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Haemolytic disease of the newborn can how be diagnosed 
with certainty at the moment of birth by means of the direct 
Coombs test. However, since this test seems to be positive 
in all cases of haemolytic disease, criteria are needed to 
assess the severity of individual cases Such criteria are 
not only desirable for the purpose of deciding whether 
a case requires treatment but are essential for the orderlv 
presentation of data. Of course it is possible to divide cases 
into the broad classes of hydrops foetalis, icterus gravis 
neonatorum, and congenital anaemia of the nenbom, but 
close study of the disease reveals every possible gradation 
between these classes, and any division between them must 
be arbitrary. Because of this difficulty ot grading it is 
impossible to tell whether different published series of 
affected infants include similar proportions of severe, 
moderate, and mild cases ; and it is thus impossible to 
form precise conclusions on the value of different methods 
of therapy. 

Wiener (1946) suggested that the form of anti-Rh in the 
mother’s serum determines the clinical manifestations of 
haemolytic disease in her infant, but he has recently modi* 
lied this opinion and now suggests that “ blocking anti- 
bodies play the dominant part and that their litre is roughly 
or iportional to the severity of the disease (Wiener and 
Gcrdon, 194S) ; and Davidsohn and Stern (1948) have 
me ented evidence that “ blocking ” antibodies are asso- 
c ■ ed with more severe forms of the disease than are 
s.. a aaalutinins. Nevertheless, present opinion has prob- 
abl; been fairly summed up by Diamond (1947) • ‘A 
prognosis based on antibody tests . . must be offered 
with reservations.” 

Doubtless the search for measurable criteria of seventy 
has been discouraged by the general belief that, in some 
^cases at least, the disease “ comes on, or at least increases 
in severity, after birth. If this were true it would be 
extremely difficult to make comparisons between cases in 
view of the variable changes in haemoglobin and bilirioin 
values that occur after birth as normal phenomena. How- 
ever, close study of the disease suggests that in fact the 
haemolytic process is maximal at birth. 

This paper presents evidence that the haemoglobin value 
of the cord blood, determined by an accurate method, is a 
satisfactory criterion of severity and that knowledge of this 
value enables one, within limits, to give a reliable prognosis. 

Clinical Material 

Normal Info "s.—ln the course of this work cord blood 
was collected 
pen, venom 1 i 
some hours 
vv as dehbera 


infant, and in a further 12 cases the cord was le^ 
for a full five minutes after birth. Finally, capillary i 
of blood were taken on the first day of life from', a 
33 healthy infants, including 22 from whom venous < 
were taken simultaneously. 

Infants with Haemolytic Disease. — Seventy-four i 
infants vvere studied, although not all of the tests de 1 
below were made on every case. All these infaiw 
bom to D-neeative mothers whose sera contained 
(with or without traces of anti-C or anti-E). In m, 
the presence of antibody was first detected by routi 
during pregnancy. Sixty-nine of the infants wer 
alive, and all vvere demonstrated to be positive to tK 
Coombs test ; in a few cases in which the mother 
been tested during pregnancy, and in which the inf. 
seen by us only after it had developed signs sug 
of haemolytic disease, the diagnosis was first estal 
by the finding of a positive direct Coombs reaction 
blood of five stillborn infants was not tested. 
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- m 52 healthy full-term infants ; in addi- 
'es vvere taken from many of these infants 
birth. In 12 of these latter cases the cord 
clamped immediately after the birth of the 


Fifty infants were seen and tested on the day of li 
(see Table I), and the findings in this group form the c 
from which our main conclusions have been drawn. Ter 
these infants were not treated— in three cases because t 
were moribund and in seven because they were conside 
to be too mildly affected ; all of these seven recove 
uneventfully. In one further mild case a simple transfu; 
of Rh-negative blood had to be given on the first day of 
because the infant bled from its cord. The remair 
39 cases in this group w r ere treated by exchange transfus 
Thus treatment was essentially uniform, and it seems jt 
fiable to draw conclusions about the severity of the ii 
vidual cases from the outcome. 

In 18 further cases the infant was not tested until a 
the first day of life. The findings in this group have b 
used to supplement conclusions reached from the rr 
50 cases. 

Of the 74 cases, 63 formed the material for a previ 
communication on treatment (Mbilison and Cutbush, 19- 
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taper is concerned with different aspects of 
jp of eases and of a further group of eases 
•.ccntly. 

Methods 

samples. — Whenever possible cord blood was 
After tying the cord, blood was obtained with 
: and needle by puncture of the umbilical vein 
it on the placental side of the ligature. When 
as not available a venous sample was obtained 
fant was first seen, usually within a few hours 
i almost all the eases in the present series, both 
,.nd in affected infants, this sample was taken 
; a fine plastic catheter up the umbilical vein : 
^blood was withdrawn and rejected before taking 
: for testing. A few venous samples taken on the 

• and all those taken subsequently were obtained 
scalp vein, the external jugular vein, or the femoral 
I’icalp vein was used in the great majority of eases. 
r y samples were taken in duplicate from the heel 
rst warming it in water at approximately 40° C. for 
. tf rcc minutes. 

mutation of Haemoglobin . — Haemoglobin was 
td as alkaline hacmatin in the photoelectric 
n tcr : the method employed was essentially that 
.11922) as used by Clegg and King (1942). Into 
■’N/ 10 HCI 20 c.mm. of blood was pipetted. After 
ban 40 minutes 1 ml. of N/ 1 NaOH was added and 
(In cases of urgency, alkali was added at the end 
minutes after tests had shown that this did not lead 
- readings.) The samples were then read in optical 
a thickness of 10 mm. against a water blank, using 
filter (Chance, O Gr 1). During the early part 
work determinations were always made in duplicate, 
ter an analysis had revealed that the variance of 
tc samples taken from venous blood was small only 
determinations Were made. Since the variance of 
tc samples of capillary blood was rather greater, 
itc samples were estimated throughout. 

20-cmm, 4-mI., and I-ml. pipettes used were cah- 
and onlv those having errors within 0.3% of their 
cap icits were employed. 

standard deviation of replicate samples was kindly 
i ted for us by Dr Cheeseman (of the M.R.C. Group 
ttisiic.il Research) from 52 duplicate estimations on 
; s iniples and 102 duplicate estimations on capillary 
I lie senous samples had an S.D. of 0.26 from 
•ral mean rahanometer reading of 24.4 ; this corre- 
to an S D of 0 17 g. of haemoglobin. The capil- 
mip’is had an SD of 0 46 from a general mean 
omefer reading of 25 2. 

•'< Standardization — The Gibson-Harrison 
r -nt artd'Cial standard (Cubson and Harrison. 

••''timed from British Drug Houses. Ltd., was 
• ,,, , g... solution being boiled for four minutes 

' reading In accordance with a personal 

’ F1 t'orn Dr. Q H. Gibson the value of this 
'• '■ *”' ; 1 he If. 1 g \ (in terms of iron) and 

11 ' timber cheek the ron content of a 

• ‘ ! 1 ' drterm.re 1 !••. Dr l D P Wootton, 
- ' ll / ' f ’ -d " f.-h 'd I'e-erihed b> King 

■ • ’ r ""’ 'd 1 1 c!:i""d to he accurate to 

I ' ft' i" r'*- o r t*s» ome btood 
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mately 1S° C.). Dr. Wootton's estimate of the haemoglobin 
concentration, equivalent to the iron content of this sample, 
was also 16.2 g. %. 

Plasma Bilirubin Estimations. — The method of Haslcwood 
and King (1937) adapted for the photoelectric colorimctei 
(King, 1947),- was used, with the important modification 
(King and Wootton, 194S) of diluting the plasma with 
buffer if the readings were found or expected to exceed 
one and a half times the standard. Tin's modification leads 
to considerably higher readings than those given by the 
original method and no doubt goes a long way towards 
meeting criticisms of the method (c.g., Gray and Whidborne, 
1946). It is not yet known whether this modified precipita- 
tion method still gives lower results than the method of 
Malloy and Evelyn (1937). Determinations were always 
made upon venous samples : haemolysed plasma samples 
were discarded. 

Scrolojjical Tests 

{a) Direct Coombs Test (Coombs, Mourant, and Race, 
1946). — After washing the erythrocytes three times in saline 
a 10% suspension (approx.) was prepared and one drop 
of this was mixed with one drop of anti-globulin scrum 
on a flat opal tile. After half a minute the tile was slowly 
and gently rocked over a lighted box and examined with 
the naked eye for agglutination. If no definite agglutination 
developed within six minutes the test was considered nega- 
tive. It was noted that different anti-globulin sera varied 
greatly in potency, and the reagent in use was tested from 
time to time as follows: 

Normal Rh-positivc cells were incubated with a scrun 
known to contain only a trace of anti-Rh ; the cells wert 
then washed and tested against the anti-globulin scrum 
Even with potent reagents the reaction was never strong 
and with moderate or weak anti-globulin sera there wa< 
no reaction at all. Through the generosity of colleague! 
we were fortunate in being able to maintain stocks of anti- 
globulin sera which would agglutinate such weakly sensitiz.ee 
cells. 

The anti-globulin sera had been absorbed with human 
erythrocytes of different groups and were always diluted 
with saline to 1 in 20 or 1 in 50, depending upon their 
strength ; they were nevertheless tested against washed 
unsensitized cells of different groups from time to time 
to sec that they did not give non-specific agglutination 
Occasionally when these tests were being read it was noted 
that a faint granularity developed after about 10 minutes’ 
rocking on the slide, even though it was known that the 
cells were unsensitized. For this reason the convention 
was adopted of discounting any reactions developing £ftcr 
more than six minutes' rocking. 

f b) Indirect Coombs Test. — Two volumes of scrum were 
incubated at 37’ C. with one volume of a 20% suspension 
of known O Rh-positive cells (usually CDe/CDc) for not 
less than 30 minutes. The cells were then washed and 
tested as above. 

(c) Titrations in Saline and Albumin. — The technique 

of Boorman ct al. (1942) was used for saline titrations 
For albumin titrations the sera were diluted in 30% bovine 
albumin and tested against cells suspended in 20% albumin 
(Diamond and Denton, 1945). Readings were made in 
conformity with the technique described in M.R.C 
Memorandum No. 19 (194S). ^ 

(d) Rh.-restir.g . — Mothers and infants were tested against 

potent anti-D serum. 

Mea^aftmen! of Venom Prrvmrf 

l*. of the earlier ca*cs in tfm series it v.as noted 
! "i- wren the cord was cut a few hours after birth, for the 
r ; T' e o' corriin- out an exchanee transfusion, blood 
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As b well known, petit mal attacks frcquenth coexist 
with major seizures: about two-thirds of children beginning 
.>:'F • T 'etit mal develop grand mal. If, however, such 
children remain free of major seizures the attacks max 
, (cease entirely after a few years, with no impaiiment of 
[ mentality even after many thousands of attacks 1 his pure 
torin was described by Adie (1924) and others as " pj kno- 
ll ‘CP-')’" Lennox (1945a) prefers the name “ pykno-epilepsx " 
/*■ Uy emphasize that they are not something d.'ferent from 
epilepi .Since they are now recognized as identical with 
petit mal there is no need to retain either of these additional 
p ir.uK. ' 

l he nature of the petit mal is especially obscure \n 
epileptic discharge in an area of complex activity such as 
. a speech area causes, as already noted, a loss of funuiop — 
v Vtot the production of words but speechlessm s pj-e | JS ,. 
--/)>( consciousness seems to indicate an inhibi’i-v discharge 
A 'n the highest level of integration in the n nous system 
I The electrical changes both during and between petit mal 
\ seizures are the most constant and characteristic of all types 
W epileptic discharge, and they arise symmetric ill md 
synchronously over a wide area of the cortex but -hiefL. in 
the frontal lobes. Penfield (Penfield and Erickson. 1941) 
argues, however, that there can be no final re-representation 
of sensorimotor functions in the frontal lobes, sirce the 
removal of large parts of these does not abolish conscious 
processes in man, and he suggests that the lex el of final 
^ integration lies in the region of the hypothal imus 

Release Phenomena in Epilepsy 
After a major epileptic attack the patient ma’ fo' . t.me 
exhibit co-ordinated activity, which is, hew ever, on ously 
uncontrolled, or unconscious in the sens' that the • ment 
has no awareness of what he is doing. SimiiarL. cirtain 
attacks occur which are characterized soielx b> ?' r irmal 
behaviour except that at the onset there may be c r-> nping 
movements of the jaws, grimacing o- mu' ermg, 
occasionally a writhing or turning movement of 'he trunk. 
Such attacks, which are not uncommon, have lr tbe past 
usually been explained as post-epileptic automat sn. the 
assumption being that they were sequels of a brief petit mal 
seizuie. It is doubtful, however, whether there is „n\ uncon- 
sciousness, though there is an alteration of consciousness 
indicated by complete amnesia for the whole episode The 
term "psychomotor attack” or “psychic equivalent” is 
now usually used for them: their clinical distinction from 
omer types of seizures is supported by distinctive elcctro- 
eocephalographic tracings. 

These attacks of elaborate but purposeless activity', 
whether they constitute the whole attack or follow a recog- 
nizable epileptic incident, must be due to release of lower 
mechanisms from conscious control. The highest centres, 
whatever may be their neural site, are either inactivated 
directly by an epileptic discharge or exhausted bv such a 
jischarge, as a limb may be paralysed after a local motor 
.eizure. 

The type of activity shown in automatism is of great 
’ariety. but tends to repeat itself in successive attacks in 
he same patient. Usually harmless, it may include xdolence 
- indecent exposure and thereby assume serious social or 
idico-legal significance. 

Epileptic Myoclonus 

lanv patients subject to major epilepsy exhibit between 
:hs sudden sharp myoclonic jerks, usually limited to 
- r movements of the upper limbs, and commonly des- 
M hv nn t iVnt c nr relativp<; n i “ lie 1UIT1DS.” Thev occur/ 


Rarely, an attack may jerk the patient suddenly to one side 
and bring him to the ground. Of considerable value jr 
diagnosis, and occasionally the sole manifestation of -ar 
epileptic tendency, they are difficult to explain, for they ari 
usually bilateral and associated with bilateral cornea 
discharges in the electro-encephalogram and yet an 
unaccompanied by any loss of consciousness. 

Status Epilepticus 

In -this condition the patient has attacks of major 
epilepsy recurring for hours or days without recovery ot 
consciousness. Isolated attacks, however frequent, with 
recovery between attacks, are not status epilepticus. 

ESSENTIAL MECHANISMS 

Irritation (positive discharge), inhibition (negative dis- 
charge), and release — these seem to be the essential mechan- 
isms in epilepsy : they are seen most clearly in local epilepsy, 
but are also detectable in generalized attacks. Conceived 
and elaborated by the philosophical mind of Hughlings 
Jackson, they are not invalidated by later researches, and 
remain sound hypotheses which help in the interpretation 
of clinical phenomena. 

Diagnosis of Epilepsy 

The separation of epilepsy from other paroxysmal 
disorders is a common clinical problem. Gowers (1907) 
included within “the borderland of epilepsy” fainting or 
syncope, vasovagal attacks, vertigo, migraine, and certain 
disturbances of sleep, including narcolepsy ; he was, how- 
ever, careful to say that these troubles seem to be “near 
epilepsy, but not of it.” Twenty years ago, in his Lumleian 
Lectures, Collier (1928) went further, feeling that these 
disorders, as well as tetany, were closely related to epilepsy 
and that some metabolic dyscrasia might underlie them all. 
However, such biochemical changes as have been found in 
epilepsy cannot be regarded as primary or causative. 

Purdon Martin (1945) has expanded Jackson’s theory of 
the discharging lesion, applying it to a wide variety of 
paroxysmal disorders as well as to some conditions of con- 
tinuing irritation such as the thalamic syndrome. He does 
not suggest that any of these is' epileptic. Gibhs- and 
Lennox (1938), however, suggest that a disturbance which is 
essentially epileptic — involving abnormal rhythmic activity 
—may start in any portion of the nervous system. In 
clinical epilepsy this is in the cortex : but this conception 
extends to chorea. Parkinsonism, neuralgia, etc. 

There seems a danger here of theory outrunning experi- 
ence. There may well be many types of discharging lesion’, 
but it does not follow that all these phenomena are epileptic. 
Williams (1944) sees a similar danger in the presence of 
electro-encephalographic disturbances of an epileptic kind 
in many conditions not usually considered epileptic — for 
•_ sample, faints and toxic convulsions. If all these electrical 
changes are to be regarded as epileptic “ the limits of 
epilepsy will become so wide as to make the term 
meaningless.” 

In the uncertain state of knowledge. of these various 
disturbances of nervous function, classification should rest 
on clinical distinction. Viewed in this light tbe resemblances 
between migraine, faints, etc., and . epilepsy become less 
impressive than the differences btween them. For a 
clinician a diagnosis of epilepsy carries certain implications: 
it means that there may be serious intracranial disease, and 
involves the possibility^vf progrey^e menjF^W^/iorption 
and always of certain® g lal Triplications 

which do> t arise ^ 
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in doubtful cases, for in many the answer is obvious— 
between epilepsy and - the fainting or syncopal attack. 
According to Lewis (1933), in a faint there are two distinct 
but simultaneous' processes— namely, a slowing of the 
heart by increased vagal tone, and a fall of blood pressure 
by vascular relaxation, chiefly in the splanchnic area. 
These reactions are produced reflexly through a central 
nervous mechanism. The term vasovagal attack is there- 
jfore used by Lewis as an alternative to fainting or syncope, 

■ and such attacks are not epileptic, for they are not primarily 
neurogenic and they carry none, of the implications of 
epilepsy. Between fainting and petit mal as formerly 
defined a careful history should distinguish, but between 
fainting and the akinetic type of epileptic attack, with loss 
of consciousness and falling but without convulsion, the 
, resemblance is close. On the other hand, in a faint there 
may be clonic movements : they are usually slight in spon- 
taneous faints, but are well known in cardiac syncope. 
Experience with blood donors has shown that they are some- - 
times marked (M.R.C. Report, 1944). In a recent paper 
dealing with attacks of unconsciousness in five hundred 
members of the Royal Air Force, Rook (1947) observes 
that “ the occurrence of twitching or even major convulsions 
in association with loss of consciousness does not justify a 
diagnosis of epilepsy on these grounds alone.” 

.The one feature which is almost diagnostic is that a faint 
is a reactive phenomenon, a fit rarely so. , The stimulus in 
the great majority of cases is emotional, though fatigue, 
recent blood loss, or other factors impairing the general 
alth may facilitate the reaction. Difficulty arises because 
ersons predisposed to fainting the emotional stimulus 
y be a very slight one. Epileptic attacks are only rarely 
le to a direct emotional or reflex stimulus, but, as already 
oted, such a sequence does occur occasionally. Fox (1941) 
observes that as a generalization the statement that excite- 
ment causes fits is false : boredom, anxiety, and worry do, 
however, predispose in certain cases. He reported that 
when the patients under his care were subjected to frequent 
air raids there was no increase whatever in the frequency 
of their attacks. Shafar (1941) found this equally true of 
out-patients attending a London hospital throughout the 
war years. 


The Syndrome of Gowers 

Unfortunately the name “ vasovagal ” was given by 
Gowers (1907) to a syndrome of a different order which is 
certainly not a simple syncope, and whose relationship to 
epilepsy is also unconvincing. The picture in these attacks 
is not a uniform one, and this probably accounts for varied 
reports about their frequency. The features of a severe 
attack include extreme pallor, coldness, difficulty in breath- 
ing, pain of anginal distribution, and the angor animi or 
sense of impending death which Ryle (1939) stresses as the 
foremost feature. The attacks may last half an hour or 
more. In nearly all the patients there is a strong back- 
ground of anxiety. Personally I have seen only a few cases 
in \vhRh the pattern of the attack corresponded closely to 
this severe type, but many in which a state of anxiety was 
associated with milder manifestations of the same order. 
Though there is no evidence of cortical disturbance and no 
unconsciousness or amnesia, they have been held to be 
epileptic variants in which autonomic disturbances dominate 
the picture instead ofyConstituting only subsidiary features 
as in major epileptic a Amks (Wilson, 192S). An occasional 
h--* c ,\sJ3$psy, and a family history of 
:. h psychosis is quite frequent ; 

■ — - , ' t iX V c u place these attacks 

estimated to t ' 


patient 

•o-cfepsy, n i ; r!t h 


o c r- irls ,n 
s thus 
i6.: g- 


(the measurcrr.iO' 

JL. 


.-e<- thes arc \, clinically 
■" ‘ ’ i. 


tent evidence of either vasomotor. change or sacal inhibi- 
tion. The term vasovagal attack, if used at all, should 
therefore be employed in Lewis's sense as an altem- ;. c ‘ lo 
syncope or fainting due to transient cerebral anaemia. 

Laryngeal “Epilepsy” and Breath-holding Attacks 
Also more closely allied to syncope than to epilepsy are 
attacks due to respiratory obstruction. One type is the so- 
called laryngeal epilepsy first described by Charcot, a; 
laryngeal vertigo. The attack follows coughin,,, and the 
subjects are usually of plethoric fype with chronic laryngitis 
or bronchitis. In spite of an absence of previous or family 
history of epilepsy Whitty (1943) thinks that these aitacks 
are primarily neurogenic — that is, caused by venous con- 
gestion in a predisposed person. Rook (1946) saw four 
cases in the Royal Air Force due to coughing or choking 
in three electro-encephalograms were done and wei|' 
normal. A predisposition must be admitted, since chronic 
coughs are so common and these attacks infrequent, but, as 
in predisposition to fainting, this is not a convincin 
argument for an epileptic basis. 

Not so rare are the breath-holding spells of young 
children : in the North of England mothers call them “ the 
kinks.” Bridge and others (1943) reported 83 cases from 
the Johns Hopkins Hospital, of whom 60% became uncon- 
scious and 40% had convulsions. Two of these children 
became epileptic and two probably did. But this is not 
epilepsy. It seems to me that great caution is needed in 
diagnosis, but if this is correct the treatment is of the 
psychological causes of the habit. 

Narcolepsy and Cataplexy 

Narcolepsy is thcorc ieally nearer to epilepsy, as it is 
certainly a neurogenic lisorder. Again some have sought 
to include this syndror e within the all-embracing concept 
of epilepsy, but we rm st separate it decisively on clinica 
grounds. Electro-enei ,)halographic reports arc contradic- 
tory, some showing ai epileptic type of change (Cohn and 
Cruvant, 19 44) and some only sleep changes. Narcolepsy 
means attacks of irre^stiblc sleep or of a condition which 
resembles sleep (Natt> iss, 1938). They are preceded by ar 
intense feeling of fatigue, and can often be resisted for a 
time but seldom prevented: they last usually a few minutes, 
but it may be only a tew seconds, and, exceptionally, if the 
patient is undisturbed he may continue to sleep. He i' 
usually wakened easily and is alert at once. Frequency of 
attacks varies, but is usually fairly constant in each patient : 
there may be two or three daily or one every few minutes. 

Cataplexy means attacks of loss of power and of tone 
induced by emotion of any kind, but especially hearts 
laughter. There is no loss of consciousness, but the patient 
sinks to the ground, unable to move or speak for perhaps 
half a minute. During the attack, as I have verified on 
several occasions, in striking contrast to inhibitory cpilcps}, 
the tendon jerks arc abolished and the plantar reflexe* 
normal ;'the jerks return instantly when the attack is o\cr 
If a cataplcctic attack is resisted it may pass into sleep. , 
The combination of narcolepsy and cataplexy vhul 
occurs in the majority of cases is unmistakable. If em>J 
tvpe of attack occurs alone, confusion with epilepsy t 
possible. No case exhibiting the complete syndrome < 
sleep attacks plus cataplexy has been reported as develops 
epilepsy. 

Other Types of Immobility ^ 

In cataplexy inhibition of postural tone is an esse, 
feature. Certain otb r ifc-tntcs of immobility occur in a 
tone is unaffected am- J osturc maintained. This is *c 
catalepsy, which in a»liciation with "waxy flcxibili. j 
- *• -ne of fheliofor phenomena of schizff' | 
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Here the immobility is p r 
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or a few seconds or a few 


esult from intense fear ; biAnxiety aie not Ion- 


err.ed in the attacks under 
■ntly induced by fatigue. 

‘Hacks occur in others besk 
v hose work keeps them state 
ignificance, and not a cond] 
s sought, it is occasionally 
‘aval officer who had to be lie on the ridge of a 
essel because he was unabliMo preventin immin 
nt collision. Such a state 
etit mal, but there is absol 
“ Sleep paralysis ” is a cor 
s a person awakes from 
efore he falls asleep. It 
nd occasionally in normal A 
armital paralysis is sometiiT 
ate induced by a terrifyi 
lbject but leaves him unabl] 
unutes. 

Paroxysir 
Labyrinthine vertigo is cor 
physicians; as it comes to t 
ore often than to otologis 
wverful sensation of move 
ss frequently of the patieni 
:ht or left, sometimes vertii 
g, staggering, or falling is 
i attack. Difficulty in diagn 


d is of fch interest 
e in therst instance 
he attai there is a 
surrourng objects, 
usual'totatory, to 
occurred of vomit- 
re of t severity of 
arise iffious ways, 
rst, some attacks are extrJdden r- brief: the 


tient is flung to the groun 


Tiself up at once without se*condl> 1ere may b e 


H Rudolph (1946a, 
a couumon vvhifch 
epsy, and which/ is 
ysis." In an attack 
lie in either a staftd- 
k or move but hilly 
he attack thay last 
k similar fixity iliay 


nor are tiev ajpar- 
as found that such 
espccially/n people 
a rule oflo serious 
hich medcil advice 
as in thicase of a 


ell be mtaken for 
kss of coiciousness 
mmobilit occurring 
less freqmtly, just 
narcolejc subjects 
in the <se of post- 
ned js acataplectic 
which akens the 
for penps sc era! 


it ware, but picks 


deafness or tinnitus : these*)] 
ne disease, or they may be 
t in the ear but in the centrr 
in disseminated sclerosis a^ 
irdly, with the vertigo the 


pear I r in labyrin- 
becauthe lesion is 
[xions < he labyrinth 
r bra ,tem lesions 
be tr> ent loss of 


isciousness. I Believe this tl-y infi lent > and tIle 
;ence of any unconsciousnei any l e °f convul- 
: movements distinguishes fiat m' 1 ? of these 
icks from any type of epilep 

Migrsi 

Clinically a certain simiIaittvvee al S ra m e and 


epsy is due to the occurren 
es in both. While typically 


‘focal 

;ymp s 


rtical disturb- 


precursors of headache, oc [ally'' occu f inde- 
dently of headache, and tern ciall ,do so ’ n ' ater 
However, they differ fro ;a l <P S >' markedly 
everal respects. The scotom emis 13 ’ and fortifi ' 
on spectra of migraine an te cf nt from the 
.phenomena which occur i 1 cxr 1 or tem poral 
e^ \ or in the visual aura c iera' atta cks, both . 

'aracter and in their d 
-i nptoms of migraine 
\i -heir much slower spf 
es, their predilectic? 

ith infrequent invl 
. as Gowers (1901 



fcr f 

, u ; 


pre-headache 
local sensory 
lasting about 


t t j.igue, and 
f J the leg, and 
"it, in that they 


lint 


panies a migraine attack is perhaps more difficult to. 
distinguish from other cortical lesions. Those who are im- 
pressed by a close association between migraine and epilepsy 
seem to me to have overstressed the clinical resemblance 
between the two. 

Aetiologicallv the relationship of migraine and epilepsy 
is puzzling. There is impressive evidence (Schumacher and 
Wolff, 1941 ; O Sullivan, 1936) that the cortical phenomena 
of migraine are due to constriction of cerebral arteries, and 
that the subsequent headache results from dilatation and 
excessive pulsation, chiefly of branches of the external 
carotid. The occasional persistent hemianopia which 
follows a migraine attack (Adie, 1930) seems likely to be 
due to prolonged constriction. Vascular changes of this 
nature have no counterpart in epilepsy, and the pathogenesis 
of the two kinds of attack seems to be entirely different. 

On the other hand there is undoubtedly a genetic rela- 
tionship between the two disorders. The strongly hereditary 
character of migraine is not in doubt, but there is also a 
high incidence of migraine in the families of epileptics. Ely 
(1930) reported that of 171 persons suffering from epilepsy 
only 14% gave a family history of epilepsy but 60% gave 
a history of migraine in a former generation. There is, 
however, no special incidence of epilepsy in the families of 
sufferers from migraine. This seems to suggest that 
migraine is possibly the morbid ancestor of both migraine 
and epilepsy. Electro-encephalographic studies of migraine 
subjects have yielded varying results fLennox, 1946 ; Dow 
and Whitty, 1947). 

It is doubtful whether any practical deductions can be 
drawn from these - observations connecting epilepsy and 
migraine. Migraine, though it causes an immense volume 
of suffering, is a much less serious disease than epilepsy. 
Lennox says that the two are emphatically not brothers 
but only some order of cousins. Nevertheless, in his admir- 
able book Science and Seizures (Lennox, 1946) he calls 
migraine “ headache seizures ” and rather stresses a rela- 
tionship to epilensy because he feels this is encouraging for 
epileptics. No doubt this is true, but it is surely no less 
discouraging for the much more numerous migraine subjects 
to be given the idea that their headache attacks are akin 
to epilepsy'. I do not think it is justifiable to speak of a 
“ migraine-epilepsy syndrome.” 

The Practical Problem 

In the present state of knowledge, even if electro- 
encephalographic records are available, the diagnosis of 
epilepsy is a clinical decision based on a summary of the 
evidence. It is therefore helpful to follow a simple plan, 
beginning by talking with the patient alone, and thereafter 
interviewing relatives or other observers separately'. 
Children of school age can often give the necessary informa- 
tion as well as adults. 

What can the patient tell us about an epileptic fit ? 
Sometimes absolutely nothing, not even that he has fits. 

For example, the patient may be unaware that he is subject 
to convulsions in sleep or that he has petit mal during t bc^ 
daytime. In most cases he knows he has had an atj 
seizure of some sort, or a series of attacks. He : 
asked, “What is the first thing you notice w 
occurs ? ” A minority of patients have no wj 
become instantly unconscious. 'But in 
question is a vital one, for it brings out inforn 
ing the aura or first stage of the major fit, 
precise localizing significance; while ir^le i 
patient can describe the whole attack. • a 'k 
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attacks ; prominent "among these are' headache and a desire 
to sleep , signs of injury, tongue-biting, incontinence of urine 
vomiting, and soreness of muscles. 

Then we can hear from the patient of the time of attacks, 
in particular their^ relation to sleep and to menstruation. 

As to sleep, the attacks may (1) occur during sleep, which is 
virtually diagnostic — of these the patient usually knows by 
his condition on waking ; (2) if diurnal, show a marked pre- 
dilection for the early morning hours ; (3) occasionally 
occur just as the patient falls asleep. Further, an account 
of morning myoclonus is common and helpful. 

Finally, though the patient canmpt tell us of his actions 
in a state of automatism, he is often aware of this condition 
through circumstantial evidence, such’ as finding he has Super, mm 
4 into some strange place. The second part of the 
from relatives," may be decisive, but is often 
y inconclusive. 
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Aids to Diagnosis ' > 

The Electro-encephalogram . — Only if attacks are induced 
artificially, or if 'the patient is having frequent attacks under 
observation, is it possible to observe the distinctive seizure 
patterns. Confirmation of a clinical diagnosis, or help in 
a doubtful case, v therefore depends on any variations from 
the normal which may be found in the resting record. 
Certain paroxysmal discharges seen in this record are 
virtually diagnostic of epilepsy: clearly defined “larval" 
attacks — i.e., electro-enccphalographic but not clinical 
attacks — were never found by Williams (1944) in non- 
epileptic subjects, and the only case in 8,000 in which a 
wave-and-spike outburst (the type associated chiefly with 
petit mal) was seen in a non-epileptic was the identical twin 
’* * ’ . The Harvard workers found this type of 
'y 1 in 500 of non-epileptic subjects but in 
with a clinical diagnosis of petit mal. These 
» ibs, Gibbs, and Lennox, 1943) conclude that 
.% of persons with a history of seizures a routine 
■'•"phalogram is of great value in diagnosis, and in 
42% it is of little or no value. The results depend 
y on the frequency of examinations. They are of 
value in the diagnosis of petit mal, in which class of 
clinical diagnosis is most often in doubt. It must also 
z recognized that not infrequently successive records in 
the same patient are inconsistent — a fact which has disturbed 
a number of clinicians (Holmes, 1946 ; Rook, 1947). The 
interpretation of records is a specialized and skilled pro- 
cedure, and the results must be evaluated only in conjunction 
with the clinical picture. 

Induction of Fits . — Two methods may be used to 
induce fits for the purpose of diagnosis. The first is the 

- production of alkalosis by overbreathing, the second to 
cause a positive water balance by forced ingestion of water 
and the administration of pitressin (Blyth, 1943). A couple 
of minutes’ overbreathing may confirm a diagnosis of petit 
mal or bring out paroxysmal discharges in the electro- 
encephalogram. Otherwise these tests are formidable and 
have little place in ordinary practice. 

The Clinical Decision. — Doubts and mistakes are inevi- 
tnHW<rr/’ < ^fter the most painstaking analysis of the 
1 practice, which is free from the compli- 
rrf fr p -f cmf encountered in the Services, the bias 

— •’ ,-btful case should, in my view, be towards the 

e P i!c P s V- th _ crc is a history of recurrent 
, thus cs SU gg CSt j ve Q f epilepsy, though certainty is 

6.2 g- -v 1 • t diagnosis is more likely to be epilepsy 

„ f Final judgment may be reserved, but 

r ‘ should, bejnstituted. 
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will ha\e I* madeq the treatment of acute nephritis. 
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an allergic ijbnse ^bacterial toxins. The relationship 
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this theory. Ifcvouldherefore appear reasonable to test 
the effect # an istamine drugs in this condition. 
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oedema, hypertension, blood urea, and urinary output. The 
average age of the control group was 9 years and of the 
anthisan group 6 years. 

Four cases in the control group and two in the anthisan 
group showed signs of active infection in the throat or 
ears on admission ; the same number of cases in each 
group showed evidence of recurrent or persistent throat 
infection during the course of treatment. Whether or not 
these persistent infections had any effect on the course 
of the disease it is difficult to say. All patients in both 
groups who showed signs of active infection were given 
courses of penicillin or sulphonamide, but this did not seem 
to influence materially the course of the nephritis. Hyper- 
tensive convulsions, which occurred in one control and two 
anthisan cases, were treated on the usually accepted lines 
by lumbar puncture, hypertonic magnesium sulphate 
enemata, and sedatives. No other treatment was 
employed in either group apart from complete rest in 
bed until abnormal constituents had remained absent 
from the urine for several weeks and restriction of 
protein intake as long as azotaemia persisted. 

For the purposes of comparison the two groups have 
been subdivided into “ mild ” and “ moderate or severe 
cases. Cases were classified as “ mild ” if there was no 
hypertension or oedema other than slight puffiness around 
the eyes and if azotaemia was absent or minimal. On this 
basis three cases in the control group and two cases in the 
. anthisan group were mild, leaving six cases in each group 
which were moderate or severe. 

Brief summaries of the important clinical and laboratory 
findings and of the course of all cases in both groups are 
given. The figure for “duration” shown at the end of 
each case history signifies the duration of activity of the 
nephritic process from the first day of treatment until the 
last abnormal signs had disappeared. ■- Albuminuria or 
microscopical haematuria were the most persistent abnor- 
mal signs in all cases except No. 16, in which the blood 
■ urea remained raised after the urine had returned to normal. 

Case Histories 


Control Group: Mild Cases 

Case 1. — A boy aged 11 was admitted on Feb. 28. 1948, with 
a six-day history of headache, giddiness, and haematuria. He 
had had a similar but milder attack in February, 1946. Since 
' then, however, he had been very’ well, and no albumin had 
been found in his urine. Examination showed no oedema 
apart from slight puffiness around his eyes. The throat was 
healthy.. B.P. 110/65. No other abnormality was detected. 
Urine: smoky, albumin + +, output normal. Blood urea 
32 mg. per 100 ml. Sixteen days later his urine was free 
from albumin, and no red blood cells were seen on micro- 
scopical examination. Only once since then has his urine 
contained any abnormal constituents — namely, a few granular 
casts. He was discharged on April 3, and was very well when 
seen at the follow-up clinic two months later. Duration: 
16 days. 

Case 2. — A girl aged 10 was admitted on Feb. 6, 1948, with 
a history' of having developed a sore throat ten days previously. 
Seven days later she had persistent headache, and on the day 
before admission her B.P. w*as 140/90 and her urine contained 
albumin 4- + and scanty red blood cells and pus cells. Exami- 
nation showed no oedema ; the throat was healthy ; there were 
siens of a congenital* cardiac defect— probably a patent ductus 
arteriosus. B.P. 120/80. Blood urea 29 mg. per 100 ml. 
"Urine: no albumin, scanty pus cells, culture sterile. Next 
day her urine again contained albumin, and this persisted for 
■ seven days. At no time during her stay in hospital ' were 
casts or red blood cells noted. She was discharged on Feb. 27. 
Duration : 8 days. 

\ Case 3. — A girl aged 8 was admitted on June 19, 1947, with 
j a history of haematuria. for two days. There was no history 
l>f a throat infection, but she had been vaguely unwell for a 


w eek before admission. Examination showed no oedema ; 
tonsils were mildly inflamed ; physical examination otherwise 
negative. B.P. 115/85. Blood urea 58 mg. per 100 ml. Urine : 
macroscopic blood, albumin -f-f-f, occasional granular casts. 
Her urine became free from albumin 26 days after admission, 
but a few red blood cells were present microscopically until 
the 39th day. Tonsillectomy was performed on Auc. 8 unde* 
cover of a • course of penicillin, and she was discharged on 
Aug. 14. Duration : 39 days. 

Anthisan Groop: Mild Cases 

Case 4 .— A girt aged 5 was admitted on June 13, 1948, with 
a history of haematuria and puffiness of her eyelids for two 
days. She had had an attack of otitis media two months 
previously, and this had been followed by haematuria , but 
her symptoms had cleared in ten days, and she had been 
back at school for two weeks. Examination showed slight 
puffiness below the eyes. Tonsils were moderately enlarged 
but not inflamed. No other abnormality was detected. 
B.P. 132/70. Blood urea 50 mg. per 100 ml. Urine : macro- 
scopic blood, albumin 4 - 4 -. 

Anthisan, 0.1 g. t.i.d., was given from June 13 to June 21 
inclusive. By the latter date her symptoms bad completely, 
subsided and her urine was free from albumin and red 
blood cells. She was discharged on June 29 to rest in bed 
at home for one month. She returned to the follow-up clinic 
on Aug. 2, having just recovered from an attack of mumps. 
Her urine showed a trace of albumin, but this had disappeared 
by her next visit to the clinic on Aug. 30, and she has had 
no albuminuria since. Duration: 8 days. 

Cose 5. — A boy aged 2 was admitted on Aug. 30, 1948, with 
a history of listlessness, pallor, and puffiness of the eyelids 
for two days. There was no history of an upper respiratory 
infection or of haematuria. On examination he was a pale, 
listless child with puffy eyelids but no oedema elsewhere. 
Apart from a soft apical systolic murmur and some enlarge- 
ment of the tonsils, no other abnormality was detected.' 
B.P. 106/76. Blood urea 20 ms. per 100 ml. Urine : 
albumin 4-, scanty red blood cells. Haemoglobin 54%. 

Anthisan, 0.1 g. t.i.d., was given from Aug. 30 to Sept. 3 
inclusive, and within four days his urine was free from 
albumin and red blood cells. On Sept. 4 albumin was again 
present in his urine, but thereafter no abnormality was detected. 
He was discharged on Sept. 15, and has since been seen twice 
at the follow-up clinic, his urine being normal on both 
occasions. This attack of nephritis was accompanied by a 
fairly severe microcytic hypochromic anaemia, which responded 
to iron therapy. Duration : 6 days. 


Control Group: Moderate or Severe Cases 

Cose 6 . — A girl aged 4 was admitted on June 2, 1948. Two 
weeks before admission she developed a respiratory infec- 
tion which responded to treatment with sulphathiazole ; her 
right ear then became painful and started to discharge. Two 
days before admission her urine became dark brown in colour. 
Examination showed no oedema apart from some puffiness 
around her eyes. Her throat was healthy, but her right tympanic ' 
membrane showed a loss of lustre. An x-ray film of hey 
right mastoid showed a loss of translucency.' suggesting,' 
mastoiditis. No other abnormality was found on pbysij 
examination. B.P. 125/80. Blood urea 66 mg. per 100 j 
Urine: albumin + + +, no cellular deposit, output 7J 
(197 ml.) in first 24 hours. On June 7 gross haematuria 
present and there was a purulent discharge from thej 
ear. The discharge from her ear gradually dried 
urinaTy output increased, and her haematuria disap 
She was discharged on June 22, with a trace of ; " 
preseDt in the urine. At the follow-up cli 
later the albuminuria bad disappeared. 

Duration : over 20 days. 

Case 7. — A girl aged 1 1 was admits 
weeks before admission she do 
generalized scarlatiniform rash, 
ttvo weeks. On the day before * 
puffy and she passed a 
On examination there was so 
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Her throat was healthy. A few rales were present at her 
left lung base. No other abnormality was detected. 
B.P.. 176/80. Blood urea 51 mg. per 100 ml. Urine: 
albumin + + +, macroscopic blood. On Dec. 21- the blood 
urea was 38 mg. per 100 ml., BJ*. 110/65; “albuminuria 
was still marked, but no red blood cells were present. The 
albumin persisted until Feb. 26, 1948, when for the first time 
the urine showed no abnormality. She was discharged on 
March 4. Duration : 80 days. 

Case 8. — A girl aged 4 was admitted on March 20, 1947, 
with a history of swelling of her face and abdomen and of 
passing dark-coloured urine for three days. On examination 
oedema of the face and limbs was present and the throat 
was inflamed. Physical examination was otherwise negative. 
B.P. 102/65. Blood urea 156 tng.’per 100 ml. Urine: 
albumin ++, macroscopic blood, output 8 oz. (227 ml.) in 
first 24 hours. By April 1 the oedema had practically dis- 
appeared ; the blood urea was 82 mg. per 100 ml. and frank 
haematuria had ceased. Her blood urea on April 27 was 
23 mg. per 100 ml. An acute tonsillitis on May 3 caused an 
increase in the haematuria and albuminuria. The red blood 
cells gradually diminished, and on May 19 the urine was free 
from albumin. A few red blood cells, average 2 per high- 
power field, persisted till the date of her discharge on July 2. 
These were still present at her first visit to the follow-up clinic 
on July 24, but had disappeared by Sept. 4. Her urine has 
been normal on several occasions since that date. Duration : 
over 126 days. 

Case 9. — A girl aged 10 was admitted on Oct. 2, 1946. Three 
weeks before admission she developed swelling of the eyelids 
and face. A week later haematuria was first noticed ; this 
gradually became more marked, being accompanied by oliguria. 
On examination no oedema was present and her throat was 
healthy. B.P. 155/95. No other abnormality was detected. 
Blood urea 52 mg. per 100 ml. Urine : albumin + +, macro- 
scopic blood, numerous granular casts, output 15 oz. (425 ml.) 
in first 24 hours. Blood urea on Oct. 19 was 28 mg. per 100 ml. 
The albuminuria and haematuria persisted, and the blood 
pressure was 140/90 on Dec. 15. On March 14, 1947, for the 
first time red blood cells were not seen on microscopical 
examination of the urine, but the albuminuria persisted. 
B.P. 120/70. A trace of albumin ‘was st.ll present in the 
urine when she was discharged on June 22, and again on her 
return to the follow-up clinic on July 16. Duration : over 
287 days. 

Case 10. — A boy aged 9 was admitted on Nov. 16, 1946. 
Three weeks before admission he developed a sore throat, 
followed a week later by a purulent discharge from his left 
ear. Five days before admission swelling of his eyelids was 
noted, and three days later there was haematuria and oliguria. 
^On examination oedema of his face and ankles was present, 
tonsils infected, left suppurative otitis media. No other 
abnormality was detected. B.P. 140/100. Blood urea 
221 mg. per 100 ml. Urine : albumin + + +, macroscopic 
blood, numerous granular casts, output 14 oz. (397 ml.) in first 
24 hours. On Dec. 4 he developed chicken-pox and was 
transferred to an isolation hospital. At this time his blood 
urea was 50 mg. per 100 ml. and his B.P. 126/74. Frank 
haematuria persisted and was present on his readmission to 
this hospital on Dec. 27. A flare-up of his chronic tonsillar 
sepsis caused a further increase in the haematuria, and on 
Feb. 3, 1947, tonsillectomy was performed under cover of a 
course of penicillin. Gradual improvement took place in spite 
of an attack of measles starting on March 5. Red blood cells 
were last seen in the urine on April 28, but traces of albumin 
persisted until May 25. He was discharged on June 7, and 
until his last visit to the follow-up clime on Dec. 24, 1947, 
his urine remained normal. Duration : 190 days. 

Case 11 . — A girl aged 11 was admitted on Dec. 31, 1946, 
Mving developed a sore throat three weeks previously. Four 
y ‘^-before admission her face became swollen, and two days 
cnV Av "’•^ipine became dark brown in colour and she had 
fnsy, n\ '^cions. There were four further convulsions on 
l ^'Nssion. On examination she was drowsy and 

1 „ -j, NJized oedema ; the throat was healthy. 

mi were “ \T*v detected. B.P- 170/120. Blood 

• -'>ry output was not diminished. 


Urine : albumin + +_, macroscopic blood. She had no further 
fits after admission, and by Jan. 12, 1947, her blood pressure 
had fallen to 120/80 : the urine still contained albumin and 
red blood cells, but there was no longer obvious haematuria. 
Albumin and red blood cells were persistently present in the 
urine till March 8. Thereafter scanty red blood cells and 
traces of albumin were occasionally present. She was dis- , 
charged on April 14. Duration: 67 days. • 

Anthisan Group: Moderate or Srverc Cases 

Case 12. — A girl aged 5 was admitted on June 21, 194S, with4 
a history of having developed a sore throat two weeks pre- 
viously. On the night before admission her face became 
puffy and she passed dark urine. On examination there was 
definite oedema of her face and slight oedema of her kgs : 
follicular tonsillitis was present with enlarged tonsillar nodes. 
Physical examination was otherwise negative. B.P. 154/100. 
Blood urea 58 mg. per 100 ml. Urine : albumin + +, macro- 
scopic blood, output in first 24 hours 12 oz. (340 ml.), a! 
throat swab showed haemolytic streptococci. 

Anthisan, 0.1 g. t.i.d., was given from June 2t to July 6., 
The oedema disappeared and the blood pressure rapidlyi 
returned to within normal limits. On July 1 her urine wasl 
free from albumin and no red. blood cells or casts were' 
seen on microscopic examination. She was discharged on 
July 6, and at her subsequent visits to the follow-up clinic on 
Aug. 16 and Sept. 28 she remained well and her urine was 
normal. Duration : 10 days. 

Case 13. — A boy aged 9 was admitted on July 15, 1948, with 
a history of having developed a sore throat two weeks pre- 
viously. Eleven days later he complained of headache and 
sickness, and his urine was dark brown in colour. Two days 
before admission his face became swollen and his urinary 
output was considerably diminished. On examination he was 
drowsy, and oedema of his face and sacrum was noted ; his 
tonsils were enlarged and inflamed and the tonsillar nodes were 
palpable; no other abnormality was detected. B.P. 130/108. 
Blood urea 138 mg. per 100 ml. Urine: albumin + +, 20 
red blood cells per high-power field (uncentrifuged specimen), 
output 13 oz. (368 ml.) in first 24 hours. 

He was given anthisan, 0.1 g. four-hourly, from July 15 to 23. 
His oliguria persisted, and on July IS his blood pressure rose 
to 158/120 and he developed a series of convulsions. He 
had another short convulsion on July 20, but next day his 
urinary output increased and his blood pressure began to 
drop. He had no further convulsions, but still complained 
of headache and vomited occasionally. By July 28 he was 
symptom-free, his blood urea was 41 mg. per 100 ml., his 
blood pressure 130/75, and his urine showed no abnormal 
constituents. He was discharged on Aug. 10. Duration: 
13 days. 

Case 14. — A boy aged 7 was admitted on Sept. 29, 1948, with 
a history of puffiness of his face and haematuria for three 
days. Three weeks previously he had complained of a sore 
throat accompanied by earache. On examination oedema of 
his face and ankles was present ; his throat and ears were 
healthy and no other abnormality was found. B.P. 150/116. 
Blood urea 25 mg. per 100 ml. Urine : albumin + + ; macro- 
scopic blood. 

Anthisan, 0.1 g. t.i.d., was given from Sept. 29 to Nov. 11. 
On Oct. 6 his urine was still smoky and contained albumin, but 
his oedema had subsided and his B.P. was 110/70. On Oct. 20 
the albuminuria had cleared up and no red blood cells were 
present on microscopical examination. Routine examinations 
of his urine since Oct. 20 have on only two occasions shown 
an abnormality. Once a trace of albumin was noted, and five 
days later 6 red blood cells per high-power field were found 
on microscopical examination. Duration: 21 days. 

Cose 15. — A boy aged 5 was admitted on Oct. 21, 1948, with 
a history of swelling of his face for six days. Three days 
before admission the swelling became more pronounced and 
was accompanied by headache and vomiting. There was no 
history of sore throat or haematuria. On examination his 
face was oedematous. his throat was infected, and his tonsillar 
nodes enlarged ; no other abnormality was found. B.P. 150/110. 
Blood urea 45 mg. per 100 ml. Urine: albumin ++, 
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macroscopic blood, occasional red cell and granular casts. His 
urinary output was normal. 

He was given anthisan. 0.1 g. t.i.d., from Oct. 21 to Nov. 12. 
On Oct. 23 his urine contained no microscopical blood, but 
albumin was still present : the facial oedema had almost com- 
pletely subsided. On Not*. 3 his urine showed no abnormality, 
and his blood pressure was 105/ /0. On only one occasion since 
Nov. 3 has a trace of albumin been found in his urine. 
Duration: 13 days. 

Case 16 . — A girl aged 6 was admitted'on Oct. 22, 1948, with 
I a history of swelling of her face and abdomen and some 
diminution in her urinary output for seven days. She had 
recently been a patient in the ear, nose, and throat ward of 
this hospital, suffering from otitis media, and had been dis- 
charged only seven days before her present admission. On 
examination there was some oedema of her face ; her throat 
and ears were healthy. No other abnormality was noted. 
B.P. 1S5/145. Blood urea 60 mg. per 100 ml. Urine . 
albumin +, no cellular deposit, output 9 oz. (255 ml.) in 
first 24 hours. 

She was given anthisan, 0.1 g. t.i.d., from Oct. 22. On 
Oct. 30 the blood pressure was 95/55 ; examination of her 
urine showed no abnormality, but her blood urea was still 
60 mg. per 100 ml. On Nov. 12 the blood urea was 39 mg. 
P" }£& nr!. At the tivrro erf m'etrng fiWsr. ! ?t sire ts stiff frstmg 
anthisan, and her urine has remained normal on daily 
examination. Duration : 20 days. 

Case 17 . — A girl aged 9 was admitted on July 5, 194S. with 
a history of vomiting and abdominal pain for three days. 
Physical examination on admission was negative, but her urine 
was found to contain albumin and a few pus cells. Three 
days after admission she complained of headache, and there 
was a suggestion of swelling of her face. Her blood pressure 
was 140/9S. On July 10 she developed convulsions. 
B.P. 182/130. Blood urea 43 mg. per 100 ml. Her urmarj 
output was 16 oz. (454 ml.) in 24 hours, and the urine con- 
tinued to show albumin and a few pus cells with occasionally 
a few red blood cells. 

Anthisan, 0.1 g. t.i.d., was given from July 11 to Aug. 3. 
On July 27 her blood pressure was 90/60 and her urine con- 
tained no abnormal constituents. Her urine remained normal 
until Aug. 27, when albumin and red blood cells were again 
found. Anthisan was again given in dosage of 0.1 g t.i.d. 
from Aug. 27 to 31 and 0.1 g. four-hourly from Sept. 1 to 13. 
From Sept. 6 till her discharge on Oct. 29 no abnormalit> was 
found on daily examination of her urine, and her Hood 
pressure and blood urea remained normal. Duration of initial 
attack : 16 days. Duration of relapse; 10 days. 

Comment 

After the first one or two cases had been treated with 
anthisan the clinical impression was formed that these 
cases were clearing up more quickly than would have been 
expected, and this impression became stronger as more 
cases were treated. A. study of the figures given for the 
duration of the signs of activity in each case confirms this 
clinical impression, for not only is the average duration 
in the anthisan group (13 days) much less than that in the 


Table Showing Duration of Activity of the Nephritis in Each Case 



Control Group 

Anthisan Group 


Case No. 

Duration 

Case No. 

Duration 

f 

I 

16 days 

4 

8 days 

Mild cases . . •< 

2 

8 

5 

6 „ 

1 

3 

39 




Average 21 days 

As erage 7 days 

r 

6 

Over 20 days 

12 

10 days 


7 

SO 

13 

13 „ 

* odcrate or severe cases < 

8 

Over 126 „ 

14 

21 

9 

Over 287 „ 

15 

13 „ 


10 

190 „ 

16 

20 „ 

l 

II 

67 „ 

17 

16 „ 


Average 128 days 

Average 15 days 

v. ...-e duration of whole group 

92 days 

13 days 


control group (92 days) but if the mild and the moderate 
or severe cases are considered separately the least satis- 
factory case in the anthisan group has cleared up as quickly 
as the most satisfactory in the control group (see 
accompanying Table). 

After the conclusion of anthisan treatment urine 
examination was made daily in every case up to the date 
of discharge from hospital, and occasional examination 
at the follow-up clinic thereafter. 

In Case 17 the patient had a recurrence of albuminuria 
and microscopical haematuria after her urine had remained 
normal for one month. She was given another course of 
anthisan, and her urine again cleared after ten days ; it 
has now remained normal for over two months. 

In two other anthisan cases a trace of albumin was 
present on one occasion, and in one of these scanty red 
blood cells were seen on another occasion. All other urine 
examinations were normal. 

It is of course too early as yet to speak of complete cure 
in any of the cases in the anthisan group, and all will oe 
followed up so far as is possible. It seems probable, how- 
ever, that as a gen era) rule the longer signs of activity 
persist the greater are the chances of permanent renal 
damage. There would appear, therefore, to be reasonable 
grounds for hope that the further progress of the cases in 
the anthisan group will prove equally satisfactory. 

Anthisan did not prevent the development of hypertensive 
Convulsions in Case 13, in which they developed two days 
hfter the beginning of treatment The patient's subsequent 
progress was. however, unusually satisfactory for such a 
Severe case. 

We have so far formed no definite opinions on optimum 
dosage or duration of treatment. In some cases the 
administration of anthisan was stopped when all abnormal 
Signs disappeared ; in others it was continued for a further 
Week or two. 

Acute nephritis is a disease which may run a very variable 
Course, and with such a small series of cases it would 
bbviously be unjustifiable and premature to advance any 
definite claims with respect to the efficacy of a particular 
line of treatment. Much further work will be necessary 
before the place of anthisan in the treatment of acute 
Nephritis can be accurately assessed, and it is obviously 
desirable that this work should go forward as speedily 
as possible. Treatment with anthisan is simple, and toxic 
tnanifestations with this drug seem to be few and relatively 
Unimportant. If its value in acute- nephritis can be proved 
a. considerable advance in the management of this disease 
Will have been achieved. 


Summary 

An account is given of the treatment with anthisan , 
eight cases of acute nephritis in children. 

The course of these cases is compared with that <j 
nine consecutive cases of this condition seen in 
Pital during the period immediately preceding ; 
of this treatment 

The duration of activity of the disease, 
abnormal findings in the urine, is notably shj 
treated with anthisan than in those of 

Reference 

Reubi, F. (1946). Helv. med. Acta. 


A recommendation for the building of a hi 
mated cost of £38,000, has been passed 
Council. This first health centre will be ex] 
a population of about 20,000. There is 
five general practitioners. Eventually it i 
bw.ween 40 and 50 health centres in thi 
IS, 000 people. 
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Damage to the heart resulting from non-penetrating blows 
to the chest wall is not rare, and several series of these 
cases have . been recorded (Barber, 1944 ; Bright and 
Beck, 1935 ; Kahn and Kahn, 1929 ; Warburg, 1940 ; 
Hawkes, 1935; Arenberg, 1943 ; Sigler, 1945). The, heart 
and pericardium, lying close behind the chest wall, are 
very vulnerable to severe blows in the region of the 
praecordium, but generally any damage which may be 
caused is mild and not recognized. In children and youths, 
however, there is perhaps a greater chance of cardiac trauma 
than in adults, because the heart is behind a resilient sternum 
and can be the more easily compressed against the spinal 
column. Although 
many cases of cardiac 
damage have been 
described we have not 
been able to find a 
case recorded in the 
literature in which a 
cardiac contusion was 
followed shortly after- 
wards by a cerebral 
embolism. As cardiac 
trauma may not be 
recognized as a cause 
of unexplained hemi- 
plegia in childhood, 
since the condition 
has not been de- 
scribed before, and as 
several points arise 
from it, the following 
case is described in 
detail. 


Case Report 

The patient was a 
very robust, well- 
developed schoolboy 
aged 151, who weighed 
11 st. 5 lb. (72.12 kg.). 

He had lived in Tanganyika until he was 5, and whilst there 
had had several attacks of fever. He had otherwise been 
healthy, and in September, 1946, March, 1947, and March, 
1948, had been found fit in routine school medical examina- 
tions. There was no history suggesting rheumatic fever. 

The first incident occurred about one year before the present 
illness. In March, 1947, when he was boxing at school in a 

competition, the fight had to be stopped in the first round as 

„ e was in severe pain following concentrated punishment to 
, region of his heart. This pain, which was dull and aching 
character, continued for the next week or so. It was 
Sgravaied by exercise, and the patient remembered that he 
to stop in a cross-country run and walk home because of 
. e , sevcrc dyspnoea and pain in his left chest which the exercise 
. P r °duceci. After this there was no recurrence of the pain, 
° r e next year he played the various school games, 
° VrJ"! 00lba11, "‘ th SOme distinct,on an d without restriction. 
,dud wok p arl i n competitive boxing on March 29, 1948, 

~ r estimated n to sht the boy ' vho had beaten him so thoroughly 


the previous year. Again he received severe punishment to th 
left chest, and at the end of the first round he complained t 
his seconds of dull and sickening pain over his heart. Th 
fight was stopped in the second round, as the boy was in agon) 
He thinks that he received only one glancing blow to the lei 
side of his head, and he was in no way dazed or 'confused 
The dull pain persisted, and some hours later he noticed ; 
sharp pain, which from his'description was pleuritic in type 
over his praecordium. He slept badly that night, but the nex 
morning the pain was less, though he felt generally ill and ver 
stiff. He took things quietly, as he found that exercise brough 
on the pain. On March 31 he had improved considerably 
but was still afraid to exert himself. During that afternoo 
he was sitting watching the boxing finals, when he became awar 
that his left leg had suddenly become dead below the hip am 
that he felt very faint. Two hours later his arm becam 
affected, and shortly afterwards he had a general convulsio 
followed by confusion and headache. No further convulsio' 
occurred, and during the next few days his condition wa 
stationary. 

He was admitted to St. George’s Hospital five days after th 
injury. The boy was alert, right-handed, intelligent, and cc 
operative. The skull was normal in shape and was not tende: 
Neck movements were full and there was no limitation c 
straight leg raising. The cranial nerves were perfectly norma 
and in particular there was no papilloedema and no fiel 
defect. Speech was normal. On the affected left side the le 

was very spastic, thei 
was ankle clonus, tei 
don jerks were ii 
creased, and there wi 
an extensor plantar u 
sponse. Voluntai 
movements and c< 
ordination were coi 
siderably impaired i 
the leg. The arm wi 
similarly affected, but I 
a much smaller degre 
Sensation was normal I 
full testing. The pul: 
rate was 80 and wi 
irregular. The bloc 
pressure was 130/7 
There was no clinic 
enlargement of tl 
heart. The heart sount 
were distant and dill 
cult to hear. A so 
systolic murmur wi 
heard over the mitr 
area, and a basal per 
cardial rub. Blot 
count was normal: n 
cells, 5,250,000 whi 
cells, 6,800 pbr c.mrr 
with normal different! 
count. B.S.R., 2 mr 
in 1 hour (Westergrer 
The blood Wassermann and Kahn reactions were negativ 
A"-ray photographs of skull, heart, ribs, and lung fields a 
showed no abnormality. 

The electro-encephalogram on April 5 (Fig. 1, A) wr 
abnormal. There was a low-voltage alpha rhythm of 10 c | 
that underlay a generalized symmetrical abnormality whic 
consisted of runs of high voltage 1 c/s and medium voltag 
3-4 c/s. There was no evidence of focal abnormality, nor c 
one side being worse than the other. An electrocardiograr 
taken at the same time was also abnormal. The curve 
showed evidence of partial heart-block due to two distinc 
lesions. First, there was an occasional omission of auricula 
systole, though the auricular beats were for the most pF 
regular. This would indicate some partial sino-auricular blotf 
Secondly, the P-R interval was prolonged and variable (FiP 
B) It varied from 0.2 to 0.4 second in length, which "P 
indicate partial disturbance of conduction of the aurx 1 
ventricular system. The ventricular rate was 84, The taf 
deflections in the three limb leads were normal. 



1 second 


f 




P 


e i p 


f i p 


<*> 

Fig. 1.— (A) April 5, 1948. E.E.G. abnormal. A low-voltage alpha rhythm 
of 10 c/s underlies a generalized symmetrical abnormality consisting of runs of 
high-voltage 1 c/s and medium-voltage 3-4 c/s. (B) Electrocardiogram recorded 
from lead l on the electro-encephalogram The E.C.G. shows evidence of smo- 
apricular block and varying conduction time. The paper speed and amplification 
in Fig. 1 were used for all the E.E.G. records. 
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- " as kept in bed and given occupational therapy, with 
-resultant improvement in the power of his left upper limb 
after a week, though the leg w as still very spastic. The cardiac 
arrhythmia persisted, but the heart sounds improved in quality. 
The systolic murmur increased in intensity; it became harsh 
and occupied almost the entire systolic period. It was audible 
all over the praecordium, and was maximal in the left third and 
fourth interspaces 21 in. (6.2S cm.) from the mid-sternal line. 
The pericardial rub was heard only during the first two days 
in hospital. 

An E.E.G. taken on April 13 showed a considerable change. 
Whereas there were generalized slow waves in the record taken 
on April 5, these persisted in the left hemisphere and there was 
suppression of all waves in the right parietal region (Fig. 2). 





FtO. 2 . — April 13, 1948. E.E.G. abnormal. Persistence of 
abnormal slow wares in the left hemisphere and suppression of 
all waves in the right parietal region. Recording as in Fig 1 


On May 4 an E.E.G. showed a slight improvement. A low- 
voltage dominant frequency of 12 c/s had returned. There 
were more 6 c/s waves on both sides, and runs of 3 c/s were 
seen which were more evident on the right than on the left 
The records were still far from normal, but showed slight and 
gradual improvement (Fig. 3). Further E.C.G. recordings were 





4. 



Fjg. 3. — May 4, 1948. A. low-voltage dominant frequency of 
12 c/s is reiurning: 6 c/s are seen on both sides and runs of 3 c/s 
were more evident on the right than on the left. The records are 
still far from normal. Recording as in Fig. I. 

made, and these showed very little change. On May 4 an intra- 
muscular injection of 1/50 gr. (1.3 mg.) of atropine sulphate 
caused an increase of pulse rate to 120, the rhythm became 
normal, and the P-R interval shortened to 0.16 second. 

The hemiplegia continued to improve so that he was fit to 
be discharged from hospital on May’ 14. Since then his con- 
valescence has been controlled and uneventful. 

An E.C.G. taken on June !0 by Dr. Alastair Hunter (Fig, 4) 
was reported by him to show partial heart-block of varying 
character without the usual Wenckebach's periods. The 
auricular and ventricular complexes appear normal, but the 
auricular rate was not regular. It appeared, therefore, that 


there was a disturbance of sino-auricular activity as well as 
A-V conduction. On Aug. 19, neatly five months after the 
injury, examination showed that improvement still continued. 
There were only residual signs of the hemiplegia, which caused 
him very little disability. The E.E.G. showed a further slight 
improvement, the records from the hemispheres being sym- 
metrical. The heart was not enlarged, the sounds were of 



good quality, and no murmurs were heard. The pulse was 
still irregular, rate 78. The E.C.G. still showed sinus and 
A-V block, but the P-R interval was shorter than had been 
seen previously and varied between 0.18 and 0.22 second. He 
was fully ambulant and was due to start on a sedentary 
engineering course of instruction. 


Discussion 

If a non-penetrating blow to the chest is severe enough 
there may be various cardiac sequelae. The commoner 
of these include pericarditis, myocardial damage including 
coronary thrombosis and rupture of the heart, alterations 
of rhythm, and disturbances of conduction. The clinical 
picture which results may in severe cases be similar to 
that seen in myocardial infarction and may be accompanied 
by the corresponding physical signs and electrocardiographic 
changes. Injuries of this type have been produced whilst 
playing various sports. These include cricket (Priest, 1939), 
football (Lee, Ussher, and Houck, 1943), steeplechasing 
(Anderson, 1940), golf (“ Queries and Minor Notes,” 1933), 
boxing (Jokl, 1941), and surf-bathing (Leinolf, 1940-1). 
Jokl (1941) reports that professional boxers have found that 
the effects of well-placed hooks to the heart last for a 
considerable period, usually for the rest of the fight. He 
also considers that chest injuries in boxers are very much 
more common than is generally assumed. In many cases 
there is no evidence of fracture of the thoracic cage, and 
there may be no bruising of the chest wail. Kellert (1917) 
cites the case of a man engaged in digging in a sandbank 
when it suddenly caved in and he was engulfed up to his 
waist. When dug out he was dead. A laceration 5 cm. 
in length extended through the interventricular septum. 
Rupture of the heart was described by Hamilton 
in a child of 7, and by Bilderbeck (1919) in a young C 
rifleman without any other evidence of trauma. Ba 
and Osborn (1941) recorded a large contusion ofThj 
ventricle which caused death in five hours and 
lesion. 

Experimental work has been performed oni 
and Beck (1935), Moritz and Atkins (193* 

Fidler, and Koons (1937). The last-nag - 
strafed that the most frequent 
injuries to the chest were subendc 
haemorrhages. Necropsies on ’ 
tears and contusions of the air 
(1941) obtained a heart whicn 
sions following cardiac massage! 

(1943) described bruising on the 
right auricle near the entrance ~ f 
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^tending to spread upwards. This type of lesion is of con- 
siderable significance in relation to disorders of rhythm, as it 
can readily spread towards the sino-auricular or auriculo- 
ventricular nodes. In the case in which death followed a 
blow from a cricket ball (Priest, 1939) the anterior surface 
of the heart was oedematous and bruised and there was a 
tear near the interventricular septum. In many cases the 
damage to the myocardium results in electrocardiographic 
changes similar to those of coronary thrombosis, though 
this is not invariable. Barber (1942) found an abnormal 
terminal complex in 12 out of 20 accident cases. Other 
changes were inverted P waves, supraventricular tachy- 
cardia, slurred R waves, and partial heart-block. In one 
case the P-R interval was 0.35 second five months after 
an accident. Rosenson (1924) recorded the case of a child 
of 10 who developed heart-block following a hard punch 
with the fist over the praecordium inflicted by one of his 
playmates, the E.C.G. returning to normal three months 
later. Wood (1948) describes the case of a woman aged 
36 who had previously been' healthy. In 1941 she was 
buried for one hour by a bomb explosion, and was almost 
asphyxiated. When examined shortly afterwards she was 
found to have a tremor in her left arm and also complete 
heart-block, both of which disabilities have proved to be 
permanent. CofTen, Rush, and Miller (1941) described the 
case of a patient aged 21 with auriculo-ventricular disso- 
ciation which developed after a chest injury received at the 
age of 3. Tuohy and Boman’s case (1931) had bundle- 
branch block. 

In the present case, a healthy boy received repeated heavy 
blows to his chest wall, following which signs and symp- 
toms of cardiac damage were noted. These included severe 
pain in his left chest, pericarditis, a loud systolic murmur 
which was barely audible one month later, and evidence of 
partial heart-block. It is very probable that his heart had 
been bruised one year previously and was more susceptible 
to damage as a result of this. It is unlikely that both the 
sino-auricular and the auriculo-ventricular block were 
present before the injury. He had been medically examined 
previously on three occasions, and no comment was made 
about his cardiovascular system. The prognosis for the 
cardiac condition is uncertain. The diminution in the degree 
of heart-block following injection of atropine is a favour- 
able finding, as is also the shortening of the P-R interval 
during the five months the boy has been under observation. 
Bruenn (1937) studied 22 patients with acute rheumatic 
fever who had impairment of auriculo-ventricular conduc- 
tion time and found that intravenous injection of atropine 
sulphate abolished the conduction defect in 19. Accelera- 
tion in ventricular rate did not necessarily parallel decrease 
in conduction time. He concluded that in acute rheumatic 
fever the impairment of auriculo-ventricular conduction is 
due, in part at least, to an increase in “ vagal tone ” and 
that the site of this disturbance lies in the medulla. 

There can be no proof of the site of origin of the 
embolus which caused the hemiplegia in this case, but in 
view of the other cardiac lesions it is possible that a small 
a mural thrombus became detached. As the main 
'' as u* aur ’ c ^ e > for this to happen there 

r 1 Cr ■ , Vc ^ ecn a s P read °f the bruising through to 
ictt auricle or else a septal defect. A localized pul- 
monary lesion is another possibility. In favour of this is 
the pleuritic type of pain which he had during the first few 
a>s a ^ tcr blows, but against it are the negative x-ray 
appearances and absence of other symptoms of a pulmonary 
. n-sion. the third possibility is one of fat embolism from 
, y dama sc, but very careful radiology of the ribs and 
" ':^ m f showcd nothing suggestive of fracture. The hemi- 
bmhoiu, ° m , 1L<; charac, cr, was clearly the result of an 
* lh c nature of the E.E.G. supports this view 


It is impossible to escape the conclusion that the embolus 
was the direct result of the myocardial damage which xvas 
so clearly demonstrated in the E.C.G ., and that the actual 
cause of the embolus was a mural clot. The story of cardiac 
damage was obtained only by careful questioning after 
other causes for the hemiplegia had been excluded. The 
patient was an intelligent, observant boy, and the circum- 1 
stances of his injury are dramatic. It is likely that the 
cardiac cause of other cases of hemiplegia in childhood may 
be obscured. by the severity of the resulting hemiplegic 
picture. Although the E.C.G. produced striking changes in 
the present case, these are unusual, and if records are not 
made shortly after an injury evidence of it may be slight. 

Sudden hemiplegia is not a common catastrophe in child- 
hood. When not the result of direct brain injury, it usually 
occurs in the course of an acute infectious illness, particu- 
larly pertussis. Here it is the result of a haemorrhage, 
whereas in other infectious illnesses, such as pneumonia or 
diphtheria, it is thought to be embolic. Much attention has 
been paid in the past few years to cerebral Venous throm- 
bosis complicating infections or debilitating illnesses in chil- 
dren and giving rise to hemiplegia. Pyogenic infections 
bacterial endocarditis, and blood diseases, also the cause ol 
embolic hemiplegia, were excluded in the present case. 

The most frequent cause of a sudden hemiplegia in at 
apparently healthy child is congenital heart disease 
although, of course, the catastrophe is more likely tc 
occur if bacterial endocarditis supervenes. There wa: 
nothing in the present case to suggest any congenital hear) 
lesion ; but the nature of the pathological process — an other 
wise normal child with an abnormal endocardium, mura 
thrombus, embolus, hemiplegia — differed only in that tb 
heart lesion was acquired. Our case suggests that whei 
all causes of sudden hemiplegia in childhood have beei 
considered the possibility of unsuspected cardiac traum 
should be raised. 

Summary 

A case is reported of a boy who sustained myocardial damag 
while boxing, with a resulting cerebral embolus. The electro 
encephalographic and electrocardiographic findings are relatei 
to the clinical findings. 
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A subcommittee of the Food Standards Committee of the Minist 
of Food has been set up to consider the available evidence on t! 
effect of ingesting foods contaminated with minute traces of mete 
or other injurious dements, and the possibility of prescribing Iimi 
for such contamination. A number of scientific bodies and researi 
associations, including the Medical Research Council, are co-operatii 
in the inquiry. 
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ANTIHISTAMINE DRUGS IN TREATMENT 
OF NAUSEA AND VOMITING DUE TO 
STREPTOMYCIN 

BY 

J. R. BIGNALL, M.D., M.R.C.P. 


ness and early-morning nausea developed. The nausea improved 
after, the midday dose of benadryl. The dosage was increased 
to 100 mg. at 6 a.m. and 50 mg. at noon and 6 p.m. There was 
considerable improvement in the morning nausea, but the giddi- 
ness was unaffected. The nausea remained moderately well 
controlled, but several times the omission of a dose led to an 
immediate increase in the discomfort. 


AND 

JOHN CROFTON,* M.D., M.R.C.P. 

(From the Brampton Hospital) 

Nausea and vomiting occur in a proportion of patients 
undergoing prolonged treatment with streptomycin (Heil- 
man and others, 1945 ; Committee on Chemotherapeutics, 
National Research Council, 1946 ; Nichols and Herrell, 
1946 ; Farrington and others. 1947 ; Streptomycin Com- 
mittee of Veterans Administration, 1947 ; Medical Research 
Council, 194S). This toxic manifestation has been observed 
in 17 (35%) of 49 patients treated at the Brompton Hospital 
during the Medical Research Council trials of streptomycin 
in pulmonary tuberculosis, but in only four have symptoms 
been severe and persistent. 

Such toxic symptoms as urticaria are probably due to 
hypersensitivity either to streptomycin or to impurities in 
the preparations used. It was thought that the nausea and 
vomiting might be caused in the same way and might there- 
fore respond to antihistamine drugs. In the first few cases 
in which “ benadryl ” was tried there appeared to be some 
response, but the symptoms were too slight and transient to 
assess it accurately. It was possible to carry out controlled 
investigations in four patients with more severe toxic 
symptoms. 

The symptoms were abolished or considerably reduced 
when benadry-l capsules were given and returned when they 
were withheld. 

Case Reports 

Case 1. — A woman, aged 23, with bronchopneumonic pul- 
monary tuberculosis complained of transient nausea and vomit- 
ing on the 10th day of treatment with 0.5 g. of streptomycin 
hydrochloride six-hourly. Symptoms recurred on the 29th day 
and rapidly increased in severity. Ten days later the nausea 
was intense and she vomited after every meal. Benadryl, 50 mg.. 
was given eight-hourly. There was an immediate response, and 
during the next seven days she had only slight early-morning 
nausea. Benadryl was discontinued ; morning vomiting then 
returned, lasting for four days until the benadryl was resumed, 
when it ceased abruptly. Twelve days later benadryl was once 
more stopped ; after three days the severe nausea and vomiting 
returned. Again benadryl had an immediate effect and the 
vomiting ceased. 

Case 2. — A man, aged 23, with bronchopneumonic tubercu- 
losis developed an urticarial rash on the 18th day of treatment 
with 0.5 g. of streptomycin hydrochloride six-hourly. On the 
23rd day benadryl, 50 mg., was given, and this dose was con- 
tinued eight-hourly for four days. The rash disappeared. Two 
days after stopping benadryl he complained of giddiness and 
vomited once. Benadryl, 50 mg., was given four-hourly and 
there was no further vomiting during the next two days. 
Benadryl was discontinued ; four- days later slight morning 
nausea occurred. The nausea increased whilst the giddiness 
decreased. After ten days benadryl was restarted in doses of 
50 mg. eight-hourly. The nausea disappeared, but it recurred 
two days after benadryl was stopped. Three days later benadryl 
was again given and the nausea at once subsided. 

Case 3. — A man, aged 49, with pulmonary tuberculosis and 
tuberculous bronchitis complained of abdominal discomfort and 
flatulence on the 10th day of treatment with 0.5 g. of strepto- 
mycin hydrochloride six-hourly. Five days later the symptoms 
became worse, particularly after the midday meal. Benadryl, 
50 mg., was given at noon and 6 p.m. This controlled the 
afternoon abdominal discomfort, but five days later severe giddi- 

*In receipt of a grant from the Medical Research Council. 


Control Tests 

It seemed possible that suggestion might have played a 
part in the apparent response. Capsules identical with 
those containing the benadryl were filled with lactose. These 
were substituted for the benadryl capsules without the 
patients’ knowledge. Each time the inert capsules were 
used the symptoms returned, but they disappeared when 
the capsules containing benadryl were resumed. 

Case /. — On the 74th day the patient had remained free from 
nausea and vomiting for three days with a dose of 50 mg. of 
benadryl- eight-hourly. Lactose capsules were substituted. Next 
day the symptoms reappeared with their former severity and 
continued without remission for two days. The lactose capsules 
were withdrawn and benadryl capsules substituted. Vomiting 
ceased after the first dose. Thereafter benadryl was continued 
until streptomycin treatment ended on the 144th day; no further 
vomiting occurred, although there was occasional slight nausea. 
She remained free from toxic symptoms during the next seven 
weeks. A second course of streptomycin treatment was then 
started, and after three days the severe and persistent vomiting 
recurred. Streptomycin was discontinued, the patient’s condi- 
tion being too desperate to warrant its continuance. 

Case 2 . — On the 59th day the patient had remained free from 
nausea and vomiting for one day with a dose of 50 mg. of 
benadryl eight-hourly. Lactose capsules were substituted. The 
following day the nausea and vomiting reappeared and remained 
for three days. The lactose capsules were withdrawn and 
benadryl capsules substituted. There was no further nausea 
or vomiting. Twice more, on the 76th and 91st days, benadryl 
was discontinued without substitution of inert capsules ; the 
symptoms recurred within two days and each time ceased 
abruptly when benadryl was restarted. On the 98th day lactose 
capsules were again substituted. Symptoms reappeared two 
days later and disappeared rapidly when the benadryl capsules 
were resumed. Thereafter there was no further vomiting or 
nausea, benadryl being stopped at the time of the last strepto- 
mycin injecU'on on the 123rd day. 


To eliminate the slight sedative action of benadryl as a 
cause of the response a similar experiment was carried out 
with identical capsules containing | gr. (32 mg.) of pheno- 
barbitone. Substitution of these for the benadryl capsules 
was followed by immediate exacerbation of the symptoms, 
and resumption of benadryl capsules by an equally 
dramatic return to the original condition. 


Case 3 . — On the 90th day the nausea and vomiting had been 
moderately well controlled for over eight weeks with a dose of 
100 mg. of benadryl at 6 a.m. and 50 mg. at noon and 6 pjn. 
Substitution of phenobarbitone capsules began at the evening 
dose. The following morning there was considerably increased 
nausea and the patient vomited once. The severe nausea lasted 
two days. Benadryl was then resumed and the nausea decreased 
after the first dose. Thereafter slight occasional nausea re- 
mained up to and beyond the end of streptomycin treatment 
The dose of benadryl was gradually reduced, but four weeks 
after stopping streptomycin there was still slight morning nausea 
when the benadryl dose was omitted. The severe giddiness was 
still present. 

The experiment was repeated in another case with similar 
results, both benadryl and “ antistin ” being used. This 
was the only one of the severe cases of nausea in which 
it was possible to withdraw antihistamine drugs before the 
end of streptomycin treatment. 


Case 4 . — A woman, aged 20. with bronchopneumonic pul- 
nonary tuberculosis complained of slight giddiness ^2 Is* 

lay of treatment with 1 g. of streptomycin hy \f 
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single daily injection. On the 27th day slight morning nausea 
appeared and four days later she began to vomit. Benadryl, 
50 mg. eight-hourly, was started on the following day. During 
the next twelve days there was no nausea and she vomited only 
once. Identical capsules containing phenobarbitone were substi- 
tuted. Twenty-four hours later the vomiting reappeared. The 
next day the same capsules containing 100 mg. of antistin were 
substituted ; vomiting ceased after the first dose. Antistin in 
tablet form was continued for ten days. After its withdrawal 
neither nausea nor vomiting reappeared and she remained free 
from these symptoms throughout the remainder of the 32 weeks 
of streptomycin treatment. > 

In at -least three of these cases we would have had to 
stop the streptomycin if we had not been able to control 
the nausea and vomiting. With the continuous adminis- 
tration of benadryl it was possible to complete the full 
four-months course. We would emphasize, however, that 
giddiness due to streptomycin was not relieved by the 
antihistamine drugs. 

Summary 

Antihistamine drugs were found to relieve the nausea and 
vomiting which sometimes occur during treatment with strepto- 
mycin. This conclusion was supported by control tests in four 
severe cases. Giddiness due to streptomycin was not relieved. 

We are grateful for the co-operation of the physicians of the 
Brompton Hospital under whose care the patients were admitted. 
We also wish to thank the hospital pharmacists for help with the 
control tests and Messrs. Parke, Davis and Co. for a supply of 
empty capsules. 
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TETANY FOLLOWING REMOVAL OF A 
PARATHYROID ADENOMA WITH BONE 
DISEASE: FINALLY ALLEVIATED 
WITH CALCIFEROL 

BV 

NANCY S. CONWAY, M.B., Ch.B. 

Hall Tutorial Fellow in Medicine, University of Glasgow 

(From the Gardiner Institute of Medicine, University, of 
Glasgow, and the Western Infirmary, Glasgow) 

When a parathyroid adenoma has caused extensive bone 
disease its removal is followed by severe tetany. This 
report illustrates the value of calciferol and the uselessness 
""f-* thormone in the treatment of such a case. 

Case History 

e patient, a woman aged 43, was admitted on June 1, 1947, 
with backache dating from 1940 and general weakness which 
had caused her to become bedridden. She had kyphosis and 
sacral deformity, and radiographs revealed extreme decalcifica- 
tion of the entire skeleton. The blood calcium was 12.2 mg. 
per 100 ml., phosphorus 3 mg. per 100 ml. ; alkaline phospha- 
tase 45 King-Armstrong units per 100 ml., and urea 32 mg. 
per 100 ml. 

A diagnosis of hyperparathyroidism was made, and on July 15 
Professor C. F. W. Illingworth removed a small adenoma from 
parathyroid gland. 

operation the scrum calcium fell abruptly (Fig. 1) and 
„.?«^ f%c,0 Pcd. Parathormone was started on (he day after 
K0 “nits being given intramuscularly. The dose was 


increased until 200 units were given daily, but no rise in g 
serum calcium occurred even after the initial doses. Duric 
this period the patient received intravenous calcium glucona' 
(10-20 ml. of a 20% solution two or three times a day) an 
12 g. of calcium lactate orally per day. In order to facilitat 



Fig. 1. — Showing the immediate fall in the calcium and phosphi 
and rise in the phosphatase which occurred after operation. Dun 
administration of calciferol the calcium and phosphate gradua 
rose, and the phosphatase fell, to normal. 

S 

absorption of calcium a low phosphorus diet (0.56 g.) and 40,0 
units of calciferol were given daily. , In spite of these measui 
the patient’s condition rapidly deteriorated. In addition, s 
became uncooperative, refusing to have injections, and pat 
thormone was stopped on the 14th post-operative day, wh 
the serum calcium was still less than 5 mg. per 100 ml. As 
last resort a transfusion of 2\ pints (1.42 litres) of fresh citrat 


CAlCItTO 

win 

•JOO.MO 

■150,000 


Jtiur sep mv mi. m 

Fig. 2. — Showing rise of blood urea after 
operation and during calciferol treatment. It - 
fell again after cessation of the drug. 

blood (Group A) was given. The result was disastrous. Fc 
hours later tetany, more severe than had hitherto occum 
developed, although examination of the blood showed that tht 
had been no further drop in calcium. 

An attempt was then made to raise the serum calcium 
increasing the daily dose of calciferol to 300,000 units (6 oste 
tablets, each of 50,000 units). Three days later definite improi 
ment was noted ; thereafter the serum calcium gradually rc 
(Fig. 1), and signs of tetany disappeared and were not agt 
elicited. At no time did the patient show any intolerance 
the calciferol, which was stopped on Oct. 22 after a total 
19,000,000 units had been given. The blood urea, howevi 
which rose after operation, remained high until some time aft 
the drug had been stopped (Fig. 2). The patient was discharg 


Table I. — The Serum Calcium, Phosphate, and Alkaline Phosphati 
after Cessation of Calciferol Treatment 


Date 

Serum 
Calcium 
(mg /1 00 ml.) 

Serum 
Phosphate 
(mg./IOO ml.) 

Scrum Alkaline Phosphatas 
(King-Armstrong Units 
per 100 ml.) 

30/10/47 

21/1 1/47 
19/12/47 

J 611/48 

24/2/48 

10/3/48 

9*1 

8-6 

R*5 

10 2 

8 8 

90 

4-0 

3-8 

F5 

3-1 

3-2 

10-2 

943 

8-6 

T'6 
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Dn Oct. 31, and since then the blood chemistry has remained 
satisfactory (Table I). In March, 1948, she was symptom-free, 
had gained 30 lb. (13.6 kg.) in weight, and was able to walk 
unsupported. 

Discussion 

The post-operative tetany was due to an abrupt fall in 
serum calcium. Efforts to raise the latter by parathormone 
[total 1,260 units) were unsuccessful even with different 
batches of the extract. That it was physiologically active 
was certain, since its effect in producing a diuresis was 
well marked. It was felt that failure to absorb calcium 
might account for the lack of response to the hormone, 
but faecal analysis for calcium showed that this was not 
;o. It was concluded that the fall in serum calcium and 
the resultant tetany were due not to too little parathyroid 
tissue but to the “hungry bones” (Cope, 1941). After 
operation the decalcified skeleton absorbs calcium and 
phosphorus from the plasma with so much avidity that 
aypocalcaemia and hypophosphataemia result. The bio- 
:hemical findings support this theory, the blood calcium 
ind phosphorus both falling immediately after operation. 
The rise in alkaline phosphatase which occurred is inter 
preted as being due to increased osteoblastic activity 
associated with this recalcification. 

The severe and almost fatal tetany which followed the 
transfusion of blood was produced in a different way. 
The introduction of citrate (the anticoagulant) would on 
account of its avidity for calcium ions cause a further 
reduction in the ionized calcium without altering the total 
ralcium. “ Citrate tetany ” has been produced experi- 
mentally, but its occurrence after transfusion must indeed 
oe rare unless, as was the case here, the serum calcium is 
already depleted. 

The rise in serum calcium which started three days after 
large doses of calciferol had been prescribed was due to the 
specific effect.of the drug and not to a spontaneous recovery, 
since the calcium fell again when the dosage of calciferol 
was temporarily reduced (Fig. 1). During its administration, 
also, the serum phosphorus rose slowly, while the alkaline 
phosphatase fell with remarkable rapidity and was normal 
eight weeks after operation. The calciferol did not appear to 
save any inhibitory effect on deposition of calcium or 
phosphorus in bone, for during a five-weeks period 69.25 g. 
of calcium and 14.84 g. of phosphorus were retained. 

Not every case of parathyroid adenoma will require 
massive calciferol therapy in the post-operative phase. It 
will definitely be indicated when there is well-marked bone 
lisease and should be started immediately after removal 
of the adenoma. In addition, large doses cf calcium must 
af course be given orally, and until the calciferol takes 
effect symptoms of tetany may be alleviated by intravenous 
:alcium gluconate ; parathormone should not be used. 

I wish to thank Professor C. F. W. Illingworth for allowing me 
o investigate this patient and Professors J. Norman Davidson and 
f. W. McNee for advice in the preparation of the paper. 

Reference 

Cope, O. (1941). Ann. Surg.. 114, 706. 


' The Ministry of Health has issued a pamphlet, “ Nursing and 
Domestic Staff in Hospitals,” intended as a guide to hospital manage- 
ment committees on the recruitment, training, and conditions of 
service of nurses. It includes an example of how to work a shift 
system in a ward of 34 beds with a staff of one sister, two staff nurses, 
seven students for day duty, and two nurses for night duty, as well 
as some observations on what the proper task of a nurse should be 
and how some of the ward duties at present performed by nurses 
could be undertaken by domestic orderlies. These include arranging 
flowers, answering telephones and running messages, preparing meal 
trays, and handling clothing and laundry. The pamphlet has been 
sent to boards of governors of teaching hospitals and hospital 
management committees. 


AGGLUTININ ANTI-P IN PREGNANCY 

REPORT ON TOO CASES 

BY 

I. DUNSFORD 

( From the National Blood Transfusion Sendee, Sheffield) 

The detection of an antibody in the serum during preg- 
nancy has had much significance since Levine and his 
co-workers (1941) first propounded the theory (since amply 
confirmed) that haemolytic disease of the newborn is caused 
by the action on the foetal erythrocytes of immune anti- 
bodies formed in the mother’s serum during pregnancy and 
passed through the placenta into the foetal circulation. The 
formation of these antibodies is stimulated by an antigen 
present in the foetal red ceils but absent from the maternal 
red cells, the antigen having been inherited from the father. 
In a very large proportion of cases it has been demonstrated 
(Boorman et ah, 1942) that the rhesus complex has been 
involved, and in a few the ABO system (Aubert et al, 1945). 

There are not many references in the literature to 
immune or naturally occurring anti-P, and a leading article 
in the British Medical Journal of Oct. 20, 1945 (p. 535), 
refers to a case in which anti-P was associated with preg- 
nancy. Wintrobe (1946) states: “In rare cases iso- 
immunization apparently occurs against the agglutinogens 
A and B, and possibly even M and P may cause immune 
bodies to be formed.” Nigg (1930) has described two 
human sera which were later found to contain natural 
anti-P iso-agglutinins, whilst Wiener (1943) records having 
found only three or four such sera during a period of ten 
years. The latter serologist also found this iso-agglutinin 
in two post-transfusion sera he investigated ; he states that 
“ while the possibility exists that this factor could on rare 
occasions give rise to haemolytic transfusion reactions, to 
date no such reactions have been reported.” 

During the course of routine investigations carried out 
in this laboratory, which included testing the patient’s 
serum at 37° C. against a series of Group O cells chosen 
not only for their rhesus type but also for their M, N, P, 
Kellecher, Lewis, and Lutheran types, the agglutinin anti-P 
was discovered in the sera of two pregnant women. In view 
of the extreme rarity of such an occurrence the history 
and the serological findings in these two cases are presented 
below. 

Case I 

Mrs. X, a 2-gravida aged 36, in 1940 had a full-term 
clinically normal child weighing 6 lb. 12 oz. (3.06 kg.), and 
was again due for delivery on July 31, 1947. There was no 
history of transfusion or injection of blood. A blood sample 
was sent from the antenatal clinic for rhesus typing. 

Serological Findings 

March 7. — Mrs. X: — Group O Rh-positive. Her serum agglu- 
tinated some Group O cells weakly at 37° C., giving much 
stronger reactions at room temperature and at 4° C. At the latter 
temperature it appeared specific for P cells with a titre cf 4. 
These reactions were compared with those of a proved anti-P 
serum and were found to be identical, suggesting that \ ,r s. X’s 
serum contained anti-P. The serum gave a strong D arr.ond 
(Diamond and Abelson, 1945) slide reaction. A 'rmrle of 
serum was submitted to the Blood Group Referee. e Labora- 
tory, Lister Institute, and confirmed as anti-P. 

May 9. — Mrs. X : — Group O ; genotype cDE ede ; M, N, p. 
The titre of the antibody against the same O'- up OP cell 
was 16 at room temperature and there was nc evidence of 
enhancing when pooled serum from Group C p persons was 
used in place of saline. Mr. X : — Group A Rh-positive;. 1 ' 
genotype CDe/cDE ; M, N, P. His cells were strongly 
agglutinated by his wife’s serum at 4° C. and r erature, 

and weakly at.37°C after absorption with 

June 20.— Mrs. X .—The titre of the ant w 4 ' 

with the standard O P cell. There was n 
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incomplete anti-P after destroying the complete antibody by 
heating at 70° C. for ten minutes and using the Coombs test 
(Race et al., 1946) for incomplete antibodies. 

Aug. 12. — Mrs. X was delivered of a normal infant. 
Baby X : — Group A Rh-positive; M, N, P. Direct Coombs 
negative. The mother’s serum after absorption with Ap cells 
agglutinated the baby’s cells strongly at 4° C. and room 
temperature and weakly at 37° C. Mrs. X : — The litre of the 
antibody was 8, and it could not be enhanced. 

Aug. 22. — The child was clinically normal and the haemato- 
logical reports were normal. On the tenth day of Mrs. X’s 
puerperium the titre of the antibody was 32 at room tempera- 
ture and was confirmed by the Blood Group Reference 
Laboratory as anti-P. 

Case 2 

Mrs. Y, a primipara aged 27, was expecting delivery on 
Sept. 6, 1947. There was no history of transfusion or injec- 
tion of blood. A blood sample was sent from the antenatal 
clinic for rhesus typing, 
i Serological Findings 

March 8. — Group O Rh-positive (D+) p. Her serum 
agglutinated some O cells weakly at 37° C., but gave much 
stronger reactions at room temperature and at 4° C. At the 
latter temperature it appeared specific for P cells with a titre 
of 4. These reactions were compared with a proved anti-P 
serum and Mrs. X’s serum (previously described) and were 
found to be identical. From this it appeared that the antibody 
was anti-P ; a sample of the serum submitted to the Blood 
Group Reference Laboratory was confirmed as anti-P. 

April 21. — The titre of the antibody was 32 at 4° C. and 
room temperature with standard Group O cells and there was 
no evidence of its enhancement. The titre at 37° C. was 2. 
There was no evidence of an incomplete anti-P. 

June 28. — Mrs. Y’s cells were fully investigated : Group O 
Rh-positive ; genotype CDe/cde ; M, N, p. The titre of the 
antibody had not changed. 

Aug. 2. — No change in the strength of the antibody. 

Aug. 26. — Mrs. Y was delivered of a normal baby. 
Baby Y : — Group O, apparently Rh-negative ; P. Direct 
Coombs negative. Its cells were agglutinated by the mother’s 
serum at 4° C., room temperature, and 37° C. Mrs. Y: — 
No change in the strength of the antibody, nor could it be 
enhanced. 

Sept. 5. — Mrs. Y : — No change in the strength of the anti- 
body. Baby Y : — Haematological reports normal ; no signs 
of haemolytic disease of the newborn. 

Discussion 

The finding of these antibodies in the sera of two preg- 
nant women immediately raises the questions: Are these 
antibodies immune or naturally occurring ? and, Can they 
give rise to haemolytic disease of the newborn ? The 
following criteria were used in order to arrive at a decision ; 
(a) Could the titre of the antibody be enhanced ? (b) Was 
there evidence of an incomplete form of the antibody ? 
(c) The direct Coombs test on the infants’ red cells. ( d ) The 
clinical condition of the children. 

In investigating the possibility of enhancing the antibody 
titre the technique used was that first described by Boorman 
and Dodd (1945). They found that immune sera could be 
enhanced when normal human sera were used as the 
diluent in place of saline, whereas naturally occurring 
agglutinins showed no enhancing. Boorman and Dodd 
applied their technique to St immune and 14 naturally 
occurring agglutinins and included in their series cold 
agglutinins but not anti-P. Their technique has been con- 
firmed in this laboratory. Although there were fluctua- 
" l 'ons in the titre of the antibodies in the two cases described, 
'ere was no evidence of enhancing when pooled human 
'um from Group O p donors was used as the diluent. 

'tim ° f Group ° P C0 P le whose anti-A has been 

snbsta‘ : .„ a „ s resu,t of immunization with A-group-spccific 
nsc u has been shown that their sera contain an 


incomplete form of the alpha agglutinin (Boorman ar 
Dodd, 1946). This could be detected by destroying -tl 
complete agglutinin with heat and the finding of the incon 
plete form by the Coombs reagent. In the two sera het 
reported the complete agglutinin was destroyed by heath 
at 70° C. for 10 minutes and there was no evidence of a 
incomplete form of anti-P in that P cells were not sensitize 
when tested with Coombs reagent. _ 

The second use of the Coombs reagent is for the deter 
lion of in vivo sensitization by a maternal antibody of th 
red blood cells of infants with haemolytic disease. Thes 
sensitized cells are agglutinated by an anti-human-globuli 
serum, whereas the cells of normal infants are not agglutir 
ated. In the two cases here described the red cells c 
the infants were tested as soon as possible after birth an 
there was no evidence of sensitization. Finally, the medic: 
officers in charge of the cases reported that the infant 
showed no clinical signs of haemolytic disease and develope 
normally. 

These investigations suggest that the anti-P agglutinir 
were of natural occurrence and may be compared to th 
naturally occurring agglutinins anti-A and anti-B, whic 
have occasionally been responsible for haemolytic diseas 
of the newborn. The protective factors in heterospecifi 
blood group pregnancies were studied by Tovey (1945 
His assessment of the main mechanisms operating indivjdi 
ally or in combination to protect the foetus may apply t 
these cases — namely, lack of permeability of the huma 
placenta to these agglutinins, neutralization of the incon 
patible antibody crossing the placental barrier by grouj 
specific substances in the foetal plasma, lack of sensitivit 
of the foetal erythrocytes towards the incompatible agghi 
tinins, and diminished activity of the agglutinins at bod 
temperature. 

It wbuld appear from these two cases that naturall 
occurring anti-P, although of sufficient strength to be activ 
at 37° C. (Kettel, 1930: the thermal amplitude is usual! 
directly proportional to the titre of the cold agglutinin] 
is unlikely to be a causative agent in haemolytic disease o 
the newborn. Conclusive evidence may be derived from 
further studies. 

Summary 


Two cases of pregnant women in whose sera the agglutinii 
anti-P was found are reported. 

Evidence suggesting that these antibodies were of natura 
occurrences offered. 

It is suggested that this naturally occurring antibody is no 
of pathological significance. 


The serological investigations were carried out in the laboratory 
of the National Blood Transfusion Service, Sheffield, and my sinceri 
thanks are offered to the late and present blood transfusion officer 
(Dr. E. F. Aubert and Lieutenant-Colonel R. H. Malone) for the! 
discussions and for permission to publish this paper. To Drs. J. B 
Cochrane and R. G. Cooke, of Nottingham City and Derby City 
Hospitals, for their co-operation, and to Drs. A. E. Mourant ant 
R. R. Race, of the Lister Institute, for their confirmation of th< 
anti-P sera. 
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THE HUMAN LOUSE IN TRANSMISSION 
OF T. DUTTONI IN NATURE 

BX 

R. B. HEISCH, M.D. 

[From the Dntsion of Insect-Borne Diseases, the Medical 
Research Laboratory , Kern a) 

Hitherto there has been no evidence that the human louse 
can act as a sector of Treponema dnttom in nature E\en 
tn the laboratory Nicollc and Anderson (1927) were unable 
to infect lice with a Congo strain of the parasite Recently, 
hov.es er. Heisch and Garnham (194S) hase shossn that 
under laboratory conditions several strains of East African 
T dnttom can infect and undergo metacychc deselopment 
m lice, and that the infection can be transmitted by 
inoculation 

"The present paper reports the discovery of natural 
infections in lice of spirochaetes indistinguishable from 
T dnttom The only other ssorher to hase experimented 
along these lines is Blanchard (1914), ssho in the Congo 
inoculated mice ssith lice collected from patients infected 
bv T dnttom, but ssith negatise results 
Lice ssere collected from the clothes of patients infected 
ssith T dnttom at Kisumu and other places in Kens a Colons 
sshere the disease is endemic , after being kept for sarsing 
periods they ssere emulsified ssith saline and inoculated into 
rats and mice Lice ssere collected from sesen patients, 
and four of the batches prosed infectise 

Case / — Ten lice (LI9) ssere collected on Aug 26 1946 
from the clothing of a Kikuyu svoman svith T dnttom in her 
blood The follossing day one louse ssas smeared on a slide 
and stained . no spirochaetes ssere seen On the 28th seven 
lice remained , these ssere emulsified and inoculated into 
Mouse 673 but infection did rot result 
Case 2 — At Meru six lice (L26) from the clothing of a 
child aged 1 sear ssith relapsing feser ssere emulsified and 
inoculated into Mouse 1460 but no infection resulted 

Cose 3 — Sixteen lice (L26) from the trousers of a sophist! 
cated Tanganyikan African suffering from relapsing fesc- and 
with quite numerous spirochaetes in his blood, ssere emulsified 
and inoculated into Mouse 1593 there ssas no infection 
Case 4 — Eight lice (L30a) svere collected at Kisumu from the 
clothes of a patient svith spirochaetes in his blood Six hours 
later they svere emulsified and inoculated into Rats 2574 and 
2548, both of sshich became infected 
Case 5 ■ — Tsvo lice (LKu8) svere remosed from the head of 
a child of the Jaluo tribe at Ktsumu svith spirochaetes in his 
blood After five hours thev ssere emulsified and inoculated 
into Rat Kul9. sshich subsequently became infected 
Case 6— Forty -eight lice (LKu9) ssere collected from an 
adult male of the Jaluo tribe at Kisumu svith relapsing fever 
spirochaetes in his blood Tssenty five of these ssere inoculated 
into a rat after forty-eight hours and the remaining 23 ssere 
inoculated into Rat Ku24 after seventy-tsso hours Both these 
animals became infected 

Case 7— Sixteen lice (LKulO) from the clothes of a Jaluo 
male aged 18 xsith spirochaetes in his blood ssere emulsified 
and inoculated after tsventy seven hours into Rat Ku25, sshich 
subsequently became infected 

Discussion 

The recovery of spirochaetes from four out of sesen 
batches of lice collected from patients infected with T 
dnttom is further esidence that the louse is able to act as a 
sector of this organism in nature It might be objected that 
the infections caused in mice and rats svere examples of 
mechanical transmission, but this seems unlikely, as the 
i— qce were kept for periods up to three days before inocula- 
tion The criticism might also be made that the strains 
recosered ssere in reality not T dnttom but some other 


species of spirochaete Hosseser, the strains prosed to be 
T dnttom, because they ssere capable of infecting Orrntho- 
dortts monbata, they caused typical infections in laboratory 
animals, and they ssere markedly neurotropic (residual brain 
infections in rats and mice) 

It is strange that epidemics of louse-borne T dnttom 
hase rarely if eser been knossn to occur. This mav be 
due to the existence of an immunity in the populations 
of endemic areas or because the louse is a less efficient 
sector of T dnttom than of T reenrrentts 

Summary 

Of sesen batches of lice collected m Kenya Colony from 
patients infected ssith T dnttom four ssere found lo be inf ec- 
us e \shen inoculated into rats and mice 

The spirochaetal strains recosered prosed to be T dnttom 
and not any other species of spirochaete 

Although it is probable that the louse can act as a vector 
of T dnttom in nature, it is not knossn hoss often or ssith 
sshat degree of facility this occurs 

1 hase to thank the Director of Medical Sersices, Kenya, for 
permission lo publish this paper I am also much indebted to 
Mr W E Grainger for helping me ssith the transmission 
experiments 
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MENINGOCOCCAL CONJUNCTIVITIS 

BY 

J D. A. GRAY, M.B., F.R.C.P.Ed., D.P.H. 

SVD 

R. A. LAMBERT, A.I.M.L.T. 

I From the Central Middlesex Hospital) 

An intracellular Gram-negatise diplococcus in the exudate 
of a purulent conjunctivitis is often assumed to be a gono- 
coccus, but full bacteriological investigation sometimes 
shosvs it to be a meningococcus There are numerous refer- 
ences m the literature to the presence of meningococci in 
the conjunctisa, but the methods of identification employed 
in the earlier cases, at least, are not now acceptable 


Case Report 


A boy aged 34 sears attended the casualty department ssith 
a gross purulent conjunctisitis of the left eye of one day's 
duration The cornea svas clear and the interior of the eye 
normal The condition was completely cured ssilhin eight 
days by local treatment ssith 30% sulphacetdmide (‘albucid”) 
hourly, penicillin in saline (2 000 units per ml ) esers half hour, 
atropine, and the provision of coloured glasses The right 
eye ssas heallhy 


Bacteriology — When first seen films from the left eye 
hossed pus cells ssith numerous intracellular and extracellular 
Jram negatise diplococci, and cultures yielded a copious 
:rossth of these and a scanty one of Staphylococcus aureus 
'he Gram negative cocci ssere strict aerobes grew only on 
nedia containing blood or serum, and fermented p'-’cose and 
naltose but not lactose or saccharose Their / ssere 

lenser and more luxuriant than those of gonoco/ *n- 

10 ns of them svere agglutinated to titre Y 
.aboratory s (Griffith) Group II memngoco/ 

„ 1 in 25 bs Griffith’s Group I anusen' 
vas therefore identified as Neisseria / „v 

3roup II) The right eye did not yield / - A ^ 

lharynges of the patient, his parent^/ ^ 

ixamined for netsseriae without %y 
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Discussion 

During or immediately preceding cerebrospinal men- 
ingitis, meningococci have often been found in the con- 
junctiva. In some instances the eyes were apparently 
healthy (Randolph, 1893 ; McKee, 1908, 1909), but others 
showed a purulent conjunctivitis (Koplik, 1904). This type 
of conjunctivitis has become progressively rarer with treat- 
ment by specific antiserum and later by sulphonamides, so 
that it is now practically never observed (Lewis, 1931 ; 
Tillett and Brown, 1935). McKee (1908) discussed the 
probabilities of whether the conjunctiva acted as a portal 
of entry, for the neisseriae 'or became invaded secondarily. 

The occurrence of the conjunctivitis immediately before 
the onset of meningitis (Koplik, 1904) and its appearance 
in nurses attending patients with meningitis (Smith, 1905 ; 
Reese, 1936) support the first contention. There is no 
inherent reason why the conjunctiva should not, like the 
nasopharynx, harbour and even be infected by air-borne 
meningococci, but obviously the chance is less, inasmuch 
as a current of air containing the organisms is not drawn 
by each respiration over the conjunctiva. Meningitis result- 
ing from meningococci which have gained access to the 
body via the conjunctiva, if it occurs at all, must be very 
rare compared with the usual sequence of events described 
by Wilson and Miles (1946), beginning with entry of the 
meningococci into the nasopharynx and their spread to the 
meninges either direct or by the blood stream. 

Conjunctivitis due to N. meningitidis, unassociated as in 
this case with meningitis in either the host or any of his 
known immediate contacts, has often been recorded, and 
Stuart and McWalter (1948) give more than a dozen refer- 
ences. They themselves described six cases, from which 
they isolated five strains. Four of these were investigated 
serologically and, in contrast to the case here recorded, all 
belonged to Group I. It is a matter for speculation whether 
in the absence of treatment these patients would sub- 
sequently have developed meningitis. At present meningitis 
is usually due to Group I, and most of the strains found 
in the nasopharynges of persons who hfive not been in con- 
tact with cases of meningitis belong to Group II (Mackie 
and McCartney, 1948). 

In the interests of public health as well as of the patient 
himself, rapid identification of the organism in neisserial 
conjunctivitis is of obvious importance. Difficulties due 
to absence of facilities for immediate culture may be over- 
come by the use of the thioglycollate method of transport 
(Stuart, 1946). As Stuart and McWalter suggest, meningo- 
coccal conjunctivitis is more frequent than commonly 
imagined, is often erroneously diagnosed as gonococcal, 
and may be as severe clinically as gonococcal ophthalmia. 
Although both conditions respond to sulphonamides, the 
sociological “ follow-up ” required is entirely different. 


Summary 

A case of purulent conjunctivitis due to N. meningitidis 
Group II is recorded and discussed. Contacts were examined 
for neisseriae without success. 

Our thanks are due to Drs. A. Rugg-Gunn and H. ClafI for the 
clinical details. 
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Medical Memoranda 


Pulmonary Tuberculosis Complicated by 
Amoebic Hepatitis 

The following case history may be of general interest because 
of its differential diagnostic problem, which is somewhat 
unusual, and its moral, which is becoming increasingly common. 

Case History 

f 4 

The patient, a married woman aged 36, has' been suffering from 
pulmonary tuberculosis for at least ten years. A left-sided artificial 
pneumothorax was induced some two years ago, and she recently 
came for treatment of a fresh spread in the right lung. She had 
had appendicectomy twenty years ago. 

For the last eight years she has been complaining of sharp, 
dragging pains in the right iliac fossa and lately also in the right 
epigastric region ; the pains were independent of food, were worse 
when she stood up, and had grown in intensity during the last 
few years. There was moderate flatulence, but the bowels were 
regular and the stools macroscopically normal. She gave a vague 
history of three or four sharp attacks of diarrhoea in the course ol 
the last nine years. The first attack, lasting four or five days, was in 
1939; the others, lasting two or three days, occurred between 1935 
and 1944. She thinks that on two occasions she passed some blooc 
and mucus. 

The patient has never been in tropical countries, and, apart froa 
occasional pre-war trips to Paris and the South of France, her onlj 
foreign journey was a summer cruise in Dalmatian waters in 1937 
The abdominal symptoms had been variedly diagnosed as those o 
duodenal ulcer and abdominal tuberculosis. They have not respondei 
to treatment. 

On examination the caecum was ballooned, doughy and tendei 
and could be elicited by pressure on the colon as far as the spleni 
flexure. No mass or rolled-up omentum could be palpated. A smal 
area of localized tenderness, which had been unknown to the patient 
could be detected in the right lobe of the liver, about 1 in. (2.5 cm. 
to the right of the xiphoid process, T^is tenderness was mor 
pronounced in the intercostal space above than on the palpabl 
liver-edge. On screening, the right diaphragm was observed to b 
slightly elevated and its movement was somewhat diminished. Sig 
moidoscopy disclosed a congested oedematous rectal mucosa, sever; 
submucous haemorrhages on the haustra, and a few small roun 
healed ulcers _ at 4 in. (10 cm.). 

Investigation revealed slight hypochromic anaemia ; W.B.C. 3,6® 
with normal distribution ; van den Bergh quantitative test, 0.8 ms 
per 100 ml.; nicotinic acid tolerance (Erdei, 1947, 1948), 450 mg. 
galactose tolerance and thymol turbidity normal ; cephalin-cholestert 
test, weakly positive. On examination of the faeces two typic; 
Entamoeba histolytica cysts could be demonstrated in the ,sixt 
specimen. 

A course of ten injections of emetine, with concurrent penicilli 
and diodoquin and consecutive emetine bismuth iodide and carbarsoi 
was given. After the second emetine injection the liver became vei 
tender, but all tenderness disappeared after the sixth injection, thi 
justifying the diagnosis of chronic amoebiasis with hepatitis. 

Further attacks of diarrhoea occurred some time after .the improvi 
ment from the anti-amoebic treatment. First Ciardia lamblia we 
demonstrated ; afterwards, when the diarrhoea became worse and sis 
moidoscopy revealed superficial ulceration of the rectal mucos: 
Shigella flexneri (Newcastle-Manchester strain ) was grown from 
sigmoidoscopy swab. Several stool cultures proved to be negativi 
Sulphasuxidine treatment was given, and the patient is now f« 
of the complaint, and her motions do not exceed two daily. 

Comment 

In the above case abdominal tuberculosis figured much" to 
prominently in the differential diagnosis, and the correi 
diagnosis was arrived at only because it was realized thi 
chronic amoebiasis is an increasingly common condition whic 
must be considered when dealing with a very wide range < 
abdominal and general conditions. This case also demonstrati 
the value of a rapid liver-function test such as that of nicotin: 
acid tolerance. 

A. Erdei, M.D., M.R.C.P. 
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COLON AND RECTUM 

The Surgery of the Colon anil Rectum. By Sir Hush Devine. 

RA C ' S '' F-A-C.S-. and John Devine. MS., 
F.R.C.5., KKA.C.S., F.A.C.S. (Pp. 373; 277 illustrations 
(some m colour). 52s. 6d.) Bristol: John Wright and Sons. 


The work of Sir Hugh Devine in advancing the surgery of 
the large bowel is already well known. With John Devine 
as a collaborator in writing this new book he offers all the 
wisdom which a wide experience of this realm of surgery has 
developed in an alert and inventive surgeon. We believe this 
to be an important book which will be highly valued and 
appreciaied by operators both young and old. 

Perhaps the outstanding lesson of these pages is that the 
mortality of colonic operations could be reduced considerably 
if the bowel were “ ^functioned ” by an adequate colostomy 
and chemotherapeutically prepared to reduce possible infection 
to a minimum. This is, of course, no more than a reiteration 
of the teachings of Paul and , Mikulicz, but the technique has 
been improved by performing a more perfectly designed 
colostomy followed by local use of the insoluble sulphon- 
amides. The results recorded here show that these modifica- 
tions are of real value, and a large part of the book is about 
the practical application of the technique to various diseases 
of the colon and rectum. The authors describe the useful 
Devine operating frame ; it is a great help in providing the 
extensive exposures necessary in this branch of surgery. 
Another device described is an ingenious pump for the direct 
transfusion of blood, a procedure now rarely used in Britain. 

It is interesting to read that appendicostomy is revived as a 
treatment for some cases of ulcerative colitis when combined 
with the us e of sulphonamides, although colectomy, partial or 
complete, by the new technique is performed for most cases. 
In the treatment of Hirschsprung’s disease, too, the authors 
recommend total colectomy ; the results of sympathectomy in 
these cases "afford little encouragement to continue i.'s use.” 
Not all surgeons would agree. Incidentally, we found the 
arguments about the experimental Work on the autonomic 
control of the colon rather ambiguous in that the experiments 
showing that the lower bowel receives a motor (acce'erator) 
supply from the parasympathetic are adduced as e\ -.dence 
against performing sympathectomy, whereas it would seem 
logically to be evidence in favour, at least if the conception of 
an antagonism of the two sides of the autonomic supply is 
accepted'. The phraseology here and there sounds rather 
unusual to the English ear, and the occasional use of such 
words as “ ectropionises ” would raise a cry of despair from 
our purists. The book is well produced, of handy size, and 
copiously illustrated. We can highly recommend it. 

Norman C. Lake. 


QUICK DIAGNOSIS OF TUMOURS 

Identification of Tumors. Essential Gross and Microscopic 
pathologic Features Systematically Arranged for Easier Identifi- 
cation. By N. Chandler Foot, M.D. (Pp. 397; 241 illustrations. 
36s.) Philadelphia and London: J. B. Lippincott Company. 

The motive behind this book is good; it is intended to be a 
vade-mecum for the microscopist, providing a quick diagnostic 
aid in much the same way as a botanist uses a pocket flora in 
the field. Without preambles about general theory, classifica- 
tions, carcinogens, and so forth, the author goes straight to the 
description of types. Part I is on tumours of general distribu- 
tion, Part II on those of special systems and organs. In each 
type described there are brief notes under side-headings in 
bold type indicating the source, site, clinical features, patho- 
logy. and differential diagnosis. The illustrative. photomicro- 
graphs are abundant, but could be better interpreted if the 
stains used and the magnifications were stated. Technical 
notes and a tabulated arrangement of the tumours described 
are appended. 


Attractively set out, this book would achieve its objective 
but for the presence of far too many statements to which 
exception may be taken. Thus (p. 208). the author gives the 
norma! weight of a parathyroid as 3 g. ; he states that 
carcinoma of the gall-bladder is extremely rare fp. I5S); he 
lists the ileum (p. 144) as a site of adenocarcinoma, which is 
admitted to be less often so than the colon, but presumably 
not the excessively rare phenomenon which in fact it is generally 
considered to be. Apart from the malignant argehlaffinoma, 
primary epithelial malignant tumours of the ileum are virtually 
unknown. Further instances of this kind could be added. 
There are also serious omissions. For instance, to take a few 
at random, the author does not mention the common 
endochondromata of the phalanges, whereas he gives pride of 
place to those of the articular cartilages — an unlikely site. In 
describing primary carcinoma of the fiver Ip. 154) he does not 
mention its common association with cirrhosis. He states 
that carcinoma of the bronchus (p. Ill) metastasizes to the 
bones, suprarenals, spleen, and kidneys, but does not add the 
brain, liver, and pancreas, which are so commonly involved; 
nor does he mention on p. 129 the interesting sex differences 
in the distribution of carcinoma of the oesophagus. 

The author’s use of words, too, is often puzzling. Thus the 
term “ metaplasia ” appears both where one would expect it 
and also where most pathologists would say “anaplasia” It 
is to be feared that the student would find this book difficult 
to use in conjunction with the teaching of other textbooks. 

Dorothy S. Russell. 


SIGNS AND SYMPTOMS 

Signs and Symptoms. Their Clinical Interpretation. Edited by 
Cyril Mitchell MacBrydc, A.B., M.D., F-A.C.P. Second 
impression. (Pp. 439; 74 illustrations in black and white and 
12 subjects in colour on 6 plates. £3 12s.) Philadelphia and 
London; J. B. Lippincott Company. 1948. 

The recent development of laboratory and radiological methods 
of diagnosis has not diminished the need for expert clinicians. 
Useful though special tests are, they must be interpreted in 
relation to the patient’s history and the findings on clinical 
examination, which remain as much as ever the keystone of 
medical practice. In MacBryde’s own words: "... even to-day 
the accomplished physician can learn more in the majority 
of cases from what the patient says, and the nay he says it, than 
from any other avenue of inquiry.” In making a clinical assess- 
ment there are certain symptoms and signs which claim our 
attention because of their frequent occurrence and significance. 
This work is a collection of 26 articles, each on an important 
symptom or sign, from a team of distinguished contributors. It 
is excellent. By confining their attention to a few topics the 
authors have been able to discuss them fully, and there are 
few of us who could read this book without gaining a better 
understanding of phenomena that we encounter daily. 

Where it strikes an original note is that the authors summarize 
the results of experimental work on their subjects and thus 
describe the processes concerned in the production of the particu- 
lar symptom or sign. In other words, they have shown how- 
clinical observations may yield information about the disturbed 
physiological processes of which symptoms and signs are the 
overt manifestations. Clinical medicine continues to advance 
not because we observe more exactly than older clinicians but 
because we are able to relate our observations to more precise 
scientific knowledge than was available to them, a circumstance 
well illustrated by this book. 

Some of the articles are outstandingly good. That on head- 
ache by H. G. Wolff is largely derived from his own original 
studies and is admirable. MacBryde's article on dehydration 
presents in simple terms the modem conception of water and 
salt balance, and it is matched by an equally clear account 
of oedema by Wood and Sylvester. In bis essay or ‘ mouth 
and sore tongue Vilter shows the refreshing efj 1 ' ring 

the new wine of scientific research into one of ‘ 
of clinical medicine. But all the articles art/ 
is perhaps invidious to mention any specif 
tion is as good as the contents deserve, s r 
this book yields a double pleasure. 
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PECKHAM HEALTH CENTRE 

Health the Unknown, The Story of the Peckham Experiment. 

By John Comerford, (Pp. 144. 7s. 6d.) London: Bamish 

Hamilton. 

This little boolv, in which the author describes the work of the 
Peckham Health Centre, is addressed to the layman, and it 
contains nothing that will be unfamiliar to medical men who 
have read ' Dr. Scott Williamson’s books. It is a lively and 
well-written account which adds a small contribution to the 
considerable publicity which the Centre is now receiving. In 
one respect the book is unfortunately misleading. It represents 
the Centre as likely to be self-supporting, while the truth is 
that in the latest year’s working the expenditure was £29,000 
and the members’ subscriptions provided but £3,500. It is 
apparent that the experiment cannot continue without Govern- 
ment support. 

To many doctors, as to the reviewer, it has always seemed 
that the medical work of the Centre was much less important 
than its sociological activities. The main medical conclusion 
which emerges from the work at the Centre is that doctors, 
given time and improved facilities (especially adequate clinical 
pathology), can do better diagnostic work than is now attained 
in urban general practice. Moreover, some of its medical 
publications can be justly criticized. As a sociological experi- 
ment, however, it has already proved its value. It has demon- 
strated the biological importance of the family as a sociological 
unit ; it has shown the need for group activities in the full 
development of the human being ; most important of all, it has 
provided the only experimental station where mankind can 
pursue one aspect of his proper study — man in his environment. 
It Would be a pity if this experiment were allowed first to 
languish and then to die. 

D. V. Hubble. 


PROBLEMS IN LIFE INSURANCE 

Transactions of the Association of Life Insurance Medical 
Directors of America. Edited by Harry E. Ungcrleider, M.D. 
Fifty-fifth Annual Meeting. Volume XXX (Pp. 378; 
illustrated. No price given.) New Yoik City: Recording and 
Statistical Corporation, P.O. Box 594, Newark, N. Jersey. 

This is a verbatim report of a meeting which took place in 
October, 1946. Various topics were discussed in relation to 
life insurance — rheumatic fever; electrocardiography (136 
pages) ; thrombosis from the physiological viewpoint (Dr. C. H. 
Best) ; digestive ulcers, their significance and prognosis 
(Dr. B. B. Crohn) ; veterans as a medical underwriting problem ; 
wartime experience with tropical diseases and their future 
significance ; industrial medicine ; chemotherapy ; and finally 
an open forum which included a discussion on the insurability 
of the diabetic. The last 80 pages give membership details, 
cumulative indices, etc. Here is an extract illustrating the 
value of the text: “The life expectancy of the peptic ulcer 
case is impaired in comparison to the normal life expectancy 
of the control population by about 11%. In contrast to 
diabetes, to rheumatic heart disease, and similar chronic 
maladies the ulcer case offers a low rate of risk. The high 
incidence of ulcer in the general population (5-10%) creates 
for the actuarian and for the medical director of life insurance 
companies a material prob’em. But the overall small risk to 
life offered by the ulcer applicant for insurance compensates 
for the magnitude of this number and brings assurance that 
the risk to life involved by the disease is in inverse proportion 
to the widespread distribution of the malady.” 

Physicians will appreciate Dr. Best's short and admirably 
clear account of the use of heparin and dicoumarol. They 
will also find the paper on rheumatic fever of considerable 
interest with its discussion on the significance of systo'ic and 
diastolic murmurs, and they will appreciate the account of 
chemotherapy, in particular the section on the use of strepto- 
mycin in urinary infections and infections of the typhoid 
frottp, although the figures given are now out of date. In the 
main this volume will interest the experts, medical and 

u .* at the headquarters of the various life insurance 

‘Panics. 

Wn.Lt vm Brockbank. 
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(Atcview is not precluded by notice here of books recently recitnd\ 

Atmiversaire dc Vlnstitut d'Hygiitse el de Mi dt tint 
d’Otitre Mer de L’Afrique dtt Nord 1929-194^. (Pp. 206. Xo 
price.) Algiers: Imprimerie Nord-Africaine. 1948, 

Includes papers on syphilis and tuberculosis in Algeria. 

Vcnins de Serpents et Antivenins. By P. Boquet. (Pp. 1J7, 
No price.) Paris: Flammarion. 1948. 

A description of snake venoms and, the toxic symptoms they came, 
with an account of treatment. 

he Corps Medical et L‘A ssttran cc-Maladie, Syndicat del 
Medecins du Grand-Duchd de Luxembourg. (Pp, 104. No price.) 
Luxemburg: Saint-Paul. 1948. 

An account of health insurance in Luxemburg. 

Uber Neuronic und Neuro-Pibromatose, nach Unter . 
stichutigen am Mens chit then Magendarmschlauch. By F 
Feyrter. (Pp. 125. Sch. 35.) Vienna : Wilhelm Maudrich. 1948 

A monograph of the pathology and symptomatology of neuroma: 
and neurofibromas. 

Malaria, Pilariasts, and Yellow Fever in British Guiana 
By G. Giglioli, M.D., M.R.C.P., D.T.M.&H, (Pp. 226. No price. 
Mosquito Control Service, British Guiana. 1948. 

A report on the control of these diseases by D.D.T. 

Science News. Edited by J. L. Crammer (Pp. 160. Is. 6d. 
London: Penguin Books. 1948. 

Recent advances in science described for the layman. 

\ 

The Biochemical Reactions of Chemical Warfare Agent'. 
Edited by R. T. Williams. (Pp. 73. 5s.) Cambridge: Univfersil; 
Press. 1948. 

A symposium at which much experimental work done during th 
war was discussed. 

Laboratory Technique in Biology and Medicine. By E. V 
Cowdry. 2nd ed. (Pp. 269. 22s.) London : Bailb'ijre, Tindall, an 
Cox. 1948. 

This edition includes new material, particularly on microchemicr 
technique. 

Heart. A . Physiologic and Clinical Study of Cardiovascula 
Diseases. By A. A, Luisada, M.D. (Pp. 653. 55s.) London 

BaiUiere, Tindall, and Cox, 1948, 

An account of heart disease intended primarily for the gene re 
physician. 

Remington’s Practice of Pharmacy. By E. F. Cook, P.D., Ph.M, 
M.Sc., and E. W. Martin, Ph.C., B.Sc. 9th ed. (Pp. 1,511. 90s 
London: Interscience Publishers. 1948. 

A treatise on dispensing with description of medicinal substances 
their properties, uses, and doses. 

Gynaecological Histology. By Josephine Barnes, M.A., D.M. 
M.R.C.P., F.RC.S,, M.R.C.O.G. (Pp. 242.’ 30s) London 
Harvey and Blythe. 1948. 

A profusely illustrated guide to the histology of normal and abnoimn 
tissues seen in gynaecological practice. 

The National Health Service Act, 1946. By S. R. Spcllet 
LL.B. (Pp. 497. 42s) London: H. K. Lewis. 194S, 

The Act and a number of regulations are reprinted and annotated 

A Textbook of Clinical Pathology, Edited by F. P. Parkci 
M.D. 3rd ed. (Pp. 1,023 . 50s.) London: Bailliirc, Tindall an< 
Cox. 1948. 

Tin's is a largely revised edition of the textbook formerly edited b; 
Dr. Roy Krackc. 


The College Curriculum in Hospital Administration, fPp. 107 
52.) Chicago: Physicians’ Record. 1948, 

The final report by the American Joint Commission on Education 
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ALLERGY, RHEUMATIC FEVER, AND 
NEPHRITIS 

Both rheumatic fever and nephritis belong to the group of 
diseases whose aetiology is still obscure. Most physicians 
believe that they are in some way related to bacterial infec- 
tion, though Gordon 1 has recently suggested that a virus 
is the cause of rheumatic fever. The frequency with which 
a bacterial infection, usually a streptococcal sore throat, 
precedes a clinical attack of either of these diseases, and the 
fact that only rarely can organisms be isolated from the 
heart or kidney, have suggested that the lesions observed 
are the result not of direct bacterial injury but of an 
acquired hypersensitivity of the tissues to the products of 
the bacteria. The latent period that usually exists between 
the infection and subsequent renal or cardiac complication 
is compatible with such a view, since this would represent 
the time required for sensitization to take place. Two dis- 
tinct immunological reactions have been suggested as causing 
the lesions in diseases attributed to allergy. In the first the 
injury is thought to arise as a, result of interaction between 
antigen and specific antibody which has previously become 
fixed to the sensitized tissue. In this type of reaction, on 
which the various diagnostic skin tests such as the tuber- 
culin test are based, no chemical relationship between the 
antigen and the sensitized tissue is postulated. The second 
type of reaction depends on the formation of specific anti- 
organ antibodies ; injury results from the interaction between 
these and the organ concerned. 

The first, type of reaction has been most often used in 
experiments to produce cardiovascular lesions resembling 
those of rheumatic fever. The parenteral administration 
to rabbits of large quantities of horse serum has been 
shown -by Rich and Gregory 2 to be often followed by 
lesions in the myocardium, endocardium, and valves very 
similar to those of rheumatic fever. The resemblance is 
remarkably close, even including the typical lesions seen 
in the coronary arteries and occasionally in the lungs. 
Arterial necroses characteristic of periarteritis nodosa also 
occur in these animals. N As long ago as 1904 Aschoff 3 
described similar arterial necroses in cases of rheumatic 
fever. The experimental production of nephritic lesions by 
similar methods has not met with anything like the same 
"success, and the disease was not convincingly reproduced 
until 1933. Masugi 4 was then able to show that the second 

1 Lancet, 1948, 1.697. 

> Bull John! Itopk. Hap., 1943, 73, 239. 

* Verh. dlsch. path. Gesellsch., 1904, 8, 46, 

* Belrr. path. Anai., 1933, 91, 82. 

* Arth. Path.. 1945, 39, 14S. and 40, 158 and 163. 

* Ibid., 1947, 44, 1. 


type of reaction, hypothetical though it was, could be 
successfully applied to the production in experimental 
animals of an acute glomerulonephritis which closely 
resembled the human disease both clinically and patho- 
logically. He produced a nephrotoxic serum in ducks by 
intraperitoneal injection of rabbit’s kidney. Subsequent 
injection of the duck serum intravenously in rabbits caused 
acute nephritis. It must be admitted, however, that this 
experiment seems to bear little relationship to the mechanism 
by which nephritis is naturally produced in man. Since 
the antigenic stimulus exerted by any substance is closely 
related to its “ foreignness,” attempts to produce antibodies 
to organs from an animal of the same species almost invari- 
ably fail. If specific organ antibodies are really respon- 
sible for the lesions in nephritis and rheumatic fever then 
either some profound change must occur in the antibody- 
producing mechanism or in some way the animal’s organ 
protein is rendered “ foreign.” 

Cavelti 5 6 has recently claimed that incubation of organ 
extracts with streptococci will so alter the antigenic nature 
of the former as to render them “ foreign ” to animals of 
the same species, with the consequence that when they are 
injected specific antibodies are formed. He also claims that 
the antibodies produced against these modified organ anti- 
gens will react with extracts of the unaltered organs. Thus 
incubation of rat kidney with streptococci so alters the 
renal protein as to render it antigenic when injected into 
other rats. Further, the antibodies so produced react speci- 
fically with extracts of normal rat kidneys, and such .anti- 
sera given intravenously to normal rats are stated to ba\e 
produced the clinical and pathological signs of glomerulo- 
nephritis. Cavelti also carried out a similar experiment in 
which heart extracts replaced the kidney extracts ; the 
lesion resulting from the parenteral administration of this 
antiserum resembled acute rheumatic carditis. On the basis 
of these experiments Cavelti has suggested that the strepto- 
coccal infection that usually precedes acute rheumatic fever 
or acute nephritis results in an interaction in vivo between 
streptococcal products and organ antigens ; that during the 
quiescent phase antibodies are being produced against these 
modified organ antigens ; and that when these reach an 
appropriate level the interaction between these antibodies 
and the organ in question results in disease. In substantia- 
tion of this theory he maintains 7 that 12-48 hours after 
focal streptococcal infection in rats organ antigens of heart 
and kidney are demonstrable in the circulating blood and 
that 7-12 days later antibodies to these antigens can be 
detected. In none of these animals, however, were lesions 
subsequently found in the heart or kidneys. 

That the two types of allergic mechanism here discussed 
are fundamentally similar is suggested by the work of Kay.’ 
He noted, in repeating Masugi's work, that an interval of 
approximately seven days occurred between the injection 
of the nephrotoxic duck serum and the appearance of 
nephritis in the rabbits. He therefore suggested that during 
this interval the rabbit was producing antibodies to the 

1 Arch. Falla, 1947, 44, 1 19. 

* J exp. Med.. 1940. 72 , 559 . 

9 Ann rheum. Dis ., 1948, 7 , 97. 

.10 Heir. tned. Acta. 1945, 12. 547. 

il Ibid.. 1946, series A. 13, 456. 

14 Sdmelz. med. I Vschr., 1947, 77 , 1069. 
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duck globulins which include the anti-kidney antibodies, 
and that renal lesions developed when the rabbit antibodies 
reacted with the duck globulins which became fixed in 
the rabbit’s kidneys. In other words, in both types of 
mechanism the lesion is caused by the union of antibody 
with antigen in or on tissue cells, the site of reactioa 
depending upon the site of fixation of antibody or antigen. 
In most experiments of this kind antibody is usually local- 
ized in the cardiovascular system, and the subsequent 
lesions are therefore cardiovascular. The experiments of 
Masugi and Cavelti indicate two methods by which anti- 
body may be localized in other sites. There is obviously 
scope for further work on the factors determining localiza- 
tion and hence the site of interaction of antigen and 
antibody. 

If it be accepted that rheumatic fever and nephritis occur 
as a result of allergic hypersensitivity, then the next step in 
the investigation of these diseases should be the identifica- 
tion of the antigens responsible. In the case of rheumatic 
fever the evidence is strongly suggestive that the antigen 
is a part or product of haemolytic streptococci. The rela- 
tionship of acute nephritis to streptococcal infections is 
almost as close. The difference in the two diseases must 
therefore reside either in the particular streptococcal frac- 
tion constituting the antigen or in other factors that deter- 
mine differences of localization of antibody. Wallis 9 simi- 
larly suggests that the differences between rheumatoid 
arthritis and acute rheumatic fever are fundamentally due 
to differences in the reacting antigen. Much remains *o 
be learned about how the reaction between antigen and 
antibody injures the tissue in which the reaction occurs. 
That histamine is amongst the products liberated and 
responsible for some of the characteristic pathological 
manifestations of these reactions is now well established. 
It is therefore of great interest to the pathologist and the 
clinician that the antihistamine drugs have been used with 
some success in both nephritis and post-streptococcal 
carditis. Reubi 1 ' and Steinmann and Rcubi" found these 
drugs of value in experimental and in human nephritis, 
and Steinmann 11 has recently reported good results with 
“ antistin ” in cases of the delayed form of myocarditis that 
may follow scarlet fever. Elsewhere in this Journal we 
publish a paper by Professor John Craig and Drs. N. S. 
Clark and J. D. Chalmers which is the first report of the 
use in this country of antihistamine drugs in the treatment 
of acute nephritis. As the authors admit, the number of 
cases and controls is far too small for definite conclusions 
to be drawn, but the difference in response as judged by 
duration of clinical signs is so striking that the authors are 
certainly justified in appealing for a wider clinical trial 
of this form of treatment. Moreover, since one of the 
greatest dangers in acute nephritis is the residue of 
permanent renal damage, any treatment that significantly 
reduces the duration of the acute phase merits serious 
consideration. Since it is extremely unlikely that the 
lesions of the heart or kidney that result from allergic 
hypersensitivity are entirely due to local histamine produc- 
n ' favourable reports such as these were unexpected. 
» !f, e results be .confirmed they will provide strong 
- for 'he theory that nephritis and rheumatic fever 
, cr Tic conditions. 


INTERNATIONAL SANITARY CONVENTIONS 

From time to time in this Journal it has been pointed out 
that the various international conventions which are sup- 
posed to restrict the spread of infectious disease from one 
country to another and thus to safeguard international 
health are far from effective. The first International 
Sanitary Convention, it may be recalled, was signed in 
1903 with the object more especially of restricting the 
spread of cholera, which in the nineteenth century bad 
become a menace to the whole world. The 1903 Conven- 
tion was succeeded by that of 1912 and that of 1926, which 
was modified in its turn in 193S. Cognizance was taken of 
yellow fever in 1912 and of plague and typhus in 1926. 
The rapid development of aviation led to the International 
Convention for the Sanitary Control of Aircraft in 1933. 
During the war many of the provisions of this convention 
were unworked and were seen to be obviously unworkable ; 
it was therefore modified in 1944, as was also the Sanitary 
Convention of 1926-38. The man in the street might 
therefore well imagine that the frequent modifications and 
adaptations undergone by the conventions had permitted 
the establishment of a complete system of international 
sanitary control confirmed by experience and based on 
effective rules to which all the countries of the world have 
adhered. Unfortunately this would be altogether too 
optimistic a view. 

In a recent analysis of the present situation Gaud 1 has 
brought to light the following interesting but alarming 
facts. There are some 70 sovereign States in the world 
on whose co-operation the workings of international sanitary 
conventions depend. So far as maritime navigation is con- 
cerned 9 countries are bound by the Conventions of 1912.. 
1926, and 1944 ; 5 by the Conventions of 1926 and 1944 ; 
1 by the Convention of 1944 ; 14 countries are bound 
only by the Conventions of 1912 and 1926 ; 9 only by the 
Convention of 1926 ; 10 only by the Convention of 1912 : 
and 16 countries are bound by no convention whatsoever 
So far as aerial navigation is concerned 9‘ countries art 
bound by the Conventions of 1933 and 1944 ; 9 by the 
Convention of 1944 ; 16 by the Convention of 1933 ; and 
36 by no convention. 

Apart from the fact that these sanitary conventions dc 
not approach that principle of universality without whicl 
their efficiency is sadly lacking, this curious state of affair: 
has other effects. Since many countries are bound by nc 
particular convention they are free to take the law inti 
their own hands. Some countries refuse to trouble them 
selves and take few if any precautions ; others, as wa ( 
seen during the cholera epidemic in Egypt, have rushee 
to the other extreme and imposed restrictions which go 
in excess of what is required. There are in fact not mam 
countries in which national sanitary laws and regulation: 
do not run counter in some way to international convention: 
and accords. Many aeronautical companies faced witl 
differing regulations in different countries have insistec 
that their passengers should be inoculated against ever 
conceivable disease. The unfortunate wife of an officer an< 
her three children, for instance, who washed to fly from Pari 


1 Sm>. t!6p Parts, IWS. 24. 201. 

5 Fintiby, o. M„ British hlrtllc.il Journal, 1946, 2. 979. 
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to China were forced to submit to inoculation against 
smallpox, yellow fever, cholera, plague, typhoid, and para- 
typhoid. In these circumstances it is hardly surprising that 
Gaud confirms what was stated in this Journal two years 
ago' — namely, dial international health certificates are being 
forged and can be bought on the black market. 

It is obvious that one of the major tasks of WHO, and 
one which is of considerable urgency, is to draw up a new 
single convention to which all countries will freely sub- 
scribe. There are at present 17 separate conventions 
or accords, without counting the texts of the documents 
constituting WHO signed in New York in 1946. Such 
a unitary convention must not be cluttered with the dead 
wood of previous conventions, the provisions of which 
were too often drafted not by experts but by persons who, 
though they may have had medical qualifications, had spent 
many years in government offices. As a result the con- 
ventions may have been impeccable on the diplomatic level 
but were often sadly ineffective on the practical level. The 
Assembly of WHO, according to Article 19 of the Charter, 
has authority to adopt conventions and accords relating 
to every question within the competence of the organization. 
A majority of two-thirds of the Assembly is necessary for 
the adoption of these conventions and accords, which will, 
come into force so far as each member State is concerned 
as sdon as the particular State has accepted it, in conformity 
with its constitutional rules. A permanent technical organ- 
ization has thus taken the place of the old cumbersome 
diplomatic -machinery which had to be invoked whenever 
a new convention had been drafted. It is sincerely to be 
hoped that there will be not only a change of form but 
■of spirit, and that governments will be less slow and less 
indifferent to accepting comentions or regulations fully 
discussed and already adopted by the Assembly of WHO. 

The WHO Expert Committee on International Epi- 
demiology and Quarantine is already alive to the present 
•difficulties, and their ultimate aim is to combine the revised 
international conventions into uniform WHO regulations 
which after adoption by the World Health Assembly will 
come into force automatical^ without the need for further 
ratification on the part of national legislative bodies A 
number of broad principles to serve as a basis for drafting 
WHO regulations have alread) been laid down, and these 
are to be submitted in June, 1949, to the Second World 
Health Assembly. They are aimed at establishing inter- 
national standards on such varied matters as the sanitation 
of airports, disinsectization of aircraft, and quarantine 
measures applicable to migrants. Beginning in January, 
1949, WHO is also going to broadcast daily epidemiological 
data from Geneva to all parts of the world. This will allow 
governments to take precautionary measures more rapidly 
and, it is hoped, more effectively. 


MASTER MINDS 

Mr. Fred Messer, Labour M.P. for Tottenham, holds the 
responsible position of chairman of the Central Health 
Services Council. He is also chairman of the North-West 
Metropolitan Regional Hospital Board. He has earned 
these positions of trust on his reputation as a highly able 
administrator with a special interest in and knowledge of 
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hospital and medical services. But according to a recent 
report in the Hendon Times it would apppear that Mr. 
Messer allowed himself to adopt a highly partisan attitude 
to medical men and the work they do. This was at a 
meeting of the North-West Branch of the Socialist Medical 
Association under the chairmanship of Dr. S. LefT, medical 
officer of health for Willesden. Mr. Messer is reported to 
have said this : “ In the days before the new Act, the people 
were only allowed to be ill at certain times during the day — 
the times set down on the brass plate in front of the doctor's 
doors." What kind of confidence can the medical profes- 
sion have in the chairman of the Central Health Services 
Council if he makes such ill-judged, inaccurate, and unjust 
remarks — remarks directed at men and women who after 
a hard day’s work have to be ready to get up at any time 
of the night in response to a call for help ? “ For too long,” 
Mr. Messer goes on, “the needs of the people have been 
subsefvient to the needs and training of the doctors.” What 
nonsense this is! Mr. Messer again goes on: “Now for 
the first time the health service as a whole will have a 
master mind behind it.” Does he mean the mind of the 
chairman of the Central Health Services Council, or the 
uncoordinated mind of an endless series of Ministers of 
Health ? The medical profession itself has always been in 
advance of the Government in pressing for improved organ- 
ization and integration in medical services, and does not 
underrate the value of the administrator or deny the need 
for administration so long as it is made subservient to the 
need of the doctor to give to his patients in the most effi- 
cient manner the knowledge and experience wrung from 
stubborn nature by the master minds of medicine. Our 
new administrators have yet to iearn the lesson of humility, 
the humility of the man who minds the machine created 
by men who understand how it works. 


BRUISING OF THE HEART 
Jt is now generally recognized that trauma to the 
praecordium, particularly a severe blow or crushing injury, 
may occasionally damage the heart even where there is no 
obvious injury to the chest wall or fracture of the ribs. The 
sympioms and signs vary considerably, but there may be 
immediate severe pain lasting minutes or hours, angina 
pectoris and effort dyspnoea persisting for days or weeks, 
the development of pericarditis during the following week, 
and electrocardiographic changes. Most of the latter are 
evanescent, and unless the patient is examined within a few 
days of the accident no abnormality may be found. Partial 
heart block may occur, and this tends to persist for much 
longer than the other changes. Experimental work and 
necropsy studies suggest that the usual lesion in the heart 
is a contusion with varying degrees of oedema and extra- 
vasation of blood, or perhaps a tear in the myocardium, 
though this is less common. Further, for some reason 
.which is not clear, the right auricle appears to be parti- 
cularly vulnerable. However, the majority of these patients, 
provided they are not otherwise severely injured, usually 
recover, and the precise anatomical lesion remains a matter 
for speculation. Elsewhere in this issue Dr s. G. Parsons- 
Smith and Denis Williams report the case of a boy with a 
fairly clear-cut picture of a cardiac contusion, with pain, 
pericarditis, and partial heart block ; the damage was done 
during a boxing match. Two days after the injury he 
developed a hemiplegia which appeared to be embolic in 
origin. This clearly suggests that the cardiac injury had 
spread through the ’ ” 'he heart to the endocardia" 

and resulted in an thrombus, part of 

becoming detached, ? to the cmbr>"“ v 1 

explanation is n.i 
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injury may be. In this case the history indicated that a 
previous, but less severe, cardiac injury had been caused 
in a similar manner twelve months before. 


INDUSTRIAL WASTES 

A plentiful and pure water supply has become part of the 
environment of most of the inhabitants of this country, and 
it is apt to be forgotten that such a supply is not a natural 
phenomenon under most conditions of modern civilization. 
Our.-rivers and other sources of water are often grossly 
polluted by excreta) and other wastes and by trade effluents. 
Those responsible for the purification of water supplies 
by modern methods must continually exercise great skill 
and care. In his book 1 on the disposal of industrial waste 
waters Dr. B. A. Southgate, who is director of water pollu- 
tion research at the Department of. Scientific and Industrial 
Research, has described the problems involved and the 
researches which have been and are being made in the 
attempt to solve those problems. 

Most industrial wastes contain in solution or in suspen- 
sion materials of organic or inorganic nature which are 
oxidizable and will therefore absorb from the diluting 
stream the oxygen which is in solution. If effluents which 
have this action are allowed to enter a stream and to 
reduce the amount of oxygen in the water below a certain 
level, fish will die from lack of oxygen and the normal 
flora will gradually disappear. Solids will be deposited 
on the bed and banks of the stream, the final result being 
a complete destruction of its natural characters. Domestic 
wastes have the same polluting effects, which, however, 
can be sufficiently reduced in a good sewage works by pro- 
cesses which are mainly biological. Industrial wastes are in 
general much more polluting than domestic wastes and may 
have the further disadvantage of containing substances 
directly toxic to fish or lethal to the bacteria on which 
successful purification of domestic sewage depends. Some 
trade effluents may give the stream into which they flow an 
unpleasant taste or colour, and this stream may later be 
used as the source of a water supply. Although a certain 
amount of crude industrial waste can be allowed to enter 
the diluting .streams or the sewage plant, it is usually desir- 
able and often essential that trade wastes should be treated 
before they are voided from the works. 

Industrial effluents differ widely, and each type has to be 
investigated separately and the manufacturing processes 
studied at every stage. Dr. Southgate explains the pro- 
cesses used in a large number of industries and the scientific 
principles involved in the methods which have been adopted 
to purify the wastes, and he describes the results obtained. 
There are industries in which the wastes contain much 
organic matter, as in the textile industries, laundries, leather 
manufacture, slaughter-houses, dairies and milk products 
factories, the canning and drying of food, and the manu- 
facture of malt, beer, and alcohol. On the other hand, 
the carbonization of coal, the pickling of steel and copper, 
and the use of chromates and cyanides in manufacturing 
processes produce chemical wastes. The treatment of the 
effluent in each case by physical, chemical, or biological 
means presents different problems, and there is the further 
difficulty of avoiding undue waste of valuable materials. 
It is sometimes possible to economize in water by the 
re-use of washing water. From organic waste it may be 
profitable to recover valuable materials such as fats, or by 
bacterial digestion to obtain gases of use for power pur- 
E'en the indigestible residue may be useful as 
• are. Valuable materials may be recovered from 

* ~~ ~ 11 ' — . ~~ 
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chemical effluents also, as in the extraction of copper by 
crystallization or deposition on iron. 

Much remains to be done not only in applying what is 
known but also in further research. Our rivers are unable 
to cope with the pollutions they receive, but there is great 
hope of improvement now that industry is paying more 
•attention to the treatment of wastes ; the operation of the 
Public Health (Drainage of Trade Premises) Act, 1937, 
should also have good results. Nevertheless, the problem 
of maintaining the purity of surface and underground 
waters in a densely populated and highly industrialized 
country is Herculean and may perhaps never he com- 
pletely solved. 


TREATMENT OF PERTUSSIS 
During 1947 the number of deaths from pertussis in 
Glasgow exceeded the combined totals of deaths from 
scarlet fever, measles, diphtheria, and cerebrospinal fever. 1 
All the common fevers now cause fewer deaths than 20 
years ago, but in pertussis the rate of reduction has 
lagged far behind. As yet chemotherapy has not supplied 
the remedy : the sulphonamides seem much less effective 
than, for example, in measles. Swift’s 2 preliminary report 
on the interesting new antibiotic polymyxin is encouraging, 
but more extended trials are necessary. Workers in the 
U.S.A. have now had considerable experience with different 
forms of immune sera, and Felton, 3 who reviewed the sub- 
ject in 1945, considered that a case had been made out for 
their use. Both human and rabbit sera have been' tried. 
The former, from hyperimmunized adults, may be used as 
lyophifed serum or as the concentrated globulin fraction, 
and the latter is also available as concentrated globulin. 
Some workers have felt that the serum should be both 
antibacterial and antitoxic, and Beaudei 4 used such a 
rabbit serum in a series of 50 children, with successful 
results. McGuinness and his colleagues 5 gave injections 
of a lyophiled human serum to 442 patients, of, whom 
176 were under 6 months of age, and classified 70% of 
the results as excellent. More recently Kohn and his co- 
workers 6 have reported on the use of three forms of serum 
— two human and one rabbit. They regarded the response 
as satisfactory in 80% of those under 1 year, but the 
results were less good in patients over that age. 

The same criticism can be made about many of these 
therapeutic trials — namely, that the treatment of a control 
series has often not been undertaken. The fact that 
pertussis has diminished in severity during recent years 
makes it undesirable to compare present results with those 
obtained in a previous period. There is indeed no sure 
method of foretelling the outcome in this fickle disease, 
but to give improved forms of treatment a fair chance 
earlier diagnosis is essential. It is tragically true that the 
majority of cases are diagnosed so late in the disease that 
any form of treatment is likely to be ineffective. In Kobn’s 
series only 2% were admitted before the onset of whoop- 
ing ; a further 77 % were seen during the first week of the 
whoop, when they were already in the late second or third 
week of illness. Cruicksbank r drew attention to the value 
of the post-nasal swab, which be inoculated on Bordet- 
Gengou medium containing penicillin, but many workers 
have found that swabbing the post-nasal space through 
the mouth is almost as cumbersome a method as the cough- 
plate, which was not designed for the general practitioner. ' 

4 Annual Rrpnrr of the Medical Officer of Health of Glaesow for the Year 1941 

! Cancel, 1943, 1 . 133 

4 J Amrr mrd As’, 1 94 J, 328, 2 6. 

* Un. med Cm . 1944. 73. (37. 

5 J Pedllt . 1944. 24 249 

» Amrr J D1 r CMUl . 1947. 74, 321. 

7 Lanret. 1044. I. I7S 

* Man Bull. Min Hlth (948, 7. US 
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Put more recently Cockburn 3 has shown that when the 
pharyngeal swab is taken through the nose, as advocated 
by Bradford and Slaving not only is the method more 
simple for the clinician but the results from the bacterio- 
Iogisfs point of view' are much more satisfactory. If earlier 
diagnosis were to be made possible by the use of such a 
method, patients could be more promptly isolated. Early 
isolation, quite apart from limiting the spread of the disease, 
should reduce the risk of secondary bacterial infection and 
possibly of bronchopneumonia, and treatment with serum 
or chemotherapeutic substances is more likely to be effective 
if started before the disease has become well established. 


HOUSE WARMING 

A long-term experiment in domestic heating which is being 
carried out at the Building Research Station under the 
auspices of the Department of Scientific and Industrial 
Research was described at a recent meeting at the Royal 
Institute of British Architects. The research is aimed at 
finding out how houses can be heated with the most 
economical consumption of fuel and in the most effective 
manner for all domestic purposes. Eight small semi- 
detached houses at Abbot's Langley, Hertfordshire, all 
built to the same design but with different degrees of 
thermal insulation, have been equipped with identical 
heating systems in the endeavour to find out how much 
heat is conserved by improvements in insulation. In a 
parallel experiment twenty similar Bouses have been built 
with identical insulation but equipped with many different 
heating systems and appliances, including gas and electric 
convectors, gas and electric-storage heaters, electric tubular 
heaters, and multipoint gas water-heaters. The apparatus 
in each of the houses is closely superintended by the 
research station staff, with the willing, though largely 
passive, co-operation of the tenants. The experiment 
started in September, 1947, and is expected to last for 
some years. 

The interim results made known up to the present are 
so highly detailed and carry so many qualifications that 
it would be difficult, if not impossible, to draw any broad 
conclusions applicable to British housing as a whole. The 
economics of house heating have been taken as the first 
point of attack. It has been found possible economically 
to maintain in a house of 900-1,000 sq. ft. (S3.5-93 sq. m.) 
floor space a constant minimum temperature over the whole 
house of 30” F. (18° C.) above the outside temperature 
by means of central heating and anthracite-burning boilers, 
the efficiency of which is highly praised. Systems of whole- 
house heating are more expensive to install but much more 
economical in fuel. As for insulation,’ one contribution 
which architects can make to fuel economy and domestic 
comfort is to put the flues well inside the insulated envelope 
and not throw away the valuable heat which the flues con- 
tain, particularly for houses of two or more stories, by 
enclosing them in outside walls. It was generally agreed 
by the architects present at the meeting that the need 
for better’ heat insulation in house construction must be 
taken into account in all future building. Here again the 
additional cost, whatever it may be — and it cannot represent 
much on the total value of the house— is well worth while 
not only for the saving of fuel but also for the health of the 
occupants. The method of ventilation followed in the 
experiment, using ouflets from bedrooms into the roof, 
was commended in preference to the “by-law" type of 
grating, which is often stuffed up with brown paper to keep 
out draughts. One architect pointed out that whole-house 
heating would enable a more open plan Of house construe- 
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tion to be carried out, and many of the small halls and 
passages and tiny rooms, partly arranged in order to seal 
off the cold areas of a house, could be eliminated. Whole- 
house heating systems have been in use for a long time 
in other countries, and some complaint was made of the 
lack of enterprise of British manufacturers of heating 
appliances. 

There may well be prejudices, traditional views, and 
perhaps more practical objections to be overcome before 
whole-house heating commends itself to householders in 
Britain. Most of us prefer an obvious source of radiant 
heat, represented by the open coal fire, though admittedly 
this is wasteful of fuel and also fails to warm the room 
equably. Families accustomed to gathering round the 
hearth will not easily be reconciled to the absence of a 
fireplace even though every corner of the room is pro- 
perly warmed. Again, quite a large number of people have 
a firm belief in the virtues of a cold bedroom. Certainly 
any revolutionary' changes in the warming of houses which 
might result from the Building Research Station’s experi- 
ment should be accompanied by a careful check on the 
health of the people who live in the constant-temperature 
houses as compared with those who hold to the traditional 
half-cosy, half-Spartan routine. Centrally heated houses 
in North America are usually too warm to be comfortable 
for the British visitor, but the residents there are said to 
suffer just as much from colds and rheumatic disorders 
as do people in this country. In America, also, the atmo- 
sphere inside houses is often so dry that it has to ce 
humidified for the comfort of the residents. The Building 
Research Station's experiment, which is said to be die 
only one of its kind ever undertaken in the world, will be 
well worth while if it succeeds in solving some of these 
important problems. 


ARSENICAL TOXICITY 

Since 1939, when wider use began to be made of rapid 
methods of treating syphilis with arsenic, the incidence 
of cerebral reactions in North America appears to have 
been about 1%.' These reactions are given the name of 
arsenical encephalopathy ; in fatal cases brain haemorrhages 
occur. Sexton and Gowdey- became interested in the 
similarity between the pathology and symptoms of arsenical 
encephalopathy and those of acute deficiency of vitamin 
B,, and in a comparison of the two conditions they 
observed that a patient receiving a 5-day intravenous drip 
who developed peripheral neuritis recovered remarkably 
quickly after receiving massive doses of the vitamin. They 
attempted to follow the changes in the blood concentration 
of vitamin B, in patients receiving the 5-day treatment with 
“mapharside” by determining the ratio of lactic acid to 
pyruvic acid in the’ blood. In vitamin B, deficiency the 
amount of pyruvic acid rises above the normal. In 9 out 
of 13 patients treated with mapharside by the 5-day intra- 
venous drip method the level of pyruvic acid rose early 
and remained above normal until the treatment was finished. 
The blood sugar rose also, and the hyperglycaemia per- 
sisted during the treatment. Clinically there was an increase' 
in sensitiveness of arm and leg musejes to pressure. When 
these signs and symptoms had developed, the intravenous 
injection of 600 mg. of vitamin B, caused a fall in the sensi- 
tiveness of the muscles to pressure. The evidence presented 
by the authors cannot be considered complete, but their 
results clearly suggest that not only BAL but also vitamin 
B, is of value in the treatment of the lesions of the nervous 
system caused by arsenical poisoning. 

1 Thomas. E. W., and WstJer, G-, /. Amer, med. Ass., 1944, 126, 

* Arch. Derm. Syph., Chicago, 1947, 56, 634. 
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MEDICAL FOUNDATION OF EPSOM 
COLLEGE 

The Royal Medical Foundation of Epsom College appeals 
to all members of the medical profession who do not already 
do so to subscribe to the Foundation, the object of which 
is to help the families of less fortunate colleagues. The 
Foundation in 1948 has provided more than £18,000, as 
follows : 

£ 

50 ordinary pensions to medical men or their widows .. 1,500 

45 Foundation scholarships for boys (educated, clothed, 

and maintained entirely free of cost) . . 8,702 

13 scholarships for girls . . . . . . . . . 570 

Education of 28 boys at reduced fees . . . . 1,968 

140 pensions and annuities of varying amounts . . . 3,023 

Grants towards education of 56 boys and girls . . . 1,843 

Grants to medical men, widows, and spinsters . . ., 497 

In order to maintain this assistance the Foundation has to 
rely upon the generosity of subscribers and donors for over 
£14,500 a year. Without sufficient help from them the existing 
benefactions would have to be curtailed. Owing to lack of 
funds, many deserving applicants — medical men, widows, and 
children of school age — remain unassisted. The Sherman Bigg 
Fund enables the Foundation to make educational grants for 
those who cannot obtain scholarships. Donations to augment 
the income of this Fund will be most welcome. Subscriptions 
and donations for whatever aspect of the work may be sent to 
the Secretary, Epsom College, Surrey. 
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CHILD DEVELOPMENT STUDY 

It has long been felt by those concerned either with the health 
or with the education of children that a close study of growth 
and development, both physical and psychological, conducted on 
the same group of children in a parallel series of observations 
would yield valuable results. In 1947 Dr. D. H. Geffen, medical 
officer of health of St. Pancras, and Professor Alan Moncrieff, 
of the Institute of Child Health, placed before the Governors of 
the Foundling Hospital in London a scheme for utilizing their 
excellent facilities at Coram Gardens — residential nursery, day 
nursery, and nursery school — for teaching and research pur- 
poses. This was sympathetically received, and a further sugges- 
tion that a maternity and child-welfare centre might also be 
started on the same site by the reconstruction of a derelict build- 
ing was favourably considered by the authorities concerned. 

The next development arose when the Central Council for 
Training in Child Care, which is concerned with the training of 
boarding-out officers and house mothers under the Children 
Act, found a shortage of seniors who could take up posts of a 
supervisory character or as tutors in the various education 
schemes. The Institute of Education of the University of 
London and the Institute of Child Health therefore decided to 
put forward a plan for a joint training and research centre at the 
Foundling Hospital site. This was discussed with representa- 
tives of the Home Office, of the Ministry of Health, and of the 
L.C.C. Public Health and Education Departments. The two 
Institutes consulted their own Academic Boards' and governing 
bodies and a final scheme was decided upon, the financing of the 
teaching side beinc undertaken by the Institute of Education and 
that of the research side being shared between this Institute and 
the Institute of Child Health, with the approval of the appropri- 
ate Univcrsitv of London Committees and eventually of the 
Senate and Court. 

A joint commit'ee for the two bodies has been meeting to make 
detailed plans. On the training side the first course will begin 
in January. Provision has been made for the appointment of a 
senior tutor and a junior tutor and for visiting lecturers. 
Dr. Agatha Bowley has been appointed as senior lecturer 
in child care and Miss 3. E. Cass ns tutor in child care. 
Members of the teaching staff of both Institutes will take 
part in the course. Miss Cass has also been appointed as 
honorary educational supervisor to the day nursery on the 
M< 5 that there may be some general co-operation with 
'n relation to the training of probationers for the 
Nursery Certificate. On the research side provision 
- : -n made for t'so educational research assistants, for a 


part-time medical assistant, and for part-time assistance from 
the Child Guidance Clinic at the Hospital for Sick Children, 
Great Ormond Street. Plans for a pilot survey are well advanced. 
In addition to detailed observations on children in the nurseries 
and nursery schools it is planned to extend the investigation to 
babies in, the same area who are not attending such institutions 
One of the objects of the research programme is to attempt to 
assess in this way the educational values or disadvantages of 
the nursery or nursery school. Those concerned with the 
planning are endeavouring to take a long view, hoping to follow 
children through the nursery school to the primary school 
period, and even eventually to adolescence in the youth centte 
activities in the Harmsworth Memorial Playground, also on the 
site of the original Foundling Hospital. 
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HEPARIN AND DICOUMAROL 

At a meeting of the Medical Society of London on Dec. 13, 
1948, with Dr. Jennek Hoskin presiding, the subject discussed 
was the therapeutic action of anticoagulants. 

Dr. Paul Wood described the effects of heparin and dicou- 
marol in about 100 cases. Heparin was discovered over thirty 
years ago, but it was twenty years before it was purified for 
therapeutic Use. The dose of heparin was 50 mg. four-hourly 
for a fairly short time. It could be given by drip, 3 pints 
(1.7 1.) in 24 hours, each pint (0.57 1.) containing about 100 mg. 
If that dose were given, they could be sure that the clotting 
time would not be less than 10 seconds. Dicoumarol was a 
relatively new drug in this country. The dose given was usually 
300 mg. by mouth on the first day, 200 mg. on the second day. 
and 300 mg. on the third. It had no action for 48 oi 
perhaps 72 hours. Later the doses were determined by 
the effect on the prothrombin time. The reaction of patients 
differed considerably from the entirely resistant to the extremely 
sensitive. Dicoumarol could be dangerous ; an overdon 
resulted in severe haemorrhage, which was very difficult t< 
control. In his own experience and that of his colleague: 
vitamin K had no effect at all. It was very important to havi 
the prothrombin measured every day or every second day 
and to keep to round about 30 to 40 mg. per 100 ml 
He proceeded to give a few of the results obtained at hi: 
hospital during the last two years. Cases of pulmonary 
embolism numbered 20, 5 of them massive. The averagi 
duration of treatment was 26 days, and there were 5 deaths 
Cases of cardiac infarct numbered 23, the average duratioi 
of treatment was 27 days, and there were 3 deaths ; 7 case 
of cardiac embolism complicated by pulmonary embolisn 
were treated for 27 days, with 3 deaths. There were 3 cases o 
arterial occlusion treated for 14 days, with no deaths. 

Dr. Wood went on to discuss 10 cases of angina at res 
treated on the average for 29 day's. No deaths occurre 
until after the end of treatment ; there were two deaths latei 
The object of the treatment was to prevent coronary throw 
bosis, and it was extremely difficult to decide whether or nc 
coronary thrombosis would have taken place under a differer 
regime. The decision depended upon the adequacy of th 
controls, which were not easy to obtain. Contrasted wit 
nine controls treated in a different way. the advantage appeare 
to lie with the heparin and dicoumarol treatment. The sed: 
mentation rate was very helpful in finding out whether infarctio 
had taken place or not. Dicoumarol in therapeutic doses di 
not raise the sedimentation rate. One case was that of a docto 
who two weeks previously had suffered severe pain in th 
chest while walking. Later it affected him while he was i 
bed at night, and shortly afterwards be got the pain on th 
slightest exertion. The electrocardiograph was normal. H 
was put on heparin and dicoumarol for seven or eight week: 
This patient was thought to have an active pulmonar 
embolism, but that was shown not to be the case. He mad 
a good recovery and was now well. In another case substemr 
p3in had persisted for two months, and treatment was followe 
by complete recovery. The majority of these cases wer 
seen in private practice ; they were not commonly seen i 
hospital until after infarction. 
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v 0f ltle tu0 la ,e deaths tn this small croup of ten cases 
of angina at rest, one occurred suddenly about a month after 
the treatment had stopped, and the other patient died of 
\entncular fibrillation two or three necks after the cessation 
of treatment. The rest recovered without infarction and he 
offered the results for what the\ were worth 

Heparin in Arterial Surgery 

Mr Dickson Wright said that haemorrhage was such a 
dramatic and dancerous event that methods for us control were 
always being ciohed, but mtnviscular clotting had not received 
the same attention, and until recent years it was regarded as an 
unavoidable disease for which rest and patience were the onlv 
treatment It was now realized that man> more patients died 
of clotting accidents than of haemorrhage At present there 
were onh the two anticoagulants available, and administration 
was complicated so that the} could only be used m the preven- 
tion of impending thrombosis or in the treatment of established 
thrombosis Esen in this field there was hesitancy about using 
them, the 20°i death rate from embolism being risked rather 
than the negligible, but dramatic deaths from overdosage and 
haemorrhage It was often feared that heparin would soften 
the clot and increase the risk of embolism, but this was not the 
case. 

The great value of heparin lav in the treatment of thrombosis 
of the lower extremities starting spontaneously or post partum 
or post-operativelv It had been proved conclusively that once 
heparin was administered the clot did not grow 1 cm further , 
the clots m the lung and the local recent clot disintegrated and 
danger was practicallv over The earlier the disease was diag 
nosed and therapv instituted the less dancer did the patient run 
and the less permanent damace was done to the limbs Prophy- 
lactically heparin could be used in cases in which there had been 
thrombosis with previous pregnancies or operations It was 
given from 4S hours after the delivery, or operation until the 
patient was out of bed The dosage of hepann must be 
adequate It consisted of four datlv intravenous doses at 
8 a m., 12 noon. 4pm, and 10 p m The first and last doses 
were 12,500 units and the interm diate ones 10 000 , each 100 
units was 1 mg of heparin 

Mr Dickson Wright vent on tc describe the use of hepann 
in artenal surgery of the hnbs, ower aorta, and iliac arteries 
The value of hepann in these Cases lay in the preventirn of 
clots which tended to form at the suture lines of anastomosis 
and embolectomy incisions producing a secondary obstruction 
from artenal thrombosis In these cases the clotting time was 
important and should be left carefully at 30 minutes Blood 
transfusions could be given with heparin as an anticoagulant 
{ 2,000 units to each litre), and for the recently suggested method 
of bleeding the patient at the start of the operation and the 
return of the blood at the end it was the ideal substance He 
instanced manv other uses of hepann — in venesection m cases 
of polycythaemia, in inducing skm grafts to adhere with p asma 
glue, in the prevention of portal and other forms of thrombosis 
after splenectomy , m the treatment of gangrene, etc 

Dicoumaro! had the advantages that it did not require intra- 
venous injection and it was cheaper than hepann It was a 
selectrve liver poison Its antidote was a blood transfusion and 
vitamin K To control its use there must be ..n estimation of 
the prothrombin reduction in the blood The disadvantages of 
the drue were its two-day delay before it took effect — a gap 
which could be covered by hepann— and the cumulative action 
The Mayo Clime method of administration of dicoumarol was 
a single daily dose of 300 mg on the first day and on every 
day after this when the prothrombin was greater than 20 mg per 
100 ml When less than 20 mg per 100 ml no dicoumarol was 
given. If the figure fell below 10 units menadion bisulphite 
30 mg was given intravenously, and when dicoumarol was re- 
sumed with the prothrombin content nsmg above 20 units 100- 
mg doses were used Haemorrhage was countered by a fresh 
transfusion of citrated blood and 60 mg of menadion bisulphite 

Mr Dickson Wright said that when prothrombin estimations 
were hard to come by he himself recommended 300 me on 
the first day. 200 on the second and third day, 200 on the tenth, 
eleventh, and twelfth day 200 on the twentieth day, and 100 on 
the twenty-first and twenty second day He felt that the value 
of the drug, even without estimations, much more than compen- 
sated for the dangers of overdosage The drug was speciallv 


dangerous when used in long-continued small dailv doses or tr 
cases wrongiv diagnosed as thrombosis 
^The main indications for the drug were (1) m treatment 
of thrombosis in vancose veins, combined with “ elastoplast ’ 
support . (2) in the prophv lactic and curative treatment of 
deep thrombosis spontaneous or post parram or post operative 
(3) in prolonged forms of thrombosis such as thrombophilia 
gouty thrombosis, and thrombophlebitis micrans where the 
patient remained prone to thrombosis for many months 
Thrombophihc sufferers were wise to travel with a stock of 
hepann and dicoumarol and to know their responses to these 
drugs 

The President said that he had been particularly interested 
in Dr Paul Wood's description of the cases of angina at rest. 
He had always been afraid for the patient who came up 
with a very short history of angina (two or three weeks) The 
likelihood of the development of coronary thrombosis seemed 
to be much greater in his case What one would have likea 
would have been a drug available after coronarv thrombosis' 
had occurred but so far as could be seen — some work had 
been published in Amenca this year on experiments on dog? 
after ligating one of the coronary vessels — the results of 
using dicoumarol had been entirely disappointing 

Notwithstanding a crowded meeting no one rose to sustain 
the discussion, and the meeting terminated 


CLINICAL APPROACH TO NEUROLOGT 
At a meeting of the Devon and Exeter Medico-Chirurgical 
Societv on Dec 16 1948, Dr F M R Walshe spoke on 
the clinical approach to neurolory, defining ‘ clinical" as the 
method of direct study of the patient at the bedside by means 
of the five senses The vanous techniques elaborated within 
recent years for neurological investication said Dr Walshe, 
were tending to become substitutes for clinical investigation 
He discussed the scope and limitations of lumbar puncture 
in certain nervous diseases By the time cases of suspected 
intracranial tumour reached the specialist nowadays lumbar 
puncture had generally been done In such cases this was a 
useless and irrational procedure not without hazard Again, 
purelv clinical investigation was usually all that was necessary 
to diagnose disseminated sclerosis. Nevertheless, lumbar 
puncture, which mirht exacerbate symptoms in this malady, 
was often undertaken as a routine instead of as a last resort 
for the specific purpose of differential diagnosis in' exceptional^ 
difficult cases Dr Walshe wondered whv lumbar puncture 
was so often done in cases of multiple neuritis Tn acute 

anterior poliomyelitis it was sometimes justifiable — for example, 
to confirm the diagnosis or to exclude meningitis in a suspected 
case in a residential school — provided that the pathologists 
report on the fluid withdrawn was speedily rorthcominc It 
was not justifiable to perform lumbar puncture on a screaming 
und struggling child in the pre paralytic stare , indeed it mirht 
tip the scale m favour of paresis and against complete recoven 
if performed at a time when it was essential to keep the child 
still 

Turning to epilepsv Dr Walshe said that electro-encephalo- 
graphy was rapidly becoming a routine diagnostic procedure, 
though it was by no means infallible Chntcal judgment was 
still the most effective weapon for diagnosing this disease 
The diagnosis of expanding or space occupying lesions of the 
skull could in some cases be achieved onlv by ventnculographv, 
but many cases could be diagnosed without it Neurosurgeons 
were apl to be too ‘tumour conscious” and it was not always 
easy to decide when a ventriculogram should be done or 
whether it should be done at all Of all cerebral tumours 
nearly half were gliomata which could not be extirpated with 
out inflicting severe physical and psychic trauma In slow- 
grovving tumours not causing much disability, and where the 
patient s life was still worth living, one should hesitate to 
force the diagnostic issue All drastic diagnostic procedures 
threw an additional burden of responsibility on the doctor 
If the present trend continued unchecked the art and science 
of medicine would become submerced and the doctor would be 
little more than a glorified mechanic Dr Walshe concluded 
“ We must not be seduced from the clinical approach We/ 
must use ancillary methods not routinely but for speejf' 
reasons, and we must choose the best time to use them /' - 
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PERSIAN GULF MEDICAL SOCIETY 

A medical congress was held under the auspices of the Bahrein 
Island Medical Society on Nov. 4, 1948. All the doctors work- 
ing in the Persian Gulf area were invited, and 36 were able to 
attend the meeting. This congress, the first of its kind in this 
area, was in some ways experimental. It was desired primarily 
> to exchange ideas on the aetiology, diagnosis, and treatment of 
diseases endemic in this area. Secondly, it was felt desirable 
to explore the possibility of forming a more closely knit 
organization. Thirdly, it was believed that a meeting of this 
kind would do much to stimulate medical thinking in a section 
of the world where there is little access to large medical centres. 

The meeting was opened by the chairman, Dr. Robert J. 
Biggar, chief surgeon to the Bahrein Petroleum Company, Ltd., 
and president of the Bahrein Island Medical Society. The chair- 
man then introduced the speakers and conducted. the discussions 
based on the following papers: “ Report and personal interpre- 
tation of the International Industrial Congress at London,” by 
Dr. A. J. S. Perfect, Bahrein Petroleum Company, Ltd. ; 
“ Tuberculosis of the peritoneum treated with streptomycin,” 
by Mr. Allen-Mersh, Kuwait Oil Company ; “ Diarrhoeas 
encountered in this area,” by Dr. H. H. Golz, Arabian American 
Oil Company, Dhahran, Saudi Arabia ; “ External otitis,” by 
Dr. A. Anderson, Anglo-Iranian Oil Company. Abadan, 
Iran ; “ Back pain — causes and diagnosis,” by Dr. Joseph 
De Lougherty, Arabian American Oil Company, Dhahran ; 
and “ Soft penile ulcer,” by Major Wm. C. Marrett, jun., M.C., 
U.S. Army, Dhahran. 

An unusually lively discussion followed each address, and 
all the European, American, and Indian doctors were generally 
interested in drawing on the experiences of each other in con- 
sidering these conditions, which are prevalent around the Persian 
Gulf. A motion was put forward at the end of the meeting 
that a Persian Gulf Medical Society should' be formed from 
which committees would be appointed for the study of the 
problems of the area, certain groups to be assigned one phase 
of a disease for investigation and final reports to be correlated 
later. Plans were made for the meetings to be held semi- 
annually. 


Preparations and Appliances 


AN AID TO ORAL INTUBATION 

Dr. R. R. Macintosh, Nuffield Professor of Anaesthetics, 
Oxford, writes : During the past two years I have been experi- 
menting with large-bore oral endotracheal tubes of different 
shapes. One of the difficulties in passing tubes beyond a 

certain size is that the 
body of the tube 
obscures the view of 
.the cords through 
which the tip must be 
directed. In order to 
overcome this I thread 
the tube over a long 
gum - elastic catheter, 
the tip of which is 
then passed through 
the cords 'under direct 
vision (Figs. 1 and 2). 
Using the catheter as 
a guide the tube is 
gently pushed down 
into position (Fig. 3) 
and the guide is then 
withdrawn. 

I find this to be use- 
ful, too, when for one 
reason or another — 
e.g., a patient with prominent front teeth — exposure of the 
larynx is inadequate to pass a standard Magill tube easily. 
Here the tube is threaded over a catheter or even a wire with a 
bulbous end. The guide can be curved to direct it through the 
partially exposed glottis, after which the outer tube readily 
follows into position. Needless to say, it is necessary 
Teviously to abolish any relevant reflexes. 


Correspondence 


Marxist Genetics 

Sm,— Dr. H. M. Rose’s letter (Dec. 11, 1948, p. 1038) is a 
characteristic effort at defending an untenable position by the 
introduction of irrelevant questions. Lysenko has not deigned 
to criticize contemporary biology, nor has the official "U.S.S.R. 
Academy of Sciences,' unless the term criticism is now under- 
stood in Moscow to mean vilification. His vague remarks about 
germ plasm and permeable membranes have nothing to do with 
the point at issue, nor has his statement that Lysenko’s innova- 
tions have caused the Russian peasants to depart from their 
traditional conservatism. Lest these remarks of mine may 
appear to be somewhat harsh, I venture to quote extracts from 
Pravda, from a translation published on Aug. 27, 1948, in 
Soviet News by the Press Department of the Soviet Embassy 
in London. 

“ Michurin’s materialist trend in biology is the only scientific one 
because it is based on the principles of dialectical materialism — the 
revolutionary transformation of the world in the interests of the 
people. The Weissmann-Morgan idealist trend in biology is pseudo- 
scientific because it is based ultimately on the admission of divine 
origin in the development of the world — on the passive adaptation 
of man to permanent and unchanging laws of nature. ...” 

“ The results ol the session of the Lenin Academy of Agricultural 
Sciences have demonstrated the complete victory, in theory and in 
practice,' of Michurin’s teaching over the Weissmann-Morgan trend 
in biology. The victory of the revolutionary Michurin teaching over 
the reactionary teaching of Weissmann and Morgan is enormously 
important for the consolidation of the natural-scientific foundations 
of the Marxist-Leninist outlook, for the ideological upbringing of 
the progressive Soviet man, and for the practice of Communist 
construction. ...” 

” The U.S.S.R. Academy of Sciences forgot the instructions given 
by V. I. Lenin that ‘ partisanship ’ is inherent to materialism, and 
that materialism, whatever phenomena are being considered, must 
stand openly and directly on the viewpoint of a definite public group. 
For Soviet scientists this viewpoint is the interests of the working 
people, and the basis for their world outlook is dialectical 
materialism. ..." 

“ In an address to the great teacher and leader of the Soviet people, 
J. V. Stalin, the participants of the conference declared : * We promise 
you, Comrade Stalin, to take up a leading position in the struggle 
against idealist reactionary teachings, to clear all roads for the 
unimpeded development of progressive Soviet science for the sake 
of the great aims of our people, for the sake of the victory of 
communism.’ ” 

There can be no compromise when a political attack is made 
upon scientific truth, and the fact that Soviet biological science, 
so-called, is now an instrument merely of political propaganda 
should be borne in mind when the dialectical materialists attempt 
to discredit truth in the interest of politics. 

At the conference held in 1939 under the auspices of the 
journal Pod Znamenem Marxisma (Under the Banner of 
Marxism) Lysenko said, “When he grasps Bolshevism the 
reader will not be able to give his sympathy to metaphysics, 
and Mendelism definitely is pure, undisguised metaphysics.” 
“ The teaching of pure lines,” says Professor L. N. Delonei, 
“ is not free from metaphysics." And further : “ We roust 
proceed from dialectical materialism,” says Professor Polyakov. 

It is from this position that we must appreciate what genetics 
has contributed and what Comrade Lysenko has to offer.” 
“ Soviet biologists,” says M. B. Mitin, the chairman of the 
conference, ”... must master dialectical and historical 
materialism, and learn to apply the dialectic method to their 
scientific work.” And lastly, and most revealing: “In order 
to get a particular result, one must want to get exactly that 
result,” says Lysenko. “ If you want to get a particular result, 
you will get it.” (These words were quoted by U. Y. Kerkiss, 
and Lysenko interrupted his remarks to confirm their correct- 
ness.)— I am, etc., 

London. W.I. GEOFFREY BOURNE. 
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Delayed Diagnosis of Phthisis 

Sir. — 1 am grateful to your correspondents for raising certain 
points concerning my article, “The Practitioner’s Part in the 
Anti-tuberculosis Scheme” (Nov. 6, I94S, p. 832). It is 
apparent from Dr. Bertram Mann’s remarks (Nov. 20, p. 917) 
that I did in fact assume incorrectly that his cases were drawn 
from sanatorium practice. I am glad to learn, however, that 
there were even better reasons in 1943 for the longer delay 
• found before patients with symptoms consulted their doctors. 
Perhaps there has not been such improvement in the patients’ 
response to symptoms over the last few years as I had hoped. 
This would suggest even more strongly that widespread pro- 
paganda is urgently needed to educate the population to 
appreciate the need for action and the possible significance of 
symptoms. Such a campaign has already been strongly 
advocated by both Dr. Mann and myself. 

Dr. Ian McD. G. Stewart (Nov. 27, p. 957) quotes active 
cases discovered by mass radiography who proved to have no 
symptoms. All tuberculosis workers have of course met such 
cases, and more especially in mass radiography practice, where 
the present method of using the machines on presumably 
healthy groups tends to favour the discovery of a higher pro- 
portion of symptomless cases than would be found were the 
■whole population investigated: the patient with prominent 
symptoms is very likely to be off work and attending his doctor 
when the unit visits his place of work. On the other hand, 
active cases with no symptoms are relatively rare in clinic 
practice, which gives a more representative picture. Neverthe- 
less, as I have pointed out, the symptoms in the first instance 
may be minor in nature, and this was my very reason for 
stressing the importance of immediate radiography on the 
slightest suspicion. What other pointer have we that disease 
may be present ? The fact that most of the out-patients of a 
famous chest hospital “ prove to have nothing more serious 
than bronchitis” is no excuse for failing to refer such cases 
for radiography. Overstressing the more unusual symptomless 
case is more dangerous than attaching undue importance to 
symptoms, because it may lead practitioners to believe their 
efforts at diagnosis are not wort 1 while. 

Finally, I am surprised to see my suggestion that the anti- 
tuberculosis services are mediocre offending Dr. Mann. Does 
he really believe that they can be anything else if such delay 
in diagnosis occurs ? How can we deal effectively with cases 
diagnosed too late to treat 7 This factor in itself is enough 
to degrade any service that is supposed to be both pre-. er.tive 
and curative. For 25 years B.C.G. has been extensively used 
on the Continent, and yet we have not afforded it e\en an 
adequate trial in this country. Many chest clinics have no 
x-ray units on the premises. It is not by any means the recog- 
nized practice to employ fully qualified almoners in the service, 
even though tuberculosis is par excellence an example of a 
“social" disease. Following frequently belated diagnosis 
patients must in most instances wait six to nine months for 
adequate treatment, since domiciliary collapse therapy and 
management are only practised on a significant scale in very 
few areas. Our sanatorium waiting list almost doub ed in three 
: vears, so that in December, 1947, it reached over 8,000, whilst 
the beds available for tuberculous patients only increased bv 
10% during the same period. In some areas patients, having 
completed their medical treatment, find it impossible to obtain 
any form of adequate rehabilitation or light part-time employ- 
ment, so that breakdown following return to work is common. 

; England and Wales at present have some 30 mass radiography 
units operating, capable of x-raying only once yearly approxi- 
| mately 5% of the population between 15 and 55. Meanwhile 
the sputum-positive case is forced to live at home or m a 
common lodging-house through lack of hostel or night 
? sanatorium” facilities. - 

1 would therefore restate my opinion that we cannot consider 
. i the present attack on tuberculosis in this country anything but 
, mediocre. In large part this is due to a widespread failure to 
l appreciate the extent and urgency of the problem. Few people 
■; even in our own profession realize that the tubercle bacillus 
■ ' mis over half of those that' die within the age group 15 to 45 
- years— the group of course containing most of our workers ‘and 
f parents. — I am, etc.. 

. . Peter Stradung. 


Fluorides and Dental Caries 

Sir, — Public interest is naturally aroused when the possibility- 
of a simple cure or prevention for dental caries appears to 
have become a practical possibility. The connexion between 
high fluoride intake, mottled teeth, and lowering of caries inci- 
dence was first shown in this country' by Ainsworth. 1 Further 
research on the biochemical aspects was carried out in this 
country by Murray, 1 and since that time much work has been 
done in the U.S.A. and elsewhere. The whole matter has 
recently received a good deal of publicity in the U.S.A., where 
large-scale experiments on the artificial fluorination of drinking- 
water and on topical applications to the teeth are taking place.- 

Your leading article (Sept. II, 1948, p. 522) was rightly 
cautious, though a further letter from Mr. Stocker (Sept. 25, 
p. 617) was more hypothetically enthusiastic. My attention has 
recently been drawn to certain proprietary preparations contain- 
ing fluorides that are, or may become, available, and I feel that 
it would be as well therefore to review the situation as far as 
we know it, to evaluate the possible benefits and dangers. It 
would appear that the consistency of the fluorine-dental caries 
relationship is marked. On the basis of concomitant variation, 
the epidemiological evidence relative to domestic water supplies 
appears to be impressive. Within certain limits the fluoride 
variability cannot be altered without affecting the prevalence of 
dental caries. It can, I think, therefore be taken as an estab- 
lished fact that fluorine ingestion during the calcification of the 
teeth plays an important part in caries prevention. This clearly 
means that the optimum period for its action ’is during the 
period of calcification of the permanent teeth — i.e., from birth 
until the age of about 10. 

The evidence so far forthcoming that fluorides applied topic- 
ally to the teeth are effective is by no means so well marked 
as that showing their beneficial action when ingested. Recent 
work in the U.S.A. suggests that topical application may be 
effective, but the results obtained have been very variable, 'and 
even in the Editorial of the Journal of the American Dental 
Association (1947, 34, 700), from which Mr. Stocker quotes, it 
is stated that the “number of applications, the most effective 
concentration of the solution to be used, and the duration of 
the protective effect must still be matters of speculation and 
investigation.” Topical application, though recommended as 
a possibly beneficial measure, cannot therefore as yet be said 
to be a well-defined or accepted procedure. 

The optimum dosage of fluorides when ingested appears to be 
one part per million, over four parts per million tending to 
produce mottled enamel with unsightly discoloration. It is 
clear therefore that internal administration of fluorides should 
be carefully controlled, and is not devoid of hazards, as apart 
from the toxic nature of the fluorine itself administration of 
extra fluorine where a water supply already contains a sufficient 
quantity may produce severe disfigurement with ineradicable 
mottling of the teeth. There is at present very little precise and 
detailed information relative to the action of fluorides, and, 
while it has been suggested by Volker 1 that the solubility of 
the enamel is decreased by the fluoride ions replacing certain 
more soluble ions in the outer layer of the enamel surface, 
other workers believe that it acts by inhibiting enzymes, which 
may arrest -any local acid production. 

In 1947 the American Dental Association vetoed the use of 
all proprietary preparations for topical application until further 
evidence was forthcoming. As far as I know this veto has not 
yet been lifted. To summarize the state of our present know- 
ledge, therefore, it can be said that : 

(1) Optimal fluoride ingestion appears to inhibit dental caries when 
its ingestion takes place during the period of calcification of the teeth. 

(2) The evidence that topical application following eruption of the 
teeth is beneficial, though promising, is as yet by no means conclusive. 

(3) The mechanism by which it. acts is not yet fully understood, 
and the optimum strength of solution, frequency of application, -and 
duration, if any, of effect are as yet unknown. 

(4) Ingestion of excessive amounts of fluoride leads to very 
unsightly mottled enamel. 

(5) Fluorine is a toxic substance 

With penicillin it was very wisely decided that it should not 
be released for general use until large-scale controlled clinics)* 
experiments had been done to evaluate its worth and limitatior 
It would be a pity, I feel, if fluorides are to be made avqjr 
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to the public in this country before adequate trials have been 
performed. I do not know what proprietary preparations may 
come on to the market, but in one that 1 have seen a leaflet is 
enclosed, from which 1 quote : 

“There is abundant evidence that caries is a ‘deficiency disease ' 
due to deficiency, not of vitamins, but of a substance called fluorine, 
an element which occurs in drinking water, but rarely in sufficient 
quantity to prevent dental decay. - 

“ The fluorine in drinking water is * taken up ’ by the enamel of 
the teeth, but there is ample proof that the same effect is produced 
when, instead of being swallowed, fluorine is applied to the teeth in 
the form of XYZ, and teeth which are regularly and correctly 
fluorized by using XYZ are highly resistant to caries. This effect 
quickly becomes evident by the disappearance of * decay spots,’ 
and of toothache arising from them.” 

It is admitted that this preparation states on the outside of 
the box that it is supplied only on a medical or dental prescrip- 
tion. At the same time the statements contained in the leaflet 
are so clearly unjustified that much harm might ensue. Surely 
it would be wise to take a leaf from the American book and ban 
the use of such preparations until further evidence becomes 
available. — I am, etc., 

London, W.l. ALEXANDER MacGrEGOR. 
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Penicillin Dosage Schedules 


Sir, — Y our editorial CNov. 27, p. 946) raises a number of 
important issues, the most important of which receives the least 
discussion. Before the study of antibacterial drugs in vitro can 
be directly applied in clinical medicine certain preliminary com- 
parisons must be established. With respect to the drug the four 
relevant factors are: the bacterial growth phase in which the 
drug is applied, the bacterial sensitivity to the drug at (hat and 
any subsequent growth phases, the concentration of the drug, 
and the time during which the drug is allowed to act. For a 
direct in vivo comparison to be valid it must be shown that these 
four factors correspond. Besides this, it must be shown that the 
growth of the bacteria is similar in the two environments and 
that, in both, drug-resistant variants are equally likely (or 
unlikely) to be “ favoured." 


It is correct to state that m a fluid culture receiving penicillin 
before incubation (i.e., during the stationary phase of the organisms) 
and then incubated and observed at intervals staphylococci of the 
“ naturally sensitive ” variety are more rapidly killed (as detected by 
lysis) by small than by large lethal doses of the drug. This is shown 
for instance in the nephelometric studies of Kirby 1 and was directly 
observed under the incubating microscope by Gardner . 1 The 
Explanation is that these organisms arc far more sensitive to penicillin 
n the phase of logarithmic division than in die “ lag ” phase, and 
iractically insensitive in the resting phase . 5 It appears that in the 
iresence of high concentrations of the drug the organisms do not so 
eadily pass into the logarithmic phase, and so a longer time elapses 
leforc they are killed, over the range of drug concentrations tested 
Certainly cell division proceeds more slowly from the beginning in 
iigh than in low lethal penicillin concentrations . 4 Similarly, when 
jenicillin is added to a full-grown culture or to cells suspended in 
saline, lysis is again delayed . 5 4 If, however, penicillin is added to 
' sensitive ” staphylococci already in the logarithmic phase of divi- 
sion, rapid lysis follows , 5 even apparently with more than a thousand 
times the minimal lytic concentration of the drug (Todd 1 ). In 
Todd’s work the difference in the rate of lysis of different " sensitive ” 
staphylococcal strains did not appear to be great. 

In applying this work to therapeutics we must confess that we still 
know very little of the rates of multiplication of staphylococci in the 
human body, although it may reasonably be supposed that in a 
rapidly developing infectious lesion the multiplication of the organ- 
isms is fairly free, and probably slower when the lesion is well 
localized. These data are manifestly insufficient for accurate com- 
pamon with m vitro studies to determine “the theoretical ideal ” of 
penicillin dosage schedules. It may be noted that in the mouth, one of 
hi pcniclll ' n acl ' on can be closely studied in man, 

b -. r , m?nn,« r h r f c -° f b:lctcrial kil ><ng is found in the first 
"'tVa ! from starting to suck a penicillin pastille,’ suggesting 

e h hi»Mv°« ,y ° f -M he mo /' !h bacltria arc actually in a growth 
issucSure « C , C t-‘ , t0 fa,r,y hish concentrations of the drug, 

•olution of this problem ° ^ '° W ^ much to 


Surely the fundamental principle is this: that in the p 
state of knowledge the determination of penicillin c 


schedules is essentially a clinical study. It was in the pages o 
this Journal that Wheatley* described six (and probably ; 
seventh) cases of characteristic staphylococcal lesions tha 
responded well to penicillin given in doses up to 200,000 unit 
systemically once or twice daily. One’s own experience i: 
similar. It is also well known that localized staphylococca 
lesions respond well to relatively enormous concentrations 
penicillin established in the pus. 10 If comparison with theoreti 
cal work is desired, it may be argued that the studies of Todc 
amply justify the high-dosage treatment of developing staphylo 
coccal lesions ; but such comparisons are essentially misleading 
because they ignore the part played by the defences of the host 
Here there are two factors to consider — the virulence of tb< 
Tesistant variants and the susceptibility of organisms submittec 
to bacteriostatic concentrations of penicillin. 

On the first point the evidence is quite clear: at any rate th< 
great majority of variants with a marked increase of resistance 
arising in staphylococcal populations are of low virulence and 
in vivo, are easily destroyed by the defences of the host.” 1 
Their low virulence has been confirmed in man (but only for t 
proportion of strains) by Blair, Carr, and Buchman. 15 Sucl 
resistant variants are of course “ favoured ” in artificial culture 
and, as they are quite common, the validity of in vilro-in vin 
comparisons is at once questionable. On the second point then 
is less evidence, but it is believed that bacteria whose growtl 
is arrested by specific drugs are more susceptible to phagocytosi' 
than while actively growing. 

It must also be remembered that a localized staphylococca 
lesion is not in free communication with the blood strearr 
(anyone who has “ pressed out ” a boil will have noticed hov 
much trauma may be inflicted without free haemorrhagi 
occurring). This means that drugs can only reach such a lesiot 
from the blood stream by diffusion through the fibrin barrie: 
deposited under the action of the staphylococcal coagulase. Foi 
an adequate concentration to reach the inner part of the lesion : 
much higher concentration must be present in the blood stream 
As these effects remain unmeasured, a high blood concentratior 
is indicated in such conditions. It is known that before thi 
drainage of a “ ripe ” abscess very little penicillin may diffusi 
in, but that as soon as the pressure is released the drug is ablf 
to penetrate freely.’ 4 As abscess is the characteristic staphylo 
coccal lesion, this gives good grounds for obtaining as higl 
a blood concentration as possible (even if only for Jimitec 
periods of time) if the state of tension in a staphylococca' 
lesion is unknown. It has also been shown that too stnal 
concentrations of penicillin seem to stimulate the growth oj 
staphylococci. 15 15 

By all means let us study these newer penicillin preparations 
but let their proper usefulness as well as their “dosage 
schedules" be assessed by clinical trials rather than by labora- 
tory studies which, however valuable in another context, are of 
uncertain relevance here. — I am, etc., 

Montana, Switzerland. G. I, C. INGRAM. 
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Mallet Finger 

Sir, — Perhaps it is not popular to question the economics of 
some procedures in the practice of medicine to-day, but surely 
we cannot be such purists as to ignore the financial cost of 
particular treatments to an individual and the community. 

There is one injury which is common at work and in the 
home — the mallet finger. It is striking how much time can 
be lost with this condition and I claim a large proportion of 
it as a result of treatment. In a group of 9,000 workers over 
thejlast seven years not a few mallet fingers have been seen, some- 
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concentration of penicillin in the mouth for three 
to four hours. It is thus the preparation of choice 
in the treatment of Vincent’s infection, tonsillitis and 
other buccal and pharyngeal infections due to 
penicillin-sensitive organisms. 


PENICILLIN CHEWING GUM A&H 

In packets of six pieces, each piece containing 5,000 i u. penicillin (calcium salt) 


’aa&n.Q a aQoaiua^/9 



ij in direct proportion to the length of action 
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times immediately and sometimes from days to years after the 
injury. It is difficult to find a case where extension has returned 
to the terminal joint. Some of these have had the appropriate 
plaster-of. Paris fixation, others have had operation, and one 
an arthrodesis. Others, have had no treatment whatever, con- 
tinuing at work, and the impression has been that the best 
result is in the latter class. AH have had jobs where the residual 
dropping has not been likely to interfere with their skill to 
any appreciable extent, and the impression is that those who 
have carried on work, and where there has been no eSort to 
correct the deformity, have quickly accommodated themselves 
to it. 

Some idea may be reached of the economic factor from these 
two cases. A man was under treatment for one year for this 
condition in the little finger and lost some three months from 
work during this time. A woman injured at work on luly 6. 
194S, is still away from work — five months of treatment by 
plaster and operation. Incidentally, although a pan-time 
worker averaging 35s. a week, she receives 45s. a week for 
an industrial injury, not because she is malingering but, it is 
suggested, as a. result of over-enthusiastic treatment. These 
cases, by virtue of the form of the plastic fixation, are difficult 
to accommodate in work while under treatment. 

While it is realized that this letter gives impressions and 
not statistics, it may be that it will stimulate discussion and 
inquiry into treatment given without thought to financial dis- 
ability, and possibly without knowledge of the probable ultimate 
function. It would be desirable to carry out a planned investi- 
gation of this problem. — I am, etc., 

Binninfibsm. W. J. Lloyd. 


This case shows two points of interest (1) The dose of curare 
compound used was so small that there was no danger of inter- 
fering with respiration, yet it was sufiicient to abolish spasm 
in a fairly advanced case. (2) There was no obvious mode of 
entry found. The child's arms and legs showed a few' healed 
scratches only, and no other wound was found. From this 
point of view it is interesting to note that a farm horse at 
the child’s home contracted tetanus a year ago arid was' cured 
with tetanus antitoxin, suggesting a heavy implantation of the 
child’s environment with the bacillus. — I am, etc., 

Bjtrmtr-Ia~t T amea. Asse L. BaKLOW. 

Anaesthesia in Ludwig’s Angina 

Sir, — The danger of intravenous anaesthesia for incision of 
acute inflammatory swellings of the neck has long. been recog- 
nized, yet only recently a case was described to me which very 
nearly ended tragically. 

A resident, called upon to give the anaesthetic to a case of 
Ludwig’s angina, consulted the latest edition of a standard surgical 
textbook and found that intravenous anaesthesia was recommended 
as the method of choice. Accordingly he administered “ pentothal.” 
Breaching at once became obstructed and extreme cyanosis developed. 
The surgeon proceeded to perform tracheotomy, but alter he had 
made the skin incision the anaesthetist managed to persuade an endo- 
tracheal tube past the obstruction into the trachea. This patient 
made a complete recovery, though only after twenty-four hours of 
delirium. Before operation, I am told, there was visible oedema in 
the floor of the mouth, and in this and in similar cases one might 
expen some oedema to be present in the pharyngeal wall and in the 
glottis without necessarily causing any symptoms of respiratory 
obstruction prior to anaesthesia. 


Prc-suppurativc Amoebic Hepatitis 

Sir. — D r. James T. Harold in his letter (Dec. 11, p. 1034) states 
that no recent record exists of an amoebic liver abscess in a 
patient who has never left this country. He (and others) may 
be interested to hear of a case in the Queen Elizabeth Hospital, 
Birmingham, at the present time. The patient had a large sub- 
phrenic abscess which was opened and drained. He gave a 
history of a fortnight's diarrhoea ; proctoscopy led to the 
discovery of ulcerations of the rectum. A portion of ulcerated 
epithelium was removed and upon examination proved to con- 
tain cysts of Entamoeba histolytica. The patient has never 
been out of the country in his life, and for the last ten years has 
never even been out of Worcestershire, except to come to this 
hospital. 

I owe my thanks .to Mr. A. L. D'Abreu, whose patient he is, for 
allowing me to write this letter. 

— 1 am, etc.. 


The sequence of events in these cases would appear to 
start with laryngeal spasm. Pentothal is known to increase 
the laryngeal reflex, and the presence of oedema in the nearby 
tissues probably provides the exciting factor. Asphyxia result- 
ing from this spasmodic occlusion of the larynx gives rise to 
venous engorgement of the head and neck, ‘which increases the 
oedema and finally results in complete obstruction. Obstruc- 
tion will still be complete even when the spasm of the larynx 
passes off, as it invariably does before death. It follows, there- 
fore, that in the absence of tracheotomy or intubation the 
patient must die. 

Anaesthesia for these cases must be non-irritating and not 
liable to give rise to laryngospasm. Cyclopropane or chloro- 
form given with plenty of oxygen are the agents which best 
fulfil these requirements. It is scarcely necessary to add that 
instruments for tracheotomy should be ready in every case of 
this nature. It seems deplorable and very hard on young resi- 
dents, not to mention patients, that such misguided advice 
should be perpetuated in recent editions of reputable surgical 
works. — I am, etc., 

Suttcrp. Surrey. JOHN H. WlLt-TS. 


Curare in the Treatment of Tetanus 

Sir.— I n view of the current interest in the treatment of 
tetanus with curare compounds the following brief case report 
may be of value. 

A patient, a boy ol 9, was admitted to hospital after a three 
days’ history of trismus, with painful muscular spasms for twelve 
, hours. On examination he showed marked trismus and a consider- 
able degree of rigidity of the spine, especially marked m the cervical 
and upper thoracic region. Muscular tone was raised generally, 
and ireflexes were brisk. Examination of the child was sufficient to 
provoke an attack of muscle spasm with typical "risus sardontcus 
and acute pain in the cervical region. 

Tetanus antitoxin (24,000 i.u. diluted with 10 ml. of pyvogen- 
free water) was administered intravenously at once and a furtner 
30,000 i.u. given intramuscularly. The patient had been given 3,000 
i.u. before admission to hospital without ill-effect, so chances of 
anaphylactic shock were considered negligible. At the same trme 
sedative treatment was instituted by giving soluble phenobarbuone, 
gr. H (0.1 g.) six-hourly, and 0.05 mg. d-tubocuranne chloride also 

The following day the dose of 30,000 i.u. of antitoxin was 
repeated intramuscularly. The patient had had no further spasm 
and was able to swallow semi-solids without difficulty. Treatment 
with curare and soluble phenobarbitone was continued, and after 
three days the time interval between doses was lengthened until at the 
end of seven days the drugs were being given twelve-hourly. Treat- 
ment was then discontinued. Apart from a slight restriction of jaw 
movement the child felt well and was discharged one week later. 


The M'Naghten Roles 

Sm. — Dr. Henry Yellowiees (Dec. II, 1948, p. 1034) has 
written without fear of ofience, and 1 am sure that he will 
permit me to do the same. He has produced the usual stock 
arguments, for which I am most grateful since it allows me to 
show their flimsiness. It is surprising, for instance, to see the 
old one, so beloved of the cheap press, regarding”" Law from 
Harley-Street.” Whether Dr.. Yellowiees likes it or not, the law 
is dependent on medical opinion. First, the accused may’ be 
unfit to plead. How is that derided ? On a doctor’s opinion. 
Secondly, even if condemned to death, there is a proviso in the 
Criminal Lunatics Act, 1884 (Section 2, subsection IV), by 
which two or more legally qualified practitioners can be asked 
to examine the prisoner and inquire as to his insanity. So the 
law does come from Harley Street. 

I am sorry that Dr. Yellowiees would hesitate to certify a 
patient, who “ stated that his father bad been insane and that 
he himself had impulses to murder children.” I am certain 
that no judge in chambers would allow an action for malpraxis 
against me if I certified a man for such impulses, and no com- 
missioner in lunacy would dare to question such a certificate. 
The reasons for certification are that the patient is (1) dangerous 
to himself or others, or (2) in need of care and treatment. Most 
patients in need of treatment will go voluntarily to hospital,^' 
in general patients are certified because the 
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This does not mean that they are dangerous all the time, but 
have brief impulses, potentially homicidal or suicidal, etc. What 
is more contradictory than that a patient should be certifiable 
because he is dangerous and yet we should regard him as 
responsible if he kills anyone ? How a competent lawyer or 
psychiatrist can’ accept such a proposition is beyond my 
comprehension. 

I am sure that Dr. Yellowlees has a wide legal acquaintance, 
but what a pity he never knew Lord Bramwell, who stated, 
“Nobody is hardly ever really mad enough to be within the 
definition of madness laid down by the judges’ answers ” ; or 
Lord Chief Justice Coleridge, who said, “ The judicial decisions 
.on questions of insanity were bound by an old authority which, 
by the light of modem science, was altogether unsound and 
wrong.” The young barristers I meet express uneasiness and 
dislike of the rules. 

Dr. Yellowlees accuses me of expressing “a travesty of the 
facts.” Well, let them speak for themselves. I cannot burden 
your columns with long lists of disputed cases, but to examine 
two recent ones: First, a young man whose father has been 
psychotic and who himself was always odd enters a hospital 
ward and removes a child he has never previously seen. He 
smashes it to death against a wall. Is this insane act regarded 
as a sign of mental disease and the man sent to Broadmoor ? 
No, the M’Naghten rules are invoked and he is hanged. The 
other case is of a young man who has been an obvious psycho- 
path since puberty. He has been in Borstal and thrice lost 
commissions in the Services. He is sexually abnormal — a sadist 
and handkerchief fetishist. He flogs a woman to death with a 
riding quirt. Then he cuts a girl to pieces. These senseless 
crimes are not regarded as signs of insanity, and the man is not 
sent to a criminal mental hospital. No, the M'Naghten rules 
are produced and he is hanged. If these men were sane, then 
my criterion of sanity is all awry. 

May I state that I am not trying to interfere with the expert’s 
duty to assist the court, but to persuade politicians to alter the 
law to something sensible, logical, and in accordance with 
modern psychiatry, when I suggest that legal and medical 
insanity should be regarded as identical ? May I offer the hope 
that both Dr. Yellowlees and I shall live to see this accom- 
plished ,? — I am. etc.. 

Londou. w i Clifford Allen. 

t Femoral Hernia 

Sir, — I should like to express my agreement with Mr. Andrew 
G. Butters (Oct. 23, 1948, p. 743) in his advocacy of the low 
operation for femoral hernia, though one should always be pre- 
pared to use the high (Annandale) approach in 'the exceptional 
case. Thorough freeing of the neck of the sac, as he stresses, 
is very important to secure adequate reduction. 

I think the best technique to use is that described long ago 
by Macewen, 1 who used a puckering stitch to transform the 
sac into a pad to block the upper end of the canal. Instead 
of the single strand he used I prefer to run a catgut suture 
up one side of the sac across the neck and down the other 
side. When this has been done the sac with its adherent 
fat is reduced into the abdomen, and with one finger blocking 
the femoral "canal each end of the suture is pulled tight so 
that the sac is formed into a pad, and the ends of the stitch 
tied. A pull on the catgut will tell in the majority of cases 
that the canal is safely closed, in which case, when a local 
anaesthetic has been used, the patient may safely walk out 
of the theatre. 

I am less inclined to agree with Mr. Butters’s view that 
because a femoral hernia usually makes its appearance at the 
age of 50 years or later the majority of femoral sacs are 
acquired. 

Some years ago I had charge of a woman of about 50 years of 
age who was admitted with a mass in the right iliac fossa and a 
recently acquired, rather tense right femoral hernia. The former was 
regarded as an appendix abscess and expectant treatment decided on. 
After about a week she became anxious to go home, but it was 
considered that the femoral hernia at least was a danger, and it was 
explored At operation a thin sac was found to be filled with 
blood-stained fluid. The neck of the sac was so narrow that some 
persuasion was required to introduce a probe-ended dissector into the 
abdomen and when this was done blood-stained fluid trickled from 


the abdomen. Laparotomy then revealed similar fluid in the 
abdomen and a fixed growth apparently arising from the right ovary. 
Such a sac could hardly have been acquired, and it is easy to imagirie 
a congenital sac with a narrow neck remaining dormant till, with 
advancing years, loss of supporting fat in the femoral region allows 
a tongue of omentum to slip down and produce a hernia. 

Incidentally, it may be mentioned here that a useful relractor 
for the suture or transfixion of the neck of funicular sacs may 
be devised from the common or kitchen four-pronged fork, the 
ends of the two medial prongs being bent away from the 
midline of the instrument to prevent their being entangled 
in the tissues. The instrument is slipped over the sac, and the 
assistant uses one hand to press it firmly against the abdomen 
while his other hand pulls the sac firmly forward. The 
abdominal contents are kept from entering the sac and the 
surrounding tissues clear of the surgeon’s needle. — I am, etc., 

Birminubam • J. W. RlDDOCH. 

Refer ence 

l British Medical Journal, 1887# 2, 1263. 

Nephritis in Textile Workers 

Sir, — Dr. G. Herdan (Dec. 18, 1948, p. 1083) makes some 
statistical criticisms of my article on this subject (Nov. 15, 1947, 
p. 771), but I cannot agree with his conclusions. In the first 
place he suggests that my series of personal cases is not a 
representative sample of the population because it does not 
show deaths from nephritis or from malignant hypertension 
in the older age groups. Evidently Dr. Herdan is not very 
familiar with renal disease or he would know that both condi- 
tions are extremely rare over the age of 50. I do not remember 
ever seeing a case of malignant essential hypertension over the 
age of 60. Benign essential hypertension does not occur in my 
table because it does not cause death from renal disease. It is 
largely for these reasons that I am so certain that the Registrar- 
General’s deaths from so-called nephritis are mostly not renal 
deaths at all. 

I cannot agree either with Dr. Herdan’s second point that 
deaths from nephritis in textile workers should be compared 
with deaths in the whole population rather than with deaths in 
social classes III and IV, from which textile workers are drawn 
Surely if there were any increased incidence of nephritis due 
to occupation rather than social circumstances my comparison 
is the only one by which this could be shown ? 

Finally, I do not wish my statistical analysis to be taken 
proving anything, as I clearly said in my conclusions. The 
whole paper was merely written to expose what is still the 
greatest fallacy of all statistical argument — namely, the facile 
assumption that the data from which the statistics have been 
compiled are sound. 

The question of renal disease in textile workers is now being 
investigated in the field by Professor Lane’s department, and 1 
have no doubt we shall have the answer shortly. — I am, etc.. 

Manchester ROBERT PLATT. 

Treatment of Simple Ganglion 

Sir. — The present teaching on the subject of simple ganglia is 
inadequate, for in many cases a wrong diagnosis is made — e.g.. 
fibroma, neuroma, osteoma, chondroma, bursa, and even sar- 
coma. In a few cases seen diagnostic x rays have been taken 
and, in some, unfavourable prognoses had been given. The con- 
dition is common in factory workers, steel workers, miners, etc.. 
and there can be little doubt that heavy' work and strain are 
aetiological factors. 

The treatments usually advised in surgical textbooks are: (1) Do 
nothing in the hope of spontaneous disappearance. This is unsatis- 
factory, for if a patient comes to a doctor with a swelling he expects 
something to be done about it. (2) Hitting the swelling with a hard 
object such as a book. This is clumsy and possibly dangerous. In 
many cases e.g., in the palm of the hand — it is often impracticable. 
This treatment should cease to find a place in modern textbooks. 
(3) Aspiration and injection of a sclerosing fluid. This is painful, 
disabling, and often unsuccessful. It is not to be advised. (4) Inci- 
sion with a tenotome and expression of the contents. (5) Excision of 
the swelling This is a major surgical procedure, necessitating a 
general anaesthetic, most careful asepsis, and subsequent rest. It 
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leaves a permanent and often unsightly scar, and is often followed 
by recurrence. 

Most surgical textbooks advise excision of the swelling as the best 
treatment. No mention is made of what is bv far the simplest ecs-est 
and most satisfactory treatment. In the great majority of cases 
ganglia can bo cured by the application of firm, steady pressure tvith 
the palmar aspect of the cud of the thumb to the swelling — -the 
thumb being supported by the fully flexed fingers. The part should 
be resting on a bard, firm base, such as a table or desk Tremendous 
pressure can be exerted, but it is accurately controlled, and, as the 
swelling goe 5 , it is quickly and automatically relaxed. In super- 
ficial swellings in thin patients the jelly can be seen to disperse in the 
tendon sheath. The ganglion is a collection of jelly in a dhmiculum 
of the sheath. 

Some discomfort, hardly amounting to pain, is felt by the patient, 
but he may be reassured that the surgeon will possibly feel as much 
discomfort. It is important that the surgeon should not strain 
or damage his own metacarpo-phalangea! joint, for considerable 
pressure has sometimes to be applied. If the patient is unwilling to 
accept (be discomfort involved, or if very considerable pressure is 
necessary (and this is not usual), local infiltration wnh procaine may- 
be used. In a very nervous subject a little cas may be administered 
or intravenous *' pentothal," though this should rarely be necessary-. 
Most cases are very easy to do, bur a few are difficult, and it is 
not always possible to foretell which will be the easy ones. Generally* 
the ganglia with a bony background are easy, and those with a 
soft-tissue background are not so easy. 

In the great majority of cases this treatment is successful, but 
in a few — those in which the opening into the tendon sheath is 
small or the jelly very solid — the swelling cannot be dispersed. 
In such cases puncture of the swelling with a fine tenotome after 
infiltration with procaine and subsequent pressure is the treat- 
ment lo be adopted, and is effective. The results of treatment 
are very good indeed: most cases can be dispersed, and few- 
recur. If there is a recurrence, the treatment is repeated. 
Excision is not the best treatment and should seldom, if ever, 
be necessary. — 1 am, etc.. 

RoU-.etbam ■ ERIC COLORHX. 

Temperature Recording 

Sir. — I t is interesting to see confirmed by Professor Alan 
Moncrieff and Dr. B. I. Hussey 'Dec. 4, 1948, p. 9721 what one 
was taught as a student about temperatures. I should like to add 
a general practitioner's comments. The article does not empha- 
size the need to test thermometers. I once found a variation of 
2° F. (1.2° C.) in a dozen thermometers certified as accurate. 
Position does not seem to me important, except to avoid the 
cavernous, sweat-soaked axillae of neurotics, also the rectum. 
Perhaps I am exposing some psychological kink when I say 
that I feel interference with the rectum should he limited to 
those digital examinations which can only be made P.R. 

My practice is to use any one of three positions— the groin 
in children, the mouth in older children and adults, and the 
axilla only when there is an Ob' ious throat or mouth condition 
involving gross risk of cross-infection. I make a correction 
for groin or axillary temperatures and record all readings as 
though they were buccal. 

The time factor is rightly emphasized. I think I take not 
less than thirty temperatures a day, and allow at least two 
minutes for each— more, if there is doubt. This involves an 
hour a day: but it is not difficult to use this time pulse- 
recordinc, examining ears, soothing relatives, etc. It is worse 
than useless — and, fam afraid, a common fault in hospital and 
general practice — to make hasty and inaccurate temperature 
records. 

Finally, one should not forget that the “normal tempera- 
ture is merely an average. On a hot summer evening in Eondon 
the temperatures of tw-enty patients with “ afebrile disorders 
were between 98.6” F. (37° CO and 99.2° F. (37.3° C.); whereas 
off the coast of Newfoundland on a winter morning 1 recorded 
a succession of temperatures below 96 F. (35.6 C.}. Apart 
from climate, many patients vary from the normal. For this 
reason l take the first opportunity to record the normal tempera- 
ture and pulse of a patient — e.c., when he brings his panel card. 
In this way one knows that even a pulse rate of 60 may be tachv- 
cardiac and a temperature of 98.6° F. subnormal. I have a 
crest respect for a thermometer — if it is a good one used 
intellieently.— 1 am, etc., 

w mb ,o-. Middice,. M - c - Andrews. 


Sir, To many of us Dr. C. Killick Millard will always be 
associated with vaccinia, and it was a pleasure to hear his 
voice again (Dec. 18, 1948 , p. 1073) in vindication of his well- 
known views on the subject. While ] have subscribed to some 
of his arguments in the past I do not share his complacency 
about the future. Compulsory vaccination of infants, despite 
the exemption clause, was a procedure that few medical men 
could push with a clear conscience. I have always felt that 
the advantages, disadvantages, and possibilities should be clearly- 
explained to the parent, and that no donor should take the 
responsibility of advising yea or nay. 

Mass vaccination of a community threatened with smallpox 
is seldom, if e'ver, justified. At the same lime vaccination is 
the specific measure against smallpox and should be employed 
promptly and accurately where indicated. The medical officer 
of health who panics and advises mass vaccination is like the 
sportsman who “ browns ” the covey instead of picking his 
birds in front, and the results are comparable. If — to follow 
up the simile — he fails to pick up the wounded birds (those 
inoculated but not yet showing a “ take ”) or permits them to 
escape into the next parish, the results may be disastrous. I 
have not been impressed by the claims of those who have 
attempted to justify mass vaccination, not only for the reasons 
which Dr. Millard gives regarding self-limitation of smallpox, 
but also because of the fact that in most instances the measure 
was adopted too late to be of any effect. It is just possible that 
compulsory vaccination reduces the effect of the first impetus 
of an epidemic and thus gives us time to mobilize our forces, 
but it may be argued that it may mask the initial infecuon. 

Medical officers are now expected to “push’’ vaccination as 
they do immunization against diphtheria. The only reason 
which I. personally, can advance for the vaccination of an 
infant is that in later life, should he be compelled to be vacci- 
nated, he will have less risk of contracting encephalitis. 
Similarly, I would feel bound to point out the danger of 
primary vaccination to an adult in need of protection. Tne 
obvious policy is to produce a vaccine which will not carry 
a risk of causing post-vaccinal encephalitis and which we can 
advocate with confidence. — I am. etc.. 

Kirkaldr. Fifi JxXtES R. W. Hxr. 


POINTS FROM LETTERS 

Proof-readers’ Disease 

Dr. J. S. Meighan (Bridge -oi-\\eir, Renfrewshire) writes: I 
claim to have discovered a new disease — proofreaders’ carelessness. 
Almost all books nosv published in this country have many more 
printer’s errors than before the war The disease is not con- 

fined to books but also affects newspapers. . . . How is it that 
almost any American book one picks up, or book primed in our 
Dominions, has much fewer misprints? 

O Russia ! O Mores l 

Dr. Ashley A. Robin (Burley-in-Wharfedale. Yorks) writes: 1 regret 
having to take you up so soon after critiriring your reviewer Dr. 
Darlington, but after reading the annotation ” O Russia! 0 Mores! ” 
fDec. 4, 1948, p 991) I wonder whether the real issue is one 
of an individual bad reviewer or whether it is a fact that this review 
was in keeping with your recent treatment of Soviet science in general. 
On Aug. 30, 1947, in a leading article entitled ” Ourselves and the 
Russians,” you dealt with aa article entitled “ The Sham Political 
Neutrality of the British Medical Journal ” which had. appeared in 
Meditsinsky Robot nik. The British Medical Journal was accused of 
44 a tendency to preserve silence on and to ignore the achievements 
of Soviet medical science . . , and to publish mendacious informa- 
tion.” This was hotly denied, and a ‘* sincere desire to inform British 
readers of the advances and the contributions of Russian medicine " 
was expressed. Since then there have been four contributions dealing 
with Soviet affairs. These articles were uniformly hostile. The last 
article by a Soviet contributor was on Dec. S. 1945. In it V. Farm, 
reporting the Soviet Academy of Medical Sciences, says: **AU the 
speakers mentioned the achievements of medical science in Europe 
and (he ITSA.. ... and expressed great interest in foreign equip- 
ment and in the foreign scientific press.” I trust that patience isa 
Russian virtue. ... * 
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LIONEL COLLEDGE, F.R.C.S. 

We announce with regret the death, on Dec. 19 at the age of 65, 
of Mr. Lionel Colledge, one of the most distinguished figures in 
otology and laryngology in this country. Mr. Colledge, who 
died at his home in Upper Wimpole Street, was for many years 
a valued contributor to the British Medical Journal. 

The son of Major John Colledge, of Cheltenham, he was edu- 
cated at Cheltenham College and Caius College, Cambridge. 
Lionel Colledge qualified .jM.R.C.S., L.R.C.P. in 1908 as a 
student at St. George’s Hospital, graduated M.B., B.Ch. in 1910, 
and' took the F.R.C.S. a year later. During the 1914—18 war he 
served with the R.A.M.C. in France, and after a short period 
in command of a casualty clearing station he became aural 
surgeon to the First Army. He was on the staff of the Hospital 
for Diseases of the Throat in Golden Square, and he was con- 
sulting surgeon to the Ear and Throat Department at St. George’s 
Hospital. Later he was also surgeon to the Royal Masonic 
Hospital and the West End Hospital for Nervous Dis- 
eases. The rules of St. George’s Hospital made it neces- 
sary for him to retire at the height of his professional 
activity, but his election to the staff of the Prince of Wales 
General Hospital at Tottenham allowed him to continue 
his hospital work there. In later years Mr. Colledge acted 
as consultant to the Cancer Hospital, where he was able to- 
continue the work on malignant disease of the larynx and 
pharynx which he had begun early in his career in association 
with St. Clair Thomson. Together they published in 1930 a 
monograph on cancer of the larynx which was one of a series 
in the Anglo-French Library of Medical and Biological Science. 
This work included the material which had already been pre- 
sented by Colledge as Semon Lecturer in Laryngology at the 
University of London in 1927. 

In the recent war Mr. Colledge came to the assistance of 
St. Mary’s Hospital and at the same time acted as consulting 
otologist to the Navy. He wrote authoritatively on a variety of 
subjects^ and had a wide knowledge of the literature of his 
specialty. He contributed articles to the British Encyclopaedia 
of Medical Practice and to Maingot’s Postgraduate Surgery. 
His Guide to Diseases of the Nose and Throat was written in 
collaboration with C. A. Parker, and his work on the surgical 
' treatment of paralysis of the vocal cords, on which he assisted 
Sir Charles Ballance, is well known. 

He acted as editor of the Section of Laryngology in the 
Proceedings of the Royal Society of Medicine, and there his 
revisions, although drastic at times, were of benefit both to 
author and readers. He was one of the founders of the British 
Association of Otolaryngologists, and its first vice-president, and 
he held the presidency of the Sections of Laryngology and 
Otology of the Royal Society of Medicine. 

He married Margaret, the daughter of the late Admiral J. W. 
Brackenbury, and they had two children. Their son, Maule, 
lost his life while serving with the Royal Air Force in Europe. 
Their daughter, Cecilia Colledge, is world-famous as a skater. 

Mr. v - E. Negus writes: To some it appeared that 
Colledge was interested in the major surgical aspects of 
' his specialty to the exclusion of the minor or less serious 
diseases ; this supposition was, however, somewhat exagger- 
ated. Although known more particularly for his interest in 
malignant disease, yet those who followed his work admired 
his' ability in diseases of the ear and in many other directions. 
In research, too, Colledge had a share, working with Sir Charles 
Ballance on the problems of nerve anastomosis. They performed 
many experiments on monkeys and apes, especially with regard 
to paralysis of the larynx ; anastomosis of the phrenic to the 
injured recurrent laryngeal nerve promised success, but mis- 
timing in the larynx of the human subject gave disappointing 
results. * 

Those who knew Colledge only at a distance may have thought 
him forbidding at times, but those who held his friendship knew 
tint close below the surface lay a benign and generous character, 
allowing him to entertain his friends graciously and to see the 
lichter Ride with keen apprecint.cn of any humorous aspect. As 


house-surgeon to him for a time at Golden Square, I found sym 
pathy and tolerance, with ready support and help in difficulties 
On foreign -travel there was no better company. Some trivia 
annoyances, such as the rattling of cutlery on a table in th 
dining car, irritated him, but these minor traits accentuated th 
bigger and better aspects of his character. He was fond of visit 
to foreign clinics, and as a member of the visiting Associatioi 
of Throat and Ear Surgeons of Great Britain, and of th 
Collegium Oto-Rhino-Laryngologicum, he made many trips, oi 
some of which his wife accompanied him and acted as a skillei 
interpreter in a number of languages. His occasional rclaxatio 
was shooting on a Saturday, but non-medical holidays sver 
rare. Work was his constant occupation, and much reading gav 
him a critical judgment of great value. In discussions he wa 
stubborn and somewhat dogmatic, but his judgments were base 
on a wide experience and were adopted only after close inquir 
into the methods of others. 

It was distressing to find that physical disabilities after hi 
critical illness partially cut him off from the active life he ha 
led ; heroic and courageous determination, supported by th 
devotion of his lady attendant, kept him in touch with some < 
his interests. To the end of his days he visited the Royal Sociel 
of Medicine and the Medical Society of London, with both < 
which he had been intimately connected and for which he hs 
done so much. Widely known to many more than those of h 
own special branch of medicine, Colledge was esteemed highl 
and most of all by those who knew him best. He labour! 
unceasingly for the specialty of his choice, and the result of I 
labours is a lasting memorial to him : the large number of tho 
who attended his hospital practice and studied his writings w 
for long bear witness to his influence. 

W. M. M. writes: Laryngology has sustained a very great lc 
in the death of Lionel Colledge ; he made laryngectomy appe 
very easy, and his results were wonderful. His hobby tv 
work: he seldom left London. Any evening he was to be se 
walking to or from his house with stick or umbrella over 1 
arm, his hat seldom on his head but carried. He was a m 
who wanted knowing, but, once known, he was always a n 
friend. Though reserved. Lionel held firmly to his own viev 
due doubtless to his extensive and encyclopaedic knowledge 
the literature of his specialty. 

LUCIEN VAN HOOF, M.D. 

Few who are interested in tropical medicine can fail to ha 
heard of Major-General Lucien-Marie-Joseph-Jean van Ho 
who died in Antwerp on Dec. 6. Van Hoof was bom 
1890 at Malines. He served as a volunteer throughout t 
war of 1914-18, being decorated with the Belgian croix 
guerre. Later he joined the medical service of the Belgi 
Congo, becoming its mddecin en chef in 1934. He retired 
Belgium in 1946 and was appointed a professor at the Insti 
de Medicine tropicale Prince Leopold in Antwerp. The hi 
efficiency of the medical services in the Belgian Congo and t 
ever-rising standard of health of its inhabitants are very largi 
due to van Hoof’s great powers of organization. The resea. 
institute which he was responsible for creating in Leopoldvi 
is without a rival in tropical Africa, while the housing 
Africans in cities such as Leopoldville, Stanleyville, and Eli: 
bethville, a question in which he was deeply interested, provii 
an object lesson which many British colonies might well stu 
with advantage. Although in his last years in Africa he v 
naturally encumbered with many administrative duties, 
remained throughout an active research worker. He was pai 
cularly interested in trypanosomiasis, and in the past few ye: 
he had carried out important original investigations on t 
prophylaxis of sleeping sickness with pentamidine. Thi 
investigations are likely to play an important part in the cont 
of human trypanosomiasis throughout Africa. During I 
war years van Hoof did much to facilitate close co-operati 
between the British and Belgian authorities. He was a w< 
known figure at many inter-Allied conferences on yellow fe' 
and trypanosomiasis, and his knowledge and advice were alvv: 
of the utmost value. The Congo troops who served both 
East and West Africa owed much of their high standard 
fitness to van Hoofs thorough knowledge of how to preserve I 
health of the African under the most trying tropical conditio 
Those who are fortunate enough to have visited Leopoldvi 
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will long remember van Hoof's kindness and unbounded 
hospitality. He had many British friends, who will wish to join 
with their Belgian colleagues in mourning the loss of a great 
man whose work has done much to improve the health of 
tropical Africa. — G. M. F. 


Dr. Nancy Gwendolyn Shurik died suddenly on Sept. 20. 
She was the daughter of Mr. and Mrs. P. S. Roners, of Newport 
Monmouthshire. She entered the Welsh National School of 
Medicine m 1935, and qualified. M.R.C.S., L.R.C.P. in 1939 
taking the D.P.H. in 1941. After two years in clinical and 
public health work she was appointed demonstrator in patho- 
logy at Cardiff. In 1944 she became junior lecturer in pathology 
at the British Postgraduate Medical School, where she remained 
until 1945, when she joined the Indian Medical Service. She 
did excellent work in India, and on returning to England in 
1947 she again took up laboratory work and was encaged in 
neuropathology in Sir Hugh Cairns’s department at "Oxford. 
Dr. Shubik was an enthusiastic worker, always determined to 
seek the exact answers to the problems that she met in her 
work. She published, in collaboration with Professor E. J. 
King, several papers on silicosis. She was a member of the 
Pathological Society of Great Britain, and many of her fellow 
members will sadly miss her presence at the Society's meetings. 


Dr. Frederick Henry Waddv who died on Nov. 17 at the 
age of 79. was the third son of the Rev. J. T. Waddv and a 
nephew of the better-known Judge Waddy, Q.C. Following 
a brilliant scholastic career at The Groie, Kingswood. and 
Wesley College. Sheffield, he studied medicine at Glasgow Uni- 
\ersity, graduating M.B., C.M. in 1S93 and proceeding M.D. 
in 1S96. After several house appointments he was for three 
years senior resident medical officer at Firvale Hospital. 
Sheffield, in which city he started in general practice in 1900. 
During these early days he obtained the D.P.H. but neverthe- 
less elected to remain in practice, retaining his association with 
the Guardians as a parish doctor and public vaccinator. As 
a practitioner he followed his profession for nearly thirty tears 
with a degree of integrity and philanthropy that led to his 
being profoundly respected. A man of modest and retiring 
personality, he was widely acct mplished in other arts and 
sciences than that of medicine, being highly proficient in mathe- 
matics. astronomy, meteorology, and botany. He was revered 
as a Weslevan preacher and known as a scholar in theology, 
Greek, and Latin. Such was the man who became a casualty 
at the age of 55. Labouring under the progressive disability 
resulting from encephalitis lethargies, he was obliged to retire 
from active professional work three years later, in 1927. With 
deep distress his relatives and professional colleagues witnessed 
the decay of his mental capacity for a further twenty-one years, 
until he died peacefully' while asleep at the Northampton home 
of his daughter. Dr. Ethel Waddy. He leaves also a widow 
and tsvo sons, the younger of whom is a member of the 
profession. — D. C. W. 


Dr. Harry Trist Roberts died at his home in Pangbourne 
on Nov. 20 at the aee of 77. He was educated at University 
Collece and qualified L.D.S. at the Royal Dental Hospital, after- 
wards" eoing to St. Mary's Hospital, where his father, Dr. Owen 
Roberts, and his two brothers had qualified previously, to obtain 
his medical diplomas. He practised for many years in Harley' 
Street and at his house in Kensington. He was a hard worker, 
and his genial and sympathetic nature won him hosts of friends 
and he was greatly esteemed by his patients. He was a keen 
sportsman, and played cricket for the M.C.C. and rugby for the 
Wasps and Kensinnton. Dr. Roberts was a Freeman of the City 
of London and a Girdler. He took a great interest in the activi- 
ties of the BALA, until he developed osteoarthritis and became 
hopelessly crippled and was compelled to give’ up his practice 
in 1942. He leaves a widow, to whom will be extended the 
sympathy of his friends and colleagues. 

Dr. Tom Enttvistle Ferguson, of Bishop Auckland, died on 
Nov 28 at the a^e of 63. Born at Bolton, of Scottish ancestry 
fnd of an old mldical family, he qualified at Glasgow in 1911 
After a period as house-surgeon at Stanley Hospital, Liverpool, 
and a tour as a ship surgeon. Dr Ferguson entered general 
practice in Bishop Auckland in 1913. He pined the R.A.M.C. 
in 1915 and served in France and Italy', resuming practice in 
1919 He joined the B.M.A. in 1912, and his col eaeues 
■honoured him with the chairmanship of the Bishop Auckland 
Division in 193 1—2. Not only in his term of office but at all 
limes Dr Fercuson cave uncrudging and loyal service to the 
Association^ He took a lively interest in the Bishop Auckland 
Cottace Hospital of which he was honorary physician and 
surgeon. Many pnfients. especially in the days when distance 


and transport were more important factors than they are now, 
nave been grateful for his skill as a surgeon. From 1939-45 
Ur. Ferguson was engaged in the work of civil defence— train- 
ing ambulance students and taking charge of a mobile unit. 
Golf was his recreation, but had to be forsworn after the first 
attack of his terminal illness. Dr. Ferguson retired from prac- 
tice on May 1, 1948, and was succeeded by his son. Dr. A. J. A. 
Ferguson. Tom Ferguson’s death has deprived many of his 
colleagues of a personal and valued friend and his patients 
of a devoted physician. He was honest as the "day; a 
philosopher and wit ; an admirable host and a cood companion. 
—P. V. A. - 

Dr. Willi \m John Frain died at his home in Batlev on 
Dec. 6 at the early age of '46, just two years after suffering 
an acute heart attack which severely limited his later activities. 
Dr. Frain came of a well-known Dundee family, and he gradu- 
ated. M.B., Ch.B. in 1931. He had worked in {he public health 
service in Suffolk before coming to Yorkshire some ten years 
ago, and as medical officer of health of Pudsey, and later of 
Batley, he was an active member of the Yorkshire Branch of 
the Society of Medical Officers of Health and of the British 
Medical Association. He neither sought nor secured the lime- 
light, but unostentatiously did much very useful work on behalf 
of the people of his town. Dr. Frain foresaw clearly the 
changing status of county district medical officers of health, a 
change which he considered was detrimental to the service as 
a whole. A bachelor, he nevertheless enjoyed a most comfort- 
able home life with his sister. He was interested in cfn’fdren and 
young people, and they liked him. He was a keen churchman, 
and the large gathering at the memorial service, including the 
mayor and corporation of Batley and many doctors, was a 
genuine tribute from those who knew him best. — E. D. 1. 


Dr. William James Bennett-Jones died at his home in Liver- 
pool on Dec. 14 at the age of 75. A student of Edinburgh 
University, Dr. Bennett-Jones qualified in 1898, graduated M.B., 
Ch.B. a-year later, and proceeded M.D. in 1903. Dr. Bennett- 
Jones was well known in Liverpool as an anaesthetist. He was 
a founder member of the Liverpool Society of Anaesthetists in 
1930 and became its president in 1946. He was consulting 
anaesthetist to the Royal Liverpool United Hospital, and for 
many years senior honorary anaesthetist to the Royal Infirmary. 
Dr. Bennett-Jones was a fellow of the Association of Anaesthe- 
tists of Britain and Ireland and of the recently formed Faculty 
of Anaesthetists of the Royal College of Surgeons. 

Mr. Robert Kennon writes: "B.J.,” as he was affectionately 
called by his wide circle of friends, was a man of outstanding 
character, with deep religious feelings, and an exponent of family 
life and the full meaning of the home. Although a city dweller, 
he never lost his passionate love of Wales — its preachers and 
its poets, its language and its customs. A most charitable man. 
he gave his all in the service of his patients. No one was more 
accessible or more willing to respond to emergency calls at 
night, in spite of his advancing years. As an anaesthetist his 
services were appreciated by Mr. Thelwall Thomas, Sir Robert 
Jones, Sir Robert Kelly, and Mr. Thomas Guthrie — with whom 
he was associated in cottage and mansion, and in hospitals great 
and small. Others quickly recognized his reliability, his helpful- 
ness and co-operation in difficult circumstances, and his continu- 
ing care for his patients during the period of recovery. He was 
a master in the art of administering open ether, in rendering it 
pleasant for the patients, in maintaining a clear air-way, and in 
using as little as possible of any drug consistent with a smooth 
operation. Indeed, it has often been said that more mesmerism 
than anaesthesia was given, and certainly the calm which fell 
upon his excitable countrymen as they counted slowly in Welsh 
was a revelation in the correct approach to anaesthesia.. For 
thirty-six years he used endotracheal methods where necessary. 
Ever willing to learn, he continued to modernize his technique 
when, and only when, the new drug was beyond its experimental 
stages. He leaves a widow, two sons, and four daughters, to 
whom our deepest sympathy is extended. 

Dr. Evan William Monger Hubert Phillips died at his 
home in Port Talbot on Dec. 14 at the age of 64. Born at New- 
port. Pembrokeshire, Dr. Phillips was educated at Llandovery 
College, Oxford University.- and SL George’s Hospital. He 
graduated B.M., B.Ch. in 1909, proceeding D.M. in 1921. He 
went on to take the F.R.C.S.Ed. and the M.Ch. in 1929, when he 
was an assistant in Port Talbot to the late Dr. J. H. Davies, 
whose partner he became. He had worked in this area for 
some forty years and had been prominently associated with Port 
Talbot Genera! Hospital. Dr. Phillips was a magistrate and 
served on the county bench for many years, and he was also 
president of the local camera club. 
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LIBEL ACTIONS BY B.M.A. 

SETTLEMENT ANNOUNCED 


In the King’s Bench Division on Dec. 21 before Mr. Justice 
Hilbery the settlement was announced of two libel actions. The 
first was brought by the British Medical Association against 
Daily Mirror Newspapers, Limited, and the second by the 
British Medical Association against Dr. Santo Wayburn Jeger, 
Mr. Somerville Hastings, Dr. Louis Comyns. and Dr. Hyacinth 
Bernard Wenceslaus Morgan, who are all members of Parlia- 
ment. 1 

Mr. C. R. Havers, IC.C., who appeared with Mr. H. C. 
Dickens for the Association, in announcing the settlement of 
the first action, said that in the issues of the Daily Mirror of 
Jan. 30 and Jan. 31, 194S, under the headings “ Bevan chal- 
lenges doctors on open ballot,” and “ Doctor M.P.s accuse 
B.M.A. leaders,” the defendants referred to the ballot which 
was then about to take place. The British Medical Association 
took the view that passages in those two issues were so worded 
that it would be generally understood that the defendants were 
accusing the B.M.A. and its officials of so dishonestly conduct- 
ing the plebiscite that, in spite of the pledge to the contrary 
given by the B.M.A., the individual voting of practitioners might 
be divulged, with possible serious consequences to the indivi- 
duals. These allegations — if they had been intended — were of 
such a character that a body such as the B.M.A. was bound to 
refute them, and these proceedings accordingly followed. 

Mr. Havers went on to say that he was happy to have it on 
the assurance of Mr. Milmo, on behalf of the Daily Mirror and 
its editor, which assurance Mr Milmo would repeat jn court, 
that the defendants never intended 'by the passages in ’question 
to impugn the honesty of the B.M.A. or any of its officers, and 
had never taken the view that the passages could be construed 
in that sense. As a token of good faith the defendants had 
agreed to pay a substantial sum, which the Association proposed 
to allocate to a medical charity, and to indemnify the Associa- 
tion against its costs. In these circumstances the plaintiffs were 
glad to accept the defendants’ assurances and to bring the 
litigation to a close by asking his Lordship to allow the record 
to be withdrawn. 

Mr. Helenus Milmo said that the Daily Mirror in these two 
issues of Jan. 30 and Jan. 31 had reported allegations that 
individual doctors might feel themselves intimidated because 
it was an open ballot. It was suggested that the B.M.A. would 
be in a position to gain a knowledge of how individual doctors 
voted and to use that knowledge to the detriment of those indi- 
viduals who voted in favour of accepting the terms of the 
National Health Service. The Daily Mirror, having been given 
an opportunity to study the full arrangements for conducting 
the ballot, was satisfied that every precaution was successfully 
taken to ensure that how individual doctors voted would not 
be divulged. The Daily Mirror also wished to make it clear 
that at no time was it intended to question the integrity of the 
B.M.A., and as a token of good faith the Daily Mirror had 
a'grced with the B M.A. to pay a substantial sum to a medical 
charity nominated by them and to indemnify them against their 
costs. 

B.M.A. v. Jeger and others 


Announcing the settlement of the second libel action, Mr. 
Havers said that shortly after the plebiscite voting papers had 
been sent out to the members of the medical profession by the 
B.M.A. a letter signed by the four defendant doctors appeared 
in issues of the Daily Telegraph, the Daily Mirror, and the 
Manchester Guardian. Tins letter concerned, among other 
things the methods proposed for ascertaining the views of the 
profession by means of the plebiscite. The B.M.A. took the view 
that the letter was so worded that it would be generally under- 
stood that the defendants were accusing the Association and 
its officials of so dishonestly conducting the plebiscite that, in 
spite of the Association’s pledge to the contrary, the individual 
voting of practitioners might be divulged with possible serious 
consequences to the individuals . That allegation, if it had been 

i The Times. Dec. 22, 194S 


intended, would, of course, have been one which a body such 
as the British Medical Association was bound to refute. In this 
case also, however, the Association had the assurance given 
by Mr. Paget on behalf of the four defendant doctors that 
they never intended by their letter to impugn the honesty of 
the Association or of any of its officers, and had never taken 
the view that their letter could be construed in that sense. 
In these circumstances the Association was only too glad 
to accept that disclaimer and to proceed no farther with the 
action. 

Mr. R. T. Paget, K.C., said that the letter to the newspapers 
which was the subject of these proceedings was never intended 
to impugn the honesty of the British Medical Association or of 
any of its officers and officials, and the defendants and their 
advisers had never taken the view that the letter could be con- 
strued in that sense. The defendants were glad to have this 
further opportunity of saying publicly that this was not and 
never had' been their intention. 

Mr. Justice Hilbery directed that the record in each action 
should be withdrawn. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
The degree of M.A. has been conferred upon Joan M. Boissard, 
M.R.C.S, L.R.C P., University Assistant Director of the Public 
Health Laboratory Service. 

The following medical degrees were conferred on Dec. 1 1 : 

M B , B Cum — *H. L J. Wilson, ‘Mrs Camilla B. P. Bosanquet, Pamela F 
Davis. 

* By proxy. 

D. Russell Davis, M.D., M.R.C P , has been appointed a Manager 
of the Pmsent-Darwm Fund for three years from Jan. 1. 

An election to the Pinsent-Darwin Studentship in Mental Pathology 
will be made in March. The studentship is of the annual value of 
about £250 and is tenable for three years. The student must engage 
m original research into any problem having a bearing on mental 
defects, but may carry on educational or oilier work concurrently 
Applications should be sent before Feb. 28 to the secretary, Pinsent- 
Darwin Studentship, Psychological Laboratory, Cambridge. Appli- 
cants should stale their age and qualifications and the general 
nature of the research that they wish to undertake. No testimonials 
are required, but applicants should give the names of not more 
than three referees. 


The following candidates have been approved at the examinations 
indicated : 

Final MB — Pan l dargerv, Mldwlferv, and Crnnernlnvv) • K. P Abel, 
CAM Ail hen, (J K Barker, A Bates H H G Bell J F Bo, le, B I Brown. 

P. Bryan Brown, D Bjlmer. J P C Callow, C C Clapham P B Corston, 

W G Dawson, a H Dunkerley, J V Ernie, R W Fuirhead, P A Freeman, 
A C Gibxon.J R Gough G A Qrejham. B M Orimmeii, E C B Hull Graggs, 
G F Hurgrenvej, G E Heaid. A R H Hicks. R N T Higgins. B 1 Hockey, 

t W Huddy. L B Hum I P James M J Kchoe, D S Kerr, H P Kilner, 

D G A Leggeii, H K N Lister, H P Lottcnberg. C. McCance A McGregor, 
R B McGrigor, T C K Murr, J D Marsh, M Marshall. H M Michaelson, 

E Monkhouse, A D Moore. W P L Morrison, J E Naylor. J H Neame, 

D H Nixseaman B W Peckctt, P T. Perkins S T H H Pilbeam, M T Pym, 
P j RotTey C A Rogerson, R A Rowan, K H L Scougall I H Seppelt, 
M J Smith, J F Soothill, J Stevens, R A Struthers. T J Sullivan, M K 
Sykes, C D Thompson P VV Thompson. A C Townsend T H H Wade, 
D P Wags'alT, C B Walker. J F Watkins, F. J Watsoo-Williams D D Webb, 
E K Westlake, J L Whilby. M Wilkinson. J P Williams P O Williams. 

E J C Wynne. J G O W Yerburgb P in // (Principles and Practice of Physic, 
Pathutoev , and Plirirtnaralogv ) . R. D Allen P. J Andrew, J A Balim, G. B 
Barker, D A A Beardsmore. G P. Blanshard, T B Boullon A Brook, J C 
Bume, M L Cox, R D Cundall PGR Dench, J R Edsall, H F Flint 
J M Gibson. J G Oitl R V Grange. J Halford, D R Hnrrocks E W Hcining, 
G R Hervey J B Howelts, W P Kelly. W 1 N Kessel T C Lungdon G A. D 
Lavy, K W Leech, D E Lewin, L Linder J D Llvwclvn Jones, p H Lord, 
C. B McKerrow, J. W MacLeod. B K Madden. G. Melvdl Jones. J L Millard, 

A D Moore, T H Morgan, G C Myddction, J E Naylor A E Neill, P C. J 

Nicholl, D N Phear, M t. M Pines, T M Robinson R A Rowan, r R 
MJe. F D Schofield, M E Sidasvay. R S Smith, T H II Wade. T. J. D 
\\ aiker. J. C. Wardiil, A L. Wells, R B Wright, J G O W. Ycrburgh 


. UNIVERSITY OF EDINBURGH 
The University of Edinburgh gave a dinner on Dec. 10 in 
honour of the School of Medicine of the Royal Colleges, which has 
now been incorporated in the Medical Faculty of the University 
Professor Sydney Smith, Acting Principal of the University, was in 
the chair, and there were also present the President of the Royal 
College of Physicians of Edinburgh, the Vice-President of the Royal 
College of Surgeons of Edinburgh, the Chairman of the Board of 
Governors of the School of Medicine of the Royal Colleges, other 
representatives of the Colleges, former members of the teaching 
staff of the Medical School, and members of the University Faculty 
of Medicine. 
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The Acting Principal proposed the toast of the School of Medicine 
of the Royal Colleges, which was replied to by Dr. ty. D D. Small 
President of .the Rosa! College of Physicians, Mr. J. M. Graham’ 
Vice-President of the Royal College of Surgeons, and Mr \V. / 
Stuan, Chairman of the Board of Governors of the School of 
Medicine. Dr. John Oit, formerly Dean of the School of Medicine, 
proposed the toast of the Faculty of Medicine. Professor T. J. 
MacUc. Acting Dean, replied on behalf of the Faculty. The Acting 
Principal, in proposing the toast of the School of Medicine, said that 
the school had been formally established only in 1S95, but that its 
history went back to a. much earlier time. The Guild of Barber 
Surgeons, which received its Charter in 1505, had been responsible for 
training its members, and from their foundation ihe Royal College 
of Physicians (16SI) and the Rajaf College of Surgeons (1 77S) had 
irlterested themsehes in the advancement and teaching of medicine 
and sutgery. Before and after the formal establishment of the 
Faculty of Medicine within the University in 1726 classes were given 
by private individuals, who formed an extra-mural group of teachers 
more or less under the auspices of the Royal Colleges This extra- 
mural school proved both a rival and a stimulus to teaching within 
the University*- The brilliance of its teachers attracted students from 
many parts of the world, and, free from formalities, it was instru- 
mental in introducing certain courses of study long before lecture- 
ships in the same subjects were provided within the University 
Throughout the nineteenth century, also, many of the most 
distinguished professors in the University made thetr reputations as 
teachers in the extra-mural school. In later as in earlier years much 
of the renown of the Edinburgh Medical School was due to the 
work of the extra-mural school, and the University gJ3dJ> acknow- 
ledged its debt to the School of Medicine of the Royal Colleges 
with which it had worked in friendly rivalry and co-operation for 
so long. Now, however (Professor Smith continued), circumstance^ 
had changed. With the progress of medical science and the increas- 
ing expense of providing medical teaching it was no longer possible 
to continue two teaching institutions in a city the size of Edinburgh, 
and the Colleges had shown wise statesmanship in deciding to merge 
their school with the Medical Faculty of the University. For the 
future, therefore, there would be one institution only for undergradu- 
ate teaching, and the Royal Colleges— relieved of their responsi- 
bilities at the undergraduate stage — would be free to concentrate on 
higher medical education through their interest in the Joint Board of 
Postgraduate Medical Studies Concluding, the Acting Pnncipal 
expressed the confident hope .hat with the combination of in erests 
represented on that Board, and with the same co-operation between 
the University and the Colleges which had for so tong been a feature 
of the Edinburgh School, the Postgraduate School would be no 
less renowned than had been its undergraduate predecessor 


At a Graduation Ceremonial on Dec. 17 the following medical 
degrees were conferred: 

\tO_jj m. Alston. W. J. Matfcrton, Helen R Neve 
CM — *E. A Jack 

PhD— T n the Faculty or Medicine f F Sornmerolfc 
M.B . Ch B — Dores Baxter, H Cameron, Isabel A Cossar. J Darnboroogh, 
J C Ed»e. \V D Elliott, A C Ferguson IGF Fraser. G. B Goodman, 
A. Gordon, p F Green. D H Haworth SPA Henderson. J W Hemes, 
C F. Hoc*. 3 T Lamb. M. H Lawrerce A C MacRae. Ann H. Millf M M. 
Milne, P A Moffat. Acnes C D Penman. T R Preston. M L Roden. B H 
Shi el. Catherine B G. Sinclair, D- M. W Smith, C C R. Walker. D C- M 
Wilcox. 


Medical diplomas were granted as follows: 

Dm nw » S Twvpvoo. Mfoiovx a'-o Hyotlnt — *S. R A Mesah 
Diploma W McntcivK. Rad toDUG vasts — >L. D. Keegan, S L. D Phi Ip.* 
*P Si G Rr»hi r »v*n 

DtptOMv m Mfdi^aL R adtotheRapy, — a J A Caskey. *W B Dawson, *\Iary 
A iA.wcrSd U medal for thesis! * Highly commended for th«is. 3 In absentia 


UNIVERSITY OF DUBLIN 
School of Ph\sic, Trinity College 


_ UNIVERSITY OF DURHAM 

The following candidates have satisfied the examiners at the 

examination indicated: 

Final M.B . B S — G L Arderson, Anne R_ Boon. P. G Beck. Mau-e-n. T 
Cunningham. June Dickson, Irene N Dodd, Mildred C Gardner S v eP 2 t 
Harrison, Elizabeth J Hunter. Ahs p. M. Hurst. Eileen Huron Haze! E Jocbrc. 
R- N C. Lockev , J McMan^ers, J. G. Noble, Edith M. Robertson, P. Scitf, 
J D R Smith, Jean Stephens, A. E. Wngbt. 


UNIVERSITY OF LONDON 

The title of Profe>;or of Pathology m the University has been con- 
ferred on Howard William Copland Vines, M.D., in respect cf the 
post held by him at Charing Cross Hospital Medical School. 

The title of Professor of Chemical Pa.hology in the University has 
been conferred on Jocelyn Patterson, Ph.D^ M.Sc, in respect of 
the post held by him at Charing Cro_*s Hospital Medical School 
A special University lecture in. dentistry will be given by Professor 
G Toverud, Director of the Depanmem of Pedodonua in" the Dental 
School, CLlo, m the Senate House of the University (entrance from 
Russell Square or Malet Street) on Wednesday, Jan. 12. at 5_30 
p m. His subject is “ The Influence of General Health Supervision 
on the Frequency of Dental Caries in Groups of Norwegian 
Children.” The lecture is addressed to students of the University 
and to others interested in the subject. Admission is free, without 
ticket 


UNIVERSITY OF MANCHESTER 

The following candidates have been approved at the examinations 
indicated : 

Fis\l M b .Ch B — Margaret Armitstead. MaryP ArrrUrcnp.J M Hemstm, 
P H BraceveM. V Broadhurst R. B Cbarrock. M Ccher J L Cct'cn B GiU. 
Doreen VI Gmeier, Barbara Hall, B Ifcidy, Mattel ,'f Mvpbes U y dr tyre, 
C A Ma^. K Rawnstey, V» R Rjlev, Eeatnce E. Sle'fh R V FvJ.es Ruth 
TanersaU DBS Taj-lor. 1 G. Taylor. Helen 1_ S Terrert, J B D Tot. 
J D Villiers, J M. Watt, H L. Waves. Doren \\»IKir<cn Pert /- H C 
ArwIJ. P Fcirgo}dC H Holgate, J R. Ja^e. B P Jores. O Kerri* well. H A 
Mitchell. Margot Nelken. J A Platt, C. W. M Pratt, I A. Sunran, R. M 
Thomson, C A \Jnv*onh. 3 M Wan 

DrfLr'fv rv Psvcho logical Med ctnt ■— Pert 11 * E Gc**5t4i\ H F. Jame 

UNIVERSITY OF BRISTOL 

The following candidates have been approved at the examinations 
indicated : 

Final M B ChB — R- J Carey, Anre B Cousins. Vera H. \1. Dowtirg. 
D N Fitzcerald Margare* Ford, Arne M French B T Hale. G A Hark*. 
Kathleen 3 Harmon (with distinction in puW*c hea’tf-l Jcen A H*rg rfcotjrrv, 
Ura P Jones, A H Lat'on A J Lee. V B PeacorL Fhizfccth Pres'cr-lhcr'zs, 
G T Salter. P J Srcller Maro A Wells Group / Uenp f eura rxtr'ruurr} 
G D Teague. A S Wallace Group U (conrrirtfrp extmrcUcr) : Pamela L. C 
Wat«on Group tj ody - June Morpau. J S R R Old 
Diploma t> Psyoiolocical Medicine — Port // : ?.t. a X. Cccbtsre, V G 
Crotty. W A Heaton-Ward. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
The Faculty of Dental Surgery of the Royal College of Surgeons of 
England has arranged a «cnes of lectures on anatomy, applied 
physiology, and pathology' in their application to dental surgerv and 
in dental histology, to be given at the Cotlege (Lincoln's Inn Fields, 
London, \VC) at 5 p.m. and 6 15 pm. on \3nous dates beginning 
on Jan. 24 and ending on Feb. 18. The Faculty has also arranged 
a senes of lectures on general, oral, and denial surgery to be given 
at the College at 5 pm. and 6 15 pm. on various dates beginning 
on Feb. 21 and ending on March 18 The fee for each course is 
£.10 10s. (one lecture 10s); Fellows and Members of the College and 
Fellows and Licentiates in Dental Surgery of the College, £6 6s (one 
lecture, 7s 6d.). Admission cards may be obtained from the secretary 
of the Faculty at the above address 
At a meeting of the Council of the College held on Dec. 9, with 
Lord Webb-Johnson, President, in the chair, the award of Mackenzie 
Mackinnon Research Fellowships to Mr. \V. J. Atkinson and Dr. 
C. F. Hawkins was reported. Dr. Horace Evans was elected a 
Hunterian Professor, 


The following candidates have been approved at the examinations 
indicated : 

WX> -EL Howitt, A. H Isaacson, F M. Lantgan-O'KecfTe, J. B Ryder, 

Shffla Sheehan 

M R \V K-Scfa'SoroIivy I Ogden. II. S P. Lnn._. Mvy P. RoWiBon, 

C G H Charlton. M H Fniithof. Peggy Moore. B 3. O'Reilly- O N Constable, 
>:• v *. nn- f \v Cooel P F Future. W. A McGa«. K P3tsons 

j' c m' „ y Jen. T M W Fedman E. M. Clem Winifred D Eadie. 
FAJAmWH I.efcnvuth. J K McCall. S F. Shtlliday. S D. Boland, 

M b1o^P- < BTU o'h,.'H'^4®.‘ : Nortons. Olivia M W*h 
1 First-class honours. * Second-class honours. 

The following medical degrees were conferred on Dec. 9 : 


\j T) — E. Ho^vilt. Sheila Sheehan 
M*AO — J D LIe«etKn-J^n« 

M B , B CH , B A O — M f» Bamber. S 


uni RAO — M n BamDer. a D. Boland. B. M CI;in-'G. N 
Con Jbte | Diamond Winifred D Fadie. V. F towage. M M Fnillhof, 
S o y°j, c iJ m ISP lam: W. H Leon. I K McCall Peggy Moore, t C 
Mullen. Dome'll I. Ogden, T. M W. Redman, Ivy P Robinson. S. F. ShiUiday. 
Olivia M. Welsh. 


Piplomm of FeDonjhip were granled io the following successful 
candidates : 

K MacK MacLeod. At Ellis, E. Troensegaard -Hansen. A. B Dr-rtrsey, 
E P OarVe.C.L.Oimon-’niomas.M.Gtick.C T A. Burg-ss-L- F W Salmon, 

C. R Sav ace. T. Fenwick. D. H. Cam obeJl. P W Hunt. KPS Caldwell, 

J U Tempjs. R. N Grant. J. S A Linton- M F Pilcher. D P. B Turrer. 

D A. Barley. B L- N Morgan L B Cohen. A. C Higritt. J V Voms. J H E* 
VenJon C. B.R.WatVey.R D Wilkins. H M. Jones. E- H. V Fcxen, E- Haigh, 
J G Brockis J A L! Davie*. J. c. Fulford, O. Dard-L R. N* TicehuTxt. 1. F. R. 
Wiihycombe, G W Taylor, D H Randall P H Huegill P F JoreN P G. 
Large. B W. T Pender. J M. Daws. J Andrew K E D Shuttfeworth. R. J. 
Willian-s R U B R.r>Vns, F. J. M Weaver. O 1— B Fartsv. XL J Rcrper-Tlal!, 
G. J Had^eld. J A- MacDougall. A- ^imatajrby. t W Ball. F J Darraio, 

S J H Miller. J M. G M*frn. J L. Wricht. A Young p. F. Ho«den. G C. 

Jennings. T H Wilson. P L.Brunnen, E M CorTs. XV Gordon G H Vxvim. 
C W D Lewis. A K. Saha. Jean R C. Burtm-Browi. C. T Coflin<. J G Gov?, 
T. 1 S Gregory. J D .Morgan. C. Parish, D- L. Sha**, T. H. Tue-dy. C. B R 
Mann. H G Smith. M. Ahmad, H M Bradmore, J 'X' F Rams. S 
Raj3nayacam J B Bbcktey B H Court ct, f R Kirk-^.K R. Lothian ! Monk. 
E H. Paterson. D A Sar?*ield. R E Sna« P Ahlu^aUa. R D A^kiesaria. 
K. D Koshat, W. A McAIpme, Marion J Phillips, J. V. Elks. P. G LaX-c. 

D, Tootos. 
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Diplomas of Fellowship in Dental Surgery were granted to thirty- 
one candidates, including the following members of the medical 
profession: N. J. Ainsworth, G. A. Cowan, H. H. Kenshole, O. H. 
Wicksteed, J. W. Mansie, J. H, Hoveil, M. P, Graham, and T. 
Cradock Henry. 

Diplomas of Membership were granted to T. McKendrick and 
D. A. G. Williams. 

Diplomas were granted jointly with the Royal College of Physicians 
of London as follows: 

Tropical Medicine and Hygiene. — B. N. A. Beetles, M. A. Chowdhry, 
Joan E. Jermyn. 

Mfdical Radio-Diagnosis — J. W. Pierce. 

‘ Anaesthetics — O H. £• Bayles, O. D. Bhaci, J. Bollough, t. Clement, 
Patricia F. Be C. Coles, Elsa R. Cooper, J. A. L. Cooper. D H Couch, J. 
Davidson, Eleanor Davies-Jones, E, Fowler llse R Hadelmayr-Kuhn, W. K. 
Jones, E. !, Leighton, Bertha A MeDougall. T. Magnet, J. M. Marchant, 
A J. Merry, A A. McC Miller, L. E. Mosscrop, G. P. Munagh, D, K. W. 
Picken. \V. L. Price, Silvia 'V Pyddokc. L. W. Rtlchie, F. L. Robertshaw, J. G. 
R> bson, J. E. Schofield, \V. R Scolt, Doris N. A. Smith, J. K. Sugden, J. H. 
\Y akelv, Pamela Westhead. D. Zuck. ' 

Industrial Health J. \V. Webb. 

The following hospitals were recognized under the F.R.C.S. regula- 
tions: District Infirmary, Ashton-under-Lyne (resident surgical 
officer, until Dec. 31, 1950); Kent and Canterbury Hospital (addi- 
tional recognition of ear, nose, and throat and ophthalmic house- 
surgeon and orthopaedic house-surgeon) ; the West Kent General 
Hospital (one house-surgeon); Boundary Park General Hospital, 
Oldham (resident surgical officer); the South Devon and East Corn- 
wall Hospital, Plymouth (additional recognition of senior house 
officer (surgical) at Freedom Fields). 


Medical Notes in Parliament 


Mr. Bevan said a doctor in the Service who prescribed for 
patients treated under the Service substances which were after- 
wards found not to be drugs or not to be necessary for the 
proper tjeatment of the patient was subject to the disciplinary 
procedure provided in the regulations. The regulations did 
not, however, apply to private patients, for whom there was no 
prescribing at the public expense. 

Replying later to Mr. Astor, Mr. Bevan said he was unaware 
of any general abuse of medical prescriptions under the Health 
Service. There were a number of individual cases. Disciplinary 
procedure was provided to deal with them. He wanted it to be 
firmly and promptly used. 

Cost of N.H.S. 

Answering Colonel Stoddart -Scott on Dec. 16, Mr. Sevan 
recorded that the total amounts paid out of public funds since 
July 5 and up to Nov. 30, 1948, in respect of hospital services, 
general medical services, pharmaceutical services, general dental 
services, and ophthalmic services were as follows : 


£ 

Hospital services . . . . . . 58,000,000 

General medical services . . . . 7.9 a2,994 

Pharmaceutical services . . . . 5,4118.709 

General dental services .. .. 5.541.658 

Ophthalmic services . . . . . . 4,047,568 


He added that the total liability incurred in that period could 
not be stated. 

Statements of probable expenditure for the financial year 
1948-9 had recently been received from- all regional hospital 
boards and were being examined. None had yet been approved. 
All regional hospital boards had also submitted estimates for 
the financial year 1949-50. Gross expenditure as shown in 
these estimates as received was £153,680,000; of this, 
£10,236,000 represented capital expenditure. Income was 
given as £9,021,000. 


Capitation Fee 

Sir Wavell Wakefield on Dec. 16 asked the amount of 
capitation fee doctors were receiving for their patients. 

Mr. Bevan said there was a fund of 18s. multiplied by 95% 
of the civil population. From this an agreed deduction was 
made for mileage payments, making the distributable fund about 
17s. 5d. multiplied by 95% of the civil population. The actual 
payment per person on a doctor’s list in any particular executive 
council’s area varied with the proportion of the population who 
were on the lists of that area. He would not be able to say 
untii after the end of the financial year what was the actual 
rate payable in each executive council’s area. The representa- 
tives of the British Medical Association never expected that ihe 
rate would not be less than 18s. They knew that there would 
be certain agreed deductions from this. Sir Wavell Wakefield 
said the majority of doctors were suffering from this mis- 
apprehension. 

Colonel Stoddart-Scott asserted that the amount of money 
available for the doctors had been agreed on when it was 
thought 18.000 practitioners would come into the scheme. Now 
that 19,000 had come in, should not a larger amount of money 
be made available ? ... 

Mr. Bevan said Colonel Stoddart-Scott s information was 
incorrect. The doctors were adequately represented and discus- 
sions were taking place between the Ministry of Health and 
representatives of the profession. He hoped members would 
await the result of those discussions before organizing a “ single 
pressure lobby.” , . _ , . , _ , . „ 

There were protests at this. Colonel Elliot asked Mr. Bevan 
to avoid making inflammatory and insulting speeches as he had 
done when the previous discussions were under way. 

Mr. Bevan said that the Opposition would probably seek an 
opportunity of discussing these matters. He reminded them that 
they could not seek to increase each item and expect the total 
to be low. 

Amending Bill 

Mr Bevan told Mr. Collins on Dec. 16 that he proposed to 
accept the recommendations of the Legal Committee on Medical 
Partnerships. So far as legislation was required, proposals 
would be made in the forthcoming Bill to amend the National 
Health Service Act. He hoped there would not be much delay 
in introducing this legislation. 

Public and Private Prescribing 

On Dec 16 Sir Wavell Wakefield asked Mr. Bevan to 
indicate the administrative difficulties which prevented the dis- 
ailowinu of prescriptions preserved at the public expense but 
not conformin" to required conditions, by doctors in the State 
service for private patients, while similar presenpuons by the 
same doctors for State patients could be d.sallowed. 


Artificial Insemination / 

On Dec. 16 Mr. Eric Fletcher asked the Minister of Health 
what instructions he proposed to issue as to the entries to 
be made in registering births resulting from human artificial 
insemination A.I.(D.). 

Mr. Bevan said no fresh instructions were necessary. 
Registrars already had instructions to ask every birth infor- 
mant for the name of the child’s father, if the informant 
could not give this information the columns of the birth entry 
containing particulars of the father were to be left blank. So 
far as he knew, this procedure had no bearing on the legitimacy 
of the child. 

Cardiff Doctors 

Mr. Bevan stated on Dec. 16 that fourteen doctors in Cardiff 
each had more than 4,000 registered patients. The highest 
number of people registered with one doctor in Cardiff was 
7,190. This doctor practised in a partnership employing two 
assistants. Seventeen Cardiff doctors had applied for the basic 
salary of £300. 

Mr. George Thomas asked whether Mr. Bevan knew of- 
the difficulty caused in Grangetown, Cardiff, bv four doctors 
operating from one small surgery, having closed their other 
surgery when the National Health Service started , and whether, 
ir view of the daily queue caused, he would ensure that another 
surgery was made available. 

Mr. Bevan replied that a doctor was required under the 
regulations to provide proper and sufficient surgery and 
waiting-room accommodation for his patients. This case had 
been considered by the Cardiff Executive Council, who had 
drawn the practitioners’ attention to the need for full compli- 
ance with the terms of these regulations. 

Dental Estimates 

Sir Hugh Lucas-Tooth on Dec. 16 inquired what was the 
total value of estimates approved by the Dental Estimate Board 
in Eastbourne for each of the months July, August, September, 
October, and November. 

Mr. Bevan replied that the total values of the approved esti- 
mates included in schedules sent for payment to executive 
councils were: 

£ s. d. 

July 51,253 3 0 

August 303.677 2 3 

September ' 907,125 7 9 

October 1,882,608 13 3 

November 2,461.1.34 17 2 


Total 5,695,799 3 5 


He added that not all these schedules would have reached 
executive councils in time for payment to have been made to 
the demists by Nov. 30. 
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AD\ ERTJSEMENT 


PRESSURE DRESSING FOR 
A SCALD 

AUGUST 22nd, 1947. Scalded at work. Next day attended 
hospital with a large blister of inner aspect R. ankle (Fig. i) 


Treatment. Scalded area dressed with Jelanet (tulle gras). Viscopaste bandage 
applied from toes to knee. Pressure pad of cotton-u ool applied over scalded area 
The uhole leg firmly bandaged with Elastocrepe, with especially firm pressure 
over the scalded area (Fig 2 ) 



7th October, 1947. When ban- 
dages were rcmos ed, wound 
soundly healed. (Fig 3). 

Comment. Firm pressure 
dressing afforded immediate com- 
fort, permitting ambulatory treat- 
ment and continuation ar work 

These details and illustrations 
are of an actual case. T J Smith 
& Nephew, Ltd , of Hull, man- 
ufacturers of Elastoplast, Elasio- 
crepe, Jelonet and Viscopaste, 
publish this instance — typical of 
many — in which their products 
hare been used with success. 




pig 

j 




j/f 



V.'rh.r-giJ 



relief.*. 


C ONSCIOUS or unconscious- fear of an attack often 
shadows the mind of ihe asihmatic. the knowledge that he 
has ‘ Franol* to foresail or relie\e such attacks can dispel 
this shadow and icstore confidence 

'Franol* is a potent combination of ephednne (to relieve 
bronchial spasm), iheophjlhne (to dilate the bronchioles) and 
* Luminal ’ (to mitigate apprehension) 

At the first warning of an attack, two tablets of 'Franol* 
wall often bring relief Taken regularly, Franol wall bring 
an all round impro\ement in the general condition 
Medical literature supplied upon request 
Tabhts in tube of 30 bc'ttes of 100. 500, 1,000 


FRANOL 


Mark 


BAYER PRODUCTS LIMITED 

AFRICA HOUSE. KINGSWAY W C.2 (HOI 8730) 


ANAOTIN B.D.H 

In Neurological Complications 
of Pernicious Anaemia 

The hemopoietic factor as presented m 
Anahamin B.D.H. is essentia] for the preven- 
tion of subacute combined degeneration of the 
cord. Other substances, such as folic acid, 
will produce an adequate haunatological 
response but allow neurological degeneration 
to appear and to progress unchecked. Potent 
liver preparations must be regarded as essential 
for the satisfactory treatment of pernicious 
anamia. 

Each batch of Anahamin B.D.H. is clinically 
tested before issue. 

THE BRITISH DRUG HOUSES LTD LONDON N 1 
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Aire viteratims emongla. ? 

Obviously, no. The rationale of giving vitamin D, for example, alone, when 
calcium intake is limited, would be difficult indeed to justify. Similar considera- 
tions may apply to other factors, as for example iron and vitamin C. 

All these, and other analagous considerations, have been borne in mind in the 
design of Complevite, which provides, in rational dosage, vitamins and minerals 
commonly needed as additions to the dietary intake. 

Complevite is thus the prescription of choice, both from the point of view of 
convenience and of economy. Prescription of Complevite is less expensive than 
prescription of the individual factors. 


The Vitamin ««// 

^ Mineral Supplement 


vitamin A 
vitamin i> 
vitamin B, 


The recommended adult daily dose provides : — 

2,000 i.u. I vitamin C IP mg. t iodine - not less 

300 t.u. I calc, phosph. 4S0 mg. manganese l than to 

0.6 mg. ( ferr. suiph. cxsic. 204 mg. | copper Jp.p.ro. each 

A clinical sample gladly sent on request to Medical Dept. 49 .A- 






Upper Alai!, London, IC.d 



MAGNA EST VIS 
CONSUETUDINIS 

( CICERO ) 


V 


The power of habit is great- 
ami is undoubtedly the basis 
for satisfactory bowel move- 
ment in the normal individual 
During illness and convales- 
cence or due to the tempo of 
civilisation ha bit - time of 
bowel movement is often lost 
and constipation follows. 



Once lost, this habit-time is not easy to regain, but 
‘ PETROLAGAR ' will do much to help in its recovery. 
‘PETROLAGAR’ impregnates the faeces, softens hard, 
dry stools and achieves a comfortable bouel movement 
without griping. 


PETROLAGAR 

A 25% etnuhmn of ufote 
petroleum oil w ith flax our mg 


JOHN WYETH & BROTHER LIMITED 
Clifton House, Eusion Road, London, N.W.l 

ALUDROX - BEPLEX - ENDRlME - UASTUUS 




i » 

V 'v * I ' 


ANTACID ... 

Prompt relief— 
Prolonged control 

Magtriz Tablets provide a 
,01051 convenient and 
palatable method of ad- 
ministering this effective 
combination of magnesium 
trisilicate and magnesium 
hydroxide. Packed in cellu- 
lose envelopes in cartons of 
12 and 36 tablets. Dis- 
pensing size bottles of 250 
and 1,000 tablets. 


Liberal trial supply of 
MAGTRIZ TABLETS 
i and professional litera- 
ture sent on request. 


Jl AoiJLmcS 

DIGESTIVE 

TABLETS 

FORMULA . 

Magnesium TrislJleate..„..42.3% 
Magnesium Hydroxide...... 9.5% 

Sucrose 

OI. Menth, Pip 

Excipient to........ 


WESTMINSTER LABORATORIES CTO., CHALCOT RD., LONDON. N.W.t 
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EPIDEMIOLOGY SECTION 


No 50 

INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of Infectious Diseases and Vital 
Statistics tn the British Isles during the week ended Dec 11 
Ficutls cf Principal Notifiable Dis-asex for the imJ tho » f jr tV corre 
xpondtng week last vear, for (i) England and Ua!*s (LonJon mclud d) (b) 
London (administrative counts) (c) Scotland (d) Eire (e) North-rn Ireland 
F«C t'Ci of Birlhi utd Drithi arief Dr it! s recorded up I r eich it fe< no <' disc ne 
ere fo’ (a) The 126 great towns m England and Wal*s (inwludmn London) 
(h) London (administrative countv) (cl The 16 principal to ns m Scotland (d) 
The 13 principal to* ns m Eire (c) The 10 principal towns in Norih-n Ireland 
A dish — deno es no ca^es a blank space denot-s d s-axe not ro ifiable or 
no return available 
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* Measles and wh oping couch are not notifiabl* in b^otland and ih* returns 
ToSta , 'r”m P fflS'ond «rte. f £ «r for Endamt and 1V,K London 

a tlnSute'pnmalyV*'™ "ror°EnVlJnd P and Wales London (administrative 
‘ounty) and Northern Ireland , , _ . , 

I The number of deaths from poliomyelitis and poho-cncrpaalrns for England 
rnd Wales London (adminmronve county! are combined 

II includes puerperal fever for England and Wales and Eire 


EPIDEMIOLOGICAL NOTES 

Influenza Epidemic in Italy 

The current influenza epidemic in Italy, ahhough widespread. 
K said to be a relatively mild form of the disease According 
•o the World Hea'th Organization's Division of Epideniologv, 
by mid December the disease was cominumc cn an epidemic 
scale in Rome and vas widespread both in ihe central and 
Southern provinces of the mainland and also in Sardinia More 
recent information indicates that the infection has since spread 
to the northern provinces 

It appears that the influenza has run a mild clinical course 
in all affected rccions It is characterized by hich fever which 
persist-, for tv o or three days but then diminishes progressively 
to normal Attacks usually last four to five days in all Fatal 
lung complications have been observed only among the aged 
In this connexion it is noted that the number of deaths from 
bronchopneumonia does not exceed the seasonal average 
Laboratory studies at Sassan in Sardinia, have identified the 
strain as virus B 

Sickness and Diarrhoea at Chatham 

An outbreak of vomiting affecting 58 children but no member 
of the staff occurred at a Chatham secondary school on Nov 18, 
1948 , 20 of the affected children had diarrhoea and sickness 
Most of the children were sick between 1 30 and 3 30 pm . but 
10 reported that sickness began at home after 4pm All the 
affected children were able to go home at 4 p m , and with one 
exception all relumed to school the following day About 
half the children had school milk (pasteurized) in the morning, 
and 53 of the 58 had the school dinner of cottage pie with 
greens, and macaroni pudding v/ith jam sauce, ‘erved at 
12 15 pm The 5 who did not have their dinner in school vveTe 
Pi a classroom where about a dozen children were sick 

The central kitchen where the dinner was cooked is well 
equipped, and the hygiene of the premises, equipment, and staff 
i> good Two of the staff had co'ds None had skin lesions 
On the dav in question 955 dinners were distributed in the 
cooking containers to six different schools In the school where 
the trouble occurred 313 meals were consumed bv pupils and 
staff No other school was affected The children do not sit 
»i class groups for dinner No particular class was attacked 
It is not known if the affected children v ere verved from the 
same containers or by the same person The minced meat 
Portion of the cottage pie had been precool cd on the previous 
day and stored overnight in the refrigerator on farce enamel 
ttays It vvas reheated with a covering of mashed potato in the 
oven the following morning The remainder of Ihe food was 
Prepared and cooked just before being distributed 

Food containers and crockery were washed immediately after 
dinner, and no food vvas available for bacteriological examina- 
tion Swabs were taken from the throat nose, and hands of 
the kitchen staff, and from 12 Staphylococcus pyogenes was 
recovered on culture, in tv o cases from all three sites Two 
specimens of vomit were submitted for examination and 
Staphylococcus pyogenes isolated None of the cultures isolated 
fiom the food hand ers vvas identical wnh those obtained from 
the two vomits The possibility of metallic poisoning from the 
ftjod containers vvas excluded A complete b.ctenological 
investigation vvas not possible, and the limited inauiry does not 
support ihe preliminary assumption lhat (he symptoms were 
due to the presence of a staphylococcal enteroto'in in a small 
Proportion of the total food consumed 

Discussion of Table 

In England and Wales an increase was recorded in (he notifica- 
tions of measles 1 532 and acute pneumonia 130 decreases were 
reported for scarlet fever 117, whooping cough 40, and acute 
Poliomyelitis 16 

Large increases in the incidence of measles occurred in Lanca- 
shire 514 Yorkshire West Riding 352, Essex 99, Lincolnshire 
9.y, and Midd esex 85 There was a decline of 48 in the notifica- 
tions of scarlet fever in Yorkshire West Riding 

There were decreases in the incidence of whoopng-cough in 
Yorkshire West Riding 44 and Durham 32 with a nse of 46 in 
1 ondon A small nse occurred in the incidence of acute pneu- 
monia m every region except in the south-eastern counties, 
where no chance occurred 

An outbreak of dysentery affecting 8 persons was notified 
ftom Cheshire. Wirraf R D .the only other larct return was 
Lancashire 12 Notifications of acute poliomyelitis were the 
lowest since the middle of 3uly, the larcesi returns during the 
"eek were London 4, Yorkshire West Riding 4, Midd’esex 3, 
and Nottinghamshire 3. 

In Scotland increases were recorded in the number of notifica- 
tions of acute primary pneumonia 60 and whooping-cough 27. 
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There was a decrease of 18 in the notifications of measles. 
Notifications of diphtheria fell from 21 to 10 in Glasgow but 
this was compensated for by a rise of 12 in the remainder of 
the western area. 

In Eire a fall was reported in the notifications of measles 39 
and scarlet fev.er 24, while a rise of 16 was recorded for 
whooping-cough. 

In Northern Ireland a decrease of 9 in the notifications of 
scarlet fever and an increase of 5 for diphtheria were the chief 
changes in the trends of infectious diseases. 

Week Ending December 18 

The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,426, whooping-cough 
2,471, diphtheria 124, measles 9,800, acute pneumonia 1,082, 
cerebrospinal lever 35, acute poliomyelitis 28, dysenteiy 54, 
paratyphoid 1, and typhoid 7. 


Medical News 


Chadwick Medals 

The Chadwick Trust recently awarded Chadwick Medals i 0 the 
nominees of nine provincial universities where sanitary science is 
taught, or where the Diploma of Public Health is given. The inscrip- 
tion on each medal was as follows : “ Chadwick Medal for excellence 
in the study of Hygiene and of the Sanitary Idea.” The names 
of the nine recipients are as follows, with the universities indicated in 
parentheses: C. R. Lowe, M.B., Ch.B., D.P.H. (Birmingham); 
William Nicol, M.B., Ch.B., D.P.H. (Bristol); G. W. Knight, M.B., 
Ch.B., D.P.H. (Leeds); H. O. M. Bryant, M.B., Ch.B. (Liverpool); 
D. G. Crawshaw, M.B., Ch.B., D.P.H. (Manchester); William Watt, 
M.B., Ch.B., D.P.H. (Aberdeen); Gerald O. Mayne, M.B., Ch.B., 
D.P.H. (Edinburgh); Angus N. MacPhail, M.B., Ch.B., D.P.H. 
(Glasgow); Sheena M. Allardice, M.B., Ch.B., D.P.H. (St. Andrews). 

London School of Hygiene and Tropical Medicine 
The Langley Memorial Prize, which is open to competition among 
officers, past ana present, of the Colonial Medical Service who aie 
serving, or who have served, in West Africa, has been awarded to 
Dr. D. G. Fitzgerald Moore for his paper entitled “Nutritional 
Eye Disease and Effects of Nutritional Retrobulbar Neuritis,” 

University Grants Committee 

The following medical men are among the members 0 f the 
University Grants Committee, which lias been reconstituted : 
Professor E. D. Adrian, O.M., F.R.S., Professor G. W. Pickering, 
and Professor J, C. Spence. 

Dr. S. L. Simpson 

Dr. S. Leonard Simpson has been elected an Honorary Correspond- 
ing Member of the French Society of Endocrinology. 

“ Agcne ” Process Prohibited in U.S.A. 

The use of nitrogen trichloride to improve and bleach flour (the 
“ agcne ” process) is to cease in the U.S.A. from Aug. 1 as the 
result of an inquiry set up under the Food and Drug Administration. 
Sir Edward Mellanby, F.R.S., first showed that agonized flour causes 
hysteria in dogs; his paper appeared in 1946 in this Journal (Dec. 14, 
p. 885), Chlorine dioxide is to be allowed instead of nitrogen 
trichloride. 

Wills , 

Colonel Sir Harry Edwin Bruce Bruce-Porter, K.B.E., C.M.G., left 
£42,618. Mr. Cyril Alban Raison, of Birmingham, left £29,557 and 
bequeathed £2,000 to the Faculty of Medicine of the University of 
Birmingham to endow “ The Cyril Raison Prize ” in surgical diseases 
in children. Dr. Thomas Gwynne Maitland, late medical superin- 
tendent, Cunard White Star Line, left £3,611. 

COMING EVENTS 

Legislation and the Family 

A conference on “ The New Social Legislation and the Family ” 
will be held at the Conway Hall, Red Lion Square, London, W.C.l, 
. ao Jtau. 20 and 21, J949, by the British Social .Hygiene Council and 
the Town and Country Planning Association. It is intended mainly 
for representatives of local authorities, but social workers and others 
may be interested. Information may be obtained from the British 
Soda! Hygiene Council, Tavistock House North, Tavistock Square, 
London, W.C.l. 


Society of Anaesthetists of South Wales 
A Society of Anaesthetists of South Wales is in ’ the process o 
formation and a meeting with this end in view will be held at Cardif 
Royal Infirmary on Wednesday, Jan. 12, 1949, at 8 p.m. All thosi 
whose mam interest is in anaesthesia are invited to attend the meeting 

Lecture-demonstrations , - 

A series of lecture-demonstrations on psychiatry and neurology 
will be held in the large lecture theatre of St. George’s Hospital 
Medical School, Hyde Park Corner, London, S.W., on Thursdays 
at 4.30 p.m., from Jan. 6 to March 17. They are open, without fee, 
to all postgraduates and senior medical students. 


SOCIETIES AND LECTURES 


Tuesday 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — Jan. 4, 5 p.m. " Zoonoses ( Parasitic infections )," 
by Dr. M. Sydney Thomson. 

Institute of Urology.— At St. Paul’s Hospital, Endeli Street, 
London, W.C., Jan. 4, li a.m. "Some Aspects of Leucorrhoea," 
by Dr. W. N. Mascali. 

Wednesday 

Institute of Urology.— At St. Paul’s Hospital, Endeli Street, 
London, W C-, Jan. 5, 11 a.m. “ Gonorrhoea in the Female by 
Dr. W. N. Mascali. 

London County Medical Society. — At Fumivall House, Chol- 
mondeley Road, London, N., Jan. 5, 4.30 p.m. Annual general 
meeting. Address by the redring president, Mr. J. R. M. 

/Whigham. 

Society of Chemical Industry: Nutrition Panel of the -Food 
Group. — At Gas Industry House, 1, Grosvenor Place, London, 
S.W., Jan. 5, 6.30 p.m. “ The Sausage as Food," discussion to be 
opened by Mr. H. P. Blunt, Mr. Osman Jones, Mr. M. G. Read, 
and Dr. Magnus Pyke, Ph.D. 

Thursday 

Faculty of Homoeopathy. — At Royal London Homoeopathic 
Hospital, Great. Ormond Street, London, W.C., Jan. 6, 5 p.m. 
“ Head Hunters in Great Ormond Street," by Drs. W. Lees 
Templeton and Charles O. Kennedy. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — Jan. 6, 5 p.m. "Cutaneous Tuberculosis," by 
Dr. G. B. Dowling. 

Institute of Urology — At St. Paul’s Hospital, Endeli Street, 
London, W.C., Jan. 6, 11 a.m. "Local Complications of 
Gonorrhoea in the Female," by Dr. W. N. Mascali. 

St. George’s Hospital Medical School, Hyde Park Corner, 
London, S.W. — At Large Lecture Theatre, Jan. 6, 4,30 p.m. 
Lecture-demonstration : Psychiatry. 

Friday 

Maida Vale Hospital Medical School, Maida Vale, London, W. — 
Jan. 7, 5 p.m. Case demonstration by Dr. D. McAlpine. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Apley. — On Dec. 16. 1948, at Woking Maternity Home, to Janie, wife of 
A. G. Apley, F.R.C.S., West Lodge, West Byflect. a son. 

Barry. — On Dec. 15, 194S. at March. Wilmslotv, to Monica (n£e Craig), wife 
of C. T. Barry, MJD.. D.A., a third ’son. 

Ffrcncb. — On Nov. 28. 1948, to Marjory and Geoffrey Ffrcnch. of PIcsant Street. 
Woodslde, Halifax County, Nova Scotia, a daughter. 

Parker. — On Dec. 15, 1948, to Kathleen (n6e Hewlett Johnson), wife of Geoffrey 
Farker, D.S.O., F.R.C.S.. a son — Nicholas James. 

Watson. — On Dec. 13, 1948, at the County Hospital, Bangor, to Megan (nee 
Wynne Jones), wife of Claud C. M. Watson, M.B., Ch B Ed., a son — David. 

DEATHS 

Bennett. — On Dec. 21, 194S, at Mildenhall, William Fay Bennett, M.R.C.S.. of 
Barrow, Suffolk. 

Bcnnett-Jones. — On Dec. 14, 1948, at 5, Gambicr Terrace, Liverpool, William 
James Bcnnctt-Joncs, M.D., M.R.C.S., F.F.A.. aged 75. 

Bhat. — Recently, at Karkala, India, Kasargod Somanath Bhat, M.R.C.S.. 
L.R.C.P., aged 63. 

Booting. — On Dec. 15, 1948. William Hartley Bunting. M.D., F.R.C.S.Ed., 
of Middleton Cottage, Sahvarpe, Droitwich, aged 80 

CoTledge. — On D"c. 19, 1948, at 2, Upper Wimpolc Street. London. W., Lionel 
Coifcdge, F.R.C.S, 

Jamieson. — On Dec. 16. 1948. at Thorne Bank, Great Eccleston, Lancs, 
Alexander Brown Jamieson, M.B , Cb.B.Ed 

Logic. — On Dec. 20, 1948, at 15, Craigholm Crescent, Burntisland, Fife, John 
Moffat Logic. M.B., Ch.B.Ed. 

Morrison, — On Dec. 17. 1948, at 19, Cromer Road, North Walsham, Norfolk. 
Henry' Morrison, M,D„ aged 54. 

Sutton, — On Dec. 20, 1948. at Guildford, David CarJylc Sutton, M.D.Ed. . 


Any Questions ? 


Correspondents should gh c their names and addresses ( not for 
publication) am! include a!! relevant details m their qm suons 
ii/n'c/i should be typed. We publish here a selection of those 
questions and answ ers it fitch seem to be of general interest 

Leucorrhoea 

Q. — li'hnt is the modern treatment of lettcorrhoea. excluding 
cases due to organic disease and to bacterial infections '• 

A..— The question rather implies that the term “ leucorrhoea " 
shou'd be reserved for a discharge which is normal m composi- 
tion but increased in amount. This view coincides with that 
of the writer, but is not shared by ail If this definition be 
accepted, then before treatment is instituted it ts important to 
try to assess die amount of discharge. Mans women, through 
ignorance or oier-a nvety, mas regard the normal as patho- 
logical. The activity of the glands fining the genual tract (those 
m the cert tx being the most important! probably vanes tn 
different individuals, end sometimes even a rather free secretion 
is not really abnormal The vaginal discharge is also physio- 
logically increased premenstruaily , dunng pregnancy, and some- 
times about the time of puberty Ovarian function can also 
influence the discharge, as is evidenced by the free mucoid 
secretion from the cervix about the time of ovulation No 
treatment other than reassurance and education is neces-ary m 
any of tfie 1 above circumstances 

Increased \asculanty or congestion of the pelvic organs act- 
ing either directly on the glands or indirectly by way of an 
ovarian disturbance, appears to be an important factor in 
leucorrhoea. By this mechanism many causes — working in hot 
atmospheres, standing for long hours, sedentary occupation, 
masturbation, unsatisfied sex urge, chronic constipation, etc 
— may operate. Any form of chrome ill-health, and anxiety 
alone, can also cause leucorrhoea Treatment depends on the 
cause, but if this is not obvious the measures adopted should 
be of a general rather than of a local character — regular physical 
exercise, daily cold baths, salmc aperients, reassurance, etc 
Astringent douches are rarely used nowadays Finally, it should 
be kept m mind that the excessive discharge may be due to an 
increased amount of glandular tissue in the cervix — an adeno- 
matous state. In this condition erosion of the cervix (a lesion 
which is not necessarily a response to infection) is often present, 
and is best treated by cautery or surgical diathermy 

Penicillin and Vaccinia Vims 
Q, — (a) Has the use of penicillin in reducing the bacterial 
contamination of vaccine lymph ( calf lymph) been investigated 7 
If so, please give references (b) May I have the names of 
institutions, if any, which are preparing anti-smallpox vaccine 
by the egg-culture technique for mass use 7 

A. — (a) A number of investigations have been carried out on 
the effects of penicillin in reducing bacterial contamination of 
vaccine lymph (see Monn, J , and Turcotle, H , Canad J Res . 
Sect. E, 1946. 24, 149) Similar studies have been made in 
France (Sevin, A , Bossut, I , D'Hallum, G.,and Chenet,C , Ann. 
Inst. Pasteur. Lille. 1948, 1, 209) In Russia the use of Soviet 
gramicidin has been recommended (Marchenko, G. F , and 
Raphman, E. Z , /. Microbiol. Moscow, 1946. No 3. p 16), and 
in South America tyrothricm has been employed (Miranda, C„ 
Hospital. Rio de J . 1946, 30. 803) There are certain points to 
be'Temembered Whereas pure penicillin has no action on vac- 
cinia virus, impure penicillin may destroy it (Gohar, M A , and 
Bashatli, A., J trap. Med Big. 1946, 49, 115) Penicillin does 
not necessarily destroy all contaminants Pseudomonas aerugi- 
nosa ( Ps . pvoevanea) may be quite resistant. D. H Ducor (Pubt 
Will Rep. i Wash . 1947, 62, 565) used a quaternary ammonium 
compound derived from coconut oit and said to be a mixture of 
hiah molecular weight alkyl-dimethyl-benzyl ammonium chlor- 
ides; the preparation is known commercially as“roccal.” 

(b) Investigations are being carried out in Great Britain on 
vaccinia grown m eggs at the Lister Institute, Elstree, Herts, 
and at various research centres in America. Egg-culture vaccine 
is still in the experimental stage and none is yet being issued for 
mass use 


Cholesteatoma 

Q- H'hat are the pathology and treatment of a chole- 
steatoma 7 

A. A cholesteatoma is a rare tumour occasionally found 
arising from the meninges, commonly at the base of the brain 
It is usually well encapsulated and composed of cells of 
epithelial type containing crystals of cholesterol and arranged 
in whorls It is probable of epidermoid ongin and of a 
teratomatous nature It is innocent. The treatment is surgical 

Trichorrhexis Nodosa 

Q - — IP hat is the cause of splitting of the ends of scalp hair 7 
A female aged 19, otherwise healthy, has suffered from this 
complaint for four years. Is there a remedy 7 

A. — The splitting of the ends of scalp hair (trichorrhexis 
nodosa) is not a disease but a common condition It is due 
to excessive dryness of the hair, such as is caused by too frequent 
washing, especially with alkalis, some powder shampoos, and 
spirit lotions without oil or glycerin to counteract their drying 
effect Trauma by too bard brushing and robbing , and from 
certain types of brushes and sharp-pointed combs, is also a 
common cause of the breaking of the hair shafts 

Bromidrosis 

Q.—Can you suggest a successful treatment for se\ere 
bromidrosis other than a daily bath and change of ur.der- 
nsas 7 Bihar /s /A- caw. r/> of /Ms rwwdwww 7 

A. — The cause is probably endocrine, but gastro-intestmal 
function may need consideration. The age. sex. and health 
of the patient have a bearing on the question of treatment 
Smalt doses of stilboestrol are sometimes helpful Bicarbonate 
of soda is a good deodorant used tn a bath or as a powder, or, 
if the condition is localized, as a 25“, paste Sodium hexameta- 
phosphate is similarly of value m local treatment used in the 
same manner (See also “Any Questions’” Feb 15, 1947 
p 281, and March 15, 1947, p 366) 

Trigeminal Neuralgia 

Q. — Illicit is the best medical treatment for trigeminal 
neuralgia 7 The preliminary communication on “ cuprelorte " 
seems promising Is this drug obtainable? If so, are onv 
special precautions necessary in its use ? 

A. — Treating cases of trigeminal neuralgia with large doses of 
vitamin B, (aneurin or thiamin), Borsook {]. Amer. med. Ass. 
1940, 114, 1421) described marked improvement in 37 out of 
58 patients and some improvement in 55 out of 58 He gave 
10 mg daily by intravenous injection, together with a diet rich 
in vitamin B,. It is probably sufficient to give vitamin B, by 
mouth, but m large doses such as 25 mg four times a day. If 
drugs are to be used, “ cuprelone ” can be tried. The author 
of the Lancet article (Oct. 23, 1948) says that the toxic effects 
i' produces are negligible, but it is probably too early to say 
how severe they may be in certain sensitive cases Since it is 
a denvative of allylthiourea, it may inhibit the thyroid in some 
patients. Other drugs which have a good effect are ” trilene " 
(tnchlorethylene) and tmetura gelsemii (10 to 15 minims; 0 6 to 
0 9 ml thrice daily) 

Bleeding Gums 

Q . — IV hat is the treatment of bleeding gums 7 I hat e in 
mind a woman aged 25, 3-para, with no infection whatsoever 
in the mouth and whose general health is excellent. A thorough 
trial of vitamin C, toothpicks, and painting with chromic add 
and hydrogen peroxide has led to no improvement, and the 
patient is afraid of developing pyorrhoea. 

A.— Bleeding gums may be due to numerous causes, both 
general and local. Clearly, before suggesting any form of treat- 
ment it is of the utmost importance to ascertain the cause of 
the bleeding: thus, vitamin deficiencies (such as scurvy), blood 
disorders (such as leukaemias), etc, are often associated with 
spongy bleeding gums Investigation of the patient's blood is 
therefore of importance where no local cause is obvious. The 
most common cause of bleeding from the gums is a gingivitis, 
which may be mild or severe in extent. This is particularly the 
case with the rather oedematous type, where the interdental 



bleeding. Occasionally it is found that in comparatively norma! 
patients with healthy gums bleeding is caused by the excessive 
and over-zealous use of hard toothbrushes. 

Liver Injections in Arthritis 

Q. — ( a ) Is there any evidence to support the giving o/ liver 
injections in the anaemia associated with rheumatic and other 
arthritic conditions ? 1 should be glad to know if there has 
been any work on this subject recently. ( b ) What is the per- 
centage of cases of fibrositis which have a “ gouty ” pathology, 
and what is the likelihood of these cases being relieved by either 
dnehophen or colchicutn ? 

A. — (a) There is no conclusive evidence to indicate that liver 
injections would influence the anaemia associated with arthritis, 
but a liver extract would supply vitamin B as well as other 
substances, and, as so little is known of the pathology of 
rheumatoid disease, it might be justifiable to try it and watch 
the effect. In such cases the writer has used a special form 
orally with good effect on the general condition, but is not aware 
of any recent work on this aspect. 

(ft). It is impossible to give a percentage of cases of fibrositis 
which have a gouty pathology. The only plan would be to test 
for the blood uric acid content ; if this is above normal it might 
be regarded as evidence of a possible gouty cause in the absence 
of trauma or any abnormality revealed by a thorough x-ray 
examination. Unless the blood uric acid content is increased 
there is no indication for either colchicum or cinchophen, and 
much to be said against using either, though the latter might 
have a temporary analgesic effect ; aspirin would be far prefer- 
able and, as the salicylates tend to lower the blood uric acid 
content, more effective. 

Rh Factor aud Pregnancy 

Q . — In view of the baffling complexity of recently published 
work on the Rh factor, I should like to know what action should 
he taken on receipt of a report of “ Rh-negative, anti-Rh aggluti- 
nins present " on the blood of a woman five or six months 
pregnant. Is there any danger to the foetus from this in a first 
pregnancy 1 

A. — On receipt of a report that a pregnant woman is Rh- 
negative and has Rh antibodies in her blood it is advisable to 
arrange for the confinement to take place in hospital, and to 
make preparations to transfuse the infant with Rh-negative 
blood without delay if its cells are found to be sensitized to 
Coombs’s test. Antibodies are unlikely to be present at five 
or six months in a first pregnancy, and there is little or no 
danger to the first foetus from this cause, unless in twin preg- 
nancy. In subsequent pregnancies, if a woman is found to be 
Rh-negative but without evidence of antibodies, it is advisable 
to be prepared to treat the child if found to be affected, but 
treatment should not be given without proof of haemolytic 
disease, because many Rh-negative women fail to become sensi- 
tized even after several pregnancies (see B.MJ., 1946, 2. 641, 
for details). There is no justification for the interruption of 
pregnancy unless on grounds that the mother’s health is 
adversely affected — for example, by toxaemia. 

Ultra-violet Light and Pulmonary Tuberculosis 

Q . — Is it not possible that the well-known effect of ultra-violet 
light in stimulating the activity of pulmonary tuberculosis could 
be made use of by giving ultra-violet light treatment at the same 
time as bacteriostatic drugs — p-aminosalicylic acid and strepto- 
mycin — on the assumption that the increased activity of the 
organism would increase its metabolic requirements, and that 
thereby the intake of these drugs by the micro-organism would 
be greater ? 

A. — No. Ultra-violet light can have no possible direct action 
on tubercle bacilli in the lung. The effect of ultra-violet tight 
or excessive exposure to sunlight on pulmonary tuberculosis is 
believed to be to cause reflex pulmonary congestion, with a 
consequently increased liability to haemoptysis: the flooding 
of part of the bronchial tree with blood containing tubercle 
bacilli is then liable to bring about extension of the disease.. 


NOTES AND COMMENTS 

Leukoplakia and Kraurosis Vulvae. — Dr. Euzadeth Hum 
(L ondon, W.) writes: In “ Any Questions ? " (Dec. 4, p. 1005) the 
writer states that kraurosis vulvae “ might be considered, as ttr. 
exaggeration of normal senile atrophy, and for all practical purposes 
tt occurs only after suppression of ovarian activity.” How can 
these assumptions be reconciled with the fact that the women 
described by Breisky (the author of this term), who were suffering 
fiom this condition, were all within the reproductive period of life 
and ail apparently with full ovarian activity ? 1 have myself seen 
many cases of stenosis of the ostium vaginae (i.c., kraurosis vulvae) 
in younger women whose ovarian functions seemed to be normal. 
Some of these cases had been diagnosed as “ senile atrophy." It 
would be of interest to know what exactly is meant by “normal 
senile atrophy.” Does this occur at one site only on the skin— 
namely, the vulva ? With reference to leukoplakia vulvae it is rm 
experience that this term is used very loosely for a variety of widely 
differing skin affections which may present a whitish appearance 
These conditions are often prolonged in duration despite medication; 
none is prccancerous. Cancer, when it does occur in association, 
is found on the internal surfaces of the vulva only. Can excision o! 
skin around the vulva be therefore justified, ns the writer suggests ? 

Corrections 

In (lie review of Textbook of the Rheumatic Diseases, edited by 
W. S. C. Copcman (Dec. 25, 1948, p. 1108), there is an inaccuracy in 
the second paragraph. This arose through a misreading of the chapter 
on clinical pathology contributed by Dr. M. J. Gibson. A correction, 
which unfortunately arrived too late for inclusion in last week’s 
issue, makes this part of Dr. Kenneth Stone’s review read as follows: 
" Dr. M. J. Gibson contributes a chapter on clinical pathology. His 
discussion of the blood uric acid is not very dear. He states that 
plasma uric acid is higher than whole-blood uric acid by 1.0 to 
2.0 mg., the normal being up to 6 mg. per 100 ml.; a plasma estima- 
tion is more reliable, he says, because of variations in the red 
cel! volume. But there is no accurate method of measuring the uric 
acid in a protein-free filtrate of the plasma, and 4 mg. per 100 ml. has 
long been accepted as the upper limit of the normal range. Com- 
paratively recent work suggests 6 mg. as a more accurate dividing 
fine between the non-gouty and the gouty; but further confirmation 
of this is desirable.” 

Dr. G. MacD. Campbell (Tylorstown, Glam) has pointed out a 
mistake in our report (Dec. 11, 1948, p. 1031) of the speech by 
Mr. John Edwards at the opening of the Public Health and Municipal 
Engineering Congress. According to the official report of the speech 
issued by the Ministry of Health Mr. Edwards said that under the 
National Health Service prescriptions were being dispensed at the 
rate of 140,000 a year. The figure should have been 140,000,000 
prescriptions a year. 

Dr. r Dorothy M. James, Medical Officer of Health (Standish-with- 
Langtree Urban District Council) writes : In the “ Epidemiological 
Notes " (Dec. 18, 1948, p. 1087) I notice that in the discussion of 
the table for the week ending Nov. 27, 1948, you refer to a local 
outbreak— -7 cases of diphtheria— in the urban district of Standish- 
with-Lnngtree. This is incorrect. There were no cases of diphtheria 
in this district during that period, but 7 cases of measles were 
returned. I have taken the matter up with the Registrar-General. 

In a reference to the Todd insecticide fog-applicator (“ Any 
Questions 7 ” Dec. 11, 1948, p. 1048) it was stated that die T.I.FA., 
“ so far as we are aware, is not manufactured here.” We are 
informed by the Lister-Todd Engineering Corporation, Ltd., of 
Imperial House, 15/19, KJngsway, London, W.C.2, that the machine 
is being produced in this country. 
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WHAT NEXT? 

Terms and conditions of service, including remuneration, have 
dominated the medico-political picture in recent months. It 
seems a long time since the issues of the day were the Minister's 
power to introduce a whole-time salaried service, the universal 
basic salary, direction, the ownership of goodwill, the experi- 
mental health centre, appeals to the Courts, and freedom to 
publish. It seems an age since Mr. Emest Brown put forward 
proposals for a whole-time salaried service, since the right of 
the Central Health Services Council to publish its Report was 
a major issue, and since the publication of the profession’s 
principles in December, 1945. 

General Practice 

Of the serious current problems the loss of income, 
often amounting to hardship, of particular groups and par- 
ticular individual practitioners is perhaps the first. Repre- 
sentatives of the General Medical Services Committee headed 
by its new' Chairman. Dr. Wand, made representations to the 
Ministry on this subject, with particular reference to rural prac- 
titioners. Three rural practitioners — one from Cumberland, 
one from Somerset, and one from 'Norfolk— -gave a first-hand 
account of the conditions of rural practice to-day. The request 
for an immediate and a substantial increase in the Mileage Fund 
to deal with the general rural problem was sympathetically 
received by the Ministry. We shall know the outcome early in 
the New Year. 

The second main problem is the general one of the applica- 
tion of Spens to both urban and rural practitioners. The first 
investigation. undertaken in Lancashire, is complete. Investiga- 
tions are being made with all possible speed into a number of 
sample areas — Bath, Halifax, Norfolk, Nottinghamshire, and 
Nottingham — following the lines shown in this column last 
week. The object of the inquiry is to find out what in fact are 
the ranees of income received by general practitioners and how 
they compare with the Spens recommendations. This investi- 
gation is an indispensable preliminary' to any application for 
an overhaul of remuneration. It is hoped that it will be com- 
plete in all the sample areas in four or five weeks’ time. 

The third problem, closely associated with the second, is that 
of the increase of work, particularly work of a non-medical 
character. In one respect the solution here must await the 
Report of the Government Certificates Committee, on which 
the profession is powerfully represented ; the Association has 
given its evidence to this Committee. In another respect it is 
closelv associated with the Spens Inquiry and bears on the ques- 
tion of the number of approved maximum on lists. For this 
reason the two issues of remuneration and burden of work wall 
be raised with the Ministry together as different aspects of the 
same problem as soon as the special investigations are complete. 

At the same time representations are being made to the 
Ministry on a host of other points. It has been asked for 
and has promised a speedy settling up of moneys due to 
insurance practitioners as payment for the first four days of 
July and a final settling up of N.H.I. pay'ments. A speeding-up 
of the discussions of payment for immunization and vaccina- 
tion has been pressed so as to enable practitioners to be paid 
for this work retrospectively to July 5. We are promised that 
the model distribution scheme will . soon go out to enable pay- 
ment to be made for work done for temporary residents since 


the appointed day. We have pressed and hope to get mileage 
payments in connexion with the maternity scheme. A brief 
statement of a number of other points raised in an interview 
with the Ministry a fortnight ago will be found on another 
page of the Supplement. In short, a steady but heavy pressure 
js being applied to the Ministry on a wide front. We are 
determined to secure really satisfactory terms and conditions 
pf service. 

Consultants and Specialists 

In this field the Consultants and Specialists Committee estab- 
Yi-sVci V| Wit Nsswcfit'iitm vs iitf« -patViCTpsWTig x-AWi Wit Wo-raV 
Colleges" and the Royal Scottish Corporations in a Joint Com- 
mittee which will negotiate on matters arising out of the Acts 
jind the Specialist Spens Report. Sir Lionel Whitby. Recius 
professor of Physic of the University of Cambridge, President 
pf the Association, has accepted an invitation to become the 
Chairman of the Committee. It met on Dec. 17 and will 
meet again on the morning of Jan. 7, meeting representatives 
pf the Ministry on the afternoon of that day. At last the 
work of negotiating the national scale of remuneration for 
consultants and specialists has got under way. It is no breach 
or confidence to say that the first issue to be tackled is that 
of the security of tenure of consultants and specialists in the 
riew service. 

Public Health Service 

A vigorous attempt is being made to get these negotiations 
under way. It was thought wise to await the publication of 
the Specialist Spens Report in order that both Spens Reports 
jnicht form the basis for negotiation of public health remunera- 
tion. Following the publication of this report we sought to 
clear away the remaining difficulties about Whitley machinery'. 
This was done. Then we were confronted by delay arising from 
the difficulties in the minds of the Associations of Local 
Authorities. The Public Health Committee of the Association 
nl its last meeting decided that this delay could not be allowed 
to continue, and, in consequence of a recommendation they- are 
putting to the Council in January, I have written to the Ministry 
of Health in the following terms : 

•• At a meeting of Ibe Public Health Committee of the Assoriau'on 
jield on Dec. 17 I reported on the present position with regard 
to the setting up of the Whitley machinery. The Committee expressed 
creal dissatisfaction and disappointment at the continued delay in 
opening negotiations and resolved that the follow ing recommendations 
be submitted to Council at the meeting on Jan. 12, 1949: 

“ (o) That the Ministry be informed of the serious unrest and dis- 
satisfaction among members of the public health service occasioned 
by the continued” delay in the opening of negotiations on new 
scales and condilions of service. 

(JO That the Ministry be informed that if negotiations through 
the approved Whitley machinery have not begun by Feb. 2S, 
1949, advertisements from local authorities will not be accepted 
by the British Medical Journal unless the salaries offered are in 
conformity with the Association’s own proposals for new scales - 
“ (c) That negotiations be conducted on a national basis covering 
England, Wales, and Scotland. 

“The profession’s representatives have been nominated and arc 
ready to start discussions at once.” 

Other Groups of the Profession 
A case is being prepared for the revision of remuneration 
in the Colonial Medical Service on the basis of the Spens 

2293 


,2 Jan. I, 1949 


THE SECRETARY REPORTS 


SUPPLEMENT to the 
British Medical Journal 


Reports. When the negotiations for consultants and specialists 
are complete the work will be begun of seeking the appropriate 
application of the Spens Reports to other groups of the pro- 
fession, including the armed Forces, non-professorial teachers, 
research workers, industrial medical officers, and Civil Ser- 
vice medical officers. The Spens Reports will no doubt have 
wide repercussions, but that fact need not prevent us from 
securing their appropriate application to the two groups of the 
profession to which they apply directly and to all other groups 
of the profession to which by implication they relate. 

Constitution and Organization of the Association 
Discussions under this heading are almost complete. The 
Committee which has been studying the constitution of the 
Association in relation to trade union status is now preparing 
its report. The Organization Committee has been re-examining 
other aspects of the Association’s organization, including the 


' structure and functions of the Representative Body and the 
Council. At its last meeting it had the advantage of a vigorous 
personal contribution from three representatives of the Win- 
chester Division — the authors of the Winchester Memorandum. 
The fruits of these inouiries should come before the Association 
in the early part of 1949. 

A New Venture 

From now on, members of the Association will be able to 
enjoy without charge the services of the Medical Practices 
Advisory Bureau which is now being established to advise on 
problems associated with entering practice and to introduce 
locums, assistants, and principals. In short, the services once 
provided by the British Medical Bureau are now available as a 
fiee service to members of the Association. It is hoped in time 
to amplify the service by providing information on appoint- 
ments and opportunities in other branches of medicine. 


National Health Service 


AWARDS TO SPECIALISTS 

COMMITTEE APPOINTED 

The Minister of Health and the Secretary of State for Scotland 
have appointed a committee of 14 members in accordance with 
the Spens recommendations to advise which specialists engaged 
in the National Health Service should receive awards for pro- 
fessional distinction, “having regard to the desirability that 
% of the number eligible should receive the highest award, 

% the second award, and 20% the third award.” The 
ollowing are appointed: Lord Moran (chairman). Sir Horace 
Hamilton (vice-chairman), Mr. V. Zachary Cope, Professor 
Geoffrey B. Fleming. Sir Gordon Gordon-Taylor, Mr. J. M. 
Graham, Sir David K. Henderson, Sir Edward Mellanby, 
Mr. J. F. Mountford, Professor Sir Harry Platt, Professor A. L. 
Robinson, Mr. J. H. Sheldon, Sir Lionel Whitby, Mr. J. M. 
Wyatt. Mr. T. B. Williamson, of the Ministry of Health, is 
secretary. 

Eleven members have been nominated by the Royal Colleges 
and Scottish Royal Corporations, one by the Medical Research 
Council, and one by the universities’ committee of vice- 
chancellors and principals. 

MEETING WITH MINISTRY 

CONDITIONS OF SERVICE DISCUSSED 

Representatives of the General Medical Services Committee 
have had discussions with officers of the Ministry on the follow- 
ing matters in connexion with the National Health Service. 

Maternity Medical Services 

Administration of Anaesthetics . — It has been suggested that 
the fee for the services of a second practitioner administering 
an anaesthetic in maternity cases, together with mileage where 
claimed, should be paid direct to that practitioner, and with a 
view to giving effect to this arrangement the name and address 
of the practitioner concerned, with details as to mileage travelled, 
should be included in Forms E.C.24 and 24A, 

The Ministry has agreed to explore the possibility of putting 
this recommendation into effect. 

Mileage .' — It has been recommended that the obstetric fee 
should be subject to some extra allowance in rural areas in view 
cf the distances to be travelled. 

A fee of Is. a mile each way beyond the two-mile radius has 
been suggested. 

The Ministry' is examining the problem. 

Certificates to Pregnant Women . — It has been urged that in 
the case of pregnant women at or about the 36th week the 
practitioner should be required to give only one certificate to 
cover the interval to the actual confinement. Such a procedure 
would be a convenience both to the expectant mother and to 
the practitioner. 


The Ministry of National Insurance has agreed in principle 
to this suggestion and an agreed announcement will be made in 
the Journal as soon as possible. 

Forms E.C.24 and 24 A . — Cases have arisen where for reasons 
beyond the practitioner’s control — e.g., patient’s change of resi- 
dence, holidays, etc. — the practitioner has been unable to under- 
take the necessary antenatal examination “ at or about the 36th 
week,” with the result that there is doubt whether the fee 
is payable. It is understood that in such cases the Department 
has agreed that the payment of the fee should not be dependent 
upon carrying out the examination in the period defined. 

The Ministry has agreed to make the position clear to local 
executive councils. 

Details of Maternity Fees . — It is the Ministry’s view that 
clerks of executive councils should furnish practitioners with 
an itemized statement when payment is made in respect of 
maternity cases. 

It is thought that this will be useful to practitioners in 
scrutinizing payments due to them. 

Forms of Application for Maternity Benefit . — A number of 
practitioners have asked that a supply of forms of application 
for medical benefit should be made available to them. 

The Ministry of National Insurance has already issued 
instructions to this effect. 

Miscarriages 

Inquiry was recently made of the Department for a state- 
ment on the position of a doctor called to a miscarriage, no 
previous arrangements for maternity medical services having 
been made between the patient and the doctor. 

The Department replied: 

“ In such cases we think the doctor, if the patient is his own 
patient, would give the necessary treatment (wiihout payment) as part 
of his ordinary obligations as a general practitioner. If the patient 
was on another doctor’s list, he would have no responsibility (unless 
he were called in when the patient’s doctor and his deputy were not 
available, in which case the emergency arrangements would apply).’’ 

The Association cannot accept the Department's view that 
treatment for a miscarriage should be regarded as part of the 
ordinary obligations of a general practitioner under his terms 
of service, and the Ministry has been so informed. 

The Ministry’s reply on this point is awaited. 

Dental Haemorrhages 

It has been recommended that medical practitioners called 
out to cases of dental haemorrhage following dental extractions 
should be remunerated for this service. It has further been 
represented that any payments made should not come out of 
the Central Practitioners Pool. 
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Telephone Charges 

Practitioners, especially those in rural areas, complain of the 
heavy cost of telephone charges where action is necessary to 
obtain an ambulance or to secure the patient's admission to 
hospital. In the Association’s view it is unreasonable that the 
cost of this service, which is provided by the practitioner for 
the benefit of his patient, should be borne by the practitioner. 
It has been suggested that, in respect of other than local 
telephone calls, practitioners should be able to reverse tele- 
phone Charges where a call is made to a hospital, on behalf of 
one of his patients, for the purpose of admitting a patient to 
hospital, for ambulance facilities, etc. 

The Ministry has agreed to explore the possibility of giving 
effect to this recommendation. In the meantime the Secretary 
will be glad to have information from practitioners of undue 
expenditure under this heading. 

Postage on Official Communications 
The Ministry has again declined to support the Association's 
contention that the proper method of reimbursing doctors for 
postage of documents to the executive councils is by the issue 
of officially franked and addressed envelopes. 

Missing Information on Form E.C.I 
Numerous complaints have been received from practitioners 
who have been asked by local executive councils to obtain 
information omitted by patients when completing Form E C.l. 

The Ministry agrees that this information should be sought 
fiom the individual and not from the practitioner. 

CLAIMS FOR COMPENSATION 

The closing date for the submission of claims for compensation 
was Oct. 31. The Minister is empowered to grant extension 
only where he is satisfied with the reasons for delas Any 
doctor who has not sent his claim to the Ministry of Health 
should do so at once, and his return should be accompanied by 
a statement of the circumstances which made it impracticable 
to submit the claim by the due date. 

REMUNERATION IN ARMED FORCES 
AND C.M.S. 

The subcommittees which have been conducting detailed exami- 
nations of the remuneration of medical officers in the armed 
Forces and in the Colonial Medical Service in relation to the 
two Spens Reports have now completed their labours. They 
will report to their parent committees in the New Year. 

AMALGAMATION OF THE MALAYAN MEDICAL 
SERVICE 

Four Asian members of the Malayan Branch recently visited 
Headquarters and gave the views of Asian doctors upon the 
Malayan Government’s proposals for the unification of the 
Malayan Medical Service. 

N.H.I. FINAL SETTLEMENT 

PAYMENTS DELAYED 

Many general practitioners who had panel patients before the 
National Health Service started are anxious about the Final 
Settlement under the N.H.I. scheme due to them for the first 
two quarters of 1948. It has not yet been paid. The pro- 
visional payments for the first two quarters were based on the 
average number of insured persons in the x r arious areas during 
the preceding year. During those quarters some patients went 
on or came off panel lists, and the Government Actuary's Depart- 
ment determines mean figures to take account of these people. 
The delay in calculating the figures is in that Department. 
When the figures are available— and they should be very shortly 

they nil) be submitted to the Distribution Committee, on 

which the B.MA. has representatives. It is expected that the 
money will be paid out at the end of January. 


Questions Answered 


Income Tax and Practice Expenses 

Q . — Have the income tax authorities agreed with the figure 
of 35% deduction from the capitation fees, and 50% from mile- 
age fees, as practice expenses which have been made when 
calculating superannuation contributions ? 

A. — The figures of 35 % for practice expenses and 50 % in the 
case of mileage payments have been adopted solely for the 
purposes of the National Health Service superannuation scheme. 
They have not been agreed with the income tax authorities. 
In any case the individual practitioner's assessment for income 
tax is a matter for arrangement between himself and the local 
income tax authorities. - 

Compensation on Retirement 

Q . — If a general practitioner wishes to give up general prac- 
tice and take up another branch — e.g., industrial medicine — 
before the retiring age of 60 or 65, can he do so and draw his 
compensation money for investment according to his own risk? 

A. — Under Regulation 13 of the National Health Service 
(Medical Practices Compensation) Regulations, 1948, the 
compensation payable to a practitioner will be paid on his 
retirement from practice or death, whichever occurs first. For 
the purpose of this regulation retirement from practice means 
retirement from practice as a medical practitioner providing 
general medical services under Part TV of the Act or under 
Part IV of the National Health Service fScotland) Act. 1947. 
A practitioner receiving compensation on retirement from prac- 
tice in the Service does so without prejudice to his right to 
engage iq other fields of medical work. 

Entering General Practice 

Q.—I am at present serving in the R.A.M.C. and expect to 
be released next year. How do I set about entering general 
practice? 

A. — The Medical Practices Advisory Bureau can give you 
information about entering general practice. It is under the 
direction of a member of the medical secretariat, and its address 
is B.M.A. House, Tavistock Square, London, W.C.l. 


PENALTIES OF OLD AGE 

LIBERAL PARTY’S VIEWS 

At a meeting of the Liberal Party Council held recently the 
following resolution was passed unanimously: 

“ That this Council, in these days of full employment and shortage 
of manpower. 

(1) deplores Ihe absence of any constructive policy by the Govern- 
ment for enabling the elderly to maintain a happy and healthy life 
beyond pensionable age by opportunities for creative employment 
where they are physically able and willing to continue working, and 

(2) calls upon the Government to encourace those of pensionable 
age who are willing to continue work to do so without penalization; 

(3) calls upon the Government as a measure of great urgency to 
bridge the gap between the National Health Service Act and the 
National Assistance Act by the establishment of statutory committees 
representing the regional hospital boards, the local health authorities, 
and the appropriate voluntary bodies; 

(4) urges the Government to increase the provisions for admission 
of old people into hospital, who are now too frequently excluded 
solely on the grounds of age.” 

It was moved by Lord Amulree and seconded by Dr. J. A. 
Gorsky. Lord Amulree commented on the short-sighted policy 
of the Government which at present penalizes those able and 
willing to continue working beyond retirement age if they do 
so, and urged that the pension should be paid as of right, 
irrespective of whether the elderly continue with their jobs or 
not Such a Liberal policy would improve the manpower situa- 
tion and in a great many cases would be of benefit to the elderly 
themselves, who too often tended to die off when the motive 
power of their lives was removed. He also deplored the lack 
of hospital accommodation for old people, and commented on 
the difficulties of the medical profession in gaining admittance 
to hospital for old folks. 
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B.M.A.’s Libel Action 

Medical charities will benefit by a “ substantial sum ” as the 
result of the settlement of the libel action of the B.M.A. against 
'Daily Mirror" Newspapers Limited. In spite of a natural 
reluctance to use the instrument of a writ for libel, the Council 
felt that in this instance what it judged to be an imputation of 
dishonesty against the Association and its officials could only 
be satisfactorily met by bringing the matter into court. The 
policy of the Association is often attacked and is expected to be 
attacked in the same way as the policy of the Government or 
any corporate body, but it becomes a different matter when the 
attacks take the form they did in this instance. There is a feel- 
ing in some quarter^ that if an organization is big enough almost 
anything can be said about it with impunity— that it is so 
impersonal that it has no character to be assailed. That is not 
the view which the Association took, and it has been sustained 
by the Courts. The Daily Mirror has withdrawn any imputa- 
tion which might have been read into its statements in con- 
nexion with the conduct of the plebiscite last January, and has 
agreed to pay a sum to medical charities and to indemnify the 
Association its costs. In the other action, which concerned 
four labour M.P.s, they stated that it had never been their 
intention to impugn the honesty of the Association or its officers 
or officials. All’s well that ends well, and perhaps a lesson has 
been learned which will be useful for the future. 

Private Practice Committee 

What has been, known for some years now as the General 
Practice Committee, and before that was known as the Medico- 
.Political Committee, has changed its name. As matters stand, 
the newly constituted General Medical Services Committee is 
handling N.H.S. business, and the remnants which belong 
mainly to the sphere of private practice are the province of 
what has been the General Practice Committee. Its new title 
is to be the Private Practice Committee, not strictly logical per- 
haps, but explanatory, and at any rate the Committee itself 
could think of nothing better. Dr. Wand, who has been its 
chairman for nine years, has recently been translated to a more 
capacious seat, and the Committee has chosen Dr. I. G. Grant, 
of Glasgow, for its new chairman. The Committee has still 
plenty to do, especially concerning fees for work for local 
authorities, national boards, insurance companies, and Service 
departments, as well as innumerable other matters. 

Mining Accidents 

When an accident occurs at a coal mine all the doctors from 
a considerable radius may be summoned, and of course, as 
is their duty, they attend. A point to which scant regard has 
been paid hitherto, but which, with nationalization of mines 
and the setting up of the National Coal Board, is now being 
looked into by the Association, is the risk of accident which 
such doctors themselves may run. They are practitioners prob- 
ably drawn from a wide area and unaccustomed to the, at first, 
rather alarming conditions of the interior of a mine. Even 
under the best conditions such underground traversing is 
attended by minor risks of bruising and so on, and it is all 
a novice can do to keep his feet and his sight; where there 
has been an accident the risk is possibly intensified. The duty 
of the doctor to attend is not questioned, but the point is being 
raised about the compensation to the doctor or to his depen- 
dants in the event of injury or death. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Non-County Borough Councils. — Dartford, Radcliffe (limited 
to future appointments), Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-wirh-Roby. Redditch (restricted to new appoint- 
ments), Tvldesley. 


WHITLEY MACHINERY AND PUBLIC 
HEALTH SALARIES 

A meeting of the Public Health Committee of the Association 
was held on Dec. 17 under the chairmanship of Dr. James 
Fenton. Dr. J. A. Ireland voiced the pleasure of the whole 
committee on seeing Dr. Fenton back in his usual place, 
recovered from a serious illness. 

A report was given by the Secretary (Dr. Charles Hill) on 
the question of the setting up of Whitley machinery for 
public health salaries. He gave an account of correspondence 
and conversations with the Ministry of Health. At the end of 
November it was intimated by the Ministry that the associa- 
tions of local authorities wished to discuss certain matters 
beEore the Whitley , Council was set up, and that it might 
be a little time before the first meeting could be arranged. 
It was to be assumed that the secret of the difficulties was that it 
had suddenly been realized that the subcommittee of the Whitley 
Council would be backed by arbitration in .the event of dis- 
agreement, and that the recourse of any arbitrator would be 
to the Spens Reports in order to determine his award, a 
circumstance which might have repercussions in other fields. 
But the delay was most unsatisfactory. The Association had 
been anxious to have negotiations for the new scales completed 
and to have the Whitley machinery embodied in the agreement. 

The meeting discussed possible ways in which the setting 
up of the machinery might be expedited. One member 
suggested that it was obvious that the local authorities had no 
intention of collaborating in the setting up of the Whitley 
machinery, and that two courses were open to those who 
represented public health medical officers. One course would 
be to approach the Minister, pointing out the impasse, pointing 
out also that the Spens Reports were now operable, and should 
be referable to public health medical officers, /and that the 
Minister be asked to lay down by regulations the scale in 
accordance therewith. The other course would be to declare 
that unless negotiations had been begun by a certain early date 
advertisements for appointments which did not conform with 
the new proposals would be refused. 

After some discussion it was agreed to recommend to the 
Council of the Association at its meeting early in January 
that the Minister be informed of the delay in opening the 
negotiations' on the Whitley basis, and that unless such nego- 
tiations had begun by Feb. 28 advertisements for appointments 
which did not conform to the proposals laid down would 
not be accepted. 

It was the unanimous view of the Committee that the Whitley 
method, backed by arbitration, was the method of choice. The 
Committee proceeded to select its representatives on the negoti- 
ating body, the endeavour being made to cover as wide a field 
of public health service as possible. The following were 
appointed : The Chairman of Council (Dr. Dain), the Chairman 
of the Committee (Dr. Fenton), Dr, Metcalfe Brown, Dr. 
George Buchan, Dr. 3. A. Ireland, Dr. R. H. H. Jolly. Dr. Jean 
Mackintosh, Dr. Wyndham Parker, Dr. J. Riddell, Dr. J. A. 
Stirling, and Dr. Hill. 

Other Business 

The Committee heard with satisfaction that the National 
Veterinary Medical Association had welcomed the proposal for 
the setting up of a joint committee to formulate for trans- 
mission to Government departments representations on the 
problem of providing milk of high quality for the community 
and the supervision of the production and distribution of other 
foods of animal origin. Three B.M.A. representatives had 
already been appointed to the Committee, bu: the Veterinary 
Association suggested that the numbers should be six on each 
side, and to this the Committee agreed and appointed three 
additional B.M.A. representatives, one of them to represent 
Scotland. 

The Committee nominated its Chairman, with Dr. Buchan 
and Dr. Jolly, to join with representatives of the General 
Practice Committee in discussions with the local authorities 
associations on fees for services to local authorities. 

The meeting considered a statistical summary which had been 
prepared showing the present position with regard to equal 
pay for men and women medical officers. It was stated that 
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there had recently been an improvement in this respect in the 
direction of B.M.A. policy, and the Committee felt that the 
figure reflected great credit on the work of the office. A very 
large number of the smaller authorities (municipal boroughs 
and urban and rural districts) from which no replies had been 
received employed no women medical officers. 

The Committee considered the Milk (Special Designations) 
Bill, the Civil Defence Bill, and other matters. 


Correspondence 


Remuneration and Size of Lists 


Sir, — N ow that a subcommittee of the British Medical Associa- 
tion is considering all the aspects of the remuneration of general 
practitioners with a view to presenting a case for revision of the 
present inadequate capitation fee to the Minister of Health, it 
seems profitable to set out how the problem appears to the 
writer, who is an urban practitioner with a list rather below 
the present ma.vimum of 4,000. There would appear to be four 
separate factors involved: first, the report of the S pens Com- 
mittee ; secondly, the volume of work which a general practi- 
tioner can reasonably undertake ; thirdly . the relation of this to 
the limited number of practitioners now available in the country 
and their uneven distribution ; and, fourthly, the capitation fee 
and size of practitioners' lists necessary to correlate the first 
factor with the second and third. It might be profitable also to 
consider future developments. 

It is important in the first place to recognize clearly what the 
Spens Committee recommended. They did not. as seems to be 
frequently believed, advise any particular capitation fee. They 
recommended that certain proportions or percentages of practi- 
tioners should earn certain incomes. Thus, 20% of all doctors 
should earn £700-£1.000. 24% £l,000-£l,300, and so on. By 
making certain assumptions it is possible to calculate th-A the 
average income of the general practitioner, in 1939 values '-f 
money,- should be about £1,300 plus rather less than half as 
much again for those practice expenses allowed by the income- 
tax authorities. 

To the figure thus obtained must be added a “ betterment " 
factor for the fall in value of money since 1939. This does not 
mean such an increase would produce the same purchasing 
power then and now. Other factors, especially the actual nse 
in the income of other comparable groups of the community, 
have to be taken into account. It has been stated that the 
Ministry are working on a betterment factor of 20%. If this is 
to be fairly applied it must be remembered that it must apply 
to the net portion of the income only. That portion of the 
earnines representing practice expenses must be increased to 
cover the actual cost of these expenses at the present time, other- 
wise the 20% increase in his real income will not reach the 
doctor at all but will be swallowed up in the much larger per- 


centage increase in the practice expenses. 

As this point is of the utmost importance, it might be well to 
illustrate it by the example of the “average” £1,300 income Die 
practice expenses, at 33% of the gross income, would be £650, but, 
as the dru" bill is no longer a charge on the income and there is 
also some savinc in the cost of collection of accounts the com- 
parable 1939 figures might be taken at: income £1,300, expenses 
£500 total gross £l,S0O; add 20% =£2,160. In fact, however, the 
practice expenses which remain are all items which have increased 
beyond the ordinary proportion. House Property over -00 „ car 
transport perhaps 1 00%. wages about 100%, and so on If you 
take net income: £1,300+20% =£1,560. Expenses £500+100 
£1 000 Total cross income should equal £2,560, or £100 more than 
the first case. This point is worthy of a full statistical mvesugauon 
and should not be overlooked. 


The Spens Committee gave no guidance on the volume of 
work a practitioner can reasonably undertake, but if their find- 
ings are to he applied to a capitation fee system it is obvious 
this matter must first of all be considered and settled It is one 
of great difficulty, since it involves not only skill but speed 
of work in addition — consideration, in other words, ot both 
quality and quantity, and these, beyond a certain limiting point, 
are to some decree inversely proportional. 

If the Service is to be other than a sham it must provide time 
for the proper examination and treatment of all patients as they 


require it, and on the other hand the allowance of time must 
not be so extravagant as to put it out of all reason. The Spens 
Report on dental services suggested 42 hours a week as reason- 
able, including clerical work. It must not be forgotten that the* 
doctor has far more urgent calls out of routine hours. For that 
reason I do not consider he should be called on to work in 
his consulting-room and on his routine visits for more than at 
the most 36 hours weekly — i.e., six hours daily six days a 
week. In my view, taking all the factors into consideration, he 
should be able to attend 27 patients in his consulting-room in 
three hours, and 12 patients in their own homes in the other 
three hours — 39 patients daily, or 234 a week. Addinc>two 
special visits out of time on each of six weekdays and four on , 
Sundays gives a week of 250 attendances, which I suggest should 
be the normal maximum for the average man earning -the 
average income. 

I am well aware that many men do more: I do myself; but 1 
believe that, if this maximum be largely exceeded, this can only 
be done at the expense of proper unhurried and well-considered 
diagnosis and treatment. I cannot feel that some 6\ minutes per 
consultation and 15 minutes for a visit, including time spent in 
travelling, can be regarded as excessive. 

Now, the pre-war panel patient required,- on the average, aboui 
five attendances a year. I do not know of any later statistics. It 
is obvious that with the young and the aged at risk the demand 
must rise. There is also now far more incidental certification. The 
present figure must be guesswork in the absence of statistics. 1 
propose to take a figure of seven items of attendance as probable a: 
the present time. Each thousand patients would then require a weekly 
average of about 135 attendances the year round, but these would 
probably be distributed 105 per week for the six summer months and 
165 per week for the six winter months. As one must obviously 
provide for the winter, and I am not speaking of the peak period* 
in time of epidemics, it would appear that the figure of 250 items of 
attendances a week would limit the average list under conditions 
of demand obtaining in the present Service to about 1,500 patients 
The figure seems low on past experience, but will surprise no one 
who has tried to keep pace with the demand on a much larger list 
during recent months, which have not yet nearly reached the winter 
peak. 

The Parliamentary' Secretary to the Minister of Health recently gave 
the number of practitioners available as rather over 1S,000.' As the 
number of patients at. risk is over 45 million, this gives an average 
of about 2.500 per doctor, although the assistants' list will some- 
what reduce the proportion. Further, any maldistribution of doctors 
would of course increase the average lists of practitioners in indus- 
trial areas, which it would seem cannot be much below 3,000. 

If, as has been suggested above, the proper average list is 1,500 
and the Spens Committee findings provide for an average gross 
income at the present time of about £2.500 at least, it follows that 
the equitable capitation fee should not be less than 33s., and this 
is calculated on a betterment factor of only 20%. It woutd, in my 
view’, be just possible for the exceptionally hard and quick worker to ■ 
increase his list to 2,250 and earn the upper range of income 
advised by the Spens Committee, but above this figure he can only 
go at a risk of killing himself and his patients. , If the figure of 
seven items of service a year is justified, more patients can be 
fitted into the day only by cutting down the time given to each 
or by' increasing the total hours of work. I think it is perfectly clear 
that both these courses are highly undesirable. 

It may be asked what happened before July 5. I think the 
answer is that the economic factor kept down the numbers outside 
the panel and also that the doctors as a whole were becoming 
more and more overworked and underpaid. The panel fee of 10s. 6d. 
up to 1945 was almost ludicrous. I do not remember any of the 
panel fee inquiries in the past making any attempt to find out 
what volume of work a man could undertake or what income he 
could or should earn. Whatever happens now, the present doctors 
must for some years continue to be seriously overworked. I suggest 
that if a major breakdown is to be avoided they must be paid suffiri- 
ently adequately to enable them to be relieved of financial distress 
and to enable them to pay for such secretarial and other assistance 
as may help them to deal with the volume of work. 

Some of the quality may have to be let go temporarily in order 
to deal with the quantity. I think it is essential to establish the 
correct average J/sf according to rite conditions of work, not accord- 
ing to the availability of sufficient practitioners tc deal with the 
population. Then, if it is necessary for the limited number available 
to cope with the demand of an undue number of patients, at leas 
it will be realized they are being overworked, and then increased 
remuneration will attract enough men into general practice to 
balance ultimately the figures and the situation. 

Given that the figures I have suggested are substantially cor- 
rect, I would make the following concrete suggestions: The- 
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capitation fee be fixed at present at about 27s. The maximum 
list reduced from 4,000 to 2,750. Some latitude might have to 
be given for a short time in some areas. For the next five years 
the maximum list be reduced 100 each year and the capitation 
fee increased by Is. At least 1,000 new general practitioners 
be attracted into practice each year and if necessary assistance 
given to get them settled. 

Perhaps the first need of all is for a clear understanding of 
this complicated problem for all concerned, the doctors not 
less than tne Ministry. — I am, etc., 

Thornton Heath. Surrey. REGINALD N. DEANE. 

" V The percentages quoted in the second paragraph relate 
not to all practitioners but to practitioners in the 40-49 age 
group (Spens Report on General Practitioners, p. 5, Table B). 
— Ed., B.M.J. 

Raise Capitation Fee 

Sir, — We read in the Press that Mr. Bevan considers that a 
dentist may reasonably earn £4,800 per annum — this with a 
shorter training, little or no postgraduate experience, no night 
work, no hfe-and-death responsibility, and six weeks’ annual 
holiday. It is claimed that expenses amount to 50% (although 
this is doubtful out of such large earnings), leaving a net 
income of £2,400. 

The average general medical practitioner can only have 
2,000 patients (total population divided by total of practi- 
tioners). From these his gross income will be approximately 
£1,750, plus about £200 from private patients and £350 from 
confinements, etc. Deduct 35% for expenses and his net 
income is less than £1,500. A general medical practitioner 
should be entitled to a financial return at least equal to his 
dental colleague. Unfortunately those G.P.s with lists of 
3,000-4,000 are apathetic ; they are unable to see the writing 
on the wall — health centres. When these are established it 
will be precisely in those areas where these large lists exist. 
They will be staffed by young G.P.s now pouring from the 
medical schools (and who won’t want to starve in rural or 
suburban areas) and living perhaps in council houses. With 
no financial obligations for a practice or house, the_y will 
soon eat into the long lists of their neighbours. Then perhaps 
these presently apathetic and apparently financially secure 
practitioners will feel the pinch in their turn ; if they are to 
protest, they should do so now. 

Similarly, unless the B.M.A. presses more strongly, those of 
us with smaller lists who are already feeling the financial 
draught are going to be driven to join a “ splinter group ” or 
perhaps a rural organization. Sir, the B.M.A. must demand 
a capitation fee of 30s. and £10 10s. for a confinement. Only 
then will the average G.P.’s net earnings equal those of a 
dentist. — I am, etc., 

Stockport, Lancs J. HEGtNBOTHAM. 

Training Assistants in Rural Practice 

SrR, — I see that doctors are to receive grants for training 
assistants, provided their practices number over 2,000 patients. 
May I put in an urgent plea that for the dispensing doctor 
the number may be substantially reduced ? 

In a town practice the majority of the patients live in the 
vicinity of the doctor’s house, so that visits are dose together 
and many patients can attend at the surgery. Treatment for 
the most part consists in writing a prescription to be made 
up by a chemist near by. A dispensing practice covers an 
extensive and thinly populated area ; visits may be miles apart, 
and only a fraction of the patients can reach the surgery. In 
particular, mothers and small children cannot make a cross- 
country journey to the doctor’s house, and so help to swell 
the visiting list. In addition, the doctor has to carry out the 
whole work of a chemist — laying in stores of drugs, making 
up all kinds of prescriptions, and distributing to the patients 
over a wide area. 1 believe that 1,500 patients will give 
the dispensing doctor more work than 2,000 patients in a 
town practice. 

At the beginning of the war I revived the travelling dis- 
pensary as used for village medical work in India. Tn a crate 
I carry tablets, powders, and concentrated stocks, together with 
the necessary bottles, corks, and labels. I dispense by the 
roadside, in farmyards, and in cottage kitchens. The dis- 
pensary is immensely popular, as it saves patients sending long 


distances for their medicines and it ensures that treatment is 
begun promptly, but it does slow down the round, and the 
dispensary has to be restocked nearly every night 

1 trust my plea will have favourable consideration. — I am, 
etc., r 

Inversowrie, Scotland. Ruth M. MONRO. 

Car Expenses of Whole-time Specialists 
1 Sir, — 1 wish to endorse the letter in the Supplement of 
Dec. 18, 1948 (p. 229), from the whole-time specialists of 
Leicester. Two years spent in queueing for trams, buses, and 
ferries taught me how deadening to professional enthusiasm 
such transport can be. The acquisition of a car has enabled me 
to indulge in many “ unofficial ” visits to hospitals, reference 
libraries, clinical meetings, etc. Such visits' are not demanded 
of me, but they are essential to the maintenance and improve- 
ment of the degree of professional skill expected of me. 

A car is not, therefore, a luxury bestowed upon professional 
men, but rather an indispensable condition without which their 
work cannot be undertaken efficiently. Without car expenses 
it would be financially sounder to travel by tram or bus and 
continue at a level of professional mediocrity. The annual 
outlay on running a car amounts to a voluntary contribution 
. to the national exchequer. — I am, etc., 

Liverpool. ” ’ Arthur S. Wigfield^ 

Remuneration Not Agreed 

Sir, — T he time has come for plain words. On Dec. 1 the 
Minister of Health stated, in answer to a question by Sir E. 
Graham-Little : “ The remuneration of general medical practi- 
tioners . . . was agreed with the profession.” This is not 
true. At no time did the discussions with the Minister cover 
remuneration. The Minister’s terms of remuneration were 
announced by him at his last interview with the Negotiating 
Committee, and the Committee did not agree them but 
reserved the right to enter into negotiations on them. 

The plain facts should be plainly stated, and tbe Minister's 
statement plainly rebutted. May we expect an immediate 
and authoritative statement from the Negotiating Committee ? 
— I am. etc.. 

Worcester Park. Surrey. ROBERT V. GOODLIFFE. 

• V The Secretary of the Association writes: Dr. Goodliffe’s 
statement is accurate. The Minister and the profession accepted 
the Spens Report. Such is the character of the recommendations 
of the Spens Committee that it is only now becoming possible 
for anyone to say whether they are being implemented. For 
example, it was not possible before tbe appointed day to say 
whether or not the Minister’s proposals would in effect secure 
that 50% of general practitioners would receive £1,300 a year 
net in terms of pre-war money values — i.e., £2,613 a. year after 
conversion into gross and the application of the betterment 
factor laid down by the Government. Investigations are now 
proceeding in a number of areas to determine whether in fact 
Spens is really being applied. The first investigation is complete 
and four others are now in progress and likely to be completed 
in three or four weeks’ time. Further, the Spens comment on 
mileage was that 

“ So far we have discussed solely the position in regard to urban' 
practices. We do not regard as significant the comparatively smalt 
differences which Professor Bradford Hill’s figures indicate as between 
urban and mixed practices. The latter have produced somewhat 
larger incomes, but the difference is not great, and it is far from clear 
whether this difference would persist in a publicly organized service. 
A more serious problem exists in regard to incomes from rural 
practices. We are not prepared to criticize the existence of a 
difference between the average remuneration of rural and urban 
practice, having regard to differences in cost of living and amenities ; 
but we consider that the difference of approximately £200 which 
existed in 1939 between incomes about the £1,000 level in the two 
classes is excessive and requires reduction by about half, when regard 
is had to all the facts involved. It appears probable that this could 
best be secured by weighting mileage more heavily.” 

It is now becoming obvious that the mileage fund will not 
bridge the gap, or ..any substantial part of the gap, between 
urban and rural remuneration. The negotiations on this point 
are in the hands of the General Medical Services Committee 
and a further meeting was held with the Minister on Dec. 22. 
It is hoped to make a report soon. 
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Remuneration 

Sir, Will you kindly publish in your correspondence 
columns the following resolution passed by my committee ? 

“That the British Medical Association should not agree to 
the fixing of any central sum from which all remuneration should 
be paid to practitioners ; 

“That the capitation fee, as finally agreed, should be paid in 
full and without delay and be subject to no deduction." 

It was felt very strongly that the Minister has no moral justi- 
fication for not paying the full capitation fee as agreed. The 
assumption that a fixed central sum only should be available was 
of course based upon the old N.H.I. and does not apply to-day 
to what is a non-contributory service — thus termed by the 
Minister in Parliament. Any negotiations based on the assump- 
tion that there is this fixed central sum and nothing more must 
invariably lead to general dissatisfaction among the rank arid 
file of doctors in active practice. It is obvious that the firmest 
action must be taken to procure the obvious rights of the pro- 
fession, arid it is hoped that all over the country local medical 
committees will insist upon determined action by their spokes- 
men. A sitting-down war will get us nowhere. 

As regards- the basic salary, the present position is grossly 
unjust to all parties. Where justification exists for the granting 
of a basic salary, let the Minister be generous with his own 
.O.uxdssa.rtd .tux' xw.b twys •dgRyMss* fye yaaj’.me.sU •of auyrwta.'.vM’ 

^ eeS- * am ’ etC " J. GoRDON-WtLSON, 

Hon. Secretary. 

Eastbourne Local Medical Committee 


Foreign Visitors 


Sjr. — I f the National Health Service Act covers all foreign 
visitors to this country who care to take advantage of its pro- 
visions— and that, so far as I can gather, without previous con- 
tributions — the Ministry of Health are surely in a quite unten- 
able position when they refuse pharmaceutical benefits to private 
patients who do pay contributions. The Minister himself has 
said that everyone is eligible to use the whole service " or any 
part of it” 

If he goes back upon this plain statement, and yet extends all 
the facilities to foreign visitors, then he is in the invidious 
position of providing free to foreign nationals benefits which 
he denies to British citizens who are finding the money for 
those benefits. Surely this is an intolerable and unjust state of 
affairs. I heard the other day of a foreign visitor to this 
country who laughed at our foolishness as he returned home 
with two pairs of spectacles and a set of false teeth at our 


expense. 

It is quite time that such injustices and anomalies should be 
set right, and it is to be hoped that our negotiators will, without 
delay, tell the Minister that the medical profession is no longer 
content to submit to abuses of this kind. It is up to us to pro- 
tect our patients’ interests as well as our own — and indeed it 
seems as though nobody else is left to do so. One is impelled 
to wonder whether the present unsatisfactory position would 
ever have arisen had not our Association sacrificed its prestige 
by its policy of appeasement and its disastrous surrender in 
May. Let us all remember that the fear of losing compensabon 
no longer hangs over our heads and that the threat of resignation 
is a potent weapon. — I am, etc., 


Wolverhampton. 


Victor Russell. 


Married Ex-Service Hospital Residents 
Sir,— 1 am pleading here for a minority of the profession — 
namely, married ex-Service hospital residents, whose needs 
for an earlv increase of remuneration are more urgent than 
those of the more vocal and better represented majority. It 
is more than 10 years since I qualified. I am married and have 
three children. After 5J years of service 1 was released from 
the Army and had to provide a home for my family by over- 
drawing my bank account. Now, almost three years later, I 
am still uncomfortably in debt. 

After holding a holding appointment under the re’ease 
scheme, and arter a period of unemployment, T decided to 
train in pulmonary tuberculosis. To support my family I eam 
little more 'han “ P. D." {Supplement. Dec. 4. p. 2111 would 
like to spend on education of his children. My income pro- 
vides bare subsistence, and. although 1 do not lack clothing 


coupons, certain clothes, as well as certain foods, house repairs, 
holidays, and medical textbooks and journals, are unobtain- 
able luxuries. A more remunerative,. non-resident post would 
increase the burden of debt, because I should need to .move 
house at a time when costs are higher than formerly, and I 
should probably need a car. 

There has been a suggestion of interim relief for those in 
my position if a settlement is otherwise long delayed. For 
me even three months is a long delay, an intolerable delay, but 
even an inkling of what the future may have in store would 
be more helpful than the present hopeless obscuritv. — 1 am, etc., 

D. F. S. 


Directives 

Sir. — I have just received from Salop Executive Council a 
directive which states that patients requiring medical or surgical 
appliances must be referred with a letter to a consultant at the 
Royal Salop Infirmary and should attend on Wednesdays. >s 
it possible to conceive a more absurd rule ? Consultants 
are required for the purpose of consultation on certain types 
of case and are already finding it difficult to get through the 
numbers of cases attending out-patient departments. Why then 
add a quite unnecessary task ? 

Let me give an example. Two days ago a mother brought her 
infant to have an umbilical belt replaced owing to wear. Do the 
auri’iorfrfes reariV consi'rfer ft sensiri.’e friar f fit’s motrier srioufef 
travel 28 miles to Shrewsbury, paying her fare, arranging for 
another woman to look after her other baby, wait for perhaps 
four hours in the out-patient department, and waste the valuable 
time of a consultant over such a trivial matter ? Really it is 
reminiscent of directives received when in the Army. Or take 
the case of' a patient requiring renewal of a colostomy belt, a 
truss, or any other appliance: surely such a service can be 
rendered by the patient’s own doctor, or do the authorities 
consider us all completely incompetent ? During the discus- 
sions over the Service I often warned my colleagues about the 
types of directives we should receive. This is a typical example. 

It does not impress one that the best and most intelligent 
people have been placed in authority over us. Would it not be a 
good idea to place more general practitioners on committees 
required to decide such matters as these and guide the bureau- 
crats ? — I am, etc., 

Ludiow. Salop Victor N. Fenton. 


V A general practitioner may prescribe trusses on Form 
E.C.10. and also order repairs and replacements of colostomy 
belts and cups and of suprapubic belts (see Supplement. Nov. 13. 
p. 172).— Ed.. B.MJ. 


Rural Practitioners 

Sir. — It is clear from the letters of Dr. Hugh B. Muir and 
Dr. Vcma Kendall ( Supplement . Dec. 11. p. 220) that some- 
thing must be done to rescue rural practitioners. 1 would go 
further than asking for thorough investigation. What is wanted 
first and foremost is a bonus to all practitioners with less than 
LOOO on their list. The bonus should be greater by at least 
30% for such as practise in rural areas. Those with less than 
500 patients need a double bonus. 

The countryside will be denuded of doctors very soon if 
immediate help is not forthcoming ; and all parts of the country, 
town and rural, wall eventually be denuded of all those doctors 
who would have prospered and continued to practise if they 
had not been ruined while trying to acquire their first 1.000 
patients. If any of us had time, we should perhaps organize 
propaganda in the lay press and follow that up with processions 
to Downing Street. — I am. etc.. 

New Milton, Hants. M.ARY EDWARDS. 

Whole-time Specialists Appointed to Hospitals 

Sir, — I wonder whether you will allow me to take a few 
lines of your valuable space to endeavour to bring to the 
notice of the Negotiating Committee the special position of 
those w'hole-time specialists who were- appointed to hospitals 
under the terms of the Ministry of Health Circular 202-46. 

I feel it was not intended that these specialists should 
continue in whole-time employment after the complete estab- 
lishment of the National Health Service, yet unless regional 
boards are instructed to grant an adequate number of sessions 
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to these people most will be forced through serious financial 
difficulties to continue in whole-time employment, because the 
terms of their employment have effectively precluded them 
from developing a private practice in their specialties. 

This matter is giving very serious concern to individuals 
employed under the terms of the circular, and some pro- 
nouncement by the Ministry seems overdue. — 1 am, etc., 

Birkenhead. C. M. MILLER. 

All Resign 

Sir, — F rom Mr. Bevan’s reply in Parliament on Dec. 1 to 
Sir E. Graham-Little’s question ( Journal , Dec. 11, 1948, p. 1042) 
it is quite apparent that the Minister considers our present 
remuneration is in full accord with the recommendations of 
the Spens Committee. As no other person — apart from the 
Minister — can possibly^hold this view, it is time now that we 
should disillusion him. 

In the humble opinion of one whose rural practice now 
brings in £1,000 less than before, with double the work, the 
only way to do this is for the profession as a body to resign 
from the National Health Service. Any difficulties in the way 
of this, such as the constitution of the B.M.A., the question of 
so-called compensation, another plebiscite, the resulting chaos 
in the Ministry of National Insurance, etc., are mere details. 
The Minister has broken faith with us. That is obvious and 
sufficient reason for the only action that he will understand. — 
I am, etc., 

Canterbury. R. C. MclNTOSH. 

» 

Marriage Allowances for Medical Officers j 

Sir, — R ecently questions have been discussed in the House of 
Commons referring to the allowances payable to married 
officers. It seems a pity that no reference was made to the 
following anomaly. 

The majority of serving practitioners and dentists, holding 
only temporary commissions as they do, are not eligible for 
the extra marriage allowances. This makes them to all 
intents and purposes the only married officers who do not 
receive extra allowances under the new rates of pay. I think 
you will agree that this is a most unfair discrimination, as pro- 
fessional men in the Services hold positions of trust and respon- 
sibility that are, to say the least, comparable with those held 
by other officers. 

The increases were made, it is quoted, to offset the present 
high rents, etc., that married personnel have to pay, and it 
is felt that these rents cannot under any stretch of the imagina- 
tion be believed to apply only to regular serving officers. I 
ask you, therefore, to do your best to publicize this unfortunate 
state of affairs. — I am, etc., 

London. N.3. E. J- TRIMMER. 

V The Secretary of the Association writes : It has not 
yet been decided by the Government whether the recently 
announced increases in officers’ marriage allowances are to 
apply to National Service officers or not. 

Representation of Tuberculosis Workers 

Sir, — A t a meeting of doctors working in tuberculosis in the 
Liverpool Region it was recently decided to form a Liverpool 
Region Tuberculosis Society and to seek representation on the 
Joint Tuberculosis Council. At a time when the J.T.C. is being 
consulted about terms and conditions of service for tuberculosis 
workers it was felt that it was most important that this body 
should be fully representative of all regions. This view is held 
by all the sanatorium superintendents and tuberculosis officers 
in common. 

The J.T.C. has replied that it cannot consider our applica- 
tion for six months, as regional representation will involve 
amending its constitution. It has advised the Liverpool 
Region to seek representation through the North-Western 
Tuberculosis Society. Both representatives from the North- 
Western are from the Manchester Region, and cannot be 
expected to know anything about conditions in this region. 
Furthermore, no change in representation could be obtained 
■in this way until the next Annual General Meeting in June, 
by which time it is expected that negotiations will be completed. 

Our Society therefore wishes to issue a strong protest against 
the decision of the J.T.C. to deny representation to the Liver- 


pool Region during this critical period, and to point out the 
unrepresentative nature of the J.T.C. as at present constituted.— 


I am, etc., 


William D. Gray, 

^ _ Hon. Secretary. 

Liverpool Region Tuberculosis Society. 


t The Independence Fund 

Sir, — O ne wonders how many of those doctors who now 
bewail their fate in the National Health Service supported the 
Independence Fund of the B.M.A. Is it possible to publish 
numbers or names in order to show how much tangible support 
the resistance effort received prior to July 5? — I am, etc., 

Southampton. V. WESTON. 

V The number of medical men and women who contributed 
to the Independence Fund was 5,325. — Ed., B.MJ. 


POINTS FROM LETTERS 

Employment of Assistants 

Dr. Donald M. O’Connor (Launceston, Cornwall) writes: ... Dr. 
W. B. Howell (Supplement, Dec. 4, p. 210) states, “ If there was one 
on the pay-roll of a principal on July 5 he must have been sufficiently 
trained to disqualify him from participating in the scheme as a 
trainee at the present time.” This example of the non sequitur might 
well find a place in Alice in Wonderland but seems to be out of 
place as a serious contribution to the Journal. . . Dr. Howell’s 
first paragraph seems to indicate that he failed to read either my 
letter or the Secretary’s footnote with any real attention. In the 
matter of assuming the role of fairy godmother the Ministry made 
its promise publicly in April. My contention is that the circular 
“ Remuneration of General Practitioners ’’ should not have con- 
tained paragraph 6 at all, or alternatively that it should have been 
made quite dear that this paragraph, and only this paragraph, was 
not intended to come into force until some uncertain date after the 
appointed day. . . . 

“ Practice Allowance " 

Dr. K. Harry Gill (Eastbourne) writes: The large number of 
letters appearing in the B.MJ. prove widespread dissatisfaction 
among practitioners with the present rate of remuneration. Would 
not the dilemma which the profession now finds itself in be solved 
most satisfactorily, I suggest, by a really substantial “ practice allow- 
ance,” since the expenses of both the large and small, practice are 
virtually the same ?- The practices with maximum lists are financially 
secure, but those with small lists far from it, and a sufficient practice 
allowance would assist them, in my view, more satisfactorily than an 
all-round capitation fee increase. . . . 

Dentists’ Incomes 

Dr. Beale H. Gibson (Bradford-on-Avon) writes: . . . While 1 
have no desire to minimize the good work done by our colleagues, 
it is surely farcical, to put it mildly, that an average dental income 
should be in the region of £4,000 per annum gross, as stated by the 
Minister of Health in a recent speech, while few doctors are able to 
earn half that amount. The relative responsibility, hours of work, 
etc., should place medical practitioners far above their dental 
colleagues for financial consideration. While the latter by working 
ovettime are enabled to augment their incomes indefinitely, the 
doctor, who can be called upon at any time of the day or night, 
cannot claim a similar privilege. . . . The B.M.A. should realize 
that discontent is growing very rapidly among the rank and file, 
while the word “ negotiation ” gives rise to acute hyperpiesis among 
most of us. 

Buying and Selling Goodwill: Correction 

Dr. Sidney B. Depree (Hove, Sussex) writes: Referring to the 
Supplement of Dec. 4, p. 200, as it is desirable for an information 
service to be correctly informed, may I presume to point out that 
the Act has not abolished the buying and selling of the goodwill of 
practices but only of the goodwill of practices of persons who have 
enrolled under the National Health Service ? 


NATIONAL (WAR) FORMULARY 
The N.W.F. Committee has decided that the third edition of the 
Formulary shall be amended as follows: Emulsion of Liquid 
Paraffin B.P.C. shall be deleted and replaced by Emulsion of Liquid 
Paraffin B.P.; the synonym for Emulsion of Liquid Paraffin and 
Magnesia shall be deleted. The suffix to Emulsion of Liquid 
Paraffin with Phenolphthalein shall be deleted and replaced by N.W.F. 
In the latter two preparations the Emulsion of Liquid Paraffin that 
will be used will now be the B.P ■ emulsion. It has been agreed that 
Jan. 1, 1949, shall be the date on which this amendment will come 
into operation. 
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BMA LIBRARY 


SWiEtfEVT tq re; o 

Btmsa Med cad Iultduj. 


Glomerular Nephritis 194S 
Studies in Analttical Psjctioloo 194S 
Intracranial Tumors Second edition 194S 
Gjnaecoloqica) Histology 194S 

H , and Chute, E Fanatic and Impairment in Man 


Modem Management of Gastric and Duo- 


Ninth edition by Alan 


B.M.A. LIBRARY 

The following boohs ha\e been added to the Library 

Addis, T 
Adler, G 
Ballet, P 
Barnes, J 
Bartley, S 
1947 

Beaumont \V Infra-red Irradiation Third edition I94S 
Birch C A Emergencies in Medical Practice I94S 
British Dro° Houses The B D H Guide to the B P 194S 1948 

British Pharmacopoeia 194S 194S 

Buchstcin, 3 The Digestive Tract in Roentgenology 194S 
Carruthcrs, D G Diseases of the Ear, Nose, and Throat Second 
edition 194S 

Caitell, R B A Guide to Mental Testing Second edition 194S 
Cla\c. A M Manacement in Obs etrics 1948 
Cle\ eland. A J A History of the Norfolk and Norwich Hospital 
from 1900 to the end of 1946 194S 

Collts W R F , cr at Modem Methods of Infant Management 
194S 

Copeman, W S C (Editor) Textbook of Rheumatic Diseases 
I94S 

Davies. N , and Iscnbure, U Standard Radiographic Positions 
Second edition 1947 
Deller F C (Editor) 
denal Ulcer 194s 

Eden and Holland s Manual of Obstetrics 
Brews 194S 

Gerson. L ■ Les Vances et leurs Associations Pathologtques 2me 
edition 194S 

Gtlmour, J R Parathyroid Glands and Skeleton in Renal Disease 

1947 

Hambumer. J Medical Research ut France during the War <19 9 
1945)' 194S 

Hamilton. G Psscholheraps in Child Guidance 1947 
Harris, N G (Editor) Modem Trends in Psychological Medicine 
194S 194S 

Heaf F, and Rusby. N L Recent Advances in Respiratory 
Tuberculosis Fourth edition I94S 
Hennci's Molds X easts, and Accmomyccfes Second edition in 
Charles E Skinner el a ! 1947 

Jackson H (um ) and Parker, F Gun ) Hodsktn s Disease and 
Allied Disorders 1947 

Law S G Therapy Through Inters lew 1948 
MacBryde C M (Editor) Signs and Symptoms Their Clinical 
InterrrePticn 1947 

MacNalts, Sir A S The Histors of State Medicine in Encland 
bema the FurPatiack Lectures for 1946-7 194S 

Marshall J The Skin Diseases 194S 

Massons J M Introduction al Es'udio de la Plasmoterapia 19-7 
Maxwell, J InlroducUon to Diseases of the Chest Third edition 

Montpellier, J M Autour du Probleme du Cancer Vol 2 1948 

Mora C F Himene Psiquica Fasciculo Pnmero — Eugenesia (si 
libro de los nosios) 1947 

Neare, L , and Breley J Vaccination par le B C G par Scar hca 
tmas Cutanees 1947 

Neill R G Aids to Bioloay Second edition 194S 

oilier, J O - Aids to Pathology Ninth edition 1948 

Paz Snldan, C E Aspectos e Impresiones del Mundo de Postguerm 

Queen Charlotte’s Textbook of Obstetrics Scyenth edition I94S 
Richardson, U F Vetennarv Protozoology’ WS 
Riddell M S Lectures to Nurses Ninth edition 1948 
Robson XV A (Lduort Social Secunty Tbird edition 194S 
yan Rooien C E , and Rhodes, A J Virus Diseases of Man 
Second edition 1948 , 

Ross (W H ) Foundation (Scotland) for the Study of Preyention of 
Blindness 194S 

Salle, A J Laboratory Manual on Fundamental Principles of 
Bacteriology Third edition 1948 
Sands I J Neuropsychiatry for Nurses Fifth edition 1948 
Schaub I G and Foley, M K Diagnostic Bacenology Third 

shaul'w • Textbook of Gvnnecoloev Fifth edition 1948 
Shryock R H American Medical Research Past and Present 1947 
Shull, A F • Heredirv Fourth edition 1948 
Slam, A Die sum p fen Bauchverleizungen ibre Erkennung und 
Behandlunc 1948 . 

Smith L W and Gault, E S Essentials of Pathology Third 

edition I94S , , 

Smi h. S F Aids to Organic Chemistrv Third edition revised by 
Ian Leslie 1948 

Tend! S and Morando, G C Le Fente Osteo articolan d Arma 
da Fuoco 1947 , 

Thienes C H and Haley, T J Clinical Toxicologs Second 
ediiion 194S 

Top, F H Communicable Diseases Second edition 1947 
Unnersidad de San Carlos’ “ Oncocercosis ” (enfermedad de Robles) 

1948 

W alker G F • Handbook of Medicine Fourth edmon 194S 
Walter, C \V The Aseptic Treatment of Wounds 1948 
\\ ,11ms F A , and Dry, TJ-A History of the Heart and Circula 
tion 1918 

XX’inshury-XX’hite, H P (Editor) Textbook of Gemto-urmary Surgery 
194S 


H.M. Forces Appointments 


ROYAL NAVY 

Acting Surgeon Lieutenant T T Chapman to be Surgeon 
Lieutenant 

Roial Naval Volunteer Resepve 
Surgeon Commanders E I Puddv,VRD.,J O Clvde VRD, 
D W Bawiree, V R D , W T R Chapman. VRD G F S Parker, 
V R D , R W H Tmcher, VRD, H G Unglcy. \ R D., and 
A W Kendall, VRD, have been placed on the Reured List 
Surgeon Lieutenants R W B Scutt, J K Black, J L Ell ott 
R R Dicksun L B Cohen, and J E Morton to be Surgeon 
Lieu enant Commanders 

Temporary Surgeon Lieutenants R O Nicholson, D G Jones 
D M Forsyth and C M Flood have been transferred to List II of 
the Permanent RNVR in the rank of Surgeon Lieutenant 
Temporan Surgeon LitUtenams A A Murrav and P MiMvard 
ha\e been transferred to List I of the Permanent RNVR, in the 
rank of Sumeon Lieutenants 

Temporary Acting Surgeon Lieutenants I M Ormerod, M G D 
Dav>s V J Rafter, E A D Bovd, J P R Richardson, P W 
Row sell N O Bennett, J D Bowie, P R Bovd, J H S Petur 
J C W hyte, F M Milne, W G D Murray, and K. B M Crawford 
to be Temporary Surgeon Lieutenants 

ROYAL ARMY MEDICAL CORPS 
Lieutenant Colonel J T McConkey, CBH, has reared on retired 
pa> and has been granted the honorary rank of Brmadier 
Lieutenant Colonels H S Milne, MC, A R Barbs, M C 
Paterson, MC HA Boyle, T Parr, and M P Power, OBH^ 
M C , have re ired on retired pay and have been granted the hororary 
rank of Colonel 

Lieutenant Colonels D W M Mackenzie and W G Harvey have 
retired on retired pay 

Majors (War Substantive Lieutenant-Colonels) J J O Connell, 
OBE J M Camow, \V M Oxley, and J G M A Brunet to be 
Lieu enani Colonels 

Majors H \ DA lies A Maclennan, OBE F E Buckland 
J H J Crosse OBE, J Boyle, R Philhpson, OBE, R S Vine, 

J S KeHeher and K H Clark to be Lieutenant Colonels 
Major J Ducuid has retired and has been granted the honorary 
rank of Lieutenant Colonel 

Major A E B Wood, retired and re-employed, has reverted to 
retired pay on ceasing to be re-employed and has b**en restored to 
the rank of Lieutenant-Colonel 

Majors M White, MC and G A K H Reed, retired pav and 
re-employed, have reverted to retired pav on account of disabihtv 
and have been restored to the rank of Lieutenant Colonel 
Major A T Frost, OBE, retired and re-emp’oved on ceasme 
to be rc-employed has been restored to the rank of Lieutenant- 
Colonel 

Majors D A Ireland and H H Atkinson have retired having 
received a gTatuity and have been granted the honorary rank of 
Lieutenant Colonel (Substituted for the notifications in Supn'ements 
to the l-ondon Gazette dated Nov 1 1, 1947, and Aug 27, 1948, 
respectively ) 

Cap am (War Substantive Major) D W Moynagh, MC, to be 
Major 

Captains (Temporary Majors) J E Miller, M C , and F Lanceley 
to be Majors 

Captains G P Crean, E D H Williams, J Irvine, and A J 
Fulthorpe to be Majors 

Captains P L G Cole and DBS Steele, from Short Service 
Commissions, 10 be Captains 

Captain M G Jackson Smyth, from Short Service Commission, 
has been appointed to a permanent commission 

Short Sen ice Commission Specialist ■ — Captain R M Henderson, 
from Short Service Commission, to be Captain (Substituted for the 
notification in a Supplement to the London Gazette dated July 23, 
1946 ) Captain W P Lees has retired on account of disability 
Short Semce Commissions — Captains (W'ar Sabstan i\e Majors} 
R H Snumer, J J Groome. H L Connor, W L H L Bell, 
G G Black, A T MacM Glen, R H Wheeler, G J Hamsson, 

G A Weir, W G McDouall, J McN Lockie and F Livesay 

have retired hiving received a grntuitv, and have been granted the 
honorary rank of Lieutenant-Colonel Captains (War Substantive 
Majors) N R Murdoch, P B Hanbury, P J Gcocheean, N A 
Flaherty. J Reeve, T P O Bnen. V Bennett C G O Driscoll and ' 
J S Hamilton GibDS have retued having received a trratu ty. and have 
been granted the honorary rank of Major Captains F D F Steede, 

R A Dalv, G M Barling J H Pram, C E Brown, G W A 

Gordon, C C Langford, M Headlam, E A Doncgan, T P 
How kins and J Baxter have retired having received a gratuity. and 
have been granted the honorary rank of Ma or Cap am P G 
McGrath has retired and has been granted the honorary rank of 
Maior Captains R Houston, A. A Gregory D“in, I A 

Jackson. MBE, R P Bradshaw, and G P Sulley, from 
Emergency Commissions to be Captains Captains I W H 
Mansfield, J C B Nesfield. E M Rowland. G G ShernfT H F L 
Gallaher, D G Howaron, R A Hoev D S Too’e I O B 
Spencer, W M McLennan and F B Lake have retired having 
received a gratuity Lieutenants (War Substantive Cip^ms) J C 
Crook and W J Invm from Emergency Commissions to be 
Captains Lieutenants W F Belsham J G P Power. J F F 
Rooney, A \V Morrow, J 1L KilgouT. B McConkey, E E Vella, 
and K B Lazarus to be Captains Lieutenants S A Biggart and 
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G. H. Buiow, from Emergency Commissions, to be Lieutennnts. 
Captain M. A. O'Sullivan, from T.A., to be Lieutenant. 

ROYAL AIR FORCE 

Group Captain L. Freeman has retired at his own request. 

Wing Commanders S. B. S. Smith and T. D. L. Bolan have retired 
on account of medical unfitness for Air Force Service. 

Flight Lieutenants T. Gray, F. S. Krusin, R. O. M. Jones, R. A. 
Smart, M. W. L. White, J. S. Howitt, G. R. Bedford, and A. C. 
Camm to be Squadron Leaders. 

Flight Lieutenant I. R. Waters has retired at his own request, 
retaining the rank of Squadron Leader. 

P. A. Wilkinson to be Squadron Leader. 

To be Flight Lieutenants: H. N. H. Genese, T. A. Evershed, 
J. A. B. Mounsey, S. E. Cupples, W. R, Lee, T. Gray, I. M. Perkins, 
F. S. Krusin, and H. A. N, Hamersley. 

To be Flight Lieutenants (Temporary) : R. C. Rylance, M. 
Mattinson, G. Clayton, and W. S. Noble. 

Flying Officers J. S. Conway, M. L. Montagnon, W. S. Peart, 
W. D. H. Conacher, P. A. Emerson, D. G. Jones, H. L. Jones, 
D. A. McGreal, J. Mackintosh, J. F. McMinn, A. McNabb, J. W. B. 
Matthews, C. P. Newcombe, W. Seright, E. J. S. N. Briggs, T. H. S. 
Burns, P. J. N. Cox, A. Herschell, J. M. White, S. P. Wrightson, 
J. H. H. Gibbon, S. P. Bruce, D. F. Coulter, J. L. Crammer, B. D. 
Grant, J. T. W. Jones, R. T, Jones, J. B. Loudon, J. P. Payne, 
D. Reid, H. D. White, C. Wood, R. N. Grabowsky-Athcrstone, 
S. M. Hilton, G. A. Humphreys, H. Cohen, \V. A. D. Combe, J. K. 
Craig, D. W. J. Cullingford, A. R. Curtis, D. P. Fitzgerald, J. M. 
Gill, R. W. Hughes, J. D. Kerr, P. B. Kunkler, P. D. Livingstone, 
R. M. Powell, J. Parkyn, W. L. Sewell, G. R. B. Whitaker, A. T. 
Wilson, D. A. Watson, and R. G. H. Salkeld to be Flight Lieutenants. 
To be Flying Officers: M. T. F. Carpendale and P. W. Robertson. 
To be Flying Officers (Temporary): R. MacG. Aitken, G. G. 
Allan, H. C. H. Bird, E. I. Boxer, D. H. Brooks, D. Brown, J. 
Brown, P. P. M. Browne, C. M. Browse. C A. B. Clemetson, 
W. H. D. Fairbank, G. Fairclough, J. Findlater, M. E. Glanvill, 

M. A. Hensmnn, J. A. Hill, O E. F. Hodgson, D. A. P. Hunt, 
L. J. M. Jamieson, J. S. Jenkins, J. D. C. Lyons, R. L. McGhie, 
D, McD. McKean, A. L. McNab, A Millar, I. O. Miller, J. B. 
Moser, A. Muir, K. H. Nickol, J. P. Ommer, G. J. Pack, P. N. 
Porritt, E. T. Roberts, E. Sherrah-Davies, O. H. Taylor, G. C. 
Thick, J. P. D. Thomas, I. H. Thomson, A. C. Traill, A. P. Waterson, 
W. F. Watson, C. B. Whittaker, D. A. Good, C. B. Wynn Parry, 

N. V. Addison, W. S. A. Allan, J. J. Ashken, A. J. Barr. J. G. S. 
Buchanan, J. F. Butchart, G. S. Caithness, R. A. Chambers, A. J. 
Essex-Cater, E. Evans, J. P. Falkingham, J. M. Ferries, R. S. 
Gillinson, S. Gillis, R. H. Griffith, J. F. Hale, J. A. Howarth, J, G. 
Inglis, J. A. James, A. F. Johnstone, W. B. Kcnnedv, R. G. Krause, 
J. 1. Lees, J. D. O. Loudon, 1. L. Macfarlane, R. A. Maxwell, J. L. 
Moflatt, j. E. Murray, W. H. Nisbet. J. G. Parish, P. K. Pybus, 
D. A. Road, G. Ross, P. R. McH. Scales, O. H. Simms, C. G. W. 
Sykes, K. P. Williams, M. B. Wingate. 

Reserve of Air Force Officers 

Squadron Leader A. R. Agate has resigned his commission, retain- 
ing his rank. 

Squadron Leader R. C. H. Tripp has relinquished his commission 
on appointment to the reconstituted R.A.A.F., retaining the rank 
of Wing Commander. 

Royal Auxiliary Air Force 
R. C. H. Tripp to be Flight Lieutenant. 

Royal Air Force Volunteer Reserve 
Flight Lieutenant J. M. Sword has resigned his commission, retain- 
ing the rank of Squadron Leader. 

Flight Lieutenants J. M. Whaites, G. J. E. Ansell, R. G. P. 
Heard, G. R. B. McCarter, and P. R. B. Jones have resigned their 
commissions, retaining their rank. 

Flight Lieutenants R. E. Glenn and T. G. Bradley have relinquished 
their commissions on account of medical unfitness for Air Force 
service, retaining their rank. 

Flight Lieutenant G. Clayton has relinquished his commission on 
appointment to the R.A.F. 

Flight Lieutennnts W. S. Noble, R. C. Rylance, and M. Mattinson 
have relinquished their commissions on appointment to tempoiary 
commissions in the R.A.F. 

Flight Lieutenant H. V Roberts has resigned his commission. 
Flying Officer P. Westcombc has relinquished his commission on 
account of medical unfitness for Air Force service, retaining his rank. 

WOMEN’S FORCES 

Employed with the Medical Branch of the R.A.F. 

Mary H. Power to be Temporary' Flying Officer. 

COLONIAL MEDICAL SERVICE 
The following appointments have been announced: D. G. 
•Conacher. M.B.. A. F. Fowler, M.R.C.S., and R. G. P. Heard, 
M.B., Medical Officers. Tanganyika; D. Fairley, M.D., Senior Medi- 
cal Officer. St. Helena; F. C. K. Austin, M.D., District Medical 
Officer, Windward Islands: R. E. Browne, M.R.C.S., Supemumer- 
arv Medical Officer, Leeward Islands; P. M. Yap, M.B., Medical 
Oiliccr, Hong Kong; M. Zwicrz, M.D., Medical Officer, St. Vincent, 
Windward Islands; M. A. Byer, M.B.. Medical Officer of Health, 
•St. Lucia: L. G. Eddy, M.B., D.T M.&.H., Director of Medical 
• Services, British Guiana. 


Association Notices 


SUTTON COLDFIELD DIVISION 

Notice is hereby given by the Council of the Association to 
all concerned of the formation of a new Sutton Coldfield 
Division of the Birmingham Branch. The new Division com- 
prises the area of the Municipal Borough of Sutton Coldfield. 

• Charles Hill, 

Secretary. 


Diary of Central Meetings 
January 

12 Wed. Council, TO a.m. 

Branch and Division Meetings to be Held 

Guildford Division. — At Royal Surrey County Hospital, Guild- 
ford, Tuesday, Jan. 4, 8.30 pun. Dr. L. S. Michaelis: “ Orthopaedic 
Treatment of Rheumatism.” 

Lewisham Division. — At Lewisham Hospital, 390, High Street, 
London, S.E., Friday, Jan. 7, 8.30 p.m. Films: G.P. Anaesthetics. 

RtctlMOND Division. — At Royal Hospital, Richmond, Tuesday, 
Jan. 4, 9 p.m. Dr. W. D. W. Brooks: “Bronchial Carcinoma.” 

Meetings of Branches and Divisions 
■ Lincoln Division 

A general meeting of the Division was held on Dec. 7, with Dr. 

A. M. Maiden in the chair. There were 41 members present. Reso- 
lutions from the West Sussex and Huddersfield Divisions were read 
which suggested that negotiations should be commenced forthwith 
to increase the capitation fee to 30s. After Dr. Semple had said 
that the B.M.A. was not entirely to blame for the present situation 
as the profession had not stood solidly behind them, the chairman 
asked Dr. Grey Turner (Assistant Secretary) to speak. He empha- 
sized that great differences of opinion existed in different areas: 
some practitioners were doing much better under the Act, and a few 
were doing very much worse. A sample survey had shown that 
many doctors were making more than ever before. On a basis 
of available general practitioners to the number of population, it was 
not possible to implement a reduction to 3,000 maximum. The 

B. M.A. were pressing for payment of full mileage allowance for rural 
practitioners. Dr. Friskney put in a plea for the rural practitioners. 

Dr. Friskney asked for a show of hands by members present to 
show how many had had a diminution of income greater than 15%. 
Twelve out of 24 practitioners indicated that their incomes showed 
this deficiency. Drs. Cheshire and O’Toole emphasized that the 
change in income was not so great, but the amount of work was 
enormously increased. On a show of hands, 15 out of 24 G.P.s indi- 
cated that the work in their practices had substantially increased 
since the appointed day. Dr. Sharrard proposed that the Hudders- 
field resolution be supported, and this was seconded by Dr. Robert- 
son. An amendment was proposed by Dr. Tcmp'e and seconded by 
Dr. Friskney that a substantial increase in mileage payment be 
added to the resolution. This amended resolution was then carried 
by 20 votes to 5. 

The meeting then considered a resolution from the Winchester 
Division suggesting that in certain maternity cases a doctor should 
be permitted to claim the moneys payable by the State and to 
charge an agreed additional fee. Dr. Semple proposed that the 
resolution should lie on the table. The proposal was seconded by 
Dr. Temple and carried unanimously. 

The Winchester memorandum on the organization of the B.M.A. 
was next discussed. The chairman gave a brief review of the B.M.A. 
organization and emphasized that at present it was impossible to 
carry any motion if Council was not in favour of it. Drs. Cottrell, 
A. H. Briggs, Robertson, Friskney, Cheshire, and Grey Turner took 
part in the ensuing discussion. Dr. Cottrell said that the Organiza- 
tion Committee at Headquarters was discussing this and similar 
resolutions. Dr. Cheshire thought that any committee representing 
the present organization could not be the best one to consider a 
change. Dr. Grey Turner said that the chief problem was how to 
get through the large agenda at Representative Meetings, and thought 
the Division should consider if they were prepared to sacrifice their 
present privilege of direct approach by Divisions to a Representative 
Meeting. Dr. Semple proposed that they should write to the 
Winchester Division giving support to the main principle of their 
Memorandum. This proposal was seconded by Dr. Sharrard and 
carried without dissent. 

The meeting was closed by a vote of thanks to Dr. Grey Turner 
which was proposed by Dr. Semple and carried with acclamation. 


The Ministe'r of Health has made the following appointments to 
Regional Hospital Boards. — East Anglian : Mr. C. Dudson, former 
Governor of Peterborough Memorial Hospital and a member of the 
Executive Committee of the Railway Clerks Association, in succes- 
sion to Mr. O. Olivers ; Col. D. Portway, Master of St. Catharine’s 
Hospital, Cambridee, in succession to Dr. T. S. Hele. Oxford: 
Sir Henry Clay, Warden of Nulficld College, Oxford, and member 
of thc Board of Governors of thc Oxford United Hospitals, in 
succession to Sir Oliver Franks, now British Ambassador to the 
United States. 
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CLINICAL AND SOCIAL PROBLEMS OF EPILEPSY* 

BY 



F. J. NATTRASS, M.D., F.R.C.P. 

Professor of Medicine, University of Durham ; Physician, Royal Victoria Infirmary, Nencastle-upon-Tyne 


LECTURE II 
The Causes' of Epilepsy 

There are two ways of looking at the problem of epilepsy 
in an aetiological sense. One is to regard all forms of con- 
vulsive attack as epilepsy, which then becomes simplv a 
symptom of many general and nervous diseases: Cobb 
(1936) lists sixty clinical causes of fits. The other is to 
reserve the term for an essentially neurogenic disorder in 
which there is episodic disturbance of cortical function : 
this would include idiopathic epilepsy, and might reason- 
ably include also symptomatic epilepsy due to primary 
intracranial disease. It would exclude convulsions due to 
general circulatory changes, to circulating toxins, o' to 
metabolic poisons. According to this definition it would 
be correct to speak of cysticercosis epilepsy or traumatic 
epilepsy, but incorrect to speak of “ cardiac epilepsy,” 
“ hypoglycaemic epilepsy,” or uraemic epilepsy.” This 
clinical classification seems to me a useful one 

In every case in which an initial diagnosis of epilepsy has 
been made two further aims should be in the mind of the 
physician: (1) to determine the part of the brain in which 
the disturbance starts ; (2) to decide the nature of the lesion 
at that point. 

The Anatomical Diagnosis . — Localization of the site of 
the discharge is clinically precise in local epilepsy of all 
types and in generalized seizures with consistent focal onset. 
Lennox and Cobb .(1933) instituted an inquiry into the aura 
or first stage of the fit in 1,359 patients. A similar inquiry 
was made by Gowers (1901) in 2.013 patients, and it is 
remarkable to find that the percentage reporting an aura of 
some kind is almost identical in the two series — namely, 
56.2% and 57%. An aura occurred with equal frequency 
in .idiopathic and symptomatic cases, but in only a 
minority was it of precise localizing significance. Aid in 
localization is also given by electro-encephalography, and 
Jasper (Penfield and Erickson, 1941) believes that such 
records have their chief value in demonstrating or confirm- 
ing the focal origin of attacks. 

The Pathological Diagnosis . — Determination of the site 
of a discharging lesion or epileptogenic focus, if this is 
possible, does not of itself, as Hughlings Jackson pointed 
out, give any information about the nature of the lesion An 
initial approach to the problem of the' pathological diagnosis 
is afforded by consideration of the types of cerebral lesion 
which predominate at different periods of life. Thus in 
infancy the chief organic cerebral causes of epilepsy are 
developmental brain defect and birth injury'. Such injury 

•The second Lumleian Lecture, delivered to the Royal College of 
Physicians, April 15, 1948 (abridged). Lecture I appeared in test 
week's issue. 


may result from prolonged asphyxia or from cortical lacera- 
tion, and in these children there are generally other evi- 
dences besides epilepsy of diffuse or focal brain injury. 
It is important to remember that the development of fits 
originating from the neighbourhood of the injury may be 
delayed until later childhood or even adult life (Penfield 
and Erickson, 1941). Acquired cerebral lesions of child- 
hood are often followed by epilepsy. In these, as in birth 
trauma, there are likely to be focal signs of brain injury, 
especially hemiplegia. Occurring as a complication of 
infections of known and unknown nature, and accompanied 
at the outset by convulsions, the cerebral injury is probably 
more often due to vascular thrombosis than to encephalitis. 
After childhood the major organic cerebral causes of 
epilepsy are head injury, cerebral tumours, and cerebral 
arteriosclerosis. These have their maximum incidence in 
early adult life, middle age, and old age respectively. ' 

Significance of Infantile Convulsions 

Assessment of the significance of convulsions in an indi- 
vidual child is a clinical problem involving a weighing 
of the evidence. The presence of signs of pre-existing 
brain defect or injury is unfavourable. Recurrent attacks 
occurring at intervals without known exciting cause arc 
strongly suggestive of idiopathic epilepsy, which is likely to 
continue. Petit mal attacks have the same significance. 
These considerations apart, an isolated convulsion or a 
short series of convulsions occurring in early childhood 
during an acute infective illness, and unaccompanied b; 
persisting evidence of brain damage, need not cause 
anxiety about the future or call for continued anticorn ulsant 
treatment: the great majority of such children do not 
develop epilepsy. This is in accordance with the usual 
belief, but does not justify a tendency to regard infantile 
convulsions generally as of little moment. 

Age of Onset of Idiopathic Epilepsy 

A diagnosis of idiopathic epilepsy implies the exclusion / 
so far as is possible of all organic cerebral lesions and in 
general a tendency to recurrence of attacks without known 
cause. Idiopathic epilepsy may arise at any age, but does 
so especially in childhood and youth. An onset in later 
years is usually stated to be decidedly infrequenL Most 
textbooks contain warnings such as the following:- “It is 
always well to be suspicious of ‘ epilepsy ’ beginning in adult 
life, for in a majority of such cases the disease is not 
epilepsy” (Christian, 1942). 

Organic disease of the brain which may cause epilepsy 
is commoner in later life, and therefore epilepsy' in such 
patients is more likely to be due to progressive intracranial 
disease than in children or adolescents. Nevertheless I see 
many patients whose fits beein in adult life and continue 
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without evidence of any structural basis for the attacks. In 
order to clarify this matter I have made an inquiry into the 
age of onset in my cases, and secondly into the cause of 
attacks in the later age groups. 

Table I ‘shows the age of onset in 991 cases. While, 
in accordance with general experience, the highest incidence 
is in the second decade, it will be noted that \2%- showed 
the first evidence of epilepsy between the ages of 30 and 
40 and 17% after the age of 40. 


Table I. — Age of Onset of Epilepsy in 991 Cases 


0-10 years 
11-20 „ 
21-30 „ 


19% 

30% 

22 % 


31-40 years 
Over 40 „ 


12 % 

17% 


• Other evidences of cerebral arteriosclerosis — for example, 
strokes and mental deterioration — were notably infrequent. 

The question arises whether Jacksonian epilepsy is 
specially suggestive of tumour. Of the 100 patients with 
onset after the age of 40, 11 are known to have had Jack- 
sonian attacks (Table IV). Of these 8 are dead, the cause 
being shown. 


Table IV. — Significance of Jacksonian Epilepsy among 100 Patients 


Number known to have Jacksonian attacks . . U 

Deaths .. 8 

Tumour . . ' 3 

Cerebral arteriosclerosis 1 

G.P.1 1 

Heart failure 2 

Unknown 1 


Table II shows a comparison of this series with some 
previous records. 


Table IE. — Percentage of Cases of Epilepsy with Onset over Age 30 


Gowers 1 

Turner \ 

Spratling 1 

1 

Starr 1 

1 

Kraepeliu j 

1 

Paskind ! 

Present 

Series 

9-3 

9-8 1 

7-4 

12-7 j 

12-8 

19-2 

29-0 


It will be noted that the figures of Paskind (1932) and 
my own series indicate a markedly higher proportion titan 
the others of patients in whom the first fits occurred after 
the age of 30. r This observer’s statistics and my own are 
comparable because we were both dealing with patients in 
private practice or in the purely consultative out-paticht 
service of a general hospital. Most if not all of the other 
assessments were made on patients in institutions or attend- 
ing special hospitals for epilepsy. These represent a more 
severe and deteriorated group, and in such patients the 
age of onset is earlier. Of Paskind’s patients 93.5% were 
in excellent mental health and were engaged in occupations 
similar to those of the great mass of the population. Tylor 
Fox (1939) states that there are about 20,000 epileptics m 
various institutions in this country, and estimates that there 
are at least 100,000 in the community at large. The extra- 
mural group is therefore more representative of epileptic 
patients as a whole. 

Table III gives the results of a follow-up, after not less 
than three years, of 100 cases of epilepsy with onset after 
the age of 40. 


Table III. — Follow-up of 100 Cases of Epilepsy with Onset after 
the jtgc of 40 


Deaths 

Tumour — proved 8, probable 2 . . 
Effects of cerebral arteriosclerosis 

Heart failure 

Air raid 

Pancreatic tumour ? hyposlycaemia 

G.P.I 

Cause unknown 

Improved (fits ceased or diminished) 
l.S.Q. or worse 


10 

5 

3 
1 
1 
1 

4 
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Of the 25 deaths 10 were due to intracranial tumour and 
five to cerebral arteriosclerosis. Of the 75 surviving patients 
none showed on re-examination any symptom or sign of 
intracranial tumour. Their general condition on the whole 
was good : most of them were living almost normal lives 
and were at work. A gratifying number seem to have been 
much improved by treatment. 

Evidences of arterial disease are not conspicuous in these 
patients. Without doubt cerebral arteriosclerosis may cause 
epilepsy. But it is not justifiable to assign seizures to this 
cause merely because the patient is of advanced age. 
Analysis of blood pressure readings does not seem to indicate 
the presence of hypertension in these epileptic patients in 
any greater proportion than in non-epileptic subjects of the 
same age. 


The mortality is unexpected, but the point which emerges 
is that Jacksonian attacks, while revealing the site of the 
disturbance, give no indication of the nature of the lesion. 

One further point of clinical significance is the time of 
attacks. For the 75 surviving patients this is shown in 
Table V. 

Table V. — Time of Epileptic Attacks in 75 Patients over Age 40 

Diurnal only . , . . 31 Irregular , . ♦ . 17 

Nocturnal only . . 27 

A final statistical item invites an approach from another 
angle — namely, the incidence of epilepsy in a series of intra- 
cranial tumours. My colleague G.' F. Rowbotham has 
kindly allowed me to analyse the records of 200 consecutive 
cases of verified tumour admitted to his clinic in the course 
of about two years. 


Table VI 

incidence of Epilepsy in 200 Cases of Intracranial Tumour 

Number with fits 56 (28%) 

Number with fits at onset 38 (19%) 

Grand mat 22 

Jacksonian 14 

Petit mal , . . . . . ... 2 


Time of Appearance of other Signs of Tumour in 38 'Cases with 
Epilepsy at Onset 


Period 

1- 6 months 
6-12 „ , 

1 -2 years 

2- 3 „ 

3- 5 „ 



No. of 



No, or 


Cases 

Period 


Cases 


.. 10 1 

■ 5- 6 years 

, , 

1 


8 

6- 7 „ 

, ,, 

2 


5 

7-8 „ 

, , 

1 


,. 4 

8-10 „ 

, , 

1 


5 

10-12 „ 

. . 

1 


Fits occurred in 28% at some stage. In 19% the patients 
came under observation because of some type of epileptic 
attack. In more than half the initial attack was of the 
grand mal type, in about a third Jacksonian ; while in two 
patients the earliest attacks were of the petit mal variety. 
Half of these patients with epilepsy at the onset developed 
other symptoms and signs of intracranial tumour within 
twelve months. In the remainder such evidence was delayed 
up to five years, and in isolated cases up to twelve years. 

Glioma of a cerebral hemisphere was much the com- 
monest cause of fits ; cases which were latent for several 
years were either astrocytomas or meningiomas. High 
intracranial pressure per se is not an important cause of 
fits ; for example, they are rare in posterior fossa tumours, 
though these are usually associated with early internal 
hydrocephalus. 

Similar conclusions have been published by a number of 
observers (Sargent, 1921 *, Parker, 1930 ; Dowman and 
Smith, 1928 ; Penfield and Erickson, 3941), though the time 
relationship between epilepsy and other symptoms has not 
to my mind been sufficiently stressed. The proportion of 
cases with epilepsy at the onset is considerably lower in 
most of these reports. 

Discussing the causes of epilepsy, Penfield and Erickson 
(1941), while recognizing that idiopathic seizures may start 
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. t any time, write as follows : “ In cases of onset between 
-O and 55, the most frequent cause is cerebral neoplasm.” 

After 55 years the various cerebral lesions produced bv 
abnormality of the cerebral blood vessels become more 
frequent, though the strong probability of neoplasm must 
still be remembered." “ Idiopathic epilepsy comes on in 
youth, not in early infancy, and not in middle age or old 
age. 


With reference to these conclusions I would point out 
that statistics about epilepsy are affected by the tendency 
for the patients to fall into different groups. There is the 
broad division between institutional and non-institutional 
cases. There is also, I thipk, a process of selection operat- 
ing in regard to patients sent to neurological surgeons: in 
a personal communication Penheld agrees" with this opinion. 
I would be the last to minimize the importance of seeking an 
organic cause in all cases, and especially in patients of 
tumour-bearing age, but I cannot avoid the conclusion that 
among epileptics as a whole the largest groun must still 
be classified as idiopathic. When fits are" due’ to tumour 
careful observation reveals other symptoms and signs within 
a few months in the majority of cases if these are not 
already present at the onset of the illness 


Aetiology of Idiopathic Epilepsy 

The term “idiopathic” is a deliberate declaration of 
aetiological ignorance. Without doubt a proportion of 
cases so classified are due to unrevealed structural causes. 
Of the remainder it seems probable that the chief cause is 
an inherited instability of the cortex. But if this is so. then 
what is inherited is infrequently actual epilepsy ; more often 
a less specific dysrhythmia. 

Evidence about heredity is derived primarily from studies 
of family histories. It has been estimated that 1 in 290 to 
300 of the population as a whole has had fits at some time. 
Among the near relatives of epileptics 1 in 40 to 50 has had 
fits (Lennox, 1945b). That is to say, seizures are five to 
six times more frequent in the parents, siblings, and children 
of epileptics than in the general population Taking rela- 
tives as a whole and not only near relatives, a family history 
of epilepsy has been obtained by various observers in some 
4% of non-epileptics and in from 20 to 30% of epileptics. 
This figure is less when attacks begin in adult life. Very 
striking is the finding in a series of identical twins that in 
70% of these if epilepsy was present in one twin it was 
present in the other (Lennox, Gibbs, and Gibbs, 19401 

Further evidence comes from electro-encephalographic 
records. Soon after the initial discovery of distinctive 
records in epileptic attacks several observers (Lowenbach, 
1939 ; Strauss ei al„ 1939) recorded abnormal waves in the 
relatives of patients. In one study 60% of the near relatives 
of a group of epileptics were found to have various 
abnormal rhythms, as compared with 10% of controls with 
no such family history (Lennox, Gibbs, and Gibbs. 1940). 
It is important to note, however, that the proportion of 
relatives whose records showed paroxysmal disturbances of 
specifically epileptic type was much smaller. Again of 
special interest is the observation (Lennox, Gibbs, and 
Gibbs, 1942) of seven pairs of identical twins: one of each 
pair had epilepsy 7 , and in each instance the other twin 
showed a significantly abnormal record. 

These studies of family trees and electro-encephalograms 
agree in showing a hereditary predisposition which is very 
much more frequent than the direct inheritance of epilepsy. 
It has been suggested that epilepsy results when acquired 
factors such as trauma or tumour combine with genetic 
factors. This theory is attractive, but seems to have only a 
limited application, since in the majority of cases no exciting 
cause can be found for the onset of overt epilepsy. 


Medicinal Treatment 

On May 11, 1857 (ride Lancet of that date), Sir John 
Locock presided at a meeting of the Royal Medical and 
Chirurgical Society 7 of London at which an address on 
epilepsy was given by Sieveking. In the discussion Locock 
mentioned that he had been trying treatment by bromide 
of potassium at the suggestion of an unnamed German 
physician. The suggestion was made because this medicine 
had been found to depress sexual activity, and the idea had 
long been prevalent that masturbation was an important 
cause of epilepsy. This belief persisted: as late as 1880 a 
paper was read at the annual meeting of the British Medical 
Association at Cambridge on the treatment of epilepsy by 
castration (Temkin, 1945). Bromides in various combina- 
tions became the first effective treatment of this disease, 
and remained unchallenged for fifty years. 

Phenobarbitone 

Medicinal treatment is now more hopeful than in the past, 
but rather more complex because several drugs of proved 
efficacy are available and it is necessary in each case to decide 
which remedy or combination of remedies is most likely to be 
successful. Phenobarbitone has very largely replaced bromides 
because both clinically and experimentally it is a more effective ■ 
anticonvulsant, is easier to take in tablet form, and is almost 
free from toxic effects. The dose which can be tolerated with- 
out drowsiness varies very much in different individuals. It is 
generally sufficient to give it morning and night in a dose of 
H gr. (0.1 g.) for an adult, but this may be pushed consider- 
ably higher in some patients if control of attacks is inadequate. 
Patients who have only nocturnal attacks may take a rather 
larger dose at night, but it is probably best not to omit altogether 
a smaller morning dose, because if it is given only once in 
twenty-four hours there is a tendency for attacks to be post- 
poned to the uncontrolled period. When the optimum dose has 
been decided it should be maintained with great regularity: if 
attacks have been absent for three years it may be reduced 
gradually and finally discontinued. Sudden cessation frequently 
leads to return of attack. 

“ Epanutin ” 

In an exhaustive series of experiments Merritt and Putnam 
(1945) found that the most effective anticonvulsant tested was 
the sodium salt of 5, 5, diphenyl-hydantoin, known in this 
country under the approved name of soluble phenytoin and 
“ epanutin,” and as dilantin sodium in America. A large 
number of reports have been published since this drug was 
introduced ten years ago (Parke, Davis and Co., 1945). There 
is no doubt it is the most powerful anticonvulsant known, and 
it has the great advantage that in therapeutic doses it has practic- 
ally no hypnotic effect. It is especially potent in the control 
of psychomotor attacks. It has not, however, displaced pheno- 
barbitone, because with its use there is a much higher incidence 
of toxic effects. These are rarely dangerous, but they may be 
alarming, and the margin between the effective therapeutic dose 
and the toxic dose is often narrow. 

When toxic symptoms occur they usually do so early in 
treatment, but occasionally they appear after several months. 
Nausea and vomiting are generally avoided by giving the 
remedy with meals. Erythematous rashes with fever are infre- 
quent but necessitate withdrawal of the drug, with resumption 
in gradually increasing doses. The most frequent and disturb- 
ing effects are referable to the nervous system, and include 
nystagmus and diplopia, tremors, and ataxia of upper and lower 
limbs. 

A curious oedema of the gums has been reported with vary- 
ing frequency in different series. In spite of much work on it 
the nature of the change is obscure: its incidence is diminished 
by preliminary removal of ora! sepsis, and continued care of 
the teeth and massage of the gums usually render it unneces- 
sary to discontinue the drug. 

No serious blood changes have been reported from the use 
of epanutin. 

The usual minimal effective dose for adults is three capsules 
(each 14 gr.: 0.1 g.) daily, one with each of the principal meals. 
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If a distinct effect is not observed a fourth dose may be added, 
and further additions may be made in cases under continuous 
observation. Most British reports on this remedy come from 
institutions, and therefore concern severe cases and usually 
those which have failed to respond satisfactorily to phenobarbi- 
tone. For less severe cases it is not always necessary to give 
full doses ; furthermore, if the treatment is begun and increased' 
gradually toxic effects are lessened (Pullar-Strecker, 1945). 

Both phenobarbitone and epanutin are anticonvulsants and 
of chief value in the control of major seizures. They are often 
without effect on petit maf, and indeed epanutin may increase 
the number of attacks of this type. In cases resistant to either 
drug alone a combination of the two may prove more effective. 
Such combined medication is in fact very commonly used, but 
it is important to realize that if this plan is followed the dosage 
of each drug should be adequate. There is reason to believe 
that the action of the two is different; the beneficial effects of 
the second drug are not obtained unless it is given in sufficient 
amount to produce an effect by itself, and the toxicity of the 
one is neither enhanced nor diminished by the other (Blair, 
1947). 

“ Tridione ” 

The frequent failure of the anticonvulsants to influence petit 
mal gives importance to the introduction of a drug which has 
a striking effect on this type of attack and also on the allied 
akinetic seizures and on epileptic myoclonus. This is 3,5,5- 
trimethyloxazolidine-2,4-dione, or “ tridione,” and its use for 
epilepsy is due to Lennox. It has become available in this 
country only in the past few mouths, and only one report has 
yet been published by a British observer (Butter, 1948). I can 
therefore only speak of it from a very limited personal experi- 
ence, but it may be useful to mention the main facts as set 
out in the careful reports from America, where some 10,000 
patients are being treated with it. Lennox (1945a, 1947) reported 
that of 166 patients 31% had been entirely freed of attacks, and 
in 32% attacks were less than a quarter of their previous 
number ; 83% in all had fewer seizures. Furthermore, in many 
eases the distinctive paroxysmal spike-and-wave pattern of the 
electro-encephalogram was restored to normal. He emphasizes 
that the drug is wrongly described as an anticonvulsant, for not 
only is it ineffective against convulsive seizures but it may 
increase these if they already exist. 

This remedy is given in capsules of 0.3 g., and the usual dose 
is three capsules a day for children over 5 years, and four 
capsules a day for adults, taken with meals. For small children 
the contents of a capsule may be given with food. The effect 
on attacks may be immediate, but the maximum effect is usually 
seen in one to four weeks ; the longest period of waiting for 
relief was six months. 

Toxic effects were soon noted. About one in seven patients 
develops a rash, either a papular rash on the forehead or a 
morbilliform eruption ; if the latter is generalized it is advised 
that the drug be stopped for a few days and resumed gradu- 
ally. About one-third of the patients complain of intolerance 
of bright light ; the degree of this symptom, the nature of which 
is unknown, varies, and it seldom necessitates stoppage of the 
remedy. No evidence of injury to the retina or optic nerves 
has been detected. Such toxic effects are rarely serious, but in 
1946 two reports (Harrison et a!.. 1946 ; Mackay and Gottstein, 
1946) were published simultaneously of fatal aplastic anaemia 
and agranulocytosis due to this drug. It had been given for six 
months and ten months respectively, when the blood changes 
appeared suddenly and could not be controlled by any measures. 
Including these two, Lennox has learnt of four fatal cases. Two 
further cases have been reported in this country. One (Braith- 
waite, 194S) had a transient urticarial rash on the 25th day; 
on the 51st he developed gingivitis and pyrexia. The drug was 
stopped on the 53rd day, but he died three weeks later with 
agranulocytosis and an aplastic marrow. The second died, after 
four weeks’ treatment, from exfoliative dermatitis without any 
blood changes (Herrin, 1948). These fatalities may reasonably 
be attributed to idiosyncrasy, and are perhaps no more frequent 
than with some other drugs, but such drugs are seldom adminis- 
tered for long periods, while remedies for epilepsy have usually 
to be continued indefinitely. It is therefore important to leant 
that withdrawal of tridione, unlike phenobarbitone and epanutin, 
is not followed by an early return of attacks, and in many cases 


they have not returned at' all. Lennox advises that if attack 
have been absent for three months the drug should be reduce 
gradually and finally discontinued. He believes that if monthl 
blood examinations are done danger can be averted by stoppin 
the drug if the polymorph count falls below 1,600 per c.mn 
In 127 patients who bad taken tridione for periods up to tw 
years he fotind that the count fell to this level in 6%, in a 
cases returning to normal when the drug was stopped. M 
own experience, though limited to 9 cases, is favourable; i 
all attacks have been reduced and toxic effects absent excej 
for some complaint of the glare phenomenon. The leucocy 
count has not fallen in any case, but tended to rise. In,thre 
of these patients attacks have now been absent for three montl 
and the drug is being withdrawn. 

Summary of Medicinal Treatment 

It may be said that, if a patient suffers from grand m; 
only, the choice lies between epanutin and phenobarbiton 
In young subjects, in whom it is desirable to bring tl 
attacks under control as quickly and certainly as possib 
because of the danger of mental deterioration, the moi 
powerful remedy epanutin should in my opinion be use 
provided the necessary observation can be maintainei 
Alternatively, phenobarbitone may be used in the first b 
stance. If after due observation attacks are not controllei 
epanutin should be added gradually without 'reducing the 
dose of phenobarbitone. In. such cases it is probably best 
to continue the two drugs together, but reduction in the 
amount of phenobarbitone may be tried. 

When the patient has both grand^ mal and petit mal 
control of the former is the more important, but if attacks of 
the latter are frequent tridione should be used as well as an 
anticonvulsant. In this event phenobarbitone should be 
chosen, since epanutin tends to increase petit mal. 

For psychomotor attacks epanutin is much the most 
effective agent. For pure petit mal the evidence I have 
indicated points to the use of -tridione; with the appropriate 
precautions. 

Status epilepticus calls for urgent control by full doses 
'of sedative. Probably the safest and most effective method 
is the intramuscular injection of 5 to 10 ml. of paraldehyde, 
repeated if necessary. ' Alternatively, soluble phenobarbi- 
tone may be injected in 3-gr. (0.2 g.) doses. 

Finally, in this connexion^ would quote the words of 
Blair (1940), that with the remedies now available there are 
few epileptics who cannot expect reasonable control of their 
fits, and hope should never be abandoned until these treat- 
ments have each been patiently and efficiently tried out. 

Surgical Treatment 

Epilepsy per se is not an indication for surgical inter- 
vention. If it can be shown that attacks are arising from 
a local brain lesion, operation may be justified in the hope 
of removing the epileptogenic focus. If this is a tumour, 
relief of fits is only an incidental aim of operation. Non- 
progressive lesions may be manifested solely by epilepsy ; 
such lesions are meningocerebral scars resulting from 
traumatic, vascular, or inflammatory changes. Their 
presence may be suspected because of local epilepsy or 
generalized epilepsy with consistent focal _ onset, together 
with indications from the history of the manner in which 
they might have originated. Any persistent evidence of 
impaired function, such as minimal signs of hemiplegia, 
would of course be decisive evidence of a local lesion. But 
attacks of both these types occur commonly in idiopathic 
epilepsy, and a negative exploration may make the patient 
worse. In these circumstances radiographs 3fter the intro- 
duction of air by lumbar puncture provide evidence of the 
greatest importance (Childe and Penfield, 19,44). To this 
method may now be added the demonstration of a focal 
lesion by the electro-encephalogram. 
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Decision about operation if a local lesion has been demon- 
strated is by no means simple. It has to be remembered 
that epileptic attacks do not arise directly from an area 
of cortical fibrosis but are the result of instability produced 
by the scar in neighbouring but intact cortical ceils. There- 
^ fore attacks may continue in spite of a clean excision, and 
' anticonvulsant treatment must be maintained. Excision of 

- such an area means replacing one scar by another and 
possibly converting a discharging lesion into a destroying 
lesion. In each case the frequency of attacks, the effects 
of a full trial of medicinal treatment, and the risks of injury 
by the operation have to be taken into account. 

Social Problems of Epilepsy 

The social consequences of epilepsy are peculiarly severe, 
’ and it is our duty to mitigate them so far as lies in our 
power. Nothing can alter the fact that a liability’ to sudden 
and unpredictable attacks of loss of consciousness or of 

- uncontrolled behaviour is a grave handicap to any human 
| being. In this respect epilepsy is much more serious than 

any other of the paroxysmal disorders, and this is a reason 
for a separateness -s-od net 3 unity of these disorders. 

Two fears fill the minds of the parents of a child with 
epilepsy — the fear of. accident and the fear of mental 
deterioration. That dreadful accidents can occur we all 
know, but when we consider the immense aggregate of fits 
.which occur among epileptics in the community we must 
recognize that serious accidents from this cause are rela- 
tively, very few. The danger of mental deterioration \hen 
attacks begin in childhood is real enough, but is u rally 
much exaggerated in the parents’ thoughts Though here 
are exceptions, this danger is on the whole proportionate 
to the frequency and severity of attack's : the risk is • ere- 
fore diminished by the improved methods of treatmcn- now 
available. Children with pure petit mat, and the great 
majority with only occasional grand mal, are in little danger 
of mental change. Presentation of these facts is of incal- 
culable value to the parents, and is to be preferred to vague 
promises and hopes. 

The first serious social decisions are concerned with 
education. Frequent major seizures are incompatible with 
ordinary school life. Petit mal attacks, even if numerous, 
are almost devoid of risk and should not prevent attendance 
at school. Infrequent major seizures should not be a 
barrier. The welfare of "the children as a whole must be 
the first consideration, but if the attitude of teachers is free 
of fuss and anxiety the witnessing' of an occasional attack 
by other children does these children no harm. Few if 
any of the school activities should be denied to the epileptic 
boy or girl. To exclude games for fear of head injury is to 
provoke greater risks to the child’s physical development 
and peace of mind. Swimming is more doubtful, and must 
be under supervision ; but each case must be considered on 
its merits, frequency and time of attacks being all-important. 
To prohibit cycling may cause much unhappiness and is 
by no means always necessary'. Examinations should be 
taken in the ordinary way. Nothing must prevent the 

- regular supervision of medicinal treatment. 

■v Interesting' studies have been made of University students 
subject to epilepsy. In one such study of 93 students 

- (Himler and Raphael, 1944) 76% were classified as of the 
r idiopathic group ; the rest had some evidence of cerebral 

injury or defect: 65% to 70% did creditable work and took 

- up jobs of all kinds, including medicine. Of 70 epileptic 
students at another University (Lennox, 1946) the number 
graduating equalled the record for all students. t 

Such facts have a bearing on the important question 
of choice of occupation. Essentially a decision depends 
on the degree to which attacks are controlled by treatment. 


Short of complete control, however, infrequent attacks 
should seldom be held to prevent a young man from adopt- 
ing the occupation of his choice. Certain callings are 
clearly' unsuitable. They include contact with dangerous 
machinery, work at heights or in the mines, or any post 
in which an attack might involve danger to others. It 
is not in our discretion to give permission for a patient 
subject to epilepsy to drive a motor vehicle, for this is his 
own responsibility. The law, being unsatisfactory 
(Symonds, 194S), is in fact widely evaded. 

Medicine, law, the arts, and many office occupations need 
not be regarded as closed, for there are branches of these 
which can be pursued with success and safety, though others 
are barred. For those with no special ambitions more 
specific advice may be given, and I have been accustomed 
to suggest work on the land, which is healthy, active, and 
satisfying, and involves little restriction apart from possible 
avoidance of agricultural machinery. 

As a fact the great majority of adult epileptics outside 
institutions earn their living in every variety of calling, and 
many have achieved fame in every walk of life. These 
people form by far the largest group of a It sufferers from 
epilepsy. They are a_ relatively- stable group and do not 
deteriorate as the years pass, but rather tend to improve. 
Ihe more serious cases beginning in childhood have been 
\veeded out But though they are at work for the most 
hart, they suffer serious social disabilities. Many conceal 
their liability to fits and go in fear of an attack at work 
Which will lead to loss of their employment. 

Hitherto probably the greatest deferrent to the securing 
<>f work has been the liability of employers for accidents 
Arising out of and in the course of employment. Replace- 
ment of the Workmen’s Compensation Act by the National 
Insurance (Industrial Injuries) Act should greatly assist in 
the employment of epileptics in common with other partialiy 
disabled persons. The need for full use of man-power, as 
Well as an increased sense of social responsibility, led to the 
Disabled Persons (Employment) Act of 1944, under the 
brovisions of which a proportion of disabled persons must 
he accepted by all employers of more than twenty people. 
The Act provides for registration as a means of identify- 
ing those who are qualified for its benefits, and responsi- 
bility for finding suitable employment is in the hands of 
Disablement Resettlement Officers (D.R.O.S) working at the 
Employment Exchanges. For those judged unfit for 
Ordinary employment, work may be found in sheltered work- 
shops maintained UDder the Act by the Disabled Persons’ 
Employment Corporation: eight of these factories have 
been established throughout the country and fifty more are 
Planned. Special provision for epileptics has been made in 
certain of these factories. 

Apart from official help, voluntary organizations, includ- 
ing the hospital almoners’ service, are ready to assist epilep- 
tics to get and keep jobs, and are endeavouring to overcome 
Prejudice and ignorance on the part of employers and the 
public in regard to this disease. In this country Tylor 
Eox (1939. 1947), and in America Lennox (Lennox and 
Cobb, 1942), have in particular been tireless in their efforts 
to improve the lot of epileptics in the community. The 
success of all plans depends entirely on the initiative and 
co-operation of those in medical charge of the patients. 
We alone know when it is reasonable to ask employers to 
accept such persons in their factories or offices : school and 
University authorities look to us for guidance in the difficult 
decision whether to accept a student' or pupil known to be 
liable to fits. To recommend unsuitable patients is to do 
harm to them and to epileptics as a whole. No two cases 
are exactly alike ; frequency and character of attacks are 
clearly the main considerations, but favourable points are 
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the occurrence of attacks chiefly or solely during sleep or in 
the early mornings, the existence of a warning long enough 
to enable the patient to avoid heavy falls, and a satisfactory 
degree of control by medicinal treatment. 

One further social problem is that of marriage. On the 
basis of the evidence about the heredity of epilepsy form- 
erly noted, the chance of a child of an epileptic also becom- 
ing epileptic has been variously estimated as from 1 in 10 to 
1 in 40 (Brain, 1926 ; Lennox, 1945b). The risk of trans- 
mission is probably much less still if attacks begin in adult 
life, or if the patient has no family history of epilepsy ; also 
if attacks are the' result of a definite brain injury. A 
family history in both partners greatly increases the risk. 
Electrical records of epileptic type in either partner or both 
partners have probably the same significance. The prospect 
of producing epileptic children is therefore far less than is 
generally believed, and this we can conscientiously explain 
to those concerned. The real risks in marriage are the 
anxieties and dangers caused in the home and at work by 
the attacks themselves: these known risks can be calculated 
and faced. Nevertheless, so great is the dread of epilepsy 
that many patients decline marriage or refuse to have 
children. Both decisions are probably wrong, but they are 
understandable. 

I have pleasure in acknowledging the help of successive assistants 
in following up cases — namely, Drs. H. G. Miller, F. Robertson, 
R. Mowbray, G. C. Ismay, and J. P. Anderson. 
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DIABETIC FERTILITY, MATERNAL 
MORTALITY, AND FOETAL 
LOSS RATE 

BV 

J. A. L. GILBERT,* M.D., F.R-C.P.Ed., M.R.C.P. 

And 

D. M. DUNLOP, B.A., M.D., F.R.C.P., F.R.C.P.Ed. 

(Ft out the Medical Research Council Clinical Endocrinology 
Research Unit, Edinburgh University) 

Fertility 

Pregnancy in diabetic women in the pre-insulin era was a 
rare event. Skipper (1933) credits Bennewitz (1826) with 
the first recorded case. Amenorrhoea due to uncontrolled 
diabetes accounted for the low fertility rates of 2-6% 
quoted by Lecorche (1885), von Noorden (1909), and 
Skipper (1933). The diabetic control that followed the 
introduction of 'insulin in 1923 largely abolished the 
amenorrhoea and produced a concomitant increase *n 
fertility. 

Skipper (1933), reviewing the records of the London 
Hospital, noted a fertility rate of 15% amongst 177 diabetic 
women between 1923 and 1931, compared with a rate of 
2% amongst 190 comparable diabetic women between 
1893 and 1922, while Eastman (1946) observed a fertility 
rate of 2S.6%. 

The rate of diabetic to non-diabetic pregnancies admitted 
to large obstetric hospitals has shown a similar rise. Williams 
(1909) saw only one pregnant diabetic during his thirteen 
years in charge of the obstetric service at Johns Hopkins 
Hospital, and in his review of the literature found only 65 
recorded cases, whereas Mengert and Laughlin (1939) quote 
a ratio of 1 in 276, Barns (1941) 1 in 930, and Eastman’ 
(1946) 1 in 282. There were 70 diabetic pregnancies among 
the 20,438 confinements at the Simpson Memorial Maternity 
Pavilion of the Royal Infirmary, Edinburgh, between 1943 

•Tliis work was carried out during the tenure of a Lund Research 
Fellowship of the Diabetic Association. 
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and 1947— a ratio of 1 in 292. Insulin has therefore raised 
the status of the pregnant diabetic from that of a medical 
-curiosity to one for which adequate provision must be made 
in any maternity service. 

Maternal Mortality 

■ An immediate maternal mortality of between 25 and 30% 
in diabetic women was associated with pregnancy in the 
pre-insulin era (Duncan, 1SS2 ; Offergeld, 190S ; Williams, 

• 1909 ; and others). The last-named author noted an 
immediate mortality of 27%, with an additional 23% during 
the ensuing two years, due to diabetic coma in the majority 
of cases. The insulin era has been associated with a pro- 
gressively declining maternal mortality. Reviews of the 
literature by Skipper (1933) and Kramer (1935) revealed 
immediate maternal mortalities of 9.3 and 3.4% respectively. 

• A mortality rate of less than 2% was quoted by Lawrence 
and Oakley (1942). White (1946) reported the loss of only 
one mother in 271 diabetic pregnancies between 1936 and 

' 1946. Several smaller series of cases reported by Kramer 
(1935), Brandstrup and Okkels (193S), Shir (1939). Nlengert 
and Laughlin (1939), and others reveal no maternal loss. 
There was one maternal death among the 70 pregnancies in 
the 62 diabetic women confined at the Simpson Memorial 
Maternity Pavilion, Edinburgh, between 1942 and 1947. 
It is thus apparent that the introduction of insulin has made 
pregnancy relatively safe for diabetic women. 

Foetal Loss 

The beneficial effects on the mother from insulin treat- 
ment have not been shared by the foetus. Henley (1 °47), 
reviewing the literature, noted a foetal loss of 43% in 169 
pregnancies during the pre-insulin era, compared with 3" 6% 
in 924 pregnancies since the introduction of insulin The 
foetal loss rate in his own series was 55%. 

The published figures of the foetal loss rate show con- 
siderable disparity. Nlengert and Laughlin (1939) and 
Miller, Hurwitz, and Kuder (1944), considering only the 
foetal deaths occurring late in pregnancy and the deaths 
of babies during the neonatal period, found the foetal loss 
Tate to he 18.2 and 23.6% respectively. On the other hand 
the foetal loss rates reported by Ronsheim (1933), Herrick 
and Tillman (1938), Barns (1941), and Lawrence and Oakley 
(1942), covering the whole course of pregnancy and the 
neonatal period, were 64, 43, 44, and 37% respectively. 

Throughout this review of our cases the term “ foetal 
loss rate ” is taken to mean the percentage of all preg- 

■ nancies not resulting in the birth of a baby living for at 
least 14 days. The term is therefore inclusive of all 
abortions, miscarriages, intrauterine deaths, stillbirths, and 

, deaths occurring during the first 14 days of the. neonatal 
period. 

Using this defipirion, Table I shows that in spite of 
medical and obstetric supervision which we hope has been 
at least not inferior to the average in the country our foetal 
loss rate during the last five years has been as high as 
51.4%. 

Table I . — Diabetic Foetal Loss Rale 



Total No. of 

Foetal and 

Foetal Loss 

of Diabetes 

; Pregnancies 

Neonatat Loss 

Rate 


35 

19 

-«■ 3% 

3 years and over 

35 

17 

« 6 % 

Total . . 

| 70 

36 

51-4% 


In comparison with such figures recent results published 
by White (1946) are striking. This worker uses hormonal 
therapy to correct abnormal gonadotrophin and preg- 
nanediol levels. She reports foetal loss rates based on 


whether these levels are normal or abnormal and on whether 
patients have been given hormonal treatment of sufficient 
intensity to correct any abnormality which may exist. She 
found a foetal loss rate of only 3% when hormonal levels 
were normal, in comparison with 48% in cases with abnor- 
mal levels ; but correction of abnormal levels by appro- 
priate therapy resulted in a fall of the foetal loss rate to 
10%. Her series, however, does not include abortions 
before the 24th week of pregnancy, so that her figures are 
not strictly comparable with our own. Even taking this 
into account, however, the foetal mortality reported by 
White is incomparably lower than in any other large series 
of cases — a result which may well be due to the correction 
of abnormal hormonal levels in her patients. j 

Pre-diabetic Foetal Loss : Historical Review 

Throughout this article the terms “ pre-diabetic ” and 
“ diabetic ” refer respectively to the phases before and 
after the diagnosis of diabetes. 

Allen (1939) first drew attention to the abnormally high 
rate of foetal loss occurring in the pre-diabetic period. 
Mengert and Laughlin (1939) have reported a foetal loss 
rate of 29.8% in 84 pregnancies during this period. 
Diabetes developed before the menopause in all their 
patients. Miller, Hurwitz, and Kuder (1944) have analysed 
252 pre-diabetic pregnancies occurring in women develop- 
ing diabetes during the child-bearing period. Their figures, 
which are exclusive of abortions and miscarriages, and 
which therefore include only stillbirths, intrauterine deaths, 
and neonatal deaths, show a foetal loss of 19.8% during 
the 20-year pre-diabetic period in comparison with a non- 
diabetic control rate of 5.4%. The maximum foetal loss 
rate of 35.4% occurred during the five years immediately 
before the diagnosis of diabetes and was considerably 
higher than the foetal loss rate of 23.6% which occurred 
in the 93 pregnancies among the same group of women 
after the onset of diabetes.^ Miller (1945), analysing the 
obstetric histories of 57 women in whom diabetes was 
diagnosed after the age of 40, reported an overall pre- 
diabetic foetal loss of 8.3% rising to I5.S% in the 15 years 
Immediately before the diagnosis of diabetes. 

Henley (1947) found a loss of 18% in 160 pre-diabettc 
pregnancies. His survey covered the pre-diabetic phase of 
46 women in whom the disease was diagnosed between 
the ages of 25 and 69. Dolger and Herzstein (1944) and 
Herzstein and Dolger (1946)^ have failed to substantiate 
these findings. The reports of these workers are based 
on the pre-diabetic histories of 200 married diabetic women, 
94 of whom developed the disease before the ace of 45. 
They conclude that, although there is a significant increase 
in the foetal loss rate during the five years immediately 
before the diagnosis of diabetes, yet for pre-diabetic periods 
of longer duration the rate is not significantly different from 
that of non-diabetic women. Miller (1946) has challenged 
this conclusion, and by applying the x 3 test to then figures 
has shown the difference between the pre-diabetic foetal 
loss rate for the 15 years before the onset of diabetes and 
the control foetal loss rate to be statistically significant. 
The absence of a uniform definition of foetal loss rate 
throughout the literature makes precise comparisons of 
figures impossible. 

We have also been impressed by the high rate of foetal 
loss characterizing the pre-diabetic histories of many of 
our patients. The present survey deals with the pre-diabetic 
histories of 165 women attending the diabetic out-p3tient 
department of the Royal Infirmary, Edinburgh. All patients 
were interviewed personally. The group was unselected, 
and represents 165 consecutive attendances of parous 
diabetic women at the department. 
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Present Investigation 

Standard Rate of Foetal Loss. — The first step in this investi- 
gation consisted in establishing the foetal loss rate in a com- 
parable group of non-diabetic women. This presented many 
difficulties. The report of the Registrar-General for 'Scotland 
is exclusive of abortions and therefore does not give figures 
of “ total ” foetal loss according to our definition. Equally 
unsatisfactory were the histories of patients admitted to local 
maternity hospitals, since the admission to such institutions is 
often limited to primiparous patients and to those developing 
complications of pregnancy. Our diabetic patients are drawn 
in almost equal proportions from urban and rural districts. 
Records from the city clinics were consequently not entirely 
comparable. The standard rate of foetal loss finally chosen 
for comparison was that of the non-diabetic women attending 
the Ayr County Maternity Service. This service caters for 
all pregnancies, normal and abnormal. Further, the patients 
are drawn from urban centres such as Kilmarnock and from 
the wide rural districts of Ayr County. Obstetric histories 
of 1,027 women admitted to the above service in 1942 were 
analysed. Among the 3,276 pregnancies involved there was 
a foetal loss of 263 (8%). The components of the foetal loss 
rate were as follows : abortions and miscarriages, 2.8% ; 
stillbirths, 3.2% ; deaths occurring in the first 14 days of. the 
neonatal period, 2%. 

Variables Affecting the Foetal Loss Rate. — In the case of 
non-diabetic women the foetal loss rate might be expected to 
vary with such factors as the social class and physical condi- 
tion of the mother, the age of the mother at the time of 
pregnancy, and the number of previous- pregnancies. In a 
strict analysis it would have been necessary to investigate the 
foetal loss rate corresponding to each of these variables and 
to each combination of variables. Such subdivision was, how- 
ever, impracticable : apart from the difficulty of establishing 
definitions of social class and physical condition, the numbers 
involved when such subdivision was undertaken were too small 
to make statistical conclusions valid. It was assumed, there- 
fore, that these variable factors were “ randomized ” in our 
data, and that they were homogeneous when any two rates 
of foetal loss were compared. The comparisons made above 
indicate that the foetal loss rate of 8% among non-diabetic 
women can be used as a satisfactory standard for comparison 
with the foetal loss rates of the diabetic women concerned in 
the' present survey. 

Results 

The 165 patients involved were divided into two main 
groups : (1) insulin group— 132. women in whom the 

administration of insulin was necessary for diabetic control ; 
(2) non-insulin group — 33 patients in whom dietary' treat- 
ment alone was sufficient for diabetic control. Each group 
was subdivided into : (a) young diabetics — women in whom 
diabetes was diagnosed before the age of 45 ; and ( b ) old 
diabetics — women in whom diabetes was diagnosed after the 
age of 45. 


Table II . — Insulin Group — 132 Insulin Patients 


pre-diabetic 

Period 

Total No of 
Pregnancies 

Foetal and 
Neonatal Loss 

Foetal Loss 
Kate 

0 2 years 

20 

10 

50 0% 

3-9 

58 

12 

20-7% 

„ 

TO 

21 

16-2% 

20 L 

252 

29 

1 1-554 

Total . . 

459 

72 

15-7% 


Insulin Group 

Table 11 shows the pre-diabetic foetal loss rate in the 232 
patients who were taking insulin. It will be noted that 
the overall foetal loss rate of 15.7% is similar to the 18% 
quoted by Henley and is twice the non-diabetic control rate of 
8°o. On the whole there is a progressive increase in the 
foetal loss rate as the time when diabetes was first diagnosed is 
^approached. The foetal loss rate of 11.5% for pre-diabetic 
periods in excess of 20 years steadily reaches a maximum in 


the two years immediately before the diagnosis of diabete: 
The foetal loss rate of 50% for the two-year pre-diabetic perio 
in the present survey manifestly represents figures for youn 
diabetics only, the last pregnancy among the old diabetic 
having occurred not less than four years before the diagnosi 
of diabetes. ' 


Table III. — Young Diabetics — 59 Insulin Cases. Foetal Loss Rat 
According to Pre-diabetic Period 


Pre-diabetic 

Period 

Total No. of 
Pregnancies j 

1 Foetal and 
Neonatal Loss 

Foetal Loss 
Kate 

0-2 years . . . . 1 

go 

10 

500% 

3-9 

49 

10 

20-4% 

10—19 

45 

9 

20-0% 

20-*- | 

10 

1 

10-0% 

Total . . . . j 

124 

30 

i 

24-2% 


Young Diabetics . — Table 111 shows the pre-diabetic foetal 
loss rate among 59 young diabetics requiring insulin. It will 
be noted that the overall foetal loss rate of 24.2% in this 
group is three times the non-diabetic control rate of 8% — 
a ratio similar to that observed by Miller, Hurwitz, and Kurden 
(1944). Their foetal loss rate of 35.4% in the 1-5-year pre- 
diabetic period is comparable to the 50% during the 0-2-year 
period in our series, since we found the foetal loss rate of 50% 
in the 0-2-year phase to be substantially higher than that occur- 
ring in the 3-5-year period. We believe that the high foetal loss 
rate of the immediate pre-diabetic period is the characteristic 
feature of the pre-diabetic state, to be discussed later. 


Table IV. — Old Diabetics — 73 Insulin Cases. Foetal Loss Rate 
According to Pre-diabetic Period 


Pre-diabctic i 

Period | 

Total No, of 
Pregnancies 

Foetal and 
Neonatal Loss 

Foetal Loss 
Rate 

3-9 years . . . . j 

9 

2 

22'2% 

10-19 

84 

12 

14-3% 

20+ 

242 

28 

116% 

Total .. 

335 

42 

12-5% 


Old Diabetics . — Table IV shows the pre-diabetic foetal loss 
rate among 73 old diabetics requiring insulin. An overall loss 
of 42 (12.5%) occurred in 335 pregnancies. As none of these 
women had been pregnant for at least four years before the 
onset pf their diabetes, and usually for a much longer time, 
it is not surprising that they fail to show the very high foetal 
loss rate characterizing the immediate pre-diabetic phase of 
the young group of women. Miller (1945) reports similar 
observations. 


Table V. — Comparison of Foetal Loss Rate in Insulin and Non- 
insulin Cases 


- 

1 

Insulin ] 

Non-insulin 

No. 

of 

Patients 

No. 

of 

Pregnancies 

Foetal 

Loss 

Rate 

No. 1 
°f : 
Patients 

No. | 

°r 

Pregnancies 

Foetal 

Loss 

Rate 

Young diabetics 

59 

124 

24*2% 

6 , 

30 

26-7% 

Old 

1 73 

335 

12-5% 

27 

115 

11-3% 

Total 

132 

459 

15-7% 

33 

145 

14-5% 

• 




1 




Non-insulin Group 

The patients requiring only dietary treatment for the control 
of their diabetes form a small group of 6 young diabetics and 
27 old diabetics (Table V). ' The overall foetal loss rate of 
1 4.5% in this group is not significantly different from the rate 
of 15.7% in women requiring insulin. Subdivision of the 
non-insulin group into old and young diabetics revealed foetal 
loss rates not significantly different from those observed in 
the insulin group. The similarity in pre-diabetic foetal loss 
rates of patients requiring insulin and those controlled by 
dietary treatment alone has been commented on by Herzstein 
and Dolger (1946). There seems, therefore, to be no relation 
between the severity of the ensuing diabetes and the pre- 
diabetic, foetal loss rate. 
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All comparisons of the foetal loss rates between the various 
groups and the control group discussed above have been sub- 
ject to the x 2 'est and have been found to be statistically 
significant. 

Discussion 

Our observation of an abnormally high foetal loss rate 
for pre-diabetic periods of up to 20 years confirms the 
findings of Miller, Hurvvitz, and Ruder (1944) and Miller 
(1945). Our observation of a maximum foetal loss rate 
among young diabetics in the years immediately before 
the diagnosis of diabetes still further confirms the findings 
of these workers. 

The similarity of the foetal loss rate in the immediate 
pre-diabetic phase and in the post-diabetic period raises a 
doubt whether the immediate pre-diabetic period is in fact 
pre-diabetic. Herzstein and Dolger (1946) point out that the 
O-S-year period is not wholly pre-diabetic, as it may include 
an unspecified number of undiagnosed diabetics, since it ts 
never easy to determine the exact date of onset of diabetes. 
T We cannot entirely accept this view, for the following 
} reasons: first, in the majority of young diabetics the disease 
comes on acutely, leaving little doubt about its approximate 
date of onset ; secondly, the features of diabetes, such as 
glycosuria, polyuria, loss of weight, etc., tend to be aggra- 
vated by pregnancy, and it therefore seems unlikely that had 
clinical diabetes been present during the 0-2-year period 
it would have been completely overlooked by the obstetrician 
in the majority of cases ; lastly, and most important, 
Table El shows a significant increase in the foetal loss 
rate for at least a decade before the diagnosis of dial rtes 
was made, and it is impossible to believe that these young 
patients were suffering from undiagnosed diabetes fo- as 
long as five years. 

It seems, therefore, that there is a factor conducive to 
foetal mortality which may be active for as long as 20 
years before the diagnosis of diabetes and very active for 
the immediately preceding five years. The precise nature 
' of this factor still remains uncertain. It is probable that 
the factors responsible for the large babies, the high foetal 
loss rate, and the ensuing maternal diabetes have a common 
basis in some general metabolic disturbance in the mother, 
and that the features of clinical diabetes, such as polyuria, 
glycosuria, thirst, etc., are a very Jate stage of this meta- 
bolic disturbance, an early feature of which is a high foetal 
loss rate. 

Summary 

Insulin therapy has increased the fertility of diabetic women 
and has made pregnancy a relatively safe proceeding for the 
mother, but has failed to produce a very significant decrease 
in the foetal mortality rate in diabetic women. 

■ The pre-diabetic obstetric histories of 165 women in whom 
V 'diabetes was diagnosed between the ages of 25 and 69 have 
* been analysed. The overall pre-diabetic foetal loss rate was 
twice the non-diabetic control rate. 

In those patients in whom diabetes was diagnosed before 
the ace of 45 the pre-diabetic foetal loss rate was three times 
the non-diabetic control rate. The maximum pre-diabetic 
foetal loss rate, which was six times the control rate, occurred 
in the two years immediately before the diagnosis of diabetes 
was made and was as high as that observed after. the onset 
of clinical diabetes. 1 

r In those patients in whom diabetes was diagnosed after the 
C- age of 45 the pre-diabetic foetal loss rate, which in this group- 
■ was one and a half times the non-diabetic control rate, failed 
I v to show the dramatic rise immediately before the diagnosis 
of diabetes observed in the younger group of women. 

There appeared to be no relation between the severity of 
the ensuing diabetes and the pre-diabetic foetal loss rate. 

The onset of clinical diabetes may be a late stage in some 
general metabolic disturbance an early feature of which is a 
high foetal loss rate. 


We are greatly indebted to Mr. George Waugh . F.F A., AJA., 
F.S.S., for his invaluable work, under the aegis of the Scottish 
Statistical Research Bureau, in collating 2 nd analysing the data in 
this paper, and to Dr. C. A. Bignold, Medical OScer of Health for 
Ayr County, for so kindly putting his maternity service records at 
our disposal. 
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During the past twenty years 45 patients with definite 
diabetes mellitus have been observed in 58 pregnancies at 
University’ College Hospital. The incidence was 1 in 5S0 
deliveries. This high figure is due to the fact that a number 
of the patients were referred to the Obstetric Unit from 
the Diabetic Clinic of the hospital. Pregnancy in the 
diabetic is an infrequent occurrence, and is in part due to 
the decreased fertility’ of the diabetic patient and in part 
to the fact that diabetes is much commoner in women 
during the latter" portion of the child-bearing period, when 
pregnancy is less frequent (Barns, 1941). 

In 48 of the pregnancies diabetes had been diagnosed and 
treated by a physician before the onset of the pregnancy. 
In the remaining 10 pregnancies the diagnosis was made 
during the pregnancy on the strength of a fasting blood 
suear'of 130 mg. per 100 ml. or over, a typical blood-sugar 
curve, and history of diabetic symptoms. The diagnosis 
was subsequently confirmed after the pregnancy. Hence 
in approximately one-quarter of the patients pregnancy- 
appeared to unmask the condition of diabetes by precipi- 
tating the onset of symptoms or actually to initiate the 
clinical onset of the disease, , which although 

usually in a milder form, ah £•- uestron. 

•Working with a Lund tabetic 

Association. \ 
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Insulin Requirements During Pregnancy ' 

In this series of 58 pregnancies treatment was with diet 
alone in 7 cases and with diet and insulin in 51. Of 19 
cases under insulin treatment in which the diet remained 
unchanged throughout the pregnancy and the puerperium 
(alteration being made only during the labour), nine required 
more insulin as the pregnancy advanced up to the time of 
delivery ; nine required more up to two to four weeks 
before delivery, after which a gradual and slight fall in 
insulin requirements occurred until delivery ; and the 
remaining patient needed no alteration in the insulin dosage 
throughout pregnancy. Of the 19 patients 17 showed a 
marked fall in the insulin requirements after delivery ; the 
other two showed no change. These figures support the 
contention that carbohydrate tolerance usually diminishes 
as pregnancy advances (Duncan and Fetter, 1934 ; Skipper, 
1933). 

It has been thought that any increase in the carbohydrate 
tolerance acquired during pregnancy was due to the trans- 
ference of insulin from the foetus to the mother. Skipper 
(1933) reviewed the evidence and concluded that there was 
no good reason to believe that such improvement in the 
carbohydrate tolerance was due to this cause. It should 
be mentioned that eight of the nine patients who showed 
this improvement just before delivery were receiving 
oestrogen therapy at the time, and this may have some sig- 
nificance. Some writers claim that oestrogens improve the 
glucose tolerance in women developing diabetes at about 
the menopause (Gessler, Halsted, and Stetson, 1939 ; 
Spiegelman, 1940). Lawrence and Madders (1941), using 
small doses of stilboestrol on a few patients of menopausal 
age, failed to confirm these findings. In the present series 
the pregnant diabetics who were treated with oestrogens 
received ten times the amount of stilboestrol given to the 
patients of Lawrence and Madders. 

The marked and abrupt fall in the insulin requirements 
after delivery in the majority of patients must.be empha- 
sized, for there is the obvious danger that the patient will 
develop hypoglycaemic coma if this fact is neglected. 

Complications of Pregnancy 

Hydiamnios. — There appears to be a definite and pro- 
nounced tendency for the pregnant diabetic to develop 
hydramnios of the chronic variety with its added complica- 
tions. In 17 of the pregnancies of this series clinical 
hydramnios developed — an incidence of 29%. 

Coma. — One patient developed diabetic coma in the 33rd 
week of pregnancy and was successfully treated. Another 
was admitted with diabetic intoxication at the 29th week. 
This patient was never in diabetic coma, but her diabetes 
was exceedingly difficult to balance on account of repeated 
vomiting. She died a few days after admission. Her blood 
pressure was 170/100 one day before death, and on the day 
of death she developed epileptiform convulsions which 
were not hypoglycaemic in nature. At necropsy there was 
no evidence of eclampsia or nephritis. In some patients 
ketosis was precipitated by the onset of urinary infection. 

Two patients developed hypoglycaemic coma, and there 
were others who experienced hypoglycaemic symptoms in 
the early stage of pregnancy. This may have been related 
to the development of renal glycosuria, which is often 
found in normal pregnancy and which may be superimposed 
on the diabetic condition, or to the prevalence of hyper- 
emesis in early pregnancy or to overdosage with insulin. 
It cannot be stressed too strongly that the care of the preg- 
nant diabetic should be shared with a physician who will 
supervise the treatment of the diabetes as soon as it is 
recognized. 


Toxaemia of Late Pregnancy . — There is general agree- 
ment that the diabetic is more liable to develop late preg- 
nancy toxaemia than the non-diabetic. The degree of this 
greater liability varies from three times (Mengert and 
Laughlin, 1939) to fifty times (White, 1937), according to 
different observers. On the strict standards for the classifi- 
cation of late pregnancy toxaemia adopted at University 
College Hospital, and previously outlined (Bams, 1941), 
there were 25 diabetic pregnancies with this complication. 
This gives an incidence of 43% as compared with the usual 
incidence of 35% obtained at University College Hospital 
for. the non-diabetic pregnancies. The toxaemia in 12 of 
these 25 cases was severe enough to warrant admission to 
hospital, according to the standards laid down by Browne 
(1946). Hence the incidence of toxaemia of this severity 
is 20.7%, which is similar to that in diabetic pregnancies 
quoted by Herrick and Tillman (1938). The incidence ol 
this severe toxaemia for all patients delivered at University 
College Hospital during the year 1939 was 5%. Whit< 
(1935) found that the incidence of eclampsia in the diabetic 
was nearly 17 times that for the non-diabetic.' It woulc 
therefore appear that the relative incidence of toxaemia ol 
late pregnancy varies with the standard of severity taker 
for comparison, and that there is a predisposition for the 
pregnant diabetic to develop the more severe type ol 
toxaemia. 

Prognosis for the Mother 

In the pre-insulin era a quarter of the mothers died duriny 
delivery or the puerperium and a further quarter diec 
within two years of delivery (Williams, 1909 ; Offergeld 
1908). Diabetic coma was usually responsible for thi 
maternal death. The prognosis for the mother has beei 
considerably improved since the introduction of insulin 
Skipper (1933) gave the immediate maternal mortality a 
9.3%, with an additional mortality of 3.4% for the nex 
two years. In the present series of 58 'pregnancies in 41 
diabetic patients there was one immediate death, to whicl 
reference has already been made above. 

The diabetic is especially liable to infection of one kinc 
. or another. Provided that the diabetes is kept under prope 
control this tendency is reduced to a minimum. Then 
were four pregnancies which were'followed by puerpera 
pyrexia: two were due to urinary infection and one ti 
pleurisy ; the fourth was probably due to puerperal sepsis 
but this was not definitely established by bacteriologica 
investigation. 

Walker (1927), like Skipper (1933), is of the opinion tha 
if the diabetes is adequately controlled pregnancy does no 
produce a permanent increase in the severity of the con 
dition. Observations made in this series of patients suppor 
that view. In 34 pregnancies the carbohydrate tolerance 
as judged by the diet and insulin requirements before anc 
after pregnancy, is known ; in 28 (82%) it was unchange< 
and in six it was decreased. It is to be noted that the onse 
of the diabetes in these six patients occurred either withii 
a few months of the beginning of the pregnancy or durini 
the pregnancy (two patients). 

Prognosis for the Foetus 

The foetal mortality for pregnancies complicated b; 
diabetes meliitus has remained persistently high in spite o: 
the great advance made in the treatment of diabetes witt 
insulin. In the pre-insulin era it was 41% (Williams, 1909) 
Since the introduction of insulin it has remained a 
approximately the same figure. 

The obstetrical histories of the patients of the presen 
series show that of 64 diabetic pregnancies 7 ended ii 
abortion — an incidence of 10.9%. As judged from thi: 
small series it would appear that the incidence of abortioi 
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in the pregnant diabetic is no greater than that in the non- 
diabetic (11.8%, Barns, 1947) or that in the woman who 
subsequently develops diabetes (Barns and Morgans, 1948). 
The high foetal mortality in the pregnant diabetic is there- 
fore due to some unknown factor or factors which cause the 
death of the viable foetus and the newborn infant. 

The 58 diabetic pregnancies have been divided into a 
first series of 43 and a second series of 15 because of a 
radicalchange in the treatment of the latter. Of the first 43 
diabetic pregnancies two resulted in abortion, and in a third 
case the patient was evacuated (during the war years) whilst 
pregnant, and lost sight of. There are therefore 40 diabetic 
pregnancies which were followed throughout pregnancy 
and which continued beyond the 2Sth week. Of these 40 
pregnancies IS resulted in live infants, 13 ended in the birth 
of stillborn or macerated foetuses, and in the remaining 
9 neonatal death occurred. The total late foetal mortality 
is therefore 55%. The cause of this high foetal mortality, 
consisting of intrauterine death of the viable foetus, still- 
births, and neonatal deaths, is little understood, and none 
of the hypotheses presented to explain it is wholly satis- 
factory. 

Late pregnancy toxaemia in the mother, with its 
associated hormonal changes in the serum, has been con- 
sidered by Smith el al. (1944) to be the cause of these foetal 
catastrophes. In the present series it was found that intra- 
uterine death of the viable foetus did occur without the 
association of late pregnancy toxaemia, and also that 
neonatal death was infrequently associated with this 
complication in the mother. Conversely, Lawrence and 
Oakley (1942) found that toxaemia could exist without any 
accompanying foetal catastrophe. They found no support 
for the view that toxaemia was an important factor r the 
causation of the high foetal mortality in diabetic preg- 
nancies. The foetal mortality for non-diabetic pregnancies 
complicated by late pregnancy toxaemia is approximately 
only half that for diabetic pregnancies with this complica- 
tion (Barns, 1941). It would therefore appear that late 
pregnancy toxaemia cannot be regarded as the primary 
factor in the production of the high foetal mortality. The 
presence of . this complication in the diabetic pregnancy 
cannot, however, be regarded as unimportant, for it may 
weigh .'the scales against a successful outcome. 

Coma, diabetic or hypoglycaemic, has been incriminated 
in the past as a cause of intrauterine death of the viable 
foetus. Studies of pregnancies in women who subsequently 
develop diabetes have shown that there is a high foetal 
mortality in these pre-diabetic pregnancies which increases 
as the clinical onset of the diabetes is approached (Barns 
and Morgans, 1948 ; Miller, 1946). Presumably the factor 
responsible for these foetal deaths is the same but differs 
in degree before and after the onset of the diabetes, and it 
has been suggested that this factor might arise from the 
anterior pituitary lobe of the mother. It is therefore clear 
that if such is the case these diabetic complications cannot., 
be the primary cause of the foetal catastrophe, for such 
occurs with undue frequency before diabetes develops. 

Hypoglycaemia in the newborn infant has been suggested 
as an important cause of the high neonatal death rate in 
diabetic pregnancies. In six cases of the present series 
blood-sugar estimations of the newbom were carried out. 
In no case was the blood-sugar level below the normal range 
for newborn infants given by Retteringham and Austin 
(1938), and in three of the infants so investigated neonatal 
death occurred. Hypoglycaemia therefore seems unlikely 
to be the cause of the high neonatal mortality rate, particu- 
larly as it is difficult to see why this condition should occur 
in the infant of the pre-diabetic, in whom there is also a 
high neonatal mortality rate. ' The blood-sugar level of the 


infant of the diabetic is higher than normal when in utero 
and at birth by virtue of the raised blood sugar of the 
mother. There is therefore an appreciable drop in the blood 
sugar to the normal range in the first few hours of life, and 
this fall is greater than is usual in infants of non-diabetic 
mothers. It therefore seems reasonable, and at least can do 
no harm, to give the infant glucose to allow this fall to be 
accomplished more slowly. 

Infants of diabetic mothers are larger than normal ; but 
so, too, are those bom 'during the pre-diabetic period of the 
mother, hence byperglycaemia in the mother cannot be the 
cause of the gigantism, as has been suggested. The 
abnormal hormone picture of high serum gonadotrophin, 
low serum oestrin, and diminished pregnandiol excretion 
sometimes found in these pregnant diabetics has been 
thought by' White er al. (1939) to be related to the large 
size of the infant. This abnormal hormone picture had been 
claimed by Smith and Smith (1935a, 1935b, 1937, 1940) to 
precede the onset of, and to accompany, late pregnancy tox- 
aemia. Since, however, the non-diabetic pregnancy with 
late pregnancy toxaemia does not produce the large infant 
characteristic of the diabetic mother, it seems unlikely that 
the abnormal hormone picture is directly related to the 
production of the large infant. Recently the importance of 
the pituitary gland in this connexion has been stressed, and 
it has been suggested that there might be an excess of the 
growth hormone from the maternal anterior pituitary lobe 
which causes the infant of the diabetic and the pre-diabetic 
mother to be large (Barns and Morgans, 194S). 

The incidence of congenital defects of the foetus of the 
diabetic mother is greater than in the non-diabetic. Comyns 
Berkeley el al. (193S) state that the incidence for preg- 
nancies in general is 3%. There were four infants with 
congenital defects out of the 40 diabetic pregnancies of the 
first series. 

In view of the good results claimed by White (1947) for 
hormone therapy in the diabetic pregnancies it was decided 
to treat a series of diabetic pregnancies with oestrogens. 
The therapy was used on the assumption that oestrogens 
might act as an anterior pituitary lobe depressant. In the 
past it has been the custom at University College Hospital 
to terminate the pregnancy just after the 36th week in order 
to avoid intrauterine death. Although the infants obtained 
were large, they were immature. This immaturity cannot 
be neglected as a factor likely to increase the chances of 
neonatal death. The first series of 40 diabetic pregnancies 
were so treated. 

The second series of 15 diabetic pregnancies have been 
treated with oestrogens, and early artificial termination of 
the pregnancy was avoided in all but the first two cases. 
There was one stillbirth due to cerebral haemorrhage which 
occurred in one of the pregnancies terminated early, one 
intrauterine death, and one neonatal death. Although the 
series is small, the results suggest that the outlook for the 
foetus of the pregnant diabetic is improved by the above 
procedures. It is hoped to present a detailed analysis of 
these cases in the near future. 

Summary 

A series of 58 diabetic pregnancies in 45 patients is reviewed. 
In the majority of patients the carbohydrate tolerance was 
found to diminish as pregnancy advanced. In some, how- 
ever, it increased prior to delivery, and it is possible that 
oestrogens given therapeutically may have been a factor in 
this improvement. 

The tendency of the pregnant diabetic to develop hydramnios 
is confirmed. 

It was found that hypoglycaemic symptoms and coma tend 
to occur in early pregnancy, and ketosis and diabetic coma in 
the latter part of pregnancy. 
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There is a greater tendency for the diabetic to develop late 
pregnancy toxaemia than the non-diabetic, and the relative inci- 
dence varies with the standard of severity of the toxaemia taken 
for comparison. ’ • 

The maternal prognosis is good, and pregnancy does not make 
the diabetes worse provided that it is well treated. 

The late foetal mortality was 55 % in a first series of 43 
pregnancies. In a second series of 15 pregnancies in which 
ocstrogens were given there were only three deaths. The cause 
of the foetal mortality is discussed, and it is suggested that the 
factor affecting the viability of the foetus probably arises in the 
maternal anterior pituitary lobe. The incidence of abortion does 
not appear to differ from that for non-diabetic pregnancies, 
and suggests, first, that diabetes mellitus is not a cause of 
abortion, and, secondly, that the factor which reduces foetal 
viability exerts its strongest influence towards the end of 
pregnancy. 

Congenital deformities, gigantism, and hypoglycaemia of the 
newborn are briefly discussed, and it is suggested that the 
tendency to gigantism is due to an excess of the 'growth 
hormone from the maternal pituitary gland. 

We should like to express our gratitude to Professor W. C. W. 
Nixon, Director of the Obstetric Unit, for his encouragement and 
permission to make use of the case records of the Obstetric Unit; 
to Professor H. P. Himsworth, Director of the Medical Unit, for 
permission to make use of the records of the Diabetic Clinic and for 
helpful advice ; and to Organon Laboratories for the generous supply 
of stilboestrol dipropionate. 
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Another step towards closing the wartime gap in the issue of 
vital statistics by the Registrar-General has been taken with the 
publication of Part II of the Statistical Review for 1943. During 
that year in England and Wales the improvement in the birth 
rate following the record low figure in 1941 was maintained, the 
fall in the still-birth rate continued, and the number of marriages 
was the lowest for seventeen years. There were 684,334 live births 
during 1943, representing a birth rate of 16.2 per 1,000 total popula- 
tion. This maintained the improvement seen in 1942, when the 
corresponding figures were 651,503 and 15.6, and compared favour- 
ably with the record low figures of 579,091 and 13.9 for 1941. The 
birth rate for 1943 was the highest since 1930, when the corresponding 
figure was 16.3. Later figures showed that the birth rate further 
increased to 17.7 in 1944, fell to 15.9 in 1945, and again increased to 
19.2 in 1946 and 20.6 (provisional) in 1947. Of the live births in 1943, 
41,709 or 6.4% were illegitimate compared with 36,467 and 5.6% in 
1942 and an average of 4.3% for the ten years 1930-9. In 1945 this 
proportion was 9.3% ; in 1946 it was 6.6%, and in 1947 it was 5.3%. 
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Appleton (1944), in his review of the bacteria occurring in 
dental caries, mentioned several workers who have isolated 
Staphylococcus aureus from carious cavities. Among them 
were Miller, Goadby, Kantorowicz, and Niedergesaess, but 
although they had established the presence of this organism 
in both the superficial and the deep layers of carious cavities 
it was only rarely and then in small numbers. 

Nord (1946) stated that Gottlieb, in a private communica- 
tion, said he had “ discovered the micro-organism causing 
dental caries to be Staph, aureus, and that a perfectly sound 
tooth in a pure culture of this organism will in two months 
show caries which cannot be distinguished from true 
caries.” 

Gottlieb (1947) headed a paragraph of his book “ Staphylo- 
coccus aureus produces dental caries,” and referred to the 
work of Crawford (1946), who stated that Staph, aureus was 
isolated from carious cavities and that sterile extracted teeth, 
when placed in a culture of that organism, developed yellow 
spots and real cavities within two months. Ground sections 
of these teeth revealed exactly the same picture as that 
found in naturally carious teeth. 

This paper reports the results of a collaborative investi- 
gation to test the claims of Gottlieb and Crawford and tc 
find out if the presence of Staph, aureus in the mouth could 
be correlated with caries. 

Bacteriological Technique 

Material to be examined was incubated for twenty-four 
hours in a salt-meat medium specially selective for staphylo- 
coccus.* A loopful of this culture was spread on a horse- 
blood agar plate, incubated for twenty-four hours, and then 
allowed to age on the bench for two or three days so that 
colonies would have ample time to develop pigment. All 
varieties of colonies suspected of being staphylococcus were 
picked off and tested for the production of coagulase. Only 
“ coagulase-positive ” strains — i.e., Staph, pyogenes — were 
considered in the results which follow. These strains were 
all haemolytic. Most of them produced golden-yellow 
pigment (Staph, aureus), but some had white or nearly white 
colonies (Staph, albus). It has been well established that 
Staph, pyogenes nearly always liquefies gelatin and pro- 
duces toxin and is potentially pathogenic for man. Staph, 
pyogenes should be regarded as. including virtually all the 
strains which, on the basis of colour of colony, were 
formerly classed as Staph, aureus. 

It has been shown that by the technique adopted it was 
usually possible to obtain a nearly pure plate culture of 
staphylococci when 300 staphylococci were mixed with 
1,000,000 other bacteria in 1 ml. of a prepared mixture 
used as original inoculum. It follows that this method of 
culture gives no information about the presence or absence 

*A full account of work on selective media for staphylococci is 
being published from the Department of Bacteriology. 
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of other bacteria, and that the results recorded in this paper 
refer only to staphylococci. 

Experimental 

1. Exposure of Teeth to Cultures of Staph, pyogenes in 
vitro. — Sound recently extracted teeth were macroscopically 
examined to confirm the absence of caries. They were 
boiled for half an hour and placed in a broth culture of 
Staph, pyogenes. This culture was renewed every two days 
and maintained at 37° C. Eleven teeth were treated in this 
way and exposed to the organisms for periods ranging from 
fifteen days to four months. None of the teeth showed 
any macroscopical change resembling caries, nor did there 
appear to be any reduction in the surface hardness of the 
enamel. Samples of the broth were tested at intervals for 
the presence of calcium, but none gave a positive result. 
Ground sections of the teeth made after exposure to the 
organisms did not reveal any microscopical change resemb- 
ling caries. 

2. Attempts to Isolate Staph, pyogenes from Carious 
Cavities. — Grossly carious teeth were extracted and a swab 
taken from the surface of the cavity was inoculated into 
the selective medium. The soft carious material was 
removed from the cavity with sterile excavators and a 
little of the carious materia! from the deep layers was inocu- 
lated similarly. Eleven teeth were examined ; only one 
culture (from the surface) yielded Staph, pyogenes. 

3. Isolation of Staph, pyogenes from Mouth-washings and 
Attempts to Correlate its Presence with Caries. — About 
5 ml. of sterile nutrient broth was poured from a test-tube 
into the patient's mouth and instructions were given to let 
it wash round all the teeth for about 30 seconds. The broth 
was then run out of the mouth, through a sterile thistle 
funnel, back into the original test-tube, and 1 ml. was inocu- 
lated without delay into the selective medium. A careful 
“mirror and probe” examination of the mouth was made 
to ascertain the existence or absence of clinical caries. 

The results of examining a group of 86 school-children aged 
5-12 years' are summarized in the accompanying Table In 
52 (27%) of 194 examinations caries was present when Staph, 
pyogenes was absent, thus constituting a frank disagreement. 


Table Showing Results of Correlating Dental Caries with Staph 
pyogenes in Moutli-washings 


D3te or 
Examination 

No, of 
Children 
Examined 

No. of Children tvith 

Caries — 
Staph- — 

Caries — 
jStaph. - 1 - 

| Conn - 
1 Staph — 

Caries - 
Staph - 

16/7/47 - 

$6 

24 

21 

! 22 

19 

30/7/47 

7 


I 


* 

10 '10 ’47 

24 

4 

3 


6 

17/10/47 

28 

4 

10 


10 

24/10/47 

32 

4 

7 



27/1 1/47 

17 





Totals 

194 

36 

42 

1 

64 


The remainder may be said to have agreed. There is obvious 
agreement in 64 examinations (33%) where both were positive 
and in 36 (19%) where both were negative. There is some doubt 
in the 42 instances (21%) where caries was absent but staphylo- 
cocci -were present, but it could be argued that these were not 
in disagreement because the presence of Staph, pyogenes might 
be an indicator of early caries, undetected by the examination 
employed, which would’ appear later. Some such cases were in 
fact demonstrated. 

All the children were examined on the first date and as many 
as possible were re-examined at intervals to test the constancy 
of findings in individuals and to note any onset of caries. On 
the whole the results were inconstant. Of 50 children twice 
examined 20 gave consistent findings, and of 20 examined three 
times only four were alike on each occasion. The disagree- 
ments were nearly always attributable to the bacteriological 
results; in only a few cases had caries developed during the 


interval between examinations. Among the children there were 
10 with obvious caries who failed repeatedly to yield Staph, 
pyogenes. Nine children, however, who had" no caries at the 
start but who harboured this organism did develop clinical 
carious lesions before their final examination. 

In view of this last finding and the possibility that the presence 
of Staph, pyogenes in the mouth might be an indicator of 
incipient or early caries, examination was made of a further 
series of 17 selected patients who had a small pit or fissure 
which showed early clinical signs of caries. Nine also had 
gross carlo us lesions. Mouth-washings were cultured as before. 
A sterile probe was pressed firmly into the tiny cavity of the 
early lesions, care being taken to avoid contact with other 
tissues, and then used to inoculate the selective medium. 
Cultures from the deep layers of the gross lesions were also 
made. The results can be summarized as follows : 



Early Lesions j 

Gross Lesions 

Mouth-washings 

No. of examinations . . 

17 

9 

17 

Staph, py 05 cr.es isolated 

0 i 

i ! 

12 


4. Control. — In order to test the possibility that Staph, 
pyogenes found in the mouth-washings might have come 
from sources other than the inside of the mouth, swabs 
were taken as indicated below and inoculated into the 
selective medium. Thirteen of the children referred to in 
Section 3 were examined, with the following results : (a) 
Swabs wiped over the lips and adjoining skin ; none yielded 
Stapli. pyogenes, (b) Swabs taken from the nostrils: three 
were positive, (c) Of the swabs from the tooth surfaces 
and gums, those that were positive coincided substantially 
with the positive mouth-washings. 

Discussion 

These investigations do not support the view that'Staph. 
pyogenes causes dental caries or that its presence in the 
mouth is an indicator of active or incipient caries. 

Exposing boiled teeth to cultures (Section 1) is an arbi- 
trary 7 procedure, under conditions very different from those 
occurring naturally in the mouth, and a negative result there- 
fore may be regarded as having less significance than a posi- 
tive one. Nevertheless, teeth were not attacked in vitro by 
Staph, pyogenes. 

The failure to recover this organism from the lesions in 
early caries and also from the great majority of cavities in 
advanced caries using a sensitive selective culture medium 
is a point of considerable importance (Sections 2 and 4). 

The evidence from culturing mouth-washings (Section 3) 
likewise does not support the association of Staph, pyogenes 
with caries. This organism is often present in the mouth 
irrespective of the existence of caries. In assessing the 
results shown in the Table a considerable percentage of 
examinations may be noted in which there was agreement 
between clinical findings and results of culture. There were 
also instances where the presence of Staph, pyogenes could 
be regarded as indicating the impending onset of caries. 
Against this, however, should be set the instances of 
frank disagreement, the inconstancy of recovery of Staph, 
pyogenes from individuals on repeated examination, and 
the number of those who had caries but repeatedly failed 
to yield Staph, pyogenes. 

In an earlier series of 25 dental students examined 
similarly there was possibly suggestive evidence for the 
idea that Staph, pyogenes in the mouth might correlate with 
the existence of caries, but the further evidence presented 
here showed that this could not be substantiated. 

If Staph, pyogenes does not produce caries it is unlikely j 
that other staphylococci will do so. As indicated earlier / 
in this paper, the strains known as Staph, aureus would i 


56 Jan. 8, 1949 


STAPH. PYOGENES AND DENTAL CARIES 


Bhtob 

Medical Journal 


practically all be included in those designated pyogenes. 
Other staphylococci are. less proteolytic and saccharolytic 
on substrates usually tested in culture, and are less haemo- 
lytic and toxigenic. They would therefore be less likely 
than Staph, pyogenes to be concerned in the aetiology of 
caries. 


Conclusion 


A combined clinical and bacteriological investigation 
using a highly sensitive and selective medium for the isola- 
tion of Staph, pyogenes has failed to reveal an aetiological 
relationship between this organism and dental caries. 


We desire to express our thanks to Mr. R. Bradbury, school 
dental officer, Borough of Stretford, for arranging and assisting 
with the examination of the children. We also acknowledge our 
indebtedness to Professor H. B. Maitland, Director of the Department 
of Bacteriology. 
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SENILE DETERIORATION OF THE 
CENTRAL NERVOUS SYSTEM 

A CLINICAL STUDY 

BY 

TREVOR H. HOWELL, M.R.C.P.Ed. 

Lecturer in Problems of Old Age, St. Bartholomew's Hospital ; 
late Deputy Surgeon, Royal Hospital, Chelsea 

Comparatively little has been written about the clinical 
aspects of neurology in the aged. Even textbooks dealing 
with old age, such as those of Thewlis (1946) and Stieglitz 
(1943), are unsatisfactory. The best account at present is 
that of Macdonald Critchley (1931). He notes the frequent 
occurrence of several clinical changes. Diminution of 
objective pain sensation is mentioned, while complaints 
of subjective pains are said to be common. Progressive 
loss of vibration sense is stated to be customary, while 
sluggish pupils, missing superficial reflexes, and weak or 
absent tendon-jerks are said to be the usual findings. No 
indication is given, however, of the frequency of these 
signs or of the age at which they may be expected. 

Since the absence of reflexes and alterations of sensation 
might give rise to the misdiagnosis of neurological lesions, 
it seemed expedient to examine a series of healthy old 
people to ascertain what variations are normal. I therefore 
examined 200 Chelsea pensioners. Most of these men Were 
known to me both personally and professionally, so that 
considerably more co-operation was forthcoming than 
might otherwise have been the case. This should add to 
the credibility of the clinical findings. Among the pen- 
sioners examined a small number were found to have 
neurological lesions previously unrecognized: these were 
omitted from the series. The results of the clinical examina- 
tion of the nervous system are described below. 

Motor Changes 

Tendon Reflexes. — Each case was tested for supinator, 
triceps, biceps, knee, and ankle jerks. Only 7% of those 
examined had every reflex present, these being in the 
younger age groups. The arm-jerks were normai in alt 
men under 70, but the ankle-jerks were not elicited in over 
half the cases even at this age. In those over 70 there 
was a definite drop in frequency of all reflexes, but no 


further decrease until the age of 85 except in the ankle- 
jerks (Table I). 


Table I . — Percentage of Tendon Reflexes Obtained 


Age 

No 

Supinator 

Biceps 

Triceps 

Knee 

AnUe 

R. 

L. 

R. 

L. 

R. 

L. 

R. 

L. 

R. 

L. 

65-69 

16 

100 

100 

100 

100 

100 

100 

87 

87 

43 

38 

70-74 

57 

67 

65 

88 

88 

70 

72 

79 

77 

32 

35 

75-79 

72 

69 

68 

84 

85 

84 

84 

76 

76 

32 

35 

80-84 

31 

68 

65 

90 

90 

87 

so 

80 

SO 

12 

12 

85-91 


33 

33 

66 

66 

44 

55 

44 

44 

22 

22 

Mean values 

69 

63 

86 

87 

79 

79 

77 

77 

29 

31 


Superficial Reflexes. — Contrary to expectation, the vast 
majority of plantar responses were normal. Age did not 
seem to have any bearing on the frequency of abnor- 
mality, which was 5%, mainly scattered in the age groups 
between 70 and 84. There was no difference between 
(he two sides of the body, except in three pensioners. The 
abdominals, however, were elicited less regularly. The 
upper quadrants always responded more easily than the 
lower ones, but there was no constant difference between 
right and left sides of the belly. The average for all the 
men was less than 50%, with a drop at 70 years of age and 
another drop after 85, similar to that found in the deep 
reflexes (see Table II). 


Table II . — Superficial Reflexes 




Abdominals 

Plantars 

Age 

_ 












R. 

L. 

R. 

L. 

65-69 . 

16 

100% 

100% 

100% 

95% 

70-74 . . 

57 

63% 

34% 

75% 

49% 

96% 

94% 



51% 

52% 

75-79 . 

72 

47% 

36% 

45% 

40% 

96% 

96% 

80-84 . . 

3! 

61% 

42% 

48% 

35% 

89% 

87% 

S5-91 

9 

22% 

0% 


100% 

100% 


Power. — Power was assessed only roughly in the absence 
of a dynamometer. The pensioners were graded by strength 
of grip and by power of flexion and extension at elbow and 
knee. The results were classified as very good, good, fair, 
and poor. Loss of strength seemed to develop with increase 
of age, but this was not universally true in the cases 
examined, as may be seen in Table III. 


Table III . — Power in Limbs 


Age 

No. 

Very Good 

Good 

Fair 

Poor 

65-69 . . 

15 

40% 

33% 

27% 

0% 

70-74 

54 

13% 

62% 

20% 

5% 

75-79 . 

66 

8% 

39% 

45% 

8% 

80-84 .. 

31 

16% 

29% 

32% 

23% 

85-91 

8 

0% 

37% 

50% 

13% 

Means : 

13% 

44% 

34% 

9% 


Sensory Changes 

Vibration Sense. — As changes in vibration sense were 
among the positive findings noted by earlier observers 
considerable care was taken in testing for this form of 
sensation. Bony points on both wrists, elbows, shoulders, 
ankles, knees, shins, and the sacrum were tested. The 
percentage registering on the sacrum was uniformly small 
in every age group. More than 90% appreciated vibration 
on (he hones of (he upper ex(remf(y. Ankfcs and shins 
showed perception in over 70% of cases, but the knees 
appreciated the sensation in just over 50%. The results are 
shown in Table IV. 
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Table IV. — Percentage Registering Vibration Sense 


Age 

No. 

Wrists 

Elbows 

Shldrs 

Ankles 

Shins 

Kr 

ees 

Sac- 

R. 

L. 

R. 

L. 

R. 

L. 

R. 

L 

R. 

L. 

R. 

L. 


65-69 .. 

16 

100 

100 

100 

100 

SO 

94 

87 

S7 

94 

S7 

50 

56 

12 

70-74 .. 

57 

100 

100 

100 

100 

98 

9S 

ss 

84 

81 

79 

61 

67 

18 

75-79 .. 

72 

100 

100 

100 

100 

90 

89 

76 

73 

73 

74 

51 

53 

15 

S0-S4. .. 

32 

97 

97 

94 

97 

94 

94 

62 

56 

62 

44 

31 

34 

10 

85-91 .. 

9 

100 

100 

100 

100 

100 

100 

89 

S9 

67 

78 

67 

7S 

11 

Mean: 

99 

99 

98 

99 

94 

94 

79 

76 

75 

72 

52 

56 

15 


Joint Sense of Position . — The sense of position of joints 
was tested by moving the great toe on each side. Three tests 
were made for each toe after a period of irregular move- 
ment. The vast majority of patients showed normal posi- 
tion sense in the feet (Table V). 


Table V. — Position Sense of Toes 


Age 

No. 

Abnormal Right 

| Abnormal Left 

65-69 

16 

0% 

1 0 5% 

70-74 

56 

4% 

! V/. 

75-79 

72 

2% 

3-5% 

SO-84 

33 

1 V. 

i% 

85-91 

9 

o V. 

0 % 


Nose-Touching . — To my surprise quite a number of the 
pensioners were unable to touch their noses accurately 
when their eyes were closed. The resulting movement was 
not an intention tremor but a definite dysmetria. This 
was usually present in both hands, but if one alone was 
involved the left was the site of occurrence more often than 
the right. Up to the age of 85, increasing years had no 
effect on the frequency of the abnormal findings (Table VI). 


Table VI. — Dysmetria in Touching Nose 


Ago 

No. 

Right 

Left 

Both 

6S-69 

16 

or. 

25% 

19% 

70-74 

56 

9% 

1 4% 


75-79 

72 

ii'/. 

14% 

18% 

S0-S4 

33 


15% 

21% 

85-91 

9 

o % 

0% 

44% 

Mean: j 

s% 

15% 

20% 


Rotation of Wrists . — This test showed normal results 
in four-fifths of the men examined. When there was 
difficulty in carrying out the movements both wrists were 
equally at fault. The difficulty appeared to be one of per- 
forming an unfamiliar series of muscular exercises and not 
a cerebellar dysfunction. It is significant that the dis- 
ability percentage increases steadily with the age of the 
pensioners tested (Table VII). 


Table VII. — Difficulty in Wrist Rotation 


Age 

No. 

Defective 

65-69 

16 

0% 

70-74 

56 

4% 

75-79 

72 

25% 

S0-S4 

33 

33% 

S5-91 

9 

+<% 


Pain, Temperature, and Light Touch . — The results cf 
examination for these sensations were often very hard 
to interpret. Sometimes pain and temperature sense would 
be diminished over the same area. Sometimes one would 
V be norma! while the other seemed impaired. Touch was 
involved only half as often as the other sensations. 
Altogether some 45 patients failed to register 73 sensations 
between them. The findings were most frequent in the age 
groups between 70 and 85. The sites of anaesthesia were 
fairly constant, being almost always on either the shin - r 
the forearm. Usually the inner aspects of the limbs were 


involved, but the distribution seemed to follow more cf 
a cord segmental pattern than to conform to any actual 
superficial nerve area. As it is not possible to summarize 
this information satisfactorily in the form of a table, let me 
state that 24% of the men showed impairment of one kind 
or another. Two-fifths of these did not register pain, 
two-fifths did not register changes in temperature, and 
one-fifth could not appreciate light touch. Deep pain 
sensation was not tested in this examination. 

Cranial Nerves 

In the examination of the cranial nerves. Nos. 1, 2, and 
8 were omitted. The only abnormality detected, apart 
from changes in the pupils, was an external rectus palsy in 
two cases. The reactions of the pupils were, however, 
often abnormal. Sometimes they reacted to light alone, 
sometimes to accommodation alone, often to neither. A 
small pupil was more common than a dilated one, but the 
proportion of either was not great enough to impress the 
observer. 


Table VIII. — Percentage of Positise Reactions of the Pupils 


Age 

No 

Li: 

;ht 

j Accommodation 

Neither 

One 

Both 

One 

Both 

One i 

Both 

65-69 

16 

6 

69 

0 

69 

6 

12 

70-74 

57 

9 

60 

0 

60 

9 

25 

75-79 

72 

12 

54 

7 

36 

10 

24 

80-84 

32 

3 

50 

0 

19 


44 

85-91 

9 

0 

33 

0 

0 

0 

67 


Mean: 

9 

i 54 

3 

41 

8 

23 


Jt will be seen from Table VIII that if a response is lost 
it usually disappears in both pupils. Even at the earliest 
age group nearly one-third of the men had lost either light 
or accommodation reaction. The percentage of failures 
to react increases steadily with age, being more complete 
in the case of accommodation. A completely inactive pupil 
was found in two-thirds of those over 85. 

Discussion 

What is the meaning of the findings recorded above ? 
Let us first try to make a rough statement about the anato- 
mical location of some of the lesions which are indicated. 
This is not easy, for they appear to be very widely scattered 
in their distribution. 

Judging by the plantar response it would appear that the 
pyramidal tract is affected in less than 5%, since some of 
the responses considered abnormal were not of true 
Babinski type. The frequent absence of the tendon reflexes 
would suggest possible cord lesions at varying levels. With 
regard to the sensory losses, it would seem that sensations 
passing in the lateral spinothalamic tract are lost twice as 
often as those conducted by the ventral one. A discrepancy 
appears, however, when the various posterior column sen- 
sations are examined. Position sense is normal in the feet 
of nearly all those examined. Yet vibration is often not 
felt in the sacrum, ankles, and knees. Dysmetria in the arms 
is not uncommon. It seems hard to reconcile such findings 
anatomically. In the same way, the variations in response 
of the pupils to fight and accommodation, tending to 
become more frequent with advancing years, suggest a 
progressive but p3tcby dissolution. It is possible, of course, 
that some of these lesions may be functional and not 
organic. For example, it has been shown that the incon- 
tinent bladder of old age can be brought under conscious 
cerebral control by suitable treatment in a number of 
cases. 

The most important result of the investigation, however, 
is the wide variation of “ normal ” findings in old age. 
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Until this is appreciated, non-existent disease of the central 
nervous system will frequently be suspected dr even diag- 
nosed. I have often seen clinical combinations suggesting 
tabes dorsalis or progressive muscular atrophy in pensioners 
who were really healthy. Doubtless others have had a 
similar experience. 

Summary 

The results, of neurological examination in 200 healthy Chelsea 
pensioners are given. 

Absent pupillary reactions, missing tendon-jerks, and super- 
ficial reflexes were common motor findings. 

Absent vibration sense in sacrum and lower limbs, dysmetria, 
and patchy analgesia in the forearms and shins were not 
unusual. 

Anatomical location of lesions accounting for such findings 
was difficult or impossible. 

The possibility of misdiagnosis owing to such results of senile 
deterioration is stressed. 
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Medical Memoranda 


A Case of Tetanus in a Child 

Recovery from tetanus, though not unduly uncommon, merits 
being reported, especially when there are additional interesting 
and unusual features in the case. 

Case Report 

A boy aged 8 was admitted at 1.30 pan. on June 9, 1947. The 
receiving officer diagnosed “ generalized peritonitis ? cause.” On 
June 7 the boy fell down and hurt his left leg and his chest. Shortly 
afterwards he had pain in the abdomen, which became very severe 
during the night of June 8. There was no nausea or vomiting. The 
doctor who first saw him found some rigidity and tenderness of the 
abdomen and diagnosed intestinal obstruction. 

On admission the receiving officer observed “ absolute rigidity.” 
When I saw the patient, he was flushed and looked ill; pulse 110,. 
temperature 99° F. (37.2° C.), respiration 26, laboured and with 
working alac nasi He had marked fetor oris and a furred tongue. 
The abdomen was a little tender in the left hypochondrium and right 
iliac fossa ; there was no guarding or rigidity. Nothing abnormal 
found in chest. Several bruises on left leg, recent scratches on front 
of right ches', and an old healing abrasion over the right knee were 
seen. He had no neck rigidity or any difficulty in voluntary move- 
ment of limbs, but severe pain on attempted movement of trunk. 
Back very stiff and lumbar muscles tender. Rectal examination 
revealed nothing abnormal. Blood count within normal limits. 
Acetone and a trace of sugar were found in the urine. 

At 5 p.m. he could not open his mouth wide enough for inspec- 
tion of the throat, and the attempt produced a painful spasm of the 
abdominal muscles. On interrogation he remembered some diffi- 
culty in opening his mouth the previous evening. A tentative 
diagnosis of tetanus was suggested, and became evident at 7.15 p.m. 
with risus sardonicus and typical generalized painful spasm, most 
pronounced in the abdominal muscles. Treatment was started at 
7.30 p.m. with 5 dr. (19 g.) of paraldehyde (in saline) per rectum 
with 1/200 gr. (0.32 mg.) of atropine subcutaneously. A.T.S. 120,000 
units (in two doses) intravenously, and 100,000 units (in three doses) 
intramuscularly, was given, also 300,000 units of penicillin (in wax). 
Next day paraldehyde was administered at suitable intervals by the 
intramuscular route and penicillin was continued. Fluids were.taken 
well and urine was passed. Orthotonus and risus sardonicus were 
well marked, and occasional generalized spasms were still occurring. 
Next day the pain became more severe and pethidine had to be given 
as well as paraldehyde. June 12: trismus still marked, but only one 
generalized spasm occurred. June 13: general rigidity more pro- 
nounced than previously; severe pain in both Tegs, but no spasms; 
some cutaneous irritation. June 14: well-marked serum rash; still 
much pain in abdomen, chest, and legs, but no spasms. June 19 : 
trismus less; general improvement definite; solid food started. June 
24: no more pain; rash subsided. On June 29 he got up and on 
July 5 was discharged home. 

The boy received 120,000 units of A.T.S. intravenously and 100,000 
units intramuscularly in the six hours following diagnosis, 21 dr. 
(S2 g.) of paraldehyde per rectum in the 18 hours following diagnosis, 
and 65 ml. of paraldehyde by intramuscular injection adminis- 


tered over the next 11 days (average 5.9 ml. a day; maximum actually 
given in 24 hours was 19 mli). In addition he received 1,700 mg. of 
pethidine hydrochloride (including 100 mg. orally) in eight days 
(average 212.5 mg. a day; maximum actually given in 24 hours, 
including 50 mg. orally, was 300 mg.). A total of 6,900,000 units of 
penicillin was administered 'in 21 days. All this actually entailed 96 
needle punctures. The old abrasion on the right knee (which was 
considered to be the portal entry of the infection rather than the 
recent scratches on the chest) was dressed for about two days with 
a hydrogen peroxide dressing. 

Comment ' t 

This case has certain curious features. Most notable is the 
fact that it presented itself as an acute abdomen, and the first 
two doctors who saw him diagnosed in succession an acute 
intestinal obstruction and acute generalized peritonitis. The 
■misleading history of a fall within 48 hours of onset raised the 
possibility of a ruptured spleen or of an osteomyelitis of the 
vertebral column. The general appearance and laboured breath- 
ing suggested the presence of a pneumonia. Risus sardonicus 
did not become evident until about 24 hours after the first 
appearance of trismus (which at no time prevented the boy 
from speaking distinctly or drinking) and only a very short 
period before the onset of generalized spasms. Pethidine 
appeared to give much relief, definitely more than paraldehyde, 
especially after the appearance of the serum rash (which started 
four days after the administration of A.T.S. and took 11 days 
to subside without any special treatment). The patient remained 
throughout 'qdite bright and co-operative. 

I wish to thank Mr. John Scholefield for permission to publish 
this case, Dr. Dynski-Klein for her help in establishing the diagnosis, 
and Dr. Rilstone for admitting this child into my ward.* 

N. N. Iovetz-Tereshchenko, F.R.C.S. 
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Dystocia after Amputation of Cervix . 

The Manchester operation for prolapse is carried out so often 
that it is well to record any untoward results. Hunter (1939) 
drew attention to the occurrence of dystocia and abortion after 
the operation and urged conservation of the cervix in the child- 
bearing period. However; the occasional case does occur in 
which pregnancy follows extensive operation. 

Case Report 

In November, 1938, a patient, then aged 40, was treated by anterior 
and posterior colphorrhapy and amputation of the cervix for proci- 
dentia. The cervix was grossly lacerated and hypertrophied, so that 
the amputation was maximal. There had been four children, all 
delivered by forceps, and subsequent pregnancy was not anticipated. 
The cure was complete, and the menstrual cycle was not altered 
except that the periods were rather scanty. 

In September, 1944, the patient’s doctor (Harold Hirsch, of Stock- 
port) sought her admission to hospital. He stated that she had been 
two days in labour, and that although the head was well down in 
the pelvis he could distinguish no external os on vaginal examination. 
This examination was repeated in hospital, with the same findings. 
The head was separated from the examining finger by a thin sheet 
of muscle in which there seemed to be no aperture. Lower-segment 
caesarean section was carried out immediately. On exploring the 
lower pole of the uterine cavity from above no internal os could be 
found, but there was a definite dimpling where the muscle seemed 
very thin. After closing the abdomen, vaginal examination was 
carried out with antiseptic precautions. No blood was present in the 
vagina, nor could any be expressed. The thin area mentioned above 
was identified and deliberately perforated with the finger, after 
which lochia drained freely. 

The puerperium was satisfactory, the lochia being normal for a 
caesarean case — i.e., rather scanty. Vaginal examination was 
repeated on the 17th day, when again no external os could be 
identified. Obviously some orifice must have survived the first 
operation, otherwise neither menstruation nor conception could have 
occurred. It is suggested that cicatrization had reduced it to a very 
small aperture, and that the swelling consequent upon the hyper- 
vascularity of pregnancy had completed the closure. 

Walter Calvert, M.R.C.O.G. 
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Reviews 


BREAST-FEEDING 

Breast Feeding. A Guide to the Natural Feeding of Infants. By 
F. Charlotte Naish, BA., M.B., B.Ch. Oxford Medical Publica- 
■ tions. (Pp. 151; illustrated. 10s. 6d.) London: Geoffrev 
Cumberlege. 1948. 

Paediatricians look a little uncomfortable, even blush, when 
the subject of breast-feeding is mentioned. They all proclaim 
and extol its importance ; but it is a complicated problem 
which has not received sufficient scientific and practical study, 
and it is therefore sadly mismanaged in practice. In this 
book Dr. Charlotte Naish gives the fruits of her own study 
and clinical practice, her aim being to provide general practi- 
tioners, mid'vives, and health visitors with a practical guide 
in their supervision of breast-feeding. She has succeeded in 
her aim. Her book is of outstanding merit, and deserves 
the attention of all who are concerned with the feeding of 
young infants ; it ought to take its place as a standard and 
authoritative guide to breast-feeding. 

The main part of the book is a practical account of breast- 
feeding in its various phases, from the antenatal preparafion 
for it, throughout the critical stages of its beginning and 
establishment’, to its end in weaning. The author emphasizes 
the details and technique of management and fully describes 
them, relating them to the underlying physical and chemical 
processes at work in the mother and child ; she describes these 
briefly in the first three chapters, and also gives a clear account 
of the thoughts and feelings of the nursing mother. In this 
preliminary section the author lays down a principle or working 
rule that “the baby must be adequately fed, and as much 
of its food as possible must come from the breast. The younger 
the baby the more important breast-feeding is.” The author 
regards this -rule as of overriding importance, and it governs 
every part of her practice and almost every page of her book. 
As a result she says much about and gives instructions for 
complementary feeding, its indications throughout breast- 
feeding. and the technique of its administration. There are 
separate chapters on the succeeding phases of breast-feeding, 
the first week, the second week, the danger weeks (third and 
sixth), established breast-feeding, and weaning. Then follow 
chapters on breast trouble and the contraindications to breast- 
feeding, with a final and useful chapter on breast-feeding with- 
out suckling, where she discusses cases of prematurity, deft 
palate, and pyloric stenosis. 

The present low standard of practice in breast-feeding is 
mainly due to downright ignorance, the bad tradition of nursery 
lore, and the lack of serious clinical study. Dr. Naish’s book 
should do much to remove these obstacles. Based on extensive 
clinical experience, it is rich in clinical observations. More- 
over, it is a constant search for links between the clinical 
phenomena she describes and the underlying physiological and 
chemical processes that produce them; and it is this fusion 
of clinical observations with their hidden causes that determines 
the techniques of management. Her style is clear, concise, and 
.simple ; there is not the slightest difficulty in understanding what 
the author means in her arguments, explanations, and directions, 
and she has also at her command a' quiet irony which can 
clear the ground of debate like a stick of dynamite. This 
is an excellent and admirable book. It should serve its imme- 
diate purpose in raising the standard of practice in breast- 
feeding. It ought also to call the attention of physicians and 
physiologists to a rich and comparatively unworked field of 
clinical and scientific study- — human lactation and infant 
digestion. 

Charles McNeil. 

* GROWTH OF THE MIND 

Emotional Problems of Liting. By O. Spurgeon English, M.D., 

and Gerald H..J. Pearson, M.D. (Pp. 438. 16s.) London; 

George Allen and Unwin. 1947. 

To describe the dynamics of the mind to the .ordinary - intelli- 
gent reader is as difficult as describing the structure of the 
atom without using mathematics. The former seems easier. 


because all people are in daily touch with mental problems in 
themselves and in others, but the processes involved in the 
development of mental patterns in normal character and in 
neurosis can be clearly understood and accepted only through 
a first-hand knowledge of the technique of psycho-analysis as 
well as its formulated doctrines and hypotheses. Nevertheless, 
it is possible to convey much information on mental develop- 
ment which can be of use to students, teachers, and nurses. 
The authors have attempted to do this — with considerable 
success — using the Freudian doctrine of emotioDa] development 
from babyhood onwards. 

In fairly simple language they take the reader through an 
account of the various stages of instinctual development in so 
far as it is basic to the structure of the ego and the unconscious. 
They describe the vicissitudes of the instincts in the oral, anal, 
and phallic stages, then through the latent period to adolescence. 
They, write with great care and simplicity and include short 
illustrative case histories. Those phases are rather rigidly 
distinguished, which is not the case in reality, for they inter- 
penetrate one another. Furthermore, they do not emphasize 
enough the role of ego development in the light of the conflict 
between impulse and conscience, nor the fact that most of these 
processes are strictly unconscious in their dynamic relations. 
They do not discuss Melanie Klein’s work on the early forma- 
tion of the conscience and the development of infantile 
depression, despite its controversial character. The book is 
such easy and entertaining reading that the novice and the 
unwary may be easily swept away ; it is a big book, and so 
readable that they may come away too easily instructed in the 
most difficult of all human problems. 

Emanuel Miller. 

SURGICAL UROLOGY 

Surgical Urology. In two volumes. By Dr. G. de Illy &s, 
Professor of Urology and Director of the Clinic of Urology in 
the Hungarian Royal Piter Pazminy University, Budapest. 
(Pp. 679; 391 illustrations. 63s.) London: Constable and Co-, 
Ltd. 194S (1942). 

Professor G. de Wyes is a well-known Continental urologist 
and this book is the outcome of his long personal experience. 
Volume 1 is divided into a general and a special part. In 
the former the author discusses symptomatology, methods of 
examination, and the special instruments used in urology, and 
in the latter diseases of the kidneys. In Volume 2 be considers 
the rest of the genito-urinary’ tract and ends with an interesting 
chapter on disturbances of sexual function. An index for 
both volumes is included. The book is profusely illustrated 
by 391 figures, many of which are in colour; it is clearly- 
printed and well bound, and the text is enriched by descriptions 
of individual cases to emphasize important facts. The chapters 
on the .kidney and urethra are particularly good, though we 
do not agree with all the author's views. 

This work first appeared in 1942, but the war delayed its 
publication in England until notv; as a result, the author 
does not entirely fulfil his wish “to present urology id its 
present advanced stage of development.” He does not discuss 
the .most recent advances in urology and describes the sulphon- 
amides (which are not indexed) as a new- drug, and their 
efficacy in the treatment of urological infections is left 
undecided. He has tried to make the book encyclopaedic in 
scope and has therefore had to expound some subjects briefly. 
It would be an advantage to have details of how to carry 
out transplantation of the ureters into the colon. Diagrams 
illustrating operative technique might be more plentiful 
throughout In the description of suprapubic removal of 
bladder papillomata we find no mention of protecting the 
wound surfaces by towels soaked in antiseptic (e.g., silver 
nitratel to prevent implantation metastases. 

Nevertheless, in spite of these criticisms, the work represents 
the results of enormous labour in clinical observation and 
surgical achievement, and the author is to be congratulated on 
the successful accomplishment of his task. If a new edition 
is prepared and the most recent advances in urology added, 
together with a bibliography and an index at the end of each 
volume, it could be whole-heartedly recommended and would 
find a permanent place in our reference libraries. 

• David Aiken. 



BRITISH HOSPITALS 

British Hospitals. By A. G. L. Ives. {Pp. 50; with 4 plates in 
colour and 26 illustrations in black and white. 5s.) London : 
Collins. 1948. 

Mr. Ives's contribution to the series “ Britain in Pictures : the 
British People in Pictures ” is well worthy of its place in this 
deservedly popular set of volumes. The story is felicitously 
told and the illustrations illuminate the text. In fifty pages 
he covers the history of hospitals from a.d. 600 to 1948. He 
uses examples surviving in our midst to bring alive the com- 
passionate spirit imbuing those who founded and those who 
worked in them ; a spirit that waxed and waned, but always 
survived vicissitudes of national and social upheaval ; an in- 
spiration. the author hopes and believes will persist even after 
the transformation recently undergone. 

After a storied chapter on the mediaeval scene, with Christian 
piety as the motive force behind the monastic foundations, he 
passes on to discuss the royal hospitals and the dawn of 
scientific medicine ; thence the eighteenth century and the 
spate of voluntary hospitals, listing twenty-eight in the pro- 
vinces built between 1736 and 1798, besides those in London. 
He naturally makes much of the Nightingale era, and does 
not forget the great service of John Howard in for ever harp- 
ing on cleanliness. There is then a chapter on “ The Turn of 
the Century,” with mention of Osier’s textbook, the coming of 
.\ rays, the development of bacteriology, the realization of the 
social aspects of medicine, the' advent of the almoner, and the 
establishment of the King’s Fund. Then follows a judicious 
appreciation of the conditions and circumstances that led up to 
a general recognition of the need for a unified hospital system 
and of the stages which culminated in the National Health 
Service. The frontispiece is a fine initial from the illuminated 
cartulary of St. Bartholomew’s ; there are pictures by Anna 
Zinkeisen, Felix Topolski, Edward Ardizzone, and many repro- 
ductions of old pictures and engravings. This is quite a 
fascinating story for the general reader, and there is a lot, too, 
that will be new to many who thought they knew all about 
hospitals. 

E. Rock Carling. 

THE PATIENT’S VIEW 

Tahiti g die Cme. By Robert G. Lovell, M.D. (Pp. 93; 
lllustraied. S2 or 10s.) New York and London: The Macmillan 
Company. 1948. 

This book, written by an ex-patient, is primarily intended to 
be handed to the newly admitted patient to a sanatorium so 
th.it he shall learn the nature and purpose of what lies ahead 
of him. I accordingly tried it out on a number of sanatorium 
patients and asked them what they thought of it. Unanimously 
the\ condemned it as a futile attempt to convey in two hours’ 
ie uhng what can be learned and understood only by being lived 
though for weeks and months : “As misleading as programme 
rotes on an unfamiliar piece of music — although perhaps 
factual!) accurate,” said one. “It tells you nothing that you 
don’t pick up all in good time from doctors, nurses, and other 
patients,” said another, adding, “Surely if anyone is curious 
enough to want to read the subject up he would want something 
a bit meatier.” “Isn’t it a bit optimistic 7” asked yet another 
with feeling. “There’s no mention whatever of failed A.P.s, 
fluid, and similar disappointments that seem to be more the 
rule than the exception during the course of treatment.” 

Apart from perpetuating the classical misconception that in 
lateral decubitus the lower lung does less work than the upper, 
the book is inconirovertibly accurate — as far as it goes. 
Unfortunately for us, it is only too evidently written for the 
average patient in a far-off happy land where dire shortage 
of nursing and domestic staff does not discourage (if not posi- 
tively preclude) his ringing a bell whenever he wants a book 
from his bedside table — rather than raise his shoulders from 
the bed. The text is enlivened with six line drawings — one 
showing cross-sections of the chest, one showing plan and 
elevation of a ver> useful reading rack, and four that are more 
facetious. There are also appendices on “Leisure Time 
Reading.’ ’ Listening to Classical Music," and on playing that 
engrossing paper-game of “ Battleships.” 

George Day. 
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The IV. H. Ross Foundation ( Scotland ) for the Study of Pre- 
vention of Blindness, (Pp. 236. 3s.) London: University of 

London Press. 1948. 

A history of the Foundation, and papers on research carried out 
under its auspices or at its request. 

Tramp Royal. By R. MacMahon. (Pp. 315. 10s. 6d.) London: 
John Langdon. 1948. 

The travels of a doctor to remote countries. 

Osteoperiostitis Tuberculosa y Siftlitica. By V. B. Olives. 
(Pp. 403 No price.) Barcelona : Ediciones Byp. 1948. 

A monograph on the pathology, diagnosis, and treatment. - 

Etudes Chimiques sur la Tubertulosc. Edited by J. Paraf. 
(Pp. 130. 300 francs.) Paris: L’Expansion Scientifique. 1948. 

A collection of papers reviewing work with antibiotics and chemo- 
therapeutic agents. 

La Mesure dn Rcudemetit Cirtulatoire. By A. H. Israel and 

C. H. Rendu. (Pp. 75. 200 francs.) Paris: L’Expansion 

Scientifique. 1948. 

The authors propose a formula for determining circulatory efficiency 
from the blood pressure and pulse rate. 

Abhaudlungeu der Deutscheu Akadcmic der Wisscnschaften 
Z» Berlin. By H. Nachtsheim and H. Klein. No. 5. (Pp. 71. 
M. 750.) Berlin: Akadcmie. 1948. 

This number contains a monograph on erythroblastosis foetalis. 

Estudio Clinico del Enfisema Pulmottar. By J. A. Sciuto. 
(Pp. 164 No price.) Montevideo: Rosgal. 1948. 

A monograph on the pathology, diagnosis, and treatment of 
pulmonary emphysema. 

A 

Leitfaden der bakteriologischen Trinkivasseruntrrsu chttng. 
By H. Beger. 2nd cd. (Pp. 122. M. 6.60.) Berlin : Urban and 
Schwarzenberg. 1948. 

A short account of the bacteriological investigation of water. 

Therapeutisehcs Taschenbuch. Edited by G. Ruepp. (Pp. 394. 
12 Swiss francs.) Berne: Hans Huber. 1948. 

A summary of therapeutics for students and house-men. < 

Synopsis oj Physiology. By A. Rendle Short, B.Sc., M.D., 
F.R.C.S., and others. 4th ed. (Pp. 346. 20s.) Bristol: John 

Wright, 1948. 

A summary intended chiefly for medical students. 

Human Embryology and Morphology. By Sir Arthur Keith. 
6th ed. (Pp. 690. 40s.) London: Edward Arnold. 1948. 

The text has been revised for this edition and many new references 
have been added. 

Das Gestiudhcitsivcsen in der Bauplanttng Berlins. By P. 
Vogler and G. Hasscnpfiug. (Pp. 95. No price.) Berlin : Werner 
Saengcr. 194S. 

Public health statistics and maps. 

Le Bond d’Oeil des Hypertendus el des Cyanoses. By 

D. Routier. (Pp. 100. 1,350 francs) Paris: Masson. 1947. 

Annotated illustrations of the ophthalmoscopic appearances. 

Contemporary Religious Jurisprudence. By 1. H. Rubenstcin. 
(Pp. 120. S2.50.) Chicago: Waldain Press. 1948. „ 

Discusses the American law in relation to faith healing, fortune 
telling, and pacifism. 

Chirnrgie Mod erne dc la Hanchc, By R. Charry. (Pp. 316. 
1,340 francs.) Paris: G. Doin. 1948. 

An illustrated practical manual on the surgery of the hip-joint. 
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EPILEPSY 

During the last 25 years great additions have been made 
to our understanding of epilepsy, but there is perhaps no 
other field of medicine where so large an increase of know- 
ledge has left so many problems still unsolved. This may 
be, at least in part, because the accumulation of new facts 
has outrun our capacity to interpret them. The Lumleian 
Lectures delivered by Dr. F. J. Nattrass and published in 
this and the previous issue of the Journal are therefore 
timely, for he has made a wide survey of a topic which 
is of importance to workers in many departments of 
medicine. 

These two lectures raise many questions of absorbing 
interest. One of the most fundamental is the relation- 
ship between consciousness and the functions of the brain. 
Why does a patient lose consciousness in one kind of 
epileptic attack and not in another, and what, if any, is 
the connexion between loss of consciousness and cerebral 
dysrhythmia ? Many neurologists have believed that there 
are one or more localized areas in the' brain disturbance 
of which causes loss of consciousness. The interpretation 
of clinical experience by means of electro-encephalography 
certainly affords some support for such a view. Adrian 1 
has pointed out that electro-encephalography shows that in 
some epileptics considerable areas of the cerebral cortex 
may be involved in an abnormal rhythmical activity for 
some time before or after the attack in which consciousness 
is lost. “That the mind can still function with abnormal 
waves in much of the cortex,” Adrian says, “ is not more 
remarkable than that it can still function when half the 
cortex is giving the regular beat of the a rhythm or when 
a large part is removed by the neurosurgeon. What seems 
to be necessary' is that some part of the cortex should still 
be free to react to the incoming messages from the sense 
organs and to those handed on from other parts of the 
brain.” We may perhaps infer from this that if a cerebral 
dysrhythmia is to produce loss of consciousness primarily 
by disturbing the functions of the cerebral cortex it must 
be extremely widespread, and such a disturbance, affecting 
in its course the motor areas, will cause a generalized con- 
vulsion, or in other words will produce the clinical pic- 
ture of grand mal. Clearly, if this view is correct, there 
must be some other explanation of epileptic attacks charac- 
terized almost exclusively by loss of consciousness such as 
petit mal, or by loss of consciousness accompanied by a 
sudden fall, as in akinetic epilepsy or what are sometimes 
called “ drop attacks.” Again, it is evident that the physio- 
logical disturbance is not identical in petit mal and in 
akin etic epilepsy'. In akinetic epilepsy the loss of con- 

1 Adrian, E. D . 77— FJtvsical Bxcktjrcurd of Perception, p- 79. Oxford, 1947. 


sciousness may be so brief as to be demonstrable only by 
the most careful questioning of the patient, for it may be 
limited to the period of the fall itself. This contrast 
between the tolerance which the cerebral cortex shows to 
widespread electrical disturbances in dysrhythmia of the 
grand mal type and the sudden short and selective loss of 
consciousness in petit mal and akinetic epilepsy sugeests 
that there must be areas of the brain especially intimately 
associated with consciousness, and it is tempting to sup- 
pose that these areas may be functionally related to the 
recently discovered system of suppressor bands, from 
which electrical stimuli evoke a widespread suppression of 
cortical activity. 

This again raises the much-discussed question of the 
relationship between epilepsy and narcolepsy. Dr. Nattrass 
would separate the two decisively on clinical grounds, and 
there is no doubt that as a rule narcolepsy, whether or not 
accompanied by cataplexy, can be distinguished without 
any difficulty from epilepsy. Nevertheless there appear to 
be intermediate states in which the distinction is more diffi- 
cult. Loss of consciousness is common to both narcolepsy 
and many forms of epilepsy ; similarly, loss of muscular 
power and tone is common to cataplexy and akinetic 
epilepsy'. The tempo of the disturbance is different, and 
this may be nosologically important, but. the anatomical 
pathways and physiological functions are surely akin. 
From the patient's point of view the differences may well 
be much more significant than the resemblances, but the 
neurophysiologist may find that each will illuminate the 
other. 

Hughlings Jackson’s division of the symptoms of lesions 
of the nervous system into the negative phenomena of loss 
of function and the positive phenomena produced by func- 
tions released from higher control was a fertilizing idea 
of the utmost value in the development of neurological 
thought, but recent advances in our knowledge of epilepsy 
show its limitations. Can what has been termed a “ dis- 
charging lesion" be explained entirely as a manifestation 
of the disappearance of higher control ? And is there no 
place, between functions lost and functions released, for 
the conception of a distortion of activity? In any case 
epilepsy is a disruptive and disintegrating influence, for its 
positive manifestations occur at a comparatively low level 
of nervous organization. The epileptic convulsion does not 
consist of co-ordinated movements : these depend upon 
combinations of neurones too highly organized to be sus- 
ceptible to stimulation by a method as coarse as an epileptic 
dysrhythmia. 

For all our new knowledge of cortical electronics the 
essential nature of epilepsy still eludes us. Why does the 
synchronous electrical discharge occur? Electrical con- 
vuisanl therapy has shown, what indeed had been stated 
on theoretical grounds before, that anyone will have an 
epileptic fit if appropriately stimulated. Nevertheless, the 
technique of the electrically induced convulsion has also 
shown that individuals vary greatly in their susceptibility 
to epilepsy. This fact, of course, was well known to clini- 
cians. A brain injury or a cerebral tumour will induce fits 
in one person but not in another, and this difference does 
not appear to depend upon differences in the nature or 
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situation of the lesion. It has been shown statistically, 
however, that it does depend, to some extent at least, upon 
heredity. Sufferers from traumatic epilepsy, for example, 
have a much higher incidence of epilepsy among their rela- 
tions than controls, and many investigations have shown 
that from one-quarter to one-third of all patients with 
idiopathic epilepsy have epileptic relatives. But we do 
not know what constitutes the hereditary predisposition, 
nor even in what part of the body to search for it. Per- 
haps, during recent years, students of epilepsy have been 
too much preoccupied with the nervous system. Humoral 
factors have been studied in the past without much result, 
yet they still force themselves upon the attention of every 
neurologist. Why do so many female epileptics have fits 
predominantly, or even exclusively, at their menstrual 
periods ? Why does hydration tend to precipitate attacks 
and dehydration to diminish their frequency? How does 
the blood-sugar level influence the incidence of convul- 
sions, and to what is the benefit of a ketogenic diet due ? 
These and many similar biochemical questions illustrate 
the practical and theoretical importance of metabolic 
factors. Moreover, all our effective therapeutic agents, 
being chemical, must be made humoral before they can 
act. All that we have learned about epilepsy in recent 
years can still be fairly described as a knowledge of what 
happens when things go wrong. We have been elaborately 
and successfully recording the speed of a galloping horse 
that has escaped from the stable door. All our pharmaco- 
logical remedies are at best little more than strings with 
which we tie up the door, and which the horse from time 
to time breaks. But the door has a lock, and we have 
still to find the key. 


DIABETES AND PREGNANCY 

Before 1921 the occurrence of pregnancy in a diabetic 
woman was a medical curiosity ; in those days amenor- 
rhoea was the general rule among such women, as indeed 
it still is while the diabetes is uncontrolled. The diabetic 
woman who did succeed in becoming pregnant ran a serious 
risk of death during the pregnancy, during labour, or in 
the following year or two : overall maternal mortality 
figures of 50% have been recorded. The foetal mortality 
was also high, not far short of 50% for the entire preg- 
nancy and neonatal period. The discovery of insulin by 
Banting and Best in 1921 and its application to the control 
of diabetes mcllitus has had a remarkable influence on the 
fertility of diabetic women and on their maternal mor- 
tality. Diabetes is no longer a rare. complication of preg- 
nancy, or, from the physician's point of view, pregnancy 
a rare complication of diabetes, and with proper control 
the maternal mortality has been reduced to about 1 or 
2%. On the other hand, to quote from the paper by 
Dr. J. A. L. Gilbert and Professor D. M. Dunlop which 
appears elsewhere in this issue, “ In spite of the most 
stringent medical and obstetric supervision our foetal loss 
rate during the last five years has been as high as 51.4%.” 
This figure, which agrees with those of many other authors, 
including Mr. H. H. Fouracre Barns and Dr. M. E. 
Morgans, whose paper on this subject is also published 


in this issue of the Journal, makes it painfully evident that 
control of the diabetes with insulin and diet has no influence 
whatever on the foetal mortality. 

Control of the diabetes itself during pregnancy is now 
for practical purposes ; largely a solved problem, and the 
fact that different regimes based upon differing conceptions 
of the changes in carbohydrate metabolism during preg- 
nancy all produce satisfactory results so far as maternal 
mortality is concerned indicates that close co-operation 
between physician and obstetrician is all-important — a 
point stressed by Barns and Morgans. How to improve 
the foetal mortality, then, is the pressing problem, and the 
solution of this is still awaited. 

The high rate of foetal loss found in the pregnancies 
of women who subsequently develop diabetes — becoming 
increasingly obvious as the interval between pregnancy 
and the onset of the diabetes shortens — was first observed 
by Allen 1 in 1939 and has since been reported by several 
other authors. 2 ' 4 Gilbert and Dunlop publish figures which 
are in close agreement with these writers. In the pre- 
diabetic as well as the diabetic period this high foetal 
mortality is caused by an excess of late intrauterine and 
neonatal deaths, the abortion rate having been found by 
Bams and Morgans to be essentially the same in non- 
diabetic, pre-diabetic, and diabetic women. It is clear, 
then, that neither the hyperglycaemia nor the ketosis of 
diabetes can be held to account for the adverse effects on 
the foetus, since the foetal death rate is high before the 
diabetes makes its presence clinically detectable, while 
proper control of the diabetes does not reduce it. On 
the other hand, there is general agreement that the inci- 
dence of toxaemia of late pregnancy is significantly 
iqcreased in diabetes, in spite of adequate control of the 
latter. Smith and his colleagues 5 consider that the hor- 
monal changes in the serum which they believe to take 
place even before the onset of toxaemia may be respon- 
sible for the foetal catastrophes. On the supposition that 
the harm is done by a lowering of the blood oestrogen and 
progesterone White 6 has treated a series of some 300 con- 
secutive diabetic pregnant women with oestrogens and pro- 
gesterone and has obtained 90% foetal survival (excluding 
deaths before the period of viability). 

This striking success has not yet been confirmed, nor aie 
the premises upon which the method of treatment is based 
generally accepted, though in fairness to Smith and his col- 
leagues it must be admitted that their researches have never 
been properly repeated by other observers. There is no 
doubt, for example, that intrauterine death of the viable 
foetus can occur in the absence of late pregnancy toxaemia, 
while, conversely, Lawrence and Oakley 7 found that tox- 
aemia did not necessarily cause foetal death. Palmer and 
his colleagues 8 have recently treated 42 consecutive cases 
of pregnant diabetic women along the lines advised by 
White and reported a f oetal survival in 36 cases of 81.3%, 

1 Amer. J. Obstct. Gyncc., 1939, 38, 982. 

2 Mengert, \V. F., and Laughlin, K. A.. Sursj. Gynec. Obstct,, 1939, 69, 615. 

3 Miller, H. C., Hurwitz, D , and Kuder. K , J. Amcr. mat. Ass., 1944, 124, 271 . 

4 Barns, H. H. F„ and Morgans, M. E. t J. Obstct . Gynacc. Brit. Bmp., 1948, 
55, 449. 

5 Amcr. J. mcd. Set , 1944. 208, 25. 

8 Pam. mcd . 1947, 50. 705. 

7 Quart. J. Mcd., 1942, 11, 45. 

8 IV. J. Surg. Obstct. G\nec.. 1948. 56, 175. 

*Amcr. / mcd. Set. 1939. 198,482. 

ioBams. H H. F.. L/ndan, O.. Morgans, M. E , and Sw>er, G. T. M., Proc. 
Sac. Endocrinol., 1948-9 (in press) 
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compared with 60% for a previous group of 41 patients 
not treated with stilboestrol and progesterone. When, how- 
ever, the x 5 test is applied to these figures a value of 2.762 
is obtained, which means that the difference between the 
treated and untreated groups could have occurred in random 
sampling more frequently than once in 20 times, so that 
the significance of the reported difference is in some doubt. 

Foetuses from diabetic mothers have a marked tendency 
to be overweight ; that this is not the result of maternal 
hyperglycaemia is shown by the fact that the same tendency 
is seen during the pre-diabetic period, while control of the 
maternal diabetes does not decrease the mean weight of 
the foetuses. It has been suggested by White and her col- 
leagues 9 that the abnormal hormonal levels in the blood 
already mentioned might be responsible for the large size 
of the foetus ; it is well known, however, that late preg- 
nancy toxaemia in non-diabetic mothers is associated with 
underweight rather than overweight babies, so that this 
explanation seems unlikely. In seeking a more plausible 
theory' to account for the observed facts Barns and 
Morgans* have suggested that Increased production of the 
diabetogenic growth-promoting complex of the anterior 
lobe of the pituitary' might be the factor which is respon- 
sible for the increased size of the foetus and for the late 
foetal catastrophes, as well as for the development of the 
diabetes. They further suggest that the effectiveness of 
oestrogens, if they produce the results claimed by White, 
lies in their ability to inhibit the anterior pituitary. Some 
experimental work lends support to the first part of this 
hypothesis, for the administration to pregnant rats of an 
extract of ox anterior pituitary lobe containing the diabeto- 
genic growth-promoting complex has been found to pro- 
duce up to 100% of stillbirths, depending upon the 
dosage. 10 

Whether or not either of these theories is correct, it would 
seem that an investigation is urgently required to compare 
the effects on foetal mortality of (1) no specific treatment 
directed towards saving the foetus, (2) termination of the 
pregnancy (usually by caesarean section) at the 36th week 
to avoid the late foetal deaths, (3) oestrogen treatment com- 
bined with termination, and (4) oestrogen treatment alone. 
It seems probable that termination of pregnancy has failed 
to reduce the overall foetal mortality because, while many 
late intrauterine deaths are avoided, it has increased the 
neonatal death rate due to prematurity (in spite of the large 
size of the infants). To be of real value, oestrogens — or any 
other therapeutic agents — must be able to avert late intra- 
uterine death and so enable full-term birth to occur, with 
its much reduced likelihood of neonatal death. 


NEW YEAR HONOURS 

The medical profession will warmly applaud the great 
honour bestowed on Sir John Boyd Orr, F.R.S., one of the 
newly created barons. As director of the Rowett Research 
Institute, Aberdeen, he had a world-wide reputation in 
nutritional science, and between the wars did much to shake 
the complacency of those who believed that the people of 
Britain were well fed. Feeling, no doubt, the need for a 
bigger platform to urge forward.his views, inspired by a 
determined idealism, he entered Parliament as an Indepen- 
dent after a by'-election for the Scottish Universities in 


1945. “I stand,” he said then, “for a world food policy 
of production for consumption and distribution according 
to needs, just on the lines of the Hot Springs recommenda- 
tion.” Busy as he was, he at the same time acted energeti- 
cally as the chairman of the B.M.A. Committee which drew 
up A Charter for-Health, published in 1946. Sir John was 
re-elected to Parliament in the general election in 1945. 
Within a few months he was appointed Director-General of 
the United Nations Food and Agriculture Organization, 
and shortly after this resigned his seat in Parliament. His 
fearless and consistent advocacy of his views as Director- 
General of F.A.O. earned him world-wide admiration. It 
is good to know that the country’ will have the benefit of 
his wisdom in the debates of the House of Lords. 

Three medical men have been designated Knights 
Bachelor. Professor Henry Cohen is Professor of Medicine 
in the University of Liverpool and vice-chairman of the 
Central Health Services Council. He rendered outstand- 
ing sendee to the B.M.A. as chairman of the Medical 
Education Committee, whose report was published last 
year. Professor Sydney Smith is Regius Professor of 
Forensic Medicine and Dean of the Faculty of Medicine 
in the University of Edinburgh, and his name is familiar 
as the author of a famous textbook. Mr. H. E. Griffiths is 
surgeon to the Albert Dock Hospital. London, and has 
done pioneer work in the rehabilitation of disabled persons. 

Sir William Gilliatt has been raised from C.V.O. to 
K.C.V.O. Sir Wilson Jameson has been created G.B.E. 
Dr. Edith Summerskill, M.P., is to become a Privy 
Councillor. Many other honours have been deservedly 
bestowed on medical men and women, a full list appearing 
elsewhere in this issue. 

“ ANTRYCIDE " 

“ Antrycide ” is a new synthetic preparation which appears 
to mark an important advance in veterinary medicine. The 
Under-Secretary of State for the Colonies, Mr. D. R. Rees- 
Williams, and the heads of the Pharmaceutical and Agri- 
cultural Divisions of Imperial Chemical Industries at a 
meeting at the Colonial Office on Dec. 29 gave some details 
about the use of this drug in the prevention and treatment of 
trypanosomiasis in cattle in tropical Africa. It was stated 
that trials in East Africa had demonstrated that a single 
treatment will cure cattle infected with T. congolense and 
T. vivax, and that it has been used with success against 
T. brucei infection in cattle, horses, and dogs, T. evansi in 
camels, and T. simiae in pigs. Experiments are still pro- 
ceeding, but it is apparently possible to protect cattle against 
T. congolense for from four to six months in the majority 
of cases, and against T. vivax for a rather shorter period. 
Certain cases in which the disease has “ broken through " 
after a shorter period are being investigated. T. congolense 
is the most harmful trypanosome affecting domestic 
a nim als in most parts of East Africa. Among cattle in 
British West Africa T. vivax is more important than 
T. congolense. It was further claimed that “ antrycide ” has 
no toxic effects, and that its administration by hypodermic 
injection is so simple that the presence of a veterinary sur- 
geon is not necessary. At the same time, Mr. Rees-Williams 
said that there would probably be a greatly increased 
demand for veterinary surgeons in these parts of Africa 
because of the stimulus which would be given to cattle- 
rearing following the diminution of the ravages of the 
tsetse fly. 

The supplies of the new drug, which it is hoped will 
amount to two or three tons this year, sufficient to protect 
2,000,000 animals, will be limited at first to Government 
veterinary’ departments, those in Kenya, Uganda, and the 
Sudan having priority, following which field trials will be 
undertaken in West Africa. The research which led to the 
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discovery of “ antrycide ” has occupied four years. It has 
been undertaken by a team of I.C.I. chemists and biologists 
working first in experimental laboratories in Manchester 
and later in parts of Africa where trypanosomiasis is 
endemic, the work being based on laboratories in Khartum, 
Nairobi, and Entebbe, Uganda. The team was headed by 
Dr. F. H. S. Curd, Ph.D., who tragically was killed in a 
railway accident over & month ago. He, with Dr. D. 
Garnet Davey, Ph.D., another member of the team, jointly 
discovered “paludrine,” the antimalarial drug, for which 
they were awarded the Society of Apothecaries’ gold medal 
in 1947. A third member of the team was Dr. W. A. 
Sexton, Ph.D. ; and the fourth, the only medical member, 
was Dr. Charles Melville Scott, who is at present in Africa 
and, before he became head of the biological department 
of I.C.I., was lecturer in materia medica at Edinburgh 
University. 

The drug — a white crystalline powder soluble in water — 
is the result of that typo of research in the new field of 
heterocyclic chemistry which has been described as 
“ enlightened empiricism.” A great number of compounds 
were tested, first of all in this country on trypanosome- 
infected mice, and later on cattle in Africa. After many 
failures a substance was discovered which had a slight effect 
on the disease, and then attention was directed to stepping 
up the potency. Ultimately the most effective preparation 
was found to be the one now presented, the serial number 
of which was M.7555. In reply to a question about how 
the drug worked, Dr. Cecil Cronshaw, group director in 
charge of the Pharmaceutical Division of I.C.I., simply 
said, “ We do not know.” The tests in Africa, which began 
a year ago, have been carried out in collaboration with the 
Tsetse Fly and Trypanosomiasis Committee of the Colonial 
Office, and further details from this committee and from 
the I.C.I. team will be awaited with interest. 


RESISTANT STAPHYLOCOCCI 

It is now common knowledge that strains of staphylococci 
resistant to penicillin are being encountered with increasing 
frequency, particularly in hospital practice, where cross 
infection accounts for their spread. Dr. Mary Barber, who 
reported a year ago in this Journal 1 that the proportion of 
such strains encountered among staphylococci isolated from 
actual lesions had risen in successive periods from 14.1 to 
38%, now describes a more recent series of investigations 
in which the proportion of resistant strains isolated from 
a variety of sources in the same hospital has reached 59%. : 
It is noteworthy that two of these were cases of septicaemia: 
both patients died in spite of intensive penicillin treatment, 
and a positive blood culture was obtained from one of them 
when, owing in part to renal inadequacy, the blood peni- 
cillin content was no less than 8 units per ml. This paper 
also contains further interesting data bearing on the mode 
of origin of these strains and a discussion of the recently 
suggested idea that contact with other bacteria may restore 
their sensitiveness — unfortunately resistant strains were even 
commoner in mixed than in pure cultures, a finding which 
lends no support to this hypothesis. 

Almost all staphylococci found to be naturally resistant 
to penicillin (as distinct from those artificially habituated 
to high concentrations in vitro) produce penicillinase, an 
cnzvme which destroys the drug. The formation of this 
enz\me can be detected by the appearances in a primary 
culture in a “cup" or “ditch" plate. Barber mentions 
the observation made originally by Waterworth 3 that 

2 (I'llCth .1 frjtci'j Journal, 1947, Z, S63. 

1 Lancet . 104S. 2, 641 

3 .4 rr Inst Pasteur. 19-8, 75, 94. 

* J Bad . 1948. 55. 801. 

1 Ibid , 194S, 55. 843. 


colonies of such an organism attain full or even abnor- 
mally large size at the boundary of the inhibition zone ; 
having destroyed the penicillin in their neighbourhood they 
can grow unimpeded. The possibility of studying this and 
other phenomena connected with antibiotics by such exceed- 
ingly simple methods has perhaps discouraged more exact 
quantitative study. That a good deal can be gained by 
applying more exact methods is shown in the work of Gilson 
and Parker/ who have defined a unit of penicillinase and 
devised a method for its accurate assay. They were thus 
able to determine the- amount formed by 40 strains of 
staphylococcus. Twenty-two formed little or none, but the 
quantity formed by the remainder varied from 190 to 
125,000 units per g. of culture. These findings gain their' 
chief interest when compared with the results of a double 
test of sensitivity to penicillin, one employing an inoculum 
of only a few hundred cells and the other of 10,000 times 
that number. Except in the case of two strains a small 
inoculum of a penicillinase-forming organism was usually- 
inhibited by quite a low concentration of penicillin, often 
not exceeding that required by a normally sensitive organism. 
On the other hand, a large inoculum of a penicillinase- 
forming organism grew in concentrations a thousand or 
more times greater, the degree of difference generally corre- 
sponding with the amount of enzyme formed by it. Thus, 
as these authors say, the “ resistance ” exhibited by the 
organisms is “an artefact introduced by' the method of 
testing: it expresses simply the ability of the resting cell 
to dispose of the penicillin in its environment.” 

Gilson and Parker are not the first to point out that the 
size of the inoculum requires control in such a test, but 
their very thorough investigation emphasizes this necessity , 
indeed it seems to demand from the laboratory a much 
more searching investigation of the properties of a staphylo- 
coccus than has ever been contemplated hitherto if the 
probable effect of penicillin on it is to be predetermined. 
The results of treatment in, say, a case of septicaemia are 
likely to depend not only on whether penicillinase is formed 
but in what amount ; and the possibility of clearing the 
blood stream, where there may be few bacteria, may be 
indicated by the results of a sensitivity test employing a 
small inoculum. That there is perhaps yet another factor, 
although it may only apply to comparison between different 
bacterial species, is suggested by the observations of Bondi 
and Dietz. 5 They also studied the effect of inoculum size 
on the sensitivity to penicillin of Gram-positive penicillinase- 
forming bacteria and obtained similar results, but they 
found that the degree of variation did not depend on the 
total quantity ,of penicillinase formed but on the Tapidity 
with which it was formed in the early stages of growth. 


DEATH AT BIRTH 

As the Registrar-General recently pointed out, 1 certifica- 
tion of the causes of death is at its least precise at the two 
ends of the age scale. Relatively few necropsies are per- 
formed after still-birth or neonatal death,- yet the need 
for accurate information about the numerical importance 
of the various sources of danger to infant life is increas- 
ingly felt. The downward trend in infant mortality rates 
in recent years is the result of a decrease in the death rate 
in the later stages of the first year of life. The still-birth 
and neonatal death rates have, it is true, shared in the 
general improvement, but the rate of decline has been much 
slower among infants either at birth or in their first month 
of life. 

1 Retthtrnr^jeneroVs Statistical Review of Erigland and Wales for the Years 
1938 and 1939 {Text). 1947. H.M.S O., London. 

= 4 mer. J. Obstet. Cinec., 1947, 54, IS8. 
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In preventive action the concentration of effort should 
be during the dangerous first month. Effective action, how- 
ever, depends on accurate information which, in this con- 
text, only post-mortem dissection can give. A recent report 
from the Bellevue Hospital, New York, is therefore to be 
welcomed, for in this Labate- summarizes the necropsy 
results in 78% of the 1,114 foetal and neonatal deaths 
occurring in the hospital during the ten years between 
1933 and 1943. The four major causes of death were found 
to be prematurity, pulmonary lesions, birth trauma, and 
maceration (following antepartum or intrapartum death, 
often of unknown origin). Prematurity, the most impor- 
tant cause, accounted for 27.6% of the deaths among the 
cases examined— a finding consistent with previous studies 
of this type. Necropsy in such cases usually shows a 
generalized immaturity of the vital organs of the body. 
The maldevelopment of the lungs causes persistent 
cyanosis : renal function is inefficient because glomerular 
development has not been allowed to go on as usual to 
the thirty-sixth week : the alimentary' tract is immature ; 
and heat regulation is unstable. The four main objectives 
■ in the carer of the premature child must therefore be the 
maintenance of body temperature, the prevention of 
cyanosis, proper nutrition, and the prevention of infection. 
The problem of prematurity must concern the obstetrician 
as much as the paediatrician ; he must delay the onset of 
' labour, be sparing in the use of sedatives, minimize the 
strain of the second stage by episiotomy and by low-forceps 
delivery, and be ready to apply vigorous measures of infant 
resuscitation after birth. 

The plight of the premature child is often made worse 
by coexistent defect. Pulmonary' lesions were a cause of 
death in 21% of viable premature babies on whom a 
necropsy was performed. Pneumonia was a particular 
hazard in the neonatal period, and 80% of the deaths due 
to this dis&se were the result of aspiration pneumonia. 
Among full-term infants, too, pulmonary' lesions due to 
aspiration of amniotic fluid, pneumonia, haemorrhage, or 
cystic disease were the most frequent cause of death. Birth 
trauma, however, also accounted for many deaths in this 
group. Injuries were of three main types — intracranial, 
spinal, and intra-abdominal. Difficult operative delivery ap- 
peared to be the most frequent cause of injuries, the nature 
of which partly depended upon the maturity of the infant. 
Lacerations of the dura and subdural haemorrhage were 
the lesions most frequently found among full-term infants, 
while subarachnoid and subventricular haemorrhages were 
more common in premature infants. Spinal dislocations 
were apt to follow ’difficult breech delivery', and abdominal 
. injuries such as rupture of liver were sometimes the result 
of too strenuous attempts" at resuscitation in the premature, 
i— • Labate remarks that the value of surveys of post-mortem 
'' findings is to be judged by the lowered mortality rate which 
results from an application of the lessons learned. By that 
standard the fall in the death rates among infants delivered 
at the Bellevue Hospital in the ten-year period under 
review is an indication that these lessons have been success- 
fully translated from the post-mortem table to the delivery' 
room and the nursery. 


WORLD PROGRAMME OF DISEASE 
PREVENTION 

Every year the International Health Division of the 
Rockefeller Foundation publishes a report on its acti- 
vities of special interest to health officers and other 
workers in the field of public health. The report for 
1947 covers the world from China to Peru. In China 
the Division has started a programme of malaria control 
and research on typhoid fever ; in Peru it is carrying out 


special studies on the development of local health services. 
Two important subjects discussed are the continued preva- 
lence of malaria in many parts of the world and progress 
in the control of yellow fever. Yellow fever is being 
studied under the auspices of the Division in East and West 
Africa and in many South American countries, and malaria 
in Italy' and Sardinia, the Netherlands, the West Indies, and 
South America. 

One rather ominous feature is remarked in connexion 
with the malaria control measures instituted in Italy'. .After 
a D.D.T. house-spraying campaign carried out in a coastal 
region north of Naples and in the Tiber delta it was found 
that, in contrast to previous experience, house flies were 
not affected. Apparently a race of flies abnormally resis- 
tant to D.D.T. has become predominant in these areas and 
also in other regions of the mainland where the insecticide 
has been in use for several yea rs. Thus far all varieties of 
anopheline mosquitoes remain susceptible to D.D.T., and 
malaria transmission rates continue very’ low in controlled 
areas, but the general sanitary' value of the spraying is 
lessened. 

Another field of study is typhus fever. Experiments here 
have included the testing of para-aminobenzojc acid in the 
treatment of epidemic louse-borne infection, and the pre- 
paration has been found to have a distinctly favourable 
effect as regards duration of fever, incidence of compli- 
cations, and mortality, though there are certain contra- 
indications and the treatment is not always effective. 
Work is also being done on mice to find chemicals of 
value against the organism of scrub typhus. 

On the general question of health care a representative 
of the International Health Division has undertaken a sur- 
vey of international trends which took him to 12 countries. 
He noticed three major defects in the planning and legisla- 
tion for medical services. The most serious was the com- 
plete failure, except in Australia, lo consider the categories 
and numbers of personnel and their training required to 
establish the organization envisaged by the legislation. 
Another defect was that, except in South Africa, planning 
and legislation were for sickness rather than for health 
insurance. Finally, he found inadequate provision for the 
three chief lacks in medical care to-day' — namely, chronic, 
mental, and rehabilitation services. Two other minor defects 
were disclosed : that in most countries planning had pro- 
ceeded without reference to what was developing in other 
countries, and that the need for auxiliary medical personnel 
was almost completely disregarded. The United States, 
and to a lesser extent Canada, were the only countries in 
which the training of auxiliary' personnel, apart from nur- 
sing, had been standardized with the level of training con- 
trolled by a national organization — but it is evident that the 
observer failed to notice what bas been and is being done 
in Britain in this connexion. The same investigator calls 
attention to the backwardness of medical education so far 
as concerns the training of the general practitioner in pre- 
ventive medicine, geriatrics, psychosomatic medicine, and 
rehabilitation : but it is added that because of its new 
Health Act Britain has a great opportunity of exploring 
and demonstrating the positive aspects of health. 

The Rockefeller Fellowships are an important branch of 
the work of the Foundation. In 1947 the International 
Health Division directed the studies of 112 individuals to 
whom fellowships had been granted. Of these 112 the 
main interests of 65 were in public health administration. 
Nearly all of them were studying in educational institutions 
in the United States or Canada, but a few were engaged in 
field activities. The Fellows came from 26 countries, only- 
one of them from England. The report is a great record of 
world endeavour complementing that of the World Health 
Organization. 



66 Jan. 8, 1949 


PROBLEM OF AGEING 


Brxtuh 

Medical Journal 


THE PROBLEM OF AGEING 

BASIC DIFFICULTIES OF RESEARCH 

BY 

V. KORENCHEVSKY, M.D. 

\ ( From the Oxford Gerontological Research Unit, Oxford) 

Great interest in the problems of gerontology is being shown in 
medical and scientific circles and by the public at large. Mis- 
understandings on the subject among non-specialists, however, 
are sometimes considerable. Therefore a summary of some of 
the main difficulties of the problem and of gerontological 
research might be of interest to those who have no time to 
study the matter in detail. 

' Theories of Senescence 

There are several theories of senescence. Professor Warthin 
(1929, p. 160) sums up his critical review in the following per- 
tinent words: “In general they are all built upon insecure 
foundations, hypothetical substances and hypothetical changes 
that may be due to the processes [effects, V.K.] of senescence 
and not its cause. Not a single one of all these theories of 
senescence so far offered has a leg to stand upon ; for the greater 
nart they are pure hypotheses constructed about some single 
fact.” 

Professor Medawar (1946), in his conclusions, is equally 
emphatic: “The problems of old age and natural death are 
hardly yet acknowledged to be within the province of genuine 
scientific inquiry.” He emphasizes that the gerontologist requires 
many accurate data, scientifically controlled, for his conclusions ; 
he has no time for “ anecdotes " and loose statements, such as 
those concerning very old age in some animals and human 
beings, various sweeping theories of senescence, etc. He rightly 
says that the present-day gerontologist is quite aware of the 
fact that he has to begin “ the study of the problem of ageing 
from scratch,” and that gerontologists “would first of all try 
to piece together a full empirical description of the phenomenon 
of ageing as it is reflected in structural changes of tissues and 
cells and, more particularly, in the type and intensity of tissue 
and cellular metabolism. Only scraps of such information are 
now available.” 

The theory recently suggested by Bab (1948) belongs to the 
same category as defined by Warthin : in this theory one of the 
two factors on which, according to him, ageing depends is the 
diencephalon, about which so far we know comparatively little, 
and the changes in which most probably are the effects of 
ageing and not ode of its primary causes. 

Thus it is clear that, until the main facts concerning this prob- 
lem are discovered and pieced together by experimental and 
clinical research, gerontologists will not be able to construct 
any reliable theory' of senescence. 

Pathological Character of Present Ageing 

The greatest difficulty, however, of gerontology is that we 
know practically nothing of normal physiological senescence 
and the normal span of life. Referring to man, Mueller-Deham 
and Rabson (1942) state that, “in the first place, the old patient 
is a sick one ; and, secondly, the sick patient is an old one.” 
The latter sentence would be more correct in a modified form : 
" and. secondly, the sick patient is ageing more rapidly.” 

It is obMously impossible to discover normal features and 
establish normal standards of physiological senescence unless 
normal indiwduats are available : they should possess the best 
hereditary characters, should live a normal span of life in 
normal conditions of nutrition and environment, and should be 
free from any disease that might leave after-effects on their 
tissues and organs. 

It is clear that from this point of view those centenarians who 
are available at present are deficient in various respects for 
human gerontological research. To begin with, we do not know 
whether 109-112 years, the longest span of human life so far 
registered with reasonable accuracy (Korenchevsky, 1947), 
really is the longest one and cannot be extended further under 


those more normal' conditions of existence which will be dis- 
covered by science and medicine (Fisher, 1923 ; Dublin, 1942). 
The basic elements of normal life, such as proper hygiene and 
: nutrition, are most probably still very far from ideal, in spite of 
the truly remarkable progress in these fields of physiology and 
medicine. 

Moreover, senescence is complicated and accelerated by those 
pathological features and diseases which are not necessarily 
associated with normal old age, since they are not present even 
in some rare cases of less-pronounced pathological ageing (for 
example, senile mental deterioration, effects of improper 
nutrition, accumulation of and auto-intoxication with metabolic 
products,’ gastro-intestinal auto-intoxication, hypertension, 
arteriosclerosis, and certain disorders in the functioning of the 
heart, liver, kidneys, and glands of internal secretion). Hirsch 
(1945) shows this fact clearly for arteriosclerosis in one of his 
careful investigations dealing with the relation of this disease to 
the processes of ageing. 

There are several promising lines of research concerning 
pathological senility, but only two examples will be~mentioned. 

1. Auto-intoxication with Metabolic Waste Products . — Some 

results of primary importance have been obtained with tissue 
cultures in the brilliant experiments of Carrel and his co-workers 
(1921, 1922, 1937), extended and supplemented by Cohn and 
Murray (1925), Hoffman et al. (1937), Goldschmidt et al. (1937), 
Medawar (1940), and others, and well summarized by Medawar 
(1946). In cells isolated from the organism and living in vitro 
as a tissue culture senescence and death could be greatly post- 
poned (“ indefinitely " as suggested by Carrel, 1937, p. 4) if the 
metabolic waste products were not allowed to accumulate. In 
such conditions- the “old” cells (i.e., those from older animals) 
have just as high a capacity of growth as young ones. The old 
cells merely take a longer time than do the young ones in 
starting their growth. Professor Pearl (1922), similarly to Carrel, 
concludes that (p. 75) “ senescence appears not to be a primary 
attribute to the physiological economy of cells as such,” and 
(p. 67) “ that the individual cells and tissues of the body, in and 
by themselves, are potentially immortal." . 

In connexion with these experiments in vitro, Carrel per- 
formed a striking although drastic experiment in vivo. The 
experiment has been described by one of his co-workers (Du 
Nouy, 1936). At the Rockefeller, Institute there was a dog 
nearly 18 years old. The animal never stirred from its corner 
and could hardly get up to eat. It slept all day, its coat was 
coming out, its eyes were dim, and the eyelids were stuck 
together. Nearly two-thirds of its blood was removed, the red 
cells centrifuged, washed in Ringer solution, then mixed with 
fresh Ringer solution so as to re-establish the initial volume of 
the blood and reinjected into the dog. After recuperation the 
operation was repeated. After the second operation the dog 
not only lived but, when completely recovered, was quite 
different: it ran and barked, became lively and active — in par- 
ticular, sexually active — its lids cleared, and its fur started to 
grow again. Although such a relief could be of a temporary 
character only, and the actual operation could.not be considered 
for human geriatrical research, the significance of the 
experiment is considerable. 

2. Nutritional Experiments . — The experiments of Sherman 
and others (1937, 1939) and McCay (1942) and their co-workers 
suggest another promising line of gerontological research. They 
were able to obtain prolongation of the life-span and improve- 
ment of the health of rats either by adding an extra amount of 
vitamins and calcium to a diet already adequate in all respects 
(Sherman) or by quantitatively restricting such a diet (McCay). 
Carrel (1937) in experiments on mice obtained results similar to 
those of McCay. 

Of course, the results of experiments on animals do not 
necessarily mean that the same effects will be obtained on 
human beings. Research on animals, however, must 
precede geriatrical trials on human beings. Experiments 
on such short-lived animals as rats and mice give hope 
for a comparatively more rapid success in obtaining normal 
individuals with physiological senescence than do clinical trials 
on human beings. Moreover, attempts to change a pathological 
senility into a physiological one may perhaps bring about con- 
siderable changes in the human organism. This indicates the 
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possibility of grave danger, perhaps fatal, and necessitates 
\ therefore the greatest caution, and only by preliminary research 
C on animals can we ensure absence of dangerous effects. It must 
also be emphasized that in research on gerontology the study of 
C pathological senescence is as important as that of physiological 
ageing. 
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(1934), and Tandler and Grosz (1913) in castrated men. Arterio- 
sclerosis, hypertension, senile kidneys, senile heart, etc., might 
be almost absent in some cases of senescence. For instance, 
Hirsch (1945) did not find any signs of arteriosclerosis in 9.5% 
of autopsies in 400 old men aged more than 65 and examined 
by him. 


Definition of Old Age, and Tests for the Process 
of Ageing 

w At present, gerontologists must unavoidably be satisfied with 
a definition which disregards the most fundamental fact — 
t namely, that we do not know the causes, features, and standards 
of normal physiological senescence. It can be expressed only in 
terms of the processes (effects) of ageing as we can observe 
“ them now. Because of this, until our knowledge of the subject 
i >s more complete such a definition can only be of a temporary 

.1 character. Moreover, this definition should be based on facts 

which have been studied with reasonable accuracy. 

From the point of view of these requirements the best defi- 
*: nition of ageing has been given by Professor Warthin (1929, 

P- 74). He constructs it on pathological and clinical observations 
z which have been obtained by all the investigators of the subject ; 

namely, it is -agreed that hypoplasia, or atrophy of organs, 
r • is one of the most important and typical changes and features of 
: ageing. Hence Warthin defines ageing as a “ major involution ” 

ot the living organism, of aff its organs, tissues, and functions. 
~ Since all of them are correlated with and dependent on each 
other, the involution of each single organ, “ once well initiated, 
may through the weakening or loss of the given function initiate 
: or strengthen retrogressive changes in other organs. The various 

: lines of involution are not wholly independent, but, in the 

l general economy of the organism, aid and supplement one 

another until various vicious circles and correlations of retro- 
i gression are produced." Although this definition deals only 
with the simplest factual effects of ageing, it is very helpful in 
indicating various urgent -schemes of gerontological research. 

In the first place, a detailed investigation of hypoplastic and 
atrophic changes in the organs and tissues is very important, 
especially in the earliest latent form of relative hypoplasia as 
measured by changes in weight or linear measurements of 
organs and cells. The first results of such research were based 
on the data independently obtained in two American labora- 
tories (Donaldson, 1924 ; ^Freudenberger and Billiter, 1935 ; 
Freudenberger and Clausen, 1937a, 1937b ; Freudenberger and 
Hashimoto, 1937, 1939 ; Freudenberger and Howard, 1937) and 
in the Oxford Gerontological Research Unit (Korenchevsky. 
1942, 1948 Korenchevsky and Jones, 1946, 1947, 1948). These 
data are in complete agreement and show that the relative 
decrease in weight of organs (relative involution) can be used 
as one of the tests for and indications of ageing in rats. Most 
probably this test will be reliable also for human material, as 
shown by investigations and recalculations (Korenchevsky, 1942) 
of the data so far available. 

The test appears to be not only as good as many other tests 
of ageing but of great importance because it deals with one of 
the main changes and features both of ageing and of old 
age. It has to be supplemented, however, at least by histological 
I examination. 

At present, however, every test or indicator of ageing is handi- 
capped by two difficulties. First, it is not known whether our 
tests will be valid for' the processes of normal physiological 
senescence. Secondly, practically no feature of present-day 
senescence can be regarded as specific for old age only. 
Any of them might be present in or after some diseases, 
or occur in the changes produced by mental or physical stress 
and duress, or develop in or after some other pathological condi- 
tions. For example, in some rare cases the hair does not become 
grey in old age, whilst in some young ones it becomes grey in a 
-.V very short time under the stress of an emotional crisis. In young 
rats certain vitamin deficiencies produce greying of fur (Unna 
ct at., 1941 ; Ansbacher, 1941 ; Ralli and Graef. 1943), atrophic 
skin (Morgan and Simms, 1939). and osteoporosis (Korenchev- 
skj’, 1922). Baldness might start to develop at an early age. 
or (Hamilton, 1942) can be produced by suitable* doses of 
| androgens. 

A premature appearance of senile wTinkled skin was observed 
, and described by Merschejewsky (1876), Pelikan (187 6), Pittard 


From all the above-mentioned facts it follows that in present- 
day gerontological research a correct understanding and an 
accurate definition of the processes of ageing, or of the anti- 
ageing properties of any factor examined, could be obtained 
only after performance of several morphological, physiological, 
and biochemical investigations, both experimental and clinical 
(Korenchevsky, 1948). Since such a manifold investigation is 
technically impossible for a single research worker, the conclu- 
sions which he makes have to be drawn with reservations as 
judged by the test (or tests) of ageing applied in the experiments 
performed. 

Causes of Ageing 

So far we do not know the mam primary causes of ageing, 
nor are we able to begin investigation of them before case* of 
norma! physiological senescence are available. Heredity, 
according to some research workers (e.g.. Pearl, 1922, 1931 ; 
Pearl and de Witt Pearl, 1934), influences longevity. If this is so, 
future research might discover a hereditary factor which has a 
connexion with the primary causes of ageing. Dublin and Marks 
(1942), however, emphasize difficulties of such research in man : 
“ There may be strong beneficial influences from survivorship 
of parents on longevity of offspring . . . and these influences 
may have nothing whatever to do with heredity’." 

Professor Child (1915), one of the first gerontologists 
to have a sharp insight into and clear understanding of the 
problems of ageing, concludes in these words in dealing with 
the importance of heredity for geriatrical research (p. 3i0) : 
“The advance of knowledge and of experimental technique 
may make it possible at some future time to bring about a 
greater degree of rejuvenescence and retardation of senescence 
in man and the higher animals than is now possible, but when 
we remember that the present condition of the protoplasmic 
substratum of these organisms is the result of millions of years 
of evolutionary equilibration we cannot but admit that this task 
may prove (o be one of considerable difficulty.” 

In the case of the ’secondary causes of ageing the possibilities 
for gerontological research are more satisfactory. These causes 
should be defined as non-specific but capable only of hastening 
the process of ageing. A great number of the secondary causes 
might include any of those non-specific factors which increase 
“ wear and tear ” and involution, general or only of one or more 
organs or tissues. They accelerate the main process of ageing, 
chiefly by producing “ secondary vicious circles of ageing " 
(Warthin). 

Infectious diseases, intoxications, deficiencies of vitamins or 
hormones or any other vital factor, any pathological changes in 
any tissue, organ, or blood vessels, physical or mental traumas, 
etc., might belong to this category. For example, hypothyroidism 
might produce a number of features of senility, even (Hertoghe, 
1899) in the form of mild deficiency. Castrated men often 
develop some senile changes prematurely (Merschejewsky. 1876 ; 
Korsakow, 1898 : Pittard, 1934), although they might preserve 
their mental faculties. Thus Korsakow writes (p. 340): “The 
eunuchs are ageing early, at the age of 40 producing an impres- 
sion of 60-year-o!d men.” Professor Pittard (p. 327) records: 
“ The men castrated after puberty appear to age very rapidly, as 
also their congeneric fellows do, who have been castrated early. 
They become prematurely wrinkled and acquire soon the 
appearance of old women.” In a patient with diphtheria the 
toxin producing degenerative changes in the heart accelerates its 
ageing, but obviously this is not one of the primary causes of 
physiological senile changes in that organ. 

It is obviously illogical, however, to expect (as some authors 
do) that a secondary cause can produce the whole complex of 
ageing in all organs, tissues, and their functions when this 
cause is able'to accelerate sometimes only a single process of' 
senescence in one organ or tissue. Moreover, the secondary 
causes of senescence, not being the primary causes of ageing, 
produce chiefly their own primary action according to 
their functional nature (for example, effects specific for each 
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hormone or vitamin, or their deficiency). This action, although 
accelerating senile change or changes in some organs, in one or 
two other organs simultaneously might produce an effect which 
is typical of the specific function only but not of senility (e.g., a 
delay in thymus involution and, in male rats, adrenal hyper- 
trophy after castration). It is an urgent task to investigate all 
these secondary causes and their vicious circles in order to illu- 
minate their possible role in the senility complex and to under- 
stand how to break these vicious circles for geriatrical purposes. 
From this point of view investigation of endocrine organs is 
specially important. 

In the Oxford Gerontological Research Unit (Korenchevsky 
and Jones, 1946, 1947, 1948) an approach to this problem gave 
some significant results. Changes in the relative weights, and 
histological examination, showed that in female rats ovariectomy 
accelerates, and the combination of sex and thyroid hormones 
reverse more or less completely, the relative involution in the 
organs investigated. It was, however, strongly emphasized that 
in these experiments, as in any other research on ageing, the 
gerontological interpretation of the results obtained is impos- 
sible without manifold morphological, physiological, and bio- 
chemical experiments (Korenchevsky, 1948). It is obvious that 
ovariectomy might belong only to the group of secondary causes 
of ageing and therefore alone could never produce the whole 
syndrome of ageing, nor, for the same reasons, could hormones 
icversc this syndrome. 

Moreover, since the action of the secondary causes, in par- 
ticular that of ovariectomy, is not specifically ageing, and since 
the hormones might belong to the secondary reverse factors 
only — i.e., non-specific ones — discrepancies between the changes 
produced by them and the ageing or anti-ageing effects respect- 
ively arc always possible. For example, androgens increase the 
involution of adrenals, whilst exerting an anti-involutionary 
effect on other organs investigated ; ovariectomy at the begin- 
ning delays the involution of the thymus, but accelerates that 
process in some other organs. The clear predominance and 
importance of the special effects decide the gerontological 
significance of the factor concerned. 


Summary 

Gerontological research is handicapped by the basic difficulties of 
the problem ; the span of life and the process of ageing arc abnormal, 
and therefore the normal standard features and the primary causes of 
physiological senescence and old age are unknown. 

It is possible, however, to investigate the secondary causes of 
lgeing and pathological senescence as observed at present. This 
research is as important to gerontology as is that on physiological 
old age. 

A definition of the secondary causes of ageing is given and the 
value of the present-day tests for ageing is discussed. 
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MEDICAL NEW YEAR HONOURS 

The names of the following members of the medical profession 
were included in a New Year Honours.. List published in the 
London Gazette on Jan. 1. 

Baron 

Sir John Boyd Orr, D.S.O., M.C., M.D., D.Sc., LLJQ., F.R.S 
Lately Director-General of the Food and Agriculture Organization 
of the United Nations. 

Privy Councillor 

Edith Clara Summerskill, M.R.C.S., L.R.C.P., M.P. Member 
of Parliament for West Fulham since 1938. Parliamentary Secretary, 
Ministry of Food, since 1945. 

G.B.E. (Civil Division) 

Sir William Wilson Jameson, K.C.B., M.D., F.R.C.P. Honorary 
Physician to the King. Chief Medical Officer, Ministry of Health 
and Ministry of Education. 

K.C.V.O. 

Sir William Gilliatt, C.V.O., M.D., M.S., F.R.C.P., F.R.C.S 
President of the Royal College of Obstetricians and Gynaecologists 

Knighthood 

Henry Cohen, M.D., F.R.C.P. Professor of Medicine in the 
University of Liverpool. 

Hugh Ernest Griffiths, C.B.E., M.S., F.R.C.S.. Surgeon, Albert 
Dock Hospital, London, E. For services in the industrial rehabilita- 
tion of disabled persons. 

Sydney Alfred Smith, C.B.E., M.D., F.R.C.P.Ed. Regius 
Professor of Forensic Medicine and Dean of the Faculty of Medicine 
in the University of Edinburgh. 

C.B. (Military Division) 

Frederick Harris, C.B.E., M.C., M.B., B.Ch., late Royal Army 
Medical Corps. Honorary Surgeon to the King. 

Lionel Frederick Strugnell, M.B., B.S. Surgeon Rear-Admiral, 
Royal Navy. Honorary Physician to the King. 

C.M.G. 

Arthur Barton Pilgrim Amies, D.D.Sc., F.R.A.C.S., F.A.C.D., 
D.L.O. Professor of Dental Science in the University of Melbourne. 

Thomas Aitken Austin, L.R.C.P.&S.L, D.P.H., D.T.M., D.T.H 
Colonial Medical Service. Director of Medical Services, Uganda. 

Richard Brunel Hawes, M.B., B.S., F.R.C.P., D.T.M.&H 
Consulting Physician to the Colonial Office. 

Montagu Travers Morgan, M.C., M.D., D.P.H. Medical Officer 
of Health, Port of London. Medical Adviser, Ministry of Transport 

C.B.E. (Military Division) 

Robert Walsh Mussen, M.D., M.R.C.P. Surgeon Captain, 
Royal Navy. 

C.B.E. (Civil Division) 

William Arthur Bullough, M.Sc., MB., Ch.B., D.P.H. County 
Medical Officer for Essex. 

John Burton Clelanet, M.D., Ch.M. Formerly Professor ol 
Pathology in the University of Adelaide. 

Emily Hancock McKinnon, M.B., B.Ch., of Dunedin, New 
Zealand. For services in the field of medicine and welfare of women. 

Norman Manson, M.B., Ch.B., D.O.M.S. Warden, Hospital of 
St. John, Jerusalem. 

William Bentley Purchase, M.C., M.B., D.P.H. H.M. Coroner 
[or the Northern District of London. 

William Roberts, M.D., F.R.C.S. Medical Superintendent, Grace 
Hospital, Newfoundland. 

. O.B.E. (Military Dhision) 

Stephen Mackenzie, M.R.C.S., L.R.C.P., D.C.H. Lieutenant- 
Colonel (temporary) (now Major), Royal Army Medical Corps. 

Sidney Richard Carlyle Neison, M.D., M.C.P.&S. Wing 
Commander, Royal Air Force, 
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O.B.E. (Civil Division ) 

Mrs. 'Margaret Mary Basham, M.B., Ch.B., D.P.H. County 
Director, Monmouthshire Brandi, British Red Cross Sodety. 

George Frederick Baxter, M.R.C.S., L.R.CT. Senior Surgeon, 
Public Hospital. Kingston, Jamaica. 

Eric Hattaway Bridgman, M.B., B.Ch. Superintendent, Rotorua 
Hospital, New Zealand. 

y John Charles Joseph Callan.an, M.D. Director of Medical 
Sendees, Swaziland. • 

Charlotte Ann Douglas, M.D., F.R.C.O.G., D.P.H. Medical 
Officer, Department of Health for Scotland 

Cyril Francis Fernando, M.D., M.R.C.P. Medical Officer and 
Physician, General Hospital, ' Colombo, Ceylon. 

George Giglioli, M.D., M.R.C.P., D.T.M.&H. Honorary 
Government Malariologist, British Guiana. 

Richard Murchison Morris, M.D., D.P.H., D.T.M.&H., Medical 
Director and Secretary for Health, Bulawayo, Southern Rhodesia. 

Harold Burnet Porteous, M.B., Ch.B. Wing Commander (ret.). 
Royal Air Force. Medical Officer, Board of Customs and Excise. 

Ernest Albert Harold Russell, M.B., B.S. Honorary Consult- 
ing Obstetridan, Queen Victoria Maternity Hospital, State of South 
Australia. 

Hon. O-ii (Civil Division j 

" Francis Akanu Ibiam, M.B., Ch.B. Medical practitioner on the 

, staff of the Church of Scotland Mission, Nigeria. 

: Loube Mary-Madeleine Lengauer. Medical Officer, Leprosy 

Control, Nigeria. 

MJBJs. (Civil Division ) 

Mrs. Olga Konstantinovna Abbott. Physician, Ethiopian \ tce- 
Ministry of Health, Addis Ababa. 

Charles Edward Etheridge, M.B. Admiralt} Surgeon and 
Agent. Whitstable, Kent. 

Joseph Galea, M.D., D.P.H. Medical Officer of Health, Malta 

Mr. George North, M.C., 1 LID., the Registrar-General, was 
appointed C.B., and Mr. G. R. Edwards, the secretary of the Royal 
Sodety of Medicine, an O.B.E. 


THE KINGS HEALTH 

The following bulletin was issued from Buckingham Palace on 
Jan. 3: 

Since the bulletin of Dec. 13, 1948, the King has made 
uninterrupted progress. His general health is entirely satis- 
factory. On both right and left sides the- arterial circulation 
in the legs and feet is improving slowly. It is not yet sufficient 
to allow more than strictly limited activity when his Majesty 
leaves London to continue his convalescence in the country. 

Maurice Cassidy. J. Paterson Ross 
Thomas Dunhill. Morton Smart. 

Horace Evans. John Weir. 

J. R. LearmoJvTH. 

The bulletin is the fifth to be issued and the first which has 
been signed by Dr. Horace Evans, who has been physician to 
Queen Mary since 1946. 
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r ARE FEMALES BORN CO-TWIN WITH MALES 
STERILE? 

" It is a popular opinion, and I do not know any instance to 
discountenance it, that if twins be of different sexes, the female 
is sterile.” 

Your inquirer (Journal. Nov. 13, p. 887) may be interested 
in a work by Sir James Young Simpson* in which these words 
(taken from an obstetrical publication dated 1843) form the 
opening sentence. Famous as the first man to use anaesthesia 
in childbirth, Simpson has many other claims to undying fame ; 
and during his short but intensely active life he poured forth a 
seemingly endless stream of writings covering an amazing 
variety of medical and scientific subjects. This article is typical 
cf his style, and, although it is now a hundred years old, extracts 
from it may interest present-day readers. 

Having, as was his wont, arrested his reader's attention by 
an apt quotation, Simpson plunges without ado into his dis- 
course. First he deals with comparative physiology. From 
John Hunter (1779) he quotes : 

•Selected Obstetrical and Gynaecological Works of Sir J. T. 
Simrson. ed. by J. Watt Black, p. S22. Edinburgh, iS71 . 
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“ When among black cattle, the cow brines forth a male and a 
female at the same birth, the male is a perfect bull-calf, but the 
apparent female is almost always imperfect in its sexual organiza- 
tion. Female cattle of this kind, bom co-twin with males, have 
long been distinguished in this country under the name of , free- 
martins. In external appearance and form of body they usually 
resemble the ox and spayed heifer more than either {he entire male 
or the enu’re female of the species. They commonly grow to a' larger 
size than either the bull or the cow, and have horns like those of 
an ox, and a tone of bellowing similar to his, with the same marked 
disposition to become fat under the use of nourishing food. In 
general they do not show any sexual desire for the buff or the bull 
for them.” 

Hunter’s dissections showed that the external sexual organs 
were of the female type but that the vaginal canal, was con- 
tracted in its upper part, and the internal female organs, the 
uterus, Fallopian tubes, and ovaries, were *' altogether rudiment- 
ary and imperfect in their structure." After reference to other 
authorities, Simpson records his own examination of freemartins 
“ killed in the shambles of this city ” and tells how he “ found 
all of them formed after the imperfect and abnormal type 
pointed out by Mr. Hunter." He continues : 

“ The butchers in Edinburgh and its neighbourhood, of a number 
of whom I have made enquiries upon the subject, seem tc be 
perfectly familiar with the fact, that in the free-martin, whose flesh 
they usually reckon of a superior quality, the womb, or calf-bed, as 
they term it, is in almost all cases apparently wanting; and all our 
intelligent agriculturalists in the Lothians are acquainted with the 
sterile character of these animals.” 

Characteristically, Simpson now turns to the examination of 
old Roman writings. He finds reference to the existence of 
sterile cows (“ tatirae ”), which were set aside and trained to 
the plough ; and he speculates on whether these animals were, 
in fact, freemartins. 

Next he indicates the complexity of the subject. He recounts 
cases in which, despite the circumstances of its birth, the female 
calf of dissimilarly sexed twins had, when grown, full repro- 
ductive abilities. He states that he had been unable to find 
any evidence of the occurrence of a freemartin in sheep or 
other animals which are normally uniparous but occasionally 
produce opposite-sexed twins : 

” I hove hitherto been equally unsuccessful in tracing oui any 
insiance of a twin mare or she-ass, bom under the circumstances 
already pointed out, being reared to maturity. The mare, indeed, 
appears only in extremely rare cases to produce twins, and these . . . 
seldom survive for any length of time after birth.” 

Turning now to the human species, he states . 

“ A prejudice in reference to the infecundity of human females 
bom co-twin with males exists to a considerable extent amongst 
the peasantry of the Lothians, and has very probably been derived 
from the analogy of the free-martin ccw.” 

He abruptly forces the importance of this matter on the 
reader's attention by the quotation : 

“ The mischief to which the opinion might give rise, in causing a 
girl to be rejected as a wife for a defect, or taken for an excellence, 
according to sterility might be regarded, which she did not possess, 
is incalculable.” 

He next presents records from Edinburgh, Dublin, and 
London hospitals to show the frequency of dissimilarly sexed 
twins and states that, contrary to current opinion, it was “ by 
no means uncommon ” ; one case occurred in every 199 labours. 

Simpson now turns to his main theme. He presents numerous 
records of cases in which the female of dissimilarly sexed human 
twins did in fact have issue. Included in these is a case of 
plural pregnancy, occurring in 1827, in which a female infant, 
co-quadruplet to three males, became herself in the course of 
time the mother of triplets. Of 123 females born co-twin with 
males he discovered that no fewer than 112 had families, and 
that only 11 were without issue although married for several 
years. He concludes that “ females bora under the circum- 
stances we are considering were unproductive in the proportion 
of 1 in 10." 

Before drawing conclusions from these figures Simpson wisely 
turns his attention to the proportion of unproductive marriages 
in the society in general — a subject on which there was at that 
time no available information. He had the records of two 
large self-contained villages examined — Grangemouth and 
Bathgate-^'' one community chiefly of a sea-faring population. 
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and the other of persons engaged in agriculture and manufac- 
ture.” From these figures he concludes that, allowing for 
couples not yet married for five years, one marriage in ten was 
without issue. With admirable resource he “ extended the 
basis of data ” by examining the histories of marriages con- 
tained in a work on the “ British Peerage ” for 1833. In this 
case the proportion of barren marriages was, he found, 
1 in 6J. 

Simpson could now “form a just conclusion” that females 
born co-twin with males were at least as productive as females 
in general. He adds that error, if any was present, was in 
the direction of over-estimating the number of barren marriages 
in these females : 

“ In relation to such a question as the present, all minds are too 
liable' to be impressed with and recollect instances illustrative of 
the supposed rule and common opinion, whilst the apparent 
exceptions to it are unattended to or forgotten.” 

Further, Simpson found that the fruitfulness of these women 
was not impaired. The average number of children born to 
each mother was 4 A while in the control group (this modern 
technical term is not used by Simpson 1) the corresponding 
number was 4i 3 u -. 

“ The whole enquiry,” he observes, “ forms an apt illustration of 
an old remark, that in Medicine it often requires a much greater 
extent of observation and research to disprove satisfactorily an 
alleged and accredited fact, than was ever expended, either upon 
the original development or subsequent confirmation of it. In the 
present instance, the results have turned out to be perfectly contra- 
dictory to the opinion which I, in common with others, held regard- 
ing the infccundity of the female in doublc-sexcd twins, when I 
commenced looking into the subject; and instead of finding my 
preconceived ideas confirmed by the investigation, they have, on 
tho other hand, been completely confuted by it." 

Finally, Simpson expresses great surprise at the phenomenon 
of the freemartin : 

“ For certainly it cannot but be considered as an extraordinary cir- 
cumstance, that, in the cow, the twin existence in utero of a male 
along with a female should, as a general principle, lead to so great a 
degree of malformation ... in the sexual organs, and in the 
sexual organs only . . . and be limited entirely to the repro- 
ductive organs of the female twin, while those of the male twin are 
perfectly and fully developed. . . . The whole scries of circum- 
stances, when considered in conjunction with each other, seems to 
form, in relation to the origin of malformations, one of the strangest 
and most inexplicable facts to be met with in the study of abnormal 
development.’’ 

Can we wonder at Simpson’s amazement ? No explanation, 
no glimmer of understanding, was possible. Knowledge of 
“ chemical messengers ” in the blood stream was more than 
half a century ahead. 

As an example of a perfectly constructed paper, written in 
clear and arresting English, this publication of Simpson’s must 
bo hard to match. And how strange it is that the false belief 
he so clearly exposed and so forcefully dispelled should to this 
day linger on in some parts of our country 1 

J. Chassar Mom. 


Reports of Societies 


CHELSEA CLINICAL SOCIETY 
The third dinner meeting of the session was held on Dec. 14 
at the South Kensington Hotel, SAV.7, with the president, 
Mr. Nils Eckhoff, in the chair. A most interesting discussion on 
“ Films and their Influence ” was opened by Mr. Sidney 
Gilliatt, of the 1. Arthur Rank Organization, and Mr. Noel 
Langley. A sound film showing cinematic technique from its 
inception was also exhibited. The discussion was continued 
by Drs. Stewart Webb, Seth Smith, Keane, Eckenstein, Chad- 
wick, McCormick, Guy Davnes, Skene Keith, Guy Beauchamp, 
Mr. Havelock Allen, Mr. Cutler, and Judge Norman Daynes. 
Mr. Gilliatt and Mr. Langley replied. 


The Ministry of Transport has issued Amendment No. 3 to The 
Ship Captain's Medical Guide. 1946. It advocates “ paludrinc " as 
the best propli) lactic against malaria, and states that this drug will 
In future replace mepacrine in the Ship’s Medical Scales. Copies of 
the Amcrdmcnt arc obtainable from H.M. Stationery Office or 
through any bool, seller for 3d. 


Correspondence 


Malaya Branch of B.M.A. and R.M.B.F. 

Sir, — You recently published (Nov. 13, 1948, p. 875) a letter 
from me expressing the thanks of the Royal Medical Benevolent 
Fund for gift parcels for the beneficiaries of the Fund sent by 
members of the B.M.A. in New South Wales. It is now my 
pleasant duty to inform your readers that gift parcels have also 
been sent by your members in Malaya. The recipients hate 
been deeply touched by the kind thought of these colleagues far 
away when the donors themselves can hardly be living in a 
bed of roses at the present time. I send a message of heartfelt 
thanks to you, Sir, in the hope that it will thus reach all those 
who have shown such kindness and generosity. — I am, etc., 

Webb-Johnson, 

President, 

Royal Medical Benevolent Fund. 

Whither Tuberculosis ? 

Sir, — I was most interested to read Dr. G. Lissant Cox’s letter 
(Dec. 25, 1948, p. 1118), as I myself have been .concerned about 
certain trends discernible in the plans which are being outlined 
for the new regional chest services. It seems to me that some 
serious mistakes are about to be made. Dr. Cox suggests 
that if the chest physician or tuberculosis officer becomes too 
“ clinical ” he is in danger of losing his soul, and, although 
this is probably an overstatement, yet Dr. Cox is 'right in 
essentials and as usual has put his finger on (he most important 
point at issue. 

In the past I have always advocated that as far as possible 
chest clinics should be sited in the out-patient departments of 
general hospitals not only in order to rescue the T.O. from his 
isolation and to subject him to stimulation by the contact with 
and criticism of his fellow physicians, but also so that these 
physicians should come to understand something of the work 
that goes on in a chest clinic and see perhaps for the first time 
what real environmental medicine is. For it is in the environ- 
mental field that the old tuberculosis service did such great 
pioneer work. I had not foreseen, however, that with the 
acceptance of this principle the chest physician would be 
tempted to devote himself exclusively to clinical work and to 
desert the task which previously he had on the whole done 
very well. Yet this is precisely what is going to happen unless 
a stand is made. Chest physicians are demanding beds in 
sanatoria where they can treat their patients and “ see them 
right through,” as they say, and sanatorium physicians are 
asking for a share of the clinic work. Such a policy has a 
superficial attraction but it ignores the realities of the problem. 

The treatment of phthisis from activity to quiescence is a 
very complicated business, requiring experience, patience, and 
skill. A pneumothorax is easy to induce, but its complications 
are numerous and, in unaccustomed hands, frequent. Many 
a patient would have lived a great deal longer if it were as 
difficult to do a pneumothorax as to do a thoracoplasty. 
Furthermore, therapy is becoming even more complicated by the 
introduction of specific drugs. I feel, therefore, that sanatorium 
physicians have a task before them which should exercise all 
their skill. The chest physician’s job on the other hand is 
quite different, requiring a different sort of person. He has on 
the clinical side a wide field of differential diagnosis (for tuber- 
culosis caff simulate most other diseases) and minor therapy. 
His clinical ability must be no less than that of the sanatorium 
physician, for the assessment of the present condition and pro- 
bable trend of an individual case requires skill and understand- 
ing which can only be acquired by experience in all branches 
of tuberculosis work. The exercise of clinical judgment only 
in diagnosis and assessment should not deter the man of the 
right temperament from this job, for it has compensations in 
the sphere of human relations. He has to do with management, 
aftercare, rehabilitation, and above all prevention. This latter 
covers such matters as sociology, psychology, and non-party 
politics, and will soon include the use of B.C.G. 

It is on the field of prevention that the battle against tuber- 
culosis will be won. as with so many diseases in the past, while 
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in the sanatorium-beds the individual casualties will be treated. 
Thus the chest physician's job can be one of the most satisfying 
in medicine. He should regard it as a reproach to his work 
if a patient is found in his area with bilateral phthisis. He 
should be ashamed of it and inquire closely how it came about. 
All his new cases should be minimal. It may even be that with 
improvements in bacteriological technique a new horizon of 
diagnosis is in sight, that in the future our patients will be 
x-ray negative and T.B.-positive, and that with proper manage- 
ment and advice we shall be able to prevent the onset of 
radiological phthisis. . This may seem at present an impossible 
vision, but no one can deny that the outlook in the tuberculosis 
world has become immeasurably wider and clearer in the last 
ten years. With these considerations in mind and many others 
too numerous for a short letter, the task of the chest physician 
should be seen as one which gives both intellectual and emo- 
tional satisfaction. It would indeed be an exceptional man who 
could do it well and at the same time conduct good clinical 
therapy. — I am, etc.,- 

Aylesbury, Bu3:s. STEPHEN HaLL. 

Rheumatoid Arthritis and Ruptured Tendons 

'Sir, — I have read with interest the paper by Dr. G. D. Kersley 
(Nov. 27, 1948, p. 942) and Dr. Peter London’s letter (Dec. 11, 
1948, p. 1039) on ruptured tendons in patients with rheumatoid 
arthritis. , Early this term my attention was drawn to the 
condition found in certain shoulder-joints in the dissecting room. 
Out of 22 joints examined 10 showed some sign of arthritic 
change, and in 6 there were gross changes. In these 6 specimens 
the long head of the biceps tendon was fixed to the bicipital 
groove in the region of the surgical neck of the humerus. 
Judging by the atrophic belly of the muscle, 1 would say that 
the tendon had ruptured and become secondarily attached to 
the humerus. It would seem that the condition is much more 
common than has been previously reported, and I am arranging 
for a search to be made regularly in dissecting-room material. 
— I am, etc., - ' ’ 

Department of Anatomy * J. T. AlTKLN. 

University College, • 

London. W.l. j 

Fibrositis 

Sik, — I n the letter by Dr. T. Blanchard Sellors (Dec. 18, 1948, 
p. 1082) I would humbly submit it is indeed a remarkable 
pathology that accounts' for his interpretation of the word 
“fibrositis.” I am not aware that there is as yet an agreed 
definition of this vexed word, and I think it is because there 
are so many individual interpretations of it that there is so 
much misunderstanding. This is clearly illustrated in the 
many letters appearing in the Journal since Dr. James Cyriax 
put forward his controversial yet masterly attempt (July 31, 
1948, p. 251) to clarify the issue. It is to be hoped that doctors 
will soon agree on some definite terminology. 

That the symptoms of fibrositis coming on for no apparent reason 
are all in fact *“ the result of articular lesions ” is well illustrated 
by the following chance occurrence. A man aged 56 complained of a 
painful and stiff neck. It had come on gradually during the last week, 
but when seen his head was flexed and he was unable to look up 
above the horizontal. On questioning, he said he had had pain and 
stiffness of his neck in 1943 and 1946. In 1946 he visited an 
osteopath, who “ stretched ” his neck so severely that he was much 
worse. 

The examination was instructive. The head was held stiff and 
was moved most cautiously. All movements were limited, but 
especially side flexion both to the left and right and rotation of the 
chin to the left. Passive movements were only slightly increased, 
being limited -by pain. Resisted movements caused notably no pain. 
On palpation there was marked tenderness on the right postero-lateral 
aspect of the neck, mostly localized opposite C2-C3, slight tender- 
ness between spinous processes C2-C4, and much tenderness at the 
occipital insertion of the right trapezius and semispinalis capitis 
muscles. The left trapezius (upper outer border) was very tender. 
Shoulder and elbow-joint movements were free. 

A course of radiant heat and massage was arranged the same day, 
ns he had found it of benefit before. However, the following day 
he phoned the masseuse asking her not to come, as when be woke 
up that morning he found he could look around naturally, move 
his head freely in all directions, and was quite free from pain. On 
examination later this was confirmed. A truly remarkable 
" fibrositis.” 


The diagnosis was that of derangement of a cervical inter- 
vertebral joint, C5-C6 or C6-C7, osteoarthritis with loose-body 
formation in a man of this age being very common. Reduction 
or replacement of the loose body had occurred naturally. Con- 
firmation of this diagnosis was presented in a letter from the 
patient's previous doctor, who reported as follows : 1942, 
lumbago and sciatica ; 1942, severe fibrositis of neck ; 1943, 
coccygodynia ; 1943, neuritis of left arm, secondary to stiff 
neck ; 1946, right suprascapular fibrositis ; 1946, some anaes- 
thesia of left forearm. 

It is interesting to note the combined cervical and lumbar 
disk lesion, which is so frequent an occurrence, and to observe 
the value of manipulation in such lesions. 1 — I am, etc., 

Ryde. Isle of Wight. TRHVA.V HaMBLV. 

Reference 

1 Cyriax, J., Rheumatism and Soft Tissue Injuries, 1947, London. 

“ Comedomastitis ” 

Sir, — F or some time I have been puzzled by two cases of 
" chronic mastitis ” which did not fit into'the usual description 
of this disease. 

The first case I saw at the Metropolitan Hospital three years ago, 
when a married woman of 50 presented herself with what appeared 
clinically to be a scirrhous carcinoma of the breast. It was not 
until after radical mastectomy that the tumour was sectioned and 
the breast revealed caseous debris in the large ducts and a cyst which 
was filled with similar grumous material. The pathologist reported 
that there was no evidence of malignancy in the portion of the 
breast and that the condition was one of chronic cystic mastitis; 
he remarked that the ducts and cysts were filled with -milk-like 
debris. 

The second case occurred in private practice last year, and was in 
a single woman of 3S who had multiple smooth swellings in both 
breasts. Clinically there was no evidence of malignancy, and 
chrome cystic mastius was diagnosed. A biopsy was performed in 
order to reassure the patient that the condition was not malignant, 
and it was found that a thick grey material could be squeezed from 
the large ducts like toothpaste out of a tube. The pathologist 
reported that microscopic section showed chronic cystic mastitis, 
but he noted that several of the larger cysts were filled with milk- 
like debris resembling a galactocele. 

I could find no reference in the literature to a description 
of this condition. Sampson Handley mentioned duct catarrh, 
where plugs of epithelial debris blocked up the ducts, and 
Cheatle had noted dilated ducts with retained secretion in 
carcinomatous breasts. Tice, Dockerty, and Harrington’ have 
recently given a full account of this condition under the name 
of “comedomastitis.” They state that: 

“ Comedomastitis is a disease of the breast characterized by dilata- 
tion of the lactiferous ducts, which are distended with inspissated 
grumous material that may be expressed from the cut ends of the 
ducts much as comedones are expressed from ordinary blackheads. 
It is a disease of the large ducts, in contrast to chronic cystic mastitis, 
which is a disease of the acini and ductules. Marked clinical similarity 
to mammary malignancy may be present when comedomastitis results 
in an indurated area of the breast which is fixed to the skin and is 
. associated with a retracted nipple.” 

There is little doubt that this condition is a definite patho- 
logical entity, although it is intimately related to chronic cystic 
mastitis ; as Tice, Dockerty, and Harrington point out, time 
may prove that the two types are responses to different hor- 
mones and that comedomastitis is merely a phase in the 
constantly changing panorama of breast pathology. — -I am, etc.. 

El Alio Hospital, Peru. JOHN M. JaCRSON. 

Ri n ju xri 

1 Sirs. Crrxc. Obuel., 194S, S7, 525. 

Treatment of Infertile Marriage 

Sir, — I disagree with the criticisms of Miss M. Moore White 
and Dr. E. Friedmann (Dec. 11, 1948, p. 1035) of Mr. Christie 
Brown's paper. They surely seem to have missed the main 
object of his article. Most people who deal with infertile 
marriage will agree with Meaker's' view that sterility often 
results from multiple causative factors. He further points out 
that any one of these factors is often insufficient in itself to 
prevent conception, whereas all of them combined are able to 



ucpress we ierumy level oeiow-tne threshold tor conception. 
On the other hand, the removal of one of these impediments 
will often result in a rise in the fertility level above the threshold 
for Conception. This of course is the explanation why different 
procedures in the past have all had their zealous advocates. 

Furthermore, many women seek advice on account of 
sterility but are unwilling to submit to special investigations. 
Mr. Christie Brown describes a simple plan which would appear 
to help a reasonable percentage, and it certainly warrants further 
trial in suitable cases. Miss Moore White and Dr. Friedmann 
also appeared to have overlooked that this simple plan was only 
advocated in cases where there was no clinical evidence of 
abnormality. 

Mr. Christie Brown performs another useful service in stress- 
ing that the foetal environment is partly genetically controlled. 
In other words, the maternal capacity to retain the foetus 
depends on an adequate supply of hormones, which in turn 
depends on a healthy, well-developed chorion. The other 
factor, of course, is the capacity of the uterus to respond. 
Evidence and proof of the latter condition have now been pro- 
duced, and a similar condition has been described in certain 
types of “ anovulatory ” menstruation. Proof of ovulation has 
been seen at laparotomy and normal hormone secretion shown 
by urinary assay, and yet the endometrium has not shown the 
usual response. 

Without question, all the basic requisites for conception, 
production of ova and sperms, existence of an uninterrupted 
pathway, and a satisfactory nidation surface should ultimately 
be investigated, but surely there is no harm in trying this simple 
plan for some two or three months. Our object should be 
to achieve conception, and this does not necessarily include 
the cure of all the factors that are responsible for the infertility. 
— I am, etc., 

London W 1 E. ROBERT REES. 

Reference 

1 Amer. J. Obstet. G>nec. t 1930, 20, 749 
Breast-feeding 

Sir. — D r. H. R. E. Wallis (Dec. 25, 1948, p. 1121) courteously 
supplies me with some American statistics in support of breast- 
feeding. What a pity it is that we should have to go to America 
for these as well as for our bread-and-butter. One sees clearly 
that more bottle-fed babies die in infancy from gastro-enteritis 
and pyloric stenosis, but surely this is inevitable, as most of 
them have had digestive troubles since birth. At least in most 
practices a baby is left at the breast till something goes wrong, 
and the weaklings go to the wall or rather to the bottle. 

Your correspondent is not impressed by my four healthy 
bottle-fed children and the conviction, born of twenty-five years’ 
observation in general practice, that the mythical benefits of 
breast-feeding are one great big fairy story. Let me quote my 
late partner. Dr. C B. Hutchinson, who has five healthy bottle- 
fed children and over fifty years of similar experience. He 
assures me that he has never been able to determine any extra 
incidence of disease or lack of immunity in bottle-fed children 
during adolescence or later life, and he warmly supports my 
view that much unhappiness and maternal misery could be 
saved by early recourse to weaning. If our ideas are sound, 
as I sincerely believe they are, it is only fair to our present-day 
mothers that we should be able to speak comfortable words 
to them when they relinquish the almost impossible task of 
synthesizing wholesome milk from snock, scraps, and sausage 
meat. 

Ncarh fifty \ears ago, when I survived bottle-feeding in the 
had old da>s when only two or three indifferent baby foods 
were available, there was a very strong case for breast-feeding. 
In spite of this I have been blessed with personal health and 
vitality above the average. Now that such excellent baby foods 
.ire available at nominal prices I feel that the case for forced 
breast-feeding has collapsed and that wc should, in fairness to 
our overworked voting mothers, relieve them of this extra 
physical drain on the slightest pretext instead of starving their 
babies to breaking point. And I should like to be able to 
assure them with authority that they are in no way jeopardizing 
their bain's right to health and happiness in the future, — I am. 
etc., 

James S. Halt.. 


Perichondrium in Vascular Surgery 

Sir, — As a plastic surgeon I have no experience of vasculs 
surgery, but I have followed with interest all the great advance 
in the latter during the last few years. All plastic surgeons at 
interested in the reaction which occurs or the reception given t 
similar and dissimilar tissues when brought into contact vvit 
each other — this is the basis of successful grafting. In additioi 
a few years ago I did some research work on the subjec 
examining histologically the effects produced in rabbits’ tissue 
by the introduction of a large number of substances. Per 
chondrium, when stripped from the costal cartilages, is toug 
and fairly strong, and has the property in an unusual degree c 
forming rapid adhesions to other tissues, promoting a lots 
fibrosis and itself undergoing contraction. It would seem thi 
these are properties which vascular surgeons are seeking i 
ligature material. 

If sufficient perichondrium can be obtained for the case 
would have the advantage of being living tissue, and woul 
quickly form strong adhesions to the blood vessel conceme 
and to surrounding tissues ; it would not be absorbed lik 
catgut, nor produce necrosis like silk (if tied tightly), an< 
moreover, would tend to get tighter as it contracted. Thj 
contraction starts as soon as the perichondrium is free ; then 
fore it should be removed only immediately before it is wantec 
With the use of vitallium or acrylic tubes for uniting a divide 
artery it is admitted that the weak point is the ligature, a 
indeed it must be, for the free ends of the blood vessel beyon 
the silk ligatures must inevitably die if the ligature is tigh 
enough, because of the destruction of the vasa vasorun 
Whereas with fresh perichondrium new live cells grow an 
would unite the blood vessel and the ligature very quickly, anc 
moreover, instead of getting slack, it would get tighter. 

I have used perichondrium chiefly for securing individui 
muscles of the face when they have by accident been avulse 
from their attachments with the production of considerabl 
disfigurement and disability — e.g., the orbicularis oculi. Stranc 
of perichondrium used thus get a firm grip of the muscle an 
periosteum and promote adhesions most satisfactorily, and 
do not know of any other substance, vital or non-vital, whic 
will accomplish this purpose more than temporarily. Fasci 
lata is quite useless for the purpose ; it has no adhesive c 
gripping properties, and a knot tied with it rapidly come 
undone unless very carefully sutured. 

As for the reasons for this adhesive reaction, it may be thi 
more histamine is released by damaged perichondrium cel 
than by cells of other tissues, and that this produces a stron 
local reaction on contiguous tissues ; or the clue may lie i 
the following sentence taken from Wells’s Chemical Patholog 
(1925, p. 470): “ Chondroitin is a gummy substance, whic 
in turn may be split into acetic acid and a strong reducing sut 
stance, chondrosin. Chondro-sulphuric acid is the characteristi 
component of cartilage, but is also found in the walls of th 
aorta and other elastic structures." These suggestions are offere 
in the hope that by the pooling of experience some benefit ma 
accrue. — I am, etc., 

Wellington, New Zealand. H. P. PtCKERILL. 

Millilitres Correct 

Sm, — It is still the practice amongst manufacturers of medics 
requisites to state the dosage of their liquid preparations i 
cubic centimetres instead of the correct official millilitres. Thcr 
may be laudable exceptions, but if so I have not come acros 
them. One of the reasons which have been given to me fo 
adherence to this incorrect nomenclature is that if millilitre 
were used many doctors would not understand them and un 
certainty and confusion might result, especially when prepara 
tions were injected, since doctors generally use syringes markei 
in cubic centimetres. 

I cannot believe that the millilitre is a strange and confusin, 
measure to doctors ; presumably they have used it from th 
beginning of their studies. Certainly all their measuring vessel 
are graduated in millilitres, and this unit, not the cubic centi 
metre, is official in the British Pharmacopoeia. Moreover, th 
enlightened policy of the British Medical Journal must by noi 
have made the whole medical profession familiar with th 
millilitre. This being so, I do not think that a syringe markei 
in cubic centimetres would cause confusion, but nowadays sucl 


Ken* 



Jan. 8. 1949 


BRITISH MEDICAL JOURNAL 


Advertisement 


F 1 0 b a 


in the relief of pain 


ip 


'vr»V 






Culmination of four years’ work in the Glavo Research T eh ora tones 
was the recent synthesis o: an analgesic exmc.tmg unique properties. 
Originally coded ' C B.l 1 the compound has been the subject of many 
cluneal tr.als including tnat reported in the finish Med-csl Journal (1948, 
2,563) 'Keptalgm '—the name now adopted — was shown in these tests 
to abolish pain and little or no cortical depression or drowsiness was 
observed. 

'Heptalgin 1 has an analgesic potency about six times that of morphine, 
twenty tmes that of pethidine and at least three times that of amidor.e ; 
yet its acute toxicity is relatively much lower than that of these other 
compounds. Indeed, all available evidence points to a prominent place for 
' Heo'alc.n ' m the future of analges a 
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a wrongly marked syringe is a reproach to the manufacturer. 

. The British Standards Institution has issued a specification for 
syringes in which graduation in millilitres is prescribed, and 
makers should follow this prescription. I understand that 
syringes correctly marked in millilitres are now obtainable. 

It is conceivable that many doctors, far from being perturbed 
by millilitres, may regard the statement of doses in cubic centi- 
> metres as indicating that manufacturers are behind the times 
and as evidence’ of ignorance or carelessness which may extend 
■ beyond the use of an incorrect unit of measurement. It seems 
to me that the adoption of the millilitre would be a “ selling 
point” for manufacturers — evidence that they are up to date 
and- correct in this and presumably in other matters relating 
to their business. — 1 am, etc., 

London. W.14 J- ■ vI - HAMtLL. 

Mineral Oils in Bread 

Sir, — I n a letter published in this Journal (Aug. 21, 1948, 
p. 401) under the beading “Liquid Paraffin in Baking" it was 
shown that the use of even highly refined mineral oil in quantity 
as an ingredient in cakes involved a potential hazard to health, 
r This conclusion was based on microscopical examination of 
cake batters which revealed that minute droplets of mineral oil 
1 of panicle size less than 0.5 /> persisted after baking. Evidence 
has been obtained by Frazer' that oil of such particle size can 
be directly absorbed through the intestinal wall and may lead 
to liver and other damage. 

A detailed study of the potential distribution of mineral oils 
in bread has now been completed. Suggestions have been made 
to the baking industry regarding the use of such oils as tin- 
greasing agents and machinery lubricants, in which contact with 
dough may lead to some mineral oil absorption. It would 
appear that in view of the findings described later a clear 
distinction may be drawn between this form of use and 
incorporation of mineral oil in quantity as an ingredient in 
baked products. . 

The inherent dangers in the uncontrolled use of mineral oils 
have recently been reviewed 1 - 5 and their use as ingredients in 
foodstuffs condemned. These views are based on such evi- 
dence as interference with the absorption of carotene, vita- 
min D, calcium, phosphorus, and vitamin K, and the ability 
of mineral oil to destroy cells in the lymph nodes and to induce 


shown no evidence of these films dispersing into droplet form. Thus 
it may be regarded that pure oil used as a grease or lubricant in bread 
production does not result in emulsion formation, and it is believed 
that subsequent emulsification in the bowel does not occur and that 
the chance of absorption through the intestinal Trail is remote. 

The difficulty of carbon tetrachloride extraction of the total 
inineral oil in breads and e\ en pure starch loaves ** containing 
Known quantities led us to the view that some of the oil was firmly 
pound to the crumb. A laboratory experiment was designed 10 copy 
somewhat the processes occurring when bread containing up to 2% 
inineral oil was ingested. Bread was boiled with 0,5N hydrochloric 
acid for a short time to imitate the breakdown caused by mastication, 
and the mixture was then rendered slightly acid and incubated at 
38° C. for about 24 hours in the presence of the enzymes diastase 
jind pancreatin to imitate the digestive process. It was found that 
the mineral oil still adhered to the residue resulting from this degra- 
dation and was little dispersed in the arid solution. This type of 
undigested residue might be compared with the roughage excreted 
from the human system. It is noteworthy that a parallel experiment 
in which glyceryl monostearate was added to the digest gave similar 
results. 

It would appear, therefore, that mineral oils, when present in 
small amounts in bread, will not be liberated to any marked degree 
internally and that the possibility of emulsification and subsequent 
absorption is slight. Even this risk is eliminated should small 
residual quantities be metabolized, and evidence obtained with the 
paraffin deuterohexadecane* has indicated that such metabolism may 
well occur. The quantitative determination of mineral oil in bread 
will be described elsewhere. A survey of the quantity oi -mineral oil 
present in loaves purchased from 16 sources in (Jreat Britain has 
indicated that the majority of bread examined falls within the 
recommendations suggested to the industry as a result of our 
investigations. 

It has been suggested that bread should only contain mineral 
oil (1) if the quantity does not exceed 2,000 parts per million, 
and (2) if the chemical purity is not below that of liquid 
paraffin B.P. In these circumstances we believe that pure 
mineral oils may be safely used for the purposes specified in 
quantities not greatly exceeding 2,000 parts per million, as the 
chance of emulsification of oil in the bowel appears to be 
much smaller than with the same oil undiluted, and that at 
this level of usage the oil is probably largely excreted with the 
roughage, any residue being completely metabolized in the body. 
— We are, etc.. 


The British Batdng Industries 
Research Association. 
Chorleywood. Herts. 


J. B. M. Cop pock. 
M. A. Cook sos. 
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(when impure) tumours in rodents. In certain cases necropsies 
on human subjects known to have used mineral oil over a long 
period have shown the presence of oily deposits in the lymph 
nodes. It must be emphasized, however, that there appears to 
be no substantiated evidence of refined mineral oils producing 
carcinogenic effects on ingestion, and the experimental evidence 
on the heated oils is still inconclusive. It might be thought that 
as doueh is baked in an oven at 450 F. (232° C.) there is some 
possibility of the formation of harmful oxidation products. 
This, however, is unlikely to occur, since the internal dough 
temperature is less than 212° F. (100° C.), and .even .at the 
point of contact between the dough and baking-tin oxidation 
will be slight in the atmosphere of carbon dioxide. r prevai!ing 
consequent on the fermentation conditions. 

In view of the available medical evidence we have been 
cuided in framing recommendations to the industry largely by 
the more clearly defined physiological defects which might 
accompany uncontrolled usage. These defects appear depen- 
dent on the oil being finely emulsified and absorbed through 
the intestinal wall. Alvarez 5 has shown that even after inges- 
tion in the liquid form emulsification may subsequently occur, 
being effected by the bile salts, oleic acid, and glyceryl mono- 
stearate present in the bowel and acting as emulsifiers. 

Microscopical examination of bread doughs containing mineral 
oil stained with scarlet red has shown that the degree of dispersion 
depends on the efficiency of admixing the oil with the dough. 
Emulsification of the oil with the water present in the dough does 
not occur, and the oil either is distributed as a thin film inside the 
douch when mixing is slight or, when thoroughly mixed, it forms 
a film apparently surrounding each starch particle and/or penetrates 
the gluten in the form of an unbroken macro-film. These latter 
conditions do not occur to any appreciable extent in baking practice. 
When °'l > 5 used to prevent dough adhering to the baking tin it 
forms a thin laser over the dough and is slightly absorbed during the 
baking. Observation of oiled bread doughs— baked in a micro- 
oxen by the technique described in the above-mentioned letter— has 
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Purpura Complicating Pregnancy 

Sir. — I read with interest the article by Dr. J. A. Chalmers 
(Dec. 11, 1948, p. 1020) on purpura haemorrhagica as a compli- 
cation of pregnancy but cannot agree with some of his conclu- 
sions. In a review" of the available literature on this subject 
in 1943, descriptions were traced of 68 cases of purpura during 
pregnancy, 75 cases having been stated to have been reported 
up to that time. It was shown that of the described cases only 
5 could be classified as true thrombocytopenic purpura — the 
rest being purpuric manifestations of a variety of septic and 
toxic conditions. Some, indeed, were shown to be clinically 
cases of scurvy. 

In the 5 true cases (which included one C- W. F. Burnett 
and I reported) all the mothers recovered completely. Hence 
true purpura complicating pregnancy does not appear to be a 
fatal condition. The fatalities occurred among the other cases, 
where the purpura was associated with such conditions as 
septicaemia and poisoning by various drugs. Furthermore, in 
the 5 true cases treatment varied in each case (in one case 
splenectomy w-as performed), but there were no fatalities, and 
spontaneous and complete recovery followed parturition in all 
cases. Treatment apparently has little influence upon the 
ultimate outcome. The amount of post-partum haemorrhage 
was in no case excessive, and it is obvious that efficient uterine 
contraction is still the factor of paramount importance in the 
prevention of haemorrhage. 

In the case reported by Burnett and me the initial symptoms 
of severe epistaxis and widespread ecchymoses appeared at the 
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fourteenth week of pregnancy, and a platelet count at that 
time showed 15,000 platelets per c.mm., and at no time during 
the remainder of the pregnancy did the count rise above 
163,000 per c.mm. At delivery the count was 76,000 per c.mm., 
' and yet despite a perineal laceration there was no undue loss 
and the puerperium was uneventful. The infant’s platelet 
count at the end of the first week was 332,000 per c.mm., and the 
mother's count gradually returned to normal over the ensuing 
6 months. At no time did the patient have any specific treat- 
ment for her purpuric condition. 

It appears, therefore, that (1) the figures quoted by Dr. 
Chalmers are not all cases of true purpura, and (2) there is 
nothing in the available literature to support the statement 
that the mortality cate is high or to provide any basis for 
dogmatic principles of treatment. — I am, etc., 

Manchester. J- KLASS. 

Reference 

1 Burnett, C. W. F., and KJass, 1., J. Obstet. Cynaec. Brit. Ernp., 1943* 50, 393. 
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Retaining Patency of Veins 

Sir, — The method described by Drs. A. J. Palmer and A. H. C. 
Walker (Dec. 4, 1948, p. 985) for ensuring patency of veins after 
cutting-down for transfusion, while no doubt effective, is too 
complicated to become generally adopted. It also suffers from 
the disadvantage that the wound is not closed while the cannula 
is in situ, hence presumably the reference to infection of the 
wound. The sutures described are designed to prevent leakage 
-from the vein after removal of the cannula, but the same end 
can be achieved by direct pressure of a dressing. 

A simple method of ensuring patency of veins after cutting-down 
is as follows: The vein is exposed in the usual way and the distal 
part tied off with silkworm gut or with some other non-absorbable 
suture material, the ends of which are left long. The cannula is 
inserted and tied in the vein the same way. The wound is then 
almost closed with one or two skin sutures, and the long ends of 
the tics on the vein are brought out of the wound alongside the 
cannula, fn order to take out the cannula, the suture fixing it is 
pulled on until the knot appears and it is then cut out with fine 
scissors. The suture tying off the distal end of the vein is removed 
in the same way, and immediately a pressure dressing is applied. 
Surprisingly little bleeding occurs, and the wound in the vein seals 
off rapidly. Advantages claimed for this method are simplicity, 
closure of wound at U'mc of insertion of cannula, and the avoidance 
of buried catgut. 

I would emphasize that in routine ward work cutting-down 
should be the last resort, and where possible a needle or trocar 
and cannula should be used. These latter methods often fall 
into disrepute because of inadequate immobilization of the arm, 
causing displacement of the needle. This state of affairs is 
largely due to the fact that it. is commonly believed it is possible 
to immobilize a limb with one back splint. Experience, how- 
ever, shows that to ensure immobility of the limb at least three 
splints in the form of a box are necessary, or, alternatively, a 
light plaster cast should be used. — I am, etc., 

Hcii fax A. W. Fowler. 

Calcified Cyst of Spleen 

Sir, — Mr. J. H. Donovan's article (Dec. 25, 1948, p. 1106) 
records an interesting case of calcified cyst of spleen. He points 
out that his is the second case recorded in this country. This 
prompts me to mention that Mr. J. I. P. James and I published 
a case of calcified non-parasitic cyst of the spleen in 1943.* 
Cysts of the spleen present diagnostic difficulties, and in our 
case diagnosis was made before operation mainly on radiological 
evidence. The radiological features were : a round cyst in the 
left upper quadrant the size of a large orange, with a calcified 
rim, elevating the left diaphragm ; the barium-filled stomach 
was pressed upon by the cyst and pushed to the right ; the 
splenic flexure was displaced downwards. Intravenous pyelo- 
gram showed downward displacement of the left kidney. These 
radiological signs seem to be characteristic of splenic cysts, 
since they have also been described by other authors. Benton : 
suggests that the downward displacement of the splenic flexure 
is almost pathognomonic of large cyst of the spleen. 

Calcified non-parasitic cysts of spleen are usually believed to 
be the result of trauma. Although no history of injury could 
be obtained in our case, signs of old haemorrhage were found in 


the calcified cyst. ' In Dr. R. W. Bazeley’s case,” referred to b 
Mr. Donovan, a severe accident with fracture of the left lowe 
ribs preceded the detection of multiple calcifications and of i 
large calcified cyst of spleen. On the evidence of the sever 
injury to the left lower chest and the presence of a larg< 
calcified cyst in the left upper quadrant with pressure signs oi 
neighbouring organs similar to those seen on the radiograph 
in our- case, I felt justified during the discussion on the casi 
in suggesting a diagnosis of calcified cyst of spleen of traumatii 
origin. — I am, etc., 

London, W.l. A. ELKELES. 
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Draconliasis 

Sra, — I read with great interest Dr. \V, L. M. Perry’s repoi 
from Nigeria (Dec. 25, 1948, p. 1107) of his operation on a lei 
inguinal hernia associated with a female specimen of Dracimct 
his medtnensis in the hernial sac. In view of the comment th: 
no previous record was available of the occurrence of guine 
worm in this situation Dr. Perry and others amongst yqi 
readers in the Tropics might be interested in a similar ca: 
report which I submitted from Hyderabad (Deccan) and whit 
was published in these columns (Sept. 16, 1933, p. 528). 

The points of clinical interest in my own case (which wa 
J. felt, quite inadequately presented through a very' scanty knot 
ledge of helminthology and a complete lack of access to tl 
literature of the subject in such localities) were these: an indire 
right inguinal hernia containing small intestine and gangrenoi 
omentum was strangulated with the guinea worm, a female ‘ 
cm. long and alive, in close relation to the neck of the sac; 
hydrocele present on the same side was also dealt with. A m 
come feature of the operation was the unaccustomed ease wi 
which this long worm came out intact, without any need fi 
having recourse to the usual dodges, such as injection of mercur 
chloride solution, for facilitating its extraction. The patieni 
convalescence was uneventful. — I am, etc., 

Huddersfield ' W. E. THOMPSON. 

Steroid Metabolism and Frontal Lobes 

Sir, — D r. F. Reitman (Dec. 18, 1948, p. 1064) publishes 
series of twelve 17-ketosteroid urinary estimations (based c 
the biochemical work from Charing Cross Hospital 1 ) bo; 
before and three to four months after bilateral prefront 
leucotomy. It is interesting and instructive that the Y 
ketosteroid results from this operation should conform on tl 
whole to those obtained from unilateral adrenalectomy. In h 
series the average drop was from 13.4 mg. a day to 9.47 m 
a day, and Cases 9 and 10, with kc'tosteroids of 23.6 mg. an 
20.3 mg. a day, look suspicious of cortical overactivity. 1 
our last published analysis 3 of unilateral adrenalectomy tl 
drop in the excretion of 17-ketosteroids in the cases in Group 
(post-pubertal virilism) was as follows: 


i 

Pre-operative 

Post -opera the 

Average of 41 tests 

17-6 

8*5 

Good results 

17-5 

6-8 

Improved 

19-1 

9-9 

Remained the same 

151 

S-4 


As a general observation we regard a drop of 50% or ove 
associated with the better results. The clinical results in thi 
series were: 



Group II 

Cushing’s Type 

Psychological 
Symptoms Present 

Cases 

88 

14 

15 

Good 

16 

"> 

3 

Improved 

45 

U 

B 

Remained the same 

to 

I 

2 

Deficient information . . 

14 

. 



Died from other causes . . 

3 


— 


Dr: Reitman does not go into any clinical details, but w 
have experienced psychosomatico-sexual changes of varyin 
degree in a fair number of patients, and most of them havi 
benefited by unilateral adrenalectomy. > 
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An extreme case of tins kind was described in 1939,* and the 
patient has remained perfectly well and was last reen a >ear 
or two ago There is this curious twin control in the evolution 
of sex precocity and Cushing’s syndrome, where the svndromes 
may respectively emanate from a hypothalamic tumour or baso- 
phil adenoma of the pituitary, or both from hyperplasia or 
tumour of the adrenal cortex, associated with increased output 
of androgens, which establishes the differential diagnosis Now 
H would seem that the pituito hypothalamic mechanism may be 
controlled bv frontal impulses as far as the excretion of andro- 
gens is concerned, vicariously or direct from their production 
in the adrenal cortex — I am, etc , 

London W t f L R BROSTER 
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Toxicity of Soluble Phenytoin 

Sir, — A s I wus going through the article by Dr T N Nauth- 
Mtsir (Oct 2, p 646) I was reminded of a similar case under 
m\ care 

A patient, 32 years old, had been an epileptic for the last 16 years 
and had potassium bromide, phemitone, phenobarbitone, and pheny- 
toin sodium in \anous doses at different times In spite of that he 
ured to get attacks quite frequently He came under my observa- 
tion from December, 1946 I started with If cr (0 1 g ) of phenobar 
bitonc dailv in three divided dores Sul! his fits were not controlled, 
re I advised him to have one capsule (0 1 g) of phenytoin sodium 
•red 1 gr (65 mg ) of phenobarbitone He had such a line of treat- 
ment for two and a half months In spile of this he used to get fits 
once a month or so I increased the dose of phenytom sodium to 
two capsules a day, with 1 gr of phenobarbitone Even after this 
there was no change in the frequency of attacks He came to see me 
on Oct 7, 1947, complaining about his unsteady gait and neadache 
On questioning he told me that this had started on Oct 3, 1947 and 
hoys' he was completely incapacitated On examination I found 
that he had cerebellar ataxia, but 1 could not come to any conclusion 
about the causation of the condition I examined him again and 
nouced that he had hypertrophy of gums It was now quite clear 
he had been having phenytom sodium two capsules (02 g) daily for 
seven months The drug was stopped and he completed recovered 
in four davs No other measures were taken 

Mv case differs from Dr Nauth-Misir’s case in that mv 
patient had cerebellar ataxia after such small doses as 0 1 g 
daily for 24 months and 0 2 g daily for seven months, while his 
was a case of an acute severe toxic reaction (with cerebellar 
ataxia, etc ) after a single heavy dose of 250 tablets of 0 1 g 
— I am, etc, 

M-medsbad India S C KtSUMGAR 

Temperature Recording 

Sir — I have read the interesting article on temperature record 
mg m children b> Professor Alan Moncneff and Dr B J 
Hussey (Dec 4, 1948, p 972) and the comments in the annota- 
tion (p 991) on this particular subject It seems that despite 
the fact that temperature recordings have been common routine 
for centuries there are still differences of opinion on the various 
ways to record temperature and their significance 

In this connexion I would like to mention that temperature 
differences exist not only at various sites but even under the 
axilla if taken at the same time on both sides I have been 
taking bilateral axillary temperatures in cases of pulmonarv 
tuberculosis for some time and recorded differences The 
differences seem to be connected with underlying disease m the 
chest, and thev vary from fractions of a degree to 1° C In 
cases of unilateral disease the temperature is higher on the 
side affected, and m bilateral disease on the side of greater 
activity The differences are more manifest if recordings are 
made over a period of ten days — taking temperatures morning 
and evening on both sides for ten minutes with ordinarv mercurv 
thermometers 

Before inducing an artificial pneumothorax in cases of 
bilateral disease, besides other factors I find it useful to take 
bilateral temperatures, and I start an artificial pneumothorax 
on the side where greater activity is indicated bv the average 
hicher temperature — I am, etc , 

Harold Court Sanatorium ^ EIVBERGER. 


POINTS FROM LETTERS 

Diagnosis of Tuberculous Meningitis 

Dr P E Fitzpvtfick (Belfast) writes I was extreme interested 
in Dr J T Lewis s letter (Dec 11, 1948, p 1CT6) on the early 
diagnosis of tuberculous meningitis by cerebresptnal fluid exammn 
tioa, especially m relation to the fall "in the glucose content Wha' 
to my mind is equally important the recognition of early clinical 
signs and symptoms, as this lead* to earLer hosp tahza ion anc there 
fore earlier examination of the C S F and earlie- treatment I ha%e 
m mind four cases of this disease which had, all of then, the same 
sisns and symptoms All four were boys of ace group 5-10 years 
In all a family history of pulmonary tuberculosis was presret In 
each case, abouv three months before the orret of the cerebrel 
symptoms of headache, vomiting, photophobia, strabismus, etc, it 
was nouced that there dey eloped on the hands, trunk, and krees 
particularly a crop of small papillomata, not unHke moliureum 
contagiosum, irregularly distributed Associated with this were 
irritability and lassitude, wuh a dismclinauon to plav games or to 
take an interest m toys Inside three months all dey eloped ramble 
symptoms — mostly headache, intermittent temperature, occasional 
vomiting and what to my mmd was most significant of all, night 
terrors Haying the possibility of tubereulous menmgnis m mird, I 
sent all four to hospital with a tentative diaenoas of tuberculous 
menincitis In each care this was confirmed by the presence of 
tubercle bacilli m the # C S F and a reduced glucore ccnten f It 
would do interesting to know if this crop of small papillomata might 
be the skm manifestation of the mass dissemmauon of some 
abdominal, pulmonary, or other focus of tubercle bacilli, affecting 
at the reme tune the meninges and later producing all the Mgns and 
symptoms of tuberculous meningitis 

Herpes Zoster 

Dr Edgvr Palmer (Lvdd, Kent) writes The treatment of this 
distressing complaint has been characterized bv many differert pro 
cedures and has been unsatisfactory in the past As it is known tha* 
it is due to inflammation of the posterior nerve roots caused by a 
yirus, and as it is also known that hexamine is excreted into the 
nerve sheaths, it seemed reasonable to prescribe this drug Ove- a 
period of ten years m a rural prncuce, without the controls possible 
m a hospital I ha\e found that tab hexamuv* gr 5 (0 32 g) tds„ 
pc, has giyen most excellent results, causing the lesions to dry up 
quickly and the irritation and pain to subside rapidlv I have not 
had a case of post herpetic neuralgia since usmg this drug 

Temperature Recording 

Dr S L Frank (Preston) write* From recent correspo^deree 
there seems to be some doubt as to how long a thermonerer should 
be left m position This must varv from care to case, as the rate 
of heat transference from the tissues to the thermometer bu’b is 
\anable and depends on such yariable factors as the degree of dila- 
tion of the b^ood vessels concerned Thus in a suspected append ~itis, 
where the expected pvrexia is onh slight and the penph-ral vessels 
may be constricted from some degree of shock, it may be well over 
five minutes before equilibrium js reached between the ora! tempra 
Jure and the temperature of the mercurv It folio vs that the only 
correct way to take a temperature (irrespective of the site ured) is 
to wait until the mercurv stops nsinc — w practice, until two succes- 
sive half minute readmes are the same In teaching this method I 
have found it necessary to ensure that the thermometer is net shake** 
down between each half minute reading 

Clouding of Surgeons’ Spectacles 

Dr C G Kay Sharp (Leeds) wmtes ^ith reference to the letters 
cn this subject from Mr G K Rore (Dec 4, 1948 p 99S) and 
Mr R V\ood Power (Dec 25, 194S, p 1123) may I draw attention 
to the fact that the problem of clouding of vpretacles has been 
solved by the provision of contact lenses ** The lenses are kep f free 
from clouding by the movement of the eyelids The average con- 
tinuous wearing time is four hours — long enough for most surgical 
res ions 

Procaine Penicillin 

Dr L Greenfield (London, N 5) wn*es The introduction of 
procaine penicillin suspension has reived many of the difficulties of 
penicillin administration in general practice The handhna of the 
respension, however, prerents a difficulty wh ch to rerre extent 
neutralizes the advantages At present the substance is exhibited 
in rubber-capped bottles from which aspiration into the svnncs even 
throuch a wade bore needle is not easy There «eems to be no 
reason whv it should not be presented in 1 ml ampoules, from wh ch 
die suspension could be aspirated into the wnnre with the needle 
detached The injection into the patient, using a needle of as small 
a bore as size 12, offers no difficulty and enures little discomfort 
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R. H. MILLER, M.D., F.R.C.P. 

Dr. Reginald Henry Miller, who died in hospital in London on 
Dec. 23 at the age of 69, was consulting physician to St. Mary's 
-Hospital, London, and the Paddington Green Children's 
Hospital. 

The son of Dr. Andrew Miller, of Hampstead, he was 
educated at Charterhouse and at St. Mary’s Hospital. He 
graduated M.B. in 1905 and proceeded M.D. in 1907. Dr. 
Miller was a general physician with a particular interest in 
paediatrics. He was medical registrar and pathologist at the 
Hospital for Sick Children, Great Ormond Street, in 1906-8, 
and he acted as secretary of the Section of Diseases of Children 
at the annual meeting of the B.M.A. in 1911. He was elected 
F.R.C.P. in 1917, and was an original member of the British 
Paediatric Association and an honorary member at the time of 
his death. He. was the first editor, together with the late Dt. 
Hugh Thursfield, of the Archives of Disease in Childhood, and 
himself contributed a number of important articles to the 
literature on diseases of children. • 

Dr. Miller was a recognized expert on mental deficiency in 
children and a visitor for the County of Middlesex under the 
Mental Deficiency Acts. He also wrote extensively about 
rheumatic fever and heart disease in childhood. At Paddington 
Green he was responsible for starting the first supervisory clinic 
for rheumatic children in the London area. In 1939, soon after 
the outbreak of the recent war,- he left London to become 
medical director of the Park Prewett General Hospital at 
Basingstoke. 

Dr. T. Pearse Williams writes:. The passing of Reginald 
Miller removes one more of that group of physicians who by 
their writings, based largely on clinical observation, did much 
to advance the art of paediatrics in the first thirty years of, this 
century. I first met Reginald Miller in 1919 at St. Mary’s, and 
later became a colleague of his at Paddington Green Children’s 
Hospital. His fine figure, commanding presence, and resonant 
voice were combined with a ready wit and extensive knowledge 
of our language. His carefully chosen comments at committees 
were at times devastating, and he coined some most pertinent 
aphorisms. It was at Paddington Green that Miller carried 
out most of his work on tire coeliac disorder, gastromegaly, and 
juvenile rheumatism. He discussed his problems' freely with 
his colleagues, particularly with H. W. Perkins in the patho- 
logical department. Miller had a childish love of car riding, 
and for some years I called for him regularly to drive him to 
his rooms in Harley Street where, except for his hospital visits, 
he spent most of his days. I also lunched with him regularly 
and gained much from the breadth of his knowledge, bis ready 
sympathy, and his interest in the development of paediatrics, 
particularly with the foundation of the British Paediatric 
Association. Miller’s disposition was shy and sensitive, often 
masked by remarks apparently rude but rarely intended to be 
so. In 1911 be published a textbook, The Medical Diseases of 
Children , a copy of which I have before me. I doubt if any 
more recent publication has surpassed it in quality. He was 
much hurt by criticism which he felt was unfair and unjust,' and 
could never be persuaded to revise the text for a further edition. 
A sincere Catholic, he yet had much of the Puritan in his nature 
and was almost ascetic rin his habits. He worked quietly and 
unhurriedly, typing all his own letters, for neatness was a 
passion with him. His relaxation in the summer was a visit 
to Lords. He talked much of his family, in whose development 
he gained much happiness. His transfer to Basingstoke in 1939 
broke the steady routine of his life, and be was little seen in 
London thereafter. Despite much importuning of his colleagues 
at Paddington Green, he never returned to take up work there, 
much to our regret. For much personal kindness I could never 
adequately repay him, and at the Children’s Hospital we mourn 
the loss of a very dear friend and colleague. 

Dr. Thomas Hunt writes: As a physician Reggie Miller 
possessed the great gift of recognizing serious illness almost 
instinctively, and, though there might be little to suggest it to 
others, he seemed at once to he able to pick out the important 


from the trivia!. He was essentially humble in his own esfe. 
tion, and was never impatient in listening to the views of cite 
however junior. His patients were devoted to him, and lj 
gentle kindness on his ward rounds was an inspiration t- 
students. As a teacher he will be long remembered for ii 
wit and paradox and his quickness at finding the >noi jj,i> 

At times Ins In/y. almost flippant, manner and his large 11'’; 

- he was over 6 ft, 3 tn.~xecmed to give an impression c! 
indifference ; indeed, with minor ailments he could be haul!; 
bored Bm with an ill patient or an anxious relative he sto:! 
that understanding and sympathy which was part of his un- 
gentle natme. As a man he hated violence and bustle, ri 
both wars were a great ordeal to him. By temperament he i:- 
sensitive and cautions, with many of the attributes of the artist 
His health was not good .md for some years before his drat 
he had had to take enre ol himself and avoid strain andostr- 
exertion Miller was at his best with children, and his veil 
on coeha^ disease, duo.lcr.il ileus, and especially rheums; 
Ever ns' outstanding. He had little sympathy with msi 
modern ps.chuuric teaching and in particular disapproved el 
the Freudian school, but his vows on the psychosomatic aspects 
of disease were in many v ly-, remarkably ahead of his tire 
Miller v as an expert prc'-criber, with a remarkable memo,", 
for mixt'.rcs and closes, and he used medicines with skill and a 
fine reg rd for their \aluc as well ns their dangers. Rem: 
Miller u is one who. te-mclt he could be biting and esc 
sarcastic d it was necessary nevertheless delighted in sayir: 
nice thi j,s about othcis: w return he was almost childishly 
happy a. knowing of his friends' affection and at feeling that 
he W'as welcomed and appreciated. Mis many friends will mom 
the loss of a personable whose charm, wit, brilliant conven- 
tion, anil gentle nature will not soon be found again. 

Will KM S USMAN, M.D. 

Dr. Wil iam Susman. who died suddenly on Dec. 23 at the 
early age of 53. had h ,-n for many years lecturer in morbid 
anatomy and histology ,n the University of Manchester. H: 
was a graduate m art*, and medicine of Queen’s University, 
Kingston. Ontario, and his interest in pathology was already 
obvious in his student da.s. After qualifying in 1923 he wit 
awarded a Hoffmann fellowship and spent two years in Edin 
burgh, where he studied under Lorrain Smith and held a numbe 
of junior appointments in the pathological departments of tin 
University, the Royal Infirmary-, and the Royal Mental Hospital 
In 1925 he went to Manchester as assistant lecturer in bacterio 
logy in the department of pathology under Shaw Dunn. I 
recent years his main hospital appointments had been those o 
senior pathologist to the Manchester Royal Infirmary an 
honorary- pathologist to the Manchester Royal Eye Hospita' 

Dr. Sus man was a keen research worker and published som 
twenty-five papers. Many of these reflect his special interes 
in diseases of the ductless glands and include a classical pap e 
or. atrophy of the adrenals as a cause of Addison’s diseas 
which was published in the Journal of Pathology and Bacterii 
logy in 1932. His paper on intraocular • tumours, w’hic 
appeared six years later in the British Journal of Ophthalmology 
has also been recognized as outstanding. In recent years admini 
strative work, both within and outside the University, ha 
claimed much of his time. He was an active member of tb 
Board of the Faculty of Medicine and of its various committee: 
A member of the British Medical Association since 1924, he wa 
a member of the Non-Professorial Group Committee fror 
1937 to 1946, of the Special Practice Committee in 1938— 9 
and of the Special Committee on Patents in 1944-5. Medics 
lecturers throughout the country have reason to remember hir 
gratefully, for he was largely instrumental in founding th 
Association’s Non-Professorial Group, which grew steadily i 
strength and influence under his chairmanship. 

A vigorous and effective teacher of morbid anatomy an 
histology, Dr. Susman had a clear grasp of the needs of th 
medical student, and he nev-er lost the zest and freshness tha 
keep teacher and student in contact. Many generations o 
students will remember him with respect and affection. Hi 
great experience was always freely at the service of hi 
colleagues and others, and his loss as a consultant will b 
widely felt. 

From 1915 to 1919 Dr. Susman saw service in the Canadiai 
Army Medical Corps, in the 8th and 2nd Duke of Wellington’ 



OBITUARY 


Btstttr 

MZD'CAI. JOCUXAL 


■! Jan 8 , 1949 


egiment, and in the Royal Flying Corps, and he Has twice 
' ounded , in the recent war he served as a medical officer in 
ne Home Guard He is survived by his wife and one son, a 
'tudent of medicine, and to them all who knew him Hill desire 
o express their sympathy 


Dr John Moffat Logie, of Burntisland died on Dec 20, 
nd with his passing Fife has lost an outstanding person- 
lit} in the medical profession He was proud of the fact that 
te came of humble stock, and, in his own words per uas 
htras" he qualified as a chemist and with his savings went on 
.0 graduate M B, Ch B at Edinburgh Umversitv in 1910 For 
i time he was a house surgeon at the Royal Infirmarv, Dundee, 
md then he settled first m Aberdour, later moving to the 
neighbouring busier town of Burntisland From there Dr 
Logie conducted a large general practice and endeared himself 
to manv patients He was medical officer of health to the town 
of Burntisland — one of the few remaining medical officers of 
smaller burghs He was the embodiment of all the good quali- 
ties which go to make a first class family doctor So successful 
was his medical career in his own town that he received a 
public presentation on his recent retirement Dr Logie read 
wadely, and was a keen student of the classics all his life He 
was an active member of the B M A in Fife, and took a great 
interest in its work His contributions to discussions were 
aKvavs marked by his complete honestv of purpose and opinion 
He was a past president of the Fife Branch A sincere church 
man he was closelv identified with the affairs of St Serfs Burnt- 
island where a memorial service for him was held on Dec 22 
and attended by many of the local people He is survived by 
his wife and daughter to whom we offer our svmpathv — J M 

Dr Arthur Anderson, who was senior medical officer of 
the Glasgow Education Health Sen ice, died on Dec 22 at his 
home in Victoria Park Gardens at the early age of 53 Dr 
Anderson was an MA of Glasgow Umversitv and graduated 
MB Ch B in 1922 He proceeded M D m 1924 and tooN 
the DPT! in 1943 He was appointed senior medical officer 
only in January, 1948, but more than twenty -four vears of his 
professional career had been devoted to the Glasgow Education 
Health Service During this time Dr Anderson made a special 
study of rheumatic disease in school children, and he was expert 
in eye conditions and refracUon One of his greatest interests 
was in the nutrition of the children and he was ever watchful 
that the school meals should provide a good balanced diet At 
the time when he acted as school medical officer for the Partick 
area he knew practically every child and parent in his district 
Dr Anderson was held m the highest esteem by his colleagues 
and was popular with teaching staff and pupils alike On the 
appointment of the late Dr J Miller Young as senior medical 
officer of the Education Health Service, Dr Anderson was 
appointed senior assistant medical officer He was a good 
administrator and assisted materially in the building up of the 
department to meet the provisions of the recent Education Act 
He was an elder of Partick Parish Church and an active member 
of the Partick Medical Association He had few hobbies out 
side his work, to which he gave his whole attention Dunne 
the war*} ears Dr Anderson trained many hundreds of the 
citizens of Glasgow in the essentials of A R P and first aid 
He is survived By his wife and a daughter 

Dr George Henry Chavasse Mold died on Dec 24 at the 
age of 64 Dr Mold studied medicine at Birmingham University 
and graduated M B , Ch B in 190S After a brief period as a 
house physician at the General Hospital, Birmingham, he went 
into general practice During the 1914-18 war he served as a 
captain m the R A M C , and not long after demobilization he 
settled in Sussex 

G S writes Dr Mold came If Cross in-Hand, Sussex, over 
nineteen vears ago and a few vears later we became partner* 
One could not have had a more loyal partner, nor a more 
conscientious or harder worker He never spared himself in 
spite of ill-health during his last few years here He served on 
the National Insurance'Comnnttee for East Sussex and helped 
in Red Cross work He found a home to retire to in Gloucester- 
shire, where he was enjoving his garden and a well earned rest 
His last illness came unexpectedlv, and although he knew the 
end could not be long delayed he bore it verv bravelv and 
showed great courage Even a week before he died he dictated 
part of a letter showing interest in old friends here 

Dr Kasvrgod Soxivnvth Bhvt died recently at Karkala, 
South Kanara, Madras Province, India at the age of 63 
Dr Bhat, who studied medicine at Madras and later at 
St Bartholomew s Hospital, qualified in 1915, and was in 
practice in SE London for many vears During the war he 
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acted as medical officer for a number of the Bermoudsev shehers 
He returned to his native province onlv in 1944 

Dr K Malik Writes Dr Bhat was my friend during the Iasi 
twentv six years He did for ire and a number of others in the 
same circumstances a great service — namelv, gave me a start 
He not only bought instruments, mcludirg a dental chair, but 
sent us patients He was always gruff, monosv liable, and no 
too well dressed, but he vvorled hard and gave generous'} Hi* 
learning was very wide He always knew the latest medical 
literature, the best articles on che*s, and he was interested ir 
botany His tvpe is rare He never spole of his good deed* 
but I discovered many, alwavs in roundabout wavs — althoueh 
T saw him for many vears at least once a week The world l* 
the poorer for his lo*s and manv of us are the sadder 

Dr Cranston Walker writes To students Arthur Robinson 
(Dec 18, 1948 p 1084) had manv outs’anding characteristics 
The movements of his spare figure were quick, energe'ic, and 
accurate His decisions also were quick, and his intentions pro 
ceeded immediately and smoothly into ac'ion He rever seemed 
to waste a moment His speech though quiet was equallv 
quick and efficient His manner of entering the dissecting room 
was an economical rebuke cons derabh effective to anvore 
who lounged or slouched He disallowed smoking there H * 
knowledge of human anatomy was amazing and his under 
standing profound He knew the bodv with intimate famihantv 
not onlv as it is usually placed and described, but in anv attitude 
and from any aspect or direction in broad view or m the 
minutest detail He could answer any question, however recon 
due, without an instants hesitation and apparentlv with con 
plete infallibility Evidentlv he had p-epared himself for ni* 
work of teaching anatomy with most exacting thoroughness find 
devotion He probably had great powers of visualization, and 
in three dimensions , so that in his mind any structure under 
attention stood out solid m a translucent bodv and round it he 
could see vmdlv, as he liked, anv other structures, and could 
remove them replace them, or render them transparent at will 
m order to make plain any matter of structure or relation 
His blackboard drawings were done with great rapiditv He 
appeared to be building up structures, or occasionallv cutting 
down on them according to the solid images in his mind, not 
drawing after memorized diagrams He often used the broad 
surface" of the chalk to cover areas quickly subordinating the 
use of outline He earned on research with persistent vigour 
especially in embrvologv, but never allowed this to encroach 
on his teaching His devotion to this, and to the needs cf 
anatomy students at all stages was so eager and so successful 
that infection with his zeal was inescapable It was perhaps 
most felt m his informal dissecting room tutorials He had no 
need to assert authontv his manner was alwavs that of a 
helpful energetic fnend — who had given considerable attention 
to anatomv — leading suavelv to knowledge and understanding 


Medico -Legal 


MSCERAL TRANSPOSITION AS A DEFENCE 
[From Olr Medico Legal Correspondent] 

A voung man on trial for murder in the Central Criminal 
Court in Dublin recently adduced a defence that had probablv 
never been attempted before that he was a case of trans 
position of the viscera and therefore incapable of a normal 
degree of self control ' He was 28, and for about eighteen 
months had been keeping company walh a widow of 35, to 
whom he was passionatelv attached. He was drawing a small 
vvace as a chemist's assistant, and had just failed to pass an 
examination which would have advanced him professional]! 
In a field which the couple used to frequent thev had — accord 
mg to the accu'ed — a qua-rel but of an unimportant kind 
The woman spoke of leaving him , there was some sort of a 
struggle in which thev both lost their foohne and he found 
his hands round her throat and, without being able to control 
what he was dome, continued to squeeze it until she lost con 
sciousness He then felt the heart, dragged the body some 
distance by the hands, and repeatedly kicked the face, brea! - 
mg the bones He made no serious attempt to divert suspicion 
from himself He maintained that he had never intended to 
do her any harm and that something had snapped in his brain 
A general practitioner of Bally bumon. Dr John Hannan 
gave evidence that he had known the accused from his youth 
1 Duh’m Errr~r? Herald , OtU 18-22. 
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and that the mother had consulted him because her son had 
been backward and solitary. He said that the lad’s physical 
development had been poor and he had complete transposition 
of the viscera. Dr. Hannan maintained that this rare condition 
was often associated with mental deficiency, and put forward 
the theory' that it was a sign of a throwback to a mor£ primi- 
tive type of ancestor, and that a person affected by it could 
therefore not be expected to have the same restraint c> v er his 
emotions as an ordinary person. He declared his belief that 
the accused at the moment of the murder had been temporarily 
insane and reverted to a jungle type. The prison medical officer, 
Dr. T. Murphy, confirmed the transposition but said that this 
abnormality, though rare, had no significance and was found 
in perfectly healthy people. 

The judge directed the jury that there had been no evidence 
of provocation, and so the defence of manslaughter, oh which 
the accused also relied, would not stand. Moreover, no reason- 
able jury could in his opinion accept any of the evidence tend- 
ing to show insanity. Some people did insane things frpip time 
to time under the stress of emotions or passion, but their lack 
of self-control did not absolve them from responsibility in 
law for their acts. To prove insanity an accused perspn must 
•iViWf -x sk-feiL tovsot. <ivi svJ f - Vjww 

what he was doing, or did not know that it was wrong (the 
M’Naghten rules) ; otherwise he was responsible. The jury, 
after an absence of an hour and forty minutes, carfi e back 
with a verdict of guilty and a strong recommendation to mercy. 
The sentence of death has since been commuted to penal 
servitude for life. 


Universities and Colleges 


UNIVERSITY OF LONDON 

H. F. T. Deane has been approved at the examination for the 
Academic Postgraduate Diploma in Medical Radiology. 

UNIVERSITY OF MANCHESTER 
William Francis Nicholson, M.D., M.Chir., F.R.C.S., has been 
appointed Lecturer in Surgery in the University. 

UNIVERSITY OF LEEDS 

The Council of the University has appointed Thomas Duncan Day, 
M.D., as Senior Research Fellow in Experimental Pathology and 
Cancer Research. 

UNIVERSITY OF BRISTOL 

D. M. P. R. Clarke has been approved in Part II of the examina- 
tion for the Diploma in Medical Radiodiagnosis. 

ROYAL COLLEGE OF SURGEONS OF EDINBURGH 

At a meeting of the College held on Dec. 15, with Mr. Frank E 
Jardine, President, in the chair, the following, having passed the 
requisite examinations, were admitted Fellows: 

T. M Abbas. S Abel, A. F. Alexander, P. St. G. Anderson, R. W- Bailie, 
J. A Barclay, A. EE Bateman, H. A Benjamin, C. L. Bcynon. S. C. Bhau ac haryya, 
H G Biscart, H D W Black. J. S Boyd. I Bruce, A. Buchan G. puchanan, 
J. S Calnan J D Cameron, J A Campbell, N. A. Campbell, J S, Cason, 
Z. A. CUoudhurl, K S Clarke, K W Cochrane, R B. G Cook, J. \V Covne. 
C. S Dafoe. K H. Dalrymple. W J. Dempster, \V R Dickie, C. A P. D ona ldscm, 
A. G Gibb, C A GleadhiM, A G Gray, L M Green. W S. Hanna, P Harris, 
A. R Harper, C. J Hassett, J R. Hochhauser, V. S. Hughes- Davies, .ft- F. 
Jackson. E. W. Jeyaratnam, A JolTe, A M Keith, J R Kenyon. D. R Kilgour, 

S. S Kirtane, A. P Kitchin. J W Knox, T. Koonvisal, D W Lamb, A S. Lew ls . 
R. A Lindsay. Ursula M Lister, H K. Lucas J. T. Malr, R N G. Majumder, 

T. S Mntbeson, A, J. M. Mnthieson, A. B May. R. K Menda, I. |J Meyer, 
A. M Michael. J P. Mitchell. R. Morrison. J. Mosval A A Murfay, I H* 
McBeath R J M McCormack, A. B. McCulloch, D M Macdonald G H. D. 
McNaichi C G Naim. J G Napier. E. L Nicolson, T. H Norton. W D. Pater- 
son. B H Price. Ghias-Ud-Din Qazi. P T. Quinlan, M. S Qureshi, Florence C. R. 
Richardson, E F Rld'ey, L R Robson, P. E. Roland, N Roseniwe's. A. M. 
Sadrk, It K Sarkar. A S Scott. L S. Scott, R H Sewell Shrikrishna, J. J. 
Skapmker. A D Smit. P H E. Smith, E. F. G. Stewart, B A Thompson. G R. 
Thomson. N. Tunnell, P R. W'albaum, R. B Watson, Catrin M Williams, 
R. G. Williams, Eileen D. M. Wilson, D. Wright, J. H. Wrigley, S. Zi rin - , 

ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

Dr. H. C. Cameron, F.R.C.P., will deliver the Dr. John Bums 
Lecture in the Hall of the Faculty (242, St. Vincent Street, Glasgow) 
on Wednesday, Jan. 12, at 5 p.m. The title of the lecture is “The 
Beginnings of Modem Surgery, with personal recollections of Lord 
Lister." AH medical practitioners are invited to attend. 


Medical News 


Inquiry into Punishment 

The Home Secretary has appointed a committee to review th 
existing methods of punishment in prisons, Borstal institution' 
approved schools, and reform homes (other than corporal punish 
mem in prisons and Borstal institutions); to consider the proccdur 
adopted in inquiries into breaches of discipline; and to recommem 
whether changes in methods and procedure are necessary or desirable 
The members are Mr. H. W. F. Franklin (chairman), head maste 
of Epsom College ; Mrs. D. M. Bates, chairman of Leicester Cit 
Probation Committee; Dr. R. D. Curran; Mr. J. C. Jolly, K.C 
Recorder of Preston and member of the Home Office advisor 
council on the treatment of offenders ; Sir Leo Page, member of th 
Home Office advisory committees on probation and treatment o 
offenders; and Mr. E. V. Watering, member of the National Unio: 
of General and Municipal Workers. The joint secretaries are Mi 
D. Pettigrew, of the Prison Commission, Horseferry House, Thorne; 
Street, London, S.W.I, and Mrs. M. G. Kewley, of the Children’ 
Department, Home Office, S.W.I. Anyone interested in the worl 
of the committee is invited to communicate with one of th 
secretaries. 

Dr, Curran, who is an authority on the medical aspects of crime, holds tl 
post of psychiatrist at St. George’s Hospital. He qualified in 1927, taking tl 
Cambridge degree and the M.R.C.P. a year later, and the D.P.M. in 1930. H 
was elected F.R.C.P. in 1937. He served throughout the recent war in th 
R.N.V.R. as Consultant in Psychiatry* 

Lock on Dangerous Drugs 

New regulations made by the Home Office make it the duty c 
doctors, chemists, and other authorized persons to take proper care c 
dangerous drugs. The Home Office states that the courts will determin 
in any individual case what degree of professional necessity woul 
justify an authorized person in carrying or leaving unattended an 
dangerous drug which is not in a locked receptacle, but there woul 
seem to be no need for the prosecution to prove negligence wlie 
drugs are found otherwise than in a suitable receptacle. The Horn 
Secretary is advised that a car cannot be regarded as a receptach 

Administration of Water Undertakings 

The Ministry of Health has issued a new version of its “ Mcmc 
randum on the Safeguards to be Adopted in Day-to-Day Admin : 
stration of Water Undertakings ” (H.M.S.O. 2d.). It has been revise 
in the light of recommendations of the Gathering Grounds Sut 
committee of the Centra) Advisory Water Committee. Where th 
water supply comes from the headwaters of the stream or an intak 
near the source, the water undertakers should if possible obtai 
control of the gathering ground above the dam or intake and S' 
manage the land as to prevent pollution. When • control of th 
gathering ground cannot be obtained, the water undertakers shout 
frequently inspect it and seek the co-operation of farmers and house 
holders there, as well as of the local authority, to ensure that sewag 
and manure are properly disposed of. 

/ 

Wills 

Dr. Charles Morley Wenyon, late Director-in-Chief of th 
Wellcome Research Institution, left £6,593. Dr. Francis Benjamii 
Sutherland, formerly deputy commissioner of the General Board o 
Control- for Scotland, left £8,358. Miss Eugenie Leeson Willis 
F.R.C.S., who was chief assistant to the orthopaedic department a 
the Manchester Royal Infirmary, left £2,656. 

COMING EVENTS 

Society of Medical Officers of Health 

The second annual dinner of' the Services Hygiene Group of thi 
Society of Medical Officers of Health will be held at the Quadran 
Restaurant, 74, Regent Street, London, W., on Friday, Jan. 28, a 
7 for 7.30 p.m., with the president. Colonel H. D. Chalke, in thi 
chair. AH past and' present hygiene officers of the Services art 
cordially invited, whether members of the society or not. Applica 
tions for tickets (13s. 6d., including gratuities but exclusive of wines 
should be sent with remittance to the honorary secretary. Dr. G. M 
Frizelle, London School of Hygiene and Tropical Medicine, Keppe 
Street, London, W.C.l, as soon as possible. Dress:- dinner jackets 
with decorations. 

Ophthaimological Congress 

The Annual Congress of the Ophthaimological Society will bt 
held at the Royal Society of Medicine, 1, Wimpole Street, London 
'Y.I, on March 31 to April 2, 1949. The subject for discussion wil 
be " Corneal Grafting,’’ which will be opened by Dr. R. Townie; 
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Paten (New York), Professor A France^chetti (Genes a) Professo- 
G P SourdilJc (Names) and Mi J W Tudor Thomas (Cardiff) 
Members who wish to take par* in the subsequent discussion an. 
advised to mtimnte their intention before the opening of the Congress 
Members wishing to read papers are asked to send the ti *es to Mr 
Bndcennn as coon as possible Abstracts of papers should be cub 
nutted not Inter than Jin M, 1949 The annual dinner will be 
held on March 31 

Neurological Congress 

The 4th International Neurological Congress will U. h-ld m Pans 
on Sept 5-10 1949 Scientific business will compnee discussion< 
on four mam topics (1) the thalamus and its pathology 
(2) elcctro-encephalognphv and elcctrormoe nphv (3) virus diceases 
of the nervous svstem, (4) the <urgerv of oain Short 
papers on anv neurological topic will also be given, and 
members are invited to submit bv Feb 1, 1949, titles and 
an abstract of their communication to the cecretarv (Dr Macdonald 
Cntchlev, the National Hospital Queen Square London 

WCI) The lencth of the communication must not exceed len 
minutes No member mas give more than two communications 
Application for membership and all finnneni corn ibutiors must be 
made through the national committee fo» each countrv which will 
transmit all applications for membership and all subsenp ions to the 
General Committee m Pans Tnere are two classes of members 
(1) full members — ic, atl medical men or women interested m 
neurologv, and (2) associate members — 1 c non medical men or 
nomen interested m the Congress Every merob-r of the Sec ion of 
Neurologv of the Roval Soci a t\ of Medicine is invited to con 
tribute the sum of 10s towards the general expenses of tne CongTess 
(whether attending or not) The subsenpuon for fiiP members i 
£2 10s and for associate members £1 < s All cheques should b 
made payable to the Treasurer International C-m^res*, and sent 
to Dr hi J McArdle, 52a WimpoL Street London W I, before 
Apnl 1, 1949 


APPOINTMENTS 

J D W Pearce, MD, FRCPEd D P M ha b»en appointed 
Assistant JPhvsician to Departm r of P vchiatrv, St Van s Hospital, 
London, W 

Dr Pearce qualified at Edinburgh m 1 927 -nd after takirg the 

D P.M in 19X0 proceeded M D in 193* He moV th- M R f P Ed in the 'ame 
>ear, and was elected to the FeUowsh p in t Q 37 Dr Pearce has h^en sr«ia!Iy 
interested m th- ps\xhotocicat p-ob'-ms o f d-tinquency and has contributed to 
the medical press on the subject 

Robert Barer, M B , B S , of the Department of Human Anatom) 
in the University of Oxford has been appointed Alan Johnston 
Lawrence, and Mo^elev Research Fellow of the Ro>al Societ> for 
two >ears from Jan 1, renewable for a further three vears 

Dr Barer took the London MB BS with horours m 1942 ar Lnne'Sity 
College Hospital and has "orked o phas- contract micros op' publishirc - a 
paper on the subj-ct in the Qi n'ter!\ Jcurrnl cf Micros ropiccf Sri ercr tn IV 7 
He sensed m tb- R A M C dunne the "ar and "as awarded the b it tan n ro<s 
He will contmu- his worV at Oxford on the biological ard nedira ^ppiicanons 
of new methods of micro scop} with special reference to the Burch refl-ctins 
microscope. 

Clive. F Temple, M B., B.S . Acung Honoran Medical Director of the 
British Legion Village 

SOCIETIES AND LECTURES 

Mondav 

Medical Society of London, 11, Chandos Street C^vendi^h Square 
London, W— Jan 10, 8 30 pm " Treatment of Osteoarthritis 
of the Hip and Knee" Discussion to be introduced by Messrs 
W G Wauch and W A Law \ T 

\\ estminster Hospital School of Medicine Me) extern Lecture 
Theatre, Horeferry Road, London, S W — Jan 10 5 30 pm 
" Cancer of the Pharynx and Oesophagus" Clroico pathological 
demonstration 

Tuesdaj 

Chelsea Clinical Society — At South Kensington Hotel, 47, Queen * 
Gate Terrace, London, SW, Jan 11, 7 for 7 30 pm General 
meeting “ Radioactixe Isotopes in Treatment’ Discussion to 
be opened b) Drs D W Smithers and W V Mavneord 
Institute of Dermatology, 5, Lisle Street, Leicester Square 
London, WC — Jan 11, 5 pm 
Bv Dr I Muende 
Institute of Urologn — At St 
London, \V Jan 11. 11 aan 
Dr A H Harkness w r , 

Physiotherapists Association of Great Britain At Charing 
Cross Hotel, Strand, London, WC Jan II* 8 pm lsto ~ 

therap\ and Its Uses in Postural Deform ties” b\ Dr Edward 
Moore 

Roial College of Physicivns of London Pall Mall East *SW — 
Jan 11, 5 pm "The Cardiology of Old Age" Goulrtoman 
Lecture b Dr C J Gavev, FRCP 


‘ Histopathologx of the Shin 

Paul s Hosp la! Endell Street 
‘ A no rectal Gonorrhoea ' bv 


Wednesday 

Institute of Urologv —At St. Paul s Ho<p al, Endell S rcu 
Lordon, WC, Jan 12, U am, " Vut\o xagimtis," b> Dr W N 
Mascall 

London University, Senate Ho^e, WC— Jan 12, 530 pn 
"Tie Influence of General Heal l Sup^n is or on the Frep ier^% 
of Dental Caries in Groups of A oru egictn Ch J dren ’ Sp**c a* 
Umversitv Lecture bv Professor G Toverud Director of th* 
Department of Pedodontia in the Den a] School. Oslo 
Roval Faculty of Physicivns and Slrgeons of Glasgow, 242. 
St Vmcent S'reet, Glasgow — Jan 12, o pm “ The B*git rirgs o' 
Modern Surgerx with Persorcl Recollections of Lord Lister ’ fcv 
Dr H C Cameron 

Society of Chemical Industry —Jo nt m-etin^ of ih* *<icrebo 
logical Panel of the Food Group and the Societv for App T> ed 
Bacteriology, at Medical Sons v of London 11, Chando^ S f rc- 
W , Jan 12 2 H pm ‘ Mxcorrhiza end if e Grovih of Fc^r 
Crops * bv Dr M C Rayner, * \hcro orgartsrrs in RcJa ion to 
the Prod iction and Degradation of Soil Organic Ma'ter by 
G K Frazer,* Soil Antibiotics " b) Dr P V Brian Discussion 
South West London Medical Society — At Bolingb oke Hcspiral 
Wandsworth Common, SW Jan 12 8 15 pm ‘ D agnosis c~*d 
Treatment of Acute Mastoiditis’ b) Dr W A Hervev 

Thursday 

Institute of Dermatology, 5, Lisle Street, Leicester Square 
London, W r C — Jan D 5 pm "The Influence of Stress ir 
Dermatology ’ bv Dr H W Barber 
Institute of Urology — At St Pauls Hospi al, Erdell S ^eet 
London W C , Jan 13, 11 ajn " Gorococcal Infections of L PF"” 
Urinary Tract by Dr A H Harkness 
Pharmaceutical Society of Great Britain — At 17 Bloom^bL-v 
Square, London, W C , Jan 13 7 "0 p m ' London ard 

Pharmacy in the Sexenteen h Century bv A^m^s Lo'hian Ph C 
Royal College of Phnsicians of London Pall Mall East SW' — 
Jan 13, 5 pm "Tie Cardiology of Old Age" GoLbtcni 2 n 
Lecture bv Dr C J Gave), FRCP 
St Georges Hospital Medical School Hvde Park Comer 
London, S W r — At Large Lecture Thea re, Jan 13, 4 *’0 pan 
Lecture-demonstration Neurolog) 

Friday 

London Chest Hospital Victoria Pari E —Jan 14 5 p.m The 
Application of Collapse Therapy in Pulmonary Tuberculosis' ' bv 
Dr N Lloyd Rusbv 

Maida Vale Hospital Medical School. Maida Vale London. W — 
Jan 14 5 pm Case demonstration bv Profe sor S Nevin 
Roval Medical Society, 7 Melbourne Place, Edinburgh — Jan. 14 
S pm Address b> Mr I M Duthie 
West Kent Medico-Chirurgical Society — At Miller Hospital 
Greenwich High Road, London, Jan 14, 830 pan Clin cal 
meeting 

Saturday 

London Association of the Mfoic*l Wo'^en s Fed^ation — At 
Royal Free Hospital, Gra> ? s Inn Road, WC, Jan 15, " p rr 
Clinical meeting 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTH 

Fisher — On Dec **9 I9-*S at St Geese s Hosps^l lo Mary (Pepc.r) » /*■ 
of Dr R E W Fish°r a dau«ht-r 

MARRIAGE 

Habibts — Murray — On Dec 29 I9AS at St M’ry ard th- An-c's B’yTK- 5 - 
W Hom-r A Hab bu MD D C H cf la Porche'te' TeTa~e Lo-do~ W 
and Stella Mary Murray MB BS DCH c der d-»j-h er of Mr ^-<3 
Mrs J \ Murray of Streffcrd Hous* Bnahtcn Rc'd S^ncn Surrey 

DE.NTHS 

Abernethr — On D^r 26 194S at M 3 Crescent, London. N XA \icto 

Alexander Abemetfty L-R C P-AS I and L M 
Aldndce — On Dec 26 19-S al Boir—errou b Chari -5 Eraxtm Moonrz 
Aklnd~e M R C^ L R C P . of Ch^rford ICO R chraond Park Rtr’d 
BouT'-nnouth accd "l 

Anderson — On D-c 22 19-S at 3" V'Trtowa Park Girders SouJi G-as»n'J 
Anhur Arderson M D DPH ag^d ^3 
BaTthaor — On Dec 29 19-tS Ewald Mou^t Bal basar M R CS LR C P 
DPH of 492 Lea B idge Ro^d Leyton E 
Dcekray — On T>*c. 29 I9-*S Jo^n V err on Dockraj OBI MRCS 
LRCP of Stradbroke r-nr Dus Norfolk 
Ffoolkes — On Jan 2 19-9 it Gbn Hfjlo; AbT^'Ie Derbi^hshi'T Mcredydd 
FfoulVcs MRCS LRCP aged 62 

Gamd — On D-c 26 I94S Francis WitLan Garrad M D cf *0 Co dbatb 
Road Hanoca e ag-d 

Holiday — On D-c 26 194S at Teignmouth Hcr<ptt3.I Ed Ja B ’ve HoT^ay 
O B E Nl B B-S of St Arthonv B-shogsteisu cn I>ncn 
Hutehimon — On Dec 25 194S at Wonting Rj hard Cecil Hsudinscn 

MD DPH 

Mackay — On D-c 2S 1945 at Ch- 1 t-*'fcan Jam-s Mu'dccb Ma ka> M C 
MB Ch B late W est Afncan Medical S-mce 
Miller — On D-c 23 19-S at St Mary's Hesp Lo-don W Reginald H-nr> 
Mi Icr N! D FRCP of 32 Atb-> Gardens Lo-don NW 
Mold. — On D— 24 194S at 0"hard Leigh Earmgto-* G os Georg- Hen’'’ 
Ch’vass- Mo d MB Ch B late of Crcss-t- H’rd Snsscx ag-d 64 
Most man — On D-c 24 19-S at Bal-dr'ccd RiJochry Perttsfu-e Robert 

Arthur Mossman. L.R C-P tLS Ed aged 94 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of 'Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Dec. 18. 

Figures of Principal Notifiable Diseases for Ihe week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included) (b) 
London (administrative county) (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each Infectious disease, 
are for : (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland (d) 
The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1948 


1947 (Corresponding Week) 


Disease 










'(c) 




(a) 

(b) 

(O 

(d) 

(e) 

(a) 

(b) 

(d) 

(e) 

Cerebrospinal fever 

35 

5 


3 

1 

33 

1 

24 

— 

1 

Deaths 


*—* 

1 




1 

1 



Diphtheria 

124 

9 

36 

11 

5 

209 

19 

57 

11 

13 

Deaths 




— 


3 


— 

* 

1 

Dysentery 

54 

8 

46 

2 

1 

83 

16 

34 

— 

— 

Deaths 











Encephalitis lethargies. 











acute 

Deaths 


— 





— 




Erysipelas 



38 

4 

2 



45 

12 

5 

Deaths 











Infective enteritis or 











diarrhoea under 2 




40 

5 





30 

10 


years 

Deaths 

33 

2 

7 

1 

78 

7 

11 

3 

Measles* 

9,800 

180 

80 

60 

37 

3,209 

133 

501 

139 

19 

Deathsf 



1 

— 

— 

2 

— 

— . 

1 

— 

Ophthalmia neonatorum 

58 

2 

6 

— 

— 

53 

2 

5 

— 

— 

Deaths 











Paratyphoid fever 

Deaths 

i 

1 

KA) 

1(B) 




6 

11 

1(B) 



: 

Pneumonia, influenzal , 

1,082 

67 

12 

7 

1 

841 

61 

. 6 

6 

23 

Deaths (from mfiu- 

24 





15 





enza)t 

2 

— 

— 

— 

2 

3 

2 

4 

Pneumonia, primary . . 
Deaths 

292 

67 

451 

37 

8 

6 


50 

404 

24 

14 

16 

Polio-encephalitis, acute 

1 

— 




5 

— 




Deaths 











Poltomyelius, acute 

28 

2 

2 

— 

— 

55 

4 

13 

4 

I 

Deaths! 

3 

1 









Puerperal fever 


— 

4 




2 

13 


— 

Deaths 











Puerperal pyrc.xial| 

95 

12 

7 

1 

— 

135 

16 

10 

— 

— 

Deaths 








. 



Relapsing fever 

— 

— 



— 

— 

— 



— 

Deaths 





_ . . 






Scarlet fever 

1,426 

64 

288 

173 

42 

2,063 

159 

299 

44 

56 

Deathsf 



— 

— 

— 

1 

— 


• — 

— 

Smallpox 

— 

— 

— 

— 

— 

— 

— 



— 

— 

Deaths 




— 

— 




' 

‘ 

Typhoid fever 

7 

2 

1 

2 

— 

4 

— 

2 

5 

— 

Deaths 

— 

~ * 

— 

— 

— 

— 

— 

— 

■ — 

— 

Typhus fc\er 

— 

— 

— 

— 

— 

— 

— 

— 

A— 

— 

Deaths 




— 

— 





— 

Whooping-cough* 

2,471 

154 

178 

62 

14 

1,699 

122 

32 

27 

9 

Deaths ' 

6 

— 

— 

— 

— 

10 

1 

1 

1 

— 

Deaths (O-l >ear) 

325 

44 

52 

34 

10 

445 

4b 

6b 

37 

19 

Infant mortality rate 











(per 1,000 live births) 











Deaths (excluding still- 

5,326 


646 








births) 

Annual death rate (per 

891 

195 

129 

5,298 

779 

704 

217 

138 



1,000 persons ltsing) 



13 0 

12 2 




15 6 

137 


Lise births 

7,196 

1158 

1011 

305 

219 

7,858 

1186 

953 

290 

229 

Annual rate per 1,000 










persons living 



20 4 

19 I 




19 2 

18-3 


Stillbirths 

193 

23 

25 



201 

24 

2S 



Rate per 1,000 total 











births (including 

stillborn) . . 



24 





29 




• Measles and whooping-cougn are not notmable m Scotland, and the returns 
are therefore an approximation onlv 

t Deaths from measles and scarlet feser for England and Wales, London 
(administrate e county), will no longer be published 

* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

| The number of deaths from poliomyelitis and polioencephalitis for England 
and Wales, London (administrative county), are combined. 

II Includes puerperal fever for England aDd Wales and Eire. 


EPIDEMIOLOGICAL NOTES 

Discussion of Table 

In England and Wales there was a decrease in the notifications 
of measles 294, whooping-cough 51, diphtheria 20, and dysentery 
15. There were increases in the incidence of acute pneumonia 
55 and scarlet fever 16. 

The largest decreases in the notifications of measles were 
Lancashire 145, Yorkshire West Riding 126, Essex 86, and 
Middlesex 68 ; the largest increases were Durham 65 and 
Worcestershire 56. 

The largest rises in the incidence of whooping-cough were 
Kent 55 and Sussex 40 ; the greatest fall was London 33. The 
chief features of the returns for diphtheria were an outbreak 
with 8 notifications in Yorkshire East Riding, Holderness R.D., 
and an increase of 8 in Essex. The largest increase in the inci- 
dence of acute pneumonia was in the south-eastern counties, 
where the notifications rose from 66 to 105. 

The largest centres of dysentery were London 8 (Hackney 4) 
and Lancashire 8 (Liverpool C.B. 7). The largest return for 
acute poliomyelitis was Yorkshire West Riding 3. 

In Scotland increases were recorded in the notifications of 
acute primary pneumonia 54 and whooping-cough 19, while a 
decrease of 67 was reported for measles. The rise in the inci- 
dence of pneumonia was contributed by the western area of 
the country. 

In Eire there was an increase of 9 in the notifications of 
measles and a decrease of 12 for whooping-cough. 

In Northern Ireland the chief feature of the returns was a 
decrease of 26 in the notifications of measles in Belfast C.B. 


Quarterly Returns for England and Wales 

During the September quarter the birth rate was 17.6 per 
1,000, compared with 20.0 for the corresponding quarter of 
1947. The infant mortality rate was 28 per 1,000 live births, 
and was the lowest rate ever recorded for any quarter and 4 
below the rale for the third quarter of 1947. The 'stillbirth 
rate was 22.6 per 1,000 total births and was the lowest rate for 
any quarter on record. The general death rate was 9.3 per 
1,000 and 0.4 above the rate for the corresponding quarter of 
the preceding year. 

Quarterly Return for Eire 4 

The birth rate during the September quarter was 21.9 per 
1,000 and was 1.5 below the rate for the third quarter of 1947. 
The infant mortality rate was 38 per 1,000 registered births, and 
was the lowest rate yet recorded. The general death rate was 
10.5, and was 0.7 below the rate for the September quarter of 
1947. The death rate from the principal epidemic diseases was 
less than half the recent rates for the third quarters ; only 125 
deaths were attributed to these causes, and of these 69 were 
due to infantile diarrhoea and enteritis and 42 to whooping- 
cough. Deaths from pulmonary tuberculosis numbered 512, 
and deaths from other forms of tuberculosis 167 ; these were, 
respectively, 124 and 52 fewer than in the third quarter of 1947. 

Week Ending December 25 

The notifications of infectious diseases in England and Wales 
during the week included; scarlet fever 1,154, whooping-cough 
1,791, diphtheria 100, measles 8.959, acute pneumonia 792, 
cerebrospinal fever 22, acute poliomyelitis 17, dysentery 30, 
paratyphoid 3, and typhoid 4. 


The Ministry of National Insurance states that some people may 
get reduced sickness and unemployment benefit from Jan. 3. These 
are people who were already insured when the new scheme came into 
operation but whose total number of contributions paid or credited 
for the year ended July, 1948, including arrears paid since then, 
was less than 50. For instance, a man with less than 26 contribu- 
tions paid and credited in this period will not be entitled to benefit, 
but if he has more than this number the weekly rate will vary 
from 13s. with 26 to 29 contributions to 25s. with 48 or 49 contribu- 
tions. Similar reductions will be made for dependants’ benefits. 
Benefit may also be lost after Jan. 3 by those who have not yet 
handed in their 1947-8 contribution cards. Anyone v/ho still has 
this card in his possession is advised to take it at once to the 
employment exchange and get it replaced by a National Insurance 
card. 
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AT THE FIRST 




Clinical experience lias amply confirmed original 
reports on the value of ‘ Xeo-Epinine ’ in the 
treatment of bronchial asthma. Equal to adrenaline 
and superior to ephedrine in anti-asthmatic 
activity, it is relatively free from the undesirable 
sidc-c 'fleets of both these drugs. ‘ Xeo-Epinine ’ is 
administered simply, cither sublingually or by 
oral inhalation, thereby avoiding the necessity for 
iniection N«ucd for sublingual administration as 
compressed products each containing 20 mgm., in 
bottles of 25 and 100 ; and as 1 per cent Spray Solution in 
bottles of 10 c.e 


‘* 7^1 


•5 


ISOrR'iPVI.. , ADRENALINE SULPHATE 



BURROUGHS IVELLCj M E & CO. (The Wellcome Foundation Ltd.) LONDON' 



HE self-imposed arbitrary standard set for 
London Hospital Catgut at its inception 
is above that of the B.P. Codex and the 
U.S.A. Pharmacopoeia. The London Hospital 
standard has never been departed from and is 
still maintained. 

This outstanding feature, together with an 


elasticity (elongation) approximating 40%, 
affords the Surgeon perfect safety 1 in using 
fine sizes compatible with modem technique. 

When using London Hospital Catgut, we 
strongly recommend Surgeons to use B.P.C. 
sizes 2/0, 0, and 1 for general surgery' and 
B.P.C. sizes 3/0 and 4/0 for very' fine work. 



THE LONDON HOSPITAL (LIGATURE DEPARTMENT), LTD., LONDON, E.1, ENGLAN 

7 
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TRADE MARK 



BRAND 

theobromine and phenobarbitone 


tablets 

i 

The vasodilator and diuretic actions of theobromine and the 
sedative effect of phenobarbitone are combined in an effective synergistic 
form in 1 Theogardenal 

It is of great value in the symptomatic relief of hypertension. 

In therapeutic dosage it is non-toxic, has no cumulative effect and is well 
tolerated even when prescribed over lengthy periods. 


tablets : (theobromine gr. 5 and phenobarbitone gr. &) 

Containers of 25, 100 and 500 



manufactured by 

MAY & BAKER LTD 

mmmmmmmmmm distributors mmmm 

PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 
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Individually 

Designed 

SURGICAL 

SUPPORTS 

for 

Post Operative Wear 
Visceroptosis 
Deformity 
Maternity 
Herniae 

TRAINED CORSETIERES 
IN AIL AREAS 

BARCLEY CORSETS LTD 
WELWYN GARDEN CITY 
HERTFORDSHIRE 







il— ^L’. ljeaLV. . TdaeAvcLd : 


For the . 

‘ bilious ’ or 6 liverish ’ 
patient 

Debydrocbolin B.D.H. is dehydrocholic 
acid, the most active and least toxic of the 
bile acids. It is highly effective in aiding the 
digestion and absorption of foodstuffs, par- 
ticularly fats, and it promotes the secretion 
of bile, thus exerting a twofold action. 
Dehydrocholin B.D.H. is effective by mouth 
and is indicated particularly for the treatment 
of ‘bilious’ or ‘liverish’ conditions. 

Available in tablets each containing 
0.25 gramme. 

DEHYDROCHOLIN 

B.D.H. 

Details of dosage ard other relevant information on request 

MEDICAL DEPARTMENT 

THE BRITISH DRUG HOUSES LTD. LONDON N.l 
tel: clerkenwell 3000 crams: tetradome telex London 

Dhyd/EI22 
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Any Questions ? 


Correspondents should s ,nc their -names and addresses (nor for 
publication) and include all relevant details in their questions, 
which should be typed. Wc publish here a selection of those 
questions and answers Which seem to be of general interest 

Oestrogen Estimation 

Q . — What is the method of estimating oestrogen in urine and 
for n hat purpose ts it used 9 

A. — Many methods ha\e been, and still are being, used, and 
rone can be regarded as satisfactory Most of them consist 
basically in extracting the oestrogens with ether from a 24-hour 
specimen of urine. Thorough hydrolysis is also necessary to 
break up the oestrogen-glucuronic-acid combinations The 
fraction containing the oestrogens is then usually assayed 
according to its ability to produce cormfication of the vaginal 
epithehum in spayed female mice or rats Colorimetric and 
photometric tests have also been described (Bachman, K , 1 btoi 
Client., 1939, 131, 4551, but they are rarely employed 

It is relativelv easy to demonstrate the presence of oestrogens 
but extremely difficult to make an accurate quantitative determi- 
nation. Biological assays are notoriously unreliable, because 
the reactions in the test object vary with the sensitivities of 
individual animals of the same species, the spacing of doses, 
etc. Also the different excretion products (for example, oestrone, 
oestriol) of oestradiol have different biological activities, and 
the total effect depends on their relative proportions Again, 
not all workers employ the same criteria for a positive biological 
response, and it is doubtful whether the findings of one labora 
lory can be compared with those of another. Apart from the 
technical difficulties in quantitative work, its value tn clinical 
practice is doubtful at present The amount of oestrogen in 
the urine does not necessarily reflect the blood level; indeed 
:t is possible that one might be high when the other is low 
Moreover, oestrogen is excreted by other routes — for example, 
in the bile and faeces. The state of liver and renal function 
also affects the oestrogen content of the urine Although 
quantitative estimations have been used in the hope of deter- 
mining the level of ovarian and placental function, and particu- 
larly in such conditions as amenorrhoea, pregnancy toxaemia 
threatened abortion, and pregnancy complicated by diabetes 
such studies should still be regarded as experimental rather than 
of general practical application Apart from rough qualitative 
tests of blood and urine, often the best practical method of 
estimating oestrogen production is to note the effects on the 
vagina and endometrium of the patient rather than on the 
genital tract of a test animat 

Skin Sterilization 

Q. — Is it possible to render the shut bacteriologically sterile ’ 
Is surgical spirit a reliable cleansing agent 9 Please comment 
also on the use of the following " dettoi." tincture of iodine 
' cetaslon ,” methylated ether. Would repealed application 
succeed where a single application has failed 9 

A. — -The skin cannot be sterilized Its “resident” flora i-. 
partly inaccessible: it is possible to destroy only the “ transient 
or purely superficial flora, which may include pathogens Most 
of the disinfectants named, rf properly applied, are capable of 
this, including spirit, which according to G T. L Archer ( British 
Medical Journal. 1945, 2, 1481 is superior to ether. Tincture of 
iodine is perhaps the most reliable and rapidly acting . further 
experiments illustrating this have recently been made by Gardner 
(Lancet, 1946. 1, 683 ; 2, 960), whose work also includes observ a- 
tions on “ dettoi ” and “ cetavlon." These papers should be 
consulted for further information. If skin is prepared for 
operation some time beforehand, different considerations apply. 
» and the choice may reasonably fall on a slowly acting but 
persistent disinfectant such as mercury perchloride or one of 
the antiseptic dves or flavines It is impossible to say which 
of all these procedures is the most satisfactory: no practical 
comparative tests on a large enough scale have ever been made, 
and the incidence of operation-wound infection is affected by 
so manv other factors that anv information so obtained would 
be of doubtful significance. 


Transfusion of Infected Blood 

Q. — Is there a method of sterilizing blood from (I) potential!, 
malarious and (2) potentially syphilitic donors? 

A. — (1) The danger of transmitting malaria occurs only when 
red cells are being transfused, if blood suspected of containing 
malaria parasites is stored for 14 days at 4° C. the majority of 
the p/asmodia will almost certainly be destroyed or rendered 
non-mfective Antimalarial drugs such as quinine or mepacrine. 
if added to the blood, will destroy parasites, but the mixture 
must be kept at 37° C for at least 24 hours, by which ttrre 
some degree of haemolysis may have occurred, thus rendering 
the red cells unsuitable for use Proguaml (‘paludrtne”) h3' 
no direct action on the malarial parasites. Infections due lo 
Plasmodium falciparum usually die out two years after a 
patient has left a malarial country; P. \i\ax and P. malanae 
may persist in the tissues for many years If it is suspected 
that blood containing malaria parasites has been used for trans- 
fusion, the recipient should be placed on suppressive doses of 
an antimalarial drug — proguaml 100 mg daily, or mepacrine 
100 mg daily, or chloroqume 300 mg. on one day a week 
Such suppressive regimers, so long as they are continued, wall 
usually prevent the onset of acute symptoms. 

(2) Treponema pallidum may be transmitted in whole blood, 
plasma, or serum. In latent syphilis or m late tertiary syphilis 
it is doubtful whether spirochaetes are present in the blood 
stream, but m the incubation period and during the pnmarv 
and secondary' stages there is danger of transmitting infection 
bv transfusion Spirochaetes may be destroyed m atro by the 
action of arsemcals, arsenious oxides such as " mapharsen 
acting more rapidly than neoarsphenamine H Eagle and 
\Y Mendelsohn ( Science , 1938, 87, 194) point out that the 
antisptrochacla) action of arsemcals in vitro depends on a 
number of variables. Raising the temperature from 23” to 
37° C increases the rate of inactivation, but serum and tissue 
cells retard the spirochaeticidal effect. It is therefore doubtful 
whether this measure could be applied to whole blood. Penicil- 
lin inactivates Treponema pallidum in a concentration of 10,000 
units per ml when the spirochaetes are exposed for three hours 
at 37” C (A Bessemans and R. Derom, Ann Derm. Syph 
Pans. 1946. 6, 744) H Eagle (J. Bad 1946, 52, 81) has shown 
that penicillin G is more active in destroying T. pallidum than 
the other forms of penicillin . the relative activities per mg. of 
the penicillin are - F = 53, G = 100, K—T6, X=5 1. No reliable 
evidence is available to show how much time is required to 
inactivate treponemata in whole blood 

Glaucoma Simplex 

Q. — Is there am thing to pretenr the intense irritation of the 
eyes and the surrounding skin which may be due to the applica- 
tion of pilocarpine in oil to a portent with glaucoma simplex ? 

A. — It is likely that the irritation is due to the medicament. 
Some patients develop these irritative symptoms after prolonged 
use of almost any tvpe of drops Oily drops are apt to be more 
irritating than a watery solution, and higher concentrations 
than lower concentrations The patient is presumably usinc 
025°, pilocarpine in oil Drops of 05°3 m watery soluu'on 
three or four times a dav may he betteT tolerated Alterna- 
tively, esenne drops 0 25N in watery solution may also prove 
the better medicament The important thing in using drops is. 
of course, to keep the pupil contracted and the tension under 
control This, rather than tolerance to the drops, should deter- 
mine whether the best procedure would not be surgical. 

Fanconi's Syndrome 

Q. — What is FanconTs ss^drome, and v hat are the differential 
diagnosis and treatment 9 

A.— There are two separate and distinct d’sorders known as 
Fanconi’s syndrome. In chronological order the'e are: (1) the 
combination of congenital hvpoplasia of the bone marrow with 
multip'e congenital defects occurring as a familial disease Ob. 
Kwdcrheilk 1927, 117. 257); C2) a condition in which dys- 
function of the Tenal tubules is associated with a hvpo- 
phosphataemia. renal glvcosuria. “rickets,” and disturbance of 
amino-aeid metabolism (lb- Kirderheill . 1931. 133. " I “ r ” " Dtsch 
tried Wschr. 1936. 62. 1169 : Jh Kirderheill 1 .*“‘99) 
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There is no purpose in discussing the details of differential 
diagnosis and treatment of these two widely different syndromes, 
but the questioner will find the information he requires in the 
papers cited. 

T.A.B. in Cbciropompbolyx 

Q. — IV hat are the rationale and method of administration of 
T.A.B. in the treatment of cheiropompliolyx ? 

A. — There is no rationale for the use of T.A.B. in pom- 
pholyx ; it is shock therapy and empirical. It may be given 
intravenously in a dosage of 100 million organisms, when a 
severe pyrexial reaction lasting a few days may be anticipated, 
or in a dosage of 10 million repeated a few times at weekly 
intervals, when a less severe reaction will result. 

Hormone Treatment of Infertility 

Q. — Is testosterone propionate or methyl testosterone indi- 
cated, and, if so, in what dosage, for infertility in a titan aged 
41 ? His testes are abnormally small, and an examination of 
the seminal fluid reveals no spermatozoa. There is no other 
physical abnormality and no history of previous illness. 

A. — Testosterone propionate or methyl testosterone has been 
advocated for infertility associated with oligospermia or even 
azoospermia, because experimentally either maintains spermato- 
genesis in the liypophysectomized animal. The dosage might 
be in the neighbourhood of 25 mg. of the former injected three 
times a week, or 5 mg. of the latter thrice daily. Tf» e writer, 
however, has no confidence in this therapy, or even in gonado- 
trophin therapy, unless there is at the same time clear endo- 
crinological evidence that the condition is secondary to a 
hypopituitarism. Testicular biopsy should be carried out in 
every case, and it is probable that in this case fibrosis and 
hyalinization (resulting from previous virus infection) will be 
found ; such a condition would not respond to any hormone 
therapy. 

Melanoma 

Q. — A man aged 57 has had from childhood a si” all area 
of black pigmentation about 5 cm. to the right and slightly 
below the umbilicus ; it is now about 1 cm. across. The skin 
is freely movable and there is no proliferation of tissue. In 
v/eit> of the risk of malignant change, what advice should be 
given ? Would removal provoke malignant developtttent ? 

A. — The relationship between benign and malignant mela- 
noma is of great importance. Signs of malignant change 
developing are an increase in size, increase in the degree of 
pigmentation, the- presence of moisture, and the occurrence of 
bleeding. When any of these signs are present in a benign 
melanoma it must be excised carefully. Experience proves 
that trauma to a benign melanoma can initiate jnalignant 
changes, and when such a tumour is subjected to constant 
trauma it must be excised. When excision is undertaken 
certain technical details are important. Excision is carried out 
with the scalpel ; the tumour itself must not be touched by 
the scalpel or forceps, or traumatized in any why- The 
encircling incision must be placed at least 2.5 cm. from the 
edge of the tumour, and the underlying deep fascia is also 
removed over an area 4 cm. from the edge. 

Secondary Syphilis 

0- A patient developed a secondary syphilitic rash and was 
treated with !4 mega units of penicillin over 14 days. She has 
had an intermittent course of arsenic and bismuth (0-5 g. and 
2 tnl. a week for three 12-wcek courses), but the injections upset 
her. Her blood was positive at the stait, but she has since had 
three negative Wassermann reactions. Is it safe to discontinue 
the arsenic and bismuth when she has completed her fourth 
! 2 -week course ( she has one month's rest in between courses) 
or should 1 go on for another full twelve months ? 

A. — The treatment already given seems quite adequate, and 
a 5 injections upset the patient further treatment might do more 
harm than good. It will, of course, be necessary to keep the 
Y-tAywA. \xyIit ssbsexviAvOT, v:k\ pww&kcA ViooA (jfflfj "hnsst- 
monthly for the first year and six-monthly for the second year) 
for two years after completion of treatment; the cerebrospinal 
fluid should be examined some time during the observation 


period. Should the question of pregnancy arise, careful observa- 
tion throughout and perhaps a second course of penicillin 
would be indicated. 

Enteroptosis 

Q. — Is there any recent 'treatment for enteroptosis ? The 
x-ray report is as follows : “Enteroptosis and irregular spasm 
of lower part of colon ; pelvic colon somewhat elongated ; weak 
contractions of caecum and ascending colon." 

A. — Enteroptosis needs no treatment. A low position of the 
viscera is merely part of a lean asthenic habitus and there is no 
evidence that it is responsible for any symptoms. Exception 
must be made to this statement in the case of the kidney, where 
kinking of the ureter may occasionally give rise to a Dietl's 
crisis, and possibly also in the case of the spleen. For the rest 
“ visceroptosis ” is no more than the usual position assumed by 
the viscera in ‘the tall thin individual. The only comment of 
possible significance in the radiologist’s report cited by the 
questioner is the presence of irregular spasm in the lower part 
of the colon. This may result in abdominal pain, and, if it 
indicates the spastic colon, treatment with a low-residue diet, 
liquid paraffin, and antispasmodics should be of benefit. 

Fluorides in Prevention of Dental Caries 

Q. — Would it be worth white for an adult who still has mos 
of his teeth, though heavily filled, to try fluorine treatment ii 
the hope of delaying the inevitable ? If so, in what form anc 
manner should it be used? Are there any contraindications ? 

A. — The evidence that topical application of fluoride solu 
tions is of value in halting the onset of dental caries after thi 
eruption of the teeth is not as yet entirely convincing. In thi 
adult, provided that regular dental attention is received,,’ thi 
teeth are far less likely to be lost on account of dental carie 
than from gingivitis. The method so far used is the topica 
application of 2% sodium fluoride solution to the surfaces o 
the teeth, after previous cleaning and drying to ensure adequat 
contact of the solution with the dental tissues. The optimun 
concentration of the solution and the number and frequency o 
applications are not as yet known. It must be rememberei 
that fluoride salts are extremely toxic. The questioner shouh 
also refer to a letter on this subject published in the Journt 
oi Jan. 1 at page 29. 

Petit Mai 

Q. — Is anything known of the aetiology of petit mat, and i 
there any useful form of treatment ? 

A. — Petit mal is ordinarily a constitutional affection due t 
a cerebral dysrhythmia, often inherited. The latest form c 
promising treatment consists in giving capsules of “tridione, 
the usual dose being 0.3 g. thrice daily. Caution is necessar 
owing to the risk of agranulocytosis. A subjective sensation o 
glare, if not photophobia, is a very common side-effect. 

NOTES AND COMMENTS 

Correction— Mr.- Malcolm Donaldson (chairman of the Clin fee 
Cancer Research Committee of the British Empire Cancer Campaign 
has pointed out th'at'in'our report (Dec. J8, 1948, p. 1076) of th 
Committee’s statistical survey of cancer of the kidney, bladder,' an 
prostate it Avas stated that the first symptom of the disease (cance 
of the prostate) was difficult or painful micturition in 60% o 
cases. What the Committee actually stated was that difficult o 
frequent micturition was the first symptom in 60% of cases. Loci 
pain in the perineum or urethra was the first symptom in only 3.75 
of the cases. 
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SPENS REPORTS COMPARED 

II may be useful to recall some of the recommendations of 
the two Spens Committees and to compare the effect of the 
two Reports when considered together. This comparison is 
of the Spens Committees' recommendations, whether or no 
they have been carried into effect. Each Committee was 
aaxious that conditions in the field of practice with which 
it was concerned should be sufficient to attract the best prac- 
titioners. The Specialist Spens Committee's recommendations 
were therefore designed to remove some of the financial risks 
and deterrents which had previously been responsible for the 
loss of many potential specialists to general practice, while the 
General Practice Spens Committee proposed to improve sub- 
stantially the prospects of attaining success in general prac- 
tice lest the expected improvement of remuneration in the 
specialist field should attract the best members of the profes- 
sion, leaving general practice to be recruited from the less able 
practitioners. 

Both Committees appear to assume that one year will elapse 
after registration before the young practitioner begins his chosen 
career. The General Practice Committee proposes that “after 
the completion of house appointments ” the doctor intending 
to take up general practice should spend one or preferably 
' two years as assistant, while the Specialist Committee proposes 
for the potential specialist a series of hospital training appoint- 
ments arranged in three grades covering six or seven years 
from the end of. the first year after registration. 

The young man of 25 who proposes to enter general prac- 
tice will, according to the Spens recommendations, receive as 
assistant £500 the first year and £600 the second year, while 
the potential specialist will receive £600 the first year and £700 
the second. Thereafter, the general practitioner will be free 
to assume the full responsibility of practice with a fist of his 
own. .The General Practice Report makes no special mention 
of the years between the ages of 26 and 30, but of the general 
practitioners of 30-34 years 57% may expect to receive between 
£700 and £1,300 and 31% over £1,300. The potential specialist 
will proceed through three grades of appointments by annual 
increases of £100, assuming that there is no delay in obtaining 
appointments, until at the age of 31 he is receiving £1,200. 
The figures relate to net income and to 1939 values. 


Rewarding Ability and Effort 

Both Committees seek a method of remuneration which will 
involve differentiation depending upon ability and effort. The 
General Practice Committee assumes a capitation method as 
meeting this requirement and permitting equal remuneration 
for equal burden of practice. The Specialist Committee recom- 
mends that the specialist from 32 to 40 years of age, who, 
although he has completed his training, is still increasing the 
variety and width of his clinical experience, should receive an 
automatic incremental basic scale of remuneration, and dif- 
ferentiation should be secured both during and after this period 
by certain distinction awards limited in number and amount for 
outstanding merit. 

The comparative effect of the detailed recommendations of 
both Committees is illustrated in the following table. All 
incomes are net and in terms of 1939 values. 


Incomes for Ages 30-64 



General Practitioners 

Specialists 

Age 

Rang 

of Income 

Additions 

Basic 

Salary 

Additions 

30 

C 10-5% receive under £700 p.a. 




31 

22-3% 

£70O-£ 1,000 




32 

35% 

£l,000-£ 1,500 


£1,500 


33 

17-S% 

£l.300-£ 1,600 


£1625 


34 

11-6% 

£|.600-£2,000 


£1,750 



l 2-7% 

over £2,000 





<5-6% 

under £700 p.a. 




35 

16-6 % 

£700-£1.000 


£1,S75 


36 

26-6% 

£l,000-£1.300 


£2,000 

34% cf staff 

37 

26-9% 

£1.300-£ 1,600 


£2,125 

specialists 

3S 

17-7% 

£1,600- £2,000 


£2,250 

of all ages 

39 

5-6% 

over £2,000 


£2,375 

selected ter 






distinction 


r s % 

under £700 p.a. 

10% of pfin- 


av-rirds: 


19-J% 

£70O-£ 1,000 

cipals re- 




l 23-4% 

£1,000-£1.300 

ceive fee of 


£2.500 

40-49 

1 23-r/. 

£l,30O-£ 1,600 

£100 p.a- 

£2^00 



16-7% 

£1,600- £2,003 

for super* 


£I*5CO 


[ 9-1% . 

over £2,000 

vising 


20% receive: 




assistants 


£500 


7-2% , 

under £700 p.a. 

Grant for 





£700-£1,000 

assistant vf 




24S% , 

£!,00O-£U00 

no assistant 



50-54 

123-7%* , 

£l,30O-£ 1,600 

previously 




14-9% , 

£I,600-£2.000 

employed : 




[nZ . 

over £2,000 

1st year. 




f20-4% . 

under £700 p.a. 





1 5-5% 

£70O-£ 1,000 





21-9% 

£!,COO-£IrfOO 


.. 


55-59 

121-5% . 

£!,300-£1,600 





I5-4X 

£1,600- £2.000 





5% . 

over £2000 





17-4% 

under £700 p a. 





23-214 

£70O-£ 1,000 





27-5% , 

£l,000-£!,300 




60-64 

i 17-9-A 

£!J0O-£ 1,600 





I 10 6% . 

£t .600-E2.Q00 





3-4% , 

over £2,000 





The following comparisons may be drawn from the table : 

(i) In the age group 35-39, over 53 % of the general practitioners 
will receive between £1,000 and £1,600 and all specialists will 
proceed incrementally from £1,875 to £2,375. 

(ii) In the age croup 40-49, less than 25% of general practitioners 
will reach £2,000 and less than 10% will exceed £2,000. AH 
specialists of the same age will receive a basic_ salary of £2,500. 

(iii) The highest proportion of general practitioners to exceed 
the £2,000 level is 12% in the 50-54 ace group. 100% of specialists 
receive the basic £2,500. 

(iv) An additional means of income open to the general practi- 
tioner is to train an assistant, for which he is recommended to receive 
a fee of £100 per annum ; this is available to 10% of practitioners. 
34% of specialists may expect to receive a distinction award in 
addition to their basic salary. 

(v) The distincuon awards to specialists are permanent additions 
to the basic salary continuing until the bolder reaches the retiring 
age of 65. The General Practice Committee expects that only 
3% or 4% of practitioners between 60 and 64 years of age will 
receive over £2,000 and 40% will be receiving between £700 and 
£1,300. Theoretically the proportion of specialists of the same age 
group receiving £3,000 or more may be anything up to 34%, and 
none will receive less than £2,500. 

The regulations which have so far been issued by the Minister 
of Health differ in some respects from the Spens recommenda- 
tions. For example, there is no regulation that a newly quali- 
fied practitioner emerinc general practice must spend one or 

2294 
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two years as an assistant ; he may establish himself immediately 
as a principal if he so desires. Neither do the regulations 
specify any proportion of principals who may supervise 
assistants. 

The scheme of grants for supervision of the training of 
assistants which the Minister has introduced'under the National 
Health Service Act provides a grant of £150 to the principal 
for the training period of one year plus the salary of the 
assistant and boarding expenses (together not exceeding £700 
a year), with an allowance not exceeding £150 a year if an 
additional car is necessary. 

Holidays and Locums 

The Specialist Committee recommends that, the specialist 
should be allowed definite holidays, and in addition extended 


leave should be given on occasion for study and research. The 
specialist should not be financially liable for the provision of 
a deputy during such periods of absence. The General Practice 
Committee makes no mention of holidays, with or without the 
provision of a locum. It refers to postgraduate study only 
in connexion with the means of levelling up low incomes, and 
suggests that a bonus of £100 should be paid to a practitioner 
who had attended a refresher course within the preceding three 
years. The question of providing a locum is not mentioned. 
The scheme of grants for postgraduate courses introduced by 
the Minister provides for payment of the fees for approved 
courses, plus subsistence allowances of up to £1 a day if 
attendance entails absence from home at night, with first-class 
travelling expenses. In addition, up to 14 guineas a week is 
allowed for payment of a locumtenent where necessary. 


National Health Service 


AMENDING BILL t 

FURTHER CHANGES SOUGHT 
Some of the changes likely to be sought by the profession in 
the legislation amending the National Health Service Acts or 
in new regulations were listed in the Supplement of Dec. 18, 
1948 (p. 225). Two points can be added to that list: 

Foreign Visitors . — The Minister's view, with which Counsel 
consulted by the General Medical Services Committee has agreed, 
is that the services provided under the National Health Service 
Act for " the people of England and Wales ” are available also 
for foreign visitors. In so far as the Act provides for the free 
treatment of foreign visitors, the Minister has been urged to 
exclude such piovision when he introduces amending legislation. 

Disciplinary Procedure . — An elaborate code has been estab- 
lished for safeguarding the interests of the patient. The disci- 
plinary procedure set out in the Service Committees and 
Tribunal Regulations, 1948^ is based largely on the National 
Health Insurance model. The regulations require (among other 
things) that any complaint by a person against a medical practi- 
tioner in respect of an alleged failure to comply with the terms 
of service shall be investigated by the Medical Service Com- 
mittee. The new code, however, unlike the National Health 
Insurance code, contains no provision for the investigation of 
complaints by a medical practitioner about the conduct of a 
patient. The Medical Benefit Regulations made under the 
National Health Insurance Act, 1936, contained a provision 
requiring any question arising between an insurance practi- 
tioner and a person in respect of the conduct of the person 
while receiving treatment to be investigated by the Medical 
Services Subcommittee. The Minister has been asked to include 
a similar provision in the disciplinary arrangements under the 
new Service. 


PRESCRIBING BY GENERAL 
PRACTITIONERS 

GUIDANCE FROM MINISTRY 

General practitioners are sometimes in doubt whether a pre- 
paration may be prescribed on Form E.C.10. If a practitioner 
orders preparations which are not drugs or medicines, the local 
executive council is empowered to recover from him the cost 
of such preparations. He may challenge the council’s action 
and require the matter to be referred to the local medical cqm- 
mittee under Regulation 16 of the National Health Service 
(Service Committees and Tribunal) Regulations, 1948 ( Journal , 
April 3, p. 653), with the possibility of appeal to referees. The 
Minister has appointed a committee to decide on what should 
be classified as a drug or medicine, and he will also consult the 
Standing Medical and Pharmaceutical Advisory Committees of 
the Central Health Services Council as soon as these are set up. 
In the meantime he has sent two lists of preparations to local 
executive councils ; they were drawn up by an advisory com- 
mittee in relation to the National Health Insurance scheme. 

The Ministry points out that the lists have no statutory force, 
were compiled nearly twenty years ago, and are not exhaustive.- 
They are reproduced in the next column. 


Table I. — Substances and Preparations Which in the Opinion of the 
Advisory Committee Were Never Drugs 


Acidophilus milk 
“ Albulactin ” 

“ Allenburys Food ” 

“ Ambrosia ” 

Arrowroot 
“ Benger’s' Food ” 

“ Bovinine Meat Juice ” 

“ Bovril ” 

“ Bragg’s Charcoal Biscuits ” 

“ Brand’s Essences ” 

Brandy » 

“ Bu!gar-Lac ” 

Calves’ foot jelly 
Cane sugar 

“ Camrick’s Peptonoids " 
Casein food 
“ Casumen ” 

“ Ceregen ” 

“ Cerolia Cream ” 

Champagne 
“ Chy-mol ” 

Coffee 

Diabetic bread and biscuits 
“ Energen ” bread and biscuits 
“ Glaxo ” 

“ Glaxovo ” 

Gluten bread 
“ Glyco-lactophos ” 

“ Herogen ” 

“ Hi-g-ah Tea ” 

“ Horlick's Milk” 

Ice 

“ Instant Postum ” 

Iodized salt 
Lactic milk 
“ Lacto-Dextrin ” 

“ Lactogen ” 

Lactose 
“ Lemco ” 

“ Mabela ” 


“ Marmite ” 

Meat extracts (other than livei 
extracts) 

Meat juices 
“ Mellin’s Food ” 

“ Metovol ” 

“ Midolia ” biscuits 
“ Muller’s Nutrient ” 

“ Neiv-Promonta ” 

“ Numol ” 

Nutrient suppositories 
Oatmeal 
“ Ovaltine ” 

“ Oxo ” 

“ Panopepton ’’ 

Pearl Barley 
Peptonizing powders 
“ Plasmon ” 

“ Plasmon Oats ” 

“ Robinson’s Barley and Groats “ 
“ Roboleine ” 

“ Saccharin tablets ” 

“ Sanaphos ” 

“ Sanatogcn ” 

“ Savory and Moore’s Foods “ 
Sherry 

“ Somatose ” s 

“Tonagen” 

“Torbel's Lactic Oats” 

“ Valentine’s Meat Juice " 

“ Valkasa ” 

“ Vibrona ” 

" Vigoral ” 

“ Virol ” 

“ Virol and Milk ” 

“Vitafer” 

** Vitagen ” 

“ Vitalia Meat Juice ” 

“ Zomogen Tonic Food " 


Table II. — Substances and Preparations Which in the Opinion ot the 
Advisory Committee might be, but' were not always. Drugs or 
Medicines for the Purposes of Medical Benefit and the Prescribing of 
Which by Insurance Practitioners was, in the Opinion of the Advisory 
Committee, Justified Only in Special Circumstances 


“ Allen and Hanburys Malt 
and Oil” 

Antiseptic soaps 
“ Bcmax ” 

“ Bynin ” 

“ By nogen ’’ 

•’ Bynol " 

“ Bynoi and Oil ” 

“ Byno Preparations ” 

“ Bynotonc " 

Cheltenham Spa Water 
Cod-liver-oil tablets 
v " Cream of Malt " 

“ Cuticura Soap ” 

“ Glovo Cod Liver Oil 
Tablets ” 

“ Guycosc ” 

“ Haematogen ” 

“ Hazeltine Cream ” 

“ Jecomalt ’’ 

“ Jeyes Fluid ” 

“ Kepler’s Malt and Oil " 


“Lactagol ” 

“ Lactomaltine ” 

“ Maltine ” 

“ Maltine and' Oil " 

“ Metagen ” 

“ Omnevit ’’ 

“ Osielin " 

“ Ostelin Preparations ” 

“ Radio Malt ” 

“ Radiostol ” 

“ Radiostoleum " 

“ Rcsinol Soap ” 

“ Scott's Emulsion ” 

“ Virolax ” 

“ Vita malt ” 
l “ Vitamine Malt " 
i “ Vitamogen ” 

! ' “ Vilmar ” 

I “ Wander’s Malt and Oil " 
I ” Wander’s Malt Extract c 
Haemoglobin ” 

“ Ycast-Vite Tablets ” 


o 
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Deputes in a particular case can be resolved onh bv ihe 
procedure laid down ,n the regulations referred to above In 
particular, though only brandy, champagne and sherry are 
shown in Table 1, the Minister considers that no alcoholic 
liquors Shoutd be ordered on Form EC 10, nor should toilet 
requisites 


SPECIALISTS’ PERMANENT CONTRACTS 

LIMITED CIRCULATION OF PROPOSALS 

The draft proposals for the permanent contracts for consultants 
and specialists were forwarded as a confidential document to 
the Consultants and Specialists Committee established bv the 
British Medical Association, die Royal Colleges, and the Royal 
Scottish Corporations A request was made to the Mimstn that 
(he document should be circulated to the Regional Consultants 
and Specialists Committees for their observations and recom- 
mendations The Mmistrv, however adheres to its view that the 
proposals are not ripe for wider publication and consequent! 1 , 
this wall have the effect of depriving the Ceded representatives 
of consultants and specialists in each recion of official oppor 
tunny of expressing their views at this stage 


e SUPPLEMENT ARY OPHTHALMIC SERVICE 

SAMPLE INQUIRA 

The Health Service has brou.ht a tremendou demand from the 
public for ophthalmic treatment, -ad ophthalmic practitioners 
have had to work long hours to see all their patients During 
the past few months the Mmistrv of Healin has Ween receiving 
returns from local executive councils which indicate that con- 
siderable sums have been paid oat to ophthalmic practitioners 
for work under the Supplementary Service The question has 
been raised— presumably by the Tre-sur — 'h ther the fee 
payable to an ophthalmic practit oner for jr .ve examination 
is appropriate 

The fee was negotiated with tr» Mims.rv in ne assumption 
that on the average each c v amr„tion -.clo cu about half an 
hour The Mmistrv consider' that with ne->r \ six months’ 
experience it should now be po ble to ascertain whether that 
assumption has been bone out in practice It therefore pro- 
poses to seek the co-operation of ophthalmia practitioners in 
carrying out a sample tncu’-y to determine the averace time 
taken per examination 

If the tnqutrv shows that the assumption on which the original 
negotiations were based was wTone or that there has been anv 
subsequent change in the tun ra of an examlhation, the N'egou- 
atmg Ophthalmic Subcommi tec has indicated that it will be 
prepared to reopen discussion' with the Mmistrv on the terms 
of service It welcomes the Mims'rv’s proposal for it considers 
that the high standard of Professional wort, existine before 
the appointed dav is betne maintained under the Supplemental^ 
Service, and it hopes that all ophthalmic pracutioners will co- 
operate to the fullest extent in the inquiry 

CLAIMING FEES FOR SPECLALIST ATTENTION 

AVhen a gene nil practitioner v ho is also on a hospital staff 
as a specialist gives specialist attention to a patient on his 
NHS list in private pay-bed accommodation of a hospital 
or in a registered nurstnc home, he should submit particulars 
to the local executive council on Form E C 33 before claiminc 
payment from the patient The pracutioner mav obtain this 
form from the local execuUve council 


DENTISTS’ EARNINGS LIMITED 

The Minister of Health has made regulations which come into 
operation on Feb 1 by which dentists’ earmnes in excess of 
£4,800 a vear are reduced by half The Ministry of Health 
states that some 20°c. of dentists in the Service are at present 
earning at the rate of £4 S00 gross a year or over The Minister 
understands that the dental organizations acree with him that 
excessive earnings should be checked, but that they consider 
further investigation should precede action, he thinks that the 
situaUon calls for immediate action 


THE ASSOCIATION AND PRIVATE PRACTICE 

A meeting of what has hitherto been known as the General 
Practice Committee of the A'soctauon was held at HeadqLarter= 
on Dec 22 Dr S Wand, who has been elected chairman o r 
the General Medical Services Committee, which deals witr 
N H S matters as affecting general practitioners was cnab’e 
on that account to continue hi' chatrmanshiD of the General 
Practice Committee which he had held for nine years He 
was warmly thanled for hi. services, and the Commrtee elected 
to the chair Dr I D Grant, of Glasgow It was aLo decided, 
subject to the approval of the Council, to rename the committee 
the Private Practice Committee 

It was reported that, following an instruction at the last 
meeting the Assistant Secretary had met representatives of the 
Life Offices AssociaUon and had discussed the cuestton of a 
standard fee for supplemental - ! reports While no fee will be 
pavable for further information in consequence of otr'sstors 
from the original report or for the elucidation of obscure state- 
ments any supplementary information required will be tbe 
subject of a fee normallv not less than 10 6d 

Correspondence was read on the question of recognizing the 
Association as the representative body to discuss with the 
National Coal Board the salaries and conditions of service of its 
medical officers The Board is prepared to give an undertakinc 
that as a general principle it will consult the Association on 
these matters and will be prepared to receive at anv time repre- 
sentations on salaries and conditions of service The ranee of 
salaries of the deputv and divisional medical officers was 
mentioned to the Committee, and it was agreed that there 
should be a conference with the Industrial Health Committee 
with a view to considering, within the framework of the Spec- 
Report, the remunerauon of the service as a whole 

The question of doctors’ signs on motor-cars again came 
forward. It was the view of London members that the great 
increase of “yellow band areas in London made it increas- 
ingly difficult for doctors to park anwvhere Three London 
members of the Committee were asked to go into the detail 
of various points raised concerning the issue of badges and tre 
like While it was fullv recognized that the authorities could 
not distinguish in any general wav between doctors and o'her 
members of the public, the police might well be instructed to u'e 
their discretion where a doctors car was involved 

Some discussion took place on fees for examination o r 
persons alleged to be “drunk m charge" It was stated th-t 
in London a fee of three guineas for a nicht call ffrom 9 p m I 
and two guineas in the dav-tme had been secured — at ail c.en « 
m certain police districts The minimum fees are two cumea' 
and' one guinea respectively, but in London apparent!, the 
minimum has not followed the usual tendenev to berotre the 
maximum 

It was reported that the contracts of certain police s u rceor 
had been terminated on the ground that the. had rot joired 
the National Health Service Repre'entatio-s oy the A'.ocia 
tion to senior officials of the Home Off ce ard Scotland Yard 
had been received svmp3theticallv and an a'surarce rad now 
been given that no practitioner would be debarred c- the*- 
grounds from having hi^ name included in the h'ts of available 
doctors maintained at police stations in the netropoht-n area 
In future tbe list of police sureeona on whom the pohee can 
call will be open to anv practitioner whether or net be has 
joined tbe Service 

A question arose, following a case in Es'ex wnether a practi- 
tioner who undertook one session a week for the counts courcil 
was holding an office of profit vhich dtsouahfied hm from 
membership of the Health Subcommittee One member of the 
Private Practice Committee said that he was can- mg out vaccin- 
ation and immunization for the London County Council, but 
nevertheless he proposed to be a candidate for the LCC at 
the next election He held that he was not “ hold ng an office 
of profit’ but was being paid a fee for doing a particular job 
It was stated that no disouahfication attached to a pracutioner 
who undertook vaccination and immunization for his local 
authonty, but that there was some dubiety about a sessional 
appointment of a clinical character, and the legal aspecu. of this 
matter were being further pursued It ts not the National Health 
Service Act which governs this situation, but the Local 
Government Act, 1933 (Sects *>9 and 94) 
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The Committee, on a reference from the Council, considered 
that a Section of General Practice, with which forensic medicine 
and medical jurisprudence might be combined, would be a very 
useful feature of the Annual Meeting, and referred it to the 
Arrangements Committee with a view to the Annual Meeting 
of 1950. 

The Ship Surgeons Subcommittee. presented certain proposed 
amendments of the terms of service suggested by the Shipping 
Federation for ship surgeons. The desire has been to protect 
the interests of those surgeons working in ships carrying few 
passengers and where there is consequently little opportunity 
of earning private fees. Certain recommendations have been 
formulated and it is proposed to seek a meeting with the 
Shipping Federation. 


HEARD AT HEADQUARTERS 


All At Sea 

A problem which has its amusing as well as its important 
side has been engaging the Ship Surgeons Subcommittee of 
the Association — namely, whether a man on board ship is or is 
not a National Health Service patient, and, if he is, to what 
executive council area he belongs. Does the National Health 
Service Act extend to territorial waters ? Does Mr. Bevan rule 
the waves ? The discussion on this point got very involved, 
and it was even suggested that a man might be a Service patient 
as long as his ship, was tied to the jetty, but as soon as she 
slipped her moorings he would be, so to speak, an orphan of 
the storm. Incidentally, the same sort of problem has just 
arisen in connexion with patent law. The question is being 
raised whether, if an invention is stolen and worked only on 
board ship, and never landed, the patent can be said to be 
infringed. It is being proposed to amend the Patent Law by 
declaring that a British ship, wherever it is, is part of British 
territory. On the matter of the National Health Service legal 
opinion is to be sought. For the present, as one member put 
it the sea appears to be “ No man’s land.” 

Booking the Fee 

Overheard at the Hunterian Society. A surgeon had carried 
out a successful operation on a farmer, who wanted to know 
uhat he owed. He was told fifty guineas, whereupon he pulled 
out from under his pillow a packet of notes and began counting 
out fifty-two ten. “ Don’t trouble to do that,” said the surgeon : 

' write me a cheque.” “ Ah, but,” said the farmer, “ you are 
booked as ten loads of manure.” 

Names 

What should one call a person who goes to a marriage 
guidance centre for advice — a patient, a client, a case, a sup- 
pliant, a seeker, an applicant ? Marriage Guidance, the monthly 
bulletin of the National Marriage Guidance Council, has 
recently put the question to its readers. One attractive suggestion 
is the Esperanto word jeliconto, which means “will-be-happy- 
one.” Medical men must also be searching their minds for some 
appropriate term, distinctive yet not too narrow in its scope, to 
describe both the man with appendicitis and the one who comes 
only every two years to get a certificate for glasses. Civil Ser- 
vants are said to be speaking of “National Health Service 
units," but the doctor, who is perhaps in closer touch with these 
ciphers, might be embarrassed to call from his desk, “Next 
N.H.S. unit, please.” Probably we shall continue to use the 
traditional word “ patient ” and all that it implies of suffering, 
even though what people suffer from changes with every 
statutory regulation. Psychiatrists had better find quickly a 
diagnostic label for the man who demands a wig to hide his 
shame. 

One Fee for T wo Surgeons 

When a surgeon operates on a patient who has been admitted 
to a hospital pay-bed the regulations provide that the total 
medical fees paid shall not exceed 75 guineas. If the surgeon 
performs a major operation he receives 50 guineas, but if two 
surgeons work together on the case they cannot both receive 
this fee, since the amount paid by the patient would then exceed 
the maximum. We hear of a surgeon who with his colleague 
performed a pcrineo-abdominal operation for carcinoma of the 


rectum. He asked the senior administrative medical officer of 
his region what fee he could charge, saying that this was a 
double operation carried out at one sitting by two surgeons, 
two assistants, and an anaesthetist. He was told that had the 
operation taken place in two stages on separate occasions it 
would have counted as two operations, but when done at one 
sitting, whether by two surgeons or not, it is one operation, and 
the fee must be shared by all concerned. It seems unfortunate 
that a method of remuneration should be so devised as tc 
penalize a surgeon who very properly works in collaboration 
with a colleague in a case such as this. 

Accountancy Services 

The agency work formerly undertaken by the British Medica 
Bureau is now one of the services performed by the B.M.A.’i 
Medical Practices Advisory Bureau, but the B.M.A. canno 
undertake accountancy work for individual members. Privati 
accountants will continue to do this, and inquiries should bi 
addressed either to Mr. C. W- Rippen, Tavistock House South 
Tavistock Square, London, W.C.l, or to Mr. J. Charnock 
33, Cross Street, Manchester, 2. The British Medical Bureai 
was started just over 20 years ago, superseding the Scholastic 
Clerical, and Medical Association, Ltd., which was founded i 
1880. The new Medical Practices Advisory Bureau will hav 
offices at first in London, Edinburgh, and Manchester; othe 
places are also being considered. 


Questions Answered 


We publish here the answers to a selection of questions that 
scent to be of general interest. 

Maternity Benefits 

Q . — Is a woman whose husband has been paying contribu- 
tions under the National Insurance Act, 1946, only since July 5 
eligible for maternity benefits for a confinement which is due 
early in January ? 

A. — If the baby is born after Jan. 1, when 26 qualifying con- 
tributions will have been paid by the husband, a maternity 
grant of £4 will be paid. In addition, an attendance allowance 
of £1 a week for a period of four weeks following the confine- 
ment is payable. The attendance allowance will be reduced 
for any week of this period during which the woman is gain- 
fully occupied. The woman is not eligible for a maternity 
allowance, becauijp 45 contributions must have been paid before 
the benefit of maternity allowance comes into force. 

' Private Certificates 

Q, — My patients tell me that instead of paying me a shilling 
for a certificate for their private sick-chtb they can get a copy 
of my N.H.S. certificate from the Labour Exchange. - Can the 
Labour Exchange reproduce my certificate ? 

A. — No. The patient must obtain it from his doctor, but 
particulars for a certificate for a friendly society may be 
obtained from the local office of ihe Ministry of National 
Insurance. 

Superannuation 

Q . — When l entered the Service on July 5 I was 67 years of 
age. I find that deductions are being made from my remunera- 
tion for superannuation. Surely this is incorrect ? 

A. — No deduction should be made from the remuneration 
of any practitioner who was over 65 years of age on the 
appointed day, and if the matter is taken up with the executive 
council it can be speedily adjusted and any deducted moneys 
returned. 

Special Leave for Congress 

Q. — As a part-time specialist can 1 obtain special leave to 
attend a national congress in my specialty ? 

A. — Ves. The interim contracts make provision for special 
study leave, without loss of remuneration, where approved by 
a regional hospital board. In the permanent contracts the 
Executive Committee of the Central Consultants and Specialists 
Committee has recommended that subsistence and travelling be 
paid in addition, as suggested in the Spens Report. 
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Compensation and Income Tax 

Q. — We. are told that the compensation depended on the 
amount taken during the two years previous to July 5, 1948. 
I hear from my accountant that he has had my contpensotion 
passed, with the income-tax people signing it, on ntv income- 
tax returns for these two years, hut he tells me that if I wish 
to start my income-tax year afresh cs from July 5 it might 
it.fUier.ee my compensation payment. I am severely hit by the 
N.HS., and 1 expect my income will have dropped to half of 
what it was by the end of the first twelve months, and will 
probably go on dropping. 

A. — Compensation is calculated from the gross receipts of 
the practice during the last two accounting years completed 


before July 5. The assessment of the “annual loss” may be 
said therefore to represent the amount on which the purchase 
price would have been based if the practice had been sold on 
or about the appointed day. The effect of the introduction of 
the N.H.S. on the income of the practice, 'or a change in the 
method of computing tax, does not affect the assessment. 

Prescribing for Private Patients 
Q. — I am not in the National Health Service, but I am in 
partnership with two colleagues who are. We are all general 
practitioners. Can 1 get one of my partners to prescribe on 
Form E.C.10 for my private patients. So that they do not have 
to pay for their medicines ? 

A. — No. The regulations forbid prescribing in this way. 


MEDICAL WAR RELIEF FUND 


ANNUAL REPORT 1947-8 


1. This report covers the period of twelve months from 
Sept. 1, 1947, to Aug. 31, 1948. Appended to the report is the 
audited statement- of accounts for the same period. 

2. In the third year after the war the need for the existence 
of this fund is still very apparent. One letter received during 
the year from a young widow reads : “ I first had word of 
my husband being missing believed killed, then a year later 
missing believed prisoner-of-war, then a year later presumed 
to have died of wounds while in enemy hands. Since then life 
has been one long struggle with three young children to 
maintain and educate.” The Government pension for this - 
young widow' and three children is £228 per annum, and she 
goes on’ to add : *‘l dislike letting anyone know the plight 
I am in, but is there any way of getting help Such appeals, 
so long after the end of hostilities, provide full justification 
for continuing the activities of the fund. 

3. During the year 42 applicants were granted assistance 
amounting to £6,663. Twenty of these applicants had pre- 
viously received help. As in earlier years, the purposes for 
which most of the grants were voted were : first, to assist 
ysractitroners to re-establish themselves tw civil practice 
(18 applicants) ; secondly, to assist widows with the education 
of children (15 applicants). 

4. In those cases where a grant is to be paid over a period 
of time, or is for the purpose of school fees, the grant is 
administered through the office of the Royal Medical Bene- 
volent Fund, and 12 grants amounting to £1,696 were voted 
in this manner. 

5. From time to time the Distribution Subcommittee receives 
reports on the progress of cases helped in previous years, and 


STATEMENT OF ACCOUNTS FOR THE 


To Balance Brought Forward: 

£7,000 3% Savings Bonds, 1955^65 •• 
£10,000 2\Y. Savings Bonds, 1964/67 • • •• 

£4,000 2\% National War Bonds. 1951/53 . . 
£1,000 3% Defence Bonds (P.O. Issue) 

500 National Savings Certificates • • ■ • 

Deposit with Post Office Savings Bank and 
Accrued Interest 

Cash at Bank on Current Account 
Cash in Hand 


7.000 
9.985 18 

4.000 0 

1.000 0 
375 0 

190 12 
3,025 2 


s- d. 
0 0 


s. d. 


10 11 


Less : 


Amount due to R.M.B.F. (Clerical 
Assistance) 


25,577 4 3 


70 0 0 


n Donations . . 

•» Interest on Investments (Gross) 

*. Interest on Deposit with Post Office 
„ Loans Repaid during Year . . ■ • 

.. Premium on 3% Defence Bonds Repaid 
. ». Profit on Sale of 2i% National War Bonds 


-25,507 

911 

565 


4 

4 
1 

19 
S40 0 

5 

39 12 


Note.' — S ince the inception of the Fund Joans 
to a total of £16,539 have been voted; or 

. this sum £1,962 was repaid prior to AuR- 31 * 

1948, and loans amoonting to £800 * sav ®. 
been written off following the death oi 

the bOTTcrxrrs. * 

£27,865 9 9 


the circumstances are then reviewed and fresh grants are voted 
if the need is shown. Ever)' effort h&s been made to keep in 
touch with all the cases where children are concerned and to 
ensure that the education is progressing. 

6. The following is an extract from a letter written by a 
beneficiary of the fund during the year : “ I really find it 
rather difficult to express the deep gratitude I feel for the more 
than generous gift voted to me. The second gift came as a 
total surprise. Never before in my life have I received such a 
welcome gift. It makes all the difference between pinching 
and scraping and knowing that. or last I have a little something 
behind me.” Another widow writes : “ I just don’t know' how 
to thank the Committee for the wonderful kindness and 
generosity. It is impossible to describe to you what a relief 
your gift has brought to me and what a burden it has lifted 
from my shoulders.” The Committee of the Fund, acting as 
the Trustees on behalf of all the subscribers, quotes these letters 
in order to convey to the subscribers the heartfelt gratitude of 
the recipients and as a proof that the subscribers’ generosity 
was not misplaced. 

7. Onceaealo. the Committee wishes to record its indebtedness 
to the Royal Medical Benevolent fund for its continued 
co-operation, and its appreciation of the valuable services 
rendered by Mr. E. C. Pennefather as Honorary Secretary of 
the Distribution Subcommittee. 

8. The statement of accounts shows that the -fund still has 
a substantial unspent balance, and, as has already been 
announced, the Committee thinks it unnecessary to seek further 
contributions at the present time. 

H. Guy Daln. Chairman. 


TWELVE MONTHS ENDED AUG. 31, 1948 


By Loans Advanced during Year . . . . - - 

„ Gifts (including £1,961 !2s. to be administered 
by the Royal Medical Benevolent Fund) 

Less: Amounts cancelled 

„ Petty Cash Expenses 

Clerical Assistance . . . . - - ' - • • - 

Honorarium to Secretary of Distribution Sub- 
committee 
„ Printings 

„ Ba’ance Carried Forward at Aug. 31, 1 948: 

£7,000 3% S ax-in gs Bonds, 1955/65 

£10,000 2\% Savings Bonds, 1964 '67 . . 

£2.000 2 \*/ t National W 2 r Bonds. 1951/53 . . 

£9*0 3% Defence Bonds (P.O. Issue) 

500 National Savings Certificates 
Cash at Bank on Current Account 
Cash in Hand 


£ 


d. £ s. d 
750 0 0 


6.177 19 9 
265 0 0 


3,912 19 9 
5 2 10 
104 0 0 


200 0 

1 13 


0 

4 


7.000 0 0 
9.9S5 18 9 

2.000 0 0 
960 0 0 
375 0 0 
504 2 0 

8 1 


Add: Income Tax Recox er able 

Amount due for Dividend outstanding - - 


20.825 8 10 
115 0 

125 0 0 


Less: Amount due to R-M.B.F. for Clerical 
Assistance 


20,961 13 10 
70 0 0 

20,591 13 10 

£27.S55 9 * 


Examined with the books and vouchers and found correct. 
Ocl. 25, 194S. 


Price, Waterhouse & Co., 


Frederick’s Place, Old Jewry, London, E.C.2. 
Chartered Accountants. 
Honorary Auditors. 
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A solution would be to appoint a small number of whole- 
time obstetricians from the general practitioners in each area. 
They would be chosen not only for their experience but also 
for their love of obstetrics and would eschew all further general 
practice. They would undertake any domiciliary obstetrics 
referred to them by the general practitioners, who would still 
be permitted to look after their own cases should they so 
desire. It would then be possible rapidly to improve the 
standard of obstetrics, to the benefit of patients and of hospital 
gynaecological departments alike.- — I am, etc., 

Ewell, Surrey. PAUL )VlNGATE. 

The Independence Fund 

Sir, — M ay I say how thoroughly I agree with the sentiments 
expressed in Dr. R. C. McIntosh’s letter (Supplement, Jan. 1, 
p. 8) ? Surely we have all learnt by now that the only way 
with dictators is to treat them rough, for it is the only thing 
they understand. A small minority who are doing very well 
out of the Health Service — so far — will of course protest against 
a wholesale resignation from what is becoming a racket — and a 
tragedy for some. 

In another letter Dr. V. Weston (p. 8) has truly hit the nail 
on the head. It is astonishing that only just over 5,000 of our 
profession were prepared to back their fancy. 

I am beginning to have some sympathy for our Council. 
Even some of us who have no interest in the Health Service 
thought the Independence Fund a pressing duty to support. — 
I am, etc., 

London, N W 3. H. V. DEAKIN. 

V As we stated at the foot of Dr. Weston’s letter, 5,325 
medical men and women contributed to the Independence Fund. 
—Ed.. B.M.J. 

Freedom of the Profession 

Sir, — I n the Supplement of Dec. 4, 1948 (p. 203), in the report 
of the conference of Local Medical Committees Dr. Guy Dain 
is reported to have made the following statement: “There 
is a new organization called the Fellowship for Freedom in 
Medicine, and if they can assist us in any way to help maintain 
the freedom we have got we shall be only too glad of their 
help.” But what is this freedom that they have got ? Dr. Dain 
claims to have attained clinical freedom, freedom of speech, 
freedom of choice both ways for patients and doctors, freedom 
to do private as well as State work, freedom to regulate our 
lists — we need not take more than we like, and we can- practise 
where we like if the area has not been declared an over-doctored 
one. 

Let us consider these freedoms one by one, these freedoms 
that Dr. Dain claims to have “ attained ” (can he mean 
“ retained ” ?). 

(<i) Clinical Freedom. — Was it ever seriously suggested by anybody 
that Mr. Bcvan or one of his Civil Servants would wield the scalpel 
or use the stethoscope ? 

( b ) Freedom of Speech. — Do we have to regard it as an achieve- 
ment in this country that professional men are still allowed freedom 
of speech ? 

(c) Freedom of Choice. — Was it ever threatened that patients 
would be compelled to attend doctors they dislike or that doctors 
should see patients to whom they objected ? 

(d) Freedom to do State and Private Practice. — -What is this free- 
dom worth when, thanks to the Act, there are no private patients 
left for 93% of the general practitioners ? As for the specialists, 
no one ever dreamt of precluding them from being consulted by 
private patients. 

(e) Freedom - to Regulate our Lists. — Does this mean any more 
than that we are not obliged to take on more patients than we are 
capable of looking after ? 

(f) Freedom to Practise Where We Like if it is not an Over- 
doctorcd Area. — lids freedom is illusory. Mr. Bevan promised that 
if a doctor were asked for as a partner or a successor the consent of 
the relevant committee would be automatic. His pledge has not been 
fulfilled. Nor so far has any list of over-doctored areas been 
published. (What is an over-doctored area ?) 

So much for the vaunted freedoms. But Dr. Dain speaks 
with two voices in the same speech. His list of freedoms is 
far less formidable than his list of servitudes. He speaks of 
doctors’ requests for closed areas against other doctors (negative 
direction) because of financial stringency. He talks of the lack 


o r medical manpower and of work that is overwhelming us. 
He warns us that the forthcoming winter may cause a complete 
breakdown. -He foresees the pressure that will be exerted to 
secure that those suffering hardships or serious diminution of 
income should have a special claim from the Special Inducement 
Fund. And, to crown all, he says : 

“ We are now in the position that we are no longer handicapped 
by the fear that we may lose our compensation, and if we do not 
get satisfaction quickly it will not be beyond the bounds of possibility 
To withdraw our services,, not entirely because we are not getting 
enough money, but because under the conditions obtaining we 
cannot properly ‘ deliver the goods.’ ” 

Are these the accents of a victor in a struggle for liberty ? 
Surely these frank statements by Dr. Dain are entirely at vari- 
ance with his claim that we have definitely attained a position 
of freedom. The truth is that the very opposite of freedom has 
been attained in fact — a state of servitude and indignity never 
before thrust on any profession in this country. — I am, etc., 

London. W.l. ' GEORGE ROSSD VLE. 

/ Ophthalmic Service 

Sir, — I have received a communication from the chairman 
of the Ophthalmic Subcommittee of the Negotiating Committee 
that they have asked the Negotiating Committee to seek a fur- 
ther meeting with the Ministry with a view to- modifying the 
conditions of the Supplementary Service. The reason for doing 
this is that there is a minority of practitioners whose earnings 
have been such that it must be concluded they are not giving 
the half-hour for a full ophthalmological examination which the 
committee had promised they should do. 

I append my reply to the chairman, which I shall be grateful 
if you will publish, as I think it must be of interest to all 
medical men at the moment when the question of remuneration 
is causing so much dissatisfaction, and I think that most will 
agree with my views. 

“ I am in receipt of your letter re the remuneration of specialists 
in the Supplementary Ophthalmic Service. I feel sure that the object 
of the Negotiating Committee in seeking a further meeting with the 
Ministry in order to modify the conditions of the Service is actuated 
by their interest in the welfare of the patient and not because they 
feel that some of their colleagues are making too large an income. 
I would therefore ask that you would take the opportunity of suggest- 
ing to the Ministry that the number of patients attending the out- 
patient departments at hospitals should be limited in a similar 
manner. 

“ The out-patients’ session is supposed to last 21 hours, but I find 
that my own invariably last four hours, and during this period I 
probably see 30 or 40 patients. I am quite sure that if the regional 
board paid a sum of, say, £1 Is. per patient instead of £4 4s. a session 
they would probably decide that I am seeing far too many patients 
in a session, but as there is a fixed sum of £4 4s. this large number 
of patients who are seen in too short a time causes no disquietude. 
I would suggest, therefore, that only five new patients were seen 
in any one session of 21 hours or ten old patients, because patients 
attending the out-patients arc usually referred cases and many of 
them pathological, and therefore requiring quite as long a time as 
do the ordinary simple tefraction cases which are seen under the 
Supplementary Scheme. 

“ At the Ophthalmological Services Committee of Surrey, when it 
was suggested that as the refraction fee for a patient for ophthalmic 
medical practitioners had been cut from £1 11s. 6d. to 12s. 6d. it 
seemed a little strange that the optician who measured the patient 
for glasses should continue to receive £1 5s. 6d. for this service, the 
optician members of the committee showed no desire to seek an 
interview with the Minister with a view to modifying this fee.” 

— I am, etc., 

Cambcrlcy. Surrey LESLIE HARTLEY. 

Long-term Policy Required 

Sir,— -There is no doubt, as your correspondents have so often 
maintained, that no doctor can do a really good and con- 
scientious job with a list of more than 2,000 to 2,500 patients, 
and that something should be done' soon to limit the lists and 
raise the capitation fee. The latter is quite inadequate as a 
measure of services given and bears no real relationship to 
the present-day cost of living. 

It seems to me that up to the time of the inception of the 
Health Service there were two distinct types of medical practice, 
but that since its inception the distinction is rapidly disappear- 
ing, to the lasting detriment of patient and doctor alike.. The 
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first type of general practice was and is a product of industrial- 
ized and urban areas. In this type weight of numbers force 
upon the doctor a course of action in sheer self-defence which 
at first he resents but later comes to accept as normal practice 
for want of the ability to do anything different. The second 
type of medical practice is that in which the patient is given an 
adequate examination and is properly instructed and prescribed 
for. It is now rapidly disappearing under the weight of extra 
work following the start of the new Health Service. 

Up to the time of inception of the Health Service the first 
type of practice provided a reasonable income with some hope 
of retirement ; but the second type, while it provided an ade- 
quate living, held out little hope of retirement. In the first 
instance it is impossible to blame, the doctor for the state of 
affairs. Circumstances precluded anything else. But however 
necessary this state of affairs may have been before, it is wholly 
indefensible and something that should not be tolerated for a 
moment longer than is absolutely necessary in any health service 
which has the interests of patient and doctor at heart. As a 
permanent state of affairs it is quite undesirable. As a short- 
term solution the only remedy wou'd appear to be smaller lists 
and higher capitation fee. The hi^^wpitation fee is nothing 
less than the just due of those who' an r <t heavy responsibility 
and exacting demands, both physical! 1 jf mental, coupled with 
unearthly hours of work. But sv e -' !r lists of the order 
suggested mean probably almost doutnal he doctors to pay and 
may not be an economic possibility „ ; view of the fact that 
the Health Service , is likely to cost thcj nation many millions 
more than its sponsors have anticipated. I suggest that a long- 
term policy is urgently required, one which will raise the resist- 
ance of the people to disease and so ultimately lighten the 
present well-nigh intolerable burden on the medical profession. 
It is a policy not so much for the. medical profession as for 
the Government, but who better than the medical profession 
to keep the matter before the notice of the public and of the 
Government ? 

Surely the time has now come to determine for all time 
the role played in the lowering of resistance to disease and in 
the production of ill-health by present practices in the treat- 
ment of the soil and of food, by the educational system, and 
by the economic system, and to press for reforms which will 
improve the health of the people. For it seems to me. Sir, that 
unless and until these factors are taken into account and tackled 
fully and conscientiously we shall continue to see an increase 
of ill-health among the people and the vexed question of the 
Health Service will continue to vex. — I am, etc., 

Troon. Ami!*. HUGH L. MACKINTOSH. 

Salaries of Opticians and G.P-s 

Sir, — I have the greatest admiration for that hard-working 
friend of us all, the general practitioner. I know that Dr. J. W. 
Nicholas {Supplement, Dec. 18, 1948, p. 230) is right in his 
contention that a twelve-hour day is often his lot Neverthe- 
less, I must refute the suggestion that the average ophthalmic 
optician works for only six hours per day. This may be the 
bare time allowed for the examination and measurement for 
spectacles of new patients, but it cannot represent the full 
^extent of his activities per diem. He may, in fact, have to see 
that patient at least three times. 

It must be remembered that in addition patients already 
examined will be returning for their glasses, which will have 
to be fitted and adjusted. Others will be returning for adjust- 
ments (for which no charge is made) and repairs, which he will 
effect on the premises where possible. In addition he will have 
to write up his records and his orders to the manufacturers and 
supervise his workshop if he has one. He will have to check 
the measurements of the frames and power of the lenses 
returned to him. Small wonder that many opticians complain 
• that the book work and form-filling, reports to doctors, etc., 
, have to be done at home and that the full day amounts to ten 
?to twelve hours. Much can be done in this last respect by a 
< competent secretary-receptionist (whose duties are not only 
, writing letters), who is absolutely essential to make appoint- 
’ ments, answer the telephone, explain delays to patients, help 
them with their forms, etc. 

The optician's dispensing fee was calculated on the average 
remuneration he obtained under the old National Health Insur- 
ance Act and is approximately the same and far less than the 


fees obtainable for private work. Far from being overpaid, 
many at the moment are complaining that they are worse off. 
and many, in fact, are overdrawn at the bank. 

Mr. D. Stenhouse Stewart (p. 231) writes of 16 refractions 
per day. This is, of course, quite possible in the case of a 
firm where two or more qualified opticians are working, but 
the actual overheads will be increased accordingly. He talk's 
of £150 per month amply meeting establishment expenses. Has 
he any idea of present-day salaries ? I can assure him that this 
figure will hardly cover the salary of a senior qualified optician 
plus a receptionist, or a mechanic, let alone rent, rates, lighting, 
telephone, workshop expenses, etc., which are generally, I sub- 
mit, considerably higher than those of the general practitioner. 

If the general practitioner is underpaid, this should be 
rectified. Nobody would be more pleased than my profession 
to see this happen, but the way to do it is surely not to decry 
the optician, who is doing a job of work conscientiously and 
well, but to press for the revision of the medical remuneration 
on the merits of its own case. 

Finally, may I point out that my profession feels strongly 
that adequate time must be given to each patient requiring eye 
examination. The Council of the Association of Optical Practi- 
tioners, following the lead of the British Optical Association, 
has recently passed the following resolution: 

“ That if it is shown that a member of the Association of 
Optical Practitioners has given insufficient time or inadequate service 
to his patients, he will render himself liable to disciplinary action 
under the A.O.P. Articles of Association.” 

— I am. etc., 

G. H. Giles, 

Hon. Secretary. Association of Optical Practitioners. 

Civil Service Medical Officers 

Sir. — A good deal of correspondence has been published in 
recent issues of the Supplement under the pen name of “ Civil 
Service M.O.” and “ Another Civil Service M.O.” As Chair- 
man of the Institution of Professional Civil Servants* Medical 
Panel I consider it opportune to enumerate some of the objects 
of this Institution, which is the duly recognized and responsible 
negotiating body for Civil Service medical officers. It is 
concerned with : 

(I) The maintenance and improvement of the position and status 
of its members. 

(21 The protection, asseru'on and enforcement, or the assistance 
therein of the status, position, rights, remedies, and interests of such 
public servants. 

(3) The advancement of efficiency in the public service, the pro- 
motion, teaching, and extension of professional science, knowledge, 
and practice, and the interchange of views thereon. 

(4) All these objectives may be promoted or effected by the Institu- 
tion either alone or in combination with other persons or bodies. 

In relation to medical officers, the Spens Reports are in the 
nature of a charter. For the first time an independent body 
has set out what they consider to be the proper level of 
remuneration for the profession, and this has been accepted in 
principle. The Civil Service medical officer is not seeking 
merely remunerative parity with the administration but 
remuneration which has its proper affinity to that obtaining for 
the medical profession generally. It must include adequate 
recognition of the long duration of a medical education ; the 
late entry, with consequent effect on pension entitlement ; the 
fact that the majority of medical practitioners are recruited as 
experienced practitioners of proved capacity ; and the need for 
bringing the salaries of the Civil Service medical officers in line 
with those of the medical profession. Moreover, the remunera- 
tion should bear a close relationship to qualification , experience, 
and nature of duties of .Civil Service medical officers. 

The Institution of Professional Civil Servants has made it 
quite clear to the Treasury that in their view members of the 
medical profession in the Civil Service should be paid in 
accordance with the levels of remuneration contained in the 
Spens Reports. The Medical Panel of the Institution has for 
some months now been at work preparing an appropriate claim 
based on the Spens Reports. The claim is now in its final 
stages of preparation, and we anticipate submitting it to the 
Treasury in the immediate future. 

As was said in the letter of the Supplement of Nov. 6. 1948 
(p. 166). there are in the Civil Service many medical officers of 
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consultant and specialist status, and this is an aspect of the 
question which will be reflected in the pay scheme that will be 
submitted. The Institution has no doubt that the British 
Medical Association will fully support the claim when it is 
tabled. 

In conclusion, if the writers of the above-mentioned letters 
have not already done so. it is strongly recommended that 
they should join the Institution, where matters pertaining to 
medical ethics, duties, and remuneration, to mention a few, are 
fully discussed and negotiated in the interest of all Civil Service 
medical officers. — I am, etc., 

Chairman, 

v Medical Panel, 

Institution of Professional Civil Servants. 


H.M. Forces Appointments 


WOMEN’S FORCES 
Employed with the R.A.M.C. ' 

War Substantive Captain F. J. Pounds has relinquished her con 
mission and has been granted the honorary rank of Major. 

War Substantive Captains J. W. Paul and N. M. Dwyer ha\ 
relinquished their commissions and have been granted the honorai 
rank of Captain. 

War Substantive Captain L. Blackburn has relinquished her con 
mission and has been granted the honorary rank of Captain. (Sui 
stituted for the notification in a Supplement to the London Gazet 
da’ed March 8, 1946.) 


Master Minds 


Sir, — With reference to the annotation headed “ Master 
Minds” ( Journal , Jan. 1, p. 23), I am instructed by my chair- 
man to ask you to be good enough to publish a letter received 
by my committee from Mr. Messer, the contents of which are 
as follows : 


" I am in receipt of your letter with copy of paper enclosed, which 
I am retuining herewith. 

“ This report has already been brought to my notice and I need 
hardly say that I read it with very great distress. It is an instance 
where tearing a passage out of the context makes a very great differ- 
ence. All I was trying to do was to explain the difficulties under 
which the general practitioners work and expressing the hope that 
the establishment of health centres would give them better oppor- 
tunities. I have never, at any time, criticized the work of the general 
practitioner, as I realize the essential part they play in the Service. 

“ I have, from time to time, referred to the lack of organization 
of the general practitioner services, but this, of course, is a matter 
generally recognized. 

“ If anything I have said has given rise to a feeling that I have 
in any way reflected on the professional integrity of the general 
practitioner, I would be most anxious to correct it and I sincerely 
hope that the cordial relations which have existed between the 
profession and myself for so many years will continue.” 


Mr. Messer has given permission for his comments to 
published. — I am, etc., 


D. F. Hutchinson, 


be 


London. W.C 1 


Secretary. 

Middlesex Local Medical Committee. 


POINTS FROM LETTERS 

Locums 

Dr. Shackleton Bailey (Eye, Suffolk) writes: ... I suggest that 
executive councils accept some responsibility for what goes on in 
their areas when doctors are ill or on holiday. It would be a gieat 
convenience if they had a small panel of locumtenents at their dis- 
posal who could come to the rescue in emergency and who would 
be available to the doctors in the area concerned for holiday pur- 
poses. Doctors would of course book their holidays well in ndvance, 
and late applicants might have to take their holidays when the locums 
were available rather than just when they liked. But I am sure 
everyone concerned would be glad to make occasional sacrifices of 
this sort for the security of a good locum who was responsible to the 
executive council. It might be a little more costly, but a. good 
locum is worth paying for. The executive councils would recruit 
their panel of locums mainly from young qualified men who desired 
to practise in a particular area. A man who had served an executive 
council well in the capacity of a locum would have the assurance 
that he would be a strong candidate for any vacancy in general 
practice occurring in the area. The doctors in the area would know 
his capabilities and he would get a fair idea of what practice there 
was like before settling down. . . . 

Outstanding N.H.I. Fees 

Dr. M. Lethbridge Farmer (Portishead, Somerset) writes : . . . 
May I ask what has happened to the outstanding balances for 1947-8 
of panel fees, mileage, and dispensing fees due under the N.H.I. ? 
These represent in part remuneration for work done and in part actual 
out-of-pockct disbursements. The contract of service under which 
they were earned or incurred terminated on July 5, yet the clerk of 
the insurance committee concerned with those due to me tells me 
that the necessary allocation of funds to meet them has not as yet 
(Dec 161 been made. In view of the vast excess of expenditure 
over estimates for the new Service, arc we to write these amounts off 
as a bad debt on the part of the Ministry ? . . . 

V A note on these pavmcnts appeared in the Supplement of 
Jan. ! (p. 3).— Ed., BMJ. 


Association Notices 


FULL-TIME NON-PROFESSORIAL MEDICAL 
TEACHERS’, LABORATORY AND RESEARCH 
WORKERS’ GROUP 

A meeting of the Group of F^Il-time Non-Professorial Medic 
Teachers, Laboratory ^‘^“^search Workers will be held 
E.M.A. House on Thf° T e , Jan. 27, 1949, at 5 p.m. T1 
main business will be r r O-jfiive the report of the Group Cor 
mittee, and an item offf.. l '!icular importance will be a disci) 
sion on the Spens Ri( Ml Ft and its application to special] - ! 
holding university posts jPnd those who are not in contract wi 
boards of governors of teaching hospitals or regional hospil 
boards. The Group Committee extends a cordial invitation 
all non-members of the Group who may be interested. 


Diary of Central Meetings 
January 

12 Wed. Council, 10 a.m. 

Branch. and Division Meetings to be Held 

Rochester, Chatham, and Gillingham Division.— At All Sain 
Hospital, Chatham, Thursday, Jan. 13, 8.30 p.m. Clinical meetir 
All medical practitioners in the area of the Division are invited. 

Tunbridge Wells Division. — At Kent and Sussex Hospit 
Wednesday, Jan. 12, 8.15 p.m. Sir Leonard Parsons: "Comm 
Oversights in the Acute Diseases of Children.” 

Westminster and Holborn Division. — Joint meeting with Chels 
and Fulham and Kensington and Hammersmith Divisions, at Po 
graduate Medical School of the Royal Cancer Hospital, 24, Ons!< 
Gardens, Fulham, S.W.. Wednesday, Jan. 12, 8.30 p.m. Mr. C. 
Shattock: “Cancer of the Breast.” Open to all medical practitiom 
in the area of the Divisions. 

Winchester Division. — At County Hospital, Winchester, Sund; 
Jan. 9, 11 a.m. Meeting. Agenda: National Health Service 
Remuneration. Consideration of the following Resolutions: (i) Fn 
Ashton-under-Lyne Division: "This Division demands a Spec 
Representative Meeting for the sole purpose of deciding up 
immediate action to raise the capitation fee to an equitable basis 
(ii) From Torquay Division: “ That unless the Spens Report, pi 
an adequate betterment factor, is implemented by March 31, 19' 
mass resignation of all members of the B.M.A. in the general pr: 
titioner service should be called for by the Council of the Associate 
and to this end a Special Representative Meeting should- be call 
for not later than the first week in February.” (iii) From RocluL 
Division: “ This meeting views with great dissatisfaclion the apat 
of the Central Body in resnect of the present unsatisfactory capil 
tion fee, apd is strongly of the opinion that a Special Represenl 
tive Meeting should be called not later than Feb. 15, 1949, in ord 
that the Negotiating Committee may be given new and urgent instrv 
lions fo- an approach to the Minister regarding the remuneration f 
all sections of the profession.” Consideration of Birkenhead ai 
Wirral Division : “ That this Division recommends the formation 
a trades union within the framework of the B.M.A., this beir 
in our opinion, the best way of safeguarding our interest: 
Organization of the B.M.A. : (i) Report of the Divisior 
Representatives on the B.M.A. Organization Committee Meetir 
(ii) Consideration of draft of new memorandum based on Repoi 
received from Divisions. 1 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are unde 
stood to require employees to be members of a trade unit 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Popk 

Non-County Borough Councils. — Dartford, Radcliffe (limit! 
to future appointments), Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-1 
■Spring, Huyton-with-Roby, Redditch (restricted to new appoir 
ments), Tyldesley. 
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PULHEEMS 

A NEW SYSTEM OF MEDICAL CLASSIFICATION 

BV 

ROY T. FLETCHER, M.B.E., M.D. 

Major, C 

(From the Hygiene Directorate, War Office) 


The Pulheems system of medical classification was officially 
adopted by the Army on April 1, 194S It has also been 
accepted by the Royal Naw, the Royal Air Force, and 
he Ministry of Labour and National Serwce, whose Medical 
Boards took it into use on June 1, 19-fS 
The object of this paper is to introduce Pulheems to the 
profession and to stimulate interest m this new sistem of 
classification so that doctors called upon to examine recruits 
or to act as medical officers will be familiar with the prin- 
ciples involved The Pulheems system commands atten 
tion because it provides us for the first tune with a method 
of expressing on paper in a concise and easily recognizable 
form the physical and mental capacities of an individual 
I consider that when it becomes generally known it will 
be accepted by the profession and applied on a wide basis 
Certainly it goes a long way towards unifying and rational- 
izing our standards and towards improung our “clinical ” 
appreciauon of physical and mental fitness While we are 
still unable to measure physical and mental capacity bv 
purely clinical means, Pulheems is undoubtedly a great 
advance on methods hitherto employed 
It is hardly surprising that the Forces Medical Services 
should be responsible for developing a comprehensive 
system of medical classification, since in the Services organ- 
ized medicine has been developed to a high level and Service 
requirements clearly call for some means of assessing accur- 
ately the fighting-man’s phv steal and mental capacity'. It 
seems probable that with a National Health Service, and 
in view’ of the necessity for the economic employment of 
our man-power m industry' and elsewhere, the Pulheems 
svstem of medical classification will meet an essential need 
Further, if the physical fitness of our people is to be safe- 
guarded comprehensive health surveys of the population 
will have to be undertaken, and in order to derive full 
benefit from such surveys we must pay due attention not 
only to clinical states but also to “health ” or physical and 
mental capacity 

Medical Classification in the Past 
The need for a system of medical classification in the 
Army became apparent during the South African War 
(1899-1902). when for the first time officers and men were 
examined with respect to their physical fitness for service 
at home or abroad. It was not until the war of 1914-18 
that anv further breakdown of these two broad classes was 
attempted , and following the introduction of the Mihtarv 
Services Act m January. 1916, the scope of medical classi- 
fication was extended to include all serving officers and men 
at home and abroad The system of lettered categories, which 
later became so familiar, was introduced at that time, and 


it was with this system of classification in vogue that we 
were called upon m 1939 to face the war During 
the ensuing years the increasing demands on man-power 
necessitated successive extension of the medical categories 
used, and as a result the category system became more and 
more complicated, while at the same time it failed to meet 
the new demands placed upon it 

Briefly, the reasons for the failure of the former system 
of medical categorization are as follows 

The medical categories used (a) did not adequatelv define 
a man’s phv steal or mental limitations, and it was therefore 
not possible to allocate the man to emplovment in wmch 
full use could be made of those capacities which were not 
in anv wav impaired , (b) gave no indication of the mental 
and emotional make-up of the individual, factor' wn ch in 
total warfare are no less important than the phys'cal attri- 
butes , and (c) merely indicated restrictions on emplov- 
abihty of a very generalized nature, giving no information 
about the particular disability involved Thev therefore 
provided no guidance on the most suitable tvpe of work 
for any given soldier with due regard to the nature ot 
his disability In short, the medical category svstem was 
designed to meet the requirements of our traditional Armv 
(and particularly the mfantrv soldier), which marched on 
its feet and fought with a rifle It was not a svstem designed 
to cater for the modern mechanized Armv engaged in 
technological conflict 

With the introducUon of personnel selection procedure 
into the Armv in 1942, the deficiencies and shortcomings of 
the medical category svstem were further revealed and 
emphasized. The range of employments available in a 
modern armv is extremely wide and varied, and each indi- 
vidual job brings into use different mental and phvsical 
funcUons, which in turn may have to be qualified accord- 
ing to the condiuons and environment in which the work 
has to be performed— e g , tropical, arctic, front-line action, 
etc It will be agreed that to ply a trade under direct 
shell-fire is totally different from practising the same trade 
in the safety of a base workshop, and that a man with 
chronic car disease who mav be perfectly fit to serve in a 
temperate climate is likely to break down when serving in 
the Tropics or subtropics Clearlv, minor disabiliUes which 
are of little significance to a member of the training staff 
of a static base installation can represent a serious liability 
in an active combatant unit 

From the foregoing it is apparent that the lettered system 
of medical categorization proved very' wasteful from the 
point of view of man-power economy In order to employ 
men satisfactorily in the Armv the medical authorities 
must provide a clear-cut specification of the individual’s 

4593 
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functional capacities. Only in this way can men be employed 
to the best advantage, man-power economy be effected, and 
the individual himself be satisfied. • 

Progress towards a New System 

Had it not been for the crisis of 1939 it is likely that 
steps would have been taken to improve our system of 
medical classification to meet the demands of mechaniza- 
tion and the numerous new employments created ; but the 
British Army authorities considered it both undesirable and 
totally impracticable to introduce a new system once war 
had started. However, in 1943 the Canadian Army authori- 
ties introduced a new system of medical classification which 
they called “ Pulhems,” chief credit for which goes to 
Major-General Brock-Chisholm, then Director-General of 
the Canadian Army Medical Services. It was he who first 
suggested that men should be examined in respect of seven 
subdivisions of bodily and mental function, and as a result 
a committee was appointed to investigate the possibilities of 
such a scheme. This committee designed the Pulhems 
system of medical classification now used by the Canadian 
Army. 

Subsequently the attention of the British Army authorities 
was drawn to this system and selected groups of Army 
intakes were examined by that method. The trial, though 
limited, proved that it was possible to assess the functional 
capacity of the individual and record the findings in terms 
which would be easily understood by his employers (and 
selection officers) ; but, as already indicated, it was not pos- 
sible to introduce the system generally at that time. In 
1946 an Inter-Services Committee was formed “ to devise 
a system of medical classification which would be suitable 
for use by the Royal Navy, the Army, and the Royal Air 
Force.” It was agreed that “ Pulhems ” should form the 
basis of discussion, and eventually this committee devised 
the system known as “ Pulheems — a system of medical 
classification for the Fighting Services.” It is this system 
which has been adopted and which I will now proceed to 
describe 

The Pulheems System of Medical Classification 

The Qualities — Under the Pulheems system of medical 
classification examination of the individual is carried out 
objecti\ely, with particular reference to seven subdivisions 
of bodily and mental function, the code letters of which 
go to make up the word “ Pulheems ” as follows: 

P — Physical capacity 
U — Upper limbs 
L — Locomotion 
H — Hearing (acuity) 

EE — Eyesight (vis’ual acuity) ) 

M — Mental capacity 
S — Stability (emotional). 

These subdivisions are known as qualities. 

Visual Acuity (EE). — Under the former systems of medi- 
cal categorization specified visual standards were laid down 
and each category was permitted certain of these standards 
— e.g., Al— V.S.l, 2, or 3 ; A3— V.S.4 ; A4— V.S.5 or 6, etc. 
Such visual standards are still being used by the Canadian 
Army, hence their use of the single “ E.” The Royal Navy 
and the Royal Air Force found that the wide' range of 
vision permissible in some of the categories previously used 
made accurate employment of men in various technical 
trades extremely difficult. In the discussions which took 
place on the subject these two Services insisted that, to 
meet the requirements of their tradesmen, the new system 
must specify the precise degree of visual acuity in each eye 
separately, both without and with the aid of glasses. This 
requirement was met by introducing a separate “ E ” for 


each eye,' subdividing the medical box under each of the 
“ E’s ”‘so that the unaidgd vision could be shown in the 
upper half of the box and the aided vision in the lower 
half. The method of recording visual acuity is based on 
the following standards: 

6/6 = 1 6/24 = 5 

6/9 = 2 6/36 = 6 

6/12 = 3 6/60 = 7 

6/18 = 4 Less than 6/60 = 8 

Thus, for example, EE is recorded as follows for a man 
whose uncorrected vision is R=6/12, L= 6/ 1 8 and whose 
corrected vision is R = 6/6, L — 6/9: ' 

E E 

3 4 


1 2 


the first “ E ” indicating 1 the visual acuity in the right eye 
and the second “ E ” that in the left eye. 

Degrees of Each Quality . — There are eight degrees under 
each quality, but for reasons which will emerge later not 
all of these are used in the case of U, L, H, M, and S, as 
the following table shows : 


P U L H E ' E 
111111 
2 2 2 2 2 2 

3 3 3 3 3 3 

4 — — — 4 4 

5 ■ — — — 5 5 

6 — — — 6 6 

7 7 7 7 7 7 

8 8 8 8 8 8 



Functional Interpretation of the Degrees of Each Quality 

The degrees of each quality, excepting H and EE, refer 
to functional ability. The degrees of H and EE are related 
to definite standards of hearing and eyesight, degree 8 under 
H signifying the man is unfit for any form of military 
service. Table I shows in detail the functional require- 
ments ofxthe degrees used under each of the qualities other 
than EE. Under this quality the minimum visual require- 
ment for certain essential duties — e.g., shooting, driving, 
etc. — is detailed. 

Climatic Restriction . — During the 1939-45 war major 
causes of invaliding to the United Kingdom from overseas 
theatres were skin, ear, eye diseases, and psychiatric dis- 
orders. After treatment in the United Kingdom many of 
these men recovered sufficiently to become fit even for full 
combatant duties provided they were retained in a tem| 
perate climate. In order- to avoid sending such men taj 
climates where they would break down because of dis- 
abilities which remain quiescent only in a temperate climate 
it is essential to indicate the necessity for climatic limita- 
tion. Under the Pulheems system degrees 4, 5, 6, and 7 
are used for this purpose. In the assessment of the 
qualities U and L, any pathological condition of the limbs, 
such as osteomyelitis, will have a general constitutional 
effect. This also applies to diseases of the ears and eyes 
— as opposed to hearing (H) and eyesight (EE). It is there- 
fore convenient to confine the specification of climatic 
restriction so far as the qualities P, U, L, H, and EE are 
concerned to the assessment of the P quality only, and for 
this reason degrees 4, 5, and 6 are not used under U, L, 
and H. With regard to M and S, experience in the las- 
war indicates that men of low intelligence adapt themselv^., 
poorly to strange and unfamiliar surroundings. Intelli- 
gence once assessed remains a constant factor and is not 
directly related to the question ; for Army purposes , 

•With regard to “ M ” and “ S,” degree 1 implies functional 
efficiency “ above average,” which it was considered extremely diffi- 
cult to assess; thus degree 2 under these qualities indicates normal 
or better. 



Table I .—Guide to Fulhcems : Functional Interpretation of Degrees of Each Quality 

Men 



radon to bo Ape, build, strength, and St re n gth , rinpo of movement. Strength, range of movement, Auditory acuity Viiunt ncuitv Mental capacity Emotional stability 

considered stamina-guts and general eflklcncy of and cllkiency of teet, leps, 

upper arm, shoulder, girdle, pelvic girdle, and lower 

and hick back 
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however, men whose mental capacity is incompatible with 
employment in any part of the world can be employed only 
at home (i.e., degree 7), hence degrees 4, 5, and 6 are not 
used under M. The S quality has a material bearing on 
climatic restriction, but it is considered that a man who 
requires restriction to service in a temperate climate because 
of emotional instability is unlikely to be employable in 
a combatant role ; therefore under S degrees 6 and 7 only 
are used. Men with psychosomatic disorders — e.g., effort 
syndrome, functional dyspepsia, etc. — may require a lower 
assessment under P as well as S. Finally, if an individual 
has a low assessment under one of the qualities other than 
P, it does not follow that the same assessment must be 
made under P — e.g., a man who is assessed L7 but is 
physically fit to be assessed P3 should be classified P3 and 
not P7. Lowering of the P assessment to 7 in such a 
case would impose unnecessary restriction on employment. 
Any individual, however, assessed degree 7 under P, M, 
or S can serve only in the United Kingdom. 

From the foregoing it will be seen that climatic restric- 
tion is decided by the assessment of the individual under 
the qualities P and S, and to a lesser extent under the quality 
M. Employment within the various areas in the theatre — 
i.e., forward, lines of communication, or base — is dependent 
thereafter on the complete assessment. 

Temporary Assessment. — (a) “ R " Assessments : — Where 
an individual is suffering from a condition which is remedi- 
able by surgical operation or other means (e.g., hernia, poor 
physique) he is classified according to his present capaci- 
ties (but not lower than 7) and the letter R is inserted 
immediately after the degree of P, U, L, or S affected, the 
period of temporary restriction from full duty of the assess- 
ment being stated — e.g., P3R for three months. Such an 
individual remains on duty, and at the conclusion of 
medical treatment is reassessed. 

(b) “ O ” Assessments : — When an individual is off duty 
and under medical care he is temporarily unfit for military 
service. This is shown as degree “ O ” under P, U, L, or S 
as appropriate and the period of temporary incapacity is 
stated — e.g., P — “ O ” for six months. 

Method of Assessment. — The medical assessment of any 
man under this system is based on functional efficiency at 
the conclusion of training. For this reason the pre-Service 
assessment allotted by the civilian medical board is verified 
by the military medical authorities when the man joins for 
duty and an initial assessment is allotted. At the conclu- 
sion of basic training a full medical examination is carried 
out and a Service assessment is made, which remains effec- 
tive until alteration is considered necessary by a military 
medical board. To record the findings, in addition to the 
assessment under each of the seven qualities, age (repre- 
sented by the last two figures of the year of birth), height, 
weight, and colour perception standard are recorded in a 
medical box, in which there is space to enter the reason for 
an assessment below 2 under P, U, L, or S. The medical 
box takes the following form : 


v o n 

P 

u 

L 

H 

E 

E 

M 

S- 

20 

2 

2 

3 

1 

_l 

1 

2 

2 

Ht 6S .. 

P 








c P. 2 

u 

■ 

Wl. 13$ .. 

L 

| Pcs planus — moderate 

Y 

Medical board 

: 3/7/46 


s ; 


Such an assessment indicates a man who is fit in every 
way except for a moderate degree of flat-foot, and at a 
glance it is easy to see that he is suitable for full employ- 


ment in any part of the world with mechanized troops but 
not with infantry (because of L3). 

With the introduction of the Pulheems system into the 
three Services it has been necessary to review medical 
documentation in general, and a much improved system 
is being devised for use by all three Services which it is 
hoped will be introduced in the near future. 

Administrative Application of the System 
From Table I it will be seen that the degrees of 
P, U, L, H, M, and S are interpreted and signify suit- 
ability for various, ranges of employment as follows: 


Table II 


Degree j 

Functional Capacity 

Combatant Capacity 

Climatic Restriction 

1 1 

Above average j 

Full 

Nil 

4 

Above average 

Full 

Temperate 

2 

Average 

Full 

Nil 

5 

Average 

Full 

Temperate 

3 

Moderate defect 

Restricted 

Nil 

6 

Moderate defect « 

Resrricted 

Temperate 

7 

Marked defect 1 

Restricted 

Service in U.K. only 

8 

UNFIT FOR ANY J*ORM OF MILrTARY SERVICE 

. ‘ 


The term “ restricted ” implies service in a role which 
is not primarily a fighting one. 

It is evident, therefore, that the Pulheems code number 
(i.e., the recorded assessment) provides in effect a complete 
indication of the fitness, physical and mental, of the indi- 
vidual for employment under varying conditions. It is 
possible to reduce this code number to a simple two-lettei 
code for use as an employment standard, and so simplify 
the administrative application of the system. 

This has been done within the Army and the Royal Ail 
Force, and the employment standards used by the Arm) 
are as follows: 

FE — Employable on full combatant duties in any area it 
any part of the world (FE — forward everywhere). 

FT — Employable on full combatant duties in any area ir 
temperate climates (FT — forward temperate). 

LE — Normally employable in the lines of communication oi 
base area in any part of the world, but may b< 
employed in the forward area in any role which i: 
not primarily a fighting one (LE — L. of C. every 
where). 

LT — Normally employable in the lines of communication o; 
, base areas in temperate climates only, but may bi 
employed in the forward area in any role which i: 
not primarily a fighting one (LT — L. of C 

' temperate). 

BE — Employable only in the base area in any part of thi 
world (BE — base everywhere). 

BT — Employable only in the base area in temperate climate 
(BT — base temperate). 

HO — Employable in the protected area in' the United King 
■ dom only (HO — home only). 

It has been said that the two essentials required in an 
system of medical classification are ( a ) a detailed qualita 
five estimation of the individual, and (Z>) a qualitativ 
analysis of, the available employments expressed in th 
same terms. 

Under the Pulheems system these two requirements ar 
met. For the Army’s purposes employment standards hav 
been worked out in relation to each arm of the Servici 
For employment forward of the base the standard has bee 
set according to the general functions of the arm, whil 
in base areas it has been determined in relation to th 
actual employment itself. This difference is necessary t 
meet the requirements of reinforcement demands. 
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Minimum Standards : The Infantry Soldier 

To conclude my description of the Pulheems system of 
medical classification and to provide an illustration of the 
working of the system it is convenient to start with the 
specifications of the infantry soldier, since it is such men 
whom everv armv particularly needs and who must possess 
the highest standards of phssical competence To be effi- 
cient an infantry soldier must hase the following functional 
attributes 

P /or Physical Capacits — “Must be able to endure sesere 
strain, do heavy physical work, and engage in hand-to-hand 
combat 

These are general capacities derived from a man’s whole 
phssical deselopment his height and weight, his ability 
to acquire physical stamina with the proper training, his 
capacity for work, and his general good health 

U for Upper Part of the Bods, or Upper Limbs — “ Must be 
able to lift and carry heavs loads Be able to dig and throw 
hand grenades and use weapons” 

To do these things a man must hase strong arms, 
shoulders, and back, and must be able to use his hands 
with normal dexterity 

L for Loss cr Part of the Body or Locomotion — ‘ Must be 
able to stand at his post for long hours and march more than 
70 miles a day without difficulty ’’ 

H for Bearing — “Hearing must be good so that he can 
understand commands made under difficult conditions and hear 
suspicious sounds when on night watches” 

EE for Eyesight — “Must be able to see the enemv at con- 
siderable distance and use bis rifle sights with either eve 

M for Mental Capacity — Must be intelligent in order to 
leam the use of his specialized weapons and field craft” 

S for Stability (EmotionaJ) — ‘ Must also be a man of stable 
temperament with self confidence and determination ’ 

Expressed w terms of Pulheems, the minimum standard 
permissible for the mfantrv soldier therefore is 

P U L H E E M S— Employment Standard 

S S 

2 o 2 2 - - 2 2 F E 

3 3 


Discussion 


d) 


Under Pulheems the emphasis is placed on the functional 
capacity of the individual to work rather than on any 
existing abnormality, whether anatomical or otherwise It 
is generally agreed by all concerned that, given a reason- 
ably correct functional assessment of a man’s ability to 
work, a more accurate allocation to suitable employment 
becomes possible It is hoped that m the future there will 
be few, if any, “ square pegs in round holes ” in the 
Services 


if \ being assessed PI or P2 becomes less and less as age 
advances In the absence of such constitutional defects, 
however, in a man of good physique and with a good 
previous lustory there is no reason whv an assessment of 
P2 should not be given to the really fit individual In an 
organization such as the Army, the medical officer is 
inclined to think in terms of “ fighting ” fitness, and there- 
fore he tends to assess the 40-vear-olds and over as P3 


One of the factors on which there is some diversity of 
view among medical men is the effect of the age of the 
individual on assessment, particularly under the P quality 
It must be admitted that as one advances in years moderate 
constitutional defects begin to appear which can easdv be 
recognized on examination, such as increase in weight, rise 
in blood pressure, cardiac irregularity, and so on , and over 
the age of 40 years the likelihood of a man or woman 


rather than P2 It should always be remembered that the 
employment of an individual must be governed bv both 
his medical fitness and his age, and the latter alone is suffi- 
cient to contraindicate posUng m a fighting role 

The Pulheems system of medical classification was sub- 
jected to some cnUcism because for the first time in the 
history of medical categories in the Services it specifically 
took mto consideration the two qualities mental capacity 
(M) and emotional stability (S) and introduced their routine 
assessment for each individual It has even been stated 
in this connexion that the Pulheems system was little more 
than a “ psychiatric racket " which, it was implied, might be 
detrimental to and prejudice the chances of men entering 
the Forces There can surelv be few to-day who would 
deny that psychiatric disorders are as important as physical 
diseases, and in the light of increasing knowledge the dicho- 
tomy between mind and body appears more and more 
arbitrary and indistinct Medical fitness is a total problem 
and we cannot separate the mind from the body It is 
hoped that the introduction of Pulheems bv the Services 
wall help to underline in the mind of the public as well 
as in that of the medical profession the importance of 
regarding the individual as a complete unit, in whom the 
mental and physical functions must be considered and 
assessed simultaneously Service medical officers are 
trained to use their clinical judgment in assessmg an indi- 
vidual as normal or better — le, M2 and S2 , it is only 
when there is doubt or anv definite indication that the 
individual is abnormal that psychiatnc aduce should be 
obtained 

Within the Services, therefore, it has been possible to 
introduce a new system of medical classification vvnich, 
while giving a much more detailed picture of the mans 
capacity to work, is aho very simple in its application and 
use bv non-medical personnel In the Army, standards 
have been worked out for all the trades and employment 
available , and it is hoped to take steps to prove our norms 
and in the end to obtain some definite information on what 
is compatible with normal and what is definitely abnormal 

The tendency in the past in the medical world has been 
to teach the medical student the care of the sick and ais- 
abled, little attention being paid to his education in what 
is considered normal There are many wavs or being 
‘ well,” but the whole question of just how well a man 
must be in order to carry out satisfactorily any particular 
one of the hundreds of jobs that are available m a modern 
army has never been satisfactorily determined The 
present drive towards positive health will, it is hoped, be 
very materially assisted by the use of Pulheems, since it is 
evident that an accurate method of assessing the fitness of an 
individual is a prerequisite of the determination of positiv e 
health It is for these reasons that I suggest that such a 
system need not be confined to the Services alone and could 
well be used by industry generally, police forces, and other 
similar bodies 

It would appear from Service experience regarding medi- 
cal classification generally that comparatively little atten- 
tion has been paid to it in the past, and that the systems 
of classification formerly used have not been understood 
properly either by medical men or by laymen Where the 
employment of men has been considered, a great deal of 
stress has been placed on welfare, environment, working 
conditions, and so on, but practically no attention has been 
given to the question of their fitness for their particular 
type of employment It is hoped that academic bodies 
m the future will consider teaching methods of medica’ 
classification to medical students and also to postgraduates 
It is contended that the concentration on disease in hos- 
pital teaching and elsewhere is unwise, and that the time 
has come when more consideration must be given to health 
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and fitness and the application of clinical knowledge to 
its assessment. Almost all medical men are called upon at 
one time or another to examine men for the Services, and 
the despairing efforts of the newly qualified medical officer 
when faced with a group of recruits whose fitness he :s 
expected to assess is well known. The fault lies essentially 
with the teaching rather than with the new doctor. 

One of the difficulties in using any system of medical 
classification is the wide divergence of opinion among 
medical men regarding assessment generally and more par- 
ticularly the influence of various diseases and other morbid 
conditions on assessment. In the literature which has been 
produced by the Services on the Pulheems system an attempt 
has been made to issue some guidance in this matter. It is 
hoped that with increasing experience' this aspect of the sub- 
ject will be reviewed from time to time and greater precision 
will be achieved. It remains for civilian bodies to carry the 
project one stage further. If it is possible to achieve the neces- 
sary liaison between civil and military medical authorities 
there seems to be no reason why in the end all medical 
men should not be able to allot to each individual the same 
medical assessment, a development which would be more 
than welcome to the Services. 

Conclusion 

The Pulheems system of medical classification has been 
introduced in the Services to remedy the shortcomings of 
previous systems used and to facilitate the optimum employ- 
ment of man-power. Our objectives briefly are: to set up 
a common system for use by all three Services ; to provide 
a functional assessment of the individual’s capacity for 
work ; to assist in expressing the physical and mental attri- 
butes appropriate to individual trades and employments 
within each Service ; to allocate men to the employment 
for which they are most suited in view of their physical, 
intellectual, and emotional make-up ; and to provide a 
system which is administratively simple to apply in both 
peace and war. 

I consider that the introduction of Pulheems by the 
fighting Services marks a great step forward in this field 
of activity. The conception of a uniform assessment of 
the functional abilities of the population as a whole, whether 
in terms of war requirements or of industrial potential, is 
striking enough to require no further elaboration. 

Army Publications 

Pulheems — System of Medical Classification for the Fighting 
Services, dated November, 1946. 

The Application of the Pulheems System of Medical Classification 
to the Army fW.O. Code No. 1792 — restricted). 

These pamphlets arc in the process of being rewritten, and 
it is hoped that the first, which deals with the medical aspect 
entirely, will be available for purchase at H.M. Stationery 
Office early this year. 

1 wish to express my thanks to the Director-General of the Army 
Medical Services, Lieutenant-General Neil Cantlie, C.B., M.C., 
F.R.C.S., K.H.P., for permission to publish this paper. My gratitude 
is also due to the Director of Hygiene, Brigadier A. E. Richmond, 
C.B.E., K.H.S., and my colleagues Lieutenant-Colonel A. N. B. 
Odbert, O.B.E., R.A.M.C., and Major R. B. Stalbow, General List, 
for much valuable help and criticism in the presentation of this 
paper. 


Offenders who arc remanded on bail under provisions of Section 
26 of the Criminal Justice Act, 1948, may now be sent to certified 
institutions or certified houses (among other places) for medical 
examination and report. The Mental Deficiency (Amendment) Regu- 
lations, 194S, which came into operation on Dec. 27, prevent such 
an offender being received in a certified institution or certified house 
which is already accommodating the full number of patients for 
which it has been certified as suitable unless the Minister consents 
to his reception. 


“PALUDRINE” (PROGUANIL) 

IN PROPHYLAXIS AND TREATMENT OF 
MALARIAL INFECTIONS CAUSED BY 
A WEST AFRICAN STRAIN OF 
P. FALCIPARUM 

BY 

G. COVELL, M.D., D.T.M.&H., D.P.H. 

W. D. NICOL, M.B., D.P.M., F.R.C.P. 

P> G. SHUTE and M. MARYON 
( From the Malaria Laboratory, Horton Hospital, Epsom, Surrey) 

“ Paludrine ” was first used for the treatment of human 
malaria at the Liverpool School of Tropical Medicine in 
1945 by Maegraith and his colleagues, who published 
records relating to 22 patients naturally infected with West 
African strains of Plasmodium falciparum, 16 of whom 
were considered to be suffering from primary attacks. The 
dosage of paludrine administered varied from 50 to 600 mg. 
twice daily for 14 days. The clinical response was satis- 
factory in all cases, and was as rapid in those receiving 
50 mg. of the drug twice daily as in those who were given 
a dosage ten times as great. Owing to difficulties in follow- 
up it was not possible to determine the radical cure rate 
(Maegraith el al„ 1945). 

Subsequently an extensive series of prophylactic and 
therapeutic trials with paludrine on volunteers exposed 
to infection with New Guinea strains of P. falciparum 
and on troops suffering from malaria contracted in 
that area was undertaken by Fairley and his colleagues 
at the Land Headquarters' Medical Research Unit, Cairns, 
Australia, on the same lines as those previously employed 
at this centre with mepacrine. Paludrine was found to act 
as a true causal prophylactic against infections due to New 
Guinea strains of P. falciparum. Radical cure was effected 
in 41 out of 41 natural and in 46 out of 47 experimentally 
induced sporozoite infections treated with a ten-days course 
of 100 mg. of the drug thrice daily. In most cases there 
was rapid clearance of asexual parasites from the peripheral 
blood, but, though the overt attack was readily controlled 
even by very low dosage, the clinical response was described 
as “ not rapid.” Gametocytes were not destroyed in the 
peripheral blood but were rendered non-infective to mos- 
quitoes for a variable period, depending on the size of the 
dose administered (Fairley et al„ 1946). 

Since the publication of the Liverpool and Cairns trials 
a number of prophylactic and therapeutic trials with 
paludrine have been carried out in India and in Malaya, 
with generally favourable results. The drug has proved 
exceedingly useful in both these countries, particularly 
among labour forces and village populations, where a single- 
dose treatment of 300 mg. has been generally adopted. It 
should be noted, however, that the great majority of the 
subjects treated have been semi-immunes, and there is little 
evidence regarding the radical cure rate. Chaudhuri (1948) 
drew attention to the existence in India of strains of 
P. falciparum infections from which are not radically cured 
by a dosage of 300 mg. of paludrine daily for ten days, and 
cited the case of a patient who experienced a second over! 
attack nine days after the completion of treatment and 
a third attack 11 days later. Other reports from clinicians 
practising in India and in Malaya indicate that for the treat- 
ment of P. falciparum infections in non-immune persons 
paludrine is not entirely adequate in the dosage originally 
recommended. 

In Sardinia, Bettini (1948) treated 94 cases of falciparum 
malaria with 100 mg. of paludrine thrice daily for 10 days 
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followed by a weekly dose of 100 mg. for three months. 
The clinical response and clearance of parasites from the 
peripheral blood were satisfactory, but in 17 of the cases 
relapses’’ occurred within this period. 

Widely divergent accounts regarding the efficacy of 
Mludrine in the treatment and prophylaxis of malaria have 
imanated from different parts of Africa, including Kenya, 
Tanganyika, Rhodesia, Uganda, the Gold Coast, and 
Nigeria. Some of these have been favourable, whilst in 
athers it has been alleged that the drug has proved unsatis- 
actory in the treatment of P. falciparum infections, in 
espect of both clinical response and radical cure, as well 
is for prophylaxis. The most frequent criticism has been 
hat, owing to its slowness of action, serious symptoms have 
persisted in many cases for three or four days, sometimes 
onger, necessitating reinforcement of the treatment with 
nepacrine or quinine. 

. As the result of trials in the Belgian Congo, van Riel 
194S) reported that in a dosage of 100 mg. thrice weekly 
jaludrine failed to act as a causal prophylactic against 
3 . falciparum in non-immune subjects constantly exposed 
o infection. This statement was based on the grounds 
hat one out of 11 persons so treated developed an overt 
nalarial attack on the last day of drug administration and 
our others did so shortly after this had been discontinued, 
mder conditions precluding the possibility of reinfection 
t should be noted, however, that administration of the 
[rug was discontinued approximately 40 hours after the 
ast possible exposure to infection, a period which on 
'airley’s findings leaves little if any margin of safety and 
vhich can scarcely be regarded as sufficient to ensure 
idequate protection. The clinical response in 156 cases 
if P. falciparum malaria in African labourers treated with 
00 mg. of paludrine thrice daily was reported by van Riel 

0 be as satisfactory as that achieved by mepacrine or 
luininc, but the radical cure rate was not stated. 

The investigations recorded below were undertaken in 
n endeavour to clear up some of the points at issue 
egarding the use of paludrine for the prophylaxis and 
reatment of infections with African strains of P. falciparum. 
'he strain of parasite used was obtained from a native 
hild resident in Lagos, Nigeria, in November, 1947, and 
as been maintained at Horton since that date by successive 
ilood and mosquito inoculation. None of the subjects 
hrough whom the strain has been passed received paludrine, 
xcept the second in the series, who was given 300 mg. 
if the drug in a single dose on two successive days. The 
nosquitoes used for transmission were Anopheles stephensi 
Type), a colony of which was established at Horton during 
iie winter of 1947-8 from specimens imported by air from 
ndia. The subjects of the trials were patients in Horton 
lospitai, all of whom had undergone malaria therapy for 
eurosyphilis with the Madagascar strain of P. vivax or 
rith European strains of P. falciparum nine or more years 
reviously but had not been exposed to malarial infection 
f any kind in the intervening period. 

Prophylactic Trials 

Twenty-seven patients were arranged in groups as shown 

1 Table I. The patients were infected once weekly over 
period of six weeks, f alternate subjects under prophylaxis 

ith'er being bitten by five to ten heavily infected mosquitoes 
r receiving by intravenous injection a suspension of the 
alivary ^glands of one heavily infected mosquito by the 
.■chniquc described by Shutc (1937). Infections were 

•Throuehoot this paper the term “ relapse ’’ has been applied to 
ay recrudescence of fever with demonstrable parasitaemia subsequent 
j the primary attack. 

■{Except the two individuals under quinine prophylaxis (Group V). 
ho were infected three times only, over a period of three weeks. 
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Table I 


Group 

No. in | 
Each Group 1 

: 

| Drug Administered 

! 

[ * Dcsar- 

•• ..1 

5 

! Paludrine 

103 ns. daily 



: 

50 tt. 2 - daily 

IJI .. | 

5 


ICO rrs* tv-ice weekly at 

IV .. .. 1 


i 

3 to 4 days’ interval 

5 


300 mg. emee v-eeklj 

V .. 


^ Quinine hydrochloride 1 

/ 5 £r- (320 rtc.) £>?.y 
\10 gr. (650 mi) daily 

VI (controls) 

1 5 ! 

No drag | 

I 



given on a different day each week, so as to simulate as 
closely as possible conditions which might arise in nature. 
Drug administration was started three days before the first 
infection in each group, and was continued until six days 
after the last infection. One or more controls were infected 
from each batch of mosquitoes used during the course of 
the experiment. Blood examinations (thick smears) were 
made twice weekly as a routine, and daily in the case nf 
any rise of temperature above the normal level. 

Results 

No member of any of the paludrine groups (I to IV) 
showed parasites in the peripheral blood either during the 
'period of drug administration or subsequently. One member 
of Group II (50 mg. of paludrine daily) had intermittent 
pyrexia for four days, starting a fortnight after his first 
infection. Sub-inoculation of his blood into a non-immune 
subject proved negative. The donor was found to have 
only a trace of paludrine in his blood at this time, whereas 
a few days later the concentration of the drug was of the 
same order as that of the other four members of the 
group, the inference being that by some means he had 
avoided taking the drug regularly as prescribed. Despite 
the negative results of sub-inoculation and blood examina- 
tion it is possible that the pyrexia was the result of a par- 
tially suppressed malarial infection, but in the circumstances 
stated this case cannot be regarded as a genuine break- 
through. 

Neither of the two individuals under quinine prophylaxis 
(Group V) showed pyrexia or parasites in the peripheral 
blood while taking the drug. Both developed overt attacks 
of malaria after the drug had been discontinued, the first 
after the lapse of seven days and the second five days 
later. This is in accordance with the well-established fact 
that quinine is not a causal prophylactic of malarial infec- 
tions, its action being suppressive only. All the five control 
cases developed overt malarial attacks within the normal 
incubation period, thus demonstrating that each batch of 
mosquitoes used was infective. 

Ten weeks after the cessation of drug administration 
18 of the 20 individuals who had been on paludrine prophy- 
laxis were inoculated intravenously with- sporozoites of 
the same strain of P. falciparum. All without exception 
developed overt attacks of malaria within a period of seven 
to ten days, thus proving their susceptibility to infection 
with the Lagos strain. 

Three members of the laboratory staff were bitten 
repeatedly while handling heavily infected batches of mos- 
quitoes throughout the period of the investigation, taking 
no precautions to avoid infection. Each took 200 mg. of 
paludrine in a single dose twice weekly at three to four 
days’ interval. None of them developed malarial attacks. 
It is of interest also that two members of the staff who 
visited Nigeria in November, 1947, were inoculated intra- 
venously in Lagos with a suspension of the salivary glands 
of a heavily infected specimen of Anopheles gambiae 
caught in a native hut. The species of parasite cannot be 
stated with certainty, but since the great majority of positive 
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blood smears examined at this time contained parasites 
of P. falciparum it is more than likely that they were infected 
with sporozoites of this species. They had each taken 
100 mg. of paludrine daily until and including the day 
before infection, after which the drug was discontinued. 
Neither developed signs or symptoms of malaria. 

From the evidence presented above paludrine has been 
shown to act as a true causal prophylactic against the Lagos 
strain of P. falciparum in each of the regimes under trial. 
It is considered, however, that non-immune persons resid- 
ing in or visiting West Africa should be advised to take 
not less than 100 mg. of the drug daily for the prophylaxis 
of malaria. For semi-immune subjects, such as native 
labour forces and locally recruited Government employees, 
a weekly dose of 300 mg. is recommended. We do not 
regard the other two systems tested as offering a sufficient 
margin of safety. 

Therapeutic Trials 

Twenty-five patients were arranged in groups as shown 
in Table II . Each patient was infected by intravenous 


Table II 


Group 

No. in 
Each Group 

System of Treatment 

I 

5 

Paludrine 300 mg. once daily for 14 days 

11 

5 

Paludrine 300 mg. twice daily for 7 days 

. rn 

5 

| 

Paludrine 300 mg. twice daily for 10 days, plus quinine 
hydrochloride 10 gr. thrice daily on the first day of 
treatment onlv 

tv 

5 1 

Paludrine 300 mg. twice daily for 10 days, plus mepa- 
crine 300 mg thrice daily on the first day only 

V 

5 

Quinine hydrochloride 10 gr. twice daily for 10 days 


inoculation of a suspension of the salivary glands of two 
specimens from the same heavily infected batch of mos- 
quitoes. Treatment was started in all cases as soon as the 
temperature reached 100° F. (37.8° C.), provided that para- 
sites had also been seen in the peripheral blood (thick 
smear). 

The results are summarized in Table III. The most 
striking features brought out by these results are: (1) the 


Table III 


Group 

Average 

Duration 

of 

Fever* 

Average 
Duration of 
Parasitaemia* 
(Asexual) 

1 V 

Subsequent History 

I 

(P only) 

7t) hours 

3-2 days 

All 5 cases relapsed within 3 weeks 
and were treated # with 300 mg. 
paludrine twice daily for 10 # days, 
A second relapse occurred in one 
case 

II 

< f » only) 

68 „ 

30 

Four out of 5 cases relapsed within 
3 weeks and were treated with 
300 mg. paludrine twice daily for 
10 days A second relapse occurred 
in 2 cases 

HI 

(P. plus O ) 

7s „ 

2-0 „ 

No relapse (observed 3 months) 

IV 

50 .. 

2-5 „ 


(p. plus M ) 



V 

55 

2-5 


(Q. only) 




"After beginning of treatment. 

P • «• Paludrine. Q. = Quinine. M. — Mepacrine. 


conspicuous failure of paludrine unaided to effect radical 
cure ; (2) the absence of relapse following courses of 
paludrine reinforced with quinine or mepacrine on the 
first day of treatment, and of quinine alone ; and (3) the 
rapid termination of the clinical attack effected by reinforce- 
ment of a paludrine- course with mepacrine on the first day 
of treatment. 

Effect of Paludrine on Gametocytes . — Gametocytes were 
o sened, often in very large numbers, in the peripheral 
of eight of thc\ nine patients who experienced 
<- ap.es, for which the.y were treated with 300 mg. of 


paludrine twice daily for ten days. Mosquitoes were 
allowed to feed repeatedly on the two patients who showed 
the greatest density of gametocytes over a period of 24 
days, but none became infected. By this time the gameto- 
cytes had become too scanty for infection to occur even 
had no drug been given. 

Discussion 

The chief objectives in the treatment of P. falciparum 
infections are: (1) Termination of the clinical attack with 
the least possible delay. In countries where malignant ter- 
tian infections are prevalent this is an essential require- 
ment, particularly when, as often happens, the patient has 
been ill for some days before the beginning of specific 
treatment. (2) Prevention of relapses, which may be little 
less dangerous to life than the primary attack. (3) Steril- 
ization of gametocytes for as long a period as possible. 
(4) Low toxicity on the part of the drugs used for treatment 
and for prophylaxis. 

The investigations here recorded have confirmed the 
findings of others working in different countries that the 
action of paludrine on the clinical attack in malarial infec- 
tions is generally less rapid than that of mepacrine oi 
quinine, and have shown that, though it acts as a true causa] 
prophylactic of the Lagos strain of P. falciparum, it cannol 
be relied upon, unaided, to effect radical cure of infection: 
with that strain. When administered in sufficient dosage 
however, it effectively sterilizes gametocytes for as lone 
as these are present in the peripheral blood in number: 
sufficient to infect mosquitoes, while its toxicity is of t 
lower grade than that of any other known antimalaria 
drug. 

Mepacrine, when administered in the dosage now usuallj 
prescribed — i.e., starting with a “ loading dose ” of 600 tc 
900 mg. on the first day or first two days of treatment anc 
continuing at 300 mg. daily for five to seven days — wili 
effect a rapid termination of the clinical attack and a higf 
rate of radical cure of P. falciparum infections. It doe: 
not, however, sterilize gametocytes, and its toxic effects 
though of rale occurrence, are by no means negligible. Thi: 
applies particularly to the so-called mepacrine psychosis 
which may evoke symptoms of mental aberration or ever 
of mariLurd -excitement. The yellow coloration of the skir 
which sometimes follows a course of mepacrine is ai 
additional disadvantage. 

-Quinine, when administered in a daily dose of 20 t< 
30 gr. (1.3 to 2 g.) over a period of seven to ten days, will 
like mepacrine, ensure in most cases a rapid terminatior 
of the clinical attack and a high radical cure rate. It ha: 
no effect on the infectivity of gametocytes. A greater dis 
advantage, however, is its long-recognized association wit! 
the precipitation of blackwater fever. Findlay and Stevensoi 
(1944) have recorded a marked reduction in the incidenci 
of this disease following the substitution of mepacrine fo: 
quinine in the treatment of P. falciparum infections amon: 
British troops stationed in West Africa. 

We have shown that reinforcement of a course o 
paludrine 300 mg. twice daily with mepacrine 900 mg 
given in three doses on the first day of treatment bring: 
about rapid termination of the clinical attack and alsc 
results in a high rate of radical cure.* It does not seen 
likely that a single day's reinforcement with mepacrim 
will cause mental disturbances, which occur almost cxclu 
sivcly towards the end of a full mepacrine course or durini 
the first week after this has been completed. Sine: 
paludrine in doses of 300 mg. twice daily for ten day 

*It is possible that reinforcement with 600 mg. of mepacrim 
would prove sufficient for this purpose. 
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effectually sterilizes gametocytes, this course, reinforced 
with mepacrine in massive dosage on the first day of treat- 
ment, seems more likely to fulfil all the requirements listed 
above than any other form of treatment available. We 
would advise, however, that such a course be followed 
up by a maintenance dose of 100 mg. of paludrine daily 
for the ensuing six weeks, in order to cover the period 
during which P. falciparum relapses are most likely to 
occur. In endemic areas where strict paludrine prophylaxis 
is in force the patient would come under this regime 
automatically. 

Summary 

An account is given of a series of prophylactic and thera- 
peutic trials with paludrine carried out at Horton Hospital, 
Epsom, against a strain of P. falciparum obtained from a native 
child resident in Lagos, Nigeria. 

Paludrine was found to act as a true causal prophylactic of 
infections with this strain of parasite. The prophylactic dosage 
recommended for non-immune adults exposed to malarial infec- 
tion in West Africa is 100 mg. daily. 

Paludrine controlled the clinical attack caused by infections 
with this strain, but its action in this respect and in clearance 
of- asexual parasites from the peripheral blood was somewhat 
feer rapiif Cfrau dot erf rnepacrme or qcrimmr. 

Paludrine unaided failed to effect radical cure of infections 
with this strain, a finding in marked contrast with the results 
achieved by Fairley et al. (1946) in their researches on New 
Guinea strains of P. falciparum. 

Radical cure of the Lagos strain of P. falciparum has appar- 
ently been effected with (a) 300 mg. of paludrine twice daily for 
10 days, reinforced with 900 mg. of mepacrine given m three 
doses on the first day of treatment (6 cases) ; (b) 300 mg. of 
paludrine twice daily for 10 days, reinforced with 30 gr. (2 g.) 
of quinine hydrochloride given in three doses on the first day 
of treatment (5 cases); and (c) 10 gr. (650 mg.) of quinine 
hydrochloride twice daily for 10 days (5 cases). 

' Following a course of 300 mg. of paludrine twice daily for 
10 days gametocytes were rendered non-infecrive to mosquitoes 
for. as long as they continued to be present in the peripheral 
blood in sufficient numbers for infection to occur. 

Reinforcement of a course of 300 mg. of paludrine twice daily 
for 10 days with 900 mg. of mepacrine administered in three 
doses on the first day of treatment shortened the average 
duration of pyrexia and clinical symptoms by approximately 
twenty-four hours. 

It is considered that such a course, followed by a maintenance 
dose of 100 mg. of paludrine daily for the ensuing six weeks, 
would fulfil the main objectives in the treatment of P. falciparum 
malaria infections — namely, rapid termination of the clinical 
attack, a high radical cure rate, sterilization of gametocytes, and 
minimum risk of injurious side-effects. 

w , 
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The Secretary of State for Scotland has appointed Mr. T. D. 
Haddow to be an Under Secretary in the Department of Health 
for Scotland. Mr. Haddow, who is 35 years of age, was educated 
at Watson’s College and Edinburgh and Cambridge Universities. 
He had the distinction of taking first place in the 1935 competition 
for entry into the administrative grade of the Civil Service. He 
was appointed to the Department of Health for Scotland in October, 
1935, as an Assistant Principal, promoted to the rank of Principal in 
1940, nnd to Assistant Secretary in 1943. He was closely associated 
with the preparatory work in connexion with the National Health 
Service. Under the auspices of the Commonwealth Fund of New 
York, Mr. Haddow is at present in the U.SA. studying the adminis- 
tration of public health in that country, and he will complete these 
studies before returning to take up his new appointment. 


INTRAVENOUS “PALUDRINE” 
(PROGUANIL) 

BY 

R. N. CHAUDHURI, M.B.CaL, M.R-C.P.Fd., 
T.D.D. Wales 

Professor of Tropical Medicine 
AND 

H. CHAKRA VARTI, ALB.Cal. 

Assistant Research Officer 
School of Tropical Medicine, Calcutta 

In the spring of 1947 we received a supply of paludrine 
acetate (soluble proguanil) for intravenous use in the treat- 
ment of malaria. This preliminary report is a record of 
its employment in 11 patients admitted to the hospital 
attached to this institution, one of them being transferred 
from another hospital. All were Indians, nine males and 
two females, ranging in age from 9 to 60 years. The dura- 
tion of illness was four days or less in nine cases and about 
a week in two, but in none had any antimalarial treatment 
been given before admission. Plasmodium falciparum 
infection was predominant, being present in S cases, while 
two had P. vivax and one had mixed infection. Four 
patients were gravely ill with pernicious symptoms, four 
had heavy parasitic infection with frequent vomiting, while 
three had what may be called ordinary malaria without 
any complication. 

Paludrine acetate* was supplied in 5-ml. ampoules, each 
containing 100 mg. of the drug. As it was sent to us for 
experimental trial there were no instructions regarding 
dosage, and so we had to proceed cautiously, starting with 
25 mg. and increasing to 400 mg. in a single injection. 
In four cases paludrine was given both orally and 
intravenously. 

Case Reports 

Case 1 . — A boy aged 14, weight 70 lb. (31.75 kg.), was- 
admitted on April 16, 1947, for remittent fever of four days’ 
duration with severe headache. On admission his temperature 
was 100.2° F. (37.9’ C.). Liver and spleen were not palpable; 
blood showed P. falciparum rings. On the following day, while 
the temperature was 105° F. (40.6° C.), 25 mg. of paludrine 
was given intravenously. The blood pressure was 102/45 mm. 
Hg before and 104/50 five minutes after the injection. On the 
second day of the injection the temperature was almost normal, 
but next day it shot up to 104.5° F. (40.25° C.), and remained 
at about this level for five days and thereafter was of inter- 
mittent type. The blood was negative on the third day and 



Fig. 1. — Temperature chart of Case 1 


crescents appeared on the sixth day. On the ninth day, when 
the temperature' was still high, P. falciparum rings reappeared 
in the blood and the spleen became palpable when 50 mg. of 
paludrine was given intravenously twice daily for two days. 
This controlled the fever in 60 hours and cleared the blood of 
ase xual parasites in 4S hours (Fig. 1). The blood pressure 

‘Paludrine acetate has now been replaced by paludrine lactate, 
which is more soluble and less irritant. An ampoule of 2 ml. con- 
tains 100 mg. of the drug. We have used it intramuscularly wi:h 
satisfactory results, which will be published later. 
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before and after the injections showed little or no variation. 
The patient was subsequently under observation for eight 
months, during which period he had no recurrence of fever. 

Case 2 . — A man aged 50, weight 90 lb. (40.8 kg.), was admitted 
on April 22, 1947, with a history of relapsing P. vivax malaria, 
the duration of the present attack of fever being two days. 
Blood showed P. vivax rings, schizonts, and gametocytes in 
large numbers. The temperature on admission at 10 a.m. was 
99.4”. F. (37.4° C.), but it shot up to 106” F. (41.1“ C.) at 
2 p.m., when '50 mg. of paludrine was given intravenously 
followed by one tablet (100 mg.) thrice daily for five days. 
The blood pressure was 170/85 mm. Hg before and 150/80 
after the injection. The temperature was slightly raised on 
the following day and became normal on the day after, while 
the blood was clear of asexual parasites in 48 hours. 

Case 3 . — A man aged 34, weight 100 lb. (45.35 kg.), was 
admitted on May 2, 1947, with a history of fever on alternate 
days. The spleen was palpable and blood showed P. vivax 
parasites in large numbers. On the 6th he was given three 
injections of paludrine, 100 mg. each, at intervals of four hours, 
with a satisfactory clinical response, the temperature becoming 
normal in 24 hours and the blood parasite-free in 72 hours. 

Case 4 . — A man aged 60, weight 88 lb. (39.92 kg.), was 
admitted on July 23, 1947, as a case of enteric fever of about 
ten days’ duration. He was looking toxic and dehydrated, and 
his general condition was low. As he was also semiconscious 
it was difficult to feed him. The spleen was palpable and the 
blood showed P. falciparum rings + + + and scanty crescents. 
Paludrine 100 mg. was given intravenously at 2, 6, and 10 p.m. 
and 2 a.m., and was well tolerated. The blood pressure before 
and after each injection was as follows: 


Before 

1st injection 78/55 Hg 

2nd .. . 70/50 Hg 

3rd „ . . . . 80/55 Hg 

4th „ . . . . 80/55 Hg 


Aftir 
80/58 Hg 
75/55 Hg 
S0/60 Hg 
80/58 Hg 


The patient became fully conscious on the following day and 
took food much better. The temperature became normal after 
32 hours and no asexual parasites were seen after 48 hours, 
while crescents persisted. There was slow but steady improve- 
ment in the general condition, but after about three weeks, while 
still in the hospital, he had a relapse, for which paludrine was 
given in doses of one tablet thrice daily for ten days with good 
'response. He was followed up for the next six months, during 
which period he had no fever. 

This was a serious case of P. falciparum malaria in an 
old man with symptoms simulating typhoid fever. Four 
intravenous injections of paludrine, 100 mg. each at inter- 
vals of four hours, had ah immediate response. 

Case 5. — A man aged 20, weight 90 lb. (40.8 kg.), was admitted 
to the Medical College Hospital under Dr. J. C. Banerjee on 
Aug. 23, 1947. The history was that he had a sudden attack 
of fever on the 20th but carried on with his work until the 
22nd. On the following day his fever was high, and he had 
seven or eight bilious vomits and five or six loose stools with 
mucus. His condition rapidly deteriorated ; he became uncon- 
scious at 3 p.m. and was brought to the hospital at about mid- 
night. Blood examination showed P. vivax rings. He was 
given an intravenous injection of paludrine, 100 mg., followed 
by two tablets of the drug by nasal tube thrice daily for five 
days. After two more paludrine injections on Aug. 27 and 28 
the temperature became normal, but he still remained almost 
unconscious. On the 30th he was transferred to this hospital 
along with other patients to make room for casualties due to 
communal riots in the city. On examination the patient was 
in a lethargic state, being unable to hear, talk, eat, or even 
recognize his own mother. At times he was restless, but there 
was no rigidity or paralysis. Reflexes were normal, pupils 
equal and reacting, and fundus oculi healthy. The spleen was 
palpable and the blood pressure S5/55 mm. Hg. Stools passed 
involuntarily. Blood showed crescents daily from Sept. 5 to 17, 
and also scanty P. falciparum rings on the 8th and 9th, but 
with no rise of temperature. No antimalarial drug was given 
and he was fed by nasal tube. After ten days of vegetative 
existence he began to improve mentally and physically and 
gradually regained consciousness. He could then sit up and 
take his food himself and speak, though indistinctly, but 
developed volitional tremors. At this stage he was taken back 


to the Medical College Hospital, where he made good progress 
except for an attack of P. vivax malaria. He visits us periodic- 
ally, and up to now has been normal. 

This patient was desperately ill with cerebral malaria 
and had apparently both P. falciparum and P. vivax infec- 
tions, which responded well to paludrine given intravenously 
and by the nasal route ; but symptoms suggestive of 
encephalitis developed and he remained in that stage for 
several weeks. These symptoms appeared to be a sequel 
of cerebral malaria and not due to large doses of paludrine. 
It is of interest, however, to note that, despite this dosage, 
the patient had an early P. falciparum relapse without fever 
and later P. vivax relapse with fever while in hospital. 

Case 6 . — A man aged 40, weight 120 lb. (50.43 kg.), was 
admitted on Sept. 30, 1947, with a history of high continuous 
fever for three days, with intense headache and frequent vomit- 
ing. His general condition was low, temperature 102.4° F. 
(39.1° C.), spleen just palpable, and tongue coated and dry. 
The blood showed P. falciparum rings + + +. An intravenous 
injection of 200 mg. of paludrine' was given immediately, 
followed by two more injections of 100 mg. each at intervals 
of four- hours. The temperature became normal three days 
after the injections, although the blood was negative on the 
second day. 

Case 7. — A man aged 30, weight 75 lb. (34 kg.), was admitted 
on Oct. 3, 1947, for remittent fever and repeated vomiting' of 
about a week’s duration. The spleen was palpable and the 
blood showed P. falciparum rings + + . Soon after admission 
he had a severe rigor, which was considerably relieved by an 
intravenous injection of 5 ml. of 10% calcium gluconate. As 
he was unable to retain anything by mouth he was given an 
intravenous injection of 300 mg. of paludrine. On the third 
day he became afebrile and the blood was free of rings. 

Case 8. — A man aged 20 was admitted on Oct, 9, 1947, with 
fever and frequent vomiting that started the same morning. 
He had had P. vivax malaria three weeks previously and beer 
treated with “ chloroquin.” The spleen was just palpable 
and blood showed P. falciparum rings + + . Next day, when the 
temperature was 105° F. (40.6° C.), he was given an injection 
of 400 mg. of paludrine, followed orally by 100 mg. thrice 
daily for three days. On the 13th he was afebrile and the 
asexual parasites had disappeared. No untoward effect was 
observed, and the blood pressure before and after the injection 
was 102/65 and 105/65 mm. Hg. 

Case 9. — A woman aged 25, weight 87 lb. (39.46 kg.), was 
admitted in the evening of Oct. 9, 1947, with a history of high 
fever for four days and of unconsciousness the night before 
On admission her temperature was 103° F. (39.4° C.). She was 
conscious but dazed, and complained of intense headache anc 
frequent vomiting. The spleen was palpable and blood showee 
P. falciparum rings + + . Paludrine, 400 mg., was given intra 
venously on the following day. After about 6 ml. had bcei 
injected rather rapidly she complained of a" hot sensation al 
over the body and began to sweat. This syritptom passed of 
soon and the injection was completed. The blood pressun 
before and after the injection was 120/65 and 120/70 mm. Hj 
respectively. Subsequently she complained of pain along th( 
course of the injected vein up to the axilla, and this persistec 
for about four days. The temperature became normal it 
56 hours and the blood free of parasites in 28 hours. 

This patient had vasomotor reactions after part of the injee 
tion given rapidly. Probably she also had some local phlebitis 

Case ID . — A boy aged 15, weight 82 lb. (37.19 kg.), wai 
admitted on Oct. 9, 1947, for fever and excessive vomiting fo; 
two days. His condition on admission was low ; he was veri 
thirsty but was unable to retain anything. The pulse was fas 
and soft, urine scanty, and temperature 100.4° F. (38° C.). Thi 
spleen was palpable, and the blood showed P. falciparun 
rings ++. Paludrine, 400 mg., was given intravenously 
followed by one 100-mg. 'tablet thrice daily for four days 
There was a striking improvement in the patient’s condition ; th< 
temperature was normal and the blood became parasite-frei 
after 36 hours. 

Case 11 . — A girl aged 9 was admitted on Oct. 31, 1947, witl 
a history of high continuous fever for three days, starting witl 
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chill and rigor and persistent vomiting. She had been delirious 
and restless on the previous night, and on admission was semi- 
conscious, with a temperature of 104” F. (40° C.), rising to 
106' F. (41.1* C.) soon after. The pulse was feeble and very- 
rapid, about 160 (?) a minute, while the respiration was hurried 
and laboured. A few scattered rales and rhonchi were heard 
in the lungs. The heart sounds were short and weak ; blood 
pressure 120/60 mm. Hg. The blood showed P. falciparum 
■ rings. She was immediately given an injection of 100 mg. 
paludrine ; five minutes after the injection the blood pressure 
.was 122/60. Another injection was given after four hours, and 
the treatment also included sponging and the administration of 
oxygen, fluids, glucose, and nikethamide injections. The condi- 
tion steadily deteriorated, and she died 16 hours after admission. 

Discussion 

Dosage . — Antimalarial drugs are given parenteraliy only 
when for any reason, such as loss of consciousness or per- 
sistent vomiting, the patient is unable to swallow- or retain 
them, and as soon as these sympldms are controlled the 
- drugs are continued orally. These indications were present 
in 8 out of 11 cases in this series. Paludrine injections 
were first tried in two uncomplicated cases of malaria. In 
one, that of a boy of 14 with P. falciparum infection, a 
dose of 25 mg. had no effect on the temperature, which con- 
tinued unabated for several days, nor on the parasite, cres- 
cents appearing on the sixth day and P. falciparum rings 
reappearing on the ninth day. Both, however, were con- 
trolled with 200 mg. of paludrine (50 mg. given twice a day- 
far two days! in about 4S hours after the injection. The 
other case w-as heavily infected with P. vivax malaria and 
was treated with 50 mg. intravenously, follow-ed by- oral 
paludrine, one 100-mg. tablet thrice daily for five days 
This brought the temperature to normal and cleared the 
blood of parasites within 48 hours of the injection. 

As there were no untoward effects from these injections 
it was decided to increase the dose in the cases that came 
afterwards. Most of them happened to be p. falciparum 
infections complicated by cerebral or gastro-intestinal symp- 
toms. At first the dose was 100 to 200 mg. repeated two 
to three times a day at four-hourly intervals ; later it w-as 
one of 300 mg. and ultimately 400 mg. These patients 
therefore received by injection, either in a single dose or 
in repeated doses, 300 to 600 mg. of paludrine. To be on 
the safe side, these injections were accompanied in four 
cases by paludrine orally. 

, , Effect , on Temperature and Parasites . — The immediate 
~ effect of the increased dosage in 7 out of 9 patients was 
striking. In Cases 3, 4, 6, 7, and 9, which had injections 
only, the blood became clear of parasites in 24 to 4S hours 
and the temperature became normal in 32 to 72 hours : 
there was also improvement in their general condition. This 
was especially noticeable in Case 4, that of a man of 60, 
who was semiconscious and in a toxic state on admission. 
After receiving 400 mg. in twelve hours he soon became 
fully conscious and began to take his food much better. 
Cases S and 10, which had oral paludrine in addition to 
injections, showed equally good response even before the 
drug by mouth could have exerted its full effect. 

Paludrine had no such effect in the remaining two cases. 
One of them (Case 5) had typical cerebral malaria, and, 
thouch the mixed P. falciparum and P. vivax infection 
V was controlled by giving the drug intravenously as well as 
by the nasal route, he remained unconscious for some time 
' and developed signs indicative of encephalitis : but eventu- 
ally he recovered fully in spite of subsequent relapses. The 
other case (No. Ill was that of a girl of 9 with hyper- 
pyrexia and delirium from P. falciparum infection who 
was admitted in a state of failing circulation. Paludrine by 
injection (two doses of 100 mg.), with stimulants, had no 


effect whatsoever, and she died wi thin 16 hours of admis- 
sion. The patient was brought in in a moribund state, and 
it is difficult to judge the effect of the drug in such a case. 

Other Precis.— Practically all the patients were weak and 
undernourished before the present attack of malaria. Only 
one of them weighed above 100 lb. (45.35 kg.). One was 
below 10 years of age and two were 50 years or over. The 
blood pressure was low in two cases — viz., 7S/55 and 
85/55 mm. Hg. Yet paludrine had no adverse effect, and 
the blood pressure remained remarkably constant even after 
three or four injections given at four-hourly intervals. One 
patient (Case 9) complained, while the injection was being 
given, of a hot sensation all over the body and began to 
sweat ; these symptoms soon passed off, and the blood pres- 
sure remained unaffected. Subsequently she complained 
of pain along the course of the injected vein up to the 
axilla, which lasted for four days. Later we encountered 
another patient, not included in this series, who also com- 
plained of similar pain, which persisted for five or six- 
days after the injection o! 100 mg. The pain was mild 
but uncomfortable, and was possibly due to some local 
phlebitis. 

Summary 

Paludrine acetate (soluble procuanil) was tried intravenously 
as an experimental measure in a series of 11 cases of malaria, 
all of which except two had P. falciparum infection. The 
majority of the patients had either cerebral or gastro-intestinal 
complications and were not suitable for oral medication. Four 
of them were gravely ill. 

Doses varied from 25 to 400 mg., and were repeated in a 
few cases. The total amount of paludrine injected ranged 
from 200 to 600 mg. per case. 

This series was too small for determination of the optimum 
dose, but in the majority of cases a dosage of 200 to 400 mg. 
controlled the temperature and cleared the peripheral blood ot 
asexual parasites in two to three days. 

One patient admitted in a moribund state died. Another 
patient, with typical cerebral malaria, remained unconscious 
for several davs and later developed signs and symptoms of 
encephalitis, from which, however, he recovered completely. 

The injections were well tolerated, but one patient (and 
another not included in this series) had some phlebitis of the 
injected vein, which subsided in a few days. 

Our thanks are due id Messrs. Imperial Chemical Industries (India), 
Ltd for the supply of paludrine acetate; to Dr. J. C. Banerjee, of 
the Calcutta Medical College, for in/onnauon about Case J ; and to 
the Indian Research Fund Association for a grant to carry- out 
clinical trials with recent antimalarials 


In the annual report of the Central Mid wives Board for the year 
3 947— S reference is made to the chances and improvements which 
have been brought about in recent years in the midwifery services of 
the country- Revision of the rules has been considered, and the 
Board has come to the conclusion that while some of the rules arc 
still necessary they should be phrased in such a way that • they 
indicate a general standard of professional work which it is cesirao.e 
to maintain rather than set out in precise detail the methods by 
which such a standard should be attained.” During the year the 
Board derided to incorporate training in analgesia in the ordinary 
syllabus of training for a pupil midwife. Up to March 1. 194-3, some 
11,759 midwives possessed either the Board's certificate of proficiency 
or’ a certificate issued by a training institution. The Royal College 
of Obstetrics and Gynaecology was asked by the Board to report on 
the suitabilitv of trichlorethylenc as an analgesic for use bv midwives, 
but the Council of the Royal College was unable to recommend 
that this substance should be used by midwives without supervision. 
The number of midwives who were practising in 1947 was 17,400. 
This maintains the steady increase recorded since 1942, when the 
figure was 15,615. The number of pupil roidwives who were_ success- 
ful at the first examination was a record— 3,832 compared with 3,456 
in 1946. Wastace during training averaged 10.4% of the registrations. 
It is interesting 'that for the first time since 1902 there was no longer 
any midwife practising out of the 12,500 untrained women who were 
admitted to the Roll by virtue of having been in bona fide practice 
as- midwives for a year or more before the passing of the Midwives 
Act, 1902. 
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PLASMA-CELL MASTITIS 

REPORT OF A CASE WITH BILATERAL INVOLVEMENT 

BY 

MAX CUTLER, M.D. 

{From the Chicago Tumor Institute) 

Since plasma-cell mastitis^ was first described (Cheatle and 
Cutler, 1931) this peculiar inflammatory condition of the 
breast has become a subject of increasing interest. The 
fact that fewer than fifty cases are recorded in the literature 
under this title attests to the rarity of the disease. Its 
importance lies in its marked similarity to cancer. In fact, 
until recently radical mastectomy was almost invariably 
performed without biopsy because the clinical picture 
seemed so classical. 

The purpose of this communication is to review the 
literature and report a case with bilateral involvement, an 
aspect which so far as I am aware has not been previously 
recorded. 

Case Report 

A married woman* aged 37, with two children, aged 5 and 7, 
was first seen on Oct. 28, 1932. Two weeks previously she felt 
a sudden pain in the right nipple accompanied by swelling and 
tenderness of the right breast Three days later the swelling, 
pain, and tenderness diminished and the patient felt a mass in 
the centre of the breast. 

Examination disclosed the breast to be considerably larger 
than the left, and the surface temperature was raised. In the 
centre was a firm solid movable mass about 8 cm. in diameter 
attached to the overlying skin. Several enlarged movable lymph 
nodes were present in the right axilla. The left breast seemed 
normal. A diagnosis of diffuse duct carcinoma was made and, 
because of the possibility of inflammatory carcinoma, pre- 
operative irradiation was given as follows: right breast, 16,000 
mg.-hours with 4 g. of radium, filtration 1 mm. platinum, 
distance 6 cm. through a round portal 10 cm. in diameter — 
4,000 mg.-hours for four days. Right axilla, 12,000 mg.-hours 
with 4 g. of radium, filtration 1 mm. platinum, distance 10 cm. 
through a round portal 10 cm. in diameter — 4,000 mg.-hours 
daily for three days. The last radiation treatment was given 
on Nov. 2, 1932. Several days after completion of treatment 
the tumour began to regress rapidly. The patient was scheduled 
for radical mastectomy on Nov. 8, 1932. 

In consultation with Dr. Richter just before the operation 1 
suggested that the clinical picture, especially the rapid regression 
under irradiation, raised doubts about the diagnosis, and it was 
decided to perform a biopsy. The residual mass was excised 
and showed no evidence of carcinoma. The gross character of 
the lesion was 1 most unusual. There were several small soft 
semi-fluid yellowish foci having a xanthomatous appearance, 
and numerous dilated ducts which exuded a brownish creamy 
material. Microscopically, foci of lymphocytes and solid masses 
of plasma cells with occasional foreign-body giant cells were 
seen, but no signs of carcinoma. Simple mastectomy was 
performed with the same gross and microscopical findings. 

On July 6, 1939, six years and eight months after removal of 
the right breast, the patient complained of pain, tenderness, and 
nodularity in the left breast which recurred periodically .at 
monthly intervals. These episodes corresponded to the 
menstrual cycle, although menstruation had ceased some years 
before in connexion with a hysterectomy. The ovaries W'erc 
not removed. Examination disclosed that the left breast was 
enlarged, tender, and the scat of diffuse nodularity. In July, 
1946, Dr. Richter performed a local excision. The gross and 
microscopical fealures of the specimen were those of plasma-cell 
mastitis. 

Comment 

This case presents several interesting and unusual features 

the involvement of the second breast almost seven years 

-This patient was referred to me for consultation by Dr. H. M. 
Richter, through whose courtesy her case is reported. 


after the first, the cyclic periodic increase and recession of 
symptoms, and the marked radiosensitivity of the lesion. 
The clinical and pathological picture which created a prob- 
lem in diagnosis and treatment is best presented by the 
following notes I made on the morning of Nov. 8, 1932, the 
day of the first operation. 

“Just before operation, in conversation with Dr. Richter, it 
was my opinion that there was some doubt about the presence 
of cancer, and I recommended local excision of the residual 
mass and frozen section. This was done. The gross character 
of the lesion was most peculiar, there being several areas of 
soft semi-fluid xanthomatous foci, also numerous dilated ducts 
exuding a brownish creamy material. There were no definite 
chalky streaks as one finds in carcinoma. Frozen sections 
failed to show definite evidence of carcinoma. Microscopical 
examination shows numerous foci of plasma cells and lympho- 
cytes with occasional giant cells. It is my opinion that we are 
dealing with plasma-cell mastitis. It is interesting to note, on 
reviewing the history, that the condition started with acute 
symptoms consisting of sharp pain at night and that upon 
examination there was Elevation of surface temperature over 
the breast. It is also important that the whole duration of this 
lesion was only two weeks. Furthermore, the very marked and 
rapid diminution in size of the mass following irradiation is 
more in favour of an inflammatory process. All the evidence 
favours a benign lesion.” 

Historical 

_ In 1925 Ewing began to call attention to an unusuai 
lesion of the breast which presented the gross and micro- 
scopical features of a curious inflammatory process. Almosl 
without exception a radical operation had been performed 
under a clinical diagnosis of cancer. Because of thf 
presence of solid masses of plasma cells beyond those seen ir 
the usual inflammatory lesions, Ewing suggested the name 
“ plasma-celi mastitis.” I was associated with Ewing in the 
laboratory of the Memorial Hospital at the time and under- 
took to study the clinical picture associated with this con 
dition ; I found in the records of the Memorial Hospital 
only ten cases. The clinical features associated with this 
pathological state were so striking as to make it obviou: 
that we were dealing with a more or less specific clinical 
and pathological entity. The results of this study were 
published by Cheatle and Cutler in 1931. 

In 1933 Adair published a detailed study of the same 
cases and reached essentially similar conclusions. Adaii 
suggested that the -lesion may be precancerous and advisee 
local excision as the best treatment. In the same year 1 
reported the case of a woman aged 50 with the classical 
clinical signs of the disease (Cutler, 1933). Eight week: 
after the onset a residual tumour mass was excised which 
showed the typical gross and microscopical features of 
plasma-cell mastitis. In 1939 Rodman and Ingleby reported 
a case which showed marked shock and toxaemia aftei 
radical breast amputation under an erroneous diagnosis .'t 
cancer. They consider that the presence of colostrum-like 
ceils and fatty acid crystals suggests that the disease may 
be due to the action of enzymes causing a splitting of milk- 
like substances secreted under certain conditions in breasts 
of non-pregnant women. These studies, they think, poinl 
to the possibility that the products of milk disintegration 
may constitute the causative agent. 

Cromar and Dockerty (1941) reported twenty-four cases 
seen over a period of thirty years in the Mayo Clinic. A 
clinical diagnosis of cancer had been made in seventeen oi 
the cases. The low incidence of the disease was empha- 
sized by these authors and by Harrington (twenty-foui 
cases of plasma-cell mastitis among 12,000 breast cases). 
In 1943 Payne, Strauss, and Glasser reported two cases 
under the title of " mastitis obliterans ” and presented theii 
reasons for preferring this term to that of plasma-cell 
mastitis. The same year LObschitz (1943) reported the case 
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of a patient who died in shock twenty-four hours after 
radical mastectomy. A biopsy had been erroneously inter- 
preted as cancer, hence the radical operation. In 1944 
Parsons, Henthorne, and Clark found five cases of plasma- 
cell mastitis among 1,500 breast specimens. Two of the 
cases are reported with clinical data. Gaston (1947) added 
three new cases. One patient had a bloody discharge from 
the nipple and in another there was a coexistent comedo- 
carcinoma with metastasis to axillary lymph nodes. Gaston 
suggests that while plasma-cell mastitis is usually benign 
the disease has malignant potentialities and can develop into 
either a comedo-carcinoma or a malignant plasmocytoma. 

Related Conditions 

In 1931 I searched the literature for references to acute 
and subacute inflammation of the non-lactating breast with 
the view of finding examples of plasma-cell mastitis reported 
under other titles. I found the case presented by Courtin 
(1900) before the Bordeaux Medical and Surgical Society 
in 1S99. The patient was 50 years of age and the menopause 
had occurred four years previously. The tumour had been 
present for three months and showed most of the classical 
features of cancer. It was firm and fixed to the skin. The 
nipple was retracted and the axillary lymph nodes were 
enlarged. The tumour was, however, exquisitely tender, 
and the skin was reddened and warm. The treatment con- 
sisted of local hot applications. After four weeks the 
tumour had disappeared and there was no evidence of 
disease. In the discussion Coquet referred to a similar case 
which he had observed. 

In 1932 Cohn and Bloodgood reported a series of cases 
of non-suppurative chronic lactation mastitis, some of 
recent origin, others occurring months or years after preg- 
nancy. Microscopical study of the sections revealed sign' 
of residual lactation in all the cases. 

In 1909 Ingier described a low-grade inflammatory lesion 
-of the breast under the term “ mastitis obliterans.” From 
a review of the case, however, it is clear that, although the 
microscopical features have some resemblance to plasma- 
cell mastitis, the clinical picture is totally different Thus 
the patient developed an abscess in a lactating breast unlike 
plasma-cell mastitis. This clinical picture gene ally does 
not simulate mammary cancer. 

In the case reported by Hoerz (1910) as mastitis obliterans 
a tumour mass developed following trauma. This too is 
not the clinical picture of plasma-cell mastitis, but rather 
of traumatic fat necrosis. In 1933 Schultz reviewed the 
earlier German cases and added a case of his own under 
the term “mastitis obliterans." 

From an analysis of the published data it seems clear 
that some of the cases published as “ mastitis obliterans,” 
such as those of Ingier and of Hoerz, have no real similarity 
to plasma-cell mastitis, at least clinically, whereas others, 
such as those reported by Payne, Strauss, and Glasser, 
represent the same condition that we call plasma-cell 
mastitis. 

The case published by C. W, Cutler (1934) is disquieting. 
His patient was a woman aged 49. Local excision was per- 
formed for a tumour of the left breast, and a microscopical 
diagnosis of plasma-cell mastitis was made. Nine months 
later a growth with a similar microscopical structure 
appeared .in the right vocal cord, and subsequently similar 
lesions appeared in the stemo-clavicular joint, upper portion 
of left breast, and right antrum. The question arises 
whether this is a true example of plasma-cell mastitis or 
one of plasmocytoma. The question must be left open 
for the present, but the weight of evidence favours the 
latter diagnosis. 


Certain conditions which have some similarity to plasma- 
cell mastitis and from which it must be distinguished are : 
lactation mastitis with or without abscess formation, 
traumatic fat necrosis, and plasmocytoma. Diffuse duct 
carcinoma, especially when associated with inflammatory 
signs, has already been noted. 

Distinguishing Features 

Clinical Features . — A breast which is not the seat of lac- 
tation may become acutely inflamed. The onset is sudden, 
with pain, tenderness, and redness of the skin. At first the 
whole breast is swollen and the axillary nodes are enlarged 
and tender. Usually there is some rise in temperature and 
sometimes there are chills. A creamy discharge from the 
nipple is not uncommon. The acute symptoms soon begin 
to subside, and as time progresses the process enters the 
second or subacute stage. In this interval the pain and 
tenderness diminish and the swelling of the breast decreases, 
leaving a diffuse rodularity. After a relatively short period 
the subacute signs disappear and the disease enters a chronic 
stage, which is generally prolonged. When all the acute 
and subacute signs of inflammation have disappeared there 
remains a discrete, hard, solid residual mass with attachment 
to the overlying skin and often retraction of the nipple. The 
axillary' nodes are usually enlarged and firm. It is during 
the latter part of the subacute stage and more particularly 
during the third or chronic stage that the breast presents 
the classical clinical picture of mammary cancer, render- 
ing a diagnosis of cancer almost imperative, and it is only 
by eliciting from the patient the details of the initial inflam- 
matory phases of the disease that an error in diagnosis 
is avoided and the patient saved from a radical mastectomy. 

Gross Features . — On cross-section one sees numerous 
dilated ducts and minute cysts which under pressure exude 
a thick creamy puriform material. The fat, fibrous tissue, 
and epithelial elements show a peculiar induration. The 
tissue has an unusual pinkish inflammatory appearance. 
There are radiating strands of dense translucent fibrous 
connective tissue. In some portions there may be soft 
semi-necrotic greyish areas and xanthomatoid foci, 1 to 
3 mm. in diameter, often projecting from the cut surface. 
The induration and resistance of the tissues simulate 
carcinoma, but even in the most dense portions one fails 
to find the classical cicatricial tissues or chalky points that 
are characteristic of carcinoma. Furthermore, the process is 
diffuse and does not form a definable tumour that can be 
limited from the remainder of the breast. 

Microscopical Features . — The affected portions of the 
breast exhibit an active acute and subacute exudative inflam- 
mation with numerous leucocytes, lymphocytes, and plasma 
cells. The process is diffuse and involv es both the glandular 
and the interstitial tissues. The exudate is especially promi- 
nent around the ducts and acini, where the cellular reaction 
may consist almost exclusively of plasma cells. Foreign- 
body giant cells are often encountered in the centre of these 
foci! In some instances they are numerous and in others 
thev are few or altogether absent. The dilated ducts are 
filled with and distended by desquamated epithelial debris. 
The epithelial cells undergo an intense hyperplasia, which 
may be so pronounced as to give rise to a suspicion of 
carcinoma. In the frozen section such areas can be very- 
confusing and may lead to a diagnosis of carcinoma. 

Diagnosis 

The diagnosis is comparatively simple if the patient is 
examined during the first or acute stage. In the later stages, 
when the inflammatory signs have subsided, diagnosis is 
more difficult and errors are common. The most important 
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aid in differentiating this disease from cancer is to recog- 
nize the acute onset and subsequent clinical course. In 
plasma-cell mastitis the initial picture is that of an acute 
or subacute inflammation which appears suddenly and 
subsides rapidly. The process regresses steadily, whereas 
in carcinoma the process is reversed. The disease begins 
locally and extends progressively. A single examination 
is generally inadequate, for only by several examinations 
can one determine whether the disease is progressing or 
regressing. This is the most important single factor in the 
differential diagnosis. 

Plasma-cell mastitis has to be distinguished from (a) 
inflammatory carcinoma, (b) diffuse duct carcinoma, and 
(c) traumatic mastitis. The initial stages of plasma-ccli 
mastitis resemble inflammatory carcinoma ; in the latter 
state, however, the carcinomatous invasion of the subdermal 
lymphatics gives rise to an irregular ridge-like thickening 
of the skin which is not present in plasma-cell mastitis. 
Diffuse duct carcinoma complicated by inflammation may 
simulate plasma-cell mastitis, but the disease process is 
diametrically opposite in the two conditions, one being 
steadily regressive, the other steadily progressive. Trauma- 
tic mastitis is differentiated by the history of trauma and 
the classical transillumination findihgs. 

There are two pitfalls in the microscopical interpretation, 
and both apply specially to the examination of frozen sec- 
tions, in which the fixation is generally inadequate. ^The 
intense epithelial hyperplasia often appears to have invaded 
structures outside normal boundaries. Paraffin sections of 
the same areas show that the masses of cells arc actually 
confined within normal boundaries of ducts and acini, yet 
the picture can be so confusing that errors are sometimes 
made by the most expert. Another source of confusion is 
that the plasma cells may be so large and oedematous that' 
in frozen sections they resemble anaplastic malignant 
epithelial cells. 

Prognosis and Treatment 

This curious unexplained inflammatory process tends to 
spontaneous regression and resolution, although a remnant 
often remains for long time. The possibility that the 
disease may be prccanccrous has to be considered, but the 
clinical evidence is rather against this theory. I have 
observed one example which was suggestive of a relation- 
ship between plasma-cell mastitis and cancer. Adair points 
out that the time factor has to be considered, and it may 
well be that further observations will tend to establish a 
closer relationship between the two states. 

The differential diagnosis between the early stages of 
plasma-cell mastitis and diffuse duct carcinoma with or 
without inflammatory signs is sometimes difficult. In order 
to avoid undue delay in establishing the diagnosis, it seems 
best to perform biopsy early. In former publications I was 
rather against biopsy during the early acute stage of the 
disease, but subsequent experience leads to the opinion that, 
generally speaking, less harm is done by a carefully per- 
formed but adequate biopsy than might be done by delaying 
a diagnosis of cancer. If the inflammatory process is defi- 
nitely subsiding there would seem to be an advantage in 
postponing biopsy for a short period. 

J he safest treatment during the chronic stage, when he 
lesion is localized, is to remove the diseased area surgically. 
If most or all of the breast is involved and the inflammatory 
signs have disappeared simple mastectomy is indicated. 
During the acute and early subacute stages, the diagnosis 
basing been established microscopically, irradiation should 
be given, with the reasonable expectation that the lesion 
will regress and become more localized. Surgical removal 
of the remnant can then be performed. The possibility that 
irradiation alone will suffice has to be considered, but until 


more cases have been studied over long periods surgical 
removal, alone or combined with irradiation, constitutes 
the safest course to pursue. 

Summary and Conclusions 

Plasma-cell mastitis is a clinical pathological entity. It is a 
peculiar inflammatory condition of uncertain aetiology. Its 
practical importance lies in the fact that it simulates cancer 
so closely that in the past it has almost always been treated 
by radical mastectomy. Since the onset and the course of the 
disease are highly characteristic and unlike those of cancer, a 
distinction is generally not difficult if one keeps the possibility 
of this condition in mind and if one elicits a careful history in 
every case of suspected mammary cancer. As regards treatment, 
the safest course to pursue after establishing the diagnosis by 
adequate biopsy is surgical excision during the later stages, when 
the lesion is localized, and irradiation during the acute or sub- 
acute stages followed by conservative surgical excision of the 
remnant. 

A case of plasma-cell mastitis with bilateral involvement is 
reported in which irradiation demonstrated the lesion to be 
highly radiosensitive. So far as I know, no example of bilateral 
involvement has hitherto been recorded under this title. 
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TWO COMMON NON-MALXGNANT 
CONDITIONS OF THE BREAST 

THE CLINICAL FEATURES OF CYSTIC DISEASE 
AND THE PAIN SYNDROME 

BY 

DAVID H. PATEY, M.S., F.R.C.S. 

, Surgeon, Middlesex Hospital 

The clinician tends to divide pathological conditions of the 
breast into two big groups : a group composed of well- 
' defined pathological entities such as abscess, fibro-adenoma 
or carcinoma ; and a vague, ill-defined group with varying 
and indefinite symptoms and signs which he tends to lumf 
loosely together under some such title as chronic mastitis 
Owing to confusion which sometimes exists about this lattci 
group I have thought it worth while to describe the twe 
common non-malignant conditions of the breast as I sec 
them clinically. I have also reviewed the literature in broac 
perspective to show how some of the ideas on this group ol 
disorders have arisen. I would like to support the plea ol 
Cheatle for the abolition of the term “chronic mastitis,’ 
which has lost almost all precision and value ; its soil 
remaining virtue is that no one can agree on a term tc 
replace it. Deaver and McFarland in 1 91 S were able t< 
collect no fewer than 23 different terms, and many mon 
have been added since. Rather than attempt to burden thi 
literature with still further terminologies I have thought i 
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best to rely on a purely factual descriptive term for each of 
the two main varieties of disorder met with. 

There are two common non-malignant conditions of the 
breast met with clinically. The first is a condition with 
objective clinical signs — cystic disease of the breast ; the 
second is a subjective disorder, the one symptom common 
to all cases being pain, and therefore it is best labelled the 
pain syndrome. ' 

Cystic Disease of the Breast 
Cystic disease of the breast is most commonly met with 
clinically between the ages of 40 and 50 ; it may be seen 
in the late thirties or early fifties, but it is rare for it to 
develop much earlier or much later. Far and away the 
commonest clinical picture is that of the apparently 
solitary cyst. A woman without any pain or other pre- 
monitory symptoms suddenly happens to feel a lump in her 
breast. In some cases the patient feels convinced that the 
lump was not there a short time before, and that it came 
up suddenly. 

On examination the breasts appear normal in all respects 
■on inspection and palpation except for the presence of the 
lump — hard, smooth, rounded, and with a characteristic 
dome-shaped top — of a size usually between i in. (1.9 cm.) 
and 2 in. (5 cm.). Elasticity and fluctuation are excep- 
tional. There may be a faint suggestion of lobulation in 
the form of a slight groove, but not nearly of the degree 
met with in a fibro-adenoma. There is no skin dimpling, 
nor are there other infiltrative signs. The diagnosis is 
established by aspiration, when anything from 2 ml. to 
20 ml. of watery fluid, greyish green by reflected light and 
reddish brown by transmitted light, is obtained. Following 
aspiration the lump completely disappears and the breast 
returns to normal, although ia the case of large cysts for a 
day or two 'a hollow may be felt in the position of the cysts 
with condensation of the tissues around. The periods are 
usually regular and normal, there is nothing in the 
immediate clinical history to indicate the cause of the 
development of the cyst, and usually there is nothing of 
note in previous history or the family history. But it has 
been known since the days of Reclus and Schimmelbusch 
that the apparently solitary cyst is an expression of a 
diffuse condition of both breasts, and it is not surprising, 
therefore, that further cysts sometimes develop, either in 
the same or in the opposite breast, which lend themselves 
to aspiration in the same way as the original cyst. 

A woman may not come for medical advice until she 
has in one or both breasts a number of large cysts similar 
to the usual solitary type — multiple cysts. She may come 
with clinically diagnosable diffuse cystic disease of both 
breasts — a comparatively rare form. The whole of each 
breast feels shotty and not unlike the normal physiological 
type of shotty breast, but differing in that the shotty nodules 
are larger and coarser, varying in size, and in some cases 
large enough to allow' of the insertion of a small needle 
and the aspiration of fluid, thus confirming the cystic 
Dature. And finally, forming the most difficult diagnostic 
problem of all, there is the condition of small aggregated 
cysts. This may occur in breasts that are otherwise normal 
clinically or in breasts affected with clinically diagnosable 
diffuse cystic disease. A lump an inch (2.5 cm.) or so in 
diameter is felt which is hard and irregular, just like a 
'carcinoma but without skin dimpling or other infiltrative 
signs. The lump is formed by the aggregation of a number 
of small evsts. each of which may be so tiny that nothing 
mav be obtained on aspiration, thus suggesting that it is a 
solid mass. The establishment of the diagnosis of this 
type is usually possible only after exploration and naked 
eye and microscopical examination. 


The Pain Studrome 

The second common clinical group of non-malignant 
disorders of the breast is the subjective disorder which, as 
stated above, I think best called the pain syndrome, affecting 
w'Omen from the twenties onwards. There are no objective 
findings. The pain may be an exaggeration of the normal 
premenstrual feeling of engorgement and sensitiveness of 
the breasts, or may be present between the periods as well. 
In other cases it may bear no relation to menstruation. 
The pain may affect both breasts diffusely, one breast, or 
a part of one breast. Any form of breast may be affected. 
In many of these cases there is the phenomenon of the 
pseudo-lump — i.e., the suggestion of a lump which can be 
felt with one method of palpation but not with another. 
Sometimes it is the feeling of this pseudo-lump by the 
patient that leads to her seeking medical advice. One other 
and common feature of cases of this type is the fear of 
cancer, experienced before and sometimes after complaint 
of pain. This fear may have to be elicited by direct 
questioning. 

Both cystic disease and the pain syndrome are the com- 
monest non-malignant conditions of the breast, the pain 
syndrome being slightly commoner than cystic disease, and 
the two together about equal in frequency to malignant 
disease 

Historical Review- 

In most reviews of the literature priority is given to 
Astley Cooper (1829) for the first important description of 
cystic disease of the breast. Credit for the first coherent 
account of cystic disease is usually given to Brodie (1846), 
but my own impression of Brodie’s writing is that he did 
not clearly distinguish between cystic disease and what we 
now know as Brodie’s tumour (cystic or giant fibro- 
adenoma). A few years later Birkett (1850) and Velpeau 
(1856) published monographs on diseases of the breast in 
which both cystic disease and the pain syndrome are 
clearly recognized and their main clinical features described. 
James Paget (1870) was interested mainly in the morbid 
anatomy of the cysts, which he regarded as obstructive in 
origin and due to periductal fibrosis, comparing cystic 
breasts to granular kidneys. This almost certainly wrong 
view of the origin of cystic disease for long persisted 
in the literature in spite of the work of Rdclus and 
Schimmelbusch, which showed that cysts were secondary 
to epithelial changes in the ducts of the breast, and has 
finally disappeared only with the experimental produc- 
tion of cystic disease by hormones. Bryant (1887) also 
separated the pain syndrome and cystic disease as 
distinct entities. 

By the latter half of the last century surgeon pathologists 
had recognized and defined the clinical features of both 
cystic disease of the breast and the pain syndrome. But 
tb^ position soon became more complicated with the 
development of the morbid histological era in the study 
of breast pathology, especially by Reclus and Schimmel- 
busch. Rdclus wrote a number of papers between 1883 
and 1893 on what be called cystic disease of the breast. 
His main contribution was to call attention to its diffuse 
and usually bilateral character, and to give a clear picture 
of its morbid anatomy and histology. To begin with, 
Rdclus regarded the condition as precarcinomatous, and 
treatment by mastectomy or even bilateral mastectomy as 
obligatory, but as the result of clinical experience he ended 
by coming to the opposite view. Schimmelbusch (1892) 
clearly established the histological features of the disease. 
He showed that the formation of the cysts was determined 
by the proliferation of the glandular tissue of the mamma, 
and as a result suggested the term of “cyst adenoma." 
And he concluded that if there was any risk of carcinoma 
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developing it was too small to justify such a drastic 
procedure as bilateral mastectomy, which was the rational 
one if prophylactic surgery were to be adopted. Konig 
(1893) appears to have been the first to emphasize the 
commonness of the disease. 

By drawing attention to the epithelial changes in cystic 
disease Rcclus and Schimmelbusch unwittingly supported 
the view which already existed, that the disease was pre- 
carcinomatous and dangerous ; as a result the advocacy and 
practice of mastectomy increased. Most authors, however, 
did not carry their logic so far as to advocate bilateral 
mastectomy. From their time, too, the practice of grouping 
together cystic disease and the pain syndrome as different 
phases of the same condition became more general. The 
classic monograph of Cheatle and Cutler (1931), with its 
detailed study of the histological changes of cystic disease, 
was careful to point out once again that the pain syndrome 
which they called mazoplasia was a separate condition and 
not precarcinomatous. (Cheatle and Cutler’s work was also 
noteworthy for pointing out authoritatively that nodularity 
of the breasts is not necessarily pathological ; it occurs 
regularly under physiological conditions such as menstrua- 
tion and may result from change in the supporting fat of 
the breast.) Among the latest writers who under the 
influence of histological appearances regard cystic disease 
of the breast as precarcinomatous is Willis (1948). But the 
clinical evidence to the contrary has always been very 
strong. I previously reviewed this question in 1939, and 
would refer readers to this review and to Geschickter’s 
(1943) monograph for further references. But to take the 
most important observations, Bloodgood (1931), who 
throughout the early part of the century wrote many 
papers on the subject, reported a follow-up for periods of 
up to 30 years of more than 100 patients from whom blue- 
domed cysts had been removed, and found none had 
developed cancer. Campbell (1934) refers to 233 cases of 
“ chronic mastitis ” treated by local excision of areas of 
breast tissue and followed up for from 2 to 14 years. In 
one patient only did carcinoma of the breast develop. 
Geschickter found no cases of carcinoma in 231 cases of 
the pain syndrome followed up for many years, and only 
four cases of carcinoma in 378 cases of cystic disease. It 
is not surprising, therefore, that for many years now 
clinicians have tended to conservatism in the treatment 
of both cystic disease and the pain syndrome, and that 
mastectomy is rarely performed for these conditions, and 
still more rarely the only logical prophylactic procedure- 
bilateral mastectomy. 

From 1930 onwards many investigators have shown that 
a cystic disease may be produced in the breasts of animals, 
chiefly mice and rats, by large doses of oestrogenic sub- 
stances and that under certain conditions carcinoma of 
the breast may supervene (see review ; Patey, 1939). 
Geschickter (1943) has more recently summarized his own 
extensive personal experimental work as well as reviewing 
the literature. But the application of this experimental 
work to human cystic disease is not clear in the field of 
aetiology or of treatment. Thus Bucher and Geschickter 
(1941) say, "It is not possible to state with assurance the 
endocrine disturbance in cystic disease,” — i.e., human cystic 
disease. And Taylor (1942) notes, “ In spite of much dis- 
cussion of chronic mastitis as an endocrine disease, no one 
has vet succeeded in proving that this breast condition 
represents a specific response to any recognized type of 
glandular dysfunction.” And it is a matter of common 
observation that neither in cystic disease nor in the pain 
syndrome is there any undue frequency of menstrual dis- 
turbance. While Spence (1940) thought that testosterone 
injections and inunctions helped the symptoms of the pain 


syndrome, he had improvement in some cases from th 
inunction of bland ointments ; and Atkins (1940) an< 
Taylor (1942) are among those who have found hormona 
treatment of this group of disorders of little practical value 

Discussion 

Three important questions arise: Are the condition: 
both manifestations of the same disorder, or are they twe 
separate disorders ? What is their cause, or causes 1 
What relation, if any, have they to carcinoma ? 

As to the first question, there is such a striking clinica 
difference between the patient with a cyst and the patieni 
with the pain syndrome whose breasts show no cleai 
objective features to distinguish them from any norma 
woman’s that the clinician can only answer that the) 
are separate conditions. 

Under the second question, therefore, we have to considei 
two questions — What is the cause of cystic disease ? and 
What is the cause of the pain syndrome ? The fact tha 
cystic disease predominantly affects women of between 4( 
and 50 suggested to clinicians long ago that it was related tc 
the hormonal changes occurring at that time, and Deavei 
and McFarland had suggested that they should be termec 
“ involution cysts.” But hormonal disorder is still a hypo 
thesis although supported to some extent by experiments 
work, The pain syndrome, being a subjective disorder, i: 
most likely to have a subjective cause, and here at once thf 
most striking feature is fear of cancer. In many cases th< 
fear of cancer is clearly the origin of the whole trouble 
In other cases, but less frequently, the fixation on th< 
breast is determined by an injury or some previous diseasf 
of the breast. But in a small proportion of cases the origir 
may be psychosexual. Quite accidentally in one of m) 
cases a patient raised the question whether it might b( 
due to a sexual maladjustment with her husband. Anc 
since then I have come across a number of similar cases— 
e.g., the young married woman who wants children whil< 
her husband does not ; the woman married to a husbanc 
much less passionate than herself ; and cases with difficul 
ties in the sexual act. I have never regarded it as wiihir 
the province of the surgeon to make routine inquiries intc 
the sexual life of patients who come with breast troubles 
And in those cases of the pain syndrome which I cannoi 
explain on the usual fear-of-cancer basis I tell the patten 
that some cases of pain in the breast are due to sexual mal 
adjustment or anxieties. Some patients will then wish tc 
discuss further possible factors on these lines ; others wil 
not. In any case the bringing of this explanation into tin 
open will often have a beneficial effect. Any deepei 
exploration of the psychosexual upset is the concern of the 
psychiatrist rather than the surgeon. At the present 
time it is not possible to say whether psychosexua 
factors act on the breast through nervous or througl 
hormonal influences. It is possible that both factor: 
are involved. 

Finally, we must attempt to answer the question, What 
is the relation, if any, of these disorders of the breast tc 
cancer ? .The pain syndrome, being a functional condition 
without organic basis, must clearly be quite unrelated to 
carcinoma. The views of various authorities on cystic 
disease have already been given. But the strongest support 
for the now predominantly held clinical view that cystic! 
disease is not a dangerous condition likely to develop into 
carcinoma is the experience of many surgeons all over the 
world who for years have treated the condition by some 
simple procedure such as tapping, with its demonstration 
that these conservatively treated breasts do not show any 
special liability to develop carcinoma. 
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Chronic mastitis is a term which has lost all precision and 
value and should be abolished. There are two common non- 
malignant conditions of the breast met with clinically — cystic 
disease and the pain syndrome — which are separate and distinct 
conditions. Cystic disease presents clear objective physical 
signs from which a clinical diagnosis can be made, the cause is 
unknown but is possibly a hormonal upset, there is no special 
liability to carcinoma of the breasts affected, and tapping is a 
satisfactory treatment. The pain syndrome is a purely sub- 
jective disorder, although sometimes superimposed on exag- 
gerated physiological premenstrual engorgement of the breasts, 
and the breasts affected present no objective abnormality. The 
cause of the fixation on the breast is usually fear of carcinoma, 
but in a small proportion of cases is a psychosexual upset. 
Treatment by explanation and reassurance usually results in 
cure of the pain. 
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AMETHO CAINE HYDRO CHLORIDE 

SEVERE TOXIC EFFECTS WHEN USED FOR 
BRONCHOSCOPY 

BY 

C. A. JACKSON, F.R.C.S. 

Chief Assistant, St. Bartholomew’s Hospital Chest Unit. 

Hilf End Hospital and Clinic. St. Albans 

Amethocaine hydrochloride is increasing in popularity 'n 
this country as a surface analgesic. The occurrence of 
two severe toxic reactions arising from its use in a thoracic 
unit while securing analgesia for bronchoscopy has empha- 
sized again the danger of overdosage when applied to a 
raucous surface, together with a specific sensitivity shown 
by certain individuals. These near tragedies have prompted 
me to review similar cases reported in the literature and 
to study the properties of this drug. Since amethocaine 
has. been used for surface analgesia twelve deaths at 
bronchoscopy and gastroscopy have been reported by 
various authors and a further three deaths during prepara- 
tion for urethral instrumentation. 

Whether it be due to sensitivity or overdosage, the nature 
of the reaction reveals a striking similarity in the majority 
of cases and is the typical classic picture of cocaine or pro- 
caine intoxication. Within a few moments of local applica- 
tion the patient becomes faint and giddy, and unconscious- 
ness follows. There may be wandering or deviation of the 
eyes. A trembling and twitching of the extremities occurs 


Which rapidly develops into generalized clonic convulsions, 
epileptiform in nature, during which cyanosis, foaming at 
the mouth, and an accelerated weakened pulse are noted. 
This seizure may subside with recovery or may return with 
a greater violence, when the patient may succumb from 
respiratory or cardiac failure. 

Cases in the Literature 

There have been a number of case reports in German 
and American journals since 1935 giving instances of severe 
constitutional disturbances and even fatalities. Apart from 
two deaths recorded by Hancock (1939), the only British 
report is found in a statistical review of causes of sudden 
death in which wo fatalities are recorded as having occurred 
when this analgesic was being used in bronchoscopy. 

In 1939 Fasselt reported wo reactions to amethocaine 
2% in anaesthetizing the throat before the removal of 
foreign bodies by bronchoscopy. All symptoms, however, 
disappeared spontaneously in these cases. Phillips and his 
associates (1941) reported a similar reaction in a patient 
who was undergoing a bronchoscopic examination. In this 
case generalized tonic contractions occurred which were 
controlled by “ dial,” 2 ml., given intramuscularly ; the 
strength of the solution was not mentioned. The patient 
recovered. 

Schoen (1939) reported three fatal reactions to local 
analgesia using amethocaine prior to bronchoscopy. 
Wagener is reported by him to have quoted a case in 
which 6 ml. of 2.5% solution was applied to the larynx for 
the removal of a wart and in which general convulsions 
occurred, leading to death in six to eight minutes. 

In a case quoted by Cazzaniga (Schoen, 1939) a total 
dose of less than 130 mg. of amethocaine was used, yet the 
patient, a 27-year-old woman with pulmonary tuberculosis, 
developed severe convulsions some seconds after the initial 
administration and death occurred thirty minutes later. 

Freeman (1939) reported four serious accidents with 
amethocaine employed as a mucous membrane analgesic 
for gastroscopy. Hancock (1939) had Wo deaths from 
the drug, also used for gastroscopy. His patients were 
both in advanced cachexia from malignant disease of the 
stomach. 

Pfeiffer (1937) and Shumacher (1941) reported sensitivity 
to 0.5 and 1% solutions when administered in the eye. 
Videbeck (1936) mentioned three cases of amethocaine 
eczema in doctors who used the drug in their practices. 

Thomas and Fenton (1943) provide a series of cases of 
their own in which amethocaine was shown to possess defi- 
nite toxic properties. The first patient gave a history' of 
asthma but no history' of drug sensitivity. During broncho- 
scopy, while receiving a second spray of amethocaine 2% 
five minutes after the first, he had a sudden severe asthmatic 
attack and died thirty minutes later. A woman giving a 
history of pulmonary tuberculosis of one year’s duration 
and with no known allergy, after receiving 5 ml. of ametho- 
caine solution by pharyngeal spray became faint and suf- 
fered a generalized convulsive seizure with frothing at the 
mouth, which persisted until respirations ceased. Two 
other patients, both women, underwent bronchoscopy with 
amethocaine local analgesia for investigation of bronchi- 
ectasis. Feeble respirations, cy'anosis, w eak pulse, and clonic 
convulsions developed in both patients. Only after the 
administration of adrenaline and oxygen did these patients 
return to consciousness. In both cases skin tests for ametho- 
caine sensitivity proved positive when performed afterwards. 
A 5S-year-old man, after a gastric resection for carcinoma, 
was being prepared for gastroscopy with a 2% amethocaine 
gargle, to be followed by a 5-ml. spray, this to be repeated 
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in ten minutes. About fifteen minutes later the patient 
became stuporous, suffering clonic convulsions involving 
the arms and legs, lacrimated, and there was drooling of 
saliva and grinding of the teeth. The skin was cold and 
clammy, the lips were cyanotic. This reaction lasted ten 
minutes, but the patient recovered. One patient, ten minutes 
after receiving 5 ml. of 2% amethocaine prior to gastro- 
scopy, became pulseless and convulsive, developed jerky 
respirations, and died. Three other cases were marked by 
nystagmus and convulsive seizures, but all three patients 
survived. 

Doane and Cohn (1945) reported the case of a 48-year- 
old woman who suffered severely from asthma. Sixteen 
days before admission under their care a successful broncho- 
scopy had been performed, using 2% amethocaine as a 
spray. Five days after admission. she was being prepared 
for a bronchogram ; 2 ml. of a 2% solution were instilled 
by a nasal catheter, no premedication being given. A further 
1 ml. of the solution was being instilled eight minutes later, 
when the patient slumped forward unconscious and in 
another three minutes slight convulsive movements occurred. 
This seizure was relieved by 2 g. of sodium phenobarbitone 
intravenously, but soon returned with greater violence. A 
double dose of barbiturate and cardiac restorative measures 
failed and the patient died thirty minutes later. 

Richards (1947) recorded two cases of sudden death fol- 
lowing the application of a 2% amethocaine spray for the 
purpose of bronchoscopy — one in a patient with a lung 
tumour and the other in a case of bronchiectasis. In both 
cases generalized convulsions set in within a few minutes 
and death occurred very shortly afterwards. 

Shindler (1940) and Holt (1945) each report a fatality. 

Properties of the Drug 

Amethocaine, known variously as “ pantocaine,” “ ponto- 
caine,” “ anethaine,” “ dikaine,” “ tetracaine,” and “ deci- 
cain,” belongs like procaine to the para-aminobenzoyl 
group of anaesthetics and was introduced as decicain about 
eighteen years ago by Bayers. 

Advantages . — It is resistant to boiling, it is stable in solu- 
’ion, it is lethal to all non-sporing organisms, it is ten times 
more potent than procaine or cocaine, and it is relatively 
quick in achieving its action and provides prolonged anal- 
gesia. Although the onset of analgesia is slower than with 
cocaine, the effect is more persistent. 

Disadvantages . — It penetrates the tissues more rapidly 
than procaine and does not produce the vasoconstrictive 
action of cocaine. It is therefore essential to use it in con- 
junction with adrenaline, which reduces its toxicity by one- 
fifth. The relative toxicity of amethocaine, cocaine, and 
procaine is 4.5, 3, and 1 respectively, but this disadvantage 
is mitigated by the effective dose being one-tenth that of 
cocaine. It is detoxicated more slowly than procaine. It 
is less soluble than procaine 1 : 7 to 1:1. 

For injection 0.1 and 0.05% solutions are recommended. 
For surface analgesia 2% solutions are advised (James, 
1943). In Cazzaniga’s case death occurred with a dose of 
130 mg. ; but James has used as much as 300 mg., although 
he advises that this amount should never be exceeded. The 
recommended therapeutic dose in man is 2 mg. per lb. of 
body weight. Hancock (1939) refers to a series of 2,000 
cases of gastroscopy performed using 10 ml. of 2% solu- 
tion without mishap. 

For four months we have given anethaine, a 2% solution 
of amethocaine hydrochloride (4 ml. in conjunction with 
1 ml. of 1 in 1,000 adrenaline), preparatory to broncho- 
graphy and bronchoscopy. For the latter investigation the 
following was the procedure adopted. 


The patient is given /two “ euphagin ” tablets (benzocaine 
200 mg.) to suck forty minutes pre-operatively, followei 
ten minutes later with & or } gr. (11 or 16 mg.) of mor 
phine. In the anaesthetic room the fauces, posterior pharyn 
geal wall, and both pyriform fossae are painted with thi 
above solution, using about 2 ml., but only a portion o 
this amount would actually be expended. A final injectioi 
of 2 ml. between the cords under direct vision usuall; 
effects adequate analgesia for the examination, althougl 
a further supply of the local analgesic is available for direc 
bronchial spray if required. 

Case Reports 

Case 1 . — The patient was a 62-year-old man with superioi 
mediastinal obstruction believed to be secondary to a righ 
upper lobe bronchial carcinoma. Local analgesia for broncho 
scopy was being induced by the above method with 5 ml. oi 
mixed solution. Within 30 seconds of the intratracheal injec 
tion the patient, who was sitting up, complained of giddines! 
and then fell back unconscious ; convulsions followed a: 
described above. Endotracheal oxygen and carbon dioxide wal 
instituted immediately. The head was lowered and venepunc 
ture performed, 500 ml. of blood being withdrawn. Recover) 
took place after three convulsive seizures. There were nt 
sequelae. 

Case 2 . — A young man aged 21 with left lower lobe bronchi 
ectasis was having prepaiation of the pharynx and larynx bj 
this method, but 4 ml. of the solution instead of the usua 
2 ml. was injected between the cords. (The first 2 ml. wa: 
thought to have been swallowed.) Within a few moments th< 
patient became pale and a cold sweat broke out on the face 
he lay down and at once started jactitating, at first in th< 
lips and then in the limbs. The pulse was 80-90, regular 
and of good volume. He then had a convulsion, during whicl 
he became cyanosed. The clonic spasm subsided and respira 
tions returned, but were shallow and rapid. Almost immedi 
ately convulsions were renewed with increased intensity. Th( 
patient became deeply cyanosed, and during the clonic stage i 
was noticed that the pulse had ceased. Intracardiac adrenaline 
2 ml., was injected, while artificial respiration was begun anc 
oxygen was administered through a face-mask. There beinj 
no response to these measures, the abdomen was opened througl 
an upper midline incision and direct cardiac massage througl 
the diaphragm was performed. A flaccid immobile heart was 
massaged without response for about one minute. A feu 
rhythmic contractions occurred, ceased, and then in responsi 
to further massage recurred. The heart subsequently startec 
and continued to beat strongly with occasional extrasystoles 
Although the total period of cardiac arrest was estimated ai 
more than four minutes and unconsciousness persisted for foui 
days, complete recovery took place. 

Comment 

The first patient was seriously ill with gross congestior 
of the head, neck, and shoulder girdle. He proved difficul: 
to anaesthetize and was uncooperative. Five millilitre! 
of the normal mixture (80 mg.) of amethocaine was usee 
and must have been rapidly absorbed. The second patien 
was a relatively fit young man. In this case 4 ml. (64 mg., 
of amethocaine mixture was projected between the cord! 
into the trachea. In an endeavour to co-operate the patien 
was hyperventilating, so that the full quantity of this druj 
may have directly reached the alveoli and been rapidh 
absorbed from this 'highly vascular surface. 

Neither patient gave a history of allergy, and, althougl 
in each case more than the usual 4 ml. of amethocaine- 
adrenaline mixture was used, both patients would appea 
to have been unusually sensitive to the drug. 

No satisfactory sensitivity test has been described, bu 
Thomas and Fenton (1943) recommended the use of a patcl 
skin, test in suspected or doubtful cases. They admit tha 
such a test is not entirely reliable. They also suggest tha 


Jan. 15, 1949 


AMETHOCAINE HYDROCHLORIDE 


BxmsH 

MEDICAL JOC7JNAL 


101 


sensitivity to the drug may be provoked by its previous 
use or the use of procaine, which is closely related to it. 

Certainly in two fatal cases (Ahroon, 1946 ; Doane and 
Cohn, 1945) there had been recent previous administration 
of the- drug. Thomas and Fenton draw attention to the 
intolerance to amethocaine manifested by allergic indi- 
1 viduals, bronchial asthmatics, etc., as well as by cachectic 
patients. 

Following the method of Hancock (1939)j the technique 
in preparation for bronchoscopy has been modified. Each 
patient is now given a. 1-gr. (65-mg.) amethocaine pastille 
to suck thirty minutes before instrumentation. This pro- 
duces a much more complete analgesia of the mouth and 
pharynx than- benzocaine, and it is considered that any 
idiosyncrasy possessed by the patient would be displayed 
while the relatively small dose contained in the pastille was 
. being absorbed. 

Apart from the severe constitutional reactions to ametho- 
caine on record other less serious reactions have been 
recognized. These include attacks of dyspnoea and 
asthmatic symptoms (Fujikawa, Neves, Brasher, and Buck- 
ingham, 1948), blepharoconjunctivitis (McAlpine and 
. Berens, 1942), and occupational dermatitis and eczema in 
doctors and oculists (Videbeck, 1936; Cameron, 1937; 
Hollander, 1939 ; Shimkin, 1939). 

Prevention of Severe Reactions. — The following prophy- 
lactic measures are suggested : ,(a) A barbiturate should be 
given by mouth in pre-operative preparation — e:g., pheno- 
barbitone 3 gr. (0.2 g.) or sodium amytal or nembutal ly gr. 
(0.1 g.) 40 minutes before examination. (£>) An ametho- 
caine pastille, 1 gr. (65 mg.), should be given to the patient 
to suck 30 minutes before the examination, (c) Ametho- 
caine when used for surface analgesia should have 
adrenaline 1 in 1,000 solution added in the proportion of 
_ 4 to 1 by volume, and the total dose of amethocaine should 
not exceed 4 ml. of a 2% solution (80 mg.) or a correspond- 
ing amount in a more dilute solution, (d) Application by 
means of a laryngeal spray should be avoided, since its 
. use can easily lead to overdosage, (e) Amethocaine should 
never be applied to an inflamed, traumatized, or highly 
vascular epithelial surface — especially so in the urethra 
(Knepper, 1937). . (f) The drug should be avoided in 
patients giving a history of allergy or in severely debilitated 
or cachectic cases. 

Control of the Established Reaction. — (i) General: — 
Secure an unobstructed airway by endotracheal tube if 
necessary. Begin artificial respiration with an oxygen- 
t carbon-dioxide mixture, (ii) To control convulsions: — 

, The immediate intravenous administration of a rapidly act- 
ing barbiturate — 20 ml. of 24% sodium thiopentone (0.5 g.) 
- — is usually sufficient to control convulsions. (Picrotoxin 
should be available in case too much barbiturate is given.) 
(iii) Administration of respiratory and cardiac stimulants : — 
nikethamide, 2-5 ml. ; caffeine sodium benzoate, 74 gr. 
(0.5 g.), etc. 

In using amethocaine in surface analgesia, as with many 
other local analgesics, from time to time the unusually 
susceptible individual may be met with. Reactions come 
with devastating suddenness and the results may be 
disastrous. By excluding those patients mentioned under 
(e) and (f) above, sensitive patients should be even more 
'rarely met with. An analysis of the fatal cases reported 
Of' reveals overdosage, faulty technique, or failure to use 
adrenaline to be more often the cause of death than 
individual idiosyncrasy. 

Summary 

A report is given of two toxic reactions with the use of 
amethocaine hydrochloride as an analgesic for bronchoscopy. 


A review of the literature reveals twelve reported deaths at 
bronchoscopy and gastroscopy, while there are man y cases of 
severe constitutional disturbance. 

The advantages and disadvantages of the drug are assessed, 
the difficulty of applying an adequate sensitivity test accepted, 
and suggestions made for the prevenh'on and treatment of toxic 
reactions. 

. I wish to express my thanks to Mr. O. S. Tubbs for permission 
to report these cases and for helpful advice in the preparation of 
this paper. 
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“ GAMMEXANE ” AND MOSQUITO • 
CONTROL IN THE BELGIAN CONGO* 

BV 

G. DAVIDSON, B.Sc. 

( From the Ross Institute of Tropical Hygiene ) 

Experiments are now' being earned out in a large palm-oil < 
plantation at Yaligimba, in the Belgian Congo, on the 
control of malaria by adult mosquito destruction, using 
the residual insecticide “ gammexane ” in the houses in the 
labour camps and in several native villages around the 
plantation. The plantation, which occupies an area of 
some 30 square miles (77.7 km. 3 ), is situated in a forest 
belt in the northern part of the Belgian Congo. The main 
species of anopheline mosquito concerned is A. mouchett, 
which breeds at the edges of the large rivers in the vicinity. 
There are also a few A. gambiae and A. pain dis. 

Mosquito densities in the houses before and after treat- 
ment with the insecticide are being determined by the 
following four methods: 

1. The number of mosquitoes resting in the houses during 
the daytime is being estimated by laying white sheets over the 
whole floor surface of a house and spraying the closed house 
with a pyrethrum-in-kerosene spray. 

2. The number of mosquitoes leaving the house each morning 
is being determined by the use of window-traps. 

3. The number of mosquitoes entering during the night to 
bite the occupants of any one bed in the house is being deter- 
mined by the use of mosquito-net traps, which mosquitoes can 
enter but not leave. 

4. The mosquito-nets of the inhabitants of the camps and 
villages are being examined to determine the percentage 

•This work has been made possible by grants from United Africa 
Company, Limited, and from Imperial Chemical Industries. Limited. 
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containing mosquitoes. The majority of these nets are made of 
calico and are usually incompletely closed by the occupant or 
in a bad state of repair. 

r Parasite rates -and spleen rates have been estimated 
among children in many of the camps and villages before 
treatment, and are high throughout the area. These will 
again be estimated in both treated and untreated villages 
one year after treatment, as will the parasite rate among 
babies born in the villages during that year. 

SalivarV gland dissections are also being done on the 
mosquitoes before and after treatment. The sporozoite 
rate in (tie main anopheline, A. moucheti, is naturally low 
— 0.4% in 3,712 dissections — and large numbers of dissec- 
tions, have had to be done. 

I » 

Water-dispersible powders containing gammexane have 
been used for the spraying of the internal surfaces of the 
houses, and a concentration of 10 mg. of gammexane per 
square foot (930 cm. 2 ) of surface has been aimed at. 
Eclipse “ Warley ” pneumatic sprayers of 2 gallons (9 litres) 
capacity are being employed for the spraying. These give 
an application rate of approximately 5 pints (2.84 litres) 
of spray per 1,000 square feet (93 m. 2 ) of surface. 

Results so far show after treatment a very marked reduc- • 
tion in the numbers of mosquitoes caught by the four 
methods outlined above. The best results have been 
obtained with the water-dispersible powder P530, contain- 
ing 6% of gammexane. Mosquitoes caught by the window- 
trap method ‘began to appear in significant numbers in the 
fifteenth and sixteenth weeks after treatment. Mosquitoes 
caught by the net-trap method were showing only a slight 
increase at this time, and almost no mosquitoes were found 
by the other two methods. The unreliability of estimating 
the persistence of the insecticide by determining mosquito 
densities by the flit-catching method alone has been clearly 
demonstrated. 

Results of salivary gland dissections from treated and 
untreated villages are: 



Dissected 

Positive 

Percentage 

Untreated villages: 




4. moucheti . . 

3,712 

15 

0-40 

A gctmblae . 

408 

17 

4-17 

A. palttdlt 

45 

0 

0 

Treated villages: 




A. moucheti . 

2,001 

1 

005 

A. gnmblae .. .. 

44 

0 

- 0 

A. paludis . . . . 

12 

0 

0 


The only positive moucheti mosquito from a treated 
village was found in a net-trap three weeks after the first 
treatment of the village, at a time when another village 
only 2 kilometres away remained untreated. It is there- 
fore possible that this mosquito flew from the untreated 
village and entered the net-trap without coming into contact 
with the treated surface of the house. 

The site for these experiments was originally chosen with 
a view to possibly eradicating the mosquitoes in the 
plantation solely by adult mosquito destruction in houses. 
It was soon decided, however, that the plantation was not 
sufficiently isolated for this to be achieved, and the - 
reappearance of mosquitoes in significant numbers after 
the treatment of single villages or groups of villages, 
isolated to the extent of 3 to 4 kilometres, has confirmed 
this view. However, it is proposed to try to eradicate the 
mosquitoes in the plantation by spraying also the villages 
which lie near to the plantation to form a protective 
barrier against invasion of mosquitoes into the treated 
plantation. It is thought that an initial spraying of the 
whole area three times during the first year can be reduced 
to twice a year and be quite an economical proposition. 

It is hoped to publish shortly a more detailed account 
of this work. 


Medical Memoranda 


Twisted Ovarian Cysts in Children . ~ . 

Ovarian cyst with torsion of the pedicle is an uncommon 
condition in children, only about 125 cases having been reported 
in the past hundred years. The literature contains such interest- 
ing cases as an ovarian cyst in a 7-months premature infant and 
torsion of an ovarian cyst in a 10-days-old baby (Bursch). The 
majority of twisted ovarian cysts in children occur on the right 
side, and because of this the diagnosis made is usually that of 
acute appendicitis, or appendicular abscess if a mass is pal- 
pable. There may be symptoms of a vague character consist- 
ing of nausea and vomiting, preceded by vague abdominal ache 
for a few days, with one or more severe attacks of sudden 
abdominal pain lasting for a few hours, this being due to a 
tighter twist of the pedicle. The following reports illustrate 
typical cases. 

Case Histories 

(1) The patient, a girl aged 10, was first seen at 9 p.m. on Jan. 5, 
1948. She had had a dull pain in the right side of her abdomen 
and right lumbar region on and off for three weeks, but 48 hours 
before admission she had had nausea and vomiting with increased 
pain in the right loin. Since then she had vomited white frothy 
matter. The pain remained in the back and right side of her abdomen 
and was at no time central. She had been constipated for some 
weeks, and 24 hours before admission had been given a soap enema, 
which yielded a very good result. She had had no urinary symptoms. 
Her activities were normal for her age, and she had been sleeping 
well. 

On admission the temperature was 98“ F. (36.7° C.), pulse 122, 
and respirations 24. She was a thin, pallid child; her tongue was 
slightly furred, with halitosis present. There was a moderate degree 
of rigidity in the right lower quadrant, with tenderness in the right 
side of the abdomen and right ■ lumbar region, most pronounced 
about 1 in. (2.5 cm.) below McBumey’s point. Rectal examination 
had been carried out, and the only thing noted was the presence of 
hard faecal masses. A diagnosis of acute appendicitis was made and 
laparotomy was carried out. 

A Rutherford Morison incision was first employed and a plum- 
coloured mass. was seen in the pelvis. Through this incision it was 
not possible to observe whether the mass was adherent to gut or not, 
and so a right subumbilical paramedian incision was carried out, 
when the mass proved to be a twisted right ovarian cyst, the size 
and shape of a kidney, with four twists in the pedicle. The pedicle 
was untwisted and afterwards transfixed, the cyst being then 
removed. The right tube was left intact. A small cyst was present 
in the left ovary. Both incisions were closed without drainage, 
Recovery was uneventful and the. patient was discharged from 
hospital ten days after operation. 

The histological report stated that there was massive haemorrhage 
in the cyst, in which were seen scattered capillaries, veins, and arteri- 
oles. Collections of polymorphs were present round most of the 
larger vessels, often with necrosis of the vessel wall. There was 
nothing to identify the tissue with certainty, but it was probably a 
connective-tissue tumour and possibly ovarian in origin. I am 
indebted to Dr. A. J. McCall for the histological report. 

(2) On Dec. 5 a girl aged 9 years was admitted to hospital with 
the diagnosis of subacute intestinal obstruction. A cystic mass was 
felt on rectal examination. In the light of the experience gained in 
the case described above a diagnosis of twisted ovarian cyst was 
made. Laparotomy confirmed the diagnosis. A twisted ovarian 
cyst with four torsions of the pedicle was found on the left side. 
The cyst was removed as in the former case. 

G. Gordon Crowe. F.R.C.S.Ed., 

Surgeon, City General Hospital, Stoke-on-Trent. 
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Precautions that the practitioner must take in dealing with drugs 
under the Dangerous Drugs Acts and Regulations are described in 
a memorandum “ Dangerous Drugs Acts, 1920 to 1932,” D.D.101, 
5th edition (H.M.S.O., 3d.). Drugs covered by these Acts and regu- 
lations are listed, and the pamphlet describes how prescriptions 
for them must be written, dated, and signed, how the medical prac- 
titioner should obtain and store the drugs, and what records he 
should keep. The memorandum concludes with an appendix 
extracted from the Report of the Departmental Committee on 
Morphine and Heroin Addiction, discussing the precautions to be 
observed when administering these drugs in medical practice. 
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SOCIAL MEDICINE 

Changing Disciplines. By Iota A. Ryle, M.D. Lectures on the 
History, Method, and Motives of Social Pathology. Oxford 
Medical Publications. (Pp. 124; illustrated. 12s. 6d.) London: 
Oxford University Press (Geoffrey Cumberlege). 194S. 

Because of the personal and professional stature of its author, 
and also because he Was the first among us to assume the 
academic title of professor of social medicine, his views on 
the content, scope, instruments, and aims of this branch of 
medicine must necessarily command widespread attention. It 
is largely because of his personal qualities, the attractiveness 
of his advocacy, and the work that .he performed while he, 
was alone in academic social medicine that the subject has in 
Britain claimed such interest and that chairs of social medicine 
have been created and are now being filled in so many of our 
universities. It was fortunate, therefore, that Professor Ryle 
should have been persuaded to go to America and been required 
during the course of his visit to state his creed. As he says 
in his preface, in preparation for the visit he attempted to 
crystallize some of his ideas born of experience which had 
come to him since he had transferred his energies from the 
field of clinical and personal medicine to new ventures in the 
field of social medicine, from studies in individual pathology to 
studies in social pathology. 

Professor Ryle senses that medicine is changing as social aims 
are changing, and he expresses the view that while medicine, 
through scientific and technical advances, has greatly gained 
in potentiality during the last quarter of a century it has 
become less surely attuned to some of the more fundamental 
human needs, to the deeper personal needs of the individual 
and to the broader social needs of the group or community. 
He charges the profession with thinking more about curing 
than preventing, more about medical care and its huge costs 
than about the economies that could be effected by attacking 
the basic causes of disease. His creed is stated. The whole 
man and his family are the practising physician’s charge, but 
they can no longer be considered in detachment from their 
- total environment or from the larger communities of which 
they are but a part. Communities large and small are now 
due for a more intimate study and care in respect of their 
health and sickness, for they cannot be considered apart from 
their total environment or from the individuals and families 
of which they are composed. State medicine must be based 
on scientific principles and especially on humane understanding. 
Good social me'dicine must in fact have its foundations in 
sound social pathology. 

This book in the main is an edited collection of lectures 
previously given. The author discusses social pathology and the 
new age in medicine, the social post-mortem examination and 
■ its bearing on aetiological research, the affairs of the Institute 
of Social Medicine at Oxford, the meaning of normal and the 
measurement of health, social medicine and the population 
problem, medical ethics, and the new humanism, and he 
successfully answers the question how medicine in its imme- 
diate development may become better able to tackle the new' 
problems that social changes have created, and how it may 
accept greatly enlarged responsibilities in relation to community 
health. It is much more than an intelligent discussion of 
matters of fact and of interpretation, for within its paces and 
behind the writing can be seen clearly the portrait of a man 
who in type and temperament is admirably suited for leader- 
ship in this particular field and whom the practice of humanistic 
medicine has moulded into an altogether attractive person. 

F, A. E. Crew. 

HOUSING AND POPULATION 

. Housing and (he Family. By M. J. Elsas. (Pp. 136. Ss. 6d.) 
London : Meridian Books Ltd. 

This book is about the housing needs of the country in relation 
to the change in population consequent Upon , the declining 
birth rate and the trend towards a greater proportiori of old 


people. The author describes this relationship as ** the demo- 
graphic factor,” and be discusses housing from the demographic 
point of view. There is a considerable amount of statistical 
information on the number and aces of existing houses, and 
information gained from a comprehensive questionary which 
was completed, at the author's request, by 18 local authorities — 
ten county boroughs, four boroughs, one urban district, and 
three rural districts. The questionary showed the number of 
dwellings built by the authorities concerned between 1919 and 
1940, and the size, type, rent, etc., of each. 

In Chapter V, ‘‘Housing Indices,” it is interesting to note 
that there were in 1939 a greater number of dwellings per 109 
persons than in 1931 (28.0 as compared with 23 S). Overcrowd- 
ing was reduced, but the author points out that the improve- 
ment is not so great as might at first appear, since families are 
now smaller and more houses are required to accommodate 
the same number of people. He rightly criticizes the over- 
crowding standard as laid down in the Housing Act, 1936, as 
being too iow (although the highest in Europe), but few public 
health officers will agree that a cubic-space instead of a floor- 
space standard is desirable. The cubic-space idea was rejected 
yeans ago, since it gave an altogether false value to the older 
house with 12-ft. ceilings, the upper 3 ft. at least performing 
no useful function. On such a standard a cathedral could 
accommodate more people than could stand in iL The present 
tendency to favour a ceiling of 8 ft. 6 in. has much in its favour 
from the public health point of view. The author’s statement 
about overcrowding (p. 96), “ Every room in the house can be 
used as a bedroom if it has sufficient space,” may be mislead- 
ing. In computing the permitted number of people for a 
dwelling-house, any room of a type. not normally used in the 
locality as a living-room or bedroom is excluded. Thus 
sculleries and bathrooms are ignored, and in the ordinary 
working-class house — the “ two up and two down ” — the 
permitted number is generally five persons, for the back room 
downstairs is not generally used as a living-room. 

The author criticizes the scarcity of rent rebate schemes and 
suggests a national rent rebate system to apply to all houses, 
whether owned by local authorities or private landlords. This 
is a highly controversial topic. The book is very interesting 
and can confidently be recommended to all concerned with 
housing or indeed the welfare of the people. 

J. M. Mackintosh, 
i 

CHEMOTHERAPY IN MENINGITIS 

Traitenxent Modeme des Menirigitcs purulenies aigues. By 

Ren6 Martin and Bernard Sureau. (Pp. 256; 40 figures. - glares. 

450 fr.) Paris; Editions Mgdicales Ftamroarion. I94S. 

The treatment and prognosis of meningitis have been changed 
by the discoveries of the past fourteen years more profoundly 
than those of any other disease. Most accounts of what chemo- 
therapy can achieve deal either with a single type of infection 
or a particular form of treatment and are often based on rela- 
tively few cases. A treatise on the treatment of purulent 
meningitis in general, founded on the exceptional experience 
afforded by the Hopital Pasteur in Paris, is therefore particu- 
larly welcome. The authors describe over 60 personal cases, 
many in detail; 28 of them were meningococcal, 13 pneumo- 
coccal, 6 streptococcal, 10 staphylococcal, and 4 due to H. 
infiuenzac. Except for the first-named infection, which usually 
responds 'veil to sulphonamides alone, Martin and Sureau 
advocate combined antibiotic and sulphonamide treatment. 
Their methods are vigorous; intrathecal penicillin is given 
twice daily, and their dosage of sulphonamides is, if neces- 
sary, enormous, even reaching I g. daily per kg. body weight, 
and producing in the cerebrospinal fluid concentrations up to 
70 mg. per 100 ml. Sulpbadiazine is favoured, and another 
sulphonamide is often given together with it. The reader 
perplexed by the French designations for these drugs (sulphanil- 
amide, for instance, being “1162F") will find a key to them 
on page 132. 

After accounts of the treatment of each form of meninptis. 
based on the literature as well as the authors’ own experi- 
ence, there are chapters on the agents and methods used, on 
relapses and their distinction from effects of the treatment - 
itself (“ medicamentous meningitis ”), on recurrent meningitis in 
cases of congenital cerebrospinal rhinorrhoea and its surgical 
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prevention, and finally on laboratory aids to the direction of 
treatment, the necessity of which is strongly emphasized. The 
authors provide an extensive classified bibliography, which 
includes references to papers on meningitis caused by no less 
than 17 species other than the common ones already mentioned. 
This monograph contains a mass of information of great practi- 
cal value, and will be read appreciatively by everyone interested 
in its subject. ; 

L. P. Garrod. 

PRIVATE AND STATE MEDICINE 

Private Enterprise or Government in Medicine. By Louis Hope- 
well Bauer, A.B., M.D., F.A.C.P. (Pp. 201. 25s.) Springfield, 
Illinois : Charles C. Thomas. Oxford : Blackwell Scientific 
Publications. 

The title of this book makes an instant appeal to members of 
a profession which in Britain has been trying to solve the 
problem raised since the publication of the Report of the 
Royal Commission on the Poor Law in 1909. Here, 'as in 
the U.S.A., it is a fact that a considerable section of the popu- 
lation is unable to pay for complete medical care by private 
fees. Here, as in all democratic countries, our profession would 
agree with Abraham Lincoln’s dictum quoted on the jacket 
of Dr. Bauer's book, “In all that the people can individually 
do as well for themselves, the Government should not inter- 
fere.’’ But how shall we find some method of supplying what 
is needed short of compulsory insurance or socialization of 
medicine ? There is no answer to this yet'. Since the end of 
the first world war the medical profession in the U.S.A. has 
been fighting attempts to increase Government control, and on 
the whole successfully. Of these proposals Dr. Bauer gives 
full details. It is evident that the fight is still on. The book 
makes no pretence of being impartial. My criticism is that the 
author makes no attempt to show that there is another side to 
the argument, and exception can fairly be taken to the biased 
and exaggerated accounts given of the effects of compulsory 
sickness insurance in those countries which have tried it. 

In his anxiety to show that there is no need for other than 
voluntary effort in the States Dr. Bauer says that “ the pro- 
portion of medical men to population is greater here, that no 
other country has obtained a better distribution of doctors in 
the rural areas, and that preventive medicine is more effective 
in the U.S.A. than in countries with compulsory insurance.” 
Yet the book contains much evidence that the rural distribution 
is deplorable, and Dr. Bauer has apparently never heard of our 
Highlands and Islands scheme. On one page he tells us that 
in half the counties of the States there are no whole-time medi- 
cal officers of health and in some of them there is no con- 
tinuity of service and they are subject to political control. The 
British system of N.H.I., he says,' “ encourage mass therapy, 
and medication is controlled by the Government,” and ” it is 
often stated that the British system is far better than the system 
which prevailed before 1911. This is undoubtedly true, because 
ie system then in vogue [which by the way was private enter- 
prise] was so intolerably bad that any change was bound to be 
an improvement." This is only one, but a typical, example of 
the author's judgment of the conditions in other countries, and 
it is in my opinion sufficient to justify one who knows better 
in being cautious in accepting his conclusions. 

Dr. Bauer frankly recognizes the existence in the U.S.A. 
of large sections of the people who arc either “ indigent ” 
or “ medically indigent ” and that it is up to the medical pro- 
fession to find a way to satisfy their needs. He strongly advo- 
cates voluntary local schemes, and shows that already many 
such schemes favoured by the A.M.A. are in operation. The 
payments arc to be made by employers and workmen and for 
the indigent by the Government. But nothing in the book seems 
to me to justify the belief that this method is likely to solve 
the national problem. And Dr. Bauer never faces the situation 
which would arise in a time of prolonged unemployment, or 
uhat is to be done with improvident people who refuse to join 
the schemes. Far from being unsympathetic to the author’s 
desire to nsoid Government control. 1 believe most doctors in 
Britain would rejoice if our brethren in the U.S.A. could evolve 
a solution of the problem on voluntary lines. But this book 
vises little encouragement to this hope. 
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{Review is not precluded by notice here oj books recently received] 

Matt, the Unknown. By A. Carrel. (Pp. 312. Is. 6d.) W. Drayton, 
Middlesex: Penguin Books. 1948. 

The author comments on man’s place in the world and suggests 
remedies for our excessive industrialization. 

Nenroanatomy. By F. A. Mettler, A.M., M.D., Ph.D. 2nd cd. 
(Pp. 536. 50s.) London: Kimpton. 1948. 

A textbook for medical students. , 

Theory .and Problems of Social Psychology. By D. Krech and 
R. S. Crutchfield. (Pp. 639. 27s.) London : McGraw-Hill, 19 48. 
A textbook for teachers and students of social psychology. 

Sitidroma Anemico do Kala-Azar. By C. Trincao. (Pp. 68. 
No price.) Lisbon : Sociedade Industrial de Tipografia. 194S. 

A research monograph with extensive bibliographies. 

\ 

Tew Variants. By G. W. Henry, M.D., and others. (Pp. 1,128. 
40s.) London: Hamish Hamilton. 1948. 

The personal histories of homosexual men and women, with notes 
on them. 

Physiology. By A. D. Le Vay, M.S., F.R.C.S. (Pp. 209.. 4s. 6d.) 
London: English Universities Press. 194S . 

A short account for the layman. 

Ulcer. By D. Cook, B.A., M.D. (Pp. 187. $5.) Chicago: Medical 
Center Foundation and Fund. 1946. 

The author elaborates his thesis that gastric ulcer is due to 
^ischaemia of the mucosa caused by pressure from stmetures adjacent 
to the stomach. 

Transplantation von Mensch an f Mensch atts dem Leberidcn 
and atts der Leiche. , By E. Kubanyi. (Pp. 120. 12.80 Swiss 

francs.) Berne: Hans Huber. 1948. 

A monograph on the transplantation of endocrine and oilidr tissues 
from man to man or cadaver to man. 

An ’Elementary Atlas of Cardiography. By H. Wallacc-Joncs, 
M.D., M.Sc., F.R.C.P., and others. (Pp. 108. 12 s. 6d.) Bristol: 

John Wright. 1948. 

Illustrations of electrocardiograms and skiagraphs, with annotations. 

Die lndikationen Z"r RSntgen- and Radiitm-Bestrahlnng. 
By H. R. Glauner. (Pp. 124. M. 7.20.) Stuttgart: Georg 
Thieme. 1948. 

A short review of the conditions [or which .v-ray or radium therapy 
is indicated. 

L’lndlrizz 0 Psicologico ttello Studio della Personalita del Reo 
By P. Manunza. (Pp. 138. No price.) ' Cagliari : Sociefa Editoriale 
Italiana. 1948. 

An account of researches into the psychology of delinquents. 

Cardiology. . By W. Evans, M.D., D.Sc, F.R.C.P. (Pp.' 310. 
35s.) London : Butterworlh. 1948. >■ 

A textbook for medical students. 

t 

Medecine Pratique. Edited by C. Lian. (Pp. 191. 700 francs.) 
Paris: L’Expansion Scicntifique. 1948. 

Lectures on a variety of medical topics delivered to students. 

World of All oj Us. Issued by the Church Missionary Society. 
(Pp. 58. 2s. 6d.) London : Church Missionary Society. 1948. 

News from the letters of medical missionaries abroad. 

A Surgeon s Guide to Local Anaesthesia. Bv C. E. Corlette, • 
M.D.. Ch.M., F.R.A.C.S. (Pp. 355. 35s.) Bristol: John Wright. 
1948 . ' 

A practical guide intended for surgeons, not for physician- 
anacsihelists. 

Aleniregelttttg als Hcilntittel. By L. Hotbaucr. (Pp. 99. 
Sch. 25.1 Vienna : Wilhelm Maudrich. 1948. .7 

A short pccoum of the treatment of chest disorders. 
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Tliat man is well who derives from what he docs, and 
particularly from his energy expended for the common 
good, physical, intellectual, and emotional satisfaction. He 
tends to be ill if his needs in respect of such satisfaction 
remain unconsidered. Sickness, unhappiness, and ineffi- 
ciency in the individual and in the group can be the drama- 
tization of discontent cradled in disharmony between man 
and the conditions of his external social world. It is no 
new observation that for the maintenance of health and 
efficiency the tasks demanded of an individual should not 
in their demands exceed the limits of his total potential 
abilities and should not be too far below the upper limits 
of these. Yet in civil life it is nof always easily possible 
to ensure that the immature shall enter that occupation 
which will offer him the opportunities that he must enjoy 
if he is to become a complete citizen and a hale individual. 
In the Army it is possible and greatly to be desired. In its 
fabric there is a multitude of holes of varying size and 
shape, definable and measurable. Among its recruits there 
is a multitude of pegs of infinite variety, differing in respect 
of physical, intellectual, and emotional qualities and of 
acquired and potential skills, some of which are amenable 
to accurate measurement. In this issue of the Journal 
Major R. T. Fletcher tells the story of the methods which 
in their sequence have been employed in the Army in 
attempts to pre-select the man for the job. The comple- 
mentary story of the methods that have been devised to 
attune the man to his job belongs, unfortunately, not to 
the medical services but to the Directorate of Selection of 
Personnel. This dissociation of the purely medical assess- 
ment of the individual's physical attributes and the military 
1 assessment of his qualities in respect of employment was 
productive of much confusion and wasted effort 
To begin with, the civilian medical boards were respon- 
sible for the classification of a man into one of four grades 
of physical fitness for service. The Army medical and 
selection services then took up the task of specifying the' 
form of employment that was suitable to his physical con- 
dition and of posting a particular recruit to a particular 
arm. The former attempted to devise a system of medical 
categories which would translate the civilian grades into 
terms of military employment These grades differed in 
respect of visual acuity, ability to march long distances, 
general soundness of constitution, and of other manifesta- 
f .tions of defect likely to affect the performance of military 
duties. As was to be expected, this system proved in experi- 
ence to be exceedingly faulty. An Army unit is not com- 
posed of identical individuals performing uniform tasks. 
It is a diversified community in which there is a highly 
organized division of labour. Categorization by reference 
to physical attributes can be utterly misleading, since the 


presence of physical defect does not necessarily imply func- 
tional imperfection. 

No wonder then that during the xvaT this system was so 
elaborated that at the end the series of categories ‘emanoed 
by its various permutations and combinations ot physical 
characteristics, including subdivisions to include men over 
41 and such as were fit for non-tropical and home service 
only, numbered no fewer than 72. That the system was 
itself inherently complicated, its administrative procedures 
cumbersome, and the underlying principles never com- 
pletely grasped was clearly indicated by the stream of amend- 
ments and revisions which poured forth unceasingly. The 
system never fully succeeded in attaining complete corre- 
lation between physical condition and aptitude for employ- 
ment, and continuous attempts were made to devise some 
alternative method likely to prove more flexible in appli- 
cation and more promising in results. It had become 
evident that any one of the many categories was related 
not to any one prescribed form of employment but to a 
multiplicity of occupations widely diverse in nature and 
requirements. In determining a man’s category the medical 
officer or board bad to decide not on the man’s fitness 1o 
perform the job in which he was then engaged but rather 
on his capacity to perform all the numerous jobs that a 
man of his category might be called upon from time to time 
to undertake. Ability to carry' out certain duties could 
not be regarded as evidence of fitness for any specified 
category. It became clear that the category of a recruit 
should be based upon a combination of medical classifica- 
tion and training recommendation. Schemes to this end 
were devised and tested. None was satisfactory’. 

Eventually it was decided to put to the test the system 
which had been invented and adopted by the Canadians — 
the Pulheems system. This was based upon the truth that 
modem warfare made ever-increasing demands, both quali- 
tative and quantitative, upon the soldier in physical ability 
varying in nature and degree according to the exigencies 
of his particular employment, in the level of intelligence 
required to grasp the technicalities of military operations, 
and in temperamental stability as a primary factor in deter- 
mining conduct in battle. The growing complexities of 
military service and the widely diverse occupations which 
it comprised called for the application of more precise 
methods in the selection of personnel, since success in any 
undertaking depended upon the capacity of each man 
adequately to fulfil the task assigned to him. Moreover, 
conservation of man-power implied the employment of 
every soldier in his proper capacity so that a maximum of 
working efficiency and a minimum of wastage might be 
ensured. The system correlated two essentials: a detailed 
qualitative assessment of the individual soldier and a quali- 
tative analysis of occupational requirements. In it the 
emphasis was placed on performance and not on physical 
shortcomings. 

Towards the end of the war this system was thoroughly 
tested by a series of trials, and its value was demonstrated 
especially in relation to the lower categories. It was found 
that before it could be universally applied much instruc- 
tion would have to be given to medical officers in order 
to wean them from their saprophytic preferences. Now 
it is to be used by all three Services and is beyond the 
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experimental stage. As Major Fletcher points out, its 
usefulness is not restricted to the armed Forces : it can 
claim its place in industry. As yet it is by no means per- 
fect ; in if 'here is, still much that is based on clinical judg- 
ment rather than on exact measurement. The Directorate 
of Hygiene seeks the help of the academic scientist and is 
willing to place at his disposal the unique research facilities 
that it can command. In the large-scale employment of 
this system there will be abundant opportunity, especially 
for the experimental psychologist, the physiologist, and the 
specialist in physical medicine, in collaboration with the 
Army Medical Services, to add to natural knowledge and 
at the same time to render service of great value. 

It seems probable that this development will have its 
effect upon the medical curriculum. If the civilian practi- 
tioner is to be called upon to make use of this Pulheems 
system it follows that he will have to be given information 
concerning it and be taught the principles upon which it 
is based during the period of his professional education. 
It will be for the departments of social medicine to weave 
this into their courses. 


SECOND THOUGHTS ON PROGUANIL 

The combined ingenuity of chemists, pharmacologists, and 
experimental pathologists has in the past quarter of a 
century given to the world a great number of interesting 
and valuable pharmaceuticals. Yet the mortality among 
such compounds has been high, and many of them are 
to-day largely of historic interest. That it takes time to 
assess correctly the value of any new drug has been 
emphasized again and again by medical men ; yet this 
still seems to be insufficiently appreciated, for too often in 
the past enthusiastic receptions have been given to new 
and relatively untried drugs about which over-optimistic 
hopes have been raised. Careful and prolonged trials are 
especially necessary with new chemotherapeutic com- 
pounds, and above all with new antimalarial drugs 
because of the diversity not only of the species of 
plasmodia but also of strains. In assessing new anti- 
malarial drugs there are three important questions to be 
answered: Does the drug rapidly control clinical symp- 
toms ? Does it produce radical cures ? Does it act as 
a true causal prophylactic or as a suppressive ? Action 
on gamctocytes is probably of less importance, more 
especially in hyper-endemic areas such as West Africa, 
where a few gamctocytes more or less can hardly make 
any great difference to the public -health. 

Wien “ paludrine ,” now known as proguanil, first ap- 
peared in 1945 it was hoped, and at first perhaps with too 
much enthusiasm, that the solution to all the problems of 
the treatment of malaria had been found. It soon became 
apparent that, though acute attacks due to Plasmodium 
viva.x are readily controlled by proguanil, the infection is 
not eradicated. Proguanil alone is thus inferior to a com- 
bination of pamaquin and quinine in the treatment of 
relapsing vivax infections. In addition it cannot be relied 
on to act as a true causal prophylactic. In the case of 
infections due to P. falciparum the evidence has been 
extremely confusing, but further light has been thrown on 


the action of proguanil on this parasite by Sir Gordon 
Coveil and his collaborators, whose paper we publish else- 
where in this issue. There is now general agreement from 
various s parts of Africa and Asia that proguanil acts more 
slowly than mepacrine, quinine, or chloroquine in con- 
trolling acute attacks of malaria due to P. falciparum. 
Walls 1 found that quinine and proguanil were more satis- 
factory than proguanil alone, and Covell and his colleagues 
show that the fall of temperature is hastened and the 
duration of parasitaemia shortened by combining pro- 
guanil with quinine or mepacrine. This is of consider- 
able importance, for the persistence of serious symptoms 
in infections due to P. falciparum may mean cerebral 
involvement or even the development of blackwater fever. 

The second question is whether proguanil acts by eradi- 
cating the parasites, thereby producing a radical cure. 
Chaudhuri 2 drew attention to the existence in India of 
strains of P. falciparum which give rise to infections not' 
radically cured by proguanil in doses of 300 mg. for 10 
days. One patient in" fact had a second attack nine days 
after treatment and a third attack 11 days later, a radical 
cure being finally produced by chloroquine. Fairley and 
his colleagues, 3 working with New Guinea strains of 
P. falciparum, claimed to have produced a radical cure 
of 41 out of 41 naturally acquired infections and of 46 out 
of 47 -experimentally induced sporozoite infections as a 
result of a 10 days’ course of 100 mg. of the drug thrice 
daily. On the other hand' Covell and his colleagues have 
now brought forward convincing evidence that proguanil 
alone does not produce a radical cure of a West African 
strain. In this respect it is inferior to mepacrine. 

Uncertainty still existed whether proguanil was really 
a true causal prophylactic against P. falciparum. Fairley’s 
experiments appeared to demonstrate conclusively that 
proguanil could act as a true causal prophylactic against 
a New Guinea strain of P. falciparum. Ciuca and his 
colleagues, 4 working in Rumania with a long-established 
laboratory strain of P. falciparum, ' also found that of 
five subjects inoculated twice weekly with P. falciparum 
sporozoites over a period of four weeks none showed 
fever or parasites when 300 mg. of proguanil was given 
every week during the period of inoculation and for two 
weeks after the final inoculation. Observations were made 
over periods of at least 23' days after the final inoculation, 
but no sub-inoculations were attempted, nor was it proved 
that the subjects were susceptible to the strain of P. falci- 
parum employed. In the Belgian Congo van Riel 5 
found that 300 mg.. every week did not act as a true causal 
prophylactic ; but, as Covell- and his colleagues point out. 
the administration of the drug was continued only for 
40 hours after the last possible exposure to infection, a 
period far too short to give any margin of safety. The 
experiments recorded by Covell and his colleagues show 
that proguanil can undoubtedly act as a true causal pro- 
phylactic against an African strain of P. falciparum. To 
be on the safe side, however, they recommend that for 
non-immunes a dose of 100 mg. should be taken daily. 

While these investigations undoubtedly clarify the posi- 
tion with regard to certain African strains of P. falciparum , 
they urgently require further extension. Evidence accumu- 
lated during the war suggests that not all strains ot 
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P. falciparum from Africa south of the Sahara are identical. 
African troops from the Belgian Congo stationed in Nigeria 
had a malarial incidence three to four times that of 
Nigerians serving in the same area. Gold Coast troops 
stationed on the north bank of the Gambia were more 
frequently and more severely attacked by malaria than 
Gambian troops alongside them. Studies on the effects of 
proguanil on other African strains of P. falciparum would 
therefore be of great interest. 

There are other points on which further information is 
required if proguanil is to be extensively used. When, 
during the war years, large bodies of European troops were 
serving in West Africa, blackwater fever was abolished 
only when mepacrine was substituted for quinine, both in 
the suppression and treatment of malaria. If proguanil 
by itself cannot be relied upon to eradicate falciparum 
malaria in West Africa it is doubtful if it will have the 
power to abolish blackwater fever as does mepacrine. 
Secondly, there is growing evidence that proguanil pro- 
duces resistant strains of plasmodia with comparative ease. 
It has already been shown that P. gallinaceum in fowls and 
P. cynomolgi in the monkey can be rendered resistant to 
proguanil*" 11 : evidence is shortly to be published that the 
same is true of P. vivax and P falciparum. Resistance 
against quinine and mepacrine is extremely difficult to 
produce. 

One of the facts in favour of proguanil appears to be 
its low toxicity. However, there have been complaints of 
loss of appetite, reduction of weight, and lack of energy 
from some of those who have taken proguanil for con- 
siderable periods. Hughes and his colleagues 15 have 
noticed similar signs in the rat. Recent studies by Bum 
and Vane 15 and by other workers 11 15 have shown that 
there is almost certainly a pathological basis for these 
symptoms, for doses of 900 mg. of proguanil in man reduce 
the acidity and volume of the gastric juice. Loss of appetite 
is a matter of moment to those Europeans who are stationed 
in such tropical areas as West Africa, for towards the end 
of a long tour the appetite is in any case rather poor and 
capricious. For Africans, whose diet is only too often 
deficient both quantitatively and qualitatively, it is obvi- 
ously undesirable that they should take for long periods 
a suppressive antimalarial which may reduce still further 
their already inadequate intake of food. 

In comparing the effects of mepacrine and proguanil in 
the prevention and treatment of falciparum malaria in West 
Africa it may be said that for prophylaxis both drugs must 
be taken daily. In a dose of 100 mg. daily mepacrine has 
very few failures : records are already available of patients 
who, in spite of taking 100 mg. of proguanil daily, have 
suffered from attacks. Mepacrine is not a true causal 
prophylactic, but if continued as a suppressive will bring 
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about a radical cure. Proguanil is a true causal pro- 
phylactic for at least one strain, but does not produce a 
radical cure. Mepacrine does not injure gametocytes ; 
proguanil inhibits their development in the mosquito. 
Mepacrine does not induce drug fastness ; proguanil prob- 
ably does. Mepacrine stains the skin and may cause 
psychoses, though the incidence is low — 1.71 per 1,000 
among 90,320 persons given mepacrine therapeutically or 
prophylactically. 16 Proguanil may cause loss of appetite 
associated with decreased acidity of the gastric juice. The 
relationship, if any, of proguanil to the onset of blackwater 
fever is not yet known. It is claimed that chloroquine, 
0.25 g. of the base, effectively suppresses malaria if given 
once weekly, but it has not vet been tested against West 
African strains of P. falciparum. It is thus doubtful 
'whether the ideal drug either for the prophvlaxis or 
radical cure of malignant tertian malaria has yet been 
discovered. 

The necessity for the intravenous administration of anti- 
malarials is fortunately rare and occurs for the most part 
only in cerebral emergencies and where the patient is un- 
able to swallow. The effects of proguanil acetate, soluble 
proguanil, when given intravenously are recorded by 
Chaudhuri and Chakravarti on page 91 The acetate, 
however, has now been replaced by the more soluble lactate 
for intravenous use. Further investigations on the com- 
parative effects of proguanil lactate and quinine when 
given intravenously will be of considerable interest, more 
especially if carried out on patients with no immunity or 
tolerance to malaria. 


THE DANGERS OF HEROIN 
Most doctors will agree with Sydenham that they would 
not wish to practise medicine if denied the use of opium, 
but they seldom pause when they prescribe this drug or 
its derivatives to consider the social implications of the 
narcotics. It is to this aspect that the Permanent Central 
Opium Board has drawn attention in a report which was 
recently summarized in The Times. 1 The Board is particu- 
larly concerned with the increase in the medical use of 
heroin. It has been found in the past that a rise in the 
legitimate use of drugs of this order precedes 2 n increase 
in addiction and in illicit supply. In 1931 an international 
conference noted the wide variations in the demands of 
various countries for heroin for medical use and com- 
mented on the disparity in professional practice. Acting on 
the recommendations of this conference, many countries, 
of which the United States was one, prohibited the impor- 
tation and manufacture of this drug In 1946, 71 countries 
required less than 1 kg. per million inhabitants, while one, 
Finland, required more than 25 kg. The Finnish Govern-, 
ment estimates its country's requirements for 1949 as 51 kg. 
per million inhabitants, representing a more than sevenfold 
increase in consumption siDce 1936. The needs of Italy 
and Sweden have also risen. 

The dangers of heroin are well known. Addiction is 
acquired more rapidly than with any other drug ; once 
acquired, the disorder progresses with greater speed and is 
marked by a more profound and disastrous moral degener- 
ation than in any other addiction. Cure is more difficult, 
and sudden withdrawal may prove fatal. In the light of 
these facts it is clearly the duty of the medical profession 
to examine again the therapeutic value of this substance 
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and to weigh it against its social danger. When first intro- 
duced in 1898 it was claimed that, although heroin lessened 
the cough reflex and slowed respiration, inspiration was 
deepened and increased in force. This alleged advantage 
over morphine has not been confirmed. Its effects on the 
alimentary tract are certainly less prominent than those of 
morphine, but where pain needs relief and these other 
actions are undesirable dihydromorpbinone can be em- 
ployed. The choice of effective analgesics has been 
widened by the introduction of pethidine and similar 
compounds. For the control of cough codeine or one 
of its derivatives, dihydrocodeinone or dihydrohydroxy- 
codeinone, will suffice in most cases. In short, morphine 
or some related drug can always be used as effectively as 
heroin. Since 1931 the profession has' been deprived of 
heroin in some 26 countries without evident disadvantage. 
Pharmacological opinion has long held that its social 
dangers ' overshadow its therapeutic importance. It must 
be granted that there is justice in the Permanent Central 
Opium Board’s claim of “ an a priori case for its total 
abolition." 

DISEASE OF THE BREAST 
It remains a sad fact that even with" all modern methods of 
investigation and with the results of various therapeutic 
methods recorded in thousands of cases it has not yet been 
possible to define clearly, either histologically or clinically, 
the more frequently encountered pathological conditions 
in the breast. To remove a breast unnecessarily is a 
surgical crime ; to leave a breast in situ when it contains 
an undiagnosed or misdiagnosed malignant tumour is 
almost worse. Are there any beacons to help the prac- 
tising surgeon to steer between the Scylla of commission 
and the Charybdis of omission ? 

On the one side is the obviously innocent tumour, such 
as the fibro-adenoma, easy to diagnose and amenable to 
simple treatment without producing deformity or loss of 
function. On the other is the clinically obvious carcinoma, 
which by the time it has reached this stage is probably a 
growth of some years’ standing and may even have spread 
either obviously or microscopically to far distant parts. 
In this class the signposts to treatment are also clear — 
pointing to a judicious mixture, varying with each growth 
and each individual, of surgery and radiotherapy. Two 
papers recently published in the Journal were concerned 
with this aspect of the problem, the first by Sir Cecil 
Wakcley 1 and the second by Mr. Victor Riddell. 3 Unfor- 
tunately the results of treatment, especially when the rela- 
tive accessibility of the breast as an organ is taken into con- 
sideration, are woefully depressing to the clinician who 
follows up his cases sufficiently long. He is a fortunate 
man who can say that one-third of his patients are alive 
and well five years after treatment, and even in this group 
lie traps for the unwary. Fat necrosis 3 is an example, for 
an adequate history is frequently lacking ; another is the 
condition of plasma-cell mastitis, described by Dr. Max 
Cutler elsewhere in this issue. 

Between the two extremes and far outnumbering them 
come that mass of cases and conditions labelled by one of 
a dozen or more names — the generic but now rightly 
repudiated term for which has previously been “ chronic 
interstitial (cystic) mastitis.” Also published in this issue 
is a paper by Mr. D. H. Patey, who describes two common 
non-malignant conditions of the breast — the "pain” syn- 
drome and “ cystic disease.” The separation of the former 
condition into a class of its own — a subjective disorder 
'without obvious clinical signs and due either to cancero- 
phobia or to a psychosexual disturbance — is timely if its 
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recognition serves only to distinguish one among the many 
manifestations of disorder in this vague intermediate class. 
Cystic disease, on the other hand, would appear to present 
innumerable problems. Undoubtedly there are many per- 
fectly innocent cysts, but Patey himself speaks of a pos- 
sible hormonal cause, with all the conflicting and possibly 
sinister implications that this suggests. Again, he describes 
a diffuse cystic disease in which accurate diagnosis is only 
“ possible after exploration and naked-eye and micro- 
scopical examination.” For the solitary cyst he advocates 
diagnosis by -aspiration, a method also approved by Pybus, 4 
who goes further and treats the condition by injection of 
quinine and urethane. But cysts, apart from the retention 
cyst of the lactating breast, are essentially degenerative in 
character, though they may vary widely in type, in con- 
tents, and in pathological significance. Dawson 5 divides 
all proliferative conditions of the breast into adenosis and 
epitheliosis. The former term (also approved clinically by 
Atkins 8 ) comprises glandular growth which produces more 
and larger lobules and is essentially a response to physio- 
logical stimuli. Epitheliosis, on the other hand, implies 
proliferation inside existing ducts, and degeneration of these 
cells leads to cyst formation, with perhaps secondary papil- 
liferous outgrowths or uncontrolled extension into sur- 
rounding stroma. Such cells (and cysts) are according to 
Dawson a very probable “ Anlage ” of carcinoma. A good, 
if . rare, example of this condition is “ comedomastitis ” 
where proliferation within the dilated ducts is still non- 
invasive. Comedomastitis was described recently by Tice, 
Dockerty, and Harrington 7 and was mentioned by 
Mr. J. M. Jackson in a letter appearing in last week’s 
Journal (p. 71). .. 

Such considerations as these would seem to place cystic 
disease in a far from well defined category and to throw 
considerable doubt on its universally non-malignant char- 
acter. The other large group of non-malignant breast 
tumours — the fibro-adenoses (nodular non-cystic breasts) — 
have a greater claim to innocency, though it is perhaps 
worthy of record that they too in the process of reaching 
natural quiescence by fibrosis may also develop micro- 
scopic cysts. There are still many obscurities in this field 
of pathology, and since it is patients as well as tumours that 
are concerned the perhaps hackneyed aphorisms of the 
clinicians still merit attention “ No fibro-adenoma occurs 
after the age of 35 ” ; “ A lump in the breast is carcinoma 
until proved otherwise ” ; “ It is better to look and see 
than wait and see.” 


PRESENT-DAY PNEUMONIA 
A valuable analysis of the characters of pneumonia and 
its response to the different treatments used in three recent 
periods has been made by Israel and his colleagues. 1 Their 
material consisted of patients admitted to the Philadelphia 
General Hospital during the twelve-month periods (includ- 
ing the winters) of 1936-7, 1940-1, and 1945-6. After first 
eliminating all patients over 60, tuberculous, postoperative, 
and terminal cases, the numbers available in these periods 
were respectively 368, 540, and 420. Of these 261, 429, 
and 312 were diagnosed as having lobar pneumonia, and 
consideration was restricted to these groups. In the first 
period there was no chemotherapy, and the only specific 
treatment used was serum in five cases : the mortality was 
23.3%. In the second period all but 20 patients (wrongly 
diagnosed) were given sulphonamides, and the mortality 
was only 5.4%. In 1945-6 penicillin was also available: 
it was used alone in 36 cases and together with sulphon- 
amides in 113 ; sulphadiazine or sulphadiazine with sulpha- 
merazine was given to another 153 ; and 10 patients for 
some reason received no specific treatment. It might have 
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been expected (bat the additional therapeutic resources 
available in the most recent period would reduce mortality 
still further, but it did not ; there was on the contrary 
a slight rise, to 6.5%, and a distinct increase in the mean 
duration of fever and the length of stay in hospital. 

The apparent reason for these differences is to be found 
in a change in the characters of the disease, notably in its 
age incidence. In 1940-1 the fourth decade had the largest 
number of cases ; in 1945-6 the fifth and sixth each con- 
tained more than any lower age group. At the same time 
there was a marked increase in the proportion of patients 
without leucocvtosis. This appears at first sight to suggest 
that this group included a number of cases of virus 
pneumonia, the course of which would be relatively 
unaffected by chemotherapy. That this is not the 
explanation is evident from the careful analysis made. 
It would be expected that most of these supposed virus 
pneumonias would occur in the patients with leucocyte 
counts between 5,000 and 10,000, but in fact their mor- 
tality did not differ, and their decline of fever was more 
rapid than those with a leucocvtosis. Low leucocyte 
counts and a retarded response to treatment were also 
seen in patients whose pneumonia was proved to be of 
bacterial aetiology by cultivating pneumococci from the 
blood. 

Nevertheless, the authors are inclined to the view that 
virus infection is responsible for the change in the character 
of the disease in quite a different way. Their hypothesis, 
originally put forward by Francis, is nothing less than 
that a virus is concerned in producing lobar pneumonia 
generally, with varying degrees of superimposed bacterial 
infection. The facts which they have to explain can all 
be accounted for by a hypothetical recent change in the 
relative importance of the virus and bacterial factors. This 
is indeed a revolutionary concept and not one which will 
be readily accepted, especially in view of the ease and 
regularity with which typical lobar pneumonia can now 
be produced experimental!} with pneumococcus culture. It 
is, nevertheless, an interesting possibility to bear in mind. 
Comparable studies of present-day pneumonia should cer- 
tainly be made elsewhere in order to see whether the 
tendency observed by Israel and his colleagues is general. 


SICKNESS TREATED IN HOSPITALS 
In a leading article 1 on the subject of morbidity surveys we 
have already referred to the investigation carried out by 
the Glasgow Health and Sickness Bureau of hospital- 
treated sickness among the population of Stirlingshire. 
This' well-produced report, 2 published ,by the Nuffield 
Provincial Hospitals Trust, covers the period of twelve 
months beginning on Oct. 1, 1946, and records the 
hospital attendances of all the residents in the county 
irrespective of whether they received treatment at hospitals 
inside or outside Stirlingshire. No record, however, was 
made of patients who were treated in nursing-homes. 
In-patients during the year numbeVed 10,560 and out- 
patients 1S,009, out of a total population of 183,200 — i.e., 
one person in every seven of the population had hospital 
care during the year. This rather startling finding must 
be qualified. An examination of the tables shows that 
over one-third of the in-pau'ents were women who entered 
hospital for their confinements or babies born in hospital, 
and over one-third of the out-patients attended for injuries. 
With the omission of these groups the proportion of the 
population receiving treatment at hospitals was one in 
thirteen. The authors stress the difficulties of interpreting 
hospital dat a in relation to the general sickness -in a com- 
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munity, since many other factors (geographical, social, 
environmental, custom, etc.) besides the disease determine 
whether or not a patient enters hospital. Apart from 
mothers and babies the three largest groups of in-patients 
were admitted for the treatment of diseases of the digestive 
system (1,217 patients), infectious and parasiu'c diseases 
(760 patients), and injuries (7 19 patients). 

The data have been extensively analysed, the patients 
having been grouped according to disease, age, occupation, 
area of residence, duration of stay in hospital, condition on 
discharge, etc. It is always difficult to present a mass of 
detail in a manner that gives the maximum information 
without ambiguity and at the same time in a form that 
is generally understood. Percentage distributions are 
generally not informative — the fact that a specific disease 
forms a larger proportion of the total admission in one 
social class than in another does not convey any useful 
information unless the numbers exposed to risk by age 
and sex are known. There is also a risk of gaining false 
impressions from percentage distributions. Taking figures 
from a table showing the percentage in age groups of the 
total number of patients admitted for certain diseases, the 
authors discuss the “ peak ” incidence— for example, they 
find that the peak incidence for circulatory diseases in 
females is at ages 35-54. Actually, when allowance is 
made for the varying numbers exposed to risk in each 
age group, it is clear that the peak vanishes and the inci- 
dence increases throughout life — a finding to be expected 
from the known trend of mortality. The presentation of 
some of the tables could be improved, and .some omitted 
since they give no useful information. The division of 
the percentage of hospital admissions in each age group 
by the percentage of population in each age group seems 
clumsy and is no improvement on the usual method — Le., 
admissions expressed as a percentage of the population 
exposed to risk. There is little to be leamt from a com- 
parison of the duration of stay in hospital for all causes 
combined with figures obtained from old records, since 
methods of treatment and hospital policy have changed 
considerably, and, moreover, with the discovery of many 
auxiliary aids to diagnosis a larger number of patients are 
admitted for investigation (generally only for a few days) 
than formerly. This investigation, by breaking new ground, 
provides useful guidance for future inquiries. 


INCREASE OF MILEAGE FUND 
The General Medical Services Committee sent a deputation 
to the Ministry of Health on Dec. 22 to put before it 
the problems at present facing rural practitioners and to 
urge the need for the relief of financial hardship suffered by - 
so many of those practising in rural areas. As is announced 
in this week’s Supplement, the Ministry of Health has pro- 
ceeded to lighten the load by increasing the -Mileage Fund 
by rather more thair 50%. This Fund has been increased 
by £700,000— from £1,300,000 a year to £2.000,000. The 
increase is made up by a new provision of £500,000, and by 
£200,000 from the Special Inducement Fund. The new Fund 
of £2,000,000 will beTetrospective to July 5, 1948, and in 
the case of some practices this will increase the annual 
income by several hundred pounds. This substantial 
increase in the Fund is a tribute to the pertinacity of those 
who are negotiating on behalf of the medical profession, 
and a welcome sign that the Ministry' of Health will 
respond to a strong case cogently put It is, of course, yet 
to be seen to wbat extent this will relieve the financial 
anxiety of rural practitioners, and whether it will provide 
a sufficient reward for those general practitioners who care 
for the health of the people who live in the four-fifths of 
Britain that still remain the countryside. 
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Senior Surgeon, St. James Hospital, London 


Cases of massive gastro-duodenal bleeding treated at St. James 
Hospital, London, in the period of 1941-8 numbered 650. Peptic 
ulcer and gastritis accounted for 85% of these cases, as is shown 
in Table I. 


Table I. — Final Diagnosis 


Gastric ulcer 


. . 290 

Duodenal ulcer 


195 

Anastomotic ulcer 


29 

Oesophageal ulcer 


2 

Gastritis 


40 

Carcinoma of the stomach . . 


24 

Portal hypertension . . 


22 

Hiatal hernia . . 


3 

Simple tumour of the stomach 


4 

Gastric diverticulum . . 


1 

Aneurysm of the aorta 


i 

Pancreatitis 


1 

Uncertain, duodenal diverticulum, etc. 

Total . . 

38 

650 


Although oesophageal varicosities are a typical feature of 
portal hypertension, it is not so well known that varicosities 
may occur in the body of the stomach, and they were observed 
gastroscopically in one of these 22 cases. There is great difficulty 
in arresting the haemorrhage in this disease, and I recommend 
the use of an inflatable bag in the lower oesophagus which 
can, on distension, obstruct the collateral blood flow from the 
coronary veins and so reduce the pressure in the oesophageal 
veins to normal or less. (See Fig. 1.) A modified Miller Abbott 

tube is useful for this pur- 
pose and need not press on 
the bleeding area. 

Severe bleeding from 
carcinoma of the stomach 
is not necessarily a sign of 
inoperability, for of 24 
such cases with severe 
bleeding 13 were eventu- 
ally treated by gastric re- 
section and left the hospital 
well, though 4 required a 
total gastrectomy. 

Gastroscopy is of value 
in the diagnosis of some, 
cases of hiatus hernia ; the 
gastroscope may first enter 
the supra - diaphragmatic 
part of the stomach and 
then the sub-diaphragmatic 
compartment. Above the 
diaphragm a violent heav- 
ing pulsation is seen, due to 
the immediate proximity of 
the heart, with an opening below, which varies in size with 
respiration, through the oesophageal hiatus in the diaphragm. 
If the gastroscope is passed through this opening the normal 
quiet appearance of the body of the stomach is seen. 

Gastritis, particularly an atrophic gastritis associated with 
achlorhydria, may be the only positive finding in many cases of 
gastro-duodenal bleeding, as in 40 cases in this series. Why is 
the atrophic stomach prone to bleed ? Occasionally a small 
subacute gastric ulcer is found, but in the majority of cases there 
is no visible ulcer by the time the patient is examined gastro- 
scopically. In two cases minute erosions were seen directly over- 
lying the submucosal s’essels which appear so prominent in 
atrophic cases. 1 believe that in these cases minor erosions which 
might heal without incident in normal mucosa penetrate one or 
more of the submucosal vessels and cause a haemorrhage. The 
value of gastroscopy in this scries was amply demonstrated. 


v. azygos 


LIVER 



1*10. 1. — The bag inflated in the 
lower oesophagus, obstructing hyper- 
tensive portal flow, with aspiratior 
or feeding tube in the stomach. 


•Abridged version of the first Simpson-Smith Memorial Lee 
demaed at the West London Hosp.ta! Medical School on Junt 


Peptic Ulcer and Gastritis 

In England a policy of selective surgical intervention has bee 
followed in this group, cases thought likely to fare badly undi 
medical management being treated surgically. This policy hi 
certain difficulties. If one waits for repeated bleeding, or wai 
to be certain that. the bleeding is of a lethal type, then sever; 
days may have passed and the patient may be in poor conditio 
for surgery. An alternative method is to operate on all cases c 
bleeding in patients who are known' to have peptic ulceratioi 
and to operate at once, as recommended by Finsterer, on a 
patients who have a second haemorrhage even if they have n 
history of peptic ulceration. 

How can we discover the advantages or otherwise of surgery 
Comparison of the results of different workers is practical! 
valueless. The ages of different groups of cases recorded var 
widely ; in this series 38% of the patients were aged over 6( 
compared' with the more usual proportion of 2 to 20%, and twe 
thirds of the deaths occurred in this group. Long lists of cases c 
gastro-duodenal bleeding treated surgically with few or no death 
are of little value ; such figures may be readily obtained if onl 
good risk cases are accepted. I therefore adopted a differet 
approach. With the co-operation of the medical staff at S 
James Hospital all the cases of haematemesis and melaen 
were admitted to my wards. A routine method of freatmei 
was decided upon and printed on charts displayed in thes 
wards. The intention was to remove as many variables as po 
sible and then vary one factor only, the factor of surgic; 
intervention, to discover its effect on mortality. It was of coun 
impossible to exclude some variables. The introduction of tl 
sulphonamides and penicillin had some effect, and the depletic 
of staff during the war also affected the results. Bombing ha 
a bad effect on surgical mortality, and the incidence of bleedir 
rose during the “ fly bomb ” period. The total mortality figun 
were as follows: 

Whole Scries. — 650 cases; 85 deaths; mortality 13.0% (numb< 
over age 60 is 249=38%). 

Peptic Ulcer and Gastritis Group.— 586 cases ; 62 deaths ; mortal! 
10.5% (number over age 60 is 224=38%). 

During the first phase of this period, 1941-3, operation ws 
avoided so far as possible, and the cases operated on were th 
persistently bleeding survivors. In the next period, for si 
months of 1944, early or more frequent operations were unde 
taken and gastrectomy was almost invariably performed. Th 
period was terminated by the advent of the flying bombs, whic 
made surgery inadvisable and difficult. The mortality ro; 
during this period. Following tills, operation was a little le: 
readily undertaken, and, instead of making it a rule to perform 
gastrectomy, the simplest and safest method of controlling tl 
bleeding was used. This brought down the mortality to a low< 
level. 

In 1948 things were sufficiently stable to try the effect of ear! 
surgery in a much higher proportion of cases, and so fro 
Jan. 1, 1948, the dictates of Finsterer were followed. Th 
increased the operation rate in the first four months of tl 
year to 41%, and during that time there was no death, despi 
the advanced age of many of the patients. Table II clarifii 
these points. 


Table II. — Peptic Ulcer and Gastritis 


- 

No. 

of 

Cases 

Over 

60 

Years 

1 

Operated 

on 

Mortality 

Averagi 
Age ol 
Palient 
who Dii 

Period 1, 1941-3. Operation 

193 

33% 

5% 

10% 

62 

avoided if possible 

Period 2, Dec., 1943-June/1944. ■ 

60 

33% 

15% 

20% 

62 

Operation earlier, always ] 
gastrectomy 

Period 3, June, 1944-Dec., 1945. 

175 

39% 


7% 

66 

Simplest operation to stop | 
bleeding, early 

1946 

66 

36% 

' 8% 

11% 

61 

1947 

71 

32% 

15% 

15% 

67 

Period 4, 194S. " Finsterer ” . . 

22 

45% 

91% 

0% 

- 


This fourth group is too small to be significant but will be extended. Up I 
Oct. 14, 1948. 60 cases had been admitted, 35 (58%> being treated by emergcnc 
operation. Of the 60 patients, two (3-3%) have died, but one of these was bieedin 
too severely to move to the operating theatre and the second was a bed-ridde 
matt aged 67 who had been bleeding on and off for three months. It must b 
acknowledged that the series is a fortunate one. 
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All (he operations were performed under local analgesia, 
most of them by myself, but several by two assistants after 
they had spent two years in assisting at operations on con- 
siderable numbers of gastro-duodenal cases. So far as the precise 
surgical procedure is concerned, I considered it unwise to start 
the operation with a fixed determination to perform a gastrec- 
tomy,- although that is undoubtedly the most certain way of 
stopping bleeding. In most bleeding gastric ulcers a gastrectomy 
is the easiest treatment In extensive deeply penetrating ulcers 
in feeble persons I was often content to separate the ulcer edge 
from liver and pancreas and then firmly suture up the resulting 
opening in the stomach, taking care to include the whole crater 
edge in the sutures. A secondary gastrectomy has occasionally 
been necessary later. This procedure has undoubtedly saved 
some very fragile patients from death. In cases of duodenal 
ulcer the anterior wall of the duodenum is opened, the ulcer 
edges firmly approximated with deep silk sutures, and the duo- 
denum repaired ; this obstructs it, and so a gastro-jejunostomy 
i« necessary. Although one patient bled again some days after 
this operation, it has given good results on the whole and has 
saved lives. 

Finally, I believe that where there are good facilities and sur- 
geons interested in this subject the freer use of surgery in the 
arrest' of gastro-duodenal bleeding may give better results than 
those hitherto obtained. The method of deciding on a definite 
policy and observing the effects on the mortality of varying this 
policy may lead to further enlightenment. 


Preparations and Appliances 


ANAESTHETIC APPARATUS FOR INFANTS 
Dr. D. F. Rees, of Twickenham, writes: Below is described a 
simple method of anaesthetic .administration evolved for that 
very awkward patient the tiny baby — i.e., from birth to the 
early months of life. It is based on Ayre’s open T-piece method 
without the need for intubation. The apparatus consists of the 
inlet junction and mask mounting of a Waters assembly with a 
length of elephant tubing (6 in. — 15 cm. — has proved satis- 
factory) fitted on to the absorber mounting. The valve is 
screwed shut and the feed-tube is connected to a normal Boyle 
machine. 



In major abdominal operations — e.g., for pyloric stenosis, 
exontphalos, torsion of gut, and intussusception — it provides 
ideal conditions, with quiet respiration and adequate relaxation 
and oxygenation. It has the advantage over cyclopropane 
that an air-fight fit of the mask is unnecessary and that the 
administration can be performed by the relatively unskilled. 
Finally, the lightness of the apparatus renders the fatigue of 
administration minimal. In minor surgery, such as circum- 
cisions and talipes manipulations, it is equally effective, and 
dispenses with the cumbrous “ rag-and-bottle ” method and the 
nuisance of preparing several Schimmelbuscb masks in the 
event of a long list. To obviate risk of explosion when 
cauterizing naevi and warts a non-inflammable mixture can be 
administered at will. 

As a guide, 2 litres of oxygen and 4 litres of nitrous oxide, 
with thAther tap of the standard Boyle fully open, slide up, 
and ether to the 6-oz. (170-ml.) mark, quickly proside adequate 
anaesthesia for abdominal work. The large volume of gas-flow' 
plus the non-gastight fit of the mask ensures against CO, build- 
up under the latter. A diagram is included more to emphasize 
the simplicity of the apparatus than to clarify the above 
description. 


Correspondence 


Infective Ear Disease 

Si?. — Your leading article on infective ear disease (Dec. 18, 
1948, p. 1068) reviews the problem and discusses Mr. Colin M. 
Johnston’s paper (p. 1049) on the same subject. It states that 
“ it seems certain that regular daily treatment is the best method 
of clearing up infected ears.” Is this true of suppurative otitis 
media ? Before factory managements are persuaded to set 
aside facilities, including valuable nursing personnel, and 
workers are persuaded to spend their working time in making 
daily visits to factory clinics, the evidence must be considered. 
Daily treatment must inevitably consist, as Mr. Johnston points 
out, in a nurse or orderly syringing the ear or cleansing the 
ear by dry mopping and instilling drops. I know of no method 
more calculated to perpetuate infection: the easiest way to set 
up middle-ear discharge in a case with dry perforation is to 
syringe the ear; does not a suppurating ear -so treated become 
dry despite rather than because of such treatment ? 

Mr. Johnston’s paper is an abridged version of his full report 
to the M.R.C., and comments are to be related to the abridged 
rather than the full report . Are his criteria of cure adequate, 
bearing in mind the fact that of 37 cases of “immediate cure ” 
examined by him 6-28 months after cessation of treatment 
46% were found to have relapsed — a result not surprising in 
the condition, itself liable to intermittent activity ? Moreover, 
the average duration of treatment was 5.2 weeks, and it seems 
likely that the average number of treatment attendances was 
25-30. Of 274 cases some two-thirds would be the simple type 
of otitis, tubal infection, or tympanic sepsis, for only 90 showed 
granulations or polypi and six cholesteatoma. Moreover, of 
the polyp cases a number would arise from the tympanic 
annulus, with excellent prognosis. That “ immediate cure ” 
resulted in 80% of cases treated to conclusion is therefore not 
surprising, but I submit that a result as good could have been 
obtained with far less treatment. 

' In such cases treatment by an otologist perhaps once, per- 
haps repeated at weekly intervals three or four times, will yield 
equal results. The essentials aie very careful toilet of the 
meatus and application of 20% silver nitrate, which is far prefer- 
able to chromic arid or tricbloracefic acid ; it is an effective 
caustic and need not he confined to the precise area of the 
middle ear, being harmless in the external ear and indeed help- 
ful if, as frequently occurs, otitis externa accompanies the otitis 
media. The application of silver is immediately followed by 
free insufflation, not light dusting but largely filling the meatus, 
with pulv. P.S.U. (sulphatbiazole 10 parts, urea 1 part, penicil- 
lin 2,000 units per gramme). Such treatment is only w-ith 
extreme rarity followed by skin reactions. 

In cases of tubal infection (antero-inferior perforation, dis- 
charge of mucous type, notably influenced by occurrence of 
coryza) infection in the nose, sinuses, or nasopharynx requires 
treatment, but deviation of the nasal septum and tonsillar or 
dental infection are rarely significant in the otitis. 

More important, though less numerically, than these “nuisance 
cases ” of otitis media are those with cholesteatoma or osteitis 
extending beyond the tympanic annulus, and I hope that Mr. 
Johnston will be able to amplify the information he has ri ven , 10 
record the number of cases .showing atu'c perforafions and granula- 
tions persisting despite treatment and correlate the results of treat- 
ment with these findings. It would seem that he takes too tolerant 
a view-: to regard cases showing persistent pus in the middle ear 
not extruding through the perforation as “ quiescent ” is to mis- 
understand the whole pathology of the middle ear cleft. In days 
past radical operations were done in cases of persistent middle-ear 
suppuration of the tympanic sepsis and tubal type: that is history, 
and best forgotten. But the otologist who takes too lightly his cases 
of cholesteatoma, or deep osteitis, or granulations of antral origin 
incurs much responsibility: indefinite supervision will be required, 
and sooner or later operation will be advised — or the patient wall 
fail "to continue attendance, for which the otologist must blame not 
the patient but bis own dilatory derision. In these cases, correctly 
diagnosed as such (a small proportion only of the total), there is 
expectation only of continued discharge, progressive increase of deaf- 
ness, and possible sudden complication of the most serious nature. 
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Operation should be advised after trial of conservative treatment, 
for it is only after such treatment in many cases that the precise 
pathology can be determined. Otoscopy and trial treatment of short 
duration are all important — neglect .v rays, so often unhelpful and 
not infrequently misleading in otology. Operation must be per- 
formed according to the operative findings and be as limited as the 
disease permits. In these cases the disease is in the antrum and/or 
attic, and the lower tympanic and tubal region are best left undis- 
turbed in almost all cases. The transmeatal route gives direct 
access to the site of disease and greatly speeds up convalescence and 
healing. The operation involves only 3 to 4 days in bed, 8 days 
in hospital, and dressings once weekly for 5 to 6 weeks. The 
only justification for postponement of so simple a treatment is the 
desire to spin out as long as possible still good hearing in the 
diseased ear, the other ear being more deaf : the surgeon fears that 
in dealing with extensive disease hr will encroach on still function- 
ing hearing mechanism. Such cases do occur and they must be 
watched carefully; sooner or later spread of disease, increasing 
the indication for operation or increasing the damage to the hearing, 
will bring the patient to operation. 

Mr. Johnston’s findings throw light on the importance of the 
problem of chronic otitis: we must be sure we tackle in the 
right way the disease in all its forms. — -I am, etc., 

Canterbury. T. A. CLARICE. 

Sir, — A s a school medical officer, I read Mr. Colin M. 
Johnston’s paper (Dec. 18, 1948, p. 1049) with great interest, 
as infective ear disease presents an important problem among 
the school population. In fact, in a sample of 1,241 “defects 
discovered at routine examinations” which I analysed recently 
I found that 12.0% were assigned to diseases of the ear, nose, 
and throat — a figure almost identical with the 12.7% quoted 
by Mr. Johnston as occurring in a sample of 11,956 military 
out-patients. 

I believe that this problem should be tackled from the 
epidemiological standpoint, in particular by the study of the 
infecting' organisms, and I was disappointed to find no refer- 
ence to bacteriology save a passing remark as to the possible 
growth of penicillin-resistant organisms in otitis externa. The 
following examples of bacteriological studies on pus from cases 
of otorrhoea will illustrate this point: (1) Pure growth of 
Str haemolyticus — slightly “ sulpha ’’-resistant and sensitive 
to penicillin. (2) (a) Staph, pyogenes — “ sulpha ’’-resistant, 
penicillin-sensitive ; (h) Bad. coli — resistant to sulphonamides 
and penicillin. (3) Staph, pyogenes — “ sulpha ’’-resistant, 
penicillin-sensitive. (4) Staph, pyogenes — “ sulpha ’’-resistant, 
slightly resistant to penicillin. 

In none of these cases could chemotherapy, local or general, 
have been used successfully without this bacteriological evi- 
dence. In addition, an inspection of the findings affords a 
clue to epidemiology. Case 1, which was of recent origin, was 
associated with an organism of epidemic strain which was 
responsible for an outbreak of tonsillitis in the area. The 
other three cases were of longer standing. The staphylococcus 
may either have been of nasal origin or have- been introduced 
as a contaminant during amateur efforts at treatment by the 
mother. In Case 2 the presence of Bad. coli supports the latter 
theory. 

While studying a small outbreak of otitis media during the 
first quarter of 1948 I was impressed with the way in which 
parents consistently neglected to obtain advice in the early 
stages when severe earache was the predominant symptom — 
the stage in which systemic chemotherapy has the greatest 
chance of overcoming the infection. The onset of otorrhoea 
v-as regarded as desirable in that pain was relieved, and even 
then no advice was sought for periods which extended up to 
14 days. The problem is therefore one of education and early 
ascertainment. As regards the latter, a policy which insists on 
• exclusion from school of all cases of otorrhoea will result in 
treatment being obtained fairly early. 

I am of the opinion that there is a good case for co-operation 
between otologist, bacteriologist, and epidemiologist in this field, 
and that bs good team work, in which incidentally each must 
have respect for the others’ outlook, a successful attack can be 
launched on this obviously serious cause of ill health in all 
sections of the population. — I am, etc.. 


Treatment of Simple Ganglion 

Sir, — I am delighted to read in the letter from my old friend 
Mr. Eric Coldrey (Jan. 1, p. 32) that he advocates rupturing 
simple ganglia rather than excising them. I entirely agree with 
him, both that this is sound practice and that it is not sufficiently 
frequently taught. It should be given a trial in almost every 
case. The ganglion in the commonest position, that on the- 
dorsum of the wrist, is usually ruptured fairly easily, but that 
on the palmar aspect overlying the radial artery at the lower 
end of the radius is ,very resistant to rupture -and often rather 
tender. I always use my two thumbs, one placed over the other, 
to apply the rupturing force. It is perhaps wise for textbooks 
to continue as they do to recall the well-aimed but surely 
traditional blow from the family Bible, as students are so ready 
to remember the bizarre and will know that rupture of a 
ganglion is a recognized practice. 

But I most sharply disagree with Mr. Coldrey on two points 
in. his letter. He says, “The results of treatment are very good 
indeed ; most cases can be dispersed, and few recur." I used 
to believe the same, as few patients returned after rupturing the 
ganglion. But some years ago when I began following up my 
cases I realized that in about two-thirds of them the ganglion 
re-formed. However, although the betting is 2 to 1 against, the 
simplicity of the treatment is such as to prompt me to continue 
to give it a‘ trial in all cases. I also entirely disagree with 
Mr. Coldrey when he says that simple ganglia arise from tendon 
sheaths. This is most dangerous teaching, for if a dissection 
for removal of a ganglion is carried out only as far as the tendon 
sheaths recurrence is very probable. If, in a bloodless field, 
the tendons and their sheaths are carefully retracted the ganglion 
will be seen to arise from the capsule of a joint, and this part 
of the capsule should be excised. Even then a few ganglia may 
recur. The only common ganglion that does’ not arise from a 
joint capsule that I know of is the interesting tiny tender one 
situated in the palm over a metacarpo-phalangeal joint. 

A longitudinal incision on the back of the wrist is always 
more unsightly than a ganglion, but it is still being used — and 
much too frequently. — I am, etc., 

London, W.l. JOHN HOSFORD. 

Sir, — I have read Mr. Eric Coldrey’s letter (Jan. 1, p. 32) 
with astonishment. I have re-read it to see whether my first 
impressions were incorrect. The more I peruse it the more I 
wonder whether he and I are living in the same world. Is it 
true that in “many cases a wrong diagnosis is made — e.g., 
fibroma, neuroma, osteoma, chondroma, bursa, and even 
sarcoma ” ? 

Is it really true that some of the treatments ascribed to 
surgical textbooks such as “.hitting the swelling -with a hard 
object ’’ are really described in recent editions ? Is it really 
true that excision of a ganglion “ is a major surgical procedure 
necessitating a general anaesthetic and subsequent rest, and 
leaving a permanent and often unsightly scar”? Is it really 
true that the “jelly can be seen to disperse in the tendon 
sheath” ? Is it still' believed that “a ganglion is a collection 
of jelly in a diverticulum of the sheath ” ? 

For twenty years 1 have been fascinated by discussion about 
the simple ganglion, and, probably to the annoyance of my 
house-surgeons, who have felt that I was robbing them of 
their just dues, I have preferred to carry out the operation 
rather than entrust it to those who do not know on what they 
are operating. In twenty years I have found one ganglion 
arising from a tendon sheath. Two arose from the middle of 
the shaft of the first metatarsal. All the others arose from a 
joint. It is the failure to realize how deep is the origin of the 
ganglion, so that excision is incomplete, that results in, recur- 
rence. The complete excision of a ganglion leaves a small hole 
in the capsule of the joint from, which it has arisen. To describe 
the operation as a major surgical procedure is to travesty the 
words. Most careful asepsis is required as in all operations. 
A local anaesthetic will suffice for all but the very nervous 
patients. Subsequent rest is required only for those cases where 
activity would delay the healing of the wound. 

If Mr. Coldrey had examined textbooks he would have found 
an interesting swing over in the last fifty years. In the earlier 
textbooks a ganglion was described as arising from a tendon 
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sheath ; later editions give approximately 50% in favour of the 
tendon sheath and 50% in favour of the joint. The more recent 
editions give a much higher percentage describing the true 
origin of a ganglion. 

About diagnosis of ganglion I have nothing to say, except 
that I am surprised that any surgeon would admit mistaking a 
solid osteoma or chondroma for a cyst, however tense it was. — 
1 am, etc., 

Manchester W. SvYLE CREER. 

Sir, — I agree with Mr. Eric Coldrey’s view (Jan. 1, p. 32) 
that the present teaching on the subject of simple ganglion is 
inadequate, especially as to its treatment. My late chief and I 
had a ganglion each near the insertion of the right flexor carpi 
radialis. It is interesting that in both of us anxiety would cause 
temporary enlargement of the ganglion. For instance, in my 
own case this would begin with pain about three days before 
an examination and later subside. A sharp tap with a small 
mastoid hammer would hasten the gradual subsidence. In about 
two years the swelling disappeared for good. Many of these 
ganglia are said to be tuberculous. 

The continuous-pressure method of reduction by one's thumb 
or knuckle is very efficacious, especially if the ganglion ruptures 
during the proceeding. The second method quoted — viz., 
hitting the swelling with a hard object such as a book — is 
ciumsy, as Mr. Cofdrey says, bur carried out (rich a more accu- 
rate and decisive technique it rarely fails. A small mastoid 
hammer, being heavy for its size, properly used results in the 
instantaneous disappearance of the swelling, much to the 
patient’s interest and amazement One may quickly establish 
a local reputation as a champion ganglion-smasher. The only 
failures known to me have been when the sac has been thick- 
walled. I have never seen the method cause any spread of 
tuberculosis. Apparent incompleteness of cure may result from 
the presence of a second and much smaller ganglion hidden by 
the first or by incomplete dispersal of the jelly and subsequent 
thickening of the sac. It is as well, therefore, not to fail at the 
first attempt The method requires good positioning and the 
exercise of a certain amount of nerve to avoid damage to bone 
and yet ensure a correct knock. A small torch applied over the 
swelling often aids the diagnosis. Two or three days may be 
required for the pain to subside after such treatment. 

I agree that the other methods mentioned by Mr. Coldrey are 
not always successful. They are seldom required if reduction 
or cracking has been employed. Excision may result in local 
disaster and often in keloid. It is also sometimes very trouble- 
some to perform. It seems to me that the subject could be 
discussed with advantage both to the patient and the doctor. 
The natural history of an untreated ganglion has not been 
authoritatively given by anyone, as far as 1 know. A ganglion 
which quickly arises from hard manual work or from strain 
generally cures itself. — I am, etc.. 

London. W.l. H. COLT. 

Mallet Finger and Simple Ganglion 

Sir. — I was very interested to see Dr. W. J. Lloyd's remarks 
(Jan. 1, p. 30) concerning mallet finger. I think it is important, 
however, to x-ray all mallet fingers, as the line of treatment 
should differ according to whether or not a small fragment of 
bone is avulsed from the base of the dorsum of. the distal 
phalanx. If there is such bone involvement, then it is worth 
while immobilizing the finger in the position usually recom- 
mended— i.e., 90 degrees flexion at the proxima.1 joint, with the 
distal joint hyperextended. One month s fixation is sufficient, 
by which time clinical union is obtained. 

Should there be no bone involvement, then the best results 
are obtained by non-fixation. I usually instruct the patient 
to hyperextend the distal joint by pressure of the affected finger 
against the thumb. This can be carried out on multiple occasions 
throughout the dav, giving an end-result of loss of not more than 
10 degrees extension at the terminal joint.. Very few people find this 
to be any disability whatever, and the majority are able to work from 
the beginning. Local application of ung. ‘Modes and methyl sal. 
helps to relieve the pain at the affected site dunng the first few 
weeks. It takes several months before the final result can be assessed. 

Plaster fixation does not gi™ resu,ts as k°9 d as * e above n ? ethod ’ 
and quite often the patient is unable to continue at work during the 


immobilization. Attempts at suturing the tem extensor may lead 
to less of flexion at the distal join: or to septic complications 
leading to disabilities which are far greater than the results obtained 
by the above regime. 

I would also give strong support to the treatment of simple 
ganglia recommended by Mr. Eric Coldrey (J 2 n. 1, p. 32). 
Treatment by aspiration and injection of sclerosing fluid is in 
my opinion definitely contraindicated and shows a lack cf 
appreciation of the pathology of the condition, as there is 
always a communication between the ganglion and either a 
tendon sheath or joint. Obviously injection of sclerosing'fluid 
into either of the latter could be very dangerous. 

The complete excision of ganglia may also be dangerous : n 
inexperienced hands owing to extensive ramifications of the 
ganglion amongst important anatomical structures. The treat- 
ment should be as Mr. Coldrey states: (1) attempted dispersion 
by pressure of the thumb, or (2) insertion of a tenotome and 
dispersion if the first method is unsuccessful. Recurrence may 
occur whatever method is used ; it behoves us therefore to use 
the simplest method possible. Recurrence following puncture 
by the tenotome is not an indication for surgical excision. The 
only indication for surgical interference is inability to disperse 
the swelling following puncture, and in this case it is usually- 
found that the tumour is not a simple ganglion at all but is 
often a fibroma, which one may find impossible to differentiate 
from a very' firm ganglion. — I am, etc.. 

West Bromwich I* E- ElRKHAM. 

Sir, — I n his letter questioning the value of conventional treat- 
ment for mallet finger Dr. W. J. Lloyd (Jan. 1, p. 30) has made 
a useful point, 'i am not ashamed to admit that my own results 
are depressing, and that of six cases operated on during 1948 
only one regained normal extensor function. I agree entirely 
with Dr. Lloyd that better and far quicker rehabilitation is to 
be obtained by returning to work without treatment of any 
kind, and that treatment is indicated only when a special skill 
demands an attempt to restore full function in the distal segment 
of the finger. 

Perhaps more important than the immediate subject, how-ever, 
is the general issue involved. In dealing with any non-disabling 
condition it is often of value to ask oneself whether prolonged 
treatment, which inevitably makes it necessary to cure the 
complications caused by that treatment, is really worth while 
when measured against the advantages of a rapid return to 
activity. — I am, etc., 

London, \V 1 DWID LE VaY. 

Self-administered Pneumothorax Refills 

Sir, — I have just read Dr. Philip Ellman’s letter on self- 
administered pneumothorax refills (Oct 16, 1948, p. 723). 
I have never heard of a lay person administering his own 
refills, but I have reason to believe that this is not an un- 
common procedure among medical practitioners suffering from 
tuberculosis. While personally I have never encountered any 
such practitioners, I heard of some such half-dozen while in 
Australia early in 194S. This tempted me to conduct my own 
refills. I have since done this on frequent occasions. 

The procedure is amazingly simple and devoid of difficulty or 
discomfort. The assistance of a nurse is not required provided the 
apparatus incorporates a three-way tap instead of the usual clips. 
"Hus tap has three positions connecting thus: (1) outlet bottle to 
patient, (2) patient to manometer, and (3) both outlet bottle and mano- 
meter cut off or neutral. The bottles ere set up with the water- 
containing bottle elevated, so that when the tap is turned “outlet to 
patient ” air will flow- from the air-reservoir bottle. First the tap 
is in “ neutral.” Then I prepare the chest, and, having drawn a few 
ml. of local anaesthetic into a syringe with a fine needle, I raise a bleb 
over an intercostal space laterally and high in the axilla. The 
pneumothorax being left-sided, it is necessary to stand up during the' 
procedure, ,the left shoulder being abducted to ninety degrees, the 
elbow- flexed to forty-five degrees, and the palm of the hand resting 
on the occiput. 

A gauge 22 needle is then fitted to the syringe and the intercostal 
space penetrated. The space is entered with the needle either perpen- 
dicular or oblique to the skin surface, depending on one's ahilj-v to 
conduct this manipulation with one hand. Actually an oblique 
penetration is simpler but requires a longer needle. When the pleurai 
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space has been entered a few bubbles of air drawn back into the 
syringe ensure a patent needle. The left hand can now be freely used 
for any manipulations. The syringe is now disconnected, leaving the 
needle in situ, the rubber outlet tube from the air-containing bottle is 
connected to the needle, the tap turned to “ patient-manometer ” 
position, and a reading obtained. Using a fine needle (gauge 22) 
I have never had difficulty in establishing a “ free swing ” ; no 
needle blockage has occurred, nor has a second attempt ever been 
necessary. After a free swing is established and the reading noted, 
the tap is turned to the “ outlet bottle to patient ” position. 
Siphonage into the air-holding bottle results and the pneumothorax 
refill is now in process. 

This procedure is simple and painless, and takes under fifteen 
minutes for a 600-ml. refill from start to finish. It can be 
carried out unaided, using one hand only — in my case the right, 
as I have a left-sided pneumothorax. 

I would like to mention the use of a spirometer in controlling 
refills. This calls for the co-operation of a radiologist in the 
first instance, with the simultaneous taking of radiographs and 
spirometer readings. These can be correlated for almost any 
patient with a unilateral pneumothorax in a short time. In my 
own case a vital capacity of 1,600-1,800 ml. indicates satis- 
factory radiological collapse, while a reading of about 3,300 ml. 
indicates almost total re-expansion, with difficulty in entering 
the pleural space. This of course does not displace, routine 
films but is nevertheless a helpful guide, as spirometry is both 
convenient and simple compared with frequent films and 
screenings. — I am, etc., 

Auckland, New Zealand. I .A UR IE GlUCKMAN. 

Syringe-transmitted Jaundice 

Sir. — Ifeel that Dr. Donald D. Brown’s letter (Dec. 25, 1948, 
p. 1119) must be answered, and for this reason I would like to 
present the following facts for his .consideration. 

1. Much higher rates of hepatitis than that described by me 
(November 27, 1948, p. 938) have been reported as occurring in V.D. 
clinics. These rates occurred irrespective of outbreaks of epidemic 
infective hepatitis and were arrested by proper sterilization and 
supervision of syringe technique. Very low rates of hepatitis have 
continued in the clinics concerned, irrespective of the incidence of 
jaundice in the population. 

2. My cases were not divided into infective hepatitis and syringe- 
transmitted hepatitis. Such a division is admittedly clinically impos- 
sible. It should, however, be pointed out that no outbreak of infec- 
tive hepatitis occurred in this area at or about the dates concerned 
(April to September, 1947). A survey of the literature reveals only 
one description concerning the incidence of hepatitis during an 
epidemic of the infective type. This was in Leicestershire, and the 
incidence was much less than 1% of the population. 

3. For at least ten years jaundice has been by far the commonest 
complication of the antisyphilitic treatment given in this clinic. 

4. During the period reviewed the incidence of hepatitis in male 
patients suffering from gonorrhoea was' 4%, when these patients 
were followed up for four months. These patients made about 14 
visits during the four months and shared the waiting-room with 
syphilitics under treatment and incubating hepatitis. They received 
one intramuscular injection of penicillin, and blood for W.R. was 
taken on five occasions. The W.R.s were performed with a common 
syringe and needle, washed in running tap water between each 
blood-taking and boiled once a day only. 

5. No records of the incidence of hepatitis in the families of these 
men is available, but, as Dr. Brown will understand, a fair pro- 
portion of the females attending the clinic were wives, sweethearts, 
consorts, mothers, and daughters of male patients. The incidence 
of jaundice at the female end of the clinic for all syphilitic patients 
attending during the reviewed period was 2% only, when these women 
vcrc followed for one year. An investigation of sterilization arrange- 
ments on the female side of the clinic revealed these to be good — the 
only loophole to a possible syringe transmission lying in the use 
of a common bismuth syringe boiled once daily. 

6. No case of hepatitis occurred in the clinic staff, although many 
of these had " long conversations ” with males incubating and 
Miflcring fiom hepatitis. 

7. Three months after the introduction of controlled boiling and 

"i’.h better supervision the incidence of jaundice in this clinic has 
shown a rapid decline. ' 

I trust that this information, in conjunction with the very 
exhaustive review of the literature provided in the leading 
article in the Journal of Dec. 18 (p. 988). will confirm Dr. Brown 
in a full appreciation of the facts in both theory and practice. 
If cases of hepatitis arc to occur in any number in any type of 


clinic where multiple injections are being given two stages are 
necessary: (a) the introduction of a syringe-transmissible virus 
by a patient, and ( b ) its subsequent propagation by inadequately 
sterilized syringes. So Dr. Brown is too modest (I cannot 
believe him too lucky, as I am sure the syringe-transmissible 
virus of hepatitis has not missed Bristol in its general itinerary). 
If the incidence of hepatitis in the Bristol V.D. clinic is under 
1%, Dr. Brown has only his “best laid schemes” to thank. — 
I am, etc., 

Newcastle-upon-Tyne. R« S. MORTON. 

Nephritis in Textile Workers 

Sir, — Dr. G. Herdan (Dec. 18, 1948, p. 1083) makes justifiable 
criticism of some of the statistics in Professor Platt’s article 
(Nov. 15, 1947, p, 771), but it seems that Professor Platt intended 
to indicate broad trends, and he has stated emphatically that his 
figures prove nothing. , , 

Dr. Herdan’s own figures appear to be at fault. In his first 
table the number of male deaths from nephritis for ages 16-24 
(females is presumably a misprint) should read 220 per year 
and not 462 ( vide Registrar-General’s Decennial Supplement. 
1931, Table 4a). In his second table there seem to be errors 
in the lowest and highest age groups, presumably because deaths 
at 65 and over have been related to the wrong populations at 
risk. This should read as follows: 


Deaths from Nephritis per 100,600 at Risk in Each Age Group * 



16 

25 

35 

45 

55 

65 

70 + 

Textile workers 

, 10 

14 

20 

in 

153 

433 

555 

All males 

7 

9 

18 

49 

108 1 

219 

389 

Social classes III and IV 

7 

9 

18 

46 

102 

1 

207 

389 


♦ Taken from the Registrar-General’s Decennial Supplement, 1931. 


It will be seen that the excess of mortality from so-called 
nephritis of textile workers over all males and over males in 
social classes 111 and IV occurs in all age groups, but the 
differences in the three youngest groups are small. 

There is some danger in making assumptions from such 
crude data, which represent the opinion of general practitioners 
who often cannot verify their diagnoses either by necropsy or 
special investigation. For > example, Dr. Herdan states: “It 
would thus seem — adopting Professor Platt’s theory of essential 
hypertension as a hereditary disease for textile workers — that 
such workers in addition to being through their hereditary make- 
up prone to malignant hypertension are also at an increased risk 
of falling a prey to renal disease through environmental factors." 
These assumption^ may be quoted and requoted until they 
become established facts in the minds of many. There has 
already been a tendency to accept renal disease of textile 
workers as a definite entity caused by social or occupational 
factors. This does not deny the enormous value of the 
Registrar-General’s figures, but in many instances they should 
be used as pointers to further investigation and not as proving 
the existence of an occupational or social disease. — I am, etc., 

Manchester. RICHARD SCHILLING. 

V Dr. Schilling correctly refers to a misprint. Dr. Herdan’s 
letter was not at fault. — E d., B.MJ. 

Spinal Analgesia and Caesarean Section 

Sir, — In my letter about classical caesarean section (Nov. 13, 
1948, p. 877) I incidentally expressed preference for spinal 
analgesia, which has called forth opposition. Dr. C. D. 
Sanders (Nov. 27, p. 959) says that increased uterine contrac- 
tions endanger the life of the child. This -is not so. Mr. D. 
Stanley-Jones (Dec. 25, p. 1121) suggests that there is danger 
of sudden death of the mother by bleeding into the uterus due 
to paralysis of vasomotor control, omitting the action of the 
powerful uterine muscle, the tone and contraction of which are 
increased if anything — Dr. Sanders would agree with this. 
I actually advise spinal “ percaine ” for the very reason that 
haemorrhage is reduced, as in other pelvic operations, and, 
incidentally, shock, owing to the abolition of afferent sensory 
impulses from peritoneum and viscera. 

I have a feeling that neither of these critics is well versed in the 
subject. Mr. Stanlcy-Joncs, for example, does not seem to have 
followed the discussion in the Journal (November, 1945-April, 1946) 
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following the publication of an article by Dr. Louis Resnick (Nov. 24, 
1945, p. 722), and a discussion at a meeting of the Section of 
Obstetrics and Gynaecology at the Royal Society of Medicine 
(reported in the Journal of April 5, 1947, p. 463). Dr. Resnick gave 
two scries of cases totalling 394—137 caesarean and 257 operative 
vaginal deliveries— as well as a series of other gynaecological opera- 
tions amounting to 1,500, all under spinal analgesia (heavy 
“ nupercaine ”), with no mortality. In your issue of Feb. 2, 1946 
(p. IS1), Mr. Rufus Thomas wrote to confirm Dr. Resnick’s findings 
and to add his own experience of 2,000 cases— 200 caesarean sections 
and others, including forceps deliveries, 15 ruptured ectopic gesta- 
tions, therapeutic abortions, large ovarian cysts complicating 
pregnancy, etc., with not a single fatality. Criticisms by Drs. Helen 
Alcock (Dec, S, 1945, p. 818) and Loftus Dale (Dec. 8, 1945, p. 819) 
were answered by Dr. Resnick (Jan. 26, 1946, p. 145), who said that 
for a long time he had been prejudiced against the use of spinal 
analgesia, being deterred by the “risks," largely theoretical, which 
were advanced, usually by armchair critics. The dangers, complica- 
tions, and methods of meeting them were fully discussed, and it 
would only be a waste of time to attempt to recapitulate them now. 
Another surgeon, Mr. W. C. Spackman (April 6, 1946, p. 546), told 
of 3,000 gynaecological cases with only two deaths (in elderly patients 
with large ovarian cysts). Dr. James Ross (Dec. 8, 1945, p. 819), 
detailing his special technique, gave caesarean section as a main 
indication for spinal analgesia. 

I quote these surgeons because of the large experience they can 
adduce in this matter. I have had experience of spinal analgesia 
for the last twenty years or more in a fair number and in a fairly 
wide variety of surgical cases with the utmost satisfaction My 
practice is to use light percaine (or nupercaine) for every major 
operation below the umbilicus, for any age, unless there is some very 
definite contraindication. These contraindications become less and 
less as one gains experience in the judgment of dosage and confi- 
dence in one's technique, including pre-medication, position of 
.patient on the table and afterwards in bed, etc. I may say that my 
1 chief contraindication has been where a patient has been scared by 
hearing of some friend’s unfortunate experience with a badly given 
spinal analgesic and her report that “ she felt everything ” ; or, again, 
where some silly member of the nursing staff has a personal prejudice 
and in some way, perhaps indirectly, lets the patient know about it 
—another example of the need for good team work. 

Operating under a good spinal analgesic is very satisfactory 
for the surgeon, and it is very pleasant at the end of the opera- 
tion to tell the patient that the job is finished and to hear his 
surprise and also his expression of feeling very well indeed. ,It 
seems to me very reasonable to anaesthetize as nearly as possible 
only that part of the body on which one has to work. If a local 
anaesthetic will do, so much the better ; but there is no doubt 
that for lower abdomen and pelvic work spinal analgesia is the 
thing. I pointed out in a letter some years ago that every ship 
> surgeon should be master of the technique, giving him the 
advantage of perfect operating conditions where no skilled 
anaesthetist is available. — I am. etc., 

ChiewcD. Enex. N. BEATTIE. 

' The M‘Naghten Rules 

Sir.— D r. Frederick Dillon (Dec. 18, 1948, p. 1083) may lead 
less experienced men astray unless it is pointed out that the 
presumption of law is that a man is innocent until he is proved 
guilty. His procedure may apply where the prisoner intends to 
plead guilty and to prove extenuating circumstances, or where, 
with a plea of guilty, such circumstances are capable of proof 
irrespective of the prisoner's attitude to them. Otherwise the 
witness on either side who goes into court assuming that the 
prisoner committed the crime but that there is a good explana- 
tion- of why he did will soon find himself in trouble. 

The prosecution undertakes to prove that the prisoner, and no 
other, did a deed which is criminal. It may be that they succeed 
in proving he did the deed and fail to establish criminality, or that 
they fail to prove he without reasonable doubt did a deed certainly 
criminal. In either event the trial ends there : the prosecution have 
failed to set up a case demanding answer. Only when both require- 
ments are satisfied is any answer required ; and that answer may 
either show the prisoner did not without reasonable doubt do the 
. deed, or that the deed was not certainly criminal, or both. In either 
event acquittal follows. Any accused person has therefore a double 
defence: (1) the prosecution may fail to establish its case, and (2) the 
defence may, if the case is established, break it down. 

It is, perhaps, fortunate for the prisoner that the zealous medical 
. witness for the defence has no opportunity to sav, “ Of course he 
cut his wife’s throat, but I can tell you why he did, and it is not 
his fault,” until the prosecution has satisfied the judge and jury that 


there is a strong probability he did, whether it was his fault or no:. 
Dr. Dillon starts off by assuming that there is a case to answer, 
which, although it is the opinion of experienced legal advisers of the 
police and of the Director of Public Prosecutions before the case 
is brought before a court, and of the court of first instance before 
trial by judge and jury, is not the opinion of the trial court until 
or unless they are themselves, by evidence actually brought before 
them (although earlier adduced elsewhere), satisfied that there is a 
case to answer. 

Dr. Dillon’s strictures on prison medical officers are certainly 
not borne out by such experience. as I possess. His proposals 
again contravene the prisoner’s rights, for, although the prosecu- 
tion is bound to disclose all its evidence in the depositions in 
the lower court in order that the defence may know what the 
case is they may have to answer, it is quite open to the defence, 
and a frequent practice, to plead not guilty and reserve the 
defence for the trial court, when the investigations of the visit- 
ing psychiatrist can be kept as a surprise packet for the medical 
witness for the prosecution under cross-examination before the 
medical witness for the defence is allowed in the court at all. 
If this fails to break down the prosecution, the psychiatrist can 
then himself have a second try in his evidence for the defence. 

The prison doctor is not entitled to be informed of what the 
defence has ready for him in cross-examination any more than 
any other prosecution witness is, and defence counsel frequently 
make use of denial to witnesses of advance information such 
as Dr. Dillon wants them to have. His suggested alteration 
of legal, not medical, practice would, by preparing a materia! 
witness for cross-examination, increase the chances of convic- 
tion ; and no matter how the medical or psychiatrical rules on 
the subject are expressed the medical witness for the defence 
would be left to explain how it is not the prisoner's fault, against 
the prosecution witness who has said it is. 

Medical jurisprudence, or forensic medicine, was not in my 
time a subject of much interest to most students ; but it is 
essential for any medical man who wishes to do his duty in any 
court to realize that it is, as the second and better name implies, 
essentially forensic. If he is not prepared to leant the rules of 
cricket before he goes on to the field, his wisest course, and 
that in the best interest of his patient, is to stay on his own 
golf course, where he can play singles to his heart’s content, 
and keep out of the courts, where he is expected to be one of 
a team. — I am, etc., 

London. S VV.6. . C. T. NOPJRIS. 

Master Minds 

Sir, — I note in your issue of Jan. 1 (p. 23) reference to a 
report of a speech made by me at a recent meeting at Hendon. 
It is to be deplored that you should publish such references to 
myself without consulting me to see whether or not the report 
in question was in accordance with what was said. The only- 
part of the report that had any reference to me at ail was the 
reference to the fact that patients could attend a doctor’s 
surgery at certain hours of the day ; the rest of what was 
reported was said by other speakers and not by me. 

I have always held the view that the medical profession has 
nobly undertaken the arduous duties of a public service, but 
in honesty I have been compelled to refer to the lack of 
organization in the general practitioner service. Believe me. 
I made no reference to a master mind, nor do I think that 
there is a master mind in the Service ; for it to be successful it 
must be a co-operative service, each one playing his proper 
part. 

The paper in which the report appeared is, of course, defi- 
nitely opposed to my political views, but if the notes of the 
reporter were examined it~ would be found that through the 
whole of my speech 1 made no reference at all to politics. — - 
I am. etc., 

Hesse ot Ccmieons FpjtD MeSSEF.- 

V In its account of the meeting of the North-West Branch 
of the Socialist Medical Association- the Hendon Times reported 
Mr. Messer’s speech in forty lines of print. In view of the 
British journalist’s well-earned reputation for accurate reporting 
we did not consider it necessary to consult Mr. Messer about 
the accuracv of a strictly objective report free from comment. 
—Ed.. B.M.J. 
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POINTS FROM LETTERS 

Procaine Penicillin 

Dr. David Wheatley (Twickenham, Middlesex) writes: Dr. T. 
David Lambert (Dec. 25, 194S, p. 1119) has recorded some of his 
experiences with this preparation in general practice. This prompts 
me to mention an alternative method of penicillin administration 
which' I have used for some time past in general practice. I refer 
to the administration of pure crystalline penicillin by subcutaneous 
injection as has been advocated by Hoffman {J. Lab. clin. Med., 31, 
1165). I have administered penicillin by this method to over 50 
cases and have not encountered any case of pain or local reaction 
at the site of injection, and my cases have included many children, 
amongst them a baby of six months. These cases included 
pneumonias, acute otitis media, whitlows, carbuncles, etc., and 
puerperal mastitis. In all, the results were considered very satis- 
factory by physician and patient alike and compare favourably with 
Dr. Lambert’s results with procaine penicillin. The dosage usually 
employed was 200,000 units dissolved in 1 ml. of sterile water every 
24 hours for four days. The debatable theoretical basis for this 
particular dosage scheme does not come within the scope of this 
communication. In conclusion I would suggest that the extreme ease 
and siniplicity of the subcutaneous injection of crystalline penicillin 
make it a very convenient procedure in general practice. 

Rhinitis Caused by Friedlander's Bacillus 

Dr. H. Faraag (Cairo) writes: The following case report may 
be of interest. A patient 49 years old was suffering for the last 
20 years from chronic persistent rhinitis associated with sneezing, 
mild cough, and absence of the sense of smell. ... A swab was 
taken from the nose and examined bacteriologically. The material 
proved to be a pure culture of Friedlander's bacillus ( Klebsiella 
pneumoniae). An autbgenous vaccine prepared in the usual way 
(bacterial suspension killed by neat at 60° C. for one hour and 
0.5% phenol added as preservative) was prepared, but gave no 
result. Another method was tried: the organism was grown in 
ordinary broth for ten days at 37* C. to allow complete disintegra- 
tion. The culture was filtered through a Seitz filter, and the filtrate 
was tried locally in the form of a nasal spray twice daily after 
diluting it with three times its volume of sterile saline. This treat- 
ment proved excellent and relieved the patient within a week of 
application. It was continued for one month, and the patient was 
apparently cured. Freshly prepared filtrate of the lysed organisms 
by prolonged incubation seemed to be the only effective method 
to maintain the antigenicity of the organism unaltered, as it was 
found that heating or the addition of any chemical preservative to 
the filtrate destroyed its effect. 

Prolonged Gestation Period 

Dr. S M. Wells (Valparaiso, Chile) .writes: Your account of 
“ The Longest Gestation Period ” (Nov. 6, 1948, p. 840) recalls a case 
of mine details of which were published in Guy’s Hospital Gazette 
(Nov. 6, 1948, p. 299). This was a woman of 36 whose last menstrual 
period was on May 5, 1947. On July 26 the size of the uterus 
corresponded to a pregnancy of between two and three months. Her 
confinement was expected on Feb. 9, 1948, but she was not delivered 
until April 3. The child was a boy weighing 4.05 kg. (nearly 9 lb.). 
We now know that conception usually takes place fourteen days 
before the next expected period, the day on which ovulation is 
supposed to take place. Estimating, however, the length of preg- 
nancy ns it is still usually done, from the first day of the last period, 
this particular pregnancy lasted 334 days, i.e., 54 days above and 
beyond the normal 2S0 days. 

Plain Words on Dimensional Lesions 

Dr. Edward S. Stern (Warwick) writes: I protest against the 
use of the phrase “ space-occupying lesion ” instead of morbid 
swelling. It is physically impossible for a lesion not to occupy 
space. I would write more on this subject but cannot, owing to the 
space-occupying lesions on my fingers caused by chilblains. 

Whooping-cough and Measles 

Dr C. L. Malhotra (Jubbulpore, India) writes: Dr. Frederick 
Rothcnburgh (Nov. 6, 1948, p. S39) has mentioned that a sudden 
attack of pertussiform cough with heavy fits similar to whooping- 
cough may be a precursor of measles. That may be so, but I have 
seen the rcicrse. Attacks of whooping-cough, in no way distinguish- 
able, during which the child in fits of coughing hugged the nurse for 
support, hase followed a moderately severe attack of measles. The 
“whooping-cough" was relieved by two or three days’ use of 
codeine couch mixture. The measles was picked up in school when 
j: was prevalent, and there was no whooping-cough about. 


Obituary 


Dr. Thomas Roger Rees died -'on Nov. 21, 1948, at the age 
of 56. A native of Alltwen, near Swansfea, and the son of a 
well-known Nonconformist minister, he served in the R.A.M.C. 
in Mesopotamia in the 1914-18 war. He received his medical 
training in Cardiff and at St. Bartholomew’s Hospital, qualify- 
ing in 1922. After a period as house-physician at the 
Cardiff Royal Infirmary he went into general practice in Cardiff. 
There he continued in active and busy practice until his last 
illness, though he had known for many years that his health 
was undermined. Throughout his time in Cardiff Dr. Rees had 
participated with keen interest in B.M.A. affairs, being a 
member of many of the local committees,' including the Local 
Medical War Committee ; he was chairman of the Cardiff 
Division in 1944-5. During the recent war he became a member 
of the Cardiff City Council.. and more recently he served on the 
Cardiff Hospitals Management Committee, and as vice-chairman 
of the Cardiff Executive Council under the Health Act. He also 
took a lively interest in political affairs and sport, and was a , 
valuable member of any committee, ever ready to maintain his 
point of view. He had a keen insight and a sense of humour 
which made him a delightful companion. Dr. Rees was very 
loyal to his patients and continued to attend them when he was 
not really fit for any of the work of general practice. Many 
of us regret the passing of “ Tom,” as he was familiarly known 
to us, and will miss his cheery laugh and high spirits, "Iris 
personality and companionship, as well as his regular attendance 
and help at committees. He leaves a widow, to whom we 
extend our sympathy. — J. W. T. T. 

Dr. William Blayney, son of Alexander Blayney, of Cushen- 
dall, died at his home in Watford, Hertfordshire, on Dec. 4, 
1948, at the age of 71. He was educated at St. Malachy’s 
College, Belfast, and entered the Royal Irish Constabulary in 
1899. He was county inspector for Clare at the time of the 
disbandment of the Royal Irish Constabulary in 1922. He 
served in the 1914-18 war as assistanl provost marshal of the 
57th Division, and was for a time musketry instructor at the 
R.I.C. Depot in Phoenix Park. He studied medicine at 
St. Thomas’s Hospital, and qualified M.R.C.S., L.R.C.P. in 1927 
at the age of 50. Dr. Blayney practised in Harrold, Bedford- 
shire, until his retirement in 1943. He was. highly esteemed in 
the district, and his thoughtfulness and kindly nature made him 
many friends. Both he and his wife took a very active- part in 
village affairs, and among other activities Dr. Blayney was chair- 
man of the Carlton and District British Legion for a number of 
years. He was a delightful companion, gifted, highly intelligent, 
and well read. His brothers were the late Mr. Alexander 
Blayney, a distinguished Dublin surgeon, and Dr. N. J. Blayney, 
of Portlaoighaise. He married in 1917 Miss Mary Beveridge, 
a daughter of John Beveridge, town clerk of Dublin, who 
survives him with fbur sons and three daughters. 

Dr. James Murdoch Mackay, who died at Cheltenham on 
Dec. 28, 1948, had a distinguished 'career in the West African 
Medical Service. He was a student of Glasgow University, and 
graduated M.B., Ch.R. in 1915. : 

A colleague writes: The death of J. M. Mackay at a' com- 
paratively early age was a direct outcome of his -.service in the 
first world war, when he was severely gassed. He served with 
much distinction, being awarded the M.C. and mentioned at 
least twice in dispatches. It was characteristic of his courage 
that, though granted a pension at the time, he gave this up 
voluntarily and proceeded to join the West African Medical 
Service. Here he served respectively in Sierra Leone, in Nigeria 
as A.D.H.S.,-and on the Gold Coast, where he became director 
of the Health Service. On the outbreak of the second world 
war, in spite ofrindifferent health, he organized and commanded 
the Gold Coast Regiment Field Ambulance (R.W.A.F.F.) and 
went right through the Abyssinian campaign. Later, taken 
gravely ill while on troopship duties, he had to be invalided 
out, and he returned again to his civilian administrative post 
in the Gold Coast, which he relinquished in 1945. Not content 
with retirement, he then joined the Ministry of Pensions staff, I 
and was actively employed right up to his last illness. Mackay < 
was over six feet in height and had a fine imposing presence. ’ 
He was the most loyal of colleagues as well as an able admini- 
strator. He never let anyone down. His modesty, lack of self- 
seeking, and his sense of justice and fair play made him wba! 
he was, one of the best medical officers it was possible to sene 
under. He never forgot to interest himself in his juniors and 
to encourage them in their work. He was no “ yes man ” and 
would fight for right, if necessary at the very highest level 
He was a worthy son of his Highland ancestry, of which he 
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are chilblain^foreign^piir practice ? 


e.g. of PENICILLIN, LIVER EXTRACTS, 
ARSENO-BENZOLS, BISMUTH, etc. 

Many substances create some pain on intramuscular 
injection. Novutox injected at the same time will 
prevent this pain. 

Most substances are compatible with Novutox, 
which is also non-destructible to penicillin during 
the time that the latter is undergoing absorption. 

Mixtures with Novutox should be made 
immediately before use ONLY. 

NOVUTOX 

SzCfrSi&uCi&uig. 

£accd CCnaeMdic 

Each c.c. of Novutox 2%» contains 0.02 gm. ethocalne hd., 

0 00002 gm. epinephrine and 0.00002 gm. capryl hydro- 
cuprelnotoxin hcf. Other strengths of Novutox contain these 
elements (with or without epinephrine) in varying proportions. 

PHARMACEUTICAL MANUFACTURING CO. LTD. 

THE LABORATORIES, CHELTENHAM, GLOS. 


In Britain now the ’ chilblain season ’ is focussing attention or. 
calcium therapy and on the simple but efficient treatment tha f 
Ostocalcium Tablets provide. Bui neither v. eather nor ’where- 
abouts limit the use of Ostocalcium . . 

Allergic skin diseases, migraine and even the 'genera! 
debility ' met with m general practice the v. orld over — these 
are typical of the conditions m v/hich Ostccalcium is used to 
good purpose. Ostocalcium is a^so valuable, of course, curing 
such times as pregnancy and lactation when the need for 
calcium is increased And when you prescribe Octccalc.um 
the patient receives not only calcium itself but also sofncieir 
vitamin D to ensure proper assirmlat on of the mineral 



Jn containers of SO and iCOtab’ets. 

"♦This size ava (able only in the Bntish Lies 
Each taD’et provides 125 mg calcium and SCO i u. o f vita—H D 


Research Lcio'c cries; Vs’'j f sztj'e's c r r~*d zc' £'cd--cts c~d foozs 

Glaxo Lcborctorns crs rep-eser'-d b' cssccicte co~bcn es cr c^-ts r- c‘ : “vey 

ccj'-'y m £*e world 

GLAXO LABORATORIES LTD., GREEN c ORD. MIDDLESEX, ENGLAND 


SPARKLING 

CLEAMU^ISS 

Radiographers khow that they are assured of exceptional 
latitude, sparkling cleanliness and excellent contrast 
when they use Ensign STANDARD X-ray film. The 
difficulties of chest radiography are manifold. Geo- 
metrical distortion by the size of the tube focus, 
physiological movement and grain of the intensifying 
screen make the use of Ensign Standard essential. 
Standard Exposure times can be varied without im- 
pairing the high quality of the finished radiograph. 
Ensign STANDARD is a film of normal speed that will 
give you the finest possible definition'even when dark 
room conditions are not too favourable. 
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X-RAY FILM 


DistnfcirtSr* 

Barnet Ensign Ross Ltd., Fuibourne Road, Walthamstow, 
London, E.17 


«WB» 

ADAPRIN 

TABLETS 

for the prevention and treatment of 

CHILBLAINS 

One ADAPRIN tablet taken tliree or four times daily 
usually effects relief within a short period and recurrence 
of the symptoms can generally be prevented by the 
administration of one or two tablets per day. 
ADAPRIN is a combination of the Vitamin K analogue 
(Acetomenaphthone 10 mgm.) and Vitamin PP {Nicotin- 
amide 50 mgm.) in tablet form, suitable for the effective 
treatment and prevention of chilblains. ADAPRIN 
tablets are non-toxic and can be of additional value 
in counteracting any deficiency of Vitamin K or 
Vitamin PP in the patients’ diet. 

Detailed information available on request. 



WARD, BLENKINSOP & CO. LTD. 

6, HENRIETTA PLACE, LONDON, V.l 

TELEPHONE: IANGHAM 3185. TELEGRAMS: DUOCHEM, WESDO, LONDON 
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MADE ONLY TO 
MEDICAL PRESCRIPTION 


Used for treatment in 
abdominal surgery and in 
general practice. The 
patented adjustments, 
simple and easy of manip- 
ulation, regulate the re- 
quired degree of support 
prescribed for specific in- 
dividual needs. 


CAMP SUPPORTS ARE NOW OBTAINABLE THROUGH 
THE NATIONAL HEALTH SERVICE 



S. H. CAMP & COMPANY LTD. 

19, Hitnover Square, London, W.l. Tel: MAYfalr8575 (4 lines) 
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Antispasmodic Anticonvulsive 
:: Sedative :: 


B ELLADENAL combines the central sedative action oi 
phenobarbitono with the peripheral antispasmodic 
action of the total lcevorotatory alkaloids (Bellafoline) 
of Belladonna leaves. Bellafoline is only half as toxic as 
atropine in doses which are therapeutically equivalent in 
their effect on the parasympathetic. 

Ecch tablet of Belladenal contains : 

Bellafoline 0 25 mg. 

Phenobarbitono 0 05 Gm. 

The components of Belladenal act synergetically with each 
other ro that a powerful antispasmodic and sedative effect 
is obtained with comparatively small doses. 

Fui! particuigrs ar.d samples on request 

SANDOZ PRODUCTS LIMITED 
I34,Wigmore Street, London, W.l 


—CELLON LABORATORIES LTD = 

The following tested preparations are available for prompt 
delivery : — 

CELETANE (REGD.) — MEDICATED (LETHANE) 

HAIR OIL— N.W.F. 

The modern insecticide for-eradication of head lice 
(Pediculosis Capitis), as employed by many Medical 
Officers of Health, etc. 

BENZEUA (REGD)— BENZYL BENZOATE EMUL- 
SION— 25% 

A well-established preparation for rapid eradication 
of scabies within 48 hours. Also supplied in form of 
vanishing cream. 

OLEOCIDE (REGD.)— OLEO-SULPHONAMIDE 
This valuable preparation Is a marked advance in 
Sulphonamide Therapy. Ensures rapid relief of ulcers, 
Impetigo and other streptococcal infections of the 
skin; first and second degree burns — broken or 
unbroken. 

CELOZENE (REGD.)- ANTISEPTIC 

A powerful non-toxic, non-irritant antiseptic of great 
value for wounds and cuts, having a Rideal Walker 
value of 4 0. A special grade can be supplied for 
sterilising instruments. 

SKLEN (REGD.)— PLASTIC BANDAGE REMOVER 

(NON-INFLAMMABLE) 

A solution for dissolving adhesive of plastic bandages 
enabling easy removal of plaster and subsequent 
cleansing of adhesive remaining on the skin. 

Further information, samples and prices upon request from: 

CELLON LABORATORIES LTD. 

KINGSTON-ON-THAMES 

Kingston 1234 (7 lines) cv 


^ ' SPASTIC 

DYSMEN ORRHGEA ? 


A CAUSAL AND SYMPTOMATIC THERAPY 

“MENOVO'’ combines the causal antispasmodic cflcct 
of Ephctlrine and Tlellndonna vsitli the symptomatic 
analgesic action of Phcnncctin and Codeine and the 
sedative effect of Brnnnsov alcry luron and Cnrbromal. The 
preparation is of proven clinical value in the treatment 
of uterine spasms and other disturbances associated 
v\ith Spastic Dy smrnorrhrru. 

ACTivn iNcnnDirisTS 

r plicl. II) droclilor II P. 0 36% Cod chi Phocph. B P. - 0.03% 
Lxt. Ilcllntl Sice. II P. 0 72% Bromemvftlcrvlurrn - 3 12% 
Phcuncct R P. - . . 37 70% Carl.roni II P. - - - 0 10% 

TOIAL U I fGII I OP TABU T, 0 Or 

Literature and Chiueal Santjdt « it ill he gladly supplied on 
application to' \ 

CLINICAL PRODUCTS' LTD. 

RICnJIOM). SURREY 
IMPORTANT 

*‘C.P.L." Phnminrrtitirnl Products linve no oITirinl 
K.P., ILP.C. orN.(W.)r. “equivalents." 
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■so justly proud No! only -will he be missed bv the West 
African Medical Service and those he ser\ed under in the recent 
war, and by the Ministry of Pensions, but by his old comrades 
of the DC LI, to whom he was regimental MO m France 
To his children and to his widow our deep svmpathy must be 
•extended 

Dr. Richvrd Cecil Hutchinson died on Christmas morning 
at his home in Worthing following a second coronary occlu- 
sion A Lancashire man, he graduated MB, Ch B with 
honours at Manchester University in 1910 and proceeded 
\1 D ten years later In 1913 he took the DPH After act- 
ing as house ph\sician at the Manchester Royal Infirmary and 
at the Brompton Hospital, he was appointed to the staff of the 
King Edward VII Welsh National Memorial Association, being 
in charge of the Carmarthen and Cardigan Area Two years' 
active service in France followed with the rank of captain, 
RAMC He was then medical superintendent successively of 
the Bagulev Sanatorium, Manchester, the Royal National 
Hospital, Ventnor and the Tor-na-Dee Sanatorium, Banchory 
In 1928 Hutchinson moved to Worthing where he spent twenty 
busy and fruitful years Quiet and kindly in demeanour, a 
thoughtful and thorough clinician, he was at once a success 
tn private practice His long experience of chest work stood 
him tn good stead He was quickly recognized as possessing 
special knowledge and skill in that branch of medicine, and his 
services became of increasing value alike to his patients and to 
his professional colleagues It was not long before he was 
overworked, and he never spared himself During the war years 
he gave fine service to the Royal Sussex County Hospital, work- 
ing long hours in the out patient department and then, m the 
winter months driving home twelve miles in the blackout He 
was subsequently elected a life governor of the hospital Dr 
Hutchinson had served the Brighton and Sussex Medico- 
Chirurgical Society as financial and as literary secretary and 
had he lived would soon have been its president He joined 
the B M.A in 1913, was an active member of the West Sussex 
Division, and had completed three years on the executive com- 
mittee A keen sportsman and country lover Hutch " was 
equally happy with rod or with gun Last August in company 
with the writer he caught his last salmon from a boat and shot 
his Iasi grouse from a butt His family life was happy, and he 
ts survived bv his widow, two married daughters and a son 
Shortly before his death he had after a lengthy search found a 
farm in West Sussex for his son, demobilized from the R E 
There, within reach of Worthing, it had been his hope to live 
and to continue his work but at lessened pressure — D H 

Mr T. Twistington Higgins writes Hutchinson enjoyed 
natural gifts of observation, critical insight, and shrewd judg- 
ment which made him one of the most able doctors I have 
known His special skill and experience in chest disease brought 
him a well deserved reputation, and in any company of physi- 
cians he could claim distinction But not for this alone will 
he be remembered by all who knew him Professional prowess 
was not foremost in the minds of those who gathered from 
far and wide at Christ Church, W'orthing, in the wintry sun- 
shine to do honour to his name For each of us in that impres- 
sive congregation a personality had passed to whom, in our 
several ways, we owed a debt which could be acknowledged 
but never repaid For above all “Dick Hutch" was a very 
gallant gentleman who gave of himself to others without stint 
or question Such men are rare Their lives are an inspiration, 
and when thev no longer march with us our sadness is tempered 
by thankfulness that we have been privileged to know them on 
the way 

Dr A F Sladden writes: I was intimately associated with 
Hubert Phillips (Jan 1, p 35) for the past forty -five years His 
death has taken from Port Talbot and South Wales a most 
notable and beloved doctor. He will be remembered by hts 
contemporaries at Oxford and St George’s Hospital, where as 
a student he had a distinguished career and impressed his 
personality on a wide circle of friends He could undoubtedly, 
had he wished have established himself as a consultant in 
London but chose instead to exercise his great gifts in his native 
country, and who shall say that he took a wrong course 9 
Phillips was a Pembrokeshire man well versed in the history 
and customs of Wales, and spoke Welsh with facility His 
broad education and experience of a wider world, however, 
made him a cosmopolitan free from any narrow nationalism 
He was by inclination a surgeon, but his work as a phvsician 
was quite outstanding, and with his gifts of sympathy and 
untiring devotion he manifested all the .qualities desirable m 
a general practitioner of the very best tvpe As a surgeon he 
was attached to the Port Talbot General Hospital where his 
colleagues confidently referred their surgical problems to him 
In consequence a heavy toll of operating was added to his 
other labours but he preferred it so in spite of the excessive 


burden involved There is little doubt that his cortinuous work 
latterh injured his health but he refused to relax In spite of 
hi' arduous professional life he found time to eng-ge in other 
interests He was gifted artisticallv, and with pencil ard brush 
produced a series of coloured cartoons with groiesquelv humor- 
ous figures and faces which were the delight of tux friend- 
His garden, and particularly his roses, were a con'tant jov to 
him, and in later vears he became an enthusiastic and proficient 
photographer Phillips was a good conversationalist and a man 
cf wide intellectual interests His scientific trainme had not 
obscured for him the spiritual and philosophical aspects of life, 
and he was happy in being able to realize for him'elf a satis- 
factory synthesis between science and reheion Hubert Phillip' 
was the elder son of the late Canon Phillips, of Newport, 
Pembrokeshire, and he married Irene, daughter of the late 
Canon llevvellyn Williams of Llanwenarth. Monmouthshire. 
He had one son. Dr Geoffrey Phillips, now practising at Wart, 
and the sympathy of all his friends goes out to his widow and 
son They may well be proud of hts memorv 

Dr J B Horgan writes It is nearly fortv years nnce I first 
met Lionel Colledge (Ian 1, p 34) at the hospital at Golden 
Square, where 1 was acting house-surgeon In after years I 
was a welcome visitor at the clinics where he worked and 
1 often profited from his counsel and co_operation in difficult 
cases I would like therefore to express a few words in grati- 
tude to his memory and of condolence with his Bntish colleagues 
from the other side of the Irish Sea Colledge had a slem 
appearance and a reserved manner which however, hid a 
gracious personality with a subtle sense of humour He was 
extremely modest of his high achievement in the specialty 
which is so much the poorer for his passing 


Medico-Legal 


ANAESTHETIC EXPLOSIONS 
[From our Medico Legvl Correspondent) 
Explosions in the operating theatre are fortunately ra r e in the 
United Kmedom, largelv becau'e its damp atmosphere is un- 
favourable to the accumulauon of static electricity which con- 
stitutes such a problem in the dry air of the United Slates 
and other countries A fatal accident of this kind however, 
took place in November, 1948, in the Southend General Hos- 
pital when dunne an operation the anaesthetic apparatus was 
wrecked, the pauent mortally injured, and the anaesthetist. 
Dr Noel Vincent, momenlanlv stunned Dr Vincent said in 
evidence at the inquest 1 that the explosion had been reported 
to the Bntish Oxvgen Company, a representative had visited 
the hospital, and the apparatus had been taken to the works 
and reconstructed to simulate its condition before the accident 
The report stated that a leakage in the explosive mixture was 
present, and the source of the ignition had nol been ascer- 
tained The leakage had been found between the breathing- 
bag and the bag mount The apparatus had been modified at 
the hospital, the concertina type of breathing-bag being super- 
seded bv a length of corrugated rubber hose ard a new 
breatbing-bag The coroner said that the evidence showed 
death to have been due to collapse of the lungs as a result of 
pulmonary shock consequent on the explosion He found that 
there was no criminal liability and expressed his sympathy with 
the relatives and with Dr Vincent that such an accident should 
befall him after so many years of experience 
The newspaper report does not say whether anv electrical 
machinery was in use at the time of the explosion . presumably 
if U had been the company’s report would have mentioned tL 
A high temperature generated in a theatre by central heating 
may of course reduce humidity to such an extent that static 
current may be accumulated in apparatus if this is not earthed, 
and then even a small spark may conceivably ignite an inflam- 
mable mixture escaping from a defective jomL 

A different tvpe of explosion was that reported recently to 
the Birmingham City Coroner, Dr W H Davison : A man 
. aged 63 was undergomc an operation m Queen Elizabeth's 
Hospital, the intention being to obliterate the cavity left after 
pneumonectomy Cxclopropane anaesthesia was being used 
and the electric cauterv needle entered the cavitv. with the result 


1 So tb-rd Times , No* 17 194S 

2 Dally Tete ^ rap h , Jan 5, 1949 
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that the anaesthetic exploded. Mr. R. H. F. Brain, surgeon at 
the hospital, said that the risks of this method were appreciated, 
but it was considered that they were outweighed by the advan- 
tages. Death was due to blast, and a verdict of misadventure 
was recorded 


Universities and Colleges 


UNIVERSITY OF DURHAM 

The following medical degrees were conferred at a Congregation held 
on Dec 17, 1948: 

MB. B S — G L Anderson, Anne R Boon, P G Buck, Maureen T. 
Cunningham June Dickson, Irene N Dodd, Mildred C Gardner Sheila L 
Hamson Elizabeth! Hunter. Alia P M Hunt. Eileen Hutton Hazel B Joplmg, 
R N C La-key, J McVlanners, J G Noble, Edith M Robertson, D Smith, 
J D R Smith, Joan Stephens, A E Wright 

UNIVERSITY OF LONDON 

A Special University Lecture on “ Surgical Aspects of Meningitis " 
will be given by Sir Hugh Cairns ai Westminster Medical School, 
Horsefcrry Road, London, S W., on Thursday, Feb, 10, at 5 p m. 

Professor B G Maegraith will give a Special University Lecture 
on “ Malaria as a World Problem ” at Westminster Medical School, 
Horsefcrry Road, London, S W., on Thursday, Feb 24, at 5 pm 
The above lectures are addressed to students of the University and 
to others interested in the subject. Admission is free, without ticket. 

University College 

The following lectures will be delivered at the College (Gower Street, 
W C ).* Jan 18 and 25 and Feb 1 and 8, 5 15 p m„ Dr. E Ashworth 
Underwood, “ The Development of Modem Physiology, 1700-1900 
Jan. 24 and 3 1 and Feb 7 and 14, 4 45 p m , Mr P Johnson, Ph D., 
“ The Ultracenmfuge and Electrophoresis Apparatus in Protein 
Research”, Jan 27, 1 15 pm, Professor J. B S Haldane, FiLS , 
“Some Modern Views on Evolution"; Jan 28 and Feb 4 and 11, 
5 15 p m , Mr F Bergcl, Ph D , " Some Aspects of Pharmacological 
Chemistry ” ; Feb 2, 5 p m., Mr D Abercrombie, “ Speech and 
Society Feb 15 and 22 and March 1, 8, and 15, 5 15 pm , Dr. 
A Schweitzer, “ Rcfiexogemc Areas of the Vascular System ” ; Feb. 
17, 1 15 pm, Mr G Bumiston Brown, PhD, “The New 
Philosophy of Science”; Feb 28 and March 7, 4 45 pm, Professor 
C Rimmgion, “ Haem Pigments in Nature ” Admission lo all 
lectures is free, without ticket. 

Cedric Ketlh Simpson, M D , has been appointed to the part-time 
University Readership in Forensic Medicine tenable at Guy’s Hospital 
Medical School, from Oct 1, 1948. 

The title of Reader in Applied Pharmacology in the University has 
been conferred on Andrew Wilson, M D , PhD, Ph C , in respect 
of the post held by him at University College and University College 
Hospital Medical School 

The following candidates have been approved at the examination 
indicated : 

M S — Branch J ( Surgcr ) ) D T A. Brown, S I Green, H O Jones, D W 
Williams 

ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

At a meeting of the Royal Faculty of Physicians and Surgeons of 
Glasgow held on Dec 6, 1948, wuh Dr W R Snodgrass, President, 
in the chair, the following were admitted Fellows of Faculty qua 
Physician J D Aitchison, M B , R D C Brackenndge, M B , 
J H Haldane, L R C P AS Ed , G Johnston, MB.W.P Kennedy, 
Ph D , L R C P AS Ed , H R F. Macdonald, M B , J Rankin, 
M D 

The following were admitted Fellows of Faculty qua Surgeon: 
H A Bennmin, MB,J Cohen, M B , W Y. Comock, M.B , J M 
McBndc. M B . J D McCardel, M B , D M. Macdonald, 
L R C P AS Ed . W Macintyre, MB, N. McLean, M B , R G. 
CacLeod MB R G Mam, M B . A J. M Mathieson, M B , 

A B May. M B . K M Mayall, M B , I P. Munro, M B , T A. 

Ramsay, M B , R P Schach. M B , J M Scott, MB, D. M. 

Sinclair, MB, R B Watson, MB, T M. Welsh, MB, W. F. 

White, MB 


The Services 


The HTcicncv Decoration of the Territorial Army has been con- 
ferred upon Lieutenant-Colonel W H Wolstenholme, OBE, Major 
(Arm^ Licutenant-Cohne!) A Couie, D.S O , Major (Honorary 
Licu'er^m-Colonel) G Tud^opc, and Majors E C. Eihs and E M 
Wn?l\ R AMC. TA 
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INFECTIOUS DISEASES AND VITAL STATISTIC 

We print below a summary of Infectious Diseases and Vit 
Statistics in the British Isles during the week ended Dec. 2 

Figures of Principal Notifiable Diseases for the week and those for the con 
spondwg week last year, for (a) England and Wales (London included) ( 
London (administrative county) (c) Scotland (d) Eire (e) Northern Irelac 
Figures of Births and Deaths , and of Deaths recorded under each infectious disern 
are for (a) The 126 great towns in England and Wales (including Londoi 
(b) London (administrative county) (c) The 16 principal towns m Scotland ( 
The 13 principal towns in Eire (e) The 10 principal towns in Northern Irelan 
A dash — denotes no cases, a blank space denotes disease not notifiable 
no return a\ailaMe 


Disease 


1948 



(a) 

(b) 

(c) 

(d> 

(e) 

(a) 

(bJ 

(c) 

(d) 

(« 

Cerebrospinal feser 

22 



13 

, 


2( 

4 

16 



Deaths 


1 

1 








Diphtheria 

10C 

6 

32 

7 

. 11 

15' 

K 

63 

8 


Deaths 


— 


— 



— 



- 

Dysentery 

3C 

5 

28 

. 


53 


21 

J. 


Deaths 




— 

— 




— 

- 

Encephalitis lethargica, 











acute 

Deaths 


= 

I 


~ 

— 



— 


Erysipelas 


( 

54 

6 




33 

6 


Deaths . . — 


— 





— 




Infective enteritis or 






• 





diarrhoea under 2 
years 




28 





13 

"" 

Deaths 

28 

2 

8 



2 

52 

5 

6 

1 


Measles* 

8,959 

no 

86 

29 

50 

2,583 

2 

115 

278 

93 

1 


Deathsf 


1 

— 

l 


2 

- 

Ophthalmia neonatorum 

J8 

i 

3 

. 



30 

2 

13 

, 


Deaths 











Paratyphoid fever 

3 




. 



22 

i 

HA) 

_ 



Deaths 

— 


— 

— 

— 


— 

— 


Pneumonia, influenzal 

792 

35 

2 

9 

1 

690 

38 

13 

3 


Deaths (from influ- 










enzalj 

25 

2 

2 

— 

— 

20 

4 

— 

— 

- 

Pneumonia, primary . . 



337 

23 




372 

11 


Deaths 

258 

51 


7 

10 


37 


8 


Polio-encephalitis, acute 

2 





/ 

4 

_ 




Deaths 






— 




Poliomyelitis, acuto 

17 

2 

1 

1 



44 

2 

3 

1 


Deaths§ 

2 









Puerperal fever . . 


3 

„ 





— 

7 




Deaths 











Puerperal pyrexiall .. 

78 

7 

5 

1 

1 

68 

6 

10 




Deaths 


— 





— 




Relapsing fever 

















Deaths 











Scarlet fever 

1,154 

42 

246 

120 

40 

1,469 

104 

297 

18 


Deathsf 


— 

— 


3 

— 



- 

Smallpox 



— 








, . 


. - 

, 

Deaths 




' 

— 




— 


Typhoid fever . . 

4 

1 

1 

2 

1 

2 



2 

1 


Deaths 

— 


— 



— 

— 

— 

1 

— 

- 

Typhus fever 

. 








. 







„ 

Deaths 




— 

— 




— 

— 

Whooping-cough* 

1,791 

100 

130 

66 

8 

1.141 

67 

14 

27 


Deaths 

16 

l 

— 

1 

J 

5 

1 

— 


— 

Deaths (0-1 year) 

315 

42 

47 

16 

8 

336 

38 

77 

15 

‘ "j 

Infant mortality rate 










(per 1,000 live births) 











Deaths (excluding still- 











births) 

Annual death rate (per 

4,854 

738 

551 

158 

110 

4,577 

706 

650 

150 

1) 

1 ,000 persons living) 



11 1 

99 




135 

95 


Live births 

6,263 

992 

766 

239 

200 

5,351 

751 

880 

156 

Is 

Annual rate per 1,000 










persons living 



155 

150 




177 

98 


Stillbirths 

175 

28 

18 



145 

18 

26 



Rate per 1,000 total 











births (including 

stillborn) . 



23 





29 




1947 (Corresponding Wee 


• Meades and whooping-cough arc not notifiable in Scotland, and the return 
are therefore an approximation only 

t Deaths from measles and scarlet fever for England and Wales, Londoi 
(administrate e county) will no longer be published 

t Includes primary form for England and Wales, London (admimstrativ 
county), and Northern Ireland 

§ The number of deaths from poliomyelitis and poho-cnccphahti$ for Englam 
and Wales. London (administrative county), are combined 
II Includes puerperal feser for England and Wales and Eire 
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EPIDEMIOLOGICAL NOTES 
Influenza 

England and Wales have been singularly free from epidemic 
influenza in recent years, and, apart from a few outbreaks due 
to virus A in residential communities at the beginning of 1947, 
there has been nothing to report since the mifd epidemic due 
to virus B early in 1946. The first quarter of 194S had the 
lowest figure ever recorded for deaths from influenza in the 
great towns. (See Table below.) 

So far there has been no indication of epidemic influenza in 
England and Wales this year, but reports have been received 
of an epidemic probably due to a variant of virus B in Italy 
(Jan. 1, p.’^9) and recently of a mild type of influenza in France 
and Belgium. It is not yet known what virus type, if any, is 
involved in France or Belgium. Since the importation of the 
disease into this country may be imminent it may be desirable 
to recapitulate briefly the main clinical features and certain 
measures which may be useful. 

Clinical Features . — Diagnosis of an individual case of true 
virus influenza is usually difficult and often impossible; the 
occurrence of a number of similar cases at the same time is 
one of the most important leads to diagnosis. The onset is 
generally more sudden than that of a simple febrile catarrh, and 
the catarrhal symptoms are usually less marked at onset. 
Malaise and high fever with aching back and limbs are early 
symptoms. Headache, photophobia, and shivering are common, 
me eftmeaf features vary a t'utfe t'n oYtferent outbreaks. 

Treatment . — Penicillin and the sulphonamides are ineffective 
in the treatment of the primary virus infection but may be of 
value in the treatment of complications. Prophylactic doses 
of sulphonamides may be of value in an institutional outbreak 
where secondary infections with a sulphonamide-sensitive 
organism are known to be occurring. 

Vaccines . — In recent epidemics in different parts of the world 
variants of the two main types A and B base been reported, and 
protective vaccines prepared against (he mam types have been 
ineffective against these variants. It is net yet known whether 
any existing vaccines are likely to have any value in protecting 
against the prevailing ripe, and in ar.y case protective vaccina- 
tion is impracticable as a cener,.i measure It should be reserved 
for those who run special risks 


Louis, which reported the greatest number of cases in the early 
stages of the epidemic. Of all the cases notified S0°> have 
been in children aged 1-5. 

Inoculation and Vaccination of Travellers 

Many countries insist that travellers, before entering their 
territories, should produce satisfactory evidence of having been 
recently immunized against certain diseases — particularly small- 
pox and yellow fever. Inoculation against yellow fever is 
required of travellers who have come from or passed through 
an “endemic yellow fever area” when they arrive by air in a 
country where, although the disease does not exist, there may 
be conditions which permit of its development. In order to 
avoid detention or delays at the frontiers of countries requiring 
these measures travellers must provide themselves with certifi- 
cates of vaccination or inoculation on the appropriate prescribed 
international forms. 

The Ministry of Health is often asked for advice on the 
optimum safe time limits which should be allowed to elapse 
between smallpox vaccination and yellow fever inoculation. 
A meeting of experts was therefore convened recently to review 
(he subject. The following is a brief summary' of the conclu- 
sions reached and should be considered as the official advice to 
those concerned. 

1. That yellow Jever inoculation should precede primary 
; vaccination against smallpox. 

2. That there should be an interval of at least four days 
between ye))otv fever inoculation (when given first ) and primary 
vaccination against smallpox (when given subsequently). 

• 3. That if primary' vaccination against smallpox is done first 
there should be an interval of 21 days from the date of the 
vaccination before the yellow fever inoculation is given. 

4. That where there is evidence of previous successful vacci- 
nation against smallpox, yellow fever immunization and re- 
vaccination against smallpox may be carried out at the same 
session, but if time permits yellow fever immunization should 
always precede revaccination by at least four days. 

.Minimum Age for Inoculation 

For each of the commoner immunizing procedures recom- 
mendations were also made in regard to the minimum age under 
which it is not desirable to vaccinate or inoculate. 


Infectious Diseases in 1948 

Summation of the weekly figures for 1948 shows that the 
most notable feature during :he year was the low' incidence of 
influenza. The usual treed of influenza is ore of a steadv 
increase to a maximum dunce the firs; weeks of the year, but 
in 1948, for the first time tr, recent experience, no increase m 
mortality occurred. Whooping-cough was very prevalent, and 
the notifications were about 5 0 'V. above the totals of recent 
years. The incidence of scarlet fever was also high. Notifica- 
tions of acute pneumonia were slightly below the level of the 
preceding years. Notifications of dipntheria, which have been 
decreasing steadily since '941. showed a further large fall. 
The incidence of cerebrospinal fever was about two-thirds j that 
of 1947. but remains at about twice the pre-war level Follow;- 
ing-the outbreak of 1947 the incidence o* acute poliomyelitis 
declined considerably, but continues at about three times the 
pre-epidemic level in 1948. Notifications of the principal 
infectious diseases in England and Wales for 194S and the four 
preceding years were as follow s . 



No. of Notifications 

1944 

J945 

1946 

1947 

194S 

Scarlet fever 

WTiooping-cough 

Diphtheria" . . 

Measles . . 

Acute pneumonia 

Cerebrospinal fever 
•Dysentery 

Enteric (paratyphoid and 

typhoid) fevers 

Acute poliomyelitis 

Influenza. Deaths in the great 
towns 

93,801 

93.107 

29,446 

117,437 

3S.I75 

2.SS3 

10,150 

536 

510 

1,744 

74,392 

62.022 

25.059 
443,002 

34.059 
2,691 

16,533 

679 

799 

1,307 

57,614 

92,028 

18,156 

154.S26 

36.106 

2,627 

S.44I 

1,367 

703 

2,629 

60.524 

94,241 

(0.25S 

399,461 

34,348 

3,147 

4,179 

SSO 

S.592 

1,774 

75.460 

145.S7S 

7,903 

396,841 

31.095 

1,971 

5.534 

873 

2.0(7 

610 


, Poliomyelitis in Mauritius , 

Information now received from the island of Mauritius states 
A" 31 a total of 192 cases have been notified with 
k deaths Cases have occurred in ten different localities in 
he -island, and there 'appears to be some spread from Port 


Immunizing Procedure 


Minimum a?e below h hlch it should 
not be carried out 


.Smallpox vaccination . 

Yellow fever inoculation 

Typhoid-paratyphoid inoculation 
Cholera inoculation 
Typhus inoculation 


No lower limit Primary preferably before 
6 months (optimum 3-4 months) 

No lower limit May, if necessary, be pica 
in first week oflife at full dose. 

Not under 1 >ear of age 
Not under 1 year of age 
Not under 1 year of age 


Discussion of Table 

In England and Wales the notifications of infectious diseases 
fell sharply. There were marked decreases in the incidence 
of measles 841, whooping-cough 680, acute pneumonia 290, 
scarlet fever 272. diphtheria 24. and dysentery 24. 

In contrast to the general decline in the incidence of measles 
large increases were recorded in Southampton 225 (due to the 
continuing outbreaks in Portsmouth C.B. and Southampton 
C.B.), Middlesex 59, and Nottinghamshire 47. A decrease in 
the number of notifications of whooping-cough was general 
throughout the country ; the largest falls were in Lancashire 
154 and Kent 75.' 

There was -a decrease in the incidence of diphtheria in most 
areas, the only exception of note being an increase of 6 in 
Yorkshire West Riding._ The largest fall in the notifications 
of scarlet fever was 44 in Lancashire. 

Cases of poliomyelitis were notified in Surrey 3, London 2. 
Oxford 2. and Southampton 2 (Andover M.B. 2). 

Id Scotland there was a fall in the notifications of acute 
primary pneumonia 114, whooping-cough 4S. scarlet fever 42, 
and dysentery IS. 

In Eire a decrease was reported in the notifications of scarlet 
fever 53, measles 31, and diarrhoea and enteritis 12. 

In Northern Ireland there were increases in the incidence of 
measles 13 and diphtheria 5 in Belfast C.B. 

Week Ending January I 

The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1.125. whooping-cough 
2,0157 diphtheria 142. measles 11.121. acute pneumonia 1J)50. 
cerebrospinal fever 28, acute poliomyelitis 20, dysentery 53. 
paratyphoid 3, and typhoid 7. 
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Adviser on Palestine Refugees 

Dr. J. D. Cottrell, medical officer of the World Health Organiza- 
tion, has been appointed adviser to the United Nations relief scheme 
for Palestine refugees. 

Safety Codes 

The Birmingham and District Industrial Safety Group have pre- 
pared a booklet, Safety in the Works, which includes three codes of 
safety practice for entry into tanks, vats, pits, pipes, flues, sewers, 
manholes, and similar confined spaces; construction and maintenance 
of floors, passages, stairs, and ladders in industrial premises; and 
for crane drivers. The booklet also reprints a note on personal pro- 
tective appliances and devices by Mr. E, A. Kite, and there is also 
a short section by Mr. W. A. Bond on the safe guarding of milling 
machines. The booklet is well produced, and copies may be obtained 
price Is, from the secretary of the Birmingham and District 
Industrial Safety Group. 

World Federation for Mental Health 
The articles ot association of the World Federation for Mental 
Health, which was set up in London in August, 1948, have now been 
minted. The aims of the Federation include the promotion of 
mental health among all peoples, and of research to that end> 
Members of the Federation are national mental health organizations. 
The president is Dr. J. R. Rees, and the honorary secretary Dr. 
Kenneth Soddy. 

Fund for Dr. 3, R. Rees 

Dr. J. R. Rees, President of the World Federation for Mental 
Health, has been voted £1,250 by the New York International Com- 
mittee for Mental Hygiene for " courageous and inspiring leadership 
in promoting mental health and good relations among individuals, 
groups, and nations." 

Wills 

Professor John Kay Jamieson, of Trinity College, Dublin, and the 
University of Leeds, left £12,790. Dr Thomas Henry Barker, chair- 
man of the Board of Management of Southport General Infirmary, 
left £18,139. Dr. John Cameron, of Fortrose, left £11,298; Dr. 
Philip Meredith Roberts, Barlon-on-Sea, Hants, £33,874; and 
Dr. Arthur Harold Shepard, of Dogmersfield, Basingstoke, £30,344. 

COMING EVENTS 

Chadwick Lectures 

The following public lectures have been arranged by the Chadwick 
Trust (204, Abbey House, Westminster, London, SW.l): Tuesday, 
Jan. 18, 2.30 pm. ai 26, Portland Place, London, W., Dr. R. F. 
Bridgman (Paris), “ Health Services in France "; Tuesday, March 22, 
4.10 p m , at Westminster Medical School, 17, Horseferry Road, 
London, SW„ D / Helen M. M Mackay, “A Health Service for 
Childicn ” ; Tuesday, June 21, 2.30 p.m., at 26, Portland Place, 
London, W , Dr. Sibyl Homer, “ Evolution of Industrial Work for 
Women and Young Persons and its Effect on the National Health." 
Admission to the lectures is free. 

Medical Films 

The Scientific Film Association (34, Soho Square, London, W.l) 
has arranged the first of a series of monthly screenings of recent 
films to be given at the Medical Society of London, 11, Chandos 
Street, London, \V„ on Thursday, Jan. 20, at 6 p m. The films to be 
shown on this occasion will deal with the subject of paediatrics and 
will include "Your Children’s Sleep,” “ Progress Afoot,” “A Case 
of Sturge- Weber Syndrome,” “ Infant Care,” and “ Know Your 
Baby ” The screenings are organized primarily for the benefit of 
teachers of medicine, 

Education for Family Life 

The British Social Hygiene Council will hold a discussion on 
” Education for Family Life " at the Planding Centre, 28, King 
Street, Covcm Garden, London, W C.2, on Jan 26, 1949, at 6.15 p.m. 
Mrs Eva Hubback, Principal of Morlcy College, and chairman of 
the Education Committee of the L C.C., will be in the chair, and 
Dr. Letitia Tairfield, Dr. Ethel Dukes, and Mr. Geoffrey Martin will 
take par Ample time will be allowed for discussion. Information 
and tickets (price Is ) can be obtained at the door or from the 
Pbnnine Centre. 

Nursing Conference 

The Rovel College of Nursing will hold a conference, “Health 
.'"'d S cU-csv," from Jan. 31 to Feb. 2, 1949. Discussion will centre 
r cur'd wa>s of achieving a closer unity between preventive and 
cv-'t've ru-v.'-g m the light of Dr. John Cohen’s minority report 
on 1*-' rrcru'ttrem and training of nurses. 


Association of Whole-time Salaried Specialists 

A meeting open to all whole-time salaried specialists, whether 
members of the Association of Whole-time Salaried Specialists or 
not, to discuss matters of common interest particularly in con- 
nexion with the National Health Service, will be held at the Royal 
College of Surgeons of England, Lincoln’s Inn Fields, London, W.C., 
on Friday, Jan. 28, at 4 p.m., with Dr. Horace Joules, President 
of the Association, in the chair. Tea will be served from 3.45 p.m. 

Oxford Graduates Medical Club 

The Oxford Graduates Medical Club dinner will be held at the 
Royal Coll.ege of Surgeons of England, Lincoln’s Inn Fields, London, 
W.C., on Friday, Feb. 18, 1949, at 7 p.m. for 7.30 p.m. The cost is 
26s., inclusive of drinks with the meal. Dinner jackets will be worn. 
All Oxford graduates who are medically qualified are members of the 
club. All who wish to attend should communicate with the honorary 
secretary, Mr. E. G. Tuckwell, F.R.C.S., 73, Harley Street, London. 
W.L 

The Association of Surgeons 

The annual meeting of the Association of Surgeons of Great 
Britain and Ireland will be held in Dublin on May 26-28. The pro- 
visional arrangements are as follows: Thursday, May 26.— Business 
meeting. Discussion on “Surgical Ritual,” ( opened by Sir Hugh 
Cairns, Sir Reginald Watson-Jones, Mr. Julian Taylor, Mr. F. Gill, 
Mr. D. M. Douglas. Friday, May 27. — Discussion on “The Use 
and Abuse of Streptomycin ” (speakers to be announced later). 
Saturday, May 28. — Discussion on “The End Results and Treat- 
ment of Injuries to Peripheral Nerves,” opened by Mr. H. J. Seddon 
(other speakers to be announced later). Fellows and Associate 
Fellows are invited to submit the titles and precis of short papers 
they wish to read at the annual meeting to the honorary secretary 
by the end of January. Those requiring accommodation in Dublin 
should apply as soon as possible to Hew'ett’s Travel Agency, Hewett’s 
Comer, D’Olier Street, Dublin. The agency is also prepared to 
make travel arrangements. 


SOCIETIES AND LECTURES 

Saturday 

London Association of the Medical Women’s Federation. — At 
Royal Free Hospital, Gray’s Inn Road, London, W.C., Jan. 15, 
3 p.m. Clinical meeting. 

Monday 

Hunterian Society.— At the Mansion House, London, E.C., 
Jan. 17, 8.30 p.m. “ The Founding and Influence of a School of 
Surgery." Hunterian Lecture by Dr. John M. Finney, junr. 
(Baltimore). 

Tuesday 

Chadwick Trust.— At 26, Portland Place, London, W., Jan. 18, 
2.30 p.m. “ Health Services in France," Chadwick Public Lecture 
by Dr. R F. Bridgman (Paris). 

Institute of Dfrmatolooy, 5, Lisle Street, Leicester Square, 
London, W.C. — Jan. 18, 5 p.m. " Principles and Practice of Treat- 
ment," by Dr. R. M. B. MacKenna. 

Institute of Urology.— At St. Paul’s Hospital, Endell Street, 
London, W.C., Jan. 18, 11 a.m. "Systemic Gonorrhoea," by Dr. 
A H Harkness, 

Royal Photographic Society, 16, Prince’s Gate, London, S.W.— 
Jan. 18, 7 p.m. "Some Observations on American Medical Photo- 
graphy" by Dr. Peter Hansell. 

Society of Chemical Industry: Fine Chfmicals Group. — Ai 
King’s College (Large Anatomy Lecture Theatre), Strand, London, 
W C., Jan. 18, 7 p.m. ” The Approach to the Chemotherapy oi 
Tuberculosis." discussion to be opened by Dr. 'James Walker, 
D Sc., and Dr. P. M. D’Arcy Hart, F.R.C.P. 

University College London.— At Physiology Theatre, Gowei 
Street, London, W.C., Jan. 18, 5.15 p.m. " Blood and Circulation,'' 
by Dr. E. A. Underwood. 

Wednesday 

Harveian Society of London.— Ai 26, Poriland Place, London, W„ 
Jan. 19, 8 15 p.m. Annua! general meeting. "A History o) 
Surgery." Presidential Address by Mr. E. G. Muir. 

Institute of Laryngology and Otology, 330-2, Gray’s Inn Road, 
London, WC. — Jan. 19, 3.30 p.m. "The Larynx. Organic 
Nervous A flections of the Larynx. Laryngeal Paralysis. Treatmem 
— Educational and Operative,” by Mr. V E. Negus. 

Institute op Urology.— At St. Paul’s Hospital, Endell Street, 
London, W.C., Jan. 19, 11 a.m, “ Treatment of Gonorrhoea ana 
Complications," by Dr. A. H. Harkness. 

Thursday 

British Institute of Radiology, 32, Wclbcck Street, London, W.— 
Jan. 20, 8.15 p.m. Discussion: "The Problems of Dosage it 
Heterogeneous Media ” 

Durhvm University: Department of Surcpry.— At Royal Victoria 
Infirmary;, Newcastle-upon-Tyne, Jan. 20, 5 p.m. ” Physiology ant, 
Surgery.' Fourth Rutherford Morison Lecture by Sir Henry 
Dale, F.R.S. 
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ETHINYL (ESTRADIOL B.D.H. 

An Orally Active Derivative of 
the Natural (Estrogen, (Estradiol 

Ethinyl ccstradiol is unique in that it is a simple derivative of the natural ovarian hormone 
which is highly active v. hen administered orally. It is now available for clinical use as 
‘ Estigyn 

Ethinyl ccstradiol is remarkable for its high potency and dosage should be the lowest which 
produces the desired therapeutic effect. Manifestations of overdosage are more likely than 
symptoms of toxicitv 

Toxic reactions, s.u.. a' headache, nausea and vomiting, are rare following the administra- 
tion of ‘ Estigtn ' and are most unlikely after the usual therapeutic doses. ‘ Estigyn ' is 
issued in r -t>!et, co- ung o 05 mg., each tablet scored for convenience in giving doses of 
0.025 mg v nei. ’ 1 _ are required Literature and trial sample are available on request. 
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This new Parke-Davis preparation represents an important 
advance in the administration of vitamins. _ In “Abidec” 
Drops it is now possible to give six essential vit amin s, of both 
“water-soluble” and “fat-soluble” groups, in a stable, 
non-oily and non-alcobolic solution. 

The ready miscibility and small dosage of “Abidec” 
Drops enable them to be added (0 infants’ and children’s 
food, either solid or liquid, without appreciably alfering either 
taste or appearance; or the dose may be dropped directly on 
to the tongue with little risk of nausea. 

M Abidec ” Drops contain in each 10 minim adult dose : — 
Vitamin A . . 5.000 Int. units Vitamm B, (Ribo- 

Vitamin D . 1 ,000 Int. units Favin*) .. .. 0 4osa. 

Vitamin B, (Ancunne Nicotinamide _ 5 tnsm. 
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of Vitamins and Minerals 

All restricted diets call for special care to guard against limitation of essential 
nutrients. Cases still, unfortunately, occur where patients on roughage-free diets 
become depleted of vitamin C and even develop signs of scurvy. < 

Specific deficiencies can be avoided by the use of the appropriate preparations 
of single vitamins or minerals, e.g., Ascorvel for vitamin C, Betavel for vitamin B,,- 
iron for hypochromic anaemia and so on — or, to prevent multiple deficiencies, 
a single supplement of vitamins and minerals such as Complevite may be employed. 

COMFEEVITE . 


vitamin A 
vitamin D 
vitamin. 


The recommended adult daily dose provides : 

A 2,000 i.u. I vitamin C 20 mg. 1 iodine ' 'j not less 

D 300 i.u. calc, phosph. 480 mg. ’ manganese s than 10 

B t 0.6 mg. \ ferr. sulph. exsic 204 mg. [ copper J p.p.m. each 

References :• — Full documentation may be obtained on application to Medical Dept . 50 . A. 
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Modelling Garment (picture No. 2 ). Then measurements arc 
taken over the supported figure, from which measurements the 
finished garments arc individually made (picture No. 3 ). The 
finished Spirella gives (control in an upward and backward 
direction in harmony with muscular action. Illustrations arc 
from tin-rctouclied photographs. 
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0'T'**ict'7ri id the Mimetic* of Health anJ Pcminrn tinder the National Health 
Service Act. X94&-, Con/Gcn. 85/4. 
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Hdtntj urgh Clinical Club — At BMA Scottish. Hou c e, 7, Drums- 
heugh Gardens, Edinburgh, Jan. 20, 8 pm "Stricture of the 
Oesophagus, b> Mr. A Logan. 

Institute of Urology —At St Pauls Hospital, Endell Street, 
London, V* C , Jan 20, 11am “ Infestations due to Tricho- 
monas Va^ malts, ’ b\ Dr \V N. Mascall 

Middlesex Couvn Medical Society — At Park Lane Health Centre, 
Tottenham, N , Jan 20, 3 pm. Meeting 

Royal Photographic Society of Great Britain’* Scientific and 
Technical Group, 16, Prince’s Gate, London, SW— Jan 20, 
7pm "The Kinephotonucrography of the Living Cell," b> Dr 
A. Hughes 

Royal Society of Tropical Medicine and Hygiene — A t 26, 
Portland Place. London, W , Jan 20, 7.30 pan " A Critical Review 
of Malignant Malnutrition ( Kwashiorkor) " by Dr. H C Trowel] 
A discussion will follow 

St. George's Hospital Medical School, H>de Park Comer, 
London, S \\ — At Large Lecture Theatre, Jan 20, 4 30 pm 
Lecture-demonstration • Psychiatry. 

Fridav 

British Institute or Radiology, 32, Welbeck Street, London, W — 
Jan. 21, S 15 pm “ Intracranial Aneurysms — a Correlation of 
Their Pathology with the Radiological Appearances " b\ Dr. R G 
Reid and Mr R Johnson 

Faculty’ of Radiologists — At Ro>al College of Surgeons, Lincoln’s 
Inn Fields. London, WC, Jan 21, 2 15 pm Diagnosis Section 
meeting "Radiological In\estigation of Pancreatic Disease" b> 
Dr. R. A Kemp Harper " The Vascularization of the Human 
Stomach and the Shunting Effect of Trauma " by Dr. A E 
Barclay and Professor F H Bentley 

London Chest Hospital, Victoria Park, E — Jan 21, 5 pan "Pam 
in the Chest " b> Dr "N S Plummer 

Royal Institute of Philosophy —At University Hal). 14, Gordon 
Square, London, \V C , Jan 21, 5 15pm " The Ethics oj Liberal- 
ism and the Ethics of Socialism," bv W B Gallie. M A 

Royal Medical Society. 7, Melbourne Place, Edinburgh —Jan 21, 
8pm “ Medical Research as an Ann in Life " bv Sir Henr> Dale 

West London Medico-Chirurgical Society— A t South Kcnsing on 
Hotel, 41, Queen’s Gate Terrace, London, S W . Jan *21, 7 15 p m 
for 7 30 pm Dinner meeting S 30 p.m “ American Medicine " 
by Professor John McMichael 

Saturday 

Biochemical Society — At British Postgraduate Medical School, 
Ducane Road, Hammersmith, London, W, Jan 22, 11 am. 
272nd Meeting 

British Association- of Allergists — At Unnennty College 
Hospital Medical School, University Street, London, W C. Jan 22. 
11 30 am and 2 15 pm Annual genera! meeting " Som° Bio- 
chemical Investigations on the Allergens of Household Dust" b\ 
Professor C. Rimington ** Some Immunological Aspect* ot 
Desensttization with Allergens of Household Dust ” by Dr Kate 
Maunsell. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Bcnlson. — On Dec 30. 1948. to Eileen (nee Arthur) wife of Ronald Bcmscn 
F R C.S a daughter 

Powell. — On Jan 3. 1949 at Milland Vicarace Liphook. Hants, to Leoncre 
(nfc Trench) and Denis Powell M A MB Ch B a second daughter 
Prentice. — On Dec 17. I94S at Colchester, the wife of Ian Prentice MC. 

M B . twms, a son and daughter 

MARRIAGES 

Crowell — Gunderson. — On Dec 24, 1948 in London Patrick L Crowell to 
EsJeen M Gunderson 

McGhee — Copeland. — On Dec 4 194S at Caxton Hall Westminster. London 
S W . David McGhee. M B , Ch D . Ph C . to Victoria Eug^rue Copeland, of 
BoJJmgton Cheshire 

Purdie — Roberts. — On Dec 18, 194S in London. Anthony W Purdie, M B , 
ChB. FRFPS. MRCOG, to Erica M G H Roberts B Sc . MB. 

B Ch , DObstRCOG 

DEATHS 

Addison. — On Jan 5. 1949 at St Mao’s. Isles of Sctll}. William Bracg 
Addison. M B . B Ch . ag-d 85 

Alexander. — On Jan 4 1949. at Kitlearn Hospital. John Cassels Alexander. 

M B . Ch B . formerly missionary at Itu. Calabar. Nigeria 
Bullen-T-On Dee 31. 1948 at YeUenon John }YcIpl} BylTen. MO, Colonel *. 
AMS. retired, aged 88 

- Falkner. — On Jan 7. 1949 at a Bournemouth nursing home, after a short 
illness Berk etc) Foote Falkner. L R C P AS I ard L.M . much loved husband 
of Annie Elizabeth, late of Woodleigh Vt\iao Park Swanagc, aged 81 
Gibson.— On Jan 5. 1949 as tre result of an air crash. Anne Gibson. M D Ed 
Passmore. — On Dec M. 1945 William Henr> Passmore. MRCi.LRCP. 

of Momacoit. Carshalton SurTcj. aged 76 
Phillips. — On Dec 25, 1948 at Bwlch Glas. Nestn North Wales George 
Phillips, M D Ed , aged 79 

Pnllin. — On Dec 25 194S at Rahere. Honilon Dcson Bmglcy Gibbes Pullm, 

M R C.S 

Raw. — On Dec 26 194S* at Alnmouth Northumberland. Stanley Raw. MD . 

F R C S Ed . ased 70 

Surma n. — On Dec 23 1 945. William Susman. M D-. of the Deparnent of 

Pathologj. Manchester Unncreitj. aged 53, 

Wilson.— On Dec ZS 1948 at Riser* de. 9 Trowlocfc Avenue. Tcddirtgton. 

_ Middlesex. Graham Lionel John Wilson. MRCS. LRCP. aged 84 
*Yocng. — On D*c. 28 1948 at Bedford. William John Young. MRCS. 

LRCP, of Bath House. Harston. Cambridge. ^iged 79 


Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all reletam details in their questions 
which should be ty pedf We publish here a selection of those 
questions and answers which seem to be of general interest 

“ Rapid ” Rat Test for Pregnancy 

Q . — A request for the Aschheim-Zondcl. reaction of a patient 
complaining of 7[ » eels' amenorrhoea, and whose physical 
signs uere compatible with early pregnancy , has been answered 
by this report ■ “Rat test weakly positne.” What is the breed 
of rat used, how is the test carried out, and what is the percent- 
age reliability 9 

A. — Many biological tests for pregnancy in which the rat is 
used as a test object are available, but that most likely to have 
given rise to this question is one introduced m recent years, 
often called the “rapid” rat test Here again several tech- 
niques are described. Tame female albino rats 21 to 30 days 
old are injected either subcutaneously or intrapentoneally with 
1 ml. of a first morning specimen of the urine under test. The 
animal is hilled two hours later and the ovaries are immediately 
exposed and examined If they are pale or pale pink the re- 
action is negative, but if one or both are fight to dark red it is 
positive In other words, the criterion is the degree of vascu- 
larity of the ovaries, and it will be appreciated that the accuracy 
of the test depends a good deal on the experience of the 
observer. It is stated that it is more reliable if two or three 
rats are used for each test, but with only one rat many workers 
still claim 95% accuracy. Further details of this type of test 
are given by U J Salmon and others (J elm Endocrinol.. 1942, 
2, 167), H. S. Kupperman and R. B Greenblatt (Sth. med. J.. 
Nashulle, 1946. 39. 158), and P H. Fried ( Amer . J. Obstet 
Gynec . 1947, 54. 689) 

Testosterone for Prostalic Enlargement 

Q. — (a) Is there reasonable eudence that berign enlargement 
of the prostate is reduced by administration of testosterone 
propionate 9 (b) Has prolonged administration of this drug 

an\ harmful effect 9 (c) If so, what is the safe maximum dose 
and oxer what period should it be gnen 9 

A. — Testosterone was originally suggested as a method of 
treatment for benign enlargement of the prostate, on the ground 
that such enlargement occurs in later life when the testicular 
secretion of testosterone is beginning to fail There have been 
many clinical reports of symptomatic improvement. However, 
a subcommittee of the Medical Research Council was unable 
to produce convincing evidence — at least in so far as objective 
data were concerned — that testosterone had such a beneficial 
effect. There is no evidence of any harmful effects of this 
substance given in therapeutic dosage over 3 long period in 
adults 

Pressure-cooker as Sterilizer 

Q. — Can a pressure-cooker be used for sterilizing small dress- 
ings 9 The working pressure is gixen as 15 lb. What would the 
method be? 

A. — The answer to both parts of this question depends on 
the design of the cooker. A pressure of 15 lb. (6 8 kg.) of 
steam will not ensure absolute sterility — although, of course, 
it will in any case destroy all pyogenic cocci and other non- 
sporogenous bacteria — if the steam is mixed with the whole 
of the air contained in the cooker when it is closed. For 
efficient operation there should therefore be a tap through 
which the contained air can be expelled by steam before the 
pressure is allowed to rise; alternatively, the cooker could be 
closed when the water is already boiling in it. but this might 
be difficult and liable to produce scalded finge'rs. Dressings so 
treated would be damp. Presumably it is not suggested that 
this proceeding should be resorted to except in an emergency. 
Apart from being possibly unsatisfactory for the reasons given, 
it is a waste of time when sterile dressings can so easily -be 
obtained commercially. 
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Russell Viper Venom , 

Q. — What is the explanation of the fact that, while the venom 
of the Russell viper is used as a source of thromboplastin in the 
estimation of prothrombin and as a haemostatic in haemo- 
philiacs, when it is injected by the snake itself it causes intense 
haemorrhage with constant oozing of blood from the punctures ? 

A. — It is true that Russell viper venom is an extremely 
powerful blood coagulant, but this action is most pronounced 
when the venom is diluted 1 in 1,000 or even 1 in 10,000. At 
higher concentrations there is an anticoagulant effect whioh out- 
weighs the clotting activity, and, moreover, the undiluted venom 
may quite rapidly dissolve any clots which form. The haemor- 
rhage from the site of injection of venom by the snake is there- 
fore probably due to this local proteolytic and anticoagulant 
effect where the venom is highly concentrated, and to the 
necrosis which results from capillary thrombosis and daniage 
to tissue cells produced by the venom as it spreads through 
the tissues. 

Vegetable Fats and Gall-stone Formation 

Q. — Is it safe to give jots of purely vegetable origin to persons 
with a gall-stone diathesis ? Is phytostcrol liable to fort't gall- 
stones if taken in any quantity ? 

A. — It is generally believed that vegetable sterols are not 
absorbed by mammals, although this is disputed. However, 
the amount of cholesterol excreted- in the bile is not related 
either to the concentration in the blood or to the amounts m 
the diet. There is therefore no reason to suppose that the 
amounts of vegetable sterols in the diet have any influence on 
the formation of gall-stones. 

Respiration at Birth 

Q. — Can you explain the mechanism by which a newborn 
infant's respiratory centre is stimulated to initiate breathing 
during normal labour ? 

A. — From the end of the first trimester of pregnancy the 
foetus in utcro can, and in certain circumstances does, 
exhibit movements of the chest wall and diaphragm similar 
to those of respiration. Post-natal respiration can therefore, 
to some extent, be considered a continuation of an intrauterine 
function which has appeared along with the development of the 
nervous and muscular systems. Several factors seem to play 
a part in the onset of breathing after birth, but probably the 
most significant are the oxygen and carbon-dioxide levels in the 
blood. It is still unknown whether an increase in the latter or 
9 decrease in the former is the more important, or whether both 
acf together in a cumulative way. There is, however, ah opti- 
mum concentration of these gases, and too little or too much of 
either hinders the onset of respiration. The physiological degree 
of asphyxia present at birth is a continuation of an intrauterine 
state, increased by the effect of uterine contractions on the 
placenta during labour, and ultimately brought to a hand by 
the spontaneous cessation of the circulation in the placenta and 
cord or by ligation of the cord. Incidentally the natural birth 
process may also favour post-natal respiration in that compres- 
sion of the chest wall, which is inevitable in the second stage, 
tends to squeeze out any liquor amnii from the trachea and 
bronchi. 

In addition to the chemical stimulus to the central nervous 
system other factors undoubtedly play an important, part in 
the onset of respiration, and among these are the numerous 
external stimuli to which the child is suddenly exposed. These 
include not only the sensation of cold and touch applied to 
the skin, but probably muscle and joint sensations. The face, 
particularly the area around the mouth and nose, is thought 
to be especially susceptible to external stimuli. It has also 
been suggested that a rise in blood pressure associated with 
cutting off the placental circulation may refiexly initiate respira- 
tion b> stimulating the aortic and carotid sinus mechanisms. 
This, hones er, has been shown not to be an essential factor, 
it is possible that the different tapes of respiration seen at 
kV.tV* iwr '-s \: rvw V' , \Yi^ £avp as opposed to a quiet rhyfnm 
are the re.ult of different mechanisms, the gasp implying 
s — . deranccment of the higher nerve centres, often due to 
i r.sxn. The whole problem is complicated, and for further 


details reference should be made to Researches in Pre-natal 
Life, by Sir Joseph Barcroft (Blackwell Scientific Publications, 
1946). Attention was drawn recently to the importance of Sir 
Joseph Barcroft’s work in this connexion by Dr. \V. N. Leak 
(.Journal. Oct. 30, 1948, p. 797). 

Neglected Cleft Palate 

Q . — A woman aged 30 has a large congenital cleft of the 
palate involving only the soft palate and uvula and affecting 
her speech. She is very nervous, and it is thought that her 
defect contributes largely to this state, (a) Would an opera- 
tive repair followed by speech training improve speech at this 
stage ? ( b ) Is it possible to construct a prosthesis to fill a defect 
so far back in the mouth, and would this, again followed by 
training, improve speech ? 

A. — In a neglected cleft of this kind the value of operation 
depends on several circumstances, local and general ; these 
include the width of the cleft at its posterior end (at the uvula), 
and the distance of this point from the posterior pharyngeal 
wall ; in general, operation is more justified for the intelligent 
patient, who will co-operate fully in later speech therapy. If 
‘Are pfitVrciu iterrs an tfperation, \ViVi ’«iVi vmgVi rruvAmg Vt. 

A prosthesis can always be constructed, but its efficiency depends 
on local conditions. It will never give normal speech, but with 
careful training it will usually confer some improvement. 

Retinitis Pigmentosa 

Q. — What vitamins should be pushed in the treatment of 
retinitis pigmentosa ? Please recommend a suitable dosage for 
a primigravida of 26 with this condition. 

A. — None. There is no rational basis for the use of any of 
the vitamins in retinitis pigmentosa. Some years ago the intra- 
muscular injection of vitamin A was much publicized, but 
without justification. 

Galvanism in Hemiplegia 

Q. — What is the value of the treatment of hemiplegia by o 
galvanic current passing between an anode on the parietal region 
and a cathode over the side of the neck ? It is claimed that this 
stimulates the cervical sympathetic ganglia and improves the 
terebral circulation, resulting in restoration of function. 1 shall 
be grateful for your opinion and references to literature. 

A. — There is no scientific basis for such a form of treatment. 
Krusen (Physical Medicine, Saunders, Philadelphia, 1944) states. 
“ It was claimed that the current from the negative pole pro- 
duces a * stimulating * effect on the tissues beneath the electrode. 
Recent reports indicate that this is untrue.” Similarly Kovacs 
(Light and Electrotherapy, Kimpton, London, 1945) points out 
that there is no good evidence that the cathode has any more 
stimulating effect than the anode. If the cervical ganglia were 
stimulated by this means it is open to question whether the effect 
would be beneficial. Vasoconstriction would result and the 
cerebral circulation might be further impaired 

, NOTES AND COMMENTS 

Invalid Tricycle Association. — This is a non-profit-making organiza- 
tion which was founded in January, 1948, to help disabled people 
who use invalid carriages. It puts members in touch with each 
other, advises them on touring in this country and abroad, helps 
them with any problems of maintaining and insuring invalid tricycles, 
and runs a quarterly magazine called the Magic Carpet . Information 
may be obtained from the honorary secretary, Mr. Robert Lee, 18. 
Kings Drive, Edgwarc, Middlesex. 
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A LARGER MILEAGE FUND 

The Ministry has responded to the General Medical Senices 
Committee's urgent representations on behalf of rural practi- 
tioners made at a meeting on Dec. 22, 1948. The Mileage Fund, 
now standing at £1,300,000 per annum, has been raised to 
£2,000,000 per annum, an increase of rather more than 50%, 
the increased fund to operate as from July 5, 1948. Of the 
£700,000 increase £200,000 comes from the Special Inducement 
Fond and £500,000 is new money provided for the purpose. 
The new mileage fund of £2,000,000 will cover rural mileage 
generally and mileage for rural practitioners undertaking 
maternity under the official scheme. 

Betterment 

It had been intended to await the establishment of the Whitley 
machinery before pressing the profession’s claim for a better- 
ment factor bearing some relation to the fact of changed money 
values But, in view of the delays m establishing Whillev 
machinery through the difficulties raised b> local authorities in 
their particular field, it has been decided to press for an improved 
betterment factor forthwith The new!} created Joint Com- 
mittee of Consultants and Specialists will co operate with the 
General Medical Sen ices Committee in presenting a case to 
the Ministry # 

An expert’s up-to-date report has been obtained which shows 
that, if 100 is taken as the professional classes’ cost-of-living 
figure in 1938, the appropriate figure for to-dav is 185 A sum- 
mary’ of this report will be published in these columns next 
week When the Ministry laid down the figure bf 20 for better- 
ment, the professional cost-of-li\ mg figure, m relation to 100, 
was 150 The margin between 150 and 185 represents the 
increased cost-of-livmg for the professional classes between 1946 
and 1948 These figures speak for themselves The Ministry 
has been asked to receive a joint deputation from the two 
Committees on the subject 

Graduated Capitation Fee 

It was suggested in a recent letter that the only satisfactory 
way to deal with the insufficiency of remuneration of those with 
smaller lists would be by a s>stem involving a graduated capita- 
tion fee, with a higher capitation fee for, say, the first 1,000 
patients, and a falling capitation fee as the number rises 
It may be useful to examine the pros and cons of this kind of 
proposal, taking as an example the figure of 1,000, though the 
figure might be larger or smaller 

The idea can be examined quite apart from the size of the 
capitation fee or, better still, on the assumption that a satis- 
factory capitation for the maximum list is paid The higher 
capitation fee for the first 1.000 would be balanced by a lower 
capitation fee for the last 1,000, tlie average for the maximum 
list being the agreed average capitation fee It seems likelv — 
the mvestications now proceeding will confirm or refute it — 
that a substantial part of the hardship now being experienced 
is falling on those with smaller lists It may well prove that it 
is at this end of the scale that Spens is least applied It is 
certain!} true that in rural areas generally the lists are too 
small to secure an adequate remuneration — a position which 
wall be ameliorated to some extent b> the increase m the mileage 
fund 

Is the tapenng s>stem open to objection on principle ? When 
it first appeared in the Willmk White Paper we criticized it 
'on the ground that it was an illustration of a commercial practice 


of a penny each or three for tuppence One of the cnticismv 
o f the universal basic salary proposal was that it led to a tapering 
capitation fee position Nevertheless, it has been suggested that 
it may be useful while we are awaiting the results of the Spcn« 
inquiries to examine such a proposal without prejudice 

What are the reason* for smaller lists ? They may be due, as in 
rural areas, to relative sparsity of population Thcv may be due 
to a higher-than-average ratio of doctors to population, this, in 
turn, being due lo other causes In the case of an individual p-ac 
titioner not m such an area the smaller h*t may be due to his 
own decision, to ihe thoroughness or slowness with which he prefers 
to work, or to simple failure to attract pauents to himself The 
proposal to make higher than average the rate of remuneration for, 
say, the first 1,000 or 2,000 patients, with a corresponding reduc- 
tion for additional patients, would presumably be generally applied 
This would mean thai practitioners in aU the groups just described 
would benefit Would that be fair. 9 Wherever, b> the circumstances 
of the area, it is impossible for practitioners to have higher than 
average lists, the result would certainly be fair Whether it would be 
equall} fair in ihe case of the practitioner who tust does not attract 
patients to himself, or who deliberately restricts his hs\ is open to 
discussion, though it might be argued that the over all result would 
be no less satisfactory than the uniform capitation fee system 

Such a tapenng arrangement might, one supposes, encourage volun- 
tary limitation of lists It would raise the average rate of pavment 
per patient for the smaller lists without interfering with'the existence 
of or the remuneration for larger lists It would meet the point that 
the ratio of expenses lo receipts is likely to be higher m the smaller 
practice than in the larger one It would probably make i f poisib T e 
to abolish basic salary and the inducement fund — except in excep- 
tional cases such as the Highlands and Isles The Mileage Fund 
arrangements — with a large fund— would continue in operation It 
would probably be preferred to the universal basic salary as a way of 
securing the application of Spens to practitioners with smaller lists. 
Though it may be difficult to justify on grounds of principle a method 
to which the Association has in the past been opposed — namely, the 
application to medical remuneration, of the ’dea of reduction for 
quantity — what can be agreed is that, file other ways of solving 
our current problems, it is a method which should be consideicd 

Theoreticall} another pcssibilit} is an increased capitation fee for 
the second thousand on the list or for die thousand between 1,500 
and 2,500 

Perhaps correspondents to the^e columns would discuss this and 
other ways of solving this particular aspect of the remuneration 
problem 

Voluntary Levy 

Should the expenses of local medical committees be paid from 
national funds or from local medical pools 9 This was a 
question which came before the last Conference of Local Medical 
Committees At first sight it might appear that a good case 
exists for asking the State to pa> But the State does not pay 
without exercising control in proportion to what it pays, and 
it would no doubt want to supervise the payments made and 
possibly the staff appointments also The Conference came 
down strongly in favour of a continuance of the system of 
Insurance Acts date binder which the expenses of local medical 
committees are met by the practitioners themselves Only in 
this way can the freedom of local medical committees to conduct 
their own affairs in their own way be retained 

The sum of money is iri ordinary cases relatively small, but 
a special problem does exist in such sparsely populated areas 
as Northern Scotland, where the cost incurred fay local medical 
committees for the travelling and subsistence expenses of its 
members in attending meetings is proportionaie!* very high. 
Rather than depan from the principle, the Conference asked 
the General Medical Services Committee to look into this as a 
special problem and to find a solution. 
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SPECIALISTS’ FINAL CONTRACTS 

The Joint Committee of Consultants and Specialists discussed 
with the Ministry of Health on Jan. 7 the Ministry’s proposals 
for the final contracts for consultants and specialists udder the 
National Health Service. Further discussions will take place. 

SCOTTISH ASSISTANTS TRAINING SCHEME 

NO MINIMUM LIMIT 

The arrangements made for the Training of Assistants Scheme 
under the Scottish Act differs in certain respects from the 
English Scheme described in the Supplement of Oct. 30, 1948 
( p . 149). The Department of Health for Scotland has agreed, 
in consultation with the General Practice Subcommittee of the 
Scottish Negotiating Committee, that to limit the application of 
VnVs scheme to practices oi 2,Wd and over wouid, in 'jcoferid 
at any rate, very probably preclude from participation in the 
scheme a number of rural practitioners who would be eminently 
suitable as trainers of young general practitioners. Each appli- 
cation will therefore be considered on its merits regardless of 
the number on the lisCof the applicant. 

Selection will not be as in England by local medical com- 
mittees, but on a regional basis by a committee 'representative 
of the local medical committees in the region, as well as consul- 
tants probably selected front a panel to be nominated by the 
regional consultants and specialists (including hospitals) com- 
mittees, and one representative of the university of the region. 

TRAINEE ASSISTANT SCHEME 

Local medical committees are having difficulty in considering 
claims put forward by practitioners for the employment of 
trainee assistants. A number of points require clarification, 
and discussions have taken place with the Ministry in the hope 
that a further circular can be issued setting out some general 
lines on which applications should be judged. 

CONFIDENTIAL TREATMENT OF V.E>. 

r> 

The Minister of "Health has made regulations to maintain the 
principle that information about people attending venereal 
disease treatment centres shall be treated as confidential 
(S.I. 1948, No. 2517). This principle was originally contained 
in the Public Health (Venereal Diseases) Regulations, 1916, 
which were revoked by the National Health Service Act- The 
Ministry states that the reasons for singling out venereal diseases 
in particular for statutory regulations are essentially psycho- 
logical, for the real safeguard lies in the normal confidential 
relationship between doctor and patient. The records of all 
patients, whatever they may be suffering from, should be 
treated as strictly confidential in the sense that the condition 
of individual patients should not be disclosed without their 
consent. 


PRIORITY MILK FOR SICK CHILDREN 

On the recommendation of bis medical advisers, the Minister 
of Food has arranged for the medical certificates recommend- 
ing priority allowances of milk for sick children temporarily 
absent from school to be valid for a period of four weeks instead 
of one week as at present. 


NO MORE FLAG DAYS 

HOSPITAL APPEALS FORBIDDEN 

u n l S,er ° f has announced that since hospitals i 

me N.H.S. are no longer dependent on voluntary financial hel 
tor normal needs he regards it as improper for them to appet 
_ w , s ' there is no objection to their accepting gifts < 
money trorn independent bodies or people, but the followin 
vOmw • oud cease: Advertisements in the Press or els( 
r (existing posters should be removed). Requests to ind 


vidual subscribers by letter or otherwise. Placing of collection 
boxes in railway stations, public houses, etc. Requests to 
patients for donations ; contributory schemes conducted by the 
hospitals themselves. Radio appeals, flag days, bazaars, fetes, 
etc. Employment of hospital staff in collecting voluntary funds 
(there can be no objection to staff giving their own time to 
outside voluntary efforts, such as Alexandra Rose Day, but the 
,use of uniformed nurses for this purpose should cease). 


WINCHESTER MEMORANDUM 

At a recent meeting of the Organization Committee representa- 
tives of the Winchester Division who had come up to London 
at the invitation of the Committee explained the proposals 
contained in their Memorandum. (The Winchester Division 
tas iVnce issued a 7Cvm-u Memorandum .) 

The Winchester Memorandum has been circuited to all 
Divisions and Branches and has aroused much interest. It 
criticizes the present constitution of the central Council and 
calls for the election of a larger proportion of members by 
direct vote, the aim being to secure a closer link between 
members of Council and constituencies they represent. The 
Memorandum also expresses the view that new methods should 
be found to cope with the burden of work at Representative 
Meetings and makes certain suggestions for dealing with this 
and other problems. That there is widespread agreement with 
the aims of the Memorandum, though not necessarily of the 
methods proposed, was shown by a carefully prepared and 
detailed analysis of the comments and views of other Divisions 
drawn up by the secretary of the Winchester Division. 

The Organization Committee has also considered resolutions 
and suggestions from other sources, and in the near future will 
submit to the Council suggestions for dealing with the problems 
raised. In due course the Council’s own proposals will be 
published, and opportunity will thus arise for full discussion 
both in the Divisions and by the Representative Body. 


HEARD AT HEADQUARTERS 


Wide Spectacles 

A correspondent complained in these columns last week (p. 17) 
that spectacles for eyes whose pupil distance exceeds 70 mm. 
are not obtainable through the N.H.S. This is incorrect, though 
the procedure by which they are obtained is rather tortuous. 
After the patient has got the appropriate form from his GJP. , 
and had his eyes examined he presents the prescription to a/ 
dispensing optician. If the pupil distance is 68 mm. or less, well 
and good ; if it is greater, N.H.S. spectacles can be obtained 
only through the hospital service. However, we are told that 
some opticians are sparing the tempers of these unfortunate 
people by accepting prescriptions for spectacles for wide-set 
eyes and meeting the extra cost themselves from the ordinary 
dispensing fees. 


The Association’s Founder 

It is just a hundred years ago — in 1849 — that the founder 
of the Association, Charles Hastings, became its President. He 
had been Chairman of Council ever since the Association was 
formed 17 years earlier and was to remain Chairman for 16 
years more, but he was President for only one year, 1849-50, 
when the Association returned for its annual meeting to its 
native Worcester. It was in the year of his presidency that 
he was knighted. There have been six other instances of the 
Chairman of Council becoming President, though only one of 
them in this century — Mr. Souttar being elected Chairman of 
Council in 1939 and subsequently becoming President. There 
have been two 'instances in the history of the Association of a, 
man holding all three offices, of President, Chairman of Council, 
and Treasurer. 
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The School Medical Senjee 

It was interesting to hear the head mistress of the Accrington 
high School for Girls state at a health education symposium 
arranged recent!) b> the Ling Ph)sical Education Association 
that the “ Charter for Health " prepared by the British Medical 
Association was being used in her school as a ‘ textbook ’ for 
health teaching A great deal of care was given to the Charter, 
and it might well form a framework for instruction in health 
One of the addresses in the s>mposium was given by Dr J L 
Dunlop, M O H , Hertfordshire, who discussed very franklv the 
limitations of the school medical sen ice He felt that now that 
a comprehensive medical sen'ice was available for evervbody 
the school medical service was likely to become more and more 
just a means of detecting children with defects, and not sen 
effective at that He would feel happier if he knew that in each 
school there was a teacher, or more than one teacher, charged 
with the definite responsibility of observing the performance of 
the children from the health point of view, so that the doctor 
coming to the school once a year or every six months could 
have the children who needed particular attention brought to 
his notice 

The Future of Nursing 

The Association’s Committee on Nursine, whose last report 
to the Council was highly praised, is continuing some useful 
i verk behtsd tl be scenes The proposals for sursmg legislation 
whichTt is considering and revising in the light of consultations 
are confidential The Committee is also considering the econ- 
omics of the emplovment of skilled nurses and the u«e of 
hospital facilities, and studying the economical use of nurses 
m industry These nurses are said to number about 4 000 — 
many more than before the war, but not so many as during 
the war years — and it is estimated that during the next five 
years at least another 5,000 nurses may be needed m this 
developing field The use of trained nurses m radiologv, in 
public health, and in mental health is also on the Committee’s 
agenda 


Questions Answered 


We publish here the ansners to a selection of questions that 
seem to be of general interest 

Engaging an Assistant 

Q. — / am taking a new assistant Should l notify the eiccu- 
tive council of his acceptance or should I leave it alone 7 
A. — The terms of service require that a practitioner shall 
not, except for a period of less than three months employ an 
assistant to attend v his patients without the consent of the 
executive council The terms of service also require that the 
name of any assistant should be potified by the practitioner to 
the executive council The responsibility for approving the 
employment of assistants rests on the shoulders of the local 
executive council The approval of the Medical Practices Com- 
mittee is not required to the employment of an assistant unless 
it is proposed to place the assistant’s name on the medical list 

Disposal of Superannuation Contributions 
Q . — Is the balance of the 6 % contributions for the super- 
annuation scheme plus 8 % contributions by the State paid to 
the doctor s estate if he dies shortly after recemng his pension 
and his u ife dies a year or two after him or predeceases him 7 
A. — No But in every case the doctor or his estate will re 
ceive in one form or another at least the equivalent of his own 
contributions to the superannuation scheme For example, a 
doctor who is entitled to no benefit or transfer value under the 
scheme receives back his own contributions with compound 
interest at 21% A doctor who is not entitled to a pension but 
who is entitled to a retiring allowance the amount of which is 
less than the amount of his contributions plus compound interest 
will have his retiring allowance increased by the amount of the 
deficiency In the case of a doctor who dies shortly after 
receiving his pension and retiring allowance, his legal personal 
representatives would become entitled to a death gratuitv, and 
his widow would receive a widow’s pension under the scheme 


If, while receiving the widow’s pension, his wife dies o- 
remarries and the aggregate amount of the pavments to her, to 
her husband, or to her husoands legal personal representatives 
by wav of pension, retiring allowarce, or death gratuitv is less 
than the amount of his own contributions with comcourd 
interest, the widow or her legal personal representatives would 
receive a sum equal to the deficiencv 


Correspondence 


Implementation of Spens 

Sir, — G eneral practitioners will welcome the Secretarv * 
report in the Supplement of Dec 25 (p 235) The report 
clarifies to a great extent the position with regard to the 
application of the Inter-Departmental Committee’s findings At 
the recent Conference of Local Medical Committees I asked if 
actuarial figures were available to show how the total sum avail 
able for general practitioner services measured up to the Spec* 
recommendations The Secretary’s report 'hows that we are 
receiving only the shadow for the substance The total sum 
available for general practitioner services falls far short of the 
Spens recommendations 

The Spens Report states tfiat, “having regard to Che conch 
tions of general practice, not only in the ace groups above 
40-49 but between 35 and 40 and even between 30 and 35 
doctors ought to receive substantial the same remuneration 
as between 40 and 49 for the same burden of practice ” It 
must be quite apparent from the Secretarv ’s report, even apply 
ing only the 55% and the disputed 20% to the 1939 figure 
that the total sum for general practitioner remuneration must be 
very substantial increased The 20% betterment ficure which 
the Government proposes does not “ have direct regard not only 
to estimates of change in the value of money but to increases 
which have taken place in incomes in other professions ” 

If we accept the Government ficure as a temporary basis of 
remuneration, 75% of general practitioners between 30and above 
to the age group 40-49 for the same burden of work should 
receive over £2 010 , 50% should receive over £2 613 , 25% over 
£3,216 , slightly less than 10% over £4 020 , and a small propor- 
tion at least £5 025 The Secretarv states ‘ that a betterment 
factor of one third applied to the gross income and of one-fifth 
to the net income in no way represents the change in monev 
value which has taken place ” Most of us wall bearhlv agree 
with this statement 

The total remuneration provided for general practitioner* 
under the NHS Act is approximately £45 million Can 
anyone seriously claim that the latter figure interprets the Spec* 
recommendations 7 If we take the Minister’s figure of popula 
tion at 47,750 000 and take 95 <, of this, we get 43,362,500 
At 1 8s per head this would produce a central fund o f 
£40 826,250 and after deducting £1 000 000 for mileage we are 
left with £39 826 250 On the assumption that 20 000 principals 
are taking part, the average payment is £1,991 6s 3d gross, if 
assistants are included this sum should be reduced accordingly 
This gives a net figure in the region of £1.327 10s lOd per 
doctor spread over the whole general practitioner service 

The Minister has frequently publicly asserted that pracUcally 
the whole population is availing itself of the pubhc service In 
Glasgow it is claimed that at SepL-30, 1948, onlv 14.381 out of 
a population of 1,093,580 were not on a doctor’s list. Even 
with a 4.000 list the Spens figure cannot be reached, and mort 
practitioners will' agree that this number is much too large 
for proper treatment Unless there is an immediate all-round 
increase in remuneration, based on a reasonable number of 
panents not only the Service but the doctors will break down 
Rural and suburban areas must have special consideration 
where relatively more time is required for visits There is 
ground for suspecting that the capitation fee has been based 
more on the inadequate N H I rate than on the Spens ReporL 

The committee recommended a net capitation fee of 15s 6d 
in terms of 1939 values, or 15s after deductions for mileage 
inducements, etc This represents over 22s 6dL on 1939 values 
and even if the Government betterment figure of 20% is applied 
the total is 27s On the basis of 45 million making use of the 
Service the total sum available for distribution should be 



24 Jan. 15, 1949 


CORRESPONDENCE 


SUPPLEMENT 7 o the 
British Mcdical Journal 


£60,750,000, with a further £2,062,500 for, inter alia, mileage 
grants and special payments. Pandora’s box has been opened 
and we are left with hope and charity. The humiliating basic 
salary should either be applied ipso jure or abolished. — 
I am, etc., 

, A. Smith Pool. 

Car Allowances for Whole-lime Specialists 

Sir, — We strongly endorse the views expressed by the 
Leicester group of whole-time specialists ( Supplement , Dec. 18, 
1948, p. 229). We too are whole-time specialists responsible 
for the treatment of approximately 50,000 accidents a year, with 
a high incidence of serious accidents referred to us by other 
hospitals. 

Our old board of management, in founding this new type of 
hospital for accidents in 1941, aimed at establishing an immedi- 
ate specialist service on a 24-lwur a day basis for all serious 
accidents. This board asked us to establish our homes as close 
to the hospital as possible, and to provide an efficient telephone 
service and quick transport facilities to the hospital. The last 
requirement meant the purchase and maintenance of a car, for 
public transport cannot adequately cover our emergency calls. 
The board recognized this, and a car allowance towards these 
expenses was given. The years of our experience confirm the 
correctness of this decision. 

Since July 5 we are informed that no car allowance other than 
6d. a mile for “emergency visits” will be allowed to us. This 
concession, in our experience, is entirely inadequate. For 
example, on our ,24-hour duty day we are responsible for all 
admissions. On that day we prefer to stay in the hospital until 
a late hour. Only then have accident admissions ceased and 
is it reasonably safe to go home ; by then, too, public trans- 
port has also ceased and our cars arc essential to take us on 
this journey. In order to qualify for “ emergency visits ” are 
we to quit the hospital, say, at six o’clock, knowing well that 
we will have to answer several emergency calls ? — a state of 
affairs which would sadly and unnecessarily affect our efficiency 
and indeed the very spirit of our service to our patients. Yet 
under present regulations we have no other alternative, for with- 
out an adequate car allowance we cannot afford to maintain our 
cars. Since July 5 we have continued to provide our emergency 
service in the old manner but at our own expense, believing 
that authority has not yet had time to examine the problem in 
detail. 

We are rather amused that our hospital is euphemistically 
considered to be “ our office,” that regulations then proceed to 
consider transport problems to “ our office ” on equal terms 
with those to any other office. Anything less like the accepted 
meaning of an office than a modern large accident hospital, 
with its urgent demands at all hours to its staff, is difficult to 
imagine. The term ceased to be amusing when we sought a 
measure of relief from our car expenses under Schedule E. 
The income tax inspector, when asked how we were to fulfil 
our duties to our patients at times when public transport was 
not available, replied, to use his own words, that “ he couldn’t 
care less.” We were not on duty, in his official view, until we 
actually reached “ our office,” and how we got there was not 
his affair. 

We feel, therefore, that these matters should be. brought to the 
notice of the Ministry and that any contract we may be asked 
to sign shall contain recognition that in such an emergency 
service a car is essential to our work. This can be done either 
m the form of an adequate annual allowance or by a clause 
recognizing the necessity of a car in order that an income tax 
rebate under Schedule E may be obtained.— We are, etc., 

William Gissane. p. Essex-Lopresti. 

E. Mervyn Evans. C. C. Jeffery. 

Ruscoe Clarke. j. s. Horn. 

Stewart H. Harrison. 

Birailnshom Accident Hospital. 

Remuneration 

Sir,— I wish to congratulate Dr, A. W. McHaffie on his letter 
published in the Supplement of Dec. 4 (p. 209). I do not, 
however, wish to congratulate the officials of the Scottish office 
of the B.M.A. on the statement made to the Press and pub- 
lished in the Glasgow Bulletin on Saturday, Dec. 4. The state- 


ment so far as I could make out implied fhat the Scottish 
Secretary thought that the doctors were merely grumbling 
because the quarterly cheques did not come up to standard. 
It was clearly stated by the Scottish Secretary that the doctors 
were multiplying the amount received by four and saying, “ Is 
that all we are going to get?" Well, may I ask what does 
the Scottish Secretary think we should do— multiply by 8 and 
subtract the number we first thought of and then divide by 2 
and hope for the best ? This is the help we are getting from 
the officials of the Scottish office of the B.M.A. 

I thought we were fighting for an all-round increase in 
remuneration, and the kind of statement published in the Press 
is only likely to convey to the public the idea that we are 
grumbling about nothing. The officials suggested that “the 
interim payments [made to account] would adjust themselves 
by the end of the financial year." So things have just to be 
left alone and they will adjust themselves. Isn’t that good 
helpful advice coming from B.M.A. officials in Edinburgh ? 
Just sit back and the capitation fee of 15s. 2d. will adjust itself 
by the end of the financial year ; the inadequate mileage will 
automatically adjust itself, and the basic salary will be sent to 
all who require it — just like that. I fear that the B.M.A. officials 
in Edinburgh could not possibly have read the last paragraph, 
column 2, p. 204, Supplement, Dec. 4, 1948. — 1 am, etc., 

Callender, Perthshire. E. C. M. MclLWRICK. 

V The Scottish Secretary writes: The statement to which 
Dr. McIKvrick objects referred only to the September payment, 
which was for a number of reasons much below a normal 
quarterly payment. Endeavour was made to explain some of 
the misapprehensions to which this incompleteness had given 
rise. No reference was made to the inadequacy of the capita- 
tion fee. As was explained in a personal letter to Dr. Mcll wrick 
on Nov. 8, the Association is already taking active steps towards 
overcoming the difficulties experienced by many rural practi- 
tioners since the inauguration of the new Service. These steps 
are aimed at securing a satisfactory increase both of the capita- 
tion fee and mileage payments. 

Appealing for Basic Salary 

Sir, — 1 have made my appeal for the basic salary and in 
doing so have given the local medical-committee sundry painful 
reasons for my request. The following letter from the execu- 
tive council arrived in due course: 

"I beg to- inform you that my Council after consultation with 
the Local Medical Committee have decided not to conscm to pay- 
ment to you of the fixed annual amount of £300. 

" If you wish to appeal you have a right to do so to the Minister 
of Health." 

That is all, absolutely all. No reasons given, just the above 
autocratic curt refusal — not even the season’s greetings — so 
brutal it might well have emanated from the Kremlin. Besides 
which, in order to make my appeal to the Minister more than 
just a gesture, I need the reasons for refusal. Surely I am 
entitled to know why my request has been turned down, or is 
this expecting too much from the executive council ? Perhaps 
I am being fussy and am merely unfortunate in my corre- 
spondents, but the council’s letter to my mind somehow carried 
a sting. ' Perhaps it was the lack of punctuation. — I am, etc., 

Thame, Oxon. E. GRANGER. 

Evening Surgeries 

Sir. — I w'ould like to hear the opinions of your readers on the 
cessation of evening surgeries. To my mind these are totally 
unnecessary. I would rather do three hours of consultations in 
the morning, leaving the rest of the day for visits without rush- 
ing back td a hurried meal and start again. I would get more 
time for leisure and study and' feel fitter for another day’s 
work. My surgeries are sadly depleted when a good film 
appears at a local cinema or a prize fight is being broadcast. 

I contend that these evenings are a waste of time. Patients 
for whom I prescribe medicines never see them until the follow- 
ing evening, when they come home from work. Most of them 
look tired and hungry and would be better off at home than 
sitting in a waiting-room. I never see children at night. Most 
patients require certificates only, which could easily be picked 
up, say, oil Saturday mornings. After holding a census of my 
evening surgeries I find they are made up of women with 
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domestic troubles— where 1 do not wish to interfere— younz 
boys and girls for tonics— who should go to a youth club— and 
one or two boils or abscesses — where the owners are unfit for 
work and could see me in the mornings. 

Abolishing evening surgeries would ease practice expenses 
both for the hard-pressed rural doctor and me. It would please 
the wife and the Ministers of Fuel and Power and Transport. 

1 feel that this is a question which should be seriously con- 
sidered. — I am, etc., 

London. N.13. VICTOR M. SEIFERT. 

Better Capitation Fee 

Sir. — T he doctors who are now so desperately anxious to 
limit the number of patients to 2,500 or less should remember 
that no one has more patients than he had before July 5 ; the 
only difference is that they are now State patients. The infer- 
ence, therefore;, is that these doctors are unwilling to give the 
patients the extra attention which they now demand. 

Whereas I heartily agree that 18s. per head is inadequate, it 
is dangerous to say with one voice we are not paid enough and 
with another to claim that the successful man, whether his 
success is due to his bedside manner or to his ability, should 
be paid less per head than at present, for that is what the scaling 
down of the capitation fees over a certain maximum number of 
patients amounts to. I would point out that the upper limit 
was agreed to by the profession, knowing full well what a vast 
amount of extra work would follow the introduction of the 
Health Service., To sum up, let us fight for the better capita- 
tion fee, so that a man with 2,000 patients can live comfortably, 
but let there be no brake on incentive and ability. — I am, etc., 
Newport Paenel), Bucks. A. A. Cl. V Y. 

A Call to Action 

Sir, — By a volte face and a snap plebiscite at a time when 
the profession was in a strong position the B.M.A. advised the 
profession to take service under the Rational Health scheme, 
although a majority of votes was against it. Now the Associa- 
tion can see what they have let the profession in for. So can 
those members whose apathy throughout was such a handicap. 

I hope they are feeling the pinch ! The fact that hundreds, if 
not thousands, of medical men' and their families are faced 
with stark insolvency is surely a matter for concern not only 
of the profession hut of the public, 

\Ve are dealing with a strike-minded Government who have 
prised their way to office by that method. Student nurses put 
up an exhibition which we all deplored, for the strike is an 
unthinkable weapon for use by the profession — whether nurses 
or doctors. But their action was understood by the Government 
and they got what they , wanted, to the prejudice of nursing 
sisters of long service. Remember that. 

The public must not be surprised if desperate men take 
desperate measures.' I feel that the time has come for some- 
thing to be done for our brethren who are in dire straits, and 
it must be done at once. The time for leisurely and intermin- 
able “ negotiations ” is past. If the Association can do no more 
to help than they have done in the past, other methods must 
be found. Are we going to stand by while so many are faced 
with ruin ? What about it ? — I am, etc., 

Brookwood, Surrey- i i- M. STANLEY TURNER. 

Rural Practice 

Sir, — The plight .of many rural practitioners is as acute as 
any abdominal emergency, and prompt action is urgently needed 
to relieve their unhappy condition. With incomes reduced by 
anything up to half their value before July 5, it will he impera- 
tive for them to take drastic action if the Minister does not 
soon do something to remedy the situation. Panel work before 
July 5 was in this district subsidized by fees from private 
patients, and the slight increase in the capitation rate in the new 
scheme does not nearly make up for the loss of private fees, 
which have now almost disappeared. 

Mileage rates must be sufficient to cover not only the heavy 
car expenses but also capitation fees lost by reason of smaller 
lists compared with urban districts. When it is necessary to 
cover 60 to 80 miles a day at least three or. four hours are 
spent' daily in travelling which might otherwise be spent actually 
seeing patients. Rents for outlying surgeries and heavier tele- 


phone costs are among other expenses that must be taken into 
consideration. It is also necessary to visit many patients in the 
country who might attend the surgery in a town, because of 
lack of public transport. 

We thoroughly agree with Dr. S. T. Pybus ( Supplement , 
Oct. 16. 1948, p. 143) that all who think as he does should write 
to the B.M.A. ^ We should like to add the urgent suggestion 
that the B.M.A.' should do all it can to find out as soon as 
possible how many are financially affected and are willing to 
resign, so that concerted action shall be taken without delay. 
If all with similar ideas would write to their B.M.A. Divisional 
secretaries the required information could be easily obtained.— 
We are, etc., 

G. G- M. Eoelsten. 

Winchester. F* G- LOUGEE. 

Sir, — M ay I, as a " truly rural doctor,” support all that 
has been written about our problems ? May I also add that 
in many sparsely populated areas some of us have only 1,000 
on our list. Further, these areas are often over-doctored, 
as in this area, by squatters who have not paid for any goodwill. 
Our chief source of income — our private practice — has almost 
ceased since July.- 

I also wish to raise a further point — namely, the case of 
those of us who were over 60 on July 5. We can earn no 
pension ; service in the N.H.l. (30 years in my case) counts for 
nothing ; vve are not allowed to serve 10 years and yet are told 
no age for retiring is fixed. Would it not be reasonable and 
fair to allow us a pension after 5 years' service under the new 
Service, or in the event of retirement forced by ill-health ? 

Some of us owing to ill-health have suffered heavy financial 
loss — locum fees, nursing-homes, etc. — so that we cannot afford 
to retire. For example, in my case I have had to buy two 
practices owing to ill-health at two years’ purchase and two 
houses, and at the age of 63 my overdraft is £3.500. There 
must be many worse off than I. Can we appeal to the B.MA 
to recognize our position and persuade the Minister to grant 
us a sufficient income for a doctor and his wife to be able to 
meet old age in comparative comfort — surely w-ell earned ? — 

I am, etc., 

Senexius. 

Obstetric Fees . 

Sir, — S urely there is a mistake in the answer under ” Ques- 
tions Answered” ( Supplement , Dec. 18, 1948, p. 228) regarding 
attendance at confinements ? According to my reading of the 
regulation, to qualify for the seven-guinea fee one must attend 
the mother and child during the puerperiura and give post-natal 
care of the mother including a pelvic examination at or about 
the sixth week. I think it only reasonable that the full fee 
should be paid, but I feel very doubtful if it would be if strict 
adherence to the regulation was made, and the question cannot 
be so easily answered as vou have done. — I am, etc., 

Famhsm. SurrcT. G. HUMPHREY WARD. 

V The answer given in the Supplement of Dec. 18, 1948. 
assumed that on discharge from hospital the patient received 
post-natal care and the prescribed pelvic examination from her 
own doctor. — E d., B.MJ. 

Payment by Patients 

Sir. — I t is quite clear now th3t an immediate improvement >n 
remuneration of the general practitioner must take place. Even 
in the relatively happy days of private practice the finances of 
the general practitioner were a source of constant anxiety to 
hank managers, throughout the country. To-day, with the rising 
cost of living, we are faced with a reduction in our standard of 
living out of proportion to that borne by any other section of 
the community. 

In order to make a last endeavour to maintain the personal 
relationship between practitioner and patient I suggest that the 
increase in remuneration be paid direct by the patient, either 
in the form of an additional yearly capitation fee, or preferably 
by a fee per visit, surgery- attendances being free from any 
additional charge. In this way the practitioner who prefers :o 
rive more detailed attention to a smaller number of patients 
would have his reward, while the practitioner who prefers the 
larger number of patients would perhaps need to make only very- 
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small additional charges. The patients would approve this 
scheme ; it would help to remove the bitterness which is so 
widespread in our ranks ; but what would be the attitude of the 
Minister ? — I am, etc., 

Huddersfield C. A. BARRETT. 


Representation of Non-teachers 

The following letter has been sent to the Chairman of the 
Negotiating Committee ( with a request to the Editor that it be 
published in the “ B.MJ. ”) in reply to a letter from the Chair- 
man relating to the continued existence of the Committee. 

Dear Dr. Dain, 

I thank you for your letter of Dec. 23 relating to the dis- 
banding of the Negotiating Committee, and I would like to 
express my gratitude to you for the immense trouble and care 
you have taken in presiding over this composite body that at 
times showed a certain centrifugal tendency. 

While I have endeavoured to uphold the legitimate interests 
of those whom I represented — i.e., the Association of the 
Honorary Staffs of the Major (Non-Undergraduate Teaching) 
Voluntary Hospitals of England and Wales — I hope that my 
contributions to the deliberations of the committee were of 
value in a wider field. 

For myself, having been a member appointed by the Council 
of the B.M.A. to represent non-teachers in the original Repre- 
sentative Committee in the time of Dr. Anderson's secretary- 
ship, and having served in the Negotiating Committee which 
followed it, my feelings are rather mixed. I have done my 
( share, and am glad of some relaxation ; on the other hand 
I am sorry to be out of touch with contemplated changes. 
Furthermore, I am profoundly disturbed at the composition 
of the present body which claims to speak for consultants and 
specialists. Of seventeen members I understand that only six 
—i.e., those nominated by the B.M.A. — can in any sense' be 
considered to have been elected democratically. 

When the non-teachers were asked to meet the Provincial 
Teachers at B.M.A. House with a view to forming the new 
Consultants and Specialists Committee of the B.M.A., we, the 
non-teachers, gave away the major representation granted in the 
draft document, wherein it was suggested that the non-teachers, 
forming as they do the majority of consultants and specialists, 
were to have representation bearing some relationship to their 
numbers, and in order to attain unity we agreed to equal repre- 
sentation with the minority formed by the teachers. We did so 
under the belief expressed to us in the most authoritative way 
that this committee would be the committee, subordinate to no 
other body, that would represent'the consultants and specialists 
in future negotiations. Its autonomy was stressed strongly. 

Within a few weeks, however, a joint committee was set up, 
and this autonomous representative consultants and specialists 
committee of the B.M.A. had been reduced to a minority in the 
new joint committee. And that as far as non-teachers are con- 
cerned, only two of the six B.M.A. representatives do not hold 
appointments in undergraduate teaching hospitals. 

We of the non-teaching hospitals have increasing reason to 
fear for our future, both as regards security of tenure as well 
as terms and conditions of service. Regional boards are more 
remote than boards of governors in relation to any particular 
consultant or specialist, who might have considerable difficulty 
in putting forward his case if he felt that he had been badly 
treated. 

The Association which I represented in the Negotiating Com- 
mittee is in process of reorganization to meet the new arrange- 
ments, and will continue to do its best to safeguard the interests 
of those employed by regional boards, and it is to me a matter 
of regret that, while other bodies such as the Colleges and 
Scottish Corporations are represented in the new joint com- 
mittee, this Association, representing such a very large pro- 
portion of consultants and specialists, should be no longer 
represented in future negotiations. 

In order that my constituents may be informed that they are 
no longer directly represented in the new body, I have asked 
the Editor of the B.MJ. if he will publish this letter. 

Yours sincerely, 

H. J. McCurrich. 


Payment for Work Done 

Sir, — We are unhappy doctors because we are attempting to 
work an unsatisfactory National Health Service under unsound 
conditions. • We are in it against the better judgment of the 
majority of us, for even the ill-starred second plebiscite showed 
a good majority still not in favour of the National Health 
Service. 

We ought never to have joined without having first secured 
sound and satisfactory conditions of work, but we suffered the 
cruel coercion of barefaced financial blackmail. The dentists 
had no such loss of capital value of practices to fear, and they 
held out against the Act after the appointed day. The result ? 
A golden haul for the dentists. 

There can be no satisfaction in work as arduous and 
responsible as medical practice until some relationship exists 
between work done and money received. The only result of 
continuing as at present is a steady and inevitable deteriora- 
tion in the quality of our service. I suggest that the time of 
polite waiting for the fulfilment of promises — e.g., the honest 
application of Spens — is over. I suggest that a quick and satis- 
factory solution to our problems can be achieved by a mass 
threat to resign from the Service. It is apparently the only 
language understood by the Minister: he understood similar 
language in 1946 so promptly that a capitation fee of 15s. 6d. 
was offered (when only 15s. was asked) ere ever the controversy 
reached the Press, so that even to-day the public does not 
realize how close to collapse was the N.H.I. in its last lap. 

We joined by July 5, thus establishing our right to claim 
compensation. Now let us threaten to resign unless our reason- 
able demands are met. We shall soon have nothing to lose. — 
1 am, etc., 

Bndporl. Dorset J* MAXWELL JONES. 

Payment for Services -Rendered 

Sir, — It is amazing that a profession trained in the art of 
scientific reasoning and the deduction of cause and effect should 
show itself so incapable of applying this training to political 
matters. The most striking example of this incapacity was the 
failure of the majority to appreciate the results which would 
flow from the introduction of a 100% “ free ” service instead 
of a 90% service with an income limit, as advocated by the 
minority. It should have been obvious to the lowest intelli- 
gence that if 100% of the population were compelled to contri- 
bute to National Insurance practically 100% would later seek 
to make use of it in the only way open to them, and whatever 
the Government may tell them to the contrary most people 
believe that their National Insurance contributions are paying 
for the “ free ” Health Service. 

The argument was used that, because free education was 
available to everybody but not used to any great extent by the 
middle and upper classes, in the same way the free health 
service would be scorned, and that these “higher income 
groups ” would remain private patients. A few moments’ 
thought should have made anyone realize that the two services 
were in no way similar: in education, those who prefer to pay 
are satisfied that, they are buying a superior type of education 
to that which is provided free by the State, whereas in the Health 
Service" the free service is to be the best possible, so why pay 
twice over ? Nevertheless, that this reaction was not antici- 
pated by the bulk of the profession was proved by the various 
votes which always went in favour of a 100% service. Those 
who attended “ group discussions ” in their divisions soon after 
the Beveridge Report came out will remember how impossible 
it was to persuade the majority that they were wrong. 

The result of this gross miscalculation is now to be seen in 
the plaintive letters from doctors in rural areas who find their 
high-class practices ruined and themselves rapidly approaching 
bankruptcy. How can it be otherwise if the people living at 
the Hall who never minded paying 25s. per visit have now 
joined the State Service and expect the same amount of attention 
for 18s. per annum ? 

What is to be the remedy ? I would suggest that many of 
the people in the “ higher income groups ” who have joined the 
Service have done so unwillingly, and would be only too glad 
to contract out of National Insurance with all its “ benefits ” if 
that were allowed. The tide of Socialism is receding, and there 
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are many signs of a reaction The time will come, perhaps 
soon, when we have a less theory -hound Government and one 
which may be glad to cut down national expenditure. Then 
will be the time to urge amendment of the National Insurance 
Act to allow* anyone paying over a certain amount in income 
tax to contract out of the whole sche c and •pw ;acto to 
"cease insurance” and become private patients again. It will 
surprise the Government to tind how mam people' will be glad 
to do so. One cannot believe that the principle of unwilling 
compulsion can prevail for lo..c on Brutsh sod". 

However, a more imniediat remed' is called for. and it 
should be realized forthwith th.t no cam, at, on swem of pay- 
ment covering the entire p, pcVion mr. e\^r work out fairly 
as between the different types ot practice It the capitation fee 
were raised to £10 per head, no doubt those with small, select, 
and very widespread practice, would fine tterselvcs no worse 
of: than before; but of .hose m crowded urban areas 

with a maximum list woidd _ ' iking t-i , **00 per annum gross 
— and I doubt whether an' . w? * ould suggest that he ought 
to compete with the heads . t e Real pr vision. 

In my view there sIa . . ’ a >ni t.l capitation fee for 
registration of a patient— -a - pet ui-.- This would be 
recognized as payment fc,- , ,11 ’airing j i it of the Service, 
and would perhaps cover t e bulk of pr.chce expenses. In 
addition there should be . u, fer each item of service per- 
formed. If this can be dc- f’r matermtv work and for dental 
fillings, etc., I see no rea- p .vfcv ,t could not be done for 
ordinary consultations and v.its. with a sliding scale for the 
latter fixed by the character . ‘ he district It would be a simple 
matter to fill up a small fo",.. at each attendance, which would 
he initialled by the patient, si •- wing the charge according to a 
fixed scale — e.g : visit + any n -cess try prescriptions and certifi- 
cates 7s. 6d. ; extra, for injec’ton of vaccine 3s. 6d. ; consultation 
at surgery 5s., and so on. The K unch of forms would have to he 
sent in to a pricing bureau in the district each week, just as the 
chemists send in the prescriptions, and this would find useful 
work for girls displaced from the petroleum office no longer 
required after the termination of petrol rationing. A check 
on unnecessary visiting could be devised and operated by the 
regional medical officers and executive committees, and an added 
deterrent could be provided by making the patient pay the first 
Is. of each fee, with exceptions for cases of unemployed and 
other forms of hardship. 1 hope this suggestion will receive 
careful consideration. — I am, etc.. 


Coventry. 


D. Murray Bladon. 


Estimate of Income 

Sir. — I n my letter ( Supplement , Dec. 25, 194S, p. 241) I gave 
figures to show that your assertion in the leading article in the 
Journal of Nov. 13 (p. 864) that “in an industrial country such 
as Britain the majority of general practitioners will receive the 
greater part of their income from what were formerly’ described 
as ‘panel patients’" had no foundation In fact, and that there- 
fore the inference drawn from it was unwarranted. Your 
comment (p. 241) that the total pre-war income of general 
practitioners was £28 millions was a mathematical computation 
by Professor Bradford Hill has no relevance to the very impor- 
tant point raised, and I can only suggest the obvious conclusion. 
— I am, etc., 

London. S.W.3. MORRIS CuTNER. 

Form a Trade Union 

Sir, — I have read every letter which has appeared in the 
Supplement since July 5, 1948. They make very depressing 
reading, and this section of the Journal has almost become an 
agony column. . 

Two recent letters, however, stand out by reason of their 
more comprehensive grasp of the problem involved. I refer 
tc the letters by Dr. R. E. Newman on remuneration (Supple- 
ment, Dec. 25, 1948, p. 239) and Dr. R.N. Deane’s masterly and 
mathematical-contribution (Jan. 1, p. 5) on remuneration and 
size of lists. I was especially interested in Dr. Deane’s conclu- 
sion in paragraph 8 of his letter that 1.500 patients was the 
maximum to which any general practitioner could decently 
attend. I myself reached an identical conclusion several years 
ago by pure trial and error. For some years I have limited 
my patients approximately to this figure and find that I work 60 


hours a week, even with very generous secretarial help, and thai 
this is all the work I feel 1 can adequately do. I agree with 
Dr. Deane that as the patients under one’s care exceed this 
figure the quality of one’s work must deteriorate. To attend 
2,500 patients is not medicine ; to attend 4,000 is sheer 
tomfoolery. 

I did not join the National Health Service on principle. To 
nationalize the family doctor is a catastrophe whatever argu- 
ment there may be for the nationalization of hospital and other 
medical services. It is bad for the patient, bad for the doctor, 
and bad for the practice of medicine. Alas, like Esau of old, 
the medical profession has recently sold its heritage for a mess 
of pottage (security) and must now take the consequences. In 
my opinion the whole matter is irremediable, irreparable, and 
irreversible. 

The best that can now be done is for the medical profession 
to accept the situation and quickly set about the formation of 
a trade union with power to strike and power to deal with 
blacklegs ; to drive an increasingly hard bargain with the com- 
munity, through its Government, for better pay and better 
conditions, as is now being done by most sections of the com- 
munity. I admit that this would be a tragedy, but no greater 
tragedy than that which befell the profession on July 5. — I 
am, etc., 

furies . Suites’. C. E. TaVLOR. 

Salaries of Tuberculosis Officers 

Sir. — The claims of general practitioners for satisfactory rates 
of pay have been ably expressed in recent weeks, and the full 
ss’eight of the B.M.A. is behind them. Last week we leamt 
that strong measures are also being taken to ensure that the 
needs of public health officers for a salary scale in line with 
present requirements are not to be ignored. May I now write 
on behalf of tuberculosis officers ? 

Until July 5 the salaries of T.O.S were related to public 
health salaries. Now T.O.S are mainly in the service of hospital 
regional boards. Details of future status are still unknown, but 
alarming rumours are current to the effect that most T.O.s will 
not be given specialist status, even although they may have been 
holding posts of clinical responsibility under their local authori- 
ties. These rumours are strengthened by the fact that in almost 
all recent advertisements for tuberculosis physicians the posts 
arc classed “Assistant Chest Physicians” and carry a salary 
equal approximately to that which most T.O.S now get and 
which is generally regarded as inadequate. 

A policy which placed most T.O.S in the category of 
” assistant ” would effectually he in contradiction to the Spens 
Report, which stated that all specialties were to be regarded 
as of equal status. More important, the policy would cause 
such resentment as to' interfere with the proper development of 
the tuberculosis service and the encouragement of future recruits. 

.1 hope that these rumours are not founded on fact and that 
there is no intention of relegating tuberculosis work to an 
inferior status. I should welcome, of course, official comment 
and that of colleagues. 

Finally, may I ask that, if one’s worst fears are substantiated, 
tuberculosis officers should get the same support that other 
groups of the profession are obtaining ? — I am, etc., 

Welwyn Garden City. Hens. B. C< . X 

Dictatorial Action 

Sir, — I am forwarding a copy of a letter received from the 
Executive Council for Cheshire in reply to my application for 
basic salary. I have forwarded a copy of the letter to the 
Minister of Health, etc. 

“ Your claim for the payment of the basic salary at the rate of 
£300 per annum for the quarter ending Dec. 31, 194S, has been duiv 
considered by the Executive Council after consultation with the 
Cheshire Local Medical Committee and after submission to the Joint 
Consultative Medical Committee. 

“The Executive Council resolved that your application be dis- 
allowed on the grounds that you failed to submit the requisite infor- 
mation upon which to enable the Council to arrive at a considered 
decision .” 

It will be noted that requisite information was not requested 
by the executive council prior to refusing my application for 
basic salary- If this dictatorial action is typical of the State- 
medical service, how can doctors be expected to co-operate in 
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making it a success ? As a member of the B.M.A. I demand 
that action be taken, and the widest publicity given to this case. 
— I am, etc., 

Mcols, Cheshire. E. S. A. ASHE. 

Marriage Allowances for Medical Officers 

Sir, — N o one affected by the Government’s decision to 
increase the taxable allowances of serving officers other than 
those on a temporary engagement will fail to realize that this 
differential treatment is in fact a financial inducement to con- 
scripted medical and dental officers to apply for permanent 
commissions in the Services. Dr. E. J. Trimmer ( Supplement , 
fan. 1, p. 8) suggests that this is unjust. t 

It would appear, however, that it is perfectly reasonable for 
an employer to pay more to a member of his staff on a volun- 
tary long-term contract than to a conscripted locum. Where an 
injustice was committed was in the Government’s deciding to 
ignore the fact that the high cost of living applies to both 
permanent and temporary officers’ families for fear of falling 
into the trade union heresy (sic) of abandoning the principle of 
'.he rate for the job. 

The unmarried conscript officer is not financially differentiated 
from the unmarried regular. Once more the Government hits 
the person who complains least in the way that hurts most — the 
housewife through her family budget. It would be interesting 
to know how much money is saved by this cheese-paring 
discrimination. — I am, etc., 

\ ondon W 1 J. B. Loudon. 

POINTS FROM LETTERS 

Allowance for Drugs 

Dr. J, M. Raphael (London, S.W.5) writes: In his letter on 
“ Drugs Stocked by Doctors ” (Supplement, Dec. 25, 1948, p. 238) 
Sir Ivor Beauchamp refers to an allowance of 2s. 6d. per 100 persons 
on doctors’ lists for drugs administered in person. A few weeks 
ago I raised this question in correspondence with the London Execu- 
tive Council, and this is the Council’s reply verbatim: “There is 
no form for ordering a supply of drugs a practitioner is required to 
administer in person. This is covered by an extra allowance of Is. 
per hundred patients, which is made to all medical practitioners.” 
Is there any reason for the discrepancy between Sir Ivot Beauchamp's 
and the official figures ? . . . 

V The executive council seems to have made a mistake. — E d., 
B.M.J. 

, lust Claim Not Met 

Dr. Sydney J. Bellgard (Cardiff) writes: A good many medical 
men are at present going through a very precarious time, and I 
suggest that representations should be made to the Minister to meet 
'heir financial distress by payment of their full compensation. Why 
should anybody have to wait until his 65th birthday to claim his 
full compensation ? . . . The position lies now with the doctors 
themselves. We have tried to obtain our requirements by democratic 
means without success. It is quite obvious that the terms of granting 
of the basic salary were only a red herring to divide the profession. 
1 feel that he has practically been successful. I regret to say that 
reading through some of the articles published weekly in the British 
Medical Journal some medical men are quite indifferent to the plight 
of their less fortunate comrades and extremely selfish in their attitude. 
The medical profession must work as a team and must follow the 
lines of the trade unions. If any member of the trade union is 
unjustly treated a strike is called to meet the situation. The doctors 
have a just claim, which has not been met, so the alternative is to 
resign. The medical representatives should clearly place the facts 
before the Minister with the option of mass resignations from the 
Service. The doctors want the Service to work on an equitable basis, 
and not as a lackey to its auxiliary services. ... 

Master Minds 

Dr. R. E. M. Coke Harvey (Bcrkhamsted, Herts) writes : Your 
annotation in the Journal of Jan. 1 (p. 23) was indeed an eye- 
opener. . , . The anger your article aroused in me has prompted 
the question, How long is the medical profession prepared to endure 
such taunts, threats, sneers, if not actual ill-treatment, without doing 
something about it ? Are we doctors to be the worm that never 
'ums ? The lesson is easy. Had the position been reversed 
organized Labour would by now have forced the rash speaker to eat 
his words or worse. . . . Our masters have achieved their present 
positions of power and influence through adherence to the principle 
of strength through union and unhesitating use of the threat of 
force at no matter what inconvenience to the general public. 


Doctors, with far greater potential power than ever Labour had, 
will deserve to become actual serfs if they cling to the ethereal ethic 
of an age outworn, however noble and good in its time, in the 
brutal, striving, loveless, realistic world of to-day. . . . 

Ophthalmic Service: Correction 

Dr. Leslie Hartley (Camberley, Surrey) writes: In my letter on 
the Ophthalmic Service ( Supplement , Jan. 8, p. 18) I should have 
stated that when “ the refraction fee for a patient for ophthalmic 
medical practitioners had been cut from £1 11s. 6d. to 12s. 6d. for 
school clinics it seemed a little strange that the optician who 
measured the patient for glasses should continue to receive £1 5s. 6d. 
for this service. ...” I should be grateful if you could correct this 
error, as the fee has so far only been cut in the case of school clinics. 


B.M.A. LIBRARY / 

The following books have been added to the Library : 

Bedford, T. : Basic Principles of Ventilation and Heating. 1948. 

Berg, C. : Clinical Psychology. 1948. 

Bergcy’s Manual of Determinative Bacteriology: sixth edition by 
Robert S. Breed et al. 1948. 

Beveridge (Lord) : Voluntary Action : a report on methods of social 
advance. 1948. 

Cyriax, J. : Deep Massage and Manipulation Illustrated. Third 
edition. 1948. 

Evans, W. : Cardiology. 1948. 

Ewing, O. R.: The Nation’s Health: a ten year program. A report 
to the President. 1948. 

Foot, N. C. : Identification of Tumors. 1948. > 

Gosse, P. : An Apple a Day. 1948. 

Gradwohl, R. B. H.: Clinical Laboratory Methods and Diagnosis. 
Fourth edition. Three volumes. 1948. 

Grandpierre, R., et al. : Elements dc Mddicine Adronautique. 1948. 

Harlow, F. W. (Editor): Modem Surgery for Nurses. 1948. 

Hart, F., and Waldcgrave, A. J.: A Study of Hospital Administra- 
tion. 1948. 

Isaacs, S.: Troubles of Children and Parents. 1948. 

Jackson, M. H., et al.: Problems of Fertility in General Practice. 
1948. 

Johnstone, R. T. : Occupational Medicine and Industrial Hygiene. 
1948. 

Keith, Sir A. : Human Embryology and Morphology. Sixth edition. 
1948. 

Long, P. H. : A-B-C’s of Sulfonamide and Antibiotic Therapy. 1948 

Mair, G. B.: Surgery of Abdominal Hernia. 1948. 

Maximow, A. A., and Bloom, \V. : Textbook of Histology. Fifth 
edition. 1948. 

May, H.: Reconstructive and Reparative Surgery. 1947. 

Monson, R., and Saint, C. F. M. : Introduction to Surgery’- Fourth 
edition. 1948. 

Myers, J. A., and McKinlay, C. A. (Editors): The Chest and the 
Heart. Two volumes. 1948. 

Noyes, A. P. : Modern Clinical Psychiatry. Third edition. 1948. 

O’Connor, W. A.: Psychiatry: a short treatise. 1948. 

Ormsby, O. S., and Montgomery, H.: Diseases of the Skin. Seventh 
edition. 1948. 

Practitioner (The): The Practice of Endocrinology. Edited bj 
Raymond Greene. 1948. 

Progress in Neurology and Psychiatry. Edited by E. A. Spiegel 
Vol. III. 1948. 

Rhine, J. B.: Reach of the Mind. 1948. 

Ross, J. M.: Post-mortem Appearances. Fifth edition. 1948. 

Samuels, J.: Endogenous Endocrinotherapy including the Causa 
1 Cme of Cancer. Second edition. 1948. 

Short, A. R„ Pratt, C. L. G., and Vass, C. C. N.: Synopsis o 
Physiology. Fourth edition. 1948. 

Smart, J. : Handbook for the Identification of Insects of Medica 
Importance. Second edition. 1948. 

Smith, R. : Acute Intestinal Obstruction. 1948. 

Society for Experimental Biology : Symposia No. 2. Growth in Rela 
tion to Differentiation and Morphogenesis. 1948. 

Somervell, T. H.: Surgery of the Stomach and Duodenum. 1948 

Sorsby, A. : Short History of Ophthalmology. Second edition. 1948 

Speller, S. R. : National Health Service Act, 1946: annotated. 1948 

Thomson-Walker, Sir J. : Genito-urinary Surgery. Third edition b: 
Kenneth Walker. 1948. 

Tomkins, S S. : Thematic Apperception Test. 1947. 

Trussell, R. E.: Trichomonas Vaginalis and Trichomoniasis. 1947 

Verzar, F. (Editor): Hohenklima-Forschungen des Basler Physio 
Iogischen Institutes. .1945. 

Wallace-Jones, H., Chamberlain, E. N., and Rubin, E. L.: Elemen 
tary Atlas of Cardiography. 1948. 

Walshe, F. M. R. : Critical Studies in Neurology. 1948. 

Wcxberg, L. E.: Introduction to Medical Psychology. 1948. 

Wolf, S., and Wolff, H. G. : Human Gastric Function. 1947. 

Zurcherische Arbeitsgemeinschaft zur Erforschung und Bekiimpfun] 
der Silikose in der Schweiz. Uber die Silikose. 1947. 


The Minister of Health has made the following appointments ti 
the Board of Governors of the Moorfields Westminster and Centra 
Eye Hospital : Mr. Bryn Roberts, in succession to Sir Harold Morris 
Mr. A.' Gorman, in succession to Mr. E. W. Hall. 
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trade union membership 

The following is a list of local authorities which are under- 
stood to require emplojees to be members of a trade union 
or other organization • 

Metropolitan Borough Councils — Fulham, Hackney, Poplar. 
Non-Counts Borough Councils — Dartford, Radcliffe (limited 
to future appointments), Wallsend 
Urban District Councils — Denton, Drojlsden, Houghfon-Ie- 
Sprtng, HuWon-with-Robj, Redditch (restricted to new appoint- 
ments), Tyldeslej. 


H.M. Forces Appointments 


ARMY 

Major Generals Sir Gordon Wilson* KCSI, CB, CBE.MC, 
late RAMC, Sir Robert Hay, K CJ.E , late IMS* retired, and 
Sir G G Jolly, KCIE, IMS, Tetired, have been granted tie 
honorary rank of Lieutenant-General 
Brigadier (Temporary Major-General) F Harns, CBE, MC, 
K-H S , late RA M C , to be Major-General 
Colonel J M Macfie, CBE, MC, late RAMC, to be 
Brigadier 

Colonel D C Bowie, OBE, late RAM C . to be a Consultant 
and has been granted the local rank of Brigadier 
Colonel F D Annesley, M C , late RA M C , has retired on retired 
pav and has been granted the honorary rank of Brigadier 
Colonels F S Gillespie, J H C Walker, G D R Carr, M C , 
C O Shackleton, R McKmlay, O B.E , J A Crawford J Bigsam, 
M C , K H P , and D W Beamish, M C , late RAMC, have retired 
on retired pay. 

Colonels E M Townsend, M C , and G D Gnpper, late 
R AM C , having attained the age for retirement, are retained on 
the Active Lisi supernumerary to Establishment 
Colonels J Biggam, MC, K.HP, and T F Kennedy OBE, 
late RA M C, having completed four years m the rani, have been 
retained on the Active List supernumerary to establishment 
Lieutenant-Colonels F C Hi] ton-Sergeant, W R D Hamilton, 
O B E , R Murphy, A M Simson, F J O’Meara. R J Rosie, 
K Fletcher-Barrett, O B E , J Huston, C W Greenway, and L 
Handy, from RAMC, to be Colonels 

TERRITORIAL ARMY 
Royal Army Medical Corps 

Lieutenant-Colonel R C Clarke, ORE , T D , havms attained 
the age limit has relinquished his commission and has been granted 
the honorary rank of Colonel (Substituted for the notification in a 
Supplement to the London Gazette dated July 2 1942 ) 

Major J B S Guy, C BJ5 , T D , has been granted the acting 
rank of Colonel 

War Substantive Major (Temporary Lieutenant-Colonel) M H 
Evans, M B E , to be Major 

Captain (War Substantive Major) G G Famngton to be Major 
Captain B F Longbotham to be Major (Substituted for the 
notification in a Supplement to the London Gazette dated Dec 7, 
1948) 

Captains J L Fraser, G E W Wolstenholme, O B.E., and J H 
Whittles to be Majors 

Captains K H Smith and J H Dean to be Acting "Majors 
Lieutenant J Donovan to be Captain and has been granted the 
acting rank of Colonel 

Lieutenants P G McGrath and M. J G Lynch to be Captains 
and have been granted the acting rank of Major 
Captain J G Bourne, Reserve of Officers, to be Captain 
Captain H C Miller has relinquished his commission on account 
of disability and has been granted the honorary rank of Captain 
Lieutenant (War Substantive Captain) D W L Leslie to be 
Captain, and has been granted the acting rank of Major 
Lieutenant S F Seehe to be Captain and has been granted the 
acting rank of Major (Substituted for the notification in a Supple 
ment to the London Gazette dated Aue 20 ) __ 

Lieutenants P Jacobs, W Rankin J Petne D K W Picken 
H V Roberts, T G Lowden. J P D Bates, K H Smith, J J A 
Reid, A B Tompkins, J H Challenger, A C D Pardons, F W E 
Rutter, J Nicholson, and N D H Heneehan to be Captains 
H M Price to be Lieutenant 

INDIAN MEDICAL SERVICE 

Colonels H M Strickland and L K Ledger, C I E , 03 E , have 
retired 

Lieutenant-Colonel A H Craig has retired and has been granted 
the hononrv rank of Brigadier 
Lieutenant Colonel B P Babga. O BE , to be Colonel 
Lieutenant -Colonels F M Collins, G M Irvine. P L O’Neill, 
E P N M Early. H T McWilliams G H Frnser, C V D Rose, 
A V O'Bnen, and V E M Lee, MC, have retired and have been 
granted the honorary rank of Colonel 

Lieutenant-Colonels J E Gray. FEB Manning K F Alford, 
S R PraJI P L O’Neill, M R Sinclair, O B E., P. R Vakil, E M. 
Sewell, and B G Mallya have retired 


Majors (War Substantive Lieutenam-CoToneD V D A Blackburn 
P J Franks, W Mackie. C. V? Greene, W. L Fennell, O B £~ 
P N McSwiney, J J Barton, J W R Sa*kies, T k Whi e, and 
J Edis have retired and have been granted the honorary rank of 
Colonel 

Majors N I McLeod, L U Camm, J H Walters W Laune 
D S O , R J Henderson, E J Crowe, OBE^ J G Stonham, 
W J Stewart, V. \\ Coppmger, R J McGill, T Dear ess. J H. 
Bowie, A D Barber, G F J Thomas, J Duffv, R J Jarvie 
W S Davidson. L D B Frost. F C Gnggs, D V. Tavlo-, F J 
Doherty, R D Ewing, B de Burca. M B E-. G E S S'ewart 
M B E , S G O'Neill, F E McLaughlin, and E C Hicks have 
retired, and have been granted the honorary rank, of Lieutenant 
Colonel 

Major H J Gibson has retired 

Captains (War Substantive Majors) F W' Sneddon, O BE , W S 
Hacon, H F T MacFetndge D.S O , L H Cooper, and R M 
McCullough have retired and have been granted the honorary rani 
of Lieutenant-Colonel 

Captain (War Substantive Major) R O Ye-bury has relinquished 
his commission on appointment to the RAT 

Captain N A Michael has retired 

The surname of Lieutenant Colonel R C W'ats is as now described 
and not as notified in a London Gazelle dated July 30, and in tfc'* 
Supplement to the Journal dated Aug 28 (p 98) 

Emergency Commission 

Captain A E Evans has relinquished his commission and has beer 
granted the honorary ran'' of Major 

COLONIAL MEDICAL SERVICE 

The following appointments have been announced* J D R 
Perkins, LMJSSA, Medical Officer, Tanganyika C E Gordon 
Smith, M B., Medical Officer, Federation of Malaya; J L Q 
Vanderpuije, LRCS, LRJFPS, Medical Officer, Nigeria, H R 
Wilson, MB, Woman Medical Officer. Northern Rhodesia; 
H M S G Beadnell, LRCP, Assistant Superintendent, Mental 
Hospital. Barbados , A M Dunn. M R CS , Medical Officer 
Grade C, Tnntdad . J M Hagen, M3, House Surgeon, Federation 
of Malaya; C R Jones. MB, Medical Officer, British Guiana, 
F A Pearson, MRCS, Temporary Medical Officer, Nigeria: 
P I Bovd, MD, Medical Officer of Heal'h. Leeward Islands, 
E J Bury. MRCS. DTM&H, Senior Health Office-. Nigeria, 
J Cook, F R C-S , Surgical Specialist, Hong Kong; R S F 
Hennessey, MD, M R C P , Deputy Director of Medical Services, 
Uganda H R Hudd, M B , Medical Officer, Uganda , F- McLagan 
M B , M R CT . Director of Medical Services, Sierra Leone; D J A 
McLean, MB, Medical Officer, Nyasaland, SLA Mamiwa, 
FRCS^ Regional Deputy Director of Medical Services, Nigeria ; 
WES Merrett, M B , Principal, Medical School, Ninena , D 
Murray, MB , D P H , Regional Deputy Director of Med cal Services 
Nigeria M A. Byers, M B , Senior Medical Officer. St Luaa; R. O 
Cooke, DM, M3, Senior Medical Officer, Mental Hospital 
Jamaica, K C Royes, MRCS, Medical Officer, Mental Hospital, 
Jamaica, L R Wynter, DAI, Ophthalmic Surgeon and Assistant 
Medical Superintendent, Leeward Islands 


Association Notices 


FORMATION OF MANICALAND BRANCH 
The Council of the Association has formed a Manicaland Branch 
in the area of Southern Rhode'ia The new Branch comes into 
existence as from the date of publication of this notice 

Charles Hill, 
Secretary 


NATHANIEL BISHOP HARMAN PRIZE 
The Council of the British Medical Association is prepared to 
consider the award of the Nathan, el Bishop Harman Prize m the yea: 
1949 The value of the pnze is approximate! v £100 The purpose o’ 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are no 
attached to recognized medical schools It will be awarded for the 
best essay submitted m open competition. The work submitted must 
include personal observations and experiences collected b\ the 
candidate m the course of his practice A high order of excellence 
will be required No study or essav that has been previous!* pub 
hshed m the medical press or elsewhere will be considered eligible 
for the prize 

Any registered medical practitioner who is a consultant m-mbe. 
of the staff of a hospital in Grea r Bnta u or N Ireland and is no 
attached to a recognized medical school is eligible to compete If 
an* question arises w reference to the eligibility of a candidate or 
the admissibility of his essay the dreis on of the Council shall be 
final 

Should the Council of tbe Association decide that no essay sub- 
mitted is of sufficient merit, the pine wifi not be awarded in 1949 
but will be offered again the ye^* next following this decision, and 
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tn this event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate section of the Annual Meeting 
of the Association. Each essay must be' typewritten or printed in 
the English language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope, bearing only the motto 
on the outside. 

Essays must be forwarded to reach the Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, London, W.C.l, not 
later than March 31, 1949. The title of the proposed essay and the 
motto should also be notified in writing to the Secretary by Dec. 1, 
1948, and should not be accompanied by the writer’s name. The 
prize will be awarded at the Annual Meeting of the Association to 
be held in 1949. Inquiries relative to the prize should be addressed 
to the Secretary. 1 

PRIZES FOR MEDICAL STUDENTS 

Thb Council of the British Medical Association is prepared to 
consider the award in 1949 of prizes to medical students for essays 
submitted in open competition. The subject of the essays for 1949 
shall be: “The Value of Observation in the Training of the Medical 
Student.” The purpose of these prizes is the promotion of system- 
atic observation among medical students In awarding the prizes 
due regard will be given to evidence of personal observation. No 
study or essay that has previously been published in the medical 
press or elsewhere will be considered eligible for a prize. 

The following prizes are offered: 

National Prizes — six, each of the value of £25. 

Regional Prizes — as detailed below, based on the four Regions of 
the British Medical Students Association: 

London Region, 6 prizes (1 of the value of £15; 5 of the value 
of £7). 

Midland Region, 3 prizes (1 of the value of £15 ; 2 of the value 
of £7). 

Northern Region, 3 prizes (1 of the value of £15 ; 2 of the value 
of £7). 

• Scottish Region, 5 prizes (1 of the value of £15 ; 4 of the value 
of £7). 

Any medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the time of sub- 
mission of the essay is eligible to compete for the prizes. The 
winners of the National Prizes will be ineligible for the award of 
a Regional Ffrize. If any question arises in reference to the eligibility 
Of a candidate or the admissibility of his essay, the decision of the 
Council shall be final. Should the Council of the Association 
decide that no essay entered is of sufficient merit, no awards shall 
be made. 

Each essay must be typewritten or written legibly in the English 
language, and must be unsigned and accompanied by a detachable 
sheet giving the name of the candidate, his medical school, and his 
B.M S.A. Region. Essays must be forwarded so as to reach the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.l, not later than March 31, 1949. 

SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 

The Council of the British Medical Association is prepared to receive 
applications for research scholarships as follows: An Ernest Hart 
Memorial Scholarship of the value of £200 per annum, a Walter 
Dixon Scholarship of the value of £200 per annum, and four 
Research Scholarships each of the value of £150 per annum. These 
scholarships are given to candidates whom the Science Committee 
of the Association recommends as qualified to undertake research 
in any subject (including State medicine) relating to the causation, 
prevention, or treatment of disease. Preference will be given, other 
things being equal, to members of the medical profession. 

Each scholarship is tenable for one year starting on Oct. 1, 1949. 
The scholar may be reappointed for not more than two additional 
terms. A scholar is not necessarily required to devote the whole 
of his or her time to the work of research but may hold an appoint- 
ment at a university, medical school, or hospital, provided the duties J 
of such an appointment do not interfere with his or her work as 
a scholar. 

In addition, applications are invited for the award of the Insole 
Scholarihip of the value of £250 for research into the causes and 
cure of venereal disease. , 

Applications for scholarships must be made not later than 
March 31, 1949, on the prescribed form, a copy of which will be 
supplied on application to the Secretary of the Association, B.M.A. 
House, Tavistock Square, London, W.C.l. Applicants will be 
required to furnish the names of three referees who are competent 
to speak of their capacity for the research contemplated. 


PRIZES FOR NURSES 

The Council of the British Medical Association is prepared to 
consider the award in 1949 of three prizes each of the value of 
20 guineas for the best essay and three prizes each of the value of 
10 guineas for the second best essay submitted in open competition 
by each of the following categories of nurses: (i) Pupil nurses; 
(ii) State-registered nurses working in a hospital ; (iii) State-registered 
nurses not working in a hospital — i.e., district nurses, private nurses, 
etc. . 

The subjects of the essays for 1949 shall be: category (i), “What 
discipline do you think necessary in the training of nurses ? ’• ; 
category (ii), “ What part of nursing duties can be delegated to 
others with safety ? ” ; category (iii), “ The care of old people 
in their own homes.” 

The purpose of these prizes is the promotion of systematic observa- 
tion among nurses. In awarding the prizes due regard will be 
given to evidence of personal observation. No essay that has previ- 
ously appeared in the medical press or elsewhere will be considered 
eligible for a prize. Nurses who are undergoing training at a 
hospital are eligible to compete under category (i) ; nurses registered 
by the General Nursing Council are eligible to compete under 
categories (ii) and (iii). If any question arises in reference to the 
eligibility of a candidate or the admissibility of his or her essay, 
the decision of the Council of the British Medical Association shill 
be final. Should the Council decide that no essay entered is of 
sufficient merit, no award shall be made. Each essay must be 
typewritten or legibly written, must be unsigned, and must have 
attached to it a sealed envelope containing the name and address of 
the candidate and the category into which he'or she falls., Essays 
must reach the Secretary of the British Medical Association not 
later than March 31, 1949. Inquiries about the prize should be 
addressed to the Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.l. 


Diary of Central Meetings 

January 

27 Tlmrs. Publishing Subcommittee, 11 a.m. 


Branch and Division Meetings to be Held 

Ayrshire Division.— At Ayrshire Central Hospital, Sunday, 
Jan. 16, 7 p.m. Professor Matthew Stewart: “A Pathological 
Pot-pourri.” 

Greenwich and Deptford Division. — At St. Alfcge’s Hospital, 
48. Vanbrugh Hill, London, S.E., Wednesday, Jan 19, 8 p.m. 
Clinical meeting. Members of the Woolwich Division are invited 
to attend. 

Metropolitan Counties Branch. — In the Great Hall. B.MA 
House, Tavistock Square, London, W.C., Thursday, Jan. 27, 8 p.m 
Address by Dr. Charles Hill : “ Terms of Service.” 

Stockton Division. — At Stockton and Thomaby Hospital, Bowes- 
field Lane, Stockton-on-Tees, Monday, Jan. 17. B.M A. Lecture by 
Dr. Wilfred Sheldon: “ Steatorrhoca in Childhood.” - To be 
preceded by supper at 7 for 7.15 p.m. 

Sunderland Division — At Sunderland Royal Infirmary, Friday, 
Jan. 21, 8 p.m. Address by Dr. G. D. Kersley (Bath). 

West Middlesex Division. — At Town Hall. Ealing, Friday, 
Jan. 21, 8.30 p.m. Clinical film: “Studies in Human Fertility.” 

Westminster and Holborn Division. — At Westminster Children’s 
Hospital, Vincent Square, London, S.W., Thursday, Jan. 20, 5 p.m. 
Clinical meeting. Demonstrations and photographs: (i) hare lips and 
cleft palates; (ii) whooping-cough, diagnosis. Dr. Anderson: 
“ Treatment in Congenital Heart Disease.” Dr. Dean : “ Early 
Diagnosis of Erythroblastosis.” Dr. Norman: “Out-patient Treat- 
ment of Gastro-enteritis.” 

Meetings of Branches and Divisions 
Coventry Division 

The B.M.A. Lecture for 1948 was delivered by Mr. R. C. Brock 
at the Coventry and Warwickshire Hospital on Dec 14, 1948. The 
subject was “ The Present Position of Thoracic Surgery ” The chair 
was taken by Dr. A. F. Wright, chairman of the Coventry Division. 
More than 50 members of the Division were present, and among the 
visitors was Mr. Pracey, president of the Birmingham Branch. 

Mr. Brock began with an anatomical survey of the main bronchi 
and discussed and illustrated the importance of the bronchial direc- 
tion in the causation of lung abscess. He commented on the 
increased incidence ( of intrathoracic neoplasm in all classes of the 
community, and indicated the possibilities of surgery in its treatment. 
Pulmonary tuberculosis and its treatment by thoracoplasty was con- 
sidered and Mr. Brock emphasized the great importance of its use 
in suitable cases. The problems, the achievements, and the potentiali- 
ties of cardiac surgery were also considered. The lecture was illus- 
trated by lantern slides and Mr. Brock replied to questions asked 
by the audience. The audience showed their appreciation in an 
enthusiastic vote of thanks, which was proposed by Mr. Pracey. 



.Un'. 22, 1949 


HAEMOLYTIC DISEASE OF THE NEWBORN 


Beich 

Mutch. Johoa*. 


125 


gushed violently from the vein. In some of the later cases 
venous pressure was measured as follows : 

With the infant supine on a flat surface, a plastic cathete r 
was passed up the umbilical vein for a distance of approxi- 
mately 2-1- in. (6.25 cm.); a little blood was withdrawn 
y^nd the catheter was then connected to a fine-bored salin e 
(Manometer. The level of saline "in the manometer vvq s 
'raised above the expected venous pressure and allowed 
to run in slowly until equilibrium was attained and th e 
infant was quiet. The readings w'ere referred to the levcq 
of the lower jart of the front of the chest, using a wooden 
rule and spirit level. 


Results : A. Haemoglobin Values 
Normal Infants 

fn) Cord Blood. — The results of 52 tests on normal infants 
are plotted in Chart 1 ) their mean value was 16.35 g.%' and thei r 
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"A Chart 1. — Hb values in normal infants and in infants with haemt>. 

;tic disease. I, ccrd blood ; II, venous blood taken a few* hoi!> , 
’after birth. In II, series “A” are affected infants whose cord Hb 
is also plotted in I. Series B are infants whose cord Hb was nc>t 
determined. 


S.D. 1.34. The normal range throughout this paper has been 
expressed as “ o’bserved mean ±2 S.D.," which gives a calculated 
ranee of 13.7-19 c.%. rather than the observed range of 14- 
19.4 g.%. 

( b ) First Day ; Venous Blood. — -The mean of 43 observations 
was 1S.45 g.% (S.D.=2.04); these observations are also plotted 
i in Chart 1. Again the calculated normal range (mean ±2 S.D.,) 
f N ' , '^s.been considered as the normal range in this paper. 

1 J:) First Day; Capillary Blood. — The mean value of 3) 

* observations* was 19 1 g % (S.D. = 1 .S4). 

(d) Changes in Individual Coses. — In Chart 2 the changes in 
four selected cases are illustrated. It will be noted that vvhen 
the cord is tied late the haemoglobin value a few hours after 

*This g r oup of observations is not strictly comparable with (hi 

l‘ Direct comparisons on the same infants have revealed distinctly 
T ,j greater differences between capillar)' and venous samples. 


birth is considerably higher than 
that of cord blood, whereas 
when it is clamped immediate!) 
after birth there is little or no 
rise in the haemoglobin value. 

(For detailed observations upon 
this phenomenon, see De Marsh 
et al., 19—2 ; these illustrative 
normal cases are described be- 
cause they have such a very 
important bearing on the 
changes observed in the affec- 
ted infants.) 

(e) Haemoglobin Values After 
the First Day of Life. — Only a small group of normal jnfani 
was tested at intervals during the first 60 days of life. No infer 
had a haemoglobin value of less than 1 1 g.% during this periot 

4ffected Infants 

(a) Cord Blood. — Thirty infants were tested; 14 had value 
within the normal range and 16 had values below it, rancin 
from 3.4 to 12.8 g.%. No deaths occurred among -the infanl 
with normal values, whereas there were 10 deaths among the 1 
anaemic infants. Moreover, among the 10 infants with cor 
haemoglobin values below 8 g.% there were only two survivoi 
(see Chart 1). 

( b ) First Day ; Venous Blood. — -Fort) -three infants wer 
tested; 14 had values within the normal range and 29 hai 
values below it, varying from 3.7 to 14-3 g.%. These 43 case 
included 23 whose cord-blood haemoglobin had been deter 
mined. As expected, the first-day values were on the averagi 
higher. At the same time the difference was a small one, ant 
this was probably because in many instances the cord hat 
deliberately been clamped as soon after birth as possible. 

There were two cases of special interest: two infants vvhos. 
cord-blood haemoglobin had been 12.3 and 12.8 g.% were fount 
a few hours later to have values of 15 and 15.4 g.% respectively 
Thus these two infants had values definitely below the norma 
range in cord blood, but a few hours after birth, doubtless ovvini 
to the fact that they recovered a fair amount of placental blood 
they had values within the normal range ; that is to say, haemo 
globin values no lower than that of a normal infant recover 
ing little or no placental blood. 

Of the 20 infants whose cord blood was not tested but fron 
whom a venous sample was taken a few hours after bird 
four died subsequently ; the haemoglobin value of aii thesi 
four infants was below 12 

(c) First Day , Capillary Samples. — In a few infants capillary 
samples were taken at the same time as venous samples ; as i: 
normal infants, the capillary samples gav e distinctly higher v alues 

In Chart 3 are plotted the haemoglobin values observed in cur 
affected and one normal infant. The affected infant is one o 
the two mentioned above 
whose cord haemoglobin value 
was 12 8 g % and whose first- 
day venous haemoglobin value 
was 15.4 g.% ; capillary- 

samples taken at the same 
time as the “ first-day venous " 
sample showed a further rise 
to IS g.%. Thus it is clear 
that a haemoglobin value of 
18 g.% in a capillary sample 
taken from an infant a few 
hours after birth does not 
exclude the possibility that a 
definite anaemia existed al the 
moment of birth. 

The normal infant's cord 
haemoglobin value was 2.4 
g.% higher than that of the 
affected infant, but because it 
recovered little placenial blood 
its venous and capillary haemo- 
globin values a few hours later 
were no higher than those of 
the affected infant. 


** lSa *.G C- CM ' = pT 



Chart 3. — The Hb value of a 
infant may rise from 12.9 t 
15.4 g.% within a few flours c 
birth, owing to the transfer c 
placental blood: on the othe 
hand, the Hb value may chang 
only from 15.2 to 15.8 g-% in a 
infant who receives a negligjb 
amount of placental blood. TT 
difference between the tw 
infants is thus temporarf 
mashed. Capillary samplt 
usually give considerably high 
values than venous samples *ar 
thus further mask anaemia. 



Chart 2 — Four norm] 
infants selected to illustrate U 
effects of early and late tyir 
of the cord. 
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I (d) Haemoglobin Values After the First D'ay of Life . — 
Seven infants with cord haemoglobin values between 15.1 and 
18.7 g.% were left untreated ; two other infants seen for the 
first time during the first three days of life were also 
judged to be very mildly affected (haemoglobin value within 
(he normal range, mild 'icterus, weak positive direct Coombs 
reaction) and were not treated ; one further infant was first 
keen on the 30th day of life and then found to have a moderately 
Strong positive direct Coombs reaction. This infant was known 
have shown no trace of jaundice in the neonatal period. The 
f ‘Paemoglobin changes during the first two months of life in 
fVvtese ten mildly affected infants are plotted in Chart 4. In 



addition, an indication is given of the time for which the direct 
Coombs test remained positive. It is clear that an infant can 
have a positive direct Coombs reaction for one and even two 
months after birth without developing any serious degree of 
anaemia, and can have a positive reaction for two to three 
weeks without developing any subsequent anaemia at all. 

In the cases treated by exchange transfusion the infant was 
usually provided with a concentration of some 4-5.5 million 
Rh-negative erythrocytes per c.mm., and this population of 
cells disappeared at the rate of only 1% a day (with a single 
exception). Only in two cases in which the infant grew unusually 
rapidly and in two cases in which the infant was provided with a 
concentration of less than 3.5 million Rh-negative cells per 
^c^Ttm. did the haemoglobin concentration' subsequently fall to 
such a level (7 g.%) that it was considered necessary to give a 
further transfusion. In the remaining infants the haemoglobin 

1 :11 to 8.5-10 g.% at the end of 30-60 days and then slowly rose 
bontaneously. 

B. Erythroblastaemia 

In 49 affected infants a blood film was examined on the 
rst day of life. In 16 cases there were less than 10 nucleated 
ed cells per 100 white cells; in 11 of these 16 the cord haemo- 
globin had been estimated and in only two was the value below 
15 g.% (in these it was 12 and 12.9 g.%). In the remaining five 
infants, examined a few hours after birth, the haemoglobin 
varied from 11.6 to 16.9 g.%. All of these 16 infants recovered 
uneventfully, some without treatment. 

In the remaining 33 cases there were at least 20 nucleated red 
blood cells per 100 white blood cells ; in many instances the 
nucleated red cells far outnumbered the leucocytes and there 
were numerous primitive forms. Fifteen of these 33 infants died 
and the remaining 18 all required treatment. 

C. Bilirubin Values 

Normal infants . — Cord blood. Twenty-one normal infants 
were found to have a mean value of 1.6 mg. per 100 ml. with a 
range of 0.8-2.6 mg. 

Affected Infants. — (a) Cord Blood: — Thirty-two infants were 
tested ; values ranged from 1 to 9.3 mg. per 100 ml. (see Chart 5). 


Amongst 11 infants with cord 
bilirubin values over 4 mg. per 
100 ml. there were' six deaths. 

There were only two deaths 
amongst the 13 infants with 
bilirubin values between 3 and 
4 mg. per 100 ml., and all of 
the eight remaining infants 
with values below 3 mg.' re- 
covered uneventfully. ( b ) First 
Few Days of Life: — In the 7 
mildly affected infants (re- 
ferred to above) whose cord 
haemoglobin lay between 15.1 
and 18.7 g.% and who were 
left untreated, bilirubin values 
rose from 1-3.2 mg. per 100 
ml. in the cord blood to peak values of 1.3-15.8 mg. between 
the second and fifth days of life. . 

It is difficult to make useful comparisons between this group 
of cases and those whose blood had a low haemoglobin value 
on the first day of life, because the latter infants were treated 
by exchange transfusion. However, it was striking that in ihir 
group the five infants who died at the age of 2-5 days tf” 
became profoundly jaundiced despite exchange transfusion, and 
as early as 24 hours after birth showed bilirubin values between 
17 and 21 mg. per 100 ml. 

In one infant (which did not develop kernicterus) exchange 
transfusion was not carried out until it was 12 hours old ; during 
this period the plasma bilirubin rose from 8.1 to 19.3 mg. per 
100 ml. 

It is obvious that for purposes of comparison it is essential 
to take cord samples rather than samples a few hours after 
birth. 


plasma bilirubin ' 



values in 32 affected infant: 
compared with a group of 21 
noimals. 


Correlation Between Haemoglobin and Plasma Bilirubin Values in 
Cord Blood 

In Chart 6 the haemoglobin and plasma bilirubin values of 
the cord blood of 24 infants are plotted against one another. It 
will be noted that there is a correlation between low haemo- 
globin and high bilirubin values. As expected, the relationship 
does not appear to be linear. The haemoglobin value doubtless 
reflects the rate of blood destruction, so that, in general, higher 
bilirubin values arc to be expected when the haemoglobin is 
low. Nevertheless the amount of bilirubin produced also 
depends upon the total amount of breaking-down haemoglobin, 
so that some falling off will be expected when the haemoglobin 
values are very low. From the Chart it appears that this is the 
case. 


In Chart 6 the infants who died subsequently have been 
specially marked. It will be noted that there is some suggestion 
that the bilirubin value and haemoglobin value of a sample of 


cord, biro., when 
taken together, give a «b 
better indication of e * 
the prognosis than 
either value considered 
separately, A slanting 11 
line could be drawn 
through the observa- ,s 
tions in such a way as 
almost completely to 
separate ' the living 
from the dying. 1 1 





D. Serological Tests 

Direct Coombs Test. 
— Tests were made on 
69 Rh-positive infants 
born to mothers whose 
serum contained anti- 
Rh ; all gave positive 
reactions, though a 
small number were 
weak. These weak re- 
actions were shown by 
infants born to mothers 
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Chart 6. — Cord Hb concentration 
plotted against cord plasma bilirubin 
concentration in 24 affected infants. 
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whose - sera contained lovv-titre albumin antibodies or saline 
antibodies of low or moderate titre. Further tests were made 
from time to time during the first three months of life. The 
results obtained in the untreated cases are shown in Chart 4, 
and it will be noted that even in mild cases the reaction remained 
Nositive for at least 10 days after birth and that in some cases 
ft remained positive for as long as 60 days. 

In infants treated by exchange transfusion with Rh-negative 
blood, Rh-positive cells often disappeared completely within a 
few days of transfusion or fell to a level of approximately 
250,000 cells per c.mm. In these cases the direct Coombs test 
became negative and did not usually become positive again 
even when, at the end of 50 or 60 days, there were once more 
targe numbers of a Rh'positive cells in the circulation. 

In infants treated by simple transfusion of Rh-negative blood 
there were usually more Rh-positive cells persisting in the circu- 
lation, and the direct Coombs reaction remained positive for 
long periods after transfusion. In one exceptional case the test 
was still positive 93 days after birth. 

• i Tests for Free Antibody in Infant's Serum . — The sera of 41 
infants were examined, either by the indirect Coombs test or 
V- titration in albumin, or by both methods, for the presence 
«f free Rh antibody ; one or the other, or both, of the tests 
was positive in 35 cases. 

In 18 cases sera were examined by both tests ; in two cases 
where the infant's' serum had a titre of only 2 in albumin the 
indirect Coombs reaction was negative, and in one case in which 
the serum gave a weak positive indirect Coombs reaction anti- 
body could not be detected by the albumin test. In the remain- 
ing 15 cases the two tests were in agreement. 

The amount of free antibody, determined by albumin titra- 
tion. was not well correlated with the clinical manifestations. 
For example, amongst eight infants with a titre of 2 or less, 
three died, four were moderately severely affected, and one 
was very mildly affected and required no treatment. Among 
seven infants whose sera had an anti-Rh titre of 16 or more, 
four died, two were severely affected but recovered, and one 
’was very mildly affected and required no treatment. 

Persistence of free antibody does not by itself appear to be 
associated with tissue damage. In one infant given repeated 
simple transfusions of Rh-negative blood no Rh-positive cells 
could be detected between the 14th and the 30th days of life ; 
at the end of this period the infant’s plasma still contained Rh 
antibody to a titre of 32. By the 60th day there were once 
more many Rh-positive cells present, the direct Coombs reac- 
tion was positive again, and there was now only a trace of free 
antibody. The infant finally recovered completely. 

Titre of Rh Antibody in Mothers Serum.— in 62 cases a 
sample of blood was taken from the mother within 24 hours of 
delivery'- In every case the serum was titrated against CDe/CDe 
cells both in saline and in albumin. Seventeen of the 62 sera 
reacted equally well in saline and albumin (i.e., difference no 
greater than one tube). The remaining 45 sera gave higher titres 
. in albumin ; 26 of these gave no reaction at all in saline and 
Jhe reacted only in the first tube or the first and second tubes 
'<& the saline titration. The remaining 10 sera had titres of 
between 4 and 32 in saline, but in each case had an albumin 
titre that was at least four times greater (i.e., more than two 
tubes higher in the titration). 

It is clear that any simple classification of these results must 
be arbitrary, but it is convenient to consider Rh antibodies in 
two groups — namely, (1) “ predominantly saline agglutinins ” 
(i.e.. reacting equally well in saline and albumin): 17 cases : and 
(2) “ predominantly albumin agglutinins ” (i.e., titre in albumin 
two tubes or more higher than titre in saline): 45 cases. 

It was noted that amongst the 17 cases in which the mother's 
'''sum contained predominantly saline agglutinins there were no 
-j^lbirths or deaths within the first 24 hours. However, there 
were three deaths at the age of 2-5 days, presumably from 
kernicterus. Amongst the 45 cases in which the mother's serum 
contained albumin antibodies (predominantly) there were four 
stillbirths, seven deaths within the first day of life, and four 
deaths at 2-5 days. 

On these figures the difference in total mortality between the 
group of infants whose mothers’ serum contained saline agglu- 


tinins (mortality 18%) and the group in which the mothei 
serum contained albumin agglutinins (mortality 33%) cannot 1 
considered significant (S.E. of difference = 12.6%). Neverthele 
the absence in the " saline group " of stillbirths and deatl 
within the first 24 hours of life is significant. The milder effec 
of saline agglutinins are further emphasized by Chart 7, 
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Chkrt 7— Titre of Rh antibody in mothers semrn (at deliver 
plotted against infant’s first-day venous Hb value in 43 cases. 


which the kind of antibody predominating in the mothei 
serum, and its titre, have been plotted against the infant's fin 
day haemoglobin value. It will be noted that in 10 out of tl 
12 cases in which the mother's serum contained saline agglutini 
the infant’s haemoglobin value was above 14 g.%. 

With regard to sera containing albumin agglutinins predorr 
nantly, it appears that there is a correlation, though a poor on 
between titre and degree of anaemia. There are few' low haem 
globin values occurring with tow maternal anti-Rh titter ai 
few normal haemoglobin values occurring with high matem 
anti-Rh titres. That this correlation is significant can be shov 
by dividing the cases into groups having, for example, s 
albumin titre of 128 or more and 64 or less respectively ai 
showing that there is a significant difference in mortality. Wfu 
the cases were analysed in this w T ay and stillbirths (not appea 
'ing in Chart 7) were included, the results shown in Table II we 
obtained. 


T\ble II . — Relation Between Titre of Albumin Agglutinins in 
XT other’s Serum and Infant Mortality 


1 


I j 

'Infants 


Group , 

Total 

! Mother's Titre j~ 

Living | Dying 

1 Mortality 

I | 

2S 

I 1-64 ! 

22 6 i 

i zir. 

II i 

i 

16 

12S and over 1 

5 1 11 i 

i 1 

i &?: : 


Observed difference between I and II =■ 4S%- S.E. of difference = 14*' 


E. Venous Pressure 

Venous pressure W’as measured in 14 infants ; in infants - 
without anaemia or with only slight anaemia it was found 
to vary between -r3 and -1-5 cm. of saline. It is to be noted 
that this is the pressure below the diaphragm, in the proximal 
part of the umbilical vein, and represents the pressure above 
the front of the chest. In infants with severe or moderate 
anaemia the venous pressure was usually raised, values of -{-9 
to A-W cm. usually being recorded (Table UI). In these latter 
cases the cord often bled violently when cut, and this sign 
is probably a reliable indication of a raised venous pressure, f 
In a few infants violent bleeding was noticed, although" 
pressure was not measured, and these cases have als 
entered in Table III. 
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| Table III .—Venous Pressure in Cases of Haemolytic Disease 


Name 

Haemoglobin 

Venous Pressure* 
(cm. Saline) 

Violent 
Bleeding 
' When 
Cord Cut 

Outcome 

i 

,Cord 
(G. %) 

1st Day 
(G. %) 

Cu. .. 

3-4 

3*7 

+9 

+ 

Died 12 hourst 

St. 

5-3 

50 

4 II 

4- 

Died 12 hourst 

Ho. 

— 

7*1 

+ 10 

? 

Died 96 hourst 

Wat. . . 

5-7 

5-7 

? 


Lived t 

Ai. .. 


7*3 


4 

Lived! 

r OT3. . . 

7-4 



+9 

4- 

Died 13 hours 

Th. . . 

— 

' 7-4 

+ 7 

0 

Livedt 

(Li. .. 

— 

8-4 

+ 4 

0 

Livedt 

Ve 

— 

8-8 

+ 5 

0 

Died 60 hourst 

Bl. 

9-4 

10 9 

•> 

4- 

Died 3 hourst 

Du. .. 


9-8 

+ 3 

0 

Died 43 hours I - 

PI. 

— 

11-9 


4- 

Died 24 hourst 

Bus. 

12-2 

13*7 

+5 

0 

Livedt 

Da. .. 

12-3 

15-0 

+ 5 

0 

Died 72 hourst 

Sa. 

12-9 

15*4 

4-4 

0 

Lived 

He. . . 

14-7 



+ 5 

0 

Livedt 

But. . . 

15-4 

15! 

+ 3 

0 

Lived 

Ta. 

15-4 

16-9 

+ 5 

0 

Livedt 


Summary 


No. Tested 

Haemoglobin (G %) 

Raised V.P. or Bleeding 

12 

Cord 

1st day 

3-4- 9-4 

3 7-11-9 

9 

6 1 

Cord 

12 2-15-4 

0 

L_ 1 

1st day 

13 7-16-9 



* Normal V.P. +3 to + 5 cm. t Treated by exchange transfusion 

{ 

' Deaths 


Out of 74 cases there were five stillbirths, 10 deaths 
ivithin the first 24 hours of life, and seven deaths between the 
Second and fifth days of life. There were only two deaths later 
than this -. one infant (Oa.), who was not seen before the third 
day of life and was treated by simple transfusion of Rh-negative 
blood, developed signs of kernicterus on the fourth day and 
eventually died, in a fit, at the age of 4 months ; and one infant 
who recovered from haemolytic disease but developed congenital 
pyloric stenosis and died after operation. Of the remaining 50 
survivors, only one has any signs suggestive of C.N.S. damage. 


Table IV .— Analysis of Fatal Cases 


Name 


nt. 

U. 

F W 

f. 

ic. 




Haem 

oglobin 

Erythro- 

blastaemia 

Age 

at 

Death 

Mother’s 

Delivery 

Titre 

Cord 

(G.%) 

1st Day 
(G. %) 
(venous) 

Sal. 

Aib. 

— 

— . 

Not examined 

Stillbirth 




— 

— ■ 


,, 

Nil 

260,000 

— 

— . 



Nil 

2,048 

— 

— 



16 

128 

— 

— 

4 + 4- 

* „ 

Nil 

16 

— . 

— 

Not examined 

Few mins. 

Nil 


5*1 

— ■ 

+ + + 

£ hr. 

Nil 

8 

4*1 

8 7 

4 + 4 

9 hrs. 

Unknown 

5-3 

— 

+ + + 

3 hrs. 

Nil 

128 

3-4 

3 7 

+ + + 

12 hrs. 

8 

128 

5*3 

5-0 

4 4 4 

12 hrs. 

2 

512 

7*4 

— 

4 4 4 

13 hrs. 

Nil 

256 

7*1 ' 

— 

Not examined 

1 1 hrs. 

32 

256 

7*6 

7-9 

4 4 4 

60 hrs. 

Nii 

256 

— 

7-1 

4 4 4- 

96 hrs. 

Nil 

16 

— 

8-8 

44- 

60 hrs. 

8 

8 

9*4 

10-9 

4 4 

3 hrs. 

Nil 

16 

-L 

9-8 

+ + + 

43 hrs. 

16 

128 

— 

U-9 

+ + + 

24 hrs. 

4 

16 

12-3 

15-0 

, 4 4 

73 hrs. 

128 

128 

— 

14*7 (cap.) 

Not examined 

96 hrs. 

32 

64 

— 

— • 

44 

40 hrs. 

Nil 

16 

— 

9-J 

+ 

4 mths. 

Nil 

256 



* First examined on third day of life. 

-44 = More than 70 nuc. rbc per 100 w.b.c. 

44 = 30-70 nuc. rb.c. per 100 w be. 

4 = 10-30 nuc. r.b.c. per 100 w be. 

IV the time of death is recorded together with the 
Kioglobin and the first-day venous haemoglobin (when 
It is evident that there is a correlation between low 
faemoglobin and death on the first day of life. More- 
?f the seven infants dying between the second and fifth 
life four had haemoglobin values well below the normal 
a few hours after birth ; one (Hi.) had a value just below 
/e^normal range and one (Da.) had a value just within the 
normal range ; however, in this latter infant cord blood had 


also been tested and found to be anaemic. In the seventh cas 
the haemoglobin value was not determined before transfusion. 

Discussion 

, It has already been mentioned that no infant with a cor; 
haemoglobin value of over 14 g.% died, whereas of 10 ift 
fan ts with values under 8 g.% there were only two survivor; 
In the intermediate zone there were two deaths among si; 
cases. The idea that the cord haemoglobin is a reliabl 
index of severity receives further support from the observa 
tion that seven infants whose cord haemoglobin was with! 
the normal range and who were left untreated pursue 
a benign course. c 

Data obtained >from the infants first tested some hour 
after birth lend further support, to the theory that initia 
anaemia is closely correlated with an unfavourable prog 
nosis, since all four deaths in this group occurred in infant 
whose venous haemoglobin value a few hours after bird 
was below 12 g.%. 

It has long been accepted that infants with hydro# 
foetalis have a severe anaemia at birth, and it might B 
suggested that our observations simply restate this facl 
It is true that two of the infants whose cord blood wa: 
tested were frankly hydropic and others had varying milt 
degrees of oedema. However, these cases merged imper 
ceptibly into the group who lived on beyond the firs 
24 hours only to die on the second, third, or fourth day: 
of life ; in most of these latter cases it was possible tc 
establish by post-mortem examination that the infant hac 
the changes of kernicterus. 

It seems that two distinct mechanisms are operating, and 
it is to some extent coincidental that the degree of anaemit 
is correlated with both. It appears that very severe anaemia 
kills the infant by causing cardiac failure ; doubtless the 
mechanism is similar in many respects to that of the 
hyperkinetic phase described by ■ Howarth and Sharpey- 
Schafer (1947) in adults with severe anaemia. The process 
of birth presumably throws an additional strain on the 
infant’s cardiovascular system and precipitates failure ; 
doubtless also the transfer of placental blood, when it is 
allowed to occur, may add too great a load. 

With regard to the deaths occurring two to five days 
after birth, two facts seem to be established. First, as 
Vaughan (1946) and Parsons (1947) have stressed, the deaths 
are not directly due to anaemia, since many of the infants 
have haemoglobin values within the normal range at the 
time of death ; it is probable, as Hawkslev and Lightwood 
(1934) first suggested, that the immediate cause of death 
in these cases is medullary failure consequent upon cerebral 
damage. On the other hand, these deaths are associated 
with a certain degree of anaemia at birth, as our observa- 
tions make clear. The most likely explanation of this 
association is that the incidence of kernicterus is closely 
related to the severity of the haemolytic process. 

If it is true that the severity of the haemolytic process 
not only determines the likelihood of the infant’s 'dying 
from anaemia in utero or within 24 hours of birth but 
also largely determines the possibility of the infant develop- 
ing kernicterus two to five days later, should it survive 
so long, other signs of rapid blood destruction besides 
anaemia should always be present in fatal cases of tb"' 
disease. s, 

\The two most obvious' signs to consider are erythro- 
blastaemia and hyperbilirubinaemia. It has often been 
stated that erythroblastaemia is a variable sign in haemoly- 
tic disease, and in the present series of cases it was found 
in only 33 out of 49 infants examined on the first day 
of life. However, all of the 16 infants without erythro- 
blastaemia were mildly affected, whereas among the 33 cases 
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showing erythroblastaemia there were none so mild as not 
to require treatment. Moreover, these 33 cases included 
15 who died within the first five days of life, and in all 
of these erythroblastaemia was pronounced. 

Raised bilirubin values must be interpreted more 
cautiously, since it is known that the newborn infant has 
a lowered capacity for excreting bilirubin, and this capacity 
varies widely from one infant to another ; moreover, actual 
damage to the liver may occur in haemolytic disease 
(Hawksley and Lightwood, 1934). However, our obser- 
vation of a moderate correlation between low haemoglobin 
and high bilirubin values suggests that in fact the hyper- 
bilirubinaemia in infants with haemolytic disease is at least 
partly due to blood destruction. 

The cord bilirubin value, taken alone, does not seem 
to be quite as satisfactory a criterion of severity as the 
cord haemoglobin, because only a narrow zone divides 
mild from severe cases. Not enough data are available 
to decide whether the haemoglobin and bilirubin values 
of cord blood, considered together, give a better estimate 
'of severity than either value considered alone, but it is 
probable that they will prove to do so. 

It appears that there is some connexion between the 
strength of the direct Coombs reaction and the severity' 
of the haemolytic process, since in this series the weakest 
reactions were found in mildly affected infants. On the 
other hand, moderately strong reactions were not neces- 
sarily associated with signs of rapid blood destruction. One 
infant who never became jaundiced and developed only a 
very mild anaemia had a positive direct Coombs reaction 
for 60 days after birth. 

The amount of free antibody in the infant’s serum appears 
to be poorly correlated with severity, since some cases with 
only traces of free antibody were severely affected and 
others with moderate amounts of free antibody were mildly 
affected. At the same time it must be noted that the two 
infants with the largest amounts of free antibody were both 
severely affected. 

It is evident that there is some correlation between the 
kind of antibody, and its titre, in the mother’s serum and 
the severity of the disease in the infant, but that the corre- 
lation is low, so that exceptions are frequent. In this 
series the predominance of saline agglutinins over albumin 
agglutinins in the mother’s serum was on the whole 
associated with milder forms of the disease. 

When albumin agglutinins predominated in a serum 
their titre bore some relation to severity, for there were 
no very severe cases occurring with very low maternal 
titres, and deaths were significantly more frequent when 
Ahe mother's titre was high. Similar conclusions have been 
•reached by Davidsohn and Stern (194S). 

Wiener (1946) suggested that the presence of saline 
agglutinins in the mother's serum caused a disease syn- 
drome “ erythroblastosis ” associated with deep jaundice 
and kernicterus ; this syndrome was said to come on after 
birth, since the agglutinins crossed the placenta only during 
labour and were then thought to cause agglutinative thrombi 
in the liver and brain ; the presence of “ blocking ’’ anti- 
bodies was said to lead to a different syndrome — “ con- 
genital haemolytic disease,” associated with anaemia and/or 
^hydrops. 

f Wiener and Gordon (194S) now consider that saline 
agglutinins play only a minor part in haemolytic disease, 
though Wiener (194S) still believes that saline agglutinins 
may enter the infant’s circulation “ through placental 
defects or during labour.” 

A more convincing hypothesis is that saline agglutinins 
play no part in the aetiology of haemolytic disease and 
that sera which contain saline agglutinins can be regarded 


as containing in addition a smaller amount of albumin 
agglutinins. This hypothesis would satisfactorily explain 
the milder effects of saline agglu tinin s and is also consistent 
with the evidence that the haemolytic process is alreadj 
maximal at the moment of birth. 

The idea that haemolytic disease “ comes on " after 
birth has arisen from the fact that jaundice and pallor 
may be absent at biith but develop rapidly afterwards./ 
However, it is well known that the plasma bilirubin rises/ 
rapidly after birth in normal infants, chiefly because of thn* 
poor excretory capacity of the liver in the newborn. There- 
fore a rapid rise in bilirubin after birth does not indicate 
that the rate of blood destruction is increasing. Our obser- 
vations demonstrate that even in very mildly affected infants 
the plasma bilirubin is usually already raised at the moment 
of birth, and in severely affected infants is always far above 
the normal range. x 

A decline in haemoglobin value during the days follow- 
ing birth is also a phenomenon of all normal infants and 
has been shown to be due to a diminution in the produc- 
tion of erythrocytes after birth (Faxen, 1937 ; Shapiro anc 
Bassen, 1941). It is very probable that the rapid fall in 
haemoglobin values during the first few days of life 
observed in many infants with haemolytic disease of the 
newborn is also due to a diminished production of erythro- 
cytes rather than to any increase in the rate of destruction 
In one severe case reported by Mollison (1943) the rate 
of destruction of Rh-positive erythrocytes in an infant wit)) 

“ icterus gravis ” was measured on the fourth and seventh 
days of life and found to be distinctly slower on the second 
occasion. It is common knowledge that in infants wit), 
haemolytic disease the degree of erythroblastaemir 
diminishes rapidly after birth, and it is surprising 
that so much stress has been laid on blood destruction 
as a cause of the anaemia, to the complete exclusion o: 
any consideration of changes in the amount of production. 

It has been suggested that there is an inverse relation- 
ship between the degree of blood destruction and th 
development of kernicterus (Vaughan, 1946 : Parsons 
1947). It seems to us that this belief has arisen as follows 

Infants whose cord haemoglobin value is below S g.% 
usually die within 24 hours of birth and therefore do not 
have time to develop kernicterus. Infants with core 
haemoglobin values of, say, 10-12 g.% may acquire values 
of 12-15 g.% in venous samples taken a few hours after 
birth, and capillary samples may show values as high 
as IS g.%. The infant's rapid production of cells does nori. 
fall off for two to three days after birth, and therefore 
an infant whose haemoglobin value was 12 g.% at the 
moment of birth may die on the third day of life with 
a haemoglobin value of, say, 16 g.%. The fallacy lies 
in regarding such a haemoglobin value as being necessarily 
normal. 16 g.% does lie within the normal range of 
haemoglobin values for the third day of life, but.it is normal 
only for an infant receiving little or no placental blood. 
In an infant which has received a large amount of placental 
blood 16 g.% in a capillary sample taken on the third day 
of life is indicative of anaemia. 

Summary 

The haemoglobin value in the cord blood of an infant with 
haemolytic disease is well correlated with the severity of the 
disease. Infants whose cord blood contains less than 8 e.% are 
very likely to die within 24 hours of birth. These infants often 
show a raised venous pressure and probably die from cardiac 
failure. Infants, with values over 14.5 g.% are very likely to 
recover without treatment. Deaths from kernicterus at two 
to five days occur in some of those infants who are anaemic' 
at birth but not so anaemic as to die within 24 hours. > 

Haemoglobin values of blood samples taken after birth are 
much more difficult to interpret because of (a) the placental 
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^■sfer of blood, and (b) the large capillary /venous diffeiences 
Ke newborn. 

lie cord plasma bilirubin taken alone is a less valuable 
of severity than the cord haemoglobin. However, taken 
I^Bmjunction with the cord haemoglobin it is of definite value 
^■sessing the severity. 

■ this series erythroblastaemia was present on the first day 
' in all moderately severe cases and was a striking feature 

■ the fatal cases ; in mild cases the number of nucleated 
' Mils was usually within normal limits. 

, strength of the direct Coombs test and the amount of 

A^ee Rh antibody in the infant’s circulation are of very limited 
value in assessing severity. 

The form of Rh antibody predominating in the mother’s serum 
and the antibody titre show some correlation with the severity 
of the haemolytic process in the infant. In practice exceptions 
are frequent, and antibody tests can be used only to forecast 
probabilities. 

These findings emphasize the importance of determining the 
haemoglobin and bilirubin values of cord blood as a means 

I of grading cases of haemolytic disease of the newborn. Not 
only is this of help in deciding whether treatment is needed, but 
.it should make it possible to compare one treated series with 
’Vnother and to decide whether equal numbers of severe cases 
have been included. 

We should like to thank the members of the medical and nursing 
_ raffs of the Obstetrics Department of this hospital, who have helped 
!s in many ways, particularly m the collection of cord blood samples ; 
pd Professor A A. Moncrieff and Drs. D. de la C. MacCarthy, 
i. R. Gordon, and R J. Pugh, of the Department of Child Health, 
iho have had clinical charge of the cases we have investigated. 
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It is well known that the blood-sucking mite Liponyssu 
bacoti is a vector of Litontosoides carinii, a filarial parasit 
of the cotton-rat, and that the infection is used in thi 
country and elsewhere for testing the filaricidal activity' o 
drugs. The earlier investigations were made on wild cotton 
rats which were found naturally infected in the field. A 
caution is necessary in the interpretation of the results o 
such experiments (Kershaw and Bertram, 1948), the mor 
recent chemotherapeutic trials have been made on infec 
tions of known duration artificially induced in th 
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[ Hhc British Council for Rehabilitation, which was founded four 
^■rs ago, has issued the first number of a quarterly magazine 
jHicc 2s.) entitled Rehabilitation. It publishes a lecture by Sir 
Hmh Griffiths surveying the field and .describing the aims and 
J ftthods of rehabilitation. “ Rehabilitation is treatment,” he says, 
Tm‘ but it is not the treatment of a disease or an injury but the treat- 
Mncnt of the individual suffering from the disease or injury ” ; and 
tpr. Edward Dunlop, discussing rehabilitation in Canada, makes the 
j point in another way — “ Each disabled person has his own rehabili- 
jtation problems, varying in extent and character.” The journal is 
.^intended for medical men and ancillary workers as well as managers 
1 ■pf industry and patients. It is obtainable from the British Council 
■Mot Rehabilitation, 32, Shaftesbury Avenue, London, W.l. 


laboratory. 

This may be done by exposing rats to infection by placin 
them for a few days in an artificial rat-nest containing 
colony of mites previously maintained on an infected ra 
In our experience and that of other workers successfi 
infection of a rat by this method cannot be predicted wit 
any confidence. One of us (D. S. B.), in studies on the rol 
of the mite as a vector, has found that it is much mor 
efficient than was suggested by earlier work. Infection rate 
of over 80% have been obtained for infective forms i 
batches of mites, and, although a mite usually contair 
only a few worms, instances of about 20 or 30, or in on 
case even 67, infective worms in a single mite have bee 
observed. This range of variation in the number of worm 
per mite in mites of the same batch tends to be wide an 
irregular. The selection of a suitable host for the provisio 
of such highly infective mites will be dealt with in a late 
communication elsewhere. Using batches of these highl 
infective mites we have been able to eliminate some c 
the unknown or uncontrollable factors arising from the us 
of rat-nests by exposing rats to infection by releasin 
small numbers of the mites (about 20) on each rat for aboi 
24 hours. 

In a series of '41 untreated cotton-rats exposed to cor 
trolled infection in this way, 35 out of 37 of those ra' 
from which gorged mites were recovered subsequent] 
showed microfilariae in the peripheral blood, but for 
rats from which no gorged mites were recovered remaine 
negative. Thus about 95% successful infection we 
obtained provided there Was evidence of the mites havin 
gorged on the rat. On the other hand, these results sugge 
that unless the mites feed freely on the rat infection doi 
not occur. 

We have shown elsewhere (Bertram, 1947) that the miti 
do not transmit all their worms at the first infective blooi 
meal. Consequently, any estimation of the number < 
worms transmitted to a rat necessitates dissections of a 
series of mites before, and of engorged mites after, the 
transmission meal. Since the number of worms per 
mite is so variable such estimates are likelv to show 
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considerable deviation from the actual intensity of infection 
■obtained, and in 10 rats for which estimates were made 
such discrepancies were found to occur. Nevertheless, 
these dissections are of value since they provide confirma- 
tive evidence of transmission having taken place during 
the act of feeding. Thus in one series the infection rate 
before the transmission meal was 76%, with a mean of 
■6.7 worms per mite, arid the corresponding figures after 
the meal were 34% and LI worms. 

These observations indicate that, though it is unlikely 
that the method is suitable for the detection of partial 
prophylactic action, a drug may be regarded as a complete 
prophylactic if it prevents the. development of infection in 
a number of animals exposed to infective mites, provided 
it is known that the infective mites had gorged on the treated 
animals. With this information at our disposal it has been 
possible to undertake preliminary experiments to test the 
prophylactic activity of filaricidal drugs on the following 
basis. 

Basis of the Experiments 

Recent work has established the therapeutic efficacy of 
organic preparations of antimony in filarial infections of 
man and of cotton-rats. It is not possible to compare the 
therapeutic activity of the antimonials tested by Culbertson 
•e/ al. (1947a) on cotton-rat- infections, but from the experi- 
ments oh human infections the order of decreasing 
effectiveness was roughly “ neostibosan ” (Sb+ 5 ), “ urea 
■stibamine ” (Sb +5 j, “ anthiomalinc ” (lithium antimony- 
thiomalate) (Sb+ 3 ), “ solustibosan ” (Sb +S ), “ fouadin ” 
(stibophen) (Sb+ 3 ), and tartar emetic (Sb^ 3 ). 

Of organic preparations of arsenic only the tervalent 
-derivatives appear to have been tested satisfactorily for 
therapeutic activity. Several of these show pronounced 
activity — e.g., phenyl arsenoxide, reduced tryparsamide, 
“ halarsol,” and neoarsphenamine (Hawking, 1940 ; 
Hawking and Sewell, 1948) (microfilariae of JVitchereria 
bancrofti in vitro and adults of L. carinii in vivo), the 
atypical “ Melarsen oxide ” (p-melaminylphenyl arsenoxide) 
■(IF. bancrofti in man), “ mapharside ” (Otto and Maren, 
1947) (microfilariae of L. carinii in vitro), and p-arsenoso- 
•benzamide dithioglycollate (Otto and Maren, 1947) (adults 
•of L. carinii and D. immitis in vivo). 

A number of metal-free organic preparations of known 
therapeutic activity in protozoal and bacterial infections 
— e.g., derivatives of acridine, sulphanilamide, quinoline, 
and phenanthridine — are relatively or totally inactive as 
filaricides (Culbertson et al., 1947b ; Hawking, 1947), but 
two new series of metal-free compounds of novel chemo- 
therapeutic type have been recently reported as highly 
active — namely, (1) cyanine and styryl-dye-type compounds 
containing a resonating amidinium-ion system (Welch ct al., 
1947), and (2) derivatives of piperazine, the most active 
of which is “ hetrazan (l-diethyl-carbamyl-4-methylpiper- 
azine hydrochloride) (Hewitt et ah, 1947 ; Santiago- 
Stevenson et al., 1947), the most promising filaricide 
to date. No adequate data appear to be available for the 
activity or otherwise of suramin (=“antrypol"=“ger- 
manin”='“ Bayer. 205”) or of the diamidines. 

Compounds which are known to have pronounced pro- 
phylactic activity in trypanosome infections are antrypol, a 
new quiniiuevalent anlimonial drug “ MSb ” (p-melaminyl- 
r'phenyl stibonate), (Friedheim et al, 1947), and, to a less 
extent, the aromatic diamidines (Fulton, 1944). Antrypol 
has' been shown to owe its prophylactic activity to reten- 
tion on plasma protein (Dewey and Wormall. 1946), and 
tissue retention is responsible for the remarkable prophv- 
• lactic activity of MSb (Friedheim ct al., 1947 ; Rollo et al, 
in press) : a similar mechanism doubtless obtains for the 
■ aromatic diamidines. For this reason, and since a number 


of quinquevalent antimonials have been shown to exert 
filaricidal activity, the three compounds chosen for pre- 
liminary prophylactic tests on L. carinii infections of cotton- 
rats were (a) antrypol. (6) stilbamidine, and'(c) MSb. 

Results 

The trial of these three drugs was undertaken by adminis- 
tering a single dose in solution into the peritoneal cavity 
and allowing the condition of the survivors to become stable. 
The rats were then exposed to the bites of about 20 highly 
infected mites, and estimations of the probability of their 
developing an overt infection were made by recording the 
number of gorged mites recovered and by dissections of 
samples of the mites before feeding and after recovery'. 
Five groups of eight rats were exposed to mites, each group 
consisting of two controls which had not received any drugs 
and three pairs to which had been given MSb, stilbamidine, 
and antrypol. 

The successful transmission of infection can be estab- 
lished by the appearance of microfilariae in the peripheral 
circulation about 50 days after the exposure to infective 
mites or by the examination of the animal some two or 
three months after exposure to determine whether adults 
have been produced, for it is possible in low-grade infec- 
tions in which one or two adults have developed to maturity 
for one sex only to be present and for microfilariae thus 
to be absent. In this preliminary trial it was decided to 
allow the infections which might develop to run their 
natural course in the first three groups, as it was possible 
for infection to be delayed in appearance if not prevented, 
for its subsequent evolution to be protracted, or for its 
intensity to reach a lower level than those in the controls. 
The results are shown in the following table. 
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• Not expected to develop on infection, os no gorged mites were recovered, 
t Died otter evposnre to mites. _ , . , . 

t Developed on infection of Io» intensity. The antimony content of tne blood 
as determined by trypanocidal titre in viiro was between that of a control and 
another animal which had received a smaller dose of drug. It is presumed that 
some of the drug had escaped into the gut or had been excreted, 

5 Failed to develop an infection (infection probability 95 */, in control rats). 
" Died three weeks later from heat-stroke. Five adult females and one a~ult 
male were found. 

■ The rats to which MSb had been given were examined 
at intervals varying from four months to nine months after 
exposure to determine whether adults might be present 
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■in the absence of microfilariae in the peripheral circula- 
tion, but none was found. 

It is evident that after a single dose MSb can act as a pro- 
phylactic against the development of filariasis in the cotton- 
rat by preventing the establishment of adults in the pleural 
cavity after the exposure of the animal to the infective 
larval form in the mite, so far as these experiments show, 
at a minimum dose of 250 mg. per kg. of body weight and 
with a maximum prophylactic interval of three weeks. 
Stilbamidine and antrypol are both inactive at doses of 
50, mg. and 500 mg. per kg. respectively at shorter intervals. 

We are indebted to Dr. E. A. H. Friedheim for supplying the MSb. 
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INFECTED INTERVERTEBRAL DISK 
AFTER LUMBAR PUNCTURE 

BY 

L. L. BROMLEY, M.Ch., F.R.C.S. 

J. DONALDSON CRAIG, M.D., M.R.C.P. 

AND 

A. IV. LIPMANN KESSEL, M.B.E., M.C., F.R.C.S. 

{From St. Mary's Hospital, London. J V.2) 

The use of lumbar puncture as a diagnostic and thera- 
peutic measure is so common that any complication which 
results from it merits attention. In a review of the litera- 
ture we found reports of 44 cases of injuries to intervertebral 
disks, clinically and radiologically established, following 
lumbar puncture. Only two of these, however, were com- 
plicated by infection of the disk or adjoining vertebral 
bodies. 

The majority of cases occurred in children on whom 
lumbar puncture had been performed for meningitis ; those 
in adults followed a spinal analgesic or some procedure 
such as encephalography. One of the two infective lesions 
reported, that by Findlay and Kemp (1943), describes osteo- 
myelitis of the second and third lumbar vertebrae, with 
destruction of the intervening disk, in a 1-month-old child 
following an unsuccessful attempt at lumbar puncture in 
the presence of pyogenic skin infection. The second case 
(James, 1946), that of a 4j-year-old boy, has some features 
in common with our own. One week after a difficult lumbar 
puncture he developed a temperature of 104° F. (40° C.) 
and flattening and rigidity of the lumbar spine. Shortly 
afterwards a radiograph showed loss of L3-L4 disk space 
and later of L4-L5 space with sclerosis of the adjoining 
vertebral bodies. The illness was complicated by the 


development of chicken-pox, but recovery followed plaster 
immobilization and penicillin therapy. 

The clinical picture in all the reported cases — whether 
accompanied by infection or not — is remarkably constant. 
At a varying interval after lumbar puncture low backache 
occurs, accompanied by rigidity of the lumbar spine and 
diminution of the normal lumbar lordosis. Radiological 
examination subsequently reveals some loss of inter- 
vertebral joint space and, later, sclerosis of the adjacent 
cortex of the related vertebral bodies. Frequently lumbar 
puncture has either been repeated or been accomplished 
with difficulty. 

In addition to the two infective complications already 
quoted, one case of spinal epidural abscess after lumbar 
puncture had been reported up to the end of 1945 
(Rangell and Glassman, 1945). 

Case Report 

A girl had an attack of meningococcal meningitis in J943, at 
the age of 12 years, for which she was treated first at a fever 
hospital and then at a general hospital elsewhere. Exact details - 
are not known, but she remembers that at least, one lumbar 
puncture was performed' under an analgesic. She made a good 
recovery from her meningitis, but experienced backache and 
severe stiffness during convalescence. The backache has been 
present on and off ever since ; it has never been severe, nor has 
it radiated from the lumbar region. 

Two years after her illness she developed a tender mass above 
the middle of her left groin and was treated by sulphonamides 
and local heat. The mass persisted and she became ill, being 
admitted to hospital with an irregular pyrexia. A provisional 
diagnosis of actinomycosis was made at this time and she was 
given 5,500,000 units of penicillin. The mass softened centrally 
and discharged pus. from which, however, no streptothrix fila-' 
ments were isolated. After a further course of 7,500,000 units 
of penicillin the skin over the sinus healed and she was dis- 
charged in good general condition. 

In October, 1947, she was admitted to St. Mary’s Hospital for 
the first time with a recurrence of the swelling above the left 
groin. There had been no exacerbation or alteration in the 
intensity or character of her backache. A radiograph of the 
pelvis showed no abnormality. Examination under an anaes- 
thetic revealed no palpable intra-abdominal mass. The swelling 
was subsequently explored and a specimen of tissue sent for 
histological examination. This revealed chronic inflammatory 
changes only, and showed that the deep part had not been 
completely excised. The wound healed, however, and the 
patient was discharged. 

She was readmitted in January, 1948, because a sinus had 
forrned at the site of the operation. Culture yielded Staphylo- 
coccus aureus. Lipiodol injection and x-ray examination of the 
sinus showed a track 16 cm. long going across the midline to 
just above the right anterior-superior iliac spine. A lateral 
radiograph revealed that the sinus lay in the anterior abdominal 
wall. No connexion with bone or viscus could be demonstrated. 

It was decided to explore the sinus track, and this was done 
by Mr. A. E. Porritt on -Feb. 11. The track lay in its proximal 
8 cm. entirely superficial to the aponeurosis and, immediately 
to the right of the midline, passed deeply, lying on the anterior 
aspect of the rectus muscle and then between the aponeurosis 
of the external and internal oblique muscles. It was traced to 
just above the anterior-superior spine, where no further exten- 
sion could be found. The wound was then closed, and it 
healed by first intention. 

Further radiological examination was carried out by Dr. 
T. Richard Riley, who reported on the lumbar spine as follows, 
(see Fig.): . 

“ There is a mild scoliosis convex to the right. The body of 
L3 shows evidence of irregular bone destruction on its lower 
surface. The affected margins are sclerosed and there is no 
sign of present activity. The upper surface of the body of L4 
shows irregular shallow bone destruction and appearances other- 
wise as in L3. The intervertebral disk space between L3 and L4 
is still present, but considerably reduced in depth. Comment : 
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The appearance of the contiguous surfaces of the bodies of L3 
and L4 and that of the intervening disk space is consistent 
with an old localized infective process at this level. The appear- 
ance is not that of tuberculous infection. The retention of 
some degree of disk space, the absence of paravertebral shadow. 



Radiograph showing antero- 
posterior slew of lumbar spine. 


was fitted with a lumbar support 


and the limited involve- 
ment of the upper surface 
of the body of L4 are not 
consistent with tuberculous 
destruction. I would say 
that the appearances are 
consistent with a pyogenic 
infection secondary to lum- 
bar puncture.” 

The patient w T as put into 
a plaster jacket and dis- 
' charged in good condition 
on March 1. When seen 
in May, 1948, she was in 
excellent health and had 
been comfortable and free 
from backache in her 
jacket. The operation 
wound had remained 
healed and there was no 
evidence of any recurrence 
of the abscess. Her E.S.R. 
at this time was 3 mm. per 
hour fWestergren). She 
be wom in the daytime only. 


Discussion 

The manner in which the infection in this case presented 
is interesting. No doubt intensive sulphcmamide and 
penicillin therapy altered the course of the infection, but 
this cannot explain how an L3-L4 intervertebral abscess 
tracking laterally round the right side of the abdominal wall 
should present itself in the left mid-lateral line 5 cm. above 
the inguinal ligament. At first thought it is tempting to 
postulate that the pus followed the course of the anterior 
primary ramus of a lumbar nerve or of a lumbar branch 
of the abdominal aorta, but simple anatomical considerations 
show this to be unlikely. 

In the majority of reported cases, as in this one, there 
was no history of sciatic or other root pain, or any related 
deep segmental pain, in spite of the obvious intervertebral 
joint disorder. A more detailed study of these patients may 
throw' some added light on the mechanism of pain in inter- 
vertebral disk injuries. 

The fact that the majority of reported cases have been 
in children could be. accounted for because of the greater 
frequency of meningitis in children. It is, however, likely 
that, overall, at least as many lumbar punctures are per- 
formed on adults as on children, and the relative frequency 
of complications among children is therefore probably sig- 
nificant. The danger of intervertebral disk damage is clearly 
related to the fact that in children the depth of the disk 
from the skin is much less than in adults, which therefore 
allows for a smaller margin of error. The annulus fibrosus 
in young children is no more than 2-3 mm. in depth, and 
is considerably stretched and thinned in acute flexion of 
the spine, the standard position for lumbar puncture. 
Further, the nucleus pulposus is known to be under con- 
siderable tension, bulging backwards in acute flexion, and 
this makes for its easy escape along the needle puncture or 
its infection by the same means. 

Consideration of all these factors might help to minimize 
the danger of intervertebral disk damage following lumbar 
puncture, particularly in children. 

We are indebted to Mr. A. E, Porritt, under whose care this 
patient was admitted, for permission to publish this report, and to 
Mr. V. H. Ellis for helpful advice. 
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COUGH FRACTURE OF RIBS 

BY 

RAYMOND C. COHEN, M.D_, D.P.H. 

Deputy Medical Superintendent and Physician to Pulmonary 
Tuberculosis Unit. Btcck Notley Hospital ; Tuberculosis Officer. 

N.E. Metropolitan Regional Hospital Board 

The purpose of this paper is to call attention to an infrequent 
but possibly often unrecognized cause of pain in the chest 
of sudden onset and resembling dry pleurisy in its symptoms. 
I have observed a number of cases of “ spontaneous ” frac- 
ture of ribs occurring in tuberculous subjects, in some of 
which there was a dear history of pain following violent 
expiratory effort as in coughing or sneezing. These cases 
happen to have been discovered in women aged between 
18 and 35, but other authors have recorded it occasionally 
also in men. 

This condition, which I will describe as cough fracture 
of ribs, is not widely recognized, and the literature on the 
subject is scanty. 

Halliwell (1929) reported fracture of the sixth, seventh, 
and eighth ribs after a bout of coughing in a doctor aged 
40, of good physique and convalescent from pleurisy and 
“ pseudo-asthma." About a month later, on getting out of 
a bus, he had another attack of coughing, and x-ra\ 
examination revealed a fracture of the ninth rib on the 
same side as before and in line with the other three. 
Recovery was uneventful. Howson (1934) was able to 
trace, in all, 58 reported cases, and added a further case 
of his own. This occurred in a woman of 26 with bilateral 
pulmonary tuberculosis who had had a thoracoplasty on 
the left side, and several months later was found to have 
a recent fracture of the ninth right rib, older fractures of 
the tenth and eleventh right ribs, and a fracture of the left 
tenth rib “ with considerable callus formation.” Sakka 
(1938) also described three cases of spontaneous rib frac- 
ture occurring in North African natives which he thought 
were due to tuberculous osteitis. The subjects were all men 
between 24 and 27, two of whom were suffering from pul- 
monary tuberculosis. Cramer (1943) described four cases 
■ — three in women aged 26, 65, and 72, and one in a man 
of 72. He thought the fractures were due to muscular 
action on areas of rarefaction in the ribs, and suggested 
that the upper five ribs are unlikelv'to fracture from cough 
because they are shorter and are supported posteriorly by 
the scapular musculature. 

Case Reports 

Case 7— A woman aged 23 was admitted to Black Notley 
Hospital on April 8. 1937, for tuberculosis of the left lower 
lobe. A'-ray examination on admission revealed, in addition 
to the tuberculous disease, a recent fracture of the seventh left 
rib about 14 in. (3.75 cm.) from its junction with the costal 
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cartilage. The patient gave no history of trauma or sudden 
pain, but confessed to having had some pain in that area 
shortly before admission. She had had cough and sputum for 
about three months. 

Case 2 — A woman aged 28 was admitted on Oct. 14, 1937, 
for sluggishly active tuberculous disease of her right sub-apex 
with a small cavity On Dec 30 she complained of soreness 
in her left side, which she first felt during a bout of coughing. 
Physical examination revealed a small bump palpable on the 
angle of the tenth rib, and x-ray examination revealed a frac- 
tured rib in that position (Fig 1) Subsequent films showed 
callus formation which had almost completely absorbed by 
June, 1938. 

Case 3 — A woman aged 22 was admitted on Feb. 18, 1938, 
Tor fibrocaseous tuberculosis of her right upper lobe with 
* avitation. A radiograph on admission showed recent fractures 
f the anterior ends of her seventh and eighth left ribs, 14 m. 
from the costo-chondral junctions She had not complained 
of pain at that site, and there was no history of trauma. 



Fig 2. — Case 4. Sept. 26, 1941. Right aruhcial pneumothorax, with 
small effusion; fracture with callus formation. 


Case 4 . — A woman aged 18 was admitted on April 26, 1938, 
with acute exudative tuberculosis of the right lung with cavita- 
tion. Right artificial pneumothorax was induced on May 2 and 
adhesions were cut on Nov. 9. She was discharged quiescent 
on May 7, 1939, and thence attended as an out-patient for 
refills. A routine x-ray examination on Sept. 26, 1941, showed 
a fracture of the seventh right rib about 2 in. (5 cm.) from 
the corresponding transverse process, with some callus 
formation (Fig. 2). The patient gave no history of pain or 
trauma. 

Case 5 . — This patient, aged 19, was admitted on Dec. 1, 
1939, for exudative, tuberculosis with cavitation of her right 
middle and lower lobes. A radiograph on Dec. 5 showed a 
fracture with early callus formation of the anterior end of her 
ninth right rib, about 1 in. (2.5 cm ) from the costo-chondral 
junction. There were no symptoms at the time of discovery, 
but on inquiry the patient recalled an acute pain which she 
had felt low down in her right chest, after a sneeze, a few 
days before admission. , 

Case 6 — A woman aged 33 was admitted on March 8, 1948, 
for fibrocaseous tuberculosis of the left lung with upper-lobe 
cavitation. A radiograph showed old nearly healed fractures 
of the fifth, sixth, and seventh ribs on the right side, about 
4, 3j, and 3 in. (10, 8.75, and 7.5 cm.) respectively from the 



Fig 3. — Case 6 April 6, 1948. Bilateral tuberculosis of acute 
exudative type, with cavitation left apex and right sub-apex ; fractures 
with callus formation of fifth, sixth, and seventh right ribs 


costo-chondral junction, so that the fractures appeared verti- 
cally’ above each other (Fig. 3). In November, 1947, she 
had felt a sudden pain in the right side of her chest, much 
worse on coughing and catching her breath. She found relief 
by pressing her hand to her side. The pain lasted about two 
weeks, gradually diminishing. 

Case 7. — A woman aged 35 was transferred to Black Notley 
Hospital from another sanatorium on March 31, 1948, for 
fibrotic tuberculosis of her left lung. A radiograph on April 2 
showed a fracture of the anterior end of her sixth left nb, 1 in. 
from the costo-chondral junction. Reference to her previous 
radiographs showed that the ..fracture first appeared on an 
x-ray film dated Feb. 13, 1948 — it was not seen on the preceding 
film of Dec. 3, 1947. About Dec. 20 she had felt a sudden 
pain in the lower part of her left chest which “ caught her 
breath ” and was diagnosed as pleurisy. Her chest was strapped 
for seven days and the pain eased off after a day or two. 
There was no history of trauma, and she did not think the pain 
followed coughing, but could not remember for certain. 
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Discussion 

These cases, together with those already reported by other 
writers, show clearly that it is possible for ribs to fracture 
as a result of otherwise normal respiratory exercise. The 
occurrence must be a rare one, but is likely to be observed 
occasionally by those who see a sufficient number of chest 
radiographs, and it probably occurs more often than might 
be supposed. Cases are easily missed if chest radiographs 
are not carefully examined and the condition borne in mind. 

The mechanism of such fractures is difficult to determine. 
Primary tuberculous osteitis of ribs is generally believed 
to be so uncommon that it is unlikely to be the basic cause. 
There -was no evidence of it jn my own cases, though it 
is conceivable that areas of bone rarefaction may occur 
in a rib adjacent to a cold abscess arising from a caseous 
tuberculous gland ; and, so far as I have been able to 
ascertain, most reported cases, excluding those due to gross 
localized changes such as secondary malignant deposits or 
osteitis fibrosa, have occurred in tuberculous subjects, but 
the condition is not confined to them. Cough fractures of 
ribs have also been known to occtir in elderly subjects, prob- 
ably associated with increased fragility of bones associated 
with advancing age, and it would not be surprising if it 
occurred also, for example, in cases of rheumatoid arthritis, 
in which rarefaction of bones is sometimes found. 

The apparently high- incidence in tuberculous subjects 
suggests a possible constitutional effect on bone structure, 
but it must also be remembered that such subjects are 
repeatedly having their chests x-rayed and the lesion is 
therefore more likely to he discovered. 

I have been unable to find any evidence to suggest that 
the ribs of a tuberculous patient are particularly liable to 
decalcification, except in so far that prolonged bed-rest may 
lead to some degree of this from diminished use. Certainly 
the blood calcium level remains remarkably constant in 
tuberculous subjects. Healing of the fractures has followed 
normally, and there does not appear to be any delay in 
callus formation and eventual union. 

The most reasonable explanation of these fractures seems 
to be the violent and abnormal action, probably associated 
with asymmetrical posture producing uneven action on the 
ribs, occurring during the violent expiratory effort of a 
cough or sneeze. Diminished use of the thoracic muscula- 
ture that occurs in a patient confined to bed for long periods 
may also lead to a mild degree of decalcification and be a 
contributory factor.. 
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The Mental Surr ey Committee of the Scottish Council for Research 
in Education has recently completed an investigation into the intelli- 
gence of Scottish children. The results were briefly described in 
The Times of Nov. 17, 194S, by Professor Godfrey Thomson, the 
chairman of the committee. The full results are to be published in 
a series of volumes, the first of which will appear in the spring. 
The main task of the investigators was to repeat a group intelligence 
test given in 1932 to S7.49S Scottish children whose eleventh birthday 
fell in that year. The same test was given to 70,805 children whose 
eleventh birthday fell in 1947, but on this occasion much additional 
sociological information was collected about each child. The possible 
ycorc was 76 points, and in 1947 the mean score, 36.7, was higher 
ithan the mean score, 34.5, in 1932. The boys went up 13 and the 
girls no less than 3.2 points. At least as a first deduction this appears 
to show that no decline in intelligence is going on, but Professor 
Thomson thinks the rise may be due to the fact that children are now 
much more familiar w-ith intelligence tests. The now common 
observation that intelligent children are more frequently found in 
small families than in large ones is confirmed. The average score 
obtained by the only children, 7.S24 out of 70,805, was 42 points, 
and children of families of two averaged nearly as much. But for 
families of four the average score was 35.3 and for those of eight 2S.S. 


COUGH FRACTURE IN LATE PREGNANCY 
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Rib fractures due to cough alone, or with an added factor 
of shearing stress from simultaneous action of other 
muscles, have been recognized for manv years (Guilt, 
1862; Tunis, 1890; Hawley, 1890; Skyrme, 1890; Bahr, 
1894). In addition, sneezing, choking, vomiting, and strain- 
ing at stool are recorded as causes among other varieties of 
expiratory effort. Numerous forms of exertion, such as a 
handspring or mounting a restive horse (Hilton, 1852; 
Seilin, 1917), have also been blamed, although here again 
associated grunting expiration through partly closed cords 
may have been responsible. 

In recent years the number of cough fractures reported 
from sanatoria has tended to overshadow the non- 
tuberculous cases, which may be more numerous but have 
less chance of being diagnosed. Oechsli in 1936 found 77 
cases of cough fracture in the literature to that time. He 
indicated that when a routine search was made in chest 
films the incidence of the condition was high. In his series 
of approximately 3,000 admissions to Olive View Sana- 
torium 22 cases with cough fracture were found. At the 
same time Richardson (1936) at Ray Brook Sanatorium 
reported 20 cases out of 1,903 tuberculous admissions. 
Osteoporosis in the late stage of phthisis has often been 
suspected as predisposing to cough fracture, but eridence 
that it is the chief cause is as yet unconvincing. 

Tunis (1890), analysing 40 such stress injuries from 
muscular action, noted that more than 25% occurred in 
patients in whom bone fragility could be excluded as a 
factor, and^Seilin (1917) supported this view. Reports since 
published do not suggest a different conclusion. 

Kleiner (1924), quoting Tunis and bringing the literature 
up to date, found that of 57 cases (which included 14 by 
muscular action other than coughing) 28 were left-sided, 17 
were right-sided, and the side was unrecorded in the remain- 
ing 12. There were more fractures of lower ribs than upper, 
the site of fracture on 19 occasions being the upper seven 
ribs and on 36 occasions the eighth, ninth, tenth, and 
eleventh ribs. (The apparent discrepancy is due to more 
than one rib being involved in some instances.) Kleiner’s 
analysis was made before the papers on the large series of 
tuberculous cases had been published. In seven of eight 
patients with fracture of the eleventh rib reported by Tunis 
and Seilin this was the only rib affected. Multiple fractures 
appear to be more frequent when the higher ribs are 
involved. 

The older writers (Tunis, 1890; Bahr, 1S94) suggest 
that the preponderance of left-sided damage pointed to a 
cushioning action of the liver on the right side. Oechsli found 
no left-sided prevalence and was therefore sceptical of this 
theory, but the majority of his fractures were mid-thoracic 
and above liver level. Richardson in a similar series of 
tuberculous patients noted that the sixth and seventh ribs 
in the mid-axilla were the commonest sites. 

In the literature there are six reports of this accident in 
pregnancy. Only one occurred during labour, and that in 
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a coughing fit (Ahem, 1894). Wahl (1926) remarked on the 
coincidence that four out of five cases described had 
occurred at the end of pregnancy ; the duration of cyesis in 
the other was not recorded. These cases reported by different 
authors over many years, together with the four patients in 
the present series, appear to have features in common: 
(1) they occur late in pregnancy ; (2) they tend to be left- 
sided ; (3) lower ribs are chiefly involved ; and (4) multiple 
fractures are the exception. The details are summarized for 
convenience in the Table. 


Author 

Patients* Age 
and Previous 
Pregnancies 

Duration 

of 

Pregnancy 

Site of 
Rib 

Fracture 

Remarks 

Htirard (1855) 

22 

7 months 

Left 11th 

Cough for 6 
months 

Benoit (Bahr, 1894) 

— 

In 9th 
month 

Left 9th 

Coughing fit 

Chonery (Bflhr, 1894) 

23 


— 

Coughing fit 

Dogadkin (1885) .. 

27 multipara 

In 9th 
month 

At end of 
pregnancy 

Left Sth 

>• H 

Blanc (1908) 

— 

Multiple 

Coughing 

Af>emfl894) 

Paullcy ct at. 

21 primipara 

In labour 

Left 6th 

Coughing fit 

36 weeks 

Left 10th 

Coughmc fit 
(ch bronchitis) 

” 

25 multipara 

38 „ 

Left 9th 
and 10th 

Coughing mildly 

.. 

36 „ 

40 

Left 11th 

Lifling and 
coughing 


25 primipara 

29 „ 

Left 11th 

Coughing after 
previous choking 


Case Reports 

Case 1 . — Primipara aged 21. 36 weeks. No previous frac- 

tures. When seen on Jan. 12, 1947, gave a history for 14 days 
of sharp pain in the lower left chest posteriorly. A non- 
productive barking cough had been present for the same length 



of time. Physical signs suggested a small effusion at the left 
base and chronic bronchitis. Y-ray film of chest was negative. 
Subsequent examination revealed a localized tender lump with 
crepitation over the tenth rib on the left side. Special views 
of this area confirmed diagnosis of rib fracture. Control films 
for bone density showed no osteoporosis. Serum calcium was 
9.5 mg. per 100 ml. Serum inorganic phosphate was 3.8 mg. 
per 100 ml. 

Case 2 . — Multipara (one previous child) aged 25. 38 weeks. 
No previous fractures. Seen in antenatal clinic on Jan 7, 
1948. In late November, 1947, began to cough and noted 
slight pain in left lower chest In mid-December, 1947, three 
' weeks before being seen, while coughing mildly felt a crack 
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in same region, with exacerbation of pain. Pain had persisted. 
On examination, tender over left tenth rib in the posterior 
axillary line. Radiograph of this area confirmed fracture 
of this rib and of the ninth. Control films for bone density 
showed no osteoporosis. Serum calcium was 10.3 mg. per 
100 ml. Serum inorganic phosphate was 4.6 mg. per 100 ml. 

Case 3. — Multipara (four previous pregnancies, well spaced)' 
aged 36. 40 weeks. Seen Feb. 14, 1948. Gave history of 

having had a cough for, some time. Seven days previously 
coughing vigorously, and at the same time, when bending 
and lifting a child aged 3, experienced a sudden pain in the 
left side of chest and felt something “go.” Thereafter unable 
to cough properly because of pain. Clinically, fracture of 
eleventh rib left side posterior axillary line with ecchymosis. 
A.P. radiograph of area confirmed fracture. Comparative 
control radiographs for decalcification revealed no abnormality. 
Serum calcium was 8.9 mg. per 100 ml. Serum inorganic 
phosphate was 4.5 mg. per 100 ml. 

Case 4 . — Primipara aged 25. ' 29 weeks. No previous' 
fractures. Seen on Jan. 26, 1948, having had cough for three 
or four weeks. In early January had had a choking attack 
and subsequently noticed pain over the left lower chest. Two 
days before attending had gone out in the evening, and cold, 
air in the street caused her to cough, which was followed by 
immediate sharp pain in the left side. Radiograph confirmed 
fracture of eleventh rib. Radiographs for bone density against 
control revealed slight osteoporosis present. Serum calcium 
was 10.8 mg. per 100 ml. Serum inorganic phosphate was 
4.07 mg. per 100 ml. 

A woman in late pregnancy was seen in April, 1946, with 
what was in retrospect a characteristic history. At the time 
pleurisy was suspected. A radiograph of the chest was negative 
and she was dismissed as having had an intercostal muscle 
tear. It is noteworthy that in her case the lesion was on the 
right side. 1 

Two other probable cases have been seen, but the consider- 
able administrative difficulties in the immediate antenatal and 
post-natal periods interfered with the necessary investigations. 

The Clinical Picture 

If the possibility of the condition is kept in mind a care- 
ful history will often give a pointer to the diagnosis. The 
sudden onset of severe sharp pain during a coughing fit is 
offen supported by a story of something “ giving ” or 
“ cracking.” The four cases described, and the other three 
possibles, all occurred in the first quarter of the year, when 
hard unproductive coughs arc prevalent and bronchitics are 
having their winter exacerbations. All the patients were in 
the last three months of pregnancy. 

On examination there may or may not be some fever 
from the primary chest condition, and the respiration rate 
may be raised owing to pain on deep breathing. Movement 
and air entry are diminished at the affected base, and per- 
cussion is impaired because of poor aeration or a high 
diaphragm. Pleural rubs have been noted in some cases of 
cough fracture. The signs may suggest a small pleural effu- 
sion, but it must be stressed that postero-anterior and lateral 
chest films reveal no abnormality when the. lower ribs are 
involved. If suspicion has not already been aroused it is 
now .that a careful search should be made for a tender 
localized area on one or more of the ribs. Experience of 
these pregnancy cases suggests that the left ninth, tenth, 
or eleventh ribs are the most likely site. Antero-posterior 
and oblique views 'will be required to confirm a fracture 
with minimal displacement in or behind the posteriory 
axillary line. / 

Discussion - 

Comparisons of bone density against controls of the same 
sex and age revealed slight osteoporosis in only one case. 
Blood calcium and phosphorus estimations were within 
normal limits. There was no history in any of the cases 
of previous fractures to suggest pre-existing bone fragility. 
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If calcium or phosphorus metabolism were a factor in late 
pregnancy patients one might expect a high incidence in the 
early puerperium, but so far there is no record of such a 
case. 

If bone fragility can be excluded the remarkable incidence 
of fracture of lower ribs consistently left-sided and in late 
pregnancy could be due to a mechanical cause peculiar to 
the abdominal mass or compensatory lordosis. 

It has already been shown that the mid-thoracic fractures 
occur along the line of interdigitation of the external oblique 
and serratus anterior (Oechsli, 1936), and are assumed to be 
the result of shearing stress. The likelihood of fracture is 
reported to be increased if the serratus is taut at the time 
of coughing, as it may be when the arm is raised or when 
the patient is resting on one elbow (Atkinson, 1898 ; Seilin 
1917 ; Oechsli, 1936). 

In the group of' cases in which fracture occurs in the 
lower ribs a different explanation must be sought. Expira- 
tion, normally passive, becomes forced on coughing, but 
there is some disagreement about which muscles are Impli- 
cated. Mainland (1945) gives these accessory muscles as: 
(I) anterior abdominal muscles ; (2) latissimus dorsi, but 
states that its mechanism is not cleat ; (3) the long hack 
muscles, the low'er parts of which are able to depress the 
ribs. 

- A study of the anatomy and fracture sites in the majority 
of pregnancy cases suggests that the shearing stress occurs 
along the line between the origin of the external oblique 
(from the lower four ribs) and the costal slips of the latis- 
simus dorsi. This, however, ignores the long back muscles 
(sacrospinalis). In the pregnant stance the head and shoulders 
are thrown back ; compensatory to this is a lordosis 
involving increased postural tone, and perhaps hypertrophy 
of the iliocostalis and iongissimus portions of the sacro- 
spinalis. Incoordination or action of more than normal 
violence might occur in this muscle in such circumstances. 
Thus forcible expiration, as in coughing with depression of 
the lower ribs by the iliocostalis, could provide conditions 
for a shearing stress sufficient to fracture a rib. 

Another possible mechanism is that the uterine mass is 
driven backwards and upwards against the. inner surface 
of the lower chest in coughing by contraction of the anterior 
abdominal muscles. The main force would be deflected to 
the left side by the liver on the right. Whether or not the 
protuberant abdomen is in any way responsible by altering 
the action or direction of pull of the external oblique must 
remain at present a matter for further consideration. 

Although a fractured rib is a trivial injury it can produce 
extreme discomfort and insomnia, particularly in a patient 
who is coughing. That this is undesirable in late pregnancy 
is self-evident. It would appear from the literature quoted 
in this paper, and from the present series collected without . 
propaganda in twelve months from two antenatal clinics, 
that the condition in late pregnancy is not a rarity, and its 
frequency is probably greater than hitherto appreciated. 

The importance of wider recognition lies in the great 
relief of pain experienced by the patient with early diagnosis 
and ^adequate strapping of the chest. Almost equally 
important is the avoidance of tiresome confinement to 
bed and needless investigation, often in hospital. 

J ' Summary 

A brief review of the literature of cough fracture is given, 
with particular reference to its incidence in late pregnancy. 

The clinical picture usually found in this condition is 
described. 

Brief histories of four cases are reported. 

Suggestions are made about the mechanism of the condition. 


A case is put forward for this rather trivial injury to be 
regarded more' seriously, and a suggestion is made' that its 
frequency may be greater than is generally recognized. 

We wish to thank Drs. J. N. Pauiascn, F. Pygott, and R. A. H. 
Kinch for their help, and Miss W. p. Cory and'Miss D. Wrightoa 
for secretarial assistance. We are grateful to Mr. J. S. MacVine for 
access to three of the cases, to Mr. F. Rogues for access to the fourth 
case, and to Professor J. Kirk and Dr. E. \V. Walls for advice on the 
anatomy. 
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LYMPHOBLASTIC LEUKAEMIA TREATED 
WITH URETHANE 

BY 

D. PULLEN, M.B., B.S. 

Assistant Pathologist. Royal Alexandra and New Sussex 
Hospitals. Brighton 

The use of urethane in the treatment of lymphatic leuk- 
aemia is a fairly recent development, and was first recorded 
by Paterson et at. (1946) in 12 cases of chronic lymphatic 
leukaemia. Five of these patients were alive at the end 
of Lbe observation period, but the single case of acute 
lymphoblastic leukaemia showed no response to treatment. . 

The following case is noteworthy for the dramatic initial 
clinical and haematoiogical response to urethane in a child 
with acute lymphoblastic leukaemia. 

Case History 

A girl aged 14 months, weighing 24 lb. (10.89 kc.l, was 
admitted to hospital on July 19, 1947. with one week's history 
of anorexia and fretfulness, associated with vomiting for the 
previous two days. The mother had recently noticed that the 
child bruised easily. The past history was one of normal 
physical and mental development, the diet was normal, and 
no drugs had been taken. The family history' was negative. 

On examination the patient was seen to be a well-developed 
but abnormally quiet child with, a very pale, slightly jaundiced 
skin. Small ecchymoses were present on the limbs, though 
petechiae were not seen. There was uniform enlargement of 
the cervical glands, and those of the axillae and groins were 
easily palpable. The spleen was enlarged to three finger- 
breadths below the left costal margin and was soft in consist- 
ency. The liver could not be felt; the mucous membranes 
showed neither haemorrhage nor uicerarion, and no further 
abnormalities were detected. 

A blood count on Julv 21 showed; Hb, 42%; white cells. 
27,700 per c.mm (polymorphonuclear leucocytes 2%; cells of 
lymphocytic series 98%). Blood film: — Red cells showed 
pnisocytosis, hut were well filled. There was no evidence of 
red-cell regeneration. The lymphocytic series was made up 
largely of lymphoblasts, but some degenerating “ smudge " cells 
were also present. The granulocytes were of the early type, 
platelets "ere few. The whole blood picture was highly 
suggestive of acute lymphoblastic leukaemia. 

The count was repealed two days later, when the haemoglobin 
Jevel had fallen to 28%. The clinical condition had markedly 
deteriorated, and the child was wretched with buccal ulceration 
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and was having haematemesis and melaena. The temperature 
rose intermittently to 102° F. (38.9° C-), and the pulse to 160. 

As death appeared imminent from blood loss, 600 ml. of 
Group O blood was transfused, with marked clinical improve- 
ment, on July 23. The same day urethane, I| gr. (0.1 g.) thrice 
daily orally, was started. 

The succeeding blood counts are shown in the accompanying 
Table and Chart. The changes in the blood picture were associ- 


Rccord oj Blood Counts 


Date 


Hh 

% 


W.B C. 

per 

c.mm. 


Poly- 

morphs, 

% 


Metamyelo- 
cytes, % 


Lympho- 
blasts, % 


Lympho- 
cytes and 
14 Smudge " 
Cells. % 


Mono- 

cytes, 

% 


21 / 7/47 

23 / 7/47 

1 / 8/47 

13 / 8/47 

22 / 8/47 

1 / 9/47 

9 / 9/47 

23 / 9/47 


42 

28 

58 

66 

60 

110 

102 

too 


27.700 

5.500 

11,900 

5,700 

4,000 

5,400 

5.200 

18,150 


2 

4 

37 

60 

61 

42 

67-5 

76-5 


0-5 

0-5 


2-5 


12 

2-5 

2 


98 


83-5 

58-5 

32 

35 

57 

30 

18 


2 

5-5 

4 

2-5 

3 



ated with slow but definite clinical changes from a moribund 
condition to that of a child behaving normally for its age. She 
was now apyrexial, and although the cervical lymph glands 
could still be palpated they were considerably smaller. On 
Aug. 22 the leucocyte count had fallen to 4,000 per c.mm., 
with 61% polymorphs. Urethane was discontinued, a total of 
51 gr. (3.25 g.) having been given over 34 days. A further 
transfusion of 600 ml. of Group O blood was given to combat 
leucopenia. 

The apparent recovery of the child called for a reconsidera- 
tion of the diagnosis. A Paul-Bunnell test for glandular fever 
proved negative. When sent home on Sept. 28 the child 
appeared to be quite well. 

Unfortunately she was not seen as an out-patient because she 
lived 50 miles away, but in a reply to a letter her private doctor 
stated that “ she went downhill rapidly and died on Oct. 27.” 


Discussion 

Watkins (1947) states that in acute leukaemia of children 
little or no benefit is obtained.from urethane, and that there 
is not sufficient change to warrant its use other than experi- 
mentally. Undoubtedly in this case blood transfusion was 
a life-saving measure at first, but the dramatic clinical and 
haematological improvement was far greater than .could 
have been due to transfusion alone. Spontaneous remis- 
sions are not uncommon after transfusion in acute leuk- 
aemia of children, but a remission rarely lasts more than a 
week, and the disease is usually fatal within two months of 
the onset. In the present case the improvement after trans- 
fusion was maintained, and would appear to have been 
enhanced and prolonged by urethane treatment. 

The prognosis was exceedingly grave in view of the 
child's age and of the fall in haemoglobin level to 28%.- 
Paterson et al. (1946) attach importance to the initial 
haemoglobin level, for in three out of four of their cases 
of lymphatic leukaemia in which the haemoglobin was 
below 55% the patient died despite adequate blood 
transfusions. 


It is unfortunate that no blood count was done whet 
the final deterioration began, as it is now impossible tc 
say whether this'was due to an exacerbation of the original 
disease or to the toxic effect of urethane on the myeloic 
cells. This was foreshadowed in the blood count o: 
Sept. 23, when of 18,150 white cells 2.5% were metamyelo 
cytes and 76.5% were young band forms of polymorpho 
nuclear leucocytes. 

The use of urethane in this case profoundly modified thi 
disease process, and therefore seems to have been justified 

Summary 

A case is described of acute lymphoblastic leukaemia whicl 
responded initially to urethane therapy. 

The palliative effect in this case would seem to justify furthe 
trials of urethane jn acute leukaemia. 

It is uncertain whether thd fatal outcome in the case describee 
was due to the disease or to the toxic effect of urethane on cell 
of the myeloid series. 

Whilst it is probable that the large volume of blood given t< 
this child contributed largely to the remission in the leukaemii 
state, it seems reasonable to suppose that the duration of thi 
remission was related to the use of the drug. 

My thanks are due to Dr. E. D. Scott and Dr. M. A. Leslie-Smitl 
for permission to publish the case, and to Dr- S. Instone for he 
encouragement and advice. 
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Medical Memoranda 


Malignant Tumour of the Small Intestine 

Malignant tumours of the small intestine are relatively uncom 
mon, although reports on more than 500 cases are now avail 
able. Carcinoma is said to occur more often than sarcoma ii 
the proportion of -6 to 4 (Mayo, 1940), carcinoma being foum 
most commonly in the jejunum and sarcoma in the ileum. Th 
age incidence in carcinoma is accepted to be higher than h 
sarcoma, and the sex incidence is in favour of males in th 
ratio of 2 to I. / 

The following report of a case of (adenocarcinoma of th 
ileum differs from those recorded by Rankin and Mayo (1930 
in that no loss of weight occurred and no occult blood wa 
found. t — 

Case Report 

A publican aged 59 was admitted on Jan. 6, 1948, complaining c 
generalized abdominal pain and vomiting. His symptoms first begai 
11 months pieviously, and consisted of griping pains and vomitin 
in attacks lasting 10 to 14 days. He suffered some half-dozen sue 
attacks, with intervals of about a month’s freedom, before consultin 
his doctor. Two days before admission he developed generalize! 
abdominal pain with vomiting and for the first time he had absolut 
constipation. 

During the 1914-18 war he contracted malaria and sandfly feve 
while serving in Palestine. Since that lime he had always li3d tw 
or three loose motions daily, but at no lime did he notice blood o 
mucus in the stools. , He suffered^ for many years from white 
bronchitis. 

On examination he was seen to be a well-built man with no obviou 
loss of weight. He was in considerable pain and was vomiting a 
fairly frequent intervals. The abdomen showed a generalized dis 
tension, with some diffuse tenderness on palpation, but no mass wa 
Telt. He had shifting dullness in the flanks, and loud borborygrr 
were heard. Rectal examination showed no abnormality. He wa 
given an enema, which produced a faecal result in the form of 
foul-smelling, pale, toothpaste-like ribbon. A /further enema on 
hour later was returned unchanged, and a diagnosis of intestint 
obstruction was made, the cause of which was not obvious. 

Operation . — The abdomen was opened through a lower right para 
median incision and a quantity of straw-coloured fluid escaped frot 
the peritoneal cavity. There was marked distension of the sma 
intestine down to a point 30 in. (76 cm.) from the ileo-caccal valvt 
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A hard mass about the sire of a tangerine orange involved the gut 
at this point and occluded the lumen of the bowel. A resection of 
8 in. (20 cm.) of the bowel including the tumour, together with a 
■wedge of mesentery containing enlarged glands, was carried out, con- 
tinuity being restored by lateral anastomosis. - The anastomosis was 
performed first, as the p3tient*s condition had deteriorated, but as it 
subsequently improved 'resection became possible. The abdomen 
was closed and the patient returned to bed with an intravenous 
glucose-saline drip and a gastric aspiration in operation. 

Pathology of (he Tumour-bearing Intestine . — “The loop of small 
intestine is involved by a stenostng carcinoma of scirrhous appear- 
ance. The tumour is about 1 in. (2.5 cirt.) in length and encircles' the 
whole wall. No gross ulceration of the mucosa is observed and no 
polypi are seen. Careful search fails to reveal any associated lymph 
glands involved by metastases. Histological examination showed an 
adenocarcinoma which is deeply infiltrating the bowel wall, with an 
accompanying scirrhous reaction. The lesion is not of carcinoid 
origin, the tumour consisting of acini of varying size, showing 
irregularity in cell type and nuclear configuration.” 

Convalescence was lengthened by. a post-operative pneumonia but 
was otherwise uneventful, and the patient was discharged on Jan. 23. 
When last seen two months later he was well and leading a normal 
life. 

1 am indebted to Mr. G. F. Mitchell, under whose care the patient 
was admitted, for permission to publish this case, and to Dr. R. L. 
'Bishton and Dr. R. C. Hill for the pathological report on the 
specimen. 

F. J. C. Matthews, F.R.C.S.Ed., 

AsaSStSHl SuTRtOT). ■RwDVert Ol Sv Cicr», R'C&’OV 
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A Case of Inherited Spina Bifida 

The aerology of foetal deformity is still uncertain. Such 
diverse factors as heredity, multiparity, diabetes, placenta 
praevia' and maternal rubella have variously been incrimi- 
nated. The inheritance of minor deformities along Mendelian 
lines is not uncommon ; while the occurrence of a major 
deformity in siblings increases the chance of such deformity 
reappearing, though Gibberd (1947) considers this to be only 
a fourfold" increase above the normal probability. Direct 
inheritance of major deformity from the mother is naturally 
uncommon, and the following example is worthy of record. 

Ose History 

A primigravida aged 21, in her 37th week of gestation, was 
admitted to hospital on May 7, 1947, with diagnosis of toxaemia 
and disproportion. The toxaemia proved to be minimal, but 
examination disclosed a fluctuant swelling the size of a coconut in 
the midline of the lumbar region, extending from the second lumbar 
to the first sacral vertebra. There was exaggeration of the lumbar 
lordosis, but no scoliosis; the swelling was compressible and had 
a well-marked cough impulse. Both feet showed pes cavus (right 
more than left). There was wasting of the thigh and calf muscles 
on the right, and $ in. (1.9 cm.) shortening of the right lower 
extremity. A diagnosis was made of meningomyelocele, and the 
spinal deformity was confirmed by radiography at a later date. 

' Obstetrically, the else was one of brim disproportion, with a 
floating head and some slight degree of hydramnios. X-ray examina- 
tions were intended, but labour started spontaneously the night 
after admission, and vaginal examination soon showed that the dis- 
proportion was caused by a hydrocephalic head ; this was perforated 
at half dilatation of the cervix, and a female foetus weighing 
6 lb. 1 oz. (2.75 kg.) was delivered uneventfully. It showed a 
moderate hydrocephalus, with a gross dorsi-lumbar spina bifida of the 
open myelocele type. 

Comment 

No reference to the inheritance of spina bifida has been 
found in the available literature, and Ford (1946) does not 
include it in an exhaustive list of inherited disorders. Despite 
the'difference in degree of the foetal and material condition 

seems reasonable to suppose that some genetic factor had 
been transmitted and that further pregnancies would run a 
very considerable risk of being similarly affected. It is 
impossible to assess the relative importance of heredity and 
environment in relation to the developmental errors of the 
young embryo ; the majority of gross abnormalities are lost 
as abortions, while of those which are born alive only a very 
small percentage reach reproductive life and have the oppor; 
tunity of passing on to the next generation whatever genetic 


factor may be involved. There is a growing tendency to find 
environmental factors such as dietetic deficiency (Warkany, 
1944), rhesus iso-immunization (Wiener, 1946), and maternal 
rubella (Gregg, 1941) to account for foetal deformity, but it 
seems probable that many cases of gross defect are genetic in 
origin. 

My thanks. are due to Mr. Samuel Davidson for permission to 
publish this note. 

W. G. Mills. F.R.C.S., M.R.C.O.G., 

L 2 te Resident Surreal OtP.ccr. 

Maternity Hospital, Binr.iaifcagL 

References 

Ford, E. B. (1946). Genetics for Medical Students. London. 

Gibberd, G. F. (1947). Short Textbook of Midwifery. London, 

Gregg, N. M. (1941). Trans, ophtkal. Soc. Aust-, 3, 35. 

Warkany, J. (1944). J. Pediat.. 25, 476. 

Wiener, A. S. (1946). Amer. J. clin. Path., IB. 319. 

Occurrence of Convulsions During Treatment 
. with Calciferol 

The value of high dosage of calciferol in the treatment of 
lupus is well established, and in view of the success of the 
method its use is likely to bejurther extended until the thera- 
peutic effect has been evaluated in other tuberculous infections. 
Calciferol has been recognized as a patenually toxic drug, and 
anorexia, nausea, vomiting, and polyuria are well known to 
follow its use. So far, however, I have seen no record of the 
occurrence of convulsions after calciferol and therefore con- 
sider that the following case should be put on record. 

* Case History 

A boy aged 10 was admitted to the Surrey County Hospital with 
a. history of malaise for one month and an unexplained pyrexia of 
one week’s duration. On admission the temperature was 101* F. 
(38.3° C.). The abdomen was full and slight tenderness was present 
on deep palpation in the R.I.F. No definite mass was felt, but on 
bimanual examination with a finger in the rectum a large gland was 
discovered low in the right side of the abdomen. White cells 
numbered 7,500 per c.mm. (P. 70%, L. 20%, M. 9%. E. 1%). The 
Mantoux test was positive 1 in 10,000. X-ray examination of the 
chest revealed nothing abnormal. A diagnosis of tuberculous mesen- 
teric adenitis was made, and treatment with calciferol 50,000 units 
twice daily was started. The temperature settled rapidly, with an occa- 
sional evening rise to 99° F. (37.2° C.). On Nov. 21, 1947, the boy 
was allowed home at his parents’ request, to rest in bed and continue 
calciferol, 50,000 units twice daily. There had been no symptoms 
of intolerance during his stay in hospital, but the parents were 
warned of the possible occurrence of toxic symptoms. On Dec. 15 
he was readmitted to hospital suffering from generalized convulsions. 
It appeared that, in addition to the 100,000 units of calciferol pre- 
scribed, an ampoule of sterogyl containing 600,000 units had been 
given by mouth a week previously. Soon afterwards nausea, occa- 
sional vomiting, and obstinate constipation had developed ; he be- 
came increasingly drowsy and could not be roused for some hourt 
before the first convulsion began. 

On admission very frequent generalized convulsions were occurring; 
no focal signs were present on examination of the central nervous 
system except for an extensor plantar response on the right side, 
which became flexor 48- hours later. Treatment included 0.25 g. of 
soluble hexobarbitone intravenously, followed by H gr. (0.1 g.) of 
soluble phenobarbitone intramuscularly two hours la'er. Apart from 
a further slight convulsion and slight vomiting recovery was uninter- 
rupted, being complete in 48 hours. The blood calcium was 18 mg. 
per 100 ml. on the day-of admission, falling to 14.8 on Dec. 22 and 
12.9 on Dec. 29. The urinary output w*as well maintained and the 
urine contained no albumin or casts. The blood urea was not 
estimated. ^ 

There was no family history of fits, nor had the boy suffered 
previously from convulsions. 

Comment 

In view of the fact that increasing concentrations of calcium 
are known to decrease the frequency of impulses dischareed 
from nerve cells stimulated with acetylcholine it seems likely 
that the fits were due to a direct toxic effect of calciferol rather 
- than to the associated hypercalcaemia. Overdosage with calci- 
ferol is known to produce a rise in the blood urea, but in the 
absence of oliguria or albuminuria it seems unlikely that the 
convulsions were uraemic in origin. 

Heward Bell, M.B., M.R.C.P. 



140 Jan. 22, 1949 


REVIEWS 


British 

, Medical Journal 


Reviews 


GENITO-URINARY SURGERY 

■Textbook of Gemro-Urinary Surgery. Edited by H. P. Winsbury- 
White, M.B., Ch.B., F.R.C.S., F.R.C.S.Ed. With 39 Eminent 
Contributors. (Pp. 1046; 451 illustrations, many in full colour. 

£4 10s.) Edinburgh: E. and S. Livingstone. 1948. 

There can be no doubt of the importance of this book. It 
is the first work written, by many authors that has come from 
the British school of genito-urinary surgery, and as such it 
is sure of a welcome. To edit such a book is no light under- 
taking, and any criticisms of this impressive volume are made 
with a full realization of the arduous work that its production 
must have entailed for Mr. Winsbury-White. 

One of his many difficulties must have been to select the 
contributors, of which there are thirty-nine. A skilful surgeon 
is not necessarily a clear exponent of his art, and even if he 
can write he may be tempted to give undue prominence to the 
methods of treatment he favours and to the particular technique 
he uses in operating, thus giving an unbalanced account of the 
subject he discusses. It is risks of this kind that an editor in 
command of so large a team must take. Inevitably the various 
contributions to this work are of unequal value, and it would 
be invidious to try to compare the quality of the different 
sections. All that can be said is that the editor has chosen 
contributors that are good representatives of British genito- 
urinary surgery, although one or two names we might have 
expected to see are missing. It would have been more con- 
venient if the names of the various writers had appeared at the 
beginning of their articles instead of being tucked away at the 
end of them. So also might it have been preferable if such 
a bulky and heavy tome as this had been broken into two 
volumes, .but the shortage of boards and the scarcity of binders 
may well have made this difficult. The illustrations and the 
coloured plates are of a very high order. The need for an 
up-to-date work by British urologists has long been apparent, 
and we confidently expect that this handsome volume will find 
a place on the bookshelves of a great many surgeons, not only 
here in England but abroad. 

Kenneth Walker. 

MEDICAL RESEARCH IN AMERICA 

American Medical Research Past and Present. By Richard H. 
Shryock, Ph.D. Studies of the New York Academy of Medicine 
Committee on Medicine and the Changing Order. (Pp. 350 
14s.) New York : The Commonwealth Fund. London : 
Geoffrey Cumberlege. 1947. 

This book is something new and exciting in medical literature. 
The author is a non-medical professional historian. It is essen- 
tially a social history of medical research which relates the 
development of medical research in the U.S.A. to the economic 
progress of society. There have been four phases in American 
medicine: the British influence from 1750 to 1820, the French 
from 1820 to 1860, the German from 1860 to 1895, and the 
independent American tradition thereafter. Until the end of 
the nineteenth century the mainspring of American life was 
commerce and the pursuit of wealth, and none of the dis- 
interested arts — painting, music, or medical research-— really 
flourished there. The turning points were the growing realiza- 
tion of the importance of science to national life and industrial 
prosperity, the foundation of the Johns Hopkins Hospital, which 
set a new pattern for medical education in America, and the 
Rockefeller bequests, which directly and indirectly stimulated 
the expansion of medical research. 

Dr. Shryock discusses with dispassionate understanding many 
problems that still beset us — the difficulty of securing adequate 
rewards for teaching and research in a competitive society, the 
arguments for and against security for the research worker, 
the difficulties of team work, the problems of planning research 
in a free society. There are signs that in America also the era 
of private support for research is coming to an end owing to 
the diminishing number of large incomes under individual con- 
trol. The State is becoming more and more the dominant 
partner in subsidizing research. It has been estimated that, 


whereas just before 1940 total expenditure on all forms of 
scientific research in the U.S.A. was about S250.000.000, of 
which only $50,000,000 were Federal funds, by 1944 more than 
5600,000,000 was being spent by the Federal Government alone. 
It has even been suggested that research should be established 
as a fourth branch of government. .These developments have, 
given rise to the usual fears of the regimentation of science, andi 
the usual controversy for and against planning of work and on 
the relative importance of fundamental and applied science. 
Dr. Shryock’s book is therefore more than a history of American 
medical research: it is a discussion of the basis and philosophy 
of research in general. It is clearly written and closely docu- 
mented, and will be of the greatest value to all who benefit 
from, take part in, or make provision for medical research. 

L. J. Wrrrs. 

LECTURES ON PSYCHO-ANALYSIS 

Lectures on Psychoanalytic Psychiatry. By A. A. Brill, Ph.B., 

M.D. (Pp. 259. 15s.) London: John Lehmann. 1948. 

This book can be recommended without reservation. Unlike 
so many publications purporting to describe psycho-analysis, 
it is an authoritative work written by the acknowledged founder^ 
and mainstay of psycho-analysis in the U.S.A., who until' 
the day of his death practised and taught Freudian analysis 
with unsweiving devotion to its principles. It consists of a 
series of lectures given annually- to audiences of young 
psychiatrists for close on a quarter of a century. Based on a 
ripe experience of both psycho-analysis and psychiatry, and 
written in a clear and almost racy style, it can be read with 
understanding by any intelligent layman wanting to acquire 
some orientation in both subjects. 

Of particular interest to the general reader is the introductory 
chapter, in which Brill describes the state of psychiatry when, 
shortly after his qualification, he made his first approach to 
the subject. The descriptive psychiatry of Kraepelin, which, 
thanks to the exertions of Meyer, was then much in vogue, soon 
left Brill dissatisfied, and a journey to Paris in search of more 
effective therapeutic methods was equally disappointing. At 
this point, Brill tells us, he nearly threw up the sponge; but 
a lucky recommendation to visit Burgholzli, where Bleuler 
together with Jung and others were investigating the theories 
of Freud some twelve years after they were first adumbrated, 
led to his complete conversion to the psycho-analytical 
approach. Incidentally, his asides on Jung’s belligerent and 
irascible devotion to Freud are particularly intriguing in the 
light of Jung's later repudiation of Freud and all his works, 
o r at any rate his abandonment of all that mattered in psycho- 
analysis. In these days, when newcomers to psychiatry are 
inclined to take for granted that the discoveries of Freud were 
just an important part of a general psychiatric progress, it is 
well to be reminded so uncompromisingly that Freud was the 
founder not only of psycho-analysis but of modem clinical 
pyschology. 

Edward Glover, i 

, l 

. EARLY MEDICINE IN INDIA ^ 

The Beginnings of Modern Medicine in Madras. By D. V. S. 

Reddy. With foreword by Major-General J. B. Huban, Surgeon- 

General with the Government of Madras. (Pp. 240. 5 rupees.) 

Calcutta: Thacker, Spink and Co. (1933), Ltd. 1947. 

Dr. Reddy’s book is an interesting and very readable addition 
to the history of medicine. in the Madras Presidency from the 
early days of the ship surgeons of the East India Company to 
the dawn of modern medicine there — the foundation of the 
Madras Medical School in 1835, the precursor of the present 
institutions, hospitals, colleges, and laboratories in the Presi- 
dency. The author dedicates his book to his teachers in the, 
Madras Medical College and associated teaching hospitals, an^ 
in the opening words of his preface he says that this work, 
based on the study of original records, is the outcome of 
his love and gratitude to his alma mater, the Madras Medical 
College, and its parent institution, the Madras General Hospital 
— institutions that have trained thousands of medical men and 
saved the lives and health of millions of mankind, men, women, 
and children, of all nationalities and creeds. Nor in the 
reviewer’s opinion is his claim exaggerated, for at the Madras 
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General Hospital there is probably a greater wealth of avail- 
ible medical material relating to tropical medicine than at 
my hospital in the world and an atmosphere as democratic 
is that in any large London hospital. One reason is that 
Madras has a longer history of close association with the 
Vest than any other part of India ; it is almost the only part 
if that sub-continent where a large European, Eurasian, and 
native Christian community has long been naturally domi- 
ciled. The result has been that modern medicine has had a 
/ery favourable soil in which to develop. 

In a prologue the author describes very briefly the general 
■volution of medicine, outlining its sources from Graeco- 
toman, Arab, Ancient Indian, and Western European systems ; 
le fixes the date for the beginning of modern medicine as 
rarely 300 ''years ago. When the first ships from Europe 
ouchcd the West Coast of India towards the dose of the 
Ifteenth century India ivas, as the author points out, neither 
hen a vast dark continent like 'Africa nor devoid of medical 
iractitioriers, as the edicts of Asoka and other records show. 
Nevertheless, modem medicine came from the West. Begin- 
ning with an account of the medical arrangements of the East 
India Company, he describes its history in those early days 
luring which medical organization and technical advance 
passed by slow stages and often through troublous times to 
.vhat blossomed forth into the modem medical institutions that 
now serve the needs of fifty millions of multitudinous race, 
:reed, and social status. 

Rickard Christophers. 

GUIDE FOR STUDENTS 

The Clinical Apprentice. A Guide for Students of Medicine. 

By John M. Naish, M.D., M.R.C.P., and John Apley, M.D., 

M.R.C.P. With foreword by Professor J. A, Ryle. (Pp. 200; 

71 illustrations. 15s.) Bristol: John Wrisht and Sons. 1948. 

This book is one of the best and one of the. shortest of the 
many which undertake to guide the footsteps of the student 
newly entered upon his clinical career. The approach through- 
out is clinical in the strictest etymological sense, and the patient, 
instead of being disarticulated into a collection of unrelated 
systems, is allowed the privilege of remaining an indivisible 
whole. ' The authors have omitted any discussion of clinical 
pathology and the arid pages of anatomy and physiology which 
encumber so many books of this type. In simple, almost 
colloquial language, with a leaven of equally simple humour, 
they introduce the student to his first patient and explain the 
basic principles of physical examination. This lively and 
unpretentious little book provides the clinical clerk with just 
what he needs during his first few weeks in the medical wards 
without arousing despondency by revealing too clearly how 
much he has to learn. 

R. Bodley Scott. 


The Hospitals Year-Book 1948 (British Hospitals Association, 52, 
Green Street, W.l ; £1 Is.) is mainly a directory assembling a mass 
of useful information about the regional hospital boards, the group- 
ing of hospitals under management committees, and the designated 
teaching hospitals under boards of governors. The list of hospitals 
disclaimed from the National Health Service by the Minister of Health 
is given. There are 256 of these, the majority being small or of a 
denominational character. The Year-Book also sets out the hospitals 
as they were on July 4, 1948. The statis ical tables of the work and 
finances of the voluntary hospitals before the taking-over are now 
a closed chapter, but they have their interest. In particular it is 
shown what a tremendous financial burden the steeply rising costs 
became. The cost of the voluntary hospitals for maintenance alone 
rose by 115% between 193S and 1946. However, there was a large 
increase in voluntary contributions under the shadow of impending 
change. The increase in cost was not confined to voluntary hospitals : 
municipal and mental hospitals show comparable increases. The 
editor, Mr. J. P. Wetenhall, suggests that the risk of remote control 
rfs by no means yet a tiling of the past, although the posirion has 
been considerably safeguarded by "the final form of the Act and 
by certain subsequent regulations which imposed a considerable 
measure ol responsibility on the new hospital management com- 
mittees. It is clear from this compilation that there is a great public 
interest in hospitals and a desire on the part of many to do personal 
service. A constitution for Leagues of Friends, through which active 
interest and support for local hospitals may be rallied and maintained, 
has been drawn up by the British Hospitals Association. 
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Die XVeiblichen Sextialhormotie in der P har nuzkat heraptc. 
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Hans Huber. 194S. 

The chemistry, pharma cotogy, and therapeutic uses of the female 
sex hormones. 

HohenkJinux-Forsehungen des Basler P hy siologischen Insti- 
tutes. Edited by F. Verrar. 2nd ed. (Pp. 97. No price.) Basle: 
Benno Schwabe. 1948. 

Papers on physiological changes at high altitudes. 

Les Fartettrs Vasculaires et Endocriniens de L'AJfectivitc. 
By A. M. P. Abely and others. (Pp. 190. 400 francs.) Paris: 
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A study of the physiological changes that may accompany affective 
disorders. 

Schicksalsanalyse. By L. Szondi. 2nd ed. (Pp. 422. 28.50 
francs.) Basle: Benno Schwabe. 194S. 

Analysis of the individual’s destiny in relation to his mental inheri- 
tance and family environment. 
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P. Sobye. Vol. 16. (Pp. 225. No price.) Copenhaeen: Arnold 
Busck. 1948. 

The author concludes that the development of these disorders is 
probably always due to a hereditary gene. 

Httngerkrankheit, Httngerodem , Hungertuberkulose. By A. 
Hettinger and others. (Pp. 297. 28 francs.) Basle: Benno Schwabe. 
194S. 

The pathological and clinical effects of starvation and its 
consequences. 

Gadd's Synopsis of the British Pharmacopoeia, By H. \Y. 
Gadd. 15th ed. (Pp. 249. 5s.) London : Bailliere, Tindall and Cox. 
1948. 

A summary’ of the 1948 BP.. with notes on the law relating to 
poisons and dangerous drugs. 

A.Mk/ 1. Interns' Manual , Issued by the American Medical 
Association. (Pp. 201. 12s.) London : \V. B. Saunders. 1945- 
Notes on laboratory tests and on the uses and prescription of the 
commoner drugs. 

Health Teaching in Schools. By R. E. Grout, M.P.H., Ph.D. 
(Pp. 320. 20s.) London: W. B. Saunders. 1948. 

A manual for school teachers. 

Clinical Studies of Besnier’s Prurigo. By P -H. Nexmand. 
(Pp. 236. No price.) Copenhagen : Rosenkilde and Bagger. 1943. 

A monograph on the disorder, with special reference to its treatment. 

The Principles and Practice of Rectal Surgery. By \V. B. 
Gabriel, M.S., F.R-C.S. 4th cd. (Pp. SOS. 45s.) London: H. K. 
Lewis. 194S. 

The text has been revised and a pew chapter on anal incontinence 
included. 

Dictionary of Genetics. By R. L. Knight, D.Sc., Ph.D., 
AXC.T.A. (Pp. 183, $4 JO.) Waltham: Chronica Botanica. 1943. 
Includes terms used in cytology and animal breeding. 

Morals in the Melting Pot. By E. F. Griffith. M.R.C-S., 
L.R.C.P. (Pp. 295. 9s. 6d.) London: Methuen. 1948. 

The author discusses such topics as contraception, divorce, extra- 
marital relationships, homosexuality', and preparation for marriage. 

Human Physiology. Bv C. G. Douglas, C.M.G., M.C.. D.M., 
F.R.S., and the late J. G. Priestley, Af.C., D.M. 3rd ed. (Pp. 258. 
ISs.) London : Geoffrey Cumberlege. 1948. 

A practical course for the student of physiology. 

The Narrow House. By H. Fernee. (Pp. 272. 8s. 6d.) London : 
Christophers. 194S. 

A thriller set in Soho. 
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HAEMOLYTIC DISEASE OF THE NEWBORN 

Haemolytic disease of the newborn continues to be -the 
subject of intensive research, and advances in knowledge 
of two kinds have been published recently. In the first 
place the predictions of Fisher have been confirmed by 
the discovery by independent observers of both anti-d 
serum 1 and the CdE (Rh T ) type. 2 It is therefore probable 
that the boundaries of the Rh antigen-antibody scheme are 
now fully revealed, though within those boundaries Race 
and his co-workers have displayed in the elementary anti- 
gens C, c, D, and probably also E a complexity of antigenic 
structure at first unsuspected. In spite of lack of agree- 
ment on the terminology to be employed, whether the 
Rh-Hr or the CDE/cde system is the better, it is accepted 
on both sides of the Atlantic that the Rh group is of 
complex structure built up from a number of alternative 
components each of which may on occasion prove anti- 
genic in those from whose constitution it is absent. Lack 
of agreement on nomenclature does not conceal the essen- 
tial agreement on the facts now accepted by all workers in 
this field, who, whatever symbols they may use, realize 
that they are working with the same components. 

The second type of advance is well exemplified by the 
authoritative paper by Dr. P. L. Mollison and Miss Marie 
Cutbush published in this issue of the Journal. While the 
fundamental cause of haemolytic disease of the newborn lies 
in the iso-immunization of the mother against a blood-group 
antigen which she herself lacks, Rh incompatibility being by 
far the most common cause, there has been a great deal of 
uncertainty about the exact mechanisms concerned and 
about when and how to treat the affected infants. Mollison 
and his co-workers have done more than anyone to fill in 
some of these gaps in our knowledge and understanding. 
The present publication supplements their earlier work on 
exchange transfusion 3 and on physiological jaundice of 
the newborn, 4 and provides for the first time easily acces- 
sible criteria of severity which every obstetrical unit should 
be able to determine. A group of 52 normal infants served 
as controls for 74 affected infants born to immunized Rh- 
negative mothers. Sixty-nine of the latter group were live- 
born, and of these 50 were seen on the day of birth. The 
tests included examination of the blood for haemoglobin 
and bilirubin content, and the direct Coombs test for sensi- 
tization of the red cells. In 41 of the affected infants the 
serum was also tested for free Rh antibodies,, and in 62 
the maternal serum was titrated for both saline-agglutina- 
ting and albumin-agglutinating antibodies. 

Perhaps the most important observations made by 
Mollison and Cutbush are those on the prognostic value 
of haemoglobin estimations in the newborn and their signi- 
ficance in determining the line of treatment required. They 


confirm the substantial rise in haemoglobin levels a fev 
hours after birth brought about by reflux of blood fron 
the placenta and show that anaemia in the newborn car 
thereby be concealed ; capillary blood samples invariablj 
gave higher readings than cord or post-natal venous blood 
In normal infants the haemoglobin or cord blood ha: 
values of 14-19.4 g. per 100 ml., the mean value beinj 
16.35 g. ; within 24 hours the mean value rises to 18.45 g 
if placental reflux has been permitted. Of 30 affected infants 
14 had cord-blood values within the normal range, ant 
none of these died ; 16 had lowered values, and it is note 
worthy that only two out of eight infants with less thai 
8 g.% of haemoglobin survived. When venous blood wa 
examined a few hours later two infants with subnorma 
values in the cord blood were found to have values withii 
the normal range of infants not recovering placental blood 
and this increase was even greater in capillary blood. I 
is therefore clear that assessment of anaemia in the new 
born is much more accurately made on cord-blood sample) 
than on post-natal venous or capillary blood. If only th'< 
latter are examined the extent of the haemolytic procesi 
may be underestimated and decisions about treatmen 
might be adversely influenced. Some correlation alsi 
-exists between the degree of anaemia and erythroblast 
aemia ; infants with less than 10 nucleated red cells pei 
100 white cells had usually over 12 g.% of haemo 
globin, and all of these recovered. On the other hand, 1! 
infants died among 33 whose nucleated red cells numberet 
more than 20 per 100 leucocytes ; primitive forms wen 
abundant, and in all except one the haemoglobin wa 
below 12 g.%. 

Another important criterion of severity is the biliruhii 
content of the blood. In normal infants the values 11 
between 0.8 and 2.6 mg.% (average 1.6 mg.%), wherea 
in affected infants the cord-blood bilirubin is raised, indi 
eating that increased haemolysis has been going on in uterc 
'Cappell 5 drew attention to the pronounced yellow colou 
of the umbilical cord in affected children, an observatioi 
which may first attract the obstetrician’s attention to th 
disease in the absence of generalized icterus. The level o 
cord-blood bilirubin has some prognostic significance, fo 
six out of 11 infants with more than 4 mg.% died. I 
mildly affected infants left untreated, whose cord bilirubii 
values ranged from 1 to 3.7 mg., the amount in the venou 
blood rose between the second and fifth days of life t< 
1.3-15.8 mg. Obviously, therefore, blood bilirubin level 
are of prognostic importance only if the estimation is madi 
on cord-blood samples. 

In earlier studies Mollison 4 brought forward evidenci 
that the rate of destruction of erythrocytes does not increasi 
after birth, being normally about twice as rapid in the firs 
10 days of life as at later ages. Physiological jaundice o 
the newborn is therefore largely due to functional in 
adequacy of the liver, and anaemia in the neonatal period 
as Faxan c and Shapiro and Bassen 7 showed, is largel; 
due to insufficient replacement of the destroyed cells. L 
haemolytic disease the rate of blood destruction is maxima 
at birth, and the rapid onset of symptoms is due to thi 
physiological stresses attendant upon the establishment o: 
a separate existence. 
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Wiener 8 claimed that the type of foetal disease could be 
accurately predicted from the nature of the maternal anti- 
bodies, Rh saline agglutinins being associated with icterus 
gravis, erythroblastosis, and kemicterus, whereas Rh albu- 
min agglutinins were found in cases of hydrops and con- 
genital anaemia. These views found little or no favour 
with other workers, but Wiener 5 has recently modified 
them so that he now attaches little or no clinical impor- 
ance to the presence of Rh saline agglutinins alone in the 
maternal serum and attributes all forms of haemolytic 
disease to the presence of antibodies of the albumin- 
agglutinating type, which he prefers to call univalent anti- 
bodies or glutinins. Wiener suggests that only univalent anti- 
bodies are capable of traversing the placenta, and he claims 
that their titre in the maternal blood is closely correlated 
with the severity of the resulting foetal disease : when the 
foetus is Rh-negative, and therefore unaffected, the univa- 
lent Rh antibody titres of maternal and cord serum are 
equal, but when the foetus- is Rh-positive the foetal red 
cells become coated by adsorption of the antibodies, the 
titre in the foetal serum being thereby reduced. Wiener 
applies this concept also to cases of sensitization to A or B, 
holding that these are due to the development of immune 
univalent anti-A or 'anti-B ; he explains the absence of 
haemolytic disease in most heterospecific pregnancies by 
failure of the normal isoagglutinins a and j8 to pass through 
the placenta in sufficient amount to cause harm. 

Mollison and Cutbush, on the other hand, are less satis- 
fied that there is any close correlation between the maternal 
antibody titre and the prognosis for the foetus. They agree 
that a high titre of albumin-agglutinin is usually associated 
with severe anaemia and is a bad prognostic sign, but the 
converse is not true and many exceptions are encountered. 
Cases with predominantly ' saline agglutinins are usually 
less severely affected, and none of these infants died within 
the first 24 hours. They stress the impossibility of sepa- 
rating cases sharply into the three main varieties of hydrops, 
icterus gravis, and congenital anaemia, and consider that 
these merge imperceptibly the one into the other. Their 
experience of titrating the Rh antibodies in the infant's 
serum is also rather different from Wiener’s, 10 and they 
found the amount of free antibody very poorly correlated 
with the severity of the haemolytic process — one infant 
with a titre of 1 : 16 was so mildly affected as to require no 
treatment, though the cells gave a positive direct Coombs 
test, while others died within 24 hours in spite of a very 
low titre. On the whole they favour the view that albumin 
agglutinins are all-important in the aetiology of the disease, 
since this is more in agreement with their conception of 
maximum haemolysis before and at birth rather than with 
the onset or aggravation of haemolysis after birth. In 
such a view none of the varieties of haemolytic disease is 
due to entry of maternal antibodies into the foetal circula- 
tion only during labour, nor is it necessary' to postulate 
r that the effects of blocking antibodies are increased by 
“conglutinin ” rapidly produced after birth. Wiener’s 
conception of this process is at variance with the morbid 
anatomy of the disease, as Capped 11 emphasized. 

In Mollison and Cutbush’s series, out of 69 live births 
SO infants survived, and of these only one has shown signs 
of cerebral damage : whereas in those dying on the second 


to the fifth days nuclear jaundice was commonly present. 
Without doubt this complication greatly diminishes the 
chance of survival, but, as Parsons 10 has pointed out, 
this is not to be deplored. Although these infants were 
anaemic at birth, in some this was no longer apparent at 
the time of death, and a marked erythroblastaemia was 
evidence of rapid regeneration of red cells in some cases. 
Mollison and Cutbush do not accept the idea of damage 
to the central nervous system by the direct action of Rh 
antibodies on tissue cells. Their work suggests that the 
three forms of haemolytic disease are merely manifesta- 
tions of different degrees of haemolysis. If this has been 
severe and long-continued before birth the foetus is pro- 
foundly anaemic and hydropic and is either stillborn or 
dies within 24 hours, before there is time for severe jaun- 
dice and kemicterus to develop. If the process is less 
severe the infant may live over the first few days! when 
the excessive haemolysis and functional immaturity of the 
liver lead to a - '-mutation of bilirubin and other waste 
products formerly excreted through the placenta ; damage 
to the liver may follow, and this in turn may play a part 
in determining the occurrence of cerebral damage. The 
mildest cases of all, the congenital anaemias, are those in 
which jaundice is not severe but anaemia of varying degree 
develops. The paradox of absence' of severe jaundice but 
with progressive anaemia may be partly explicable by less 
severe blood destruction than in icterus gravis together 
with a more efficiently functioning liver, while the anaemia 
is probably attributable not only to some excess haemolysis 
but, perhaps even more to an exaggerated depression of 
haemopoiesis such as Shapiro and Bassen 1 hate shown to 
be concerned in the anaemia of normal infants in the neo- 
natal period. If, therefore, haemolytic disease is due solely 
to the effects of the albumin agglutinins, it is a little sur- 
prising that there is not a better correlation with the titre 
of such antibodies in the maternal serum, and perhaps there 
may be some further type of antibody concerned, as Hill. 
Haberman, and Jones 13 hare suggested. 

Mollison and Cutbush have demonstrated clearly the 
great value of the direct Coombs test, which they found 
invariably positive in affected infants ; furthermore, the 
strength of the reaction was fairly well correlated with the 
maternal titre of albumin agglutinins and was to some 
extent of prognostic significance, tn so far as a weakly 
positive reaction was not found in any severely affected 
infant. The converse, however, was frequently observed, 
and it is surprising to learn that the direct Coombs test 
may remain positive, in infants not treated by exsanguina- 
tion transfusion, for longer than 93 days. If the trans- 
placental passage of Rh antibodies is regarded as an 
example of passive immunization it would appear that 
when the cells are destroyed the antibody may be dis- 
sociated from the antigen in a form which is capable of 

l Haterroan S . rt a! , Blood . T94S, 3 6S2. 

3 van den Bosch, C-, Sa*urt, 1948, 181, 781. 

3 L+*cet J94S. 2.522. 

* Ibid , I94S, I. 513 

5 Rntitft Sledirol JcMi'rctl, 1946, 2. 64 f . 

* AcIj pordi tlr , Stork b . 1917. Sunpl. 1. 

t Amrr J med Sri , 1941. 202. 341. 

8 Amtr J rUn Path* 1946 18,477 

* A>^rr A » B/rxrf August. 194S (ra press) 

jo / Lnb Mrd 194S.33, 181. 

H efr<, in , (947 70.4S6 

14 I'mcrt. 1047. 1. 534 

13 S'ood, 1 94S. Spec. Issue 2. SO. 
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function of the thyroid hormone is not clear. It is logical 
to assume that the increased metabolic rate which results 
from the administration of thyroid may necessitate an 
increased intake of the B vitamins. Many of the individual 
vitamins will give some protection against the loss in weight 
that occurs in experimental hyperthyroidism, although 
Betbeil and his colleagues 1 at the University of Wisconsin 
have recently shown that none is as good in this respect 
as liver, which produces better growth and improves the 
chances of' survival. The antithyrotoxic factor of liver 
is heat-stable, it is not destroyed by heating with acids or 
alkalis, and it does not appear to be identical with any of 
the known B vitamins. Work is in progress at the Univer- 
sity of Wisconsin on the fractionation of liver preparations 
to obtain more information on the properties of this 
antithyrotoxic factor and to isolate it if possible. 


MEAT INSPECTION 

Meat inspection in England is far behind what is the 
practice in many other countries. In a paper read 
earlier this year at the annual conference of the National 
Veterinary Medical Association Mr. Horace Thornton 1 
made several suggestions for its improvement, but his 
contention that there had been virtually no change in 
fifty years will not pass unchallenged. A reduction in the 
number of slaughter-houses from some 16,000 to under 
600 during the war years and the appointment by the 
Ministry of Food of a team of advisers on meat inspec- 
tion, mostly veterinary surgeons, have in fact resulted in 
a noticeable improvement. In England inspection is still 
done almost entirely by sanitary inspectors holding a special 
certificate in meat inspection, a system which many people 
think should give way to one supervised by veterinary 
surgeons. 

Emergency killings— that is to say killings done without 
prior notice and in unauthorized places— have always caused 
trouble. Figures from Germany show that three-quarters 
of the illnesses caused by meat infected with Salmonella 
can be traced to emergency killings, in spite of the fact 
that there the law requires such carcasses to be detained 
until they have been examined bacteriologically ; in Austria 
no emergency slaughter is allowed at all. In several countries 
tuberculous meat is passed after sterilization, but this has 
never been legalized here, and, though some meat would 
be saved, it is doubtful if even to-day the British public 
-.would look favourably on such a practice. In the past 

ritish standards of judgment were severe, and much good 
t, when inspected at all, was condemned unnecessarily. 

. ut during the war meat inspectors began to show greater 
discrimination, and there is no reason to believe that they 
do not still pass as much meat as is possible withoufTisk 
to the public. 

Meat inspection in England could be greatly improved. 
The Ministry of Health has for over twenty years advo- 
cated the ante-mortem inspection of animals awaiting 
slaughter, but few local authorities have made the neces- 
sary veterinary appointments. Ante-mortem inspection 
reveals many animals which are obviously sick but which 
may show few physical signs of disease on post-mortem 
inspection. Such inspection is desirable, but the routine 
inspection of one carcass after another is dull and 
monotonous work which few veterinary surgeons would 
care to undertake even if there were enough of them, and 
it might be better to appoint trained and experienced men, 
not necessarily sanitary inspectors, to do the routine work 
under the general supervision of a veterinary surgeon, as 


is the practice in Scotland. But such a change would not. 
be possible unless the Government decided to restrict per- 
manently the number of slaughter-houses. Many of them, 
too, need to be drastically improved. There is much to be 
said in favour of combining the supervision of slaughter- 
house inspection with the control of disease in herds, a 
function of the Animal Health Division of the Ministry 
of Agriculture. 


THE PRODUCTION OF INSULIN 

The demand for insulin continues to increase, since the 
number of patients who suffer from -diabetes mellitus and 
remain alive grows larger every year and, in addition, 
patients with schizophrenia are now treated with insulin 
shock. The solecsource of insulin is tlie pancreas obtained 
from cattle and fish, and reports received by WHO show 
that over a ten-year period there may be an annual deficit 
of 400,000,000 international units if production remains at 
the same level. In this country fortunately there appears 
to be no danger of shortage. Mr. J. C. Hanbury; 1 chair- 
man of the British insulin manufacturers, has recently 
pointed out that “ the 0 production of insulin ... is ade- 
quate to meet in full both home and export demands, and 
ample stocks are always maintained.” The position in 
Germany, however, is not satisfactory, and great efforts 
have been made to improve the output. In order to obtain 
the best yield of insulin the pancreas glands should be 
cooled rapidly to a temperature of —20° to —30° C. This 
process is impracticable in the small abattoirs in Germany, 
and Dr. F. Lindner 2 has introduced a method of chemical 
dehydration. The fresh pancreas is collected as soon as pos- 
sible after slaughtering, cleaned, and placed in cold storage 
at a temperature of 5-8° C., which is fairly easily achieved. 
Some time within the next twelve hours the glands (12- 
15 kg. at a time) are placed on the plate of a butcher’s 
rotary cutting machine and 700 g. of finely ground 
anhydrous sodium sulphate added for each kilogram of 
pancreas. The machine is then started and in ten minutes 
the pancreas has been completely disintegrated and inti- 
mately mixed with the sodium sulphate. The mass is 
spread on iron plates in a layer 5 cm. thick for one hour 
and then placed in the refrigerator. The next day the 
slabs are hard and are stored in a refrigerator at 5-8° C. 
until needed, but they can be stored at room temperature, 
up to 30° C. if necessary, without damage. The extraction 
of the pancreas then proceeds in' the usual way. It is 
stated that the yield is as good as that obtained by the 
freezing method, but Mr. Hanbury disagrees with this. It 
seems clear, however, that chemical dehydration will enable 
insulin to be extracted from pancreas which would other- 
wise be wasted and that it should help to increase the sup- 
plies of insulin in all countries in which the abattoirs have 
no means of freezing the fresh pancreas. Meanwhile 
research on the constitution of the insulin molecule con: 
tinues, and success in this respect would probably sobn 
lead to the synthetic production of insulin. Once this is 
achieved all anxiety about the supply of insulin should be 
at an end. It is to be hoped that the efforts of the chemists 
will soon be crowned with success. 

* 

The Milroy Lectures will be delivered by Dr. Marc 
Daniels, M.R.C.P., before the Royal College of Physicians 
of London (Pall Mall East, S.W.) on Tuesday and Thurs- 
day, Feb. 15 and 17, at 5 p.m. His subject is “Tubercu- 
losis in Post-war Europe.” ’ 


1 Vet Rrc , 194S. 60, 395 


1 The Times, July 23, 1948. 

2 Chron. World Ulth Org. % 1948, 2, 153. 
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MODERN LANGUAGES IN THE SERVICE 
OF MEDICINE 

BY 

RAYMOND WHITEHEAD, M.D., D.Sc. 

( From the Department of Pathology. Unhersitv a) Manchester) 

Al one time or another the problem of foreign languages, pre- 
vents itself to a large proportion of the medical profession. 
French and German are among the essential tools of the teacher 
and research worker, and are of at least temporary concern 
to the candidate for a' higher degree by thesis. Other modern 
foreign languages arc not widely cultivated by British medical 
mgn. but those who can read them arc valued as translators, 
reviewers, and abstracters. For these reasons it is of interest to 
determine how far various languages are used by medical writers 
and to discuss the problems that the diversity of languages 
creates for medical libraries, readers, and authors. 

' Languages of Publications Indexed 

Table I shows the publications indexed in the Quarter /> 
Cumulative Index Medicus classified according to language. 


Table I , — Languages t>l Publications Indexed 



BooVs 


Journal 


1937 

1947 

Changes 

since 

1937 

1937 

. 

1947 

Chinees 

since 

1937 

Czech . . 


1 

, 


6 

4 

-2 

Danish . , 


2 

1 

-1 

a 

3 


Dutch . 


4 

2 

-2 

7 

ID 

M 

English .. 


525 

584 

+ 59 

417 

411 

i 114 

French .. 


188 

44 

-144 

197 

101 

91 

German 


264 

42 

-222 

176 

41 

115 

Hungarian 


— 

— 

— 

5 

1 

4 

Italian . . 


112 

122 

4 10 

129 

116 

n 

Norwegian 


— 

— 

— 

2 

— 

2 

Polish .. 


— 

— 

— 

4 

2 

- 2 

Portuguese 


6 

13 

4-7 

33 

71 

1 40 

Rumanian 


— 

— 

— . 

7 

— - 

-7 

Russian . . 


5 

7 

+2 

14 

14 

— 

Spanish .. 


13 

56 

M3 

85 

216 

1 131 

Swedish . . 


1 


-1 

1 

1 


Unclassified 


13 

8 

-5 

75 

4 1 

11 

Total 

1,134 

879 

-255 

1,161 

1.159 

-2 


Ttic figures were calculated from lists in the Quarter y Clmwlathf Index Median 
Vots. 21 and 41. The lists relate only to the first six months of each year 


The figures for 1937 show that the leading languages were 
English, French, German, and Italian ; in 1947, on the other 
hand, they were English, French, Italian, and Spanish. 

The figures for other languages for both years raise doubts about 
the completeness of the Index. For example, it is difficult to 
accept 'the suggestion of die figures that only a dozen medical 
books in Russian appear each year or that the medical journals In 
this language number no more than fourteen. The figures for 
Swedish — one book and one journal — arc likewise almost certainly 
too low; the catalogue of the Swedish Publishers' Association for 
1946 lists sixty-three books and twenty-one journals dealing, with 
medical subjects in the Swedish language. These comments are 
made not by way of criticism of the indexers, who obviously can 
deal only with publications accessible to them, but to indicate thst a 
language may be used by medical writers more extensively than the 
Index would suggest. 

Three languages show substantial gains since 1937 — namely. 
English, Spanish, and Portuguese. Table II shows the contri- 


Table IT. — Main Sources of Indexed Journals in English. Spanish 
and Portuguese 



The figures were calculated from the lists of journals Indexed in the Oimeirrty 
Cnmula tire Irdex Median, Vots 21 and 41. 


butions of Europe unit Amctiii to these (mIiis, It utso shows 
that each l.uigu.ipc (Mined In both 1 mope nml AtnriU i. hot 
that the gains by cailt littpuapr were both ubsohncly niwi 
relatively greater In Amctiii. 

Ltingmikt-v of .IniiriutU In n l.llnnn 
Ihc Manchester Mctlicil 1 Ibluty takes iippfoxlinnlch a 
quarter of the journals indexed: (able III shows (til Ihr 
language distribution that would be cxprslcd If Its list (.1 
journals were n miniature rrpHia of the list <>( jominU 
indexed, and (/>) the langiingc distribution observed 

1 a at I* III.- languages of Journals In n I limit) Inline a (linin' 
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1 M-Mct 
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I 

|9\7 ! 

I 1 
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( li inti « 
shut* 

19 W 

1 

1 

1 ngllsh | 

1 

m l 

1 1 1 

|0W 

1 79 

19/ 

194/ | 

\ 

1 rench 

40 

?6 

; l 

7*' 

;6 i 

Ocr mm 

41 

10 

W 

46 


Halim* ] 

1> 1 

? j 

1 

! 


Portuguese 1 

8 1 

IK 

t 10 

1 

i 

NpjnMi j 

?i j 

W 

1 !> 

J 

\ i 

Others . 

11 j 

70 

II 

11 

4 

I otftl J 

! *?K9 ] 

- 20{> 

I ” « 1 


7^1 J 


I I I 


Ihr " rtpectcd '* liLurc* "ere fcniitl hy (hvlihnp ihp ( In InM** I I *r 4 
"other*" Intituling hn|h flip " uruloulOr il ” of IpMp 1 i»n<l lingHH'* *{■> > f m» 
In l able t only. I ho " observed ” figures w ttr c •jltiilmrt) from lief • In IM it 
I’cpprt of Or Mon(hr*trr Mrittrol &o(k ty nr |9l6 t ftotl JO if. / 

In cacb year the observed figure for English Is umili Idglitt 
than Ihc expected; on the oilier liafitl, the obsfrvetl figure* for 
Spanish and Italian arc In eath year ninth lower linn fire 
expected. 

I.iinp.iingcs of Articles Abclraclrd and Honks Itrvlrwrd 
Table IV gives examples of the langinprs of (to -irlitlts 
abstracted In Abstracts ttf World Metlltlne, and (/•) bool* 
rcvicwctl in the lirlllsh Mttlltal Journal 

(Afir IV i/ng/ingrs of Articles Abslentletl anil llnnl s Itntrerii 



Afl*< lf« ! 

jl 

An* : 

( /ech 

1 

'j Inhm 

74 

Danish 

S 

rvxevtfir* 


Dutch 

1 

1 I' hvh 

7 

1 nghsh 

816 

J1S IV'ffHCiiew 

i 

1 rench 

66 

jl I’lissnft 

t » 

German 

44 

1 4 | Sr mi.vh 

10 

Hebrew 

1 

1 Sx-n,ui 

9 

IlunRirtoft 

2 

| 1 nrVUh 

1 

t 


The figure* relifr fo ih« first If//) rtis !<• < *f -fr/icf'*<l ht (f Welt 

Mrdlclnr. 1917. Vo! 2. nod If. tto 20 /, hn.k; rev.ewM lf1 im /<//«/, A If it, •> 
Jour rut in 1947. 

Of the articles abstracted, over four fifths were io f fifchsh 
and the only foreign l.tn$'uapts mdividudly aceminon/ for more 
than 2% of the total were french, Oerroin, ,ind ffdiiO, O' 
the books reviewed, over four-fifths v/ere ir* f ophsh and fur ' 
of the others were in f reach or OcrriMfi 

f^npiaces and fAhtary PoUcy 

The importance of various hn^ui^es varies vith the fo.rt 
of view. The most peneral point of view is f*rh»ps tb<f of z 
library committee, whose task is fo meet the needs of a medic ♦ 
community. One of the mam functions of such a romruff^ r 
the selection of journals; according fo fhe fund: r»rd sf M 
its disposal, it has to provide the jourrnU f*r «f wdl h- most 
useful to the readers it serves fts work rn»y involve rr* * k f ^ 
judgments of quality between journals in fh<* s»me subject, or 
deciding between fhe claims of journals m rbCerenf sub/vf; 
General usefulness, as well as quality, must b-* <y*nsi cWcd; i 
would be uneconomic to hike a journal, however evr^j'er.f, »r 
a lanvuape th»t no one could read The decision not f*> fa 
particular journal therefore does not flwsinl/ mea 
is of poor quality; on the contrary ir mi/ h* of 
but m fno small demand to justify a subscripts 
able decision does not entail hardship for 
usually borrow the journal from some 
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direct or through his local library ; alternatively he may obtain 
an individual article in the form of a reprint from 'the author 
or of a photostatic or microfilm copy. In reaching decisions 
a library committee naturally bears in mind these various 
possibilities. 

Comparison of the “expected ” and “ observed ” figtires in 
Table III shows a strong preference for journals in English. ' 
This is not surprising, since English is the language most widely 
read by users of the library. The library serves both practi- 
tioners and the university staff. It is known that requests for 
journals in foreign languages are virtually confined to the 
university staff, and it is accordingly their judgment that is 
reflected in the figures for French and German. The insignifi- 
cant representation of other foreign languages probably means 
that few if any users of the library read them ; it does not mean 
that the medical literature in these languages is unimportant — 
evidence to the contrary is provided by a steady demand for 
translations from them by those using the library. The language 
from which translations are required most often is probably 
Italian, and on some topics the literature in this language is 
substantial; for example, in a study of Still’s disease (Langley, 
1945) no fewer than 9 out of 30 references are to Italian papers. 

Selection of Articles for Abstracting 
The abundance of medical literature has led to a demand for 
summaries or abstracts of medical articles, and there are now, 
of course, several journals consisting entirely of such abstracts. 
The reading of abstracts is a convenient means of keeping in 
touch with developments in medicine, but it must always be 
remembered that an abstract is a second-hand account, how- 
ever skilfully rendered. An abstracter has to condense pages 
into sentences, and must inevitably select for mention the points 
that he himself thinks important or interesting. As a rule, his 
selection of points can be made only in the light of his general 
experience ; even if he happens to be an expert on the subject 
of an article, other experts might dissent from his judgment. 
Anyone working on a particular topic must consult an article 
in the original (or in translation) and form his own opinion 
of its value ; all that he needs is a list of titles of articles such 
as those given in the Index Medicus. When all efforts to obtain 
access to an article have failed it is permissible to quote an 
abstract in the list of references at the end of a paper ; such 
a quotation can properly be made only for information, for it 
would not be fair to an author to judge his work on the evidence 
of an abstract. 

Because of their limited value, abstracts are costly. Their 
cost is to be measured less by the price of abstract journals 
than by the diversion from other work of the energies of 
' abstracters, who are themselves often engaged in research. The 
preparation of abstracts is an exacting task and a severe lest of 
critical and literary powers combined ; if the text is in a foreign 
language great care is needed to avoid mistranslations. For 
these reasons the selection of articles for abstracting is a heavy 
-.responsibility, and the aim should be to provide the best possible 
i vice with the minimum expenditure of effort. Ideally, articles 
ould be chosen for their quality or interest irrespective of the 
....iguage in which they are written, but in practice the choice 
may fall short of the ideal owing to inaccessibility of journals 
or lack of linguists. The example in Table IV certainly suggests 
a preference for articles in English, but the best articles may in 
fact have been in English, in which case it would not necessarily 
represent a departure from the ideal policy. 

Because of the widespread knowledge of English and the 
ready accessibility of journals in English, it might be suggested 
that articles in English do not need abstracting, and that abstract 
journals would be more useful if they confined themselves 
exclusively to abstracts of articles in foreign languages. Such 
a policy would undoubtedly have the advantage of disseminating 
information that would otherwise remain relatively inaccessible, 
but it is doubtful whether most users of abstracts would be will- 
ing to forgo the convenience of having a balanced review of 
the whole of current medical literature. 

Selection of Books for Review 

The restriction imposed by general ignorance of foreign 
languages is more severe for book reviews than for abstracts 


and of the same nature as that influencing the selection of 
journals by a library. The abstracter is free to range widely 
in the literature in foreign languages, for many of his readers 
will be content with his abstracts and not read the original 
articles. The book reviewer, on the other hand, is largely con- 
cerned with introducing books to . potential readers. Book 
reviews would therefore be expected to deal mainly with books 
in the mother tongue, and the range of foreign languages pro- 
viding books reviewed would be expected to be narrower than 
for articles abstracted. The data in Table IV are therefore in 
agreement with expectation. 

The Englishman already has access to a large amount of 
foreign literature in his own language ; for English is of course 
the mother tongue of many foreign countries, the United States 
being simply first among them. At the same time the close 
genetic relation between medicine in the British Isles and medi- 
cine in the other English-speaking countries gives the medical 
literature of these countries a special interest for the English- 
man, and the books they publish are often of more immediate 
use to him than those from countries speaking foreign languages. 
EqoV.s. in. foreign, languages — especially textbooks.- — often reflect 
practice that differs considerably from that in the English- 
speaking countries ; for this reason they are in general less 
interesting than books in English, and reviews are accordingly 
less necessary. There are of course notable exceptions, and it 
is most desirable that they should be reviewed ; in this matter 
we must look to the enterprise of foreign publishers and foreign 
cultural representatives in this country in submitting "books for 
examination. 

Reviews for journals published in this country should prefer- 
ably be written by natives of the British Isles, since the value 
of such reviews largely depends on their being written against 
the background of our own -system of medical education and 
practice; a review of a foreign book (whether in English or 
some other language) by one of the author's fellow-countrymen 
could hardly carry the same weight. The medical profession in 
this country is large enough to provide reviewers of books in 
every important European language, and medical men with 
linguistic ability should be aware of this opportunity of serving 
their colleagues. 

Languages and the Individual Reader 

Medical men who have to read articles in foreign languages 
are mainly specialists, and therefore interested not so much in 
the total, output in any language as in the leading journals in 
their own subjects. For any individual this probably means one 
or two journals in each of a considerable number of languages : 
if he cannot read a language he must have articles translated. 
The languages most frequently needed are French and German : 
anyone who has learnt both at school has thus saved himsell 
much time and trouble. On this subject we could hardly 
improve on the observations of La Bruycre (quoted by Locke. 
1692): 

• “ One can scarce burden Children too much with the Knowledge 
of Languages. They are useful to Men of all Conditions, and they 
equally open them the Entrance, either to the most profound, or 
the more easy -and entertaining Parts of Learning. If this irksome 
Study be put off to a little more advanced Age, young Men either 
have not Resolution enough to apply it out of Choice or Steadines' 
to carry it on. And if any one has the Gift of Perseverance, it i: 
not without the Inconvenience of spending that Time upon Langu- 
ages, which is destined to other Uses: And he confines to the 
Study of Words that Age of his Life that is above it, and require: 
Things ; at least it is the losing the best and beautifullest Season ol 
one’s Life. This large Foundation of Languages cannot be wel 
laid but when every thing makes an easy and deep Impression or 
the Mind ; when the Memory is fresh, ready and tenacious ; wher 
the Head and Heart are as yet free from Cares, Passions, ant 
Designs; and those on whom the Child depends have Authorit; 
enough to keep him close to a long continued Application. I an 
persuaded that the small number of truly Learned, and the Multitudi 
of superficial Pretenders, is owing to the neglect of this.” 

French rreual’iy presents no problem, for it is common! 
learnt at school and can be quickly revised if necessary 
German, on the other hand, is less often studied at schoc 
and is generally considered to be the more difficult languagt 
German is important owing to the large amount of good wor 
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published in it before the war and will retain its value for years 
even if there is no revival in German medicine. 

Whether any further language should be acquired is a matter 
for the individual to decide. The learning of French and 
German, especially if either has to be leamt after leasing 
school, may well take up all the time that .can be spared for 
language studies, and only those with a special interest in 
languages are likely to proceed further. Those who do so will 
find that English and German together smooth the way to the 
other Germanic languages ; Icelandic is highly inflected and at 
least as difficult as German, but the other important members 
of this group — Danish, Norwegian, Swedish, and Dutch — are all 
grammatically simpler than German and among the easiest of 
foreign languages • for the Englishman. French is similarly 
helpful in the study of Italian, Spanish, Portuguese, and 
Rumanian, all five being descendants of Latin. , 

Tables I and IV together show that medical literature is pub- 
lished in fourteen foreign languages other than French and 
German, and the lists are almost certainly incomplete ; the 
medical linguist thus has a wide choice, and the selection for 
study of a foreign language other than French and German 
may rightly be influenced by non-medical interests such as 
general literature or foreign travel. The medical reader of 
any foreign language other than French and German will prob- 
ably attract as much work as he can comfortably cope with, 
and if he teaches in a university he may expect work from 
colleagues in any faculty. 


Languages from an Author’s Standpoint 

The language problem- for a medical author is relatively 
simple,- for the choice lies between his mother tongue and one 
or other of the so-called world languages — English, French, and 
German — if he was not bom into one of these. The advantages 
of writing in one’s native language need no discussion, for no 
one can feel quite so much at home in any other ; an English- 
man would be the last to question an author's right to publish 
in his own language if he so desires. On the other hand, the 
disadvantages — namely, a limited public and the risk of being 
misunderstood by foreign readers — are equally obvious, and 
with many writers outweigh the advantages. Such writers vary 
in their choice of. language, which is often determined by the 
traditional intellectual relations of their countries ; thus German 
is often used by Russians and Japanese, and French by citizens 
of the other Latin countries. English ensures the widest public, 
and foremost among those who use it are the Scandinavians. 
Let us be grateful for their choice and hope that their example 
may be followed ever more widely. 

Summary 

Publications listed in the Quarterly Cumulative Index Medicus have 
been classified according to language. In 1937 the leading languages 
were English, French, German, and Italian; in 1947 they were 
English, French, Italian, and Spanish. English, Spanish, and 
Portuguese show substantial gains since 1937 ; each language gained 
in both Europe and America, but the gains by each language were 
' both absolutely and relatively greater in America. In 1947 about 
one-half the indexed journals were in English and about one-fifth 
in Spanish; no other language accounted for more than one-tenth. 

Comparison of indexed publications within) journals in a library, 
(6) articles abstracted, and (c) books reviewed shows a strong 
preference for journals, articles, and books in English; the implica- 
tions of this preference are discussed. 

The value of French and German, both as keys to medical litera- 
ture and as aids to the study of other languages, is emphasized. The 
data show that medical literature is published in at least fourteen 
foreign languages other than French and German, and it is suggested 
that the selection for study of foreign languages other than French 
and German may rightly be influenced by non-medical interests. The 
advantages of publishing in world languages, especially English, are 
y noted. 

I am indebted. to Mr. G. Wilson (Librarian) and to Mr. F. C. 
Hirst (Cataloguer), of the Manchester Medical Library, and to 
Professor S. L. Baker for their kindness in reading the manuscript. 
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ORDER OF ST. JOHN OF JERUSALEM 

The London Gazette has announced the following promotions 
in, and appointments to, the Venerable Order of the Hospital 
of St. John of Jerusalem: 

As Knight: Dr. C. E. C. Wilson. As Associate Knights: Major- 
General K. S. Master, M.C., K.H.P., and Dr. Jivraj N. Mehta. As 
Dame: Dr. Margaret E. Douglass. Commanders (Brothers): 
Brigadier R. A. Hepple, C.BE., M.C., M3., Colonel C. P. Gabcur>. 
O.BE., MB., Major E. S. B. Hamilton, M.C., F3..CE., Drs. C. A. 
Verco and C. Thompson. As Commander (Sister): Lady Isabel E. 
Hutton, C3E., ML). As Officers (Brothers): Brigadier F. A E 
Crew, M.D., Colonel M. MacEwan, D5.0. t O.BE., DE.C-, TB.. 
M3., Lieutenant-Colonels D. W. C. Gawne, MJ3-, F.R.C.S., 
RA.M.C., H. F. Summons, M.B.E., M.B., G. N. Morris, F-R.C-S- 
Majors T. D. W. Fryer, M.B., C. D. Donald, M.B., Captain S. A. 
Nield-Faulkner, L.R.C3.&S., Drs. I. H. Beattie, R. L Hyder, G. A. 
Macdonald, J. T. Whitley, O.BE., H. R. Mustard, E. W. Lonsdale- 
White, H. M- Ayres, A. Tabone, and A. W. Azzapardi. As 
Associate Officers (Brothers): Rai Bahadur Captain K. S. Ro>, 
M.B., and Dr. G. S. Va 2 kar. As Officer (Sister): Dr. Dora E. 
Wheeler. As Serving Brothers: Lieutenant-C-olonel O. L. Appleton. 
TJX, L.R.C.P.&S., RA.M.C., Major M. J. Bett, M.D., Captains 

F. R. Wilson, MJX, RA.M.C., J. B. W. Meredith, M.B., F. E. 
Barclay, M3., Surgeon Captain V. F. Walsh, L.R.C.P.&S., RN.. 
Drs. E. Sorabjee, J. G. Morgan, G. K. Arthur, J. F, E. Bums, W. J 
Collins, C. E. Mathieson, D. S. Smith, H. T. H. Dimitriou, R. A 
Simpson, R. B. Hick, L. W. Bradshaw, W. S. Coutts, A. W. Ewing. 

G. E. Sawdon, F. R. Mutch, N. Wilson, T. D. Thome, H. F. 
Sparling, M.BE., J. M. Hain, G. R. Bourne, F. W. Gershaw, H. C- 
Powell,~ G. Saine, H. M. S. Tait, A. Parkinson, F. G. Pereira!. 
OBE and V. C. F. Tet. As Associate Sening Brothers’. Drs 
E. A. Leviseur and C. K. Khey. As Sen-ing Sisters: Drs. Phyllis 
Bums, Mary' E. Rolston, and Ellice E. P. Dart. 


Reports of Societies 


LONDON COUNTY MEDICAL SOCIETY 

Addressing the London County Medical Society at a meeting 
held at Fumival House, Highgate, on Jan. 5, and presided 
over by Dr. C. D. Coyle, Mr. J. R. M. Wbigham, the retiring 
president, said that the ideal hospital had yet to be built. 
Design must have some relation to function, and jot 
efficiency” had always to be kept in mind. Nowhere in the 
hospital was this more necessary' than in the ward. The sub- 
divided ward, with opportunities for recreation for those able 
to enjoy it, was an urgent need for the future. 

For the doctor hospital medicine was not total medicine, ana 
every opportunity should be taken to fill in the gaps so that 
the patient could be studied in the light of his family, his house, 
his job, and his pay. Close contact with the relatives was desir- 
able, and on transference back of the patient the general prac l- 
tioner should be given a full account of the case 

Though the doctor was not immediately concerned with rising 
hospital' costs he could by careful scrutiny see that the maxi- 
mum use was made of the beds of which he was m charge The 
aged sick who were acutely ill, and those likely to benefit o> 
iL should receive hospital treatment. Others should be kept at 
home, and no one wanted this more than the elderly patients 
themselves. Unfortunately some homes were not only not fit 
to live in, they were not even fit to die in. The hospital had 
lo rescue these unfortunate people. It was not realized, either 
inside the profession or outside, how numerous were the day- 
lo-day administrative problems in a hospital dealing with all 
sorts and conditions of patients. The need for a head re- 
mained. and, a -hospital being what it was a medical serv ice 
primarily — that head was most naturally a doctor. Medicine 
to be at its best must flow freely and naturally and not be 
forced alone artificial channels. No two hospitals were alike . 
each had its own problems, and therefore must be allowed 
some degree of autonomy. 
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SCOTTISH SURGICAL PAEDIATRIC CLUB 

In view of the increasing number of surgeons whose work is 
wholly or mainly concerned with infants and children, a 
Scottish Surgical Paediatric Club has been formed. The first 
meeting was held in Glasgow and was attended by twenty-seven 
members, representing Aberdeen, Dundee. Edinburgh, Glasgow, 
and Inverness. A dinner was held in the Royal Faculty of 
Physicians and Surgeons on the evening of Dec. 17. On Dec. 18 
a very full day was spent at the Royal Hospital for Sick 
Children, Glasgow. Four short papers were read in the morn- 
ing, and the afternoon was devoted to clinical and pathological 
demonstrations. The next meeting will be held in Aberdeen 
in May. 


Preparations and Appliances 


ENDOMETRIAL BIOPSY CURETTE 

Dr. Ernst Friedmann, Fertility Department, Royal Free 
Hospital, writes: The importance of endometrial studies in 
functional sterility and long-standing amenorrhoea has long 
been recognized. The number of instruments which have been 
recommended for endometrial biopsies shows that none has 
really proved satisfactory, whether it be endometrial punch 
forceps, the intrauterine suction apparatus, the suction cannula 
with syringe, or models like Sharman’s curette, the disadvantage 
of which seems to be the “ dead space ” in it. 

I have therefore designed a curette which can readily be used 
on out-patients without danger and with the least discomfort. 
The total length of this curette is 10! in. (26.5 cm.). It has a 
flat handle with a groove at the distal end to allow a comfort- 
able but firm grip. The stem is graduated, is malleable, and 
terminates in an inverted V-shaped loop, in which are incor- 
porated two cross-bars which play an important part — i.e., retain 
the specimen. The calibre corresponds to the thickness of an 
ordinary uterine sound, which in my opinion should always be 
passed before introducing the curette. The cervix should be 
steadied with a vulsellum. The curette is then drawn down the 
upper part of either the anterior or the posterior wall or 
both with slight pressure only and without undue force. On 
immersing the curette jn the fixing solution the piece comes 
off readily. Only occasionally have I found it necessary to shake 
the curette a little. 



have used this curette exclusively since 1946 in 300 biopsies, 
all but those very few cases in which a uterine sound could 
ot be passed and consequently the curette could not be inserted 
the strip of endometrium was such that glands and stroma were 
not separated or fragmented. It was almost always a single 
strip which on section included practically the length of the 
glands with surface epithelium and stroma intact. 

The instrument is manufactured by Allen and Hanburys Ltd. 
in stainless steel, and is available with straight or angled handle. 


Edward A. Humphreys, M.D., of Columbus, Ohio, U.SA., has 
been appointed President of the American Association on Mental 
Deficiency. Dr. Humphreys qualified in 1930; after working in the 
New York Psychiatric Institute and the Fifth Avenue Hospital he 
was for ten years Director of Rcsearcb-at Leichworth Village. In 
1945 he assumed his present post as Chief of the Bureau of Preven- 
tion and Education. Division of Mental Hygiene. Ohio, and has 
served as Acung Commissioner of Mental Hygiene for over a year. 


Correspondence 


. Significance of Proleins in Nutrition 

Sir, — Readers are supposed to serve some sort of useful 
service by calling attention to errors which they have detected 
and by making comments which may be of some interest to 
other readers. I hesitate to make these adverse criticisms of 
an otherwise excellent paper by Dr. D. P. Cuthbertson (Oct. 23. 
1948, p. 731) on the significance of proteins in nutrition and 
their particular importance during convalescence. 

1. The author at one point states, “Satisfactory nutritional 
preparations will undoubtedly extend the benefits of surgery," 
and includes in these “ high-protein, high-carbohydrate diet fed 
where necessary by tubal methods ” : yet elsewhere the contra- 
dictory statement is made, “ There is little point in trying to 
supply the 'patient with food in excess of that which appetite 
dictates.” It has become abundantly clear to me on the basis 
of many personal observations that nutritional depletion occurs 
in many surgical patients because the surgeon fails to combat 
anorexia. That Dr. Cuthbertson has failed to emphasize this 
important point is illustrated by a letter in your Journal 
(Nov. 27, 1948, p. 959) from Dr. E. Sakochansky, who quotes 
the Cuthbertson paper to justify reliance on the patient’s 
appetite, saying, “Much needless anxiety would be removed 
thereby.” and casting aspersions upon the feeling of relatives 
who “ are apt to worry unduly because a sick person does not 
eat.” 

2. In deprecating the use of intravenous amino-acid mixtures 
Dr. Cuthbertson states, “Plasma and glucose are safer fluids,” 
which is a little misleading inasmuch as these two substances 
can scarcely be compared on the basis of commonly observed 
potential reactions. 

3. Spence, Evans, and Forbes {Ann. Surg., 1946, 124, 131) 
are quoted as having made a study of a mixture of ten essential 
amino-acids (including their intravenous use), whereas these 
workers actually employed oral preparations of whole protein 
in their surgical cases. 

4. Dr. Cuthbertson quotes a paper of mine incorrectly by 
stating that “ 90 g. of protein takes 8 to 9 hours in a volume 
of 2,500 ml.” Actually, in my experience with thousands of 
injections 50 g. of amino-acid mixtures rarely require more than 
3 hours, and this is given in a volume of 1,000 ml. Our routine 
is to give an average-sized adult patient unable to eat two litres 
per day, one in the morning and one in the afternoon, each 
requiring between 2 and 3 hours for the intravenous injection. 
Each litre contains 50 g. of amino-acid mixture and 50 g. of 
glucose, plus a little over 2 g. of sodium chloride. — I am, etc.. 

Saint Louis, Minnesota. ROBERT ELMAN. 

Sir, — Dr. Robert Elman was good enough to send me a copy 
of his letter (see above), and I should like to consider it para- 
graph by paragraph. 

1. My statement that “satisfactory nutritional preparation 
will undoubtedly extend the benefits of surgery,” including 
“high-protein, high-carbohydrate diet fed where necessary by 
tubal methods,” refers to pre-operative treatment of depleted 
patients, when it is desirable to secure as much restitution as 
possible of body tissue by ingested or infused food material. 
When I make the statement, “ There is little point in trying 
to supply the patient with food in excess of that which appetite 
dictates,” I am referring to the immediate phase of protein 
catabolism following injury, when I consider that the body is 
not, in general, geared to anabolic activity. I had hoped that 
both these points were made clear in my paper. 

2. Dr. Elman will find my most recent views on protein 
hydrolysates and pure amino-acid mixtures in my paper on 
“ Assessment of Knowledge Concerning the Clinical Use of 
Protein Hydrolysates and Pure Amino-acid Mixtures" ( Amer . 
J. Med., 1948. 5, 879), which I was invited to contribute as the 
concluding paper to a series of seminars on protein hydroly- 
sates and pure amino-acid mixtures presented by a group of 
experts including Dr. Elman. 
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. 3 and 4. I freely admit being in error over the reference to 
the paper by Spence, Evans, and Forbes, and to the one by 
Dr. Elman. The work referred to in both cases is that bv S. C. 
Werner (Ann. Stirg., 1947, 126, 169). On looking os'er my 
earlier notes I find that by some mischance the references 
became misplaced, though on again reading Werner’s paper 
(para. 1) it does seem as if he is quoting Dr. Elman when he 
states, “To administer the equivalent of 90 g. of protein 
requires eight or nine hours and a volume of 2,500 ml.” 

I am grateful to Dr. Elman for. pointing out these errors in 
my references. — I am, etc., 

Bucksbum, Aberdeenshire. D. P. CUTHBERTSON. 

Resistant Staphylococci 

Sir, — T he annotation entitled “ Resistant Staphylococci ” 
(Jan. 8, p. 64) raises the interesting and important question 
how much the bacteriologist can help the clinician in deciding 
the probable effect of penicillin in a particular case of infection 
due to a penicillinase-producing strain of Staph, aureus. The 
important question for the clinician is not how much penicil- 
linase can be artificially extracted from a given organism, but 
whether the organism can produce the enzyme in sufficient 
quantity and qu ckly enough to permit it to grow in concentra- 
tions of penicillin obtainable in the human body. The double 
sensitivity tes t, using f«u diSbnene-sitxd inocula, is probably efte 
most informative, afld, as pointed out by Gilson and Parker,* 
the difference is directly related to penicillinase production. 
Investigations of this type on 18 penicillinase-producing 
staphylococci recently isolated from cases of infection in this 
hospital gave- the following results: 


Greatest Concentration of Penicillin permitting Growth j 


Large Inoculum 1 

Small Inoculum 

Strains 

(Approx. 1 ,000.000 Organisms) ] 

- (Approx. 1 ,000 Organisms) 


50 or more u./ml. 

1-4 u./ml- 

7 

50 or more u./ml. 

0*25-0*5 u./ml. 

5 

25 u./ml. 

1 u./ml. 

1 

25 u./ml. 

0-25-0-5 u./ml. 

2 

12*5 u./ml. 

0-25 u.(mZ. 

l 

12-5 u./ml. 

0-03 u./ml. 

1 

l-OtL/sd. 

0-13 u./ml. 

I 


It seems probable from these results that some of the strains 
would respond more readily to penicillin treatment than others, 
but there are still at least three unknown factors. First, what 
is the number of organisms penicillin is likely to encounter in 
a given infection ? Secondly, do staphylococci produce penicil- 
linase at the same rate in vivo as in vitro ? And thirdly, does 
an organism which only produces small quantities of penicil- 
linase acquire the ability to produce more in the presence of 
small quantities of penicillin ? — I am, etc., 

St. Thomas’s Hospital. London. S.E.1. Mary BaRBER. 

RfFOtENCE 

1 J. Bad., 1948, 55. SOI. 

Pensions for Diabetics 

Sir, — My letter (Nov. 13, 1948, p. 875) has aroused many 
letters of criticism from many angles. It is impossible to deal 
with all, but I should stress again some facts that made me 
write the letter. 

(1) The Army Pensions Board seems to be very generous in 
awarding pensions to diabetics in cases of grave hardships in 
the Services after which diabetes has soon followed. But the 
great majority of appellant cases referred to me arise in circum- 
stances comparable with, or even less straining than, those of 
Chilian life, certainly less tense and difficult than wartime 
London. If all persons developing diabetes outside the Services 
under comparable conditions were to be pensioned, well and 
good perhaps. But merely to deserve a pension because diabetes 

f develops while on war or post-war service is the position which 
I criticize in relation to pension awards. 

(2) It should not be forgotten that the recognition of diabetes 
as a pensionable disability contradicts a status of ordinary work- 
ing health and capacity which most diabetics cherish. - They 
want to be, and are, capable of housewifery and other full 
employment, except in some quite unsuitable jobs. They want 
to be accepted for superannuation and limited life assurance 
and not to be shut out from the posts that twenty-five years of 


insulin have proved the majority to £11 normally for many' a 
year. 

I have been accused of being “ unsympathetic ” and “ hard- 
hearted" to diabetics in my written attitude about pensions, 
and this rather hurts me. I was solaced last week to receive 
an unexpected letter from Dr. Elliot P. Joslin, of Boston. Mass, 
who has done more than anyone else in the world for diabetics’ 
interests for fifty years. He Wrote to say he supported my 
attitude towards pensions “ one hundred per cent." But 1 could 
never be 100% certain of any point of view 1 formed on diabetes, 
although this is what the legal attitude asks one to be. — I am, 
etc, 

London. W.l. R. D. LAWRENCE. 

Amnia 

Sir, — P ermit me to correct a misstatement which appears in 
the paper by Drs. D. A. K. Black and S. \V. Stanbury on the 
treatment of anuria (Dec. 25, 1948, p. 1101) and in your lead- 
ing article on that subject in the same issue (p. 1111). Drs. 
Trueta and Barclay and their colleagues did not demonstrate, 
neither did they describe, a shunt in the renal circulation. They 
showed that in the rabbit the application of a tourniquet to a 
hind limb for some hours, or the stimulation of (l) the central 
end of the cut sciatic nerve or (2) the distal end of the cut 
splanchnic nerve, resulted in a short-circuiting or a diversion, or, 
more correctly stated, an alteration, of the hlood-tlou through 
the renal cortex, so that the greater volume, practically the 
whole of the blood, subsequently flowed through the medulla 
(at increased rate), while the amount flowing through the 
outer- and mid-cortex was so far reduced as to fail to show 
radiographically. 

The. recent misstatements have arisen, probably, chiefly from 
a lack of understanding of the anatomy of the renal circula- 
tion. and it is well that correction be made now before these 
misstatements are referred to or repeated elsewhere. The renal 
circulation is primarily glomerular 1 and is shown as (a) in the 
accompanying diagram: all the glomeruli are situated in the 
cortex, and the blood which flows through the great majority 
(about 85%“) traverses the peritubular capillary plexuses of the 
cortex. The blood which flows through the most proximal 
glomeruli, those of the boundary zone (about 15%). passes to 
the medulla, whose normal (and sole) blood supply it is — 
hence the name juxtamedullary which I gave to these proximal 
glomeruli in 1941/ 

When a limb tourni- 
quet is applied, or the 
central end of the cut 
sciatic or the splanch- 
nic nerve is stimu- 
lated, vasoconstric- 
tion in the renal 
arteries brings about 
greatest reduction in 
the calibre of the cor- 
tical (intralobular) 
arteries, so that the 
circulation in the 
outer- and mid-corli- 
cal glomeruli (circa 
80%) appears to cease, 
while as a conse- 
quence the circulation 
through the juxta- 
medullary (15%) and 
some (5%) deep cor- 
tical glomeruli and the medulla is greatly augmented, the 
juxtamedullary glomerular capillary loop-velocity much in- 
creased and the renal circuit-time reduced by half (see ( b ) in 
the diagram).' * * 

In the group of conditions in which lower nephron damage 
is a common feature — blackwater fever, crush syndrome, incom- 
patible blood transfusion, concealed accidental haemorrhage in 
pregnancy, excessive vomiting in pyloric stenosis, cholera, and 
yellow fever — it is most probable that the extreme reflex vaso- 
constriction of cortical vessels (above mentioned) does not occur, 
but rather is the partial renal cortical ischaemia due to an 
exaggeration of the normal autonomous control in the kidney 
by which the intrarenal blood flow is adjusted to the varied 
conditions of the general circulation. In discussing the 
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pathogenesis of the renal failure in the three conditions first 
mentioned Foy and his colleagues 1 drew attention to the dehy- 
dration in such patients, and they concluded that the anuria is 
associated with file diminution of blood volume, of renal blood 
flow, and of glomerular filtration. It seems reasonable, there- 
fore, to conclude that in respect of the reduced renal blood flow 
in these conditions the degree and duration of cortical ischaemia 
are determined by the autonomous control of the kidney which 
increases the tone of the renal arteries (in endeavour to main- 
tain the renal blood flow in the face of reduced blood volume), 
producing proportionately greater vasoconstriction in the intra- 
lobular arteries, so that there is partial ischaemia in the outer 
cortex — (c) in the diagram. Anaemic anoxaemia from external 
or internal blood loss and pigment athrocytosis from haemo- 
globinuria or myohaemoglobinuria are to be regarded as addi- 
tional factors in the pathogenesis of the tubular lesion and renal 
failure. Similar views are stated more fully in a leading article 
in the Lancet , 7 and simple statement only need be made here to 
outline the intrarenal circulatory changes. 

As regards true vascular shunts in the renal circulation such 
as those described by Steinach,' Spanner," Trueta and his 
colleagues, 5 and Simkin, 10 the precise nature, number, and 
function of these are not yet fully understood. — I am, etc., ' 

London, N.18. !• F - HeGGIE. 
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Whither Tuberculosis ? 

Sir, — T he letters from the pens of Drs. G. Lissant Cox 
(Dec. 25, 1948, p. 1118) and Stephen Hall (Jan. 8, p. 70) are 
valuable contributions to a survey of the present situation. 
Volumes might be written on “ Whither Tuberculosis ? ” But 
may I take up a little of your space 7 
Everyone to-day has to try to encompass too much, and this 
in spite of specialization and the splitting up of medical practice. 
Again, procrastination and delay are too common because of 
the shortage of beds, nurses, and, to some extent, of properly 
trained doctors and their valuable and numerous assistants. 
These things are largely due to post-war conditions and to 
the haste, uncertainty, and incompleteness of present changes. 
Delay leads generally to the disadvantage of the patient. 

The desire of sanatorium physicians to share in the work 
of the clinic and to study environmental factors is laudable: 
enlarging the vision and widening the interests are healthy 
desires. But sanatorium doctors must realize it is a whole- 
time job to look after the treatment of the patients under their 
care. To make a complete diagnosis of the whole position is 
a first requisite of good treatment. In so far as this may 
ecessitate a delving into causal factors, physical and mental, 
it may involve a study of sociological conditions and much else. 

But the first duty of the sanatorium physician is to master all 
the details in the treatment. For example, an artificial pneumo- 
thorax is not a simple form of treatment, as Dr. Hall has 
pointed out. The complications which arise in its course 
are lessened and the end results improved according to the skill, 
experience, and clinical instinct of the managing physician ; and 
this depends even more upon his competence in carrying the 
treatment along and through than upon his judgment on the 
choice of the patients for this particular form of collapse 
therapy. Furthermore, apart from the necessity of keeping 
abreast of the developments of thoracic surgery in order to use 
his acumen as a physician in supervising what to do and when 
to do it. the introduction of specific drugs and a closer super- 
'iston of the early stages of the rehabilitation of the patient all 
keep the sanatorium physician busier than ever. Perhaps the day 
has gone by when men of the stamp of Peter Edwards — to name 
only one— can make valuable contributions to many branches 
of the combating of tuberculosis. 


So again I say, no longer can we repeat, as once was done, 
that prevention and cure go hand in hand. Whatever can be 
said about prevention and treatment going together in theory, 
in practice to-day they must be separated ( pace Dr. Lissant 
Cox), otherwise “ many will overlap and wrestle with too many 
details.” By the way, I can make out neither head nor tail of 
one of Dr. Lissant Cox’s sentence? — “ Tuberculosis, environ- 
mental and clinical, now merges into a general medical direc- 
tive.” This is a bit of new jargon to me. And I am a little 
puzzled by his, “If the new chest physician . exalts diag- 
nosis and treatment and ignores prevention, he may gain entry 
into the . . . portals of general medicine but will have lost 
his soul.” I would like every chest physician to “ have his feet 
on the ground ” in general medicine before he ever specializes. 

It seems to me that the ways of collaboration between the 
chest physician and his colleagues "in various other spheres are 
complicated and have by no means been worked out yet. — I 
am, etc., 

Mundestey, Norfolk. S. VERE PEARSON. 

Sir, — T he letters of Dr. G. Lissant Cox (Dec. 25, 1948, 
p. 1118) and Dr. Stephen Hall (Jan. 8, p. 70) express some 
of the anxieties that are troubling many of us who are employed 
in the tuberculosis service. Both are worried by the apparent 
disintegration that is taking place at many levels and in certain 
aspects of the service. Some of the troubles are administrative 
and are the result of the National Health Service Act. One 
hopes that with advocates such as Dr. Lissant Cox and Dr, 
Stephen Hall to guide our destinies many of these difficulties 
will be overcome in the not too distant future. 

Another change about which they are both concerned is the 
drift of the tuberculosis officer away from social and preventive 
medicine to “ clinical ” medicine ; this is surely a symptom of 
our nursing shortage — hence shortage of beds for the assess- 
ment and treatment of the patient’s disease. The tuberculosis 
officer is forced to use the bed available in the patient’s home 
and his relatives to do the' nursing. With an inevitable wait of 
six, months before “ active ” treatment can be started in hospital 
or sanatorium he is greatly tempted to do something for his 
patient. Through no fault of his he has entered the field oi 
treatment, a time-consuming business, and at the expense ol 
his other functions. 

Little has been said about the training for this specialty ; the 
success or failure of the service depends on the medical mer 
it attracts. Rightly the emphasis in undergraduate training is 
on diagnosis, but it is still the practice to teach this at the bed- 
side rather than at the chest clinic. Most postgraduate course; 
(Wales excepted) are held at sanatoria or university centres: 
why not the chest clinic or out-patient department ? 

The undergraduate has little time in his curriculum for socia : 
medicine ; this he must learn later in general practice or some 
special centre. Advertisements for tuberculosis officers noi 
uncommonly require a candidate to have a higher degree ir 
clinical medicine: experience in general practice or social oi 
preventive medicine is seldom asked for. It is possibly bettei 
that the potential chest physician should' not be recruited frorr 
the medical officer of health’s department, but it is equally 
unwise that his sole experience in tuberculosis should be gainec 
treating the disease in hospital while working for higher degrees 
If plans are being laid for the training of specialists in tubercu- 
losis it is very necessary that experience in all branches of the 
specialty should be included if one is to stop this drift tc 
“ clinical ” medicine which your correspondents foresee. — I am 
etc., 

Islcwortb, Middlesex. CHARLES J. STEWART. 

Sir, — The letters of Dr. G. Lissant Cox (Dec. 25. 1948 
p. 1118) and Dr. Stephen Hall (Jan. 8. p. 70) express a genera] 
anxiety felt at the moment by many workers in the old tubercu- 
losis service. The necessity for a sustained campaign againsl 
the disease, using every possible method of control, direct oi 
indirect, is so obvious to those with practical experience of the 
problem that any development which might appear to threater 
it is naturally suspect. 

This suspicion should not be interpreted as an indication that 
the tuberculosis service was regarded as perfect by those who 
worked in it. Far from it: the greater part of constructive 
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criticism over the last few years has in fact come from the 
service itself. The increasing complexity of diagnosis, the 
development of certain aspects of therapy in the dispensaries, 
and the ever-increasing numbers of cases of all kinds referred 
to them were recognized as a new responsibility requiring 
improved facilities, experienced staff, and a closer contact with 
other branches of medicine. Much has already been achieved, 
and the natural step now is to establish the modem type of clinic 
as a special hospital department like any other, with attached 
beds for diagnosis and assessment and treatment for “short- 
term “ and emergency cases as may be appropriate. 

It has also been suggested, and this is what Dr. Hall particu- 
larly questions, that the chest physician should have control of 
sanatorium beds, on the grounds that his experience of his 
specialty should be complete and a better continuity of control 
of the individual case established. This -arrangement may or 
may not come about ; there are arguments on both sides and 
it may in the end be found appropriate to one set of circum- 
stances and not to another. Yet even without it there is certain 
to be an over-all increase in clinical responsibility on the part 
of the tuberculosis physician. It is thought that this may result 
in a diminished interest in the environmental and preventive 
aspects of the -problem and that the conception of a really 
comprehensive tuberculosis service will be more difficult to 
maintain. 

To add to the anxiety on this point, the responsibility for 
environmental and preventive work, rehabilitation, financial aid, 
and so on has been placed with other authorities, a matter 
already widely commented upon as introducing a distinct cleav- 
age in what should be a single entity. Altogether there is need 
to watch developments very closely lest the attempt to meet 
well-recognized defects should result in the creation of new 
ones. 

The new facilities made possible by the legislation of recent 
years must, however, be used to the full. Several important 
points come to mind, but there are two which if recognized 
will do much to achieve the desired end. First, the local area 
clinic must be regarded as the centre for the direction of anti- 
tuberculosis measures as a whole, and its medical staff permitted 
to exert a guiding influence over any outside organization con- 
cerned with the welfare of the individual patient or with the 
problem generally. Only in this way can the activities of the 
various authorities concerned be knit together into an effective 
comprehensive effort. Secondly, the- training of staff for the 
senior specialist appointments must be thorough. There is a 
tendency in some quarters to regard a basic training in general 
medicine and in chest medicine as sufficient. This should 
certainly be the foundation, but it is not enough. Experience 
in sanatorium and in the chest clinics is the only way to obtain 
a true insight into the special characteristics of the disease 
and a clear understanding of the importance of epidemiological- 
and environmental factors. Such experience should precede the 
appointment to a senior post. This would go far to ensure that 
the problem would be dealt with as a whole, without any 
particular aspect of it being neglected. 

Finally, the multiplicity of authorities now involved will 
inevitably make administration difficult and complex. Auxiliary- 
staff to deal with the detail of administration and the social 
side of the work must be adequate, and unless everyone 
appreciates the fact that the system is merely a means to an end 
the whole scheme will suffer. This is of the first importance 
in dealing with such a complicated problem as the control of 
tuberculosis. — I arft, etc., 

■Won Hois. Essnr. HUGH RAMSAY. 

i Anaesthesia in Ludwig’s Angina 
Sir D r. John H. Willis (Jan. 1, p. 31) raises the question of ’ 
anaesthesia in operations undertaken for the relief of acute 
inflammatory conditions in the neck. As he implies in _ his 
rietter, the problems involved are not universally recognized 
even to-day. Chevalier Jackson stated that he considered the 
cause of death in many cases of Ludwig’s angina to be respira- 
tory failure as a result of the administration of sedative- drugs. 
He based this conviction on the fact that many patients sent to 
him suffering from this condition were either moribund or dead 
on arrival, although they had started their journeys as healthy- 
persons apart from the local condition ; in all cases the com- 
mon factor was the administration of morphine or other seda- 


tive by well-intentioned practitioners in order to render the 
patients comfortable for the jonmey to Jackson’s clinic. 

The explanation of the sequence of events is clearly described 
by Macintosh and Bannister. 1 Briefly it is that the conscious 
patient is able to compensate for the early stages of respiratory 
obstruction by using his accessory respiratory muscles. As 
long as this extra thoracic effort maintains the alveolar oxygen 
tension at a sufficient level the patient will remain conscious. 
If, however, the condition is not relieved, the accessory respi- 
ratory muscles will become fatigued. Alternatively, the admini- 
stration of a sedative drug will depress the respiratory centre, 
with consequent diminution in respiratory muscular efficiency. 
In either case the result is the same: the alveolar oxygen tension 
falls, the vital centres become anoxic, and the patient quietly 
stops breathing — usually without even developing laryngeal 
spasm. 

All agents which produce unconsciousness are to a greater 
or lesser degree respiratory' depressants at some stage in their 
action, and it therefore follows that to induce unconsciousness 
as a preliminary to surgical intervention in cases of Ludwig’s 
angina is to court disaster. The three agents named by Dr. 
Willis — “ pentothal,” cyclopropane, and chloroform — are al! 
potent respiratory depressants and are in my opinion contra- 
indicated as inducing agents in the type of case under discussion 
unless a certain preliminary step is taken. 

The rational preliminary approach to anaesthesia in cases of 
respiratory obstruction, resulting from Ludwig’s angina, carci- 
noma of the thyroid, and injuries involving the upper respira- 
tory tract is either to perform a tracheotomy under local 
analgesia or to pass an endotracheal tube after “ cocainizing ’’ 
the larynx. This latter procedure is easily accomplished with 
the aid of a Macintosh or a Kenton spray’. Kuhn’s observation 1 
that laryngeal intubation enables the surgeon to become and 
remain master of the field is probably never better exemplified 
than in this method of anaesthetizing such cases of respiratory 
obstruction, for when the field has been mastered by laryngeal 
or tracheal intubation any general anaesthetic agent may safety 
be used, according to the indications present, to induce uncon- 
sciousness and enable the surgeon to relieve the pathological 
condition. — -1 am, etc., 

Bristol V - T0RRY BAXTEf - 

Amxiscts 


lElsenllah of General Anaalkezh, 1947, pp. 283-6. Oxford. . 

lArck Rhino’.. Larynx., 1911. 25, 95. (Quoted by Gillespie, >>• A., in Endo- 
lraekx.nl Anaesthesia. 1945, p. 34, Wisconsin.) 


Str, — D r. John H. Willis (Jan. 1. p. 31) comments upon the 
danger of using intravenous anaesthesia for the incision of acute 
inflammatory swellings of the neck, and 1 would like to carry 
the question cne stage further back. Surely no .“ resident” (and 
here I use the term to refer to a man within a year or so of 
qualifying should be expected to undertake the responsibility 
of anaesthetizing a patient with Ludwig’s angina ; the operation 
is rarely so urgent a matter that an experienced anaesthetist 
cannot be obtained. 

Some r-s dents seem frequently to be asked (or told) to give 
anaesthetics to dangerously ill emergency cases. 1 recall a well- 
known anaesthetist who was asked what advice he would give to 
a residem who had to deal with an acute intestinal obstruction ; 
and his significant reply was, “ He shouldn’t : it’s a specialist’s 

job.” 

A "post-operative chest” following a simple herniotomy 
or other cold case may be regarded as a disgrace by some, but 
it appeirs that in some circles such a complication is looked 
upon almost as the rule after a serious upper abdominal emer- 
gency operation. Such complacency is tragic, especially when 
this "added condition may well tip the balance fatally for the 
patient So grave a responsibility surely should not rest on the 
shoulders of "a junior but of a specialist. — I am, etc.. 


Epp.rg, Essex. 


Eric K. Gardner. 


Spinal Anaesthesia for Caesarean Section 
Si R ,_We feel 'that the statements of Mr. D. Stanley-Jones 
(Dec. 25, 1948, p. 1121) on this subject cannot be allowed to 
go unchallenged. It is true that there have been rases of 
collapse during caesarean section tinder spinai anaesthesia, both 
reported and unreported. But the fact remains that others who 
have developed safer techniques, including the use of smaller 
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dosages, have reported large series of cases with no fatalities 
attributable to this method of anaesthesia. Resnick, 1 Thomas, 2 
and Malkin’ have reported between them more than 1,200 cases 
without a single anaesthetic death. 

One of us has used spinal anaesthesia for caesarean sections 
over a period of more than ten years without observing the 
effects described by Mr. Stanley-Jones. Instead of the “ massive 
■vasodilatation of the largest and bloodiest organ in the body ” 
we have invariably found caesarean sections under spinal anaes- 
thesia to be associated with greatly reduced bleeding from, the 
uterus, which contracts unusually well. Other authors have 
reported the same finding. 121 Recent work has shown that, 
provided adequate oxygenation and capillary circulation is main- 
tained, even a severe fall in blood pressure need have no un- 
toward effects on the patient. However, there is no -difficulty 
in maintaining the blood pressure within normal limits with 
the aid of “ methedrine.’’ 5 The danger lies not so much in 
vasomotor “ collapse ” as in respiratory paralysis. 4 ’ The gravid 
uterus, filling and distending the abdomen, interferes with the 
descent of the diaphragm. If to this is added intercostal 
paralysis extending to a high segmental level, grave anoxia 
may occur rapidly and insidiously. We have seen this happen 
on two occasions. Once in the presence of a large ovarian 
cyst, and once at the beginning of a caesarean section. In 
each case inhalation of 100% oxygen, or inflation of the lungs 
with oxygen, prevented any serious consequences, and in bach 
case respiration returned to normal after removal of the 
abdominal tumour. 

It is now becoming generally recognized that for caesarean 
section analgesia should be limited to the level of the xiphi- 
stemum. This means in practice a smaller dose than that 
usually used for appendicectomy, for instance. If this is done, 
respiratory embarrassment is avoided, but as a precaution an 
efficient means of inflating the lungs with oxygen should always 
be available for immediate use in emergency, and the uterus 
should be emptied while “controlled respiration” or_ 100% 
oxygen inhalation is maintained. The steep head-down tilt 
adopted in the belief that this will assist the blood pressure 
merely increases the respiratory embarrassment and makes 
matters worse. Also, when using “ gravity-controlled ” solu- 
tions it should be remembered that the spinal curves are altered 
in late pregnancy. We are now using an isobaric solution of 
amethocaine diluted with spinal fluid to a concentration of 1 in 
1,000. We find that 8 to 10 ml. is quite adequate for caesarean 
section, although 12 ml. would normally be used for, say. a 
hysterectomy. 

From the foetal standpoint spinal anaesthesia is ideal, as the 
babies usually cry as soon as their noses are born and they are 
free from the effects of respiratory depressants. The method is 
therefore especially valuable with premature or otherwise handi- 
capped babies. 

To deride as malpraxis a method which has over a period 
of years given such good results. in the hands of experienced 
obstetricians is unworthy of your columns. We feel that so 
long as attention is paid to the precautions described spinal 
anaesthesia remains a safe and effective procedure in the absence 
of shock or severe bleeding, and it is especially valuable when 
caesarean section is performed in the interests of the baby. — 
We are, etc., 


Duncan Ballantine. 

Rotheiham. F. L. RoBERTSHAW. 
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Breast-feeding 

Sir— A fter having read Dr. James S. Hall (Jan. 8, p. 72), 
especially where he states that mothers arc relinquishing the 
almost impossible task of synthesizing wholesome milk from 
snnek, scraps, and sausage meat, I feel still more ought to be 
added to the recent controversy on the subject of breast-feeding. 

Although of course the present-day rations contain substanti- 
ally more and better items than those mentioned by Dr. Hall, 
it is only too well known that most inadequate nourishment of 


the mother still assures a very high quality breast milk. . I have 
spoken to doctors, and also- with mothers, who have survived 
Hitler’s concentration camps, and they were unanimous in say- 
ing that many children were born in these camps and all of 
them had to be breast-fed, as no other milk was available. 
The mothers often dying in the last stages of pulmonary 
tuberculosis still often managed to breast-feed their babies, and 
it was only in cases of extreme dehydration, when the mother 
was suffering from dysentery, etc., that one had the pathetic 
spectacle of seeing a mother putting the baby to a dry breast. 

In addition I should like to say that Dr. Hall’s belief of the 
equality of breast milk and the baby foods must be based on 
the knowledge that all the known chemical substances con- 
tained in breast milk are present in the artificial products. But 
even the most biochemically inclined paediatricians know that 
there are many other, mostly as yet unknown, factors present 
which make breast milk the superior nourishment. 

The recognition of the importance of breast-feeding seems 
not only well established everywhere, but is increasing ; this 
conclusion I draw from the fact that to-day in case histories, 
not only of babies but of younger and even older children, the 
mode of feeding as an infant has its definite place. — I am, etc., 

Whitehaven, Cumb, JOHN ABELS. 

I 

Sir, — P icking up my Journal of Jan. 8 I find first (at p. 59) a 
very favourable review by Professor Charles McNeill, of my 
book on breast-feeding, in which he remarks that “paedia- 
tricians proclaim and extol its importance ” ; and then, turning 
to a later page (p. 72), I find Dr. James S. Hall again taking 
up the cudgels for the bottle-fed infant. I am sure that Dr. 
Hall is right in saying that his cases of fully fed bottle babies 
compare very favourably with the under-fed breast babies 
which appear to be common in his practice. In my own 
practice, however, where no baby is underfed, whether it be on 
the breast or on the bottle, I do find a very real difference in 
morbidity rates between the two. 

As feeding problems are attended to at the surgery, where 
I hold a weekly weighing and consultative session, my visits are 
genuinely for sickness. I have collected and recorded (the 
results are to be published shortly in the Lancet) the visits 
required during the first year of life by 100 consecutive babies 
in my practice-. Briefly, the bottle babies required more than 
five times as many. Moreover, 73% of the breast-fed babies 
did not require a visit at all, as compared with 9£% among the 
artificially fed. In the present days of National Health Service 
and payment by capitation this argument for breast-feeding 
should at least appeal to the general practitioner, if only 
through his pocket. 

1 note that Dr. Hall, and the Dr. Hutchinson whom he quotes, 
are considering these children from the point of view of “ adoles- 
cence or later life.” I do not deny that the bottle-fed child 
may achieve both health and immunity in later life ; but I prefer 
to save the mother the worry of the higher incidence of disease 
in infancy. What simply appals me is his picture of “ maternal 
unhappiness and misery” caused by breast-feeding. None of 
my lactaiing mothers is unhappy or miserable. If they were, of. 
course, they would undoubtedly underfeed their babies. — I am, 
etc., 

york F. Charlotte Naish. 

Sir, — D r. J. S. Hall (Jan. 8, p. 72) is still not impressed. In 
his first letter (Nov. 20, 1948, p. 919) he said’: "I cannot deter- 
mine that artificial feeding has any deterrent effect whatsoever. 
... I am of course open to conviction should sufficient modem 
evidence be available to the contrary.” I have supplied him 
with some evidence; but he passes it off with a light laugh 
because it comes from America, and is, he infers, a sort of 
medical Marshall aid. 

The reason 1 quoted American figures was that this is the 
largest series available. By a petitio principii Dr. Hall chooses 
to ignore the data on pyloric stenosis (despite the fact that the 
series was not lease-lent, but came from Westminster). Of 46 
bottle-fed babies with pyloric stenosis 5 died. Of 100 breast- 
fed babies with the same disease none died. If Dr. Hall (or 
any other reasonable person) were told that his next infant was 
destined to suffer from congenital pyloric stenosis would he 
still allow it to be artificially fed ? 
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It may be that in England now (owing to the lack of domestic 
help, or the snoek, or some other factor) artificial feeding is 
easier than breast-feeding ; but. Sir, the British Medical Journal 
goes all over the world. Please do not let us disseminate any 
authority from the medical profession for a further decline >n 
breast-feeding. — I am, etc., 

Bristol. Hugh R. E. Wallis. 

V This correspondence is now closed. — E d., BJM.J. 

Rhesus-testing in Pregnancy 

Sir. — Doctors engaged in the practice of midwifery are now 
well aware of the importance of blood replacement in the 
treatment of the haemorrhages of pregnancy. Increasing use 
is therefore being made of the emergency resuscitation services 
which most maternity hospitals maintain for the purpose of 
transfusing women too ill to be removed into hospital. 

It is, however, evident that some practitioners do not realize 
that blood transfusion cannot be undertaken with safety unless 
the rhesus status of the patient is known. The blood group can 

* be determined at the bed-side, but the rhesus grouping can be 
ascertained only by a somewhat elaborate laboratory' technique. 

As one who has had some experience in emergency transfu- 
sions I write this letter to urge on all doctors responsible for 
the care of pregnant women the necessity to take steps to deter- 
mine early in pregnancy the rhesus grouping of the patient. Too 
often one is summoned to women critically ill from blood loss 
only to find that the rhesus status is unknown, thus increasing 
the hazards of blood replacement. It is the bounden duty of 
all doctors who make themselves responsible for the care of the 
pregnant woman to see that the rhesus grouping is carried out 
as early as possible in the pre-natal period. The doctor who 
neglects this precaution is most certainly failing in his duty to 
the mother and her child. — I am, etc., 

Sheffield. W. J. Clancy. 

Senile Deterioration of the CN.S. 

Sir. — I was very interested to read the, article by Dr. 
Trevor H. Howell on senile deterioration of the central nerv- 
ous system (Jan. 8, p. 56). I must, however, disagree with 
the conclusions reached. In assessing central-nervous-system 
physical signs in this age group, one important factor seems 
to have been omitted — namely the state of the vascular system. 
In addition the defective absorption of vitamins must be con- 
sidered — achlorhydria being a not uncommon “ normal * 
finding in this age group. 

Any attempt to explain these phenomena by a central lesion 
seems to me erroneous. I would say that the factors operating 
are: (1) peripheral vascular occlusion which, although not gross 
clinically', has been sufficient to impair the blood flow to the 
vasa nervorum of peripheral nerves ; and (2) vitamin B defici- 
ency, which has again led to peripheral nerve lesions and also 
to mid-brain lesions with pupillary changes. 

It is then on a basis of a peripheral neuropathy that I would 
explain the lesions found. In support of this I note that the 
, pyramidal tracts are normal in practically all cases, and lesions 
in the legs are more pronounced than in the arms — a not un- 
common finding in peripheral vascular disease. — I am, etc., 

Leeds. Raymond C. Gledhill. 

Cotton-dust Disease 

Sir, — The following quotation is from your leading article 
(Dec. 18. p. 10691: “It seems more likely, however, that there 
are only two diseases, perhaps only one: mill fever is almost 
certainly the early stage of byssinosis. and the remaining two 
conditions are very similar to other diseases caused by mouldy' 
organic matter such as grain, flax, hemp. jute, and bagasse.” 
This is not correct. There are three distinct conditions, distinct 
^clinically and occupationally. 

* 1. Mill Fever. — This will affect anyone unaccustomed to 
cotton mills, whether spinning mills or weaving sheds. It is 
a very mild febrile attack with anorexia after a day in the mills. 
After a night's sleep it is gone, giving protection, which, how- 
ever, disappears if the visits to the mills are discontinued. I 
have often experienced it 

2. Strippers' and Grinders' Asthma .— This is a very chronic 
disease which takes many years to develop. It only concerns 


men in spinning mills exposed to dust arising from raw-cotton 
bales. It is not seen in weaving sheds or among those who tend 
the spinning frames and self-acting mules to which the cotton 
sliver proceeds from the carding engines. I was the first to 
describe the condition in 1908. 

3. Weavers' Cottgh . — This condition is only seen among 
cotton weavers, and only among weavers preparing cotton cloth 
for the bleachers and dyers. If the cotton thread being woven 
for this purpose gets damp on the warp beams, under condi- 
tions described by me in 1914, offensive moulds may grown on 
the threads, which become dark and smell badly. When such 
threads are woven the operatives experience epidemics of acute 
illness lasting several months and clinically resembling active 
pulmonary tuberculosis. 

What byssinosis is 1 hase often wondered. B'iccogis a Greek 
word for linen. — I am, etc., 

Lossiemouth, Morayshire. EDGAR L. COLLIS. 

Mallet Finger 

Sir, — Perhaps it is wise first to define the deformity “ mallet " 
finger as a lesion of the mechanism controlling extension of the 
terminal joint of any finger (the thumb is excluded). 

From experience in the treatment of this very common 
industrial and domestic lesion we suspected that it w-as not a 
simple problem, and that the pathological anatomy of the tears 
might be as varied as the end results we observed to follow- 
routine plaster immobilization with flexion of the proximal joint 
and hyperextension of the distal interphalangeal joint. Follow- 
ing this routine we were not unduly worried when flexion of the 
terminal joint persisted at the end of treatment ; as Dr. W. J. 
Lloyd (Jan. 1, p. 30) has observed, most workmen can accommo- 
date themselves to this deformity and are cot concerned with 
the appearance of a useful working finger. (Precision workers, 
however, find the loss of complete control of the terminal joint 
of the index or middle, finger a real working disability.) We 
were worried, however, by a group who after treatment com- 
plained of such pain in the distal interphalangeal joint that they 
could not return to jvork, and this pain persisted for a long 
period. 

Therefore six years ago this hospital undertook a planned 
investigation of the problem, continued its close study for 
almost two years, allowed a period of time to elapse before 
assessing all the patients included in the study, and finally pub- 
lished' a detailed description of the varying surgical anatomy 
of these tears and a detailed account of the end results to be 
expected after surgical treatment. 

From this study it is obvious, I think, that mallet finger 
cannot always be treated by a reassuring word, as Dr. Lloyd 
would seem to suggest. The open mallet finger caused by a 
grinding wheel, cutting or crushing violence — a not infrequent 
industrial injury — is an undisputed surgical matter. 

The closed mallet finger, which may cause very troublesome 
and prolonged pain in the joint, is caused by the avulsion of 
a fragment of bone from the base of the terminal phalanx, taking 
with it a variable amount of articular cartilage. If the very 
disabling and painful traumatic arthritis of the joint is to be 
avoided, then ear'v and accurate reduction of the fracture, in 
our view, is essential. If closed reduction fails, as it sometimes 
does, then early open reduction with internal fixation is essential. 

The fracture type of mallet finger accounted for 25% of our 
series. Three-quarters of our patients had tears of the extensor 
tendon at varying levels, the level of the tear presenting its own 
problem in treatment — e.g., if any part of the fear was situated 
proximal to the joint, the prevention of adhesions between the 
tendon and the neck of the middle phalanx with the subsequent 
inability of the tendon to pull the joint into full extension still 
remains a problem. 

The_ prognosis after surgical treatment of mallet finger seen 
early is not as bad as Dr. Lloyd's impressions indicate. In a 
close study of 61 consecutive mallet fingers treated by surgery, 
20 regained full extension and a good range of flexion, the 
remainder had flexion deformities ranging from 10” to 30” and 
a good range of powerful controlled flexion. In the treatment 
of this condition there is undoubtedly an economic ancle — we 
can both over-treat and under-treat: to do either may be 
unnecessarily expensive. 

In my experience a common type of mallet fincer is the 
partial tear in the middle-aged. The patient presents a terminal 
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joint with 20° to 30° flexion defortnity with an ability to fully 
flex the joint and extend it to 20° or 30° of its full range. , If 
such a tear is not associated with a fracture there is, I believe, 
a real place for the “ reassuring word ” in treatment. Most 
workmen can continue most jobs with such a finger, and within 
four or five weeks have accommodated themselves completely 
to the disability: The reassuring word, however, has no place 
in the economic. treatment of the fracture type of mallet finger 
with extensive articular cartilage involvement. Symptoms of 
traumatic arthritis can be very prolonged. The treatment of 
painful arthritis by arthrodesis of the joint involves many months 
before the joint is so soundly fused that the finger has regained 
powerful and painless function. 

The surgical and economic treatment of mallet finger is not 
a simple matter ; it demands a clear understanding of the under- 
lying pathology, very skilled technique in active treatment, and 
a degree of judgment in assessing those to treat and those to 
leave alone. — I am, etc., 

Birmingham Accident Hospital. WILLIAM GlSSANE. 
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Classical Caesarean Section 

Sir, — The recent correspondence on the merits and demerits 
of the classical caesarean operation has had a good deal of 
interest, mainly reminiscent, and the views of my own genera- 
tion will of course stay coloured by the excitement we experi- 
enced some twenty years ago when we, found that with the 
lower-segment operation post-caesarean peritonitis need no 
longer be a dread, and that at last we had a conservative 
alternative to the high forceps operations and the perforations. 
This then seemed more important even than the risks of later 
rupture of the scar. Nowadays, although the risks of infection 
no longer bear the same weight, most would agree that techni- 
cally the lower-segment operation is much sounder, and until 
the other week I would have said from the experience of quite 
a number of cases that it could always replace the classical 
operation. I then met the following case. 

A primigravida had a transverse lie which could not be corrected. 
The usual lower-segment operation was begun. The anaesthesia used 
was gas, ether, and curare. After opening the abdomen I could 
not correct the oblique lie and extract the child, either as a breech or 
a vertex, so firmly was the uterus moulded round the child. The 
situation was exactly similar to a failed internal version for a 
shoulder presentation. In order to deliver the child it was necessary 
to make a free longitudinal incision upwards into the body of the 
uterus. This left an unpleasant T-shaped wound to be stitched. 

Part of the difficulty may have been due to the oxytoxic 
effect of the curare, and it might have been avoided by a deep 
relaxing anaesthesia, but deep anaesthesia is no proper solution 
to this sort of problem, and should I meet another case in which 
the uterus is contracted down on a transverse lie I would give 
serious thought to the advisability of an elective classical 
operation. — I am, etc., 

Li'croooi, Percy Malpas. 


Carcinoma of Cervix 

nrnrtW ?‘J 5 L attcnt '°n has just been called by a doctor long in 
t0 r th , e letter ° f Dr - E. Malcolm Clark (Dec. 4 
Jewish womin r ' vtllc h 110 attributes the relative freedom oi 
factor we do Ca , rcin ° ma of the cervix to “some racial 
mv conclusion that the &S Yel fu " y understand,” and disputes 

c ^r=s,rofSfe,rsSv fro » ,he d r* !e by ,h t 

c.pcricncc of twelve case, of carcinoma' ASSo 
cancers in Kikuyu women 1 “ on S 

Clark f™ » *» Dr. 

by. the Kikuyu differs in some important respectTfronfcircum 
osion as practised by Jews. Kikuyu males are circumcised fa, 
or about puberty and the operation is so performed that a lar« 
TJ lr °, C preputial t.ssue remains, extending outwards on each 
side of the fraenum. It is very characteristic of the Kikuyu 
... the Kikuyu attach great importance to this tag of tissue ” 
It. is hardly surprising that late and partial circumcision faib 
to give the female as much protection against cervical carrinoms 
as the complete operation in infancy. East Africa, with it: 


complex mixture of circumcised and uncircumcised tribes ant 
its primitive codes of sexual conduct, is not a field where un 
equivocal evidence on the subject can be obtained. In Fiji, oi 
the other hand,- where 90,000 circumcised Fijians live alongsidt 
70,000 uncircumcised Indians without mixing, during the year: 
1925-32 the Suva Hospital admitted only three cases of cervica 
carcinoma in Fijian women and 26 in Indian women. I havt 
no statistics of penile carcinoma in Fiji, but my attention wa: 
drawn specifically during my visit to its occurrence in Indian: 
and its absence in Fijians. 

The evidence from Fiji shows that circumcision, even done ai 
late as puberty, has much protective value for the female. I 
also negatives the postulated racial immunity of Jewish women 
Hoffman’s statistics for Amsterdam (1919-29) showed a highe 
incidence of cancer of the breast, rectum, liver, and gall-bladde: 
among Jews than among non-Jews. 

In conclusion let me say that' I have never advocated thi 
general adoption of circumcision in this country. I believe tha 
all its advantages could be obtained without removal of tissue 
by the simple operation of universal dorsal preputiotomy in the 
first days of life. 

I am indebted to the medical superintendent of the Su\j 
H ospital for the information that from January, 1947, tc 
November,- 1948, twelve cases of malignant uterine tumour in 
Indians have been admitted and only a single case in a Fijian. — 
I am, etc., 

London. W.l. W. SAMPSON HaNDLEY. 

Pre-suppurative Amoebic Hepatitis 

Sir, — Dr. J. T. Harold (Dec. 11, 1948, p. 1034) states that nc 
recent record exists of an amoebic abscess in a patient who hac 
never been abroad. Dr. Francis Lowe (Jan. I, p. 31) records ? 
case, and I should like to report a second. 

A male patient, aged 54 years, recently died in this hospital. Hf 
was admitted six months previously with an empyema of the righ: 
pleural cavity; there was no previous history of diarrhoea. Three 
months after admission he developed' a typical amoebic dysentery 
motile vegetative amoebae being found in the stools and later in- th( 
pleural pus. Surgical treatment and emetine therapy were of 'nc 
avail, and the patient died six months after admission. - 
necropsy revealed an amoebic abscess of the right lobe of the live; 
which had tracked through the subphrenic space into the pleura 
cavity. The patient had lived nearly all his life in Bolton and hac 
never left this country. 

— I am, etc., 

Townleys Hospital. Bolton. M. W. JOHNSTONE. 

Estimation of Prothrombin 

Sir, — The report of the meeting of the Medical Society o 
London (Jan. 1, p. 26) contained statements concerning the 
control of dicoumarol therapy which might lead to misunder 
standing. It is of great importance that ambiguities concern 
ing the estimation of prothrombin should be avoided. Accident 
have occurred in the past during dicoumarol treatment because 
of lack of appreciation of the many pitfalls encountered in the 
calculation of results and the confusion which exists in then 
interpretation. 

- Dr. Paul Wood is quoted as saying that the prothrombir 
concentration should be kept to “round about 30 to 40 / mg 
- per 100 ml.” Mr. Dickson Wright is said to have stated thai 
“when less than 20 mg. per 100 ml. no dicoumarol was given. 
If the figure fell below 10 units (my italics) menadion bisulphite 
30 mg. was given intravenously.” In these two statements the 
prothrombin concentration is expressed both in “ mg. pei 
100 ml.” and in “units,” neither of which is a customary pro- 
cedure in this country. So far as I am aware there is no routine 
method for the estimation of prothrombin in milligrammes. It 
is nearly always expressed as a percentage of the concentration 
found in normal plasma, and it seems likely that the above 
quotations should read “30 to 40%, ” “20%,” and “10% ” 
respectively. If this is so, the minimum safe level advised 
by Mr. Dickson Wright is only half of that advocated by 
Dr. Wood. 

It is not sufficiently realized that when prothrombin is esti- 
mated in dicoumarol plasma by a one-stage method 1 ; the 
result depends upon the technique employed. It varies with 
the thromboplastin’ and also with the diluent used in the con- 
struction of the reference curve. Thus, if reference' curves are 
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constructed by saline dilution of normal plasma and pro- 
thrombin is estimated in a dicoumarol plasma using venom- 
lecithin as thromboplastin, 5 the result will be higher than when 
brain emulsion 1 is used and very' much higher than the result 
obtained with ox-lung extract.* If the prothrombin is estimated 
by the two-stage method 5 the result will probably difier from 
all three of those obtained by the one-stage procedures, though 
it will be nearest to that found by using venom-lecithin as 
thromboplastin.* Not only is the reference curve obtained when 
prothrombin-free plasma is used for diluting normal plasma 
entirely different from that obtained when saline is used, but 
curves obtained with different prothrombin-free plasmas differ 
from one another, depending on the method used for the 
removal of the prothrombin. 5 

It is therefore important that any criteria for the limits of 
safety in dicoumarol therapy should be accompanied by a 
precise definition" of the method used for .the estimation cf 
prothrombin. Differences in technique probably account for 
the apparent discrepancy which appears in your report between 
the recommendations of Dr. Wood and Mr. Dickson Wright. — 
I am, etc.. 

Readies. C. A. MaVVSON. 
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Temperature Recording 

Sir, — Professor Alan Moncrieff and Dr. B. I. Hussey (Dec. 4, 
1948, p. 972), as well’ as the author of the annotation (p. 991) 
on temperature recording, overlooked the basic fact, often noted 
in “Any Questions?”, “Correspondence”, and “Notes and 
Comments” ( British Medical Journal since 1943), that it takes 
ten minutes for the mercury' clinical thermometer to reach 
stability with the temperature of the surrounding media irre- 
spective of the site. Orally there may be an appreciable differ- 
ence of 0.2”-0.5” F. (0.1 ”-0.25° C.) between a 2-3-minutes read- 
ing and one of 10 minutes ; the same difference may also be 
noted between a site under the tip of the tongue (the usual 
site the nurse chooses) and further back at the side of the 
fraenulum. 

While it requires great care — traumatic recto-urinary fistula 
from a thermometer may occur ( Medical Annual. 1946, p. 53) — 
the rectal method, being the least sensitive to the atmospheric 
environment, is the best. In the ambulant patient the oral may 
be as misleading as the axillary ; this was noted by the late 
Sir Thomas Lewis in the low'-grade fever of bacterial endo- 
carditis ( Diseases of the Heart). Even during the diurnal cycle 
the maximum difference between oral and rectal (5-6 cm.) 
temperatures varies from 0.6”— 1.2” F. (0.3°-0.7° C.), approxi- 
mating on the upgrade and diverging on the downgrade, but 
the nexus may be neither proportionate nor constant. Allow- 
ance, of course, must be noted for the slight deviation of 
individual thermometers. 

With low-grade fevers, as for example in rheumatic carditis, 
cited by the authors, the pyrexia may recur regularly or 
irregularly at times other than the usual maximum periods of 
1 p.m., 7 p.m., or 11 p.m. Accurate thermometry would abolish 
much of the unnecessary routine laboratory tests in many 
chronic febrile diseases. Active rheumatic infection rarely may 
be present, as shown by the B.S.R. and leucocyte count, even if 
the normal rectal range of 97.7°-99.5° F. (36.5”-37.5° C.) is 
not exceeded ; when the maximum rectal temperature is around 
99” F. (37.2° C.) quiescence is assured (by the laboratory tests, 
the sleeping pulse, and the absence, at rest, of mild sensible 
perspiration day or night) in such cases. — I am, etc., 

Dublin. A - D - MacDwyer. 

Spontaneous Amputation of Cervix 

Sir, — As an interesting contrast with Mr. Walter Calvert's 
report (Jan. 8, p. 58) of difficult labour following surgical 
amputation of the cervix uteri, I beg to recall, in retirement, 
the following case. 

Between 30 and 20 years ago a midwife summoned me to see 
something she did not understand in the vulva of a young primipara 


after a normal, easy labour. Delivery was complete; the placenia 
and membranes were norma], and there had been no undue 
haemorrhage; 

I found it to be a plom-coloured fleshy mass which I had no 
difficulty in recognizing as the whole imdiiated cervix, i-14 in. 
(2.5-3.75 cm.) in length,, the os being about f in. (0.6 cm.) in 
diameter. Since it W 2 S attached by only a shred of tissue anteriorly 
I snipped it off and gave it subsequently to Professor Carlton Oldnelo 
for the museum of the Leeds School of Medicine. It was clear that 
the- child had been bom through the split in the cervix at or near 
the internal os. The puerperium was normal. 

Within two years the midwife called and told me that the patient 
had had another baby, bom in a labour so quickly and easily that 
even she had not been able to get there in time. Again recovery 
was normal. 

Can it be that a woman can amputate her own cervix better 
than even the most skilful gynaecologist ? — I am, etc, 

Totland Bay. l.o.VV. W. ARN'OTT. 

Lithium Ionization for Gout 

Sir, — A s one who has derived much personal benefit from 
lithium ionization in the treatment of an acute attack of gout. 
I deprecate the sighting reference to this treatment in the 
annotation on physiotherapy (Dec. 25, 1948, p. 1114). In the 
early days of my career I practised electrotherapy at a time 
when accurate medical ionization had only recently been intro- 
duced by Leduc and Lewis Jones, and I did some research and 
published papers on this subject. 5 5 The effect of lithium ioniza- 
tion in many cases of acute gout is extremely striking, because 
it commences immediately. I have had a patient come into my 
consulting-room on crutches who at the end of the treatment 
was already able to walk on the affected foot. Other patients 
have come to me repeatedly to abort successive attacks. I 
looked up the reference to Sir Henry Cohen’s article, and this 
by no means makes the sweeping condemnation suggested in 
your annotation. Actually lithium ionization is not mentioned, 
and the reference to lithium is probably to oral medication.— 
I am. etc, 

London, W 1. N. S. FlNZl. 
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POINTS FROM LETTERS 

Manganese Therapy 

Dr. C. A. Allan (Dundee) writes : Recent additions to the know- 
ledge of the biochemistry of manganese have shown it to be con- 
cerned with antibody formation (Walbrum, L. E-, Ada path, 
microbiol. scand 1944, 21, 3; Petherick, M. H-, e: cl .. Proc. exp. 
Biol., N.Y., 1944, 59, 254), and also that it is an activator of a 
number of important enzymes. . . . This has suggested to me that 
there may be other and as yet unexplored uses for manganese therapy, 
among which sensitization dermatitis, as a derangement of the body*? 
normal defence mechanism, may possibly be included. With the 
object of testing this hypothesis manganese was recently used in two 
cases. The first was 2 bus driver, aged 39. From 1940-5 he was a 
motor transport driver in the Army, always in contact with diesel oil. 
He developed local skin irritation on legs and arms. From 1945-8 he 
had frequent absences from work as a bus driver; he was still in 
contact with diesel oil. He remained resistant to all treatment until 
colloidal manganese was used. Three doses of 1 ml. intramuscularly 
arrested the skin irritation, and he has remained free from any sort 
of this trouble to date, although still working daily with diesel oil. 
The second patient was a cook, aged 45. She was said to have had 
soap dermatitis for the past six months ; arms and wrists affected, also 
neck. Prescription of soap, etc., had little effect. Again three doses 
of manganese, 1 ml., intramuscularly completely arrested this form 
of skin irritation. A routine examination of all the systems was 
made in each case and, seen recently, both have remained well. 

Screening Aid for Mass Radiography 

Dr. R. Trehakne Jamls (Reading) writes: I was interested to read 
the description of a daylight screening aid for mass radiography 
units by Dr. S. W. ‘ Vivian Davies (Dec. 25, 1948, p. 1117)- We 
have encountered the same difficulties as his unit in darkening our 
working sites and have for some months been using a similar 
screening hood. Though it is extremely useful it has one drawback, 
I think, in that the radiographer and his assistants are excluded from 
viewing the appearances. Time does not permit the examination to 
be repeated by several persons, nor does radiation dosage. Also 
it is desirable that the hood be removable easily and rapidly for 
laundering. 
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STANLEY RAW, M.D., F.R.C.S.Ed. 

Stanley Raw, who died with tragic suddenness at the age of 70 
on Dec. 26, 1948, was one of the outstanding surgeons in the 
North of England. He was a student at the University of 
Durham, and he graduated M.B., B.S. in 1901. He proceeded 
M.D. in 1903, and took the F.R.C.S.Ed. in 1905. Raw was 
senior resident medical officer at the Sunderland Infirmary 
before starting in general practice in that town. He was later 
elected surgeon to the Children’s Hospital. In 1915 he joined 
the R.A.M.C. and was surgeon to the Liverpool Merchants’ 
Hospital, and spent some years in France. On his return he 
was appointed surgeon to the Royal Infirmary, Sunderland, and 
he gave up general practice. He also became surgeon to the 
Sunderland General Hospital. In 1931 the Durham colliery 
owners asked Mr. Raw to become medical officer to some of 
their groups. In 1945 he reached the retiring age and became 
consulting surgeon to the Royal Infirmary and to the General 
Hospital, but continued with his other work. He was chairman 
of the Sunderland Division of the B.M.A. in 1924-6 and a 
former president of the Northern Counties Clinical Society. 

Raw was an accomplished surgeon with a leaning towards 
gynaecology. His results were good, and his surgical opinion 
was eagerly and widely sought. No one had more thought for 
the welfare of his patients, and his daily morning and evening 
rounds continued to the end. As a colliery medical officer, 
although there may have been disagreements from time to time, 
no pitman ever doubted his fairness, though sometimes his task 
was difficult. Raw’s great interest was in the Royal Infirmary, 
Sunderland, and at endless discussions and innumerable com- 
mittee meetings he did everything he could to advance its scope 
and improve its facilities. His ideas of hospital administration 
were much ahead of his time, and the Royal Infirmary, with 
which he was associated for forty-seven years, owes him an 
enormous debt. From 1930 to 1943 he was chairman of the 
medical board of the Infirmary. Sometimes a difference of 
opinion might become a personal disagreement and lead to 
temporary estrangement, but Raw himself had had some dis- 
appointments in earlier professional life. 

He had climbed mountains, sailed small boats, and was golf- 
ing to the last. He was always advocating travel. Personally 
he was acute, astute, a wise counsellor, and a good companion. 
Being without children, he was most attached to his nephews 
and took great pride in their achievements. To those he was 
interested in or liked he was generosity itself. In his own 
world he was a very considerable figure ; with some change of 
fortune he might have been much' more widely known. Stanley 
was a personality with an English character ; latterly he was an 
institution with a touch of magnificence. To his widow, who 
was his companion and helpmate for so many years, the 
sympathy of all his colleagues will be extended. — P. A. 


. H. L. Duke writes: As an Englishman who was privileged 
njoy close personal association with van Hoof during the 
-hteen months’ sojourn in Uganda of the League of Nations 
sleeping Sickness Commission, I should like to add a brief 
tribute to your account (Jan. 1 , p. 34) of the personality of j 
\cr> charming colleague. Van Hoof was a first-rate mixer, at 
home with all and sundry, high or low, black or white, peaceful 
or obstreperous. As a host he was ideal : an admirable 
raconteur, genial, with an acute sense of humour and a 
temperament imperturbable and placid. He loved a joke, 
practical or otherwise. He had a wonderful way with the natives, 
and his staff worshipped him and rendered him unquestioning 
Io\alt\ He knew all about a motor-car. and was a truly 
irs.iUiable companion on the long empty stretches of the tsetse 
countrx in which the Commission spent so much time. His 
English was excellent, and his knowledge of human nature 
apparcntlv inexhaustible. Yet one felt in those days that his 
train concern was his scientific work, and he was always ready 
a: a moments notice to switch off into a serious discussion of 
the programme. A gallant gentleman and a sad loss to his 
many friends. 


Dr. James Rust died at Malvern on Dec. 10, 1948, at the 
age of 79. After completing his early education at the Aberdeen 
Grammar School, he took his M.A. degree as a student of 
Aberdeen University in 1889, graduating M.B.. C.M. in 1892, 
and proceeding M.D. in 1895. He was house-surgeon to the 
late Sir Alexander Ogston before taking up an appointment in 
China. Returning to England, he bought a practice in 
Gt. Colmore Street, Birmingham, where he remained until his 
retirement about ten years ago. Before his retirement he had 
been operated on for pyloric stenosis; -he recovered, from this 
operation and enjoyed fairly good health until last year, when 
signs of heart failure preceded his death from coronary throm- 
bosis. Dr. Rust was a kind and generous friend, well loved by 
everyone, and he will be greatly missed. He was medical officer 
to the V.A.D. Auxiliary Hospital in Birmingham from May, 
1915, to December, 1916, and was also divisional surgeon of the 
St. John Ambulance Brigade. He was a member of the' panel 
committee for several years, and also prime mover in the 
formation of the Aberdeen University Club for Birmingham 
and the Midlands, of which he became the first president. He 
presented a silver cup to be competed for by the golfing mem- 
bers of the club. Dr. Rust, who was unmarried, never really 
recovered from the death of his sister, who was devoted to him. 
—A. H. M. 

Dr. Alexander Brown Jamieson, who since 1919 had been 
a member of the tuberculosis service of the Lancashire County 
Council, died suddenly at his home in Great- Eccleston, Lpncs, 
on Dec. 16, 1948. Dr. Jamieson graduated M.B., Ch.B. at 
Edinburgh University in 1910. For many years he worked in 
the districts served by dispensaries-at Eccles. Leigh, Stretford, 
Farnworth, and Pendlebury, and also at the Peel Hall Pul- 
monary Hospital, Little Hulton. In February, 1945, he was 
appointed a member of the senior staff and became medical 
superintendent of the Elswick Sanatorium, near Kirkham, and 
consultant tuberculosis officer for the Fylde dispensary area. 
Recently the Manchester Regional Hospital Board established 
an enlarged dispensary area, bringing in Blackpool County 
Borough," and Dr. Jamieson became the chest physician of the 
Victoria Hospital in that town. Dr. Jamieson leaves a widow 
and one son. He was of a quiet disposition and was universally 
liked by his colleagues of the medical, nursing, and clerical staffs. 
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DURATION OF AGGRAVATION 

V 

[From our Medico-Legal Correspondent] 

A soldier contracted bronchitis while serving in the Army before 
the war. He was passed fit for service in 1939 and was put on 
guard duties which exposed him to the weather. In January, 
1940, he became ill with influenza and a specialist reported that 
he was suffering from chronic bronchitis. For the next two 
years he was constantly on the sick list, and he was discharged 
in May, 1942. Seven months later a medical board found that 
his working capacity was reduced owing to shortness of breath. 
In 1944 his claim for a pension was rejected by a pensions appeal 
tribunal. ' In 1947 it was again rejected by a 'special tribunal 
which found that he had been in the Army for nearly three 
years, during which he was subject to no conditions which 
could be supposed to have exercised any influence on his 
bronchitis. He appealed to the court, and'Mr. Justice Denning 1 
held that the finding of the tribunals could not be reconciled 
with the evidence, and that the only reasonable conclusion was 
that at the date of the appellant’s discharge his complaint had 
been aggravated by war service. 

The question was raised whether the aggravation due to war 
service had not passed away, and whether a tribunal making 
such an award could say for how long the aggravation had 
continued, and if and when it had passed away. His lordship 
thought a tribunal could do so, provided that both parties had 
notice that the point was to be considered. A claim made 
immediately on discharge, he said, took some time to reach a 
pensions appeal tribunal, and the claimant usually pleaded not 
only that the disease was aggravated at the date of discharge 
but also that it remained aggravated at the date of the hearing. 
When the Minister rejected such a claim, he said that the 

* Ansel l v. Af inis ter of Pensions , 1948, 2 All E R, 789, 
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disease was not aggravated either at the date of discharge or 
at the date of the hearing The evidence before the tribunal 
included medical evidence which brought the position right 
down to the date of the hearing It was therefore obvtouslj 
undesirable that the tribunal should confine itself to the moment 
of discharge and lease the question of duration to another 
tribunal As a rule it was right and proper that the tribunal 
should consider not only the question whether aggravation 
remained at the date of discharce but also the question whether 
it remained aggraiated at the date of the hearing, and, if it had 
passed awa\, at what date it did so So long as both parties 
had notice of the case they would ha\e to meet, it was open 
to the tribunal to find that any aggravation passed a was at any 
time since discharge The judge then remitted this case to a 
tribunal to decide whether the aggrasation still remained, or at 
what date it had passed away 
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UNIVERSITY OF ST ANDREWS 
The followang candidates ha\e been approved at the examination 
indicated • 
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Lamb A. H Mos-es, Phillis Nome, W P R Rintoul A. J Smith. 

UNIVERSITY OF LONDON 

A course of two Special Umversitj Lectures on “The Use of Radio 
acme Tracers in Biological Research” will be given b\ Professor 
F A Paneth, F R S , at the School of Pharmacy, 17, Bloomsbury 
Square, London, W C , on Wednesday and Thursday Jan 26 and 27, 
at 5 30 pm 

A Special University Lecture otl “Virus Research and the Virus 
Problem ’ will be given by Dr Pierre Ldpme, of the Institut Pasteur, 
Pans, at the London School of Hygiene and Tropical Medicine, 
Keppel Street. W C, on Tuesday, Feb S, at 5 15 pm 
At the Foundation Dav ceremony on Nov IS, 1948, the honorary 
de"ree of D Sc was conferred on Sir Alexander Fleming, M B , 
FRCP, F.RCS, FRS 

Dr E R. Boland, Dean of the Faculty of Medicine, has been 
appointed a member of the Academic Council for 194S-9 
Professor J M Mackintosh has been appointed delegate of the 
University at the Health Congress of the Royal Sanitary Institute 
to be held at Brighton from May 23 to 27, and Professor Wilson 
Smith delegate at the fifth International Congress of Comparative 
Pathology to be held at Istanbul :n Mav 
The following have been recognized as teachers of the Universitv 
n the subjects indicated in parentheses Sr Bartholomew s Hospital 
Medical College Mr J C Hogs and Mr N A Joty (Om rhino- 
ianimology), Mr John Howkins (Obstetrics and Gynaecology), Sir 
\rchibald Mclndoe, Mr D F E Nash, Mr O S Tubbs, and 
Mr E G Tuchwell (Surgery), Dr B Rait Smith (Anaesthetics) 
St Thomas s Hospital Medical School Mr T W Mimpnss 
(Sureerv), Dr J S Richardson (Medicine), Mr N H L\ Ridley 
.Ophthalmology) Middlesex Hospital Medical School Dr C C 
Chestenran (Tropical Medicine) Charing Cross Hospital Medical 
School Dr R J Clausen (Anaesthetics) , Dr R J Hamson 
(Anatomy), Mr J G Milner (Ophthalmology) Mr H S Sharp 
(Oto-rhino laryngology), Dr T F Tierney (Radrologv, probationary 
for two years) Westminster Medical School- Dr P Dudlev Hart 
(Medicine), Mr B St J Steadman, MR.CS, LRCP, nod Mr 
R S Tavlor, MRCS, L.RCP (Dental Surgery) Royal Free 
Hospital School of Medicine Dr J D S Flew (Obstetrics and 
Gvnaecologv) King’s College Hospital Medical School Dr J D N 
Hdl (Mental Diseases (Psychiatry)) London School of Hygiene 
and Tropical Medicine Dr I E McCracken (Public Health) 

The following candidates have been approved at the examination 
indicated . 

•iffi-mas f tr.&swgst 5 &JSA ? 
eae hMWc 1 »?,»; fXs-frs 

J srl\™- Sn j ch^'t^-% ^Vm|wh„-. 

t O' 1 Pitch J H S Pettit T R E Pilkmston A Po eliakhoT F Rile'. 
I W. Un inV J R Simon H E Thomas H R Thomson M H Wes. J B 
W.ld J A H Brown M G H Coorav R H GorriU 

a p c Go vine R H H-ntinstall J Marks, R D de A Scn-virttn D A. 
^ j B \\a!-r A J N Wamrk Branch tit (Pn^hnUr-icil \fedt me) 
4- Vf WiltiiTS 8- /* (UiNifrry c*I Djeasc* of » o ner) Ail-en M 

D t U S I %»-!- -1 J B M Danes R E, Lane M 1 1 (Tropical 
\{ei -<*) DAB Hopkm 


university of Liverpool 

The following candidates have been approved at the examinations 
indicated 

c . D D Af-rean: H Ang-Imaa. H B N J-nnnss, J Mills, R. h. M 
Stewart R H \Vhne-Jon» F J Za chan a 

_ M Of Orth.— G W Baker R_ F Brown- NAG CcveM R. H Daw-$oa, 
T Denness P k. Dunuswami. M J Galla^h-r, J R. Hughes A- Hugh 
A F McS weeny, A B D Minnaaj L Mirkm B Mckcpadhaya, R. F ODnscoIl 
" H*G Patton J H G Robertson, A K. Saha, G L. Shat well. C C. Slack, 
E. A Smyth I D Sutherland, \\ J Virgin. 

D PJL— Part I kazaj-ra H Abramowicz D J K G Koshj. 

H McNtcholl DAW Sug-nt. G P Reed, H D Scth~lard, Vr F WEb- 
Certificate in Public Health — E. G Donovan, H B Kiro* B-t*' J 
McConnell Margaret M O-eara, R B S SmiJi, Corns Xcr-h’es 

MB, CH B — Part /// (Old Regulations) C E Ards, N O Asc-o't, G 
BOsbarrow, J D E. Edwards Els^eth M Eva ns J A Finmgan Gw-s E. 
Hughes T J M Hughes GwenythH Kendrick. J H Murray N~ C \\ Owen 
W H Parry Enid Rees, *Jo>ce L- Rowley Passed lr sep - ate sj'-jc'ts S 
PJumpton (Medicine Obstetncs and Gynaecology) Part II ( Old PeguL turns) 
Rosemary J Bo lam K. W Brews .er \\ Ellis G Jo-es, R_ E. Jo^es J G Kav, 
G K. S Roberts A Rootstem Part / (Old RezuLtions) Varjon- J Burke 
J J Cameron Judith E Coope B L. Evans, A K Frazer, Lavmia Free borough. 
A W G Housby, Doreen Jacobs D H Jones Eileen P McLeax ey, Mary V. 
Mai on- E N Marks Jean A Raffl- G F Stone Passed w sepsra f e subject 
Ludwicka Haas (Pharmacol og> and General Th-rapeuUcs) 

1 Distinction m Obstetncs and Gynaecology 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Faculty of Anaesthetists 

The first annual general meeting of the Facult\ of Anaesthetists will 
be held on March 16, at 3 30 pjn Notice of motions for decision 
at the meeting must be received by the secretary not later than 
ten da>s before the meeting At 5 p.m , the first Joseph Closer 
Memorial Lecture will be given b> Mr A D Marston CH the 
same day, the first anniversary dinner of the Faculty will be held, 
and all Fellows and Members of the Faculty are eligible to attend 
Owing to the limited accommodation available it will no: be permis- 
sible for Fellows and Members to have more than one ticket The 
dinner will be at 7 30 for 8 pjn , and the dress will be dinner jacket 
Applications for tickets, accompanied by cheques for £2 2s , should 
be made as soon as possible to the secretary, Faculty of Anaesthetis s 
Royal College of Surgeons of England, Lincoln's Inn Fields London 
W C 2 


ROYAL FACULTY' OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

Professor J R Learmonth, CBE, FJl C S , will deliver the Dr 
John Burns Lecture m the Hall of the Faculty (242, St Vincent 
Street, Glasgow) on Wednesday, Jan 26, at 5 pm The title of the 
lecture is * Some Aspects of the Surgery of the Spleen ’ All 
medical practitioners are invited to attend 


The Services 


The President of the French Republic has conferred the decoration 
of Insignia of Chevalier of the Legion of Honour upon Cap^am 
B J Fowler, RAMC surgeon at the military ho pita I m Tobruk, 
in recocmtion of valuable cervices rendered by him on the occasion 
of a mine explosion in April, 1947 

The London Gazelle has announced ihe follow mg appointments 
and mentions m dispatches in recognition of gallant and distinguished 
services m Palestine The periods are indicated in parentheses 
O B£ ( Military Di\iston) — Lieutenant-Colonel (Temporary) 

G H C Ovens, IUA.M C (Sept 27, 1947, to March 26, 194S) 

A/ J?.£ (Mihtar\ Di\tsion ) — Major (Temporary) W J G Brunt, 
RAjM C (Sept 27, 1945, to March 26, 1946) 

Mentioned in Dispatches — Majors (Temporarv) JAG Horton 
and A Steer, R A~M C (Sep 27, 1945, to March 26, 1946), Colonel 
W H O Riordan, RAMC (March 27, 1946, to Sept 26, 1946), 
Colonel A J Bevendge, O-BJa , MC, Lieutenant Colonel R R. 
Leaning, Major A D Young, DSO, Majors (Temporary) J T 
Landau and S A Lane, Captains C G H Bourhill, A C Cobban, 
and D Peebles, RAMC (Sept 27, 1946, to March 26, 1947), 
Major W R Lamb, M C , Captains K W Leech, E S MacheU, and 
H R Turner, Captain (Temporary) W A Reynolds, RAT»1 C 
(March 27, 1947, to Sept 26, 1947), Lieutenant-Colonel (Temporary) 
S Ward, Majors (Temporarv) A S Doudas, D F Freebodv, and 
J G Hoult, Captains M P Durham G L MacKav. C G Tever^on, 
and R A L Wenger, Captains (Temporary) I A MacGregor and 
W V Reynolds, RAMC (Sept 27, 1947, to March 26, 194S), 
Lieutenant^Colonel (Temporary) J C Lambkin, Major (Temporary) 
(Miss) E C Brownlie, Cap ams A Batty -Shaw, M P Durham, 
M M Herbert, and H A F Mackav, Lieutenant W Haynurrt, 
RA M C (March 27, 1948 to June 30, 1948) 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 1. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Birth ? and Deaths, and of Deaths recorded under each infectious disease, 
arc for • (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, (d) 
The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases: a blank space denotes disease not notifiable or 
no return available 


1949 



(a) 

(b) 

(c) 

(d) 

(e) 

(S) 

(b) 

(c) 

(d) 

(e) 

Cerebrospinal fever 
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u 




55 

4 

26 


2 

Deaths 



— 




2 

1 



Diphtheria 

142 

18 

26 

< 

2 

225 

22 

31 

10 

3 

Deaths 

3 

— 

“ 

— 

— 

5 

I 

— 

— 

— 

Dysentery 
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39 
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Encephalitis Ietbargica, 
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1 
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Erysipelas 
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31 

11 
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Deaths 


— 





1 




Infective enteritis or 











diarrhoea under 2 
years ’ 




36 





36 


Deaths 

39 

5 

8 

2 

5 

59 

3 

ii 

3 

5 

Measles* 

11.121 

294 

41 

81 

52 

4,490 

1 

. 

251 

163 

174 

23 

Deathsf 


— 

I 

— 

— 

1 

— 

— 

Ophthalmia neonatorum 

48 

5 

16 

__ „ 
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5 

10 

1 

, 

Deaths 











Paratyphoid lever 
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Deaths 


— 

_ 

— 

— 

— 

— 

— 

— 
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Pneumonia, influenzal 

1,050 

59 

6 

6 

4 

1.098 

99 

3 

5 

10 

Deaths (from influ- 









enza){ 

29 

3 

2 

— 

— 

35 

7 

5 

— 
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Pneumonia, primary . . 
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54 




284 

41 


Deaths 
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62 


14 

11 


60 


18 

12 

Polio-cnccphatitis, acute 
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Poliomyelitis, acute 

20 
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3 



59 

, 7 

5 

2 

. 

Deaths? 
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Puerperal fever . . 
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Puerperal pyrexial! 

66 
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11 
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Relapsing fever 
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Scarlet fever 

1,125 

54 

245 

109 

42 

1.786 

125 

298 

42 

34 

Deathst 

— 

l 

— 
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— 

— 

Smallpox 
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— 
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Typhoid fever . , 
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1 

I 

Deaths 

2 

1 
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vphus fever 
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- 

- 

, 



— 
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//hooping-cough* 

2.015 

133 

so 

70 

15 

1,891 

135 

20 

65 

9 

_ Deaths 

10 


2 

1 

1 
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Deaths (o-i year) 

359 

44 

56 

30 

15 

420 

41 

73 

28 

22 

Infant mortality rate 










(per 1.000 live births) 











Deaths (excluding still- 











births) 

Annual death rate (per 

6.362 

1047 

743 

242 

121 

5,720 

968 

665 

236 

165 

1,000 persons living) 
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15-1 




13-8 

14>9 


Live births 

7.253 

1172 

898 

379 

280 

9.608 

1535 

963 

470 

291 

Annual rate per 1.000 







persons living 



18-1 

23-7 




19-4 

29*7 


Stillbirths 

Rate per 1,000 total 

186 

31 

23 



227 

31 

26 



births (including 

stillborn) 



25 





26 




1948 (Corresponding Week) 


• Meavlc^ and -hooping couch arc not notihahlc in Scotland, and the returns 
are inrrc'ore an approximation only 

, mc3 ? 1 " ,? nd jrarlet fetter for England and Wales. London 

(admmntrj-ne county) will no longer be published 

_ : ,' r =’ u ^t U in T ry r ? m ? f S r England and Wales. London (administrative 
COor*vj G"J Nortn-m Ireland 

. ’ T*"' l 7!r. or ‘i' 3 ."'' r - r0n ’ ro,iomyelu,s nnd Polioencephalitis for England 
ana v* 3t-x l emunn (admim<trati>e countvL are combined 
' Includes p jcrpcral fever for England and Walts and Eire. 
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EPIDEMIOLOGICAL NOTES - 
Influenza' *»- 

Deaths certified as due to influenza in the 126 great towns rose 
to 47 in the week ended Jan. 8, compared with 29 in the pre- 
vious week. This is the largest weekly total since the spring 
of 1947. The rise is not disproportionate for the season and 
suggests that virus influenza had not reached epidemic propor- 
tions in England and Wales. There is, however, confirmation 
that influenza has spread across Europe from the south-east. 
The disease appeared in Italy early in December, 1948, and had 
crossed to the Haute-Savoie about Dec. 15. It spread up the 
eastern border of France between Dec. 15 and Dec. 20 and 
affected most of the country, sparing only a few departments. 
It seems that it was not present in Paris until about Dec. 20, 
and the attack rate increased about Christmas. In Paris it took 
about fourteen days for the disease to reach a maximum inci- 
dence. There is, so far, no sign of regression. A conservative 
estimate of incidence up to the present is 15% of the population 
of France. Some communities have experienced attack rates up 
to 30 or even 40%. 

The spread to the Northern European countries continues. In 
Holland the disease entered at Eindhoven on Dec. 31 and 
appeared in Leiden seven days later. Outside France and 
Italy, according to telegraphic reports received in Geneva up 
to Jan. 11, there had been no abnormal increase in influenza 
in Scandinavia, Spain, Hungary, and the American zone of 
Germany. ' The disease was prevalent in the Vorarlberg Tyrol 
of Austria. In Switzerland thirteen cantons were affected, 
particularly Tessin, Geneva, and Basle. To the east there were 
small foci in certain towns in Turkey, but no epidemic. In 
Northern Europe the epidemic was still confined to South 
Holland. 

Clinical Features . — The disease occurring in France is typical 
and easily distinguished from the benign seasonal catarrhs. The 
average case has an abrupt onset with headache, weakness, 
muscle pains, and fever. Apart from a sore throat, signs refer- 
able to the respiratory system are few at onset. In the ordinary 
case the illness lasts seven days and is followed by some debility. 
Complications are few and encephalitis has not been reported. 
Pulmonary complications have killed elderly people. A few 
deaths from acute pulmonary oedema in the first thirty-six 
hours of the illness, particularly in children under 2, have 
been mentioned. 

Virus. — In a previous announcement “ virus B ” was men- 
tioned. It now seems more probable that the virus mainly 
responsible is more closely related to virus A. Identification 
experiments at the World Influenza Centre laboratory at 
Hampstead are incomplete. 

Local Health A uthorities .— The Ministry of Health has ad- 
vised local authorities in England and Wales that the increased 
incidence of influenza in parts of Europe may foreshadow an 
early outbreak in this country, although there are no signs of 
this at present. It is suggested that 'medical officers of health 
and local authorities should plan in advance the arrangements 
which may have to be made if there is an unusually heavy 
incidence of influenza. These measures will be related to the 
local health authorities’ services under Part III of the National 
Health Service Act, and the home nursing and domestic help 
services may both have to meet considerable extra demands. In 
a circular issued recently the Ministry urges that at the moment 
local health authorities should do no more than shape pre- 
cautionary plans against the possibility of a large-scale outbreak. 

Annual Report of England and Wales for 1946 > 

The crude death rate - during 1946 was 12.0 per 1.000, but 
when corrected for age the Comparative Mortality Index was 
0.4S81 and was the lowest value yet recorded. Infant mortality 
was 42.85 per 1,000 live births and was the lowest value ever 
recorded. The neonatal piortality of 24.46 was 0.30 below the 
value for 1945 and 0.11 above the value for 1944. Maternal 
mortality decreased from the previous lowest level of 1.47 in, 
1945 to 1.24 per 1.000 total births. The death rates per million 
children under the age of 15 were 40 for diphtheria, 3 for 
scarlet fever, and 22 for measles, and were the lowest rates 
ever recorded ; the rate for whooping-cough was 91, an increase 
of 12 on the 1945 rate but appreciably lower than the pre-war 
average. 

Discussion of Table 

In England and Wales during the week under review there 
were increases in the notifications of measles 2.162. acute pneu- 
monia 258. whooping-cough 224, diphtheria 42, and dysentery 
23. The only decrease was in the incidence of scarlet fever 29. 

The largest increases in the notifications of measles were 
Lancashire 484. London 184, Staffordshire 157, Cheshire 146, 
Somerset 117, and Berkshire 116. The largest changes in the 
incidence of whooping-cough were increases in Lancashire 96 




■ Jan. 22, 1949 


MEDICAL NEWS 


Brtttsh 

Medical Journal 


161 


and Warwickshire 52, and a decrease in Glamorganshire 50. 
There was ’an increase of 1 2 in the incidence of diphtheria in 
London. ‘ Little change was recorded in the local incidence of 
scarlet fever. A rise in the notifications of acute pneumonia 
occurred in every region of the country. 

The largest returns of dysentery were Lancashire 12 (Liver- 
pool C.B. 7) and London 9 (Hackney 7). Two of the 3 
cases of paratyphoid fever and 4 of the 7 cases of typhoid 
fever were notified in Lancashire. Only two counties had more 
than one notification of acute poliomyelitis: Worcestershire 4 
(Kidderminster M.B. 3) and Derbyshire 2, both notified in 
Whaley Bridge U.D. v 

In Scotland there were decreases in the notifications of 
whooping-cough 80 and measles 45, while rises were reported 
for acute primary pneumonia 36 and dysentery 11. A small 
increase in the incidence of dysentery was recorded in all except 
. the northern areas. The rise in the incidence of pneumonia 
occurred mainly in the north-eastern and eastern area. 

In Eire increases of 52 in the notifications of measles and of 
31 in the notifications of pneumonia were the only changes of 
note. The largest outbreak of measles was at Laoighis, Athy 
No. 2 R.D. 32. N 

In Northern Ireland a fall from 11 to 2 in the notifications 
of diphtheria was the chief feature of the returns. 

Quarterly Returns for Northern Ireland 

The birth rate for the September quarter was 21.5 per 1,000 
and was 1.3 below the average for the third quarters for 
the preceding five years. Infant mortality was 41 per 1,000 
•'eeistered births and was 12 below the five years’ average. The 
general death rate was 9.9 per 1,000 and was 0.4 below the 
average for the five third quarters. Deaths attributed to the 
principal infectious diseases numbered 56 and included 26 from 
infantile diarrhoea and enteritis, 14 from measles, and 10 from 
whooping-cough. No deaths were due to diphtheria. Deaths 
from pulmonary tuberculosis numbered 166 and from other 
forms of tuberculosis 48 ; these totals were 14 and 9 respectively 
nelow the averages of the five preceding quarters. 

Week Ending January 8 

The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,022, whooping-cough 
2,306,' diphtheria 126, measles 13.1S5, acute pneumonia 1,181, 
cerebrospinal fever 43. acute poliomyelitis 19, dysentery 81, 
paratyphoid 2. and typhoid 4. 


Medical News 


Dr. Anne Gibson Survives Air-crash 

On the basis of. information in the daily press wc announced last 
week the “ death ” on Jan. 5 f 1949, as the result of an air crash, 
of Dr. Anne Gibbon, of St. James's Hospital, Balham. S.W.12. 
Happily Dr Gibson survived the disaster. We much regret the error 
and -any distress the announcement may have caused Dr. Gibson, 
her relatives, and her friends. Dr. Gibson was a passenger in an 
airliner which crashed in Brazil while on its way to Chile. The 
medical superintendent of St. James’s Hospital informs us that a 
message has recently been received from Dr. Anne Gibson stating 
that she is alive and well. 

King Edward’s Hospital Fond 

His Majesty the King has sent an annual subscription of £1,000 
for 1949 to King Edward’s Hospital Fund for London. The Fund 
has also received a further instalment of £150,000 from the Nuffield 
Trust for the Special Areas. In founding this Trust Lord Nuffield 
provided that any sums that might be available by way of repayment 
of loans or otherwise from his Trust for the Special Areas should 
pass to King Edward’s Hospital Fund for London. A total sum of 
£1,150,000 has now been received. 

Prospective Parliamentary Candidate 

Dr. A D. D. Broughton has been chosen by Batley and Morlev 
Labour Party (Yorks) as prospective candidate in the by-election 
caused by the death of Captain Beaumont. In 1945 Captain 
Beaumont had a majority for th£ Socialist Party of 11,592. 

London County Medical Society 

At the annua] general meeting of the London County Medical 
Society on Jan. 5 the following officers were elected: president. 
Dr. C D. Covie; vice-president, Mr. Iain Matheson; hon. treasurer. 
Dr*. L* T. Hilliard ; hon secretary’, Mr. J. Gabe. A full programme 
for the Forthcoming year is being arranged. The next meeting 
of the Society will be" held on Thursday, Feb. 3, at 430 pan. at 


Mile End Hospital, Bancroft Road, E.l. Dr. A. F. Mohun and 
Dr. J. Rubie will open a discussion on streptomycin in the treat- 
ment of tuberculosis. The annual subscription of five shillincs is 
now due and should be sent to Dr. L. T. Hilliard, the Fountain 
Hospital, S.W.17. Membership is open to any medical practitioner. 
Inquiries should be addressed to Mr. J. Gabe, FJR.CS St. Alfece’s 
Hospital, Vanbrugh HiU, S-E.10. 

French Award 

The French Government has recently conferred the M&laiUe de la 
Reconnaissance Frangaise on the following: Lord Moran, P.R.C.P., 
Dr. K. E. Eckenstein, Dr. N. M. Goodman, Dr. Dorothy Gouch*. 
Mr. Holmes Sellors, Dr. L. E. Houghton, Dr. J. Moore, Dr. A." J. 
Morland, Dr. Eueene Nassau, Dr. P. G. Slock, Dr. R. E Stuart- 
Webb. 

COMING EVENTS 

National Health Service Act 

Dr. Charles Hill, Secretary’ of -the Association, will address a 
meeting of members of the Metropolitan Counties Branch on 
Thursday, Jan. 27, at 8 p.m., in the Great Hall, B.M.A. House. 
Tavistock Square, London, W.C. The title of the address will be, 
" Terms of Service.” 

Guild of St. Luke, SS. Cosmas and Damian 
A dinncr-dance organized by the Westminster Branch of the Guild 
of St. Luke, SS. Cosmas and Damian will be held at Dorchester 
Hotel, Park Lane, London, W. f on Thursday , Feb, 3, at 7 30 p.m., 
when guests will be received by His Eminence Cardinal Griffin. 
Tickets (£1 11s. 6d. each) may be obtained from the honorary 
secretary, 5, Wimpole Street, London, W.l (Tel.: Langham 3230). 

Edinburgh Lectures 

A scries of Honyman Gillespie Lectures has been arranged, in 
association with the Edinburgh Postgraduate Courses, to take place 
during the spring term in the West Medical Theatre of Edinburgh 
Royal Infirmary' on Thursdays, Feb. 10, 17, and 24, at 5 p.m. 
The lectures are open to all graduates and senior students. Details 
will be published in the diary columns of the Journal week by week. 

Public Health and Hygiene 

The Royal Institute of Public Health and Hygiene announces 
that the next course of instruction for the Certificate in Public 
Health and for the Diploma in Industrial Health (Part I) will com- 
mence on March 25. Prospectuses, enrolment forms, and full details 
may be obtained from the secretary' of the Institute, 28, Portland 
Place, London, W.L 

Banting Memorial Lecture 

Professor John Beattie, Bernhard Baron Research Professor at the 
Royal College of Surgeons of England, will deliver the Banting 
Memorial Lecture at Toronto next month. 

Rhenmatic Diseases Conference 

The 7th International Congress on Rheumatic Diseases will be 
held in New York City on May 30-June 3 under the auspices of the 
International League against Rheumatism (Journal, Dec. 4, 194S, 
p. 1003). The date by which information on the presentation or 
discussion of papers is requested has been extended to Feb. 15. 
Information may be obtained from Dr. Ralph Pemberton, 1901, 
Walnut Street, Philadelphia, Pennsylvania, U.SA. 

Congress of Life Assurance Medicine 
The Third International Congress of Life Assurance Medicine will 
be held in Rome on June 6-9. The titles of the subjects for discus- 
sion and the names of the opening speakers are as Follows: “ Medical 
Examination on Life Assurance — Its Difficulties and Pitfalls”: 
Professor H. Courcoux (Paris), Dr. R. de Beden (Trieste). “The 
Influence of Heredity on Mortality”: Professor R. Sand (Brussels), 
Professor V. Bisceglie (Catania). “ Heart Disease and Life Assur- 
ance”— (a) “ Valvular Defects Dr. H. D. E. Milders (Rotterdam), 
Dr. Terence East (London); (6) “The Arrhythmias”: Dr. J. R. B. 
Hutchinson ( Washington ), Dr. V. Mortensen (Copenhagen). “77ie 
Lessons of the War in Relation to Preventive Medicine”: Professor 
Ch. Richet (Paris), Dr. F. Kaufman (Zurich). Professor G. Ma 2 zetti 
(Florence), Dr. A. Starna (Rome). All doctors interested in life 
assurance medicine are entitled to attend, and any wishing to take 
part in the discussions should communicate with the secretary of the 
Congress at Piazza San Bernardo 101, Rome, not later than the 
end of March, 1949, sending a summary of their communication, 
•which should not exceed 200 lines and which should be accompanied 
if possible by translations in French, German, and Italian, the three 
official languages of the Congress. Information about travelling 
arrangements and accommodation can be obtained from the secretary 
of the Life Assurance Medical Society — Dr. Kenneth Dickson, 3, 
Lombard Street, E.C3. 
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SOCIETIES AND LECTURES 


Saturdaj 

South East Metropolitan Regional Tuberculosis Society — At 
Preston Hall, Aylesford, Kent, Jan. 22, 10.30 a.m. General 
meeting. 

Monday 

University College London. — At Physiology Theatre, Gower 
Street, London, W.C., Jan. 24, 4.45 p.m. “ The Ultracentufuge 
and Electrophoresis Apparatus in Protein Research by Dr P. 
Johnson, Ph D. 

Tuesday 

Eugenics Society. — At Royal Society, Burlington House, Piccadilly 
London, W., Jan. 25, 5.30 p m. " The Work of the Gallon 
Laboratory," by Professor L. S. Penrose. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — Jan. 25, 5 p.nt. " Histopathology of the Skin," 
by Dr. I. Muende. 

Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., Jan. 25, 1 1 a.m. " Infections of Urogenital Tract 
Due to Candida Albicans," by Dr. W. N. Mascall. 

University College London. — At Physiology Theatre, Gower 
Street, London, W.C., Jan. 25, 5.15 pm. " Respiration ," by Dr. 

E. A. Underwood. 

Wednesday 

British Association of Physical Medicine. — At St. Thomas’s 
Hospital, London, S.E., Jan. 26, 5.30 p.m. " How to Examine a 
Joint." Demonstration by Dr. J. H. Cyriax. 

Institute of Psychiatry (University of London). — At Maudsley 
Hospital, Denmark Hill, London, S.E., Jan. 26, 2.45 p.m. “ The 
Thalamus," by Professor W. E. Le Gros Clark. 

Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., Jan. 26, 11 a.m. “ Ocular Manifestations of 
Venereal Disease," by Dr. A. H. Harkness. 

London University. — At School of Pharmacy, 17, Bloomsbury 
Square, London, W C., Jan. 26, 5.30 p.m “ The Use of Radio- 
active Tracers in Biological Research," by Professor F. A. Paneth, 

F. R S. 

Royal Faculty of Physicians and Surgeons of Glasgow, 242, 
St Vincent Street, Glasgow —Jan. 26, 5 p.m. " Some Aspects oj 
the Surgery of the Spleen," by Professoi J R. Learmonth. 

Thursday 

Dewsbury: Staincliffe General Hospital. — Jan. 27, 9 pm. 
‘ 4 Clinical Problems in the Diagnosis and Treatment of Thyiotd 
Disease ” by Professor R. E. Tunbridge 

Institute of Urology — At St. Paul’s Hospital, Endell Street, 
London, W.C , Jan. 27, 1 1 a.m. “ Chancroid," by Dr. W. N. 
Mascall 

London University. — At School of Pharmacy, 17, Bloomsbury 
Square, London, W C , Jan 27, 5 30 pm. " The Use of Radio- 
acme Tracers in Biological Research," by Professor F. A. Paneth, 
F.R S 

Mfdico-Legal Society — At 26, Portland Place, London, W„ Jan. 27, 
S 15 p m. “ The Coroner, the Doctor, and the Public," by Robert 
Forbes. 

Royal Sanitary Institute —At Town Hall, Wolverhampton, Jan 27, 
10.15 a m Discussions. " The Present Housing Problem — Is New 
Legislation Necessary?" to be opened by Mr. F. B Hartley. 
" The Scope of Care Work and Who Should Undertake It," to be 
opened by Dr G Ramage. ' 

St. George’s Hospital Medical School, Hyde Park Comer, 
London, S W — At Large Lecture Theatre, Jan. 27, 4.30 p.m. 
Lecture demonstration . ” Neurology." 

University College London — At Anatomy Theatre, Gower Street, 
London, WC, Jan 27, 1.15 p.m "Sonic Modern Vieivs on 
Eiolutton,” by Professor J. B. S. Haldane. 

Friday 

Kent \nd Canterbury Hospital, Canterbury. — Jan. 28, 5 p m. to 
7 p.m. Clinical meeting. 

London Chest Hospital, Victoria Park, E.— Jan. 28. 5 p.m. 
" Extrathoracic Pain in Cardiovascular Disease,” by Dr. J. L. 
Lovibond 

Mldic*l Society tor the Study of Venereal Diseases. 11, 
Chandos Street, London, W. — Jan. 28, 8 pm. General meeting. 
’’ Modern Interpretations of Serum Tests," by Dr. 1. N. Orpwood 
Price. 

North of England Society of Anaesthetists. — At Royal Victoria 
Infirmary, Newcastle-upon-Tyne, Jan. 28, 7.30 p.m. Third meeting. 

Dental Anaesthesia," by Dr. Bernard Johnson. 

Royal MrDiCAL Society, 7, Melbourne Place, Edinburgh.— Jan. 28, 
S pm. Debate. 

UNt'fRsm’ College London: Department of Pharmacology. — A t 
Pmsiology Theatre, Goner Street, London, W.C, Jan. 28, 5.15 
pm ’ The Relationship Between Physico-chemical Properties ot 
/tnrM end Their Pharmacological Actuates," by Dr. F. Bergel, 

Saturday 

North of England Otolaryngologic vl Soctety. — At Eye and Ear 
Infi-mry, Myrtle Street, Lhcrpool, Jan. 29, 2 pm. Clinical 
mcctin • 


APPOINTMENTS 

Casson, F R. C, MB, DPM, Clinical Assistant. Department of Psyche 
logical Medicine, King’s College Hospital, Denmark Hill, London, S E 
Cowan, Kenneth, M D., D P.H , County Medical Officer and School Medici 
Officer for Essex. 

Fogarty, T N, MB, BCh, DMRE, Consultant 'Radiologist, Lurgai 
Banbndge, Portadown, Dungannon, and Armagh City Hospitals 

Fraser, John, M B , ChB , Medical Superintendent hdinburgh Comalescer 
Hospitals Group, Scottish South-Eastern Regional Hospital Board 

Harvey, F. C. B, MRCS, LRC P., Full-time Medical Officer of Healt 
for District No 9 (including Abergavenny Borough and Rural areas), Weis! 
Board of Health. 

Hilditch, J. Haworth, M.B., Ch B , D P.H , Medical Officer for Wigan. 
Hospital for Sick Children, Great Ormond Street. London, W C — House 
physicians , M. G Philpott, MB, BS., MRCP.. H J W Fisher, MB.BS 
M R.C P. House-surgeon, M. E Larg, M.R CS.LRCP.DRCOG. Medicc 
Registrar and Pathologist , S. D. V. Weller, M.D., MRCP Registrar to th 
Department of Psychological Medicine , R Meyer, M.B , B Ch , M R.C.P. 

Hurford, J. V, MD, MRCP., D P.H., Physician -Superintendent, Kin 
George V Sanatorium. Godaiming, Surrey. 

Longbottovi, Donald, M.B., Ch.B , D P.H., Divisional Medical Officer an 
Medical Officer of Health to the Altrincham Division Cheshire County Council 
Owen, Evelyn D , M B , B.S., D.P.H , Full-time Medical Officer to Cwmbrai 
and Caerleon Urban Districts (ATea No. 8), Monmouthshire \ 

SrtVERTON, M I , M R.C.S . L R C.P., Medical Officer of Health, Battl 
Rural District, Sussex 

South-Western Rj-oional Hospital Board — The following adpointmeni 
are announced: J. A Pitt Evans, M.B , B S., Pathologist. Cheltenham Gener, 
Hospital; N R W Simpson, MB, BS., Director of Physiotherapy, Nort 
Gloucestershire Group ol Hospitals I 

Tattersall, P E R, MD, M.R C P., Physician, Tyrone Coun\»Hospita 
Omagh, under Northern Ireland Health Service. V. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Lee. — On Jan 7, 1949. at Liverpool Maternity Hospital, to Hazel (n<5e Green] 
wife of Dr. David Lee, 1, Storrsdale Road, Liverpool, a son 
Mansour. — On Jan 4, 1949, at Liverpool Maternity Hospital, to Enid Eilcc; 

(nde Huston), wife of Dr Joseph Mansour, a son 
O’Hagan. — On Dec 23, 1948, to Dorothy (nde Pledge. MB, BS), wife o 
Stanley A O'Hagan. MB, BS., D.PH, of Wintenngham, Scunthorpe 
a son — Michael Stanley 

Ritchie. — On Jan 13, 1949. at Edinburgh, to Professor Anthony and Dr. Elizabeti 
Ritchie, University of St Andrews, a son. 

Rosser.— On Dec 25, 1948. at the Birmingham Maternity Hospital, to Pcgg 
(n£e Dash, M.B , B S ), wife of Bnnley M. Rosser, a son 

DEATHS 

Bainbridge.— On Jrn 8. 1949. suddenly, Dr. Matthew McLintock Baiobridge 
of 316, Monument Road. Birmingham Dearly lo\ed husband of Eva am 
second son of the late Reverend Philip and Mrs Bambndge, of MaKcrstoun 
Kelso. 

Barker. — On Jan 11. 1949, at 3. Randolph Place, Edinburgh, Duncan McFarlan 
Barker, MB, Ch B 

Blake. — On Jan 10. 1949. at 6. Regent Road, Great Yarmouth, Valentim 
Henry Blake, MB, B S 

Denmark. — On Jan 10, 1949, Alexander George Denmark, M D , of Burleigh 
Bishopstcignton, Devon 

Fopgie. — On Jan 13 1949. at Dundee Royal Infirmary, William Ed wart 

Foggic, DSO, MD. FRC P.Ed 

Graham. — On Jan 2. 1949, Thomas Graham. MC, M B , Ch B . of 46, Cran 
ston Avenue, Bexhill, aged 72, 

Grant. — On Jan 11. 1949 John Wemyss Grant. MB C M . D P H , Lieutenant 
Colonel, IMS, retired of 29, Carlton Avenue, Broadstairs, Kent, aged 79 
Hewitt. — On Dec 28. 1948 at Canford Lane. Bristol. John Hcwut, L R.C P.&S I 
and L M , of Clcvedon Road, Weston-super-Mare, aged 73 
Hodgson. — On Jan 2 1949, at 162, Northway, Maghull, Liverpool, Alber 

Ernest Hodgson. M D . D P.H , aged 68. 

Holthouse. — On Jan 2, 1949. Edwin Hermus Hohhouse F R C S , of 6, Gilbet 
Road, Ramsgate, formerly of 1, Park Orescent. London W , aged 93 * 

Hutchinson. — On Jan 11. 1949, at Bournemouth, Les’ie Thomason Rost 
Hutchinson. M D . D P H , Lieutenanf-Colonei, IMS. retired 
Leach. — On Jan. 9, 1949. at Royal Northern Infirmary. Inverness, William Johi 
Leach, MB. Ch B , of Eilleandonan, Beauly, Inverness-shire 
Lccs. — On Jan 10, 1949, Edwin Leonard Lees, M D , of Clifton. Bristol 
aged 85 

MacLarcn. — On Jan 6, 1949, at 10, Scarsdale Villas, London, W , Jamei 
Alexander MacLaren, M B , C.M.Ed , aged 89. * 

Messer. — On Jan 1. 1949 Andrew William Messer, MB, C M Ed , J.P , ol 
Lcmmgton-on-Tyne, Northumberland, aged 82. 

Nlcol. — On Jan 7, 1949, at a Bournemouth nursing home, Alexander Camp- 
bell Nicol. M R C S , L R C P.. formerly of Springfield Crescent, Parkstone, 
Dorset, aged 76 

Nov 21. 1948, Thomas Rogers Rees, M R.C S , L.R.C P.. of Cardiff, 

aged 56 

Rnssell-Carglll. — On Jan 7. 194 9. at 162, Ashley Gardens, London. SAV , James 
Alexander Russel t-Cargtll, MB, Ch B Ed. 

Rust,— On Dec 10, 1948, at Graham Road, Malvern, Worcs, James Rust, 
M D , aged 79 

Sadlier. — On Jan 5. 1949. at Mastcrton, New Zealand, Horace William Sadlier, 
MB. B Ch 

Sands. — On Jan 6 1949. at his home, Gringley-on-thc-Hill. Doncaster, Howard 
Sands. MB. B Ch . htc of Chapcltown. Sheffield, aged 83 
Watt. — On Jan 2, 1949. at Perth Royal Infirmary, John Watt. LRC P <$-S Ed., 
L DS, of St Margarets, Murhill, Perthshire, eldest son of the late J. W. J, 
Watt. Glasgow 

Wild.— On Jan 6. 1949. at New End Hospital, Lordon NW„ Granville 
Burnett Wild. M.B , Ch B , Lieutenant-Colonel, R-A M.C , aged *7 





Mr j Thoracic Surgeon 

PNEUMONECTOMY In these 

skilful hands is the excised lung under post- 
operative scrutiny with the carcinoma 
clearly exposed. A thoracic operation de- 
manding from the surgeon exceptional 
courage and dexterity, during which he can 
rely upon ligatures and sutures only of the 
highest integrity. Ethicon sutures are the 
continual and specialised concern of the 
largest organisation of its kind in the world. 
Evers' Ethicon suture sold in the United 
Kingdom is of British manufacture. 

Alt orders for E.hicon end Ethicon Mersu’urts — 

shou 7 d be sen: to ye rr usual wholesaler j. 



An effective new 
antidote for 
ARSENIC,' 
MERCURY & 
GOLD POISONING 


Originally introduced during the war for the 
treatment of Lewisite gas poisoning, B.A.L. has 
now been applied to the treatment of poisoning 
by other arsenical compounds as well as mercury 
and gold salts. 

Injection of B.A.L. consists of a sterile 
5 per cent, solution of 2, 3- Dimer captopropano! 
in arachis oil containing 10% Benzyl Benzoate. 
Supplied in boxes of 12 x 2 c.cm. ampoules. 


■A-L 


(BRITISH ANTI -LEWISITE) 



Furthr irforvuitin gladly sezt cn rrjarrf to 
THE MEDICAL DEPARTMENT, 

BOOTS TURE DRUG CO. LTD.* NOTTINGHAM, ENGLAND 

S>t 
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For early control 

of urinary infections 


•Mandamine' Is a valuable urinary antiseptic, which 
combines the well-established antibacterial actions 
of mandelic acid and methenamine in one chemical 
compound. ' The tablets are effective against a wide 
range of organisms encountered in urinary infections 
and are indicated in : cystitis, prostati is. pyeloneph- 
ritis, and infections accompanying renal calculi and 
neurogenic bladder. Its safety and facility of therapy 
make ‘ Mandamine ’ especially suitable for administra- 
tion during pregnancy, to children, and in stubborn 
cases where treatment is necessarily prolonged. 



Each enteric-coated tablet contains 0'25 g. (32 gr.) 
fo methenamine mandelate 


Samples and literature on request 

MENLEY & JAMES, LTD. 

123 Coldharbour Lane, London, S.E.5 


5 ADVANTAGES 
OF ‘MANDAMI N E ’ 

1. Virtual freedom from 
side-effects 

2. Wide range of bacteri- 
cidal effectiveness 

I 

3. No supplementary 
acidification is required 

4. No dietary control or 
restriction of fluid in- 
take is necessary 

5. Early control of the 
infection is the cha-ac- 
teristic response 


'Mandamine* is the regis- — — « 

tercd trade mark of Nepera 
Chemical Co. Inc.» New 
York, to designate its brand 
of methenamine mandelate 
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‘PALUDRINE’ 

TRADE MARK 

The New Antimalarial 

Extensive clinical investigations have established that ‘Paludrine’ is a highly efficient 
antimalarial with important advantages over mepacrine and quinine. 

• ‘Paludrine’ controls the clinical symptoms of all forms of malaria and 
terminates the attack. 

• ‘Paludrine’ is a true causal prophylactic in malignant tertian malaria 
and a partial causal prophylactic in benign tertian malaria. 

9 It produces radical cures in malignant tertian malaria and controls 
relapses in benign tertian malaria indefinitely on a twice- weekly dosage. 

• ‘Paludrine’ is a colourless drug and in normal dosage does not 
produce unpleasant symptoms of any kind. 

Tablets of o.i gramme [containers of 30, 100 and 1,000). Tablets of 0.023 gramme ( containers of 
20 and 300). Solution : Ampoules of 2 c.c. containing o.r gramme as 3% solution. Boxes of 3 and 23. 

Literature on request. 

IMPERIAL CHEMICAL [PHARMACEUTICALS] LTD. 

(.< r.ir.J' zrj rr-r-CTr cf [r-pniat duriast Ini-xstrus Ltd.) MANCHESTER 
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Any Questions ? 


Correspondents should give their names and addresses ( not for 
publication) and include all relevant details in tlteir questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 

Home-cured Tobacco and Amblyopia 
Q . — Is there any evidence to support the suggestion that the 
smoking of home-cured tobacco may lead to tobacco amblyopia 
more readily than the smoking of tobacco cured commercially ? 

A. — Before any attempt is made to guess at the possible 
results of the use of home-cured tobacco, it may be as well to 
consider the factors generally accepted as leading to tobacco 
amblyopia. This is due to a breakdown in tolerance to nicotine 
and occurs when the intake of toxic substances exceeds the 
capacity of the liver to deal with them. The problem concerns 
the functions of the liver, and especially its formation of 
glycogen, in addition to the local reaction in the eye. Schepens 
was able to observe a large number of cases in Belgium during 
the recent war (Trans, ophthal. Soc. U.K., 1946, 66, 309). He 
found that tobacco amblyopia, a rarity before the war, had 
increased about ten times. Several factors must be considered 
in each case — type of tobacco, alcohol consumption, food 
deficiency, and mental strain. 

Tobacco as sold commercially has a small nicotine content 
owing to the breakdown of that substance by fermentation 
during the process of curing. In “ green ” tobacco the fermenta- 
tion has not been completed and the percentage of nicotine is 
high.- The stalks and ribs are more toxic than the leaf, and so, 
if they are not to be removed, they must be well crushed and 
broken up to allow of better fermentation. It was found in 
Belgium during the war that a poor quality of tobacco, as judged 
by the smoker, need not be as toxic as an apparently better 
tobacco. It was also found that the home-grown leaf was 
responsible for more cases of amblyopia than the commercial 
brands. In the past it has been taught that a high consumption 
of alcohol, especially spirits, predisposes to amblyopia. The 
pendulum is now swinging in the opposite direction, and many 
assert that alcohol has little or no influence in making the eyes 
more susceptible. Food deficiencies, especially in proteins and 
fats, are definitely in the picture. Man)' cases of amblyopia 
were seen by Dr. Wecker in the Siege of Paris in 1870, and 
the numbers were found to be increased in Germany after the 
1914-18 war. With such deficiencies recovery’ is slower and 
sometimes minor lesions are to be detected in the fundus. 
Despite the prominent position of vitamins in the dietary, a 
reduced intake probably has no influence at all on the occur- 
rence of tobacco amblyopia. Mental strain seems to increase 
susceptibility to the disease, and this was obviously present 
during the Siege of Paris, in Germany during the war of 1914- 
18, and in Belgium in the last war. It may have an effect per se, 
or lead to a greater consumption of tobacco in order “ to soothe 
the nerves " and allay hunger. 

Amblyopia is most prevalent between the ages of 55 and 60, 
but under the adverse conditions listed above cases have been 
recorded at 30. The lesion is now considered to be primarily 
in the retina itself, the optic nerve being only secondarily 
affected at a late stage. Cure of the condition usually confers 
immunity, and recurrence is rare. To sum up, home-grown 
tobacco need not be toxic and produce tobacco amblyopia if 
it is properly fermented and cured before use. The danger, 
however,. is greatly enhanced if there is any dietary deficiency 
or excessive mental strain. 

Threatened Abortion 

Q. — (a) Has progesterone any place in the treatment of 
threatened abortion in the- absence of facilities for a pregnane- 
dial excretion test ? (b) Please recommend the routine most 

likely to be successful in preventing abortion when a woman, 
three months pregnant and with no apparent abnormality, starts 
to bleed. 

A. — (a) There is still some dispute, but the evidence so far 
available suggests that progesterone should not be given indis- 


criminately to all cases of threatened abortion. Only about 
40% of cases show evidence of progesterone deficiency as deter- • 
mined by pregnanediol excretion tests, and the acm. nitration 
of progesterone to the others may encourage abortion. There- 
fore the overall results for any large series of cases are probably 
beiter if progesterone is not used at all. 

(b) The most important part of treatment is complete rest 
in bed, and that for at least a further seven days after all bleed- 
ing has ceased. This may be supplemented, at any rate in the 
initial stages, with morphine or such sedatives as the bromides 
or phenobarbitone. If possible, arrangements should be made 
for a biological test for pregnancy and for a pregnanediol 
estimation to be carried out on a first morning specimen of 
urine, and progesterone therapy should be withheld until the 
result is available. Synthetic vitamin E, 30 mg. thrice daily, 
appears to help sometimes and can do no harm. After the 
symptoms have settled down the patient needs to live a restful 
life, avoiding coitus and travelling, and she may continue to 
take vitamin E. 

Combined Pertussis Vaccine and Diphtheria Prophylactic 

Q . — There seems to be some difference-of opinion about the 
combined injection of pertussis vaccine and A.P.T. Is there 
any contraindication ? The anti-pertussis vaccine is sometimes 
given at monthly and sometimes at weekly intervals. Which 
do you advise, and why ? 

A. — The main objection at present to the combination of a 
pertussis vaccine with diphtheria prophylactic is tha we still 
cannot tell whether any particular pertussis vaccine will prove 
an effective immunizing agent or not. If. therefore, a poor 
pertussis antigen is combined with A.P.T. its failure to protect 
children against whooping-cough may adversely afiect the atti- 
tude of parents to diphtheria immunization and they may decide 
that prophylactic injections in general are of little value. 
Another objection is that immunization against whooping- 
cough should be begun as early in life as possible, say at 
3 months, since infections may occur early and are most severe 
in infancy. On the other hand, diphtheria prophylactic is more 
useful and probably more effective if given towards the end of 
the first year of life. 

The optimum dosage or interval of injection with pertussis 
vaccines is still not known. There is some evidence that a better 
antibody response is obtained by injections at three- or four- 
week- intervals than by weekly injections, and the present 
tendency is to give two or three injections of 10,000 million 
to 30,000 million organisms at monthly intervals. The combi- 
nation of pertussis vaccine with diphtheria prophylactic has no 
inhibitory effect on the antibody response to either antigen ; 
indeed, the antitoxin response to diphtheria prophylactic is 
usually enhanced when a combined antigen is used. - 

Intravenous Iron 

Q . — What is the present opinion of parenteral iron prepara- 
tions? What are the methods of use and dosage? I have a 
woman patient, aged 27. who has a severe iron deficiency 
anaemia which responds rapidly to iron therapy Unfortu- 
nately, in spile of trial of every oral form of iron, she shows 
a marked intolerance to this treatment, which causes abdominal 
pain and diarrhoea whenever it is given. Her haemoglobin level 
is now about 50 %. 

A. — Intramuscular injections of iron are not widely used in 
Britain, as an adequate amount cannot be given w’thout risk of 
toxic symptoms and the injections tend to be painful. Nissim 
( Lancet . 1947, 2, 49) reported the use of intravenous saccharated 
iron oxide. The commercial preparation “ ferrivenin “ is now 
available for the treatment of hypochromic anaemias which 
prove refractory to oral therapy. Each 5-mI. ampoule con- 
tains 100 mg. of elemental iron as an iron-sucrose preparation, 
and it is claimed that there is “ 100% utilization" of such iron 
3S compared with about 14% for ferrous sulphate and 1 .5—3.0% 
for fern et ammon. cit. taken by mouth. A test dose of 1.5 ml, 
is injected intravenously on the first day. 3 ml. on the second, 
and subsequently 5 ml. or 10 ml. either daih or on alternate 
days until a “ satisfactory response” is obtained Intravenous 
injections should be carefully performed, and it is important 
tn prevent any of the iron solution escaping into the tissues. 
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Reactions — for example, malaise, pain in the back, etc. — may 
occur, but arc uncommon. When injections are given slowly 
(about 2 ml. a. minute) venous thrombosis does not often take 
place and no “ washing through ” of the needle with glucose 
saline is necessary. As 25 mg. of iron are calculated to raise 
the haemoglobin 1% it is reckoned that each ampoule should 
increase the haemoglobin by about 4%. A large infusiorf of 
5% glucose with 2% ferrivenin has been suggested in order 
to. avoid repeated venupuncture. Further reports of the latter 
technique are awaited. In the case mentioned, intravenous iron 
would seem well worthy of trial. In every case of so-called 
refractory iron deficiency anaemia, however, it is all-important 
to make sure that the anaemia is not secondary to such condi- 
tions as reticulosis, neoplasm, or nephritis, and that there is no 
evidence of blood loss. 

Fat Intolerance 

Q, — A man of 56 is very intolerant of fat, and it is thought 
that recurrent infections may be due to too low a vitamin A 
intake. All the usual preparations of vitamin A cause digestive 
disturbances. Could carotene be given instead? Is it unwise, 
in general, to give vitamin D in concentrated form to elderly 
people ? 

A. — There is no evidence that recurrent infections in man are 
due to a low intake of vitamin A. If it is desired to give this 
patient supplements of vitamin A, liquid vitamin A cone., B.P., 
may be administered in daily doses of H minims (0.09 ml.). 
This is suspended in oil, but surely so small an amount would 
be tolerated. In any case, it could be administered in food 
without the patient’s knowledge. Carotene can be given instead, 
if necessary, in the form of tablets containing 4,500 units (daily 
requirement, 4,000 units). Actually carotene is equivalent to 
just over half its weight of vitamin A, so that the dose would 
be two tablets daily. Carotene is absorbed from the gut and 
converted into vitamin A in the body. There is no objection to 
old persons taking vitamin D concentrates, provided they do not 
take more than approximately 800 units daily. Why not give 
the patient a combined preparation of vitamins A and D ? 
There are preparations available 1 minim (0.06 ml.) of which 
contains a day’s requirements of vitamins A and D. 

Amnioniacal Dermatitis in Infants 
Q . — IVhat causes amnioniacal urine and the associated 
dermatitis in babies, and what can be done to prevent it ? 

A. — There are two main theories about ammoniacal derma- 
titis in infants. The first is that a urea-splitting ferment in the 
napkins sets free ammonia. Hence the treatment is to kill the 
ferment by boiling the napkins after soaking them in per- 
chloride of mercury solution overnight, and to apply soothing 
powders or calamine lotion to the inflamed skin: The other 
view is that ammonia is set free by the action of soda in the 
napkins upon combined ammonia salts in the urine. If exces- 
sive acid bodies are being passed as a result of fever or too 
much fat in the diet, then there is more combined ammonia 
in the urine as the outcome of a renal compensatory mechanism, 
with a greater chance of ammonia being liberated. Here it is 
important to reduce fat in the dietary, to give alkalis by mouth, 
such as citrate 5 to 10 gr. (0.32 to 0.65 g.) three times a day, and 
a use boric powder freely in the napkin area to mop up free 
mmonia. If the dermatitis in boy babies goes far enough to 
produce a mental ulcer, then boric ointment should be applied, 
either theory or both may be correct. Experience in welfare- 
centre work suggests that adoption of the second view gives 
better practical results as a working basis. 

Insulin Sensitivity 

. 0 .— A woman aged 75 suffers pain on injection of protamine 
Zinc insulin, and subsequently reddened, indurated tender swell- 
ings appear at the sites of injection. Bacterial contamination 
bccn excMed. I am informed that all brands of insulin 
now come from a common “ pool.” If this is the case, is there 
any other form of insulin that can he tried? 

A.— The varieties of insulin available differ to some extent 
since the processes of extraction from the pancreas and methods 
of purification are not identical. As one brand of protamine 
zinc insulin is causing local reactions, the two others should be 
tried and the one which gives the least reaction persevered with. 


The swellings will probably soon disappear, but if they do noi 
the method of desensitization outlined • in .the answer to the 
question on sensitivity to insulin ( British Medical Journal 
Sept. 20, 1947, p. 475) should be adopted. 

Athlete’s Foot 

Q. It has been reported to me that there was an increase 
of athlete’s foot last summer and that the persons affectea 
had attended the public swimming-baths. Now it is winter, 
what is the best way to disinfect the duck-boards, as they appeal 
to be a possible source of infection ? What would be the be si 
way to disinfect them in the simmer, apart from scrubbing 
them with soap and water daily ? 

A. It is doubtful if duck-boards, etc., are ■a very serious 
source of infection, but in' winter a thorough treatment with 
formalin would probably be wise, followed by scrubbing with 
soap and water. This measure could also be employed 
occasionally in the summer. 

NOTES AND COMMENTS 

Leukoplakia and Kraurosis Vulvae. — Mr. Stanley Way 
(N ewcastle-upon-Tyne) writes : In “ Any Questions 7 ” (Dec. 4, 1948, 
p. 1005) your writer gave a brief and concise account of .kraurosis 
and leukoplakia of the vulva, and, in giving the incidence of the 
association of carcinoma of the vulva with leukoplakia, quoted along 
with the figures of Bonney and Taussig my own findings as pub- 
lished in my recent Hunterian Lecture to the Royal College of 
Surgeons. In your issue of Jan. 1 (p. 42) Dr. Elizabeth Hunt states 
that when cancer occurs in association with leukoplakia it is found 
on the internal surface of the vulva only, and from this she concludes 
that excision of the vulval skin is not justified. This statement 
is completely erroneous. I cannot give the exact figures for my last 
100 cases, but I can state with certainty that in the last 20 cases of 
cancer of the vulva which I have treated and in which leukoplakia 
existed the external surface of the vulva was affected by tumour 
in every one. In six both the external and internal surfaces were 
involved with tumour, and only in two was the tumour confined to 
the mucous surface, but this was extensively affected by leukoplakia. 
Is Dr. Hunt not aware that both the skin and the mucous surfaces 
can be affected by this disease 7 I think it is probable that some cases 
of leukoplakia of the vulva may never become malignant, but there 
is absolutely no means of telling which are which, and therefore 
I feel most strongly that immediate excision of the leukoplakic vulva 
is the right and proper treatment. Cancer of the vulva is one of 
the very few examples of malignant disease in which prophylactic 
treatment can be applied with a fair measure of success. It seems 
a pity then that your readers should have doubts about this put 
before them by such an authority as Dr. Hunt. Finally, whilst I 
would agree with Dr. Hunt that there are lesions of the vulva which 
are wrongly called leukoplakia, there are far more lesions which are 
given high-sounding names by dermatologists but which are in fact 
the disease which less ambitious gynaecologists are content to call 
leukoplakia. 

Rh Factor and Pregnancy. — Dr. S. A. Doxiadis (Sheffield) writes: 
In “ Any Questions ? ” (Jan. 1, p. 42) it is stated that in the presence 
of Rh antibodies in the mother's blood the infant should be trans- 
fused “ without delay if its cells are found to be sensitized to 
Coombs’s test.” May 1 suggest that unless the writer had in mind 
replacement transfusion his advice is contrary to the opinion of many 
experienced workers ? To give an ordinary transfusion to an infant 
before it becomes anaemic is unjustified and potentially dangerous. It 
is further stated that “ there is little or no danger to the first foetus 
from this cause (presumably haemolytic disease of the newborn) 
unless in twin pregnancy.” As far as I am aware twins are not 
more likely to be affected by this disease than single foetuses either 
in the first or subsequent pregnancies. Should there be any evidence 
for such a likelihood a reference to it would be much appreciated. 


Correction. — In the note in ** Books Received ” (Jan. 15, p. 104) 
on Cardiology by Dr. W. Evans, we should have stated that his 
book is intended for postgraduate students and medical practitioners 
as well as medical students. 
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THE BETTERMENT FACTOR 

185% FOR PROFESSIONS 

The BMA has recently taken the opinion of an expert econo- 
mist on the change in the cost of living for professional families 
from mid-1939 to the end of 1948 The data available have 
enabled him to make the comparison between 193S (average) 
and October, 1948, but he considers that the comparison holds 
true for the other dates because prices m the middle of 1939 
were about 1 % higher than in 1938, and a little higher at the 
end of 1948 than m October, 1948 The increase in the cost 
of living is the percentage increase m money income needed 
by a family — m this case an average professional family — to 
obtain the same satisfaction or to maintain the same standard 
of living as in a given base period (1939) A familv is assumed 
to make all the substitutions (e g , cheaper for dearer items) 
which it can make under the existing market conditions 

In practice a rather different index is obtained — namelv , one 
showing the increasing cost of a fixed budget The amounts 
actually bought in the base period are replaced at the ruling 
pnces at a subsequent date . no substitutions are allowed and 
no account is taken of rationing, controls, and other limitations 
on consumer choice 

Incompleteness of evidence precludes a precise formulation of 
a cost-of-living index for other than working class families , the 
corresponding indexes for middle class families can be esti 
mated onlv very roughly An additional difficulty in inferring 
a middle-class index from a working-class index is that, even if 
the two types of familv paid identical prices for every individual 
item, the fixed budget used in the comparison is different for the 
two classes A reliable figure for the increase in cost for 
working-class families from 1938 to October, 194S, is 75° In 
making the working-class figure applicable to the middle classes 
two modifications are required 

The index is based on eight groups of commodities budgeted 
for — food, rent and rates, clothing, fuel and light household 
durables, miscellaneous goods, services drink and tobacco 
The first step is to raise the price changes m three groups for 
upper middle-class families — food, clothing, and miscellaneous 
goods — to allow for the fact that these families purchase 
“ luxury ” items in these groups and that the prices of luxuries 
have nsen more than the average The price increase from 1938 
for household durable goods is probably higher for middle 
class families But this is offset by the fact that middle-class 
families consume more spirits and less beer and more electricity 
and less gas than working-class families The price increase is 
less for spirits than for beer, while the price of electricity is 
actually lower than in 1938 The distribution of expenditure 
on these eight groups is apportioned differently for working- 
class and middle-class families therefore the second step is to 
allow for this bv “weighting This makes a good deal of 
difference in the final index ficure, since the weights — le, the 
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distribution of expenditure — are very different. In percentages, 
the costs of the pre-war budget at prices in June, 1947, are 
given in Table I 

Tables II and in illustrate the indexes of retail pnces with 
those for 1938 (average) taken as 100 


Table II — IForkwg class Families Index of Retail Pnces 
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Table III — Upper Middle class Families Estimated Index of 
Retail Pnces 



W eights | 

Avtrer- 1938 - IOO 

A% crag- 
1946 1947 

Jut* 

1947 

Oct, 

1948 

Food 

122 

190 | 

213 1 

215 

232 

Rent and rates 

*0 

105 

103 1 

110 

109 

Clothing 

172 

204 

210 | 

210 

2-r0 

Fuel and light 

6 

142 ! 

147 

145 

163 

Household durables 

67 

205 

219 

215 

234 

Miscellaneous goods 

140 

175 

1S5 

i ss 

202 

Services 

5/7 1 

13S 

/4< 

145 

1*3 

Dnnh and tobacco 

126 | 

241 

274 

2S5 

316 

All 

i ooo : 

167 

178 

179 

194 


In round figures the increase from 1938 m the cost of the 
pre-war budget of upper middle-class families was, in 1946, 
67%, in 1947 78%, and in 1948 94% Nevertheless, the<e 
fieures do not represent the increased cost of living If there 
,v ere free choice of goods and services the figures would gener- 
allv be biased upwards But choice is limited at present in 
vanous ways (eg, by rationing), though in a few cases it is 
still possible to substitute cheaper for dearer items — e g , greate- 
use of electncitv, which is no dearer than in 1938, as compared 
with gas, which has nsen consrderablv in price 

The index given assumes controlled rents and is appropnate 
onlv to families still renting houses at pre war rentals Families 
occupying houses bought before the war will have somewhat 
higher housinc costs than pre-war because of an increased 
repair bill , for families who have rented or boughr houses since 
the war the rental or housmg'cost can be considerably higher 
than before the war, but the effect would not be large on the 
over-all index 

The index is one of market pnces — l e , pnces inclusive of 
indirect taxation and after allowing for subsidies The econo- 
mist considers that in relating pnces to salanes it is better 'o 
use an index of factor pnces (deducting indirect taxes and add- 
ing back the subsidies) No official index of factor pnces is 
available and he has assumed that for upper middle-class 
families it mav be 5-10 points lower than the index of market 
pnces given here 

He concludes that a fairlv conservative estimate for use in 
determining professional salanes would put the level of pnces 
at the end of 1948 at about 185% of that at the- end of 1939 

2296 
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SPECIAL REPRESENTATIVE MEETING 

A Special Representative Meeting will be held in March in 
accordance with a decision taken by the Council at its meeting 
on Jan. 12, a report of which appears on another page. 

SPECIALISTS’ REPRESENTATIVES 

The following are the members of the Joint Committee of 
Consultants and Specialists, which represents these practitioners 
in discussions with the Government: 

Chairman. — Sir Lionel Whitby. 

Royal College of Physicians— Lord Moran, Professor W. G. 
Barnard, Dr. H. E. A. Boldero. 

Royal College of Surgeons. — Lord Webb-Johnson, Mr. E. F. 
Finch, Mr. R. McNeil Love. 

Royal College of Obstetricians and Gynaecologists. — Sir 
William Gillian (deputy chairman), Mr. H. J. Malkin. 

Royal College of Physicians of Edinburgh. — Dr. J. D. S. 
Cameron. 

Royal College of Surgeons of Edinburgh. — Sir Henry Wade. 
Royal Faculty of Physicians and Surgeons of Glasgow. — Dr. 
W. R. Snodgrass. 

. Consultants and Specialists Committee established by the 
British Medical Association. — Dr. T. Rowland Hill, Mr. C. E. 
Kindersley, Mr. W. S. Mack, Mr. A. M. A. Moore, Mr. R. L. 
Newell, Mr. T. Holmes Sellors. 

N.H.I. FINAL SETTLEMENT 

The Distribution Committee, on which the B.M.A. has repre- 
sentatives, will meet at the end of January to decide the final 
payments due under the N.H.I. scheme. The settlement will 
include those payments due for the first four days of July, 1948. 

NATIONAL MORBIDITY INQUIRY 

PROFESSIONAL SECRECY MAINTAINED 

The Hospital In-patient Summary — a form used to provide 
information for the National Morbidity Inquiry — requires for 
its completion full details of the patient’s clinical condition as 
well as of his identity (name and National Registration number). 
The completed form will pass through lay hands, and the pro- 
fession has objected that confidential information obtained in 
the course of professional work will be disclosed. The Ministry 
of Health agrees that professional secrecy must be preserved, 
and, at the B.M.A.'s representation, has altered the instructions 
on filling in (he form so that only the patient’s initials and the 
numerical part of his National Registration number are required. 

AREAS CLOSED BY M.P.C. 

* SECOND LIST 

The Medical Practices Committee has decided that the number 
of doctors providing general medical services in the following 
places is adequate (for first list see Supplement , Dec. 11, 1948, 
p.214): 

Tairford district (Gloucester county and city). 

Garston district (Hertfordshire). * 

Hastings 

Helmslcy district (North Riding of Yorkshire). 

Irby, Hcsuell, Barnston, and Pcnsby (Cheshire). 

Lusilci-h, Bmcy Tracey, and Moretonhampstead (Devon). 

St. Helens and Sea View district (Isle of Wight). 

S'.inmore district (Middlesex). 

Sussex West (districts in West Sussex adjacent to Hindhcad, Gray- 
sb.ctt, and Hislcmere districts in Surrey). 

Wasbinn’on. Ashincton, Dial Post, Sleepy Hollow, and Storrington 
(Wed Sus-ex). 


HEARD AT HEADQUARTERS 


Hospital Appeals 

When Mr. Bevan announced that hospitals must no longer 
appeal for money by means of flag days, advertisements, and 
so on he emphasized “ that boards or committees should not 
participate directly or indirectly in appeals or in collections 
for their hospitals.” Mr. John Dodd, Honorary Secretary’ of 
the British Hospitals Contributory Schemes Association (1948), 
protests that this interdict must not apply to the members of 
these boards or committees taking part in the existing contri- 
butory schemes. There are 35 schemes providing benefits to 
their members and dependants supplementary to those obtained 
free under the National Health Service, and some in addition col- 
lect charitable contributions for medical research and medical 
charities. Government spokesmen have agreed that there is 
still an important place for such work. We can see no reason 
why members of hospital boards should not continue to devote 
some of their time to such an entirely worthy purpose as charity 
for the sick. ' > 

Display Cards 

One of the difficulties that the Whitehall administrators have 
to face is that most men do not like being administered. Appar- 
ently many insured persons are failing to quote their National 
Insurance number when claiming National Insurance benefits. 
This causes delay in payment of the benefit and additional 
administrative work. The Ministry of National Insurance has 
therefore prepared a card for exhibition in suitable places 
reminding people to quote their number when claiming. The 
Ministry would like the card to be displayed in doctors’ 
waiting-rooms, among other places, and they are sending them 
round to executive councils with the request that they should 
be distributed to doctors. On being consulted by the Ministry 
about this, the B.M.A. told them that doctors must decide 
individually whether they want to show the cards or not ; (he 
B.M.A. sees no objection to their doing so. 

Sorry to Trouble You 

A doctor sends us the following letter which he received from 
a patient: 

Dear Dr. X., v 

Many thanks for sending permit to buy vacuum flask. I 
should be grateful if you will kindly send me permits as below : 

(1) Surgical shoes. 

(2) Bi-focus glasses (my reading-glasses were stolen from 

Rest Room). 

(3) Artificial teeth. 

When not too busy, perhaps you would call in, if further 
explanation is necessary ? So sorry to trouble you. With many 
thanks in anticipation, 

1 Yours sincerely, 

A. B. C. 

P.S. — Since leaving off cow's milk, the •indigestion is very 
much reduced. Nestle’s condensed 'milk suits fine. But the 
allocation is insufficient. My grocer says, “Ask your Dr. for 
a permit, and the Food Office will supply.” 

I should like 6 tins per month. So please: 

(4) Permit for Nestle’s Cond. Milk. 

Nutrition Survey 

The documents considered and the reports prepared by the 
special B.M.A. committee on nutrition already make a con- 
siderable library. A subcommittee was set up to examine data 
on family consumption of food, but it felt that the word 
“ family ” was too restricted and therefore decided to investi- 
gate all the available information about food consumption 
during and since the war. Yet at the end of its heavy labours 
this small committee confesses its concern at the lack of recent 
data, and one of its recommendations will be that machinery 
should be provided for ascertaining at regular intervals the 
consumption of food by representative groups. The result of 
its investigation is very much what might have been concluded 
from individual experience — that the supply of calories has 
been maintained and of most nutrients increased, but there has 
been deterioration in variety and palatability. This is sup- 
ported by a mass of authoritative information. 
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A meeting of the Council was held at B.M.A. House, London, 
.on Jan. 12, with Dr. H. Guy Dain in the Chair. 

The death was reported of Dr. Lewis Lilley, who was a 
member of Council for 12 years and for a much longer time 
a member of the Insurance Acts Committee. The Chairman, 
in a brief tribute, spoke of Dr. Lilley’s quiet but effective 
service and his versatility. The members stood for a few 
moments in silence. 

The Council congratulated the 25 members of the Associa- 
tion whose names were in the New Year Honours List 

It was agreed that the business proceedings of the Annual 
General Meeting at Harrogate should take place, following the 
Representatives' Dinner, on Monday evening, June 27. and 
that the Sections should start their work on the Tuesday morn- 
ing, though the Annual Representative Meeting could continue 
on that morning if necessary. 

It was intimated that Mr. Zachary Cope, having been 
appointed chairman of the Ministry' of Health committee which 
is to make a full inquiry into the question of auxiliary medical 
services, had resigned the presidency of the Board of Registra- 
tion. The Council nominated Mr. A. M. A. Moore, already a 
member of the Board, for the presidency, and Mr. N. Ross 
Smith to fill the vacancy in the membership. 

Dr. James Fenton and IJr. J. A. Ireland were appointed b> 
the Council to attend the congress of the Royal Sanitary Insti- 
tute at Brighton in May, attd Lord Horder was invited to repre- 
sent the Association at a conference on cremation to be held 
at Hastings in June. 

REMUNERATION IN THE NATIONAL HEALTH SERVICE 
Demands for Special Representative Meeting 

A number of resolutions from Divisions were before the 
Council concerning remuneration in the National Health 
Service. Eight of them called for a Special Representative 
Meeting. 

v The Secretary (Dr. Hill) made the announcement which 
appeared in last week’s Journal that as from July 5, 1948. the 
Mileage Fund, which had stood at £1,300.000 a year, would be 
raised to £2,000.000 a year, an increase of more than 50%. Of 
the £700,000 increase £200,000 would come from the Special 
Inducements Fund, but half a million was new money. The 
enlarged fund would meet general mileage and mileage for 
rural practitioners under the maternity scheme. The General 
Medical Services Committee, jointly with the Joint Committee 
of Consultants, was proceeding immediately to deal with the 
betterment factor. The betterment factor could not await the 
Whitley Council arrangement, for until this factor was 
determined the remuneration of consultants and specialists could 
not be fixed. 

Dr. H. H. D. Sutherland said that the announcement concern- 
ing mileage was satisfactory, but practitioners could not live 
on mileage grants alone. There was a great deal of discontent 
throughout the country, and he hoped that a Special Represen- 
tative Meeting would be summoned. Dr. N.'E. Waterfield said 
that the profession was entirely dissatisfied with the capitation 
' fee, and a number of doctors were facing financial disaster 
because of its inadequacy and the decline of private practice. 
Dr. \V. Jope said that the discontent arose over the matter of the 
betterment factor. Dr. S. F. L. Dahne said that there was 
immense dissatisfaction, and it vvas important for the Council 
to have a clear policy. 

A resolution from the Harrogate Division urged that imme- 
diate steps be taken to ascertain the legal position, if necessary 
by a test case in court, with regard to the withholding of free 
drugs from private patients. It was stated to be the legal view 
that under the Act as it stood at present public prescriptions 
could be presented only for N.H.S. patients ; the remedy was 
a clause in the Amending Bill. Dr. J. A. Gorsky said thaf the 


legal opinion was based on Sect. 38 of the Act, which placed 
a duty on local executive councils to provide free medical 
services for all who had signed on doctors’ lists, but Sect. 1 
still remained, which declared that it was the duty' of the 
Ministry to provide free medical services for all. In reply to 
Sir Ernest Graham-Little the Minister had said that he could 
not allow the provision of free medicines for private cases, 
because diagnosis, treatment, and provision of drugs must all 
be regarded as part of one process. That, of course, was an 
ipse dixit of the Minister — not a regulation. Later the Minister 
seemed to have changed his position, and in reply to Sir W. W. 
Wakefield he said that the reason he would not allow free 
medicines for private patients was because the doctor would 
have no responsibility for observing the general provisions 
governing prescribing at public expense. Again, in reply to 
Mr. Thomeycroft, the Minister agreed that a pregnant woman 
might engage a doctor privately and pay his fees for her con- 
finement without losing the nursing and other benefits avail- 
able under the N.H.S. If nursing and other benefits could be 
provided freely to private patients in maternity cases there was 
surely no justification for denying to private patients the right 
to free medicine under the Act. 

Dr. J. A. Pridham raised the question of the Special Induce- 
ments Fund and the effect of its depletion in order to increase 
the mileage allowance. The Chairman said that the “Ministry 
had stated that there had been very few applications for grants 
from the Special Inducements Fund. A request had been made 
to the Minister that the “lid” should be taken off that fund, 
which should be made -available to practitioners to any extent 
necessary, but the answer was that practitioners were chary, 
apparently, of making applications. 

On the general question of practitioners’ incomes, the Secre- 
tary stated that even though the overall picture in Lancashire 
or anywhere else might prove to be mainly satisfactory', indi- 
vidual doctors, particularly in the higher-class or mixed sub- 
urban areas, had lost substantially in income. It seemed neces- 
sary to move away from the mathematical overall application 
of “ Spens ” and get closer to the actual position as it affected 
groups of practitioners, particularly those with lists of average 
size and less. The Chairman added that the “ Spens ’’ 
income vvas intended to be for a reasonable amount of work, 
but it was now discovered that the practitioner with a moderate 
list ras well as the one with a large list was being overworked. 

In reply to a question concerning payment calculations it 
vvas stated that certain payments had not yet been made, 
as, for example, for July 1 to 4 — the final payments under 
National Health' Insurance — and the temporary resident pay- 
ments ; these were some of the unknowns, but there were also 
certain “ knowns,” the 5% for contingency, and the amount 
retained in respect of the practitioner's contribution to super- 
annuation and the amount existing in respect of the Govern- 
ment’s contribution. When this was taken into account it was 
conservatively estimated that the quarterly cheque, multiplied by- 
four, with 20% added, represented the annual income. In the 
case of rural practitioners these figures required to be modified 
by the new mileage arrangement. 

Special “ Panel ” Conference and Special Representative 
Meeting 

Following this general discussion the Council agreed to sug- 
gest to the General Medical Services Committee that when 
it had completed its survey of the information available it should 
consider the desirability of calling before the end of February a 
Special Conference of Local Medical Committees to express 
the general practitioner view on remuneration. The Committee 
would consider this request at its meeting on Jan. 19. Dr. Gregg 
pointed out that it was necessary for the material for this 
Conference to be well considered ; it must not be a flash in the 
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pan— a yell of protest with no weight or mass pf evidence 
behind it. The Council also decided, following the expressions 
of opinion already made, to summon a Special Representative 
Meeting in March, before which the conclusions of the Special 
Conference would be placed. 

Mr. Lawrence Abel mentioned the position of consultants, 
many of whom, he said, were suffering extreme degrees of 
hardship, having sustained not a 25 or 50 % but in some cases 
a 90% diminution of income. The Chairman said that the 
Council very fully appreciated the hardships of consultants. 

Lord Horder raised the question of the demise of the Nego- 
tiating Committee, and asked whether it was a case of homicide 
or felo de se. The Chairman said he had sent out a letter to 
the members of the Committee, and had had no suggestion from 
any member for its continuance. With the setting up of the 
General Medical Services Committee and the Joint Committee 
for Consultants and Specialists it seemed advisable now to 
revert to the ordinary machinery. Lord Horder said that he 
agreed, but it was a constitutional point, and the Council which 
had originally set up the Negotiating Committee and had invited 
other bodies to participate should be consulted on its dissolu- 
tion. The Council formally approved the action taken by the 
Chairman in bringing the Negotiating Committee to an end. 

The Council set up a committee to draw up a full list of 
amendments to the Act required by the profession in the light 
of experience. The subcommittee consisted of the Chairmen 
of Council, of the Representative Body, of the Conference of 
Local Medical Committees, of the General Medical Services 
Committee, and of the Consultants and Specialists Committee, 
with Mr. Lawrence Abel, Dr. Frank Gray, Dr. J. A. Gorsky, 
Dr. A. Staveley Gough, and Dr. N. E. Watcrfield. 

PROPOSED REORGANIZATION OF CENTRAL COUNCIL 

Dr. J. A. Pridham, chairman of the Organization Committee, 
introduced certain proposals for the reform of the method of 
election to the Central Council of the Association. He said 
that it was a very difficult task to rearrange the method of elec- 
tion of an elected body. For a considerable time it had been 
evident to some of them that there was a weakness in the link 
between the Council and the periphery. The Winchester 
Division, which had taken an immense amount of trouble over 
this subject, had issued a memorandum which had gone out to 
the Divisions. The Organization Committee found itself in 
general agreement with the aims of that Division though it 
might differ on details. Resolutions had also been received on 
the subject from the North of England Branch. It was axiomatic 
that members of Council should be well known to the rank and 
file of the Association, and that the rank and file should have 
a good voice in choosing them. As matters stood, however, 
out of a possible Council membership of 66, only one-third 
were directly elected by members in the Divisions and Branches 
at home. The chief point in the Committee’s proposals was 
that this number — 22 — should be increased to 42, but without 
any significant enlargement of the total membership. This 
would be effected chiefly by the elimination of certain of the 
ex-officio members, who now numbered 12, and by the abandon- 
ment of the method of electing twelve members of Council by 
grouped representatives at the Annual Representative Meeting, 
t was considered by the Committee that the eight members of 
ncil elected by the Representative Body as a whole offered 
cient opportunity for “ elder statesmen ” to have a place on 

e Council and also for those who had demonstrated their 
capacity at Representative Meetings to gain a place. But the 
e ection of twelve by grouped representatives had tended rather 
to become a means of temporary escape from disappearance 
Irom the Council on the part of those who had completed their 
six-year tenure of office as members directly elected by the 
Divisions and Branches. 

The new Council, if the Committee’s proposals were accepted, 
would consist of 8 ex-officio members, 42 directly elected by 
home Branches, 8 directly elected by the Representative Body 
as a whole, 3 Service members, 2 members representing the 
Public Health Sendee, 1 woman member, and up to 7 members 
from overseas. The distribution of seats of the 42 directly 
elected members would be 31 for England, 3 for Wales, 6 for 
Scotland, and 2 for Northern Ireland, which retained, but did 
not increase, the weighting ” in favour of the three latter 


countries. Dr. Pridham concluded by saying that this would be 
a gesture to show that the Council was fully alive to its dudes 
and responsibilities by making drastic and even self-sacrificing 
alterations in its constitution. 

Dr. O. C. Carter considered that the Winchester memorandum 
was ill-informed when it stated that the Council was out of 
touch with the rank and file of the profession. Had it been so 
they would have heard of it, and they had not heard of it The 
increased membership of the Association was not an argument 
for changing the method of election to the Council ; it was not 
as if a new geographical area had been brought in. He thought 
that there were many arguments for retaining the election of 
twelve members, by grouped representatives. 

Dr. Waterfield said that electoral areas were much too large, 
and if there were more directly elected members it would be 
possible to have smaller areas. He himself spoke as representa- 
tive of the Southern and Surrey Branches, but it was rather a 
hardship to Hampshire that it should continue to be represented 
by a Surrey member. 

Dr. Dahnc and Mr. A. S. Gough supported the proposals, the 
latter saying that, while the election by grouped representatives 
had much to recommend it. the electors knowing their candi- 
dates, the disadvantage of losing this method would be offset 
by having smaller electoral areas in the country. 

Dr. S. Wand considered that the Organizing Committee had 
failed to recognize that the geography of this country from the 
medical point of view had changed during the past year. It had 
become a country of regions, and whether for the purpose of 
elections those regions should be divided into two or three 
segments or whether two or three members should be elected 
by the region as a whole was one which the Committee 
should discuss. In the Association they would have to think in 1 
terms of regions rather than of Branches. He thought also that 
a Council of over 70 members was too large, that it was unneces- 
sary to retain three Service members, and that power of co- 
option should be given. Dr. P. J. Gibbons also thought the 
reorganization should be regional, but Dr. J. G. Thwaites held 
that there was no valid reason why, because hospital organiza- 
tion was regional, the Association, which had completely differ- 
ent functions, should be organized on a regional basis. Dr. A. 
Beauchamp thought the Council should sec the whole picture 
of the new constituencies before arriving at a decision. 

Dr. F. Gray said that the advantage of election by grouped 
representatives was that people were elected who were person- 
ally known to those electing them ; they were likely to be people 
attending frequently at Headquarters and whose work for the 
Association was known and appreciated. With the disappear- 
ance of that mode of election a valuable element would be 
removed from the Council. The weak link jn the Association 
was not between the Council and the periphery' but between 
the members of the local executive or those who came regularly 
to Association meetings on the one hand and the rest of the 
profession on the other, and that would not be strengthened by 
these proposals. 

Dr. R. G. Gordon held that before these proposals were 
discussed in detail it should be considered whether a new dis- 
tribution of Branches was desirable. As things stood, the cart, 
was being put before the horse. Dr. J. C. Arthur considered 
that full information should be given about the distribution of 
electoral areas and the possibility of fitting Branches into 
hospital regions before reaching a decision. 

The Chairman suggested that in view of the discussion the 
Organization Committee should give the Council an oppor- 
tunity of seeing a map of the constituencies in their relation to 
regions. 

Dr. Pridham said that the Committee had had a map before 
it and had some ideas on redistribution but had not wished at 
this stage to put them before the Council. He undertook to 
bring the matter forward again at a later meeting of Council 
with this additional information. 

Public Health Salaries 

On the recommendation of the Public Health Committee, 
presented by Dr. R. H. H. Jolly, the Council resolved to inform 
the Minister of the serious unrest and dissatisfaction among 
members of the public health service occasioned by the con- 
tinued delay in opening negotiations on the new scales and 
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conditions of service, and, further, that if negotiations throueh 
approved Whitley machinery were not begun by the end of 
February advertisements from local authorities would not be 
accepted by the British Medical Journal unless the salaries 
offered were in conformity with the Association’s own proposals 
for the new scales. The recommendation was passed by the 
Council unanimously. It was pointed out that the Association’s 
proposals for the new scales and conditions were submitted to 
the Ministry as iong ago as July, 1948, and in spite of repeated 
efforts it had not yet been possible to open negotiations. 

General Medical Services Committee 

Dr. Wand, presenting the report of the General Medical 
Services Committee, covered again some of the ground of the 
earlier discussion in the Council on remuneration." He sat'd that 
the Committee was exploring all possible methods of improving 
the position of general practitioners who had suffered financial 
hardship as a result of the introduction of the National Health 
Service. It was collecting information from four county areas 
and two county boroughs which would enable it to form a 
reasonably reliable estimate of the extent to which the Spens 
recommendations were being implemented. A pilot inquiry was 
also being made into the extent to which the volume of work 
had increased since the introduction of the Service. One point 
which was being taken up with the Ministry was the question of 
the number of general practitioners in the Servire in excess of 
1 7.900, the figure on which the Central Practitioners Fund was 
based. The Ministry had been asked to agree the correct figure 
as soon as possible with a view to the increase of the fund by 
the appropriate proportion. He hoped it might be left to his 
committee to deal with this and other points as they arose. 

Dr. G. MacFeat said that the Highland and Islands Committee 
and the Rural Practitioners Committee in Scotland had dis- 
covered that practitioners did not like to apply for Special 
Inducements Fund payments because they regarded it as the 
acceptance of charity. The practitioners concerned had been 
asked to state their working expenses and an endeavour was 
made to build up a case from these. Dr. J. A. Ireland said 
that one of the reasons why claims on the fund were not made 
was because practitioners were not yet in a position to know 
exactly how much they were down on their practices. 


• Consultants and Specialists 

Mr. R. L. Newell presented the report of the Consultants and 
Specialists Committee. The terms of reference of the Com- 
mittee had given rise to some doubts, and the Committee pro- 
posed and the Council agreed to amend them so that they would 
read that the Committee 

“ shall be an autonomous body with full powers to determine 
policy and- action on consulting and specialist and hospital matters 
through the administrative machinery of the Association. Die 
decisions of the Committee within that sphere shall not be subject 
to approval of the Council or the Representative Body.” 


Mr. Newell reported that after much discussion a joint com- 
mittee had been formed with the Royal Colleges and Royal 
Scottish Corporations, thus providing an appropriate and effec- 
tive machinery for presenting the views of consultants and 
specialists through one channel to the Ministry. Sir Lionel 
Whitby, President of the Association, had accepted the chair- 
manship of the joint committee. 

Dr. Wand drew attention to the financial position of junior 
hospital staff. The method of appointment of new house-men 
at the moment was causing anxiety because men studying for a 
higher degree found that the jobs which W'ould be suitable for 
them with that end in view had already been taken by men 
holding that degree, of whom there were at present a large 
number available. He hoped that a subcommittee would be 
set up to deal with this problem and would include young men 
who could give first-hand information. Mr. Newell said that 
his committee was aware of these facts and had drawn the 
attention of the Ministry to the financial position of these junior 
officers, many of whom were over 30, married, and with a family. 
The Committee was deeply concerned in all aspects of the 


problem. 

Private Practice 

Dr. Wand, on behalf of the chairman of the Committee, Dr. 
I. D. Grant, who is not a member of the Council, also presented 
the report of the Private Practice Committee. Some of the 


subjects included in this report were recorded in the account of 
the Committee proceedings in the Supplement of Jan. 8 (p. 13). 

Women Medical Officers in the Armed Forces 

Sir Percy Tomlinson, chairman of the Armed Forces Com- 
mittee, asked the Council to rescind a resolution which it passed 
in June, 1947, in support of the Medical 'Women’s Federation 
in its representations to the Government on the employment 
of women doctors in the armed Forces. He recapitulated the 
points he had made at the previous meeting of the Council, to 
which a reply had now been made by the Executive Committee 
of the Federation. He considered that the equality for which 
women doctors asked was not really equality' but privilege. 
Physically a woman could not perform a number of jobs which 
fell to a man in the Army ; she could not be in the front line ; 
as a doctor she was the equal of man, but on the military side 
she was not equal. The Council had passed its resolution in 
1947 without being aware of what was to be said from the 
military point of view. In the Navy no women were sent to 
any fighting ship, and on inquiring into the position in the U.S. 
Army and Air Force’ he had been informed that the existing 
regulations made no provision for commissioning female 
physicians and surgeons into the medical corps. 

Dr. Janet Aitken said that women doctors had never claimed 
that they should or could do in the armed Forces exactly the 
same things as men. All they had said was that if they were 
called up as doctors they should be called up in the military 
forces. They did not seek privilege ; they sought only the same 
opportunity as men to do their duty to their country. It was 
said that because women doctors could not conveniently go into 
the front line they must not be commissioned in the R.A.M.C. 
This was to forget that large numbers of men doctors in the 
R.A.M.C.. as in other branches of the Army, never went into 
the front line, nor even left this country, but no one thought of 
saying that they should not be in the R.A.M.C. During the war 
the Navy had women doctors in its service under exactly the same 
terms as men, and this was true of the American Army and 
Air Force, whatever might be the position in peacetime. 

Surgeon Rear-Admiral W. H. Edgar, R.N., said that it seemed 
likely that in the near future women would be entered in a 
women’s corps and seconded for service in the R.A.M.C. Air 
Commodore J. Kyle described the position in the R.A.F. Two 
points in the women's service in the R.A.F. differed from men’s: 
the women were taken into the W.R.A.F., and so far as their 
terms of service were concerned a permanent commission with 
pension was not visualized. Dr. W. M. Knox pointed out that 
in modem warfare not more than 25% of the forces were ever 
in the front line, so that the main argument of the Armed 
Forces Committee did not seem to hold water. The Council 
would make a great mistake if it rescinded this resolution. 

The Chairman said that the Government was at the moment 
considering the .establishment of women’s units. Should the 
Council go back on anything it had done in the past when it 
was likely to be confronted very soon with a new set of circum- 
stances ? It would be wise to wait until the nature of the new 
set-up was known. The Council would never give way on the 
question of the equality of medical women as such, but there 
were other problems which arose in connexion with the fighting 
Services. 

It was agreed to pass to the next business, the Council's 
resolution of June, 1947, still standing. 

Medical Ethics 

It was agreed on the recommendation of the Central Ethical 
Committee that a further edition of the Medical Practitioner's 
Handbook should be prepared at an early cate, as it seemed 
essential for the principles and details of medical ethics to be 
brought to the notice of all newly qualified members of the 
profession. 

The Council also expressed the opinion that while the posi- 
tion in law might be that a practitioner suitably qualified might 
enter his name on two or more lists under the National Health 
Service, for example, as a general practitioner and an optician 
or a pharmacist or both. 

“ this possibility is deplored on the ground that it K beneath the 
dignity of the profession so to act and may promote unethical 
practices.” 
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One member mentioned that a certain practitioner, in addi- 
tion to being on the medical list and the ophthalmic list, was 
on the pharmacists’ and the opticians’ lists, though now on these 
latter lists the word “ limited ” was added to his name. 

The Committee, in reply to a request, had also recorded its 
opinion that it was undesirable for an optician to use a doctor’s 
surgery, as-it might lead to unethical practices. A request had 
been received for a ruling on the .association of doctors with 
central clinics established by dispensing opticians without the 
approval of local ophthalmic medical practitioners. 

Finance and Journal 

The Treasurer (Mr. A. M. A. Moore) reported that up to the 
previous day, Jan. 11, subscriptions had been received from 
a rather larger number than had paid during the first 
eleven days of 1948. There was no indication of any 
extensive change in the membership of the Association. The 
membership now topped 60,000. Regional offices had been 
established at Oxford, Cambridge, Leeds, Sheffield, and Liver- 
pool. and shortly there would be a regional office in Manchester. 

Dr. O. C. Carter, for the Journal Committee, explained 
certain difficulties in carrying out the suggestion that the Supple- 
men t should be stitched separately and inserted loosely in the 
middle of the Journal so that it could be taken out and filed. 
Other suggestions were being considered. 

The Chairman congratulated the Journal Committee, the 
Editor, and the Secretary of the Association on the recent 
improvement in the appearance of the Supplement and in the 
informational value of its contents. 

Dr. G. Ostlere was appointed on probation an assistant editor 
of the Journal. 

Special Committees 

Lord Horder presented an interim report on behalf of the 
Committee on Nutrition. He said that the work of the Com- 
mittee had proved to be rather larger than was expected. Four 
subcommittees had been formed, and a great deal of informa- 
tion had been collected and authoritative opinions obtained. 
Four reports would be published, together with an introduction, 
and it would be for the Council to decide what should be done 
with the report, and whether some more popular presentation of 
the conclusions should be made. He said how highly the 
Committee appreciated the exceptional help given by its 
secretary. Dr. A. Macrae. 

Dr. Mary Esslemont presented a report from the Committee 
on Nursing. It dealt with the proposals for nursing legislation 
which had been submitted confidentially by the Ministry of 
Health. The Committee had made certain observations on 
these proposals, and the Council agreed that further representa- 
tions should be made to the Ministry in accordance with these 
observations, and that steps should be taken to secure 
appropriate amendments of the proposed Nursing Bill. 

Dr. J. G. Thwaites introduced a further report of the Joint 
Committee (with the Magistrates’ Association) on Psychiatry 
and the Law. The Committee has prepared a memorandum on 
criminal law and sexual offenders, and the Council agreed that 
this be approved, published in the Journal . and also circulated 
in appropriate quarters. Several members of Council spoke in 
praise of the document as containing most constructive and 
sensible suggestions. 

Dr. R. P. Liston reported for the Film Committee. He said 
the Committee was anxious to encourage the production 
^■piedical films, but it could not commit the Association finan- 
45*lly for such a purpose. Certain reputable pharmaceutical 
auses, however, undertook the production of medical films, 
which had generally found favour with the profession and had 
een ethically acceptable, although, of course, the firm con- 
cerned obtained a certain advertising value. The Committee 
was anxious to sponsor the production of a film on the treat- 
ment of infections of the fingers and hands, and the oppor- 
tunity had arisen for the production of such a film under 
auspices which would ensure that the work was of high 
standard and formed a valuable contribution to the subject. 

The Council agreed to a recommendation that such a film 
be made. 

Scottish and Welsh Committees 
Dr. G. MacFeat brought forward a report for the Scottish 
Committee on Whitley Council machinery for those employed 


in the National Health Service. The Committee, for reasons 
which were set out in the report, favoured the early institu- 
tion of standing Whitley Council machinery' to deal with the 
terms and conditions both of doctors employed under the 
National Health Service Acts and those employed by .local 
authorities. He brought forward a recommendation that it 
should be a condition of the Association’s acceptance of such 
machinery that it covered all doctors in these categories, and 
that it should contain a provision for a standing Scottish Com- 
mittee of the medical functional council to which should be 
referred matters needing special consideration in the light of 
Scottish experience. This recommendation was agreed to. and, 
on the Chairman’s suggestion that Scotland should not proceed 
further until a Whitley Council was established for the whole 
country. Dr. MacFeat agreed to defer consideration of certain 
further detai’ed proposals. 

A proposal for the appointment of an Assistant Scottish 
Secretary was referred to the Staffing Committee, the Secretary 
being asked to make a report to the Committee. 

Dr. H. R. Frederick reported that the Welsh Committee was 
making continued efforts to secure increased representation of 
the medical profession on hospital management committees. 
The Committee was also reviewing its own constitution and 
functions. 

I Other Business 

Dr. Dain reported for the Committee on the Constitutional 
Position of the Association, which had held two meetings. It 
was hoped to have a report available for a special meeting of 
the Council in February so as to enable the report of the 
Council to be submitted to a Special Representative Meeting 
in March. The Council favoured the proposal that the Special 
Representative Meeting should be called for two days, one day 
to be devoted, as already decided, to terms and conditions under 
the National Health Service, and the other to the constitutional 
problem. 

The Coroners Acts Committee, following upon representa- 
tions from the Consulting Pathologists Group Committee, 
brought forward certain amendments in detail of the recom- 
mendations concerning mortuary accommodation and patho- 
logical facilities which appeared in the last Annual Report of 
Council. The Committee and the Council agreed: (1) To amend 
Clause iv of the recommendation contained in paragraph 118 
of the Annual Report of Council, 1947-8, and approved by the 
A.R.M., 1948, as follows: 

(iv) That mortuaries be made available at central points in each 
coroner’s jurisdiction, equipped with refrigeration and a separate 
viewing room for relatives, the post-mortem room being furnished 
with good lighting, heating, and an ample supply of running water, 
and with facilities for the collection of specimens for histological 
and toxicological examinations; that the assistance of trained 
mortuary attendants be made available: that adequate transport 
facilities for bringing cadavers to the central post-mortem establish- 
ment from outlying mortuaries be provided: and that exception-be 
not taken to the use of the local hospital mortuaries for the conduct 
of necropsies provided the pathologist nominated by the coroner is 
given facilities to use these premises for the purpose. 

(2) To substitute the following recommendation for that con- 
tained in paragraph 1 19 of the Annual Report of Council. 
1947-8: 

That as an interim measure urgent consideration be given to the 
adoption of practical steps for mobilizing pathologists and enabling 
them to travel to the various outlying mortuaries, but that when- 
ever practicable the cadaver be brought to the pathologist for 
examination. 

Dr. R. G. Gordon reported that the Committee on the Post- 
graduate Education of General Practitioners had been fortu- 
nate enough to secure the services of Sir Henry Cohen as its 
Chairman. 

The Council resolved to appoint as its delegates to the British 
Commonwealth Medical Conference at Saskatoon from June 7 
to 9 the President of the Association or, failing him. the 
Immediate Past-President, and the Chairman of Council or, fail- 
ing him, the Chairman of the Representative Body. 

It was agreed to appoint a part-time Public Relations Officer 
for Scotland. 

Routine reports were presented on behalf of the Office, Build- 
ing, Charities, and certain other committees. 
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Superannuation and Pension 

Q. — Is a G.P. entitled to superannuation as well as retirement 
pension at 65 years of age ? My son is a full-time student 
{medical), and l do not see much point in paying for unemploy- 
ment stamps for him (except for a hypothetical widow's benefit ) 
if he is not so entitled. 

A. — For entrants to the National Health Service after July 5, 
1948 (as distinct from those who entered on July 5, 1948), the 
xmtributions and pensions payable under the Health Secure 
Superannuation Regulations will be reduced to take into account 
[he National Insurance retirement pension of 26s. a week. This 
s being done in all public service schemes. The reduction in 
the Health Service pension varies for different classes, but in 
general it will be in the neighbourhood of fl 14s. a year for 
:ach year of contributing service during which the reduced 
contributions have been paid 

Change of Job 

Q. — I cannot afford to continue in practice here. Will you 
flease say when and whether I can claim compensation and 
■efund of superannuation contributions if (a) I enter another 
branch of medicine, (h) I enter some occupation outside 
medicine ? 

A. — Under Regulation 13 of the National Health Service 
(Medical Practices Compensation) Regulations, 1948, the 
compensation payable to a practitioner will be paid on his 
retirement from practice or death, whichever occurs first. For 
the purpose of this regulation retirement from practice means 
retirement from practice as a medical practitioner providing 
general medical services under Part IV of the Act or under 
Part IV of the National Health Service (Scotland) Act, 1947. 
A practitioner receiving compensation on retirement from prac- 
tice in the Service does so without prejudice to his right to 
engage in other fields of medical work. 

In regard to superannuation, a general practitioner's super- 
annuation rights are preserved if he enters another branch of 
medicine within the National Health Service — for example, if 
he accepts a hospital appointment. If he leaves the Health 
Service without having become entitled to any of the benefits 
of the superannuation scheme his contributions will be refunded 
with compound interest 

• Schoolboy from Overseas 

Q. — 7 am resident and domiciled in Jersey. How does the 
K.II.S. affect my son, aged 8. who is at a preparatory school 
in the United Kingdom ? He ts on the school doctofs list, but 
how is the doctor paid? Jersey being outside the UJC., the' 
NJJ.S. does not apply, and n e pay no contributions. 

A.— The benefits of the National Health Service are not 
limited to those who are contributors under the National Insur- 
ance Scheme. Neither are they limited under the Act as it 
stands at present to the people of England and Wales. The 
Minister has announced that the facilities of the Service are 
available to visitors from overseas. Your son is therefore 
entitled to general-practitioner attendance under the Act, and 
if his name has been placed on the list of the school doctor 
that doctor will receive remuneration by way of the ordinary 
capitation fee. ' 

Leave with Pay 

Q. — 7 assume that the holders of resident B appointments in 
the N.H.S. are entitled to lea\-e with pay. If a practitioner has 
a six-months contract, how much lca\-e is he entitled to take, 
and can it he token during the end of the six-months period or 
has he to wait until it is completed ? 

A, — Present position : Hospital residents are part of the 
"transferred” staff of hospitals during the interim period. 
Their terms and conditions of service have been unaltered, and 
consequently if there was any agreement with regard to holidays 
that arrangement would still stand. If no agreement exists it 
would be perfectly reasonable for a resident to ask for, and 
expect to receive, two weeks’ leave in six months. This has 


generally been the custom in connexion with resident appoint- 
ments — e.g., in the old Middlesex County Hospitals residents 
were allowed to take two weeks at the end of their six-months 
appointment and often took their two weeks’ pay for holiday 
following the termination oflthe appointment. 

Provision will be made for the holiday leave of residents in 
future contracts. 

Pensions and the Elderly 

Q. — 7 mu 68 when 7 entered the Sen ice on July 5, 1948 
Although it seems to say in the regulations that a doctor is 
entitled to a pension after 10 years' sen-ice, the Ministry • has 
told me that, owing to my age, e\en though I do 10 years' good 
sen-ice, I shall not be entitled to a penny of pension. TV hr is 
this? Also, the Ministry of National Insurance has told me 
that, owing to age and having been a non-contributor before 
July 5, neither I nor my wife, who is 20 years younger than me, 
can stamp cards and get 26s. a week and 16s. respectively when 
7 retire. Why is this? 

A. — •“ Service,” for th’e purpose of the regulations, mean-- 
service after attaining 18 years of age and before attaining 
pensionable age. “Pensionable age” is the age at which contri- 
butions cease to be payable and service ceases to count This 
is normally 65 years of age, but for practitioners on executive 
council lists it may be extended by the Minister up to but not 
beyond the age of 70. A practitioner who enters the Service 
after the age of 60, therefore, cannot qualify for a pension on 
retirement on age grounds, though he may qualify for an injury 
pension in the event of permanent incapacity through accident 
or injury arising from his duties (for which there is no qualify- 
ing period). If no benefits are payable under the scheme, the 
practitioner’s contributions are refunded with 24% compound 
interest 

On the second point the Ministry of National Insurance 
states: 

“ Your correspondent is not eligible to pay contributions under 
the main National Insurance scheme, and neither he nor his wife 
will therefore be able to qualify for its benefits. 

“The position of elderly persons in relation to the National 
Insurance Act, 1946, received very careful consideration when the 
National Insurance Bill was being framed. It was decided, how- 
ever, that it would not be possible to bring within the scope of con- 
tributor}' benefits persons who had already reached pensionable age 
(i.e., 65 for a man and 60 for a woman) and had no insurance 
qualifications at the start of the new scheme of National Insurance 

“The scheme is based on insurance principles and assumes that, 
in the normal way, benefits will be provided in return for contribu- 
tions paid throughout working life until pensionable age is reached 
In the case of a man this is a period of 49 years. Although con- 
siderable concessions have been made in the case of elderly person;, 
who are liable to pay contributions up to the 65th birthday (60 for 
a woman) enabling them to qualify for a retirement pension after a 
minimum qualifying period of 10 sears, it would not be possible to 
go further than this and extend the contributory benefits to persons 
who were over pensionable age at the start of the scheme.” 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. . 

Non-County Borough Councils. — Dartford, Radcliffe (limited 
to future appointments). Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-Ie- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 


SECRETARY TO LONDON MEDICAL COMMITTEE 

At a recent meeting of the Executive Committee of the Wandswortb 
Division, Dr. Alexander proposed, and Dr. Walshe seconded, the 
following resolution: “That this meeting of the Executive Com- 
mittee of the Wandsworth Division of the B.M.A. heartily con- 
gratulates Dr. Frank Gray on his appointment as Secretary to the 
Local Medical Committee for the County of London; expresses its 
grateful thanks to him for his invaluable services to the Division over 
a great number of years : and extends to him its sincerest good wishes 
for his health, happiness, and success in his new sphere of activity .” 
The resoluu’on was passed with acclamation. 
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Lack of Support for Negotiators 

Sir, — A letter from Dr. G. M. Woddis ( Supplement , Jan. 8, 
p. 16) has a sinister significance. He relates that the Notting- 
ham Branch of the B.M.A., worried by the plight of rural 
practitioners, called a meeting on a Saturday afternoon to dis- 
cuss what measures could be taken to correct it. Invitations 
were therefore sent to 120 members of the Branch, giving the 
purpose of the meeting, and only 15 attended, of whom seven 
were members of the executive. 

One hears similar stories of sparsely attended Divisional 
meetings throughout the country. There are several explana- 
tions. Doctors are grievously overworked, dispirited, suspi- 
cious of their leaders, and generally apathetic and indeed 
despairing. I want to point out what I think may be a very 
serious outcome of this absenteeism from meetings. A large 
part of the administration of the general practitioner service 
will be in the hands of local executive councils and local 
medical services committees. Both of these bodies have a 
delicately balanced composition. On both committees half the 
members are lay and half professional, with a lay chairman. 
If the professional members are slack in their attendance the 
lay members certainly will not fail to take advantage of the 
position, and a situation may come about in which the profession 
will be largely governed by local authorities, a fate which was 
feared and which was stoutly resisted at successive meetings 
of the Representative Body, whose opposition finally defeated 
the earlier proposals offered by the Coalition Government, 
which would have placed the local authorities in control of 
the profession. Verb. sap. 

The framers of the N.H.S. Act, 1946, consistently sought to 
diminish the share allotted to the profession in the administra- 
tion of the Health Services. A recent incident illustrates this 
tendency. At a meeting of the board of governors of a great 
London teaching hospital one of the newly added lay (Socialist) 
members broke into the discussion with the truculent observa- 
tion, “It is time the medical staff realized that not they, but 
we, the lay members, are running this hospital now.” The 
senior physician to the hospital, a member of the board, from 
whom I had this story, blandly countered with, “ Perhaps you 
would prefer to run the hospital without the medical staff.” — 
T am, etc., 

House of Commons E. Graham -LrTTLH. 


Sir, — T he Honorary Secretary of the Nottingham Branch of 
the B.M.A. writes a complaint ( Supplement , Jan. 8, p. 16) about 
the non-attendance of rural practitioners at a special meeting 
held in Nottingham on a Saturday afternoon. He appears to 
require a little instruction on the “ facts of life ” as they affect 
the rural practitioner (and others) at present. The simple truth 
is that the average G.P. has no time to attend meetings on 
Saturday or any other afternoon. Two long “ surgeries ” and 
visits sandwiched between give little time for travelling to 
Nottingham at this time of the year. I can assure him that 
most of us would consider attendance at such meetings a luxury 
or relaxation. 

He also says that “ to safeguard our interests we must act in 
-an organized fashion." Now where have we heard that one. 
f ore ? — I am, etc., 

ewark, Notts. J. J. KENNEDY. 


Payment per Item of Service 
Sir— I t is to be hoped that the survey of sample practice: 
emg investigated will yield some information on the questior 
of average payment per item of service under N.H.S., a poini 
l have never yet seen mentioned. I believe that under N.H.I 

tbc 5 fr,Muo 0Ul ls ' . 6d- wben the capitation fee was 9s. 6d 
At present N.H.S. rates it is therefore unlikely to be more thar 

and P [°, b , ably much less > since more women, elder!} 
patients, and children are now at risk. 

When one considers that 10s. 6d. is considered a fair fee foi 
an antenatal examination carried out at the surgery file aver 
age payment for other services is economically ridiculous, anc 
■on this basis the capitation fee should be at least trebled Ij 
we cannot obtain payment on an item-of-service basis, like 


our dental or New Zealand colleagues, then we should at least 
receive a capitation fee that gives us a fair average payment. 

Another point which must be borne in mind in considering 
sample pracliccs is the amount of private practice remaining 
in them. Any loss of income shown by them is likely to increase 
as time goes on and private practice contracts still further, so 
that in addition to actual loss shown at present some estimate 
should be made for increasing loss. 

If it is found that the average payment per item of service 
under N.H.S. is,’ say, 2s. 3d., then we are x-2s. 3d. worse off 
each time we see one of our erstwhile private patients, where 
,v = the fee previously paid. In effect, it may be argued that 
we are subsidizing our old private patients so that they may 
maintain their standards of living. This was well exemplified 
by a remark made to a colleague by a patient: “I am afraid 
I shall have to join the Health Service after all. I have had 
so many expenses lately. I have just had to buy a new fur 
coat.” 

In spite of what I have just written about capitation fees I 
still consider that the New Zealand system is fairest and would 
be most acceptable to doctor and patient alike. The latter is 
relieved of financial worry, the former is paid on a basis of 
actual work done, and by raising his fees in certain instances 
above the Government level he can receive extra payment for 
special attention and services, or use that means as a deterrent 
to the over-demanding patient. It is, moreover, a means of 
raising standards to those of the best private practice instead 
of lowering them to the worst panel standards, as is bound to 
happen under the present system, which will also lead to a 
lowering of quality in future entrants to general practice. What 
inducements now exist to the prospective entrant to take higher 
degrees or do a series of postgraduate appointments when he is 
ranked by the Minister on the same level (16s. a head) with a 
man with minimum diplomas and no special experience ? — I 
am, etc., 

Maticm. Worcs. G. JAMIESON MEIKLE. 

Sonic Fundamentals ' 

Sir, — I n the smother of words poured out before and since 
July 5 we arc inclined to forget the fundamentals for which we 
should assiduously campaign: 

(a) A bigger capitation fee. 

(b) A country doctor with 2,500 on his list to have income parity 
with a city doctor with 4,000. 

(c) That compensation be related to a special cost-of-living index 
based on, say, the price of a car and several articles of clothing and 
food. (Wiiat will the position of the £1 be in 30 years when some 
are claiming their compensation ?) 

(3) Paid locums for illness and holidays. 

\ 

And the better to implement these, our Association should 
go ahead without delay and become a firmly knit trade union. 
— I am, etc., 

Dimcnnnon, Co. Tyrone. G. AIcClUSKEY. 

A Quarter’s Pay 

Sir, — I have kept a careful record of the daily number of 
visits and consultations during the last quarter, and I find that 
the cheque (gross, before the deduction of superannuation) 
recompenses me by the amount of 3s. 7d. per visit or consulta- 
tion, leaving nothing for telephone consultations, letters, certifi- 
cates unaccompanied by visit or consultation, telephone charges 
for calls incurred on behalf of patients, or postage ditto. This 
3s. 7d. rate is applicable also to minor operations performed in 
my consulting-room and to sewing up heads after accidents. 
I am interested to find that I have visited more patients than 
T have seen at my house.— J am, etc., 

Bristol. H. K. V. Soltau. 

Contact Between Hospital Bodies 

Sir, — S ir Frederick Menzies calls attention ( Supplement , 
Dec. 11, 1948, p. 220) to the “staggering” increases in hospital 
costs since 1939 ; he estimates the current annual cost of the 
available 582,000 beds at not less than £200 million, and suggests 
a survey to secure reductions without which " the enormous 
cost may have serious repercussions on the medical services 
other than hospital work.” It may be questionable whether a 
survey would serve the purpose for the following reasons. Up 
to July 5 last the position, as may be seen from the Hospitals 
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Year Book, was due to the progressive upward trend of all 
commodity prices and wages. These are not amenable to reduc- 
tion by a survey confined to hospitals. From July 5 last onwards' 
the State Service has introduced new elements, but it is not yet 
possible to assess the cost of reshaping the management, admini- 
stration, supply, and staffing of the hospitals under the new 
conditions. It is, however, safe to prophesy that the costs for 
.1948-9 will be well above the highest yet recorded. 

The situation is undoubtedly serious and demands that any 
practicable step to examine all its implications should be taken 
without delay. Might not one such step be to secure a closer 
association between those responsible for policy (the Depart- 
ments of Health) and those responsible for carrying it out (the 
regional hospital boards, boards of governors’, and hospital 
management committees)? There has been plenty of com- 
munication, devolution, and directive downwards. Ought there 
not to be an adequate corresponding channel upwards through 
which the various statutory hospital bodies, and others direct'lv 
connected with hospital affairs, could discuss their problems 
and submit considered views based on their day-to-day experi- 
ence ? • Two-way contact of this kind, particularly if established 
in the early and formative stage, would enable the many prob- 
lems (including costs and such economies as could sajfely be 
introduced without detriment to the Sen-ice) to be brought 
under continuous review and could not but be beneficial "to 
the development of the Sen-ice in every way. — I am, etc., 

J. P. Wetenhall. 

London. W.l. Editor of the Hospitals Year Book. 


Father Cliristmas 

Sir. — I received the enclosed letter to-day from a patient who 
has recently come on to my N.H.S. list. He has never consulted 
me professionally. It is such a beautiful example of the new 
status of the G.P. in his patient’s eyes that I feel its publication 
might cause some rueful amusement. 

“ Will you please let me have a note for the chemist to obtain the 
following: 

2 bottles Compound Syrup of Coctllana— for my cold. 

75 " Benerva ’ vitamin B 3 mg (Roche product) for lumbago. 

100 ‘Veganin.’) 

100 ‘Aspirin.’ ) for Mrs. A. and emergency. 

100 ‘ Anodin.’ ] 

t enclose stamped addressed envelope Thank you.’’ 

— I- am, etc., 

SeaTiew, I.O.XV. PAUL C. CONRAN. 

V See also “Heard at Headquarters.” — E d., BMJ. 


Unnecessary Night Calls 

. Sir, — It must, I am sure, be the lot of most doctors that they 
are from time to time called out at night-time absolutely un- 
necessarily. I was called out of bed at 12.30 a.m. not long ago 
by a woman’s husband, who stated that his wife was “ in agony 
with her throat.” I hurried round prepared for an emergency, 
only to find the woman sitting up in bed and actually smiling. 
There were no abnormal physical signs whatever, and I did not 
mince words about this triviality for which they had had the 
effrontery to bring me round, and for their utter thoughtlessness. 

I find that people on the whole are, if anything, ultra- 
considerate in their anxiety- not to disturb a doctor at night. 
For the recalcitrant few who behave as the people I have 
described above I consider that there should be some redress 
for the doctor besides his prerogative in removing them from 
his list. I suggest that the doctor be paid a special fee by the 
local executive council, recoverable by them from the patients 
concerned. In this way these abuses would be considerably- 
reduced, if not entirely eliminated. — I am, etc., 

London. S.W.10. B. SWEETMA.V. 


Directives 

Sir. — Y ou have appended a footnote to my letter on directives 
( Supplement , Jan. 1, p. 7). I wish to let you see the directive as 
sent out on Dec. 10. It reads: 

“ I am requested by Mr. J. P. Mallett, the secretary- of the Local 
Hospital Management Committee, to draw your attention to the fact 
that patients requiring medical and surgical appliances through the 
hospital services should be referred with a letter to the consultant 
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surgeon of the week at the Royal Salop Infirmary, Shrewsbury, and 
should attend on Wednesdays. 

“ It has been the practice of some practitioners to issue E.C.10's 
to patients requiring medical and surgical appliances which are 
supplied through the hospital service, and I shall be pleased if 
you will refrain from using these forms in future.” 

Now, I think you will agree that the last paragraph in particu- 
lar does not make it clear that articles such as those mentioned 
in your note can be ordered on E.C.10. In fact, I have received 
word privately from the Clerk to the Salop Executive Council 
and from the Senior Administrative Medical Officer, Midland 
Region, admitting that such things as trusses can be so ordered. 
The point is, no amending directive has to date been issued 
although I have asked that this might be done. 

We are all paying through the nose for this so-called Health 
Service. The administrative side of it is clearly costing so much 
that last week it was rumoured in the Press that in reply to a 
request from the MJ.U. the Minister replied that he had no 
more money to increase the capitation fee. We have the right 
to expect an efficient administrative branch at the price, and 
members of it making blunders such as this directive and refus- 
ing, it seems, to admit their mistake by issuing an amending 
directive should in my opinion be replaced by a more intelligent 
bureaucrat. — I am, etc., 

Ludlow, Sa’oq. VICTOR N. FeNTON- 


Basic Salary Warning 


Sir, — 1 think a warning should be given to our colleagues 
who contemplate resigning from the State medical scheme not 
to do so until their claim for basic salary- has been disposed of. 
The Clerk of the London Executive Council informed me to-day 
that the fixed annual payment of £300 is not granted to those 
practitioners who resign. I have therefore worked the scheme 
for six months under an illusion and at a financial loss. — 
I am, etc., 


London. S.XV.6. 


N. J. Caldwell. 


' Promising to Resign 

Sir, — I am in entire agreement with Dr. R. C. McIntosh 
(. Supplement , Jan. 1, p. 8). The doctor has doubtless calculated 
that in advising the profession to resign there are some who 
approve the terms of service, some who do not disapprove, and 
many others who, though disliking them, are not prepared to 
take definite action. To render his proposal effective it will be 
necessary that he should appoint an accredited secretary (and why 
not himself ?) to whom all who think as he does should write 
in the following terms: “I, X.Y.Z., hereby promise to resign 
from the N.H.S. on July 5, 1949, provided that 8,000 general 
practitioners do likewise. I enclose cheque for £100.” 8,000 
resignations is the smallest number which can be counted upon 
to be effective. The £100 is returnable after July 5, but would 
be retained for medical charity in any event of “ ratting.” 

I only regret I cannot be one of the 8.000, since, fearing this 
very state of affairs, I refused to join the Service. — I am, etc.. 

Braintree. Essex. A- ROBERTS 


Dentists’ High Expenses 

Sir, — The difference in gross income allowed to medical and 
dental practitioners appears less “ farcical ” than Dr. GibsoD 
suggests when it is recalled that the Spens Committee found 
average dental expenses to be 52%, while in the higher income 
groups overhead expenses are often between 65% and 75% of 
gross receipts. There is also enormous initial and substantial 
recurring capital outlay, upon which a dentist is entitled to 
expect financial return. 

All will agree that doctors carry far greater responsibility 
and have longer hours of duty- (not work), but fewer perhaps 
appreciate the intense nervous strain involved in carrying out. 
often under water and by indirect vision in a very limited field 
upon a highly- - sensitive part of the body, operations which 
would entail great concentration even if carried out “on the. 
bench.” The intensity of this strain is revealed in the high 
incidence of nervous breakdowns, duodenal ulcers, etc., and by 
the very high death rate among dentists between the ages of 
40 and 50. — I am, etc., 

Bcgsor Reti*. 


Gordon Jeftery. 
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Prescribing in Rural Practice 

Sir, — Under the N.H.S. the provision of medicines for patients 
living in country districts follows closely the arrangements made 
thirty years ago under the and little account seems to 

have been taken of the fact that transport in the country is now 
very much easier for the patient than it was in those days. 
To-day if my patient lives more than two miles from a chemist 
he has to come to my surgery to obtain his medicine. This 
may entail a journey for him of five miles or more. I would 
suggest that it be left to the discretion of the rural practitioner 
to decide in individual cases as to whether it is easier for the 
patient to obtain the medicines from the chemist than from the 
doctor. Such an arrangement would have other advantages too. 
A dispensing doctor can hardl_y.be expected to provide a pharma- 
ceutical service of the same range that a chemist provides. He 
may wish his patient to have some little-used drug which he 
himself has not stocked. A tedious delay is involved in the 
doctor’s ordering it from a chemist and the patient’s then obtain- 
ing it from his doctor. I suggest it could easily be made possible 
for such delay and inconvenience to be obviated altogether. 

I would suggest that dispensing doctors be provided with 
prescription forms differing in some distinct manner from the 
present E.C.10. A different colour would be an obvious solu- 
tion. The dispensing doctor would then, when conditions call 
for it, prescribe for his patient on this form, and the pricing 
bureau would know at once that it was issued from a dispensing 
doctor, and the doctor would be surcharged at the end of the 
quarter with all the prescriptions he had issued. As things 
stand at the moment there is a strong temptalion for the dis- 
pensing doctor to avoid supplying any medicines to his patients 
that involve the tedious method at present required. No doubt 
this would involve an increase in administrative work, but surely 
the Minister would not shirk this. He would undoubtedly wish 
that, if the Service can be improved by harder work on the part 
of the doctors, then the doctors should work harder. The same 
surely should apply to the administrative side. — I am, etc,, 

Wolsion. Warwickshire G. CAMPBELL. 

Elderly G.P.s 

Sir, — May I draw your attention to a manifold injustice 
which the older general practitioners are to suffer under the 
new Health Act ? Those who were over 55 on July 5, 1948, 
do not qualify for pension until they have done ten years’ 
service under the new Act, no matter how many years they 
may have put in in the underpaid service of the N.H.I. In the 
case of a doctor aged 61 before the new Act, who has completed 
twenty-nine years' service under the N.H.I. (apart from war 
service), there is no pension. If allowed to remain in the 
N.H.S. after the age of 65, he would have to be over 71 before 
completing ten years’ service. 

Surely, if the Minister is sincere in wishing all doctors to 
serve under his scheme, he should take practical steps to ensure 
the future of those now elderly practitioners who have given 
the greater part of their lives to the National Service in one 
form or another ? With private practice largely destroyed, 
incomes reduced, living expenses increasing, what likelihood is 
there of saving enough to support old age ? — 1 am, etc., 

Brighton F. E. GORDON WATSON. 

Supplementary Ophthalmic Service 

Sir, — Your note in the Supplement of Jan. 8 (p. 13), entitled 
“ Supplementary Ophthalmic Service,” is a bit watered down 
from the circular letter to ophthalmic surgeons dated December, 
1948. The latter with its veiled threats was a very unwise docu- 
ment, and I will not repeat the terms in which I described it in 
writing to our local representative on the Ophthalmic Com- 
mittee. If a few men are sending in claims for large daily 
lists, it should have been a simple matter to warn them, or to 
place a ceiling on the number of cases to be paid for daily or 
monthly to any one individual. The rush of eye patients is 
phenomenal and they must be dealt with by somebody, and it 
is common knowledge that there are large waiting-lists in every 
centre. This is not the fault of the eye specialists, and our 
representative should keep on pointing out to Mr. Bevan that 
he has made a bad miscalculation instead of letting the idea 


get abroad that the wicked eye specialists are making far more 
money than they are entitled to. What the country needs is 
more eye specialists, and any move now to lower fees will be 
a fatal blow at the recruiting. 

All this talk about spending an average of half an hour with 
each patient is only eyewash. It isn’t the minutes that will cure 
the patients if the skill isn’t there or the examiner conscientious. 

I can quite understand an ophthalmic optician taking at least 
half an hour to do his examination, as he has never had enough 
training or knowledge to recognize an abnormality quickly, but 
it is just nonsense to say that every eye specialist must spend at 
least half an hour with every patient, especially when he can 
have all the actual clerical work done by somebody else. 

Would he be subject to rebuke if he spent an hour making 
sure of an incipient glaucoma and then only quarter of an hour 
on each of two middle-aged presbyopes ? All over the provinces 
there are responsible ophthalmic surgeons with busy hospital 
appointments who are trying to work off large waiting-lists of 
refraction cases in supplementary eye centres, and if they do see 
20 to 25 cases in the days they can allot to this kind of work it 
is only done by the sweat of their brows and at the expense cl 
what remains of their private practices. Moreover. I very much 
doubt if they gain much increase on their gross takings. If, as 
I fear, there is a scheme to lower the fees they would be justified 
in saying, “ Not good enough,” as they had to do in the bad old 
days of the N.O.T.B. ; then the waiting-lists would be so lengthy 
that most of the sensible patients will save up enough for a 
prompt private consultation and the careless remainder wil 
entrust themselves to opticians. 

If this occurs Mr. Bevan’s scheme will have failed irretriev- 
ably. and recruiting of enough young eye specialists will nevei 
materialize. 

My advice to every ophthalmic surgeon is to write without 
delay to his regional representative and say that he will never 
agree to a reduction of the present fees, not alone because of 
his own circumstances but equally because of his hopes for the 
future. — 1 am, etc., 

Galmpton, Dcion, CECIL B. F. TrVV. 

Payment by Patients 

Sir, — A fter six months’ experience of the new Health Service 
we must agree that the major cause of dissent by both patient 
and doctor is finance. To the layman free treatment is off-hand 
treatment. I suggest a patient pays a nominal fee, say Is., to 
consult his doctor and to prove his bona fides. 

The' trade unionist with his large stipend svould be little 
affected, and there should be little repercussion on the mob vote. 
Our proctor’s seat remains safe. The “vermin” need not 
approach us with diffidence, as is their present tendency, as 
pauper patients with no means of y showing gratitude. It will 
deter the “something-for-nothing ” brigade, and the doctor feels 
that his work is rewarded. — I am, etc., 

Hirh Wycombe, Bucks. G. E. CHURCH. 

Basic Salary V 

Sir, — I would like to endorse the views of - Dr. John A. 
Fraser (Supplement, Dec. 18, 1948, p. 232), who doubts the 
wisdom of the Negotiating Committee in opposing Mr. Bevan’s 
proposal of basic salary for all practitioners joining the Ser- 
vice, which was amended later by him to basic salary for all 
practitioners who want it. 

When the profession was asked to vote for or against basic 
salary the majority may have voted against basic salary because 
this question was at that time tied up with another more vital 
question regarding the ownership of goodwill. But when it 
became obvious that the B.M.A. could not persuade the 
Minister to allow practitioners to retain the ownership of their 
practices the majority of the practitioners must have felt that 
they had to assume the status of branch managers in a State- 
owned multiple store, and therefore it no longer mattered 
whether the remuneration was by salary or by capitation or 
both so long as it was adequate. This is obvious, without going 
to a third plebiscite, by the number of practitioners who voted 
against salary and have since’ applied for it and actually feel 
disconcerted owing to the refusal of their executive councils 
to make the award. 
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7 Moreover, for many practitioners who in the past have relied 
' for most of their income on private practice built up after many 
years of service of a quality seldom to be found in any panel 
or State practice, and who now face great hardship, the basic 
^ salary; was the only bright spot in the whole of the N.H.S. 

5 scheme. It is a great pity that the B.M.A. went, to such lengths 
-)with the Minister to blot it out. It makes one wonder if it 
: would not be better for the practitioners if the B.M.A. con- 
? lined its activities to social and scientific proceedings, and left 
.-■ the representation of their financial interests in the hands of 
1 -some other body better fitted for the task. — I am, etc., 

* Nottingham. , G. CHAND. 

5 POINTS FROM LETTERS 

; Cut in Dentists’ Earnings 

: Dr. F. W. Cheese (Stourbridge, Worcs) writes: . . . Mr. Bevan 

! -should have known the following facts, and if he did know them 
. he should not have ignored them. Here are the facts: (1) A shortage 
■of dentists has been known for many years. (2) That many dentists 
. were- called up for duty with the Services, resulting in the civilian 

- population being left with a very depleted staff of dentists. (3) Most 
doctors have advised many of their patients to seek dental treatment 

\and in many cases this advice was not acted on because of the 
''expense. (4) For over five years the public have been promised free 
dental treatment when the new Health Act came into force. (5) Now 
the accumulated arrears of dental defects have come to harvest. Had 
the .dentists been allowed to carry on without this threat to their 
■earnings the vast arrears of work would very* probably have been 
cleared off within two or three years. The rush of work would be 
over and dentists’ work and incomes decline. 

r Act Now 

Dr. J. McL. Lees (Walsall, Staffs) wiites: Why are we bound 

- to 44 Spens ” ? Let us demand a capitation fee (with only super- 
’ annuation deducted) which we consider adequate. If not granted, 

’ let us get out, and stay out, of the Health Service until our 

demands are met. . . . Professional ethics and our duty to patients 
: have little if anything to do with our dealings with this Minister of 
Health. Let us give “ Strike ” Bevan the only argument he under- 
stands. Let us do it quickly. Enough of this awaiting reports— 
the Journal correspondence speaks for itself. Let us act now; it 
may soon be too late. 

Employment of Assistants 

Dr. W. B. Howell (Brenchley, Kent) waites: In his second letter 
( Supplement , Jan. 1, p. 8) Mr. Donald M. O’Connor suggests that 
I should read his first letter ( Supplement , Nov. 13, 1948, p. 1 77) 
with more attention. I can still find little else in his letter but that 
he was disgruntled when he discovered that he could not carry an 
assistant employed hy him on July 4 forward into the new Service 
and charge the expenses up to the Training of Assistants Scheme. 
-If this was not the real point he wished to make in his original letter 
, why introduce his first quarter’s figures, as these were only relevant 
in so far that they indicated that he had been badly hit as the result 

• of his being misled by paragraph 6 of the circular <4 Remuneration 
of General Practitioners ” ? The last sentence of this paragraph, 
that is, 44 Further details will be announced later,” surely suggests 
that at the time of publication of the circular — April, 1948 — the 

. final details of the Training of Assistants Scheme had still to be 
decided upon, and that with so many more urgent problems await- 
ing negotiation these details w T ould not have been settled in time 
to allow Mr. O’Connor to continue to employ his previous assistant 
on July 5 at public expense. ... 

%* This 'correspondence is now closed. — E d., BMJ. 


The Ministry of Health states that the number of hospital nurses 
and midwives working full time in England and Wales rose by 
nearly 3,000 between June and September, 1948. In June, 1947, 
there were 115,500; in June, 1948. 118,000; and in September, 1948, 
121,000. This total includes those trained and in training. Part- 
time nursing and midwifery staffs in hospitals show a rise of 2,000 
between June and September, 194S, and of 9,000 over the 15 months 
from June, 1947. Comparative figures are: June, 1947: 10,700; 
s *>June, 1948: 17,400; Scpiember, 1948: 19,500. There has also been 
an increase on the domestic side as follows. Full-time domestic 
staff: June, 1947: 99.400; lune, 1948: 99.700; September, 1948: 
99,700. Part-time domestic stuff: June, 1947: 18,100; June, 194S: 
21,600; September, 194S: 23,100. This general increase in hospital 
staffing has made it possible to institute a 96-hour fortnight in more 
hospitals, as well as to reopen beds closed through lack of staff. 
The point has now been reached wfien every addition to ’hospi’a! 
nursing and midwifery staff means the opening of more beds or the 
improvement of working heurs and conditions — sometimes both. 


B.MA. LIBRARY 

The following books have been added to the Library : 

Abderhalden, R.: Vitamine, Hormone, Fermente. Dritte Aufiaae. 
1946. 

Anderson, H. H., Murayama, F., and Abreu, B. E.: Pharmacology 
and Experimental Therapeutics. 1947. 

Andia, E. D.: Fantasias del Pens3miento Medico. 1947. 

Anjo, C.: Luta Anii-ven£rea. 1948. 

Bachman, G. \V., and Meriam, L.: The Issue of Compulsory Health 
Insurance. 1948. 

Ball, F. N.: National Insurance and Industrial Injuries. 194S. 
Bas'.edo, W. A.: Pharmacology, Therapeutics, and Prescription 
Writing. Fifth edition. 1947. 

Baxter, J. S.: Aids to Embryology. Fourth edition. 194S. 

Bergler, E.: The Battle of the Conscience 1948. 

Bibby, C. : Sex education. Second edition. 1948. 

Brams, W. A.: Treatment of Heart Disease. 194S. 

Brocher, J. E. W. : Die Scheuermannsche Krankheh und Ihre 
Differentialdiagnose. 1946. 

Browm, E. L. : Nursing for the Future : a report prepared for the 
National Nursing Council. 1948. 

Brown, F. J.: Educational Sociology. 1947. 

Brues, C. T.: Insects and Human Welfare. Revised edition. 1947. 
Cameron, J. (Editor) : Trial of Heinz Eck et al. (at the 44 Peleus ” 
Trial). 1948. 

Clayden, E C.: Practical Section Cutting and Staining. 194S. 
Comfort, A.: First-year Physiological Technique. 1948. 

•Compere, E. L., and Banks, S. W.: Pictorial Handbook of Fracture 
Treatment. Second edition. 1947. 

Cook. D. : Ulcer: the primarv cause of gastric and duodenal ulcer. 

1946. 

Cooper, E. R. A.: Human Histology. Second edition. 194S. 
Cowdry* E. V.: Laboratory’ Technique in Biology and Medicine. 
Second edition. 1948 

Crosse, V. M. : The Premature Baby. Second edition. 1949. 
Crowe, H. W. : Osteo-arthri.is of the Hip-joint. 1948. 

Culpin, M.: Mental Abnormality: facts and theories. 194S. 
Davies, M. B. : Hygiene and Health Education: for training colleges. 

Fourth edition. 1948. 

Davson, H.: Physiology of the Eye. 1949. 

Dobbie, B. M.: Obstetrics and Gynaecology : a synoptic guide to 
Treatment. 1948. 

Doggart, J. H. : Ocular Signs in Slit-lamp Microscopy’. 1949. 

Ford, E. B.: Genetics for Medical Students. Third edition. 194S. 
Gabriel, W. B.: Principles and Practice of Rectal Surgery. Fourth 
edition. 1948. 

Goyal, J. R.: Recent Advances in Therapeutics (Part I and II) 
Third edition. (Delhi.) 194S. 

Joint Commission on Education: College Curriculum in Hospital 
Administration. 1948. 

King. B G., and Roser, H. M.: Anatomy and Physiology Laboratory" 
Manual and Study Guide. Third edition, 1948. 

Kraetzer, A. F. : Procedure in Examination of the Lungs. Third 
edi ion. 1947. 

Lockhart, R. D. : Living Anatomy. 194S. 

McDonald, J. J., Chusid, J. G., and Lange, J.: Correlative Neuro- 
anatomy. Fourth edition. 1947. 

Miller, R. F. E.: Practical Photomicrography. 1943. 

P.E.P. : Population Policy in Great Britain: a report. 1943. 
Percivat, G. H., and Toddie, E. : Dermatology for Nurses., 1947. 
Pistre, M.: Histoire Toulousaine du Metier d’Apothicaire. 1943. 
Povnter, F N. L. (Editor): Selected Writings of William Clowes*, 
j 544- 1604. 1948. 

Reddv, D. V. S. : The Beginnings of Modem Medicine in Madras. 

1947. 

Remlinger, P., and Bailly, J.: La Rage: Etudes cliniques, experimen- 
tales et immunofogiques. 1947. 

Royal College of Obstetricians and Gynaecologists: Maternity in 
Great Britain. 1948. 

Roydcn, M.: Sex and Commonsense. 1947. 

Savage, Sir W. : Practical Public Health Problems. Second edition. 
1949. 

Selling. L. S., and Ferraro, M. A. S.: The Psychology of Diet and 
Nutrition. 1947. 

Slaughter, F. G. : The New Science of Surgery. 1948. 

Soibelman, D.: Therapeutic and Industrial Uses of Music. 194S. 
Stitt, E. R., Clough, P. W., and Branham. S. E.: Practical 
Bacteriology, Hematology, and Parasitology. Tenth edition. 1943. 
Stones, H. H. : Oral and Dental Diseases. 1948. 

Thomson, Sir St.C., and Negus, V. E!: Diseases of the Nose and 
Throat. Fifth edition. 1948. 

Watkins, A G. : Paedia’rics for Nurses. 1947. 

Webster, F. A. M.: The Science of Athletics. Revised edition. 194S. 
Wil'i^ms. H.^ Men of Stress: three dynamic interpretations. 1948. 
Wolff, E. : Diseases of the Eye. Third edition. 1948. 

Women’s Group on Public Welfare: The Neglected Child and his 
Family. 194S. 

Wuhrmann, F., and Wiinderlv, C. : Die Bluteiweisskorper des 
Menschen. 1947. 


42 Jan. 22, 1949 


SUPPLEMENT to the 
ISKIIISII MtUICAL JOURNAL 


H.M. FORCES APPOINTMENTS 


H.M. Forces Appointments 


Association Notices 


REGULAR ARMY: EMERGENCY COMMISSIONS 
Royal Army Medical Corps 

War Substantive Major W. H. R. Lumsden has relinquished his 
commission and has been granted the honorary rank of Lieutenant- 
Colonel. 

War Substantive Captain W. Fabisch has relinquished his com- 
mission and has been granted the honorary rank of Major. (Substi-. 
tuted for the notification in a Supplement to the London Gazette 
dated July 6, 1948.) 

Captains G. Grant and P. Venables have relinquished their com- 
missions and have been granted the honorary rank of Captain. 

Captain R. M. Ingtis has relinquished his commission on account 
of disability and has been granted the honorary rank of Captain. 

War Substantive Captain J. D. McGregor has relinquished his 
commission on account of disability and has been granted the 
honorary rank of Major. 

War Substantive Captains F. L. Potter, M.B.E., A. Gild, C. E. 
Hunter, S. Chatterjee, J. Sharkey, and W. C. D. Lovett have relin- 
quished their commissions and have been granted the honorary rank 
of Major. 

War Substantive Captain J. R. McGregor has relinquished hts 
commission and has been granted the honorary rank of Major. 
(Substituted for the notification in a Supplement to the London 
Gazette dated Aug. 27, 1946.) 

War Substantive Captains C. I. Humbert, B. G. Paul, D. Ungar, 

J. R. Harries, A. F. Crick, and P Hogg have relinquished their com- 
missions and have been granted the honorary rank of Captain. 

Short Service Commission, Specialist . — Captain A. L. Wingfield 
has relinquished his commission and has been granted the honorary 
rank of Lieutenant-Colonel. 

Lieutenants J. K. Baird, H. Baker, E. Barnett, F. A. Beale, T. L. 
Bfcgg, J Black, P. S. Brown, G. O. Clark, B. O. Clements, D. C. 
Cockburn, J. T Crean, R. R. De-Mowbray, J. H Fox. E. J. Gow, 
P Hampson, D G. Hardy, G. Hird, J. B. Howard. D. A. Jack, E. 
Jones, S. Kolinsky, J. B. Lawson, B. H. Lees. C.. Levin, J. M. 
Loughran, G. 1. Lumsden, C. D. R. Perigelly. R. L. Richards, J. B. 
Ritchie, M. J. Roper-Hall, B. Rcubner. I. W. Sinclair, C. R. B. 
Stewart, R. G. Stewart, T. Symington, B. Towers, J. K. B. 
Waddington, R. J. S. Weir, P. M. C. Maik, A. D. Bangham, J. R. G. 
Bastable, K. R. Brookes, K. B. Chambers. J. 1. Cohen, D. J. 
Crockett P J. Dwyer, J. B Eades, D. J. Gardner, J. P. Graham, 

K. C. R. Halliday. R. H. Hansell, R. E. A. Hansen. J. M. Holmes, 
D A. L. Jones, D. W. W. Jones, O G. Jones. H. Kcidan, I. A. 
Kellock, R. J. Kleinglass, A. H. Levy, F. D. Lumb, H. Mackenzie, 
A. Maclennan, D. G. Maurice, K. R. Ogilvie, H. Rczler, A. R. 
Somncr, W. A. L. Thompson, J. C. Whitlam, R. Wolfson, D. L. 
Woolf, and H. M. White to be Captains. 

Lieutenant (War Substantive Captain) J. B. Stafford, from I.M.S., 
to be Lieutenant/ 

To be Lieutenants : A. C. Anderson, K. W. Blaikie, W. S. Bowman, 
W. W. Brvett, D. Cooper, D. McL. Cunningham, R. C. Davison, 
J. R. C. Flett, B. Goodman, R. Hodgkinson. C. W. Hollingsworth, 
M. Hyman, W. Lees, R. Marshall, J. A. McCusker, B. V, McEvedy, 
J. E. Middleton, D. H. Miller. P. S. Moore, R. J. A. Nicol, D. J. 
Oakland. B. G Pickles, P. Pratt, D. R. K. Reid. A J. Russell, 
G. C. Ryan, J. D. Scott, P. W. Seargeant, B. A Shelmerdine, G. R. 
Tudhope, K. D. J. Vowles, N. MacG. D. Blyth, D. M. Cameron, 

J. A. L. Clark, P J. Croxford, J. G. Dickson, D. E P. Forbes, 
R. Gilloit, R. 1. MacP. Hepworth, J. A. G. Holt, H. A. Jones, 

K. M. Leighton, J. S. M. Low, C. C. Lutton, G. C. Manning, 
A. G. Milne, J. Newall, A. G. B. Poole, G. L. Ritchie. J. Savy, 
E. P. H. Shorn, D. W. C. Smith, B. J. Sproule, W. B. D. Storic, 

D. T. Sutherland, P. J. Walker. K. C. Watson. G. F. Watt, and 

E. W. Wright, T. Barker, A. J. Beaie, J. D. Brackenridge, A. Bryce, 

E. J. Clegg, A. L. Cowan, J. M. A. Critchlcv, A. G. Davidson, 
W. W. Douglas, H. A. F. Dudley, E. J. Fairlie, J. Z. Garson, J. A. 
Gawthorpe, J Gloster, E. W. Green, A. E. W. Gregson, R. D. 
Haigh, T. B Hogarth A. Hunter, A. H. Kitchin, A. G, McCallum, 
A. D. Macdonald, D. C. Morley, J. I. Murray Lawson, T. G. 
Osmond, T. J. Powell, R. H B. Protheroc, D. M. Serr, J. R, 
Spears, S. Sternberg, W. M. Sutcliffe, I. W. Stoddart, K. H, Sykes, 
G. C. Turner. J S. Washington, A. O. Wilson. B, Winocour, E. 
Hirsch, R. I. K. Blyth, N L. Bucky, T. C. Dow, R. W, Day, 
D. H. Forsdick, T. W. H. Forster, J. D. Fuller, J. D. Heighsvay, 

F. H. W. Johnson, D. E. Oakley, I. C. L. Patch, F. I. Powell, D. W. 
Purser, M E. Y. York-Moore. 

The notification regarding Lieutenant J. J. A. Reid in a Supplement 
to the London Gazette dated Oct. 8 has been cancelled. 

The surname of Lieutenant A. Cledwyn-Davies' is as now described 
and not as notified in a Supplement to the London Gazette dated 
Aug. 20. 

WOMEN’S FORCES 
Employed with the R.A.M.C. 

Captain A. G. Harrison has relinquished her commission and has 
been granted the honorary rank of Major. 

Captains A. Faulkner and M. H. Swift have relinquished their 
commissions and have been granted the honorary rank of Captain. 
Hilary E. C. Miller to be Lieutenant. 


AREAS OF ST. HELENS AND WARRINGTON 
DIVISIONS 

Notice is hereby given by the Council to all concerned that the 
urban district of Newton-lcAVillows has been transferred from 
the St. Helens Division to the Warrington Division. 

Charles Hill, 

Secretary. 


Diary of Central Meetings 
January 

25 TucS. Organization Committee, 2 p.m. 

27 Tlturs. Colonies and Dependencies Committee, 2 p.m. 


Branch and Division Meetings to be Held 


Aldershot and Basingstoke Division. — At Rothcrwick Village 
Hall. Sunday, Jan. 23, 3 p.m. Subject: "Remuneration under the 
N.H.S,” 


Bath, Bristol, and Somerset Branch. — At Musgrovc Park 
Hospital, Taunton, Saturday, Jan. 29, 8.30 p.m. Address by Mr. 
John Barron : “ Plastic Surgery.”, 

East Suefolk Division. — At Physiotherapy Department (old 
Nurses Lecture Room), East Suffolk and Ipswich Hospital. Friday, 
Jan. 28, 8 p.m. Lecture-demonstration by Mr. Ronald Raven on 
“Cancer,” illustrated by clinical casts and epidiascope. 

Hendon Division. — At Hendon Hall Hotel. Wednesday, Jan. 26, 
8.30 p.m. Dr. E. F. Rabcy: “Some Practical Suggestions on the 
Diagnosis and Treatment of Backache." 

Hertfordshire Branch. — At Methodist Hall, Marlborough Road, 
St. Albans, Friday, Jan. 28, 2.30 p.m. Address by Dr. Charles Hill: 
“ Current Problems.” 


Marylefone Division. — At Manson House. 26, Portland Place, 
London, W., Friday, Jan. 28, 8.15 p.m. Discussion: "Present 
Situation in the Medical Profession.” 

Metropolitan Counties Branch. — In the Great Hall. B.M.A. 
House, Tavistock Square, London, W.C.. Thursday, Jan. 27, 8 p.m. 
Address by Dr. Charles Hill: "Terms of Service.” 

North Northumberland Division.— At Blue Bell Hotel, Belford. 
Thursday, Jan. 27, 7.30 for 8 p.m. Annual dinner. 

South-West Essex Division. — At Clinic Hall. Thorpe Coombe 
Maternity Hospital, Wednesday, Jan. 26, 8.30 p.m. Mr. Charles 
Donald : " Swellings and Sinuses in Childhood.” To be illustrated 
by lantern slides. 

Wandsworth Division. — At South London Hospital for Women 
and Children, South Side, Clapham Common, S.W., Sunday, Jan. 23, 
10.30 n.m. Clinical meeting. 

Westminster and Holborn Division. — Joint meeting with Chelset 
and Fulham and Kensington and Hammersmith Divisions at Post- 
graduate Medical School of the Royal Cancer Hospital, 24, Onslov. 
Gardens, Fulham, S.W., Wednesday, Jan. 26, 8.30 p.m Dr. P. E 
Thompson Hancock and Mr. R. C. B. Ledlie: "Cancer of the 
Stomach.” Open to all medical practitioners in the area of the 
Divisions. 


Meetings of Branches and Divisions. 


Caernarvonshire and Anglesey Division 

The Annual Meeting was held on Dec. 19, 4948, at Bangor. The 
following officers were elected for 1949: Chairman, Dr. G. Idwai 
Griffiths. Vice-chairman. Dr. E. H. Morris. Secretary, Dr. R. Ree: 
Prytherch. To be members of Branch Council: Dr. J. H. Hughes, 
Dr. Maddock Jones, Dr. D. Glanville Evans. Dr. G. Mansell 
Williams. To be members of executive council of Division : Dr. J. H 
Hughes, Dr. A. Maddock Jones, Dr. D. Glanville Evans, Dr. G, 
Mansell Williams, Dr. Leslie W. Jones. To be members of Local 
Medical War Committee: Dr. 1. Mostyn Williams, Dr. D. Glanville 
Evans, Dr. G. ldwal Griffiths; together with present members: Dr. 
A. Maddock Jones, Dr. W. Hilton Parry, Dr. C. A. A. Lever. Dr. 
D. Page Thomas, Dr. W. Charles Evans, Dr. D. E. Parry Pritchard, 
Dr. I. Mostyn Williams was elected representative on the Welsh 
Committee and Dr. G. P. Williams representative on the 
Representative Body. 

The following resolution was passed unanimously: "That the 
meeting expresses extreme disapproval of the present position of the 
general practitioner under the National Health Service, and urge j 
that there should be an immediate increase in the capitation fee to 30s 
(minimum), and that the mileage 'grant should be made adequate; 
that payment should be made monthly to doctors; that telephone, 
postage, and other overhead expenses of running a practice should 
be taken over and paid for by the Government.” That there should 
be a Welsh secretary resident in Wales was proposed and carried. 
The reconstitution of the Welsh Committee teas tip reed to. Memo- 
randa from Winchester, West Sussex, Brighton, and Birkenhead and 
Wirral Divisions were nil supported whole heartedly A proposal that 
there should be £150 basic car allowance in addition to present 
mileage was carried. 



LONDON SATURDAY JANUARY' 29 1949 


THE USE OF SEX HORMONES IN THERAPEUTICS* 

BY 

P. M. F. BISHOP, D.RI. -- 

Endocrinologist to Guy's Hospital, Chelsea Hospital for Wom^ n and the Department of Obstetrics and Gynaecology 

British Postgraduate Medical School 


; Modern sex-hormone therapy is no more than fifteen years 
lid, and, considering that progress was seriously retarded 
during the war, the rapidity with which this branch of 
therapeutics has expanded is remarkable. ..Few could have 
imagined that it Mould spread beyond the narrow confines 
of gynaecological endocrinology, and yet to-day sex hor- 
mones are beginning to play a prominent part in cancer 
vafttaar/, gtaiwai 1 imssfciiiu’, asrf satnl ynf Air jSpvwkASvaf as- 
lermatology. It has therefore become the duty of every 
loctor to learn how to administer these substances 

Technique of Sex-hormone Administration 
The sex-hormone compounds at present employed in 
±tis country, together with their routes of administration 
ind dosage, are set out in the accompanying Table. The 



Route of | 


Dosage 



i tration j 

Lev. i 

Moderate 

High 

Destrogen>: 





Natural: 





Ocsirons 

Oral 

[ 3.000-10,000 i u. 




Oestradiol 

Injection 

__ 

10,000-50,000 i b u 

— 

( benzoate 
“ Oestrone 



Oral 

0 625 mg 

1-25-5 mg 

— 

sulphati” 

Synthetic: 



Stilboestrol 

Oral i 

0 1-0 5 mg.. 

1-3 mg 

5-15 rag 

Dienoestrol 


0 3-3 mg. 

3-10 mg. 

15-50 mg 

HeAoestrol 


3-5 mg. 

— 

— 

Ethinyl 

oestradiol 

” 

0 025-0 05 mg 

0 05-0 15 mg 

0 25 rag 

Progestogcns : 





Progesterone 

Injection 

— 

5-20 mg 

— 

Ethisterone | 

Oral 

— 

20-50 mg 

— 

Androgens : 
j Testosterone 




1 

Injection 


10-25 mg 

\ 50-100 mg. 

a propionate 1 





4 Methyl test- 
osterone 

Oral 

1 :>-15 mg 

i 

30-60 mg. 

i 


dose ranges are based not upon any universally agreed 
scale, for no such scale exists, but upon personal experience 
and opinion, except in the case of ethinyl oestradiol, which 
has only just been launched upon the British market and 
the figures for which are therefore taken from the American 
literature. Other routes of administration than by mouth 
and by injection are employed, but these will be specifi- 
cally mentioned in discussing the conditions for which they 
are to be preferred. Nausea and other side-effects may 
accompany the use of any of the synthetic compounds, but 
fortunately the “ toxicity ” range usually lies well above the 
“ low ” and moderate ” therapeutic ranges, except perhaps 
n the case of stilboestrol, though even Math this compound 
he high incidence of side-effects so often experienced is due 


*A postgraduate lecture delivered at the Society of Apothecaries on 
Nor. 2. 194S. 


to lack of appreciation of its potency and the consequent 
tendency to use it in excessive doses. 

Substitution Therapy in Gonadal Deficiency 

The most logical use of sex hormones is to compensate 
for deficient gonadal secretion. To obtain the best results, 
however, it is well to distinguish between congenital and 
a cquired gonadal deficiency. Ovarian agenesis and the 
failure of the testicles to develop or descend give rise to 
a bjective signs, such as infantile genitalia and scanty body- 
hair growth in both sexes, with amenorrhoea and lack of 
breast development in the female, and eunuchoidal lengthen- 
ifig of arms and legs and absence of beard and adolescent 
v oice changes in the male. Embarrassment and introver- 
sion are understandable accompaniments of these serious 
Physical defects in both sexes, but there is in addition a 
characteristic timidity which is especially noticeable in the 
e unuchoid youth and which, with androgen therapy, gives 
Place to a more self-reliant, forceful, and aggressive per- 
sonality. The aggressive properties of male hormone have 
been demonstrated in a fascinating study of the “peck 
°rder ” in hens. Twelve hens from different broods when 
Put together will quickly arrange themselves in a peck 
°rder. No. 1 hen pecking the rest and No. 12 being pecked 
hy all. Administration of androgen to this last hen will, 
however, soon send her to the top of the peck order. Treat- 
ment of these mainly objective signs consists in intensive 
administration of sex hormones, preferably by pellet 
implantation. Breasts and the natural female curves may 
develop in the woman ; beard and body-hair growth, 
deepening of the voice, erections, and emissions may 
Appear in the man,, in addition to the awakening of male 
Aggressiveness. 

Acquired gonadal deficiency, on the other hand, leads 
[ o characteristic subjective symptoms, such as hot flushes, 
headaches, giddiness, lack of concentration, irritability, 
e motional instability, and easily induced fatigue, but to 
few or no objective signs. The severity of these symptoms 
v aries from case to case. In most men and many’ women 
the climacteric is symptomless. At the worst the natural 
climacteric is a self-limiting condition readily controlled 
by judicious administration of the appropriate sex hormone. 
At the menopause the smallest daily dose of oestrogen 
'Vhich will appreciably diminish but not necessarily abolish 
the number and severity of the hot flushes should be deter- 
mined by careful trial, and the aim should be to wean the 
batient as soon as possible from this dose. Overdosage 
leads, apart from the probability’ of annoying if not alarm- 
ing uterine bleeding, to such symptoms as abdominal dis- 
tension and headaches and not infrequently to return of 
•he hot flushes. 
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Sudden deprivation of actively secreting gonads by 
castration in the adult of either sex, or by destruction 
of ovarian function with radium or deep x-ray therapy, 
at whatever age it is performed, may lead to a stormy 
climacteric, difficult to control and certain to be prolonged. 
In the male this may be characterized by frequent drenching 
hot flushes and physical weakness which may seriously 
interfere with work. Implants of four 100-mg. pellets of 
testosterone repeated every six months will fortunately con- 
trol nearly every case. In women, however, the results 
of treatment of the artificial menopause are often less satis- 
factory, and the dose of oestrogen may need to be increased 
until there is likelihood of troublesome uterine haemorrhage 
unless the uterus has been extirpated with the ovaries. Not 
only do hot flushes occur, but severe headaches and intense 
depressions are in some cases such prominent and distress- 
ing' features that every gynaecologist should be reluctant 
to deprive his patient completely, by whatever means, of 
functionally active ovarian tissue whatever her age may be. 

Certain post-climacteric conditions seem, from their speci- 
fic response to gonadal hormones, to be manifestations of 
sex-hormone deficiency. In women the troublesome itching 
of kraurosis vulvae and senile vaginitis will be promptly 
relieved by a short course of moderate doses of oestrogen. 
A somewhat rare condition of hyperkeratosis of the palms 
of the hands and soles of the feet (keratodermia of 
Haxthausen), with sore and bleeding fissures, is seen in the 
post-climacteric period and responds well to similar treat- 
ment. In elderly men the skin tends to become thin and 
atrophic, and this is sometimes associated with intense 
irritation, which may be relieved by androgen therapy. 

Sex Hormones in Gynaecology 

The female sex hormones control the events of the endo- 
metrial cycle which culminate in “ menstruation,” or 
uterine bleeding resulting from complete shedding within 
a period of three to five days of the superficial layers of 
an endometrium stimulated first to grow 
under the influence of oestrogen and sub- 
sequently to secrete under the influence 
of progesterone. Uterine bleeding may 
occur, however, in association with a 
variety of endometrial patterns, and is 
not so much a reflection of endometrial 
histology as of the changes in calibrenof 
the endometrial vessels. These changes may be induced 
by a number of factors, and bleeding may be produced by 
non-specific drugs such as “ prostigmin ” (neostigmine). 
Oestrogens and progesterone, however, exercise a specific 
influence on uterine haemorrhage. Two oestrogenic pat- 
terns may be identi- 
fied — the scanty 
and always painless 
bleeding which re- 
sults from oestrogen 
withdrawal, and the 
prolonged, irregular, 
and usually exces- 
sive bleeding from 
a “ metropathic ” 
endometrium which 
occurs when oestro- 
g e n secretion o r 
administration is 
long-continued and 
unopposed. - Not 
only is oestrogen 
capable of inducing 
bleeding either by 


withdrawal or by continued administration or secretion, bu 
it may also arrest it or prevent it from occurring when thi 
oestrogen level is raised or kept high. These somewhat para 
doxical effects may be explained by Fig. 1. Progesterone 
on the other hand, can produce bleeding only from ai 
endometrium which has previously been stimulated t( 
grow or proliferate by oestrogen. Progesterone bleedini 
is characteristic of normal menstruation,' and consists 1 
complete shedding' of the endometrium, or, as Fullei 
Albright describes it, a “ medical curettage.” 

Probably the most dramatic result of the use of the sex 
hormones in gynaecology is the haemostatic effect pro- 
duced by oestrogen in cases in which the bleeding has been 
prolonged and is alarmingly heavy. High doses given 
every four hours will arrest the haemorrhage in 24 to 36 
hours. This treatment renders obsolete the scramble ol 
a hurried curettage in an exsanguinated patient or the 
tragedy of a hysterectomy in a child with uncontrollaljA 
puberty bleeding. Eventual arrest of haemorrhage c» 
also be achieved by opposing the action of oestrogen, anti 
so lowering the bleeding level, by progesterone or androgen 
Neither can be relied upon to stop the bleeding, however, 
in under four to five days, and they cannot be regarded 
therefore, as effective emergency measures. Furthermore 
progesterone in the process of performing a medical cure! 
tage will make the bleeding even heavier before it stops 

In a case of metropathia in which ovulation fails t: 
take place the constant and unopposed oestrogen influenci 
slowly builds up the typical hyperplastic, vascular, poly 
poid endometrium from which the flooding eventually take 
place. The characteristic picture, therefore, is one o 
amenorrhoeic phases, variable in duration but seldom last 
ing less than five or six weeks, alternating with bouts o 
haemorrhage, which at times is heavy and may be prolonged 
These metropathic floodings may be anticipated and pre 
vented by giving progesterone to induce a medical cure! 
tage two to three weeks after cessation of the last bleedint 
episode and therefore before the haemorrhagic bout is du‘ 


to begin. Subsequent progesterone-withdrawal bleeding- 1 
may be induced at- any convenient regular interval, sucH 
as every 28 days (Fig. 2). * 

Two other types of abnormal bleeding are commonly? 
found — intennenstrual bleeding often associated with short 
cycles, and “ menorrhagia,” or excessive and sometime 5 
prolonged bleeding occurring cyclically'. Both are probably 
due to defective progesterone activity. ' Normally thf 
appearance of progesterone in the second half of the cycle 
inactivates oestrogen, and the subsequent “ menstrur! 
bleeding conforms to the characteristic progesterone pit- 
tern. Defective secretion of progesterone would therefore 
have two effects: (1) to fail to ensure the complete shedding 
which limits menstrual bleeding to four to five days, and 
(2) to permit active oestrogen to exert its characteristic 
influence on the bleeding pattern, leading to intermitten 1 
bleeding or heavy and relatively prolonged haemorrhage., 1 
One might therefore expect progesterone given in the pr 
menstrual phase to prevent these types of functional blam- 
ing from taking place. In practice, however, this is seldu 
the case, though the condition is often satisfactorily cl- 
trolled by androgen given continuously in low doses fi 
about two months. The intermenstrual bleeding may l 
treated by giving rather high doses of oestrogen daily 1 
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Fig. 2. — Prevention of metropathic flooding by rhythmical induction of medical curettac 

by progesterone. 



Fig. 1. — Oestrogen bleeding levels. 
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io the immediate premenstrual phase, though this often 
tends to produce a heavier “ period.” 

“ Premenstrual tension ” is a syndrome of nervous ten- 
sion. irritability, and depression, accompanied by a bloated 
feeling of abdominal distension and sometimes severe head- 
aches and mastalgia. It is probably also due to defective 
progesterone production with incomplete inactivation of 
oestrogen. The symptoms are sometimes relieved by 
administration of ethisterone or low doses of androgens 
in the second half of the cycle. 

Amenorrhoea usually results from ovarian deficiency, 
whether primary or secondary to failure of pituitary 
gonadotrophin secretion, and leads to sub-threshold oestro- 
gen levels or to endometrial resistance or atrophy. Oestro- 
gens are unlikely to restore normal ovarian activity or to 
overcome endometrial resistance. If given in fortnightly 
courses they may produce withdrawal bleedings which will 
raise false hopes in the patient. If given continuously 
they may, iby inhibiting the pituitary control of ovarian 
activity, render the chances of spontaneous recovery less 
likely. Amenorrhoea is almost always compatible with 
blooming health, though it is frequently, but not always, 
associated' wr'tfi non-owi'afron and consequent infertility. 
Treatment should therefore be confined to attempts to 
induce ovulation in those women who are anxious to become 
pregnant immediately ; or to cases in which the amenor- 
rhoea is accbmp'anied by distressing moliminal symptoms 
or is secondary to other causes, such as malnutrition, 
obesity, or chronic disease, in which case it is the other 
causes rather than the amenorrhoea which should be 
treated. 

As for the treatment of non-ovular infertility, it is claimed 
that oestrogen followed by oestrogen and progesterone may 
stimulate the pituitary to release its gonadotrophins in the 
correct proportions to induce ovulation. Three or four 
courses of low to moderate doses of oestrogen given daily 
for three weeks, and ethisterone in addition during the third 
week, with a week’s interval between each course, may 
occasionally be followed by one or two ovular cycles during 
which it might be possible for conception to take place. 

Dysmenorrhoea is a condition of multiple aetiology, but 
one of the causes of spasmodic dysmenorrhoea may be 
powerful uterine contractions leading to ischaemia of the 
muscle. These contractions may be due to progesterone, 
and it has been asserted that spasmodic dysmenorrhoea 
occurs only in ovular cycles. Certainly it seems to be true 
that administration of progesterone increases the severity 
of the pain. In a condition in which results are notoriously 
difficult to assess it is not surprising that claims have been 
made for relief in a fair proportion of cases no matter which 
sex hormone or gonadotrophin is given. Androgens in 
high doses might be expected to suppress ovulation by 
pituitary inhibition and so render the subsequent bleeding 
painless, but it has been reported that equally successful 
results have been obtained with almost homoeopathic doses. 
Moderate doses of oestrogen will also suppress ovulation 
and result in a scanty withdrawal bleeding which is always 
painless. It would seem, therefore, that the best hope of 
relieving dysmenorrhoea by endocrine therapy is to sup- 
press ovulation or produce an oestrogen-withdrawal bleed- 
ing, and there is no reason to believe that such treatment 
will have any effect on cycles subsequent to the ones in 
which it is given. 

Sex Hormones in Pregnancy 

Progesterone 

Progesterone obviously plays an important part in the 
maintenance of pregnancy, especially In its early stages. 
Immediately embedding of the fertilized ovum begins. 


chorionic gonadotrophin is secreted to prolong the life of 
the corpus Iuteum. Towards the end of the second month 
of pregnancy a “ peak ” excretion of very high concentra- 
tions of chorionic gonadotrophin can be observed — pre- 
sumably ensuring the continued secretion of progesterone 
before the-placenta itself takes over its elaboration. There 
has been some confusion concerning the functions of pro- 
gesterone in pregnancy. Some years ago it was believed 
that it exerted a “ sedative ” effect on the uterine muscle 
and was essential, therefore, for the prevention of abor- 
tion, especially in the first third of pregnancy before the 
embryo was firmly embedded and the placenta fully formed 
It is now known that progesterone induces contractions, 
at any rate in the non-pregnant uterus, which are forcefui 
and of high amplitude, and it has for this reason been 
suggested that it should never be administered either prophy : 
lactically in cases of habitual abortion or therapeutically 
in threatened abortion. It would be understandable that, 
at a time when abortion is actually threatened, administra- 
tion of a hormone which induces forceful uterine contrac- 
tions, if indeed it does so in pregnancy, might be harmful 

TTie most important role of progesterone in pregnancy. 
however, is undoubtedly in relation to the development of 
the decidua and the formation of the placenta. Therefore 
a deficiency of the hormone, especially in early pregnancy, 
might lead to resorption of an embryo not yet securely 
embedded or adequately nourished. In such cases there 
would seem to be ample justification for progesterone 
therapy as early in pregnancy as possible, or indeed even 
before pregnancy is known to have taken place. Administra- 
tion of ethisterone in the second half of each menstrual' 
cycle, once pregnancy has been planned, with an immediate 
implantation of progesterone pellets once a period has 
been missed, should ensure the early prophylaxis which 
is required. Tendency to abortion, however, may. be due 
to many and various factors, and this empirical use ol 
progesterone without selecting the cases in which there is 
a progesterone deficiency will clearly result in many failures 
Unfortunately, present methods of estimating pregnanediol 
do not always help in demonstrating such progesterone 
deficiency so early in pregnancy. 

Oestrogens 

It is the oestrogens rather than progesterone which are 
intimately concerned with the state of the uterine muscle. 
In the non-pregnant uterus they increase muscular tone and 
induce frequent contractions of Iow r amplitude. In preg- 
nancy they sensitize the muscle to the oxytocic effects of 
posterior pituitary extract. Since the concentration of 
oestrogens rises throughout pregnancy to a peak just before 
parturition one might well marvel that any pregnancy 
should reach term if the uterine muscle were to become 
increasingly sensitive to oxytocin. The fact is, however, 
that oestrogens are excreted in two forms, as “ combined " 
or “ conjugated ” oestrogens (chiefly in the form of oestriol 
glvcuronide), and as “ free ” or “ unconjugated ” oestrogens. 
Combined oestrogens have no effect on uterine muscle, 
whereas free oestrogens sensitize it to oxytocin. It is only 
immediately before parturition that free oestrogens appear 
in significant concentration. The conjugation of oestrogens 
is a characteristic step in their metabolism during preg- 
nancy. and would apply equally to extraneouslv administered 
oestrogens as it does to the endogenous hormones. 

In the light of these observations it becomes easier to 
rationalize some of the phenomena of oestrogen therapy 
in pregnancy. Oestrogens will be effective only when par- 
turition has begun or the foetus is dead. They are there- 
fore useless in the induction of premature labour, but 
may be helpful in the treatment of uterine inertia and in 
the evacuation of the uterus in missed abortion. 
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Sex Hormones and the Breasts 

The very considerable species variation in hormonal con- 
trol of the mammary glands makes it difficult .to analyse 
the role of individual hormones in this complex mechanism. 
In some animals, such ds cows and goats, oestrogens alone 
are capable of stimulating the various stages of breast 
development up to and including normal lactation, so that 
it may be possible with a stilboestrol implant to obtain 
copious quantities of milk from a virgin heifer or barren 
cow. In other species oestrogens are required for duct 
development, progesterone for subsequent acinar develop- 
ment, prolactin for lactation, and posterior pituitary hor- 
mone for expression of previously secreted milk. 

In the human species breast development may be abnor- 
mally induced in the male (gynaecomastia) either by oestro- 
gens or simply by testicular deficiency. Oestrogens may 
induce satisfactory mammary development in women with 
congenital gonadal deficiency, though attempts to increase 
the size of the breasts in women with normally developed 
but nevertheless small breasts usually lead to disappointing 
results. Furthermore, prolonged application of oestrogens 
to the breasts, conveniently given by inunction, in such 
cases may increase the tendency to develop generalized 
nodularity or fibro-adenosis (“ chronic mastitis ”). What- 
ever part the oestrogens may play in the aetiology of this 
condition, the symptoms of pain and tenderness experienced, 
particularly in the premenstrual week, are usually consider- 
ably relieved by small doses of androgen. 

Though it is generally agreed that oestrogens exert a 
direct effect on breast development both in the non-pregnant 
and in the pregnant woman, it is also clear that through 
their action on the pituitary they may lead to inhibition 
of mammary function. Thus in the goat or in the cow it 
is possible for a relatively moderate dose of oestrogen to 
stimulate and initiate lactation, while a larger dose will 
inhibit the pituitary and suppress lactation. This pituitary 
inhibition is utilized in the case of the parturient woman 
who for one reason or another is not going to feed her 
baby. Relatively large doses given for about ten days, and 
started if possible before lactation has actually begun, will 
suppress the formation of milk and the painful engorge- 
ment of the breasts which accompanies it in the non-nursing 
mother. 

Sex Hormones and Cancer 

Evidence continues to accumulate concerning the intimate 
relationship between the sex hormones and tumours of the 
breast and uterus and of the prostate. In mice, mammary 
cancer can be induced by oestrogen administration in the 
males of a strain in which the females are cancer- 
susceptible. Women with carcinoma of the breast are five 
times more likely to have had a delayed menopause than 
women without breast cancer. If a woman with carcinoma 
of the breast becomes pregnant the tumour may grow’ at 
an alarming rate. Fibromyomas of the uterus and other 
structures have been produced in guinea-pigs, but not in 
other species, by administration of oestrogen. Carcinoma 
of the cervix has been produced in mice by giving oestro- 
gens, and it has been suggested that the relatively high 
incidence of cervical cancer in multiparae is due to the 
fact that they have been submitted to the prolonged effect 
of their own oestrogens during pregnancy. Carcinoma 
of the prostate never occurs in eunuchs or eunuchoids: 
acid phosphatase appears in prostatic tissue only after 
puberty, but can be made to appear before this age by 
androgen administration. In patients with prostatic, cancer 
and bone metastases it may be present in high concentration. 

Nevertheless, despite these and many other suggestive 
observations, it is quite remarkable how few reports have 


appeared of cancer of these organs following administra 
tion of the ipse-sexual sex hormone in human patients, anc 
it would seem to be true of the human species that, thougl 
the influence of endogenous sex hormones may be an impor 
tant factor in the development of certain neoplasms 
administration of the ipse-sexual sex hormones does no 
lead to the development of such neoplasms. 

On the other hand, administration of the contrasexua 
hormones may have profound effects on the progress o; 
certain neoplasms, and in particular carcinoma of the pros 
tate and breast. Oestrogens were first employed for thi: 
purpose in the treatment of carcinoma of the prostate. Ii 
had been observed that orchidcctomy arrested the progress 
of the condition, and it was hoped that oestrogens mighi 
produce a “ medical castration ” by inhibiting the secre- 
tion of pituitary gonadotrophins, thereby leading to testicu- 
lar atrophy. The arrest of the primary growhh, the dis- 
appearance of the bone metastases, and the dramatic 
amelioration of the symptoms are now a familiar experience 
to anyone who has treated such cases with oestrogens. 

More recently, isolated reports have appeared indicating 
that administration of androgens in high doses and ovei 
long periods leads to a regression of breast cancers, with 
relief of symptoms and disappearance of radiological evi- 
dence of bone metastases in the younger group — i.e., oi 
patients under 60 — whereas oestrogens are reported to pro- 
duce similar results in the older age group. ’It should be 
emphasized that there is no evidence of cure in any of these 
cases, and that after a period of anything from a few 
months to as long as five years there is a recurrence ol 
symptoms with renewed activity of the primary growth 
and reappearance of metastases. 

The mechanism by which this amelioration is produced 
is quite unknown. It may well be due to inhibition of the 
gonadotrophic influence of the pituitary on the gonad, and 
in this connexion it is interesting to observe that similai 
results have been claimed for surgical castration both in 
the male with carcinoma of the prostate and in the female 
with cancer of the breast. Some intrepid surgeons have 
even gone to the length of suggesting partial extirpation 
of adrenal cortical tissue in order to deprive the patient 
as completely as possible of the ipse-sexual sex hormone 
It has also been suggested that carcinoma of these second- 
ary sex_ tissues can flourish only in an environment of 
normal or unduly prolonged sex-hormone secretion, and 
that by flooding the system with the contrasexual sex hor- 
mone this normal sex hormone pattern is disturbed, with 
arrest of the progress of the malignant condition.- 

The Protein-anabolic Effect of Androgens 

Of the multiple excretion products of adrenal cortical 
activity (54 have so far been identified) three main groups 
have been classified. The first, w’hich is exemplified by 
deoxycortone, controls w'ater and electrolyte metabolism, 
and lack of this factor is mainly responsible for the symp- 
toms of Addison’s disease. A second group, the glycogenic 
corticoids or 1 1-oxysteroids, is responsible for the con- 
version of protein precursors to glycogen, and is referred 
to as the S-hormone (“ sugar ” hormone) by Fuller Albright. 
There is evidence of excessive secretion of this hormone in 
Cushing’s syndrome, which is usually accompanied by 
excretion of high concentrations of 1 1-oxysteroids in the 
urine. Albright seeks to explain the osteoporosis so charac- 
teristic of this condition on the theory that the conversion 
of protein to glycogen is selective and denudes the protein 
matrix of the bone on which subsequent calcification nor- 
mally occurs. Other tissues selectively affected by this pro- 
tein deficiency in Cushing’s syndrome are, according to 
Albright, the skin, which becomes thin and atrophic as seen 
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pically in the legs and distal portions of the arms, and 
,e peripheral blood vessels, which rupture easily and 
/ count for the bruises, ecchymoses. and “ petechial haemor- 
iages.” The third group consists of substances identi- 
-d in the urine as the neutral 17-ketosteroids, which 
iclude all the adrenal androgens. According to Albright 
i iese are the substances responsible for nitrogen retention, 
l*nd he refers to the group as the N-hormone (“nitrogen” 
hormone). S-hormone and N-hormone are mutually 
antagonistic, in so far as the latter is protein-anabolic 
ind the former “ anti-anabolic.” Thus the effects of 
txcessive S-hormone production, which depletes protein 
forage and leads to muscle wasting and weakness (as seen 
ypically in Cushing's syndrome in the atrophy of the 
huscles of the buttocks and thighs), are similar to those 
,due to deficiency of N-hormone, as indicated by lowered 
I7-ketosteroid excretion. The conditions associated with 
lowered or absent 17-ketosteroid excretion are pan- 
hypopituitarism (true pituitary infantilism and Simmonds’s 
disease), eunuchoidism, Addison’s disease — especially in 
women, though in men testicular androgens account for 
some degree of 17-ketosteroid excretion — and myxoedema. 
In all these disorders therapeutic administration of andro- 
gens leads to beneficial effects, though to a varying degree. 
Perhaps the most remarkable changes are seen in Sim- 
monds's disease, in either sex, where an implantation of 
four to six 100-mg. pellets of testosterone overcomes the 
characteristic muscular weakness and is followed by an 
appreciable gain in weight, with increased muscular 
development and a positive nitrogen balance. In eunu- 
choidism there 'is also an increase in weight and muscular 
Strength. In Cushing’s syndrome the administration of 
androgens has been reported to have cured the osteoporosis. 
The therapeutic applications of this concept of the protein- 
anabolic action of androgens are still largely in the experi- 
mental stage, but it seems to be true in a general way that 
where the 17-ketosteroid excretion is low there is a ten- 
dency to muscular atrophy and weakness, and where it is 
high there is nitrogen retention and increased muscular 
strength. For instance, the “ infant Hercules ’’ with a pre- 
pubertal adrenal cortical tumour is not only bulging with 
muscle but is also abnormally strong. 

; Conclusion 

, The object of this paper has been to provide a brief 
account of the modern trends in sex-hormone therapy, with 
an attempt to rationalize the principles involved. It has not 
been possible to do more than wipe the dust off the cover 
of this rapidly expanding loose-leaf volume in the encyclo- 
paedia of modern therapeutics. No references to original 
.work have been cited, for such writings have not been 
consciously referred to. In holding myself responsible, 
therefore, for -the Hews herein expressed I must run the 
risk of perpetrating such errors, both of omission and com- 
mission, as commonly accompany the necessarily dogmatic 
oversimplification to which a postgraduate lecture lends 
itself. 


The West of England Child Health Group was formed in March, 
194S, to foster co-operation between doctors and others who are 
concerned in the various aspects of child health. At the first meet- 
ing Professor A. V. Neale and Professor R. H. Parry opened a dis- 
cussion on “ The Integration of the Preventive and Curative Aspects 
of Child Health." At subsequent meetings, which are held at 
monthly intervals, discussions have taken place on a vide range of 
subjects, including gastro-enterius, thoracic sutgery, and upper respira- 
tors' disease. During the present session, 194S-9, the group has 
held a discussion on orthodontics and a clinico-pathological con- 
ference on mongolism. Dr. William Hobson (professor-elect of social 
and industrial medicine. University of Sheffield) gave an address on 
” Social Medicine." 
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ALTERNATING ORTHOSTATIC 
HYPOTENSION AND HYPERTHYROIDISM 
OF PROBABLE HYPOPHYSIAL- 
HYPOTHALAMIC ORIGIN 

BY 

F. VEGA DIAZ, M.D. 

(From the Cardiological Department. Madrid General Hospital 1 

No final conclusions can be drawn from the following 
report, since considerations based on a single case lack 
sufficient foundation and must always be hypothetical. 

Case Report 

The patient, a married woman aged 24, was sent for examina- 
tion of her circulatory system. Her father died at the age o; 
57 from a liver disease, her mother is alive and well, aged 57. 
and three brothers are also alive and well. One brother died a: 
the age of 9 months, from an unknown cause. 

Personal History . — Birth and early development were norma! 
She had measles and whooping-cough in early childhood, with- 
out complications, and very frequent attacks of sore throat, and 
has always suffered from constipation, anorexia, and asthenia. 
Menarche was normal, at the age of 14, with a normal menstrua! 
cycle. From the age of puberty onwards, and for several sears, 
she has suffered from dizziness. Perspiration has always been 
scanty. Immediately after menarche she found that on getting 
up after lying down for some time she always had a sensa- 
tion of mistiness and progressive loss of vision, and a feeling 
that she was going to faint ; she had to take hold of something 
quickly and sit or lie down again. These phenomena sometimes 
progressed to actual fainting, and appeared at odd times totally 
unconnected with the taking of meals or fasting. 

These symptoms persisted until soon after her marriage at 22 
and improved immediately afterwards, though at this time she 
was very nervous, suffered from palpitations, became thinner, 
and developed a slight swelling in the neck. She became preg- 
nant six months after marriage. At that time the dizziness had 
disappeared ; but, simultaneously with pregnancy and when the 
attacks of dizziness were becoming less frequent, there appeared 
other phenomena of endocrine origin: loss of weight — progres- 
sive though not excessive and less marked than before — 
trembling, and bad temper (she always had a certain tendency to 
depressive neurosis). The slight goitre persisted, and there was 
some fever, with attacks of palpitation and paroxysmal tachy- 
cardia. Her usual pulse rate was 90-100, and she sweated a: 
night. 

This syndrome was considered to be due to focal sepsis in the 
tonsils, and in the third month of pregnancy they were removed. 
In spite of this the neurosis persisted and the paroxysms of 
tachycardia continued. At this time the slight thyroid enlarge- 
ment was noted and the basal metabolism was found to be -y2S. 
and a month later -37. 

A corrected diagnosis of gestation hyperthyroidism was made, 
and treatment with methyl thiouracil was prescribed, but the 
patient did not notably improve, the B.M.R. remaining 
unaltered. She then had a normal confinement but did not 
nurse her baby. The slight hyperthyroidism continued. Treat- 
ment with methyl thiouracil, alternating with Lugol's solution, 
was now instituted and the signs and symptoms of hyperthyroid- 
ism disappeared. She put on w-eicht, though not enough to 
compensate for the previous loss : the thyroid became normal 
in size and the attacks of tachycardia gradually disappeared. 
Surprisingly enough, however, just as she was recovering from 
the hyperthyroidism and was getting well again, she noticed a 
return of the postural dizziness — i.e.. the orthostatic hypotension 
syndrome reappeared after having been latent, or having 
disappeared, during the phase of hyperthyroidism. 

Clinical Examination . — The patient was of asthenic constitu- 
tion. with dry skin, waxen pallor, and prominent superficial 
veins. The mouth was healthy, without dental sepsis. The 
lungs were normal. The heart was normal on palpation and per- 
cussion. Cardiac sounds were lively but normal, and the pulse 
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was soft, compressible, and of normal frequency and rhythm. 
Arterial pressure in the right arm, in sitting posture, was 90/50, 
pulse rate 80. Without being able to make her rest beforehand, 
we took her arterial pressure in a vertical posture, when the 
figures dropped slightly to 80/40, with pulse rate 84. 

On finding such low pressures and confirming our clinical 
impression that her dizziness was due to postural hypotension 
we proceeded to examine her orthostatic reactions on a tilt-table. 
After ten minutes’ rest in the horizontal position the B.P. was 
90/50. On changing rapidly to the vertical the successive pres- 
sures were: immediately after the change, 95/60; and 30 
seconds later 60/40. 60 seconds later still the pressure dropped 
to about 40, and auscultation revealed sounds only in the region 
of 45 and 35 without our being able to determine accurately the 
systolic and diastolic pressures — i.e., without pulse pressure. 
The patient now had a sudden sensation of weakness 

and dizziness and became very pale, but without any 

sweating and without any noticeable change in the pulse rate 
on auscultation. The phenomena became more pro- 

nounced until, a little before two minutes had passed, the 
patient fainted, and only some very soft sounds were 

audible around 30 mm. ; but, in view of the alarming circum- 
stances of the moment, we could not study the pulsation index 
on the oscillometer, which had previously dropped from 20 to 
10 mm. The patient was placed supine slightly tilted in the 
Trendelenburg position, and was given rapid passive movements 
of the limbs with centripetal massage. She quickly recovered, 
her blood pressure rising progressively to 60/40, 80/40, 90/45, 
and 108/60 — i.e., to a figure slightly above the initial one. Sino- 
carotid sensitiveness and eye-compression tests were made, and 
proved negative, there being not even a fall in pressure or brady- 
cardia, or syncopal or presyncopal phenomena of a cerebral type. 

Pre-carotid pressure (according to Engel’s technique), applied 
to ascertain whether the case was one of elective derangement 
of the cerebral circulation, gave completely normal results. An 
atropine test (2 mg. given intravenously) did not prevent a 
certain amount of postural reaction ; neither did it produce a 
sufficiently high tachycardia ; but we must point out that the 
slight atropine tachycardia was enough to substitute a simple 
dizziness for the postural fainting, although the arterial pres- 
sures had dropped in the same way as happened without 
atropine: a compensating effect through increase in the minute- 
volume. Valsalva’s and Flack’s tests produced syncope even at 
45 degrees on the tilt-table. 

Investigation revealed: — Abdomen: flaccid, no tender points ; 
neurological examination quite normal ; special senses, normal. 
The arm-to-tongue circulation time was 17 seconds (decholine) 
and the arm-lung time 8 seconds (ether). A'-ray examination 
of the chest revealed a normal vertical heart, with normal out- 
lines in all positions. 

In the electrocardiogram the complexes were normal in all 
the leads and of the vertical heart type. Other curves in the 
vertical posture showed rather the phenomenon of a “hanging 
heart ” and, furthermore, noteworthy alterations of the S-T 
intervals ; in the first curve in the vertical position S-T 2 was 
depressed, but there was still a positive T wave and the T 3 wave 
became more negative. In the second curve, taken after 90 
seconds, the T 2 wave became negative and was preceded by 
a somewhat curved previous interval. Among the other data 
we also observed a shortening of the electrical systole and high 
and ample P 2 waves that were not seen in the horizontal 
posture. 

The blood picture was almost normal ; there was slight macro- 
cytic anaemia (average cell diameter 8.10 /<), with normal leuco- 
cyte count and distribution. Total plasma proteins, 6.9%, with 
an albumin-globulin ratio of 1.03. Cholesterol, 120 mg. per 
100 ml. 

Test meal, normal. By duodenal drainage, bile was extracted 
in which a Proteus organism was cultivated ; in the faeces, 
Type 1 Bnct. coli was cultivated as well as the Proteus. 
Ophthalmic examination showed only a slight vascular invasion 
of the limbus (Dr. C. Costi). AT-ray examination of the digestive 
system (Dr. E. Castillo) revealed an enteropathy of the small 
intestine with marked colonic atony ; cholecystography revealed 
the gall-bladder, but it showed no emptying. Finally, the basal 
metabolic rate was normal: +6%. 


Discussion 

This syndrome corresponds exactly to that of orthostatic 
hypotension syncopes. The differential diagnosis would 
have to exclude the other syncopes that are more or less 
related to the vertical position, and especially the so-called 
vasodepressor syncopes. The direct and invariable relation 
to the vertical position and the abrupt fall of blood pressure 
are sufficient for exact diagnosis. The absence of sweating 
and the fact that the orthostatic hypotension syncopes have 
never been produced by other stimuli (emotion, trauma, 
etc.) differentiate them from neurogenic or psychogenic 
vasodepressor syncopes ; it is evident, therefore, that the 
present caSe is not the kind of vasodepressor syncope 
observed in the processes of 'infectious diseases, heart- 
shock, etc. 

The negative result of pressure on the carotid sinuses 
(examined successively and conjointly) and on the eyeballs 
rules out the reflex and vagus factor. Atropine, though 
it slightly raised the heart rate (from 80 to 90) and prevented 
total orthostatic syncope, could not prevent a feeling of 
dizziness and loss of vision, which the patient remedied by 
moving her limbs as she was ordered — a manoeuvre that 
was less quickly effective in total syncope. This proves 
that the syncope was not of the orthostatic vasodepressor 
type of sinocarotid origin and that the vagus factor was 
secondary'. Neither is it a case of reflex or arrhythmic 
cardiogenic syncope, since there are no electrocardiographic 
data of alterations of the intracardiac conduction of the 
electric stimulus, nor any extrasystoles or other signs lead- 
ing one to suspect a cardio-irritativc syncope"(of paroxysmal 
tachycardia type). The electrocardiographic anomalies 
observed in this patient are very typical of orthostatic hypo- 
tension ; they have been related to, postural coronary 
insufficiency (Akcsson, 1936 ; hieesen, 1937) and to a 
heightening of the sympathetic- tone (Nordenfelt, 1941. 
1942), but they are not so marked that the attacks of 
dizziness affecting the patient can be ascribed to them 
nor can they be related to “ coronary shock ” (Bezold type) 

The history and the neurological examination exclude all 
possibilities of a neurological lesion being responsible foi 
the orthostatic hypotension (tabes, syringomyelia, etc.) 
Other processes that generally give rise to orthostatic hypo 
tension (pituitary insufficiency, adrenal insufficiency, etc. 
were not found here either. Therefore there can be nc 
'question of a secondary orthostatic hypotension. 

By exclusion, a diagnosis of syncopal disease due tc 
chronic essential orthostatic hypotension (Pont, 1945) wa: 
• made. 

We may observe that during adolescence and puberty the 
patient developed a syndrome of postural hypotension, very 
rare at tiffs age, §ince practically all the cases of ortho 
static hypotension syndrome recorded were in persons ovei 
50 years of age, and this is not the classical “ orthostatie 
vasoneurosis of second childhood ” described by Seckel 

When the patient was married, and particularly in thi 
nuptial phase, her postural troubles disappeared at tin 
same time as a slight hyperthyroidism syndrome set in 
It is therefore evident that her hyperthyroidism, which i 
not of Basedow type, caused circulatory changes sufficien 
to lessen or even suppress the postural syndrome and ti 
cause the subjective symptom of postural dizziness to dis 
appear in spite of the persistence of hypotension fron 
which the patient says she suffered throughout pregnancy 

It is evident, as Maranon (1947) and others have recentl 
insisted, that the genetic basis of these types of hypei 
thyroidism must be sought , probably in an organic c 
humoral disturbance of the kind now called hypophysic 
hypothalamic block. The nuptial-phase hy'perthyroidisn 
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wng to the emotional charactenstics attnbuted to it, enters 
ito this syndromic group for two reasons its discrete 
laracter with mild hypermetabolism, the emotionalism, 
:\er, slight resistance to medical treatment, the increase 
i weight during treatment without entirely regaining the 
^lght previously lost, and the absence of adenomatous 
litre all characterize it as h\poph\sio-h'.po thalamic, 
ccording to Maranon’s latest revision 
On the other hand, it is well known — and I ha\e dealt 
ith this elsewhere — that the mechanism underlying the 
rthostatic hypotension svndrome may also be based on 
ypothnlamic phvsiopathological factors From time to time 
i\ estimators ha\e described successive hyperpressor and 
vpopressor centres of the hypothalamic region, culmina- 
ng in the recent work of Hess (1946) with a relatiselv 
ccurate location of such centres in experimental animals 
^Essential orthostatic hypotension m Pont’s sense — l e , 
vcludmg orthostatic hypotension secondary to other pro- 
;sses (endocrine, Addison’s disease, Simmonds’s disease) 
r diseases of the central nersous system (tabes dorsalis, 
tc ) — is the result of an associated senes of factors causing 
sudden reduction of the heart minute-yolume on assuming 
\ertical posture 

In hyperthyroidism the peripheral \asomotor tone is really 
lereased whether or not there is any degree of capillar} 
ilatation (in this case, indicated by the fe\er and sweating) 
le regional pooling of blood is difficult owing to the 
icrease m quantity and speed of the blood circulating 
trough the tissues Although pregnancy did not improve 
le digestive atony m this patient, the mesenteric accumu- 
ition (also accentuated by colitis) may hase been reduced 
unng the phase of hyperthyroidism The hypotonia of the 
veletal muscles mav also haye been counterbalanced by 
le increase of muscular activity caused by the hyper- 
lyroidism yshich is observable in the muscular tremor of 
ases of hyperthyroidism Finally, the faulty regulation of 
le cardiac output in orthostatic hypotension — i e , the 
ick of cardiac adaptation to inflow reduction, lack of 
ompensating tachycardia — is here overcome bv the real 
icrease of the minute-volume characteristic of hyper- 
lyroidism, yyhich in this case was further conditioned by 
le permanent tachycardia We may consider that the hypo- 
lalamic disturbance yyhich produces the hyperthyroidism 
; directlv related to the hy'pothalamic disturbance which 
onditions the orthostatic hypotension and the digestiye 
tony, and eyen that the tachycardia and the attacks of 
aroxysmal tachycardia yvere not of direct endocrine origin 
ut yvere due to an irritating affection — possibly hormonal 
-of the sympathetic nuclei of the hypothalamus 


Summary 

A clinical case is described in yyhich a jmemle orthostatic 
lypotension syndrome yyith orthostatic syncopes yyas followed 
iy a slieht nuptial t hy perthyroidism accentuated during preg- 
lancy, at yyhich time the orthostatic hypotension disappeared 
inly to reappear r\hen the former rras cured by antithyroid 
nedication 

A hypothalamic origin is ascribed to both syndromes and the 
n perthyroidism and the attacks of paroxysmal tachycardia 
re explained as a teleological mechanism of defence m the 
lestation period 
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ORAL REACTIONS TO PENIC ILLIN 

By 

W. G. CROSS, M.B, M.S., B.D.S. 

Department of Periodontia Institute o ; Dertal Surgerv 
Eastman Dental Clinic 

In the second half of 19-16 seyeral cases of reaction to 
penicillin used locally in the mouth had been reported 
and these, together with the occasionally unsuccessful results 
of penicillin therapy m oral infections, led to the inyestiga 
tions yyhich gaye rise to this paper, and which were earned 
out m the Dental Department, Guy’s Hospital, in 1947, as 
the subject of the Ernest Hart Memonal Scholarship of the 
British Medical Association 

A reyiew of the literature up to the end of 1947, when 
the my estigations were concluded, reveals a limited number 
of cases of reaction to penicillin Bedford (1946) describes 
two cases of black tongue occumng m patients treated 
with pastilles and lozenges for three days on the one hand 
and pastilles and spray on the other The discoloration 
appeared on the fifth and fourth days and cleared in 1" 
and 12 days respectneK Thompson (194 6) describes 
glossitis ansmg from penicillin lozenge therapy m three 
patients suffering respectnely from tonsillitis, pharyngitis 
and aphthous ulceration Different batches were used in 
all three cases 

Cameron (1946) reports two cases of stomatitis occur 
ring after four to fiye days’ treatment with 50 lozenges 
Murphv (1946) describes a case of stomautis occurring after 
two days’ treatment Bradley (1946) inhaled penicillin 
spray — total dosage 800,000 units m first 10 days, then 
1,000,000 units during the next fiye days He deyeloped 
soreness and dryness of lips and nostrils and a sore tender 
tongue 

Ellinger and Shattock (1946) report the case of a woman 
subject to attacks of nicotinamide deficiency in whom 15 
penicillin lozenges, together yyith drops of a solution con 
taming 500 units of penicillin per ml pipetted on to the 
tongue for fiye days, brought about a slaty colour They 
consider that the discoloration yyas due to pigmentation 
of the filiform papillae, and suggest that the penicillin thus 
taken is swalloyxed and passes through the stomach in suffi 
cient quantity to inhibit the growth of intestinal organisms 
responsible for the synthesis of nicotinamide, and that the 
oral reaction was largely one of nicotinamide deficiency 
In this connexion a number of patients treated by me yyere 
gnen lozenges containing 500 units of penicillin and 2 
or 6 mg of nicotinamide, taken m the usual way, and 
about 20% of these patients deyeloped a discoloured 
tongue 

Goldman (1946) describes a case of yesicular cheilitis 
in a patient treated thrice daily yvith a mouth-wash con- 
taining 500 units of sodium penicillin per ml of saline 
A patch test was positne for sodium penicillin and negatue 
for calcium penicillin 

Wright and Rule (1946) report 19 reactions among 189 
patients treated with penicillin lozenges Of these six 
occurred among 38 patients on calcium penicillin lozenges 
and 13 among 151 paUents on sodium penicillin lozenges 
They consider the sodium salt to be less toxic 

Blyth (1947) describes a case of glossitis following the 
use of penicillin lozenges for four days that recoyered in 
three days Ackers (1947) reported reactions m 49 patients 
treated: four had discoloured tongues, which took three 
yyeeks to resohe, one had glossitis, and one was able to 
taste penicillin four days later 
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Reactions to Penicillin , 

A total of 59 cases of oral reactions to penicillin have 
been studied in this investigation — 36 from the literature, 
12 reported in personal communications, and 11 observed 
personally. The two common conditions are discoloration 
of the tongue and stomatitis — in the latter condition glossitis 
being marked. 

Discoloration of the tongue is the commoner condition. 
It occurs in at least 30% of patients taking penicillin con- 
tinuously for oral conditions. It is often unnoticed by the 
patient, and is not accompanied by any symptoms of dis- 
comfort. Only one case was reported where discoloured 
tongue and stomatitis coexisted. Discoloration begins two 
to four days after starting treatment and wears off in five 
to 14 days. It consists of a pigmentation of the filiform 
papillae, and is most pronounced in the central furrow and 
towards the back ; it may be yellowish brown, brownish 
green, greenish black, or black. It is absent at the sides 
and tip of the tongue. 


— the normal fur having been lost in a patchy mariner- 
with bright-red prominent fungiform papillae. The tip 
especially is affected.’ 

Table I shows the cases reported to me and Table II tht 
cases I saw personally. Among the latter those whose 
condition is indicated as “ normal ” were volunteers. 

Some of these cases were treated with penicillin incor- 
porated in chewing-gum — 10,000 units per portion of gum. 
It was shown by McIntosh and Perryman (1946) that the 
gum would still be capable of liberating penicillin after as 
long as six hours, and this method of treatmenf was found 
of great use. Dosage was reduced to one portion of gum 
thrice daily, and this simplified treatment was highly effec- 
tive in the acute stage of ulcerative gingivitis. 

Cause of Penicillin Reactions 

Suggestions on the causation of glossitis and discolour^ 
tongue have been varied. The base of the commercial 
trochiscus penibillini, B.P., has been incriminated (Ingram. 


Table I . — Cases Reported in Persona 1 Communications 


Case No. 

Condition Treated 

Reaction and Onset After Starting Treatment 

Remarks 

t 

Pharyngitis 

Cheilitis, glossitis, black tongue 

Occurred on two occasions, using ttv 
different makes of lozenge 

2 

Not stated 

Glossitis 

3 

Haem, strep, sore throat 

i Erythema of palate, tongue, and pharynx after 3 days. Ageusia for 

3 weeks 

No cutaneous reaction to lozenrt 
applied to skin of forearm 

4 

After extraction of incisors 

Dark patches on tongue, absence of salivation, discomfort in deglutition 

Lozcmrcs and rastilles - 


Inflammation of palate 

after 3 weeks 


5 

Glossitis after a few days — red, swollen tongue with enlarged papillae 

Powdered penicillin lozenges over urp: 
denture 

Taken to present secondary infectic 

6 

Coryza 

Glossitis on 3rd day (20 lozenges for 2 days), tongue and fauces reddened: 


" Gum condition ” 

detachable brown fur. Two days later extensive stomatitis 

from a cold. A/. albicans present 

7 

Dark sepia tongue on 5th day (lozenges for 3 days). Wore off in 4-5 days 

This was repeated three times 

8 

Pharyngitis 

Black mould-like growth (onset not stated). Had only 3-6 lozenges in 
one day 

9 

Dry socket after extraction 

Stomatitis after 9 days’ . treatment. Brownish-black tongue 10 th day. 
Lozenges taken 1 1 days in all 



Pharyngitis 

Black tongue. 40-50 lozenges taken in 3-4 days 


II 

Infected socket 

Brown tongue after 7 days. 35 lozenges in 10 days 

. 

12 

Ulcerative gingivitis (Vincent’s) 

Black tongue after 4-5 days. Cleared m 7 days 



Table II . — Cases Obsencd Personally 


Case No. 

Condition 

Reaction and Onset After Starting Treatment 

1 Micro-organisms 

1 

Infected ^7 socket 

1 

Brown tongue (4th day) 

Ps. pyocyanea, Friedlandcr’ 
bacillus’ 

2 

(1) Normal (standard 500 unit lozenge) 

Greenish-black tongue (4th day) 

M. albicans 


(2) Normal (500 unit lozenge with 2 mg. nicotinamide) 

(3) Normal (crystalline penicillin, 500 units) 

Brown tongue (3rd day, lasted 9 days) 

Brownish-green tongue (3rd day) 1 

.. 

3 

(1) Normal (500 units penicillin) 

(2) Normal (crystalline penicillin, 500 units) 

Stomatitis; very sore tongue ( 6 th day, lasted 5 days) 1 
Stomatitis (5th day, lasted 7 days) 


4 

Normal 

Glossitis (4th day) 


5 

Infected socket 

Brown tongue (4th day) 

Staph. albus t M. albicans 

6 

Acute ulcerative gingivitis 

Brown tongue (3rd day) 

Proteus yu /gar is 

7 

Acute ulcerative gingivitis 

Greenish-black tongue (5th day) 


8 

Pharyngitis 

Nausea on 3rd day, glossitis on 5th day, lasted 7-10 days 


9 

Pharyngitis 

Brownish-green tongue (5th day) 

jV. catarrhalis. Anaerobically 
a coliform bacillus. N< 
fungi or yeasts 

10 

Extraction of 2J 

Black tongue (3rd day); had 25 lozenges in 48 hours 

11 

Acute ulcerative gingivitis 

[' Brown tongue 


Attempts were made without success, to determine the 
nature of the pigment. Scrapings from discoloured tongues 
were examined microscopically. Dark pigment was observed 
in the epithelial cells of the filiform papillae, but owing 
to failure to get enough pigment into solution spectroscopic 
analysis was not possible. In no cases were chromogenic 
bacteria or fungi detected, although Monilia albicans was 
present in several. 

Penicillin Stomatitis 

In a typical case the patient, who has been treated for 
three to five days with topical penicillin for some oral 
or pharyngeal condition, complains of marked soreness 
of the tongue and at times of the whole mouth arid pharynx, 
with extreme discomfort on taking hot fluids, spiced foods, 
and condiments, or on smoking, and occasionally ageusia 
and lack of salivation. The condition lasts six to ten days, 
but the loss of the sense of taste may last some weeks. 
Examination in the acute stage shows a swollen red tongue 


V • 

1947). Ellinger ‘and Shatfock (1946) suggested that tin 
reactions may be due to nicotinamide deficiency. Penicillir 
administered as lozenges was swallowed, and inhibitet 
the growth of intestinal organisms responsible for th 
synthesis of nicotinamide. In this connexion a numbe 
of the patients treated by me had’two- or three-day course 
of penicillin lozenges containing 2 mg. of nicotinamide, an< 
in many of those so treated discoloured tongues developed 

Other possibilities are: (1) the presence of penicillin 
insensitive organisms, with the absence of the normal flora 
and (2) individual sensitivity to one or more penicillins 
or impurities. The possibility of the lozenge base bein: 
responsible, either chemically or mechanically, was th 
• subject of much investigation. 

All penicillin used commercially is produced by a limitei 
few companies ; this penicillin is then marketed by a large 
number of firms. Clinical trials were made with lozenge 
produced by seven firms. The compositions of> the base o 
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-ihe lozenges were made known by the makers. The lozenges 
: were made in accordance with the British Pharmacopoeia 
iiecommendations on penicillin — namely, that each lozenge 
should contain 500 units of calcium penicillin in a’ sucrose 
or sucrose and lactose base. In most cases gum tragacanth 
was present, about 3S%, magnesium stearate 0.8-2%, and 
favouring agents — e.g., vanillin, essence of lime — in small 
amounts. AH these are substances used in common phar- 
maceutical practice, and it was felt unlikely that any of 
them would cause a toxic reaction. As a test of this, 
lozenges consisting of the base only (blanks) were given 
to a number of patients, including several who had had 
glossitis or discoloured tongue with the penicillin lozenges 
previously. Though the blanks were given for several days, 
in no case did they produce any toxic effects, (v, 

Finally, reactions have been reported when penicillin has 
been administered in other forms — e.g., inhalation of nebu- 
lized aqueous solutions (Mutch, 1947) and continuous intra- 
}sral drip (Royston, 1947). In addition, both types of 
reaction were observed in patients treated with crystalline 
G lozenges and pastilles ; these contained about 96% of 
penicillin G, 4% of the other, penicillins, and no impurities. 

In many cases of reaction to penicillin the mouth cavity, 
as tested by the salivary count, was either sterile or con- 
tained coliform organisms. In a number of cases, how- 
ever, Pseudomonas pyocyanea, Friedlander’s bacillus. Pro- 
teas vulgaris, and M. albicans were present. From the two 
tables it will be seen that the average reaction to penicillin 
began on the fourth day of treatment, but sometimes did 
not begin for seven or even nine days. In most cases treat- 
ment had been carried out for three or more days — i.e., 
beyond the point (4S hours) where the oral flora had 
changed completely to penicillin-insensitive organisms. 
Symptoms usually diminished in two days from the time 
of ceasing penicillin therapy, but persisted to a lesser degree 
for about a week, and occasionally longer. 

Of. the less common symptoms, lack of salivation, ageusia, 
and a capacity to taste penicillin after cessation of treatment 
are the most striking. 

Summary and Conclusions 

A review of the reported cases of oral reaction to penicillin 
used locally in the mouth is given, together with an account of 
similar cases among patients treated' in the dental department 
at Guy’s Hospital. 

Neither nicotinamide deficiency nor the lozenge base is 
responsible for these oral reactions. 

It is noticed that reactions do not occur until there has been 
a complete change in the character of the oral flora. This takes 
about 48 hours,' and it seems reasonable to limit the use of 
penicillin for the treatment of oral infections to this length of 
time as a rule. To maintain an adequate and continuous concen- 
tration of penicillin in the mouth the use of this antibiotic in 
chewing-gum, 10,000 units per piece, thrice daily, is suggested. 

I would like to thank Dr. C. Shuttleworth, assistant dental 
bacteriologist, for numerous salivary counts and helpful advice; 
the many dental students who so kindly co-operated in this investi- 
gation ; and Mr. Golt, of the dispensary, for overcoming the technical 
difficulties inherent in the preparation of penicillin chewing-gum. 
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CARRIAGE OF PENICILLIN-RESISTANT 
STAPH. PYOGENES IN HEALTHY 
ADULTS 

BY 

T. D. M. MARTIN, M.R.C.S., L.R.C.P. 

AND 

J. E. M. WHITEHEAD, M.A., M.B., B.Chir. 

i From the Department of Bacteriology, St. Thomas's Hospital 
Medical School) 

The number of papers on this subject that have appeared 
in recent years indicates that there may be an increase in 
resistance to penicillin among strains of Staph, pyogenes 
isolated at different times from human infections during 
the course of penicillin treatment (Rammelkamp and 
Maxon, 1942 ; Anderson et al., 1944 ; Bondi and Dietz, 
1945 ; Gallardo, 1945 ; North et al., 1946). On the other 
hand, there is also evidence that strains of Staph, pyogenes 
exist which are naturally resistant to penicillin, having been 
isolated before the institution of penicillin treatment and 
in many instances having been shown to possess the power 
of inactivating penicillin by the production of penicillinase 
(Kirby, 1944 ; Spink el al., 1944a, 1944b ; Bondi and Dietz, 
1945 ; Gots, 1945 ; Gallardo, 1945 ; Harley et al., 1946). 

Further, it has been shown by Barber (1947a, 1947b) 
that the incidence of infection with penicillin-resistant strains 
may be increasing, since in one hospital the percentage 
rose from 14.1 in 1946 to 38 in 1947. There is thus evi- 
dence not only that some strains of Staph, pyogenes are 
resistant to penicillin and that some may become resistant 
in the course of treatment but also that the incidence of 
infections with such strains may be increasing. 

The nose and skin of normal persons have been shown 
by many earlier workers to be reservoirs of considerable 
importance for the carriage of potentially pathogenic 
staphylococci (for studies and references to earlier work 
see the papers of Miles et al., 1944 ; Williams, ,1946). 

Investigations of outbreaks of staphylococcal infections 
have shown that the nose, throat, and skin of persons in 
the patient’s environment, or of the patient himself, har- 
boured strains of the same phage or serological type as 
the infecting strain (Allison and Hobbs, 1947 ; Hobbs et at., 
1947). 

So far as we are aware there has been no published 
work concerning the incidence of penicillin-resistant strains 
of Staph, pyogenes occurring in the nose and throat and 
on the skin of normal persons, although Moss et al. (1948). 
in an investigation in 1946, encountered one resistant strain 
and one partially resistant strain in the noses of 21 patients 
who were persistent nasal carriers of Staph, pyogenes. 

In view of the evidence in support of the nose and skin 
as reservoirs of strains able to cause infection, it is obviously 
important to investigate the incidence of strains resistant 
to penicillin in these situations. Opportunity was taken, 
therefore, to examine the penicillin-resistance of all 
coagulase-positive strains of staphylococci isolated from 
the nose, throat, saliva, and six skin sites of 50 healthy 
individuals during the course of a different Investigation. 

Following the practice of earlier workers, vve have applied 
the term Staph, pyogenes to all coagulase-positive staphylo- 
cocci irrespective of pigmentation. 

Isolation of Strains 

The group, studied between April and November, 1947, 
consisted of 50 volunteer male medical students and labora- 
tory’ workers. One-half of these were students not engaged 
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in clinical work and laboratory staff not primarily handling 
material likely to be infected with Staph, pyogenes. None 
of the volunteers was infected clinically. 

Nine sites were swabbed in the following manner: 

Throat. — A dry cotton-wool swab was rubbed over the tonsils 
and the posterior pharyngeal wall. 

Nose. — A swab moistened with broth was passed into both 
anterior nares. 

Saliva. — A dry swab was dipped into a pool of saliva allowed 
to collect between the gum and lower lip. 

Skin.- — This was sampled on the following six sites by rubbing 
h swab moistened with broth over an area the size of a penny 
with a circular motion 20 times: (1) Face : both malar promin- 
ences. (2) Hand: palmar surface of the right hand. (3) Chest : 
middle third of the sternum. (4) Abdomen: immediately above 
the umbilicus in the midline. (5) Back : over the lumbar 
vertebrae. (6) Leg : over the right patella. 

All swabs were immediately inoculated into “ lemco ” 
broth and incubated aerobically overnight. The following 
day subcultures were made from the broth os to horse- 
blood-agar plates, which were then incubated overnignt 
and examined the next day for colonies of staphylococci 
Where there were any differences — e.g., in pigmentation, 
presence or absence of haemolysis, etc. — representative 
colonies of each variety were picked. The colonies thus 
picked off were subcultured on to segments of a lemco- 
agar plate and incubated overnight. Films were made the 
next day and stained by Gram's method, and strains which 
did not show the typical morphology of the staphylococcus 
were discarded. The plates were allowed to remain on the 
bench for three days to enable pigment production to be 
recorded, and the strains were then, subcultured into agar 
“ stabs ” and stored at 4° C. A total of 340 strains were 
isolated. 

All strains were then examined for the production of 
coagulase, using the tube technique as described by 
Gillespie (1943). This test was used as the sole criterion 
of potential pathogenicity, as earlier work has shown it 
to be the simplest and most reliable single test for patho- 
genicity among staphylococci. Of the 340 strains examined 
83 (24.4%) were found to be coagulase-positive. 


Carriage of Staph, pyogenes 
The details of carriage of the S3 strains of Staph, 
pyogenes among the 50 individuals are shown in Table I. 


Table I . — Carriage of Staph, pyogenes Among 50 Healthy Adults 


Site of Carriage 

No 

of 

Carriers 

%of 

Whole 

Group 

Nose 

20 

40 

Throat 

9 

18 

Saliva . . 

2 

4 

Face 

14 

28 

Hand . . 

7 

14 

Chest . . 

9 

18 

Abdomen 

7 

14 

Back 

2 

4 

Leg 

4 

8 

No. of carriers 

.31 

62 

Nose or throat only . . 

Skin only 

10 

7 

20 

14 

Combined nose or throat or saliva and skin 

14 

28 




31 

Carriers 


64-4 
29-0 
6-4 
45-1 
22-5 
29 0 
22-5 
6'4 
12-8 


32-2 

22-5 

45-1 


On each of nine sites in five individuals there were isolated 
two different strains of Staph, pyogenes as judged by 
colonial appearance. 

The findings shown are similar to those of Williams 
(1946), who surveyed a comparable group of 50 students 
by sampling the nose only,, together with 11 skyj sites 
using somewhat similar cultural methods. There j s how- 
ever, some disparity between our findings and those of 
Williams concerning the prevalent site of carriage i n those 


who are not simultaneous nasal and skin carriers. In out 
series, of the 17 persons from whom Staph, pyogenes was 
isolated from either skin or nasopharynx, but not frorr 
both, in 10 (58.8%) the organism was found in the naso 
pharynx only and in 7 (41.2%) on the skin only. Williams 
however, found among 19 such persons that only 3 (15.7% 
were nasal carriers, while 16 (84.3%) were skin carriers. 

The numbers examined in both series are small and thi 
discrepancies are possibly due to the fact that William 
examined 11 skin sites but not the throat and saliva, wherea 
we studied six skin sites but also examined the throat am 
saliva. 

Penicillin Resistance 

The 83 coagulase-positive strains isolated in the abov 
investigation were next examined for penicillin resistance 
using in the first instance the ditch-plate method with : 
concentration of 10 units of penicillin per ml. of agar ii 
the ditch: 15 strains (18%) were found to be resista^ 
by this method. 

These strains were next refesteef 6y the serial ch'futioi 
method in broth, using serial dilutions of penicillin ii 
0.5-ml. amounts of broth. The inoculum was one dro, 
(0.02 ml.) of a 1 in 100 dilution of a 24-hour broth culture 
Our results are shown in Table II. 


Table II . — Degree of Penicillin Resistance 


No. of Times More Resistant than the 
Oxford Staphylococcus 

No. of Strains 

128 

4 

64 

i 

32 

6 

16 

3 

8 

1 

Total 

15 


The 15 resistant strains were carried by six membei 
of the group studied. One of the six subjects (REE) W£ 
found to be carrying on a number of sites two strains ( 
Staph, pyogenes differing in their colonial appearance. Or 
strain (R2), occurring on two sites, had a resistance 12 
‘times that of the Oxford staphylococcus, and the othe 
(Rl), occurring on three sites, had a resistance 32 timi 
greater than that of the Oxford strain. It is impossibli 
without the help of methods of identification, such as sere 
logical or phage typing, to decide whether these two appai 
ently different strains are in fact different or whether the 
represent mutants from a single parent strain. 

Only one (LUM) of these six persons had ever ha 
penicillin treatment ; he once had some penicillin lozenge: 
Details of the carriage are shown in Table III. 


! Table III . — Carriage of the Penicillin-resistant Strains Isolated 


Carrier 

Sites 

Nose 


Saliva 

E5 





Lei 

SAY .. 

R 


, 

R 





, 


— 

LUM . . 

S 

— 

— 

s 

s 

R 

R 

— ■ 

— 

PER .. 

S 

R 


s 


s 

— 

— 

■ — • 

REE .. 

R1.R2 

R1.R2 

— 

Rl 


— 

— 

— 

• 

COR .. 

— 

— 


R 


— 

R 

R. S 

s 

BES 

R 

R 

— 

— 

B 

— 

— 


— * 

No of 
carriers . . 

3 

3 


3 


1 

2 

1 



The carrier rate of resistant strains among 50 healthy adults is 12%, that amor 
31 healthy carriers of Staph, pyogenes 19*4%. 

R = Resistant strain 
S = Sensitive strain of Staph, pvogencs. 

Rl and R2 = Strains isolated from same individual nith marked differences! 
degree of resistance. ' 


Discussion ■ 

In the 50 healthy adult males investigated the rate am 
distribution of carriage of Staph, pyogenes were simila 
to those found by earlier workers in groups of health; 
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adults. The foregoing observations are comparable to those 
reported by Williams (1946) in a group of the same number 
and of similar occupation. 

Of the group of 50 persons, 6 (12%) were carriers some- 
where on their persons of strains of Staph, pyogenes resis- 
tant to penicillin. This comprises nearly one in five, or 
',19.4%, of the 31 persons who were carriers. 

These figures are disturbingly high, although not perhaps 
unexpected in view of the apparently increasing incidence 
of penicillin-resistant strains in human infections. We are, 
however, not in a position to assess whether there has been 
an increase in the carrier rate of resistant strains compar- 
able to that found in the incidence of strains isolated from 
infections, for we have not been able to discover any pub- 
lished work in this connexion. Moss et al. (194S), who 
were endeavouring during 1946 to abolish nasal carriage 
(-{of Staph, pyogenes by the intranasal administration of peni- 
cillin to 21 patients who were persistent nasal carriers, 
3 encountered one case which yielded a penicillin-resistant 
fain and one case which yielded a partially resistant 
-ain during the course of treatment. Neither of these 
trains, however, was able to produce penicillinase. 

- We are able to confirm the findings of others (Kirby, 
1944 ; Bondi and Dietz, 1945 ; Gots; 1945 ; Barber, 1947a, 
1947b) that these naturally occurring resistant strains are 
able to inactivate penicillin. 


Summary 

Swabs from the nose, throat, saliva, and six skin sites of 
50 healthy men showed a carrier rate of 62% for coagulase- 
positive staphylococci. 

Examination of the 83 coagulase-positive strains isolated 
showed that 15 08%) penicillin-resistant strains were being 
carried by six persons (12%). 

Among the 31 carriers of coagulase-positive staphylococci 
the carrier rate for resistant strains was thus 19.4%. 

The resistant strains were all able to inactivate penicillin. 

The significance of the findings is discussed. 

Our thanks are due to Professor R. Hare for his valuable advice 
and criticism, and to the various medical students and laboratory 
workers of St. Thomas’s Hospital Medical School for their 
co-operation in this survey. 
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The Scientific. Film Association has issued a useful pamphlet 
, entitled ’’ On Organizing Medical Film Programmes ” (price Is. from 
>y the Association,- 34; Soho Square, London, W.l). ho'es on such 
-<V practical details as how to arrange the chairs, making sure that 
-the fuses are readily accessible, providing a firm table_ for the pro- 
jector, and choosing colour or monochrome^ films are included, and 
there is a short summary of the law in relation to showing films. 


INFECTED HANDS TREATED WITH 
SYSTEMIC PENICILLIN 


GORDON A. BARCLAY, F.R.CS. 

Formerly Demonstrator of Minor Surgery. 

Out-patient Department, London Hospital 

In an attempt to assess the value of systemic treatment 
penicillin was given as a routine to all out-patients attending 
the Infected Hands Clinic at the London Hospital from 
November, 1946, to January, 1948. 

Method 

Systemic Penicillin. — One intramuscular injection of 
penicillin, 200,000 units in aqueous solution (100,000 units 
per ml.), was given each day. The only variation in dosage 
was a reduction to 100,000 units in small children and a rise 
to 300,000 units for the first two or three days of a severe 
infection with systemic reaction. 

Local Dressings. — Penicillin cream (500 units per gramme 
in an emulsifying wax and castor-oil base) was applied. 
Glycerin and magnesium sulphate paste was also used 
extensively in the presence of slough and during the course 
of systemic penicillin, local chemotherapy being of little 
value in the presence of necrotic tissue. Repeated saline or 
antiseptic baths' were never used, but occasionally a hyper- 
tonic saline bath enabled one to remove a dry’ adherent 
dressing, drain, or scab under which pus was collecting. 
The drains were sterile ribbon gauze dipped in penicillin 
cream, which achieved the effect of local penicillin with the 
minimum of difficulty. Splints were never used except m 
cases of arthritis or tenosynovitis, because it was felt mat 
the bulky dressing applied after incision, combined with a 
sling gave adequate rest for the first 48 hours, and that 
after’ this time active movements were desirable. Dressings 
were done on an average every' second day. 

Physiotherapy. — No short-wave diathermy or dry heat 
was given. The great majority of patients did not attend 
the physiotherapy department. All cases with much slough- 
ing of the pulp or osteomyelitis attended a class for finger 
exercises and occupational therapy. 

Incision.— General anaesthesia— gas, oxygen, with occa- 
sionally “ trilene was used, and in many cases an 
avascular field was ensured by a rubber tubing tourniquet 
round the base of the finger. Local nerve-block with pro- 
caine was employed occasionally. Ethyl chloride spray was 

not used. , , - - „„ 

The selection of alternate cases as controls being imprac- 
ticable, the records of the previous six months are presented 
for comparison, as well as those of six months m 1944. 
The types of infection are dealt with below. 

I, paronychia 

Sureery — In early cases a unilateral incision was made 
in the angle of the nail fold. Usually the incision was 
bilateral, raising a dorsal flap and removing part or all of 
the nail according to the extent of the mfecUon. A dram 
was left under the flap for 48 hours. 

The results of treatment with penicillin are given in 
Table I. 

Conservative Treatment.— For 12 out of 134 cases no 
incision was necessary, inflammation resolving with local 
heat and penicillin. The average length of history- was 
3.3 days (10 cases). , . . , 

Operative Treatment.— Usually pus had already formed 
when the case was first seen. Incision was then necessary 
A preliminary review of cases after 50 to 60 patients had 
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Table I. — Paronychia 


Senes ^ 

' 

No of 
Cases 

! Systemic 
Penicillin 
No of Days 
Given 

! 

History in 
Days 

I H. Interval* 

A D Interval! 

No of 
Cases 

Mean in 
Days 

Standard, 

Deviation 

No of 
Cases 

Mean in 
Days 

Standard 

Deviation 

i 

1944. Propamidine dressing 






20 

16 45 

±16 52 




it. 

1946 Local penicillin in most cases . 1 


_ 

— 

49 

12 57 | 

± 691 




in. 

1946-7. Local penicillin in all cases . i 




4-13 

39 

10 79 

± 5 OS 

49 

15 25 

±6 02 

IV. 

1946-7. Systemic penicillin . . | 

134 

4-44 

4-98 | 

125 

8 68 

± 3-S6 

122 

_ 12 72 

±5 35 


* Day of incision until formation of dry scab without discharge 
f Day of admission until day of discharge with full epithclization and full mosements 


Table II. — Terminal-pulp Infection 


Group 

Period 

No 

°r 

j Cases 

Systemic 
Penicillin 
No of 
Days 
Given 

History 
! in 
Days 

I.H Interval 

I.H Interval! 

A D Interval 

No 

of 

Cases 

Mean 

in 

Days 

Standard 

Deviation 

No 

of 

Cases 

Mean 

in 

Days 

Standard 

Deviation 

No 

of 

Cases 

Mean 

m 

Days 

Standard 

Deviation 

I 

1944 



_ _ 

15 

2M 

-M4 6* 



mmm 




2 

1946 




. __ 

20 

13 5 

± 7 47- 



1 ■ 




3 

1947 


6 56 

4*27 

S3 

11-57 

±7 03 




81 

17 43 

4- 9 67 

4a 

1947 Under 30 years 



3*70 

51 

10 1 

±6 23 





P12J 

- 8 83 

4b , 

1947 30 years and over 



5 89 

34 

13 22 

-l 7-72 





EX9 

ill 1 

5a 

1947 History 4-7 days inclusive . , 

38 , 



39 

13 2 

i 7 45 . 



■ 


EX] 

±104 

5b 

1947 History 3 days and less 

26 



27 

9 62 

±6 17 



■ 



-l 7 25 

6 

1947 Delayed incision 

*>*> 1 


3 0 

22 

8 09 

± 5-18* 





14 41 

± 5 94* 

7 

1947 Diabetes 

4 


90 

4 1 

23 75 

±15-34* 

4 1 

33 5 

£15 34* 

4 

41*5 

il5 2S* 

8 

1947 Osteomyelitis 

19 


9 54 

19 , 

45 1 

i 1 6 9S * ! 

13 1 

60 9 

±23-3* 

13 

74 4 

-i-26 2* 

9 a 

1947 Osteomyelitis* under 14 da>b* penicillin 

10 

8 2! 

10 

10 

53 8 

£16 88* 







9b 

1947 Osteomyelitis* over 14 days* penicillin 

9 

20 1 

9 

9 

35 3 

-j: 6 33* 








* Standard deviation for small senes of cases 

t Day of incision Jill full cpitheliration with separation of all crusts and scabs 


been discharged showed little difference in the results in 
all but severe cases. It was therefore decided to omit 
systemic penicillin from the treatment of mild cases (Series 
III) ; these are compared with a larger group containing 
all cases treated with systemic penicillin, weighted by a 
larger proportion of severe cases (Series IV). Series III 
gave both longer incision-drying (I.H.) and admission- 
discharge (A.D.) intervals, which in the case of the I.H. 
interval would have occurred only 1 in 100 times, and in 
the case of the A.D. interval 1 in 33 times, through chance. 
Thus the milder cases, instead of showing shorter intervals 
as would be expected, gave slightly longer intervals. In 
comparing the “ controls ” with cases treated with systemic 
penicillin the difference is statistically significant for Series 
II, but though the difference is larger in Series I the greater 
variation gives a 1 in 25 possibility of the difference being 
due to chance. 

II. Uncomplicated Terminal-pulp Infection 

The results of the penicillin treatment of this series are 
given in Table II. 

Surgery. — Hockey-stick or bilateral through-and-through 
incisions were made with division of all longitudinal fibrous 
septa in each case. The horseshoe or crocodile-mouth 
incision was not used, the functional end-result being poor. 

Conservative Treatment. — In cases with a short history 
of pain (1-4 days) and only one or two nights’ loss of sleep, 
and where on examination it was thought that pus had not 
yet formed, incision was delayed, systemic penicillin, kaolin 
poultices, and some analgesic being the only treatment. To 
these cases must be added a number in which there was 
some contraindication to immediate operation. Twenty- 
seven cases were treated in this way. Five of these resolved 
without pus formation and 22 had incision one or more 
days later (mean 1.64 days). The incision was often limited 
to part of the terminal pulp without division of all fibrous 
septa, as in many cases a well-marked localization had 
occurred within the terminal pulp and general swelling and 
tension of the pulp had subsided. As can be seen from 
Table II, all the intervals measured are shorter than in the 
main penicillin-treated group. The difference of 3.48 days 


in the I.H. interval would have occurred only 1 in 100 times 
as a matter of chance ; the significance of the other differ- 
ences is less than this. The mean length of history in this 
group (No. 6) was only 3.0 days as compared with 427 for 
ail cases (Group 3). This shorter history may be partly 
responsible for the quicker healing, but at least it seems 
clear that delayed incision did not delay healing and did not 
result in complications causing prolonged disability. 

Operative Treatment. — Table II shows that penicillin- 
treated cases for 1947 had the shortest period of disability. 
The difference between the 1947 series and that of 1946 is 
not statistically significant, but the difference between 1944 
and 1947 would occur only 1 in 100 times through chance. 

Age. — Cases fell into two main groups, those under 30 
and those 30 years and over. As can be seen from Table II, 
these two groups show a difference of 2.19 days in length 
of history ; this is statistically significant. The difference 
in the I.H. interval (3.12 days) would occur only 1 in 20 
times through chance and the A.D. interval (4.93 days) 
1 in 15 times through chance. 

Length of History. — Arranging cases into two groups — 
those with a history of three days or less and those with a 
history of four to seven days — there is an increase in 
disability in the latter group of 6.9 days in the A.D. interval, 
which is statistically significant. Those cases with more 
than seven days’ history gave much longer periods of dis- 
ability — 23 days for the I.H. interval and 30 days for the 
A.D. interval. It seems clear that the younger age groups 
have a shorter history and a shorter period of disability, 
the shorter history being at least one if not the main factor 
in lessening the time of disability. 

Final Movements and Functional Result. — In only one 
case was there limitation of movement on discharge ; this 
was only 10 degrees limitation of flexion. Some loss ol 
function due to paraesthesia or anaesthesia of the scar anc 
destruction of the pulp in cases of gross sloughing was 
however, relatively common. Paraesthesia tended to dis- 
appear rapidly, especially after compensation. 

Incidence of Complications. — No case of arthritis, osteo 
myelitis, or tenosynovitis arose during penicillin treatmen 
except one possible case mentioned under osteomyelitis 
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HI. Terminal-pulp Infection with Osteomyelitis of the 
t Terminal Phalanx 

Diagnosis . — Bony infection may be immediately demon- 
trable by radiography in late cases, or the diagnosis may 
>e one of suspicion only, confirmed later by radiological 
ividence. The three factors of Bolton et al. (1947) — length 
)f history, amount of tissue necrosis, and previous inade- 
)uate incision — are helpful in diagnosis. To these can be 
idded age of patient and the typical bulbous appearance 
jf the terminal phalanx. 

Length of History . — In 78 uncomplicated cases with a 
nean of 4.27 days’ history' only three gave a history of 
fight days or more, whiie of 19 cases of osteomyelitis with 
i mean of 9.54 days’ history' only three gave a history under 
i week and five gave exactly a week’s history. Thus a short 
tislory does not exclude bony infection, nor does a long 
tistory necessitate it. 

~ Age of Patient . — As has been shown in uncomplicated 
rases, patients under 30 have shorter histories and a shorter 
Usability. In cases of osteomyelitis only two out of 19 
10.5%) were under 30, while 59.5% were under 30 in the 
incomplicated cases. In this 7 series only those showing 
adiological signs of osteomyelitis are included : cases of 
uspected osteomyelitis never proved radiologically are 
Deluded under uncomplicated cases. 

Surgery . — This was identical w'ith that of uncomplicated 
ases. Sequestrectomy was never performed until definite 
adiological evidence was at hand, unless a sequestrum was 
een lying free at the primary operation for incision of the 
mlp. 

Cases (see Table II) are divided into two groups : the first 
0 cases. (Group 9a) received penicillin for less than 14 days 


(mean 8.2 days), the second group of 9 (Group 9b) received 
it for more than 14 days (mean 20.1 days). This change 
was due to the realization that a week of systemic penicillin 
was not controlling cases satisfactorily. Though the num- 
bers are small the difference of 18.5 days in thel.H. interval 
is statistically significant and the two groups appear to be 
clinically of similar severity, with a mean history of 10 and 
9 days and a mean age of 43 and 40 years respectively. 

Progressive Osteitis . — This did not occur after the admin- 
istration of systemic penicillin except in one case. This 
case is not included in the figures as it received much of 
its treatment at another hospital. The extension of the 
bony infection and involvement of the distal interphalan- 
geal joint occurred a few days after cessation of the initial 
seven days’ systemic penicillin ; this should have been 
avoided if penicillin had been continued for a longer 
period. 

Sequestrum Formation . — In Group 9a one large seques- 
trum was removed at primary operation and four other 
cases had small sequestra removed later. In Group 9b no 
sequestrectomy was necessary, minute pieces of dead bone 
being extruded in the dressings, while cases in which there 
was gross radiological disorganization of the terminal 
phalanx, with separation of the bone into two or more 
separate pieces, resolved without sequestrum formation, a 
somew'hat deformed phalanx re-forming. 

Tenosynovitis . — One probable case was seen in which 
the middle pulp space was also affected and bilateral 
incision of the terminal and middle pulp was necessary. 
Osteomyelitis of the terminal phalanx was present, but 
there was no radiological evidence of arthritis. Final 
movement at the terminal interphalangeal joint was only 
25 degrees flexion : it is suggested that the diminished 


Table III 


_ 

No. of 
Cases 

Systemic 
Penicillin 
No. of Days 
Given 

History 
No. of Days 

I.H. Interval 

A.D. Interval 

No. of 
Cases 

Mean in 
Days 

Standard 

Deviation 

No of 
Cases 

Mean in 
Days 

Standard 

Deviation 

crminat-pulp infection . . 

S3 

6-56 

4-27 

85 

11-57 

±7-03 

81 

17-43 

±9-67 

almar subcutaneous infection of fingers 

43 

5-54 

4-41 

40 

11-94 

-<-7-19 

41 

15-02 

~7*4 

Web-space infection 

32 

6-7 

4-62 

29 

13-34 

~:8-l6* 

3J 

16-11 


Subaponeurotic infection . . 

15 

6-07 

5-21 

15 

1251 

2:6-81* 

14 


-b o 

Thenar-space infection 

6 

5-1 


2 

11 


6 

13-17 


Dorsal infections of fingers 

34 






34 

17-44 



* Standard deviation for small series of cases 


Table IV 


Infection 

1 

1 

Penicillin 

Days of Incapacity 

Incision Dry 

Incision 

Closed 

Not Moist 

Incision Epilhelized 

Incision Epitfcelued 
and 

Full Function 

Barclay 

Florey and 
Williams 
(1944) 

Bolton ; 
et al. 
i (1947) 

Cvtt 

(1945) 

Barclay 

Florey and 
Williams 
(1944) 

Barclay 

Webster 

(1947) 

Paronychia < 

- l 

None 
Local 
Systemic ' 

16-5 

10 8 

8-7 

15 5 

7-7 





15-3 

12-7 

14 

171 

Terminal pulp .. .. . 


21*1 

13-5 

11-6 

20-7 

10 8 

1 

i ;z 

i . 

18 

23 

16-9 

29-7 

21-7 

| 17-4 

15-4 

1S-9 

Terminal pulp, with osteomyelitis j 
terminal phalanx j 

None 

Local 

Systemic 

a 53-S 
b. 35-3 


; 

1 37 

36 



74*4 


Web . . / | 

None 

Local 

Systemic 

n 



16 

13 

j 

34-2 ! 

18 S 

16* t 


Palmar space 

None 

Local 

Systemic 

■ 



23 

26 




14 

15-7 

Thenar space \ 

l 

None 

Local 

Systemic 

n 



• 



13*2 

11 

18*1 
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movement was due to some' tendon damage with adhesion 
formation. 

Final Result 

Movements. — These returned to normal except in the 
case complicated by arthritis, the case mentioned above 
as probable tenosynovitis, one with 5 degrees limitation of 
flexion, and another with 20 degrees limitation. Thus, in 
..general, partial destruction of the phalanx did not limit 
final movements. 

Loss of Soft Tissue and Scarring. — Greater disability 
resulted from this cause, gross sloughing of soft tissues and 
multiple incision contributing. Under systemic penicillin 
treatment the absence of long-continued discharge and its 
resultant fibrosis and the reduction in the number of 
sequestrectomies improved the result, but there did not 
seem to be any regeneration of the soft tissues comparable 
with the reappearance of the bony phalanx. 

IV. Palmar Subcutaneous Infections of the Proximal and 
Middle Phalanges 

Four cases out of 40 subsided without incision. The 
-periods of disability as shown in Table III do not differ 
'significantly from those in uncomplicated terminal-pulp 
infections. 

V. Dorsal Infections of the Fingers 

Under this heading are included all dorsal infections 
except paronychia. Incision was necessary in only six 
cases, where it was limited to the release of pus under 
tension when still present after one or two days’ treatment 
with systemic penicillin. 

VI. Space Infections (Web, Subaponeurotic, and Thenar) 
The numbers seen in each group were small. The results 
do not show much improvement on non-penicillin-treated 
cases in previous periods, with the following exceptions : no 
case suitable for conservative treatment was seen in the 
subaponeurotic group, but out of 32 web-space infections 
three resolved without incision, as did four out of six 
thenar-space infections. 

VII. Acute Tenosynovitis 

A single daily dose of 200,000 units of penicillin is not 
sufficient to abort or treat all cases of tenosynovitis (see 
Case 2); once tenosynovitis was diagnosed the patient was 
admitted to hospital for more frequent injections of penicil- 
lin. Immobilization of the affected fingerjby a plaster slab 
was carried out for one week. ,/ 

Primary Tenosynovitis/ 

Case I . — This patient had a 24-hours hiftory of a penetrating 
wound of the fifth finger. Examination (bvealed tenosynovitis 
of the fifth finger and ulnar bursitis. Aslan in-patient he was 
given systemic penicillin, and a small incision made along the 
ulnar border of the sheath at the base W the fifth finger 
released seropurulent fluid. The wound's was sutured on 
the fifth day. Haemolytic streptococcus and Bad. coli were 
obtained from the puncture wound and haemolytic strepto- 
coccus from the sheath (Bad. coli was penicillirWesistant).- The 
patient defaulted while being followed up as an (out-patient, but 
when last seen he had full movement with thO.exception of 
10 degrees limitation of flexion of the fifth finger and slight loss 
of gripping power. \ 

Case 2 .— Treated as an out-patient with systemic itenicillin, . 
200,000 units daily, for a penetrating wound of the base, 'of' 
the third finger. Signs of tenosynovitis gradually appeared, 
but were not definite until the fourth day. The patient was 
admitted for intensive penicillin, and an incision was made to 
relieve tension in the proximal end of the sheath. Seropurulent 
fluid showing pus cells but sterile on culture was found. Final 
result: 5 degrees limitation of full flexion with slight loss of 


power. The patient thought there might be slight loss of func- 
tion, but compensation had not been decided. 

Case 3 . — Attended as out-patient, with a history of a splinter 
in the proximal pulp of the third finger. On examination some 
cellulitis of the proximal pulp was seen ; this subsided after two 
days’ treatment with penicillin. The patient defaulted after the 
second day, to return after one month with .acute tenosynovitis of 
the third sheath. Systemic penicillin therapy as an in-patient and 
immobilization without incision resulted in cure with full func- 
‘ tion but 5 degrees limitation of full flexion. 

Case 4 . — Puncture wound of the base of the third finger with 
signs of tenosynovitis, resolved with in-patient systemic penicil- 
lin therapy. Final result: full function. 

Secondary Tenosynovitis 

An early case resolved completely, while one late case 
resulted in sloughing of the distal sheath and adhesions of 
the tendon to the overlying scar with negligible movement 
at the distal interphalangeal joint and 10 degrees limita- 1 
tion of flexion at the proximal joint. A third- case is 
mentioned under “ Osteomyelitis.” 

\ 

VIII. Acute Arthritis 

From three cases seen it was realized that arthritis may 
occur before or after penicillin treatment without marked 
physical signs, and that even if arthritis does occur a useful 
joint should be obtained with only partial loss of move- 
ment provided the cartilage has not been too grossly 
damaged. In one case cartilage destruction must have been 
considerable, as half of the distal joint surface was seques- 
trated, but limitation of extension was only 10 degrees and 
flexion 35 degrees. 

General Considerations 

Systemic penicillin treatment in the out-patient depart- 
ment has resulted in a big saving in bed space. This is 
shown by the following figures. General surgical admissions 
to the London Hospital were 11% higher in 1947 than in 
1946, while beds available for septic cases rose from 21 to 
28. The out-patient clinic for infected hands also expanded 
by 64%. However, 37 cases of infected hands were admitted 
during 14 months of systemic penicillin treatment in the 
out-patient department, as compared with 78 in the previous 
14 months, a drop of 52%. Of the 37 cases, four or five 
were admitted unnecessarily according to present standards. 
The reduction was mainly due to a fall in uncomplicated 
but severe soft-tissue-infections from 49 cases to 13 and of 
osteomyelitis from nine to three ; and two of these three 
cases were diabetics admitted for stabilization. 

The reduction in pain and tissue-swelling brought about 
by systemic penicillin improved drainage and allowed many 
patients to continue work uninterruptedly except on the day 
of incision. 

Apart from paronychia, penicillin-sensitive organisms 
were isolated in all cases except one of osteomyelitis yielding 
a relatively insensitive Staph, pyogenes. Of 94 positive 
swabs taken from cases of paronychia, 15 grew pencillin- 
resistant organisms — Bact. coli 6, Proteus 7 ; Ps. pyocyanca. 
H. influenzae, and a resistant Staph, pyogenes one each. 
These cases took nearly three days longer to heal than the 
main group, but this is not statistically significant. In seven 
.cases penicillin-resistant organisms alone were ' isolated. 
Only three cases showed marked clinical resistance to treat- 
ment: two with cultures of Proteus vulgaris responded to 
propamidine cream ; one chronic case which had previously 
received penicillin grew a resistant Staph, pyogenes but 
responded to sulphonamides. Penicillin-resistant organisms 
did not appear to be secondary invaders, as they were found 
both in early and in late cases. 
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Discussion 

' From an examination of Table IV it will be seen that 
there is no very startling difference between the non- 
penicillin- and the penicillin-treated series, but in general 
the comparison bears out the impression that penicillin 
shortens the disability, more especially if given systemically. 
though such a comparison between different papers is not 
very satisfactory. 

Various papers read at the XXIHrd Medico-Legai Con- 
gress in Paris (1946), for cases treated before the general 
, use of penicillin, gave similar periods of disability, such as 
’ that of paronychia (13 days’ treatment). It was also shown 
' that with advancing age there was increased temporary and 
permanent incapacity, and that the longer the time before 
surgical treatment the longer was the period of temporary 
• incapacity ; this conclusion applied to infected hands in 
..general and agreed with the results of terminal-pulp infec- 
tion noted in this paper. However, Bolton el al. (1947) 
found no relation between length of history and disability, 
but reported increased disability with increased age. 

Though the mean period of disability may show only 
slight diminution with penicillin treatment, it is interesting 
to see that Curr (1945) and the Medico-Legal Congress 
report spreading and gangrenous infections. It is in avoid- 
ance of these severe infections that systemic penicillin shows 
the most beneficial results. To prove that such infections 
are prevented by routine systemic penicillin would need 
very’ large numbers of cases, f have, however, seen infection 
extend along the finger in cases treated by apparently 
adequate incision but without penicillin, and especially in 
bid and debilitated subjects. These infections have been 
easily controlled with penicillin in out-patients. The inci- 
dence of complications such as osteomyelitis, arthritis, and 
tenosynovitis is also decreased. 

With practice it may be possible to select at first sight all 
cases that are complicated or appear likely to spread and 
become complicated, but unless this can be relied upon 
routine administration of penicillin should be carried out. f 

Various, authors have mentioned conservative treatment, 
and Webster (1947) concluded that it was impossible to 
abort a terminal-pulp infection. Experience gained in this 
series, however, suggests that when the cases are first seen 
an attempt should be made to decide whether pus is present 
or not. If present, incision is indicated ; if not present, 
systemic penicillin and local heat may abort or localize 
the infection. The common practice of applying heat until 
a finger is “ ripe ” must be condemned, as once pus has 
formed delay may result in further destruction of pulp 
tissues, arid if pus has not formed resolution is possible with 
penicillin. In hospital practice few cases are seen early 
enough to abort, but in outside practice a larger number of 
1 suitable cases should be available. 

The method is not advised without full surgical facilities 
and daily review of cases, for, while pain is often greatly 
relieved by one or two injections of penicillin, incision may 
still be necessary. > 

Summary' and Conclusions 

Systemic penicillin, 200.000 units in one daily dose,' was given 
as a routine to cases of infected hands in an out-pau'ent depart- 
ment. The results of 380 cases are analysed and compared with 
those of cases not so treated and with other published results. 

This routine .did not reduce the period of disability in a 
. marked degree in uncomplicated cases, though there was some 
definite improvement. 

It resulted in the resolution of some early cases without 
incision and did not increase the disability in cases which had 
been treated conservatively and which were subsequently incised. . 


It controlled systemic reaction and spread in severe uncompli- 
cated cases. 

It reduced the period of disability and probably the incidence 
of complicated cases. 

ft greatly improved the functional end-result in cases of 
arthritis and tenosynovitis. 

It resulted in a considerable saving of in-patient beds, admis- 
sion of infected hands being reduced by 52% in spite of a much 
larger out-patient clinic. 

It was found in the case of terminal-pulp infection that with 
increasing age there was' a longer history of pain, a longer 
period of disability, and a greater liability to osteomyelitis. 

I wish to acknowledge my indebtedness to Mr. E. C. B. Butler 
for his encouragement and helpful criticism, to Dr. F. C. O. 
Valentine for his advice on the bacteriological aspects, and to the 
authors mentioned for their kind permission to quote their results. 
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CHRONIC URETHRAL OBSTRUCTION 
IN CHILDREN 

BY 
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Lecturer in Anatomy and Anatomical Curator. Royal College of 
Surgeons of England; Formerly O-C. Abyssinian Medical Unit, 
British Red Cross Society 

Chronic obstruction of the urethra is so much more 
common in the adult than in the child that, except in 
very specialized urological practice, experience of the 
latter is usually .very limited. The outlook of the general 
surgeon is thus inevitably coloured by his experience of 
adult pathology. Where long-continued obstruction exists 
in the adult, with production of advanced hydronephrosis, 
relief of the obstruction can usually do little more than 
arrest the hydronephrosis. In the child, however, repara- 
tive powers are so much more active that a 'ery different 
picture presents itself. A gross hydronephrosis can recover 
to such an extent that subsequent pyelography will reveal 
no abnormality whatever. Furthermore, after as much as 
two years of overflow incontinence the bladder sphincters 
can "regain their tone and preserve continence instan- 
taneously, as was demonstrated in the majority of the 73 
cases which form the basis of this article. 

All the patients were Abyssinian boys aged from 8 to 16 
who had suffered amputation of penis, scrotum, and testes 
several years previously, the result of intertribal raids and 
minor warfare. The boys almost invariably showed other 
evidence of the attacks they had withstood from their 
aggressors. Depressed scars of the scalp, missing fingers, 
and deep scars of the forearms were frequent The mutila- 
tion is carried out by grasping the external genitalia, pull- 
ing out the mass of tissue, and slashing it through witb the 
angled sword with which many of the Abyssinians axe 
armed. One would expect that the immediate mortality 
from such injuries would be high, and this impression was 
confirmed by the accounts of native witnesses. Gross infec- 
tion of the raw surface occurs, and this accounts for the 
extreme degree of scarring, which led ultimately to chronic 
urethral obstruction in the cases under review. 
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Amputation of penis and scrotum is a rare condition. 
In most industrial accidents of this nature the skin of the 
penis and sometimes of the scrotum is avulsed, but the 
penis itself is usually intact. Owens (1942), in an exhaus- 
tive review of the literature, found only 34 cases of denuda- 
tion, in only 13 of which was the skin of the scrotum also 
destroyed. Delprat (1944) and Lyons (1945) each reported 
a case of traumatic avulsion of the penis ; in the % latter’s 
case the scrotum was also lost. Each claimed that his case 
was unique in the literature. Rodrigues (1946) reports a 
case of amputation, but devotes his article almost exclu- 
sively to the forensic aspect. Gillies (1948) records three 
cases of penile loss — two traumatic and one the result of 
phagedaena — and Mclndoe (1948) reports two further cases 
of traumatic amputation. 

First Cases 

In June, 1942, at Addis Ababa, two boys, aged 8 and 14, 
from the Empress Menin School for Orphans were sent by the 
school medical officer for advice and treatment for urinary 
incontinence, with the suggestion that there was “ something 
wrong with the bladder sphincter.” Each boy presented a similar 
picture. Mutilation had taken place some seven years previously, 
and each had been incontinent for about two years. There was 
complete absence of external genitalia, the former site of which 
was occupied by a projecting irregular mass of dense scar tissue. 
From a minute depressed orifice in the scar tissue a small but 
constant stream of urine trickled down one or other leg. In 
each case a tense firm bladder reached the umbilicus. 

It was apparent that the boys suffered from overflow incon- 
tinence resulting from urethral stricture. It was impossible to 
introduce even the finest lacrimal probe into the opening in 
the scar tissue. A thread of fine silkworm-gut was used as ‘a 
probe, and by a combination of rotary and to-and-fro move- 
ments it was with difficulty introduced through the stricture into 
the urethra. On its withdrawal no increased flow of urine 
resulted. Urine collected in a test-tube placed over the orifice 
showed no abnormality. “ Perabrodil ” intravenous pyelography 
was done. Superimposed circular shadows of three calices, each 
the size of a walnut on the film, testified to the presence of 
very advanced bilateral hydronephrosis in both cases. Excre- 
tion of the perabrodil was efficient ; no 'other test of renal 
efficiency could be carried out under the conditions at that time 
existing in Addis Ababa. 

Operation . — In the elder of the two boys the whole mass of 
scar tissue was removed under spinal analgesia. It was of the 
consistency of hard rubber, oval in shape, 4 by 2 in. (10 by 5 
cm.) in extent, and over 1 in. (2.5 cm.) thick. It was difficult to 
identify normal urethral mucosa beneath the scar. A silkworm- 
gut thread introduced through the stricture was of .great help 
in finding the urethra. The bladder emptied spontaneously in 
the act of transecting the urethra. The stump of , penile urethra 
measured about 1 in. in length. It was split inferiorly, and a 
muco-cutaneous continuous suture of fine catgut was introduced 
with an atraumatic needle. There was <no tension on either 
skin or urethral mucosa. An indwelling catheter was left in 
position for four days. The boy was continent after the catheter 
was removed. 

In the younger of the two boys precisely Similar conditions 
obtained. In each case an irregular spiral fistulous track was 
found coursing through the scar tissue. There 'was no dilatation 
of the urethra between the triangular ligament) am. the scar. 

Further Cases ■ 

The Empress of Ethiopia supports a school for orphans' 
in Addis Ababa. Many of the boys there' were J * the 
same condition. From this source and from Icatjj, ’^ doctors 
who sent me patients I saw 73 such cases before leaving 
Abyssinia in December, 1944. The ages of the boys varied 
from 8 to 16, and in all cases amputation had been done 
six to seven years before. Incontinence had been present 
for periods varying between a few months and two years 
or more. In most of the cases incontinence had begun 
about five years after the mutilation. 


It is impossible to estimate the proportion of cases in 
which ultimate urinary incontinence results. The 73 cases 
here summarized were all seen .because of overflow incon- 
tinence. It is certain that some cases never develop obstruc- 
tion, for in several adults in whom the condition was seen 
casually the mutilatidn had taken place several decades 
previously and, in spite of complete lack of medical care k 
at the time, there had never been any difficulty in micturi- 
tion. Reports of such cases are rare in the literature. 

The case reported by Lyons, even after plastic repair at 
the Mayo Clinic, required regular dilatation for some time 
afterwards, whereas in Delprat’s case, in which an indwell- 
ing catheter was used and the perineal wound packed, with 
no plastic repair and considerable infection of the wound, 
no stricture resulted. In each of these cases the penis and 
urethra had been avulsed at the triangular ligament. Of 
the three cases reported by Gillies two apparently had some 
-degree of post-operative obstruction. Certainly in none of/' 
my cases did incontinence appear until something like five 
years after the original mutilation. 

In my series there was some variation in the degree of 
amputation of the external genitalia. That is to say, in some 
instances remnants of scrotal skin remained, but in only two or 
three cases was one testis preserved. In almost all the patients 
the volume of scar tissue was very great, due no doubt 
to the gross infection which must have followed the amputa- 
tion. The length of penile urethra which remained was very 
variable. 

In one case, for example, almost 2 in. (5 cm.) of urethra 
remained, and a dilated sac, ovoid in shape, contained over 

1 oz. (28 mg.) of large faceted phosphatic calculi. In this case 
there was a minimum of scar tissue, and it was a simple matter 
to slit the dilated urethra and make a mucocutaneous suture 

2 in. long. Six months later this large artificial meatus had 
contracted down to a length of 4 in. (1.25 cm.), but the boy was 
still continent. In the majority of cases the length of penile 
urethra varied from 4 to 1 in. and was not at all dilated between 
the scar and triangular ligament. 

It was discovered by accident that the use of a post-operative 
indwelling catheter was unnecessary and inadvisable. Early in 
the series one of the boys removed his catheter on the day of 
the operation ; four hours later he was still continent. It had 
been noticed, as expected, that the indwelling catheter in previ- 
ous patients had caused some erosion 'and superficial suppura- 
tion of the suture line. Thereafter no indwelling catheter was 
ever used, and the boys were completely continent immediately 
after operation. Following micturition, which occurred only 
four or five times a day, swabbing the suture line and drying 
it with spirit resulted in rapid aseptic healing. It seemed a 
surprising thing that after two or more years of gross obstruc- 
tion and overflow incontinence prolonged enough to cause 
hydronephrosis the bladder sphincters could regain their func- 
tion instantaneously. Equally striking was the disappearance 
of the hydronephrosis, to be referred to later. In no case was 
there urinary infection. 

Lale Results 

The immediate results were good in all cases operated on, 
complete continence being established at once. The later results 
were less satisfactory. In several of the earlier cases great 
contraction of the artificial meatus occurred, and dribbling of 
urine reappeared after about six months. Second operations, 
\yith a more generous slitting of the urethra posteriorly and 
r i resultant longer line of mucocutaneous suture, were per- 
formed in these cases, and it became abundantly apparent that 
in all cases slitting of the remnant of penile urethra as far 
back as possible was very necessary in order to secure the 
longest possible line of mucocutaneous suture. Of equal impor- 
tance was the minimizing of post-operative fibrous-tissue for- 
mation by the meticulous removal of all scar tissue at the 
operation and the securing of primary union by the avoidance 
of post-operative indwelling catheters and keeping the wound 
dry. 

After these procedures were adopted late results appeared to 
be uniformly good. The, period of follow-up was too short 
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many of the cases, however, and it is quite possible that 
e ultimate results are less satisfactory. Contraction of the 
-tificial meatus certainly seemed to be a continuous process in 
!1 cases, but fortunately in most of the boys it appeared to 
ave ceased before the orifice became pin-point and obstruc- 
on recurred. But as it required five years for obstruction 
3 occur after the original mutilation perhaps at least this 
eriod should elapse before a plastic repair is pronounced 
successful. 

In only one case has complete failure to be recorded. Here 
he stump of penile urethra projecting beyond the triangular 
igament was very short. Slitting of the urethra was out of 
he question, and mucocutaneous suture transversely around 
he short stump of urethra was all that was possible. Con- 
inence was maintained for only six months, and thereafter 
veekly dilatation of this post-operative stricture was necessary 
to preserve continence. Several plastic procedures v ere con- 
sidered in this case, but none was ever tried out. 

Should an attempt have been made to lay open the mem- 
branous urethra, with a long suture line to a skin tube pre- 
viously constructed for the purpose ? Apart from the almost 
certain risk of damage to the external sphincter I felt that the 
chances of resultant stricture were very high, and should such 
a stricture have occurred its regular dilatation would have been 
more difficult and probably more painful than dilatation of 
the existing stricture at the triangular ligament. At that time 
I was not aware of the plastic repairs that were being per- 
formed by Gillies, Mclndoe. and others, but in retrospect I 
still feel, in view of the contraction at the artificial meatus in 
all cases, that in my hands post-operative stricture would have 
occurred at the junction of urethral mucosa and skin tube 

Other Factors 

Cosmetic Repair . — It was felt that the construction of an 
artificial penis was not called for in those patients (ail 
except two or three) who had lost their testes, and efforts 
were directed exclusively to the cure of urethral obstruc- 
tion by the production of an artificial meatus which would 
remain patent 

A problem which caused great anxiety was the question 
of what to do in the two or three cases in which one testis 
remained. In these cases, in which there was no penis at 
all and therefore no apparent means of sexual gratification, 
and having regard to the lack of inhibitions which normally 
characterized the life of these people, it was felt that castra- 
tion would be a kindly act. Nevertheless, it was not done. 
In retrospect I thought that was a mistake until I read the 
articles by Gillies and Mclndoe, and I am now glad that I 
allowed these boys to retain their solitary testes. A surgeon 
in Addis Ababa may at some future date be able to perform 
such operations as those authors describe and restore sexual 
function to these unfortunate individuals. 

Recent Mutilation . — I saw only one case of recent mutila- 
tion, and that prior to the series of late cases reviewed here. 
In 1941, during intertribal fighting in Abyssinia,, a boy aged 
about 3' years was brought to me. The whole of his 
external genitalia, including both testes, had been amputated 
a few hours before. Bleeding had been comparatively 
slight, the wound was a clean incised one. and skin retrac- 
tion had left a raw area about 2 in. in diameter. In the 
centre of the wound the stumps of the three corpora pre- 
sented. ,1 was working in the field at the time and sent him 
back to hospital, but the parents refused treatment and took 
him away. 

Recover y of Hydronephrosis . — Apart from the recent 
case referred to above, all the boys had dilated bladders 
with overflow incontinence, which had been present for 
periods of up to three years. In every case in which pre- 
operative intravenous pyelography was done (some fifteen 
or sixteen in all) hydronephrosis was evident. The dilated 
kidneys were palpable in the majority of the boys. These 
cases "were seen during the war years, when supplies were 


short and great economy in the use of perabrodil was neces- 
sary. Attempts to procure a child's cystoscope for post- 
operative retrograde pyelography failed. Consequently I 
can report only three post-operative intravenous pyelograms. 
In each of these three patients, whose pre-operative pyelo- 
grams had shown advanced hydronephrosis, the shadows 
of a slender pelvis and concave calices had replaced the 
three circular shadows of the original pyelograms. In no 
case was the kidney palpably enlarged after operation, and 
I had the impression that the three cures demonstrated by 
pyelography were typical of the other cases also. 

S umm ary 

After amputation of the external genitalia in bovs, untreated 
at the time and always grossly infected, overflow incontinence 
due to cicatricial contraction does not appear earlier than about 
five years ; in an uncertain proportion of cases it does not occur 
at all. 

Overflow incontinence, present for as long as two years or 
more, is relieved immediately the obstruction is removed. The 
bladder sphincters regain their function instantaneously. ' 

An artificial meatus continues to contract for many months 
(perhaps for several years) after operation. Indwelling catheters 
across the suture line are to be avoided at all costs. 

In the absence of urinary infection gross hydronephrosis due 
to low obstruction is curable in children. 
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NEPHROCALCINOSIS INFANTUM WITH 
HYPERCHLORAEMIC ACIDOSIS 
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At the International Paediatric Conference held in London 
in 1933 Ligbtwood demonstrated post-mortem specimens 
from infants showing calcification within the renal collec- 
ting tubules. There was no abnormal extrarenal calcifica- 
tion or any sign of endocrine disease. In 1935 he described 
the clinical picture: failure to thrive, anorexia, vomiting, 
constipation, and pronounced hypotonia. A trace of albumin 
and a few leucocytes or epithelial cells were usually found 
in the urine. The previous suggestion of Putschar (1929) 
and of Thatcher (1931) that hypervitaminosis D might be 
the explanation of such a clinical picture with renal calcifica- 
tion <vvas rejected. In a female infant with these clinical 
features Lightwood, Maclagan, and Williams (1936) demon- 
strated an acidosis which persisted for weeks. 

Lightwood (1946) recorded a further case in an infant. 
The clinical features were similar to those he had previously 
described, and at necropsy the kidneys showed deposits of 
calcium both within and external to the renal collecting 
tubules. 

Butler, Wilson, and Farber (1936) described persistent 
dehydration, hyperpnoea, hyperchloraemia, and diminished 
alkali reserve in four cases Large deposits of calcium were 
observed post mortem both within and adjacent to some 
of the renal collecting tubules. Their patients were 
dehydrated in spite of a satisfactory fluid intake, and 
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OCCUPATIONAL MEDICINE 

Occupational Medicine and Industrial Hygiene. By Rutherford 

T. Johnstone, A.B., M.D. (Pp. 604; 117 illustrations, 7 in 

colour. £2 10s.) London : Henry Eimpton. 1948, 

Many aspects of occupational medicine are considered in this 
, book. It includes historical and medico-legal data as well as 
descriptions of clinical syndromes and special industrial pro- 
cesses. The author stresses the need for wider recognition of the 
importance of industrial medicine both among leaders of 
industry and members of the medical profession, and presents a 
scheme for teaching undergraduate and postgraduate students. 
He emphasizes the importance of occupational hygiene in the 
field of preventive medicine. 

The book begins with a brief history of the development of 
occupational medicine as a special study. The author praises 
the early work of Ramazzini and his interest in, the health of the 
worker, and pays tribute to all who have carried this work to 
its present stage. He then expounds clearly his views on the 
aims and scope of industrial medicine in the future. Chapters 
on pre-employment examination, job placement, and job analy- 
sis indicate how some of these aims may be achieved. Discussion 
on the problems of workmen’s compensation and the medico- 
legal complexities are of limited interest to readers outside 
the U.S.A. 

The next section of the book is mainly about the hydrocarbons 
and the toxic gases. He discusses the chemistry and gives details 
of the use of particular compounds in industry. The symptoms 
and signs of intoxication are perhaps less clearly described than 
the nature of the hazard and methods of its control, but through- 
out the book complete case records are reproduced when possible 
to illustrate the main features. A discussion on thioglycollic 
add and the thioglycollates, and also on some of the latest 
“ weedicides,” illustrates the author’s awareness of the daily 
appearance of new substances which may prove toxic and his 
wish to make all physicians similarly aware of new risks. 

Johnstone gives a full account of the toxic hazards arising 
from metals in industry. In the chapter on beryllium he draws 
attention to an important new problem, and in the chapter on 
lead poisoning he presents the varying views on the storage 
of lead and its excretion. He quotes at length from several 
authorities and gives many references both on this aspect and on 
that of diagnosis. He personally has abandoned treatment of 
lead poisoning by the method of attempting to store lead in the 
bones during the acute stage of intoxication, with subsequent 
controlled “ deleading,” and prefers to concentrate solely on the 
incidental effects of lead. He describes his own method of treat- 
ment, and also gives a detailed account of the alternative pro- 
gramme. Clearly this controversy is not yet settled. 

The final section is on the dusts. Many readers will disagree 
with some of the author’s opinions. I wonder whether our 
knowledge of the effects of carbon dust is sufficient for him to 
say that “ miners reveal a greater fibrosis than that of the non- 
exposed, but it is a non-disabling fibrosis unless the carbona- 
ceous substance is combined with siliceous material.” The type 
of pneumoconiosis found in South Wales coal-miners suggests 
that this is not so. There is an unbiased discussion on the value 
of aluminium dust therapy in silicosis, and useful chapters on 
tuberculosis in industry and on the inert dusts. Descriptions of 
special industrial processes are clear and particularly well 
illustrated. He outlines the principles of .v-ray diffraction and 
dust-counting methods and describes in detail the method of 
administering oxygen under pressure. 

Such statements as, “ It is advisable to consult chest x-rays 
for they may reveal pathology of varying degrees,” which 
occurs when discussing “ laboratory findings ” in persons 
exposed to dangerous amounts of gasoline, lack clarity. The 
reader detects at times a sense of indecision when Johnstone 
quotes at length from publications on a particular subject with- 
out indicating which idea he believes to be right. But these 
are minor criticisms of a book which contains much useful 
knowledge. 

Donald Hunter. 
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Recent Advances in Cardiology. By Terence East, M.A., o V 
FR.CP., and Curtis Bain, M.C., D.M., F.R.C.P. ft-', 
edition. (Pp. 454; 27 plates and 98 text-figures. £| 
London: J. and A. Churchill. 1948. 


Nearly twenty years have elapsed since the first publican';- 
Recent Advances in Cardiology by Drs. East and Esc. 
comparison with the present edition shows how renurlv 
has been the transformation of cardiological knowledge infie 
two decades. Such rapid advances entail a risk that stud- 
will concern themselves with spectacular new development; si. 
they are still unsure of fundamental principles. The arc- 
must, of course, discuss new subjects, as the title of their fc- 
implies, but, building as they do on the earlier editions, tv- 
strike an admirable balance. 

Those seeking an exposition of familiar problems sect i 
cardiac dyspnoea or the arrhythmias will find them clsi-h 
presented, even though the style is staccato in places. Mr 
advanced students will find references to such subjects £. 
newer theories of the electrocardiogram, ventricular gn£c 
cadiac catheterization, and angiocardiography. So faithfu" 
have the authors expounded these developments that they bn 
had not only to add to the volume but to rearrange it comp!;::!;. 
The revised chapter on congenital heart disease is perhaps Is 
well balanced than others. The bibliographies de serve speck! 
mention, for they have become extensive and informative cc:- 
tributions showing the evolution of each branch of the subject 
I recommend this work without reservation to all students of 
cardiology ; the beginner and the more advanced student alii; 
will find his need', met and his interest stimulated. 


K. Shirley Smith 


IRRESPIRABLE ATMOSPHERES 

Breathing in Irre'pirable Atmospheres, and. in Some Cases, else 
Under Water B\ S,r Robert H. Davis, F.R.SA. With foreword 
by Sir Leonard Hill. F R.S., LL.D., M.B. (Pp. 386; full; 
illustrated. 25s » I.ondon : The Saint Catherine Press. 

This new book R intended primarily for lay readers, particu- 
larly for those who use the many types of breathing apparatus 
described. The author describes fully the problems of altitude 
flying, war and industrial gas poisoning, fire fighting, mine 
rescue, and resuscitation. In most sections he discusses 
severally the evolution of each problem and the develop- 
ment of the various types of apparatus to cope with it. The 
resultant mixture of history’, physiology, technical problems, 
and description of apparatus is in the tradition of Sir Robert's 
previous book, Deep Diving and Submarine Operations, and. 
although not pleasing to a purist, will hold the interest of the 
reader. The physiology is simplified and therefore dogmatic 
This book is a remarkable record of achievement in many 
fields and contains much that is of interest to the specialist. 
There is no doubt that it will join its companion on the shelves 
of all those interested in respiratory problems. 

K. W. Donald. 


THE RORSCHACH TEST 


Principles and Practice 
W. Mons. (Pp, 164. 


of the Rorschach Personality Test. By 
12s. 6d.) London: Faber and Faber. 


Though the Rorschach test has become firmly established and 
is widely used in Britain, no really elementary’ textbook has 
been published until now, and the test remains largely in the 
hands of the expert. One unfortunate result of this' is that its 
potentialities are not always realized as fully as they might be. 
The tester is seldom a clinician and so does not select his 
subjects, and the clinician does not know how to select thost 
patients for whom the test can most appropriately be used 
Both classes of reader will welcome this book. Dr. Mons gives 
an account of the theoretical basis and of the actual technique 
of the test, and provides the clinician with information aboul 
the indications for its use and about its limitations. He 
emphasizes the fact that this is an introduction only ; he is 
writing for beginners, and does not take for granted in his 
readers any previous acquaintance with the test. He has 
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evolved his own lechnique of inlerpretation, and this he 
describes minutely and clearly. The reader will have little 
difficulty in following the instructions, and will find that most 
of his difficulties and questions have been answered. Although 
for so small a book it is remarkably comprehensive, it is by no 
means an exhaustive description of all the theories and tech- 
, ntques which have grown up round the Rorschach test, especi- 
" ally in recent years. It is rather an account of the views and 
practice of one exponent, evolved by him from an extensive 
acquaintance with the literature and wide personal experience. 
It is to be recommended as a most readable introduction to the 
subject. 

Eliot Slater. 

SHAKESPEARE’S SON-IN-LAW 

The Shakespeare Circle. A Life of Dr. John Hall, Shakespeare’s 

son-in-law, with glimpses of their intimate friends and relations. 

By C. Martin Mitchell. (Pp. 116: illustrated. 12s. 6d.) 

Birmingham: Cornish Brothers, Limited. 

( L \. 1 ohn Hall was born in Bedfordshire in 1575. He matriculated 
from Queens' College. Cambridge, at the age of fourteen, and 
is entered in the records as M.A. in 1597. He studied in 
France, but he did not take a medical degree and was generally 
known as Master John Hall. It is suggested that an ecclesias- 
tical licence gave him his qualification and he settled in Strat- 
ford-on-Avon to practise medicine about the year 1600. He 
-married Susanna, Shakespeare’s daughter, in 1607, the tear f 
the production of The Life and Death of King Lear and his 
Three Daughters, and in 1610 they moved into New Place to 
live with the poet. Susanna died in 1649. fourteen years after 
.her husband. Her epitaph,' its quality sufficient to prove that 
her father died before her, is well known: 

“ Witty above her sexe. but that’s not all. 

Wise to salvation was good Mistress Hall, 

Something of Shakespeare was in that, but this 
Wholly of him with whom she’s now in blisse. . ." 

John Hall became a very successful physician whose practice 
extended beyond Warwickshire. He refused a knighthood 
(does this make him unique among physicians 7), preferring 
to pay £10 for his affront to that fount of commercial honour. 
James I. John Hall was a great man in Stratford and both 
in 1617 and in 1622 he refused nomination to the Town Council 
■■ because bis work prevented his attendance." His ultimate 
acceptance of nomination in 1632 appears to have been a 
tactical move in his violent quarrel with the Corporation, for 
he was- soon expelled for “sundry other misdemeanours and 
continual disorders"’ It is charitable, as his biographer sug- 
gests, to regard his acrimonious behaviour in these contro- 
versies as evidence of ill-hea’.th. He died suddenly in 1635. 
and in 1657 his friend and admirer. Dr. John Cook, of War- 
wick, published 200 of his case notes with the title Select 
Observations on English Bodies or Cures both Emperically and 
Historically performed upon very eminent Persons in desperate 
• Diseases. . . . 

Mr. Martin Mitchell’s book contains all (and more) that is 
known of John H-'J and gives in addition much information 
about other relations and friends of William Shakespeare. 

D. V. Hubble. 


One has only to read the introduction to Physical Treatment of 
Injuries of the Brain and Allied Nerve Disorders, by Miss K. M. 
Hem. M.C.S.P. (Bailliere. Tindall and Cox: 10s. 6d.) to see that the 
author is an enthusiast. The theme of physical treatment she advo- 
cates is active work — “activity with interest, variety, and achieve- 
ment." She emphasizes the essential importance of rhythm, for the 
patient must do much more than slow deliberate concentrated move- 
ment with an affected limb; be must be able to exhibit co-ordination 
and rhythm. She describes the techniques of active re-education in 
detail, and they are well illustrated. She emphasizes the -value of ball 
games, recommending three different sizes of ball and giving clear 
details of their use. In the chapter on apparatus she rightly points 
out that, though it is useful, its absence should be no deterrent to 
the physiotherapist, who should be able to adapt and improvise. 
She makes many suggestions for such improvisations. This book 
is thoroughly practical. The author docs not lose sight of the little 
important things in life, and she reminds us that the spastic patient 
should be able to handle his own money and do up his own huttons. 
All who are interested in rehabilitation will study the book with 
profit. 


BOOKS RECEIVED 

\ Review h not precluded by notice here of books recently rccer.cd] 

Manual for Medical Records Librarians. By E. K. Huffman, 
R.R.L. 2nd cd. revised. (Pp. 371. S4.50.) Chicaco: Prnsirians* 
Record. 1948. 

The author describes library organization, methods Such as micro- 
filming and card-indexing, and includes a glossary of medical terms. 

The Trial of Gogflwa Sadaichi. Edited by C. Sleeman. BA. 
(Pp. 245. 18s.) London: William Hodge. 194S. 

Describes the trial of a group of Japanese war criminals. 

Thomson- Walker's Genito -Urinary Surgery. Edited and revised 
by Kenneth Walker. M A.. M.B., B.Cb., TJt.CS., T-l.CS. 3rd ed. 
(Pp. 956. 60s.) London : Cassell. 194S. 

Out-of-date material has been eliminated, and new work on the 
sulphonamides, antibiotics, and mandelic add described. 

Bacteriology. By F. \V. Tanner and F. W. Tanner, Jr 4th ed. 
(Pp. 625. 27s) London: Chapman and Hall. 1948. 

An introductory textbook for the student. 

Comparative Physiology. By B. T. Scheer. Pb.D. (Pp. 563, 
36s.) London: Chapman and Hall. 1948. 

A textbook for the advanced student grounded in zoologv. 

Recent Advances in Respiratory Tuberculosis. S'- F. Heaf, 
MA., MJD., F.R.C.P., and N. L. Rusby, M.A., D.NlJ F.R.C.P. 
4th ed. (Pp. 290. 21s.) London: J. and A. Churchill. 194S. 
Besides bringing the book up to date the authors hare included 
new chapters on the patient's environment and sodal circumstances. 

Clinical Endocrinology. By L. Martin. M.D., F.R.C.P- and M- 
Hynes, MX>., M.R.C.P. (Pp. 222. 15s.) London: J. and A. 

Churchill. 1948. 

A short textbook intended particularly for general practitioners and 
postgraduate students. 

The Development of Modern Medicine. By R. H. Shryock, 
(Pp. 384. 21s.) London : Victor Gollancz. 1948. 

The development of medicine is related to the intellectual back- 
ground and social history' of the times First appeared in the U S.A. 
in 1936. 

Document# Ophthalmologic#. Edited by F. P. Fischer , A. J, 
Schaeffer, and Arnold Sorsby. Vol. 2 (Pp 461 No price.) The 
Hague: W. Junk. 1948. 

Includes papers by various authors on the elecirorctinogram, siderods 
retinae, and experimental trachoma. 

Dietetics. By A. Nimahsuria. M.B., B S., M.R-C-P (Pp 1?S. 
No price.) Colombo: The Times of Cejlon 194S. 

Intended for the school-teacher and intelligent parent. 

Physiology of the Eye. By H. Davson. D.Sc. (Pp. 45! 32s.) 

London: J. and A. Churchill. 1949. 

A textbook fer the general medical student and prospective specialist 
in ophthalmology. 

Science in Films. Edited by B. Lloyd, M-Sc., Ph-D. (Pp. 238, ^ 

15s.) London : Sampson Low, Marston. 1948 

Includes an article on the use of films in medicine and very extensive 

references. 

Lumbal gten. By H. Debrunner. 2nd ed. (Pp. 121. 12.50 Swiss 
francs.) Berne: Huber. 194S. 

A clinical account for the general practitioner 

Psychiatry in General Practice. By M. W. Thomer. M-D.. D-Sc. 
(Pp. 659. 40s.) London: W. B. Saunders. 1948. 

A practical account of diagnosis and treatment, •with case histories. 

Treatise on Surgical Infections. By F. L. Nfeler.ev. M-D. 
(Pp. 713. G3s.) London : Geoffrey Cumterlege. 1948. 

The author discusses sterilization and asepsis, the infection of surgical 
Vounds, the bodj*s defences, and treatment. „ 
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CAUSE FOR DISSATISFACTION 

That there is widespread dissatisfaction among the pro- 
fession with the conditions of service under N.H.S. is 
plain from the correspondence in the Journal, resolutions 
passed by Divisions, and discussions in committees. The 
two chief points of grievance are overwork and under-pay 
— points that were stressed in the House of Commons on 
Jan. 21 when Sir Henry Morris-Jones opened a debate 
on the adjournment. “ There is no doubt,” he said, “ that 
large numbers of medical men are extremely unhappy and 
very perturbed about their present position and the work- 
ing of the Act.” He considered that in the large industrial 
areas medical men had on the whole gained financially, but 
that the incomes of practitioners in residential, rural, and 
seaside resorts had fallen. He also drew attention to the 
fact that many specialists had suffered drastic reduction in 
income. He thought that the Act would survive the present 
troubles, but that the basis of remuneration should be re- 
considered. Mr Fred Messer, who is Chairman of the 
Central Health Services Council, said that as one who had 
day-to-day experience of the administration of the Service 
he had found complete co-operation from every section of 
the medical profession. He confirmed what Sir Henry said 
about the great hardship “ being experienced by many 
general practitioners at present,” adding later “ clearly, 
everybody knows that the situation cannot remain as it is.” 
„ lr. Messer considered that six months' experience was 
sufficient to show what major changes should be made 
in the Service. Overwork and under-payment were 
stressed by Mr.. Ralph Assheton, who asked whether 
doctois might not be given more help in dealing with work 
that was strictly non-medical, such as filling in forms and 
certificates. Mr. John Edwards, Parliamentary Secretaiy 
to the Ministry of Health, said that about 40,000,000 people 
had placed their names on the lists of general practitioners 
and that out of about 21,000 practitioners 18,165 had 
entered the scheme. Out of 10,000 dentists in general prac- 
tice 8,988 had come into the Service and had treated 
2,200,000 patients, 1,200,000 being under treatment at pre- 
sent ; more than 2,500,000 people had had their sight tested, 
and over 3,000,000 pairs of glasses had been supplied or 
were on order. These figures, he observed, gave some idea 
“ of the magnitude of the whole operation,” which had 
been completely underestimated. Mr. Edwards said that 
when everything had been taken into account the payments 
to general practitioners in the scheme from the appointed 
day to March 31 of this year would amount to 
£32,500,000 ; in addition, superannuation contributions 
from the Exchequer would amount to £1,600,000 extra. 
He believed that the overall sum available would secure 
that doctors were paid in accordance with the Spens recom- 
mendations. He agreed that some sections of the medical 
profession were now very much overworked : 


1 say to the House quite seriously that when the final pay- 
ments for the period July 5 last to March 31, 1949, have been 
made we shall then be able to see whether the remuneration 
of general practitioners does, in fact, accord with the Spens 
recommendations. If it does not the arrangements will be 
reviewed to see what adjustments are necessary to give effect 
to those recommendations. 

Mr. Edwards said it was impossible to agree that the 
private patient should be permitted to obtain drugs through 
the Service, and at the same time he said he did not know 
how, except through new administrative technique, they 
could separate the Briton from overseas from the foreign 
visitor. We are therefore faced with the curious anomaly 
that the British patient who wants to go privately to a doctor 
cannot obtain medicines and appliances through a Service 
which he finances as a taxpayer, while the foreign visitor, 
paying nothing towards the Service, can get all his benefit^ 
free of charge. This is an absurd position, especially when we 
recall that one of the reasons Mr. Bevan gave the Negotia- 
ting Committee in December, 1947, for reserving beds in 
State hospitals where patients could be treated with no 
ceiling on fees was that these might be occupied by wealthy 
foreign visitors wanting to take advantage of medical and 
surgical skill in this country. 

A Special Representative Meeting, following a special 
meeting of the “Panel Conference," has been called for 
March 29, when no doubt the dissatisfaction with the present 
terms and conditions of service will be freely discussed. 
It is good to know that such prominent spokesmen as' 
Mr. Messer have admitted in the House of Commons that 
there are grounds for this dissatisfaction and that matters 
cannot rest as they are. Many medical men who have 
written to the Journal have severely criticized the British 
Medical Association, holding it responsible for much 
that has been amiss. But, as Dr. ~Dain said at a 
meeting of the General Medical Services Committee the 
other week, the Association must proceed one step at a 
time on the basis of evidence. The first-fruits of this 
procedure were the increase of the Mileage Fund from 
£1,300,000 to £2,000,000 — a figure representing, as 
Mr. Edwards pointed out in the House of Commons, 
three times the amount available under National Health 
Insurance. Many critics would seem to leave out of con- 
sideration the history of the negotiations that went on 
between the B.M.A. and the Ministry from the time of 
the Beveridge Report in 1942 to May, 1948. As Dr. R. W. 
Cockshut points out in a cogently written article in this 
week’s Supplement, the B.M.A. never lost an opportunity 
of declaring its whole-hearted support for a comprehensive 
Service and the Representative Body made no attempt 
to alter its policy in favour of 100% service. That this 
policy represented the general wish may perhaps have been 
confirmed by the fact that fewer than 6,000 medical men 
and women contributed to the Fighting Fund opened by 
the B.M.A. early last year after the plebiscite of January, 
194S. Mr. Messer has testified to the co-operation offered 
by the profession in the working of the new Service, which 
makes it all the more imperative that the present wrongs 
and injustices shall be remedied at the earliest possible 
moment. But a blunderbuss prescription will not serve 
the purpose of the profession. The collection of evidence 
is proceeding, and on the basis of this remedies will be 
sought and secured. 
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PENICILLIN AND THE INFECTED HAND 


For some years before the introduction of the sulphon- 
amidcs and penicillin the surgical treatment of the infected 
hand had been guided and dominated by the outstanding 
Researches of Kanavel. The sulphonamides brought no 
striking improvement in results, and there were at first too 
sanguine hopes that surgical incision could be avoided or 
M any rate limited in extent, but with the advent of penicil- 
lin there was a fresh wave of enthusiasm and renewed 
interest in this important problem. During the last decade 
or more it has been gratifying to observe how an increas- 
ing sense of responsibility has guided surgeons in their 
treatment of infected hands. It was gradually appreciated 
■/'•'at Kanavel’s teaching could not bear fruit with the hap- 
hazard organization of the average hospital, nor could 
junior and inexperienced resident staff, however enthusi- 
astic, be expected to produce more than mediocre results 
without expert supervision. The setting-up of special clinics 
ioi "fne ‘neaYmwA ot Vnlectei "nanfis was the natara'i outcome 
of this experience, and it is fortunate that the advent of the 
antibiotics should have coincided with improved organiza- 
tion in hospitals. 

In assessing the merits of any new method of treatment 
the clinician must pay careful attention to the many factors 
which may influence his interpretation of the results. In 
the last few years a number of important papers have 
appeared on the subject of penicillin treatment of the 
infected hand, and results have improved remarkably, 
especially in the more serious cases. In acute suppurative 
tenosynovitis Florey and Williams 1 reported favourably 
on local penicillin treatment combined with the classical 
type of surgical incision. At a later date several workers 
found that the best results were obtained by minimal 
surgery and adequate systemic penicillin treatment . 1 3 Fre- 
quent injections of penicillin ineffective doses have permitted 
a limited form of surgery tantamount to simple decompres- 
sion of the synovial sheath, and this has resulted in rapid 
healing and has accelerated functional recovery. 

In less severe .infections it has been more difficult to 
demonstrate the advantages of penicillin treatment, though 
I'most surgeons have been impressed by some of the results. 
' Elsewhere in this issue Mr. G. A. Barclay reports a series 
of 357 cases treated at the infected hands clinic of the 
London Hospital; few- would disagree with his conclusion 
that penicillin has improved the results of treatment in cases 
of complicated felon, and he makes but modest claims for 
the drug in the less severe cases. The results obtained are 
attributed to the use of systemic penicillin, but it would 
seem that Mr. Barclay has used local dressings of penicillin 
cream as a routine in all cases where there was no necrotic 
tissue. Many would question the value of a single daily 
intramuscular injection of 200,000 units of aqueous penicil- 
lin solution, though this somewhat empirical method appears 


4 Lancet, 1944, 1. 73. . _ .... 

* Cruickshank. C- N.. and Hamson. S. H., ibid., 1947. 2. 605. 

* Pilcher. R. S , quoted by Butler. R. C. B., m Penicillin. 1946. edited by Sir 
Alexander Fleming, p. 220. London. 

« Lancet. 1947. 2. 60S. 

* Ibid., 1947. 2. 610. 

* British Medical Journal. 1948. 2. 933. 

7 Proc. Move Clin.. 1947. 22. 567. 

* • lancet. 1948, 1. 777. 


to be quite widely used in this country. Florey and Williams 
used with success local penicillin treatment alone in both 
mild and severe infections, and it seems possible that in 
Mr. Barclay’s series the local penicillin cream may have 
been as efficacious as the systemic injections. 

It is difficult to adjudicate on this subject, and, while it 
would be unjust to say that a single daily intramuscular 
injection of penicillin is of little value, it should be remem- 
bered that there is as yet no published work which 
demonstrates the relative merits of this technique and more 
orthodox methods of penicillin treatment. Bolton, Catch- 
pole, and Jepson* have reported a series of cases of pulp 
infections treated with penicillin powder locally and twice- 
daily intramuscular injections of 100,000 units. They noted 
no significant improvement in the uncomplicated cases, 
although, like Barclay, they thought this method valuable 
in cases complicated by bone infection provided treatment 
was continued for two weeks or more. Webster 4 5 * was not 
impressed by the results obtained in cases treated by the 
local application of penicillin combined with injections 
given by the “ one-shot ” method, and when the drug was 
administered in a delaying medium of beeswax and oil he 
did not find that bacteriostatic concentrations were main- 
tained in the blood even when 250,000 units was given. The 
much more satisfactory blood concentrations attained by 
using procaine penicillin have recently been reported in the 
Journal by Jones and Shooter,* who confirmed the original 
work of Herrell and his colleages. 7 It would be of great 
interest to study a series of cases of infections of the hand 
treated by this preparation, both alone and combined with 
local penicillin therapy. The doubtfully adequate systemic 
methods used to date have not produced uniformly con- 
vincing results, particularly in the case of simple felons, 
although they may have been of value in modifying or 
aborting cellulitis and in aiding the control of infections 
which involved the bone. 

Preoccupation with the problems of penicillin treatment 
should not cause neglect of further fundamental principles 
in the treatment of hand infections. Pilcher and his col- 
leagues* have recently stressed the importance of immobili- 
zation, and while systemic penicillin treatment may permit 
some relaxation of this measure its value should not be 
forgotten. Pilcher has also emphasized the dangers of 
too early incision and has advocated delay until pus has 
certainly localized ; this advice has not found wide support 
in the case of pulp infections but should at least be accepted 
as a reasonable warning against indiscriminate and untimely 
incision. The use of heat locally has tended to fall from 
fashion. Hand baths are positively harmful, but dry heat 
applied in the form of short-wave diathermy may be of 
some value. However, the benefits of the latter are some- 
times fully offset by the disturbance of dressings and 
interruption of immobilization, while the physiotherapy, 
department is probably better employed in restoring func- 
tion to those patients who have had more severe infections 
with delayed healing. 

In conclusion, it may be wise to repeat that certain 
aspects of systemic penicillin therapy still require illumina- 
tion. This is not to deny the undoubted value of penicillin 
wisely and properly used, but the present need is for further 
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careful study of groups of cases treated with penicillin, 
particularly with the latest preparations, and it may well 
be that we shall then look askance at some of the methods 
of systemic therapy which are at present in vogue. 


NEW RHEUMATISM CENTRES 
The South Western Regional Hospital Board has approved 
a scheme for the treatment 'of rheumatic diseases drawn 
up by its Rheumatism Subcommittee. A main treat- 
ment and research centre of 400 beds, 200 being for 
research purposes, will be set up at Bath ; there will be 
treatment centres of 20-40 beds at various places including 
Gloucester or Cheltenham and Taunton, and diagnostic 
centres with 10 beds at Bristol, Yeovil, and other places. 
Peripheral clinics will be established at a number of the 
country towns in the area. A director of the service is 
expected to be appointed shortly. 

The Leeds Regional Hospital Board has submitted to the 
Minister of Health a similar scheme for a diagnostic, treat- 
ment, and research centre at Harrogate. It involves the 
purchase of three hotels, the extension and improvement 
of the Royal Bath Hospital, and the setting up of a school 
of physiotherapy. The development will cover five years. 
The first stage in the programme will be the reconditioning 
of the Royal Bath Hospital. The total number of beds to 
be provided is 900, where about 8,000 patients a year 
may be accommodated. The patients will be selected at 
clinics which already exist or are being developed in nine 
Yorkshire towns, and additional clinics are likely to be 
established in five others. The Royal Baths themselves, 
which are owned by the corporation and where 1,000 
ambulant cases a day can be treated, will not be taken 
over. One of the three hotels, the Harlow Manor, will 
be equipped with laboratories' and research facilities, it 
will be an annex to the Royal Bath Hospital and will have 
accommodation for 100 patients and staff. The school of 
physiotherapy will be developed in co-operation with Leeds 
University and the board of governors of the teaching hos- 
pital, and may be either a separate entity at Harrogate 
or part of the existing school at Leeds General Infirmary. 
The scheme is described in a brochure which was presented 
to Mr. Bevan when he visited Leeds on Dec. 8. Its impor- 
tance is not enhanced by the lavishness with which it is 
set out. While paper is so difficult to obtain it seems an 
extravagance for anybody — even a regional hospital board 
— to present its ideas on 32 large art pages of which many 
are only half-filled and two entirely blank. 


AETIOLOGY OF ERYTHEMA NODOSUM 

The aetiology of erythema nodosum is still a matter •_! 
considerable debate, and a debate in which the various 
proponents urge their views with much vehemence and 
often with little regard for alternative theories. From the 
discussions, however, there are emerging certain fairly 
definite views. Perhaps the most important of these is that 
there is no single cause for erythema nodosum,- but that 
it may result under the right conditions from a variety 
of infections. In different countries and at different age 
periods different infections are most common. In children 
in Scandinavia 1 it seems to be rare for erythema nodosum 
to occur except in association with a primary tuberculous 
infection. In this country, while primary tuberculosis is 
the precipitating factor in about 70% of children, it is rela- 
tively uncommon as a cause in adults, in whom infection 

1 Wallgrcn, A., Lancet , 1938, 1, 359. 

■I Perry, C. B., British Medical Journal , 1944, 2, 843. , 

3 Favour, C. B„ and Sosman, M C., Arch, intern. Med., 1947, 80, 435. 


with a haemolytic streptococcus more often appears to ' 
responsible. 2 In the San Joaquin Valley of Californi 
on the other hand, the “ bumps,” as it is known locally 
nearly always results from infection with the Cocciclioidi 
immitis. 

Favour and Sosman 3 have recently reported their findin 
in 155 cases of erythema nodosum in Boston ; 102 of th 
patients were adults. They found a marked seasonal pea 
in the late winter and early spring, with a maximum inc: 
dence in January, and they confirm the well-known fa 
that in children the sexes are nearly equally affected (60? 
of the cases being girls), while the majority of adults affect 
are women (86%). In this series tuberculosis was uncommo 
as an antecedent infection, but 80% of the patients ha 
had an associated respiratory infection in the immediati 
past, and from half the patients whose throats were swabbei 
haemolytic streptococci were recovered. In 10 of 6! 
patients who had chest radiographs taken enlargement 4, 
the hilar shadow was found on one or both sides, but the 
authors were not prepared to regard this as evidence of 
tuberculosis in the absence of any signs of subsequent 
calcification. This, however, is probably not sound, since 
it is clear that not all cases of tuberculous adenitis heal 
by calcification. Neither did they accept the view that the 
radiological changes in the lungs in some cases might be 
due to sarcoidosis. Nevertheless, rare though erythema 
nodosum may be in this interesting disease, there is no doubt 
that it does sometimes occur. 

In the majority of the adults, but in only one-third ol 
the children, migratory polyarthritis was part of the clini- 
cal picture, and in some of the adults similar attacks o' 
polyarthritis without erythema nodosum had occurred u[ 
to twenty years before. The belief that erythema nodosuir 
is a manifestation of acute rheumatism dies hard in thi< 
country, yet despite the frequency of fleeting joint and limb 
pains Favour and Sosman could find no evidence that there 
is any close relationship between the two diseases. In fact 
they conclude quite categorically that erythema nodosuir 
is not a form of rheumatic fever. At the present time 
acute rheumatism, acute nephritis, erythema nodosum, and 
Henoch-Schonlein purpura are all associated with the 
“ post-streptococcic state.” Favour and Sosman’s paper 
stresses once again the great importance in the causation 
of many diseases of individual predisposition and constitu- 
tion — the diathesis of our forebears — as compared with 
the infecting or precipitating factor. 


TOWN PLANNING AND HEALTH 
The planning of new towns and of developments of old 
towns is now' going ahead in various parts of the country. 
The lay-out of new towns was discussed at the recent 
Public Health and Works Congress at Olympia, but little 
was said about health in relation to the planning ; it seemed 
to be considered sufficient that a health centre should be 
provided and certain residences on housing estates allo- 
cated to doctors, nurses, and other health w'orkers. At 
a discussion organized recently by the Planning Forum in 
London the subject of health and planning received more 
thorough consideration. Dr. R. S. E. Schilling pointed 
out the importance of the relation of industrial to residential 
areas. In large cities the long distances which people have 
to travel to and from their work are often the cause of 
more fatigue than the work itself and expose the worker 
to the risk of infection and of accident. If smoke, fumes, 
and noise could be reduced there is no reason why industrial 
and residential areas should not be brought more closely 
together and the distances travelled by the worker con- 
siderably shortened. More care should be taken to ensuri 
that suitable work is available for that section of every 
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community which is in some degree handicapped by ace 
or disability and yet is capable of useful effort 

Housewives, the largest occupational group In the country 
and the least regarded, should be given conditions in which 
they can do their work without strain. Day nurseries 
and nursery schools are helpful, but better planning in 
the home and in the relation of the home to the neigh- 
oourhood is required. The floor space in the new houses 
which are now being built by local authorities is an 
improvement on pre-war standards, but houses still more 
spacious are needed for the comfort and happiness of 
parents and children. More space, of course, calls for 
improved heating, but this is a reform well overdue in 
house-building in this country. In a recent letter to The 
Times the chairman of the National Corporation for the 
Care of Old People mentioned that the planning of new 
towns offered an opportunity for the building of houses, 
flatlets, and residential clubs specially designed for old 
people. It is encouraging that the chairman of the Crawley 
Development Corporation in a subsequent letter in the same 
newspaper emphasized that those who plan new towns 
must undertake research into the social problems of old 
age if thej' intend to do their job properly. 

It ought not to be too much to expect that the industries 
to be located in new towns should be as varied as local 
conditions will permit and that an optimum size for a 
factory be laid down. As Dr. Schilling pointed out, it is 
not enough to eliminate dirt, uglmess, and squalor from 
an industrial environment: human feelings must be con- 
sidered. .The very large factory employing many hundreds 
of people can be a lonely, barrack-like place. In the view 
of the Planning Forum a community of, say, 40,000 to 
50,000, with an industrial population of 16,000, ought to 
have full responsibility for its own industrial health service, 
which should be closely integrated with the public health 
services. Specialists at regional level should be available for 


Tumen 3 had himself previously found cirrhosis in 1 to 
6% of cadavers at routine necropsies. Johnson’s* two cases 
of hepatic insufficiency revealed by liver function tests were 
found among 25 cases of colitis, an incidence of 8%, but 
no confirmation of actual cirrhosis was sought either by 
biopsy or by peritoneoscopy. 

A curious and fallacious argument has been followed 
by both Johnson and Tumen. They point out that circhosh 
found in association with colitis differs in its age and sex 
incidence from ordinary cirrhosis, being commoner in 
women and occurring at a younger age. They therefore 
conclude that the colitis has been responsible for the 
development of the cirrhosis, a conclusion that completely 
overlooks the fact that since colitis has this same age and 
sex incidence any disease associated with it by chance will 
of necessity share these same characteristics. 

There can be little doubt that gross hepatic cirrhosis 
recognizable clinically or at necropsy is not a frequent find- 
ing in cases of ulcerative colitis, despite the state of chronic 
malnutrition that is so conspicuous a feature of the con- 
dition. This once again emphasizes the fact that cirrhosis 
is not the result of simple starvation or of insufficient 
feeding but the consequence of a dietary imbalance, a 
conclusion also reached by Waterlow* from his recent work 
on fatty cirrhosis in- the West Indies. In the experimental 
animal cirrhogenous diets do not lead to severe emaciation 
but to fat accumulation in the depots and the liver. As 
severe emaciation is rarely associated with a fatty liver the 
ranty of the association of cirrhosis with colitis becomes 
more understandable. Moreover, the persistence of severe 
fatty infiltration for at least several months is probably 
necessary before a nutritional cirrhosis is established, 
whereas colitis is a notoriously intermittent disease in 
which the slight liver lesions resulting from one relapse 
may completely disappear during the next remission. 


consultations and to see that adequate standards are main- 


tained. Moreover, an industrial health service should be 
started as soon as large-scale building begins, in order 
that it may provide in the first instance for the health and 
safety of the builders themselves. 


TESTOSTERONE AS A TREATMENT FOR 
PREMATURITY 

The effect of male hormone on the nitrogen metabolism 
of eunuchoids and castrates has been investigated by a 


number of workers, and a recent report of Shelton, Varden. 


CIRRHOSIS AND COLITIS 
The relationship between nutritional deficiency and certain 
forms of hepatic disease is now well established both in 
experimental animals and in man. It is therefore to be 
expected that cases of hepatic insufficiency might be found 
with unusual frequency in association with conditions such 
as ulcerative colitis which grossly interfere with alimentary 
function and hence with nutrition. Reports of such associa- 
tion have appeared from time to time, 1 ’ especially in recent 
years 3 * since attention has been drawn to the effects of nutri- 
tion on liver injury'. In most of the published reports the 
attempt to relate the cirrhosis or other hepatic lesion to the 
coexisting colitis is most unconvincing. Each report is based 
on very few cases, only fifteen having been published to date 
in the British literature. Moreover, colitis is by no means 
a rare condition, and it is doubtful whether the figures 
recorded really indicate a higher incidence of hepatic 
damage in patients with colitis than might be expected to 
occur as a result of chance association alone. Thus Tumen 
and his colleagues' found only five cases of cirrhosis in a 
series of 151 cases of colitis, an incidence of 3.3%, whereas 

1 BLJ^en. J, A.. Ann Intern. Med. % 1929. 3. 335. 

* Comfort, M. W.. Bargert, J. A., and Morlock, C. G., M«f. Clin. K . Arr.tr 
1933. 22 1039. 

3 Ann Intrm. Med. t 1947. 28, 542. 

* J. Bm-rum Grot Sch Med., 1947, 5. 155. 

5 Castro- E*trrolo?y, Vol- 3, 1946, \V, B Saunders Co., Philadelphia. 

* Spec. Rep. med. Res. Coun Lend., J94S, No. 263. 


and Mark 1 indicates that testosterone might be of thera- 
peutic use in the management of premature infants. A 
series of 74 babies all under 2,000 grammes vvas divided 
into three groups : one a control, one in which the infants 
received 5 mg. of methyl testosterone daily by mouth, and 
a third in which the infants received 4 mg. of testosterone 
propionate intragluteally each day. The time taken to 
regain the birth weight and subsequently to reach a weight 
of 2,500 grammes was observed. All the babies receiving 
testosterone regained their birth weight quicker than the 
others, but in the group of babies which weighed 1,000 
to 1.500 grammes at birth the time taken to reach 2,500 
grammes did not differ greatly between those treated and 
the controls. In the group between the weights of 1,500 
to 2,000 grammes, however, the babies receiving testosterone 
reached the weight of 2.500 grammes more quickly than the 
controls. No significant differences were observed between 
the results obtained with testosterone propionate and methyl 
testosterone. Four sets of premature twins provided the 
most fully controlled group in the series, one twin being 
used as a control and the other receiving testosterone. In 
every case the infant under specific therapy gained weight 
more rapidly than his twin. 

The explanation of these observations would seem to lie 
in the fact that urinary nitrogen is diminished when 

1 J din. Erdocrirol., 1947, 7, 70S. 

I IWi, 1942. J, 715. 
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testosterone propionate and methyl testosterone are admini- 
stered, and at the same time the nitrogen is not raised in 
the piasma or faeces. It is presumed, therefore, that the 
diminished nitrogen loss has some significance in relation 
to the anabolic functions of the body. These drugs also 
seem to produce a diminution in the urinary volume. The 
result of their administration is an increase in growth and 
muscle hypertrophy. Animal experiments indicate that this 
will take place only in cases where there is a deficiency of 
the male hormone and that over-saturation will not produce 
any further increase in the growth process. This view is 
borne out by the rapid acceleration of the growth process in 
premature infants during the early days of treatment and the 
noticeably diminishing effect of testosterone as the babies 
develop their normal physiological activities. Shelton and 
his colleagues, who do not of course suggest that the use 
of male hormone can in any way replace the, accepted 
methods of treating premature infants, did not observe 
that testosterone caused any toxic reactions or interfer- 
ence with bone growth, and they refer to the work of 
Gordon and Fields, 2 who found no instance of premature 
closure of the epiphyses or of stunting of growth after 
treating pre-pubertal and adolescent boys for long periods. 


ADAPTATIONS TO PHYSICAL TRAINING 
It is a characteristic of living organisms that they react 
towards a disturbance or change of environment in a 
manner tending to neutralize the effect of the change upon 
the organism. The property is not definitive, however, partly 
because purely inorganic systems may display a slight degree 
of automatic compensation, but also because living organ- 
isms can sometimes be observed to react to a disturbance in 
a manner that, so far from preserving stability, may actually 
make matters worse. In spite of such exceptions, however, 
x the self-stabilizing quality of living organisms is shown in 
many ways. A point of great importance is that the 
response to a disturbance may be, and often is, an amplified 
response. Two examples may make this clear. A beaker 
of water has a slight degree of temperature stability, in that 
the cooling effect of evaporation partly offsets the heating 
effect of a bunsen burner underneath. But this “ response ” 
is only partial. A constant-temperature animal, on the 
other hand, can secrete water on to its surface for evapora- 
tion to a degree which completely offsets the heating of the 
environment. The survival of a man in dry air at 37° C. 
depends exclusively on this response, for the basal metabolic 
rate cannot be lowered far, and indeed is actually higher 
in such surroundings than in air of somewhat lower tem- 
perature. The response to the environment is an amplified 
response. A hive of bees in their winter cluster responds 
to lowered environment temperature by an outburst of 
wing-flapping activity which does not merely lessen the 
disturbance but actually reverses the temperature change 
induced by the environment. 

This ability of living organisms to make amplified 
responses carries with it the risk that a response may be 
over-amplified, and this has an obvious bearing in pathology. 
It is how 50 years since Welch 1 recognized the fact that 
pathological “ responses ” commonly have no survival value 
for the diseased organism and may even increase the likeli- 
hood of fatal termination. Pathological adaptations, which 
lack, as Welch wrote, " that co-ordinate and special fitness 
we are accustomed to find in physiological adaptations,” may 
in fact range from “ over-amplification ” — due perhaps to 
partial disorganization of the response mechanism — to a 

1 Adaptation in Pathoiselcai Processes (re-edited with introduction by Flexner.'S.). 
1937, Baltimore. 

-Brit. J. phys. Med., 194S, 2, 2. ' 


random and irrelevant >" response ” towards some new and 
unprecedented disturbing agent. 

In a recent paper entitled “ A Medical Theory of Gym- 
nastics " JokF has emphasized the distinction that must be 
drawn, not between the adaptive responses of sick and 
healthy people, but between the response of an individual 
to a disease-provoking agent and his response to physio- 
logical stimuli. Apparently purposeful “ adaptations to 
physical training,” he writes, “ take place irrespective of 
whether or not the organism is healthy.” Such adaptations 
he classifies as “structural, dynamic, or integrative,” and 
they are strictly responses to the training — that is, they 
improve the body’s ability to cope with exercise and must 
not be expected to increase resistance to all disease or to 
have any influence upon immunological mechanisms. 


PARA-AMINOSALICYLIC ACID IN. TUBERCULOSIS^ 

In 1940 the biochemist Bernheim 1 made the observation 
that the oxygen uptake, of the tuberelp bacillus was stimu- 
lated by the two simple substances benzoic acid and 
salicylic acid. This finding led Lehmann 2 to investigate 
a large series of related compounds in the hope of dis- 
covering a substance which had a bacteriostatic action 
against the tubercle bacillus. The most active was 
p-aminosalicylic acid, which in a 10' 5 molar concentra- 
tion in a medium containing virulent tubercle bacilli 
caused up to 75% inhibition of growth. Lehmann showed 
that p-aminosalicylic acid was not toxic, and was tolerated 
by rats when given in quantities which constituted 5% 
of the daily diet. He also tested its value clinically by 
applying it locally to tuberculous abscesses and by giving 
it by mouth to patients with raised temperatures ; he 
observed that the temperature fell and that there was 
clinical improvement. In this country Davjs 3 has described 
the chemical properties of p-aminosalicylic acid and the 
specificity of its bacteriostatic action on the tubercle 
bacillus, and Martin and his colleagues 4 have devised a 
simple method of making the substance and have con- 
firmed Lehmann’s opinion of its clinical value, especially 
in tuberculous empyema.' Erdei and Snell 5 have also 
reported encouraging results. 

Results in small series of cases are sometimes misleading, 
and the evidence of the curative value of p-aminosalicylic 
acid has been placed on a firmer basis by the .observations 
of Feldman, Karlson, and Hinshaw 6 in guinea-pigs. They 
inoculated a group of males with a human type tubercle 
bacilli, and six weeks later all were seen to be sensitive 
to an intracutaneous injection of tuberculin. Seventeen 
animals were then treated with p-aminosalicylic acid, given 
as 4% of the diet, while twenty animals were kept as 
controls. Treatment lasted 119 days, and at the end of 
this period sixteen out of the twenty control animals had 
died. Of the seventeen treated animals only eight had 
died. Further, the lesions in the control animals which 
survived \vere severe, as they were in all but one of those 
which had died earlier. On the other hand, the lesions 
were severe in only three of the eight treated animals 
which died, and it was difficult to account for the death 
of the other five. Lehmann had said earlier that guinea- 
pigs tolerate aminosalicylic acid badly, but Feldman and 
his colleagues seem disinclined to believe this. However 
that may be, they state that their evidence shows thal 
the power of p-aminosalicylic acid to influence favourably 
a tuberculous infection in guinea-pigs is unmistakable. 

1 Science, 1940, 92. 204. 

1 9 Lancet. 1946, 1, 15. 

3 Mon. Bull. Min. Hlth, 1948, 7, 109. 

* Nature, 1948, 161,435. 

Lancet, 1948, 1. 791. 

« Brae. Mayo Clin., 1947, 22,473. 
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FIRST L.C.C. HEALTH CENTRE 

WOODBERRY DOWN SCHEME 

The London County Council this week approved plans sub- 
mitted by its Health Committee for the building of the first 
of London’s health centres and the first centre in the country 
\ to be approved by the Minister of Health. The centre is to 
be erected on the Council’s estate at Woodbeny Down, Stoke 
Newington. Under one roof will be brought ante- and post- 
natal clinics, a child welfare clinic, a school treatment centre, 
facilities for other local health services, and for general practi- 
tioner and dental services. It will be run in unison with the 
hospital and specialist services provided by the North-East 



Model of L.C.C. Health Centre, Woodberry Down 


Metropolitan Regional Hospital Board. Separate consulting- 
■and waiting-rooms are proposed for six doctors. In addition 
to the ordinary' consulting-room accommodation there will be 
a minor operation unit, similar to that in the out-patients’ 
department of a hospital. Other accommodation will include 
rooms for specialists, a sterilizing-room, a doctor’s laboratory, 
with a small drug store attached ; and it is also proposed to 
have in attendance a laboratory technician who will be under 
the control of the pathological laboratory in the district. The 
doctors will be asked to form a rota for night duty, and there 
will be sleeping accommodation for the night-duty doctor. 
There will also be a common-room where the doctors and 
medical staff of the clinics will be able to forgather and main- 
tain the link which is essential if clinics are to work with N.H.S. 
doctors in an integrated sendee. 

It is also proposed to have an x-ray department for both 
general medical and dental examinations, and clerks, nursing 
attendants, and receptionists will be available for the doctors 
and dental surgeons working at the centre. It was stated by 
'Mr. I. I. Hayward, the leader of the Council, at a Press confer- 
ence on the subject, held before the Council’s decision, that the 
doctors would be able to work separately, with an assistant, or 
in partnership. The partnership arrangement was preferred by 
the L.C.C. so that they could pool their resources. The patients 
would have the right to see which doctor they liked, except that 
in an emergency their own doctor might not be available. 
Doctors would also be free to make their own arrangements 
with their patients. Doctors and dental surgeons would be 
.charged what an official of the Council described as an 
“ uneconomic rent ” for their accommodation at the centre. 

Other features of the centre will be a remedial exercise and 
a child-guidance unit. A day nursery will be built separately 
from the centre but on the same site. Accommodation for 
ophthalmic examination and treatment and an “ orthoptic 
room” are planned. 

The Health Committee of the London County Council con- 
siders that a neighbourhood unit for health centre purposes 
should embrace a population of about 20,000. Eventually 162 
such centres will be available in the county. At present, how- 
ever, only one centre is planned for each of the nine divisional 
areas. This arrangement is considered important because it 
fits into the school plan for London, and the divisions for 
health purposes coincide with those for educational purposes. 
Existing premises will be adapted for health centres in the 
divisions. 

The cost of proriding the comprehensive health centre at 
Woodberry Down is estimated at £187,275. This figure does 
not include the transfer value of the site or the cost of equip- 
ment. Mr. Hayward told the Press conference that his Health 
Committee believed that it would be the finest health centre in 
the world and might well be the prototype for others in London 
and elsewhere. 


RECRUITMENT AND TRAINING OF 
MID WIVES 

WORKING PARTY'S REPORT 
The working party, appointed by the Minister of Health, the 
Secretary of State for Scotland, and the Minister of Labour, in 
April, 1947, to inquire into the reasons for the shortage of 
midwives, including in its investigations the problems of recruit- 
ment, training, and .wastage, published its report 1 on Ian. 28. 
Describing the midwife as “ the practitioner of normal mid- 
wifery,” the report urges that she should attend the mother and 
baby for at least a month after delivery. So that midwives 
should have some hand in shaping that part of the National 
Health Service with which they are concerned, it is recom- 
mended that a maternity services committee, composed of 
obstetricians, general practitioners, and midwives, should be 
set up in each hospital region. 

It is suggested that there should be a common basic training 
for nurses and midwives, followed — in the case of midwives — 
by a year's specialist training with a revised and improved 
curriculum. Basic training should include at least a four weeks’ 
period in obstetrics. Except for certain special posts there is 
no need for a midwife to be a State Registered Nurse ; but until 
the new training can be adopted only State Registered Nurses 
should be trained as midwives. Existing holders of the S.C.M. 
qualification without a nursing qualification should be eligible 
for all midwifery appointments. Schools of midwifery, with 
finance and administration separate from the hospitSi system, 
should be set up. Pupil midwives should have student status, 
and there should be obligatory’ refresher courses for all 
practising midwives. 

Ranks and Duties 

AH maternity units of 50 or more beds should be in the 
charge of an independent matron ; units of 30 to -9 beds, 
a superintendent midwife with the rank of assistant matron ; 
units of fewer than 30 beds, a departmental midwifery sister. 
The creation of a new rank of senior sister is recommended 
for those unwilling to give up contact with patients for advance- 
ment on the administrative side. On the district every local 
health authority should appoint as non-medical supervisor of 
midwives a certified midwife. 

The report goes on to recommend that a survey should be 
made of the distribution of midwives, with inducement pay- 
ments to attract them to understaffed areas. The number of 
cases a midwife 'should deal with should be reduced by 1953 
to 55 a year in urban areas instead of 66.4, which w-as the 1944 
average. Except for certain senior ranks the ” straight duty ” 
system should be adopted for institutional midwives, and for 
domiciliary midwives off-duty times and adequate reliefs should 
be ensured by grouping. Other recommendations include cars 
for domiciliary midwives ; option to live out for institutional 
staff ; and time off for travel and study. Houses should be 
provided for established midwives, and hostels for junior 3nd 
pupil midwives. 

Allowing for the changing age structure of the profession 
and the proposed reduction in the case load, recruitment in 
England and Wales must be increased from 1,790 (the annual 
average during 1944-7) to 2.100 newly qualified midwives a 
year by 1953. Special steps should be taken to attract recruits 
from the 30-45 age group, and part-time workers should be 
encouraged. 

The working party considers that the limited means of 
analgesia at the midwife’s disposal place her at a distinct dis- 
advantage in the face of the growing public demand for rela- 
tively painless childbirth. It is suggested that the "Medical 
Research Council should be asked to set up a committee to 
find a more effective method of analgesia for use by midwives. 
“ Without the addition of this weapon to her armamentarium, 
the midwife cannot play her proper part in the health team. 
Furthermore, until this problem is solved the swing away from 
domiciliary' confinement will continue.” 

1 Report of the Working Party on Midwives. H.M. Stationery 
Office. Price 2s. 6d, post free 2s. 9d. 
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The report includes a postscript on the status of the midwife: 
“When this report- was actually in the press our attention was 
drawn to many complaints both from medical officers of health 
and midwives that general practitioners giving maternity service 
under Part IV of the National Health Service Act are tending 
to take over the whole of antenatal care as well as relegating 
midwives to the status of maternity nurses. In some cases 
midwives are not seeing patients until they go to deliver them. 
Furthermore, pupils are getting no opportunity to see antenatal 
care. • 

“ This is entirely contrary to the development of the maternity 
services as outlined to us by representatives of the Health 
Department and as envisaged by us. . . , We recognize that it 
is right that a general practitioner should accept his full responsi- 
bility for his patient but not that he should exclude his partner, 
the midwife, whose function, is, we should have thought, well- 
established and clearly recognize^. Moreover, as already 
stated ... we are convinced that it is not possible for the 
present number of doctors to take over complete responsi- 
bility 'for all maternity work in addition to their other commit- 
ments, even if this were desirable. As we have said, however, 
we do not consider it in the patient’s interest for either party 
to monopolize the case. They should work as a team. We 
hope that prompt administrative action will be taken to stop 
this new and unwelcome trend which could wreck the structure 
of the midwifery services.” 

The working party argues that the assets and liabilities of 
doctor and midwife are complementary and that the arrange- 
ment under the new Health Service, with the two working in 
partnership, may prove to be a good one. It will be suc- 
cessful, however, only if both parties recognize their partnership. 
A review of the working of the maternity services in three to 
five years’ time is recommended to ensure that this partnership 
is being maintained and that “ there is no danger of the midwife 
being ousted from her proper place.” 

The report reveals that of the 74.219 women on the English 
Roll of Midwives at March 31, 1947, only 17,095 had notified 
their intention to practise in 1946. The working party find 
that many practising midwives are greatly overworked and, 
that the shortage is due to nurses taking the midwifery qualifica- 
tions without intending to practise ; to the unsatisfactory nature 
of the present course of training ; to the high rate of examina- 
tion failure ; and to lack of promotion prospects. 


Reports of Societies 


CHELSEA CLINICAL SOCIETY 
1 he fourth dinner meeting of the session was held on Jan. 11 
at the South Kensington Hotel, S.W.7, with the president, 
Mr. Nils Eckhoff, in the chair. “ Radioactive Isotopes in 
Treatment ” had been chosen as the subject for a discussion 
which was conducted by Professor D. W. Smithers and Pro- 
fessor W. V. Mayneord, the latter demonstrating apparatus of 
a new and advanced type developed for the detection and esti- 
mation of radiation. The clear handling of the subject matter 
was the more appreciated by members in view of its novelty 
and its potentialities in diagnosis and treatment. A discussion 
followed in which Drs. Joekes, Jarman, Findlay, and Sir P. 
Manson Bahr joined, and the speakers replied. 


Sir Thomas W. Phillips, Permanent Secretary of the Ministry of 
National Insurance, retired from the public service on Dec. 31. 
The Minister of National Insurance, with the approval of the Prime 
Minister, has appointed Sir Henry D. Hancock to succeed him, and 
Sir Geoffrey King to fill Sir Henry Hancock’s placft Sir Thomas 
Phillips has been Permanent Secretap- of the Ministry of National 
Insurance since its establishment in November, 1944, and was 
previously Permanent Secretary of the Ministry of Labour and 
National Service. Sir Henry Hancock, who is 53, has been Deputy 
Secretary of the Ministry of National Insurance since 1945, and was 
previously Deputy Secretary at the Ministry of Supply. Sir Geoffrey 
King has been m charge of the Industrial Injuries and Family 
Allowances Schemes in the Ministry of Natiohal Insurance since 1946. 


Correspondence 


Second Thoughts on Proguanfl 

Sir, — I n the leading article under the above title (Jan. 15. 
p. 10 6) it was stated that complaints of loss of appetite, reduc- 
tion of weight, and lack of energy had been received from some 
o‘. those who had taken proguanil for considerable periods. 
Reference was made to an article by Schmidt, Hughes, and 
Smith, 1 who had reported similar signs in the rat, and to three 
papers published in a recent issue of the British Journal oj 
Pharmacology which “ have shown -that there is almost certainly 
a pathological basis for these symptoms.” The reviewer went 
on to say that loss of appetite is a matter of moment for 
Europeans stationed in tropica] areas, and 'that for. Africans 
it is most undesirable that they shall take for long periods 
a suppressive antimalarial which may reduce still further thei/ 
already inadequate intake of food. “ 

One of the outstanding advantages of proguanil is that owing 
to the extremely wide margin between its effective and toxic 
dosage it is particularly suitable for prophylaxis in general and 
for both prophylaxis and treatment among indigenous popula- 
tions of malarious countries. A single-dose treatment of 300 mg. 
for the clinical attack and a single weekly dose of 300 mg. for 
prophylaxis have been widely adopted in India, Malaya, and 
parts of Africa for village dispensary practice and for use 
among labour forces .and indigenous Government employees, 
with excellent results. 

In an extensive series of field trials carried out in India under 
my direction in 1947 there was never any indication that the 
administration of proguanil had any adverse effect on the 
digestive system. Afridi, 8 who reviewed these trials, drew 
attention to the fact that many of the more intelligent patients 
remarked on the feeling of well-being following the taking of 
the drug. My own experience of a limited series of cases 
treated at Horton tends to confirm this observation. Large 
numbers of British troops have been taking 100 mg. of proguanil 
daily for the prophylaxis of malaria over extended periods, and 
no reports suggesting an adverse effect on the appetite have yet 
been forthcoming. 

A study of the literature cited by your reviewer reveals the 
following points: 

1. The experiments of Schmidt and his colleagues were con- 
fined to the mouse, rat, dog, and monkey. No loss of appetiu 
was noted in monkeys receiving less than 20 mg. proguanil pei 
kg. of body weight daily,’ which would correspond with a daily 
dose of 1,300 mg. in a man weighing 65 kg. The maximurr 
prophylactic dosage of proguanil recommended for man J' 
100 mg. daily for non-immune persons and 300 mg. once weekl\ 
for indigenous populations of malarious countries. In summing 
up" their results the authors stress the point that in all the pur- 
poses for which proguanil is used it exhibits a greater spreac 
between effective and toxic doses than either chloroquin oi 
mepacrine. 

2. It is noteworthy that the investigations recorded in the 
other three papers cited 5 * 8 were undertaken in a search foi 
a drug which would inhibit the secretion of gastric juice in thf 
treatment of chronic peptic ulcer. Proguanil was selected foi 
trial because of its known low grade of toxicity. As noted b\ 
your reviewer, the desired effect was produced in man whei 
900 to 1,000 mg. was administered daily, but not with lessei 
amounts. This dosage is 9 or 10 times as great as the maximun 
recommended for malaria prophylaxis.- 

It would be most unfortunate if an impression were to bi 
created, on such slender evidence, that the prophylactic use o 
proguanil is likely to have an adverse effect on the" nutrition oi 
any population to whom it is administered. — I am, etc., 

■Epsom. G. COVELL. 
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Sir, — Having recently returned from a nine months’ tour of 
East Africa, the Belgian Congo, and the Rhodesias I was par- 
ticularly interested to read the articles (Jan. 15, pp. 88 and 
91) and the leading article (p. 106) concerning proguanil. At 
this time (April to December. 1948) proguanil \vas_coming into 
general clinical use in these territories (although Belgian doc- 
tors I encountered in the Congo seemed reluctant to try it), 
and I made a point of sounding the opinions of the many 
Government M.O.s, mine doctors, and private practitioners 1 met 
from Nairobi to Salisbury about it, while I myself relied for 
antimalarial protection upon the drug, which 1 took regularly 
during the whole of my trip in doses of 0.1 g. thrice weekly, and, 
although in numerous places where malaria is endemic I was 
frequently bitten by mosquitoes, 1 have up till now at any rate 
managed to avoid developing the .disease. - 

I found that opinions differed widely about the drug, some 
doctors saying that they had abandoned its use entirely as being 
unreliable as a prophylactic and unsatisfactory therapeutically, 
while others contrariwise were its enthusiastic protagonists : 
,this accords with previous experience of the varying suscepti- 
bility of the various strains as well as varieties of plasmodia 
in different areas. I was struck, however, by the frequency with 
which both protagonists and opponents of proguanil commented 
on the symptoms of gastro-intestinal disturbances following its 
exhibition on an empty stomach, and 1 myself very soon found 
that to take the drug before meals almost invariably produced 
nausea and an extremely unpleasant epigastric pain, which, 
however, never appeared when I took it after food. — I am, etc . 

London. S W.10 MICHAEL BoSTOCK 

Infective Ear Disease 

Sir, — Mr. T, A. Clarke’s letter (Jan. 15, p. Ill) on the treat- 
ment of chronic suppurative otitis media calls for some com- 
ment. If the object of ear toilet is to remove from the external 
canal any debris and discharge that may act as a nidus of 
infection and interfere' with drainage from the middle ear, such 
treatment is most likely to be effective if carried out as often 
as the discharge reaccumulates. It is probable that the chronic 
running ear, which is the bane of so many E.N.T. out-patient 
departments, would in many cases respond to the intensive 
daily treatment which it is usually only possible to give in 
institutional practice. As Mr. Clarke points out, good results 
with conservative methods can only be expected in uncompli- 
cated cases. Otoscopic appearances, however, may sometimes 
be misleading. An antero-inferior perforation, though sugges- 
tive of simple tubal infection, may coexist with extensive 
mastoiditis. X rays, which Mr. Clarke decries, may prove of 
the greatest value in revealing or excluding latent disease in 
the cellular type of mastoid. 

It is difficult to see what benefit can arise from “ largely fill- 
ing the meatus ” with powder, following ear toilet. This prac- 
tice, though often adopted, results in a hard plug which interferes 
with the free drainage which it is the object of treatment to 
promote, and may cause irritation to the meatal wall. Neither 
penicillin nor sulphathiazole has any bactericidal action against 
the organisms commonly responsible for chronic otitis media. 
It should be a sine qua non of any preparation used locally in 
middle-ear disease not only that it exerts an action against the 
organisms concerned but also that it will promote drainage and 
healing and is capable of reaching the infected area. Drops 
containing urea 20% as an organic solvent and ephedrine 1% 
in solution with an effective bactericide may be massaged into 
the middle ear after meatal toilet, and in many cases where the 
eustachian tube is patent will be tasted in the throat. 

I have recently undertaken bacteriological tests on a series 
of cases of chronic ear disease with a view to determining what 
bactericide would be most satisfactory for routine use. It was 
found that 90% of ssvabs grew Pj. pyoevanea, often associated 
with Proicus vulgaris and various diphtheroids. Strains of Ps. 
pyocyanea were therefore isolated in pure culture, and many 
substances, including those commonly used in the treatment of 
aural sepsis, were tested for their power to inhibit the growth 
of this notoriously resistant organism. By far the most effective 
bactericide, as demonstrated by serial dilution and by diffusion 
on agar, was found to be tinct. "merthiolate” (1 in 1.000). 
This preparation was shown by similar methods to be active 
against Proteus vulgaris. Of other substances tested only acetic 


acid 1% exerted a comparable action against Ps. pyocyanea on 
agar. It was, however, noted that mild silver proteinate (10%), 
which inhibited growth in dilution but diffused poorly on the 
agar plate, could be rendered considerably more effective by 
the addition of a wetting agent such as “dreft” (or one of the 
higher sulphonated alcohols) to lower the surface tension. — 
I am, etc., 

Woolwich. D. C. Sit LTTE. 

Sir. — I have been most interested to read Mr. Colin M. 
Johnston’s report (Dec. 18, 1948, p. 1049) on infective ear 
disease in factory employees. Conditions affecting the external 
ear have interested me for some time past, and all too seldom 
have comprehensive investigations into these painful and time- 
wasting conditions been reported. For too long a time has 
interest, both lay and professional, been lacking in attaining 
an understanding of the aetiology, pathology, and treatment of 
external ear diseases. I find myself in full agreement with the 
author, and am glad to see that he stresses more than once the 
constant care and patience that are required by both patient and 
doctor if a reasonable hope of cure is entertained. 

An important point, but often forgotten, is to remove pus 
and debris from the meatus, and indeed, 'if this is practised 
often and thoroughly enough, a cure can be had Without resort 
to any further medicaments: this applies particularly in the 
mild chronic cases. He also mentions the importance of clean- 
ing out the recess between the inferior wall of the meatus and 
the tympanic membrane, for it is here that infective debris can 
hide and be a constant source of trouble. 

A far more alert consciousness of these simple ear affections is 
required, and it is encouraging to see that the attempt to stimu- 
late this consciousness has already begun. — I am. etc., 

Halifax, Nora Scoua. GEOFFREY FpRENCH. 

Approach to the Frontal Lobe 

Sir, — Most readers will by now be acquainted with a surgical 
incision into the brain to alter the mental state of a psychotic 
patient. This technique (leucotomy or Iobotomy) and its 
results have been discussed in medical journals, and some of 
its aspects have been communicated to the general public by 
the daily press and wireless. 

While research workers and clinicians are still struggling to 
disentangle the results produced by present methods for leuco- 
tomy. a new- access for the destruction of frontal lobe tissue 
is being recommended by Freeman in the U.S.A. A spike is 
introduced through the orbit, and by piercing the orbital roof 
of the frontal bone it causes injury to the orbital surface of 
the frontal lobe among other structures. While this procedure 
adds another “ dark approach ” to the frontal lobe, more serious 
consequences, such as a possible opening of a large frontal sinus, 
which can lead to meningius, uncontrollable haemorrhage, 
and pushing bone fragments of the thin orbital roof into the 
brain, have to be faced. 

What predictable results can be achieved with this method? 
Present knowledge of the frontal lobe does not as yet permit 
of advice being given to the neurosurgeon as to whether he 
should destroy dorsal or orbital portions of the frontal lobe 
or their connexions. As long as there is not a rational basis 
for the “older methods” the new approach can certainly not 
be defended as being better, and the possible complications 
make its usefulness highly questionable. 

It is, however, a matter of some urgency that the indications 
for a leucotomy operation should be clearly defined by a united 
effort of research and clinical observation. Otherwise 
psychiatry, so much in need of methods of curing, will look 
back with regret on the period of “ leucotomizing,” possible 
only as the frontal lobe is a ’’ silent area ” to some extent and 
does not object to surgical incision by obvious motor or sensory 
defects. — I am etc., 

Oxford. , p - Glees. 

Psychiatry and Broadcasting 

Sir. — It appears that the public, having had a surfeit of 
psychological films, are now to be treated in like manner ty 
the radio. While the entertainment value of these broadcasts 
may be high, there are other considerations which are equally 
important For example, in one programme the history of a 
delusion was traced, although inadequately, and it was implied 
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that over-sensitivity in childhood was conducive to the develop- 
ment of a chronic psychotic state with a hopeless prognosis. 
What it failed to stress was that the chronic psychotics of all 
types hardly number one per thousand of the population, and 
that the case described is relatively scarce in a mental hospi- 
tal. This omission produced considerable ahxiety among my 
out-patients, many of whose original fears of insanity were 
reinforced. 

Again, in a recent broadcast concerning prefrontal leucotomy 
accuracy was sacrificed for a good script. No mention was 
made of W. E. Le Gros Clark’s views' that the progressive 
enlargement of the frontal lobes in the phylogenetic scale is by 
no means as conspicuous as that of the parietal or temporal 
lobes. Psychotherapists are familiar with some patients’ insist- 
ence on surgical intervention, and as long as these requests were 
confined to the abdomen a reasoned approach could convince 
the patient that the problem was psychogenic and that the mind 
required treatment. This explanation is now countered with a 
request for a brain operation, and it is difficult to persuade the 
patient in the face of B.B.C. “ propaganda ” that many psychia- 
trists consider that the only redeeming feature about prefrontal 
leucotomy is that it confines itself to the “ silent area.” 

Inaccurate and misleading statements on medical matters often 
appear in the lay press, but with this important difference : the 
prestige of the writer's name is withheld. I am not suggesting 
that anonymity would be a solution, but wish to point out that 
there is a different procedure for the radio, without any appar- 
ent reason. The problem is a very important one, and merits 
the attention of responsible medical opinion. — I am, etc., 

Waiiaii M. Sim. 

Rehren-e 
1 Lancet, 1948, 1, 353. 

' Plasma-cell Mastitis 

Sir, — It is interesting to note that Mr. John M. Jackson’s 
letter (Jan. 8, p. 71) on “ comedomastitis ” is followed a week 
later by an article by Dr. Max Cutler on “ plasma-cell mastitis ” 
(Jan. 15, p. 94). From the macroscopic description it seems 
possible that Mr. Jackson’s cases were examples of plasma-cell 
mastitis. It seems that plasma-cell mastitis is not such an un- 
common condition, and more cases will be found if the lesion 
is kept in mind. The discovery of five Cases in 1,500 consecu- 
tive breast examinations by Parsons and his colleagues' sup- 
ports this view. 

My purpose in writing to you, however, is not to add to the 
cases recorded in the literature but to suggest that the names 
given to the condition so far have been unfortunate. We have, 
as you note in your annotation (Jan. 15, p. 108), been cursed 
since Konig’s time by the term “ chronic mastitis ” and we 
would gladly be done with it if we could find a term generally 
acceptable. I would suggest with Atkins 2 that fibro-adenosis is 
as good as any. 

The use of the inflammatory suffix may be more justified in 
the plasma-cell lesion, for it is probably a tissue reaction to 
lipoid substances extravasated from the ducts, and is, in some 
ways, comparable to traumatic fat necrosis. It may even be 
a virus disease. On the other hand, until the aetiology is defi- 
nitely known it seems unnecessary to give it a name which 
makes a preconceived idea of its cause unavoidable. The 
plasma cell is not even a pathognomonic feature, as it is also 
found in fat necrosis. I would suggest that the term masto-’ 
pathy means as much as mastitis in our present state of know- 
ledge and commits us not at all. Incidentally, the tendency to 
refer to “ comedocarcinoma ” and “ comedomastitis ” might well 
be turned to the older and more scientific terminology of 
Robert Muir, “ intraduct carcinoma ” and, on the same analogy, 
“ intraduct mastitis.” — I am, etc., 

Ghseow. Archibald L. Goodall. 

References 

1 Arch. Surg , 1944, 49, 86, 

> Lancet, 1947, 1, 253. 

Spinal Analgesia with Cinchocaine Hydrochloride 

Sir, — Y our correspondent, Dr. N. Beattie, in his letter on 
spinal analgesia and caesarean section (J'an. 15, p. 114), is in 
error in using the word “ percaine.” After a number of fatal 
accidents nearly ten years ago in which “percaine” had been 


confused with procaine, the makers renamed the drug “nuper- 
caine.” Mr. Beattie aggravates the matter by referring once 
to percaine, once to nupercaine, and once to “ percaine (or 
nupercaine),” as though they were different drugs. 

There have been several recent injection errors ; a fatal case 
was reported in the lay press but a few days ago. To prevent 
more of these accidents we must be strictly exact in our ter- 
minology, especially when contributing to a medical journal 
which is read by people of all grades of experience. — I am, etc., 

NcwcasiIe-iipon-Tyne. M. H. ARMSTRONG DAVISON. 

Treatment of Abortus Fever 

Sir, — May I dissociate myself from the views expressed by my 
ex-house-physician, Dr. R. O. Pamis (Dec. 18, 1948, p. 1082)? 
It is true that sulphadiazine often brings down the temperature 
in undulant fever and seems to abort the pyrexial wave, but 
comparison of a series of 100 cases treated by sulphadiazine 
with a similar series of untreated controls did not show any 
significant difference as regards the total duration of the fever. 

Undulant fever is so erratic-in its behaviour that it is foolish/ 
to attempt to draw any conclusions from a small number of 
cases. An unfortunately extensive experience has moderated my 
early impulsiveness to rush into print and has made me some- 
what sceptical of the “ cures ” which are reported from time to 
time. I still keep an open, mind and live in the hope that a 
really specific remedy will be found at last, but I am not 
convinced that sulphadiazine alone or in combination with 
transfusion or streptomycin is the answer. 

Another point I would like to draw attention to is that experi- 
ments in vitro are not always applicable in vivo. The main 
difficulty is not to find a substance which will kill the brucella, 
but to get at the micro-organism. The possibility that the 
brucella may find a refuge within the body cells has already 
been hinted at — in any case it seems to entrench itself impreg- 
nably in the spleen and in the bone marrow. — I am, etc., 

Vallciu, Malta. E E- DeBONO. 

Belladonna Liniment Causing Mydriasis 

Sir, — I think it desirable to draw the attention of the pro- 
fession to the need for giving a warning about the danger to 
the eyes when liniments containing belladonna are prescribed. 
Textbooks that 1 have consulted fail to give this. For the 
lack of it the drug may inadvertently affect the eyes of either 
the patient or the applier of the liniment The following case, 
therefore, seems to me of general interest. 

A female patient of 55 was sent to me by her doctor because the 
right pupil was dilated. ' I found it inactive to light ; it did not 
contract with prolonged convergence. Tire left pupil was active 
both directly and conscnsually. The patient was right-handed. She 
said that she had been applying a liniment to her husband, who was 
subject to rheumatism.’ She denied that she had applied any drops or 
other medicament to her eye. The doctor wrote on inquiry that 
he had prescribed a liniment containing aconite, btlladonna, and 
chloroform. The circumstantial evidence seems to warrant the con- 
clusion that some belladonna from the liniment bad been conveyed 
to the eye by tile right hand. Unilateral mydriasis had resulted. 
Fortunately the tension as tested by the fingers was not’ raised. , 

— I am, etc., 

London. W.l. „ HUMPHREY Nl \ME. 

Antihistamine Drugs and Erythroblastosis 

Sir,— -Valuable advances in the treatment of infants suffering 
from haemolytic disease of the newborn have been made since 
the discovery of the Rhesus group of antigens and its signifi- 
cance in these cases. The case mortality has been greatly 
lowered, but there is still no certain means of preventing the 
disease, although various measures to achieve this have been 
advocated from time to time. 

The recent work on the possible value of the antihistamine.' 
in the treatment of various diseases, to which you refer ir 
your leading article entitled “Allergy, Rheumatic Fever, ani 
Nephritis ” (Jan. 1, p. 21), has prompted us to plan an inve 
gation into the possibility of preventing haemolytic disease 
the foetus and newborn (erythroblastosis foetalis) by the admi 
station of antihistamine substances during pregnancy to won 
who appear likely on general or serological grounds to give hi 
to affected infants. 
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It may be that the clinical and pathological manifestations of 
haemolytic disease of the foetus and newborn are initiated by 
the release of histamine, heparin, and possibly other as yet 
unidentified substances following the antigen-antibody reaction 
between the various Rhesus-factor group-specific substances and 
their several antibody globulins. The precise origin and inti- 
mate mode of release of histamine is not known with certainty 
V even in many conditions for which there is substantial evidence 
that it is concerned. 

If the antihistamines do not prove of value in this connexion, 
this may possibly shed some light on the pathogenesis of haemo- 
lytic disease of the foetus and newborn. Antihistamines may 
also have a place in the management of haemolytic transfusion 
reactions, and this is being investigated at this depot as and 
when opportunity presents. 

Although antihistamines produce side reactions such as drovvsi- 
ness in some individuals, they are not so far as is known toxic 
substances and are unlikely to harm the mother or foetus. It is 
hoped to present the results of the investigation now in progress 
as soon as a sufficiently large series has been collected to make 
a statistically satisfactory assessment possible, but there is 
nothing to be lost by their use on a purely empirical basis, 
preferably in close collaboration with an experienced blood 
group serologist or the nearest regional blood transfusion officer. 

' — I am, etc., 

‘ South London Blood Supply Depot R- H. Tp.IN'ICK. 

Sutton, Surrey. 

Diagnosis of Tuberculous Meningitis 

Sir, — With reference to Dr. J. T. Lewis’s letter (Dec. 11, 
1948, p. 1036) regarding the sugar and chloride levels found 
in tuberculous meningitis, I have been asked to send you the 
.findings of the subcommittee of pathologists engaged in the 
Ministry of Health scheme which was begun in the autumn 
of 1947. 

Reports received in April, 1948, showed that, of 223 cases in 
which the chloride content of the first specimen of cerebrospinal 
fluid was estimated, 34 (15%) gave a figure of 700 mg. of NaCl 
per 100 ml. or more and 88 (39%) a level of more than 650 mg. ; 
of the 88 only 3 were unconfirmed by film or culture, and 2 of 
these are dead. As regards prognosis, cases have been reported 
in which the original chloride was less than 600 me. but which 
after streptomycin treatment were clinically well and with fluids 
normal in all respects. .The subcommittee therefore considers 
that estimation of chloride content is useless in the diagnosis 
and prognosis of tuberculous meningitis and that treatment 
may be unjustifiably delayed if reliance is placed on the test 

In 137 cases in which the sugar content of the first sample 
was estimated the figure was never more than 50 mg. per 
100 ml. As Dr. Lewis insists, this test is of much greater value 
. than the chloride estimation. — I am, etc., 

London, E.1. . . F. C. O. VALENTINE. 

Cardiac Arrest 

Sir. — I read with great interest the memorandum by Mr. G. P. 
Charlewood (Dec. 11, 1948, p. 1023) on a modified technique 
of cardiac massage in cardiac arrest I had occasion to use 
a similar procedure some six months ago. As in Mr. 
Charlewood’s case I found Hamilton Bailey’s manoeuvre un- 
successful, but, as soon as I got my fingers inside the pericardium 
and was able to massage the heart directly, the beats began 
again. The case history was as follows. 

The patient was an old man, S2 years of age, admitted with an 
acute or chronic large-bowel obstruction due to a constricting 
carcinoma of the pelvi-rectal juncu'on. His abdomen was distended, 
and he was very toxic. It was proposed to perform a transverse 
colostomy using local anaesthetic and " pentothal ’’ narcosis. The 
anaesthetist had just injected the initial dose of pentothal, when he 
became worried about the patient’s condition and found the heart 
had stopped. He called for cardiac massage. 

An upper midline incision was rapidly performed, and a bare 
right hand thrust into the abdomen and an endeavour made to 
perform cardiac massage by compressing the heart rhythmically 
against the anterior chest wall, without result. Therefore, with a pair 
of Mayo scissors, an opening was made in the diaphragmatic peri- 
cardium and the thumb and two fingers of the right hand thrust 
through. The ventricles were gripped firmly and rhythmically 
squeezed. Very soon one or two faint flutters were felt, and then 
vigorous rapid beats recommenced. A rapid transverse colostomy 
was performed and the abdomen closed, but-the heart rate became 


more rapid and feeble and finally ceased altogether half an hear 
after it had begun to beat again. This 1 imagine was due to the ace 
and toxicity of the patient. 

1 can see no contraindication for this mancetrvre of incising 
the diaphragmatic pericardium. It is rapidly and easily per- 
formed with Mayo scissors, and it would appear to be un- 
necessary to repair the incision, as the upper surface of the 
left lobe of the liver, by adhering to the diaphragm, will close 
the linear hole. It seems to be the only method of massaging 
the heart directly and effectively. — I am, etc., 

London. E.C.I. - ERIC M. NvNSON. 

Intussusception Due to Carcinoma of Colon 

Sir, — In view of the correspondence which followed the 
publication of Mr. R. A. C. Owen’s account (Oct. 30, 19-tS, 
p. 786) of two cases of intussusception due to carcinoma of 
the colon, the following case report may be of interest. 

The patient was a man aged 72. He had a three months’ history 
cf increasing constipation alternating with diarrhoea. He had some 
abdominal pain, but no vomiting. There was sudden relief from 
the abdominal pain on the day before admission. On admission his 
temperature was 99.6° F. (37.5° C.) and his pulse was ICO. He 
was a pale, well-preserved old man. His tongue was dry, brown, and 
furred, and the fetor oris was present. His abdomen was very tense, 
with generalized distension, tympanitis, and borborygrai. There 
was no demonstrable free fluid and no viscera were palpable. 

On rectal examination a soft lump could be felt free in the lumen 
of the bowel. It was not friable, and there was no bleeding. Procto- 
scopy showed the lump to be cedematous and ulcerated. A diagnosis 
was made of complete intestinal obstruction due to polypoid tumour 
of the rectum, and intussusception was suspected. 

At operation the peritoneal cavity was found to contain gas and 
fluid faeces. There was an intussusception of the pelvic colon into 
the rectum, with dilatation of the proximal colon and perforation of 
the caecum. Decompression of the large bowel by ileccaecostomy 
was carried out and the intussusception was easily reduced. A 
small dimple at the apex (the rite of ulceration! was left, and near 
the apex could be felt a smail firm lump. The pelvic colon was 
mobilized and the affected gut resected (Paul's operation). 

The tumour was a small, rounded, sessile papillomatous mass, 
2.54 cm. in diameter. There was no apparent involvement of the 
adjacent wall or glands. The pathologist reported that it was a 
tubular, polygonal-celled carcinoma. The patient was discharged in 
good condition 72 days after admission. Abdominal wounds were 
healed ; there was a slight ooze from the caecostomy site. 

I have to thank Dr. C. D. Coyle, Medical Superintendent of the 
Archway Group of Hospitals, for permission to publish details of 
this case. 

— I am, etc., 

London. N. 1 9. 5V. C. TURNER. 

Prescription of Barbiturates 

Sir,— The letter by Dr. A. I. Suchett-Kaye on barbiturate 
poisoning (Dec. 11, 1948, p. 1035) and the one on prescription 
of barbiturates by Dr. T. Pearse Williams (p. 1036) are instruc- 
tive. It is obviously dangerous to band such strong narcotic 
drugs to people without having full control over the quantity 
taken by them in one dose. This dancer existed since the 
introduction of barbiturates into therapy. In order to minimize 
the danger of poisoning — not infrequent already many years 
ago — the teaching of pharmacology at the University of Buda- 
pest, where I was a student before the first world war, con- 
tained the wise suggestion for the addition of pulvis ipecacu- 
anhae to every dose of barbiturate prescribed, in a small enough 
dose not to cause vomiting in the normal individual. It was 
pointed out that an overdose of barbiturate will, thus prescribed, 
also contain an overdose of ipecacuanha, which will produce 
vomiting. I believe that this information will be of interest to 
all who took part in the correspondence and to all those who 
are interested in this subject. — I am, etc., 

Joiaeraiorc. S. Airies. NATHAN FINN. 

Marxist Genetics 

Sir, — It is easv for Dr. Geoffrey Bourne (Jan. 1. p. 28) to say 
that my remarks (Dec. 11, 1948. p. 1038) were beside the point, 
as he makes his own decision about'what my point was. 1 was 
very careful to make it clear that my concern was with the 
propagandist way in which Dr. Darlington misrepresented the 
work of Lysenko, which he was supposed to be reviewing. 
Every' sentence in my letter was relevant to this. 
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Several other readers — anti- as well as pro-Lysenko — have 
written on the' same issue. I did not deny that Lysenko con- 
siders philosophy, science, and politics to be interrelated. The 
whole point of this correspondence, until Dr. Bourne tried to 
change it, was the question of Dr. Darlington’s review, not 
primarily Lysenko. And no one has answered to the point 
for Dr. Darlington. — 1 am, etc., 

London, S.E.24. H. M. ROSE. 

Sm, — I have followed your correspondence since Dr. C. D. 
Darlington’s review (Nov. 13, 1948, p. 862) of Soviet Biology 
with great interest. I think the criticisms made of that review 
are fully justified. Some of your correspondents, however, 
have chosen to indulge in yet other vituperations. Fortunately 
ample material is available to answer them. 

Dr. John C. C. Langford (Dec. 11, p. 1038) would like to 
know if the opposition to Lysenko was “prearranged” or not. 
It certainly was not. Those who opposed various aspects of 
Lysenko’s views have been doing so for the past 10-15 years; 
their criticisms were sincere and forthright, and were based on 
the writings and works of those concerned. They evidently 
had no fear of Dr. Darlington’s “ liquidation.” The full text 
of the contributions of Zebrak, Polyakov, Zavadovsky, Roubin, 
and Schmalbausen are contained in a translation for the Engels 
Society. Summaries of the rest will be found in Plant Breeding 
Abstracts (1948, 18, No. 2,000). The force of Zavadovsky’s 
argument may be gathered from the following: 

“ As a Darwinist I agree with T. D. Lysenko, and the other 
comrades who have taken part in the discussion, as to their general 
statements on the enormous decisive significance of conditions of 
environment and its influences in the processes of forming the breed 
and the kind. And yet there are still a large number of problems 
of supreme significance on which I do not agree with T. D 
Lysenko. . . . 

“ As I have already remarked, I affirm that his report and the dis- 
cussion of it are leading our public to a one-sided conception of 
the situation and distribution of forces in Soviet biology. We 
scientists are explorers not only in the question of the concrete 
application of our experience and knowledge in order to investigate 
the geological womb and other riches of our socialist land. We are 
explorers also with regard to the correct orientation as to the distri- 
bution of forces in our science. And here I think Comrade Lysenko 
is making a serious mistake by taking the line of there being only 
two fronts or two trends in biological science, which. have as their 
aim the solution of the problem of Darwinism.” < 

Professor Zavadovsky goes on to elaborate his point of view 
ia great detail. Professor Polyakov deprecates the tendency to 
label Soviet scientists as “ Morganist ” or with similar titles 
because they fail to agree with Lysenko. But quotations are 
entirely inadequate. Read the material in full, and one will 
t doubt the integrity or sincerity of Lysenko’s critics. Dr. 
ngford’s notion effects nothing but to ridicule those who do 
isagree with Lysenko. I hope he will realize the pettiness of 
his suggestion. 

One further point: Dr. Geoffrey Bourne’s implication (Jan. 1, 
p. 28) that the application of dialectical materialism to science 
is necessarily bad is simply untrue. It is best answered by 
example. Based on dialectical materialism is Lysenko’s theory 
of phasic development: this came from his work on vernaliza- 
tion and may well lead to further methods for hurrying plants 
through various stages' of their development. B. A. Roubin, 
director of the Bach Biochemical Institute, records work In 
which it is shown that some enzymes in plants change their 
activity optima in correspondence with changing phases of 
development, thus adding experimental support to the phasic 
theory. Professor C. H. Waddington [New Statesman and 
Nation, Jan. 1, 1949. p. 6) admits that “his (Lysenko’s) phasic 
theory, and the even more explicitly dialectical theory of 
another Russian, Krenke, on the cyclical alternation of 
senescence and rejuvenescence in plants, are certainly far 
from negligible contributions to the theory of organic develop- 
ment." Krenke’s theory already finds practical application in 
a method of judging the optimum time at which to Jiarvest 
sugar-beet based on leaf shape (Aijhby, E., Scientist in Russia, 
Pelican Books. 1947). It seems to me that a dialectical approach 
to biological problems is more in accord with biological data 
than a mechanistic or idealistic one. — I am, etc., 

Peter A. Jewell. 


Calcified Cyst of Spleen 

Sir, — I read with interest Mr. J. H. Donovan’s article 
(Dec. 25, 1948, p. 1106) on calcified cyst of the spleen, and 
also a further communication by Dr. A. Elkeles (Jan. 8, p. 74). 
In your Journal of March 4, 1933 (p. 367), 1 myself reported in 
full (together with a plate) a case of calcified cyst of the spleen, 
reaching the same conclusions as Mr. Donovan and Dr. Elkeles. 
Following the publication of my article I had several letters 
written to me concerning similar cases, and 1 consider the con- 
dition 'is probably not quite so rare as has been suggested by 
the present writers. — I am, etc., 

Manchester. ^ E. H. SCOTSON. 

Achlorhydria Following Gastro-entcrilis 

' Sir,— T he prevailing gastro-enteritis (not attributable to any 
particular food or drink) is very often followed by an achlor- 
hydria. The symptoms are vague pains, very often below the 
sternum and along the left side of the abdomen, loss of appetite, 
and general loss of well-being. In an elderly person it may 
simulate gastric or duodenal carcinoma. 

A typical case was a man of 57 admitted for suspected 
carcinoma of stomach, his chief complaint being anorexia. 
Barium meal on two occasions failed to show signs of neo- 
plasm. A fractional test-meal revealed the presence of histamine- 
fast achlorhydria. The occult-blood test was negative ; haemo- 
globin, 105%. His symptoms could be traced back to an attack 
of gastro-enteritis some weeks earlier. A second patient was 
an 8-year-old girl. She complained of pains in the stomach at 
night ; her appetite was' poor, and she was losing weight ; she 
had had gastro-enteritis two to three weeks earlier. 

The symptoms may go on for many weeks. They are cured 
by acid, hydrochlor. dil. given before meals (with an appetizer 
like gentian). I have met many such cases in the past. — I am. 
etc., 

Billinfishurst. Sussex. JOSEPH VlNE. 

1 

Perforated Duodenal Ulcer in a Boy 

Sir, — I feel the following case deserves publication on account 
of the youth of the patient. 

A boy, aged 14, collapsed in school at midday on Dec. 9, 1948, asjd 
was admiited to hospital forthwith. He complained of severe 
abdominal pain, was very shocked, and bad to be treated for same 
with heat and morphine. His abdomen was rigid from peritonitis 
due to perforation of an anterior duodenal ulcer of fairly long 
standing. Under thiopentone with gas, oxygen, and ether, operation 
was performed by me at 4 p.m., and the perforation was closed with 
difficulty. The abdomen was cleaned out by sucker and closed 
without drainage. Next morning a Rylo’s tube was passed and drip- 
feed intravenous dextrose and saline was set going, both for two 
days only. He threatened -to be chesty and had penicillin by injection 
for three days. The patient gave no further trouble and was 
discharged on Jan. 3, 1949. . • 

This case is ^remarkable on account of the extreme youth 
of the patient and the fact that he was symptom-free, although 
his ulcer was not recent. — I am, etc., 

Huntley, Aberdeenshire. • " PETER W. PHILIP. 

Carcinoma of the Male Breast 

Sir, — 1 have been interested in reading Sir Cecil Wakeley’s 
article on carcinoma of the breast and its treatment (Oct. 2, 
1948. p. 631). One small point in the article has troubled me, 
and I should be glad if you were to clarify it for me. In 
speaking on mammary carcinoma in the male Sir Cecil says, 
"The prognosis of carcinoma in the male\breast is very poor; 
the small undeveloped breast allows early lymphatic spread 
before the condition is diagnosed.” 

I am unable to understand this. I bad thought that were 
an organ ** small and undeveloped ” its lymphatic drainage would 
•be poorer, actually and potentially, especially since the male 
breast, unlike, its sister, is at no time normally subjected to 
alternating periods of growth and atrophy. Similarly the male 
breast is much less vascular than the female breast. Sir Cecil 
writes, “ In girls dnd young women the vascularity of the breast 
is very pronounced, and if carcinoma develops, the prognosis 
is hopeless.” Furthermore. Sir Cecil himself suggests a differ- 
ent aetiology for the male condition, and this is most feasible, 
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as the male breast is not subjected as a rule to the slings and 
arrows of hormonal interplay, balance, and imbalance in a 
degree comparable with that in the female breast. 

Is it not then. Sir, more logical to suppose that carcinoma 
of the male breast is an entity distinct from female mammary 
carcinoma, of • possibly different aetiology, and displaying a 
tendency to earlier metastasis than its feminine counterpart 7 — 
} I-am, etc., 

Thursday Island. W. T. GlBBS. 


Epilepsy and Foetal Behaviour 


■ Sir, — Professor F. J. Nattrass’s Lumleian Lectures (Jan. 1, 
p. 1, and Jan. S, p. 43), together with your leading article 
entitled . “ Epilepsy ” (Jan. 8, p. 61), prompt me to ask the 
following question: Is it altogether absurd to suggest that in 
the epileptic fit there is a reversion to the foetal level of nervous 
functioning, an idea that was first put forward 30 years ago 
by L. Pierce Clark in America 7 Apart from Hughlings 
Jackson’s theory that the phenomena which follow a fit reflect 
a reversal of nervous evolution, there are three points which 
■ might support such a possibility. They are: (1) That during 
a fit behaviour becomes “ total,” in the sense that the whole 
of the skeletal musculature is thrown into action simultaneously. 
According to the Coghill school of physiology the “ total ” 
response represents the most primitive pattern of behaviour. 
(2) That the movements in the idiopathic fit are of two types — 
viz., tonic arid clonic. These seem to compare with the 
“sustained” and “jerky” movements described by Sir Joseph 
Barcroft as occurring in the sheep foetus. (3) That the move- 
ments in the fit are spastic in type, as they appear to be in the 
foetus. — I am, etc., 


Brentwood, Essex. 


Thomas D. Po'ver. 


to give prolonged haemostasis, and where there is any question 
about this, as there must be in cases which show purpuric erup- 
tions and thrombopenia during pregnancy, it is unfair to one’s 
patient to neglect any measure which can ensure her safety. — 
1 am, etc., 

Inverness. J. A. CHALMERS. 

Overdose of Surface Analgesics 

Snt. — Mr. C. A. Jackson's article on amethocaine hydro- 
chloride (Jan. 15, p. 99) directs attention to the dangers asso- 
ciated with amethocaine surface analgesia for bronchoscopy, but 
it would be of interest to know precisely how many patients 
die yearly as a result of the surface application of analgesic 
drugs ; it is probable that all the effective ones are equally 
dangerous. Two points require emphasis. One is that over- 
dose is presumably determined not by the total amount of 
the drug absorbed over a period but by the concentration in 
the brain at any given moment. When this concentration 
reaches the appropriate level signs of overdose will occur. 
The second point is that prompt treatment should save the 
patient ; treatment of the severe case consists in controlling 
the convulsions in order to permit of oxygenation. 

The alarming convulsions due to severe overdose with an 
analgesic drug do not appear to differ from those seen in 
ether convulsions, fn a case treated by the writer following 
the instillation of 10% cocaine hydrochloride for urethra! 
instrumentation the convulsions were so severe that it required 
great force to hold the arm in order to give thiopentone’ 
intravenously. Meanwhile attempts were made to insufflate 
oxygen under pressure, and as soon as the thiopentone was 
given the convulsions ceased and normal colour was restored. 
There were no after effects. 


Purpura Complicating Pregnancy 

Sir— Dr. I. Klass (Jan. 8, p. 73) disagrees with some of the 
conclusions which I reach in my paper “Purpura Haemor- 
rhagica as a Complication of Pregnancy” (Dec. 11, 1948, 
p. 1020), but in both my paper and that of Drs. Burnett and 
Klass stress is laid on the fact that the mortality of purpura 
complicating pregnancy has been overstated and that recovery 
does occur, as in' the cases which we have respectively recorded. 

I agree that some of the earlier cases reported were not of 
true purpura, as Dr. Klass has shown in his paper, but only 
-22 cases are included in this analysis, and it is impossible to 
say how many of the remaining 46 cases reported up to that 
time suffered from true purpura. It is unreasonable, therefore, 
to assume that purpura is not a fatal condition on the basis 
of an analysis of less than one-third of the reported cases. 
Certain of the cases not included in his analysis, for instance 
that of Puech referred to in my paper, strongly suggest that 
death has resulted from a true purpura leading to prolonged 
late post-partum" haemorrhage.' 

In the case reported by Drs. Bumett and Klass the platelet 
count at the onset of symptoms was very low (15,000 per cm), 
but this rose after 35 vveeks to 163,000. At delivery a figure of 
76,000 was noted, but the placenta! blood showed 121,000 plate- 
lets, and when recovery was complete the figure given is 174,000. 
it seems, therefore, that even in health the platelet count in this 
, patient tended to be low, and that on the basis of the figures 
given she had attained a large measure of recovery before 
delivery. The case in fact was a relatively transient one com- 
parable to, although more severe than, my own, and it is to 
this and not to any essential harmlessness of the condition that 
the absence of bleeding from the uterus and from the perineal 
tear is due. 

Dr. Klass considers the treatment has little influence on the 
condition and that there is nothing in the literature to form any 
basis for dogmatic principles of treatment. This opinion ;s 
based on his analysis, as vve have seen, of only a small propor- 
ton of the' recorded cases, and particularly upon the experience 
of his own case, where, as I have pointed out above, the plate- 
let count was five times higher at delivery' than at the onset of 
symptoms and about half the highest level ever, recorded in this 
patient. Purpura must be regarded as a disease potentially 
dangerous.' While in the irrimediate control of haemorrhage 
after delivery efficient uterine contraction remains the most 
important factor, this should be followed by adequate clotting 


Great caution is certainly necessary in using local analgesic drugs 
for bronchoscopy in asthmatics. In a bad chronic asthmatic subject 
I applied 10% cocaine hydrochloride, spraying the pharynx and 
larynx with abou: 2 ml. and spraying about 1 ml. into the trachea 
by passing the tube of the spray between the cords. The patient 
immediately complained of breathlessness and became excited. 
Thiopentone was given at once, 0.3 g. being injected slowly, and 
oxygen was given under pressure. The surgeon proceeded with the 
bronchoscopy, but a further 0.2 g. of thiopentone was necessary to 
control coughing. There were no more signs of cocaintsm. The 
surgeon aspirated much mucopus and noted that the bronchi were 
red and injected. Recovery after the bronchoscopy was prolonged, 
and it was necessary’ to give oxygen under pressure for more than 
half an hour in order to avoid cyanosis ; mucopus kept welling up 
from the trachea, due probably to brochial spasm caused by the 
thiopentone. No analeptic was given, and the cough reflex finally 
returned and the patient was sent back to the ward. There was no 
more difficulty. 

— I am, etc., - 

Luton. D. Wilson 


Meeting of Medical Association of South Africa 

Sir. — The Medical Association of South Africa, will hold its 
37th annua! Congress in Capetown during the week Sept. 19-24, 
1949, and the Organizing Committee extends a warm welcome 
to any members of the British Medical Association or any 
other medical practitioner who may wish to attend. 

A visit to South Africa at this time will afford an opportunity 
to be present at the meetings of Congress, with discussions not 
only in the many scientific departments of medicine but also 
in matters of medical policy, particularly the development of 
national health schemes and hospital legislation, which so vitally 
affect the future of the medical profession in Great Britain and 
the Dominions. There is an urgent demand for interchange of 
views and experiences by informed representatives and for the 
framing of basic principles for future action to the advantage 
of the citizens of the Empire and for the protection of the 
legitimate interests of the medical profession. Furthermore, the 
scenic attractions of the subcontinent should make the journey 
worth while to those who extend their stay, as well as the oppor- 
tunity to observe the rapid development of the country and to 
obtain some understanding of the d’fflcult social problems — not 
unaffected by world turbulence, particularly in the East — which 
the Union must endeavour to solve. 
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The journey’ to South Africa by sea is a fair-weather voyage. 
The mailships from Southampton take 14 days to cover the 
6,000 miles. More economic transport takes a few days longer. 
By air to Capetown from London is about three days, unfold- 
ing an infinitely varied geographical panorama of this vast 
continent. 

It is emphasized that accommodation in Capetown is limited, 
and prospective visitors to Congress are advised to apply to the 
Hon. Secretary, 37th S.A. Medical Congress, P.O. Box 643, 
Capetown, at their earliest convenience for hotel reservations 
And any other information. — I am, etc., 

, T. Lindsay Sandes, 

Capetown. President of Congress. 

Master Minds 

Sir, — My attention has been drawn to a letter under the above 
title from Mr. Fred Messer, M.P. (Jan. 15, p. 115). Challenging 
the accuracy of a Hendon and Finchley Times report of his 
speech at a Golders Green meeting of the North-west Branch 
of the Socialist Medical Association, Mr. Messer suggests that 
certain remarks attributed to him were in fact made by other 
speakers. / 

I have inspected the notes taken by our reporter. They con- 
tain a clear record of the remarks in question, with no room 
for confusion with other speakers. In point of fact, our reporter 
was too busy that night to remain at the meeting for long after 
Mr. Messer’s own speech. 

It is a point of interest that Mr. Messer, in his original letter 
to the Middlesex Local Medical Committee, did not question the 
accuracy of our record as such, but relied upon the age-old 
explanation in political circles — that a passage in his address 
“had been tom from the context.” 

Regarding Mr. Messer’s closing paragraph, I would point out 
that nowhere in our report did the word “ politics ” occur. — 
I am, etc., 

Barrett Newbery, 

Editor, Hendon and Finchley Times. 

POINTS FROM LETTERS 

Clouding of Surgeons’ Spectacles 

Dr. C. Edwards (Bournemouth) writes : In reference to the corre- 
spondence on this subject, why do surgeons not wear their spectacles 
outside their masks 7 Many years ago whilst in active surgical 
practice I got Mr. Crighton, of Winchester, to make me a pair of less 
strength (0.5 sph.) than my reading glasses — i.e., for middle-length 
reading — tilted down and with rather longer curl wire sides so that 
the frame lay neai the tip ot the nose. Result, perfect. 

Antihistamine Drug Treatment of Acute Nephritis 
s, Dr. Walter Broadbent (Henfield, Sussex) mites: This seems to 
a very important advance in the treatment of a disease which often 
-o irreparable damage. In the past I used to give antistrepto- 
ccic serum, 10 ml. by the mouth every night apart from food, to 
children with acute nephritis. This did materially shorten the 
attacks, but not so effectively as “ anthisan ” evidently does. 

Whooping-cough and Measles 

Dr. F. Rothenburgh (Widncs) writes : Referring to Dr. C. L. 
Malhotra’s note (Jan. 15, p. 116) on whooping-cough and measles, I 
wish to point out that measles may start with severe pertussiform 
cough or may be followed by a similar attack. This pertussiform 
cough has of course nothing to do with a real pertussis infection 
and is due to an enlargement of the intrathoracic glands, particularly 
the tracheo-bronchial and paratracheal ones. 

House Numbering 

Dr. P. T. T. Macdonald (Bristol) writes: I have not, to my 
surprise, seen in the British Medical Journal any complaint respecting 
the matter of house numbering in urban areas. In my own district, 
Much I believe is not exceptional, the state of matters is almost 
bejond belief and seems to indicate the absence of any civic respon- 
s.bility for whether a house is numbered or not, and, if numbered, 
whether the numbers are easily legible from the roadway or not! 
This condition of affairs is a constant source of irritation and loss 
of time in the day and night work of our profession — nurses as well 
as doctors being hampered by it. . . . To remedy this nuisance the 
application of such a standard of numbering as is demanded of 
motorists for their cars should not be too difficult a matter. At any 
rate I am airing my grievance in the hope of fellow sufferers doing 
likewise and of inducing responsible authorities to do something 
about it. 



C. F. GOOD, C.B., M.R.C.S., L.R.C.F. 

The death of Dr. Christopher Frank Good on Jan. 16, at the 
age of 56, removes from the medical staff of the Ministry of 
Health one of its most outstanding figures. He was a man 
with a fund of common sense, sterling qualities, and a broad 
outlook, a man who can ill be spared at the present time. He 
had a remarkable faculty for grasping the essentials of any 
problem. 

Good was one of a large family, four of whom entered the 
medical profession. Bom in London, he received his medical 
training at the London Hospital. His record during the first 
world war was characteristic. Against advice and while in 
his fourth year he joined a Red Cross unit as a dresser and 
served abroad for about a year. Returning to England he 
enlisted as a combatant and obtained a commission in the 
Buffs. He saw service in France, received a severe gunshot 
wound of the chest in 1917, and was subsequently demobilized 
in 1918. It was a delight to listen to him recounting his experi- 
ences during this period. Returning to the London Hospital he 
qualified M.R.C.S., L.R.C.P. in 1919 and then held a series of 
house appointments there. After a short period during which 
he was associated with the Ministry of Pensions he settled in 
a busy private practice in Battersea and in 1931 was appointed 
to the regional medical staff of the Ministry of Health. Here 
his administrative abilities were quickly recognized and for 
a period he was seconded to the headquarters staff for certain 
special investigations. 

The prospect of war in 1938 made it necessary for the 
Ministry to engage in a survey of hospital accommodation in 
the country and to make plans for enlarging this accom- 
modation where necessary, adapting it for wartime needs, ana 
generally providing for an integrated hospital service which 
would stand the stress of total war. Good was appointed as 
hospital officer in charge of this work for the North East 
Civil Defence Region, and from his labours there emerged an 
organization which worked smoothly and was invariably able 
to meet the many demands put upon it. The value of this 
work and the sound foundations on which it was based can 
perhaps be fully appreciated only by the hospitals, .medical 
officers of health, and others with whom lie came in contact. 

< When in 1940 it became necessary to fill a vacancy as principal 
regional medical officer in the North East Region, Good was 
given this appointment, and though his experience in public 
health was at that time ' limited his period of office proved 
an outstanding success. 

Towards the end of the war Good returned to Whitehall, 
where he helped in the preparation of the, hospital survey 
reports and particularly the one associated with the North East 
Region. This was also a time when preparatory work was 
being done on the Health Service, and very soon he became 
closely associated with that part of the scheme in which his 
great interest lay — general practice. In 1945 he was appointed 
principal medical officer in charge of the medical 'section of 
the Ministry dealing with general practitioner services and 
insurance, which post he held until his death. The high regard 
in which he was held and the reputation he had already estab- 
lished made it possible for him to wield great influence where 
the general practitioner services were concerned. The Insurance 
Regional Medical Service, of which he was also in charge, was 
revived in 1945, and much of his time during the past two 
years was taken up in starting again the referee functions of 
this service and in adapting it to meet the needs of the Ministry 
of National Insurance. Good was ever mindful of the welfare 
of members of the regional medical staff. All his colleagues 
held him in the highest esteem and his passing will be to them 
in particular a great loss. In recognition of his outstanding 
service with the Ministry he was awarded the C.B. in 1948. 

Whilst in Leeds Good underwent a serious operation, after 
which he was .well aware that the possibility of complete 
recovery was remote. Subsequent developments confirmed this 
unfavourable view, and although periods of treatment in hospi- 
tal were remarkably successful in arresting the disease; he fully 
realized that the inevitable outcome was only a matter of time. 
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His courage in facing this prospect was a source of admiration 
to all who knew him, and required a pluck and philosophy 
which it is given to few mortals to possess. He will long be' 
remembered by those who were privileged to work with him 
for his vivid personality, humanity, sparkling conversation, and 
dauntless courage. He leaves a widow to whom the sincere 
sympathy of all who worked with him is extended. 

H. S. SULLIVAN, M.D. 

Dr. Harry Stack Sullivan, who died in Paris on Jan. 14, was a 
distinguished American psychiatrist, chairman of the Council 
of Fellows of the 'Washington School of Psychiatry, editor of 
Psychiatry, and author of much valuable work, especially in his 
earlier days, on schizophrenia and later on the subject of inter- 
personal relationships. Dr. Sullivan was bom in 1892, and 
graduated at Chicago in 1917. When America came into the 
recent war. Dr. Sullivan acted as consulting psychiatrist to the 
Office of Selective Service in the United States. He advised on 
the general mechanism for psychiatric and psychological sifting 
of those called up for the Army. He had been active in many 
fields despite the fact that he had suffered from several cardiac 
attacks. His death was the result of yet one more cardiac 
accident. 

Dr. Sullivan, who was in London last summer for the Inter- 
national Congress on Mental Health, and who worked extremely 
hard previously on the International Preparatory Commission 
which he himself had originated, moved on to further work as 
psychiatric consultant in the American zone of Germany and 
lectured in various parts of Europe before returning to Washing- 
ton. He dew over at the beginning of this month to Amsterdam, 
where for a week he worked hard on the Advisory Committee of 
the World, Federation for Mental Health and at meetings of its 
Executive Board. He had gone on to Paris to help in a confer- 
ence with Unesco before returning home. His death will be 
greatly regretted by many people in Europe as well as by his 
relatives and professional colleagues in the United States. 


Mr. Sibert Forrest Antrobus Cowell, who was secretary 
of the Royal College of Surgeons of England for many years, 
died at St. Albans on Jan. 13 at the age of 85. Mr. Cowell, 
who was the son of Dr. Thomas William Cowell, went to West- 
minster School in 1876 and became a Queen's scholar three 
years later. He graduated in 1886 from University College, 
Oxford, after gaining a third-class in Classical Moderations and 
a fourth-class in “ Greats.” He became assistant secretary of 
the College in 1888, and succeeded Edward Trimmer as secre- 
tary in 1901. His whole life was devoted to the College from 
the time of his first appointment until his retirement under the 
age limit in 1934. 


Universities and Colleges 


ROYAL COLLEGE OF SURGEONS OF ENGLAND . 

The following lectures will be delivered at the College (Lincoln’s 
Inn Fields, London, W.C.), at 5 pun. on each day : Feb. 2, Hunterian 
Lecture by Professor Terence Cawthome, “ Some Observations on the 
Pathology and Surgical Treatment of Labyrinthine Vertigo of Non- 
infective Origin ” ; Feb. 7, Hunterian Lecture by Professor R. W. 
Raven, “The Properties and Surgical Problems of Malignant 
Melanoma”; Feb. 9, Moynihan Lecture by Sir Henry Cohen, 
“ Hypoglycaemia and Hyperinsulinism " ; Feb. 10, Hunterian Lecture 
by Professor Michael Oldfield, “Advances in Hare-lip and Cleft 
Palate Surgery*, following the Treatment of 500 Patients ” ; Feb. 14, 
Hunterian Oration by Mr. H. S. Souttar, " John Hunter — The 
Observer”; Feb. 17, Hunterian Lecture by Professor J. G. Bonnin, 
“Diastasis of the Tibio-fibular Syndesmosis^; Feb. 21, Hunterian 
Lecture by Professor D. F. Ellison Nash, " The Development of 
Micturition Control”; Feb. 23, Hunterian Lecture by Professor 
NV. S. Lewin, “Acute Subdural and Extradural Haematoma in 
Closed Head Injuries " ; Feb. 24, Hunterian Lecture by Professor 
Robert Roaf, “The Treatment of Residual Disability following 
Injuries of the Peripheral Nerves of the Upper Extremity ” ; Feb. 2S, 
Hunteriatr Lecture by Professor R. A. Russell Taylor, “The 
Aetiology’, Pathology, Diagnosis, and Treatment of Acute Pancrea- 
titis: a Review of 110 Cases.” The lectures are open to those 
attending courses in the College and also to all other medical prac- 
titioners, dental surgeons, and advanced students. 


Medical Notes in Parliament 


DEBATE ON N.H.S. 

A debate on anomalies arising out of the National Health 
Service Act was opened on Jan. 21 by Sir Henry Morris-Jones. 
He regretted that Mr. Bevan was absent and said that was the 
first opportunity which the House had had of discussing matters 
arising under the regulations of an Act intimately touching 
every household. That Mr. Bevan was not present to deal with 
these matters was rather an affront to the House. It was right 
that the Ministry should be negotiating with the British Medical 
Association and other interested bodies, but the House was 
entitled to know what was going on. Sir Henry pointed out 
that the cost of the Health Service was £30,000,000 over the 
estimate. Responsible authorities said it might go to £100,000,000 
above the estimate in the next year or two. He thought the 
Act would survive its teething troubles, but the House should 
inquire where redress could be secured within the regulations 
without initiating further Acts of Parliament. 

Large numbers of medical men were unhappy about the 
position and the working of the Act. Their work had increased 
in all areas. Medical men in large industrial areas had gained 
somewhat, in some areas by as much as 25 to 30%. "in all 
other areas, residential, rural, and seaside resorts, remuneration 
had gone down, in some respects so seriously as to affect the 
morale and working power of the general practitioner. He 
quoted a letter from a firm of medical men in a- seaside resort 
who had 4,000 patients on their panel at 16s. a head. This 
gave a gross income of £3,200 a year. Practice expenses for the 
current year amounted to £1,950, leasing £416 for each of 
the three partners before deduction of "tax. Consultations 
and visits averaged 90 per day for the last six months. The 
net pay per attendance, after practice expenses were deducted, 
was 9d. This did not include consultations bv telephone, 
estimated at 20 per day. The senior partner in the firm wrote 
that “the Health Service in this area is being soured at the 
point of contact between patient and doctor." . Sir Henry was 
glad that the Minister had made a fairly substantial concession 
in rural areas. A man in a rural area with a panel of 1,000 
was often harder worked than a man in an industrial area with 
a panel of 4,000. Many doctors in rural areas were threatened 
at present with financial ruin: they could not meet their com- 
mitments. The whole basis of remuneration should be recon- 
sidered. If they could not get good service under this head the 
whole Act failed. Much was to be said for payment per 
attendance, with power for the State to make a grant in aid. 
A commission in New Zealand had recently reported in favour 
of the suggestion. In any State scheme there was bound to 
be a greater demand on the Service, although people in Britain 
had, on the whole, behaved very well. 

Basic Salary 

The basic salary arrangement was really not working at all. 
Liverpool had granted iL but other large cities in Lancashire 
had not. Llandudno had granted it, but Colwyn Bay refused 
it. In the County of Caernarvon the basic salary was paid, but 
in Derbyshire only three out of 32 doctors who applied for it 
had been granted the basic salary. Parliament had intended 
the basic salary to be paid. Distribution of medical men was 
worse than it ever had been, because medical men and women 
were “ frozen ” in their areas and could not leave them. If 
medical men in a seaside resort found that their incomes were 
reduced, or did not want to spend their lives attending nervous 
and elderly people, they could not go elsewhere. Maldistribu- 
tion, of which Mr. Bevan had made so much in his speeches 
to the House, was intensified at present. At Deganwy, between 
Llandudno and Colwyn Bay, the people had been refused a 
medical man by the executive council, although there had 
been one practising there for seventy years. Why should the 
people have to go two miles away, where many had to wait all 
day to see a practitioner ? In many cases young medical men 
were not allowed to start in new areas. When they made an 
inquiry they were told they would not be allowed to settle 
there unless they had accommodation. Having secured it, they 
were still not sure they would be allowed to settle there. The 
purpose of the Act was thus being frustrated. 

Turning to the facilities given to foreign visitors to have 
free treatment under the Act, Sir Henry asked why a temporary 
visitor should be allowed to get treatment and equipment for 
nothing. A wealthy Belgian could come to this country and 
get medical treatment, but there was no reciprocity. Sir Henry 
did not suggest that members of the Commonwealth should 
be excluded from these facilities.^ The question of specialists 
needed reviewing. Many specialists found their incomes had 
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been drastically reduced. An orthopaedic surgeon in the pro- 
vinces had told Sir Henry' that he had made thousands a year 
but that his income had been reduced to £1,200 a year as an 
allowance from the State for his hospital work. He was con- 
sidering seriously whether he could carry on in his profession. 
In some directions, said Sir Henry, economies could be effected. 
In some London hospitals administrative blocks were being 
built up at great expense, whereas nothing was being done 
about the actual equipment. Money was being spent on build- 
ing blocks for administrative purposes but not for the doctors 
and nurses. The Minister must get the hearty co-operation of 
the general practitioners in working the Act. If that was 
secured, the measure had a wonderful future. But if the 
doctors were put in a state of financial anxiety and worry 
their interest in their work would go and the health of the 
people would suffer. 

' Complete Co-operation 

Mr. Messer said that in day-to-day experience of the 
administration of this Service he found complete co-operation 
from every section of the medical profession. He agreed with 
Sir Henry Morris-Jones that the Service stood or fell on the 
co-operation of the medical profession. Out of 'a mass of 
contradictions and anomalies a pattern had to be formed. As 
a supporter , of. the Service, Mr. Messer agreed that ‘great 
hardship was being experienced by many general practitioners. 
The attention of the executive council of which he was a 
member had been drawn to instances where doctors’ incomes 
had been reduced from a range of £2,000 to £1,500 a year. 
That executive council entrusted to a medical committee — 
that was, to the doctors themselves — the distribution of the 
basic salary. When asked whether a basic salary was desired 
the medical committee had said that it was not. Mr. Messer 
suggested that the negotiations which preceded the Act and 
reached a compromise were responsible for much of the exist- 
ing difficulties. The situation could not remain where it was. 
To say more about what was proceeding at the moment would 
be to divulge confidences. 

It was not a weakness of the Service that much more treat- 
ment was being given. This indicated what the country had 
previously lacked. In joining the administration of voluntary 
hospitals and municipal hospitals they had to avoid the frag- 
mentation of the former and the over-centralization of the 
latter. It was necessary to set up an administrative machine 
with the inevitable danger that the number of staff required 
might be exaggerated. That, too, would have to be investigated, 
but he argued" that they should give the scheme a longer trial 
than six months. That time was insufficient to decide what 
major changes should be made. There were not enough 
specialists. They should organize the Service so that the 
specialist would have the maximum amount of time in the 
place where he was most, required. 

Many Anomalies 

Mr. Linstead remarked that the Act of 1946 attempted to 
go too far and too fast. Many anomalies could have been 
avoided if the advance had been by evolution rather than by 
revolution. The Service was on the rails and moving, but it 
was creaking and groaning. Mr. Bevan would have to come 
to the House to ask for more money. That would be the 
occasion for a full debate. The dental situation had got com- 
pletely out of hand. Secrecy still surrounded the remunera- 
tion of specialists, although a limited number of people had 
seen the Spens Report. There had been long delay in- the 
payment of chemists’ accounts. He asked when the amending 
Bill would be produced. The matter of medical partnerships 
could not be settled till this Bill was produced. As soon as 
possible the Ministry, in its dealings with the hospitals, should 
indicate its long-term policy over capital projects. If hospitals 
were put off from year to year, not knowing when a project 
was to be sanctioned, they were in a difficult position. He 
hoped it would be possible to work the capital side of hospital 
finances on the same lines as university finances, at least for 
quinquennial periods. He knew of institutions which claimed 
to be homes and not hospitals. They did not know whether 
they should have been taken over on the appointed day. 
Section 9 (S) of the Act gave the Minister power to make 
regulations for determining such cases by arbitration. Had 
the Minister yet made arbitration regulations ? How many 
applications for arbitration had been made and with what 
results ? Staffs of such institutions should be given another 
date by which to choose whether to carry on under the old 
conditions or to accept the new National Health Service 
conditions. 

Mr. Linstead referred to the difficulty in which hospital 
management committees were put through the activities of 
nursing agencies. Owing to the shortage of nurses, qualified 


nurses were joining the agencies and getting paid, in some cases, 
twice as much as they would receive under “ Rushcliffe.” A 
newly qualified nurse walked out of her hospital, joined an 
agency, and stayed as a full-time resident nurse at the hospital 
at twice the negotiated salary for perhaps a year. That made 
difficulty for the hospital and a strain among nurses. 

Improvement in Health 

Dr. Haden Guest said an enormous saving had begun to 
accrue in improvement in the health of the people. It was 
correct that the remuneration of practitioners in large industrial 
areas had increased. That included the greater part of the 
practitioners of the country. That applied to areas round 
London which were not commonly regarded as industrial, such 
as Mitcham. A solution would be found to the problem of, 
doctors near the retiring age who had settled in places such 
as Worthing and were in serious difficulties through the aboli- 
tion of fee-paying practices. It would be a complicated solu- 
tion, a problem for the local organizations, and the same 

treatment would not be applied in all areas. In rural areas 

fees could not be calculated on the amount of time given to 
patients ; they must be averaged out. He did not think the 
Exchequer would lose a large sum by the free medical treat- 
ment of, foreigners temporarily resident. As. chairman of the 
Medical Priority Committee he knew there were not enough 
specialists. An increase of 50% was needed to staff the hos- 
pitals properly. There was a deficiency, of specialists in the 
eastern counties, in many other places, and in the armed 

Forces. In view of the shortage of nurses he suggested that 

the Government should put out the people who ran nursing 
agencies and bring these nurses into a nursing service. 

Mr. Assheton said there were bound to be great difficulties 
when the scheme was first put into operation, but a number 
could have been avoided. He asked whether the medical pro- 
fession did not find itself much overworked and with insufficient 
time to give to serious illness. Did the people who needed 
them most get the beds in the hospitals ? Was there any 
possibility of avoiding great delays in getting hospital accom- 
modation ? Queues at surgeries had grown enormously. Was 
it not possible to give doctors more help in dealing with work 
which was not strictly medical ? On Dec. 16 Mr. Bevan had 
said he had received statements of hospitals’ probable expendi- 
ture for the current year but that none had yet been approved. 
Was that still the situation ? There was a feeling that a large 
number of doctors were worse off in remuneration than they 
were before and that doctors were worse off than any other 
class of professional men or women in the scheme. The 
remuneration of dentists would have to be discussed on a later 
occasion. 

Government Reply 

Replying to the debate, Mr. John Edwards said the Parlia- 
mentary Secretary was expected to deal with administrative 
reviews made on a motion for the adjournment of the House. 
The National Health Service had been welcomed by all classes 
to an extent beyond expectations. About 40.000.000 persons 
had placed their names on doctors’ lists. The percentage of 
the population in the scheme would be 95 to 98. He was 
talking of England and Wales, not of Scotland, and was certain 
the proportion would be at least 95%. Out of an estimated 
total of about 21.000 general practitioners, 18.165 had come 
into the scheme. These doctors had already ' prescribed 
75,000.000 medicines or appliances since the Service began. 
Out of 10,000 dentists in general practice 8,988 had entered 
the Service and had treated 2.200,000 patients, with 1,200,01)0 
under treatment. It seemed that the peak in the demand for 
dentists’ services had passed, but the demand ran at the rate 
of 130,000 a week. More than 2,500.000 people had had their 
sight tested under the supplementary ophthalmic service, and 
over 3,000.000 pairs of glasses were on order. The pent-up 
demand for such things was much greater than the Ministry 
had foreseen. As the rush was beginning to subside, the 
Ministry of Health was taking steps to review every side of 
the Service. 

Remuneration 

Remuneration was among the matters which the Ministry 
was considering. He reminded the House that the arrangements 
which had been made had in many cases not been those which 
the Ministry thouaht. in the first place, to be rieht. The 
arrangement by which the bulk of the fee was to be paid in 
the form of so much per person on the doctor’s list had^been 
made at the request of the profession. Taking everything into' 1 
account, payments to doctors under the G.P. part of the 
scheme, from the appointed day to March 31, 1949, were 
estimated at £32.500.000. In additional Exchequer superannua- 
tion contributions were £1 1.600,000 extra. Thai overall amount 
would ensure that doctors would be remunerated in accordance 
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\vi t h the Spens recommendations. Distribution had been uneven 
partly from administrative difficulties and partly because of a 
certain amount of inflation in doctors’ lists. He hoped that 
they would have eliminated this element of inflation and have 
EQt down to firm figures so that final payments could be made 
at the end of March, 1949, with all necessary adjustments. He 
recognized that the position of the rural doctor was difficult. 
Under the National Health Insurance scheme mileage allow- 
ances had helped the rural doctor to meet the extra costs of 
travel and so on. He was also able, if so minded, to charge 
higher fees to private patients in rural areas. Some time ago 
the Ministry had agreed with the profession that it would 
increase the mileage payments to £1,300,000 to cover ineffective 
time spent in travelling by rural doctors. It was clear that 
amount, would not suffice. The Government therefore had 
agreed to provide a further £500,000 a year and to divert 
£200,000 from the inducement money in the Bill, giving a total 
mileage fund of £2,000,000 a year for Great Britain. 

At this stage the full effect of maternity fees had not shown 
itself in doctors’ remuneration. When final payments were 
made for the period from July 5, 1948, to March 31, 1949, 
if the remuneration of general' practitioners did not accord 
with the Spens recommendations the arrangements would be 
reviewed to see what adjustments were needed to give effect 
to those recommendations. In the matter of basic salary the 
Minister had done precisely what the profession had wanted 
him to do. If anything was wrong, the doctors should go to 
their own Association rather than tell the Ministry that they 
had begun to change their minds. Although he had no detailed 
information about the number of basic salaries granted by 
local executive councils, the Ministry some time ago had a 
figure of 1,000 cases in which it had been granted. The 
Ministry had advised ' executive councils to give consideration 
to applications for a basic salary where there was reasonable 
justification. The Ministry had instanced a doctor starting a 
new practice or working a small practice ; a doctor who on 
account of ill-health or of age was unable to do as much as 
he would otherwise do ; and doctors whose incomes had 
dropped substantially as a result of the new Service. The 
difficulties were inherent in the system which the Ministry had 
adopted at the request of the profession. 

Distribution of Doctors 

On the difficulties about the distribution of doctors Mr. 
Edwards said the Central Medical Practices Committee had 
indicated that they would sympathetically consider an applica- 
tion from a doctor to live and practise at Deganwy, but that 
no application had been received. It was wrong to say nothing 
had been done abbut the maldistribution of doctors. Since the 
appointed day 530 general practitioners had died or resigned 
from the medical list and 532 new doctors had been admitted 
to the list. Of the 530 vacancies, 230 were filled by a partner, 
an assistant, ora person who seemed the logical successor. In 
238 cases no successor was thought to be necessary because 
the outgoing doctor had only a small list. In 62 cases the 
vacancy had been advertised and a selection had been made 
from applicants. Normally it took from two and a half to three 
months to fill a vacancy. If a vacancy was advertised it was open 
to anyone to apply. He said that so far Chester and Hastings 
were the only areas which had been closed completely. In 
some places small parts of 'districts had been closed. The 
Medical Practices Committee would soon be able to give a 
better indication of the under-doctored areas. They were study- 
ing reports from all the executive councils. He knew of no way 
of separating foreign visitors except by introducing an elabor- 
ate new administrative technique. He could not tell when the 
Amending Bill would be introduced. 

Time did not permit him to elaborate on the capital side 
of hospital finance, but apportionment on transfer regulations 
had been made on May 1, 1948 (S.I. No. 888). A panel of 
arbitrators had been set up by the Lord Chancellor under 
Mr, Christie, K.C. There were' six requests to go to arbitra- 
tion, five received about the appointed day and one in the week 
preceding this debate. The five were carrying on as before, 
pending the arbitration. The Ministry had difficulties in dead- 
ine the rieht course to take with the sixth case. It had settled 
a number of lecal points and hoped to refer the first case to the 
panel in the following week. Mr. Edwards agreed that the prob- 
lem of the co-operative nursing agencies required careful con- 
sideration. It was bound up with the discussions going on in 
the Whitley Council concerning nurses’ remuneration. Esti- 
mates of hospital expenditure had not been approved but did 
not applv till the beginning of April. The Ministry must have 
time to co-ordinate 'this business. He knew there were long 
delays in sccurinc hospital beds. They were still dreadfully 
short of nurses, it ought to be the rule throughout the country 
that beds were allocated in -accordance with medical need. 


There should fce no way in which the gcnuinclv medically' 
urgent case could be by-passed bv less urcent cases in a private 
pay-block or anywhere else. 

. There was no doubt that some sections of the medical profes- 
sion were much overworked. He wished it were possible to 
give them some help. Pbn as they might, and much as they 
might rely on the regional boards and raanacement com- 
mittees, in the end the scheme would succeed or fail in accord- 
ance with the degree to which the Ministry obtained the skill 
and devotion of those who worked it. He looked forward to 
improving the scheme, in which there were, no doubt, still a 
number of anomalies. 


Cottage Hospitals 

Mr. H. Sutcliffe on Jan. 18 opened a debate on the takinc ■ 
over by the State under the National Health Service Act of 
hospitajs which had been privately endowed by the generosity 
of an individual. He said that Dr. Kershaw, of Royton, who 
died in 1909, had left the residue of his estate to trustees to be 
applied to the founding, establishment, and maintenance of a 
general hospital or infirmary' in the township of Royton on land 
owned by him. The hospital was to be free and" open to all 
applicants. The first world war delayed the building of the 
hospital, but it was ready for opening by 1930. The' Charity 
Commissioners had approved the scheme according to the 
terms of Dr. Kershaw's will. The hospital cost £20.000 to 
build, leaving an endowment fund of £67,000, which had now- 
reached £71,000 because of interest and one or two other 
legacies. Not a penny had been collected through the rates 
or in any other way and there had never been a flag day. 
The endowment fund was sufficient to fulfil all the purposes 
of the hospital, which was a self-contained unit of 19 teds 
where patients could receive treatment at as low a cost as 5*. 
a week in some cases. A weekly payment of 10s. had been 
usual. People came to it from surrounding districts as well 
as from Royton. The Charity Commissioners had vested con- 
trol in a committee of nine which was thoroughly representa- 
tive. The Commissioners had added that a minister of religion 
or a person professing Socialist opinions was not eligible to 
be a member of the committee. That provision was m strict 
compliance with Dr. Kershaw's will.' The committee had 
expected that the hospital would be disclaimed under Clause 6 
(3) of the National Health Service Act, but on Sept. 24, 1947. 
it had received a letter from the Minister stating that Mr. Bevan 
was of opinion that the hospital was transferable. The com- 
mittee applied to be disclaimed, but heard nothing until 
March 11, 1948, when a letter arrived which stated that the 
Minister had decided not to disclaim the hospital. 

Mr. Sutcliffe understood that in the Manchester area sixteen 
hospitals had been disclaimed and he thought that Royton 
should have been. He contrasted the position under the 
Education (Miscellaneous Provisions) Act, 1948, whereby the 
assent of the Charity Commissioners was needed before the 
Minister took over any endowment which had been in exist- 
ence less than fifty years. He asked for reconsideration of the 
position of these hospitals and suggested that the Minister had 
an opportunity to alter procedure by regulation. He also asked 
what was the future of the Royton hospital, which was fully- 
equipped and had a fine operating theatre. Only half a dozen 
patients were now in iL whereas before the Act came into force 
the beds were nearly always full and there was often a waiting- 
list. People needing operations were being sent elsewhere 
because the operating theatre at that hospital was no longer 
used. He hoped that the Royton hospital would not suffer 
the same fate as the Yorkshire Home for Incurables at Harro- 
gate, where there were seventy beds and an endowment fund of 
£100,000. The committee of that hospital had been cajoled 
into coming in under the scheme by the threat that they- would 
find it difficult to get nurses if they remained outside. Instead 
of that institution continuing as a hospital it was used as the 
finance department of the local hospital board. Instead of 
people being admitted from a long waiting-list the whole build- 
ing had become offices. Action of that kind made people 
apprehensive of the future. He hoped that the Minister would 
at least say that the Royton hospital would continue to be used 
to full capacity as a hospital. 

Mr. John Edwards, Parliamentary Secretary to the Ministry 
of Health, said it was true that the hospital service of the 
country had been largely built up by private benefactions, and 
at the "time of the passing of the Act everyone knew that large 
numbers of voluntary hospitals would be taken over and that 
provision must be made for what would happen to their endow- 
ments. This particular hospital did not differ from hundreds 
of other privately endowed voluntary hospitals which were 
taken over on the appointed day. The hospital had been 
administered under a scheme for which the Charity Com- 
missioners were responsible and the Commissioners did not in 
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any way oppose the transfer. The question the Minister had 
to'decide under the Act was whether the hospital^ was required 
for the new Service. With regard to the delay in considering 
the application that the hospital should be disclaimed," 
Mr. Edwards said the Ministry did not take each request as 
it was received but waited until all the requests were in hand 
and until they had consulted the regional hospital hoards. It 
appeared to the Ministry that the hospital ought to be trans- 
ferred because it was needed in the new Service, and the regional 
hospital board expressed the same view. Of the sixteen hospi- 
tals which had been disclaimed in the Manchester region not 
/one could be compared with the Royton hospital, because they 
were either run by religious bodies or were institutions which 
the Ministry did not want. If it were said that this hospital 
was needed by the people of Royton the Minister of Health 
was responsible for providing the health services in Royton 
and had there a well-equipped cottage hospital which was 
essentially part of that provision. 

The Royton hospital would not serve the neighbourhood less 
efficiently within the new Service. It was likely to become of 
greater service than if it remained a solitary isolated institu- 
tion. He assured the people of Royton that this was their 
hospital and that it was still essential for them to take an interest 
in it. The genera) intentions of Dr. Kershaw would be main- 
tained, and the management committee were under an obliga- 
tion to have regard to the past purposes of the hospital in 
determining its future use. The hospital management com- 
mittee or the regional board was not entitled to divert it to 
other uses unless it was absolutely clear that the services needed 
' by the neighbourhood would be provided in other ways. The 
hospital would be used as a cottage hospital as in the past. If 
Dr. Kershaw had intended that there should be no racial, 
religious, or political discrimination, that intention should be 
fulfilled. There was no likelihood of such discrimination in a 
hospital for which the regional board was responsible to the 
Minister, who in turn was responsible to the House. Without 
speculating about the long-distant future, the present intention 
was to use the hospital as a cottage hospital. 

Service in the Forces 

Answering questions on Jan. 18, Mr. Isaacs said there would 
this year be four registrations for National Service: on Feb. 26, 
May 21. Sept. 3, and Dec. 3. After registration, medical exami- 
nations would spread over the following three months. The 
age of call-up would remain at a little above 18 years and 
3 mor.m> If young men at school wished to be called up 
early to it their period of service with the beginning of courses 
at th«. "Diversities in the autumn of any year, their request 
• would b - granted. 

Agonized Flour 

Sir Ernf st Graham-Little asked whether Mr. Strachey knew 
that the use of agene for bleaching flour provided for human 
consumption had been prohibited in the U.S.A. in accordance 
with the advice tendered by the Food and Drug Administration, 
and whai sups he was taking to prevent the use of agene in 
. this country. 

Mr. Strachey replied on Jan. 20 that the ‘use of nitrogen 
trichloride was to be discontinued in the U.S.A. on Aug. 1. 
A small scientific committee under the chairmanship of Sir 
Wilson Jameson, Chief Medical Officer of the .Ministry of 
. Health, had been set up and was reviewing the results of 
experimental work on flour improvers now in progress in the 
United Kingdom and the data submitted in evidence at 
Washington. 

Chelsea Hospital for Women. — Commander Noble asked on 
Jan. 20 whether the Minister of Health was aware that the secretary 
of the Chelsea Hospital for Women had been dismissed by the new 
board of governors of this joint hospital after twenty-six years’ 
hospital service, eleven as secretary of this hospital, and with only 
eight years to do for pension. Mr. Bbvan understood that the new 
board of governors decided, as they were entitled to do, to appoint 
a new secretary for their hospitals. He added that ijie officer could 
apply for the other posts. The National Health Service Act provided 
for compensation of transferred officers who suffered loss attributable 
to the passing of the Act. 

Emergency Dentistry.— Mr. Be van told Mr. Proctor on Jan., 20 
that a simplified procedure was being devised to assist dentists \o deal 
expeditiously with emergency cases. The dental organizations had 
also been asked to arrange with dentists in the National Health 
Sendee to reserve a short period daily to deal with emergency cases. 


From Feb, 1 Rampton and Moss Side State Institutions will be 
known respectively as: Rampton Hospital for Mental Defectives 
Retford, Notts ; and Moss Side Hospital, for Mental Defectives’ 
Maghull, near Liverpool. 


No. I 

INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week -ended Tan. 8. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (c) Northern Ireland 
Figures of Births and Deaths , and of Death* recorded under each infectious disease, 
arc for: (a) The 126 greaL towns * n England and Wales (including London) 
(b) London (administrative county) (c) The !6 principal towns in Scotland. (<J) 
The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland 
A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 
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Cerebrospinal fever 

43 

2 

25 

7 

4 

<0 

3 

is 

2 

1 

Deaths 



1 




. 2 

i 
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Scarlet fever 
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Whooping-cough* 
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Live births 

8,066 

1314 
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8.357 
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377 
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Stillbirths 

207 

35 

25 
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34 
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1 Rate per 1,000 total 











births (including 

stillborn) 



23 
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1948 (Corresponding Week) 


* Measles and whooping-cough are not notitinble in Scotland, and the return: 
are therefore nn approximation only 

t Deaths from measles and scar/of fever for England and Wales, Londor 
(administrative county), will no longer be published. 

t Includes primary form for England and Wales,” London (administrative 
county), and Northern Ireland 

§ The number of deaths from poliomyelitis and polio-encc’phnlitis for Englant 
and Wales. London (administrative county), arc combined 
1/ Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 

• Food Poisoning at Boston 

On Jan. 20 there was an outbreak of food poisoning at the 
Carlton Road School. Boston. Lines. This consists of an infants 
and a seniors department, and children from Witham Green 
School attend the dinner centre at Carlton Road. 

Children affected had eaten a midday meal which had been 
prepared by the civic restaurant At first it appeared that 
about 50 children had been taken ill, with vomiting as the main 
symptom. One child when first seen at school was lying across 
her desk, had had a sharp attack of vomiting, and had a pulse 
rate about 100. After admission to hospital she stated that she 
' began to vomit because she had seen the other children vomit, 
but in fact she had had dinner at home. 

No anxiety was felt for any of the 7 cases suffering from 
food poisoning and admitted to hospital. Diarrhoea uas not a 
marked feature, two children only having diarrhoea after admis- 
sion. An average pulse rate was about 100 to 110 and of poor 
quality. One child was febrile — 101° F. — but was subsequently 
noted to be suffering from bronchial catarrh. Die children 
progressed veo’ satisfactorily, and on Jan. 22 none of them 
was complaining. There was no evidence of prostration or 
collapse. 

Specimens of bilious vomit were taken at school, together 
with a specimen of gravy and three fishcakes left over from 
the midday meal. 

The meal in question consisted of fishcakes, vegetables, and 
fruit pie. The type of outbreak and the short interval between 
the meal and onset of symptoms suggested that the cause was 
pre-formed toxin. Altogether 66 cases were referred for treat- 
ment, two of these being adults, one a member of the teaching 
staff and the other a helper at the centre. Recovery appears 
to have been rapid in every case. Laboratory investigations 
are not yet complete, though a large growth of staphylococci 
was obtained from the fishcakes. 

Vital Statistics for 1948 

The Registrar-General’s weekly return for the week ended 
Jan. 15 records that the total number of deaths registered in 
England and Wales during 1948 was 470.282 — -the lowest 
number for eighteen years despite an increase of some 
34 millions in the population at risk. This represents a 
record low death rate of 10.8 per 1,000 total population, an 
improvement of 1.2 over that for 1947 ; the previous lowest 
tate was 1 1.4 in 1945 and 1930. There were 26,635 deaths 
of children under one year of age in 1948, giving a rate of 
34 per 1.000 related live births. This is the first time the annual 
rate has fallen below 40. the previous lowest being 41 in the 
previous year. The rate for the December quarter of 194S 
'was 35, the lowest for any fourth quarter. Stillbirths numbered 
only 18.415, giving a rate of 23.1 per 1.000 live and still hirths. 
This is tlie lowest rate ever recorded for any year, the previ- 
ous lowest being 24.1 in 1947. The rate for the December 
quarter was 22.9, being also the lowest for any fourth quarter. 

The number of live births registered in England and Wales 
was 777.648. a reduction of 109.172 from the peak of 886.820 
in ]Q47. but still substantially above pre-war levels — for 
example. 621.204 in 1938. In the following table the numbers 
and corresponding rates of live births, stillbirths, deaths, and 
deaths of children under one year of age registered during the 
fourth quarter and the year 1948 are compared with those for 
the fourth quarters and the years 1947, 1946, and 1938: 
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179.6S0 

16-4 

4.206 

22-9 

125.557 

1 1-5 

6.473 

35 


1947 

193.586 

17-S 

4.665 

23-5 

120.765 

11*1 

7.952 

38 


1946 

221.815 

20-6 

6.115 

26-8 

122.546 

11-4 

0.147 

43 

* , 

193S 

143.756 

13-S 

5.833 

39 

119.366 

11*5 

7.504 

49 

Year* *1 94 S 


777.64$ 

17-9 

1 8.4 1 s 

23- 1 

4^0282 

10-8 

26 645 

34 
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$S6,S20 

20-6 

21.916 

24-1 

517.615 

12 

36.849 

41 

„ 1946 


S19.S94 

19-2 

22.915 

27-2 

492.090 

11-5 

33.541 

43 

„ 193S 


621.204 

151 

24.729 

3S-3 

478.996 

11-6 

32.724 

53 


Discussion of Table 

In England and Wales increases were recorded in the notifica- 
tions of measles 2,064, whooping-cough 291, acute pneumonia 


131, and dysentery 28. There were decreases in the incidence 
of scarlet fever 103 and diphtheria 16. 

For the second consecutive week an increase of over 2.000 
has been recorded in the notifications of measles ; the largest 
rises during the weeks were Yorkshire West Riding 772, Lanca- 
shire 242, Gloucestershire 224. and Nottinghamshire 95. A 
small rise in the incidence of whooping-cough occurred in most 
areas ; the largest increase was in Yorkshire West hiding 58. 
The decline in the incidence of scarlet fever was slightly greater 
in the northern section of the country than in the southern. 
The largest changes in the notifications of diphtheria were 
decreases in London 9 and Yorkshire West Riding 8, and an 
increase of 9 in the south-eastern counties. 

An outbreak of dysentery affecting 1 6 persons was notified 
from Cheshire, New Wirral U.D. Other large returns of 
dysentery were Lancashire 20 (Oldham C.B. 11, Liverpool C.B. 
7/ and London 21 (Poplar 9, St. Pancras 9). Die larcest returns 
of acute poliomyelitis were Yorkshire West Riding 3. Surrey 3. 
Lancashire 2, and London 2 ; no administrative area reported 
multiple cases. 

In Scotland the number of notifications increased for acute 
primary pneumonia 74, whooping-cough 91, measles 20. and 
diphtheria 15. There were decreases in the incidence of scarlet 
fever 15 and dysentery 13. The rise in the incidence of pneu- 
monia was common to all areas. Notifications of diphtheria 
in Glasgow rose from 9 to 24. 

In Eire there was a decrease of 26 in the notifications of 
measles. This was due to the experience of Laoighis. Athv 
No. 2 R.D., where an outbreak in the preceding week resulted 
ir. 32 notifications, but no case was reported during the week 
under review. 

In Northern Ireland the apparent large increase of 91 in the 
notificatidns of measles was due to the fact that this disease 
has been made notifiable in all areas for the first time. 

Week Ending January 15 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 989, whooping-cough 
2,825, diphtheria 92. measles 10,922, acute pneumonia 1.184. 
cerebrospinal fever 28. acute poliomyelitis 34, dysentery 70. 
paratyphoid 4, and typhoid 5. In the great towns 40 deaths 
were attributed to influenza. 


Medical News 


Medical Films 

The first two films of a series depicting gvnaecological operations 
have recently been completed. They were photographed by Mr. 
Stanley Schofield at the Middlesex Hospital, the surgeon being Mr. 
F. W. Roques. The films, which are in colour, are intended for 
showing at the end of a lecture to students, and there is no spoken 
commentary but a number of explanatory subtitles. The full title of 
the first film, which runs for IS minutes, is “ Subtotal Hys:erecrom> 
for Multiple Fybrom>omata in a Nullipara aged 43 Years” All the 
stages of the operation are clearly shown, from the placing of the 
patient on the operating table to the dispatching of the specimen to 
the pathological laboratory'- The second film is entitled “ An 
Operation for Procidentia.” It also runs for 18 minutes; the opera- 
live technique is based on that described in Berkeley and Bonney’s 
textbook on gynaecological surgery. Information about the distri- 
bution of these films can be obtained from their producer, Stanley 
Schofield, F.R.P.S., 4, Norwood Drive, North Harrow, Middlesex. 

Sir Henry Dale on Research 

Sir Henry Dale, O.M., F.R.S., recommended doing research part- 
time when he addressed the Royal Medical Society of Edinburgh on 
Jan. 21. Coming regularly into living contact with patients helped 
the part-time research worker to keep his feet on the ground, he said, 
and*, might give him .a definite advantage over the man who gave 
all his time to research. It had its moment of exhilaration, but 
the characteristic of research work was drudgery. There was nothing 
more discouraging than to see after months, or even years, of toil a 
beautiful hypothesis slain by an ugly fact. The whole-lime research 
worker had the constant fear that the fount of ideas would dry up 
as his youth declined, that he would have nothing to show for years 
of work. Under such conditions many a man had looked with envy 
on his colleague whose research was a side-line. 

French Award 

The French Government has conferred the Medaille dc la Recon- 
naissance Franchise on the following; Mr. Albert Davis, Mr. Gavin 
Livingstone, Mr. T. M. Tyrrell, Mr. A. D. Wright, and Mr. H. \V. S. 
Wright. 

\ 
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Pharmaceutical Society 

The Pharmaceutical Society has appointed Mr. F. W. Adams, 
deputy secretary, to be secretary’. with Mr. H. N. Linstead, M.P., to 
enable the latter to carry on with his public work. Mr. Adams will 
also be Registrar in succession to Mr. Linstead, 

Harseian Society of London 

The Buckston Browne Prize for 1948 has been awarded to Dr. 
V. C. Medvei, M.R.C.P., for his essay on “ The Mental and 
Physical Effects of Pain.” 

Prospective Parliamentary Candidate 

Dr. William James O’Donovan has been adopted as prospective 
Conservative candidate for Fulham West. He was M.P. for Mile 
End from 1931 to 1935. Fulham West is at present represented by 
Dr. Edith Summerskill. 

British Schools Exploring Society 

Applications are invited for the posts of an honorary physician 
and an honorary surgeon for the Northern Norway Expedition 
leaving on Aug. 3 and returning about Sept. 14. The entire cost to 
each member will be £110 plus about £10 10s. for personal equip- 
ment. Applicants should apply as soon as possible to the honorary 
secretary, White Bam, Old Oxted, Surrey, if possible suggesting a 
day they could come to London for an interview: 

Lcverhulme Research Fellowships 

Applications are invited for Fellowships and Grants in aid of 
research, which are intended for senior workers who are prevented 
by routine duties or pressure of other work from carrying out 
research. They are limited to British-born subjects normally resident 
in the United Kingdom, but in exceptional circumstances the trustees 
may waive the condition as to residence. The trustees are also 
prepared to consider applications from groups of workers engaged 
upon co-operative programmes of research, particularly from those 
engaged upon long-distance programmes or in institutions in which 
the normal facilities for research have been curtailed by the war. The 
duration of the awards will not normally extend over more than two 
years or less than three months, and the amount will depend on the 
nature of the research and the circumstances of the applicarit. Forms 
of application may be obtained from the secretary, Dr. L. Haden 
Guest, M.C., M.P., Leverhulme Research Fellowships, 7, Bedford 
Row, London, W.C.l. Applications must be received by March 1 ; 
awards will be announced in July and will date from Sept. 1. 

Wills 

Dr William Henry Lewis, of Llansantffraid, who was High Sheriff 
of Montgomeryshire in 1935, left £25,562. Mr. Percival Pasley Cole, 
late surgeon to the Dreadnought Hospital, Greenwich, left £16,104. 
Dr. Robert Nimmons, of Pelton, Durham, left £12,115; Dr. Herbert 
Charles Mooney, of Dublin, £6,832; and Dr. Noel William Berry, 
of Alverstoke, Hants, £26,664. 


COMING EVENTS 

' ssociation of Clinical Pathologists 
\ scientific meeting of the Association of Clinical Pathologists 
gan at Westminster Hospital, London, S.W., on Thursday, Jan. 27 
and will be continued to-day (Friday, Jan. 28) and to-morrow 
(Saturday, Jan. 29) at 9.30 a.m. 

Contraceptive Technique 

A lecture and demonstration (on living models) on contraceptive 
technique will be given by Dr. Marie C. Stopes and Dr. Beddow 
Bayly at the Mothers’ Clinic, 108, Whitfield Street, Tottenham Court 
Road, London, W., on Thursday, Feb. 3, at 2.30 p.m. Tickets must 
be obtained in advance, as space is limited. 

British Tuberculosis Association 

A meeting of the British Tuberculosis Association will be held 
at the Hospital for Sick Children, Great Ormond Street, London, 
W.C., on Saturday, Feb. 5, at 10 a.m. Members are reminded that 
the annual conference of the association will be held at Trinity 
College, Cambridge, on April 6, 7, and 8. 

Banting Memorial Lecture 

As briefly announced in this column in the Journal of Jan. 22, 
Professor John Beattie, Bernhard Baron Research Professor at the 
Royal College of Surgeons of England, will deliver the Banting 
Memorial Lecture on ’’ Metabolic Disintegrations ” at the University 
of Toronto on Monday, Feb. 14. The lecture is being delivered at 
the invitation of the Dean of the Medical Faculty of the University. 


Scientific Treatment of Delinquency ; 

A course of six lectures on “ Difficult anil Delinquent Personalities : 
The Freudian Approach” will be given by Miss Barbara Low at 
the Institute of Scientific Treatment of Delinquency, 8, Bourdon 
Street, Davies Street, London, W„ on Tuesdays, Feb. 22, March 8, 15, 
22, and 29, and April 5, at 6 pan. The fee for the course, which 
has been specially arranged for teachers, parents, and welfare 
workers, is 7s. 6d. Enrolment forms may be obtained from the 
Education Secretary of the Institute at the address above. 

Refresher Course for G.P.s 

The Edinburgh Postgraduate Board for Medicine is arranging 
a' 14 days’ refresher course for general practitioners, starting on 
May 9. The course will include instruction suitable for general prac- 
titioners in aspects of medicine," surgery, and the ancillary services. 
Emphasis will be laid on advances in therapeutics. Twenty hours 
are devoted to lecture-demonstrations and 50 hours to clinical demon- 
strations and ward visits. Fee for graduates not claiming expenses 
from Government sources: 10 guineas. Application should be made 
to the Director of Studies, Edinburgh Postgraduate Board for 
Medicine, University New Buildings, Edinburgh. 

SOCIETIES AND LECTURES 

Monday 

University College London. — At Physiology Theatre, Gower 
Street, London, W.C., Jan. 31, 4.45 p.m. “ The Ultraccntri/uge 
and Electrophoresis Apparatus in Protein Research," by Dr. P. 
Johnson, Ph.D. 

Tuesday 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — Feb. 1, 5 p.m. " Lupus Erythematosus," by Dr. 
W. N. Goldsmith. 

Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., Feb. 1, 11 a.m. "Lymphogranuloma Inguinale 
and Granuloma Venereum," by Dr. W. N. Mascall. 

University College London. — At Physiology Theatre, Gower 
Street, London, W.C., Feb. 1, 5.15 p.m. “ Digestion and Metabo- 
lism," by Dr. E. A. Underwood. 

Wednesday 

Edinburgh Clinical Club. — At Edinburgh Royal Infirmary (Ward 
8), Feb. 2, 4 p.m. “ Peripheral Vascular Disturbances," by 
Professor J. R. Learmonth. 

Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., Feb. 2, 11 a.m. " Condyloma! a Acuminata," by 
Dr. A. H. Harkness. 

Royal Microscopical Society. — At B.M.A. House, Tavistock 
Square, London, W.C. — Feb. 2, 6 p.m. Biological Section meeting. - 
" Some Biological Aspects of Experimental Schistosomiasis," by 
Mr. O. D. Standen, M.Sc. 

Society of Chemical Industry: Food Group. — At Portsmouth 
Municipal College, Feb. 2, 7 p.m. Joint meeting with Portsmouth 
and District Chemical Society. “ Food Science in Evolution." 
Address by Dr. L. H. Lampitt. 

Society of Public Analysts. — In Hall of Royal Society of Tropica] 
Medicine and Hygiene, 26, Portland Place, London, W., Feb: 2, 

7 p.m. Papers to be presented and discussed. 

University College London. — At Anatomy Theatre, Gower Street, 
London, W.C., Feb. 2, 5 p.m. " Speech and Society," by Mr. 
David Abercrombie. , 

Thursday 

Faculty of Homoeopathy. — At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W.C., Feb. 3, 5 p.m. 

" Homoeopathy and the Psychosomatic Approach." Address by 
- Dr. F. H. Bodman. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — Feb. 3, 5 p.m. " Drug Eruption," by G. B. 
Mitchell-Heggs. 

Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., Feb. 3, 11 a.nr. "Residua! (non-gonococcal) 
Urethritis (Post-gonorrhoeal)" by Dr. A. H. Harkness. 

London Jewish Hospital Medical Society. — At London Jewish 
Hospital, Stepney Green, E., Feb. 3, 3 p.m. Clinical demonstration. 
Royal Photographic Society: Medical Group. — 16, Prince’s Gate, 
London. S.W., Feb. 3, 7 p.m. “ Forensic Photography," by 
Detective Inspector P. G. Law. 

St. George’s Hospital Medical School, Hyde Park Corner, 
London, S.W. — At Large Lecture Theatre, Feb. 3, 4.30 p.m. 
Lecture-demonstration : " Psychiatry." 

Friday 

London Chest Hospital, Victoria Park, E. — Feb. 4, 5 p.m. " Differ- 
ential Diagnosis of Carcinoma of the Lung," by Dr. E. H. Hudson. 
Royai Medical Society, 7, Melbourne Place, Edinburgh, Feb. 4, 

8 p.m. "The Surgery of Cholelithiasis and the Complications of 
Operative Treatment," by Mr. Rodney Maingot. 

University College London : Department of Pharmacology. — At • 
Physiology Theatre, Gower Street, London, W.C., Feb. 4; 5.15 p.m. 
Natural and Synthetic Analgesics," by Dr. G. Bergel, Ph.D. 
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For Relief of Sacro-iliac Pain 
prescribe SPENCER 


Shewn here is a Spencer Sacro-iliac Support and Breast Support designed 
especially for this patient. A pelvic binder of non-elastic webbing (see 
inset) encircles the pelvis inside the support to exercise the degree of 
control required. 

The reason why Spencer Supports are therapeutically effective is: Each 
Spencer Support is individually designed , cut and made at our Banbury Manufactory — after a 
description of the patient’s body and posture has been recorded and detailed measurements taken. 
The doctor’s instructions are carefully followed. 

This assures the doctor that each patient will receive the proper design to aid his treatment; 
that the support will fit with precision and comfort. 

SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 

Surgical and Orthopaedic Supports 

SPENCER HOUSE BANBURY OXFORDSHIRE 

BEWARE OF IMITATIONS. Spencer (Banbury) Ltd., regret the necessity of issuing warning to beware of copies and imitations. Look 
for the SPENCER LABEL stitched in the Spencer Support and, ensure that it is a genuine Spencer Support and not a so-called copy. 
Spencer Copyright designs are original and distinctive and for more than 20 years have been recognised by the -Medical Profession as 
a symbol of effective control for Abdomen, Back and Breasts. 


Suppliers to Hospitals throughout the Kingdom 
under the National Health Service Acts of 1945 

Trained Fitters available throughout the Kingdom 
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APPOINTMENTS 

. L. Bacbarach, M.A., F.R.I.C., has been appointed to the staff 
he Public Relations Director, Glaxo Laboratories, Ltd. \V. F. J. 
hbertson, Ph.D., F.R.I.C., will succeed him as Head of the 
rition Unit, Research Division, of Glaxo Laboratories, Ltd 


’-hlee. J H , M D . FR C S Ed , M R C P Ed , Medical OtFcer >r Charce. 
rraham’s Homes, Kalimpong, India 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Idnson. — On Jan. 12, 1949. at the General Lying-in Hospital. Lambeth, to 
■arbara <n5c Thomas). MB.. Ch B . wife of J. R. Dickinson. F-R C.S . a 
aughter. 

gtL*d. — On Jan 12. 1949. at Liverpool Matemiry Hospital, to Aileen Mary 
ndc Barry). MB. Ch B . wife of John Dusuid. MB. Ch B . a daughter 
On Jan. 4. 1949. to Olive, wife of Dr. H. C. Price, of 13, Church Vale, 
-ondon. N . a son — Stephen Nicholas. 

chard.— On Jan 17. 19^9 in London, to Joan (n£e Webber), wife of John 
jtobo Pnchard. M C. M R.C.P , a son 

tdfem.— On Jan. 13. 1949. at 31st British General Hospital. Bntish Troops 
In Austria, to Theodosia (nfe Rogers), wife of Major John Redfem. 
R.A.M.C., a son. 

alters. — On Jan 15, 1949. at the Bromhead Nursing Home, Lincoln, to 
Daphne (ntfc Pulletn-Thompson). wife of Geoffrey A Bagot Walters. 
F.R C.S Ed., a daughter. 

MARRIAGES 

iwtrec — Samson. — On Jan 15. 1949. in London. Harokl Maunce Bawtree, 
A M I.E E.. to Helen Samson, MB. Ch B . D Obst.R COG 
rett — Alexander. — On Jan 15, 1949. at Grantchester. Martin Brett, F R CS . 
to Mrs. Joan Alexander. 

tycock — Worth. — On Jan 1. 1949. at the Gamson Church. Hargrisa. British 
Soma'rland. Handley T Lajcock. M B., F R C.S.. to Winifred Glad>s Worth. 
Colonial Nursing Service 

DEATHS 

alley.— On Jan 16. 1949. at Victona Falls Hospital. Victoria. BC. Kenneth 
Norman Gnerson Bailey. MB. B S 

bapman. — On Jan 14. 1949, Edward Seymour Chapman. M.D., F R C S Ed . 
of Scarborough 

iclden. — On Jan. 23. 1949. Edward Ficlden, MB BS. of Bracknell. Berkshire, 
aged 77. 

orster. — On Jan 16. 1949. Arthur Graham Foljambe Forster. MDEd, of 
Calderwood, Montpelier Parade. Cheltenham, aged 79 

rert. — On Jan. 15, 1949. at Stanwaj. Fleet, Hants, John Edward Frere. 
M.B.. B Ch. 

lood. — On Jan 16. 1949. Christopher Frank Good. CB. MRCS. LRCP. 
Principal Med cal Officer at :hc*Ministiy of Health in charge of the irsu ranee 
medical service. 

irdnn. — On Jan 19. 1949. at RAF. Hospital. Wroughton, Wiltshire. John 
Herbert Jordan. M C MB. late Major. R A M C 

;ar. — On Jan 16. 1949. at The Hollies Pine Grove. East Gnnstcad. Alfred 
Reginald Kay. MRCS, L R C.P.. aged 79 

TcDowall.* — On Jan 14. 1959. at Tunbridge Wells, Co’in Francis Frederick 
McDowall. M.D . late Medical Superintendent. Ticchurst House, Ticehurst 
Sussex. 

IltehelL — On Jan 11. 1949. Edward Mitchell. LRCP «kS I and L M . The 
Ho3ows. Winslow. Bucks 

Indie. — On Jan 6. 1949. at Denholm. Chandlcrsford. Arthur Mudie 

LRCP AS Ed . aged SO 

Irmsby. — On Jan I. 1949. William Edwin Orm^by. OBE. MB BCh. 
Surgeon Captain R.N . retired, of Ardenne' Highlands. Salisbury. Southern 
Rhodesia late of Paignton. D*\on 

‘aton.— On Jan. II. 1949. John Hunter Park Paton, M D Ed , of Castlemount. 
St. Andrews 

teed. — On Jan 11. 19'9. at 343. London Road, St. Lecnards-on-Sea, Sussex. 

Thomas Reed, MRCS. L.R.C P. 
teld. — On Jan S. 1949. at Forth. Lanark. John Reid. M D Glas 
tyles. — On Jan 14. 19*9. at Hojlake. Cheshire. Charges Sjxlney Ry’es. OB E . 
MB. Ch B Fd . D P.H . Colonel, late RAM C.. of 30. The Drive. 
Amersham. Bucks, aged 65 

heppard. — On Jan 6. 1949. at Whitefield. Bamston Road. Heswall. Cheshire. 
Percy Gordon Sheppard. L M S S A. 

Itorey. — On Jan. 16. 1949 at 4. The Manor House. London. N W„ Percy 
Arthur Store}. M D . aged 79 

»waa. — On Jan 15. 1949. at Eastbourne. William Travers Swan. C B . 

MB. B Ch . Major-General. A.M S retired, aged S7 
rhomos.— On Jan 21. 1949. at Parke. Whitland. Cann. Rowland Lewis Thomas. 
L.MSS A . D PH 

lYelb. — On Jan. 17. 1949. at Pcndeen. Stratford-on-Avon. Philip Hewer Wells 
M C , M R.C.E.. aged 56 

iYlllIamso n . — O n Jan 11. 1949. at Bonall}. Murtic. Aberdeenshire. George 
Williamson. MB. CM. F.R C P.Ed. 

Wilson. — On Jan. 21. 1949. at Hove. Louise Famam Wilson. M D 
IVjPc. — On Jan 17. 19*9. Alexander Wjlie. MB. CM. of Seaficld Road. 
Southboumc. Bournemouth 


The Association of Psjchiatric Sorial Workers publishes an inter- 
sting journal on the work done by its members entitled The British 
lournal oj Psxciiiatric Work. It is obtainable at 3s. 6d. (postage 4d.) 
from that Association, 1, Park Crescent. London, W.l.^ The second 
liSue. which has recently been published, contains articles on such 
topics as "Child Guidance in the Nursery School.” "The Prepara- 
tion of Parents for Treatment in a Child Guidance Clinic.” and an 
tmestigation into the psychology of pregnancy and lactation. 


Any Questions? 


Correspondents should gi\c their names and addresses (not for 
publication ) and include all relcsant details in their questions 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 

Graduated Exercise in Pulmonary Tuberculosis 

Q. — What is the present view of the part played by gradu- 
ated exercise in the treatment of pulmonary tuberculosis — is it 
actively beneficial in promoting the healing of a lung lesion, or 
: is it to be regarded in the more passise sense as a graducl 
relaxation of the conditions of complete rest as the patient's 
clinical condition improves? 

A. — Graduated exercise under careful control is beneficial 
in both the ways mentioned by the questioner. It increases 
physical fitness and bridges the gap between the rest cure and 
a return to normal activity. Controlled exercise can also be 
used to test the activity of a doubtful lesion ; this is particularly 
valuable in the case of minimal, symptomless lesions discovered 
by routine radiography. As the ultimate healing of tuberculosis 
takes many years, it is obviously impossible to keep the patient 
at complete rest until this is achieved. A course of graduated 
exercises is prescribed only after an adequate period of rest 
has controlled the toxaemia and rendered the disease non- 
progressive. Many years ago Kingston Fowler remarked that 
treatment by rest alone tended to convert sick workers into 
healthy loafers. A course of graduated exercise avoids’ this 
danger and is a valuable adjunct to the rehabilitation of many 
tuberculous patients. 

Breathing Exercises in Pulmonary Tuberculosis 

Q. — Are gentle 'respiratory exercises of benefit in cases of 
pulmonary tuberculosis in which only a small area of infection 
remains in the lungs? Would exercises to correct posture be 
advisable in a patient who has been in bed for over a year and 
who has slight infiltrations remaining in the upper lobe of th- 
ief t lung ? 

A . — As rest is the basis of the treatment of pulmona-y 
tuberculosis, respiratory exercises should not be used in this 
condition. Postural correction exercises are employed with 
great benefit after a thoracoplasty and might be indicated ir 
the case here described, but all forms of breathing exercise- 
designed to increase lung movement should be avoided. 

Liver Extracts 

Q . — I notice in American literature that liver extract is 
measured in units per ml Can you define the unit? 

A. — The United ,States Pharmacopeia Anti-Anaemia Prepara- 
tions Advisory Board assesses liver extracts and awards the 
various commercial preparations a “unit value per ml” A*, 
to date, the only method of assessing liver extracts is by clinical 
test on classical cases of Addisonian anaemia in relapse, “ unit ” 
cannot be a precise term, as patients may vary in their response 
to potent extracts. Further, “ a satisfactory response ” has to 
be defined. Formulae for judging a “ satisfactory response "are 
discussed by Della Vida and Dyke ( Lancet , 1942. 2. 275). who 
stress the importance of assessing the gain in red cells in addi- 
tion to the reticulocyte response. 

The American ( U.S.P . ) " unit ” represents the minimal amount 
of the therapeutic agent which, when given daily in an un- 
complicated case of pernicious anaemia, has produced a 
“satisfactory” or average reticulocyte response and subse- 
quent relief of anaemia and symptoms. The Canadian unit 
is defined as one-seventh of the weekly dose of extract required 
to produce a satisfactory response. Emery and Hurran ( British 
Medical Journal, 1945, I, 75) prefer an arbitrary “unit” 
system to the labelling of extracts as “ derived from so much 
raw liver” or “equivalent to so much oral liver”; they also 
suggest a “ purification index.” At present, however, no method 
exists for the comparison of British-made extracts by a "unit” 
system ; the US.P. "unit” can be criticized in that it is based 
on figures submitted to an advisory board by manufacturers. 
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and the “ unit ” has no reference to a standard preparation. 
Further, because of recognized difficulties in securing numerous 
clinical tests, the “unit” perforce indicates only, the particular 
amount of material which has been approved, and this is not 
always the minimum amount. Therefore U.S.P, “ units ” of 
different preparations are not necessarily strictly comparable 
in potency. 

Cold Permanent Waving 

Q. — It would be interesting to know the latest opinion on the 
safety of the “ cold ” permanent wave outfits now on sale. Have 
any further investigations been made since the article by Cotter, 
and with what results ? 

A. — Further investigations have been carried out since the 
article by Dr. Lawrence Cotter (7. Amer. med. Ass., 1946, 131, i 
502). It is true that many people have obtained good results 
with the so-called “ cold perm ” method. Many have never 
had any injury to their hair, scalp, or health. On the other 
hand, the writer has seen several patients who had had the 
“ cold perm ” process given to their hair by skilled assistants, 
in establishments of high repute, yet had suffered damage to 
both their hair and scalp ; also, in some cases, to the neck 
and face. Apparently the occasional ill effects are due to the 
employment of solutions of thioglycollic acid in too high a 
concentration or for too long. In this country it has been 
consistently maintained that this acid should not be used, but 
hydrogen sulphite only, as the reducing agent. The method was 
first discovered in Britain, but could not be tried out during the 
war. The Americans went ahead and popularized the process. 
All writers agree that the operators are the chief sufferers, their 
fingers, nails, and general health being sometimes affected, as 
described by Cotter. For further details of the process, and 
the precautions to be taken, the articles by Goldman et al. 
(J. Amer. med. Ass , 1948, 137, 354) and by McNally and Scull 
{Arch. Derm. Syph , Chicago, 1948, 57, 275) should be consulted. 

Schick Test in Young Children 

Q . — After two or more injections, young children often resent 
the Schick test. Is there any need to test the second forearm 
with the Schick control in children under 5, and, if so, why ? 

A. — The Schick test is used for two main purposes: (a) to 
test susceptibility to diphtheria, and (b) to test the efficiency of 
artificial immunization. In either case non-specific reactions or 
pseudo-reactions with the Schick control material rarely occur 
in children under 5 years of age, and therefore the control test 
may ordinarily be omitted in this age group. However, Bousfield 
et al. {Med. Off., 1948, 80, 145) in their trials with Holt’s 
P.T.A.P. have found that there is a tendency for some young 
-bildren funder 2 years of age) to give pseudo-reactions with 

2 post-inoculation Schick test. It would therefore seem advis- 
ule to use the control test on a sample of children whenever 
the efficiency of any new diphtheria prophylactic is being 
investigated. » 

Repeated Stillbirths 

Q. — A 43-year-old woman is 30 weeks advanced in her seventh 
pregnancy. The first two were normal, but the next four ended 
in stillbirths. Wassermann and Kahn reactions were repeatedly 
negative ; labour was always easy, and there wur no albumin- 
uria, hypertension, or glycosurias The smallest baby weighed 
over 5 lb. ( 2,268 g.), though two\of the stillbirths were prema- 
ture. The present pregnancy appears to be normal: Wasser- 
mann reaction still negative, blooa\ressure and ur ! ' ? .lornfat. 
The patient's blood is Rh-positive^^roup A. r ’What further 
investigations should be carried out.vmd what treatment is 
indicated? s " 

A. — The history suggests that the foetuses died before rather 
than during labour, and it would be helpful to know whether 
there is evidence to support this, and whether post-mortem 
examinations were carried out to exclude malformation and 
other obvious causes of death. Other possibilities to exclude 
are ABO group iso-immunization and “ occult ” diabetes. 
•A glucose-tolerance test would be worth while. If the cause 
of the stillbirths still remains obscure, it is too late in this 
pregnancy for empirical medical treatment, and the chief hope 
lies in terminating the pregnancy prematurely. This should be 
done about the 37th week, provided the foetus is then of 


reasonable size. Possible methods, depending on the circum- 
stances at the time, are surgical induction of labour or caesarean 
section under local analgesia. 

Testosterone in Progressive Muscular Atrophy 

Q. — It has been suggested that a case of progressive muscular 
atrophy might be treated with methyl testosterone. Have you 
any information regarding this or any other treatment ? 

A. — Progressive muscular atrophy arises from degeneration 
of cells in the spinal cord. The muscular atrophy depends 
entirely on the nervous degeneration, so that any direct effect 
that methyl testosterone might have on the muscle would be 
of no avail. It is most unlikely upon a priori grounds that this 
form of treatment would affect muscular disease. Methyl 
testosterone was suggested for this condition because of its 
anabolic action in eunuchoidism and hypopituitarism, producing 
a retention of nitrogen with positive balance and an increase in 
muscular development and strength. It would have no effect 
on the fundamental lesion in progressive muscular atrophy, or 
on the progress of the condition.- 

Quiaine ia Breast Milk 

Q. — If a nursing mother living in a malarious country takes 
2 gr. of quinine sulphate or bisulphate daily for several months, 
can this have any harmful effect on the infant ? In the case 1 
have in mind the child, who is now grown up, seems to be 
mentally retarded, and I wonder if there can be any connexion 
between this and the quinine taken by the mother. 

A. — Quinine and its degradation products are excreted ini 
breast milk only in very small amounts. Quinine has a toxic 
action on certain nerve cells connected with hearing, and 
possibly on the ganglion cells of the retina. Such an action 
is always acute in character, leading to deafness or toxic ambly- 
opia. There is no evidence that the drug has any action in 
causing dullness or retardation, and in the present instance 
the amount of quinine absorbed by the child must have been 
infinitesimal. Incidentally, the dose of 2 gr. (0.13 g.) of quinine 
salts daily taken by the mother is totally inadequate for any 
purpose whatsoever. A daily dose of 5 gr. (0.32 g.) is the mini- 
mum which can be considered to act as a malaria suppressive, 
and even this is followed by many failures. 

NOTES AND COMMENTS 

Bleeding Gums. — Mr. C. N. Jeffries, L.D.S. (Birmingham), writes: 
With reference to your answer to the question about bleeding gums 
(“ Any Questions ? ” Jan. 1, p 41) I must confess I was disappointed 
with the information given. It is, of course, impossible in the short 
space available to give a comprehensive reply, but I would like to 
suggest the following points for inclusion to any medical man who 
is interested in this problem : (1) For healthy persons bleeding gums 
are very common, perhaps 90% of all patients from the age of 15 
upwards. (2) The treatment is primarily the responsibility of the 
dental surgeon. (3) The aetiology is very well given in Fish's 
Surgical Pathology of the Mouth (1948, chap. 12). (4) Bleeding 

gums is the first stage ifi the process commonly- known as 
“ pyorrhoea.” As such it needs early recognition and skilled care 
and attention. (5) Treatment consists in making the mouth suscep- 
tible to oral hygiene by scaling the teeth, extracting unsavable carious 
teeth, filling other carious teeth, etc. (6) Foliow-up treatment consists 
in teaching the patient adequate methods of oral hygiene, the prime 
aim being to give the gums sufficient friction every day to cause them 
to be covered with an adequate layer of keratinized epithelium. 

The teaching and institution of oral hygiene is a long, tedious, 
and arduous process, taking sometimes many months. Surgical 
treatment of the teeth and gums is sometimes needed before the 
mouth is properly prepared for oral hygiene. The blood dyscrasias 
and vitamin deficiencies mentioned in your answer hardly apply to 
the healthy person. 
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THE SECRETARY REPORTS 


THE APPLICATION OF SPE>S 

It is now possible to map out some events immediately ahead 
Most of the reports on general-practitioner remuneration in 
the selected areas ha\e now come in The Remuneration Sub 
committee of the General Medical Sen ices Committee will 
meet on Feb 4 to consider these reports together with all other 
available information, and to draft a report to be made to the 
General Medical Semces Committee at a special meeting on 
Feb 9 Upon this committee falls the responsibility of making 
recommendations to a special conference of Local Medical 
Committees to be held on March 3 A Special Representative 
Meeting to consider remuneration in the new Service wall be 
held on March 29 On the following daj, March 30 another 
Special Representative Meeting will be held to consider a 
report from the CounCil on the constitution of the Association 
This second meeting is in response to a request made at the 
Annual Representative Meeting last year 

General Practitioner Remuneration 

To understand the relationship of the General Practitioner 
Spens to remuneration it is necessary to recall where that com- 
mittee stood on the subject of betterment The Spens Com- 
mittee reported in terms of net incomes and pre-war money 
values It also recommended that in transiting its recom 
mendatiqns into terms of post war money . regard should be had 
not only to estimates of the change in the value of monev but 
to the increases which have in fact taken place since 1939 in 
incomes in other professions The Government laid down 
though the representatives of the profession did not accept the 
figure of 20% as the betterment fieure in relation to the net 
capitation fee It laid doyvn too, a figure of 55% in relation 
to the expenses portion of the capitation fee Combining these 
two figures, a betterment factor of 34% of the gross capitation 
fee was applied 

In answering the question whether the Spens recommenda- 
tions are being applied to-day one must use a betterment factor 
of some kind For example it might prove that the Spens 
recommendations, are being applied to particular ranges of 
income on the assumption of a 20% betterment factor But 
if the betterment factor applied is too small, and a more appro- 
priate figure is, say, 50°-,, then the Spens recommendations 
might no (oncer be observed in relation to that range To put 
it in another way, the betterment factor must be a satisfactory 
one before the question whether Spens is being applied can be 
faithfully answered This separates the betterment factor from 
other issues as one to be examined separately Indeed it is 
desirable to settle the betterment issue in advance of anv attempt 
to decide whether Spens is being applied This is the oraer 
m which the issues are being taken The size of the mileage 
fund was taken first as a matter of urgency By the time these 
words appear representations of consultants and general prac- 
titioners will have been made to the Ministry (on Ian 26) to 
raise the betterment issue as a distinct question concerning 
both general practitioners and specialists alike The out- 
come of these representations should be known before the 
Conference of Local Medical Committees and the Special 
Representative Meeting decide their policy and the action to 
be taken 

Betterment 

The raw matenal for the betterment discussion includes the 
expert's report on middle-class incomes an account of which 


was published in this column a week ago When this same 
expert first examined the problem at our request in 1926 he 
compared the vear 1945 with 1938 Taking 1938 as 100, he 
expressed the view that the corresponding figure for the middle- 
class budget in 1945 was 145-150 He has now re-examined 
the position as between 1948 and 1938 and still taking 1938 as 
100, he now gives the figure as 185 Put briefly, when the 
right figure was, say, 150 the Government laid down a figure 
of 120 To-dav the nght figure is 185 

The Three Main Issues 

It was clear from the discussion at the special meeting of 
the General Medical Services Committee on Jan 19 that in 
the general view there were three mam issues on general prac- 
titioner remuneration They are betterment, the burden of work, 
and the small list On the question of the burden of work the 
majority view was that it was extreme Iy heavy, some doubting 
whether it was possible for the pracntioner with the full list 
to sustain the burden without impairing bis health or his effi 
ciency On the other hand one well-known practitioner gave 
it as his experience in his own practice that there had been no 
substantial increase of work It was plain that the two ques- 
tions of the burden of work and the size of the permitted maxi- 
mum were reallv different aspects of the same question. We 
cannot sustain the argument that the burden of work is 'o 
great as to make it impossible to look after 4 000 pe-sons witn- 
out in effect inviting a reduction of the permitted maximum 
This issue must be faced 

The problem of securing sufficient income for the practi- 
tioner with a list of average size or less is of no less impor- 
tance How could it be obtained 9 It might be obtained by 
making a fixed annual pavment in respect of expenses to every 
general practitioner uorkine in the Service, regardless of the 
number of persons on his list. This has 'ome obvious dis- 
advantages not the least of which is that it might be regarded 
as the basic salarv in another form But if deliberately regarded 
as an expenses allowance it might escape this snena Another 
is the method of a higher capitation fee for, say, the first 1 000 
persons on the hsL 

Terms of Service for Consultants 

In response to a request from Sir Lionel Whitby, chairman 
of the Joint Committee for Consultants Sir Wiliam Douglas, 
the Permanent Secretary of the Ministry of Health has clarified 
the po ltion as to the procedure to follow the confidential dis- 
cussions now proceeding In these discussions the Joint Com- 
mitiee is not committing consultants and specialists but inform- 
ing the Ministry what in their view is likely to be acceptable 
or more acceptable to the profession These discussions com- 
pleted, the Ministry proposes to issue a paper revised in the 
light of the discussions on which a sounding of the profession's 
views can be obtained The Ministry’s paper will be pub- 
lished and submitted to the constituent bodies of the Joint 
Committee for their observations To allow time for this the 
present interim arrangements will need to be continued for a 
turther three months 


The Secretary address“d meetings of the profession on current 
problems in B M.A Houre on Jan 27 and at St Albans on Jan. 28 
He win address similar meetings at Leeds on Feb 1, at West 
Bromwich on Feb 10, ai Luion on Feb 11, at Grimsby on Feb 15, 
at Cardiff on Feb 23, at Bournemouth on March 1, at Lancaster 
(Annual Dinner) on March 5, and at 'Winchester on March 31 
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National Health Service 


NEGOTIATIONS WITH THE MINISTRY 

CONDITIONS OF SERVICE 

The B.M.A. is continuing to press the Ministry of Health about 
terms and conditions of service in the National Health Service, 
and the Ministry has recently made the following decisions : 

Training Grants for Assistants 
Local medical committees are now dealing with applications 
from practitioners for permission to employ trainee assistants. 
In view of the limited number of trainee assistants who will be 
available each year it has been suggested that further guidance 
should be issued to local medical committees to assist them in 
dealing with applications. As a result of discussions which 
have taken place with the Ministry, the General Medical Services 
Committee will be considering a draft circular on this matter 
this week, and 'the terms of the circular will be published in the 
Journal as soon as possible. , 

Maternity Medical Services 

Torms E.C.24 and 24A . — The Ministry has agreed that, pro- 
\ ided a practitioner carries out the statutory examinations, fail- 
ng to do them within the period defined for reas'ons outside his 
ontrol would not involve a loss of fees. The Ministry has 
undertaken to make the position clear to executive councils. 
The Ministry agrees that executive councils should provide 

■ mired accounts showing the names of patients in respect of 
v horn maternity fees are paid. While there is no evidence to 

i geest that this is not being generally done, it is suggested that 
’v practitioner who requires this itemized information and 
u so far been unable to obtain it should take the matter up 

■ ,ct with his local executive council, referring to the Ministry’s 
• i :ral agreement set out above. 

r >rms of Application for Maternity Benefit . — The Ministry 
National Insurance has agreed that requests by doctors for 
■> 1 mlies of these forms will be met by local offices of the 
V ustry. 

Consultations on Regulations and Instructions Relating to 
General Medical Services 

I he Ministry has accepted the general principle that the 
A •> 'nation should be consulted on points of major principle 
involving regulations. 

Prescribing and Dispensing 

The Ministry has agreed to set up a small medical committee 
representative of the Ministry and the Association to examine 
the schedule of appliances which may be prescribed by general 
practitioners. 

Missing Information on Forms E.C.l 
The Ministry has agreed that information missing from 
Terms EC.l should be obtained from the patient rather than 
from the doctor. 

The Ministry is now considering the following points and the 
B M.A. is awaiting a reply: 

Miscarriages 

The Association strongly holds the view that miscarriages and 
other obstetric emergencies should not form part of the normal 
terms of service of a general practitioner and that a special fee 
should be admissible for such emergencies. 

Telephone Charges 

The Association has urged that all telephone calls, other than 
local, in connexion with the admission of patients to hospital, 
etc., should be reversed, or the practitioner reimbursed in some 
other way. 

Specialization 

The Association has represented that a number of specialist 
services of’en undertaken by general practitioners should come 
. outside the terms of service and that a special fee should be 
admissible. It is urging that some such arrangements as existed 


under the National Health Insurance should be continued in 
the new Service. , 

The Ministry has not conceded the following points put 
forward by the Association : 

(1) That there should be special payment for general practi- 
tioners called out to render emergency treatment for haemor- 
rhage following dental extractions. 

(2) That overseas visitors should not be entitled without pay- 
ment to the benefits of the National Health Service. 

(3) That all official communications sent by general practi- 
tioners to executive councils, etc., should be franked. 

The General Medical Services Committee will shortly consider 
what further action should be taken on these points. 

CONFERENCE OF REPRESENTATIVES OF 
SCOTTISH LOCAL MEDICAL COMMITTEES 

With the authority of the General Medical Services Committee 
a Conference of Representatives of Scottish Local Medical 
Committees will be held in Edinburgh on Feb. 10 under the 
chairmanship of Dr. W. M. Knox (Glasgow). The object ,of 
the Conference is to consider (1) the constitution and method 
of appointment of permanent local medical committees in 
Scotland' and 'the desirability of preparing a model scheme; 
(2) ' the method of central representation of Scottish local 
medical committees ; (3) any other relevant questions. 

The Conference will be composed of (a) Representatives from 
Scottish local medical committees appointed as follows; 

5 from Glasgow Local Medical Committee, 

4 from Edinburgh Local Medical Committee, 

4 from Lanarkshire Local Medical Committee, 

2 from the remaining local medical committees; with provision 
for a deputy in each case. 

(6) Members of the General Medical Services Subcommittee 
(Scotland), who will not be entitled to vote unless they are 
attending the Conference as representatives or acting deputy 
representatives of a local medical committee. The Chairman 
of the General Medical Services Committee hopes to be present 

- NEGOTIATING MACHINERY 

Now that the Negotiating Committee has gone out of existence, 
discussions with the Ministry are being undertaken 

(а) on behalf of consultants and specialists by the newly formed 
Joint Committee of Representatives of the Royal Colleges, the Royal 
Scottish Corporations, and the Consultants and Specialists Committee 
of the British Medical Association ; 

(б) on behalf of general practitioners by the- General Medical 
Service Committee; 

(c) on behalf of public health medical officers by the Public Health 
Committee of the British Medical Association in collaboration with 
the Society of Medical Officers of Health. 

, In the field, of ophthalmology discussions which have been 
conducted over a long period by the Joint Committee of the 
Faculty of Ophthalmologists and the Ophthalmic Group Com- 
mittee of the Association are being continued by that Committee. 

CENTRAL HEALTH SERVICES COUNCIL 

COMMITTEE ON HEALTH CENTRES 

The Central Health Services Council has appointed a com- 
mittee, which held its first meeting on Jan. 18, to consider and 
make recommendations on the lines along which health centres 
should be developed under Section 21 of the National Health 
Service Act. The members are: Mr. F. Messer, M.P 
(chairman); Mr. F. J. Ballard; Dr. , G. O. Barber; Dr. A. 
.Beauchamp ; Dr. D. Cameron ; Sir Ernest Rock Carling : 
Sir W. Allen Daley ; Dr. L. Findlay ; Capt. S. H. Hampson : 
Miss M. E. Hollingworth, S.R.N. ; Mr. R. H. Henriksen, 
M.P.S. ; Dr. R. D. Lawrence ; Professor J. M. Mackintosh ; 
Professor R. H. Parry; Dr. A. Talbot Rogers; Miss Blanche 
Shenton, S.R.N. ; Mrs. Dorothy Thurtle. Secretary : Miss 
E G. Long, of the Ministry of Health. 
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PROPOSALS FOR REMUNERATION OF 
WHOLE-TIME PUBLIC HEALTH MEDICAL 
OFFICERS 

In the following proposals the salary scales— which were origin- 
tly formulated in terms of 1939 values — include a “better- 
:nt” factor of 20%, as in the Ministry's proposals relating 
j general practitioners’ remuneration. This percentage has 
not yet been accepted and is subject to further negotiations. 

I. Medical Officers in Departments. — (a) These are officers 
who, although without responsibility for the work of other 
medical officers, have had at the time of appointment at least 
three years’ experience in the practice of their profession after 
obtaining a registrable qualification. (6) Salary: £960 per 
annum, rising to £1,6S0 by annual increments of £60. 

II. Senior Medical Officers. — (a) These are medical officers 
) ot being Medical Officers of Health) who are in charge of 
Iprvices or departments (for example, port health, school 
realth, mental health, maternity and child welfare, or any 
f,iher similar service or combination thereof), and who are 
engaged solely or mainly on such duties, (b) Salary: 


Population 

Not Exceeding 

Minimum 

Annual 

Increments 

Maximum 


£ 

£ 

£ 

100,000 

1,6S0 

120 

2,160 

'00,000 

1,800 


2.280 

750,000 

1,920 


2,400 

Exceeding 750,000 

2,040 


2,520 


(c) Where a medical officer in Section I is in charge of a 
:ervice(s) or department(s) but is not solely or mainly engaged 
an such duties, he should be remunerated on the scale of 
Section I with an addition of £100 per annum. Such an 
trrangement would obtain in a local authority with a popula- 
tion so small as not to justify the appointment of a medical 
officer solely or mainly engaged on the duties of a senior 
medical officer. 

III. Deputy Medical Officers of Health. — (a) These are 
medical officers employed primarily as administrative Deputy 
Medical Officers of Health. ( h ) A medical officer appointed 
in this grade shall receive a salary scale not less than the 
ippropriate salary scale for a Senior Medical Officer in 
Section II plus £100. 

IV. Acting Deputy Medical Officers of Health .- — In areas 
where no Deputy Medical Officer of Health as defined in 
Section in is necessary, a Senior or Departmental Medical 
Officer appointed to act as and when necessary as deputy in 
the absence of the Medical Officer of Health shall receive an 
addition to his scale salary of not less than £100 per annum. 

V. Medical Officers of Health. — (a) Salary: For Medical 
Officers of Health of all classes of local authority: 


Population 

Not Exceeding 

Minimum 

Annual 

Increments 

Maximum 


£ 

£ 

£ 

100.000 

1.920 

120 

2.400 

200,000 

2,160 

< ,, 

2,640 

300.000 

2.400 


2.SS0 

500.000 

2.640 

,, 

3.120 

750.000 

2 880 


3.360 

Exa-eding 750,000 

3.120 


3,600 


(6) The salary of a practitioner appointed as a part-time 
Medical Officer of Health shall be yj of the appropriate salary, 
according to population for a whole-time Medical Officer of 
Health, plus i of i or 1 of ILy? whichever is the less, where 
x represents the number of half-days per week, or their 
equivalent, devoted to the appointment. 

VI. Combined Appointments — Medical Officers of Health . — 
(o) Where a medical officer acts as Medical Officer of Health 
to more than one authority he shall receive a salary scale not 
less than £120 above the appropriate salary scale in Sec- 
tion V (a) indicated by the total population of the combined 
districts for which he is Medical Officer of Health. (6) Para- 
graph (b) of Section V shall apply where a combined appoint- 
ment is part-time, (c) In Scotland, where a County Medical 
Officer of Health is also School Medical Officer for the County 


and for one or more large burghs, the population of which is 
not included in the population of the administrative county, he 
shall receive a salary scale not less than 'the appropriate salary- 
scale in Section V (a) above indicated by the total population 
of the administrative county and large burgh(s). 

VII. Divisional or Area Medical Officers . — These are medical 
officers appointed by local health authorities for divisional 
administration of the health services (including the school 
medical service). They fall into two classes: (a) Divisional 
Medical Officers acting also as County District Medical Officers 
of Health : The salary scale shall be the appropriate scale in 
Section V according to population of the division or area, or 
population of the county district(s) for which he is acting a< 
Medical Officer of Health, whichever is the greater. (6) Divi- 
sional Medical Officers not also acting as County District 
Medical Officers of Health : The salary scale shall be the 
appropriate scale in Section II above, according to population 
of the division or area. 

VIII. Specialists .— Where a whole-time medical officer in any 
of the above sections is employed partly by a regional hospital 
board and partly by a local authority his total remuneration 
shall be the whole-time remuneration recognized by the regional 
hospital board for the type of work undertaken for them, or 
the salary scale appropriate to his position in the local authority, 
whichever is the higher. 

IX. Special Awards — A proportion of medical officers of 
outstanding professional eminence in the public health service 
should receive as a special award payment in excess of the 
remuneration provided for in the scales. 

X. General Conditions . — Many general conditions of service 
are also the subject of proposals. 

MR. MESSER ASKED TO RESIGN 

The following resolution was passed by the Middlesex Local 
Medical Committee at a recent meeting: 

That Mr. Messer be asked to resign from the important positions 
held by him on the Central Health Services Council and the North- 
western Metropolitan Regional Hospital Board on the grounds ot 
his unsuitability to continue in these posts, and that this resolution 
be sent to the General Medical Services Committee. 


PAYMENT FOR TEMPORARY RESIDENTS 

Tire Ministry of Health states that the distribution scheme 
which governs payments to general practitioners for temporary 
residents — anaesthetics and emergency treatment — will appear 
very shortly. The Ministry intends the model scheme to be 
available in time for executive councils to make their own 
schemes by the end of March. 

WELSH COMMITTEE 

The Welsh Committee has met and considered the views of the 
Branches and Divisions in Wales on the proposed new constitu- 
tion of the Welsh Committee. The committee will forward a 
report and recommendation to Council. 

MEDICAL PRACTICES ADVISORY BUREAU 
A BRANCH IN MANCHESTER 
Mr. S. Beedle, A.C.I.I.. for many years manager of the Northern 
Branch of the British Medical Bureau, has been appointed 
officer in charge of the Manchester Regional Office of the 
British Medical Association. He will also act as Branch 
Manager of the Medical Practices Advisory Bureau and will 
maintain an Appointments Information Service to advise 
doctors seeking openings in the various fields of medical 
practice, and to introduce partners, assistants, and locums. 

Any member of the profession in the North of England is 
invited to utilize the services of the Manchester Regional Office, 
and inquiries should be addressed to the Medical Director. 
Medical Practices Advisory Bureau, 33, Cross Street. Manchester 
(Telephone: Blackfriars 3925). The service is free of charge 
to members of the Association ; to other medical practitioners 
charges will be made to recover expenses, and an announcement 
appears in the advertisement columns on page iii of cover. 
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REFLECTIONS ON N.H.S. 

BY 

R. W. COCKSHUT. M.B., Ch.B. 

When the Willink White Paper was debated by the Representa- 
tive Body a great fight developed on the proposals to put the 
Service under the control of the Minister and to make it avail- 
.able for 100% of the population., Several of us opposed these 
two things, but it proved impossible to get the support of the 
G.P.s, while the specialists at that time seemed scarcely 
interested. Looking back, I am not certain that we were right 
in opposing. The State and modern medicine were bound to 
come together. The only alternative to Ministry control was 
an ad hoc body. We have seen in the last three years how 
impossible it has been effectively to criticize these bodies, and 
it may be that a Minister, subject to the daily fire of the House 
of Commons, is preferable. As to the 100%, Dr. -Dam never 
received an answer to his frequent requests for a workable 
alternative. 

But, whatever the rights of the matter, one thing is certain. 
By agreeing to this course the R.B. took decisions of momen- 
tous consequences that even now do not seem to be realized. 
It is essential to grasp this in order to understand what happened 
afterwards. From that moment the fight became one not against 
a State health service but to secure the maximum safeguards 
to professional freedom within a limited field, and from that 
moment also the B.M.A. never lost an opportunity of declaring 
its whole-hearted support for a comprehensive service. There 
were those who felt then that all was lost, but who on reflection 
decided that if the Association could secure certain things all 
might yet be well. 

A Threat to Freedom of Medicine 
The participation of the State as proposed represented, repre- 
sents, and always will represent a threat to the freedom of 
medicine. Was it possible to make arrangements so that we 
should remain free to defend medicine ? This was the 'maxi- 
lum aim. It is quite impossible to make arrangements at any 
iven time, in such a matter as this, which will ensure perpetual 
afety. It is possible to arrange that in the continuing contest, 
ver the years, we are not handicapped out of the race. Given a 
air field and no favour we looked to secure a state of affairs in 
.•hich, by reason of our demonstrated and continuing strength, 
it could continue to defend ourselves with success. 

There is now a widespread $ense of irritation and disillusion- 
lent in the profession. Some feel that they have been almost 
etrayed, at best ill-led. I write this brief account in order 
hat the profession may understand the thoughts which passed 
trrough the minds of some of us and in the hope that it 
ray agree that a victory was won within the limited field defined 
y the R.B. when it agreed to a comprehensive 100% service, 
f the profession disagreed with this policy, why was no attempt 
ver made to change it ? According to our constitution it was 
lways possible to bring a resolution before the R.B. to reverse 
t. The fact remained that we declared ourselves whole- 
leartedly in favour of a national health service. Critics who 
lid not subscribe to this are within their rights, but should 
lot criticize the B.M.A. for adhering to the policy laid down 
>y its democratic machinery and never challenged. The accep- 
ance of the 100% issue made it certain that doctors in some 
irivate-practice areas would be driven out of business and 
orced to move. This “ redistribution of doctors by the natural 
orce of a universal capitation fee ” became one of the B.M.A.’s 
trong arguments against direction. 

The coming of Labour into office faced us with the prospect 
if a whole-time salary in local government employ. Mr. Bevan 
’■'as made aware of the strength of our case, and. his proposals 
lurprised everybody and disappointed his friends by departing 
•videly from Labour Party policy. Instead of putting the hospi- 
tals and G.P.s under the local authorities, the latter were 
banished from both these fields. Private practice was not 
prohibited and private beds in hospital were allowed. To be 
fair, it must be said that it was to these facts that Mr. Bevan 
referred when he so frequently talked about the concessions he 


had made to the doctors. Mr. Bevan had also seen that free 
choice in a salaried service was impossible, and therefore he 
preferred part payment by capitation fee. There were other 
favourable items. 

When it became known that Mr. Bevan might suggest taking 
over the voluntary hospitals the B.M.A. was advised that there 
would be a violent public reaction to such an act of confisca- 
tion. Plans were made to join the B.M.A. in this reaction and 
to give maximum support to the voluntary hospital associations 
in their expected fight. 

The plan was published. Within a week it was clear that the 
owners of the voluntary hospitals were not prepared to make 
any fuss at all, and the organizations representing the specialists 
had no criticism to make of the general proposal. The posi- 
tion was lost without a struggle. There was no hope of the 
G.P.s defending the voluntary hospitals if those most closely 
concerned were not prepared to move a finger, and from that 
moment all was over so far as that point was concerned. From 
that moment, too, the financial position of the hospitals as a 
whole deteriorated so rapidly that by' the appointed day they 
would have found it impossible to carry on. 

There is no need to elaborate the reasons for our opposition. 
They were sound. The Bill, in its proposed form, clearly left 
it to Mr. Bevan to decide just when freedom should die. The 
profession decided by plebiscite that it disliked the thing so 
much that it did not want to hear the terms and conditions of 
service, and decided not to negotiate. The deadlock was broken 
by the Royal College^’ intervention and an offer from Mr. Bevan 
to examine the whole thing again, not' excluding the possibility 
of amending legislation. The invitation was accepted. The 
profession was restless and suspicious during the following 
twelve months of argument with the Ministry, but the Negoti- 
ating Committee during that time convinced themselves that 
their early impressions were correct and that here indeed were 
proposals which meant death to free medicine. 

The time came when we met the Minister and listened to his 
insults and bad temper for the best part of two days. He gave 
us exactly nothing and he stood exactly where he was. He 
aimed to appeal to the profession direct and undermine 
the B.M.A. 

, The Second Plebiscite 

The reaction of the B.M.A. section of the Negotiating Com- 
mittee was immediate. A brilliant campaign resulted in the 
overwhelming vote of the second plebiscite. Mr. Bevan did 
everything in his power to inflame medical opinion, and went 
to the unprecedented length of having a House of Commons 
debate largely to insult the B.M.A. This is no place to discuss 
politics, but I shall always ask this question, “Why did 
Mr. Bevan try so hard to get an overwhelming vote against 
the Act ? ” At any rate, from now on the whole question 
was projected against a background of high politics which 
we had to do our best to assess from day to day, determined 
not to play anybody’s political game. 

We now had our majority. What were we to do with it ? 
Opinions differed, but in my view it was here that Council 
made its critical error. It decided that it was up to the Minister 
to act, and that no move must come from us. Surely now was 
the time to state our demands. They were reasonable and no 
Government could have ignored them. We had reached a point 
where action would have been decisive ; the initiative was ours. 
We did nothing, and allowed it to pass back to Mr. Bevan. 
(Curiously, in all the criticism there has been, this most valid 
point appears. to have been missed.) 

The outstanding fact of this plebiscite was the vote of the 
specialists. This was the first indication we had that the 
specialists as a whole were interested. What did they want ? 
We never knew. Their individual spokesmen had views, but 
they were all different. What did the total result mean ? At 
a guess it expressed: (1) understanding of the issues involved; 
(2) knowledge which filtered through of the manner of the 
Ministry' ; (3) opposition to any sort of comprehensive service ; 
(4) middle-class reaction to three years ' of Socialism and 
“ tinker’s cuss.” 

.At once arose a possibility of bringing the Government to a 
crisis, but, whatever happened, we had to avoid any action that 
might appear to align us with any political party. Most impor- 
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tant of all, we had to be careful to keep on the right side of the 
_ shadowy line of unconstitutional action. 

The following considerations are briefly those which enjoyedv 
attention. 

Political Considerations 

During the Parliamentary debate at the time of the second 
plebiscite it became clear that on the question of buying and 
selling we had no official support in the Opposition. The pro- 
fession had nothing to hope for on this issue from the Con- 
servatives.- The Government would plainly not give way over 
this whatever the consequences. What might those conse- 
quences be ? Conceivably the worst that could happen from 
the Government’s point of view would be a wholesale absten- 
tion from the Service following the Government’s refusal to 
compromise on any point. In such a situation a first-class 
political crisis would arise, for not only would the National 
Health Act become a dead" letter on the appointed day but 
2 the Insurance Act would also be in danger. 

Such a crisis might be resolved in two ways: (1) by a general 
L election — and it may be taken as certain that the Government 
>Ould have preferred a general election to defeat of the Act 
on the buying and selling issue. Candidates of all parties would 
have had no hesitation in pledging themselves to end the buying 
reAfey ovf pyaevlWf, amd sw, sArAfstar AVer nsrcnV, a new 
House of Commons would arrive at Westminster wholly pledged 
on this matter. (2) The more likely course would not be a 
general election. Those who advocated a fight to a finish on 
buying and selling (the question of just what the diehards were 
prepared to fight on is discussed later) surely overlooked the 
unlimited powers of Parliament in our constitution. There is 
no appeal to any supreme court on any constitutional issue. 
Parliament’s powers- are theoretically unlimited. Politically, 
then, to enter into such a fight on the question of buying and 
selling practices, or to take any responsibility in leading such a 
fight, began to assume forbidding proportions. Was there any 
possibility of compromise ? It was an urgent duty to examine 
this question. 

Onr position on the question was also conditioned by the 
fact that an Act of Parliament was on the Statute Book which 
made the sale of goodwill in a national health service illegal. 
It was clearly the intention of every' political party and of every 
possible Government to have such a sendee and to abolish 
buying and selling inside it 

Such a position could be righted only by the repeal of these 
provisions — a course which no party was prepared to take. 

I am thankful the B.M.A. did not attempt to lead the pro- 
fession to defeat on this issue. 


Goodwill Re-examined 

Mr. Bevan cannot destroy a doctor’s goodwill. His proposal 
was to prevent the doctor from selling it. What is the essential 
of ownership ? Surely the power to decide the destination of 
the property. It appeared, then, that if we obtained substantial 
concessions on other points, if we could obtain the right to dis- 
pose of our goodwill, in view of all the circumstances it would 
be unwise to fight a battle on the issue of buying and selling. 

Disposing of goodwill meant choosing assistants, partners, and 
successors. Here was a way out of this apparently impossible 
situation. 

■ Meanwhile the Government announced through various 
spokesmen that they stood firm all along the line and the Service 
would start on July 5. If the Government continued to take this 
stand the Council was unhesitating in its decision to continue 
the fight. The deadlock continued. It must be remembered that 
concentration on detail obscured in some doctors’ minds the 
basis of the B.MA.’s opposition to the Government. The 
B.MA. was not opposed to the Act as a whole, but to the 
institution under it of a full-salaried service. Retention of 
ownership of practices -was looked upon as a safeguard against 
this. A satisfactory alternative safeguard — and this had to be 
statutory — would clearly diminish the importance of the buying 
and selling issue. When, therefore, Mr. Bevan in the House of 
Commons in April, 1948, promised on behalf of the Govern- 
ment to introduce legislation to make it impossible to institute 
a salaried service under the present Act, and retreated from his 
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proposal for a universal basic salary, the position chanced 
radically. 

Here was a triumph for the B.MA. Looking back at the 
Minister’s cocksureness, at the astounding debate, at the insults 
and bullyrag, it was truly remarkable. The fact of the Minister’s 
defeat was important, but the offer was not enough. Boldly and 
rightly, the B.MA. went to meet him. Questions were put to 
him, answers were received, further questions were put, and the 
final picture appeared. What was to be done ? 

The R.B. later censured Council for having an immediate 
plebiscite. My view is that that decision to hold an immediate 
plebiscite was one of the wisest the Council took. Between 
publication of the Minister's offer and the last day for sending 
in the plebiscite form was an interval of four weeks, surely 
long enough for a well-informed doctor to weigh the matter. 

Be that as it may, the ultimate result was that the R.B. 
accepted Council’s recommendations, and the doctors entered 
the Service. What had been achieved ? Victory or defeat ? 
Should we who for those five years were in the thick of it 
hang our heads, or are we entitled to the gratitude of the 
profession ? Has medicine been saved or is it inevitably 
dead ? 

The answer will be found only by going back to the beginning 
and considering what faced us when Mr. Bevan arrived and 
what faces us now, by adding up the gains and losses and, 
without heat or prejudice, striking a balance. 

Our Gains 

Years ago close examination of the position of general practice 
in a State scheme led us to put first and foremost the principle 
of free choice. If this could be established there flowed from 
it payment by results, and competition ensuring independence. 
This priceless thing was conceded by the Minister in his original 
draft, but so long as he retained the power to bring in salaried 
service by regulation it was of little value. I therefore put, as 
far exceeding everything else, the promise of amending legisla- 
tion on this matter in a class by itself. This was one of the 
things we won by the second plebiscite, and it was the one way 
in which free choice could be safeguarded and rumed from a 
faint hope into a hard fact. 

Let us tabulate the other gains : 

1. Mr. Bevan started by consulting the T.U.C.' He ended by giving 
way to the B.MA- 

2. There is no local-authority control of hospitals or of genera] 
practice. 

3. Private practice exists and there is no division Cl the profession 
into private and public doctors. 

4. G.P.S are in full and free competition (inside a State service!). 

5. Health centres are to be experimental in the nature of things, and 
there is no chance of doctors being crammed into health centres 
before the merits of these have been assessed. 

6. We practise in our own premises and cannot at any time be 
forced into a health centre. 

7. Universal basic salary has gone and with it the threatened 
control of certification and the divided loyalty of the doctors. 

S. The legal' committee (on which Mr. Bevan appointed our legal 
advisers) has examined the whole question of partnership. Its find- 
ings are to become law_ and doubtless will mutilate Sections 34 and 
35~, which we hated so much. 

9 We have the power to choose our own partners and assistants 
and so to control the destination of our goodwill. 

10. We have the absolute right to set up in any pan of the country 
which has not been declared a dosed area fcy the Medical Practices 
Committee. 

11. The doctors on the Medical Practices Committee bavr been 
nominated by the B.MA, 

12. Legal representation before the appeal tribunal. 

13. Freedom of speech and critidsm as a declared right (unique 
in any State service). 

14. Oversight of and consultation on all regulations in the draft 
stage. 

15. The right of any practitioner to attend any woman in her con- 
finement if both desire it, and in practice we have got rid of the 
provision in the Act giving the Minister the power to nominate 
qualifications for midwifery. 

“We have not got the right to appeal to the courts, but in 
practically every other matter we have succeeded in getting rid 
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by agreement of the difficulties which confronted us or by 
modifying them in such a way that they will be practically non- 
existent.” These were the wise words of Dr. Dain on Friday, 
May 28, 1948, to the S.R.M., and there is no one more qualified 
to express an opinion. 

But these are all means by which we sought to ensure the free- 
dom of medicine, and I have never had any doubt what that 
means. It means treating your patient without interference — 
clinical freedom — and after six months of the Act I have not 
seen one complaint on this head. 

Direction 

With regard to negative direction the B.M.A.’s attitude has 
always been that there must be a fair distribution of doctors, and 
it has pleaded that the natural force of a universal capitation fee 
would itself solve this problem in the most efficient way. Indeed, 
we had offered that if at the end of two years we proved to be 
wrong we would accept some form of control of distribution. 

At the time of writing there is great disillusion here, and from 
all over the country are coming reports that no more doctors 
are wanted. If the profession now departs from its principles 
on this matter and looks only to its own selfish interest it will 
be exceedingly difficult to move at all, and we shall be faced 
with the sad prospect of telling the Minister that no more 
doctors are required after crying out for years that it was 
impossible even to start the Service without another 10,000. 
If, on the other hand, we stick to our beliefs — and this means, 
and has always meant , that somebody will come along and start 
next door — movement and changing of practices will be actually 
easier than before, since the amount of doctoring required, and 
thus the demand for assistants, partners, etc., is bound to be 
greater and there will be no capital financial difficulty. 

Let us now deal with the most formidable argument used by 
the “ Noes " during the last plebiscite — namely, that the 
Minister’s promise was not to be trusted and that since the 
Government could at any time bring a salaried service by 
legislation we were no better off. The promise of legislation was 
a Government pledge, and we have not reached a state of affairs 
in this country when such a pledge should be doubted. We 
were bound to proceed on the assumption that it would be 
honoured, and Sir William Douglas’s letter inviting the B.M.A. 
to begin immediate conversations on the framing of the Act 
quieted such fears. As to the second point, any Government 
can always bring in any Bill it chooses, and those who argued 
thus merely stated, in a roundabout way, that they didn’t want 
any service of any kind whatever. 

A Summing-up 

Vi e shall see if our trust is misplaced, but if it is we have our 
remedy. The most useful way of summing up would be to give 
i personal reaction to the problem of how to answer the last 
plebiscite questions. As we stood, and assuming that promises 
were kept, on July 5 one could go to one's surgery and carry 
m individual practice, in full and open competition, choosing and 
being chosen by one’s own patients, depending entirely on their 
good will, without any interference with treatment or opinion, 
without a basic salary, a free contractor, free to choose a partner 
or assistants, and in practice able to choose a successor, with to 
financial difficulty between doctor and patient (a godsend in all 
but a few areas), but unable to sell one’s practice. In other 
words, we had won a position which at one time looked impos- 
sible. Was I prepared to fight or to take any responsibility for 
advising the profession to fight on the buying and selling issue ? 
Any who have read so far will have no doubt about the answer 
to that, for here was the crux, and at this stage it was quite clear 
that to do so would be to put all our gains into the balance. A 
fight against the Government would have been all-in — winner 
take all — and a defeated profession would have had to take 
whatever was coming. To risk all these splendid gains on such 
a doubtful issue surely never could have been advised by anyone 
with a sense of responsibility. 

For myself, I had to make a very hard decision, but it was 
a clear duty to speak out. It has been costly and there was 
a very easy alternative, but I have never regretted it. 

It was also our duty to estimate the fighting qualities of the 
profession and its financial stamina for the long-drawn-out 
battles with (possibly) successive Governments. It was only 


after coming to a decision on the lines already indicated that I 
allowed the size of the Fighting Fund to intrude. After all, 
/£66 million is a lot of money, and I have no longer any hard 
feelings on this matter.* 

It was instructive to look back — to the last general election. 
The R.B. was sitting when the results were announced. If any- 
one had prophesied then what we should achieve it would have 
seemed quite outside what was possible. Passing on, if Mr, 
Bevan during the famous Iwo days in December, 1947, had 
treated the Negotiating Committee with courtesy and respeci 
and offered the two concessions on salaried service and basic 
salary alone, there would have been no conflict. Indeed, with 
decent treatment Mr. Bevan could have had us in from the firs, 
with half the concessions he was ultimately forced to give. He 
managed the business with maximum ineptitude, and so arrangec 
matters that each fresh concession whetted our appetite foi 
more. We owe a great ,debt to Mr. Bevan’s methods. 

There is still no certainty about 'what the diehards wanted tc 
fight for. The time has come when somebody should say quite 
clearly whether appeal to the courts and buying and sellinj 
were issues in which the R.B. should have led the great rebel 
lion, and those who claim that the profession has been let dowr 
should be more explicit and let us know just what should havi 
been done. The strong lead with the last plebiscite, which om 
hears so much about, would in effect have been a clear cal 
to fight May we now hear the grounds on which that stronj 
clear lead should have been sounded ? And any answer whicl 
in other words means opposition to the State meddling ii 
medicine won’t do, because the B.M.A. has been fighting fo 
twenty years to get the State to do just this, and had three year 
ago agreed to a comprehensive 100% service administered by thi 
Ministry of Health. 

The tale is told, but all is yet in the balance. Let the doctor 
see to it that negative direction does not spread to the whol 
country — it is in their hands — and that the Service is made ti 
work with good will ; let them not go about proclaiming tha 
medicine is dead or they will soon attend the funeral, and le 
them not 'proclaim that Mr. Bevan has beaten the B.M.A. H 
will be delighted and surprised to hear it, and very willing ti 
believe it. All we set out to achieve was a fair chance to defeni 
free medicine in a State service. Anything which weakens ou 
ability to do this is a great disservice. 

It will be noted that there is no mention of terms of service- 
for the very good reason that the Negotiating Committee wa 
pledged to the contrary. The rate of pay was imposed. It ha 
proved totally inadequate. Large numbers of doctors are ruinec 
or at best financially embarrassed. It is asking a great deal ti 
expect a calm and balanced view in these circumstances ; but le 
the profession take heart. The £66 million no longer weigh 
against us. We are stronger than ever before. We only neei 
a lead, and the financial side, will be remedied very quickly. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under 
stood to require employees to be members of a trade unioj 
or other organization : , ' 

Metropolitan Borough Councils. — Fulham, Hackney,' Poplai 
Non-County Borough Councils. — Dartford, Radcliffe (limitei 
to future appointments), Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint 
ments), Tyldesley. 

•Two small incidents made a great impression on me at the time 
I siarted a talk to a Division with the words, “The BM.A. ha 
always been in favour of a comprehensive service.” A friend o 
mine shouted, “It’s a lie!” On another occasion I asked a ver 
strong diehard how much he had contributed lo the Independenci 
Fund. He replied that he would not trust the B.M.A. with a bras 
farthing. 


Dangerous Drugs Acts: Withdrawal of Authority 
The Home Office announces that Dr. George Mackie Gib! 
(Aberdeen) is no longer authorized to be in possession of or tc 
prescribe those drugs to which the Dangerous Drugs Regulation! 
apply. 



Jan. 29, 1949 


GENERAL MEDICAL' SERVICES COMMITTEE 


SUPPLEMENT TO the 
BmtsH Medical IoctyiL 


49 


GENERAL MEDrCAL SERVICES COMMITTEE 

A special meeting of the General Medical Services Committee 
was summoned on Jan. 19 on the request of the Lancashire 
Local Medical Committee " to discuss and act on the question 
of remuneration." Dr. A. Campbell, chairman of the Lanca- 
shire committee, said that it was felt in his county that the 
urgency t>f this matter was insufficiently appreciated at Head- 
quarters. He complained that the various matters connected 
BTth remuneration were being dealt with piecemeal instead of 
being consolidated in the demand for a higher capitation fee on 
the ground of greatly increased work. He mentioned that in 
Lancashire in November. 1947. before the Service started the 
-number of N.H.I. prescriptions issued was 351,756. with 963,237 
persons on the lists. In November. 1948, the number on the 
lists was’ 1.948.280, and the number of prescriptions 846.431, an 
increase of over 20% after allowing for the approximate 
doubling of the numbers on the lists. There was no special 
incidence of illness in Lancashire during the month in question. 

Dr. S. Wand, chairman of the committee, described the line 
on which the Executive Committee and the Remuneration Sub- 
committee had been proceeding. They had been anxious not 
to go to the Ministry without full information, and it had been 
difficult to obtain figures for prescriptions, practitioners' incomes, 
and increased work. The position of the rural practitioner 
.seemed to be the most urgent, and here the committee had 
concentrated on obtaining additional money for mileage. The 
next question was the betterment factor, on svhich negotiations 
were now proceeding. The next was the number of practi- 
tioners in the Service in excess of the estimated figure of 17,900, 
and the bearing of this upon an increase in the central pool. 
Then came the question of how far the Spens recommendations 
were being implemented, and also the amount of extra work by 
practitioners, on which last point a pilot inquiry had been made. 

The Secretary (Dr. Charles Hill) furnished the committee 
with some up-to-date figures on the application of Spens in a 
number of areas. Not only had the overall figures for a given 
area been ascertained but an endeavour had been made to find 
out the effect on individual incomes. Thus in one Lancashire 
town with 18 practitioners the prospective annual income of 
each had been taken, regard being paid to the ages of the 
practitioners concerned. 

In discussion many members gave their own experience and 
that of' their areas concerning the financial position of practi- 
tioners arid increase of work. Dr. W. Jope, chairman of the 
conference, said that it was evident front the Lancashire repre- 
sentations that some members did not appreciate what the 
Executive and the Remuneration Subcommittee had been doing. 
No charge of “ complacency " could he levelled. He himself 
as a member of these committees had travelled from Scotland 
at least once a week on the average during the last three months. 
•The only possible way to achieve any result was to take the 
question item by item as had been done. For the rural practi- 
tioners something substantial had already been achieved. The 
inquiry was now being actively pursued as to whether Spens 
was being implemented in the various income ranges, and the 
betterment' factor was the subject of current negotiation. 

A question arose whether the Spens Committee had envisaged 
an increase of work in the Service. Dr. J. A. Brown, Dr. W. M. 
Knox, Dr. O. C. Carter, and Dr. S. A. Winstanley, who' were 
members of the Spens Committee, said that it had done so and 
quoted from the report in proof thereof. Dr. Knox said that the 
Committee had foreseen an inevitable increase of work and had 
recommended remuneration on such a scale as would enable 
practitioners to do their work properly, with time for leisure 
and refresher courses. 

Chairman of Council's Views 

The Chairman of Council (Dr. Dain) spoke strongly against 
the policy of going “ bull-beaded ” for a higher capitation fee 
in the way Lancashire had suggested. The various problems, 
each of which required its own special approach, should be 
taken one by one. The information which must precede action 
was not available all at once. Many general statements were 
made by pracritioners, but it was difficult to obtain precise 
figures from them. Incidentally, although they had always stood 
for a uniform capitation fee, he thought that question might 
be looked at again. It might be possible to vary the capitation 


fee, with perhaps an increased rate for the first thousand 
patients, or the fee might be increased with growth in experi- 
ence and postgraduate attainment. The betterment factor must 
go up or down with cost of living. Ultimately the size of this 
factor would depend on the decision of the Whitley Council 
backed by arbitration. 

After a long discussion, during which cases of special diffi- 
culty were mentioned, as, for example, those of practitioners 
in seaside towns, the chairman asked the committee to come 
to a decision. 

The committee then approved the action taken so far by the 
Remuneration Subcommittee, and also a proposal to make 
representations to the Ministry immediately on the betterment 
factor to be applied to that part of a doctor's income from 
the Service which is estimated to be net income. As a matter 
of urgency the Remuneration Subcommittee was instructed to 
prepare, in the light of the discussion at that meeting and of 
information now being obtained, a draft memorandum for 
•presentation to the Ministry, to be considered at a specie! 
meeting of the committee on Feb. 9, after which a statement 
would be issued to local medical committees preparatory to 
a special conference. 

A Special Conference 

It was further agreed that a special conference of representa- 
tives of local medical committees should be held on March 3. 

Dr. E. A. Gregg (Chairman of the Representative Body , 
said that the Council of the Association, impressed by repre- 
sentations from the Divisions, had derided to call a Special 
Representative Meeting in March, but before that meeting it 
w-as desirable to have available the views of the special con- 
ference, and it had agreed to suggest to the present committee 
that such a conference should be called. The Council looked 
to the committee, as it had always looked to its predecessor, for 
guidance and information. There was no attempt on the pan 
of the Council to dictate or to interfere with the committee's 
autonomy. 


CONSULTANTS AND SPECIALISTS 

A meeting of the Central Consultants and Specialists Com- 
mittee was held at B.M.A. House on Jan. 20. with Mr. R. L. 
Newell presiding. 

It was reported that the Joint Committee with the Royal 
Colleges had now been appointed with the following, slightly 
revised, terms of reference: 

(а) to represent consultants and specialists in the impending 
negotiations with the Government on matters arising out of the 
Nau'ona! Health Service Acts and the report of the Spens Committee 
on the Remuneration of Consultants and Specialists: 

(б) to prepare and to submit for the consideration of its constituent 
bodies a scheme, including terms of reference, for the future work of 
the committee. 

Sir Lionel Whitby, chairman of the Joint Committee, reported 
on the work so far accomplished. The committee was discuss- 
ing a document containing proposals from the Ministry coc- 
ceming terms and conditions of service of hospitals staffs, bu:. 
in the words of the Minister himself, it was intended only as 
a basis of discussion with and comment by the Joint Committee, 
who had no mandate to commit the profession, but only to 
say what they themselves thought the profession might accept. 
The committee was not negotiating -, at this stage it was advising 
the Ministry' on the terms and conditions of service which might 
prove acceptable- to consultants and specialists. There had 
been no disagreement on the Joint Committee, which was w'ork- 
ing most harmoniously. The Secretary (Dr. Charles Hill) added 
that what would emerge from the discussions would be a 
Ministry document which would be folly discussed by regional 
committees and individual consultants and specialists before the 
stage of negotiation- was reached and there would be complete 
freedom to criticize it. 

Resolutions were before the committee, one from the Sheffield 
Regional Committee and the other from a Bradford meeting of 
consultants, objecting to the minority position of the elected 
representatives of consultants on the Joint Committee and the 
over-large proportion of Royal College representation. 

"Mr. Newell replied that the Joint Committee was working 
most harmoniously and urged the committee to await the result 
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of the present discussions before suggesting any alterations in 
its detailed composition. 

It was urged that the terms of reference of the Joint Com- 
mittee should be amended to admit of the representation of 
views of general-practitioner specialists, and this was passed to 
the Joint Committee for its consideration. The chairman 
pointed out that a liaison with the General Medical Services 
Committee on this question had been established, and there 
was no fear at the moment that the general-practitioner specialist 
view would not be represented. 

Co-option to the Committee 

The applications of several associations representing branches 
•of specialists for representation on .the committee came for- 
ward. The chairman pointed out that the committee had power 
to co-opt three members, and had already co-opted one 
(Mr. C. E. Kindersley), but he thought it would be wrong to 
have associations as such represented, and this view was sus- 
tained by the committee itself, on a show of hands, by a large 
majority. 

Certain proposals were made for the co-option of two other 
members, and in particular it was pointed out that it was desir- 
able to include a whole-time tuberculosis officer ; but it was 
decided to defer the matter until the next meeting in order to 
allow of suitable nominations. 

Terms and Conditions of Sendee 
The Executive Committee brought forward a report contain- 
ing as many as 19 recommendations on various matters which 
had been referred to it for consideration or had been taken up 
on its own initiative. The first recommendation, that it should 
not be incumbent upon a specialist in contract for full-time 
services to undertake domiciliary visits without payment, and 
that he should have the option to revert to a part-time basis, 
with the right to engage in domiciliary visits, was after discus- 
sion referred back for further consideration ; and a recom- 
mendation that consultants requested to undertake a domiciliary 
consultation at night should receive a higher rate of remuneration 
was lost. 

The committee, after an explanation by the Secretary, agreed 
that the following five points should be represented to the 
Ministry concerning superannuation: 

(1) That the option given to general practitioners to remain outside 
the N.H.S. superannuation scheme and receive the Government’s 
8% contribution towards the maintenance of approved life insurance 
policies be extended to specialists in contract with regional boards 
and boards of governors. 

(2) That the option of transferred officers to decide whether to 
.'.'ain the rights of alternative superannuation schemes be extended 
Tmil the final terms of service for hospital medical staff are published. 

<? i That specialists practising in partnership be entitled to have their 
-.mnuation contributions and benefits adjusted in accordance 
Hun their partnership agreement. 

(4) That where the services of a specialist are retained beyond the 
"c u 45 he should be entitled to continue to make contributions 
* ’ i p'i ’ ive additional benefits. 

M fhat specialists who on retirement are not entitled to any 
under the superannuadon regulations should receive the 
' ' n ernment’s 8% contribution in addition to the return of their 
own contributions with interest. 

It was agreed to make representations that specialists in the 
onblic service should be granted leave with pay and expenses 
for die purpose of attending professional meetings. It was 
pointed out, however, that “ professional meetings ” must be 
interpreted as scientific meetings. Conceivably professional 
meetings might include meetings called to protest against 
matters arising in the Service, and it could hardly be expected 
that the employing authority should subsidize attendance at 
such meetings. 

After an amendment designed to secure a different wording 
had been lost, the committee agreed to advise regional com- 
mittees to request consultants and specialists not to enter into 
permanent contracts until the terms and, conditions of service 
had been approved by the Central Committee. 

Other matters before the committee concerned the provisions 
to be secured in the amending Bill. Various resolutions from 
regional committees were also considered. A communication 
was read from the Ministry of Health on the constitution of 
regional hospital boards and the considerations which the 
Minister would have in mind in filling vacancies. 


HEARD AT HEADQUARTERS 


Scottish Appointments Service 

The Ministry of Labour’s Appointments Service in Scotland 
keeps registers of doctors and of suitable appointments open 
•to them so that it can help doctors seeking appointments other 
than those in general practice ; these are covered by the Edin- 
burgh office of the Association’s own Medical Practices Advi- 
sory Bureau. The Appointments Service has two offices— one 
at 5, Rothesay Terrace, Edinburgh, the other at 450, Sauchie- 
hall Street, Glasgow. Information can be given about appoint- 
ments with hospital boards, boards of management, local 
authorities, and so on. The department consults the Scottish 
Committee of the B.M.A. on all matters concerning remunera' 
tion, and co-operates with the Department of Health for Scot- 
land. It also has the assistance of a medical member of ib 
own staff as technical adviser. If in future the B.M.A.’s Advi- 
sory Bureau decides to cover any group of appointments deal 
with under this scheme, the Appointments Office will hand ovei 
that part of the scheme to the Bureau. 

90th Birthday 

The friends of Dr. C. O. Hawthorne will be delighted to heai 
that he has attained his 90th birthday. He is a Gold Medallis 
and Vice-President of the Association, and still takes a keei 
interest in B.M.A. affairs. He is living at Hove, in Sussex, ant 
often dispatches to his friends characteristic letters which revea 
those gifts — still unimpaired — of humour and wise judgmen 
that used to delight those who sat under his chairmanship o 
the R.B. and Central Ethical Committee. His many friends it 
all branches of the profession will salute him, and hope tha 
he may be spared as long as he could wish. 

New Medical Film 

A new film entitled “Angina Pectoris” will be shown b; 
the St. Pancras Division when it holds an “At Home” a 
B.M.A; House on Friday, Feb. 4, at 8.30 p.m. Members o 
neighbouring Divisions and any other members of the Metre 
politan Counties Branch are invited. The occasion will marl 
the starting of the B.M.A. film library, and the chairman of th 
Film Committee will welcome members. The film was photo 
graphed by the Harvard Film Service of Harvard Universit; 
and has not previously been shown in Britain. Dr. G. E. 5 
Wand, cardiologist at the Middlesex Hospital, will open 
discussion after the film. 

Hazards of Rural Practice 

A school-mistress living in the depths of Northumberlan 
writes to express her gratitude at the way the doctors in he 
district travel around the farms, often on horseback, sorm 
times through storm and snow. When the weather is abot 
to break, horses and sheep sometimes race down the roads 
from the fells and may' be difficult to get past, besides being 
an alarming obstacle. She ends on a warning note : “ The 
teaching profession has been so slow to recognize the difficulties 
of the rural head master or mistress that many small schools 
have had to close for want of staff, and when I leave here this 
school is scheduled for closure.” We must see to it that the 
Government does not allow a similar fate to overtake medical 
practice in rural areas. 

Mobilization 

Up in North Yorkshire the Joseph Rowntree Village Trust 
has proposed to introduce a development of rural health ser- 
vices in the form of a mobile unit — a trailer towed by a motor 
vehicle. The object of the mobile service is to convey as 
nearly as possible to the homes of the villagers facilities for 
a maternity and child welfare sendee which would compare 
favourably with those provided in the modem urban health 
centre. The trailer has' a floor space of 140 sq. ft., with 
apartments for doctor and nurse, and screened dressing space 
for patients. A memorandum on the subject has been received 
by the committee of the Association which is looking into the 
question of health centres, and the committee has suggested 
that the unit be made available for the use of local general 
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practitioners. On the other hand, a proposal for mobile 
laboratories docs not appear to have found the same Dvour 
It may be remembered that at the last Annual Representative' 
Meeting a recommendation was made that pathologists should 
be enabled to travel to outlying mortuaries with full, equipped 
motorized laboratories, but this was referred back for further 
consideration, and now the committee ■which broueht it for- 
ward has modified the proposal b) adding that' whenever 
practicable (he cadaver should be brought to the pathologist 
for examination rather than the pathologist to the cadaver.' 


Questions Answered 


Delivery of Medicines 

Q- 7s the distribution of bottl-s oj me Heine, etc pa r t of 
a State doctor's obligation under the Once the medicine 

is dispensed and put reads for collection from th* doctor's 
surgery. I lta\e alwacs understood tl.r.i the fetching of it is 
up to the patient or fits r tiati\es to arrange . 

A— The Ministry of Health state- . We do not think that the 
new scheme puts any grea'cr obligation on the doctor than 
there was under the old scheme in other words, we do not 
think there is any legal li oihtj for a doctor to deliver medi- 
cines to a patient. His liability extends to supplying the 
medicines at his xurcciv, though it may be convenient also 
for him to deliver when making a visit W'e do know that a 
good many doctors have helped ‘heir patients by making special 
arrangements for the deliver - r co. lection of medicines, and 
we should be sorry to Ss.e am su-h arrangements discontinued. 

Development Charges 

Q.— 7/ a rnediecl practit oner buss a house which previoush • 
was used only for residential purposes and males it tr.to a 
combined residence and s: rger for Sationcl Health Sen-ice 
patients ( making no structural aluiut’onX is he liable to pay 
development tax on it 7 Since V77 5 practices are not allowed 
to be sold, it appears that tsmg the house for professional pur- 
poses would not raise tht c' n merc ! a! \alue of the property. 

A. — The Association’s solicitors have expressed the opinion 
that the use of part of such premises as a surgery is a change 
of user and is “development" for the purposes of the Town 
and Country Planning Act ’.947, and that consequently the 
permission of the local planning authority will be required 
under the Act. A development charge becomes payable only 
when the rise in the value of the land is consequent upon the 
development of such land itself. In this case, in view of the 
provisions of Section 35 of the National Health Service Act, 
the solicitors consider that there can be no increase in the value 
of the property in consequence of the use of part of the premises 
as a surgery, and therefore they do not expect that a develop- 
ment charge wall be payable. The solicitors add: “This is a 
question for the determination of the Central Land Board. If, 
contrary to our opinion, the Board decides that a development 
charge is payable, it is impossible to forecast the amount, but 
we cannot conceive that under the circumstances the amount 
would be large.” 

Advance Payment of Compensation 

Q. — 7 have recently received an adiance payment of compen- 
sation claimed by me on the grounds of hardship. Should 7 
expect a further payment as final settlement u hen the value of 
■ny share is assessed for compensation purposes, or will this 
further payment be deferred until death or retirement ? 

A. — At present it is possible to pay only a proportion of the 
sum due in compensation to any practitioner. If the advance 
payment already made has been sufficient to relieve the hard- 
ship which formed the grounds for claiming early payment, 
there is no obligation on the Minister to pay the balance of 
compensation due until retirement or death. If, however, a 
practitioner still suffers hardship when the final assessment 
reveals the total amount due to, him, he may submit a further 
:Iaim at any time. 
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Correspondence 


The Rural Doctor under the Act 

Sir, — I would like first of all to emphasize that the anxieties 
-tnd uncertainties which now beset the country practitioner are 
hot artifacts of medical politics but are very real and harassing. 
Jndeed. the country doctor would seem to be the only one to 
lie denied the “ social security ” which it is the object of the 
Rvo great Acts to ensure for all. At the outset, too, I would like 
'o stress the fundamental need for a simpler and ” s'raighter ” 
System of appropriation and supply than the present one, where 
Various “pools” and “funds” take the place of ordinary esti- 
mates and payments. The ordinary capitation fee, for instance, 
how gets tangled vvith mileage grants and disbursements for 
’ fixed annual payments,” -so that it has differing values in 
different counties. It should be a fixed sum per patient which 
^very practitioner should receive nationally without any deduc- 
tion for any other appropriation. 

In urging this I am aware of the difficulty that arises from 
'he fact that many of the population “ at risk ” do not choose 
4 doctor and so do not appear on any doctor's list. As again-t 
these, a “ pool ” of unspent money naturally tends to form 
Btut I do not agree that the allocation of this money need be 
a n insuperable problem. The money could be claimed from 
{ (ie Treasury, and there are several ways in which it could be 
disbursed without affecting the value of the capitation fee. Or 
! f the Treasury sanctioned a really adequate capilatior fee for 
e ach patient actually on a doctor’s list would it matter if the 
Unallocated money went back to the Treasury ? 

In the same way it surely can only be an actuarial problem 
fix a nationally uniform value for each “ unit of mileage ” — 
diat is to say, for each mile of “ ordinary ” mileage and each 
Pule of “special” mileage. Every doctor everywhere should 
Dceive this sum for each “unit of mileage” on his lists. If 
Hie total amount so paid out should be less than the estimate, 
die surplus should go back to the Treasury as a refund, and if 
n iore (after due care in checking lists) the deficit should be met 
by the Treasury. Clearly, too, “ fixed annual payments ” once 
Approved should be met in full by an appropriation from the 
"treasury. 

To come now to the specific case of the rural doctor. I have 
firmed the opinion that the following arrangements would go 
a very long way to meet the needs of both the “trulv rural ” 
doctor and also the doctor in a small town or large village with 
a country practice around. They are: (I) a really adequate 
Epilation fee with or without a fixed annual payment; (2) a 
r s a ily adequate mileage grant'; (3) a grant to meet heavy tele- 
phone expenses ; (4) a grant towards the upkeep of branch 
Sl irgeries ; and (5), where a doctor has to dispense, a grant 
jp wards the employment of a dispenser. Over and abov e these, 
iq the case of the out-and-out rural practices in sparsely popu- 
lated, isolated, and topographically arduous localities tbere 
should be “ difficult district grants ” replacing the present ill- 
n'smed and ill-defined “ Inducement Grants.” 

To comment now on these: 

(1) Capitation-Fee. — The present capitation fee of, at best, 
Tjs. per patient is, of course, manifestly inadequate for any 
doctor anywhere, and miserably so for the country doctor with 
a small list. For the latter I think a graduated system of capita- 
tion would he advantageous as well as a fair arrangement all 
rc,und. It would divert badly needed money into country 
Practices from swollen lists in the towns. 

My idea of a minimum adequate scale of capitation payment 
"ould be: 28s. per patient for the first 1,000 on list; 26s. for 
th e next 1.000 ; then 24s. and 22s. for the last two thousands. 

Alternatively, too, the capitation fee could be graduated on 
ar i actuarial basis in relation to the risks run. So a standard 
k-Vcd capitation fee might be doubled for children under 10 years 
of age, and doubled also for patients aged 60 and over. It is, 
of course, these age groups that produce the heaviest demands 
u bon the general practitioner. Parents are always and naturally 
ar ixious about ill children, and it is during the first ten years of 
i’A life that the average child runs the gauntlet of the common 
e 7anthemata. The dependence of the ageing and aged upon 
tfteir doctors needs no comment. 
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As regards “ fixed annual payments ” or “ basic salaries,” I 
see little use for these in their present prostituted and attenu- 
ated guise — and I write after reading Dr. Gray’s thoughtful and 
lucid defence of them at a recent meeting in London ( Supple- 
ment, Dec. 4, 1948, p. 203). From the beginning I have myself 
advocated the “ universal basic salary,” not under that un- 
fortunate name of “salary” but as a “retainer" to cover the 
practitioner’s general obligations to the Service as distinct from 
his individual contracts with individual patients under the 
capitation fee proper. 

It seems to me that the only solution to this problem as 't 
now stands is to revert to “ universal ” fixed annual payments, 
or else have none at all. Certainly such payments should be 
met by an ad hoc appropriation from the Treasury and not 
be mixed up in any way with “ capitation/’ 

(2) Mileage Grants. — Adequate mileage grant? would go a 
very long way towards solving the country doctor’s financial 
problem, and the new trend of the B.M.A.’s policy seems to 
be to delete the “inducement’’ grants and make up for them 
in mileage. There is a very great deal to be said for this. 

“ Inducement ” is something abstract and difficult to assess. 
A mile is something accurately measurable for which there can 
be an equally definite and measurable monetary equivalent. 
The aggregate number of units of mileage, “ ordinary ” and 
“ special,” will in a general way give an accurate impression 
of the difficulties and costs of an average country practice. But, 
to be adequate, mileage must not be narrowly confined to the 
computation of the costs of running a car in terms of petrol 
and general wear and tear. It must also take account of the 
time spent in travelling, which is a very definite limit to the 
earning capacity of the doctor, as well as often “ a weariness to 
the flesh.” 

In computing mileage costs regard should also be paid to 
the conditions governing the replacement of cars at present. 
Usually the doctor has now to pay more than the new price 
for a well-used “ off covenant ” car. It would be a great help 
to the rural doctor if the Minister could aid him to get a 
priority for acquiring a new car when necessary. This would 
also help to reduce the enormous repair bills which have to be 
paid by some of us who perforce must drive old cars over 
bad roads — another factor that needs to be taken into account 
in computing mileage. 

(3) Telephone Expenses. — These, in my own case, can mount 
up to £70 or £80 in a year, a very formidable sum. The Secre- 
tary to the B.M.A. has made the useful suggestion that trunk 
calls to hospitals, etc., should be charged forward. But this 
leaves unsubsidized the large sum spent annually on local pro- 
fessional calls. The difficulty, of course, is to disentangle tHe 
purely professional from the purely social and persona! calls 
without keeping an irksome record of all “ calls out.” It should 
be feasible, however, to contrive some formula for “.grants in 
aid ” for these “ local ” calls — which may often cost a shilling 
each or even more. 

(4) Branch Surgeries. — Where branch surgeries are occupied 

and approved to be necessary, a grant should be forthcoming 
to cover the cost. This cost is often considerable, and may 
include not only rent but the remuneration of a caretaker, 
phone, heating, lighting, and rates (if the doctor owns the 
premises, as he often does). ~ 

(5) Dispensing. — Where the doctor still has to dispense, due 
regard should be paid to the fact financially. Taking my own 
case, at my main headquarters in the Pembrokeshire hills there 
is no chemist nearer than 9 miles (12 to 14 miles in other direc- 
tions), and it would often cost patients 20s. to 25s. to hire a 
car to get urgent medicines if I did not dispense myself. In 
these cases, over and above the drug allowance or drug tariff 
there should be a grant to enable the doctor to employ a 
dispenser so as to release himself for purely medical duties. 
It seems to be my recollection that early on in the House the 
Minister mentioned this as one of the things he had in mind for 
country doctors to relieve them of their dispensing and of much 
of their clerical work. I have been unable, however (and so 
has the Editor of the Journal), to trace the report of this. 

When all is said and done, however, there will remain a small . 
residue of rural practices that will present features insoluble, 
as it were, in the foregoing sblvents. Most of these will be 
characterized by such features as: 


(1) A negligible urban or village population to supply the “ streaki- 
ness ” of “ easy walking calls ” to the daily bacon. 

(2) Isolation. 

(3) A sparse and widely scattered populau'on with many *' inacces- 
sible ” houses and farms (i.e., inaccessible by car). 

(4) Rigorous and even, dangerous climatic and topographical con- 

ditions in winter (1 have myself twice in nearly a quarter of a century 
been very near indeed to iosmg my life in a blizzard, and in extreme 
frost at night). , 

(5) Lack of social amenities, and difficult living conditions (e.g., a 
'15-mile run each way to the nearest town to get one’s car repaired 

or to visit the cinema). 

These exceptional country practices should, I think, be 
approached in something of the fight of the experience and 
traditions of the-Scottish Highlands and Islands Scheme. There 
should be “ difficult district grants ” for doctors practising in 
such localities. 

And, lastly, now as to the allocation of such grants : Person- 
ally, I distrust both the competence and the goodwill of some 
local executive’ councils in deciding matters such as these. 
Besides, town-bred members of such bodies often have no first- 
hand acquaintance with conditions in their hinterlands. Neither 
■ are the' recommendations of local medical committees invari- 
ably detached and judicial when members are neighbours in 
competition. The local bodies must always be to the Minister 
a valuable source of local information and a check upon any 
misrepresentations. But there should always be available to 
the Minister in these cases (or to his Medical Practices Com- 
mittee) a report of a first-hand “ survey ” of the conditions of 
practice. For instance, the Minister might call upon one of his 
divisional medical officers to visit and report ; and that official 
might well be accompanied by a nominee of the British Medical 
Association. With them the doctor concerned could discuss his 
difficulties and explain his methods of working his practice. 
There is, I think, a great deal to be said for such a personal 
contact with the doctor and the locality — especially if the 
“ visitation ” happens to take place during a heavy snowfall, 
floods, or frost. — I am, etc., 

Clynderwcn. Pcnib. E. ROLANXJ WnXIAMS. 

Sliding Scale of Captation Fees 

Sir, — In “The Secretary Reports" in the Supplement of 
Jan. 15 (p. 21) we find a discussion of the merits’ and defects 
of the graduated capitation fee. That there are merits >"s 
apparent ; the defects are minor matters. 

Prior to July 5, 1948, most of the talk at the B.M.A. Branch 
meetings was concerned with the preservation of freedom, 
doctor-patient relationship, the high ethics, but not one word 
was said about £ s. d., of which we now read so much. .There 
was too much of ethics and too little of economics, and because 
of faulty guidance and dissension evident from the^results of 
the final unnecessary plebiscite we find ourselves in a sorry mess 
It is of our own making and we are the people who can redeem 
our own mistakes ; we need not sit back awaiting the pleasure 
of the Minister of Health ; the matter is in our hands. 

While we await the increase in the capitation fee, let us see 
if this can be more equitably distributed .so that all share in 
accordance with, the responsibility undertaken and the work 
entailed in meeting this responsibility. Let us compare the' 
urban and the rural doctors. 

Only in industrial areas can a doctor acquire a list of 4,000, 
and indeed many have fists exceeding this number. In the 
country a doctor may attain 2.000 or even 2,500, but if he 
has any conscience he cannot exceed this number: he cannot 
possibly attend satisfactorily to patients beyond this number.. 
In the town the patients are more accessible, many in single 
streets where the work is almost door-to-door. Under these 
circumstances a doctor may attend, but not look after properly, 
4,000, and for doing so he gets adequate reward under even 
the existing capitation fee. In the country patients are 
scattered far and wide ; time is expended in travelling ; some- 
times more hours are spent per day in motoring than in doctor- 
ing, but this is not the fault of the country doctor. Under 
conditions of private practice he was rewarded for time spent 
by larger fees from outlying patients ; the larger fee was a 
deterrent which is now non-existent. The country doctor has 
no, or inadequate or inaccessible, hospital facilities : he can- 
not push off a patient by giving him or her a note to S.O.P.D, 
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or M.O.P.D. , he has to stand on his own feet to a Iaree extent 
unaided ; he has learned to do so over years of relative isola- 
tion from aids. The country doctor faces heavy telephone bills 
because the nearest hospital is 50 miles away : the town doctor 
spends a penny ringing up the receiving ward asking for admis- 
sion of his patient who has a bellyache; the country' doctor 
hesitates to push every abdominal case into hospital because to 
do so entails a journey of many mues for his patient, perhaps 
a needless journey ; the country doctor teams to diagnose his 
cases before he sends them to hospital, and by doing so over c 
period of many years he acquires the “art" of medicine and 
avoids becoming a medical sorting clerk. 

The car of the country doctor wears out in a third of the 
time of that of his town colleague. He has to replace it, and 
it costs just the same to buy. to license, to insure, and much 
more to maintain. The country doctor gives up part of his 
house for professional rooms : he has no privacy, little leisure, 
and little facilities for recreation. His family grow up and have 
to be sent a tvay from heme to attend higher school and uni- 
versity' ; the town doctor has these in many cases on his 
doorstep. 

Surely there can be no comparison between the work done 
•in a rural practice and that done in the town per capita. The 
country doctor may have to travel long distances at night in 
all kinds of weather : during the winter months his best tools 
are frequently a spade, ar tow-rope, and some old sacking. 

The extra work which tiie country doctor does may be mainly 
manual work and withstanding of physical hardship, but I feel 
that, although he may fttve chosen to work in the country 
rather than in the town, he should not be punished for having 
done so. The only just way in which the country doctor can 
be compensated for the smallness of his list and consequent 
quarterly cheque is by provision of a graduated capitation fee, 
not applicable to country doctors alone, because there is no 
ciear dividing line between urban and rural areas, but by a 
general sc3' e applicable fci all practices. Naturally the country 
doctor must hat: an aiequate mileage allowance, but there 
must be no qu'-Jon of clarity such as the basic salary, whereby 
a doctor is awarded this ‘j the expense of his colleagues. There 
should be no fund for "fecial circumstances ” ; there must be 
a scheme which is fair to all. 

I suggest that the capitation fee for the first 1,000 should be 
35s„ for the second thousand 30s., and for all over this number 
20s. Were this provided (and these figures are only by way 
of illustration) the urban doctor with 3,000 to 4,000 would 
have an adequate income while the 1,000 to 2,000 of the country 
doctor would provide for his needs ; additional adjustment 
would come from the Mileage Fund, and so we should have 
a more equitable distribution of payment for work done. 

I am well aware that opposition to this graduated payment 
comes from the men vvith maximum lists ; they fail to see why 
they should make themselves responsible for a large number 
at a lower all-rcund capitation fee than does the man with the 
small list. Let them remember that it is in the rural areas that 
the small lists are found, that the country doctor is doing a job 
of work under more arduous conditions than obtain in the 
towns, and lastly let them consider the high ethics of the medical 
profession, of which w'e have heard so much in the past. If 
they are sincere in their consideration of such ethics they will 
agree to provision being made for the doctor vvith the small 
list, the young doctor working his passage, or the old doctor 
who, through failing health after long service, feels it incumbent 
on him to reduce his numbers. The rural practitioners are not 
asking for charity; they are asking for a square deal at the 
expense of no colleague. — 1 am, etc.. 

Anstnilher. Fite. hi. D. S. ARMOUR. 

B.M.A. Committee on Trade Unionism 

Sir. — T he Tunbridge Wells Division of the Kent Branch if 
the E.M.A. decided that it would be advantageous to maintain 
the Groups of the old Local Independence Committee, and we 
in Edenbridge have adopted this suggestion. It is the ever- 
strengthening conviction of a continuously increasing number 
of practitioners that our only method of approach in the matter 
of negotiation and presentation of our case should be through 
a legal collective bargaining machinery such as a trade union 
with wider powers than the B.M.A. now possesses within the 


SL’PPLEMEST to the St 
JBimsH .Medical jolt.no. 


framework of its charter. We were informed that this 
question of trade unionism was raised on June 16, 1 9-15, at 
the Cambridge Annual Meeting, and our Group notes with 
great dissatisfaction that the Committee did not meet again 
until Nov. 9 and Dec. 15. 

We would ask through your columns whether the rest of our 
colleagues feel so complacent and happy in their dealings and 
negotiations with the Minister of Health that they are willing to 
leave this important matter to trickle along so’ slowly, ft is 
understood that the Committee set up were asked: 

(a) To investigate the possibility of forming a medical guDd within 
the framework of the B.M.A. or with such unofficial approval as 
could be given within the limitau'ons of the charter. 

(b) To publish to us the upshot of these cogitations. 

(c) To tell us what constructive steps have been taken to form a 
guild or trade union. 

So far we have had no concrete reply either negative or 
affirmative. 

I would ask you to publish this letter in the hope that it may 
stimulate other men and perhaps other Groups to voice their 
displeasure and lack of confidence in this Committee of the 
BALA. and perhaps spur it on to fresh and productive activities. 
— X am, etc., 

Edewbridst, Kent. J. JEFFERSON COUL 1 HARD. 

V The report of the Committee to the Council of the Associ- 
ation has been prepared and is awaiting final approval by the 
Committee on Feb. 2. A report by the Council will he placed 
before a Special Representative Meeting in March. — E d., BMJ. 

Future Aims 

Sir.- Many members of our once self-respecting and 
respected profession, now doubtless galled by the yoke of 
servitude to which we have submitted, are concerning them- 
selves about the reorganization of ,the. B.M.A., the recent 
Winchester Memorandum being a noteworthy example. It ,'s 
mV belief. Sir, that before giving our attention to reorganiza- 
tion we should all of us be clear as to what are to be the aims 
of the B.M.A. — whether reorganized or not. I do not know 
what were the original objects of the B.M.A. when it was 
founded — and I suspect most medical men are in like case. 

I venture to give below wbat I consider to be worthy and 
desirable objectives for our Association in the rather appalling 
degradation to which we have allowed ourselves to be reduced : 

(.1) To endeavour to bring about the restoration to the individual 
of those responsibiliu'es and liberties of which he has been deprived 
by ill-advised actions of the State. 

(2) To endeavour to prevent further State action tending to the 
diminution of individual responsibility and liberty*. 

(3) To endeavour to restore to the medical profession the freedom, 
dignity, and capacity for service of which it has been deprived by the 
Nau'onal Health Service Act 

(4) To endeavour to educate the public as to the supreme value 
of '.he individual responsibilities and liberties which they have so 
lightly abandoned and daily continue to lose. 

1 think it useless to attempt the isolated restoration of our 
own freedom and dignity — freedom being, I believe, like peace. 
•• one and indivisible ” — and it is perhaps worse than useless if 
we shall use what little power we now have to advantage our- 
selves in petty parochial quarrels with our present (or future) 
Ministry of Health dictator over finances and terms of service. 
If that is to be all our aim it matters little if the B.M.A. remains 
in its present state of ineptitude. 

We. Sir, who might have stemmed the tide oL Slate tyranny 
and given our fellow citizens time to think again before accept- 
ing their increasingly degrading condition of being State depen- 
dants — we, who had victory within our grasp— have given up 
without a ficht. The gods. Sir, seldom give to man the chance 
to fight again a battle upon .which he has once, in cowardice, 
turned his back. .That battle is lost. It is not (or ourselves we 
must fight now: it is for the next generation. We who had not 
the courage to refuse acceptance of a scheme in which not one 
in three of us believed — we who have sold our faith for “ thirty- 
pieces of silver "■ — vve, I think, can only preserve some little of 
our self-respect by making the scheme work, and work well, 
despite all its evils and difficulties. Those of us who have 
accepted service under the scheme must be loyal to it — though 


54 Jan. 29, 1949 


CORRESPONDENCE 


SUPPLEMENT to Titr 
Bmisi! Medical Jouxnm. 


loyalty to any belief has not hitherto distinguished us as an 
organized body. 

I believe we should now concern ourselves mainly with two 
matters : 

(1) Intensive propaganda in papers and periodicals and in flaring 
posters on hoardings and in every doctor’s surgery to make the 
general populace despise and hate their growing status of depen- 
dency and lack of individual responsibility; to make them despise 
“ security " and thirst again for freedom and opportunity ; to teach 
them to despise the Service however efficient we can make it. 

(2) To preach to our successors — the present medical students — 
a scale of values different from those we hold and which have let 
us do this evil thing. 

We, who dared not “ hold the pass,” cannot speak to them : 
our authority is gone. But we have money — the B.M.A. has, 
I believe, large funds. Let us hire and pay generously such 
men as poets, philosophers, artists, travellers, mountaineers, to 
preach to our successors that there are nobler and greater values 
than the monetary ones for which we have sold our own and 
our fellow citizens’ freedom. Let us try to train a generation of 
rebels to redress the evil we have done. 

They have had no part in this shame. They have not com- 
mitted their loyalties to this evil scheme. They can wreck it — 
as it should be wrecked — and set themselves free, and in doing 
that perhaps restore also to their fellow men some small part of 
their lost and shattered freedom. — I am, etc., 

Stafford JOHN FREW. 


POINTS FROM LETTERS 

Proceedings of Council: Correction 
Air Commodore J. Kyle (London, W.l) writes: I wish to invite 
your attention to the statement against my name in the Proceedings 
of Council reported in the Supplement of Jan. 22 (p. 33) to the effect 
that “ so far as their terms of reference were concerned, a permanent 
Commission with pension was not visualized" The two points I 
made were that : (i) The new title of W.R.A.F. did not designate a 
separate service or corps with women’s units, but those women 
enlisted or commissioned on a substitution basis, as applicable, 
(ii) Women doctors would be commissioned under exactly the same 
terms as their male colleagues except in two main, and one lesser, 
respect — i.e. (.a) Women doctors would be commissioned into the 
W.RA.F. as all other women, and (b) The commission, at the 
moment, would still be on a short-service basis only, as the question 
of permanent commissions and pensions had not yet been finalized ; 
(c ) — the lesser point — Rank titles, except in the first rank of Flying 
Officer, would be those at present in use in the W.A.A.F. I suggest 
that, as permanent commissions are visualized, but not so far 
finalized, owing to continuing discussion on scales of pension, the 
uort is incorrect, and that you will as a minimum substitute the 
Jids “was not finalized” for the reported statement “was not 
’ isunlizcd.” 


Association Notices 


PROPOSED ALTERATION IN DENBIGH AND 
FLINT DIVISION 

Notice is hereby given by the Council of a proposal to form 
two Divisions in the place of the present Denbigh and Flint 
Division as follows: 

The East Denbigh and Flint Division : the area of the present 
Denbigh and Flint Division to the east of the Clwydian Range. 

The West Denbigh and Flint Division : that part of the 
present Denbigh and Flint Division which lies to the west 
of the Clwydian Range, with the addition of Colwyn Bay, 
Old Colwyn, and Rhos-on-Sea. * 

Any member affected by this proposal and objecting thereto 
should write to the Secretary of the Association not later than 
Feb. 26, 1949. 

Charles Hill, 
Secretary. 


SPECIAL REPRESENTATIVE MEETING 
Notice is hereby given that on the requisition of the Council, 
and of a number of Constituencies exceeding 20 as prescribed 
by Bylaw 46 (1). a Special Representative Meeting of the British 
Medical Association will be held in the Great Hall, B.M.A. 
House, London, VV.C.l, on Tuesday, March 29, 1949, at 10 a.m. 
The business of the meeting is to consider the question of 
remuneration to general practitioners under the National Health 
Service Acts. 

Charles Hill, 
Secretary. 

By order of the Chairman of 
the Representative Body. 


SPECIAL REPRESENTATIVE MEETING 

Notice is hereby given that on the requisition of the Council 
a Special Representative Meeting of the British Medical Associ- 
ation will be held in the 'Great Hall, B.M.A. House, London, 
W.C.l, on Wednesday, March 30, 1949, at 10 a.m. The busi- 
ness of' the meeting is to consider a report and recommenda- 
tions from the Council on the constitution of the Association. 

Charles Hill, 

Secretary. 

By order of the Chairman of .* 

the Representative Body. ] 

■) - 

Diary of Central Meetings 

. 1 

February j 

2 Wed. Subcommittee on Revision of Rates of Pay and Allow- 
ances 10.30 a.m. / 

2 Wed. Committee re constitutional position of Association, 

2 p.m. ./ 

3 Thurs. Proprietary Medicines Coinmittee, 2 p.nv 

9 Wed. Health Education Subcommittee,. 10.30 ptsn. 

10 Thurs. Journal Committee, 11 a 

14 Mon. Armed Forces Committee,’)? p.m. 

15 Tues. War Memorial Committee, 11.3(1 a.m. 

24 Thurs. Occupational Health Committee, 2 p.m. 

24 Thurs. Committee on Psychiatry and the Law, 2 p.m. 

March 

1 1 Fri. Public Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 

Hastings Division. — At Royal East Sussex Hospital, Tuesday, 
Feb. 1, 8.30 p.m. Mr. Lionel E. C. Norbury: “Cancer of the 
Rectum.” To be illustrated by specimens and lantern slides. 

Lewisham Division. — At Lewisham Hospital, 390, High Street, 
London, S E., Friday, Feb. 4, 8,30 p.m. Dr. D. Stafford Clark: 
*' The More Interesting Aspects of Modem Psychological Medicine." 

North East Suffolk Division. — At Lowestoft and North Suffolk 
Hospital, Sunday, Jan. 30, 3 p.m. Meeting open to all medical 
practitioners. 

Nuneaton and Tamworth Division. — A t Red Lion Hotel, Ather- 
stone, Tuesday, Feb. 1, 8.30 pan. Dr.-J. R. -Owen: “Common 
Obstetric Difficulties.” 

Richmond Division. — At Royal Hospital, Richmond, Tuesday. 
Feb. I, 9 p.m. Agenda: (!) Lecture by Dr. Thomas F. Main: 
“Present Trends in the Treatment of Neurosis.” (2l To consider 
resolution : “ As the cost of living for medical practitioners ha; 
increased by at least 100% since 1938, that the profession should noi 
agree to a betterment factor of less than 50%.” 

Sr. Pancras Division. — At B.M A. House, Tans lock Square, 
London, W.C., Friday, Feb. 4. 8,30 p.m. “ Ai Home " to member; 
of neighbouring Divisions. Film: “Angina Pectoris," by Dr. Joseph 
E. F. Riseman. Dr. George E. S. Ward will open a discussion 
following the film. 

Meetings of Branches and Divisions 
Brighton Division 

The Division held their annual ball at Hove on Dec. 17, 1948 
The proceeds amounted to the sum of £233 12s. lid., and a cheque 
for this amount has been sent to the Royal Medical Benevolenl 
Fund. 
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TUBERCULOSIS AT THE CROSSROADS* 

BY 

C. O. STALLYBRASS, M.D., D.P.H. 

Formerly Lecturer in Public Health Administration, University of Liverpool 


Tuberculosis was described by Bunyan as “ Captain of 
the men of Death.” Perhaps the most important fact 
about tuberculosis is that it no longer holds that pre- 
eminent title. But it is still the main killer of youth in 
its prime, and causes in this country nearly one-third of 
the deaths between the ages of 15 and 39 and a total of 
24,000 per annum at all ages. As a cause of death phthisis 
has been declining throughout the period since deaths were 
first registered and classified in 1S3S — i.e., nine years before 
the appointment of Dr. Duncan as first medical officer of 
health in Liverpool (Ransome, 1915). The decline has been 
remarkably continuous and steady since that date, though 
fluctuations are noticed at times, epidemics of influenza 
fe.g., 1890) and the two world wars being occasional causes 
of temporary' rises. Generally when these events had passed 
the decline continued as before. What, then, has been the 
major cause of its decline ? It is chastening to take the long 
view in this matter. 

Tuberculosis mortality, like infantile mortality, has always 
been regarded as one of the best indices of the sanitary 
well-being of a community. The causes of the great reduc- 
tion of infantile mortality are complex, and it is not easy 
to give each factor its appropriate weight. May not the 
causation of the fall of tuberculosis mortality be likewise 
complex ? Certainly to regard this mortality rate as a 
sensitive sanitary index is a clear indication that we consider 
the reasons for its fall to be complex. 

■ In 1847 the English mortality from phthisis was 3,189 
per million, and the female mortality was 'higher than the 
male ; nearly a century later the standardized death rate 
was 528 per million — i.e., one-sixth of what it was in 1847 
— and the female mortality was 53% of that of the males. 

Tuberculosis Mortality in Infancy 

The ages at death also show some striking differences. 
In 1860 18% of the deaths from tuberculosis in Liverpool 
were at ages under 5 years : and in 1S80 the proportion 
was 32% ; in 1946 the proportion was 6.5%, or only about 
one-fifth of the ISS0 figure. It is, however, reasonable to- 
ask whether all the infantile deaths ascribed to tuberculosis 
in 1880 were in reality so caused. One may question the 
significance of diagnoses such as tabes mesenterica, and 
be in doubt whether that title did not include deaths from 
prematurity', marasmus, enteritis, etc. If we consider deaths 
from tuberculous meningitis we find that equally' important 
changes have been taking place, more especially in infancy 
and childhood. I have obtained from the Registrar-General, 
and have taken out from the Liverpool records, the deaths 
at ages under 1, 1 to 5, 5 to 10, and so on up to 25 years 
of age, since 1915. One of the difficulties in investigating 
tuberculosis records is to be sure that one is dealing with 
comparable statistics, and it is for that reason that the 

*A paper read at ihe North-Western Branch of the Society of 
Medical Officers of Health on Nov. 12, 1 9 4 S . 


figures go back to only 1915 ; before then differences both 
of nomenclature and of tabulation would gravely complicate 
comparisons. What is shown, however, is remarkable. In 
Liverpool the crude mortality during the first year of life in 
1947 was only 9% of that recorded in 1915; in the next 
four years of life it was 18%, from 5 to 10 years 26%, 
from 10 to 15 years 40%, and at higher ages the reduction 
is smaller. But the total phthisis mortality has only been 
halved in these twenty-eight years. Similar, though not so 
pronounced, reductions in the deaths of infants ascribed to 
tuberculous meningitis have occurred in England and Wales. 
The higher the total tuberculosis mortality the greater the 
proportionate reduction in the meningeal fraction of that 
total. In the middle of last century many deaths of infants 
were ascribed to acute hydrocephalus or to cephalitis, the 
word meningitis seldom being used. 

What is the significance of this rapid reduction in 
tuberculo-meningitic mortality ? Tuberculous meningitis 
ensues when a tuberculoma in the brain or meninx infects 
the water-bath in which the brain lies ; the tuberculoma 
in this case is the result of a blood-borne infection arising, 
as a rule, in a primary infection. It would appear, then, 
that this very rapid reduction in meningeal deaths results 
from a quite considerable reduction in infection of infants 
with the human bacillus, or at least of massive infection. 
That this rapid rate of reduction follows upon the passing 
of the National Insurance Act, 1911, and the inception of 
sanatorium benefit and the setting up of tuberculosis 
departments generally may be no coincidence. In Denmark 
in 1945 only 28 deaths from tuberculous meningitis took 
place, of which four were in Copenhagen. This observa- 
tion may be a valuable clue in the tuberculosis labyrinth. 
One thing is sure: it bears little or no relation to the 
improvement of milk supplies or the pasteurization of milk. 
The case for these as preventive of tuberculous peritonitis 
and of bone and joint disease needs no further comment ; 
it has been adequately presented by Wilson (1942) and is 
conclusive. Every case of tuberculous meningitis in child- 
hood should be regarded as a pointer to a dangerous open 
case of respiratory tuberculosis in the immediate entourage 
of the sick infant ; this case should at once be sought and 
the appropriate action taken when found. 

In comparison with a guinea-pig. man is resistant to attack 
by the tubercle bacillus. He cannot presumably be infected 
by a single bacillus as can the cavy. Every overt case of 
tuberculosis is an example of a breakdown of resistance. 
Repeated massive doses of infection, especially in infancy, 
provide one of the methods by which that resistance is 
overcome. Any measures which tend to reduce or prevent 
such massive infections will be preventive of tuberculosis 
— the disease that kills and maims. I have used the 
tuberculo-meningitic mortality as a possible index of a 
reduction in massive infection : other evidence will appear 
later. But, regarding the continuous decline in phthisis 
mortalitv for over a centurv, even with the greatest regard 
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for the sanitary achievements of Duncan and his successors 
we cannot think of sanitation as the major factor in the 
reduction. 

Social and Economic Factors in Tuberculosis Causation 
We must accordingly seek for a cause for the reduction 
in some more general factor of social amelioration which 
would affect the resistance of the mass of the population ; 
for the general occurrence of infection within the first 
twenty years of life — at least of urban life — is widely recog- 
nized. This belief is based primarily on the findings of 
Naegeli (1900) in. Zurich and of Burkhardt (1906) in 
Dresden. Naegeli found evidence of tuberculosis in 17% 
of necropsy examinations in those under 18 years of age ; 
but in those over 18 years old the proportion was 93%. 
Burkhardt found the proportions in the same two age groups 
to be 38% and 91% respectively. When the use of the 
cutaneous tuberculin reaction was applied by von Pirquct 
(1911) to children in Vienna in 1909 he found that in the 
age group 13-14 years no less than 91% of the children 
reacted positively. These results relate to urban popula- 
tions. The Prophit Survey (1948), applying the Mantoux 
reaction to student nurses from Wales and Ireland upon 
entry into hospital, found 26% negative reactions as 
against 18% negative amongst English nurses. In England 
there was only a small difference between the percentages 
of negative reactors among nurses of urban (18%) and 
rural (20%) provenance, but in Wales and Ireland the pro- 
portions were 19% and 35% respectively. It is evident 
that in recent years in the rural parts of the British Isles, 
more especially Wales and Ireland, infection with tuber- 
culosis has by no means been universal, even if we take 
into consideration that a proportion of the negative reactions 
may once have been weakly positive and have subsequently 
reverted. Among London medical students only 14% were 
negative ; in students in some universities in the United 
States the proportion is reversed and only 10-15% were 
positive. 

Some economists have used the price of wheat as an 
index of nutrition, and a close correlation was found in 
some countries, notably Germany, between this figure and 
that of the phthisis mortality ; but Sir Arthur Newsholme 
pointed out that in France and Ireland there was no such 
parallelism. This is not surprising, for money is constantly 
changing its value in relation to goods. 

When for the price of wheat we substitute the "real 
value of wages ” — i.e., what you can get with the money 
you earn — as was done by Ewart in 1923, there is revealed 
a remarkably close inverse correlation during the period 
1851 to 1915 in England and Wales. Malnutrition and 
lamine have again and again been shown to be productive 
of a rise in tuberculosis mortality. The 1914-18 war 
appeared to indicate fat shortage as productive of a rise 
in deaths from phthisis ; the rise was earliest and greatest 
in blockaded Germany, later and smaller in Great Britain, 
where U-boat warfare limited imports, and latest and least 
in the United States, where the shortage was least felt. 
Shortage of fat-soluble vitamins was present in greater or 
lesser degree, but Danish and Swedish experiences negative 
a shortage of vitamin A as the main factors in the increase. 
There was also a shortage of first-class proteins according 
to Faber (193S), and he regarded this as the more important. 
It is not practicable to pin the effects of malnutrition to 
the deficiency of one ingredient of the diet. The part played 
by fatigue in the liability to develop clinical tuberculosis in 
wartime must not be overlooked (M.R.C., 1942). 

During the 1939-45 war the rise in deaths from tuberculous 
meningitis and in young adults in this country pointed to 
factors other than nutrition being operative, and the 


increased exposure to infection in air-raid shelters or 
elsewhere appears to have been a major cause. This rise 
reinforces the belief that a high proportional rate of mor- 
tality from meningitis indicates a high degree of massive 
infection in infancy and childhood. 

The real value of wages gives a measure of the capacity 
of the average citizen to acquire goods, but it does not 
indicate how this capacity is distributed among the popula- 
tion or on what goods it is expended. The Registrar- 
General’s figures show the heaviest incidence of tuberculosis 
to be upon the lowest-paid workers — i.e., social Class V 
—whose tuberculosis mortality is double that of the 
professional Class I. 

Numerous coefficients have been calculated (see especially 
Hart and Wright, 1939) which show a significant high 
association of tuberculosis mortality on the one hand and. 
poverty, pauperism, substandard housing, and overcrowding 
on the other. Hart and Wright applied the method of 
partial correlation,* which endeavours to weight the several 
possible factors taken into consideration. The significance 
of overcrowding appeared to be increasing. There can be 
no doubt that poverty is closely associated with tuberculosis, 
and that tuberculosis also causes poverty. Poverty is accom- 
panied by malnutrition, bad housing, and overcrowding, 
the last tending to produce close personal contact with 
open cases. In view of the great overcrowding in so many 
of our great cities we cannot expect any automatic reduction 
in tuberculosis in the near future. As McGonigle observed, 
better housing without a rise in real wages may, owing to 
raised rents, lead to deterioration in nutrition. 

The steady rise in the real value of wages seems to have 
been a major cause of the reduction of tuberculosis mor- 
tality, but this rise was checked at the turn of the century 
and reversed during the 1914-18 war (Han and Wright, 
chart 4), and appears to have been reversed in and after 
the 1939-45 war. Thus the index of real earnings, which 
was 127 in 1875, had risen to 244 in 1939 and has fluctuated 
since then. A fall in this index also occurred in the 1914-18 
war, reaching 176 in 1913 and falling to 146 in 1916 ; it rose, 
however, to 205 in 1920. The economic effects of the recent 
war have, however, been more serious than in the previous 
war, and we cannot anticipate any such quick recovery. 
If this rise in the real value of wages has indeed been the 
cause of the decline of tuberculosis during the nineteenth 
century it is urgent that we take stock of the position in 
which we now stand. At the present time there is a world 
shortage of foodstuffs accompanied by a high world level 
of prices of transportable foods. To expect an early resump- 
tion of the increase in the real value of wages in this 
country — though possibly not in the United States — would 
be tantamount to being blind to the most salient economic 
feature of the times in which we live. If we translate 
increased real value of wages into terms of better nutrition 
and housing, involving greater resistance and less exposure 
to infection in the home, are these really the sole causes 
of the reduction of mortality in the past ? 

'Coefficients of correlation (i, v, and vi are from Pearl, 1940): 

(i) Tuberculosis mortality in arrondissements of 
.Paris, 1911-17, and the proportion of the 

population so poor as to be not assessed to 

house tax ' .. .. r? .. .. +0.977 + 0.004 

(ii) Total pauperism and phthisis in England and 

Wales, 1866-1903 (Newsholme) .. .. +0.89 

(Hi) Mortality for respiratory tuberculosis and 
substandard conditions of housing in 76 
county boroughs (Hart and Wright, 1939)/ 

1931, 1931-3: 

Males 15-24 +0.568 

(iv) Ditto: Females 15-24 .. \ .. .. +0.663 

(v) Tuberculosis mortality and overcrowding , 

(more than 3 persons per room) in Vienna, ' 

1897 +0.892 i 0.047 

(vi) Ditto: (more than 2 persons per room) in 

London. 1908-12 .. ., \ +0.774 +0.075 
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Segregation of Infective Cases 

Sir Arthur Newsholme (190S, 1923) gave evidence that 
there was a close parallelism, especially in later years, 
between the proportion of deaths from phthisis taking place 
in hospitals and other residential institutions and the general 
tuberculosis mortality rate. In 1S69-70, when the death 
rate in England and Wales from respiratory tuberculosis 
was 24.4 per 10,000 population, only 8.3% of the deaths 
from all causes occurred in public institutions. “In the 
year 1920, 362% of the total male and 26.5% of the 
total female deaths from phthisis in England and Wales 
occurred in hospitals, commonly after prolonged, and 
often repeated, stay of the patients in these hospitals.’ 
Newsholmc's figures were severely criticized by Alice Lee 
(1915) on the ground that his measures of segregation 
were badly chosen. Power (190S) had earlier cast doubts 
on the validity of Newsholme's conclusions as applied to 
the nineteenth century. 

I have been able to investigate the matter further, so 
far as it relates to deaths from tuberculosis (mainly phthisis) 
in the hospitals and institutions of the city of Liverpool 
during the period 1S60 to 1946, by taking samples at 
five-yearly intervals, as shown in the following table : 


Year 

Percentage of Deaths from 
Tuberculosis in Residential 
Institutions 

Mortality from Tuberculosis 
per 1.000 

I860 .. 


13 7 

4-4 

1865 .. 


17-2 

5 3 

1870 .. 


141 

4-1 

1875 .. 


17-4 

3-S 

ISS0 .. 


14-4 

3 7 

1SS5 .. 


21*7 

2-9 

1S90 .. 


20 9 

2-7 

1895 .. 


27-6 

2-8 

1900 .. 


37-2 

2-5 

1905 .. 


44 2 

2-6 

1910 . 


50-5 

2-0 

1915 .. 


35-S 

20 

1920 .. 


42-7 

17 

1925 .. 


510 

1-5 

1930 .. 


Sl-I 

1-4 

1935 


600 

1! 

1940 


- 55-1 

09 

1946 


57-2 

09 


From these figures we obtain a coefficient of correlation 
of -0.94 ±0.017, which indicates a very high degree of 
inverse association. It is subject to the criticism that the 
array of figures is too small for accuracy, but a priori it 
appears probable that the increasing removal of cases of 
open tuberculosis to hospital has had considerable influence 
on the reduction of tuberculosis in this country and else- 
where, especially during the present century. One may 
well think that this factor has played an increasing part 
in that reduction since the introduction of sanatorium 
benefit in 1911. The prohibition of indiscriminate expec- 
toration may also have helped in reducing infection. 

At this point we must face present realities. At the end 
of 1946 in this country, despite the addition of 2,440 to 
the number of “ tuberculosis beds ” provided, there was a 
waiting-list of 7,025 tuberculous patients (Ministry of 
Health, 1946). This position arises from a shortage of 
nurses, especially of sanatorium nurses, and not of beds. In 
sanatoria the occurrence of a case of tuberculosis among 
the nursing staff is, in my experience, exceptionally rare. 
The mortality from tuberculosis among nurses is no higher 
than that of the general female population of the same ages, 
but the morbidity would seem to be higher. Any active 
campaign against tuberculosis, whether preventive or cura- 
tive, is at present in this country absolutely dependent upon 
adequate provision of hospital ,beds. If we investigate 
anti-tuberculosis programmes in cither Scandinavia or the 
United States there appear to be waiting beds rather than 
waiting-lists. 


The former standard of one sanatorium bed per tuber- 
culosis death per year is certainly out of date. The actual 
provision in England and Wales is 1.3 beds per death (in 
Liverpool 1.5), but in Germany it is 2.2 (0.7 in Berlin) and 
in Canada 2.5 ; coming to Scandinavia, in Stockholm it ; s 
2.5, in Copenhagen 2.S, and in Oslo 3.0. It is necessary 
to make the best possible use of available beds, both for 
the cure of the individual patient and, with emphasis, for 
the achievement of the best preventive result 

Tuberculosis Among Nurses 

I do not think any responsible person in charge of a 
hospital admitting patients suffering from tuberculosis can 
be happy about present conditions, under which Mantoux- 
negative nurses, medical students, and others come into 
contact with infectious cases. To find that such a person is 
tuberculin-negative and presents no x-ray evidence of a prior 
infection seems to require some attempt at least to increase 
specific resistance, even if complete immunity is out of the 
question. How far the Bacille Calmette-Gue’rin (B.C.G.) or 
the vole bacillus can meet the case I will discuss later. This 
is a matter of serious importance if we are to continue to 
nurse infectious, often advanced, cases of tuberculosis away 
from the home, for it appears highly desirable to increase 
the proportion of sputum-positive cases so isolated. 

One of the factors causing inadequacy of the beds avail- 
able for the treatment of tuberculosis is the increase in the 
average length of stay in sanatoria, which now often 
amounts to twelve months or more. This arises partly from 
the commendable wish of sanatoria physicians to do the best 
for their patients and partly from the increasing armamen- 
tarium, both medical and surgical, available for treatment. 
Earlier diagnosis by mass radiography or otherwise has, of 
course, an opposite effect if the early case can be admitted 
at once, but often this cannot be done. It is deplorable 
that such patients hare to wait for admission while the 
most favourable moments for curative treatment are slipping 
away and while they are possibly becoming sputum-positive, 
to the danger of their families. In 1938 as many as 65% 
of patients admitted to sanatoria in England and Wales 
were classified as intermediate or advanced cases. 

Alterations in Ages at Death 

There is another aspect of the epidemiology of tuber- 
culosis which should be emphasized — namely, the marked 
differences between the resistance of races that have for 
long been exposed to tuberculosis and those that have not 
Calmette (1923) presented the evidence fully and I have 
summarized it (Stallybrass, 1931). There can be no question 
of the reality of these racial differences in resistance to 
tuberculosis. Cobbett (1925) expanded Calmette’s law of 
tuberculosis into the following: “ Peoples are more resistant 
to the attack of the infectious diseases of their own countries 
and districts than to that of foreign diseases with 'which 
neither they nor their ancestors have been accustomed to 
come in contact." Among pygmies brought into this country 
from Africa the disease is rapidly fatal and epidemic in 
incidence ; among Jews who have lived for centuries in 
towns, often in ghettoes, the resistance is high. This clinical 
difference in the course of the disease is accompanied by 
a considerable variation in the age at death. Drolet (1930) 
has published a diagram contrasting the distribution cf 
male tuberculosis deaths per 1,000 among negroes and Jews 
respectively age by age in 1926-8 in New York City. Both 
races lived under closely similar housing conditions. This 
diagram emphasizes two points: (a) the mortality in the 
first four years of life was about 60% higher among negroe 
than among Jews ; and (b) the peak age at death is abo’ 
25 years among negroes and about 45 years among Jews 
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difference in modal age at death of about 20 years. Such 
differences of age at death may be regarded as due to the 
survival of the fittest following Darwinian selection over a 
long period. 

In Liverpool in the past 90 years there has been a 
marked reduction in the deaths attributed to tuberculosis 
in the first five years of life. Bearing in mind what was 
previously said in relation to meningitis and tabes mesen- 
terica, the proportion of infant deaths to the total mortality 
has markedly fallen. In 1860 it was 15.8% and in 1935 
0.8%, but it showed a rise in 1942 to 2.6%, mainly attribu- 
table to meningitis. Similar but smaller fluctuations 
occurred in all ages up to 5 years. 

Again in Liverpool, the peak age at, death wa,s 20-25 
years in 1860-70 ; that period included the Lancashire 
cotton famine. It rapidly rose to 30-40 years by 1875, 
and has so remained with the single exception of 1943 
— following the air raids — when it fell back to 25-30. 
There has in fact been a considerable shift towards older 
ages, even up to 90. In Copenhagen and Stockholm there 
has been a shift towards younger ages in the death rates 
by ages. 

The changes in the Liverpool figures closely simulate 
Drolet’s racial differences. But it is hardly credible that 
Darwinian selection could have affected these changes in 
a mere 80 years: social and economic changes seem to 
provide a more probable explanation. 

Differential Sex Mortalities 

In 1838, when deaths were first registered, the female 
tuberculosis death rate was higher than the male. The 
rates crossed in 1860, and by 1925 the males constituted 
60.2% of the total. With the increasing entry of women 
into industry the proportion of female deaths has somewhat 
increased. In 1901-10 (Newsholme, 1923) there was in 
urban districts a peak age at 45 for men and at 35 for 
women, the male rate at those peak ages being 166 per 
100,000 in excess of the female rate. In rural areas both 
sexes had a peak mortality at 25 years and the male excess 
was slight. The differences in the peak death rates between 
the sexes had been considerably reduced by 1938-9, -being 
equal to a male excess of 25 per 100,000, but the male peak 
age had further advanced from 45 to 55 years. 

These age and sex differences and changes are closely 
related to occupational causes. Before the industrial age 
women worked in the home and were exposed to infection 
from cases never isolated. Exposure to industrial conditions, 
especially silica dust, introduced a more chronic form of 
tuberculosis affecting men ; lately the increase in the number 
of women in industry has increased their exposure to 
infection, and this was especially true in wartime ; at the 
same time advances in the hygiene of the dangerous trades 
have tended to reduce the male excess. It would be of 
interest to know at the next census just what part of the 
male excess is attributable to the excess tuberculosis mor- 
talities of these dangerous trades. Alcoholism plays a part 
in the excess male mortalities, but less so than in the past. 

Results of Tuberculin-testing 
One of the great advances in recent years in our know- 
ledge of the epidemiology of tuberculosis arises from the 
increasing use of tuberculin for testing that sensitization of 
individuals which is caused by infection with the tubercle 
bacillus, whether natural or artificial. The refinements of 
the Mantoux test with its increasing test dosage of tuber- 
culin have improved the sensitiveness of the method and 
rendered it superior to the von Pirquet test, which may be 
negative when the Mantoux test is positive. For this purpose 
old tuberculin, which contains two proteins of differing 


antigenic properties, is commonly used, but in the United 
States and Denmark P.P.D. (purified protein derivative) is in 
general use. In either case it is a test of allergic sensitization 
( and not of resistance — much less immunity — but the paral- 
lelism between allergy and resistance appears to be sufficient 
to permit the measurement of the allergy as a rough test of 
the degree of resistance. It is unfortunate that owing to 
variations in the strength of the tuberculin used for testing 
— noticeably -in Norway — the results of tuberculin-testing 
in one country are often not strictly comparable with those 
in another. 

From the extended use of the Mantoux test it is now 
known that effective , infection with Mycobacterium is not 
so widespread, especially in rural populations, as appeared 
to be the case early in the twentieth century, pace Naegeli. 
Burkhardt, and von Pirquet ; later studies of Schuermann 
(1929) showed pulmonary lesions in only 1.7% of necropsies 
of those under 30 years of age and 11% of those between 
the ages of 30 and 45. Many negative tuberculin reactions 
are found among primitive communities (Topley, 1933), a 
high proportion of positives among most civilized com- 
munities, and a lower percentage of positives in the United 
States and Scandinavia, especially among those who, from 
rural location or economic shelter, have probably escaped 
contact with the bacillus. In Stockholm, states Heaf (1947), 
at 7-8 years only S% were reactors and at 13-14 years 
only 26%. In Stavanger only 22.4% were positive at 10-20 
years. In Denmark nation-wide figures show that two-thirds 
of the population are negative at 14 years ; at 20-23 years 
the proportion is one-third (Holm, 1946). But in Scandinavia, 
where the use of B.C.G. is rapidly extending, the aim is tc 
raise the proportion of positive reactors artificially. It i< 
considered almost antisocial not to be tuberculin-positive 
The results of x-ray examinations largely confirm the 
results of the tuberculin tests. Holm states that a great 
part of those undergoing natural conversion show very 
prompt x-ray changes. Nevertheless the results of the 
Prophit Survey (194S) revealed that- radiologically visible 
changes were seldom found when a recent primary lesion hac 
caused a Mantoux-co'nversion from negative to positive— 
namely, 7.6% among nurses and 8.5% for London medica 
students. Malmros and Hedval! (1938) reported 13.9% ol 
the naturally Mantoux-converted showing primary lesions 
The Prophit Survey further states that the morbidity follow 
ing primary infection was proportional to the degree oi 
tuberculin sensitivity noted on natural M an toux-con version 
It should be the ultimate objective in tuberculosis coniro 
finally to eliminate these natural Mantoux-conversions. Thi 
Prophit Survey considers that “ at the present stage o 
tuberculosis epidemiology it would be vain to hope t< 
' suppress all sources of infection and protect every persoi 
from even small infections. Nevertheless, no rationa 
theory of prevention can be based on the theory tha 
stray small infections produce a beneficial, immunity. Ai 
entirely uncontrolled immunizing process responsible fo 
many thousands of deaths can have no scientific support 
Public health measures should therefore be directed tc 
reducing exposure to a minimum. . . . Certainly even i 
occasional infection cannot at present be prevented mucl 
heavy repeated exposure is largely avoidable. The Prophi 
results have confirmed the importance of repeated exposuri 
as one of the factors in the development of tuberculosis.' 

Obviously such a view excludes any belief that exposuri 
to natural infection by bovine bacilli can serve any valuabli 
purpose. The figures (Prophit Survey, 1948) relating tc 
the marked decline in tuberculosis mortality in the Unitec 
States at a time when bovine tuberculosis in cattle ha 
been almost eliminated and pasteurization has becom 
general show that the virtual elimination of infection o; 
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bovine bacilli in man has not served to retard the con- 
comitant fall in respiratory tuberculosis mortality. 

But such a view will not be applicable to the use f 
* virulent tubercle bacilli for artificially increasing resistance 
to tuberculosis, of which the Bacille Calmette-Guerin is 
the onlv strain that has undergone prolonged test ; still 
less would it apply to the vole bacillus, now under trial. 
Indeed, the Prophit Survey Report says : “ Serious con- 
sideration should be given to the possibility of undertaking 
in this' country [my italics] investigations into the vaccina- 
tion of tuberculin-negative young adults, such as hospital 
workers, entering conditions of particular exposure.” The 
same action is equally indicated in relation to any tuberculin - 
negative contacts of open cases of tuberculosis. 

The Prophit Survey has also thrown light upon the vexed 
question whether tuberculosis in young adults represents 
infection, reactivation, or reinfection. The application of 
Mantoux-testing and radiography enables the first to be 
largely eliminated so far as the tuberculin-negative are con- 
cerned. Formerly much importance was attached to reacti- 
vation of old foci, but the proportion of cases of reactivation 
is possibly smaller than formerly believed. Reliable obser- 
vations show it to be probable that reactivation of a calcified 
focus seldom occurs, as the bacilli contained therein are 
dead, though Blacklock (1947) was able to isolate bovine 
bacilli from calcified glands. This outlook stresses the 
importance of the prevention of massive and/or repeated 
infection. 

Control of Contacts 

In the prevention of infectious disease the control and 
immunization of contacts often play the most important part. 
The greatest attention has been given to the examination 
and observation of contacts of tuberculosis, but of control 
in the epidemiological sense there has been little in this 
country. In France and elsewhere the “ oeuvre de Grancher " 
consists in the removal of the infants of tuberculous parents 
— especially mothers — for an indefinite period. This can 
be regarded as a counsel of despair: the removal of the 
patient would appear to be the better plan if no other 
solution were possible. In Scandinavia the newborn infants 
of tuberculous parents are vaccinated at birth with B.C.G. 
and segregated for ten weeks or thereabouts because of the 
comparatively slow development of immunity in the infant : 
they are then returned to their homes. Heaf (1947) states 
that no vaccinated infant in any of the Scandinavian 
countries has so far succumbed to tuberculous meningitis 
or miliar}’ tuberculosis. Contrast with this the figures 
relating to Black Notley Sanatorium, where the tuberculous 
mother is confined under the most favourable circumstances 
and is instructed in the prevention of infection of her child. 
Despite these precautions, of 11 children who were in 
contact with sputum-positive mothers four contracted 
tuberculosis and two died — i.e., 36% morbidity and !S% 
mortality. 

There can be no question whatever about the importance 
of familial contact with tuberculosis. Deeny (1947) showed 
that in a town in Northern Ireland one-third of all the 
deaths from tuberculosis occurred in houses where there 
had been two or more such deaths. Opie and McPhedran’s 
(1926) figures contrasting the rapid development of Mantoux- 
positive reactions in the child contacts of tuberculous 
patients in comparison with non-contacts fully demon- 
strate the importance of infection in the home. Stewart 
et al (1937) obtained figures of the actual morbidity of 
contacts in rural areas of Tennessee. They showed that the 
incidence of subsequent , cases in a tuberculous household 
was 2.06% in the year of onset. 1.33 in the first year follow- 
ing contact with the index case. 1.15 in the second, and 
lesser figures in the succeeding years. 


We may conclude that in the causation of tuberculosis 
there is an uneasy balance between an increasing resistance — 
not to infection, but to morbidity and mortality, such resist- 
ance being partly racial or genetic, partly nutritional, the 
latter being closely related to the increase in the real value 
of wages during the nineteenth century — and massive and /or 
repeated infection, especially at susceptible ages, as in 
infancy, and later in adolescence and young adult life. 
Such massive infection has been greatly reduced through- 
out the past 80 years, and, speaking generally, increasingly 
so during the present century. The reduction of exposure 
in infancy results in an accumulation of susceptible 
tuberculin-negative adolescents and may cause a relative 
increase in tuberculosis in young adults because the risks of 
repeated exposure are much greater in the tuberculin- 
negative. This susceptibility can be overcome to a consider- 
able extent by the production of artificial resistance. Sili- 
cosis, and possibly other adverse industrial conditions, may 
account for greater and later male mortalities compared 
with those of females. 

Vaccination Against Tuberculosis 

B.C.G. is a living avirulent strain of the bovine bacillus 
which, after 230 successive cultures over a period of 13 
years, was employed in 1922 for the vaccination of children 
born in tuberculous families. It gives a “ normal ” tuber- 
culin, but has never been recorded as having returned to 
virulence or produced a general infection in any of the 
more than 3,000,000 children said to have been vaccinated 
with it in the past 26 years. Nevertheless the Pasteur 
Institute has not yet accorded it the status of “ virus fixe.” 
All the cultures now used for inoculation are derived from 
this strain. The Liibeck tragedy was caused by the admix- 
ture of virulent bacilli with the B.C.G., and those respon- 
sible were convicted of gross carelessness. It is for this 
reason that B.C.G. should be produced in a laboratory 
entirely dissociated from other bacteriological work. 

Recently by the kindness of Drs. Boe and Krohn I 
was enabled to see the Nasjonalforeningens B.C.G. Labora- 
torium in Bergen, where all the B.C.G. used in Norway is 
freshly prepared every week ; the vaccine should be used 
within ten days of production, as it is apt to weaken owing 
to the death of the bacilli. It should therefore be kept in 
a refrigerator or ice-box. Two strengths are produced, 
clearly distinguishable by sight, one being obviously turbid 
and forty times as strong as the other. The stronger one 
is used only for transcutaneous inoculations. The more 
dilute emulsion is clear, and is employed for intradermal 
inoculation. Myren (I94S) states that on a certain occasion 
the stronger emulsion was accidentally used for intradermal 
inoculation of 66 persons ; localized ulceration was the 
only untoward effect, and the immunity produced appeared 
to be more durable than ordinarily. However used, it is 
important, as Holm (1946) points out, that the virulence of 
the B.C.G. strain should be kept at a proper level, and the 
bacteriologist at the B.C.G. Laboratory should be kept 
informed of the resulfs of every inoculation. 

The intradermal method has been more generally used, 
0.1 ml. of vaccine being injected. It has the advantage 
that the dosage is more certain ; it has the disadvantage that 
if through poor technique the injection is given subcutane- 
ously a small localized abscess with enlargement of neigh- 
bouring lymph glands will ensue. Bacilli from such an 
abscess are, however, avirulent when cultured. Even so 
injected the discomfort is minimal and not incommoding. 

The transcutaneous or multipuncture method does not 
suffer from this disadvantage. Birkhaug (1944) gives 
theoretical grounds for the belief that the skin itself is an 
antibody-producing organ. Birkhaug's original instrument 
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released forty needle-points automatically ; its use has 
been given up in Bergen, and five or fewer applications 
of a holder fitted with eight gramophone needles are sub- 
stituted. The skin is first cleaned with ether, the thick 
emulsion vaccine is then spread from a syringe with a. 
needle, and the multipunctures are made. Statistical 
material is still being collected to evaluate this process. 
In Bergen, of 10,568 inoculated some 7,894 were controlled 
after two months ; of these, 7,472 (94%) were Mantoux- 
positive. This result is in no way inferior to those of the 
intradermal method (personal communication). The objec- 
tion that Birkhaug’s instrument was difficult to sterilize has 
thus been overcome. 

It is a strict rule that all persons must be Mantoux-testcd 
before inoculation, and only those who do not react to 100 
tuberculin units (Holm, 194b) should be inoculated. In a 
few cases men have been inoculated by accident during the 
allergic state without any untoward result — i.e., there is no 
negative phase, though an accelerated reaction may occur 
(Koch’s phenomenon). The normal response is that at the 
end of three weeks raised papules appear at each puncture 
point. In six weeks a positive Mantoux reaction is usually 
obtained. In infants this may take ten weeks or even 
more. For infants 16 punctures, for women and children 
24 punctures, and for men 40 punctures are given (Birkhaug, 
1944). The use of B.C.G. involves not only the application 
of the vaccine in the appropriate way but also, if statistical 
fallacies are to be avoided, subsequent protection from viru- 
lent infection until sensitivity is demonstrated. 

Results of Vaccination 

So much for the methods ; what are the results ? Space 
does not permit a- full description of even the better- 
documented experiences relative to but a small fraction of 
the 7,000,000 persons who have, according to Myers (1948), 
been vaccinated with B.C.G. ; the majority of these have 
received the vaccine orally. The matter has been discussed 
by Holm (1946), Aronson and Palmer (1946), Wilson (1947). 
Heaf (1947), Levine (1947), Malmros (1948), Wallgren 
(1948a, 1948b), Rosenthal et al. (1948), and Aronson (1948). 
An Empire Conference in London, international confer- 
ences in Washington and Paris, and annual conferences 
in Scandinavia have taken place. The examples below — 
mainly from Scandinavia, where B.C.G. inoculation is prac- 
tised on a national scale — are recorded for their apparent 
success. Given singly, they might not carry conviction to 
the critical mind ; taken collectively, even the hypercritical 
cannot fail to reach the conclusion that in the varied cir- 
cumstances the use of B.C.G. has been not merely harmless 
but endowed with marked protective properties. 

1. In the Swedish district of Orebro (Malmros, 1948), in a 
population of 230,000 there have since 1942 been 22,413 
vaccinated with B C.G. — i.e., 8,040 newborn, 7,836 children 
over 1 year, and 6,537 adults. During the period 1942-7 only 
one vaccinated person has been regarded as tuberculous : a 
nurse, twice vaccinated, developed pleural effusion ; there was 
no definite evidence of tuberculosis. This example does not 
provide a contemporary control. 

2. The island of Bornholm, in Denmark. The comparison 
here is before and after a period of istensive testing and inocu- 
lation since 1945, by which time 10.337 young persons — i.e., 
23.3% of the population — were vaccinated (Olsen, 1947 ; 
Malmros, 1948). A marked fall in the incidence of tuberculosis 
resulted at just the ages — namely, 7-35 — at which vaccination 
took place. Notifications fell from 134 in 1935-40 to 82 in 
1941-6. The proportion vaccinated is now 27% ; 98% of 
those found tuberculin-negative and offered B.C.G. accepted. 

3. Hyge’s report on an outbreak in the Aurehoej State School 
in Denmark (Holm, 1946) has the force of a laboratory experi- 
ment, but was excluded by Wilson from his survey of the 
subject. The school had had Mantoux-testing followed by 


voluntary B.C.G. vaccination, the last tuberculin-testing being 
in December, 1942. The 368 girls were then in three classes : 
(a) naturally Mantoux-positive, (b) Mantoux-negative who had 
had B.C.G., and (c) Mantoux-negative who had not received 
it. Then in January and February, 1943, an influenza-like 
outbreak occurred, mainly affecting the unvaccinated Mantoux- 
negative. Suspicion of tuberculosis was aroused by the occur- 
rence of a case of erythema nodosum. It was found that the 
source of infection was a teacher who had taught in an 
ill-ventilated classroom while suffering from a supposed 
“ cold,” though gastric lavage later revealed tubercle bacilli. 
Taking the 305 scholars in her class or classroom, the follow- 
ing results were found : 

(A) 105 naturally positive. Four cases of genuine pulmonary 
tuberculosis. Morbidity, 3.8% +1.95. 

(B) 106 negative reactors given B.C.G. Two cases of genuine 
pulmonary tuberculosis. Morbidity, 1.9% ±2.6. 

(C) 94 negative reactors. December, 1942. Seventy rapidlv 
inverted to positive reactors. Of these 70 inverters 41 showed x-ray 
changes and 37 had tubercle bacilli ; 55 had initial symptoms, 10 had 
pleurisy (3-11 months after infection), and 1 had peritonitis. Taking 
those with symptoms and x-ray changes, the morbidity was 43.6% 
+ 10 . 6 . 

Among the 63 girls not using this classroom there was no 
illness, and none of the 11 Mantoux-negative reactors in this 
group became ill. These figures also bear out the belief, held 
in Scandinavia, that persons who have undergone Mantoux 
conversion after B.C.G. vaccination, if they do develop signs 
o' tuberculosis, usually have a short illness of 'two or three 
months and can then leave hospital and have no relapse. 
Comparisons between A or B on the one hand and C on the 
other are statistically significant. 

4. Heimbeck’s figures (per 1,000 observation years) relative 
to the incidence and mortality of nurses at Oslo (Wallgren. 
1948b) : 



Morbidity 

Mortality 

B C.G -vaccinated 

24-1 

2-1 

Non-vaccinatcd . . . , . 

141-2 

' 14-6 ‘ 


5. Rosenthal’s experience (Rosenthal et al., 1948) with new- 
born children born in Chicago during ten years. The mothers 
were interviewed in the- hospital and the children vaccinated 
before they left the hospital. Contrary to what is done in 
Scandinavia, no isolation of the child before or after vaccination 
was carried out. 



Non-Contact 

Contact 

Vaccinated 

Control 

Vaccinated 

Control 

Person-years and proved . . 

5.627 

6,032 

517 

284 

Tuberculosis rate .. 

1-95 

6-46 

3-86 

17-60 

Hospitalized 

.017 

2-48 

1*98 

17-60 

Deaths 

1 

7 

. 0 

4 

Death rate . . 

0-17 

1-16 

0 

140 

Deaths from other causes . . 

27 

22 

3 

2 


Wilson (1947), after a lengthy review of the presen! 
position in regard to B.C.G., concluded that, whilst a pre 
sumptive case for the value of B.C.G. has been established 
the documentary evidence is insufficient to estimate the 
degree of protection it affords, and he makes certain othei 
criticisms which, in the opinion of Malmros and Wallgren 
disregard much of the Scandinavian evidence quoted above. 

In September, 1946, a conference on B.C.G. vaccinatior 
was held in the offices of the Tuberculosis Control Divisior 
of the United States Public Health Service in Washington 
D.C. The deliberations of the distinguished leaders in 
tuberculosis from the United States and elsewhere con- 
cluded from the studies presented to. the conference thal 
B.C.G. vaccination confers increased resistance to tuber- 
culosis for the limited period covered in those studies, anc 
that medical literature reveals no proved cases of progres 
sive disease as a result of B.C.G. vaccination, which car 
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be done without causing severe local reaction. In these 
studies B.C.G. converted a large percentage of non-reactors 
into reactors. The need for revaccination and the time 
interval between vaccination required further study. It was 
recommended that a single laboratory be established to 
produce vaccine for the whole country for use in research 
programmes prepared by the conference, but that it should 
not be produced commercially. 

In America, with .an economic outlook that is favourable 
in comparison with that of Europe and a falling tuber- 
culosis mortality, an expectant outlook to B.C.G. may be 
permissible. In Scandinavia the question of the value of 
B.C.G. is now regarded as a chose jttgee ; it has definitely 
been adopted there on a national scale. In Norway B.C.G. 
vaccination is compulsory for certain grades of the popula- 
tion — e:g., the eighth-grade scholars. At the meeting of the 
Northern Tuberculosis Physicians in Oslo in July last the 
prevailing opinion was that all children ought to be vac- 
cinated from infancy and that it should be repeated in 
childhood. It is difficult to become a nurse in Scandinavia 
without being Mantoux-.positive or becoming so. 

In this country .the .position is such that we cannot afford 
not to have available every resource in the combat against 
tuberculosis ; we cannot possibly be complacent in our atti- 
tude towards its prevention. The control of contacts is 
' gravely hampered: I have in mind a family of four children, 
successively infected from a tuberculous mother and all 
admitted to hospital, whose illnesses, according to Scandi- 
navian experience, could have been prevented. With the 
shortage of nurses arid of hospital beds at least those 
Mantoux-negative nurses who wish it should receive the 
.degree of protection that B.C.G. affords. As a minimum 
.programme B.C.G. should be prepared at a "separate central 
laboratory, say in London, as is done in each of the three 
'Scandinavian countries. It does not seem to be necessary 
to wait another five or ten years, by which time experiments 
may answer some of the remaining questions concerning 
B.C.G. vaccination, before it becomes available for more 
general use under conditions of control such as exist in 
Scandinavia. 

Wells (1947) has vaccinated 121 persons with the vole 
bacillus, and has not observed anything but localized disease 
or any enlargement of lymph glands. "He states that sensitivity 
to tuberculin following vaccination with the vole organism is 
greater and occurs earlier than that following B.C.G. Animal 
inoculation by itself will secure a fixed level of virulence. 
Tytler stated that its safety “appears unquestionable, but can 
hardlv be greater than that which practice has proved for 
BC.G.” (See also Wells, 1946.) 

If adequate control of contacts is to be carried out in 
this country the staff engaged in the purely preventive side 
of tuberculosis control must be augmented. If from largely 
being observers they are to be engaged in actively producing 
immunity their numbers should be at least doubled. In 
.Scandinavia the proportion of tuberculosis officers, measured 
either by population or by number of cases, is everywhere 
considerably higher than in Great Britain. When the people 
are ready to accept vaccination we should be ready to give 
it. We need a “ new look ” in tuberculosis control. 

Summary 

The great decline in tuberculosis mortality that occurred in 
the later two-thirds of the nineteenth century was caused 
mainly by improvement in socio-economic factors of which 
the rise in the real value of wages is the best gauge. This 
rise in value resulted from the increasing productivity of 
machines ; it facilitated better nutrition and housing, and in 
the home it involved a lessened exposure of women, and more 
especially children, to infective cases. For a period bad condi- 
tions in industry weighted the conditions against men, silicosis 


213 


causing a high mortality in later male life ; the male deaths 
now considerably exceed the female. 

In 1911 a factor previously unimportant followed sanatorium 
benefit, which provided accommodation for the segregation of 
earlier cases and became increasingly effective. Previously 
the deaths in Poor Law hospitals took place there largely as a 
result of destitution. Despite the pause in the rise in the 
real value of wages— becoming an actual decline in each of 
the two wars — the tuberculosis death rate continued to fall — 
markedly so in tuberculous meningitis in infancy and child- 
hood. It is assumed that this was mainly due to the segregation 
of infective cases, though improved treatment was not without 
result. Largely owing to the shortage of nurses, this factor 
was inadequate during and after the last war and can no longer 
be relied on. In Scotland tuberculosis mortality is increasing, 
largely among young adults. 

Family contacts of known cases form at least one-third of 
cases of tuberculosis, and the infection of nurses is a serious 
defect in our present system. Vaccination with B.C.G. (or 
the vole bacillus) appears to meet present pressing needs, 
especially as a preventive for the two classes just mentioned. 
Twenty-five years’ experience of B.C.G. has shown it to be 
harmless ; it is universally adopted in Scandinavia, where its 
use — compulsory in Norway — has led to a marked decline 
in incidence and mortality among those receiving it. It is 
recommended by the World Health Organization that it should 
be provided free ; it should be produced centrally and be used, 
in the first instance, for the prevention of tuberculosis among 
known contacts of cases. 
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In this paper is presented an analysis of 2Q0 cases of 
ankylosing spondylitis, together' with a review of some 
current ideas on the disease. No attempt is made to cover 
all its aspects, since the historical and other features have 
been adequately described by others, notably by Buckley 
(1945). Data were obtained from the hospital notes of 
cases admitted to the Royal National Hospital for Rheu- 
matic Diseases, Bath, during, the period 1938-48. These 
do not represent the total number of cases admitted during 
this period. The records for a number of years were lost 
as a result of enemy action, and in many other cases the 
notes were found to be inadequate. Apart from this no 
selection of cases was made, and the figure was limited 
to 200 for statistical purposes. All were proved cases of 
ankylosing spondylitis from both a clinical and a radiological 
standpoint. 

Results of Investigation 

Sex Incidence. — There were 158 (79%) males and 42 
(21%) females. This percentage of women is higher than 
has been recorded by other workers, with the excep- 
tion of Swaim (1939), Gilbert Scott (1942), and Fletcher 
(1944). 

Age of Onset. — The incidence is shown in Table I. In 
no case did the onset occur before the age of 10 years 
and in only three cases was it before 15. The results are 
in conformity with those found by Buckley (1935) and 
other observers, except that a rather larger number of 
cases occurred between the ages of 15 and 20. 


Table I. — Age of Onset 


Age 

No. of Cases 

Percentage 

JO- 20 years 

42 

21 

20-30 „ 

80 

40 

30-40 „ 

45 

22*5 

40-50 

21 

10-5 

50-G0 

11 

5-5 


In one case the age of onset was not recorded. 


Initial Diagnosis. — Only 102 (51%) of the cases were 
admitted to this hospital with a correct diagnosis already 
made. This lends fur'her weight to the suggestion of Gilbert 
Scott (1942) that x-ray examination of the sacro-iliac joints 
should be a routine investigation in all cases of persistent 
low-back pain. 

Associated Factors 

Sepsis . — There was a history or evidence of focal sepsis 
in 22 cases. This did not include dental caries without 
abscess formation. The sites of focal sepsis were catholic 
in distribution, and only three were confined to the pelvis. 
This is of interest in view of the suggestion made by 
Buckley (1945) of the importance of infection from the 
pelvis in this disease. 

Trauma.— Thirty (15%) patients gave a history of 
trauma, which they associated in some way with the 
onset of symptoms. This trauma varied in severity and 
anatomical distribution, and the assessment of its significance 
has proved impossible. 


Exposure to Excessive Fatigue and Shock. — Thirteen. 
(6.5%) cases gave a history of this, but taking into con- 
sideration the war years and occupational hazards this was 
not regarded as extraordinary or significant. 

Childbirth. — Five of the 42 women patients stated that 
their symptoms dated from the birth of a child. Others 
were unaffected by childbirth. A follow-up of this finding 
might be profitable in view of the pelvic trauma and the 
physiological changes in the sacro-iliac joints at parturition. 

Family Hiitory. — In only two cases was there a family 
history of ankylosing spondylitis. In three cases there was 
a family history of gout, and 31 revealed a family history 
of acute or chronic rheumatism. 

Past History. — There appeared to be no significant rela- 
tion between any previous illness and the condition. In 
only 18 cases was there a history of fibrositis or other 
rheumatic condition, and in certain of these cases the nature 
of the complaint seemed vague and of no statistical value. 

Occupations. — These were classified as: (1) occupations 
involving physical effort — heavy 41 (20.5 %L medium. 92 
(46%), or light 32 (16%), and (2) sedentary occupations 
30 (15%). In five cases it was not recorded. In this series 
occupation appears to have little relation to the aetiology 
of the disease. 

Iritis. — In 12 (6%) cases iritis was found. Campbell 
(1947) and Fritz (1937) report a higher incidence. 

Subcutaneous Nodules. — In no case, in spite of a diligent 
search, wefe nodules found. In view of their incidence 
in rheumatoid arthritis this is significant. 

Chest Expansion. — In five patients this was more than 
3 in. (7.5 cm.), in 20 it was between 2 and 3' in. (5 and 
7.5 cm.), in 22 between li and 2 in. (3.75 and 5 cm.), 
in 27 between 1 and 1$ in. (2.5 and 3.75 cm.), and in 52 less 
than 1 in. In 74 cases it was not recorded. The vital capa- 
city was estimated in 15 cases with the following results: 
5,000-4,000 ml., 1 ; 4,000-3,000 ml., 2 ; 3,000-2,000 ml., 5 ; 
and below 2,000 ml., 7. In the majority of cases gTeat 
improvement was noted before discharge. This supports 
the value of institutional treatment with adequate physio- 
therapy, especially breathing and postural exercises, and the 
use of a plaster bed in the acute stage. 

Loss of Weight. — Initially 108 (54%) patients were found 
to have lost weight, in 26 (13%) there was no loss, and in 
66 (33%) this point was not recorded. 

Type of Onset. — In 62 (31%) cases the onset was acute 
and of such severity that the patient was confined to bed ; 
in 114 (57%) it was insidious, usually over years ; and in 
24 (12%) the type of onset was not recorded. 

Initial Symptoms. — These consist of pain and/or stiffness : 
the site in order of frequency is shown in Table II. 


Table II . — Initial Symptoms 


Site 

No. of Cases 

Percentage 

Low back . . 

75 

37-5 

Low back and other sites 

33 

16-5 

Hips 

23 

n-5 

Low back and hips 

20 

100 

Knees 

15 

7*5 

Sciatic pain 

12 

60 

Feet and ankles . . 

6 

30 

Cervical spine 

, 5 

,2-5 

Dorsal and cervical spine 

4 

2-0 

Dorsal spine 

3 

1-5 

Hips and knees . . 


0-5 

Cervical and knees 

. J 

0*5 

Shoulders . 

' I 

0-5 

Unrecorded 

1 

0-5 


Corrected Suspension Stability and Sedimentation Rate.— 
Abnormal readings at some stage were found in 182 (91%) 
The grossly abnormal readings were seen when the disease 
process appeared to be most extensive and most active 
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It is our impression that nearly all cases of ankylosing 
spondylitis will show an abnormal corrected suspension 
stability and erythrocyte sedimentation rate during the active 
phase of the disease. The figures obtained in many cases 
were very abnormal, even more so than those we usually 
see in rheumatoid arthritis. 

Hnematocrit . — In 154 (77%) there was a low haematocnt 
reading. This is in conformity with the view that cases 
of ankylosing spondylitis show a secondary anaemia during 
the active phase. Red cell counts supported this in the 
great majority of cases. White cell counts showed little 
gross abnormality, but Arneth counts revealed a shift to 
the left in 20 out of 24 recorded cases. 

Blood Proteins . — Plasma protein estimations in five cases 
showed little gross abnormality except an occasional high 
total protein figure and a consistently high value for 
fibrinogen. Albumin, globulin, and the A./G. ratio were 
always within normal limits. This is in conformity with 
a larger series done recently in this centre. These results 
are in contradistinction to the findings in rheumatoid 
arthritis, in which abnormal plasma proteins were found 
in approximately 50% of cases (Simpson and Hall Brooks, 
I94S). 

Plasma Uric Acid and Blood Uric Acid . — These were 
estimated in 17S (S9%) cases and were normal in all except 
four cases in which the figure was sh'ghtiy raised, but the 
plasma uric acid was never above 7.5 mg. per 100 ml. 

Wassermdnn and Kahn Tests . — At least one of these 
tests was done in all cases, and without exception the result 
was negative. 

Alkaline and Acid Phosphatase .— In only 27 cases were 
these results recorded and in only four were the readings 
raised — in two the acid phosphatase was 7 and 6.6 units, 
and in the other two the alkaline phosphatase readings 
were 15 and 11.5 units (King method). This is in con- 
formity with the opinions expressed by Desmarais (1948), 
and is of interest in view of the findings of McWhirter 
(1945) and others. 

Muscle Biopsies . — This investigation was carried out in 
18 cases and none showed the changes found in rheumatoid 
arthritis. Muscle biopsies performed in this hospital on 
cases other than in this series also showed no abnormality 
as seen in rheumatoid arthritis (Desmarais, Gibson, and 
Kersley, 194S). 

Aurothcrapy. — Thirty-six patients had been given courses 
of gold — 20 showed no subjective or objective improvement, 
in nine there was some subjective improvement, and in seven 
the results were not recorded. 

X-ray Therapy .— It is our custom to give a series of six 
applications, each of 225 r, in a period of two to three weeks 
.to each affected part. Of 99 cases receiving such treatment 68 
showed improvement. This consisted chiefly in relief of pain 
and stiffness. We find it difficult to say whether the disease 
process was ever arrested, but we are at present engaged 
on a follow-up of patients from this point of view and 
hope to publish the results in the near future. Fourteen 
cases .were not improved from the point of view of pain or 
any other symptoms. In 17 cases the result was not 
recorded. We consider that the result of deep x-ray therapy, 
especially the relief of pain, justifies this form of treatment 
in all cases, and that it should be initiated as soon as 
possible. 

Radiographic Findings 

For the sake of convenience we divided our results into 
four types (Table III). In type 1 bony ankylosis had 
occurred, in type 2 gross changes but no ankylosis were 
• found, type 3 showed osteoporosis or other minimal changes 
alone, and in type 4 there was no abnormality. 


Table III . — Analysis of X-ray Findings 



Total 

T ype 1 

Type 2 

TypeS 

Type * 

Sacro-iliac joints , . 
Lumbar 

Dorsal 

Cervical 

Hips 

Shoulders 

Knees 

Hands 

Feet 

Ankles 

173 

167 

120 

SS 

141 

12 

14 

32 

4 

1 

155 

J3S 

75 

65 

*0 

4 

0 

o 

_ ° 

18 

'] 

46 

2 

2 

o 

o 

0 

16 

23 

27 

9 

5 

11 

3 

0 

6 

12 

12 

40 

1 

2 

19 

1 

0 

Symphysis pubis and ischium . . 

21 showed “ woolliness " 


Discussion 

Certain workers, notably in the U.S.A., favour the con- 
cept that the disease is a variant of rheumatoid arthritis 
(Boland and Present, 1945 ; Lennon and Chalmers, 194S). 
From a study of this series of cases we regard it as a 
separate entity. Our reasons for so doing are: (1) in no 
case has a subcutaneous rheumatic nodule been found ; 
(2) muscle biopsies have never shown the changes associated 
with rheumatoid arthritis ; (3) plasma protein values are not 
similar to those seen in rheumatoid arthritis ; (4) the high 
incidence in males, the beneficial effect of deep x-ray 
therapy, and the ineffectiveness of chrysotherapy are unlike 
the findings in rheumatoid arthritis ; (5) the x-ray appear- 
ances as seen in the spine, hands, and other joints are 
unlike those normally seen in typical rheumatoid arthritis ; 
and (6) permanent deformities typical of rheumatoid arth- 
ritis were not present in the hands or feet in any case 
in this series. 

In 75 (37.5%) cases the initial symptom was pain and/or 
stiffness in the low back. In 53 (26.5%) other cases 
symptoms were referable to the low back and other sites 
concurrently. Initial peripheral joint involvement (elbows, 
wrists, hands, knees, ankles, feet) accounted for 21 (10.5%) 
cases. In 12 (6%) peripheral joint involvement occurred 
initially in combination with involvement of other joints. 
This is of interest in view of the findings of peripheral 
joint involvement by Boland (1946) and Boland and 
Shebesta (1946), whose figures vary between 18 and 30%. 

An analysis of our x-ray results shows agreement with 
the views expressed by other authorities, especially Steven 
(1947). It will be noted thal bony ankylosis had occurred 
in 155 of the 173 cases in which x-ray films of the sacro- 
iliac joints were available. This shows that in the majority 
of our cases we were dealing with the advanced stage 
of the disease, but earlier x-ray films were available of a 
certain number of these cases before ankylosis had occurred. 
We are agreed that the earliest changes seen radiologically 
are osteoporosis of the affected bones (sacrum and ilium) 
and a subarticular zone of osteosclerosis. We are not clear 
which of these changes is primary' or whether they occur 
simultaneously. 

The next most frequent site to be involved is the lumbar 
spine. There was no case in this series in which we found 
involvement of the lumbar spine without involvement of 
the sacro-iliac joints. In one case, in the early stages, 
unilateral involvement of the sacro-iliac joints was seen ; 
later films revealed bilateral changes. We are impressed 
with the frequency with which the articulation between 
D12 and LI is involved. This probably is secondary to the 
considerable stress at this joint. 

The radiological changes at other sites generally corre- 
sponded with the severity of the disease and the location 
of the symptoms. In only two of the 32 cases in which 
the hands were x-ray'ed was there evidence of extensive 
changes. These consisted of translucent areas in the shafts 
of the metacarpals and phalanges (unlike the erosions seen 
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in rheumatoid arthritis), together with a generalized osteo- 
porosis. In 11 cases osteoporosis alone was seen, and in 
19 nothing abnormal was detected. The osteoporotic and 
other changes were associated with a severe and widespread 
phase of the disease, but in no case did we see changes 
characteristic of rheumatoid arthritis. 

The biochemical and haematological data are self- 
explanatory and agree with the findings of other workers. 

Summary 

Two hundred cases of ankylosing spondylitis are reviewed. 
Sex incidence, age of onset, associated factors, accuracy of 
original diagnosis, occupation, and family and past histories 
are enumerated. 

The original symptoms and type of onset are described, as 
are the biochemical and haematological findings. 

The nature of the disease process is discussed, especially in 
its relation to rheumatoid arthritis, and we conclude 'that it is 
a separate entity. 

The analysis of the x-ray findings is discussed. 

We would like to thank Dr. H. J. Gibson, Dr. G. D. Kerslcy, and 
Mr. J. Bastow for their help and encouragement in preparing this 
paper, and Dr. Steven for his help with the radiological details. 
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SIGNIFICANCE OF CLUBBING 
OF THE FINGERS 

BY 

IV. P. U. JACKSON, M.D., M.R.C.P., D.C.H. 

Assistant Physician, SeJIy Oak Hospital, Birmingham 

Perhaps we are rather too apt to regard clubbed fingers as 
dire omens. Lovibond (1938) stated: “The discovery of 
clubbed fingers is condemning to the patient . . . long 
known to be associated with grave disease.” Familial club- 
bing, however, without clinical significance, in which the 
inheritance is of Mendelian dominant type, is well recog- 
nized (Horsfall, 1936; Seaton, 1938; Mendlowitz, 1942; 
Davis, 1946), although Witherspoon (1936) found only 14 
families reported in the literature. Mendlowitz gave an 
exhaustive list of conditions associated with clubbing, at 
the same time pertinently remarking that “mere coinci- 
dence in isolated cases is not sufficient evidence of a 
causal relationship." Among associated conditions of less 
serious import he included simple deformities of the 
chest wall and uncomplicated emphysema and bronchitis, 
although these associations were rare. He even quoted 
“ idiopathic,” apparently non-familial, cases in quite healthy 
people (Campbell a al., 1938 ; Becher, 1941). 

In the course of a few months several people were seen 
whose fingers and toes were clubbed but who suffered from 
no ominous disease. Brief examples follow. 


Cases without Ominous Disease 

Case 1 : Chest Deformity (? Congenital ). — A soldier aged 33 
was' admitted to hospital with tonsillitis. His fingers and toes 
were markedly clubbed. He was sure that they had always 
been that shape, but knew of no similar ones in the family. 
He had no history, symptoms, or signs of lung or heart disease,' 
and all investigations were negative. He also had a deformity 
of the chest wall on the right side involving ribs 6, 7, and 8, 
which were concave in the 'anterior axillary line, producing a 
considerable hollow. This had also been present all his life. 

Case 2 : Familial . — A sergeant-major was admitted to hospital 
for investigation of his headache (migrainous). He had gross 
clubbing of the fingers and toes, and also an apparently congeni- 
tal varus deformity of the fifth toes. There was no history 
referable to chest complaints ; full investigations were nega- 
tive, and had been so previously at another hospital. He knew 
he had had clubbing for at least 20 years, and said that his son, 
aged 2, had had exactly 1 similarly shaped fingers and toes since 
birth. Another interesting fact was that three of his sisters 
were said to, have died from pneumonia. There was no tubercu- 
lous disease in the family. 

Case 3 : Familial. — A man aged 41 was admitted for investi- 
gation of his dyspepsia. He had no history of chest disease, 
but his fingers and toes were clubbed. His two children, aged 
5 and 2, were normal in this respect, but his mother’s digits 
were also clubbed. He had no brothers or sisters. 

Case 4 : No Apparent Associated Condition. — A middle-aged 
man came to the out-patient department with a fractured finger. 
All his fingers were clubbed and, he thought, had always been 
so shaped. He had no history or symptoms of medical disease, 
investigations were negative, no congenital abnormalities were 
discovered, and there was no family history of clubbing. 

Case 5 : Emphysema . — A man aged 62 was admitted for 
investigation of his sciatic pain. For many years he had had 
some winter cough and shortness of breath. He had clubbed 
fingers and toes and fairly marked emphysema, but no disease 
of the chest beyond this could be discovered after full 
investigation. 

Case 6: ? No Associated Condition . — An airman aged 21 wa: 
admitted with mild febrile laryngitis and bronchitis. He rapidlj 
recovered, but continued to complain of a cough, which wa: 
quite dry, some shortness of breath, and vague chest pains 
There were no abnormal signs whatsoever except for dubbin) 
of the lingers, which had been present at the beginning of hi: 
mild illness. Full investigations were negative. 

Case 7: Chronic Bronchitis . — An airman aged 36 com 
plained of a chronic cough all the year round since he was 10 
when he had had pneumonia. He had some white sputun 
in the mornings and some dyspnoea on exertion. Examinatioi 
revealed nothing at all beyond gross clubbing of the fingers ant 
toes. Bronchography was normal. 

Case 8: Past Chest Disease.-— An airman aged 30 gave : 
history of pneumonia at the right base at the age of 5. Whet 
17 he had been in a sanatorium for six months with tuberculosi: 
of the right lung, which had been pronounced cured, and tin 
patient had remained tubercle-free since. He had had rathe 
doubtful attacks of “bronchopneumonia” (? site) since this 
and frequent bronchitis with greenish sputum but no blood 
On examination he was undersized — 5 ft. 6 in. (1.68 m.) it 
height — and looked much younger than his 30 years. He hac 
clubbed fingers and some flattening of the right suprascapulai 
region only. X-my films of the chest and bronchography wer< 
perfectly normal. 

Comment. — Certain points arise. In Case 1 the clubbinj 
might be the result of the congenital chest deformity; bu 
might it not be an associated congenital abnormality ?— 
especially as Case 2 also showed a congenital skeleta 
deformity which could only be an associated condition 
Could there be any relation between the familial clubbini 
in Case 2 and the sisters’ pneumonia ? Case 8 was interest 
ing in that the clubbing was presumably related to pas 
chest disease, had not subsided with healing of the lung: 
and was associated with infantilism. Case 6 had bcei 
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diagnosed as having bronchiectasis, had been down-graded 
to 3. and his discharge from the R.A.F. had been recom- 
mended at another hospital. We found no evidence in 
support of this diagnosis and did not act on the recom- 
mendation. Case 7 was also incorrectly labelled “ bronchi- 
ectasis.” This seems to be the important point arising from 
these cases — namely, that a chronic cough and clubbed 
fingers are not sufficient for a diagnosis of bronchiectasis, 
with its consequent gloomy prognosis, although it is appar- 
ently not rare for this combination to be so evaluated 
without exclusive investigation having been made. 

, Cases with Unusual Features 

Other cases showing clubbing that were seen in the same 
period seem worthy of note because of unusual features 

Case 9 : Rheumatic Heart Disease. — A boy aged 8 was 
admitted with chorea. Two years previously he had had the 
same malady. There were perfectly typical physical signs of 
well-established aortic incompetence and mitral stenosis, but 
there was no suggestion of congenital heart disease in his history 
or on physical or radiological examination. His fingers and 
toes .were markedly clubbed. There were no signs of heart 
failure. His parents had not noticed the unusual shape of his 
fingers until it was pointed out to them. There was no familv 
history of clubbing. 

Case 10 : Cardiac Failure. — A man aged 53 was admitted to 
hospital in a state of congestive heart failure, with bilateral 
hydrothorax. His history of shortness of breath went back 
six months. There was no history of cough or of previous chest 
trouble. He showed early but definite clubbing of the fingers 
The cause of the heart failure was doubtful ; there was no 
evidence of valvular disease and the blood pressure was not 
raised, although the apex thrust was beyond the nipple line 
After aspiration of the chest and routine treatment an x-ray 
film of the lungs was entirely clear except for rather heavy roo: 
markings. 

Comment. — Chrqnic congestive heart failure with mitral 
stenosis is an established cause of clubbing and was des- 
cribed by Thorbum in 1S93, but clubbing in other types of 
failure without congenital lesions, and clubbing associated 
with rheumatic heart disease without failure, must be rare. 
Could the hydrothoraces in Case 10 be the salient factor 
in its development ? 

Case II : Primary Lung Cancer. — A sailor aged aft was 
admitted with the symptoms and signs of a space-occupying 
lesion in the left post-Rolandic area of the brain. Otherwise 
he had no complaints or physical signs except for clubbing of 
his fingers. An x-ray film of the chest showed a small faint 
round shadow in about the centre of the left lower lobe. At 
necropsy this shadow was found to have been caused by a 
primary carcinoma no bigger than 1 in. (2.5 cm.) in diameter. 
There were secondaries in the brain, but the lungs were other- 
wise normal. That so small a lesion should have produced 
clubbing is yet a further argument against the operation of a 
mechanical pulmonary factor, in the production of this condi- 
tion.' Similar cases have been previously reported (Mendlowitz. 
1942). 

Case 12 : Injective Hepatitis. — A boy aged 8 was admitted 
with typical mild infective hepatitis. His liver was palpable and 
he was moderately jaundiced. His fingers were normal on 
admission but showed marked clubbing after a fortnight. 
Unfortunately I do not know what happened to him later. 
Although hepatitis is a recognized uncommon cause ■of clubbing, 
such rapidity of development is rare in conditions other than 
empyema and lung abscess. 

Summary 

Some cases' of clubbed fingers with certain unusual features 
are briefly reported. It is particularly stressed that clubbing 
by itself may be of little significance, and when combined with 
a chronic cough is not sufficient to justify a diagnosis of 
bronchiectasis, although measures should certainly be taken 
to exclude this possibility. 


It is realized that only- one of these cases came to necropsy 
for final confirmation ; but. clinically and from a practical stand- 
point, there was no doubt about the correctness of the 
interpretations. 
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A CASE OF CONGENITAL TUBERCULOSIS 

BY 

J. W. JORDAN, M.D., MJLCP. 

Assistant Medical Officer. Archway Group oj Hospitals 
AND 

H. SPENCER, M.D, F.R.C.S. 

Assistant Pathologist. Central Histological Laboratory Archway 
Hospital 

In previous reviews of the literature of congenital tuber- 
culosis (Beitzke, 1935: Hugbesdon, 1946), only eight cases 
of which appear to have been reported in this country up 
to 1946, the difficulty of proving the congenital origin of 
the disease has always been stressed. This difficulty is 
usually all the greater because important evidence is often 
lost through the destruction of the placenta at the time of 
birth. Proof of many of the cases reported has therefore 
had to rest on circumstantial evidence and on the exclu- 
sion of possible extrauterine causes of infection. Dorothy 
Price (194S) has laid down three requirements for estab- 
lishment of the congenital origin of the tuberculous infec- 
tion ; they are, (1) proof of tuberculous infection in the 
mother, (2) demonstration of tuberculous infection in the 
child, and (3) exclusion of the possibility of infection of the 
child after birth. 

It has been customary to group cases of congenital tuber- 
culosis into two main types — those in which infection 
reaches the foetus via the umbilical vein, and those in which 
it arises from infected amniotic fluid. This second mode 
of infection usually occurs through ingestion of such fluid 
by the foetus, in which case the primary seat of the disease 
is in the intestinal tract, resulting in enlargement of the 
mesenteric glands and later of the glands of the porta 
hepatis. It has also been maintained that infection from 
amniotic fluid may be caused by aspiration of the fluid 
into the air passages. The view that the foetal lung is 
normally capable of respiratory movement, so that amni- 
otic fluid may enter the alveoli, as maintained by Snyder 
and Rosenfeld (1937), has been contested by Whitehead 
el al. (1942), who showed that in guinea-pigs this did not 
occur. They observed that, so long as anoxial conditions 
were avoided, thorotrast injected into the amniotic fluid was 
not aspirated into the lungs. Thus the view that congenita! 
tuberculosis may have its origin in aspiration of infected 
fluid, except possibly during parturition, must at least be 
open to doubt 

Hughesdon (1946), in a review of 35 cases described 
between 1935 and 1945, states that the average duration of 
extrauterine life was 36.5 days in those cases in which it 
was stated. A few of the patients lived for a considerably 
longer period. In every case the tuberculous lesions found 
at necropsy were commensurate with an infection of much 
longer standing than the duration of extrauterine life. 
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Almost all such cases showed at necropsy a miliary blood- 
stream spread ‘of the disease irrespective of the mode of 
origin of the infection. 

In their clinical course most of the cases of the ingestion 
type of infection have shown a certain similarity ; at birth 
the child appeared to be normal and for a time gained 
weight, but later loss of weight, diarrhoea, and sometimes 
jaundice appeared, and death rapidly ensued in a few days. 
The case reported below followed such a course. Both the 
infant and the mother died within a short time of each 
other, and in both cases a post-mortem examination was 
carried out. 

Case Record 

A woman aged 31 was discovered on routine antenatal exami- 
nation in October, 1947, to be suffering from pulmonary tubercu- 
losis. She was admitted to Grove Park Hospital on Oct. 25, and 
subsequently was transferred to Lewisham Hospital, where there 
is a special unit for tuberculous patients in the obstetric depart- 
ment. She was delivered on May 2, 1948. Labour was spon- 
taneous and lasted 15f hours, but was accompanied by a severe 
post-partum haemorrhage of about 3 pints (1.7 litres). The 
placenta was expressed but was incomplete, the small remaining 
portion being removed from the uterus four hours after com- 
pletion of the second stage. No other abnormality of the 
placenta was observed. The infant was immediately isolated 
from the mother, who on the day following delivery developed 
a pyrexia ranging between 99.6 and 102° F. (37.55 and 38.9° C.). 
The mother died about three weeks later. 

The infant was a full-term male child, apparently quite 
healthy. Its weight at birth was 8 lb. 14 oz. (4 kg.). Progress 
was satisfactory, and on the seventeenth day he was transferred 
to a nursery, routine medical examination at this time revealing 
no abnormality. On the twenty-second day it was observed 
that he was taking his feeds poorly and was lethargic, and the 
temperature had risen to 101.6° F. (38.7° C.). The abdomen was 
distended and there was a mild degree of jaundice. On the 
twenty-sixth day he was transferred to hospital, where on exam- 
ination the temperature was found to be slightly raised, the 
abdomen distended, and the spleen greatly enlarged, extending 
downwards into the left iliac fossa. The liver was also some- 
what enlarged, and the sclerae and skin were slightly jaundiced. 
The infant was not dehydrated. A blood count at the time 
showed red cells 3,300,000 per c.mm. ; haemoglobin, 64% 
(Haldane), white cells, 11.100 per c.mm. (56% polymorpho- 
nuclear leucocytes, 36% lymphocytes, and 8% monocytes); 
there were also a small number of primitive red cells. The 
blood Wassermann reaction was negative. 

While in hospital the difficulty of getting the child to take 
his feeds persisted, the jaundice became deeper, and the stools 
were relaxed and offensive. Four days after admission — that is, 
thirty days after birth — he died 

All the staff who came into contact with the infant, both in 
the hospital in which he was born and in the nursery to which 
he was subsequently removed, were later examined radiologic- 
ally for tuberculosis, with negative results 

v Pathological Reports 

Post-mortem Examination of the Mother. — Generally dissem- 
inated tuberculosis , tuberculous peritonitis mid salpingitis ; 
chronic pulmonary tuberculosis — Cavities (up to 2 cm. in 
diameter) with adjacent fibrocaseous nodules in upper lobes 
of both lungs Numerous miliary granulomatous tubercles 
in lungs Dense fibrous adhesions at left apex, obliterating 
left pleural easily No macroscopic tuberculous infection 
in hilar lymphatic glands Bilateral chronic fibrocaseous 
tuberculous salpingitis; caseous material in lumina of fibrotic 
Fallopian tubes, subintolution of uterus, compatible in size 
with a four-months pregnancy ; slight purulent endometritis with 
fibrin and blood clot still attached to the shrunken placental 
site. Slightly serous caseogranulomatous tuberculous periton- 
itis. with adhesion' between the loops of intestine. Granulo- 
matous tubercles in posterior abdominal lymphatic glands. 
Miliary granulomatous tubercles in spleen, kidneys, and liver. 
Slight subendocardial fatty change in ventricular walls of heart. 
Slight congestion of surface of brain. No abnormalities in 


stomach and intestines and endocrine system. Physiological 
activity of breasts. A slightly wasted, well-developed woman 

The chief findings included chronic bilateral pulmonary 
tuberculosis and cavitation with superadded terminal miliary 
tuberculosis. In addition there was a chronic bilateral tubercu 
lous salpingitis, which had almost certainly been present dunns 
at least the latter few months of the last pregnancy, and a mor 
recent generalized hyperplastic tuberculous peritonitis. 

Post-mouem Examination of the Infant (Dr. A. B. Bratton) - 
Generally disseminated tuberculosis; caseous tuberculosis i 
lymphatic glands in hilum of liver .—A wasted, well-develope 
infant showing slight jaundice of sclerae. Mass (2 5 cm i 
diameter) of caseous lymphatic glands in hilum of liver ■ smallc 
caseous, coeliac, para-aortic, and lumbar glands ; caseous glanc 
(up to 1.5 by 0.7 cm.) at bifurcation of trachea and in hila c 
both lungs. Very numerous caseous nodules varying from 
pin’s head to 1.6 cm. diameter in enlarged spleen (7 5 by 5 b 
4.5 cm.) (see Fig.). Caseous tubercles up to 0.2 cni. diamete 
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Photograph of the child’s spleen, shoyving the large caseous are: 
and enlarged lymphatic glands in the hilum. * 

and submiliary granulomatous tlibercles scattered through liver 
A few submiliary granulomatous tubercles in and cloudy swell 
ing of kidney. Two caseous foci (largest 0.4 cm. in diameter 
in lower lobe of right lung and one in lower lobe of left ; a fev 
miliary granulomatous tubercles and an occasional area o: 
caseating bronchopneumonia in rest of lungs. Cloudy swellinj 
of myocardium. Oedema of pancreas. No abnormality it 
adrenals, stomach, intestines, bladder, prostate, or testes 
Oedema and congestion of brain. 

The lesions in the spleen and lung contained masses of acid 
fast and alcohol-fast bacilli in Ziehl-Neelsen stained sections 
Many of the lesions were advanced and appeared to be at leas: 
a month old. No primary focus was found in any of the usua 
sites. The most severe lesions were in the glands in the hilum 
of the liver ; these had caused jaundice by pressure on the bile 
ducts. 

Comment 

We consider this case to be one of congenital tuberculosis 
for the following reasons: (I) The clinical course of the 
child’s extrauterine life was similar to that of other cases 
recorded. (2) Post-mortem examination showed tuber- 
culous lesions commensurate in size and distribution with 
intrauterine infection. Whether these were due to blood- 
borne infection through the umbilical vein or to ingestion 
of infected amniotic fluid is uncertain, but infection was 
more likely to have been through the former route, as the 
glands in the porta hepatis were those most enlarged. (3) 
Post-mortem examination of the mother subsequently 
.revealed active .genital tuberculous lesions, which were 
certainly present during the latter part of the, intrauterine 
life of the child. (4) Immediate removal of the child from 
contact with the mother and failure to find any subsequent 
source of tuberculous infection among members of the 
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staff attending the child make it almost certain that the 
mother was the source of infection. 

We wish to thank Dr. C. D. Coyle, medical superintendent, Arch- 
way Group of Hospitals; Mr. Alistair Gunn, consulting obstetrician, 
and Dr. Simmons, senior physician, Lewisham Hospital; and Dr. 
A. B. Bratton, senior pathologist. Archway Group Histological 
_aboratory. for the use of their records of the cases. We also wish 
o thank Dr. S. M. Tracey, assistant M.O.H. of St. Pancras, for 
c-rajing the staff of the nursery, and Dr. A. L. Jacobs, senior 
physician, Archway Group of Hospitals, for his helpful criticism. 
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rHE MEAT RATION AND BLOOD LEVELS 

INVESTIGATION OF INDIAN SOLDIERS IN PERSIA 
AND IRAQ, 1944 

BY 

GEOFFREY F. TAYLOR, M.A., M.B., B.Ch. 

Colonel. IMS. Ret. 

P. N. CHHUTTANI, M.D.Punjab 

, AND 

SHIV KUMAR, MJL, B.S.Punjab, M.Sc. 

The striking' contrast between the vegetarians and the 
neat-eaters of the Indian soldier population at Shaiba 
Iraq) in the incidence, severity, and type of anaemia 
uffered (Taylor and Chhuttani, 1945) promoted an 
nvestigation into the blood levels of the apparently 
tealthy men on full duty. 

The garrison had about 17,000 meat-eaters and 1,188 
■egetarians. Two units (S and B), each with a strength 
>f over 500 men and well over 50 vegetarians, were 
ihosen because among the vegetarians in unit S the 
ncidence of nutritional macrocytic anaemia was high 
whereas unit B was the only major unit without a single 
:ase of anaemia for at least a year previous to the time 
jf the investigation. The material was not selected, any 
wo meat-eating and vegetarian soldiers being sent each 
lay by unit authorities from among those who were doing 
:uU duties. 

Blood was taken in oxalated flasks from the vein first 
Ling in the morning, before breakfast, and sternal punc- 
atre was performed at the same time. In addition to a full 
:linical examination, including search for signs of mal- 
lutrition, stools were examined for helminthic and pro- 
ozoal infection in all cases. The haematological investi- 
jations were carried out in the field laboratory attached 
o the hospital by the workers who had done the anaemia 
:ases ; they were not aware of the clinical features or the 
lietetic habits. Cytological nomenclature and the haemato- 
ogical technique of the earlier investigation were adhered 
:o (after Napier and Das Gupta, 1942). The erythrocyte 
iedimentation rate was estimated by Wintrobe’s tubes before 
ipinning them for corpuscular volume estimation. 

Forty meat-eaters and forty-two .vegetarians from unit S 
vere examined during August-November, 1944. The inquiry 
tad to be suspended when twelve unit B men from each 
jatch had been examined ; the data yielded by this unit 
ire thus referred to for one significant feature only. Men 
Tom unit S had been in Shaiba for one and a half years 
tnd the majority were from United Provinces of India. 

The meat-eaters and the vegetarians were served from 
he same kitchens. The vegetarians had never taken meat 


or eggs in their whole life. We often visited unit S camp 
to acquaint ourselves with the living, eating, and working 
conditions of the two dietetic groups ; these were found 
to be alike in all respects except that the vegetarians on 
account of their social customs did not consume the weekly 
ration of 20 oz. (570 g.) of fresh mutton. The unit was 
carrying out pioneer duties of a heavy nature entailing a 
44-hour week. 

The daily rations were; IS oz. (510 g.) of atta (wheat 
flour) or rice, 2| oz. (70 g.) of dal (pulses), 3i oz. (92 g.) 
of ghee (clarified butter or vegetable oil), y oz. (19 g.) of 
condiments, 2 oz. (57 g.) of onions, 2 oz. of potatoes, 4 oz- 
(114 g.) of fresh vegetables, 2 oz. of unsweetened tinned 
milk, and 6 oz. (170 g.) of fresh mutton with bone for five 
days in the week. Leafy vegetables were issued for only 
a few months of the year. In lieu of fresh meat vege- 
tarians were allowed 4$ oz. (12S g.) of tinned milk three 
days a week and J oz. (21 g ) of ghee and 3 oz. (S5 g.) of 
atta or rice for two days a week, but none of the vegetarians 
of unit S had received these. No one had supplemented 
his rations from canteen or elsewhere. The meat ration 
of 6 oz. of fresh mutton with bone for five days a week 
amounted to 4 oz. without 6one ; this was checked in focaf 
carcasses. The total daily intake was over 3,000 calories 
and over 80 g. of vegetable protein. 

Haematological and Ginical Features 
Peripheral Blood 

The various averages obtained are shown in Table I. 
The average means of red cells and haemoglobin were 
significantly higher among meat-eaters than among vege- 
tarians (5,550,000 and 4,670,000 ; 15.44 and 14.32 g.). 


Table I .—Haematological A\erages of Meat^alers and 
Vegetarians 



Meat-eaters (40) 

Vegetarians (42) 

Range 

Mean 

SD 

Range 

Mean 

SD. 

Red cells (millions’ 

4-46- 6 85 

5 55 

0 5S 

1 9-6 6 

4 67 

09 

c mm ) 







Haemoglobin (g./IOO 

1 1-1—19 6 

15 44 

I 4 

7-17 

14 32 

1-71 

ml ) 







M.C H C. % 

21-7-35 5 

2S 25 

2-32 

23 6-33 7 

2S 54 

1-71 

M C.V (c fi) 

80-114 

96 33 

8 

80-153 

109 48 

13 4 

E S R (Wimrobe) . . 

1-20 

4 43 

4 24 

1-37 

1064 

9 15 

Total W B C • 

3,000-9,000 

6,022 

1.843 

3.000-9 000 

5600 

1.524 2 

Neutrophils % . . 

30-72 

604 

10 38 

39-74 

58 25 

9 3S 

Lymphocytes % . 

20-62 

31 7 

10 52 

15-55 

35 6S 

10 34 

Mononuclears % 

1-8 

464 

1 76 

1-9 

3 86 

2-35 

Eosinophils % . 

O-S 

2 64 

I 76 

0-12 

2 04 

2 59 

Basophils % 

0-4 

0 54 

0 91 

0-1 

025 

0 44 


* For the leucocyte count only 33 meat-eaters and 28 vegetarians were observed. 


The range and the distribution around the average mean 
(the standard deviation), especially of red cell counts, 
were quite abnormal among vegetarians. Whereas there 
was only one instance among meat-eaters of a red cell 
count below 4,500,000, there were seventeen among vege- 
tarians. Eight of the latter had red cell counts of 4,000,000 
and below, two showing marked anaemia with red counts 
of under 2 and under 3 millions per c.mm. ; all the eight 
had an M.C.V. above 110 c./i. Though the average haemo- 
globin value for meat-eaters was significantly higher than 
for vegetarians, the difference was not so marked as with 
the red cell counts. (The explanation of this selective 
effect on red cell levels in vegetarians lies in the macrocytic 
type of blood picture exhibited. In haemopoietic-principle 
(or principles) deficiency anaemia the red cells suffer more 
than haemoglobin, but in iron-deficiency anaemia it is the 
haemoglobin which drops relatively more than red cells.) 
There were five vegetarians and one meat-eater with a 
haemoglobin value of less than 13 g. A\erage mean cor- 
puscular haemoglobin concentration (M.C.H.C.) values were 
low in both groups, being less than one-third in 29%, 
but there was no significant difference between the two 
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interrupting their continuity with the bladder, as a first stage. 
After the lapse of about three weeks the ureters are divided 
a short distance below the site of the implant and the upper 
end is tucked into the colon through a small incision in 
its wall. The object is to allow the ureter to get over the 
stage of oedema and constriction due to its inclusion in the 
wall of the bowel and also to obtain a new blood supply 
from adhesions before it is subjected to the risk of infection 
from faecal contamination. 

The method seemed so sound and reasonable that I 
decided to try it. My first case was in 1946, and I have 
now done six cases in all, with no operative mortality. 
The number of cases is of course very small, but they are all 
that I have seen in the interval, and I believe the operation 
can be performed with a good chance of success by any 
general surgeon. 

The Operation 

It may not be out of place to give a description of the 
operation. I have used a right paramedian incision ex- 
tending a little above the umbilicus. The bladder is first 
examined and the question of operability decided ; then the 
left ureter is found on the posterior abdominal wall and 
isolated for a few inches. A convenient part of the lower 
colon is chosen and an incision made through the peritoneal 
and muscle coats down to the mucous membrane. 

The size of the ureter varies considerably in these cases, 
but usually an incision about 1-j- in. (3.75 cm.) in length and 
slight separation of the divided muscle coats are sufficient 
to make a comfortable bed for it. It is very important that 
the area should be properly peritonized. A similar pro- 
cedure is then carried out on the right side and the abdomen 
closed. 

There may be anuria or a very diminished quantity of 
urine for 48 hours following the operation, but after that 
the flow is normal. In most cases the patient will have 
been on urinary antiseptics before operation, and these 
should be continued when the flow is restored. 

In all my cases there has been considerable trouble after 
this stage from abdominal distension and tympanites, which 
may last up to a week or ten days before the bowel regains 
normal function. A most important benefit of the opera- 
tion is that this phase is passed before the ureter is opened 
into the bowel. 

The second stage is best done three weeks later, and for 
the last of these weeks the patient is given a course of 
sulphasuxidinc or some similar drug. At the second opera- 
tion the abdomen is opened through the same incision, 
which is now carried down to the pubes. 

Again I am accustomed to do the left side first. The 
peritoneum is divided over the ureter so as to expose it 
just below the implant and is cleanly divided about 4 in. 
(1 25 cm.) below this. A small incision is made into the 
lumen of the colon as close as possible below the implant 
and the upper divided end of the ureter passed into the 
bowel, which is then sutured round it. A little sulphanil- 
nmide powder is rubbed into the area and the peritoneum 
is closed o\er it The right side is treated in a similar 
fashion. 

If the bladder is considered to be removable the cystec- 
tomy is then carried out. This is largely extraperitoneal, 
although it is usually better to include the peritoneum over 
the site of the tumour. The pelvic peritoneum is recon- 
stituted and the space below drained through a separate 
suprapubic stab wound. The abdominal incision is then 
closed. There is remarkably little upset following this stage, 
considerably less than after the first one. Although there’ 
is some discomfort from the urinary incontinence, this 
seldom lasts more than a few days. 


Case Histories 

Case 1 . — A man aged 38 had papilloma of the bladder treated 
by diathermy in 1942, Cystoscopy was done at intervals, and 
the bladder was clear until 1944, when he was found to have 
multiple papillomata. He continued to have attacks of haemal- 
uria until 1946, when 1 first heard of the present operation 
On July 17, 1946, the first stage — implantation of ureters— waj. 
performed. The second stage, including cystectomy, was carried 
out on Aug. 14. Although the bladder was an almost solid 
mass of papillomata the pathological report was: “Histological 
appearances are still those of an active papilloma and not of 
outspoken carcinoma.” When last seen, in April, 1948, he 
complained of some pain in the left renal area. The blood 
urea was normal, and nothing was found except tenderness in 
the left loin posteriorly. 

Case 2 . — A man aged 48 had had haematuria for two months. 
On Oct. 30, 1946, cystoscopy showed carcinoma above the righl 
ureter. The first-stage operation was done on Nov. 4. A mass 
on the right side of the bladder was fixed to the pelvic wall— 
doubtful operability. On Nov. 25 the second stage, including 
cystectomy, was carried out. The growth was adherent to tht 
pelvic bone and had to be scraped off it. The pathological 
report was: “Anaplastic carcinoma, mainly of squamous typj 
infiltrating the muscle.” This man did very well so far as the 
transplantation was concerned, but two months after the opera- 
tion he complained of severe pain in the right hip. A radio- 
_ graph taken on March 2, 1947, showed destruction of the right 
acetabulum and internal dislocation of the femur. He died a 
few weeks later from local recurrence of growth. There were 
no renal symptoms. 

Case 3 . — A man aged 60 had had haematuria, dysuria, and 
frequency for two weeks. Cystoscopy showed carcinoma ot 
the bladder — several tumours. At the first-stage, operation on 
Feb. 5, 1947, the bladder was considered removable. The 
second stage and cystectomy were carried out on March -3. 
The pathological report was: “Anaplastic squamous carcinoma 
involving the muscle of the bladder. The three apparently 
separate masses have the same structure.” He remained quite 
well for 14 months after the operation and then developed spinal 
secondaries. He had no renal trouble up to the time of his 
death. 

Case 4 . — A man aged 45 had had attacks of dysuria and 
frequency for three years. On Dec. 12, 1945, cystoscopy showed 
a good deal of cystitis, a neoplasm to the left of the trigone, 
and what I thought looked like tubercles scattered over (he 
bladder. Although I was not aware of it at the time, these 
were really the vesicles of cystitis cystica. He had been in a 
sanatorium for some months after a spontaneous pneumothoras 
in 1933. No tubercle bacilli were found in the urine and the 
pyelogram was normal except for some dilatation of the ureters. 
At the first-stage operation on Jan. 13, 1947, there was thicken- 
ing of the bladder wall over the site of the tumour, but opera- 
tion was considered to be possible. The second stage and 
cystectomy were carried out on Feb. 2. The pathological report 
was: “This bladder exhibits cystitis cystica and also carci- 
noma.” In this case, as in the previous one, there were multiple 
growths. When seen in November, 1948, he was perfectly well 
and free from symptoms. 

Case 5 . — A woman aged 63 had a recent history of haemat- 
uria and dysuria. On April 25, 1947, cysloscopy .showed a 
large papilloma of the bladder at the right base and several 
seedling growths round it. A fragment of the growth was 
sectioned by diathermy, and the report stated: “Fragments 
suggest papilloma. I see no histological proof of malignancy.” 
There was a good deal of reaction after the diathermy, and 
when cystoscopy was carried out on May 12 I decided to leave 
her for another month. At that time I was very suspicious of 
malignancy, and a further portion, removed by diathermy, was 
sent for section. The pathological report stated: "The appear- 
ances are deemed consistent with a malignant papilloma.” At 
the first-stage operation on Aug. 11, 1947, the bladder seemed 
quite operable. The second stage and cystectomy were done 
on Sept. 1. The pathological report was: “The tumour is a 
well-differentiated transitional-cell carcinoma. The adjacent 
mucosa shows an active chronic cystitis with early changes of 
cystitis cystica.” In November, 1948, her doctor reported that 
she was very well and had no complaints. 
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Case 6. — A woman aged 56 was seen on March 4, 1948. She 
had a history of carcinoma of the cervix treated with radium 
three years before. For the past year she had had severe 
intractable cystitis with haematuria at times. When cystoscoped 
as an out-patient there was so much pus that the bladder wall 
could not be seen. She was admitted to hospital, and after a 
week's treatment was cystoscoped again. There was a large 
ulcer of the bladder base, which appeared malignant. As her 
general condition was good and she was getting so much trouble 
from the cystitis I decided to do an exploratory operation and 
see if there was any chance of a radical removal. At the first- 
stage operation on May IS, 1948, a dense mass of scar tissue 
was .seen round the cervix, including both ovaries, and adherent 
to the rectum behind and the bladder base in front. At the 
second stage, on June 8, cystectomy and hysterectomy were 
performed. The operation was very difficult ; the only pleasant 
feature was not having to worry about the lower ureters in 
doing the complete hysterectomy. Repair of the lower peri- 
toneum was also difficult after such a wide excision, and was 
no doubt responsible for the unusual degree of abdominal dis- 
comfort and distension which the patient had after the second 
stage. The pathological report stated: “Cervix: large white 
mass in cervical wall consists of dense and partially hyalinized 
fibrous tissue. Both ovaries replaced by a compact mass of 
dense fibrous tissue. Bladder: the transitional epithelium is 
somewhat heaped up in places but there is no evidence of 
invasion. The subepithelial tissue is oedematous and there is 
■a considerable amount of round-celled infiltration of the plasma- 
cell type, the result of chronic irritation.” Although no malig- 
nant cells were found I think this was at least a precancerous 
condition. In November, 194S, she was quite well except for 
attacks of very severe constipation. / 

Summary 

Six cases with malignant or pre-malignant conditions of the 
bladder are described. In all the cases transplantation of the 
ureters was carried out by the method of implanting the ureters 
in continuity, as a first stage, followed by cystectomy. There 
was no operative mortality. 


Medical Memoranda 


Cancrum Oris Among African Natives 
The classical description of cancrum oris as given by Christian 
(1938) is that of a rapidly: progressive gangrenous stomatitis in 
a child already debilitated by another disease, usually one of 
the exanthemata. Varying treatments are advised, but the prog- 
nosis is regarded as hopeless, though Thomson and Findlay 
(1933) state that occasional recovery' does take place. Tidy 
(1939) states that death is almost invariable. All authorities 
seem agreed that the probable cause is a combination of 
organisms similar to that found in Vincent's angina — i.e., 
spirochaetes and fusiform bacilli. The fact is stressed by all 
writers that cancrum oris is essentially a rare disease, though 
\ have been unable to find any actual incidence figures. 

Observations in Africa . — During the years spent as student, 
house-surgeon, and general practitioner I did not encounter a 
single case of cancrum oris in Britain, despite the fact that the 
whole of this period was spent in a highly industrialized area 
where the children were often poorly nourished and often lived 
in unhygienic conditions. In contrast, in less than three years 
in the Serenje district of North Rhodesia we have come across 
no fewer than five cases. In the years 1945-7 cancrum oris 
patients constituted 0.7 % of admissions. In no case has there 
been a previous history' of a specific illness. It would seem, 
therefore, that the main aetiological factors responsible for this 
comparatively high incidence are the bad diet of the African 
native and Jus unhygienic mode of life. It is also worthy of 
note that the probable causal organisms of cancrum oris are 
similar to those which are almost invariably found in tropical 
ulcer, a disease that is always present among the people of this 
district. Of the five cases seen three were fatal. Of the two 
who recovered one was treated by extensive resection of the 
gangrenous area, followed by plastic repair ; the other was 


treated with penicillin, and this case is detailed' below. In no 
instance did the clinical appearance or progress of the disease 
differ from the usual description. 

Penicillin Therapy . — As favourable results were obtained b} 
penicillin therapy in cases of Vincent’s angina it seemed natural 
to hope that similar results might follow the use of penicillit 
in cases of cancrum oris. The rarity of the disease, however, 
seems to have made it difficult to procure reliable information 
Fish (1946) was unable to quote any cases. However, a ven 
detailed case history' has since been published by Shrand (1947, 
The case history below is published in the hope that it maj 
add to the volume of information regarding the treatment o.' 
one of the most terrible of all children’s diseases. It is regrettec 
that circumstances made it impossible to produce more than i 
purely clinical case history. 

Case History 

A female MuLala child aged about 2 years was admitted, tc 
Chitambo Hospital from an outlying dispensary on Oct. 3, 1947. Or 
clinical examination a typical early cancrum oris was seen. The anglf 
of the lip was ulcerated and further investigation showed the ulcer 
extending back on to the gum in the right canine fossa. There was 
a well-marked area of brawny induration of the right cheek, extending 
back to the anterior border of the masseter muscle. Temperature 
100.4° F. (38° C.). No history of previous illness could be elicitec 
from the parents. 

The following day a brother of the above, a male MuLala child o! 
about 4 years, was admitted with a very advanced cancrum or is 
The Ups, nose, and most of the right cheek had disappeared sue 
been replaced by a single large sloughing ulcer. Temperature 98.4° F 
(36.9° C.). This patient was obviously moribund, and died withir 
twenty-four hours of admission. The virulence of the disease procesi 
may be judged from the statement of the parents that the first sigr. 
of disease in the boy had occurred only five days previously and ir 
the girl three days previously. * 

In the case of the female child palliative treatment was adopted 
The ulcer was swabbed four-hourly with a strong solution of potas- 
sium permanganate, and an attempt was made to maintain the child’i 
resistance by feeding it on thin gruel. Despite these measures the 
ulceration continued to progress. On Oct. 10 a supply of penicillir 
became available and treatment with it wns instituted, 10,000 units ir 
aqueous solution being administered intramuscularly eyeTy three hours 
The swabbing with potassium permanganate was continued. After the 
third injection treatment w'as interrupted for twelve hours owing tc 
objection from the parents for superstitious reasons. Injections were 
then resumed, and were continued until 500,000 units had been giver 

Results w'ere apparent after twenty-four hours. The brawmy indura- 
tion of the cheek began to soften and the line of demarcation became 
much less apparent to palpation. After thirty-six hours the slough! 
of the ulcerated area began to separate, leaving a granulating surface 
After three days of treatment all signs of infiltration of the surround 
ing tissues had vanished and the ulcer presented a clean and obvious!} 
healing surface. Recovery was uninterrupted, and the child was 
discharged on Oct. 27. 

Comment 

The above case history is interesting in that it records twr 
cases in one family at the same time. There may have beer 
a common source of infection, but it is more probable that thr 
male child, with a highly virulent disease, infected the othei 
This may indicate a degree of infectivitv that does not seem tc 
have been stressed in the literature. This case also indicate: 
that cancrum oris should join the group of conditions classec 
as highly responsive to penicillin therapy. It was astonishing 
to see a condition so notoriously fatal, and which had ahead' 
killed one member of the family, respond so rapidly to penici- 
lin, supported only by the simplest of local measures. 

Donald Mackay, M.B., Ch.B.Glas^ 

Medical Officer, Chiiambo Mission Hospital 
N. Rhodesia. 
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On St. Thomas’s Day, Dec. 21, Major-General R. J. Blackham. 
A.M.S.(ret.), and Dr. Arthur Westerman were re-elected members ol 
the Court of Common Council, Corporation of London. Genera! 
Blackham was for many years the only representative of the medical 
profession on the Common Council until 1941, when he was joined 
by Dr. Westerman, the medical officer of the Charterhouse. 
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MEDICAL EMERGENCIES 

Emergencies in Medical Practice. Edited by C. Allan Birch, 
M.D., F.R.C.P. Compiled by 18 Contributors. (Pp. 468; 

113 illustrations, 8 in full colour. 25s.) Edinburgh; E. and S. 
Livingstone. 1948. 

What constitutes an emergency is, as Dr. Birch says in his 
preface, a matter of opinion, and the word has received an 
unusually liberal interpretation in this book. It might be con- 
tended, for instance, that polycythaemia and amenorrhoea could 
seldom merit this description, and many of the most useful 
sections of this work are open to the same ungenerous criticism. 

Dr. Birch has recruited eighteen contributors who have 
together compressed much recondite information into a small 
compass. Among the more conventional sections, the editor’s 
own description of the management of abdominal catastrophes 
and Dr. Avery Jones's account of gastro-duodenal haemorrhage 
are noteworthy. Dr. Rae Gilchrist contributes an excellent 
discussion of cardiovascular emergencies — perhaps the most 
commonly encountered in practice. Dr. Murgatroyd’s section 
on emergencies in tropical medicine is particularly useful, for 
these are often fulminating and often unfamiliar to the prac- 
titioner in temperate climes. Descriptions of medical emer- 
gencies at sea and in the air are welcome additions to a book 
of this kind ; there are directions for emergency baptism, for 
broadcasting for relatives of the dangerously ill, and for obtain- 
ing supplies of antivenene. The final chapter gives an account 
of the common practical procedures, the reader having been 
instructed in an earlier one in the treatment of mishaps resulting 
from them. In short, there are to be found here answers to the 
many problems which arise suddenly and unexpectedly in the 
daily practice of medicine, and only a commendable modesty 
can have prohibited Dr. Cheetham from including this work 
itself in his list in Chapter I of the essential contents of the 
practitioner’s emergency bag. The book is excellently produced, 
and by present-day standards is cheap at the price of 25s. 

R. Bodley Scott. 

TEXTBOOK OF ENDOCRINOLOGY 

Lchrbuch dcr Inncren Sekretion. By F. Verzdr. (Pp. 610; 

80 illustrations. 52 Swiss francs.) Liestal, Switzerland : Verlag 
Ars Medici Liidin A.G. 1948. 

Most recent books on endocrinology have come from America 
and have inevitably reflected the enormous amount of work on 
hormones which has been carried out in the U.S.A. during the 
past twenty years or so. Professor Verzdr’s new textbook of 
endocrinology brings, for a change, a Continental point of view. 
His position in Switzerland has allowed him to select and bring 
to our notice work which is apt to be missed in Britain, par- 
ticularly work that was published during the war. 

>■ Professor Verzar has chosen the usual method of treating 
r ach gland individually, and in separate chapters he describes 
he general anatomy and histology of the gland, the results of 
, its removal, the methods of isolating its hormones, and their 
chemhtry. He then discusses how the production of the hor- 
mone is regulated and the interrelations with the other glands. 
He describes in some detail the methods of bio-assay. Finally 
he considers clinical conditions of over- and under-function. 
Throughout he emphasizes the biochemical rather than the 
morphological aspect of the subject. 

In the introduction he explains that he has tried to select what 
appear to be the most important findings up to 1945-6 rather 
than to confuse the reader with a maze of contradictory reports 
of varying significance. The attempt is successful, and any 
alterations in emphasis that might be suggested now are an 
indication only of the speed with which new information on 
the subject is becoming available. He gives prominence to 
Mansfeld's claims to have isolated thyroid hormones which 
stimulate red blood cell formation and which oppose the action 
of thyroxine, and describes Bomskov’s much disputed work on 
the thymus in a chapter on this gland which, while longer than 
usual, is certainly justified. 

Professor Vcrz.lr is widely known for his work on the rela- 
tion of the adrenal cortex to phosphorylation processes. In his 


review of the function of the cortex he favours the belief that 
there are not separate types of cortical hormone independently 
controlling water and electrolyte metabolism or carbohydrate 
metabolism, but that all cortical functions can be carried out bv 
one hormone. Taken as a whole, the book is an excellent sum- 
mary of the general position in endocrinology. The chapters 
on the endocrine functions of the gonads are, however, rather 
unsatisfactory and incomplete, partly perhaps because the 
author has deliberately omitted any discussion of the gynaeco- 
logical aspects. It is unfortunate, too, that the illustrations ir 
an otherwise well-produced book should be so few and of 
rather poor quality. 

■P. L. Krohn 

EXAMINING THE LUNGS 

Procedure in Examination of the Lungs, with Especial Refercnci 
to the Diagnosis of Tuberculosis. By Arthur F. Kraetzer, M.D 
Third edition, revised and with a preface by Jacob Segal, M.D. 
F.A.C.P., F.C.C.P. Oxford Medical Publications. (Pp. 150: 
illustrated. 18s.) New York and London: Oxford Univcrsiu 
Press. 1947. 

The ihtention of this book is to provide for the student > 
detailed account of physical examination of the lungs “with 
especial reference to the diagnosis of tuberculosis." After at 
adequate account of the techniques of inspection, palpation 
percussion, and auscultation and of file findings in the normal 
chest, the author discusses the interpretation of abnormal find 
ings. Each individual variation from normal, such for instancr 
as diminished breath sounds or rales, is tabulated in relation tc 
other symptoms and signs in an attempt to provide a sort of 
key by reference to which the diagnosis may be reached. In sc 
far as this provides a reasonable scheme for the interpretatior 
of unequivocal signs it may -perhaps be useful, even though it 1 
validity as an indication of the actual mode of thought of tht 
experienced physician may well be doubted. It is in the emphasii 
which is placed throughout the book on physical examinatiot 
as a means of early diagnosis of pulmonary tuberculosis tha 
a curiously old-fashioned and unrealistic impression is given. 

Experienced physicians have recognized for many years tha 
minimal tuberculous lesions of the lung often give rise to n< 
physical signs by which their presence can be detected and tha 
radiography is the surest meahs of detecting them. This trutl 
forms the basis of all modern schemes of tuberculosis case 
finding ; but the unfortunate medical student who took thi 
book as his guide would obtain the impression that unless h 
could diagnose by physical.signs the presence of small tuber 
culous lesions in the lungs his technique, his mental processes 
or both would be at fault.” The author’s attitude towards radio 
logy may be exemplified by two excerpts. On p. 83 he recount 
a case of non-tuberculous pneumonia erroneously diagnosed a 
first as tuberculous, the error eventually being shown by th 
unexpected clearing of radiographic shadows. In commentin 
on this he remarks, “ The patient should never have been sen 
for x-ray examination, with its attendant exposure and risk o 
spreading the disease." On p. 106 he states that pleural an 
pulmonary rales may be distinguished “ by the history, by th 
symptoms, by the presence or absence of clubbing of th 
fingers, by the patient’s general health, and alas ! [sic] by th 
x ray.” 

The literary style is presumably intended to be stimulatin 
and to hold the interest of the student, but to the reviewe 
it seemed a curious mixture of pretentious verbosity with, i 
places, an almost distressing jocularity. The barbarous solecisr 
(which is unfortunately becoming more and more frequent) c 
using the word “ pathology ” as synonymous with “ disease 
oi " lesion ” recurs — e.g. (p. 47), “ Normal breath-sounds do nc 
rule out pathology by any means.” 

That physical signs play an essential part in the diagnosis £ 
pulmonary disease, and that the instruction of students in th 
methods of eliciting them and in their interpretation is of gre: 
importance, no one will wish to deny. Physical and radiograph 
examinations are complementary, each having its proper spher 
Most physicians would agree that there is a grave danger that 
the manifest superiority of radiography over physical examina- 
tion in the diagnosis of minimal tuberculous lesions may lead to 
the neglect of physical examination in its proper sphere. It is to 
be expected, however, that an attempt to stimulate the -student’s 
interest in physical examination of the chest by refusing to 
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acknowledge its limitations, as in this book, will defeat its own 
object. There was a well-known domestic cleansing preparation 
which advertised itself by announcing that it would not wash 
clothes. The student’s interest in the art of eliciting and inter- 
preting physical signs in the chest might well be stimulated 
rather similarly by the unequivocal statement that physical signs 
will not enable a diagnosis of early pulmonary tuberculosis to 
be made, but have a very great value in many other maladies, 
including some in which they give information which no other 
method can give. 

The book is a reprint, with limited revision and the addition 
of a short appendix, of one published first in 1930. Its account 
of the actual technique of examination of the chest and its 
instructions to the student on the method of acquiring facility 
in it are sound and helpful ; but even at the date of its first 
publication it probably presented an unbalanced view of the 
proper place of physical examination in the diagnosis of pulmon- 
ary tuberculosis. It certainly cannot be recommended now. 

3. G. SCADDtNG. 


THE NEGLECTED CHILD AT HOME 

The Neglected Child and his Family. A study made in 1946-7 
of the Problem of the Child neglected in his own Home, together 
with certain recommendations made by a Subcommittee of the 
Women's Group on Public Welfare (in association with the 
National Council of Social Service). Introduction by J B. 
Priestley, fpp. 140. 5s.) London: Oxford University Press 

(Geoffrey Cumberlege). 194S. 

This report of a subcommittee of the Women’s Group on 
Public Welfare considers the neglected child in his own home 
— that is, before he comes to the stage covered by the Curtis 
Report. Mr. J. B. Priestley in his foreword commends it as 
an admirable study of a complex problem, but he notes that 
no mention is made of those children who, although surrounded 
by all the luxuries, are left so emotionally insecure that they 
grow up to- be antisocial and provide a major problem in 
criminology. 

The report points out that definite physical cruelty is 
diminishing but that neglect is perhaps increasing and is due 
more to fecklessness than to crime. As has been said, stupidity 
is the sin that is always punished and never forgiven. This 
involves not only physical neglect but mental neglect and even 
cruelty, which is not regarded sufficiently seriously unless the 
child shows definite signs of specific mental illness — as he does 
only relatively rarely. The sequence behind the cases studied 
is most often one of mismanagement — poverty, malnutrition, 
ill-health, apathy. Obviously prison is no remedy for child 
neglect, though often demanded by the public, and fines are 
“not much better. Removal of the child from the home is the 
easiest solution but by no means usually the best It should 
be possible to put parents on probation and make them enter 
into recognizances for good behaviour, but they ought to have 
the right to legal representation when the case comes before the 
court Local authorities should promote all cases in the 
courts, but they should all establish children’s care committees 
with suitable officers and staff. They should establish boarding 
accommodation in the form of schools, homes, and hostels for 
children who must at least temporarily be removed from their 
families. 

All secondary-school girls should be taught child welfare, 
and home-craft and parent-craft should be disseminated by 
every means — press, broadcasting, cinema, and home visiting. 
The general public should be instructed in normal child 
development. More facilities should be devised for preserving 
the health of mothers of young children, and there should be 
an extension of child-guidance and general psychiatric services, 
including the provision of expert psychiatric advice at maternity 
and child-welfare centres. Rehabilitation centres afiording rest 
breaks and holiday homes to mothers are desirable, when, if 
possible, their children can accompany them. The provision 
of home helps, day nurseries, nursery schools, and even of 
household equipment should he increased. Family case work 
and experiments such as the Brentwood Recuperation Centre 
in Lancashire should be extended. 

This is a most informative and valuable report and should 
be studied bv all interested in children. 

’ ' R. G. Gordon. 


BOOKS RECEIVED 

IRmew is not precluded by notice here ol boohs recently recehed] 

Poetry of a Peripatetic. By Galen. (Pp. 19. 3s.) Romford: 
Wilson and Whitworth. 194S. 

Verses on many topics by a medical man. 

Demonstrations of Physical Signs in Clinical Surgery. 
Part HI. By H. Bailey, F.R.C.S, FA.C.S., FJ.C.S., F.R.SEd. 
11th ed. (Pp. 304. 8s. 6d.) Bristol: John Wright. I94S. 

In this part the author considers the abdomen and the genito-urinaty 
system. 

Enuresis or Bed-Wetting. By R. J. Batty, M.D., B.Sc . D.P.H 
2nd ed. (Pp. 103. 9s. 6d.) London: Staples Press. 194S. 

The author has incorporated new material in this edition, especially 
on the psychological aspect. 

Notes on Infant Feeding. By G. B. Fleming, BA., .M.D . F.R.C.P.. 
FJtPJ>.S, and S. Graham, M.D., F.R.C.PFd., F-R.F.P.S. 3rd ed. 
(Pp. 66. 3s.) Edinburgh : E. and S. Livingstone. 194-S. 

An introductory manual intended primarily for medical students. 

The Natural Development of the Child. By A. H. Bowlev. 
Ph.D. 3rd ed. (Pp. 190. 8s. 6d.) Edinburgh: E. and S 

Livingstone. 1948. 

A guide for parents and teachers. The chapter on adolescence has 
been enlarged in this edition. 

Obstetrics and Gynaecology. By B. M. Willmott Dobbie. M.A., 
M3., F.R.C.S., D.M.R3. (Pp. 358 20s.) London: H. R. Lewis. 

1948. 

A short practical account intended specially for the novice in general 
practice. 

The Pharmaceutical Pocket Book. Published by the Pharma- 
ceutical Society of Great Britain. 15th ed. (Pp. 427. 12s. 6d.l 

London: Pharmaceutical Press. 1948. 

An introduction to the practice of pharmacy and a reference book 
for pharmacists. 

Zur Theorie des Typhus Abdominalis. By R. Rossle. (Pp. 28 
M3.) Berlin: Akademje. 1948. 

The author elaborates his theory of the part played by allerg;' ir 
typhoid. 

Some Victorian Portraits and Others. By Hilda Martindale 
C3B.E. (Pp. 106. 10s. 6d.) London: Georce Allen and Unwin 
1948. 

Biographical studies of prominent social workers and reformers. 
Civil Servants, and others. 

Modern Methods of Mental Treatment. By J. W. Fisher. 
M.R.C3., L.R.C.P., D.PLt., D.P.M- (Pp. 100. 6s.) London: 

Staples Press. 194S. 

A short guide for nurses. 

Mycoses and Practical Mycology. By N. Gohar, M.R.CS. 
L.R.C.P. (Pp. 234 . 25s.) London: Baillitie, Tindall and Cox 
1948. 

An introductory handbook for prospective dermatologists and 
students of tropical medicine. 

Ztcr Hygiene der Arbeit. By F. Vering. (Pp. 38. No price.) 
Vienna: Wilhelm Maudrich. 1948. 

An essay on industrial hygiene. 

Behold the Axe. By F. Hemaman. (Pp. 2SS. 9s. 6d.) London: 
Staples Press. 1948. 

A historical novel about an attack o! the Crusaders on 
Constantinople. 

Traitentent Chirurgical de L'Otospongiose. By M. Sourdille 
(Pp. 2J3. 750 francs.) Paris: Masson. 1 94$. 

A detailed illustrated manual for surgeons. 

The Search for Health. By D. Stark Murray, B.Sc., M.B., Ch.B 
(Pp. 158. 2s. 6d.) London: Watts. 194S. 

An exposition for the layman of the causes and treatment of disease. 
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CO-ORDINATION OF THE TUBERCULOSIS 
SERVICES 

The continuous fall in tuberculosis mortality in England 
and Wales, broken only by the war periods, gives grounds 
tor reasonable hope that the disease can be reduced to 
insignificance. The causes of this decline are complex and 
obscure, but all will agree with Dr. C. O. Stallybrass, whose 
survey of the present position appears as the opening paper 
in this issue, that the most important is improvement in 
living conditions, and that this socio-economic factor has 
oeen assisted by modern methods of treatment and by the 
segregation of infectious cases in sanatoria made possible 
by the National Health Insurance Act of 1911. Knowledge 
of the pathogenesis of tuberculosis has advanced, and there 
are now grounds for believing that vaccination with a con- 
trolled dose of live tubercle bacilli of attenuated virulence, 
B.C.G., safely establishes a healed primary focus which 
will confer a considerable degree of protection against sub- 
sequent invasion by virulent organisms. At the same time 
some eminent authorities doubt the strict validity of the 
evidence, and the problem must still be looked at with 
scientific caution. There is now a better understanding of 
the part played by nutrition and environment in maintain- 
ing native and acquired resistance to the disease, and the 
influence of heredity and race is being reviewed in the light 
of recent research. Advances in radiology have made it 
easier to discover early pulmonary lesions, so that it is not 
uncommon to find a small focus of active disease in an 
apparently healthy person. In treatment a new era is dawn- 
ing with the use of antibiotics and chemotherapeutic agents 
which, as further investigations are made, will change the 
approach to the problem of controlling the lesion. 

Yet in spite of these encouraging signs, which should be 
more than enough to support an optimistic attitude, there is 
» feeling among tuberculosis workers that all is not well, 
in a recent letter to this Journal (Dec. 25, 1948, p. 1118) 
Dr. Lissant Cox has picturesquely described the uneasy 
oath that lies ahead through difficulties which he considers 
mainly due to the break-up of the old administrative 
machine — a machine which, in general, worked well and 
aroduccd results. There is little doubt that he is right when 
ae says that at present the chief danger lies in forgetting 
'.he essential unity of prevention, treatment, and care work 
and in failing to view the patient in the setting of his 
ramilv and his home environment. The treatment of those 
suffering from tuberculosis must of course be one of the 
main concerns of tuberculosis workers ; but the protection 
of the healthy is of equal importance, and much time and 
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energy have to be put into preventive work if it is- to be 
effective. Nobody can read Dr. Stallybrass’s survey with- 
out being impressed by the urgent importance of preventing 
the spread of infection, particularly among young children ; 
the incidence of tuberculous meningitis in infants is a sensi- 
tive index of the amount of infection in any community. 
The systematic search for the infectious case must never 
be relaxed, however strongly the limelight plays on new 
methods of treatment. It is therefore somewhat disconcert- 
ing to learn that Dr. A. S. Hall (Jan. 8, p. 71) considers 
there is a danger of tuberculosis officers being lured from 
diagnostic and preventive work by the more exciting 
practice of active treatment. 

The reorganization of the tuberculosis services under the 
National Health Service Act has tended to emphasize the 
clinical side of the work of the chest clinic to the detriment 
of its other necessary activities. Infection with tubercle 
bacilli has not only a profound effect on all body tissues 
wherever the major lesion may be, but it has such social 
significance that its successful treatment depends on detailed 
knowledge of the clinical and family history and of the 
conditions in which the patient lives and works. An 
essential aid to treatment is an efficient rehabilitation ser- 
vice to assist the patient to overcome both the disablement 
and the stigma that are so unfortunately and unnecessarily 
associated with it. Awareness of the importance of tuber- 
culosis to the public health has now led to the assembly 
of a formidable array of authorities, officials, clinicians, 
and auxiliaries, all concerned in its prevention and 
treatment. Health authorities and care committees, 
regional boards and management committees, medical 
officers of health and tuberculosis and health visitors, 
tuberculosis physicians (in dispensaries, mass radiology 
units, and sanatoria) and hospital almoners — these are all 
working towards the one desired end, are all aware of the 
necessity for helping each other, but are hampered by a 
certain vagueness in the procedure for co-ordination. 

Tuberculosis mortality rates have fallen, but the inci- 
dence is still rising ; and the number of adult cases on the 
dispensary registers in 1946 was 50% more than in 1938. 
No doubt this is partly due to more intensive search for 
early cases, but the situation does not warrant the transfer 
of the tuberculosis officer’s place of work from the dispen- 
sary to the sanatorium, for this would be immediately 
damaging to public health. The sanatorium treatment of 
patients is better left to those who have made such work a 
full-time vocation and have had many years of experience. 
As Dr. Hall writes, “ It is on the field of prevention that 
the battle against tuberculosis will be won.” May it not 
be that the present dilemma that has prompted the query 
“Whither Tuberculosis?” has arisen because of neglect 
of the wise counsel of Sir Robert Philip, who centred the 
campaign against tuberculosis in the dispensary and made 
it a unit for combating the disease in all its forms ? The 
present tendency to regard the various manifestations of 
tuberculosis as separate entities, each the concern of a 
particular clinical department, will destroy the ability of 
the tuberculosis service to attack the problem from all 
sides. Tuberculosis is a specialty that is associated with 
many branches of medicine and surgery, and if our hopes 
of eradicating the disease are to be realized it is clear that 
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one administrative authority must, with the agreement of 
all concerned, co-ordinate the work of those who are 
engaged in prevention, diagnosis, treatment, and 
rehabilitation. 


GROUP PSYCHOTHERAPY 

A number of articles 1 ' 5 on group therapy during the last 
few years and, more recently, books 1 ' 6 on this subject have 
suggested to many medical men that an important new 
development is taking place in psychological medicine. 
Certainly group therapy is being increasingly used in 
psychiatric hospitals and out-patient clinics, and in many of 
the latter more patients are now being given psychothera- 
peutic help by this than by individual methods. In a broad 
sense group therapy may be said to be as old as humanity. 
Man has always sought the company of his fellows in times 
of emotional stress, and the commonest way of ensuring 
that the young person's psychological development will be 
healthy is to put him into suitable social groups. The 
term “ group therapy,” or “ group psychotherapy," how- 
ever, is used for procedures in which help is given to indi- 
viduals with psychological difficulties through the medium 
of groups created for this purpose. 

Many forces have contributed to this. Most prominent, 
perhaps, has been the fact that the spread of psycho- 
analytic thought has created a demand for psychotherapy 
which has grown out of all proportion to the supply 
of trained therapists. Practically every trained psycho- 
therapist gets far* more requests for his services than he 
can deal with. The position appears even more disturbing 
if the psychotherapeutic needs of society are sun eyed, for 
the incidence of neurosis 7 appears to be such that not enough 
psychotherapists could be trained to give individual treat- 
ment to all who require it. A procedure by which several 
persons can be treated together is therefore of the greatest 
value. Apart from this external pressure on the psycho- 
therapists there has also been an internal impetus during 
recent years towards the therapeutic use of groups. This 
impetus arises as the logical sequence to those advances in 
the psychology of character and personality whereby, para- 
doxically, much of the individuality of the person is shown 
to be derived not so much from such self-contained forces 
in the form of instincts as from the history of his relations 
with others. A striking feature of these developments is the 
way in which the various types of worker — psycho-analysts, 
psychiatrists, and psychologists — have been moving in the 
same direction. Among the psycho-analysts this trend may 
be observed in an ever greater emphasis on the nature 
of the “ here-and-now ” feelings in the doctor-patient 
relationship — the so-called transference situation with a 
theoretical counterpart in a turning towards the impor- 
tance of the earliest relationships between the child and 
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his parents, as contrasted with the former more exclusive 
reliance on instinct theories. From the other workers the 
remarkable contributions, both in theory, and in practice, 
of Moreno , 6 Lew in , 9 and Burrow 10 have emphasized the 
significance for the individual at all times of the forces in 
his social field. These developments in psychology may 
well be part of a much deeper Zeitgeist in which, accord- 
ing to social philosophers, our Western mass-society is 
groping towards a replacement of the ideal of the self- 
sufficient man by one which takes into account man’s deep 
needs “ to belong.” It is certainly noteworthy that, what- 
ever the contributing forces, in almost every civilized 
country during the last few decades more and more 
emphasis is being placed on the contention that man is 
a social being and that his individuality as a person is 
meaningful only in terms of his relau'ons with others. 
There is a risk that this tendency may be carried too far 
and that the pressure of the group may' hinder the excep- 
tional man from expressing himself in art, philosophy, 
and science : it js to the exceptional man that civilization 
owes its highest achievements, men who usually stand aside 
from what Ibsen called “ the damned compact majority.’' 

As would be expected from its complex origin, many 
methods of group treatment have been described. At one 
end of an imaginary scale could be the mass-suggestion 
and inspirational approaches exemplified in Coueism and 
in the Alcoholics Anonymous movement There might 
then be a region containing methods with a greater appeal 
to reason and which accordingly make much more use of 
explanations of emotional conflicts by the therapist, with 
or without subsequent free discussion — in which all the un- 
reasonable forces usually involved are apt to play a promi- 
nent part. At the other end of the scale would be the 
methods of what might be termed the sadder and wiser 
group. This group, following the psycho-analysts, believes 
that deep emotional conflicts are not resolved unless their 
unconscious dynamics are revealed in actual human rela- 
tionships. The work of Bion , 11 Rickman , 15 and Foulkes’ 
in this country, and of Slavson and his co-workers 5 in 
America, illustrates this point of view. Current work in 
group therapy is mainly concerned with exploring new 
methods, with the selection of patients, and with the most 
appropriate compositions of groups. Slavson and his co- 
workers 5 seem to be in favour of more specific groupings 
of cases than are British workers, but apart from this 
it is interesting to note the broad similarity between the 
group methods founded on psycho-analytic principles yet 
developed independently in America and in this country. 
The more analytic the method the more is the group 
allowed to develop spontaneously. The idea of six to 
nine adults meeting to take part in a free discussion with 
the aim of relieving their psychological difficulties may 
readily recall some religious movements of recent years. 
The therapeutic group, however, is sharply differentiated 
from these by the presence of the therapist, whose function 
from the start is to interpret what is happening. By seeing 
their unconscious motives in action in the ways they feel 
towards each other as well as towards the therapist, the 
group members gradually gain insight into their difficulties 
and hence freedom from the tyranny of the war within 
their minds. The demands on the therapist and patients 
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also vary with the method. If the unconscious motives are 
tackled, the primitive nature of many of these motives must 
sooner or later be brought into the foreground. Great 
psycho-analytic skill and experience are therefore required 
to carry the group successfully through the anxieties and 
other upsets which may follow. More superficial methods 
are less disturbing to the patient and demand less skill and 
training from the therapist ; but the fact of their being less 
disturbing may be because the real nature of the patients’ 
problems is avoided. 

It is too soon yet to comment on the efficacy of this 
new work. Evaluation of psychotherapeutic procedures is 
peculiarly difficult, and it will be some years yet before 
careful studies can be reported. There would appear to 
be grounds, however, from the parallelism between the 
individual and group approaches, to expect results not un- 
like those which would be obtained by the corresponding 
methods with individuals. Group 'therapy is certainly an 
addition to the resources of psychological medicine, because 
it saves the time of skilled psychotherapists and because 
it has already proved to be a most effective instrument in 
competent hands for resolving psychological conflict. It 
may also be useful in the treatment of the psychosomatic 
illnesses. Another point in its favour is that group therapy 
can help to dispel some of the mysteries of psychotherapy, 
for the general physician can join in the group and see the 
psychological specialist at work. This education could 
have a far-reaching effect. Few people can be members 

f a therapeutic group conducted on psycho-analytic lines 
without emerging from the experience much more inter- 
ested in the need for, and more able to foster, good 
relations in groups. If hospital physicians join in group 
therapy there will inevitably be an increased desire to apply 
this experience in the hospital ward, in the out-patient 
clinic, and in the hospital as a whole. The great impor- 
tance of this development, however, may lie outside its 
immediate therapeutic value. No one can- deny the enor- 
mous gain in our understanding of the individual which 
has resulted from the work of the psycho-analysts, and it 
may be that our understanding of the forces that promote 
cohesion and disruption in groups — involving problems of 
great urgency to-day — will be similarly illumined by the 
psycho-analytic treatment of groups. 


CLUBBING OF THE FINGERS 

Finding the explanation for clubbing of the fingers is the 
kind of problem which invites the method of armchair 
deduction : so many diverse facts known about the condi- 
tions in which clubbing appears or disappears must surely 
make some sort of pattern. The most recent theory' comes 
from Mauer , 1 in Los Angeles, who marshals the evidence 
for “ tissue anoxia ” as the cause. He puts forward the 
interesting suggestion that only with warm extremities — 
i e., with a rapid blood flow through the arteriovenous 
anastomoses of the digits, such as Mendlowitz 2 has shown 
cxi't' in clubbing — will tissue metabolism be sufficiently 
high for the fingers to suffer from anoxia. Therefore with 
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diseases like rheumatoid arthritis, Raynaud’s syndrome, and 
Buerger’s disease no clubbing is to be expected. The 
anoxia itself may be the result either of insufficient lung 
aeration, of shunts as in congenital heart disease, of alti- 
tude, or of met- or suiphaemoglobinaemia. To account 
for tissue anoxia in septic conditions such as subacute 
bacterial endocarditis or lung abscess Mauer puts forward 
an earlier suggestion that “ corpuscular sludge ” formation 
(due to the same plasma protein change that brings about 
a high sedimentation rate) itself hinders the giving up of 
oxygen to the tissues. “ Sludge ” is the name given to the 
long rouleaux formations of erythrocytes within the vessels 
described by Kinsely 3 : these clumped corpuscles have a 
much smaller surface'area from which oxygen diffusion can 
occur than the unclumped corpuscles. Whether this is 
important in the fingers depends on the quantitative assess- 
ment of diffusion gradient, dissociation rate, temperature, 
and oxygen consumption. The theory implies that the 
plasma oxygen tension is diminished. Sludging, however, 
is usually associated with a slowed blood flow rather than 
a fast one, and may even usher in irreversible thrombosis- 
preventable with heparin. Unfortunately for this theory, 
conditions associated with much rouleaux formation — often 
with visible sludging — such as myelomatosis, are nol 
associated with clubbing, nor was clubbing observed 
in most of the recorded cases of congenital methaemo 
globinaemia .' 1 

It will be interesting to see what this theory will lead to. 
Like others, it fails to account for clubbing in a number ol 
conditions, such as the unilateral clubbing of subclavian 
aneurysms, the congenital type of clubbing, and that associ- 
ated with post-operative myxoedema. A problem such as 
this is often complicated in the same way as detective stories 
by false clues, and possibly the congenital and familial 
types of clubbing described elsewhere in this issue by 
Dr. W. P. U. Jackson, together with the other interestinj 
cases where no associated condition was discovered, should 
be regarded in this light. That such cases can occur with- 
out apparent serious illness is to be noted, but this does no' 
indicate any less need for full investigation. It would have 
been interesting to .know what proportion such “non- 
significant ” clubbing formed of the total number ol 
patients discovered during the same period to have clubbed 
fingers. It may be that some of these “ non-significant ’ 
cases may ultimately provide the .key to the problem, bu 
at present there seems to be a plethora of clinical clues 
what is needed is the physiological approach. Apart fron 
the work of Mendlowitz it is remarkable to what smal 
extent the physiological methods introduced into clinica 
medicine by men like Lewis have been applied to thi 
problem and how few are the physiological clues, com 
pared with the wealth — the frozen wealth — of clinical data 


V 

THE “HAEMOLYTIC” CRISIS 

Congenital haemolytic anaemia was first accurate]; 
described almost half a century ago, and the occurrenc 
at intervals of crises during which the red count fell cata 
strophically has long been recognized. The cause of thes 
attacks has been and remains a mystery, but their suddei 
onset in epidemic form among affected members of a singl 
family 1-1 has suggested an association with some infectior 
Since the crises occur in the course of a haemolytic anaemk 
it was perhaps natural to assume that they were exacerba 
tions of the continuous and excessive haemolysis ahead 
present, and the term “ haemolytic crisis ” has become hal 
lowed by long usage. Nevertheless it was noted from tim 
to time that there were features which it was difficult t 
explain on this basis. Blood destruction or loss normall 
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leads to the production in increased quantities of platelets, 
leucocytes, and reticulocytes, but in the familial outbreaks 
referred to one or more of these features was frequently 
absent. In the majority of cases about which the existing 
information is adequate it was rare for reticulocytes to 
exceed 1% for the first week or 10 days from the onset 
of the crisis, even though after recovery a constant reticulo- 
cytosis of 10-15% was a feature of these cases. Josephs 5 
in his studies on haemolytic anaemias suggested that in 
addition to the haemolytic process there might be some 
hypoplasia of the marrow, and Dameshek 3 thought that 
the spleen might produce a hormone inhibiting the 
maturation or delivery of cells to the circulation. 

A recent article by Owren 6 throws much light on the 
subject. He describes “ haemolytic ” crises occurring in 
six individuals, four' of whom were members of one family 
and became ill within a few days of one another. Owren’s 
studies show that in five out of the six cases reticulocytes 
were absent during the first 10 days, and that a sudden rise 
occurred between the tenth and twelfth days. Leucopenia, 
thrombocytopenia, and a decrease in serum bilirubin and 
urinary urobilin were also noted during the early days of 
the cask. Diking, recovery the first event was the develop- 
ment of a leucocytosis, followed by an increase in platelets 
and finally a reticulocytosis. By good chance one of the 
patients was fully examined both clinically and haemato- 
logically eight days before a crisis developed, and an 
interesting feature of Owren’s paper is the series of seven 
photomicrographs of this patient’s marrow throughout his 
illness. Before the crisis the marrow shows the typical 
erythropoietic activity seen in this disease, but red cell pre- 
cursors are almost completely absent in films taken on the 
fourth and sixth days of the illness ; by the ninth day 
commencing regeneration of proerythroblasts has begun to 
be obvious, and within a few days the marrow shows 
tremendously active normoblastic erythropoiesis. Owren also 
confirms the observation made by Dacie and Mollison, 1 
who showed that the life span of the erythrocytes in con- 
genital haemolytic anaemia is greatly reduced, being less 
than 14 days, compared with a normal period of 120 days. 
Owren confirms this finding and draws the conclusion 
that if marrow aplasia occurs, even without increased 
blood destruction, the red cell count will be halved in 
a w'eek. This is precisely the finding in the case already 
referred to. 

The latest word on the subject comes from Dameshek and 
Bloom.® They report on seven cases (of which three have 
already been recorded in the literature 3 ), the last of the 
series having been most fully studied. They confirm the 
absence of reticulocytes at the height of the crisis and find 
■ in the marrow a nucleated red cell population consisting 
almost entirely of the most primitive cells — namely, pro- 
normoblasts and basophilic normoblasts. As this “ matura- 
tion arrest ” passes off increasing numbers of later normo- 
blasts are seen and reticulocytes begin to appear in the 
peripheral blood about the ninth day from the onset of 
the crisis. There is some evidence from this case and others 
that there is increased faecal excretion of urobilinogen 
during the crisis, indicating increased haemolysis. Dameshek 
and Bloom consider that the various features of the 
haemolytic crisis might be explained by an extreme degree 
of hypersplenism, causing simultaneously both excessive 
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haemolysis and a maturation arrest of the nucleated red cells 
gnd thus leading to the extremely rapid development of 
gnaemia. It is clear that much interesting work remains 
to be done in this condition ; in any future investigation, 
in addition to blood and marrow studies, the measurement 
of urobilinogen excretion is likely to be of critical value 
in assessing the true importance of haemolysis in the 
so-called haemolytic crisis. 


HYPERSENSITIVITY TO UVEAL PIGMENT 
One of the unsolved problems of ophthalmology is the 
aetiology of sympathetic ophthalmia, though diligent 
attempts to find the answer have been made for over 
a hundred years. Stimulus was given to the search when 
Elschnig, 1 of Prague, propounded his theory of anaphylaxis, 
a direct outcome of which was the intracutaneous test for 
hypersensitivity to uveal pigment. Experimenting with tlw 
test in 1934 Friedenwald” found that two weeks after injec- 
tion of the pigment into the skin of a hypersensitive indi- 
vidual the histological findings in the skin — phagocytosis ol 
the. laytcted '}isgn&’i£., tymp haopia jmSterafepa, vptkdmiA 
and giant-cell systems — were closely similar to fire histo- 
logical picture of sympathetic ophthalmia in the eye 
Woods 3 had been working along the same lines for somt 
years before this, and he and McPherson* have recently 
published the results of some further experiments carried 
out at the Wilmer Ophthalmological Institute of the John; 
Hopkins Hospital. In the interpretation of the tests they 
chiefly rely on the histological findings in the excised 
skin. 

The pigment solution which they use is derived from the 
uvea of fresh ox eyes. An injection of 0.1 ml. of the 
solution is made into the forearm, and in due course tht 
area of the skin is excised and prepared for histological 
examination. Control studies were also made. The test 
was considered to be positive when it was found that all 
the pigment had been ingested by phagocytes and when th: 
skin had been infiltrated by lymphocytes, epithelioids, and 
giant ceils. In some positive cases even nodule formatiOE 
was observed. 

Patients with three different types of eye disease were 
tested. In the first group were 30 cases of alleged sympa- 
thetic ophthalmia, the majority of which were confirmed 
by histological examination of the excised eye. Of these 
cases 60% gave straight positive reactions ; the remainder 
were doubtful or weakly positive. In the type of eye injury 
usually considered most likely to produce sympathetic 
ophthalmitis — namely, that invoking the ciliary region ol 
the globe — one of the greatest difficulties for the ophthalmo- 
logist is to know how long he can safely wait before 
deciding to remove the exciting eye. In this country the 
accepted period is about 21 days. McPherson and Wood; 
concluded from their observations that in the majority o! 
cases in this group the test was positive within the first 
month. The second group of patients consisted of 139 case; 
of intraocular operations or injuries involving the uveal 
tract : there was the usual variation which such cases show 
in the time and extent of recovery. None of these patients 
subsequently developed sympathetic ophthalmia, but the 
pigment-injection tests showed that of those who lost an 
eye as a result of the injury or operation, or had a stormy 
recovery with post-operative uveitis, 14% gave a strongly 
positive reaction. In 13% the results were doubtful and in 
66% entirely negative. The third group consisted of 43 
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*Arrer. J. Ophthzl, 1934. 17. 100 S. 

2 /. Arrer. ved Ass^ 1921, 77. 1317. 

* Amer. J. Ophthsl., 1 94?, 31, 35. 


- 230 Feb. 5 , 1949 


HYPERSENSITIVITY TO UVEAL PIGMENT 


British 

Medical Journal 


cases of endogenous uveal disease. None of these gave 
positive reactions. 

Woods and McPherson believe that the mechanism of 
these positive tests can be quite simply explained. It has 
been shown that uveal pigment possesses organ-specific and 
lacks species-specific immunological properties. When pig- 
ment hypersensitivity occurs after an ocular injury the uveal 
pigment is absorbed from the eye ; the cells of the body 
react to the pigment, and a generalized hypersensitivity 
ensues. In certain cases, however, absorption of pigment 
results in a local hypersensitive reaction in the eye with 
the histological findings characteristic of sympathetic 
ophthalmia. In those cases in which the result of the test 
is positive but sympathetic ophthalmia does not occur the 
mechanism of sensitization is the same, but the process 
stops when further absorption of pigment from the eye 
:eases, and no local hypersensitive reaction takes place. 
The eye is then affected only by a non-specific endophthal- 
mitis. Woods and McPherson suggest one or two possible 
theories to account for sympathetic ophthalmia, but the 
problem still remains, and the current theory that the cause 
may be some obscure infective process activated under cer- 
tain conditions cannot be discarded. The ophthalmologist 
may, however, gain some moral support in a doubtful case 
from a positive intracutaneous hypersensitivity test when 
deciding upon such a grave step as enucleation. 


HEAT AND BLOOD FLOW 

It has been a generally accepted axiom that one of the 
effects of heat is to increase the circulation in that part of 
the body to which it is applied. Some doubt about the 
accuracy of this concept has arisen as the result of recent 
work in the U.S.A. Kemp and his colleagues 1 at the 
University of Iowa heated the hind limbs of anaesthetized 
dogs with short-wave diathermy and measured the rate of 
’ ’W in the femoral artery and vein by means of a bubble 
w-mcter. They used a thermocouple to measure changes 
the deep temperature, and they found that short-wave 
jiathcrmy producing a definite rise in muscle temperature 
.ailed to increase the blood flow in either artery or vein, 
in fact they state, “ In many experiments a significant 
jecrease in the volume of blood flow was observed.” The 
inaesthetic was not found to be responsible for this result, 
ind a decrease of blood flow, on the application of short- 
vave diathermy also followed if the limb had been previ- 
ously denervated. On the other hand, heating by means of 
microwaves according to the technique worked out by 
Krusen and his colleagues 2 was found to result in an 
increased blood flow. Kemp and his colleagues make it 
clear that their findings refer only to the circulation in the 
main artery and vein and not to the collateral circulation. 
In addition their results might have been affected by the 
anaesthesia, the use of heparin as an anticoagulant, and 
die sectioning and cannulation of blood vessels. In discuss- 
ng the contradictory results of heating with short-wave 
diathermy and with microwaves they suggest that these 
ihermogenic agents may have other effects besides heating. 
Possibly short-wave diathermy causes an increase in peri- 
pheral vascular resistance due to increased sensitivity of 
'he contractile elements in the blood vessels. Thus the 
pcncficial effects of this form of treatment may be due to 
i decreased rather than an increased circulation. It is also 
possible that the findings in the anaesthetized dog may not 
oe comparable to those in spastic states of the vasomotor 
md skeletal systems. 


The effect of diathermy on the blood flow in the fore- 
arms of normal men has been studied by C. S. Wise, 3 of the 
Harvard 'Medical School. He measured the blood" flow 
by means of a plethysmograph and used both condenser 
field and induction cable application of diathermy : with 
both methods he obtained evidence of increased blood flow 
in the limb. He concluded that this was the result of the 
thermal effects of the short waves and not of any specific 
effect on the blood vessels. Wise was aware of the con- 
trary results obtained by Kemp and his colleagues, and to 
account for the difference he suggests that the flow in the 
femoral artery may not be an accurate indication of the 
flow in the limb as a whole, and also that the flow in peri- 
pheral vessels may be increased while that in the central 
vessels may be decreased. These two papers are of great 
interest. While the authors of both agree that deep heat 
is a valuable therapeutic agent they are not agreed on the 
mechanism by which its effects are obtained. Work such 
as this will lead to a more exact knowledge of the physio- 
logical and therapeutic effects of physical agents. ' 


BONE GRAFTS 

During the years after the war much valuable experience 
has been gained in military and other hospitals as the result 
of the large numbers of bone-graft operations done to 
secure union in difficult fractures. A follow-up study on > 
358 cases has recently been carried out by Bishop, Stauffer, 
and Swenson 1 in order to determine the indications for the 
use of the various types of bone grafts. The injuries for 
which treatment was required were mainly severe gunshot 
wounds of the extremities, and full-thickness skin grafting 
was necessary in 21.2% of these cases before bone replace- 
ment could be attempted. Union was judged on the clinical 
and radiological findings. Inlay grafting, which was used 
at first, was steadily replaced by massive dual onlay graft- 
ing, since this was found to be more effective. The procedure 
was to strip the periosteum off the bone ends in order to 
provide a continuous sheet ; the fibrous tissue between the 
bone ends was then removed, and the latter were freshened. 
The marrow cavity was cleaned out with a curette in order 
to promote endosteal bone formation. The gap between 
the bone ends was packed with cancellous bone from either 
the upper tibia or the iliac crest, and massive dual onlay 
grafts were fixed rigidly in position by machine-type screws, 
which were considered essential in order to allow early 
joint motion at the sixth week. Where additional strength 
was required, plates and screws were used, but never as a 
substitute for bone grafts. 

Of the patients in this series 10.9% had inlay grafts, 
40.2% had onlay grafts, and 48.9% had grafts of the dual 
dnlay type. In 318 cases the grafts were followed to union, 
the average time being 20 weeks. The slowest to heal were 
inlay grafts, averaging 27 weeks ; onlay grafts required on 
an average 20 weeks, and the dual onlay variety only 19 
weeks. Factors causing delay in union were decalcification 
of bone ends, sclerosis of the major fracture fragments, 
large bone defects which had to be bridged, infection, poor 
apposition, fracture of the graft, and poor fixation of the 
grafts in defects near a joint. Some failures also occurred 
with short grafts. It is claimed that adequate fixation of 
the grafts with screws will allow movements at the adjacent 
joints at an early date and will thereby diminish the time 
required for rehabilitation. In general the authors regard 
dual onlay grafting as the method of choice, being indicated 
particularly when decalcification or sclerosis is present, 
when the bridging of a gap is necessary, and for use near a 
joint. Rigid fixation of the graft is essential. 
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HUNTERIAN LECTURE BY DR. JOHN M. FINNEY, JUN. 

The Hunterian Lecture, delivered before the Hunterian Society 
at the Mansion House, London, on Jan. 17, was by Dr. John M. 
Finney, jun., of Johns Hopkins Hospital, Baltimore, whose 
subject was the founding and influence of the Johns Hopkins 
School of Surgery, and especially the work of William Stewart 
Halsted (1852-1922), the first professor of surgery there. 
Dr. Finney recalled that 22 years ago his father delivered a 
Hunterian Lecture at the Mansion House, when his subject was 
the influence of John Hunter on early American surgery. On 
this occasion he proposed to speak of Halsted and his pupils, 
who might be said to occupy the same position as Hunter and 
his trainees 150 years ago. The foundation of Johns Hopkins 
practically coincided with the understanding of the bacterial 
origin of infection and disease and the development of Listerian 
methods of control. 

Halsted was born in New York and trained in the College of 
Physicians and Surgeons there, graduating in 1877. In 1878-80 
he spent two years in Europe and brought back with him many 
1 new ideas gained in Continental clinics. He was chosen to 
organize the services in the newly founded New York Hospital. 
He was a bold and original surgeon, an inspiring teacher, an 
omnivorous reader, an extraordinarily hard worker, ‘accepting 
responsibility as a surgeon for six widely separated hospitals, 
and at the same time maintaining a “ quiz ” of 60 or more 
students at his house. Among other things he was a pioneer 
in the method of “ refusion " of blood. He also carried out one 
of the earliest operations in America for gallstones ; this was 
performed on his mother in 1882, when he incised the gall- 
bladder and extracted seven stones'. He was a fearless experi- 
menter, and one of his experiments led to personal tragedy. 
In 1884 he was investigating the use of cocaine solutions in the 
eye to produce anaesthesia of the conjunctiva and cornea. He 
and two of his assistants experimented upon each other and 
found that pain impulses could be abolished — the first demon- 
stration of nerve-block anaesthesia. Several of the students in 
(he “quiz" were gradually included in these innocent experi- 
ments, but the unfortunate outcome was the creation of a group 
of cocaine addicts, amongst them Dr. Halsted, and Halsted 
alone seemed to have returned again to a useful though mucn 
altered life. After great efforts he freed himself so far as 
cocaine was concerned, though there seemed to be evidence, 
said Dr. Finney, of some dependence on small but not increas- 
ing doses of morphine during the rest of his life. 

He emerged from these trials a greatly changed man. He 
had been a restless and tireless \vorker, spending himself in 
endless operations,- teaching day and night, controlling ser- 
vices in several hospitals ; but after this interval he began to 
live a much more thoughtful and leisurely life, with time for 
reflection and contemplation, and no doubt in the end his work 
was far more fruitful than it could have been had he proceeded 
at his previous pace. In 1886, knowing of his struggle. 
Dr. W. H. Welch invited Halsted to work in his laboratory at 
f Baltimore. Halsted devoted himself to operative procedures 
and the treatment of wounds, making careful microscopical 
studies of wounds, paying attention particularly to exact 
approximation of surfaces and the avoidance of dead spaces, 
and studying also the organization of blood clot. 

Professor on Probation 

Although his personal battle against drug addiction had not 
been quite won when the Johns Hopkins Hospital was opened 
in 1889, Halsted was chosen for the chair of surgery, for a 
time on a probationary basis. Within three years he was recog- 
nized as surgeon-in-chief of the hospital, and this for him 
personally was as great a triumph of will power and fortitude 
as of surgical ability and skill in investigation. Dr. Finney 
gave an amusing account of the laconic interview with Halsted 
at which his father was informed that he had been selected^ as 
surgical assistant, also of the elder Finney s reactions on going 
i from Massachusetts General Hospital, which was rich in tradi- 
tion, to the Johns Hopkins, which had no tradition at all but 
was looking very eagerly into the future— 


Halsted was not a very skilful operator, lacking dexterity in 
the use of his hands, but he made up for it by his intellectual 
grasp of the principles of surgery and his meticulous care for 
detail. Jn his treatment of the staff he was an individualist, 
insisting on each man carrying out his own investigations with 
as little assistance as possible. He encouraged his assistants 
to go into the laboratory as well as into the ward. Shortly 
after the opening of the hospital he made a striking contribu- 
tion to surgical technique. In the winter of 1889-90 the nurse 
in charge of his operating room complained that the solutions _ 
of mercuric chloride produced a dermatitis on her arms and 
hands, halsted gave the matter consideration and got a rubber 
company in New York to supply a special rubber glove, so 
introducing this article, though at first only for the protection 
of the skin, into the operating theatre. The circumstance had 
a second result : the nurse for whose protecu'on the glove was 
devised became Mrs. Halsted. 

Dr. Finney said that for 23 years his family lived only a 
block away from the Halsted home in Baltimore, and he could 
remember seeing again and again Dr. and Mrs. Halsted, he 
the picture of sartorial perfection, setting out in some state in 
their carriage. There was an indefinable something about 
Halsted which set him apart from ordinary people. In all 
the 33 years in which he was closely associated with the lec- 
turer's father the latter was never completely at ease in his 
presence, nor did they ever reach any common ground of mutual 
understanding and real friendship. There was always a stiff- 
ness about Halsted which prevented any real cordiality, and 
that was true of Halsted’s relations with all the members of 
the medical faculty, with the exception of Welch. Polite respect 
was the rule ; personal intimacy was non-existent. Halsted 
rarely awarded praise — an exception was his praise of Harvey 
Cushing — and he could be severe in his censure and in the 
penalties which he imposed. Dr. Finney told other stories of 
Halsted's peculiarities. All his suits were made in London and 
ordered several at a time. His personal linen was not only 
purchased in Paris but sent back to be laundered there. He 
picked out the hide from which his shoes must be made. His 
open fires, of which he was inordinately fond, were fed by 
white oak specially shipped from the Carolina mountains. 
Was it any wonder that his operative technique was similarly 
fastidious, that he should spend two hours on the repair of an 
inguinal hernia, three hours on a thyroidectomy, six hours on 
an operation on the breast 7 

But his influence as the maker of a school was far-reaching, 
and of the 17 men who served as resident surgeons under 
Halsted 1 1 attained professorial rank in some medical school, 
and the same was true of many of his other assistants. It 
could be said that, thanks to Halsted's influence, there developed 
a new school of surgery which spread over the country as men 
trained in it went out to take responsible posts elsewhere. 
Halsted’s own contributions, especially to the radical treatment 
of cancer of the breast, were classics, but greater than anything 
he himself did in surgery was his influence on others, on his 
pupils, and on those whom they in their turn taught. 

In some brief discussion following the lecture Mr. Dickson 
Wright said that it was encouraging that a man of Halsted's 
angular and difficult temperament should have been able to 
found such a school. It was clear that a great teacher need 
not necessarily be an extrovert. Mr. Mortimer Woolf was 
reminded of Halsted's likeness to John Hunter, though Halsted. 
of course, had the benefit of scientific methods and institu- 
tions. Sir Gordon Gordon-Taylor added a few words of 
appreciation. 


The Northern Ireland Ministry of Health has issued a booklet 
entitled The Future Mental Health Sen lee of Northern Ireland 
(H.M.S.O.. Is. 6d.) explaining the provisions of the Mental Health 
Act. 194S. It gives a bro3d picture of the details reottired of the 
authorities concerned in its administration. Mr. Wiliam Grant, 
Minister of Health, explains in a foreword that the passing of this 
Act is only the beginning: “I should like to assure the people of 
Northern Ireland, if any assurance is necessary, that both the 
Northern Ireland Hospitals Authority and my Ministry intend to 
press forward energetically with the expansion of the Mental Health 
Service authorized by the Act." 
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AETIOLOGY OF DENTAL CARIES 

At a meeting of the Section of Odontology of the Royal Society 
of Medicine on Jan. 24 there was a discussion on the aetiology 
of dental caries. Dr. Sheldon Friel was in the chair. 

Mr. G. J. Parfitt spoke of this as a debatable question. 
Was the important factor the physical properties of the food 
or the structure of the teeth ? Was only one factor concerned 
or were there many 1 The study was complicated by the varied 
manifestations of caries, differences in the speed of the process, 
the fact that all the members of some families were free while 
in other families there seemed to be a general susceptibility, 
the higher incidence among town dwellers, the special liability 
to caries of persons working in certain occupations, and the 
appearance or increase of caries among primitive peoples on 
coming in contact with civilization. All this suggested that a 
diversity of factors were concerned. 

If diet was accepted as having an effect on incidence, was 
thi. a nutritional effect or was it due to the contact of certain 
food substances with the teeth ? A correlation between caries 
and variations in the contents of the saliv,a had been shown by 
some workers ; others had suggested that there was little correla- 
tion. The chemical and physical properties of the saliva seemed 
k have some effect, but did not explain susceptibility or immu- 
nity. One curious circumstance was that during the war the 
children of the Channel Islands who remained at home suffered 
from caries only to about half the extent of those who were 
evacuated to England and lived on English food ; the latter had 
caries to about the same extent as English children. It had 
been shown that supplementary foods for expectant and nurs- 
ing mothers might prevent caries in the offspring, but no 
extravagant claims could be made. Experiments in Oslo 
showed that with antenatal care of the mother and care during 
the pre-eruptive stage (the first year) of the child’s existence 
there was less caries or more delay in the appearance of caries 
than among children who had received only post-eruptive care. 

. Ingestion of fluorine in drinking-water during tooth formation 
was thought to diminish the likelihood of caries, but there was 
10 effect after the teeth had formed. Ingestion of calcium 
phosphate or vitamin D was declared to have some effect on 
the teeth after eruption. Some workers had reported an arrest 
of dental caries and an almost complete suppression of caries, 
incidence in children on a controlled diabetic diet. Some con- 
sidered that ample ingestion of protein was essential to give 
protection against caries. An adequate supply of vitamin C 
was at one time thought to reduce caries by 50%, but further 
trials did not support that view. 

Effect of Carbohydrates 

in considering the local environment the question of food 
left to stagnate in the teeth was an important one. The site, 
number, and size of the stagnant areas, the influence of mastica- 
tion, and the arrangement and occlusion of the teeth had to be 
taken into account. With highly refined foods the scouring 
effect was missing, and mastication was less vigorous. Methods 
of preparing food which induced stickiness and a liability for 
particles to remain about the teeth were contributory. A con- 
siderable degree of acidity could exist in the mouth and etch 
or soften the enamel. But although caries commonly occurred 
in the areas of stagnation, not all stagnation areas became 
carious. Sugars had been considered bad for the teeth, and 
the idea that refined carbohydrates were connected with the 
production of dental caries had many points in its favour. 
Bakers and confectioners exposed to refined carbohydrate dust 
were said to show a high incidence. When consumption of 
refined carbohydrates was reduced, as in wartime, the caries 
incidence also was reduced. Refined carbohydrate was an 
accessory cause which could not be ignored. 

•As for the bacteriology of dental caries, a vast number of 
different bacteria were commonly present in the mouth, and 
many organisms in pure culture produced acid by fermenting 
carbohydrates. Observations showed that the presence of the 
lactobacillus was correlated with the carious process, though 
other organisms took part. Finally, Mr. Parfitt touched upon 


the new idea of proteolysis. The fact that the carious process 
affected the enamel slowly and the dentine more rapidly had 
been taken to indicate that the process was proteolytic in nature. 
Amid this crowd of hypotheses he would suggest only that the 
initial attack on the enamel surface was the all-important matter 
in the consideration of dental caries. 

Professor H. H. Stones said that with present knowledge the 
theory that the initial stage was brought about by the produc 
tion of acid still held the field. Why did certain types of per 
sons and certain animals get dental caries and others not 
Caries increased among the Eskimo when they came into con 
tact with civilization, but that applied particularly to childre 
and not to those of mature age. He thought that alterations i 
diet were significant. It was noteworthy that caries was no\ 
increasing in Norway, along with increased sugar consumptior 
He asked whether Mr. Parfitt considered that the small whit 
patches seen on the enamel were a sign of commencing cade: 

Dr. A. B. MacGregor asked -what the “refinement" o 
carbohydrate meant. It did not mean that there was less carbo 
hydrate. As for sugar, ancient man had caries before suga 
was discovered. 

Mr. Parfitt replied that white patches on the enamel 
especially if there was a little roughening or alteration o 
the surface, generally indicated the beginning of caries. Th 
refinement of carbohydrates meant usually the removal o 
protein, and with this went a lot of fibre and considerable 
alteration of substance. Fine carbohydrate was supposed ti 
be much more acid than when mixed with protein, fat, am 
certain vitamins. t 


CHEMOTHERAPY OF TUBERCULOSIS 

A meeting of the Fine Chemicals Group of the Society o 
Chemical Industry' was held at King's College, London, o: 
Jan. 18 for a discussion on'the chemotherapy of tuberculosi* 
Sir Jack Drummond presided. 

Dr. James Walker said the tubercle bacillus was acid-fas' 
and one of its characteristics appeared to be a relatively higl 
content of lipoid material, though there was no evidence o 
a continuous lipoid membrane around the bacillus, a theor 
which was fairly widespread. A number of metabolic pro 
ducts had * been isolated, and one of these, mycolic aci 
(C,,H m O,), was the compound chiefly responsible for acid 
fastness. But while some of the metabolic products of th 
tubercle bacillus had been demonstrated, it was not known a 
yet by what metabolic pathways they were produced. Th 
growth of the tubercle bacillus was relatively slow. It wa 
a common experience for recently isolated strains to requir 
to be cultured several times before growing well in the tes 
tube. 

Tuberculosis was unlike any of the other bacterial infection 
with which chemotherapy had to deal. When small number 
of staphylococci or streptococci were introduced into the bod; 
they were dealt with by the phagocytes, and the host wa 
unaware of the incident ; the tubercle bacillus could live am 
even multiply within the phagocytes. With tuberculosis, again 
the direct method of investigation by going straight to th 
experimental animal had the disadvantage that the diseas 
had a long course. 

Koch reported many years ago that gold cyanide inhibite 
the bacillus in vitro in a concentration of 1 : 2,000.000, bn 
it had no effect in vivo. Not until many years later was thi 
explained by the fact that gold-protein compounds did forr 
in the body. The best-known gold compound was sanocrysir 
which was introduced in 1924 and was received everywher 
with uncritical enthusiasm. Gold had now almost disappeare 
from the current literature of tuberculosis. Since 1935 th 
advent of the sulphonamides had redirected the therapy o 
bacterial diseases generally. The speaker gave a brief revie! 
of the work done on the various compounds, concluding will 
a reference to antibiotics and especially streptomycin. 

Clinical Aspect 

Dr. P. M. D’Arcy Hart said that it was important to dn 
cover some order in the use of substances offered for com 
bating tuberculosis. Only a minority of such substances lw 
been found to have any effect on experimental animals, be 
some which had low or no activity in the test-tube mini 
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be active in the body. The guinea-pig was usually employed 
for the study of tuberculosis; its disadvantage was that for 
screening purposes it required a relatively large amount of the 
drug.' The mouse had been used experimentally, but it was 
generally more resistant to tuberculosis than the guinea-pig. 
The advantages and disadvantages of extreme susceptibility 
on the one hand and considerable natural resistance on the 
other in testing drugs in tuberculosis were being studied. It 
seemed that the use of guinea-pigs, laborious as the process 
'was. was still the most fruitful method. 

He went on to speak of the groups of substances which had 
been tested recently on experimental tuberculosis in animals 
or clinical tuberculosis in man with positive results. The first 
group consisted of the sulphonamides and sulphone com- 
pounds. Then came fatty acids, then aromatic compounds, 
followed by certain miscellaneous organic compounds, and 
finally the antibiotics. The list included purely synthetic sub- 
stances. such as sulphones, on the one hand, which had been 
created in the laboratory, and on the other hand products 
which so far had not been synthesized and existed only in 
nature. Only about half a dozen substances had been found 
to have positive results in clinical tuberculosis in man. Of the 
sulphonamide group, promizole and sulphetrone were the two 
most popular at the moment. Another compound fairly widely 
used was para-amino-salicvlic acid. Among the miscellaneous 
organic compounds was calciferol. The antibiotics included 
conspicuously streptomycin. He also put in the list of anti- 
biotics cepheanthine. described by certain Japanese workers 
as almost miraculous in its activity, but, according to a recent 
report from America, hasing no activity in the guinea-pig. 

For the benefit of an audience mainly non-medical Dr. Hart 
gave a brief account of tuberculosis and its manifestations, 
abd then examined in turn the various compounds which 
promised positive results in human tuberculosis. Several 
hundred sulphone compounds had been tested in the labora- 
tory and a number in man. The clinical results indicated 
some regressive effect, but he thought it was fair to say that 
no definite place had been found for these drugs when used 
alone. The use of the sulphones with streptomycin might be 
more promising. 

Clinical trials with para-amino-salicylic acid had been in 
progress in Sweden, and there had been a few sporadic investi- 
gations in this country. At the moment it would be unwise 
to come to- a conclusion about the value of this drug in tuber- 
culosis. With calciferol dramatic and consistent improvements 
had taken place in the therapy of lupus vulgaris. The effective- 
ness of this therapy was discovered simultaneously in France 
and in this country during the war. It was not clear how- 
calciferol worked ; possibly it worked on the host and not 
on the bacterium. 

Streptomycin 

The discovery of streptomycin, Dr. D’Arcy Hart continued, 
was of historical importance because of its low toxicity, which 
permitted its use in effective doses in animals and man. Strepto- 
mycin was water-soluble and yet apparently would pass readily 
into'the cell. It was effective, at least temporarily, in a small 
proportion of the acute forms of tuberculosis, such as tuber- 
culous meningitis and acute miliary tuberculosis, which had 
hitherto proved almost invariably fatal. It had a limited effec- 
tiveness in renal tuberculosis, but appeared to be of little value 
in the more chronic forms of lung disease. 

Concerning the toxicity of the other agents, promizole might 
t produce after a long period thyroid enlargement and sexual 
changes. Para-amino-salicylic acid had little systemic toxicity, 
though the large quantities which had to be taken complicated 
its use. Streptomycin, though of low toxicity, had the dis- 
advantage that resistant strains of bacilli emerged during pro- 
longed treatment. Attempts to prevent the appearance of such 
strains had been made by combining streptomycin with other 
agents, but no conclusive results were as yet forthcoming. The 
difficulty in assessing the clinical usefulness of drugs in tuber- 
culosis lav in the large doses in which they had to be used 
in man as compared with experimental animals, the protean 
manifestations of the disease, its chronicity, and its tendency 
to natural recovery. Chemotherapy was only one approach 
to the problem. The older methods of treatment and social 
prevention had a great part to play. It looked as if the 


w-eapons required for the conquest of tuberculosis were as varied 
as the pathological manifestations themselves. 

In the course of some discussion Sir Jack Drummond said 
that it appeared that the limiting factor in studies on potentially 
valuable compounds was the absence of a thoroughly satis- 
factory screening test less laborious and time-consuming than 
the guinea-pig test. He had been interested to hear of trials 
in Sweden on para-amino-salicylic acid, and he asked whether 
the Medical Research Council intended to make similar tests 
under adequate control. Dr. Hart said that that was being 
done, and it was also under consideration whether a combination 
of para-amino-salicylic acid and streptomycin might be of 
service in preventing the emergence of resistant strains. 

Several contributions to the discussion were made by bio- 
chemists, one of whom said that there was little doubt that 
the lipoid complex of the organism had extraordinary chemical 
and physico-chemical properties, with the capacity' to inhibit 
activity over a very wide range of antibiotic substances. The 
tubercle bacillus would stand 40% sulphuric arid for an hour 
and 10% for twenty-four hours without being killed. Evidently 
there was some significant mechanism which prevented quite 
small ions from getting to the cell. 

Another speaker. Dr. O 'Connor, said that the greatest 
advances in therapy would come only from much closer 
co-operation between organic chemists, biologists, and medical 
men. The organic chemist was often working in the dark 
owing to his non-appreciation of the biological problems 
involved. In America organic chemists had made a slight 
modification of streptomycin, and according to American 
reports the toxicity of the modified product had been further 
lowered. Another approach which organic chemists might 
make to the problem was in devising adjuvants which might 
be administered to enhance the activity of the principal 
drug. With para-amino-salicylic acid, clinical trials had shown 
that within as short a time as three or four days the patient’s 
general condition improved considerably ; it looked as if the 
toxins in his body were to some extent neutralized, so that 
possibly the natural body resistance was then enabled to cope 
with the virulent bacteria. 


CAUDAL ANALGESIA 

At a meeting of the Edinburgh Obstetrical Society on Jan. 12, 
with the president. Dr. E. Chalmers Fahmy, in the chair, papers 
were presented by Dr. A. F. Anderson aDd Dr. J. D. Bourse. 

Dr. Anderson, discussing caudal analgesia, described the 
anatomical features of the sacral canal. He reviewed, the 
pharmacological effects of local anaesthetic injected extra- 
durally in this region and discussed the interference with such 
effects resulting from abnormalities of development of the 
sacrum, of which he showed a number of radiographs. He 
then recorded his persona] introduction to this subject, and 
indicated how he had concluded that in this country the method 
should be restricted to hospital practice, and that the constant 
attention necessary for success with a continuous technique was 
so exacting as to make it applicable to very few patients indeed. 
He had therefore decided to restrict his investigations to the use 
of a single dose using procaine to determine the quantity of 
anaesthetic necessary to secure the desired effect and then giving 
a second injection through the indwelling needle of a similar 
quantity of amethocaine hydrochloride solution with a view to 
prolonging the effects of the procaine. With this technique he 
had found it possible to obtain relief of pain lasting from three 
to five hours. The factor most vital to success was the timing 
of the injection to allow of delivery occurring within this range. 
Dr. Anderson described the technique of the caudal injection, 
and subsequently discussed indications and contraindications. 
Of the former, he thought the need to relieve pain in premature v 
labour was the most importanL He thought tbe method should 
be in the hands of an obstetrician or of a specialist anaesthetist 
with very wide experience of practical obstetrics. He recorded 
tbe results of 67 cases personally treated. 

Anaesthesia for Caesarean Section 

Dr. Bourke discussed the difficulties facing the anaesthetist 
in choosing an anaesthetic for caesarean section. Many 
caesarean sections were in patients who were already suffering 
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fiom serious disorders peculiar to pregnancy or to parturi- 
tion, from pre-eclampsia, starvation, and acidosis ; from grave 
ante-partum haemorrhage ; or from diabetes, tuberculosis, or 
other incidental disease. Many were emergencies, where reason- 
able pre-operative preparation could not be attempted. Many 
patients were suffering from a degree of gastric dilatation and 
were liable to vomit large quantities of material suddenly. 
Sedative pre-medication, which might prejudice the foetus, must 
be eschewed. Finally, the presence of a large tumour within 
the abdomen and the insistence of some operators upon a steep 
Trendelenburg position 'interfered with diaphragmatic respira- 
tion. Spinal analgesia had a sinister reputation, possible reasons 
for which Dr. Bourke examined in detail. Nevertheless it had 
certain advantages, and there was a place for it, especially when 
supplemented by light general narcosis. Inhalationa! anaes- 
thetics were undoubtedly the most frequently employed. 
A possible objection was that most general anaesthetics 
depressed the activity of the uterine muscle. This risk could 
be minimized by the use of cyclopropane at a very light plane 
along with curare, which provided necessary relaxation and 
minimized the total dose of the agent used, so reducing its toxic 
effect. It appeared that significant quantities of curare did not 
cross the placental barrier, but not more than 10 mg. should 
be given. In the series of cases which Dr. Bourke now recorded 
the results for the babies had been quite favourable, most 
breathing well at once and all crying within eight minutes. 
Local infiltration analgesia was indicated in those cases where 
there was gross foetal distress, when no form of anaesthesia 
which might affect the foetus, however remotely, should oe 
employed. Caution was required in applying this method to 
obese patients, who might require such a large infiltration that 
toxic effects might appear, while wound healing was sometimes 
poor. The inhibition of sulphonamides by procaine solution 
had also to be remembered. 

These papers were discussed by Dr. John Gillies, Dr. D. S. 
Middleton, Dr. W. F. T. Haultain, Dr. R. de Soldenhoff, 
Dr. Suzanne Paterson, Dr. Caroline Elliott, Dr. W. I. C. 
Morris, Dr. Alison Ritchie, Dr. F. G. Gibbs, and the president. 


HARVEIAN SOCIETY OF LONDON 

The annual general meeting of the Harveian Society of 
London was held at Manson House, 26, Portland Place, W.l, 
on Jan. 19. The Buckston Browne Prize for 1948 was pre- 
sented to Dr. V. C. Medvei by the president, Mr. E. G. Muir. 
The honorary treasurer, Sir Cecil Wakeley, made his financial 
statement and announced that the society had benefited to the 
extent of £7.250 by a bequest of the late Sir Norman Gray Hill. 
The president then read his address, “ A History of Surgery.” 
New Year greetings were conveyed to the meeting from Pro- 
fessor Sven Johansson, of Sweden, a foreign corresponding 
member of the society. The officers for 1949 were elected, 
Dr. Desmond MacManus being inducted as president. 


v The London County Council has recently published the Statistical 
Abstract for London. 1937-1946 (with 1947 figures where available), 
information contained in this volume is entirely statistical, and 
subjects range From infant mortality to liquor licensing, and from 
jrsc-cnbs to the number of meals served in civic restaurants. 
Among the items of medical interest relating to the year 1946 are the 
following: The estimated population in the administrative county of 
London was 3.109,240, which was over three-quarters of a million 
more than in 1941. The birth rate was 21.2 and the crude death 
rate 12 6 The infant mortality rate was 38 per 1,000 live births. 
“Violence” was given as the cause of death of 141 infants under 
one jear of age. There were 1,622 children attending special schools 
for physically handicapped children, and 1,823 children attending 
special schools for educationally subnormal children. The number 
of voluntary hospital beds was 17,424, and L.C.C. hospital beds, 
excluding those in mental hospitals, numbered 33,762. There were 
620 admissions to hospi’al for diphtheria ; this compares with 6,094 
in 193S. There were 379 suicides, compared with 594 in 1938. The 
total number of patients certified under ihe Lunacy Acts was 20,604, 
and there were in addition 2,171 voluntary patients in the mental 
hospitals. There were 11.651 certified mental defectives. Traffic 
accidents caused 691 deaths, compared with 1,458 (the highest total 
ever reached) in 1933. The report reveals that 18.688 civilians were 
killed in air raids in the administrative county of London during 
the war. 


Correspondence 


Haemolytic Disease of the Newborn 

Sir, — I should like to express my appreciation oLthe valu- 
able contribution to the knowledge of haemolytic disease of 
the newborn made by Dr. P. L.-Mollison and Miss Marie 
Cutbush (Jan. 22, p. 123). This paper demonstrates once more 
that routine serological tests during pregnancy are absolutely 
essential, and in addition shows the importance, if the newborn 
child is likely to be affected with haemolytic disease, of dose 
-co-operation between the obstetrician and the paediatrician so 
that the haemoglobin and bilirubin values of cord blood can be 
estimated directly the child is born and the appropriate treat- 
ment undertaken. 

I have always maintained that haemolytic disease of the new- 
born is a disease of the foetus and not one that “comes on” 
after birth, even although some of its manifestations become 
more obvious shortly after that event. I could never, however, 
explain to my own satisfaction the sudden onset of a severe 
haemolytic anaemia some days after birth in an apparently 
normal baby, nor does the explanation now put forward by 
Dr. Mollison and Miss Cutbush completely satisfy me. Accord-, 
ing to them, estimation of the cord haemoglobin shows that 
these infants are actually anaemic at birth and that " in fact 
the haemolytic process is maximal at birth.” I wonder if their 
observations refer to babies suffering from hydrops foetalis and 
anaemia and not to those who have haemolytic anaemia of the 
newborn. 1 raise this point because in the cases to which they 
refer death occurred within 24 hours of birth, whereas the 
infants of whom I am thinking appear normal for a few days 
after birth and then suddenly develop an intense anaemia which 
can usually be cured by simple transfusion with Rh-negative 
blood. 

The authors also suggest that “ the incidence of kernicterus is 
closely related to the haemolytic process,” but, if this be so, 
why is there only a trace of jaundice and never, kernicterus in 
this type of haemolytic anaemia of the newborn and in the 
acute haemolytic anaemia of older children ? They quote me 
as suggesting an opposite view — namely, that there is “an in- 
verse relationship between the degree of blood destruction and 
the development of kernicterus ” — but I have never made that 
suggestion. What I have said is that I have never found “any 
parallelism between on the one hand the degree of the haemo- 
lysis and on the other lbe severity of the jaundice and the pre- 
sence of kernicterus.” Dr. Baar and I believe that we have 
shown that the jaundice in haemolytic disease of the newborn 
is due to liver damage and that the kernicterus is a sequel of 
such liver damage and therefore not “ closely related ” to the 
haemolytic process. 

We believe that the changes in the brain occur during foetal 
life and not, as the writer of your leading article suggests, after 
birth, but that in those children who. are born unjaundiced the 
actual staining may not take place until jaundice develops after 
birth. We have seen kernicterus in a child who died 18 hours 
after birth, a considerably shorter time than the 2 to 5 days 
mentioned in the paper. 

There is one other point in the paper on which I wish to 
comment. This is the statement that “ it is surprising that so 
much stress has been laid on blood destruction as a cause of 
the anaemia to the complete exclusion of any consideration of 
changes in the amount of production.” Actually in our earliest 
papers on this subject my colleagues and I stressed the fact 
that this disease was a disease which not only produced haemo- 
lysis but also one which affected the erythropoietic centres, and 
that the purpose of blood transfusion was to tide these centres 
over their “ aregenerative ” phase and thus enable them to 
recover. It was for this reason that we originally spoke of 
the disease as “ erythronoclastic” rather than “haemolytic,” 
thus indicating that the whole erythron was affected. We still 
hold this view, only now we should add to it that, although 
erythronoclasis is the commonest manifestation of the disease, 
the antibodies also affect the liver and sometimes indirectly the' 
brain, kernicterus being in our view a hepatic encephalopathy. 
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These criticisms are not intended in any way to underrate the 
great value of this paper, for which once more I thank the 
authors. — I am, etc., 

Birmingham. ' LEONARD G. PARSONS. 

, Early Diagnosis of Tuberculosis 

Sir, — A s a general practitioner I’ have been particularly 
interested in the correspondence which followed the publica- 
tion of Dr. Peter Stradling's paper, “The Practitioner's Part 
in the Anti-tuberculosis Scheme” (Nov. 6, 1948, p. 832). The 
purpose of this letter is to draw attention to the usefulness in 
general pracu'ce of testing for tuberculin sensitivity, a simple 
procedure that can be regarded as complementary to radio- 
graphy of the chest, and no less important, though its scope 
and significance are different 

Primary tuberculous infection in children is easy to overlook, 
because it often appears in such an apparently innocent guise 
as a brief self-limiting febrile illness, slow recuperation after 
whooping-cough, or vague ill health without localizing symp- 
toms or signs. It is in such cases that tuberculin skin tests can 
be so informative and helpful in selectiqg patients for further 
investigation in hospital. The tests are quick and easy to 
perform, and have the additional merit, important in general 
practice, of being almost entirely painless. My own procedure 
as a rule is to carry out a jelly test first ; then, if that is nega- 
tive and further precision seems necessary, to do an ordinary 
intradermal Mantoux test with a 1 in 1,000 dilution. It is 
important to bear in mind that the result of either of these 
tests is never more than a pointer. 

During the last six months I have tested 19 children on a 
suspicion of tuberculosis. Among these, 3 out of 18 jelly tests 
and 2 out of 9 Mantoux tests have been positive. Some 
illustrative cases are described briefly below. 

U) A girl aged 11. Night sweats for several months. Tired and 
irritable recently. Mantoux (1 : 1,000) positive. Radiograph of chest 
-.hows a large root shadow. 

(2) A girl aged 9. For 10 days P.U.O. up to 103" F. (39.4° C.), 
characterized by tachycardia out of proportion to degree of fever, 
but otherwise by remarkably little constitutional disturbance. Tuber- 
culin jelly test posithe. Radiograph of chest shows well-marked 
primary complex. 

(3) A boy aged 3. Measles and whooping-cough last summer 
Fluctuating enlargement of cervical glands on both sides recently 
Tonsils unhealthy. Tuberculin jelly test positive. Radiograph of 
chest normal. Diagnosis probably tuberculous tonsillitis and adenitis 
with superimposed secondary infection. 

(4) A girl aged 10. Tired for a year. Faint in the morning. Over- 
grown weedy child with marked lumbar lordosis. Tuberculin jelly 
test positive. Radiograph of chest normal, and E.S.R. 10 mm. 
Positive test probably a legacy of a past infection and irrelevant to 
present condition. 

(5) A boy aged 3. Poor recovery from whooping-cough, with failure 
to regain weight; and persistent cough. Bad home conditions. On 
examination, coarse crepitations over both lower lobes. Jelly test 
and Mantoux (1 : 1,000) both negative. Radiograph of chest showed 
increased markings at both bases. Full recovery at convalescent 
home. 

(6) A girl aged 4. Poor recovery from whooping-cough with 
tepeated coughs and colds. Home very damp. Fragile and pale, 
but no localizing signs. Jelly test and Mantoux (1 : 1,000) both 
negative. Further investigation not considered necessary’ at this 
stage. Child kept under observation" and improved on symptomatic 
treatment. 

Even this small series of cases gives some idea of the value 
of the procedure. — I am, etc., 

Oxford. . A. BaLEANCE 

Diagnosis of Tuberculous Meningitis 

Sir, — D r. J. T. Lewis (Dec. 11, 1948, p. 1036) advocates the 
recognition of lowered cerebrospinal-fluid glucose as an early 
diagnostic sign in tuberculous meningitis. 

A simple clinical test based on this fact has been in use in the 
hospitals in this area for over 14 years. The reagent employed is 
a 25% solution of Fehling's A and ’B. Equal quantities of the 
reagent and cerebrospinal fluid are taken, boiled, and mixed. A 
clear cerebrospinal fluid which fails to reduce the Fehling's solution 
is almost pathognomonic of tuberculous meningitis. The only other 
conditions in which it occurs are rarely in lymphocytic choriomenin- 
gitis and in extremely rare torula infection of the nervous system. 


This test and its significance were taught me as a student by 
Dr. Emrys Harries, lecturer in infectious diseases in the Welsh 
National School of Medicine, and I have used it on numerous 
occasions and proved its reliability. 

— I am, etc., 

V/hltchvrch, Glam. P. T. BRAY . 

Amethocaine Hydrochloride 

StR,— Mr. C. A. Jackson’s excellent article on amethocaine 
hydrochloride (Jan. 15, p. 99) serves as a reminder of the lethal 
potentialities of this otherwise admirable anaesthetic agent. Ir 
the thoracic unit of Frenchay Park Hospital prior to broncho- 
scopy the average premedication is pentobarbital (oral) gr. 
(0.1 g.) at 45 minutes, and “omnopon” I gr. (11 mg.) and 
atropine 1/100 gr. (0.65 mg.) at 30 minutes. 

The use of atropine would appear .to be desirable, as it b 
difficult successfully to anaesthetize a mucous membrane which 
is liberally washed with saliva. In such cases a much larger 
dose of amethocaine might be necessary. Excess secretion in 
the bronchial tree renders diagnostic bronchoscopy considerably 
more difficult, and furthermore, as Langton Hewer 1 states, “ the 
passage of tracheal tubes under light general anaesthesia only 
can give rise to reflex disturbances of the respiratory and circu- 
latory mechanisms.” These reflexes, though subdued by topical 
analgesia to the cords, may still give rise to cardiac arrhythmia', 
and even possibly to cardiac arrest. On the assumption that the 
reflexes are of vagal origin it would again seem desirable to use 
atropine as a premedicant. 

I usually endeavour to complete the topical analgesia for 
bronchoscopy with 80 mg. of amethocaine in 2% solution — 
i.e., 4 ml. of this solution without adrenaline. The operative 
technique is much the same as used by Mr. Jackson. We do 
now. however, completely omit the 65 mg. lozenge of ametho 
caine, as we have found that either the tablet is not dissolved 
in an atropimzed mouth, or else, if it is dissolved, a very 
inadequate degree of analgesia is produced which cannot be 
compared with the analgesia we can secure with the same dose 
— i.e.. 3$ ml. of 2% amethocaine — applied deliberately. During 
the period of use of this lozenge of amethocaine the house- 
surgeons reported about eight cases of very mild overdosage of 
amethocaine in about 550 cases, but since abandoning the use 
of these tablets we have not seen any comparable number of 
reactions in an admittedly small number of cases. 

As regards the use of sprays, it is sometimes of value to direa 
five rigorous “bursts" of the agent into a graduated vessel, 
thus measuring the amount projected with each burst It i- 
sometimes as much as J ml. with some sprays, and free use of 
sprays will therefore readily result in an overdose. — I am, etc . 

Bristol. T. N. P. Wilton 

Reference 

1 Recent Advances in Araestkesia ard Arjitscsia, 194-4, p. 109. London 

Sir, — M r. C. A. Jackson in his interesting paper on ametho- 
caine hydrochloride (Jan. 15, p. 99) makes the following state- 
ment: “Application by means of a laryngeal spray should be 
avoided, as it may easily lead to overdosage.” This statement 
should certainly be qualified, because the amount of solution 
delivered by a laryngeal spray can be measured, and the use of 
such a spray is to many the simplest method of anaesthetizing 
the pharynx and larynx. 

The following procedure may be used to calibrate a de VHbiss 
atomizer sufficiently accurately for practical purposes. . An atomize- 
with a fine nozzle is chosen. Some of the solution to be used is 
placed in the spray. The number of complete compressions of the 
bulb necessary to atomize a measured amount of the solution can 
be found by directing the spray into a calibrated container. When 
this is known, it is possible in practice to count the compressions 
used while spraying the pharynx and larynx and thus to know what 
quantity of solution has been delivered. Two sources of error can 
arise. First, the bulb may not be fully compressed : this would lead 
only to less being delivered than estimated. Secondly, the amouni 
delivered by the nozzle might vary over a period of time: this is 
easily checked. 

From the above facts it may be seen that the use of a 
'laryngeal spray need not lead to a risk of overdosage. — I am. 
etc., 

Bedford 


N. WYNN-Wm.LAJ.fS. 
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Sir, — T he article on severe toxic effects from amelhocaine 
by Mr. C. A. Jackson (Jan. 15, p. 99) reminds me that I saw, 
a similar case in 1938, in which convulsions followed the 
(traumatic) introduction of a bougie, 10 ml. of 2% amethocaine 
having been injected into the urethra. The convulsions were 
controlled by thiopentone ; artificial respiration (by inflation 
with oxygen) had to be continued for 45 minutes before active 
respiration returned. 

For bronchoscopy I prefer cocaine solution (10 or 15%) to 
amethocaine, and I believe that the danger of reaction is neglig- 
ible provided that the drug is restricted to the air passages and 
be not swallowed or injected into the tissues. I think it likely 
that this applies to amethocaine also. Mr. Jackson’s cases 
seem to bear this out: in the second it is stated that 2 ml. were 
thought to have been swallowed ; in the first it is not stated 
whether the tracheal injection was made per glottidem or 
by external puncture. In the latter case it is comparatively 
easy to be misled as to the site of the needle, for air will be 
obtained on aspiration if the needle be ill-fitting, an injection 
into the tissues resulting. In the former case, solution falling 
ori the walls of the upper part of the larynx may be brought up 
by a cough and swallowed. For this reason I always fry to 
ensure that the solution be deposited well below the larynx : if 
per glottidem by a long catheter, if by external puncture by 
inserting the needle through the first or second ring of the 
trachea ; injection at a higher point is made even more hazard- 
ous because the mucous membrane is separated from the 
cricothyroid membrane by areolar tissue, which increases the 
likelihood of injection into the tissues. — I am, etc., 

Newcastle-upon-Tyne. M. H. ARMSTRONG DAVISON. 

Sir, — I was interested to read Mr. C. A. Jackson’s article 
(Jan. 15, p. 99) on the above subject. I wish to record two 
recent experiences using amethocaine as a local anaesthetic 
in a cachectic patient. 

The patient, an elderly woman with ascites following advanced 
malignant disease, required tapping at frequent intervals to relieve 
distension and discomfort. On the first two occasions, when ametho- 
caine (4 ml. of a 2% solution) was used to augment a whiff of trilene, 
the patient became faint and giddy, and finally unconscious with a 
convulsive seizure. Consciousness returned after about five minutes. 
These seizures happened while the cannula was in situ and after the 
effect of the trilene had passed. Subsequent tappings using trilene 
only have been uneventful. It was only after the second time that 
I became suspicious and decided to use trilene only. 

This case confirms Mr. Jackson's advice not to use ametho- 
caine in a cachectic patient. — I am, etc., 

Ljdbrook. Glos M. McMlNN. 


Sir, — M r. C. A. Jackson in his article on the severe toxic 
effects of amethocaine hydrochloride (Jan. 15, p. 99) quotes me 
as having had two deaths from the use of this drug in gastro- 
scopy. His reference is to the Proceedings of the Royal Society 
of Medicine, 1939, 32, 538. 

The reference is perfectly correct, but nowhere in the paper 
do I state that I had any deaths from the use of “ decicaine ” 
.(amethocaine hydrochloride) in gastroscopy. I reported two 
aths during the preparation for gastroscopy, one as having 

urred in Minneapolis, the other in this country. I myself, 

* over 2,000 instrumentations, have had no fatalities with the 
use of this anaesthetic. 

Later in his paper Mr. Jackson mentions that the addition of 
adrenaline reduces the toxicity of amethocaine hydrochloride by 
one-fifth I should be very interested to know his authority for 
this, as the only experimental work that I have been able to 
trace goes to show that the toxicity of amethocaine and 
adrenaline when injected intravenously together is much in 
excess of either separately. For this reason I always advo- 
cate the use of 2% amethocaine hydrochloride solution alone. 
— 1 am, etc., 

London. W.t. P. £. THOMPSON HANCOCK. 

Sir.— The two cases reported by Mr. C. A. Jackson (Jan. 15, 
p. 99) of toxic reactions following the administration of 
amethocaine hydrochloride prompt me to record experiences 
with this drug in children. For the last ten years 2% ametho- 
caine hydrochloride (no adrenaline) has been used as a local 


analgesic for bronchography without toxic effects. Immediately 
after the insertion of a special needle through the cricothyroid 
membrane into the trachea the drug was slowly injected through 
the needle, the quantity, one minim per year of age , being care- 
fully measured out and rarely exceeded. When the bronchial 
tree on both sides was to be outlined the dose of- amethocaine 
hydrochloride was repeated between the filling of the first and 
the second sides. This second dose usually followed 10 to 20 
minutes after the first, when the analgesic effect was wearing 
off. In about 1,000 bronchograms no ill effects that could be 
attributed to the drug have been observed. 

These observations support Mr. Jackson’s final remarks that 
overdosage or faulty technique is more often the cause of 
death than individual idiosyncrasy. Although adrenaline was 
not used in combination in our series, it is probably an extra 
precaution which should be taken in future. — I am, etc.. 

London. W.C.I. ‘ C. ELAINE FlELD. 


Treatment of Anuria 

Sir, — I was interested to read Drs. D. A. K. Black and S. \V. 
Stanbury's article on the treatment of anuria (Dec. 25, 1948, 
p. 1101). Their description of a case of anuria caused by 
incompatible blood transfusion prompts me to record briefly 
the following case in which anuria occurred during the course 
of blackwater fever and in which urinary flow was apparently 
established by intravenous glucose and plasma. 

A British N.C.O., aged 31, was admitted to a military hospital in 
West Africa for subtertian malaria. Next day, whilst on quinine, 
he complained of abdominal discomfort, appeared shocked, and 
passed port-wine coloured urine. For the next five days his con- 
dition was satisfactory, and the urinary output was in proportion to 
the fluid intake. Anuria gradually started on the sixth day, and the 
total urinary output in 24 hours for the subsequent few days was 
as follows: 


Day of Illness 
6th 
7th 
8th 
9th 
10th 
11th 
12th 


Urinary Output 


3 oz. (85 ml.l 
1} oz. (35 ml.) 


6 oz. (114 ml.) 
7} oz. (220 ml.) 
13} oz. (380 ml.) 
39 oz. (1-2 litres) 


During the sixth and seventh day of illness the patient showed 
signs of uraemia — viz., mental confusion, drowsiness, restlessness, 
muscular ttvitchings, and incessant vomiting. Blood pressure was 
110/50, and blood urea 280 mg. per 100 ml. Attempts lo establish 
urinary Row by alkalinization and hypertonic sodium sulphate solution 
failed. On the eighth day he became comatose, with Cheyne-Stokcs 
breathing, and the so-called uraemic " frost ” was visible on the 
skin. Urinary output was nil, and his blood urea rose to 300 mg. 
per 100 ml. His blood pressure remained unchanged. Blood count 
showed R.B.C.s 1.48 million per c.mm. and haemoglobin 38%. At 
this stage 20 ml. of 25% glucose solution was given intravenously, 
and an hour later he passed 2J oz. (78 ml.) of urine which was 
neutral in reaction and contained protein ++, urobilinogen 
+, bile pigments +, and urea 0.5 mg. Deposit showed epithelial, 
endothelial, and pus cells. No casts were seen. Encouraged by this 
result I decided to put him on glucose and plasma, and the following 
treatment was given : 


Day of Illness 

1 

Total Glucose Solution 
(20-50 ml. at a time — every 

3 to 4 hours) 

1 

Plasma 

8th 

100 ml. 1 

(60 ml. of 25% and 40 ml. of 50%) j 

2 pints (1-12 litres) 

9th 

220 ml. or 50% 

2 „ 

10th 

220 ml. of 50% 

2 „ „ 

nth 

190 mt. of 50% 

2 „ „ 


During the whole of the uraemic phase nothing was given by 
'mouth and no intestinal lavage was attempted. Once the urinary 
flow was established the patient made an uneventful recovery, and 
apart from antimalarial therapy and haematinics ho other treatment 
was given. Subsequent renal function tests were within normal 
limits. 


On a physiological basis anuria can occur as a result of either 
one or more of the following factors: (a) renal circulatory 
failure ; (b) renal excretory failure ; and (c) renal secretory 
failure. I agree with Black and Stanbury that in lovver- 
nephron-nephrosis anuria both the circulatory and the tubular 
factors enter into its pathogenesis.- They wisely point out that 
in this type of anuria it is never possible to exclude the 
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possibility of spontaneous urinary flow, yet it would appear 
from my case that hypertonic glucose and plasma, either singly 
or together, did influence the establishment of the urinary flow 
at a very critical stage of illness, perhaps by affecting the renal 
circulation and nutrition and thus restoring its excretory and/ 
or secretory function. 

It is unscientific to draw any conclusions from one case, but 
as the combination of 50% glucose and plasma did appear to 
influence the course of the case at a very critical stage when 
other measures had failed I would recommend the above treat- 
ment in cases of anuria due to “ renal anoxia ” to elucidate its 
therapeutic value. — I am, etc., 

London. S.E. IS. S. KaRANI. 


Allergy, Rheumatic Fever, and Nephritis 


Sir.— The excellent summary of recent experimental research 
reported in the leading article “ Allergy, Rheumatic Fever, and 
Nephritis” (Jan. 1, p. 21) seemingly strengthens the allergic 
aetiological hypothesis. Clinical facts deny the restriction of 
the antigen to the haemolytic streptococcus or its products. 
Even the late Professor Lichtwitz, 1 who largely influenced the 
revival of the allergic hypothesis, denied this specificity in the 
initial sensitizing infection (the pathfinder), or in recurrent 
excitant infections (detonating), whether of the acute or 
chronic type (septic foci which vary in degree but not in kind). 
The relationship of the sera of rheumatic patients to strepto- 
cocci is non-specific. 5 May I suggest that such has an analogue 
in the proteus-rickettsial relationship ? 

Too many exceptions destroy the validity of any theory which ought 
to arise out of and be suggested by the facts. While the current 
knowledge of the concept of allergy is in itself hazy, there are many- 
dark places in this particular application : in bacterial allergy there 
is a definite period of sensitization ; multiplicity of antigens (already 
noted) is not characteristic of induced allergy; while the clinical 
allergies may be a sequel to infections or are aggravated by mild 
infections, they disappear during acute infections. 5 Rantz and his 
colleagues* confirmed the original observation of Swift that even 
during the latent period between the clinical onset of rheumatic 
fever and the excitant infection the rheumatic process is at work, 
as shown by the E.C.G., E.S.R., and leucocyte count. I have noted 
that finger-tip tenderness, an invaluable sign of rheumatic infection, 5 
is present within a few hours of the onset of an excitant nasopharyn- 
gitis, itself resulting from contagion, so that the excitant mechanism, 
whether infectious or physical, such as chill, damp, or draughts, may- 
be the same. Lichtwitz has argued that the almost instantaneous onset 
after physical excitants excluded the implication of micro-organisms. 
There is of course an analogue of epidemic coryza, a virus infection, 
and physical excitants. 

As with the well-proven relationship of erythema nodosum or 
phlyctenular conjunctivitis to, say, tuberculosis, allergy would have 
been invoked, were the precise agent not known, to explain the 
coincidence of herpes simplex with excitant infections such as coryza, 
pneumococcal pneumonia, or malaria, with drugs such as organic 
arsenic, sulphonamides, or parenteral liver therapy, and with the 
normal alterations of the physiological cycle, as in recurrent menstrual 
herpes, which may be familial.* All these phenomena have their 
analogues in the natural history of rheumatic diseases — the relation- 
ship to adventitious infection (acute or chronic, “ septic focus " type), 
to drugs, or to physical excitants, the predominance of women of the 
child-bearing age in the incidence of rheumatoid arthritis, and the 
effects of puberty on the rheumatic infection of childhood. 


A virus aetiological hypothesis is suggested by the facts, 
although against it is the view that the primary histopatbo- 
logical lesion is in the intercellular ground substance ; but this 
seems a moot point 1 However, an allergic theory based solely 
on the haemolvtic streptococcus is unsustainable. — I am, etc., 
Dublin. ' A - D - McDwver. 
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■ Exo-erythrocytic Forms of Malaria Parasite 

! Sir, — W e fully appreciate the fundamental discovery of the 
pre-ervthrocvtic stage of the parasite of human malaria by 
Drs. H. E. Shorn and P. C. C. Garnham, Sir Gordon Covell, 
and Mr. P. G. Shute ( BMJ .. 1948, 1, 547). This discovery- 
closes the gap between the anophelic cycle and the human 


cycle of the parasite's life. Shortt and Gamham’s recent find- 
ings (BMJ., 1948, 1, 192) of the persistence of an exo- 
erythrocytic cycle in P. cynomolgi even several months after 
the infection has started has strengthened the opinion, pre- 
vailing among malariologists for some years now, that persist- 
ence of the infection during the interval between the attacks of 
fever as well as the origin of relapses and the resistance to 
drugs in latent malaria are phenomena connected with the 
existence of exo-erythrocytic forms. 

We cannot agree with the assumptions of this theory. We 
cannot accept the view that the perseverance of the infection 
is, as most observers believe, necessarily dependent upon the 
parallel persistence of plasmodial exo-erythrocytic forms. On 
the contrary, relapses are observed in individuals with latent 
malaria within an hour or two after strong emotion, shock, 
bomb explosion, cold baths, severe haemorrhage, surgical 
operations, etc., and this fact necessarily implies the existence 
of a developing endo-erythrocytic focus of parasites some- 
where in the body of the individual. We are forced to assume 
that the endo-erythrocytic parasites have continued their focal 
life without ever passing into the general circulation. 

Again, in individuals suffering from latent malaria, or rather 
focal malaria, a single injection of adrenaline intravenously is 
followed by the rapid emission into the peripheral circulation 
of endo-erythrocytic parasites in various stages of develop- 
ment. Such parasites are obviously originating from an endo- 
erythrocytic cycle and not from an exo-erythrocytic cycle. In 
the infection of fowls (P. gallinaceum) induced with infected 
blood a latent period follows the septicaemic phase, though 
sometimes this latent period is broken by minor relapses. In 
such hosts the exo-erythrocytic forms usually disappear to- 
wards the end of the second month. At the same time the 
infection is still active in the internal organs, particularly in 
the spleen and liver, with the presence of small numbers of 
endo-erythrocytic parasites and fresh granular pigment, prob- 
ably originating locally, giving proof of the continuance of the 
scbizogonic endo-erythrocytic cycle (D'Alessandro, Oddo, and 
Smiraglia). 

In human vi Wax malaria induced by infected blood recur- 
rences can occur, although less frequently as compared with 
infection with sporozoites. Analogously, according to Hawkins, 
Perry, and Thurston, a relapse may be provoked by splen- 
ectomy in monkeys with latent P. cynomolgi infection, but 
this occurs both when infection is induced by blood or by- 
sporozoites. 

Again, from the standpoint both of physiology and of patho- 
logy there is abundant evidence of the existence of a “ focal ” 
phase of the infection — that is, the existence of persistent 
morbigenous foci which maintain infection and disease long 
after the septicaemic phase has passed. Such foci, where endo- 
erythrocytic parasites can go on developing, are found in the 
splenic reservoirs of red blood corpuscles described by Barcroft 
and Binet, and are under the control of the spleno-contractile 
action of adrenaline. In the blood reservoirs, which are practic- 
ally devoid of plasma, endo-erythrocytic parasites continue 
reproducing, protected by their position outside of the normal 
circulation from the action of antibodies and chemical sub- 
stances. These facts explain the failure of attempts to eradicate 
the disease by means of chemical substances introduced into 
the circulation, because they never reach the parasites in the 
reservoirs of red blood corpuscles. 

The above is only a short summary of the views expressed in 
my- book, Amove Vedute sulla Malaria (Rome, 1946), and by 
J. Radvan in La Splenocontraction en Therapeutique (Bucharest, 
1945). — I am, etc., 

Ccmr o SicilianD di Malariolosia. Patcnno. MaURIZIO AsCOLI. 

Infective Ear Disease 

Sir, — I am indebted to Mr. T. A. Clarke (Jan. 15, p. Ill) for 
his criticism of the methods of treatment of chronic suppurative 
otitis media in factory employees. I am in agreement with the 
principles on which fie bases his method of treatment for the 
simple ty-pe of tubal infection or tympanic sepsis — namely, 
prevention of stagnation of the discharge and the reduction of 
the bacterial flora by dehydration and antibiotics. The choice 
of method used in the investigation reported in my paper was 
dictated by its applicability to the conditions of the factory- 
surgery and because the results from its use were already 
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known by otologists. The results obtained in the factory surgery 
could thus be compared with those obtained elsewhere. It is 
not considered that other treatments are less efficient, and an 
assessment of treatment methods was not attempted. 

As stated in the paper, the object of this part of the investiga- 
tion was to determine the value of the factory .cliqics in treating 
ear diseases in the associated population. It would be helpful 
if one could compare the results of treatment obtained in the 
factory investigation with those obtained by the method 
Mr. Clarke advocates, if only because the latter requires less 
u'me spent on treatment. Tables I and II (taken from my 
full report to the M.R.C.) will, I trust, supply the additional 
information Mr. Clarke asks for. 


Table I. — Chronic Suppurative Otitis Media According to Position 
- of Perforation 



" Recurrent ** Cases 

“ Continual *’ Cases 


Central 

Marginal 

Superior | 

Central 

Marginal 

Superior 

No. of cars seen 

122 

0 

12 

128 

22 

30 

Percentage distribution 

134 = 42-6% 

180 = 57 6% 

Percentage distribution 

91% 



9% 

71% 

12% 

17% 

Average age at onset 
of first attack 

13 


16 

17 

14 

18 

No. of ears treated . . 

102 



11 

111 

20 

2! 

No. of ears cured 

83 

— 

9 

60 

7 

14 

Percentage cured 

82% 

— 

82% 

54% 

35% 

52% 

No. of ears quiescent 

5 

— 

— 

9 

3 

0 

Percentage quiescent 

5% 

— 

— 

8% 

15% 

7% 

No of ears failed 






6 

4 


Percentage failed 

— 

• — 

— 

5% 

20% 

22% 


Table" I shows that out of 19 ears rendered quiescent by 
treatment 14 had central perforations and only two had attic 
perforations. 


Tablb II. — Chronic Suppurative Otitis Media — Effect of Granulation 
Tissue on Results of Treatment 



** Recurrent ** 

“ Continual " 

With 

Granulations 

Without 

Granulations 

With 

Granulations 

Without 

Granulations 

No. of ears seen 

26 

108 

64 

116 

Na. of ears treated . . 

23 

89 

53 

105 

No. of ears cured 

16 

76 

23 

58 

Percentage cured 

70% 

85% 

43% 

55% 

No. of ears quiescent 

2 

3 

2 

12 

Percentage quiescent 

9% 

3% 

4% 

n% 

No. of cars failed and 
% failed 



8 = 15% 

8 = 7%* 


Table II shows that four ears, with granulation tissue present 
at the start of treatment, became quiescent. The perforation was 
central in the membrana tensa in three, the granulations arising 
from the tympanic membrane or meatal wall, and marginal 
in one, the granulations arising from the tympanic annulus. 
Before daily treatment was discontinued and the ear classified 
as quiescent the granulations had become healed by epitheliza- 
tion for several weeks. No case of obvious cholesteatoma was 
classified as quiescent. 

With the present shortage of hospital facilities some grading 
of the severity of the cases is essential. It is due neither to 
over-tolerance nor dilatory decision, but to hard necessity, that 
cases of minimal infection are regarded as less urgently in need 
of surgical intervention than cases with profuse otorrhoea 
persisting despite conservative treatment. To advise operation 
tor every case of quiescent ear disease is not possible in all 
treatment centres. Furthermore, it is unnecessary. „Out of six 
quiescent ears treated in this investigation two had become 
try six to eighteen months later (Table X of report). These 
results are corroborated by the examination of any series of 
cases of soundly healed middle-ear disease. A few will be 
found to have suffered an extensive destruction of the ossicles 
or the tympanic annulus from osteitis. The infection has obvi- 
ously been overcome by natural resistance, possibly aided by 
conservative treatment. 

Nevertheless it is agreed that persistent activity in a quiescent 
ear should be given the respect it deserves, and surgical inter- 
vention. which may in some cases be on the lines advocated by 
i lr. Clarke, will eventually have to be considered. — I am, etc., 

Birminsham. COLIN M. JOHNSTON. 


Sir, — I n his letter on infective ear disease (Jan. 15, p. nj) 
Mr. T. A. Clarke raises doubts as to whether regular daily 
treatment of chronic middle-ear suppuration is necessary. Also, 
in discussing Mr. Colin M. Johnston’s advocacy (Dec. 18, 1948. 
p. 1049) of syringing the ear, he states that he knows “of no 
method more calculated to perpetuate infection : the easiest 
way to set up middle-ear discharge in a case with dry perfora- 
tion is to syringe the ear.” 

No sensible person would syringe the ear with a dry per- 
foration. The discussion surely centres round the treatmem 
of active chronic middle-ear suppuration, and the subject h 
best approached by considering the fundamentals. Whatever 
method is used in treating the ear, so as to give the body's 
natural processes for overcoming the established infection the 
best chance of success it must be directed towards thorough 
cleansing of the ear to remove the usual foul discharge in 
which it lies bathed and to keep the ear as dry as possible 
To achieve these ends we have the two principal schools, the 
advocates of the dry and the wet methods. The dry method 
consists essentially in thorough mopping of the ear, followed 
by removal of as much discharge as possible from the middle 
ear through the perforation by suction, then the insufflation 
of whatever powder the surgeon happens to favour. Thh 
form of treatment must of necessity be carried out by the 
otologist himself. 

The wet method consists of thorough cleansing by washing 
out the ear with a drying agent ; formaldehyde in the strength 
of I dr. (3.5 ml.) of 20% solution to a pint (568 ml.) of warm 
water has this effect. The meatus is then mopped dry. ,Thc 
latter method has the advantage that it can be carried out as 
a routine by a nurse with some training in ear work, and this 
is of immense practical importance in a large out-patienl 
department. As regards the application of silver nitrate, this 
can be gratifyingly successful in cases where the granulations 
are purely superficial, but can have no lasting effect when 
they are indicative of deeper-seated bone disease. 

To revert, then, to the question of frequency of treatment 
by either method, the rate of accumulation of discharge from 
a suppurating middle ear is usually such that any treatment 
applied less frequently than once daily must leave the ear 
bathed in pus for most of the time. If Mr. Clarke has been 
able to obtain good results from “ treatment . . . perhaps 
once, perhaps repeated at weekly intervals three or four times,” 
he must find the work of his out-patient department greatly 
relieved. My own experience has been disappointing in that 
I have not seen cases resolve under the dry method of treat- 
ment which had failed to do so after an adequate trial of 
the wet. In the light of the claims appearing from time to 
time for exceptional results from the dry method I have found 
on attendance ~at clinics where it is practised that there are as 
many cases of chronic suppuration attending as anywhere else. 
In addition, “free insufflation of powder largely filling the 
meatus,” as Mr. Clarke describes, often leads to caking of the 
powder into a mass which may be hard to remove and musi 
in some cases lead to damming up of discharge. 

On the whole, then, I have found no -advantage in results 
obtained by the dry method to offset the disadvantage that 
it requires the personal attention of the specialist, and that 
attention I hold to be necessary daily. — I am, etc., 

Glasgow Alex. R. Harper 

Sir, — M r. T. A. Clarke (Jan. 15, p. Ill) questions the truth 
of the statement made in your leading article (Dec. 18, 1948. 
p. 1068), “It seems certain that regular daily treatment is the 
best method of cleaning up infected ears,” and then proceeds 
to a very curious defence of his own views. His first plea is 
that “ the evidence must be considered,” but this is immediately 
followed by the dogmatic and unsupported statement that he 
knows of no method — referring to daily syringing or dry 
mopping and drops — more calculated to perpetuate infection. 

This seems a very extravagant answer to the work of 
Banham, 1 who by the method of daily dry cleaning and" 
light dusting with 2% iodine in boric acid powder obtained 
a dry' ear in 82.5% of 200 cases of chronic suppurative 
otitis media occurring in R.A.F. personnel ; and to the work 
of Mr. Colin M. Johnston (Dec. 18, 1948, p. 1049), who 
obtained 81.2% dry ears in a series of 316 cases by daily 
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syringing followed by spirit drops or a simple powder. Perpetu- 
ation in these cases was remarkable by its absence, and so far it 
would appear that the only evidence open to scientific con- 
sideration has been produced in support of the daily cleansing 
method. 

Mr.- Clarke submits that a result as good could have been 
obtained with far less treatment, but, whether or not figures are 
available in support of his contention, legitimate criticism can 
still be levelled at the treatment he advocates. First, if it is 
agreed that it is desirable to be able to assess the progress of 
treatment not only by the volume of the discharge from the 
meatus but by comparative inspections of the anatomy of the 
tympanic membrane and cavity, then it must be said that silver 
salts are most unsuitable local applications, as they discolour 
the whole picture and make qualitative observations very diffi- 
cult if not impossible. 

Secondly, Mr. Clarke states that his treatment (very careful 
toilet of the meatus, application of 20% silver nitrate, and the 
filling of the meatus with pulv. P.S.U.— sulphathiazole 10 parts, 
urea 1 part, penicillin 2,000 units per gramme — at weekly inter- 
vals), applied “ perhaps once,” will yield results equal to those 
obtained by Johnston. What one would like to know is whether 
criterion of cure is based on the middle ear being found dry 
after a dredging operation to remove all the powder, or on the 
fact that the powder has remained in situ and not been washed 
away by discharge. If the first is the case, how often does a 
syringe have to be employed to get the middle ear clean 1 
And if the second, how long is the powder allowed to remain, 
with its obvious disadvantages of completely preventing subse- 
quent inspection of the middle ear and of interfering with the 
hearing ? 

Thirdly, he states that such treatment — i.e., filling the meatus 
with sulphathiazole and penicillin power — is only with extreme 
rarity followed by skin reactions. To which one would ask. 
General or local reaction ? Because it is not uncommon in 
hospital practice to find patients with a desquamating otitis 
externa, generally involving the drum, who have had penicillin 
in their meatus, either in drops or in a powder, prior to their 
visit. 

Finally, to provide more of the evidence which Mr. Clarke 
regards as so essential before daily cleansing routines are 
adopted, results are given of treatment in the first hundred 
consecutive cases treated in the chronic ear clinic of St. Thomas s 
Hospital during 1948. The treatment consisted of meticulous 
dry' mopping after suction of the middle ear with a Siegles 
speculum, followed by light insufflation with 2% iodine in boric 
acid powder. The treatment was carried out daily wherever 
possible, a minimum of four attendances a week being the rule. 
The criterion of immediate cure was an absolutely dry middle 
ear. The results were as follows : 

Number of patients treated H® 

Number of immediate cures 73 

Average length of treatment .. 12.4 days 

Cases are not treated for long periods. Two weeks’ adequate 
conservative treatment will suffice in the great majority of cases 
to make an accurate diagnosis, to cure those cases capable of 
cure by conservative treatment, an d to convince the patient that 
all reasonable non-operative measures have been given a trial 
before operation is advised. Thus all cases referred for con- 
servative treatment are reviewed at the end of tw - o weeks treat- 
ment, and in only a very small number is further conservative 
treatment advised. 

T have to thank the staff of the E.N'.T. Department of St. TTiornas s 
Hospital for their permission to use the figures from that hospital 


—I am, etc., 
London. S-B.1. 


S. R. Maw son. 


1 J. Larynx., I9-W, 59, II 7. 


Sir, — T he able letter from Mr. T. A. Clarke on this subject 
l Jan. 15, p. Ill) raises points of the utmost importance to all 
otologists. Several papers read at the Royal Society of Medi- 
cine by Service members after the war gave remarkably good 
results from daily treatment of chrome otorrhoea. No doubt 
the treatment was carried out under the watchful eye of the 
otologist and not left to half-trained assistants. The conclusion 
is, I think, that daily treatment is a sound method of treatment 


only if efficiently carried out. As' Mr. Clarke says, indiscrimi- 
nate syringing is a positive danger. 

U is a curious thing that treatment by zinc ionization is hardly 
ever-done or even mentioned in aural departments. .Conceived' 
by Professor Leduc, of Nantes, and introduced to this country 
by Mr. Friel, zinc ionization is to my mind the greatest advance 
in the treatment of chronic otorrhoea during the past twenty- 
five years. Of course it is limited, to certain cases. Ionization 
of an “ attic ” suppuration with a pinhole perforation is simply 
waste of time, but where there is an adequate perforation 
enabling the middle ear to be washed out with an attic cannula 
the results are often dramatic. The “ toilet” of the ear and the 
ionization of course have to be done very thoroughly by tite 
otologist and not just left to the electrotherapy department. 
Many cases, even those of many years’ duration, clear up with 
one ionization. The saving of time in these cases is obvious. 
The neglect of this method of treatment is to be deplored and 
has been a matter of much regret to me. It is carried out with 
success in the L.C.C. clinics. — I am, etc., 

Guildford. JOBSON. 

Treatment of Simple Ganglion 
- Sts, — It is most interesting to hear that Mr. G. H. Colt 
(Jan. 15, p. 113) and Mr. J. H. Kjrkham (Jan. 15, p. 113) find, as 
I do, that the best treatment of a simple ganglion is simple 
pressure. I should like to thank Mr. John Hosford (Jan. 15. 
p. 1 12) for his kindly criticism of my letter (Jan. 1, p. 32), but 
1 do not “ rupture ” the ganglion by pressure, but replace the 
jelly inio the tendon sheath. On many occasions I have actu- 
ally demonstrated to onlookers the jelly passing into the tendon 
sheath, and then moved* the jelly about in the sheath. 

I have, of course, followed up my cases and have found that 
the great majority do not recur. 1 am sorry Mr. Hosford has 
not had quite such good luck, and suggest as a reason that I 
probably see more ” acute” or “traumatic” ones. One no. 
infrequently sees them within a day or two of their occurring, 
and often within a week or two. and 1 think we shall agree 
that recent cases are more easily cured by pressure than old- 
standing ones in which the jelly has become harder. 

I am aware that the modem teaching in the textbooks is that 
the majority of ganglia arise from joints, but I am afraid that 
t do not believe this. Mr. Hosford says in bis letter that “ the 
ganglion will be seen to arise from the capsule of a join 1 .^ 
Does he believe that a ganglion is formed by ” mucoid ” 
degeneration of the capsule of the- joint or of a fibroma of 
the capsule ? In the older textbooks it used to be taught that 
a ganglion was formed by mucoid de generation of a tumour 
of” a tendon sbeatb. 1 have never believed this, for 1 have 
seen hundreds of ganglia, but 1 have never seen one of these 
hypothetical tumours before degeneration has occurred. 

The theory that a ganglion arises from the capvule of a joint 
is rather difficult to believe. Does a ganglion actually arise 
from the synovial membrane of a joint? One has seen many 
cysts containing synovial fluid arising from joints and many 
evsts containing jelly arising from tendon sheaths, but never has 
one seen cysts containing jelly arising from joints or cysts 
containine synovial fluid arising from tendon sheaths. 

It is well known that small pockets and projections of the 
tendon sheath occur in some cases, which require some skill 
and patience in dissection, but has anyone ever proved that 
these pockets actually are continuous with the synovial mem- 
brane of the joint ? Has anyone put a probe into the joint 
before the scalpel has got anywhere near ? Has anyone demon- 
strated by the injection of a radio-opaque fluid that a gangJicna 
does communicate with a joint 2 To-day a skilled orthopaedic 
colleague kindly allowed me to be present when he was dissecl- 
inu out a eanglion over the wrist. At first sight it did appear 
as if there Was a small hole in the base of' the ganglion, but no 
probe could be passed into the joint and we agreed that in this 
particular case no communication existed. 

We will all agree that many ganglia arise from tendon sheaths 
and have no connexion with joints — e.g., the pea-like bodies 
so commoniy seen on palmar tendons. I have never seen a 
direct connexion between a ganglion and a joint, but I am 
willing to be convinced if someone will open up a ganglion and 
demonstrate a probe passing into the joint before the capsule 
of the joint is dissected. My opinion is that the textbooks 
are wrong: that the great majority of,' if not ail, gaDglia are 
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pressure was applied over the shoulder in an, effort to push the arm 
forward within reach. When hope had almost been given up, the 
shoulder flopped forward with a snap, and then the arm was drawn 
down with difficulty. The head was then delivered by suprapubic 
pressure and a very gently applied Mauriceau-Smellie-Veit grip. 
The baby, though badly shocked, revived after a few minutes follow- 
ing the administration of lobeline and Oj/CO, mixture. Subsequent 
x-ray examination of the child's shoulder showed a fracture about 
the middle of the clavicle, which fortunately united satisfactorily. 

Questioning the patient afterwards revealed that since the birth of 
her Iasi child some ten years previously a simple colporrhaphy had 
been performed for prolapse, and when this failed to cure the condi- 
tion a FothergiU operation with radical amputation of the cervix had 
then been done. Unfortunately, and for obvious reasons, this history 
was not obtained before delivery. Examination on the tenth day 
showed almost complete' absence of the vaginal portion of the cervix, 
it being replaced by a small hole on the anterior wall of a rather 
narrow vault. 

I hope that this will serve to show how easily one can be 
caught out by this unpleasant complication and to warn against 
too hasty amputation of the cervix in women of childbearing 
age. — I am, etc. 

Acharacle, Argyll. ROBERT S. C. FERGUSSON. 

Cervical Stenosis after Forceps Delivery 

Srn. — Mr. Walter Calvert’s memorandum on dystocia after 
amputation of the cervix (Jan. 8, p. 58) interested me because 
1 have recently dealt with a similar case following previous 
forceps delivery. 

The patient was aged 41 and had had three labours, the 
last of which ended in forceps extraction six years previously. Each 
of the babies weighed between seven and eight pounds. When seen 
by me in April, 1948, the patieni was twenty weeks pregnant, and 
routine examination disclosed gross scarring of the upper vagina, 
the cervix being unrecognizable. There had been threats of abortion 
at the 12th and 15th weeks. It was hoped that this scar tissue 
would relax at labour, but she was booked to have her confinement 
in King Edward VII Hospital, Windsor, the possibility of delivery by 
caesarean section having been considered. Spontaneous labour 
started at -term on Sept. 3, and when I was called I found her to 
be bearing down strongly and what at first appeared toibe the foetal 
head distending the perineum. On closer examination this was found 
to be ihe ihmned lower uterine segment covering the head, and no 
5S was visible or palpable. 

Lower-segment caesarean section was at once performed and a 
iving child extracted. Again no suggestion of a cervical canal 
■uld be identified from above, but since she had menstruated, con- 
wed, and had had two threats of abortion diirine the preunancy 
^vas decided to wait and see whether lochia could be passed. On 
Sept. 7, three and a half days after operation, the patient had 
passed no lochia at all, and the centre of the lower uterine segment 
was therefore incised and a catheter stitched in. About 2 oz. (.57 ml.) 
of thin, non-offensive, blood-stained fluid issued from the uterus. 
Dn Oct. 25 the patient attended the post-natal clinic. There was 
slight blood-stained discharge from the uterus, the latter being of 
normal size, and per speculum a very small aperture was seen at 
:he upper end of the vagina. 

It would appear that the previous forceps delivery had resulted 
in severe laceration, if not avulsion of the cervix, with, resultant 
stenosis. 

— I am, etc., 

Windsor. Berks. F. H. FjNLAISON, 

Neonatal Asphyxia 

Sir,-— Dr. W. N. Leak (Dec. 18, 1948, p. 1079) remarks, “I 
would only add that experience with caesarean babies is not 
quite applicable to normal births. For some reason caesarean 
babies are much more liable than others to die rather quickly 
and inexplicably.” 

My experience in general practice has also been that babies 
born from caesarean section do not breathe as spontaneously 
or as quickly as those delivered through the birth canal, and, 
furthermore. 1 believe that caesarean sections performed on 
patients in labour produce better-breathing infants than those 
cases where the operation is performed before labour has set 
in These phenomena can be satisfactorily explained if we 
accept the actuality of foetal respiratory movements. Evidence 
to this effect has come from three sources: clinical observation, 
the presence of the contents of amniotic fluid in the lungs of 
infants at necropsy, and the presence of amniotic fluid itself 
in foetal lungs as demonstrated by the injection of contrast 
materials into the amniotic sac. 1 


An experiment performed by myself last year confirmed Davis 
and Potter’s observations. The possibility that anaesthesia and/ 
or operative interference may account for the presence of con- 
trast material in the lungs was completely eliminated in m\ 
experiment by the demonstration of its presence in the lungs of 
the intact foetus before hysterotomy. If, therefore, we accept 
the aspiration of amniotic contents by the foetus as a fact, we 
may account for the above phenomena of the caesarean baby. 
Two theories, a chemical and a mechanical one, suggest them- 
selves to the writer. During the normal process of labour the 
placental circulation is disturbed, with a resultant condition of 
asphyxia, which sensitizes the foetal respiratory centre and pre- 
pares it for the onset of extrauterine respiration. Secondly, 
the process of labour, by squeezing the liquor amnii out of the 
foetal lung, prepares it for the extrauterine Substitution of air 
for fluid. 

The caesarean baby is denied both these beneficial effects of 
normal labour. Its lungs at delivery are still full, or partially, 
full, of fluid, and its respiratory centre has not been sensitized : 
very often this infant is truly “ drowned,” and unless adequate 
measures ^ are' promptly taken it will succumb — hence the 
comparatively high death rate and incidence of respiration 
pneumonia in infants delivered by caesarean section. 

The lesson then is that in all caesarean sections it should be 
a routine procedure to do intratracheal catheterization as soon 
as the infant is delivered. — I am, etc., 

Benoni, South Africa. E. JOOSTE. 

Reterence a 

1 Davis, M. E., and Potter, E. L., J. Anier. med. Aw., 1946, 131, 1 194 


Classical Caesarean Section 

Sir, — I would like to confirm the opinion expressed by 
Mr. Percy Malpas (Jan. 22, p. 156) that the lower-segment 
operation cannot always replace the classical operation. 

Recently I had two similar cases, when the classical operation was 
a blessing 'and not an abomination. Both were elderly primigravidae, 
and each had a fibroid (the size of a foetal head) in the anterior wall 
of the lower segment. To do a lower-segment operation in these 
cases would have necessitated cutting through the fibroid. Such a 
procedure would undoubtedly have, increased the risk of operative 
haemorrhage, post-partum infection, pulmonary embolus, etc. I was 
very glad to be able to turn around and do a classical section with 
no difficulty and much less risk. 

— I am, etc., 

Sheffield . Tim Boland 

Death at Birth 

SrR, — The annotation entitled “ Death at Birth” (Jan. 8, p. 64) 
stresses the need for more accurate information and certifica- 
tion of the causes of neonatal death. It seems important to 
draw attention to the fact that practitioners are often discour- 
aged from the scientific approach to the problem and use of 
terminology taught them as students because of the legal 
problems involved. 

In the terminology of the Medical Research Council’s classifi- 
cation of disease,’ two of the most frequent causes of neonatal 
death are (751) intracranial injury at birth, and (753) asphyxia 
during or after birth, yet if either of these is stated on a death 
certificate it is refused by the local registrar of deaths and an 
inquest frequently ordered by the coroner. In my experience 
several scientifically minded practitioners and resident medical 
officers have performed post modems on infants born under 
normal conditions in maternity homes, and, on certifying the 
cause of death as intracranial haemorrhage due to tentorial tear 
or other type of trauma, have found themselves in the coroner’s 
court. They can hardly be blamed if on future occasions, in 
order to save parents further distress or themselves frequent 
attendance in the court, they retreat willingly to the vague but 
safer use of the terms “ atelectasis ” or “ prematurity." 

In this country many large teaching maternity departments 
can produce annual statistics compiled by their obstetric and 
paediatric registrars in which an attempt is made to state an 
accurate diagnosis. There is often a marked discrepancy 
between these statistics for neonatal deaths and those given in 
the annual reports of the medical officer of health for the 
particular area involved, particularly as regards the use of the 
term “ prematurity "as a primary ^cause of death. 
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If any encouragement is to be given to greater accuracy of 
certification or the more frequent performance of post-mortem 
examinations on the newly bom, it is essential that these -legal 
difficulties should be overcome as soon as possible. — I am, etc., 

Bristol. Beryl D. Corner. 

Reference 

l Spec, Rep. Ser . mcd. Res . Coim. Lond % 1944, No. 2 IS . U.M S.O 

Millilitres Correct 

Sir, — D r. J. M. Hamill (Jan. 8, p. 72) revives and reinforces 
suggestions that have been put forward and made official in 
more than one edition of the British Pharmacopoeia. The B.P. 
1932 suggested, too, the use of the word “ mil " as a short 
designation for millilitre. That these suggestions have met with 
little response among those who use and make drugs indicates 
the strength of habit and shows how few read and act upon the 
recommendations made in succeeding prefaces to the B.P. 

Thinking, perhaps, to get round it in another way, the B.P. 
194S has discarded the word mil and adopted the abbreviation 
ml. for millilitre. This seems rather a pity and somewhat 
defeatist, for mil ism good word and can be both an abbrevia- 
tion and a word in its own right. Mil is short, to the point, 
indicative of the word' from which it springs, and, printed or 
-.poken, not to be confused with any other measure (which is 
more than can be said for millilitre). From a typographical 
point of. view, .the abbreviation ml. is undesirable, for it will 
often intrude an ugly and distracting point into running matter 
without saving type-space and, by encouraging the spoken use 
of millilitre, will invite typists and compositors to spell the word 
in full rather than use the abbreviation where that has been 
intended by the author or editor. 

May I put in a plea for “ mil,” and hope that the next edition 
of the B.P. will revert -to its use, having noted that since 1949 
physicians, manufacturers, and pharmacists have come to adopt 
it ? — I am, etc., 

Liverpool. N. A. HERDMAN. 

The End of Compulsory Vaccination 

Sir, — The end of “ compulsory ” vaccination as of July 5. 
1948, marked a, red-letter day in England singularly well timed 
in its proximity to July 4 and to the bi-centennial birth date of 
Edward Jenner, who W’as bom on May 17, 1749. This end to 
compulsory vaccination in England has intensified my desire 
to contribute a letter to the British Medical Journal as further 
suggestion for more careful discrimination in the process of 
vaccination. 

Professor Major Greenwood (July 3, 1948, p. 23) has shown 
how the zeal of propagandism may overcome scientific facts, 
an example of which has recently been demonstrated in New 
York, where only twelve cases of smallpox were reported in a 
population of 5, 000,000 people vaccinated within two weeks of 
the appearance of the first case. Coincidentally there were 
approximately 2,500,000 people daily in the city who must 
not have been vaccinated and in which group no case of small- 
. pox developed. (It is estimated that the daily population of 
New York City is 7,500,000.) The incidence, therefore, of 
smallpox was much lower in the non-vaccinated group than in 
the vaccinated group. It is of interest to note that in the twelve 
reported cases of smallpox ten were convalescing from some 
acute infectious disease and an eleventh patient was pregnant. 
Experimental studies have shown that “where an animal is 
recovering from an acute stage of a disease, the absorption of 
an additional amount of antigen introduced through further 
injection may precipitate a new state of the disease and be 
responsible for aggravations." 

At this most opportune time I would like to make a few- 
random observations to promote some thought upon vaccina- 
tion. In the outbreak of smallpox in New York City it has been 
stated that many people who became ill with one of a variety 
.of illnesses several days after they were vaccinated called the 
health department to find out if the vaccination .was responsible. 
Since in New. York City there are 1.000 people ill daily, and 
since practically everyone in New- York City was vaccinated, it 
was inevitable that some of these people would become ill and 
die. Vaccination does not stop the normal course of events, 
and vaccination should not be blamed for cerebral deaths, 
haemorrhages, etc. 


These claims or “ discredits ” can best be answered by quoting 
Hans Zinzer, who states, “ It is advisable to examine the reports 
of cases observed during epidemics, when doctors are expecting 
them and are more likely to scrutinize all obscure conditions 
with the disease in mind.” Hans Zinzer was neither heard nor 
remembered in New York City because his admonitions were 
drowned out by worthless statistics and medical tradition, 
whereas efforts were made to excuse post-vaccinial reactions 
on the basis of people dying daily in New York City of normal 
causes. 

I wish, therefore, to offer one single suggestion upon this red- 
letter day — namely, that we do not vaccinate when there is pre- 
sent a possible acute infectious disease. As you may have 
already surmised, the media of your distant channels has caused 
much more native littoral reverberation than have my own local 
efforts, and it is for this reason that I am desirous of writing 
to your Journal . — I am, etc., 

Newark. N" r-.v Jersey. EmaNUEL ROSEN. 


A Clinic under the N.H.S. 

Sir, — T hose of your readers who are interested in the develop- 
ment of the new Health Service may find food for thought in 
the following example of how it affects clinic work. The 
f.S. T.D. (institute for the Scientific Treatment of Delinquency] 
was established 16 years ago as a unique' experiment. It was 
supported by voluntary contributions and the directors and 
the medical staff gave their time free. Although handicapped 
by lack of money and staff, it nevertheless succeeded in treat- 
ing a considerable number of patients, carrying out scientific 
research, arranging lecture courses, and so established an inter- 
national reputation for this pioneer work. 

The psychiatric treatment of criminals and psychopaths is as 
yet in its infancy. Patients whose main trouble is their inability 
to fit in with accepted social codes are not likely to fit in with 
accepted methods of psychotherapy, to attend regularly,’ to tell 
the truth, and to co-operate. Convinced that if a patient is 
Unable to fit himself to a therapy the therapy must tit itself to 
the patient, I have worked out a method of seeing these criminal 
patients at mv private consulting-room whenever they find 
themselves in an emergency, helping them in their practical 
difficulties, giving them if necessary food or money, establish- 
ing personal contact, and doing psychotherapy whenever the 
patient is ready for it. With this very- unconventional method 
t find it is possible to get results in a number of otherwise 
intractable cases. 

The old I.S.T.D. .gave me every latitude and encouragement to 
•experiment. Since -July 5, however, its clinic bas been nationalized, 
And I have been informed that all treatment must' be carried out 
bn the premises of the clinic in. my allotted time ; also that noi 
Only would I not be paid for the time I spent with my old 1-S.TD, 
patients if I continued to see them in private because they could 
hot attend in clime time, but that they would be struck off the clinic 
list. On the other hand J would be paid only for the time actually 
kpent in the clinic building, even though, most of the time, there were 
hot enough patients to keep me busy. The Government, so I was 
informed, is paying us for time, not for skill, and as far as 1 
know I was the only psychiatrist who objected to getting paid for 
kitting unoccupied in the clinic premises. 

As I had been intimately connected with the I.S.T.D. for 16 yean 
1 tried to accommodate myself to what I regarded as a stupid 
Situation made worse by the attitude of the clerical staff, who 
Soon developed the Civil Service manner. But when the appoint- 
ment clerk refused to allow me to see three more patients in 
biy allotted time, informing me that it was she who fixed my 
Appointments and derided whom 1 was going to see and for how- 
long, I had no alternative to immediate resignation. 

Already the Ministry has spent money freely on salaries and 
clerical assistance and is likely to spend more in the near future. 
The clinic is likely to get a bigger and up-to-date building, a 
larger medical and a still larger clerical staff. No doubt the 
fjovemment will soon have a “ show-place ” run with “ effici- 
ency' ” ; the doctors who are accommodating enough to fit in 
Will get easy' money and easy work ; patients who are not too 
•II to fit in will get treatment. Nevertheless, the scientific stand- 
•bg of the clinic will decline, both because there is no scope 
for elasticity and research and because conditions are not likely 
to attract the best doctors. 
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Obituary 


R..L. DODDS, M.Ch., F.R.C.S., F.R.C.O.G. 

Mr. Robert Leslie Dodds died suddenly on Jan. 26 at the early 
age of 50. He was bom in Dundee in 1898, the son of the 
Rev. R. \V. Dodds, and received his education in Belfast, first 
at the Methodist College and later at Queen's University. He 
graduated with honours in 1920, and after holding various 
appointments, including that of demonstrator in anatomy, 
proceeded to take the F.R.C.S. in 1927 and the M.Ch. of 
his own university in the same year. Further resident experi- 
ence followed in London, this time confined to the specialty 
he had chosen, and very soon he was appointed to the staff 
of the City of London Maternity Hospital, the Samaritan Hos- 
pital, and the French Hospital. Here Dodds was given scope 
to develop those abilities which had been evident early in 
his career. He rapidly reached the front rank as a skilful 
operator, and his advice on obstetric problems was widely 
sought. 

When the London County Council took over the old 
Guardians’ hospitals in 1934 Dodds was asked to help in the 
reorganization of their maternity services. Their present effi- 
ciency is largely a result of the work he did at that time and 
which he continued subsequently as consultant at St. James’s 
Hospital. He was in addition obstetric consultant to the Ilford 
and Edmonton borough councils and to the Bearsted Memorial 
Hospital. „ 

He had served in the 1914-18 war as a surgeon 
lieutenant in the R.N.V.R., and was on active service in 
destroyers. During the recent war he was a major in the 
R.A.M.C. for IS months, being employed appropriately enough 
as surgeon to a troopship for part of that time. Towards the 
end of 1944 he had to relinquish his commission on the grounds 
of ill health. 

Dodds had a natural charm which endeared him to all with 
whom he associated and combined with his innate modesty 
to make association with him a delight. His many friends and 
patients will mourn his passing and extend their sympathy to 
his widow, who assisted him so devotedly during his long 
illness. 

Mr. R. Christie Brown whites : Leslie Dodds was my friend 
for 20 years and was one of the kindest and most generous of 
men. I have known few people who had his ability to endear 
themselves to so many. His most attractive quality was his 
humanity, and this, coupled with a wisdom which few possess, 
made him one of the best friends a man could have. His sense 
of humour and Irish wit were irresistible and also served his 
colleagues in very good stead, particularly in committee work. 
1 have known many difficult situations saved by his ready wit. 
He was a universal donor, and in the days' before blood banks 
this, and the fact that one could always count on his help in 
an emergency, must have cost him a lot physically. I recall 
two outstanding occasions on which Dodds came to my help by 
giving his blood to my patients, one of whom was the wife of 
a colleague whom I visited with Dodds. She was so ill with a 
ruptured ectopic gestation that we, operated upon her in her 
own home. Dodds not only assisted me with the operation 
but gave the patient a transfusion of his own blood. I was 
a young man then, comparatively unaccustomed to dealing 
with such critical situations, and I have always felt grateful to 
him for the help so freely and unostentatiously given. The 
tragedy of his premature and sudden death is to me heightened 
By the feeling that we have lost not only a good friend and 
colleague but also someone who had the qualities of the 
humanitarian, with a regard for people as individuals, under- 
standing and charity for their weaknesses, and tolerance for 
even the arrogant and the stupid. In the present state of the 
world such qualities tend to be at a discount, and the loss of 
any one of their champions is indeed tragic, but particularly 
so when the loss is also that of- a personal friend. 


, W. E. FOGGTE, D.S.O., M.D., F.R.C.P.Ed. 

Dr. William Edward Foggie, who died in Dundee on Jan. 13 
at the age of 79, had been closely associated with the Dundee 
Royal . Infirmary for fifty years. He was born in Dundee, and 
as a boy attended the High School there. On leaving school 
he went to Edinburgh University and entered the Faculty of 
Arts, taking the M.A. in 1889. Thereafter he studied medicine 
and graduated M.B., C.M. in 1893. He was then one of the 
only two resident medical officers in Dundee Royal Infirmary 
for a time. He settled in practice in bis native town, and in 
1899 was appointed to the staff of the Infirmary’ as assistant 
physician. In 1907 Dr. Foggie was promoted visiting physician 
for diseases of the skin, and held this appointment for twelve 
years, which included, however, a long absence on military 
service. When he came back from France he returned to the 
medical side of the Infirmary, and from 1922 till 1932. the year 
ol his retiral, he was senior visiting physician. Dr. Foggie 
continued to act as physician to the Royal Victoria Hospital 
and the Sidlavv Sanatorium. He was also for many yean a 
teaching member of the staff of St. Andrews University, hold- 
ing a lectureship first in dermatology and afterwards in clinical 
medicine. 

In the_ 1914-18 war Dr. Foggie served with distinction. He 
was mobilized as a Territorial in 1914, and in 1915 went to 
France in command of the 3rd Highland Field Ambulance m 
the 51st (Highland) Division. He served throughout in France 
and Belgium till demobilization in 1919. In 1918, when he 
held the rank of lieutenant-colonel, he was awarded the D.S.O. 
He became a member of the Royal College of Physicians of 
Edinburgh in 1922, and in 1926 was elected to the fellow-ship. 
He will be remembered by an older generation as a member 
of the Association of Physicians, on the executive of which he 
served for three years. He had been a member of the B.Mjk. 
since 1894, and was president of the Dundee Branch in 1933-4 
His health began to fail gradually over a year ago, bm he wav 
able to get about until some two months before his death. 

Dr. Foggie was held in high regard by his colleagues for hiv 
clinical acumen, wise counsel, and unfailing good humour. He 
was an excellent teacher of medical students, who recognized in 
him a good physician and a good friend. • ' 


Dr. PmiTP Hewer Wells died at the age of 56 on Jan. 17 
at Stratford-on-Avon after a long illness. The third son of 
Arthur Lethbridge Wells, who was senior surgeon to the Central 
London Ophthalmic Hospital, he was related on his mother’s 
side to a long line of medical men, several of whom were 
intimately connected with St. Bartholomew’s Hospital. Dr. 
Wells qualified there in 1915. He was awarded the Bracken- 
bury Scholarship, the Kirkes Scholarship and Medal, and the 
Willett Medal, and he was elected president of the Abcmethian 
Society. After acting as house-physician to Lord Horder he 
joined the R.A.M.C. and was appointed medical officer to the 
2nd Battalion Coldstream Guards, a regiment of which he 
remained immensely proud. Within eighteen months he u-av 
awarded the M.C. and bar. and later served a short period in 
Russia. Returning to civil life he acted as house-physician at 
the Radcliffe Infirmary, tool; the M.R.C.P., and went into 
general practice with his uncle, Mr. Eamshaw Hewer. F.R.C.S.. 
in Stratford-on-Avon. Here he spent the whole of his working 
life. On the outbreak of war in 1939 he was appointed as 
medical specialist to the J 0th British General Hospital and 
went to France. After the evacuation he held a number of 
appointments until in 1943, while acting as consulting physician 
to the South-Eastern Command, his health broke down and he 
was later invalided out with the rank of lieutenant-colonel. 
On his return to Stratford-on-Avon, with great courage he con- 
tinued to work as long as this was physically possible. Dr. 
Wells was a man of great phy sical strength, a "fine athlete, and 
an excellent player of ball games, in which he delighted. But 
with all his qualifications he will be best remembered for his 
forceful personality, his spontaneous generosity, and his un- 
compromising defence of what he considered to be the right. 
He leaves a widow,' two sons, and two daughters. 

H.G. Writes: Now ihat Philip Wells has left us, it seems 
fitting to recall the great man with whom I worked rather than 
the shadow of his former self that bis illness had made him 
during the last year of his life. 1 was privileged to become his 
junior partner nearly twenty years ago. and soon learned to 
realize his outstanding personality and the magnificent mental 
and physical capacities with which he had been endowed. He 
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had the highest integrity and expected the same standards from 
his colleagues and from all with whom he came in contact. 
Like all strong men, he had that capacity for gentleness which 
showed itself during his rare excursions into surgery, but mostly 
in his dealing with children, who all loved him, and whose care 
was his especial pleasure. Among many iecollections are his 
guidance and encouragement in difficult midwifery ; the effort- 
less accuracy of his mashie shots ; the terrific force of his first 
service ; and the roars of laughter which his mimicry evoked. 
When he left in 1939 to rejoin the Army there was something 
missing from among us which, alas, never returned in full, as 
he was a sick man when we saw him again. What we missed 
the Army gained. Many of those who served with him have 
spoken of him with great affection and will, I know, share our 
sense of loss. His life was all too short, but his memory will 
gladden the hearts of many of us for as long as we live. 

Dr. Grahame Rigby Rawlings, who died on Nov. 23, 1948, 
at the age of 37, was anaesthetist to the Dorset County Hospital. 
He took his Conjoint qualification in 1935, graduated M.B., 
B.Chir. at Cambridge, and took the D.A. in 1937. He was 
casualty officer and house-physician at St. Thomas’s Hospital, 
and then became senior resident anaesthetist there. In 1938 
he went to Calcutta, where he was an anaesthetist on the 
honorary staff of the Presidency General Hospital. During his 
years in India he was an energetic and successful practitioner 
of anaesthesia and of general medicine, and was soon acknow- 
ledged as one of the leading anaesthetists in the country. He 
had a fertile and inventive mind and great mechanical ingenuity, 
and did much work on the development of apparatus and appli- 
ances. He left India in 1948 to devote his full time to anaes- 
thesia in this country. His early death is a great loss to the 
profession. — R. F. W. 

Dr. Edward Keith Mulinder died in New Zealand on 
Dec. 9, 1948, at the age of 40. Dr. Mulinder was born in 
New Zealand, and was educated there, graduating M.B., Ch.B. 
in 1933. He came to England in 1935 for further study and 
experience. From 1936 onwards he was employed in L.C.C. 
mental hospitals at Friern and Tooting Bee. He had taken the 
D.P.M. in 1938, and he joined the R.A.M.C. as a specialist, 
serving as area psychiatrist in various parts of England. On 
the opening of the Second Front, Major Mulinder went to 
Normandy with the advanced section of the 32nd British 
Psychiatric Hospital which landed on D + 18. Following the 
battles of Caen and the Falaise Gap he wrote an article which 
was published in this Journal. Mulinder served in psychiatric 
hospitals in N.W. Europe till after the end of the war and, 
on returning to England, at Banstead Hospital, Surrey. He was 
demobilized in 1946 and returned to New Zealand to take up 
an appointment in the Mental Hospitals Department. Until 
recently Dr. Mulinder was medical officer at Kingseat Hospital, 
Papahura, where he was held in high esteem by both the staff 
and the patients. His early death is a great loss to the profes- 
sion. Dr. Mulinder is survived by his widow and four young 
daughters, all of whom were born in England. 


Dr. William John Young, who died on Dec. 28, 1948, at 
the age of 79, was one of the best-known practitioners in 
Cambridgeshire. He qualified first as a chemist after serving 
an apprenticeship, and then took the L.R.C.P., M.R.C.S. in 
1900 after studying medicine at Liverpool University. As a 
student Young won the Torr Gold Medal and the Senior Lyon 
nes Scholarship for Anatomy.' He became a demonstrator 
the new medical school, and he also assisted Professor A. M. 
aterson in preparing the dissections for the illustration of 
unmngham’s Textbook of Anatomy. He settled at Harston, 
Cambridgeshire, soon after qualifying, and he remained in 
practice there until 1945. A man of great energy of mind and 
body, in the early days he found horses too slow and took to 
the bicycle, often covering over thirty miles a day. Because of 
the bad roads, Young was often to be seen in winter riding 
across field paths and sidewalks. Outspoken, a hater of hum- 
ous. set tender in the presence of great trouble, he endeared 
himself to his patients, and he never refused an emergency call. 
Midwifery was one of Young’s special interests. He safely de- 
livered over 2,000 babies and counted it a blessing that he never 
lost a mother in labour, hi the 1914-18 war Young was visiting 
patients as early as 7.30 a.ifi., and at 10 a.m. he began a day’s 
work presiding over medica\ boards, returning home in time to 
pay ciening visits and conduct his surgery. Always an enthusi- 
astic member of the local medical society, he was frequently 
heard reading papers or m discussions. He represented the 
Cambridge and Huntingdon Branch at the annual meeting held 
at Aberdeen in 1914 and at three London meetincs. He was 
honorary secretary .of the Division in 1924-5 and “president in 


1927-8. Dr. Young’s recreations included village cricket, tennis, 
swimming, reading, and he was particularly interested in French 
and in the Greek classics. For over fifty years he read daily a 
part of the Bible, and he imposed upon himself a rigid self- 
discipline. The esteem of alt his friends was demonstrated on 
the occasion of his seventy-fifth birthday and his official retire- 
ment. A presentation was made to him by over 1,000 friends 
and patients from the twenty-two villages he served. His own 
words seem a fitting conclusion : “ In my wildest dreams I never 
thought of anything of this kind. During my forty-four years 
here I have made some attempt to live up to the high traditions 
of medical service and follow them as far as I could. To 
find myself in these circumstances is rather an overwhelming 
triumph.” His life was a triumph — he loved his profession 
and no one asked his help in vain. His gentle nature and 
indomitable spirit made him a living example to others.— C. W. 

Dr. William Henry Passmore died on Dec. 31, at the age 
of 76, in Carshalton, where he had practised for over forty- 
five years. Passmore had been a man of great energy, with 
many activities outside his general practice. His surgical ability 
was great, and was recognized by his fellow practitioners over 
a wide area. He was a general-practitioner surgeon of the best 
type, knowing his limitations, but an expert in dealing with 
abdominal emergencies and with fractures. Under his influ- 
ence the Carshalton War Memorial Hospital, to which he gave 
so many years of voluntary service, had a deservedly high 
reputation. In his younger days he had passed the primary 
examination for the F.R.C.S. and had been prosector at the 
College, and with a. natural surgical aptitude he developed a 
fine technique. He had been resident obstetric officer at Charing 
Cross Hospital, where he qualified in 1899, and retained his 
interest in midwifery. His acknowledged skill in this subject 
led to his appointment as consulting gynaecologist to the 
Carshalton U.D.C. In the 1914—18 war his energy was such 
that he became surgeon to the two large Red Cross hospitals 
at Morden Hall and Morden Grange at a time when his young 
partner had left for service in France. Passmore managed it 
all by doing two hours’ work at the hospitals before breakfast. 
In 1919 he was one of the founders of the Sutton and District 
Medical Society, which has continued with great success, and he 
was its first treasurer. It was mainly due to Passmore’s energy 
in raising money that the War Memorial Hospital, Carshalton, 
was opened and finished completely free of debt. Passmore 
was to many of his patients not merely a doctor but one who 
became their wise counsellor and a lifelong friend. Those who 
knew him well will, above all, think of him as a lovable person- 
ality who gave his energies to the benefit of his neighbours, and 
will ever hold him in their memories with affection. He is 
survived by his widow, who was of exceptional help to him in 
his professional work, and by his son and daughter. — T. H. W. 

Dr. Albert Ernest Hodgson died at his home in Maghull, 
near Liverpool, on. Jan. 2 at the age of 68. Apart from the 
interruptions of two world wars the whole of his professional 
life was spent in the treatment of infectious disease. Dr. Hodg- 
son was born in Redcar. His medical education was at Cam- 
bridge and Edinburgh, and he graduated M.B., Ch.B. in 1903. 
In 1911 he proceeded M.D., and was commended for his thesis 
on the treatment of diphtheria. He took his D.P.H. at Cam- 
bridge in 1906, and in that year was appointed R.M.O. at the 
City Hospital’ East (Mill Lane), Liverpool, where he had. his 
first extensive experience of diphtheria and other infectious 
diseases. This period was broken by his specialist service in 
the R.A.M.C. from 1914-19 in India and at Salonika and Malta. 
On his return to England he was appointed officer in charge of 
the North-West Area bacteriological laboratory and cerebro- 
spinal centre at Kinmel Park. It was here that he met his 
wife-to-be. Norah Lelean, sister of Professor Lelean, who held 
an administrative nursing ( post there. This was an ideal 
marriage, though there were no children. His wife’s death, 
about ten years ago after a period of illness, was a very great 
blow to Dr. Hodgson. In March, 1919, he was appointed 
principal medical officer at Fazakerley Hospital, Liverpool, 
serving under Claude Rundle, whose methods of bed-isolation 
and cubicle nursing he eagerly followed. At this time Rundle 
and he drew attention to the need for larger doses of antitoxin 
owing to increased gravity of diphtheria, which ten years later 
were shown to be due to particular strains of the diphtheria 
bacillus. In 1934 Hodgson succeeded Rundle as medical super- 
intendent. He was keenly interested in the treatment of anthrax, 
in which he had great success, having a consecutive series of 
100 cases without a death. He wrote a number of articles on 
this subject, and his work was widely appreciated, especially 
by those in the hides and tannery industries. Dr. Hodgson was 
a vice-president of the Liverpool Medical Institution “and was 
also lecturer on infectious diseases in Liverpool University. He 
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retired in August, 1946. Hodgson vvas of a gentle and affection- 
ate disposition and was universally popular with patients and 
their relatives, with the hospital staff, and with the profession. 
One sister survives him. 

Dr. William John Leach, of Beauly, Inverness-shire, died 
suddenly on Jan. 9 at the early age of 4S. After- graduating 
M.B., Ch.B. at the University of Aberdeen in 1924, and holdine 
an appointment as house-surgeon in the Sick Children's Hospi" 
tal there, he returned home to take over the practice of his 
father, Dr. John Leach, in Beauly. The “young doctor" soon 
endeared himself to the patients in his practice, which covered 
an extensive country’ area and included a large proportion of 
work under the Highlands and Islands Medical Service. His 
visits necessitated many arduous journeys to the hills and glens, 
and required no little physical endurance as well as skill and 
ingenuity in the home management of isolated cases. In the 
busy life of a country doctor he found time to keep up to date 
with medical literature, and was an enthusiastic attendant at 
clinical meetings. A keen member of the British Medical 
Association since I92S. Dr. Leach was president of the Northern 
Counties of Scotland Branch from 1939 to 1946 ; he represented 
the Inverness Division at annual representative meetings in 193S 
and 1943, and was a member of the Insurance Acts Committee 
and of the Scottish Subcommittee of the Insurance Acts Com- 
mittee for several years. Dr. Leach, who was greatly interested 
in many forms of sport, was a good horseman anti was also 
commodore of the Beauly Firth Yacht Club. A genial com- 
panion, a man of generous impulse and ever anxious to help in 
the furtherance of any good object in his community. Dr. Leach 
was held in high esteem by a wide circle of friends in the Beauly 
district, and his death will be felt as a deep loss by them. He is 
survived by his widow and daughter, to whom the sympathy of 
his colleagues will be extended. 

Dr. Valentine Henry Blvke died suddenly on Jan. 10. at 
the age of 67, at, his home in Great Yarmouth. He was the 
elder of the two sons of the late Dr. Henry Blake of that town ; 
the younger brother is Major-General H. H. Blake, late A.M.S. 
Valentine Blake was educated at Yarmouth and at Bedford. 
He gained an entrance scholarship at St. George's Hospital, 
London, and graduated as M.B., B.S. in 1905. He was house- 
surgeon at St. George’s, and afterwards at the Cancer Hospital, 
Fulham Road. He then joined his father in practice in their 
home town. He was honorarv surgeon to the Great Yarmouth 
Hospital from 1909 to 1946, and all his work was characterized 
by single-minded devotion to his duty and his patients. On 
retiring, he was appointed honorary consulting surgeon. In 
1947 Dr. Blake had to retire completely from practice because 
of a dissecting aneurysm and, coronary thrombosis which 
together caused his untimely death. During the first world 
war he served in the R.A.M.C. in Egypt and in France, and 
was mentioned in dispatches. He had been a certifying 
surgeon under the Factories Acts and Trinity House medical 
officer for the Yarmouth district. In 1933-4 he was president 
of the Norwich Medico-Chirursical Society and in 1942-4 of 
the Norfolk Branch of. the B.M.A. In all these varied activi- 
ties Blake- displayed the qualities of earnestness, keenness, and 
intelligence which be had shown in his student career. Nothing 
was too much trouble for him, particularly during the grim 
days of air raids. In earlier days he was prominent as a 
swimmer and a motor-cyclist, at both of which sports he won 
trophies. In later years he was a proficient shot and fisherman. 
Dr. Blake married, in 1926, Enid, daughter oi Dr. Hediey 
Bartlett, of Saffron Walden, who survives him with their two 
sons and one daughter ; the elder son proposes to enter his 
father’s profession. 

Dr. Edwin Leonard Lees, of Clifton, Bristol, died on Jan. 10 
at the age of 85. He was bom at St. Andrews, and his father 
was a sureeon in the I.M.S. who died of typhoid fever at the 
earlv ace of 36. His medical education was at Edinburgh and 
Bristol." He Graduated M.B., C-M- at Edinburgh in 1S85. and 
proceeded M.D. in 1890. He came south to Bristol in 1884, 
and on qualifyine went into general practice as an assistant to 
Dr Coleman For sixtv-one years, until his retirement in 1945, 
he was in charge of a large general practice, the arduous duties 
of which he carried out with entire unselfishness and dev'otion. 
Dr. Lees was a man of strong personality w-ho took the greatest 
interest in his patients, to whom he was not only a doctor but 
a guide and friend. In addition to his general practice be had a 
particular interest in the diseases of children. He held in 
succession the appointments of house-surgeon, registrar, and 
phvsician on the staff of the Royal Hospital foT Sick Children 
and Women in Bristol, being appointed consultant physician on 
his retirement. There are many who will regret the loss of 


a. friend and counsellor and who will deeply sympathize with 
his widow- and the six children who survive him. 

Dr. Hugh Howie Borland, who was 91, died on Jan. 12 after 
a long illness. He graduated M.B., C.M. at Glasgow in 1896, 
and took the Cambridge D.P.H. in 1899. After holding resi- 
dent appointments at the Western Infirmary. Glasgow, and at 
the Maternity Hospital, he went into general practice in the 
Dennistoun district of Glasgow, and became one of the clinical 
tutors at the Royal Infirmary. In the first world war he acted 
as medical officer at Duke Street prison. The fact that Dr. 
Borland vvas elected Deacon of the Incorporation of Barbers 
testifies to the respect in which he was held bv his fellow 
citizens. He was an elder of SL John’s Church, Renfield, and 
in other ways showed his interest in religious work. He was a 
man of high personal character, a kind friend, and a loyal 
colleague. — T. K. M. 


Dr. Percy Arthur Storey died at his home in London on 
Jan. 16 at the age of 79. Dr. Storey vvas educated at Brighton 
College and University College, London, and qualified M.R.C.S., 
L.R.C.P. in 1894. In 1918 he graduated M.D. of the University 
of Durham. Always a general practitioner, he practised in 
SL Marylebone for fifty-four years until his retirement about 
two years ago. His work there was interrupted only when he 
served in the R.A.M.C. in the 1914-18 war. During the recent 
war he worked with the Marylebone A.R.P. services. He was 
a member of the Harveian Society of London and of the Chelsea 
Clinical Society-. A Fellow of ihe Zoological Society of 
London, he took a great interest in animals" and he had a 
particularly fine collection of butterflies. 


Dr. Louise Whitman Farna.m Wilson died at Hove on 
Jan. 21. She received her medical education and graduated 
M.D. at the University of Yale in 1920. She then started work 
in the mission field in China at the Hunnan-Yale Medical 
College. She got great satisfaction from that work, and in 
the course of it met her English husband. Returning with him 
to this country she spent the next two years studying for the 
L.R.C.P. and M.R.C.S., which she took in 1936. Dir. Wilson 
then undertook temporary work in general practice in London. 
Shortly afterwards she helped in some research work with 
Dr. Leonard Colebrook. At the outbreak of war she settled 
down in rural general practice in Sussex. In recent years she 
bore with great patience and fortitude a long and trying ill- 
ness. Louise Wilson had the freshness of "outlook * of the 
American combined with a determined desire to get to the 
bottom of any subject which interested her. In the most gentle 
manner she would enunciate the boldest ideas, but she was 
tolerant of criticism and in fact eager for it. The crowded 
congregation at the memorial service at Keymer Church on 
Jan. 29 showed well the devotion of her old patients, many of 
whom had come long distances in order to be present. 


Professor R. J. Willan writes: The sudden death of Mr. 
Stanley Raw (Journal, Jan. 22, p. 158) caused widespread 
regretin Sunderland and in Ihe North of England, where he 
had an extensive and successful surgical practice. Until recently 
Mr. Raw was senior surgeon to the Royal Infirmary, Sunder- 
land, and to ihe Sunderland Municipal Hospital. To both 
hospitals he rendered yeoman service, both clinically and 
administratively. A man of sound clinical judgment, an 
operator of outstanding merit, he vvas also an acceptable 
lecturer and teacher. He was an ideal chief of a clinic, for 
he took a great personal interest in his juniors, whom he so 
ably guided" and encouraged in their work. He had a large 
practice associated with the Workmen’s Compensation Act, 
particularly among the Durham coal-miners. There was a 
remarkable mutual understanding and respect between him and 
his collier patients, and Raw’s opinion was seldom challenged, 
and if challenged was seldom held to be in the wrong. He was 
a fellow of the Association of Surgeons of Great Britain and 
Ireland. He took a prominent part in the amalgamation of 
the Northumberland and Durham Medical Society with the 
Newcastle Clinical Society', which then became the present 
NewcaStle-upon-Tyne and Northern Counties Medical Society. 
In due course he became president of the new society, and his 
scholarly presidenfial address, “Handing on the Torch." is still 
remembered with pleasure. Apart from his professional emi- 
nence. his life included many interests. He loved climbing, 
travelling the oceans, sailing small boats, and vvas a golfer with 
a low handicap. He was very happily married, and his wife 
shared his many interests. A man of commanding stature and 
great physical strength, he had climbed the mountains of many „ 
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countries. Recently, during a South Atlantic pleasure cru'.se, 
he visited the island of Tristan da Cunha, where he had the 
unusual experience of climbing the 7.640-ft. mountain of the 
island, a feat that, through lack of opportunity and lack of 
dependable weather conditions, cannot often have been per- 
formed by a visitor. His generosity was proverbial among his 
friends, and probably no one in need ever asked his help in 
vain. He had a keen sense of humour, was exceptionally well 
read, had a fund of good stories, and could be relied upon as 
a witty after-dinner speaker. So there has passed a man of 
outstanding character, a man full of humanity, and a -great 
gentleman whom it was an honour to have known. Mrs. Raw 
can be assured of the sincere sympathy of his many friends in 
her irreparable loss. 

Dr. R. W. Lee writes : I was grieved beyond measure to read 
of the death of Dr. William Susman ( Journal , Jan. 8, p. 76), 
and should like to pay tribute to him as 1 knew him many 
years ago. We served together in the same infantry company 
in France in 1917 and 1918 as very junior officers. Inevitably 
he was known as “Susie,” and it was always a treat to hear 
his platoon singing a popular song relating to a certain “Sister 
Susie ” as they followed him on a march. With his rich 
Canadian slang, no doubt toned down in later years, a gaiety 
that persisted at all times, and courage of a high order, he was 
a much-loved figure. A handy man with his favourite weapon, 
the Lewis gun, he achieved fame as a gunman, Wild West type, 
by a fluke in which he smashed the company commander’s 
walking-stick with a revolver at twenty paces. The owner’s 
wrath and the marksman's joy were roughly equal. In one 
typical exploit he disobeyed strict orders when, alone and un- 
armed, he explored an unhealthy no-man’s-land on a dark, 
wet night in search of a reconnaissance patrol that had been 
given up as lost. By another fluke contact was made, and tie 
led them home rejoicing on a route laid down by a ball of 
string. It is in particular gratitude for that action, involving 
very great risk, that I wish to record some appreciation of 
Susman as a very gallant officer. 


Medico-Legal 


PENSION AFTER HUSBAND’S SUICIDE 
[From our Medico-Legal Correspondent] 

he law concerning war pensions establishes a strong presump- 
n in favour of the applicant that the condition of disability 
ior death) is the result of service. In a disputed case the 
Minister of Pensions has to prove the negative, often a very 
difficult task. 

In Duff v. Minister of Pensions, a recent Scottish case, 1 a 
Glasgow tram driver who had been concerned in a fatal acci- 
dent had a nervous disturbance and gave up his job. Next 
month he was called up for military service but deferred for 
six months. When this period had elapsed he was drafted into 
the infantry, and two weeks later his body was found in the 
sea. There was no doubt that he had committed suicide. His 
widow claimed a pension, but her application was refused arRl 
her appeal to the tribunal rejected. She then appealed to the 
Court of Session, and won. 

Lord Thomson, the Lord Justice Clerk, observed that the 
cnsions tribunal had held it proved that the deceased had 
milted suicide because he was depressed when he enlisted, 
■ that the depression was a continuation of a pre-Service 
V" _ uotic illness from which he had never recovered. The 
ribunal had also held that his very brief Army life had been 
happy. His Lordship’s brother judges and he could not help 
feeling that there was involved in that cryptic finding the idea 
that there was need only to establish that the deceased’s Army 
life had been such as would not upset a normal man. The 
court did not think that this v)as the proper test. The' test 
must be an individual test, and' the tribunal must ask itself 
what was the effect of Service conditions on this particular man. 
There was no evidence to enable the court to affirm that Service 
conditions had not played a part in aggravating the man’s 
depression and so precipitating the tragedy. The court there- 
fore allowed the appeal and the widdw^ained her pension. 

yl ' Scotsman , Dec. tl, 19-tsido 


Universities and Colleges 


UNIVERSITY OF OXFORD 

In a Congregation held on Dec.- 16, 1948, the following degrees 
were conferred : 

DM. — A. E. Mourant. * 

B.M. — H. E. Reiss, D. F. Mullins, M. H. Hall, ‘Mrs. Joan W. Kipling, Manet E. 
McKinstry. 

* In absentia. N 

UNIVERSITY OF CAMBRIDGE 

The medical committee of the Board of Governors of the United 
Cambridge Hospitals has elected Claude Howard Whittle, M.D.. 
F.R.C.P., a member of the Faculty Board of Medicine for the two 
yfears ending Dec. 31, 1950. 

The following degrees were conferred in Congregation on Jan. 21 : 

M.A. — Joan Mary Boissard, M.R.C.S., L.R.C.P., University Assistant Director 
of the Public Health Laboratory, and James Wilson Millen, M.D., University 
Lecturer in Anatomy. 

M B., B Chir. — *G. C. Myddelton, G. R. Hervey, *R. D. Allen, *C. B. 
McKerrow, *J. G. O. W. Yerburgh, *G. P. Blanshard. ‘Alexis Brook, ‘D, R. 
Harrocks. *A. R. H. Hicks, ‘P H. Lord, *F. R. Ryle, *K. H. L. Scougail. 
J. B. Howells, *J. C. Wardill. *J L. Millard, ‘R. A. Rowan, E. W. Heining, 
*J A. Balint, *T. M. Robinson, *C. D. Thompson, ‘N. P L. Wildy, ‘R. B. 
Wright, L. Linder, *H. E Flint, ‘R. S. Smith, *T. J. D. Walker, “A. L. Wells, 
*K. W Leech, ‘J. V. Earle, *J. D. Llywelyn- Jones, *T. B Boulton, *R. D. 
Cundall, *P. G. R. Dench, *G. A. D. Lavy, *G. M. Jones, T. H. H. Wade. 
*J. R. Edsall, ‘June Bean, ‘Daphne E. Lewin. 

* By proxy. 


UNIVERSITY OF GLASGOW 

At a Graduation Ceremony held on Jan. 15, the following medical 
degrees were conferred: 

M.D. — G. C. Ameil, K. C. Hutchin, A. W. Lees, G. Leslie, J. S. Stevenson. 
M.B., Ch.B. — A. H. Alexander. C. I. S. Bartlett, Mary P. S. Borland. 
Lucy McL. C. Boyd, Mary B. S Calder, A. Carnochan, Mary E. Catto, Agnes A. 
Coughtric, R. McL. Douglas, W. I. L. Fraser, G L. Gibson, D. A. Haldane, 
Mary M. Hamilton, A. C. Howie, A. N. Hunter, B. Joels, ‘Elizabeth M. S. 
Kilpatrick (Mrs. Wotherspoon), Anne K. Kirkland, D. A. Knox, R. R Lang, 
D. McC. Macgregor, J. MacKay, A. M. Mechie, A. P. Miller, A. R. Morrison, 
J. Morton, J. J. Mullen, P. R. Probert, J. D. Read, H. A. Roemmele, L. Rose, 
Christina C. Stevenson, 1. O. Stewart, J. Stewart, J. A. M. Stewart, R. E. Steward 
W. S. Stoddart, P. Stuart, H. W. Thomas, D. B. Turnbull, J. M. Uku, J. Wright 
• In absentia. 

UNIVERSITY OF MANCHESTER 

William Ian Clinch Morris, M.B., Ch.B., F.R.C.S.EcL, M.R.C.O.G., 
has been appointed whole-time Professor of Obstetrics and Gynaeco- 
logy and Director of the Department, in succession to the late 
Professor Daniel Dougal. 


UNIVERSITY OF WALES 

The following candidates for the degrees of M.B., B.Ch. at the 
Welsh National School of Medicine have satisfied the examiners at 
the examinations indicated. 

Hygiene. — Lilian J. Cunningham, H. B. Jenkins, Nano J. Morgan, D. St. J. D. 
Rees. 

Obstetrics and Gynaecology. — Marjorie J. Adams, Mary P. E. Alban, 
F. W. Beswick, M. L. Cattell, R. B. Davies, Elizabeth B. Dew, D. C. Dymond, 
L. Elton, A R. Evans, K. Gammon, P. H, Griffiths, E. I. Gwynne, G. E. Heard, 
J. I. Hopkins, June D. Janies, JL B Jenkins, Ruth E. Lews, M. G. Lloyd, Nano J. 
Morgan, Rhona E. Morgan, B. Phillips, H. M. N. Rees, J. A., E. Richards. 
R. M. Richards, *D. C. Saunders, J. A. Stanton, D. G. H. Thomas, E. Thomas, 
J. D. Thomas, J. G. H. Thomas, S. Thomas. - i 

Surgfry.— Mary P. E. Alban, *F. W. Beswick, M. L. Cattell, Elizabeth'B. Dew,' 
L. Elton, E. H. Evans, K. Gammon, P. H. Griffiths, G. E. Heard, June D. James, 
T. D. Jones, Ruth E. Lewis, M. G. Lloyd, Rhona E. Morgan, B. Phillips, J. A. E 
Richards, R. M. Richards, ‘D. C. Saunders, C. P. Seager, J. A. Stanton, Brenda M . 
Thomas, E. Thomas, J. G. H. Thomas. 

•With distinction. 

The following candidates at the Welsh National School of Medicine 
have satisfied the examiners at the examination indicated: 

Diploma in Public Health.— I. A. Bolz, J. W. Bowen, R. Glenn, F. J. Hallinan. 
F. C. R. Harvey, *R. A. N. Hitchens, Amelia Rowles, G. F. J. Thomas. 

* With distinction. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a meeting of the College held on Jan. 27, with the president, 
Lord Moran, in the chair, Sir W. Dalrymple-Champneys was elected 
to represent the College at the Health Congress of the Royal Sanitary 
Institute, to be held at Brighton from May 23 to 27, and Professor 
A. A. Moncrieff was re-elected representative on the Colonial Medical 
Advisory Committee. 

Membership 

The following candidates, having satisfied the Censors’ Board 
were elected Members: 


Mn n nn° n ,-. L », E A Ar V n i dl V,^ t : B ’ J ' Badenoch, B.M., R. G. Beniam 
R. BickcrstnfT, M.D., J. D. Blarney, M.B., J. P. P. Bradshaw. M B 

Ru& ®t Q B n 'p 1 'P raiv E ’ 1 B M V, n’ v' E Vr F Ji'f, hl i Lieu,enanl - R-A.F M S.. AliceM 
J S r FB :x B ; J w C fS'S B .' K ;jM- Chalmers, M.B., J. B. Cochran,' M.B, 
J. S. Cronther, M.B., D. Davies, M.B., J. F. Delafresnayc, M.D., E. M. C 


I 
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Danlor. M.D . T. I! Dunn, M.B.. G. F. Eduards. M.B.E.. M.B.. Major. 
R*A.M.C-» H- L. English, M B.. O. D. Fisher, M B.. R. M. Forrester, M B 
J. M. Garvie. B M„ P. B B. Gatenby. M.B., H. J. Goldsmith, M.B., A Grant’ 
M.D.. A. P Grant. J- Grant. M.B.. l. CJrayce. C. \V. E. B Greaves’ 

L. R.C.P., D- McR Hanna, M.B.. T- D. B. Hanratty. M.D., P. L. de V, Hart* 

M. B., F, G. J Hayhoe, M.8.. C. B. Henderson, M B., A. C. S. Hoh<on, M C 
LR.C.P., Major, R A.M C.. G. K. H. Hodgkin, B.M.. K. $. Holt. M.B., J N. 
Home, M.D.. W M Irwin. M B., E. VV. Jackson. M.D.. D V. M. Jones. L.R C P , 

N. B. Jones. M.B P G *' " »•-.*-«— t< v — \ m.B t Mohammed A. 

Khan, M B.. L. G. kilol 1 * . ■■ V M. Lancaster, M.B , 

5- h y ■*?*• J - . . " “ * 1 .’Connell. M.B , E. L. 

McDonald, M.a. % A E. • ■ *" 1 *' ■ M B., R. 1. Meanock. 

M.D-, A- P. Meiklejoh , ' 1 , 1 '*■ ■ " C Merskey. MD, 

M, J. MeynelK M D , E. F. D. Montuschi. M.D., D. Morris. LR C P , B K. 
iVaik, M.B. L D Oster. M.B.. R. T Parkin. M.B., J. Pepys. M.B., G IV P 00 /e. 
M.B., S. R. Reader, M.B., E. A. Ritchie. M.B., A. J. Robertson, M B.. L. J. 
Rowley, M.B , E. Sanders. M.B,, L. G. Scott, M.B.. K. R. Shroff. M B.. J. A. 


Licences 

Licences to practise were conferred upon the following 134 candi- 
dates (including 27 women) who had passed the Final Examination 
\ix Medicine, Surgery, and Midwifery of the Conjoint Board, and 
who have complied with the necessary laws: 

L. A. A. Adams. Mari Ainslei$h-Jones. R D Allen. A. Allibonc, D. W. Annjss, 
Mary P. Armstrong. Patricia Arnold. A. H. W Bain. J A. Baljnt, A. A. 
Bartholomew. D. A. A. Beardsmorc. T. Bell. L. C. Bellsham-ReveJJ. J F- Bennett, 

C, A. Biscoe. 1 F Bishon. J B F Boyle, Maria E. B. Brennan, Sylvia M Brown, 
T, W. Brown. T. V CampVin. J. Cantor. J. W Cieszynski. K- M. Citron. \V E. 
ClifTord. O. F. Conran. G. A. Coombs. F. H. Corbitt. E. H J Cotter. Patricia Q- 
Currie, T. A. Daff. Shirin Dastur. G- L- Davies. Joyce' M. Daws. J. M Dodd, 
G. H. DunkerJcy. Audrey M- Emmerson. J. B. C. Evelech, J. G- Fairer. O. 
Fleischner. H E. Flint. Margaret Ford. A. T. T Forrester. P ~G Fox. Elizabeth M. 
Erance. Jean M Gibson, J G. Gill. U. S. Gill. R G. Godfrey. M. M Gollow, 
A. J. Graham. J C. Graharo-Stewarl, M. Gram. Marjnsrei 1 Green, D. G. G. 
Greenaway, Wendv E. Greengross. D. H Griffiths. A K Hancock. D T G. 
Harris. Kathleen J. Harrison Gladys F Horton. E T Hughes. T J M Hughes, 

D. S. Hur^ood. f. NT. E. Hyde, B Jacobs. A. V Jenkins. D G Jenkins. 1 M. 
Jones, G- Keen. P. W. L. Kelly, M. Lauchlan. Joan E Lewis. T. McKendrick, 
D. J. Mamie, Ida Mather. A H. Mendoza. G. G. Meynett, J. L. Millard. R, 
Mitchell. G. W Moore. J H. S. .Morgan, D. Morris, B. C. Morson. G V. 
Mulholland. J. G B Myles, C. Kaprath. E. J Newton, J. G. Noble, 
K. Orr-Hughes. O v H O^en. N C- \V 0*eri. Joyce M Parker. J E Phillips, 
S. Plumpton, R. Poliak. K G Prior, D. S R chardson. 1 H Richardson, R F- 
Richardson, Kathleen Vf. Roby. P Ronchetti. P. T. C. Rowan. J- £ Rn^ell, 
G. W. Scott, T B. Scott. A- M. Sell3rs. F. M. M. Shattock. Muriel E Sidaway, 
A. Southwell. H. W Stanley. Ursula Stanley. A E. Steel. R R Stephens. Sara \. 
Stinson. Eltrabeih J Sutton. Brenda a Taylor. C. W. Tavlor, G B Taylor, 
MaWs B Taylor, J N. R. Toke, D. O Topp. G. J. Van Klaveren. I S Waller, 
R.. D. Walsh. A. J Walters. Monic3 WaUon, P. S Watson. J. D. Wheatcroft, 
f. C. L. White, D. A. G. Williams, J. D. Williams, T. E. Williams, G. T. Woods. 

Diplomas 

Diplomas in Anaesthetics, in Psychological Medicine, in Tropical 
'Medicine and Hygiene, in Laryngology and Otology', in Medical 
Radio-Diagnosis, in Public Health, in Industrial Health, and in 
Medical Radiotherapy were granted jointly with the Royal College 
of Surgeons of England to the following successful candidates: 

• DrPLO*u in Anaesthetics. — D. Davies. G. Kerr, and R. Stu non. and to the 
34 successful candidates whose names are printed in the reoon of the meeting 
of the Royal College of burgeons of England in the issue of Jan. I ( p 38) 
DrPLOMA in Psychological Medicine. — B W Richards and to the 24 successful 
candidates whose names are printed below in the report of the meeting of the 
Royal College of Surgeons of England. 

Diploma tv Tropical Medicine a**d Hvgiene. — To the 3 successful candidates 
whose names are printed in tije report of the meeting o F the Royal College of 
Surgeons of England in the issue of Jan. I (p. 38). 

Diploma iv Larvvgoldgv and Otology. — H J Doran. R. M. Harvey, 
D. J. Heflernan. A R. Rowe, J. L. Wakelin. T C Fort, J B O’Mahony. and 
Ft. C. J. Rustomiee, *nd to the 21 successful candidates whoce names are printed 
below in the report of the meeting of the Royal College of Surgeons of England. 

Diploma tv Mfdical Radio-Diagnosis. — D. M. R Parry and J W. Pierce 
and to the 21 successful candidates whose names are printed in the report of the 
meeting of the Royal College of Surgeons of England in the issue of Nov. 27, 
19«S fp 964 J. 

Diploma tv Pubhc HfAtTH.— R. Alexander , H J. Anderson. R- L- Chopra, 
10. CoueNlam. C. D. Edwards. B M. George, D E Jeremiah. R G- Johnsen, 
A. P Ralra. APR Lewis. D. K. LI Lindsay. W D H McFarland. C. W. 
Maisey, Dorothy K. Paterson, F O Pntter, Annie F G Rowlands, Joan N. 
Ruben, Victoria M. D. N. Shaw, Margaret S. Stevenson. R. N. E. Wart, P. West, 
J. L. M # Whitbread 

Diploma ts Ivoc/tohal Health.— J. W. Webb and to the 1 6 successful ^ndi- 
dates whose names are Drinted below in the report of the meeting of the Royal 
College of Surgeons of England. ^ 

Diploma tv Medical Radiotherapy.— P. B, Woodyatt and to the 
candidates whose names are printed in the report nf the meeting of the Roya* 
^.College of Surgeons of England in the issue of Nov. 27, 194S (p- 9f>4>. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
At a meeting of the Council of tlu College held On Jan. 13, 1'549, 
with Lord Webb-Johnson, President, in the chair. Professor J. R. 
■Learmonlh rvas admitted to the Honorary Fellowship. 

Mr. J. E. Piercy (London), Professor V. F. Lambert (Manchester), 
Mr. Norman Hodgson (Newcastle-upon-Tyne), and Mr. G. H. 
Buckley (Blackpool), being Fellows of the Royal College of Surgeons 
of Edinburgh, were elected mi emiiem to the Fellowship. 

Drs. George Feneley, A. Parry Brown, H, Grant-Whyte, and 
Geoffrey Kaye were elected Fellows of the Faculty of Anaesthetists. 

A Diploma of Membership was granted to D. N. H. Owen and 
(. S. Walter. 


A Diploma of Fellowship was granted to A. G. Jessraan. 
Diplomas were granted jointly with the Royal College of Pirpkians 
of London as follows; 


MsdicwI Radio-DiaCnosb.—D. M. R- Berry. 
A-NAESTTTrrtCS. — R- V. Stimon. 


IsouttTUAL HcalTH.—W. Blood. L. B. Boenre. J. A. Herrfnsroa. A. K. H2t. 
W. T. W. Lawson, K.. F. L. Logen. A. C. Mackey. G. Milae, 3. G Mow. H 
Mukhopadhyay. A. J. Patterson, 3. R. Sen Gnpu, G Taylor, Marta rot £' 
Tbwaytes, T. E. M. Wardill. N. Williams. 


Larvngolooy avd Otopogy.— G. G. Allan. M. D. Crenrin. K. H. Dairymp'.e 
P. G. Jay. P. K. Khasnobis. R. M. Lang, H- A. J. Lister. 1. Lopem W. R. 
McKeciwis, V. St. J. de c. M agian, W. H, Mirkin, Constar.se B- S. Napitr, 
^f. M. N’ath. S. S. Ovancssoff*, W. M. 0 "^, r. pcsscgood, A S cfciUc r 
C. T. Tang. R- H. Welch, T. J. Wilmot. T. S. Young. 


Psychological Medicixe.— J. C. Baillie, R. F. B. Bennett, F. H. godaas 
E. A. Burkin. F. R. M. Calder, S- CatteraJJ, G. I. Davies, R. H. Gaman, J. K 
Hewat. R, M. Jones. F. J. Kelleher, H. Lasitin, J. Lrveson, A. L imsnzarJ. S. C 
XfacMillan, J. W. Macpherson, D- H- D. Pair.e. R. A. Sondison. R- B. Taylcr. 
W. N. Taylor, D. C. Wats. A. Wood, C. M. Xavier, F. L. D. Young 


Arrangements are being made for a combined course of lectures 
and clinical conferences, in relation to the surgery of childhood, to be 
held in London from July 4 to S. Clinical conferences will be held 
each morning at selected children’s hospitals followed in the after- 
noons by lectures at the College. The fee for the course will be 
£12 12s. or £10 IOs. for Fellows and Members of the College and full- 
time students of the Institute. Further details will be announced in 
due course. Meanwhile applications, accompanied by a remittance. 
may be sent to the secretary. Postgraduate Education Committee, 
Royal College of Surgeons of England, Lincoln’s Inn Fields, London. 
W.C.2, or to the secretary. Institute of Child Health, the Hospital 
for Sick Children, Great Ormond Street, London, W.C.I. 


The Services 


The President of the U.SA. has conferred the following decora- 
tions in recognition of distinguished services in the cause of the 
Allies : 

Officer of Merit. Degree of Officer . — Colonel L. C. Montgomery. 
O.B.E., M.C., R.CA.M.C. 

Legion of Merit. Degree of Legionnaire. Bronze Star Medal — 
Captain C. T. Robertson, MJL., R-CA.M.C. 

NORTH PERSfAN FORCES MEMORIAL 

The North Persian Forces Memorial silver medal for 1947 has 
been awarded to J. N\ P. Davies, M.B., Ch.B., for his paper entitled 
“The Pathology of Central African Natives/’ published in the East 
African Medical Journal The medal is awarded every year for the 
best paper on tropical medicine or tropical hygiene in any journal 
during the twelve months ending Dec. 31 by any medical officer of 
under twelve years’ service in the R.N., the RA.M.C., the R.A.T\. 
or the Colonial Medical Service. The memorial was founded bj 
officers of the R.A.M.C. and other Service medical officers who served 
with the North Persian Forces in the first World War. 

DEATHS IN THE SERVICES 
Lieutenant-Colonel John* Wemyss Grant died on Jan. 11 at the 
age of 79. After thirty years in the Indian Medical Service he retired 
to Broadstaixs in 1931. He graduated from Aberdeen University in 
1892 and on arrival in India was posted to the Royal Indian Marine 
survey ship Investigator as zoologist and medical officer. After a 
voyage in the Investigator Grant became medical officer to the J5tb 
Sikhs and went through the Chitral expedition with them. He was 
later transferred to the political department. At different times he was 
residency surgeon to the Kingdom of Nepal, Muscat in the Persian 
Gulf, Bhopal in Central India, and Jodhpur in Rajputana, Most 
of his service was spent in the last-named State, which covers an 
area the size of Ireland. On completing his service he had the 
unusual honour of being presented with an illuminated address in 
an ivory casket. The ceremony took place in the centre of Jodhpur 
city in order to give everyone, from the highest to the poorest, the 
opportunity to bid farewell to their much-loved and respected friend. 
Colonel Grant’s name appeared in the first list of recipients for the 
newly created Raise r-i-Hind medal for distinguished public service 
in India. He earned the award during the great famine. The 
Maharajah of Nepal also bestowed on him the Order of the Star 
of Nepal, a distinction rarely given to foreigners. In the first world 
war Colonel Grant commanded an Indian Genera! Hospital, first in 
Brighton and then in Mesopotamia. On the outbreak of hostilities 
in 1939 he was already serving on a medical board in Canterbury 
2 nd later was given the task of organizing the medical arrangements 
for the Home Guard in the Thanet area. After undergoing a seven- 
operation in 1943 his professional activities ceased. He leaves a 
widow. Mrs- Lilian Grant, who. is a doctor. 
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Medical Notes in Parliament 


Last N.H.I. Payment 

On Jan. 27 Mr. Beswick asked the Minister of Health when 
he expected to make a final payment under the former National 
Insurance Scheme to medical practitioners in Middlesex. 

Mr. Bevan answered that executive councils had been noti- 
fied of the amounts available for the final payments to doctors 
in respect of medical benefit under the National Health Insur- 
ance Acts and had been asked to make the necessary payments 
to doctors as soon as possible. 

Cost of N.H.S. 

Sir Thomas Moore asked on Jan. 27 for the latest estimate 
for the current annual cost of the National Health Service, as 
divided amongst the main branches, together with the admini- 
stration costs ; and also for figures indicating the estimated 
income from contributors. 

Mr. Bevan replied that a supplementary estimate of the cost 
of the National Health Service for the period July 5, 1948, to 
March 31, 1949, divided among 'the main branches would 
shortly be laid before the House. The amount available from 
National Insurance contributions towards the cost of this Ser- 
vice was estimated to be £24,000,000 for the same period. _ 

Teaching Hospitals in Scotland 

Miss Herbison asked on Jan. 25 which hospitals had been 
added to the list of teaching hospitals in Scotland since June, 
1946. 

Mr. Woodburn replied that the bulk of medical teaching in 
Scotland was carried on in a few large general hospitals in 
the four centres Aberdeen, Dundee, Edinburgh, and Glasgow. 
The main teaching hospitals remained as in June, 1946. There 
was, however, an increasing use of other hospitals for teaching 
purposes both in the four centres and outside. In the interests 
of the hospital service as well as teaching, he was anxious to 
encourage this extension. Medical education committees to 
advise the regional hospital boards on this and other aspects 
of the provision of facilities for clinical teaching were about 
to begin work in each region. 

Salaries of Medical Officers of Health 

Mr. Keenan on Jan. 27 asked Mr. Bevan what steps he pro- 
posed to take to help or assist local authorities to secure and 
retain the services of medical officers now that the salaries paid 
and offered were considered insufficient since the operation of 
the Health Service Act of July last. 

Mr. Bevan declared that, while expressing no view on the 
adequacy of these salaries, he was ready to join with the local 
authorities in establishing a Medical Whitley Council on which 
they could be discussed. 

Antrycide 

Mr. Hale asked on Jan. 26 for a statement on the use of 
“ antrycide ” in Africa. 

Mr. Creech Jones answered that field trials conducted 
throughout 1948 in Kenya, Uganda, and the Sudan showed 
that a single treatment with the new drug cured the two most 
important trypanosome diseases in cattle, T. congolense and 
T. vfvov. It had also proved effective against trypanosome 
diseases which affected camels, horses, dogs, and pigs. In addi- 
tion to its cprative properties, antrycide afforded protection 
against trypanosome diseases. Trials were continuing to estab- 
lish the duration of the period of protection. Limited supplies 
of the drug had been made available to Government veterinary 
departments in Africa. It was in use in Kenya, Uganda, and 
Nigeria (as well as in the Sudan). The effectiveness of the drug, 
particularly its prophylactic properties, would, it was hoped, 
improve the prospect of increased meat production in areas of 
Africa hitherto closed to domestic animals or precarious for 
them. He was examining the veterinary, agricultural, admini- 
strative, and other aspects of the development of animal 
husbandry in Africa made possible by the discovery of the 
drug. Initially it would be used to afford protection on stock 
routes and during seasonal migrations, but as supplies became 
more plentiful it was proposed to use it in combination with 
other methods of control to expand the present cattle-rearing 
areas. He was not in a position at this stage to estimate its 
ultimate effect on meat production in Africa." 

Female Circumcision 

. Nt* Hector McNeil said on Jan. 26 that he had no precise 
information about the prevalence of female circumcision in the 
Sudan. He was assured that legislation passed in 1926 and the 
subsequent propaganda had checked this repulsive and harmful 
practice. Progress, however, in the face of such a long- 
established tradition was regrettably, if necessarily slow 


No. 2 

INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 15. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Futures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for; (a) The 126 great towns in England and Wales (including London), 
(b) 1 ondon (administrative county), (c) The 16 principal towns in Scotland, (d) 
The 13 principal towns in Eire, (e) The 10 principal towns m Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return 'available. 


1949 


1 948 (Corresponding Week) 


Disease 

(a) 

(W 

(O 

(cl) 

(e) 

(a) 

(b) 

(c) 

(d) 

(e) 

Cerebrospinal fever 

28 

I 

30 

3 

1 

47 

3 

13 

2 

— 

Deaths 


— 

— 




2 

— 



Diphtheria 

92 

11 

34 

6 

5 

203 

21 

59 

19 

9 

Deaths 


— 

— 

— 

— 

5 

1 

1 


— 

Dysentery 

70 

27 

37 



7 

96 

4 

37 

2 

— 

Deaths 




— 

— 




— 

— 

Encephalitis lethargica. 











acute 

2 

. — ■ 

— 

— 

1 

1 

— 

2 

— 

— 

Deaths 







I 




Erysipelas 



37 

7 

2 



55 

12 

7 

Deaths . . . . * 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 




32 





2S 


Deaths 

42 

3 

11 

3 

1 

49 

5 

15 

6 

2 

Measles’* 

10,922 

320 

108 

57 

151 

3,304 

240 

S99 

137 

ie 

Deathsf 



1 

— 


— 


— 

Ophthalmia neonatorum 

48 

8 

9 




39 

5 

13 

I 



Deaths 











Paratyphoid fever 

‘ 4 

1 






4 

. 

1 (R) 




Deaths 

— 

— 

— 

— 

— 

— 


— 

— 

— 

Pneumonia, influenzal . . 

1,184 

65 

12 

8 

14 

787 

. 67 


10 

8 

Deaths (from influ- 










enza)! 

40 

8 

8 

1 

1 

13 

! 

4 

2 

2 

Pneumonia, primary . . 



4SS 

43 
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38 


Deaths 

365 

ft 


16 

11 

46S 

50 


9 

9 

Polio-encephalitis, acute 
Deaths 

3 

— 




2 

— 




Poliomyelitis, acute 

34 

4 

I 

. 



47 

3 

6 




Deaths§ 

2 

— 




5 

1 




Puerperal fever . . 




5 




3 

11 




Deaths 











Puerperal pyrexia 1 ! 

88 

6 

7 

_ 

1 

102 

5 

13 



2 

Deaths 


— 





— 




Relapsing fever 
















Deaths 











Scarlet fever 

QS9 

67 

273 

100 

44 

J.754 

109 

377 

24 

49 

Deaths! 



— 

— 

— 


— 

— 

— 

Smallpox 





__ 

_ 



__ 



, 

— 

Deaths 




— 

— 




— 

— 

Typhoid fever . . 

5 



1 

3 


2 


1 

4 



Deaths 

— 

— 


— 


— 

— 

— 

— 

— 

Typhus fever 















. 

Deaths 




— 

— 




— 

— 

Whooping-cough* 

2,825 

112 

304 

67 

61 

2,343 

160 

46 

49 

7 

Deaths 

6 

I 

1 

— 

— 

6 

t 

— 

— 

— 

Deaths (O-l year) 

365 

46 

75 

24 

14 

415 

55 

66 

27 

12 

Infant mortality rate 











(per 1,000 live births) 











Deaths (excluding still- 











births) 

Annual death rate (per 

6,215 

956 

869 

239 

155 

5,248 

850 

617 

19S 

124 

1,000 persons living) 



17-5 

14-8 




12-8 

12-4 


Live births 

7,636 

1224 

972 

422 

220 

8,510 

1397 

920 

412 

285 

Annual rate per 1,000 









persons living 



19-6 

26-2 




18-5 

25-S 


Stillbirths . . ' . . 

179 

20 

44 



252 

29 

25 



Rate per 1,000 total 











births (including 

stillborn) . . 



43 





’ 26 




* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

i Includes primary form for England and Wales, London (administrate e 
“County), and Northern Ireland. 

b Tir e . num ^ er deaths from poliomyelitis and polio-encephalitis for England 
ana Wales, London* (administrative county), are combined. 

1 Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 
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EPIDEMIOLOGICAL NOTES 
Influenza 

: has been no important epidemiological change since - 
.veek. Deaths from influenza in the great towns in the 
ended Jan. 22 numbered 45, as against 40 in the previous 
. These are very low figures for this time of year. There 
been a few more reports of small outbreaks of a disease 
l appears on clinical grounds to be true epidemic influenza 
mild type. At least one of these could be directly associ- 
with an importation from the Continent. No large 
eaks have been reported. 

ping of specimens of virus obtained from abroad and 
cases in this country is proceeding, but final results are 
et avafiabfe. From preliminary tests, however, it appears 
the virus responsible may be the variant of virus A which 
ared in this country at the beginning of 1947. If this is 
here may be good reason to hope that some measure of 
unity still Ungers in the population of England and Wales 
that a serious epidemic is unlikely. 

read in Europe. — According to reports reaching the World 
th Organization up to Ian. 18, Albania, Ireland, and 
real have had only a few mild cases. Cases of influenza 
noted in mid-December in Bulgaria have been character- 
by their remarkably mild but prolonged character and 
mainly affected very young children and the aged. 

■ Jan. 14 almost the whole' territory of France had been 
Ived in an epidemic which affected about 20% of the popu- 
n. Although generally of a mild type, the disease has 
ided a - certain number of serious, and even fatal, cases, 
eularly among very young children and old people, 
tses have been sporadic and of a mild character in Greece 
Poland. In Switzerland thirteen cantons have been affected, 
icularlv Tessin, Geneva. Schaffhause, and Basle city. 
'ratification of Viruses. — Virus A was identified in 50% of 
specimens taken from patients in the Lyons region. A virus 
also isolated which does not appear to belong to either 
A or type B, and work on the identification of this virus 
roceeding at the Pasteur Institute in Paris. More recent 
rmation suggests that the prevalent French strain corre- 
lds with the virus isolated in Holland, and this is probably 
itical with the Italian strain. 

ifluenza virus A has been identified in the southern pan of 
land by Professor J. Mulder, of the University of Leiden, 
subtype is not clear, and is probably not PR8, but seems 
e likely to be closely related to the 1947 A strains which 
;ed large epidemics in Sweden and small epidemics in 
land, England, and America. 

Discussion of Table 

i England and Wales there were decreases in the notifica- 
is of measles 2,263, diphtheria 34, and scarlet fever 33, with 
increase in the notifications of whooping-cough 519. 
he largest declines in the notifications of measles were 
icashire 681, Yorkshire West Riding 668, Nottinghamshire 
, and Essex 94 ; in contrast to this general decline, increases 
e recorded in Staffordshire 73 and Yorkshire East Riding 68. 
lotifications of diphtheria gave the lowest weekly total ever 
5rded and were 8 below the previous record low level. The 
:f centres of diphtheria during the week were Lancashire 20. 
rham 13, London 11, Warwickshire 9. and Cheshire 8; the 
laining 31 notifications were distributed over sixteen counties, 
ncreases in the incidence of whooping-cough were recorded 
Lancashire 121, Staffordshire 64, Warwickshire 55, Leicester- 
re 46, and Middlesex 40. 

The largest returns for dysentery were London 27 (St. Pancras 
and Lancashire 17 (Liverpool C.B. 6 and Oldham C.B. 5). 
'lotifications ' of acute poliomyelitis increased by 15, and 
ltiple cases were recorded in Kent 5 ; Middlesex 5 (Harrow 
D. 21 : London 4 (SouthwaTk 2) ; Lincolnshire 3 ; Wiltshire 2 ; 
ckinchamshire 2 ; Essex 2 ; and Lancashire 2 (Manchester 
1 . 2 ). . 
n Scotland there was an increase in the ^notifications of 
ooping-cough 163, measles 47, scarlet fever 43, acute primary 
:umonia 41, and dysentery 11. 

in Eire there was a decrease of 13 in the notifications of 
del fever. 

in Northern Ireland the chief feature of the returns was an 
rease of 22 in the notifications of whooping-cough. Notifica- 
ns of measles increased by 32 in Tyrone county, while in the 
nainder of the country a decrease of 24 was reported. 

Week Ending January 22 

The notifications of infectious diseases in England and Wales 
ring the week included: scarlet fever 1,311, whooping-cough 
142.' diphtheria 131, measles 10,254, acute pneumonia 1,050, 
rebrospinal fever 24, acute poliomyelitis 26, dysentery 104. 
ratyphoid 1, and typhoid 3. 


Medical News 


A 110th Anniversary 

A dinner to celebrate the 110th anniversary of the Medical Press 
was held in London on Jan. 26. It was presided over by Sir Cecil 
Wakeley, the present editor, 2 nd was attended by about 60 guests, 
including Lord Moran, Lord Horder, Sir Edward Mellanby, Sir 
Wilson Jameson, and the editors of the British Medical Journal and 
the Lancet, and many others identified to 2 greater or less degree 
with medical journalism. A portrait dated about IS 19 of Arthur 
Jacob, the founder and first editor of the Dublin Medical Press — the 
original title — and a number of personal relics relating to him and 
to the second editor, his son, Archibald Jacob, were exhibited. 
Lord Moran, in proposing the health of the journal, said that one 
of the remarkable features of the early issues of the Medical Press 
was its insistence upon freedom. Sir Cecil Wakeley T in reply, said 
the Medical Press differed from many other medico] journals in 
various respects — for one thing, its editors had always been men 
in clinical practice — but like its contemporaries it had stood 
throughout its history for freedom of expression of opinion. 

'Dr. H. Guy Dam, proposing the toast of “ Medical Journalism.’* 
said that one of the things of which the medical profession could be 
most proud was that it did not seek any ** closed shop ** for its 
information. Any new development or discovery' was immediately 
published to the whole world, and nobody attempted to make any 
profit out of it for himself. The medical journals of Great Britain 
stood comparison with those of any other country'- If they were, 
on the whole, cautious and conservative, that was a fault on the right, 
side. Sir Heneage Ogilvie, editor of the Practitioner, responding, 
observed that the medical journals, serving the most highly educated, 
critical, and diverse public — the public of doctors— had maintained 
a high standard. Mr. R. F. West, a member of the firm of BaiUTsre, 
Tindall and Cox, the publishers of the Medical Press, read from 
Arthur Jacob’s initial editorial in the first issue in 1839: “A free 
press is the most powerful means in existence to elicit truth, to 
encourage honesty, to drive out folly, and to resist oppression.” 

5>»ise» Prize 

The Swiney Prize for medjcal jurisprudence for 1949 has been 
awarded, on the recommendation of a joint committee of the Royal 
Society of Arts and the Royal College of Physicians of London, 
to Professor John Glaister, for his work Medical Jurisprudence- 
and Toxicology. This is the second occasion on which Professor 
Glaister has received the Swiney Prize, it taring been awarded 
jointly to him and Professor J. C. Brash in 1939 for their book 
Medico-Legal Aspects of the Buxton Case . The prize, which 
consists of a £100 silver cup and money to the same amount, is. 
awarded on every fifth anniversary of the testator’s death. It is- 
offered alternately for medical and general jurisprudence. 

Fellowships and Scholarships in Dentistry 

The Nuffield Foundation announces in the advertisement pages of 
this week’s Journal that it is prepared to award a number of fellow- 
ships and scholarships in dentistry-. Full particulars can be obtained 
from the secretary of the Foundation, 12 and 13, Mecklenburgh • 
Square, London, W.C.l. The closing date for applications for 
fellow-ships is March 1 and for scholarships June 30. 

National Institute for the Deaf 

The annual report for 1948 of the National Institute for the 
Deaf describes some of the more important activities of the Institute 
over the past year. A co-ordinated scheme for approaching local 
authorities under the National Assistance Act has been prepared 
for the guidance of welfare societies for the deaf, and a new 
scheme for the emergency- training of lip-reading teachers has been 
launched. The report also records that the incorporation of the 
Institute has been completed. 

Central Council of Physical Recreation 

The Central Council of Physical Recreation has started a new 
quarterly journal called Physical Recreation. It will give news of 
sports, games, and athletics, and information about holidays and 
meetings. The journal costs Is. and is obtainable from the C.C.P.R. 
at 6, Bedford Square, London, W.C.l. 

Wills 

Dr. Samite I Walton Wheaton, 2 former medical officer of the 
Ministry of Health and assessor to the Miners’ Welfare Committee, 
left £52,569. Dr. William Austin Robb, pathologist to the Royal 
Devon and Exeter Hospital, left £25,045. Dr. Percy Glyn Savours 
Williams, of Exmouth, left £26,6S6; and Dr. Christopher Richard 
lCempster, of Great Portland Street, W.l, £6,846. 
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COMING EVENTS 

Swnposinm on Parasitic Infections 

The New York Academy of Medicine will hold a symposium on 
the biology, metabolism, immunity, diagnosis, and treatment of the 
more common human parasitic infections on March 15 and 16. 
Information may be obtained from the Secretary of the Academy, 
2 East 103 Street, New York, 29. 


Friday 

Royal Medical Society, 7, Melbourne Place, Edinburgh.— Feb li 
8 p.m. "National Intelligence," by Mr. J. H. Biown. 

West Kent Medico-Chiruroical Society. — Ai Miller Hospital 
Greenwich High Road, London, S.E., Feb. 11, 8.30 p.m. "T), f 
Prostatic Patient," by Mr. J. Gabe. 

London Chest Hospital, Victoim Park, E.— Feb. 11, 5 p m 
i " Pathology of Pneumoconiosis," by Dr. K F W Hinson. , 
London: University Coi lege. — At Physiology lheaire, Com' 
Street, London, W.C., Feb. 11, 5.15 pm. “ Parasympathomimetic 
and Parasympatholytic Drugs," by Dr. F. Bergel, Ph.D. 


Pathology Congress: Date Changed 
The date of the 5th International Congress of Comparative 
Pathology at Istanbul has been changed to April 22-29. Delegates 
and members who intend to take part should notify Professor N. R. 
Belger, Taksin, Siraserviler 75/3, Istanbul, Turkey, or the honorary 
secretary, British National Committee, immediately. A boat will 
leave Marseilles on April 15 and arrive at Istanbul on Aflril 21. On 
the return journey a boat departs on April 29 and arrives at 
Marseilles on May 4. Members who wish to travel by air will 
leave London on April 19, arriving at Istanbul on April 20. They 
will reach London after the Congress on May 1. Full particulars of 
itineraries and- hotel accommodation can be obtained from Messrs. 
Thos. Cook and Son, Ltd., Berkeley Street, London, W.l. As 
accommodation in Istanbul is limited, early booking is advisable. 


SOCIETIES AND LECTURES 


Monday 

London University.— At Institute of Psychiatry, Maudsley Hospital, 
Denmark Hill, London, S.E., Feb. 7, 4.30 p m. " The Transmission 
of Nenous Activity," by Dr. G. L. Brown 
London: University College. — At Physiology Theatre, Gower 
Street, London, W.C., Feb. 7, 4.45 pm. "The UUracentrifuge 
and Electrophoresis Apparatus m Protein Research, by Dr. P. 
Johpson, Ph.D. 

Tuesday 

Chelsea Clinical Society — At South Kcnsing’on Hotel, 47, Queen’s 
Gate Terrace, London, S W., Feb 8, 7 for 7 30 p m. Discussion : 
'■ Insidious Onset of Grave Disease." To be opened by Dr. 
Desmond MacManus 


Lisle Street, Leicester Square, 
“ Histopaihology of the Skin," 


Paul’s Hospital, Endcll Street, 
“ Barterin' { Non-goiwcoccai) and 
A H. Harkness. 


Institute of Dermatology, 5, 

London, W.C — Feb 8, 5 p m. 
by Dr I Muende 
Institute of Urology —At St. 

London, W C , Feb 8, II am. 

Spirochaetal Urethritis." by Dr. ^ -• 

London University — At London School ot Hygiene and tropical 
Medicine, Keppel Street, W C , Feb 8, 5 15 p m. " Finis Research 
and the Vans Problem." by Dr. Pierre Ldpme (lnstilut Pasteur, 

London- University College. — At Physiology Theatre, Gower 
Street, London, W C„ Feb 8, 5 15 p m ’’ The lnlegiatton of the 
Bodil\ Functions," by Di. E. A. Underwood. 


Saturday 

Physical Society: Colour Group. — At B.M.A. House, Tan 
slock Squaie, London, W.C., Feb 12, 2.30 p.m. 44th Science 
Meeting of the Gioup, jointly with British Psychological Societj 
Discussion : “ Techniques and Methods of Interpretation of Expen 
meins in Colour as Carnet I Out b\ Phvsitisis. Ph\stoUmsts, and 
Psychologists." To be in'roduced by Mr. R C Oldfield, MA 
Drs, R. W. Pickford PhD.. W S. Stiles, D Sc., L C, Ihomson 
Ph.D., and W D. Wright. D Sc. 

Biochemical Socifty.— At Westminster , Hospital Medical School 
17, Horsefeiry Road, London, S W., Feb. 12, II a.m. 273rd 
meeting. Symposium : " Biochemical Aspects of Geneucs." 


APPOINTMENTS 

* 8 

Evans, T.P,MRCS.IRCP.,DPH. Divisional School Medical Officer, 
Amersbam and Chesham Divisional Education Fxecutive Bucks 

. Hakvfy. F C. R , M D , D P H., Medical Officer of Health for District No 9 
(including Abergavenny Borough and Rural areas), Welsh Board of Health 
(Not Dr F. C B Harvey as previously announced ) 

Newnham, C. T , MRCS, L.RC.P, D O M S , Assistant Medical Officer, 
Paddington, British Railways, Western Region. 

RrAD, R A, M B, f hR, !)PH Assistant Administrative Medical Officer. 
Scottish North Regional Hospital Board 

Silverton, M I, MRCS, LRCP, DPH„ Medical Officer of Health 
Battle Rural District and Borough of Rye, Sussex ( Corrected announcement) 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Christie. — On Jan 24. 1949, at Rddtliffe Infirmary, Oxford, to Hilary und 
Alastmr Christie, a son 

Hall.— On Jan 25, 1949, to Mardi (tide Parkin), wife of Dr Derek Hall of 
Dover, a daughter 

Ogllrie.— On Jan 7, 1949. to Joan (ndc Amolt), wife of Dr. A C Ogilvic a 
daughter — Carol Anne 

, •' MARRIAGES 

Fisher — CF»o. — On Jan 22, 1949, at St Mary’s, Bryanston Square. London 
W Alfred George Timbrel! Fisher. M C . F R C S . F A C S . of 59 Montagu 
Square London. W . to Edith Frances Clive, of Birlmgham Manor, near 
Pershorc. Worcestershire 

Goodman — Sahel. — On Dec 16, 1948 Cyril J. Goodman to Ruth Sabcl, M B 
Ch B . Tideways, Creeksea. near Bumham-on-Crouch, Essex 


Wednesday 

Institute of Urology — At St. Paul's Hospital, Endell Sued, 
London, WC, Feb. 9, 11 am "Abacterial Urethrilis-cenicitis 
and Inclusion Blennorrhoea /* by Dr. A. H. Harkness. 

Royal Faculty of Physicians and Surgeons of Glasgow, 242, 
St Vincent Street, Glasgow.— Feb 9, 5 p.m. “ Researches into 
hurathoracic Tuberculosis in Childhood ” Janies Watson Prize 
Lecture by Dr J H Hutchison. 

Royal Sanitary Institute —Ai ^0, Buckingham Palace Road, 
London, SW, Feb 9, 2 30 p.m Discussion: "The Purification 
and Control of Swintnung-bath Water” to be opened by Mr. R C 
Hoather, Ph D , and Dr. G J. Laws. 

Thursday 

■ nturgh Roval Infirmary — Feb. 10, 5 pm. " Diet and Dental 
Health ” Honyman Gillespie Lee ure by Dr. A. P. Meiklejohn. 

i iunterian Socieiy — A t Grosvenor House, Park Lane, London, 
W, Feb 10 Annua) dinner. 

Institute or Dermatology, 5, Lisle Street, Leicester Square, 
London W C — Feb 10, 5 pm Physio- and Electro-therapy ” 
by Dr R T Brain 

Institl rc of Laryngology and Otology, 330-2, Gray’s Inn Road, 
London, WC — Feb 10, 11.15 am. "The Ph\sicnl Principles of 
Audtomctr t and Hearing-aids . /,*' by Dr. T. S Littler. 

Institite or Urology — At St. Paul's Hospi'al, hndell Street, 
London. WC, Feb 10, 11 a.m. "Reiter’s Syndrome ” by Dr. 
A. II Harkness v 

London University — A t Large Lecture Theatre, St. George’s 
Hospital Medical School, Hyde. Park Corner, London, S.W., 
Feb 10, 4 30 pm Lecturc-dtpnonstration : “ Neurology.” 

London Um\ frsity — A t Westminster Medical School, Horsefeiry 
Road, London,' S W , Feb. 10, 5 pm “ Surgical Aspects oj 
Meningitis ” Special University Lecture by Sir Hugh Cairns. 

Roval Institute of Purlic Health and Hygiene — At College of 
Art and Technology. The Ncwarkc, Leicester. Feb. 10, 7.20 pm 
M The Catarrhal Child” by Dr. J. Browning Alexander. 


DEATHS 

Ucachcroft.— On Jan 24 1949. at Bvrcsford. South Haylmg, Hants, France 
Seward Beachorofi, MRCS. LRCP aged 80 

Borland. — On Jan 12. 1949 Hugh Howie Borland, MB. CM, D P.H., of 
Dtnmstoun. Glasgow aged 91. 

Burliun. — On Jan 22 1949. at Pcfersficld, Arthur Hyde Burltnn 

LRCP <LS Ed Lieutenant-Colonel RAM C.» retired aged 9* 

Connnf. — On Jan 26 1949 hi 626 King Street, Aberdeen. Andrew Connal 

OBE, MD. DPH. DTM XH medica’ officer to the Aberdeen Training 
Ccn re formerly Director of the Medical Research In>imue Lagos. Nigeria 

Dodds — On Jan 26 1949, at Middlesex Hospital. London, W , Robert Leslie 
Dodds. F R C S . F.R COG, aged 50 

ErsMne.— On Jan 21. 1949. at a Harrogate nursing home. Alexandu 

McConne'l Erskine. M D . DPH, of Goolc. Yorks 

Tcnn. — On Jan 24 1949, at Conchillas, Greenway Lane, Bath, Albert Gershom 
Fenn MB. CM 

Jones. — On Jan 24, 1949, at sea, Crawford Maxwell Jones, MB, Ch 0 
Colon al Medical Service 

Killv.— On Jan 29 1949. at 36 St Mary’s Mansions, London, W„ Thorns 
Bernard Kcl y. D S O . F R C S Ed . Colonel IMS. retired 

Martin. — On Jan 26 1949 Charles de Carteret Martin, M D . of Manor Cottage 
Yatelcy Hants Colonel, late IMS 

Muilnder. — On Dec 9, 1948. in New Zealand, Edward Keith Mulinder, MB. 
Ch B D P M 

Richards. — On Jan 22. 1949. at Is’and of Grenada. BWI, Hugh Augustine 
Rtchards. MRCS. LRCP, D A., of Epsom, Consulting Anaesthetist to 
King's Collige Hnspml 

Rumsey.— On Ian 24 1949. Cecil Frank Rumscy. MRCS., LRCP.,.0 1 

Ipswich formerly of Cambridge. 

Spurn II. On Ian 26, 1949, at “Fro \Vcn, M Carmarthen, Charles Spurfell 
F R C S . aged 82 

Thomas. -On Jan 22, 1949. at Winterton, Norfolk, David Cynl Thomas 
MRCS, LRCP.. aged 49 

Twice. — On Jan 23, 1949 at Harungton, Buxton. Derbyshire, Donald Sargenson 
Twlgg. MRCS. LRCP 

Wiilan*. — On Jan 27, 19*9, at West Newton House, King’s I yttn, Norfolk 
Sir Frederic Jeune Willans, K C.V O. MRCS. LRCP., Surgeon 
Apothecary to H.M. the King’s Household at Sandringham 
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AN ORAL TREATMENT FOR FILARIASIS 

'Banoeide,' a new organic compound free from metallic elements, is markedly 
active against filariae, particularly Wuchereria bancrofti and Onchocerca volvulus , 
when administered orally. It is particularly effective in dealing with microfilaria:, 
and, even in moderate dosage, causes their rapid disappearance from the blood 
stream. As shown by animal experiments, -the toxicity of the compound is low. 
Its stability is unaffected in hot climates. ‘ Banoeide ’ is issued as compressed 
products of SO mgm. in containers of 20, 100, 1000 and 5000. 

*‘B A N O C I O il 

DtETHYLCARBAMAZINE (l-t>leilijlceTbcKijl-4'aethjlp prroxtr* tllrcu) 
BURROUGHS WELLCOME & CO. (The We I lev* feundmisrt lid ) LONDON 

ASSOCIATED HOUSES: NEW YORK MONTREAL SYDNEY CAPE TOWN - BOMBAY SHANGHAI BUENOS AIRES CAIRO 




HWEUMATISM 

ami gtll ioil ilisorglecs 

Where salicylate therapy is indicated, 
toxic symptoms, such as haemorrhage, 
urticaria and capillary permeability, 
may be avoided by the simultaneous 
administration of menaphthone and 
ascorbic acid. 

“ EKAMMON ” 

is the proihsct of choice 

In tablet form is an easily administered 
and scientifically balanced combination 
of acetylsalicylic acid (0.33 gm.), 

ascorbic acid (20 mgm.) and menaph- 
thone (0.33 mgm.). 

Full dera : ls concerning" EKAMMON " 
in the treatment of acme and chronic 
rheumatism, with extensive biblio- 
graphy, available on -request 

WARD. BLEAKIXSOP 

A. CO. LTD. 

6, HENRIETTA PLACE, LONDCN.W.I 

Telephone : Tefegroms : 

Langham 3185 D ochem, Wesdo, London 



‘ESTIGYN’ 

ETHINYL 

(ESTRADIOL B.D.II. 

The high potency oestrogen, derived from 
natural sources, and active orally. 

NSW STRENGTH TABLET 
OF 0.01 mg. NOW AVAILABLE 

Tablets of 0.01 mg. r „,„) 

and 0.05 mg. (tdss in bottles 
of 25 and 100 tablets. 

( Each 0.05 mg. tablet is scored to 
facilitate giving doses of 0.025 trig.) 
Literature and samples available on request. 

MEDICAL DEPARTMENT 

THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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trade 

mark 


'ANTHISAN'- 


mepyramine maleate 


— a powerful antihistaminic of low toxicity for ■ 
symptomatic relief and for the control of allergic 
conditions and anaphylactic reactions. 

— a highly effective local antipruritic agent. 
Supplied in tablet and elixir form for oral administration 
and in a water-soluble cream base for topical application. 



manufocwred by 

MAY & BAKER LTD 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 



INTRODUCING A SAFE AND EFFECTIVE SEDAT 
AND HYPNOTIC FOR REPEATED ADMINIStRATH 

from the Laboratory of 

T. & H. SMITH LTD. 


TABELL/E SEDATIVi 

R Tab. Sedativ. (Smith) 


These Tablets present a new combination, [ 
viding the well-tried sedative and hypn 
property of Phenobarbitone enhanced by 
analgesic and antispasmodic action of Code 

INDICATIONS: Insomnia, neuralgia, cardiac neur 
angina, bronchial and cardiac asthma, painful co 
whooping cough, causalgia, dysmenorrhoea, epll< 
hysteria, migraine, mental disease, chorea, pruritus, 
in many other conditions where a reliable comb 
hypnotic and analgesic is required. 

EACH TABLET CONTAINS PHENOBARBITONE * GRAIN 
CODEINE PHOSPHATE i GRAIN, WHICH GUARANTEES Al 
RATE DOSAGE AND CONVENIENCE OF ADMINISTRA' 


MAT BE DISPENSED ONLY ON PHYSICIAN'S PRESCRIPT 

Physician’s Sample free 
on receipt of signed 
order. 


AND 

LONDO 


DFIELD CHEMICAL WORKS • EDINBURGH! qlasg 
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Any Questions? 


Correspondents should give their names and addresses ( no; for 
publication) and include all relevant details in their questions, 
which should be typed. IVe publish here a selection of those 
questions and answers which scent to be of general interest. 

Diphtheria Immunization 

Q . — From what age is T.A.F. the better immunizing agent? 
■ A. — When the Schick test is performed on older children or 
on adults a skin response to the control inactivated material 
occurs in a proportion of cases, causing the so-called pseudo- 
reaction. This indicates that the individual has become sensi- 
tized to some protein fraction in the diphtheria toxoid, and the 
injection of a full dose of toxoid into such a person will usually 
be followed by a severe local and sometimes a systemic reaction. 
This sensitivity to diphtheria toxoid may also be elicited by a 
small subcutaneous injection of diluted toxoid — the so-called 
Molortey test. It is therefore advisable that the Schick and the 
Moloney tests be carried out in adults before any diphtheria 
prophylactic is given. Among children the proportion of 
pseudo-reactors is likely to be small, and a preliminary test 
for susceptibility is not usually carried out ; but because T.A.F. 
is less likely to cause reaction than A.P.T. its use is recom- 
mended for school-children of 8 years and upwards who are 
receiving a booster dose after primary immunization in infancy. 
This booster dose is effective in a remarkably small dosage, 
and 0-2 ml. of T.A.F. should be enough to stimulate a good 
antibody response. 

* 

\ 

Indications for Nikethamide 

Q . — Could you tell me the indications for nikethamide ? 
Apart from its use in shock therapy and in certain poison- 
ings, has it any place in the treatment of acute heart failure, 
especially in the elderly with chronic bronchitis, of chronic 
myocarditis, or of coronary sclerosis? 

A. — Nikethamide, or pyridine-/2-carboxylic acid diethylamide, 
acts mainly on the central nervous system, increasing the rate 
and depth of respiration and producing peripheral vasoconstric- 
tion. The analeptic action is useful in combating acute respira- 
tory depression from anaesthetics, alcohol, hypnotics: and toxic 
gases. The drug is of no value in shock unless this is primarily 
associated with respiratory depression, nor is there any evi- 
dence in man that it consistently produces a rise in blood 
pressure or promotes increased coronary flow. Nikethamide 
has been used as a cardiac stimulant, though with doubtful 
effect in most cases. The relief of respiratory distress that it 
may produce in some cases of cardiac disease resuits from its 
effect on the respiratory system. There is no justification for 
the use of nikethamide in chronic myocarditis, coronary dis- 
ease, or angina. It may, however, be of some value in the 
treatment of acute circulatory failure in pneumonia or chronic 
bronchitis because of its action on peripheral vascular tone. 
It is unlikely to be of use in acute heart failure due primarily 
,to a cardiac defect. 

Cleft Lip 

Q , — IV hat age is most suitable for a repair operation for 
deft lip ? The case I have in mind is not accompanied by 
any other defect such as cleft palate. 

A. — The question of age is not so important as the clinical 
condition, but as a general rule, provided the child is 10 lb. 
(4,536 g.) and is steadily gaining in weight, and its haemoglobin 
is 80%, the operation should not be deferred. Generally speak- 
ing, this means about the fifth or sixth week. 

Nematodes and Pulmonary Lesions 

Q , — Could bronchiectasis or bronchitis be associated with 
the presence of nematodes in a chronic case of infestation ? 

A. — It is only during their relatively brief migration as larvae 
that certain nematodes cause pulmonary lesions in the human 
host. The larval forms burrowing in the intestinal wall are 


carried by the blood stream and are distributed in the lung 
capillaries, usually at the periphery, producing marked consoli- 
dation of the alveoli rather than bronchitis or bronchiectasis. 
The larvae then migrate to the bronchioles and from there to 
the trachea and larynx, but there is no evidence that they 
cause any great pathological changes during this part of their 
migration. The changes in the bronchi are thus probably 
insignificant in comparison with those in the lung. The trauma 
produced might result in symptoms which persist long after 
the larvae have left the lung and developed into adults in the- 
gut. This is not usual, however, and in roundworm (Ascaris) 
infections the association of adult worms in the gut, as evi- 
denced by the presence of eggs in the faeces, with pulmonary- 
symptoms is usually ascribed to reinfestation. 

Skin Eruption Associated with Menstruation 

Q. — Since her first confinement five years ago a woman 
aged 28 has suffered from an crythemato-papular eruption on 
both temples, starting seven days before each period, reaching 
its maximum during the period, and fading during the next 
seven days. It is absent only during pregnancy. Progesterone, 

" benadryl," and non-specific desensitization have failed to cure 
it. H'hat are the aetiology, treatment, and prognosis? 

A. — The information given about the character of the lesions 
and the menstrual history is inadequate. The lesions are prob- 
ably in the nature of acne frontalis or possibly an ordinary- 
acne or rosacea. Any pelvic abnormality or infection should 
be excluded : it is presumed that the patient does not take any 
drugs over this period for pain or other symptoms. Locally, 
ung. hydrarg. ammon. aquosum, or a 2% sulphur and salicylic 
acid ointment, or fractional doses of unfiltered .t rays, should 
help. Any internal treatment must rest upon a better appraisal 
of the background. 

Winter Resorts for Respiratory Infections 

Q. — Can you help me to advise a patient suffering from 
chronic fibroid tuberculosis of the lungs about a health resort 
in Southern England where he can spend the winter months? 
Also, arc the Canary Islands or Scillv Isles suitable? 

A. — A patient suffering from chronic fibroid tuberculosis 
often derives benefit from wintering at one of the health resorts 
along the south coast of England, particularly if it is sheltered 
from high winds and is not too hilly. There are a number of 
resorts that fulfil these conditions, and the particular one chosen 
usually depends on the temperament of the patient. The 
Canary - Islands have a suitable and pleasant winter climate, 
but difficulties may arise in obtaining residence for a patient 
with active tuberculosis. The Scillv Isles usually have periods 
of high winds during the winter months, which can cause some 
discomfort to a patient suffering from chronic respiratory- 
infection. 

Snbacute Combined Degeneration 

Q. — It is well known that the signs of subacute combined 
degeneration of the cord ( S.C.D .) may be present before the 
Hood changes of pernicious anaemia occur ; also that the 
accompanying disorder of gastric secretion usually begins with 
achlorhydria and only later proceeds to deficient secretion of 
pepsin and intrinsic factor, (a) Is it possible to suffer from 
S.C.D. in the absence of achlorhydria ? ( b ) Could the absence 
of intrinsic factor in such a case be demonstrated by Castle’s 
method ? (c) Is marrow puncture of help in a case of S.C.D. 

with a normal peripheral blood? 

A. — (a) Histamine-fast achlorhydria is such a constant 
feature of S.C.D. that on the few occasions when free HCl 
in the gastric juice has been reported the diagnosis may be 
open to question. A case of macrocytic anaemia associated 
with neurological signs and symptoms, together with the find- 
ing of free HCl on gastric analysis, was reported by Harvey and 
Murphy (Arch, intern. Med., 1933, 6, 1393). but the patient had 
duodenal and upper intestinal diverticula. Other cases may be 
of sprue or examples of the nutritional macrocytic anaemia 
group associated with neuritis. These cannot be regarded as 
S.C.D. in the usually accepted sense. 

(6) The writer is unaware of the demonstration of intrinsic 
factor in any such case As it is unknown whether the hypo- 
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ihetical “ S.C.D. factor ” is distinct from the anaemia factor, 
the question of expecting the latter to be demonstrable would 
depend on whether or not one believes in a separate “neuro- 
poietic factor.” 

(c) While in untreated cases of S.C.D. with slight anaemia 
the bone marrow may contain megaloblasts, more often at 
this stage the marrow picture is rather equivocal. One would 
not expect any pathological change in the marrow of a patient 
with a strictly “ normal blood picture.” 

Stilboestrol and Testicular Swelling 

Q. — A man of 75, with multiple deposits of prostatic carci- 
noma in bones, has been treated with very large doses of 
stilboestrol. The deposits are disappearing, but the only 
testicle has become acutely tender and a little swollen. Is this 
due to the treatment ? 

X. — The biological effect of stilboestrol is to produce involu- 
tion of the testes and physiological castration. This is usually 
manifested by a shrinkage of the testicles and a disappearance 
of libido. It is therefore most unlikely that the swelling and 
lenderness of the testicle are due to stilboestrol therapy. It 
may be an infective epididymo-orchitis. 

Persistent Symptoms after Brucella Infection 

Q . — What is the best treatment for a case of chronic Malta 
tcver of seven yeais’ duration ? The symptoms, now present 
are recurrent "nettritic" pains in the limbs and extreme lassi- 
tude ; the only sign is an intermittent evening rise of temperature 
to 99° -100° F. f37 .2° -37. 8° C.). 

A. — Seven years is an unusual time for “ Malta fever ” to 
last, although at least one case has been reported where the 
infection remained active for eight years. It would thus be 
wise to exclude all other causes of fever before accepting the 
present symptoms as due to the brucella infection. Residual 
infections of the gall-bladder and prostate with Brucella meli- 
tensis may be responsible for an unduly prolonged course, and 
these organs should be re-examined with this in mind. Chole- 
cystectomy may be indicated. Brucellin — a suspension of the 
nucleoprotein of the organism — has been used with some success 
(I. P. Huddleston, Brucella Infections in Animals and Man, New 
York, Commonwealth Fund, 1944). Recently there have been 
encouraging reports of the simultaneous administration of 
streptomycin and sulphadiazine. 

Spasmodic Cramps 

— I am 77 and have had rheumatoid arthritis in the hands 
nees for four years. Following an attack of pneumonia 

car ago, the rheumatic condition flared up, and since then 

have been confined to bed with attacks of severe cramp in the 
knees and wrists lasting four or five seconds. The cramp comes 
on with the first movement of the limbs on awaking from sleep 
about / a.m., and recurs five or six times. The knees are pain- 
ful on movement and on pressure, making walking impossible. 
The swelling of the knees has gone down considerably but the 
cramp persists. / had a course of gold injections two years ago. 
My erythrocyte sedimentation rate is 4 mm. in 1 hour and leuco- 
cyte count 10.000 per c.mm. What treatment would you suggest 
for the cramp, and what causes it? 

A. — The data in this case are insufficient for a definite opinion 
to be formed. The erythrocyte sedimentation rate of 4 mm. 
in 1 hour does not suggest a rheumatic condition but that the 
arthritis may be of a different nature, though the association 
of a type of myositis with joint symptoms is now recognized. 
Cramp of the kind described may be due to a calcium deficiency, 
and the calcium metabolism should be investigated, especially 
the calcium-phosphorus ratio in the blood and urine. A com- 
plete clinical -examination is called for, including the nervous 
system. If any line of treatment which this might indicate- 
proves unsuccessful a course of calcium with vitamin D by 
injection daily for a week or two, and by mouth as well for 
a long period, should be tried, and in addition 10 gr. (0.65 g.) 
of calcium aspirin given at bedtime and repeated once in the 
night. 


NOTES AND COMMENTS 

Home-cured Tobacco. — The Rev. Hugh Cuthbertson, president of 
the National Amateur Tobacco Growers’ Association, writes: Your 
reply on the subject of amblyopia and home-cured tobacco (“Am 
Questions ? ” Jan. 22 p. 163) vindicates the position I have always 
taken on the importance of a fermentative process. This is recom- 
mended in the literature of the National Amateur Tobacco Growers' 
Association, as also the removal or crushing of the mid-rib. Plans 
were made last year to provide facilities for bulk fermentation under 
professional guidance, but had to be abandoned for the time bcin» 
owing to the intervention of Customs and Excise. This does not mean 
that small-scale methods such as can be carried out in the home are 
not adequate or that there is any justification in the wording of your 
article for the misleading headlines in the national Press on the 
“ danger ” of home-grown. Some months ago a charge of high 
nicotine content in home-grown leaf was made in the Press, but 
my challenge to produce evidence was never met. You will realize, 
as we do, that some interests arc prejudiced against the reputation of 
garden grown, indeed of any European, leaf. In point of fact, most 
imported tobacco sold in this country does not, I believe, go through 
any process of fermentation except such as naturally occurs in bond 
We would like further information on this, and also whether the 
data you give on amblyopia on the Continent refer only to smoking 
or include the chewing of tobacco. A leaflet is now in the printer’s 
hands on the subject of fermentation of amateur tobacco, a copy of 
which we should be pleased to send to correspondents with any 
other information they require. The association would give whai 
co-operation and assistance it can in research on the subject. 

Lobeline and Asphyxia. — Dr. Hector Maclean (Lockerbie, Dum 
friesshire) writes: In “Any Questions ? ” (Dec. 11, 1948, p. 1047) on 
the subject of lobeline in asphyxia your expert states that the real 
need is for oxygen. Now if the infant can be made to breath vigor- 
ously for a- few minutes, and only if, it will getiall the oxygen it 
can be doing with. If you give lobeline by intrapulmonary injec- 
tion, a few valuable seconds are saved while’ the lobelinc 
gets to the respiratory centre. I once came on a hill-farmer, 
one of whose lambs had choked on a bottle of milk. The 
lamb’s mucous membranes were black ; it was obviously gasping it- 
last, and there and then respirations ceased. The heart beat became 
feeble and the lamb was to be abandoned. I blew up its lungs 
with ( my mouth in the time-honoured fashion, and the heart beai 
improved, but respirations did not occur. ' So I gave 1 ml. of lobeline 
intrapulmonarily, and in “ two shakes ” the Iamb was panting vigor- 
ously. It made an uninterrupted recovery and eventually sold for a 
good price. On another occasion, during “ pentothal ” anaesthesia 
we got an alarming spasm of the glottis, and by the time the syringe 
was loadcd.up the patient was almost “ finis.” A few seconds after 
intrapulmonary injection the patient was breathing furiously, and 
pulse and colour were rapidly restored. 

Pressure-cooker as Sterilizer. — Mr. G. H. Donald, B.Sc., of Good 
Housekeeping Institute, writes: I would like to correct a wrong 
impression imparted in the answer given on this subject (“Any 
Questions 7 ” Jan. 15, p. 121). We have tested most of the pressure 
cookers on the market and in all cases the air is expelled before 
the raising of the pressure. In fact, with pressure pans the steady 
stream of steam is the indication to the housewife that the gauge 
must be closed down for the raising of the pressure. On the other 
hand it is quite possible — and is often done — to start the cooking 
in water that is already boiling. It seems to me, too, that the 
dressings to be sterilized could be placed in an enamel bowl. In 
the latter case the steam would come into contact with them withom 
moistening them with the water itself. 
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REMUNERATION: THE 

ADDRESS BY DR. CHARLES HILL TO METROPOLITAN 
COUNTIES BRANCH 

l meeting of the Metropolitan Counties Branch was held on 
an. 27 for an address by Dr. Charles Hill, Secretary of the 
Association. Mr. A. M- A. Moore presided over an audience 
■'hich filled the Great Hall of B.M.A. House. 

Dr. Hill began by saying that certain issues in the field of 
erms of service, particularly the issue of remuneration, domi- 
lated the scene to-day. Although he proposed to deal princi- 
tally with the general practitioner position, he might say at 
he outset that in the consultant sphere meetings were taking 
>lace between the Joint Committee for Consultants under Sir 
.ionel Whitby's chairmanship and the Ministry of Health. The 
Ministry in what for the moment was a confidential document 
tad given its interpretation of the Spens specialist report on 
emuneration, and the Joint Committee was at the moment not 
tegotiating but advising the Ministry on such changes in the 
troposals as seemed desirable if they were to be acceptable to 
he profession. When the document was published, as was 
.hortly to be expected, it would be examined by the profession 
hrough its various organizations, and the profession, in the 
ronsultant and specialist field in this instance, would express 
ts- views. 

This procedure rendered inevitable the extension of the pro- 
isional terms, at present due to terminate on March 31, for a 
itrther three months. When the terms were finally agreed 
hey would be retrospective to July 5 of last year. It was 
:xpected that the Government’s statement of terms would be 
rublished in a few weeks’ time. 

Although the two Spens Reports laid down ranges of 
•emuneration only for general practitioners and consultants, 
hese documents would have their relevance in the public 
realth negotiations. Difficulties had been raised by the associ- 
ations of local authorities to the opening of negotiations on 
he Whitley machinery, and the B.M.A. had informed the 
Ministry that unless such negotiations were opened by the 
:nd of February there would be published in the British Medical 
oumal only those advertisements which conformed with the 
Association’s own proposals. It was confidently hoped that 
the stimulus as applied through the Ministry to the associations 
>f local authorities would result in a speedy opening of 
negotiations. 

General Practice and the Spens Report 

Turning to the field of general practice. Dr. Hill reminded 
the meeting that the Spens Report had been accepted both by 
the representatives of general practitioners and the Ministry as 
the basis for future remuneration. He outlined its main recom- 
mendations, and concentrated for the purpose of argument on 
the recommendation that half the profession in general practice 
between the ages of 40 and 50 .should be receiving a net income 
of £1,300 a year (pre-war money basis) or over, and that 10% 
should receive a net income of at least £2,000. 

In converting 1939 money values into post-war money values, 
Spens stated that regard should be paid to twd factors — one 

•This report of a meeting addressed by the Secreiary. Dr, Charles 
Hill, replaces this week ihe usual commentary that appears under 
"The Secretary Reports.” 
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the changed value of money, and the other such increases in 
remuneration as had been secured by other professions. He 
would deal with the subject of betterment later on in his address 
At the outset of the Service it was impossible to determine 
what would be the spread of income between different group' 
in the profession, but it was possible to attempt to estimate the 
total sum of money which would be necessary to give effect to 
the S pens recommendations in the aggregate, leaving the proof 
of whether Spens had been actually applied to be determined ir 
the light of experience after three or six months. 

It was agreed between Ihe Government actuary' and the 
actuary’ acting for the Association that the Spens recommenda- 
tions in fact meant that in the aggregate general practitioner' 
before the war were under-remunerated to the extent of 
£3 million. The aggregate pre-war general practitioner income 
was calculated by Professor Bradford Hill in preparing the 
Association evidence for the Spens Committee as £28 million 
gross. To that sum £3 million was added in order to make 
good the deficiency stated by Spens to exist, and a further 
£1 million was added in view of the increase of population 
since that time. To this total of £32 million had then to be 
applied a figure for betterment. The Government figure, laid 
down at the end of 1946. was 20% in respect of net remunera 
tion — that is, remuneration after deduction of practice expense- 
The betterment factor laid down by the Government as applie 
able to practice expenses was 55%. The combination of these 
two figures, the 20% applying to two-thirds of the total 
remuneration, in relation to the capitation fee as a whole 
worked out at 34%, or £10.5 million, bringing the total to 
£42.5 million. 

This was the sum calculated on the assumption that the 
whole population of this country used the Service. K wa- 
agreed, as a matter of guesswork, that at the outset it should 
be assumed Ahat 95% proposed to use the Service, thus bring- 
ing down the figure just stated to about £40.5 million. To thi- 
had to be added sums in respect of fees for maternity service- 
- — probably £2 million — ’.he sum set aside for the Inducemem 
Fund — at that time £400,000 — and a sum representing the 
Government’s contribution to superannuation. Roughly, that 
would bring the amount to £45 million as the aggregate 
remuneration for general practitioners according to the Spcn- 
recommendations, and on the basis of £28 million as, repre- 
senting the pre-w-ar income. 


The Application of Spens 

The next step was to find out whether this aggregate sum 
was being applied, and accordingly, despite the limitation- 
necessarily imposed on a survey taken early in the Service, 
an attempt had been made to answer that question. Earlier 
in his address he had taken the figure of £1,300 as represent- 
ing the net income, on a pre-war basis, for 50% of general 
practitioners between the ages of 40 and 50. That figure, on 
the basis of the above calculations, should now be £2.613 gross. 
In the second example — the, 10% who should receive a net 
income of at least £2,000 — the new figure should not be les- 
than £4.020 gross. 

It was too early to make a country-wide survey, but a survey 
had been made in Lancashire, Halifax, Bath, Nottingham. 

2298 
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Nottinghamshire, and Norfolk. The calculations were based 
on taking the cheque paid to the individual practitioner for 
the first quarter, adjusting for the four unpaid days July 1 to 4 
(there was some reason to expect that the final payments under 
National Health Insurance would be made in about a fortnight’s 
time), and multiplying the sum by four. Certain additions had 
to be made to this figure — the 5% representing the proportion 
of the centra! “kitty" kept for further contingencies, and the 
9% of the gross remuneration representing contributions for 
superannuation. To this 14% there remained to be added a 
figure representing sums received on account of appointments 
of one kind and another, maternity services, notification of 
infectious diseases, fees for immunization and vaccination, etc. 
A conservative estimate might be 6%, bringing the total figure 
to 20%, being moneys not represented in the quarterly cheque. 

In the surveys which had been made/ taking the basis that' 
50% of general practitioners of the given age group should be 
receiving £2,613 or more, in only one area was the percentage 
less than this (43%), and in the other areas it 'was higher than 
50%. Again, according to the estimate, 10% should be receiv- 
ing incomes of not less than £4,020, and the percentage in 
the areas surveyed varied between 0 and a percentage higher 
than 10. These surveys had been made before steps had been 
taken to insist on the 4,000 permitted maximum for the single- 
handed principal — an important qualification. 

In general the position appeared to be that, on the assumption 
of a betterment of 20%, Spens was for the most part being 
satisfied in the middle and upper ranges of income. It must 
be known exactly what the facts were before the size of the 
problem existing could be judged, and certainly a problem did 
exist. The first thing to hear in mind was that, even though 
there might be an overall satisfaction of Spens, there were still 
individuals and groups in the profession who were suffering 
considerable hardship at the present time (Applause). While 
in general terms Spens was being applied in the upper income 
groups, it was on the margin of application, and in certain 
areas well below the margin, in some of the lower income 
groups. 

The Problem of Betterment 

Dr. Hill went on to point out that if the 20% figure for better- 
ment was too small the whole of these calculations became 
invalid and would have to be done again on a new assumption. 
The first problem was that of betterment, not the problem of 
the overall application of Spens. At the end of 1946 the 
Government decided on a figure of 20% for net remuneration. 
A promise was secured that this could be raised under the 
Whitley machinery as soon as that was established. It was 
expected that this would be immediately after the appointed 
day. For the delay the profession was in part responsible, 
because it had had misgivings concerning certain features of 
Whitley, notably what seemed to be the possibility that medical 
remuneration might be subject to review along with that of 
other groups in the Service ; and latterly there had been delay 
because local authorities had discovered that Spens ranges as 
applied to public health medical officers would mean similar 
ranges applied to town clerks, borough surveyors, and (he 
like. 

When the Government laid down the figure of 20%, the 
expert advice was that the cost-of-living figure for the profes- 
sional classes in 1945 was 145, but the position to-day, judged 
by the same expert, was that the figure for 1948 was 185. 
Therefore, unless there was an increase in betterment, in fact 
there had been a diminution in real value of the income since 
the figure was first proffered by the Government. It was of 
paramount importance that the betterment figure should be 
raised now to something comparable with the real cost-of- 
living figure of 1S5. When the right betterment figure had been 
secured it would be time to recalculate current incomes and 
to decide whether Spens was really being applied. 

Increased Burden of Work 

Spens or no Spens, the next problem was the increased burden 
ot work now falling on the profession (Applause). He was not 
referring now to abuses, but to the overall result of making a 
free service available to the whole community. If it were true 


that the burden of work had greatly increased, could they 
adhere to the position, while complaining of this increase of 
work, that a practitioner could satisfactorily look after 4,00C 
persons on his list ? If they deliberately put forward the con- 
sideration of an excessive burden of work it automatically 
raised the issue of the maximum list. , 

There was one advantage in the Spens method despite its 
mathematical difficulties. Spens said that the practitioner who 
had the maximum on his list should have a certain level of 
income ; it did not say that he should have 4,000 or 5,000 on 
his list, and if there was a reduction in the permitted maximum 
it followed that there would need to be a corresponding increase 
in the capitation fee to achieve the Spens level of income. But 
there was one snag about that. Spens said that the percentage 
of the profession getting the maximum should be in the region 
of 10%. If the lowered maximum raised the percentage of 
the profession enjoying the maximum remuneration level, obvi- 
ously there was another situation to be considered. But the 
application of an adequate figure for betterment ( might well 
remove this difficulty. 

The biggest problem at the moment was that of the practi- 
tioner with the average or less-than-average list. Practitioners 
with lists of moderate size were finding themselves not only 
hard-hit financially but fully occupied professionally because 
of the burden of work. Some men had small lists because they 
deliberately kept them small, preferring to have a small'number 
of patients and to give them increased medical care ; possibly 
some practitioners failed to attract a sufficient number of 
patients to themselves ; others might have small lists because 
of a superabundance of practitioners in their particular area ; 
and then again there were practitioners in rural areas where, 
because of sparsity of population and time involved in travel- 
ling, there could be no large lists. Rural practitioners had 
lately received a substantial improvement in their mileage allow- 
ance. Indeed, the Association had had one letter of thanks 
about it — (Laughter) — though the grateful writer added that the 
concession was not nearly large enough. The Mileage Fund had 
been increased by rather more than 50%. This had an impor- 
tance for the urban practitioner because any suggestion that 
general practitioner remuneration and mileage were two parts 
of the same fund, and that any increase of mileage payment 
would have to come out of general remuneration, had been 
broken down. 

Again, there was the problem of the area where the number 
of doctors was too high. The profession had claimed that the 
capitation fee system would so influence the distribution 'of 
doctors as to make direction and control unnecessary. Never- 
theless, this was a poor consolation to a man whose roots were 
embedded in an area and who found that more doctors were 
there than could possibly have lists of sufficient size. Somehow 
or other it must be secured that it was possible for practitioners 
decently and properly to live with lists of the order of 1,500- 
2,000. It might be possible to pay to all practitioners an 
expenses amount designed to meet the situation whereby the 
practitioner with the smaller list had inevitably a larger ratio 
of expenses. Another method would be a substantially higher 
capitation fee for the first 1,000 or 1,500, the average capita-^ 
tion fee for those with the maximum list remaining unaffected. 
They had condemned the tapering capitation fee, but the prob- 
lem of remuneration in the light of new experience must be 
regarded with' an open mind. 

To sum up, an adequate betterment factor, together with 
certain other considerations, including the number of doctors 
in the Service, should result in a larger total sum being made 
available and a higher average capitation fee ; a lower maxi- 
mum on lists, with the resultant proportionately higher capita- 
tion fee, should be considered ; by one means or another 
substantially higher incomes must be secured for those of 
average and less-than-average lists. These things secured, the' 
Inducement Fund and fixed annual payment arrangements could 4 
assume insignificant proportions. 

The Amending Bill 

Passing from problems of remuneration, Dr. Hill went on to 
speak of the amending Bill. In May, 1948, the Minister, under 
some persuasion, promised such a Bill in which certain things 
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would be dealt with, as, for example, that it would be made 
impossible for any Minister to introduce a whole-time salaried 
service by regulation, that a legal commission would be set up 
for the purpose of dealing with that section of the Act which 
had to do with partnerships, and there were certain other pro- 
posed changes. He also promised that the Association should 
see the amending Bill before it was introduced. The Associa- 
tion, for its part, had a number of changes to suggest, as, for 
example, that it should be made possible for a doctor attending 
nis patient privately to prescribe for that patient publicly 
(Applause). It had been suggested in one quarter that the 
Association itself should provide resources for a patient to 
take up this matter in the courts and sue the Minister on his 
right to have his pharmaceutical and other service out of the 
public provision. But the words of the Act (Sect. 38 (2)) were 
very plain: “to enable any person receiving general medical 
services to obtain . . . drugs and medicines and prescribed 
appliances if ordered by the medical practitioner rendering' 
those services," and the definition of “ general medical services ” 
was “ services under the Act.” But they were going to press for 
such an amendment as would make it legal and proper for the 
patient treated . privately to obtain his drugs and appliances 
within the Service. 

j Another amendment would concern foreign visitors— the 
Argentinian visiting Wales, the American visiting London — 
and their supposed right, as apparently obtained at present, 
to come within the definition (Sect. 1 (1)) of “the people of 
England and Wales.” Yet another point to be secured was a 
modification of the position so as to obtain for the staffs of 
non-teaching hospitals the same position in relation to medical 
membership of hospital management committees as was enjoyed 
by members of teaching hospital staffs ; another involved a 
grant-in-aid for patients occupying private beds. A number of 
such changes were being sought in connexion with the less 
controversial of the terms of service. He had nine points on 
his list which were being pressed upon the Ministry ; but the 
governing issue was to ensure that the work was of such an 
amount as could be reasonably and efficiently undertaken, with 
a remuneration which represented a proper and decent reward 
for the services rendered (Applause). 

A Plea for Unity 

“ I know it is not easy,” Dr. Hill said in conclusion, " for 
those who do not participate in central discussions and repre- 
sentations to appreciate what is being undertaken on their 
behalf. I urge the profession, glorious though it might be 
to indulge in highly coloured and emotional rhetoric on this 
subject, to believe that those who are handling these problems 
at the centre are doing their utmost in immensely difficult 
circumstances. One does not expect the profession, when any 
concession is won, to make any profound or widespread expres- 
sion of appreciation, and, on the whole, I think they are wise, 
because it might put wrong ideas into the heads of those who 
are undertaking the negotiations. But it is only right that there 
should be a proper appreciation of the work done on behalf of 
the profession. We cannot claim that it does not justify criti- 
,cism, but I do hope that the profession will realize that the 
one paramount need at the present time is sustained unity in 
its ranks. Let us criticize and curse each other— and, of course, 
curses can be most appropriately directed to this establishment 
— but let us not forget that in a crisis the profession did stand 
together, and I hope that whatever divisions and discontents 
there may be we shall hold together still, for it may not be so 
very long before a further exercise in cohesive action will be 
needed ” (Applause). 

Questions Answered 

, The first question from the audience was, “ Why does not the 
BALA, demand a capitation fee of 30s. and back the demand 
with a threat of resignation within three months ? Why be 
tied to Spens ? ” 

Dr. Hill replied that Spens had been accepted, and it was 
in the interests of the profession to continue to accept it with 
an appropriate betterment factor applied. The Government 
was tied to Spens. With a proper betterment factor and adjust- 


ments to meet the problems of the small-list practitioner 
the question of remuneration could be solved. It was well 
to remember that Spens laid down levels of remuneration to 
be observed however many doctors entered general practice. 
Even though maximum lists were reduced. Spens remained un- 
touched. Should they demand a capitation fee of 30s. ? It 
might be that the various additions and adjustments would bring 
the capitation fee up to something in that region. But they 
could not bluntly state a figure for which they could not pro- 
duce arguments and then expect the profession to withdraw- on 
the basis of that figure. Dr. Hill reminded the gathering that 
there were many men in thickly populated urban areas whose 
incomes were in a satisfactory condition as a result of this 
Service. 

Asked whether any increase obtained would be retrospective 
to July 5, 1948, Dr. Hill said he could not answer that, but 
there was a strong case for a retrospective arrangement of 
that kind. 

Asked whether there would be a quarterly or annual review 
of the betterment factor, Dr. Hill said they would reserve 
their rights to raise and submit to arbitration the cost-of-living 
position in relation to betterment at any time in the future. 
Nevertheless, he hoped some stability would be secured for a 
reasonable period by means of the betterment factor. 

Points from replies to other questions were as follows: 

Representations were being made to the Ministry concerning 
the posiu'on and emoluments of practitioners of the registrar class. 

Why was a means test required in the allocation of basic salary 2 
It was required in order that the higher rate of remuneration — for 
that was what basic salary meant in the case of those with fists of 
less than 2,300 — should be paid only where it was justified. It was 
felt that a man who demanded this higher rate of remuneration 
from the local pool should prove justification. 

Why not abandon the capitation fee in favour of payment for 
Service rendered ? The Government might w-ell be brought to agree 
to a fee for each item of service, but it would insist on a statement 
in advance of its commitments, and that would mean a limited pool 
for distribution. Once there was such a pool it would be open 
to occasional abuses, and " one bad boy in the profession can arouse 
resentment out of all proportion to his badness." 

The surveys did not apply to London, because areas had to be 
Chosen where the problem of duplication of entrants on executive 
council fists was small. But final conclusions could only be drawn 
from a country-wide survey. 

Asked what means could be taken to prevent abuses causing the 
Dracutioner unnecessary work. Dr. Hill said that a good deal of 
the increased volume of work was naturally to be expected as a result 
bf the extension of the Service. This included the composite family 
Consultation. If the practitioner was properly paid for the job 
and had sufficient time to do it, it was not altogether an unhealthy 
thing for him to be brought into contact with those who were not so 
ill or even those who were completely well. The essence of the 
answer was satisfactory terms of service. 

The meeting closed with the moving, by Dr. R. W'. Cockshut, 
of a vote of thanks to Dr. Hill, which was enthusiastically 
carried. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 

Non-County Borough Councils. — Dartford, Raddiffe (limited 
to future appointments), Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring. Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldeslev. 


Dangerous Drugs Acts: Withdrawal of Authority 
The Home Office announces that Dr. John Millar Matthew 
(Cheltenham) is no longer authorized, to be in possession of or to 
prescribe those drugs to which the Dangerous Drugs Regulations 
apply. 
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STANDING ADVISORY COMMITTEES 

A Statutory Order made by the Minister of Health and coming 
into effect on Feb. 1 constitutes the following nine Standing 
Advisory Committees which will advise the Minister and tHe 
Central Health Services Council on those parts of the National 
Health Service which come within their fields: Medical; 
Dental ; Pharmaceutical ; Ophthalmic ; Nursing ; Maternity 
and Midwifery ; Tuberculosis ; Mental Health ; Cancer and 
Radiotherapy. 

The names of the members of the Medical Advisory Com- 
mittee are printed below, with their terms of office. The names 
of the members of the other Advisory Committees will be pub- 
lished in a future issue of the Supplement. 

(a) Members Appointed by the Minister after Consultation 
with the Central Health Services Council. — Dr. Janet Aitken. 
ohysician (until March 31, 1950); Professor William George 
Barnard, pathologist, member of St. Thomas's Hospital Board 
of Governors (until March 31, 1950); Mr. Aleck William 
Bourne, obstetrician and gynaecologist (until March 31, 1950); 
Di. James Alexander Brown, general practitioner, member of 
Birmingham Regional Hospital Board (until March 31, 1952); 
Sir Ernest Rock Carling, surgeon (until March 31, 1952); Pro- 
fessor Sir Henry Cohen, physician, member of Liverpool 
Regional Hospital Board and Board of Governors (until 
March 31, 1952); Dr. Harry Guy Dain, Chairman of Council 
of the British Medical Association (while Chairman of Council 
of the British Medical Association); Sir W. Allen Daley. Chair- 
man of the Council of the Society of Medical Officers of Health" 
(while Chairman of the Council of the Society of Medical 
Officers of Health) ; Sir William Gilliatt, President of the Royal 
College of Obstetricians and Gynaecologists (while President of 
the Royal College of Obstetricians and Gynaecologists) ; Dr. 
Edward Andrew Gregg, general practitioner, member of 
County of London Executive Council (until March 31, 1951); 
Dr. Wilfred Vivian Howells, general practitioner, member of 
Swansea Executive Council (until March 31, 1950); Dr. Horace 
Joules, physician and medical director, member of N.W. Metro- 
politan Regional Hospital Board and of Hammersmith, etc., 
Board of Governors (until March 31, 1951); Professor Aubrey 
lulian Lewis, psychiatrist, member of Bethlem and Maudsley 
Hospital Board of Governors (until March 31, 1952); Dr. 
William Gordon Masefield, psychiatrist, member of S.E. 
Metropolitan Regional Hospital Board and of Bethlem and 
Maudsley Board of Governors (until March 31, 1951); Lord 
Moran, President of the Royal College of Physicians of London 
(while President of the Royal College of Physicians); Dr. 
William Norman Pickles, general practitioner, member of 
Yorkshire North Riding Executive Council (until March 31, 
1951); Professor Sir Harry Platt, orthopaedic surgeon, member 
of Manchester Regional Hospital Board and Board of Gover- 
nors (until March 31, 1951); Professor James Calvert Spence, 
paediatrician, member of Newcastle Board of Governors (until 
March 31, 1952); Dr. Clement Willoughby Walker, general 
practitioner, member of Cambridge Executive Council (until 
March 31, 1950); Lord Webb-Johnson, President of the Royal 
College of Surgeons of England (while President of the Royal 
College of Surgeons). 

(b) Members Appointed by the Minister after Consultation 
"tth Representative Organizations. — Dr. Walter Russell Brain, 
physician and neurologist, member of London Hospital and 
National Hospitals Boards of Governors (until March 31, 1953) ; 
Mr. Somerville Hastings, M.P., surgeon, member of North- 
i-ast Metropolitan R.H.B. and Boaids of Governors of 
Hammersmith and Middlesex Hospitals (until March 31, 
1951); Mr. Robert Leech Newell, surgeon, member of Man- 
chester R.H.B. and Board of Governors (until March 31, 1952); 
Dr. Wyndham Parker. County Medical Officer of Health’ 
Worcestershire (until March 31, 1951); Dr. -James Ralston 
Kennedy Paterson, radiologist (until March 31, 1953); Dr. 
VSilliam Gilchrist Patterson, Senior Administrative Medical 
Officer. Newcastle R.H.B. (until March 31. 1952). Secretary 
Mr D. Emery (Tel.: Whitehall 4300, Extension 172). 


NORTHERN IRELAND GUILD 

The Northern Ireland General Medical Practitioners’ Guild has 
issued a questionary to every general practitioner in Northern 
Ireland inviting answers to a number of points In connexion 
with remuneration and terms and conditions of service. The 
primary object of the Guild is to secure satisfactory terms and 
conditions of service for general practitioners, working in con-, 
junction with or through the Northern Ireland Branch of the 
E.M.A. and the Negotiating Committee set up to discuss terms 
and conditions of service with the Government. 

In the questionary practitioners are invited inter alia to say 
whether or not they are in favour of: increased capitation fee ; 
increased. mileage allowance; immediate payment of compensa- 
tion ; sliding scale of remuneration ; lower ceiling (combined 
with increased capitation fee) ; a fully salaried medical service ; 
immediate limitation of the number of general practitioners in 
Northern Ireland taking part in the new Health Service; free 
locum during illness ; payment of maternity fees for nursing- 
home cases ; continuation of- the right of the general practi- 
tioner to attend his patients in cottage and district hospitals : 
better pensions for doctors’ widows ; that the Guild become the 
autonomous General Practitioners’ Branch of the B.M.A. ; mass 
withdrawal of service from the' Health Scheme,' if required r 
the necessary alteration being made so that benefits of a trade 
union could be made available to the members of our profession. 


RESTRICTIVE COVENANTS 

The Ministry of Health suggests that executive councils, when 
sending Forms E.C. 16 to applicants for vacancies, should ask 
applicants whether they are subject to any “disabling condi- 
tion ’’ such as an agreement 'with a practitioner which might 
preclude them from undertaking general practice in the area 
where they are applying for admission to the medical list. If 
there is such a condition, the Medical Practices Committee 
should be informed when the applications and supporting 
particulars are sent to it. ' 


N.H.I. FINAL SETTLEMENT 

The Central Practitioners Fund ‘(England) for the period Jan. I 
to July 4, 1948, has been determined at £7,770,801. The 
Minister has accepted the' recommendations made by the 
Medical Distribution Committee on the proportions in which 
this sum should be distributed among the areas of the former 
Insurance Committees. Payments should have been made bv 
Jan. 31. 


HEARD AT HEADQUARTERS 


Worried Alderman 

A correspondent draws our attention to the remarks of 
Alderman J. A. Mason reported in the Worthing Herald of, 
Jan. 22. The doctors “are not doing so badly,” said the' 
alderman. “ A doctor on the present basis is to receive from 
£500 to £5,000 per annum, and in addition he will have his 
private practice, which is very considerable in some cases.” 
But where are all these private patients ? Mr. John Edwards. 
Parliamentary Secretary to the Ministry of Health, speaking in 
Parliament on the same day said that- about 95-98% of the 
population are in the scheme. We' can only conclude that 
private practice has become as difficult to discern as the alder- 
man’s line of reasoning, and we cannot guess where he learnt 
that doctors " are not doing so badly ” — a view apparently not 
shared higher up. Mr. Messer, chairman of the Central Health., 
Services Council, in the same Parliamentary debate said that - 
“great hardship is being experienced by many general practi- 
tioners at present . . . clearly everybody knows that the situa- 
tion cannot remain as it is.” Mr. Mason was moving a 
resolution that his council should suggest to the Minister that 
the present scale of payments be reviewed at the earliest possible 
date. It was defeated by 3 votes to 2, with 12 of our faithful' 
administrators abstaining. 
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Mr. J. C. Gilbert Retires 

' Mr. J. C. Gilbert, Clerk of the London Executive Council, 
tas retired on reaching the age limit of 65 years, and his many 
jiends will wish that he may long he spared to enjoy his retire- 
nent. He was appointed to the staff of the London Insurance 
l' mmittee in 1913, having previously served .in the Education 
' apartment of Kent County Council. In 1926 he was made 
•Deputy Clerk of the Insurance Committee, and six years later 
te became Clerk. This long experience, combined with a 
-emarkable memory' for precedents, was of great value to his 
rolleagues, and his charm of manner and the clarity with which 
re expressed himself evoked their admiration. He has been 
aonoured twice — he holds the Coronation Medal and is an 
Officer of the Order of the British Empire. 


Questions Answered 


Government’s 8% Contribution 

Q. — In the Supplement of. ‘Dec. 25, 1§4S ip. 235), you state 
'hat “ the Government's contribution is part of the practitioner s 
income for the purposes of the Spens calculation [of salary}.” 
A doctor over 65 pays no superannuation. Docs the Govern- 
ment credit him with 8% ? Is this payable to the practitioner in 
any form — say on retirement? 

A, — A doctor who is over 65 years of age on entering the 
N.H.S. cannot participate in the superannuation scheme and 
is not liable to have contributions deducted from his remunera- 
tion. He will not therefore receive the benefit of the Govern- 
ment’s contribution of 8%. The normal retiring age is 65, but 
a practitioner on an executive council list may apply at any 
time between the ages of 60 and 65 for an extension of pension- 
able age up to but not beyond the age of 70. The question of 
the return of the , Government’s contribution of 8% in these 
circumstances is now being examined by the Superannuation 
Committee. 

Eligibility for Compensation 

Q . — Is there any difference between not joining the new 
Health Service before July 5 and resigning after qualifying for 
compensation on July 5 ? Why is the medical profession not 
now in a much stronger bargaining position than before qualify- 
ing for compensation in July ? 

A. — A practitioner whose name was included on the list of a 
local executive council on or before July 5 becomes eligible for 
compensation in respect of the loss of the right to sell the good- 
will of his practice. The regulations enable a practitioner to 
claim immediate payment of compensation on retirement from 
the public Service. Thus any practitioner on retirement is now 
certain of his compensation, aod to that extent the medical 
profession is in a stronger bargaining position than it was 
before July 5. 

Injections Ordered by Specialist 

Q . — A registered patient goes privately to a consultant for 
asthma, and is given material which has to be injected weekly 
for at least 30 weeks. Js any charge to be made for the 
injecting, or is this provided free under the N.HJ. ? 

A. — The patient's general medical practitioner would be 
expected to give the injections as part of his terms of service 
under the Act and is debarred from charging any fee to the 
patient concerned. 

Locums 

Q . — What is the position of locumtenents in the new N.H.S. ? 

A. — Any medical practitioner may engage the services of a 
locumtenent under the National Health Service. The locum- 
tenent enters into private arrangements witfi- the principal 
employing him. and details of remuneration and contract, etc., 
are settled direct between the two.- Vacancies for locums are 
still advertised in the medical press, and the Medical Practices 
Advisory Bureau maintains lists of locums available and 
practitioners requiring locums. „ 


Correspondence 


Graduated Captation Fee 

Sir, — I was extremely interested to read the Secretary ? 
remarks regarding a graduated capitation fee in the Supple- 
ment of Jan. 15 (p. 21), and J would suggest that a plan such 
as this is an important part of any demand for increased 
capitation fee. 

If it is true, as I think it is, that an essential pan of the 
hardships now being experienced are falling on those with smalt 
or medium-sized lists, and if, as I suspect, Spens is being imple- 
mented (apart from an adequate betterment factor) for those 
with lists standing at or about 4,000, are we really in a position 
to demand a flat increase in the capitation fee ? If we ask for 
30s. this gives 4.000-list men £6,000 a year. Is this a reasonable 
demand? 1 suggest there are two important considerations: 

(0) That remuneration should correspond as far as possible with 
work done; and here it is not only quantity but quality that must 
be rewarded. 

( b ) The tradition of the family doctor should be encouraged, and 
the standard of medicine in general practice should be kept as high 
as possible. 

There are four main functions at present carried out by G.P.S . 

(1) Certification of fitness or unfitness for work, and acting as a 
signpost to out-patient departments, 

(2) Proper examination and diagnosis of the sick, helped when 
necessary by the consultant services, while still maintaining respon- 
sibility for the patient as a whole. 

(3) Treatment of such cases as can be dealt with at home or 
surgery. This may necessitate daily visits, regular injections, minor 
surgical procedures (circumcisions, plasters, etc.), and anaesthetics. 

(4) Acting as family friend and health adviser (feeding difficulties 
to geriatrics). 

Now, the larger a man's list is the more be must tend to 
perform function (1) to the exclusion of the others, whereas 
1 maintain that the type of doctor we should aim at producing, 
and should encourage in his work, is the one who performs the 
three latter functions. In this connexion the letter of Dr. 
Reginald Deane ( Supplement , Jan. 1, p. 5) will repay dose 
study. His figure for an optimum list for a fully occupied 
doctor is 1,500, and I agree that this is a reasonable estimate. 
I am well aware that many men deal with far more than this 
number and do it efficiently, but “dealing” with a patient and 
doctoring are two very different things. I am confident that in 
any but the most congested areas a list of 2,500 is far more 
than a man can doctor properly. The figure might be reached 
with reorganized surgery premises and really efficient and 
adequate help, but should not be exceeded. 

If, then, we grant that a man with 2,500 on his list who t? 
doing his job well is doing a very full day’s work, we must 
agree that he should have at least a comparable income to the 
man with 4,000 patients with out-patient departments and clinic? 
of every description on his doorstep. 

It is viially important, also, that the “new entry” should be 
encouraged to go In for good doctoring — to the great advan- 
tage of the patients, the hospitals, which will have less work, 
and the honour and standing of the medical profession in this 
country. It is beyond dispute that in diagnosis a careful history 
is of the greatest importance. This cannot be obtained in a few 
minutes in an overcrowded surgery, and so. if work is to be 
done well, time is essential, and this means fewer patients: no 
amount of “ efficiency ” on the part of the G.P. can make up 
for this. 

As a practical measure I consider that the graduated capita- 
tion fee, so arranged that lists between 1,000 and 2.500 are 
encouraged, is the best answer in the present circumstances 
Other points I would urge include: 

(i) Adequate mileage payments. 

(ii) Payment for special services — i.e., minor operations, 
anaesthetics, etc. 

(iii) The right to order expendable items of equipment (needles, 
syringes, dressings, etc.) and drugs required for emergencies o< 
personal administration on form E.C.10. 

Present allowances of 2s. 6d. per 100 patients are ridiculously 
inadequate and again penalize the man with a small list, who 
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'Joes more treatment and therefore uses more apparatus than 
the man with a full list. — I am, etc., 

Liverpool. " C. W. Warner. 

A Fighting Association 

Sir. — Mr. Winston Churchill once warned us (I am unable 
to quote exactly from memory) against building a society where 
initiative, thrift, and industry went unrewarded and only officials 
met with respect. I am no ardent Tory, yet I feel that this 
pronouncement is very pertinent to present-day life. 

The N.H.S. has changed the face of medicine. Many doctors 
arc finding their initiative, thrift, and industry unrewarded, and 
they arc exhausted butting their heads against the brick wall of 
officialdom. Week after week one reads letters in the 
angry letters uncovering injustices and anomalies, until one is 
brought to a frame of mind wherein the N.H.S. assumes the 
proportions of a national calamity. This is undoubtedly an 
aberration. There is of course much that is good in the N.H.S. 

1 dare say that the next generation of doctors will work amic- 
ably and successfully under the Ministry. In fact, while bearing 
in mind that adjustment to a new situation must take time, there 
is no real reason why this generation should not find an amic- 
able working arrangement. 

An arrangement will not be brought into being, however, by 
B.M.J. letter-writing. It is all very well for us to sublimate our 
irate energy with pen and paper, but no advance is achieved. 
Protests and plans appear with monotonous regularity ; indigna- 
tion and dismay fill the correspondence columns ; colleagues 
face hardship and distress ; but the B.M.A. with its cargo of 
Negotiating Committees sails on like a stately Spanish galleon, 
aloof amid the grapeshot and the fire. 

The seemingly complacent attitude of the B.M.A. and the 
slow-moving (if constitutional) machinery of its negotiations are 
annoying doctors intensely. I do the Negotiating Committees 
an injustice ; they are undoubtedly energetic and well- 
intentioned. But why, when we ask for action and leader- 
ship, are we fobbed off with editorials ? The Secretary’s 
Report in the Supplement of Jan. 15 (p. 21) (just received) 
shows that something effectual has been done in obtaining a 
larger Mileage Fund. But I still feel we are using a toy spade 
in place of the necessary steam-shovel. N 

There is a great indignation in the profession which could 
surely be canalized to convert our conditions of work and 
remuneration into something befitting a noble profession. The 
G.P. as he surveys his surgery queue still groans. The specialist 
bitterly compares his salary with that of the dentist and optician. 
And the advertisement columns still offer £200 or £150 “with 
full residential emoluments ” to us of the younger set who are 
deemed unworthy of a labourer’s wage. 

There is a call for something big and forceful to be done, 
and quickly One agrees whole-heartedly with letters like those 
of Drs. 11. M. Stanley Turner ( Supplement , Jan. 15, p. 25) and 
R. E. M, Coke Harvey (p. 28) which plead for effective action. 
Before all initiative drains away, why not adopt the plan to 
cease all certification if just demands are not met by a certain 
date ? Or c\en Dr. R. W. Cockshut’s course (Jan. 8, p. 16) 
of threatened mass resignation ? 

The profession needs unity above all else. Let us strive for 
fair conditions for all doctors, no matter in what type of employ- 
ment. And may 1 offer a plea that younger doctors, returning 
to hospital jobs after serving in H.M. Forces and perhaps with 
Tamils commitments, be not forgotten ? They are facing lean 
years. A weak B.M.A. will leave the profession joyless and 
servile. With a fighting Association of unified doctors this can 
be, even yet, a great period in the history of British medicine. 
— 1 am, etc., 

Wn-r -iron J. K. W. MORRICE. 

Lack of Support for Negotiators 

Sn \,T 1 fc „ c! tflat Dr Kennedy's comments (Supplement, 
Jar 22, p ?Sl on my letter in the Supplement of Jan. 8 (p. 16) 
re.ji'TC an answer. It is obvious that Dr. Kennedy missed the 
' 1 ’E* pent of mv letter, which was to publicize the fact that it 
v ' ? ' rural practitioners who pressed for an early Branch 
r’rrtra;, rot mvsclf. I did not organize the meeting on a 
S\’r-d\v afterroon through choice, but because that was the 
crl. day thi; Dr. Grey Turner could manage. 


Moreover, I wonder whether Dr. Kennedy realizes to what 
conclusion his letter must logically lead if the facts he reports 
in it are true ? Should the B.M.A. cease to concern itself at 
all with the pleas of any section of doctors because the latter 
are far too busy to help themselves ? 

I would like to assure Dr. Kennedy that I am very much 
aware of the present troubles and difficulties of all sections of 
the medical profession. No Branch secretary is allowed to 
remain in ignorance of these facts very long. At the same time 
I am convinced that if the medical profession, and particularly 
the rural practitioners, have a case then they must fight hard. 
Few officials can do anything without solid support. — I am, etc., 

G. M. Woddis, 

Hon. Secretary, 
Nottingham Branch, B.M.A. 

Ultimatum 

Sir, — I have noted with ever-increasing interest the large 
volume of dissatisfaction now prevailing in our profession 
against the N.H.S. or some part thereof. The hardships of 
our rural brethren are patent for all to see, and even those 
such as I who have not lost financially by the Act are never- 
theless chafing under the yoke of this dictatorial oligarchy who 
now govern - us. 

The point I should like to stress is just this — that the time 
cannot be long delayed now when the Ministry will be forced 
by circumstances to call in the help of the medical, dental, and 
nursing services to find a means of escape from the financial 
impasse which is hanging over the Government like the sword 
of Damocles. The time is surely ripe now to tabulate in advance 
all our grievances in readiness for the day . when Bevan must 
and will approach us hat in hand and presumably also with a 
disarming smile. On that day we must, through our accredited 
representatives, present our case as an ultimatum, thereby 
employing the only language which he appears to comprehend. 

I feel bound also to mention one point which has been raised 
by the better-class laity in this area — namely, the outrage of 
compulsory payment of contributions to this health and pen- 
sions scheme against their free will, and particularly where they 
have no intention of availing themselves of the very doubtful 
benefits conferred by it. This anomaly is most apparent where 
we in the medical profession are concerned, and I personally 
consider that the compulsory stamping of a card by a pro- 
fessional person is little short of an insult and must be stopped 
at the earliest possible moment. — 1 am, etc,, 

Kirkcaldy, Fife. • C. I. IRVINE-JONES. 

Belter Conditions or Resign 

Sir, — We have worked the N.H.S. now for over six months, 
and have seen it fail to attain its objects to an even greater 
extent than most of us feared. It was to increase the efficiency 
of medical treatment over the country. We can see even in 
ourselves the standard of our work rapidly deteriorating, we 
have to give so much time to the non-essentials. It was to 
make it easier for a young doctor to start in practice. Now 
unless he happens to be one of a fortunate few it is impossible 
for him to start unless his available capital is sufficient to 
enable him to pay his way for some years until his N.H.S. 
income is large enough to meet his yearly expenses. It was 
to encourage group practice. Now we see partnerships being 
terminated all over the country because regulations make it 
economically advantageous to do so. It was to give doctors 
financial and professional security and freedom. Now few of 
us can hope to end the year without increased overdrafts, and 
we see our freedom more and more curbed by slow degrees. 

It is time our leaders realized the urgency of our position, 
or.- if they will not, that we elect new ones. They will be 
elected not to negotiate with the Minister but to go to him 
with at least 10,000 (one might even hope with 15,000) resigna- 
tions in one hand, and in the other our reasoned and equit- 
able conditions 'for a satisfactory service, professionally and 
economically secure for the profession and satisfactory for the 
public. In their approach to the Minister they will adopt 
his form of negotiation — Ipse dixit. With the profession united 
behind them the Minister would be powerless. — I am, etc., 

Ewell. Surrey. J. V. COPE. 
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Spens and Superannuation 

Sir. — S tatements made in the Supplement of Dec. 25. 1948 
(p. 2351. under “ The Secretary Reports " call for question and 
comment In the early negotiation days we were told that the 
superannuation scheme was generous. If the Secretary’s state- 
ment is now accurate then of course there is no generosity. 
On the contrary, it means that there is a-compulsory deduction 
from actual earnings under “ Spens ” to provide both sources of 
contribution. Put in another way, it means that 6% net is 
deducted from the doctor’s cheque and in addition the 8% net is 
actually being withheld by the Treasury from the real Spens 
award. If the Secretary's interpretation is accurate, which I 
doubt, then there should be amendment of procedure in certain 
circumstances to ensure uniformity of implementation of Spens. 

(11 Doctors over 65 who do not contribute should receive back 
the 8% which is apparently being withheld. 

(2) In the case of death, retirement, or dismissal within 10 vears 
(in some cases 5 years only! there is a return of the practitioner’s 
contributions with compound interest and minus tax, but no refund 
of the Government’s 8% withholdings. 

(31 The option. The existence of an anomaly is shown by the 
fact' that those practitioners exercising the option under superannua- 
tion do not pay their 6% and actually receive the 8%, and of course 
pay income tax on both. 

Obviously there are inconsistencies and anomalies. If the 
Secretary is correct there is at any rate no generosity on the 
part of the Government in establishing the superannuation 
scheme. Instead it compulsorily deducts and withholds parts 
of our earnings, acts as banker, and uses our money to provide 
the benefits under the scheme which we are compelled to join 
if we take service within the Act. — I am, etc., 

Walsall. Staffs. A. B. DaVIES. 

%* The statement in Para. (2) above overlooks certain circum- 
stances in which the contributor with less than 10 years' service 
may receive benefits equivalent to or greater than the amount 
of his ow-n contributions and the Government’s contributions. 
Fot' example : 

. (a) In the event of retirement after five years’ service owing to 
permanent ill-health a short-service gratuity will be payable equal 
to the average remuneration. 

(61 An injury pension may be granted at the discretion of the 
Minister in the event of permanent incapacity through accident or 
injury in the discharge of duty and which is specifically attributable 
to the nature of the duties. There is no qualifying period for this 
benefit, which takes the form of an annual allowance not exceeding 
two-thirds of the average remuneration. 

(c) A death gratuity is payable provided five years' service has 
been completed. The gratuity in the case of a general practitioner is 
a sum equal to the greatest of 

(0 4J% of the net remuneration for the total average of 
service, or 

(ii) the practitioner’s contributions with interest, or 

(iii) the average remuneration during the last three years’ 
service. - 

It is true that in cases where no benefit or transfer value 
' is payable the practitioner’s contributions are refunded with 
; compound interest of 24%, while the Minister’s contributions 
are not refunded. — E d., B.MJ. 

Salaries of Opticians and G.P-s 
Sir, — Mr. G. H. Giles is to be congratulated on the ingenuity 
of his last letter (Supplement, Jan. 8, p. 191, but I fear he is 
defending an untenable position. No one has decried the opti- 
cian as he suggests, but everyone has a right, and even a duty, 
to protest against a waste of public money. The general practi- 
tioner has even more cause, for the Minister is reported to have 
given as one reason for not increasing the capitation fee the 
fact that the National Health Service is already costing too 
much. 

On Jan. 8-Mr. Giles stated that the optician works a 10-12- 
hour day because on top of six hours’ work on refractions he 
still has other tasks to perform. But on Nov. 27, 1948 (p. 196), 
he said th'at in a 6-hour day he could see only six patients 
because of these other tasks. Really he cannot have it both 
ways. If he refracts for six hours (present claim) he can see at 
least 12 patients and receive for refractions only at least £2,250 
per annum. If he does all his work in six hours (claim of 


Nov. 27) he is very much under-employed, but nevertheless 
receives £1,125 per annum for refractions only. 

Mr. Giles claims that his working expenses are considerably 
higher than those of the G.P. Does he really believe this ? In 
his list he gives a qualified assistant’s salary, but as the effect 
of this would be to double the work done and pay received, 
we will not consider it further. He considers as absolutely 
essential his secretary-receptionist to answer the phone, etc. 
But who does he imagine answers a midwife’s phone ? Not 
her secretary surely ? The mechanic and the workshop 
expenses he mentions will be for dispensing and repair work 
— matters which I have completely left out of the figures given 
for remuneration and which Mr. Stenhouse Stewart (Dec. 18, 
p. 231) left out of his figure of £150. His rent and rates need be 
no higher than the doctor's ; after all, a shop-front in the centre 
of the town is hardly a necessity for a professional man. His 
expenses on fighting will probably be about the same. Those 
on the telephone will certainly be less, for he will never knew 
those hour-long sessions at the phone trying to secure a hos- 
pital bed. There is one expense, and one only, which does 
not have its counterpart for the G.P. — namely, advertising — 
and it is, hard to see why this should be paid for out of public 
funds. 

Mr. Giles gives among the time-consuming trivialities of his 
fife the making out of reports to doctors. Since the inception 
of the National Health Sendee I must have issued hundreds 
of forms O.S.C.I, but in only one case have I received a 
report from an optician. 

We must all applaud Mr. Giles's remarks on the desirability 
of having enough time to give one's patients an adequate exami- 
nation. It is a strange comment on the muddle-headedness 
of the present Government that ail work in the National Health 
Sendee has to be hurried with the sole exception of that done 
by the optician. But perhaps we are wrong — perhaps the 
refracting power of the cornea and lens is the most important 
attribute of the body, and physicians, surgeons, and ophthalmo- 
logists only exist so as to provide an adequate background for 
the refractionist's all-important work. — 1 am, etc., 

Siher End. Essex I- 4V. NICHOLAS. 

Questions for a Plebiscite 

Sir. — We are asked to support the B.M.A. and its Negoti- 
ating Committee in their efforts to obtain reasonable remunera- 
tion for us from the Ministry. But what is the figure of the 
capitation fee they are asking for 0 Has the amount been 
accepted by the profession as a whole ? Surely they should 
have a definite mandate from all practitioners employed under 
the N.H.S. which states the fee acceptable by them. From 
letters appearing regularly in the B.MJ. the capitation fee con- 
sidered just seems to be from 30s. to 40s. per head. Is this the 
fee being negotiated for ? 

The Spens Report seems to be used in argument by both 
sides and no one appears to be quite sure what the fee at the 
present day should be according to that report. So why not 
end the argument by taking another plebiscite, the first question 
on it being: “What is the minimum capitation fee you will 
accept ? ” 

Practitioners have had six months’ experience in working 
the N.H.S. and have received two cheques, so they can now 
give a reply from practical experience ; but before answering 
this question the practitioner should consider very carefully, 
as the future of the profession of medicine depends largely 
on what terms we get now. Our salary must be adequate and 
sufficient to enable us to educate our children as well as we 
have been and for us to enjoy some of the amenities of fife. 
How else can we ensure that the future entrants to the profes- 
sion will equal the type of previous generations ? 

I maintain that payment by capitation fee is not the ideal 
method of payment — too much temptation to degeneration 
into Dyak or Red Indian witch doctors — but as it has been 
accepted we must make the best of a bad system. Coupled 
with the capitation fee is the question of maximum number on 
list. This is Question 2 in the plebiscite. 

And now we come to superannuation. The general practitioners are 
key men in the National Health Service, which is a main cog in the 
social security scheme, and yet they are left to face retirement on a 
pension which is absolutely inadequate. A doctor now aged about 
55 years can put in 10 years of service under the new scheme and so 
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qualify for a pension when 65. If he has a panel of 1,500, which is 
as many as (he majority of country doctors will have, and for that 
matter as many as town men too, he will get a pension of £126 per 
annum, and when he dies his widow will get £42 per annum. If he 
applies to the local cxccutisc council for permission to work until 
he is 70 years old, and if this is granted, his pension will be £189 
per annum and that for his widow £63 per annum. 

His income during these working years will be about £1,200 per 
innum, of which at least half will be swallowed up by practice 
expenses, leaving him no chance to save for his old age but very 
treat possibility of having to dip into savings in order to carry on 
lie gets no credit for his years of service under the old National 
Health Insurance in the computation of a pension. Surely those 
past years of service in a national scheme under which he was grossly 
underpaid should be taken into consideration, as I suggested in the 
-chcmo 1 published in the Supplement of March 15, 1941, p. 29. 

This is our third question : “ Do you insist that the years of service 
under the N.H.I. be credited when computing superannuation ? " 
fudging from the Minister's replies in the House to Sir Emeu 
Graham-Little {Journal, Dec. 11, 1948, p. 1042; Dec. 25, 1948, 
p. 1126) we cannot count on achieving very much unless the B.M.A. 
has a definite mandate from a united profession and is empowered So 
ral.c drastic action if the Minister does not accede to their just 
u:qucsts without evasion, equivocation, or mental reservation of any 
kind, flic B M.A. must have our united support in the form of a 
mass resignation to be used if full demands are not met. 

Hence Question 4: “Will you agree to sign a form of resignation 
to be used by the B.M.A. if negotiations break down, subject to the 
proitso that if less than 66% to 75% resignations were not received 
hy the B M.A. they would not be used ? ” 

But surely at least 75% of the medical profession lias the guts 

0 put up a determined fight for the last chance to prevent a learned 
nd honourable profession from sliding down the scale to become 

1 third-rate occupation. A trade union would put up a fight for its 
sorters, so surely the B.M.A. will not fail through lack of courage 
<nd force. 

let me again set out the questions on the plebiscite: (1) What is 
'■o minimum capitation fee you will accept ? (2) What do you 

ons'dcr maximum number of persons for one practitioner’s list ? 
’i i>' \ou insist that your years of service under the N.H.I. be 
i . ed in computing superannuation ? (4) Do you agree to sign 
ml ''-d form of resignation to be used by the B.M.A. if these 
>’ • arc not met absolutely, provided the B.MA. receives 

" n f resignation ftom 60% to 75% of practitioners? 

1 liesc matters are serious and urgent. We drifted along for 
ears with an inadequate capitation fee under the N.H.I., but 
hen nc could subsidize that from our private practice. Now 
- must sink or swim on what we receive from the N.H.S. — 
im, etc., 

Wetherb). Vo-'ks S. T. PYBUS 

Another Plebiscite 

_ S|R -From the correspondence columns of the Supplement 
it would appear that an ever-increasing percentage of doctors, 
both general practitioners and consultants, are wholly dissatis- 
fied with conditions of service under the National Health Ser- 
vice. Ma> I suggest that the present plight is largely due to the 
nasty and ill-timed second plebiscite, which was thrust at the 
•levcnth hour upon a confused profession by the British Medi- 
cal Association ? 

Now that we have all had time adequately to reflect upon 
uir folly, and to assess what service under the present Act 
r e.illv means, is it not now opportune to present a third plebis- 
-ite upon the following general lines. 

1) Arc sou satisfied with conditions of service under the National 
Health Act ? 

0 If not, would you be prepared to withdraw from the Service on 
' civc:l dale, provided a majority \otc is obtained ? 

1 p.rsonall) feel little doubt about the doctors' answer 

smelt would arm us for future negotiations with a bigger stick 
’ , th;: °nc our present masters are so fond of waving at all 

■rd sundry. — I am, etc., 

' -’rut A. C. Boyle. 

Dictatorial Action 

-The experience of Dr. E. S. A. Ashe with the Cheshire 
raxe-cumc Council ( Supplement . Jan. 15, p. 27) is mild com- 
pared with my experience of the London Executive Council. 
On Dec 28 last the London Executive Council wrote to me 
■asm: that 1 had acted irregularly in accepting cards for. a 
^■'’league who practises at my premises. 1 was not invited to 


the meeting nor informed that 1 was to be discussed, and henci 
had no opportunity of hearing and of refuting such accusations 
I was invited to express an opinion on their conclusion that 
•' had acted in a somewhat irregular manner.” 

This letter was treated with the contempt which it merited 
To-day (Jan. 14) I received a second letter asking me to repl) 
without further delay. If this is not dictatorial 1 should like tt 
know what is. It tookrihe same council more than three month' 
to reply to my letter asking for the basic salary. 

I resigned from the scheme on Dec. 31, 1948, and such t 
demand to one who is not in the scheme augurs badly for thi 
treatment of those doctors who are trying to work the scheme 
I'm glad I resigned. — I am, etc., 

London. SAV.6 N. J. CALDWELL 

Refusal of Basic Salary 

Sir, — D r. E. S. A. Ashe’s letter ( Supplement , Jan. 15, p. 27 
is quite misleading. Every practitioner in Cheshire who claimec 
a basic salary received a questionary from the Local Medica 
Committee. Wherever the questionary was not returned thf 
Local Medical Committee was unable to recommend to the 
Executive Council that the claim to the basic salary had beer 
established. — 1 am, etc., 

J. B. Bennett, 

* Hon. Secretary. 

Chester Local Medical Commmu 

Appealing for Basic Salary 

Sir, — D r. E. Granger’s experience ( Supplement . Jan. 15, p’’24i 
with his Local Medical Committee is typical. 1 received a refusal 
in precisely the same words. As my pittance is less than my 
mortgages, I have been scraping by through advances on the 
current quarters while waiting like a miserably threadbare 
Micawber for “something to turn up.” This advance hae 
suddenly been refused me in the same dictatorial manner 
A further application under the regulations has received still 
less attention, the committee refusing even to consider it. Not 
only are we to be financially ruined by statute but shamed and 
insulted by county medical soviets. 

Where do we go from here ? Surely the answer is obvious 
Immediate action or Carey Street is our only alternative nbw 
The time for interminable sterile negotiation is past. The 
British Medical Association is our association, pledged in ib 
foundation to carry out the will of its members. The unanimous 
will of its members to-day is for a strong lead. Upon my soul 
1 cannot see much signs of it. Give us that lead, at once, now 
to-day ! And we, the profession, will follow that lead through 
hell and high water. Put out to every member now this ques 
tion : “ Are you prepared to resign unless immediate satis- 
faction is obtained from the Ministry ? ” — and see what the 
result will be. You will then have a potent weapon for, at the 
very least, independent arbitration. 

We are governed by a band of ex-professional strikers 
There is no other procedure which they understand. I have 
taken it on myself personally to warn the Minister and have 
begged him to see the red light. He will not do so until that 
red light is blazingly active. I ask our Association to answer 
What are you waiting for? — T am, etc., 

Lousbton, Essex. G. B. KlRKLAND 

New Method of Remuneration 

Sir, — I offer the following suggestions for working out an 
equitable basis of remuneration for general practitioners: 

(1) A committee be set up to determine the maximum number 
of patients a doctor of the age group 40-54 can attend to 
adequately in any particular area. The country should be 
divided into classified areas, as the maximum number of patient 1 
that can be attended to will be dependent on the density of, 
population. The age group 40-54 has been chosen as this , 
includes the group of doctors in their prime of health and also 
mature in experience of practice. This group also has the 
highest percentage of maximum income in accordance with the 
Spens Report. 

(2) The remuneration should be so assessed that in any if 
these areas maximum lists should receive equally the higher 
rates of income recommended by the Spens Committee. It is 
doubtful whether the Mileage Fund can be used effectively for 
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this purpose. What I propose is that if in an area the com- 
mittee finds that the maximum list should be 1,500, compared 
with a maximum list of another area of 3,000, then the capita- 
tion fee in that area should be double that of the latter area. 

. The Mileage Fund can then be used for its proper purpose of 
reimbursing practitioners for the actual expense incurred 
attending to distant patients. 

' (3) An increased capitation fee for the first 20% of the maxi- 

mum list in any area, and then an equal capitation fee for the 
remaining 80%' of the list. 

(4) If it is not possible to limit lists in any area to the maxi- 
mum list as advised by the committee, then doctors in that area 
be permitted to accept patients above the maximum list, but at 
a reduced capitation fee. — 1 am, etc., 

London, S.W.1S. D. BtLLlG. 

Equitable Compensation 

Sir, — N ow that an amendment to the N.H.S. Act is to be 
introduced in Parliament an opportunity will be provided to 
.have the regulations regarding the apportionment of compen- 
sation altered so as to give a more equitable distribution. 
Under present regulations a doctor whose practice is worth 
one year's purchase receives the same as a doctor whose prac- 
tice is worth two or more years" purchase. Could a small 
committee be appointed by the, B.M.A. now, when another 
opportunity will be available to look into the matter, which, 
if not put right, will have disastrous results for those who are 
relying on their capital for retirement ? — I am, etc., 

Liverpool. James WELLWOOD. 

Chiropodist’s Services 

Sir, — I should like to heartily endorse all those letters n 
your columns relating to the gross inadequacy of the present 
remuneration of general practitioners, and I agree that drastic 
action is imperative now. In this town the average attendance 
per patient per year is at least ten, and this divided into the 
capitation fee works out at under 2s. per visit 
A chiropodist called on me the other day and told me that 
her charges were 3s. one foot. 5s. two feet, and 7s. 6d. a visit. 
We have reached a low state indeed when a chiropodist's services 
are worth three times as much as those of a doctor. — 1 am, etc., 
Harrojaic. J. C. Ward. 

Fees for Anaesthetics 

Sir, — I have seen no mention made of the cut-price salary 
which the G.P. is being offered for performing specialist duties 
at a hospital, and I should be glad to know if the Negotiating 
Committee intends to take any action in the matter. Interim 
contracts are being offered with a salary of £100 per annum 
for one session per week instead of the full £200, and it is my 
contention that if a G.P. performs specialist duties he should 
be paid at specialist rates. For example, an anaesthetist may 
give four anaesthetics at a session, which means that he is paid 
the princely sum of 10s. 6d. per case, and such cases may 
include a cholecystectomy, an appendicectomy, etc. Yel for 
a short gas anaesthetic for a dentist to extract one tooth he is 
paid 10s., and for one general anaesthetic to a fellow practi- 
tioner to apply forceps he receives £1 15s. 

Even the full salary of four guineas per session seems cut 
price enough, and one can only hope that every G.P. who is 
offered a half-price interim contract of two guineas per session 
will refuse it, and that there will be no Quislings among us 
short-sighted enough to accept such outrageous cut prices, since 
it is only by loyalty to each other that we can ever expect to 
gain better terms of service for all. — I am, etc., 

EcgtcScId Green, Surrey. W. E. R. BRANCH. 

Shop-walkers 

Sir. — The figures for my income are; Average income for 
the two years before the Service started (accountant's figures) — 
,728 per year. Number on list, Octobef, 1948 — 1,141. 
Amount of cheque; £181 17s. 5d„ plus £71 14s. 9d. (basic 
' laty), less £9 17s. 9d. (superannuation) — total. £243 14s. 5d. 

J staried a new banking account on July 5 which did not rnn- 
ain half the living costs of the family and self but included 
ost of the expenses of practice, and after paying above cheque 
n I was' still overdrawn about £12 plus. At the moment 1 am 


nearly £400 overdrawn. Would Aneurin Bevan be a G.P. work- 
ing under such conditions and for such long hours ? We are 
doing our best to give our best and to make this scheme work, 
and if it fails — as surely it will if these conditions are not 
altered drastically and quickly — then Sevan's will be the 
ignominious glory for its failure, and if this happens it will 
cost the next election. 1 am not politically minded, but I do 
know that 1 plus 1 makes 2, and when we are led to believe 
that i plus f equals 1, and that 2s. 6d. per 100 patients covers 
the cost of dressings, etc., per year, then it is high time that the 
Negotiating Committee had someone who can think logically 
and dearly to negotiate with, and they should take steps to 
secure this. 

The greater tragedy of it all is that within one generation 
or less the family doctor will be no more. Instead there will 
be a “shop-walker" directing the patients to different depart- 
ments. The patient's illness will be his own responsibility ; to 
see that he gets the treatment and carries it out will be his own 
responsibility; it will be up to him to report progress, etc. 
Responsibilities for which doctors now assume the Burden will 
soon be thrust on the patients themselves — to their detriment 

We as doctors did not work for the money in it before July 5, 
but we knew that we could make both ends meet and that we 
could look forward to giving our kiddies a decent education, and 
maintain a decent standard of living. Indeed, to most practi- 
tioners the £ s. d. side has always been the most loathsome side 
of our work. We have always worked hard without thought to 
overtime and hours of work, and without any thought as to 
whether any one patient would pay us a bean or not, and we 
have struggled along without complaint. 

So far we carry on just the same, giving the best we can 
under the increased burden of more work, which does not worry 
us so much, but the other burdens on our shoulders — and they 
are very heavy ones— the burden of financial insecurity, the 
burden of loss of freedom in many branches of doctoring,- the 
burden of impending directorship and dictatorship from above, 
the burden of being told what we can prescribe and what we 
cannot, the burden of being told which consultant we must 
have, etc., etc., are just about killing, and contrary to any > 
conception of freedom which we previously had. 

Fortunately it is such a sad state of affairs that 1 do not think 
that it can or will last very long, as it is all so contrary to the 
British way of life and also to human nature. No government 
can alter the latter, nor will they be able to destroy the best 
that is in us. But the tragedy is that they may in time be able 
to breed and educate, or perhaps only educate, a generation that 
see only their point of view. Hitler nearly did, but presumably 
he is dead now. Let this country not repeat his mistake. The 
value of this service to the community is too great for us to 
allow any one political party to ruin it. Let us see to it that it 
becomes the best possible service, staffed by "willing horses” 
eager to pull their weight and able to breathe fresh air. — I am, 
etc., 

Caernarfonshire. G.P. 

Represenfation of Tuberculosis Workers 

Sir, — The letter from Dr. William D. Gray (Supplement. 
Jan. 1, p. 8) criticizes the Joint Tuberculosis Council for (a) post- 
poning any decision with regard to regional representation on its 
Council for a period of six months, ( b ) refusing representation 
to the newly founded Liverpool Regional Tuberculosis Society, 
and ( c ) having an unrepresentative constitution. 

A copy of the Council’s Constitution is enclosed, and it will 
be noted that all existing clinical tuberculosis associations and 
societies are represented, the only exceptions being those associ- 
ations having limited constitutions — e.g., areas of membership 
limited by local authority boundaries. The Council's interests 
are wide and are not limited to terms and conditions of service ; 
in fact the latter in the past have comprised only a small frac- 
tion of the Council's work. It is not necessary to detail the 
subjects considered by the Council, as these are faithfully 
reported in your Journal from time to time. It will be noticed 
in the Constitution that Rule 5 restricts the size of the Council. 

A large deliberating body would be unwieldy and would make 
it impossible to conduct business in the limited time available 
for meetings. 

To avoid delay, Liverpool members of the North-west 
Tuberculosis Society should put their views forward to that 
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body, whose representatives could then bring them before the 
Joint Tuberculosis Council. This is the constitutional and most 
rapid and effective way of proceeding. 

It was foreseen that regional groupings would probably result 
in the formation of new clinical societies and that these societies 
would seek membership of the Council. There is ample time 
for the new societies to show their worth before any question 
of displacement of the old and tried clinical associations in 
favour of the new bodies is considered. 

It is appreciated that the Joint Tuberculosis Council is not 
primarily constituted to consider terms and conditions of ser- 
vice. The only reason that the Council is taking an active part 
in work of this nature at the present time is the absence of 
representation of tuberculosis workers on the Central Con- 
sultant and Specialists Committee and the lack of an alterna- 
tive avenue of approach other than through the Tuberculosis 
Group of the Society of Medical Officers of Health. This 
latter body is better constituted to deal with such matters as 
terms of service, but joint action is taking place at the moment 
to ensure full support for the representations to be made. — 
We are, etc., 

D. P. Sutherland, 

Chairman. Joint Tuberculosis Council. 

N. J. England, 

Hon. See., Joint Tuberculosis Council. 

' t 

New Tourist Attraction 

Sir. — May 1 suggest that in order to encourage foreign 
visitors to come to Britain, bringing with them much-needed 
.dollars, the B.M.A. should circularize travel agencies, British, 
American, and Continental, to point out one of the almost 
incredible advantages of a visit to this country ? Foreigners 
can have, at the expense of the British taxpayer and at no charge 
to themselves, new false teeth, blood counts, radiological exami- 
nations ; they can have their prostates removed, their children 
delivered, and free spectacles ; and, not being private patients, 
free medicine as well. Foreigners will hardly believe this, but 
owing to the wonderful service the British doctors now give, it 
is perfectly true. 

It is, unfortunately, also true that if an Englishman living 
here requires a non-urgent operation, such as removal of a 
cartilage from his knee, he has to wait about sixteen months 
before he can have it done. But foreigners should come here 
none the less, get their out-patient appointments now, and come 
back next year and have their operations and spectacles and 
their false teeth. It seems rather unfair that if they have 
indigestion they will have to pay for their extra milk and 
eggs. This latter point had better be left out of the advertise- 
ment. — I am, etc., 

C^iv.brtdct. E. V. Bevan. 


Abolish Evening Surgeries 

Sir, — Abolition of evening surgeries is one of the demands 
that should be made by the medical profession. The doctor is 
looked on as being tireless and expected to be at everyone’s 
beck and call day and night. The position is worsened to-day 
by the increased clerical work due to forms, prescriptions, 
certificates, etc. A morning and afternoon surgery fairly close 
to each other would enable doctors to do out-patient work 
before and after their surgery hours, and give them their even- 
ings to get ahead with clerical work, study, home life, etc. Why 
should men whose education is so costly and who have had to 
devote such a lot of time to their medical curriculum be treated 
like this ?— long and tiring hours doing skilled and responsible 
work, increased work, rising costs all the time, and a reduced 
income. 

If a patient is ill enough to need to see a doctor, he should 
'urety be given time off to see the doctor during his morning 
or afternoon surgery. Besides this, it will be more beneficial 
'o the patient, as his evening will then be free. — I am. etc.; 

' J. A. H. Sykes. 

Sn . 1 tri.-t you will insert a few lines from me acrecing in 

eve-’, .v v ith Dr. Victor M. Seifert (Supplement, Jan. 15, 
r of I ondor. re evening surgeries. What a wicked waste 


of time for doctor, chemist, and patient ! Dr. Seifert is a 
luckier man than I am because in this district there is no local 
cinema and the only recreation left to a person in this area is 
a visit to the surgery in the evening. 

However, he will be pleased to learn that I have given up 
this useless form of amusement and spend the time in visiting 
the really sick people. I have a morning surgery every day, 
and it is a solid mass of human beings “ shoulder to shoulder." 
If I had an evening surgery I’m afraid that midnight would not 
see me in bed. 

A few days ago an old man of 82 informed me that he used 
to enjoy the evening surgery and a chat with friends, but now 
he has to get up early and go to the morning surgery for his 
“ bottle.” Shops, banks, and other professions close down at 
a normal hour, and why should doctors be so foolish as to 
invite a lot of people to a room at night and encourage them 
to go sick ? It is about time we had sense. — I am, etc., 

Biggin Hill, Kent. I* I* ROHAN 

Abolish Assistnntships 

Sir, — A few months ago 1 was released from the R.A.M.C, 
after serving 5} years mainly in hospitals at home and abroad.’ 
Now I am an assistant to a G.P. with a large practice with a 
view to partnership. 

During my short service in’ G.P. I have come to the con- 
clusion that an experienced assistant can carry a very heavy 
loa'd. Here in the course of six months I have carried on the 
practice for at least ,11 weeks single-handed, and during the 
remainder of the time I have had scarcely any leisure at all in 
which to read or lead a normal home life. I have no doubt 
that there are other assistants in a similar plight. Not only 
this, but there are at least four other doctors treating patients 
in the district. The other day I found that another doctor from 
about four miles away was treating the children whilst I was 
called in to treat one of the parents. 

Our practice extends into and beyond a village eight miles 
away in which there are two doctors. Surely something is 
wrong with a system like this. ' In addition to this on several 
occasions patients of other visiting doctors have come to me 
either in emergency or, as I had the other day, because it was 

too bad a day to go to , a village four miles away. 

The whole thing seems to be ridiculous. 

May I make the following suggestion for consideration ? The 
old G.P.’s enormous practice should be ended ; G.P.’s lists 
should be reduced to under 3,000 ; abolish forthwith assistant- 
ship and partnership ; let doctors, young or older, practise as 
doctors and not as assistants or partners ; procure all informa- 
tion possible about under-doctored areas — many assistants could 
furnish this ; all doctors should be paid by local executive 
councils and not by individuals ; minimum adequate salaries 
should be paid to single and married men according to years of 
qualification. 

I feel that many assistants are being exploited under this 
trainee scheme, which should be abolished.' Special courses 
for young G.P.s could be arranged as courses were arranged 
in the Services. After all, a newly qualified doctor is a doctor,* 
and would do very good service when posted to any area. 

If the country were properly divided into areas the public 
would have better service. G.P.s will hang on to enormous 
practices until the bitter end, working themselves, their assis- 
tants, and their partners to death, all for the sake of £ s. d. So 
let’s have fairness all round. Put all doctors, young and old, on 
a level footing : the young will learn by experience and special 
courses of instruction, and there aie plenty of good consultants 
available when necessary. 

The N.H.S. could be a success if all doctors were treated as 
doctors and paid as such, and not as assistants or partners.— 

I am, etc.. 

Assistant- 

Organization of Council 

Sir. — I have read with great interest your report of th 
Proceedings of Council ( Supplement , Jan. 22, p. 33) and a' 
prompted to reply to Dr. Carter’s consideration that tl 
Winchester memorandum was ill-informed when it stated tht 
the Council was out of touch with the rank and file of tf 
profession. 
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The Winchester Division, as you know, is now in possession 
of a great deal of information from Divisions alt over the British 
Isles on the organization of the B M A in general and of Council 
in particular I can assure you that very few of these contain 
any comments suggesting that Winchester was ill-informed , on 
the contraty, we have been surprised at the vehemence with 
which a number of Divisions have approved of our remarks 
and, as our revised memorandum shows, have been prepared to 
go even further in reform than we originally proposed 
If, as we believe. Dr Carter, as chairman of the Bourne- 
mouth Division, has so far not allowed his Division to discuss 
our memorandum, we have reason to doubt whether he is well- 
informed even of the opinions of his own members on the 
question of orgamzaUon, and we certainly cannot believe that 
he has the authority under such conditions to criticize the 
opinion of a Division so strongly backed by others 
Dr. Pndham’s remarks in putting his committee's report to 
Council show that the subject has been considered in a broad 
and realistic fashion, and we strongly support the view that it 
■V impossible for members of Council to be well known to the 
rank and file of the profession if only one-third are directlv 
elected by members in the Divisions and Branches at home, 
and it would "T’fcm that the remarks by Dr Carter can only 
verve to confn ai Vur opinion — I am, etc, 
w mcbtticr )lt j Ronald Gibson 

fi.MS. Committee : Correction 
Sir, — P aragraph's of your report of the special meeting of 
the GMS Committee ( Supplement , Jan 29, p 49) does not 
cive the full point of the question as asked by me or of the 
answers My question was, ' Did the Spens Committee 
visualize an increase of work equal to that which we are in 
fact experiencing 9 ” During the answers the chairman (Dr 
Wand) emphasized the point of the question Three out of 
the four replies showed that our present work was much in 
excess of that foreseen by the Spens Committee as a basis for 
their report Dr Carter's reply to the question was to the 
effect that the Spens Committee’s standard of income should 
oe available to the doctor for a normal day’s work, leaving him 
time for recreation, etc He added these words: “which few, 
if any, general .practitioners seem to enjoy these days” Most 
of the committee felt that the replies strengthened the argu- 
ment that while in certain groups the actual Spens figure might 
be obtained with the present capitation fee it would only be 
possible by gross overwork, and that therefore Spens was not 
oroperly implemented — I am, etc, 

Bnstoi, Walter Woolley 


POINTS FROM LETTERS 

A Doctor’s Lot 

Dr P F O’Shea w-ntes- About five weeks ago the local police- 
man, a robust, healthy specimen of manhood, swaggered into tnv 
surgery and demanded a bottle of cod liver oil for his cough At 
length I explained to him that cod-liver oil was not essenual to his 
cough, and, further, I offered to supply him with a bottle of medicine 
r that would do him more good Indignantly he left the surgery 
Saturday last I received a notification from the Glamorgan Executive 
Council stating that the said policeman and his wife and tw o children 
had transferred " to another doctor m the E C area ” 

Doubt in Prescribing 

Dr P R Saville (London, E 17) writes It is about tune thai 
we had some definite guidance as to appliances and drugs allowable 
under the general medical service The responsibility should not be 
left to the individual doctor to decide, for example, whether a samtarv 
pad is equivalent -o a maternity pad According to a London 

Executive Council lette- in November, 1949 sanitary towels were not 
supphable In spite of this paUents continue to come over to us 
f Hating that their maternity nurses have »em them, informing them 
that they are entitled to matemttv pads Thus it is left to our 
individual interpretation of the problem as to whether a maternity 
Pad is a different species from a samtarv pad In order to 

push the Act through, Mr Bcvan promised the patient evert thing 
-for nothing — " \ ou dont have to pay for anvthing now ” It is 
about time that he informed the public that that was a slight 
exaggeration and told them what they couldn't hate, not letting 
th~ wtet ed G P hold the baby and refuse to allow the pauent all 
that the kind Minister of Health promised 


Association Notices 


PROPOSED ALTERATION IN’ DENBIGH AND 
FLINT DIVISION 

Notice is hereby given by the Council of a proposal to form 
two Divisions in the place of the present Denbigh and Flint 
Division as follows / 

The East Denbigh and Flint Dn ision the area of the present 
Denbigh and Flint Division to the east of the Clwydian Range 
The JFert Denbigh and Flint Dtusion that part of the 
present Denbigh and Flint Division which lies to the west 
of the Clwydian Range, with the addition of Colwyn Bav, 
Old Colwyn, and Rhos on-Sea 
Anv member affected by this proposal and objecting thereto 
should write to the Secretary of the Association not later than 
Feb 26, 1949 

Charles Hill, 
Secretary 


PRIZES FOR MEDICAL STUDENTS 
The Council of the Bnush Medical Association is prepared to 
consider the award m 1949 of prizes to medical students for es'ays 
submitted in open competition The subject of the essays for 1949 
shall he “ The Value of Observation in the Training of the Medical 
Student ” The purpose of hese prizes is the promotion of system- 
atic observation among medical students In awarding the pnze3 
due regard it ill be gnen to eudenee of persona I observation No 
study or essay that has previously been published in the medical 
press or elsewhere will be considered eligible for a prize 

The following pnzes are offered 

National Prizes — slx, each of the value of £25 

Regional Prizes— as. detailed below based on the four Regions of 
the Bnush Medical Students Association 

London Region, 6 prizes (I of the value of £15, 5 of the value 
of £7) 

Midland Region, 3 pnzes (1 of the value of £15, 2 of the value 
of £7) 

Northern Region, 3 pnzes (1 of the value of £15, 2 of the value 
of £7) 

Scottish Region 5 pnzes (1 of the value of £15 4 of the value 
of £7) 

Any medical student who is a registeied member of a medical 
school in Great Bntam or Northern Ireland at the .time of sub- 
mission of the essay is eligible to compete for the pnzes The 
winners of the Nauoral Pnzes will be ineligible for the award of 
a Regional Prize If any quesuon arises m reference to the eligibility 
of a candidate or the admissibility of his essay, the decision of the 
Council shall be final Should the Council of the Association 
decide that no essay entered is of sufficient ment, no awards shall 
be m3de 

Each essay must be typewritten or wntten legibly in the English 
language, and must be unsigned and accompanied bv a detachable 
sheet giving the name of the candidate, lus medical school, and his 
B M SA Region Essays must be forwarded so as to reach the 
Secretary, Bnush Medical Association, BMA House, Tavistock 
Square, London, XV Cl, not later than March 31, 1949 

PRIZES FOR NURSES 

The Council of the Bnush Medical Association is prepared to 
consider the award ,n 1949 of three prizes each of the value of 
20 guineas for the best essay and three prizes each of the value of 
10 guineas for the second best essay submitted in open competition 
bv each of the following calegones of nurses (i) Pupil nurses’ 
(u) Stale registered nurses working in a hospital; (ui) State-registered 
nurses not working m a hospital — l e , distnet mines, pnvate nurses 
etc 

The subjects of the essays for 1949 shall be- categorv (0, “What 
discipline do yon think necessary m the training of nurses’’’’; 
categorv (ii), “ What par 1 of nursing duties can be delegated to 
others with safetv ’ ’’ , category (hi), “ The care of old people 
in their own homes ” 

The purpose of these pnzes is the promotion of svs'emauc obser 
vauon among nurses In awarding the pnzes due regard v. ill be 
gnen to evidence of persona! obsenanon No essav that has prevn 
oust appeared in the medical press or elsewhe-e will be considered 
eligible for a prize Nurses who are undergoing training at a 
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the prolapsed intervertebral disk. In each the critical posi- 
tion is one of flexion of the spine ; but the fracture of the 
vertebral body is produced by forced overflexion, and the 
prolapse of the intervertebral disk by extension and rotation 
against resistance. The injury occurs in both at the site 
of the maximum movement during the maximum pressure. 
In a typical example, a man is standing in a slightly stooping 
position when a heavy weight falls on his shoulders, forcing 
him forwards, ovcrflexing the spine, and causing a crush 
fracture of the first lumbar vertebra ; or, alternatively, the 
weight misses the man and he stoops, inclining slightly to 
one side, grasps the weight with both hands and strains to 
lift it, thus extending and rotating the back, and suffers 
prolapse of the disk between the fifth lumbar vertebra and 
the sacrum. 

At once it is apparent that the commonest sites for the 
bone and disk lesions are at opposite ends of the lumbar 
spine. There is an equally obvious difference in the method 
of their production. The force producing the bone injury 
takes the patient by surprise ; in the disk injury the force 
is deliberately produced by voluntary muscular effort. 

In those rare instances of fracture of the body of a lumbar 
vertebra in which the force is applied relatively slowly, as 
when a man is standing with his back to a stack of bales 
which collapses, gradually forcing him downwards, the 
injury is found most frequently in the fourth lumbar 
vertebra. In this case the man has just had time to brace 
himself to resist the force before overflexion of the spine 
has occurred. From this example it will be seen that the 
lower part of the lumbar spine is vulnerable to both flexion 
and extension strains when the victim is aware of the 
traumatizing force, and the upper part of the lumbar spine 
is vulnerable when he is taken unawares. 

If a healthy individual is asked to bend and touch his 
toes and recover to the erect position, he will be found to 
maintain regular breathing, probably exhaling during bend- 
ing and inhaling on straightening the back. But when a 
man is asked to raise a heavy weight he bends freely but 
rises against the resistance of the lifted weight. In these 
circumstances the man usually exhales bending ; then there 
is a preliminary intake of breath, the breath is held at the 
initiation of the lift, and is released after inertia has been 
overcome and the movement of extension of the spine has 
begun. 

When the body is braced for a big effort, as lifting a 
heavy weight, the shoulder girdle is fixed by the external 
respiratory muscles and the breath is held. The diaphragm 
is firmly fixed, and this is possible only when the bony 
attachments of its crura are stationary. The first three 
lumbar vertebrae are therefore held immobile and move- 
ment of the lower back, whether of forced flexion or of 
voluntary extension, occurs first in the lower lumbar region. 

The man who was slowly forced to his knees by the 
collapsing stack of bales braced himself to resist the over- 
whelming weight, and, although he succeeded in fixing 
and thcretorc preventing overflexion of the first three lumbar 
vertebrae, suffered fracture of the relatively movable fourth. 
In the case of the man who attempted to lift the weight, 
the first three lumbar vertebrae were also held immobile 
at the initiation of the lifting strain, and the movement of 
extension occurred between the sacrum and the fourth 
lumbar vertebra, thus causing maximum pressure on the 
lowest two disks in the lumbar series. 

1 he mechanism of production of the prolapsed disk 
as 1 understand it may be summarized in four stages: 
(O Positioning, flexion of the whole lumbar spine with 
the separation of the posterior contiguous margins of the 
rehehbou-in'' vertebrae. (2) Preparation: fixation of the 
upper three lumbar vertebrae in flexion. (3) Overcoming 


inertia: direct pressure on the lower disks, causing then 
to bulge slightly beyond the posterior margins of tb 
vertebral bodies. (4) Raising: extension and rotation o 
the fourth and fifth lumbar Vertebral bodies, causing thi 
posterior margin of the bone to nip the bulging disk it 
a grinding movement with maximum pressure exerted ti 
one side of the midline according to whether the man i 
inclined to the right or to the left. 

It is often very difficult to obtain from a patient i 
coherent account of the mechanics of his injury. In man’ 
cases the workman has “ thought back,” and his accoun 
is no more than an imagination piece. It is essential, there 
fore, that investigation shall be carried out on the spot am 
not from the hospital notes. In these notes it is oftei 
recorded that the patient strained his back while lifting bu 
never that at the initiation of the movement of lift th 
spine was in the position not only of flexion but also o 
slight rotation and lateral flexion, and that in rising th 
spine was therefore brought back to the straight positioi 
by a corkscrew motion. 


How to Avoid the Injury 

Obviously this leads to the conclusion that there is on 
particular type of strain that produces the prolapse of a 
intervertebral disk and, conversely, that it is nonsense t 
suggest that all heavy work places the nucleus pulposus i: 
jeopardy. 

Can the dangerous strain be eliminated orcircumvented 
Industry already has something to offer by way of solutior 
When the nature of the work renders back strain particular! 
prevalent methods have been adopted by custom whicl 
have been found to minimize the risks. One of the bes 
examples is that of the coal-miner lifting a tub. Th 
inexperienced man would risk straining his back each tim 
he attempted its performance. Imagine him facing th 
tub, stooping with back well bent, putting his hands beneatl 
the chassis, straining to lift, and inviting a disk injury 
Generations of miners have learned to avoid this risk b; 
the simple expedient of turning the back to the tub am 
lifting with the hands behind them. In this position tin 
knees can be well flexed. The lumbar spine is held immo 
bile until the actual lift has been initiated by the thigl 
muscles, and it is only when all the lumbar spine is mobilize! 
by the release of the respiratory muscles that the back i 
somewhat straightened. 

Individuals occasionally learn tricks which afford then 
some protection from recurrence of their symptoms. A 
mine-worker (a pan-turner) found that he could avoid pair 
if all his lifts were made in two stages: he would lift! 
short distance and then, after a moment’s pause, complek 
the lift. After watching him at this manoeuvre I was ah‘ 
to satisfy myself that the initiation of the lift moveme 
was produced solely at the hip and knee with a complete 
fixed spinal column and with the breath held, that durii 
the momentary pause breathing restarted, and that fit 
recovery to the erect position took place with even mov 
ment of the spinal column, thus distributing any strain up 
the disks. j J 

But industry’s method of selection, by trial and er i j 
of suitable work for the “ back ” case is obviously unssj 
factory, and a scientific approach through careful physi '( 
functional analysis both of the man and of the maclv'i 
offers the only practical solution to successful placcmf-^ 
There are three main lines of research. j 

1. How to Prevent Threatened Injury in the Performance 0 , 
a Specific Act . — The majority of back strains will be avoic kl 
if the workman is properly instructed in the art of lift'll 
Inertia should be overcome and the movement of lifting iw-j 
ated by the thigh muscles ; but if the workman is so pbdj 
that he is unable to bend his knees when stooping to grasp ' 
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"eight, the lift is initiated through movement at the hip and 
spinal joints. 

2. How to A\oid the Act which is Calculated to Cause Injury. 

It may not be easy to place in a heavy gang a man "earing 

the label of light work, but there should not be the same diffi- 
culty about placing him in the heavy gang with instructions 
to the foreman that, although he should do his full share of 
hard work, he should not be employed in lifting from knee 
let el or lower. Many a man who has suffered a prolapsed 
intervertebral disk could resume his work at machine or bench 
without symptoms or fear of relapse if objects which he pre- 
viously lifted from ground let el could be stacked at a height 
of from two or three feet (60 to 90 cm.). 

3. The Correct Selection of Personnel for the Specific Act . — 
At present selection tests are used by the industrial psychologist 
to determine both adaptability and accident proneness. The 
anatomist has also made a selection of types that are able to 
perform certain specialized manceuvres more readily and more 
efficiently than others. This method of selection was used in 


perfection in treatment could be obtained only at the 
sacrifice of human form. 

At the age of 15 a boy had his right hand severely mangled 
in machinery. The first, second, and fourth fingers were lost 
at the time, the skin was stripped from the palm and from the 
remaining half of the third finger, the thumb was split and its 
metacarpal shared the fate of the others in the hand — being 
splintered. It was decided to rebuild the hand by plastic sur- 
gery. The first stage after cleansing was to bury the band in 
the abdominal wall to secure the necessary skin flaps. This 
was successful, and gradually the process of reconstruction went 
on. Operation succeeded operation ; the stump of the third 
finger was covered with skin, the second metacarpal was excised, 
a rotation osteotomy was performed on the fourth metacarpal. - 
Three years went by, during which this boy alternated between 
the squalor of a city slum and the relative splendour of a 
lavishly equipped country hospital. Now he possesses some- 
thing which resembles in appearance the congenital “lobster- 
claw ” hand : one claw is immovable and insensitive, the other 


Fig. 1 


Fig. 2 


Fig 3 



Fig. 1. — Lumbar spine in the act of raising a weight with the breath held, showing upper three lumbar vertebrae fixed in fiexion 
but the fifth lumbar vertebra extended with backward tilt on to the sacrum, tending to nip the disk. Fig. 2. — Same as Fig. 1, 
centred over the fifth lumbar vertebra. Fig. 3. — The same lumbar spine as Fig. 1, rising to exactly the same position but 
with the diaphragm free and showing even spacing between the fifth lumbar vertebra and the sacrum. 


the war for picking naval anti-aircraft gunners. But no detailed 
research has yet been undertaken to determine accident prone- 
ness in relation to physique and particular function. It has, 
for instance, been stated that the long thin type of man 
represents the “ disk ” type — i.e., that these individuals are 
prone to prolapse of an intervertebral disk. But this is certainly 
not borne out in the cases that I have seen, which include tall 
-and short, slim and burly. It is not impossible that some rela- 
tion may be found between the length of reach and the patient’s 
"teight which may have a bearing on the problem. Perhaps a 
matter of some interest is that in cases of sudden prolapse cf 
an intervertebral disk it is unusual to find x-rav evidence of 
other changes in the vertebral column. The buttressing of the 
vertebrae, sometimes spoken of as hypertrophic osteoarthritis, 
which is found in the spinal columns of many men who have, 
undergone years of heavy work, is seldom seen in these cases. 

With “ Why ” and “ How ” established, and the founda- 
tions well and truly laid, only the span of good will is 
necessary’ to bridge the gulf. 

' The Surgeon's Lost Touch 

Surgery’s lost touch with industry has been responsible 
yfor much unhappiness and much disability by concentrating 
’on local morbidity instead of on general function. The 
surgeon seeks perfection in treatment, and his first concern 
is to restore the mutilated human body to conformity’ with 
accepted standards. But if he were to keep steadily in 
his mind that the ultimate aim of treatment is restoration 
of capacity for work it would sometimes be found that 


has feeble and tremulous movement, though so restricted in 
range as to be quite useless. A sheet of paper placed between 
the daws flutters away’ to the ground ; a penril can be thrust 
between them and held but not grasped. The young man 
is now attending the physiotherapy department of the city 
hospital, marking time before readmission to his "country 
residence ” for the next operation in the senes. 

Now what of the patient himself? He was of fairly good 
physique, now rather run to fat, but. as his father puts it. he 
is "no scholar.” School, in fact, “did not agree with him.” 
and his entry into industry at the age of 14 marked for him 
escape from the thraldom of uncomprehended letters. He was 
eager to declare his manhood, to “muscle in” with his fellows 
into the stnfe that was his birthright. Three long years have 
now gone by’, three years of daily contemplation of a pitiful 
and puny limb, hideous alike in its appearance and in its use- 
lessness. Had that hand been amputated at once a modem 
prosthesis would have enabled the boy to return to his work 
in a few weeks, still rejoicing in his strength and brim-ful] of 
the enthusiasm of youth. But now what is left but a tale of 
lost incentive, lost interest, and lost opportunity ? 

Choice of Treatment 

Perhaps the selection of the right form of treatment for 
the individual patient needs a wider knowledge and a 
greater experience than any other of the surgeon's duties. 
One of the most important considerations in restoring work- 
ing capacity is how long the patient can afford to be away 
from work without suffering such loss of skill, dexterity, or 
training as .will render him temporarily or permanently 
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unfit for his pre-accident work although the treatment for 
his surgical condition has been apparently successfully 
concluded. 

The time factor is of importance in the selection of 
treatment, but of even greater importance is the patient’s 
own psychology. In the case of the boy with the mutilated 
hand, a psychological study would have revealed at the 
outset that his happiness and success in life depend upon 
his ability to perform simple tasks requiring muscle work 
but a minimum of reasoning power or intellectual effort. 
He is not of the type that absorbs instruction easily or is 
able to profit by lessons in craftsmanship. He belongs 
essentially to that class of worker designated unskilled 
labour. Had he been of a different type, of average or 
morc-than-average intellectual capacity, the long years of 
treatment might have been devoted to preparatory training' 
for some skilled trade or profession, greatly to his and the 
community's ad\antage. But for this boy these years were 
ob\iously wasted and little could be done to mitigate the 
bitterness and frustration of thwarted ambition. 

After selection of the type of treatment to be given there 
may still be a variety of different ways of carrying it 
through. For example, if the patient is suffering from 
thrombo-angiitis obliterans the selected treatment may be 
resection of the lumbar sympathetic ganglia, but there are 
two different methods of surgical approach to the ganglia. 
First the transperitoneal method through a midline or para- 
medial abdominal incision ; and, secondly, the retro- 
peritoneal method through the loin. TTiis latter is 
undoubtedly the easier operation to perform, but the 
risks and difficulties of the former may be justified in 
certain cases in which section of the loin muscles is likely 
to interfere with capacity for work. This is but one of many 
examples in which the surgeon's choice is no more than 
a guess if he remains in ignorance of industrial conditions. 

In theory there can be no difference between the relative 
importance of treatment for different diseases and different 
injuries. Each and every one is a challenge to the surgeon, 
to be met with all the skill and resource at his command. 
But in practice it has long been the custom to differentiate 
between major and minor injuries and also to make similar 
distinction between diseases. The skilled surgeon has tended 
more and more to restrict his activities to the treatment of 
selected groups of cases and to delegate to his less experi- 
enced colleagues the treatment of minor maladies and 
minor injuries. 

Now this modern surgical perspective is the result of 
the intrinsic study of morbidity coupled, it is to be feared, 
with the necessity for the reward for labour. Contact with 
industry, with its demands for man-power and man-hours, 
will force the surgeon into a new perspective. The treat- 
ment of fractured necks of femurs is not the most important 
thing in life. In terms of human suffering and human 
happiness fractured fingers must take pride of place. The 
fractured femur is a rare occurrence in industry, and if 
escry case became a total loss this would represent only 
a tithe of the loss and suffering occasioned by the thousands 
of fractured fingers which occur each year. I am not going 
to suggest that the fractured femur must be neglected for 
the fractured phalanx, but that equal care and skill shall 
be I wished on both. The function of the femur is to 
siwtiin the body weight, and the surgeon need seldom 
modify his technique in treatment to meet industrial require- 
n-.mts But the function of the finger is far more com- 
r’le.'teJ. end no surgeon can attempt to make the best of 
hi ' t r c Mment un!c-s he is cognizant of the full industrial 
rccrTe-'ents of the injured finger. It may be that there 
•'c m e'.ire' of the proximal and middle phalanges of the 
htt'e f "gcr with mso’sement of the first interphalangeal 


joint. In such an injury it is not improbable that ankylosis 
would occur at the ( damaged joint. If the joint were fixed 
in extension instead of semiflexion the patient would be 
handicapped in the performance of such work as required 
the maximum span of the hand — e.g., use of a lever. But 
this position of the little finger w'ould not incommode the 
mannequin, who might be seriously inconvenienced by the, 
little finger fixed in semiflexion because of her inability 1 
to put on gloves without splitting them. 

In dealing with the choice of treatment and its method 
of performance I have touched only on the surgeon’s 
immediate responsibilities as they are , reflected from 
industry, but to bring treatment to a successful conclu- 
sion much closer contact is necessary. In cases of acci- 
dents to the industrial worker it might fairly be stated that 
treatment starts before injury. 

The Five Fears i 

In dealing with the problem of the treatment of th£ 
injured workman I must stress the importance of tht? 
elimination of the five fears — fear of pain, iear of deformity, 
fear of financial hardship, fear of industrial degradation, 
and fear of litigation. The elimination of each one of these 
fears is the direct concern of the surgeon, although the 
final responsibility may rest elsewhere. Fear is conceived 
in ignorance and is dispelled by knowledge. And if pro- 
paganda, precept', and example are made to play their 
proper part much of the fear of injury may be eliminated 
If every potential patient is convinced that his particular 
injury will be the especial care of a surgical specialist, that 
during the time of his sickness and convalescence he and 
his family will be properly cared for, that his future will 
be assured and he will not be lost in that backwater of 
unwanted men, light work; and that he will not have to 
spend weary months in straitened circumstances fighting 
for what he believes to be his right, then indeed treatment 
will have started before injury. 

Co-operation in Treatment 

To secure this happy state team work is necessary and 
may be accomplished only if the yoke of responsibility is 
shared by the managing director and the hospital consulting 
surgeon. The armies mobilized in the battle against disease 
and injury are as much in need of direction from a unified 
command as ever were the armies engaged in internecine 
warfare. To this end, then, the influence of the hospital 
surgeon must pervade every phase of treatment — starting 
within industry, continuing in home or hospital, and being 
carried through to its conclusion again in ipdustry. In factj 
he must become not only the surgeon in hospital but thS 
surgeon in industry. . * 

The design and equipment of the factory surgery must 
be a matter of prime concern to the consulting surgeon, 
whose ultimate responsibility is the treatment of patients 
who pass through that surgery to hospital. .Unless the 
treatment carried out there is in exact conformity with his 
ideas of hospital treatment, the surgeon may find himself 
fighting a rearguard action in the face of infection and 
deformity instead of continuing the general advance towards 
full recovery. As a simple example — a guillotine amputa- 
tion of the pulp of a finger may best be treated by an 
immediate skin graft, but if the finger has been soaked in 
strong antiseptic, a familiar form of treatment in mam' 
surgeries, the chance of a successful grafting in hospital IV 
very much diminished. 

Whereas the factory doctor’s consulting-room must be 
the centre of the teaching and practice of pure industrial 
medicine, the factory surgery should be an outpost of the 
hospital. Its personnel, medical officers and nurses, must 
follow the same routine in treatment as their colleagues in 
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hospital, and this of course is possible only if the two 
departments are in constant touch with each other. During 
the last war the Medical Director of the Ministry of Supply, 
who was responsible for industrial health in the Govern- 
ment Ordnance Departments, arranged that medical officers 
and nurses from the factory surgeries should attend 
^courses at a selected hospital in order to keep them in 
'ouch with those methods of treatment that were accept- 
able to the consulting surgeon who, under the Director, 
vas responsible for the treatment of injuries. Similar 
liaison between the consulting surgeon and the department 
of the industrial medical officer is essential throughout 
industry if the optimum treatment is to be afforded to its 
personnel. 

But if the benefits of this close co-operation between the 
'surgery and the hospital are not to be nullified in the case 
nf the injured, still earlier precautions must be taken, 
someone must make a stand against the tyranny of tradi- 
tion, and, as surgeons are not usually lacking in courage, 
iet the consulting surgeon be the first to defy the law and 
burn the first-aid box. 

Rehabilitation 

Now after the first stage of surgical treatment is oter, 
further treatment is concentrated on rebuilding the general 
'iealth and physique of the patient and in restoring and 
perhaps retraining his muscles to enable them to meet the 
equirements of his daily work. In many cases the immedi- 
te return to pre-accident work is made possible because 
f the surgeon's particular knowledge of the job and his 
rillingness to modify his treatment to meet its requirements. 
•\s a simple example, a waterproof dressing on an injured 
nger worn during working hours may be sufficient varia- 
.on from hospital routine. In some cases the later phase 
■f treatment is carried out in the so-called rehabilitation 
lep3rtments of the hospital — or, when the industry is large 
nough and where the directorate is sufficiently informed, 
n the rehabilitation department of that industry. In other 
-ases rehabilitation is best given by returning the patient 
o alternative work under the supervision of the industrial 
oedical officer. 

Aim oE Treatment 

- Treatment in a rehabilitation department may take the 
form of diversional exercises, occupational therapy, or voca- 
tional therapy, but the aim of treatment is the same — 
restoration of the ability to perform certain manoeuvres 
with the strength, speed, and dexterity with which they were 
, performed before injury. The surgeon will be failing in 
,fus duty if he does not inquire as carefully into the nature 
and duration of these exercises as he would into the circum- 
stances of treatment of the more acute stages of disease. 
In hospital one all too often sees mixed classes of workmen 
engaged upon routine exercises, some of which are cal- 
culated to retard the recovery of the individual rather than 
to promote it. The selection and development of types of 
;exercise for particular jobs are as important as is the selec- 
tion of exercises for particular injuries and diseases. The 
majority of work is an athletic pursuit, and the prescribing 
of routine exercises for rehabilitation for all work is as 
likely to be successful as would be uniform training for a 
^boxer, a professional golfer, and a boat-race crew, 
r - In industry rehabilitation may be carried out in the 
-rehabilitation workshop. This is nearly always a produc- 
tion unit whose output is essential. The unit, however, is 
run under sheltered workshop conditions and under the 
(direct supervision of the industrial medical officer. It con- 
tains machines that are adapted to meet the requirements 
of specific injuries, and various bench jobs which provide 
such special exercises as may be prescribed. Here are 


machines incorporating in their design special devices for 
inducing specific joint or muscle action not necessary for 
normal production. 

In general, extremely good results are obtained by the 
intelligent use of the rehabilitation workshop, but there 
are many pitfalls. One that is not uncommon is the over- 
exercising of joints by means of gadgets which necessitate 
a wider range of movement than is demanded by the 
patient's normal job. For example, a lever that can be 
fully operated only by producing eighty or more degrees 
of dorsiflexion and palmar flexion of the wrist may be ideal 
in redeveloping suppleness and muscle control in the typist 
or pianist but is calculated rather to retard recovery in the 
case of the heavy labourer whose normal wrist excursion 
may be reduced to some thirty or forty degrees. It must 
always be remembered that the greater the power demanded 
of the muscles crossing a joint the less is the range of 
movement in that joint. 

Skilled work is all built up of conditioned reflex actions 
operating along well-beaten nervous paths. Injury and 
disease tend to interrupt those paths, and their redevelop- 
ment may be facilitated by the choice of suitable exercises 
calling forth the same co-ordination of eye and brain and 
limb. Conversely, an exercise that is calculated to cut 
across the chosen reflex path will delay the recovery of 
skilled action. The lower the reflex arc in the nervous 
system the less the fatigue from its accomplishment. It 
follows, therefore, that maximum benefit with the minimum 
fatigue will be obtained from exercises which are based 
upon fundamental reflexes or simple conditioned reflexes 
Rhythm must never be neglected, and complicated exer- 
cises which call for independent use of each arm and each 
leg, and which ignore such elementary laws as that of 
negative successive induction, cause unnecessary mental and 
physical strain and obscure still further the paths of 
old-established conditioned reflexes. 

Enough has already been written on the advantages of 
the exercise of selected work over treatment by massage 
and physiotherapy, but the pendulum must not be allowed 
to swing to the other extreme: both massage and physio- 
therapy are invaluable in treatment. . But it is still a 
debatable point whether they belong essentially to the hos- 
pital department or whether they should be carried into 
industry. Undoubtedly selected cases are enabled to con- 
tinue at work because of a few minutes of special treatment 
that may be available at their place of employment. An 
example of this is the wax bath, which helps to loosen up , 
stiff fingers in very cold weather. 

Unfortunately it sometimes happens that from the very 
start of treatment the surgeon knows that it will bs 
impossible to return the patient to his former method of 
work. In such circumstances it may be possible for him 
to develop alternative function ; and here again nothing 
but a profound knowledge of industry or industrial con- 
ditions will enable the surgeon to plan his treatment ahead. 

I have already pointed out one of the risks of exercises 
which are calculated to produce an extreme range of joint 
movement, but in selected cases they have a definite place 
in treatment and in the development of alternative func- 
tion. An example of this is the production of extra move- 
ment in the left wrist of the plasterer who as a result of 
an old injury has limited extension at the elbow. Extreme 
wrist movement might enable him to accomplish that 
smoothness of finish to a ceiling which is usually produced 
by rotation of the forearm and shoulder with the elbow 
fully extended. 

Further Collaboration 

It is now necessary to examine Ihe possibilities of further 
collaboration. In the case of very large factories employing 
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thousands of men and women it may be possible to 
arrange for the surgeon to meet the industrial medical 
officers and executives regularly there in consultation and 
see for himself the conditions in which disease and accident 
arise and follow through the results of his treatment from 
rehabilitation shop onwards. The majority of industrial 
workers, however, are employed in small units, and 
obviously all cannot be visited weekly or even monthly ; 
the surgeon may therefore have to be content with a general 
knowledge of work and working conditions, but he must 
always be prepared to make a special investigation when 
the health of his patient demands it. 

As I have intimated earlier, the benefits of the liaison 
of industry and surgery are not limited to the physical 
health of the industrial casualties. Together they have much 
to contribute to the general happiness of mankind, together 
they may be called upon as the guardians of the public weal. 

Of the “ five fears ” the fear of financial hardship was 
the first the legislature attempted to relieve. Attempts have 
now been made to banish the fear of litigation. Last year 
new workmen’s compensation laws were introduced in 
which the responsibility for the payment of compensation 
devolved upon the State. When England first introduced 
workmen’s compensation to the world it was a genuine 
attempt to secure for the injured workman a subsistence 
allowance during the period in which he remained incapa- 
citated for earning. The payment of his weekly compensa- 
tion bore a definite relation to his earning capacity and 
therefore operated as a true, although often insufficient, 
subsistence allowance. The new workmen’s compensation 
laws ignore the principle of earning capacity and base pay- 
ment upon the physical standard of the average man. Thus 
if a workman loses a foot it is calculated that his physical 
standard has been reduced by 30%, and after a limited 
number of weeks of benefit he becomes entitled to a pension 
of 30%. If his work be clerical he may still earn his full 
pre-accident wage and enjoy the additional pension for his 
physical injury. But what if he be a stevedore with no 
prospect of returning to his work ? The memory that in 
former times he would have been entitled to 100% work- 
men's compensation until such time as his weekly pay- 
packet came within measurable distance of his old earnings 
can only plunge him into a more profound state of misery 
and fear. 

I am not proposing to argue whether the principle of 
workmen’s compensation is right or wrong or, indeed, 
whether it is an anachronism in these days of national 
insurance ; but when the law was being altered if was the 
duty of the surgeon to point out that, far from allaying 
the patient’s fear, this fear of financial hardship was likely 
to operate still more effectively in retarding the recovery 
of his patients. Who but the surgeon can assess that fear, 
anti who but he has the knowledge and the authority to 
point out the absolute ineffectualncss of basing workmen's 
compensation upon the average man ? The “ average 
man. conceived and born in Whitehall, is neither tinker, 
tailor, soldier, nor sailor ; in fact, this average man has 
never done a day’s work in his life, and yet he is set up 
as the 100°:, standard by which the casualties of industry 
arc to be judged and pensioned. 

I he voice of the Royal College of Surgeons should have 
been reisej in protest ; it should have thundered at West- 
minster and reverberated throughout the land. Instead it 
remained silent. Was it silent through ignorance of 
industrial conditions, or could it have been that it did not 
recognize its responsibilities ? 

I hwc endeavoured to show that in the proper under- 
standing anJ performance of his work the surgeon must 
maintain a close alliance with industry ; that his patient’s 


welfare and happiness are as necessary to the successful 
conclusion of treatment as is the application of his opera- 
tive technique ; that all the treatment he has to offer is 
both empirical and incomplete unless he studies to under- 
stand the conditions of his patient’s work and the physical 
strains which are involved ; that the greatest benefit he has_ 
to bestow on his patient is that independence of spirit that j 
can come only with the power to work on equal terms with 
his fellows ; that he has a duty to place his expert know- 
ledge at the disposal of industry for the better organization 
of its work and the disposal of its man-power ; and, finally, 
that the hospital and the' factory are but small parts of the 
world that mark the sphere of his influence. - - 

I now repeat my question — Is there a place in the 
hierarchy of specialists for the consulting industrial sbr- 
geon ? I leave you to supply the answer, remembering 
that in this age of social service industry is the threshold, 
of social surgery. A 


5,000 CONSECUTIVE DELIVERIES WITH- 
OUT A MATERNAL DEATH DUE 
TO PREGNANCY 

BY 

NORMAN EMBLEM, M.B., F.R.C.S.Ed., M.M.S.A. 

M.R.C.O.G. 

Consultant Obstetrician and Gynaecologist, Halifax General 

Hospital ; Consultant Obstetrician, Halifax District Nursing 
Association ; Visiting Obstetrician and Gynaecologist, 
Royal Halifax Infirmary 

In the Halifax Municipal Obstetric Service there were 
between Sept. 12, 1946, and Oct. 5, 1948, 5,000 consecu- 
tive deliveries after .the twenty-eighth, week without a 
maternal death due to pregnancy.' Tllis number includes 
all women after the twenty-eighth week of pregnancy (a) 
who were admitted to the Halifax General Hospital from 
inside or outside the borough, whether to the general 
medical and surgical wards, the maternity department, or 
the special unit for the reception of septic cases, and 
(5) who were delivered in their own homes by the Halifax 
Domiciliary Service or independent midwives. It will be 
seen from this that the cases are drawn from the widest 
possible sources. No emergency has ever been refused 
admission. In this series there was one death from acute 
myeloblastic leukaemia and therefore not attributable to 
pregnancy. 

Rufus Thomas (1940a) described the Croydon Obstetric 
Service and published the magnificent series of 3,144 con- 
secutive deliveries conducted by this service between Jan. 3, 
1938, and June 4, 1939, without a maternal death due to 
pregnancy. In this number there were two deaths — one 
from pneumococcal pneumonia and therefore not counted 
as a death due to pregnancy, and the other from post- 
partum haemorrhage on June 8, 1938 (Thomas, 1940b) 
This case was considered to be outside the scope of the 
paper, as the patient had been delivered at home 'by an 
independent midwife and admitted after delivery. It was 
and, so far as I know, remains the largest consecutive num- 
ber of cases with the lowest maternal mortality ever 
reported in this country or any other. This was indeed safe ^ 
obstetrics, and with Croydon as a model and Thomas’s 
work as inspiration it has been my personal ambition and 
the object and policy of the Halifax General Hospital ai 
least to equal this achievement. Although the Croydon 
figure has been exceeded in Halifax by 1,856 deliveries H 
must be remembered that Thomas did not have the help of 
the later and more effective sulphonamidcs, blood and 
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plasma banks, penicillin, or the advantage of the knowledge 
of the rhesus {actor in safeguarding against transfusion 
accidents. On the other hand, this series began, like his, 
after a maternal death ; but it is still unfinished, as the 
total number of deliveries before another death occurs has 
.yet to be determined. 

At the Royal Halifax Infirmary there is a small mater- 
nity' unit which deals annually with between 500 and 600 
deliveries, mainly booked cases. My association with this 
institution is a recent one, and as all the infirmary cases 
are not my sole responsibility they are excluded from the 
total of 5,000 deliveries described here. 

Description of the Service 

The Halifax General Hospital has 450 beds — 115 for 
obstetric and 35 for gynaecological cases. The maternity 
beds are distributed as follows : 80 lying-in, 25 antenatal, 
•and 10 for potentially infected or septic cases. The hos- 
pital is a Part 1 training school, and it must be one of 
the few maternity departments in the country’ that have 
never been seriously short of staff. 

Almost all tire emergencies from Halifax and a sur- 
rounding densely populated industrial area, with a total 
population of about a quarter of a million, come to the 
General Hospital. Apart from emergencies, only primi- 
gravidae, patients with abnormalities, cases of multiple preg- 
nancy, and those whose home conditions are unsuitable for 
delivery are admitted. Cases which become septic in the 
hospital are nursed in the special isolation unit, to which 
are also admitted septic cases from the domiciliary service 
and the county area served. There has been no death from 
puerperal sepsis in any of the admissions to this block since 
fuly, 1939. 

The Emergency Blood Transfusion ServiceTor the whole 
area is based on the General Hospital, where, in addition 
to the ordinary blood and plasma bank, a supply of group O 
rhesus-negative blood is always kept. No patient treated 
by this service has been lost in seven years. 

The medical staff of the two departments consists of a 
registrar, a senior and a junior resident obstetrical officer, 
and an obstetric house-surgeon. As the obstetrician and 
gynaecologist in charge, 1 live within a few minutes ■of 
the hospital. 

It is one of my main functions to attend at the ante- 
aatal clinics at the hospital and at the district home in 
the town. At these clinics all abnormal cases, whether 
the departure from the normal is medical or obstetrical, are 
, seen and followed by me throughout the remainder of the 
k pregnancy and labour. 

- It is a strict rule of the department that I am informed 
of all emergency admissions, of abnormalities, and of any 
condition which might even faintly threaten the life of the 
mother or child. No assistant is allowed to perform any 
major manipulation without my being present. 

The Domiciliary Service. — The Halifax District Nursing 
Association is a voluntary' body responsible for the domi- 
ciliary midwifery in the borough. It acts in this as agent 
for the local authority. The domiciliary service is based on 
the hostel “ Kirby Leas,” which is a Part II training school. 
It is run clinically as an integral part of the hospital, and 
. in this way there is continuity of supervision by me of the 
i difficult and abnormal cases. 

The midwives carry “ pitocin ” and ergometrine to give 
ay injection, and in a case of dire emergency threatening 
life — e.g., ante-partum or post-partum haemorrhage— they 
have the right to summon the emergency blood transfusion 
unit on their own initiative. In other instances the usual 
practice of summoning the patient's doctor is followed. 


There were 795 deliveries, and medical aid was sought 
274 times. 

Results 

During the period under review there were 5,000 deliveries 
(Table I) and of these 2,498, almost half, were in women 
pregnant for the first time. 


Table I. — Showing Total Number of Deliveries, Some Sfajor Com- 
plications, and Methods of Delivery 



General 

Hospital 

Domiciliary 

Service 

Total 

No. of deliveries 

4.203 

795 

3.000 

Primigravidae . . , . 

2,377 

121 

2,43 S 

Twins . . 

5S 

n 

69 

Forceps 

19S 

J0 

203 

Manual removal of placenta . . 

21 

0 

21 

Caesarean section 

93 

0 

93 

Eclampsia 

4 

0 

4 

Stillbirths 

104 

13 

117 

Neonatal deaths 

S3 

6 

39 


The forceps deliveries numbered 208 — a rate of 4.7% in 
the hospital and 4.16% in the combined service. Caesarean 
section was performed 98 times — a rate of 2.33% in the 
hospital and 1.9 6% in the total number of deliveries. The 
placenta was removed manually on only 21 occasions, or 
once in every 238 deliveries. 

There were four cases of eclampsia ; only one of them a 
booked case, and that patient had a solitary fit after delivery. 

. In the three unbooked cases there were nine, three, and 
four fits respectively. All four babies survived. The booked 
patient should not have had a fit, as there was ample warn- 
ing, which was not heeded. I believe that eclampsia is 
always a preventable disease. 

Live Births, Stillbirths, and Neonatal Deaths 
There were 69 sets of twins in the 5,000 deliveries. The 
total number of births was therefore 5,069. There were 
117 stillbirths, including all premature, macerated, and 
grossly abnormal foetuses, giving a stillbirth rate for the 
service of 23.07 per thousand. Of the 4,952 live births 
59 babies died. The neonatal death rate is therefore 1151. 


Table II. — -Showing Stillbirths and Neonatal Death Kates 



General 

Hospital 

Domiciliary 

Service 

Total 

Croydon 

National 

1946 


4,263 

806 

5.069 

3.17S 

S42.S09 


4,159 

793 

4,952 

3.0S6 

819,814 

Stillbirths . . 

KH 

13 

117 

92 

22.915 


53 

6 

59 

43 



24 63 

14-88 

23-07 

2S-9 


Neonatal death rate 

12-74 

7-56 

II-9I 

13-9 

22 


Table II shows the total live births and stillbirths together 
with the stillbirth and neonatal death rates. For com- 
parison the figures for Croydon from Jan. 3, 1938, to June 4, 
1939, and those for the whole country for 1946 are included. 
The latter are the “ latest available provisional figures '' 
for a complete year, and have been supplied by' the Ministry 
of Health. The stillbirth rate for the Halifax Municipal 


Table III. — Showing Some Causes of Stillbirth and Neonatal Death 



[ Stillbirths j 

[ Neonatal Deaths j 

I Total 
Corn- 
[ fcir.ed 
; Service 


Gen. 1 
Hosp. | 

Dorm 
Sen'. | 

Total j 

Gen. 1 
Hosp. j 

Dam. I 
Sen-, j 

T olal | 

Dystocia and intracranial ] 

17 

2 

19 1 

12 : 

2 1 

14 : 

33 

haemorrhage 

Gross foetal abnormality 

19 

2 

21 

I! 

0 

11 

17 : 

32 

Prematurity .. ..I 

5 . 

0 

* 

16 

1 

0 

22 

Maternal toxaemia 

14 

1 ; 

IS 

3 

3 i 

IS 


16 | 

1 I 

17 

0 

G 

0 1 

17 

Prolapse of cord . . 

ii ! 


12 

0 

0 

0 . 

12 

Ante-partum haemorrhage 

12 

0 

12 

0 

0 

o ! 

12 

Cause unknown 

4 

6 

10 

-0 

I 

i i 


Rh . incompatibility 

6 

1 o 

6 

' 3 

0 

3 1 

9 

Pneumonia 

0 

0 

0 

5 

1 

1 1 

6 | 

6 

Atelectasis 

i ° ! 

!_LJ 

0 

3 

** 

«, - 

Total . . 

I 104 i 

rrn 

j 

117 

53 j 

! 6 1 

59 

176 
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Service is thus 3.93 lower and the neonatal death rate 
10.09 lower than the national rate. 

In Table III are set out the principal causes of stillbirths 
and neonatal deaths, given in their numerical order. The 
largest number were due to trauma during labour, and 
these form 18.75% of the total. Gross foetal abnormality 
(mainly anencephaly, spina bifida, and hydrocephaly) is a 
very close second with 18.18% of the combined stillbirths 
and deaths under 1 month. Of the total stillbirths and 
neonatal deaths 27.84% are accounted for by gross foetal 
abnormality and maceration, and at the present time it 
would seem to be impossible to reduce the numbers from 
these two cases. The greatest field for improvement lies 
in reducing the number of stillbirths and neonatal deaths 
caused by trauma, prematurity, and pregnancy “ toxaemia.” 

Treatment of Major Complications 
A brief outline of the treatment of the major complica- 
tions, the choice of sedatives and anaesthetics, and the 
management of the puerperium is given below. 

Antc-partum Haemorrhage. — This condition is treated con- 
servatively until there is a definite indication to intervene. In 
all cases, when first seen, blood is immediately taken for group- 
ing and cross-matching. Vaginal and rectal examinations and 
the giving of enemata are strictly forbidden. When it becomes 
necessary to intervene — e.g., in the case of small recurrent 
haemorrhage — every patient, no matter how good her general 
condition, has an intravenous drip started. With blood ready 
to be given, the patient is examined-vaginally under anaesthesia 
in the operating theatre. If her condition is grave from loss of 
blood this examination is omitted and caesarean section is per- 
formed. In eight years, with a total of 12,830 deliveries in the 
hospital alone, only one case of ante-partum haemorrhage has 
been lost, and that death occurred in 1944 from concealed 
haemorrhage, and therefore does not come into this series. 

I’laccnta Pracvia.— This is treated almost always by rupture 
of the membranes or by caesarean section. The lower-segment 
operation is the one invariably used. Application of Willett’s 
forceps and plugging with the half-breech are used only on very 
rare occasions. Packing and the insertion of an intrauterine 
bag have never been practised. 

Accidental Haemorrhage. — This is treated by morphine, 
'■ pitocin," plasma or blood transfusion, and rupture of the 
membranes. Only once in eight years has it been necessary 
to perform caesarean section and only once to carry out a 
caesarean hysterectomy for this condition. 

Pou-partum Haemorrhage. — An attempt is made to prevent 
third-stage haemorrhage by giving “ pilocin,” 1 ml. intramuscu- 
larly, m the following conditions the moment the child’s 
shoulders arc horn: prolonged labour, uterine inertia, over- 
Jistcnsion of the uterus, delivery under anaesthesia, the pre- 
sence of fibroids m the uterus, and in any patient who has 
innemia Cases of placenta praevia and accidental haemor- 
rhage receive ergometrine, 0.25 mg. intravenously, as soon as 
the anterior shoulder has been born. If the placenta is not 
.-cudv for delis cry in half an hour from the birth of the child, 
or if there is even slightly more than the average amount of 
Mrcd'nc, “ pitocin ” is gisen as described above. If the placenta 
f.uU m be delivered promptly after the “pitocin” manual 
'ernes.. 1 is carried out. Should the bleeding be heavy and the 
uterus atonic, ergometrine, 0.25 mg., is given intravenously. So 
i.'r the n'rasenous ergometrine has been successful in stopping 
h ceding in every case except the one complicated by acute 
'•’.srlob istic leukaemia. Resuscitative measures can then be 
“ r 'Jer tasrn, and the administration of ergometrine does not, in 
rr. experience, make a manual removal any more difficult 
’’ ’ !h: ' rccuirej. Bleeding after the delivery of the 
r : s tresteJ b\ intravenous ergometrine. Intrauterine 

d .. es n-e rescr f'ej. 

cr ~ Eclampsia. — Emphasis is placed on abnor- 
' m ■. e-ch: as an earls sign of pre-eclampsia. On an 
esc: . : f e •- ce’sh cain should not exceed 8 oz. (225 g.). The 
•~'’ v ' " rv.-TT-a! svstoSic Mood pressure is taken as 120 mm. 

He - - 1 the d.'.«to’:c as 50 mm. He. Oedema is always con- 
* Je-ed to he ptthau'e-ca!, and when, in the absence of pus, 


there is albumin even in the smallest amount in the catheter 
specimen the disease is far advanced. Pre-eclamptic patients 
are treated by absolute rest in bed in hospital, with a losv- 
sodium and loxv-protein diet and sedatives. Of the sedatives 
chloral hydrate and potassium bromide and “nembutal” are 
the most commonly used. If there is vomiting, sodium pheno- 
barbitone, 3 gr. (0.2 g.), is given intramuscularly. Liberal use 
is made of 20% glucose solution in water intravenously in 
severe cases or in those svith gross oedema. Ammonium 
chloride is also given for the latter condition. If the maximum 
diuresis is to be secured by the concentrated glucose solution 
a whole litre must be run into the vein in from 30 to 50 minutes 
No attempt is made -to interrupt the pregnancy unless the 
mother’s condition is deteriorating. By following this rule the 
incidence of prematurity in these patients has been grejrtl) 
reduced. 1 do not believe that chronic nephritis or permanent 
vascular damage is ever caused by pre-eclampsia or eclampsia . 
nor is a latent hypertension made manifest or “ unmasked ” a' 
an earlier age by the pre-eclamptic pregnancy. 

I cannot too strongly condemn rupture of the membranes in 
a patient svith a long closed cervix. Rupture of these to induce 
labour in this condition should be done in only those cases it 
in which the cervix is taken up, is beginning to dilate, and i' 
easily dilatable and soft — a condition which has aptly beet 
described as “ ripe.” If the cervix is long and closed and tht 
patient’s condition is deteriorating rapidly in spite of treatment 
then caesarean section under local analgesia should be tb( 
method of delivery. 

Eclampsia is treated by morphine sulphate { gr. (32 mg. 
and sodium phenobarbitone or “ nembutal ” intramuscularly 
Apart from loosening the clothes, the patient is no 
undressed or examined in -any svay until she is heavilj 
under the influence of sedatives. Glucose, 20% solution, i 
used in all cases. Magnesium sulphate, 50% solution, for intra 
muscular injection, is kept in reserve for the cases which do no 
respond : these are exceedingly rare. When there has been m 
fit for twenty-four hours the patient is examined vaginally, am 
if the cervix is “ ripe ” the membranes are ruptured. So fai 
caesarean section has not had to be performed for eclampsia. 

Infection. — Of the sulphonamides, sulphadiazine is the dru 
most often used. Penicillin is reserved for cases that do ho 
respond or for cases that are severe at the onset. As a propby 
lactic against infection penicillin is given to all cases of manna 
removal of the placenta, failed forceps, and internal version, am 
to those in which the membranes have been ruptured for mor 
than twenty-four hours or the labour has been unduly pro 
longed. If caesarean section is to be performed on an infectec 
or’ potentially infected patient a million units of penicillin an 
left in the peritoneal cavity and the drug is given systcmicall: 
for five days after operation. In urinary infections sulphanil 
amide is used on account of its free solubility. 

Disproportion. — The borderline cases are given a trial labout 
and if this fails lower-segment caesarean section is performed 
In all primigravidae in whom the head is not engaged near tern 
antero-posterior, inlet, lateral, and outlet radiographs of th' 
pelvis are taken. Frequent use is made of lateral x-ray film 
to follow the course of a trial labour, and these have bee) 
most helpful. 

Cardiac Disease. — This is treated in mild cases by frequen 
periods of rest in hospital during the pregnancy. In the seven 
cases the patient may spend the greater part of the pregnane; 
in hospital. Caesarean section under local analgesia is reserve! 
for the severest cases. All patients with valvular disease an 
given penicillin for a week after delivery in an effort to preven 
infection, which even in a mild form so often leads to a market 
breakdown in the cardiac reserve. 

Sedatives and Anaesthetics. — Pethidine in doses of 100 mg 
intramuscularly is the routine sedative used. It is often com 
bined with hyoscine hydrobromide 1/150 gr. (0.43 mg.). Sinci 
the introduction of pethidine it is rare to have to use morphine 
A “ heavy ” spinal analgesic is used to anaesthetize the perineun 
if forceps are required for a patient with respiratory or cardin' 
disease. Spinal analgesia is never used for other forcep 
deliveries or for caesarean section. In a healthy patient thes 
operations are carried out under general anaesthesia. Loca 
analgesia is employed for caesarean section when indicated b: 
the general condition of the patient. 
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The Piter perium . — The patients are allowed out of bed on 
the seventh day and normal cases are discharged on the tenth 
day. Active movement and breathing exercises are encouraged 
from the very beginning. Each ward is visited daily by a physio- 
therapist, who conducts the exercises. During a period of eight 
years, with 12,830 deliveries, there have been only two deaths 
from pulmonary embolism. 

Discussion 

In addition to the series here presented there were from 
1944 to 1946 in the General Hospital three separate series, 
of 1,050, 1,346, and 1,730 deliveries, without a maternal 
death, and it must be stressed that such results are the 
outcome of a co-operative effort on the part of the whole 
staff of both parts of the Municipal Service and of the 
general practitioners in the area. 

Particularly must I lay emphasis on the loyalty and 
■diligence of the resident and nursing staff, who have given 
service far beyond the power of gold to buy. The excel- 
lence of the general administrative arrangements and the 
ancillary sendees provided have contributed greatly. Other 
'factors of importance are the large proportion of antenatal 
beds and the continuity of specialist supen'ision for 
abnormal cases. 

Of the therapeutic agents, blood, plasma, penicillin, and 
the snlphonamides have played a great part. It is impor- 
tant to give blood in adequate amount ; for example, one 
.greatly exsanguinated woman received 10 pints (5.68 litres), 
and at one stage two veins were being used at the same time 
to give the blood under pressure of oxygen. Such treat- 
ment has been made possible by the wonderful facilities 
provided by the Leeds Regional Blood Transfusion Service. 
Glucose 20% solution, too, has played its part, and 
Dieckmann (1942) has stated that the proper use of hyper- 
tonic glucose solution in pregnancy is one of the outstand- 
ing accomplishments of modem obstetrics. In third-stage 
and post-partum haemorrhage, ergometrine, given intra- 
venously, has proved life-saving and deserves to rank in 
importance in obstetrics with penicillin. 

These potent remedies together with modern methods of 
anaesthesia are great advances, but the most important single 
factor is the skill and ready availability of the senior staff 
to deal personally with abnormalities. It can be shown 
that the maternal mortality rate in the cases delivered in 
the General Hospital is lower than the rate for the borough 
as a whole. 

In the last ten years the borough deliveries numbered 
14,S33, with 43 maternal deaths — a rate of 2.S9. In the 
same period the General Hospital, dealing with almost all 
the emergencies from Inside and outside .the borough, had 
14,324 deliveries with 24 deaths, giving a rate of 1.67. And 
it is noteworthy that part of this decade was before the 
introduction of blood banks and penicillin, and that as late 
as 1946 (the last year for which complete figures are avail- 
able) the national rate was 1.43. 

In the Ministry of Health Report (1937) Halifax was 
shown to be the county borough with the blackest maternal 
mortality record in the country. It occupied an almost 
equally unenviable position in the R.C.O.G. Report (1944), 
in which for the years 1939 to 1942 it was placed seventh 
in a list of county boroughs with the highest rate in 
England and Wales. This, however, was' largely due to the 
eleven maternal deaths in Halifax 7n 1940; only two of 
these occurred in the General Hospital and one on the 
Domiciliary Service. 

It is true, then, to say that the high rate for the borough 
in a list of county boroughs with the highest rate in 
■ deaths in the General Hospital or on the Domiciliary 
Service, where in the same teno’ear period there were 
4.3S9 deliveries with the death of only one woman. 


/ Summary and Conclusions 

Along the fines suggested by the Royal College of Obstetri- 
cians and Gynaecologists (1944) we have attempted to bring 
about the integration of the hospital, antenatal, domiciliary, 
and specialist services in the Halifax Municipal Obstetric 
Organization.. 

Between Sept. 12, 1946, and Oct. 5, 1948, there were 5.000 
deliveries after the twenty-eighth week without a maternal death 
due to pregnancy. 

The stillbirth rate in the series was 23.07 and the neonatal 
death rate 11.91. 

A brief summary of the treatment of some major complica- 
tions has been given. 

The Halifax General Hospital has a large proportion of cases 
from the county area, and therefore the number of its deliveries 
in the last decade almost equals the total ascribed to the 
borough. 

In this ten-year period the maternal mortality rate in the 
General Hospital was 1.67 ; in the Halifax Borough it was 2.89. 

The belief is expressed that the most important single factor 
in reducing maternal mortality is the provision of skilled staff 
to deal with abnormalities. 

This series began after a maternal death from pulmonary 
embolism and continues without a maternal death attributable 
to pregnancy at the time of writing (Oct. 6, 1948). 

I am grateful to the M.O.H. for Halifax, Dr. G. C. F. Roe, 
for permission to publish these results and for the statistics relating 
to the Borough. My thanks are due to Mr. H. I. Deitch, medical 
superintendent and surgeon to the General Hospital, for his great 
help in many difiicuh cases and for encouraging the development 
of the maternity department of the hospital. 
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A STATISTICAL AND CLINICAL 
REVIEW OF 107 CASES OF ECTOPIC 
GESTATION 

BY 

J. S. AlacVINE, ALB., B.S., F.R.C.S.Ed., ALR.C.O.G. 

KSV 

D. H. LEES, ALB., Ch.B., F.R.C.S.Ed., ALILC.O.G. 

( From the Central Middlesex Hospital. London ) 

Ectopic pregnancy is a condition encountered by all 
clinicians engaged in general medical and surgical practice. 
The management usually falls to the gynaecologist, but the 
problem of the differentia] diagnosis concerns all, and in 
many cases the operative treatment has to be done by the 
general surgeon. 

Keeping that in mind, we have undertaken a survey of 
all cases of ectopic pregnancy occurring in a busy’ muni- 
cipal hospital over a ten-year period. The findings are 
instructive in showing that the question of aetiology has 
not finally been settled. It is, -however, in the sphere of 
diagnosis that we believe the value of such a survey lies. 
The various symptoms 3nd physical signs are evaluated 
in the light of the case records and an attempt is made to 
ascribe to each its true place and importance. The treat- 
ment and general results are also considered. 

Despite the enormous literature on ectopic gestation, few 
- recent surveys of this type have been made, and nearly 
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all of these were in America. Several will be referred to 
subsequently. 

Present Series 

The cases in this series numbered 107. >The average age 
of the patients was 29.9 years. This is in accordance with 
previously noted figures. The ages varied between 20 and 
42. On an average the patients had had 1.25 pregnancies, 
and 34% of all the pregnancies ended in abortion — a rather 
high figure. 

The time interval between marriage and ectopic preg- 
nancy, or between the ectopic and the last intrauterine 
pregnancy, averaged 5.S years. This finding agrees with the 
figures of Woodhouse (1940), Ware and Winn (1941), 
Marchetti et al. (1946), and MacFarlane and Sparling 
(1946). It supports the view that sterile or relatively sterile 
women are more prone to ectopic gestation. Whether this 
is a result of pelvic inflammation is another matter, and 
will be dealt with more fully later. 

Right- and left-sided tubal pregnancy occurred in 55 
and 50 cases respectively. There is thus no real preponder- 
ance of the right side as has been suggested by Mayo and 
Strassmann (1938) and by Nucci (1946). The theory is 
attractive, as the right side is that more likely to be in- 
solved following lesions, of the appendix. Ovarian preg- 
nancy occurred in 2 (1.87%) of the 107 cases. The usually 
quoted figure is 1 %. There were six cases of recurrent 
ectopic gestation — an incidence of 5.6%. Nucci’s figure is 
6.6%. 

At operation it is extremely difficult to say where the 
ovum originally embedded. This is particularly so if there 
is an old rupture with hacmatocele formation or if a tubal 
abortion is in progress. In this series fully 50% were defi- 
nitely ampullary, about 10% were fimbrial, and a further 
20% might have been either of these. Isthmic forms made 
up 10% of the total, and at least two of the most severe 
type were interstitial. 

Ciiusntion of Extrauterine Pregnancy 
We have considered the causation under six headings, 
really working on a basis of Novak’s (1947) classification, 
and we attempted to evaluate this as a criterion. 

1. Pchic Inflammation. — A history of anything possibly 
classifiable as genital infection was obtained in only seven 
cases, (n 18 cases there was a history of one or more previ- 
ous abortions, most of which took place some years before 
the ectopic pregnancy, and irino case was an abortion followed 
by prolonged subsequent up fit. No patient gave a history of 
puerperal sepsis, but it is re.iized that some degree of puerperal 
or post-abortive morbidity may have been overlooked or for- 
gotten. In several cases there was a normal delivery in the 
interval from the last abortion. 

F, The operative findings were carefully recorded and gave the 
.o owing information. In a total of eight cases there were 
V’ c , Peritubal adhesions, but a certain proportion of these 

t rp , m . ,hc F' rst b!o 0 d leakage and were associated with the 

tvlVw-'i, > P , ro ^' n ,'' .Hydrosalpinx was found in one case, and 
. occ 'usk> n following an old ileo-caccal ttibercu- 

ln anoI * Kr - A chronically inflamed appendix was 
V*. 1' n! ° n ~ °‘ 7 - nt ‘ on I° r right tubal pregnancy. 

_ suggest that pelvic inflammatory disease, 

, S onori hcea, but also post-abortive and puerperal 

•'‘‘l , ~h n overrated as a cause or predisposing 

i w.vr i . ectopic pregnancy. 

. ,! ,* arc . a bsolutely convinced of its impor- 

r. ‘ v . -9\ estimates pelvic infection as a cause 

f no' rn N , 0% ‘A ('947) supports this view, and Wood- 

, . , r „l , n ? ut - a . s high ns 6f.8%. These latter 

„ .. ce.mite iVitory, or shoeing evidence of 
% ' t , i. ation at operation. MacFarlane and Sparling 

i ■ a °f F' e ' ,ious abortion in 32.7 % of their 

' p P'- 1 ’ . ! - ,!b 11 of unquestionable importance in the 
: r'-'fsrcy. They had a total of 17.2% 


proved cases of pelvic infection. Marchetti et al. (1946) do 
not agree about the role of infection, and say that in most 
instances the aetiology is not clear. Dodds (1940) considered 
that in his series the possible predisposing causes were 
unconvincing. 

2. Previous Pelvic Operations . — It does seem that previous 
operations on the pelvis may have a bearing, and it would 
be reasonable to expect conditions complicated by infection 
or peritonitis to be most prolific of ectopic gestation. In this 
series six patients had had appendicectomy, the appendix being 
ruptured, with local peritonitis, in one case. Six patients had 
had ectopic pregnancies, two had had ovariotomies, and two 
had had pelvic operations for tuberculous glands. Thus 16 of 
the 107 cases had previously had an operation. Farell and 
Scheffey (1943) found that 26% of their cases had had previous 
abdominal operations. Dodds's (1940) figures for previous 
pelvic operations would work out at 20%. 

3. Congenital Abnounalities . — The importance of congenital 
abnormalities or defects must be very difficult to estimate, and 
would be smhll. 

4. External Factors Altering the Lumen of the Tube . — 

Alteration in calibre of the Fallopian tube and distortion due 
to external factors would seem to be a more likely cause. In 
this series we found the following: 

Cystic or enlarged ovaries noted (not corpus 

luteum) 16 cases 

Fimbrial or parovarian cysts 3 » 

Uterine fibroids in a position to obstruct the 

affected tube . . . . I case 

Tubal fibroid on uterine side of ectopic sac . . 1 „ 

Endometrioma of broad ligament .. .. 1 >, 

The enlarged or cystic ovaries were usually studded with a 
series of follicular cysts. These were seldom larger than i in. 
(1.9 cm.) in diameter, but occasionally needed surgical atten- 
tion. Many cases were not carefully examined, so that the 
incidence of these cysts is not fully recorded. Tile latter were 
the severe intraperitoneal rupture cases. Certain cases show 
this relationship very clearly. We have seen a tubal abortion 
in which the ectopic sac extended medially to a "kink in the 
Fallopian tube caused by the pressure of a simple ovarian cyst 
the size of a pullet’s egg. 

5. External Transmigration of the Ovum . — One case afforded 
evidence of this. The ovary had previously been removed on 
the affected side and the tube on the opposite side. 

6. Tubal Spasm . — This is held to be a very important factor, 
but we have not been able to collect any helpful information. 
In only two cases had a tubal insufflation been done — in both 
some time previously. A history of attempted abortion was 
given in three or four cases, but quite wbat the true incidence 
of this would be we do not know. From the very high rate 
of induced abortion in this particular district it would seem 
reasonable to regard it as a possible factor. 

Diagnosis in Relation to Symptomatology 
The proportion of cases in which particular symptoms 
appeared are as follows: 

Abdominal pain .. . . > 98% 

Vomiting associated with the pain .. .. 4t% 

Faintness „ . . . . 42% 

Anomalous uterine bleeding 76% 

Amcnorrhoea (including late or overdue period 

in a woman normally of regular cycle) .. .. 71% 

Shoulder pain (including pain in the upper arm 

and in the upper chest or pectoral region) .. 37% 

Bladder symptoms 26% 

Rectal symptoms 16% 

'It will be seen that pain is by far the most reliable and 
constant symptom. It may be of any type, depending on 
the pathology. Pain sufficient to cause vomiting is a com- 
mon description, and there is no doubt that it is a help 
in diagnosis. Nausea is not included in this estimate. The 
incidence of shoulder pain is higher than has previously 
been reported, and is a valuable diagnostic guide. The im- 
portance of bladder symptoms in diagnosis has never been 
fully recognized. These usually take the form of dysuria 
and frequency due to bladder irritation. In many of these 
cases urinary investigations were done and failed to reveal 
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any evidence of infection. Rectal irritation was evidenced 
as pain on defalcation, sacral pain, or diarrhoea. 

There is general agreement on the importance of 
abdominal pain, amenorrhoea, and anomalous bleeding as 
the important triad. MacFariane and Sparling (1946) found 
nausea and vomiting due to pain in 30% of their cases, 
while 35.4 % complained of faintness due to pain ; in 1 !.S% 
there were bladder symptoms. Marchetti el al. (1946) did 
not find nausea and vomiting with any regularity, although 
they noted faintness due to pain in 29.1% of cases and 
shoulder pain in S.5%. Dodds (1940) reports that seven 
of his 19 acute cases had shoulder pain. 

Diagnosis in Relation to Pathological Types 
Cases of ectopic pregnancy may come under one’s care 
at any stage of the pathological process, and the findings 
differ so much that some attempt at classification must be 
t made. We have taken as a basis that of Dougal (1937). 

' Briefly, the four types are : (a) where the ovum is still in the 
- tube and there is little or no haemorrhage into the abdo- 
men ; ( b ) tubal rupture or abortion with diffuse intra- 
peritoneal haemorrhage ; (c) tubal rupture or abortion with 
encysted haemorrhage ; and (d) advanced ectopic preg- 
nancy. We have taken (a), (/;), and (c) and termed them 
Types 3, 2, and 3, respectively. Our Type 1 group includes 
cases with a somewhat more generous blood leakage, while 
under Type 3 are included the subacute cases with haemato- 
cele formation, even if not actually encysted. 


Diagnosis in Relation to Physical Signs 
The physical findings are considered in relation to the 
pathological type of ectopic gestation. Taking them in 
order, the incidence was as follows: 

Type 1 (29 Cases) 

Tenderness in iliac fossa or suprspubically .. .. 89% 

Softening of the cervix 89% 

Tender swelling felt per vaginam 82% 

Uterine enlargement 62% 

Pain on moving the cervix 58% 

Breast activity 53% 

Pulsauon fell in foraices 2% 


Type 2 (4S Cases) 

Tender on abdominal examination 

Pain on vaginal examination (done in 39 cases only) 
Fullness felt on vaginal examination (ditto) .. 

Evidence of internal haemorrhage 

Distended abdomen 

Patient prostrate 

Abdominal resistance or guarding 

Free fluid in abdomen 

Tube palpable 


1OT% 

97% 

87% 

S5% 

77% 

56% 

50% 

41% 

Nil 


Type 3 (2S Cases) 

Mass felt on vaginal examination (with or without 

general anaesthesia) 

Tender on vaginal examination 

Abdomen tender on examination 

Softening of the cervix 

Pain on moving the cervix 

Uterus enlarged ., 

Uterus felt separate from the swelling 

Breast activity 

Patient pale in appearance 

Abdomen distended 

Patient apparently ill 

Abdominal guarding or resistance 

General feeling of tumour on abdominal examination 


100 % 

96% 

89% 

SS% 

S4% 

65% 

61% 

54% 

54% 

50% 

46% 

32% 

32% 


Thus it is seen that all types, and particularly Type 2, have 
abdominal tenderness. 


Pain on vaginal examination is the other common finding. 

; This is usually elicited in the posterior or lateral fornix. 
A tender swelling is the usual accompaniment in Type 1, 
a generalized fullness is all that can be made out in Type 2, 
while a vague mass in the cul-de-sac is the common finding 
in Type 3. 

Softening of the cervix is a very' important diagnostic 
point and occurs in nearly 90% of Type 1 and Type 3 
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cases ; it is of less diagnostic importance in Type 2, and is 
often overlooked in the obvious cases of that group. Pain 
on moving the cervix with the finger would appear to be 
a less reliable finding than tenderness in the fomices. 

The presence of breast activity was a great diagnostic 
help in the less acute cases. Where there had been frank 
rupture and diagnosis was obvious it was surprising how 
often the breasts were not examined or at least no record 
of their condition was made. 

Enlargement of the uterus was noted in 60-65% of 
Type 3 and Type 3 eases; it cannot be demonstrated in 
Type 2 cases. 

In Type 2 there is very often evidence of internal 
haemorrhage, the abdomen is rather distended, and free 
fluid may be demonstrated. There is some degree of 
resistance or guarding in about half of the cases. 

In Type 3 the patient often looks pale or ill. The average 
pulse rate was worked out for this group, and was 104 
per minute. The temperature averaged between 99 and 
100° F. (37.2 and 37.8° C.), with evening readings as high 
as 101° F. (3S.3° C.). There may be some distension of 
the abdomen, but a tumour is rarely felt, and rigidity is also 
rare. In fully half of the cases the uterus was felt separate 
from the pelvic mass on vaginal examination. 

The other signs, the blood investigations, pregnancy diag- 
nosis tests, and curettage are usually too slow' and unwieldy 
to be of value. We must admit, however, that the patholo- 
gist’s report led to our exploring one of the cases. 

Reference to the literature shows no great disagreement 
on these matters. Some authors stress the importance of 
one sign and some favour another. It must be remembered 
that diagnostic criteria are comparable only when a similar 
stage of the pathological process is encountered. There is 
a tendency both here and in America to discount the value 
of colpotomy, curettage, and haematological investigations 
in diagnosis. 

Treatment 

Blood Transfusion.— It has been our custom to give blood 
at once to the Type 2 cases admitted in a state of collapse. 
The theatre is meantime prepared and the patient is taken 
there with the blood-drip transfusion running. This is con- 
tinued during the operation, and afterwards for as long as 
is necessary'. We do not agree with those who say that 
blood should not be given before the operation is begun. 
Neither do we agree that operation should be postponed 
(in Type 2) till the general condition is greatly improved. 
The number of cases requiring blood transfusion was 41, 
and the average amount of blood given to each trans- 
fused patient was 1,0S0 ml. A reaction in the form of 
raised temperature and slight jaundice was observed in 
one case, but was quickly overcome. In nearly every case 
group O stored blood was given. 

Williams and Corbit (1 944), investigating 101 deaths from 
ectopic pregnancy', found that only 37 of the patients had 
received blood transfusion. Only four had more than one 
transfusion, although the time interval could have allowed 
of others. MacFariane and Sparling (1946) transfused 57% 
of their cases, while Marchetti et al. (1946) transfused 
42.16% of theirs. 

Operative Treatment. — It was Lawson Tail ( 1SSS ) who 
thoroughly established the treatment of ectopic pregnancy. 
The treatment is surgical and the earlier it is done the better. 
We think that if the patient is exsanguine and shocked it 
is reasonable to start blood replacement at once, with the 
other resuscitation measures. So far as the actual operation 
is concerned, it is advisable to do the least possible when 
the patient is in a serious condition. The affected tube is 
removed and haemostasis secured. In this series the follow- 
ing operations were done: 
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Salpingectomy . . . . . . , . ‘ . . . 77 

Salpingo-oophorcctomy (one bilateral) . . . . 24 

Oophorectomy 2 

Removal of sac of pregnancy only . . . . . . 1 

Partial salpingectomy . . . . 2 

Laparotomy only . . . , . . . . . . I 

Cysts necessitating ovariotomy or cystectomy . . 7 


ENDOGENOUS GAS GANGRENE 
COMPLICATING CARCINOMA OF COLON 

REPORT OF A CASE 


Thus it will be seen that salpingectomy is usually sufficient, 
and in common with others we advocate total salpingec- 
tomy. The risk of recurrence in the same tube is otherwise 
said to be high. It is mainly in Type 3 cases that salpingo- 
oophorectomy is necessary, and is due to involvement of 
the ovary in the haematocele to such an extent that it cannot 
be dissected clear. Ovariotomy is necessary in 'cases of 
ovarian pregnancy. The comparatively large number of 
cases with some cystic involvement of the ovaries will be 
noted, and was mentioned previously. 

The above, procedure is fairly standard. Mayo and 
Strassmann (1938) stress the importance of conservative 
measures. Dodds (1940) preserves the ctvaries wherever 
possible, while Dougai’s (1927) figures sliow that he was 
less conservative in treatment. There has apparently been 
a tendency in America to do operations for other abnor- 
malities discovered at the time of dealing with the ectopic 
pregnancy. Williams and Corbit’s (1944) investigations of 
mortality figures have led them to condemn the doing of 
multiple non-essential operations. 

There was one death in this series, giving a mortality 
rate of 0.93%. 

The number of days in hospital before operation was 
taken as a method of assessing the accuracy of diagnosis. 
All the days the patient spent in hospital before the 
operation are counted. The average time was 2.8 days. 
YInrchctti et <tl. (1946) record that 27% of their cases were 
operated on within 24 hours of admission, while 70.2% had 
operation within 48 hours. 

Summary 

A series of 107 consecutive ectopic pregnancies occurring 
oyer a ten-year period is reviewed. The findings are compared 
with those of recent reviews. • 


BY 

A. L. WYMAN, M.D., M.R.C.P. 

Late Assistant Medical Officer, Lambeth Hospital 

Clostridium welch'd is commonly present in the human 
intestine. Its pathogenic qualities are well known, yet it 
is rare for gas gangrene to complicate diseases or surgery 
of the alimentary canal unless introduced from outside, 
Rare though it is, this complication has long been recog- 
nized. Welch (1900) gave three examples of primary em- 
physematous gangrene of the abdominal wall which he 
believed started from the intestine. Greeley (191S) described 
two cases of “ idiopathic Bacillus acrogenes capsulatm 
infection.” In one of his patients the blood culture was 
positive three months before death. In the case described 
below, the organism was grown from the blood 17 days 
before death. 

Several writers have reported endogenous gas gangrent 
arising after operation, especially after appendicectorrn 
(Eckhoff, 1930 ; Gamble, 1935 ; Johnson, 1936 ; Smith anc 
Zimring, 1939 ; Breslin, 1940). Jennings (1931) found tha 
90% of cultures made from the contents of the lumen o 
appendices removed at operation grew Cl. welch'd. 

Gas gangrene may arise even when no operation ha 
taken place. Gordon (1936) treated conservatively ai 
appendix abscess which ruptured and formed a pelvh 
abscess. Gas gangrene of the right thigh developed, aw 
at necropsy it was seen that the peritoneum and fascii 
• overlying the iliacus muscle had been eroded and that th 
gas gangrene had spread down this muscle' to the lowe 
limb. 

It may also arise after typhoid ulceration and tuberculou 
ulceration of the small intestine (Khapper, 1929 ; Galiam 


In respect of aetiology we find little support for the time- 
honoured view that previous pelvic inflammation is all- 
important We believe that previous operations on the pelvis 
are a predisposing factor, and we are strongly of the view that 
extratubal factors causing alterations in calibre of the lumen 
arc an important cause. 

Diagnosis is considered in relation to symptomatology, patho- 
logical types, and physical findings. Our figures show that 
carefully taken histories reveal a very much higher incidence 
of helpful diagnostic symptoms than has previously been 
reported. For example, we find a high percentage of those 
patients complaining of vomiting and faintness due to pain, of 
moulder pain, and of irritative bladder symptoms. 

I he treatment of these cases has been orthodox in every way. 
'e attach particular importance to the free use of blood pre- 
operatuelj. without debasing the operation once the diagnosis 
I- ’.s been made 
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and Balaguer, 1946). Dawson and Hardy (1948) reportei 
emphysematous , cellulitis of the left thigh resulting fron 
diverticulitis. 

Case Report 

The patient, a man aged 65, had all his teeth extracted ii 
September, 1947. A few days afterwards he felt some pain ii 
the lower abdomen on the left side. He had to strain fi 
defaecate, and when he was, successful the pain disappeared 
Later he felt as though his bowels were not completely emptiei 
after defaecation, and the pain was not completely reliever! 
The motions were soft, without blood or slime. His appetit 
was poor and he had lost weight. There was no nausea c 
vomiting, and urination was normal. He was admitted t 
hospital on Nov. 14, having been febrile for four days. H 
had had an operation for bilateral inguinal hernia in 1915. 

On examination he was flushed and looked ill. The temper; 
lure was 102° F. (38.9° C.), pulse 80, and respiration 20. Th 
gums were healthy, the throat clean, and the tongue furrei 
Some peteebiae were seen off the floor of the mouth. Th 
abdomen was tumid and there was a tender indurated area wit 
slight erythema above the left Poupart's ligament. The hemit 
tomy scars were healthy. Neither spleen nor liver was fe! 
Intestinal movements were audible. Recta! examinatio 
revealed nothing abnormal. There was a slight degree < 
kyphoscoliosis of the spine but no local tenderness. Th 
patient kept his hips flexed, and there was some pain in If 
left hip on external rotation, A blood culture was taken befoi 
any treatment was given. 

The next day the reddening of the skin was more apparel 
in a line 6-8 in. (15-20 cm.) long, about I in. (2.5 cm.) abov 
and parallel to the left inguinal ligament. He was very tendi 
near the left anterior-superior iliac spine. Penicillin and sulph: 
mezathinc were given. 
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In the course of the next few days the inflammation spread 
nvn the thigh, chiefly on its anterior and medial aspects, as far 
the knee. The skin was red and brawny, with a small necrotic 
■itch in the mid-thigh. A fine crepitation in the region of the 
iterior-superior spine was palpable. On Nov. 19 Air. W. K. 
argett incised the thigh. “With a large aspirating needle, foul- 
lelling greyish-brown pus was obtained fairly superficially in 
e thigh (inner side). An incision in the same area opened a 
iperficial ‘space ’ containing gas and more pus. This was lined 
with greyish necrotic material. A drain was inserted. A second 
ncision lower down was made. More gas and pus were found, 
'he whole process was more like a generalized infiltration than 
true abscess.” Anti-gas-gangrene serum was given. 

After the operation the patient’s general condition improved 
^--little, but locally there was an extension of the inflammation 
below the knee, with effusion in that joint and oedema of the 
e. A black bulla was present in the thigh. Soon a necrotic 
tea joined the two incisions. Subcutaneous crepitus could be 
elt in the upper and outer part of the thigh (Fig. 1). 



Fig. 1. — Wound in left thigh and extent of inflammation one week 
after operation 


On Nov. 27 a fresh spontaneous sinus appeared near the knee 
posteriorly. The following day a morbilliform rash attributed 
to the sulphamezathine appeared on the right thigh and then 
spread generally. By Dec. 1 he looked worse ; he became 
drowsy and dyspnoeic, and died the next day. 

Investigations. — Nov. 15:- — blood culture: growth of Cl 
welchii ; blood count: Hb, 90%; red cells, 5,140,000, white 
cells, 17,000 (polymorphs 81%). Nov. 17: — radiography: chest 
normal ; spine and pelvis, no destructive bone changes seen , 
jaws edentulous. Nov. 19: — swab from wound: direct film — 
many Gram-positive and Gram-negative bacilli and cocci ; 
aerobic culture gave a growth of non-haemolytic streptococci, 
coliform bacilli, and Gram-positive sporing bacilli. Anaerobic 
culture: no anaerobes isolated. Nov. 25: — radiography of left 
thigh: considerable gas present in the soft tissues, consistent 
with gas gangrene (Fig. 2). 
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Post-mortem Examination . — A fungating carcinoma of the 
descending colon, 2 by 3 cm., was found just below the anterior- 
superior spine of the ilium. The carcinoma extended three- 
quarters of the way round the bowel and constricted the lumen 
but did not occlude it. There was a small stercoral ulcer I cm. 
proximal to the growth. The carcinoma was adherent to the 
psoas sheath and there was a track from the bowel into the 
psoas sheath, the contents of which were gangrenous. The 
superficial tissues over Poupart’s ligament were also necrotic. 
Sections showed an anaplastic spheroidal-cell carcinoma of the 
colon with a marked trabecular formation. It had eroded 
through all layers of the gut wall. The muscle showed 
fragmentation with much oedema and hyaline degeneration. 
There were numerous clumps of Cl. welchii in the spleen. 
All swabs taken grew Cl. welchii. 

Summary 

An account is given of a patient with carcinoma of the colon 
presenting as a gas gangrene of the left thigh. The infection 
had spread from the intestine to the psoas muscle by means 
of a track connecting the carcinoma to the psoas sheath. 

Similar examples of gas gangrene resulting from diseases of 
the bowel are quoted from the literature. 

I am greatly indebted to Mr. AV K Targett for the surgical treat- 
ment of the patient, and to Dr J Hewlett and Dr G Vincent for the 
pathological investigations 
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ENTERITIS NECROTICANS DUE 
TO CLOSTRIDIUM WELCHII TYPE F 

BY 

J. ZEISSLER, MJ>. 

AND 

L. RASSFELD-STERNBERG 

(From the Bacteriological Institute, General Hospital. Hamburg- 
A Itona) 

In Hamburg on Oct. 8, 1946, Beckermann and Laas gave 
an account of a number of cases of a severe illness, often 
fatal, due to a necrotic inflammation of several areas of the 
intestine, especially in the jejunum. The onset was acute, 
with very severe pain and slight rigidity, mostly in the left 
lower abdomen, without obvious guarding. Vomiting and 
profuse diarrhoea resulted in general dehydration ; within 
a few days extreme circulatory collapse occurred, with 
general cyanosis. Increased blood urea, low blood chloride, 
indicanaemia, and indicanuria were often demonstrable 
The temperature was slightly raised (up to 3S' C.), the 
blood picture showed a moderate leucocytosis with a marked 
shift to the left, and the blood sedimentation rate was 
increased. Surgical and post-mortem examination showed 
a diffuse sloughing enteritis of the jejunum, ileum, and 
colon, beginning in the terminal part of the duodenum or 
the first loop of the jejunum. The most severe lesions were 
tube-like areas of necrosed mucosa a foot or more in 


Fig. 2. — Radiograph of thigh showing gas in soft tissues 
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length. The folds of the mucosa were rigid and thick: 
large necroses in the upper part of the jejunum were asso- 
ciated with great swelling of the whole inner wall of the 
intestine. Microscopically the necroses were simple, often 
extending through the submucosa to tire muscle layer, 
and retained much of the original architecture of the 
intestine. No significant organisms were recovered from 
blood, stools, or urine, and no rational therapy could be 
suggested. 

Jeckeln (1947, 194S), in Liibeck, described a similar appar- 
ently new disease, called “ darmbrand,” and suggested that it 
might be due to a toxin. At the same meeting Ruppcrt 
stated that the prognosis was uncertain and the mortality 
probably 40%. Siegmund (194S) states that the surface 
of the necrosed mucosa contains many bacteria, especially 
Gram-positive bacilli. 

Heine (1947) refers to very acute cases, one patient dying 
within twelve hours of the appearance of symptoms. In 
these he found only redness and swelling of the mucosa, 
but no necrosis, and is somewhat doubtful that they are 
cases of enteritis necroticans. As, however, his cases 
showed oedema of the intestinal wall without leucocytic 
infiltration it is possible that they were due to bacterial 
toxins and might be regarded as hyperacute cases of the 
disease. 


Schiitz (194S) claimed that the organism responsible for 
darmbrand was an obligate anaerobe “ very closely related 
to R. welchii type A, if not identical with it.” Guinea-pigs 
injected subcutaneously or intramuscularly with cultures 
of his organisms in Tarozzi broth developed typical gas 
gangrene. Injection of liquid cultures into the duodenum 
of guinea-pigs led, especially if alkali was injected at the 
same time, to oedema of the duodenal wall, necrosis of the 
mucosa, and even perforations of the lower ileum and 
caecum. Schiitz made no attempt to determine the Ups 
of CL welchii to which his organism belonged. This typing 
is, however, extremely important, as Cl. welchii type A is 
normally present in the ileum and colon, and may ascend 
into the upper part of the intestine if other pathological 
changes occur there. Moreover, the toxins produced by 
the different types of Cl. welchii require entirely different 
antitoxins to neutralize them, so that any rational therapy 
must to this extent depend on exact identification. 


Lezius (1948), apparently impressed by Schlitz's findings, 
treated his cases with a sulphonamid" (“marbadal,” a 
derivative of “marfanil”) effective against Cl. welchii 
type A and also with a polyvalent gas-gangrene scrum 
containing Cl. welchii a-antitoxin but no /3-antitoxin. 

Between September, 1946, and January, 1948, we received 
material from cases of enteritis necroticans from our col- 
U p S (Aschenbrenner, Baniecki, Kuster, Laas, Loeweneck 
na Kabl) for bacteriological examination : three loops ol 
ntestme removed by operation, specimens of intestine frorr 
cascs > and st0Dl from a livin e paticn 
and hv v 1C d,agnosis was we >l established clinically 

organism 'rW examinati ? ru From all these materials ar 
organism closely resembling Cl. welchii was isolated 


Morphology 

ofCTwScMtS? a tH r iCker andusual ‘y longer than thosi 
forming dos ridh. erowmg into !on S filaments am 

and cf Ih^rt 5 mS ° f SpiDdleS Uke CL b «tyricm 

r ' 8 ! sa ? 'CL oedcmatiens tvpe B) (Figs 1-3) Ti 

l ro n u i S, 5W '?" e ? f0r T S art io be fou£ 

mam > in rough colonies, whereas the smooth colonies con 

than thos'e Tc1 y °; S , m °° th SiDgIe rods ’ so ^ewhat thicke 
, n those 01 CL welchii type A. The rouch colonies ma 
closely resemble those of Cl. oedcmatiens } this, howevei 


causes no difficulty in identification, because Cl. oedcmatiens 
is pcritrichous, whereas the organism isolated from cascs 
of enteritis necroticans has no flagella. These morpho- 
logical differences are, however, not consistent enough for 
use as discriminants, but the abundant development of rough 
colonies in surface culture and their marked difference 



Pig. 1. — Cl weh hu i;rc P. elongn’ed forms ( y ! , 500 ) 



Pig. 2. — Cl. welchii t\pe F, clostridial forms (x 1.500) 



Fig. 3. — Cl. welchii t>pe F, chains of spindles (x 1.500). 


from the normal smooth colony of Cl. welchii type A at 
useful indications of the presence of the new organist 
(Figs. 4-7). 

A decisive difference between the organism isolated froi 
cases of enteritis necroticans and Cl. welchii type A is th 
high thermal resistance of its spores. Though in natui 
CL welchii type A forms rather resistant spores (survivin 
100° C. up to 90 minutes), spores produced in the usut 
liver broth or brain pulp seldom resist boiling for roor 
than ten minutes. In comparison all strains of the nei 
organism grown on similar media produced spores resistin 
boiling for from one to four hours. This high resistanc 
of spores produced in culture is not only an importar 
criterion for the identification of the new bacillus but leac 
readily to its detection and isolation. 

For the opportunity of comparing the new bacilli 
with- the other types of Cl. welchii we are indebted i 
Lieutenant-Colonel F. Buckland, Lieutenant-Colonel R. ) 
Townshend, Dr. G. M. Findlay, and Dr. S. T. Cowan (List 
Institute) and to Dr. C. L. Oakley (Wellcome Physiologic 
Research Laboratories), who arranged for a supply of straii 
of all the types- Examinations showed that none of tl 
types so far described — B, C, D, E (Bosworth, 194 
produced spores capable of withstanding boiling for mo 
than fifteen minutes. 

It is therefore possible to differentiate the new bacilli 
isolated from cases of enteritis necroticans morphological 
and culturally from all types of CL welchii so far describe 
and we therefore propose for it the name CL welchii type 1 
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•VU cultures used la this investigation were separated from 
other organisms by repeated boiling of spormg cul- 
tures and were derned from single cells obtained b\ 
micro-manipulation 

Toxicology and Pathogcnicitj 
Toxicology —As no suitable sera were available in Ger- 
many for the discrimination of the tvpes of Cl u elchu eiabt 
'Tams of the new organism were sent to Dr. C L Oakley 


the lamb-dysentery bacillus, which like Cl v-ekkn type F 
produces /?- toxin. It seems probable, therefore, that the 
damage to the intestine in enteritis necroticans is due to 
the /3-toxm of Cl v. elchu type F 
Sensitivity — In utro tests showed that Cl v. elchu type F 
is inhibited by 10 units but not by 1 unit of penicillin per 
ml , that it fails to grow in “ badional ” (sulphamlyithiourea) 
I in 356 ; that it is remarkably sensitive to “marfam!’ 
fsulpbamylon, US), “marbadal " (a derivative of marfaml). 




Fjg 5 — Cl u glehit type F, mature 
smooth colony (x2 5) 



who reported that they produced traces of Cl nelchu 
i-to\m, considerable quantities of /?-toxin, and some y- 
o\m No S-, £-, 6, k-, or A-to\jn was produced Oakley’s 
in dings that the maw toxin is /? shows that treatment with 
SI w elclui type A serum would be of no value, as this 
,erum contains no /?- antitoxin, and that for any hope of 
.uccess in treatment serum containing Cl k elchu /?-anhtoxm 
vould be essential 

Pathogenicity — Intramuscular injection of cultures of 
Cl vi elchu type F into guinea-pigs leads to the production 
3f a glassy gelatinous or blood-stained oedema similar to 
.hat produced by injection of Cl. welchn type B Death 
occurs rapidly — something in our experience never seen 
-n other anaerobic infections Intravenous injection of 
culture usually led to death in a few minutes Though 
teedmg Cl welchn type F cultures to guinea pigs did not 
cause enteritis, injection of 5 ml of a one-da j -old culture 
of Cl » etclw type F into the lumen of the guinea-pig's 
intestine led to the development of an enteritis histologically 



and bactenologically very similar to that observed in 
'enteritis necroticans in the first davs of illness (Professor 
TLaas) and very similar to the enteritis and localized ulcera- 
tion long known to occur in lambs and foals infected with 


and “ supronal ” (a mixture of sulphamerazme and nxar- 
badal), which all inhibit its growth at 1 in 10,000 and 
that sulphadiazine does not affect its growth at all 
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THE TOXINS OF CL. WELCHH TYPE F 

BY 

G L. OAKLEY, M.D., B.Sc. 

Eight cultures of a type of Cl n elchu isolated by Professor 
Zeissler from cases of enteritis necroticans have so far 
been examined The> were subculnired into meat broth 
within 24 hours of arrival, and after appropriate subculture 
were tested for toxin production by growing them for times 
vatying from 5 to 16 hours tn 5-litre quantities of meat 
broth plus concentrated papain digest of horse meat with 
a small amount of meat particles ,0 5% sterile glucose was 
added immediately before inoculation The cultures were 
passed through stenle paper pulps to clarify them and 
finally sterilized by filtration through Seitz filters In some 
instances filtrates were precipitated by saturation with 
ammonium sulphate and the cake so produced dried 

Examination for Toxins (cf. OaUev, 1943) 

Lecithoi itcllin Tests (Macfarlane, Oakley, and Anderson, 
1941) — Filtrates from all strains except Z6 and ZS pro- 
duced opalescence on incubation for one hour at 37 C 
with egg-volk emulsion ; this opalescence could be inhibited 
by adding to the filtrate Cl is elchu a-antitoxin free from 
other known antitoxins, but was never marked enough to 
serve as indicator in a full serological investigation 
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Haemolytic Tests . — Filtrates from all strains except Z6 
and Z8 produced slight haemolysis of sheep red cells. This 
haemolysis was inhibited by Cl. welchii a-antitoxin and, 
like the opalescence produced in egg-yolk emulsions, is 
probably due to Cl. welchii a-toxin. 

■Necrotizing Tests . — All filtrates except those from Z6 and 
Z8 produced a necrotic reaction on intracutaneous injection 
into guinea-pigs. This reaction is readily inhibited by sera 
containing CL welchii /3-antitoxin, and scrum values can be 
determined against a standard, using the production of a 
small area of necrosis (approximately 2 by 2 mm.) as 
standard indicating effect. Table I shows that sera 


Table I . — Serum Values against Cl. welchii Type F Filtrates in 
Necrotizing Tests to Show Presence of p-loxin 


Serum 

Serum Value Against Filtrate from Strain 

0-antitoxin 

Value 

Z2 (NX 597) 

Z4 (NX 601) 

Z5 (NX 602) 

RR.2364 . . 

1,000 

r.ooo 

1,000 

(.non 

RR.2452 . . 

1,150 

1,200 

t,l«0 

1.100 

RR.5636 . . 

3R0 

450 

425 

400 

RR 6160 .. 

400 

450 

400 

400 

RR.4547 . . 

1,100 

1,150 

1.100 

1.200 

RR 4M2 

1,150 

1,150 

1.200 

1.000 

RR.487I 

2,000 

2,200 

1.900 

2.100 

RR.5993 

2,200 

2,300 

2.400 

2.700 

RR.4779 . . 

2,000 

2,200 

1,900 

2,500 

EX.731 

95 

no 

no 

100 

R.3503 

650 

675 

700 

700 

R.8819 A. 

700 

750 

800 

S00 

RR.35I8 .. 

1.700 

1,900 

1. 850 

1.900 

R.3547 

1.850 

1,850 

1,500 

1.500 

R.7365 

1,350 

1,650 

1,300 

1,300 


neutralize the necrotizing activity of these filtrates in pro- 
portion to this /3-antitoxin content : the necrotic lesion is 
therefore probably due to /3-toxin. 

Lethal Tests . — All filtrates (except those from Z6 and 
Z8) produced rapid death in mice on intravenous injection. 
The lethal property is completely neutralized by sera con- 
taining Cl. welchii /3-antitoxin, but serum-value tests show 
that both /3- and y-toxins are present in the filtrates. Thus 
the majority of sera examined give the same value in lethal 
tests as in necrotizing tests (Table II), and confirm the 
presence of /3-toxin ; a few, however, though giving the 
/3 value in necrotizing tests, give a much lower value in 
lethal tests, suggesting the presence of y-toxin in the filtrates. 
No evidence could be obtained in either lethal or necrotizing 
tests of the presence of e-toxin. 


Table III.—' To\ins Pioduced by Various Types oj Cl. welchii 
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Type 




Toxins 
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I 
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j-4.4- 

-L 
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— 

— 
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— 

4- 

— 

Struck 

„ D . . 

X. 

_ 

— 1 
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— 

4- 

— 

4- 

7 

Enterotoxaemi 

„ E . . 


— 1 

— 

— 


— 

4- 1 

+ 

4- 

4. 

? Pathogenic 

F . . 

+ 

+ + 

.L 


l^ + 





~l 

Enteritis 

necroticans 


present organism docs not agree exactly with any type s< 
far described. By the classical methods of Wilsdon (1931 
1932-3) it would be diagnosed as type C, but its failur 
to produce k or S, or to produce much a, or to fermen 
glycerol to any marked extent is good evidence against thi 
view. It most closely resembles strains of Cl. welchii type 1 
that have lost their power to produce r-toxin : but in viey 
of the high consistency in the strains derived from enteriti 
necroticans and Zcisslcr’s observation (confirmed in thes 
laboratories) that culture spores of these organisms ar 
much more resistant to heat than those of Cl. welch 
type B, 1 consider it reasonable to regard it as a new type- 
Cl. welchii type F. 

Antitoxins in Convalescent Sera . — Of six sera examine 
from persons convalescent from clinical ententis necrotican; 
three contained about 0.2 unit of Cl. welchii /3-antitoxi 
per ml. ; the others contained less than this amount. N 
Cl. welchii a- or c-antitoxin could be demonstrated. 

1 should like to express my thanks to Miss H. E. Ross and l 
Mr. H. Proom for subculturing these materials and for supplying it 
with muclt useful information ; and to thank Miss Ross for providin 
all the culture filtrates. 
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RECOVERY OF CL. WELCHII TYrE F FROM 
PRESERYED CULTURES 

BY 


Table II . — Seium Values against Cl. welchii Type F Filtrates in 
Lethal Tests to Show Presence oj ft- and y-toxins 


Serum 

Serum Value Against Filtrate from Strain 

0-antitoxin 

Value 

Z2 (NX 597) 

Z4 (NX.60I) 

Z5 (NX. 602) 

RR.2364 . , 

RR.2452 . , 

RR.5636 
RR.6160 .. 

RR 4547 
RR.4642 
RR.4831 

RR 5993 
RR.4779 ' . 

EX 731 

R 3503 

R.8SI9 

RR 3518 

R 3547 

R.7365 

1,000 

1,100 

330 

360 

1,000 

950 

2,300 

2,500 

2,500 

85 

660 

850 

1,900 

380 

850 

1,000 

1,100 

360 

400 

1,100 

1,000 

2,100 

2,800 

2,200 

90 

750 

850 

2,300 

550 

650 

1,000 

1,100 

360 

380 

1,150 

950 

2,300 

2,800 

2,300 

95 

670 

800 

2,200 

475 

675 

1,000 

1,100 

400 

400 

1,200 

1,000 

2,100 

2,700 

2.500 

100 

700 

SOO 

1.900 

1.500 

1,350 


Tests Using Fresh Guinea-pig Muscle, Collagen-pa. 
wf™ K " or ^-toxin (Oakley, Warrack, . 

arren unpublished) could be detected in any filtrate 
use of these indicators. 

Table m shows the toxins so far known to be produ 
by the various types of Cl. welchii. It is clear that 


C. DIECKMANN, M.D. 

(From the Bacteriological Institute, General Hospital, Hamburg 
A Itona) 

Sixty-three strains identified as Cl. welchii, preserved i 
Professor Zeissler’s collection of anaerobes, were inoculate 
into liver broth ; from the growth five test-tubes containin 
brain pulp were inoculated.' After two days' incubatio 
in Zeissler’s anaerobic jar at 37° C. and three days’ at root 
temperature the test-tubes were boiled in Koch’s stean 
pot at 100° C. for 5, 60, 120, 180, and 240 minutes an 
cooled immediately in cold water. From the material s 
treated 0.5 ml. was transferred to test-tubes containing live 
broth and incubated in the anaerobic jar for two da) 
at 37° C. 

• Of the 63 strains tested only two survived boiling fc 
s as long as 5 minutes — one survived 120 and the other IS 
minutes. Both had the characters of CL welchii type I 
Both were recovered from war wounds of German soldiei 
on the Russian front in 1943; one (Ru 62) was the on] 
pathogenic organism recovered ; the other. (Ru 72) wa 
associated with CL sordellii. Cl. oedematiens maligni gracili 
CL tetani, and Cl. pulrificits verrucosus. 
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IRIGIN OF CL. WELCHII TYPE F INFECTION 

'by 

E. HAIN, M.D. 

c 'Om the Bacteriological Institute, General Hospital, Hamburg 
A hona) 

The following case throws some light on the origin f 
'! w elchu type F infection in man 

Case Report 

A man aged 71, never ill previously but with a rather poor 
ligestion for the last few years, ate with some friends a meal 
onsisting of tinned rabbit, tinned fat giblets, and green cabbage 

I few hours later he fell ill with abdominal discomfort and 
requent vomiting , later he developed abdominal pain, and 
hiring the night passed about twenty watery stools Increasing 

haustion and low blood pressure developed, and he was 
, .rutted to hospital next morning 

‘ His notes state that he was a well-developed rather fat man, 
(pathetic, weak-looking, pale, with some cyanosis of his extremi- 
ties , Jbis pulse was scarcely perrqnttMe Jtus Wood pressure very 
.aw His abdomen was slightly distended , he felt no pain, but 
ras tender in the right epigastrium His temperature was 39“ C 
Ls blood picture showed a polymorphonuclear Ieucocytosis 
nth a marked shift to the left , the blood sedimentation rate 
ras increased. ' Electrocardiography revealed evidence of recent 
ardiac infarction 

» Passage of frequent blood-stained watery’ stools led to further 
ehydration and impairment of the circulation , restoratorv 
leasures and treatment with “ resulfon ’ had no effect , surgical 
reatment was considered hopeless The patient died about 
tO hours after the onset of the symptoms 
" At necropsy the clinical diagnosis of enteritis necroticans was 
onflrmed , there was a necrotic inflammation of the jejunum, 
lost marked in its upper part and decreasing in seventy along 
3 length. Several smaller ulcers were present in the ileum and 
return 

Two persons who shared the meal with the patient fell ill 
non after it with slight sickness, and one passed a single 
rctery stool Both recovered in twenty-four hours without 
ailing in a doctor 

Bacteriological Examination — Full bactenological examina- 
10 ns were made of the remnants of food left from the meal 
if stools from the patient and from those who had shared the 
real with him, and of the contents of a loop of the patient’s 
atestme obtained post mortem The green cabbage and stool 
rom one of the fnends yielded no significant pathogen , from 
J1 the other samples Cl u elchu type F was readily isolated 
iv the following technique 

V (1) Stool — Samples of stool the size of a pea were placed 
'in test-tubes containing sterile broth and boiled at 100° C. m 
m a steam-pot for 60 minutes This acted as a first screen for 

II selecting organisms with resistant spores About one-fifth 
! 2 of the boiled material was inoculated with liver broth and 
jlboth tubes were incubated in the anaerobic jar for 16 hours 
, 03 at 37“ C If no growth occurred in the liver broth it was 
jj remoculated from the broth tube 

(2) Other Materials — These were inoculated into 100-500 
yml of brain pulp and incubated for three to five days From 
• this material 0 5 ml was inoculated into fresh brain pulp and 
i .the five tubes so inoculated were boiled for 60, 90, 120, 180 
and 240 minutes 
ii' 

Then by repeated subculture from liquid to solid media, and 
. im solid to liquid, with frequent boiling of sponng cultures, 
’ cultures were obtained and tested for action on gelatin, 
'jhars, and alcohols, and for pathogemcitv to guinea-pigs 

' Comment 

■ o' 

. .-The food used in the meal had been prepared from 
-4me-bred rabbits butchered about three weeks before and 
ined immediately The fins were closed and boiled for 


ttv 0 hours in a water bath When the tins were opened 
a hd the meat prepared for food three weeks later it appeared 
wholesome in appearance and odour Notwithstanding this, 
three persons who ate it sickened ; one of these died, and 
Rom the stools of two of them and from the meat Cl 
n elchu type F was recovered It is clear that the usual 
method of sterilizing meat by boiling for two hours will 
not suffice if it is contaminated with this organism 

I have to thank Dr Aschenbrenner for the clinical notes and Dr 
BUniecki for the post-mortem record 


On THE OCCURRENCE OF CL. WELCHII TYPE F 
IN NORMAL STOOLS 

BY 

E. HAIN, RLD. 

Ih an investigation on the occurrence of Cl n elchu type F 
to the normal intestine, 10 S stool’s cfenvecf from persons 
not suffering from enteritis necroticans were examined for 
the presence of this organism The results are shown in 
Tables IV and V. 

As the patients were a reasonable cross-section of the 
inhabitants of Hamburg, I feel that the figures show that 
shout one-sixth of the normal persons in Hamburg during 
the winter of 1947-8 earned Cl welchtt type F in their 
stools The strains recovered are, however, much less 
pathogenic for animals than those isolated from cases of 
dbteritis necroticans Most of the guinea-pigs who received 


Tvble IV — Proportion of Cases in which Cl welchu Type F » as 
hero] ered from Stools Arranged According to Age and Sex of the 
Patients 




Men 



Women 


Age 

0-14 

I 5-50 j 

>50 

Total 

0-14 

15-50 

>!0 

Total 

No of samples 

W ^ fichu type F 

13 

27 | 

10 

<0 

14 

34 

10 

58 

Present 

2 

3 | 

2 

7 

2 

9 1 

I 

12 

Absent 

11 

24 1 

i 

8 

43 

12 

25 

9 

46 


Table V — Results Arranged According to the Origin of Stooh 
Yielding Cl welchu Type F on Culture 




Origin of Material 



Cl v.elchii 
Type F 

Cases 

of 

Typhoid 

and 

Paratyphoid 

Fever 

Cases of 
Diarrhoea 
and 

Dyspepsia 
Suspected 
of Typhoid 
Paratyphoid 
or Dysentery 

I 

Cases 

of 

Surgical 

and 

Skin 

Diseases 

i 

1 

Cases 

of 

Internal 

Disease 

Personrel 

of 

Camp 

Kitchen 

Total 

P^sime 

2 

2 

3 

9 

3 

19 

Negative 

11 

n 

18 

47 

2 

£9 

Total 1 

1 

13 

13 

2i i 

i 

*>6 

5 | 

103 


injections into the thigh of pure cultures of the organisms 
from normal stools would have recovered without treat- 
ment had they’ not been killed on the second or fourth dav 
after injection 

The pathological changes produced in the inj’ected animals 
(idassv gelatinous oedema of the subcutaneous tissues) were 
qualitatively similar to those produced by the more virulent 
strains but far less severe 

Further research will be necessary before it is possible 
tb show’ whether earners are of any importance in the 
epidemiology of enteritis necroticans 
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Cl. welchii Infection of the Eye 

Panophthalmitis caused by Clostridium welchii is a rare condi- 
tion, and the following case is presented for addition to the 
literature. Walker (1938) reviewed twelve cases, and in 1946 
Capus reported on one. 

Case History 

An apprentice plumber aged 15 sustained an injury to his right 
eye at 2.30 p.m. on Sept. 27, 1948, while using a steel chisel on a 
brick wall. A fragment of the metal broke otf and became lodged 
in his eye. He was taken to the local hospital, where removal of 
the foreign body was attempted without success. Penicillin, 200,000 
units, was given approximately two and a half hours after the 
injury was received. He was transferred to the Aberdeen Royal 
Infirmary, arriving there about 2.30 a.m. on the 28th. On admission 
he was examined and given 300,000 units of penicillin, this being 
repeated three-hourly. 

Examination revealed the following: the pupil of the right eye 
was very small; the iris pattern was indistinct and the anterior 
chamber shallow; an incision of the cornea had been made running 
from 6 to 9 o’clock, and there was a wedge-shaped foreign body lying 
about 8 to 9 o’clock, with some bleeding beside it; no red refiex 
was seen. At 9 a.m. he was re-examined. The cornea was found to 
be bright and there was no obvious sign of infection. The foreign 
body appeared to be lying about 10 mm. behind the cornea. Twelve 
hours later the eye was septic and proptosed, so that enucleation 
became necessary. This was carried out by Dr. J. Mutch. During 
the operation gas and blood-stained pus escaped freely. Afterwards 
the socket was dusted with penicillin. When the eyeball was 
examined it was found to be distended with gas and pus. There 
was retinal detachment. 

Post-operative recovery was rapid and the patient was discharged 
on Oct. 11 with a clean, well-healed socket. 

Bacteriological Investigation . — The contents of the eyeball showed 
pus cells, diphtheroids, and Gram-positive rods. A loopful of pus 
was inoculated into Robertson's meat broth and litmus milk. A 
typical “ stormy fermentation ” reaction was obtained from the 
latter. A subculture plated on horse-blood agar and incubated 
anaerobically for 48 hours gave a heavy pure growth of Cl. welchii. 
The colonics wero haemolytic. The Nagler reaction was positive. 
A broth culture filtrate made from the plated colonies was lethal 
to mice, 0.2 ml. of an 18-hour culture causing them to die within 
three to four hours. 

Commentary 

Apart from the rarity of this type of case, it is interesting 
that panophthalmitis should ensue in spite of the early admini- 
stration of penicillin in large amounts. It has been shown 
experimentally (von Sallmann, 1944) in rabbits that before a 
panophthalmitis can be produced Cl. welchii has to be intro- 
duced into either the lens or the vitreous, and as penicillin fails 
to diffuse into the latter in any appreciable quantity this would 
probably account for its failure to arrest infection in this case. 


I am much indebted to Drs. Lt(v and Mutch for permission to use 
their case notes. ! 


Jean Stxjart, M.B., Ch.B., 

Department of Bacteriology. 
University of Aberdeen 
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Dislocation of Hip-joint at “Rugger” 

lbe b *P >s uncommon even in rough games, an 
, s 0I v y as a re sult bf great violence. It is seen in your 
r_5 e w ° se femur is (strong and resilient enough to escap 
v ure r ° tbe ne ck. ^Nevertheless, in the course of twen' 

_ ‘ °,u a busy unde, Waduatc practice between the wat 

among the many cm'* * 

no case had been tn'J‘ 


now reported. 




and university players at Cambridg 
intered at rugby football until the on 


n _2ase History 

capiain “of rbn I 948, 1 called to a college ground where tl 
while two /v* lc' as 'yme-m a S°ny. in drenching rail 

joints flexed S !hl d ?•' >«’ ht ,ower limb with the hi P and kn 
The "dirhtre' J! nd tbe SLdducted, as requested by the paticr 
at once A prov;^bd cries of pain. Morphine was givi 

of the hirvioinr^and* ? linali t>n\ndicated a diagnosis of dislocatit 
mp-jomt, and, n ot without difficulty and anguish, the-patic 


was placed in the waiting ambulance, his friends maintaining their 
attendance during the journey to the local nursing-home. 

Reduction . — He was anaesthetized immediately with thiopentone, 
and the diagnosis of dorsal dislocation was confirmed. NVc were 
prepared for a long pull in a very muscular cx-Servicc man, but 
trial was first made of simple manipulation. The hip and knee were 
flexed, followed by simple movements of rotation while in this 
position. The head of the femur suddenly slipped easily back witfv 
a click into the acetabulum, and- full movements were at once 
restored. 

In view of the rarity of this accident at rugger, it is of interest to 
sec how it happened. 

Patient's Story . — The patient, a hefty centre three-quarter, stated 
that the ground was very wet, making swerving and even running 
at speed very difficult. “ I had the ball and was running at medium 
pace, when a wing-forward tackled me from behind. I resisted 
the tackle, which stopped my forward momentum. As I continued 
to resist, the pressure was downwards and backwards, with my 
knees bent, and the strain taken in my hips. Gradually my legs bent 
wider and I fell sitting ns they shot out in front. I think the joint 
svns ‘ out ’ then — I certainly felt a great deal of pain — but as I W 
down n second opponent kicked and swung the right leg across to if , J 
left. My leg remained sticking up in the air, held up by my o jP 
hand and subsequently by others. Any movement was agonizing^ 

From the above account it would seem that, with the feet everted 
to try' to retain a grip on the slippery ground, the limbs were steadih 
forced into flexion while in a position of wide adduction, until th 
head of the femur became dislocated on to the dorsum ilii. Tit 
subsequent kick, swinging from without inwards, would merely sens 
to aggravate the displacement and to accentuate the pain. 

Massage anti infra-red tnys were given daily at first. On th 
sixth day the patient got up on crutches and was bearing some weigh, 
but he had pain on “ swivelling.’* He returned to his rooms & 
college that day. On the seventh day he went up and down a flici 
of stairs to the w.c. On the tenth day he walked t{ miles (2.4 kit' 
and next day lie rode a bicycle. After two months he played go' 
tennis, and squash. Recovery was uneventful. 

R. Salisbury Woods, M.D., F.R.C.S. 


Diphtheritic Vaginitis 

The following report of a case of leucorrhoca due to an infr 
tion by the Klcbs-I.octTlcr bacillus is worth recording b cents 
of its rarity. 

Case History 

A married woman aged 33 was referred to the gynaecological o; 
patients department because of increasing leucorrhoca. This 1) 
been present in a minor degree for about n year, but during the p 
month had become profuse and offensive. Stovarsol pessar.i 
prescribed by her doctor, had had little if any effect. She had !i 
one pregnancy three years previously, which was terminated nl 
a long labour by an incision of the cervix and a forceps delive 
Menstruation was regular. Her general health was excellent and i 
had had no serious illnesses in the past. No history of contact w 
n diphtheritic case could be obtained. 

Examination of the vagina revealed a profuse watery dirty-colour 
discharge, which had the odour encountered in the breath of patier 
suffering from faucial diphtheria. After cleansing the vagina by ic 
swabbing, the cervix was seen to be covered by large supcrfiA 
discrete ulcers, the surface consisting of a greyish exudate which v.» 
adherent nnd could be removed only in small portions by very L' 
swabbing, leaving n raw bleeding area. The whole vagina V 
reddened and inflamed, nnd the upper two-thirds contained numcrc 
pin-head ulcers. Examination did not cause undue discomfc 
Specimens of the discharge sent for laboratory investigation reveal" 

_ the presence of a pathogenic strain of the diphtheria bacillus. 

Tho patient was transferred to the isolation hospital, where she v 
given a single intramuscular dose of 40,000 units of antidiphtheri 
serum, and penicillin 100,000 units twice daily for three ds! 
This treatment caused an almost immediate improvement of t- 
vaginitis, discharge being absent after one week. Three furtf 
specimens from the vagina, at weekly intervals, gave negative rest) 
for the diphtheria bacillus. Examination of the vagina and cen 
ono month after she was first seen showed n normal mucc 
membrane with no sign of the previous ulceration. 

Comment , A 

Diphtheritic infection of the vagina is rare, but if it c -ev 
presents a clinical picture which is so typical that it can ■ 
no difficulties in diagnosis, provided the possibility of - 
infection is borne in mind. 

I wish to thank Mr. H. A, Hamilton, gynaecologist, Glouv. 
shire Royal Infirmary, for permission to describe this case. 

' J. G. Thurston, M.B.. M.R.C.O.* 

' Gynaecological Restorer. 

North Gloucestershire Hospital Group. 
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PROBLEMS OF FERTILITY 

Problems of Fertility in General Practice. By Margaret Hadley 
Jackson, M.B., B.S., D.R.C.O.G., Joan Malleson. M.B., B.S., 

Jc . M.R.C.O.G., Kenneth Walker, M B„ 

F 1 " ■ by Sir Eardley Holland, M.D., 

F ■ J.G. (Pp. 255; illustrated. 17s. 6d.) 

L . Medical Books. 194S. 

n the British Medical Journal of Feb. 14, 1948 (p. 294), under 
he heading “ What the Medical Practitioner Wants to Know,” 
Jr. R. T. Bevan analysed the 2,018 subjects which appeared 
a the “Any Questions ? ” column during the years 1 943-6. He 
Irew attention to the fact that in addition to those which were 
dassified as gynaecological a large proportion of the questions 
re re concerned with sex problems, implying that this aspect 
if medicine is not only inadequately taught in our medical 
•chools but one on which it is not easy to obtain informa- 
ion from the books ordinarily found in a doctor's library. 
The remedy is now at hand in this volume published under 
the auspices of the Family Planning Association, and it is safe 
to say that most of the questions would never have been sent 
had this book been available to the inquirers. 

Its individuality’ and its attractiveness depend in large measure 
on its wide, although essentially practical, view of human ferti- 
lity. Thus it includes discussion of normal and subnormal 
fertility’, abortion, contraception, and a small section on 
eugenics. The references to some of the most difficult clinical 
problems such as impotence, frigidity, premarital examination, 
artificial insemination, and eugenic sterilization are particularly 
helpful. There are, too, some useful hints on the terms which 
may be used when discussing these intimate matters with 
patients. The authors describe in admirable detail those 
procedures which can be regarded as coming within the pro- 
vince of the general practitioner, and say enough of the others 
to enable the family doctor to interpret, and to assess the value 
of, the results of investigations carried out by a consultant. 
Moreover, it would appear that great care has been taken to 
keep the account reasonable and free from those extravagant 
and unscientific claims which so often mar writings on these 
subjects. So much is this true that it is surprising that the 
description of the traditional treatment of threatened and 
habitual abortion with progesterone is not qualified in the way 
which recent work' would appear to demand. It might also be 
remarked that it is questionable whether oestrogens merit a 
place in the treatment of trichomonas vaginitis in women whose 
ovarian function is normal ; this is particularly true in cases of 
infertility, because the dose recommended is one which, accord- 
ing to another chapter, is sufficient to suppress ovulation. By 
and large, however, the authors are to be congratulated on a 
. most interesting as well as informative work, which will 
uridoubtedly have a wide appeal. 

T. N. A. Jeffcoate. 


HERNIA 

Hernia. Anatomy, Etiology, Symptoms, Diagnosis, Differential 

Diamoris, Prognosis and Treatment. By Leigh F. Watson, M.D.. 

F.I.C.S. Third edition, enlarged and thoroughly revised. 

(Pp. 732; 323 illustrations by Helen Lorraine, Willard C. 

Shepard, Ralph Sweet. £3 7s. 6d.) London : Henry Kirapton. 

1948. 

A comprehensive monograph such as Leigh Watson’s, which 
is now in its third edition, is useful because there is so much 
divergence of opinion about the most suitable operation for 
each variety of hernia and because the methods used by 
^'surgeons of experience for the radical cure of hernia differ so 
considerably. This was brought out at a meeting of Service 
‘ and E.M.s! consultants during the recent war. While for 
inguinal hernia one advocated the Bassini operation even in 
a young child, others preferred in young subjects to remove 
s the sac and disturb the inguinal canal as little as possible, and 
in cases in which there was an agreed indication to reinforce 
® the canal the methods practised were many and diverse. Such 


experience should be enough to convince anyone of the diffi- 
culty of standardizing surgical practice and the need from time 
to time to review it in detaii. 

This edition is much better than the two which preceded it, 
and we are pleased to note that certain suggestions made in our 
review of the second edition have been adopted, notably the 
addition of an index of authors and a reduction of the space 
devoted to_ describing injecu'on treatment The account of this 
treatment is in better perspective in this edition ; it has but a 
small place — some surgeons might deny it even this— in surgery 
to-day. We might hazard an opinion that in future editions even 
less space will be given to discussing sclerosing therapy than 
the 70-odd pages still allotted to it Lateral anastomosis (p. 81) 
is not often a good procedure, and end-io-end junction should in 
our opinion be performed by suturing and be given pride of 
place over all forms of anastomosis. Is Moynihan's absorbable 
bobbin still popular, as stated on page 79 ? ]t is certainly not 
in Britain ; and the Murphy button illustrated a little further 
on is surely only of interest as evidence of the ingenuity of its 
inventor and because of its place in the history of intestinal 
anastomosis. 

The author describes well the rarer varieties of hernia such 
as the obturator, lumbar, and perineal types, and the illustra- 
tions, which are all good, are plentiful throughout, as are the 
historical references. We should like to have seen Parry of 
Glasgow's name mentioned in association with Lotheissen of 
Vienna in connexion with the repair of femoral hernia by the 
inguinal canal route. The author might also have referred "more 
to Halsted’s important papers, which give a clear description 
of his operation for inguinal hernia by transplantation of the 
cord ; after complete extirpation of the sac the canal is closed 
in by a double-breasted overlap of the external oblique behind 
the transplanted and now superficial cord. This operation has 
all the advantages of the fascial suturing procedures and is 
applicable to both the oblique and direct varieties of inguinal 
hernia. The many methods described may confuse the young 
surgeon, but they will probably be fascinating reading to the 
more experienced practitioner, serving to remind him how- 
from time to time what are apparently innovations are in reality 
a reiniroduction of methods which have previously been 
described, adopted for a time, and abandoned. Such may be 
said for most of the flap types of reinforcement in which pieces 
of rectus sheath or fascia lata are turned out of their normal 
position to reinforce the canal. Dr. Watson begins the first 
chapter with a quotation from Galen, " No great and perfect 
work is ever accomplished as a single effort, or receives its final 
polish from one instrument ” — a salutary observation which 
may well be applicable to the various editions of this book, of 
which the present one is by a wide margin the best yet. 

Lambert Rogers. 


OPERATIVE GYNAECOLOGY 

Operative Gynecology. By Ham- Sturgeon Crossen, MJJ.. and 
Robert Jemes Crossen, M.D. Sixth edition, entirely reset and 
revised. (Pp 999; 1 ,334 illustrations, including 30 in colour. 

£3 15s.) London: Henry Kimpton. 194S. 

The last edition of this book was published in 1938, and the 
new edition will be very' welcome, for textbooks of gynaeco- 
logical surgery are relatively few. The criticisms of the pre- 
vious editions were directed in the main towards the length 
of the book and what some regarded as unnecessary details 
about relatively unimportant operations. The illustrations 
were always admired and the subject matter was clearly- 
expressed and fairly easy to follow. 

In the new edition much of what was regarded as redundant 
has been removed. The book is now of a convenient size, and 
taken as a whole it can be regarded as the leading textbook 
of gynaecological surgery in the English tongue. It is easy 
to find minor faults in a book of 900 pages. The arrangement 
of the subject matter is not altogether satisfactory, for much 
of the last 150 pages could have been introduced at the 
beginning, and perhaps the authors might have paid less atten- 
tion to conditions which are not strictly gynaecological. On 
the other hand, their account of the methods of dealing with 
injury to the ureter is admirable and in excellent detail. They 
are clearly worried by the high frequency of malignant disease 
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of the female genital tract and pay much attention to the 
practical means of preventing it. Furthermore, they discuss 
the methods of treating carcinoma of the uterus almost at the 
beginning of the book. A point of some interest is that they 
do not seem to have such great enthusiasm for using drugs 
of the sulphonamide group as is customary in Britain. 

The book will be generally welcomed, for it gives a full 
account of gynaecological surgery, and the manner in which 
the subject is presented is vigorous and stimulating. 

Wilfred Shaw. 


MEDICINE FOR NURSES 

Inti odaclion to Mcdica! Science. By Gutli Lindh Muller. M.D., 
and Dorothy E. Dawes, R.N., M.A. Second edition. (Pp. 580; 
illustrated. 2 Os.) Philadelphia and London: W. B. Saunders 
Company. 1948. 

The authors of this book, a pathologist and a nurse, provide 
in comparatively small space a comprehensive outline of patho- 
logy, clinical pathology, and public health for nurses. A 
historical introduction leads on to a systematic account of 
modern medical science. Sections on the causes of disease 
and the bodily changes they induce are followed by an account 
of how diseases may be diagnosed and treated. The last sec- 
tion is on their prevention. The authors omit little. For 
example, in sixteen pages on the pathology of tumours they 
describe some thirty different types of neoplasm, with six 
illustrations. In five pages on tenal-function tests they find 
room to describe the principles and techniques of the concen- 
tration and dilution, the dye-excretion, and the various clear- 
ance tests, including those with inulin and diodrast. They 
mention the more important wartime advances in medicine, 
including even the uses of plasma fractions and parenteral 
amino-acid therapy. 

So much detailed and up-to-dafe information compressed 
into so short a space makes the book rather dull read- 
ing, and the young student nurse for whom it is intended 
would find it difficult to sec the wood for the trees. The book 
is “ to serve as an overview of medical science prior to her ser- 
vices on the wards," but the order of the exposition, though 
logical, would probably make the book unintelligible to anyone 
without clinical experience. The first chapter is no easier 
than the last, and to guide the student through the many new 
concepts and unfamiliar terms there is only a glossary to heir 
her. Even this may fail her, as in, for example : “ A' py. 
Condition of being sensitive to an atopen or a subsf’uce to 
which an allergic person is sensitive ” ; or “ Gon; dotropic 
hormone, Hormone of the sex glands.” The style,' which is 
careless and inelegant, increases the difficulty of understanding 
the text. 

Only a physiological approach can make modern medicine 
intelligible to the novice, and there is need for an introductory 
book in which disease states and their natural histories are 
interpreted in terms of disordered structure and function. The 
authors of this work do not attempt this. Its use in Britain will 
be chiefly as a book of reference for ward sisters and others 
responsible for teaching nurses. In America it presumably 
caters for a syllabus that our nursing curriculum fortunately 
does not include. 

L. P. R. Fourman. 


ISct n” ‘f ppro J’ c h lo Social Medicine (Bailliere, Tindall and Cox; 

, 0 ln P ■ Kershaw discusses the development of a particular 
c . low ards medicine and society. While every good practi- 
n'\nm„ ,S . aCllv ' - , c ,? nccrnc d with the development of medicine in 
mnlirino'r 0 social too few have accepjed the challenge that 
dec in , C h„ arn0nE otl,er agencies) must activelyVinfluence social activi- 
strnrtnm " ' mercsLS human well-being 1 . DrAKershaw reviews the 
dkrn«ec s0 ? ie . ty in order to evaluate its\disorders and then 
activities rr re ,, atl ° n of the major ^ranches ot\medicine to social 
hv men’ c- v Pe cons 'ders some of the hea!t\probIems created 
chanter hi, n C i >a medicinc is a philosophy of healf'^nd jnjWp.t 
mcnts of a hPropriately with the human and social instru- 

to medical men P ract *cal work is recommended both 

citizens- it is tr. , < K- t0 t ’'° se w h° claim to be intelligent responsible 
and nec'essirilv ? ut *j enc ? that the author appeals. Succinct 

more inauirine the SmaUC ’ 11 wl " ' nterest many readers, and for the 
more tnqutnng there ts an excellent bibliography. 


BOOKS RECEIVED 

\Rcvicw is not precluded by notice here oj linuks recently received] 

Lcs Tintrctirns dc Bichat i<jjX : Chirnrgic - Specinlitis. 

Edited by Dr. Pctit-Dutaillis. (Pp. 374. 800 francs.) Paris: 

L’Expansion Sciciuifiquc. 194S. 

Short articles on a wide variety ol surgical topics, including 
ophthalmology and gynaecology. 

Les Entreticns dr Bichat tgjS : Mrdccine. Edited by G. 
Laroche and L Justin-Bcsangon. (Tp. 390. 800 francs.) Paris: 

L'Expnnsion Scicntifique. 1943. 

Short articles on many aspects of clinical medicine 

Sex nalhor mo nt hern fiir. By E. Tschcmc. (Pp. 231. 75 Sch.) 
Vienna: Wilhelm Maudrich. 1948. 

A monograph on the physiology and therapeutic uses of sex 
hormones. 

Diseases oj the Nose and Throat. By the late Sir St.Clai 
Thomson and V. E. Negus, M S., F.R.C.S. 5th cd. (Pp. 100- 
70s.) London : Cassell. 194S. 

This edition includes new material on inflammatory complicatior 
and their treatment by chemotherapy and antibiotics. 

Les Diastases. By P, Flcury and J. Courtois. (Pp. 216. 150 francs 
Paris: Armand Colin. 1948. 

An introduction for students and non-specialists. 

Marriage Counselling. By D. R. Mace, M .A ., B.Sc., Ph.E 
(Pp. 167. 8s.) London: J. and A. Churchill. I94S. 

An account of the work done by marriage guidance councils 

Bean. By R. Didicr. (Pp. 242 800 francs.) Paris: Maloiw 

1948. 

A biographical study of the French surgeon. 

Techniques in Physiotherapy. Edited by F L. Grecnhil! 
S.R.N., M.C.S.P., T.H.T., and others. (Pp. 222. 12s. 6d.) London 
Hoddcr and Stoughton. 1948. 

Intended for the practising physiotherapist. 

La' Denutrition dc Guerre. By E. F. Simonart. (Pp. 262. N 
price.) Paris: Maloinc. 1948. 

A study of the effects of starvation in Belgium during the war 

A Textbook oj Biochemistry. By R. J. Williams, Ph.D., D.Sc 
2nd cd. (Pp. 533. 25s.) London: Macmillan. 194S, 

Intended specially for medical students. 

Measurements oj the Public Health. By F. A. E. Crew, M.D. 
D.Sc., Ph.D., F.R.C.P.Ed., F.R.S. (Pp. 243. ISs.) London: 
Oliver and Boyd. 1948. 

Essays on such topics as population, illegitimacy, the sex ratio, 
marriage, nnd the biology of death. 

Annual Review of Microbiology. Edited by C. E. Clifton, and 
others. Vol. 2. (Pp. 532. 36s.) London : H. K. Lewis. 1948. 
Includes reviews of the nature of antibodies, the metabolism ol 
malaria parasites, and the pathogenic streptococci. 

Der praktische Ar~t nnd'' die TnberkuIo.se. By H. Olrici 
(Pp. 165. M.7.50.) Berlin: Springer. 1948. 

A guide to tuberculosis for the general practitioner. 

The Medical Clinics of North 'America. (Pp. 2S8. 14° 
price.) London : W, B, Saunders. 194S. 

A symposium on recent advances in gynaecology and obstetrics. 

The Trent and I Go Wandering By. By R. G. Hogarth, C.B.E, 
D.L., J.P., F.R.C.S., Hon. LL.D.Ed. (Pp. 144. 12s. 6dJ 

Nottingham: Cooke and Vowles. 1948. 

Stories of over 50 years of the author's life in Nottingham. 
Hogarth is a Past President of the British Medical Association. / 

Contributions to Psycho-Analysis, 1921 - 194 J. ’ By M. Kirin 
(Pp. 416. 21s.) London : Hogarth. 1948. j 

Papers on psycho-analysis reprinted, with one exception, frohj 
journals. 
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N.H.S. ACT IN AUSTRALIA 

The medical profession in Australia, under the guidance 
of the Federal Council of the B.MA., is taking a firm 
stand against the scheme for a National Health Service out- 
lined in the Enabling Act passed by the Federal Parliament 
at the end of last year. The Act, a full account of the 
debate on it in the Australian Parliament, and a leading 
article giving details of the negotiations between the B-M.A. 
in Australia and the Government are published in the 
Medical Journal of Australia for Feb. 5 A summary 
of the main points in the dispute appears in this week’s 
Supplement. The attitude of the Government to our Aus- 
tralian colleagues is expressed in forcible terms in a letter 
from Senator N. E. McKenna, Minister for Health and 
Social Service, to Sir Henry Newland, President of the 
Federal Council of the B.M-A. in Australasia, thus . 

“It [the Government] has regretfully come to the conclusion 
that, despite the splendid services rendered by the great number 
of practitioners, your Association is grievously lacking in a sense 
of social responsibility. 

“Having exhausted every endeavour to secure the co- 
operation of your Association, the Government does not 
intend that its proposals should be further delayed or frus- 
trated by your Council or Association. 

“ I have to convey to you the decision of the Government 
that, within the limits of constitutional power, it will proceed 
to put its plans into operation.” 

Commenting on this, the leading article in the Medical 
Journal of Australia observes that *' the Government of the 
Commonwealth of Australia is determined to force on 
the people a piece of legislation which is foredoomed to 
failure.” 

Proposals for a complete medical service for Australia 
were considered by the Federal Council in 1940, and after 
-hese had been looked into by the Branches the proposals, 
nodified in some respects, were adopted in 1941. The 
S.M.A. scheme advocated the provision for every indivi- 
lual of the services of a general practitioner of his own 
:hoice, and of consultant and specialist and laboratory 
;ervices and of institutional treatment all to be available 
lormally through the agency' of the family doctor. It 
dso recommended the co-ordination of the several parts of 
t complete medical service by the application of a planned 
rational health policy, and the direction of the medical 
;ervice to the achievement of positive health and the pre- 
vention of disease no less than to the relief of sickness. 

Towards the end of 1941 the National Health and 
Medical Research Council put forward its views in a 
document entitled " Outline of a Possible Scheme for a 
Salaried Medical Service." The Federal Council, taking 
notice of this, laid down its policy in more detail in 1943, 
and in May, 1944, adopted the fee-for-service principle “ as 
one acceptable substitute for any unacceptable scheme pro- 
posed by the Go'ernment.” In June, 1944, the Federal 
Minister for Health and Social Service declared the 
Government’s intention to introduce a service which would 


be free of cost to the citizen except through “ such general 
contribution as may be made through general revenue 
channels.” At the same time the Treasurer, who is now 
Prime Minister, observed that the Government would have 
at its disposal after the war “ a considerable number of 
medical graduates . . . pledged to give their services to 
the Commonwealth Government for a period of years." 
The B.MA. in Australia interpreted the Government’s 
intention as being one to introduce a salaried medical 
service and declared its opposition to this. In May, 1946. 
the Minister for Health informed the Federal Council that 
the Government’s policy was to make available to every 
person in Australia medical attention without any direct 
charge for the service, and to include in the scheme “ the 
full range of medical attention, including all modern 
diagnosis and specialist services.” In 1947 the Federal 
Council drew up principles which in its view should govern 
a national medical service, and included in these seven of 
the principles drawn up by the Council of the B.M.A. in 
Britain. The Federal Council advocated the payment on 
a fee-for-service basis of practitioners and of consultants 
and specialists in a national medical service, and suggested 
that “ the role of a government in hospital administration 
should be one of co-ordination only, leaving the control to 
independent boards of qualified persons.” In July, 1947. 
the Minister for Health stated in a conference between him 
and the Federal Council that the Government’s aim was to 
abolish private medical practice. 

The Federal Council was prepared to negotiate with the 
Government provided it did not reject the following prin- 
ciples: (1) control to be vested in a corporate body ; (2) no 
contract between the Government and individual practising 
doctors ; (3) payment on a fee-for-service basis. The 
Federal Council proposed that, under the direction of the 
Minister and at a level with the Director-General of Health, 
there should be a controlling body predominantly medical 
and representative of the practising profession, the medical 
representatives to be the direct nominees of the profession. 
The Council did not admit the right of the Government to 
fix a fee of which it paid only a part, and demanded that 
a scale of benefits should be laid down. It held also that 
no regulations should be brought out under the Act unless 
first approved by the controlling body. Medical practi- 
tioners, in the view of the Federal Council, would be 
unwilling to undertake the necessary clerical work or incur 
the liabilities of acting as the agent for the patient obtain- 
ing medical benefits. The Government proposed that the 
patient should pay half the doctor’s fee and the other half 
should be obtained by the doctor on application to the 
Government: the Federal Council objected that this would 
oblige the practitioner to make available to a departmental 
officer his clinical records and thus destroy the confidential 
relationship between doctor and patient. It opposes the 
Act (I) because control will be under the Director-General 
of Health and not under a corporate body ; (2) because of 
the wide powers of the Minister in making regulations : 
(3) because of its objection to experimental health centres 
under the control of the Government ; (4) because of the 
Government’s proposals for remunerating doctors. The 
essential basis of the opposition of the Australian medical 
profession is its belief that the Government’s ultimate aim 
is the abolition of private practice. 

The Medical Journal of Australia points out that the 
Pharmaceutical Benefits Act was brought to naught by the 
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refusal of the profession to co-operate with the Govern- 
ment, and implies that the same fate awaits the National 
Health Service Act if the Australian Government rejects 
the principles which our Australian colleagues are pre- 
pared to take as the basis for a complete medical service 
for the people of Australia. The stage is set for an acute 
conflict, which will be watched with interest and sympathy 
by the medical profession in this country. 


ENTERITIS NECROTICANS 
The Clostridia, sporogenous anaerobes found in variety 
and great profusion in soil and dirt generally as well as in 
the lower intestinal tract of man and animals, are among 
the most versatile of bacteria. They play a leading part 
in many forms of natural decomposition, particularly that 
of animal carcasses. Among their purely beneficent acti- 
vities two species, Cl. pectinovorum and Cl. acetobutylicum, 
are responsible for valuable fermentative processes, the 
retting of flax and other vegetable fibres and the produc- 
tion of acetone and butyl alcohol from maize or molasses. 
On the other hand they are responsible for three distinct 
and very different diseases in man — tetanus, gas gangrene, 
and botulism — and for many animal diseases. Some of 
the latter — blackleg, black disease, and pulpy kidney — 
resemble human gas gangrene in their nature though not 
in their apparent origin, since the traumatic factor is absent. 
In others — lamb dysentery, struck, and braxy — the primary 
lesion is in the alimentary tract, a condition which has 
hitherto had no recognized counterpart in human 
.pathology. 

We publish in this issue a series of papers showing that 
an acute and often fatal intestinal infection, due to a 
Clostridium and having close affinities with these animal 
diseases, can occur in man. In the first paper Professor. 
J. Zeissler and Miss L. Rassfeld-Sternberg, of Hamburg, 
give an account of its occurrence in various places in 
Germany during the past three years. The essential lesion 
is an extensive necrosis of the mucosa of the small intestine, 
particularly in its upper part, but sometimes extending into 
the colon, and though nothing characteristic is discoverable 
in the faeces examination of the lesions themselves shows 
the presence of numerous Gram-positive bacilli. These 
have been cultivated by various observers, and the contri- 
bution of Zeissler and Rassfeld-Sternberg to this study is 
an examination of the characters of some of the strains 
isolated by themselves from eight cases of the disease, 
which has now been named enteritis necroticans. The 
organism had previously been identified as Cl. welch'd and 
believed or assumed to be of type A, which is the type 
causing gas gangrene in man. They found several points 
of difference: the individual rod is somewhat larger, the 
colonies are rough instead of glistening, and the heat resis- 
tance of the spores is considerably greater. Cl. welchii is 
among the least heat-resistant of sporogenous bacteria : 
spores formed in culture do not resist boiling for more 
than a few minutes. Those of the new organism withstood 
boiling for from one to four hours, a fact which provided 
not only a criterion of identity but a satisfactory method of 
i solation. Cultures not only brought on fatal infection in 

1 Ann. Inst. Pasteur, 194$, 7S, 195. 


animals when injected parcntcrally, but when introduced 
into the guinea-pig’s intestine caused the intestinal lesions 
seen in man. 

The story is here taken over by Dr. C. L. Oakley, whose 
study of the toxins of Cl. wctchii, begun in connexion witl 
work on gas gangrene during the war, has since been pur 
sued with fruitful results. It appears that only six of th 
eight strains behaved consistently, but the characters o 
these arc unmistakable. They form comparatively littl 
of the a-toxin, the main toxin of type A, causing humai 
gas gangrene ; their main product is /?-toxin, and this i 
quantitatively neutralized by Cl. wclchii /3-antitoxin. Thi 
is the principal toxin formed by the type B organisn 
responsible for lamb dysentery, and human enteritis nccro 
ticans must therefore be regarded as having very closi 
affinities with this disease. On the other hand the organism 
are not identical, and Oakley regards both the failure o 
the new strains to produce subsidiary type B toxins, rccentb 
identified by himself, and their remarkable heat rcsistanci 
as entitling them to recognition as a separate type, now tc 
be designated F. 

Three further papers throw some light on this organisn 
from other points of view. Dr. C. Dicckmann ha: 
examined 63 preserved cultures of Ct. welchii and fount 
only two of type F : these were derived from the wound: 
of soldiers serving on the Russian front. Dr. E. Hain ha: 
found that type F is recoverable from a small proportior 
of miscellaneous samples of human faeces. This ncec 
occasion no surprise, especially since these strains were 
of low pathogenicity. Wide variations in the capacity tc 
produce toxin account in part for the contrast between the 
extensive distribution of such organisms as this and the 
comparative rarity of the dangerous infections caused by 
them. (An example of the exceptional case is reported by 
Dr. A. L. Wyman in this issue : gas gangrene of the thigh 
was found to be due to an endogenous Cl. wclchii infcctior 
spreading from a carcinoma of colon.) In another paper 
Dr. Hain describes a case of enteritis necroticans in which 
the source of infection was clearly identified as home-tinned 
rabbit : boiling for two hours had failed, as might be 
expected, to destroy the type F organism which happened 
to be present in this meat. Is this method of preserving 
food the explanation of the occurrence of this disease 
exclusively — so far as \vc know — in Germany ? None of 
the authors discusses this matter from a general point of 
view. It is possible that enteritis necroticans does occur 
outside Germany and has hitherto passed unrecognized as 
a specific disease, as well it might in view of the fact that 
the causal organism is only by refined methods distinguish- 
able from a normal inhabitant of the intestine. It is to be 
hoped that this interesting series of papers, which can 
fairly claim to establish the identity of a new human 
disease, will enable others to recognize its existence 
elsewhere. 

It is of some interest in this connexion that Mollaret, 
Prdvot, and Gudniot 1 have recently described a case which 
they claim to have identified as a human ‘ equivalent of 
black disease in sheep — i.e., rapidly fatal hepatic necrosis 
caused by Cl. oedematiens. Except in the fulminating 
character of the disease the parallel between the two con- 
ditions does not seem particularly close, and the origin of 
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the infection is obscure.' The organism was recovered in 
cultures made from the liver with the fullest aseptic pre- 
cautions post mortem, but it is not mentioned as having 
been demonstrated histologically. Despite some dubious 
features this case suggests that the possibility of such an 
infection in man may be worth while bearing in mind. 


PROPHYLACTIC ARTIFICIAL LIGHTING 
There is disagreement about the value of ultra-violet irradi- 
ation during the winter months as a protection against 
infections such as the common cold. Dr. Dora Colebrook, 
working for the Industrial Health Research Board, was 
unable to demonstrate any better health among a large 
number of workpeople who were irradiated than among 
controls who imagined they were being irradiated but in 
fact were not. 1 A new approach to the subject has been 
made by Ronge' in Sweden, who studied the effect on 
school-children of ultra-violet irradiation emitted from 
lamps which acted as the source of artificial lighting in 
the classrooms. A quartz mercury-vapour burner was 
enclosed In an outer bulb of special glass which absorbed 
the shorter but transmitted the longer ultra-violet wave- 
lengths. These burners were mounted with reflectors 
painted with ultra-violet reflecting paint, and this paint 
was also used on the classroom walls. Supplementary 
incandescent lamps were used to tone the colour of the 
radiation. In Swedish schools during some of the winter 
months artificial lighting has to be used throughout the 
day, and practically no natural ultra-violet radiation reaches 
the earth during the winter. The dose of ultra-violet radi- 
ation in the classrooms was arranged so that some children 
received a daily “ erythema-threshold ” dose on their hands 
and faces, while others actually received a mild erythema 
dose : these latter became slightly pigmented on the exposed 
parts. There were no ophthalmic disturbances or other 
ill effects. 

During tfiis research detailed records were kept of 
all relevant physical and physiological observations. In 
Swedish children there is a seasonal variation in the 
plasma-calcium level, with highest values in the autumn 
and lowest in the late winter. This seasonal variation did 
not occur in the children whose classrooms were lit with 
the ultra-violet lamps. The haemoglobin concentration, 
which does not van' with the seasons, was unaffected by 
irradiation. A- large dose of vitamin D was given to each 
one of a small group of children, but this did not increase 
the winter plasma-calcium level. Ronge devised a method 
of testing the physical fitness of the children by ascertain- 
ing the effect on the cardiovascular system of moderate 
muscular work on a bicycle ergometer. His results with 
this method appeared to show that the irradiated children 
were fitter than the non-irradiated controls. He attributed 
the difference to the effect of the irradiation in maintaining 
the amount of calcium in the plasma at summer level, but 
It is surprising to find that the non-irradiated children who 
received the large dose of vitamin D were also fitter than 
the controls. 

Ronge also investigated the effect of the radiation on 
air-borne bacteria. He found that the bacterial count in 
irradiated classrooms was about half that in non-irradiated 
classrooms, and he believed that this accounted for the 
fact that the children in the former were less frequently 
absent from school than children in the latter. As the 
intensity of irradiation decreased when the emitters grew 
old. the children's absences became more frequent No 


claim is made for any “protective’' effect other than that 
ascribed to the bactericidal action of the ultra-violet 
radiation. 

This experiment differs from others in that the irradia- 
tion was more or less continuous while the children were 
at school, and its main purpose was to determine what 
effect if any this irradiation bad on the physical fitness of 
the children. A possible flaw in the experiment lies in 
the difficulty of controlling the mental attitude of children 
undergoing performance tests. Schoolboys would quickly 
realize that some were being taught in classrooms lit by the 
new ray while others were not, and it seems likely that 
the irradiated boys would perhaps regard themselves as 
“supermen,” while the non-irradiated might not have 
the same confidence in their ability to put up a good 
performance. 


PROTECTING THE SKIN FROM IRRITANTS 

The prevention of industrial dermatitis depends to a large 
extent upon cleanliness. When the cause of dermatitis is 
due to an allergic sensitiveness to some external contact 
the most scrupulous cleanliness and elaborate protective 
measures may fail, but where the occurrence of dermatitis 
depends upon the length of the period during which the 
irritant is in contact with the skin such measures are 
of major importance. The first requirement is a clean 
machine and a clean factory, to ensure that as little of the 
potential irritant comes into contact with the worker as 
possible : this is a problem for the engineer and cot the 
medical man. Then follows the need to protect the worker 
by suitable garments and by the avoidance of prolonged 
contact with garments which may become impregnated 
with the irritant Some help way be obtained from the 
use of appropriate barrier creams on exposed parts of the 
skin, but this procedure must be carefully and continuously 
supervised by a doctor or experienced nurse, and even so 
it has its limitations. The most important prophylactic 
measure is simple but efficient washing with soap and water 
immediately after work. The more knowledgeable work- 
man has long known that washing is more effective when 
soap is massaged into moist hands to produce a thick soap 
emulsion than when it is diluted with large quantities of 
water, and in a recent paper on the subject of skin cleansers 
and protective creams Cruickshank 1 confirmed this and has 
suggested that even better results are obtained by using 
equal parts of milled, dried S03p powder and fine wood 
flour. This no doubt has adsorptive properties and perhaps 
some abrasive action, and it prevents caking of the soap 
pow-der. The mixture would not be suitable for putting 
up in tablet form because of a tendency to abrade 
the skin. 

In assessing the value of cleansers and barrier creams 
as a protection against the irritation caused by mineral 
oils Cruickshank carried out tests on three grades of oil 
— machine oil, cutting oil, and soluble oil — which vary in 
the ease with which they are removed from the skin. The 
efficacy of cleansing procedures was judged by observing 
the amount of fluorescence under ultra-violet light from 
oils remaining in the follicles. He did not find that barrier 
creams gave satisfactory protection, though creams with a 
soapy base were effective for limited periods ; they also 
have the virtue of diluting the irritant and of making easier 
its removal by washing. Thorough cleansing of the skin 
after work is still of the first importance, and the sulpho- 
nated oils, which have found favour as cleaossrs in 
industry, proved less effective in removing the oil than 
the soap powder and wood flour emulsion. 


vtntoir. Hlvh Rts. Bd. Rep No. £9. 1946. London: H.M.SO. 
* Ada fhytfoh sarrd.. I94S. fS, Suppf. 49, 


J. irdust*. 1945, 5, 204, 


280 Feb. 12, 1949 STREPTOMYCIN IN THE TREATMENT OF TUBERCULOSIS 


Biutisii 

Medical Jouxjml 


STREPTOMYCIN IN THE TREATMENT OF 
TUBERCULOSIS 

REPORT OF A SUBCOMMITTEE 

The Standing Advisory Committee on Tuberculosis in August 
last year set up a subcommittee * to advise the Ministry of 
Health and the Department of Health for Scotland on the 
application of streptomycin. The subcommittee has nosv pre- 
pared a report in which the following points are stressed. 

Miliary and Meningeal Tuberculosis 

For miliary and meningeal tuberculosis a daily intramuscular 
dose of 20 mg. per pound body weight up to a maximum of 
2 g. is recommended. Intramuscular treatment should be 
maintained for at least four months, and in some cases further 
courses may be required. In addition, for meningitis 50-100 mg. 
of streptomycin dissolved in 5-10 ml. of saline should be 
injected intrathecally daily. The optimal frequency of intra- 
thecal injection is not yet established, but it seems advisable 
in the average case to give intrathecal injections daily for the 
first three weeks and then every other day for two weeks. Fur- 
ther courses of intrathecal injection are probably necessary. The 
course of tuberculous meningitis under streptomycin treatment 
is very variable, and may be complicated by spinal block inter- 
fering with intrathecal therapy. Among the many schemes of 
dosage that have been used the following are two examples : 

(i) Intramuscular streptomycin during weeks 1-3, 5-7, 10-12, 14-16. 
Intrathecal treatment every day during the first week, and on 
alternate days during weeks 2, 3, 5, and 10. 

(ii) Intramuscular streptomycin during weeks 1-12, 17-20. Intra- 
thecal streptomycin daily during weeks 1-4, 9-12. 

In tuberculous conditions other than miliary and meningeal, 
2 g. daily was at first the usual dose for all adult patients, 
but this produced toxic effects in most cases ; 1 g. a day has 
been found to be less toxic, and is possibly equally effective ; 
0.5 g. a day is still less toxic, but its efficacy has not yet been 
fully established. It may be more satisfactory to adjust the 
dosage to body weight. As a general guide to dosage in both 
children and adults, 10 mg. per pound body weight per day 
is suggested. Since toxic effects are more severe in older age 
groups, the dosage should be lower for patients over the age 
of 45. The most recent evidence suggests that the maintenance 
of a fairly constant streptomycin blood level by injection at 
frequent intervals during the day is unnecessary. The adminis- 
tration of the daily dose in one or two , injections is 
recommended. 

No single scheme can be considered suitable for all forms 
of tuberculosis. According to present knowledge maximal effect 
is reached within the first one or two months, and for most 
cases other than miliary or meningeal tuberculosis it is useless 
and may be dangerous to treat continuously for more than 
three months. On the other hand, it is probable that treatment 
for less than one month is ineffective. 


Toxicity 

Vestibular damage is the commonest toxic effect. The damage 
to vestibular function is often irreversible, but some degree 
of compensation occurs, and unless the signs of dysfunction are 
sought the sequelae may be overlooked, particularly , in the 
later stages. The danger of toxic effects increases with age, and 
they occur with especial frequency after middle age. 

Vertigo most often begins in the fourth or fifth week of 
treatment. Nystagmus or altered vestibular reactions are fre- 
quent and may occur even in the absence of subjective symp- 
ms. Difficulty in reading is sometimes complained of during 
the early stages of vertigo, but is usually transitory. 

T , U Wat 5 1 shouJd be kept for evidence of vestibulai 
> unction. Tests such as the caloric reaction should bt 

ZZ't.T in® o aSi u e ’ and in ambulant P^^nts functions 
2 as the Romberg test, walking along a straight line 
h e>es open and closed, or walking on a mattress. 


tk oywetfs ?.' » I "“ 


Nausea, anorexia, and vomiting may begin during the thh 
or fourth week and, may be quite severe, but are often relies 
by antihistamine drugs such as “ bcnadryl ’’ 50 mg. by motri 
Sensitization reactions such as skin eruptions and pruritus i 
the early stages of treatment arc also usually relieved l 
antihistamine drugs. 

Local pain at the site of injection may be relieved b 
adding 0.5 ml. of 1% procaine to the solution for injection. 

Albumin and casts have been found in the urine in su ■ 
cases. ' With the moderate dosage at present used, these abriu. 
malities subside without discontinuing treatment. Serious neurc 
logical sequelae due to meningitis should be distinguished uc 
toxic effects due to streptomycin. 

In view of the risk of sensitization in attendants handliu, 
streptomycin it is advisable that they should wear rubbci 
gloves while handling streptomycin and should wash the hand 
after removing the gloves. 

Strcptom>cin Resistance 

This eventuality must be borne in mind. A long-term plat 
of treatment should be made ; in this a course of streptomyeir 
can only be a part, and one which can probably not b< 
repeated effectively. Jf the drug is indiscriminately used 
particularly in advanced cases with copious sputum, rcsistan 
strains will be disseminated. In order to detect disscminauoi 
of resistant strains, at the start of treatment in any particuh 
case material if available should be collected for culture am 
the bacilli isolated and tested for streptomycin sensitivity. 

In the present state of knowledge the simplest general criteri 
recommended for selection for streptomycin might be as fol 
lows : “ Pulmonary tuberculosis in which the lesions reqtiirin 
treatment arc of recent development, progressive, and unlike! 
to benefit from conventional methods (e.g., bed-rest an d/c 
collapse therapy) alone.” Streptomycin should not be used a 
the only therapeutic measure in pulmonary tuberculosis. Indeet 
its major role may be to make possible the use of collaps 
procedures which in its absence would have had to be delaye 
or never performed. 

Indications 

Every diagnosed case of miliary and meningeal tuberculos 
should be treated, but treatment of meningitis is difficult an 
prolonged, and miliary cases may be complicated by menincit 
even while under streptomycin treatment. For these reasor 
streptomycin should be given only in hospitals with the be 
facilities. 

Streptomycin is of proved value in ulcerative tuberculos 
of larynx, trachea, bronchi, tongue, and pharynx. In Jaryngit 
and tracheo-bronchitis the diagnosis should be confirmed vvhei 
possible by laryngoscopy or bronchoscopy before treatment 
started, and the examination should be repeated during ac 
at the end of treatment in order to provide full assessment < 
the effects of streptomycin therapy. No additional advantai 
is apparently derived from giving streptomycin by methoi 
other than intramuscular. 

Prophylactic use of streptomycin to “ cover ”, routine thoraco- 
plasties in the hope of decreasing the incidence of post- 
operative spreads is not recommended on present knowledge. 
It should be reserved for the treatment of spreads when they 
actually occur. Prophylactic use before and after resections of 
the lung for pulmonary tuberculosis is probably of value, but 
the best scheme of dosage for this purpose is not yet estab- 
lished. The value of streptomycin injected locally into infected 
subscapular spaces after thoracoplasty is established. Systemic 
treatment in addition to local may be of value. 

Streptomycin often produces healing in tuberculous cutaneous 
sinuses and fistulae ; local treatment in addition to systemic 
may be of value. 

Favourable results have been reported in tuberculosis of the 
alimentary tract and peritoneum. Symptomatic improvement 
may occur rapidly, but relapses are frequent. Streptomycin may 
prove of benefit in some types of genito-urinary tuberculosis.'., 
and a few encouraging results have been obtained in bone 
and joint tuberculosis, but these are far from conclusive, and 
streptomycin treatment here too cannot replace standard 
therapy. 

All the recommendations here summarized are provisional 
and will require modification as further experience accumulates. 
It is'certain that indiscriminate use of streptomycin carries with 
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; dangers both to the individual and to the community. The 
.ndency to “ try ” this drug in every form of tuberculosis is 
' be condemned. 

; Streptomycin is generally supplied in one of three forms — as 
ie hydrochloride, the sulphate, or a calcium chloride double 
lit. Since a mixture of the sulphate and the calcium chloride 
omplex in the test-tube produces a precipitate of calcium 
riphate it is recommended that a change-over from one of 
lese two salts to another in intrathecal administration (and 
robably also in intramuscular administration) should be 
voided ; if a change has to be made it is recommended that 
everal weeks elapse between the last injeition of the one salt 
nd the first injection of the other. 


ROYAL MEDICAL FOUNDATION OF EPSOM 
COLLEGE 

PENSIONS, SCHOLARSHIPS, GRANTS 
ipsom College has available at the moment one or two 
t. Anne’s Scholarships for girls attending Church of England 
chools. Candidates must be fully 9 years of age and the 
rphan daughters of medical men who have been in independent 
ractice in England or Wales for not less than five years. The 
alue of each scholarship is dependent upon the means of the 
pplicant and the locality and fees of the school selected. 
There are also available : (a) pensions for necessitous medical 
ten fully 55 years of age, provided they have been registered 
or five years, and for the widows of medical practitioners who 
re 60 years and upwards (awards are made as vacancies occur) ; 
b) scholarships and grants for children of either sex, not neces- 
arily orphans, but candidates must be of public-school age and 
a need of such help ; (c) grants from the Eastes Trust for the 
elief of registered .members of the profession of any age, their 
ridows and orphans, and for the educational assistance of their 
aughters or sons. Full information and forms of application 
re available, on request, from the secretary, Epsom College, 
urrey. 


Reports of Societies 


RENAL LESIONS ASSOCIATED WITH PREGNANCY 
V meeting of the Section of Obstetrics and Gynaecology of the 
loyal Society of Medicine was held on Jan. 21, with Professor 
Iilda Lloyd in the chair, for a discussion on the pathological 
eatures of cortical necrosis of the kidney and allied conditions 
issociated with pregnancy. 

Professor James Young said that the discussion concerned 
hose acute states in relation to pregnancy which had as 
heir dominant features anuria or severe oliguria, increasing 
izotaemia, and uraemia. The result was death, usually within 
even to twelve days, or, alternatively, increasing diuresis 
issociated typically with a rapid disappearance of the uraemia, 
inding in the ordinary case apparently in complete recovery. 
This clinical sequence was found in cases of accidental haemor- 
hage, anuria being more frequent in “ concealed " than in so- 
:alled “revealed” cases, and in obstructed labour, especially 
vhere there had been long-continued compression trauma of 
he soft passages. In concealed haemorrhage and in puerperal 
rauma the sequence was usually preceded by clinical shock, 
vhich might be severe. A striking feature in both these condi- 
ions was the selective nature of the renal lesion. In the case 
)f traumatic anuria, however, the renal failure might be associ- 
ited with a “ massive ” degenerative lesion of the liver and 
aundice, the .degeneration affecting especially the mid-zonal and 
rentral regions of the lobule. While the renal lesion might 
re typical, the fatigue of prolonged labour, severe nutritional 
iisturbances, and inept anaesthesia had often contributed to the 
iroduction of complex pathological changes. 

The same sequence was also found in rare cases of eclampsia ; 
,ery rarely in the course of a pregnancy which seemed other- 
vise normal ; and in a group of conditions in which it was 
nerely incidental to the pregnancy, as, for example, incom- 
latible transfusion, or after the administration of sulpha drugs, 
ir in association with certain infective conditions in the 
merperium, especially that due to CL- wclchii. . 


Aetiology 

Of the proximate aetiology little was known. It had been 
suggested that the renal lesion was due to anoxia from circu- 
latory collapse following the shock of utero-placental haemor- 
rhage. But in 59 consecutive cases of severe haemorrhage at 
childbirth necessitating blood transfusion the anuric sequence 
occurred only in 5 out of 10 cases of concealed accidental 
haemorrhage, and in none of the 37 cases of post-partum bleed- 
ing and tbe-12 cases of placenta praevia. Moreover, all degrees 
of the anuric phenomenon were clinically recognizable, and in 
the milder cases there had often been no evidence of shock 
whatever. Even complete suppression of urine could occur 
in a case without any shock. 

The view sometimes taken that the whole sequence — acci- 
dental haemorrhage, anuria, azotaemia — was merely one mani- 
festation of pregnancy toxaemia was supported by the 
frequency with which it occurred as the final and critical 
climax in a toxaemic patient ; but there was no doubt that the 
anuric and uraemic sequence post-dated the acute utero-placental 
lesion. He thought the conclusion was rot to be evaded that 
it was this lesion which precipitated the damage to the kidneys. 

Confining himself to the findings in cases of concealed acci- 
dental haemorrhage. Professor Young said that, despite the 
uniformity of the clinical sequence and of the utero-placental 
changes in such cases, two quite different types of lesion were 
found in the kidney: (1) bilateral cortical necrosis, which was 
now believed to be the rarer of the two, and (2) the lower 
nephron lesion, affecting the second convoluted and collecting 
tubules, associated with degeneration of the epithelium and, 
though not invariably, with the deposition of crystals of blood 
pigment in the tubules. 

The resemblance between the renal lesions in these and in 
crush cases raised the possibility of a basic similarity in genesis. 
It seemed unlikely that tubal blockage by pigment casts was 
an essential factor in either condition. Since in both condi- 
tions there was massive tissue damage-damage of muscle in 
the anuria, following crush injuries and of the placenta in 
concealed accidental haemorrhage— it was conceivable that 
toxic metabolites from the tissues played an essential part. In 
the anuria of the crush syndrome recovery could be expected 
in a considerable proportion of cases with appropriate treat- 
ment. The majority of cases of anuria following accidental 
haemorrhage recovered, and it might be assumed that the lesion 
in these obstetrical cases was more likely to be of the lower 
nephron type and less likely to be cortical. 

Finally, Professor Young reminded the Section that the 
pathology in these cases might have a special relevance to the 
genesis of pregnancy toxaemia. He had referred already to 
the by no means uncommon occurrence of eclampsia with or 
without the anuric sequence in cases of concealed accidental 
haemorrhage. Further, it had long been known that blood 
pigment casts were relatively common, with or without tubular 
degeneration, in eclampsia. The significance of such findings 
was not easy to assess. It was clear that they did not consti- 
tute more than an occasional occurrence, and even in the kidneys 
of a patient with eclampsia dying from this type of anuria the 
pigment casts might be absent. 

Other Views 

The remainder of the discussion took the form of short 
reports by a number of workers. Dr. G. M. Bull (with whom 
were associated Dr. A. M. Jockes and Dr. K. Lowe), speaking 
o' some work at Hammersmith Hospital, said that they had 
been interested in cases of anuric uraemia presenting some 
special problems. The most important point in treatment in 
the anuric phase was the maintenance of a correct water balance. 
Water overload was the most frequent cause of death in anuria. 
He emphasized the importance of a salt-free and potassium- 
free diet Cortical necrosis was almost invariably fatal ; in the 
other type of lesion recovery took place in a large proportion 
of cases. 

Dr. J. F. Smith described the morbid anatomy of uraemic 
cortical necrosis. It was not only in cases of septic abortion 
that these conditions were found ; he had examined materia! 
from 17 fatal cases of eclampsia and had found pigment casts 
in 3, with some lower nephron changes in each case. He added 
that he had come across some cases of severe oliguria associated 
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with pregnancy in which death occurred suddenly after the 
administration of potassium citrate in substantial doses. If 
such a drug was given it was desirable that it should be the 
sodium rather than the potassium salt. 

Professor Kenneth Franklin discussed experimental findings 
and showed a coloured film illustrating the renal “ shunt ” 
mechanism in rabbits. He and his colleagues had advanced 
the hypothesis that in the toxaemia of pregnancy there was an 
increasing tendency to renal shunt. He defended the use of 
the word “ shunt," although it had been challenged ; it was 
a word coined and widely used in America, and its dictionary 
definition was “ movement from one set of rails to another,” 
which was what happened. When the tendency to shunt was 
slow it might be regarded as a physiological reaction calcu- 
lated to give the uterus and its contents a better blood supply 
at the expense of the renal cortex. 

Dr. J. F. Heggie described the first demonstrable lesion in the 
kidney in cortical necrosis, and showed the findings in an early 
case in which the patient died after two days’ anuria. The 
glomeruli were shown uniformly dilated and filled with red 
blood corpuscles. At the same time or shortly afterwards 
congestion of the glomeruli occurred. The pressure might be 
such as to force red blood corpuscles from the main stream 
into the wall of the interlobular artery. He also spoke of 
'he conditions in which recovery was possible. Dr. S. J. 
De Nevasquez believed that the essential primary lesion was 
? diffuse necrosis and discussed the factors which led to block- 
age by stagnation of blood cells. 

Mr. T. L. T. Lewis grouped the cases as (11 fatal cases of 
anuria in which the diagnosis of cortical necrosis was made 
post mortem ; (21 fatal cases in which the diagnosis of lower 
nephron necrosis was made ; and (31 recovered cases, in a few 
of which a biopsy had been carried out. In the first two groups 
the appearances were distinctly different, but the clinical 
pictures were similar. The withdrawal of heavily blood- 
stained urine heralded the onset of cortical necrosis. The 
patient remained cheerful all the time uhtil near the end. when 
»he became comatose. AH the evidence pointed to a circulating 
toxin, and it was conceivable that following the sudden appear- 
ance of a toxic substance in the circulation the kidney dealt 
with it in one of two ways: either the remote vascular 
mechanism was brought into effect or else the specially 
susceptible cortex became engorged and finally blocked. In 
the first case lower nephron necrosis and, in the second, cortical 
necrosis developed. The latter was invariably fatal ; lower 
nephron cases recovered, given time, and time was the vital 
element in recovery. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 

Following the annual general meeting of the society at the 
University of Manchester on Jan. 21, the new president, 
Mr. S. B. Hero, of Liverpool, took the chair. 

Mr. S. W. Liggett described a case of spontaneous rupture 
0,. the uterus in a patient aged 76 who had been operated on 
for prolapse at the age of 60. Sixteen years later she developed 
symptoms of torsion of an ovarian cyst and at laparotomy was 
found to have free blood in the' peritoneal cavity, a distended 
uterus and left tube, and perforation of a fibrous saccule in the 
eft uterine cornu. Subtotal hysterectomy with left salpingo- 
oophorectomy was carried out successfully. 

. Dr- CaLVERT read a paper on ectopia vesicae. He had 
*05 twenty women who ^'tween them had had 
deserrL^' cb ’ dren ’ and aft er reviewing these cases b< 
Whlc ? had been brou sh t to his notice. Thh 
f he crs trans Pl a nted into the colon and the 
hadbeen Shi d f f< ? r ectopia ves,cae as a child. after which she 
SJJS? b lV° ! ' ve an act ' ve ordinary life as a schoolgirl and 
oS™ f J rTiage she had 3 successful vaginal plastic 
operation for dyspareuma and later conceived Durine nren 

Snwh ry en - 31 insufficiency aR d near-term caesarear 
i sterilization was performed, a healthy child beirn 
delivered. Recovery >vas uneventful. ^ 

Mr. F. J. Milwarh described cases of endometrioma of tb< 
umbheus m a pahent aged 38, and persistent vitelline due 
n veare b,aCent C ' S ' ^ MeckeVs diverticulum in a child o 


Correspondence 


Aetiology of Erythema Nodosum 

Sir, — I n your annotation on this subject (Jan. 29, p. 185 
you state: 

“ In the majority of adults . . . migratory arthritis was pan c 
the clinical picture, and in some adults similar attacks of polyarthrit 
without erythema nodosum had occurred up to twenty years befor 
The belief that cryihcma nodosum is a manifestation of acv 
rheumatism dies hard in this country', yet despite the frequency ( 
fleeting joint and limb pains Favour and Sosman could find a 
evidence that there is any close relationship between the two disease 
In fact they conclude quite categorically that erythema nodosum 
not a form of rheumatic fever.” 

Sir Arnold Stott and I published a short paper’ in 1940, i 
which we described a series of such cases sent to an Arm 
hospital, mostly with the diagnosis of rheumatic fever an 
presenting in many instances also the appearance of crythcm 
nodosum. Wc were able to show as the result of serial bloc 
cultures that these cases, were in fact instances of low-grac 
meningococcal septicaemia. The history of recurrent attacl 
ir several of these cases also went back for a number of year 
Subsequently other cases were seen and recognized as beir 
of the same aetiology. We concluded that the conditio 
although unrecognized in most cases for what it is, may r.i 
be uncommon. — I am, etc., 

London. W.l. W. S. C. COPEMAN 

Rtn HENCE 

1 Lancet, 1940. 1, 1116. 


Overdose of Surface Analgesics 

Sir, — 1 should be interested to know why Dr. D. Wilsi 
(Jan. 29, p. 197) found it necessary to use sucha great conce 
tration as 10% cocaine hydrochloride for anacsthetization 
the urethra. I have found a mixture of equal -parts of 1 
cocaine hydrochloride and 1% sodium bicarbonate prepar 
immediately before use quite satisfactory, and it seems like 
to be safer than 10% cocaine hydrochloride. The addition 
an alkali to cocaine to enhance its action is discussed 
Martindale’s Extra Pharmacopoeia under the heading “Ac 
vated Alkaloidal Solutions” (vol. 18), and under the headii 
“Injectio Cocainae el Sodii Bicarbonatis ” (vol. 21) is shov 
the same mixture with “ chlorctone,” a mixture favoured I 
the late Mr. Canny Rynlt. 

Incidentally, I should like to add a tip for urethroscopi: 
who like to anaesthetize the urethra before examination, 
the urethra is filled with the anaesthetic solution and the patie 
does not urinate after it has had time to take effect the urethra 
inconveniently wet, requiring much mopping, but if he urinat 
before the instrument is passed very little mopping is require 
I must not occupy your space by discussing the reason. — I ai 
etc., 

London. S. W.l. ‘ L. W. HARRISON. 


Anuria 

Sir, — Dr. J. F. Heggie’s argument (Jan. 22, p. 151) appears 
call for comment. He states that owing to certain events 
vasoconstriction of the renal arterioles “ brings about t 
greatest reduction in calibre ” of 1 those supplying glomer 
“ in the outer- and mid-cortical ” regions, while “ as a com 
quence the circulation through the juxtamedullary (15%) a 
some (5%) deep cortical glomeruli and the medulla is grea 
augmented." May 1 ask him how it comes about that a genei 
stimulus causing vasoconstriction of renal arterioles should 
specific, affecting the arterioles of the outer two-thirds of t 
cortex and so unaffecting those of the inner third that 
augmented blood flow through occurs ? What is sauce for t 
goose is sauce for the gander 1 Dr. Heggie’s argument apper 
untenable. 

On Jan. 21, 1949, at the Royal Society of Medicine, eic 
papers 'on the pathogenesis of cortical necrosis of the kidn 
were read. Not one of the speakers mentioned a fundamen’ 
condition affecting the renal blood flow — the secretion of urir 
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n October, 1947, at a discussion on the renal circulation i 
minted out' that Brodie had shown that if the ureter be clamped 
luring diuresis the kidney becomes almost bloodless/ That 
luring activity of an organ the blood flow through tends to 
>e checked, to be limited, or even stopped is not peculiar to 
he kidney. Each time the heart contracts, the capillaries in 
ts musculature, permeating the tissues of the ventricles, are 
damped, so that no blood goes through at all, — I am, etc., 

Rucby! . R. H. PARAMORE. 

, Rmacsces 

1 Proc. R. See. Med.. 1948. 41, 342. 

2 Proc . roy. Soc. B., 1914, 87, 571- 


Infected Disk after Lumbar Puncture 

Sir, — I n their article on infected intervertebral disk after 
umbar puncture (ian. 22, p. 132) Mr. L. L. Bromley, Dr. 

Donaldson Craig, and Mr. A. W. Lipmann Kessel do not 
r.ention the simplest and most effective precaution against 
lamage. For very many years it has been the standard prac- 
ice among anaesthetists to tilt the needle towards the patient's 
lead when doing lumbar puncture. If pushed too far the point 
vill impinge on the next higher vertebral body, which may 
lamage the former but not the latter. If, however, the needle 
3 introduced at right angles to the skin over-enthusiasm will 
orce its point into the intervertebral disk. In young patients 
vith flexed spines the disks bulge towards the dura, and punc- 
ure of the thin annulus fibrosus may cause seepage of the 
lucleus pulposus with ultimate collapse of the disk. The un- 
riftunate patient is then all set for a long period of invalidism. 
—I am, etc.. 

Si Albans, Here C. LaNGTON HeWER. 


Cinchocaine 


Sir, — I beg to comment on the new official name of that 
'amiliar anaesthetic drug “ nupercaine.” ft is now to be 
ailed cinchocaine. This name can be Justified pharmaco- 
ogically in that it suggests, rightly, a derivative of cinchoninic 
icid, but I feel that it is dangerous. Imagine a verbal order 
dven by an impatient or irate anaesthetist (or conceivably a 
iurgeon) in the course of a busy list. How easily the last two 
syllables might become the operative ones. It is true we put 
jur cocaine in distinctive bottles, and in our hospital we colour 
he solution, but no precautions can be too great. I suggest 
hat quinocaine would be a safer name and yet have the same 
iharmacological justification. — I am, etc.. 


Birnnnsbam. 


L. T. Clarke. 


Spinal Anaesthesia for Caesarean Section 

Sir. — I t is interesting that in the same issue of the Journal 
Jan. 22) there should be a letter on the evergreen controversy 
vhich rages around this subject (p. 153), a report of a calami- 
ous long-term sequel of lumbar puncture (p. 132), and another 
etter on the question of classical v. lower-segment operation 
p, 156). It is unfortunate that so many of the disasters follow- 
ng lumbar puncture take so long to mature, because the original 
iperator may be unaware that they have taken place or that his 
juncture has been anything less than 100% successful. It is 
ilso probable that minor disabilities such as backache may 
■esult from trauma indicted at lumbar puncture and never come 
o light at all, being accepted by the patient as just another load 
o be borne in these hard times. 

Lumbar puncture is often a very difficult operation to per- 
orm without touching bone or intervertebral disk, and is 
xrtainly not made easier by the presence of a full-term uterus, 
md I feel that a procedure with so many distant dangers is not 
ustifiable for caesarean section except when the baby is very 
premature. Babies delivered by caesarean section generally 
;ry immediately, whatever the anaesthetic, if it is chosen and 
>iven with reasonable skill. Ether in concentration enough to 
rive plane 1 anaesthesia has remarkably little effect on the baby 
—far less than that of J gr. (16 mg.) of morphine given two 
lours before. 

But the babies which fail to cry are usually shocked, not 
maesthetized. If the shock is not due to sub-oxygenation, 
■vhich it need never be, it is in my opinion due mainly to 
;rauma. and I think that the baby delivered through a poorly 


developed lower segment, after a prolonged tussle with MlUett's 
and other forceps, is likely to be feeble for precisely the same 
reason as if it had been delivered after a difficult high forceps, 
and the anaesthetic has very h'ttle to do with it. 

Mr. Percy Malpas (p. 156) tells of a case where extraction was 
impossible through the lower segment There are many cases 
where it is wellnigh so, and in these, where a general anaes- 
thetic has been given and the baby has to be resuscitated, the 
anaesthetist comes in for more than his fair share of the blame . 
while babies delivered easily and rapidly by a classical opera- 
tion hardly ever give anyone a moment’s anxiety. 

1 agree with Mr. Duncan Ballantine and Dr. F. L- Robeft- 
shaw (p, 153) that it is desirable to maintain controlled respira- 
tion or 100% oxygen inhalation while the uterus is emptied, but 
surely the first is rather a horrible experience for a conscious 
patient under spinal anaesthesia ; while if she has to be given 
a whiff during this critical stage, is not the whole object of the 
spinal defeated ? — I am, etc.. 

Colchester, Essex. S. N. F rU. .. 


Sir, — I have followed the recent correspondence on spinal 
analgesia for caesarean section with considerable interest and 
some amusement. 1 entirely agree with Dr. N. Beattie (Jan. If, 
p. 1 14) that most of the hazards which are theoretically pu: 
forward against spinal analgesia have pot been encountered in 
practice by those who have had personal experience of this 
procedure. 

Some time ago I wrote to the Journal relating my impres- 
sions on watching Mr. Rufus Thomas performing lower- 
segment caesarean section under spinal analgesia. As I said 
at that time, I was most impressed with his technique and with 
the results, and I also stressed that I was at that time the only 
gynaecologist who had taken the trouble to see Mr. Thomas at 
work, although he had been advocating spinal analgesia for 
nearly ten years before I visited his clinic. Since then I have 
personally performed considerably more than one hundred 
lower-segment caesarean sections under “ heavy ” spinal 
analgesia, and I have had no reason to change my opinion 
as to the excellence of the method. 

The uterus contracts usually extremely well after the baby has beer, 
removed, and bleeding is minimal. The baby causes no ar.xiet;- 
whatsoever, and frequently cries the moment that its bend is 
delivered and when its body is still in the uterus. Falls of blood 
pressure do occur occasionally, but are not serious providing the 
technique described by Mr. Thomas is carried out, and the post- 
operative recovery has been in my experience uniformly excellent 
It allows lower-segment cnesarean section to be performed quietly 
and efficiently, and although I have on several occasions employed 
local anaesthesia I have not been able to obtain such satisfaetcry 
results so far as the actual operation is concerned. 

I notice that Dr. Beattie refers to the nse of light “ rtupercame ” 
anaesthesia and Mr. Duncan Ballantine and Dr. F. L. Pohernfcaw 
(Jan. 22, p. 153) to the use of an isobaric solution. About these 
two methods I cannot personally give any opinion, but I am m entire 
agreement with Mr. Rufus Thomas that nobody condemns all forms 
of inhalau'on anaesthesia simply because chloroform may at times 
be dangerous. Similarly, it is illogical to condemn all forms of 
spinal analgesia. 

Mr. Rufus Thomas has obtained his excellent results, now amount- 
ing to nearly four hundred and fifty caesarean sections without a 
maternal death, using heavy nupercaine, and my results have been 
obtained using in the vast majority of cases heavy nupercaine and in 
other cases some form of “ heavy ” solution. None of my babies 
have been stillborn, and I have had no maternal deaths. 

— I am, etc.. 


London. W l 


D. G. Wilson Clyne. 


Malignant Tnrnour of the Small Intestine 
Sir, — T his communication on a case of primary jejunal cancer 
is prompted by Mr. F. J. C Matthews’s report (Jan, 22, p. I3S, 
of the same type of growth in the ileum. 

My patient, a man aged 53, was admitted as a case cf perforated 
duodenal ulcer during Bristol's worst period cf blitzing in October. 
1940. He gave a three years* history suggestive cf nicer and had 
been in hospital under Dr. Richard Clarke, then senior phyvfcsa". 
Skiagraphy had shown a pre-p>Ioric deer, hut in the test me -I 
the maximum rise of HQ was 9 (NY 10 Ns OH). 

On examination he was somewhat hushed, fish by, and inclined 
to sweat. The only abdominal finding was epigastric tenderness. 
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Per rectum there was nil amiss. Pending operation he remained very 
miserable. 

At operation (Oct. 11, 1940) I was astonished to find a typical 
string carcinoma on the jejunum, 10 in. (25 cm.) from the duodeno- 
jejunal flexure. In the related mesentery was a cluster of glands 
more or less discrete but suspiciously enlarged. To embrace these 
in the excision a large wedge of mesentery was excised, based on a 
12-in. (30-cm.) resection of jejunum. Biopsy by Dr. A. D, Fraser 
revealed “ columnar-celled adenocarcinoma of jejunum. Mesenteric 
glands all show subacute inflammatory changes.” Two months 
later he was a “.changed man.” 

On Feb. 12, 1946, when next I saw him, he reported that lie 
had been taking alkaline stomach powders during the previous 
four months. Dyspepsia persisted, and skiagraphy (September, 1948) 
disclosed a peptic ulcer of finger-tip size in the lower curve of the 
stomach. He was transferred to the care of my general surgical 
colleague, Mr. Melville Capper, who agreed there was no sign of 
abdominal cancer. Under medical treatment his symptoms abated, 
and by December, 1948, the ulcer crater was obviously smaller. 

The case is reported as an example of jejunal carcinoma 
apparently free from recurrence eight years after excision. — 
I am, etc., 

Bristol. A. Wilfrid Adams. 


Arsenical Toxicity 


Sir, — Having read your annotation “ Arsenical Toxicity ” 
(Jan. 1, p. 25) quoting the work of Sexton and Gowdey' on 
the value of vitamin B, in arsenical encephalopathy, I would 
like to draw your attention to an article by me in the British 
Journal of Venereal Diseases 5 on five cases of this complica- 
tion which occurred during intensive “ mapharside ” therapy. 

It will be seen that I pointed out the clinical and pathological 
similarity between arsenical encephalopathy and syndromes 
resulting from deficiency of vitamin B, (i.e., alcoholism, 
Wernicke's encephalopathy, etc.), and that the use of vita- 
min B, appeared to be of distinct value both in prophylaxis 
and treatment. Furthermore, I suggested that pyruvic acid 
estimations might be an added safeguard in patients undergoing 
intensive arsenic therapy and that in view of the known role 
of the other members of the vitamin B complex in intracellular 
metabolism better results may be obtained by using the whole 
complex rather than vitamin B, alone. 

Two further points in the annotation call for comment. 

(1) It is stated that brain haemorrhages occur in fatal cases, 
but it is well known that on several occasions these have been 
absent and only cerebral oedema found post mortem. I there- 
fore suggested that the primary pathological change in arsenical 
encephalopathy is intracellular oedema, which only at a later 
stage gives rise to haemorrhage and focal necrosis. This con- 
ception of the basic pathological change is important not only' 
in emphasizing the difficulties of early diagnosis but also in 
understanding that the changes ’ are completely reversible. 

(2) Hyperglycaemia. Blood-sugar estimations were carried out 
in several patients in our series and no significant change in 
blood values was found. I find it difficult to understand why 
hyperglycaemia should occur, since the metabolism of glucose 
is interfered with at the pyruvic acid level and not initially. 

Finally, more mature consideration of all the factors involved 
in arsenical toxicity as a whole has led me to believe that the 
liver plays some as yet unknown but vital part in the inter- 
action of arsenic, vitamin B, and intracellular metabolism. — 
1 am, etc., 


London, W.l. 
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Taking Children’s Temperatures 

temneTTm e , r ?? d 8reat intercst the article on recti 

Hussev mer a a n Prof « sor Alan Moncrieff and Dr. B. 

doners h ^ii '2 948, P ' 97 , 2) and feel «»t to many pract 

lion in the fielri r S - a , valual ?' e confirmation and contribi 
tion in the field of clinical paediatrics 

hospital, where most of- 'the paUeute are Zulu 
m s I” ar % taken tyctally in doubtful cases in childrs 

. r P 1S ; ea . r ^ 7 ° f age ' Dr - Joan Malleson’s .timely warms 
(D-c. lb, p. 1078) comes opportunely, however, more especial 


as wc have recently had misgivings as to the effects of 
stimulation of this kind in infants— misgivings reinforced by 
closer knowledge of the almost universal custom found ' 
Zululand of the daily or even thricc-daily administration . 
enemas to infants. These enemas may be cither mcdicat: 
or plain, and are given with a hollow reed or stem insert:, 
into the child’s anus. The mother is convinced that were 'J 
not regularly done the child would not have its bowels open:. 

Various effects follow upon this custom: in the simple 
cases the mother brings the child with “sores in tile rcclum' 
and, everting the anal skin, shows the pink mucosa which t. 
her is the “ sore.” In the great majority of cases the chi!; 
shows marked disapproval of this examination, wriggling an: 
crying lustily. Wc are not yet satisfied as to the more comp!:' 
effects of such hypcrslimulation, but tentatively suggest that i; 
may cause serious emotional imbalance, particularly in th: 
sexual sphere. The gross hysterias found in a very high propor- 
tion of adolescent Zulu girls, constipation, vaginismus, etc., may 
quite possibly have their early origin in severe anal stimulation] 
in infancy. 

It is of interest to note that the Zulus themselves seem to, 
have realized some connexion between anal stimulation and' 
sexuality. In The Social System of the Zulus Krige writes 
(p. 67): 

“ Every’ child is supposed to be tainted at birth with a constitutional 
defect called isigwemba, which is held to be the cause of several ail- 
ments such as unusual sexual irritability, causing lecherous inclina- 
tions in adults or disposition to eczema, etc. To get rid of this taint 
the stem of n castor oil or umsenge leaf ( Cussonia spicatd) or a stalk 
of fibre is thrust by the mother into the rectum of the child and 
vigorously twirled round between both hands until, by scraping on th: 
membrane of the bowel, blood is copiously drawn. Not infrequently 
children die from this treatment.” 

While rectal temperature-taking by the sophisticated physi- 
cian can hardly be fairly compared with the barbaric practices 
of the Zulu, we might do well to exercise humility in out 
judgment when we number among our own scientific advances 
the development of the atomic bomb. 

In view of the possible danger of rectal stimulation, howevei 
innocently intended or skilfully accomplished, it might be wist 
to enter into no fixed routines of rectal temperature-taking, bu' 
rather to exercise clinical judgment in each case. A tempera 
ture difference between 103° F. (39.4° C.) and 103.5° F 
(39.7° C.) would not appear in a case of lobar pneumonia tc 
be of great import in assessing the total pattern of signs, whilt 
even in a case of rheumatic fever, where slight deviations froti 
normal are important, we have equally valuable guides in th: 
pulse rate and erythrocyte sedimentation rate. 

We have banished the soap stick from the nursery- Shoulc 
we abolish routine rectal temperature-taking, keeping it only 
for cases where slight differences are vital ? — We arc. etc., 

S. G. Lee. 

Noutu, ZululPnd. E, A. BARKER. 

t 

Sir, — R eferring to the recent correspondence in the Journal 
on the taking of rectal temperatures, it seems remarkable tc 
me that there has been no letter from psychiatrists supportint 
the position taken up by Dr. Joan Malleson (Dec. 18, 1948 
p. 1078), who calls attention to the psychological dangers tha: 
may ensue from interference with the anal parts of infants 
She quotes the late Dr. Forsyth’s teaching in support of ,thi: 
— namely, “ that all interference with the bodily orifices shoulc 
whenever possible be avoided ; for, being erogenous zones 
they will quickly become ‘ conditioned ’ either positively oi 
negatively to interference, and may later become responsibli 
for various functional disturbances.” 

As a matter of interest, some six years ago in the Journal oi 
Oct. 31, 1942 (p. 528). I published a letter attempting to pu 
forward much the same views as Dr. Forsyth. In that ‘ lettei 
I protested against Professor McNeil’s recommendation tha 
constipation of infants should be treated by frequent insertior 
of the doctor’s little finger in the baby’s anal canal. I gave at 
account of the psychological disorders of emotion, character 
and sexual developments that can ensue from this practice am 
similar methods of interference. — I am, etc., 

London. W.l. A. CYRIL WlLSON. 
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Approach to the Frontal Lobe 

Sir, — D r. P. Glees’s plea {Jan. 29, p. 193) for co-operation 
between neurosurgeon and psychiatrist could not be better 
Uustrated than in the problem of prefrontal activity'. It is 
: airly certain that leucotomy by the standard or orbital 
ipproach, or by any other approach, is not the final answer 

0 the surgical treatment of mental diseases. 

In all neurophysiological research the task of solving a 
particular problem often draws the attention and interest' of 
■nany investigators,' and the literature of to-day is full of their 
low, discarded claims. A new approach is useful for giving a 
lifferent line of thought, and its recognized weaknesses and 
langers can only give stimulation for further research. The 
vork of Freeman has followed on “older methods " of bilateral 
ection and may possibly lead to further observations and 
experiments which will ultimately cause rejection or modifica- 
ion of the original. I consider that prefrontal activity can be 
controlled by regulation of local blood supply and that this 
trocedure in the hands of the neurosurgeon may become the 
jperation of choice. 

Whatever method is adopted or is subsequently fashionable, 
he selection of patients is best left to the psychiatrist, who 
vill have the advantage of observing them for many years after- 
vards. Too often the experience of the neurosurgeon is limited 
to fne post-operative sequelae. His interest in the patients 
ceases with their discharge from the ward. Neither is the 
psychiatrist fully equipped for their accurate study, as he has 
no knowledge of the exact pathways that have been severed 
in each. case. Only when we have a precise method of inter- 
rupting clearly defined pathways will he be able to give a clear 
interpretation of its value. — I am, etc., 

Leeds. P- P. NEWMAN. 

Sir, — The letter from Dr. P. Glees (Jan. 29, p. 193) is a 
welcome reminder that we must beware of a complacent atti- 
tude, developing in some places, towards the therapeutic 
exploitation of damage to the frontal lobe. I heartily approve 
his statement that the newest mode of attack is being intro- 
duced while we are still struggling to disentangle the results 
of present methods. 

Reckless “ advance ” at any price, without evidence to justify 
it, is to be deplored, especially when it involves damaging a 
vital organ. “Present knowledge of the frontal lobe,” he says, 
“ does not as yet permit of advice being given to the neuro- 
surgeon as to what he should destroy.” I agree. But is know- 
ledge all that matters ? We must not only disentangle the 
results, we must, as doctors, disentangle the academic and 
theoretical from the practical and therapeutic. As Professor 
Alstead has very' recently pointed out, “The growth of sub- 
departments remote from the hospital ward has favoured re- 
search which may contribute little or nothing to the immediate 
requirements of the sick man. Clinicians are becoming increas- 
ingly entangled in techniques.” 1 

If anything, Dr. Glees has understated his case. Not only 
are we unable to tell the neurosurgeon exactly where to cut, 
but he as yet, in the blind procedure, cannot be sure of cutting 
where we ask. More than this, however, no one dare claim 
to know the mechanism of the major therapeutic effect of 
leucotomy. It could be a shock effect. If I now suggest that 
so far as we can be sure at present the advantages of the 
approach through the orbit are ease of performance, speed, 
and the lack of necessity for major anaesthesia, then its trial 
as an alternative to the standard Freeman method is certainly 
justifiable. I think I am right in saying that there have not 
yet beetl reports of the serious physical complications which 
Dr. Glees lists as possible. If they occur they will be the 
greatest single contraindication to the new technique. On the 
other hand, there may be anatomical advantages (or disadvan- 
tages), but it will take some time to collect enough information 
to decide. 

In fact, as I am sure Dr. Glees vill agree, it will be very 
long before we know enough about the lobes even for thera- 
peutic purposes. Meanwhile we have to doctor our patients. 

1 think it is in selecting the patients rather than in selecting 
the cuts that the greatest immediate clinical advance can be 
made. As a primary objective I should like to see a more 
careful selection of those patients who will probably benefit 


aityway by the blind operation, regardless of just where the 
nit is made. They will inevitably provide material for study- 
ing the effects of slight variations in the incision, and, more 
important, for even better selection of patients in the future. 
— -I am, etc., 

Runioftl. Essex. P. MACDONALD Tow. 

RnTRLN'CE 

* Lancet, 1949 , 1 , 171 . 

Mechanism of Memory' 

Sir. — T he number of nerve cells in the human brain and 
spinal cord is fixed before birth. If any die as a result of 
injury or disease they cannot be replaced. In this respect grey 
matter differs from many of the other body cells which are 
replaced regularly. This deficiency carries obvious physio- 
logical disadvantages which have recently been thrown into 
high relief by the work of Knisely. 1 He has shown that during 
sickness capillaries tend to become choked with sluggish blood 
corpuscles for a period long enough to bring about the death 
of the cells they serve. He hints that patches of brain cells 
may frequently be lost in this manner. 

It may be that the inability to replace brain cells accounts 
for the fact that the human intelligence reaches a limit of 
development at the age of 17 or thereabouts. It has occurred 
to me, however, that without this apparent handicap the evolu- 
tion of man would probably have been impossible. 

The mechanism of memory would seem to reside in certain 
brain cells which in some way must store the nervous impulses 
they receive from the sense organs. Now- it is reasonable to 
suppose that if these cells were regularly replaced the impres- 
sions stored by them would be lost. In that case long-term 
memory' would be impossible. Without memory there could 
hardly be coherent speech,, and therefore there could be no 
communication of thought. 

It may be, then, that the inability of man to regenerate brain 
cells has been essential to his evolution. This is admittedly 
academic speculation, but it may prove of interest to neuro- 
logists. — I am, etc., 

I rnh.i.'e . Surrey. CHAPMAN PtNCHER. 
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Fluorides and Dental Caries 

Sm, — Dr. Alexander MacGregor’s letter (Jan. 1, p. 29) admir- 
ably summarizes the present position of fluorine in relation to 
dental caries. But his suggestion that fluorides should not be 
made available to the public before adequate trials have been 
performed has its limitations. There cannot be, as he suggests, 
a similar treatment for fluorides as for penicillin, because 
fluorides are already available to the public in certain foods 
and liquids of established use. It is not unreasonable, from 
tbe USA. evidence available, to suppose that the proprietary 
p reparations containing fluorides to which he refers are designed 
to supply about 1 milligram of fluorine a day. From the 
data 1-1 on the fluorine content of drinking-water and foods 
ope can obtain an approximate estimate as to bow this quantity 
of fluorine can be takeD in a normal manner. 



Average Fluorine | 
Content 

(parts per million) 

Approx. Amount to 
Supply I nt 

Drinking water: 

South Shields . . 

1-4 

1*3 pints (73? ml.) 

Harrogate 

06 

3 (1-7 litres) 

London (New River) . . 

0-35 

5 .. (2 S „ ) 

Milk, liquid 

0-15 

12 (6 8 .. ) 

Indian 

40 to 60 

2-3 .. (M-I-7 litres) 

Kliary 

9 

cTZy. infusion 

4 02.(120 g.) 

Tinned salmon or sardines 

S 

Hoe. (135 y.) 

broth . . . . 

90 

} 01.(15 g.) 


The water supplies chosen are comparatively rich in fluorine, 
since over Britain as a whole there is probably more water 
drunk with less than 0.3 than more than 0.3 p.p.m. 1 1 For the 
foods quoted there is naturally a wide variation, depending on 
tbe origin of the material (thus teas are reported to vary from 
1) to ISO p.p.m.)' or the method of preparation (for tea and 
bone broth particularly). 

One must agree, therefore, with Dr. MacGregor that the 
marketing of tablets, etc, containing fluorine is undesirable in 
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view of the present lack of information as to their usefulness. 
But it should be appreciated that the diet and water consumed 
by many persons has involved for a long time an intake of 
fluorine similar in form and quantity to that which might arise 
from the use of fluoride tablets in fluorine-free areas. It is 
suggested, therefore, that emphasis should be placed on the 
pursuit of practical trials — of which so far there are few signs 
ill Britain. — 1 am, etc., 

Didcot. Berks, J. M. FLETCHER. 
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Lymphoblastic Leukaemia 

Sir, — With reference to Dr. D. Pullen’s^ article (Jan. 22, 
p. 137) on acute lymphoblastic leukaemia treated with urethane, 
there are several points which I should like to raise. 

(1) The dosage of urethane given seems very small. I under- 
stand from perusal of the literature that the accepted dose is 
about 1 g. t.d.s. Creskofi, Fitz-Hugh, and Frost' even advise 
4 g. per day. (Incidentally this and other references were 
omitted by Dr. Pullen.) (2) It is not my experience, nor is it 
that of colleagues (with whom I have discussed this matter), 
that remissions in acute leukaemia do not last more than a 
week. (3) A recent case of acute lymphatic leukaemia which 
came to my notice was treated with urethane, 1 g. t.d.s., for 
30 days, and with repeated blood transfusions, with no clinical 
improvement whatever. — I am, etc., 

Liverpool. J. G. U. O. ALEXANDER. 

Reference 

1 Blood, 1948, 8, 892. 


Retaining Patency of Veins 

Sir, — At the University obstetrics and gynaecological clinic 
in Budapest the following method is used when giving trans- 
fusions in order to ensure that the vein remains patent. 

" The wall of the vein is gripped with fine artery forceps; a thin 
thread is led under the vein, and when the needle is inserted in the 
vein the thread serves to fix it in position. When the transfusion 
is finished the wall of the vein just distal to the needle is gripped 
with artery forceps. The thread is cut and the needle is removed. 
The puncture wound in the wall of the vein can now be seen, and it 
is seized with a pair of fine Pdan’s forceps and undertied with a 
very fine catgut. On removal of the distal pair of forceps the circula- 
tion commences without any bleeding from the ligatured part. The 
wound of the skin is closed with two or three stitches. 

Thrombosis rarely occurs in the ligatured vein, because the under- 
lying secures contact of intima with intima, and the vein reacts as 
if the wall had been very finely sutured. Before removing the needle 
we inject heparin into the vein to avoid thrombosis due to injury 
of the vessel. On one occasion the same vein was used to give 
five transfusions to a patient in three days. 

In so far as large veins are concerned our method is not a 
new one, because it has been applied in surgical institutes for 
closing the wounds of big vessels, but it is worth considering 
in the case of small veins. When blood transfusiohs are neces- 
sary every little vein may possess vital importance, and there- 
fore they must be treated with caution. According to our 
experience this method seems to fulfil the best requirements. — 
I am, etc., 

Budapest. GEORGES TaRJAN. 


POINTS FROM LETTERS 

Causes of Rib Fracture 

JanV cnmnJ; H f AROLD a - ondon < S.W.5) writes; Your issue < 
Some v“r, aec r ? V enCeS f '° T** unus '\ al “uses of rib fractur 
ferule stated ,h , N L°A ntered an0,her ui ! usual «use. A your 

Lectured rib. Knowir 
through horse-ridinn • hm th‘ lbou £ bt u . mixht have been acquirt 

transpired that mo 5 , h° ' e , animal ^ blame. 

She had met him attain ? str , an S emei -t from her boy frier 

experienced wh-a^she descrihed OV1D “ Y e . mbraccd ’ and s °°n aft 
chest." Medical opinion sun* d i 3 S , ha / P Pleuritic pain in tl 
•t-ray revealed a frtrtnred t nonplussed for three days, when : 
^bed to' emoSua^T? ^ C ° Uld ,his ’ Sir ’ be aa ‘Wal 
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SIR EDMUND SPRIGGS, K.C.V.O., M.D., F.R.C.P. 
Sir Edmund Spriggs died on Feb. 5 at the Ruthin Castle Clinic 
with which he had been associated since its creation. Sii 
Edmund, who had been ill for the last six months, was 77, ant 
his death took place only a few hours after that of his wife. 

Edmund lvens Spriggs was born on Sept. 25, 1871, at Fo^ton 
Leicestershire. He was educated at Market Harboroug) 
Grammar School and Wycliflc College, Storehouse. A student 
at Firth College, which is now the University of Sheffield, he 
obtained a science scholar- 
ship at Guy’s Hospital 
Medical School in 1892. 

There he graduated M.B. 
with honours in 1896, pro- 
ceeding to the M.D. in 
1898. In that year Spriggs 
succeeded F. Gowland 
Hopkins as demonstrator 
of physiology under E. H. 

Starling and afterwards 
under M. S. Pembrey. 

Later he was also demon- 
strator of pharmacology, 
and he took the M.R.C.P. 
in 1899. In 1901, while 
holding the Gull Research 
Studentship, he worked in 
Kossel’s laboratory at 
Heidelberg and published 
then his first paper on 
peptic activity. Returning 
to London, he was ap- 
pointed in 1902 assistant 
physician to what is now 
the London Chest Hospital, and in 1903 to the Victoria Hos 
pitai for Children, Tite Street. At this time Spriggs was work 
ing on diabetes, and he published (with A. P. Beddard anc 
M. S. Pembrey) work confirming the earlier observations o 
'Minkowski and of Kraus. 

In the following year, there being no near prospect of t 
vacancy at Guy’s Hospital, Spriggs was appointed assistan 
physician at St. George's Hospital. He was elected F.R.C.P 
in 1905, and in 1906 gave the Oliver-Sharpey lectures 
on “ The bearing of metabolism experiments upon the 
treatment of disease.” Studies of the metabolism of creati- 
nine, made when he was dean of St. George’s Hospital 
Medical School, were followed in 1909 by his first paper or 
the treatment of gastric ulcer by immediate feeding, the diet 
being adapted from that of Lenhartz. This method, with 
modifications, Spriggs used in suitable cases from that time 
onwards. 

At the end of 1911 Edmund Spriggs had an illness whicl 
continued for fifteen months. He was advised not to returr 
to London and was offered by Dr. David Lawson the post ol 
senior physician at a new clinic for gastric disorders. This 
was accepted on the stipulation that the range of work should 
comprise internal medicine as a whole and that the clinic should 
be provided with suitable laboratories and scientific staff. Tbi 
new clinic was conducted for ten years at Duff House, Banff 
Scotland, and then moved to Ruthin Castle, North \Vales. Ir 
1917-18 Spriggs acted as medical adviser to the Ministry ol 
Food, and was a member of the rationing committee. Aftei 
the war he wrote the > first of a succession of papers will 
O. A. Marxer on diverticulosis and diverticulitis. In 1923 
with D. V. Pickering and A. J. Leigh, Spriggs recorded one 
of the earliest cases, if not the earliest in this country, of severe 
diabetes treated with insulin. A few years later (with J. H 
Anderson) he was able to describe the recovery of the first two 
cases of pernicious anaemia areated in this country with the 
Minot-Murphy liver diet. Other papers which appeared latei 
bad been presented as opening addresses at medical meeting' 
at Winnipeg in 1930 and at Wellington, New Zealand, in 1937 
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n the Croonian Lectures in 1933 Spriggs reviewed 500 cases 
if headache. As recently as 1943 he wrote for the Quarterly 
'otirnal of Medicine a paper on polyps of the stomach and 
polypoid gastritis. 

In a long and busy life Sir Edmund, as he became in 1935, 
published over a hundred papers. Out of doors his recreations 
vere walking, fishing, shooting, and the breeding and training 
if retrievers ; his Yellow Labradors competed with success in 
ield trials. 

He became a J.P. in Banffshire in 1919 and in Denbighshire 
n 1929. . His two sons are both doctors, and the sympathy of 
ill his friends and colleagues will be extended to them. 

SIR FREDERIC J. WILLANS, 

K.C.V.O., M.R.C.S., L.R.C.P. 

Sir Frederic J. Willans died at his home in Sandringham on 
Ian. 27. He had held the post of surgeon-apothecary’ to his 
Majesty's Household at Sandringham since 1924, and had also 
been surgeon-apothecary to Queen Alexandra. 

Frederic Jeune Willans, eldest son of the late Dr. W. Blundell 
Willans, was bom at Much Hadham, Hertfordshire, in 1SS4. 
He was educated at Framlingham College, and at Durham 
University and the London Hospital, qualifying M.R.C.S., 
L.R.C.P. in 1910. Except for four years’ service with the 
R.A.M.C. during the 1914— IS war, the whole of his active 
rareer was spent in general practice at Sandringham. He 
became surgeon-apothecary after the death of the first 
holder of the appointment to King Edward VII, Sir Alan 
Manby, whose assistant he was. In the course of his long 
and devoted service Willans had probably been consulted by 
members of the royal family more often than any other member 
of the profession ; on many occasions he was the first medical 
man to be called in attendance. He was awarded the M.V.O. 
in 1923, promoted to C.V.O. in 1925, and created K.C.V.O. 
in 1933. 

Sir Frederic was very popular among his many friends and 
patients in the Sandringham district, and although he had not 
been in good health for the past year his death after only a 
week’s illness came as a shock to many. Always an active 
member of the British Medical Association, he was chairman 
of the West Norfolk Division in 1925-6 and chairman of the 
Norfolk Branch in 1936-7. During the recent war he presided 
over the King’s Lynn district medical board. He married, in 
1916, Wynefred, the only daughter of the late Sir Alan Manby. 
There were no children. 

An intimate friend has written: Not every man who has 
walked a hospital “can walk with kings, nor lose the common 
touch.” Called very early in his medical career to minister at 
the bedside of royalty, Frederic Willans was nevertheless 
beloved by all the people of the villages on the estate which 
has for its centre Sandringham House. A keen cricketer, he 
once captained the Sandringham side. He was also an excellent 
tennis player, and he enjoyed his golf almost to the last. He 
was, too, an ardent philatelist. A warden of his parish church, 
he took a keen interest in the life of West Newton, where he 
lived. He had a real sense of humour, and children loved him. 
His heart, however, was in the work to which he gave himself 
with unsparing energy until a few days before his death. Since 
last summer he had known the serious nature of the condition 
which was to prove fatal, though with characteristic bravery 
and thought for others he concealed this from even his most 
intimate friends. In the country it sometimes happens that a 
man lives and works for so long in one place, and becomes so 
familiar a part of the village scene, that it seems he must always 
be there. His neighbours will find it difficult to imagine life 
without him. His tall, spare figure will be sorely missed by 
many, and especially in those hours of joy and sorrow when 
men and women find in their doctor the strength and help that 
no one else can give. Every agricultural worker knew that 
" Sir Frederic " would come to his aid at any hour of the day 
o- night and with painstaking care give him as much atten- 
tion as he gave to the highest in the land. The large congre- 
gation at his funeral was a remarkable testimony to the esteem 
and affection in which he was held among all sorts and condi- 
tions in the neighbourhood where he had practised for thirty-five 
years. 


F. H. A. MARSHALL, C.B.E., F.R.S. 

Dr. F. H. A. Marshall, who was for many years reader in 
agricultural physiology in the University of Cambridge, died 
suddenly after an operation on Feb. 5. Dr. Marshall, who 
Was 70, had lectured on the physiology of reproduction to 
several generations of medical students at Cambridge. 

Francis Hugh Adam Marshall was bom at High Wycombe 
on July 11, 1878, and was educated at St. Mark’s School. 
Windsor, and privately. He went up to Christ’s College, Cam- 
bridge, in 1896 from University College, London. He took 
the Natural Science Tripos three years later and then went to 
Edinburgh to work as a research student with Professor Cossar 
Ewart. Later be was Carnegie Fellow and lecturer on the 
Physiology of reproduction in the University, and it was only 
in 1908 that he returned to Cambridge as lecturer in agricultural 
Physiology. He was a proctor in 1911-12, and subsequently 
Served on the council of the Senate. Dr. Marshall continued 
as lecturer in physiology for more than thirty-five years until 
1943, and for a short time he succeeded Professor T. B. Wood 
as director of the Institute of Animal Nutrition. He was 
successively fellow, tutor, dean, and, in 1940. vice-master of 
Christ’s College. Dr. Marshall assisted Cossar Ewart with his 
experiments on telegony, and this stimulated his interest in the 
Physiology of reproduction. He went on ro study the aestraus 
cycle in sheep, in the ferret, and in the dog. The last of these 
studies led to the preparation of a paper written in collabora- 
tion with Professor W. A. Jolly and entitled “The Ovary as an 
Organ of Internal Secretion.” Other papers were concerned 
With the effects of the removal and transplantation of the 
ovaries and with the part played by the Graafian follicle in 
the initiation of oestrus. Marshall’s The Physiology of Repro- 
duction was first published in 1910 ; the second and much 
enlarged edition appeared in 1922, and the third edition was 
published only last year. 

H. A. RICHARDS, M.R.C.S., D.A. 

Dr. Hugh Richards, consulting anaesthetist to King's College 
Hospital, died on Jan. 22 while on holiday at Grenada, Bmisb 
West Indies. Educated at Rossall and Clare College, Cam- 
bridge, be qualified from King's College Hospital in 1913. At 
the beginning of the 1914-18 war he was holding an appoint- 
ment as ship surgeon in the Orient line, and he continued for 
a time as surgeon in charge of troopships. Later he went to 
France, and until his demobilization served in a casualty clear- 
ing station. There he first became interested in anaesthetics. 
In 1921 he was appointed to the honorary staff of King's College 
Hospital as an anaesthetist, and in J935 he became senior 
anaesthetist, which post be held until his retirement in 1946. 
He was given the D.A. in 1936, and only last year was awarded 
the fellowship of the recently formed Faculty of Anaesthetists 
o c the Royal College of Surgeons. He was also an active 
member of the Royal Society of Medicine, acting in the Section 
of Anaesthetists as secretary and later as president. In 
September, 1939, he gave up his private practice to take up 
a full-time appointment in the Emergency Medical Service, 
and throughout the war he worked at Horton Emergency 
Hospital, where be not only took a full share in the routine 
w-ork but was largely responsible for the organization of the 
anaesthetic services and continued to teach students and to 
train residents. 

Throughout his life Hugh Richards saw only the right way 
and the wrong way. He adhered unhesitatingly to the principles 
he had laid down for himself and expected others to do the 
same. His bluff and uncompromising manner prevented some 
from looking beneath the surface, but those who did so found 
a character of sincerity and great loyalty. Once given, his sup- 
port was never withdrawn from one he found worthy of friend- 
ship. He was essentially a King's man. 3nd he served his 
hospital ungrudgingly from his time as a student until his retire- 
ment. He g3\e ether in a masterly fashion, and with it he 
obtained results which he claimed, with some justification, were 
equal to those of any other method ; it had served him as a 
friend for many years and he was not easily led away by more 
mcent methods. As a teacher he had exceptional ability, and 
he taught with zeal. His instruction was firm and dogmatic, 
and he taught mainly those fundamental principles which the 
undergraduate should know. He was intolerant of stupidity 
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and lack of attention to detail, and did not hesitate to use biting 
sarcasm ; but this was only a part of his well-tried method. His 
students learnt fast, and when they had finished their course 
with him they had a firm foundation on which to build in the 
future. He had a great interest in all student activities ; during 
his early years on the staff he had much to do with reviving 
the hockey club, and he continued to support both it and the 
rugby football club until he retired. He was for many years 
treasurer, and for the last five years president, of the students’ 
clubs and societies union, and his able management served this 
organization well. 

Dr. Richards married just before he left the staff, and his 
friends thought he was assured of many years of contented 
retirement. By his unexpected death many of his colleagues 
have lost a generous friend and King’s College Hospital has 
lost one of its most loyal supporters. 


Medico -Legal 


MEASLES IN A HOTEL 
[From our Medico-Legal Correspondent] 

A prospective guest who had booked rooms for his family 
cancelled his booking when he heard that a child in the hotel 
had measles. The proprietor sued him for breach of contract, 
claiming £72, but the learned judge of Bournemouth County 
Court, Judge A. H. Armstrong, ruled that the prospective guest 
had been right and dismissed the suit. 1 A guest at a hotel is 
an invitee, and therefore has a right to be secured against harm. 
The duty to make premises safe is even more stringent when a 
child is a possible sufferer. 

1 £■» enins Standard, Nov. 24, 1948. 


Universities and Colleges 


UNIVERSITY OF OXFORD 

In a Congregation on Jan. 20, the following medical degrees were 
conferred : 

M.D — F Hampton. 

M.B — T. Bell, D G. Jamison, *J. T. H. Green, *T. H. C. Lewis, *A. H, 
Campbell 

'* In absentia . 


UNIVERSITY OF CAMBRIDGE 
Sir Edward Mellanby, F.R.S., Secretary of the Medical Research 
Council, will deliver a lecture in the Physiological Laboratory Theatre 
on Friday, Feb. 25, at 5 p.m. His subject is “ An Experimental 
Investigation into a Condition of Widespread Nerve Degeneration.” 
The lecture is open to members of the University without fee. 

UNIVERSITY OF MANCHESTER 

The University Council has appointed R. S. F. Schilling, M.D., to 
be Reader m Occupational Health. 


UNIVERSITY OF BRISTOL 

indicated'-" 1 ' 115 candldate * las been approved at the examination 
^ ^ B Brierley. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 

Small Tn1h?chLv\e°folf’J ,eW on Feb ’ U with Dr ' W ’ D ' D 
R- G. Mclnnes fOxford/?^ ^r g x were e,ected to the Fellowship: 
(Edinburgh). ’ ^ M - ^orris (Edinburgh), W. J. Bum: 

G- GmnT (Che^I) bC F §D a p^° nfcrr , cd Upotl the foUowin S : 
(Deotaii, India) Siva TR V pSA, F,W, . Ean (London), R. Natarajar 
barber (Uindon), F GPa^ric^^N ( Coil ? ba ‘° r <=> India) , J. M 
(Bechuanaland) R F 'n,, "i (R.ng s'.Lynn), A. M. Merriweathc; 
burgh), S P HalFS^hh 7 * fiVinmX), R. P . Gi „ espie (Edin 
Stoioe (Edinburgh) R h K J - R ' M&kenzie (Carluke), I. H 

r. a. 


Medical Notes in Parliament 


Remuneration for Temporary Residents 

On Feb. 3 Colonel Stoddart-Scott asked the Minister oi 
Health if any payments had yet been made to the doctors in 
the National Health Sendee for the treatment of temporary 
residents, visitors, holiday-makers, foreigners, and those patients 
not on a doctor’s list. 

Mr. Bcvan replied that no payments had yet been made for 
the treatment of temporary residents, visitors, holiday-makers, 
and foreigners. The principles on which such payments should 
be made were under discussion with the medical profession. Il 
was contemplated that payments in respect of the period from 
July 5 to Dec. 31, 1948, should be made on March 31 next. 
The amount of these payments was not yet known. So fat 
as he knew, this country was at present the only one which 
provided such a service for its visitors. 

Refresher Courses 

During the period July 5. 1948, to Jan. 31, 1949, payment: 
in respect of refresher courses under Section 48 of the Nations 
Health Service Act amounted to £1,335. In the same periot 
payments amounting to £1,982 were made in respect of refreshe: 
courses for cx-Scrvicc doctors and dentists. There were ii 
addition a large number of residential and other appointment 
in hospital for cx-Servicc doctors. 

Fees for Sight-testing 

Replying on Feb. 3 to Sir George Harvie Watt, who askei 
what fees were payable to persons included in the ophthaimi- 
list for services rendered under the National Health Service 
Mr. Bevan replied that the fees were: 

£ s. d. 

Ophthalmic medical practitioners, sight testing fee . . Ill 6 

Ophthalmic opticians, sight-testing fee . . . . 15 6 

Ophthalmic or dispensing optician, dispensing fee ..150 

He added that any proposals to adjust these amounts wer 
matters for discussion with the professional organizations a 
regards ophthalmic medical practitioners and with the Optics 
Whitley Council as regards opticians. 

Radioactive Effluent 

Mr. Bovd-Carpenter asked on Feb. 3 what steps were take 
to check the degree of radioactivity of material in the Rive 
Thames resulting from the discharge of radioactive efiluer 
from Harwell. Mr. Bevan explained that each batch c 
effluent was tested and certified at Harwell before discharg 
into the Thames and the total amount of radioactive materia 
discharged was always known at Harwell and by the Ministr 
of Health. The amount which could be discharged with safe! 
had been determined on the recommendations of a scientifi 
subcommittee of the Medical Research Council. The amounl 
so far discharged had been much below that safety limit, am 
would probably be too small, after dilution with river wRtet 
to be detected at all. Tests of the river water would not there 
lore at present be of any value. 

Milk Bill 

At a meeting of the Parliamentary Medical Group at th 
House of Commons on Feb. 3 the officers of the Group wer 
reappointed for 1949. The Milk (Special Designations) Bi 
was discussed with' a deputation from the British Medicf 
Association, and it was agreed to seek certain amendment! 
The Bill has already passed through the Committee and Repoi 
stages in the House of Lords. 

Single-handed Doctor 

Mr. Martin Lindsay asked on Feb. 3 how many peopl 
received E.C./Reg.l07, dated Jan. 14, from the Birminghar 
Executive Council informing them that they must change thei 
doctor. 

Mr. Bevan said in reply that the executive council’s letter 0 
Jan. 14 was sent to 3,196 people. They were all on the lis 
of a single-handed doctor whose total list amounted to 8,27! 
or over double the number agreed with the medical professio 
as the maximum which could be properly attended by or 
doctor. The action was taken in consultation with the doctc 
concerned. Mr. Bevan saw no reason 10 question it. 
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1 

better 


technique 

in the investigation of STERILITY 


Designed mainly for the investigation of sterility,* Visco-Pjelosil' elimiii- 
atesmany of the shortcomings encountered with earlier contrast media. 
'Visco-Py elosil* is a 35 per cent aqueous solution of diodone and, by 
virtue of its viscosity, has far less terdercy than ordinary solutions to 
run back beVw een the cannula and the ccmx, thus tbe risk of the picture 
being obscured by Jeakageof the medium into the vagina is very appre- 
ciably reduced Because *Vtsco-Py elosil* is rapidly absorbed, there is 
no chance of chronic irritation resulting from its retention in the body 
cavities. Moreover, the preparation is free from toxicity even m much 
larger doses than those employ ed in practice. Exposures are made im- 
mediately after the injection of * Visco-Py elosfl’ and the resultant pic- 
tures are of high density and excellent definition, readilv revealing any 
abnormality of the fallopian tubes. 


HE 


V 1 S.C.OAPy ELOSll L 


brand Viscous solution of Diodone 


10 cc. crpcj es 
In boxes of / & 5 


GLAXO LABORATORIES LTD., Greenfard. Middlesex BY Ren 3*34 
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EM P ORIS AJRS 
TEDICINA 
•ERE EST (OVID) 


The art of medicine is gen- 
erally a question of time. 
With the peptic ulcer patient, 
as is well known, the rate of 
healing is determined by tbe 
ulcer’s freedom from irrita- 
tion. By rapidly buffering 
excess add and at the same 
time avoiding add rebound, 
‘ALUDROX,’ a suspension 
of 5'6% colloidal aluminium 
hydroxide in gel form, ensures 
rest for the ulcer. Pain is re- 
lieved and time taken for heal- 
ing reduced to a minimum. 






ALUDROX 

Aluminium hydroxide gel 


OHN WYETH & BROTHER LIMITED 
llifton House, Euston Road, London, N'.W.l 
IEPLEX - ETTDRJNE - FETROLAGAR - PLASTULES 


'Tfn;n;n:nm;nirYnfnm:n:n:n 


nmi. 



Nitrogen Mustard 





Boots 


A powerful cytotoxic agent which in carefully 
controlled dosage acts selectively against cells 
showing increased proliferative activity. Clinical 
trials have shown that the intravenous injection 
of Nitrogen Mustard Hydrochloride will reduce 
the tumour masses in cases of Hodgkin’s disease 
that have become resistant to X-rays, and will 
bring about a fall in the white cell count in some 
cases of chronic myelogenous leukaemia. It is 
also of value in the reticuloses and in some cases 
of lymphosarcoma. 

Boxes of io x io nig. rubber-capped vials. 


Further information gladly sent on request 
to the Medical Department 
BOOTS PURE DRUG CO. LTD. 
NOTTINGHAM, ENGLAND 
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A COLLOID OF FERRIC HYDROXIDE ( 10 % 
Fe) One teaspoonful is equivalent, 
in iron content, to approximately 30 grs 
iron and ammonium citr te. 

Neo-Ferrum is an inexpensive and highly 
effective form of iron suitable for 
general use in the treatment of iron 
deficiency amemias. It is pleasantly 
flavoured and does not upset the stomach 
nor discolour the teeth. 

Neo-Ferrum Tablets provide an ex- 
tremely convenient and pleasant alter- 
native; two tablets are equivalent to one 
teaspoonful of the liquid product. 
Neo-Ferrum may be given to young 
infants as well as to children and adults. 
The liquid preparation is readily miscible 
with milk feeds. 
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X§U% I. . . in asthma 

CONSCIOUS or unconscious fear ot an attack often 
shadows the mind of the asthmatic the knowledge that he 
s f ranol ’ to forestall or relieve such attacks can dispel 
this shadow and testore confidence 

, ,s a Potent combination of ephednne (to relieve 
? "* spasm), theophylline (to dilate the bronchioles) and 
Luminal (to mitigate apprehension) 

wiVofmn rS Lr Warn "i' g r oE ^ r l attack ’ two tab,cts °f * Franol ’ 
aii afi round ? g re lcf Taken U re 8 ularl y. ‘ Franol ’ wiU bring 
an all round improvement in the general condition 

Medical literature supplied upon request 
Tabtas In lubes of 20 hollies of 100, 500, 1,000 


FRANOL 


ANTI-ASTHMATIC 

BAYER PRODUCTS LI m I T P n 

AFRICA HOUSE. KINGSWAY. W C.2 



For chilblains 

PERNIVIT’ 

Tablets of Acetomenaphthone 
and Nicotinic Acid B.D.H. 


Considerable success in the treatment of 
chilblains has been reported following the use 
of acetomenaphthone in one group of patients 
and of nicotinic acid in a second group. 

It may be that abnormal venous permeability 
and prolonged blood clotting time on the one 
hand and venous stasis from vasoconstriction 
on the other are both contributory causes of 
chilblains. 

• Trial of a combination of acetomenaphthone 
and nicotinic acid collaterally, therefore, seems 
justified. ‘ Pemivit ’ is now available as tablets, 
each containing 

Acetomenaphthone 7 mg. 

(Prokayvit Oral) 

Nicotinic Acid 25 mg. 

Bottles of 50 and 500 tablets 

MEDICAL DEPARTMENT 

THE BRITISH DRUG HOUSES LTD LONDON N 1 

Pnt/E/525 


Feb. 12, 1949 


MEDICAL NOTES IN PARLIAMENT 


HsmsB 

Mar cal Journal. 


289 


Nursing Staff 

Asked on Feb. 3 to give the number of nursing staff emploved 
n hospitals at any convenient date in 1938, 1946, and 1948, 
Mr. Bevan furnished these figures: 

September, 193 8—96,800 (including 800 part-time). 

September, 1946 — 111,600 (including 2,600 part-time). 

September, 194S— 132,000 (including 19,000 part-time) 

He added that the number of hospital beds unstaffed in 
September, 1948, was 57,000, or about one-ninth of the total 
number of beds. 

Parliamentary Secrcrar) . — Mr. Arthur Blen'kissop. hitherto 
Parliamentary Secretary to the Ministry of Pensions, has been 
appointed to be Parliamentary Secretary to the Ministry of Health 
in place of Mr. L. J. Edwards, who becomes Parliamentary Secretary 
io the Board of Trade. 


EPIDEMIOLOGICAL NOTES 
Influenza 

f There were 37 deaths from influenza in the great towns of 
J England and Wales in the week ended Jan. 29, as against 45 in 
1 the preceding week. In the first four weeks of 1949 the deaths 
were, on the whole, lower than they had been in any previous 
vear except 194S. 

There have been several reports of scattered outbreaks of 
influenza in camps and residential schools. This appears to be 
true influenza, and virus has been isolated from some cases 
' Generally speaking the disease is usually mild, with fever 
lasting about four days. The current English strain has not 
jet been finally identified, but one French and two Dutch 
strains seem to be identical serologically and related to, but 
not identical with, the English 1947 A. All these strains are 
remotely related to the PR8 strain of virus A 

Discussion of Table 

In England and Tl'ales increases were reported in the notifica- 
tions of scarlet fever 322, whooping-cough 117, diphtheria 39. 
and dysentery 34. There was a decrease in the incidence of 
measles 668 and of acute pneumonia 134. 

The decreased incidence of measles was due to the experience 
of the northern part of the country ; in the south an increased 
incidence was recorded. The largest decreases in the notifica- 
tions of measles were Lancashire 398, Yorkshire West Riding 
228, and Gloucestershire 198 ; the largest increases were 
Southampton 251, Essex 119, and Surrey 60. 

A small rise in the incidence of scarlet fever occurred 
throughout the country: the largest rises were Lancashire 108 
and Yorkshire West Riding 55. With a few exceptions the 
local returns for whooping-cough showed only slight fluctua- 
tions; there was a rise of 37 in Surrey and a fall of 40 in 
Leicestershire. 

The chief feature of the returns of diphtheria was an increase 
of 21 in Yorkshire West Riding.; this was mainly due to an 
outbreak affecting 15 persons in Bradford C.B. Notifications 
of diphtheria in the south-eastern counties rose from 4 to 11. 

An outbreak of dysentery with 5 cases was notified from 
Oxford, Bultingdon R.D. The largest returns for dysentery 
1 were London 41 (St. Pancras 31); Lancashire 24 (Liverpool 
C B. 8, Oldham C.B. 8) ; and Yorkshire West Riding 8. 

There were multiple notifications of acute poliomyelitis in 
London 3 (Islington 2); Middlesex 2; Gloucestershire (Bristol 
C.B. 2) ; Nottinghamshire (Basford R.D. 2) ; Lancashire 2 . 
and Yorkshire West Riding 2. 

In Scotland there were decreases in the notifications of 
whooping-cough 56 and measles 45, with a rise in the incidence 
of scarlet fever 15 and diphtheria 13. The notifications of 
scarlet fever declined by 17 in the western area but rose in 
the remaimne areas 

In Eire the notifications of diarrhoea and enteritis increased 
by 17 and the notifications of measles declined by 16 The 
increase in cases of diarrhoea and enterius was due to the 
experience of Dublin C.B. 

In Northern Ireland an increase was recorded in the notifica- 
tions of scarlet fever 16 and measles 12. The incidence of 
■ncasles rose in Belfast C.B. 19 and Antrim County 15, and 
^ tell in Tyrone County 31. 

Week Ending January 29 

The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,191, whooping-cough 
■> 857, diphtheria 141, measles 11,656. acute pneumonia 935, 
cerebrospinal fever 45. acute poliomyelitis 20, dysentery 60. 
pmtvphoid 2, and typhoid 3 


No 3 

infectious diseases and wal statistics 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 22 
Figures of Principal Notifiable Diseases for the week and tho^e fo- the cc-e 
spondmg week last jear, for (a) England and Wales (London included) (b) 
London (admimstramc countv) (c) Scotland (d) Eire (e) Northern Ir elan d 
Figures of Births and Deaths, erd of Deaths recorded under each irfecncus disease, 
fff for * (a) The 126 great towns in England and Wales (including London) 
(b) London (admmtstrame countj) (c) The 16 principal towns in Scotland (d) 
The 13 principal towns m Eire (e) The 10 principal towns in No-the-p I re ’and 
A dash — denotes no cases, a blank space denotes disease not constable or 
no return available 



(a) 

(b) 

(c) 

(d) 

(0 

(a) 

(b) 

<C) 

(d) 

<e) 

Cere brespin al fever 

24 

4 

25 

1 

I 

47 

5 

21 

2 



Deaths 


— 

1 




1 

— 



Diphtheria 

13! 

5 

47 

5 

4 

199 

25 

60 

14 

8 

Deaths 

3 

— 

— 

— 

— 

2 

— 

— 
















Dysentery 

104 

41 

36 



4 

131 

7 

43 

1 


Deaths 




— 

— 




— 

— 

Encephalitis lethargies. 

1 










Deaths 


- 





- 




Erysipelas 



40 

4 

5 



55 

15 

6 

Deaths 


— 





— 




Jrifective enteritis or 











diarrhoea under 2 











years 




49 





24 


Deaths 


— 

7 

3 

' 

46 

5 

5 

2 

— 

Measles* 

10,254 

357 

63 

41 

163 

3.457 

2S4 

1023 

121 

14 

Deathsf 



1 

— 

1 



3 

1 

— 

Dpbthaimia neonatorum 

39 

3 

10 



1 

64 

5 

17 

i 



Deaths 











Paratyphoid feier 

1 



2(B) 

1(B) 

— 

7 

2 







Deaths 

— 

— 

— 


— 

— 

— 

— 

— 


Pneumonia, influenzal 

1.050 

45 

16 

13 

9 

780 

69 

7 

4 

< 

Deaths (from influ- 











enza)t 

45 

3 

IS 

2 

— 

IS 

5 

2 

— 

— 

Pneumonia, primary . 



472 

33 




278 

31 


Deaths 

314 

51 


IS 

12 

454 

47 


12 

10 

Folfo-encephalitjs, acute 

2 





3 

— 




Deaths 











P ohomjehtis, acme 

26 

3 

3 

I 

— 

35 

4 

3 


_ 

Deaths 5 

3 

— 




3 

— 




P uerperal fever . 



10 




1 

7 


I 

Deaths 











Puerperal pyrexia. 1 ] 

96 

9 

13 

i 

1 

110 

12 

10 

2 

2 

Deaths 


— 





— 




Relapsing fever 









— 

— 



— 

Deaths 











Scarlet fever 

1,311 

77 

2SS 

92 

60 

1,847 

127 

350 

39 

45 

Deathst 



— 

— 




— 

— 

— 

Smallpox 





— 

— 

— 

— 

— 



— 

— 

Deaths 





— 




— 

— 

Typhoid fever . . 

3 



— 

— 

— 

6 

1 

1 

4 

1 

Deaths 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

T’vphus fever 






— 

— 

— 

— 

— 

— 

_ 

Deaths 




— 

— 




— 

— 

Whooping-cough * 

2.942 

195 

24$ 

66 

67 

2.547 

15S 

39 

42 

4 

Deaths 

14 


— 

1 

— 




- 

1 

Deaths CO— I year) 

374 

39 

56 

30 

12 

3b$ 

to 

53 

23 

10 

Infant mortality rate 











(per 1.000 live births) 











Deaths (excluding still- 











births) 

5.8S1 

944 

S33 

222 

14< 

5.222 

7 £S 

6S5 

215 

156 

Annual death rate (per 











1,000 persons living) 



167 

13 8 




13 S 

13 5 


Live births 

7,754 

1267 

953 

405 

2S3 

8,421 

1319 

1030 

372 

264 

Annual me per 1,000 











persons living 



19 I 

25 1 




20'S 

23 3 


Stillbirths 

234 

30 

19 



231 

24 

21 



Rate per 1 000 total 










! 

binhs (including 











stillborn) 



20 

i 




20 

1 

i 


• Measles and whoop nc-cougn are cot notifiable in ocmi-mU, and ihe rrvtsi 
ire therefore an app-oamation only 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative counrvl. will ro logger be published. 

% Include* primary form for England and Vales. London (adtmrnstrative 
countv), and Northern Ireland 

§ The numbe- of deaths from poliomyelitis and poIio-encephaliLs for England 
and W ales. London (administrative countv), are combined 

" Includes puerperal fever for England and Wales, Eire, and Northern Tre’snd 
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Lord Webb-Johnson 

Lord Webb-Johnson, President of the Royal College of Surgeons 
of England, has been made an Honorary Freeman of the Worshipful 
Company of Barbers, whose Master is Dr. G. G. Macdonald. The 
ceremony conferring the freedom took place at a recent meeting of 
the Court. 

N.A.P.T. Colonial Scholarships 

The National Association for the Prevention of Tuberculosis has 
decided to offer six further scholarships for postgraduate study in 
tuberculosis in Britain during 1949. They will be open to doctors 
and other medical personnel of either sex throughout the British 
Colonal Empire and the Sudan. The successful candidates will come 
to Bmam for about six months to study tuberculosis in its widest 
aspects — preventive, clinical, administrative, and social. The awards 
are as follows: (a) two scholarships to doctors who cither possess 
qualifications registrable in the United Kingdom (value of scholar- 
ships, £120 each) or are graduates of Colonial Medical Schools (value 
of scholarships, £100 each); (6) four scholarships (value £80 each) to 
matrons, nurses, health visitors, or members of Colonial Sanitary 
Departments. The successful candidates will be granted allowances 
to cover lodging and subsistence expenses from Colonial Government 
funds, and the details of their training during the tenure of the 
scholarship will be supervised by the N.A.P.T. Travelling expenses, 
purchase of books, and other incidental expenditure will fall to be 
met by scholars out of their scholarship money. Application, which 
should be made through heads of departments, will be forwarded to 
the Colonial Office, which will make recommendations to the Council 
of the N.A.P.T. Candidates should submit applications in time for 
them to reach the Colonial Office by May 1. 

Infected Meat 

The National Veterinary Medical Association has issued a warning 
to the public against buying uncooked meat at pet-food shops. 
Some of the meat may have been condemned as unfit for human 
consumption on account of its being infected with tuberculosis or 
other disease. There is an obvious danger of dogs and cats contract- 
ing the disease from this source unless the meat is thoroughly 
cooked ; and the danger to 3 rtima! owners handling such meat before 
it is cooked is said to be by no means negligible. Where such meat 
has to be handled raw, it is advisable to wash the hands thoroughly 
aflei wards. One City Corpoiation, on the advice of its Chief 
Veterinary Officer, has already obtained from Parliament authority 
to make by-laws to protect the public from this danger. 


Ipswich and Colchester Rahcrc Club 
At a meeting held at Colchester on Jan. 8 under !he chairmanship 
of Dr. Pcnry Rowland a Rahcrc Club was formed, open to old 
students of St. Bartholomew’s Hospital in Suffolk and North Essex. 
The next dinner will be held at Ipswich in October. The secretary. 
Dr. W. RadcSiffe, Wivcnboe, near Colchester, will be glad to hear 
from any old Bart’s students in the district who may be interested. 

COMING EVENTS 

Liverpool University Medical Students’ Society 
The annual dinner of the Liverpool University Medical Students’ 
Society tvill be held at Exchange Hotel, Liverpool, on Wednesday, 
Feb. 23, at 7 for 7.30 p.m., when the guest of honour will be Sir 
William Gilliatt. 

Swiss Medical Congress 

The 17th Annual Congress of the Swiss Society of Internal Medicine 
wilt he held at Lugano on May 6-S, Information may be obtained 
from Dr. O. Gsell, Kantonsspilal Si. Gall, Switzerland. 

International Congress of Electroencephalography 
The second International Congress of Electroencephalography will 
be held in Paris on Sept. 1, 2, and 3, and on one day of the following 
week there will be a joint meeting with the International Neurological 
Congress. Full particulars may be ’obtained from the British repre- 
sentnihe on the organizing committee of the congress, Dr. W. Grey 
Walter, Burden Neurological Institute, Stoke Lane, Stapleton, Bristol. 

N.A.P.T. Jubilee 

The National Association for the Prevention of Tuberculosis will 
celebrate its jubilee this year by holding a Commonwealth and 
Empire Health and Tuberculosis Conference on July 5-S. The 
provisional programme is as follows: Tuesday, July S: "Tuberculosis 
as a World Problem — Trends in the Modern Treatment for Tuber- 
culosis, including Streptomycin and P.A.S." Wednesday, July 6; 
“ Regional, County, and County Borough Tuberculosis Schemes— 
Organization of Comprehensive Tuberculosis Schemes in a British 
Colony.” Thursday, July 7 : “ Problems in the Prevention and 
Detection of Tuberculosis, (a) Tuberculosis among Nurses and 
Students, lb) The Policy of B.C.G. Administration— Psychological 
and Social Rcadaptatiotv of Chronic Disease in Industry." Friday, 
3uly 8: “ Pi election from Bovine Tuberculous Infection.” Speakers 
will include: Dr. Mare Daniels, Dr. T. A. Lloyd Davies, Dr. John 
Francis, Professor Jorgen Lehmann, Dr. Geoffrey Marshall, Dr. 
John G. Scadding, Mr. C. Price Thomas, Dr. Charles Wiicocks, Dr. 
A. B. Williamson, Dr. J. Greenwood Wilson. The fees are three 
guineas for four days, one guinea for a single day or session. 
Particulars may be obtained from the N.A.P.T., Tavistock House 
North, Tavistock Square, London, W.C.l. 


Hospital Catering Training Centre 
A training centre for training in all branches of hospital catering 
is to be established under the auspices of King Edward’s Hospital 
Fund at St. Pancras Hospital (now part of University College 
Hospital). The centre will provide meals for patients and staff in 
the hospital, be a model catering department in layout, organization, 
and equipment, and include all modem labour-saving devices. It 
wiii be at least six or twelve months before it is ready to take trainees. 
Mr. C. C. A. Gibbs has been appointed officer-in-charge of the 
centre. He was formerly catering officer to St, Mary’s Hospital. 


SOCIETIES AND LECTURES 


Monday 

London: University College. — A t Physiology Theatre, Gower 
Street, London, W.C., Feb. 14, 4.45 p.m. “ The Ultracentriluge 
and Electrophoresis Apparatus in Protein Research" by Dr, P. 
Johnson, Ph.D, 

Medjcal Society of London, 1 1, Chandos Street, Cavendish Square, 
London, W., Feb. 14, 8.30 p.m. " Old Age." Discussion to be 
introduced by Dr. Trevor Howell and Mr. W. Sampson Handley. 


New Pharmaceutical Preparations 
In order to help medical practitioners and pharmacists the Pharma- 
ceutical Journal has started a service giving information about new 
proprietary and non-proprietary preparations. For two guineas a 
year the subscriber receives cards on which the preparations are 
described their composition, indications for use, dosage, packing 
anti price, and supplies. References in the medical press on the use 
ot some of the preparations are included. A filing cabinet for the 
cards is supplied. Information may be obtained from the 
ZT C Tr\ Journal (Department N.P.), 33, Bedford Place, 


■onat Insurance Scheme 

!nfu?i’nr- e ^)^ nd sclf ; ei »P 5o > ed new entrants to the Nation 
six f or \, Ju y 5 ' 1948 > "'bo were ill during the fir 

sickness benefit nr f scheme and * b^ause *ey were not entitled 
V® for some olher reason, did not notify the ioc 

Miniwrv of S Nadon ?? Ce ° ? 1h * ir itiCa P acit y are advised by t! 
L” in i x- V al ‘9 na5 Insurance to do so as soon as possible 

butions ca^ a be n cxcused ance ° ffi ‘ e b '■ ROtmed cf i«ap&ity f conti 
' incur- t ^ an bc excused in certain circumstances, even though tl 

“d ^however Tn ^V 0 bCRefU ’ Un!i! a 

cxcuxul, itoncicr, an insured person remains liable to m* 
contribution for each week he is sick and not receiving bene P fiu 


Tuesday 

Institute or Dermatology, 5, Lisle Street, Leicester Square, 
London, \V,C. — Feb. 15, 5.15 p.m. “ Diseases of the Nails," by 
Dr. I. Muende. 

Institute of Urology. — A t St. Paul’s Hospital, Endell Street, 
London, W.C., Feb. 15, 1 1 a.m. " Urethritis due to Protozoa, 
Metazoa and Fungi," by Dp A. H. Darkness. 

London: University College.— A t Physiology Theatre, Gower 
Street. London, W.C., Feb. 15, 5. IS p.m. " Anatomical- and Histo- 
logical i tints.” hv Dr. A. Schweitzer. 

Royal Cc" ■ I’n v :: London, Pall Mall East, S.W.— 

Feb. 15, 5 p.m, “ -n V itt Post-war Europe," Milroy 

Lecture by Dr. Marc Daniels. 


Wednesday 

Institute of Dermatology, 5, Lisle Street. Leicester 
London, W.C. — Feb. 16, 5 p.m. ” X-ray Technique," 
C. W. McKenny. 

Institute of Urology.— A t 
London, W.C., Feb. 16, II 


Square, 
by Dr. 


St. Paul's Hospital, Endell Street,- 
a.nr. "Urethritis due to Protozoa, 
Metazoa and Fungi," by Dr. A. H, Harkness. 

Pharmaceutical Society of Great Britain. 17, Bloomsbury Square, 
bond on ■ W C.— -Feb. 16, 7.30 p.m. "The National Formulary, 
1949, ’ by Mr. T, C. Denston, B.Pharm., Ph.C., F.R.LC. 

- m >0!Oscomcal Society.— At B.M.A. House, Tavistock 
Square, London, W.C., Feb. 16. 5.30 p.m. Ordinary meeting. 
Barer “” S M ‘ croscopes ~ Past - Present, and Future," by Dr. R. 
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Thursday 

Edinburgh Clinical Club. — At B.M.A. Scottish House, 7, Drums- 
heugh Gardens, Edinburgh, Feb. 17, S p.m. “Functional Dis- 
orders of Childhood by Dr. J. L. Henderson. 

Edinburgh Royal Infirmary. — Feb. 17, 5 pun. “Incoordinate 
Uterine Action “ Honyman Gillespie Lecture by Dr. Clifford 
Kennedy. 

Faculty* of Radiologists. — At British Institute of Radiology, 32, 
Welbeck Street, London, W M Feb. 17, 8.15 p.m. Joint meeting 
with British Institute of Radiology and R.S.M. Section of Radiolog}’. 
“ The Physical, Cytological . and Medical Aspects of Protection 
from Ionizing Radiations with Special Reference to the Use of 
High Voltage X Rays and Radio-isotopes.” Discussion to be 
opened by Sir E. Rock Carling, Dr. Frank Ellis, and Professor 
W. V. Mayneord. 

Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., Feb. 17, II a.m. “Traumatic Urethritis by Dr. 
A. H. Harkness. 

London University*. — At Large Lecture Theatre, St. George’s 
Hospital Medical School, Hyde Park Comer, London, S \V., 
Feb. 17, 4.30 pun. Lecture-demonstration: “Psychiatry'.” 

London: University College. — At Anatomy Theatre, Gower 
Street, London, W.C., Feb. 17, 1.15 p.m. “The N&v Philosophy 
of Science/' by Dr. G. Bumiston Brown. 

Ro^'al College of Physicians of London, Pall Mai] East, 5.W. — 
Feb. 17, 5 pun. " Tuberculosis in Post-war Europe,” Milroy 
Lecture by Dr. Marc Daniels. 

Royal Society of Tropical Medicine and Hygiene. — At 26, 
Portland Place, London, W., Feb. 17, 730 p.m. “ The Epidenii- 
ology of Yellow Feicr in Central Africa ," by Dr. A. F. Mahaffy. 
A discussion will follow’. 

Society of Medical Officers of Health.— At B.MA.- House. 
Tavistock Square, London, W.C., Feb. 17, 5.30 p.m. “ Can the 
M.OJH. Help to Present Accidents in the Home? " Paper by Dr 
C. A. Boucher, to be followed' by a discussion. 

Friday 

Biochemical Society’. — At St. Thomas’s Hospital Medical School, 
London, S£., Feb. 18, 2 pun. 274th meeting. Papers will be 
read. 

Faculty of Radiologists.— Joint meeting with British Institute of 
Radiology and R.S.M. Section of Radiolog}’, Feb. 18. Discussion : 
“ The Physical, Cytological . and Medical Aspects of Protection 
front Ionizing Radiations with Special Reference to the Use of 
High Voltage X Rays and Radio-isotopes." (1) At Renal College 
of Surgeons of England, Lincoln’s Inn Fields, London, W.C., 
2.15 p.m. To be opened by Drs. J. R. Nuttall, J. F. Loutit, and 
A. Glucksmann. (2) At Royal Society of Medicine, 1, Wimpole 
Street, London, W., 8.15 p.m. To be opened by Sir E. Rock 
Carling and Drs. Katharine Williams and W. G. MarJey. 

London Chest Hospital, Victoria Park, E. — Feb. 18, 5 p m. “ The 
Place of Ear, Nose, and Throat Sirrgery in the Treatment of Chest 
Diseases ,” by Mr. J. W. S. Lindahl. 

Middlesex County' Medical Society. — At Edgware Genera! 
Hospital, Edgware, Middlesex. Feb. 18, 3 p.m.’ General meeting- 

Royal Medical Society, 7, Melbourne Place, Edinburgh — Feb. IS, 
8 pm. " Lobar Pneumonia,” by Mr. G. F. A. Howie. 

West London Medico-Chirukgical Society’. — At South Kensington 
Hotel, 41, Queen’s Gate Terrace, London, S.W., Feb. 18, 7.15 for 
7.30 pun. Dinner meeting 8-30 pun. V? Guild for Doctors,” by 
Lord Horder. 

Saturday 

Kent Paediatric Society. — At Royal Star Hotel, Maidstone. Feb. 19, 
230 p.m. " The Children’s Act,” by Dr. Dorothy Makepeace 
and Miss Harvie. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 


Atnott. — On Jan. 23. 1949. in London, to Dr. Rmh Amott (nfe Bon), wife 
of Dr. D C. Amott, twin sons. 

Baker. — On Feb. 3. 1949. at County Hospital. Hereford, to Bobbie (nie Grider), 
wife of Dr. W. H. J. Baker, a daughter. 

Jones. — On Jan. 30. 1949. at Swiss Cottase. Llanelly, to Margaret fntfe Penny). 
wile of Dr. Derek Hayi nan Jones, a daughter. 

Lamming. — On Jan. 10. 1949. to Olive (n£e Callow), wife of Robert L. Lamming. 
F.R.C.S . Douglas. Isle of Man, a daughter. 

Pitt. — On Jan. 12. 1949. in Watford, to Penelope (nfc Reynolds), wife of 
Dr. N. jP. Pitt, a daughter. 

Tate. — On Feb. 1, 1949. at Nottingham Hospital for Women, to Margaret (e5e 
Bailey), wife of Malcolm Tate. BAL. of Bredon, Oak Tree Lane. Mansfield, 
a son — Philip. 


marjuage 


Balint — Gibson. — On Jan. 15. 1949. at Gorin g-by-Sea. Worthing. John Balint. 
M.E.. B.Ch., to Jean Gibson. M.R.C.S.. L.R.C.P. 


DEATHS 

Bateman.— On Jan. 30. 1949. at Chester Military Hospital. Albert Brooke 
Bateman. V.D.. M.B., Ch.B., B.D.S.. L.D.S. R.C.S.. Surgeon Commander 
CD). R.N.V.R. 

Bertram.— On Feb. 2. 1949. at Nantbank. Taynuilt. Argyll. William Darling 
Bertram. M.B.. Ch B . D.P.H.. aged 47. 

Bfeasby. — On Feb. 1. 1949. at Sunderland General Hospital. Doris Eliza 
Nisbet Blcasbr. L.R-C-P-AS.Ed.. of G’asgow. aged 29. 

Galbraith. — On Feb. 1 1949. at Ross Memorial Hospital. Dingwall. James 

John Galbraith. M.D., D.P.H.. J.P.. aged 71. 

HalditKDa-ris-— On Feb. 2. 1949. at Greens End. Forest Row. Susste. H. Da-rid 
Haldin-Daris. M.D.. F.R.C.P.. F.R.C.S- late of 52. Harley Street. London. W. 

Ilayles. — Recently. Alfred William Hayles. M.R.C.S.. of Pontr.cwydd. cczr 
Newport. Mon., ased S5, 


Any Questions ? 

Correspondents should give their names end addresses ( not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 

Hereditary Influence of Epilepsy 

Q . — Is there any evidence that the children of an epileptic are 
specially liable to nervous or other affections ? 

A. — Heredity is undoubtedly an important factor in the 
aetiology of epilepsy. Some studies have shown that as 
many as 10% of children with an epileptic parent are simi- 
larly affected. It seems likely, however, that this high figure 
is true only for institutional and severe cases, in which the 
hereditary component is strongest. Samples drawn from the 
general population, and thus including milder instances, give a 
lower figure — perhaps not much more than 24%. Nevertheless 
this last figure is about five times greater than the general inci- 
dence of the condition. It is difficult, in the light of present 
knowledge, to be at all sure whether epilepsy should be regarded 
as one thing or many, speaking genetically. There is evidence 
that traumatic epilepsy is more likely to develop in those 
with a hereditary predisposition. The electroencephalographic 
studies of Lennox and Gibbs indicate that about 5% of the 
population show abnormal brain waves: it is suggested that 
the underlying condition behaves as a Mendelian dominant ; 
it has also been found fhat identical twins always resemble 
each other in the presence or absence of abnormal rhythm 
and also in its type. Of the- 5% who are predisposed, how- 
ever, only about 1 in 20 ever has fits. Whether predisposition 
results in the manifest condition is presumably determined, or 
largely determined, by environmental influences. Thus, 
although the brain waves of identical twins are always alike, 
such twins not infrequently differ as regards actual epilepsy. 
It has also been observed that fraternal twins are considerably 
more alike in this respect than are brothers and sisters bom 
at different times ; presumably this points to the importance of 
prenatal or natal influences. Further research will be required 
before it becomes possible to elucidate the inheritance of 
epilepsy more precisely and also to calculate reasonably accu- 
rate chances in individual instances. 

It would not appear that epilepsy is often genetically associ- 
ated with other neurological and mental abnormalities, though 
some writers have claimed a connexion with migraine. The 
epilepsy which is so common in low-grade mental defectives 
is a special case ; this is something different in its causation 
from the epilepsy occurring in those of normal mentality, and 
epileptic mental defectives do not appear to have any excess 
of epileptic relatives. 


Water-Pitressin Test in Epilepsy 

Q. — May J have full details of the water-pitressir. test used 
as an aid to diagnosis in doubtful cases of epilepsy 7 

A. — The patient is confined to bed throughout the test. He 
is given an enema, is asked to pass urine, and is then weighed. 
He is fed on an ordinary diet with copious fluids. The intake 
and output of fluid are measured and are charted daily, and 
the patient is weighed morning and evening. An increase of 
2% in the body weight with an excess of intake over output 
is taken as proof that a positive water balance has been estab- 
lished. This point is usually reached in 4S hours. Pitressin 
0.25 ml. is then given intramuscularly, and 300 ml. of water 
by mouth. Further doses of pitressin (0.5 mi.) arc given with 
300 ml. of water every two hours to a total of ten injections 
unless a fit occurs before, when the test is stopped. Positive 
results have been claimed in from 40 to S0% of suspected 
epileptics, and there appears to be no risk of causing a fit in 
a person who is not an epileptic. Pitressin should not be 
administered- to patients suffering from diabetes mellitus, 
nephritis, arteriosclerosis, or myocarditis. 
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CL Welchii and Gas Embolism 

Q. — (a) What is the chemical nature of the gas produced in 
man by the gas-gangrene organisms ( Clostridium welchii, etc.) ? 
(b) Could the equivalent of "air embolism" be produced by 
this gas and lead to death from acute heart failure? 1 have , 
in mind a case in which a clostridial infection followed a septic 
abortion, and death took place comparatively rapidly . with 
collapse, low blood pressure, and intense dyspnoea, clinically 
le'sembling pulmonary embolus. On opening the innominate 
veins at necropsy large bubbles of gas escaped. 

A. — (o) Hydrogen and carbon dioxide in the proportion of 
about three parts to one. (fi) No. Gas is found in consider- 
able quantity only in tissues rich in fermentable carbohydrate 
— that is, muscle and liver. It is true that a small amount 
would be formed from blood sugar, and the accumulation of 
this after death might account for the appearance observed, 
but it could not conceivably accumulate during life in such 
volume as to cause fatal gas embolism. If embolism did occur 
m this case, is it not much more likely to have been due to 
ihe detachment of a thrombus ? 


Absorption of Dead Foetus 

Q . — Can a dead foetus in utero ( missed abonion ) become 
absorbed and disappear with little external loss ? Can such 
absorption be associated with toxic effects such as headaches, 
nausea, fainting, and leucocytosis ? 

A. — If the dead foetus is small, as in the first trimester, it is 
often absorbed and not found when the products of conception 
are expelled or removed. This is the case, for instance, in 
carneous moles. If by “foetus” the questioner means all the 
products of conception, the answer is still “yes.” Even at 
term a placenta may be absorbed in utero, as has happened 
where a placenta accreta has been left in situ and a subsequent 
pregnancy has occurred. The absorption of a missed abortion 
may be accompanied by the signs and symptoms mentioned. 


Persistent Sciatic Pain 


U . — A patient developed acute meningitis following cintho- 
c aine hydrochloride injection, and this responded to treatment 
with sulphonamides. A month after his discharge from hospital 
he was readmitted because of left sciatic pain. This was in- 
creased by coughing, but there was no low back pain. The 
patient had a leucocytosis, but was afebrile, and there were 
neither motor nor sensory signs. Penicillin. 130,000 units in 
eight intrathecal injections, brought the white count to normal 
but had only a transitory effect on the pains. Is this fl case of 
nerve-root compression due to inflammatory fibrosis 7 What 
treatment would you suggest, what investigation, and what is 
the prognosis ? 


A. — This is a problem case on which it would be impossible 
to give a dogmatic opinion without first making a full exami- 
nation of the patient. There appear to be three possibilities. 
The first is that the sciatic pain is due to irritative neuritis 
resulting from the intrathecal infection ; but if this was the 
case it might be expected that the symptoms would be bilateral 
rather than unilateral. The second possibility is that the condi- 
tion is one of root pressure caused by a prolapsed intervertebral 
disk. Injury to a disk in the course of a difficult or ill- 
periormed lumbar puncture might predispose to later prolapse. 

he tmrd possibility is that the symptoms are due to some 
quite independent condition, such as spinal or pelvic neoplasm 
o- sacro-ihac disease. 


Before deciding on the best form of treatment it will bt 
'° establish the diagnosis with greater certainty. Ii 
ut l eaS> ’ en0i i sh t0 dispose of the third possibility — the 
least likely one-after careful investigations, which shouk 
inc u e pe tic examination ; radiography of the hip-joints 

‘ 10 / nts - and lumbar s P' ne cerebrospinal-fluid analysis 
with particular reference to the protein level and bacteriology 

° f the er V toQ cyte sedkwer.tauou rlu 
Assuming that extraneous conditions are thus excluded, it wi! 
then be necessary to decide between prolapsed intervertebra 
disk and irritative neuritis. The degree of the leucocytosis a 


the time of readmission is not stated ; but unless the white- 
cell count was significantly raised it need not necessarily be 
regarded as an indication of reinfection, particularly as there 
was no pyrexia. Because of the unilateral nature of the pain, 
and of the history of repeated lumbar puncture, disk prolapse 
in the more likely possibility ; and if examination of the cerebro- 
spinal fluid reveals no significant abnormality such a diagnosis 
should be made provisionally and conservative treatment 
instituted. Incidentally, treatment on very similar lines would 
be appropriate for a case of irritative neuritis. This should 
consist of: (1) application of a well-moulded plaster jacket 
from pubis to mid-thoracic level, applied with the patient stand- 
ing ; (2) rest in bed in the jacket for three to four weeks : (3) if 
improvement is occurring, ambulation and limited activity in the 
plaster is then permitted for a further six to eight weeks before 
removal of the jacket ; (4) subsequently, if necessary, the patienl 
may be fitted with a lumbo-sacral belt of strong design, to be 
worn for six months or more according to the clinical indica 
tions. Treatment on these lines has been shown to give excel 
lent results even in severe cases of prolapsed intervertebral disk 
and, particularly in a case such as this, it would be wise tc 
continue with conservative measures for a considerable perky; 
before considering any form of operative treatment. 

NOTES AND COMMENTS 

Threatened Abortion. — Mr. L. W. Heffermxn (Swansea) writes 
In an answer given in “ Any Questions ? ” (Jan. 22, p. 163) I n otic 
that the final opinion appears to be to discontinue the use o 
progesterone for threatened abortion. The following case ma 
therefore be worthy of record. The patient was a woman, now age 
30, who in 1940, as a primigravida, had a miscarriage at six month! 
Just prior to this occurrence she was in an air-raid shelter at tb 
back of the house while there was some bombing. She becam 
pregnant again in 1941, and, having decidcdAo get away from th 
bombing area, she went to the outskirts of the town. She agai 
had a miscarriage at six months, and on this occasion, in additio 
to being in a safe area, there was neither air-raid warning nc 
bombs. In 1942 she was pregnant for the third time and decide 
to seek medical advice. We put her on progesterone, and she dui 
gave birth to a full-time baby girl weighing 7 lb. 2 oz. (3.2 kg. 
In 1944 she had a miscarriage at two months. In 1945 she agai 
became pregnant and again sought medical advice. She was put o 
progesterone once more and again had a baby girl weighir 
8 lb. 12 oz. (4 kg.). She is pregnant again (expected date of cot 
finement May 16), and wc are' treating her with progesterone. SI 
sought medical advice because she had had a slight loss. At. tl 
moment the foetus appears to be very vigorous. 

In addition to this case I have personal records of twelve othi 
cases, all of whom as primigravidae lost their first pregnancies. A 
the twelve subsequently in their second pregnancies were treated wil 
progesterone. Eleven had full-time normal infants, but one had 
miscarriage for the second time in spite of progesterone. I hai 
not seen her since, and in this case the Rh factor may be to blam 
1 notice that vitamin E was recommended, but I look upon this : 
more useful from a fertility point of view rather than for kcepiv 
the foetus in situ after the pregnancy has occurred. 


Correction. — In the paper “ ‘ Paludrine ’ (proguanil) in Prophvlax 
and Treatment of Malarial Infections Caused by a West Africt 
Strain of P. falciparum ,” by Sir Gordon Coveil and others (Jan. 1 
p. 88), a mistake occurred in describing under “ Prophylacu'c Trials 
how the patients were infected with malaria. The sentence shou 
read : “ The patients were infected once weekly over a period of s 
weeks, each subject under prophylaxis alternately being bitten by fi’ 
to ten heavily infected mosquitoes one week and receiving the ne 
week intravenous injection of a suspension of the salivary glands i 
one heavily infected mosquito by the technique described by Shu 
(1937).” 
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THE SECRETARY REPORTS 


THE SPENS APPROACH 

1 here are two quite different groups of recommendations in 
the genera! practitioner Spens Report. The committee began 
by asking itself whether general practitioners as a body were 
receiving enough before the war. It had before it Professor 
Bradford Hill's estimate of the gross aggregate general practi- 
tioner income and his report on its spread among different 
practitioners. 

The first, and not least important, conclusion of the com- 
mittee was that the gross aggregate income was not enough. 
In effect, they said it was £3 million a year short of what it 
should have been. This conclusion stands quite apart from 
the Spens recommendations on how income should be spread 
among general practitioners, what percentage should receive 
one level and what percentage should receive another level of 
remuneration. While the difficulties of comprehending the 
Spens recommendations of the spread of income among 
general practitioners are very great even to those who have 
read the Report again and again, no such difficulty exists in 
understanding the Spens conclusion that general practitioners 
were underpaid before the war to the tune of £3 million a year, 
(n fact, this conclusion enables us to calculate what the aggre- 
gate pool of general practitioner income should be to-day. In 
round figures general practitioners were receiving £28 million 
before the war. As this was £3 million short they should have 
been receiving £31 million. Spens says that that £31 million 
should be translated into terms of post-war money having 
regard to two things — the changed value of money and the 
increases received by other professions. In other words, the 
£31 million should receive proper betterment. But before 
making the calculation for betterment it is necessary' to recall 
that at the time the £28 million was received by general practi- 
tioners the number of principals was 17,900. To-day it is over 
20,000. Unless over 20,000 practitioners are to share a pool 
designed for 17,900, the pool must be adjusted for the addi- 
tional number of practitioners sharing it. The adjustment is 
of the order of £3} million. This brings us, on the basis of 
Spens, to £341 million. Another adjustment is necessary 
because the number of people in England and Wales and 
Scotland is greater than it was in pre-war days. Another 
£1 million has to be added for this. We now reach £351 million. 

What should the betterment factor be ? The Government 
first announced its figures of 20% addition to the net remunera- 
tion and 55% addition to the practice expenses element rather 
more than two years ago. At that time the figure which repre- 
sented the increased cost of the middle-class budget, as calcu- 
lated by an expert, was in the region of 45%. To-day the 
figure, as calculated by the same expert, is 85%. To put it at 
its lowest, if 20% was the right figure at the end of 1946 when 
the real figure was 45%, the right figure to-day is not less 
than 60%.~ Indeed, unless the 20% became something be- 
tween 50% and 60%, general practitioners would have suffered 
a loss of real remuneration between the announcement of the 
Government’s figure and its coming into operation. We could 
fairly claim that the figure should be somewhere between 160 
and 185, taking pre-war as 100. 

Size of Central Pool 

The point I am trying to make is that, quite regardless of the 
mode of distribution, it is possible to negotiate the two adjust- 
ments which should be made in the size of the central pool to 
make sufficient money available for the remuneration of general 
practitioners. After all, unless the pool is of the right size the 
recommendations of Spens on its proper distribution can never 
be achieved. 


Some people, remembering the difficulties imposed by the 
central-pool conception in Insurance Acts days, are wondering 
whether it would be wise to return to it- The difficulty about 
the old central pool was that it needed legislation to enlarge 
it But this no longer holds. Bearing in mind that in the future 
the remuneration of a practitioner will need to be adjusted for 
the number of doctors who enter the Service as well as for the 
population and the betterment, there is a strong case for pro- 
ceeding by stages, the first stage being to ensure that the aggre- 
gate pool is of the right size, the second being to secure iu 
proper distribution. 

Review of Hospital Staffs 

Boards of guardians and regional hospital boards are now 
faced with two problems of unusual concern to the profes- 
sion. The first is the decision which of the members of the 
hospital staffs they have inherited should be graded as specialists, 
and the second the allocation of duties to members of hospital 
staffs. On the first point the Ministry has made plain its views, 
which can be summarized in the following terms. Where a 
practitioner is engaged also in general practice, regard should 
be bad to length and nature of experience and to the practi- 
tioner's standing as a consultant among his colleagues. The 
determination of status cannot depend solely on the possession 
of a postgraduate qualification but must take account of experi- 
ence. Practice exclusively as a consultant or specialist cannot 
be employed as a criterion, since a number of practitioner 1 
engaged in other medical work may be qualified as specialists 
by experience or otherwise, and their services will be essentia'- 
for the adequate staffing of the hospitals. 

On the second point — the allocation of duties — the Ministry's 
view is that regard should be had both to the needs of the 
Service and the circumstances and preferences of the individual 
practitioner. It may be that a practitioner now working in two 
fields of medical practice may wish to confine himself to one. 
either as a whole-time or as a part-time officer. It may be 
that a whole-time officer may wish to be employed as a pan- 
time officer in the Service. On this second point — the possi- 
bility of transferring to whole-time or part-time service — some 
doubts have been raised about the superannuation position. 
Would a practitioner making such a transfer lose in terms of 
superannuation ? In general it may be said that the super- 
annuation 'terms for the part-time officer are more favourable 
than those for the whole-time officer. In the former case the 
calculation of pension is based on 11% for each year of service, 
whereas in the case of the latter it is based on 11%. 

There is an important proviso: in the case of the part-time 
specialist who devotes the bulk of his time to the Service the 
Minister may direct that the pension shall be assessed on SQ;h' 
ti.e., 11% for each year). If this proviso should come into 
operation in the case of an individual the result is that his 
mode of calculating pension is the same as for full-time service, 
the amount of the pension depending on the average remunera- 
tion in the last three years’ service. He would receive for 
twenty years’ service 20/S0ths of that average remuneration, 
while in cases where the proviso does not apply the corre- 
sponding pension would be 14% of the total remuneration 
over the twenty years. If a whole-time officer transfers to. 
sa>, nine sessions, those nine sessions being maintained until 
the end of his career, the amount of the difference is likely 
to be relatively small. To sum up. the change in the pension 
position will be relatively small provided the number of sessions 
is high and — this is a most important proviso — the rate of 
sessions is maintained until the retiring age. 
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THE NATIONAL FORMULARY 

The new National Formulary has been published (see Journal, 
p. 278), but will not be put into use for some weeks, since 
time must be allowed for circulation to manufacturing chemists, 
retail pharmacists, and the issue by executive councils to 
doctors on their lists. Every practitioner giving general medical 
services may expect to receive a copy early in April. 

On or about May 1 the National War Formulary will cease 
to be the official formulary and will be superseded by the 
National Formulary'. Prescribers are asked to refrain until 
then from using the titles or abbreviated titles of the new 
Formulary. 

DEPENDANTS OF FORCES PERSONNEL 

OPHTHALMIC SERVICES 

The Minister of Health has decided that an appropriately quali- 
fied ophthalmologist in the armed Services may prescribe on 
Form O.S.C. 2 for the wives and families of Service personnel. 
He should first apply to the Central Professional Committee 
for inclusion in the central list of practitioners having the pre- 
scribed qualifications. When his application is accepted he may 
apply to the local Ophthalmic Services Committee of his area 
for the inclusion of his name on the committee’s ophthalmic 
list. His application should be on Form O.S.C. 11, obtainable 
from the committee concerned. 

No fee is payable by the executive council for the sight test, 
and therefore the Service ophthalmologist does not use Part 5 
of Form O.S.C. 2. Otherwise the ordinary procedure applies 
and the patient must obtain an initial recommendation, which 
may be given by a Service medical officer. These arrangements 
do not preclude the dependants of Service personnel from using 
the Supplementary Ophthalmic Service. 


INCORRECT INCOME TAX DEDUCTION 

Some Government Departments and local authorities are said 
to be deducting income tax at source even where the medical 
practitioner's services are of a casual nature. This procedure 
is incorrect. 

The Board of Inland Revenue gives the following opinion: 
“Income tax should not be deducted from the fees or salary 
paid by a public department to a medical practitioner whose 
main source of income consists in private practice, except in 
cases where instructions to deduct tax under P.A.Y.E. are 
received from the Chief Inspector of Taxes (Departmental 
Claims Branch). Normally such payments are assessed on 
the recipient under Schedule D of the Income Tax Act, 1918, 
and are consequently outside the scope of the P.A.Y.E. system, 
fhe appointment of a medical practitioner to a salaried part- 
time post should, however, be notified to the Departmental 
Claims Branch when it is made, and a return of the salary 
and fees paid to him in respect thereof in any income tax year 
should be sent to that office as soon as possible after April 5. 
Wherefees are paid for attendance on individual patients other- 
* ise man m virtue of a salaried appointment, there is no obliga- 

mn on the paying department to make a return to the Depart- 
mental Claims Branch.” 

(There was a note on a similar case of incorrect deduction by 
a regional hospital board in the Supplement of Oct. 16, p. 143.) 


TRAINING OF NURSES 

The Women’s Liberal Federation discusses nurses in 

C r l ie Gna [ P . artnersM P- Jt emphasizes the impc 
tance of human relationships in maintaining a happy a 

effiaent nursing staff. The preliminary training course shot 

month 8 Th m h° tW ° years ' and ' exce P t for the first 

months, should be earned out m hospital. It should cover t 
minimum of essential theory and emphasize the' learning 
practical nursing skills. Those who pass a practical, oral, a 
written test at the end of the course should be entitled 


registration as “Enrolled Nurse." The staffing of hospitals 
should not be entirely dependent on the work of student nurses ; 
enrolled nurses and domestics should take over some of the 
work. An advanced course lasting two years after the basic 
training should be taken by all those wishing to rise in the 
profession. Another six months should be spent on specializa- 
tion. No nurse should be appointed to a position of responsi- 
bility without the advanced certificate which would give her 
State registration. 

HOSPITAL APPOINTMENTS FOR 
EX-SERVICE DOCTORS 

The Ministry of Health scheme for the postgraduate education 
of medical officers released from the Forces provided hospital 
posts : 

(a) for practitioners who were called up within a year or two 
of qualifying, and on release required a period of hospital experience 
before entering general practice. These arc Class I posts: salary 
at the rate of £350 per annum, plus £100 per annum if non-resident; 
period of tenure six months. 

lb) for practitioners who before being called up were being trained 
to become specialists or consultants and on release desired to con- 
tinue their training. These arc Class III posts; salary at the rale 
of £550 per annum, plus £100 per annum if non-resident; period of 
tenure six months renewable for further periods of six months as 
necessary. 

In some cases practitioners who had not begun to specialize 
before joining the Forces, but desired to do so on release, were 
given an initial period in a Class I post and, if suitable for 
specialized training, transferred to posts in Class III. 

The scheme will be continuing under the National Health 
Service, and the postgraduate deans and directors cuf the uni- 
versities are carrying on the work they have done hitherto in 
connexion with it, in co-operation with hospital management 
committees and the boards of governors of teaching hospitals. 
In future, hou’ever, practitioners recruited, shortly after qualify- 
ing, for service starting after Dec. 31, 1948, will not be eligible 
for appointments under the scheme when released, while those 
whose recruitment is deferred up to the age of 30 and who have 
started specialist training will still be eligible for Class III 
appointments on release. These appointments will usually be 
their pr e-Service appointments (or equivalent ones) and will 
be on normal hospital establishments, but if necessary' super- 
numerary appointments may be created. ,, 

PRESCRIPTIONS FOR OUT-PATIENTS 

Where a hospital or clinic in the Service has neither a dispen- 
sary of its own nor regular and convenient arrangements for 
dispensing out-patients’ prescriptions at another hospital, 
prescriptions may be given to out-patients for dispensing with- 
out charge by any chemist providing pharmaceutical services 
under the N.H.S. Act. No charge will fall on the hospital’s 
accounts. Prescriptions issued under these arrangements must 
be signed by a doctor and may relate only to drugs and 
appliances, not to foods or toilet preparations. 

In order that the patient may get it dispensed without charge, 
the prescription must be made out on a special form which is 
being prepared, at the foot of which the name of the hospital 
should be stamped. The Ministry states that it is impossible at 
present to extend these arrangements to hospitals which have 
their own regular arrangements for dispensing. 

MEDICAL PRACTICES ADVISORY BUREAU 

A BRANCH IN EDINBURGH 

An appointments information service is now available at the 
Association’s Scottish Office. Doctors seeking openings in 
general practice, or the introduction of locums, assistants, or 
partners, should address inquiries to the Medical Director, 
Medical Practices Advisory Bureau, 7, Drumsheugh Gardens, 
Edinburgh, 3. 
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AUSTRALIAN HEALTH SERVICE ACT 

The Federal Parliament of Australia passed the National Health 
Service Act at the end of 194S. It is an enabling Act providing 
for a service whose general administration will be under the 
Director-General — a legally qualified medical practitioner of 
not less than 10 years 1 standing. The services to be provided 
include general medical or dental practitioner services, con- 
sultant and specialist services, ophthalmic services, maternal 
and child health services, aerial medical and dental services, 
diagnostic and therapeutic services, convalescent and after-care 
services, nursing services, and medical and dental services in 
universities, schools, and colleges. The Director-General may 
establish, maintain, and manage hospitals. laboratories, health 
centres, and clinics, and provide scholarships or training for 
university graduates and others who have completed courses 
' of training. He may also 

establish, maintain, or develop, or assist in the establishment, 
maintenance or development of, courses of training in nursing 
1 (including dental nursing), dental hygiene, radiography, radiation- 
j therapy, physiotherapy, biochemistry, dietetics and other matters 
< related to medicine or dentistry; 

undertake or develop, or assist in the undertaking or development 
of, measures (including research and epidemiological investigations) 
for the improvement of health (including maternal and child health) 
and for the prevention of disease; 

encourage group practice by medical practitioners and dentists; 
and 

disseminate information relating to health and the prevention of 
disease. 

The estimated cost with full participation of practitioners of 
- the medical part of the services in the first year is £A6,000.000. 
The annual cost of the dental service is estimated to be 
£A4.000.000 within a few years. 


Medical Benefit Scheme 

Speaking on the Second Reading of the Bill in the Senate on 
Nov. 24. 1948, Senator N. E. McKenna, Minister for Health 
and Social Service, said that the Government's proposals were 
to pay 50% of the fees charged by the doctor for services given 
the patient, and to pay this amount on behalf of the patient 
direct to the doctor in accordance with a prescribed schedule of 
fees chargeable by doctors who participated in the scheme. The 
scheme would be begun as soon as possible and be extended 
as rapidly as circumstances permitted to include the various 
classes of specialists on terms similar to those for general 
practitioners. It was thought that full-time salary would be 
appropriate payment for medical practitioners in remote country 
areas, for full-time specialists, such as pathologists and radio- 
logists in hospitals, with sessional fees for other specialists, and 
salaried service for medical superintendents and a full-time staff 
at hospitals. 

The details, of the scheme will be laid down in regulations. 
[ Practitioners will be required to make available the records of 
' their services to patients in order to obtain their remuneration. 


Health Centres 

Senator McKenna said that the Commonwealth proposed to 
establish a number of health centres in different areas. They 
would correspond in function to the surgeries of the larger 
medical partnerships of the present day, and would provide 
general practitioner service, specialist service, and diagnostic 
facilities. It was contemplafed that they would be established 
on varying administrative staffing bases, so that there would 
be opportunities for observation and comparison for future 
guidance. 

Compensation 

The Act provides for the payment of compensation to a 
medical or dental practitioner who is in practice in or near 
a place where a hospital, health centre, or clinic is established 
in connexion with the Health Service ; who undertakes to make 
his professional services available exclusively for the Health 
Service; and who has thereby suffered or will suffer loss arising 
from a diminution in the value of his practice. 


Hospitals and Other Services 

The following may be taken over for the purposes of the ser- 
vice: (n) any medical service or dental service; (b) the whole 
or part of any hospital, laboratory, health centre, or clinic ; 
and (c) any property used in connexion with these. The 
Minister may arrange for, or undertake, the manufacture of 
medical and dental supplies, appliances, and equipment, 
including visual aids and hearing-aids. 

Specialists 

The Director-General may " compile and publish a fist of 
medical' practitioners or dentists recognized by him as being 
specialists in any field of medical science or dental science." 
For a person to be recognized as a specialist the Director- 
General must be satisfied that he works wholly or mainly in 
that field and is generally regarded by medical practitioners 
or dentists as having special skill and experience ; or that he 
has special academic qualifications in that field and has recently 
held or holds a hospital or other appointment affording oppor- 
tunities for acquiring or demonstrating special skill and experi- 
ence in that field. For guidance the Director-General may con- 
sult any list compiled by the appropriate State authority or 
professional body. A person who wants his name to be included 
in the list must apply to the Director-General, who may refer 
the application to an Advisory Committee. 

Conflict with Profession 

The Federal Council of the B.M.A. considers that the Act is 
unacceptable to the profession. In the first place it would 
prefer the control of the service to be in the bands of a 
corporate body composed predominantly of medical men 
instead of under the Director-General of Health. It fears 
the encroachment of State control over all aspects of medical 
practice, particularly since the Act allows the Government to 
make regulations that would bring the whole medical profes- 
sion under its complete control. At the Council's meeting in 
December, 1948, it held that no regulations under the Act 
should be promulgated unless they have first been approved 
by the controlling corporate body. The Council points out 
that the system by which a doctor claims his fees for the items 
of service rendered to patients necessitates a breach of his con- 
fidential relationship with those patients. Further, the public 
would strongly object to having such details inspected by 
Government officers. Practitioners would be unwilling to 
undertake the clerical work and liabilities involved in acting 
as the agent for the patient obtaining medical benefits. They 
would prefer the refund system by which the patient pays the 
whole fee to the doctor and claims a refund of half the fee 
from the Government. The Council refused to admit the right 
of the Government to fix a fee of which it paid only a part, 
and therefore demanded that a scale of benefits and not a fee 
should be laid down. 

In reply to a request from the Minister that a joint committee 
of Government and Federal Council Representatives should be 
set up, the President. Sir Henry Newland, wrote ; " The medical 
profession . . . would insist that payment by the refund system 
be included in the scheme. . . . The Federal Council agrees to 
the principle of a joint committee of representatives of the 
Government and the Council to consider certain details of the 
proposed scheme, but only when major matters of policy bad 
been agreed to by both parties. It will be prepared to partici- 
pate as a whole in a joint committee when such agreement has 
been reached.” 

In his reply the Minister said: “Your intimation that your 
Council ‘insists 1 that the Government makes its contribution 
to the hundreds of thousands of individual patients per month 
instead of to a few thousand doctors as a condition precedent 
to its participation in a joint committee is a presumptuous pre- 
requisite and is accepted by the Government as an express rejec- 
tion of its proposal for the establishment of a joint committee. 
... I have to convey to vou the derision of the Government 
that, within the limits of constitutional power, it will proceed 
to put its plans into operation.” 

After saving that members of the Government have declared 
that no measure for the control of the Health Service is likely 
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to prove effective unless the co-operation of the medical pro- 
fession is obtained, a leading article in the Medical Journal of 
Australia of Feb. 5 continues: “The members of the medical 
profession cannot be expected to consent to take part in a ser- 
vice which, according to the expressly stated opinion of the 
Minister, has as its ultimate aim the abolition of private medical 
practice — in other words, the denial of the freedom of the 
individual. From the point of view of the public it is abun- 
dantly clear that the sick person is to be regimented as well as 
the doctor, and that he will be liable to a scrutiny which should 
not even be regarded as possible in what is held to be a 
democratic community.” 


A VISIT TO THE EAST AFRICAN BRANCHES 


E. GREY TURNER, M.C., M.A., M.R.C.S., L.R.C.P. 

Assistant Secretary, B.M.A. 

London Airport was soaked in rain and the Thames was over 
its banks as we crossed it in a B.O.A.C. York. The rain cleared 
over central France, and the navigating officer pointed out 
Mont Blanc standing high and clear 150 miles to the east. The 
Rhone was in flood: from its mouth a huge tongue of dirty 
brown water stretched out many miles into the deep-blue 
Mediterranean. Unfortunately there was cloud over Tunisia, 
but I recognized the salt lake behind Tunis, and Sousse 
and Monastir. We spent the night at Tripoli. Next morning 
we flew over Benghazi and Alamein. The Delta — green, fertile, 
intensively cultivated and densely populated — looked exactly 
like a huge infarct in the desert. Cairo airport showed signs 
of war — Egyptian fighters ready to take off, A.A. batteries 
manned, sentries with bayonets fixed. 1 had arranged to meet 
the Honorary Secretary of the Egypt Branch, Dr. W. H. 
Hamilton, and we had a short but enjoyable lunch together. 
This brief contact was the first of many reminders that the 
Association has thousands of loyal members scattered all over 
the world. The Egypt Branch is unique in that it is the only 
Branch in a completely foreign country. 

At Khartum I was met by the Honorary Secretary of the 
Sudan Branch, Dr. H. M. Elliott, who drove me to the 
Kitchener School of Medicine, where I had the pleasure of 
attending a meeting of the Branch. At their request I gave 
a talk on the National Health Service. Throughout my tour 
all doctors showed intense interest in the National Health 
Service and in the affairs of the profession at home. The Sudan 
Branch holds monthly meetings, and appears to be full of 
vitality. It is not always appreciated that in many ways the 
Association plays an even more important role overseas than 
it does at home. In most places it is the only medical body, 
and in many — such as_ Dar-es-Salaam and Kampala — it is the 
only scientific or cultural society of any sort. For these reasons, 
apart from any others, the B.M.A. is greatly esteemed overseas. 
The British Medical Journal and the Association’s other publi- 
cations are keenly appreciated everywhere. Our overseas 
Branches play a vital part in the life of their communities. 

On the third day we arrived over the green and undulant 
highlands of Kenya and crossed the Equator, at which point 
p passengers were formally enrolled into the Winged Order 
of Line Shooters. I spent the next six days there. In 
■the course of my stay I met nearly all the many members of 
our profession in Nairobi, which includes a high proportion 
of private general practitioners and specialists as well as the 
Government medical officers ; and also the Chief Secretary (who 
was Acting Governor), the Chief Justice, the Member for Health 

rtMA E ' Mortlmer ). and ,he Director of Medical Services, 
Ur. is. M. Maclennan. I spent a day in the Kiambu Native Re- 

fC 1 had the £00d fortune to meet an African chief, 
waruhm, a man of very impressive intellectual and moral 
f' atu . r 5-,, 1 , v ' s ' ted Native Hospital, the Kiambu Hospital,' 
the Mathari Mental Hospital, the pathological laboratory and 
maternity and chiW-weffare clinics. In all of these, just as in 
all the other East African medical units which T was able to 
MSit, a very high standard of clinical and educational work 
ts achieved in spite of overcrowding, shortage of staff, and 


unsuitable buildings. I was particularly impressed with the 
Mathari Mental Hospital, where Dr. J. C. Carothers has 400 
patients of all races (in the whole of East Africa there is a 
large Asian population besides the African and European) under 
a minimum of restraint and in beautiful surroundings. The 
discharge rate is 75%, and the percentage of relapses within 
five years is low. 

Population Problem 

I attended a meeting of the Kenya Branch Council and 
addressed a full general meeting of the Branch. The Kenya 
Branch, and particularly my host. Dr. A. R. Paterson, are 
deeply concerned by the population problem in East Africa 
Briefly, the problem is this: there is strong evidence that the 
native population of Kenya is increasing at a rapid rate (between 
1% and 2% a year), while it is certain that the productivity of 
the land is declining fast owing to soil erosion, overcropping, 
and overgrazing. The combination of a rapidly expanding 
population and a rapidly dwindling food supply points clear!) 
towards disaster. Dr. Paterson (who was once described b> 
Julian Huxley as “like a very strong monsoon”) is convinced 
that this threat overhangs all Africa south of the Sahara and 
(not unnaturally) that it overshadows all other questions. To 
my surprise, the population problem was scarcely mentioned 
in either Tanganyika or Uganda, but its existence in Kenya is 
visible even to the newly arrived visitor. 

I know how dangerous it is to draw any conclusions from 
a brief visit, but flying across Kenya one can see many areas 
where vegetation is giving way to red desert, and one of m> 
earliest impressions on landing was of the thinness of the 
Africans and their cattle. Of course a great number of factors, 
known and unknown, enter into this question, which is stated 
here only in barest outline. The agricultural and economic half 
of the problem is being energetically tackled by the Govern- 
ment. It is the much more difficult demographic half with 
which the Kenya Branch are concerned ; and they consider 
very seriously that the whole subject of health and population 
in the African colonies should at once be investigated at the 
highest and most authoritative level — namely, by a Royal 
Commission. 

On Jan. 12 I flew to Dar-es-Salaam, touching down en route 
at Tanga, where one of the medical officers stationed there met 
me to discuss a number of points. Tanganyika was extremely 
hot, far hotter than Kenya, where the weather had been like 
spring in England. My kind and thoughtful host was Dr. D. A 
Skan, President of the Tanganyika Branch. Dr. Skan is the 
senior pathologist, and he showed me in his laboratory a 
German tablet commemorating the period when Robert Koch 
worked there on malaria. The Tanganyika Branch had 
arranged a full programme for my stay. I visited all the 
hospitals, met the medical profession of Dar and an up-country 
representative, and lunched at Government House with the 
Acting Governor. Dr. P. A. T. Sneath, the Director of Medical 
Services, very kindly entertained me to a large dinner-party at 
the Dar-es-Salaam Club. 

Dissatisfaction in C.M.S, 

Tanganyika is in many respects quite different from Kenya 
(as -incidentally is Uganda), and the Tanganyika Branch is 
much different in character and outlook from the Kenya Branch. 
-The Tanganyika Branch is composed almost entirely of Govern- 
ment members. It is no secret that the Colonial Medical 
Service is at present unpopular, and one of the principal objects 
of my tour was to investigate the causes of-dissatisfaction with 
our members oh the spot. One of the chief causes lies in the 
recruitment department of the Colonial Office. It is clear that 
in many cases incomplete or even inaccurate information is 
given to "candidates about the work of a Colonial Medical 
Officer. Many men seem to have been recruited in the belief 
that their work would be purely clinical, and are aggrieved arid 
frustrated when they discover their error. There is, of course, 
an immense and fascinating field of clinical work for the 
colonial medical officer, but he must also be prepared to occup) 
himself with a good deal of public health and social medicine, 
and with a certain amount of plain colonial administration— 
i.e., the government of backward peoples. There are plenty of 
doctors who would be attracted by a varied career of this sort.’ 
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Fig I 

CASE HISTORY 

M.R. Aged 40. House- 
wife. Varicose ulcer 
with severe eczema 
right leg. (Fig. 1). 

TREATMENT 

August gth, 1946. — 
Ulcer and surround- 
ing skin cleaned with 
cod liver oil. Strips of 


VARICOSE ULCER WITH ECZEMA 
Healed beneath Pressure Bandaging 


applied over the whole area with a pad of cotton- 
wool and felt over the ulcer, and the leg again 
bandaged with Elastocrepe. 

October 4th, 1 946. — Calamine lotion, pad of conon- 
wool and Elastocrepe repeated. 

October nth , 1946. — Repeated. 

November 1st , 1946. — Condition healed. (Fig. 3). 
The patient was instructed to continue application 
herself of calamine lotion and Elastocrepe. 
COMMENT. In this case the eczema was more 
troublesome than the ulcer. 

Both responded to the 
soothing effect of Ichtho- 
paste and the firm pres- 
sure of Elastocrepe. De- 
tails and illustrations above 
are of an actual dase. T. J. 

Smith & Nephew, Ltd., 

Manufacturers of Jelonet, 

Ichthopaste and Elasto- 
crepe are privileged to pub- 
lish this instance, typical of 
many, in which their pro- 
ducts have been used with 
success, in the belief that 
such authentic records will 
be of general interest. F.g. ? 
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Fig. 2 


Jelonet were applied to cover the ulcer add the 
eczematous area, with a pad of cotton-wool over the 
ulcer only. The whole leg was bandaged with 
Ichthopaste and then with Elastocrepe. (Fig. 2). 

August 23 rd, 1946. — Ichthopaste and Elasto- 
crepe bandaging repeated. 

Sept. 13th, 1946. — The oedema was reduced and 
the leg much less painful. Calamine lotion was 
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and if the Colonial Office stated the full facts plainly they 
would obtain recruits who would know what to expect and 
would enjoy it. 

Another cause of low spirits in the Colonial Medical Service 
is the fault so commonly found in all large branches of Govern- 
ment sendee — bad man-management. The two essentials of 
man-management are personal interest and diffusion of informa- 
tion. A good leader of men. whether a general in command 
of an army, or the D.M.S. of a colony, or the S.M.O. of a 
province, will — at whatever cost to his other work — make 
frequent personal contacts with his subordinates and make 
them feel that he takes a personal interest in their work. He 
will also keep them fully informed of policy and developments 
at higher levels. Colonial medical officers are required to sub- 
mit regular reports ts their superiors ; but I found no evidence 
of any flow of information in the opposite direction. As a 
result a number of medical officers seemed to be groping in the 
dark, without any clear idea of what purpose they were expected 
to achieve. Part of the blame for this lies also upon the 
Colonial Governments, who do not always appear to have 
formulated any clear medical policy. If the medical staff are 
to know what is expected of them, it is essential that the 
Government should sit down with its advisers and work out 
what purposes it proposes to achieve with the medical resources 
at its disposal. 

There are other causes of dissatisfaction. Colonial medical 
officers are required to carry a heavy burden of secretarial and 
clerical work, much of which is purely financial accounting and 
book-keeping. I found a ready realization at the secretariats 
that this was entirely inappropriate work for doctors — one 
governor remarked that doctors are notoriously bad at figures 
anyhow — and in all three territories attempts are being made 
to recruit the non-medical staff necessary to take on this work. 
A more serious complaint, frequently heard, is that medical 
officers are judged more by their reports and returns than b> 
their medical work. A D.M.S, pointed out that a good man 
is good at both, but it is unfair to a man to assume that he 
is bad at both because he is bad at one. The only fair method 
of assessment is by personal knowledge of the man and his 
work. 

Then there are salaries, with which is bound up the vexed 
question of private practice. There is fairly general agreement 
that the Secretary of State’s decision three years ago to abolish 
private practice in the Colonial Medical Service is simply not 
practicable in many stations. The difficulty is to devise a scheme 
of private practice which avoids the undesirable features of the 
old system. As regards salaries, there is no doubt that the 
remuneration of colonial medical officers, even after the recent 
revisions, lags appreciably behind the Spens standards. There 
are of course advantages in colonial life, though these must 
be weighed against heavy disadvantages. There is no doubt, 
too, that the Colonial Medical Service offers a magnificent field 
of clinical work and a fine opportunity to do a grand job for 
humanity. All these factors must be taken into account, and 
the East African Branches were deeply impressed by the 
exhaustive review which the Colonies Committee has recently 
completed of the terms of service in the Colonial Medical 
Service. Clearly the terms will require considerable improve- 
ment if they are to conform with Spens. 

The last territory to be visited was Uganda. I flew from 
Dar-es-Salaam via Nairobi, where I spent a pleasant day with 
Dr. and Mrs. A. McK. Fleming, and Kisumu, where I had a 
short meeting with four medical officers stationed in the area. 
In Uganda, as in the rest of the tour, the most complete and 
admirable programme had been arranged for me by the Branch 
secretary. Dr. J. N. P. Davies, to whom the North Persian 
Forces Memorial Medal has just been awarded for his work 
on tropical diseases. 1 had the privilege and pleasure of visiting 
Sir Albert Cook at his beautiful home. Sir Albert, who has 
been fifty-two years in Uganda, founded the East African 
Branches and is the doyen of the profession in East Africa. 
I also met the Director of Medical Services, Dr. T. A. Austin, 
and the Governor, Sir John Hall, and lunched afterwards at 
Government House. I met Lieutenant-General Daubenton. of 
the Netherlands Army Medical Service, now WHO representa- 
tive in Addis Ababa. He thinks highly of the medical services 
in our East African colonies. To our great pleasure General 


Daubenton was able to attend the farewell dinner at the Imperial 
Hotel on the last night of my tour. 

I addressed two meetings of the Uganda Branch and a 
meeting of the African Assistant Medical Officers. The Asian 
practitioners kindly entertained me to a large tea-party. The 
presence of three races in East Africa inevitably gives rise to 
complicated economic and political questions, and these have 
their reflection in the world of medicine. 

I visited a number of hospitals, including Masaka, which is 
S4 miles up country, and Entebbe, where Dr. Fairfull Smith 
(of Glasgow) informed me cheerfully that medical practice 
in Darkest Africa is far preferable to practice in the Gorbals. 
The Mpigi dispensary comprises a busy out-patient department 
and three wards, all under the efficient charge of an African 
medical assistant (i.e.. nursing orderly) with trained African 
female nurses to help him. This is rather larger than most of 
the up-country native dispensaries which I saw in East Africa. 
I visited a biggish hospital run by an Indian doctor for the 
employees of a 15,000-acre sugar estate. At all these institu- 
tions good work is being done, often under trying conditions. 
At Jinja 1 did not see the hospital, but enjoyed a long talk, with 
five up-country medical officers and an RA.M.C. officer 
attached to the King’s African Rifles. 

Makerere Experiment 

Kampala is well equipped with hospitals, and is in some sense 
the medical centre of East Africa. Dr. A. A. Battson kindly 
conducted me round his attractive European Hospital. I spent 
an afternoon at Mengo, the pioneer hospital of the Church 
Missionary Society, nestling close to stately Namirembe 
Cathedral. Dr. R. T. S. Goodchild took me round and gave 
me an insight into the magnificent curative and educational 
work which the missions are doing and have done for so long. 
In the library at Mengo are kept all Sir Albert Cook's case 
reports since 1897. Mulago is the famous Government hospital, 
whose 1,000 beds make it the biggest in East Africa. It pro- 
vides the clinical teaching for tbe medical school of Makerere 
College. The creation of a centre of university teaching for 
Africans is an ambitious project, and in the course of my tour 
I heard some criticisms of the Makerere experiment All over 
East Africa I met medical diplomates of Makerere, and they 
impressed me very favourably. 

But there are those who think that Makerere aims too high, 
and that it would have been wiser to move with less haste and 
to have concentrated at first upon a technical high school rather 
than a university ; and in Uganda there are some who remark 
rather bitterly that all the medical resources of the territory are 
poured into Makerere and Mulago to the detriment of the 
remainder. There is some foundation for these criticisms : but 
1 am inclined to agree with Dr. Eric Holmes, Makerere's distin- 
guished professor of physiology, that the Makerere experiment, 
in spite of all its obvious dangers and difficulties, can and must 
succeed. 

Thus ended my tour of the East African Branches. The 
overseas members were athirst for first-hand information about 
many things at home, and they were desperately eager to dis- 
cuss their great and peculiar problems on the spot with a 
representative from Headquarters. The Association is a power- 
ful Imperial link, embracing all territories and all races. 
I received the greatest hospitality and kindness from all mem- 
bers, and I was struck with the loyalty and affection of our 
overseas Branches towards the parent body. More than all 
tins, however, I was enormously impressed by the devoted and 
skilful work which is being done, often under immense diffi- 
culties. by the medical profession in the colonies, whether in 
Government service, the missions, or in private practice. 


The Ministry of Health states that some National Health Service 
doctors arc continuing to prescribe cn Form E.C.I0 appliances 
which are not included in the Third Schedule {Supplement, Nov. 13, 
1945, p. 173). Only appliances named in the Third Schedule may 
be ordered on Form E.C.10, and chemists are not authorized to 
dispense prescriptions for appliances not named in that list. Medical 
and surgical appliances not included in the Third Schedule may be 
supplied through the hospital service where considered necessary by 
a specialist at a hospital in the Service. 



72 Feb. 12 . 1949 


STANDING ADVISORY COMMITTEES 


SUPPLEMENT to the 
British Medical Journal 


STANDING ADVISORY COMMITTEES 

The following are the members of the Standing Advisory Com- 
mittees set up by the Minister of Health other than the Medical 
Advisory Committee, whose composition was published in the 
Supplement of Feb. 5 (p. 58). 

Standing Dental Advisory Committee 

(a) Members Appointed by the Minister after Consultation 
with the Central Health Services Council ■ — Mr. F. J. Ballard. 
dental practitioner ; member of N.W. Metropolitan R.H.B. and 
University College Hospital and Eastman Dental Clinic Boards 
of Governors (until March 31, 1952). Mr. J. Lauer, dental 
practitioner ; member of Dental Estimates Board (until 
March 31, 1950). Dr. H. T. Roper-Hall, dental practitioner 
(until March 31, 1951). 

(b) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Mr. L. C. Attkins, dental 
practitioner (until March 31, 1953). Professor R. V. Bradlaw 
(invitation to serve not yet accepted), Dean of Durham Uni- 
versity Dental School ; member of Newcastle Board of Gover- 
nors (until March 31, 1953). Mr. W. K. Fry, dental surgeon; 
member of S.E. Metropolitan R.H.B. and Guy’s Hospital 
and Eastman Dental Clinic Boards of Governors (until 
March 31, 1953). Mr. T. Hindle, dental practitioner (until 
March 31, 1952). Professor H. F. Humphreys, professor of 
dental surgery, Birmingham University ; member of Birming- 
ham R.H.B. and Board of Governors (until March 31, 

1951). Professor W. C. W. Nixon, obstetrician, University 
College Hospital (until March 31, 1951). Mr. J. F. Pilbeam, 
senior dental officer, Middlesex County Council (until March 31, 

1951) . Mr. J. A. T. Rowlett, dental practitioner (until 
March 31, 1953). Professor M. A. Rushton, professor, Guy's 
Hospital Dental School (until March '31, 1952). Mr. T. G. 
Ward, dental practitioner ; dental surgeon, Queen Victoria 
Hospital, Grinstead (until March 31, 1951). Dr. A. G. 
Watkins, paediatrician ; member of Cardiff Board of Gover- 
nors (until March 31, 1952). Professor F. C. Wilkinson, pro- 
fessor of dental surgery, Manchester University ; member of 
Manchester Board of Governors (until March 31, 1952), 
Secretary : Miss J. E. Chapple (Victoria 8540, extension 70). 

Standing Pharmaceutical Advisory Committee 

(a) Members Appointed by the Minister after Consultation 
with the Central Health Services Council. — Mr. R. H. 
Henriksen, chief pharmacist, Dulwich Hospital (until 
March 31, 1951). Alderman W. J. Tristram, pharmacist; 
member of Liverpool Executive Council (until March 31, 

1952) . 

(b) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Professor H. Berry, pro- 
fessor of pharmaceutics (until March 31, 1953). Mr. J. O. 
Davidson, pharmacist (until March 31, 1951). Mr. P. Dobson, 

^pharmaceutical chemist (until March 31, 1951). Dr. P. J. 
tiBBONs, general - practitioner ; member of Liverpool Execu- 
te Council (until March 31, 1952). Mr. J. Gilmour, pharma- 
m (until March 31, 1951). Dr. C. H. Hampshire, secretary, 
British Pharmacopeia Commission (until March 31, 1953). 
Mr. j. c. Hanbury, manufacturing chemist (until March 31, 
1951), Mr. ,J. B. Hough, pharmacist, Royal Gwent Hospital 
Di, nt 'l ^ arc f 1 31, 1952). Mr. H. N. Linstead, secretary, 
Pharmaceuti pi Society of Great Britain (until March 31, 1953). 
Mr. G. A. \ Mallinson, secretary, National Pharmaceutical 
Union (until \March 31, 1952). Mr. D. E.'Sparshott. pharma- 
cist (until MrVch 31, 1952). Professor E. J. Wayne, professor 
ot pharmacology ; member of Sheffield R.H.B. and Board of 
Governors (unVjl March 31, 1953). Secretary: Mr. F. F. 
iarchbvnk (Victoria 8540, extension 353). 

V \- 

Standing Ophthalmic Advisory Committee 

( °) embers Apl°°'n'ved by the Minister after Consultation 
’be Central Services Council. — Dr. Janet Aitken 

"* (until MarcK 31 > J950). Sir Herbert Lightfoot Eason 
of 'he GenetV 1 Medical, Council (while President of 


( b ) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Mr. G. W. Black, ophthal- 
mic surgeon ; member of Leeds R.H.B. (until March 31, 1953) 
Dr. Macdonald Critchley, physician and neurologist (until 
March 31, 1952). Mr. O. M. Duthie, ophthalmic surgeon; 
member of Manchester Board of Governors (until March 31, 
1951). Mr. G. H. Giles, ophthalmic optician and lecturer 
(until March 31, 1952). Mr. R. A. Greeves, ophthalmic 
surgeon (until March 31, 1951). Mr. J. R. Howard, dispensing 
optician (until March 31, 1953). Mr. D. H. Lewis, ophthalmic 
optician and lecturer (until March 31, 1953). Mr. O. G. 
Morgan, ophthalmic surgeon (until March 31, 1952). Mr. A. E. 
Turville, ophthalmic optician (until March 31, 1952). Mr. S.M. 
Wells, ophthalmic optician (until March 31, 1951). Dr. 0 
Williams, general practitioner (until March 31, 1953). Mr. 
F M. Wiseman, manufacturing optician (until March 31, 1951). 
Secretary : Mr. S. G. Game (Victoria 8540, extension 328) 

Standing Nursing Advisory' Committee 

(a) Members Appointed by the Minister after Consultation 
with the Central Health Services Council. — Alderman A. F. 
Bradbeer, member of Birmingham R.H.B., Board of Gover- 
nors, City Council and Executive Council (until March 31. 
1950). Mr. F. J. Cable, superintendent, Manchester Royal 
Infirmary (until March 31, 1952). Miss N. B. Deane, matron. 
Bristol Maternity Hospital (until March 31, 1951). Sir Herbert 
Lightfoot Eason. President of the General Medical Council 
(while President of G.M.C.). Mr. S. C. Fryers, house governor 
and secretary, Leeds General Infirmary ; member of Leeds 
R.H.B. (until March 31, 1950). The Hon. A. J. P. Howard 
chairman of St. Thomas’s Hospital Board of Governors (until 
March 31, 1950). Sir Wynne Cemlyn Jones, member of 
Anglesey County Council and Executive Council (until 
March 31, 1951). Miss E. J. Merry, education officer. Queen’s 
Institute (until March 31, 1952). Miss M. E. G. Milne, matron. 
SI. Mary’s Hospital (until March 31, 1950). 

(b) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Miss C. H. Alexander. 
matron, London Hospital (until March 31, 1952). Miss C. F. S. 
Bell, matron, Leicester Royal Infirmary (until March 31, 1951). 
Dr. C. Fraser Brockington, county medical officer of health. 
West Riding (until March 31, 1953). Mr. E. Dawson, chief 
male nurse, St. Ebba’s Hospital, Epsom (until March 31, 1953). 
Miss M. M. Edwards, secretary, Nursing Recruitment Com- 
mittee of King Edward’s Hospital Fund (until March 31, 1952). 
Miss L. I. Gale, ward sister, Liverpool Children’s Hospital 
(until March 31, 1953). Miss F. G. Goodall, general secre- 
tary, Royal College of Nursing (until March 31, 1952). Miss 
E. M. Hillier. matron, Crumpsall Hospital, Manchester (until 
March 31, 1951). Mrs. G. C. Jones, assistant nurse, Stapleton 
Hospital, Bristol (until March 31, 195)). Miss C. M. Pamk, 
ward sister, St. Bartholomew’s Hospital (until March 31, 1951). 
Miss K. M. Roe, public health nurse, London County Council 
(until March 31, 1952). Miss A. E. A. Squibbs, sister tutor. 
Leeds Infirmary (until March 31, 1952).' Miss J. E. Thomas. 
matron, North Wales Sanatorium (until March 31, 1951). Miss 
B. J. Wall, matron, Barming Heath Hospital (until March 31. 

1953). Secretary: Miss P. M. Musgrove (Whitehall 4300. 
extension 722). 

Standing Maternity and Midwifery Advisory' Committee 

(u) Members Appointed by the Minister after Consultation 
with the Central Health Services Council. — Dr. Janet Aitken, 
physician (until March 31, 1950). Dr. Aleck W. Bourne. 
obstetrician and gynaecologist (until March 31, 1950). Miss 
N. B. Deane, matron, Bristol Maternity Hospital (until 
March 31, 1951). Sir William Gilliatt, President of the Royal 
College of Obstetricians and Gynaecologists (while. President). 
Dr. W. V, Howells, general practitioner ; member of Swansea 
Executive Council (until March 31, 1950). Miss E. J. Merry. 
education officer. Queen’s Institute (until March 31, 1952). Miss 
M. E. G. Milne, matron, St. Mary’s Hospital (until March 31, 
1950). Professor J. C. Spence, paediatrician ; member of 
Newcastle Board of Governors (until March 31, 1952). Mrs. D. 
Thurtle, member of London County Council and Shoreditch 
Borough Council (until March 31, 1950). Dr. C. W. Walker. 
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general practitioner ; member of Cambridce Executive Council 
(until March 31, 1950). Alderman W. E. Yorke, Lord Mayor 
of Sheffield ; member of Sheffield R.H.B. (until March 31 

1951) . 

(b) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Miss M. N. Fensom, 
educational supervisor. Central Midwives’ Board (until 
March 31, 1952). Miss E. F. Gore, supervisor of mid- 
lives, London County Council (until March 31, 1953). 
Miss D. M. Hayward, superintendent health visitor, 
Mitcham Borough Council (until March 31, 1952). Dr 
I- Mcl. Mackintosh, senior assistant medical officer (maternity 
ind child welfare), v City of Birmingham (until March 31. 
1953). Mrs. F. R. Mitchell, general secretary. Royal 
College of Midwives (until March 31, 1953). Miss M. 
3 'Conor, member of Isle of Wight County Council and Execu- 
ive Council (until March 31, 1953). Mr. E. W. Scorer, member 
>f Sheffield R.H.B. (until March 31, 1951). Miss A. E. 
Steward, midwifery sister, Colchester Maternity Hospital 
until March 31, 1952). Mr. A. Walker, chairman. Central 
Midwives’ Board (until March 31, 1951). Miss M. Williams. 
natron. Queen Charlotte’s Hospital (until March 31, 1951). 
Secretary: Mr. E. Halliday (Whitehall 4300, extension 178). 

Standing Mental Health Advisory Committee 

(a) - Members Appointed by the Minister after Consultation 
with the Central Health Services Council. — Mr. C. F. Comer, 
general secretary. Confederation of Health Service Employees 
until March 31, 1952). Sir Allen Daley, chairman of the 
Council of the Society of Medical Officers of Health (while 
chairman of that Society). Professor A. J. Lewis, psychiatrist : 
member of Bethlem and Maudsley Hospital Board of Gover- 
nors (until March 31, 1952). Dr. W. G. Masefield, psychia- 
trlst ; member of S.E. Metropolitan R.H.B. and Bethlem and 
Maudsley Hospital Board of Governors (until March 31, 1951). 
Sir Cecil Oakes, member of East Anglian R.H.B. (until 
March 31, 1951). 

(b) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Mr. C. Bartlett, male 
nurse (until March 31,- 1951). Dr. E. J. M. Bowlby, child 
psychiatrist (until March 31, 1951). Dr. W. Russell Brain, 
physician and neurologist ; member of London and National 
Hospitals Board of Governors (until March 31, 1952). Dr. 
N. H. M. Burke, medical superintendent, Cell Barnes Mental 
Deficiency Colony (until March 31, - 1952). Dr. Desmond 
Curran, physician and psychiatrist ; member of S.W. Metro- 
politan R.H.B. (until March 31, 1953). Dr. W. S. Macdonald, 
general practitioner; member of Leeds R.H.B. (until March 31, 
1953). Mrs. K. F. McDougall. psychiatric social worker (until 
March 31, 1951). Alderman M. Payne, member of Glamorgan 
County Council ; chairman of Glamorgan Mental Hospital 
Management Committee (until March 31, 1951). Dr. J. R. 
Rees, psychiatrist ; member of N.W. Metropolitan R.H.B. (until 
March 31, 1953). Dr. J. I. Russell, medical superintendent of 
North Riding Mental Hospital ; member of Leeds R.H.B. (until 
March 31, 1952). Mr. P. E. Vernon, psychologist (until 
March 31, 1952). Miss B. 3. Wall, matron, Harming Heath 
Hospital (until March 31, 1953). Secretary : Mr. H. J. Clarke, 
(Kensington 3456, extension 5). 

Standing Tuberculosis Advisory Committee 

(n) Members Appointed by the Minister after Consultation 
with the Central Health Sendees Council. — Sir Wynne Cemlyn 
Jones, member of Anglesey County Council and Executive 
Council (until March 31, 1951). Professor Sir Harry Platt, 
orthopaedic surgeon ; member of Manchester R.H.B. and Board 
of Governors (until March 31, 1951). 

(6) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Major L. E. Bury, member 
of Birmingham R.H.B. and Salop County Council (until 
March 31, 1953). Sir Brunei Cohen, chairman of Ministry 
of Labour Disabled Persons Advisory’ Council ; member of 
St. Thomas's Hospital Board of Governors (until March 31, 

1952) . Miss M. S. Coltart, almoner, Brompton Hospital 
(until March 31, 1951). Dr. P. W. Edwards, medical superin- 
tendent, Cheshire Joint Sanatorium (until March 31, 1953). 
Dr. F. Hall, county medical officer of health, Lancashire 


(until March 31, 1951). Dr. P. M. D’Arcy Hart. Director of 
Tuberculosis Research, Medical Research Council (until 
March 31, 1952). Dr. F. R. G. Heaf, senior medical officer of 
health to London County Council ; member of Board of Gover- 
nors, Hospitals for Diseases of the Chest (until March 31, 19531 
Dr. Peter Kerley, radiologist (until March 31,. 1952). Mis- 

D. Lambert, health visitor (until March 31, 1952). Dr. Wilfric 
Sheldon, paediatrician ; member of King’s College Hospital 
and "Hospital for Sick Children Boards of Governors (until 
March 31, 1951). Miss A. R. Spall, matron, Clare Hall Sana- 
lorium (until March 31, 1953). Mr. C. P. Thomas, surgeon, 
member of Board of Governors, Hospitals for Diseases of the 
Chest (until March 31, 1953). Sir Robert A. Young, chairman 
of Board of Governors, Hospitals for Diseases of the Chest 
(until March 31, 1951). Secretary: Mr. H. R. Hartweli 
(Whitehall 4300, extension 134). 

Standing Cancer and Radiotherapy Advisor?' Committee 

(a) Members Appointed by the Minister after Consultation 
with the Central Health Sen-fees' Council. — Professor W. G 
Barnard, pathologist ; member of St. Thomas’s Hospital Board 
of Governors (until March 31, 1950). Sir Ernest Rock Carling. 
surgeon (until March 31, 1952). Professor Sir Henry Cohen. 
physician ; member of Liverpool R.H.B. and Board of Gover- 
nors (until March 31, 1952). Mr. S. C. Fryers, house governor 
and secretary of Leeds General Infirmary ; member of Leeds 
R.H.B. (until March 31, 1950). Dr. W. V. Howells, general 
practitioner ; member of Swansea Executive Council (until 
March 31, 1950). Dr. H. Joules, physician and medical 
director ; member of N.W. Metropolitan R.H.B. and Hammer- 
smith, etc.. Board of Governors (until March 31, 1951). 

(b) Members Appointed by the Minister after Consultation 
with Representative Organizations. — Dr. H. E. A. Boldep.o. 
physician ; member of N.W. Metropohtan R.H.B. and Middle- 
sex Hospital Board of Governors (until March 31, 1951). Dr 

E. C. Dodds, biochemist (until March 31, 1952). Mr. E. Finch. 
surgeon; member of Sheffield R.H.B. (until March 31, 1952). 
Mr. K. I. Julian, chairman of S.E. Metropolitan R.H3. ; 
member of Guy’s Hospital Board of Governors (until March 31. 

1952) . Professor Hilda N. Lloyd, gynaecologist ; member of 
Birmingham Board of Governors (until March 31, 1953). Pro- 
fessor W. V. Mayneord, physicist ; member of Royal Cancel 
Hospital Board of Governors (until March 31, 1953). Pro 
fessor J. S. Mitchell, radiologist (until March 31, 1952). Mt. 
V E. Negus, laryngologist (until March 31, 1952). Mr. J. R. K. 
Paterson, radiologist (until March 31, 1953). Mr. J. A. Stall- 
worthy, gynaecologist ; member of Oxford R.H.B. (until 
March 31. 1951). Dr. M. J. Stewart, pathologist; member 
of Leeds R.H.B. and Board of Governors (until March 31. 

1953) . Mr. C. J. L. Thurgar, radiologist (until March 31. 
1951). Professor R. M. Walker, surgeon ; member of South 
Western R.H.B. (until March 31, 1951). Professor B. W 
Windeyer. radiologist ; member of Middlesex Hospital Board 
o f Governors (until March 31, 1951). Secretary: Mr. R 
Gedling (Whitehall 4300, extension 253). 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under 
stood to require employees to be members of a trade union 
or other organization; 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar 

Non-County Borough Councils. — Dartford, Radclifie (limited 
to future appointments), Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 


Local health authorities may have arrangements for the loan cl 
sick-room equipment to patients being nursed at home — such articles 
as bedpans, urinals, mackintosh sheeting, feeding-cups, air rings, and 
bed cradles — and possibly larger items such as water-beds, bed-rests, 
or commodes may be available in this way. usually through the 
local home nursing services. For expectant mothers confined at 
home, local health authorities supply maternity outfits — usually 
through the welfare centre or district midwife. 
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A Changing Council 

The proposals for reforming the methods of election to the 
Council are deferred to permit a study of the map of the new 
constituencies. Briefly, the proposals would have the effect of 
making the Council more like a house of representatives and 
diminishing the senate element. Some people have suggested 
that continuity of membership should be better provided for. 
New blood is let in liberally every year, and the average length 
of service on the Council is short. Out of the 64 members who 
were on the Council eleven or twelve years ago, only seven 
are on the present Council. This seems a very small number, 
although it does include some of those who then as now were 
most prominent in Association work. Of the 14 present chair- 
men of standing committees only three were members of 
Council at that time. 


The New Formulary 

During the last two years a joint committee has been hard 
at work devising a standard prescribers’ formulary. The com- 
mittee consists of representatives of the British Medical Asso- 
ciation, the Pharmaceutical Society, the Royal Colleges, the 
Ministry of Health, and the Service departments. The idea 
has been to bring out a pocket volume which will be of real 
use to the busy doctor and will include a section for children’s 
medicines, with preparations, especially linctuses and mixtures 
in a palatable form The new Formulary has now come from 
the printers, and it is expected to be generally available in 
the spring. The Association and the Pharmaceutical Society 
are bearing the cost of publication, and the Ministry has under- 
taken to purchase bulk supplies for distribution through local 
executive councils to practitioners, dentists, and pharmacists on 
the lists of those bodies. It should also be popular in hospitals. 

A Forensic Medicine Prize 

Under the will of a well-known member of the Association, 
the late Col. C. H. Milburn, of Harrogate, the British Medical 
Association and the Medical School of the University of Dur- 
ham are residual legatees subject to the payment of certain 
annuities and a life interest. Money is bequeathed to the Asso- 
ciation for the purpose of founding a prize or prizes for essays 
on the subject of medical jurisprudence and forensic medicine. 
No definite information can be given about the amount likely 
to be received for this purpose, but it is said to be substantial. 

Recruiting Medical Boards 

The Pulheems system of classification, which was the sub- 
ject of an article in the Journal recently, was said to call for 
a considerable reduction in the number of candidates who can 
be examined by National Service Medical Boards in the course 
of a 2-Fhours session. The Ministry of Labour has stated that 
the Boards are expected to examine 20 men or 15 women at 
such a sitting. These numbers were temporarily reduced while 
the Boards were gaining experience of the new procedure, but 
it now appears that they can be examined without undue pres- 
sure during the prescribed time. This has been confirmed by 
the Gateshead Division, which brought forward a motion on 
the subject at the last Annual Representative Meeting. The 
Council of the Association, in view of these assurances, has 
un ' ess further complaints are received no action 
snail be taken to obtain a reduction in the number of candi- 
dates per session. 


Like the House of Commons 

DivisTn C n°L th ( t pro Posals in the memorandum by the Wincheste 
the refo™ nf ,l°^ aniZatlon of ,he Association are directed t 
Winches™ °ram s ^he re R entatl ' e M - eeting - Among other thin £ 
nv-mbcrs -Tmt -A, Rcpresentatlve Body to be reduced t 
houTd has e’ inV f suggests that the hall in which it mee 
Commons Th f - r S -, arran£ed Uke that in the House < 

mem^ bonchls and°unom W ? U,d * en occup >' *e “ Goven 
, nd unofficial speakers would speak from the 


places among their groups, so that, says Winchester, they would 
be less at a disadvantage than now. We doubt whether there 
is at present any particular disadvantage to an “opposition” 
speaker in having to come to the rostrum, even though he 
be deprived of the physical contiguity of his friends. Speech 
from the rostrum is usual in other parliaments. The special 
arrangement in the House of Commons, and the House of 
Lords, too, was due to the two-party system, which has no place 
in the Association. 

Air Trips for N.H.S. Patients ? 

The altitude treatment of pertussis is said to give good results, 
but it is expensive. We have heard of parents paying five guineas 
to charter a plane for an altitude flight, and larger sums than 
that have been paid to charter-aircraft firms. If altitude treat- 
ment is of proved value it must presumably be included among 
the treatments which patients are entitled to expect from the 
State. A correspondent inquires whether arrangements may be 
made with charter-aircraft firms to carry out this form of treat- 
ment, the cost to be reimbursed by the Ministry of Health or the 
local executive council. It is not a question we can answer. 
The Ministry must give a ruling. 


Questions Answered 


Retirement for Health Reasons 

Q. — 1 may have to give up general practice for health reasons. 
I am in the N.H.S., aged 34, and in partnership. Am I entitled 
to compensation on retirement ? Can I take up another branch 
of medicine ? Does the practice as a whole get compensation, 
or do l get my share of the compensation only if my partner 
continues in practice ? 

A. — Compensation is payable on “retirement from practice 
as a medical practitioner providing general medical services 
under Part IV of the Act, or under Part IV of the National 
Health Service (Scotland) Act, 1947 ” (Medical Practices 
Compensation Regulations, 1948). Payment does not affect 
the right of the practitioner to undertake medical work in 
other fields of practice. The practice as a whole is assessed 
for compensation, but each partner will receive an amount in 
proportion to the share of the goodwill he held on the appointed 
day, subject to any adjustment to meet provisions of the partner- 
ship agreement as recommended by the Legal Committee on 
Partnerships. 

Training after Demobilization 

Q. — I am due for demobilization in a few weeks. I am a 
graded medical specialist in the Army, and I am eager to become 
a civilian specialist. Is there a scheme whereby prospective 
civilian medical specialists can receive a period of training with 
financial remuneration after demobilization from the Services ? 

A. — Yes. You should apply for particulars to the Director, 
British Postgraduate Medical Federation Central Office, 
2, Gordon Square, London, W.C.l. 

Payment for Anaesthetics 

Q. — (1) I several times obtained the assistance of a practitioner 
to administer an anaesthetic while I performed a minor opera- 
tion on a patient on my State list at my surgery or at the 
patient's home. How should payment for the doctor giving 
the anaesthetic be obtained ? 

(2) A patient on my State list elected to have an operation 
performed privately by a specialist in a nursing-home, for which 
I gave the anaesthetic. Can I obtain payment for this service ? 

A. — (1) The practitioner administering an anaesthetic should 
submit a claim for an anaesthetic fee to the local executive 
council. The B.M.A. is at present discussing the question of 
anaesthetists’ fees with the Ministry. 

(2) The practitioner is not entitled to charge a fee to a patient 
on his public list in respect of art, anaesthetic for an operation 
carried out by a specialist in a private nursing-home, unless 
the anaesthetist holds an appointment at a hospital providing 
specialist services under the Act. - 
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Correspondence 


Genuine Hardship 

Sir.— T here seems to be a considerable amount of discontent 
amongst the profession as a whole, and it is difficult to decide 
how many of the complaints are really genuine. In my opinion 
it is time there was a little more honesty about the general 
practitioner's approach to the whole problem and time that the 
claims of those who have really suffered hardship since the 
inception of the N.H.S. were pressed more strenuously to the 
exclusion of frivolous complaints — which in some cases have 
become almost a habit or an attitude of mind in recent years. 

As senior partner in a partnership of four and chairman of 
the Herts Local Medical Committee I am convinced that the 
only genuine hardship in the case of the practitioner with a 
list of over 2,500, or the partner in an active firm with a solid 
list, is that the items of service, demanded by the patients have 
increased since July 5. There is unlikely to be much, if any, 
financial hardship, but the strain is so great that the employ- 
ment of an assistant or the addition of an extra partner is 
essential for the maintenance of health. This will mean a 
.diminution in income, and this again in a partnership will 
affect chiefly the junior partners. There is still in addition 
considerable disquiet about the future of partnership practice, 
and this is proving a particular hardship to the young assistant, 
whose future is indefinable at present. As many of those 
assistants have given several years in the Services and have 
family claims, the hardship is particularly pronounced. This 
can only be relieved by an increase in the capitation fee to 
permit of the employment of an assistant at a decent salary 
or a more satisfactory clarification of the partnership problem 
to permit of additions to a firm and not necessarily replace- 
ments of retiring or deceased partners. 

In the case of doctors with lists of 1,500-2,500 the position 
depends very largely on the typ e of practice — i.e., the percent- 
age of private practice remaining and the possibility of extra 
remuneration for services outside the range of the N.H.S. With- 
out these there must in many cases be considerable hardship, 
now partially relieved by the new Mileage Fund. Where the 
list is 1,500 or below, and particularly in rural practice or 
specialized practice — e.g., in a health resort where the majority 
Oi the patients have hitherto been private— there must be grave 
hardship which must be having a prejudicial effect on the health 
and well-being of the practitioner and his family. The addi- 
tion to the Mileage Fund is a gesture, but not more, and pride 
alone is standing betw'een a large number and a claim on the 
Inducement Fund. The high cost of living is not balanced by 
the existing capitation fee. 

The basic salary in its interpretation is proving a most un- 
satisfactory business, and local medical committees and execu- 
tive councils are floundering between laxity of interpretation 
and a serious attempt to assess the claims without inflicting 
hardship on those who do not claim for one reason or another. 
One would like to see it ruled that all doctors with lists under 
500 should have the basic salary for two years, and if they 
have not secured a list of over 500 in that, time the basic salary 
of £300 should be halved for another two years and then elimi- 
nated— this preventing gross abuse — but the money should not 
come out of the Practitioners Fund. In a firm the total number 
on the list divided bv the number of partners should be the 
deciding l actor . In addition, if the earned income from other 
sources is £500 or over, no basic salary should be available- 

With regard to the capitation fee, the only possible solution 
must be a graded fee — based on the " betterment ” factor — 
with a drop of, say, h3lf a crown id the second thousand, and a 
further half a crown in the third and fourth thousand, and a 
drop after that of such degree as to discourage a ridiculously 
large list and encourage the addition of a further partner — with 
ever)’ support from the executive council — or the employment 
of an assistant. This plan would ensure a satisfactory living 
for the rural practitioner or the man whose health and inclina- 
tions were towards a small list, vvhile discouraging “ clearing- 
house ” medicine. In any case it is beyond my comprehension 
to understand why anyone should seek to encroach further into 
the super-tax level in these times to the detriment of health and 
strength. 


I cannot speak for the specialist, but as a member of a 
hospital management committee I hope regional hospital boards 
Kill ensure that full-time staff in particular, and junior part- 
time staff, have their permanent appointments confirmed by 
March 31 as promised, and that their remuneration will fc- 
commensurate with the increasing demands non' being made cn 
tfceir services. 

Finally, let the large majority of general practitioners who 
are not suffering other than the hardship of overwork demon- 
strate a willingness to be less selfish in the interests of their 
brethren who are really suffering in the ways I have detailed, 
and not try to obscure the issue or delay the final decisions of 
the Minister, as every additional month is a grave matter for 
the latter class, whose position in the majority of cases is 
entirely beyond their con'rol. 

The B.M.A. is the target for all, but after hearing the Secre- 
tary’ state the case the other day so skilfully and efficiently as 
to render questions superfluous I am still prepared to lend 
my fullest support, and evidently a fair proportion of the 
60,000 others must be of the same opinion or they would not 
now be sending their annual subscriptions in the way we have 
heard of from Headquarters. — I am, etc., 

BSbou's Stanford, Hens R. P* G.AMMIE. 

Remuneration in General Practice 

Sir, — The profession is quite rightly concerned at the 
remuneration which it is receiving for work in the 'National 
Health Service, and much attention is being paid in this con- 
nexion to the report of the Spens Committee. 

The Spens Committee was much perturbed over two funda- 
mental facts which soon came to light early in their delibera- 
tions; first, that most general practitioners had to work far 
too hard and too long hours in order to earn the necessary 
income to educate their children and keep their wives and 
families in conditions compatible with their status ; and, 
secondly, that under the National Health Insurance Act the 
remuneration was so inadequate that it had to be subsidized 
by private fees. The Spens Committee endeavoured to amend 
these shortcomings and tried to ensure that the lot of the general 
practitioner in the new Health Service would be better than his 
lot in the past. They felt that doctors should be paid sufficiently 
well to attract the right type of recruits into the profession, and 
that general practice should be so remunerated that it attracted 
its fair share of the best recruits which entered the profession. 
They felt strongly that remuneration should he adequate to 
leave the doctor some spare time not only for leisure and 
recreation but also for reading. 

It seems to me, therefore, that when the question is asked 
whether Spens is being implemented or not there is more 
than one question to answer. It is not only how much doctors 
receive per quarter for the work which they are doing, but 
whether they are better off now than they were in N.H.l. days, 
and whether in fact they do enjoy some time which they can 
call their own for leisure, exercise, and reading. — 1 am, eic., 

Bcmmrniems. O- G. CARTER, 

Advantages of Country Practice 

Sir, — From Dr. M. D. S- Armour's letter ( Supplement , 
Jan. 29, p. 52) suggesting a sliding scale of capitation fees, 
one is tempted to ask if the country doctor has no advantages 
over bis colleague in the industrial areas. During the war I 
found that a great number of doctors in the Services were 
anxious to settle in country practices after their demobiliza- 
tion. This was still more obvious to me in 1946 when I was 
demobilized, as it was almost impossible to get into a country 
practice owing to the competition to buy. The answer was that 
most doctors preferred to live and bring up their families in 
pleasant country surroundings rather than in the crowded streets 
of suburbia or towns. 

Surely the country doctor has a very real asset here which, 
though devoid of economics, is a blessing he cannot very well 
deny. A further asset, 1 suggest, is that the country doctor has 
the satisfaction of knowing that he at 1 he referred 

to as a medical sorting clerk. Having , r Vs letter 

I can assure him this is worth a lot 

Brdlom. Mddr. 

' V 
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' Filling a Vacancy 

Sir, — T here is one aspect of the surrender of the right to buy 
and sell practices to which I have seen no reference. It is the 
difficulty created by the loss of the right to sell from the point 
of view of administration. Formerly when there was goodwill 
to put on the market there was a strong incentive for executors 
in a death vacancy to take steps to keep the practice together 
and so to sell it as a going concern. At present there is no 
such inducement, and in a short space of time a practice dissi- 
pates itself among neighbouring practitioners. When the young 
doctor arrives he finds himself with no j. tients. True, he pays 
nothing, but he gets nothing. 

The authority — in Northern Ireland the G.H.S. Board — finds 
itself faced with a genuine complaint from the man who can- 
not survive on his meagre capitation fees — a position which 
even in populous areas may take long to rectify itself. Was 
he not better off when he could borrow or insure his life in 
order to make a sound investment, while the authority would 
have a contented medical man ? — I am, etc., 

Belfast. S. T. Irwin. 


A Comparison 

Sir, — The following figures may be of general interest. 
I have on my list a few more old N.H.I. patients than new 
E.C.l patients. Between luly 7 and Dec. 31 the number of 
home visits to each section were: E.C.l, 765; N.H.I., 293. 
I was unable to keep separate records of the surgery atten- 
dances. — I am, etc., 

runbridsc Wells, Kem. T. MACKINLAV MtLLER. 


Staffing of Hospitals 

Sir, — Many doctors will have received a letter from regional 
hospital boards inviting suggestions on the staffing of hospitals 
after March 31, 1949. This is a matter of the greatest concern 
to us all, so in order to focus attention and stimulate discus- 
sion of some of the issues involved I append the memorandum 1 
submitted in reply on Jan. 15. 

I have put this point of view forward at various Representa- 
tive Meetings and it has been widely supported, but its re- 
affirmation is rendered urgent by the “ terms of reference ” 
reported in the Supplement of Jan. 22 (p. 35) that the Con- 
sultants and Specialists Committee “shall be an autonomous 
body with full powers to determine policy and action on con- ' 
suiting and specialist and hospital matters through the admini- 
strative machinery of the Association. The decisions of the 
Committee within that sphere shall not be subject to approval 
of the Council or the Representative Body.” 

On the face of it this seems the complete abdication by the 
Council and Representative Body — i.e., general practitioners — 
af all right to any say in hospital policy or any share in hospital 
work except that conceded by the specialists. I think that this 
is a matter which needs very thorough discussion at the forth- 
coming S.R.M., and may I express the hope that this Special 
i rl t,ne • wili n ? £ sim P'y register protests but that out of its 
t eiiberations will emerge a constructive policy for the condi- 
tions of work as well as the remuneration of general practi- 
tioners 7 Both are essential if our patients are not to suffer 
and our skill deteriorate. 

I need hardly add that this letter is not inspired by any 
evil 0S ![! 0 . n - tO th ? specialists and consultants. I do think, how- 
oreRnrv. al ,i! n tryins J t0 cla,m the hospitals as their own special 

endaTeerino y *h re tT 6 a 6rMt disscrvice to the public and 
Abuses ran ' vh ° le , Practice of medicine in this country. 
•IS imnonani 1 ^ Ch ,t Cked by co-operative effort, and it is just 
Practice as it spec,a,lsts t0 try to understand general 

'PCculbU. f ° r generai Practitioners to try to help the 


There is a view of surgery, which has for. years been practised 
with growing success and satisfaction by practitioners, which looks 
on an operation as only one episode in the treatment of the patient, 
and one kept as far as is reasonable or practicable in the one pair 
of hands, with undivided authority and responsibility. It is the 
cultivation of this type of practice which leads a patient willingly to 
undergo the undoubted strain and anxiety of an operation or other 
hospital treatment without much upset. Cases in such circumstances 
come to operation much earlier than otherwise,- so that though the 
•practitioner may not have the same skill ns his more specialized 
colleague he also has much less need to exercise it, for his patients 
do not as a matter of fact usually require drastic treatment. Even 
in such a practice, where it becomes necessary to send a patient to 
a large hospital away from the practitioner’s care, or even to call 
in another surgeon to operate, there is always much greater difficulty 
in getting the patient to agree (especially in cases of going away), and 
this, more than anything else, is why the large hospitals get a much 
worse type of case than we do in the smaller hospitals, and also why 
so many surgeons seem to have such a poor idea of the capabilities 
of the general practitioner. Where the practitioner is cut off from 
all care of his patient before and after operation and the opporluniis 
of being present at operation, with some responsibility for what is' 
done, it is inevitable that he loses much of any original enthusiasm 
or skill. His powers of surgical diagnosis wither, and though, when 
seriously ill, the surgeon’s skill and the care of the nursing staff may 
be great, the patient is actually in a worse state than he need have 
been. 

It is rash to make unprovable assertions, but the total of patients’ 
suffering and disability will probably be much greater under the 
theoretically efficient system outlined in the circular letter than it has, 
in the past, been in arcas-whcre the general practitioner has been 
allowed free use of the local hospitals, even with the inevitable 
mistakes that he may make, and which, incidentally, he has to five 
down and avoid in future if his practice is to prosper. 

For this reason I strongly deprecate the suggestion that young 
resident medical officers should be attached to small hospitals, while 
the introduction of specialist surgeons needs watching with the greatest 
care if the standard of general practice is not to be depressed more 
than his presence may tend to raise it up. No practitioner worth 
the name will resent the help that more skilled colleagues can afford, 
and in the past this help has been freely afforded and also frequently- 
songht. The greatest factor in improving the medical sen-ice of the 
country is probably the raising of the standard of the general 
practitioner, so that cases come earlier rather than later to attention. 

Though this is doubtless the intention of the scheme outlined, 1 
feel confident that its effect w-ill be exactly the reverse, for practi- 
tioners as well as patients arc human beings, with their own feelings 
and perhaps foibles. Any scheme which does not fully take account 
of these weaknesses is bound to fail, for however high our aims 
and ideals we still remain human beings and not machines. In time 
I think that the scheme w-ill also prove as disastrous to the surgeon 
ns to the general practitioner, for with the pressure of work that will 
be laid upon him he is likely to become more and more the pure 
specialist, with less time than ever for the humane study of the 
human material forcibly put at his disposal. 

— I am, etc., 

Winsford, Cheshire. \V, N. LEAK. 


The Betterment Factor 

Sir, — A s information becomes available of the Ministry’s 
proposals to implement the Spens recommendations, which 
were considered capable of leading to acceptable levels of 
remuneration, it becomes clear that these recommendations are 
not couched in terms sufficiently precise to prevent the Ministry 
attempting to place an interpretation on them which, if not 
resisted, would result in levels of remuneration far below that 
intended by the Spens Committee. 

Spens stated : “ . . . . such adjustments should have direct regard 
not only to estimates of the change in the value of money but to the 
increases which have in fact taken place since 1939 in incomes in 
other professions (my italics). In our judgment, it is only if corre- 
sponding changes are made in the incomes of general practitioners 
that the recrui’ment and status of their profession will be maintained 
as against these professions." 
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As judged by the report of the negotiations on the better- 
ment factor ( vide Supplement, Nov. 27, 1948, p. 192) it would 
appear that the Ministry is pointing to the incomes of some 
members of certain professions whose present remuneration is 
either less or little more than in 1939, and claiming because of 
this that the betterment factor which would be justified by the 
change in the value of money between 1939 and the present 
time must be abated. They draw attention particularly to the 
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salaries of certain Civil Servants which have been subject to 
increases varying from 9% to 13% only. 

But of what relevancy is this, and even so, is it not common 
knowledge that (a) a wage freeze has been rigidly applied to 
the Civil Service ; ( b ) the levels of remuneration offered by 
the Civil Service have been found insufficient to attract an 
adequate number of recruits of the necessary quality ; (c) Civil 
Servants of the grades presumably referred to are now in pro- 
cess of claiming considerable salary increases ? Similarly, of 
what significance is it to medical practitioners that as a result 
or the war some solicitors have insufficient work and are not 
making much money, or that some architects are overworked 
and are making a lot of money ? 

Surely the common understanding of the sense of the words 
in italics (in the context in which they appear) is that they are 
supplementary and potentiating rather than detractory or 
emasculatory to the words immediately preceding them in the 
quoted passage, and that they are included for the specific pur- 
pose set out in the last sentence of the quoted passage — i.e., to 
ensure apart from all else that this purpose is achieved. 

In negotiations concerning the betterment factor it can be 
taken as axiomatic that the Treasury (as the paymaster of the 
country’s largest employer) will have instructed the Ministry’s 
negotiators to resist acknowledging the betterment factor at its 
true dimension, for the reason that if an equitable betterment 
factor were acknowledged it would put a lever at the disposal 
of those employed by the Government and local authorities by 
which adequate increases in salary could be justified and 
claimed. This is a position the Treasury will strive by every 
manoeuvre to avoid. It is likely to prove a considerable mis- 
fortune to the prospects of medical practitioners that through 
no wish of their own, and due to circumstances over which 
they can exercise no control, they find themselves at the spear- 
head of the fight for the economic survival of the middle classes. 

The Government's financial negotiators are probably the most 
expert in the world ; they are able to draw on a vast accumu- 
lation of experience gathered as the country’s largest employer 
and have available to them the most able statistical and 
actuarial advice. Furthermore, they have the peculiar advan- 
tage of not having to shoulder the direct responsibility of the 
consequences of imposing an unsatisfactory settlement. They 
will receive credit in proportion to the hardness of the bargain 
they drive and will be apprehensive of repeating the blunder 
made in settling the level of remuneration of the dental 
profession. 

In these circumstances our Negotiating Committee have a 
task which no one will envy them. Without questioning 
their general level of ability, one wonders if they have the 
very specialized experience necessary to deal with the forces 
arraigned against them. Their only hope of reaching an equit- 
able settlement is to insist, if a satisfactory betterment factor 
is not offered, that the whole matter goes to arbitration. 
Particularly must the Negotiating Committee avoid the bait 
of “ generous expenses ” as a set-off against an inadequate 
betterment factor. In a very short time, with no issue of 
principle at stake, such expenses would be whittled away as 
evidence was put forward that they were not incurred. — I am, 
etc., 

Morelonhampstead. Devon. IV. D. G LYNN JONES. 

Subsidized Trainees 

Sir, — Your attention has been called previously to the plight 
of ex-Servicemen who can now no longer buy into a practice 
and who have to accept assistantships at a salary often lower 
(vide your advertisements) than subsidized trainees’ — all this 
after, say, eight years qualified and perhaps five years in the 
war. Let- us get this anomaly put right at the same time as 
another shameful discrepancy — rural G.P.s’ salaries. — I am. etc., 

Caldicot. Mon. P- M. Fea. 

Widow’s Superannuation 

Sir, — I should like to draw your attention to an outstanding 
injustice in the provisions of the N.H.S. superannuation scheme 
(see Superannuation Scheme for those Engaged in the National 
Health Service. Section C, Para. 22). By working in the scheme 
I thereby forfeit my right to a widow’s pension on my retirement 
should my husband predecease me. My husband is in partner- 
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ship in a rural practice, and I became a third partner prior to 
July 5 in order to establish my right to practise. I have three 
small children, and am therefore unable at present to do much 
medical work, but my intention is to do more as my familv 
grows up. I now have a list of about 50 patients, and general!;, 
assist in the practice. I do not anticipate that my income is 
likely to be sufficient to earn me a pension equivalent to that 
which we confidently hoped would accrue to me as a widow, 
should my husband predecease me. 

The Medical Defence Union advise me that, “ If you are of 
the opinion that you would be better off if you were to receive 
a pension amounting to one-third of your husband's pension 
after his death than you would be by receiving the pension which 
you yourself have earned under the Scheme, I can only suggest 
that you cease to be a partner in the firm prior to the com- 
pletion of ten years’ service.” In fact all forms of medical 
work would be closed to me barring private practice. 

There must be a number of married women doctors, nurses, 
and medical auxiliaries under the N.H.S. to whom this regula- 
tion will come as an unpleasant chock. There will be some 
who earn pensions even before they marry, and many who will 
wish to do at least part-time work after marriage. Should 
their husbands happen to be employed under the N.H.S. regula- 
tions, they will be denied the benefits for which their husband- 
have paid large compulsory contributions and which other 
wives in other occupations will receive without question. It 
is a sad day when a woman doctor must choose between 
sacrifice of her career and forfeit of the security earned foi 
her by her husband. — I am, etc . 

Lansport. Somerset. Si I I T . A D. HENDERSON. 


Abolish Out-patient Departments 

Sir. — The time has come, has it not, to abolish the out-patient 
department. Originally intended for the treatment of the poor, 
its function now is to provide a consultant service, paid for bv 
the State, for those who cannot or will not pay private consult- 
ants’ fees (and who now attend by appointment). Those who 
pay, the consultants see in their own consulting-rooms. The 
equipment, service, and arrangements found adequate for private 
patients should surely suffice for the great majority of State 
patients. There is, in fact, no logical reason for any distinction 
between these (as to place and method) in consulting any more 
than in “ general ” or family practice. 

Certain types of case — e.g., fractures — might require special 
arrangements ; and the hospital would retain a small casualn 
department to deal with such accidents and genuine emergencies 
as are beyond the range of the family doctor. For the res: 
these expensive departments with their big staffs of registrars, 
assistants, residents, nurses, dispensers, secretaries, typists, clerk', 
telephonists, porters, and messengers are no longer needed. — 
I am, etc.. 

Brisiot. E. Watson-Willums 


Evening Surgeries 

Sir, — Dr. V. M. Seifert (.Supplement, Jan. 15, p. 24) ha- 
invited opinions from other doctors. I am sure we all would 
like more leisure, more time for serious reading, better 
remuneration, less work, fewer expenses. But is that not 
taking a very one-sided view of things ? Fitting one day’s 
attendances into one morning surgery would strain any doctor’s 
patience and endurance, overtax the capacity of a waiting-room 
that is already overcrowded this time of the year, help to spread 
infections more, and would ask for more trouble, more visits, 
etc. And what about the convenience of the patient ? What 
about the working man who needs that bottle of cough-mixture 
to help him to carry on his work, and to whom an attendance 
at the doctor’s surgery in the morning would mean loss of 
half or one day’s pay ? 

Is Dr. Seifert not very dogma 
see children at night.” “ I do not 
troubles ? Does it mean he ref 
them away that evening when th 
probably for an acute trouble, 
has been out working in the mo 
he is not giving advice in do 
asked for it ? 
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Of course, abolition of evening surgeries would please the 
doctor’s wife, perhaps the various Ministers, and even the doctor 
himself, but would it please our patients, to whom after all we 
are under contract and pledged morally to look after their 
physical and mental welfare? We would indeed be poor 
doctors ‘and perhaps good Civil Servants.— I am, etc., 

HuH Robert Haas. 

Finalization 


“ Natural Selection ” 

Sir, — There seems little doubt that many doctors are hard 
hit by the Health Service, but a great deal of doubt as to how 
this can be corrected. I feet that we must seek some way 
which will at the same time improve the standard of medicine 
and keep it the highest in the world. 

Schemes such as a sliding scale benefit the man whose list 
is limited by laziness or lack of public confidence as much as 
he who limits his list to the number which he can look after 
thoroughly. Yet it is only this latter type who will give the 
service envisaged by the legislators — and he is suffering most 
from the legislation. 

A way out of the dilemma is to leave it to each member of 
the public to decide whether his doctor is worth more or not 
by allowing us to charge fees as well. I know this is against 
Socialist dogma, but, faced with dogma or good doctors, I 
know the choice of the public, Wc should have the relative 
freedom of the New Zealander, but the Government would be 
free from the worry of “ overvisiting.” 

It would work out along these lines. First, patients wil! 
soon leave the list of the doctor who overdoes the charging — no 
need for an expensive bureaucracy to check on him. Secondly, 
the lazy or inefficient man is automatically penalized and the 
good man rewarded (at no expense to the Government). There 
are, of course, difficulties. The man in a slum will have few 
he can charge, but this is balanced by his being able to care 
for a greater number, as his travelling time is nearly zero and 
most can attend the surgery, where facilities are all to hand. 
Again, in the sparsely populated areas that are also often poor, 
, a very substantial mileage fee (enough not only for running a 

x ‘ car - a 's° for saving up to replace it) will compensate. — 
' > am, etc., 

■ Cromer. Norfolk A. HENRY GrEGSON. 


aid market, the right to have their instruments exhibited in 
hospitals, where, free from all sales propaganda, they can be 
inspected and tested by the deafened public if they so desire it ? 
Even if the Government is not prepared to make it possible for 
the public, under the Health Service, to obtain assistance towards 
the cost of a commercial hearing-aid, surely they should not 
deprive them of the opportunity of seeing and comparing the 
products of private enterprise under the auspices of the medical 
authorities. — 1 am, etc., 

O. C. Leadbitter, 

Oxford, . John Bell and Croidan. 

Supplementary Ophthalmic Service 

Svr, — T he statistics provide the answer to Dr. Cecil B. F. 
Tivy ( Supplement , Jan. 22, p. 40). About 3 million patients 
had their eyes examined through the supplementary service 
during the first six months, and there are about 7,000 ophthalmic 
medical practitioners and ophthalmic opticians on the approved 
list. If the work were spread out evenly it could be handled 
fairly comfortably. The fees were calculated on the assump- 
tion that every patient would receive a full and adequate 
ophthalmic examination. Any conscientious practitioner should 
not permit the increased demand to persuade him to lower his 
standards or to rush the work. If an ophthalmologist or general 
practitioner only does supplementary ophthalmic work on one 
or two days per week he should restrict the number of appoint- 
ments to that which can be attended to adequately. The spend- 
ing of about half an hour on an eye examination does not 
ensure good work, but on the other hand it is very difficult to 
carry out a full routine examination in less than about half an 
hour if every part of the examination is done properly, includ- 
ing a full investigation into the state of the binocular apparatus. 

Dr. Tivy’s remark that only careless people enlfust their eyes 
to opticians rings a little hollow at a time when ophthalmic 
opticians are continuing to examine the eyes of about 85% of 
the ametropic population to the complete satisfaction of the 
public and of the Minister of Health. — I am, etc., 

S. Black, 

Director. Information Bureau, 

London, W.l. Association of Optical Praciitionew. 

Sir, — D r. Cecil B. F. Tivy ( Supplement , Jan, 22, p. 40) is of 
'course perfectly right in his contention that “all this talk about 
spending an average of half an hour with each patient is only 
eyewash.” Any competent refractionist, whether medical man 
or optician, can fix up a simple presbyope in a quarter of an 
hour, whereas a complicated case of astigmatism and muscle 
imbalance often requires three-quarters or even a whole hour 
spent upon him. In passing, it is worth noting that, if half an 
hour per patient is really essential, very few hospital patients 
have ever, been adequately refracted. 

The Ophthalmic Committee was surely wrong in allowing our 
remuneration to be assessed on such a basis. If we are to 
provide the same service as an optician, and no more, there is 
no valid reason why we should be paid at a higher rate. As 
to why our fees should in fact be the higher. Dr. Tivy's letter 
suggests the answer. He is apparently ready to spend an hour 
" making sure of an incipient glaucoma," which is something 
he, and not an optician, is qualified to do. As things are, how- 
ever, he renders this extra service gratuitously, for under the 
Supplementary Scheme he is engaged as a refractionist pure 
and simple. Our higher fee can be justified only on the grounds 
that, as medical men, we are capable of making diagnoses and 
(within the limits imposed by lack of hospital facilities) of 
prescribing treatment. Even the old N.O.T.B. recognized this, 

At the moment many opticians, faced with a patient requir- 
ing a medical opinion and/or minor treatment, rather than send 
the unwilling victim to hospital prefer to forward his O.S.C.l 
to an ophthalmic medical practitioner and place upon -the 
latter the onus of communicating with the patient’s G.P. I sub- 
mit that this is a very sensible procedure, since it preserves the 
liaison between two classes of medical men, saves the G.P.’s 
time and "temper, and avoids cluttering up hospital O.P. depart- 
ments with relatively minor conditions. I suggest that, rather 
than prepare sheepishly to accept a reduction of fees, the 
Ophthalmic Committee should be urging the Ministry to give 
de jure recognition to what is already a fact. — I am, etc., 

Bimiinfiham. J. H. AUSTIN- 


Display of Hearing-aids 

Sir,,— -The Minister of Health’s latest instruction to regional 
nospitai boards to prevent reputable British hearing-aid makers 
cusp laying their wares in the hospitals is in my opinion an 

nmiZ C i Sm - CRt ■ b L the Minister tfaat the much-publicized 
benefit W a , r ' ng ' aid . doe j not - represent the last word in hearing 

Sstrv* wLV t* {C m d u PU ?}! C - aS ha ? been su SS fisted ^ the 
seciTc hoU d * e , Minister W| sh to prevent the public 

for sxle t h ° Sp!tals the best British hearing-aids, which are 
„ /' C ’ P , C ,° m pare „ w, f h !hs national instrument, which is 
Si n il'f frce? Surely no thinking members of the 
ffthlv u a ™ om ? nt consider purchasing a hearing-aid 
' 0(Tcred one frce wh; ch was equally attractive and 

Does the Government not owe to the British hearing-aid 
makers, oho are doing so much to capture the overseas hearing- 


Sm, — In these days when nouns, adjectives, and even adverbs 
are ” verbified ” I should like to be quite clear as to Air 
Commodore Kyle’s correction in the Supplement of Jan. 29 
(p, 54). It appears that the W.A.A.F. have reverted to their 
old first-war title of W.R.A.F. and that the question i of perma- 
nent commissions and retired pay has not yet been *' finalized.”. 
Will it be correct to assume that “ finalized ” means “ decided,” 
or has it some wider meaning ? 

“As permanent commissions are visualized, but not so far 
finalized” — may this be translated as, “As permanent com- 
missions are under consideration (or contemplated) but no 
decision has been reached ” ? I have been unable to find the 
verb “ to finalize ” in any dictionary, but “ to visualize ” is 
defined as “ to make visible or visuai, externalize to the eye " 
or “ (v.i.) to call up a clear mental image.” With “ bastardized ” 
words, ” misconception ” is always a possibility. — 1 am, etc., 

Brookwood, Surrey. H. M. STANLEV TURNER. 
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Graduated Capitation Fee 

Sir. — I was surprised to read in “ The Score tan- Reports ’’ 

( Supplement , Jan. 15, p. 21) that an attempt had been made to 
reopen the question of the graduated capitation fee. The Secre- 
tary admits that one reason for the opposition to the universal 
basic salary was that it led to a tapering capitation fee position. 
The securing of the abandonment by the Ministry of the uni- 
versal basic salary was, I always understood, a “ great triumph 
of principle” upon which Headquarters congratulated itself. 

The arrangement by which it is possible fox smaller lists to 
draw a larger fee from a given global sum, whereas those with 
larger lists receive no less, is, I confess, beyond my under- 
standing. The proposition that the ratio of expenses to receipts 
is likely to be higher in smaller practices is also a most 
dubious one. In fact, I have the testimony of an accountant 
that in all professional undertakings the exact opposite is the 
case. Whereas a doctor with a small practice may be able to 
carry on without any paid assistants, this is quite impossible in 
a large practice. This is not to say that we do not sympathize 
very sincerely with those who, through no fault of their own, 
have suffered a severe diminution of income. 

The introduction of the graduated capitation fee, with all its 
inconsistencies and absurdities, is not, however, I am sure not, 
the correct method to assist them. But perhaps the best com- 
ment I can make is the following. At an exceptionally well 
attended meeting of the Wakefield Division held on Sunday, 
Jan. 16, 1 949, the following resolution was carried unani- 
mously: “That this meeting is opposed to the 'graduated 
capitation fee’ in any shape or form.” — I am, etc., 

A. G. James. 

Hon. See., Wakefield Division 

Sir, — I read with pleasure the letter by Dr. M. D. S. Armour 
in the Supplement of Jan. 29 (p. 52). I agree with him that the 
only fair solution is sliding-scale capitation fees. 

I have been working as an assistant in Birmingham for over 
18 months now, and I do not think that the patient registered 
with a doctor whose list is swollen up to 4,000 and over is 
getting a fair deal. I have to see sometimes about 90-100 
patients a day, not counting calls I have to make ; and, even 
considering that we have three surgeries a day (270 minutes), 
on the average each patient is getting a little over two minutes 
per visit, including examinations, writing prescriptions, issuing 
panel notes, arranging hospital admissions, etc — I am, etc., 

X Y Z. 

Contact Between Hospital Bodies 

- Sir. — T he letter from the editor of the Hospitals Year Book 
(Supplement, Jan. 22, p. 38) deserves the most careful con- 
sideration by every progressively minded person involved in 
the building up and maintenance of the new National Health 
Service. There certainly “has been plenty of communication, 
devolution, and directive downwards.” Although one shudders 
at the thought of any more authorities, can it be gainsaid that 
the new Service is in mortal danger of becoming a series of 
independent units brought together only in so far as Instru- 
ments and memoranda issued in a steady flood by the Minister 
direct? — more and more memoranda, more and more officials, 
often with little knowledge and experience of the new highly 
paid duties which the Act, Instruments, and the memoranda 
necessitate, and a disgruntled medical profession, without which 
the whole machine will break, overworked and in many cases 
underpaid. There is need for those engaged in these multifari- 
ous duties to get away from the dead hand of bureaucracy and 
meet nationally and regionally, even locally, in freedom to 
compare experience and to discuss and formulate policy. 

The British Hospitals Association provided a forum for the 
voluntary hospitals. In some parts of the country the 
recional and divisional hospitals councils established under 
the aecis of the Nuffield Provincial Hospitals Trust brought 
about immensely better relations between the local authority 
and voluntary hospitals. At a recent meeting of the com- 
mittee of one of these councils there was an obvious feeling 
of reluctance to abandon the facilities which the council pro- 
vided for discussion of hospital problems in the locality. The 
council, before it succumbs, is to debate the possible need for 
n consumers’ council. While it is hoped that every board of 


governors and hospital management committee will give proper 
consideration to patients’ complaints, patients now have no- 
contributory schemes associated with the hospitals to champion 
their cause. 

Sir, is it not a matter of urgency that the new hospital authori- 
ties — boards of governors, regional boards, and management 
committees — executive councils, and local health authorities 
should be encouraged to send representatives (including repre- 
sentatives of independent hospitals, medical charities, and the 
general public) to regional — possibly sub-regional — meetings, 
that there should be a national council, an annual conference, 
and a national inquiry bureau, and that the statutory authori- 
ties should be permitted to pay their dues out of public funds ? 
If they addressed their minds in the first instance to “costs and 
such economies as could safely be introduced without detriment 
to the Service ” they might prove to be a handsome public 
investment — I am, etc., 

Bristol. Dodd - 


Is This a Health Service ? 


Sir, — Most of the letters in the Journal recently are dealing 
with the financial side of the Service only, as far as it affects 
the general practitioners and specialists ; not many of them 
mention the actual working of the Service. The efficiency of 
the Health Service is not proved by the large numbers of free 
dentures, spectacles, drugs, and appliances supplied, whether 
really necessary or not, but by the facilities obtained when a 
serious case needs investigation or urgent hospital treatment. 
I should like to mention a few cases which I had recently and 
which illustrate the real state of affairs. 


A woman, aged 27, had a severe loss of blood and was practically 
exsanguinated. She needed an immediate blood transfusion. The 
local hospitals refused admission She h 2 d to be taken by ambulance 
in a very* cridcal condition to a hospital eight miles away for 
treatment. 

A middle-aged man was operated on at a local hospital for a renal 
tumour. He "was under observation at the same hospital as an out- 
patient. One day he sustained a fracture of the shaft of the femur. 
He was sent to "the hospital for x-ray examination and treatment. 
He was x-rayed and sent by ambulance back home. The man was 
in agony for several days afterwards until he got admitted through 
the Emergency Bed Service into another hospital. 

An elderlv man was taken suddenly ill with severe pneumonia. He 
was very ilk He lived in a very small house; his wife was rather 
aged, and it was impossible to treat him at home. All the yocal 
hospitals refused admission. The Emergency" Bed Service tried o 
whole day to admit him, and I vvas informed by them that evening 
that they were unable to get any bed for him anywhere. 

A man fell off a scaffold and sustained an injury to his orbit 
and temple. He was referred to the eye department of a local 
hospital for investigation. He had to wait three weeks for an 
appointment. He was sent from there to the E.N.T. department an, 
had to wait four weeks for an appointment. The E N.T. surgeon 
referred him back to the eye department and the patient had to 
wait another three weeks before being seen. _ . 

I understand from other practitioners that this state cn aaatrs 
is not confined to this particular locality and is universal, when 
a patient is sent for a barium-meal examination he has to wait over 
a month and even two before the result. For a report on an 
ordinary fracture one has to wait for over a weeu. 


Figures have been published showing that the number oj. 
nurses has increased. The rate of sickness, as we can judge 
from the medical attendances, has not increased appreciably 
since last July. The only explanation of this deterioration must 
be that something has gone wrong with the hospitals. Tne- 
almost cvnical replies which one gets when trying to admit an 
urgent case to a hospital prove that the State control of hospi- 
tals converted the staffs into Civil Servants without any feelings- 
for human sufferings. The patients themselves are very reluc- 
tant now of being sent to hospitals, as they can see the state of 
affairs ; they try to keep away as long as possible from seeking 
advice. 

If such state of affairs continues — and it looks as though it 
will go on for a long time — then we shall have not tfm finest 
Health Service in the world” which vvas mentioned in the 
House of Commons by the Minister when the Bill was debated., 
but. a very inferior one, which is bound sooner or later to- 
affect the health of the people. — I am. etc.. 
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SUPPLEMENT TO the 
British Medical Journal 


Medical Practice in Western Australia 

Sir, — A s a new arrival in Western Australia I should like to 
give some information to colleagues in the U.K. who desire to 
come out here and settle in country-town practices. 

I have visited half a dozen or so country towns of smaller 
size with populations of 1,200-2,000. Conditions are pretty 
primitive and doctors intending to come out should get detailed 
information about the place where they intend to work. There 
is electricity in most of these so-called towns, but only .for 
lighting purposes, as the current is too dear for cooking, which 
has to be done on firewood, as gas is unobtainable. Almost all 
smaller towns are without modern sanitation, and occasionally 
— I have found it in one practice only — houses are provided 
with a septic tank. Water is another problem, and only a 
small part of the State — i.e., the south-west — is well provided 
with water, while other parts are dry and water has to be carted 
in long, hot, and dry summers. 

Medical men are expected to equip the hospital with their 
own instruments — which are cheaper in England — and should 
be able to do major surgery, especially appendixes, hernias, and 
abdominal emergencies. Every. Australian doctor does surgery 
and obstetrics in a country town, and the population expects a 
good surgical service from a general practitioner. — I am, etc., 

Perth. Australia. W. WlNTERTON. 

POINTS FROM LETTERS 

Reasonable Fees for Vaccination 

Dr. G. H. M. Franklin (Prees, Shropshire) writes : I have recently 
written to the county M.O.H. telling him that until a reasonable scale 
of fees for vaccination and immunization has been agreed between 
the Minister of Health and the representatives of the profession I am 
not prepared to render these services from now onwards. Might I 
urge all those doctors who are dissatisfied with the present arrange- 
ments to do likewise and so lend force to the arguments of our 
negotiators 7 

Basic Salary 

Dr. N. Walsh (Scarborough) writes: The Minister of Health has 
been very clever in making the basic salary part of the “ pool ” 
allocated to all general practitioners. This is another of those things 
sprung upon us. As a result we are all made to contribute to the 
payment of basic salaries. It is only just, therefore, that a list of all 
people drawing basic salaries should be circulated to all doctors 
in each area. There are many rumours of abuse of the claim for 
basic salary, and the issue of such a list would go far to settle this 
matter. . . . 


Association Notices 


\ 

PROPOSED ALTERATION IN DENBIGH AND 
FLINT DIVISION 

Notice is hereby given by the Council of a proposal to form 
two Divisions in the place of the present Denbigh and Flint 
Division as follows: 


Tlw East Denbigh and Flint Division : the area of the present 
Denbigh and Flint Division to the east of the Clwydian Range. 

The West Denbigh and Flint Division : that part of the 
present Denbigh and Flint Division which lies to the west 
, t * lc Clwydian Range, with the addition of Colwyn Bay, 
Old Colwyn, and Rhos-on-Sea. 


Any member affected by this proposal and objecting thereto 
Miould write to the Secretary of the Association not later than 
Feb. 26, 1949. 

Charles Hill, 

________ Secretary. 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARC 
rue Council o, the British Medical Association is prepared to recei 
applications for research scholarships as follows: An Ernest Hr 
lemoned Scholarship of the value of £200 per annum, a Wall 
Uivon Scholarship of the value of £200 per annum, and fo 
Research Scholarships each of the value of £150 per annum. The 
, .o, mps arc P ucn to candidates whom the Science Commiu 
Ot tile Association recommends as qualified to undertake resear 
■ nr ’ ! ' 5U brct (including State medicine) relating to the causatic 
prevention, or treatment of disease. Preference will be given, oth 
tilings being equal, to members of the medical profession. 


Each scholarship is tenable for one year starting on Oct. 1, 1949 
The scholar may be reappointed for not more than two additional 
terms. A scholar is not necessarily required to devote the whole 
of his or her time to the work of research but may hold an appoint- 
ment at a university, medical school, or hospital, provided the duties 
of such an appointment do not interfere with his or her work as 
a scholar. 

In addition, applications are invited for the award of the Insole 
Scholarship of the value of £250 for research into the causes and 
cure of venereal disease. 

Applications for scholarships must be made not later than 
March 31/1949, on the prescribed form, a copy of which will be 
supplied on application to the Secretary of the Association, B.M.A 
House, Tavistock Square, London, W.C.l. Applicants will he 
required to furnish the 'names of three referees who arc corapctcni 
to speak of their capacity for the research contemplated. 


Diary of Central Meetings 
February 

14 Mon. Armed Forces Committee, 2 p.m. 

15 Tues. War Memorial Committee, 11.30 a.m. 

16 Wed. Special Meeting of Council, 11 a.m. 

17 Thurs. General Medical Services Committee, 11 nan. 

18 Fri. Joint Committee of B.M.A. and National Veterinary 

Medical Association, 2 p.m. 

18 Fri., Drafting Subcommittee,- 2 p.m. 

24 Thurs. Occupational Health Committee, 2 p.m. 

24 Thurs. Committee on Psychiatry and the Law, 2 p.m 

25 Fri. Film Committee, 2 p.m. , 

March / 

1 Tues. Health Centre Committee, 2 p.m. j 

2 Wed. Dawson Williams Memorial Fund, 11 . ad 1 

2 Wed. Private Practice Committee. 2 p.m. /By 

3 Thurs. Special Conference of Representatives rljtf aul Medical 

Committees. 10 a.m. /fhs' 

3 Thurs. Special Meeting of Connell, 6 p.m ' L;n 
1 1 Fri. Public Health Committee, 2 p.m. / . 

23 Wed. Council, 10 a.m. 

29 Tues. Special Representative Meeting, 1C a.m. 

30 Wed. Special Representative Meeting, 10 a.m. 

Branch and Division Meetings to be Held 
Bath, Bristol, and Somerset Branch.— A t Royal Untied Hospital. 
Bath, Wednesday, Feb. 16, 8.30 pan. Address by Profcssot Alexander 
Haddow : “ Recent Advances in our Knowledge of Neoplastic 
Growth.” 

City Division. — At Finsbury Health Centre, Pine Street, London. 

E. C., Thursday, Feb. 17, 8.30 p.m. Address by the Venerable the 
Archdeacon of London: “ The Practice of Medicine and the Cure of 
Souls.” 

Cleveland Division. — At Sparks’ Cate Royal, Middlesbrough, 
Thursday, Feb. 17. Address by Professor Ian Aird. preceded by 
supper at 7 for 7.15 p.m. New graduates, ex-Service pracutioners, and 
members of the Stockton Division of the B.M.A. are specially invited 
to attend. 

Greenwich and Deptford Division. — At Miller Hospital, Green- 
wich High Road, London, S.E., Wednesday, Feb. 16, 8.30 p.m. 
Dr. C. Edwards: "The Treatment of Some Common Neurological 
Conditions in General Practice.” Members of the Woolwich 
Division are invited to attend. 

Hastings Division. — In Ball Room, Castle Hotel, Hastings. 
Sunday, Feb. 20, 3 p.m. Special meeting called to consider the 
following Resolution proposed by the Executive Committee of the 
Division : “ That this Division demands a Special Representative 
Meeting for the sole purpose of deciding upon immediate action to 
raise the capitation fee to an equitable level. In the event of 
refusal by the Minister so to raise the capitation fee, mass resignation 
of all medical practitioners participating in the National Health 
Service should be called for by the Council of the Association on 
June 30.” All medical practitioners in the area of the Division are 
invited. 

Rochdale Division. — Rochdale Infirmary, Monday, Feb. 14, 8.30 
p.m. Clinical meeting. Dr. E. C. Easson: “Radiotherapy — Past. 
Present, and Future.” 

South-East Essex Division. — At Southend General Hospital. 
Friday, Feb. 18, 8.30 p.m. B.MA. Lecture by Sir Hugh Cairns. 
K.B.E.: “Closed Head Injuries.” 

Stockport Division.— At Stockport Infirmary, Tuesday, Feb. 15. 
8.30 p.m. Mr. WiLon H. Hey : “ The Prostate in General Practice." 

Sunderland Division.— At Sunderland Royal Infirmary, Friday. 
Feb. 18, 8 p.m. Clinical demonstration by Dr. H. J. Bell, Mr. David 
Brown, and Dr. R H. Vasey. 

Sutton Coldfield Division. — At Sutton Coldfield Hospital, 
Monday, Feb. 14, 8.30 p.m Inaugural meeting. Paper by Professor 

F. A. R. Stammers: “ Coslo-cervical Syndrome.” 

Tunbridge Wells Division. — At Spa Hotel, Tunbridge Wells, 
Sunday, Feb 13. 3 p.m. Dr H. Guv Dain : “ The National Health 
service. Members from neighbouring Divisions are invited. 
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FFRANGCON ROBERTS, ISLE). 

{From Addenbrookc's Hospital, Cambridge) 


n the Beveridge Report, 1942 (Appendix A, p. 201), the 
ost of a comprehensive health service for Great Britain 
cas estimated by the ‘Government Actuary at roughly 
:170 million. On a basis of population Scotland’s share 
an be taken at £19 million, leaving £151 million for 
England and Wales. The National Government White 
>aper, 1944 (Cmd. 6502, Appendix E, p. S4), gave £132 
nillion for England and Wales. The service contemplated 
vas. however, incomplete, because it left £6 million to be 
irovided for voluntary' hospitals out of voluntary contri- 
mtions and because “it would probably be several years 
iefore the net expenditure on the new dental services 
eached £10 million and on the new ophthalmic services 
4 million " — a prediction very soon to be shown false. 
Allowing £4 million for a contemporary estimate for these 
wo services, we get £142 million for a complete service. 
The White Paper, however, assumed the existence of 
'20,000 hospital beds, a figure which the subsequent hos- 
ntal surveys showed to be an overestimate. The actual 
igures cannot be stated with precision, since in two out 
>f the ten surveys the number is not stated. Calculating 
rom the remaining eight, we may take the number of 
ion-existent beds as 86,000. The White Paper estimate 
if £S6 million for the total cost of the hospital sen ices 
to uld therefore, if accurate, be £71 million, giving for 
he complete service £127 million. 

The National Health Service Bill. 1946 (Financial 
Memorandum, p. iv), reckoned the cost of a complete 
mice at £152 million. ' Two years later the Minister 
if Health, in answ er to Sir Ernest Graham-Little ( Hansard , 
ipril S, 194S). gave an estimate of £230 million at current 
osls. The corrected estimates for a comprehensive sendee 
-e therefore as shown in Table I. 


Table I- — -CsUn'.n'i'S for England and iVales: Adjusted for a 
Con:r f A‘Cns:\e Sen ice in Ail Cases 


Year 

Authorr\ 

1 £\{ 

l°4; 

Btneridce Report ... . 1 

i 151 

1<U4 


127 

1«46 I 

NHS Bill 1 

' 1 52 

I°4S | 

Minister of Health .. . . | 

230 


These figures take no account of projected capital 
ependiture. Health centres (2,000 at £187,000 each) will 
ost £374 million excluding site values and cost of equip- 
ent : the 69,000* extra hospital beds needed according to 
_ ; c Hospital Surveys will cost £345 million. Adding the 
ost of rebuilding, renovating, and re-equipping existing 
.capitals, we reach a figure far in excess of £1.000 million, 
.ven though the capital cost be spread over a number of 

• ‘This fii-ure is, as t shall show, a gross underestimate. Moreover it 
ocs not include mental beds. 


years, the annual charge, including the cost of servicing, 
will reach an astronomical figure. What a commentary on 
our vaunted conquest of disease ! 

Meanwhile our faith in the official estimates, already 
shaken by their remarkable antenatal rise, is shattered by 
such neonatal estimates as have come in The ophthalmic 
service is reckoned to be costing ±20 million and the dental 
service £2S million, so that these two services alone are 
costing one-third of the Beveridge estimate and one-fifth 
of the 194S estimate for the whole service. Let us there- 
fore examine in retrospect the sequence of thought cul- 
minating in the present set-up, paving particular attention 
to the Beveridge Report, its fons ei ongo. W'e shall then 
see that all the official predictions are totally unreliable — 
(11 because they ignore the effect of the ageing of the 
population, (2) because they ignore the intrinsically expan- 
sile nature of hospital practice, and (3) because they are 
"based on a false conception of health and disease. 

It should be borne in mind that, according to the 
Beveridge Report (p. 162), “the primary interest of the 
Ministry of Social Security is . . in finding a health ser- 
vice which will dimmish disease by prevention and cure." 
On p. 104 it foresees that “there wall actually be some 
development of the service and as a consequence of this 
development a reduction m the numher of cases requiring 
it.” These two factors are expected to cancel each other, 
leaving the cost for Great Britain in 1965 unchanged at 
£170 million. The author therefore seems to have had little 
faith in the ability of his scheme to fulfil its purpose 
Later opinions were only slightly more realistic. The White 
Paper (Appendix E, p.’ SI) foresaw that the 193S-9 cost 
would be “ considerably increased ” owing to “ some expan- 
sion of accommodaUon and services," higher prices and 
wages, and payment for specialist services in the voluntary 
hospitals. The Bill (Financial Memorandum, p. l) expected 
that “considerable capital expenditure on the provision 
and expansion of hospital and other accommodation would 
be necessary as well as a high rate of expenditure and 
upkeep of existing buildings and renewal of equipment," 
but put this down to the arrears which had accumulated 
during the war. 

The Ageing of the Population 

One needs no medical training to know that the need 
for medical attention increases with age. Lord Beveridge 
evidently realized it, for he emphasizes the necessity of pro- 
viding for the increasing risks of later life, and assures 
us (p. S) that be has taken the ageing of the population 
into account. Vet in predicting a diminution in the need 
for treatment he ignores the warning which glaringly con- 
fronts him in his own Report. The relevant figures are 
shown in Table II. 


459S 
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Table II . — Estimated Population of Great Britain by Age Groups 
" f from the Beveridge Report, p- 91) 




1941 

* 

!97t 


Difference 



No. 

1 

% of 
Total, 

, No. 

1 % ° r 1 
Total 

In Nos. | 

In% of 
Total 

Under 15 

Men j 5-64 ; 7 

! 

9,573,000 

20 6 

7,600,000 

16 5 

-1,973,000 

-4-! 

Women! 5-59, 
both inclusive J 
Men 65 and 1 

\ 

It. 42!, 000 

67 5 

2S.S04.000 

62-6 

j 

-2,617,000 

-4 9 

over; j 

Women 60 < 

and over J 

>* 

5,571,000 

12-0 

9,576,000 

20 S 

■-4.005.000 

+ S-S 

Tout 


46.565,000 


45.9SO.OOO 


- 



0 l go back to 1941 because that year is the nearest to the date of publication 
of the Beveridge Report and because no provision has been made for the changes 
which have since occurred. 


therapy and physiotherapy, which, whether really effective 
or not, will be valued, and therefore demanded, for the 
psychological satisfaction which they give not only to the 
recipients but also to their relatives. The transference, so 
to speak, in 30 years of 4,000,000 from the younger to the 
pensionable age group (a number which may well be 
increased by medical progress) cannot fail to impose a 
heavy economic strain on a working population diminished 
by 2,600,000 according to the official estimates, which, it 
should be noted, take no account of the further reduction 
that will result from Government-sponsored emigration on 
a large scale and from the raising of the school -leaving age 
to 16. We may derive a grim consolation from the ease- 
ment of the burden owing to the diminution of 1,970,000 
in the number of children under 15. 

The Expansion of Hospital Practice 


How could anyone fail to see that the addition of 
4,000,000 to the pensionable group must result in a con- 
siderable increase in the incidence of disease ? For the 
estimation of this increase certain data are available. 

1. Incidence of Degenerative Diseases. — -Holingsworth and 
Klem (1943) found that in people over 65 in the United States 
the incidence of degenerative diseases was 86.4 per 1,000. 
Assuming a similar incidence in this country, the number of 
sufferers would rise from 483,000 in 1941 to 829,000 in 1971, 
an increase of 72%. 

2. Domiciliary Attendance. — In the United States Collins 
(1940) found that domiciliary attendance on people over 65 
and on younger people was in the proportion of 6.0: 2.7. The 
figures for this country given in the Registrar-General’s 
Quarterly Returns are roughly the same. Simple calculation 
shows that if all medical treatment were domiciliary the 
amount for the whole population would increase by yrb, or 
9.5%, from this cause alone. 

3. Bcd'provision for the Chronic Sick. — An investigation 
carried out by the Surrey County Council on behalf of the 
hospital surveyors of the London Area showed that of the beds 
for the chronic sick 75% were occupied by people over 64, 
and 25% by younger people. The number of beds needed is 
estimated in the different surveys at between 1.2 and 2.0 per 
thousand. Taking the lower figure, Table III shows that the 
increase needed between 1941 and 1971 is 78,000. 

I vm i; HI. — Beds Required for Chronic Sick (On a Basis of 1.2 pei 
Thousand) 


Yc.tr 


104! 

ton 


Men uver 64 and 

Women over 59 

Others 


i i 

' No. j 

%of j 
Popn 

Beds 

No. 

%of : 
Popn 

1 

Beds 

Total 

Beds 

j ‘'.571,000 j 
j 9,576.000 1 

120 1 
j 20 8 ! 

42.000 1 

72.000 

40.994.000 

36.404.000 1 

1 

88-0 ! 
| 79 l ! 

14.000 

12.000 j 

56.000 

84.000 


Similarly, taking the higher figure, the increase is 47,520. 
Whatever the figure, the increase is 50%. 

Lord Beveridge seems to have visualized a population 
t - C | u* 1 acdv . c °f successive illnesses and restorations to 
na th entering into healthy old age which eventually 
terminates in clinically blameless death. The hospital 
surveyors of the Eastern Area hope for a diminution in 
the incidence of degenerative diseases for improved home 
care and earlier diagnosis. But it has yet to be proved 
at home care is more economical than institutional treat- 
.JjP ’ an " e nave '. tdc evidence that earlier diagnosis 
lhm™ ak K tls * ues less liable to degenerate or old bones less 
< ' sn ° ? rCak ' 11 1S ? bvi0us t0 ev «ryone that to our power- 
PrCVCnt occurrences must be added our 
emarhablc progress in retarding malignant and degenera. 

' i ' f ms proeress must itself 

to en! f u b , C ° me retarded > We have still a long way 
sha r be orc , the Umit of our achievements is reached We 
certainly see a more widespread application of radio- 


Prior to the last war the medical services undertaken by 
the State, apart from the activities of the Medical Research 
Council, were practically confined to the institutional treat- 
ment of chronic sickness, infectious and mental diseases. 
tuberculosis, and to part of general practice. With the 
exception of the surgical treatment of tuberculosis the cost 
-of these was almost static, fluctuating only with the cost 
of living. Any undue rise in the cost of the general prac- 
titioner service could be checked by penalties for over- 
prescribing. When the State proposed to undertake the 
treatment of the acute sick.it was assumed that this too 
was almost static. “There will be some development of 
the service,” says the Beveridge Report. “There will be 
some expansion of accommodation and services provided 
(e.g., for cancer),” says the White Paper [italics mine]. 

These comforting words betray a singular ignorance of 
the most outstanding characteristic of the voluntary hos- 
pitals — namely, that their activities were determined "by the 
application of science, which, as I have shown (Roberts 
1948), resulted in the expansion with accelerating velocity 
of every branch of their work without exception. The grow- 
ing demands made upon them they met by spending up tc 
and often beyond their income, proudly displaying theii 
adverse balances as a measure of their success and as a 
basis for appeals for more generous support. There was 
therefore every reason to suppose that when their financial 
embarrassments were removed their expansion would be 
still further accelerated. But owing to defective historical 
sense none of the official publications show any realization 
of this state of affairs, though it must have been obvious 
if only from experience gained in the Emergency Medical 
Service. Estimates were based on the then existing 
expenditure plus the amount due to arrears which had 
accumulated during the war. Had they been based on the 
rate of growth they would have'fumished a more, reliable 
indication of the magnitude of future commitments. 

Misconceptions about flic Nature of Disease 

To sociologists disease has always appeared as some- 
thing which causes poverty. It is one of the five “ giants " 
(to quote the Beveridge Report) which threaten social 
security through the cost to the invalid and the economic 
consequences to him and to his dependants. Hence the 
first steps at mitigation were concentrated, in the National 
Insurance Act, on the wage-earner. In the Beveridge 
Report this view of disease receives its fullest expression: 
This can be seen in the repeated emphasis on “ restoration 
to health” and the importance of rehabilitation. Steps 
must be taken “ to prevent interruption or destruction of 
earning power from leading to want.” According to the 
International Labour Office the principal object of sickness 
insurance is to restore health and working capacity. On 
this simple view the community can be divided into tsvo 
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'(Hi pi : those who are well and able to work, and those 
ho are unwell and unable to work. Disease is something 
sople recover from, and the doctor’s duty is to expedite 
"at recovery so that they may resume their labours. 

For taking this restricted view sociologists cannot be 
■lamed. Untrained in biology and medicine, they are 
incapable of seeing health and disease in their proper 
■citing. The fault lies in ourselves. In what is known as 
jocial Medicine we have joined hands with them in investi- 
ting the effect of social conditions upon health, but we 
ve neglected the wider problem. We have failed to 
mulate any doctrine embodying the true relation between 
dicine and all the elements of which civilization is com- 
sed — human nature, social progress, standard of living, 
, 1 control over Nature. This extremely intricate relation 
^iust now make an effort to unravel, a task we can best 
rni by taking one by one the delusions under which 
^wciologists labour. 

\ 

What is Health ? 

The Beveridge Report, as we have seen, conceives ill- 
alth as something which threatens social security. But 
hen it comes to the means of treating ill-health it dis- 
rds this restricted conception for one which is all- 
bracing. “For every citizen there must be available 
jitever medical treatment he requires, in whatever 
;m he requires it, domiciliary or institutional, general, 
inlist, or consultant. . . .” We thus have in the same 
art two widely differing conceptions, and it is in the 
which separates them that the Health Service is most 
to fpunder- It therefore seems desirable to try to 
,e health. ■ The anonymous writers of the Report on 
British Health Services in the Political and Economic 
nine (PEP) Series (1937,' p. 395) state that “we can 
iv claim scientifically to know what health is." Their 
onfessed incapacity, however, does not deter them 
1 expounding, in common with many other writers, the 
liar fiction of " positive health.” This seems to be a 
innentlv ecstatic state which will inevitably ensue from 
emoval of adverse social conditions, from more inten- 
, health propaganda, the training of more and better 
ors, and the building of bigger and brighter hospitals, 
maintaining that health can be regarded only as a neutral 
-.ero state, I suggest the following definition : 
fithin the limitations of diagnosis good health exists, 
when the separate organs of the body are functioning 
,iin the recognized normal range, and when the integration 
their functions permits growth and physical and mental 
tivity within the normal range ; (2) when the activity of the 
icro-organisms for which the body is the natural habitat are 
fficiently counteracted so that they are prevented from impair- 
r functional powers ; and (3) when the physical and mental 
[ tuli constantly arriving from the environment do not appear 
! impair structure or function at the moment, and, though 
ividuallyxsuHiminal, do not appear to be exerting a cumula- 
■ effect in impairing them in the future. 

Vhatever its imperfections, this definition is, I think, at 
it realistic. It recognizes that the fight against disease 
one aspect of the struggle for existence, like the quest 
food and for protection against the violence of Nature, 
is struggle, so far from becoming easier, must inevitably 
:ome harder at every step owing to our inherent moral 
‘d physical infirmities, our mortal nature, and the bounds 
. time and space. We cannot conquer Nature, for the 
fiple reason that we are ourselves part pf Nature; we 
i only come to terms with her, and she drives a hard 

■ gain. 

: Social and Economic Conditions 

• It is necessary to remember,” says PEP, “that there 

■ often two alternative policies for dealing with ill-health 


— either to treat the cases or to deal with the social and 
economic conditions producing the cases.” If by “ social 
and economic conditions ” is meant poverty' I can only 
reaffirm categorically that with the possible exception of 
tuberculosis none of the major diseases and few of the 
minor ailments are in any degree attributable to this cause. 
Housing conditions are still deplorable in many places, but 
preventive medicine, by making the slums, as it has made 
the jungle, more habitable, has made their abolition less 
insistent. As regards psychological disorders, can we, 
influenced by the prevailing philosophy of determinism, 
indefinitely attempt to adjust the environment to the indi- 
vidual, bearing jn mind the function of the environment in 
the formation of character ? Does our growing knowledge 
of the workings of the mind keep pace with the new prob- 
lems for ever arising in an age when the increasing com- 
plexity of civilization inevitably breeds new sources of 
friction in human relations and when increasing self- 
consciousness makes man more critical of his environ- 
ment (hough not more critical of himself? “The fault, 
dear Brutus . . .” 

Industrial diseases present a similar problem. If our 
task were confined to the elimination of those which have 
long existed it would be formidable enough. We must 
remember, however, that industry is not static. Scientific 
discovery leads society to engage itself in the production of 
ever more complex chemical substances the ill-effects of 
which are discovered only by experience. Even more for- 
midable are the risks involved in the industrial uses of 
.v rays and y radiation, and in the production of isotopes 
and radioactive substances. The protection of employees 
and the prevention of contamination of air, water, and 
earth require a cleansing ritual which is fantastically 
elaborate. Nor is it merely a matter of disease which 
is immediately apparent, for there is reason to fear the 
advent of pathological effects delayed by years and even 
the possibility of danger to succeeding generations. As 
man, spurred by curiosity and the struggle to survive, 
penetrates ever more deeply into Nature's secrets she exacts 
an ever heavier toll. With these increasing hazards, which 
become a progressively more integral part of industrial 
life, medicine strives frantically to keep pace. Danger is 
always one move ahead of prevention. 

Disease and Working Capacity 

“ Disease and accidents must be paid for in any case, in 
lessened power of production and in idleness ’’ (Beveridge 
Report, p. 158). This sweeping statement is a travesty of 
the truth. It ignores all those conditions which have no 
effect on earning power — minor and localized skin diseases, 
such as digital warts and birth-marks, minor errors of 
refraction in the illiterate, the loss of a tooth, and baldness 
(for which wigs are supplied in duplicate), to name only a 
few of the vast number for which correction is now being 
demanded. It ignores the fact that medicine is a luxury 
as w-ell as a necessity. It ignores the coexistence of in- 
curable neurosis with unimpaired functional efficiency. Wc 
all know the neurotic woman who, when asked whether 
her symptoms interfere with the performance of her house- 
hold duties, replies with an indignant denial, the very sug- 
gestion being a reflection both on her sense of duty and on 
her capacity for martyrdom. 

Underlying this view is the assumption that health is 
something which all desire. I once heard a distinguished 
sociologist speak of a friend as “ enjoying ill-health.” From 
his sympathetic tone it was clear that he was using the 
expression in' its figurative sense and that he was ignora 
of its true and literal meaning. This humourless v' 
seems to be general among sociologists. The wri 
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PEP say : “ Many of the costs of ill-health cannot be 
measured in money. The subjective element in the endur- 
ance of pain and sickness cannot be estimated. It is impos- 
sible to say what contribution might in happier circum- 
stances be made to the community by that regrettably large 
body of persons who ‘ enjoy indifferent health,’ whose 
energy is all absorbed in struggling through the daily 
round.” 

An associated idea is that health is an end in itself. 
Health, however, is not an end but a means to an end, the 
end being the full life, though it does not follow' that the 
full life which results is necessarily the good life. Good 
health is, I imagine, as essential to a burglar as it is to a 
bishop. But if health is a means to an end there must be 
an end worth having. At the present stage of civilization 
the best way to diminish the vast amount of imagined ill- 
health is the removal of sources of frustration and the 
encouragement of initiative, independence, and self-respect. 


The Standard of Living 


National prosperity, it is believed, is necessarily increased 
by the advancement of medicine. The truth is that it is 
both increased and diminished. It is increased by treat- 
ment which secures without disproportionate expense com- 
plete recovery in the young and middle-aged ; it is dimi- 
nished by measures which promote the survival of the unfit 
without making them fit and by those which merely pro- 
long invalidism at a level incompatible with functional 
efficiency. The question is, which of these two actions 
predominates ? I believe it depends upon the stage of 
development to which medicine and civilization have 
attained. At lower stages the effect is a pure enrich- 
ment of society, but, as civilization advances, the opposite 
factor exerts an increasing back-lash until at a certain point 
national prosperity is threatened. I do not say that we 
have reached this point, but we are certainly moving 
towards it. We are cured of the simpler and cheaper 
diseases to fall victim later on to the more complex and 
more expensive. This is the price which society pays for 
lengthening the expectation of life. 

It is hoped that as the Health Service improves the need 
for it will diminish, and that this factor should lower the 
cost (Beveridge Report, p. 104). This is another way of 
saying that disease still threatens security because treatment 
is inadequate. Study of the past gives no grounds for this 
belief. The phenomenal development of hospital practice 
has, as 1 have shown (Roberts, 1948), involved an increase 
in cost per patient far exceeding the rise in the cost of 
living, a fact which disproves the contention that the 
increase is due to the more widespread dissemination of 
existing facilities. The determining factor is the increasing 
application of science, which, if given free play, will with- 
out any doubt always outrun provision. In 1860 England 
and Wales, with a population of 20,000,000, had just under 
11,000 doctors, practically all of whom were general prac- 
titioners. Their average income was certainly not more 
than £500. The total amount spent by patients wa’s thus 
£5,500,000, including the cost of drugs. To-day the general 
practitioner service is costing more than £40 million exclu- 
ding the cost of drugs and administration. In I860 hos- 
pitals, except in large cities, were small and cheaply run, 
and in country towns almost non-existent. Workhouse 
infirmaries administered only the barest medical necessities, 
rm C0 M," try ' S ,otal medical bill must have been well under 


It can indeed be laid down as a Jaw, that in a ft 
economy the cost of medical treatment rises with l 
s-ar.aru of living. This is because medicine is more si 
'-s u in treatment than in cure ; because medicine 


partly a luxury and its cost therefore rises with the amount 
spent on other luxuries, as Dickinson (1947) has shown, 
because those engaged in medicine are themselves part of 
society and share its fortunes ; and because medical pro- 
gress .and a rise in the standard of living are both due to 
the same cause — the advancement of science. Science 
which gave us radium and penicillin also gave us television 
and the electric washer. It follows that in a free economy i 
if the standard of living were to fall the cost of medical ' 
treatment would fall with it. In a planned economy there 
is no knowing what would happen ; it would all depend 
on the planners. Certain it is that if an attempt were made 
to maintain or increase the cost of medical treatment the 
fall in the standard of living would be catastrophically 
accelerated. 

Let us here note one very significant fact. Just at the 
moment when the provision of individual economic security 
is accomplished comes the realization of the precariousness 
of our national economic security. This is reflected in 
(among other ways) the change of emphasis in appeals- for 
voluntary support. It being no longer necessary to shock 
us into generosity with pictures of disease and consequent, 
poverty or of poverty and consequent disease, our feeling, 
are harrowed by statistics showing how disease impedes 
national recovery. The Empire Rheumatism Council, for 
instance ( The Times, Nov. 3, 1948), tells us that 3,000,000 
weeks of work are lost each year by the insured population 
through rheumatic disease'. The meaning of this should be 
clear to all. It is that from the struggle for existence there 
is no escape. Nature sees to that. Legislation can remove 
it from the individual but only by transferring it to the 
State, 

The Moral Implications 

“ It is a logical corollary to the receipt of high benefits 
in disability that the individual should recognize the duty 
to be well and to co-operate in all steps which may lead to 
diagnosis of disease in early stages when it can be pre- 
vented ” (Beveridge Report, p. 158). This obligation, which 
incidentally can be read as a direct encouragement to abuse 
the Service, means more than refraining from malingering, 
a subject on which writers on industrial medicine are elo- 
quent. It means that citizens will arm themselves with the 
moral shield and buckler against disease ; that they, will 
conquer the lusts of the flesh ; that they will suffer neither 
their bones to be broken in drunken brawls nor their 
livers to become cirrhotic by chronic addiction ; that they 
will not use their disabilities to tyrannize over their fellow- 
men ; that they will always allow themselves to be made 
efficient members of society by surgical operation rathem 
than remain permanent charges on the community by their 
refusal ; and that they will think twice and even three ana 
four times before sending for the doctor. The stability/ 
of the Health Service in fact requires a tremendous moral 
uplift the like of which mankind has never seen, an uplift 
which even ministerial supplications will be powerless to 
achieve. Failing this happy transformation of human nature 
the true logical corollary is the application to our weaker 
brethren, and perhaps to us all, of measures which, to put 
it mildly, will be anything but pleasant. 

Medicine Considered as a Commodity 
Sociologists maintain that medical treatment is abov 
economic considerations. The Beveridge Report (p. 
says that full prevention and curative treatment must f- 
axailable “without an economic barrier at any point- 
According to Levy (1944), “ economy in medical treatment 
contradicts the very foundation of medical science.” This 
however, is true only in regard to treatment which result 
in partial or complete restoration of functional efficiency- , 
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its application to complaints which do not impair functional 
efficiency and to diseases which are incurable and which 
cause total -and permanent incapacity is a different matter. 
It will clarify. our minds if we consider the differences and 
resemblances between medicine and other commodities — 
food, clothing, housing, and fuel. The chief differences are 
■these: First, the direct cost of medical treatment is an 
"addition to normal requirements. Secondly, allowing for 
individual variation in the conception of what is essential 
and what is extravagant, and for the fact that the luxuries 
of to-day become the necessities of to-morrow, the minimum 
requirements of other commodities can be at least roughly 
assessed. We know the amount of clothing, fuel, and food 
needed to keep us warm, dry, and well nourished. In con- 
trast, the need and value even of the essentials of medicine 
:are usually impossible to assess. 

■. Thirdly, we know the cost of food and clothing ; we can 
:(ind out exactly the cost of repairing a house or a coat 
land we have a reasonable guarantee that the repair will be 
"successful. In medicine we have no such assurance. The 
host cannot be estimated nor can a cure be guaranteed. 
^Vhen an article reaches obsolescence we can decide whether 
to repair it or buy another ; with our bodies we have no 
option, and the chances that repair will be successful 
diminish with the years. Fourthly, though fancy articles 
command fancy prices, the cost of food, fuel, and clothing 
is in normal times subject to little fluctuation, since it 
depends on the cost of labour and raw materials and is 
regulated by the law- of supply and demand. Medicine, 
however, contains within itself the means of its own expan- 
sion — namely, the expansion of science on which it is based 
-—an expansion beyond the control of market conditions 
and of which the only certainty is that it will continue 
indefinitely. 

; The resemblances, if less obvious, are no less real. Medi- 
cine, like other commodities, consists of a core of essentials 
; surrounded by inessentials extending to luxury and extra va- 
| gance. Illness makes many people less able to pay the cost 
|of treating it, but it also makes them less able to pay for 
"rent, food, and clothing. The means of providing all these 
'commodities, including medicine, comes from the same 
‘sources — personal and national wealth. 

'J The consequences of failing to understand these differ- 
-ences and of ignoring the resemblances are plain for all to 
jsee. At a time when food and clothing are rationed, when 
(the housing shortage causes immense difficulties, and when 
.‘the coal shortage constitutes the gravest threat to our stan- 
dard of living, medical treatment is provided in abundance 
l.vith no regard to economy. In unemployment pay, old-age 
" pensions, and the death gratuity, where costs can be readily 
'determined, the benefits are based on the minimum needed 
:!to keep our bodies in reasonable comfort and in due course 
; to bury them with reasonable decorum. Moreover, for 
'Entrants of advancing years there is a minimum period of 
'contribution before full benefits can be obtained, so that 
‘(many people have to be helped by National Assistance. 
■ But in regard to sickness, the cost of which cannot be 
^ascertained with anything approaching accuracy and of 
-which the only certainty is that it will increase with 
accelerating speed, the State has underwritten an unlimited 
'.lability. 

Conclusions 

-i I believe that through ignorance and miscalculation in 
.hits preparation the cost of the Health Service has been' 

• grossly underestimated, that when in full operation it will 
.■be not less than £500 million, and that in future years it 

• will rise to an even higher figure. Whatever the exact 
.-.figure, I am firmly convinced that at the present rate 
-of expenditure it will involve us in national ruin. The 


alternative is hardly less comforting. It is that a limit will be 
set by shortage of personnel and materials. This means 
(mark it well!) that medicine will be rationed and con- 
trolled, and there is no reason for supposing that national- 
ized medicine possesses any moral superiority rendering 
it immune from the vices which rationing and control 
invariably bring in their train. 

There have been occasions when nations have been deci- 
mated by disease. They have often recovered, but changed 
in social structure. The Black Death, for instance, by crea- 
ting a shortage of labour destroyed the feudal system. In 
the twentieth century civilization is faced with a threat 
unique in its history, the existence of more ill-health than 
it can afford, due not to any temporary calamity but para- 
doxically to the advance of civilization itself. Society has 
opened a new Pandora’s box. releasing new diseases of its 
own creation and with them innumerable new methods of 
treating all the diseases which it cannot cure. 

The stupendous problem thus created calls for the exer- 
cise of the highest intelligence. Our duty as a profession is 
clear. We must teach our students and the lay public that 
the fight against disease is part of the struggle for existence : 
that medicine is not above economic law but strictly subject 
to it ; that the claims of health, so far from being absolute, 
are relative to national well-being ; that the country will get 
not the finest Health Service in the world but the Health 
Service which it deserves. We must not allow absorption 
in the daily round to prevent us from counteracting the 
hysterical clap-trap of demagogues, the impracticable visions 
of idealists, or the false premises of academic theorists. 
We must proclaim the faith that is in us, the faith inspired 
not by the Blue Books but by the bedside, not by Sidney 
Webb but by Hippocrates, not by the London School of 
Economics but by the Island of Cos. 
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The Poisons Board has made certain recommendations to the 
Secretary of State for the further amendment of the Poisons List and 
of the Rules made under Section 23 of the Pharmacy and Poisons 
Act. He therefore proposes to make Statutory Instruments which 
will effect the following chances in the law relating to poisons: 
6-morpbolino-4 ; 4-diphenylhep:ane-3-one and its salts will be added 
to Part I of the Poisons List. Dinitrocresols win be taken on: of 
Part I and added to Part II of the Poisons List. Bis-bis-dimethyi- 
aminophosphonous anhydride, diethyl-paranitrophenyi thiophesphate, 
hexaethyl tetrophosphate and tetraethyl pyrophosphate will he added 
to Part II of the Poisons List. 6-morpbo!ir.o-4: 4-dipheny!hep'.ar.t- 
3-one will be included in the First and Fourth Schedules to the 
Poisons Rules. Dinitrocresols w3! be exempt from the restrictions 
which apply to First and Fourth Schedule poisons when sold in the 
form of agricultural and horticultural insecticides or fungicides. 
Such preparations will be excluded from the general exemption from 
control of all substances containing dinitrocresols and not being 
preparations for treatment of human ailments; they will be the 
only preparations containing dinitrocresols and subject to the control 
of the poisons law which may be sold by listed sellers of poisons. 
The four phosphorous compounds named will be exempted from 
-control when sold in any form other than agricultural cr horti- 
cultural insecticides or fungicides. These preparations, and the 
similar preparations containing dinitrocresols, will be subject only to 
the restrictions imposed by their being included ia Part II of the 
Poisons Lis! and in the Seventh Schedule to the Poisons P.ules. 
The form of words with which they are to be labelled will draw 
attention to the danger of using the preparation in an enclosed 
place and of allowing it to come into contact with the skin. Rmie 
30 will be extended to include insulin in the list of poisons which 
may be manufactured tinder the supervision of a duly quali5ed 
medical practitioner. 
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( From the Peptic Ulcer Clinic, Glasgow Western Infirmaiy ) 

From an analysis of reports from hospitals in Great Britain 
Nicol (1941) suggested that there is a geographical variation 
in the relative frequency of gastric and duodenal ulcer. 
Doubtless other geographical variations would come to light 
if sufficient information were available. Unfortunately the 
majority of hospital reports deal exclusively with in- 
patients, and if the criteria for admission vary from one 
hospital to another the omission of out-patients may lead 
to serious error. So far the only complete survey of hos- 
pital patients with peptic ulcer in this country was made 
in the Greater London area (Avery Jones and Poliak, 1945). 
We present for comparison the experience of a hospital in 
the West of Scotland. 


accounted for some 10% of the total out-patients. Amonc 
in-patients it accounted for 4.3%. 

There were 2,526 males and 7 32 females— a ratio of 3.5 
males to 1 female. This was considerably lower than the 
ratio of 4.7 to I given by Avery Jones and Poliak (1945); 
it is a matter for regret that comparable estimates from 
other hospitals have not been published. A point of interest 
in our series, to which further reference will be made, wa- 
the different sex ratio in out-patients as compared with that 
of in-patients: in out-patients there were 3.1 males to 1 
female, and in in-patients 4.5 to 1. 

Age and Site Distribution 

The age distribution of the ulcer patients attending hos- 
pital is shown in Fig. 1. The large number of patients 



Methods 

A survey was made of the out-patients and in-patients 
with peptic ulcer attending the Western Infirmary, Glasgow, 
during the two-year period from May 1, 1946, to April 30, 
194S Foi the purpose of the survey it was necessary to 
adopt an arbitrary standard of diagnosis. For out-patients 
the diagnosis was taken as established when an ulcer had 
been demonstrated radiologically, and for in-patients when 
ulcer was the final diagnosis made by the clinician in charge. 
Out-patients were interviewed daily immediately after they 
had been x-rayed . the count of out-patients was complete 
as compared with the barium meal logbook, but, as was 
inevitable in a busy department, a few patients escaped 
interview. The count of in-patients was made by visiting 
each ward once a week, and virtually all the ulcer patients 
were interviewed save those who died within a few days of 
admission. The information obtained was recorded on 
punch cards to facilitate sorting. Care was taken to avoid 
counting any patient more than once, and (again to avoid 
duplication) out-patients subsequently admitted were classed 
as in-patients. Patients known to have a peptic ulcer but 
seeking Myice for unrelated disease were excluded. Finally, 
to allow comparisons to be made with previous reports 
from other hospitals, we have wherever possible appended 
to our overall figisjes the data relating separately to out- 
patients and in-patnMts. This has proved all the more 
necessary as out-patienfc and in-patients differ (as we shall 
show) in respect of age, J^site of ulcer, and complications. 

Number and Sex of Patients 

J?“ r ‘ n S t!le two-year period miem Cloned it was found that 
3,_aS ulcer patients passed !f/rough\he hospital, compris- 
ina —-.86 out-patients and 97U in-patienots. Figures for the 
total hospital attendances anjnot available for the exactly 
corresponding period, but dhring the twN> calendar years 
1-6 and 1947 the number of patients attending the general 

t V;' a ‘ and surgieal out-patient departments) was 25,333 
m Aitpe number of in-patients in the general (medical and 
$U . uf' warcis was -2,425. Peptic ulcer accounted for a 
notable proportion of all hospital patients, /especially in 
tne out-patient service. Jo the 2,286 ou/patients with 
ulcer must be added a further 244 out-pafifnts who were 
subsequently admitted to the wards : peptkg' ^ cer therefore 



Fig. 1. — Peptic ulcer: Age and sex incidence. In 53 coses the no 
site was not stated and in 4 cases of gastric and 17 of duodenal ulo 
the patient’s age was omitted. 


(some 60%) concentrated between the ages of 30 and - 
is worthy of notice. This emphasizes again the econom 
importance of peptic ulcer as a cause of chronic ill-btea) 
at a time of life when its victims are at the height of t'm 
wage-earning capacity. 

,The great preponderance of duodenal over gastric til 
is also well shown in Fig. 1, and the overall ratio was 2a 
duodenal ulcers to 358 gastric ulcers, or 7,7 to L ^ 
preponderance was greater in males than in females- 
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males it was 9.5 to 1, whereas in females it was only 4.4 to 
1. The ratio differed also in out-patients as compared 
with in-patients.* 

An observation of great interest was the striking differ- 
ence in the ages of patients with duodenal ulcer as com- 
pared with those with gastric ulcer. Thus in males the 
-.mean age for duodenal ulcer was 41.8 years and for gastric 
r ulcer it was 47.6. In females the difference was even 
greater— namely, 42.0 and 51.5 years respectively. These 
i large variations seem to reflect a real age difference in the 
incidence of duodenal and gastric ulcer. Strong support 
for this inference is provided by the evidence presented in 
Fig. 2 and Table I, in which duodenal and gastric ulcers 



Table I. — Age at Onset of Symptoms 


Age (Years) 

Gastric Ulcer 

Duodenal Ulcer 

5 

0 

5 

10 

2 

4S 

15 

13 

226 

20 

19 

413 

25 

3S 

421 

30 

42 

391 

35 

34 

292 

40 

42 

231 

45 .. ... .. 

37 

169 

50 

24 

103 

55 

23 

74 

60 

17 

55 

65 

11 

33 

70 - 

4 

11 

75 

3 

4 

SO-S4 

0 

1 

Age not stated 

49 

2S6 

All ages 

35S 

2,763 


are contrasted in respect of the age at onset of symptoms. 
It will be seen that symptoms begin at an earlier age in 
duodenal ulcer than in gastric ulcer. 


Complications of Peptic Ulcer 
Of the total 3,25S patients dealt with during the survey, 
1,237 (3S%) were undergoing treatment for a complication 
of peptic ulcer or had suffered a complication at some time 
a in the past. Of the common complications we have classi- 
jfied perforation and haemorrhage, but have not felt justi- 
-_fied in attempting to classify stenosis. Patients requiring 
operation for advanced stenosis have been classed with 
oatients requiring operation for other intractable disability 
Z ander the general term “ elective operation.” The incidence 
if complications (past or present) is shown in Table II. 

... It will be noted that the 'complication rate was much 
V-.igher among in-patients than among out-patients. It is 
'i.'.qdeed hardly a matter for surprise that in-patients should 

*Thc actual D.U./G.U. ratios were in males 1,559/137 for out- 
aticnts as against 63S/94 for in-patients; and in females 454/ S6 for 
.^.iit-patients as against 112/41 for in-patients. Excluded from the 
f '.'.lL-ulaticn of duodenal -ulcer /gastric-ulcer ratios were 36 patients with 
jri'omal ulcer, 49 with combined gastric and duodenal ulcer, and 52 
Hu whom the site was not stated. 

{£' 


Table II. — Incidence of Complications 


' 

Out-patients 

In-pa 

ients 



Male 

Female 

** 

Female 


Uncomplicated , . 

1.20S 

414 

159 

42 

1,523 

Perforation 

115 

3 

225 

17 

360 

Haemorrhage 

no 

71 

145 

56 

442 

“ Elective operation ” . . 

33 

14 

S5 

30 

162 

Perf. and haem. . . 

25 

I 

36 

s 

67 

Perf. and elect, op. 

7 



53 

I 

61 

Haem, and elect, op. 

14 

5 

63 

20 

102 

Perf. and haem, and elect 

9 

— 

29 

5 


op. 

Unstated . . 

149 

4S 

1 


19S 

Totals . . 

1.730 

556 

796 

,76 

3.25 S 


comprise chiefly those who have suffered some complica- 
tion of their ulcers. However, when it is shown that only 
one out of five of the out-patients suffered a complication 
as against four out of five of the in-patients, it becomes 
clear that out-patients and in-patients represent different 
sections of the ulcer community. We believe that it is 
because in-patients are selected mainly on the basis of past 
or present complications that they differ from out-patients 
in so many respects ; the outstanding differences in age, 
sex, and site of ulcer have been stressed throughout this 
report. 

The commonest complications were perforation and 
haemorrhage ; the relative frequency of these is shown in 
Table m. In gastric ulcer haemorrhage was commoner 


Table III. — Relative Frequency of Perforation and Haemorrhage 



Perforation j 

Haemorrhage 

Gastric ulcer 

2S males j 

9 females 

51 males 

30 females 

Duodenal ulcer . . 

456 „ , 

23 

294 „ 

114 „ 


than perforation in both sexes. In duodenal ulcer, how- 
ever, there was a conspicuous sex difference: in males 
perforation exceeded haemorrhage in the ratio of 456 to 
294, or 1.5 to 1, whereas in females perforation fell short 
of haemorrhage in the ratio of 23 to 114, or 1 to 5. This 
remarkable sex difference in duodenal ulcer remains un- 
explained. If it be accepted that duodenal ulcers which 
perforate are situated anteriorly, whereas those which bleed 
are mainly posterior, it would seem that women must have 
a relative immunity from ulcer of the anterior duodenal 
wall. This interesting speculation merits further investi- 
gation. 

Site of Ulcer and Social Status 

It has been claimed (Morris and Titmuss, 1944) that 
among the poorer classes there is a disproportionately 
large number of deaths due to gastric ulcer as compared 
with duodenal ulcer. It was of interest, therefore, to arrange 
our patients according to social status and site of ulcer, 
but it can be said at once that we were unable to confirm 
this finding. For the social grading we have used the 
scheme of the Registrar-General for England and Wales 
(1931); Grade I includes the professions, Grade III skilled 
artisans, Grade V unskilled workers, and Grades II and 
IV are intermediate. 

Table IV shows that the observed and expected numbers 
were in general in close agreement. There was no sys- 
tematic surplus of gastric ulcers in Grade V, and indeed 
in two of the three age groups there was actually a small 
deficit. 

Lastly, we examined the possibility that peptic ulcer in 
women might be commoner in the unmarried because they 
tend to have the same conditions of work and meal-times 
as men. Among 584 women between the ages of 20 and 64 
the unmarried amounted to 150 (26%). This seemed to us 
to be a high proportion, and we were surprised to discover 
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T\ble IV . — Social Grade of Male Patients Aged 20-64 


Age j 

j 


Social Grade 

- 

I and II 1 

1 m 

IV 

V 

20-34 {j 

Gastric 1 
Duodenal I 

: 2(29) 1 

! 46 ! 

20 (2G 0) 
416 

7 <5 8) 

90 

1 1 (5 3) 

To 

35—19 

Gastric 
Duodenal I 

3(6 2) 

65 

62 (58 8) 1 
589 

13 (11 9) 
119 

11 (12 1) 

123 

50-64 | 

j Gastric 
j Duodenal 

6<6M | 

40 j 

40 <42 8) 
266 

i *5(9 8) 

1 55 

1 

8 (9 9) 

63 


From the table excluded SO duodenal ulcer and 11 gastric ulcer patients 
whose social grade was not stated The figures in brackets give the number of 
gastric ulcers expected at each age if site and social grade were independent 


that it agreed fairly closely with the proportion of unmar- 
ried women in the general population ; for women aged 
20-64 the 1931 Census for England and Wales gives the 
proportion of unmarried as 3,747,699 to 11,743,965, or 32%. 

Relative Incidence of Duodenal and Gastric Ulcer in 
Great Britain 

Nicol (1941) stated that the relative incidence of duodenal 
and gastric ulcers varied throughout Great Britain, and 
ranged from 8 to 1 in Scotland to 1 to 1 in London. He 
doubted whether the London figures were truly represent- 
ative ot the ulcer population in that area, and suggested that 
it was the practice in London to treat more cases of 
duodenal ulcer as out-patients than was usual in other 
cities, so producing an artificial difference in the ratio of 
duodenal to gastric ulcers This was confirmed by Avery 
Jones and Poliak (19451, who by including out-patients 
found that in London duodenal ulcer was two and a half 
times as common as gastric ulcer. Nevertheless there is 
still a gross discrepancy with our finding in the West of 
Scotland that duodenal ulcer is about eight times as 
common as gastric ulcer 

Figures are not available giving the relative incidence of 
duodenal and gastric ulcers in the general population, 
but during the war many reports were made on 
peptic ulcer m the Services, and in these the D.U./G.U. 
ratio varied from 4 0 to l (Rook, 1943) to S.7 to I (Morris, 
1940) Bv taking only males under 45 years, and so making 
iheir series comparable with the Service patients, Avery 
Jones .md Poliak made the ratio of duodenal to gastric 
ulcet 5 s to ! It would therefore appear that their experi- 
ence with this age group may be taken as representative. 
Howevc., when the same group of patients is considered 
in our , cries the D U./G.U. ratio becomes 13.2 to 3. Con- 
sequently it must be concluded that the relative preponder- 
ance ot duodenal ulcer over gastric ulcer is much greater 
m hospital practice in Scotland than in London. Whether 
this difference is due to an absolute increase in duodena! 
ulcer or a deficiency of gastric ulcers remains to be 
established. 

Summary 

A two-year survey of the peptic ulcer patients attending a 
Glasgow hospital is reported. The survey included both in- 
patients and out-patients. The chief findings were: 

1. The overall sex ratio was 3.5 males to 1 female. 

2 The overall site raiio was 7.7 duodenal ulcers to 1 gastric 
|Q ' t0 ' f° r males and 4.4 to 1 for females). There was no 
ev idence that the ratio of duodenal to gastric ulcer was influ- 
enced in males by social status or in females by marital status. 

' Patients with duodenal ulcer were notably younger than 
patients with gastric ulcer, and the age at onset of symptoms 
was also lower in duodenal ulcer. 

4. The complications of ulcer which the patients had suffered 
were recorded. Attention is drawn to the relative rarity of 
perforation in duodenal ulcer in women. 

5. In-patients differed from out-patients in respect of sex, 
ace. site of ulcer, and complications. This is attributed to the 


{act that in-patients were a selected group comprising chief 
patients who had suffered one or more complications. 

6. The ratio of duodenal to gastric ulcer appears to be muc 
higher in Scotland than in London. This finding is discussed. 

We wish to express our gratitude to Professor Illingworth, \\1 
proposed this survey, to the physicians, surgeons, and radiologb 
of the Western Infirmary for their ready co-operation, and to NL 
S, G. Murray, Miss C. M. Atkinson, and Miss M. K. Chisho’ 
for much secretarial help, loyally and efficiently given. 
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Department of the Government Chemist 

At a recent meeting of the Nutrition Society on th. 
nutrition of athletes it was made clear that there wen 
but few scientific data relating to the nutrition anc 
physiology of athletes. The gathering of many athlete- 
in London for the Olympic Games gave an opportunity 
for the study of certain aspects of their physiology- 
namely, the food consumption, haemoglobin levels, anc 
blood pressures. 

Food Consumption 

Most of the athletes were housed and fed at the R.A.F 
camp at Uxbridge, others being accommodated at a numbei 
of smaller centres. Different nationalities occupied differeni 
blocks, a dining-room in each block being reserved for the 
athletes. Food was prepared in three separate kitchens at 
the main camp. There was also one central cafeteria for 
snacks and light meals where athletes could entertain their 
guests. If any athletes were unable to come to camp for 
a meal they were provided with sandwiches ; occasional!; 
they had meals in outside restaurants. These variou 
arrangements made the collection of food records somewha' 
complicated. Many of the athletes were under considerable 
mental tension before their contests, and it was therefor* 
essential to exercise a good deal of tact in obtaining th* 
food data. A further complication was that national disbe- 
were in many cases provided and the nutrient values o 
these were not available in the customary tables of foot 
composition. 

The method of survey was as follows. On the Montfe’ 
of each week the athletes chosen for study were inter 
viewed and their co-operation enlisted. The study o 
each athlete lasted from Tuesday (breakfast) until Frida 
(supper) — that is, for four days. The athletes collecte 
their food on the cafeteria system ; a dietitian follows 
and was served with duplicates of the meal. At the efl 
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each meal the food left by the athletes was collected, 
ae duplicate meals and the left-overs thus obtained were 
it separately into Kilner jars for eventual chemical analysis, 
t each meal the athlete told the dietitian what extras had 
;en eaten since the previous meal, replicas of which were 
en obtained either from the cafeteria or from the teams’ 
pplies. The Kilner jars were kept in cold storage, and 
the end of four days were sent to the Laboratory' of the 
avernment Chemist for chemical analysis. The collec- 
in of the food samples was done by three of us (J.B.B., 
K.C., B.M.N.). In addition, Miss Lowden, of the Ministry 
Food, collected four sets of diets by the same method 
am a smaller centre, the results of which have been 
:luded here. 

Chemical Analysis of the Diets 

The chemical analyses were made in the Department of 
: Government Chemist under the direction of one of us 
.GJX). The mixtures of foods received for analysis con- 
ted of duplicates, as near as could be judged, of the 
its of the athletes as served at the camp canteens over 


McCance and Widdowson (1946) and of Chatfield and 
Adams (1940) were used to calculate the nutrient values of 
apy foods not obtainable for chemical analysis. 

Results of Diet Studies 

The results are shown iD Table I. The protein intakes 
ranged from 65 to 231 g. a day, averaging 139 g. daily. 
Only three athletes had less than 100 g. daily. The high 
intakes were in the main due to large consumptions of meat, 
eggs, and milk. The intake of fat ranged from 92 to 223 g. 
a day, and averaged 137 g. daily. The carbohydrate intakes 
were from 128 to 572 g. a day, with an average of 390 g. 
dpily. The proportions of glucose, sucrose, and starch 
e^ten varied widely, some athletes taking liberal helpings of 
siigar in their tea, others taking glucose, while others took 
but small amounts of sugar and no glucose. The calorie 
intakes ranged from 2,1 1 3 to 4,739 daily, with an average 
of 3,350 daily. There was no consistent difference in the 
calorie intakes of different types of athletes — e.g., sprinter 
of long-distance runner. This aspect was further examined 


Table I. — Average Daily Intakes of Nutrients by Olympic Athletes 


Nationality 

Age 

in 

Years 

Civil Occupation 

Height 

(cm.) 

Weight 

(kg.) 

Eve*** 

Protein 

(g) 

Fat 

(g) 

Carbo- 

hydrate 

(g) 

Calories 

Basal 

Meta- 

bolism 

f “ Spare ’’ Calories 

Per Day 

Per kg. 

tish' 

29 

Policeman 

183 

79 

100 ifl- 

136 

161 

413 

3.645 

1.915 

1.366 

17 

ladian . . 

23 

Student 

1SI 

80 

100 1*1. 

137 

92 

443 

3.I4S 

I.93S 

895 

11 

gian 

IS 


177 

70 

200 rfl- 

192 

125 

459 

3.729 

1.905 

1.451 

21 

rican . . 

23 

Clerk 

16S 

57 

200 in. 

95 

112 

267 

2,456 

1.614 

596 

10 

tish 

28 

190 

75 

400 i*i. 

ISO 

209 

524 

4,697 

1,924 

2.303 

31 

takan .. 



Student 

1S6 

72 

200 ra„ -400 m. 

124 

109 

490 

3,437 

1.S66 

1.227 

17 

inese . . 

. 23 

In bank 

172 

59 

400 Id- 

99 

105 

338 

2,693 

1.653 

771 

13 


25 

Clerk 

174 

61 

400 i*i. 

103 

III 

299 

2,607 

1.663 

683 

11 

tish 

30 

Student 

176 

69 

800 rf- 

I5S 

200 

48 1 

4.356 

1.74S 

2.172 

31 

laican . . 



196 

S4 

400 m„ S00 m. 

136 

116 

572 

3.876 

2.069 

1,419 

17 

gian 

25 

Cterk 

175 

69 

S00 m.. 1.500 m. 

187 

no 

439 

3.494 

1,770 

1.375 

20 

tish 

27 

Regular Army soldier 

1SI 

64 

S00 m., 1.500 m. 

129 

185 

369 

3.657 

1.741 

1.550 

24 

ladian . . 

22 

Salesman 

182 

65 

S00m.. 1.500 m. 

136 

115 

418 

3.251 

1.791 

1,135 

17 


20 

Student 

190 

88 

£00 ra.. 1.500 m. 

143 

153 

531 

4,073 

2,106 

1,560 

18 

gian 

25 

Clerk 

169 

63 

3,000 m„ 1(1,000 m. 

169 

104 

322 

2,900 

1.663 

947 

15 

tish 

41 

In food factory 

165 

67 


231 

\&i 

367 

3.S6S 

1.590 

1,891 

2S 

ladian 

32 


169 

62 


139 

149 

400 

3.497 

1.623 

1.524 

25 

inese . . 




173 

59 


146 

126 

326 

3.022 

1,604 

1.116 

19 

.... 




167 

55 


ns 

I OS 

351 

2.848 

1.574 

9S9 

18 

cemburger 

18 

Student 

1SI 

78 


172 

223 

511 

4.7 39 

2.039 

22126 






I6S 

67 

120 miles cjvls 

137 

146 

411 

3.505 

1,732 

1.423 


:erian . . 

25 

Student 

1S7 

76 

Jumping 

114 

114 

310 


1.924 

52S 

/ 

cemburger 

28 



I7S 

75 

Gymnast 

169 

172 

413 

3.876 

1.857 

1.631 

— T 


25 

Printer 

165 

53 

- 

128 

158 

214 

2.790 

1 .528 

9S3 


*ican .. 

26 

Lawy er 

170 

72 


117 

128 

429 

3.336 

1.760 

1.242 

17 

„ 

26 

Student 

ISO 

82 

Basket ball 

134 

104 

397 

3,060 

1.934 

820 


„ 

31 

Business man 

175 

96 

Hammer-throwing 

65 

149 

12S 

2.113 

2.005 

103 


inese . . 

17 

Student 

— 

— - 

Swimmer 

101 

93 

309 

2.477 





period of (usually) four days, together with the actual 
eavings ” of meals. ■ 

To secure a representative sample each Kilner jar was 
ighed as received, the contents tipped into a large 
iminium container, and the jar weighed empty. Any 
ne, stones, and similar material of no food value were 
noved and weighed to obtain the amount of the edible 
iterial supplied and of the leavings. These leavings were 
alvsed separately. The whole of the food was then intro- 
ced in portions into a large hand-operated mincer to 
aduce a finely ground product. After thorough mixing 
aliquot was transferred to a Waring blender to produce 
homogenized product for analysis. If the liquid in the 
xed food was not sufficient for the blender to operate 
aperly a known weight of water was added to bring the 
xture to a suitable consistency. 

The determination of moisture, ash, fat, and nitrogen 
;S carried out as described by Bransbv et al. (194S). The 
rbohydrate values were obtained “ by difference " — that 
the amount remaining after subtraction of the moisture, 
;, protein, and ash. The factor 6.25 was used to calculate 
: protein content from the nitrogen values found by 
alysisr. The factors 4, 9, and 4 were employed to calcu- 
e the calorie value of the diets from the respective pro- 
n, fat, and carbohydrate contents. The food tables of 


by considering the energy available for the normal everyday 
activities and athletic exercise, after making allowance for 
the basal metabolism. Thus for each athlete the require- 
ment for basal metabolism and the allowance for specific 
dynamic action— namely, 10% of the calories provided by 
the food— were deducted from the total calorie intakes. 
Tlie remainder, called for brevity “ spare " calories, were 
compared .according to the type of athlete. Again, there 
was no consistent variation of these “ spare " calories with 
the type of event. The “ spare ” calories per kg. of body 
weight were then calculated for each athlete Oast column. 
Table I). The results for four nationalities are set out, 
according to event, in Table II. The data for the Canadians 


T rBLE II. — " Spare ”* Cclories per kg. of Body Weight per Day 


E\ent 

100 

M. 

200 i 

M. 

! 000 
! »«• 

soo j 
M. 

1.500 
M. ! 

10.000 

M. 

Mara- 
thon j 

120 MPes 
Cycle 

Bri« sh 

Cafiadian 

Cheese 

B-lgian and 
l.u\elnburper 

: 

17 

11 

; 

21 

i 31 

11.13 

31 ! 

1 

1 

itTif 
20 j 

i 

15 

1 if 1 

! ,s ’ 19 =9 

I 1 


» Tola! cAories las th- sum of th= bosol m:nbo!ism sr.S ipcz-.F.z dyr.;~c 

art-on. 


and Chinese suggest that more “ spare ” calories per kg. of 
body weight were required for long-distance than for short- 
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distance events, but this was not substantiated by the data 
for the Belgians, British, and Luxemburgers. 

Ascorbic Acid . — Estimations of the ascorbic acid intakes 
were made for seven athletes. Duplicate portions of all 
foods containing ascorbic acid were collected from the 
kitchens and were analysed by Dr. C. W. Herd. The intakes 
(mg.) per day were: British,' 71, SO; Luxemburger, 45; 
Belgian, 81 ; Canadian, 41 ; Chinese, 43 ; Jamaican, 9S. 
Orange juice contributed largely to the last value. 

Food Habits 

Twenty athletes were interviewed concerning their normal 
food habits and their food habits during training and on 
the day of the race or event. Most of them stated that they 
were always in training and that consequently their diet 
underwent little change when they were getting ready for 
a race. The majority stressed the value of generous helpings 
of meat, eggs, and milk. Thus one marathon runner nor- 
mally has two or three eggs and 1-H lb. (453-680 g.) of 
steak daily, and a sprinter two eggs and 1 lb. of steak 
daily. There were, however, a number of interesting varia- 
tions as the day of the race approached. Two short-distance 
runners tend to eat less, a marathon runner to cut down 
on milk, and a javelin-thrower to cut out afternoon snacks 
and drink more milk. A middle-distance runner has the 
same food but larger helpings, and a short-distance runner 
tries to have more eggs, milk, and meat. Another middle- 
distance runner has a normal diet throughout training, but 
on the day preceding the race eats more than usual. The 
athletes thus did not behave uniformly, but appeared to 
fall into three groups : those who did not vary their normal 
habits throughout training, those who tended to eat less, 
and those who tended to eat more. 

On the day of the race food habits often changed con- 
siderably. The majority have a normal breakfast, but 
again there are interesting variations. One short-distance 
runner has additional eggs and bacon ; two others omit 
breakfast, and another has a broiled steak the night before 
the race and poached eggs for breakfast. A middle-distance 
runner and a marathon runner have no breakfast. In 
x practically all cases a lightly cooked meal is eaten three to 
our hours before the event. Most short- or middle-distance 
. mners have a light snack, the favourite appearing to be 
poached eggs on toast ; but two short-distance runners each 
have 2 lb. (900 g.) of steak, one additionally having milk, 
the other chocolate, three-quarters of an hour before the 
race. Each of the three marathon runners interviewed has 
a good meal of steak or eggs and bacon about four hours 
before the race ; a 10,000-metre runner has a normal break- 
fast and nothing within four hours of the race ; a wrestler 
has nothing between 6 o’clock the previous evening and the 
weigh-in in the morning, but about three hours before the 
event has a hearty meal of steak, potatoes, ancf cakes. A 
javelin-thrower has a normal breakfast and a light snack 
four hours before the event, and a high-jumper makes no 
variations at all from his normal diet. 

Some athletes specially mentioned sugar, glucose, and 
salt. Two short-distance runners and a javelin-thrower 
make a point of taking a lot of sugar in their drinks before 
the race , a short-distance runner and a marathon runner 
have glucose every morning ; and middle- and long-distance 
runners have glucose on the day of the race. Three short- 
distance runners make a point of taking plenty of salt in 
their food, and two middle-distance runners take salt regu- 
larly when in strict training. Two short-distance runners 
take synthetic vitamin B, tablets daily, and a jumper takes 
preparations containing vitamins A, B, C, and D. Most 
of the athletes avoid taking much fat or fatty foods before 
the event, as it is considered indigestible. 


Haemoglobin Levels 

Blood samples were obtained from 147 men from 18 
countries. Their ages ranged from 16 to 47 years, and tb pi ' 
competed in a wide variety of events. Blood was tal 
from the finger, the subject sitting after normal n< 
strenuous activity. The alkaline haematin method v 
used with a Medical Research Council Grey Wedge pho 
meter, calibrated against Gibson Harrison standard. I 
same person (W.T.C.B.) examined all the bloods. Pipet 
were tested and corrections made, where necessa 
beforehand. 

The mean haemoglobin level of the 147 men was 16 
per 100 ml., with a range of from 13.7 to 18.6 g. a 
standard deviation of 1.01 g. The mean level for 93 rr 
from temperate countries was identical with that of 54 m 
from warm or tropical countries — namely, 16 g. 

The haemoglobin levels of 35' men competing in evei 
involving a high oxygen debt — short-distance runne 
swimmers, cyclists, and oarsmen — averaged. 15.9 g., whi 
is not significantly different from the grand average. Si 
divisions into events demanding great strength, great endi 
ance, and skill rather than endurance gave averages 
15.9 g., 15.7 g., and 16.2 g. respectively. None of t 
diSerences between these is significant. 

.Blood Pressures 

Readings were taken with the subject seated, after nom 
non-strenuous occupation. An ordinary mercury coluir 
and-cuff sphygmomanometer was used. The diastolic pr 
sure was read at the beginning of the fourth pha 
Readings were taken either by one of us (H.S.T.) or 
six instances by the doctor to the team. 

Values for the whole group, and for men from te 
perate and warm countries, are shown in Table III. 1 


Table III . — Blood Pressures of Olympic Athletes According t< 
Climate 


Group 

No. of 
Sub- 
jects 

Mean 
Systolic 
mm. Hg 

S.D. 

Range 

Mean 
Diastolic 
mm. Hg 

S.D. 

Rai 

Temperate countries 

in 

121-2 

13-2 

100-160 

76-0 

S-2 

60- 

Warm countries . . 

90 

116-6 

131 

90-150 

79-1 

7-7 

65- 

Whole .. .. 

201 

119-1 

13*1 

1 

90-154 

77-4 

8-1 

60- 


Table IV . — Blood Pressures of Olympic Athletes According It 
Body Weight . 


Group 

No. 

Systolic Pressure 
mm. Hg 

Diastolic Presst 
mm. Hg 

Temperate countries: 


112-8 

68-1 

Less than 140 lb. (63*6 kg.) . . 

ii 

140-164 lb. (63-6-74-5 kg) .. 

52 

120-1 

75-6 

165-189 lb. (75-0-85-9 ke.) . . 

33 

121-2 

76-8 

190 lb. (86-3 kg.) or more . . 

15 

130-8 

81*2 

Warm countries: v 



77-1 

Less than 140 lb. (63-6 kg ) . . 

23 

114-1 

140-164 lb (61-6-74-5 kg.) .. 

44 

116-2 

79-1 

165-189 lb. (75 0-85-9 kg.) .. 

16 

117-4 

80-1 

190 lb. (86-3 kg.) or more 

7 

126-3 

$4-0 


Table V . — Blood Pressures of Olympic Athletes According to / 


Group j 

No. 

Average 

Age 

Systolic Pressure 
mm. Hg 

Diastolic Prcssi 
mm. Hg 

Temperate countries : 



120-0 

75-8 

Under 25 years . . 

49 

21-5 

25-29 years 

31 

26 -6 

124-2 

74-9 

30 years or more . . 

31 

33-7 

119-9 

77-3 

Warm countries: 




78-2 

Under 25 years . . 

37 

21-7 

117-0 

25-29 years 

29 

26-6 

116-2 

79-0 

30 years or more . . ' 

24 

33-4 

116-6 

80-8 


group from temperate countries had a significantly higl 
systolic and lower diastolic pressure than the group fr< 
warm countries. 
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The average systolic and diastolic pressures showed a 
rend of increase with increasing weight (Table HO. 
able V shows mean pressures according to age. While 
ystolic pressure shows no consistent trend, diastolic pres- 
ure tends to increase with increasing age. Classification 
ccording to type of athletic event did not reveal any 
ignificant differences in blood pressures. 

Discussion 

Food . — From a study of the diets of Olympic athletes 
n Berlin in 1936 Schenk (1936) reported that the average 
alorie intake of the competitors was 7,300 a day — that is, 
n amount vastly in excess of the highest value found in 
his study. The difference between them was probably due 
a the difference in the method of survey, the Berlin investi- 
ation relating to the foods entering the camps, the present 
avestigation to the foods actually eaten. The average 
alorie intake of the 2S athletes (3,350) is about the average 
eed of a man engaged on light work, and thus confirms 
he view put forward by Abrahams at the meeting of the 
Nutrition Society that the energy requirement of athletes 
! not as great as is commonly supposed. There is, hovv- 
ver, the possibility that the food eaten during the survey 
leriod was less than that normally eaten, as the members 
if some teams may have been unaccustomed to the foods 
ind meals provided. Moreover, the period of survey — 
lamely, four days — was short, though the results are fairly 
onsistent. 

•There is a good deal of variation in food habits during 
raining, but athletes in general seem to attach importance 
o liberal amounts of the animal protein foods in their 
liets. It is not possible, however, to say whether this pre- 
erence is due to special value being attached to protein 
>er se or to the foods themselves which contain animal 
irotein — namely, milk, eggs, and meat. Some athletes take 
iberal amounts of the easily assimilated carbohydrates — 
lamely, glucose and sucrose — but fat did not seem to be 
lopular, especially near the time of the event, as it is con- 
idered to be indigestible. On the day of the race the 
hort- and middle-distance runners mostly favour a snack 
ir light meal a few hours before the race, but the marathon 
unners prefer a more substantial meal. There were, bow- 
:ver, a number of notable exceptions. Vegetables are 
:enerally avoided near the race because they cause 
latulence. 

Haemoglobin levels . — A wide range of mean haemo- 
globin values has been reported for different groups of 
lealthy men. In 71 studies available to us from many 
ountries 8 average values of 16 g. or over were reported, 
ind 11 of 15 g. or less. The remaining 52 means lay 
letween 15 and 16 g. Differences must have existed 
letween one group and another in respect of food habits, 
ndulgence in tobacco, and in the amount of exercise taken, 
ind these may account for some of the differences found 
or these variations, which occur even between different 
:roups in the same country. Most of the subjects of the 
iresent study lived on a diet which provided an abundance 
>f the factors needed for blood formation ; on the other 
land they smoked but little, so that the increase in haemo- 
;Iobin level associated with tobacco-smoking (Wintrobe. 
942) would presumably not occur. The effect, if any, of 
xcrcise upon haemoglobin level is not known for certain. 
\dcock cl al. (1949) have shown that, in comparable groups 
if men, those engaged in active occupations had lower 
iverage haemoglobin values than sedentary workers, and 
he Medical Research Council’s (1945) survey also gives 
ower values for the more active occupations. It will be 
toted, however, that the most active group of all the 
ubjects of the present investigation, the short-distance 


competitors and oarsmen, bad a mean level which was not 
significantly different from the grand average 

The subjects of the present study represent man at his 
optimum, and it is of interest that the mean of 16 g. was 
found in men from temperate and warm climates alike. 
The standard deviation of 1 g. and the wide range which 
we found show, however, that wide variations from this 
mean are compatible with physical perfection, for obviously 
none of our subjects would have represented his country 
had his performance been physiologically impaired. 

Blood Pressures . — Treadgold (1933), in reporting on the 
pressures of healthy R.A.F. personnel, gives systolic means 
from 122 to 125 mm. in healthy men of the age range in 
this study, and diastolic means of from 75 to 79 mm. 
Symonds (1923), in America, gives systolic means of from 
12315 to 126.4 and diastolic means of 79.5 to S3.3. 
Robinson and Brucer’s (1939) life-assurance figures for 
Americans show' an average of 121 mm. systolic and 
74 mm. diastolic, but the systolic pressure is between IIS 
arid 1 19.25 for the ages with which we deal. The mean 
pressures of the group from temperate countries are there- 
fore within the range of average values reported in health, 
a point of interest in view of the tension which prevails at 
the time of a world athletic contest. It may be noted that 
the bounding pulse, popularly held to be typical of the 
athlete, was not common. 

Published figures (Donnison, 1929; Chamberlain. 1911 : 
Kilborn, 1926) for the mean systolic and diastolic pres- 
sures for different peoples living in warm climates differ 
markedly, some being well above and some well below 
European means. The group of men in this study are of 
several races, and the number from any one nation is too 
small for a comparison with the European means. 

Symonds (1923) showed that both systolic and diastolic 
pfessures rose as the weight-height ratio increased. In the 
present study the . subjects were grouped according to 
weight, and both systolic and diastolic pressures tended to 
increase with increasing body weight. There is nothing 
noteworthy about the relation between age and blood pres- 
sures shown in this study, especially in view of the fact 
that subjects with high pressures may tend to drop out or 
be weeded out of world athletics as they grow older. 

Summary 

A study was made of the food consumption, haemoglobin 
levels, and blood pressures of a number of competitors in the 
Olympic Games held in London in the summer of 19d8. 

The average daily intakes of 2S mate competitors were 139 g. 
protein. 137~g. fat. 390 g. carbohydrate, and 3.350 calories. 
Neither the total calorie intake nor the “spare” calories — that 
is, the total calories less those required for basal metabolism 
artd specific dynamic action — per kg. of body weight varied 
consistently with the type of event. 

The food habits of the athletes varied considerably during 
training. The majority stressed the value of generous helpings 
of meaL eggs, and milk. Some took glucose or vitamin pre- 
parations or large helpings of salt. On the day of the race the 
usual practice among short- and middle-distance runners was 
to take a light meal, and the marathon runners a more sub- 
stantial me3l. three to four hours before the event. 

Haemoglobin values were obtained for 147 men. the average 
being 16 g. per 100 ml. There was no difference between the 
average values for men from temperate and tropical countries, 
or according to the type of event. 

Systolic and diastolic blood pressures were taken on 201_ men, 
the average values being 119.1 and 77.4 mm. Hg respectively. 
Men from temperate countries had a higher average svstolic 
and a lower average diastolic pressure than men from warm 
or tropical countries. Both diastolic and systolic pressures 
tended to increase with increasing body weight, and there was 
a tendency for diastolic pressure to increase with age. 
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SJOGREN’S DISEASE, WITH DRYNESS 
OF THE BRONCHIAL MUCOSA AND 
UNCERTAIN LUNG LESION 

BY 

PHILIP ELLMAN, M.D., F.R.C.P. 

Consulting Physician L.C.C. Hospital Service 
and Dorking County Hospitul ■ 

AND 

F. PARKES WEBER, M.D., F.R.C.P. 

Consulting Diagnostician to the QctPtan Hospital 

i enrik Sjogren (1933, 1935, 193, Jj, 194-/), of Jonkoping, by 
the careful study of cases of kei.ato-coTijunctivitis sicca, has 
succeeded in establishing the existence of a syndrome, or 
rather a disease, which in its complete form includes kerato- 
conjunctivitis sicca, xerostomia, rhinitis sicca, pharyngitis 
sicca, and laryngitis sicca, bi ,t the disease is far more often 
incomplete. The eye lesion need not be the presenting con- 
dition, and patients may first seek medical advice because 
of enlargement of salivary glands or because of xerostomia. 

The chronic inflammatory changes in the parotid glands, 
usually without suppuration but with recurrent exacerba- 
tions, tend to produce permanent enlargement, sclerosis, or 
atrophy in ir.'egular combination. Analogous changes 
occur in the ether salivary glands and in the oral mucosal 
■ L and /also in the lacrimal glands, though usually 
‘ ’ ' 0 iyious clinical enlargement. It seems certain 

that 1 )' /cases have been labelled as Mikulicz’s disease 

or M. aitzs syndrome. The skin, especially the sweat 
glands, a-Al the stomach (acid-producing glands) may be 
involved In some cases. The clinical onset, often more 
pronounbjd on one side than the other, is intermittent and 
insidious, ^he patients are mostly middle-aged women. 
Liimcal accompaniments may include accelerated blood- 
sedimentation rrffc, alterations in the blood count, in the 
ody ^temperature, xmd in the hjood-sugar curve, and not 
rarely arthritic svmpNjnr -(rheumatoid arthritis). 

In regard to the eye condition Sjogren concluded: “The 
morbid chances appear to find their simplest explanation 
in the fact that, owing to intense diminution or complete 
abolition of the lacrimal secretion, the conjunctiva itself 


is obliged to provide for the entire secretion of fluid. As 
the result of this a chronic oedema arises, which gradually 
leads to degeneration and atrophy of the epithelium.” One 
may suggest an analogous explanation for the secondary 
changes in the, oral mucosa when they arise in cases ol 
chronic xerostomia of any nature.' According to Sjogren’s 
investigations it seems clear that the dryness of the mouth 
and eyes is preceded by changes (microscopical) in the 
salivary and lacrimal glands. 

Non-ocular features of the disease (Weber, 1945), it 
addition to the changes in the salivary glands and mouth 
may include dryness in the- nose, pharynx, and larynx 
secondary dysphagia (Plummer-Vinson syndrome) ; second- 
ary cough (from dryness of mouth and pharynx) ; achlor 
hydria ; dryness of skin ; dryness and atrophic change ir 
the vagina ; almost complete alopecia ; accelerated blood 
sedimentation rate ; hypochromic anaemia ; low blooc 
pressure ; low blood sugar ; low blood calcium : Raynaud 
like blueness of hands and feet : telangiectasis on lips anc 
tips of fingers ; telangiectatic and pigmentary sclerodermia- 
like changes in the legs (Sheldon, 1938-9); and delusional 
mental symptoms and occasional epileptic fits (Sheldon 
193S-9). But some of these features may possibly bs 
regarded as superadded conditions, not directly connectec 
with Sjogren’s disease. However, in regard to the curioui 
pigmentary sclerodermia-like dermatosis in Sheldon’s case 
one of us (Weber, 1945) has heard of another case o 
Sjogren’s disease with similar leg pigmentation. 

In the present case the unusual feature is the occurrenci 
of dryness of the bronchial mucosa with some radiologica 
basal pulmonary shadowing of uncertain nature, which ma; 
perhaps be interpreted as an infected (granulomatous 
atelectasis due to breakdown of the natural defence owini 
to the dry bronchial mucosa. 

I 

Case Report 

The patient is a delicately built woman of medium heigh! 
aged 34 on Nov. 13, 1948, thin, but apparently not losini 
weight. Her father died at 57 of heart .failure ; he sufferer 
from bronchitis. Her mother died at 69 of “ sugar diabetes. 
The parents had eight children, of which the patient is ths 
seventh ; all the others are said to be living and healthy. Ths 
patient herself has always been thin and delicate-looking, and 
since the age of 13 has been subject to short Raynaud-like 
attacks in the fingers — the tips turn white and then blue- 
relieved by putting the hands into hot water. She had measles 
• at 17 and scarlet fever at 21. While still in the fever hospital 
after the scarlet fever she developed temporary swellings on 
both sides of the face, which were considered possibly mumps. 
About 1940 she noticed a peculiar dryness of the lips and mouth, 
which she d d not get rid of. In January, 1942, painless cherr)'- 
sized parotid swellings developed, one on each side, and were 
diagnosed as Mikulicz’s disease. For these she received deep 
x-ray treatment at the Cancer Hospital (six sdances) and they 
disappeared, but not the dryness of the mouth. 

Menstruation, which hegan at 12 years of age, has remained 
normal. She married in February, 1939, and in December, 
1943, a child (boy) was delivered by caesarean section owinf 
to the presence of a uterine fibroid, which was removed at the 
same time. The boy was normal at birth and has remained 
healthy. After suckling him for 84- months she developed two 
small painless lumps (September, 1944), one on each side, undet 
the lower jaw. With deep x-ray treatment (six sdances) the) 
disappeared. She received further deep x-ray treatment in Feb- 
ruary, 1946, but for the past eighteen months she has had 3 
small painless swelling in the right sublingual region. Abou* 
September. 1944, her eyes felt hot, dry, and irritable, and ! 
doctor told her she had conjunctivitis. It cleared up, but ha 1 
returned on and off ever since. 

In April, 1946, she suffered from “ dry pleurisy,” first on on' 
side and then on the other. For this she was in bed for thrt- 
weeks only, but never got rid of the dry cough and since the 
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as never felt quite well. Since then also the eyes have been 
r ‘ cr - and in February, 1948, they became much worse and 
follicular” conjunctivitis was diagnosed. 

In May, 1948, a stiff neck was followed by painful swelling 
i the knuckles, and pain and stiffness in the wrists, knees, feet, 
id left shoulder, with some fever. This polyarthritis of the 
teumatoid arthritis type, for which she was referred to one 
f us (P. E.) by Dr. II'. Edwards and treated at the Leatherhead 
■dspital, has now nearly subsided. Her dry cough has become 
luch worse, and when she is talking she has to sip water 
equentlv to relieve the dryness. 

Present Condition 

She complains of dryness of eyes, mouth, and throat and 
rjtable dry cough, much worse on talking. Sometimes she has 
ight difficulty in swallowing. Most of her teeth have been 
[traded. By palpation with the finger and thumb a painless 
lerry-sized swelling can be felt below the tongue to the right 
f the middle line. There is slight symmetrical enlargement of 
le thyroid gland, but no clinical evidence of thyrotoxicosis. 

A' blood count fAug. 14. 1948) showed; haemoglobin, 98% ; 
•ythrocytes, 4.980.000 ; colour index, 0.99 ; leucocytes, 6,000. 
nother blood count (Dee. 31) gave; haemoglobin, 103% ; 
■ythrocytes, 5,700.000 ; colour index, 0.9 ; leucocytes, 7.600 
lolymorphs 81%, lymphocytes 18%, monocytes 1%). Urine 
lowed nothing abnormal. Blood pressure was 120/80 mm. 
g. Blood IVassermann reaction was negative. Blood sedi- 
edtation rate was not raised on June 28, 1948, when it was 
; but on Sept. 26 it was 22 (normal 4 to 8). Blood calcium 
as 10.6 mg. per 100 ml., blood phosphorus 3.9 mg. per 100 ml., 
id blood alkaline .phosphatase 9 units. There has been no 
utum at present. There was no clinical evidence of disease 
' the heart, abdomen, or central nervous system. In the Jungs 
ere is diminution of air-entry at both bases, breath sounds 
e”tubular in type at the left base, and numerous dry crepita- 
>ns can be heard at both bases, but are especially marked at 
e left base. 

A'-'ray examination of the chest (July II, 1947) showed dimin- 
iied translucency in the left lower lobe, with pleural involve- 
ent. On Aug. 16, (948, there was an area of consolidation in 
e left lower lobe, with some scattered opacities in the right 
wer lobe. The heart, mediastinum, and trachea were centrally 
aced, the left diaphragm was obscured, and the heart was 
vrmal in shape, size, and position. A further skiagram on 
ov. 30, 1948, showed little appreciable change. Bronchoscopy 
as negative, except for dryness of bronchial mucosa ; no 
cretion was obtained (Mr. W. P. Cleland, St. Helier Hospital, 
arshalton). Electrocardiogram vvas normal. The hands 
lowed soft-tissue swelling of the proximal interphalangeal 
ints buf no bony changes, nor were tbere any bony changes 
the other joints. 

The following additional investigations were carried out at 
e Hammersmith Hospital. The sputum showed Gram-positive 
icci and diphtheroids on direct smear, and Staphylococcus 
/reus on culture. Fractional test meal gave normal secretion 
I hydrochloric acid. Urinary excretion of 17-ketosteroids and 
e glucose-tolerance test were normal. Schirmer’s lacrimation 
st showed moistening along 0.5 cm. of the filter paper colo- 
ured with 3 to 5 cm. in controls. Salivation test, consisting of 
Election of saliva for three minutes after chewing and swal- 
ivving fruit, gave 0.8 ml., whereas control subjects produced 
to 9 ml. A heating test for sweating gave normal response, 
liver biopsy (performed because pulmonary sarcoidosis had 
;en suggested) showed normal histology. 

Treatment 

Treatment was directed symptomatically to the dry eyes, 
:y mouth, and dry bronchial mucosa. \ So far as the eyes 
: e concerned cod-liver oil drops gave symptomatic relief, 
(tempts were made to increase the salivary secretion by pilo- 
irpine. mecholinc, and phvsostigmine. These produced no 
;preciable response as shown by the salivation test. In the 
ape that the changes at the base of the left lung might be 
iproved aw attempt vvas made to alleviate dryness of the 
-onchial mucosa by keeping the patient for a fortnight in 
steam tent (Hammersmith Hospital). This had no beneficial 
feet on the respiratory condition and the patient thought that 


the dampness aggravated the arthritis. Breathing exercises and 
postural drainage produced no significant result. ”she was given 
vitamin A. 150.000 units daily, empirically, as it was thought 
that this could not possibly do any harm and might conceivably 
do some good. Closure of the lacrimal ducts” by local dia- 
thermy was not carried out, since the eye symptoms were not 
the most troublesome. The patient thinks that inhalation 
therapy helped her at the Hammersmith Hospital. 


Discussion 

This case seems to be one of Sjogren's disease, which, we 
think, may be regarded as a ivmphoid granulomatous con- 
dition, affecting especially the salivary and lacrimal elands 
and giving rise to dryness of the mouth and conjunctivae. 
The presence of slight rheumatoid arthritis may be regarded 
as a point in favour of this diagnosis. In the present 
instance the bronchial mucosa is specially affected, and 
there are pulmonary lesions of uncertain nature, probably 
granulomatous. Dryness of the bronchial mucosa seems as 
yet not to have been noted in Sjogren’s disease, though its 
occurrence might have been expected in some cases. 

The main salivary gland swellings have disappeared under 
deep x-ray therapy, but the dryness of the mouth and con- 
junctivae has increased if anything, and there is a swelling 
in the right sublingual region. Further treatment of the 
case, beyond inhalation therapy, is problematic, but we 
think that the lacrimal ducts should now be -closed by 
diathermy in order to diminish the conjunctival dryness. 
Mikulicz's disease is a lymphoid granulomatous condition 
of the salivary' and lacrimal glands very susceptible to x-ray 
treatment, and it is a question how far it can be distinguished 
from Sjogren’s disease, to which perhaps it may be an allied 
condition (variant). The advisability of further deep x-ray 
treatment is a matter for consideration — in regard both to 
the sublingual nodule and to the lungs. 

There is also the question of the lung condition being 
of sarcoid nature, but the negative liver biopsy makes this 
unlikely. We need not therefore consider the further ques- 
tion of a possible relationship between Sjogren’s disease, 
Mikulicz’s disease, and sarcoidosis. The replacement of 
glandular tissues in Sjogren’s disease and Mikulicz's 
disease by a kind of lymphoid granulomatous tissue 
reminds one, it may be noted, of the gradual replace- 
ment of thyroid glandular tissue by lymphadenoid tissue 
in cases of so-called lymphadenoid goitre. 

We are greatly indebted to Dr. J. G. Scadding for the investigations 
carried out at the Hammersmith Hospital. We have to thank Dr. 
5. N. Cwmings and Dr. S. A. Withers for tie routine clinical- 
pathological and the x-ray examinations respectively 
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The Ministry of Health states that in many hospitals and ci inics 
the arrangements for the reception and treatment of out-patients 
in the. past have left much to be desired. It suggests that boards and 
committees should have in mind the elimination of unnecessary out- 
patient attendances, the reduction of waiting-time to a minimum. znd 
the maximum convenience and comfort of the out-patient. ** Tbe 
institution of an effective appointment system is probably the biggest 
contribution that can be made to the convenience and comfort 
of out-patients/* It adds that the resulting saving of space shotdd 
make possible the replacement of unsightly and uncomfortable forms 
by cheap but comfortable chairs, and a canteen for out-patients is 
an amenity which should be provided. Particular attention should 
be given to the holding of treatment clinics such as physiotherapy 
and" rehabilitation in the evening or at other rimes outride the normal 
working hours of patients, so that working rime need not be lost by 
patients unnecessarily. 
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ILLNESS IN GENERAL PRACTICE 

BY 

JOHN PEMBERTON, M.D., M.R.C.P. 

( From the Department of Medicine, University of Sheffield ) 


We are fortunate in this country in possessing elaborate 
and reliable information on the causes of mortality, but 
with the greater emphasis now being placed on the early 
diagnosis and the prevention of illness more data are 
required on morbidity. 

This need is being partially met by the surveys of sick- 
ness carried out by the Social Survey for the Ministry 
of Health, whose first report appeared in 1946 (Slater, 
1946). The information collected by the Social Survey 
is obtained by non-medical workers, and while it gives 
valuable information about the general incidence and 
trends of illness based on broad diagnostic groups it cannot 
be expected to provide the detailed information about illness 
in the community which only certification by doctors can 
yield. Detailed information on the causes of incapacity 
from sickness amongst the insured population of Scotland 
was published by the Department of Health for Scotland 
(1939), and provides a wealth of morbidity data about 
this population group in the year 1936-7. 

The following survey was undertaken to obtain infor- 
mation about the types and relative frequency of illnesses 
which lead people to consult their general practitioner. 


Scope of the Survey 

Eight general practitioners living in Sheffield or its 
neighbourhood recorded the age, sex, and diagnosis of all 
the patients, panel and private, who consulted them in the 
course of one winter week, February 1 to 7, 'and one 
summer week, June 28 to July 4, in 1947. They also 
indicated whether the patient was seen in the surgery or 
the patient’s home and which cases it was necessary to 
refer to a hospital or local authority clinic. 

The total number of consultations was 4,656 (2,816 in 
the winter week and 1,840 in the summer week). Only 
seven of the doctors were able to carry out the summer 
week survey, as the eighth had left the district. Six of the 
practices were within the boundaries of the city of Sheffield, 
one was in Rotherham, and one was situated in the neigh- 
bouring mining-agricultural town of Clowne. 

Of the 4,656 consultations, 3,041 (65.2%) were held in 
the doctor's surgery, 1,542 (33.2%) in the patient’s home, 
and 73 patients (1.6%) sent relatives to the doctor on their 
behalf. 

The average number of consultations carried out by each 
doctor was 353 in the winter week and 265 in the summer 
week. In 2% of the consultations the patient was referred 
to a hospital out-patient department, in 0.16% to an in- 
pauent department, and in 0.2% to a local authority 


Ape end Sex , — -Table I shows 
patients 'by age group and sex. 


the distribution of the 
The total numbers of 


Table I. Percentage of Patients Falling in Each Age Group, Males 


Years: 

0- 

1 5 " 

1 ]5 ~ 

eo-l 

. 1 
30- 

40- 

50- 

60- 

*70- 

80- 

All Ages 

Male .. 

Female 

Unstated 

II 6 
9-4 

S 0 
69 

4-5 

6 S 

126 

18-5 

15-7 

15-4 

15-0 
13 8 

14-0 

10-2 

11-3 

9-0 

6-0 

6-8 

1-7 

3-2 

2.101 

1 2,326 

29 


4,656 


males and females were nearly equal, but in certain a^e 
groups one sex predominated. Females exceeded males 


in the age group 15-29 mainly because of consultations fot 
obstetrical or gynaecological conditions. Males were in 
excess in the age period 40-69 but not after that age. 


The Illnesses 

Table II shows the main causes of illness found 
the two-weeks survey and their relative frequency. T1 


Table II. — Incidence of the Different Types of Illness 


t 

Illness or Group of Illnesses 

Winter Week 
(2.907 

Complaints) 

Summer Week 
(1.907 

Complaints) 

'Both Wed 
(4,814 
Complaint 1 

No. 

% 

No. 

% 

No. 

•/ 

/c 

Respiratory disease 


1,201 

41-3 

400 

21-0 

1. 601 

33-: 

Digestive disease 


193 

6-6 

186 

9-7 

379 

7-5 

Cardiovascular disease . . 


203 

70 

161 

8-4 

364 

7 •( 

Menial ill-health 


174 

60 

138 

7-2 

312 

6-J 

Obstetrics and gynaecology 


148 

5-1 

128 

6-7 

276 

5*1 

Chronic rheumatism 


169 

5-8 

95 

5-0 

264 

5 *1 

Accidents 


113 

3-9 

134 

7-0 

247 

5*! 

Acute specific fevers 


133 

4-6 

91 

4-8 

224 

4u 

Skin diseases 


69 

2-4 

96 

5'0 

165 

3'- 

Abscesses and cellulitis 


72 

2-5 

68 

3-6 

140 

2'S 

Ear. nose, and throat . . 


58 

.2-0 

29 

1-5 

87 

I*S 

Anaemia . . 


37 

1-3 

42 

2-2 

79 

K 

Neurological 


28 

10 

47 

2-5 

75 

1-5 

Uro-genitai 


33 

1*1 

29 

1*5 

62 

1*3 

Senility . . 


35 

1-2 

21 

M' 

56 

1*2 

Eyes 


27 

0-9 

24 

1-3 

51 

K 

Cancer 


25 

0S5 

21 

1-1 

46 

OS 

Vaccination 






35 

1-8 

35 

On 

Miscellaneous and unclassified 

189 

6-5 

162 

8-5 

351 

7*3 


number of diagnoses (4,814) exceeds the number of co 
sulfations (4,656) because some patients were suffering fro 
more than one complaint. 

Respiratory Disease . — The respiratory group of illness 
was by far the largest, accounting for 41.3% of the diagnos 
in the winter week and 21% in the summer week. T1 
frequency of the different varieties of respiratory illne 
is shown in Table III. In the winter week infiuen: 


Table III. — Analysis of the Respiratory Illnesses 



Winter 

(1,201 Respiratory 
Illnesses) 

' Summer 
(400 Respiratory- 
Illnesses) 

No. 

' % 

No. 

% 

Influenza 

416 

34-6 

11 

2-7 

Bronchitis 

386 

320 

144 

36*0 

Coryza . . . . . . . . j 

113 

9-4 

24 

6-0 

Diseases of pharynx and tonsils 

78 1 

6-5 

106 

26*5 

Pneumonia, all forms . . . . ; 

58 

4-8 

22 

5*5 

Asthma . . . . . . . . , 

51 

4-3 

29 

7*3 _ 

Pulmonary tuberculosis . . ! 

20 

1-7 

13 

3*25 

Emphysema I 

4 i 

0-3 

3 

0*75 

Other respiratory diseases 

75 

6-3 

48 

120 


accounted for 34.6% and bronchitis for 32% of tl 
respiratory illness. It so happened that a minor epidem 
of influenza A reached its peak during this week (Stuar 
Harris, 1947). In the summer week bronchitis still accounts 
for 36% of the respiratory illness, while the percentage atti 
butable to influenza had fallen to 2.7%. The fall in tl 
number of influenza cases in the summer week has tl 
effect of making the percentage incidence of the oth 
causes of respiratory illness disproportionately high. The 
were, 'however, more cases of disease of the pharynx < 
tonsils in the summer week. The poliomyelitis epidem 
was gaining ground at this time, and it is possible that son 
of these pharyngeal conditions represented abortive attac 
of that disease. Taking the winter and summer wee 
together, bronchitis was the commonest complaint for whi 
medical aid was sought from the general practitioners, 
accounted for 1 1 % of all the consultations. 

Digestive Diseases . — These came next in frequency, 
this group 68% were cases of dyspepsia of various typ- 
excluding cancer. The other chief complaints in ord 
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were diarrhoea and enteritis, disorders of the colon, hernia, 
and appendicitis. 

Cardiovascular Disease.— The cardiovascular group, 
which was the third largest, was subdivided as follows:’ 
essential hypertension and cerebrovascular accidents, 37% , 
:oronary disease, 14% ; rheumatic heart disease, 12% ; 
other diseases of the heart, 30% ; and other diseases of the- 
71ood vessels, 7%. " Other diseases of the heart ” included 
;he rather ill-defined condition “myocarditis.” Some of 
hese cases should perhaps have been assigned to the 
:oronary disease group. 

Mental Ill-health. — Cases of mental ill-health consisted 
tf psychoneurosis 93.6%, psychosis 6.1%, and mental 
ieficiency 0.3%. 

Obstetrics and Gynaecology. — In this group 36% were 
mtenatal consultations, 31% gynaecological complaints, 
10% menopausal disturbances, 9.4% post-natal visits, 5.4% 
ibortions, and 5% confinements. 

Chronic Rheumatism. — Under this heading, which 
iccounted for 5.5% of the diagnoses, were included 
umbago, sciatica, fibrositis, rheumatoid arthritis, and 
Osteoarthritis. 

Accidents. — Of the accidents 18% were fractures, 9% 
itrains, and 4% burns or scalds. The remaining 67% came 
tnder the heading “ other accidents.” . 

Acute Specific Fevers. — Of the 224 cases in this group 
!2% were measles, 9% chicken-pox, 4% whooping-cough, 
>% German measles, 1% scarlet fever, and 0.9% mumps. 

Preventive Medicine 

No patients in this series consulted their doctors for a 
outine health examination or for advice on the preserva- 
ion of their health. A certain amount of advice was given 
jy the doctors concerned with regard to the prevention cf 
urther illnesses, but the only examples of purely preventive 
vork which were recorded were the 99 antenatal consulta- 
ions and 35 vaccinations. Together, these constituted 2.9% 
if the total consultations. No consultations came under 
he heading of forensic medicine. 

From this survey it would seem that the most important 
dasses of disease which the general practitioner is called 
ipon to treat are the respiratory, digestive, cardiovascular, 
:nd psychological diseases in that order, followed by obstet- 
ic and gynaecological conditions, chronic rheumatism, and 
.ccidents. 

The low incidence of psychological complaints (6.5%) 
vas commented upon by two of the doctors participating 
n the survey. This may have been due partly to the fact 
hat in the winter week the weather was very severe and 
nay have discouraged a number of psychoneurotics from 
ttending (although the summer figure was very little higher), 
md partly to the inclusion of some of these cases under 
'■(her headings, such as “ dyspepsia ” or “ rheumatism." 

1 In amalgamating the diagnoses of a number of doctors 
ae different criteria employed might lead to the grouping 


fitiLE IX '. — Proportion oi Each Doctor’s Diagnoses F alii rut in the 
Seven Mnin Dinjacslic Groups (wittier ond summer combined) 


v Diagnostic Group 

Dr. 

A 

% 

Dr. 

B 

% 

Dr. 

C 

•/ 

/• 

Dr. 

D 

/• 

Dr. 

E 

* 

Drs. 

FiG 

% 

Dr. 

H 

Vo 

All 

Doctors 

*• 

„c$rirat 0 ry disease 
digest ive disease 
fardiova’scular disease . . 
IcataS ill-health 

Obstetrics and gynaeco- 
logy 

Thronic rbeumausm 
eddents 

28 -0 

6- 7 
12-5 

5-5 

7- 3 

3-6 

2-6 

27-2 

S-9 

11-R 

31 

5-S 

7-2 

3-9 

42-5 

9-6 

3-3 

8-4 

3-6 

5-0 

3*3 

36-8 

9-0 

5*5 

si 

6-4 

5*2 

3*6 

30-2 

7-3 

5- 5 

6- 0 
2-9 

7-7 

1 3-5* 

31*2 

6*8 

9*9 

7-7 

7*3 

4-5 

3*4 

37-0 

7-6 

5- 4 
2-9 

6- 0 

6-2 

5-0 

33-4 

79 

7-6 

6*5 

5-7 

5-5 

5-1 

✓ otal no. diagnoses 

49* 



415 

5S4 

895 

749 

1.190 

4S7 

4,814 


together of conditions which are in fact distinct. The 
frequency with which the different practitioners diagnosed 
similar conditions is shown in Table IV, and their corre- 
spondence suggests that the diagnostic criteria used by the 
doctors concerned were similar. 

Discussion 

It is interesting to compare the pattern of morbidity as 
revealed in the present survey with a somewhat similar 
analysis carried out in Sheffield by Calvert Holland in 1843. 
He records his attempt “to ascertain the nature of the 
diseases prevailing amongst the working classes ” in • 
Sheffield, “ from the books of the surgeons at the poor- 
house.” His analysis of the illnesses of a random sample 
of 200 males whose ages ranged from 20 to 74 years is 
shown in Table V. No close comparison with the present 


Table V. — Dr. Calvert Holland's Analysis oj 200 Cases of Sickness 
in Men Living in Sheffield in 1S43 


Type of Illness 

Percentage 

Diseases or the air passages 

30-0 

Diarrhoea and dysentery ... 

13 0 

Diseases of the digestive apparatus 

12-5 

Rheumatism ... ... 

12-5 

Diseases of the nervous system 

9-5 

Fever . . 

5-0 

Diseases of the urinary organs 

3-5 

Diseases cf the heart . . ... 

1-5 

Diseases of the sldn 

1-5 

Debifity 

1*5 

Miscellaneous 

9-5 


series is possible, as Holland’s cases consisted only of adult 
males from the “labouring classes.” Nevertheless it is 
interesting to note that the incidence of respiratory disease 
in his survey, as in the present one, heads the list — “ dis- 
eases of the air passages ” accounting for 30% of his series 
of cases, compared with 34% in the present series. The 
high incidence of diarrhoea and dysentery at that time 
compared with the present was no doubt largely due to 
the deficient sanitary arrangements which then prevailed. 
Digestive disease and rheumatism figure high in Holland’s 
survey, as in the present one ; on the other hand, cardio- 
vascular disease was relatively unimportant. This may be 
attributed to the fact that only 29 of his 200 patients were 
over 50 years of age. He also tells us that the mean dura- 
tion of life in Sheffield at that time was 24.12 years. At 
that time the chances of a baby living to a “ cardiovascular 
age ” were in fact not great. 

The pattern of morbidity has changed over the last 
hundred years, but respiratory disease still dominates the 
picture. In this group, cases of bronchitis are numerically 
the most important. 

Although the diagnosis of “ bronchitis ” is not always 
precise, the condition or group of conditions to which it 
refers is clearly of great medical and social importance 
as shown by this and other surveys. Thus in the report 
on incapacitating sickness in the insured population of Scot- 
land it accounted for 6.57% of the total days of incapacity 
and was exceeded only by influenza. Gafafer (1944), 
analysing the causes of sickness absence among 293 560 
male industrial workers in the United States, found that 
bronchitis was responsible for 7.5% of all absences, again 
being exceeded only by influenza. 

The distribution of cases of bronchitis in the present 
survey by sex and age group is shown in the accompanying 
Chart, where it is compared with the notifications of pul- 
monary tuberculosis in Sheffield in 1947 (Roberts, 1947). 
In adult life the sex-age morbidity pattern of the two 
diseases is somewhat similar. Females predominate in the 
first part of working life and males in the later part. Adverse 
occupational conditions are known to influence the incidence 


This practice *vas in a mining district. 
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of tuberculosis. It seems highly probable that occupational 
factors are also concerned to an important extent in the 
aetiology of bronchitis. 

One of the general practitioners taking part in the present 
survey wrote : “ I feel that the specialized fields of the 
profession have little conception 'of the actual work that 
is done by the general -practitioners, and too much atten- 
tion is paid to fields of medicine which the future general 
practitioner is rarely if ever called upon to practise.” 

The present survey does indeed suggest that the student 
who intends to become a general practitioner may spend 
a disproportionate amount of time in examining and study- ' 
ing relatively rare diseases. He would benefit from seeing 
more cases of minor illness than he can hope to find in a 
teaching hospital and from more opportunities of seeing 



disease in its early stages. Some experience in the treat- 
ment of the chronic sick and of infirm old people in the 
home would also be of value to him. Suitably staffed 
ealth centres and home visiting from these centres might 
in the future be used with advantage for the demonstration 
of such cases to the medical student. In the health centres 
he could also learn to appreciate the opportunities for prac- 
lsing preventive medicine which occur in general practice. 


Summary 


The 4.656 consultations 
tioners in one winter and 
sex. age. and diagnosis. 


undertaken by eight general practi- 
one summer week are analysed by 


Bronchitis was found to be the commonest condition it 
Himmer and in winter for which medical advice was soueht 
accounting for ll”, of all cases. S 

The relation between the work done in general practice am 
the training of medical students is briefly considered. 


The following general practitioners, by their carefu! collection o! 
data, made this survey possible: Drs. B. Droller, H. Droller, C. H 
Foggitt, M. Jacob, R. B. Knowles, G. E. Tilslcy, W. Toms, and 
E. Zadik. I wish to thank all of them for allowing me to use their 
records and for their suggestions with regard to the interpretation 
of the figures. The severe frosts and heavy snowfalls made the 
work particularly difficult during the winter week. 1 am indebted 
to Professor C. H. Stuart-Harris for helpful advice and criticism, and 
to Miss B. I. Richardson for valuable assistance in the analysis < ‘ 
the data. 
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AFEBRILE CASES OF MELIOIDOSIS 

BY 

R. GREEN, M.D., D.Sci 

AND 

D. S. MANKIKAR, M.B., B.S. 

(. From the Institute for Medical Research, Kuala Lumpur, 
Malaya) 

Recovery from infection with Pfeifferella whitmori is rar 
the death rati being about 95%, and cases of melioidos 
with freedom from marked constitutional symptoms at 
rarer still. The case history of an afebrile patient observe 
in Malaya in September, 1941, is given below. He had 
localized infection with Pf. whitmori in a cervical glam 
but remained free from general symptoms. He was treate 
by aspiration of the gland abscess, and when this refille 
he was apparently cured by treatment with sulphapyridim 
His response to the drug was in keeping with the findin£ 
of investigators from 1943 onwards — of which a brie 
review is given. Reference is made to five other afebril 
cases of melioidosis observed in South-East Asia. Th 
in vitro effects on Pf. whitmori of newer antibiotics sue 
as streptomycin, “ polymyxin,” and “ Chloromycetin ” at 
also described and compared with penicillin. 

’ Case History 

A male Indian artisan aged 30 was admitted to hospital i 
Kuala Lumpur during September, 1943, for treatment of quartai 
malaria. While in hospital a swelling of one of th 
cervical glands was noted. This was painful and tender, bv 
was relieved somewhat by glycerin and ichthyol dressing 1 
After receiving quinine treatment for his malaria he had n 
fever on the fifth, sixth, and seventh days and was discharge 
at his own request. He returned to work, but one month late 
was readmitted to hospital because of further pain and swellin 
in the cervical gland, which by this time was fluctuating in th 
centre. He had no fever on readmission or during his six-wee 
stay in hospital. The swelling was aspirated on the second da 
after readmission and thick mucoid pus was withdrawn. 0 
culture the pus yielded a pure growth of Pf, whitmori. 

A guinea-pig which was injected with 0.03 ml. of a peplom 
water culture of the patient's organism died within six 
hours, the animal’s skin showing intense oedema, with coir 
mencing haemorrhagic necrosis at the site of inoculation. Win 
recovered from the pericardial fluid of the dead guinea-pig ar 
cultured on glycerin agar the organism showed some intensify 
tion of its original rugose growth. This type of growth has b 
shown by Nicholls (1934) to be associated with the more vir 
lent variant of Pf. whitmori — in distinction to the mucoid typ ! 
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Other cultural characteristics of the patient's bacillus acreed 
ntirely with those described by Stanton and Fletcher (1932). 
"he patient's serum agglutinated his own strain of Pf. whitmori 
3 a litre of 1 in 680. A known Pf. whitmori serum agglutinated 
te patient's strain of Pf. whitmori to a titre of 1 in 880. He 
.intinued to remain constitutionally well and had no fever, 
he leucocyte picture also remained within normal limits. His 
ervical gland was reaspirated eleven_da>'s after admission and 
/. whitmori was again isolated. This re-isolated organism was 
■illy investigated and guinea-pigs were again inoculated ; all the 
acteriological findings coincided with the first aspiration. These 
ndings, together with the rapid death of the guinea-pigs — the 
tales showing the "Straus reaction” — left little doubt con- 
:ming the virulence of the strain of Pf. whitmori which was 
ifecting the patient. 

The abscess in the cervical gland remained with the skin 
nbroken, but it tended to refill after aspiration and to show 
entral softening. About four weeks after readmission the 
bscess seemed about to burst through the skin. A third 
tpiration was considered, but it was decided to try a course of 
llphapyridine instead. Over a period of six days the number 
f 0.5-g. tablets given daily by mouth was 6, 4, 0, 4, 4, and 6. 
■eatment being interrupted on the third day because the patient, 
■ho was feeling quite well, absented himself to attend to some 
rivate affairs. 

Two days after the course of sulphapyridine treatment had 
ten completed the swelling in the gland subsided. Attempt 
> reaspirate resulted in the withdrawal of a little blood- 
ained fluid which on culture did not show the presence of 
f. whitmori. A few days later the patient left the hospital. 

He was lost sight of during the years following the Japanese 
ccupaU'on of Malaya, but in May, 1 948, he was traced and 
terviewed. He stated that he had remained constitutionally 
ell, and on examination no evidence of ill-health was found, 
he former swelling in the cervical gland had disappeared com- 
etely and there were no external signs. The only remnant 
the former Pf. whitmori infection was some slight palpable 
lickening in the periglandular tissues, probably due to 
Jhesions. 

Notes on Similar Cases 

The absence of constitutional symptoms in the above 
tse was a remarkable feature. Stanton and Fletcher f J 932) 
te S3 recorded cases of human infection with Pf. whitmori 
id state that “ melioidosis is a very deadly disease and. 
f known cases, only two have recovered.” Full details of 
lese two recovered cases are then given. One is described 
; being “desperately ill with fever, cough, and chest 
iins,” and the second case is recorded as having “ high 
vinging temperature and bronchopneumonia. . . . For 
sveral weeks he lay in a drowsy typhoid condition.” In 
ieir first case the fever lasted for three months and in 
te second case for four months. 

Cases of melioidosis without marked constitutional symp- 
tms have been recorded. Peck and Zwanenburg (19471 
iported the case of an Indian havildar who developed a 
lidline abscess of the neck above the suprasternal notch 
om which Pf. whitmori was obtained in pure culture. The 
atient had no constitutional symptoms, fever, or glandular 
llargement. His serum agglutinated the organism, to a 
tre of 1 in SO. The leucocyte count, both total and 
fferential, showed no unusual features. Hasle and 
Iguyen-Duc-Khoi (1937) described the case of a Chinese 
ith a suppurative adenitis of the neck from which 
f. whitmori was cultured. The patient had no general 
-mptoms-or fever. Recovery followed the formation of 
fistula. 

Other cases of melioidosis remarkable for the absence of 
'.institutional symptoms have occurred in Java, but the 
ifection has been confined to superficial skin lesions, 
te Moor. Soekamen, and van der Walle (1932) investi- 
ated the chronic skin lesion of the buttock and thigh of 
n elderly Javanese. This had been present for about 


eighteen months and was painless. The skin was thickened 
and was beset with nodules containing pus from which 
Pf. whitmori was repeatedly isolated. Their illustrations 
show the absence of ulceration. The blood picture was 
normal and there was no fever. The patient's serum agglu- 
tinated his strain of Pf. whitmori to a titre of 1 in 600. 

Again, Sudibyo (1938) described superficial .serpiginous 
ulcers occurring in two elderly Javanese. His illustrations 
show healed scarred centres of the ulcers bordered by 
raised nodular spreading edges. Sudibyo was able to isolate 
Pf- whitmori in practically pure culture from all over the 
lesions, and found that serum agglutination tests against 
the patients’ organisms were positive at titres of 1 In 400 
and 1 in 800. His two patients had no loss of appetite, no 
emaciation, and no fever. 

Treatment ofoMelioidosis with Sulphonamides 

The majority of the cases of melioidosis occurring in 
South-East Asia have been investigated during the two 
decades preceding the Japanese occupation from 1941 to 
194S, but sulphonamide compounds were available only 
towards the end of the second decade. Again, melioidosis 
is seldom diagnosed at the bedside ; more often diagnosis 
is made in the laboratory or post-mortem room, although 
Stanton and Fletcher (1932) estimate that 200 cases occur 
each year in Malaya. Thus the factors cited above would 
account for the scarcity of literature on cases and their 
treatment with sulphonamides. 

Records of treatment of melioidosis with sulphonamides 
begin with those of Grant and Barwell (1943) and of Mayer 
and Finlayson (1 944), and sulphadiazine treatment is sug- 
gested by in vitro tests carried out by Mirick and colleagues 
< 1946) : but the clinical response to sulphonamides is more 
extensively investigated in an admirable paper by Harries 
and co-workers (1948), who conclude that the most effective 
treatment for the disease is 2 g. of sulphamezathine four- 
hourly together with local penicillin treatment, where this 
is possible, combined with autogenous vaccine therapy. 

These findings and our case of the Indian artisan described 
above, who responded in 1941 to sulphapyridine treatment 
by reduction of his abscess and disappearance of Pf. 
whitmori from the pus, prompted us to investigate further 
the in vitro effects of the sulphonamide compounds on 
strains of Pf. whitmori, but unfortunately all our Malayan 
strains were lost during the Japanese occupation. Also, 
this investigation had to be postponed until recently, and 
the only strain of Pf. whitmori available was one isolated 
by Major Harries in Burma and received by courtesy of 
the Bland-Sutton Institute for Pathology through Dr. F. R. 
Selbie and Dr. R. Lewthvvaite. The response of this strain 
to in vitro tests against various sulphonamide compounds 
is shown in the accompanying table. Fleming's “ gutter 
technique ” as described by Mackie and McCartney (19461 
was used. 


Inhibition Zone in mm. Occurring *ttb Dilutions 
Drug j of the Bacterial InocyJcm 


I in 5,000 

; I in 10 

I in 100 [ 

1 in 500 

Sulpbanflamide 

Nil 

Nil 

Nil 

Sulphapyridine 


.. 


Sulphaihierole 


11 l 

IE 

Soluthiazole . . 

> 

Nil | 

12 

S u I p hnmeaailuRe 

i 

} 

NH 

Sulphadiazine . . 

! io 

12 

17 


Allowing for possible differences in the diffusibility of the 
drugs within the agar medium, these in vitro results suggest 
the further clinical use of sulphathiazole or the somewhat 
less toxic sulphadiazine in cases of melioidosis. (Mirick 
el al. (1946), when using 15 ug. per ml. of sulphadiazine. 
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observed complete inhibition of growth in Pf. whitmori 
broth cultures.) 

Effect of Antibiotics on Pf, Whitmori 

Harries et al. (1948), in addition to using suphamezathine 
for melioidosis, treated a lung cavity locally by direct injec- 
tion of 6 ml. of saline containing 300,000 units of penicillin 
(i.e., 50,000 units per ml.), having found previously by 
in vitro experiments that at least 650 units of penicillin per 
ml. were necessary to inhibit the growth of Pf. whitmori. 
Miller and co-workers (1948) state that penicillin at con- 
centrations of 1,000 units per ml. has no immediate effect 
on Pf. whitmori, and they use penicillin in such concen- 
trations for three hours at 37° C. to get rid of un- 
wanted organisms when culturing material for isolation of 
Pf. whitmori. 

The use of penicillin in melioidosis 5 - is thus confined to 
local treatment, using concentrations many times higher 
than could be obtained in the blood stream. Some newer 
antibiotics such as Chloromycetin, streptomycin, and poly- 
myxin, however, have a wide range of activity on Gram- 
negative organisms, and two are known to be capable of 
attaining a fairly high concentration in the blood stream ; 
for example, Chloromycetin can be initiated at 40 to 80 pg. 
per ml. and maintained at 20 fig. per ml. when given by 
mouth (Woodward et al., 1948), and streptomycin, by injec- 
tion, between 10 and 20 pg. per ml. (Merck, 1947). We 
therefore considered it of some importance to under- 
take in vitro tests with these newer antibiotics against 
Pf. whitmori. 

There is considerable literature on streptomycin and its 
properties, but less information about Chloromycetin and 
polymyxin. We therefore give a few notes. 

Chloromycetin, together with its production, purification, 
and antibacterial effects, both in vitro and in experimental 
animals, is fully described by Smith and co-workers (1948) ; 
the first general announcement on this antibiotic was made 
by Ehrlich and his colleagues (1947). This latter paper was 
summarized in a leading article in the British Medical 
Journal of Aug. 28, 1948 (p. 428). Chloromycetin is an 
antibiotic substance obtained during the growth in culture 
of a variety of Streptomyces isolated from soil in Venezuela. 
An identical substance has been obtained from a variety 
isolated from compost in Illinois (Carter et al., 1948). 

As an antibiotic, Chloromycetin is unique in so far as it 
contains both nitrogen and non-ionic chlorine and in being 
well absorbed when taken by mouth. It is a crystalline sub- 
stance and is comparatively stable under conditions of 
widely varying temperature and pH. (We have found no 
loss of potency in chloromycedn-saline solutions kept in 
the refrigerator for three months.) It also has a low degree 
of toxicity in experimental animals. 

Chloromycetin inhibits the growth of rickettsiae and of 
various Gram-negative organisms, including Brucella, Bac- 
terium coli. Shigella paradysenteriae, and Friedlander’s 
bacillus, the last two being conveniently used as test 
organisms. We have found it markedly inhibitive in vitro 
to 15 Malayan strains of Salmonella typhi, to the “Inaba " 
and Ogawa strains of Vibrio cholerae, and to Haemo- 
pmlus influenzae (a Malayan penicillin-insensitive strain), 
using concentrations of Chloromycetin obtainable in the 
blood when given by mouth— that is, 40 to 60 pg. per ml. 
(Supplies of chioromycctin for such tests were received by 
courtesy of Dr. J. E. Smadel, who also provided samples 
of polymyxin, these two antibiotics being at present pro- 
duced in experimental quantities by Parke, Davis and Co. 
and Lederle Laboratories respectively.) 

Polymyxin is an antibiotic elaborated during the fermen- 
tation of various media by certain strains of Bacillus 


poly my xa (Benedict and Langlykke, 1947 ; Stansly and cc 
leagues, 1947). It is said to inhibit a wide variety < 
Gram-negative and Gram-positive bacteria. Brucella ar 
Bact. coli are used as test organisms in assaying the amoun 
of polymyxin in solutions. This antibiotic appears to be 
basic polypeptide (Florey, 1948 — personal communicatior 
and we have found that it inhibits Malayan strains i 
Salm. typhi but is less active against Salm. paratyphi 
and Salm. paratyphi B when used in the same relative 
small concentrations (1 to 5 pg. per ml.). 

The technique of testing was the ring-cup method, var; 
ing concentrations of the four antibiotics being placed : 
glass cylinders 15 mm. in diameter sealed on to the surfai 
of culture plates seeded with Pf. whitmori. The results i 
repeated tests were as follows : streptomycin and polymyx 
in concentrations up to 1,400 pg. per ml. failed to inhit 
the growth of Pf. whitmori ; penicillin up to 700, -uni 
(525 pg.) per ml. showed a maximum inhibition zone i 
28 mm.* Chloromycetin, however, in concentrations clir 
cally obtainable in the blood (60 pg. per ml.) gave an ii 
hibition ring of 24 mm. Similar amounts of chloromycet: 
tested against 15 Malayan strains of Salm. typhi ga- 
inhibition zones of 29 to 31 mm. 

It is concluded that in cases of melioidosis chloromycet 
should be of some benefit when used alone or combint 
with one of the sulphonamide compounds — sulph 
mezathine, sulphathiazole, or sulphadiazine. 

Comment 

It was of particular interest to note the inhibitory effe 
on Pf. whitmori of Chloromycetin, which is produced 1 
one species of streptomyces, as against the complete lack 
effect from streptomycin, which is elaborated by another- 
i.e., Streptomyces griseus. But the streptomyces, which a 
likely to receive further attention as a source of antibiotit 
present puzzling features ; and Carter et al. (1948) ha 
pointed out that the two varieties of streptomyces of wide 
differing origin (Venezuela and Illinois) which produce t! 
lowly toxic Chloromycetin are very closely related 
Streptomyces lavendulae, from which the more tos 
streptothricin is obtained. 

The complexity of this subject, however, has been stress* 
by Waksman (1947), who mentions the widely differ!] 
chemical nature of antibiotic substances — for examp 
lipoid-like bodies (pyocyanase), pigments (pyocyanii 
polypeptides (gramicidin), sulphur - bearing comrmm 
(penicillin), and quinones and organic bases ('•treplotr.y.:: 
— that is, they have no resemblance except for their genet 
origin. 

Summary 

The case history of a patient with melioidosis is given. I 
remained afebrile throughout weeks of observation. His glat 
abscess resolved rapidly under treatment with sulphapyridir 
and during the subsequent six years he had no recurrence. 

Sulphamezathine, sulphathiazole, and sulphadiazine ha 
also been used for treating melioidosis (abscesses in bone, ski 
and lung). Sulphadiazine is one of the less toxic compoun< 
and it showed relatively a more marked inhibition of Pf. w« 
mori in a series of in vitro tests. 

The antibiotics streptomycin and polymyxin were found 
have no inhibitory effect on Pf. whitmori. Penicillin, except 
very high concentrations unobtainable in the blood stream, al 
had no effect. 

Chloromycetin, a new antibiotic obtained from a streptomyc 
inhibited the growth of Pf. whitmori at concentrations obtainal 
in the blood when the antibiotic is given by mouth, and 
clinical use, either alone or in combination with sulphonamid' 
is therefore suggested. 

*But only 2.5 units of penicillin per ml. are obtainable in 1 
blood after an intramuscular injection of 250,000 units (Dyke, 19" 
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Medical Memoranda 


A Case of Charcot's Disease 
of the Cervical Spioe 

le following case of Charcot's joint disease of the cervical 
ine was recently under treatment at the C.M.S. Hospital, 
Id Cairo. 

Case History 

The patient, an Egyptian, first came to the hospital in 1944 com- 
uning of difficulty in walking. A Kahn test of cerebrospinal fluid 
d blood was negative, but the C.S .F. contained 70 mg, of albumin 
r 100 ml. and 76 cells per c.mm., and clinically the case appeared 
be one of tabes dorsalis, a rare disease in Egypt. This diagnosis 
is confirmed by Colonel Spillane, neurological specialist, who kindly 
amined him. 

During the next >ear the p3tient had almost continuous treatment 
th NAB, and bismuth and improved considerably until he became 
le to walk two to three miles without undue fatigue. He remained 
ill until April 1947, when he began to feel “pins and needles” 
the right arm and noticed some wasting of the muscles of his right 
ad; there was also clicking in the neck on forward and backward 
avement of the head. He did not suffer any serious disability, 
i vi 'ever, and continued his work as a clerk until October, 19-*7, 
len he quite suddenly had an attack of retention of urine, which 
d to be relieved by catheter. From this time onwards he had 
fficuhy in micturition on and off, and gradual loss of power in 
e right arm and hand until Feb. 6, 194S, when he suddenly became 
table to raise the arms at the shoulders or to Rex them at the 
bows, and there was a burning pain in the region of the right 
ouldcr , made worse by bending the head backwards. He had also 
iticcd girdle pains. 

On Feb. 13 he was admitted to hospital. On examination he was 
*n fo be a thin, iff- loo king mart, aged 55. He was alert mentally, 

: answered questions intelligently, and his speech was normal. He 
\c a history' of haring had syphilis at the age^of 18, and slated that 
Kahn test on the blood serum, done a few weeks previously, had 
oved mildly positive. He held his head somewhat flexed. Flexion 
id extension of the neck were fairly free, but there was marked 
icking on bending the head backwards, and this movement caused 
severe pain to radiate down the right arm. Examination revealed 
c following signs : 

A left internal squint, stated by the patient to have been present 
nee he was IS jears of age. Very small regular pupils, inactive to 
du and reacting sluggishly to accommodation. The cranial nerves, 
iart from the 6th, were normal. There was complete loss of power 
f abduction of the arms at the shoulders and of flexion at the right 


elbow, but some weak flexion was possible at the left elbow. Dorsi- 
flexion of both wrists was very weak. There was marked wasting 
of both deltoid and biceps muscles and of the intrinsic muscles of 
both hands. In contrast to this weakness of flexion, extension a: 
the elbow's was quite strong. In the lower limbs the power was good 
in all muscle groups, but there was some sensory ataxia, as shown by 
the hee/-to-fcnee test, especially on the left , The tnceps jerk was 
active on both sides, but the biceps and supinator jerks were absent. 
The abdominal reflexes were very active. The knee icrfcs were present 
on both sides, but the ankle jerks were absent. Plantar response was 
indeterminate. There was no loss of appreciation of pin-prick or 
light touch, and some hyperaesfhesia was present in the lower limbs. 
The sense of position was normal and Romberg's sign was positive. 
Sensibility to deep pain was much diminished, but the vibration sense 
was normal. There was no asiereognosis. At first some difficulty 
was experienced in micturition, but this soon disappeared. 

Investigations .— 1 The cerebrospinal fluid was normal in appearance, 
with no increased tension; cell count, 2 per cm; albumin, 70 mg. 
per 100 ml.; globulin, 10 mg. per 100 ml.; colloidal benzoin reaction, 
0000022200000000 ; Kahn test and Wassermann reactions, negative 



The Kahn blood reaction was also negative. Radiographs showed 
marked bony changes (see fig.). 1 am indebted to Dr. Kessem Abu 
Saif, professor of radiology at Kasr-el-Aini Hospital, for the follow- 
ing report: “There is deformity, partial collapse, and backward 
subluxation of C3, 4, and 5, with bony condensation of an ivory 
appearance and irregular new' none formation, especially on the 
anterior aspects of these vertebrae. The intervertebral disks are 
preserved. This bizarre deformity is typical of Charcot’s Joint 
disease.” 

Treatment . — The patient w-as put on antisyphffitic treatment and 
received 500,000 units of penicillin daily for 10 days; 10 injections 
of K.A.B., given twice weekly, the dose rising from 0.15 g. to 0.6 g., 
then 0.6 g. weekly for 10 weeks; and " bismostab ” I ml, weekly for 
the last five weeks. During the whole period he was taking bv mouth 
liq. hyd. perchlor. { dr. (1.75 ml.) and pot. iod. 10 gr. (0 65 g.) three 
times a day. 

Under this treatment there has been definite clinical improvement. 
Micturition is normal. He can walk better and there has been s 
return of power to a limbed extent of flexion at the elbow. He can 
now bring his hand to his mouth. The shoulder muscles, however, 
are still v ery w-eak, and the small muscles of the hand on both sides 
are very' wasted. The sensation of pain in the right shoulder, of 
which he complained, is much less, but is felt occas ; onafly. It is 
considered unlikely that any more improvement can be expected. 

The interest of the case lies in the fact, first, that while the clinical 
picture is atypical, and there are only very mild chances m the C.S.F. 
to indicate an old syphiHticr infection, the changes in the cervical 
spine are typical of Charcot’s disease of the spine; secondly, that 
the cervical spine is very rarely affected by tabetic arthropathy, the 
lumbar region being the commonest site. 

Pmtrp E. J. Cutting, M.D., 

P.M.O.. Church Miss-csify Society Hcrp til. O'i Cairo 


The Ministry of Health has issued a new list of treatment centres 
for v'enereal diseases. It covers the United Kingdom and Eire, and 
gives the names of the centres, the towns where they are situated, 
and the rimes when patients are seen. 
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GROUP PSYCHOTHERAPY 

The Practice of Group Therapy. Edited by S. R. Slavson. Fore- 
word by Nolan D, C. Lewis, M.D. (Pp. 271. 21s.) London: 
Pushkin Press. 

The treatment of patients in groups can now be regarded as an 
essential part of the psychotherapist’s equipment. As in the 
case of individual therapy, the procedures vary as widely as 
psychotherapists’ attitudes to the behaviour disorders. The 
editor of this volume — one of the best-known American workers 
in this field— and his contributors follow psycho-analytic 
thought, for the methods described most fully are those founded 
on the appreciation of transference relationships and in particu- 
lar on the adequate treatment of the hostile feelings that enter 
into these relationships. 

Slavson and his co-workers have developed two main methods 
— activity group therapy and interview group therapy. In the 
first, which is for children, the therapist provides a socially 
tolerant environment in which dominant themes of the inner 
world can be acted out. The therapist does little or no inter- 
pretation, and the modifications in the child’s inner world which 
enable him to improve his relations with his outer world take 
place by the acting-out process in the “ permissive ” environ- 
ment. The second method, the one of choice for adults, consists 
in spontaneous discussions by the group. Here the therapist 
makes interpretations through which the members gain insight 
into, and hence release from, their difficulties. The actual 
processes within groups conducted along these two main lines 
are clearly described in a series of contributions on a variety 
of psychological disturbances. Those starting to give gropp 
treatment will regret the omission of a detailed account of 
how adult groups are begun — how to introduce the idea of 
group treatment and to conduct the opening sessions. 

The writers confirm the view that group therapy in skilled 
hands has very great potentialities. Equally, they expose the 
fact that much critical thought and systematic study are needed 
on both principles and practice. It is not at all clear, for 
example, why the composition of groups has to be so carefully 
planned. Again, in the interview-therapy method it is difficult 
to see why “ relationship group therapy ” is described as a 
distinct variant. The latter method is characterized by the 
analysis of the transference relationships between members of 
the group and between them and the therapist. But if the basic 
principles of psycho-analysis are accepted — and it is stated that 
these are fundamental to all brands of psychotherapy — we may 
ask whether the membets of a group can achieve full insight 
into their difficulties without these interpretations. How else 
can the innumerable projections and other unconscious mani- 
pulations of the relationships in the group be brought to the 
patients’ awarenjss ? Moreover, in the acting-out process of 
activity therapy « is difficult for a psycho-analyst to imagine 
an unconscious need-system undergoing a radical change unless 
the patient gains insight through interpretation. The cases 
quoted certainly seem to have benefited, but it is not clear 
« ei er the improvement is the result of acting-out or of the 
i crprctations that must have been given by other members of 
nnV nf°o, P P ont aneous testing of fantasy against reality is 
devein c lrn P or t a nt ways in which the child’s personality 
effects nf 1 t lcrc ls no question of denying the possible 

pre-school w process ' ^ ls therefore puzzling to read that 

normally be mnu"' m . wtlom the acting-out process would 
since 'thes annarerrt ro ™ ,ncm * ® re nof suited to activity therapy 
tat, on „ t s rP p ; kI m ** 8 ? en ^ throu 8 h interpre- 

« P - hat the methods <3f describing the cases 

ipy and interpretative procedures are 

writers* Ihi ' ' \ ints a T, n f d0tlbt in the minds of thc 

in this\4 com ^., COn W" Th™ the,r Pioneering work 

for all rn?chaiT P lCatcd 5ub Vtitu - IS 3 fflos{ useful volume 
_psychO!heran ! s«. U lt! Veciai word of nrnKp rluA 


uV editor on ,T' p!sls - ' eclaI u ’or 
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apply mg his subject ™ 


ord of praise is due to 
ed a unified work by 
tbutors. 

J. D. Sutherland. 


PROTEIN IN NUTRITION 

Proteins and Amino Acids in Nutrition. By Melville Sahyun, 

M.A.. Ph.D. (Pp. 566; illustrated. £2 5s.) New York: 

Reinliold Publishing Corporation. London: Chapman and 

Hall. 1948. 

This book is about the all-important role of protein in nutrition 
including the consequences of deficiencies of protein and, vvithfc 
the limits of knowledge, of specific amino-acids. Gonsideratio 
is also given to the metabolic interrelations between protein 
and carbohydrates, fats, vitamins, and mineral salts. Dr. Sahyu 
has acted as editor and has written the foreword and the chapte 
on “ Plasma Proteins and their Relation to Nutrition ” ; ill 
introduction is by H. B. Lewis, and the fourteen other chapter 
are written by experts in their own particular fields. Fo 
example, H. H. Mitchell writes on “The Biological Utilization o 
Proteins and Protein Requirements," and H. J. Deuel o: 
“Caloric, Vitamin, and Mineral Requirements with particula 
reference to Protein Nutrition.” Although there appears lilt! 
on protein digestion in the ruminant, the nutritive aspects o: 
meat and meat products are considered, and H. J. Almquit 
gives an account of the amino-acid requirements of aviat 
species. The special problems associated with pregnane; 
paediatrics, wounds, and immunity are considered, as is also ft: 
protein nature of toxins, antitoxins, filtrable viruses, and relakf 
substances. One of the most interesting chapters is that on tb 
history of the significance of proteins in nutrition. 

A compilation by many authors generally lacks unity, be 
the authors of this book have combined to present a ver, 
interesting and useful series of essays which are well kri 
together. The references are adequate for the purpose, an 
at the end of the book there are two appendices: (1) " Proximal 
Composition of American Food Materials ” ; and (2) “ Nutriin 
Value of 100 g. of Selected Foods, Edible Portion.” The; 
have been compiled from U.S. Department of Agriculttir 
publications. 

D. P. CUTHBERTSON'- 

LETTERS OF NOAH WEBSTER 

Webster, Noah. Letters on Yellow Fever addressed to Dr. 

William Currie. With an introductory Essay by Beniamin 

Spector. Supplement to the Bulletin of the History of Medicine. 

No. 9. (Pp. 110. $2.) Baltimore: The Johns Hopkins Press 

1947. 

The subject matter of these letters is of considerable historic 
interest, though intrinsically of little importance, because, tbo«S 
they embody the -views of “ an intelligent layman ” on ft 
origin and propagation of yellow fever, they are Mews he' 
before the work of Finlay and of Reed, Carroll, Lazear, at 
other members -of the American Commission who cleared i 
so much which had till then been obscure. Webster does no 
as he states, wish to “ intrude into the province of the [medical 
faculty,” “ not being acquainted with medical science myself- 
and later, “ Facts are not to be reasoned away by airy spec® 
tion.” Yet in 25 letters written between • Oct. 26 and Dec. 
1797, he bases on personal observation and opinions and fed ( 
communicated to him by “ medicinal friends ” a mass of s' 
speculation. 

Webster ridicules the idea of the importation of yd' 0 
fever generally. He mixes up all sorts of infections, tl> u! 

“ Plague is a higher grade of the yellow fever, as the yelk 
fever is of the typhus or contagious fever”; again, 
symptoms [of the plague of Justinian, a.t>. 542] were exact 
the same as we observe in the violent case of yellow fe' ,£r 
" Dysentery is acknowledged ... to be the same disease ’ 
yellow fever falling on the intestines.” 

These quotations ¥ will suffice to show that the letters f° 
a curious collection. The main interest of this book and t 
most absorbing is the introductory chapter by Dr. Benjsn: 
Spector, telling of the life of the author and giving a r& B 
of his ideas. Noah Webster was bom at West Hartford, ® 
necticut, on Oct. 16, 1758, and died at the age of 85 in 
1843. He graduated at Yale University, qualified as a barrb- 
being admitted in J7S1, and published the American Spd 
Book in J783 (60 million copies of this were issued). * 
years later he became editor of two papers, a daily ad 
bt-weekly. He took much interest in copyright activities! 
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so passed on to politics As side-lines he studied climatoloav, 
vital statistics, and health questions, and in 1799 published his 
Hislon of Epidemic and Pestilential Diseases, He was in 
advance of his times in advocating taking the public into 
i confidence on general health matters 

Dr. Hush, of Philadelphia, was much impressed by the Letters 
and tried to find a publisher, but, as he said, practically all 
printers and booksellers believe that velloiv fever is imported 
. and are therefore prejudiced against' Webster's (and Rush’s) 
opinions. Consequently Rush suggested getting them printed 
in London and promised the author an introduction to 
Dr. Lettsom, but nothing came of this, and the letters were 
never published except m their original form in 1797 in the 
New York Commercial Adi eraser 
Noah Webster, by reason of his steal and persistence, deserves 
to be included among non-medical men who have furthered 
interest in health subjects — wen such as Louts Pasteur, Edwin 
Chadwick, Jeremy Bentham, John Howard, Mary Wonley 
Montague ; and the student of medical history owes a debt of 
gratitude to the editor of the Bulletin of the History of Medi- 
cine for makihg these letters and the introductory essay avail- 
able to a vvider circle of readers 

H. Harold Scott 

-v COMPULSORY HEALTH INSURANCE 


Hie Issue of Compulsory He- 1 ' T — " r m red 

at the request of Senator H ‘ > * [the 

Subcommittee on Health of ih < and 

Public Welfare By George ■ * 1 aam 

(Pp 271. No pnce.J H ashi ■ ‘ non 

I94S 


The latest addition to the steady stream of books on this subject 
coming from the U SA is issued under the auspices of the 
Brookings Institution, which is "devoted to public service 
through research and training in the social sciences.” It was 
prepared at the request of the Senate Committee on labour and 
Public Welfare. The Institution was told that the issue to be 
examined was “not whether it shall be the policy to make 
medical care available to those who cannot afford to pay the full 
cost, but how the activities in this field should be planned, inte- 
grated, and systematized.” It was further said that Nvo major 
plans are under Government consideration : («) to make grants 
w aid to the several Slates and let them design a programme to 
suit their own convenience, grants being given only to those 
States whose programmes comply with centra] requirements , 
and ( b ) to adopt a complete Federal compulsory health insur- 
ance. The Institution was asked to submit a report which wouid 
examine “ all the evidence in support of or against both these 
i plans.” 

The Institution committed the task to two men both of whom 
had large experience in medical and general sociology, and 
their report is a testimony to their thoroughness. There are 
masses of statistics ; every imaginable question on the subject 
is asked and answered with apparent impartiality. In their 
summing up .the investigators make some novel suggestions 
arising out of their experience. They say “ the average lack 
of medical care m persons belonging to the 2,000 dollar and 
over income group at 1941 levels is due more to failure to give 
, medical care high priority than to lack of income.” There is 
a steady movement from the lower income levels In 1930-6 
about one-seventh of the population had incomes of from 
2,000 to 5,000 dollars. In 1946 half the population was in this 
higher range. The figures of expenditure show that more 
money is spent by this group on cars, liquor, tobacco, and 
recreation than on medical care, which is supposed to be a 
necessity'. The investigators suggest that much of the problem 
could be met if the public could be induced to give medical 
•' care its due priority', being encouraged to join voluntary 
approved agencies by suitable income-tax allowances. They 
' agree that there would be a substantial number unible to meet 
1 the cost of medical care on any insurance system, whether 
voluntary or compulsory. 

The book well deserves the attention of all interested in the 
/ subj'ect. Its origin would seem to show that the politicians 
i mean to do something about it — but then they have been saying 
so for some years now, and so one never knows. Perhaps they 
■ arc waiting for a Gallup Poll. 

i Alfred Cox. 


BOOKS RECEIVED 

[Renew not precluded by notice here of books recently receded 1 

The Secret 'Life of Salvador Pah Bj Salvador Dali (Pp 423. 
42s) London: Vision Press 194$. 

The autobiography of the surrealist painter 

British Chetrdcalx and Their Manufacturers* Published by the 
Association of Bnnsb Chemical Manufacturers (Pp 14t ) London; 
Bnush Chemical Manufacturers 1949 

The directory of the Association of Bnush Chemical Manufacturer* 
(supplied free to those uho u«e it for professional or business 
purposes) 

Allas of Tinman Anatomy B\ >1 W Woerdeman, MJD, 
FJRMASc. Vol \ (Pp 512 70s) London H K. Lewis 194S. 
This volume is on osteology , articulations, and musculature 

The Chest and the Heart. Edited by T. A Mjers, PhJE>, 
MJ>, and C A, McKmlaj, M-D (Vol I, pp J.02J ; vo] 2, pp S24. 
I47s. for two sols ) Oxford * Blackwell Scientific Publications. 794$. 
An illustrated textbook, with detailed accounts of treatment 

The Com /nonsense Psychiatry of Dr. Adolf Meyer. Edited 
by A Lief. (Pp 677 39$) Loudon: McGranJiill WS 
Contains 52 of Meter’s papers, with a biographical narrative 

British Surgical Practice. Edited b' Sir Ernest Kock Carling, 
F.R.CS^ FJtCJP, and J Paterson Ross M.S , F.R C.S Vol. 4. 
(Pp 486 60s) London* Butterworth 1 9-43 

Authoritative articles in alphabetical order (F-H) on the practice cf 
surgery, with references 

And Now to Live Again . Bj Betsej Barton (Pp 160 "$ 6d) 

London: Quality Press 194S 

A discussion of the problems of disabled people by a patient nho is 
herself disabled 

Toxoplasmosis. By C, D. Bmkborst (Pp 163. Paper covers, 
15$., cloth coiers, 19$.) London: H K. Lewis. 194S 
An account of the clinical, serological, and histopathological aspects, 
with special reference to eye manifestations 

A History of Science . By Sir W C Dampter, ScD . F.R4L 

4th ed (Pp. 527. 25s) Cambridge Umversitj Pre<s 194$ 
Includes the relations of science with philosophj and religion 

Functional Neuro ^Anatomy. B> A R. Buchanan, M-D. 
(Pp. 24Z 32s 6d ) London* Heor> Kimpton 194S 
A textbook for medical students 

Psychiatry in a Troubled World. B\ W C Mennjncer, \I D, 
(Pp 636 30s) London. Macmillan 1943 
A study of the problems and practice of psvchiatry in tf*e U-S. 
Army m the recent war 

Elementary Anesthesia. B% V\ N. Kemp. M D , C M (Pp 2$9. 
S5 00 ) London* H K Lemr> 794$ 

A practical account intended for student and general practitioner. 

Physicians Handbook. B) J WarLcntm, PhD , M D-. and 
L D. Lange, M-S, M D- 5th ed (Pp 293 S2) California: 

Uru\ersit> Medical Publishers I94S 
A summary in note form of diagnostic procedures. 

Joseph Lister ; The Friend of Man. By H. C. Cameron (Pp ISO. 

■ 17s 6d 1 London: Heinemann 194$ 

A bios : raphj b\ the son of Sir Hector Clare Cameron, bouse-curgecn. 
and lifelong fnend of Lister. 

Clint cal Urology. B> L. E. McCrca, M D , FACS. F I CS. 

2nd ed. (Pp 503 $6 50) Philadelphia; F. A. Da n» 194$ 

A practical book intended for general p*act tioners and students. 

Pathologic Medicate. B> P Vallerv-Radot and others (Pp 1,403. 
No price.) Pans: Flanuranon J°4$. 

A textbook for students 
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FINANCE OF THE N.H.S. 

The supplementary estimate of £58 million for the National 
Health Service may be in part an indication of medical 
needs formerly unsatisfied, but it is also a sign that the 
Government was far out in its estimate of the cost of the 
Service introduced in July last year. For example, the 
supplementary ophthalmic services, estimated to cost £2J 
million, are now expected to require over £14 million, and 
the estimate of £8 million for general dental services has 
swollen to the figure of £ 201 - million. These matters arc 
being debated in the House of Commons as we go to press. 
Large though these increases may be (and the additional 
£52 million needed for the Ministry of Food) they never- 
theless bring home to the cotintry the importance of these 
two factors in the health of the nation — food and medical 
services. In this week’s Journal Dr. Ffrangcon Roberts, 
in his role of vigilant critic of the contemporary medical 
scene, shows how the estimates haw risen since the 
Beveridge Report in 1942 . While it ma)\be expected that 
the demand for spectacles and dentures willVdiminish after 
present defects have been made good, therm, remains the 
costly programme for building health centres rind expand- 
ing the hospital system. Sir Frederick Menzies jhas already 
sounded a warning note 1 on hospital costs. He!* points out 
that m September, 1939 , the cost of maintenance of a bed 
in one of the best of the voluntary hospitals in London 
was about £5 pei week ; the correspondir -ig cost to-day is 
about £15 per week. Sir Frederick be'/lieves that unless 
steps are taken to reduce hospital cos .ts these may have 
serious repercussions on other medii-cal services. The 
Observer says- "In principle it is Liard to quarrel with 
the present social policy of the Gove/rnment, bitter though 
its price is ; and it asks whether f' the people who have 
demanded the services now availal ble are willing and able 
to foot the bill. The Governin' j.§nt may yet consider it 
as ^ patient to mak ic token payments for a 
°,^ 0r S scr ' lces and for prescri,; otions. If this were con- 
nntfvi < T? Slb * C 11 wou!d deter people from making unwar- 

for nii| Ca S Ur>on l ^ e doctor's timiK and unnecessary demands 
tor pills and potions. > 

| However necessary inst.tuuon. 
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it, that the present situation cannot remain as it is. Th 
first thing to be done is to remedy existing injustices ; an 
the second— linked with the first— is to provide condiiior 
that will continue to make medicine, and general practic 
in particular, a career that will attract able men into i 
ranks. It is, of course, not fair to pass judgment on i 
service barely eight months old, but the present prospcci 
of overwork and financial anxiety is not one likely tc 
appeal to the parents of a youth wanting to become i 
doctor. What can be alleviated now is the financial anxiety 
Overwork can be remedied by the gradual distributer 
of medical men from over-doctored to undcr-doctorcc 
areas and by an increased entry into the profession. 

In this week’s Supplement appears a report on tin 
remuneration of general practitioners drawn up by thi 
General Medical Services Committee. This will be tin 
main subject for discussion first at the Conference of Loca 
Medical Committees on March 3 and later at a Specia 
Representative Meeting on March 29. There are man; 
ways in which the medical profession could have sought i 
solution to the problem of underpayment for work done 
The General Medical Services Committee has adopted thi 
approach of the Government when it decided to estab 
lish a Central Fund from which enough money could b 
distributed to general practitioners in terms of the recoin 
mendations of the Spens Report. The size of this Fum 
was related to an expected number of 17,900 principal: 
But on the appointed day rather more than 20,050 practi 
tioners had joined the Service, and the number now i 
approximately 20,500. Allowing for assistants on the Ii: 
there are at least 20,000 principals now in the Servici 
Therefore the Central Fund should be adjusted by abot 
£32 million to provide for the additional 2,000 or so prir 
cipals in the Service. The remuneration advocated in th 
Spens Report was in terms of the 1939 value of money 
and the Report advocated that an adjustment should b 
made by applying what has become known as the faettei 
ment factor. In 1946 the Government decided on a facto 
of 20 % — a figure which was not, and has not been, accepts 
by the medical profession. At that time it was estimate! 
that the cost of living for the middle classes had increase! 
between 45% and 50% over 1939. In 1948 this figure hai 
risen to 85%. It will be recalled that the Government' 
20 % betterment factor was added to net remuneration 
while it applied 55% to practice expenses. These two takei 
together amount to a betterment figure of 34% to gros 
remuneration. The view of the General Medical Service 
Committee is that on the basis of an increase in the co: 
of living from 45% in 1946 to 85% in 1948 the bettermen 
figure applied to gross remuneration should be in the regioi 
of 70%. This alone would increase the Central Fund b 
more than £16j- million. 

These proposals for increasing the Central Fund wil 
be debated at the two important meetings next month, anc 
whatever modifications may be made in resolutions passcc 
the Association, backed up by the solid evidence of indis 
putable facts, will press the profession’s case with th 
Ministry of Heatth. The Committee discussed the way 
in which the sought-for increase in the Central Fund shoul 
be distributed in order to relieve existing hardship, to full 
the recommendations of the Spens Report, and to provid 
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a solution that the profession and the public would regard 
as fair. It is obvious that the doctors who have suffered 
most (apart from rural practitioners, now helped by the 
increased Mileage Fund) are those with small lists in health 
resorts, seaside towns, and residential areas whose private 
practices have by the decision of the patients become 
public practices. The Committee therefore is recommend- 
ing that the increased money to be asked for should be 
used to increase the capitation fee for the first 1,000 patients 
on the lists of all practitioners. If, for example, the Asso- 
ciation succeeds in securing £164 million more for the 
Central Fund this would mean that the capitation fee for 
the first 1,000 patients would be 35s. With the increase of 
the capitation fee for the first 1,000 patients on a doctor's 
list existing hardship would be relieved and at the same 
time the building up of large lists would not be encouraged. 

The demand of the profession for adequate remunera- 
tion comes at a time when the Government and the country 
are, by the supplementary' estimate of £58 million, being 
' made uncomfortably aware of the cost of the National 
Health Service. If the Ministry' of Health receives the pro- 
posals as sympathetically as it did the proposal for the 
increase of the Mileage Fund the Treasury will no doubt 
resist the increase of expenditure demanded. But if 
saving has to be made it must not be made at the cost of 
the men and women who do the work of medicine. 
Parliament and the people demanded the Sen-ice and 
ignored those who suggested that such a service should 
be introduced gradually, so that by trial and error 
lessons could be learnt and mistakes avoided. In May of 
last year the medical profession with much reluctance 
decided to enter the Service, but during the past eight 
months has loyally co-operated with the Ministry to make 
it work as efficiently as possible in the circumstances. In 
the Tesult doctors generally have been grossly overworked 
and some of them have been on the brink of financial 
disaster. If the Service is to evolve into what all would 
wish to see it be, then the proper payment of those who 
work in it must be the first consideration of the Govern- 
ment, because good work cannot be done in an atmosphere 
of discontent and a sense of injustice, and medicine will 
come to be looked upon as a profession to avoid. 


TSETSES OVER AFRICA 

. It was only after the first world war that the French, British, 

’ and Belgian authorities began to realize how widespread 
’ and how serious was trypanosomiasis in man and animals. 
’ The economic difficulties which affected Africa no less than 
i other countries in the early ’thirties put a stop to many 
promising schemes for the control of sleeping sickness. At 
that time the British Treasury made no grant to finance 
* such schemes, and each colony was dependent on its own 
' financial resources or on such money as it could raise by 
■ j loan. Despite this crippling poverty much was done, but with 
the passing of the Colonial Development and Welfare Act in 
;l 1940 and its augmentation in 1945 more ambitious schemes 
r for the control of trypanosomiasis could be planned. The 
first international conference on trypanosomiasis was held 
•' i n Lagos while the war was still on, and the latest was held 


in London last week. Representatives attended from the 
United Kingdom and Colonies, France, Belgium, Portugal. 
South Africa, Southern Rhodesia, and the Sudan. The 
proceedings were held in private, but we understand that 
about twenty papers were presented, including reports on 
field trials with “antrycide” in the Sudan and East Africa. 

Four excellent reports on what has been already done 
have recently been prepared for the Tsetse Fly and Try- 
panosomiasis Committee appointed by the Secretary of 
State for the Colonies. Professor P. A. Buxton's contribu- 
tion is an account of try'panosomiasis in East Africa 1 and 
Professor T. H. Davey’s of conditions in West and Central 
Africa 2 : both reports contain the results of fact-finding , 
tours. Included in the other two reports, 3 4 both written 
by Dr. T. A. M. Nash, are interesting accounts of original 
work : that dealing with the tsetse flies of West Africa will 
long remain the standard work on this subject The other 
is a description of the Anchau experiment in Nigeria and 
shows how an area can be rendered tsetse free, and the 
whole life of the African raised to a higher plane, provided 
his willing co-operation is obtained by careful considera- 
tion and by explanation of every step. Saunders, 3 writing 
from the Gold Coast, has also insisted on the importance 
of what he terms “ infiltrative propaganda ” before under- 
taking trypanosomiasis campaigns. There are many 
difficulties, however, in propaganda, for the interpreter is 
considered not as a medium for conveying ideas but as a 
middleman with a prescriptive right to commission and 
emolument from both sides. 

It is obvious that the control of trypanosomiasis presents 
different problems in different parts of Africa. The 
variables include the species and strains of trypanosome, 
the species of tsetse common in the area, the presence of 
big game, the prevalence of other epidemic diseases, and 
the psychological make-up of the African. The difference 
in the response of T. gambiensc and T. rhodesiense to 
drugs is already well known. In Nigeria infections due to 
T. gambiense are more easily controlled by chemotherapj 
than those in the Gold Coast Measures to control tsetses 
obviously depend on the species present: where Glossina 
morsitans is predominant, destruction of all the big game 
will often end trypanosomiasis. Such measures have enabled 
the reclamation of many thousands of acres in Southern 
Rhodesia, but as a rule G. morsitans is only one of the 
tsetses present. The inhabitants of some areas, especially 
in the Northern Territories of the Gold Coast, have been 
decimated by recurrent epidemics of influenza and cere- 
brospinal meningitis. Ithen the adult male population is 
reduced below a certain level communal hunts cannot be 
organized, game increases, and so does G. morsitans. As 
a result farms are destroyed, and only those close to the 
village can be kept in cultivation. It follows that the 
fallow period is shortened, the fertility of the soil decrease*., 
and malnutrition and sleeping sickness reinforce each other. 

Little is known of the reasons why some tribes readily 
submit to the activities of sleeping-s ickness d i agnosis and 


l 7 V - r '. 7 . i- East Africa. 1917. 1913. London: H-M.S.O. 

: TrYpceoson'iesis ft British West Africa. 19-S. Lcsd^n: H.M»S.O. 

3 Tsetse Flirt In British West A Mss. 194S. London: H.M.S.O. 

4 The Artchzu Rvrc! Development tied Setllemert Scherre, 19-3- Lo-.Cwi 
T.M-SO. 

sFjrm erd Forest, 1944. 5. 121. 

« British Medico} J corral. 1949, t, 63. 

’ctvre. Lord., 1949. 163, S9. 

6 Ccrvncnser.se end Cc'-c-nizl Dssrlcs’r.tr.t, 19-9. Lenders. 
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treatment campaigns while others do not. Flow closely 
trypanosomiasis is bound up with the culture patterns of 
each tribe is shown by a consideration of the village pond, 
anathema to the sanitarian because it provides all-the-year 
breeding conditions for mosquitoes and tsetse flies. For 
the villager, however, the pond provides green plants which, 
when reduced to ash, are essential as a source of salt. In 
some areas the ponds contain fish: these are sacred, for 
either the lives of particular fish may be connected with 
the lives of particular villagers or the fish may house the 
souls of the ancestors. In other areas the banks of the 
pond form the local latrine, and the fish eat up the faecal 
matter. Any interference with the village pond may thus 
have serious repercussions. 

In many parts of Africa trypanosomiasis of cattle and 
pigs is as serious as trypanosomiasis of man, for methods 
of effective control have hitherto been lacking. The use 
of aeroplanes for spraying D.D.T. has opened up a new 
approach, and the discovery of the phenanthridinium com- 
pounds marked a first step in chemotherapeutic control. 
A further advance will be made if the new drug antrycide 
(4-amino-6- (2'-amino-6'-methylpyrimidyl-4'-amino) quinal- 
dine -1 : l'-dimetho salts) lives up to expectations. We 
gave some information about antrycide in a recent annota- 
tion, 5 and a short account by the late Dr. F. H. S. Curd 
and Dr. D. G. Davey of the experimental evidence on 
which claims for the drug are based has now been 
published. 7 T. congolense, T. vivax, T. brucei of cattle, 
and T. evansi of camels appear to be controlled, but the 
action on T. simiae, a pig trypanosome, is unrecorded. The 
cost of each injection will work out at approximately 
2s 1-fd., and since it will be necessary for prophylaxis to 
reinoculate cows at intervals of six or possibly four months 
the cost to the Government or to the individual cattle- 
owner will be considerable — a matter of some moment in 
a country such as Nigeria, where the average annual income 
of the population works out at twenty shillings. The ques- 
tion of drug fastness has still to be intensively studied, and, 
as in the case of proguanil, it will be some time before 
the true value of antrycide can be assessed. 

Although eradication of the trypanosomes which infect 
cattle and pigs is a most important step in the supply of 
additional meat, there are other basic difficulties which 
Hill have to be overcome In many areas there are already 
tar too many cattle tor the pasture available — this is 
because cattle represent currency and therefore povver and 
prestige Just as a dirty, torn Treasury note is still worth 
its face value, so a miserable scrawny cow is still a cow 
and represents a certain part of a bride-price or a sacri- 
fice Many cattle-owning African tribes, the Fulani in 
particular, are not attracted by anything that Western civil- 
ization can otter, and any attempt to reduce the number 
of cattle in order to improve the breed and prevent soil 
erosion is met b\ passive it not by active resistance. At 
present ihe quality of the stock is far too poor to fit it for 
the export trade Thus, before cattle can be looked upon 
as an article of commerce by the African, there will have 
to be a radical change in animal husbandry, and this in 
many tribes will involve a complete change in social atti- 
tudes and culture patterns When once this has been done 
it will be essential to replace thousands of square miles 


of elephant grass by more nutritious pasture, -to provide 
water, and to stop soil 'erosion. 

At present meat may not be imported into the United 
Kingdom from countries where virus diseases such as 
rinderpest or swine fever exist because of the risk of infect- 
ing domestic herds. Swine fever is rife in East Africa, and 
rinderpest still exists all over tropical Africa, game animals 
forming a reservoir. The problem of rinderpest is already 
being tackled in British colonies with the goat-adapted 
virus introduced by Edwards, but if the disease is ever to 
be controlled international action is essential. Only when 
these difficulties have been met will it be possible to 
organize marketing and to arrange for the canning of low- 
grade beef and pork and their residual products. In 
addition, as Rita Hinden 8 has pointed out, it will also be 
necessary' to have cold storage at the abattoirs, refrigerated 
transport to the ports, and cold storage and suitable load- 
ing facilities at the ports. Anyone acquainted with the 
existing conditions on African railways or at African ports 
will realize what this involves. The great difficulty, how- 
ever, perhaps more important even than the tsetse fly', is 
the attitude of the African cattle-owner. This will not be 
easy to change, and even if it can be done the question may 
well be asked, and in fact has already been asked by 
Africans, “ How far are Western European nations, com- 
paratively well fed by African standards, justified in remov- 
ing from Africa first-class proteins in the shape of meat 
and eggs when African populations are still living on diets 
that are grossly deficient in proteins ? ” 


CHEMOTHERAPY IN LUPUS VULGARIS 

Secondary pyogenic infection of a tuberculous process may 
respond well to sulphonamide therapy, with improvement 
in the general condition of the patient and in the tubercu- 
lous process itself. In 1940 Domagk 1 described an inhibi- 
tory action of sulphathiazole on the growth of the tubercle 
bacillus in vitro and in experimental animals, and encour- 
aging results were reported by Malluche- in patients with 
non-pulmonary tuberculosis and by Baumann 3 in patients 
with pulmonary tuberculosis. Other investigators have 
claimed some successes with certain sulphones such as 
promin and diazone. In 1946 Domagk and his colleagues 1 
showed that it was the thiazol and thiodiazol groups which 
were responsible for the inhibitory effect, and they reported 
on two compounds of the thiosemicarbazone group (named 
P698' and Q242) whose action, unlike that of sulpha- 
thiazole, was unimpaired by p-aminobenzoic acid and other 
antisulphonamide factors. Moncorps and Kalkoff 5 have 
reported on the use of these substances in the treatment of 
26 patients with severe ulcerating lupus of the face who 
had previously been treated with ultra-violet light, caustics, 
grenz rays, and by other means without.permanent improve- 
ment. All were admitted to hospital so that renal function 
tests and blood investigations could be carried out and 
toxic reactions controlled. The drugs, mixed with equal 
parts of sulphathiazole, were given over a period of several 
months, and the dosage was regulated according to the 
tolerance of the patient ; in some cases 0.125 g. of the mix- 
ture was given eight times a day, in others 0.25 g. four 
times a day. Blood changes such as a mild secondary 

l Reoorted at the Gynaecological Congress, Vienna, 1940, **• 

2 Med. Klinik, 1947 . 42 , 314 .' 

, 3 Dtsch. Cesrndh Wes.* 1947 , 2 , 161 . 

4 No turn hstnsc!i'iften t 1946 , t, 315 - 

5 Med, Khnik , 1947 , 42 , 812 
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anaemia or slight Ieucopenia were infrequent and occurred 
usually in the patients whose lupus improved considerably ; 
the blood returned slowly to normal after cessation of 
treatment. Rarely the urine contained albumin and hyaline 
casts. In some cases pyrexia! therapy appeared to produce 
a further improvement, particularly after drug treatment 
had been temporarily suspended owing to toxic reactions. 
Of the 26 cases treated, four were completely cured, three 
considerably improved, 10 made definite progress, six made 
only slight progress, and three remained unchanged. In 
ihree of the cases areas of shin treated with the Finsen 
lamp during the period of drug treatment improved more 
rapidly than untreated areas. The authors stress the impor- 
tance of continuing treatment after apparent clinical cure 
and mention the danger of producing a resistant strain of 
tubercle bacilli if treatment is cut short without good 
reason. This report does not make extravagant claims for 
the cure of lupus vulgaris, and the importance of environ- 
mental factors in the assessment of therapy is stressed. The 
work is of interest in relation to the investigation of the 
treatment of leprosy by chemotherapy. 


SYRINGE STERILIZATION 
During the latter part of the war the Medical Research 
Council appointed a committee to consider methods of 
sterilizing syringes, and the result of its labours was the 
now generally familiar memorandum, The Sterilization, 
Use, and Care of Syringes. 1 The chief conclusion reached 
was that no chemical method can be depended on to 
sterilize a syringe and that absolute safety can be assured 
only by dry heat at 160° C. or by autoclaving. The use 
of certain chemicals was also objected to on account of 
their possible eSects either on medicaments injected or on 
blood withdrawn for diagnostic tests. Provided that they 
were applied only to syringes used for aseptic purposes, 
methods suth as simple boiling or immersion in spirit 
which do not achieve absolute sterility were considered 
permissible in certain circumstances. 

At about- the same time an inquiry' into the same 
subject was undertaken in Switzerland by a commission 
appointed by the Swiss Society', of Surgery. Its findings 
appeared in the form of a monograph by one of the 
members of the commission. Dr. Ernst Baumann. 3 A 
second edition of this has now appeared and is of parti- 
cular interest, since it discusses the M.R.C. memorandum 
at considerable length and disagrees with it in several direc- 
tions. Dry' heat is granted to be an ideal method when 
feasible, but a higher temperature is recommended : this 
is stated as 180°-200° C., and the time-honoured Conti- 
nental indicator of its attainment, the browning of cotton- 
wool, is also mentioned (but not the fact that this roasting 
of cotton-wool volatilizes tarry material which may con- 
dense on the syTinge and needle). Autoclaving if approved, 
as also is a similar method almost unknown in this country, 
that of boiling under pressure ; this would of course be 
feasible in any pressure-cooker. The remaining alternative 
method of absolute sterilization is boiling at atmospheric 
pressure in a disinfectant solution : this is a proceeding sug- 
gested for" the general practitioner with neither .time nor 
equipment for anything else. Four solutions are sug- 
gested — 2% sodium carbonate with or without 0.1% of 
formalin, 2% “ desogcn ” (a quaternary ammonium com- 
pound evidently widely used in Switzerland), or 1 in 20,000 
“ merfen ’’ (phenvlmercuric borate). These reagents have 
to be washed out of the syringe with sterile distilled water 

i M.R.C. War Memorandum No. 15, 1945. H.M.S.O., London. 

* Sterilisation i rr.d Sterile Atfbewahru n? roi Sp'itzer. vrd Hoklnsdeln, 1945, 
Basle. 


before use ; and this may seem to some English minds to 
be a serious objection to such methods, because supposedly 
sterile distilled water is a notorious source of contamina- 
tion. If, as suggested, a' fresh ampoule is used on each 
occasion, this danger should be obviated. The Swiss com- 
mission has been at great pains to show that such traces 
of these disinfectants as may remain in the syringe can do 
no harm, and elaborate pharmacological tests are described 
showing that adrenaline, insulin, strophanthin, penicillin, 
and certain vitamins and hormones are unaffected by them. 

Four other solutions are specified, two containing 
formalin, one desogen, and one merfen, in which 
syringes used only for aseptic purposes and otherwise 
free from any danger of contamination may be placed 
between one use and another. This is almost the only 
concession made in an otherwise strict insistence on 
methods which can be depended on to ensure absolute 
sterility. It is interesting that there should be some con- 
flict of opinion between experts in different countries on so 
apparently simple a matter as this. It would also be interest- 
ing to know what proportion of doctors in each country- 
disregard all such recommendations and continue to use 
methods which all authorities are agreed in condemning. 


FISH POISONING 

Among the medical surprises of the recent war were the 
widespread incidence of mite-borne typhus in South-east 
Asia and the presence of Q fever in Southern Europe. In 
both the infections were the result of non-immune indivi- 
duals going into regions not usually visited in normal times 
and contracting diseases which must have been present 
among the indigenous populations. An experience of the 
opposite kind has recently been reported by Ross, 1 who 
observed as an aftermath of war an illness previously un- 
known in a native population. At Fanning Island, in the 
Central Pacific, a fish-eating population, who had a sound 
practical knowledge of which fish were good to eat and 
which species or organs were not, in 1945 began suffering 
from an illness characterized by a fairly sudden onset of 
gastro-intestinal symptoms preceding or following paraes- 
thesia of the limbs, face, and body'. The illness followed 
a fish meal 3-24 hours previously. The body temperature 
was subnormal, pupils were usually contracted, and general 
weakness was a common complaint. 

In the following 18 months nearly half the population 
had been attacked by this illness. After feeding fresh fish 
to cats, dogs, and domestic ducks Ross was left in no doubt 
about the immediate cause. In the animals paralysis was 
the prominent sign. All the human patients recovered, 
but sometimes it was several week before the sufferer was 
quite well. Europeans appeared more susceptible than the 
natives. Discarding of the internal organs of the fish fol- 
lowed by thorough washing before cooking did not prevent 
the onset of symptoms, and it was quite clear from experi- 
ments with cats that the skeletal muscle of the fish 
contained the poisonous substance. 

Ross found that both migratory and non-migratory 
species of fish were involved. He next observed that all 
fish causing poisoning had been caught in localities where 
surplus war material, comprising metals and condemned 
food, had been dumped in July, 1945. Fish poisoning first 
appeared four months later. The signs and symptoms 
observed in the cases on Fanning Island resembled those 
of mussel poisoning in North America, 3 3 in which death 
from respiratory paralysis may occur, but in the latter the 

1 Med. 1. Asal.. 1947. 2. 617. 

2 Sommer. H., Whrdon. W. F-* Kofoid, C. A-. 22 d Stabler, P... Arch. Peth.. 
1937 . 14 . 537 . 
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onset was more rapid. Since it has been shown that the 
mussel poisoning is due to the dinoflagellates of the genus 
Gonyaulax , a plankton organism on which the mussels 
feed, Ross suggests that the fish poisoning at Fanning 
Island may have had a similar origin, and that the plankton 
and other creatures on which the fish feed might well be 
poisoned by substances originating in the deteriorating 
dumped war material. It is to be hoped that the physio- 
logical properties of the toxic substance or substances are 
being investigated and, if possible, that their chemical 
nature will be ascertained. Ross treated his patients by 
washing out the stomach in serious cases, the admini- 
stration of cathartics and a nux vomica mixture, the 
application of local heat to the abdomen, and rest in bed. 


ARTERIAL EMBOLISM 

The question of whether or not to operate in cases of 
embolism of the limb arteries is one on which there is 
divergence of view. Considering the high mortality 
recorded in published series of cases, in some exceed- 
ing 60%, and the poor subsequent outlook for patients 
with severe cardiac disease, some authorities now advocate 
conservative methods of treatment only ; of these heparin, 
sympathetic interruption by paravertebral block, and inter- 
mittent venous occlusion are the most important. By thus 
abolishing the spasm of collateral vessels and preventing a 
spreading thrombosis in the main arterial trunk approxi- 
mately two-thirds of the affected lower and nearly all the 
upper limbs can be saved. Others believe that the chances 
of avoiding gangrene are improved by operative removal 
of the embolus, at least from the lower limbs, and in a 
recent paper Warren and Linton report that survival of 
the lower limb was secured in 15 out of 18 cases (83%), 
the mortality being no greater than in the cases treated 
conservatively. It must be realized that these are the 
results of specialists in vascular' surgery, with a wide 
experience of blood-vessel suture and of the care of 
ischaemic limbs, and it is unlikely that such success can 
be achieved by the general surgeon. Warren and Linton 
consider that embolectomy is the treatment of choice, but 
not if the embolism is in the popliteal artery nor in patients 
with advanced arteriosclerosis. As a general rule 10 hours 
is regarded as the longest period which should be allowed 
'to elapse between impaction of the embolus and operation 
if the treatment is to have a good chance of success ; but 
- operation has proved successful up to 60 hours after 
upaction, and Warren and Linton do not believe that a 
efinite time limit should be set. In nearly 90% of their 
cases the source of the embolus appeared to be within the 
a . n< ^ ** 1S noteworth V that little more than a half of 
the patients suffered the severe pain at the onset which is 
one of the classical symptoms. 

A rational view would concede the value of both lines 
of treatment. Operative intervention is indicated in 
patients whose general condition and cardiac reserve are 
good enough to withstand the shock not so much of oper- 
ation conducted under local anaesthesia as of the sudden 
return of blood flow in an ischaemic limb. Other pre- 
requisites for operation are absence of severe atheroma and 
acci_s\ibilitr of the embolus without the risk of damaging col- 
lateral channels. In this connexion the results of Warren 
anil Linton show that operative treatment is most successful 
''hen the site of the embolus is at the bifurcation of the 
cmOi.il artery ; fortunately this is much the commonest 
sue for the lodging of emboli. Whether or not operation 
is decided on, in embolism of the limb arteries treatment 

Crjt. /. Sted , IMS, JS8. 42J. 


by heparin and paravertebral sympathetic block should be 
carried out at the earliest possible moment, and, when there 
is doubt, failure to secure improvement in the temperature 
and colour of the extremity within an hour of the latter 
procedure may well tip the scales in favour of operation. 


NUFFIELD HOSPITALS TRUST 

The Nuffield Provincial Hospitals Trust, endowed with a 
million Morris Motors shares, was founded in 1939. Its 
purpose was to co-ordinate on a regional pattern the 
hospital and ancillary medical services in the provinces 
and to make provision for the carrying on or extension 
of such services as were necessary to complete the 
co-ordination. The National Health Service Act has meant 
a redirection of its activities, not the cessation of them, and 
has afforded an opportunity for a report on what the Trust 
has accomplished in nine years. This report is published 
by the Trust from its offices at 12, Mecklenburgh Square, 
W.C.l. 

Before the Trust came on the scene the co-ordination 
of hospital services had been much talked about, but little 
had been done. The Sankey Commission set up in 1935 
recommended the division of the country into regions, witl 
-the formation of regional councils and a central council 
It was this report, together with the example of the Join 
Hospital Board • in his own Oxfordshire and adjacen 
counties, which led Lord Nuffield to form the Trust. Thi 
scheme for regionalization which it put forward coverec 
half the country. The Trust also embarked on a seriei 
of hospital surveys, and when, a little later, the Govern 
ment announced its intention of making similar survey! 
it accepted the offer of the Trust to organize and financi 
them in the provinces. Of the ten survey teams set up 
seven were appointed by the Trust. 

Among other projects supported by the Trust, always 
with a view to the better co-ordination of hospital services 
the most noteworthy was the setting aside of £100,001 
for the creation of the first professorship and Institute o 
Social Medicine in Great Britain — at Oxford under Professoi 
J. A. Ryle. A grant of £15,000 was also made to thi 
University of Birmingham towards the cost of a similai 
professorship there. Two experimental bureaux of healtl 
and sickness records have been set up — one in Oxford anc 
the other in Glasgow. The Trust has interested itself it 
health services as affecting children, students, industria 
workers, and others, and grants have been made toward 
work in university centres in psychiatry, neurology, plastii 
surgery, and other branches of medicine. The Trust als< 
assisted "Professor Sir Howard Florey’s research team a 
Oxford. Altogether it is a record of large beneficenc 
wisely and discriminately applied. 

The Government’s acceptance of regional co-ordinatioi 
still leaves ’a number of problems unsolved. The Trus 
expects to find plenty of work still to do — making scientifi 1 
studies of services, conducting practical experiments to tes 
promising ideas, and demonstrating how new methods ma! 
be an improvement on old. It is at present making ! 
job-analysis of the work of nurses in the hope of thrown: 
some light on the stubborn problem of nursing recruitmea 
and training. Another investigation concerns the functions 
design of hospitals. It is always an occasion of regre 
when voluntary efforts, if efficient, are superseded by statu 
tory organization, although such supersession is in itself th 
highest compliment which can be paid to such voluntary 
enterprises. But it is a pleasing circumstance when, a 
here, the voluntary body remains at the statutory elbo'N 
to inform, to supplement, to prompt, to correct, or, moo 
important, to avert the need for correction. 
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ROYAL COLLEGE OF SURGEONS 

HUNTERIAN DINNER 

The Princess Royal and the Duke of Gloucester attended the 
Hunterian Festival dinner at the Royal College of Surceons 
in Lincoln’s Inn Fields on Feb. 14. 

' Webb- Johnson, who presided, read a message sent to 

the Ring from the Council and Court of Examiners expressinc 
appreciation of his Majesty’s interest as Visitor of the College" 
and stating that it was hoped soon to submit to his Majesty 
plans for the restoration of the College. The Kine in reply 
said he looked forward to seeing the plans for restorine the 
buildings towards which friends of the College in this country 
and overseas had contributed. 

The Princess Royal, acknowledging tributes to the Royal 
Family, said it was the first time women had been present 
at the Hunterian dinner. 

The toast “ The College ” was proposed by Mr. J. A. Beasley, 
High Commissioner for Australia, who spoke of the great value 
of the Sims Commonwealth Travelling Professorship, and of 
the Nuffield Benefaction which would make it possible for 
students to reside in the College. This would be much appre- 
ciated by medical men in the Commonwealth. 

Lord Webb-Johnson, observing that ladies were present at 
the dinner for the first time, recalled that it was 40 years since 
Queen Mary, as Princess of Wales, had been present at the 
Hunterian Oration given by Mr. (later Sir) Henry Morris, and 
22 years since the Princess Royal had attended the Oration by 
Sir Berkeley Moynihan, as he then was. The College of Sur- 
ceons was an important centre for postgraduate education, and 
:o it came students from all parts of the Commonwealth. This 
■vas not a one-way traffic, and Fellows of the College went to 
he Commonwealth. Lord Webb-Johnson referred to the 
reciprocity now existing between the English and the Aus- 
ralian Colleges in respect of the Primary Fellowship. The 
caching facilities of the College had been much increased by 
he munificence of the late Sir William Collins, and now 
_ord Nuffield's gift had made it possible to provide residential 
juarters in- the College which would be especially welcomed 
ry students from the Commonwealth. 

The toast “The Guests” was proposed by Mr. L. E. C. 
S’orbury and responded to by Mr. Norman Robertson, High 
Commissioner for Canada, and by Professor Lillian Penson, 
Wce-Chancellor of London University. Mr. Zachary Cope 
mlivened a distinguished occasion by proposing the health of 
he Hunterian Orator in verse, and the Orator, Mr. H. S. 
souttar, replied. 


LADY TATA MEMORIAL TRUST 

The trustees of the Lady Tata Memorial Fund invite applica- 
tions for grants and scholarships for research in diseases of 
he blood, with special reference to leukaemia, in the academic 
rear beginning on Oct. 1. Grants of variable amount are 
nadc for research expenses or to provide scientific assistants 
: or senior workers. Scholarships are awarded as personal 
-emuneration ; their normal value has been £400 per annum 
for whole-time research, with proportionate adjustment for 
.vork on a part-time basis where this has been approved. 
Applications must be submitted before’ March 31, and the 
lwards will be announced by the trustees in June. Further 
rarticulars and forms of application may be obtained from 
he secretary of the Scientific Advisory Committee, c/o Medical 
Research Council, 38, Old Queen Street, Westminster, London, 
j.W.l. Die grants and scholarships are open to workers of 
my nationality and in any country in which it will be possible 
o make payments in the coming academic year. The avail- 
ible information on this point regarding particular countries 
mtside the sterling area will be supplied to intending applicants 
>n request. 


Die British Council has arranged for Miss Emily MacManus, 
natron of Guy’s Hospital from 1927 to 1946, to visit Turkey at the 
jeginning of February for a two weeks' lecture tour. Turkey, too, 
las the problem of attracting girls to the nursing profession, and 
diss MacManus has been asked to talk to lay and professional 
udienecs about the life of a nurse in Britain: 


Reports of Societies 


ARTIFICIAL PNEUMOTHORAX 

In the Section of Medicine of the Royai Society of Medicine 
on Jan. 25 there was a discussion on the place of artificial 
pneumothorax in the treatment of pulmonary tuberculosis. 
Sir Adolphe Abrahams presided. 

Dr. F. H. Young said that this subject was last discussed in 
the Section in 1921, the year in which he performed his first 
artificial pneumothorax. After twenty-seven years’ experience 
he was still in doubt about the cases in which the treatment 
should be used, the details of the treatment, and the length of 
time for which it should be maintained. Since 1921 pneumo- 
thorax had had a tremendous vogue ; in the early ’thirties it 
was given a trial whenever there appeared to be any justifica- 
tion for it. Opinion had now swung the other way, and a 
number of authorities regarded it as a dangerous practice only 
to be used in carefully selected cases. 

Cases unsuitable for this treatment, even when it was possible, 
were those of dense fibrou'c disease at the apex and those of 
tuberculous tracheobronchitis. Among the main complications 
were the recurrence of tuberculous empyema 'and -bronchogenic 
spread, mainly to the other lung. After one or two refills a 
case should be screened if possible and reviewed as carefully 
as it was before induction was considered. At this stage, if 
there were extensive adhesions to a cavity area, the artificial 
pneumothorax should be regarded as having failed ; where the 
adhesions were less unpromising it might be continued, but 
unless the cavities had disappeared by the end of a month other 
measures should be taken. Cavities which failed to collapse 
were the cause of a large proportion of disasters. He could 
recall only one case in which, without causing trouble, the 
pneumothorax had been maintained in the presence of an opeD 
cavity over a period of years. 

Dr. Young proceeded to give figures from three sources — 
his clinic at Brompton Hospital, where he exercised only a 
general supervision, his clinic at St. Bartholomew's, and his 
private cases. He thought that the figures demonsirated the 
great advantage of having all the work in connexion with a 
given case — the selection, the organization of treatment, and 
so forth — in the hands of one individual from beginning to end. 
His figures did not bear out the view- that the danger of great 
loss of function after pneumothorax was so considerable and 
so unpredictable — though unpredictable it certainly was — that 
it was better to do an upper stage thoracoplasty. It had been 
suggested that in a number of pneumothorax cases the cavities 
reopened. It was difficult to be dogmatic on that subject. He 
knew of one case in which a pneumothorax was performed 
twelve years ago and the lung allowed to expand, and now 
the cavities had reopened. But among his private cases he had 
had only two in which closed cavities had reopened. 

At the Brompton Hospital he had been able to trace satis- 
factorily only about 40% of the cases. He had taken those 
cases which had attended the regional clinic for at least two 
years and had been followed either until death or grave illness 
or until the pneumothorax had been allowed to re-expand. 
At St. Bartholomew's 70?i had been traced, and among the 
private cases 75%. In the Brompton series of 204 patients 
about 32% were dead or dying and 68% were alive and reason- 
ably well. In the other two series combined there were 99 
patients, and 11% were dead or dying and 89% were alive 
and mostly well. The proportion of unclosed cavities in the 
Brompton series was so much higher than in the others that 
it was thought better to exclude these cases, and, this being done, 
in the Brompton series S0% were alive and well, and in the 
other two series 95%. These figures referred only to those 
patients who came back to the clinic ambulant, and therefore 
the pneumothorax had been to some extent successful. His 
conclusion was that the revulsion against pneumothorax had 
been overdone ; the revulsion should have been against 
pneumothorax work which was not done properly. 

After the Sanatorium 

Dr. F. R. G. Heap said that it was not alwaj's appreciated 
what a change there was between the quiet, orderly regime of 
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the sanatorium and the rough-and-tumole of the average house- 
hold to which the patient returned. 1 his change of environ- 
ment had the most profound effect on his clinical progress. 
Although a patient might appear to have stabilized himself 
under sanatorium conditions there was no proof that there 
were not foci which would become active when he returned 
home and ran the risk of minor infections and ailments, as well 
as having a change of diet. The physician in charge of the 
case should be in possession of all the relevant facts. The 
spacing of the refills might need to be a little more frequent 
after discharge from the sanatorium, owing to the increased 
amount of exercise which the patient undertook. The impor- 
tance of a regular timetable for attendance at the clinic, both 
for the convenience of the patient and also for clinical reasons, 
should be stressed. In some centres refills were given without 
previous x-ray examination. Surely pneumothorax treatment 
for out-patients should be given with the same care and under 
the same control as to in-patients. 

Owing to shortage of beds there was a tendency to send 
people out of the institution with uncollapsed cavities, tubercu- 
lous lesions of the bronchi, and so on. If pneumothorax treat- 
men\ vm Yield \o Y>e of use Vi sYiotM Ve earned Yo YYs xwrwp’it- 
tion before sending the patients out. Once having got the 
patient, it was better to do the job properly. Patients with 
bilateral infections often did well under sanatorium conditions 
but relapsed under domiciliary treatment ; the patient was not 
able to stand up to the strain of the domestic environment. 
The termination of pneumothorax treatment could also bring 
about difficulties. Minor complications would occur, and it 
was important in domiciliary treatment to have arrangements 
whereby a patient could go back to hospital for one or two 
nights to have complications attended- to under the best possible 
conditions. 

Dr. Heaf concluded with a plea for the keeping of careful 
records and for the development of a system whereby after- 
histories might be followed for five or ten years. It was time 
for another big survey of the real value of artificial pneumo- 
thorax under present conditions and in view of the improve- 
ments in technique which had taken place since the former 
survey was made. 

Limitations and Difficulties 

Dr. Philip Ellman said that, no matter what form of treat- 
ment was contemplated, the general constitutional nature of 
the disease must not be forgotten, nor the possible influence 
of the inherited diathesis. Artificial pneumothorax as it was 
known to-day, used with discrimination and with adequate 
radiological control, had revolutionized the management of 
certain cases of pulmonary tuberculosis, but he proposed to 
speak rather of the limitations, disappointments, and difficulties 
of the method. , 

The procedure was attractive by reason of its simplicity, but 
the result depended very much on the anatomical nature of the 
collapse. Any incomplete pneumothorax should be abandoned 
in favour of other measures. The patient with acute febrile 
illness and active exudative disease was best treated initially 
by an adequate period of complete bed-rest. Streptomycin 
was a useful adjunct. The lapse of time gave an opportunity 
for the inflammatory process to subside and might even obviate 
Ihc need for collapse therapy. In this connexion streptomycin 
ought in future make pneumothorax a safe procedure. The 
risk of adhesions forming during the period of observation 
seemed to be more theoretical than real. In the presence of 
bronchia! tuberculosis an ineffective pneumothorax might, by 
reason of symptomatic relief, give a false sense of security. 

The physician's needle can be responsible for complications 
more dangerous than the surgeon's knife." It might have been 
to the advantage of the patient if the induction of pneumo- 
thorax had required as much skill as thoracoplasty. In many 
cases a thoracoplasty was to be preferred as an initial procedure 
to an ineffectual attempt to produce a pneumothorax. 

On the mechanism of the closure of cavities there were 
opposing schools of thought Bronchial obstruction was the 
t.ncf factor in cavity closure. There was much to be said 
tor bronchial drainage., and kbit -use of Vne VtoncYioscope might 
asoul many complications. With regard to effusions, many of 
lhe5 ' " crc s ™'*' containing no tubercle bacilli on examination, 
cui he regarded as potential empyemata effusions which began 


to contain tubercle bacilli. A, reaction of this kind was much 
more likely with the unsatisfactory type of pneumothorax. 
Dr. Ellman concluded by repeating that an ineffective pneumo- 
thorax should be instantly abandoned to avoid complications. 

General Discussion 

Dr. Maurice Davidson said that what had been learned froi 
the discussion was the need for insisting that pulmonat 
tuberculosis was not a disease of the lung but a systemic disea! 
with a local lesion. 

Dr. Neville Oswald said that from a study of the recorc 
in English medical literature he had arrived at the conclusio 
that out of 1,000 cases of pulmonary tuberculosis roughly 4C 
would have had an artificial pneumothorax attempted at son 
time or other. The other 600 would, of course, include a larg 
number of minimal cases as well as a number of far advance* 
It appeared that there was a 20% improvement in the five-ye: 
survival rate as a result of carrying out artificial pneumothora: 

Dr. F. A. H. Simmonds said that there were two principi 
ways of controlling pulmonary tuberculosis by collapse therap 
— namely, by a good artificial pneumothorax or a good thoracc 
•pVaiVy . Vi mVibYts vwe wra k’we waVI be d/we, craJJaijs 
therapy should be avoided altogether. 


MEDIAEVAL “LEPROSY” 

In the Section of the History of Medicine of the Royal Sociei 
of Medicine on Feb. 2, with Dr. Ashworth Underwood 
the chair, an address was given by Lieutenant-General S 
William MacArthur on “ Mediaeval ' Leprosy ’ in the Britis 
Isles.” At the same meeting an exhibit of engravings and ol 
books and other objects of interest relating to leprosy w; 
provided by the Wellcome Historical Museum. 

Sir William MacArthur said that it was very difficult to dete 
mine the extent of leprosy in these islands in the past. Th: 
it existed was beyond question. But many people assume 
that the word “ leprosy ” in the past had 'its present meanm; 
whereas actually it had a multiplicity of meanings. * In the fir 
place, it was used in the strict sense of the disease leprosy t 
now understood. The writings of some fourteenth-cenlui 
physicians included accounts of leprosy in its more characters 
forms, along with a good deal else that was difficult of inUq. • 
tation. Unfortunately the word “ lepra ” became a classii 
medical term, and by the suggestion of the word itself, who 
basic meaning in the Aryan languages was “ something 
peels off,” a host of skin conditions associated with scales oi 
scabs which had nothing whatever to do with leprosy . , 
regarded as manifestations of that disease. The use of •' 
plural “ leprosies ’’ by writers as far apart as Pi’iriy and L 
Macaulay showed that they at least were awa ( . r e of the cc . 
hensiveness of the term. “ 

The word “leprosy” was used als'"'^ 1 f or conditions whK 
were not believed to be leprosy even ,v. e elastic sense of >'■ 

' • ' - - r " “ ... »j(j 


disease. The word 
by' St. Jerome 
a thousand years 


word. It was used for diseases of .-'^animals and plants. " 
and rain make the grain leprou'-.-djf ^_j s a j so uscc j to 
miserable and pitiable states vAV' ' liad ‘ n0 connexion with at 
disease. The word “ stricken W - ini 4 was translah 

in the Vulgate A? « ; eprosus ” and John Wydf 
- ------- - ars Iate r used ■ \,„ nrous -- i n the same passaf-, 

yet if St. Jerome and Wycliffe alive to-day they "ft 

agree— perhaps the only point on' , ; t, they would be 
agreement — that the word “ stricken ” \ • Authorized V* 
sion expressed their meaning exactly. lL -p 0 make confusa 
worse confounded the term “ leprosy ” \V as exlended out 
all measure by ecclesiastical example ^ an( j precept. J 
patriarch Job was proclaimed a leper becau.' ^e of hi s “ 

The condition of the beggar in the parable wa% similarly A '' 
nosed. “Lazarus,” which simply meant “ without ■ . 
became synonymous with the imaginary disease, avd survi'- 
to-day in “lazar” and “lazaret.”" 

Leper Houses 

The leper houses were mostly small institutions, each 
Yrs own set ol rules. They brought relief to many mh- iJ 
creatures, among whom there was no doubt a proportion 
genuine lepers. In a recently published volume the numW 
leper houses in the British Isles was given as 324, of "f 
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283 were in England Yet some of these leper houses were 
mentioned once onh, in someone's will, and nothing whatever 
was known about the institution and there was nothing to 
show what the testator meant. Others were called leper houses 
merely because of a statement to that effect made by some 
visiting antiquary and based solely on local tradition Others 
were nothing more than almshouses Houses established 
specifically for lepers were often transferred to some other 
purpose Among others he mentioned St James’s Canter- 
bury, founded for 25 women lepers , the King’s Commissioners 
in 1341 found it occupied by 25 women “ glowing with health ’ 
Romney leper house was described in 1363 as ‘derelict and 
totally desolate ” because no lepers could be found to occupy 
it , it was repaired and used otherwise 
Armagh was best known to students of medical history as 
the site of the famour leper hospitals said to have been sacked 
n 869 by the Danes He had examined all the Gaelic texts 
in which this destruction of Armagh by the Danes was recorded 
and there was no mention of leper hospitals in any of them 
Sir William MacArthur explained that these annals were trans 
Iated into Latin in the eighteenth century by Charles O Conor 
a man of wide learning but not a good Celtic scholar O Conor 
misunderstood the original text and translated an old Gaelic 
word for oratories by nosocomia (hospitals) A later writer, 
one Belcher, committed a further error and glossed O Conors 
nosocomia by “ leper hospitals ” Thus the story began The 
‘leper hospitals of Armagh" were never anything more than 
fantasies of the imagination 

Robert the Bruce 

Sir William MacArthur went on to tell the story of Robert 
the Bruce, who was commonly reported to have died of leprosy 
in 1329 1 On what evidence had Robert the Bruce been con- 
demned for 600 years as a leper 9 There was no mention of 
leprosy by any contemporary Scottish historical writer The 
story began on the English side of the Border and was recorded 
m two connexions only, first to explain Bruce’s strange action 
m appointing Moral and Douglas to lead the Scottish army 
against the English in 1327, and secondly to account for Bruce’s 
death about two years later The earliest mention of leprosy 
occurred in The Chromcon de Loitercost, the work of an un 
known Franciscan monk of Carlisle It explained that Bruce 
appointed Moray and Douglas to command the campaign 
because he had become a leper ” But Bruce was absent 
< from this campaign not because of leprosy or any other disease 
but because he had gone on a secret mission to Ireland Later 
he returned and earned fire and sword all over the North of 
'England Bruce’s health was failing, but there was no question 
J of his retirement, nor did anyone shun his company Three 
reeks before his death he it as carrying out State business in 
public, and when the end was near all his lords were sum 
moned and, surrounded by them, he closed his days in gracious 
state, to use the words of a Scottish chronicler 

Bruce’s long feud with the Vatican was interesting in this 
connexion Bruce and all his adherents were excommunicated 
by Clement V Two cardinal leeates were sent by a later 
Pope, and when they attempted over Bruce’s head to publish 
a bull proclaiming a truce their messenger, with Bruce’s con- 
currence, was stripped "naked and the Pope’s bull torn in pieces 
Bruce was denounced thrice daily in every Mass excommuni- 
cated, and put under interdict, but he continued to defy the 
Pope His enemies called him by every ill name, but “leper 
did not appear among the epithets Had Bruce suffered from 
leprosy or any disease that could have been termed leprosy, 
would not this ‘ judgment" have been proclaimed in e\erv 
'■urch in Christendom 9 

It was often said that leprosy disappeared from England 
awing to the strict isolation that was enforced But there was 
ittle evidence of any form of strict isolation The custom of 
egarding the leper as one dead and deprived of civil rights was 
'lever followed m England There was no contemporary e va- 
lence that the so-called “leper windows” iff churches had 
mv thing todo with lepers “ Leper laws ’’ proved to be extracts 
rom the rules of one or other of the leper houses, having no 
■'mthonty outside the walls of the instituuon Lepers had a 

’The current Enciclopacdia Bntanmca states “Bruce died of 
.'■pros' ” 


legal right to beg In some places they could help themselves 
to food exposed for sale in the market place At Shrewsbury 
they could take a handful of gram from every sack offered for 
sale If a man did not mind being called a leper his livelihood 
was assured 

He was not arguing that there were no lepers, only that no 
statement implying the disease as now understood should be 
accepted unless clinical data were given to point the diagnosis 
In general the diagnosis was made bv monks, friars, or pansb 
officials If such functionaries earned out a ” leper hunt ” m 
London hospitals to-day they would not come away empty- 
handed , they would find chrome and intractable skin diseases, 
ulcerations, and deformities which would fit in with their 
conception of leprosy 

Sir Leonard Rogers, Sir Philip M anson Bvhr, Sit Arthur 
MacNvlty, and others participated m a bnef discussion. 


Correspondence 


Whither Tuberculosis? 

Sir — May 1 reply shortly to this correspondence and com- 
ment on Dr C O Stall} brass s paper, ’ Tuberculosis at the 
Crossroads ” (Feb 5, p 207), and the leading article m the 
same issue (p 226) 9 First a slight emendation as to the fate 
of decisions of the new Standing Committee on Tuberculosis 
These are to go to the Minister and to the Central Health 
Services Council — presumably as the Minister directs — and not, 
as could be implied in mv letter (Dec 25 1948, p 1118), only 
to the Central Health Services Council 

Dr. S Vere Pearson (Jan 22, p 152) writes he does not 
understand the sentence, ‘ Tuberculosis, environmental and 
clinical, non merges into a general medical directive " The 
delightful rural position of independent Mundesley in a far 
corner of a minor county makes the change from counts 
council and county borough administration to joint hospital 
boards centred in university towns of no great moment. Not 
so, however, for the vast majority of tuberculosis workers 
They now find directives ’ not from a public health com- 
mittee but from academically minded regional hospital boards 
My fellow -Liverpudlian’s most valuable paper, “Tubercu- 
losis at the Crossroads,” needs no embellishment His conclu- 
sions are sure and sound, and support the foundation of the 
old Lancashire scheme summed up in the words, ‘ Find, isolate, 
educate, treat, and rehabilitate the adult positive case " Of 
course everything depends on how these mere words are trans- 
lated into practical measures Thus ‘ find " had to cover team- 
work, beds for senior T O-s x-rav plants, whole time capable 
health visitors, so that out of all these things there came, mos* 
important of all, cordial co-operation from all the general 
pracutioners Is it at last seen how absurd was the develop 
ment of the part-time tuberculosis officer 9 
I agree wholeheartedly with Dr Stallvbrass’s conclusions as 
to massive infections in the first pace of his paper and would 
draw special attention to his paragraph on the segregation of 
infective cases He does not refer to The Fate of Yourg 
Children in Tuberculous Households' In 1929 the Joint 
Tuberculosis Council published this report of an inquiry con- 
ducted bv Lancashire county borough ard county council 
tuberculosis officers Their third conclusion was to the effect 
that “ the death rate from nou-pulmonary tuberculosis of 
children exposed to risk in tuberculous households from an 
adult with positive’sputum was 

nine times greater than the comrol in age group 0-1 
fourteen „ „ , , , , „ „ 1-2 

nineteen „ „ „ , „ „ 2-5 

The deaths were due mainly to tuberculous memnptis ” 

Your leading article, ‘ Co-ordination of the Tuberculosis 
Services” (Feb 5. p 226), sums up well and truly the present 
position But what are we to do 9 How can we maintain 
the essential integration of prevention and treatment now that 
the National Health Act has separated them 9 Who will put 
Humptv Dumptv together again 9 
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The - Leeds Region is, I understand, trying a way to avoid 
the fatal divorce. Two important unifying principles are at 
work there. First, the chairman of the tuberculosis advisory 
panel of the region is the most ////-specialized tuberculosis 
worker possible — namely, a T.O. holding a university teaching 
post for medical students and having experience and interest 
in prevention. Secondly, the staff of the region are under one 
paymaster (i.e., no joint appointments and two masters), and 
the field of work given to each member of the region’s staff, 
covering diagnosis, treatment, rehabilitation, and particularly 
prevention, is apportioned by the tuberculosis advisory panel. 
— I am, etc., 

Clmrch Strcifon, Salop. G . LlSSANT Cox. 

Reference 

i Published by C. Tinting and Co., Ltd., Liverpool. 


Co-ordination of the Tuberculosis Services 


Sir, — Your leading article (Feb. 5, p. 226) on the tuberculosis 
service is timely. As a social disease tuberculosis is responsible 
for a greater loss of man-power than any other pathological con- 
dition, and during the Hitler war for every two men from this 
country who were killed in action a third person died at home of 
this disease. Surely then the control of such a disease warrants 
the prime attention of those responsible for organizing the 
future health services of this country. Yet, as Dr. G. Lissant 
Cox has pointed out (Dec. 25, 1948, p. 1118), the Central Health 
Services Council has on it no tuberculosis specialist. Perhaps 
this would be excusable if it were that we knew so little about 
the disease that no special measures for its control were practic- 
able, but nearly thirty years ago Sir Pendrell Varrier-Jones 
declared that there was no disease capable more easily of 
prevention than tuberculosis, and it is half a century since King 
Edward VII asked the famous question, 11 If preventable, why 
not prevented ? ” ; and since then considerable progress has 
been made towards that goal. 

It has been put forward that tuberculosis officers are wanting 
to treat patients. It should not be forgotten that most tubercu- 
losis officers in this country to-day are probably seeing from 
25-50% more new patients each week, keeping under surveil- 
lance many more minimal cases, and maintaining far more 
collapse measures than ever they were before the war. Why 
then should they be seeking to extend their activities even 
further 0 Surely because they are more acutely aware of waiting- 
list problems than any other worker in the tuberculosis field, 
and some of us wonder whether valuable sanatorium beds really 
need to be occupied for such long periods by individual patients 
when, with modern knowledge widening rapidly the range of 
treatable cases, it is becoming essential to treat more and more 
patients somewhere. 


Few would dispute the dictum of Sir Robert Philip which 
you quote, that the centre of tuberculosis control must be in 
the old dispensary, but it must not be overlooked that modern 
developments require much greater skill and knowledge from 
tnc tuberculosis officer than formerly. No longer does it suffice 
to diagnose advanced phthisis with the stethoscope and micro- 
scope ; he must be a competent radiologist as well as clinician, 
m!r P °i!E lb ’ e £or dia Stwsing all forms of chest disease, not 
m p k |sis ' No longer does after-care comprise recom- 

rhvsici-fn m!L n n OUnShroem for the poor . and need y 1 'he chest 
thorax tor ml b< 7 C< ? mp ' w" 1 t0 maintain a delicate pneumo- 
accniainted wiih of , lhci ^ for several years, and he must be 
to advise the n p^ s ria and social conditions, enabling him 

AndfsHK, ,n v hc important field of rehabilitation. 

Held yet father ^ ^ day B ' C ' G ' wil1 extend >* 


losfs Sit C0n,inu t e toward the abolition of tube: 
Association! tbl „ , If T ° f the o]d Welsh National Memo 
rhvsi'ian " m h ? '1’° Stat ? s and remuneration of the new” c 
pJos cute SII Th , be SUCh a * Wi!l attract nten competent 
ittiA the rf h campa, sn vigorously, regardless whether i 
prime mteSm? wr° r 0ut ? ide institu tions or whether t 
so-ri m-dirirr r dlf ^ rentlal diagnosis, collapse therapy 
«il noT sum 1 J 15 p!e room for al >- But this a 1 
rerio” al lefll f I' mUSt 1= eood generalship, and at lea< 
r - v » e - 1 no natl0na l, clear co-ordination of all asr 
« 'nberculosis control is essential.-! am, etc 


W. H. Tatters. all. 


Mantoux-negative Nurses 

Sir,— In his valuable paper, “Tuberculosis at the Cross- 
roads” (Feb. 5, p. 207), Dr. C. O. Stallybrass states, “1 do 
not think any responsible person in charge of a hospital 
admitting patients suffering from tuberculosis can be happy 
about present conditions under which Mantoux-negative nurses 
. . . come into contact with infectious cases." 

You have from time to time published letters from me about 
risks to Mantoux-negative nurses, but as the last appeared over 
four years ago, and as such staff are still employed in nursing 
the tuberculous, I should like the opportunity of briefly re- 
expressing these views. They are based on a not inconsiderable 
experience with Mantoux-negative student nurses at this hospital 
and on the evidence in the world literature, especially that from 
Scandinavia, which provides overwhelming evidence that in a 
comparable environment Mantoux-negative persons have a far 
higher morbidity from tuberculosis than Mantoux-positives. 

A few years ago the L.C.C. became impressed with these 
facts and arranged that no Mantoux-negative nurses should 
work in the tuberculosis wards of their general hospitals or 
in their tuberculosis hospitals, but they were not excluded 
from their sanatoria. Tuberculosis institutions in this country 
would appear to be divisible as regards this problem into 
three categories: (1) There are many in which nurses are not 
Mantoux-tested and “ ignorance is - bliss.” (2) Institutions in 
which nurses are Mantoux-tested and carefully followed up by 
regular .v-ray and routine examination, as recommended in the 
Joint Tuberculosis Council report. This is good so far as il 
goes, but this procedure, dictated as it is by the pressing need 
for nurses, does not protect them from infection. (3) A few 
institutions do not employ Mantoux-negative nurses in their 
wards. 

An attempt, has been made to differentiate between tubercu- 
losis hospitals and sanatoria, chiefly by medical superintendents 
of the latter, in regard to the risks of infection in both. Apart 
from the fact that this distinction has become less and less 
obvious with the increasing use of collapse therapy and chemo- 
therapy in all institutions, it must surely be recognized that 
wherever positive-sputum cases are treated the risk of infection 
is present. 1 

When B.C.G. is available in this country, as it shortly will 
be, it is to be hoped that there will be a definite directive, 
both to general hospitals and to all institutions nursing positive- 
sputum cases, to urge this protective vaccination on Mantoux- 
negative nurses. — I am, etc., 

Colindalc Hospital, London, N.W.9, W. E. SstELL. 

Tuberculous Infection of Infants' 

Sir,— In Dr. C. O. Stallybrass’s article, “ Tuberculosis at the 
Crossroads ” (Feb. 5, p. 207), the work of the maternity unit al 
Black Notley Hospital is mentioned (p. 211), but the. presenta- 
tion of figures of infant morbidity may give rise to an erroneous 
impression. 

It is true that in an early follow-up of infants the morbidity 
figures of those bom to mothers remaining sputum-positive 
was 4 out of 11. We must point out that these figures related 
to those mothers who remained sputum-positive after discharge, 
and no infants were infected while in the unit. It is true also 
that 2 of these 4 died, but the other 2 developed only mild 
glandular infections and recovered. A follow-up, shortly 
be published by one of us (M. C. W.), of a large series cd 
infants and children treated at Black Notley for tuberculoui 
lymphadenitis confirmed that this is a benign form of tubercu- 
losis, and that a primary infection occurring in ,a child borr 
of a tuberculous mother is not necessarily of evil consequence, 
The series quoted was a small one, and an investigation ol 
the larger numbers now available is proposed, but we have nc 
reason to believe that the incidence of serious tuberculou 1 
infection in infants born in the unit is likely to be high. D r 
Stallybrass must be unaware that, though the conditions in tli< 
maternity unit are excellent, the infants reported on were it 
many cases discharged to the Greater London area under war- 
time conditions. 

At the same time, although we feel that the dangers of familial 
infection of infants can easily be exaggerated, we would like tc 
agree most whole-heartedly with Dr. Stallybrass that vaccina- 
tion with B.C.G. of infants exposed to contact infection i* 
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desirable as a promising means of reducing the incidence of 
tuberculous disease, however small it may be without that 
protection. — We are, etc., 

M. C. Wnjavso.v. 

•Braintree. Esse*. RAYMOND C. CORES. 


Spinal Anaesthesia for Caesarean Section 

StR.—ft should be a sine qua non that those who desire to 
criticize any procedure, whether medica! or surcical, should be 
sure of their facts and up-to-date in their knowledge of the 
relevant literature, and that their strictures should be supported 
by personal experience. The use of spinal anaesthesia for 
caesarean section bis been the subject of far too much ilZ- 
informed criticism in the past. 

Among the severest critics of spina! anaesthesia in pregnancy 
bate been the late Dr. Joseph B. DeLee, founder and for many 
years head of the Chicago Lying-in Hospital, and Dr. J. p. 
Sreenhill, DeLee's successor at the same hospital. The well- 
cnown Year-Book of Obstetrics and Gynecology, in which 
nuch of the criticism has appeared. Las been edited bv DeLee 
•nd Greenhid. 

The main object of my letter is to place on record what f 
:onsider to be one of the most significant milestones in the 
'■ourse of the controversy about spinal anaesthesia in precnancy. 
in October, 1948, 1 received a letter from Dr. George 1. Andros! 
issistant professor of obstetrics in the Chicago Lying-in Hospi- 
al, which 1 think should be published in full. 

" I have been intending to wriie you for a long time to comment! 
rou on your splendid work in championing the cause of spinal 
maesthesi a in obstetrics. Your efforts have made a great impression 
tpon those of us who seek to further the use ot this method in 
America. You might be interested to know that at the present time 
n the Chicago Lying-In Hospital approximately 85% of all caesarean 
eclions are done under spinal anaesthesia (primarily continuous 
pinat) and over- 50% of the vagina) deliveries are carried out under 
prnal (saddle-block) anaesthesia. You probably realize that tins is 
[trite a departure from the teachings of our founder. Dr. Joseph B. 
DeLee. 

" My immediate purpose in writing you at this time is to ask 
vhether or not it would be possible for me to obtain from you a 
:opy of the entire text of the ‘'Discussion on Anaesthesia for 
Jaesarean Secu'on” appearing in the Proceedings of the Royal 
iociety of Medicine, August, 1947. If you do not have this material 
it hand, can you direct me to the proper source 7 I wish to use 
he material presented in this discussion as reference for publications 
ind lectures on spinal anaesthesia id obstetrics. 

" Incidentally, we has e done approximately 35 caesarean sections 
vith 1 heavy nupercaine ’ in doses of 2.5 mg. and 3.75 tng.” 

The significance of this letter, coming as it does from the 
issistant professor in Dr. Greenhill’s own hospital, will not, 

[ hope, be overlooked by those (and there are many) who have 
n the past criticized the use of spina) anaesthesia in obstetrics 
md more especially tor caesarean section. 

There is not the slightest doubt that spinal anaesthesia in 
ome form or other (single dosage as used by me and many 
ithecs, or continuous dosage as indicated by Dr. Andros) has 
tstabhsbed itself as a sale anaesthetic "lor suitable cases" in 
obstetrics. There are of course certain contraindications, such 
is low blood pressure, shock, recent severe blood loss, and 
revere anaemia, to which I have never failed to draw attention 
n the various articles which I have written on the subject. But 
n many instances these contraindications can he eliminated 
tnd their dangers removed by blood transfusion and the use of 
ivpertensive drugs, of which the best is undoubtedly d-N- 
nethj’lamphetamine hydrochloride, and oxygen. 

Finally, mat- I express the hope that those who have no 
persona! experience will withhold criticism until (hey have 
taken the trouble to acquire the technique and tried it out 
for themselves, with, of course, the proper precautions 7 — 

I am. etc., 

Croydon, R.UFUS C. THOMAS. 

/ 

Classical Caesarean Section 

Sir. — In my condemnation of classical caesarean section I 
tave been accused of using harsh words, i can only say they 
vere deliberately chosen: only so could I hope to influence 
‘ those who frequently practise ” the operation. YVTtat is criev- 
jus, however, is that some of my colleagues have misread my 
etfer (Oct. Its, 194 S, p. 722) and so have objected to opinions 


which. I never stated. Just as lor any operation, so for the 
classical caesarean section there are indications, some definite, 
some debatable ; and I should now like to formulate these as 
my main contribution to the controversy and at the same time 
to comment on some interesting points which have been raised. 
Definite indications for upper-segment caesarean section 

t. The presence of a large cervical fibroid can obliterate the lower 
part of the cavity of the uterus to such an extent that it may be 
difficult to find the cavity, let alone deliver the foetus, if the uterine 
incision is placed low. In such cases an upper-segment incision 
must be performed. 

2. Shoulder presentation in which the liquor has drained away and 
the uterus is tightly moulded round the foetus: in such a case a low 
vertical incision, which can be enlarged upwards if necessary, should 
be employed. This is the type of case described by Mr. Percy 
Mafpas (fan. 22, p. 156). In the most extreme example of the con- 
dition that I have seen the foetal elbow had prolapsed into the 
vagina through a cervix half dilated, and there was such a marked 
contraction ring round the arm and forearm that they were grooved 
by it: replacement of the foetus was quite impossible even under 
genera! anaesthesia. To deliver the child I used a vertical uterine 
incision, hall in the lower and half in the upper segment. 

3. Where there is a contraction ring requiring incision, 

4. In certain dwarfs with little room between costa! margin and 
symphysis pubis, and where the uterus fills the whole abdomen: 
access to the lower segment may then be very difficult. 

Other conditions for which classical caesarean section may be 

indicated 

1 . When the lower segment is so narrow and Dl-I orraed that there 
is not ioom in it for an incision large enough to deliver the child 
through — e.g., transverse lie in a uterus bicomis unicollis in a primi- 
grarid patient. In such cases a low vertical incision should be 
employed: this may be made partly in the lower segment if the 
bladder is pushed down first. 

2. In certain cases of fibroids lying in the upper segment when 
(hey are to be removed at the time of the caesarean section. 

3. Cases in which as a result of previous operations there are 
extensive adhesions between uterus and abdominal wall. In such 
cases the uterus should be opened in some readily accessible place. 
Caesarean section following previous ventrifixation of the uterus may 
come in this category. I have only operated on one such cast, and 
rightly or wrongly freed the uterus from the abdominal wall and 
performed a lower-segment caesarean operation. 

4. In cases where there are targe blood vessels coursing across 
the lower segment and when the surgeon is inexperienced or anxious 
about the outcome of a low incision, an upper-segment inctsion is 
probably the lesser of evils. This as the type of case my namesake, 
Mr. P. M. G. Russell (Oct. 30, 1948, p. 79S), refers to. In my 
experience these blood vessels do not always cause as much trouble 
as one expects. A tip of real value if bleeding threatens to be 
troublesome is to complete the incision by tearing rather than by 
cutting; this puts the edges of the uterine incision on the stretch 
and so closes the opened sinuses until they can be deliberately 
grasped with Green-Armytage or other forceps. 

5. 1 am reluctant to accept Professor S. J. CameTori s claim (Kov. 
27, 194S, p. 956) that classical caesarean sretion should be chosen 
M when rapid delivery' is indicated." Emphasis on speed in midwifery 
is not without its dangers — to foetus as well as to mother — so 1 
should prefer the advice "hurry slowly ’’ ; perhapss then the lower- 
segment caesarean section wall be judged quick enough. 

I acree xvhoie-beartedly with Professor IV. C. IV. Nixon 
(Oct. 30, 1948, p. 798) in his plea for the low incision in 
abdominal hysterotomy ; I have used this approach for some 
yean and am sure it is generally preferable to the more usual 
high incision. A possible exception is the woman who is being 
operated on under local anaesthesia ; access to the lower segment 
is then not easv. 

Dr. Guy Roworth (Oct. 30, 194S, p. 79S) suggests that in 
certain cases the vertical incision half in lower segment and 
half in upper segment is superior to the transverse incision in 
lower segment. I do no: have enough knowledge of the late 
effects of what cuieht he called the "half-and-half" incision lo 
make any comments on this comparison. 1 hope others will 
feel able to give their experience on this subject. — 1 am, etc., 

xiMdtwa. C. Scorr Russell. 

Sir. — I was interested to read Mr. Percy Malpas's letter on 
caesarean section (Jan. 22, p. 156) and the difficulties that be 
had encountered in delivering an impacted shoulder presenta- 
tion by' the lower-segment route. 1 have personally encoun- 
tered five cases in which X h3d difficulties similar to those 
described by Mr. Malpas. Three of these were casts of 
impacted shoulder presentation and the other two were vertex 
presentations associated with severe kypho-scoliosis. In one 
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of the latter cases the patient was a severely dwarfed hunch- 
back, and in the other the patient herself had been born with 
a spina bifida from which she had survived but which had 
left a severe pelvic deformity. In both of the latter cases pelvic 
measurements taken by x-ray pelvimetry were extremely small. 

In the case of the shoulder presentations I encountered 
exactly the same difficulty as Mr. Malpas describes — namely, 
that it was nearly impossible to bring the babies' legs down 
the lower-segment incision without tremendous strain on both 
the foetal trunk and the uterine muscle. In the other two cases 
I found that the pelvic deformity was such that it was extremely 
difficult both to elevate the foetal head and at the same time 
draw it anteriorly into the uterine incision. 

In each one of these five cases 1 found that the solution was 
to convert the transverse incision in the lower uterine segment 
into a T-shaped incision. This was carried out simply by 
incising the lowest part of the upper segment vertically from 
the middle of the transverse lower-uterine-segment incision. 
The length of this second incision was in each case about 3 in. 
(7.5 cm.), but I found that on completing the operation, and 
with full retraction of the uterus, this 3-in, incision now 
measured only about 1 in. ( 2.5 cm.). All that was then required 
was the insertion of one or two stitches into the vertical inci- 
sion, followed by closure of the transverse lower-segment 
incision in the usual manner. It was quite simple to overlap 
both incisions with the reflection of peritoneum which is raised 
as a routine in performing lower-segment caesarean section. 
The resulting convalescence was excellent in all of these 
patients. — I am, etc., 

London, W 1 D. G. WILSON CtYNE. 

Anaesthesia in Ludwig’s Angina 

Sir,— D r. V. Torry Baxter, referring to my letter (Jan. 1, 
p. 31), has written (Ian, 22, p. 153) an able account of the 
considerations involved in anaesthetizing cases of this disease 
m which there is severe obstruction to breathing, but he goes 
on to state that to induce unconsciousness as a preliminary to 
surgical intervention in cases of Ludwig’s angina is to court 
disaster. Whilst agreeing with this statement when it is applied" 
to cases with severe respiratory obstruction, I am convinced it 
is not true of all cases. 

By no means a!! cases of Ludvig’s angina are complicated 
by rar mtory obstruction : indeed, most of the cases that come 
to operation are breathing normally, while some are only 
obsti acted to a minor degree. If Dr. Baxter’s statement is true, 
hosier has for many years been courted with the aid of 
shlorolorm and, more recently, cyclopropane, with what can 
onh be described as a very indifferent response. If, however, 
shore is anyone who would wish to see this courtship fairly 
crowned with success, let him try induction with “pentothal" 
on a few of these cases. He will not have to wait long before 
(us wish is abundantly fulfilled, 

Mr Cue K Gardner (Jan. 22. p. 153) raises a point which 
will be generally agreed. Junior residents should not be 
expected to undertake this responsibility. If they were aware 
of the dangers involved they would doubtless more often enlist 
the help of their seniors. But as Jong as intravenous anaes- 
thesia continues to be recommended for this operation in the 
latest surgical textbooks one can hardly blame them for adminis- 
tering it, and can only sympathize with them and the relatives 
when the results are disastrous. — I am, etc., 

Smics Surrey JOHN H. WlLUS. 

Bronchography without Surface Anaesthesia 

Sir.— Anaesthesia for bronchoscopy and gastroscopy is un- 
doubtedly necessary, and it may therefore be essentia) to use 
one of the more potent but toxic surface anaesthetics in cases 
requiring these procedures. However, Mr. C, A. Jackson in 
his article on amethoctune hydrochloride (Jan. 15. p. 99) and, 
more^ especially. Dr. C. Elame Field m her letter (Feb. 5. 
p 236) advocate the use of amethocaine hydrochloride in 
bronchography. 

When bronchography is done by the cricothyroid-membrane 
route it has been common practice to inject some potentially 
dangerous surface anaesthetic through the needle into the 
trachea be, ore the contrast oil is instilled. In an attempt to 
avoid the me of any member of this group of drugs, I and 


others have done many successful bronchographies in adults 
without the use of any intratracheal surface anaesthesia. Cough- 
ing and discomfort are no more than with anaesthesia, which 
must always be very limited in view of the small bulk of fluid 
used. Procaine is, of course, used to infiltrate the skin and stib- 
cutaneous tissues over the membrane before the introduction 
of the needie. 

I would therefore urge the abandonment of the use of any 
of the surface anaesthetics in bronchography. Let it be remem- 
bered that over a thousand years ago, in the Guide to Physicians 
by Isaac Judaeus, appeared the aphorism, “ Treating the sick is 
like boring holes in pearls, and the physician must act with 
caution lest he destroy the peart committed to his charge.” — 
1 am, etc., 

Liverpool Ewan F, B. C adman. 

Proguanil and Blackwater Fever 

Sir, — I n view of the recent letters on proguanil (“ paludrine ”) 

1 thought the following case might be of interest. 

A young European was brought to hospital who had been'eomatose 
for 18 hours; blackwater fever was diagnosed, but despite treatment 
he died within 12 hours. Tin's patient had been in the country some 
15 months, living most of that time in the bush in a highly malarious 
district. For the whole period he took one tablet of proguanil every 
alternate day regularly. He had also been in Egypt for a short period 
before coming to Uganda. He had never suffered from malaria nor 
from fever of unknown origin, and he had never taken quinine at 
any time until this illness. 

Before coming to hospital he had received treatment for clinical 
malaria in his bungalow — quinine bihydrochloride 30 gr. (2 g.) on 
three successive days. He was admitted to hospital on the fourth day 
of the disease. 

From experience we have found that anything less than one 
tablet of proguanil a day will not suppress malaria. There 
have been several cases where the person was taking one tablet 
on alternate days regularly, yet they developed a typical attack 
of malaria with a positive blood slide (subtertian). It is pre- 
sumed that the case reported above was in fact blackwater fever 
from the onset ; if so, was it precipitated perhaps by the fact 
that proguanil was acting as an insufficient suppressive on the 
malarial parasites ? 

I am indebted to the D.M.S., Uganda, for permission to publish 
this report. 

— I am, etc., 

Mbate. Uganda A. M. BEST. . 

Strong Corsets and Pelvic Congestion 

Sir,— During the past two years I have observed a group of 
32 cases of women who have reported either at my consulting- 
rooms or the out-patient department with the symptoms of 
pelvic congestion. These took the form of backache, bouts 
of urinary frequency, fullness in the rectum, iliac-fossa aching, 
and general pelvic dragging. All these symptoms might appear 
together or singly, or in one' or other combination. 

The ages of these patients ranged from 22 to 42 years, 
A feature common to them all was that they had obese 
abdominal walls with very firm fat. Cystoscopy revealed on 
several occasions that the vessels, especially the veins of the 
trigone, were obviously more congested than normal (this was 
during the period of urinary frequency). When iliac-fossa 
aching appeared to be confined to one side it was more 
frequently noticeable on the right than the left side. 

The second noticeable feature was that the patients* symp- 
toms in this group dated from the acquisition of good, strong 
surgical corsets. Previous to the use of these strong, well- 
fitting corsets, which no doubt did mould the patient’s figure 
in an approved fashion, this group had used what they con- 
sidered loose utility supports. It was noticeable that this firm 
fat, presumably due to a high carbohydrate diet, had been i 
deposited freely in the abdomen because there was no real 
pressure on this area to induce it to be deposited elsewhere 
(shoulders, breasts, thighs). 1 assumed that these strong corsets 
were compressing this firm fat against the inferior vena cava 
and impeding the venous return from the lower limbs, with 
stagnation in the pelvic veins or right ovarian veins. I asked 
these patients to either dispense with corsets for a month or 
wear them loosely. The improvement in the patients’ symptoms 
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was definitely established ; by wearing their corsets more 
loosely applied thereafter these patients very definitely improved 
or were free of symptoms without further therapy. 

There are two other groups of cases which fit into a similar 
picture but of which I hate not had sufficient cases with such 
definite reference in order to link them with the abote The 
first group consists of young women with long lower limbs 
beginning to wear a high-type girdle. These develop backache 
or right ihac-fossa aching, presumably due to abdominal con- 
striction at the umbilical lev el. It would seem that by the 
time the blood from the lower limbs reaches the pelt is the 
uic rergo is sufficient!; low to permit stagnation in the peine 
or ovarian vessels (10 cases). The second group were elderlt 
women who began to develop a progressively worse prolapse, 
also suggestitely dated from the acquisition of strong corsets 
and abdominal compression (9 cases) 

I would advise that corset manufacturers should warn thetr 
filters that where the patient has not been accustomed to strong 
abdominal support corset fittings should be so applied that the 
abdominal compression can be increased gradually over a period 
of months, so as to obviate 1 this svndrome developing- — I am 
etc . 

o- rb . Linus vx o Watt 


Prescription of Barb if urates 

Sir— 1 was greatly interested in Dr. Nathan Finn's letter 
(Jan 29, p. 195) regarding the prescription of barbiturates, as 
this problem has occupied my mind for some lime. The idea 
of combining phenobarbttone with an effective emetic in the 
same tablet presents itself quite obviously, but the solution is 
not as simple as it appears to be 

From theoretical and practical considerations we have to 
include the optimum emetic dose (eg, pulv. ipecac, which is 
the only drug suitable for the purpose) into the minimum lethal 
dose of phenobarbitone The M L.D. of phenobarbitone is 
5-d gr. (0 32-0 4 g),' and the emetic dose of pulv. ipecac, is 
1 5-20 gr. (1-1.3 g ). This means that every (-gr. (32 mg ) tablet 
of phenobarbitone will contain nearly the maximum expector- 
ant dose of pulv. ipecac, with all its irritant properties— a quite 
undesirable feature 

Secondly, it is most important to remember that pheno- 
barbttone, being absorbed simultaneously with pulv. ipecac 
(probably at an even faster rate), will neutralize the vomiting 
effect of the latter by virtue of its own sedativ e properties. In 
practice the patient will be dead before he is “due" to vomit 

I see the solution of this important problem not in the 
combination of barbiturates with emetics but in avoiding pre- 
scribing these drugs to a phenobarbitone-conscious public and 
m the choice of other sedatives wherever possible. The open- 
chain ureides, like carbromal, etc., are fairly safe and ge nerallv 
not much less effective alternatives — I am. etc . 

Lone™ MSVI H- H Marguues 

RmsLva 

1 Mutch, N, British Medical Journal, 1934, t. 319 


Cogs in a Machine 

Sir, — W ith reference to the “ health records ” for this counlrv 
v in 1945 , r should like to point out that it is absurd for us to 
congratulate ourselves upon the better health of the nation 
when arguing only from those figures which relate to phvsical 
well-being. There are no statistics available to give an adequate 
picture of the nation's health over the whole field — ip, that is 
to say, its physical, mental, and psychological condition. Yet 
the human being is a threefold entity (body, mind, and spirit), 
each part of whose nature is intimately related to the other. 

Most medical practitioners are becoming uncomfortably 
, aware of the increasingly high incidence of psychological and 
psychosomatic conditions. Not only are positive personality 
disorders on the increase; very many people are exhibiting 
symptoms whose ultimate origin is psychological. Even where 
'i. his is .not the case, increasing numbers of people are becoming 
subject to irritability, disproportionate anxiety, and apparently 
unreasonable feelings of insecurity, which, while realizing their 
insufficient foundation, they find they cannot control. 

To no small degree the reason is to be found in our 
machine civilization, which turns the individual into a cog in 
1 tlie industrit! or military machine. This procrustean bed, to 
which each one of us in our proud individuality has to be 


lopped, is proving very uneasy 1 . The natural revenge is an 
increasing number of cases of derangement of the nervous 
system. ✓ 

In this country, even to-day, there is a tendency to confuse 
the treatment of the disordered psyche with the treatment of 
the disordered brain. For the sake of the millions to whom 
the pressures of modem life have brought abnormal stress 
this attitude should be modified. The effects of machine 
civilization should be investigated and the conditions of life 
and work adjusted to human needs. This is all the more 
necessary because in the field of physical health our average 
of attainment is rising. Personality disorders and psychic con- 
flicts are handed down from one generation to the next, not 
according to laws of heredity as in the physical sense, but 
according to laws of stress and reaction — maladjusted parents 
producing maladjusted children 
There is in English public life an extraordinary tendency to 
close the eyes to the fact that human health and human happi- 
ness cannot be attained by concentrating only upon one aspect 
of the human being. Although more sensible die! and more 
advanced discoveries in the realm of therapeutics have helped 
to improve our genera! level of physical health, that still gives 
u; only 1 one part of the picture. Moreover, if the mental and 
psychological well-being of the people is overlooked, it cannot 
be long before their phvsical health suffers too. — I am, etc. 
London. VV 1 EUSTACE CHESSER. 

Malignant Tumonr of the Small Intestine 
Sir. — While awaiting a proof of the report on jejunal 
carcinoma (Feb. 12. p 283) I wanted to add a few rather 
vital words to one sentence. Where it says in the penultimate 
paragraph “ ulcer of finger-flp size in the lower curve of the 
stomach.” please add, “ No abnormahtv was noted in the 
jejunum " — I am. etc 

Bnsio] A Wit.rp.in Ad vms 

POINTS FROM LETTERS 

Dental Caries 

Dr Willi vm Wallace (Glasgow) a rues A novel but neglected 
solution of the dental canes problem may be referred to in the 
Transacnons o) the Rojol Medtco^rhirurgtcal Society of Glasgo* 
(1933, 27, 217) I might now allude to the study of the comparative 
rate of [he incidence of denial canes in the teeih of three groups of 
five-year-old children by Lady Mellanby and her colleagues (May 31, 
1947, p 751); they admit that they have failed lo discover the 
direct or immediate excitant of this disease and also that there is 
“an anomalous” freedom from canes in teeth of defective structure 
in institutional children They now wish to know why and how this 
is so, and stale: “If there are secrets vet to be discovered which 
can explain lhese results, as there almost certainly are, every effort 
should be made to reveal them ” This disease i> virtually pandemic 
it is what may be called a priviUve one — i e , one due to the absence 
of something the teeth cannot do without (namely, daily use) lest 
they contract a tmctobic rust — when from names or loss of appetite 
mastication becomes interrupted for a day or more, during which 
time the ameloclast seizes the opportunity of affixing itself in an 
miersUce between two teeth or a Esrare in a premolar or molar. 
Anucipation of decoy m the second molars is the key to the prevention 
of denial canes 

The Crisis iD Lobar Pneumonia 

Dr L R. Holt (Stamford, Lines) wntes. The history of the 
following case of lobar pneumonia, which had no treatment with the 
“sulpha ” drugs, seems to be worthy of record. I was recently caged 
oui to an ex-RA F ramp near here, which is now occup'ed by 
11 squaners," to see a girl aged 6) years about whom the mother gave 
the following story. Eight days prior to my visit the little girl tad 
been seized wuh sudden pain in the left chest, accompanied by high 
fever, dry cough, and vomiting As u was a Sunday and the paren's 
did noi wish to disturb the doctor on the Sabbath (how rare m these 
days of the new N.H.S ) they deferred until the next day. But she 
seemed a little belter on the Monday, and so they hung on, day after 
da), unul on the evening of the seventh day the child became deliri- 
ous, sweated profuselv, and was apparently exhausted. I was sum- 
moned for the first tunc on the following morning, and on examining 
the child found signs of consobdation of the lower lobe of the left 
lung consistent with lobar pneumonia: the temperature was 93 6* F. 
(37” C), respiratory rate 40, and the pulse rate 120 Ernp’oymg 
conservauve measures, she made an umrterrupted recovery. How- 
many of the younger generation of doctors have wiiressed the 
“crisis ” of Iob3r pneumonia, which this prl undoubtedly exhib-ced 
on the evening prior to my fust visit "> Ii must be a rare clinical 
experience in these days of penicillin and the “sulpha ” drugs 
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H. D. HALDIN-DAVIS, D.M., F.R.C.P., F.R.C.S. 

The death of Dr. Harold David Haldin-Davis, at Forest Row, 
Sussex, on Feb. 2, so closely following that of Dr. 3. H. 
Sequeira, has robbed British dermatology of yet another out- 
standing figure. Dr. Haldin-Davis was 67, and for the past 
three years had borne with great fortitude the painful compli- 
cations of a disease which he well knew to be incurable and 
ultimately fatal. 

Educated at Charterhouse, he won a scholarship at Balliol 
College, Oxford, and took his 8.A. with first-class honours 
in physiology. At St. Bartholomew's Hospital his preference 
seems to have been surgical at first, for in 1908, three years 
after graduating B.M., B.Ch., he added the F.R.C.S. to his other 
qualifications. Shortly afterwards he passed the examination 
for the M.R.C.P. About this time, too, under the tutelage of 
Dr. Adamson, one of the foremost dermatologists of the day, 
he began to take an interest in dermatology, and made it his 
special study. He read extensively, and with a rare memory 
for facts and figures would frequently flavour both his lectures 
and writings with classical and literary quotations. He passed 
without apparent effort all the examinations he ever sat for. 
In 1925 he proceeded M.D.. and he was elected F.R.C.P. in 
1931. 

Haldin-Davis dedicated most of his professional life to the 
dermatological department of the Royal Free Hospital, where 
his fluent, witty, and discursive lectures won him a host of 
admirers and friends. He was equally popular at the Black- 
friars Skin Hospital, and his influence there and the high 
standards he set enlarged its field of work and attracted many 
postgraduate studems. But these activities and an increasing 
private practice did not satisfy him. He became the visiting 
dermatologist to the Children’s Hospital at Paddington Green, 
and for many years he supervised the Wiliesden clinic for the 
treatment of ringworm of the scalp by x rays. This and other 
pioneer work was undertaken before the outbreak of the 1914- 
18 war. As a Territorial officer he served in the R.A.M.C. 
and saw active service in Palestine. In 1918 he took up his 
ordinary routine again and assumed an additional appointment 
as specialist in dermatology to the Ministry of Pensions. 

Although he worked so hard, ’* Hal," as he was known to 
his friends, found time for social occasions, and his hospitality, 
ably furthered by his wife, both in town and country, became 
proverbial. But still it was not enough. He assumed civic 
duties, became a councillor, and was well ia the running for the 
mayoralty of St. Marylcbone. He had a fund of kindly humour, 
and his wit, though pungent at times, was always under control 
nd seldom malicious. He was a great admirer of Dr. Johnson 
and a member of the Johnsonian Society. 

He was secretary of the Dermatological Section at the annual 
meeting of the B.M.A. in 1922, and a vice-president in 1927 
and again in 1929. Many reviews, annotations, and articles in 
this Journal came from his pen for more than twenty years. 
His handbook on SUn Diseases in General Practice reached 
a third edition in 1937. In the same year he became president 
of the Dermatological Section of the Royal Society of Medicine, 
where he had always been a frequent exhibitor of rare cases 
and an eloquent speaker at discussions. This off ice was admir- 
ably suited to his critical temperament and his natural and 
highly trained faculty for conducting meetings and committees. 
Haldin-Davis thoroughly enjoyed his two years as president, 
and particularly those occasions which required the kind of 
after-dinner speech at which he excelled. His polite cynicism, 
liberally adorned wmh appropriate quotations and anecdotes, 
enlivened many a dull dinner in those pre-war days. 

mldm-Davis was a bom critic. Ever suspicious of new 
theories and sceptical of vaunted specifics, the old adage, 
via ,e haste to apply this new remedy while it still cutes” 
,"'. K f . ec l ucn % °n his lips. But he was severely critical of 
i-rmeit too. and this altitude may account for the scarcity of 
wogm-uic assertion and speculative theorizing in his Utcrarv 
Research was not in his line. He had neither the 
T-w nor the aptitude tor it. On the other hand he was 


an extremely able man of business, and his sage advice on 
matters of finance was constantly in demand and was freely 
offered to many relatives and friends. His health had begun 
to fail even before the recent war, but in spite of his disabilities 
he continued to give his services to local hospitals, and helped 
to guide committees at Tunbridge Wells and East Grinstead. 
He also inaugurated a most successful War Savings group in 
the same area. His last official medical appointment was that 
of medical referee to the Ministry of National Insurance. All 
his many friends and colleagues will join in offering their 
sympathy to his widow and two stepchildren. • His was a unique 
personality, and none who knew him well will ever cease to 
cherish his memory. 


SIR EDMUND SPRIGGS, K.C.V.O., M.D., F.R.C.P. 

A colleague writes : Sir Edmund Spriggs was best known, both 
to his medical colleagues and to a large circle of patients, by 
his association with, and development of, the Clinic now at 
Ruthin Castle. Here he had the opportunity for the intensive 
and detailed study, and also the controlled treatment, of most 
types of disease and particularly the metabolic and digestive 
ailments for which his earlier work in London bad prepared 
him. Success in this field was recognized by his election as 
president of the Gastro-Enterological Society in 1947, of which J 
society he was also a foundation member. Spriggs was above 
all a clinician. He was quick to receive new ideas, provided 
he thought that (hey were founded on sound physiological 
principles. Thus insulin was prepared at the clinic and used 
under his supervision in early 1923, but he always maintained 
that diet must still play an important part in the treatment of 
diabetes mellitus. The new was tried out against the old, and 
so the introduction of the electrocardiograph did not lead to 
the abandonment of the well-established “ stair test.” He 
always took the broad view and treated the individual as well 
as the disease. This attitude of mind was combined with a 
meticulous attention to detail, especially where diet, rest, and 
exercise were concerned. The best type of book to be read 
by a bad sleeper before trying to settle at night was not too 
trivial for discuss ion and advice. His own long illness in earlier 
years had given him an insight into the mentality of the “ bed 
patient.” The same attention to detail was shown in the way 
articles for lectures or publication were prepared. The descrip- 
tion which only occupied a few lines of a typical case of gastric 
carcinoma in one such paper was the condensed analysis of 
over fifty cases personally observed. For another article more 
than 500 follow-up letters were written to ensure accuracy is 
his report on the final results. When the facts were ascertained 
the real work began, and the alterations and emendations in 
the manuscript only ended, much to the relief of his secretarial 
staff, at the last possible moment before delivery or publication. 

While accepting that art is long, he often overlooked the fact 
that time is fleeting, especially if engaged on a task in which 
he was interested ; this led at times to minor embarrassments. 
His own description of a perfect holiday was one on which 
no watch was carried and bodily needs were satisfied when 
hunger, thirst, or tiredness dictated. On such occasions he was 
an interesting and entertaining companion. He read rapidly 
and widely and had a retentive memory ; this often led to the 
solving of a difficult problem by reference to an article read, of 
a case seen, years before. Cautious in reaching a conclusion, 
he was a formidable opponent if his views were attacked, hut 
always ready to abandon a position when convinced it was 
untenable. He was “ever a candidate for truth” and eager to 
find out where it was hid. This urge to get to the root of the 
matter was noticeable in his work as a magistrate and vice- 
chairman of his bench. Calm, courteous, but persistent, he 
- probed the case under consideration, and, as a court official 
said, “ I will always be grateful to Sir Edmund, for he taught 
me patience." His quiet friendliness invited personal confi- 
dences. and he received many and, as one who had seen- trouble 
himself, “his ready help was ever nigh.” It is easier to write 
of the physician than of the man without being suspected ol 
exaggeration. Tolerant, wise and far-seeing in counsel, kindly 
and generous in word and deed, with a high sense of duty a ad 
ready to further any good cause, as evidenced by the many 
societies in which he held office, be met She blows of life with 
serene courage and without any of the bitterness that micht 
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ha\e soured a lesser man That he was known to his staff as 
the Chief is sufficient indication of the esteem in which they 
held him it takes a big man to be a hero to his \alet ‘ He'll 
be sair missed ” b\ all who knew him, and much sympathy will 
be felt for his two doctor sons in their bereavement 


Dr John Watt, who died on Jan 2 at the age of 68, was a 
nati\e of Glasgow He took the LDS there m 1904 and the 
Scottish triple qualification in 1913 He sen ed in the first 
world war as a captain in the R.A M C He then went to 
Skve first to Broadford and then to Portree After five years’ 
strenuous senice Dr Watt decided to return to the mainland, 
and he took up practice twenty -six years ago in Muthill, Perth- 
shire Unobtrusive in nature and sparing in speech, he was 
skilful in diagnosis and endeared himself to the people by his 
kmdh sympathy Dr Watt took his share along with other 
local practitioners in the work of the Crieff and District Cottage 
Hospital as a member of the honorary medical staff He was 
also interested in the District Nursing Association, and during 
the recent war was in charge of the medical side of the local 
civil defence organization He was also a justice of the peace 
for Perthshire He was a keen sportsman, and man) owe their 
skill as fishermen to him His wife died with tragic suddenness 
'even tears ago — E A S 

Dr Alexander Gordon Ingram who died on Jan 28 at the 
age of 8\ had been m practice in Helensburgh for nearly sixtt 
tears He graduated MB, CM at Aberdeen in 1886, and 
went into general practice in Helensburgh in 1889 After taking 
the DPH in 1913 he was appointed medical officer of health 
for the burgh and medical superintendent of the local infectious 
diseases hospital and sanatorium, he was also in charge of the 
child-welfare and antenatal clinics Although he had given up 
his large general practice he continued actite work in his other 
posts until a few months ago Rather shy by nature, he was a 
man of wide interests but primanlv he devoted himself to the 
care of his patients, by whom he was held in high esteem 
A native of Banffshire, he had his full share of North-Country 
wit and had a great fund of anecdotes Dr Ingram was chair- 
man of the Dunbartonshire Division of the B M.A from 1933 
to 1938 He took a great interest in the vounger practitioners 
in the area, and he spared no pains to help and encourage them 
His jubilee was marked b\ a public presentation from his 
patients and friends of an illuminated address and a cheque 
When he reached his diamond jubilee he entertained his 
colleagues in the town to a dinner Ingram was a man of 
keen intellect and genial kindliness, and those of us who are 
left feel the better for having known him — W G 

Dr Mavis Victoria Zane who died in London on Feb 7 
at the age of 52, was born in Australia and graduated at the 
University of Sydney After ten vears as medical officer for 
girls’ schools under the Egyptian Mimstrv of Education she 
served in a number of English hospitals and infant and child- 
welfare clinics She joined the staff of the Save the Children 
Fund in January, 1948, and was appointed medical super- 
intendent of the Fund s hospital at Schlutup near Lubeck 
This was a 100 bed hospital for the children of displaced persons 
from camps in the neighbourhood The hospital, on the shores 
of the Baltic, was formerly the administrative block of a secret 
war factory concealed in the neighbouring woods, and the 
building was admirably adapted to its new purpose Chanced 
conditions in Germany brought about the transfer of the 
hospital to the German authorities towards the end of last 
vear Dr Zane was ill when she returned from Germans last 
lutumn, and did not recover 


The Services 


The Prince Regent of Belcium has bestowed the decoration of 
Chevalier of the Order of the Crown upon Temporary Surgeon 
Lieutcnanl-Commander G F Cares, RNVSR, for distinguished 
services rendered to Belgium during the war 

The Ring of Norwav has bestowed the dccorauon of Norwegian 
War Medal upon Surgeon Lieutenant Commander J M Ridyard, 
RNVR, for distinguished 'emces with the Royal Norwegian 
Navy during the war 

The Effiaencv Decoration has been conferred upon Lieutenant- 
Colonel GEO Riordan and Major E Fowler, RAMC, TA 


Medical Notes in Parliament 


COST OF HEALTH SERVICE 
Supplementary Estimates 

It appears that the cost of the National Health Service for its 
first nine months wall be £58,455,000 more than was ongmallv 
estimated, an increase of over 39% This is one of the 
main items given m the Supplementary Civil Estimates for 
£221,471,574 issued by the Stationery Office on Feb 9 For 
England and Wales the extra sum required is £52,800,000 and 
for Scotland £5 655,000 

The ophthalmic services, which were expected to cost 
£2,330,000, are now estimated at £14,970,000 The cost of 
dental services wall be £21,800,000 instead of £8,150 000 Drugs, 
medicines, and appliances wall cost £17,715 000, as against the 
first estimate of £12,700,000 

Payments to medical practitioners at a cost of £29 800,000 
show an increase of £2,300 000 The administration of the 
Service will cost £1,606000 as against £890,000 
The increase in the cost of hospitals and specialist services 
will be £24,446 000 The liabilities of the hospitals which were 
transferred to the Government on the appointed day exceeded 
the first calculation by £17,409,000 
These supplementary estimates are to be debated on Feb 17, 
and it is expected that the debate will turn mainly on the 
cost of the National Health Service It had been estimated 
that the Service would cost in the nine months from Julv N 
1948, to the end of the financial year about £150 000 000 The 
supplementary estimates now before the House show that the 
cost for the nine months will actually be £208 000,000 If 
expenditure continues at this rate the cost in a full year would 
be £277,000,000 

Too Many Patients 

Mr Bevan on Feb 9 informed Mr Marttv Linds av that 
approximately 5,000 patients had been instructed bv the Bir- 
mingham National Health Executive Council to change then 
registered medical practitioners Later on the same dav 
Mr. Lindsay opened a debate on this subject 
He satd that over 3,000 people in Solihull had been instructed 
by the Birmingham Executive Council to leave the doctors of 
their choice, whose patients they had been in many cases for 
a number of years The same thing had happened all over 
Birmingham On the appointed day last year a number of 
doctors found themselves taking over many more patients than 
they could hope to handle One doctor in hts constituent 
who had a reputauon as a painstaking physician found that 
over 3,000 patients had registered with him bevond the figure 
of 4,000 laid down as a maximum The local executive council 
in such cases had no choice but to ask some registered patients 
to leave their doctor and find another Mr Lindsay did not 
question that, but questioned the method of selection of the 
patients who were to be removed The fair method was to 
remove recent additions to the doctor’s list and those people 
who had registered for the first time with him at the appointed 
date 

Another Birmingham doctor h3d been told that he had 500 
patients m excess of 4 000 and must get rid of them by March 4 
unless he obtained an assistant The doctor had taken even 
possible step to find an assistant but could not do so because 
he could not offer accommodation to a married assistant and 
his family Mr Lindsay noted that before Julv 5 this doctor 
had the same number of patients as he had now, and his 
practice worked smoothly Mr Lindsay suggested that the 
figure of 4 000 should not be a statuton maximum but a guide 
to the approximate number of patients which a doctor could 
treat single handed If the patients considered thev were not 
getting satisfacton' semce thev could leave the doctor of their 
choice and go to someone else The doctor had even incentive 
to keep up his list by looking after patients prope-lv Some 
doctors were quicker than others, and some had practices which 
were topographically more compact. He suggested that the 
maximum 'number should be left to the doctor concerned the 
figure of 4 000 being merelv a guide He asked the Minister 
to instruct executive councils that where a doctors list was 
much too large the recent additions to it should be removed 
and not patients who had long been attended bv that doctor 
Sir Peter Bennett said that from his constituencv on the 
other side of Birmingham he had received similar complaints 
Replying to the debate. Mr Bleneinsop said it was far from 
the intention of the Ministry of Health or of tae executive 
councils that there should be arbitrary decisions When the 
medical profession had agreed to a general limitation of men 
vjdual lists to 4 000, it was understood that at the start there 
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should be latitude to avoid splitting families. After discussion 
vmh the profession a circular was sent by the Ministry to 
executive councils last November suggesting that the lists should 
be examined because there were wide discrepancies. The general 
view of the medical profession as well as of the Ministry was that 
it would be impossible to get the type of service desired if these 
grossly overloaded lists were allowed. Before the Birmingham 
Executive Council was able to consider the matter the doctor 
to whom Mr. Lindsay had referred wrote to that council saymg 
he found his list, u Inch was more than 4,000 above the agreed 
figure, was too much for him. He asked the executive council 
to help in trying to reduce the list. The council was obliged to 
consider the appeal made by the doctor. The doctor himself 
was asked for his views He felt that if he could limit his area 
of operation to a district outside Birmingham where he had a 
large practice and where there nere few other doctors whom 
patients could choose he would be doing the right thing. He 
suggested those he wished to be removed from his list and 
the Executive Council notified the names after they had been 
approved by the doctor concerned. Mr. Blenkinsop said that 
the Ministry could not accept the principle that those who 
came on the list last should be removed first. The action of 
Birmingham Executive Council had enabled the doctor to keep 
his practice over the 4,000 limit m an area with few alternative 
doctors and to release patients for whom there were a number 
of alternative doctors. The executive council had notified 
the surplus 3,000 patients, appending a note of the 
other doctors m the area whose lists were below the maxi- 
mum figure Mr Blenkinsop felt that m this case the Ministry 
had looked at the problem and tried to find a solution fair both 
to the patients and the doctor It was true that it was difficult 
to get accommodation for a married assistant, but it might be 
possible to get an assistant in the second practice to which 
Mr Lindsay had referred Many members of the medical 
profession felt that 4,000 was too high a figure, and it would 
be impossible to leave one doctor with over 8.000 on his list 
while other experienced doctors had much smaller lists. For 
the benefit of the patients the Ministry must in the friendliest 
way try to get some redistribution. He assured the House 
that the Ministry and the executive councils did not desire to 
take arbitrary action or to break up families or to take indi- 
viduals off the list because it was a few over the maximum. 
There was no need to give fresh instructions to executive coun- 
cils which had used reasonable discretion in the matter and 
had examined individual cases The Ministry could examine 
individual cases of special hardship He was anxious that the 
country should understand that there was no desire for arbitrary 
action and that the Ministry was anxious to secure the best 
person d service under the National Health Scheme. 


No Household Remedies 

Mr. KnxiNG asked on Feb 10 whether Mr. Bevan knew 
that some National Health Service doctors declined to write 
prescriptions for laxatives, first-aid dressings, antiseptics, and 
other household remedies which before the Service came into 
existence were not normal!) obtained on a medical prescription. 

Mr. Rex replied that it was the duty of a doctor under the 
National Health Service to prescribe any drug or prescribed 
applunce which he considered necessary for the treatment of 
a patient or for the prevention of disease. It was no part of his 
rexponwhiUtv to preset ibe drugs and household remedies for 
healths persons for purposes of self-medication. 

•L'l.uaifcd flats— RepWmn to M r H vs rises on Feb 10, Mr, Bi:van 
ihe number of imuafled hospital beds on Sept. 30, 1948, 

* 5 < .'•00 including 4 SOP m simiona He added that there were 
t ' re numbers of nurses noi acme!} employed, many at whom 
uoutd be ttiHmt* to verve m an emergency Their names were on 
an cm: <i:twv reserve list kep bv the Department 

7 r’C Di if me i Cu tw -Mr Rrv\N informed Mr. Ivor Thomas 
on i v. it mu it vi i, proposed to develop a tropical discasts centre 
fiu ^ -i n , ! * ‘’Vi *-c>ndcin Lnoersitv College Hospital group He and 
> Vi u " ™ f * la rv " Cf e anxious to ensure that ibis development 
l c °f l 5' c object m view, and should take place as 

fTp i. v *»<* bwlutflg and difficulties permuted 

. 9 ir< r " Wont — On feb 10 Mr Hardy asked why 

v . v iretn'endcnix were not allowed to attend hospital 
^ vwr-muccv m the Manchester regional area. Mr. Beva-j 

F r , , ‘ '* a natter for the committee concerned. He 

f' i v" „-c~ . " >o ihe desirability of making this arrangement. 

, ! t '• ~ v,! :!C Mc'-cxt has to be used to convey a patient 
L\ ” ' , ' c vpe"'e win b; met by the regional hospital hoard. 
V ’ n or: to convey a doctor to a patient, 

* ' ' ’ ' ‘ - ca tl e local executive council 


Universities and Colleges 


UNIVERSITY OF LONDON 

George Lindor Brown, M.Sc., M.B., Ch.B., F.R.S., has been 
appointed to' the Jodrell Chair of Physiology tenable at University 
College, from Oct'. 1, 

The utte of Professor of Neuropathology in the University has been 
conferred on Alfred Meyer, M.D., in respect of the post held by him 
at the Institute of Psychiatry. 

A name was omitted from the list of recognized teachers of the 
University printed in the Jotirnat of dan. 22 (p. 159). Mr. C. H. 
Gray has been recognized as teacher of surgery at the Royal Free 
Hospital School of Medicine and Dr. 3. D. S, Flew as teacher of 
obstetrics and gynaecology at University College Hospital Medical 
School 


EPIDEMIOLOGICAL NOTES 
Influenza 

There were 64 deaths from influenza in the great towns of 
England and Wales in the week ended Feb. 5, as against 37 in 
the preceding week. This is not a high figure in comparison 
with the corresponding one for any previous year other than 
3948. There has been an increase in the number and size of 
outbreaks reported from residential schools, Service establish- 
ments, and so on, but in all these outbreaks the disease appeals 
to have been relatively mild and short-lived. Outbreaks are 
widely scattered. 

In France the epidemic is on the wane, but in some regions 
a slightly higher proportion of serious cases is being reported 
than in the earlier stages of the epidemic. A number of com- 
parisons between different strains have now been made and 
show that the virus isolated from eases in the United Kingdom 
in the latter half of January* is identical with strains currently 
obtained from Continental Europe. 

Discussion ot Table 

In England and Wales there were decreases in the notifications 
of scarlet fever 120, acute pneumonia 115, whooping-cough 85, 
and dysentery 44, and increases in the incidence of measles 
1,402, cerebrospinal fever 21, and diphtheria 10. 

The largest change in the local incidence of scarlet fever was 
a decrease of 37 in Lancashire. Notifications of whooping- 
cough increased in Yorkshire West Riding 57 and Lancashire 
56 and decreased in Warwickshire 42 

The incidence of diphtheria increased in Lancashire 15, due 
to the experience of the county boroughs, and in Glamorgan- 
shire 7. 

The largest increases in the notifications of measles were 
Staffordshire 215, Middlesex 190, London 130, Southampton 
120, and Yorkshire North Riding 120; the only large decrease 
was 95 in Lancashire. 

Small outbreaks of dysentery were notified during the week 
from Cornwall, Bodmin M.B. 7, and Dorset 6 (Beamroster R.B, 
3 and Bridport R.D. 3). Other large centres of infection were 
Lancashire 15, London 6, and Worcestershire 6. Of the 20 
cases of poliomyelitis 11 were notified in London and five 
south-eastern counties ; the largest returns were London 4, 
Southampton 3, Kent 2, and Somerset 2. 

In Scotland the only rise in the notifications of infectious 
diseases was 45 for measles ; there were falls in tire incidence 
of scarlet fever 16. diphtheria 14, and whooping-cough It. 
Notifications of dysentery increased in Edinburgh from 4 to 9 
and decreased in Glasgow from 21 to 7. 

In Eire increases were recorded in the notifications of measles 
77, scarlet fever 22, and whooping-cough 14. The largest out- 
break of measles during the week was" in Donegal, Stranorlar 
R.D. 17. The increased incidence of whooping-cough was 
contributed by Dublin C.B., where the notifications rose from 
27 to 53. 

In Not them Ireland a decrease occurred in the notifications 
of measles 24 and scarlet fever 25. In contrast to the trend 
for the whole country an increase in the notifications of measles 
was recorded in the counties of Down 14 and Tyrone 10. 

Week Ending February 7 

Notifications of infectious diseases iti England and Wales 
during the week included: scarlet fever 3,372, whooping-cough 
3.168, diphtheria 116, measles 13,800, acute pneumonia 1,016. 
cerebrospinal fever 32, acute poliomyelitis 9. dysentery 75, para- 
typhoid 4. and typhoid 6.- ’ 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

V\e print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 29. 

Figures of Princir.il Notifiable Diseases for ihe week and those for the corre- 
spoodmc w eek last A ear, f or Brtgtiad cud JKt&f (London included). <b) 
London (administrative ; county) (c) Scotland, (d) Eire, (e) Northern Ireland. 

Fibres of Brths arj jrd^f Deaths ■ - -* ' r * 

< * r e Jcr : (s’) The 126 great towns in Engl 
(b) London (a a minis t rathe county) tc) The ‘ 

The 13 principal towns i n ( e ) The 10 
A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


Disease 

1949 

I94S (Corresponding Week) 


(al 

■w 

io 

<« 

(a 


(b) 

(c) 

(d) 

(rt 

Cerebrospinal fever 

45 

< 

17 

8 

__ 

4S 

6 

27 

■- 

1 

Deaths 


l 

— 





— 



Diphtheria 

141 

10 

33 

9 

5 

200 

26 

56 

11 

2 

Deaths 



— 

— 

— 

4 

— 

— 

— 


Dvsentery 

60 

6 

27 

2 

5 

20$ 

15 

29 

1 


Deaths 





— 






Encephalitis lethargies, 











acute 

Deaths 


) 

■ 

1 


1 

1 




Erysipelas 



43 

11 

8 



39 

11 

3 

Deaths 


— 





1 




l elective enteritis or , 











diarrhoea under 2 











% ears 




47 





21 


Deaths 

34 

1 

5 

4 

3 

64 

8 

6 

2 

1 

Measles* 

11.656 

4S7 

10S 

11$ 

J 39 

4,233 

340 

S85 

SS 

13 

DeathsJ 


— 

— 

— 





— 

Ophthalmia nconatonntj 

56 

6 

14 





69 


7 

_s. 

I 

Deaths 











Paratyphoid fever 

2 

— 

3(B) 


— 

4 

— 


— 

— 

Deaths 

— 

— 

— 


~~ 

— 

— 


— 

' 

Pneumonia, influenzal . . 

935 

52 

31 

10 


S50 

56 

9 

6 

8 

Deaths (from influ- 






24 





enza); 

37 

6 

17 

1 


3 

2 

— 

1 

Prasuttvoaia, primary . . 



463 

37 

10 

316 

59 

260 

32 


Deaths 

276 

52 


13 


11 

S 

Polio-encephalitis, acute 
Deaths 

1 

— 




4 

— 




Poliormefitis, acute 

:o 

4 

| 

3 

— 

49 

6 

3 

2 

— 

Deaths? 

1 

1 




3 





Puerperal fever » . 


— 

<S 




— 

4 


- 

Deaths 










„ 

Puerperal pyrexia! 

S9 

9 


— 

i 

106 


12 

i 

i 

Deaths 


— 





- 




_ , 

Relapsing fever 


— 




— 

- 



— 

Deaths 











Scarlet fever 

1,191 

67 

272 

114 

35 

1,926 

105 

355 

36 

48 

Deaths! 




— 

— 






Smallpox 



— 

— 

— 

— 

— 

— 

— 

— 

— 

Deaths 




— 

— 
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Tvphotd fever . . 

3 

— 

1 

2 

— 

2 

— 

— 

s 

2 

Deaths 

— 

— 

— 




“ 

' 
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Tvphus fever . . 

— 


— 

— 

— 

— 

— 

— 

— 

— 

Deaths 




— 

— 






Whooping-cough* , . 

2,557 

16S 

237 

SO 

64 

2.725 

191 


65 

10 

Deaths 


1 



— 



— 

— 

- 

Deaths (.0-1 Year) 

' 325 

2$ 

4J 

21 

10 

407 

66 

53 


14 

.Infant mortality rate 











(per 1 ,000 live births) 











Deaths (excluding Still. 

5,526 

$91 

S52 

207 

142 

5,359 

S71 

709 

i 153 

ISO 

Annual death rate (per 










l . 000 persons living) 



17-1 

12*S 





1 14*6 





7,7?* 

1197 

922 

36$ 

25$ 

S.566 

1396 

95$ 

414 

26S 

Annual rate per l.O^O' 








19*5 

=» 


persons living •. . 



1S-5 






Stillbirths 

16$ 

16 

33 



216 

21 

43 



Rate per l.®00 tohd 











births (including 








A 



stillborn) . . 












■ NtcaSiCS anu nuivpmg-wusn aic 

are therefore an approximation only. 


count'), and Northern Ireland. _ . . . _ 

$ The number of deaths from poliomyelitis and poh o-encephal i us for England 
and Wales. London (administratis county), are combined. 

; Includes puerperal fev-r for England and Wales, Eire, and Northern Ireland. 


Medical News 


Surgeon to the King 

Professor James R, Learmomh has been appointed Surgeon id Hs 
Majesty the King, Professor Learmonih is Regies Professor of 
Clinical Surgery in the University of Edinburgh, and is already 
Surgeon to the King's Household in Scotland. 

Rheumatism Congress in New York 

The British Association of Physical Medicine (45, Lincoln's Inn 
Fields, London, W.C.2) announces that a rheumatism congress will 
be held in New York in June, 1949. Members wishing to have 
further information about this congress should communicate with 
Dr. O. Savage, Deputy Honorary Medical Secretary, Empire Rheuma- 
tism Council, Tavistock House North, Tavistock Square. London. 
W.C.l. 

Old People’s Welfare 

. The Third National Conference on “ The Care of Old People ’* 
was held in London on Nov. 26-27, 194S. The proceedings of this 
conference have now been published in full as an attractive booklet 
which can be obtained, price 2s., from the National Council of 
Social Sendee, 26, Bedford Square, London, W.C.l. 

Mosquito Control 

There has just been published a new edition of a Memorandum 
on Measures for the Control of Mosquito Nuisances in Great Britain, 
which appeared originally in 1940. This has been extensively revised' 
particularly in regard to the use of the more modern insecticides such 
as D.D.T. and 14 gammexane.” The Memorandum is published by 
the Ministry' of Health (H.M.5.O., price 9d.). 

Hunterian Society Dinner 

The annual dinner of the Hunterian Society , held at Grower. or 
House on Feb. 10, was greatly enjoyed by a distinguished company 
of members and guests. Sir Walter Monckton, K.C., who proposed 
the toast of the Society’* said that though John Hunter was the 
father of scientific surgery he must have been the Worst witness c\er 
to have appeared in a court of law. From his experience as chairman 
of St. George's Sir Walter felt justified in saying that life at the 
hospital was quieter than in Hunter's time : to-day one was unlikely to 
see any of the surgeons driving from Earls Court to Hyde Park 
Comer with a couple of buffaloes in the car. In reply the president 
of the Society , Dr. Mather Cordiner, referred to the successful 
meetings of the previous year and expressed the hope that medicine 
would continue to attract adventurous spirits. The health of the 
Lord Mayor and the Corporation of the City of London was pro- 
posed by Dr. Franklin Bicknell, and Sir George Ayjwen in reply said 
that he had not realized until a recent visit to Australasia what the 
leadership of this country' meant w medicine and surgery in the 
Dominions. Mr. Dickson Wright proposed the health of the guests 
in a witty speech, in which he referred to the present as a time of 
“ weeping, wailing, and nationalization of teeth-” Sir Henry Dale 
in reply said that the Hunterian and kindred societies were in a 
central position to advance medical knowledge by ebsenation^ 
discussion, and communication, but it would be necessary to cling 
firmly to independence. Sir Ronald Burrows, K.C,, who also replied 
for the guests, emphasized that both doctors and lawyers roust be 
completely free to follow' the course which is to the best advantage 
of their clients. During the course of the evening the president 
presented the gold medal of the Society to Dr. J. Lieber for the best 
essay on the treatment of obesity submitted by any general 
practitioner in the Empire. 

Rehabilitation and Resettlement 

The second report of the standing committee on the Rehabilitation 
and Resettlement of Disabled Persons has just been published. The 
report reviews the developments of the last two years in the field 
of rehabilitation and suggests that when the regional hospital hoards 
have had time to review these services in England and Wales accom- 
modation and equipment will be found to be satisfactory in most 
parts of the country*. A brief description is ghen ot the special 
aeetCccs for cardiac cases and of the experimental indaszna] neurosis 
unit at Sutton Emergency Hospital. There is also a short account 
of the special measures taken for the rehabilitation and re<ef dement 
of coal-mincrs. The report is published by the Ministry* of Labour 
and National Sendee (H.M.SO-, price 9d.). 

French Award 

The French Government has conferred the MedaiL’e de h 
Reconnaissance Fran guise on Dr. L. G. Blair. 

Honorary F.R.C.O.G. 

Sir Henrv Dale, O.M., F.R.S., and Professor 3. Heyman, of 
Stockholm/ have been elected to the Honorary Fellowship of the 
Roval Collect of Obstetricians and Gynaecologists. 
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COMING EVENTS 

Film of Lebanon Hospital 

A colour film of the Lebanon Hospital for Mental Diseases will 
be shown for the first time in England at 8 p.tn. on March 1 at the 
Royal Society of Tropical Medicine, Manson House, 26, Portland 
Place, London, W.l, under the chairmanship of Lord Moran, 
P.R.C.P. Other films will follow. The film will be shown again 
on March 2 at 7 p.m. at the same address under the chairmanship 
of Dr. J. C. Sawle Thomas. A collection for funds will be taken 
on both occasions. Applicants for tickets should write to the 
Lebanon Hospital Office, Drayton House, Gordon Street, London, 
W.C.l, enclosing a stamped addressed envelope and stating for which 
night tickets are wanted. 

Lectures on Tuberculosis 

A course of lectures on current problems concerning the tubercle 
bacillus will be held in Lausanne under Professor Hauduroy, director 
of the Lausanne Institute of Hygiene and Bacteriology, on April 
21-23. Subjects to be discussed include the following: “ Human and 
Bovine Types of Tubercle Bacilli,” by Professor Jensen; ‘‘Murine 
Type of Tubercle Bacillus,” by Dr. A. Q. Welts, of the Sir William 
Dunn School of Pathology, Oxford; “ Paratubercle Bacilli,” by Dr. 
Penso, Institute of Health, Rome; “Acid-fastness of Tubercle and 
Paratubercle Bacilli,” by Professor Hauduroy ; “ Chemistry of the 
Tubercle Bacillus,” by Dr. Chain, Institute of Health, Rome; “ Anti- 
biotics Active Against the Tubercle Bacillus,” by Sir Howard Florey ; 
“ Chemiotherapic Agents Active against the Tubercle Bacillus," by 
Dr. Trefouel, Director of the Pasteur Institute, Paris. The lectures 
will be in either French or English and a summary in both languages 
will be distributed beforehand. Particulars may be obtained from 
Professor Hauduroy, 19, Avenue Cdsar Roux, Lausanne, Switzerland. 

German Congress of Medicine 

The 55th German Congress of Internal Medicine will be held on 
April 25-2S at Wiesbaden. Subjects for discussion are: (1) Psycho- 
somatic medteme; (2) protein metabolism and protein therapy; 

(3) chemotherapy of cancer, tuberculosis, and endocarditis; 

(4) present-day circulatory problems. Professor Dr. Curt Oehme, 
of Medizinische Univ.-Poliklinik, Heidelberg, would like to hear 
as soon as possible from those who wish to attend or to read 
papers, so that permits may be obtained for their entry into Germany. 


SOCIETIES AND LECTURES 


Monday 

Medical Society of London, 11, Chandos Street, Cavendish Square, 
W. — Feb. 21, 9 pan. Lettsomian Lecture by Dr. Horace Evans. 


Tuesday 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C.— Feb. 22, 5 p.m. " Htstopathalogy of the Skin," by 
Dr. I. Muende. 

Institute of Sociology. — At Royal Institute of British Architects, 
Portland Place, London, W., Feb. 22, 5.30 p.m. " The Family as u 
Basis of Society," by Dr. G. Scott-Williamson. 

Institute of Urology.' — At St. Paul's Hospital, Ended Street, 
London, W.C., Feb. 22, 11 a.m. " Urethritis due to Systemic, 
Metabolic, and Deficiency Diseases,” by Dr A. H. Harkness. 

London: University College.— A t Physiology .Theatre, Gower 
Street, London, W.C., Feb. 22, 5.15 p.m. “ Baroceptor Activity 
of the Carotid Sinus and Aortic Arch," by Dr. A. Schweitzer. 

Wednesday 

Harveian Society of London. — At 26, Portland Place, London, W., 
Feb. 23, 8.15 p.m. “ Industrial Medicine," by Dr. A. J. Amor. 

Institute of Urology. — At St. Paul’s Hospital, Endell Strett, 
London, W.C., Feb. 23, 11 a.m. " Urethritis due to Local Diseases 
of Penis," by Dr. A. H- Harkness. 

London UmvERSiTY.~At Institute of Psychiatry, Maudsley Hospital, 
Denmark Hid, London, S.E., Feb. 23 , 2.45 p.m. “ The Organiza- 
tion of the Cerebral Cortex," by Professor W. E. Le Gros Clark. 


Thursday 

Dewsbury: Staincliffe General Hospital.— Feb. 24, 9 p.m. 
“ Intracranial Irritation in the Newborn: Some Observations on the 
Short ami Long Term Prognosis." by Professor \V. S. Craig. 
Edinburgh Royal Infirmary— Feb. 24, 5 p.m. “ Clubbing of the 
Fingers." Honyman Gillespie' Lecture by Dr. A. Whitley 
Branwood. 

Institute of Urology. — At St. Paul’s Hospital, Ended Street, 
London, W.C., Feb. 24, 11 a.m. "Urethritis ab Iitgeslis," by 
Dr. A. H. Harkness. „ ^ _ 

London University —At Large Lecture Theatre. St. George s 
Hospital Medical School, Hyde Park Comer, London, S.W., Feb. 
24 4.30 p.m. Lecture-demonstration : " Neurologv." 

London University. — A t Westminster Medical School, Horseferry 
Road, London, S.W., Feb. 24, 5 p.m. “ Malaria as a World 
Problem." Special University Lecture by Professor B. G. 

London: University College.— A t Wye College. Kent, Feb. 24. 
" Recent Developments in Lactational Physiology.* by Professor 

Medico-Legal Society.— At 26. Portland Place, London W.. Feb 24. 
8,15 p.m. “ Pensions Appeals Tribunals, by Mr. Wilfred Button. 


Friday 

Cambridge University: Physiological Laboratory.— F eb,~ 25, 
5 p.m. " An Experimental Investigation into a Condition of Wide- 
spread Nerve Degeneration," by Sir Edward Medanby, F.R.S. 

Kent and Canterbury Hospital, Canterbury. — Feb. 25, 5 pan. to 

7 p.m. Cdnical meeting. 

London Chest Hospital, Victoria Park, E., Feb. 25, 5 p.m 
“ Treatment of Empyema," by Mr. D. S. M. Barlow. - 

Medical Society for the Study of Venereal Diseases, 11, 
Chandos Street, London, W. — Feb. 25, 8 p.m. " Some Individual 
and Social Factors in Venereal Disease," by Dr. Robert Sutherland. 

National Council of Nurses op Great Britain and Northern 
Ireland. — At B.M.A. House, Tavistock Square, London, W.C., 
Feb. 25, 7 p.m. Conference on the use of B.C.G. vaccination to 
protect persons exposed to tuberculous infection. Speaker, Miss 
R. Spilling, supported by Dr. F. R. G. Heaf. . 

Royal Institute of Philosophy. — At University Had, 14, Gordon 
Square, London, W.C., Feb. 25, 5.15 p.m. “ The Human Person 
in Contemporary Philosophy," by the Rev. F. C. Copleston, SJ., 
M.A. 

Royal Medical Society, 7, Melbourne Place, Edinburgh. — Feb. 25, 

8 p.m. " Some Anatomical Observations on Congenital Hears 
Disease," by Professor R. Walmsley. 

Royal Sanitary Institute. — At Town Had, Blackburn, Feb. 25, 
10 a.m. Discussions: "Developments in Child Health," to be 
opened by Professor N. B. Capon. “ Sludge Digestion for Dried 
Grass Production," to be opened by Mr. F. V. Powell, A.M.I.CE. 

Scottish Society of thb History of Medicine. — At Royal College 
of Physicians of Edinburgh, 9, Queen Street, Edinburgh, Feb. 25, 
5.30 p.m. " Notes on the History of Paediatrics in Scotland," 
by Dr. H. P. Tait. 


APPOINTMENTS 

Dr. Hallam Gray Masstah has been reappointed a Member of 
the Legislative Council of the Island of Barbados for a further 
period. 


Galvtaun, S. G., M.R.C.S., L.R.C.P., F.F.R., Assistant Radiologist, Prince 
of Wales’s HosDital, Plymouth. 

Harmer, M H., M.B . B Cbir., F.R.C.S.. Assistant Surgeon, The Royal 
Cancer Hospital, Fulham Road, London, SW. 

Pritchard, Pfrcival V , M.D , F R.C.P.Ed., F.R.F.P.S., D.P.H., Chairman. 
Health Centres Committee, General Health Services Board for Northern Ireland. 

Royston, G. Riddell, M.D., M.R.C.P., D.C.H., Physician, Wellhouse 
Hospital, Barnet, Herts. 

Slhgh, John, M.B.. Ch.B., D.P.H., Assistant County Medical Officer, East 
Suffolk County Council, and Medical Officer of Health, Halesworth and Leiston 
Urban Districts and Blyth Rural District. ' 

West, P., B.M., B.Cft., House-surgeon, Hospital for Sick Children, Great 
Ormond Street, London, W.C. 


BIRTHS, MARRIAGES, AND DEATHS 

births 

Almond.— On Feb. 8, J949, at Little Culver, Burgbclcre, near Newbury, to 
Joy (nde Forster), wife of Dr. John M. C. Almond, a daughter— Penelope 
Jane. 

Badenoch. — On Feb. 7. 1949. at 20. Devonshire Place, London. W., to lean 
(nee Brumon), M.B., Ch.B.. wife ol Alec W. Badenoch. M.D.. Ch.M . 
F.R.C.S., 110 Harley Street, London, W„ a son. 

Levi.— On Feb. 11. 1949. In Liverpool, to Dr. Pearl Levi (arte Lyons), wife ol 
Dr. H. T. Levi, a son 

Seavcr.— On Feb. 8. 1949, at Leicester, to Sheila (nde Coldrick), wife of Dr 
R. G. Scaver, a son. 

Sinclair.— On Feb. 6. 1949. at Fcrnwood House, Newcastle-upon-Tyne, to Ruth 
and John A. Sinclair, The Manor House, Houghton-Ic-Spring, a daughter. 

MARRIAGE 

Deane— Walker-— On Feb 5. 1949, at Great Yarmouth, K. R. (Tony) Hamilton 
Deane. M R.C.S., L.R.C.P., to Valeric Walker (etc Nightingale). 

. DEATHS 

Davies.— On Feb. 10. 1949, at South Devon and East Cornwall Hospital. 
Plymouth. Arthur LIcsvellyn Davies. M.R.C.S., L.R.C.P 

n .. ” ’ ~ ’ '9. 1949. David Gilbert Donaldson, M.B., C.M.Ed,,ol 

Perthshire, aged 88. 

’ ’ ’ „„ 1949. at Bideford, George Ezra Halstead, M.D.. late 

Ramsgate, aged 87. 

Harnett.— On Feb. 9, 1949. suddenly, at Devon House, Hadley, Barnet, William 
George Harnett. M.D., 5.P.. aged 68. 

Harper.— On Feb. 6, 1949, James Edcr Harper. M.R.C.S.. L.R CP . of OMbuir, 
Birmingham, aged 80. 

Hasncll.— On Feb. 3, 1949, at The Friarage, Penrith. Cumberland, John Francis 
Haswcil. C.I.E., M.D.. fate Colonel, R.A.M.C.. aged 84 

n vl7i cs ‘ — iPtt Jan - , 31 - ‘ 949 ' a ' s '- Aubyns, Bumham-on-Sca,' Somerset. Harold 
Whcwc’l Hogarth Holmes. M.B.. B Ch„ aged 54. 

Ingram.— On Jan. 28, 1949. at Roihicmay, Heiensburgh, Dumbartonshire. 
Alexander Gordon Ingram, M.B., C.M.. D.P.H., need S5 

Isard. On Feb. 4, 1949. at Queen Victoria Cottage Hospital’ Oswald Hanson 
Isard, M.B.. C.M.Ed., of Kent! eys, Tonbridge, aged SI. 

Jones.— On Jan. 24, 1949. lost at sea coming home on leave Irom British 
Camcroons. Crawford Maxwell Jones. M.B.. Ch.B.. Colonial Service. 

Lalng. — On Jan. 24. 1949, at Johannesburg. South Africa. Gordon Dacomh 
Lamg. M.B.. Ch.B.. D.P.H.. D.T.M. and H„ F.R.S.L 

Lost. — On Feb. 3. 1949. in Edinburgh. Robert Cranston Low, M n p.R.C.P.td . 
F.R S.Ed.. of 37. Oxgangs Road, Edinburgh. 

Lyon. — On Feb. 6, 1949, at 94. Ciarkston Road, Cathcart, Glasgow, Robert 
Murray Lyon, M.D., F.R K.P.S. 

Ljs.— On Feb. 6. 1949. at Bere Regis, Wareham, Dorset. George Lys. M.R.C S . 
L.R.C.P.. aged 81. 

Menon.— On Sept. 7. 194S. Elayedatb Achyuta Menon, F.R.C.S.td., c> 
Irinfriakuda. Cochin Slate. India. 

McNeill. — On Feb, 7, 1949, at Tetlcnhall, Wolverhampton, Tna Lochhcaii 
McNeill. M.B., Ch B.. aged 79. 
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Any Questions ? 


Correspondents should give their names and addresses ( not for 
publication ) and include all relevant details in their questions, 
which should be typed. B'e publish here a selection of those 
questions and anssvers which seem to be of general interest. 

Infective Hepatitis 

Q. — In cases of infectise hepatitis in children that I have 
seen recently there has been rapid clinical improvement without 
corresponding improvement in physical signs. Should one treat 
these cases with reference to clinical condition only, or does the 
presence of an enlarged liver and spleen call for additional rest 
! n bed ? Are any further investigations indicated ? 

A. — The liver may remain enlarged for several months after 
i severe attack of infective hepatitis. This does not necessarily 
nean that post-hepatitic cirrhosis is going to develop. If, how- 
:ver, the liver edge becomes irregular or the spleen enlarges, 
he development of cirrhosis can be expected. One of the early 
ndications in a patient convalescing from acute infective 
tepatitis that the liver is on the way to becoming cirrhotic is 
o find that, despite an adequate intake of food, the plasma 
ilbumin is low and the plasma globulin high- In the particular 
rase mentioned it is advised that the plasma albumin and 
tlobulin be determined, and also the cephalin cholesterol and 
he thymol flocculation tests performed. If none of these indi- 
:ates any abnormality the child can be allowed to get up and 
ibout; it is advisable that exercise be somewhat restricted 
or a start. The case should be watched for any untoward 
ymptoms until the liver has returned to normal. 

Premenstrual Tension State 

Q . — is there any alternative treatment for the cerebral 
tr.aemia of the premenstrual phase, with its attendant symp- 
toms of depression, lack of concentration, and extreme 
fatigability, in a patient who has failed to respond to a salt- 
free diet with ammonium chloride therapy, and still complains 
of greatly reduced capacity for mental work for at least five 
or six days? 

A. — The origin of a premenstrual tension state can often be 
traced back to an emotional shock, domestic upset, or marital 
difficulty, especially in a highly strung young woman. It would 
therefore be helpful to know the age, marital status, menstrual, 
and marital history of the patient as well as her temperament 
A mistaken conception of the purpose and function of menstru- 
ation should also be excluded. Although it was originally 
suggested that the condition might be due to a relative deficiency 
of progesterone, it has recently become more usual to ascribe 
the syndrome to a high production of oestrogen and pro- 
gesterone or to an increased body sensitivity to these hor- 
mones. Consequently the administration of testosterone is now- 
favoured, even by Freed (/- Amer. med. Ass., 1945, 127, 3/7). 
who had earlier recommended the treatment by "decongestion" 
already tried by the questioner. Testosterone propionate. 
20 mg. injected twice weekly throughout the cycle, is advised 
for severe cases, while in the milder degrees methyl testosterone, 
\0 mg. sublingually for ten days premenstrual!)-, may suffice. 
pYith ihe higher dosage manifestations of virilism should be 
vatched for.' The symptoms of the premenstrual tension state 
.re not generally imputed to cerebral anaemia, but in this 
salient examination of the blood picture to exclude anaemia 
.yould be advisable. 

“ High-frequency Diathermy for Hypertension 

Q . — Has high-frequency diathermy proved of any value in 
stscs of essential hypertension or for pain subsequent to 
foror.ary thrombosis? If so. what is the dosage, and are 
' i ere any contraindications ? 

A. — High-frequency diathermy has been used for over fen 
; v:ars in the treatment of hypertension with varying degrees of 
■ ccess. The fall is most pronounced after the first treatment, 
'.id gradually decreases till a more or less constant level is 
t ! ached. The degree of fall varies with individual cases, being 


as a rule greatest with high pressures. According to Meyer's 
technique, one electrode 10 to 12 cm. in diameter is applied 
over the region of the heart ; the other is placed over the - 
vertebral column, either at the level of the fourth dorsal 
vertebra, or on the left side of the neck at the level of the 
stellate ganglion. The wavelength is 6 to 16 metres, and 
sessions lasting 8 to 15 minutes are given every second day. 
a course of treatment comprising eight to twelve sessions. The 
systolic blood pressure is measured every two minutes, and an; 
sudden fall or any rise is an indication to stop treatment for 
that session. Subjective sensations of precordial discomfort or 
nausea are contraindications to further treatment. Even when 
the blood pressure is not materially lowered the symptoms 
may be greatly relieved. This treatment is also used for angina 
pectoris, but has proved of littie value for the sequelae of 
coronary thrombosis. 

Pilocarpine and Eserine 

Q . — Can pilocarpine and eserine sometimes produce a dilata- 
tion of the pupil in the same way as does atropine ? If so. 
how is this brought about ? Is there any literature on the 
subject ? 

A. — Most substances like pilocarpine, eserine, and atropine 
have two actions, the one being the opposite of the other. If 
1 mg. of atropine sulphate is taken by mouth, the first effect 
is to slow the heart rate and to make the skin moist. Then, 
after one hour (or less), the opposite effect is seen : the heart 
rate quickens and the skin becomes dry. It is therefore con- 
ceivable that pilocarpine and eserine, given in a large dose, 
may have the same effect as excess of acetylcholine and cause 
paralysis of the muscles supplied by the third nerve as atropine 
does, and therefore produce pupil dilatation. This is a very 
unlikely action, but somewhat more probable with eserine than 
with pilocarpine. There is no published discussion of this 
double effect in the eye, but Gaddum's Pharmacology (3rd ed., 
p. 185) might be consulted, and then the paper by E. Bijibring 
(Brit. J. Pharmacol., 1946. J, 38), which contains several 
examples of this double action. 

Tinnitus 

Q, — A patient aged 52 has been suffering from menopausal 
tinnitus for 14 months. The left side only Is affected, and 
despite the administration of barbiturates, stilhoestrol, and 
vitamin B complex, and extraction of all the teeth, the condi- 
tion continues unabated. There is no impairment of hearing. 
The patient is showing signs of nervous exhaustion, and I should 
be grateful for suggestions about further lines of treatment. 

A. — A trial should be made of bromides, or, if there i- 
hypertension, of iodides. Recently Gamett Passe (Journal. 
Nov. 6, 1948, p. 812) has treated cases of Meniere's disease 
by sympathectomy, and has claimed relief of the tinnitus in a 
proportion of them, Tf these results are confirmed by other 
workers the operation might be advised in this case. It mm: 
be admitted, however, that in many cases tinnitus can only be 
alleviated. 

Dhobie Itch 

Q, — A patient has suffered from attacks of dhobie itch every 
few months since coming to the Tropics eighteen years ago. 
These cleared up after one or two applications of an ointment 
composed of 2% salicylic acid, 2% sulphur, and IT-, ammoni- 
aled mercury in equal parts of lanoiine and petroleum jelly. 
After a course of tablets containing vitamins and calcium 
pantothenate, for the last three months he has had a lowered 
immunity to this infection, if’hat is the explanation of this? 
The infection is now controlled by daily inunction of the above 
ointment. Clothing is boiled, is there any danger in the pro- 
longed use of the ointment? If infected clothes are not boiled, 
how long will the fungus five in them ? Has the cause of the 
scrotal dermatitis among prisoners of war in Japanese hands 
at Singapore been established yet? 

A. — The diagnosis should be confirmed by direct examina- 
tion and culture. If positive, infection between the toes and 
of toe-nails should be considered. Seborrhocic dermatitis 
would seem to be a possible diagnosis, and a watery solution of 
one of the dyes a suitable application. The taking of vitamins 
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-and caicium would not affect a fungous infection, but a 
state of health demanding such measures might bear upon the 
diagnosis of a seborrhoeic dermatosis. There is no danger in 
using the ointment mentioned apart from idiosyncrasy and 
sensitization. Repeated boiling or formalin treatment of 
clothes are effective fungicidal measures. Scrotal dermatitis 
may be evidence of a riboflavin deficiency. The Singapore 
cases are referred to by Sefton (Bril. J. Derm. Syph-, 1947, 
59, 85-103 and 159-168). 

Frequent Micturition 

Q.- — An unmarried female aged 26 has suffered from fre-' 
cjtiency of micturition since the age of 12. This greatly incapaci- 
tates her in her work, which entails attendance at lengthy public 
functions, and causes great mental strain. She can rarely hold 
urine for more than two hours, frequently passes it every hour, 
and sometimes Severn! limes in an hour, without any apparent 
predisposing cause. Investigation of the genho-urinary ■ tract 
reveals no abnormality . The urine is acid with no abnormal 
constituents ; no pathogenic organisms have ever been found. 
Treatment with alkaline mixtures lias had no effect , and seda- 
tives have proved useless. Would you advise the use of vaso- 
pressin, and, if so, in what dosage ? Would there be any ill 
effects ? 

A. — It is assumed that a lesion in the nervous system has also 
been excluded. There is no indication for the use of vaso- 
pressin unless it is established that the frequency is due to 
polyuria. If there is neither nocturia nor nocturnal enuresis, 
then the condition is probably a functional one. If not already 
done, cystometric examination, including estimation of the 
bladder capacity, should be carried out by a urologist. Treat- 
ment would depend on the results of cystometry, but bladder 
drill — teaching the patient to retain increasing amounts of fluid 
in the bladder — is well worth trying. Among the drugs, atro- 
pine as a parasympathetic depressant, or ephedrine as a sympa- 
thetic stimulant, are most likely to be beneficial. 

Vaccination for Recurrent Herpes 

Q. — Can recurrent herpes simplex be treated by smallpox 
vaccine ? What is the technique, and what are the results ? 

A. — Recurrent herpes has been treated, with variable success, 
by vaccinating patients with plasma from their 'own herpetic 
vesicles, with a formalinized 10% suspension of herpes-infected 
pads of guinea-pigs (Brain, Brit. J. Derm. Syph., 1936, 48, 21), 
and with smallpox vaccine. Arnold ( Proe . Clin. Honolulu, 
1944, 10, 91) reported considerable success in the treatment 
of 14 patients by this last method. The technique is that 
normally employed in vaccination, and the procedure. may be 
repeated at fortnightly intervals. 

“ Dry Socket ” 

Q. — What is the pathology of the dry dental socket ? Can 
this he diagnosed before extraction, and what is the subsequent 
treatment ? 

A.— “ Dry socket ” is in reality a misnomer, since it is used 
to describe a septic socket the delay in healing of which is 
due to infection of the supporting bone. The condition results 
usually from three main causes: (1) the dislodging of the clot 
from the socket by mechanical means, such as misguided 
syringing or plugging into the socket; (2) infection in the 
socket causing disintegration of the blood-clot ; (3) occasional 
failure of the blood-clot to form, due to excessive local vaso- 
constriction caused by large amounts of local anaesthetic. It 
is more prevalent in the lower jaw, owing to the fact that 
dependent drainage does not obtain as in the upper jaw,' and 
any tooth showing sepsis at the apex is suspect, since any such 
tooth with deep infection at the bottom of the socket is liable 
,o cause breakdown of the clot. After the tooth has been 
extracted the socket, if septic, should be treated as for any 
other septic condition — heat in the form of hot mouth-washes 
should be applied (hypertonic saline), and local penicillin in 
the form of pastilles given to reduce the infection : the pain 
in severe cases may be controlled by very light plugging of 
the socket with obtundents such as oil of cloves or “ dentalone.” 


Hallux Valgus 

Q. — A man aged 55 had a cerebral haemorrhage about six 
years ago, with resultant hemiplegia of the left side. He has 
now almost fully recovered the power and movements of the 
hand and leg, but has extreme hallux valgus, with the hallux 
at right-angles under the second and third toes. Would an 
operation be possible and likely to effect considerable improve- 
ment? What anaesthetic would be best ? He is in good 
general health but has a chronic bronchial wheeze and cough. 

A. — The treatment of hallux valgus should depend on the 
extent of the disability, as judged from the symptoms and 
functional capacity, rather than on the anatomical condition 
of the foot alone. Thus some patients, even those with severe 
deformity of the toe, are not sufficiently disabled to make 
operation worth while, whereas others, with relatively slight 
deformity, may demand operation for relief of arthritied 
piessure symptoms. In the case under discussion there would 
be no particular contraindication to operation ; and, if the dis- 
ability is considerable, correction should be advised. Opinions 
differ on the question of the most suitable operation, but most 
would agree that a procedure of the Keller type, with excision 
of at least the proximal two-thirds of the proximal phalanx of 
the hallux, would lead to considerable improvement. Thio- 
pentone induction, followed by nitrous oxide and oxygen or 
cyclopropane and oxygen, would be a suitable anaesthetic. 

NOTES AND COMMENTS 

“ Rapid ” Rat Test for Pregnancy.— Dr. A. D. Telford Govan 
(Glasgow) writes: In answer to a question regarding the diagnosis 
of pregnancy by means of rat tests (" Any Questions ? ” Jan. 15, 
p. 121) you referred specifically to a 2-hour test. There are four 
tests described in which the rat is the animal used. These are the 
2-, 6-, 24-, and 36-hour tests respectively, all of which have had 
the description rapid ” applied to them. Eberson and Silverbcrg 1 
reported their results on 24- and 36-hour rat tests and claimed a high 
degree of accuracy. Similar claims were made by Rciprich,’ Walker 
and Walker, 3 and Kelso.* Later, in 1942, Salmon and his colleagues' 
described a 6-hour test which was accurate in practically 100% of 
cases. Kupperman, G’rccnbiatt, and Netback' claimed a similar accu- 
racy for the 2-hour test. In the research department of the Glasgow 
Royat Maternity, and Women’s Hospital we carry out approximately 
1,500 pregnancy tests per year for hospitals and practitioners. During 
the past year we made a comparison of the 2- and 6-hour rat 
tests with the Friedman and Aschheim-Zondek tests. Immature 
female rats were used, and in our technique tve doubled the usual 
dose and injected 1 ml. of urine intraperitoheally into either itiac 
region. We have found 2-hour tests quite unreliable, due to the 
difficulty experienced in reading the results. On the other twnd, 
the 6-hour test was very easy to read and found to be as accurate as 
the Friedman and Aschheim-Zondek tests. Not only was the conges- 
tion of the ovaries more marked than in the 2-hour test, but in 
the majority of cases haemorrhagic follicles appeared. In our experi- 
ence the 2-hour rat test, because of the difficulty in reading Tesults • 
and the too great importance of the personal factor involved in inter- 
pretation, is not suitable for use in , the average laboratory. We 
would, however, recommend the 6- hour test using the double dose 
indicated. It is speedy, easy to perform, easy to read, and highly 
accurate. 
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Correction. — In the article ** Enteritis Necroticans due lo 
Clostridium Welchii Type F,” by Professor J.- Zeissler and Miss R- 
Rassfeld-Stcmberg (Feb. 12, p. 267), the name of Lieut.-Col. R, L- 
Townsend should have been spelt as here, and Brig. H. T. Findlay 
should have been referred to in the same paragraph, not Dr. G, M- 
Findlay. 
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MIIITLEl COUNCILS 

The term Whitlev Council has appeared from time to time 
m these columns ft mat he as well to indicate rather more 
preciseh what it means in relation to the medical profession 
Whitfet Councils dented tier name from the Rt Hon J H 
Whittev MP Chairman of a Goternment Committee appointed 
in 1916 on relation-, between emploters and emplotees Broadly 
the Committee recommended the formation in well-organized 
industries of joint negotiating machinery, statutory regulation of 
wages in badly organized trade' a permanent court of arbitra 
tton and Ministerial authonit to hold inquines regarding dis 
putes Subsequentlv the Whitlev idea, which trained a firm 
footing m industry was extended to non industrial fields mclu- 
% dine the Cttil Sertice and the Local Government service 

In pre Act days questions ot remuneration for insurance prac 
titioners were negotiated dir<.ctlv between the Ministry of Health 
and the Insurance Acts Committee, there being no permanent 
conciliation machinery in existence Arbitration on major points 
of difference was sought as a last resort. It is hardlv an exag- 
geration to say that the fi'st 30 years of National Health Insur- 
ance were punctuated by a series of crises on questions of 
remuneration A permanent negotiatmi: machinery backed in 
arbitration is liheh to secure better relations and better results 

Government's Proposals 

The Governments first proposals for the establishment of 
Whitlev machinery for persons employed in the National Health 
Service contemplated a National or General Council and a 
senes of Functional Councils each of these bodies consisting 
of repre-entaUxes of emplovers and representatives of those 
emploved in the Service The Functional Councils would be 
competent within their own sphere to decide questions which 
affect onh that sphere, including questions of remuneration 
The General Council would secure coordination between the 
various Functional Councils and deal with matters which con- 
cern more than one Functional Council At the recional level 
it was proposed that there should be Regional Hospital Board 
Whitlev Councils consisting on the emplovers side of repre- 
sentatives of the regional board and on the staff side of repre- 
sentatives of the organizations represented on the Functional 
Councils The third tier in the proposed structure is found 
at the hospital level the regional boards being asked to encour- 
age the setting up of staff committee' in each hospital 

It was not clear that the Medical Functional Council 
would have complete autonomv m determining conditions of 
service and remuneration of members of the profession engaged 
in the new Service It appeared that in certain circumstances 
- decisions affecting the profession might be taken b\ a body 
" composed predominantly of persons who were not members 
of the profession The Association, m common with other 
interested organizations made representations to the Ministry 
on these early proposals and after considering the views of 
the various bodies the Ministry issued revised proposals in 
March, I94S Later that year the Ministry summarized its 
proposals for the application of Whitley machmerv in the case 
of the medical profession as follows 
The Medical IViullC} Council — There would be a Medical Council 
on a functional basis, which would be responsible for deahne wuh 
all matters which concern the medical profession onh, such as the 
mmuneraticrt and other conditions of service of doctors participating 
>■ , the National Health Service The decisions of the Functional 
* Council on il esc matters would not need confirmation or ratification 
bv anv other Council 

\ It would probabh be convenient for this Council to set up sub- 
f committees to deal with different branches of the profession — e c , 

1 ospi al and specialists s-mviccs general practitioner se-vices public 
v-alth service The rclauons between the Council and the sub 
' commit ecs would be matters for determination by agreement be ween 


the parties concerned, but our idea would be that the condu ions of 
the subcommittees would be subj-ct to confirmation b the Medical 
Whitlev Council Thev would not require confi-maocn bv t re 
General or anv othe- Council 

The Medical WhiJev Council would comm of rwo sides, the 
management and staff sides The management si de would contain 
representatives of the regional hospital boards and boards c r 
governors of teaching bospi als as the employing bod es, the Mmistrv 
of Health and Department of Heal h for Scotland, and aLo of t>— 
local authorities as employers in the public healtn service Tbe 
composition of the subcommittee would vary with the services 
concerned The compostuon of the staff rep-esen in- the imdica! 
profession would be a matter for repre entatives of the p-cfess*oa 
to decide for themselves 

The General Council — There would be a General Council read- 
up of representatives of the several Functional Cou-ciL Th- 
General Council would be responsible for matters which a-e of 
common concern to more than one pro f e sio-i or guide ot staff n th ' 
National Health S-wice — eg, a'bi. ration machmerv 

There is atso a proposal for a Scotti h Courcil to deal wadi 
matters which might require to be consid’red m the light of «p-aa! 
Scottish conditions 

It was emphasized to the Mmistrv that the profession ra- 
anuous that the machinery dealing with general practitioner 
and public health remuneration should be established as 'con 
as possible At the same time the Ministry was mfo-med mat 
the general plan set out above was recarded as acceptable on 
the understanding that all matters of terms and conditions of 
service of doctors participating in the National Health Service 
— other than those which it may be agreed to be natters fo- 
direct agreement between the Minister and the profession- 
fall to be decided bv the Functional Council without the reed 
of confirmation or ratification by anv other bodv The Mm Mr. 
was asked for its suggestions as to the numerical size of the 
general practice and public health subcommittees Up to tbe 
present, however, it has been unable to p-oceed with the estab 
lishment of a Medical Functional Council because the local 
authontv associations (who will be represented on the manace 
ment side to the extent that they are employers of practitioners 
in the public health service) have raised certain difficulties to 
which attention has alreadv been drawn m these columns 

Present Position 

The present position is that a General Council has been set 
up and is now dealing with matters of common interest 'uch as 
arbitration procedure and the con titution of joint consultative 
councils in individual hospitals The maracement 'ide of tn- 
General Council includes representatives of the Min strv of 
Health, the Department of Health for Scotlard recional hes 
pital boards, boards ot governors the Association o, Executive 
Councils, and the local authontv associations The 'faff ' de 
consists o r representatives of the staff sides of the various 
Functional Councils which have been evablivhea — e c t v ■ 
Nursing and Miduives Co_nci! the Pha-naceLtieal Council 
etc 

Seven Functional Councils have been r et up f o' deahne vnth 
questions of remuneration and other conditions of service for 
each of the following classes — ramely Pharmaceutical, Optical 
Nurses and Midwives Professional and Technical Grades ft.vo 
Councils (n) and ffc)) Ancillarx Grades ard Administrative 
and Clerical Staffs The management s’de of each of these 
Funcuonal Councils includes representatives of the Mmistrv 
and Department of Health for Scotland remoral hospital 
boards and boards of governors the local authontv a"ociaLons 
(except in the case of the Adm mstrative and Clerical Staffs 
Council^ and in the case of the Administrative and Clerical 
Staffs Council representatives of the Association of ExecuUve 
Councils The 'taff sides corsist of representativ es of lie pro- 
fessional or other organizations concerned 2300 
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PRIVATE AND PUBLIC PATIENTS 
REFERRED TO PATHOLOGISTS 
OR RADIOLOGISTS 

It is recognized that a person may elect to receive some of the 
benefits of the National Health Service and not others — e.g., 
that a person who is the private patient of a general practi- 
' tioner may elect to receive specialist treatment as a public 
patient. The position has not been so clear/ however, where 
a consultant wishes to have the opinion of a pathologist or 
radiologist on a private patient and the latter desires the services 
to be obtained under the public service. 

The Ministry of Health makes the following statement : 

1. A private patient seen at the physician’s or surgeon’s consulting- 
room may be: 

(a) Referred to the pathologist or radiologist at the hospital 
through the out-patient department for examination free of charge 
as an ordinary National Health Service out-patient. 

(b) Referred to a specialist, pathologist, or radiologist as the 
latter’s private out-patient, if the pathologist or radiologist is 
allowed by his conditions of service to have private practice. In 
this case the hospital charges fees under the First Schedule of the 
Pay-bed Regulations and the pathologist or radiologist may charge 
the patient fees within the maxima in the Second Schedule. 

2. Where the private patient of a physician or surgeon is in 
Section 5 accommodation as an in-patient: 

(а) The physician or surgeon may, with the patient’s consent, 
refer him to a pathologist or radiologist on the staff of a hospital 
for examination and report, the patient being regarded as the 
private patient of the pathologist or radiologist (this is, of course, 
if the pathologist or radiologist is permitted by his conditions of 
service to have private practice). In this case the hospital charges 
under the First Schedule of the Pay-bed Regulations are not 
made, but the pathologist or radiologist may charge the patient 
fees for his professional services within the maxima laid down in 
the Second Schedule. 

(б) The physician or surgeon may, subject to what is said below, 
obtain an examination and report by a pathologist or radiologist 
in exactly the same way as if the patient occupied a general ward 
bed, free of extra charge. The contract of a whole-time pathologist 
or radiologist who was not allowed private practice should provide' 
specifically that he could render service to patients in Section 5 
accommodation. A part-time pathologist or radiologist could, of 

* course, contract with the board to provide service for patients in 
Section 5 accommodation without charging the patient a private 
fee; but if his contract with the board did not provide for such 
service he would be under no obligation to agree to do the 
examination and report as part of his service for them, and could 
insist on an arrangement under 2 (a). 

In cases 1 (b) and 2 (o) it would be open to the Hospital Manage- 
ment Committee or Board of Governors to waive the maximum 
professional fees in an appropriate number of cases where the patient 
agreed to pay more than the maxima. 

HOSPITAL PROVISIONAL CONTRACTS 

The Minister of Health has requested regional hospital boards 
and boards of governors to notify hospital medical staff whose 
provisional contracts expire on March 31 that they propose to 
extend the provisional contracts until July 4. 

Meanwhile the consultants and specialists are negotiating 
their terms and conditions of service with the Ministry, and 
regional hospital boards and boards of governors are review- 
ing hospital posts and staff before readjusting duties where 


specialists in the National Health Service. The committee 
would consist of the four Scottish representatives 'on the central 
Joint Committee, and in addition one representative each of 
the Royal Scottish Corporations and of the .Scottish Committee 
of the R.C.O.G., and three representatives of the Central Con- 
sultants and Specialists Committee (Scotland), a total of 11 
members. 

In moving acceptance of the proposals, Dr. W. D. D. Small, 
P.R.C.P.Ed., explained that on the central committee it was 
accepted that there would be need for a “ top-level ” committee 
of this kind to discuss with the Secretary of State for Scotland, 
as the Minister responsible to Parliament, and his officers, as 
the administrators of the Health Service in Scotland, matters 
affecting Scottish consultants and specialists. Mr. T. Murray 
Newton, referring to what he described as a lively and critical 
meeting of the Western Regional Consultants and Specialists 
Committee, over which he presided, said he was instructed to 
ask for greater representation of the Consultants and Specialists 
Committee (Scotland) to meet the needs of the Western Region, 
which embraced the largest group of consultants. Dr. Small, 
claiming that the basis suggested was equitable, adhered to his 
motion, since he felt that to do otherwise would mean reference 
back and harmful delay. 

Dr. E. R. C. Walker, Scottish Secretary, suggested that it 
might help unity and urgency if the constitution was meantime 
considered to be provisional. Mr. Murray Newton said that 
in view of the discussion he would accept the responsibility, on 
behalf of the Western Regional Committee, of agreeing to the 
proposal on this basis. It was agreed that the provisional period 
should be one year. 

The committee also considered a minute of a meeting of 
representatives of the Scottish Negotiating Committee and the 
Medical Superintendents’ Society with the Department of Health 
for Scotland, at which the fear was expressed that a memo- 
randum on hospital administration issued by the Department 
of Health to regional hospital boards was being regarded by 
certain boards of management as a directive, and that the duality 
of control which would result from the introduction of a lay 
administrator in addition to a medical superintendent would 
lead to disharmony in the administration of hospitals and would 
reduce the status and prestige of the medical superintendent, 
traditionally recognized as the chief executive in Scottish hospi- 
tals. Sir George Henderson, on behalf of the Department, gave 
the deputation an assurance that the memorandum was advisory 
in nature and suggested that the experiment should be allowed 
Jo continue for six months, after which there could be a further 
meeting with representatives of the profession to review the 
situation. It was agreed that these developments were of 
particular importance since they might ultimately lead to the 
abandonment of the hitherto accepted system of the great 
teaching hospitals of Scotland. 

The matter was remitted to a subcommittee, but meantime 
it was suggested that acceptance of appointments as super- 
intendents of grouped hospitals was inadvisable until more was 
known of the salaries likely to be attached to these posts. 

FACULTY OF OPHTHALMOLOGISTS 

The Honorary Secretary reports that at the Council meeting 
held on Dec. 17, 1948, it was revealed that the memorandum 
H.M.C. (46) 83 on the development of the hospital eye sendee 
had been prepared by the Ministry under the mistaken impres- 


necessary. 


TNTRAL CONSULTANTS AND SP1 CIALISTS 
COMMITTEE/ (SCOTLAND) 

the Central Consultants and £ Specialists Committer\. (Scotland) ’ 
at a meeting in Edinburgh of, Feb. 4. acccD trri _ V-asal put 
forward by the Royal Scottish Medical rn,-„„ ? rop \,- the 

setting up in Scotland of a J'cLt Committee simffTr r 
Committee established for tjhe United Kingdom V the Jo \- 
with the Government on matters affectine „„„ , ne S°h'al\ 
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sion that it incorporated the views of the Faculty. This docu- 
ment is being revised and rewritten. It was stated that the 
Committee of Management of the Examining Board in England 
had accepted the recommendations of the Council regarding 
diplomas in ophthalmology ; these recommendations will appear 
in the Annual Report of the Faculty. 

As a result of the ballot among members of the Council, the 
following have been elected the representatives of the Faculty 
on the Ophthalmic Group Committee of the British Medical 
Association; Mr. George W. Black, the Hon. G. J. 0. 
Bridgeman, Mr. J. D. M. Cardell, Mr. J. H. Doggart. 
Mr. O. M. Duthie, Mr. A. B. Nutt. 




Feb 19, 1949 


BRITISH MEDICAL JOURNAL 


Ad\ ERUSE'JENT 


yilert . 


AND FREE FROM PAIN 


yyy/ 


When the tu ■» oi pain proves too heavy. 


mental ouJco* r * omes distorted In such a case 


the d ug of coo „ is Physeptone ’ which gives 
satisfscco^ ana’ e a while leaving the mind clear. 


* P K Y 


NEW ANALGESIC 


y> * 



v/n. 
W / »; 


E P T O ^3 EL 

esr^WEPTANE 5-CNE HYDROCHLORIC* 


jiiV • s> ' 



BURROUGHS WELLCOME & CO. 

(The Wellcome FeundaMon Ltd * LONDON 


Revised Edition 


BiiM 


” t i \ 




in Medicine 


extract 

ond Dietetics 


A copy will \ \ U - — - 

be sent free \ __ — 

on request 

THE MARM1TE FOOD EXTRACT CO. LTD 

3*; SEETHING LANE, LONDON. E C 







N ttf&WS&Kf' j§ 


'o Maintain proper Kulriiion 

^billing, an 


fj i 

tajnntni f 


T Hh results of node-n sn c na al ca'c fcsx* rrri-*^ J 
the importance ef p-oper r-.ru-’C cf the esp'-ti- 
mother, in sect- net: 3 n rnnl rTrsna-cy, Is tour snd p^r- 
penum a rd »n vCi"*«vv; the nfnst wt Jx an .suaslly sc-'-d 
ccnsimmra 

The cse of * OvalLne * th'ohjhont p-cruccy t~<s {*- 
totx-ards ersj^.ns this idea? suite of r jm on * Ora 
ts a rattiml food to-ic p-epa-ed frem mCt tzn jr~ 
extract. cocos and soja. ‘Ota’-;-** as deLpi'M t- Or- 
taste and is so readily d^estih’e tha' vrst^ziaS d^cs -~ 
does cot r'ccludc i $ we. 

Dump Jac*2*t3n r« we creches the ts T< a-d pe—u t v - 
nods-r to centime ad-gaatr feedicr usci t w e r^'ena’ t Tt 
fn- «.c3"'"e occwx. 


A_ WaKDER LTD . Lccdox W I £ )£/ t 


*»*3I5 



Advertisement 


BRITISH MEDICAL JOURNAL 


Feb. 19, 1949 










t » * 
< * 



JN i 


\ 

fen 

V . 
| u 

rSrt§ 


Postural- 
relieved by a SPENCER Support 

The patient pictured here, age 41 , was presented to the Orthopaedist 
in May 1947 with long standing complaints of “Rheumatic” pain, 
especially in the back. The pain was frequently disabling. 

The condition was diagnosed as fasciomyositis, postural — and initial 
treatment included the wearing of a plaster cast for 10 weeks; then 
a leather and steel jacket for 3 months. The patient complained of 
their heaviness and discomfort. A Spencer Support was applied in 
December 1947. Results have been excellent. The patient has found 
the Spencer Spinal Support very comfortable. It has corrected the 
lordotic condition, and improved the posture. 

Therapeutically, Spencer provides the degree of support and postural 
correction required; yet its light weight, ease of adjustment, and 
comfort help to relieve back pam and, concomitantly, to improve 
the patient's mental outlook. 

For further information write to: — 


SPENCER 


Surgical 

Spencer House 


Consultant Manufacturers of 
and Orthopaedic 

BANBURY 


) LTD 


Supports 

Oxfordshire 

BEWARE OF IMITATIONS. Spencer (Banbury) Ltd. regret the necessity ef issuing warning to beware of copies and imitations. Lock fcr the 
SPENCER LABEL stitched in the Spencer Support and ensure that it is a genuine Spencer Support and not a so-called copy 

Spencer copyright designs are original and distinctive and for more than 20 years have been recognized by the Medical Profession 
as a symbol of effective control for abdomen, back and breasts. 

SUPPLIERS TO HOSPITALS THROUGHOUT THE KINGDOM 
UNDER THE NATIONAL HEALTH SERVICE ACTS OF 1946 

Trained Fitters available throughout the Kingdom 
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heart £ 4 ^ &$ 

In these days when increasing attention is being devoted to the care of the 
elderly, the use of certain xanthine derivatives has gained considerable 
favour for improving myocardial function and for patients whose coronaries 
are probably sclerotic or constricted A useful representative of this group 
for routine treatment may be found in 


THEOPHYLLINE-ETHYLENEDIAMINE 

VASODILATOR, DIURETIC AND -RESPIRATORY STIMULANT 

Us use is indicated in Angina Pectoris, Coronary Thrombosis, Choyne- Stokes 
Respiration, Oedoma, and Bronchial Asthma 

Supplied in tablets lor oral use, ampoules for intramuscular at J miraienous injection and in suppositories. 

SAMPLES A A D L1TERATL RE O A REQUEST 

Manufactured by WHIFFEN & SONS, LTD. 

Home Sales Distribution by British Chemicals & Biotogicals, Ltd. 
(Benger’s — Genatosan Division), Loughborough 

to whem all orders and enquiries should be sent 
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GENERAL MEDICAL SERVICES COMMITTEE 
THE N.H.S. CAPITATION FEE 
A special meeting of the General Medical Sen ices Committee 
was held on Feb 9, Dr S Wand presiding, to discuss a report 
presented bj its Remuneration Subcommittee nhich it Has pro- 
posed should form the basis of the general practitioner case 
for remuneration und„r the National Health Sen ice to be 
' presented to the Government as a matter of urgency The 
agreed form of the report i> published below 

The chairman explained that the task before the sub- 
committee had been to work out a method of remunerating 
practitioners on a capitation basis so as to implement fulls 
the Spens ranees of income It ssas the lower and middle 
ranges of income is Inch f mmed the principal problem The 
matter had been approacned from the standpoint of the global 
sum — le, the total sum st mone> which should be made asad 
able on the basis of kpens io general practitioners as a whole 
The aggregates so fir * hei related to the pre-war total 
general practitioner into i e— the Spens adjustment for the 
amount by which that income was less than it should have 
been, and the addition to' increase of population — had been 
agreed A point which had not been settled, since exact figures 
were not available concerned the addition to be made for the 
*“ increase in the ni mber of principals The poo! was designed 
for 17,900 Tlie number of general practitioners m the Sen ice, 
as now ascertained from official sources, was approximate!! 
20 500 Some collection would hare to be made for the inclu- 
sion of assistants but probablv the number of principals was 
not less than 20 000 There remained the question of the better 
ment factor The Government it the end of 1946 laid down 
an addition of 20" to net income (or a compound figure of 34°o 
to gross) though at that time the increase for middle class 
budgets oxer the pre-war figure was between 45 and 50 e o The 
expert's figure for 194S was so that it was evident that 
the Government addition was now quite inadequate and unless 
the betterment factor was properlv adjusted the remuneration 
battle would not be won 

Dr F Gray pointed out the desirability of representing to 
the Ministry that the financial inducements for entrance into 
general practice should compa'e reasonablv with the induce- 
ments to enter special practice There was a strong financial 
bias in fa' our of specialism and unless there was a substantial 
improvement in the financial expectations of the general pracb 
ttoner there was a danger that an unduli large number of able 
men would seek to become specialists It was agreed to 
incorporate this point tn the memorandum 

The Betterment Factor 

A long discussion then took place on the question of the 
appropriate betterment factor in relation to the increase in 
middle class budgets There was some difference of opinion 
on whether an exact figure or a range between two figures 
should be proposed to the Goiemment, and there W3s dissent 
from an\ proposal that practitioners’ remuneration should be 
automatically tied to cost of living The chairman said that 
the important thing was that the negotiators should go to the 
Mmistrx with a figure which could be substantiated 
i Eventually the committee agreed that, on the most modest 
new, it was obvious that unless a compound figure in the region 
of 70", was applied to gross remuneration the available pool 
of remuneration would remain inadequate This was the unani- 
mous Mew of the committee 

Proposed Augmentation for First 1,000 

The committee then devoted itself to considering the distribu- 
tion of the pool It was proposed in the memorandum that the 
additional monc\ made available b\ the application of a proper 
betterment factor and other adjustments should be devoted 
entirely to the augmentation of the capitation fee for the first 
j 1 000 on all practitioners' lists Thereby all practitioners would 
benefit, but those with the smaller lists would benefit to a 
relatively greater extent 

Dr H H D Sutherland pointed out that it was not only 
practitioners with average or below -avenge lis's who were 
suffering hirdship but often ilso practitioners with lists above 
the average Formerlv these practitioners managed comfortablj 
bi reason of the fact tint they financed their national health 


insurance practice from their private practice, and now they 
had twice as many ‘ State ’ patients as before, but, with the 
disappearance of private practice, less remuneration It was 
pointed out, however, that these practitioners, like all others 
would benefit by what was now proposed 

It was also suggested that if a practitioner with a small list 
had other sources of income besides National HeaJtn Service 
practice he would be favoured as agamst his colleagues because 
he would have the first 1 000 on his list at a relativelv high rate 
An alternative proposed bv one member was the closing of 
certain over-doctored areas and the establishment of a fund on 
the lines of the Special Inducement Fund to make it possible 
for doctors alreadv in the area to be adequatelv remunerated, 
but this found no support 

Other objections were that the most successful doctors would 
be, relativelv, penalized and that it would interfere with free 
choice if there were two classes of N HS patients each with a 
different rate of payment It was also urged that, if a differenti- 
ation was made, the gap between the two rates should not he 
large 

It was pointed out that it was desirable that the basic salary 
and the Special Inducement Fund should tend to disappear, the 
one because it was not liked and the other because it was not 
used The wise course would be effectivelv to reduce the 
number of people who could plead justification for basic salary, 
and whatever might be the dements of the svstem now proposed 
it had the merit of reducing the field for tho e two funds 

The chairman said that it was important to emphasize to the 
profession that this svsiem of augmentation for the first 1,000 
meant a substantial increase in the capitation fee fo- all practi- 
tioners Figures were presented to the committee showing the 
effect on practitioners’ incomes of this adjustment at varving 
rates for the first 1,000 

The committee agreed that anv increase obtained in the global 
sum should be devoted to an augmentation on these lines ard 
on the proposition of Dr Pndham it was agreed with two 
dissentients, that the special augmentation of the rate for the 
first 1 000 or the ‘ two tier svstem be approved in principle, 
subject to review m the light of experience A proposal to 
attach the augmentation not to the first 1 000 but to the first 
1,500 or even 2 000 patients was not accepted 

The question of the additional burden of work was postponed 
to be taken up with the Ministry when fuller information was 
available, and it was then agreed that, subject to the amend- 
ments made the memorandum should be taken as the ba-is of 
the general practitioner case io be laid before the forthcoming 
Special Conference, which would be asked to instruct the com- 
mittee to press the Government as a matter of urgenev <o adjust 
general practitioner remuneration on these lines, the adjustment 
being retrospective to July 5 


REPORT B? THE GENERAL MEDICAL SERVICES 
COMMITTEE ON THE REMUNERATION OF 
GENERAL PRACTITIONERS 
PART I 

The Adequacy of the Central Pool 
J. There is now abundant evidence of the unsatisfactory 
character of the remuneration paid to general practitioners 
under the National Health Service Acts In terms of effec- 
tive purchasing power the ireome of general prac’itiorers 
general)! is down, an inevitable result of the application of 
an inadequate betterment facto- Mans practitioners notably 
those with lists of average and Ie«s than average 'ize are 
expcrencinr loss of income on such a scale as to «nell hard- 
ship for themselves and their deperdants The irerease of 
the Mileage Fund to £2 nul'ion though welcome is but a 
partial solution of part of the difficult! The problems are, 
first how best to secure that a sufficient 'um of money t« avail-'' 
able for the remuneration of general practitioners as a whole, 
and seeondiv. to evolve an eauitable method of distribution. 

The Spens Recommendations 

2 The recommendanons of the Spens Committee accepted 
bv the Government and the profession, provide the ba'ts They 
fill into two quite distinct parts In the first place the Spens 
ConmiPce, informed of the amount and spread of pre-war 
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general practitioner income, found that the total sum received 
was insufficient by some £3 million. It'proceeded to recom- 
mend that to the gross aggregate pool, augmented by some 
£3 million, there should be applied a betterment factor to 
adjust pre-war moneys to present conditions, regard being had 
to two factors — to estimates of the changes in the value of 
money and to the increases which have taken place since 1939 
in incomes in other professions. The committee goes on to 
say that “ it is only if corresponding changes are made in the 
incomes of general practitioners that the recruitment and status 
of their profession will be maintained as against these 
professions." 

3. The second part of these recommendations relates to a 
recommended spread of income in the profession with special 
reference to the 40-50' age group. The application of this 
second group of recommendations, necessarily couched in 
mathematical terms, is a problem of immense difficulty, and 
it is doubtful whether any system of remuneration can be 
guaranteed to secure with precise accuracy the exact percentage 
regarded' as appropriate by the Spens Committee. But no such 
difficulties confront us in the calculation, on the basis of Spens, 
of the total sum of money which should be made available to 
general practitioners as a whole, Indeed, unless the aggregate 
sum is sufficient the recommendations for its spread among the 
profession can never even approach fulfilment. 

How the Present Pool is Calculated 

4. It follows that the first task before those who would seek 
.faithfully to implement the Spens recommendations is to calcu- 
late the size of the total pool. The Ministry employed this 
approach when it first put forward its financial proposals. The 
Department started from the estimated pre-war total of gross 
incomes from all forms of general practice as calculated by 
Professor Bradford Hill at £28.14 million. This is an agreed 
figure. There was then calculated the amount, as agreed 
between the Government actuary and our own, by which pre- 
war general practitioner Income was less than it should have 
been. The agreed figure was £3.1 million. So it was agreed 

- between the parties that the pre-war gross aggregate general 
practitioner income should have been £31.24 million. The 
Ministry then proceeded to add to that part of the income 
which goes in practice expenses a betterment factor of 55%. 
It added to that part of the remuneration which is net a better- 
ment factor of 20%. Compounding these two figures in terms 
of the betterment factor to be applied to the gross remunera- 
tion, the figure came to 34%. The Department then proceeded 
to add 3% in respect of the increase of the population, since 
1939, arriving at a gross income of £42.7 million. It was agreed 
between the Department and ourselves, though it could be no 
more than a guess, that 95% of the population would use the 
Service and that therefore general practitioners should get 95% 
of £42.7 million, or £40.5 million, in respect of service to those 
persons taking part in the scheme. 

5. A certain sum of money, then £1,3 million, was set aside 
in a separate fund for mileage (recently £200,000 of the Induce- 
ment Fund, and £500,000 of new money have been added to 
the Mileage Fund to bring it to £2 million). 

6. The Department then proceeded to add certain sums for 
special purposes. They were 1% for inducement payments 
(£0.4 million), maternity fees, and grants for training assistants. 
Altogether the Ministry estimated that there would bean income 
of about £45 million from the new Health Service alone. It 
also drew attention to certain indirect benefits equivalent to 
income such as the Government's superannuation contribution 
of 8% of the net remuneration — estimated.at about £2 million 
a year. 

7. A scrutiny of the Ministry’s main calculation reveals that 
many of the figures employed are agreed between the parties. 
For example, we agreed to accept £28.14 million as the total 

n pre-war gross income ; we agreed that £3.1 million represents 
the pre-war deficiency ; we accepted an appropriate adjustment 
for the increase in population. 

An Important t/nderestimafe 

S. In one important respect the Ministry’s estimate . of 
the Central Poo! has turned out to be inaccurate. The 
£28.14 million, the estimate of gross aggregate pre-war general 
practitioner income, was based on a total number of practi- 


tioners then in general practice as principals — viz., 17,900. It 
now emerges from official statements that the number of practi- 
tioners who joined the Service on the appointed day was rather 
more than 20,050, taking England, Wales, and Scotland together. 
The number to-day is rather more than 20,500. This figure 
includes some assistants who are on the list. Even so, a 
modest estimate of the number of practitioners participating 
as principals in the pool now available is not less than 20,000. 
This means that approximately 20,000 practitioners are partici- 
pating in a pool that was designed for 17,900. Tn the original 
calculation the Ministiy used what then appeared to be a fair 
figure, but subsequent events have proved it to be a gross 
underestimate. The profession is entitled to an adjustment ol 
the pool in respect of the factor of the increased number ot 
practitioners in the Service as principals, the adjustment to be 
retrospective to the appointed day. The amount of money to 
be added in respect of additional practitioners, calculated on 
the assumption of 20,000 practitioners, is £31 million. 

The Betterment Factor 

9. The figure which was imposed by the Government, but not 
agreed, is the figure of 20% added to the net remuneration for 
what has become known as betterment. To the extent to 
which the betterment figure is inadequate, the whole pool is 
inadequate, regardless of the mode of its distribution. It is 
recognized that two factors are involved — the changed value of 
money and the increase in the remuneration of other profes- 
sions — though it is clear that in introducing the second factor 
the Spens Committee had in mind any increase in the remunera- 
tion of other professions which would tend to make general 
practice relatively less attractive. 

10. What is the fair betterment figure, taking into account 
both factors ? When the Government laid down its figure of 
20% at the end of 1946 the real figure of the increase for 
middle-class budgets was between 45 and 50%. In other words, 
when the Government laid down a figure of 120 in relation to 
100 pre-war, the - real figure was 145. The expert’s figure for 
1948 is 185. The profession could with reason cliiim that 185 
should be substituted for 120. To put it at its lowest, if 130 
were the right figure when the Government first put it forward, 
the real figure being 145, the figure now necessary to ensure 
that there is no reduction in real remuneration — now that the 
real figure is 185 — is 160. Such an adjustment would only 
secure that the remuneration of general practitioners is not less 
in terms of real money than when the Government first offered 
the inadequate figure of 120. To put matters right, in relation 
to cost of living, the figure of 120 should now be replaced by 
something between 160 and 185. No precise figures are avail- 
able on the increase in practice expenses in the last two years, 
though it is probable that they have gone up. Taking the most 
modest view, it is clear that unless a compound betterment 
figure in the region of 170 is applied the available pool of 
remuneration will remain inadequate. 

11. The effect of increasing the betterment factor from 
34%, the figure now being applied, to the modest figure of 
70% here suggested would be of itself to increase the pool by 
more than £161 million. It is not surprising '‘that’ present 
remuneration should have been found so inadequate when it 
is realized by bow much money the pool is short on any reason- 
able estimate of the changed value of money. The essence of 
the case is that the first task of the profession is to secure an 
adequate pool before the problem of distribution is approached. 

The Revised Pool 

12. There are set out below in abbreviated form the t" 0 

calculations. The first, the Ministry calculation made before 
the Service started ; the second, the adjusted calculation to meet 
the present conditions. It would be necessary from time to 
time to review the pool in proportion to the number of 
practitioners in the Service. / 

13. So far no reference has been made to an important 
factor. The Spens Committee stated “ that unless the financial 
expectations in general practice are substantially improved the 
great majority of abler men will seek to become specialists. 
Later it is stated in the Report that “ it is important to improve 
prospects in general practice in order to render this branch of 
medicine sufficiently attractive to prevent all the abler men 
endeavouring to enter specialist practice 
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14 A crucial question is ihe n argm between incomes in 
general practice and those in specialist practice in the future 
The Spens Committee recommended that in the consideration 
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of betterment regard should be had to the increases in 
remuneration of other professions This must be held to re 
late not only to increases in income in other professions but 
to increases in other branches of the profession if the desires 
of the Spens Committee are to be obsened 


PART II 

Distribution of the Revised Pool 

la The size of the Central Pool now dealt with, we pass to 
the problem of its distribution or spread Anv calculations 
which are now possible to ascertain whether Spens is beins 
applied to current incomes are vitiated by the assumption of 
the sufficiency of a betterment factor of 20% to the net 
remuneration or 34% to the gross remuneration From the 
survey which has been completed this fact emerges Despite 
this limitation, it does stand out most clearly that it is the 
practitioners with average and less than average lists who are 
suffering the greatest hardship It is recognized that in a few 
instances the small list is due to deliberate restriction or to 
relative failure But by and large the difficulty arises because 
in the absence of private practice — and it has virtually dis- 
appeared — few practitioners with average or less than average 
lists can secure an income of sufficient size Inevitably the 
proportion which expenses bear to gross remuneration is 
higher for practitioners with small lists than for those with 
hrge lists , 

16 Such conclusions lead the committee to the conclusion 
that the additional money made available m the Central Pool 
by the application of a proper betterment factor and the adjust- 
ment m relation to the increased number of practitioners should 
be devoted entirely to an augmentation of the capitation fee for 
the first thousand on practitioners’ lists The effect of this wall 
be to increase the remuneration of all practitioners while increas- 
ing the rate of remuneration of practitioners with smaller lists 
to a relatively higher extent. 

17 The committee recognizes that a. cave might be made out 
m favour of deducting from the revised pool some monevs 
previously regarded as additions to the pool — eg, the Govern- 
ments contribution to superannuation and the Special Induce- 
ment Fund Even if such adjustments were made, the addi- 
tional sum to which the profession is entitled, bearing in mind 
the Spens Committees’ conclusions on the margin between 
general practitioner and specialist remuneration, is not less than 
£164 million 

IS The effect of distributing £164 million among the general 
practitioners in the Service, wholly m respect of the first 
thousand patients on the individual practitioner's fist, would be 
to raise the average remuneration for the first 1,000 on even, 
doctor's list to over 35s per head For lists of over 1,000, the 
average remuneration per head for all patients on the list 
would vary from 26s 7d for 2 000 patients to 22s for 4 000 
patients 
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The Burden of Work 

19 It will be noted that in this memorandum no re r erence i« 
made to the greatly increased burden of work which the prefer 
sion is experiencing as the result of the introduction of the Acts 
It could have been fairly argued that tn devising its recommen 
dations the Spens Committee ba c ed them on the a c 'unp‘ion 
that the doctor would do a reasonable dav's work ard be left 
with sufficient leisure It is difficult, as vet, accuratelv to expre<v 
this increased burden m terms of statistics Tms being so, the 
memorandum has been limited to considerations which are 
capable of statistical expression and permit of immediate action 
The subject of the burden of work, including non-medical work 
may be taken up with the Ministry when fuller information is 
available 

20 It is proposed that the system of distribution outlined in 
this memorandum should be reviewed when sufficient expen 
ence of its working bas been gamed 

Recommendation 

Recovimevdvtion That the foregoing memorandum be 
approved as the basis of the general practitioner cave the 
Genera! Medical Services Committee being instructed to prew 
the Government as a matter of urgency to adjust general 
practitioner remuneration on the basis of the memorandum 
ihe adjustment being retrospective to July 5 


THE G.P. IN THE SERVICE 

DR. DAIN ON COMING DISCUSSIONS 
A meeting of the Tunbridge Wells Division on Feb 13 was 
addressed by Dr H G Dain, Chairman of Council Invita 
tions had been extended" to members in 'even neighbouring 
Divisions, and a large proportion of the 2'0 or *00 practi 
tioners present were visitors The chair was taken bv D- A- M 
Pollock chairman of the Division, who was -mppo-ted bv 
Dr J G Thv aites and Dr R P Liston, membera of the 
Central Council and Dr Moore Ede, dwisioral 'ecretarv 

Dr Dam began by remarking that someone had «aio to him 
that Headquarters must now be having an e3<ner t me But 
things had not worked out like that, althouzh the problems 
were different There was more to do now that the Service 
had been started than there was when it remained in toe offing 
Before Julv 5, in contemplation of a service vffich was to 
include the ertire population, thev were ngh' in fixing their 
attention on the principles on which the Service should be 
based, and there was some disposiuon to-dav, in con lderme 
the hardships which the Service had broucht to them brethren 
in certain types of practice, to forget that certain p-irrples of 
freedom had been maintained 

Freedom of choice would have been co-npletelv de.troyed 
had thev accepted a State salaried service , and was it sup 
posed that under such a service certain of the letters which 
now appeared m the Supplement could have been "Titten or 
published 0 “We have also established — thouar it 1 rot as 
firmly fixed as it should be — the nght of the praculoner to 
put up his plate wherever he wishes to practise, alwa.s pro 
sided that the area is not one of the few scheduled as re— icted ’ 

The Remuneration Problem 

Now that the Service had started thev were fndre where 
the shoe pinched and what required modifier c e trer in 
an amending Act or in reculations and there was 're recon- 
sideration necessary on the subject of remunera'ien * Prm 
ciples without pay would be a poor tvpe of victor ” In some 
quarters there was a demand that the B M_A. spo Ja go to 
the Government and S3y, ‘ Thirty shillings o~ robbing 1 ” It 
W35 easv to sav that, not so easy to implement it sTaicn; awav 
Obviously unless 100% of doctors or thereabouts were p-epared 
to take that view and follow i! up with necessary action it 
would be foolish to co to the Government and demand it. 

What, then was the central organization doing 0 The General 
Medical Services Committee had been investigating all aspects 
of remuneration in order that claims might be put forward 
which could not be gainsaid The first claim was made on 
behalf of a group of practitioners who were believed to be 
suffering worst of all The Mimstrv was told that something 
must be done urgently for rural practitioners, and the result 
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was the increase of the Mileage Fund by another £700,000, so 
that now it stood at £2 million, approximately three times what 
it was before July 5. It was understood from typical rural 
practitioners that this had gone a long way to solve their 
difficulties. 

From the Spens Report the global sum which should repre- 
sent the general practitioners’ pool had been worked out. It 
had been possible to tender evidence to the Spens Committee 
by a statistical authority that the income of general practitioners 
in 1938 was £28 million. The Spens Committee accepted that 
evidence, and found that general practitioners were then being 
insufficiently paid. A sum of £3 million must be added to 
make good that insufficiency on the 1938 figures. A number 
of other factors had now to be taken into consideration. One 
was the increase in population in the course of ten years, esti- 
mated as equivalent in terms of the pool to another £1 million. 
Another factor was the difference in the number of principals — 
just over 20,000— now in the Service as compared with the 
original estimate of 17,900 on which the early figures were 
based. The same ratio would add £3} million on this account. 


, The Betterment Factor 

Dr. Dain then turned to the vexed question of the betterment 
factor. When the old capitation fee under N.H.I. was raised 
to I Ss. 6d. in 1946 evidence from an expert economist was 
produced to show that cost of living had then risen from 100 
before the war to 145. The Ministry agreed to an allowance 
for betterment of 55% on practice expenses and 20% on income 
less such expenses, the figure being compounded at 34% for 
gross income. If this betterment figure were taken, it appeared 
from the figures for certain representative sample areas that the 
Spens recommendations were being implemented, at least in 
the upper and middle ranges. But the same expert now pro- 
duced figures for 1948 which had surprised him, although, like 
everybody else, he knew that cost of living had advanced since 
1946. Actually the increase had been by 10 points or more 
each year, and at the end of 1948 the relevant figure was not 
145 but 185 or more. Representations were being made at 
once to the Ministry that the pool should be augmented in 
view of the necessity shown for an increase in the betterment 
factor. 

If substantial agreement were obtained on the subject of 
betterment a great deal of the difficulty concerning remunera- 
tion would be solved and Spens would be implemented in 
terms of present-day values. “This is the first time we shall 
have had the opportunity of looking at this problem squarely. 
We shall be in a position to say that we are not prepared to 
go on working in the Service and see our standard of living 
seriously depreciated as compared with the rest of the popula- 
tion.” (Applarjjj j,' y. 

At an -earlier visit to Ministry the officials had produced 
the White Paper of some "twefc e months a S° °n * e stabilization 
of post of living and income that nobody i ! b ° old app ] y 

for increased remuneration and ! he cost of 'T 5 ?° uld 
not go up. But the cost of livin A had gone up ’ and 50 , as 

he knew many types of wSY d app!ied t0 , that 
increased cost of living reflected in ‘\ lcreased wag ,f ’ D ° c , t ° rS ’ 
like others, were not asking for a hi* her ra , te , of . ' wages bu * 
only for the necessary adjustment the incr f 5 f d c0 . st 

of living. There was M £ l/ S0I,able or out of P ' aCC ,n 
this ; it was happening j n e * of occupation. 


Size of Lists 

Ration problem was to see that 

t ature of the district in which 
lists should not "suffer. This 


Capitation Fee arj 
The second part of the remune 
practitioners who because of the 

they worked could not have . 

problem was now being reeard™i -■ a com P ara hve!y I,ew ‘‘Sht. 
They had always said that what™ %?.PP ened a uniform capita- 
tion fee must be paid. The fet l the same whether a 

doctor had four patients or 4 r«vi 0u *4^fc^idard capitation fee 
seemed to work reasonably well ^ population 

■s included in National Health r n ° n 'y 'U-95% of 

population were brought i n but whe'** 611 ’ 

ne proposal which would be D ,‘l " ot work so 
ufercnce was that for the fost l aZ 6f ° re tbe fort 
“ - rcased sum should be paid th '°^ ° n eVer >' doctor's 1 
increase of the poo! on the £ to com e °ut 

increase would apply, of cou^^ just set out. 


Principals and 



partners in a firm whatever the size of their lists. It would 
benefit the man who had 4,000 on his list as well as the man 
who had under 1,000. The actual rate for the first 1,000 and 
the lower rate for those above 1,000 must depend on the size 
of the pool to be agreed and particularly on the betterment 
factor. On how far the suggestion of the augmented capitation 
fee, for the first 1,000 would meet the case of practitioners in 
towns, in the country, and in seaside resorts he had as yet no 
evidence. If it did not meet the situation other methods must 
be thought out. The important thing was to ensure that the 
people working in different types of practices did not suffer 
materially from the change-over to a national health service. 
By this he did not mean that there should be no redistribution 
of doctors. It was evident that in some areas there were more 
doctors than were necessary and in others fewer. But he 
recalled that in his own city of Birmingham after the coming 
into force of National Health Insurance the distribution gradu- 
ally arranged itself, the doctors going where there was a living 
to be made, and he hoped that any necessary rearrangement 
under the National Health Service would come about in the 
same way. They had successfully resisted any direction imposed 
upon them from without. 

The Amending Bill 

There would be an amending Bill, but it had been subject to 
delays, in the first place because lawyers who were consider- 
ing the alterations in the Act necessary to deal with the partner^ 
ship difficulty were long in reporting. They 'had now reported, 
and the Government was considering what amendment should 
be made. Then the Minister had promised that he would put 
into the amending Bill a statement that the Service would 
never be made into a whole-time State-salaried service by 
regulation. Again, the Act did not at present provide — although 
the Minister had given an undertaking to that effect — that a 
practitioner was at liberty to settle in the place of his choice, 
unless it was a restricted area. That was in fact now the case, 
but it was not yet explicit in the statute. He deplored the 
action of the doctors in some areas in saying, “ We have got 
quite enough doctors here. We want our area declared over- 
doctored.” If they all did that it would be the worst example 
of trade unionism — the dosed shop. 

The profession also desired that the amending Bill should 
deal with the question of foreign visitors who obtained certain 
benefits from the Act during their stay. He had been told in 
Bristol of the case of a foreign seaman who touched at several 
British ports, and at each of them had his eyes tested and fitted 
with glasses, no doubt disposing profitably of the surplus glasses 
on arriving home. 

Another thing which it was desired to obtain was security of 
tenure for the specialist in his hospital appointment. It was 
also desired to establish fully the position of hospital medical 
committees in the appointment of representatives to the manage- 
ment committee. There was no provision for this under the 
existing Act so far as regional hospitals were concerned. 

Then it should be made legal for the private patient to obtain 
his medicines and dressings within the Service. (Applause.) 
The only thing to be done was to seek an amendment of the Act. 

From what he had said it would be evident that the central 
organization had not been slow in bringing matters to an issue. 
Action had been taken as rapidly as it was possible to get the 
facts together. One question postponed for the moment was 
that of the overwork of practitioners. Practitioners were doing 
a lot more work for the same money, and in this respect Spens 
was not completely implemented because the income ranges it 
laid down were on the assumption that the practitioner would 
do only a reasonable day’s work, and would have time for 
recreation 1 and study. A reasonable day’s work in medical 
practice was difficult to assess. A doctor’s work varied from 
day to day, and especially from season to season. The time 
had been too short to enable the Association to obtain such 
facts as would enable it to deal properly with the overwork 
problem, but the question would be tackled in due course. 

B.M.A. Organization 

Finally Dr. Dain discussed the constitution of the Association. 
Under the terms of the Memorandum the Association suffered 
from certain disabilities when it came to collective bargaining- 
The Association was a limited liability company not run f° r 
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profit licensed by the Board of Trade to omit the word 
limited from its title It could not distribute any of its 
monevs to its members and therefore it could not offer finan 
cial compensation to anv who in obedience to its policv sur- 
fered loss Another dis^bilitv was that it was prohibited from 
imposing an> regulation restriction or condition which if an 
object of the Association would make it a trade union It 
was not the Association which had put these restrictive coven 
ants into its memorandum the) were put in b> the Board of 
Trade at the time as part ot tne limited liability licence Con 
■version into a trade union or fnendl) societv or anv other 
organization which could distribute its tnonev amoncst its 
members would mean the w ndme up of the present Association 
and the distribution ot its ’s*,ecs One barrier in the wav of 
becoming a trade union wa* that doctors could not be described 
as either masters or workmen so that the ordinary rule* and 
privileges of trade union wm md m particular, lmmunitv from 
legal proceedings would n*> ippl> even if a medical trade 
union were established Tbev were neither emplover* nor 
workmen within the meamr o' the Trade Union Acts and so 
would get no advantage-* a collective bargaining b\ such a 
recourse 

The proposal v h ch \f ^roxed bv the Council would go 
to a Special Rep “sentativ^ Meeting at the end of March was 

* that there should be set u p bv the Association, but indepen- 
dent!) of it a new bcdv in he torm of an independent board 
of trustees with power to or amze and finance collective action 
bv the profession nd *o provide financial compensation for 
practitioners suffering hardship through participation in cuch 
collective action the ntw bxh to be entitled the British Medical 
Guild “We do not wart to see established a bod) of limited 
membership We want to be able to take action if necessary 
on behalf of anv and e'er) dcvtor in the profession whether 
a member of the BMA not Our membership is big 
enough to enable us to take that wide outlook The pohcv 
of the profession would be laid down by the BMA as at pre 
sent through its Representative Bod), but the job of enforcing 
it would be earned out bv an independent bodv appointed bv 
\ ourselves with full authont) to act for >ou, which would not 
be under the disabilities to which I have referred This will 
be full) discussed at the Special Representative Meeting” 

It was also proposed to reorganize the methods of election 
to the Council so as to have smaller electoral areas and a 
larger proportion of members of Council directly elected bv 
the constituencies 

These were the major problems which the Association was 
facing and he hoped that dunng the ensuing weeks thev would 
receive senous thought from the membership as a whole, and 
that local meetings would be held at which constructive ideas 
would be brought forward and representatives duly instructed 

Points Elucidated 

In repb to questions Dr Dam said that it would not be possible 
‘ for the Government to refuse a charter for the proposed Guild, also 
that such a Guild would not be associated with the TU C 

A Member In saving that it is not possible for doctors to 
organize themselves into a trade union, does Dr Dam unpH that 
the Medical Practitioners’ Union has been living in a fools’ paradise 
' Dr Darn The answer is "Yes” (Laughter) 

Asked about fees for immunization. Dr Dam said that according 
f to the Act immunization should be earned out bv general pr3di 
tioners The Act also placed the responsibilitv for doing it on 
local authorities The framers of the Act assumed that it was a 
' general practitioner service within the contract with the local executive 
council, and that the local authontv would pa\ for the certificate 
stating that it had been done But on further studv it was discovered 
' that this service w-as not among those to be provided bv the 
y executive council, and therefore the council was not m a positron to 

* pav for it, and it was not part of the doctor s contract The local 
authorities therefore must pav for the service as w*eD as for the 
certificate The argument was not jet concluded 

^ Another question was on the subject of temporarv residents Dr 
Dam said that it had not vet been possible to get the Government to 
- move in this matter so as reallv to start the scheme But the monev 
would be paid, and the Association w-as doing its best m the matter 
* Further questions related to the Whitiev Council D' Dam 
explained that the Association had agreed that a body of the type 
of the Whitiev Council backed bv arbitration should be set up for 
the profession It had resisted a proposal that the Whitiev Council 
should be one which covered all emplovees — nurses and others — in 
** the National Health Service There had been misgivings on the part 


of local authorities who d covered that «uch an arrangement wou T d 
react upon the salaries to b - * paid not onK to their medical officers 
of health but to their oth°r pncipal officers The Association was 
taking action to bring about an earlv decision 

In replv to a cene* of questions as! ed bv Dr A C E B each 
Dr Dam said that the A'iOcia ion had no intention of givmg wav 
on the subject of work do^s, but time must be allowed to di'coier the 
exact dimensions of this extra burden of vorl That wn* ret 
possible as vet m the short time dunng whi^n the Service had b°en 
operating The sample areas surveved with a view to di'wovenng 
how far Spens was being implemented were chosen as repre^rta ive 
It was a pure accident that none of them were m the sou h c£ 
England 

On the motion of Dr Frank Grav a verv cordial vore of 
thanks was accorded to Dr Dam for his address 


HEARD AT HEADQUARTERS 


Medical Film 

The film ‘ Aneina Pectoris ' shown b\ the St Pancras Divi- 
sion at B \f A House recenth, was directed b\ Dr Joseph E F 
Riseman and photographed be the Harxard Film Service Har- 
vard L’ntxersitx It is a full-lencth colour film with a sound 
commentary lasting some 80 minutes and is a useful usual 
aid to the study of the subject The film is in four parts — 
Clinical Characteristics, Phxsiologx, Pathology, and Treatment 
The photography is good and the mam captions are excellent 
though the focus of some of the written material miert be 
improxed The clinical manifestations are well described The 
experimental phxsiologx section is interesting and the patho- 
logical findings t-ray appearances, and dissections of the 
injected heart are remarkably clear Treatment is dealt with 
exhaustixelx and the author ingeniously depicted and criticized 
the multiplicity of methods of treatment A shot showed a 
multitude of bottles and remedies which v ere rapidk classified 
on shelies as of ‘ Great xalue ’ ‘ Slight xalue,’ and No 
yalue" Cupboard doors closed oyer the latter tryo, and the 
emphasis yyas gixen to the former Possibly the film is too lone, 
and the expert might complain that it is too elen emarx , but for 
a rapid survey of a difficult subject it is hard to see how it could 
be improxed The student and general p-uctitioner xxould be 
particularly interested It max be borrowed from the B M.A 
Film Library 

Doing Sums 

The members of the General Medical Services Committee 
rexealed themselxes as quick arithmeticians dunng an all-dax 
meeting xxhen they discussed remuneration Sometimes they 
talked in millions — global figures — sometimes in shillings and 
pence, sometimes in percentages and at other times in xxlg3r 
fractions, but xxhatexer it xvas it found tnem mathematically 
agile But apart from the calculations two things emerged 
one xvas the statesmanlike approach to the subject of remunera- 
tion It xxas not a question of bargaining o- chaffering but of 
fully substantiating even figure put forward 'o that as between 
a figure which was probably justified but lacked the firal xenn- 
cation and a lower figure xxhich could re fortified bx actual 
facts the Committee chose the latter The other point '^as the 
extraordinary amount of time these calculations and di'cu 'tons 
haxe taken The Committee itself has had ti o special rreetmes 
on the subject in addition to its regular ones and the members 
most closely concerned haxe been meeting on the axerace 
once a xxeek since Christmas entailinc for some of them long 
journeys This remuneration argument is no matter of putting 
two and two together and trvmc to make it fixe there are 
people at the Ministry "ho can add up 


TRADE UNION MEMBERSHIP 
The following is a pet of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization 

Metropolitan Borough Councils — Fulham, Hackney, Poplar 
Nor-Court} Borough Courats — Dartford. Radcliffe Oirmted 
to future appointments') Wallsend 

Urban District Councils — Denton, Droyl'den, Houghton le- 
Spnng, Huvton with-Robx, Redditch (restreted to new appo nt- 
ments), Txldcsiex. 
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Graduated Capitation Fee 

Sir, — D r. Charles Hill last night (Feb. 1) gave .to th e Leeds 
medical practitioners a clear exposition of what the remunera- 
tion of G.P.s under the Act means and what the B-M.A. is 
doing about it. I went home and considered this remuneration 
problem once more ab initio, and the following argument 
proposed itself. 

The Spens Report says that 50% of the G.P.s should earn 
£1,300 net or more. Dr. Hill told us that when the meagre 
20% betterment factor is added the gross figure for 50% of 
G.P.s should be £2,613. He also said that the average number 
of patients available per doctor is 2,200. Assuming that as 
many doctors practise midwifery under the Act as do not, we 
can leave midwifery fees out of our calculation, and are then 
left with the fact that £2,613 divided by 2,200 (or 23s. 9d.) 
must represent the sum to be paid to a doctor for each patient 
i£ tfea teco tucue.wda.Uoa is to he satisfied. This sum of 

23s. 9d. includes capitation fee and superannuation, arid shows 
that even with the small betterment factor of 20% the capitation 
fee should be more than £1. 

Next to rural practitioners, for whom a special mileage grant 
has already been made, the suburban G.P. is the hardest hit 
by the new Act, for he usually had a practice smaller than 
the G.P. in the thickly populated area and yet often had greater 
expenses. His mileage was greater, and so petrol and car 
expenses were greater. His rent was often higher, and his 
patients expected a higher standard of equipment. Ho' v , asked 
Dr. Hill, is it possible to help him ? The answer is by using a 
sliding capitation fee. With the present betterment factor, the 
capitation fee should be 30s. for the first thousand patients, 
20s. for the next thousand, 10s. for the third thousand, 7s. 6d. 
for the fourth thousand, and 5s. for the fifth thousand. The 
resulting income would be: 


For 1,000 patients £1,500 gross 

„ 2,000 „ £2,500 „ 

„ 2,200 „ £2,600 „ 

„ 3,000 „ £3,000 „ 

„ 4,000 „ £3,375 „ 


(ride Spens) 


This method of remuneration would tend to reduce the lists of 
those doctors who have more patients than they can adequately 
attend. 

Another problem which is looming ahead is that of corre- 
lating the small expenses of doctors working in the nevv health 
centres with the large expenses of doctors working from their 
own rooms in the transitional period when health centres are 
slowly coming into action. The only fair way is to pay the 
doctor's expenses at his own rooms and then deduct the same 
amount as the doctor pays for his rooms in the health centre. 
It looks a big problem. 

My final thought is that the adopted method of remuneration 
provides a financial stimulus to the G.P. to treat as_ many 
patients in a given time in the cheapest surroundings with the 
cheapest equipment, and I think the profession could well give 
thought to obviating this by a sliding scale such as I have 
outlined, remembering that it is based on a 20% betterment 
factor which is out of date and should be increased to be 
comparable with the increase in cost of living. — I am, etc., 

! R. A. Murray Scott. 


Reflections on N.H.S. 

Sir, — All of us, I am sure, will thank Dr. R, W. Cockshut for 
his “ Reflections on N.H.S. ” ( Supplement , Jan. 29, p. 46), and 
for telling us at last many of the secrets behind the negotia- 
tions. This secrecy of negotiation behind an iron curtain has 
been one of our main dissatisfactions with the B.M.A., for we 
-vc not appreciated being treated as children not yet reached 
age of discretion, especially in a matter which has affected 
ne whole of our lives. But now that we know the truth we 
<•> can gratdu) to tnose Vno iernght lot us, and grateWi that 
so much has been won to make our lives more bearable than 
they might otherwise have been. 

Dr. Cockshut, however, claims certain gains which I personally 
conrider were lost opportunities for altering certain conditions of 


service to our advantage. I quote from his article under the heading 
“ Our Gains ” : 

“ 4. G.P.s are in full and free competition (inside a State service).'' 
There are those of us who hold the considered opinion that a salaried 
service is not only desirable but even necessary from two aspects: 

(a) the ethical, because we believe that competition can lead to 
exploitation by the doctor of bedside manner (salesmanship), or 
exploitation of the credulity and superstitions of many patients ; and 

( b ) the practical, because competition is the economic lever which 
impels us to be slaves to a 24-hour and 7-day service, a state of 
affairs which is now an anachronism. 

A rota of duty shared by neighbouring practitioners without fear 
of loss of income (as would obtain in a salaried service) would show 
an improvement in our health and in our tempers, and also, in direct 
proportion, in the quality of our work and in the enjoyment of it. 
It is no doubt extremely gratifying to our patients to have us 
at their beck and call at every hour of day and night, but let it be 
understood that under present conditions the G.P. no longer has an 
incentive to work these long hours of duty. The N.H.S., as 1 
understand it, sets out to provide adequate medical service for all 
and sundry, without need of financial considerations. This condition 
would be adequately provided for by a duty rota. It is the BAl.A. 
which has insisted on the retention of free choice of doctor, and 
in a salaried service such free choice would obtain during, an. 8-hnur- 
duty day, but outside these hours the patient would have the services 
of the doctor on duty. Why not ? After all, when a patient 
is admitted to hospital he does not expect free choice of consultant, 
nor in practice does he have it. Why therefore should he expect 
free choice at all times from the G.P. section of the profession ? 
Was not that merely a tradition deliberately engendered by the 
competition of private practice ? 

“ 5. . . . and there is no chance of doctors being crammed into 
health centres before the merits of these have been assessed.” 6. 
We practise in our premises and cannot at any time be forced into 
a health centre.” — An important point here is to ascertain whether 
Dr. Cockshut is in active general practice at the present time. If 
he is not, then he can-hardly be expected to appreciate the practical 
difficulties (as opposed to the theoretical) of trying to give a 24-hour 
service without domestic help in our homes, or to understand that 
this can in fact only be done at the price of the G.P.’s health and 
of that of his wife. Living-in domestic help is now unobtainable 
except in the form of a married couple or of a mother and child, 
neither of which can many of us afford either in money or accommo- 
dation. Daily domestic help, or that of a secretary, is obtainable 
from 9 a.m. until 5 pjn., hut at a wage quite beyond the financial 
ability of most G.P.s, so long as we are paid at the 1939 value 
of money while labour is employed at the 1948 value. And these 
ladies, do not work at week-ends. But I can assure Dr. Cockshut that 
the G.P.’s telephone rings long before 9 a.m. and continues to 
ring long after 5 pjn., nor is it altogether silent on Saturdays and 
Sundays. Bearing these facts in mind, I can assure him also that the 
G.P. awaits with anxiety and anticipation the provision of health 
centres, and that it would need no force whatever to make them use 
them. 

On this point it would be enlightening to ask the G.P.’s wife to 
what extent she enjoys having no peace or privacy day or night in 
what should be her own home either on week-days, at week-ends, or 
holidays; having her .home invaded by any stranger at any hour; 
having her meals and her sleep disturbed; having to leave the 
toast to bum and the milk to boil over and the baby to scream 

in the middle of its feed while she tires her already weary 

feet in order to answer the telephone or door-bell, as often 
as not for some quite fatuous reason. Ask her, in fact, 
how she likes having an office in her home—not just for 

eight hours, mark you, but during every hour of every day all 

through the year except holidays. Ask her bow she enjoys having 
a husband whose mind never can be at rest, whose plans are always 
uncertain, and a home which can never be a home at any time, etc. 

Sir, it is my contention that the present hours of duty 
expected of the G.P. should be altered because they arc no 
longer necessary; that the N.H.S. gives us, for the first time, 
the conditions under which it is possible to better them ; and 
that this change could be effected by the introduction of a 
salaried service and by a salaried service only. 

Should we ever obtain the beatific working conditions which 
I envisage, the G.P. could then live at least five miles away 
from his practice and so be spared the constant interruption 
of his private life by matters which could be dealt with perfectly 
adequately by the duty doctor. In fact, had the Minister of 
Health (in spite of the B.M.A.) given us this inestimable boon 
TtniTiv oi us, and partlcu'iai’ty our wives, xvtni'id have Tftw 6 '& 
bless the name of Bevan. 

After six months’ experience of the N.H.S. I think it essential 
that a plebiscite should now be held among G.P.s on this po> n | 
of the desirability of a salaried service so that the medical 
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negotiating powers couid be conversant with the present views 
of the rank and file of the profession which they represent. 
Let the G.P. decide for himself whether the freedom gained 
lor his private life would not in fact outweigh all the theoretical 
disadvantages of a salaried sen ice. 

No doubt outpatients would not approve at first of the new 
system, but in time that would get used to it; and when thev 
find that medical help is always at hand in the form of a duty 
doctor they would not resent the new'-w'on freedom of the 
doctor and his wife. I feel sure of this, for if nothing before 
has proved it the N H.S. has proved, anyway to me, the funda- 
mental considerateness of the vast majority of patients when 
they understand our working conditions and what they mean. 
As regards the inconsiderate type of patients, who are in the 
minority, I see no reason for us to pander to their selfishness. — 
T am, etc., 

Engleficld Green. Svrro W. E. R. Branch. 

In answer to a question put in the above letter. Dr. R. W. 
Cockshut is in active genei,., practice. — E d., B.MJ. 


Sir, — I am glad to see tb r Dr. R. \V. Cockshut's conscience 
is 'troubling him (Supplerier'. Jan. 29, p. 46) about the part he 
played in delivering up the profession bound hand and foot in 
that he finds it necessary to defend it publicly twice in a fort- 
night. His apology is more accurate on paper than in practice 
— e.g., local authorities muv be banished but many familiar 
faces survive on management committees. 

“We have the absolute right to set up in any part of the 
country'. ...” Has he tried ? Is he aware of the 200 or so 
applications for each vacancy advertised 2 

“There will be no capital financial difficulty. ...” In the 
bad old days an impecunious doctor could borrow £4,000 and 
be assured of an immediate income of £2,000 out of which he 
could live comfortably while repaying the loan. Now, accord- 
ing to Dr. Cockshut. he can set up and be assured of at least 
£300 per annum for the first year and maybe three times that 
amount in the second. How does he exist in this period, let 
alone rent a surgery or buy a car ? The buying and selling of 
practices in a 100% scheme is logically indefensible and could 
never have been upheld against any political party, but that 
does not help the unfortunate doctor wishing to set up in 
practice. 

“The decision to hold an immediate plebiscite was one of 
the wisest the Council took. . . ." He is certainly in a minority 
there. Most people would agree that it was this action which 
precipitated the landslide. 

•* The financial side will be remedied very quickly. ...” 
What about the consultants and specialists, who, having lost 
their private practice, will receive only token payments for at 
least a year ? 

I agree with his remarks about losing the initiative ; this was 
a worse tactical error than the second plebiscite. The funda- 
mental and almost irretrievable error was in not getting satis- 
factory' terms of service in black and white before agreeing to 
enter the Service. Any “well-informed doctor" or one with 
experience of bureaucratic medicine — e.g., in the Services — 
could have told him that on entering the Service one surrenders 
practically 100% of one's bargaining ability. The demists took 
care not to enter until they were assured that their terms would 
be at least financially satisfactory. That this was probably due 
to a miscalculation on the other side is shown by the fact that 
their incomes have now been statutorily limited. Whatever 
one may say or think about the high calling of medicine and 
sordid financial gain, one cannot attend to the former with a 
pocketful of unpayable bills, and unless financial security is 
assured Mr. Bevan will very soon dance on our collective 
grave. — I am, etc., 

Bcvks. KceV, G. D.U.LEY. 

Openings for Practice 

Sir, — D r. R. W. Cockshut ( Supplement . Jan. 29, p. 46) has 
placed his finger on a spot that may become gangrenous in 
time. The tyranny of the Act will not be exercised by any 
Minister of Health but by members of our own profession. 

I think Mr. Bevan genuinely intended that there should be free 
movement of doctors except inside specially defined areas. 


This intention is being thwarted and will be thwarted by the 
selfishness of local medical committees. 

The cumbrous process by means of which a practice car. 
change hands is likely to serve as a medical preserve in most 
areas. The young doctor is finding it increasingly difficult to 
settle anywhere. Men who for health reasons or family reasons 
wish to change- into other areas either find themselves in a 
queue or the post is filled by a.favoured nominee of the local 
medical committee. Everywhere committees are hastening to 
assure the Minister that their area is over-doctored in case their 
own lists might become smaller. , The liberty of the profession 
is not being threatened by the Minister of Health but by the 
members of our own profession. We all know this is so in 
our own areas. 

It is time that a survey is made of the whole of medical 
practice and — according to the population — openings made, 
irrespective of local opinion, for all the doctors who are seek- 
ing practices. If something of this sort is not done everyone 
will live and die in the same neighbourhood whether he I - 
successful or unsuccessful. We made a vital mistake in giving 
up the goodwill of our practices, and our own brethren are 
riveting the chains with which vve have bound ourselves— 
I am, etc., 

Cambridge. A. E. MOORE. 

Superannuation and Spens 

Sir, — It has been stated in the BJiIJ. that the State’s contribu- 
tion of 8% of the assumed net income is taken into account 
in arriving at the true remuneration re implementation of the 
Spens Report. If this is so, it surely is essential that the 
superannuation regulations be amended so that, if a doctor dies 
or retires within five years of entering the National Health 
Service, he or his executor is refunded the State’s contribution 
in addition to his own, with, of course, interest compounded 
on both sums. If the State’s contribution is not so returnable, 
it then is certainly not deferred income for the unfortunate 
doctor who does not do five years’ service. — I am, etc., 

Wolverhampton. Lt.EVVEU.YN C. RCTTER. 

Fee for Service 

Sir.— After reading Dr. R. W. Cockshut’s letter ( Supplement . 
Jan. S, p. 16) recommending resignation if there is any more 
talk by the Ministry of the totally inadequate 20% betterment 
factor, and that vve discard Spens if it does not give us at least 
a 30s. capitation fee, 1 was amazed to read his apologia for 
the B.M.A. ( Supplement . JaD. 29, p. 46) and claim for a limited 
victory as a result of the Representative Body’s surrender to 
the Minister. Most of the claim has been already shown as 
hollow or of questionable value by subsequent experience. 

As to the betterment factor, what confidence can be placed 
hi the B.M.A. economic expert’s figure of 185% as compared 
with 1938 ? This calculation does not even include the cost 
of buying and running a car. One might as well control the 
price of steel taking no account of the increased cost of C03l. 
materials, equipment, and labour since 1938. Again, large 
numbers of us do not own houses or have bad to buy at 
post-war prices. A doctor should have an abode correspond- 
ing with the dignity of his profession, and this _ item must be 
included in the increased cost of living. The index assume- 
controlled rents of houses and surgeries, and denies that the 
effect of post-war prices would be large. 

When I read the various suggestions for increasing the capita- 
tion fee for the first thousand, weighting it for the old and the 
very' young, and for inducement fees in certain areas, 1 feel 
how indissolubly complicated the capitation system must be- 
come yet still be unfair. No matter what capitation fee we 
receive — and vve can be sure it will never be adequate from 
previous experience — our reaction to the capitation patient will 
always be that inspired by the insufferable nuisances we have 
on our list. Eliminate all this by an adequate fee for service 
plus a substantial addition by the patient and we will be paid 
in proportion to our work. In the country’ districts a mileage 
scheme will continue to operate. 

I wTote to the Member for Dorset East challenging the Con- 
servative Party, if re-elected, as champions of private enterprise 
and initiative, and' freedom of the individual, to withdraw the 
compulsory weekly levy on the self-employed, saving that it 
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was universally detested. He replied that, while in favour of a 
national health service, the present Act went too far and he 
felt that a Conservative Government would bring in an amend- 
ing Bill, but that one of the difficulties was the difference of 
opinion among medical men. He did not want doctors to be 
in the power of any Government, and having had experience 
of State medical services did not like them, except in special 
cases to meet special conditions. This was a reasonable answer 
under the circumstances, and I can only hope that most other 
general practitioners will seize the opportunity without delay 
to put the same question to their Conservative member or 
prospective candidate. — I am, etc., 

Bournemouth. A. R. THATCHER. 

The Stream of Specialists 

Sir,— I n the course of one’s hospital career one has seen 
many men spend some of the most valuable years of their 
lives preparing themselves for the career of a consultant only 
to find that the way was blocked by lack of a “ vacancy on 
the staff.” Some of the best have been frustrated after years 
of hard struggle and have naturally become embittered. A 
feature of present-day hospitals is the large number of clinical 
assistants, first assistants, and registrars who are already upon 
the lower rungs of the consultant ladder. A glance over the 
advertisements in the Journal shows that apparently there is an 
-ever-increasing number of these appointments— more than a 
year ago. There is also a great increase in the numbers of 
• candidates tor the higher qualifications. Even allowing for 
a vast increase in the posts for fully qualified specialists it is 
impossible to avoid a strong suspicion that in a few years 
there will be a large number of the brightest young doctors 
•doomed to disappointment in their career. 

The problem demands urgently the study by experts on staff- 
ing problems in order to promote a steady flow of the required 
number of consultants and to prevent the formation in a few 
years of a pool of the cleverest (not necessarily the best) young 
people in the profession engaged in internecine strife for pro- 
motion. It is not a medical problem, and it is really the duty 
-of the Ministry (on grounds of economy alone) to see that this 
is done. Unfortunately it is open to the cynical to say that 
general practice is at any rate open to the unsuccessful would- 
be consultant, but this cannot be accepted at the present day, 
for their services are wanted in general practice about one year 
after qualification, not ten years after, when they will have 
become discontented specialists who have forgotten much of 
medicine away from their specialty. It may even be difficult 
for such to get into general practice at that period. It is not 
too easy to-day. 

It is a much more urgent problem than the provision of easy- 
► chairs in out-patient halls. It demands that the policy of the 
Ministry on future staffing of hospitals (if there is such a policy) 
be put on the table and submitted to the examination of medical 
and lay experts.— I am, etc., 

Helensburgh* T>unb 5 itanshJre. f * ' A-RNES. 


Association Notices 


PROPOSED ALTERATION IN DENBIGH AND 
FLINT DIVISION 

Notice is hereby given by the Council of a proposal to form 
■two Divisions in the place of the present Denbigh and Flint 
Division as follows: 

The East Denbigh and Flint Division : the area of the present 
Denbigh and Flint Division to the east of the Clwydian Range. 

The West Denbigh and Flint Division : that part of the 
-present Dettbtch and Flint Division which lies to the west 
T the Clwydian Range, with the addition of Colwyn Bay, 
<_ 'd Colwyn, and Rhos-on-Sea. 

Any member affected by this proposal and objecting thereto 
: should write to the Secretary of the Association not later than 
Feb. 26. 1949. 

Charles Hill, 
Secretary. 


ELECTION OF MEMBERS OF THE COUNCIL BY 
BRANCHES NOT IN GREAT BRITAIN OR 
NORTHERN IRELAND 

As a result of the nominations received for the election of 
members of Council by Branches overseas the following have 
been elected for the three years 1949 to 1952: 


Branches within the area of the Medical 

Associaiion of Eire 

South Australian, Tasmanian, Vic- 
torian, and Western Australian 
New Zealand and Fiji 
Hong Kong and China, Malaya 


P. T. O’Farrell, Dublin. 

J. H. Anderson, Ruthin. 
J. A. Stall worthy, Oxford. 
J. S. English, Netvtown- 
ards. 


The following candidates have been nominated for the 
Branches named: 

West Indian Branches .. ... .. H. B. Morgan, London. 

J. B. W. Rowe, Harrow. 
Grouped African Branches . . . . L. R. Broster, London. 

P. C. C. Gamham, 
Fambam Common. 

Voting papers will be issued to all the members in these two 
Groups. 

No nomination has been received in respect of the New South 
Wales and Queensland Branches. 

Charles Hill, 
Secretary. 


Diary of Central Meetings 

February 

22 Tucs. Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 

24 Thurs. Occupational Health Committee, 2 p.m. 

24 Thurs. Committee on Psychiatry and the Law, 2 p.m. 

25 Fri. Film Committee, 2 p.m. 

March 

1 Tues. Health Cenne Committee. 2 p.m. 

2 Wed. Dawson Williams Memorial Fund, 11.30 a.m. 

2 Wed. Private Practice Committee, 2 p.m. 

3 Thurs. Special Conference of Representatives of Local 

Medical Committees, 10 a.m. 

3 Thurs. Special Meeting of Council, O' p.m. 

Branch and Division Meetings to be Held 

Camberwell Division. — At St. Giles Hospital, London, S.E., 
Tuesday, Feb. 22, 8.30 p.m. Clinical meeting. 

Chelsea and Fulham Division.— At Fulham Town Hall, Friday, 
Feb. 25, 8.30 p.m, for 8.45 p.m. Special general meeting. Address 
by Dr. L. S. Potter on the latest developments in the N.H.S., with 
special reference to the reorganization proposals recommended OY the 
B.M.A. Council. Time will be allowed for discussion and questions. 

• Guildford Division. — At Royal Surrey County Hospital, Guild- 
ford, Friday, Feb. 25, 8.30 p.m. Address by Lord Horder: “ Where 
Do We Go From Here 7 ” 

Hastings Division. — Special meeting announced in Supplement of 
Feb. 12 (p. 80) to be held on Feb. 20, 3 p.m., has been postponed 
until March 20, 3 p.m. 

Hastings Division.— -At Royal East Sussex Hospital, Thursday, 
Feb. 24, 8 p.m. Mr. F. T. Moore : “ Plastic Surgety.” 

Hendon Division. — At Hendon Hall Hotel, Tuesday, Feb. 22, 
8.30 p.m. Combined address and demonstration by Dr. P. E. 
Thompson Hancock and Mr. Reginald Ledlie: “Early Diagnosis 
of Cancer of Stomach.” Illustrations by colour cinematography and 
lantern. 

Leigh Division. — At Boar’s Head Hotel, Leigh, Tuesday, Feb- 22, 

• 8.30 p.m. Joint meeting of Leigh and Wigan Divisions. Address 
by Dr. E. E. Claxton on the present position under the Nalional 
Health Sendee, including remuneration and the trade union issue. 
Discussion and questions will follow. 

Lewisham DmsiON.— At St. John’s Hospital, Morden Hill, 
Lewisham, London, S.E., Sunday, Feb. 20. 11 a.m. Clinical meeting. 

North of England Branch. — At Royal Victoria Infirmary, 
Newcastle-upon-Tyne, Thursday, Feb. 24, 7.15 p.m., Clinical demon- 
stration by Dr. C. N. Armstrong: “ Hypopituitarism Following Post- 
partum Haemorrhage (Simmonds’s Disease).” 8.45 p.m., address by 
Mr, C. Gordon Irwin: "America, 1948.” 

Westminster and Holborn Divt"—r T-- ■' ■•■’-■Chelsea 

and Fulham and Kensington and : ! * at Post- 
graduate Medical School of the Rc ' ■■■..■ ’, ’ Onslow 

Gardens, Fulham, S.W., Wednesday, Feb. 23, 8.30 p.m. Dr. M- 
Lederman : " Cancer of the Cervix.” Open to all medical practi- 
tioners in the area of the Divisions. . . 

Wigan Division. — At the Hollies, Wigan Lane, Wigan, Thursday 
Feb. 24, 8.15 p.m. Lecture by Dr. R. S. Taylor: “The Diagnosis 
and Treatment of Heart Disease.” A short general meeting wu 
follow. . 


Tile permanent offices of the Fellowship for Freedom in Medici'-’ 
are now established at 45, Nottingham Place, London, W.l. 
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Tiis subcommittee was set up by the Council of the Medical 
Vomen's Federation at its meeting in Bournemouth in 
)ctober, 1947 In the course of correspondence m The 
r i mes during August and September, 1947, one correspon- 
!ent had suggested that only married women doctors with 
hildren of their own could speak with authority on the 
leed or otherwise for anaesthetics in childbirth, and 
nquired whether anv concerted and thorough studs of 
he whole question had ever been undertaken This sub- 
committee was set up with the object of obtaining 
nformation on that point 

Method of ins estigation 

At its first meeting the subcommittee concluded that it was 
mportant to collect the necexsirv information as quicklv 
is possible It was thought that this information could 
test be obtained by means of a questionary to married 
nedical women It was decided to question only those 
vhose toungest child was not more than 10 years old 
\s a preliminary step, a “pilot" questionarv was sent 
jut to about 300 medical women The subcommittee is 
;atisfied that the questionanes were sent to a representative 
cample of medical women with children under 10 tears 
Names and addresses were supplied by members of the 
subcommittee and from information available at the head 
quarters of the Medical Women’s Federation It was felt 
bv sending out questionanes rather than b\ inviting those 
interested to apply for them, that a more satisfactory cross- 
section would be obtained of the group from which 
information was desired 

The questionary consisted of two parts, the first con- 
taining three general questions on relief of pain in child- 
birth and the second consisting of a separate sheet for each 
confinement on which details of childbirth and of the 
methods of relief given were requested 

The response to the questionary proved disappointing 
and onlv 196 rephes are available for anahsis However 
a great deal of \aluable information has been denied from 
the existing replies, and the subcommittee feels that no 
useful purpose would be sened b\ ant extension of the 
present inquiry An inquiry designed to include all medical 
women with children would entail sending a questionary to 
all medical women, since there is no means of knowing 
which of them arc married and which of those who are 
married ha\e children The response could not be expected 
' > be great enoush to justifv the expense of an extended 
tn\ estimation of that kind 

•The members of the subcommittee were Professor Lucas keen" 
and Dr Annis Gillie (cx-ofikiot Xliss Joscnhine Barnes fchai-manl 
O Barbara Baikv (hon •ecret-in), Dr K K Conrad (medical 
statistician}. Dr Enid Huches, Mrs Handheld Jones, Dr K G 
Lk-nd Williams Dr Mara Macaubv. and Miss D Andcrlon Sharpe 


STATISTICAL ANALYSIS OF SOME REPLIES TO 
THE QUESTIONARIES 

BY 

K. K. CONRAD, MB., B.S, D P H. 

Out of approximately 300 questionanes sent to medical \ omen, 
196 replies were received, giving details of 425 cunfirements 
Of these 22/. or approximately 52%. took place within the 
past five years, and 345, or approximatelv 81%, took place 
within the past ten years Details of these are given in Table A 
below and also in Table VI Of tne 196 rerfies, two did not 


Table A 


Date of Birth 

Nu—b-x- of Delivery 

1st 

| Zri 

3rd 

! 4th aid *th | To*al 

’943-4S 

82 1 

\ 7s 

42 i 

5T j cm 

19 *-43 

67 | 

1 ! 

15 1 


B fore I9-»S 

44 | 

vt : 

9 ! 

S I 

To af 

\9j | 

1 s ; 

j 64 , 

•'* I “ 


aive details of the first delivers ard one has been excluded as 
it occurred over 20 vears ago 

The rephe' to the three general questions are analysed in 
Tables 1 11 and ID 

Tabic I. — Do You Consider that Relief of Pain in Childbirth 
is Ncce'san ? 

I"* I Lrw r*at r 

No * I No repl> 1 

Som-u-i-s 6 | 

Thus IS4 out of 196 medical women who ha\e had children 
are in fa\our of relief of pain in childb.rth 


Table II — After your First Confinement Did \ou Dread a 
Second ? 



T>r- 

o r Ft •a Co a. ** *r_r t 


No— al I 

i si ) 

To 

\'es ! 

J? (M* ■) 

16 (Z5 m ? ( 

T4 

No ; 

IC9 (« J 

42 rf*. 1 

1M 

No rerh 


1 « 1 

II 

To al i 

I '2 

** f 

196 


Table II has been diMtfed for ob\.ous reasons, into normal 
and abnormal first confinements OrU 14 of mother* ba\inc 
a normal first confinement and 25% of tho*e bavin c an 
abnormal first confinement dreaded a second 

Table III. — Did You Find that the Mciror> of Pain in 
Childbirth Faded Quicklv ? 

N CN 11 

No 61 

No rep 1 ' .. - 

To*-’ . 

4599 
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The repiiev to ihe questions on individual confinements were 
tabulated into tables numbered IV to XVII Some of this 
materia! has been discarded, as will be indicated in the statis- 
tical analysis There were two main reasons for discarding 
material; in some cases the information received did not 
appear to be relevant to the present inquiry, while in other 
cases the small numbers falling under each heading were inade- 
quate for any conclusion of value to be drawn 
Tables IV and V dealt with abnoimahties of pregnancv and 
with length of labour and reasons for induction of labour 
where this was performed The material obtained was too 
diffuse for anv useful conclusions to be drawn from it 
Tables VI and Via deal with the method of deliver} The 
most notable feature is the high incidence of forceps delivery 


Table VI. — Analysis of Deliveries 


No of 
Delivery 

Norm'll* 

. 

Abnorm ij''- 

VI, 

Dtlivs 

Forceps 

omnhc vtcd 
Breech 

Cacxm in 

lot ll 

A bn 

1st 

130 

54 

1 

8 

f.t 

193 

2nd 

123 

10 


5 

15 

138 

3rd 

58 

6 

— 

2 

8 

66 

4th 

21 

\ 

— . 

1 

2 

23 

5th 

4 

— 


1 

7 

s 

Toni 

uc 

71 

1 

17 

S9 

4‘X’ 


* Twins j rc, countt-d us one delivery util included in the ipprooriue normal 
or abnormal group 


Table Via* — Analysis of 54 Forceps Deliveries in 1st Group 
of Tabic VI 


Reason not st Utd 26 

Persistent occipito posterior 1 1 

Uterine in rtia 4 

Deep transverse arrest or head •* 

1 octal distress 2 

On after-coming head . . 2 

1 ace presentation . I 

Disproportion 2 

Impacted head 1 

Cord round nccL l 

Prohpscd haemorrhoids J 


The average acre of the mothers in tins group jem 


in first births, 54 out of 193, or approximately 27‘ c (standard 
error (S E ) 3.2) of first babies, being delivered with forceps 
The avciage age of mothers in this group was 311 years — 
shghtlv higher than the average age of mothers achieving a 
noimal first delivery', which was 29 years. Table Via shows 
an analysis of the reasons for forceps delivery, but the large 
number, 26, who gave no reason for the application of forceps 
prevents anv conclusion being reached 

Table VII, which dealt with abnormalities in labour, was 
discarded as of no value. 

Table VIII deals with the place of confinement 


Tabic Mil. — Analysis by Place of Confinement 


Numbtr of Delivers 


To i 



1st 

1 2 ml 

3rd 

I 4th and 
j 5th 


Place of 
Confinement 

! i 

1 E 

1 - 

"? 

E 

c 

o 

c 

Si 

73 

E 

O ! 

7 i 

i 

o 

c , 
x> 

< 

Norrrnl 

r- 

£ 

1 J 

'< 

N i 

Normal 

15 

E 

C 

c 

£> 

< 

"r 

C 

6 

Z 

Hospital 1 

Private ward 1 

44 

19 

30 

4 

7 

4 

s 

0 

89 

Public ward i 

11 

0 

6 

0 

2 

0 

1 

0 

20 

Nursing-home ! 

51 

31 

44 

6 

21 

3 

7 

3 

123 

Domiciliary 

23 

13 

40 

5 

28 

1 

9 

0 

100 

Emergency hospital 1 

0 

0 

4 

0 

0 

| o 

0 

0 

3 

Car j 

1 






1 

j 


1 

To! ll 1 

IjO j 

63 

' 123 

15 

58 

! 8 

25 

3 

316 


Of the total deliveries 116 (27%) took place in 1 
pnvate wards, 166 (39%) in nursing-homes, and 119 (2 
the mothers’ own homes 
Table IX deals with the professional attendants. 


Table IX. — Analysis by Professional Attendant 


Attendant 

I 

1st j 2nd 

3rd 

4th and 
5th 

T. 

I 

o 

Z 

n 

7 

I 

c 

XJ 

< 

~a 

g 

o 

Z 

Abnormal 

Norma! 

X 

I 

o 

e 

S3 

< 

Normal 

Abnormal 

Normal 


Specnlisi oast iiici 1 1 

General practitioner 
Midwife 

House-surgeon 

Born before trmal 

6 

0 

71 

35 

15 

2 

n 

2 

0 

31 

Id 

7 

I 

6 

2 

0 

13 

S 

3 

1 

3 

0 

0 

207 

93 

32 

1 

3 

L- 

Tot tl Ml 

6* 

123 

15 

58 

8 

25 

3 

336 


Obstetric specialists attended at the delivery in 6 
normal births and 89% of abnormal births. An o 
specialist was encaged by almost all those delivered b 
wives, but was unable to reach the mother in time to 
the child 

Table X dealt with the presence or absence of a sp 
anaesthetist and the time of his or her arrival. The re| 
this question were inadequate to permit of analysis, ai 
table is therefore discarded 
Table XIa deals with anaesthetics given during laboti 
The bulk of anaesthetics were given in the second si 
labour, those by far the most commonly used being cblor 


Tabic XIa. — Anaesthetics in Stage 2 ot Labour. Total Deliveries 


Vru-slhetic 


Cnloroform 
Lther • 

Chloroform and ether 
Gas and-ox>gen 
Gas and air 
** Tnlene " 
Cyclopropane . 
Thiopentone 
General ** 

B \sal 

Hh\l chloride 


No ana?»lhciic . 

Total No of normal 
deliveno 

Normal deliveries receis- 
mc anaesthetics 


1st Laoojr 

2nd Labour 

3rd Labour 

1 

4th Labour 

a 

b 

b 

m 

g 

c 

a 

b 

B 

a 

b 

c 

S7 

11 

2 

6? 

■9 

2 

34 

3 

3 

8 

l 


2! 

3 

— 

7 

m 

— 

2 

1 

cl 





6 

— 

— — 

I 

— » 


— 


_ 

__ 
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IS 

7 

2 

7 

5 

2 

4 

3 

2 

A 

2 

1 

17 

21 

12 

15 

13 

7 

— 

3 

2 

T 


9 

4 

1 

1 

5 

5 

2 


— 

— 

A 

— 



— 



— 

— 

— 

— 

— ■ 

— 

— 

— 



1 

— 

— 

— 

— • 

— 

— 

— 

— 

— 

— 



7 

— 

— 

7 

— 

— 

1 

— 

— 

1 

— 



l 

— 

— 

I 


- 

~ 

— 

- 

\ 

"I 

- 


M 



■gtjn 



JC 

— . 


v j 

' 


131 


■ 


■ 


58 



21 



>0’r 




■ 


S3% 



9 











(Numbers too small) 


5th Labour 
» b c 

2 ] — 


All Labour 


a j 

b 1 

c 

,94 i 

24 

4 

30 1 

5 

• — 

■ac* 

1 

. — - 

mm 

18 

i 

o 

40 

23 


6 

3 


. 

— * 

1 

. 


17 ! 

j 

— 

? ! 

— 

-- 


~rT 
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9 

(Numbers too small) 


89% 


loV*., ot abnormal births received ana- thttics a completely satisfactory* b helpful, c, useless 


Classification of Anaesthetics m Tab ! e A la In general the entries arc classified under the mam anaesthetic JTic ether gre 
includes all jrv oxsgen, and ethers Gas-and-ox\gcn--given almost entirely by anaesthetist Gas~and-a»r— usually given 

Mmmtt apparatus by the pattern herself Tnlcne — tnchforcthylcnc The basal anaesthetics were “avertin'* (brometh 
.,nd paraldehyde Thiopentone (pcmothill civen mtravenouvlv 
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tas-and-oxygen, and gas-and-air. It must be noted that a high 
proportion of the births in this senes took place before the 
ntroduction of analgesia with tnlene. 

Women doctors speak almost unanimously of the efficacy of 
rhlorofomi given at this time. Out of 222 who received it 
194 found it perfect ; 24 of the remaining 2S found it helpful, 
eating only four dissatisfied with its effects. 

There is a suggestion that gas-and-atr, administered in nearlt 
;'crv case by the Minmtt apparatus, was slightly more effeciite 
n the first stage of labour (see Table Xlb), where 43% found 
t completely satisfactory, than in the second stage, where it 
ichieted that degree of effieienct in only 34% of cases. There 
s a strong suggestion among the replies to the questionaries 
hat in the case of gas-and-air and gas-and-oxygen given in the 
econd stage of labour the efficacy of the anaesthetic agent wav 
treatlv enhanced when administered by a trained anaesthetist. 
There are thus three variables — the type of anaesthetic, the 
■xpenence of the anaesthetist, and the time at which it is given 

Table Xlb shows that most of the sedatives and analgesic* 
‘ere administered during the first stage of labour. In the 
econd stage of labour the effect of these drugs is often over 
hadowed by the additional effect of an anaesthetic. Investtga- 
ton has therefore been limited to those given in the first stage 

In general, "as would be expected, there is a pronounced 
iecrease in the use of these drugs m increasing birth orders 


The sample is a small one, but there are two suggestive series 
of figures. 

First, marked dissatisfaction is expressed with the effects of 
potassium bromide and chloral, the colloquial “mothers’ mist." 
Out of 80 mothers who received it. 38, or approximately one- 
half. found it useless, and another 28 found it merely helpful, 
leaving only 14 who were entirely satisfied with it. Secondly, 
there is a suggestion that derivatives of opium were mere help- 
ful than morphine in a pure state — 4 out of 31, or nearly 1 out 
of S. finding the former useless, while 10 out of 40, or 1 m 4. 
found morphine itself useless. 

Those who did not reply and had abnormal births all had 
caesarean sections. In the case of 336 normal deliveries, 53 
mothers (16%) were left alone longer than they liked. Out of 
S9 abnormal deliveries. 12 (13%) made the same complaint. 
No cause for complaint in this respect was found in 83 , of 
rormal and 73% of abnormal labours. Of the 65 mothers who 
answered “Yes" to this question 40 were in the first stage of 
labour, 12 in the second stage and II at the end of the first 
stage and the beginning of the second 

Table XIII dealt with the question, “Were you made to 
wall, about at any stage of your labour when you would have 
preferred to lie down ? If so, when ? ” Hus table is not given, 
but the replies received showed that few of the mothers had 
any cause for complaint in this respect. 


Tabic Xlb. — Sedatives and Analgesics in Stage f of Labour. Total Deliveries 
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Classification of Drncs in Tabic Xlb — The hyoseme group includes scopolamine The morphirc and hyoscire croup includes 
all “ twilight sleep ” The barbiturates include " amytal," barbi one solub'e ( ‘ medinal "). “ seconal," “ hebaral sodium." thio- 
pentone sodium, thiopentone (not intravenous), and pentobarbitone soluble (" nembutal”! The opium derivatives include 
• opoidine," “omnopon.” “nepenthe,” and tincture of opium Heroin = diamorph]ne The chloral group includes chloral and 
potassium bromide (“mothers’ mist") and chloral hydrate 


Table XII. — Were You Left Alone Longer than Ion Liked? 
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Table XIV'. — Wanted More Relief 
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Table XIV deals with the question. “Would you have liked 
more complete relief ? " 

\ rather large proportion seemed dissatisfied with the relief 
afforded them during their deliveries, particularly in view of 
ihe fact that 14^out of the 193 first deliveries were conducted 
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by obstetric specialists and that medical women know what 
to expect when labour starts. This proportion was higher in 
the first stage of labour among the abnormal deliveries (36% 
compared with 27% in normal labours), but lower in the second 
stage. This is almost certainly due to the fact that in the second 
stage 100% of abnormal deliveries were conducted with an 
anaesthetic, compared with only 90 % of normal deliveries. 

Tables XVa and XVb deal with the question of perineal 
repair. 


The answer to the first part is. that a large majority of 
the medical women who completed the questionary are in 
favour of relief of pain in childbirth. Table I shows that 
184 out of 196 replied “ Yes ” or “ Sometimes ” to the ques- 
tion, “ Do you consider that relief of pain in childbirth is 
necessary ? ” while only 8 answered “ No.” 

The detailed investigation of the Various aspects of child- 
birth has yielded less definite information. This is due to 


Table XVa.-— Perineal Repairs 
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The numbers in brackets received inadequate anaesthetization 


Table XVb. — Perineal Repairs. Approximate Percentage of Total Births, Excluding Caesarean 


Type of Delivery j 

1st Delivery j 

2nd Delivery 

3rd Delivery 

I 

4th Delivery j 

5th Delivery 

Total Deliveries 

Normal , , . j 

Abnormal . . . . | 

55% (S E 4 4) 

87% (SC 4 5) 

41% (S E. 4-4) 

70% (S.E. 15 3) 

33% (S.E. 6-2) 

33% (S.E. 21) 

14% (S.E. 7*S) 


43% (S.E. 2-7) 
79% (SE. 4-8) 

Total . . 

69% 

44% 

33% 

14% (-) 

Nil j 

: 

50% 


The position with regard to anaesthetization for perineal 
repair seems to be satisfactory on the whole. A general or 
local anaesthetic was given in the majority of cases and only 
6 out of 184 mothers were dissatisfied. In the 18 cases where 
no anaesthesia was given only three expressed dissatisfaction. 

A large proportion of the mothers required episiotomy or 
suffered perineal tears (see Table XVb): 55% (S.E. 4.4) of 
notm.il first births, 41% (S.E. 4.4) of normal second births, and 
33 ’, (SE. 6 2) of normal third births. The average age of 
these mothers who required perineal repair was 29, 32, and 
3S \cars respectively. Abnormal deliveries showed a higher 
incidence. In the larger sample, taking all normal deliveries 
together, the percentage requiring perineal repair was 43 
(S.E. 2.7). 

Table, XVI and XVII dealt with the two questions. “Did 
you take any special steps in this pregnancy in order to diminish 
pain in childbirth? If so, what?” And, “Did you practise 
antenatal exercises for this purpose ; if so, do you think they 
were of value ? " The majority of the mothers answered “ No ” 
to these questions, and it is felt that not enough information was 
received from the replies to make it worth while to give those 
tables tn full. 

Gcbcitvi. Non*. — With the exception of the differences between 
normal and abnormal cases shown in Tabic XVb, none of the differ- 
ences noted as suggestive are s a tstically significant. In other words, 
the trend of the differences is suggestive but they could in fact be 
due to chance alone. The present sample is too small to minimize 
the effect of chance on the results of the analysis. 

Conclusions 

This subcommittee was set up with the object of obtain- 
ing the opinion of women doctors who had children of 
their .own on the need or otherwise for relief of pain in 
childbirth. It was also asked to carry out a concerted and 
thorough study of the whole question. The only possible 
method of carrying out such an investigation was by a 
questionary, a method which is immediately limited by the 
number who reply. Although the numbers arc relatively 
small, there is reason to suppose that the sample is repre- 
sentative and that certain definite conclusions can be drawn 
from the results. 


two factors — the small numbers in the sample and the 
highly complicated nature of the problem. The investiga- 
tion has shown the great diversity of drugs and anaesthetics 
used for analgesia and anaesthesia in labour. New anal- 
gesic and anaesthetic agents are being continually discovered 
and used in obstetric practice. It is noteworthy that very 
few of the medical mothers received pethidine and trilcne, 
both agents which have found great favour in obstetric 
practice in recent years and which are now used to a large 
extent in many obstetric departments. It is therefore prob- 
able that if this investigation were repeated in ten years' 
time the picture from the point of view of actual analgesics 
and anaesthetics would be very different. In the presen! 
investigation, however, much of the information received 
from the detailed studies is highly suggestive. 

It is found that the majority of the medically qualified 
mothers did not dread a second confinement even after an 
abnormal first confinement (Table II) and that over two- 
thirds (Table III) found that the memory of pain ir. 
childbirth faded quickly. 

The striking feature of Table VI, which analyses the 
method of delivery, is the high proportion delivered by 
forceps. This stands in contrast to the relatively low 
caesarean section rate. It is not possible to analyse the 
reasons for the large number of forceps deliveries— J4 
out of 193 first labours — though it may be accounted 
for in some cases by demand for delivery from the 
mothers themselves or to over-anxiety on the part of the 
attendant. 

Table VIII shows that the majority of the confinements 
took place in the private wards of hospitals or nursing 
homes, only 2S% of mothers being confined in their orni 
homes. Table IX, which deals with the professional atten- 
dant, shows that the majority of the mothers engaged ao 
obstetric specialist for their confinements. 

Two highly suggestive facts eme’rge from Tabic XL- 
which deals with anaesthetics given during the second stage 
of labour. Women doctors are almost unanimous in thrir 
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praise of chloroform, though, as previously mentioned, the 
majority of these births took place before trilene came into 
wide use for obstetric analgesia. The presence of a framed 
anaesthetist appeared to enhance the effect of gas-and-air 
or gas-and-oxygen. 

Table Nib deals with sedatives and analgesics, mostly 
given during the first stage of labour. A suggestive fact 
here is the almost universal dissatisfaction with potassium 
bromide and chloral mixtures. There is also the sugeestion 
that derivatives of opium itself, such as tincture of opium 
and papaveretum (omnopon, opoidine) are more effective 
than morphine in the pure state The small numbers m 
each group preclude any further conclusions from this 
table. 

Table XII deals with the question, “ Were you left alone 
longer than you liked ? " The answers showed that only 
65 mothers out of 409 who answered this question had any 
complaint in this respect, but those who answered “ Yes ” 
felt very strongly about the matter. 

Table XIII dealt with the question, “ Were you made to 
walk about at any stage of your labour when you would 
have preferred to he down ? ” The replies showed that 
only a few mothers had any complaint in this respect. 

Table XIV deals with the question, “Would you have 
liked more complete relief, and, if so, when ? ” The replies 
showed that a rather large proportion of the mothers would 
have liked more relief This may be partly explained by 
the fact that there is as yet no safe method of analgesia 
which is completely effective in all stages of labour — a point 
which only serves to stress the need for continuing research 
into methods of relief of pain in childbirth. The majority 
of these labours were conducted by obstetric specialists, 
who are likely to be familiar with the best available methods 
of relief and to offer them to their patients. 

Tables XVa and XVb show that the situation with regard 
to perineal repair is on the whole satisfactory. Tables 
XVI and XVII dealt with antenatal exercises and prepara- 
tion for childbirth. Unfortunately the information gained 
from these tables was inadequate. While there is a 
real need for information on these points, it could be 
gained equally well from mothers who are not medically 
qualified 

The subcommittee feels that this investigation has yielded 
some important information and has also indicated pos- 
sible lines of future investigation into the conduct of child- 
birth. As stated earlier, it is not felt that any extension 
of this particular investigation would be worth the work 
and expense involved. This report is presented as fulfilling, 
at least partly, the terms of reference of the subcommittee 
and in the hope that it will prove of value. 

It is fully realized that the medical mothers studied in 
this report represent a specially privileged group and that 
the type of obstetric care they received cannot, at any rate 
for many years, be made available to all mothers. It js 
well known that even when elaborate equipment is not 
available a doctor or midwife can safely relieve much of 
the suffering of childbirth. In spite of this, the scope and 
availability of obstetric analgesia m the country as a whole 
leave much to be desired. The medically qualified mothers 
in this series are, with few excepUons. emphatic in their 
opinion that relief of pain is necessary in childbirth, and 
it is hoped that it will not be long before adequate means 
J relief are made available to all mothers. 

Summary 

The Subcommittee on Pain in Childbirth was set up by the 
Council of the Medical Women's Federation to obtain informa- 
tion regarding relief of pain in childbirth from married women 
doctor- with children of their own 


A “ pilot ” questionary was sent to about 300 medical women, 
and 196 replies were received from those whose vouncest child 
is not over 10 years of age. 

Analysis of the replies shows that women doctors who have 
themselves had children are almost unanimously in favour of 
relief of pain in childbirth. 

It was found that in the majority of cases the moihers did 
not dread a second confinement, and also that the mention. o f 
pain in childbirth faded quickly 

Analysis of the method of delivery showed a high incidence 
of forceps delivery in pnmigravidae No adequate explanation 
can be given for this 

Analysis by p'ace of confinement and by professional atten- 
dant showed that the majority of medical women are confined 
in private wards of hospitals and nursing-homes and the 
majority are cared for by obstetric specialists 

Analysis of anaesthetics given mainly in the second stage of 
labour shows that this group of medically qualified mothers 
found chloroform by far the most effective anaesthetic agent. 
It is noted that most of these births took place before trilene 
came into wide use in obstetrics The efficacy of gas-and-air 
and gas-and-oxygen appears to be enhanced by the presence of 
a trained anaesthetist. 

The small size of the sample precludes any definite opinion 
on the relative efficacy of the various drugs and sedatives given 
in the first stage of labour. The results, however, show con- 
siderable dissatisfaction with potassium bromide and chloral 
mixtures. 

Out of a total of 409 mothers who answered the question, 
“Were you left alone longer than you liked? ’’ 65 answered 
in the affirmative. Few mothers were made to walk about 
during their labours when they would have preferred to lie 
down 

A rather large proportion of the mothers stated that they 
would have liked more complete relief, 123 out of 425 deliveries, 
or 29 c o, for the first stage and 103 out of 425 deliveries or 
24°o. for the second stage. 

The situation with regard to perineal repair appears to be 
satisfactory . 

No information can be obtained from this senes regarding 
Ihe value of anlepatal exercises or of preparation for child- 
birth. Two questions were asked on these points, but no 
information of practical value could be obtained from the 
replies 

Dr K. K Conrad has earned out a tremendous amount of work 
in analysing the replies to the que'tionanes and in compiling the 
staiislical report The other members of the subcommittee are grenib 
indebted to her 

The subcommittee would also like lo express its thanks to Mi«s 
Mabel Rcw. secretary of the Medical Women’s Federation, for her 
help vviih correspondence, m sending out questionanes, ard in tracing 
names and addresses of medical moihers 

The National Birthday Trust Fund has given this investigation a 
grant to cover all expenses The Medical Women's Federation wocY 
like to express us great indebtedness to the Fund 


The Ministry of Health has issued a memorandum on the 1 cen-nu 
of mentally defective patients from institutions The foundations 
cf the scheme are (1) the selecuon of patients fit for cotrmur.irv 
care, (2) choice of a suitable licensee and environment, and (31 social 
and medical supervision” The fuller the social training given and 
Ihe greater -the degree of supervised freedom and responsibil ty 
allowed, Ihe easier it is to judge of a patient’s capacity to live outs’de 
An ancillary hostel from which they can go out to daily wort is 
useful in testing their fitness for licence in the community. Mental!' 
defective per-ons are generally unfit for the responsibil’ty of marriage 
and parenthood, but the Board of Control considers that, wbere a 
pauent who has been regarded as sufficiently stabilized for com- 
munity care is found to be maimed, the presumption is in faveu- 
of discharge provided there is ground for thinking lhat the couple 
can maintain a home Before recalling a patient who marries or is 
about to many the supenntendent should obtain full information, 
including a medical report on the pauent’s mental condition and 
reports on the character and financial position of the spouse and 
other relevant circumstances. The Board will then consider ihi- 
information as well as the opinion of the hospital management 
committee before deridtng on the question of discharge 
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TUBERCULOUS MENINGITIS 

EARLY DIAGNOSIS, AND A REVIEW OF TREATMENT 
WITH STREPTOMYCIN 
BY 

J. RUBIE, M.D., M.R.C.P. 

Assistant Medical Officer , High gate Hospital 
{Archway Group of Hospitals ) 

AND 

A. F. MOHUN, M.B., B.S, 

Senior Assistant Pathologist, Archway Group Laboratory 

At a unit at Highgate Hospital, established under the auspices 
of the Medical Research Council, 67 cases of tuberculous 
meningitis were admitted during the period July, 1947, to 
August, 1948. We have analysed the clinical and patho- 
logical findings in these cases and in a further 9 patients 
who recovered without streptomycin. 

For the purpose of assessing the results of streptomycin 
treatment the analysis is confined to 54 cases (Table I) 
admitted during the period July, 1947, to May, 1948, giving 
a minimum observation period of 231 days (8 months).* 
Of these cases 23 were included in the Medical Research 
Council Report (1948). 

Diagnosis 

History of Contact.— A history of contact was established 
in 23 of 67 cases (34%). Patients under 3 years of age 
differed from older patients as shown in Table II. 


Table II 



Total No. 

No. giving History of Contact 

Pot’cnls under 3 years of age 

1 21 

12 (57%) 

Patients cner 3 „ 

| 46 

11 (24%) 


1 61 

23 (34%) 


5-7 P<002. 



Three of the nine patients who recovered without strepto- 
mycin treatment gave a history of contact with tuberculosis. 


Clinical Findings 

Table III summarizes the main clinical findings and 
illustrates the interval between the first appearance of signs 
md symptoms and the day of diagnosis — the latter being 
theday on which the decision was made to start streptomycin 
treatment. 

In this scries of 67 cases the basic pattern of the disease 
was remarkably constant. Tuberculous meningitis has a 
prodromal period, characterized by irritability, listlessness, 
and fatigue, and failure to gain (or actual loss of) weight. 
It is not possible to know how long this stage lasts in any 
given case ; it may be a few days or as long as three 
months. The child may appear to recover temporarily, 
or may pass directly into the next stage, characterized by 
headache, vomiting, anorexia, constipation, and fever (in 
that order of frequency of occurrence). Table HI shows 
that diagnosis was most commonly made eight to fifteen 
days after the beginning of this second stage. Drowsiness, 
squint, photophobia, and neck rigidity came later, preceding 
diagnosis by one to five days. 

Twenty-one of our patients were under 3 years of age. 
In this age group some of the signs and symptoms described 
above are not easily discernible or are impossible to elicit 
because such patients are often unable to convey complaints. 

♦Ckcs remitted afler May. 1948, form part of a series alternate 
members of which received intrathecal “ sulphetrone ” in addition 
to streptomycin ; we hope to report on this senes later. 


Table III . — The Interval between the First Appearance of Signs and 
Symptoms and the Day of Diagnosis 


Days before Diagnosis 



0-3 

4-7 

8-11 

12-15 

16-20 

21-30 

31-40 

41-50 

51-60 

61-70 

Headache 


2 

3 

12 

10 

2 

6 

1 

0 

I 

1 

Vomiting 


4 

10 

16 

S 

2 

4 

0 

0 

0 

0 

Anorexia 


1 

2 

5 

7 

3 

3 

2 

0 

0 

0 

Constipation 


0 

s 

5 

3 

0 

0 

2 

0 

0 

0 

Irritability 


2 

2 

4 

4 

0 

1 

2 

! 

0 

0 

Fatigue . 


0 

3 

2 

2 

3 

1 

1 

1 

0 

0 

Wasting . . 


0 

0 

0 

2 

1 

I 

0 

1 

1 

0 

Drowsiness 


6 

8 

6 

3 

1 

- 0 

0 

0 

0 

1 

Squint . . 


3 

1 

0 

n 

0 

0 

0 

0 

0 

0 

Fever 


1 

2 

6 

3 

I 

2 

0 

0 

0 

l) 

Neck rigidity 


21 

7 

2 

0 

0 

0 

0 

0 

0 

0 

Paralysis 


0 

0 

1 

I 

0 

0 

0 

0 

0 

0 

Fits 


4 

0 

1 

0 

0 

1 

0 

0 

0 

0 

Delirium 


I 

2 

0 

0 

0 

0 

0 

0 

0 

_0 

Coma 


6 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Abdominal 

pain 

0 

1 

0 

1 

'0 

0 

0 

0 

0 

0 

Diarrhoea 


0 

1 

0 

2' 

0 

0 

0 

0 

0 

0 

Photophobia 


4 

0 

0 

0 

0 

0 

0 

0 

0 

0 


The figures in the body of the table indicate the frequencies of occurrence o 
the intervals. 


The prodromal features may be missed in this group ; list 
lessness may be difficult to detect, and minor degrees o 
irritability may be attributed to teething or feeding diffi 
culties. Such patients may be unable to disclose th 
presence of headache (the earliest and the commonest ever 
in the next stage), so that vomiting becomes the presentin 
feature. In very young patients the disease tends to ru 
a more rapid course ; the vomiting may rapidly give plac 
to meningism, squint, drowsiness, and soon to coma. Vomi 
ing (rapidly followed by meningism) was the earliest sig 
in 23 of the 67 patients,, and 16 of these 23 were n< 
more than 3 years of age, the oldest of the 23 being 
years of age. 

Apart from the variations in mode of onset due to agi 
certain less common signs and symptoms may be supei 
imposed on the general pattern, or the presenting feature 
may be notably few in number. Three patients (all unde 
3 years of age) presented with fever only — followed b 
neck rigidity within a few days. In three cases diarrhoe 
accompanied vomiting, giving rise to a misleading pictur 
of gastro-enteritis ; in another two cases abdominal pai 
was prominent. Fits or convulsions occurred in six patients 
in one of these the fits preceded all else by ten uneventfi 
days ; in another the fit was followed by a hemiplegi 
which lasted six hours and then disappeared ; in tl 
remaining four patients fits were a late feature. 

Transient paralysis of arm and leg (lasting 24 hour 
occurred in one case 15 days before diagnosis and led 1 
an initial diagnosis of poliomyelitis. Transient loss < 
speech for a few hours accompanied by a headache (whir 
persisted) was noted in one case 40 days before diagnosis 
symptoms of the “ middle stage ” (see below) followed tv 
weeks later. In two cases whooping-cough, and in or 
case mumps, occurred a few weeks before the onset < 
signs and symptoms of tuberculous meningitis. 

In three, cases the child had sustained a blow on tl 
head before the illness. One of these cases was admitti 
to a hospital with headache and vomiting following a ki< 
on the head, and was (here found to be suffering fro 
tuberculous meningitis (previously the child had apparent 
been quite well). 

On admission to the unit, all cases were classified in t! 
following manner. Early cases (E) : fully conscious patieni 
with no focal signs and little or no meningism, but "7 
pathological cerebrospinal fluid and a characteristic men! 
picture. Middle cases (M): fully conscious but sometim 
drowsy and lethargic, with neck rigidity and perhaps foe 
signs. Advanced cases (A) : unconscious or deeply stuporoi 
patients. The length of the period of illness before adnai 
sion bore no constant relation to the stage on admissio 
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Mental Picture on Admission . — The mental picture was 
that of apathy, with poverty of speech and movement even 
in fully conscious patients — often accompanied by resent- 
ment of even the slightest interference. \Ye have come to 
the conclusion that this mental attitude is the most valu- 
able single criterion in the differential diagnosis from other 
forms of meningitis. The apathy may later give place to 
a state of confusion, in which the patient lies quietly in 
bed ; interrogation will reveal varying degrees of with- 
drawal from the environment. Occasionally noisy confused 
behaviour alternates with the apathy. This mental picture 
is of course recognized as indicative of raised intracranial 
pressure. 

Eyes . — Papilloedema is a common finding in middle or 
advanced cases. Choroidal tubercles were seen in 5 cases 
in association with miliary tuberculosis of the lungs 
accompanying the tuberculous meningitis. 

Diagnostic Investigations 

(i) Mantoux Test . — This was completed in 51 cases : 16 
patients lived -only a few days after admission. The 
reactions are shown in Table IV. 


Table V 


C.S.F. Sugar 
mg. /tOO ml. 

No. of 

Cases 

CS.F. Sngar 
ms-/ ICG ml- 

No. of 
Cases 

5 + 

2 

304- 

I 

10 + 

4 

35~ 

5 

15 + 

6 

40 J- 

2 

204- 

4 

43 + 


25 + 

4 

50 — 



Five further cases first showed acid-fast bacilli at later dates. 
The organisms were often very scanty in number. 

Culture and Guinea-pig Inoculation . — Culture of the C.S.F. 
was made on Lowenstein medium in every case and a guinea- 
pig inoculation was carried out. The results' are summarized 
as follows: -total cases, 67; positive by culture and/or guinea- 
pig, 58 (87%). Nineteen cases whose C.S.F. was negative by 
direct examination for acid-fast bacilli were verified bacterio- 
iogically by culture and/or guinea-pig inoculation. Four cases 
were diagnosed by microscopical examination of the C.S.F. but 
failed to yield positive cultures or inoculations. (The diagnosis 
in these cases was verified at necropsy.) If these are added to 
the positive cultures and inoculations the total number of cases 
diagnosed bacteriologically (otherwise than by post-mortem 
cxaminafion) is 62 (92%). Varying numbers of strains from 43 
patients have shown no significant streptomycin resistance. 


Table IV 


’ 

E Cases 

M Cases 

A Cases 

Total Cases 

Positive at 1 in 10,000 . . 

17 

13 

4 

34 

„ 1 in 1.000 . . 

6 

3 

3 

12 

.. 1 in 100 

0 

3 

1 

4 

Negative in all three dilutions . . 

0 

1 

0 

I 

1 


A positive reaction svas defined as an area of oedema mess jring at least S mm. 
n diameter. 


(ii) Chest Radiograph . — Definite abnormalities in the chest 
c-ray film were seen in 50 of 66 cases (one patient died 
before radiographs could be taken). They comprised : 
a) A primary complex (usually hilar adenitis, sometimes 
tccompanied by indications of pulmonary collapse) in 35 
:ases. (b) Miliary disease of the lungs in 13 cases. (A 
iirther 6 cases proved at necropsy to have miliary disease 
rf the lungs,- although there was no radiological evidence 
jf this during life.) (c) Phthisis, present in two adults. In 
he remaining 16 cases no abnormality was seen. 

(iii) Cerebrospinal Fluid . — The following investigations 
vere carried out : 

Cell Count— The cell count ranged between 30 and 1,000 
tells per c.mm. The figure bore no relation to the stage of 
he disease on admission. The picture was predominantly 
ymphocytic in all but two cases. 

Protein Content . — All cases (with one exception) showed 
ncreased protein at the initial lumbar puncture: the figures 
anged from 35 mg. to 3.5 g. per 100 ml., and bore no relation 
o the stage of the disease, except that grossly raised protein 
evels were usually associated with spinal Ioculation due to 
pread of the disease down the theca. 

Chlorides . — It is generally appreciated that though a falling 
:hloride level in the C.S.F. is often found the level is not 
isually of great help in diagnosis, because in early cases it 
nay be quite normal or only slightly reduced. Our figures 
onfirm this view. 

Sugar. — C-.S.F. sugar levels were not accurately estimated in 
he early period of our work, as it was not appreciated that 
liagnostic information would be obtained. When later such 
stimations were performed approximately 1 ml. of C.S.F. whs 
ollected in a separate bijou bottle containing an appropriate 
mount of sodium tluoride. The sugar levels at initial lumbar 
mneture are summarized in Table V. It will be seen that in 
io case was the level above 45 mg. per 100 ml. The significance 
if these figures is discussed later. 

Direct Examination of CS.F. for Acid-fast Bacilli . — Prior to 
nd within 4S hours of admission, acid-fast bacilli were seen in 
he centrifuged deposit of the CS.F. in 39 of 67 cases (58%). 


Differential Diagnosis 

Nine patients admitted to the unit as cases of tuberculous 
meningitis were not treated with streptomycin. Meningitis 
was present in all. Their aces and the findings in the 
C.S.F. are given in Table VI. 


Table VI 


C*se 



C-S F. Findings 



No. 

CYears) i 

i 

Cells 

Protein 

Chlorides 

Sugar 


63 

<t ! 

193 (L 9 

160 

710 

— 

N. in 19 days 

69 

S'! 2 

Olood-stained fluid with excess W B.C. ; 

— 

N. .. 9 .. 

70 

6 

520 a. 65%) 

35 

740 

. — 

N. .. 20 . 


n 

56 (L. 100%) 

20 

740 

;o 

N. 14 

72 

Ui 

60 a. 9 5%> 

20 

750 


N „ 7 .. 

73 

44 

34 (L £0%1 

40 

695 

— 

N. „ 3 .. 

74 

Ii 

95 (L. 15% 
P.S5%) 

60 

700 

60 

N. .. 9 . 

75 

5 i 

is a. 100%) 

20 

760 

— 

N- .. 10 

76 

ti 

85 (L 25% 

P. 75*0 

35 

705 

67 

N. .. 23 .. 


^ N. = Normal. L. = Lymphocytes. P «= Polymorphs. 


Case 68. — Mantoux-negative. Chest radiograph, negative. 
History of contact, negative. Meningism, slight. No focal 
signs. Mentally alert. The meningism disappeared within 48 
hours of admission. C.S.F. normal in 19 days ; subsequent 
history uneventful. 

Case 69. — Mantoux-negative. Chest radiograph, negative. No 
history of contact. The infant was unable to sit up. but seemed 
mentally alert. Full recovery with normal CS.F. in 9 days. 

Case 70. — Mantoux-negative. Chest radiograph, negathe. 
History of contact, positive . Meningism slight. No focal 
signs. Patient mentally alert Meningism disappeared within 
4S hours of admission. 

Case 71. — Mantoux-negative. Chest radiograph, negative. 
History of contact positive. Definite meningism, with right 
sixth nerve paralysis. Patient mentally alert. This case caused 
us considerable anxiety at the time of admission. The picture 
was suggestive — but the mental condition (and the high sugar 
content in the C.S.F.) led us to withhold treatment. -The child 
was much better within 48 hours — all meningism disappeared 
and the patient stood up at the foot of the cot and played 
happily. The C.S.F. xvas normal in 14 days. Subsequent history 
uneventful. Very slight right sixth nerve weakness persists. 

In the four above cases a diagnosis was never established. 
It is possible that they were cases of polio-encephalitis. It 
is also possible that Case 71 was in fact an abortive case 

•These results do not allow comparison to be made between 
Lowenstein culture and guinea-pig inoculation, as the number of 
specimens cultured is greater than the number inoculated into 
guinea-pigs. 
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Table I.— Details of the 54 Cases dealt with in Section on Treatment 


Case 

No. 

Age 

Days 

History 

Before 

Diag. 

Stage 
- on 

Ad- 

mission 

Direct 
Exam 
jf C.S.F 
for Tb. 

Culture 

of 

C.S F. 
for Tb 

Gu Pig 
Inoc. 
of 

CSF. 

Chest 

A' Ray 
etc. 

History 

of 

Contact 

No. of 
Days 
Ob- 
served 

Method 

of 

Treatment 

' 

Result 

m 

4 6/12 

10 

E 

+ 


MM 

P.C. 


560 

l.T. 4- l.M. 

C.S.F. normal; deal; 'Slight ataxia - 

fSSm 







Mil. 




C.S.F. normal ; slight ataxia 


4 7/12 

31 

M 

G 

4- 

-O 

Mi!. 

O 

547 

I.T. 4- l.M. 


8 8/12 


E 

4- 

4- 

4- 

PM 

4- 

536 

I.M. 

C.S.F. normal; full recovery 

B 

6 1/12 


M 

+ 

4- 

O 

O 

533 

IT. + I.M. 

C.S.F. normal; full recovery 

5 

6 6/12 


E 

4- 

4- 

4 

o 

4 

517 

I.T. 4- I.M. 

C.S.F. normal; full recovery 

6 

3 4/12 


E 

O 

4- 

o 

P.C. 

Spine 

o 

490 

l.M. 

C.S.F, normal; full recovery 

C.S.F, normal; full recovery 

7 

12 11/12 

12 

M 

+ 

O 

+ 

0 

o 

485 

I.M.— I.T. 

8 

15 6/12 

mm 


4- 

4 


Mil. 

0 

481 

I.T. 4- I.M. 

C.S.F. normal; full recovery 







Peril. 




C.S.F, normal ;„fuU recovery 

9 

'10/12 

12 


4- 

4 

+ 

P.C. 

o 

425 

I.T. + I.M. 

10 

10 4/12 

30 


4- 

4- 

4- 

o 

o 

363 

I.T. 4- I.M. 

C.S.F. normal; full recovery 

It 

11 

10 


4- 

4- 

4- 

Mil. 

o 

290 . 

I.T. 4- I.M. 

Relapsed twice; doing well; CS.F. almost 

12 

17 8/12 

28 


O 

4 

O 

O 

o 

287 

I.T. 4- I.M. 

C.S.F. normal; full clinical recovery 

13 

10 

10 

M 

4- 

4 

4 

O 

o 

282 

I.T. 4- I.M.' 

C.S.F. almost normal; full clinical recovery 

14 

6 

13 

M 

O 

4 

o 

P.C. 

o 

279 

I.T. 4- I.M. 

C.S.F. normal ; right hemiplegia; great improve. 












meat; up and about 

(5 

5 6/12 

10 

E 

+ 

4- 

-t 

Mil. 

o 

262 

I.T. 4- I.M. 

C.S.F. almost normal; full clinical recovery 

16 

10 3/12 

28 

E 

o 

O 

0 

Mil. 

° . 

246 

I.T. 4- l.M. 

C.S.F. normal; full recovery 

.7 

5 1/12 

ID 

M 

+ 

4- 

4 

P.C. 

4 

238 

I.T. + I.M. 

Relapsed; responding again 

' 18 

4 1 l/*2 

10 

E 

4- 

4 

4 

PC. 

o 

23i 

I.T. + l.M. 

C.S.F. normal; full recoverv 

19 

7 2/12 

17 

M 

o 

0 

4 


o 

270 

I.T. 4* l.M. 

Late relapse; was never well 

20 

5 2/12 

42 

E 

4 

4- 

o 


4 

241 

I.T. 4- I.M. 

Late relapse; was never well 

21 

15 7/12 

12 

M 

4 

4 

4 


o 

237 

I.T. 4- I.M. 

Late relapse after initial improvement; late 











surgical intervention 

22 

20 

4 

E 

4- 

4- 

4 


o 

217 

I.T. 4- l.M. 

Initial response; sudden late deterioration 

23 

10 5/12 

70 

A 


4 ' 

4 

' O 

o 

195 

I.T. + I.M. 

Slight initial response; became chronic; never 










looked like recovering 

- 24 

4 3/12 

28 

E 

4- 

4- 

o 

P.C. 


18! 

I.M.—I.T. 

Initial promising response, especially when given 












I.T. treatment 

25 

11 6/12 

11 

M 


4 

4- 

o 

o 

149 

I.T. 4- I.M. 

Late relapse; surgical intervention and further 






/ 



streptomycin prolonged life > 

26 

19 

IS 

M 

4- 

4-' 

'4 

Pihisis 

o 

UO 

I.T. 4- I.M- 

Rapid deterioration ; became chronic after 









surgical intervention 

27 

9 10/12 


E 

4-' 

4- 

o 


o 

104 

l.M.— ►I.T. 

Initial promising response; life prolonged 

Very slight initial response; slow deterioration 

28 

4 

17 

M 

4- 

4- 

4- 


+ 

103 

I.M. 

29 

4 11/12 

15 

M 

4- 

O 

° 


o 

69 

l.M. 

Slight initial response, then slow deterioration 

30 

11/12 

19 

E 

4- 

O 

o 

o 

.4- 

67 

.IT. 4- l.M. 

Surgical intervention too late 

31 

5 11/12 


M 

4 

4 

4- 

P.C. 

o 

63 

I.M.— ►IT. 

Initial improvement; life prolonged 

32 

17 

12 

M 

4 

4 

*4 

o 

o 

63 

IT. 4- I.M. 

Promising initial response; relapse; surgical 











intervention ; vascular accident, due to artentis 

33 

3 2/12 

16 

M 

o 

4 

4 

P.C. 

o 

55 

I.T. + I.M. 

Surgical intervention too late 

34 

4 9/12 

14 

A 

' O 

4- 

4 

P.C. 

o 

52 

I.T. 4- I.M. 

Initial response; life prolonged 

35 

2 10/12 

23 

A 

o 

6 

0 

P.C. 

o 

51 

I.T. 4- I.M. 

Initial response; life prolonged 













36 

2 9/12 

21 

E 

o 

o 

o 


o 

45 

I.T. 4- l.M. 

Steady deterioration ; no response 

37 

2 11/12 

60 

M 

4 

4 

o 


4- 

37 

I.M. 

Initial response; life prolonged 

3S 

I 5/12 

9 

A 

o 

4- - 

4 


4 

29 

I.M. 

Slight response 







Mi!.* 



I.T. 4- I.M. 


39 

1 9/12 

14 

E 

4 

4 

0 

o 

4 

27 

No response 

40 

2 9,12 

43 

M 

4 

4 

o 

1 ' ‘ 

4 

25 

I.T. 4- I.M. 

Rapid deterioration 

41 

5 1/12 

9 

M 

4 


4 


o 

23 

I.T. 4- I.M. 

Rapid deterioration 






- 

KtfO 




Rapid deterioration 

42 

5 9 12 

10 

M 

4 

o 

o 

P.C. 

4 

19 

l.M. 

43 

1 18,12 

9 

A 

4- ' 

a. 

4- 

o 

o 

12 

I.T. 4- I.M. 

Admitted hopelessly ill 

44 

2 11/12 

12 

A 

O 

4 

4- 

P.C. 

4 

11 

I.M. 

Admitted hopelessly ill 

45 

27 

56 

E 

4 

4 

T 

Spine 

Mil. 

o 


I.T. + I.M. 

Died of renal failure; Tb. kidneys; cachexia 

46 

1 7/12 

15 

A 

4 

o 

-i- 

P.C. 

o 

V 

I.T. 4- I.M. 

Admit ted 'hopelessly ill 

47 

1 

15 

\ M 

T 

o 

O 

O 

4 

1 ■ 

I.T. 4- I.M. 

Admitted hopelessly ill 

4S 

2 2/12 

6 

\ 

o 

4 

~ 

Mil. 

U- 

■SI 

l.M. 

Admitted 'hopelessly ill 

49 

6’12 

16 

A 

- 

~ 

•i. 

P.C. 

o 


I.T. 4- l.M. 

Admitted hopelessly ill 

50 

S 11/12 

36 

A 

o 

o 

- 

P.C. 

o 

in 

I.T. 4- I.M. 

Admitted hopelessly sU 

51 

6 !0'!2 

16 

M 

- 

- 

o 

P.C. 

o 


I.T. -l I.M. 

Admitted hopelessly ill 

53 

1 4<12 

6 

A 

o 

a 

o 

P.C. 

~ 

3 

l.M. 

Admitted hopelessly tli 

53 

2 6/12 

9 

A 

- 

- 

- 

P.C. 

mu.* 

4 

3 

I.T. -l l.M 

Admitted hopelessly ill 

54 

2 1/12 

10 

A 

o 


o 

PC. 
Mil * 

Q 

2 

I.T. -► l.M. 

Admitted hopelessly ill 


j {it : ...... ’ ------ * w — — — 

~ w Middfe cax- A ~ Advanced case P.C. * Primary complex. MIL *= Miliary disease of Jungs. MU.* t Miliary found 

’IX* 1 M, « Intrathecal -f intrarauveuter, l.M, - Intramuscular. LM,~*LT. =- Intramuscular going on to intrathecal. 





























Chans of the 54 cases detailed in Table 1 


)f tuberculous meningitis, although this seems unlikely. We 
: avour the diagnosis of polio-encephalitis here too. 

Case 72 . — This patient teas in hospital following a pleural 
rffusion, and was awaiting transfer to a pleural-effusion unit 
is a case of primary tuberculosis. Mantoux-positive. He 
leveloped a fever accompanied by headache and vomiting. 
Hie C.S.F. was pathological (see Table VI). but this child in 
Particular was alert and happy The C.S.F. was normal in 
' days. 

Case 73 . — After two months’ history of listlessness, anorexia, 
tnd abdominal pain this patient had a fit and was admitted to 
t hospital in an unconscious state. He recovered conscious- 
iess but was mentally unstable; a week later he had a series 
it fits, after which his reflexes were absent and his plantar 
-espouses extensor. At this time the Mantoux reaction was 
.•cry strongly positive at 1 in 10,000. He was transferred to 
yhr unit with the provisional diagnosis of tuberculoma of the 
rrain. He had no further fits. His C.S.F. became normal in 
5 days, and clinically he reco'ercd completely. We had the 
pdvantagc of seeing him late in the illness, when he was reco'er- 
ng and was mentally and clinically normal. 

Case 74 . — This patient was in a sanatorium for treatment of 
i large primary complex. His chest radiograph showed right 
bifnr adenitis with pneumonic changes in the upper lobe. He 


had displayed meningism. On admission to the unit be was 
mentally alert, and showed some slight neck rigidity but no 
focal signs. The C.S.F. became normal in 9 days. 

Case 75. — This child had pulmonary tuberculosis with a 
pleural effusion. She became febrile again, vomited, and was 
less playful. N'ecfc rigidity and drowsiness were noted. She 
was admitted with a C.S.l . picture as shown in Table VI. 
Clinical examination on admission (11 days after the onset of 
these symptoms) was negative. Her C.S.F. became normal in 
W days. 

Case 76 . — A boy aged 5; years was admitted from a sana- 
torium where he bad been under observation for primary 
tubercuiosis of the right lung with a pleura! effusion. He 
complained of headache and was febrile. Table VI shows the 
C.S.F. findings at the initial lumbar puncture at the sanatorium. 
He was admitted to the unit, and 48 hours after the initial 
lumbar puncture the C.S.F. showed: W.B.C.. 3)6 per c.mm. 
(lymphocytes 100%) : protein. 25 mg. per 100 ml. ; chlorides, 
725 mg. per 100 ml. ; sugar, 37 mg. per 100 ml. In spite of ibis 
suggestive finding he was mentally alert, and he had no 
meningism or focal signs. The C-S.F. the next day showed : 
1V.B.C., IS4 per cm (lymphocytes 100%); protein, 25 mg-; 
chlorides. 7f0 mg. : sugar. 55 mg. He remained well, was not 
treated with streptomycin, and the C.S.F. became normal in 
23 days. 
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Cases 72-76, it will be noted, showed evidence of exist- 
ing tuberculous infection, with a positive Mantoux reaction 
or an abnormal chest radiograph. (In this respect they 
differ from the first four cases described above.) It seems 
possible that they were examples of serous tuberculous 
meningitis (Lincoln, 1947). 

In cases of miliary disease of the lungs receiving intra- 
muscular streptomycin wehave observed transient meningeal 
reactions, lasting 7-10 days and characterized by C.S.F. 
pleocytosis, raised protein, but normal sugar. 

It is difficult to give precise reasons for the decision not 
to begin treatment with streptomycin in the nine cases 
summarized above: undoubtedly the mental condition of 
the patients was a factor. The contrast between this com- 
parative alertness and the apathetic detachment of cases 
of tuberculous meningitis is an extremely useful guide to 
diagnosis. Perhaps a mother’s statement that her child 
is “ not himself ” is in reality the earliest possible detection 
of this sign. Professor Craig (194S) stresses the early stage 
of this withdrawal from contact with others and gives a 
very full account of the subtle mental changes often noticed 
first by the mother. 

In regard to the findings in the C.S.F., these are incom- 
plete in respect of sugar estimations, as six of the above 
nine cases were admitted before our realization that such 
estimations might be valuable. In Cases 71 and 74 the 
C.S.F. sugar content was a factor in the decision not to 
treat with streptomycin. We agree with Lincoln (1947) that 
the low sugar content may be the earliest informative 
change in the C.S.F. in tuberculous meningitis, but it may 
not be evident when other symptoms are already suggestive, 
as the following case shows. 

Case 18.— This is a proved case of tuberculous meningitis 
and is now doing well under treatment. The disease started 
with a convulsion. C.S.F. examination showed no abnormality: 
W.B.C.. 4 per c.mm. ; protein, 15 mg. per 100 ml. ; sugar, 82 mg. 
per 100 ml. ; chlorides, 770 mg. per 100 ml. Eight days later 
the C.S.F. showed: W.B.C., 500 per c.mm., mainly lympho- 
cytes ; protein, 60 mg. ; chlorides, 730 mg. The child had 
suffered from erythema nodosum five months previously ; chest 
radiographs showed a well-marked primary focus. She was 
admitted to the unit, and the C.S.F. findings were: W.B.C., 
603 per c.mm., mainly lymphocytes ; protein, 140 mg. ; sugar, 
40 mg. ; chlorides, 690 mg. Three days later the findings were: 
W.B.C., 193 per c.mm.; protein, 160 mg.; sugar, 22 mg.; 
chlorides, 700 mg. Acid-fast bacilli were seen. 

This case shows that in the earliest stages the C.S.F. 
may be normal. This point was also illustrated in Case 9, 
in which a normal C.S.F. was found at initial lumbar punc- 
ture and in which the C.S.F. became abnormal five days 
after the onset of symptoms. Case 36 showed a normal 
C.S.F. 11 days after the first symptoms. The first patho- 
logical C.S.F. was found 15 days after the onset of 
symptoms. 

The causes of a lymphocytic cell increase in the C.S.F. 
may be summarized as follows: (1) Tuberculous meningitis, 
and serous tuberculous meningitis ; (2) polio-encephalitis 
and poliomyelitis ; (3) benign lymphocytic choriomeningitis ; 
(4) glandular fever (infectious mononucleosis) ; (5) mumps 
encephalitis ; (6) spirochaetal infections (syphilis, leptospiral 
diseases, relapsing fever) ; (7) infective hepatitis ; (8) atypical 
pneumonia ; (9) herpes zoster ; (10) psittacosis ; (1 1) trypano- 
somiasis ; (12) yeast meningitis. 

Summary and Conclusions in Regard to Diagnosis 

Chest radiography, lumbar puncture, and the injection of 
0.1 ml. of 1 in 1,000* Mantoux reagent should all be 

•Omission of ihe 1 in 10,000 dilution is considered justifiable: 
4S hours may be saved, and the risk of troublesome local reaction 
is small. 


performed within 48 hours and not be spread over several 
days. 

We had hoped to be able to discover at least one diag- 
nostically helpful feature in the C.S.F. But it is now clear 
that such a hope did not take into account the urgent 
necessity for earlier diagnosis. It is true that when the 
disease has reached the stage indicated in the cases reviewed 
in this report the most useful findings in the C.S.F. (if 
acid-fast bacilli are very scanty or absent) are the low sugar 
content, the raised protein, and the increased (lymphocytic) 
cell count — in that order of importance. 

There-is a high correlation between the speed of diagnosis 
and success in treatment. 

Reference to the nine cases reviewed under “ Differential 
Diagnosis” shows that patients may present themselves 
with a history of contact with tuberculosis, with evidence 
of extrameningeal tuberculosis, and with abnormal C.S.F. 
and yet may not develop what is ordinarily regarded as 
tuberculous meningitis. Our experience suggests (fiat the 
crucial feature in diagnosis is the clinical picture — in par- 
ticular the mental state of the patient. By this criterion 
we have (apparently successfully) distinguished the cases 
referred to above. 

Lincoln (1947) and Choremis and Vrachnos (1948) have 
described cases displaying acid-fast bacilli in the C.S.F. but 
not developing tuberculous meningitis. On the other hand, 
three of our cases (9, 18, and 36) which in spite of sugges- 
tive clinical features initially showed a normal C.S.F. 
subsequently developed typical tuberculous meningitis. 

Review of Treatment with Streptomycin 

The scheme of streptomycin treatment we follow is: 
intrathecal and intramuscular, 2S days ; intramuscular, 28 
days ; intrathecal and intramuscular, 28 days ; rest period, 
28 days ; intramuscular only, 28 days. The intramuscular 
dose is 0.02 g. per lb. (0.45 kg.) body weight in 24 hours, 
given six-hourly. The intrathecal dose is 0.1 g. in 10 ml. 
normal saline daily. Further treatment is given subsequently 
if indicated. 

On this scheme we have cultured tubercle bacilli from 
the C.S.F. in cases (which have since recovered) as follows : 
in 3 cases, 21 days after the beginning of treatment ; in 1 
case 53 days after ; in 1 case 56 days after. 

We feel, therefore, that there is no case for lessening 
the intensity or duration of the initial attack and arc 
inclined to favour the suggestion of Dubois et al. (1947) 
and the practice of Smith, Vollum, and Cairns (1948) that 
45 days or more initial intrathecal therapy should be given. 
This is, however, difficult because of the chemical meningitis 
and the general ordeal of treatment. One or two days’ rest 
during intrathecal treatment allows the chemical meningitis 
to abate. 

It is possible to effect a cure with intramuscular strepto- 
mycin, but we agree with the conclusions reported by the 
Medical Research Council (1948) that combined therapy 
gives better results, though there may be a misleading initial 
response. 

During streptomycin treatment patients show to a varying 
degree fever, loss of weight, anorexia, vomiting, and skit 
rashes. With the exception of the last-named, these features 
if severe and prolonged, are due to the disease rather thai 
the drug. Chemical meningitis varies in intensity. Thi 
urticarial rashes respond to “ benadryl ” and those of th< 
exfoliative dermatitis type to local application of cod-livci 
oil. Towards the end of the intrathecal course patient! 
complain of severe pains in the legs, probably due tc 
nerve-root irritation. A soft growth of hair on the bod) 
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(chiefly back, limbs, and neck) is common. Eyelashes 
become very long ; scalp hair often falls out. 

Most of the signs and symptoms seen before and during 
treatment are due to increased intracranial pressure, at first 
probably a diffuse swelling of the brain, but sooner or 
later hydrocephalus. Vascular lesions cause paralysis and 
occasionally death, and the exudate may be responsible for 
cranial-nerve abnormalities, especially of the third, sixth, 
and seventh nenes. 

Drowsiness, voracious appetite (somewhat resembling the 
Kleinc-Levin syndrome), facial flushing, glycosuria, hyper- 
thermia, hyperalgesia, and emotional instability may be due 
to the hydrocephalus and its effect upon the midbrain, 
thalamic, and hypothalamic regions ; or, on the other hand, 
the dominant lesion may be a tuberculous arteritis depriving 
these centres of their blood supply (Smith, Vollum, and 
Cairns, 194S). 

We consider that carpo-pedal spasm and main d'accou- 
cheur, resembling tetany, are manifestations of tonic fits 
(Ford, 1946). They do not respond to calcium. 

C.S.F. during Treatment 

Intrathecal, but not intramuscular, streptomycin causes 
a pleocytosis. A steadily rising protein level is usually of 
bad omen, indicating an extension of disease down the 
spinal theca. We have, however, seen complete recovery 
after the lumbar C.S.F. protein had reached II g. per 100 ml. 
Table VII shows the streptomycin levels in a case on 


Table VII 


Time 

Streptomycin Content 
(Microcrams per ml ) 


1 Lumbar C.S F 

Cisternal CLS.F. 

12 noon. Before treatment (0.1 g. strepto 

0 

0 

mycm given intrathecally by lumbar 
route) 

1 pan 

4,400 

174 


1,000 

— 

12 midnight 

40 

— 

12 noon (24 hours after injection) 

10 

3*3 


intrathecal therapy. Tests on another patient (24 hours 
after lumbar injection of 0.1 g.) showed a ventricular level 
of 2.7 micrograms per ml. 

Return to Normal. — So long as intrathecal streptomycin 
is continued the C.S.F. remains abnormal in cell content. 
It gradually becomes more normal when streptomycin is 
stopped, and in the absence of relapse complete return to 
normal has been noted at approximately 200 days from 
the beginning of treatment on the lines described. How- 
ever, cases have been observed in which, in spite of appar- 
ent clinical recovery, the C.S.F. cell count remained slightly 
raised. A further month's course of streptomycin was given 
to these cases, but the abnormality persisted and the C.S.F. 
did not return to normal till seven months after the cessa- 
tion of all treatment and approximately a year after admis- 
sion. Of the 18 cases which have survived for more than 
230 days, 14 have a normal C.S.F. No case in which the 
C.S.F. has become normal has relapsed. 

Chest Lesions. — Streptomycin does not seem to affect 
the process of healing of the tuberculous adenitis which 
accompanies the primary infection. ' Miliary tuberculosis 
of the lungs) however, clears radiologically in from 8 to 
12 weeks. Such clearance occurred in one case in which 
nevertheless death resulted from tuberculous meningitis. 

Eighth-nerve Lesions. — Audiogram tests were carried out 
in S cases. One child (Case 1) is very deaf and slightly 
ataxic ; it is difficult to decide whether this is due to the 
streptomycin or to the disease. We believe it is due to the 
tuberculous meningitis. Audiograms on the other children 


showed a loss of hearing of 10-20 decibels at all frequencies, 
but it requires this special test to detect the abnormality. 
A second child (Case 2) is \ery slightly ataxic, but the 
disability is improving rapidly and is hardly discernible. An 
older case (No. 12) was ataxic — in particular in the dark 
of the cinema ; but with special exercises at King's College 
Hospital he too has improved. 

Surgical Intervention 

Ten cases have been operated on with the object of 
relieving hydrocephalus. The operations tried included the 
placing of a plastic tube 1 mm. in diameter in the lateral 
ventricle through a burr-hole. The hydrocephalus is of 
the communicating type, and, whereas in chronic hydro- 
cephalus this operation is disappointing, in this acute con- 
dition (especially as the cause has been shown by Sir Hugh 
Cairns and others to be pressure of the brain back against 
the free margin of the tentorium) we felt it should be 
tried. We hoped that by relieving the intracranial tension 
we could break the vicious circle by relaxing the brain 
away from the tentorium and at the same time allow the 
drug to circulate. The approach is either by the anterior 
or by the posterior route. 

A child aged 1+ years (admitted later than May, 1948) was 
treated by intrathecal and intramuscular streptomycin for a 
month, but a week after intrathecal therapy was stopped he 
vomited and cried and developed increasing meningism. 
A plastic tube was inserted into the right lateral ventricle 
through a frontal burr-hole and left in situ for six weeks. 
A Bateman needle occluded the end, and the stylet was re- 
moved every six hours to allow the C.SJF. to drain. (The 
lumbar C.S.F. protein rises while this is being done.) The 
tube has now been out for four months and the child appears 
to be responding. It seems that this operauon relieved the 
acute hydrocephalus. This child is the only survivor of the 
10 cases surgically treated. 

In another infant Mr. Dickson Wright placed a fine tube into 
the third ventricle and ran the other end over the cortex back- 
wards. In this case the child was too ill for the operation to 
have a chance. 

A girl of 15 relapsed after seven months— a situation in 
which we have found that the mere placing of a tube into the 
lateral ventricle does no good. Mr. Dickson Wright raised a 
frontal flap, and in addition to the ventricular tube a second 
tube was placed at the site of the disease, in front of the optic 
chiasma, and streptomycin was given through it. She improved 
and life was certainly prolonged, but ultimately she died. 
Necropsy showed an extensive tuberculous exudate at the base 
of the brain. 

To summarize, while surgical intervention seems to offer 
3 logical approach to the rehef of the hydrocephalus, our 
results have been disappointing. Only one of the ten cases 
thus treated survives, but in other cases life was certainly 
prolonged. Operation is useless in advanced cases. The 
difficulty is to formulate the indications for surgical inter- 
vention, which will probably need to be early to be 
successful. Further work on this problem is essential. 

Other Factors in Treatment. — Many of these cases were 
admitted to the unit in a dehydrated condition, but it is 
remarkable how even the most drowsy will take fluid by 
mouth in automatic fashion. If this is not possible then 
rectal or intravenous fluid should be given. Chloral and 
barbiturates are used when indicated for restlessness or 
insomnia. 

Nursing 

The nursing of the cases presents a special problem. The 
patients are often irritable, unreasonable, and confused. 
They may be incontinent and wasted, and may vomit fre- 
quently. They sometimes refuse food, or are too ill to 
eat and have to be fed. By pushing food and fluid the 
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nursing staff can do much to improve the .general condi- 
tion of the patients, which otherwise becomes very poor. 
Bedsores develop easily, and very special attention must 
be given to the way in which a semiconscious or drowsy 
child lies. The constant crying out and the cephalic cry 
can be very 'disturbing. We attach importance to the fre- 
quent change of posture of these patients and feel that they 
should be sat up as soon as possible. If this is impossible 
they should be nursed prone for periods — with the object 
of preventing the exudate from settling heavily on the under 
surface of the cerebellum and round the foramina. Young 
infants who lie supine show this localization of exudate 
markedly, and it may yet be another factor in the bad 
prognosis of infants under 3 years of age. 

It is our practice to give patients massage and passive 
exercises after eight weeks and to get them up after three 
months. Close co-operation with the physiotherapists will 
prevent much pain and delay in ultimately walking again. 

Id this VDit we do all the Jam bar puDctures od a high 
narrow table, not in the bed. No local analgesic is used. 
Very difficult cases are premedicated with tab. “ seconal,” in 
dose according to age. The skin is sterilized with ether, 
spirit, and iodine ; and thin, sharp lumbar-puncture needles 
are used (Howard Jones type). The latter are of various 
lengths from 2-3 in. (5-7.5 cm.), and are sterilized in packets 
in the autoclave in the operating theatre. After adequate 
scrubbing-up by the operator the punctures are performed 
without touching the shaft of the needle. No collodion or 
dressing is applied, but the skin is moved to break the track. 
A minimum of trauma and the avoidance of “ bloody taps ” 
are extremely important, especially in young infants. Patients 
need to be kept in hospital for five to six months and should 
then go to a suitable convalescent home for six months, 
but should still have cerebrospinal fluid examinations, 
probably fortnightly, for control. 

Mention must be made of the problems which arise in 
regard to the relatives of the patients. These people are 
under great emotional stress, and this persists for several 
months in a way not commonly met with in other circum- 
stances. The greatest tact and understanding are required 
from the nursing staff and others in dealing with these 
unfortunate people. 

Results of Treatment 

Table I details the cases admitted before May 28, 194S 
ninimum observation period of surviving cases, 231 days). 
Vc hesitate to regard any case as certainly cured. Our 
jngest-surviving case has been under observation for 560 
ays (IS months). The 36 patients who died include 9 
.’ho lived for seven days or less after admission. Of the 
8 surviving cases 14 have a normal C.S.F. (Cases 1, 2, 3, 
, 5, 6, 7, S, 9, 10, 12, 14, 16, and IS). All have been baetcrio- 
agically proved except Case 16. The remaining 4 survivors 
how the following features: 

Case 15 . — Clinically recovered. C.S.F. normal except for 
low sucar. (Further observation is required to estimate the 
significance of delayed return to normal of the sugar level.) 

Case 13 . — Clinically recovered. C.S.F. shows slight pleo- 
cytosis and slightly increased protein. 

Case 11 . — This case has relapsed twice, and, although there 
was apparent response to further treatment, has a C.S.F. which 
is abnormal in respect of protein (55 mg. per 100 ml.). 

Case / 7 . — Has relapsed once. Otherwise resembles Case II. 

When clinical suspicion of relapse is aroused a fall i n the 
C.S.F. sugar should be regarded as confirmation. 

The poor prognosis in patients under 3 years of age is 
Iargelv due to the rapidity with which they reach the 
advanced state of the disease, as is shown in Table Vuj. 


Table VIII . — Cases under 3 Years 


Stage on Admission 

No. , 

Survivors 

Early 

‘ 3 

0 

Middle 

4 

1 

Advanced 

to 

0 

Total 

17 

1 

I 


Table IX summarizes the results with reference to stage 
on admission, and distinguishes the 40 cases which had the 
standard course* of treatment from the remainder (admitted 
in the earlier part of our work before the superiority of 
“ combined ” treatment was established). 


Table IX 


Course of Treatment 

Stage 

Cases 

No. Surviving 

Intramuscular only 

E 

2 

2 


M 

4 

0 


A 

4 

0 

Total 


10 

2 

Intramuscular, followed by intrathecal 

E 

2 

0 

M 

2 


A 

0 

0 

Total . . 


4 

1 

Combined I.T. and I.M. course (with 

E 

14 

8 (57%) 

6 (37%) 

I (10%) 

minor variations shown in Table I) 

1- M 

4 16 


A 

10 

Total . . 


40 

15 (37%) 

Overall totals . . 

, 

54 

18 (33%) 


These results emphasize the importance of the earliest 
possible diagnosis of tuberculous meningitis. Apart from 
streptomycin, the most important single factor in such suc- 
cess as we have had is to be found in the quality of the 
nursing. At Highgate Hospital Sister S. E. Robinson and 
the nursing staff have maintained the highest standard in 
this respect. 

Summary 

Diagnosis 

The clinical and laboratory findings in 76 admissions are 
analysed. A diagnosis of tuberculous meningitis was made in 
67 cases. The remaining 9 included five examples of a 
riieningcal reaction in tuberculous subjects which may have 
been cases of serous tuberculous meningitis. 

The problems of early diagnosis are discussed in relation to 
these cases. Mental apathy is an important early diagnostic 
feature. In 3 cases of tuberculous meningitis the C.S.F. was 
normal in the earliest stage in spite of clinically suggestive 
features. Diagnostically important C.S.F. changes are fall in 
sugar, rise in protein, and pleocytosis. 

Prior to and within 48 hours of admission acid-fast bacilli 
were seen in the C.S.F. in 39 cases (58%). M. tuberculosis was 
recovered by culture and/or guinea-pig inoculation in 58 cases 
(87%). Diagnosis by one or both of these criteria was estab- 
lished in 62 cases (92%). 

A positive history of contact with tuberculosis was obtained 
in 12 of 21 patients (57%) under 3 years of age, and in 11 of 
46 patients (24%) over 3 years of age. 

The commonest interval between the first appearance of signs 
or symptoms and the day of diagnosis was 8-15 days. 

The Mantoux reaction was positive in 50 of 51 cases. 

Abnormalities in the chest radiograph were seen in 50 of 
66 cases. 

> 

Treatment - t 

Cases were classified on admission as “ early," “ middle,” or 
" advanced.” Of these, 54 arc considered, with a minimum 
observation period of 23! days (8 months). Forty cases re- 
ceived combined intrathecal and intramuscular streptomycin: 
of these, 15 (37%) survive — comprising 8 of 14 early case! 

•With minor variations shown in Table I. 
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(57%), 6 of 16 middle cases (37%); and 1 of 10 advanced 
cases (10%). > 

Ten cases received intramuscular therapy only (in the early 
part of our work), and two survive. Four cases received intra- 
muscular therapy followed by combined therapy : one of these 
survives. 

Important factors operating against success are vascular 
changes in the brain and hydrocephalus. Further work is 
essential to assess the value of surgical intervention to combat 
the hydrocephalus. 

Strains of M. tuberculosis isolated from 43 patients have not 
shown resistance to streptomycin. 

Eighteen cases (33%) survive, and of these 16 show full 
clinical recovery — 14 having entirely normal C.S.F. and 2 
showing slight abnormalities. Two survivors have a history 
of relapse and show definitely abnormal C.S.F. The diagnosis 
has been confirmed bacteriologicallv in all except one of the 
survivors. 

Apart from streptomycin, the most important aids to success- 
ful treatment are the rapidity' of diagnosis and the quality of 
the nursing. 

The value of intrathecal sulphetrone in addition to strepto- 
mycin is now being investigated. 

We wish to thank the following for advice and help: Dr J. M 
Alston, pathologist, Archway Group Laboratory (who also kindly 
performed the streptomycin-sensitivity tests); Dr. A. B. Bratton and 
staff of the Central Histological Laboratory; the numerous tech- 
nicians who helped, especially Mr. Hurst, of the Archway Group 
Laboratory, who gave much care and time to the pathological side 
of the work; Mr. J. V. Broad, otorhinologist ;■ Dr. C. D. Coyle, 
medical superintendent, Archway Group of Hospitals; Dr M 
Daniels and Dr. P. D’Arcy Hart, of the Medical Research Council 
Mr. A. Dickson Wright, consulting neurosurgeon; Mr. G. Dorlmg. 
surgeon, Archway Group of Hospitals ; Mr. G. Ebbage, ophthalmo- 
logist ; Dr. A. L. Jacobs, physician, St. Mary Islington Hospital ; Dr 
S. Oram, physician. King’s College Hospital, London, in eo-operauon 
with whom Case 12 was treated; Dr. H. E. S. Pearson, physician 
Highgate Hospital; and Dr. F. L. Rasper, radiologist 
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NASAL CARRIERS AND STREPTOCOCCAL 
TONSILLITIS 

BY 

G. T. COOK, M.D. 

Bacteriologist, Public Health Laboratory Oxford 
AND 

D. MUNRO-ASHMAN M.B., B.S., C.P.H. 

School Medical Officer 

In discussing the possible sources of streptococcal infection 
in puerperal fever Colebrook (1933) considered that the 
nasal carrier might prove of greater danger than the throat 
carrier. Hamburger (1944), in a study of the transmission 
of streptococcal infection in Army hospital wards, showed 
j.'fiat the incidence of cross-infections did not necessarily 
1 show a close correlation with the throat-carrier rate and 
suggested that some carriers were more likely to spread 
itifection than others. Further studies by Hamburger and 
his associates demonstrated not only that many more strepto- 
cocci were expelled into the environment by nasal carriers 
than by throat carriers (Hamburger ct ah. 1945a), but also 
that the majority of hospital cross-infections studied could 


be traced to heavy nasal carriers (Hamburger et al., 1945b). 
Their findings led to an investigation of the relative impor- 
tance of nose-blowing, sneezing, and coughing by nasal 
carriers in the dissemination of streptococci ; it was shown 
that blowing the nose expelled the largest numbers of 
organisms and also resulted in sudden and heaw con- 
tamination of the hands (Hamburger and Green, 1946). 
These workers concluded that in certain situations, such as 
hospital wards, 'Army barracks, and boarding-schools, nasal 
carriers were of more importance in the spread of strepto- 
coccal disease than throat carriers because they caused a 
greater degree of environmental contamination. In such 
communities secondary reservoirs of infection — e.g., dust 
and bedding — are probably of special significance, and the 
part played by dormitories in the spread of scarlet fever, 
diphtheria, and streptococcal tonsillitis has been demon- 
strated (Dudley, 1923, 1926 ; Hamburger et al, 1945b). 

The outbreak of tonsillitis to be described illustrates the 
importance of both the nasal streptococcal carrier and the 
dormitory in the spread of infection in a residential school 
over a period of two terms. Symptoms were mild, compli- 
cations few, and there were no rashes. Recovery was rapid 
and boys were usually discharged from the sanatorium in 
five to seven days. 

The Outbreak 

1 he school of 340 boys is housed in five separate build- 
ings, which will be referred to as houses A-E. Each house 
has its own sleeping accommodation and common-rooms. 
D house has its own dining-room, but the boys from al! 
other houses feed in the dining-room of A house, though 
each house has its own table. The classrooms are in a 
separate building and are shared by all the boys. Thirty- 
two of the 57 cases occurred in A house, where the sleeping 
accommodation consists of six dormitories holding 4S boys 
and 85 single rooms, the latter chiefly occupied by older 
boys. The boys of this house, whether sleeping in dormi- 
tories or in single rooms, mix freely with each other in the 
common-room and to some extent with the members of 
B, C, and E houses at meal-times. All boys meet other 
members of the school during classes, games, chapel, etc. 

Epidemiolop} 

The first case, H., occurred in A bouse on Feb. 16, I94S, 
and was admitted to the sanatorium with a sore throat and 
fever. A throat swab examined by another laboratory 
showed the presence of haemolytic streptococci, but these 
were not typed at that time, though later swabs grew 
haemolytic streptococci type 12. This boy returned to the 
school on Feb. 26 ; two days later a fresh case was reported, 
and further cases continued to occur almost daily till the 
end of the term on March 25. Cases of streptococcal 
tonsillitis due to the epidemic type were again observed 
within a few days of the beginning of the summer term, and 
20 further cases among the boys occurred during this term, 
eight of them within the first two weeks. The last of these 
became ill on July 3. The accompanying Chart shows the 
daily incidence of cases of tonsillitis among dormitory and 
single-room boys of A bouse and the rest of the school. 
The overall pattern suggested an initial spread through 
A bouse, boys in dormitories especially being attacked, 
with a gradual extension to other houses towards the end 
of the Easter term. This general spread was continued 
during the following term until all houses had at least one 
case. 

In all. 57 boys were attacked with acute tonsillitis — 37 
in the Easter and 20 in the summer term. Of the 37 cases 
in the first term 29 were in A house. The incidence of 
disease among boys in A house and -the rest of the school 
for each term is shown in the Table, A house being divided 
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Table ‘showing Incidence of Cases among Boys in A House (Dormi- 
tories and Single Rooms) and in Rest of School during Easter and 
Summer Terms 


House 

No. 

at 

Risk 

No, Attacked 

Easter Term 

Summer Term 

Total 

A (dormitory) 

46 

19 (39*5%) 

2 (4*2%) 

21 

A (stride rooms) 

S5 

10 (11-8%) 

1 (H%> 

11 

B. C.O.E 

207 

& (3 -9%) 

17 (8*2%) 

25 

Total 

340 

j 37 (10-9%) 

20 (5*8%) 

57 


into those boys sleeping in dormitories and those in single 
rooms. During the Easter term the attack rate for boys in 
A house sleeping in single rooms, while higher than that 
for the rest of the school, was considerably lower than 
the attack rate 
for the dormitory 
boys. This differ- 
ence is statistic- 
ally significant ; 
the probability of 
its occurring by 
chance is less than 
one in a thousand. 

The attack rate 
for each of the 
six dormitories in 
A house varied 
from 0 to 73%, 
though the num- 
bers upon which 
these results are 
based are small. 

In addition to the 57 boys, five members of the staff had 
,tonsil!itis--two in A house .during the Easter term and 
three in other houses the following term. 

Field and Laboratory Investigations 

The aid of the laboratory was sought in the early days 
of the epidemic, when the majority of cases were from the 
dormitories of A house. It w'as therefore decided to take 
nose and throat swabs from all cases still in the sanatorium 
and from boys sleeping in the dormitories of A house. This 
was done on March 12, and further swabbing of new cases 
and carriers was repeated at intervals till the end of the 
term. 

Grouping and typing were carried out the first time 
haemolytic streptococci were isolated from the nose or 
throat of any boy and on all subsequent isolations, except 
when the interval between swabbings was only a few days. 

1 strains w'ere typed at the laboratory by Griffith’s slide 
gglutination technique and reacted with sera of types 5 
and 12. The type was confirmed as type 12 by Lancefield’s 
precipitin method in a number of strains examined from 
cases and carriers. 


together with oiling of dormitory and common-room floors 
in A house. During the summer term all known nasal 
carriers and some throat carriers were -each treated with 
peniciliin-sulphathiazole snuff and penicillin throat sprays 
four times a day for fourteen days. The boys continued 
with their usual school activities during this time. The 
results of treatment are discussed later. 

The Association of Nasai Carriers with New Cases 
During the time the first case (H.) was in the sanatorium 
no further cases of tonsillitis developed in the school, but 
two days after his return to school a second boy became 
ill, followed by another six in the next three days. When 
H. was first swabbed fifteen days after his return from the 

sanatorium he was 
found to be a 
heavy nasal car- 
rier, and it is 
reasonable to 
assume that he 
had been carry- 
ing strepfococci 
in large numbers 
in his nose since 
his release. 

A study of the 
distribution of 19 
cases and four 
— contact carriers 
among the six 
. dormitories in 
• house A showed 
that 18 of these occurred in three dormitories with a total 
population of 28 boys and only five in the other three dormi- 
tories housing 20 boys. The attack rates for these two groups 
were 64 and 25% 'respectively. The first case in each of the 
three dormitories comprising the first group was found to be 
a heavy nasal carrier (at the time of the general swabbing of 
boys in the dormitories) and at least one heavy nasal carrier 
was present in each dormitory during the time streptococcal 
infections were occurring. Nasal carriers were not found ir 
any of the three dormitories of the group with the lov 
attack rate, except in one dormitory for the last four day: 
of the term. 

Throughout the summer term only three' nasal carrieri 
from the previous term were detected ; a fourth carriei 
was later identified when a boy with a nasal discharge was 
swabbed. Only one of these boys slept in a dormitory (one 
of those heavily infected the previous term), and all four 
carried for a short time only and responded well to a course 
of local chemotherapy. During this term the incidence of 
tonsillitis throughout the school was lower than during the 
previous term and no dormitory outbreaks occurred. 
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Streptococcus pyogenes, type 12, was isolated from 43 
out of 57 boys either during their illness or, in some of the 
earlier cases, after their return to school. Most of the cases 
with necativc swabs were undergoing local chemotherapy 
at the time the swabs were taken. The epidemic strain 
was isolated from the five members of the staff who became 
ill It was also readily obtained from the dust of two 
dormitories and two day-rooms in house A during the 
Easter term and from the dust of one of these dormitories 
towards the end of the Easter holidays. 


Persistence of the Carrier State 

The work of Lemon and Hamburger (1946) has suggested 
that most symptomless nasal carriers are missed cases and 
that true contact carriers are unusual. No mass swabbing 
of the school was carried out. and it was not possible to 
form any estimate of the probable carrier rate, though six 
out of 33 dormitory contacts were carrying streptococci in 
the nose or throat on the occasion of the swabbing of an 
dormitory boys on March 12. Two of these develop®, 
tonsillitis three days later. 


Preventive Measures 

,ese were directed towards reducing the dust content of 
chool buildings and sterilizing the noses of persistent 
lers Thorough suction-cleansing and scrubbing of the 
Scs were carried out during the Easter . holidays 


Type 12 streptococci were isolated from 35 boys durinf 
their illness — in 13 cases from the nose and usually from 
the throat, and in 22 from the throat only. Twenty-three 
of the 35 boys were swabbed ten days later ; streptococci 
were obtained from the nose of three out of eight boy 
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previously earning in the nose, and from the throat of 1 1 
out of 15 boys carrying only in the throat. 

Twenty-five boys were carrying type 12 streptococci in 
the nose or throat when last swabbed at the end of the 
Easter term. Twenty-one were re-swabbed six weeks later 
at the beginning of the following term and 12 were still 
carriers of the epidemic type — three in the nose and throat 
and nine in the throat only. The three nasal carriers and 
five of the throat carriers were each treated for fourteen 
days with penicillin-sulphathiazole snuff and penicillin 
throat sprays and all 12 carriers were re-swabbed at the 
end of the term. All the nasal swabs were then ncgaii\c, 
though two of the eight treated boys and three of the four 
untreated boys were still carrying in the throat. 

One boy had a clinical attack of tonsillitis in both the 
Easter and the summer term, and type 12 streptococci were 
isolated from the throat on each occasion. This boy was 
not one of those swabbed at the beginning of the summer 
term, so it is not known whether he was a throat carrier 
from the previous term. This experience is unusual and 
contrary to previous reports. The second attack was less 
severe than the first and streptococci were isolated in small 
numbers only', so it is possible that this illness was not 
primarily a streptococcal infection. The scrum of this boy 
was not examined for anti-streptolysin titres. 

Presence of M Substance 

Typing by the precipitin technique was attempted on 10 
strains isolated from throat carriers at the end of the 
summer term and seven gave a positive reaction. This was 
particularly well marked in strains from three boys who had 
been carrying for at least 130 days ; strains from four new 
cases in the summer term gave either weak or negative 
results. These .findings are of particular interest in view of 
the degradation or progressive loss of M substance during 
the carrier state found by Rothbard and Watson (1948). In 
this outbreak typing by the precipitin technique was done on 
only a small number of strains, but a greater proportion of 
weak or negative results were obtained with strains isolated 
from boys infected at the end of the epidemic than with 
those from the earlier cases. The clinical symptoms were 
also less severe in the later cases. 

Discussion 

The pattern of the daily incidence of new infections (sec 
Chart) suggests that the epidemic spread fairly rapidly 
through A house during the three weeks after the return 
of H., a heavy nasal carrier. By the end of the Easter term it 
had extended to boys in other houses, and it continued in the 
rest of the school the following term. During the first IS 
days after the return of H. 17 new cases occurred among 
the boys in dormitories and nine among those in single 
rooms, the number at risk being 47 and 85 respectively. 
Thirteen of the 17 dormitory cases occurred in three dormi- 
tories where 27 boys were at risk. It is clear that during 
this time boys in dormitories suffered more heavily than 
the others and that most of the cases came from three of 
the six dormitories. 

Glover (1920) has drawn attention to the importance of 
overcrowding in sleeping-quarters as a factor in the pro- 
duction of high carrier rates in cerebrospinal fever. The 
relation of dormitories to the spread of scarlet fever and 
'diphtheria in naval training establishments was later shown 
'by Dudley (1923, 1926). It is possible that the closer con- 
tact of the dormitory boys, together with their younger age, 
was partly responsible for their high attack rate compared 
with those boys sleeping in single rooms. On the other 
hand, not all those dormitories were heavily attacked (in 
one dormitory no case occurred), although the spacing of 


beds, general ventilation, and ages of the boys in each 
were similar. 

It is significant that during the eighteen days when most 
of the cases in A house occurred nasal carriers were 
associated with each of the three dormitories most heavily 
attacked and were not detected in the others. The first case 
in each of these dormitories was subsequently identified as 
a nasal carrier, and it was only after this boy's return to 
the dormitory that other cases occurred. In fact, a heavy 
nasal carrier was present in each of these dormitories during 
the time all except one of the boys became ill. One or 
more boys were carrying large numbers of streptococci in 
the nose for at least sixteen days in each of these three 
dormitories, and it is likely that a heavy streptococcal con- 
tamination of the environment took place during this time. 

Streptococci of the epidemic type were readily isolated 
from the dust before the majority of dormitory infections 
had occurred. In addition to the possibility of infection 
being transmitted more or less direct from the carrier, the 
dormitory population was thus also exposed to the further 
risk of a heavily infected environment for several hours 
each night Considerable dispersal of streptococci into the 
afr and on to exposed clothing from floor dust and bedding 
would take place when the boys entered the dormitory at 
night and again during bed-making in the morning, and the 
attack rate under these conditions is likely to be high. The 
beds of the cases were not necessarily adjacent or in close 
proximity to the bed of the carrier, and the scattered spatial 
distribution of cases in the dormitories suggested general 
contamination of the environment. A study of the strepto- 
coccal content of the air and environment in wards and 
barracks occupied by streptococcal carriers has shown that 
the dispersal of organisms is commonly widespread and not 
limited to the vicinity of the beds occupied by carriers 
(Lemon, Loosli, and Hamburger. 1948). In this outbreak 
neither the streptococcal content of bedclothes or air nor 
the ability of the nasal carriers to infect their environment 
was investigated. 

Out of 57 cases, however, only 15 came from the three 
dormitories heavily attacked during the Easter term. The 
remaining 42 were cither boys sleeping in single rooms or 
sporadic cases in different dormitories. It seems evident, 
therefore, that a heavily infected dormitory environment 
was. not the chief mechanism by which infection was con- 
veyed to most of the school. Type 12 streptococci were 
recovered from the dust of the common-rooms in A house 
during the Easter term, and no doubt other infected environ- 
ments played a part in spreading disease. All recognized 
nasal carriers were successfully treated in school during the 
summer term, but 12 fresh cases occurred during and after 
their period of treatment before the outbreak ceased. No 
swabbing of contacts was done during this term, and it is 
possible that an undetected carrier was responsible for the 
continuance of cases. Other factors concerned with the 
spreading of disease may have been infected dust in class- 
rooms, the breathing of air infected by nose-blowing or the 
use of handkerchiefs, or the transmission of organisms from 
clothing or hands, cither direct or from inanimate objects 
(Brown and Allison, 1937 ; Hamburger and Green, 1944 ; 
Dumbcll et nl„ 194S ; Duguid and Wallace, 1948). 

Epidemics of streptococcal tonsillitis in boarding-schools 
usually run on in the form of " dropping ” cases to the 
end of the term (M.R.C., 1938), and this outbreak proved 
no exception. The occurrence of streptococcal infections 
of the same type in successive terms is not unusual, and 
Boissard and Fry (1944) attributed cases of scarlet fever 
in the autumn term and the following summer term to the 
same heavy nasal carrier. This boy was away iY ■ >o! 

for the intervening term, during which no 
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Experience of this and other epidemics has shown the 
frequent association of heavy nasal carriers with outbreaks 
of streptococcal tonsillitis in residential schools. It is impor- 
tant that nasal as well as throat swabs should be obtained 
from all cases, however mild ; heavy nasal carriers should 
be treated until their swabs are negative. This is especially 
necessary with the single case or in the early stages of an 
outbreak before widespread contamination of the environ- 
ment and the build-up of a carrier fate has occurred. During 
the holidays every effort should be made to sterilize the 
noses of persistent carriers and to disinfect school premises. 

Summary 

The epidemiological and bacteriological findings in an out- 
break of streptococcal tonsillitis in a residential school are 
described. The outbreak extended over two terms, and 57 out 
of 340 boys were attacked. 

All the early cases were in the same house as the first case, 
a heavy nasal carrier. A nasal carrier was also associated 
with each of the three dormitories with the highest attack rates 
during the time fresh infections were occurring. In most cases, 
however, the dormitory did not appear to be of special impor- 
tance in the spread of disease, and the significance of this is 
discussed. 

The early detection and isolation of heavy nasal carriers 
before widespread dispersal of infection has occurred is 
emphasized. 
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SPONTANEOUS PERFORATION OF THE 
OESOPHAGUS 

SURGICAL REPAIR, WITH RECOVERY 
BY 

JOHN SCHOLEFIELD, F.R.C.S. 

Surgeon, ]Vest Middlesex Hospital, Isleworth 

This rare condition has been the subject of a number of 
papers, chiefly dealing with single case reports. It is prob- 
able that it is not so uncommon as is supposed. Thus 
Eliason and Welty (1946) were able to record three cases 
seen by the senior author in the space of twelve months. 
The mortality until recently has been 100%, but Barrett 
(1947) and Olsen and Clagett (1947) have recorded recoveries 
after immediate operative intervention and repair. 

In view of these successes it seemed timely to review 
the condition once more and to put on record two further 
cases, the second of which represents the third recovery 
that can be found in the literature; for, as Eliason and 
Wcltv (1946) say," with imprmed techniques in anaesthesia, 
freer use of blood and plasma and effective chemothera- 
peutic agents, the limiting factor in the treatment of this 
condition is that of diagnosis.” 


Case 1 

A man aged 41 was admitted to the West Middlesex Hospital 
at 4.30 a.m. on Dec. 10, 1941, with a diagnosis of perforated 
gastric ulcer. He had always enjoyed good' health, apart from 
occasional indigestion, till 8.30 p.m. the previous day, when 
after a bout of vomiting he was stricken with severe pain in 
the lower chest and lumbar regions. A large midday meal o 
sausage pie was the only explanation the. patient could giv ( 
for the initial vomiting. There was no history of alcoholism 
The pain, which was intense, bad become more widespread 
it was especially felt in the scapular regions and was madi 
worse on breathing. His only other. complaints were seven 
dyspnoea and an inability to lie fiat in bed. The temperaturt 
was -101.2° F. (38.4° C.), pulse 100,. and respirations 64. Thf 
blood pressure was 130/100. • 

Examination on admission revealed a cyanosed, breathless 
man of rather stout build. His breathing was shallow and 
obviously painful. At this time no abnormal physical sign; 
were found in the lungs or cardiovascular system. His tongue 
was moist. The abdomen was tense and rigid but not tender. 
Rectal examination was negative. The diagnosis was though! 
to rest between a coronary thrombosis, ' lobar pneumonia 
diaphragmatic pleurisy, and a ruptured oesophagus. 

Morphine, i gr. (16 mg.), was given and. the patient placed 
iu an oxygen tent. A radiograph of the chest taken four houn 
later revealed a bilateral pleural effusion, but further detai 
was obscured by respiratory movement, the patient beinj 
unable to hold his breath. By this time, some twelve hour 
after the onset of the catastrophe, the effusions were quit! 
obvious clinically, and well-marked surgical emphysema hat 
begun to develop in both .supraclavicular' triangles and wa 
extending on to the chest wall. A confident diagnosis o! 
spontaneous rupture of the oesophagus was made. Th< 
patient’s condition, however, rapidly deteriorated and he diet 
at 6 p.m. on the day of admission — i.e., about 22 hours aftei 
the onset of his illness. Before death the surgical emphysemi 
had involved the whole of the upper half of the body ant 
had closed both eyes. It was noted at the time how little 
relief this patient obtained from repeated doses of morphine. 

Necropsy revealed a linear rupture 1 in. (2.5 cm.) long or 
the anterior aspect of the oesophagus 3i in. (8.75 cm.) from 
the cardia. A large quantity of fluid was present in the 
posterior mediastinum, and 24 oz. (680 ml.) of blood-stained 
turbid fluid was found in the right pleural cavity and 18 oz 
(510 ml.) in the left. No direct communication could be demon- 
strated between the mediastinum and pleural cavities. Apart 
from the tear the oesophagus had no disease of any kind, 
and the rest of the necropsy was essentially negative. 

Case 2 

A woman aged 63 was admitted to the West Middlesex Hos- 
pital on Dec. 1, 1947, with a diagnosis of 7 perforated peptic 
ulcer. After a heavy meal of tinned meat, cheese, and milk 
at 8 p.m. the previous day she had vomited twice, and this 
was rapidly followed by agonizing pain starting in the region 
of the upper part of the sternum and rapidly spreading to the 
epigastrium. The pain, which was severe and constant, was 
made worse by breathing and movement. There was no history 
of previous indigestion or alcoholism. 

Examination revealed a pale, dyspnoeic, rather stout woman 
in extreme shock. The temperature was 100.8° F. (38.2° C.1, 
puke rate 124. and respirations 32. The blood pressure was 
85/60. The trachea was centrally placed; there were rales at 
the left base and dullness at the right base. Surgical emphy- 
sema was present over the upper sternum. The heart appeared 
normal. There was rigidity of the whole anterior abdominal 
wall, with pronounced tenderness in the epigastrium. Normal 
peristaltic sounds were audible and rectal examination was 
negative. 

She was seen by Dr. J. A. Torrens, who suggested the diag- 
nosis of ruptured oesophagus, and exploratory thoracotomy 
was advised in spite of the patient being in extremis. 

It was decided to explore the right* chest in view of the 
effusion on this side, and accordingly a large segment of the 
eighth right rib was resected and an excellent exposure obtained 
by means of rib-spreaders. At least 2 pints (1.14 litres) of 
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fluid resembling weak tea was evacuated from the right pleural 
cavity and a small rent in the mediastinal pleura demonstrated. 
This was widely opened and much blackish foreign material 
was removed from the posterior mediastinum. Fragments of 
food were identified, and one was impressed by the large 
quantity of undigested food present. 

A small vertical linear tear 1 in. (2.5 cm.) in length was 
found on the right posterior wall just above the diaphragmatic 
orifice. This was rapidly closed with interrupted fine catgut 
sutures, and the posterior mediastinum and pleural cavity were 
cleansed so far as was possible. A soft corrugated rubber 
drain was inserted across the pleural cavity into the posterior 
mediastinum.' and the chest wall was closed around this and 
a large tube to the pleural cavity. Penicillin. 500.000 units, was 
injected into the pleural cavity at the close of the operation 
and closed drainage instituted. Shock was treated by plasma, 
fluid requirements were met by intravenous glucose-saline, and 
infection was controlled by systemic penicillin and sulpha- 
mezathine. A radiograph two days later showed that the right 
lung had re-expanded, though there was now a little fluid in 
the left pleural cavity. 

The mediastinal drain was removed and daily intrapleural 
injections of penicillin were continued. The intravenous drip 
was removed on the fourth day and a milk drip by means of 
a Ryle’s tube substituted. At this time the left'pleural cavity 
was aspiratecf amf some T or. i'zAT stt!.} of straw WiVaraf iftrntf 
were obtained. The tube in the pleural cavity was shortened 
and finally removed on the twenty-first day after operation. 
The Ryle's tube was removed on the fourteenth day ; but some 
leakage of milk occurred across the pleural cavity, so the 
tube was replaced. Two further trial removals were made, with 
further leakage, but eventually the Ryle’s tube was discarded 
on Jan. 22, 1 948, some eight weeks after operation. No further 
leakage occurred and normal diet was rapidly resumed. Excel- 
lent nutrition was maintained throughout by these means. 

The patient was discharged on Feb. 18 with the wound almost 
healed, and when seen ten days later complete healing had 
taken place. Repeated chest films during the post-operative 
period had revealed a gradual return to normal, and a barium 
swallow on Feb. 26 showed an oesophagus of excellent calibre 
with slight dilatation of the lower end to the right, presumably 
due to adhesions. A letter from the patient at the end of 
June, 1948, told of perfect health and an ability to eat anything. 

Incidence, Aetiology, and Clinical Course 

Since the first classic case described by Boerhaave .n 
1724, Olsen and Clagett (1947) have been able to find some 
60 cases in the world’s literature. The majority' of these 
were first diagnosed at necropsy, and only 14 were diag- 
nosed before death. It should be made clear that these 
cases are those in which spontaneous perforation of a 
norma] oesophagus has taken place, and that perforation 
of an oesophageal peptic ulcer or other disease process 
and rupture following instrumentation are excluded. The 
former inevitably fatal outcome allowed ample necropsy 
evidence that the oesophageal wall was indeed normal. 
There is no evidence to show that the muscle wall in these 
cases is exceptionally thin, and any congenital weakness 
can also be ruled out by the late onset of this catastrophe. 

The presenting feature in almost all recorded cases .s 
that of vomiting, and the sequence of events is probably 
as follows. The patient, after some dietetic indiscretion or 
a particularly heavy meal, begins to retch or vomit. There 
is a rapid rise in intragastric pressure, which is transmitted 
to the oesophagus. The sphincter at the cricoid level fails 
to relax and the oesophagus tears at its weakest point — that 
is. at the lower end of the oesophagus just above the dia- 
phragm. Such tears have been produced experimentally 
and have also occurred in patients following crushing 
injuries to the abdomen, during convulsions, and after 
defaccation. 

Barrett (1946), in a most comprehensive survey of the 
whole subject, has stressed the high percentage of alcoholics 
among these patients, and it is thought that, though alcohol 


may have a deleterious effect on the oesophagus, it is the 
Vomiting and retching it produces which is the important 
factor. However, as he points out, this condition is 
Unfortunately not confined to gluttons and alcoholics. 

The pathological findings are remarkably constant. A 
linear longitudinal tear 1-8 cm. in length, usually on the 
left posterior wall, is most often present, and this involves 
the lower end of the oesophagus just above the diaphrag- 
matic opening. The right posterior wall, as in Case 2 above, 
may be affected, and occasionally two tears have been 
present. It will be noted that the tear was on the anterior 
Wall in Case 1. The posterior mediastinum becomes filled 
With food and regurgitated gastric contents, and the pleural 
Cavities may be secondarily involved. 

Males are predominantly affected, and Ridgway and 
Duncan (1937) were able to find only five females in the 
35 cases recorded at that time. The middle-aged are most 
often affected, and my second case is the oldest of those 
recently reported. 

As noted above, vomiting and retching usually initiate 
the process. This is rapidly followed by pain, variously 
located in the upper abdomen, the lower part of the 
sternum, or posteriorly op the left at the level of the loner 
thoracic or upper lumbar vertebrae. The pain is severe 
<md agonizing, and has sometimes been described as tear- 
ing in character. A feature noted by several authors is the 
lack of relief obtained from morphine. The patient shows 
(he usual features of shock, the pulse being rapid and the 
temperature subnormal, though the latter may be raised. 
Dyspnoea, pain on breathing, and cyanosis are commonly 
present, and the respiratory rate is increased. The patient 
•s unable to lie down, some relief being obtained by sitting 
bp in bed. 

In the very early stages there may be tenderness and 
S>uarding, amounting to board-like rigidity in the epigas- 
trium, and many of these cases have come to laparotomy 
bn the erroneous diagnosis of a perforated peptic ulcer. 
Very' shortly two phenomena develop which give the surest 
Clues to the diagnosis. First, unilateral or bilateral pleural 
effusion appears. Initially this is probably reactionary to 
the highly irritating gastric contents in the posterior medias- 
tinum, but soon gastric juice itself appears in the pleural 
Cavity, either because the tear involves the pleura or 
because it bursts through the pleura, and may readily be 
recognized on aspiration and analysis. Secondly, in many 
Cases surgical emphysema has developed ; this begins over 
the upper part of the sternum and then spreads to the neck 
Cnd face. 

Should all the classical features be present, diagnosis 
Should not be difficult provided the condition be known 
to the clinician. 

The chief conditions for which spontaneous perforation 
Of the oesophagus has in the past been confused are per- 
forated peptic ulcer, dissecting aneurysm of the aorta. 
Coronary disease, acute pancreatitis, acute cholecystitis, and 
spontaneous pneumothorax. A brief consideration of the 
haain symptoms and physical signs should lead to a correct 
diagnosis in the typical case. 

In untreated cases death rapidly occurs, the majority 
dying within 4S hours. In a few cases the process has been 
much slower, and at least three such cases have ultimately 
survived. The mortality in the past for the acute cases 
Which form the vast proportion has been 100%. However, 
Graham (1944) and Frink (1947) have reported cases of 
late drainage in patients who appear to have localized the 
spreading infection, with ultimate cure. 

Barrett (1947) and Olsen and Clagett (1947) have reported 
successful repair in the early stages, and Case 2 above is 
h further instance. In all three cases direct approach to 
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DIAGNOSIS OF VIRUS DISEASES 

Diagnostic Procedures for Virus and Rickettsial Diseases. By 
various authors. (Pp. 347; illustrated. S4.00.) New York : 
American Public Health Association, 1790, Broadway. 1948. 

Virus diseases can be diagnosed and studied in the laboratory ; 
many of them are of such importance that in the future the 
appropriate techniques will have to be available in many hospi- 
tal and public health laboratories and not only in research 
institutes. This book is a mine of information, for its 17 
chapters are all written by specialists, who tell how much can 
be done and is being done in the U.S.A. The specialists have 
been “ given their head ” to describe how they deal with the 
viruses which are their own special study, and no attempt is 
made to insist that exactly similar methods are described where 
one technique is applicable to several viruses. Some duplication 
is thus inevitable. 

Some of the authors have interpreted their instructions liber- 
ally. Thus, the article by Meyer and Eddie on psittacosis, and 
some of the others, give much interesting assorted information 
about the virus concerned. On the other hand, the chapter by 
Parker on variola and vaccinia is almost too concise. That on 
poliomyelitis by J. R. Paul is full of useful information on the 
caging and handling of experimental monkeys. Phlebotomus 
(sand-fly) fever seems rather out of place in such a book, for 
human volunteers are necessary for any experimental study. 
Trachoma, influenza, mumps, rabies, yellow fever, and 
rickettsial diseases are among the other more important sub- 
jects discussed. Workers in diagnostic and in research labora- 
tories will have many occasions to seek — and find — in this 
book the facts they need. 

C. H. AndrevVes. 

INFERTILITY 

The Childless Marriage. Its Cause and Cure. By Edward F. 

. Griffith, M.R.C.S., LR.C.P. (Pp. 206; illustrated. 8s. 6d.) 
London: Methuen and Company. 1948. 

Sterility and Impaired Fertility. Pathogenesis, Investigation, and 
Treatment. By Cedric Lane-Roberts, C.V.O., M.S., F.R.C.S., 
F.R.C.O.G., Albert Sfiarman, M.D., Ph.D., M.R.C.O.G., 
Kenneth Walker, M.A., M.B., B.C., F.R.C.S., F.I.C.S.. B. P. 
Wicsncr, D.Sc., Ph.D., F.R.S.Ed., and Mary Barton, M.B., B.S. 
Second edition. (Pp. 400; 96 figures; 2 plates. £1 4s.) 
London : Hamish Hamilton Medical Books. 1948. 

Both these works were first published in 1939, and their second 
editions represent extensive revision made necessary by the 
many advances in knowledge and alterations in outlook which 
have occurred in the last decade. Dr. Griffith's book is not 
strictly a second edition, for it first appeared under a different 
title — The Childless Family. It is intended for the lay reader, 
is compact and cheaply produced, but contains a lot of informa- 
— perhaps too much. Many of the more strictly medical 
'ons, which the author advises the lay reader to skip, could 
be omitted. Although there are few, if any, errors in fact. 

• outlook is not always scientific, and some of the statements 
might be misleading to anyone without medical knowledge. 
The association between abortion and seminal faults is over- 
stated to the extent that it might cause unjustifiable alarm, and^ 
the account of continence in the male leading to sluggishness 
of spermatozoa could have unfortunate repercussions. The 
recitation of individual cases is not convincing, nor are the 
illustrations of hysterographs, some of which are alleged to 
demonstrate uterine hypoplasia. Is it possible, at any rate 
without a specially controlled technique, to recognize this condi-_ 
tion by this means ? Nevertheless the book has much to com-* 
mend it, and any couple who read and understand it will be 
left with a relatively wide knowledge of infertility, its causes, 
how it should be inscstigatcd and by whom, and the prospects 
for its cure. The final chapter, which occupies 40 pages, com- 
prises a very full account of artificial insemination, setting out 
the arguments for and against, and giving many useful refer- 
ences.' This alone justifies a place for the book in the general 
practitioner's library. 


Sterility and Impaired Fertility is written on a different plane 
and prescribes for the general practitioner and consultant, li 
is one of the best books of its kind and already has a high 
reputation. The new edition has the same format as its pre- 
decessor, although the text is considerably modified in places 
Dr, Mary Barton has now joined the team of authors ant 
makes her presence felt by a new emphasis on cervical functior 
and sperm penetration of cervical mucus. Other changes 
include a simplification in the technique and interpretatior 
of semen analysis, the rejection of hormone analysis as a 
practical measure of real value, and a more cautious outlook 
or the value of hormone therapy and on the interpretation of 
tubal patency tests. Among some useful appendices may be 
mentjoned a description of a new modification of the method 
of estimating pregnanediol in the urine, and a short account 
of irradiation of the pituitary and the ovary by Dr. Anthony 
Green. It is rather surprising to find that the carbohydrate in 
semen is still referred to as glucose when most workers now 
consider it to be mainly fructose. Moreover, there appears to 
be no mention of precoital douches of either sodium bicarbonate 
or glucose as a method of , treatment. Although this may be 
regarded as' "old-fashioned and empirical it is widely used and 
at least deserves discussion. ■ .These, however, are small matters 
when considered in the perspective of this otherwise wide and 
authoritative account of fertility and infertility, an account 
which deserves to continue to be looked upon as a standard 
work for reference. v ' 

T. N. A. Jeffcoate. 


PUBLIC HEALTH IN THE U.S.A. 

Public Health Administration in the United States. By Wilson 

G, Smillie, A.B., M.D., Dr.P.H., Sc.D. Third edition. 

(Pp. 637; illustrated. S6.50 or £1 12s. 6d.) New York and 

London : The Macmillan Company. 1947. 

The title of this book might suggest a discourse on the details 
of administration of public health in the United States with 
fairly ample reference to public health law, but this is not the 
author’s line of approach. He discusses many diverse problems 
in hygiene. In a short first part he outlines the scope of 
public health functions ; Part II is entitled “ Administrative 
Control of Communicable Diseases,” Part III “ Basic Activities 
of a Health Organization,” and - Part IV “ Organization of 
Public Health Programs.” 

The student of medicine will appreciate the section on in- 
fectious diseases, where the author describes not only ' the 
action taken by a health department in respect of various 
diseases but also their epidemiology, clinical features, and 
differential diagnosis. The reader is thus led to realize that 
sound administrative action must be based on the clinical and 
epidemiological features of a disease. The author makes a 
plea that there should be no rigidity of action in dealing with ■ 
cases of infectious disease. He expresses the accepted modern 
view that infectious-diseases hospitals should be part of a 
general hospital scheme, since to-day their chief value is the 
advantage the patient derives from skilled treatment rather 
than the protection of the public by his isolation. As is to be 
expected, the discussion on epidemiology is especially directed 
to American problems, such as the differing incidence and 
manifestations of diseases in white and coloured peoples. He 
considers at length such diseases as malaria and rabies, where- 
as he makes little mention of bovine tuberculosis ; his account 
of the work of port health departments, especially in relation to 
the spread of infectious disease, is not satisfactory. 

The author lays great emphasis on the work of the public- 
health nurse. He discusses the ways in which her services 
may be utilized by a health department and whether each nurse 
should be limited to a special branch of public health nursing. 
Throughout the book he draws attention to the duty of health * ( 
departments to educate the public, and he points out that in 
this respect there are virgin fields to be explored. Public-health 
departments in Britain may find this subject of particular in- 
terest now that they are being relieved of some of their former 
functions. The sick individual, in his view, is not the responsi- 
bility of the health department, and he emphasizes the value 
of “ well child conferences.” The author maintains that, ideally, 
prenatal service should not be a function of the health 
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department, since the medicai supervision of the mother during 
pregnancy should be given by the physician who will have 
charge of the 'delivery. However, he realizes that this idea! 
cannot always be attained, and in these circumstances he stresses 
the importance of administrative co-ordination between the 
responsible authorities. He includes notes on such topical 
subjects as the rhesus factor, epidemic diarrhoea of the 
newborn, and fluorine in relation to dental caries. He defines 
geriatrics as the study of persons over 40 years of age, and 
indicates the value of periodic health examinations (or health 
inventories). 

The chapters on administration, towards the end of the book, 
will give European readers a conception of the peculiarities of 
central and local government in a federation of States. The 
author uses the discussion on this subject to emphasize many of 
the more impdrtant points raised earlier in the text. Possibly 
the non-American reader would have benefited from the adminis- 
trative information being included at the beginning rather than 
the end of the book. Illustrations are numerous and good, 
and — what is of considerable importance in this type of book — 
it has an adequate index and comprehensive lists of references 
on the wide range of subjects discussed. 

R. T. Bevak. 

A SURGEON’S LIFE 

The Trent and I Go Wandering By. Stories of over fifty sears 
of my life in Nottingham. By R. G. Hogarth, C.B.E., D.L., 
J.P., F.R.C.S., HonJL.L.D.Ed. Foreword by Lord Webb-Johnson. 
(Pp. 144. 12s. 6d.) Nottingham: Cooke and Vowles, Ltd., 

The Thoroton Press, St. James's Street. 

The Trent and I should be assured of a welcome in and around 
Nottingham, for since 1894 there are few local institutions and 
events and very few prominent citizens with whom Mr. Hogarth 
has not had professional and apparently inevitably friendly- 
relations. It is a very discursive book, rambling over the life 
of a successful surgeon and devoted citizen. It fully supports 
what the author says of himself, “ I have enjoyed life." His 
versatility is amazing, and he seems to have worked as hard at 
his hobbies as he did at his profession. His medical career 
has been bound up with the Nottingham General Hospital, 
which he has seen enlarged and improved almost out of recog- 
nition since the days when he was a house-surgeon. His story 
of how he took the risk of a plunge into consulting surgery 
from a successful general practice is vividly told, as is the 
struggle to persuade his hospital to establish a pay-ward. This 
met with considerable opposition which momentarily disturbed 
his relations with the management of the hospital. 

The older members of our Association remember Mr. Hogarth 
as its President in 1926 at one of our most successful Annual 
Meetings. It was a happy thought to include in this volume 
his memorable presidential address, full of common sense and 
delivered with immense gusto. His fame as a surgeon was 
recognized far afield and by good judges such as Lord 
Moynihan and Lord Webb-Johnson, who contributes an 
appreciative foreword to the book. 

The influence of sport on Mr. Hogarth’s career is well brought 
out — a successful athlete, a more than average cricketer and 
footballer, an enthusiastic motorist in the early days. Indeed, 
there is scarcely a branch of sporLin which he has not indulged 
and been proficient. He gives the palm to fishing, especially 
salmon-fishing. Fishing, he says, “has been my principal joy 
and, pleasure — but I have derived much the same from my 
work, and what more can a man ask ? ” 

There is an eloquent and sensible chapter on “Importance 
of Health,” with some shrewd reminders of the tendency in 
democracy to ignore the value of self-discipline, as shown for 
example in the shocking way in which our streets and parks 
are desecrated by litter. One notes that he has the usual 
surgeon’s view of the value of “a bottle of medicine" — and 
he speaks with a knowledge of both sides. I was glad to note 
once again in the presidential address his quip about " the 
waters of healing laid on at the main ” in Harley and WImpole 
Streets. It is a happy book, especially welcome to those who 
know the author and his wife, to whom both he and Lord 
Webb-Johnson pay a graceful tribute. 

Alfred Cox. 
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A detailed account of technique for the surgeon. 
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F.D.S.R .CS., and W E. Herbert, L.R.C.P, MJb.CS, FDSJb.CS. 
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An account of the chief aspects of cardiovascular disease for 
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BSc, MX). 2nd ed. (Pp. 197. 14s.) London: J. and A 
Churchill. 1949. 
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Abstracts of recent papers, with editorial comment. 

A Short Practice of Surgery. By Hamilton BaDey, FJb.CS, 
FA.CS, FJ.CS, FJIS.Ed, and R. J. McNeill Love, MS- 
F.R.CS, F-A.CS, FJ.CS. 8th ed. (Pp. 623. 52s. 6d. for 5 parts 
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the urogenital system. 

Ocular Signs in Slit-Lamp Microscopy. By J. H. Dogcart. M,V, 
MB, FJb.CS. (Pp. 112. 21s.) London: H. Kimpton.7 1949. 
Includes. many coloured illustrations. 
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A TRUST FUND 

The Representative Meeting in June last year referred to 
the Council a number of motions on the formation of a 
medical trade union or some other form of organization 
for the better protection of the interests of the medical 
profession. Since then the subject has been raised several 
times in the correspondence columns of the Journal. Behind 
the demand for a medical trade union is the feeling that if 
the Association had had trade union powers of applying 
sanctions and granting benefits it would have been in 
a stronger position in its conflict with the Government in 
the first half of last year. The demand is, in effect, an 
expression of dissatisfaction with the B.M.A.’s limited 
powers in its conduct of negotiations from 1942 to 1948. 
Behind this demand there is also desire to put more 
power into the hands of the profession in any subse- 
quent conflict with the Government over the terms and 
conditions of service in the N.H.S. The Council of the 
B.M.A., in response to the request of the Representative 
Body, set up a committee on the constitutional position 
of the Association, and its report appears in this week’s 
Supplement. The report is a long and closely reasoned 
document which,' based on legal opinions of eminent 
counsel and the advice of the solicitors of the B.M.A., 
describes the present constitution of the B.M.A- and 
its advantages and disadvantages ; the legal position of a 
trade union ; the possibilities of converting the Association 
into some other form of organization ; and the question of 
establishing some other form of organization linked to the 
B.M.A. in a way that would secure identity of interest. 
The legal arguments are not easy to follow, especially when 
it is observed that, like doctors, eminent lawyers see fit to 
differ. The principal conclusions, however, are that it is 
not possible to convert the B.MA. into a medical trade 
union ; that even if this were possible the advantages of 
trade union status are illusory because medical men are 
either workmen nor masters and medicine is not a trade ; 
nd, finally, that to provide an effective weapon in future 
controversy a trust fund should be established under the 
control of a Medical Guild which, legally separate from 
the B.M.A., can use it for objects not defined in the Memo- 
randum of Association. 

The B.M.A. is registered with the Board of Trade as a 
" Company not for profit,” and is thus enabled to dispense 
with the commercially tinged description “Limited." In 
granting the Association this licence the Board of Trade 
insisted on the inclusion in the Memorandum of Associa- 
tion of the proviso to Clause 3, which sets out the objects 
for which the B.M.A. was established, and Clause 4, which 
defines and restricts the manner in which the B.M.A- shall 
dispose of its income and property. The principal object 
of the B.M.A. is “ to promote the medical and allied 
sciences and to maintain the honour and interests of the 


medical profession.” An important part of the interests 
of the medical profession is finance — the adequate payment 
of medical men for the work they do, linked as' this is with j 
the status and prestige of a learned profession in society. 
When this interest is threatened the B.M.A. is by its con- 
stitution limited in the action it can take, being unable to 
impose restrictions on, or to grant financial benefit to, mem- 
bers who acting on the advice of the B.M.A. suffer financial 
loss. It was because of this second disability that the Inde- 
pendence Fund, subscribed to by fewer than 6,000 doctors, 
was established in the early part of last year. It would 
seem that the B.M.A. is within its constitutional rights to 
advise but not to organize collective opposition, bubin an 
acute conflict the dividing line between advice and organiz- 
ation might be hard to define ; and any one person could 
seek an injunction against the B.M.A. on the grounds that 
its funds were being used in contravention of its Memo- 
randum, and t’ne Association would ’nave to withdraw from 
the conflict for so long as the matter was being considered 
by the courts. But whatever the form of organization 
which might represent it the medical profession as com- 
pared with any other section of the community suffers from 
one big disability, if it may be so termed — namely, that it 
cannot strike in the sense of withholding its services from 
sick persons in need of them. If it did that it would cease 
to be a profession, and would cease to be worthy of its 
calling. It is, however, open to the medical profession to 
resign from an organized service such as the N.H.S. and 
at the same time to continue to look after the sick. If such 
a grave decision were taken the problem for the doctor 
would be one of securing payment for work done, or, 
rather, receiving financial support until the conflict precipi- 
tated by resignation had been resolved. It was to this end 
that the National Insurance Defence Trust was built up bv 
insurance practitioners under N.H.I. and the Independence 
Fund established last year. It is to this end that the 
Council is recommending to the Special Representative 
Meeting to be held on March 29 that a Fund should be set 
up under the British Medical Guild. 

It should not be necessary to set forth in the columns 
of this Journal the advantages of the constitution of an 
Association which has a proud record of promoting the 
medical and allied sciences over the past 117 years, but 
if it changed its nature and became a medical trade 
union would it in this way overcome the disadvantages 
it is at present presumed to suffer from ? Under the 
Trade Union Acts the principal objects of any trade 
union are statutory objects. These are defined as the 
regulation of the relations between workmen and masters, 
or between workmen and workmen, or between masters 
and masters ; in this regulation of relations restrict!' e 
conditions can be imposed upon the conduct of any trade 
or business, and benefits may be provided to members. la 
the opinion of Counsel medical men are neither masters 
nor workmen, however employed. Medical practice does 
not come within the definition of “ trade,” but could be 
held to be a “ business.” The statutory objects of a medi- 
cal trade union would therefore be (1) the imposition of 
restrictions on the conduct of the business of its rnemoers, 
and (2) the provision to them of benefits. In taking action 
to defend its rights in a dispute an ordinary trade union 
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has some degree of legal immunity under the Trade Dis- 
putes Act of 1906. In this Act a trade dispute is defined 
as one “ between employers and workmen, or between 
workmen and workmen.” In the opinion of Counsel a 
medical practitioner is not a workman in the meaning of 
the Act, nor is he employed in trade or industry. A medi- 
cal trade union, therefore, would not have (and does not 
hare) this important legal safeguard provided by the 
Trade Disputes Act of 1906. The medical profession is 
also in the difficulty that it has hitherto strongly opposed 
a “ closed shop ” policy. Its best instincts and traditions 
would make it hesitate to use the trade union sanction of 
expelling a doctor from a medical trade union in order to 
deprive him or her of opportunity for employment. 

As it is registered under the Companies Act the Asso- 
ciation cannot transform itself into a trade union. If 
it were to wind up its affairs it would not be able to 
transfer its assets to a trade union which might take its 
place. The B.M.A. might free itself from its present 
restrictions by surrendering its licence to dispense with the 
word “ Limited ” in its title and thus be able to alter its 
Memorandum. This, however, might not be possible if 
15% of the members objected ; the Association would still 
have no immunity from legal proceedings, and power to 
impose restrictions and provide benefits could not become 
the principal objects of association. During' any dispute 
any one person could still lay an injunction against the 
B.M.A. on the alleged grounds that these had become prin- 
cipal objects, and that it was therefore in fact acting as a 
trade union ; the Association would be put out of action 
until the matter had been settled in the courts. 

The Council, having dismissed as unrealistic or impos- 
sible the conversion of the B.M.A. into some other form of 
organization, looked into the question of setting up another 
and parallel body. It considered, for example, the possi- 
bility of establishing a medical trade union, membership of 
which would be conditional on membership of the B.M.A. 
and vice versa. Such a union might because of his failure 
to conform to policy expel a member, who would then be 
in the legally impossible position of being expelled from 
the B.M.A. for failure to conform with the policy the 
Association by its constitution would be prevented from 
enforcing. That being so, and even granted that member- 
ship of the trade union would be conditional on member- 
ship of the B.M.A. but not vice versa, the possibility’ or 
probability is that the two bodies would be unequal in 
numbers of members. This is an additional argument to 
the other ones brought forward against the proposed value 
of trade union status. The Council has been up against 
the difficulty that parallel bodies, like parallel lines, 
might be expected to meet at infinity. It is therefore 
recommending to the Representative Body that there shall 
be established a trust fund known as the British Medical 
Guild. This would be a legally independent entity lawfully 
_n.blc to organize and not merely advise the profession in the 
event of a dispute with the Government, and able to distri- 
bute financial benefits. The Guild would be controlled by 
a board of trustees, and this board could be composed of 
members of the Council of the B.M.A. The proposed 
British Medical Guild is closely similar to the Independence 
Fund set up last year. The Guild, in fact, would provide 


thf B.M.A. with weapons which its present- constitution 
prevents it from using. If the Representative Body decides 
to adopt the suggestion made, then it will presumably sup- 
port all efforts to secure contributions to the Fund. The 
relationship of this Fund to the National Insurance Defence 
Tfust has yet to be examined. 

'The problem is intricate, and made not less so by the legal 
complexities which surround it. The position of the doctor 
in the community is in the last resort determined by the fact 
thpt he belongs to a learned profession dedicated to caring 
for the health of the people. The medical profession is 
older than parliaments and ministries, and whatever the 
ch a ug e s in the organization of its services it has always 
retained its essential character. It is therefore important 
that, whatever alterations there might be in the form of pro- 
fessional organization, nothing should be done to impair 
the status and prestige of medicine and those of its tradi- 
tions which are other than the passing changes of fashion. 
Apart from the difficulties and disadvantages of convert- 
ing the B.M.A. into a medical trade union, such a trans- 
formation of a voluntary 7 association of medical men and 
w-omen might end in altering for the worse the essential 
nature of a great calling. Nevertheless, in a world in which 
hard economic facts increasingly obtrude themselves the 
profession needs an economic weapon as a measure of 
defence. The British Medical Guild is designed to produce 
this. 


SPREAD OF STREPTOCOCCAL TONSILLITIS 

Streptococcal sore throat, when unaccompanied by a rash, 
is not notifiable, and because of this school outbreaks 
frequently go unrecorded. But even when outbreaks of 
scarlet fever or streptococcal tonsillitis have been carefully 
investigated little or no progress has been made in deter- 
mining the mode of spread or the best methods of control. 
Throat-carrier rates among contacts could be high or lowj 
add, if some outbreaks ceased abruptly, most went on with 
cases cropping up throughout the term despite precautionary 
measures. It has been shown that the spread of strepto- 
coccal infections in wards where patients with burns, scarlet 
f e ver, and puerperal sepsis w T ere being nursed was asso- 
ciated with gross contamination of the dust and air by the 
infecting streptococci, and the success of dust-suppressive 
measures in controlling secondary' streptococcal infection 
in measles wards testified to the importance of this mode 
of spread. The next step was to find out how the dust 
became heavily infected. 

Although Gordon 1 had shown in 1932 that convalescent 
cases of scarlet fever with purulent nasal discharge were 
most likely to give rise to “ return " cases and clinicians 
had long known that the case or carrier of n3sa! diphtheria 
was a dangerous source of diphtheria infection, it w-as the 
work of Hamburger and his colleagues-* in Army camps 
during the late w-ar which demonstrated clearly the impor- 
tance of the heavy nasal carrier in spreading streptococcal 
infection. After they had confirmed the finding of earlier 

1 1. Arzrr. r-.td. Af... 1932, S3, 519. 

r J. i-.rea. Dir., 1944, 75. SS. 

5 Ibid., 1945.77,65. 

4 Ibid., 1945, 77, 96 . 

‘Ibid., 1946,75,33. 

« Ibid., 1943. £2, 72. 

r Me-.. BsH. MU. HlA. 1944, 3, 160. 
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workers that patients with strongly positive throat cultures 
expel only relatively few organisms during talking or cough- 
ing, they showed by various tests — cultures of nose-blows, 
hands, bed patches, and dust — that .the heavy nose carrier, 
whether or not he has any clinical signs of infection, nearly 
always profusely contaminates his surroundings, and that 
in fact he disperses about 80 times more haemolytic strepto- 
cocci than the corresponding throat carrier. They further 
showed that nose carriers appeared to be responsible for 
outbreaks of streptococcal infection in hospitals and 
barracks and, in one instance, for a large-scale food-borne 
outbreak. - 

The question remained whether streptococcal infections 
spread among civilians, particularly among children in 
schools and nurseries, in the same way as among troops 
in training. Various recorded outbreaks have suggested 
that it is so ; for example, Boissard and Fry 7 reported 
that cases of scarlet fever occurred in a school in the 
autumn and summer terms when a boy with severe nasal 
catarrh was present, but not in the spring term when the 
boy was absent In this issue of the Journal Drs. G. T. 
Cook and D. Munro-Ashman provide further evidence of 
the importance of the nasal carrier in the spread of 
streptococcal tonsillitis in a residential school. The out- 
break began when • a boy, subsequently shown to be a 
heavy nasal carrier, returned to his dormitory about the 
middle of the spring term after an absence of ten days 
with sore throat and fever. During the rest of the term 
19 cases of illness caused by the epidemic type of organism 
and 4 contact carriers occurred in six dormitories of the 
house to which the first boy belonged ; 18 of these cases 
came from three dormitories holding 28 boys in all (an 
incidence of 64%), and in each of these three dormitories 
the first case was found to be a heavy nasal carrier. The 
incidence was 25% in the other three dormitories of the 
same house and 11.8% in the single rooms, where the boys 
were older and in less close contact with each other. 
Although the premises were vacuum-cleaned and scrubbed 
during the Easter holidays, further cases occurred through- 
out the school in the summer term and continued even 
after known nasal carriers were treated successfully with 
penicillin-sulphathiazole snuff. However, there may have 
been undetected nose carriers, since no mass swabbing was 
carried out, and there is no mention of examination or 
-infection of the blankets, often an important reservoir 
haemolytic streptococci in an infected environment. 
The important lesson from this and similar studies is 
that nose as well as throat swabs should be taken from all 
close contacts when search is being made for the source 
of streptococcal infection. If this swabbing can be done 
early, when only 2 or 3 cases have been reported, and a 
heavy nose carrier is identified as a likely focus, his removal 
and treatment may well prevent further spread. Too often, 
however, the infection is allowed to drag on for some 
weeks before action is taken, by which time there may 
be many carriers and a grossly contaminated environment. 
Large-scale swabbing, isolation of nose carriers, and a 
thorough “spring-clean" followed by disinfection of the 
premises and bedding then become necessary. It may be 
added that outbreaks of infection do not necessarily follow 
the discovery of nose carriers or streptococcal contaminated 


dust. There are other variables — virulence of the organism, 
the nature and resistance of the community, and the accessi- 
bility of organism to host — which play their part, but the 
potential danger of the nasal cafrier cannot now be denied. 


RELIEF OF PAIN IN CHILDBIRTH 

The report entitled Maternity in Great Britain , l on whicl 
we commented in a leading article a few weeks ago, 1 
exposed many deficiencies in the maternity service. The 
Press and politicians find this a topic of constant interest 
and it is not without reason that women will demand tha 
more attention be given to the problem. The main complain 
of the mothers interrogated in this survey, which was madf 
jointly by the Population Investigation Committee and the 
Royal College of Obstetricians and Gynaecologists, wai 
that no attempt was made to relieve .the pains of labour 
In the Metropolitan boroughs, for instance, only 5% of the 
mothers confined at home and 48% of those confined ii 
hospital were given relief. The report on pain in child 
birth prepared by a subcommittee of the Medical Women’! 
Federation and published elsewhere in this issue therefori 
appears at an opportune time. If ever a body of womei 
would insist on adequate analgesia during childbirth i 
would surely be women doctors at their own confinements 
There would also be a natural demand on their part for thi 
best environment, accoucheur, and midwife. Yet whei 
this report is examined some disquieting facts emerge. I 
must have been disappointing for the committee that onl; 
196 replies were received from 300 medical women. Tin 
forceps rate of 27% in first deliveries may be due to tbi 
fact that most of the mothers were attended by obstetrh 
specialists. In half of these cases the reason for instru 
mental delivery could not be stated. The perineum wa 
repaired in 69% of first deliveries (normal and abnormal] 
and 18 of the mothers did not have an anaesthetic for this 
The incidence of episiotomy is not stated, and local anaes 
thesia was used to repair the perineum on only 16 occasions 
It is surprising that 32% of the primiparae were give! 
no analgesic during the first stage. On the other han< 
90% received an anaesthetic during the second stage. Mos 
women suffer the greatest pain towards the end of thi 
first "stage, when the os is about four-fifths dilated. It i 
at this time that analgesic drugs can bring such grea 
relief. It is not clear why the subcommittee included gas 
and-air as an anaesthetic — a claim never made by Minnitt 
A mixture of chloral and potassium bromide was prescribe 
in 80 labours and was ineffective in 38. The combinafioi 
known as “mothers’ mist.” is still widely used in thi 
country: the single dose of bromide is not ph'arniacologi 
cally effective, and the dose of the third ingredient, tinctur 
of opium, is often minims (0.45 ml.), which is equivalec 
to i V gr. (4 mg.) of morphine. Is'there any justification fo 
prescribing this amount ? It would seem better to giv 
30 gr. (2 g.) of chloral. Pethidine was still on trial whe 
this investigation was being made, and doubtless this is th 
reason why it was given in only 44 deliveries. Not unex 
pectcdly, a mother who was having her third child foun 
“ veganin ” useless. 

1 Maternity In Great Britain, 1948, Oxford University Press, London. 

2 British Medical Journal, 1948, 2, 948. 
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This group of women is a privileged section of the com- 
munity in that the standard of obstetric care they receive 
is much higher than that available to the majority of expec- 
tant mothers. The questionary showed that opinion was 
almost unanimous in favour of pain relief in childbirth. 
Yet a considerable number (24%) said they would have 
liked more complete relief, and this despite the fact that 
many were being attended by obstetric specialists. The 
reasons for this should be sought Are obstetricians dis- 
interested in obstetric analgesia? Could more effective 
drugs have been given ? Did the mothers react abnor- 
mally ? The drugs and analgesic apparatus at present 
available to doctors and midwives are effective provided 
they are given at the right time and to women who have 
been properly trained during pregnancy. 

It is now generally agreed that the better the mother is 
prepared during pregnancy for her confinement the less 
analgesic drug she will need. There is a tendency to rely 
overmuch upon the hypodermic needle or the tablet as 
part of a stereotyped system to relieve the pain of uterine 
contractions. Sometimes the doctor or midwife forgets 
that the mother is an individual who should and often 
wants to take an active part in her own deliver}’. The 
search for the ideal analgesic must continue, but further 
investigation should be made of those methods in which 
explanation and preparation for childbirth play an impor- 
tant part in antenatal care. Midwives conduct most of the 
deliveries in this country, and they should be able to 
instruct expectant mothers in the art of muscle control 
and relaxation Pain can be relieved in well-trained 
mothers w-ith the minimum amounts of drugs. 


TUBERCULOUS MENINGITIS 
Each successive report on the treatment of tuberculous 
meningitis with streptomycin gains added value from the 
length of the follow-up of surviving cases and the more 
mature judgment made possible by longer experience. In 
this issue we publish an account by Drs. J. Rubie and 
A. F. Mohun of a study of tuberculous meningitis and its 
treatment with streptomycin at Highgate Hospital, one of 
the centres established for this purpose by the Medical 
Research Council in July, 1947. Perhaps the strongest 
impression made by this paper is the necessity for early 
diagnosis and the skill which may be required in reaching 
it Particularly instructive is the series of nine patients 
from whom treatment was withheld, despite meningism, 
cerebrospinal-fluid lymphocytosis and increased protein, 
and, in five cases, a suggestive history and known tuber- 
culous foci elsewhere. All these patients recovered spon- 
taneously from whatever cerebral condition they had. It 
seems that the surest guide to the experienced observer is 
the mental state : these patients were for the most part 
alert and happy, whereas the child with undoubted tuber- 
:u!ous 'meningitis is even at an early stage listless and 
ipathetic. The Mantoux test may be helpful, in that a 
legative result is a strong point against the diagnosis : in 
his series the test was negative in only one of the proved 
rases. Among cerebrospinal-fluid changes a falling chloride 
rontent has now by general consent been ousted from its 
ire-eminent position as a diagnostic sign by a subnormal 
;ugar content, which makes its appearance earlier and is 
bus of much greater value. This being so, it should be 


generally observed that the collection of part of the speci- 
men in a bottle containing sodium fluoride as a preservative 
is necessary if dependable information is to be obtained on 
this vital point 

The general results of streptomycin treatment were such 
as are now expected — recovery (fortunately complete so 
far as can be seen in 16 of the 18 patients concerned) in 
about one-third of all cases. The relation between the 
stage of the disease at which treatment is begun and its 
outcome is evident — 1 1 of the successful cases being classi- 
fied as “ early,” six as “ middle,” and only one as “ late.” 
The effect of age on prognosis is also clear : all the sur- 
vivors were between 3 and 17 years old. The bad prog- 
nosis in infancy is attributed both to the difficulty of elicit- 
ing specific complaints in very small children and to the 
more rapid progress of the disease. Of three patients over 
17 years of age all died, presumably because of extensive 
disease elsewhere — a much more common finding in the 
adult with meningitis than in the child. The results of 
different treatment schedules conform to those on which 
present recommendau'ons by the Medical Research Council 
are based. Intramuscular administration alone was found 
to be inadequate ; daily intrathecal injection is also neces- 
sary, at least in the first month. The present arduous treat- 
ment programme occupies five months, two being given 
to combined treatment, two to intramuscular injection only, 
and one, the fourth, being a rest period. It cannot be said 
that the best way of using streptomycin for this disease 
has yet been defined with certainty : dosage and duration 
of treatment are not standardized, and some workers have 
claimed that intrathecal injection alone is necessary. Per- 
haps the most hopeful line of advance is the combined use 
of streptomycin with another chemotherapeutic drug such 
as a sulphone. Such studies are being pursued in several 
countries, and Rubie and Mohun are themselves using 
sulphetrone in this way. The results of this modification 
will be awaited with interest. 


THE RISKS OF /PREMATURITY 
The importance of prematurity’ in relation to stillbirths and 
neonatal deaths has once again been stressed in a series of 
articles by Drillien, 1 : who has analysed the records of 
nearly 8,000 births at the Simpson Memorial Pavilion, 
Edinburgh, during the years 1943 to 1945. Complications 
of pregnane}’, especially hydramnios and antepartum 
haemorrhage, were found to increase the prematurity 
rate, stillbirth rate, and neonatal death rate. With a 
spontaneous vertex deliver}’ the combined foetal and 
neonatal mortality for premature infants was 21 times 
greater than for mature infants. Breech deliver}’ increased 
the risk of death for both premature and mature infants, 
while the application of low forceps appeared to increase 
the risk for mature babies only. The principal causes 
of death in premature babies were prematurity’ alone, 
asphyxia, and infections, while in mature babies congenital 
defects accounted for the majority- of deaths. The risk of 
death from all causes was far greater for the premature 
than for the mature infant. No diagnosis of a pathological 
condition was made in over half the stillbirths, but the 
principal ascertained causes were congenital defects and 
asphyxia, the former being responsible for more deaths 

l J. Obstrt. Gyrnrc. Bn! Er-r . 1947, 54, 300. 443. 

1 Irek. DU Chldh , I94S, 23. 69. 

» Hess, J H„ Mohr. G J . end B irsetra. P. F.. The Pryti:*! erd Merjzt 
Growth of PremsTvrriy Bnrr Childrer . 1934. Chicago. 

« LevL~ S. Z.. *nd Gordon. H. H . Ar-er. J. Dj. ChCd^ 1942, 64. 274. 

s J. R. Inst . 1947. 67. 409. 

« Baird, D.. /. Ohstri. Gyruxc. Brit. Et~? , 1945, 52, 217, 339. 
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in the premature and the latter for more deaths in the 
mature ’infants. 

By carefully considering the records of each stillbirth 
and neonatal death Drillien attempted to assess the primary 
cause in each case. She concluded that congenital defects 
and erythroblastosis were responsible for nearly 24% of 
all stillbirths and neonatal deaths, toxaemia and ante- 
partum haemorrhages for 30%, hazards of delivery for 
20%, while all other causes accounted for only 6%. In 
20% of the cases the cause was unknown. The investiga- 
tion was completed by a follow-up of 103 premature and 
174 mature infants. There was a significant difference 
between the ages at which premature and mature infants 
reached the various “ milestones,” and the average weight 
at any given age was found to rise steadily with increasing 
birth weight. In this follow-up no allowance was made 
for the degree of prematurity or for social conditions. 
Drillien points out that authors 3 1 who have taken the 
degree of prematurity into account and who have com- 
pared the development of premature infants with their 
mature siblings have found no striking difference between 
the two groups after the first few years of age, and she 
suggests the possibility of an economic handicap continu- 
ing to act on the premature infant after birth. 

Drillien’s figures are of necessity based on a selected 
section of the population, but they are a valuable addition 
to the other published analyses. Crosse, 5 for instance, 
investigated the records of 85,305 births which took place 
in the city of Birmingham during the years 1943 to 1946. She 
found that the prematurity rate was 6.9%, and that 42.8% 
of the stillbirths and 57.8% of the neonatal deaths occurred 
in premature infants. The causes of prematurity, still- 
birth, and neonatal death were similar to those reported 
by Drillien, with the exception that mortality due to 
erythroblastosis was lower, such cases naturally being col- 
lected in hospital. The influence of social and economic 
factors on prematurity, stillbirth, and neonatal death was 
demonstrated by Baird, 6 who analysed the records of 
10,728 Aberdeen births and grouped them according to 
the different social classes. He found that the rates of 
prematurity, stillbirth, and neonatal death were all much 
greater in the poorer classes than in the better-off. The 
commonest obstetric condition associated with prematurity 
was toxaemia, and this was twice as common among the 
poor as the well-to-do. 

All these investigations show that if the risks of pre- 
maturity are to be further reduced the interests of indi- 
vidual midwives, doctors, antenatal clinics, and hospitals 
must be merged in the general interest of obtaining the best 
Jesuit for each mother and her baby. 


“DOGGER BANK ITCH” 

Occupational diseases are often given graphic names which 
indicate the cause or the striking features of the lesion. 
“ Dogger Bank itch,” recently described by Bonnevie, 1 ’s 
an eczematous dermatitis observed in North Sea fisher- 
men, particularly those fishing the Dogger Bank area, and 
is due to contact with the sea chervil, a seaweed-like animal 
colony, the coralline Alcyonidium hirsutum. It is rare for 
live animals to cause contact dermatitis, which is generally 
the result of chemical or vegetable irritants. The sea 
chervil is landed, sometimes in large quantities, in the nets 
with the fish and is thrown back into the sea. Bonnevie 
describes the case of a young Esbjerg fisherman who had 
been fishing the Dogger Bank for four years. The dermat- 
itis started on his hands and cleared rapidly when he went 
ashore : on returning to fishing increasingly severe attacks 

1 19-15. i, *o. 


developed, with blistered and oedematous eruptions oi 
the hands and arms, face and legs. Some men have hat 
recurrences of the condition after attendance at fisl 
auction rooms and as a result of journeying in an inspec 
tion ship over the Dogger Bank area without actual fishing 
Bonnevie suggests that inhalation of the allergen from thi 
atmosphere may be responsible for such relapses. Patel 
tests have been performed with material obtained fron 
the inner and outer surfaces of the sea chervil and fron 
expressed juices ; these were all positive in the affected sub 
jects but negative in controls. The disease has figured ii 
the Danish Workmen’s Compensation Act since 1939. 


AFTERCARE OF THE HOSPITAL PATIENT 

There are many signs that hospitals are now taking a closi 
interest in their patients at home and at work, as well as ii 
the ward or out-patient department. In the work of after 
care there is some doubt about when the hospital almone 
should withdraw and the health visitor take over. Ai 
attempt by the Ministry of Health 1 to lay down a lim 
of demarcation has been criticized by the Institute o 
Almoners, which does not agree with the instruction tha 
“ the almoner will not visit patients' in their homes.” Ii 
a leading article The Times- takes the side of the almoner 
on the grounds that so long as a patient is the responsibilit; 
of a hospital the social aspects of the patient’s care shouli 
remain with the medical social workers on the hospita 
staff just as the medical care rests with the hospital doctors 
Commenting on this, Dr. Fraser Brockington 3 suggests tha 
the difficulty is due to the fact that the health services hav 
been divided administratively into three parts. “ The tim 
will come,” he writes, “ when such a division will no Ionge 
exist. Until then there must be a cleqr definition o 
responsibilities.” 

Almoners were first employed at hospitals to asses 
charges and sometimes to recover them ; now the 
provide for the hospital medical staff the “ backgroum 
histories” which are needed for the full understanding o 
individual cases of illness. Health visitors’ duties have als 
been widened. At one time they were employed solely fo 
the purpose of reducing infant mortality ; now under th 
National Health Service Act the welfare of the whol 
family, in health and sickness, is their concern. 

Patients returning home from hospital can certainly b 
given valuable help by experienced social workers, vvhethe 
almoners or health visitors. Already some hospitals, inclu 
ding one or two smaller ones which had never employe 
almoners, have been using health visitors for various pur 
poses. In one area a health visitor was able to find accom 
modation for some elderly patients who had been occupy 
ing hospital beds for many months. In Cardiff healtl 
visitors have been calling regularly' on patients discharge 
from hospital after treatment for diabetes and peptic ulcer. 
The scope of this work is wide, and the public will certain! 
appreciate any help of this nature which can be given. 1 
would be a pity if the administrative line which separate 
hospital from health authorities gradually assumed th 
appearance of a railing with spikes. The right course i 
to make the best possible use of the almoner's training n 
social case-work (whether or not this involves home visit: 
and of the health visitor’s training in nursing and healtl 
education. There may be a problem in theory, but thcr 
should certainly not be one in practice wherever healtl 
authorities and hospital management committees are read 
to co-operate in order to provide the best service for th 
patient. 

1 Ministry of Health Circular 160, I94S. 

2 The Timex, Dec. 15, 1943. 

* Ibid., Jan. 7, 1949. 

4 Davies, M., J. Roy. San. Inst., 1943, 63, 302. 
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VIRUS RESEARCH AND THE VIRUS PROBLEM 

LONDON UNIVERSITY LECTURE 

Df- P ,e[ 7 e Lepine, of Ihc Pasteur Institute, Paris, gave a special 
University of London lecture at the London School of Hygiene 
and Tropical Medicine on Feb. S. 

The first study of the physical properties of viruses, he said, 
ivas directed to the determination of their size. As early as 
1923 it was shown that groups of viruses were of different 
sizes. Here he referred to the important work on ultra- 
filtration carried out in this country bv W. J. Elford from 1929 
onwards. Colloid membranes were prepared with a given size 
of pore, and determinations of the size of many of the com- 
moner viruses were made. The methods which had been 
developed since had served only to make more precise those 
original measurements. All that the early workers were con- 
cerned with was an accessory physical characteristic — namely, 
ability to pass through filters. Later experiments showed that 
some virus particles were of different shape, but none of these 
observations controverted the opinion that the viruses were 
essentially minute micro-organisms. Dr. Ldpine mentioned 
the work of Stanley, who regarded the tobacco mosaic as a 
giant molecule and explained how virulence and infection 
came to be associated not merely with a definite chemical 
structure but with physical properties. This became the widely- 
accepted view, and was generalized rather hastily to include 
all viruses. 

The virus problem was being attacked by chemical as well 
as by physical methods, but Dr. Lepine disregarded the former, 
as they belonged essenu'ally to a special branch of research 
into proteins. He reviewed the physical methods which had 
contributed to a knowledge of the virus. The use of filtration 
with membranes remained the simplest and most direct labora- 
tory procedure, but another useful procedure was centrifugaliza- 
tion. which gave accurate information about the size and 
density of the virus and revealed the size distribution. Deli- 
cate but remarkably efficient instruments had been built for 
this work, which had been carried out under difficult condi- 
tions during the past few years at the Pasteur Institute. 

The virus density measured by ultra-centrifuging could be 
compared with the size obtained by filtration. He described 
another procedure which had been developed for estimating 
virus size. This consisted of placing on a revolving machine 
an ampoule containing a virus the titre of which was known 
and irradiating with radium or x rays. Later the titre was 
again worked out and it was ascertained how much of the 
virus had been destroyed by a given amount of radiation. 
It was inferred that the whole of the virus substance was radio- 
sensitive and that the structure was homogeneous, but in 
animal strains it appeared that the sensitive area of the surface 
was not more than half the whole, and therefore the existence 
of different zones appeared likely. The structure of the virus, 
therefore, was not homogeneous. 

Electron Microscopy 

The coming of the electron microscope had made it possible 
to check visually the morphological data. In some cases the 
electron microscope had revealed structures infinitely more 
complex than might have been expected from the use of other 
methods. Dr. Ltfpine here showed a photograph of an electron 
microscope which was built in secrecy in Paris during the 
German occupation. It had now' been turned into a commer- 
cial instrument, and was in use at the Pasteur Institute. By 
means of this instrument it was possible to sort out the viruses 
in groups according to size. At the top of the size scale 
(300 me) were such elementary bodies as the psittacosis group 
of viruses, which in structure and behaviour were closely 
related to the rickettsia. It seemed necessary to conclude that 
the viruses of this group had an organization not unlike that 
of the bacterial cell. Then, going downwards in the scale, 
came the animal poxes, and then the phages, their morpho- 
logical characteristics suggesting that they were mere collec- 
tions of molecules. By centrifugalization it was possible to 
break the phage up into its individual parts, the head, consist- 
ing of a nucleus within an envelope, and the tail. There was 
less detailed knowledge about a virus such as the influenza 
virus, but there was reason to think that it was not more 


homogeneous than the phage. Further down were more ele- 
mentary forms of virus, the virus of foot-and-mouth disease 
(diameter 10 m.u), and insect viruses. 

Animal viruses had a wide range of size and structure, but 
none of them seemed to answer the description of a “giant 
molecule.” Of plant viruses more than two hundred were 
known, and among these only about a dozen had been obtained 
as homogeneous protein found in living matter. All these 
viruses contained pentose sugar, which in the case of tobacco 
mosaic had proved to be ribose. Plant viruses of low phos- 
phorus content were rod-shaped, and tended to take the form 
of long chains. Those with a higher phosphorus content 
formed particles. 

Under the electron microscope it was possible to see that 
the crystals in the tobacco mosaic were the result of an 
agglomeration of particles tending to collect in long chains. 

This invisible world, said Dr. Ldpine in conclusion, com- 
prised a vast and varied population, from the nucleoproteins 
up through organisms of increasing complexity. The notion 
of viruses as giant molecules was very attractive to some, but 
he thought it introduced a misleading simplification of the 
problem. 


TRACER ELEMENTS IN BIOLOGICAL RESEARCH 

Radioactive isotopes are being used increasingly in biological 
research. Much work has been done on the subject in this 
country, and more in the United States. Professor F. A. Paneth, 
F.R.S., in two recent lectures to the School of Pharmacy in 
London, stated that experiments were taking place with a 
number of hitherto unfamiliar chemical elements. In the bio- 
logical laboratory of the near future there might be in use 
seven or eight elements so far scarcely known, but which 
might become as prominent in this field as radioactive phos- 
phorus, the first isotope produced for medical research, or radio- 
active carbon, the classical example of a tracer element in 
biological experiment. He mentioned in particular “astatine," 
a chemical element behaving in physiological experiments very- 
much like iodine. Little was known about it as yet, but it was 
said to offer interesting possibilities in view of its characteristic 
concentration in a particular part of the body. 

The most extensive researches were now being carried out 
with iodine- rather than with carbon or phosphorus. Professor 
Paneth showed charts illustrating how in animal experiments 
iodine was taken up by the thyroid and to a much smaller extent 
by the liver. Other charts showed the relatively diffuse distribu- 
tion of radioactive phosphorus as compared with the heavy 
concentration of radioactive strontium in the bone. Strontium 
was deposited almost exclusively in the bone shaft and hardly at 
all in the osteoid matrix, whereas plutonium gave a heavy deposit 
in the matrix and appeared only superficially in the shaft. The 
use of all these radioactive substances, as Professor Paneth 
reminded his audiences, was potentially dangerous. If too much 
iodine were used, for example, th*. physiological condition 
seemed to alter and the substance acted more or less as a toxin. 
One of the surprises of recent years had been the smallness 
of the amount of radioactive substance which might have a 
dangerous effect, and it was not without significance that many 
of the early workers in the radioactive field died from pulmo- 
nary disease. Consideration had also to be given to the choice 
of the right isotope for biological experiments. The half-life 
must not be too long nor the tracer too strongly active. 

Professor Paneth concluded by referring his hearers to the 
latest sources of information on the subject, adding, however, 
that the development of the new science was so rapid that no 
publication could keep abreast of it. The most recent com- 
pendium was the fourth report of the U.S. Atomic Energy- 
Commission. 


The British Council arranged for Dr. K. J. Powell, anaesthetist to 
Sheffield City General Hospital, to go to Italy on Feb. 21 to give a 
three months’ course on anaesthesia at the Istituto de Patologia 
Chirurgica in Rome and to lecture in Florence and Milan. He has 
been invited to go to Rome by the Director of the Institute, Professor 
Valdoni, and the visit is a sequel to a wartime meeting. While Dr. 
Powell was stationed near Florence with a neurosurgical unit he acted 
as anaesthetist for Professor Valdoni at the Italian civilian hospital 
in Florence. 
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AN IMPROVED JACK FOR THE BOYLE-DAVIS 
GAG 

Mr. Terence Banham, assistant E.N.T. surgeon, Royal Cornwall 
Infirmary, Truro, writes: Various methods have been devised 
for maintaining the airway when using the Boyle-Davis gag 
for tonsillectomy. Negus's jack ( B.M.J. , Sept. 19, 1925, p. 523) 
and the Guy’s model suspension rod with ratchet chest-plate 
are perhaps the best known. These methods are satisfactory in 
the majority of cases,- but they are not ideal, particularly in 
children. They both exert pressure on the chest, and the Guy’s 
method, though the more secure, utilizes a strap round the 
patient’s neck which by pressure on the neck veins tends to 
interfere with the venous return from the head. This dis- 
advantage can be overcome by using a much longer strap pass- 
ing round the head of the table, but the plate still exerts pressure 
on the chest and, in very small children, on the upper abdomen. 

The appliance here described makes use of the Guy’s chest- 
plate but overcomes its disadvantages by holding it rigidly just 
above the patient. The stand is made of J-in. (1.8-cm.) dia- 
meter galvanized iron tubing bent as shown in the photo- 
graph. The rectangle holding the chest-piece is filled in by 



brazing a metal plate to the three sides, forming a platform. 
The side members of this rectangle are slotted and the Guy’s 
ratchet breast-plate is attached to the top of the platform by 
two bolts with winged nuts, so that it can be moved back- 
wards and forwards. The two vertical rods fit into holes 
which are standard fittings on many operating-tables (i.e., 
Watson Williams’s E.N.T. table, made by Chas. Thackray, and 
the Allen and Hanbury’s operating-table). If this rod is a fairly 
tight fit the whole apparatus is held rigidly by the backward 
pressure of the suspension rod. On the A. and H. table the 
rods fit into a sliding coltar which is supplied with a lock-nut. 

This appliance has been used for many months in the ear- 
ose-and-throat theatre of the Royal Cornwall Infirmary and 
■ been found entirely satisfactory. It was designed and made 
for me by the hospital engineer, Mr. Fred Toy. 


The first number of the International Digest o f Health' Legislation 
has recently been published. It will be recalled that the duties and 
functions of the Office International d'Hygiine Publique have been 
transferred to the World Health Organization. One of these duties 
was the publication of the Bulletin Mensuel de VOfiice International 
d'tlygitne Publique, which first appeared in January, 1909. The 
Bulletin Mensuel continued its work until December, 1946, and pub- 
lished a great deal of information about public health legislation, 
communications and vital statistics, as well as many technical reports. 
In future the technical reports will be incorporated in the Bulletin of 
Ike World Health Organization, while what was the first section of the 
Bulletin Mensuel has now become the International Digest of Health 
Legislation. The International Digest will print translations of, or 
extracts from, the texts of the most important laws and regulations 
dealing with public health and related subjects in different countries. 
There arc separate editions in English and French and each edition 
is issued in two forms — as a bound volume, and as a collection of 
separate fascicles in a loose cover. 


Reports of Societies 


THE HEART IN ENDOCRINE DISEASE 

At- a meeting of the Section of Endocrinology of the Roj; ' 
Society of Medicine on Jan. 26 Dr. William Evans read 
paper on .“-The Heart in Endocrine Disease.” 

Dealing first _with disease of the thyroid, Dr. Evans said th: 
the finding of abnormal circulatory signs could be a valuab 
aid to diagnosis. When paroxysmal fibrillation occurred wit 
a swelling of the thyroid, thyroidectomy might often end th 
arrhythmia, but this did not always happen, presumably b< 
cause the thyroid condition was not the cause ; establishe 
fibrillation found in hyperthyroidism was as a rule a sign c 
heart failure. If fibrillation persisted for ten days after open 
rion quinidine therapy should be started. Two-thirds of sue 
cases might be expected to return to normal without this ; ha' 
the remainder would respond to quinidine, and the rest woul 
continue with fibrillation, but at a slower rate. The persistent 
of fibrillation was not unfavourable, and digitalis need not t 
given unless exercise produced uncomfortable palpitation. E 
did not believe that cardiac enlargement progressed when tt 
cause had been removed by thyroidectomy. Thyroid toxaem 
might cause distension of the left auricle indistinguishable froi 
that found in mitral stenosis. The speaker went on to discu 
the heart signs in myxoedema and cretinism. 

Speaking of acromegaly, he said that it was his experiem 
that the heart did not show any changes in this condition, bi 
in gigantism there might be generalized enlargement of tl 
heart. After showing some electrocardiograms to illustra 
abnormalities found in pituitary deficiency, Dr. Evans spol 
of the heart in Addison’s disease. In this condition, he sai 
the patient coming for investigation and treatment require 
the services of the endocrinologist and the cardiologist. Mai 
of the cases presented for diagnosis were doubtful examples i 
Addison’s disease, and the help of the electrocardiogram w: 
indispensable. Repeated electrocardiograms might prove 
reliable guide in the control of therapy. 

Addison’s Disease 

It was well known' that the blood pressure was low 
Addison’s disease ; hypotension was probably the most coi 
stant single physical sign. It was common to find the systol 
pressure lower than 100 mm. Hg, but its reaction durir 
successful salt therapy was not as well known. During trea 
ment it might rise to normal, and sometimes hypertensic 
developed. Cases in which a low blood pressure persist! 
were many, and their progress in other respects might 1 
satisfactory ; in circumstances such as these it was difficu 
to judge progress during salt treatment. 

Although a normal electrocardiogram did not exclude tl 
diagnosis, a warning should be issued against accepting witl 
out due care in this circumstance a diagnosis based on susp 
cious clinical signs. This problem needed more attention. 1 
studying the abnormal electrocardiogram it would be well j 
consider the changes in two groups. That changes migi 
develop owing to excessive salt therapy was suggested fro 
an experience of eight cases. Salt treatment first correct! 
the changes due to Addison’s disease and then exerted its ov 
influence on the tracing. If this was confirmed in the futu 
an instrument of great value would be placed in the hands 1 
the therapist dealing with Addison’s disease. Treatment wou 
aim at correcting the inversion of the T wave, restoring 
physiological electrocardiogram, and stopping short of induch 
such inversion. After showing electrocardiograms in typic 
cases of Addison's disease. Dr. Evans said that although 1 
left the story unfinished he hoped that what he had said hi 
emphasized the fact that the investigation and treatme 
of any patient remained incomplete without electrocardi 
graphy. 

The heart in Addison’s disease was small owing to t 
reduced blood volume peculiar to that condition. Periodic 
radiological examination was a necessary accompaniment 
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treatment Some degree of enlargement of the cardiac 
silhouette was to be expected as an effect of treatment, but 
greater increase should be avoided, and the appearance of 
conspicuous hilar shadows signified early death unless salt was 
withdrawn immediately. 

With regard to other endocrine disturbances, he could not 
speak authoritatively on the gonadotrophic hormones, but in 
two cases of stilboestrol treatment for cancer of the prostate 
he had seen hypotension develop, although no such change had 
taken place from the same treatment in six women with carci- 
noma of the breast. It was reported that heart pain could 
result from too much insulin in diabetes — the so-called “ insulin 
angina.” It was difficult to decide whether the relationship was 
causal or casual. In diabetic coma the electrocardiogram was 
often altered. 

In conclusion Dr. Evans said that he had not pretended to 
give an authoritative treatise on the way in which the heart 
felt the impact of all endocrine diseases, but he thought they 
should examine the deficiencies in their knowledge of this 
section of medicine. 

Dr. Raymond Greene said that he agreed very largely with 
Dr. Evans when he said that two-thirds of the patients with 
thyrotoxic fibrillation recovered as a result of thyroidectomy, 
and about half the remainder recovered on quinidine. After 
he had seen his hundredth case of thyrotoxic fibrillation, he 
worked out the proportion of recoveries, and it coincided with 
Dr. Evans's suggestioe. He had had one case of a patient with 
typical angina of effort who was found to have diabetes mellitus. 
She was admitted to hospital and stabilized and had never 
had angina of effort since. He was not convinced that thyro- 
toxicosis was a cause of hypertension. Hypertension occurred 
in patients with thyroid disease in about the same proportion 
as in the general population. 

Dr. Crighton Bramwell referred to the peculiar third sound 
heard at the right apex in thyrotoxicosis cases and which often 
gave rise to a suspicion of mitral stenosis. During the war when 
examining recruits this problem was frequently encountered. 
The question would arise whether a man had mitral stenosis, 
and very often there was evidence of slight thyrotoxicosis or 
else of an overacting heart. The sounds in the two cases were 
almost identical. 

Dr. Evans replied to the discussion. 


EVALUATION OF RENAL CLEARANCES 

In the Section of Experimental Medicine of the Royal Society 
of Medicine on Feb. 8 there was a discussion on the evaluation 
of renal clearances. 

Professor R. A. McCance, F.R.S., in introducing the subject 
with Dr. J. R. Robinson, gave a definition of clearances, and dis- 
cussed their physiological significance. He reviewed the various 
substances which had been used to measure the glomerular 
filtration rate and renal plasma flow. Speaking of urea 
clearance, he said that this was a valuable measure of renal 
function, though its precise significance was in some doubt. 
In chronic interstitial nephritis the urea clearance followed the 
progress of the disease, but it was less easy to say what it 
measured. In health, and when the urine volumes were high, 
the urea 'clearance was usually about 70% 'of the glomerular 
filtration rate ; but in disease, while it was still probably some 
measure of that rate, instances had been reported in which it 
equalled or even exceeded it as measured by the inulin clear- 
ance. Nevertheless, the fact that urea clearance was an excel- 
lent measure of the progress of the disease was not disputed. 
The significance of all these clearances was much more 
problematical in disease than in health ; he could multiply 
instances in which the physiological clearance ratios were 
-upset, and no one knew on which of the two to rely. 

Further problems had arisen since the function of the kidney 
in very young children had been studied. To begin with it 
was convenient to be able to refer the infant data to some 
standard used for adults. In children, after the age of about 
eighteen months, clearances seemed to vary fairly closely with 
the surface area, so that once the surface correction had been 


made the baby could be thought of as an adult But earlier 
than eighteen months, and especially in the very young infan t, 
the clearances were very low, though there was no evidence 
whatever that such clearances were abnormal. Here again the 
exact significance of these clearances in the infant was not 
known. The inulin clearances seemed to measure the glomeru- 
lar filtration rate, although this had not been tested out in 
infants as it had been in adults and in animals. Those who 
had measured diodone clearances at low levels of plasma con- 
centration had found them low relative to the inulin clearances, 
and so high “ filtration fractions ” had been obtained. Could 
it be assumed in these circumstances that the diodone was 
measuring the effective blood flow through the kidney ? Another 
interesting thing about the function of the tubules in young 
children was that the exogenous creatinine clearances were not 
consistently higher than the inulin clearances, as in the adult. 
They were in fact equal to the inulin clearances, so that there 
was evidence that creatinine was not excreted from the plasma 
to the urine by the tubules of the infant. Professor McCance 
concluded what he described as a provocative opening by 
repeating that little was really known about the significance of 
renal clearances in disease. Asked about the use of these sub- 
stances clinically, he said that in his view inulin or diodone 
clearance was not of any particular value, but it would be 
interesting to hear what people with clinical experience had 
to say. He was content with urea clearance. 

• Effects of Anoxia 

Professor Kenneth J. Franklin showed a colour film made 
recently in the Department of Physiology at St. Bartholomew’s 
Hospital illustrating the effect in the rabbit of anoxic diver- 
sion of the renal cortical blood flow. The existence of the 
“shunt” seemed to add, he said, to the difficulties being dis- 
cussed. In the film, to permit closer study of the superficial 
risible changes, the left kidney was exteriorized. Free air 
entry into the trachea was restricted, and during the develop- 
ment of anoxia the kidney surface was seen to shrink in size, 
become wrinkled, and commence to pale. With free air entry 
the kidney surface rapidly flushed and then became red all 
over, but the wrinkling persisted for an appreciable time for 
some reason now being investigated. 

Dr. J. A. Barclay brought forward certain observations 
which he said could be explained only on the basis of a three- 
component system of excretion — namely, filtration, secretion, 
and reabsorption. The discussion was continued by Dr. 
D. A. K. Black, Dr. W. T. Cooke. Professor Robert Piatt, 
and others. 

Professor C. W. Wilson said that the urea clearance test was 
not readily applicable in hospitals as a routine, and yet it was 
true to say that it could yield much informau'on. What he 
desired to see was a simple test applied in hospital, one which 
would not be subject to gross errors, and which might yield 
much earlier information concerning kidney reserve. He 
wondered whether endogenous creatinine clearances might be 
the answer as a measure of diminished glomerular filtration 
before the blood urea rose. 

Professor McCance said that Professor Wilson's was a very 
difficult question to answer. Nobody knew what they were 
measuring when they measured endogenous creatinine. The 
difficulty was the chromogens, which were present in the plasma 
in variable amounts and reacted with the reagents. Until an 
absolutely specific method of estimating creatinine -was avail- 
able, so that the amount of creatinine normally present in 
plasma could be simply and easily established, it seemed use- 
less to talk in quantilafive terms about endogenous creatinine 
clearances. 

Professor H. P. Himsworth, who presided in the absence 
of the president. Professor G. W. Pickering, asked whether 
there was any real evidence that urea clearance was a test of 
renal function. Dr. 3. R. Robinson, in reply, argued that while 
the ure3 clearance test would show that the kidney was not 
functioning normally, and would give some idea of how badly 
it was functioning, it wouid not distinguish between renal 
insufficiency due to abnormalities in the kidney and renal 
insufficiency due to extra-renal causes. 
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INTERNATIONAL STATISTICS 

Ib a discussion on international statistics at the January meet- 
ing of the Royal Statistical Society, Dr. Percy Stocks, chief 
medical statistician at the General Register Office, described 
recent efforts to secure co-operation in the international field 
so far as mortality and morbidity statistics were concerned. 

He believed that a greater degree of international agreement 
had now been reached concerning statistics of disease and death 
than about statistics of any other kind. An international list 
of causes of death had been in existence for fifty years and 
had been revised at international conferences of statisticians 
and medical experts. Two urgent needs had presented them- 
selves : the first to obtain a classification of diseases and injuries 
apart from mortality, and the second to obtain agreement on 
methods of dealing with death certificates on which more than 
one cause of death was stated: more than half the certificates 
now gave multiple causes. He and Dr. Dunn, chief vital 
statistics officer in the United States, met after the international 
conference in 1938 and resolved to pursue these matters. Then 
the war came and Great Britain, the United States, and Canada 
were caught unawares without the morbidity classification which 
was urgently needed. 

A committee of the Medical Research Council in this country 
set to work and produced a classification of diseases and injuries 
which had been widely used. At the same time, about 1944, a 
somewhat similar classification was produced in the United 
States. Fortunately both these classifications were based on 
the framework of the international list of causes of death, and 
it seemed possible to arrive at an agreed classification which' 
would serve the purpose both for mortality and morbidity. 
This would do away with the ridiculous position whereby a 
soldier admitted to a military hospital, then transferred to a 
civil hospital, and afterwards pensioned off, might have half a 
dozen code numbers for the same illness, and if in America or 
Canada different numbers. At the end of 1945 Dr. Stocks went 
to Washington, and the first difficulties of settling the general 
principles with a large commission of American experts were 
overcome. A small working party was set up which in two 
months hammered out an agreed basis with the help of numer- 
ous specialists. This was intensively studied by a medical 
advisory committee, revisions were considered, an interim com- 
mittee was appointed by the World Health Organization, and 
the list was circulated to seventy countries for their criticisms 
and comments. Replies were received from about forty, and 
at a subsequent meeting in Geneva as many of the amendments 
a' were appropriate were incorporated. Meanwhile the United 
States and Canada decided to adopt the English system if this 
was approved by the International Conference of Statisticians 
held in Paris last year. The conference did approve, and 
approval was also given by the World Health Assembly. 

It was decided to print the new manual in English, French, 
and Spanish and to produce a set of international regulations 
which would be obligatory from 1950 onwards unless a nation 
decided to contract out. The regulations required the use of 
the English system of notification of causes of death. The 
manual with the new classification was now on the way to 
Geneva, and should be available in London in a few weeks’ 
time. The consequence of all this would be. Dr. Stocks added, 
that if he happened to be riding a bicycle and was knocked 
down by a taxi and got a septic compound fracture of the tibia, 
whether it happened in Hampstead or in Amsterdam, Copen- 
hagen or Baltimore, his number — an eight-digit number— would 
be the same. 


MANCHESTER PAEDIATRIC CLUB 

The Manchester Paediatric Club was inaugurated on March 15, 
194S, with a membership of twenty-five. Dr. Catherine 
Chisholm, C.B.E., was elected president, and Professor Wilfrid 
Gaisford is the secretary. Three meetings arc to be held 
annually. 

At the first meeting on My 7. Professor Edmovd Kr.RrEL- 
Frovics. of Hungary, read a paper on “Body Fluids in 
Dehydration and Malnutrition.” and Dr. M. L. Thomson 
followed with "Notes on the U«e of Arabon in Gastro- 
enteritis." The second meeting was on Get. 5, when Dr. 
DoROTin Andersen, of New York, read a paper on "The 
Treatment of Coehac Di-ease." 


The first annual general meeting was held on Jan. 7, 1949, 
with a scientific session consisting of six papers in the morning, 
Jind a discussion in the afternoon on “ Methods of Improving 
the Child Health Services." The annual dinner followed. The 
next meeting will be on May 9, when the lecturer will he 
Professor Lichtenstein, of Stockholm. 


ACCIDENTS IN THE HOME 

At a meeting of the Society of Medical Officers of Health held 
on Feb. 17 at Tavistock House, Dr. C. A. Boucher, a medical 
officer of the Ministry of Health, read a paper entitled “Can 
the medical officer of health help to prevent home accidents ? ” 
Sir Allen Dxley was in the chair. 

Dr. Boucher said that the 6,000 fatal accidents which occurred 
annually in homes in England and Wales accounted for almost 
one-third of the total number of accidental deaths in the 
country each year. Apart from the fatal accidents it was reason- 
able to suggest that there were possibly 60,000 non-fatal home 
accidents of moderate severity each year. There had been over 
the last ten years no fall in the number of fatal accidents. On 
the contrary, in the two "age groups under 5 years and over 
65 there had been some increase. More children under 5 years 
lost their lives as the result of an accident in the home than 
from accidents on the roads. 

It was probable that accidents were fairly evenly distributed 
throughout the country. This was confirmed by an analysis 
of fatalities from bums and scalds in the 83 county boroughs 
in England and Wales during the last three years. Surveys ol 
home accidents suggested that the majority were preventable 
In support of this Dr. Boucher referred to ‘an inquiry made it 
1943 by Dr. Marion Wright in Glasgow, from which she con- 
cluded that squalid living conditions, with overcrowding and ! 
low standard of intelligence and conduct associated with them 
provided the background to the majority of these accidents 
It was difficult to say what part was played by structural defect) 
in the home ; it was not believed that existing house design wai 
a major cause, although it contributed to errors of judgmen 
and carelessness. . Dr. Boucher quoted an analysis of 504 burn) 
and scalds which were admitted to the M.R.C. Burns Unit o! 
the Birmingham Accident Hospital during the three years iron 
1945-7. 

Three-quarters of the accidents in the home were provided 
by two types of injury. Falls accounted for 60% of the 
fatalities, and the large majority of these occurred among the 
elderly, while bums and scalds accounted for 15%, and these 
affected mostly children under 5. Too little account was taker 
of the many elderly persons with defective hearing and limited 
eyesight who were subject to attacks of giddiness. In the case 
of the elderly special attention should be given to Safe stairs, 
adequate lighting, and sufficient handrails. 

Unprotected Fires 

The unprotected coal. fire was still the greatest source of 
danger to the young and old, but the electric fire, especially of 
the portable variety, was becoming more and more a menace, 
and existing legislation did not provide for the adequate guard- 
ing of electric and gas fires. Dr. Boucher stated that tea in 
any of its stages of preparation or consumption was the com- 
monest single cause of scalds, and accounted for onc-quartci 
of the fatalities, which occurred mainly in infants and yount 
children. He went on to draw attention to the considerabk 
increase over the last ten years in deaths from suffocation 
mainly of children under I year of age. 

He outlined what was being done to reduce home accidents 
but wondered whether this was sufficiently effective. He con- 
sidered that there should be a more individual and persona! 
approach, and doubted whether legislation, except with regarf 
to the manufacture and sale of safe articles, could be effective 
He suggested that the medical officer of health with his staf 
csuld contribute much of value, because of his intimate know 
ledge of conditions in his area and because he had access to th< 
homes and could influence the people in the welfare clinics, h 
addition, he could arrange home safety exhibitions, and b) 
means of lectures, pamphlets, and other propaganda could mak< 
his district “ accident-conscious.” The medical officer of healtf 
was concerned with the pre-school child, and in years to com: 
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the problem of old people would become more urgent , w these 
two ace groups the bulk of domestic accidents occurred He 
suggested that the opportunity was there for the medical officer 
of health, and that it might he advisable to carry out a careful 
sun ev of accidents which had occurred in the district before 
undertaking propaganda and education to counteract them 
Dr Boucher mentioned the valuable work that was being 
done in some areas by the local education authonues through 
school teachers He concluded by suggesting that the health 
visitor and sanitary inspector in routine visits could, bv them 
influence and aduce, eliminate accident-promoting hazards 
which existed in mam homes and of which the occupiers were 
unaware 


LEEDS REGIONAL PSYCHIATRIC ASSOCIATION 
The inaugural meeting of the Leeds Regional Psychiatric 
Associauon was held on Jan 29 at the General Infirmary 
The objects of the association are to promote and improve 
the mental health of the individual and the community by 
the studv of clinical social, educational, and administrative 
problems of the psychiatric practice in the region In the 
course of a general discussion on the aims of the association 
Professor D R MxcCalman who was elected chairman, 
expressed the hope that the meetings would be of social as 
well as professional value and that it would be possible for 
the assistant psxchiatnsts in the menial hospitals to make their 
contribution to the work of the association Ordinary member- 
ship is open to specialists in psvchialry and trainees who are 
accepted bv the associations executive committee Associate 
membership is open to psychologists, psychiatric social workers 
and lav therapists practising in the Leeds region The honorary 
secretarv of the association is Dr J W Affleck 


CHELSEA CLINICAL SOCIETY 
The fifth meeting of the session was held on Feb 8 at the 
South Kensington Hotel with the president, Mr Nils Eckhoff 
in the chair A discussion on the insidious onset of serious 
disease was opened by Dr Desmond MacManus and continued 
by Dr Horace Evans Both speakers replied to the subsequent 
discussion bv Drs Pococu Sun-dell Chadwick Atkinson’. 
Eckenstein Stuart Webs Sandell Hlgh Gardner Null 
MacManus, Simpson Harvei , and Mr Steeler 


Certain sections of the Cnmiml Justice Act, 194S, involve the 
National Health Service Section 24 confers upon courts of summary 
jurisdiction power to make orders for the reception and detention 
of offenders m institutions for persons of unsound mind Where 
such an order is made it has the same effect in law as if it were 
a summan reception order made bv a justice under Section 16 of 
the Lunacv Act, 1S90 In most cases m which the question of 
action under this section arises (he court will have remanded the 
person concerned for a medical examination and report on his 
mental condmon under the provisions of Section 26 Before an 
order is made under this secuon the cleTk of the court wall normallv 
ascertain, throuch the regional hospital board, the name of a hospital 
in which the pauent can be received However, where " catchment ' 
areas have been allotted to mental hospitals, or as and when thev are 
allotted, rectonal hospital boards should inform courts of summarv 
jurisdiction in their area of the arrangements made in order lo 
enable them io make the necessarv arrangements for the patient s 
recepuon direct with the appropriate hospital Subsecuon (3) enables 
payment of the usual allowances under the Witnesses Allowances 
Order to medical pracutioners for attending and giving evidence for 
the purposes of the secuon Section 26 enables a court of summary 
jurisdiction, where it is satisfied that the jxirson charged with an 
offence, punishable on summarv conviction with lmpnsonment, has 
commuted the offence, to remand the offender on bail for peneds 
not exceeding three weeks at a time for ihe purpose of medical 
'examination and report on hts phvsical or mental condiuon bv a 
duly qualified medical practitioner The court is empowered to 
make it a condmon of his bail that he shall underco exammalion 
at a specified institution or place or bv a specified medical pracn 
tioner The institutions and out-patient clinics in the National Health 
Service will be available to courts free of charge for this purpose 
Unless the court for anv special reason thinks it ncccssarx that the 
medical practitioner who makes the examination should attend and 
give oral evidence, the report of the examination wall be made m 
waaunc 


Correspondence 


Plasma-cell Mastitis 

Sir — Dr Max Cutler (Jan 15, p 94) has done a useful ser 
vice by hts excellent review of plasma cell mastitis m drawing 
attention to an uncommon lesion of the female breast which 
is of sufficient importance to men t more widespread lecogm- 
uon Dr Cutler established this condiuon in the literature as 
a distinct entity with a characteristic clinical picture following 
a studv of 10 cases in the year 1931, 1 and subsequent studies 
have served mainly to confirm the accuracv of his ongmal 
observations 

In 1941, along with Dr M B Dcckerty, I reported a series 
of 24 instances of plasma-cell masUtis from a group of con- 
siderably more than 12 000 benign, malignant, and inflamma- 
tory lesions which had been treated at the Mavo Clinic ! At 
that time 1 thought that the condition must be an extremelv 
rare one but since then, with access to a much more limited 
supply of clinical material, I have encountered three addi- 
tional cases, and 1 now wonder whether a careful look out 
for these cases by clinicians would not be rewarded bv the 
discovery of a large number of unrecognized instances of the 
disease 

There are two points which should be emphasized in con 
stdenng the aetiology of the condition In the first place, it has 
been observed only in parous women In some cases as long 
as 25 years have elapsed between the last period of lactauon 
and the appearance of the lesion, but lactation has preceded 
every reported lesion Secondlv, when ‘he patient has been 
available for questioning the usual finding has been that for 
some reason or another she had not been able to use that breast 
for nursing purposes In seven out of the Mavo Clime senes of 
24 cases the nipple vvas congemtallv retracted In another 
case in the same senes and in one studied later, the lesion had 
occurred in an accessors breast I believe that the retention of 
milk in the breast for long periods forms the most satisfactorv 
explanation of the cause of the lesion It is easy to under- 1 
stand that the retained products of lactation, probably altered 
bv the action of enzvmes, might eventual)! find their way into 
the periductal tissues and there, bv chemical imtation, set up 
the ivpical low -tirade mflammatorv response characterized bv 
infiltration of plasma cells epithelial autonomy, and the appear 
ance of giant cells It would aho explain the phagoevtosis of 
fat droplets which is such a marked feature of some of the 
sections and the discovery of fattv acid crxstals in others 
However, the most convincing argument in favour of this 
b'pothesis is the experimental production of a similar picture 
bv Rodman and Ingleby,’ who injected pancreatrzed milk into 
the breasts of virgin rabbits and pancreatic extracts into the 
breasts of lactatmg rabbits 

Although on section of the affected breast the le-ion appears 
to consist of multiple discrete foci, tridimensional inspection 
were that possible, would reveal a continuous extension of the 
cellular exudate along the outer surfaces of the milk ducts 
embracing them in much the same wav as iw overcrows the 
trunk and branches of a tree One effect of this p-ocess is the 
tendenev to compression and obliteration of the duct svstem 
which prompted the earlier German authors to stvle the condi- 
tion ‘ mastitis obliterans ” This is indeed the most charac- 
teristic feature of the lesion, and the term is to m\ mind 
preferable to ‘‘plasma-cell mastitis," because it is applicable 
to the roary specimens in which plasma cells although present, 
do not predominate However, if the concepuon of the aetio- 
logv of the condition as stated above could be recarded as 
proved ‘ stale milk mastitis’ would be an even more 
appropriate title 

Dr Cutler s description of the characteristic clinical sequence 
of a minor mflammatorv episode characterized bv pam m the 
non-hctating breast followed later bv the discover! of a lump 
bearing all the hall-marks of malignant disease u> admirable 
and there is no question that a tvpical history mav give a clue 
to the diagnosis But unfortunatelv this historv is not alwavs 
obtainable Five of the 24 patients studied by Dr Doclenv 
and mv self g3ve no history of pam m the breast pnor to the 
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finding of the lump. In these cases the condition could not 
have been suspected by clinical examination alone. 

It has been suggested that “ plasma-cell mastitis ” can be 
diagnosed clinically. I think that the time has come when 
any surgeon who indulges in this, type of guess-work should 
be brought to task for his errors. Biopsy is a simple and safe 
procedure and should be carried out in all cases of breast 
tumour. Any risk, discomfort, or inconvenience which may 
be occasioned to the patient by this trivial procedure cannot be 
weighed against the surgical crime, in the treatment of a lesion 
that may be malignant, of temporizing until the opportunity 
for its successful ablation has been irretrievably lost. In my 
experience the pathologist has had no difficulty in recognizing 
the inflammatory nature of the condition by the technique of 
quick-frozen section. The actual diagnosis has sometimes been 
in doubt, due to lack of acquaintance with the disease, but it 
has always been possible to rule out malignancy by this means. 
Some of the cases have been labelled “atypical tuberculosis,” 
but the differentiation between the two conditions is not diffi- 
cult when it is remembered that plasma-cell mastitis involves 
the ducts and periductal tissues, while tuberculosis usually has 
a perivascular and perilymphatic distribution. Furthermore, in 
tuberculosis typical tubercles are nearly always found, and they 
often contain caseous centres. In plasma-cell mastitis the 
tubercles are artifactual and caseation is not discernible. 

The experiences of Rodman and LUbschitz 1 serve as a warn- 
ing that major surgery should be delayed until after the subsi- 
dence of the inflammatory stage. Dr. Cutler’s observations on 
the radiosensitivity of the lesion during this period are interest- 
ing, but in view of the morbidity of irradiation and the tendency 
shown by the lesions to subside spontaneously the time-honoured 
ritual of painting the part daily with iodine is probably all that 
is needed in the acute stage after the diagnosis has been estab- 
lished by biopsy. Local removal of the residual lump or simple 
'mastectomy should be carried out when the lesion is no longer 
painful or tender. There is no indication for radical surgery. 
In the case reported by Gronwald 3 part of the plasma-cell 
exudate was left behind and no harm resulted. 

I am not aware of any evidence to suggest a relationship 
between plasma-cell mastitis and carcinoma. Even if a case 
.were to be reported in which the two conditions coexisted, the 
possibility of pure coincidence would have to be taken into 
consideration. Dr. Cutler’s case of bilateral plasma-cell 
mastitis is the only one that has come to my notice. Two 
of the patients in the Mayo Clinic series gave a history of 
disease in the other breast, a cyst in one case and an abscess 
in the other. In the remainder the contralateral breast was 
free from disease. Dr. Cutler is to be congratulated on his 
discovery of this unique case. — I am, etc., 

Ottawa, Ontano. Colin D. L. CROMAR. 

RtFERE'.CtS 

1 Cheatle. G L., and Cutler, M., Tumours of the Breast, 1931, pp. 298-304. 
London: Arnold and Co 
= Tree. A taut Crtn . 1941, 16. 775. 
a Ann. Hunt . 1939, 109. 921. 

* A eta raJtol. Sto> kh . 1943, 24. 403. 

» Zbl. chi-., 1931. 68. 663. 

Self-administered Trilene Analgesia 
Sir. — M ay I from 8,000 miles away make some comment on 
the letters of Mr. F. Neon Reynolds (Sept. 25, 1948, p. 620, and 
Oct. 23, p. 761), and Professor R. R. Macintosh and Dr. C. 
Langton Hewer (Oct. 9, p. 691)? It seems to me that the 
latter two correspondents are constrained to base their criti- 
cism of the present “ trilene " inhalers on the fact that they 
are not ideally “ foolproof ” as seen through the eyes of 
an advisory council for mid wives. Nothing in this world is 
“foolproof”: least of all the motor-car. or even the bicycle, 
provided for the midwife. I suggest that the very stairs up 
which she climbs to attend her cases have been responsible 
for more foetal and maternal morbidity than trilene (or any 
other) analgesia ever will be. 

A year ago I presented 1 a preliminary paper on trilene anal- 
gesia as yielded from a small pocket inhaler, now known as the 
“ trilene inhaler” (10 oz. or 2S4 ml.), covering over 2,000 
cases, of which about one-third were obstetrical, including 
mid and high forceps, eclampsia, craniotomy, perineal repairs, 
etc. Results from this group bore a striking similarity to 
those obtained in over 50 other painful conditions — S5 r ', good, 
9% fair, and 6^ failures. 


Since this time I have collated approximately 5,000 cases 
of the use of my inhaler, and there are probably 10 times this 
number unobtainable up and down this country, in England, 
and in other parts of the world. As is the way of our 
profession, I have no doubt whatsoever that I should have 
heard sharply and crisply had any untoward sequels arisen 
through its use. I have had no such report. 

An even more important point is that in a very con- 
siderable proportion of the cases (all of which were of 
course self-administered) the patients were Africans, often 
of necessity left unattended for long periods of time with 
what has become known as the “white-man’s pain pipe." 
Now, in matters of medicine the Bantu has a staggering dis- 
respect for quantities, and it has been observed that the trilene 
ampoule of 6 ml. lasts usually a much lesser time than when 
used by the European, owing to the former’s inhalational 
enthusiasm. Yet no report of effect on the child has been 
received, and, except for one observer who thought “the 
duration of the labour was slightly increased,” none on the 
mother. 

Drs. Hellivvell and Hutton 3 state that trilene passes the 
placental barrier. So does chloroform, ether, cyclopropane, 
etc. These and nitrous oxide have a relatively ineffective 
phase of analgesia: trilene has a very marked one. The 
point of interest is, however, whether the quantity of trilene 
required to provide maternal analgesia will be such as to 
jeopardize the infant. As far as my results from this inhaler 
show, there is no practical effect. 

Thousands of women are being permitted daily to suffer 
pain in childbirth when we have at our finger-tips the means 
greatly to relieve them. To my mind it is fantastic that what 
is considered satisfactory and safe is being withheld from many 
thousands of ordinary people because the intermediary— the 
midwife — is considered insufficiently intelligent to lift the 
curtain of pain for one in the drama she unfolds for two.— 
I am, etc., 

Durban, South Attica. J. T. HaYWARD-BUTT. 
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Haemolytic Disease of the Newborn 

Sir, — S ir Leonard Parsons (Feb. 5, p. 234) has commented 
on our paper published in your columns of Jan. 22 (p. 123). 
It seems that the main point of controversy is whether the 
occurrence of kernicterus is or is not closely related to the 
severity of the haemolytic process. 

In a letter to the Lancet on April 19, 1947, Sir Leonard 
Parsons wrote, ”... there is no evidence that the products 
of haemolysis ever produce such damage [i.e., to the liver and 
brain]. Indeed the evidence is all to the contrary ; for instance, 
changes in the liver and brain have never been described in 
congenital anaemia of the newborn in which the degree of 
haemolysis is greater than in icterus gravis.” We summarized 
this letter by saying that Sir Leonard Parsons believed that 
there was an inverse relationship between the degree of blood 
destruction and the development of kernicterus, but readily 
accept his contention that we should have said that he had 
never found “any parallelism” between the two 'phcnomena. 

The causation of kernicterus remains obscure, but our 
observations strongly suggest that the condition is more likely 
to develop if the infant is anaemic at birth than if it is not. 
We have tried to show that this relationship is obscured by 
the changes in haemoglobin concentration that occur after 
birth ; and we arc not aware of any observations on cord 
blood which refute the evidence that we have obtained. — We 
are, etc., 

P. L. Mollison. 

London. W.12. MaRIE CUTBUSH. 

Diagnosis of Tuberculous Meningitis 

Sir, — I have been reading with interest the recent correspon- 
dence on the diagnosis of tuberculous meningitis and should 
like to suggest that present investigators might do well to 
include an estimation of the blood/C.S.F. sugar ratio in their 
biochemical tests. In my series of cases examined ten years 
ago I found this estimation to be of greater diagnostic signify 
cance in the early stages of the disease than that of the C.S.F. 
sugar alone. It should not be forgotten that the convulsions 
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•'hich so often mark the beginning of active trouble raise first 
he blood sugar and subsequently the C.S.F.' sugar level, 1 and 
hould the latter alone be estimated an apparently normal read- 
ag may be obtained. But this correlated with a blood-sugar 
eading taken at the same time will give a ratio below the lower 
imits of normality should tuberculous meningitis be present 

The level of C.S.F. chlorides is dependent on that of blood 
hlorides and is not, to my mind, of much diagnostic signifi- 
ance. If vomiting is a marked symptom, then they will both 
>e lowered in the early stages, but I had several cases in which 
hey approximated to normal even in the terminal stages of 
he disease. My results were published in detail in 1939.’ 

In view of the number of letters which appear in these 
olumns drawing the attention of more recent workers to already 
ublished results which they have apparently overlooked, might 

put in a plea that more use should be made of the Quarterly 
Cumulative Index Median ? — 1 am, etc., 

Kempslon, Bedford. ESTHER H. WELBOURN. 

Retires ces 
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Tuberculosis in the Family 

Sir, — I t may be interesting to recall some figures of my own 1 
vhich confirm the statement of Dr. C. O. Stallybrass in his 
xcellent article “ Tuberculosis at the Crossroads *’ (Feb. 5, 
i. 207). He says that “family contacts of known cases form 
t least one-third of the cases of tuberculosis.” Some years 
igo with the help of all the London tuberculosis officers I was 
ble to collect information on 6,933 new cases of tuberculosis 
vith regard to their previous association with other cases of the 
[isease within the intimate family circle. 

In 2,167 inslances, or approximately 31% of all cases, there 
vas a history of household contact of some sort thought worthy 
>f note, and in 350 of these there was more than one such 
:ontact. Investigation, however, concentrated on “ important ” 
:ontact — i.e., where a previously affected member of the 
mmediate family was alive and suffering from tuberculosis, 
>r where death had occurred from pulmonary tuberculosis in 
he immediate family within the preceding five years. A detailed 
inalysis showed that 3,021 T.B.-plus male and 2,158 T.B.-plus 
emale patients coming for residential treatment for the first 
ime had been investigated and that the frequency with which 
tontact with a previous case was noted was seen to diminish 
vith increasing age. For instance, while 15% of all males with 
jositive sputum showed previously important contact with the 
fisease in the intimate family circle, the percentages ranged from 
>1 and 23 in the 16-20- and 21-25-year groups respectively, 
iown to 10 in those over 40 years of age. As age advances a 
iimilar diminution in the importance of contact with a previous 
tase was also seen in females. 

Females throughout, however, showed a larger incidence of 
tontact with a previously known case. Thus at-all ages 22% 
rad been in contact with a previous case in the intimate family 
:ircle, whilst the percentages ranged from 31 in the 0-15-year 
soup down to 17 in those over 40 years of age. This greater 
ncidence of contact as a factor in the causation of the disease 
n females as compared with males was thought to be due to 
the wider opportunities of exposure to infection in the family 
ay reason of domestic and nursing duties. Kissing also might 
be a factor. 

As regards the relationship of what might be called the 
“ infecting " case, it was noted that the original cases were in 
parents in 20% in males compared with 27% in females. A 
tuberculous parent seemed to be a greater danger to a daughter 
than to a son. Here again the reason was possibly the special 
position of women in the household in regard to nursing and 
domestic duties and the like. Approximately three-quarters of 
all “infecting" cases were either living cases of pulmonary 
tuberculosis with positive sputum or cases which had succumbed 
to pulmonary tuberculosis within the immediately preceding 
five years. 

I emphasized as a result of this work that contact with a 
previously diagnosed case of tuberculosis in the family was 
of sufficiently common occurrence in the history of new patients 
to stimulate examination of contacts in the attempt to find 
early cases, and I would agree now with Dr. Stallybrass that 


data of this description should also stimulate us to press on 
with trials of vaccination by means of B.C.G. in these and other 
vulnerable classes of the community. — I m etc., 

Brentwood. Essex. F. J. BENTLEY. 
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Tuberculosis at the Crossroads 

Sir, In his interesting study of “ Tuberculosis at the Cross- 
roads Dr. C. O. Stallybrass (Feb. 5, p. 207) throws some inci- 
dental light on a possible signpost which may be of value. 
Those of us who for long have been gravely suspicious that 
among nurses there was a relatively higher incidence of tuber- 
culosis will have noted his words that, while the mortality rate 
in this group was not higher than among other younc women 
of similar age, there “would seem to be a higher" rate of 
morbidity.” The distinction is significant and understandable, 
as nurses should be favourably placed as to early discovery and 
treatment, though at a higher exposure risk. 

Surely, however, “higher morbidity," if recognized, should 
hasten the day for B.C.G. protection, in which this country has 
lagged^ so far behind Scandinavia. While statistics are lackinc, 
there is little indication that our beds, closed for lack of staff] 
are being filled. Parents hesitate about health hazards for their 
daughters, and our profession is uneasy. If we recognize a 
signpost at the crossroads perhaps we may the sooner reach 
Norway's happy position of having “waiting beds” instead of 
the “ waiting fists ” of which Dr. Stallybrass speaks. — I am 
etc.. 

North wood. Mddx. ESTHER CARLING. 

Whitber Tuberculosis ? 

Sir, Now that Drs. G. Lissant Cox (Dec. 25, 1948, p. 1118) 
and A. S. Hall (Jan. 8, p. 70) have had their say and the British 
Medical Journal has made a pronouncement (Feb. 5, p 226) 
on the above subject, may the voice of one who has worked 
in the tuberculosis service as long as the gentlemen mentioned 
but who does not see eye to eye with them in this matter be 
heard ? Or are we to be told that B.MJ. locutus est. causa 
finita est ? 

To put the matter in its proper perspective a little personal history 
“ necessary. I was appointed district tuberculosis officer by the 
Derbyshire County Council in December, 1918, on a salary of £500, ‘ 
plus the right to private consulting practice in tuberculosis and’ 
diseases of the chest. As I had come iDto the tuberculosis service 
from the Indian Medical Service the system of a fixed salary for 
pubb'c work combined with consulting fees for private work was no 
novelty to me. I soon found that in my district a chest disease of 
great clinical interest had long been known among the gritstone 
masons, ganister miners, and cutlery grinders, and naturally this 
condition and its supposed relation to pulmonary tuberculosis 
attracted my attention. When in due coure the first silicosis com- 
pensation scheme was put into operation, the work of examining 
Ihe employees in the scheduled industries' devolved upon me. For 
this work I was, of course, independently paid. 

Near Buxton is situated the research station of the Safety in 
Mines Research Board, and there I made the acquaintance of 
Professor J. S. Haldane and many other scientists interested in 
questions regarding the production of dusts in industry and their 
effects on health. I began to see in from of me possibilities of an 
interesting career and life study in diseases of the chest, and I built 
myself a house in Buxton with a consulting-room and a waiting-room 
for my private patients. 

Alas, “ the best-laid schemes . . .” The Home Office decided 
to “keep its ain fish guts for its ain fish maws,” and appointed 
special district boards under its medical department for the routine 
examination of the workmen in the scheduled industries. Officially 
silicosis was taken out of my hands, but unofficially I continued to 
see suspected and established cases of silicosis and to make my 
investigations. Now, after thirty years, I can claim to have made 
some contribution to knowledge regarding that and kindred diseases. 

In the nineteen twenties certain Divisions of the B.M.A. began to 
object to private consulting practice being undertaken by salaried 
clinical officers. The question became- acute about 1924. Our 
division of the B.M.A. held a meeting in Derby and decided to 
support the right of clinical officers to private consulting practice. A 
resolution to that effect was sent to the Representative Body, and I 
was elected as divisional representative and directed to move the 
resolution at the Representative Meeting at Bath. There, alas, I 
made the greatest mistake of my fife, a mistake which ever since I 
have bitterly regretted and of which I am thoroughly ashamed. The 
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Council of the alarmed at our resolution, had decided to 

modify, if not withdraw, its opposition to the right of clinical 
officers to private consulting practice and throw the onus of decision 
upon the local authorities. The Council of the Society of Medical 
Officers of Health agreed to this course. On the night before the 
meeting at Bath the chairman of the latter Council saw me, and tried 
to convince me that this move on the part of the B.M.A. gave us all 
we wanted and that in the circumstances' it would be an error in' 
tactics to move the Derby resolution. I could find only one colleague 
to consult, and unfortunately he agreed with the Society of Medical 
Officers of Health. Bewildered, against my better judgment, I gave 
way to the pressure, and at the meeting publicly withdrew the Derby 
resolution. I had fallen into the trap prepared by both Societies. 
Within a year my right to private consulting practice was taken away. 
As a solatium my salary was put up to £750, rising by increments to 
£935. But my freedom as a consultant was gone. 

Time brings its revenges if only one lives long enough. With 
the Health Act of 1946 the wheel has come full circle. The 
old subordinate “ tuberculosis '"officer ” has gone, and the chest 
physician (not “tuberculosis physician,” pace the B.M.J.) has 
come into his own. His consultant status is established. He 
will have beds at his disposal in the hospitals in his district. 
His usefulness in the preventive and rehabilitation spheres will 
be increased by his new status and the new facilities at his 
disposal. 

Being on the wrong side of 70 years, I can only survey the 
promised land from its frontier and wish my younger colleagues 
and successors good fortune in their new freedom. If, with 
the privilege of the aged, I may be allowed one or two sugges- 
tions for their consideration, I would venture to say: Avoid 
thinking in woolly abstractions such as “the community,” and 
regard your patients and their families as human individuals, 
every one of them unique, none of whom loses any rights as 
a human being by suffering from tuberculosis. Remember that 
an Englishman’s house is his castle, which belongs to him and 
not to “ the community,” and which you enter at his invitation 
as a friend and counsellor and not of any right as a- State 
policeman. Remember that there are greater evils than tubercu- 
losis stalking through the land to-day, and that one of them is 
the submergence of the individual in the savagery of the mob, 
the triumph of the cheap slogan and facile shibboleth over 
reason and experience — in the words of Charles Morgan, “ The 
totalitarian attempt to disintegrate the human personality by 
offering to weary and impressionable men the opportunity to 
collaborate in a false, artificial and tyrannical unity.” — I am, 
etc., 

Chichester. PATRICK HEFFERNAN. 

Rights of Inventors 

Sir, — May I raise a question of general interest, that of the 
rights of a surgical inventor in his inventions ? According to 
present conventions anyone may ignore an invention, may 
recommend it, may decry it, or may modify it. I think this is 
all to the good, although I would suggest that modifications 
should not be made without fif possible) notifying the originator 
of the device. This may save him the not uncommon annoyance 
of having an early variation which he has abandoned for good 
Lime brought forward by someone else as an improvement. I 
lubmit, however, that there is one treatment of an invention 
against which one is entitled to rebel: it is that of inaccurate 
description. The cause of this present protest is as follows. 

Some twenty years ago 1 published a theory of the treatment 
of talipes consisting of three carefully worked-out steps, no 
one of which was effective without the others. They consisted 
of a manipulation far more drastic than any previously 
described, the continuous wearing of a splint affixed with stick- 
ing plaster until a full range of movement was gained, and the 
final use of a night splint to maintain this range. I had the 
greatest difficulty in getting the Arris and Gale Lecture con- 
taining this theory printed, owing to the disapproval of the 
orthopaedic authorities to whom the editors of journals sub- 
mitted it. However, it was much taken up in the U.S.A., and 
in the normal course of events has now reached this country. 
Some of the descriptions of it now appearing in textbooks are 
sound. There is. for instance, an admirably clear and succinct 
summary in F\c’s Swpical Hcrdicrc.il (Wright, 1947). to which 
I would refer tbo-e who are considering writing it up but 
cannot spare the time to <ee it actually applied. Others, however. 


are exasperating travesties. In Recent Advances in Ortho- 
paedics (Churchill, 1937), for instance, there is a figure showing 
the foot being bandaged in to the splint while the foolpiece is 
still on the cross-bar — which shows that the writer has not a 
clue to the mechanics of the device. And in British Surgical 
Practice (vol. 4, Butterworth, 1948) the same splint is shown 
with 4he leg piece cut off, while the letterpress asserts (as I can 
well believe) that this splint will not hold an infant’s foot. / 

I teach that an uncomplicated talipes can be fully reduced 1 
six' months of age — after that only needing the night splint— 
am not pleased by this. 

Surely easily avoidable inaccuracies of this sort , are unfa 
in three ways. First to me, in making me appear to recommer 
devices that certainly will not work. Secondly to the purchas* 
of the book, who depends on it for guidance. And thirdly, ar 
most important, to the patient, who, as I have only too got 
cause to know, loses the chance of early and complete cui 
while being treated according to hopelessly misconceived ide: 
of what I teally do. — I am, etc., 

London, IV. 1. DENIS BrOWNE. 

Infective Ear Disease 

Sir, — M r. C. M. Johnston (Feb. 5, p. 237). places us furth' 
in his debt by stating the incidence of central perforation, att 
perforation, and granulations in his cases of otitis media, at 
giving the result of treatment in each group of cases. One mu 
agree with him that there is practical difficulty in advisii 
operation in cases of “quiescence” or, as I would prefer I 
call it, persistent grumbling infection ; and one must agn 
that occasionally with mere passage of time in the most ui 
promising case all active infection ceases. But exceptions mat 
bad law. 

Mr. S. R. Mawson (p. 238) agrees with me (Jan. 15, p. 11 
in preferring dry toilet and powder insufflation to irrigatio 
and his figures show how quickly effective such treatment ca 
be. He advocates, light insufflations with iodine-boric povvd' 
at daily intervals, fearing harm from heavy insufflations wil 
penicillin-sulphathiazole-urea at longer intervals. His methc 
has the advantage of proven value over many years, but I thin 
his fears of the alternative suggested, with its less demam 
upon the patient’s time, are exaggerated. Filling the meati 
with powder does not in practice dam up discharge. Occasioi 
ally, all discharge apparently ceasing, the powder remains as 
concretion hiding the middle ear ; this should be removed t 
forceps, crushing or curette, never by syringing. If removal 
not effected the patient should be told to attend again in 
month, when no difficulty will present itself — in such a ca: 
there is no urgency. 

Skin reactions are most uncommon (and incidentally were n< 
quite unknown when boric powder was used), but an occasion: 
heavy insufflation appears less liable to cause reaction tha 
frequent light applications. The treatment is, of course, not t 
be repealed indefinitely ; an early result is to be expected, c 
the case is unsuitable for the method. 

It is suggested that silver nitrate prevents a detailed inspci 
tion of the middle ear. In chronic suppurative otitis med 
such inspection is not necessary every day, and in less tha 
a week any obscuring effect has quite disappeared. To n 
the preparation is invaluable in treatment. 

Mr. Mawson speaks of the essential prelude to powd 
insufflation, “meticulous dry mopping after suction of tl 
middle ear with a Sieglc’s speculum.” The need for tl 
cannot be overemphasized. — I am, etc., 

Canlcrbury. T. A. CLARKE. 


A Clinic under the N.H.S. 

Sir, — As one who has worked at the Institute for the Scientil 
Treatment of Delinquency for two years, I must say that E 
Melitta Schmidcbcrg (Feb. 5, p. 243) has been a little unfr 
both to the clinic clerical staff and to the National Heal 
Service in her letter. 

The staff’s enthusiasm for paper work was 'well establish' 
long before the National Health Service took over ; it is occ 
sionally irksome, but it is the only clinic I have worked 
that has never lost one of my patient’s documents and nci 
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Bade a mistake over an appointment. This service is so good 
:hat 1 now gladly comply w ith their administrative requests 
Delinquents are naturally the worst of all hospital 
appointment-keepers, but I find it no more tedious to wait 
for them when I expect to be paid (some bureaucrat at the 
North-West Regional Board having so far held up my proper 
contract) than when I was not paid. There is always some- 
thing to read or write to fill in the odd half-hour — I am, etc, 

London nwi J F Cooper 

Sir, — In \our issue of Feb 5 a letter signed by Mehtta 
Schmideberg appears (p 243) under the above heading This 
letter refers to the Portman Clinic (I S T D ), which is the new 
name under the National Health Service of the clinic formerly 
administered b\ the Institute for the Scientific Treatment of 
Delinquent 

The letter was discussed at the next routine professional staff 
meeting of this clinic on Feb 7, which was very fullv attended. 
At this meeting it was unanimously decided that we should 
write to you and state that the professional staff of the clinic 
washed to dissociate themselves entirely from both the spirit 
and the content of the letter In particular they deprecate 
strongly the criticism of the clerical staff, whom thev expressly 
stated they had found to be courteous, helpful, efficient, and 
obliging and singularly free from the faults attributed to them 
in that letter — We are, etc 

Denis Carroll, 

J D W Pearce, 

Portman Clmm (I S T D ) Medical Co-Direnon 

Loodon VS 1 

Heat and Blood Flow 

Sir, — T he annotation on heat and blood flow (Feb 5, p 230) 
is certam to disconcert many who use thermal agents to thera 
peutic ends The news that more recent investigations earned 
out bv Siems, Kosman, and Osborne support the well-estab- 
lished assumption that a temperature nse increases blood flow 
may therefore come as a relief to those who felt that the 
observations of Kemp and his co workers were at variance with 
everyday experience 

A well-conceived “Comparauve Study of Short Wave and 
Microwave Diathermy on Blood Flow” has led Siems and his 
co-workers' to conclusions which thev summanze as follows 

(1) Short wave and microwave diathermy are equally effective in 
increasing local blood flow in the hind extremity of the normal dog 

(2) Loss of motor or sensory innervation to the pan does not 
affect the essential nature of the vascular response to heating 

(3) Evidence is presented suggesting that the integrity of the sym- 
pathetic outflow in the dog is necessary for the typical vascular 
response to local heating 

(4) There is no evidence that any known method of heaung 
possesses properties which have specific effect on blood flow 

— I am, etc, 

London S E 1 P BaUVVENS 

'Rxferfnce 

1 Arch phys Med, 19-tg, 29 759 

Oral Reactions to Penicillin 
Sir — As a mycologist I was interested in the review and 
investigations by Dr W G Cross (Jan 29, p 171) under the 
title “Oral Reactions to Penicillin" The striking similantv 
between it and the mycotic infection lingua nigra pilosa 
suggests the same aetiology In support of this the follow- 
ing points, common to both conditions, are presented (1) The 
oral ervthema as seen about the third day It constitutes the 
iru'ial reaction to the irritation by the invading organism 
(2) The discoloration of the tongue This is due to the pre- 
sence of the infecting fungus the colour varying according to 
species (3) The common site of the lesion, the hvpertrophv 
'of the fungiform papillae as well as the denuded patches on 
the tongue The latter lesions are later reactions to the 
infection 

77ie micro organisms found in the course of the investigation 
are normal inhabitants of the mouth and the cells diagnosed 
is Mamba albicans represent a vanetv of yeasts which are not 
1 determinable except after detailed culture studv At the same 
time the failure to demonstrate mycelium in the scrapings is 


hardly an indication of their absence, as prolonged and pauent 
search by a mycologist is necessarv before a case is pronounced 
negative Even then culture wall often reveal their presence 

In conclusion, the oral reaction to penicillin mav be explained 
on the basis of symbiosis Penicillin, being a metabolic by- 
product of a fungus, will furnish in the mouth an ldeallv favour- 
able environment for other species of saprophytic fungi — which 
occur in abundance and are both ingested and inhaled at some 
tune or other — to thrive as facultative parasites In the circum 
stances, apart from withdrawal of the penicillin lozenges gum, 
or sprav, which in anv case are replaceable bv other bacteri- 
cides, fungicidal treatment should be instituted m the rorm of 
mouth-washes of Lugol s iodine and alkalis — I am, etc , 

VV embley Part Midd esex N GOHAR. 

Cancrmn Oris 

Sir — M av I add to Dr Donald Mackav s observation (Feb 5, 
p 223) on cancrum ons 0 I have seen this cordition not 
infrequently in the Tropics and sub-tropics, and can certam'v 
confirm that penicillin is effective in arresting the local progress 
of the disease almost immediately This however is only 
part of the treatment, as C2ncrum ons is a manifestation of 
deb’htatmg disease, which in tropical conditions mav be due 
to any combination of tropical anaemia, sprue, enrome malaria, 
kala a zar, and worm infestation A precipitating factor appears 
to be an infectious fever 

My first experience of this condition was in an Indian auxiliary 
in Assam The patient had a sp-eading gangrene of the uppe- hp 
Penicillin was given, and the spread was arrested unmedi 2 'elv , a 
sharp hne of demarcauon forming Then the gangrenous tissue 
sloughed without haemorrhage, but the patient d "d la "r o f kala 
azar I saw further eases of the disease in Vow:!. Iraq whe-e lodging 
by th; frequency of the admissions to hospital, die condiUon ms, be 
noi uncommon I have no record, of the numbe-s of patents -reaied, 
but they were considerable, and the value of penicillin h3d been well 
recognized 

The gangrenous areas became remarkably sharp!' d»rrarcated offer 
no more than 24 hours' penicillin treatment, and af c' sepamuon 
a characteristic puncbed-oui area was left The eany-ene was 
frequently extensive and deep, affecting bony s'-uem-es — mo 5 ' 
frequently the adjacent alveolar margin — and often th" wbo'e of the 
superior maxilla bone would become bare, the teeth fa’l ou , and 
finally a sequestrum separated Fatalrtv was rare, bir he re' dual 
deformities m severe cases «c*e hideous and the d'-par- of the 
plastic surgeon 

One fatal case of which I have a record is that of a so.-" woman 
who was admitted with a gangrene affecting the whole ol ire left 
face from forehead to mandible and evcavaunc poste-orlv to include 
the palale, leaving the globe unaffected, rendering nt appearance 
revolting bevond description Even in this case pencil] a stopp'd the 
spread of the gangrene, but the patient died perhaps -ot u-i-rc-ci- 
fully, of inanition 

I can confirm an occasional spontaneous cure of cancrum 
ons, having operated on a patient in Mosul — a vounc Kurdish 
woman — for a tvpical punched out defect of the upper lip with 
loss of adjacent alveolar margin, the lesion was acquired in 
childhood following a febrile illness, when a piece of t sSue fell 
awav 

Regarding Dr Mackav s suggestion that the di=eas» ,s infec- 
tious, I found no evidence of this m Mosul where realthv 
children were admitted to hospital with the noche- and affected 
child I would suggest that m the case recorded there was 
a common predisposing factor — malnutrition infestation or 
malana — and both children acquired some infec» ous di'ease 
precipitating the onset. 

Perhaps m conclusion it mav be of interest to record tnat 
in the one case of genital phagedaena under nv care ir Ireo 
penicillin was as effective as in cases of cancrum on — I am, 
etc 

swenxM B Brend*n Hickey 

Amcthocaine Hydrochloride 

Sir — It is fair that I should confirm Dr P E Thompson 
Hancock's letter (Feb 5 p 236) on tbe subject of a~e,rocaine 
anaesthetic fatalities as one of the cases reported bv him was 
one of mire This case had been castrosccped p-ev,ousl v ith 
no ill effects but on the second occasion received a cd-s demble 
overdose At that time f 193*7) tne drug was net 'C-edifled as 
dangerous ard in trvmc to mpro e on the \cc*"-,clc wr ch 
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Dr. Hancock had taught me I was experimenting with a 
Schindler's anaesthetic tube. There was in this case no idio- 
syncrasy, as symptoms developed on the second occasion only. 

Shortly afterwards it was my misfortune, though not through . 
any responsibility of mine, to see a patient die in cocaine 
convulsions, again from overdose. The symptoms were 
identical — respiratory spasm, apnoea, cyanosis, and generalized 
convulsions following rapidly on each other. It seemed that 
there was not likely to be more than a few seconds for success- 
ful treatment of the established condition, and I should doubt 
if it would be feasible. Prevention is certainly the defence to 
rely on, and by the use of pastilles, supplemented by gargling, 
anaesthesia should be obtained with at the most 0.05 g. It is 
probably safer, if the throat remains irritable, to supplement 
local anaesthesia by general sedation, and on the advice of 
Dr. Avery Jones I have found intravenous injection — e.g., 
morphine — very helpful, and have had no anxiety from it. — 

I am, etc., 

ttovc. Susses. W. A. Bourne. 


Sir, — We read with interest the article on amethocaine sensi- 
tivity by Mr. C. A. Jackson (Jan. 15, p. 99), for on the day 
of publication we experienced a similar near-catastrophe in 
which the picture was almost identical with that described. 


Our case was a woman aged 71 admitted for gastric investigation. 
A gastroscopy was planned, and the fauces were painted with a total 
of 5 ml. 2% amethocaine solution. It is our practice to carry out 
this procedure with the patient seated facing the spot lamp and 
immediately to transfer the patient to the table, but in this case before 
the transfer could be effected she became distressed, made grunting 
noises, and became unconscious within 30 seconds of the completion 
of painting. She was lifted on to the adjacent table. Twitching of 
the facial muscles which rapidly progressed to general clonic spasm 
occurred, and pulse and respiration failed equally rapidly. 

Resuscitation was commenced immediately, a steep Trendelenburg 
position being adopted, and inflation with oxygen by compression of 
the bag of a Boyle’s apparatus was begun by one of us, while the 
other administered intravenous “ pentothal ” (1.5 ml. of 5% solution) 
and the surgeon scrubbed up for cardiac massage should it become 
necessary. The clonus ceased witlun one minute of the administration 
of pentothal, nnd intubation was now performed to facilitate inflation. 
The pulse became imperceptible at the wrist, and 10 mg. “ methe- 
drine ” was injected intravenously. The pulse became perceptible, 
but with this improvement the clonus returned. Pentothal (1 ml.) 
controlled this, but the pulse failed again. A further 5 mg. of intra- 
venous methedrine was given, and the pulse improved. The 
surgeon was now ready for cardiac massage and the abdomen pre- 
pared, but the pulse continued to improve and the respiratory 
movements began. 

Witlun ten minutes in all of the onset of symptoms breathing 
needed no further aiding. A B.L.B. oral-nasal mask was applied, 
and the table gradually levelled. The patient was reacting to supra- 
orbital pressure within 30 minutes of the onset, and was returned to 
the ward after a further half-hour. She was drowsy all that day, 
but was her normal self the following morning. We had hoped to 
observe the effect of intradermal injection of 1 minim (0.06 ml.) 
of the amethocaine solution, but she refused all tests. 


We feel that this case serves further to emphasize the possible 
danger of amethocaine sensitivity so admirably described in 
Mr. Jackson’s paper, the existence of which as an entity has 
not in the past been universally appreciated.— We are, etc.. 


Liverpool. 


G. J. Rees. 

J. H. Wakely. 


■ g IR it j; not surprising to me that Dr. M. McMinn (Feb. 5, 

035 ) reports that a patient became unconscious after the 
injection of 4 ml. of a 2% solution of amethocaine hydro- 
chloride I have knowledge of a case where death occurred 
in a youne adult after the injection of about 6 ml. of a 2% 
solution 'This is a satisfactory concentration for surface 
anaesthesia, but is in my view forty times too strong for local 

infiltration anaesthesia. . ....... 

Mv own experiences with amethocaine hydrochloride have 
h ' hinny I have used it over 5,000 times for gastroscopy 
fas a ">5 me tablet or up to 5 ml. of a 2% solution) and well 
over S00 times as a field block for abdominal operations (350- 
JCV) ml of a 005^ solution with adrenaline), and m no cases 
were any toxic effects exhibited.-! am, etc., 

NOP.it \N C. T ANNLR. 

LorJoc. S XV tS 


- Specialization 

Sir, — Specialization in medicine is a direct result of the 
inability of any one mind to assimilate the discoveries of 
many minds. It has phases of enthusiasm and growth, alterna- 
ting with phases of disquietude and retrenchment. Special- 
ization in every branch of medicine — e.g., neurology, psychiatry, 
paediatrics, and cardiology — has been resisted, and from time 
to time there are attempts to put the clock back in spite of the 
intellectual and practical fruits of such specialization. More 
recent specialties, such as endocrinology, in which I am par- 
ticularly interested, have still to make appreciable headwnv 
against an understandable resistance. 

Apart from innate conservatism, the causes of such resistan 
may be grouped under certain headings : (A) Too ma 
specialists results in too few general physicians. (B) 0 
cannot be a good specialist unless one has a sound genei 
knowledge of medicine. (C) General medicine is too grea 
impoverished and too severely drained by the specialists. I 
these are valid. The solutions to A and B are obvious ; tl 
to C less so, and C is therefore the greatest obstacle. In r 
opinion it can be solved in two ways. The general physici 
must be acknowledged to have an indisputable right to rela 
a sufficient number of “ specialist ” cases under his ca 
throughout, so that his practice and teaching will be represenl 
five' of all aspects of medicine : the specialist will still ha' 
in most big centres, a sufficient number of cases for t 
advancement of his own specialty. A specialist should ahva 
be available to give an opinion on a case under the care of 
general physician colleague if so requested, but should ne\ 

“ claim ” such a case for his own department, directly or 
implication, or by common practice. This solution invoh 
the spirit of humility and team practice, which, if accept! 
will open up still further, as it has already done in sot 
centres, the road to progress in the erudite and complex fif 
of modem medicine. — I am, etc., 

London. \V 1 S. LEONARD SlMPSON 


Millilitres Correct 

Sir, — M r. N. A. Herdman (Feb. 5, p. 243) deplores t 
alteration of the abbreviation mil to mi. in the Brili 
Pharmacopoeia, 1948, and he gives reasons for his preferen 
for mil. He could have added to these the fact that t 
Weights and Measures Regulations, 1907, give mil as t 
abbreviation of millilitre, and he thus has statutory authori 
on his side. Yet in spite of this I think that on balance n 
is to be preferred to mil, and perhaps the considerations bclc 
may incline Mr. Herdman to shift his sympathies in favo 
of ml. 

There is a curious inconsistency in the Weights and Measur 
Regulations ; the abbreviations for decilitre and centilitre a 
given as dl. and cl. respectively, and in conformity with th 
ml. might well have been expected for millilitre instead of m 
To be consistent the regulations should be amended so as i 
substitute ml. for mil. Mr. Herdman supports the use of R 
on the ground that it cannot be confused with any otb 
measure. Actually, however, the term mil is also used as 
linear measure representing one-thousandth of an inch. Bi 
perhaps the most important of all considerations from tl 
practical standpoint is that scientific workers invariably u 
the abbreviation ml. and not mil, and the British Pharm 
copoeia in adopting ml. has done nothing more than brir 
itself into line with modern scientific usage. — I am, etc., 

London. XV 14 J. M. HaMILI 

Marxist Genetics 

Sir. — “ To surround anything, however monstrous or rtdtci 
lous, with an air of mystery, is to invest it with a secret char 
and power of attraction which to the crowd is -irrcsistibl 
False priests, false prophets, false doctors, false patriots, fab 
prodigies of every kind, veiling their proceedings in mystcr 
have always addressed themselves at an immense advantage I 
the popular credulity, and have been, perhaps, more indebtt 
to that resource in gaining and keeping for a time the upp 1 
hand of Truth and Common Sense, than to any half-d on 
items in the whole catalogue of imposture. Curiosity is, an 
has been from the creation of the world,' a master-passion. T 
awaken it, to gratify it by slight degrees, and yet leave sotn: 
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: always in suspense is to establish the surest hold that 
be had, in wrong on the unthinking portion of mankind ’ 
i wrote Charles Dickens more than a hundred \ears ago 
use of the mysterious is characteristic of all appeals to 
non and is incompatible with reason Communists ha\e 
aged to attach an undefined kudos to such vague terms as 
idaritv,” ‘ proletariat dialectical materialism ’ 
le Lisenko imbroglio is part of the same woolly propa- 
la In order to assess truth in a situation of any com- 
ity it is necessary to separate individual issues from one 
her and to investigate each critically bv the scienufic 
lod Dr John R Baker writes in his admirable little book 
ice and the Planned State (George Allen and Unwin, 1945) 
There has been much propaganda for Lvsenko’s methods of con- 
ns the time of germination of seeds, and people might be led 
ink that ‘ vernalization * was a Soviet discovery An American 
list tells us, however, that the discovery was made in the United 
> before the Civil War (Sax K 1944, * Sonet Biology,’ Science 
.98) The principle was ceriainlv firmlv established by Braem in 
, m connexion with the termination of the resting reproducUve 
is of animals (Braem, F Untersuchungen uber die Bryozoen 
lussen \\ assers,’ Btbl zool , 1S90, 2, (6), 1) ’ 

le proper critics of Lvsenkos work as such are the estab 
d biologists Doctors are little qualified to pronounce on 
scientific question and politicians not at all But people 
little real knowledge of biology and much enthusiasm for 
xism will feel that by making much of Lysenko their 
deal dogmas receive a scientific cachet Whether he has 
tas not in fact confirmed the earlier work referred to by 
Baker is simply a matter of scientific proof or disproof 
Communists, however, wish to make it a matter of political 
laganda, and trumpet the presumed demonstration that 
ronment can occasionallv influence the germination of a 
members of the vegetable kingdom as proof that the 
heal environment alters human evolution 
ns is a complete non sequitur In simple fact the chief 
rence between Soviet biological science and Western science 
lat the latter is prepared to acknowledge or to reject the 
i of facts according to the accepted rules of trial and error, 
lament and control irrespective of politics, whereas Soviet 
ice will reject any fact, truth, or proved discovery, such as 
Mendelian hypothesis or the work of Morgan, merely be- 
e it is inconvenient to the Marxist ideology To requote 
:nko ‘ In order to get a particular result, one must want 
;et exactly that result" The converse is clearly, “If you 
lot like a result, that result is not true ” This may be good 
tics but it is not science — I am, etc, 
nd0 T v, , Geoffrey Bourne 

POINTS FROM LETTERS 

na! Experiments 

• G N W Thomas (Penarth, Glam) writes Dr Michael C 
en (Dec 25, 194S, p 1122) raises issues over which, I am sure, 
) of our profession are deeplv concerned from both the scientific 
moral aspects Dr Platten s \iew is that “ experiments involving 
ials in considerable pain mutilation, in which life is long 
:r\ed, or prolonged misery (such as food or water starvation) are 
stifhblc and of doubtful value in the progress of clinical 
icine," and he refers to experiments in the U SA whereb) docs 
the lower end of the aorta excised nine out of ten docs died 
one to seven dajs, with cold, evanosed, and paralysed limbs A 
in this countrv, as reported m one of our phvsiologv books 
kept alive in a laboratory for a year and a half after repeated 
ics away of its cerebral hemispheres Its utter misers from the 
st can be imacincd As to docs Sir F Treves (Journal, 189S 2 
) said, “ From operations on docs I have evervthmg to unlearn/ 
Lawson Tait wrote, as to an cpitn ph on a tombstone, “I want 
one thine recorded on it, and that to the effect that * he laboured 
ivert his profession from the blundering which has resulted from 
performance of experiments on the sub-human groups of animal 
m the hope that thev would shed Imht on the aberrant 
lologj of the human croups (\fed Pr 1S99 118, 49S) Sureh 
il cruelrv in an> shape or form is reprehensible Should it not 
irohibited m the pursuit of remedial measures in medicine and 
en ? 

thcr Tuberculosis ? 

r G B Lord (Rushden, Northants) wntes 11 Stnvnng to better, 
AC mar what’s well” — Amg Lear , I, iv 


Obituary 


F J H COUTTS C B , M D 
Dr F J H Coutts, who died at Bournemouth at the ace of 
S3 on Feb 13, was for manv years a medical inspector of the 
old Local Government Board and senior medical officer of 
the Mimstrv of Health 

Francis James Henderson Coutts was bom m Queensland 
Australia, in 1865 He was the son of Robert Coutts ofWinder- 
mere, and received his medical education at Owens College 
graduating MB, Ch B , with honours in pharmacologv and 
therapeutics, m 1892, and proceeding MD in 1898, when he 
was awarded a gold medal for his thesis He was a research 
fellow in pharmacologv at Owens College and from 1899 to 
1901 he was assistant to Professor Shendan Delepine in the 
public health department of the umversitv Encouraged bv 
Delepine, himself a pioreer in pubhc health bactenologv, Coutts 
decided to make pubhc health his life work He took the 
DPH in 1900 and the B Sc in public health in 1907 In 1901 
he was appointed medical officer of health of Blackpool, where 
he soon became known as a capable and efficient administrator 

Sir Arthur Newsholme had become medical officer of the 
Local Government Board in 1908, and one of his first recom 
mendations was that Dr Coutts should be a member of his 
staff Coutts was dulv appointed a medical inspector of the 
Board His early work there was in the Foods Branch with 
Buchanan and MacFadden He was a Fellow of the Chemical 
Society, and his wide knowledge of chemistry was utilized in 
investigations of the,value of condensed and dned milks and 
propnetary foods in infant-feeding In 1912, as the result of 
the Astor Report, a national tuberculosis service was set up 
under the Local Government Board, and Newsholme entrusted 
Coutts with the direction and planning of its medical admini- 
stration Coutts, as he often said, never pretended to expert 
knowledge of tuberculosis, but his pubhc health experience and 
his reliance upon the clinical members of his staff enabled him 
to integrate the public health aspect with the curative side of 
tuberculosis work and to provide an excellent organization for 
the needs of the major local authorities which were responsible 
for tuberculosis schemes 

Coutts was an indefatigable writer of minutes, and during 
the early years of the national scheme worked long hours in 
Whitehall, often being the last official to leave the buildinc 
Newsholme found him an ideal coadjutor, and in 1915 entrusted 
him also with the medical planning and organization of the new 
venereal diseases scheme. The charactenstic conscientiousness 
and ability that Coutts applied to this work was recognized 
outside official circles by his election as president of the Society 
for the Study of Venereal Diseases All these important duties 
left Coutts little time for other worl, but in 1915 a special 
report of his to the Board on anthrax due to infected shaving 
brushes imported from Japan led to the control and abolition 
of this method of infection 

The Ministry of Health was founded in 1919, and Coutts 
became senior medical officer in charge of tuberculosis and 
venereal diseases work Throughout his official life he was a 
kind and considerate chief, and his inteantv and justice inspired 
lovalty and confidence among his staff in 1923 he was created 
a Companion of the Bath for his services He examined in 
public health for Liverpool, Manchester, Birmmcham, and 
Leeds Universities He was a freemason, attaining to high rank 
in the craft He also found time in his busy life for gardening 
and for golf He was an enthusiastic motorist and a member 
of the Savage Club In 1930 he retired and went to live at 
Bournemouth, where he was always glad to welcome his old 
friends and colleacues He was a keen member of the Bntish 
Medical Association and was one of the chief orcanizers of 
the successful annual rneetmc held at Bournemouth in 1944 

In 1937 some concern was expressed about the prevalence 
of tuberculosis in Wales and in September of that year Sir 
Kingsley Wood, the Minister of Health, appointed a committee 
consisting of Mr Clement Davies, K C M P , and Dr Coutts 
to inquire into the anti tuberculosis service in Wales and 
Monmouthshire Their report, published in 1939, spoke highlv 
of the official work of the Welsh National Memorial Associa- 
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tion. The chief criticisms were directed to the preventive side 
of the work. The two-man committee did good service in 
stimulating co-ordination of the work of local authorities in 
Wales with that of the Association. 

Towards the end of 1948 Dr. Coutts’s health began to fail, 
and he died after a long illness. Dr. Coutts married Elizabeth 
Efford, daughter of Mr. C. G. Boullen, of Ambleside, in 1899. 
He is survived by his widow and two daughters. 

C. H. ROGERSON, M.D., F.R.C.P. 

Dr. Cuthbert Harry Rogerson, who died in Baltimore on 
Feb. 10 at the age of 37, was the medical director of the 
Seton Institute there. As a student at Guy’s Hospital he was 
outstanding, and he won the Treasurer's gold medal for clinical 
medicine. He graduated M.B., B.S. in 1932, proceeded M.D. 
in 1933, and took the M.R.C.P. in 1934 and the D.P.M. two 
years later. Dr. Rogerson had been a house-physician and 
subsequently registrar in the department of psychological medi- 
cine at Guy’s Hospital. At the end of this period he was 
awarded a Rockefeller fellowship and was able to spend a year 
with Dr. Adolf Meyer at the Johns Hopkins Hospital in Balti- 
more. He returned to Guy’s as Sir Alfred Fripp fellow, and 
he was later psychotherapist at the Hill End Hospital, St. Albans. 
During this period he interested himself particularly in the 
psychiatric problems of young children. In 1937 he was 
appointed medical director of the Cassell Hospital at Penshurst. 
There he proved himself a capable administrator, and he wrote 
at this time a number of papers on play therapy in childhood, 
psychological factors in asthma, prurigo, and on the differentia- 
tion of neurosis>and psychosis. In 1945 he was elected F.R.C.P. 

Dr. Rogerson had already achieved much in his special field, 
and the opportunity for further achievement came in March, 
1946, when he settled in Baltimore as director cf the Seton 
Psychiatric Institute. He looked forward to the task of re- 
organizing the Institute, and he soon built up a staff of keen 
young men. He began teaching postgraduate students, and he 
renewed his old association with the Johns Hopkins Hospital. 
It seemed that he was safely embarked on a career that promised 
great distinction, and then about a year ago he fell ill, 

B. A. writes : The news of Dr. Rogerson’s death has not 
come as a shock to his many friends in this country, as for 
many months they had known the inevitable end. I leave it 
to others to give an account of his high professional qualities 
and achievements: his death is a great loss to British and 
American psychiatry. I want only to talk about the colleague 
and friend with whom I was closely connected for five years — 
war years, with strain, stress, and gross overwork, a time apt to 
bring out the best or the worst in people. In Dr. Rogerson 
it brought out the best. He was a man filled with human 
kindness, full of genuine and sincere interest in people, always 
ready to help by word and deed, a man with a deep under- 
standing of human weaknesses who never had a bad word to 
say of anybody. He combined great modesty with quiet self- 
assurance, an inexhaustible thirst for knowledge, and an infinite 
capacity for work that made him the successful research worker 
he was. He had a great sense of humour which never deserted 
flfe, made difficulties less difficult, and added to the charm of 
IBgompany. He had the rare gift of bringing out the best in 
Jjrwith whom he worked. Not only his colleagues but the 
Entire staff felt the human interest he brought to bear in all 
their joys and sorrows. His harmonious personality pervaded 
the whole hospital and made it a happy place. He was an 
excellent conversationalist. His interests were not confined to 
medicine; he was at home in art and literature, especially in 
poetry. There was hardly a topic, however remote from the 
commonplace, to which he could not contribute in his own 
inimitable way. He wns' very popular and will be missed by 
many, but for his friends the world has become a poorer 
place without him. 

Dr. Frederick Rrrciuc St'-n'oN died on Dec. 8, 1948. follow- 
ing a motor crash in which hi\bro*hcr aho lost his life. He 
was born in 18S2. and cYidu-itetfvvMR.. Ch.B. at Edinburgh jn 
1904. After q short assistnisbip a:*"Goof''she came to Leeds in 
I90S and started practice in Woc-dhousc. xhcrc he lived and 
worked until his untimely death He serve. R-A.M.C. 

from 1915 to 1917. for much of this time in SaloTAaN He was 
a Conservative member of the I eeds City Council frori 1 ,y -y 
to 1924 ; a member of tbe Leeds Panel Committee for i 71371 -’ 


years,* carrying out the arduous duties of chairman from 1939 
to 1946 ; and he was also a member of the Leeds War Emer- 
gency Committee. He was keenly interested in medical politics 
and opposed the precipitancy with which the present National 
Health Service was introduced. Dr. Sinton was an enthusiastic 
supporter of all outdoor sports, and particularly of the 
Headingley Rugby Football Club, of which at one time his 
elder son was captain. In his early days he was keen on boxing 
He was a sound and progressive general practitioner, held in 
high esteem by his colleagues. He had a genial presence, wilt 
twinkling eyes and a ready, infectious laugh, and with hit 
generous and sympathetic nature he endeared himself to hi: 
patients, fellow practitioners, and friends. Although in hi! 
later years Dr. Sinton suffered many serious illnesses which 
might well have daunted a lesser man, he, always faced thi 
future with high courage. He never lost his zest for life bu‘ 
'carried on smiling and cheerful to the end. His wife, vvhorr 
he married in 1906, died a year ago, and he is survived by tvv< 
sons, the elder carrying on the practice and the younger beini 
the Leeds City police surgeon. 

Dr. John Grimson Moseley, one of the best-known practi 
tioners in Jamaica, died on Jan. 11 at tbe age of 62. Dr 
Moseley, who was a student at the London Hospital, tool 
the conjoint diploma in 1911. He then went back to Jamaicc 
and was in practice with his father, the late Dr. C. A. Moseley 
of Port Antonio, until 1914. During the 1914-18 war he servei 
in the R.A.M.C. with the .rank of major, and after demobiliza 
tion he graduated M.B., B.S., and proceeded M.D. in 1920. H 
rejoined his father for a short time, and subsequently settled ii 
Kingston, where he did a great deal of work for the Nuttal 
Memorial Hospital and St. Joseph’s Sanatorium. In the reccn 
war he acted as surgeon-specialist to the. Up-Park Camp unti 
1943, when he was appointed medical superintendent of th 
United Fruit Company. 

H. A. L. writes: I knew Moseley intimately while vve serve 
together in the same units in the first world war. Straight as ; 
gun-barrel, Moseley had a mind of his own, but was delight 
fully easy to get on with, a charming and intelligent compamoi 
with a common-sense outlook on life, and he appeared to me t 
have a deep knowledge of medicine. After the war he returncu 
to Jamaica so that I saw nothing of him until 1 had the pleasure 
of a visit at the end of last year. He was tired, and said that 
he was glad that the time of his retirement from practice was 
at hand. 

Dr. Alexander McConnell Erskine died in a nursing-home 
at Harrogate on Jan. 21 at the age of 80. He had been medical 
officer of health for Goolc for forty-four years, retiring only 
two years ago. Dr. Erskine was born in Ulster, and graduated 
at Belfast University in 1889, proceeding M.D. in 1904. Two 
years previously he had been appointed medical officer of 
health for Goolc at a time when the death rate was high and 
the infantile mortality rate was 188 per 1,000 births. Dr. 
Erskine saw the first child-welfare centre opened in the town 
in 1915, and this was followed by a maternity home in 1926 , 
and in 1938 by the new health centre. He stressed the need 
for a cheap or free supply of milk to babies and infants 
more than forty years ago. He was also an early advocate of 
immunization against diphtheria, and was proud of the fact that 
since 1943 there had been no deaths from diphtheria in Goolc. 
Dr. Erskine married Miss Dora Stanners Blair, daughter of 
Dr. Robert Blair, who survives him, and to whom the sympathy 
of all his friends and colleagues will be extended. 

E. C. writes: Dr. Erskine had a real love and understanding 
of children and remained young in spirit up to the last. He 
was keenly interested in music, of which he had knowledge to 
enable him to appreciate it at its true vvorth, and be was widely 
read. In 1935 he was one of those who did the B.M.A. world 
tour and enjoyed it to the full, attending the annual meeting at 
Melbourne and making friends both on the voyage and in 
Australia. On the morning of Jan. 5, accompanied by his wife, 
he visited the isolation hospital, of which he was medical 
superintendent, and paid several other visits, driving his car 
with his usual ease and enjoyment. During the afternoon he 
suffered a coronary thrombosis, and until the day of his death 
on Jan. 21 he bore much suffering with fortitude and even with 
unfailing humour. His dignified and upright figure and his 
genial and lovable personality will be greatly missed by patients, 
colleagues, and a wide circle of friends. 


In our obituary notice of Dr. F. H. A. Marshall (Feb. 12, 
p. 2871 there was a reference to the third edition of his book 
The Physiology of Reproduction, which was first published m 
1910. The publishers inform us that the third edition has not 
vet appeared, but publication is expected next year. 
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Medico-Legal 


BREACH OF TERMS OF SERMCE 

The Evecuttve Council for the Cit> of Sheffield ummmouslv 
approved on Feb 1 a report from the Medical Service Com 
mittee recommending that the sum of 150 guineas should be 
withheld from the remuneration of a medical practitioner 
This case arose out of the attendance at the surgerv of a 
practitioner on the Council s medical list on Nov 9, 1948, 
of an insured woman who claimed treatment as a National 
Health Service patient The practitioner was unable to trace 
her name tn his records and he charged the patient a fee for 
which he issued a receipt On Nov 10 the patient attended 
at the offices of the Executive Council to apply for a refund 
of the amount paid bv her to the doctor, when she produced 
three medical certificates a first” certificate dated Nov 9, 
an “intermediate” certificate dated Nov 16 both signed bv 
the practitioner, and a ‘ final certificate which was undated 
anti unsigned The issue of these three certificates appeared 
to difclose an irregularitv and they were accordtnglv retained 
at the offices of the Council On the same date, Nov 10 the 
patient signed a statement to the effect that all three certificates 
had been given to her bv the practitioner at the same time, with 
instructions that thev should be sent in the correct order to the 
Ministry of National Insurance 
The clerk of the Council communicated the details of the 
case to the district officer of the Mtntstrv of National Insurance 
m order that the patients claim to benefit under the National 
Insurance Act might not be prejudiced , and on Nov 11 he 
forwarded the three medical certificates, together with a copv 
of the patient's signed statement to the Ministry of Health in 
accordance with the provisions of Regulation 13(t) of the 
National Health Service (Service Committees and Tnbunall 
Regulations, 1948, for such action as the Minister deemed 
necessary 

In a letter dated Nov 22 the Ministry of Health stated the 
view of the Minister that the matter was one which ought to 
be investigated by the Medical Service Committee, since there 
appeared to be a pnma facie case that the doctor had failed 
to comply vvath his terms of service Clause 7(7) of Part I of 
the First Schedule to the Nauonal Health Service (General 
Medical and Pharmaceutical Services) Regulations, 194S made 
it obligatory for a practitioner, in issuing medical certificates, 
to complv with any regulations made under the National 
Insurance Acts. 1946 and the National Insurance (Medical 
Certification) Regulations 1948, "ere thus incorporated in the 
doctors terms of service Clause 2(b) of Part I of the Schedule 
to these regulations stated that every certificate should contain 
the date of the examination on which the certificate was based, 
and also Clause 4 stated that even certificate must have been 
erven on a date not more than one day later than the date 
of the examination on which it was based and no further certin- 
cate based on the same examination should be furnished other 
than a certificate to replace an oncinal certificate which had 

been lost or mislaid _ 

On Dec. 7 the matter was considered b\ the Execute e 
Council who decided, m accordance with Regulation 4(5) of 
the National Heilth Service (Service Committees and Tribunal) 
Regulations 194S to refer the case for investigation bv the 
Medical Service Committee On Dec S the clerk informed the 
practitioner of the Council's decision, and in a reply dated 
Dec 9 the practitioner stated he was still attending the patient 
The certificate dated Nov 16 had been issued in the knowledge 
that he would attend her on that date and on that date he had 

visited her _ __ P 

Subsequently the patient submitted to the Mimstn ot 
National Insurance three further intermediate certificates dated 
respectivelv Nov 23 Nov 30, and Dec 7. 1948 and in a 
r Statement to an officer of that Mimstrv on Dec 14 she stated 
she had attended the pnctitioner's surgerv on Nov 9. when 
the practitioner had issued three medical certificates which she 
had taken to the offices of the Executive Council The practi- 
tioner hid visited her on Nov 23 and on each subsequent 
Tuesdav She had not sent for him, but he had visited her as 
arranged on the occasion of her surgery attendance 


Medical Service Committee Hearing 
The practitioner was present at the hearing by the Medical 
Sen ice Committee, as also were a member of the staff of the 
Executive Council and an officer of the Ministry of Nauonal 
Insurance The patient did not attend The practitioner stated 
that the pauent had attended his surgery on Nov 9, when he 
issued a first certificate , and as the patient appeared to be tn 
ignorance of the correct procedure he explained that she needed 
a certificate each week He gave her an intermediate ceruficate 
dated Nov 16, and a final certificate which he had neither 
signed nor dated The doctor stated he had not intended to 
sign the ceruficate dated Nov 16, but had done so tnadv mentis 
as he was trvmg to explain to his patient that she mutt have 
a ceruficate each week He added it was not uncommon to 
give certificates in serious l'lnesses several at a time and to 
sign them later, when they became due Such certificates could 
be sinned on the occasion of a visit to the patients home The 
practitioner understood this was a technical breach of the Regu 
lattons, but he added that if a practitioner could not trust a 
pauent to the extent of giving him a certificate form when he 
was seriously ill, and filling it up on the occasion of a sub 
sequent visit, he thought the doctor had a very poor working 
arrangement with his patient He frequently gave patients 
blank certificates which were to be presented to him for signing 
at later dates The practmoner agreed that all the statements 
contained in the pauent s statement of Nov 10 were correct 
In reply to a question the pracuttoner stated he saw the 
pauent for the second time when be visited her, at her own 
home, on Nov 16 He was then asked if he could explain 
the pauent s statement that he had visited her on Nov 23- 
no mention having been made of anv visit on Nov 16 — but 
to this the doctor made no reply When asked if he had any 
evidence of his visit to the patient on No' 16, he said he had 
a visiting card for her 

A member of the staff of the Executive Council stated that 
the patient had presented the three certificates in question to 
him as an officer of the Council, and had asked for the address 
of the Mimstrv of National Insurance to which they should 
be sent He had then stamped the certificates with his personal 
stamp showing that they had been received in the Council's 
office on Nov 10, 1948, and the patient had then voluntanlv 
made the statement bearing that date An officer of the Ministry 
of National Insurance stated that he had visited the patient, 
who in a freely given statement said the doctor had visited her 
on Nov 23 She had made no reference to Nov 16, and the 
officer, "ho had not asked for any specific dales formed the 
opinion that the doefor bad not seen the patient between Nov 9 
and Nov 23, 1948 The member of the Council s staff here 
recalled, stated he had visited the pauent, m the companv of 
a colleague, on Dec 16, and in the course of questions on 
specific points he had asked her whether, definitely, the doctor 
had visited her on Nov 16, to which she had replied in the 

negative , , T 

The practitioner then stated that when he \isited the woman 
on Nov 16 she was in bed He bad to tisit her home, bin 
he did not get to see her because there was no one there He 
understood the patient was in bed. as nobody answered the 
door, and he was told she was in bed The date of his nexi 
visit was Nov 23, when he was able to see her The doctor 
again admitted that on Nov 9 he had issued a certificate dated 
Nov 16 

Findings 

The Committee found that the practitioners action in issum. 
a post-dated intermediate certificate on Form Med 2A and 
3 n unsigned, undated final certificate on Form Med 2B, as 
admitted by him constituted a breach of Clause 2(b) and 
Clause 4 of Part I of the Schedule to the National Insurance 
(Medical Certification) Regulations, 1948, which are mcorpor 
ated in the doctor's terms of service ' The Committee feel 
stronclv that this action of the practitioners which "ns quite 
indefensible, was an extrtmelv s en ous matter which indicated 
that no reliance could be placed upon his certificates If the 
procedure used bv this practmoner m the issue of medical 
certificates were adopted by other doctors it would soon become 
impossible to administer the National Insurance Act. The Com 
mittee feel that the integrity of the medical profession should 
be protected against such acnons 
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In considering the recommendations to be made to the 
Executive Council the Committee took into account the prac- 
titioner’s attitude in this case, and also the fact that he had 
only recentiy appeared before them in connexion with another 
serious matter, when a warning had been issued to him that he 
exercise more care in his observance of the terms of service. 
The Committee accordingly recommended : (i) that a warning 
be issued to the practitioner that, in the event of his again 
being summoned to appear before the Committee in connexion 
with a serious breach of his terms of service, the Council would 
consider whether to exercise their right, under Regulation 6(d) 
of Part II of the National Health Service (Sendee Committees 
and Tribunal) Regulations, 1948, to make representations to 
the Tribunal that the continued inclusion of the practitioner on 
the medical list would be prejudicial to the efficiency of the 
service ; and (ii) that the Council make representations to the 
Minister that, owing to the failure of the practitioner to comply 
with the terms of service, the sum of one hundred and fifty 
guineas be withheld from his remuneration. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 

In a Congregation held on Feb. 5 the following medical degrees 
were conferred; 

M.D — J. A Glover. 

M.B , B Cum — B. McGrifor. *J \V MacLeod, *F D Schofield, # P. J. 
'Andre*. *J» G. Gill, *J Halford, *J C. Burnc. ^Margaret L. Co\ 

* By proxy 

UNIVERSITY OF LONDON 

The governing body of the British Postgraduate Medical Federation 
has approved the award of Postgraduate Travelling Fellowships for 
1949-50, tenable for one year, to Mr. J. V. Crawford, of the London 
Hospital (Neurosurgery, U.S.A.); Dr. J. S. Prichard, of the National 
Hospital, Queen Square, and the Postgraduate Medical School, 
Hammersmith (Neurology, U.S.A. and Canada); Dr. R. D. Tonkin, 
of Westminster Hospital (General Medicine, U.S.A. and Canada); 
and Dr. J. E. M. Whitch-ad, of St. Thomas’s Hospital (Bacteriology, 
Scandinavia). 

UNIVERSITY OF LEEDS 

At a meeting of the Council of the University held on Feb. 16 
Wallace Ironside, M B., Ch.B., D.P.M., was appointed Senior 
Lecturer in Psychiatry. 

Dr. John Jamieson and Miss Jamieson donated £100 for the 
endowment of a Prize in Practical Anatomy in memory of their 
father, the late Professor J. Kay Jamieson. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
At a meeting of the Council of the College held on Feb. 10, with 
Lord Webb-Johnson, President, in the chair, the appointment of 
Mr. V. Zachary Cope as Bradshaw Lecturer was announced. 

Mr. Juhan Tny/or (University College Hospital) was re-elected 
and Mr. T. A. Hindmarsh (Newcastle), Mr. R. J. McNeill Love 
Royal Northern), and Mr. Digby Chamberlain (Leeds) were elected 
embers of the Court of Examiners. 

Mr. J. S. Arkle (Newcastle) and Mr. F. C. Hunt (Nottingham) 
ere elected to the Fellowship of the College nd etindem. 

Sir Hencage Ogilvic and Mr. L. C. E. Norbury were reappointed 
as the rcprcscntatises of the College on the Council of the Imperial 
Cancer Research Fund, and Mr. J. M. Wyatt was re-elected as 
teprcsentatisc on the Central Midnjvcs Board. 

The Hallctt Prize was awarded to L S. R. Sinclair, of the University 
of Edinburgh. 

The Diploma of M.R.C.S. was granted to C. P. Cotterill and to 
the 134 successful candidates whose names were printed in the report 
of the meeting of the Royal College of Physicians of London in the 
Journal of Feb 5 (p. 1491 as recipients of the diploma of L.R.C.P. 

Diplomas in Public Health ft«cntj-two). Laryngology and Otology 
IfiseX Psychological Medicine (one), and Anaesthetics (two! were 
granted jointly with the Royal College of Physicians of London to 
the successful* candidates whose names u ere published in the report 
of the meeting of the Royal College of Physicians of London in the 
issue of Feb. 5 (p. 249). 

The following hospitals were recognized under paragrapn 23 of 
,i., f R C.S regulations: Mount Vernon Hospital and Radium 
tn-'bmc, Norths'. cod (surgical registrar, first, second, ar.d third, and 
house-surgeons') ; Hillingdon Hospital, Uxbridge (surgical registrar 
and senior hou'c-surgeonl. 


Medical Notes in Parliament 


COST OF HEALTH SERVICE 

Supplementary Estimate Approved 
On Feb. 17 the House of Commons went into Committee oi 
Supply to consider the supplementary estimate of £52,800,00 
for the National Health Service in England and Wales. 

Mr. Blenkinsop, Parliamentary Secretary to the Ministr 
of Health, said that the supplementary estimates were' of ; 
very large size and therefore warranted close inspection by th 
committee. The estimates were introduced some seven month 
before the introduction of the scheme. It was quite impossibl 
to tell the extent to which the new scheme would be used by th 
general public. It was impossible to tell just how far the pro 
fessional services would be available. A factor of great import 
ance which again could not be evaluated at that time was nha 
would be the remuneration of those taking part. At the head o 
the estimates would be seen provisions for hospital service; 
That covered the figures of advances both to regional hospitt 
boards and to boards of governors of teaching hospitals. Th 
additional sum was £22,346,000. The Service covered ose 
36,000 hospitals and clinics together with some 36 teachin: 
hospitals. There had been £3,500,000 additional capita 
expenditure. 

The major cause of the increased running expenses wa 
increased pay of staff. The pay of student nurses had beei 
almost doubled at a cost of some £3,000,000 a year, includin 
improvements in other nurses’ pay that amounted to an exU 
charge of £1,500,000. The increased pay of domestic worker 
in hospitals amounted to £2.000,000 a year, of which £750.00 
was involved in the period of the estimate. Other staff increase 
amounted to about £1.500,000 a year, and special provisions ha 
been made for increases to doctors and specialists in hospital 
as a result of the Spens Report, for which provision had bee 
made by some £6,000,000. This might not be the end of th 
wage increases which might be needed in the professior 
Negotiations were proceeding at the moment. 

Although provision was made for an extra £16.000,000 fe 
liabilities transferred to the Minister, a large part of that won! 
be recouped from the Hospital Endowments Fund. There wa 
no intention to raid the fund. There would be a set-off om 
against the other, but they had no intention of depriving the 
fund at all. An extra sum of £370.000 was for increased pay- 
ment to the Ministry of Pensions. It covered the provision of 
artificial arms and legs, and artificial aids of most kinds, includ- 
ing surgical boots, motor- and hand-propelled chairs, and 
artificial eyes. 

There had been another large increase in the amount required 
for grants made to local authorities. Many of those services 
did not in the past attract any Government grant at all. To-day 
ail of them attracted a 50% Government grant. Such services 
included care of mothers and young children, home helps, home 
nursing, and ambulance services. There was provision for an 
extra £716,000 for the expenses of administration. It had been 
found necessary to increase staffs to enable the work to be 
efficiently carried out. Some part of that expenditure was non- 
recurrent. Provision was also included for an extra £500,000 
which had been added to the Mileage Fund for doctors in rural 
areas. 

An addition of nearly £5,000.000 was required for the 
pharmaceutical service. The estimates were based on the old 
N.H.I. scheme, under which some 50.000.000 prescriptions had 
been issued in an average nine-monthly period. Provision had 
been made for an increase of a little over double that number of 
prescriptions. In fact something like 128,000.000 prescriptions 
would be needed in that period of nine months. The cost 
of the actual individual prescriptions had been greatly increased 
over tbe estimate. There bad been payments to chemists in 
advance of the normal dates which merely represented transfer 
from one period to another. There was no evidence of any 
general misuse of prescribing by the medical profession. There 
might undoubtedly be individual cases, but full provision existed 
for keeping watch on that matter. 

The estimates for the dental service — just under £12,000.000 
increase — had been originally prepared before the Spens Report 
had been received. The increase for the ophthalmic services 
amounted to about £11,000,000. Under the N.H.I. scheme only 
5% of those entitled to benefit had made use of the provision. 
The demand had been increased to some four times the previous 
estimate. Up to Jan. 31 nearly two million pairs of spectacles 
had been provided. They were not saying that cither on the 
dental or on the ophthalmic side they were satisfied with the 
rates of payment to those who were participating, and discus- 
sions were proceeding on that matter which would no doubt 
assist in future periods. 
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The> uere a bulwark against the fears of insecurity in the 
past and to that extent were an encouragement to the economic 
effort and the difficult period which lay ahead 


Wrung from the Taxpayer 

Mr Assheton said that anyone who understood our financial 
position and had paid heed to the remarks of the Chancellor 
of the Exchequer in recent months must hate been deeply 
shocked and alarmed by the introduction of a batch of supple 
mentary estimates which represented in total practically all 
the money that was being yvrung from the taxpayer by way ot 
purchase tax 

Members of the Opposition yyho yyere m the Coalition 
Goyemment and had had a hand in framing the post war social 
semces were feeling yery great anxieties lest all the hard work 
should be brought to naught by the shocking administration 
of the Minister In the declaration of policy yyhtch the 
Consenaffye Party had put to the electorate the intention had 
been laid down clearly to provide a comprehensiye health 
sen ice, and that had always been their policy They should not 
oxerlook the fact that it was from the pockets of the working 
men and women that the greatest contribution came 

He wished to criticize first the childish underestimation m 
respect of which there had been no satisfactory explanation by 
the Parliamentary Secretan He wanted to comment on the 
obyious groyvth of bureaucracy which these estimates shoyyed 
The National Health Semce Bill yyas introduced on March 19. 
1946 The final figure of the financial memorandum was The 
net annual expenditure falling upon the Exchequer is 
£95 000,000 ” The estimate introduced by the Minister last 
spring yyas £132 000 000 He had noiv come along yxith an 
additional supplementary estimate for £52,000 000 Those 
figures for the estimate and for the supplementary estimate 
coyered only nme months 

The matter of the ophthalmic semce was very puzzhng 
The original estimate yyas about £2 000,000, the reyised esti 
mate was for £12 300 000 — an error of estimation of 600 or 
700% Plenty of other people had knoyvn that the semce would 
cost more than £2 000 000 The cost of a pair of spectacles was 
from £2 18s to £3 14s Before the scheme came in there were 
about four million pairs made in England eyery year Some- 
body might hate guessed that the cost might be four million 
times £3 That yyould haye given an estimate of £12,000000 

Sir Robert Yolng asked whether he was taking account of 
the number of spectacles exported in that four million 

Mr Assheton did not belies e that many had been exported 
and the Minister had said that more than two million pairs had 
been supplied by his Department 

On the general practitioner estimates, it was clear that the 
amount spent on one or two semces alone this sear exceeded 
the total amount spent on family doctonne Critics had 
suggested that that disclosed a lack of proportion He suggested 
that doctors up and down the country yyere in many cases oxer- 
yy orbed and had not sufficient time to gixe attention to their 
more urgent cases In some country districts doctors yyere 
badly hif financially yyhile they saw around them enormous 
and yyasteful extraxagance xxhich w ise administration might 
ay Old 

The teaching hospitals yyere to haye had £10,000,000 and no xx 
xvanted £18 000 000 and regional hospitals, which were to h3xe 
had £91 000,000, xxere noxx up to £103 000 000 Hoxx could such 
estimating be excused n He had been told that the admmistra 
tion of hospitals had in many cases been remoied from the 
hospital itself, that a creat bureaucracy xxas grow mg up There 
was great oxer-centralization of administration The public had 
been decened into thinking that there xvere far more semces 
axailable than m fact there xxere The Minister had shoxvn 
himself quite irresponsible in financial matters and heedless of 
the best interests of the patients as well as of the medical pro- 
fession Mr Assheton sugcested that he was unfit to hold 
office and should go 

Extent of Need Shoxvn 

■ Mr Messer said that the supplementary estimate indicated 
the extent of the need for the Semce Did the Opposiuon 
suggest that, because the number of people xxho would benefit 
bv'an expensixe drug like streptomycin was unknoxvn, tubercu- 
lous people should die because the estimate xvas xvrong ° If 
that yyas the position the debate xxould be the finest ammunition 
for the general election there had exer been The supplementary 
estimates could be justified on the grounds that human life 
xxas more important than cash 

Sir Hugh Llcas-Tooth sugcested that the Minister x'ax not 
only guilty of bad estimating but guilty of reckless under- 
statement The policy of the Minister had been to keep the 
estimates as loxx as possible so that the scheme xxould be on 
its feet and the House xxould be presented xxith a fair accompli 
m the supplementary estimates 


Miss Bacon said that there were various groups in the country 
at present who were asking for more money They might have 
a good case, but it xxas noticeable that ni recent months the 
Tones had been encouraging those pressure groups to ask for 
more semces of one kind or another Hoxx did the Opposition 
reconcile that attitude xxith their present one n 
Colonel Stodd\rt-Scott asked the Minister to sax xxhat step- 
he was taking to present abuse of the dental scheme \Yhx 
xxas £11,000,000 extra xxanted for the ophthalmic service n The 
Minister had built up an over-centralized administration He 
had collected many new people who had had no expenence ot 
administenng hospitals He had shoxxn a great unwillingness to 
accept advice, or take advice, or exen seek adxice 

Mr W Griffiths said he did not think there was any sub 
stantial frivolous demand for the ophthalmic semce 

Mr H Linstead said there xxas unnecessary competition 
betxxeen hospital groups m the matter of hospital salaries and 
xvages of staff He hoped that the Minister xxould lease the 
professions, regional boards, and management committees the 
greatest amount of liberty to put their enthusiasm into doing 
their job xvith the vers minimum of central control 
Mr Fernyhough said that if there was extraxagance it was 
a reflection upon the members of the medical and dental pro 
fessions, because they were the people in xxhom the Minister 
must have complete trust The people had given the scheme 
a welcome which augured well for the Labour Pam s prosperity 
at the next election 

Sir Henry Morris-Jones said that he had had a letter from 
a working man in a London hospital in which there was an 
analysis of the money being spent on the administrative sector 
of the hospital at the expense of the efficiency and equipment 
of the staff 

Mr Bevan said that if a charge was being made that a 
hospital was being extravagant, it was the honourable Member's 
public duty to give its name 

Sir Henry Morris-Jones said that he would be informed of 
the name in due time It was no wonder that Sir Frederick 
Menzies had stated on Dec 1 1 [in a letter in the Supplement 
Dec II 1948, p 220] that if some drastic steps to reduce 
hospital costs were not immediately taken those enormous cost- 
might have senous repercussions on the medical services other 
than hospital work 

Mr Bex an asked if the salaries should be reduced 
Sir Henry Morris Jones said that he suggested nothing of 
the kind 

Dr Haden Guest said that they should not lay too much 
emphasis at present on the building of new and expensive build 
mgs for health centres Rather they should spend their energies 
on building up teams of doctors The difficulty was not to get 
doctors into buildings but to get groups of doctors to work 
together He would like to mention that this week in the medical 
press — in one article in the British Medical Journal and another 
in the Lancet — there were reports of staggering progress in 
medical work In the British Medical Journal there was the 
account of a senes of 5 000 childbirth delixenes without one 
maternal death In the Lancer there was a descnption of a new 
discovery for treatment of Parkinsons disease 

Mr David Eccles asked whether they could not cut "bu 
some of the waste and get the same services for le-s with be'ter 
administration When the Opposition was accused of not 
wanting the health services that was not true They were 
anxious that the maximum amount of money devoted to the 
civil estimates should be divided in the best wax 

Dr Santo Jeger said that the Opposition talked about cost 
as being the most important factor He disapproved of that 
atutude and condemned it The Labour Party’s attitude to life 
was not based on money, but that of the Opposition wa- 
almost entirely monetary 

Mr W E Elliot said that the Opposition had been accused 
of being careless of or hostile to. improvement in the health of 
the people They were perfectly willing to put their record 
against the record of any other partv Great sections of hospi'al 
accommodaUon were closed because they could not be staffed 
The Mmister asked for £180 000,000 How many more beds 
did he expect to open "> That was the acid test 

The real danger was that a consolidation of our expenditure 
at a level away above the level before the war mieht take place 
If the cost-of living figures were established at something like 
95 c . or still worse at 300%, as in the case of building, above 
pre-war the shock to the economy of the country would be 
profound 

Mr. Bevan's Reply 

Mr Bevan. after protesting against the absence of Mr 
Churchill, said that it had been bard to find out what the Oppo- 
sition were complaining abouL Were they saving that it would 
have been all right to spend this money in this wav if it had 
gone in the original estimate, or did they object to spending 
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the money at all 9 The Parliamentary Secretary did not refer 
in his speech to the fact that, when they put in the estimate 
seven months before the money started to be spent he (Mr 
Bevan) had still been in negotiations with practically all the 
professions — chemists, dentists, ophthalmic opticians, and the 
B.M A — negotiations with whom had not then ceased Further, 
the Spens Committee on specialists’ remuneration had not 
reported How was he to know at that stage what would be the 
outcome of these negotiations 9 

When Ministers were in negotiation with sections of the com- 
munity it was a very serious matter if a Minister in the middle 
of those negotiations was subjected to pressure lobbies and log- 
rolling by the sections concerned He was engaged, or shoufd 
be engaged, in defending the public interest against the sectional 
interest with which he was negotiating 
The fact was that he considered without, he thought, much 
immodesty that the launching of the National Health Service 
had been one of the greatest pieces of civil administration in 
the history of all civil government in peacetime One of the 
reasons why the Opposition was now running away was because 
they had already found out that what Mr Churchill said last 
Thursday was almost as unpopular among Conservatives as 
amotig Socialists 

In future they would have a global budget determined by 
the regional hospital boards and the management committees 
of hospitals Within those global budgets the management 
committees would have discretion to spend what they wished 
on this or that item of administration If they spent more on 
one they spent less on another They were trying to work 
out a system of resilient administration with as little bureau 
cracy as possible, with as much local self-go\ernment as 
possible, and would at the same time protect the public purse 
against extravagant administration They would show the world 
how they could centralize financial responsibility and decen- 
tralize day-to-day administration in a great service of that sort 
The voluntary hospital system had been financially failing 
The amount of money they were finding to keep the voluntary 
hospitals vastly exceeded all the money in their Endowment 
Fund It was obviously impossible to know to what extent 
spectacles and dental operations would be required How did 
they know what was going to be the demand > 

Whenever they had been able to relieve in any way the burden 
of suffering of the people of Great Britain the burden had 
always proved to be heavier than they ever thought it would be 
Past conditions concealed a vast amount of inarticulate misery 
and pain In so far as those figures represented relief of genuine 
need everybody ought to be proud of them, but if there was 
abuse let them co-operate in getting rid of it 

The Service had not been launched in harmonious circum 
stances , in fact no medical service in the world had ever been 
launched in harmonious circumstances Who would have 
thought that the\ would have in the Service many more genera! 
practitioners than the Government had thought would come in ’ 
Who would have suspected that 95° of the population would 
have registered with general practitioners by the end of the 
year 7 Althouch the financial burden was great they must set 
off ac tinst it the enormous sum of misery already alleviated 
Why did not the honourable and right honourable gentlemen 
opposite start ceasinu to be sour ’ The Tory Party used to 
represent itself as a jocund party However, that had all gone 
now — pale and miserable lot Fvery increase in the health, 
buovanev, and vitahtv of the nation — instead of welcoming it 
they groaned at it They hated it because thev thought it spelt 
electoral defeit 

It was nccess iry that the money be not spent upon the most 
jiculate members of the community, who micht be the 
mists, the doctors the dentists or the ophthalmic opticians 
Pit nueht be even the health workers because each one of 
se sections was highly oreanized and able to bring pressure 
heir upon Parliament and upon Ministers He was anxious 
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INFECTIOUS DISEASES AND VITAL STATISTIC! 

We print below a summary of Infectious Diseases and Vita 


Statistics in the British Isles during the week ended Feb : 

Figures of Principal Notifiable Diseases for the week and those for the com 
spondtng week last year, for (a) England and Wales (London included) (1 
London (administratis e county) (c) Scotland (d) Eire (e) Northern Irelam 

Figures o / Fhrths and Deaths, and of Deaths recorded under each infectious chscas 
are for (a) The 126 great towns in England and Wales (including London 
(b) London (administrative county) (c) The 16 principal towns in Scotland (ui 
The 13 principal towns in Eire (e)The 10 pnncipal towns in Northern Ireland 
"A dash — denotes ho cases a blank space denotes disease not noufiable or 
no return available 
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1 94S (Corresponding Week) 


that the money be not spent on the persons who could organize 
themselves into loud pressure lobbies and get their columns in 
the Press but on the patients who had to make i sc of the 
Service He welcomed the discussion which had taken place 
It had shown the hvpocrisy of the Opposition and it had shown 
the soundness of the Service V 

The estimate ot a supplement irv um not exceedmc 
i52.SOOCOO was acreed to without division 
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EPIDEMIOLOGICAL NOTES 
Influenza 

In the 126 great towns in the week ended Feb. 12 there were 
94 deaths from influenza compared with 64 in the previous 
week. This figure is higher than that for the' corresponding 
week of 193S, 1942, 1944. and 1948. but lower than the corre- 
sponding week of 1939. 1940. 1941. 1943. 1946. and 1947. 
There have been no definite reports of new outbreaks, but 
there have been mam indefinite teports of a high incidence of 
upper respirator)' disease in certain places. 

There is an increased incidence of influenza in Northern 
Spain but no increase in general mortality there. There has 
also been an outbreak in the American zone of Germany, in 
South-west Bavaria, chiefl) affecting school-children. 

News has been received from Dr. Burnet, of Melbourne, that 
a strain of virus A recently recovered from the Ocean Islands is 
identical with the current European strain. All strains fully 
investigated by the World Influenza Centre, from this country 
and from the Continent in the first six weeks of this year, are 
identical. ' 

Discussion of Table 

In England and II ales infectious diseases were more prevalent 
during the week, and there were increases in the notifications 
of measles 2.144. whooping-cough 311. scarlet fever 181, acute 
pneumonia 81. and dysentery 15 There was a decrease in the 
incidence of diphtheria 25. 

The largest increases in the notifications of measles were 
Yorkshire West Riding 422. Essex 316. Staffordshire 19S. and 
Devonshire 154 : the decline in Lancashire continued, and a 
fall of IS9 was recorded There was a small rise in the notifica- 
tions of scarlet fever in every region except the south-western 
and eastern, where small decreases occurred. 

The largest rises in the incidence of whooping-cough were 
Kent 66. Yorkshire West Riding 46. and Warwickshire 43. The 
decline in the notifications of diphtheria was mainly due to the 
experience of Lancashire, where the notifications fell from 39 
to 19. 

The increased incidence of dysentery was also contributed by 
Lancashire, where an increase of 26 was recorded. The chief 
centres of infection in this county were Blackpool C.B. 20 : 
Liverpool C.B. 10; and Whiston R D. 7. Notifications of 
acute poliomyelitis were 11 fewer than in the preceding week, 
and 3 of the 9 cases were notified m Gloucestershire. Bristol C.B. 

In Scotland there were decreases in the notifications of 
whooping-cough 52. scarlet fever 39. and acute primary pneu- 
monia 37 : the onlv increase of any size was measles 34. Of 
the 22 cases of dysentery 13 were notified in the city of 
Edinburgh. 

In Eire there were decreases in the notifications of whooping- 
cough 23 and measles IS. A decrease of 9 in the notifications 
of diarrhoea and enteritis was reported from Dublin C.B., but 
this was offset by an increase of 10 in the remainder of the 
country. 

In Northern Ireland infectious diseases were more prevalent 
than in the preceding week, and increases were recorded for 
measles 39, whooping-cough 20, and scarlet fever 15. The 
largest increases in the incidence of measles were Belfast C.B. 
37 and Antrim County 20. An increased incidence of whooping- 
cough and scarlet fever was general throughout the country. 

Week Ending February 12 

The notifications of infectious diseases in England and Wales 
during the week included; scarlet fever 1,417, whooping-cough 
3,01 T diphtheria 14S, measles 18.441. acute pneumonia 1,139. 
cerebrospinal fever 30. acute poliomyelitis 15, dysentery 6S. 
paratyphoid 5, and typhoid 7. Deaths from influenza in the 
great towns numbered 94. 


The first part of an exchange visit arranged by the' British Council 
and the Polish Government began on Jan. 30 when a group of five 
Polish medical professors came to meet leading members of ihe 
British medical profession and visit hospitals and universities. In 
March a similar group from Britain will go to Poland as the guests 
of the Polish Government. The visitors are Professor Anton 
Dobrzanski. Professor of Laryngology and Dean of the Medical 
Faculty, University of Warsaw; professor Adam Gruca, Professor of 
Orthopaedic Surgery'. University ot Warsaw; Professor K. Jonscher, 
Professor of Paediatrics, Poznan University; Dr. Tadeusz Kielan- 
ovvski. Dean of the Faculty of Medicine, Marie Curie University, 
Lublin; and Professor Semerau Siemianowski, Professor of Internal 
Medicine, Warsaw University. 


Medical News 


Medical Fellowships and Fellowships in Chronic Rheumatism 
In - the advertisement pages of this week’s Journal the Nuffield 
Foundation invites applications for medical fellowships and for 
fellowships in chronic rheumatism. The dosing date for receipt 
of applications is April 1. Full particulars can be obtained from 
the secretary of the Foundation, 12 and 13, Mecklenburgh Square, 
London, W.C.l. 

Committee on Carcinogenic Action of Mineral Oils 
The Medical Research’ Council has appointed the following to 
advise and assist them in the prosecu.ion of research on the carcino- 
genic action of mineral oils: Professor T. Ferguson (chairman); 
Colonel S. J. M. Auld, D.Sc.; Professor J. \V. Cook, D.Sc., F.R.S.; 
Professor A. Haddovv; Dr. J. O. Irwin, D.Sc.; Professor J. R. Squire; 
Dr. D. L. Woodhouse, Ph.D. ; Dr. J. M. Rogan (secretary). In 
addition the Ministries of Fuel and Power, of Health, and of Labour 
and National Service have nominated representatives who will attend 
meetings when matters of interest to these departments are likely to 
arise. 

City of London School Register 

A comprehensive register, with biographical details, from 1S37 to 
the present time, of all masters and pupils of the City of London 
School is being prepared for publication. All former pupils are 
asked to apply to the editor of the register. City of London School, 
Victoria Embankment, E.C.4, for a form of questionary. The late 
Dr. Ernest Hart, a former editor of the Journal , was captain of the 
school in 1851-2. 

Dental Technicians* Associations to Amalgamate 
The Denture Service Association and the United Dental Technicians 
Association have decided to amalgamate “ with a view to the estab- 
lishment as soon as practicable of independent status for dental 
technicians analogous to that already enjoyed by ophthalmic 
opticians.” They have decided to oppose the Bill for regulating the 
craft of dental technicians 

Oliver Memorial Fund 

The committee of the Oliver Memorial Fund intends to make 
the second award of the value of £50 to a British subject whose 
original wotL or service in connexion with blood transfusion is con- 
sidered to be a notable contribution to the research, organization, 
or donor aspect of this subject. The committee will welcome 
applications and, in addition, communications drawing Hs attention' 
to suitable candidates. All correspondence should be addressed to 
the honorary treasurer, F. W. Mills, Esq., National Provincial Bank, 
Ltd., Holborn Circus, London, E-C.l, to whom applications must 
be submitted by June 30. 

Russia Leases WHO 

Soviet Russia, the Ukraine, and Byelorussia have cabled to the 
executive secretary their withdrawal from the World Health Organiza- 
tion. Their decision is stated to be based on dissatisfaction with the 
organization's work and the expense involved ; its “ swollen adminis- 
trati\e machinery’” is “too heavy for member States to bear.” Dr. 
Brock Chisholm, the executive secretary', has replied, according to 
The Times of Feb. 17, that the telegrams have been received with 
regret, but that he cannot accept the resignations, for which the 
constitution of WHO makes no provision. 

Beryllium Poisoning 

Beryllium poisoning has been added to the list of industrial diseases 
prescribed under the National Insurance (Industrial Injuries) Act. 
An employed person who contracts it may claim industrial injury 
or disablement benefit. In a fatal case death benefit may be paid. 

New Medical M.P. 

Dr. A. D. D. Broughton, who won the recent by-election at Batley, 
has been in general practice at Bailey since 1931. Dr. Broughton, 
who is a Cambridge graduate, trained at the London Hospital and 
subsequently took the D.P.M. at Leeds in 1936 and the D.P.H. a year 
later. He served in the RA.F.V.R. as a squadron-leader during the 
war and has been honorary physician to the Batley and District 
Hospital for some years. He was honorary secretary of the Dewsbury 
Division of the British Medical Association in 1 936-7 and chairman 
of the Division in the following year. 

Visitor to U.S.A. 

Dr. William W. Mushin, of the Detriment of Anaesthetics, Welsh 
National School of Medicine, is going to San Francisco early in 
March as visiting professor of anesthesiology at Sianford University. 
He will give a course of lectures and attend a conference arranged 
by ihe California Society of Anesthesiologists. 
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COMING EVENTS 

Kchnack Memorial Lecture 

The second Kclynack Memorial Lecture will be delivered, under 
the auspices of the Society for the Study of Addiction, by Dr. P. O. 
Wolff, of Buenos Aires, at the Royal Society of Medicine, 1, Wmipole 
Street, London, W , on Thursday, March 3, at 5 p.m His subject 
is “ Problems of Drug Addiction in South America.” Admission to 
the lecture is free 


Wednesday 

Edinburgh Clinical Club.— At Puncess Margaret Rose Hospital tor 
Crippled Children, March 2, 4 p.m. Visit conducted by Mr. W. V 
Anderson. 

Institute or Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., March 2, 1 1 a.m. " Skin Diseases o! Possible 
Veneiea) Origin ” and " Differential Diagnosis of Game! 
Dermatoses," by Dr. W. N. Mascall. 

London County Medical Society, — At Dulwich Hospital. Eac 
Dulwich Grove, London, S E., March 2, 3 p.m. Clinical mectiiu 


Officers’ Reunion Dinner 

The annual dinner for officers and ex-officers of the R A.M C. 
who served in any formation in the Second Army from 1944-5 
will be held at Simpson’s Restaurant, Strand, London, W.C., on 
March 3, at 7 for 7.30 pm. Brig. H L. Glyn Hughes, C.B.E , 
DSO., MC, will be in the chair. Dinner jacket or lounge suit 
nny be worn, and tickets, price 21s. (exclusive of wines), can be 
obtained on early application to Dr. R. Gwyn Evans, 33, Snndford 
Road, Mappcrlcy, Nottingham, or Dr. R. E G Ormrod, 4, Aubrey 
Road, London, W. 

Guy's Hospital Dental School 

The annual clinical meeting of Guy’s Hospital Dental School will 
be Held in the dental department of the hospital (London Bridge, 
London, S E ) on Saturday, March 5, when there will be morning 
and afternoon sessions Members of the staff will demonstrate 
modern dental procedures, and cases of clinical interest will be shown. 

Ldilrcss b> Dr. Charles Hill 

Dr Charles Hill will address a meeting arranged jointly by the 
Crewe and North Staffs Divisions of the B.M.A. at the Town Hall, 
Crewe, on Sunday, March 6, at 3 p.m. All members in Cheshire, 
Staffordshire, and Shropshire are invited. 

South Wales Medical Ex-Service Association 
The South Wales Medical Ex-Service Association tvill hold its third 
annual reunion in March AH medical men who have served in cither 
world war arc eligible to attend. Owing to the relaxation of certain 
food restrictions it has been possible to arrange a dinner, and this 
will he held at Park Hotel, Cardiff, on Saturday, March 5, at 7 for 
7.45 p m., with Colonel J. P J. Jenkins in the chair. Tickets (12s 6d 
each) mny be obtained from the honorary secretary, Mr. Cecil W. D. 
I ewis. Surgical Unit, Cardiff Royal Infirmary. The unveil- 
ing and dedication of the memorial to former students of the Welsh 
National School of Medicine who lost their lives in the war will 
nhc place in a sen ice to be held in the Chapel of Cardiff Royal 
Infirmary on Sunday, March 6, at 10 30 am. The memorial, in the 
form of a stained-glass window and plaque, will be unveiled by Sir 
Frederick Rccs and dedicated by the Lord Bishop of Llandaff 


Thursday 

Faculty or Homotopathy. — At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W.C., March 3, 5 pm 
" Homoeopathy's Way To Recognition," by Dr. E. K. Lcdernunn 

Institute or Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., March 3, 11 a.m. "Collection of Specimens for 
Laboratory I in estimation," by Dr. R. Thomson. 

London Association of the Medical Women’s Federation —At 
B.M A. House, Tavistock Square, W.C., March 3, 8.30 pm. "The 
Care of the Aged ” Discussion. 

London University.— At Institute of Psychiatry, Maudsley Hospital, 
Denmark Hill, London, S E„ March 3, 4.30 p.m. " Physiology 0/ 
the Vestibular A pparatus," by Mr. Terence Cawthomc. 

London University — At Large Lecture Theatre, St. Georges 
Hospital Medical School, Hyde Park Corner, London, S V>, 
March 3, 4.30 p m. Lecture-demonstration : " Psychiatry" 

London: University College. — At St. Thomas's Hospital Medical 
School, London, S.E., March 3, 5 pm. “ Ionic Exchange ana 
Electrical Activity in Nerve and Muscle ,“ Special University 
Lecture by Dr. A. L. Hodgkin. , 

Royal Photographic Society : Medical Group, 16, Prince’s Gate, 
London, S.W., March 3, 7.30 p.m. " Somatotyping — Purpose tint 
Method," by Dr. J. Tanner. 

Friday 

London Chest Hospital, Victoria Park, E. — March 4, 5 pm 
" Atypical Pneumonia ," by Dr. Bertram Jones. 

Royal Institution of Great Britain, 21, Albemarle Street, London, 
W„ March 4, 9 pm. " The Foundation of the Royal Institution 
by Professor E. K. Ridcal, D.Sc., F.R.S. (The Institution "as 
founded on March 7, 1799) 

Royal Medical Society, 7. Melbourne Place, Edinburgh, March a, 
8 pm Address by Mr G. K. M. Hall. 

Saturday 

Kent Paediatric Society. — At Farnborough Hospital, March 3. 
2.30 pm " Congenital Heart Disease," bv Dr. Charles Baker. 

Nutrition Society. — At London School of Hvgicne ami Tropica' 
Medicine, Kcppcl Street, W.C., March 5, 10 30 a.m. “ Nutrition 
and r crtilitY." Speakers, Dr. H. E. Magee, Dr. John Hammond 
Dr A. Walton, Dr. Joseph Edwards, Dr. S. A. Follcy, and 
Professor A. St. G. McC. Huggctt. 

APPOINTMENTS 


Gynaecology Conference 

A conference on malignant disease of the female pelvic organs 
writ be held at Newcastle-upon-Tyne on April 1-2 under the auspices 
of tiic Departments of Gsnnccology and Radiotherapy of the Royal 
Victoria lnhrmary and the Medical School, King’s College. The 
Introductory Address will be given by Mr. Victor Bonncy at 5 30 
P m on \pril 1. and there will then be a discussion on the treatment 
of carcinoma of the cervix, at which the principal speakers will be 
Dr. Malcolm Donaldson, Mr George Blomficld, and Mr. David 
Currie Oa April 2 rapers will be read by Mr. Allan Brews, Dr 
A GlucV'marn, Mr Harvcv Evers, and Dr C W Taylor, and there 
will be r demoiisiration in the Newcastle Regional Cancer Orgnnizn- 
mn’s gvnjc^o’'-' weal unit at the Queen Elizabeth Hospital, Gateshead 
Ml u'nn’ms v.imr concerning the conference and the names of 
v ' wi'l me to attend should be forwarded as soon as possible to 
M' S’sa'rv Wav, Rosa! Victoria Infirmary, Ncwcastlc-upon-Tyne. 
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Monday 
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Dr. Margaret Sutlill, M B., B S„ who has been on the stall of 
the British Council since May, 1945, has been appointed Director 
of the Medical Department in succession to Dr. G. A. W. Angus 

Mtnm-tMiss, John H . MD, D M.R D . F F It . Director, Rndiodiosnosne 
Department, United Bristol Hospitals 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

rerwt. — On Tcb 14, 1949. at Birmingham, to Beryl, wife of Dr. R O 
a daughter 

Simple. — On Teb 6. 1949. at Middlesex Hospital, London, \V , to Hr. Ah' 0 '* 
Semple Cnde Cnilckshank) and Dr. Robert Semple, a daujjbicr 

MARRIAGE 

Btir> — Clark. — On Teh 19 1949, at Caxton Hall. Westminster, London, S '' 
John Duncan Bury, MRCS, LRCP . son of Major F W Bury. 
TRIG, and Mrs F \V. Bury, of Nonham. Dc\on. to Doris S>\'W C(ars 
daughter of Mr. and Mrs John Clark, of Kenton. Middlesex 


DEATHS 


M *rk«. — On Feb 4. 1949, Urban Marks, MRCS, LRCP, of IUshopW" 
Swansea, need 58 , 

Marsh. — On Teb 6. 1949. at Grcenways, Lhnfrechfa, Ncv.pon. Mon. OcMvti. 

dc Burch Mirth, ODE, MB. B Ch 
Mntelej . — Recently, John Gttmton Motclc>, MD, of Jamaica p 

Pam. -On Teb 2. 1949 Griffith W*nn Vaughan Parry, MRCS, I RC> ' 
of Camden House Bletchmclcy, Surrey , A 

Rrjnn.— On Jan 31, 1949, at Bootle. Peter Leo Regan MB, B Ch , . 

Richards. — Rccenib G^tlym Caradog Richards, MB, Ch B , Car'a> * 

RAMC. a red 25 „ n 

Sprfstt.— -On Feb 4, 1949. Sir Fdmund I\cns SpriKRi. KCVO ’ 1 u ’ 
FRCP of Coed Marchan, Ruthin. Denbighshire 
Thnms.—Rccc-tl/, Geoffrey Surodgc Thoms, M B , Ch B , Surgeon Coirmara 


K N 

Tledai.— On Teh 12. 19-19. at CitcfT, Davkl Tindal, MD. FRrPSGW- 
ar-d 93 . 

y\ rfham. — Or Feb 3. 1949. at Church Street Nursing Jfome, Bath. ■ * f 
Wc"i UVhi-t. MRCS, LRCP. Mafor. RAMC retired, azed W , 
7a nt. O- Feb *7, 1949. at Dorcrce Nightingale Hospital, Lordon, ** 

N!a\ s Victoria 7^ne. MB. Ch M 
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Any Questions ? 


Correspondents should g i\e their names and addresses (not for 
publication ) and include all relesant details m their questions 
which should be tspcd We publish here a selection of those 
questions and answers which seem to be of general interest 

Excretion of Barbiturates 

Q. — II hat IS the rate of i \cn non of the barbiturates 7 
A recent article states thin phenobarbitane is excreted at the 
rate of onh 3° 0 in 24 hours lj this be so, continuous small 
doses n ould surds product a dangerous accumulation in a 
short tune } cl l hase blown cases in which this drug 
lias been taken rcgitlarls for sears with no apparent ill 
effects 

A. — No single figure for ihc rate of excretion of the barbitu- 
rates can be given Some barbiturates such as hexobarbitone 
or thiopentone are broken down, chieflx in the liver and are 
not excreted as b irbiturutex at all Barbitone and phenobarbi 
tone after ordman therapeutu. doses, consistently appear in 
the urine unchanged but e\en so a part of the dose is des’ roved 
in the bode The part plaved bx the li\er in destroying pheno- 
barbitone has been demonstrated m rabbits and cats m the 
following wax Chloroform anaesthesia, which depresses lixer 
function, is maintained for two hours Then 24 hours later 
phenobarbitone is gtxen It causes deep depression for long 
periods, and the animals may die from doses which are only 
half the average fatal dose Thus damage to the lixer by 
chloroform presents adequate detoxification of phenobarbitone 
Hence, while 3% of phenobarbitone is excreted in 24 hours, a 
good deal more is destroxed in the lixer The mere fact that 
some is excreted howexer means that destruction in the lixer 
is far less efficient than it is when thiopentone is gisen Since 
there may be a great difference between individual patients in 
their abihtx to detoxifx phenobarbitone, it follows that m some 
people overdosage max easily occur 


Calculi ui a Paraplegic 

Q, — A man aged 21 has a complete paraplegia as a result of 
(?) ms elms in childhood Although he is lifted occasionalls 
into an tnsahd chair he mauds lies flat m bed As a result 
he has recenlls begun to pass soflish renal stones winch usualls 
become impacted just inside the external urethral orifice, so far 
it has been possible to remote them with forceps Is there aits 
drug or treatment u Inch w ill pres cm the formation of the stones 
and dissols c those probabls alreads present in either the bladder 
or kidness or both 7 He is incontinent but gets an erection 
occasionalls 

4. — Not enough information is gnen to decide xxhat xxould 
be the ideal treatment in this case It is important to know 
whether there is exidence of infection of the urinary tract, 
which is likelx in an incontinent patient Radiology 
xxould almost certamlx rexeal the site of calculi which are 
alreadx present The s’ones are xerx likelx to be composed 
of calcium phosphate, but it xxould be useful to confirm this 
bx chemical means It is clear, therefore, that treatment could 
he best cixen in an institution equipped to carrx out the 
investigations The following regimen should, hoxxexer assist 
in presenting the formation of further stones (a) Four litres 
of fluid should be taken daily to ensure a dilute urine (b) An 
acid ash diet shou'd be gixen with a minimum of milk — a high 
calcium diet has been shown to increase the unnarx calcium 
excretion (c) The reaction of the unne should be tested 
should it remain neutral or alkaline, regular ammonium chloride 
should he prescribed to ensure acidification ( d) The position 
of the patient should be chanced as frequentlx as possible It 
would he useful if he could be lifted into the invalid chair at 
least once daily (cl Supplemental vitamins especiallx vita- 
min \ should be given (f) Anv coexistent urinary infection 
should be appropnatelv treated according to the organism 
present 


To dissolve stones which are already present the me of the 
«o called solution G ’ of citric acid has been advocated 


B g 

Citnc acid fmonohydrate) 323 

Magnesium oxide (anhxdrous) 3 S 

Sodium carbonate (anhxdrous) 4 4 

Distilled water to 1 li re 


As this must be irrigated through a urethral or ureteric catheter 
its use xxould be practicable onlx if he could be admitted to a 
xx ell-equipped hospital Surgerv should of course be contem 
plated if any large calculi are shoxvn to he present bx radiology 

Keloid 

Q. — (a) What is the most recent treatment for keloid and 
lispertrophtc scar following ai injurs to the. elbow and knee 
in a girl aged 12’ The keloid is in the form of a raised scar 
about the size of a small marble at d there is no tentacle 
formation 

( b ) A sout g patient had a bod on her checl some four months 
ago The scar is now healing well and colour is becoming 
normal but there is a considerable degree of puckering li her 
is the most efficient treatment to tmpros e this 7 

A. — (a) Treatment for keloid formation is as unsettled as it 
exer xxas, but most authorities are agreed that prehminarv treat 
ment with v ravs followed bx excision and further post operative 
r irradiation offer the best chance of success It should be 
pointed out, however that manv disappointing results follow 
the use of x rays, vears later jr rax dermatitis max result. 
The irradiation should be done onlv by a competent radio 
iherapist skilled in this particular work Excision bv itself, 
while it max be satisfactorv, can also be disappointing the out 
come depending on the site of the keloid and its relation to lines 
of skin tension A plastic surgeon should be consulted on the 
advisability of operation The hvpertrophic scar in a girl aged 
12 mentioned m the question is a case in point Keloids are 
apt to recur in voung people and this is particular!! so on 
extensor surfaces such as those of the elbow and knee 
Excision in an adjusted line would probably be advisable 
X rays would not be likely to help 

(6) The scar should be left for at least six months to resolve 
If puckering still persists, careful excision by a competent 
plastic surgeon would be advisable 

Innervation of Diems 

Q. — (a) From what cord lesel does the sympathetic supply 
to the uterus come 7 Does it contain sensors as u dl as motor 
fibres and do these cmrnate from the same cord lesel 7 ( b ) Is 
there a parasympathetic supply to the uterus 7 If so whet are 
its function and us cord le\ el 7 (c) What is the effect of spu al 
analgesia and of caudal analgesia 7 

A. — (a) Knowledge about the innervation of the uterus re 
mains incomplete and uncertain, and the extensive literature 
dealing with clinical and experimental obxerv tions in the 
human being and animals is confused and sometimes contra 
dictorv Without listing all the issues concerned K car be 
stated that the elucidation of this problem is far more difficult 
than appears at first sight and most of the following state 
ments should be regarded as general opinions requiring much 
qualification rather than as facts 

Although it is usual when innervation is cons dered to think 
in terms of the muscle elements of the uterus the vascular 
elements also have an autonomic nerve supplv, and this mu 
be important For instance, the state of the circulation max 
have some bearing on sensations of pain arising within the 
uterus The nerves in question prohabli accompany and are 
intimatelx associated with the main blood vessels to the uterus 
As recards the nervous control of this organ whatever be its 
ordinarv purpose it is not essential to the process of parturi- 
tion 3nd the uterus can emptv itself with reasonable efficiency 
when all nervous connexions are severed The mam svmpa- 
thetic supplv passes to the uterus bv wax of the superior hvpo- 
gastnc plexus (presacral nerves) and the inferior hvpocastnc 
plexus Stimulation of these nerves is thought to bnng about 
contraction of the circular muscle fibres particularlx these n 
the lower part of the uterus and upper part of the ce-xax 
Svmpathetic impulses therefore tend to hinder di’a'ation of the 
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cervix, and the general effect on the expulsive action of the 
uterus is inhibitory. There is some dispute about whether the 
presacral nerves carry' sensory impulses too, but most authori- 
ties believe they do, and this is in part at least the basis of 
the operation of presacral neurectomy for spasmodic dys- 
menorrhoea. In a letter to this Journal (April 10, 1948, p. 706) 
Dr. J. Donaldson Craig pointed out, on embryological grounds, 
that the sympathetic nerves to the uterus are derived from 
segments Dll to L2, but some authorities have put the level 
at D5 to DS. It is also possible that some of the sympathetic 
nerves to and from the uterine muscle accompany the ovarian - 
vessels. 

(b) The parasympathetic nerves come from S2, S3, and S4 
segments, and they reach the uterus by way of the inferior 
hypogastric plexus. The traditional view is that when stimu- 
lated' they cause •contraction of the detrusor muscles of the 
upper segment. However, some believe there is no parasympa- 
thetic motor supply to the uterus. Sensory impulses, especially 
those arising in the cervix, also travel through these nerves. 

(c) The effect of spinal analgesia varies with the level of the 
nerve block. It probably has to reach LI or even Dll or DIO 
before the sensation of a. labour “pain" is abolished. With 
the level of analgesia sufficiently high to permit caesarean 
section the uterine muscle contracts strongly, sometimes almost 
in a tetanic fashion, and the uterine wall becomes blanched. 
Dilatation of the cervix is said to be hindered. This may repre- 
sent the unopposed action of motor sympathetic impulses. If 
so, it suggests that sensory nerves are connected with the spinal 
cord at a lower level than the motor ones. With very low 
spinal analgesia this strong uterine contraction may not occur. 

Caudal analgesia differs from spinal analgesia only in that 
the analgesic solution is applied to the nerve fibres extrathecally 
instead of intrathecally. The effects are similar, except that the 
contraction of the uterus is perhaps less violent and dilatation 
of the cervix is not significantly impeded. It is not clear why 
this should be so. Perhaps the height and completeness of the. 
block are less constant, and in any case some observers hold 
that spinal analgesia does not interfere with cervical dilata- 
tion. With either spinal or caudal analgesia the pelvic floor 
reflex is lost and the patient finds it difficult, if not impossible, 
to “ bear down ” in the second stage and to effect delivery. 

Varicocele 

Q . — Is there a satisfactory cure or treatment for a male 
patient of 30 suffering from varicocele, which is causing con- 
siderable discomfort ? Is operation recommended ? If so, 
what operation, and what arc the late results? 

A. — In the ordinary course of events operation for varicocele 
should be avoided for as long as possible, the condition often 
being symptomless and the patients introspective in type. If it 
is causing definite discomfort, presumably from a dragging pain, 
surgery is advisable. Varicocele can be cured by injection, but 
the technique is a difficult one and reactions are apt to be 
severe. 

The operation is performed through a small inguinal inci- 
sion, the cord being exposed as it emerges from the external 
abdominal ring. The varicose veins of the pampiniform plexus 
are dissected out. It is wise to leave one or two radicles, as the 
chances of producing a secondary hydrocele are thereby con- 
siderably lessened. Apart from these radicles a length of the 
pampiniform plexus is excised, and by drawing the cut ends 
together the testicle is raised to the required extent. The actual 
length of veins excised will vary from patient to patient and 
approximately between two and four inches. A scrotal support 
for the immediate post-operative month is advisable. Late 
results in well-selected cases are entirely satisfactory. 

Risk of Inherited Defects 

Q. — Of three offspring born to normal healthy parents, with 
r.o relevant family history, the second had a spina bifida and 
the third was c mongo!. Is there any recognized association 
between these conditions ? Is there any reason for expecting 
defects in the offspring of the remaining healthy child? 

A. — It is very unlikely that the occurrence of spina bifida 
and mongolism in this sibship is anything more than a coinci- 
dence. Both conditions have some hereditary basis, but other 
factors, presumably environmental, are relatively much more 


important, so that familial incidences are' very low. Hence the 
chance that the healthy child will have defective offspring is 
little if at all greater than would be the case with any random 
person with no such family history. If the mother is still of 
child-bearing age, the chance that another child will be de- 
formed is undoubtedly somewhat greater than in a random 
pregnancy ; even if she is elderly, however, "it should be no 
worse than, say, 1 in 10. 

Deafness and Tinnitus 

Q. — A patient has had gradually increasing conductive 
( middle-ear ) deafness, due to otosclerosis, for 17 years, and 
a hearing-aid has been sed for the last six years. Would a 
fenestration operation help her, as there are no obvious changes 
in the internal ear? What is the prognosis after the operation? 
She also suffers from severe noises in the head: would the 
operation relieve this condition ? 

A. — If bone conduction for the frequencies 512, 1,024, and 
2,048 double vibrations is good, fenestration should help. But 
the patient should be told that not even the (theoretically) 
most, suitable case can be guaranteed any improvement. In 
many cases the restored hearing is lost from closure of the 
new fenestra or from serous labyrinthitis. Tinnitus is relieved 
in only a minority of these cases, and bromides or barbiturates 
may be required. 

NOTES AND COMMENTS 

Ammoniacal Dermatitis in Infants. — Dr. N. R. Carlson (Pevensey 
Bay, Sussex) writes: In “Any Questions ? ” (Jan. 22, p. 464) there 
is an excellent account of ammoniacal dermatitis in infants. 1 
would like to remark on the success 1 have had in using acid 
sodium phosphate (5 gr.) instead of alkalis such as citrate. The 
ammoniacal smell rapidly disappears, but soon returns if the acid 
phos. is withdrawn without first correcting the diet. It is a little 
difficult to explain why the acid phos. works so well. It may 
be that there is excessive loss of acid in the faeces (as these are 
always frequent and acid in reaction in this condition), thereby 
leading to a tendency to alkalaemia and an alkaline urine which 
cannot neutralize the ammonia being formed by the urea-splitting 
organisms or ferment. The acid phos. would give a slightly acid urine 
which could neutralize or buffer the ammonia. As regards the 
local treatment, I have found that a “ sheet ” of tulle gras laid over 
the excoriated area andd usted with boric powder protects the raw 
area and allows it to heal rapidly. 

Fat Intolerance. — Dr. M. D. Wright (London, W.6) writes. 
Answering a question on fat intolerance in “ Any Questions 7 
(Jan. 22, p. 164) you recommend for vitamin A two tablets daily 
of carotene, each containing 4,500 units — a total of 9,000 units of 
carotene, of which rather over half is equivalent in units to vitamin A- 
In 1945 the vitamin A Subcommittee of the Medical Research 
Council published in Nature (156, 1 1) records of experiments on man 
in which it was shown that defective night vision and low plasma- 
vitamin-A values — arising through experimental deprivation of caro- 
tene and of all sources of preformed vitamin A — improved in one 
case promptly on a daily dose of 2,600 i.u. of carotene.- In another 
, case the improvement required about five months of the same dos 
Too little precise experimental work is recorded on man, but t! 
authors consider that even in the presence of deficiency sympton 
2,600 i.u. carotene is sufficient to cure and 5,000 i.u. enough 
proride a reasonable margin of safety. The world shortage 
vitamin A sources is still such as to make over-usage undesirab’ 
and the work quoted above gives useful guidance based on critic 
observations. 


Correction. — Mr. E. R. Bransby, Ph.D., writes: In our paper < 
the diet, haemoglobin values, and blood pressures of Olympic athlei 
(Feb. 19, p. 300) an error inadvertently crept in. It is stated (p. 3C 
that the average calorie intake of 3,350 daily is about the average ne 
of a man engaged on fight work. This should, of course, 
moderately heavy work. 
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CONSTITUTION OF THE ASSOCIATION 

Although it cannot he pretended that it is an easy document, 
it is hoped that the Council's Report on the Association’s con- 
stitutional problems will be widely read. It does not deal with 
the problem whether the trade union conception generally 
is one which the profession generally would accept. It is 
a technical document which, beginning with two recognizable 
defects in the Association's present constitution, seeks to answer 
the question whether trade union status in one form or other 
would solve our problems. It emerges that if our legal advisers 
are right the medical profession could never create a trade 
union which would enjoy the protection that the law affords 
to trade unions generally. That protection, it seems, is limited 
to associations of masters or workmen, and legally we are 
advised that doctors are neither. 

The Report goes on to consider other ways of remedying the 
defects. Ultimately it comes down on the side of a parallel 
body which may be regarded as the Independence Fund Trustees 
in permanent form. The question may well be asked, as it was 
at the Council, whether such a body should have members. As 
one member of the Council put it, one cannot belong to a 
document. What influenced the Council in deciding against a 
body with membership w*as the need to maintain the position 
of the Representative Body as the policy-making body and the 
Council as its executive, utilizing the new body to do those 
two things which, by its constitution, the Association is unable 
to do. If such a bodv were to have membership it might well 
be considerably less "than that of the Association. It would 
follow that the members would appoint and instruct the trustees 
with the dancer that the policy of the trustees might differ from 
that of the Representative Body. In short, it is intended that 
the Association should remain the representative body of the 
profession, the Board of Trustees, which would consist of 
members of the Council, acting in those fields in which the 
Association cannot, because of its constitution, safely operate. 

Clearly something more than a Central Board of Trustees 
will be needed if the new body is to be effective for the pur- 
poses for which it is proposed it should be created. After all. 
those purposes include the collection of money and the estab- 
lishment of a machinery which can swiftly come into operation 
in the event of dispute. It will be for the Board of Trustees, 
should the Representative Body approve the Council’s pro- 
posals, to set to work to establish a machinery including 
local machinery. It is probable that, just as the Independence 
Trustees advised the establishment of local Independence Com- 
mittees, the Board of Trustees will advise the formation of 
local units of the Guild, conterminous with the Divisions of the 
Association. In its report the Council has concentrated on 
general principles, leaving the Board, if and when established, 
to get down to the brass tacks of detailed central and local 
organization. 

Betterment 

The recommendations of Lord Chorlev’s Committee on the 
Remuneration of Higher Civil Servants are of great interest, 
particularly when the recommended rates of remuneration are 
compared with those obtaining in 1939. Some of the more 
important details are set out in simplified form in the 
accompanying table. 

In rre-var days, when the scale for the post of Permanent 
Secretarv of the Ministry of Health was £3,000, the salary for 


the post of Chief Medical Officer of the Ministry of Health, 
according to Whitaker, was £2.200. To-day, when the salary 
for the Permanent Secretary post stands at £3,500, that of the 
post of Chief Medical Officer — a salary personal to the present 
holder — is £3,000. The Chorley Committee does not put for- 
ward recommendations for medical officers as such, but states 


Administratis e Class Salaries 


Grade 

1939 

i I 

Jan. I 
1946 

' Chorley 
Committee 
Recommenda- 
tion 


£ 

r 

£ 

Permanent Secretary to the Treasury 

3,500 

1 3,750 

;,(xw 

Other Permanent Secretaries 

3,000 

3,500 

4,500 

Deputy Secretary 

22100 

2,500 

3,250 

Under Secretary (a grade which 
existed in some depts. onI>) 

1 1,900 

2,000 

2,5 tX) 

•Principal Assistant Secretary 

1,700 

— 

— 

Assistant Secretary . . 

1,150-1.509 1 1,320-1,700 

2,000 


•The grade of hrincip.il Assistant Secretary teas abolished (although a few 
members of the obsolescent grade still remain) and the new grade of Under 
Secretars introduced into all Departments. 


under the heading of "Other Classes" that they should main- 
tain their present relativities with the Administrative Class. 
This should bring the remuneration of the Chief .Medical 
Officer to approximately £4.000 a year. Similarly, the remuner- 
ation of other medical officers of the Ministry in comparable 
senior grades will, it is assumed, be raised in relation to 
increases in the remuneration of the Administrative Class. 

In addition to these salaries, there are at present non-contri- 
butory pension arrangements. The Government bas accepted 
the recommendations of the Chorley Report in principle, but 
has decided on a gradual application. 

Visitors from Overseas 

News has reached me. indirectly and not officially, that the 
Ministry has changed its view on the subject of the treatment 
of visitors from overseas. It has now made a rule, 1 under- 
stand, that the benefits of the National Health Service do not 
extend to overseas visitors, whether foreign nationals or citizens 
of the Commonwealth or Colonies, if those visitors come to 
this country for the specific purpose of using the Service. If. 
on the other hand, they should fall ill whilst here on a visit, 
they are entitled to use the National Health Service. Others 
will, no doubt, offer views about the steps to be taken by the 
practitioner to find out what prompted a visitor to come to 
this country. Advice will, -no doubt, be offered on what 
measures the doctor should take if a visitor alleges that he came 
to this country to see his Aunt Mabel, though in fact he called 
on the doctor before calling on Auntie, if indeed Auntie exists ! 

But an issue of first importance is the legal one. Either 
the Act does or it does not entitle foreign visitors to use 
the National Health Service. If it does so entitle them, then 
a Government Department has no business to make rules which 
deny the Service to persons to whom the Act gives an entitle- 
ment. If. on the other hard, it does r.o! entitle foreign visitors 
to use the Service, then the law is being broken by affording 
its facilities to any visitor from overseas. The Act does not 
differentiate between visitors to this country on any basis of 
the motives which inspired then to come. Concealed behind 
this latest decision is the important issue of the power of a 
Department to make or break the law. 
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SUPPLEMENTARY OPHTHALMIC SERVICE 

FEE REDUCED 

Shortly after the introduction of the National Health Service the 
Ministry of Health became perturbed at the rate of remunera- 
tion of practitioners participating in the Supplementary 
Ophthalmic Service. It therefore collected details from a 
number of executive councils of the cases in which the highest 
sums had been paid. The area covered in this survey was about 
half the country, and the practitioners in respect of whom 
information was obtained represented roughly 5°' 0 of the practi- 
tioners operating the Supplementary Ophthalmic Service in those 
areas. There was no definite information about the average 
time taken by practitioners concerned for each sight test, since 
it was not known what portion of their time was devoted to the 
work. Nevertheless, bearing in mind that the practitioners had 
other commitments such as general practice or a hospital 
appointment, the figures supported an assumption that in those 
specific cases the time given to each patient was appreciably 
less than half an hour — the estimate on which the fee of 
£1 Us. 6d. had been assessed. 

The survey could not, however, be regarded as a comprehen- 
sive or impartial inquiry, nor could it fairly be taken as an 
indication of the time devoted to each patient examined by the 
average ophthalmic practitioner. Indeed, the Ministry itself 
recognized that a further and more comprehensive inquiry’ was 
desirable, and at a meeting with the Ophthalmic Negotiating 
Committee in December, 1948, it suggested that such an inquiry 
should be carried out. Nevertheless it took the view that the 
information it had already obtained was prima facie evidence 
that the original estimate of half an hour was no longer correct, 
and proposed that there should be an immediate provisional 
reduction in the fee. 

The Ophthalmic Negotiating Committee persuaded the 
Ministry that the inquiry should come first, and assured the 
Ministry that if such an inquiry was made it would be prepared 
to reconsider the question of the fee in the light of its findings. 
It was agreed that Professor Bradford Hill should be asked to 
advise on the conduct of the inquiry, but Professor Bradford 
Hill considered that an inquiry whose object would be known 
in advance to those participating could have no precise statistical 
value. 

The Ophthalmic Negotiating Committee again discussed the 
position with the Ministry on Feb. 7, when the Department 
expressed the view that in the absence of an immediate inquiry 
it felt justified, as a result of the preliminary inquiries it had 
made, in imposing a provisional reduction in the fee. It agreed 
that a full and impartial inquiry was still desirable, and that an 
endeavour to carry' it out should be made as soon as practicable. 
It also gave an assurance that if the inquiry revealed that the 
reduction was not fully justified this factor would be borne 
in mind in adjusting the fee. 

The Ministry suggested that the fee should be adjusted on the 
basis of three cases per hour, and asked whether the Committee 
was prepared to agree or to make a revised estimate on the 
experience of the first six months’ working of the Service. The 
Committee urged that an estimate of 20 minutes a case was too 
low in view of the type of case normally referred to ophthalmic 
practitioners and to the clerical work involved. This view has 
’ecn accepted by the Ministry' in reaching a decision. At the 
^anie time the Committee expressed the view that an estimate at 
this stage could have no significant value in comparison with 
a factual inquiry’ which would reveal the actual position. It 
could still see no justification for a reduction in the fee before 
a full and impartial inquiry had been made to verify whether 
or not the original estimate was correct. The Committee there- 
fore again urged that the inquiry should precede any modifica- 
tion in the fee, and stated that if the Ministry did not adopt 
this course, but imposed a reduction of fee, it must be on the 
Department's responsibility. 

The following letter has now been received from the 

Ministry: 

I am directed by the Minister of Health to say that he has had 
under consideration the remuneration' paid under the National Health 


Service in the light of experience gained in the operation of the 
Service. The fee paid for sight tests carried out by ophthalmic 
medical practitioners is based on the assumption that the average 
time taken to complete a sight test is half an hour. Prclimmry 
inquiries show that in a number of cases a shorter time is being 
taken. After discussion with representatives of the profession the 
Minister has accordingly come to the conclusion that a provisional 
reduction ought to be made. He accordingly proposes to provide 
that as from April 1 next the fee should be reduced from the present 
£1 Ms. 6d. to £1 5s. on the basis of an average timing of 24iminmcs 
The Minister would propose to discuss further with the profession 
what steps can be taken to investigate the average time taken for a 
sight test, and if the proposed investigation should reveal that the 
reduction is not fully justified an appropriate adjustment would be 
made in the fee subsequently fixed. A similar letter has been sen! 
to the Faculty of Ophthalmologists. 

TRAVELLING EXPENSES FOR INTERVIEWS 

The Ministry of Health has informed executive councils that 
they should refund travelling expenses when they intern'd'' 
short-listed applicants for an advertised vacancy. The full 
cost of a third-class return railway fare or bus fare from the 
applicant’s ordinary place of residence is allowed when the 
sum exceeds 5s. Subsistence allowances are not payable. 

ATTENDANCE AT COMMITTEE MEETINGS 

The Ministry of Health states that in some instances profes- 
sional officers — e.g., medical superintendents and matrons— are 
being excluded from meetings of management or house com- 
mittees at which matters in which they are concerned are under 
discussion. The Minister considers it essential that they should 
be present to advise committees on such matters unless special 
circumstances make it desirable that they should be temporarily 
absent. 

For example, where a hospital in a group has a medical 
superintendent in charge, he should be given the opportunity 
to be present, at committee meetings (including those of the 
management committee of the whole group) when the officers 
of that hospital are considered. Similarly, the matron of any 
hospital in a group should be present when nursing questions 
affecting her hospital are discussed. 

EDUCATION AND MENTAL HOSPITALS 

Hospital management committees of mental hospitals may 
arrange educational classes for voluntary’ patients now that 
the Education Act, 1944, has been amended by the First 
Schedule to the Education (Miscellaneous Provisions) Act, 
1948. Committees may ask the Director of Education of the 
area in which the hospital is situated for assistance so far as 
local resources allow. Classes would normally be held at the 
hospital, but it might be of therapeutic value to allow voluntary 
patients to attend classes in local schools or other outside 
centres. 

Non-voluntary patients are not covered by the Education 
Acts, but if classes would be of therapeutic value management 
committees may ask the local director of education for assis- 
tance in finding teachers. In this case the committees would 
have to meet the i costs, because the Education Acts do not 
provide for a grant. 


HOSPITAL PROVISIONAL CONTRACTS : CORRECTION 

Under this heading we incorrectly stated in the Supplement 
of Feb. 19 (p. 82) that “ consultants and specialists are negotiat- 
ing their terms and conditions of service with the Ministry.” 
In fact, proposals are under discussion between the Ministry 
and the Joint Committee of Consultants and Specialists. As 
stated in the Supplement of Jan. 29 (p. 49), the committee is 
not negotiating ; at this stage it is advising the Ministry on 
the terms and conditions of service which might in the 
committee s view prove acceptable or more acceptable to 
consultants and specialists. 
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Bepastab forte is a highly concentrated e«ract 
of liver which has been prepared in our Nottingham 
laboratories as the result of research conducted by our 
own chemists m co-operation with clinicians m this 
country and abroad ft contains all the known anti- 
ansemic factors of User, is highly refined, painless on 


injection, and highly concentrated. Each 1 etc. of 
Hepastab Forte is obtained from 100 G. of liver and 
is therapeutically equivalent to 4,000-5,000 G. of fresh 
liver by mouth. 

Ampoules of 1 c.c. : single ampoules, bores of 3, 6 and 
12 ampoules. Rubber-capped rials of 10 c.c. 



Literature and further information gladly Sent on reej rest to Medical Department. 

BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGLAND. 
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World-wide rationing has reduced our fats and in conse- 
Qucflce our fat-soluble vitamins. Angler's Halibut Liver 
Oil Capsules solve the problem of how the physiazn can 
prescribe the essential fat-soluble vitamins A D, because 
Halibut Liver Oif is so rich m these natural vitamins that 
Angler’s are able to put enough into two or three small, 
tasteless and easil} swallowed capsules to provide the 
bod\’s entire requirements for the whole day. ihus 
Asmet's Halibut Liter Oil Capsules enable the physician 
to prescribe a preparation which can justly be expected to 
help in countering some of the more serious results ot our 
dietary Iacfc of fat. TN 
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Whether you are treating crulblams, urticaria, or other 
relatively common allergies, toe use cl Colic rial Ca.- 
aim with ’Os to 1 in’ is equally v.isely ccns.de red. To 
these condihcns add neurasthenia cebiLty, cap diary 
haemorrhage and delayed tunorv ci fractures . . . and 
you have some measure of the really v.,de sphere cf 
usefulness of this preparation Indeed, Colic. dal Cal- 
cium with ' Csteun ’ can ne relied upon whenever the 
need is for prompt sur.ulat.on cf the zetcrfchcrzo 
thehal system 
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ULTIVITE 


1 radc Mark 

Multivite is' the B.D.H. preparation of vitamins A, B,, C and D, 
in chocolate-coated pellets which combine payability with ease 
of administration. 

Two pellets of Multivite provide the daily requirement of 
these four vitamins which are essential to health and, particu- 
larly in children, for normal growth. It is a valuable addition ' 
to the daily diet and invaluable when the diet is poor. A 
general feeling of well-being is noticeable after a course of 
Multivite, appetite is regained, listlessness disappears and 
susceptibility to infection is reduced. 

Multivite is freely available in containers of 75 pellets. 

MEDICAL DEPARTMENT 

THE BRITISH DRUG HOUSES LTD. LONDON N.l 

TELEPHONE : CLERKENWELL 3000 TELEGRAMS : TCTRADOME TELEX LONDON 
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I Doctors and Surgeons 
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o ' Official Contractors to 

— . " . theMinistryofPensions 

for the supply of Surgical Supports under the 
National Health Service. 

STRODEX CORSET COMPANY LIMITED, 

Fletcher Street, Long Eaton, Nottingham. 


expectorant 

A palatable laspbcrry-flavourcd elixir combining ‘ Benadryl’ 
((3-dimcthylaminocthyl benzhydrvl ctlier hydrochloride) in a ’ 
carefully balanced formula possessing expectorant, broncho- 
dilatory and demulcent properties. 

* Benylin ’ Expectorant is especially useful in the treatment 
of coughs, and other symptoms of congestion, associated 
with “ colds." Although compatible with most sedatives 
and narcotics, ‘ Benylin ’ contains neither, and is therefore 
suitable for children. 


Each fluid 
ounce 
contains : 


‘ Benadryl ’ 
Ammonium chloride 
Sodium citrate 
Chloroform 
Menthol 


•SO mgm. 
12 grs. 

5 grs. 

2 grs. 
I/10gr. 


x Adult dose : 1-2 tcaipoonfids. 
Supplied in 4 and 16 fluid ounce bottles. 

PARKE, DAVIS & COMPANY 

HOUNSLOW MIDDLESEX 


Inc* U.S.A; Liability Ltd. 


MIDDLESEX 

Tt I c phone Hoirtdo* 236! 
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CALL-UP OF DOCTORS TO H.M. FORCES 

he Central Medical War Committee has been advised by the 
linistry of Health that under the National Service Acts. 1948, 
hich came into force on Jan. 1. 1949, the upper age-limit for 
te call-up of medical practitioners (specialists and general- 
utv medical officers) is 30 years. The only exception is the 
ractitioner who makes a successful application to the Ministry 
f Labour, through the Central Medical War Committee, for 
ostponement of call-up on grounds of exceptional personal 
ardship. In such cases the practitioner still retains his liability 
>r recruitment beyond his 30th birthday for the length of the 
eriod during which the postponement certificate is in force. 

In 1948 medical practitioners over 26 years of age were 
tempted from call-up as general-duty medical officers unless 
tev had been granted deferment by the Central Medical War 
ommittee to enable them to acquire further qualifications or 
lecial experience, in which case they were subject to recruit- 
tent until they reached their 30th birthday. The upper age- 
mit for the call-up of specialists during 1948 was fixed at 
5 years. These arrangements are now superseded by the 
rrangements set out above 


Medical practitioners called up as from Jan. 1, 1949, will be 
required to serve for 18 months. 


OPHTHALMIC GROUP 

Members who are engaged wholly or predominantly in the 
practice of ophthalmology are invited to apply for member- 
ship of the Ophthalmic Group if they have not already done 
so. It is one of the Special Groups established by the Associa- 
tion, and seeks to provide a means whereby those members 
engaged in ophthalmology may bring their views before the 
Council for its consideration and support. 

There are at the present time, a number of problems of 
particular interest to ophthalmologists, and members of the 
Association who practise in this specialty may therefore wish 
to take a live interest in the activities of the Group and enjoy 
the opportunities which the Group provides of participating in 
the formulation of the Association’s policy in matters relating 
to ophthalmology. 

Forms of application for membership of the Group may be' 
obtained from the Secretary. 


British Medical Association 

PROCEEDINGS OF COUNCIL 

Wednesday, Feb , 16, 1949 


THE CONSTITUTIONAL POSITION OF THE ASSOCIATION 


Special Meeting of the Council of the Association was held 
1 Wednesday, Feb. 16, for the purpose of considering the 
icument entitled “ Report of the Committee on the Constitu- 
.. I Position of the Association” which is printed ii> this 
ipplement. Dr. H. Guy Dain, and in the concluding stages 
' the meeting Dr. E. A. Gregg, occupied the chair. 

The Council first dealt with a report from the Group 
ommittee concerned with full-time non-professorial medical 
achers and laboratory and research W'orkers. The Group 
ommittee had suggested that the time w - as opportune for 
tting up a negotiating machinery to safeguard the interests 
' all full-time salaried practitioners who were not remuner- 
ed wholly through the National Health Service. They desired 
secure terms of remuneration not less favourable than those 
commended for clinical specialists by the Spens Committee, 
hich had not regarded it as within its terms of reference^ to 
ake recommendations regarding the holders of such appoinl- 
ents, although it had expressed the view that to make 
ich appointments sufficiently attractive an increased total 
muneration should be offered. 

The Council agreed to the request, and it was left to its 
tairman to consult with Mr. R. L. Newell, chairman of the 
entral Consultants and Specialists Committee, with regard to 
e .setting up of a special committee, including members of 
ie Council, to consider the subject and to make representations 
the appropriate quarters. 

Protection of the Interests of the Profession 
The Chairman of Council, in introducing the report of the 
ommittee on the Cons’itutional Position, reminded the Council 
lat at the last Representative Meeting there was a demand in 
ime quarters that the Association should be converted into a 
ade union. In the present Association charter there were two 
auses, required bv the Board of Trade, which limited the 
:tion that the Association could take in certain eventualities 
i support of its members. To convert the Association into a 
adc union would mean winding up the existing body and 
istributing its assets among its members, so that if a trade 
nion were started it would start "naked" — an impossible 


position. Moreover, doctors being neither "masters” nor 
"workmen,” and not “employed in trade or industry," no 
benefit from trade union status would be derived under the 
Trade Disputes Act, 1906, Sect. 3 and 4, which afforded 
immunity from legal proceedings in respect of certain acts 
which ordinarily would be actionable wrongs, provided that 
these acts were committed in furtherance of a trade dispute or 
committed by 0 / on behalf of a trade union. 

Dr. Dain went on to describe the proposals for the formation 
of a parallel body as set out in the report. He submitted the 
report to the members of Council, acknowledging the work of 
Dr. A. Macrae, deputy secretary, assisted by the chief clerk. 
Mr. Twelftree. in drawing it up, and he moved as a recom- 
mendation to the Representative Body at the forthcoming special 
meeting: 

That for the better protection of the interests of the medical 
profession in dispu'es with puolic authorities and other bodies, a new 
body be established in the form of an independent board of trustees 
with power to organize and finance collective action by the profession, 
and to provide financial compensation to practitioners suffering 
financial hardship through participation in such collective anion ; 

That the new body be entitled the British Medical Guild; 

That the new body be constituted in accordance with the trust 
deed as drafied by the Association's solicitors. 

Questions 

In reply to questions. Dr. Dain said that general practitioners 
who h3d contributed to the National Insurance Defence Fund 
during the last thirty years would probably desire to continue 
to do so. and the existing Trust would control that Fund. Dr. 
J. B. W. Rowe asked whether the use of the title "British 
Medical Guild" would make it necessary to apply for another 
charter and whether this might not be refused. Mr. Taylor 
(Solicitor. Messrs. Hempsons) said that a guild was not neces- 
sarily a chartered body ; there would be no need to apply for 
a charter for any express form of constitution merely because 
it expressed itself as a guild.’ 

Dr. R. G. Gordon asked what sum of money was envisaged, 
supposing the Guild was formed and was to be effective. It 


94 Feb. 26, 1949 


PROCEEDINGS OF COUNCIL 


SUPPLEMENT To tor 
British Medical Jouenh, 


would be necessary to impress a hostile Minister with the funds 
available if he was to take the Guild seriously. Dr. Dain replied 
that a large sum would obviously be necessary. The Guild 
would be~ in a position to invite contributions from the 
profession in the same way as was the Independence 
Fund. 

Dr. H. H. D. Sutherland asked how this parallel body would 
work in line with the present B.M.A. membership. He added 
that he was all in favour of the Trust, he disliked the idea of 
partaking in trade union activities, but he was uncertain how 
the 60.000 membership of the B.M.A. would be brought into 
line. The Chairman of Council replied that that was one of 
the problems which the committee had had to face in con- 
sidering the possibility of setting up a trade union organiza- 
tion. A union could confer benefits only on its own members, 
but a large number of doctors would not wish to join a trade 
union nor to have part of their subscriptions go to a trade 
union, and a body with limited membership would not be able 
to protect the whole profession. ' The idea was that the Guild 
should be run by a board of trustees which would be constituted 
for the purpose, having their own officers and organization, but 
there would not be any “ membership ” of the new body, and 
the funds raised and the action taken would be to protect 
members of the profession, whether members of the Associa- 
tion or not. There would be no act of “joining.” In reply to 
a further question by Dr. Sutherland, Dr. Dain said that the 
effectiveness of the new body would depend upon its representa- 
tion of the public opinion of the profession. Only by the con- 
sent of the great majority of the profession would it be able to 
pursue the action it wished to take. It could not act in any 
matter on which the profession was sharply divided. 

Dr. J. A. Ireland said that if this was a short-term policy it 
would be ineffective because of lack of money. He thought 
that a fund of anything less than £4 million would be useless. 
The idea was an excellent one, but he failed to see its immedi- 
ate practical value. Dr. J. C. Arthur said that the response to 
an appeal for subscriptions would be disappointing if practi- 
tioners were still paying subscriptions to the National Insur- 
ance Defence Fund. The Chairman said that members would 
not be expected to contribute to both. 

Mr. A. Staveley. Gough said that such a Guild was necessary, 
and he approved its purposes and the suggested machinery. It 
might be true that doctors were neither masters nor workmen, 
but 99% of them had a “ master ” in the Minister, and it was 
necessary to organize on parallel lines to trade unions. 

After further questions by Dr. J. A. Gorsky and others, the 
'Secretary (Dr, Charles Hill) said that in the committee it was 
felt to be desirable that there should be no sharp contrast 
poi;teen the membership of the Association and anv member- 
ship of .t parallel body which might be set up. The 60,000 
membei > of ihe Association included overseas members, and 
ii ord> 75 . of the members in this country joined the Guild 
it would give a membership of something over 30,000, which, 
with a p.i.mbership of 60,000, might give a wrong impression. 
Die Brtti'h Medical Association would be the body to which 
loyalty was due, and the new body would be in effect the instru- 
ment of the Association to do the two things which the Associa- 
tion was unablti. to do. These were the considerations which 
led the committed to decide to have a body to perform functions 
which the Association itself could not perform. 

Dr. S. Wand supported the proposal as a means of over- 
coming the limitations imposed by the two articles of associa- 
tion. Did it matter about ” membership ” so long as the money 
was available and the necessary action could be taken? Dr. 
J. B. Miller said that trade unionists paid from one-fiftieth to 
one-eightieth of their wages to their union ; on this basis, with 
an average income of £1.500 or £2,000, doctors would be 
required to subscribe only £20 to £30 per annum. 

Dr. N. H. \Yaterffcld suggested that a letter should go out 
with the document explaining points which were not clear. 
The Secretars mentioned the difficulty of simplifying a docu- 
ment with so many legal implications. 

The Council, nhen considered the report in detail, and some 
slight verbal amendments were rrtade. In reply to Dr. Liston, 
who said that there had been no definition of “ master " and 
“workman" in regard to the medical profession, and asked 
what would be the' effect of a court decision on this point, the 


Chairman of Council said that the body it was proposed to 
set up could easily be converted into a, trade union should 
occasion arise. 

The Question of Membership 

Dr. Sutherland moved an amendment. to Para. 26 of. ft: 
report, to insert the words “ open to all medical practitioners 
domiciled in the United Kingdom,” thus giving the new body 
a membership, and this was seconded by Dr. Gorsky. 

Dr. J. G. Thwaites said that at first sight it appeared to be 
an advantage to have a membership, but really it would be 3 
weakness, unless membership included all the medical practi- 
tioners in the country. The important tiling was to have an 
organization which could translate into action the feeling oi 
the profession. Dr. J. C. Arthur said that a number of member! 
of the Association wanted a trade union, and if simpiy offeree 
this Guild they would say that the Council was doing what ii 
did before — giving them little more than a body of trustees 
It was not necessary that every doctor should be in the organiza- 
tion, but there should be a sufficient number of doctors willing 
to act in accordance with the terms of the Guild. He thought 
there should be a list of terms and conditions to which man 
bers of the Guild would be required to subscribe, and then whet 
it was known how many members would join a decision couk 
be made whether the Guild should be formed. 

Lord Horder said that it was a little difficult to get the con 
cept of a body which had no members. General opinion withir 
the profession would ultimately decide issues, but how was thv 
to be canalized ?• Would the Guild express itself through tb 
Representative Body ? 

The Secretary said that the Representative Body would con 
finite to express the views of the Association, and the Counci 
would remain its instrument. It was contemplated that lb 
Council would automatically be the governing body of the uev 
Guild, in the same way as the old Insurance Acts Commits 
were the trustees of the National Insurance Defence Fund. 1 
a separate membership were established it could not be ensure! 
that the governing body would consist of the same persons 0 
have the same policy. 

Dr. S. Wand could not sec the advantages of having t 
membership. If there was a membership the choice mitli 
be between membership of the Guild and of the Association 
leading to a split profession. Mr. Dickson Wright though 
that to insist upon a membership would be to weaken tb 
position. What they wanted was a parallel body to do tlv 
work when the time came. Dr. Gray also said that this wt 
a fighting machine, part of the Association organization, bu 
with certain names and so forth attached to it because of leg 3 
difficulties. 

The amendment was lost. 

The Secretary, replying to further questions, said that tb 
policy of the Association would still be determined by thi 
Representative Body, and the Council would continue , $0 act a 1 
its executive, but would also come into action as trustees foi 
the Guild when such action was desirable inasmuch as th< 
Association by reason of its constitution was unable to tab 
the necessary action. 

Dr. O. C. Carter asked about the relationship between tin 
Journal and the new body. The Secretary said that the sanu 
considerations as applied to the Association applied to tb 
Journal, but the field of what the Journal might or might no 
do had not been explored, and it might be left to the Joutna 
Committee to consider the matter. Mr. Lawrence Abel sail 
that it was important that the Council could instruct the JouriK 
to publish anything given to it for publication by the Board 0 
Trustees. 

It was agreed that the Constitution Committee should con 
sider further this matter of publication and also of loea 
organization of the Guild. In reply to a further question tb 
Secretary said that once die Guild was formed the Trustee 
would issue an appeal for subscriptions and donations, just a 
in the Independence Fund appeal. Details would be left to th 
Trustees. The Association as such could not subscribe; # 
could collect if it charged the cost of collection. Subscript 
by the National Insurance Defence Trust would be possible. 

The recommendation was then agreed to for submission t' 
the Special Representative Meeting. 
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REPORT BF THE COUNCIL ON THE 
CONSTITUTIONAL POSITION OF THE 
ASSOCIATION 

I PRELIMINARY 

1 The ARM, 1 04s (Minute 65), referred to the Council, 
for consideration and report to the Representative Bodv as 

earlv as possible,” a number of motions relating to the establish- 
ment, in the form of a trade union or otherwise, of an organization 
for the better protection of the interests of the medical profession, 
particular!} m conneuon with terms and conditions of service 
under the National Health Sen ice Act The Council appointed 
a special committee “ to inquire into the general question ol the 
constitution of the Assouithon It has had before it, in addition 
to the motions mentioned above similar resolutions adopted more 
recentl} by the Birkenhead and \\ irral Dmsion and the Newudstle- 
upon-Tyne Dmsion 

2 Hie Council Ins examined the opinions obtained from 
learned Counsel on a num •- of occasions as to the powers of 
the Association and the limitations imposed bv its present con- 
stitution. and throughout .ts deliberations it has had the advantage 
of continuous corsul a ion with the Association s Solicitors 
Bnefl} stated, the quesLons which the Council discusses in the 
paragraphs which folio ' are these 

(1) What are the di jbibtn.' f r om which the Association suffers 
by renson o f its p i a i u ion 1 

(2) Could tile prasem cons i uuon of the Association be so 
changed as to remote there disabilities; and precuelv what 
advantages and disadvantages would result from such change 9 

(3) What other steps could be taken for the more cffecute 
protection of the interests of t he profession 9 

n. LIMITATIONS or THE ASSOCIATION S 
CONSTITUTION 

3 The Association is a limited liabilit} company registered by 
the Board of Trade as a “ company not for profit,” and holding a 
licence from the Board of Trade to dispense with the word 
“ limited ” in its title As an essential condition of the granting 
of this licence the Association was obliged to include in its 
Memorandum of Association the clause which appears as Clause 4 
and the proviso which is attached to Clause 3, and it is because 
of these two sections of the Memorandum, both compulsoril} 
imposed b} the Board of Trade, that the Association is restricted 
in its efforts to protect the interests of the profession in medico- 
pohtical conflicts 

4 Clause 3 of the Memorandum of Association is as follows 
“The objects for which the Association is established are 

(1) To promote the medical and allied sciences and to maintain 
ihe honour and interests of the medical profession 

(2) To hold or arrange for the holding of periodical meetings 
of the Members of the Association and of the medical profession 
generall} . 

(!) To circulate such information as may be thought desirable 
bs means of a periodical journal, which shall be the journal of 
the Association, and b} the occasional publication of trans- 
actions or other papers 

(4) To grant sums of mones out of the funds of the Associa- 
tion for the promotion of ihe medical and allied sciences in such 
manner as ma} front time to time be determined on 

(5) Subject to the provisions of Section 19 of the Companies 
(Consolidation) Act I90S to purchase take on lease evchance 
hire or otherwise acquire anv real and personal properl' and 
an} rights or privileges necessary or convenient for ihe purpo-cs 
of the Association 

(6> To sell improve manage develop lease mortgage dispose of 
turn to account or otherwise deal with all or anv pari of the 
proper!' of the Association 

(7) To borrow an} monevs required for the purposes of the 
Association uron such icrms and upon su.h secunlies as mav 
he determined 

(S3 To do all such lawful thtngs as ma} he incidental or 
conducive to the promotion or carrying out of the foregoing 
objects or an} of them 


Provided that the Association shall not support with i’s funds 
an} object or endeavour to impose on or procure to be observed 
b} tts Members or others anv regulation restriction or condition 
which if an object of the Association would make it a trade 
union ” 

5 Clause 4 of the Memorandum of Association reads 
“The income and propenv of the Association, from whale er 

source derived, shall be applied solelv towards the promotion of 
the objects of the Association as 'et forth in this Memorandum 
of Association, and no podion thereof shall be naid or transferred 
directlv or indirectlv bv wav of dividend or bonus o r o hsrwise. 
b> wav of profit to the persons who at an} time are or have been 
Members of ihe Association, or to an} person claiming ih-ough 
anv of them, provided that nothing herein s^all p-eve"i the 
pavment in good faith of remuneration to anv officers or m-v ants 
of the Association, or to anv Member of the Association or other 
person in return for an} services actuallv rendered to the 
Associauon ’ 

Limitation imposed b} Clause 4 

6 One effect of Clause 4 of the Memorandum is to prohibit 
ihe Association from making anv pavment from its funds to a 
member in order to compensate him for financial loss incurred 
as a result of following the Association's advice This position 
was confirmed b} the Opinion given bv Counsel (Air M L Gedge) 
m 1947 on the possibility of thus assisting a member who might 
suffer through adhering to the Association’s pohev on the “ closed 
shop ” issue The following is an extract from this Opinion 

“ In m> opinion, the B M.A cannot properly afford financial 
assistance to its members who suffer financtallv as the remit of 
following the advice of the B M A not to applv for posts under 
authorities which attempt to enforce the ‘ closed shop ' principle 
Such assistance could not in my opinion properly be said to be 
* the payment in good faith of remuneration to a member of the 
Association for services actually rendered to the Association ’ 
within the meaning of that expression as used in Clause 4 of the 
Memorandum of Association of the B M A . that expression 
applying, in my opinion, only to payment of remuneration for 
services actively rendered, and not to compensation for loss 
incurred for not adopting some particular course, and the pavment 
would, in my opinion, be m breach of such Clause 4 as being a 
payment ‘by wav of profit’ to a member” 

Limitation imposed by the Proviso to Clause 3 
7. To understand the restrictions imposed bv the proviso to 
Clause 3 of the Memorandum it is necessary first to consider the 
nature of a trade union For the purposes of the Trade Union 
Acts, 1S71 to 1913, a trade union means anv combination, whether 
temporary or permanent, the principal objects of which are under 
its constitution statutory objects, and these objects are defined as 
the regulation of the relations between workmen and masters or 
between workmen and workmen, or between masters and masters. 
Or the imposing of restrictive conditions on the conduct of any 
trade or business, and also the provision of benefits to members 
S In the opinion of Counsel (eg, Mr. C R Havers KC. 
and Mr M L Gedge, 1946) members of the medical profession 
are neither “masters” nor “workmen,” whether engaged n 
practice on their own account or employed bv a public authontv 
Counsel cons.der, however, that medical practice, although not a 
“ trade," would be held to be a “ business ” within the definition 
of statutory objects Therefore the effective statutory obiects 
which the Association could adopt are (1) the imposition o r 
restrictive conditions on the conduct of its members' business and 
(2) the provision ofbenefits to members These would have to be 
the principal objects under the constitution of a medical trade 
union The question arises, then, as to whether the pro.. so to 
Clause 3 of the Memorandum in prohibiting the imposing o“ 
” anv rcgulauon restriction or condition which if an object of the 
Association would make it a trade union,” debars the Association 
from taking such action as it might wish to take to induce its 
members, or members of the profession generally, to act in accord- 
ance with us views 

9 On more than one occasion expert legal advice has been 
sought on this matter Some years ago. Counsel’s Opinion was 
taken as to what the position of the Association would be in the 
bvpothetical event of Us wishing to advise the profession at large 
against acceptance of contracts of service of particular kinds 
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The view expressed by Counsel {Mr. C. R. Havers, K.C.) was 
that this would constitute an endeavour by the Association to 
impose on or procure to be observed by its members or others a 
restriction on the conduct of their business. Counsel went on to 
say. however, that in his opinion the imposing of restrictive con- 
ditions generally, or of this restriction in particular, was not the 
principal object or even one of the principal objects of the Associa- 
tion, but merely ancillary to one of the principal objects (the 
maintenance of the interests of the medical profession). He 
concluded, therefore, that the restriction in question, if an object 
of the Association, would not make it a trade union and, conse- 
quently, that the Association, if it decided to give the suggested 
advice to the profession at large, would not thereby be acting in 
any way illegally or contravening the Memorandum of Association. 

10. Because of the importance of this matter, the Association 
sought a second Opinion from Mr. Charles Harman, K.C. (now 
Mr. Justice Harman). Unlike Mr. Havers, Mr. Harman drew a 
distinction between an endeavour by the Association to “ procure 
to be observed by its members . . . any . . . restriction ” and 
an endeavour to “ impose on . . . its members . . . any . . . 
restuclion.” He considered that the advice in question would 
constitute an endeavour of the former kind but not of the latter 
kind, because in his view the imposing of a restriction entailed a 
process backed by sanctions. He then pointed out that it is the 
“ imposing of restrictive conditions on the conduct of any . . . 
business ” which is one of the statutory objects of a trade union, 
it followed that, in his opinion, the suggested advice to the pro- 
fession, if adopted as an object of the Association, would not be a 
statutory object. He added that, even if it were a statutory object, 
it would not be a principal object and would therefore not make 
the Association a trade union. On these grounds he concluded 
that the suggested advice would not involve any contravention of 
the proviso to Clause 3 of the Association’s Memorandum. 

11. On a more recent occasion, when the Opinion of Counsel 
(Sir Cyril Radcliffe, K.C., and Mr. J, H. Stamp) was taken on 
another matter, the following view was expressed as to the meaning 
of the proviso to Clause 3: “The proviso does not, we think, 
propose to weigh the activities of the Association against one 
another and forbid trade union activities only at the point at which 
they outweigh its other activities, but to exclude the trade union 
activities altogether. The reference to trade unions is for the 
purpose of identifying the character of the forbidden activities; 
and not of limiting the exercise of an activity which, within the 
limit, is authorized. The intention of the proviso is to close the 
door entirely, and not merely to leave it ajar. Any other con- 
struction appears to reduce the proviso to a nullity.” 

12. It will be seen that the eminent Counsel who have been 
consulted are not unanimous in their views on the effect of the 
proviso to Clause 3 of the Memorandum of Association. But 
even if the view were accepted that an endeavour to impose a 
restriction on its members and others would not make the Asso- 

a trade union unless the restriction were a principal object, 
risk would still remain that the Association could be challenged 
u the point by any person so disposed. Such a person might 
allege that, if only for a temporary period — during a major dispute 
with the Government, for example — the imposing of restrictions 
on the conduct of medical practice was a principal object of the 
Association, and might seek to obtain a declaration from the 
Court that the Association’s registration as a company was void, 
or an injunction to restrain the Association from using its funds 
in contravention of its Memorandum. While such actions were 
sub jiiJicc the Association would be rendered ineffective and would 
be unable to take any steps in pursuance of that policy or activity 
which was challenged for as long as the matter was under 
consideration by the Courts. 

Conclusion 

13. After consultation with the Association’s Solicitors, in the 
tight of the views expressed in the past by Counsel, the Council 
has come to the conclusion that the Association, in addition to 
being unable to make financial grants to members who have 
suffered through loyalty to us policy, cannot safely bring pressure 
to bear upon its members to induce them to adhere to its policy. 
Any pressure or threat would be dangerous; and it would seem 
to follow that the Association cannot organize (although it can 
aJ\ise) concerted opposition by the profession to acceptance of 
sen tee or continued acceptance of service — for example, under the 


National Health Service Act." It may advise with impunity; and 
its advice, if supported by public opinion in the profession, may 
have a potent influence on the conduct of the individual member. 
As was pointed out by Counsel many years ago in an Opinion on 
the Association’s ethical procedure (Mr. J. H. Stamp, 1929), "the 
only real and ultimate sanction for the Ethical Rules is the public 
opinion of the profession, involving the disapproval and ostracism 
by their fellow practitioners of those who disobey them.” 

14. It is important to observe that the disabilities discussed 
above are not the result of the Association not being a trade union. 
It is not essentia) for an association to be a trade union in order 
to secure the power to provide benefits to its members or the power, 
within normal limits of law, to exert pressure on its members; 
and, as is explained below, even a medical trade union (unlike a 
trade union of workmen) could not safely act otherwise than 
within normal limits of law. The restrictions imposed on the 
Association are due, not to the fact that it is not a trade union, 
but solely to the fact that certain practices commonly adopted by 
some other organizations (and typically by trade unions) ate 
specifically prohibited by its present Memorandum of Association. 


m. POSSIBLE ALTERATION OF THE ASSOCIATION'S 
CONSTITUTION 

15. The Council has considered whether there is any way 
in which the Association, while continuing to exist as a company, 
can so alter its constitution as to remove the restrictions imposed 
by its present Memorandum oF Association. The Solicitors, after 
consultation with Counsel, advise that the restrictive clauses 
cannot be deleted from the Memorandum so long as the Association 
retains its Board of Trade licence to dispense with the word 
“ limited ” in its title. A possible course, however, is to surrender 
this licence and then — under a provision contained in Section 5 of 
the Companies Act, 1948— to alter the Memorandum by special 
resolution so as to omit those parts which create the restrictions. 

16. The alteration of the Memorandum could be arranged in 
this way only if, among the Association’s members, the opposition 
to the change were very small. A minority of not less than 15% 
of the members could take the matter to the Court. In that case 
the matter would be one for the discretion of the Judge. The 
minority might argue that the proposed alteration of the Memoran- 
dum might thereafter, in the light of the resultant acts of the 
Association, imperil the validity of the Association’s registration 
under the Companies Acts, the course of conduct showing that 
the Association, although ostensibly a company, was in fact a 
trade union. The Solicitors, while doubting whether this argument 
would succeed, point out that there would certainly be a possibility 
of the proposed changes of the Memorandum being rejected by 
the Court; and the Association would then be left with its present 
restrictions but without its Board of Trade licence (which, however, 
might be re-granted). 

“ British Medical Association, Limited ” ? 

17. If the Board of Trade licence were surrendered, and the 
alteration of the Memorandum achieved without or despite 
opposition from a section of the Association's members, what 
would be the advantages and disadvantages of this change in the 
Association’s constitution ? The advantages would lie in the 
freedom thus gained to carry on activities of a “ trade union ” 
character. The Association would no longer be restricted to the 
giving of advice in connexion with acceptance or non-acceptance 
of appointments under public authorities and other employing 
bodies. If. for example, circumstances arose in which the Asso- 
ciation thought it desirable that the profession should withdraw 
its services under the N.H.S. Act, it could engage in a campaign 
of intensive propaganda and agitation throughout the countryi 
bringing pressure to bear on the individual doctor at local meeting! 
and through written communications, and generally stimulating 
and organizing concerted opposition to continued acceptance ol 
service under the Act. Similarly, in a minor dispute affccfmt 
only a fesv members of the profession, the Association could usi 
pressure to induce the doctors concerned to support its policy. I 
could inflict the penalty of expulsion on those of its members whe 
had refused to conform, and it could provide financial compensa- 
tion to those of its members who had suffered monetary loss 
through their loyalty. -■ 
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^ IS. In short, the Association couid pursue two of tru trade 
union statutory objects— the imposing of restrictions on the conduct 
of professional “ business ’’ and the provision of benefits to 
members — but without the protection against legal proceedings 
granted by the Trade Disputes Act, 1906 (which, as is explained 
below, would not be afforded even if the Association were a trade 
union). It must be remembered, however, that these objects 
could lawfully be pursued only provided that they were not among 
the Association’s principal objects. The risk would remain that 
a person who wished to harm the Association might allege that 
the Association was in fact a trade union; and if this allegation 
were substantiated the Association would be wound up under the 
Companies Acts. 

19. The disadvantages of the suggested change in the Asso- 
ciation's status are by no means negligible. Although it would 
no longer be necessary' to observe the formality of submitting 
proposed alterations of the Articles to the Board of Trade for 
approval, it would become necessary to make returns of the 
Association’s accounts in accordance with the provisions of 
company law. The Solicitors think it probable that the Association 
would cease to enjoy its present immunity from payment of income 
tax, and this might seriously affect its financial position. Finally, 
the Association would be obiiged to use the title “ British Medical 
Association, Limited." There >s involved here the prestige of the 
Association as the chief representative organization of a learned 
profession, and one concerned with important scientific and 
ethical matters apart from its medico-political functions. It 
would no longer be possible, for example, for the Association to 

' enjoy the patronage of the Kang. For these reasons it appears 
desirable to consider w nether another fonm of organization could 
not protect the interests of the profession no less effectively than 
could the -Association with the changed constitution here discussed. 

Conversion to a Trade Union? 

20. It has been suggested f r om time to time that the restrictions 
s imposed on the Association by its present constitution would be 
s removed if the Association acquired the status of a trade union. 

The fact is that the conversion of the Association into a trade 
" union is impossible. The Association is a company incorporated 

under the Companies Acts. IS62 and IS67, and it is laid down in 
; the Trade Union Act, 1871, that tnese Acts, among others, “ shall 

i not apply to any trade union, and the registration of any trade 

| union under any of the said Acts shall be void.” 

■ 21. Although the Association, while it remains a company 

: registered under the Companies Acts, cannot be registered as a 

‘ trade union, il is possible for the Association to be wound up 

1 and for its members, or such of them as might so wish, to form 

themselves into a new Association and seek to register the new 
! body under the Trade Union Acts. Apart from other objections 

■ to terminating the existence of the Association, there is a special 
difficulty in that, in the opinion of Counsel (Mr. C. R. Havers, 

. K.C., and Mr. M. L. Gedge, 1946) it would be impossible to 

transfer the assets of the Association to the new body, these assets 
in a winding up of the Association belonging to its members. 
The Council' therefore does not regard this course as a prac- 
ticable one, 

22. Another possibility is for the Association to continue to 
exist for its present purposes and for a new organization to 
undertake such functions as are connected with the imposing ot 
restrictions on the conduct of medical practice, and for this new 
organization to seek registration as a trade union. This possibility 
is discussed below; but in view of the commonly expressed desire 
that the Association itself should become a trade union, it may 

i be appropriate to state here that this change in the Association s 
status, if it were practicable, would by no means have ail the 
advantages imagined by its advocates. The matter is explained 
clearlv in an Opinion obtained from Counsel — Mr. F. Gore 
‘ Browne, K.C., and Mr. H. H. Slesser (later Lord Justice Slesse.-)— 
in 1919, after substantial damages had been awarded against the 
r Association in an action resulting from ethical proceedings against 
certain practitioners employed by the Coventry Dispensary on 
terms and conditions held by the Association to be contrary' to the 
best interests of the profession. This Opinion is summarized in 
the two following paragraphs. 

23. Those who advocate the registration of the Association as 
a trade union no doubt look mainly to the protection offered by 

, the Trade Disputes Act, 1906, and particularly to Sections 3 and 4 


of this Act. Section 3 provides that an act done by a person in 
furtherance of a “ trade dispute ” shall not be actionable on the 
ground only that it interferes with another person’s business, etc.: 
and Section 4 provides that an action against a trade union, 
whether of workmen or masters, in respect of any tortious act 
alleged to have been committed by or on behalf of the trade union, 
shall not be entertained by any court. • In short, these Sections 
afford immunity from legal proceedings in respect of certain acts 
which ordinarily would be actionable wrongs, provided that these 
acts are committed in furtherance of a trade dispute or committed 
by or on behalf of a trade union. 

24. It is to be noted, however, that the expression “ trade 
dispute ” is defined in the Act as meaning a dispute (connected 
with employment) “ between employers and workmen or between 
workmen and workmen”; and that the expression “workmen” 
is defined as meaning “ al! persons employed in trade or industry." 
Now, in the opinion of Counsel, a medical practitioner is not 
“ employed in trade or industry ” and is not a “ workman ” within 
the meaning of the Act; and it follows that, unlike a trade union 
of workmen, a trade union composed of medical practitioners 
couid derive no benefit from Section 3 of the Act. It is to be 
observed also that Section 4 deals only with “ an action against a 
trade union, whether of workmen or masters.” The opinion of 
Counsel is that medical practitioners are neither workmen nor 
masters within the meaning of the Act, and that Section 4 would 
not be extended so as to give protection to a medical trade union. 
“ It must be remembered,” Counsel state, “ that the Section, in 
removing from the jurisdicuon of the Courts in regard to wrongful 
acts a section of the community, will be read strictly.” It appears, 
then, that the widely held opinion that the conversion of the 
Association into a trade union, were this practicable, would place 
it in a peculiarly strong position is without solid foundation so far 
as it rests on the supposed protection of the Trade Disputes Act, 
!906, which offers real advantages to a trade union of “ workmen " 
but not to a trade union of medical practitioners. 

Conversion fo a Friendly Society ? 

25. The Council is advised by the Solicitors that conversion 
of the Association into a friendly society, like conversion into a 
trade union, is impracticable. This again would involve the winding 
up of the Association and the distribution of its assets among its 
members. 

IV. POSSIBLE FORMATION OF A PARALLEL 
ORGANIZATION 

26. The alternative to the alteration of the Association’s con- 
stitution is the creation of a new organization, free from the 
restrictions imposed on the Association, and so closely linked with 
the Association that the policies of die Association and of the new 
organization would always be parallel. The Council has con- 
sidered. in particular, the advisability of establishing such a parallel 
organization in the form of a trade union. 

A Parallel Trade Union 

27. It is clear, in the first place, that a parallel trade union 
could not achieve the desired results unless it were in a position 
to protect the Association's membership generally. A trade 
union which attracted to its membership only a proportion of the 
Association's members would be of no value. While it couid adv ise 
the whole profession, it would have powers of compulsion only 
over its own members and it couid provide benefits only to its own • 
members. The ideal arrangement would be’ one under which 
membership of the Association was conditional on membership of 
’be trade union and vice versa. Unfortunately, this ideal is un- 
attainable. The difficulty is explained in the following statement 
received from the Association’s Solicitors: 

“We think the test to be applied is this: suppose the new- 
organization passed some policy resolution which the Association 
was precluded by its constitution from doing: for example, a 
resolution that no member should participate in the National Health 
Service. The new organization couid expel from membership any 
member disobeying this policy resolution: if it were as suggested 
a condition of membership of the Association that its members 
should also be members of the new organization, then expulsion 
from the new organization would also mean the cessation of 
membership of the Association: in other words, a practitioner 
would cease to be a member of the Association because he tailed 
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to comply v.'itfi a policy resolution which the Association was 
expressly precluded by its constitution from enforcing. We think 
this makes it apparent that it would not be possible for the B.M.A. 
to introduce this new condition of membership.” 

28. On the other hand, the Solicitors state that it would be 
possible to make it a condition of membership of the parallel trade 
union (or other new organization) that the applicant should be a 
member of the Association. This, however, would not ensure that 
the membership of the trade union would largely correspond with 
that of the Association. The difficulty cannot be dismissed by 
stating that, if a considerable section of the profession did not see 
fit to join the trade union, these practitioners would have only 
themselves to blame for the fact that they could not enjoy the 
benefits of membership. The important consideration is that a 
trade union unable to provide pecuniary benefits to a large majority 
of the profession could not effectively organize collective action. 

29. Apart from this problem of membership, what would be 
the advantages and disadvantages of a trade union as the parallel 
organization, as compared with other forms of organization such as 
an independent body of trustees controlling a “ fighting fund ” ? 
The Solicitors advise that the only real advantage would lie in 
certain income tax exemptions granted to trade unions. As has been 
explained above, a medical trade union would not enjoy the pro- 
tection of the Trade Disputes Act, 1906. The Solicitors advise 
that in (he organization and enforcement of collective action a 
medical trade union would be no more effective than a body with 
a diffident form of constitution. Even if they were lawful in the 
case of a medical trade union, the activities of calling a strike and 
arranging picketing to prevent “ blacklegging ” are not such as 
would commend themselves to the medical profession;, and it is 
questionable whether the profession, opposed as it is to the “ dosed 
shop " policy, would favour the exertion of pressure on medical 
practitioners by a threat of expulsion from a medical trade union 
as a means of depriving them of opportunities of employment. 

30. In 1946 the Opinion of Counsel (Mr, C. R. Havers, K.C., 
and Mr. M. L. Gedge) was again taken on the advantages and 
disadvantages of setting up a medical trade union. They advised 
that the main advantage was that, if local or other public authorities 
made it a condition of employment that a member of the medical 
profession must be a member of a trade union, then there would 
be a trade union “ ready made ” for such a member to join. “ The 
disadvantages as we see them,” they wrote, “ are all of a practical 
nature. We were informed in consultation that many members 
of the Association might object to the formation of a medical 
trade union, while in any event the formation of a separate entity 
must tend towards creation of a divided allegiance and thus be 
harmful to the Association, Registration as a trade union would 
also involve compliance with statutory provisions which might be 
'(wasteful — e g., the submission to the Registrar of annua) state- 
ments of receipts, funds, effects, and expenditure; and on balance 
our view is that, unless the advantage of having a trade union 
available for members to join would outweigh the practical 
disadvantages, no such union should be formed.” 

31. The Council has not omitted to take note of the view, 
held by many members of the profession, that there is virtue in the 
trade union designation, however limited the actual powers of a 
medical trade union might be. The argument is that a professional 
organization, merely by being constituted as a trade union, would 
mare readily influence one or another form of Government in 
its favour. On this matter the opinion of the Council is that 
success in negotiation depends less on the form of the negotiating 
body than on the cohesion of an overwhelming majority of its 
members in determined support of its policy. The Council is 
not convinced that, m the case of a medical body, the trade union 
label would materially facilitate the process of negotiation; and 
it has had primarily m mind the question of what form of organiza- 
tian could most effectively pursue the aims of the profession when 
attempts at negotiation had had unsatisfactory results, as might 
well happen even tf the negotiating body were registered under the 
Trade Union Acts. Regarding the matter from this point of view, 
it has reached the conclusion that there are no substantial advan- 
tages in the trade union form of organization as compared with 
other pchub’c types of constitution. It thinks, however, that, should 
i; tv decided to set up a paralie! organization in another form, it 
would be well so to frame its constitution and powers that, if at a 
tuture date a trade union seemed desirable because of a change 
n the situation or an enlargement of trade union powers, the 


new organization could be reconstituted ns a trade union or ii 
funds transferred to a trade union. 

Other Types of Parallel Organization 

32. The other possible types of organization which the Coun< 
has considered are a friendly society, an unincorporated associ 
tion, a limited liability company, and a board of trustees v! 
would act in much the same capacity as the governing bo 
of a trade union or other organization. The Solicitors am' 
that the first three have no positive advantages peculiar to the; 
selves as alternatives to a trade union and accordingly the Corn 
has discussed only the last. A parallel organization in the fot 
of a board of trustees would in no way usurp the functions of t 
Association in connexion with the framing of policy in relation 
medico-political issues. Tire Representative Body would contini 
as at present, to determine policy, and the Council would cotfffi.. , 
to take all lawful steps to carry out the policy so deteemitwj. 
The board of trustees would come into action only when, is 
pursuance of this policy, measures were called for such as the 
Association is precluded from undertaking because of the limita- 
tions of its constitution. There would thus be no question of as> 
conflict of policy between the Association and a new body in the 
form here discussed. Indeed, the new organization would not Is 
a “ body ” at all in the sense of an association which individual 
medical practitioners could join as “ members.” It follows that 
the board of trustees would not have at their disposal the sanction 
of expulsion vested in, for example, the governing body of a trad; 
union, but it is felt that sanctions imposed by the constitution of 
the organization under consideration are not of great p recite’ 
importance in view of the difficulties and dangers of their use is 
times of dispute, as indicated by the Coventry case and rnssi 
others which have come before the Courts. It should again lx 
stressed that the effectiveness as a sanction of expulsion fro® 
a working men’s trade union lies not in the expulsion itself bst 
in the fact that it brings in its train such grave consequent 
as prohibition of employment in “ closed shop ’’ works and ths 
like, consequences which can safely be imposed by working mens 
trade unions because of the Trade Disputes Act, 3905, but no' 
by an organization of medical practitioners. In practice tfa 
enforcement of sanctions depends on medical opinion, links' 
the trustees speak with the voice of the medical profession then 
policy cannot be enforced in any case ; and if they do, then pul# 
opinion within the profession will bring back -sliders into line tnor 
quickly and effectively than anything else. 

! 

V. SUMMARY AND CONCLUSION 

33. After careful consideration of all the - arguments the 
Council has corns to the conclusion that the best course is, to 
leave the Association’s present constitution unchanged and to sd 
up a parallel organization. The whole matter may be summarized 
briefly as follows: 

1. For the protection of the interests of the profession > n 
conflicts with public authorities and other bodies it is essentia! 
that there should be in existence an organization which, so far as 
is lawful, can exert pressure on members of the profession to 
induce them to adhere to the policy favoured by the majority, 
and can also compensate them for financial loss incurred through 
loyal acceptance of such policy. 

2. As constituted at present, the Association is not «i s 
position fully to perform these functions; for Clause 4 of its 
Memorandum of Association expressly prohibits the payment 
of pecuniary benefits tb its members, and although expert 
opinions differ as to the precise interpretation of ths proviso to 
Clause 3, eminent legal authorities have expressed the view that 
it entirely precludes the imposing of restrictions on the conduct 
of medical practice, and it is therefore clearthat the Associative 
cannot safely exert pressure on members of the profession w 
disputes of ths kind contemplated. 

3. The Association suffers from these restrictions sole!) 
because they are imposed upon it by its Memorandum, and ttci 
because the Association is not registered as a trade union; R< 
it is by no means only a trade union that is-emitled to expreu 
views as to the interests of its members and to seek to enforev 
its views. 

4. It is possible that the Association, after surrendering m 
Board of Trade licence to dispense with the word “ limited 
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in its title, could remove the restrictive clauses from its Memoran- 
dum; but there would be serious disadvantages in the surrender 
of the licence, including probably the loss of the Association’s 
present immunity from pa} ment of income tax and certainly a 
lowering of its prestige in the professional world. 

5. Alternatively, the Association could be wound up and a 
new body, free from its present restrictions, formed to replace 
it; but, if only because the assets of the Association could not 
be transferred to the new body but would have to be distributed 
to its members, this course is not one that can be considered 
practicable. 

6. There remains the possibility of leaving the Association’s 
present constitution unchanged and setting up a parallel organiza- 
tion with supplementary functions connected with the enforce- 
ment of collective action in medico-political disputes and the 
provision of financial compensation for pecuniary loss incurred 
by individual members of the profession through participation 
in such collective action. 

7. . This parallel organization could be established in the form 
of a trade union, but the adsantages of this form of organization 
would be limited, and would not (as is commonly but erroneously 
supposed) include the protection of the Trade Disputes Act, 
■1906 ; while, oh the other hand, there might be some disadvan- 
tages, including an apparent inconsistency in the Association 
sponsoring a medical trade union, opposed as it is to certain 
trade union policies such as that of the “ closed shop.” 

8. The form of independent parallel organization which 
appears to deserve consideration is a board of trustees who would 
act in much the same capacity as the governing body of a trade 
union and, within normal limits of law but without the limitations 
of the Association’s constitution, could seek to impose restric- 
tions on the conduct of medical practice and organize collective 
resistance in disputes with public or other authorities; and the 
establishment of an organization of this kind seems to be the 
method of securing the desired result which involves the least 
disadvantage. 

34. The organization proposed by the Council would act both 
major disputes and in minor emergencies affecting individuals, 
is not suggested that, in building up its finances, it should 

icroach in any way on the province of the National Insurance 
efence Trust, which would continue to collect financial contri- 
ttions from general practitioners for use at the discretion of its 
rustees; but the establishment of the new organization would 
rovide the necessary opportunity for all other branches of the 
r ofession to make similar contributions. If it were decided to set 
p an organization of the kind recommended, it would be essential 
> secure a steady flow' of subscriptions in advance of disputes, so 
; to avoid the necessity of an emergency appeal on the occurrence 
f a crisis. One possibility is that the Association could collect 
antributions to the new organization when collecting its own 
jbscriptions from its members. The Solicitors have advised 
lat this procedure, although it would not be permissible if the 
arallel body were a trade union, might be possible in the case 
f an organization of the kind proposed by the Council, provided 
lat the administrative expenses incurred by the Association were 
eimbursed. Other matters which call for exploration are the part 
'hich could properly be played by the B dish Mcdisal Jo irnoi in 
onnexion with the activities of the proposed board of trustees, 
nd the kind of peripheral organization necessary to secure local 
ompliance with the policy of the board. The Council has these 
tatters under consideration. 

35. The Council suggests that the new organization should be 
nown as the British Medical Guild. Appended to this Report 
; a Trust Deed prepared by the Solicitors, in consultation 
• ith Counsel. 

VI. RECOMMENDATION 

36. With reference to Minute 65 of the'A.R.M., 194S, the 
Council recommends: 

(1) that, for the better protection of the interests of the 
medical profession in disputes with public authorities and 
other bodies. a new organization be established in the form of 
an independent board of trustees with power to organize and 
finance collective action by the profession and to provide 
financial compensation to practitioners suffering financial 
hardship through participation in such collective action; 
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(2) that the new organization be entitled the Bri isb 

Medical Guild; 

(3) that- the new organization be constituted in accordarce 

with the Trust Deed as drafted by the Association’s Solirito.s. 

APPENDIX 

THIS DECLARATION OF TRUST ismadethe 
day of 1949 BETWEEN* 

of . and 

of of the one 

pan and BRITISH MEDICAL ASSOCIATION whose registered 
office is at British Medical Association House Tavistock Square 
in the County of London (hereinafter called the Association) of 
the other part 

WHERE A S a sum of (£500) has been placed by certam 
donors in the hands of the Association to form the nucleus of a 
fund to be held on trusts concerning the same which are to be 
declared by the parties hereto of the first part and the said parties 
now desire to declare the trusts following in respect of the same 
and of any other sums of money or property which may hereafter 
be added thereto 

NOW THIS DEED WITNESSES:— 

1. THE said sum of (£503) and all other money and property 
which shall from time to time be subject to the trusts hereof are 
hereinafter called the Trust Fund. 

2. THE Trust Fund shall be known as the British Medical 
Guild. 

3. THE Trust Fund and the income thereof shall be held by 
the Association or other the trustee or trustees for the time being 
hereof upon trust to give effect to any directions of the Board of 
Trustees hereinafter referred to (hereinafter called the Board) 
which may be lawful and consistent with the provisions hereof 
and the Association shall not be liable for breach of trust in respect 
of any act done by it in pursuance or bona fide purported pursuance 
of any such direction. 

4. THE objects to which the Board may direct the application 
of the capital and income of the Trust Fund (in addition to 
defraying the costs of administering the trusts hereof) are as 
follows: — 

(i) During a period consisting of the lifetime of the longest 
liver of the issue now living of His Majesty King Edward the 
Seventh and 21 years thereafter 

(а) The taking or anion to acquire or appeal for additional 
money and property to be added to the Trust Fund: 

(б) The taking of such action as the Board from time to time 
consider expedient in the interests of the Medical Profession or 
any section or sections of such profession : 

(c) The giving of financial assistance to or for the benefit of 
any registered medical pracritioner or class or classes of regis- 
tered medical practitioners who at any time during such period 
may appear to the Board to have su lerei or be likely to su.Ter 
hardship as a consequence of his or their loyalty to any policy- 
sponsored or approved by the Board with reference to the affairs 
of the Medical Profession: 

(d) The making of payments by way of distribution to persons 
who shall appear to the Board to have subscribed to the Trust 
Fund of any sum or sums appearing at any time and from time 
to time to the Board not to be required for the foregoing purposes 
or any of them such distribution or distributions to be in such 
proportions among the recipients as the Board shall in their 
uncontrolled discretion think just and equitable. 

(ii) From and after the conclusion of such period such charitable 
objects as the Board may think fit being charitable objects con- 
nected with the Medical Profession and in particular such (if any) 
of the objects to which the Trust Fund or the income thereof are 
applicable during the said period as are charitable objects 

PROVIDED ALWAYS that no person or body shall during 
the said period be entitled by reason of having subscribed to the 
Trust Fund or otherwise to question any exercise by the Board of 
their discretion to direct the application or distribution o r the 

•These will be the present members of the CounriL 
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Trust Fund or any part thereof and the income thereof or any 
nart thereof except on the ground of fraud or bad faith. 

5. THE giving of assistance to or for the benefit of registered 
medical practitioners or any class or classes of them shall be 
deemed to include the giving of like assistance to any parent wife 
husband widow widower child or issue of any such registered 
medical practitioner living or dead or to any person appearing to 
the Board to be or to have been a dependent of any such registered 
medical practitioner living or dead and the Board may direct 
payment to any person corporation or unincorporated body who 
or which seems to the Board to be a proper recipient of any sum 
the application of which they direct under this clause and the 
receipt of any such person or corporation (by its proper officer) 
or unincorporated body (by its Treasurer or other proper officer) 
shall be an absolute discharge to the Association in respect of 
such payment. 

<S. THE power of appointing new trustees hereof in place of 
(he Association or any successor of the Association is vested in 
the Board. The expression “ the Association " used herein means 
and includes (where the context does not otherwise require) 
British Medical Association and other the trustees or trustee for 
the time being hereof. 

7. THE management of the Trust Fund shall be vested in the 
Board. Tjre parties hereto of the first part shall be the first 
membeis of the Board and hereafter the members of the Board 
for the time being shall be the persons who from time to time are 
the members of the Council of the Association. Members of the 
Board shall enter and vacate office as such without any formaiity 
as a consequence of their entering or vacating office as members 
of such Council provided however 

(i) that for the purposes hereof no member of the Board (other 
than the parties hereto of the first part) shall be entitled to act 
unless and until the Secretary of the Association shall have informed 
the Board or their Secretary in writing of his appointment as a 
member of the said Council and until such member of the Board 
has also executed a written statement (which shall normally be in 
the Board’s Minute Book) that he has accepted office as a member 
of the Board; and 

(ii) that no member of the Board shall be discharged from his 
office as such until the Secretary of the Association has given like 
written information of his ceasing to be a member of the said 
Council. 

S. NOT less than two thirds of the members of the Board in 
office at the date of the dissolution of the Association may by 
deed make other provision for the appointment of members of 
the Board in place of the provisions of the foregoing clause hereof. 


9. THE Board shall appoint a Secretary and any other office 
or servants whose employment seems to them expedient. 

10. THE Board may act by resolutions passed by a major! 
of those present and voting at a meeting of the Board (wee, 
where by this deed they are required to act in some other wi; 
and a written certificate of the Secretary to the Board stating ti 
terms of any resolution of the Board shall be conclusive eviden 
to persons (including the Association) dealing with the Boa 
both of the terms of such resolution and of the fact that it tv 
duly passed. 

11. THE Board may regulate their own procedure by roea 
of standing orders passed by them as resolutions and unless at 
until they make any standing order to the contrary they she 
be deemed to have adopted (mutatis mutandis) the standing orde 
of the Council of the Association. 

12. THE Board may make regulations not inconsistent hsrewit 
for the conduct of the Trust Fund and may from time to tin 
alter and revoke the same and any of them. 

13. THE Trust Fund may be invested or applied in thepurchat 
of or in lending on the security of any form of property whatsocu 
or wheresoever and whether or not authorised by law for ti 
investment of trust funds as if the Association were an individu; 
entitled thereto beneficially or in making loans on personal secure! 
to any person to whom or for whose benefit financial assistant 
may under the provisions hereof be given out of the trust fan 
or the income thereof. 

14. WITHOUT prejudice to the generality of any otix 
provision hereof any act done or omitted by the Board or ti 
Association upon the advice of a member of the English Bar t 
not less than IS years standing shall (unless such act is proved t 
have been done or omitted in bad faith) not give rise to an 
liability of the Board or the Association as the case may be fc 
breach of trust whether or not such advice is correct in law. 

15. THE Auditors of the Association or other auditors ftot 
time to time appointed by the Board shall audit the accounts c 
the Trust Fund yearly and shall make a report to the Board an 
the Association. 

16. IN the event of the dissolution or the Association th 
Board may adapt the provisions of this deed (other than tb 
matters dealt with in Clauses 7 and 8 hereof) so as to ensure th 
continuance so far as practicable of the work of the British Medic 
Guild and such adaptation may be made by resolution. Provide 
however that nothing in this clause enables the Board to prescrib 
any trusts of the Trust Fund other than charitable trusts in resp« 
of any time after the expiration of the period referred to i 
paragraph (i) of Clause 4 hereof. 

IN WITNESS, etc. t 


ONE HUNDRED AND SEVENTEENTH ANNUAL MEETING, 
HARROGATE, JUNE 24 TO JULY 1, 1949 

President-Elect .' C. W. Curtis Bain, M.C., D.M., F.R.C.P., Senior Physician, Harrogate General Hospital 


PROVISIONAL 

For the Annual Meeting at Harrogate the programme of 
scientific meetings and social events is almost complete, 
as will be seen from the information following. A longer 
period is devoted to the scientific meetings, which should 
prove of exceptional interest. On the social side a very 
full programme has been drawn up, including numerous 
excursions to places of interest in the neighbourhood, civic 
receptions, dances, theatres, concerts, and every kind of 
sport. It is hoped that, the programme so arranged will 
provide suitable entertainment for visitors and make the 
meetings successful and enjoyable. 

The Annual Representative Meeting will begin at the 
Rosal Hall. Harrogate, on Friday, June 24, at 10 a.m., 
continuing all day on Saturday and Monday and, if 
necessary, on Tuesday morning. 

The Representatives' Dinner will take place at 7.30 p.m. 
on Monday, June 27, at the Grand Hotel, and it will be 


PROGRAMME 

followed at 9 p.m. by the Statutory Annual General Meet 
ing, which will be held in the Ballroom of the Grand Hotei 
The adjourned Annual General Meeting and President' 
Address will take place in the Royal Hall on Tuesda) 
June 28, at 8.30 p.m., followed by the President’s Receptio 
in the Lounge Hall. 

The Annual Dinner of the Association will take plac 
on Thursday, June 30, at 7.30 p.m. in the- Majestic Hole 
It is hoped to hold a Civic Reception in the Royal Ha 
on Friday, July>l, at 8.30 p.m. 

The Official Religious Service will be held in St. Peter 
Church at 3 p.m. on Tuesday, June '28, and Catholi 
Benediction will be held in St. Joseph’s Church at 3 p.n* 
on Thursday, June 30. 

The Reception Room for registration, in the Svi 
Pavilion, will be opened on Monday, June 27, s 
2 p.m. The Ladies' Club will be at the Prospect Hole 
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The Annual Exhibition of Surgical Appliances Foods, 
Drugs, and Books lull be housed in the Sun Pavilion 
The official opening will take place on Tuesdax, June 2S 
at 9 a m , it will remain open on June 29 and 30 and 
Julv 1 from 9am to 6 pm 

The Pathological Museum in the Royal Bath Hospital, 
Cornwall Road, will be opened on Tuesdax, June 2S, at 
9 30 a m and will remain open for the rest of the Meeting 
It is hoped to hold a Ci'il Reception in the Roval Hall 
on Wednesday e\ening June 29 
The Local Diwsion hopes to hold a Garden Parti on 
Thursday afternoon June ’0 at the Majestic Hotel 

The President-Elect has kindly offered to gi\e a cocktail 
party at his house for the Representatives on Thursdav 
evening. June 23 

There will also be a Concert for the Representatnes 
m the Ro\al Hall on Sund \ evening, June 26 
The usual Golf and Chess Competitions will be held 

VISITS AND EXCURSIONS 

There are within easv re^-h of Harrogate a number of places 
of historic and scenic attraction An opportumtv will be given 
for those attending the Annual Meeting of the British Medical 
Association to see the X o Kspyte countryside and to visit places 
of special interest 

Foremost among these is Fountains Abbev, the best-preserved 
of the Cistercian abb^ in Britain Adjacent to the Abbev is 
Fountains Hall, a Jacobean dwelling which has recently been 
converted into a museum containing original charters relating 
to the Abbev and a number of other interesting exhibits 
Rievaulx, Bylands, Jervaulx and Bolton are other abbevs set 
in surroundings of srreat beau v to which visits have been 
arranged 

A short distance from Fountains Abbev is Ripon, a cathedral 
city full of histone associations and the last to preserve the age 
old custom of curfew sounded bv a horn Arrangements have 
been made for a civic reception bv the citv authorities, ano it 
is hoped to show delegates much of interest in this ancient town 
Yorkshire dales are well renowned and coach tours will 
carry the visitors through NVharfedale Swaledale, "enslevdale, 
and Nidderdale, affording views of the wild and rugged 
Yorkshire moorland scenerv 

It is hoped also to arrange excursions to the grounds and 
park of the Harevvood estate 

A visit will be paid to Riplev Castle with its Cromwellian 
associations Three miles awav and also connected with 
Cromwell, is the township of Knaresborough with its ancient 
castle and dungeon the old market place with its quaint setting, 
and many other features of archaeological interest 

The Citv of York, with its magnificent Minster, its Roman 
wall, and its many museums will be the venue of several excur- 
sions , visits have been arranged which it is hoped will give 
an insight into the attractiveness and charm of this ancient 
city 

A special excursion is also being arranged to the Bronte 
country, and those who visit Haworth will see the background 
of this strange familv of genius 

A visit of great interest is that to Templenewsam the 
“ Templestovve ” of h nr, hoc and the birthplace of Lord 
Damlev, husband and cousin of Marv, Queen of Scots novv 
used as an art gallery and museum bv the City of Leeds 

HOTEL AND LODGING ACCOMMODATION 

Harrogate is fortunatelv placed as regards hotel and other 
accommodation to suit everv requirement No booking of 
accommodation for members wall be undertaken bv the B M A 
other than for overseas guests Members intending to be 
present at the Meeting are stronglv advised to make their 
arrangements at a verv carlv date, as hotel and boarding- 
house accommodation becomes \ ery fullv booked up for the 
season 

To assist members in making their arrangements a list of 
hotels is given below The rates quoted are not guaranteed 
but are those published up to date In order to benefit from 


the special conference terms everv member shoutd mention 
when applvmg that he is attending the BMA Conference 
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Nam* and Address c r Hot-I 


A'enue Victona A'en ie 
A'ondale Cold Bath Poad 
Balcombe, Victoria A'enue 
Bella Vista 23 Harlot Moor 
Dme 

Berkeley Court, 35 Victoria Av 
Boston Swan Road 
Brentwood 6 Granbv Road 
Britannia Lodge Swan Road 
Cairn Hydro Ripon Ro^d 
Cambridge, 4 Cambnd*e Cres 
Carlton Den* Brunswi'-k Dme 
Ca>endish Lodes, 5 Kent Road 
Cecil Valiev Dme 
Claremont Victn-n Ax^iu* 
•Clarendon 27 Wen Pn 1 
Continental 49 \all*vDm* 
Conyngham Hall Knaresborough 
(3 miles distant) 
pirlton 23 Ripon Road 
•Empress Church Square 
B'e-sfield 1, Swan Road 
FeamJea Swan Road 
•Granby Granby Road 
•Grand Cornwall Road 
Grange Prospect Place 
Green Par^, Valley Dme 
Harrogate H>dro Swan Road 
JmpenalHjdro Roval Parade 
Kensington \allev Dme 
Kirksjde, St. Marv s W alk 
Langham, Vail-} Dm* 

Lion House West Park 
tynwode 6 North Park Road 
•Majestic, Ripon Road 
Mahern 57, Valle' Dme 
Manor, Clarence Dme 
Marlborough 53 \ alley Dnv* 
Metro pole. Valley Dme 
Mount Edcecumbe 103-105 
Valley Dn\e 

Normandene 2 Valkv Road 
•North Eastern, Station Square 

Octagon Valiev Dm e 
Pembroke Oueen Parade 
Pmemoor Harlow Moor Dme 
•prince of Wales, Ww Park 
•Prospect, Prospect Place 
•Que-n Park Parade 
Ri dines, Spnng*i*ld Avenue 
Rnersdale 17 19 Valiev Dnve 
Russell Valle' Dme 
Sarta Rosa, 19 Dracon Parade 
•Somerset Parliament Stre** 

St Aobyn s Harlow Moor Drive 
Studl-v Swan Road 
The Knowle Coppice Drive 
Vall-y Gardens \ alley Dme 
•Victoria, Esplanade 
Wintrmgbam Hall Knares- 
borough (3 miles distant) 
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• Licens-d hotels 

Notf — Ration books are required fo* vis- o-s to bot-!s s 3r"g m^-e than 
four rnghts 


SCIENTIFIC SECTIONS 

The clinical and scientific work v ill be divided among 
eighteen Sections meeting on Tuesdax, Wednesdav. Thursdav 
and Fndav, June 28 29, and -0 and Julv 1 

The Sections wall meet m various hotels (see p'o~ramr-e) 
Please note that it has been necessarv to make 'one altera- 
tions in the original programme and therefore the following 
Sections wall be meeting m different hotels frora those speci- 
fied in the BMA brochure sent out in Januarv 


Senior: 

Anaesthetics 

Ncurologv and Psvchiatrv 

Ophthalmologv 

Radiologv 

.Analomv and Phvsiologv 
Oto phino larvngolocv 


Hole! 

Queen ( rot Prince of Wales) 
Majes’ic (ror Grand) 

Prince of Wales { r. o' MaiesticJ 
Queen (ro r Majest e) 

Caim Hvdro a-d Pnnce of Wales 
Cairn Hvdro (rot Pnnce of 'Vales) 


There have also been some alterations in the number of davs 
some Sections will be meeting — eg. Radiologv is a four-6 av 
( not a two-day) Section , Anatomv and Phvsiologv Cardiolocv. 
Dermatology, and Occupational Health are all now mo-dav 
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(nor one-day) Sections. In fact, there are now no one-day 
Sections. 

Below is a list of the names of the Sections and the officers 
appointed to each, together with provisional programmes, 

The following Sections will meet on Four Days : 
MEDICINE 

President : Professor R. E. Tunbridge. O.B.E.. M.Sc., M.D., 
F.R.C.P. (Leeds). 

Vice-Presidents ; R. R. Bomford, D.M., F.R.C.P. (London); 
Professor H. W. Fullerton, M.D., M.R.C.P. (Aberdeen) ; Pro- 
fessor A. P. Thomson, M.C., M.D., F.R.C.P. (Birmingham). 

Hon. Secretaries : T. G. Reah. M.D., M.R.C.P., 4, Spring 
Grove, Harrogate; J. L. Lovibond, M.D., F.R.C.P., SI, Harley 
Street, W.l. 

Meeting-place : Harrogate Hydro. 

The following programme has been arranged; 

Tuesday, June 25. — 10 a.m.. Discussion: Diabetes Meliitus. 
To be opened by Dr. R. D. Lawrence (London), followed by 
Professor R. E. Tunbridge (Leeds), Insulin and Diet; Mr. 
H. H. Fouracre Barns (London) and Dr. Charles Rolland 
(Edinburgh), Pregnancy Aspects ; Mr. D. A. Hall, Ph.D. (Leeds), 
Rapid Blood Sugar Estimations ; Dr. R, G. Paley (Leeds), 
Skin Complications of Insulin Injections; and Dr. A. J. 
Ballantyne (Glasgow), Ocular Complications. 

Wednesday, June 29 (Combined Meeting with' Section of 
Surgery).— -10 a.m.. Discussion: Treatment of Peptic Ulcers. 
To be introduced and summarized by Sir Henry Cohen (Liver- 
pool) and opened by Mr. A. Hedley VtstCK (York), followed 
by Dr. Richard Doll (London), Sociological Aspects ; and 
Mr. A. D. Beattie (Leicester), Surgical Aspect. 

Thursday, June 30. — 10 a.m., Papers: (1) Radioactive Sub- 
stances in Clinical Medicine, by Dr. Russell Fraser 
(London) ; (2) Anticoagulants, by Professor H. NV. Fullerton 
(Aberdeen) ; (3) Streptomycin, by Dr. Geoffrey Marshall 
(London). 

Friday, July 1 . — 10 a.m.. Discussion : Cirrhosis of the Liver. 
To be opened by Professor J. W. McNee (Glasgow), followed 
by Dr. N. H. Martin (London). Pathology ; Mr. J. E. Richard- 
son (London), Surgical Aspects : and Dr. E. R. Cullinan 
(London), Summary. 

Thursday. June 30. and Friday, July 1. — 2.30 p.m.. Royal 
Bath Hospital. Demonstration : The Role of Surgery in 
Rheumatism. ‘Movement is Life” (Lucas-Championnibre). 

OBSTETRICS AND GYNAECOLOGY 

President ■ Professor A. M. Clave, M.D., F.R.C.S., 

F.RC.O.G, (Leeds). 

Vit e-Presidents : Gladys Kay, M.D. (Harrogate); Professor 
r. N. A. Jeffcoate. M.D., F.R.C.S.Ed., F.R.C.O.G. (Liver- 
pool); Arnold L. Walker, M.B., F.R.C.S., F.R.C.O.G. 
tl ondon). 

Hon. Secretaries: C, Rutherford Morison, M.D., 
M R C O.G.. 2, Lancaster Road, Harroaate ; Miss Josephine 
Barms, D.M., F.R.C.S,, M.R.C.P., M.R.C.O.G., 7, Wimpole 
Street, W.L 

Meeting- place ■ Prince of Wales Hotel. 

I he following programme has been arranged: 

Tuesday. June 25. — 10 a.m.. Discussion: Breech Presentation 
and Us Management. To be opened by Mr. R. Newton (Man- 
chester). followed by Mr. C. M. Marshall (Liverpool). Mr. 
B. L. Jlaffrlson (Leeds), and others. 

II ednesday, June 29 (Combined Meeting with Section of 
Radiology), — 10 a.m.. Discussion .• The Value of Y-ray in 
Assessing Disproportion, To be opened by Professor Chassar 
Moir (Oxford) and Dr. J. Blair Hartley (Manchester), fol- 
lowed by Miss Weave Kenny (London) and others. 

Thursday. June 30 (Combined Meeting with Section of 
Dermatology).— 10 a.m.. Discussion: Pruritus Vulvae. To be 
opened by Professor T. N. A. Jeffcoate (Liverpool) and Dr. 
, Grant Pi. tip, kin- (Edinburgh), followed by Dr. Elizabeth 
Hunt (London). 

Trii/cv, July /. — !Q a.m.. Discussion : Functional Uterine 
Haemorrhage. To be opened by Mr. V. B. Grecn-Armytace 
i o. Jon), followed by Dr. p, M. F. Bishop (London) and 
Dr T N MacGregor (Edinburgh). 


PATHOLOGY AND BACTERIOLOGY 

President : Professor R. J. V. Pulvertaft, M.D.; F.R.CJ 
(London). 

Vice-Presidents : Professor T. F. Hewer, M.D., F.R.CJ. 
(Bristol) ; J. G. Greenfield, M.D;, F.R.C.P. (London) ; A. H.T. 
Robb-Smith, M.D.. M.R.C.P. (Oxford). 

Hon. Secretaries: J. V. Wilson, M.D., M.R.C.P., Harrow;' 
Genera! Hospital, Harrogate ; Professor H. A. Magnus, M.D. 
Depariment of Pathology, King's College Hospital. Denmark 
Hill. S.E.5. 

Meeting-place : Grand Hotel. 

The following programme has been arranged: 

Tuesday, June 28. — 10 a.m., Discussion: The Laboraior; 
Diagnosis and Prevention of Whooping-cough, . To be opened 
by Professor R. Cruickshank (London), followed by Dr. W.C. 
Cockburn (London) and Dr, D. G. Evans (Manchester). 

Wednesday, June 29 (Combined Meeting with Section ol 
Tropical Medicine). — 10 a.m.. Discussion : Fat Metabolism 
and the Sprue Syndrome. To be opened by Professor A. C- 
Frazer (Birmingham), followed by Dr. Douglas Buck 
(Manchester), Dr. K. D. Kelli; (London), and others. 

Thursday, June 30. — 10 a.m., Discussion : Chemotherapy it 
the Treatment of Malignant Disease. To be opened by Pro 
fessor E. C. Dodds (London), followed by Sir Stanford Cam 
(L ondon), Professor A. Haddoxv (London),- and Professor f 
Dickens (London). 

Friday, July /. — (Subjects and speakers to be arranged.) 

RADIOLOGY 

President: J. L. A. Grout, F.R.C.S.Ed., D.M.R.E.. F.F.R 
(Sheffield). 

Vice-Presidents : C. G. Hitchcock, M.R.C.S., L.RC.P 
(Harrogate); J. Alex. Thomson, M.B., Ch.B,, D.M.R.E 
(Harrogate) ; Professor Brian W. Windeyer, F.R.C.S.Ed 
D.M.R.E., F.F.R. (London). 

Hon. Secretaries: C. N. Pulvertaft, M.B., B.Ch., D.M.R.6 
York County Hospital, York ; John R. Nuttall, M.D., F.F.R 
D.M.R., Radium Department, Genera) Infirmary, Leeds. 

The following programme, has been arranged: - 
Tuesday, June 28. Meeting-place : Queen Hotel. — 10 a,ra 
Therapeutic Meeting. (Subjects to be chosen.) 

Wednesday, June 29. Meeting-place : Prince of Wales Hot 
(Combined Meeting ,with Section of Obstetrics and Gynaeo 
logy). — 10 a.m.. Discussion ; The Value of A'-ray in Assessit 
Disproportion. To be opened jointly by Professor Chass 1 
Moir (Oxford^) and Dr. j. Blair Hartley (Manchester), f« 
lowed by Miss Meave Kenny (London) and others. 

Thursday, June 30. Meeting-place : Majestic Hotel (Cor 
bined Meeting with Section of Cardiology). — 10 a.m., Discs 
sion: Angiocardiography. To be opened by Dr. J. Wilk 
(Sheffield), followed by Dr, Frederic Jackson (London)' ar 
Dr. Frances Gardner. 

Friday, July I. Meeting-place : Queen Hotel (Diagnost 
Meeting). — 10 a.m.. Discussion: Radiology of joints. To 1 
opened by Dr. E. Duff Gray (Manchester), followed by C 
P. H. Whitaker (Liverpool) and Dr. J. B. King (Edinburgh). 

SURGERY 

President: T. V. Pearce. M.D., F.R.C.S. (Harrogate). 
Vice-Presidents: H. Hamilton Stewart, F.R.C.S. (Bra 
ford); Ian J. -Fraser. D.S.O., O.B.E., F.R.C.S. (Belfast); i 
Cecil P. G. Wakelev, F.R.C.S., F.R.A.C.S., F.R.S.Ed. (Londo: 

Hon. Secretaries : Gordon N, Bailey, M.A., M.B., F-R-C- 
2, Lancaster Road, Harrogate ; Rodney Smith, M.S., F.R-C- 
6, Devonshire Place, W.l. 

Meeting-places: Majestic Hotel (Tuesday, Thursday, a 
Friday) and Harrogate Hydro (Wednesday). 

The following programme has been arranged; 

Tuesday, June 28. — 10 a.m., Discussion: Prostatic Obstn 
(ion. To be opened by Mr. H. Hamilton Stewart (Bradfor 
followed by Mr. Wilson Hey (Manchester) and Mr. Jo' 
Swinney (Newcastle-upon-Tyne). 

Wednesday. June 29 (Combined Meeting with Section 
Medicine). — 10 a.m.. Discussion: Treatment of Peptic Ulce 
To be introduced and summarized by Sir Henry Cohen (Liv< 
•pool) and opened by Mr. A.Hedley Visick (York), follow 
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y Dr. Richard Doll (London), Sociological Aspects ; and 
AT Ir. A. D. Beattie (Leicester). Surgical Aspect, 
y- Thursday, June 30 (Combined Meeting with Section of Neuro- 
agy and Psychiatry). — 10 am. Discussion: The Treatment, 
\ After-Treatment, and Sequelae of Closed Injuries to the Head. 
,- -'o be opened by Professor Norman McO.mish Dott (Edin- 
" >urgh), followed by Dr V Ritchie Russell (Oxford) and 

■ *. Or. E. Stengel (Chichester). 2.10 p.m.. Occasional Paper: 
y. 'he Mechanism of Speech and the Repair of a C left Palate. 

iy Mr. Michael Oldfifld i Leeds), illustrated by coloured 
~ilm and drawings. 

Friday, July 1 . — 10 a m . Discussion : Pain in the Right Iliac 
-ossa. To be opened b> Dr A. Flllerton (Batley), followed 
jy Professor D. Chamberlain deeds), Mr. R. K. Bowes 
T:: .London), and Mr. G. H Mv sab (London). 

’■ Thursday. June 30. and Fttduy July I. — 2.30 p.m.. Royal 

0- Bath Hospital. Demonstr r; <n The Role of Surgery in 

1— Rheumatism. "Movement Life" (Lucas-Championniere). 

Vf ‘ 

The following Sections will meet on Two Davs : 

r: . 

AN USmETICS 

■ ■■ President: Professor R R Macintosh. D.M., F.R.C.S.Ed.. 

D.A. (Oxford). 

Vice-Presidents; B L S. Murtagh, M.B., Ch.B.. 

i' ' F.F.A.R.C.S.. D.A. (Birmingham) : H. B. Wilson, M.B.. 
■■ • Ch.B.. D.P.H.. F.F. ARCS. DA (Aberdeen) ; Geoffrey 
Organe, M.D., F.F. A R C.S . D.A. (London). 

: F Hon. Secretaries : W M Jones. M.B., B.S.. D.A., 4. South 
Drive, Hanogate ; 1 Alfred Lee, M.R.C.S., L.R.C.P.. 

F.F.A.R.C.S.. D.A.. 73, King's Road. Westcliff-on-Sea. 

V.L' Meeting-place : Queen Hotel. 

The follosA-ing programme has been arranged: 

V' Wednesday. June 29. — 10 am.. Discussion: Post-operative 
■'.I Pulmonary Complications. To be opened jointly by Dr. 

H. J. V. Morton (Uxbridge) and Dr. E. M. Buzzard (Oxford). 
..followed by. Mr. Donald Barlow (London) and others. 

Thursday. June 30— 10 a.ni.. Discussion : Dental Anaesthesia. 
1 To be opened by Dr. W. S. McConnell (London), followed by 
: Dr. Stephen Coffin (London) and Dr. Freda Bannister 
(Chester). Occasional Paper ■ Caudal Block Analgesia. 

ANATOMS AND PHYSIOLOGY 
: I; President: Professor John Kirk, M.B., Ch.B., F.R.C.S.Ed 
T- (London). 

Vice-Presidents: Professor A. Hemingway. M.Sc.. M.B., 
St Ch.B. (Leeds); Professor Francis Davies. M.D._ (Sheffield) : 

Professor C. McLaren West, M.C.. M.B.. B.Ch. (Cardiff). 
y Hon. Secretaries: E. J. Field, M.D., M.S.. Department of 
: : Anatomy, Universitv of Bristol ; R. J. Scothorne, B.Sc.. M.B.. 
C- Ch.B., Anatomy Department, School of Medicine, Leeds, 2. 
v Note : On Tuesday. June 2S. Physiology and Anatomy will 
"T meet as separate Sections, but there will be a united meeting 
on Wednesday, June 29. 

The folIoAving programme has been arranged: 

Physiology — Tuesday. Jane 28. Meeting-place : Cairn Hydro. 
— 10 a.m., Symposium on the Control of Activity in the Gastro- 

■ intestinal Tract. Speakers: Professor R. A. Gregory (Liver- 
pool). Dr. A. A. Harper (Manchester). Dr. R. E. Davies 

.. (Sheffield), and Dr. J. N. Hunt (London). 
af Anatomy— Tuesday. June 2S. Meeting-place: Prince of 

v. Wales Hotel. — 10 a.m.. Symposium on Muscle Structure and 
N. Function. Speakers : Professor W. E. It Gros Clark (Oxford), 
, The Vascularization of Muscle, with Special Reference to 
-v Ischaemic Necrosis and Reparative Processes ; Dr. R. Barer 
(Oxford), The Organization of the Muscle Fibre; Dr. R. E. M. 
. Boavden (London). Some Aspects of Denervation and Ke- 
N innervation of Human Voluntary Muscle : and Mr. \V. F. 
„ Floyd (London), Clinical Value of Electro-myographic Studies. 
Wednesday. June 29. Meeting-place: Cairn Hydro. — 10 a.m., 
..f' Symposium on the Anatomy and Physiology of the Skin. 

Speakers: Professor H. Barcroft (London) (subject to be 
p ' chosen) ; Dr. C. A. Keele (London). The Control of Stveating ; 
Dr. R. E. Billingham (Birmingham). The Anatomical Basis 
of Epidermal Pigmentation in Man ; and Dr. G. Weddell 
(Oxford), The Pattern of Cutaneous Innervation. 


CARDIOLOGY 

President: Sir John Parklnson, M.D., F.R.C.P. (London). 
Vice-Presidents: John R. H. Toavers, M.D., F.R.C.P. 
(Leeds); Professor J. Crighton Bramwell. M.D., F.R.C.P. 
(Manchester) ; D. Evan Bedford. M.D., F.R.C.P. (London). 

Hon. Secretaries: D. R. Cameron. M.D., M.R.C.P.. 14. 
Clifton, York; Graham W. Hayward. M.D.. F.R.C.P.. 
SL Bartholomesv’s Hospital. E.C.I. 

The following programme has been arranged: 

Thursday, June 30. Meeting-place : Majestic Hotel (Com- 
bined Meeting with Section of Radiology). — 10 a.m.. Discus- 
sion : Angiocardiography. To be opened by Dr. J. Wilkie 
(Sheffield), followed by Dr. Frederic Jackson (London) and 
Dr. Frances Gardner (London). 

Friday. July I. Meeting-place : Majestic Hotel. — 10 a.m„ 
Simulation of Heart Disease by Other Conditions. To be 
opened by Dr. Rae Gilchrist (Edinburgh), (a) Simulation 
by Pulmonary Conditions, by Dr. J. Clifford Hoyle (London) ; 
lb) Simulation by Gastro-intestinal Conditions, by Dr. S. W. 
Patterson (Ruthin Castle) ; (c) Simulation by Psychoneuroses, 
by Dr. William Phillips (Cardiff)- 12 noon. Discussion: The 
Treatment of Obstinate Heart Failure. To be opened by Dr. 
D. Evan Bedford (London). 

CHILD HEALTH 

President : Professor C. W. ViNlNG, M.D.. F.R.C.P., D.P.H. 

( Leeds). 

Vice-Presidents: Professor R. S. Illingworth, M.D.. 
F.R.C.P.. D.P.H.. D.C.H. (Sheffield) ; A. A. E. N'ewih. M.B.. 
B.S., D.P.H. (Nottincham); Professor W. S. M. Craig. M.D.. 
F.R.C.P.Ed., F.R.S.Ed. (Leeds). 

Hon. Secretaries ; L. J. Prosser, M.B., Ch.B.. D.C.H.. 11. 
Ripon Road. Harrogate ; T. Colver. M.D., M.R.C.P.. 4, Clare- 
mont Place. Sheffield, 10. 

Meeting-place : Grand Hotel. 

The following programme has been arranged; 

Wednesday, June 29. — 10 a.m.. Discussion : Common Feed- 
-ing Difficulties- in Infancy. To be opened by Professor R. S. 
Illingworth (Sheffield), follotved by Dr. Frances Charlotte 
Naish (York), Dr. Stanley G. Graham (Glasgow), and Dr. 
Jean Mackintosh (Birmingham). Occasional Paper: Domi- 
ciliary' Care of the Premature Child, by Dr. Joan Millar 
(Newcastle-upon-Tyne). 

Thursday. June 30 (Combined Meeting with Section of Pre- 
ventive Medicine). — 10 a.m.. Discussion: Behaviour Difficulties 
in Childhood. To be opened by Dr. Mildred Creak (London), 
followed by Dr. A. A. E. Newth (Nottingham) and Dr. W. S. 
McDonald (Leeds). 

DERMATOLOGY 

President: J. T. Ingram, M.D., F.R.C.P. (Leeds). 
Vice-Presidents ; Brian F. Russell, M.D., M.R.C.P., D-P-H. 
(London); P. B. Mumford. M.D., F.R C.P. (Manchester); 
Geoffrey Hodgson. M.B.E.. M.D. (Cardiff). 

Hon. Secretaries: S. T. Anning, M.D., M.R.C.P.. 5a, Shass 
Lane. Leeds, 6; H. J. Wallace. M.D_ M.R.C.P., SO. Harley 
Street, W.l. 

The follosving programme has been arranged: 

Thursday. June 30. Meeting-place : Prince of Wales Hotel 
(Combined Meeting with Section of Obstetrics and Gynaeco- 
logy). — 10 a.m.. Discussion : Pruritus Vulvae. To be opened 
by Professor T. N. A. Jeffcoxte (Liverpool) and Dr. G. A. 
Grant Peterkjn (Edinburgh). folloAAed by Dr. Elizabeth Hunt 
(London), 

Friday. July J. Meeting-place: Majestic Hotel. — 10 a.m.. 
Discussion: Psoriasis. To be opened by Dr. H. W. Barber 
(London). folloAved by Dr. Brian F. Russell (London) and 
Dr. J. H. Taaiston Davies (Manchester). Occasional Paper. 
The Uses and Abuses of Chemotherapy in Dermatology, by 
Dr. F. F. Hellier (Leeds). 2.30 p.m., Clinical Meeting a! 
Harrogate General Hospital. 

NEUROLOGY .AND PSYCHIATRY 
President: W. Russell Brain. D.M., F.R.C.P. (London). 
Vice-Pres'-dems : W. R. Henderson. O.B.E., M.B_ Ch.B.. 
F.R.C.S. (Leeds); Davtd Robertson. M.D. (York) ; R. G. 
Gordon. M.D.. F.R.C.P.Ed. (Bath). 
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Hon. Secretaries: James Valentine, M.B., Ch.B., D.P.M., 
Scalebor Park, Burley-in-Wharfedale, near Leeds, Yorks ; 
Helen E. Dimsdale, M.D., M.R.C.P., 18, Well Walk, 
Hampstead, N.W.3. 

Meeting-place : Majestic Hotel. 

The following programme has been arranged: 

Wednesday . June 29 . — 10 a.m,, Discussion ■ Intractable Pain. 
To be opened jointly by Dr. J. Purdon Martin (London) and 
Mr. Wylie McKissock (London), followed by Dr. E. B. 
Strauss (London) and Dr. Andrew Wilson (London). 

Thursday, June 30 (Combined Meeting with Section of 
Surgery) — 10 a.m.. Discussion: The Treatment, After- 

Treatment, and Sequelae of Closed Injuries to the Head. 
To be opened by Professor Norman McOmish Dott (Edin- 
burgh), followed by Dr. W. Ritchie Russell (Oxford) and 
Dr. E. Stengel (Chichester). 


OCCUPATIONAL HEALTH 

Piesident • Professor R. E. Lane, M.D., F.R.C.P. 
(Manchester). 

Vtcc-Pi esidents Professor G. P. Crowden, O.B.E., D.Sc., 
M.R C P (London) ; F. S. Cooksey, O.B.E., M.D.. D.Phys.M. 
(London): W. Blood, M.R.C.S., L.R.C.P. (London). 

Hon Secretaries • Charles Cresdee, M.R.C.S., Wits End, 
Fixby Road, Huddersfield ; R. S. F. Schilling, M.D., D.P.H., 
Department of Occupational Health, University of Manchester, 
Manchester. 13 

Meeting-place ■ Majestic Hotel. 

The following programme has been arranged: 

Wednesday June 29 — 10 a.m.. Discussion : The Development 
of a Comprehensive Medical Sendee for Industry. (Speakers 
not yet settled ) 

Thursday, June 30 . — 10 a.m., Discussion : Tuberculosis and 
Occupation. (1) Tuberculosis in the Boot and Shoe Trade, by 
Dr. Alice Stewart (Harrow-on-the-Hill) ; (2) Mass Radio- 
graphy m Industry, by Dr. W. Pointon Dick (Denham); 
(3) Rehabilitation and Resettlement, by Dr. F. R. G. Heap 
(London). 

OPHTHALMOLOGY 


President • James Fison, M D. (Harrogate). 

Vice-Presidents: John Marshall, M.C., M.B., Ch.B., 

D.O.M.S. (Glasgow) ; N P R Galloway, M.B., Ch.B., D.O. 
(Nottingham) ; A. B Nutt, M.B., B.S. (Sheffield). 

Hon. Secretaries Jane A. M. Shepherd, M.B., Ch.B., 
D.O M S , 39, Harlow Oval, Harrogate ; P. D. Trevor-Roper, 
M.B.. B.Ch . FRCS, DO.M.S, 126, Harley Street, W.l. 

Meeting-plate Prince of Wales Hotel. 

The following programme has been arranged: 

Thutsdtn June 30,— -10 a.m.. Discussion Ophthalmology in 
Relation to Diseases of the Skin. To be opened by Mr. J. H. 
Dor.t.ARi 1 1 ondon), followed by Dr. Alice Carlton (Oxford) 
and Or 1 B Sneddon (Sheffield). Afternoon, Occasional 
Pa/nrs m Scleromaiacia Perforans, by Mr. H. V. Ingram 
(Newt istle-upon-Tyne) ; (2) Angiomatosis Retinae, by Mr. 

Cross (London) ; (3) Watery Eye, by Mr. John Marshall 
(Glasgow) 

fridu » , Juh 1 — 10 a.m.. Occasional Papers: (1) Toxo- 
plasmosis, by Mr. A. B. Nutt (Sheffield) ; (2) Practical Oph- 
thalmology m Spain and Holland in 1948, by Mr. John Foster 
(Leeds! 


ORTHOPAEDICS 

President R. Broomhead, M.B., F.R.C.S. (Leeds). 
yict-Prisidcnts C. Gordon (rwin, M.B., F.R.C.S.l 
(Newcastle-upon-TNne) ; H. Jackson Burrows, M.D., F.R.C 
r-'!s ^ S 1 1 ondon); F. W. Holdsworth, M.B., M.C 
F.R C S (Sheffield). 

„ WcwmriM Ian Lawson Dick, M.B.. Ch.M v F.R.C.S.E 
I' ■ Manningham Lane, Bradford; J. P. Caj 

Park, Nottingham. F ' R C S - Ed -’ Mapper 

Meeting-piece Majestic Hotel. 

The following programme has been arranged: 

tsf T ‘thl d V- ' fI‘ nf r 2S r“ 1 « a rD -’ Discussions : (1) Closed Fractu 
w r p of * hc Radius and Ulna. To be opened 

r. L. Mrtt\\\ Ex'ans (Birmingham), followed by Mr. F. 


Holdsworth (Sheffield) and Mr. Ian Lawson Dick (Bradfon 
1 1.30 a.m., (2) Upper Limb Pain due to Lesions of the Thorai 
Outlet, To be opened by Professor Lambert Rogers (Cardii 

Wednesday, June 29 (Combined Meeting with Section 
Rheumatology). — 10 a.m., (1) The Structure and Functions 
the Synovial Membrane, by Professor D. V. Davies (Londot 
followed by The Varieties of Pathological Reactions Encov 
tered in Human Synovial Tissues, by Dr. D. H. Collins (Lecc 
12) Partial Denervation of the Hip-joint in Osteoarthritis, illi 
trated by film, by Mr. H. Petty (Leeds) ; followed by Indie 
tions for Vitallium Mould Arthroplasty of the Hip and Sun 
of End-results, by Mr. R. Broomhead (Leeds). 

Thursday, June 30, and Friday, July J. — 2.30 pan., Ro; 
Bath Hospital. Demonstration : The Role of Surgery 
Rheumatism. “ Movement is Life ” (Lucas-Championniere) 

OTORHINOLARYNGOLOGY 

President: A. B. Pavey Smith, M.C., M.B., F.R.C 
(Harrogate). 

Vice-Presidents : W. I. Daggett, M.B., B.Ch., F.R.C 
(London); R. Garnett Passe, F.R.C.S., D.L.O. (Londoi 
George Seed, M.B., Ch.B., F.R.C.S., D.L.O. (Leeds). 

Hon. Secretaries : J. E. Rees, M.R.C.S., L.R.C.P., D.L. 1 
10, York Place, Harrogate ; H. S. Sharp, M.B., B.Ch., F.R.C 
149, Harley Street, W.L 

Meeting-place : Cairn Hydro 

The following programme has been arranged: 

Thursday, June 30. — 10 a.m.. Discussion : Nasal Allergy, 
be opened by Mr. R. R. Simpson (Hull). 

Friday, July 1. — 10 a.m.. Discussion: Acute Respire! 
Obstruction in Infants and Young Children. To be opei 
by Mr. G. E. Archer (Manchester). 

PREVENTIVE MEDICINE 

President: Professor R. H. Parry, M.D., F.R.C.P., D.P 
(Bristol). 

Vice-Presidents : D. D. Payne, M.D., D.P.H. (Harrogat 
C. Fraser Brockington, M.A., M.D., D.P.H. (Wakefiel 
R. H. H. Jolly, M.D., D.P.H. (Wolverhampton). 

Hon. Secretaries : Hugh O. M. Bryant, M.B.. Ch.B., D.P. 
Health Department, Municipal Offices, Harrogate; H. 
Trenchard, M.B., Ch.B., M.R.C.P., Chest Clinic, 53, Gre 
hill Crescent, Harrow, Middlesex. 

Meeting-place : Grand Hotel. 

The following programme has been arranged: 

Thursday, June 30 (Combined Meeting with Section of Cl 
Health). — 10 a.m., Discussion : Behaviour Difficulties in Ch: 
hood. To be opened by Dr. Mildred Creak (Lond< 
followed by Dr. A. A. E. Newth (Nottingham) and Dr. W. 
McDonald (Leeds). 

Friday, July 10 a.m., Discussion : Marriage and Pi 
nancy in Relation to Tuberculosis. Occasional Paper: R ec 
Developments in Influenza, by Dr. C. H. Andrev 
(Hampstead). 

RHEUMATOLOGY 

President: W. Yeoman, M.D. (Harrogate). 

Vice-Presidents : G. Norman Myers, M.Sc., M.D.. F.RX 
(Cambridge) ; G. D. Kersley, M.D., F.R.C.P. (Bath) ; H. 
Turney, D.M., M.R.C.P. (London). 

Hon. Secretaries : D. N. Ross, M.D., F.R.F.P.S., Royal B 
Hospital, Harrogate ; Doris M. Baker, M.D., M.R.C.P., 
Upper Wimpole Street, W.l. 

Meeting-place : Majestic Hotel. 

The following programme has been arranged: 

Tuesday, June 25.'— 10 a.m.. Discussion : (1) Rheumat 
Arthritis in the Young.' To be opened by Dr. B. E. Schlesinc 
(London). (2) Clinical Lecture-Demonstration, introduced 
Professor S, J. Harteall (Leeds). (Other speakers not 
settled.) 

Wednesday, June 29 (Combined Meeting with Section 
Orthopaedics). — 10 a.m., (1) The Structure and Functions 
the Synovial Membrane, by Professor D. V. Davies (Londo 
followed by The Varieties of Pathological Reactions Enco 
tered in Human Synovial Tissues, by Dr. D. H. Collins (Lee 
(2) Partial Denervation of the Hip-joint in Osteoarthritis, )*' 
trated by film, by Mr. H. Petty (Leeds') ; followed by lndicati 1 
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, for \ itaUmrn Mould Arthroplasu of the Hip and Sur\ei 
of End-results, b\ Afr R Bkoomhead (Leeds) (3) Phjsical 
_ Treatment of Arthritis To be opened In Dr H F Turnes 
: (London) 

Thursday June W and Fnda\ July /— 2 30 pm, Rorat 
Bath Hospital Demonstration The Role of Sureen in 
Rheumatism “ Mcnement is Life 1 (Lucas Championmfcre) 


TROPICAL MEDICINE 

President G W M Findlvi CBE, MD, FRCP 
(London) 

T ice Presidents Professor B G Maegraith MB B $ 
(Liverpool) Colonel H E Shortt CIE MD DTM 
'IMS (Ret) (London) J Bvlfoir Kirk CMG, FRCP 
DPH DTM&H (London) 

Hon Secretaries B Cli\f Nicholson, MD MRCP 
DPH, 24, Sunn Road Harrogate Cleatevt C Chesterman 
OBE, MD, MRCP DTM <£.H 7, Parsival Road N W 6 
Meeting place Grand Hotel 

The following programme has been arranged 
Tuesday June 28 — 10 no* Discussion Tropical Diseases 
- as Aftermath of War To be opened b\ Air Vice-Marshal 
T c St C Morton (RAF) followed bj Dr A R D Adams 
(L iverpool) Dr J Caplvn (London) Sir Gordon Covell 
(London) Professor G J Stefanopoulo (Pasteur Institute 
Pans) and Dr F Kawting (London) 

Wednesday Jin c ’9 (Combined Meeting with Section of 
Patholocv and BactenMogO — 10 am. Discussion Fat 
Metabolism and the Sprue Svpdrome To be opened bv Pro 
fessor A C Frazer (Birmingham) followed bv Dr Dolglas 
Black (Manchester) D- K D Keele (London) and others 


TIME-TABLE OF MEETING 

Key 

R —events available for members of Representative Bodv and Ladies 
accompanying them 

L— events pnminlv arranged for Ladies 
U* — events for all Members and Ladies accompanung them 
*• — Academic Robes should be worn 

Thursday June 23 

8 00 pm — R “ Get together — Private Cocktail Pam — Dr 

Bain’s house, St Ann’s York Place 

Friday June 24 

9 00 am — ARM Inquirv Office open — Roval Hall 

9 "0 a m — Ladies Club open for registration — Prospect Hotel 

10 00 am — Annua 1 Representatn e Meeting — Roval Hall 

11 00 a m — Civ c Welcome to Representatives — Roval Hall 

L Orchestra and coffee — Lounge Hall 

12 "0 for 100 pm — Lunch to Overseas Representatives— Queen 

Hotel 

2 30 to 5 30 p m — L Coach tours 

* 30 to 6 is pan — Tour of Roval Baths 

8 00 to 10 00 pm — R Coach tours 

R Bndee 
R Theatre 

Saturday June 25 

9 00 am — A R M Inquirv Office open — Roval Hall 
930 a m — Annua! Represcntatiy e Meeting — Roval Hall 
9 ’0 am — Ladies* Club open — Prospect Hotel 

L Orchestra and coffee — Lounge Hall 
2 00 to 5 "*0 p m — L Coach tours 

* '0 to 6 1* pm — R Tour of Ro>a! Baths 

6 00 pm— Press Cocktail Fart}— Fountain Court (Royal Baths) 
8 00 to 10 00 p m — R Coach tours 
R Dancing 
R Theatre 
R Bridge 

Sunday, June 26 

R Church Services 
R Tour of Roval Baths 
R Tour of Roval Bath Hospital 
R Golf 
R Tennis 

10.30 am to 6 00 pm — R Lone coach tours 
2 00 to 5 30 p m — R Short coach tours 
S 00 p m — R Cclcbrit} Concert — Roval Hall 


^ for day June 27 

9 00 am — Council Meeting — Council Room Municipal Officer 

9 00 am — A R M Inquir> Office open — Roval Hall 
9 ’0 non — L adies’ Club open — Prospect Hotel 

10 00 a.m — Annual Repre*cntatne Meeting — Roval Hall 
10 00 am to 1230 pm — L Coach tours 

10 00 am to 6 00 pm — Coach tours 
1100am — L Tour of Roval Baths 

L Orchestra and coffee — Lounge Hall 
2 00 p m — Reception Room open for regiMration — Sun Pavilion 

2 00 to 5 “0 pm — L Coach tours 
5 30 pan — L Tour of Roval Baths 

7 00 for 730 pan — R Representatives Dinner — Grand Ho el 
9 00 pm — U Annual General Meetings Grand Hotel Ballroom 

Tuesday , June 28 

9 00 am — Official opening of Exhibition bv President — Sjn 
Pavilion 

9 00 am — Reception room open for registration — Sun Pavilion 
9 30 am — Ladies’ Club open — Prospect Ho'el 

9 30 am — Opening of Pathological Museum — Roval Bath Hospi al 

10 00 a m — Scientific Sections 

L Orchestra and coffee — Lounge Hall 

3 00 pm — Li* Official Religious Service, St Peters Chu”cn 
5 30 p m — U Tour of Roval Baths 

S30pm — U* Adiourned Anntnl Genera 1 \iceitn% and 

President’s Address — Ro>al Hall (limited to 1 100) 

9 30 pm — U* President’s Reception — Lounge Hall (limited to 
600) 

Wednesday, June 29 

9 00 a m — Council Meeting — Council Room Municipal Offices 
9 00 am — Reception Room open — Sun Pavilion 

9 00 am — Exhibition open — Sun Pavilion 
9^0 am —Ladies* Club open — Prospect Hotel 

9 30 am — Pathological Museum open— Roval Bath Hospital 

10 00 a m — Scientific Sections 
10'Oam to 1230 p m — L Coach tours 

11 00 am— L Tour of Roval Baths 

L Orchestra and coffee — Lounge Hall 
2 00 pan— L Notts Ladies’ Challenge Cup Golf Competition— 
Starbeck Golf Club 

2 00 pm — U Childe and Leinster Cup Golf Competitions— 
Oakdale Golf Club 

2 30 p m — Overseas Conference— Council Room Mumc pal Offices 
2 00 to 530 pm— U Coach tours 

Melbourne Chess Competition— Pnnce of Wales Ho'el 
HO pm — U Tour of Ro>al Baths 

*30 pan— Empire Medical Advisorv Bureau Cocl tail Partv fo' 
Overseas and Foreign Delegates — Lounge Hall (Fountain 
Court) 

830 pan— U* Civic Reception — Roval Hall 
Thursday, June 30 

9 00 a m — Reception Room open— Sun Pavilion 
9 00 a m — Exhibition open— Sun Pavilion 
9 30 am - — Ladies Club open — Prospect Hotel 

9 30 am —Pathological Museum open— Roval Bath Ho^pita 1 
10 00 a m — Scientific Sections 

10 00 am to 1230 pm— L Coach tour* 

L Orchestra and coffee — Lounge Half 
2 00 pm — Treasurer’s Cup Golf Compc’i on— Pannal G~M 
Course 

2 00 to 530 pan — V Coach tours 

2 30 pm — Demonstration and tour— Ro'al Ba h Ho<p al 
’00 pm — ‘Roman Catholic Seance, St Joseph’s Church 
4 00 pm — Division Garden Partv — Majestic Ho’ef 

Melbourne Chess Competition— Pnrce of Wales Ho A 
730 for S 00 p m — Annual Dinner — Majcs ic Hotel 
Theatre 
Bndee 

Friday July J 

S30 a an — Annual Brea! fa«t of the Medical P'ave*- Union — Ha- o 
gaic Hvdro 

9 00 am — Reception Room open — Sun Pavil o~ 

9 00 a an — Exhibition open — Sun Pavil on 

930 a m —Pathological Mu«eum open — Rcval B3 h Hospta’ 

9.30 am — Ladies* Club open — P 'expect Hc’el 

10 00 a m — Screrttfc Sections 

11 00 am— L Tour of Ro>al Baths 

Orchestra and coffee — Lounge Hall 
2 00 to 6 00 p m — U Coach tours 
2*'0 pm — Demons ration and tour— Roval Ba Ji Hospral 
530 pan — L Tour of Roval Baths 
830 pm — Popular Lecture — Roval Hall 
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GENERAL MEDICAL SERVICES COMMITTEE 

A meeting of the Genera! Medical Services Committee was Jteld 
on Feb. 17. with Dr. S. Wand in the chair. The committee 
faced a formidable agenda, more than enough for the entire 
day which it devoted to the meeting, and it was agreed that the 
Executive Subcommittee already existing should be enlarged up 
to 1 1 members, and in addition to considering matters referred 
to it by the mam committee should deal with matters of urgency 
tn the intervals between sessions. 

The chairman stated that the Ministry desired to settle to 
the end of the current financial year (March it) the sum which 
should go to each executive council for the nine months. In 
spite of all attempts to avoid it there had been inflation of 
lists and areas which had been careful in tins respect were 
likely to be m a less favourable position than areas which had 
not The suggestion of the Ministry was that the number of 
persons in an executive counctl area who had signed on should 
be taken, and one-third of the difference between such number 
<nd the total population should be added, giving the basic 
figure for the computation of the pool, and that the maximum 
should be 98 ' , so that any area which showed a higher figure 
would he brought down to that level 
Some discussion took place on the accuracy of estimates of 
the total population and whether ration cards would not offer 
a more reliable method than the Registrar-General's computa- 
tion, but the committee agreed to accept the 98% proposal as a 
temporary arrangement for the nine months and to set up a 
subcommittee of four to investigate deflation of lists or. in 
other words, the accuracy of lists in relation to population 

Training Grants for Assistants 
The method of apportionment of grant as between principal 
and assistant has been explained m a statement issued by the 
Ministry to all executive councils. A motion from Cheshire 
was before the committee to the effect that the scheme as at 
present constituted was* open to grave abuse and ought to be 
remodelled, and that a committee of investigation ought to be 
set up to consider the suitability of practitioners for accepting 
assistants as trainees 

Experiences were exchanged among members of the com- 
mittee, especially on the practice of local medical committees 
tn determining the eligibility of practitioners to participate in 
the scheme and the value of representation of the universities. 

U was slated that tn some areas most of the applications for 
assistants vvere from principals who were compelled either to 
“ shed " patients or to take an assistant, and that such princi- 
pals could lurdlv have time to devote to training. A county 
was mentioned m which an application had been received from 
a practitioner with a list of 6,000 Some guidance was necessary 
to ensure that local medical committees worked on uniform 
principles 

It w is igreed to set up a small special committee to consider 
this nutter and, as it was desired to get the university point of 
wen to ask Sir Henry Cohen, chairman of the special B.M.A. 
Committee on Postgraduate Education, to be a member of it, 
die other members being Dr J B Bennett (chairman). Dr, A. T. 
Rogers Dr W D Steel. Dr S A. Winstanley, and Dr. \V. 
Woolley The Minister's ‘'guidance” circular was approved 
pro.isionallv and pending the report of this committee. 

Legal Representation before Medical Service Committees 
Dr R Forbes, secretary' of the Medical Defence Union, 
attended in support of a letter which the Union had addressed 
to the committee drawing attention to the desirability that 
practitioners appearing before medical service committees should 
have the right to have legal assistance. He said that it had 
been the polity of the late Insurance Acts Committee that legal 
representation should be given neither to respondent nor to 
complainant, but as a result of changes this policy ouchl to 
be reviewed Practitioners were now dealing with 'a class of 
piti.ntv hkeh to be more litigious, and an increasing number 
°* “vviors were being arraigned on alleged breaches of terms of 
'.rvitc c!o<c!i akin to negligence. If these doctors appeared 
, -" Tli assistance some of them through unfamiiiarity 
procedure mtgbt do thetr case harm and unneces- 
V c!t " e tt Nch might suggest to the complainant 

mat be <boUJ pursue the matter in court. Under the regula- 


tions a doctor could be brought before the committee, on a 
charge of negligence, and it was not fair to expect him to defend 
himself without skilled aid. 

In the course of discussion it vvas suggested that in police 
court cases the appearance of a solicitor with the defendant 
often resulted in heavy weather being made of the case, that a 
case vvoutd take on a fresh importance if there was legal tepic 
sentation, and that this magnification might be reflected in the 
penalty. The view vvas strongly held that the domestic type of 
jurisdiction was most suitable in these cases. 

It vvas finally agreed that inasmuch as in about a year's time 
the committee would be reviewing procedure under the Act 
including that of the Medical Services Committee, it should 
then examine the position as further experience revealed it, 
being informed in the meantime of what took place on these 
committees, and on this understanding no move should he 
taken at present to alter the arrangement. 

Constitution of the Committee 
The committee devoted some time to considering its twin 
constitution. It vvas agreed that in future it should consist of 
22 members elected on a territorial basts by local medical w® 
mittees, 6 elected by the Representative Body, 6 by the Annual 
Conference, 5 c.v officio members, 3 or 4 nominated by other 
bodies with which it is desired to be in liaison, and up to 3 
co-opted members if necessary to secure representation of a 
particular class, making a maximum possible total of 5“ 
members. 

A plan for the election of the 33 directly elected members on 
an area basis which gave as uniform an allocation of seats as 
possible to different parts of the country was approved. 

It was agreed that the Annual Conference of Local Medical 
Committees, instead of being held in October, as vvas the oW 
Panel Conference, should be held from next year onwards some 
time before the Annual Representative Meeting, probably it 1 
the month of June. 

Many other matters remained on the agenda at the end of the 
day, and several vvere referred to the Executive. , A report wo- 
made on the setting up of the Joint Committee (with the Centra 
Consultants and Specialists Committee) to consider matters ol 
interest to general-practitioner specialists. A difficulty appear 
to arise with regard to a number of medical men and womn 
engaged in hospital work who are strictly neither genera 
practitioners nor specialists, such as permanent medical officer 
in the infectious diseases service, a proportion of tubercular 
officers, and some medical officers from local authority hospi 
tals. Of a certain category, both whole- and part-time, > 
cannot be said that they are of full specialist status, and the fea 
is that the authotities may introduce specialists into this inter 
mediate grade, making it a repository for specialists and to 
some who combine general practice with a specialty. It " a 
stated that the Joint Committee, which vvas meeting th 
Ministry, was fully alive to this problem. 

One outstanding matter before the committee is the Rep°i 
of the Working Party on Midwives, on which the Associate 
has been asked for its observations, via the General Medic 
Services, the Public Health, and the Consultants and Special^' 
Committees. 


FELLOWSHIP FOR FREEDOM IN MEDIAN 

POLICY AND ACTION DECIDED 

The second general meeting of the Fellowship for Freedom t 
Medicine was held at Caxton Hall, Westminster, on Feb. V 
Lord Horder presided over a gathering of about 500. He sV ' 
supported on the platform by Dr. R. Hale-White, vice-chairma 
Dr. E. C. Warner, honorary secretary, Mr. R. T. Payne, honors! 
treasurer, and other members of the executive. 

Lord Horder said that the membership was 2,200 — in Londc 
580. and 1.620 in the provinces. The Fellowship had made r 
general appeal for members, but had been recruited by person 
contacts, and the result was not unsatisfactory, it was sceUn 
still informally, to set up local groups, A successful P r 
vincial meeting had been held at Cambridge, and others we 
projected. 

It was obvious, he said, that since the inaugural meeting ! 
general situation had deteriorated. The more need for t 
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:IIowship ! Inquiry' was often made, “What are you going 
do ? ” The logical reply was. “ Come in and help us to 
:cide.” If the Fellowship did all the things it was asked to 
) by correspondents it would spend itself on petty, trivial 
tion which led nowhere. Certain basic proposals would be 
aced before the present meeting. 

The moral effect of the Fellowship's existence had been defi- 
tely good. It had had some effect on the B.M.A. As a 
ember of the Council of that body his lips were sealed, but 
s colleagues who were also members agreed that' there was 
mething a. little novel and \ery desirable about the business 
the Council u'hich was not noticeable before. Things were 
little more definite. Instead of saying, " At an appropriate 
ife,” the Council now said, "By March 1 5” — or whatever 
e date might be. Some letters were received calling for 
signation from the Association, but the directive from the 
augural meeting was m,r the Fellowship should work with 
her bodies as far as pc-s'Me. and, after all, the Association 
ts a big machine through which, up to now, the profession 
id voiced its views. There had also been moral effect outside 
is country. The Americans, who were becoming alarmed 
st the same thing happened to their profession, had shown 
uch interest in the F, I’owship's existence, as the London 
:tter of the Journal ot :>V American Medical Association 
stified. Some people sJJ that moral effect did not count, 
at the building up of the medical profession over 2.500 years, 
that in solidarir v and progress and continuity of tradition 
ere was nothing to touch it. had been the result of moral 
feet. “It is silly to sat that moral effect gets you nowhere, 
hat else gets you anywhere ° " 

Constitution 

Lord Horder went on to say that a number of letters had 
:en received from members and potential members asking 
hether the Fellowship was going to be a trade union. At the 
•st meeting he had said something, quite irresponsibly, about 
at. He was voicing his own news when, after asking whether 
ey should be a trade union, he added, “ God forbid ! ” He 
ould not retract that, but let'ers had come in saying they 
ould not get anywhere unless they were a trade union. That 
as for the meeting to decide. If it did not become a trade 
lion the Fellowship would lose some members ; if it did. it 
ould lose a great many more. For his own part, if the 
rilowship did seek trade union status, he could not continue 
the chair. That would not be naughtiness or petulance on 
s part, but rank disappointment of such magnitude that he 
ould just go out and grow his cabbages. It would mean a 
st cause, and he was not very good at helping lost causes. 

In any case it appeared that the medical profession, being 
lither masters nor workmen, could not effectively adopt trade 
lionism. But the question of trade union status for the 
ellowship had been considered in relation to the constitu- 
Dn, and he would put it to the meeting. 

The leeal adviser (Mr. Moir, of Messrs. Withers and Company) 
iplained the leeal position with regard to trade union status, 
id one speaker argued that as nearly all of them were in the 
.H.S. they were surely “ one body against the Government ” 
id therefore entitled to trade union privileges. But the feeling 
' the meeting was overwhelmingly against such a policy. In 
ply to one or two who expressed themselves still dissatisfied. 
3 rd Horder said that the matter was not closed. Things w er e 
lancinc very rapidly, and even a meeting of the Fellowship 
ight take a different view in six months' time. He was not 
ejudging the future, but for the present the matter must be 
garded as closed. 

The meeting then discussed a memorandum of association in 
hich the objects of the Fellowship were set out under head- 
gs (n) to (r). The first three were as follows: 

(„> To insist upon, the preservation of the highest standards of 
edical practice. 

(6) To protect the public and the medical profession from State 
onopoly in medicine. 

(c) To preserve the ethical and professional freedom of the indi- 
dnal doctor in the service of his patients and to maintain the status 
the general practitioner, including his financial security. 

Other obiects n -ere to oppose encroachments of the S’ate, to define 
c limits of State medicine, and to support and protect the character, 
atus. and interest of the medical profession generally. 


Many suggestions were made from the meeting for improve- 
ments in wording, but the only one which was adopted was the 
substitution of “medical practitioner” for “general practi- 
tioner" in object fc). 

The memorandum and articles were approved. 

Repeal or Drastic Amendment 

The first question of policy and action which was brought 
forward was whether the Fellowship should press for the repeal 
or, alternatively, the drastic amendment of the Act. Lord 
Horder said that they were agreed that it was a bad Act, but 
it was on the statute book, and to some of its sections there 
was nothing like the same dissent as to others. The question 
came down to what was practicable at this stage. If repeal 
were made the main objective of the Fellowship all its other 
activities would be small in comparison, and what would be 
the hope of success ? (A voice, ” None.") But they had had 
letters urging strongly that they should work for repeal as 
against drastic amendment — "amendment possibly so drastic 
that in effect -when we have finished the job it will be emascu- 
lated and not the same Act, though it may remain on the statute 
book, as many dead Acts do." 

Some speakers urged that they should go all out for repeal. 
Dr. C. E. Taylor (Purley) asked whether the Fellowship was 
prepared to accept “ the nationalization of the family doctor.” 
Dr. E. D. Broster (Wirksworth) thought that the Act should 
be attacked on general public grounds, saying that it had pro- 
duced a sickness-minded population. It was an encouragement 
to every work-shv malingerer in the community. 

The meeting decided by a very large majority to press for 
drastic amendment rather than repeal, and then turned to con- 
sider in what respects revision of the structure of the Act should 
be sought. 

Minister's Powers of Appointment 

Mr. Norman Lake urged that they should seek limitation of 
the Minister's powers of appointment, as, for example, to the 
Centra) Health Services Council and other administrative bodies. 
He cited Sect. 66 of the Act, under which 

“ Regulations may make provision with respect to the qualifica- 
tions, remuneration, and conditions of service of any officers emplojed 
by any body constituted under this Act. . . 

Why had the Minister been given these enormous powers? 
Mr. Bevan had s'ated that he was responsible to Parliament 
and must have sufficient control to ensure that the provisions 
were carried out. That sounded reasonable enough, but the 
real answer was to be found elsewhere. 

Here Mr. Lake quoted an article written by the present 
Chancellor of the Exchequer some time before the present 
Government came into power. It was entitled, "Can Socialism 
Come by Constitutional Means ? ’* and in it Sir Stafford Cripps 
suggested certain methods which must be adopted, as, for 
instance, that general planning and enabling Acts should be 
passed by Parliament and once passed should not be discussed 
by Parliament at all, but that the Acts should deal only with 
general provisions and- the details should be decided bv regula- 
tions. Sir Stafford Cripps also proposed that the right of appeal 
to the courts against a ministerial order should be abolished. 
3rd that the power of local bodies should be nullified by placing 
them under State-appointed regional councils, such councils to 
be filled by staunch party members who would see that minis- 
terial orders were carried out efficiently. The close resemblance 
of the present Health Act to this forecast, said Mr. Lake, would 
be appreciated. The implication was complete party political 
control, and the doctors must be sacrificed and become mere 
pawns in the came. 

The effect of Mr. Lake's speech was such that the meeting 
agreed without discussion that the Fellowship should strive 
for the limitation of the Minister's powers of appointment. 

Teaching Institutions and Control 

Mr. Reginald T. Payne proposed that the Fellowship should 
strive also for the exemption of undergraduate and postgraduate 
teaching institutions from the control of the Minister. He 
declared himself a critic of planning. When he saw these vast 
schemes of planning all his scepticism rose to the surface 
because so many of the schemes created more problems than 
they solved. His opinion of the Act was that it was the worst 
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dial had been placed on the statute book affecting the medical 
profession. It “ stank of dictatorship.” The battle was one of 
doctors versus politicians. " When the Government gets legisla- 
tive diarrhoea the body politic is weakened, and astringent 
action is called for. We are hoping to furnish that astringent 
action,” 

A good health service, Mr. Payne continued, could be main- 
tained only if there was a healthy independent profession of 
medicine outside the State Service, Under the present scheme 
all hospital buildings belonged to the State. All medical teach- 
ing was carried on in such institutions. No comparable state 
of affairs existed in any other faculty. He mentioned the 
Central Health Services Council, with its 35 nominees of the 
Minister, against whom their own professional and educational 
leaders were in a small minority. The chairman of the council, 
a layman, had said recently that for too long the needs of the 
people had been subservient to the needs of medical training. 
What about the Royal Colleges, whose presidents — unhappy 
men ! — were on that central council? The Colleges should 
represent the highest professional, educational, and ethical 
standards in the medical community. So far as he knew, none 
of the three presidents had joined the Fellowship. Medical 
education had been banded over to the control of the politician 
—a most dangerous and disastrous thing. If it continued, they 
might have to consider the establishment of independent 
Colleges outside. 

This point also — the exemption of teaching institutions from 
the control of the Minister — was agreed to as a line of policy. 

Ownership of Goodwill 

Dr. A. C. E. Breach moved that the Fellowship should strive 
for the restoration of the ownership of goodwill in practices. 
It had often been said that the medical profession was the 
spearhead in the fight for the survival of the middle classes. 
The deprivation of goodwill struck at the very core of their 
freedom. The right to goodwill belonged to everybody, from 
the small shopkeeper up to the great stores, from the market 
gardener to the farmer of a thousand acres. It covered nearly 
all the professions, all the crafts. By giving faithful, attentive, 
honest service the giver had built up his goodwill. It had been 
said by the Government that what the profession was really 
fighting for was the right to sell the bodies of their patients. 
That was malicious nonsense. It was the right to pass on an 
introduction, and it remained for the patients to decide whether 
they liked the newcomer or not. It was true enough that the 
fight over this should have been waged last year, and they could 
'ever quite forgive their leaders nor themselves “who ran 
.:n<n- from potential victory and succumbed to a simple threat 
-t blackmail " Thej were told also that any fight on this point 
"inikl be very strenuous, and that they would have no political 
support whatever. But it was their fight, and in waging it they 
u're lighting the battle for the middle and professional classes 
even where 

The discussion on this point evoked some dissent. One 
member said that it was nonsense to talk about "selling 
patients,” but what right had the doctor to take a capital sum 
for the services which he had rendered in the past and for 
which he had already been paid? Moreover, a man might 
sell his practice, not to the best person to carry on his work, 
but to the highest bidder. The profession was against can- 
vassing, but what more effective method of canvassing could 
there be than to recommend a successor simply because a 
capital sum had been paid for his introduction? 

Lord Border said that the letters received on this point had 
rather stressed the impracticability of restoring ownership of 
goodwill, but that might be a defeatist attitude. There had 
been no enthusiastic mail in the other direction. Did the meet- 
ing wish this to be made one of the planks in the platform? 

there were cries of “Yes," and the affirmatives had it by a 
targe majority 

Other Points of Policy- 

Dr. Goodwill (Attleborough) urged the insertion of a clause 
permitting grants in aid ("contracting out") towards the cost 
rn '-die.i! services in private wards of hospitals or performed 
tor private patients elsewhere. Dr. Bcare (Dorfcinc) said that 
me rrmesMcm had accepted (he 100% inclusion only with the 
p,o>i<e> that any members of the community, whatever their 


income, should be entitled to obtain medical services, in p3ri 
or whole, privately. 

This point was agreed to, and on a related matter the chair- 
man said that the right of a private patient to have his prescrip- 
tion dispensed under the N.H.S. would shortly come before 
a county court, where a patient was suing the Minister. 

Dr. R. Hale-White briefly touched on the question of 
remuneration. The method favoured by the profession was an 
increase in the capitation fee for the first thousand on the list 
and a large increase in the present hopelessly inadequate better- 
ment factor. When the decision was made he hoped it would 
not be subject to bargaining, but that the profession would 
state what it intended to have and considered fair, and would 
brook no other figure. 

The final point concerned relations with other bodies. Lord 
Horder said that at the inaugural meeting he had declared that 
the Fellowship was no breakaway organization. 

“ If and when we are confident that the B.M.A., whether by 
reorganization or otherwise, and/or the Royal Colleges accept and 
carry out the obligations to the profession and the public for which 
we stand vve can dissolve, but that time is not yet.” 

If they did not take the view that they were in definite and 
positive opposition to the B.M.A, they would lose perhaps 
100 members ; if they did declare that opposition they would 
lose perhaps four times that number. He was not suggesting 
that numbers should settle the matter; they were out for 
quality, not quantity. 

“ Is it your view, as it was in November, that at this juncture we 
do not oppose by any active steps the Association or any other 
body ? ” (“ Agreed.”) “ Critical ? Oh, yes. Ginger ? Yes.” (A 
voice: "May vve say that we are out to capture the Association, 
peripheral and central ? ”) “ Well, I would not dissent from it as a 
long, long view, but it is not necessary. Reforms take place in 
bodies as old and adamant as the B.M.A. It depends who is there 
to help. Then our policy remains as it was enunciated at the first 
meeting.” 

Those present subscribed to this view by general applause, 
and the meeting terminated. 


BASIC SALARY APPEAL 

On July 5, 1948, two doctors who had previously been assistants 
to two partners practising in a northern town became third and 
fourth partners in the practice and were placed on the executive 
council's medical list. These two doctors applied for the basic 
salary. The first partner had 2,400 patients on his list and the 
second, who was doing part-time specialist work, had about 
760. The third and fourth partners had 740 and 620 respec- 
tively — a total of about 4,500. The second partner resigned 
from the practice three months after the appointed day, and 
the executive council gave permission for his list to be divided 
equally among the three remaining partners, who then shared 
the receipts of the partnership equally. 

Appealing jointly against the executive council’s decision not 
to grant their application for basic salaries, the two junior part- 
ners contended that the annual income of the partnership had 
been reduced from £8,000 to less than £3,500. They considered 
that the total list of 4,500 was a small one for the partnership 
and that, unless the £300 were granted to them both, they would 
suffer hardship for the first few years while building up the 
practice. They stated that the receipts of the partnership still 
showed a marked decrease and the number of patients on the 
list provided an inadequate income. The executive council and 
the L.M.C. said that they had felt the applications should be 
considered in the Sight of the partnership. The two former assis- 
tants and the other partner shared equally the receipts of the 
practice ; 4,500 patients were considered sufficient to provide an 
adequate income for the three doctors without undue hardship. 

In deciding not to allow the appeals the Minister took account 
of the following facts: (1) The doctors could not be regarded 
as starting a new practice because they took over shares in the 
partnership. (2) They were suffering no loss of income due to 
the National Health Service, for prior to July 5 they were 
assistants. (3) As this was an equal partnership, the granting 
of the basic salaries would benefit the partnership as a whole 
and not these two doctors particularly, yet the capitation fee 
would be reduced in respect of their two lists only. 
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CONFERENCE OF REPRESENTATIVES OF 
SCOTTISH LOCAL MEDICAL 
COMMITTEES 

An all-day conference of representatives of Scottish Local 
• Medical Committees was held at B.M.A. House, Edinburgh, 
on Thursday, Feb. 10, 1949. Members of the General Medical 
Sendees Subcommittee (Scotland). Dr. Wand, Chairman of the 
General Medical Sendees Committee, and Dr. Stevenson, 
Deputy Secretary, also attended. Dr. William Knott, Glasgow, 
presided, and in his opening remarks explained that such 
opinions as the Conference might express would not be binding 
on anyone, but that they could and would be referred to the 
General Medical Sendees Subcommittee (Scotland), It would 
be useful in any case to knew the consensus of Scottish opinion 
on a number of the matters on the agenda. 

Eight motions on the agenda touched on the question of the 
capitation fee — which the Conference, without dissent, con- 
sidered “grossly inadequate." 

The principal debate on the subject centred round a motion 
by Perth and Kinross that pa) merit should be by a fixed capi- 
tation fee,’ paid without deduction, with separate fees fixed for 
temporary residents, emergencies, anaesthetics, and other con- 
tingencies, plus a sliding mileage scale with a fixed unit value, 
plus an inducement payment where necessary. 

Dr. McDonagh, who me. ed the motion, said the position at 
the moment was that the\ looked forward to adequate remuner- 
ation at the end of the quarter, but all they found was that 
the capitation fee th;., were promised was cut up and diverted 
into various channel The present system produced the 
anomaly of practitioners all over the country getting different 
rates of remuneration to: the same work. What the profession 
wanted to know was what the) would get for a particular job. 

Dr. Wand said that what they had to see was that the total 
sum received by the doctors i this country' for the job done 
was the right one and that it was properly distributed. He 
described in considerable detail proposals likely to be made to 
the Central Conference on March 3. 

The Perthshire motion was defeated by a large majority. 


The Special Inducement Fund 
During a debate on four resolutions on fixed annual payments 
and inducement payments Dr. Wand urged members of the 
profession to avail themselves of the Special Inducement Fund. 
' Some men. he said, felt it was like making application lor public 
assistance relief and that there was a means test, but he thought 
It was right and proper that those who administered the Fund 
should assess the needs of the applicant, which could be done 
oniy by assessing income. The number of applications under 
the Fund had been so small that nothing like a fraction of the 
Fund available had been expended. ** 1 urge that anyone who 
' knows of a case in which there is hardship should see that 
application is made to this Fund. ■ . , 

The Scottish Secretary. Dr. E. R. C. Walker, explained that 
the Department of Health's view on the Inducement Fund was 
that, as the name implied, it was intended to deal with types 
of area rather than just any case of hardship, as the Ministry 
now seemed to suggest. On his suggestion the Conference 
agreed that the matter should be referred to the General 
Medical Services Subcommittee (Scotland) to take up with the 


Department. 

Dr. Wand’s appeal arose on a motion by Aberdeen that the 
scope of the Inducement Fund should be widened and that it 
should be renamed in order that consideration might be given 
to applications for payment from the Fund in cases of special 

hardship. . 

Dr. Kellie Brooke on behalf of Kirkcudbright and Wigtown 
Local Medical Committee suggested that the following formula 
should applv to the whole of Scotland : Capitation rate multi- 
plied by the number of. patients, plus a fixed annual payment 
(where applicable), plus annual mileage payment, plus induce- 
ment payment, equals £1,500. His committee’s difficulty was 
in knowing when an inducement payment was necessary and up 
to what level. 

After some discussion, during which the figure of £900 net 
was mentioned by Dr. Wilkie Millar as being under considera- 


tion by the Medical Practices Committee, the motion was with- 
drawn, the Conference approving the general principle involved. 

Of six motions on the agenda on mileage payments, four were 
withdrawn. The first of the two remaining — that by Roxburgh, 
Berwick, and Selkirk, that mileage should be paid from a sepa- 
rate fund and not deducted from the Practitioners’ Fund — was 
defeated on a vote. The other — by Inverness— that mileage for 
maternity services should be separated from ordinary' mileage 
and should be paid on a running basis and not on a case basis, 
was referred to the Maternity Services Subcommittee. 

X-ray and Diagnostic Facilities 

Dr. Robertson, Edinburgh, spoke at length in submitting a 
motion that general practitioners should have direct access to 
x-ray facilities without the necessity of prior reference to physi- 
cians or surgeons at an out-patient department. His motion 
also asked the Conference to recommend that the possibility 
of employing radiologists and their equipment for the National 
Health Service should be favourably considered. The motion 
was on the agenda, he said, because of the action of a regional 
hospital board in the West of Scotland in rejecting such a pro- 
posal. If such facilities were available they would greatly 
enhance the work of the general practitioner. At the same time, 
however, it was realized that if such a proposal were carried 
it would embarrass radiologists, and for that reason they 
included the recommendation in the last part of the motion. 

The resolution was accepted without a division. 

There were two motions on the question of the provision of 
diagnostic facilities. The first, by Lanarkshire, proposed that 
diagnostic centres should be set up in all areas. Commending 
the motion to the conference. Dr. McArthur said it was hoped 
that such places would provide a centre where laboratory 
diagnostic procedures could be carried out for the local practi- 
tioners by qualified technicians. Others felt that radiological 
equipment should be available and that there should be an 
attendance of consultants at certain periods. The establish- 
ment of such centres would help to relieve the general practi- 
tioner of the extra work he had to do, especially in his surgery. 
The other motion, also by Lanarkshire, was a development of 
the first, and proposed that where a health centre w-as estab- 
lished all practitioners in the area, whether practising from a 
centre or not, should have available all consultant and diag- 
nostic facilities provided therein. 

It was pointed out that meantime the ruling of the Depart- 
ment of Health was that only the patients of those doctors 
practising from the health centre could be treated at the centre, 
the others being deprived of such facilities. 

Both resolutions were unanimously accepted. 

Expenses for Attending Meetings 

There were five motions on the question of expenses in con- 
nexion with attendance at meetings of local medical committees. 

In the course of the general discussion Dr. Wand intimated 
that the matter was to be considered at a meeting of the General 
Medical Services Committee the following week. 

On behalf of the Highlands and Islands it was pointed out 
that many practitioners had to travel by sea or air to the main- 
land and were absent from their homes for two nights. It was 
claimed that in such cases a subsistence payment ought to be 
made in addition to travelling expenses. 

Dr. Walker pointed out that Sir George Henderson at a 
meeting with the General Practices Subcommittee of the Scot- 
tish Negotiating Committee had undertaken to consider the 
possibility of the adoption of the Subcommittee’s suggestion 
that travelling and subsistence allowance should be paid in the 
Highlands and Islands executive council 3reas. 

Dr. Wand said he would look into the possibility that arrange- 
ments might be made for the payment of travelling expenses 
from the Central Fund, but he was not hopeful in regard to 
payment for subsistence. 

The Conference remitted to the General Medial Services 
Committee a motion by Dumbarton on the deductions made in 
respect of assistants in assessing a principal’s income for super- 
annuation purposes. 

By a majority the conference decided that the committee 
representing general practitioners under the National Health 
Service in Scotland in discussion with the Department of 
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Health for Scotland did not require more autonomy than had 
the similar body under the old National Health Insurance 
Scheme. 

A large majority carried a motion moved by Edinburgh that 
the General Medical Services Committee (Scotland) should be 
formed by the election of representatives of each of the 25 local 
medical committees in Scotland. Other proposals in the motion 
— that the number from each local medical committee need not 
necessarily be on a population basis ; that there should be 
ex officio members from the Central (National) Committee ; 
and that the Scottish representation on the Central Committee 
should be by election from the members of the Scottish General 
Medical Services — were remitted to a subcommittee for further 
consideration. 

The Conference referred to the General Medical Sendees 
Subcommittee (Scotland) a motion on the question of the pre- 
paration of a model scheme for the election of local medical 
committees in Scotland. 

Other motions directly associated with the scheme which 
were discussed included a proposed free supply of medicines 
to private patients ; certificates of incapacity required by 
employers ; the provision of locums ; telephone charges in 
rural practice ; filling of vacancies in general practice ; and the 
appointment of a committee at Scottish Headquarters to deal 
with the problems of general practitioners in Scottish hospitals. 

Lastly, the Conference gave their unanimous support to a 
motion calling attention to “the very unsatisfactory state of 
tl\e tuberculosis sendee throughout the country and particu- 
larly to the fact that open and infectious cases were kept at 
home in overcrowded houses.” 

Dr. Douglas Robertson urged upon the Conference the impor- 
tance of the subject. Responsibility for the present position, 
he said, must lie at the door of the community, with the Minister 
of Health, and to some extent also upon the medical pro- 
fession. “ It is up to us to keep hammering away at the stone 
wall of complacency.” 

The Conference closed with votes of thanks proposed by 
Dr. Ian Grant, Glasgow. 


PSYCHOLOGICAL MEDICINE GROUP 

A meeting of the Psychological Medicine Group will be held 
at B M.A House on Monday, March 7, at 11.30 a.m. to receive 
a report from the Group Committee and to discuss matters of 
interest to members of the specialty. The main theme of the 
discussions will centre round the Hospital Index Cards 1 and 2 
which have been introduced into mental hospitals for statistical 
purposes Dr C P Blacker, F.R.C.P., London, will address 
the conference in the morning on the value of the statistics to 
research m genetics, and in the afternoon Professor T. Ferguson 
jRodger, of Glasgow, will speak on the value of diagnosis in 
phnical records in mental hospitals. The Group Committee 
hopes that as many members as possible will attend, and extends 
a cordial invitation to all non-members of the Group who may 
be interested 


HEARD AT HEADQUARTERS 


The First Thousand 

The proposers of the plan to have a larger capitation fee for 
the first thousand on the list showed a certain anxiety lest the 
proposal b c misunderstood. It scarcely seems possible for the 
mo-,t casual person to suppose that it benefits only the practi- 
ti oners with small lists. Obviously it benefits all practitioners. 
If t!ie augmented rate for the first thousand is 30s. (the figure 
is taken on!) as an example and for ease in calculation), it 
work! mean an increase of £629 in the remuneration of the 
practitioner with onh 1,000, as compared with the present rate 
ol ’ " 's! , but it w tuJo a i so mean an increase of £629 for 
t.’e practitioner with a list of 2,000, or 3.000, or 4,000. It is 
net tberetore a vchemc s or basing two classes of practitioners, 
’’ ' P - 1[ a lower and the other at a higher rate. Nor does 
rr, ''' n tv, ° classes of Service patients, for ihe question 
• ether a patient is within the first thousand or within a 


subsequent thousand, or is on a short list or a long list, will 
make no difference than it does at present, 

‘ Echoes from Yesterday 

In her posthumous book Our Partnership, recently published, 
the late Mrs. Sidney Webb makes some unkind references to 
the British Medical Association of forty years ago, at. the time 
when she and her husband were campaigning for the abolition > 
of the Poor Law. She speaks of the Association as representing, 
or being, “ inferior medical practitioners fearing the encroach- 
ment of preventive medicine on physick mongering.” Later, 
at the time of the Insurance Acts controversy, she speaks of the 
B.M.A. as having only one idea, to protect the interests of the 
worst type of medical man by a futile insistence on free choice 
of doctor. Mrs. Webb considered free choice an “ obvious 
absurdity,” as absurd as free choice of teachers by school- 
children or by parents — indeed, more absurd than free choice 
by parents would be. With her brilliant mind, Beatrice Webb 
combined sharp "judgments on men and things, and the BALA, 
is in good company under her denunciations. For example, 
she refers to Mr. Churchill as “ egotistical, bumptious, shallow- 
minded, and reactionary.” Some prominent B.M.A. figures 
come into her narrative, including “ the unfriendly Tory presi- 
dent of the B.M.A.,” the allusion being to Dr. Macdonald, of 
Taunton, who was not President but Chairman of Council. 
Dr. Smith Whitaker, the B.M.A. secretary, also’ comes in. She 
says that he was not unfavourable to her plan for transferring 
Poor Law medical relief to public health authorities. She asked 
him, “ Is the B.M.A. going to dominate the new service or is 
it not ? If it throws itself at once on the side of the new 
regime then it will dominate it ; if it opposes -this development, 
the new scheme will organize itself as a rival." “ That is what 
I tell them,” said Smith Whitaker. Much traffic has rolled 
down Whitehall since those battles of long ago.' 

Dear Doctor 

A doctor has received the following letter from a patient: 
“Dear Doctor X, — Two years ago you gave me some tablets 
to get my weight down, which I did (18 lb.). Now I find I 
keep rapidly gaining again — nearly 33 st. As I am only 30 
years of age surely this is far too much. I put on about 2 lb. 
per week. May I have some more tablets, and I will stick to a 
diet again ? I was wondering if it was possible to have some 
of the new stilff they use for jockeys and fighters that gets their 
weight down without a lot of diet. I would be quite willing to 
pay for it as a private patient, as I don’t suppose it comes under 
the scheme. Perhaps you would let me know. I’ve only pnt 
on all this weight since Y. was bom in 1944.” This letter is 
in a rather different vein from others. There seems to be 
some doubt about what the N.H.S. can do. 

In Favour 

A correspondent tells us that having been placed on a short 
list of candidates for a vacancy on an executive council list 
he was asked by the chairman of the interviewing committee : 
“ Are you in favour of the National Health (Service, and how 
do you propose to carry out its projects in the area of the prac- 
tice in the event of your appointment ? ” We do not know 
what his answer was ; expediency would seem to have demanded 
“Yes" to the first part, for the chairman is said to be a 
prominent Socialist. In any case it is wholly undesirable that 
a candidate for a vacancy should be subjected to what can be 
interpreted as a political test. The chairman then asked : “ As 
you are married and have children, how do you propose to 
arrange for the education of your family ? ” It is difficult to 
see what bearing this impertinent question can have on a 
doctor’s fitness to practise in any area, and again we are left 
wondering — as the candidate was — whether political considera- 
tions prompted it. Is the approved answer, “At a State 
school ” ? What makes the matter worse is that both these 
questions were read out from a list,* so presumably they had 
been carefully considered and represented a defined policy. 

Contact, Men? 

We have heard a lot about contact men recently — those 
obscure catalysts facilitating transactions between the Govern- 
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lent and the public — and it seems that some people imagine 
heir doctors to be in that category. Gone are the days — for 
hem of falling ill, seeing a doctor, being cheered by his keen 
aterest in an important case, cured by his incomprehensible 
prescription. “Positive health” is their aim, and a line to 
heir doctor will bring the resources of the State to their door. 
V doctor sends us a note that he received the other day : “ Will 
'ou give Harold M. 4 week certificate put date Sat. 22, 1949, 
ilso will you give him a note for extra coal and a note for 
bins vests and pants. . Another doctor sends us the 

oil owing ; *• To Doctor X • Please may we have our tonics 
enewed ‘ One for Albert ’ (Cod Liver Oil and Malt and iron 
onic), a tonic for Gran (SU> to help her sleep and keep her 
rood-tempered, and may I have some tonic capsules for James ; 
ie's 151 and taking his school cert, something to keep him fit 
md energetic, and lastly rr:.\ I have some capsules or some- 
hing to keep the famsh nt and if I may have something to 
lelp me sleep (middle age >ou know) and thank you for all 
:ou’ve done in the past and all you’ll be doing in the future.” 


Questions Answered 


Trainee Assistant 

Q . — 1 applied to local executive council for the etnploy- 
nent of a trainee a.;u The assistant started on Dec. 1. 
948. Will his remuneration he paid from that dale, the council 
teing aware that the ass.stai.: started to train as from Dec. 1 ? 

A. — The gram is pajable from the date on which the assistant 
akes up the appointment, or the date on which approval of 
he training grant is notified, if the appointment has been made 
jeforehand. 

Prescribing Spencer's Support 

Q . — Can Spencer's support for left inguinal hernia be 
ihtaincd on Form E.C.10 

A. — The Ministry's' view is that this is not a truss but a type 
>f belt, and therefore it cannot be prescribed on Form E.C.10 
is the Third Schedule stands. 

Basic Salary and Partnership 

Q . — Just before July 5. 1948, I purchased a half-share in a 
partnership in general practice. Both my partner and I applied 
for the fixed annual payment of £300 per annum. My partner's 
ipplication was granted ; mine was refused. Over 90 % of the 
patients in the practice are on my partner's panel. In compili- 
ng our quarterly cheque our local executive council deducted 
one-seventh of the number on my partner's panel before paying 
the capitation fee. Should they not have deducted the one- 
teventh from half the number of patients on our combined 
panel, as by the terms of our partnership agreement half the 
patients are really mine and the Minister undertook that partner- 
ship agreements would not be interfered with ? 

A. — Normally, practitioners in partnership pool all their 
earnings and draw out from a common account in proportion 
to the" share of the practice they hold. Unless some other 
arrangement was mutually agreed by the partners concerned, 
the fixed annual payment of £300 and the automatic adjust- 
ment of the capitation fee would be likewise pooled. Thus 
the executive council is correct is deducting one-seventh from 
the capitation fee in respect of the number of patients on your 
partner’s list. 

Examination of Traveller 

Q . — A well-to-do patient came to sec me last week with a 
request that 1 should examine her, since she had to be certified 
as fit ( especially in regard to tuberculosis) before being accepted 
to join a party at a Swiss hostel. I did not request a fee for 
this service, but it has since occurred to me that the scope of 
the service rendered was outside the National Health contract. 
Is this so or not ? 

A. — You are required by j our terms of service to render all 
proper and necessary treatment to one of your public patients. 
You are therefore debarred from charging the patient for the 
medical examination. But if the patient requires a medical 


report for the purpose of joining a party at a Swiss hostel you 
can charge an appropriate fee, since such a report is not . 
included among the list of medical certificates which .are 
required to be given free of charge. 

Circnmcision 

Q . — Are circumcisions performed or. babies considered to be 
under the terms of service of medical practitioners, to whom 
it is open to refer the case to hospital for operation, or car. / 
charge a fee ? The point arose in connexion with a baby a 
week old who had a tight foreskin, and 1 considered it neces- 
sary to circumsise the baby, though I was not given a medical 
aid form for that because I had been called to attend the mother. 
I claimed for attending the baby in addition on form M.20, 
but this was disallowed on the aforementioned grounds. 

A. — The view of the Ministry is that the remuneration pay- 
able to general practitioners must be inclusive of all treat- 
ment carried out which does not demand special qualifications 
or experience. It recognizes that there are various items of 
treatment which, while not regarded as being an obligation upon 
all practitioners under their terms of service, some practitioners 
will wish to carry out, but, having regard to paragraph 10 (f) 
of the terms of service, no extra remuneration will be payable 
where they do. Circumcision, infantile and adult, is held by 
the Ministry’ to be covered by the above ruling. If the patient, 
however, is not on the doctor's list or the list of his partner or 
assistant a fee may be charged in the ordinary way. 

Claim for Compensation 

Q . — I have to pay interest and capital on a large sum of 
money borrowed to purchase my practice in 19-6. 1 under- 
stand that payments on account of compensation are r.ow being 
made. I should be grateful if you would inform me of the steps 
necessary to claim a payment on account of compensation due 
to hardship. 

A. — Under the Medical Practices Compensau'on Regulations, 
194S, a practitioner who claims to suffer hardship by reason of 
the non-pa\ r ment before the date of his retirement from practice 
or death of compensation to which he is entitled under these 
regulations may at any lime submit to the Minister a request 
for immediate payment of the whole or any specified part of 
the compensation to which he is entitled or, if the amount of 
compensau'on payable to him has not been ascertained, for 
an advance payment on account thereof. Claims, giving full 
details of the grounds on which they are made, supported by 
such written evidence as is considered necessary, should be 
addressed to the Secretary, Department A.G.D. 3, Ministry of 
Health, Whitehall, London, S.W.I. 

Anaesthetist's Fee at Confinement 

Q . — Is any additional fee payable for the services of c second 
doctor when required to give an anaesthetic at a confinement ? 
What form should be used ? 

A. — If the maternity service is being provided under the 
arrangements of the Act, it is the responsibility of the first 
practitioner to notify the local executive council on Form 
E.C.24 or 24A that he has called in a second practitioner to 
give an anaesthetic, and the executive council would then sub- 
mit a claim to the local medical committee, which would decide 
the appropriate fee for the service. If. however, the case was 
a midwife's emergency, the fee for giving the anaesthetic is 
£1 15s. and should be claimed by the first practitioner on the 
official form of report submitted to the medical officer of health. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require emplov’ees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hacknev-, Poplar. 

Non-County Borough Councils. — Dartford, Radcliffe (limited 
to future appointments), Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-Ie- 
Sprinc, Huvlon-with-Robv-, Redditch (restricted to new- appoint- 
ments'). Tvideslev-. 
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Correspondence 


Payment of Clinical Teachers 

Sir, — W ould the problem of payment of clinical teachers 
not be best solved by a frank recognition of the fact that the 
appellation “whole-time teacher” is a misnomer? All such 
teachers are obliged to do clinical work, and their clinical 
responsibilities are identical with those of their colleagues on 
hospital staffs. Previously it was necessary to practise privately 
to gain an income from clinical work, and in consequence the 
universities invented the myth of the whole-time clinical teacher. 
The necessity for prolonging this pretence no longer exists. 
Why not say so ? 

A part-time salary as a teacher and a part-time salary under 
contract with a board of governors, with suitable restrictive 
clauses on both sides, would clear the air from every point of 
view. Clinical teachers of all kinds would then know exactly 
where they stood, the hospitals would be on proper terms with 
their staffs, and the universities would have lost nothing. Indeed, 
their anxieties as to the future of their salary scales could only 
be eased by such an arrangement. — I am, etc., 

i Hcpoc Charles A. Wells. 

Loading the Capitation Fee 

Sir,— H ere we are faced with the problem of enabling the 
man with a small list — say 1,000 upwards — to remain solvent 
without diminishing the emoluments of the man with the big 
list, and at the same time keeping within the recommendations 
of the Spens Report. In order to do so it is necessary to con- 
sider the approximate expenses or outgoings of a sample of 
genera! practitioners taken throughout the country, which gives 
the following figures: 

L 

Allowed for income tax purposes 757 

Disallowable expenses 270 

Income tax, housekeeping, clothing, etc 862 

Total . . 1,889 

At the present rate of remuneration the doctor with 1,000 
patients on his list would receive £986 if granted the basic 
salary, or £800 without. How can this class of doctor become 
solvent ? There are several ways: 

By loading the capitation fee to £2 per head for the fi. s i 
thousand. Is this possible ? After much juggling, with 'the 
aid of my accountants we found it was not, because- It the 
first thousand had a capitation fee of £2 per heat’,— i.e., big 
enough to cover all expenses — it would be impossible to pre- 
serve equity with larger lists and still keep within the Spens 
Report. The following computation is therefore suggested: 


No of 

1 Patients 

Capitation 

Fee 

j Total 

Bala'' e Credit or Debit 

Ul 1. 000 

<00 

Vd <00 

4th 500 
<ih <00 

f.th <00 
-th <00 

£t 10s 

£1 5s 
£1 

15s 

15s 

10s 

10s 

£1.500 

£625 

£500 

£375 

£375 

£2* 1 3 
£2'0 / 
1 \ 

Will a basic salary or expenses 

allowance to meet his liabilities 
Jus'/about covers his expenses 

HP’s a balance credit of about £300 
H'^s a balance credit of about £500 
B'llance credit increased but income 
' tax much heavier 

1 tig lists require to be discouraged in 
z future 


'hich is \Mthm £700 of present scale. 


\tter mam hi>urN working oip the problem it was decided 
that it is impossible in equity to! others to make the man with 
1.000 patients solvent except by fcasic salary or expenses allow- 
ance The idea, therefore, was (abandoned with regret. 

What are the advantages of Vhis method of meeting the 
situation ’ It would raise the .Verage rate of payment for 
t!u"e men who on change-over fiVm private to State practice, 
e row srra I lis:-, or whose geographical position renders 
■; i.-.possiM.. to collect large ones, ai d n '-**make them solvent 
%-![ h ”->• rter’e-ine with the remuner i n of i ‘^larger Iisls - 
l< would meet the difficulty that the rat., f erneUl OJ ,0 recei P ls 
m ffie smaller practices is much higher. ' Sil 1 a!I CXCCpt 


the 1,000-and-under lists enable the basic salary to be abolished 
except for new entrants and the aged, and also the Inducement 
Fund except in special cases. It would greatly help the young 
man starting in practice, who otherwise would find it difficult 
to make ends meet. It would tend to discourage the swollen 
lists and help in time to spread patients more evenly. 

Disadvantages : It would tend towards laziness in some practi- 
tioners ; but there are black sheep in every flock, and 1 am 
sure the percentage would be very' small compared with the 
overall benefit obtained. The reason for the small list would 
also soon be known to the executive council, which would take 
what action it considered necessary where abuses were known 
to exist. 

Alternatively by expenses allowance. — An expenses allow- 
ance sufficient to cover the minimum basic professional charges 
before a man can go into practice at all might be granted, in 
which case the capitation fee would be by way of “ remunera- 
tion for professional services,” the doctor's total emoluments 
being built up in this way with the addition of mileage, etc., 
where applicable. 

Advantages: The young man just starting in practice would 
have enough to make ends meet until' he attracted patients to 
himself. The elderly practitioner would be able to ease off 
and still pay his way. 

Finally, there is the method suggested by me, published in 
the Lancet of March 22, 1947, which as a long-term view has 
much to recommend it but cannot be dilated on- here. — I am, 
etc.. 

Worthing, Sussex. Harold Leeson. 

Graduated Capitation Fee 

Sir, — When 'in May last the profession astonished the world 
in general and Mr. Bevan in particular by its precipitate suri 
render it left unsettled, and in large measure undiscussed, nearly 
all the really important details pf the Service to which it com- 
mitted itself. One of these important details, itself closely 
linked with the question of remuneration, is the faulty distri- 
bution of general practitioners in relation to the population of 
the country. 

Before the Service started it was possible for a doctor to earn 
a very satisfactory living with 1,000 patients if these were 
private patients of substantial means accustomed to look to 
their doctor for individual care and consideration and to pay 
him apoordingly. And such a doctor might well put in just 
as long hours and devote just as much skill to his work as 
hts colleague at the other extreme who worked a. vast panel 
and contract practice in an industrial area. Each doctor had 
selected the type of practice he preferred, and neither would 
have felt at home in the other’s shoes. AH this is arbitrarily 
changed by the advent of the-N.H.S., and while the doctor in 
the industrial practice is working harder than ever and is earn- 
ing substantially more the man with the small list practising 
in the “ over-doctored area ” is facing stark ruin. From the 
public point of view the position is thoroughly bad, for it 
means that skilled man-power is to an extent being wasted. 

All this was abundantly obvious years ago, yet nothing "' 2 ? 
done about it ; ' arid in May our leaders advised us — and we 
accepted the advice — to enter the Service trusting to the well- 
known benevolence of our new autocrat to smooth away the 
difficulties. This is one of the many really bad features of 
the N.H.S. Act, and one of which we must demand amendroen* 
as a matter of urgency. It is no solution of the problem tc 
say, as some of the “planners” do. that it will be resolvec 
in time by supply and demand reinforced by the Special Induce 
ment Fund. Such a process would take 10 or 20 years, and tr 
the meantime what is to happen to the doctor with the sms' 
list ? Is he to be forced out of his home and the practice 
in which he has worked for years by economic pressure auc 
to become a suppliant to this committee and that for permit 
sion to practise his profession in some district where doctors 
are scarce ? 

Under existing conditions the financial inducement is entirely 
towards' numbers without regard to quality of work. The best 
income is to be earned by the doctor who 'is prepared to act 
as a sorting-room clerk, passing on his patients to hospij" 
without even troubling to make a diagnosis. A few friend!) 
words of reassurance, a suitable batch of certificates, a brie' 
introductory note, and the responsibility is shifted in a vc 9 
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few minutes without loss of goodwill. By .this means very' 
large numbers of patients can be dealt with. But are we really 
content to prostitute our skill and our training in this way ? 
Arbitrary' methods of control by way of direction, whether 
positive or negative, are highly obnoxious in a freedom-loving 
community, and must be resisted in the interests of the nation 
no less than of our own profession. 

v The basic salary' is, of course, a half-hearted attempt to meet 
the difficulty of the doctor with a small list. It is objection- 
able in that it certainly constitutes a step towards State-salaried 
sendee and that it is wide open to abuses of various kinds. 
Mileage grants, even wjth the latest increases, are wholly 
inadequate to meet the needs of the practitioners in a sparsely 
populated area in that no account is taken of the time they 
are compelled to spend in transit. The Special Inducement 
Fund if fully applied would do little more than scratch the 
surface of the problem. It has, moreover, been badly pub- 
licized and to most doctors wears an unpleasant odour of 
charity'. 

What then is the solution of the problem of securing that 
in a reasonably short time doctors will be so distributed through 
the country that the public is adequately looked after and 
that each practitioner has a sufficient income without the 
necessity of taking on so many patients that he has no time 
to devote his skill to any of them ? The arbitrary lowering 
of the ceding from 4,000 to 3,000 or 2,500, coupled with a 
very' substantial raising of the capitation fee, would no doubt 
solve one aspect of the problem, but it would leave large 
numbers of patients in crowded industrial areas without a 
doctor. 1: is, moreover, objectionable in that it constitutes yet 
another arbitrary interference with freedom. 

There remains the method of the graduated or tapering 
capitation fee. For example : 

A capitation fee of 35s. for the 1st thousand patients 
A capitation fee of 30s. for the 2nd thousand patients 
A capitau'on fee of 25s. for the 3rd thousand patients 
A capitation fee of 12s. 6d. beyond 3,000 pau'ents 

This method has much to commend it in that it provides for 
all types of men and women practising in the Service. Those 
who prefer to limit their lists to 2,000 patients in order to deal 
with them fully and intimately are able to earn an adequate 
income, while those who delight in a large practice are 
rewarded for their popularity and their extra labours, but on 
a diminishing scale as the numbers on their list approach the 
limit of efficient work. Above all, the individual is free to 
make his own choice as to the type of practice he will have. 
He is free from the coercion and the arbitrary control which 
characterize the other methods. — I am, etc., r 


Orp.ngton. Kent. 


A. C. E. Breach. 


Sir, — I would like to add my support to the plea of Dr. C. W. 
Warner (.Supplement, Feb. 5, p. 59) for a careful consideration 
; of the suggestion of the Secretary that a graduated capitation 
t fee might go far to solve our present difficulties ( Supplement , 
j Jan. 15, p. 21). Dr. Warner, following Dr. Reginald Deane’s 
• review (Jan. 1, p. 5) of the financial rewards and responsibilities 
. of general practice, makes the obvious point that it is quality 
- as well as quantity that should be rewarded, but it is one of 
those obvious points that are so easily forgotten by the planners. 
Now, real quality in general practice cannot be assessed in 
.■ ficures ; it is one of the imponderables, depending on person- 
y ality as well as training and the fitness of the man for his job. 
j. Financial rewards will not create it. All we ask, therefore, is 
/that the lack of them should not actively discourage it. That, 
, however, is precisely what the uniform capitation fee, with 
financial rewards only for big lists, and no extras, is bound to 
do. There are some, especially in the prime of life, who may be 
*, able to “ deal ” with 3.000 patients, but should they be rewarded 
beyond those whose method it is to give more time, offer their 
patients the results, perhaps, of a riper experience, and perform 
services ranging from simple psychological explanations to 
items of minor surgery, the necessary skill for which they have 
, acquired through the years ? I suggest they should not. 

Now. a graduated capitation fee, providing, a reasonable in- 
come for the man who, by necessity or choice, keeps his list 
at about 1.500. and offers considerably less reward per capita 
- , if he increases it above that figure, will favour the type of 
5. practice that we can most approve, and the type that a con- 


siderable proportion of the population have been used to in 
the past and have paid for at fees varying from 5s. to 10s, 6d. 
per visit, in fact the solid body of middle-class private practice 
by means of which we have for years subsidized, and made 
possible, our panel practice. These middle-class patients still 
expect — and in my submission have a right to expect — similar 
services under the State scheme. It is a fallacj' of egalitarianism 
to suppose that the business man or university professor can 
be given the medical services be needs as quickly as the labourer. 
In the former case the whole mode of approach must be 
different to obtain and retain confidence, explanations of the 
illness are demanded more often, and alternatives of treatment 
and disposal more fully discussed, so that the doctor practising 
among the higher strata of society must of necessity spend 
more time to give equal service. This is a simple psychological 
fact known to anyone who has experience of different types of 
practice, and provision for the difference in the pay-sheet would 
go far to remove the present dissatisfaction and injustice. To 
obtain this, apart from a different capitation fee for persons of 
different income levels, with all the difficulties such a system 
would involve, -the Secretary’s suggestion would seem to offer 
the best prospect. 

Nor should we be quite so opposed to payments for extra 
services. A high level of what is to be regarded as “ general 
medical services " is not inconsistent with special payments for 
special services that a practitioner has made himself competent 
to render. Indeed, this is the only way to avoid the out-patient 
departments’ being cumbered with work that can equally well 
be done in the surgeries, and younger practitioners’ never acquir- 
ing the skill to render many services well within their potential 
powers. Varicose-vein and pile injections and paracentesis of 
the drum fall into this class, and a list could easily be drawn up 
that would have the general agreement of the profession and 
would encourage the practitioner used to giving as full a range 
of service as his competence allows to continue to do so, to 
the greater satisfaction of his patients with the State Service in 
which they now find themselves, and to his own added zest and 
profit Incidentally, it is surprising how often State patients 
to-day wish they might be allowed to pay themselves for some 
extra service from their doctor which they have valued. 

That abuses might occur is not sufficient reason for reducing 
general practice to a clerkship. Where are the regional medical 
officers who used to call and advise us on our problems under 
the panel, and who could surely still be chosen to carry our 
confidence and assist in working a Service both safe and satisfy-' 
ing ? The fact is that psychology has been ignored — the psycho- 
logy of patient and doctor alike — and variety in practice has 
been ignored, and until these fundamental errors are recognized 
and corrected the Service will not in any true sense have been 
born. — I am, etc., 

Wembley Part, Middlesex. 1 1- 51. HARRIS. 


Sir, — Years ago it was mooted wives and children were to 
be put “ on the panel ” at a lower capitation fee than that for 
the wage earners. Do I rightly remember that the B.M.A. 
thought this “a wrong principle," for “a wife would need just 
as much - treatment as a husband and extra numbers did not 
change that fact ” ? Have I read letters of honoured colleagues, 
here and in the Dominions, affirming that justice required 
payment per item of service ? 

Is it true that practice expenses (mileage apart) are less per 
head for comparable service in the crowded areas ? ‘‘Tell that 
to the marines ” would be a fair if rude reply. If the ratio of 
expenses per head to total income is in fact less in the industrial 
areas, that, I suggest, is due to the miserably poor quarters 
in which my hard-working colleagues of slum districts live 
and work compared with the elegant, if not palatial, homes and 
gardens of many of our country’ brethren. 

I am sorry for the rural doctor who has lost income and 
I would be prepared to pay to help him. but not by the 
foolish method of making slum practice still less attractive 
and increasing the imbalance in the numbers of practitioners 
between town and country. One of the aims of the Health 
Act was to redress this balance, not by forcibly shoving human 
beings into the arms of conscripted doctors marched into the 
slums, but by making conditions in these less hnoov districts 
more inviting for doctors and patients. In poor districts there 
is, in fact, no private practice. I doubt whether any Government 
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would be so stupid as to affront the sensibilities of the poor 

whose doctors have to have lists of more than 1,000 or 1,500 

by telling them that their doctors are to be paid less, on the 
average, for each of them than are the country doctors for 
each of their patients. 

Limit lists, yes, to the number which population arithmetic, 
decent consideration for sentimental ties, and the average doc- 
tor’s energy suggest is right, and beyond that do everything 
to help each of us to practise medicine with the self-respect 

which comes from good w’ork ; but do not turn the slum 

practitioner into a disgruntled man by making him feel, as he 
sees his last few patients at about 10 p.m., that he is getting 
less and less for more and more. — I am, etc., 

London. S E.16. J- A. GlLLlSON. 

Sir, — I n the Supplement of Jan. 15 under “The Secretary 
Reports,” correspondents are invited to discuss the question 
of a graduated capitation fee. I am delighted that the I3.M.A. 
h open to reconsider its former attitude to this question, as I 
feel sure that the adoption of such a method of payment would 
go far to solve our financial problems. 

The present method of payment is based on the erroneous 
assumption that a city doctor with 4,000 patients does twice as 
much doctoring as a country doctor with 2,000. The error in 
this assumption lies in the following classes of work which the 
general practitioner normally does in the country but not in the 
town : 

(nl Treatment of superficial sepsis, most injuries, including simple 
fractures, imecuon of varicose veins and haemorrhoids, circumcisions, 
tapping lndroceles, etc., which the city doctor sends to casualty 
dcrartmcnis 

(b i The simple diagnostic investigations {or which the city doctor 
uses ho-.pn.il out-patient departments. 

u! Ihc in-patient work in cottage hospitals (excluding specialist 
vork i for which the payment by the regional boards is quite 
inadequate 

1 think it would be deplorable if this essential and natural 
difference between town and country practice were wiped out 
by the present unimaginative method of payment. The desire, 
or otherwise, to do as much as possible himself is an impor- 
tant factor in a doctor’s choice of practice ; and for a country 
patient to have to travel fifteen or tw'enty miles to the nearest 
casualty department to have his whitlow opened or his baby 
circumcised, because his doctor now has too many patients to 
spare the time to do it himself, would be a real hardship. 

I certainly do not wish to see the idle or incompetent man 
subsidized by his colleagues, but I do think that some help 
should be given to the man starting in a new practice, whose 
difficulties are now very- great indeed. I suggest therefore the 
following scheme of payment: 

(11 Basic salary for the first three years in practice, payable 
automatically, as a matter of right. 

(21 Standard capitation fee for the first and third thousand. 

(?) 175% of standard capitation fee for the second thousand. 

(41 25% of stjndard capitation fee for the fourth thousand. 

(51 Really adequate mileage. 

(6) Higher payments by regional boards for staffing general- 
practitioner hospitals. 

If the standard capitation fee is correctly linked to Spens the 
above method of distribution should give fair remuneration to 
all. — I am, etc., 

Ilfracombe. Devon. A. STORMONT. 

Sir. Everyone should read Dr. C. W. Warner's letter 
(Supplement, Feb. 5, p. 59). Very clearly and rightly he 
draws our attention to the evil that results from the present 
capitation system. If we are to retain such a system of 
remuneration at all, as Dr. Warner points out, it must be 
graduated to increase the income of those with relatively 
Mnnll lists. This is an economic necessity, but it is even more 
important that we should break away from the damaging 
co --ption that a doctor's work can be valued everywhere by 
t* e simple addition of the numbers for which he has under- 
taken to be responsible. 

number of the Supplement contains an account of 
* , Udl s address to the Metropolitan Counties Branch, 

, a-sv-er to a questioner in which he is so rightly insis- 
tP't we should demand nothing more or less than the 


application of Spens. However, the application of Spens may 
not be so simple. In the first place it is difficult to ascertain 
just how far Spens is actually being applied at any given time 
Then if remuneration is found to fall below the standard there 
is much more loss before it can be corrected. Worst of all. 
to secure such correction it looks as if the profession is nov. 
to be involved in a series of plebiscites and strikes which will 
lower its prestige and eventually give the public an excuse for 
complete nationalization and utter degradation. 

Apart from several adjustments, including graduation, the 
capitation fee should be permanently attached to every known 
factor that affects the general level of professional remunera- 
tion. Then the onus of constant checking and vigilance to see 
that Spens is applied should not fall entirely on the profession. 
Its application should be automatic and all variations applied 
to the quarter’s or year's remuneration, retrospectively if 
necessary.' 

The main difficulty at present in the way of all this is the 
profession’s pathetic clinging to a handful of private patients. 
The Minister can always claim that any doctor with a small 
list is spending his time on private work rather than giving a 
correspondingly greater degree of attention to each caput 
Public appointments need present no difficulty, as these coulc 
be assessed at so many capita apiece both for purposes cl 
graduation and for the overall application of Spens. It is tc 
be hoped that some such step will shortly be taken to secure 
the status of our profession for all time, yet if our leaden 
prefer to wage a constant battle to keep remuneration abreasi 
of varying circumstances we must on every occasion support 
them to the extent of striking if we are not to be' worn down 
to the status of pre-war farmers. — I am, etc., 

Eye. Suffolk J. SHACKLETON BllLFi. 

Private Patients at Health Centres 

Sir, — I venture to suggest that at some B.M.A. meeting in 
the near future some such' resolution as the following should 
be discussed— and I hope adopted. 

That it is the view of this meeting that the Minister of Health is 
acting in a despotic, inequitable, and contemptible manner in denyfcS 
to certain citizens the right of access to health centres and the right 
to the provision of drugs by the State, for both of which rights they 
pay specific taxes. 

This meeting presses for strong action to be taken in the House! 
of Parliament to remedy these injustices from which some of Hi 
Majesty's loyal subjects now suffer. 

I understand. Sir, that at the last Conference of Local Medics 
Committees the question of the right of private patients t< 
attend at health centres was brought forward by delegates froff 
Birmingham. I believe the matter was not strongly press# 
because it was felt it might be to the advantage of the dodo 
if his private patients did not have access to any health centre 
If this is true, Sir, it is a deplorable example of the philosophy 
which is destroying us. If we continue to decide the rights atw 
wrongs of a matter according to its good or ill effect upon on 
own financial well-being we are indeed doomed to yet deep: 
degradation than we have yet suffered ; and how seldom matter 
affecting us are ever discussed from any other angle is reveal# 
by a glance at any issue of the B.MJ. ' 

This question of the provision of drugs for private patients 
and their right to all the, facilities for diagnosis and treatmen 
available to the general public, is a matter of justice and rich 
and should be dealt with accordingly, and not at all — either by 
us or by the Minister of Health — from any financial aspect.- 
1 am, etc., 

Stafford. JOHN FrEW. 

Frustration 

Sir, — The National Health Service is now a fait accompli 
We have lost the right to practise where we like without tb 
permission of the local executive council ; we cannot buy 0 
sell the goodwill of a practice ; we can only claim compewa 
tion for our loss of goodwill of our practices when we resit’ 
from the Service, and this most of us cannot do. Our youth 
doctors have more than "considerable difficulty in finding suit 
able posts. 

We have been asked by our leaders to make this Nation* 
Health Service a success, and this, I am sure, all reasonable 
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nd conscientious doctors have tried to do ; but now, at the 
nd of six months of a National Health Service, can we truth- 
ully say that the average general practitioner is happy and 
ontented in his work ? Financially many are better off, others 
re worse off. In many, however, be they better or worse off, 

subtle psychological chance has taken place. There is a “ to 
tell with it all " attitude of mind. “ Why bother ? Let them 
lave what they want, and don't let us have an argument.” And 
'hy this feeling of frustration and weariness ? Our dental 
olleagues do not suffer from it ; they are happy in their work 
nd feel it is worth while practising conservative dentistry. 
Yhy ? Because they has e been adequately paid for their 
ervices. The average doctor o frustrated because he feels he 
s being exploited and there is nothing he can do about it. 
True, by increasing his N H.S list to a size which he is incompe- 
ent to deal with, he can make a good living. He might even 
mploy an assistant to relic, e 'rum of some of his work, but a 
arge list is still necessary ,f he is going to pay that assistant's 
alary. He can cut down hi' hu to a reasonable number, but 
f he has no private practice to augment his income his former 
tandard of living must be reduced. 

There is going to be a Special Representative Meeting in 
Alarch to discuss remuneration Before this meedng, do let us 
orget about the recommendations of the Spens Report. After 
ili they were only the incomes of various percentages of doctors 
if different age groups and :n venous conditions of practice, 
fhese in many cases were based on the incomes of N.H.I. 
iractices. which were s..-Sidized by good private practices in 
he days of private enterprise. Now the whole situation is 
hanged, and no matter what service we give and what type 
if waiting-room and other '• renities we provide for our patients' 
lomfort we are all paid alike. Private practice has in many 
jarts of the country ceased to exist. 

Before this Special Representative Meeting in March let all 
he Divisions in the country be uf one mind and instruct their 
epresentatives to derr.a-d an adequate capitation fee for every 
loctor no matter where he practises. Let that fee be 30s. per 
latient for the first 2,000 patients on the doctor’s list, and a 
eduction for every 500 on me list above that number, so that 
t would not be worth while for anyone to take more patients 
an his list than he could attend to. Such a scheme would avoid 
aur younger and impecunious colleagues’ bring exploited as 
issistants in practices with huge lists, and would perhaps enable 
some of them to set up in practice on their own in what might 
hen become “ under-doctored ” areas if lists were limited. It 
would also encourage our senior members to take the younger 
r.en into partnership. 

Let us know what we want, and be determined to get it or 
esign from the Service. lest the standard of medicine we have 
jeen accustomed to in the past be lost for ever. — I am, etc., 

Aberdeen. D - McLeuaN. 

Fees for Advising on Films 

SIR, — Are doctors acting as expert advisers in the production 
af films entitled to charge fees for services rendered ? This 
luestion was recently discussed by the Medical Committee of 
the Scientific Film Association. The committee considered 
ihat heavy and onerous work, involving considerable expendi- 
ure of time by the expert, was inevitable in the making of a 
51m, and unanimously passed the following resolution: 

“ Medical experts who give advice and assistance in the 
aroduction of films are entitled to charge fees.' 

—I am, etc., 

Kenneth Govdby. 

Chairman, Medical Committee. 

The Scientific Film Association- 

Demands by Telephone 

Sir, — I s there anything the BALA. can do to stop the 
scandalous and degrading practice the public have been 
encouraged into by the N.H.S. scheme of phoning up their 
doctor and calling out a monotonous list of articles they would 
like hint to send on a prescription by post, as if he were a 
grocer or fishmonger ? I am losing a number of registrations 
almost every week merely because I refuse to act as their 
stooge. Is there nothing the B.M.A. can do to defend us from 
this dreadful state of affairs where any unscrupulous member 
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of the public can blackmail a doctor with the implicit threat, 
“ Either you put down what I tell you, or I'll take my card 
away and let you starve ” ? 

What a brilliant victory we have won according to some of 
our representatives ! Victory indeed ! — I am, etc., 

Lo neon. N.xv.4. G. David. 

Public Health Salaries 

Sir, — T he proposals of the B.M.A. Negotiating Committee 
on public health salaries ( Supplement , Jan. 29, p. 45) are very 
interesting, but I think you have made a mistake in including 
the 20% betterment factor, for several reasons. 

(1) Whatever you say, it encourages the Ministry to think you will 
accept it. 

(2) It makes it difficult to compare with the two Spens Reports, 
and to a casual observer makes the proposals appear higher than 
they are in relation to these. 

(3) Further adjustments one way or the other will be made on the 
1938 figures, not on these plus 20%, so 17% will have to be taken 
off your figures anyway when further adjustments are needed. 

I think you should have put the scales at the same level as 
the two Spens Reports, and said that you would accept no 
advertisements which were not 20% above the scales. Also, 
why do those under Section VII (a) get £120 less than those 
under Section VI ? Their responsibilities are as great or, I 
think, greater. — I am, etc., 

Yelverton, Devon. JOHN SLEIGH. 

Red Tape 

Sir, — The other day I came across a beautiful example of 
red tape, ideally designed to steal the doctor’s valuable time. 
I ordered the other day massage for a patien't, a man of about 
65 who is suffering from neurovascular disturbance in his legs, 
due to which the patient occasionally finds himself Unable to 
walk. I believe that this complaint is also called intermittent 
claudication. To help the patient I informed the massage 
clinic that he should have treatment at home. I was informed, 
however, that treatment at home could only be prescribed by a 
specialist. In this case I did not consider it necessary to consult 
a specialist as the case was quite clear to me, and I cannot 
possibly see any useful purpose served in wasting tbe specialist's 
time just to get his signature to another superfluous certificate 
required by our masters and rulers. — I am. etc., 

XVdwyn Gvidm CUT, Hons.* E- Jacobs. 

Abolish Assistantships 

Sir. — I wish most heartily to endorse the views expressed 
by “ Assistant ” ( Supplement , Feb. 5. p. 64). The Association’s 
interest in the younger members of the profession has always 
been minimal. The type of abject slavery' euphemistically 
termed “ assistantship ” is a disgrace. Unfortunately, instead of 
our enlightened rulers seeking to eliminate the practice, they 
have created in the N.H.S. a system which makes it extremely 
difficult for a young doctor to start as a principal. 

The entrant into general practice (and it should be borne 
in mind that he will often have been qualified for five or even 
ten years) is often forced to sell his personal life and pro- 
fessional soul to an older man with no hope of redemption 
for many years to come. Is this the victory’ for professional 
freedom that the Association claims to have gained ? — 1 am, etc^ 

“Another Assistant.” 

Delayed Settlement 

Sir. — D r. J. V. Cope writes (Supplement. Feb. 5, p. 60) that 
it is time our leaders realized the urgency of our position. 
That they do not do so is emphasized by Dr. Hill's comment 
ip. 55) that the extension of provisional terms for a further 
three months after March 31, 1949, is inevitable. It may fce 
inevitable now, but it should have been averted by resolute 
action on the part of our leaders as early as March. 194S. 
Patience in negotiation is not a virtue when it is exerted at 
the expense of tactical position. 

The immorality of the present situation appears to have 
escaped notice. Large numbers of doctors, on release from 
the Services, accepted appointments on a temporary basis (the 
Position of the “£1.000 p.a. specialists ~ is by no means unique). 
That the pay was inadequate was acknowledged, but correction. 



116 Feb. 26, 1949 


CORRESPONDENCE 


SUPPLEMENT to Tin 
British Medical Journal 


in accordance with the Spens Report, was promised for Jan. 1, 
1948, at the inception of the N.H.S. On Jan. i, 1948, the 
N.HJS. was put back to July 5, and on July 5 doctors were 
asked to continue on a temporary basis. Now a further delay 
of three months is proposed and cannot be gainsaid. 

While cleverly hooked holders of temporary posts contrive 
a hand-to-mouth living, the economic situation of the profes- 
sion as a whole deteriorates steadily. Gone is the stability of 
prc-N H.S. days when an increment of remuneration came from 
independent sources. The Government holds hundreds of 
thousands of pounds of doctors’ money-free of interest, be 
it noted — and possesses the power to say how much will be 
paid hack. Surely this is immoral. 

The longer settlement is delayed the more precarious is the 
profession’s position. What then if the ultimate proposals are 
unsatisfactory? Are doctors in a position to refuse the only 
terms which may make them financially solvent ? The majority 
will be subject to crushing coercion by the Ministry and forced 
to accept terms which it appears may be very difierent from 
those mooted in 1948- 

One may well ask how the situation has arisen. Is A merely 
the ineptitude which has characterized all other schemes of 
nationalization, or is it a deliberate expedient on the part of 
the Ministry ? Whichever it is, it bodes ill for the profession, 
yet our so-called leaders appear to do nothing to fight this 
development. 

The situation is strongly reminiscent of the “ phony ” war. 
Should we not say to our leaders — as did the Parliamentarian 
of those days — “In the name of God— go”? Men with 
the courage to face and act up to these responsibilities which 
nationalization has placed upon us are needed to protect the 
future of this profession. — 1 am, etc., 
liurion-on-Trom. B- h-UHT. 

Pay for Holidays and Overtime 

Mr,.- There seems to be unanimous agreement among doctors 
uiat our rate of remuneration is inadequate. That is obvious 
from the correspondence columns of the B-M.J- But is the 
general public also convinced of this important fact ? I very 
much doubt it, judging by the poor support we have received 
from the Press over this issue. 

Recently it was announced that the health services have cost 
£58 million more than estimated, and that the Opposition in 
Parliament threatened a vote of censure because of this extrava- 
gance. Is it likely in this atmosphere that the Government will 
suddenly decide to increase the doctors' pay and further swell 
the growing expenses of the Health Service ? One cannot help 
feeling sceptical about it. 

Now that doctors have been degraded to the status of Civil 
Service clerks we must be prepared to be treated as such by 
our lords and masters. Complaints of our poor pay are not 
likely to be sympathetically received at a time when it seems 
fashionable for everybody to demand more pay and less work. 

On the appointed day itself, when Utopia began, Mr. Bevan 
informed us that Conservatives were less than vermin. I should 
think that the great majority of doctors were, or at any rate 
arc now. Conservatives in their political outlook. The conclu- 
sion is obvious. Why should we, less than vermin, dare to 
demand an increase in pay ? 

There arc other demands we could make which are also very 
important and which would certainly receive more support 
front the Press. The first of these is holidays with full pay. 
This surely is an obvious privilege now that we are Civil 
Servants. It is most unfair that doctors who go on holiday 
still have to pay for locums. Can we imagine other Government 
employees being denied holidays with pay ? They would soon 
go on strike if they were. I feel the B.M.A. should press this 
claim on the Government with all the vigour at their disposal 
and at the same time enlist the support of the popular press. 

Secondly comes the question of hours of work. Why not 
an eight-hour day with extra pay f or overtime ? The details 
might be difficult to arrange, but \ n this age of ubiquitous 
planners it is surely not beyond the resources of the powers 
that be. As a corollary to this of course comes the five-day 
week with double pay at week-ends. 

Thirdly, as we are Government employees, should not our 
surgeries and equipment be provided for us ? The wonderful 


new health centres were one of the lures of the N.H.S. Where 
are they now ? Why doesn’t the B.M.A. make more of a fuss 
about it ? It was a false promise which the Government 
have no intention of fulfilling. 

Finally, as cars are essential to our work, the expense of bay- 
ing and running them 'ought to be paid for, and also a servant 
provided to look after the surgery and answer callers and the 
ever-ringing telephone. 

These are issues in which We can expect the support of the 
general public and the Press — far more than bleating about 
our poor pay. What about it, B.M.A. ? — 1 am, etc., 

Sheffield. Claud C. M. Watson. 

Constitution of B.M.A, 

Sir, — I am aghast to see it reported that at the Special 
Representative Meeting on March 30 there will be a proposal 
to form a “medical trade union.” The medical profession, 
composed of men and women professing the highest ethical 
standards, cannot be a trade, for it demands that everyone 
shall give of his best without any regard to future remunera- 
tion for himself. There can be no first-class, second-class, or 
third-class patients: all must receive the best possible advice 
and treatment. This profession takes no regard of race, class, 
or creed. All patients are professionally equal in the doctor's 
sight. Up to the present time the- doctor has been indispens- 
able to the whole community in that without reasonable health 
life is but misery and travail. 

Trade is essential and honourable, but it is not a profession. 
Therefore I would urge that the word “ trade " be eliminated 
from any title associated with the medical profession. Being 
faced, as we are now, with enormous expenses and poor receipts, 
let us not submit to being demoralized by commercialism, foi 
that would soon bring us down to ruin. — I am, etc., 

London. W.l. - WVLUAM IbbOTSON. 

POINTS FROM LETTERS 

Practice Earnings 

Mr. Donald M. O’Connor (Launceston, Cornwall) writes : . . . 
Dr. H, K. V. Soltau's letter (Supplement, Jan. 22, p. 38) led me 
to take careful stock of my own position last week. I paid 152 
visits and rendered 1 58 other services, making a total of 310 services. 
My gross earnings under the Act are of the order of £35 per week, 
so that the average gross payment per service works out at slightly 
less than 2s. 5d. Take away practice expenses and income tax, awl 
my rate of pay is not greatly more than one gives as a tip to a 
porter on “ our ” railways. I travelled 282 miles, for which 1 am 
being paid, thus far, at the rate of 3Rt. per mile — Jess than the cost ol 
running my ancient cars. 

The Costco f Hospitals 

- Mr. A. L. R. Walton, F.C.A, (London, E.C.2), writes: Mr. J.P- 
Wetenhad (Supplement, Jan. 22, p. 38) gives a reply to Sir Frederick 
Menzies, but I venture to suggest that we are not to the root of the 
matter. I think the disquiet expressed by Sir Frederick- is even 
more widely shared than either correspondent has implied. . But 
there wifi be no beginning of relief, much less of resolution, before 
a sufficient basis of fact is cleared to examine the problem with 
confidence. . . . Your issue of Jan. 22 carries (at p. 14!) nn 
announcement or notice of The Hospitals Year Book. 1948, with a 
figure quotation from Mr. We tenhall’s Financial Review in the 
Year Book itself. “The cost of the voluntary hospitals (802 com- 
plying with R.U.S. conditions) for maintenance alone rose by 
115% between 1938 and 1946.” “ 115% ” is a sure reverberator. It 
astonishes us as surely as we were astounded by Sir Frederick’s 
figure of trebled and still rising bed costs ; we are like to be hypne; 
tized by it as readily as we succumbed to the term “ new look." 
The figure is of the utmost importance. As the latest and only 
authoritative group figure of its kind for the whole country that 
is available to the medical and hospital world, it is indispensable- 
Since it is true, no quarrel can be had with it or with its dissemina- 
tion — so long as it is adequately protected in its integrity. 1 f in “ 
it naked as all of us were bom and in far unldnder isolation, re* 1 
of all context. So presented, to the very ends of the earth where your 
Journal serves with such distinction— and, as a country, we fieptsa 
not lightly on the confidence of our friends — I think you will agt :« 
that the figure might unintentionally mislead. I am satisfied that tnc 
quoted 115% increase of expenditure was incurred on 19% more 
available beds, U% more in-patients, and 12% more out-patients, w 
well as by the advance of prices and improvements in terms £>■ 
employment that are not so little known. 
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SPECIAL CONFERENCE OF REPRESENTA- 
TIVES OF LOCAL MEDICAL COMMITTEES, 
MARCH 3 

MOTIONS FROM LOCAL MEDICAL COMMITTEES 
Anglesey: That part of any increase of the Central Fund 
be devoted to diminishing the discrepancy between the remuner- 
ation of the rural, as opposed to the urban, practitioner, 
Berkshire: That the deduction of 1/7 made from the capi- 
tation fees of a doctor receiving the basic salary be increased 
to 1/3. 

Brighton: That after the word “case" in the second line of 
the recommendation the following words be inserted : “ subject 
to the substitution of the figure 185 for the figure 170 in the 
last line but one of paragraph 10, and." 

Birmingham: That the betterment figure asked for should be 
185 and not 170 as suggested in Para. 10 of Part I of the Report. 
(This will involve alterations in Paras. 10, 11, and 12.) 

That payment for mileage should not be provided from the 
pool, but from a separate fund. 

That Para. 16 of the Report should read: “Such conclu- 
sions lead the Committee to the conclusion that 50% of the 
additional money made available in the central pool by the 
application of a proper betterment factor and the adjustment 
in relation to the increased number of practitioners should be 
devoted to an augmentation of the capitation fee for the first 
1,000 on practitioners' lists ” 

Buckinghamshire- That this Conference recommends that 
the Spens Report be accepted -as a basis and the betterment 
figure demanded be S5%, which is the official Government 
figure of the increase in cost of living at the present time over 
1939 levels. 

Caernarvonshire That the betterment figure should not 
be less than 70%. 

That the Mileage Fund should be distinct from and in 
addition to the Central Practitioners’ Pool. 

Cambridgeshire: That, whilst agreeing with the British 
Medical Association Memorandum on remuneration of general 
practitioners, in which it is suggested that the total pool should 
be increased by £16 7/12 million, this Committee considers 
that there should be a uniform capitation fee for the first 2,000 
patients and that the payments for patients in excess of that 
number should be steeply and progressively down-graded. 

That in view of the fact that under present Superannuation 
Regulations no medical practitioner can qualify for a pension 
who was over the age of 59 years on July 5, 1948, and also 
that only a small minority are physically and mentally capable 
of continuing in active practice up to the age of 70 years under 
the stress of modem conditions, the Government be urged, 
in the public interest, at once to make provision to enable all 
medical practitioners who so desire to retire from active practice 
at the age of 65 years with a pension economically adequate. 

Devon and Exeter : That, with the undermentioned amend- 
ments, the foregoing memorandum which is accepted as a fair 
interpretation of the recommendations of the Spens Committee 
be approved as the basis of the general practitioner case, the 
General Medical Sen-ices Committee being instructed to press 
the Government as a matter of urgency to adjust general practi- 
tioner remuneration on the basis of the memorandum, the 
adjustment being retrospective to July 5, 1948. 

(a) that Para. 10 of M22 should read as follows: 

10. What is the fair betterment figure, taking into account both 
factors ? When the Government laid down its figure of 20% 
at the end of 1946 the real figure of the increase for middle-class 
budgets was between 45 and 50%. In other words, when the 
Government laid down a figure of 12° in relation to 100 pre-war, 
the real figure was 145. The expert's figure for 1948 is 185. To 
put matters right, in relation to cost of firing, the figure of 120 
should now be replaced by 185. 
lb) that line 7 on page 4 of M22 should read : 

Adjust for 9S% of population. 

Galloway: That any loss which may be incurred by an 
executive council in running a vacant practice until a new 
practitioner has taken over should not be paid for from the 
Local Medical Pool. 

That in determining an appropriate betterment factor 
iccount should be taken of the increased demand for services. 


That for the purpose of calculating superannuation the frac- 
tion of mileage deducted for expenses should be less than the 
50% as calculated at present. 

That the treatment of venereal diseases is outwith the duties 
that a practitioner should perform for his patient by contract 
with the executive council and that he should be remunerated 
by the regional hospital board under a scheme similar to that 
introduced during the war by the County Councils of Kirk- 
cudbright and Wigtown. 

Gateshead: That in any allocation of pool increments which 
may be secured consideration shall be first given to practi- 
tioners with small lists, having regard to the relatively high 
proportion of the practice expenses in such lists, but that no 
final decision as to distribution be made until more concrete 
information is available as to the increment likely to be secured. 

Hastings: That, with reference to Para. 20 (of M22), as 
certain age groups- automatically require more service than 
others, it is suggested that all children below the age of 5 years, 
and all adults reaching pensionable age, should bear a higher 
capitation fee. In this way the difficulties of residential areas 
might be solved. 

Isle' of Wight: That this Conference approves Part I of the 
General Medical Services Committee’s Report on the Remuner- 
ation of General Practitioners. 

That this Conference, while approving in principle the recom- 
mendations of Part II of the General Medical Services Com- 
mittee’s Report on the Remuneration of General Practitioners, 
considers-that the character of services rendered by the average 
rural practitioner vis-a-vis his urban colleague is not met by 
the present mileage fund of £2,000,000. 

That this Conference is of the opinion that adequate payment 
for the treatment of temporary residents should be made from 
the Central Fund. 

That this Conference is of the opinion that, if any basic 
salaries are found to be necessary, they should be met from 
the Central Fund and not from the Local Fund. 

That this Conference is of the opinion that a list of 4,000 
patients is too great for a single practitioner to provide proper 
medical services, and is therefore all the more anxious to secure 
adequate remuneration for smaller lists. 

Kent and Canterbury : That this Conference is of opinion : 

(а) that the method of remuneration be immediately amended 
so that a practitioner with a list of 3,000 patients shall earn a gross 
income of £4,500 subject only to deductions for superannuation, and 

(б) that to achieve this result, remuneration be by way of tapering 

capitation fees as follows: — 

For the first 1,000 patients, 35s. per caput; 

For the second 1,000 patients, 30s. per caput; 

For the third 1 ,000 patients, 25s. per caput ; 

For the remainder over 3,000 patients, 12s. 6d. per caput. 

(c) that, subject to the foregoing, the basic salary be reserved for 
such new entrants to the Service and special cases as may be recom- 
mended by the Ioc3l medical committees. 

Lancashire: That there should be an adequate Central 
Practitioners Pool which should be liable for the payment of 
capitation fees only. 

That separate pools should be formed and financed by the 
Treasury to pay mileage, basic salary, temporary resident 
treatment, and anaesthetists' fees. 

Middlesex: That this Conference is of the opinion that the 
figure of 185 should be substituted for 170 in all negotiations 
with the Ministry of Health affecting the betterment factor in 
accordance with the figures quoted by the expert advisers of 
the profession. 

That, whilst agreeing that it is necessary to load the income 
of doctors with small lists, this Conference does not agree that 
the whole of any additional money should necessarily be 
allotted to the capitation fee for the first thousand patients on 
a doctor’s list. 

That this Conference cannot agree that the Government's 
superannuation contribution. shall be considered as part of a 
doctor’s remuneration or that any adjustment of the Central 
Pool shall be made therefor. 

That this Conference request the General Medical Services 
Committee to investigate the method adopted to calculate 
population figures and to suggest alternative methods to relieve 
hardship to doctors. 

Norfolk: That this meeting regrets that the General Medical 
Services Committee has not obtained precise figures for increase 
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in practice expenses, and requests that this be done as soon as 
possible, as such can easily be obtained and made available 
if of use, 

Reading: That since the B.M.A. has employed an expert who 
had decided that the betterment factor is 85%, this is the figure 
that the B.M.A. should demand. 

That the Minister be asked to define exactly what is included 
in ihe capitation fee and that, the capitation fee having been 
determined, no deductions whatsoever should be made from it. 
Somerset : That the “ basic salary ” be abolished. 
Southampton : That, with reference to the figure 95% men- 
tioned in Para. 4 of M.22, this figure should be subject to 
review by the General Medical Services Committee from time 
to time. 

Stirling and Clackmannan: That this Conference congratu- 
lates the Genera! Medical Services Committee on their work 
done in preparing and submitting their report on remuneration 
of general practitioners. 

That this Conference accepts the Committee's report in full 
and approves of their recommendations. 

That this Conference urges the General Medical Services 
Committee to take immediate steps to have their recommenda- 
tions put into effect, or, failing this, to place before the Minister 
the resignation of the general practitioners. 

West Suffolk; That mileage fees in respect of maternity 
services should not be payable from the Mileage Fund avail- 
able for general medical services. 

Surrey : That, when publicity is envisaged, betterment should 
not be expressed as a percentage to be applied to total remuner- 
ation. but rather as one betterment figure applied to net income 
and another applied to expenses allowances, in order that the 
public mav not be confused. 

That the additional money made available in the Central 
Poo! should be devoted entirely to an augmentation of the 
capitation fee for the first two thousand on a practitioner’s 
list 

East Sussex: That, in view of the fact that the expert’s 
figure for 1948 is 185 in relation to 100 pre-war, this Conference 
considers that the figure of 185 is the only basis of negotiation, 

' -nnicuiariy bearing in mind the hardship which is being 
(Tered by many members of the profession at the present 
in consequence of the National Health Service Act, 

That Para 10 of the General Medical Sendees Committee’s 
Report be amended as follows: 

(hi In line 7 substitute the word “can” for the word “could.” 
tb) Delete the words from “ to put it at its lowest ” to the words 
“is 160 ” 

n > In line 17 delete the words “something between 160 and." 
hi) In lines 19 and 20 delete the words “taking the most modest 
new.'' 

(el In line 2! substitute the figure " 185 ” for the figure “ 170.” 
t/i In paragraph 12 of the Report, page 4, substitute "85% ” 
for "70%.” 

That a time limit — namely, March 31, 1949 — be set to the 
negotiations between the profession and the Minister regarding 
the adjustment of remuneration to general medical practi- 
tioners. That the General Medical Services Committee should 
ask general medical practitioners to place their resignations in 
the hands of the Committee forthwith, and, if the time limit 
is exceeded without the just demands of the profession having 
been met, the resignations of all general medical practitioners 
within the National Health Service should take effect on March 
31, 1949. 

Westmorland: That, whilst supporting the General Medical 
Sen ices Committee’s memorandum M.22/1948-9 and its recom- 
mendations in principle, this Conference considers that a much 
larger sum than £2,000,000 should be set aside for mileage pay- 
ments. in view of the fact that rural practitioners are prevented 
from having lists as large as is possible in urban areas because 
of the scattered nature of their practices, and that they should 
be recompensed for time spent in travelling. 

That, when the capitation fee for the' first 1,000 patients 
has been increased to the figure suggested in M.22/1948-9, the 
basic rabry should be either abolished or, in the event of its 
retention, paid out of the Central and not Local Pools. 

That it would appear desirable to inaugurate some scheme 
for the protection of practices when a vacancy occurs and 


delay is involved in filling it, whereby neighbouring doctors 
should be allowed to accept patients only on a temporary basis 1 
during the interval. 

East Riding of Yorkshire: That “ 85% ” be substituted for 
“ 70% ” in Para. 12 of the Report. 

That, whilst appreciating the achievement of the General 
Medical Services Committee in obtaining an increased Mileage 
Grant, this Conference is of opinion that it is still far from ft 
adequate. 

Aberdeen and Kincardine: That this Conference considers 
that a graded scale of capitation fees is essential for the equit- 
able distribution of the funds available., 

Leeds: That the General ' Medical Services Committee be 
urged to employ a firm of accountants to assist them in prepar- 
ing and presenting the case for increased remuneration. 


Association Notices 


March 

1 Tues. Health Centre Committee, 2 p.m. 

2 Wed. Victor Horsley Memorial Fund Trustees, 10.30 a.m. 

2 Wed. Dawson Williams Memorial Fund, 11.30 a.m, 

2 Wed, Private Practice Committee, 2 p.m. 

3 Thurs. Special Conference of Representatives of Local 

Medical Committees, 10 a.m. 

3 Thurs. Special Meeting of Council, 6 p.m. 

4 Fri. Library Subcommittee, 12 noon, 

4 Fri. Science Committee, 2 p.m. 

8 Tues, Central Ethical Committee, 2 p.m. 

9 Wed. Publishing Subcommittee, 11 a.m. 

11 Fri. Public Health Committee, 2 p.m. 

23 Wed. Council, 10 a.m. 

24 Thurs. Ethical Rules Subcommittee, 12.15 p.m. , 

29 Tues. Special Representative Meeting, 10 a.m. 

30 Wed. Special Representative Meeting, 10 a.m. 


Branch and Division Meetings to be Held 

Bournemouth Division.— A t Boscombc Hospital, Tuesday, March 
1,8.15 p.m. Dr. Charles Hill ; “ The Present Position of the National 
Health Service.” Questions will be answered. 

Hastings Division. — At Royal East Sussex Hospital, Hastings, 
Tuesday, March 1, 8.30 p.m. B.M.A. Lecture by Dr. R. D. 
Lawrence: “Diabetes in General Practice." 

Lancaster Division.— At the King’s Arms Hotel, Lancaster, 
Saturday, March 5, 7.30 p.m. Annual dinner. Dr. Charles Hill "™ 
reply to the toast of “ The British Medical Association.” 

Maryiebone Division.— At 26, Portland Place, London, W-, 
March 3, 8.15 p.m. Agenda: Instruction of Representatives to 
Special Representative Meeting on March 29 and 30. All medical 
practitioners in the area of the Division are invited. 

Mid-Essex Division. — At Chelmsford Rural ' District Council 
Chambers, London Road, Chelmsford, Sunday, March 6, 10.45 a.m. 
Dr. MacDonald Critchlcy: “ The Crimes of Dr. Marcel Petiot.” 

Northamptonshire Branch,— A t Nurses’ Home, Northampton 
General Hospital, Sunday, March 6, 3 pan. Illustrated lecture »5 
Dr. J, Arthur Gorsky: “The Medico-Legal Investigation in some 
Murder Cases.” 

Nuneaton and Tamworth Division.— At Red Lion Hotel, Athcr- 
stone, Tuesday, March 1, 8.30 p.m. Dr. S. P. Meacock: The 
Bordeiiand of Medicine, Surgery and Dentistry." 

Richmond Division.— At Royal Hospital, Richmond, Tuesday, 
March 1. 3 p.m. Clinical lecture by Mr. Harold Dodd on a “Selec- 
tion of Recent Advances in Surgical Practice.” To be illustrated by 
lantern slides and a demonstration of actual cases. 

Staffordshire Branch.— At Town Hall, Crewe, Sunday, March f. 
3 p.m. Meeting arranged jointly by Crewe and North Stall' 
Divisions. Address by Dr. Charles Hill. All members of Division' 
in Cheshire, Staffordshire, and Shropshire are invited. 

Sussex Branch. — At the Pavilion, Brighton, Wednesday, March 2. 
3 p.m. Address by Dr, H. Guy Dain. 

Wakefield, Pontefract, and Catford Division. — At Wakcfie™ 
General Hospital, Thursday, March 3, 8 p.m. Film: “Angina 
Pectoris.” Discussion to be opened by Dr. John R. H. Towers. 


Dangerous Drugs Act: Withdrawal of Authority 
The Home Office announces that Dr. Alfred Leslie Clare Hanff 
(Leeds) is no longer authorized to be in possession of or to present* 
those drugs to which the Dangerous Drugs Regulations apply- 
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JOHN HUNTER THE OBSERVER* 

BY 

H. S. SOUTTAR, C.B.E., D.M., M.Ch.. F.R.C.S. 


ohn Hunter was born in 172S at Long Calderwood, a small 
state in Lanarkshire seven miles south of Glasgow, near 
te Milage of East Kilbride. He was the last of ten children, 
f whom seven survived childhood. Of them James, four- 
;en years his senior, entered medicine and joined his 
rother William in London, only to end from phthisis a 
ireer of brilliant promise at the age of 29. William, ten 
ears the senior of John, was for five years a student at 
rlasgow, and at first was destined for the ministry. When 
e was 19, however, he joined Dr. William Cullen, who at 
le age of 27 had a busy practice at Hamilton, near Kil- 
ride They must both have been young men of enterprise, 
3r they arranged that in each winter one of them should 
;udv medicine in Edinburgh or Glasgow while the other 
irried on the practice. In 1740 William Hunter attended 
lexander Morris’s lectures in Edinburgh, and in 1741, at 
te age of 23, he made up his mind to seek his fortune in 
ondon. Cullen went to Glasgow, where he became 
rofessor of Medicine ; but a few years later he moved to 
dinburgh, occupying successively the Chairs of Chemistry, 
istitutes of Medicine, and the practice of Physic, and left 
high reputation as a lecturer renowned for the clearness 
f his exposition. 

William Hunter lived at first in London with Dr. William 
mellie, another Lanarkshire man and a friend of William 
ullen’s. Smellie had settled in London at the age of 42 
'ter studying in Paris, and was just entering on a distin- 
jished career in midwifery. He gave lessons in the art, 
sing a real pelvis lined with leather for practical demon- 
ration, and he was one of the first to stress the importance 
: accurate measurements. William Hunter remained with 
m only a short-time, and became assistant to Dr. John 
ouglas and a surgeon’s pupil at St. George's, where he 
orked in the dissecting-room. He visited Paris, and it is 
ident that he made great progress in anatomy, for in 
148 he established his own dissecting-room and advertised 
course of lectures. 

A Gift from Heaven 

It was at this juncture that he was joined by his brother 
>hn, a raw red-headed Scottish boy of 20 who had so far 
ven no signs of any ability, who hated books, and who 
as evidently regarded as the black sheep of the family, 
a the amazement of everyone he settled down to his new 
e in the dissecting-room as one born to it. He produced 
:autiful dissections and delighted his brother William, 
ho vvas rapidly making his way in the field of midwifery 
id to whom this unexpected assistance must have seemed 
gift from Heaven. At the same time he vvas a rough 

•The Hunterian Oration delivered before the Royal College of 
irgeons of England on Feb. 14, 1949. 


customer, and a curious point in his favour was that he 
was a favourite with the resurrection men, upon whom the 
dissecting-room was dependent for materials. It must have 
been a rough place, for all modem antiseptics and preserva- 
tives were unknown, and dissection under such conditions 
was both unpleasant and dangerous and could be carried on 
only in the winter. 

It is worth while pausing for a moment to consider these 
young men, Smellie, Cullen, and the two Hunters, and the 
country of their origin. Glasgow itself was only a small 
town of 15,000 inhabitants, and the comer of Lanarkshire 
from which they all came must have been primitive in the 
last degree. Beyond this stretched the Highlands, a country 
without roads and in a state of barbarism beside which 
Afghanistan would seem civilized. Moreover, just before 
this, in 1745, the Highlanders had invaded England in a 
destroying horde, pillaging Glasgow itself and all the sur- 
rounding country on their way. It was such an environ- 
ment, and not the quiet amenities of a university town, that 
threw up four of the greatest leaders in the history of 
medical science. 

Hunter’s Medical Pupilage 

In the summer of 1749 by his brother’s influence John 
Hunter, now 21, became a pupil at Chelsea Hospital of the 
great Cheselden, now nearing the end of his career. On 
his death in 1751 Hunter became a surgeon’s pupil at 
St. Bartholomew's Hospital, where Percivall Pott was rising to 
fame. Finally, in 1754 he returned as a pupil at St. George's 
Hospital, where he was afterwards to serve as a surgeon for 
twenty-five years. In 1756 he was appointed house-surgeon, 
but after five months he gave it up in order to devote his 
time to anatomy. His interest now extended to the anatomy 
and physiology of the whole animal world, and he worked 
from morning to night dissecting every animal he could 
find. Naturally his health gave way, and in 1760 after an 
attack of inflammation of the lungs he obtained a commis- 
sion as staff surgeon in the Army and saw three years of 
foreign service at Belleisle and in Portugal. His health 
recovered, and in 1763, at the age of 35, he returned to 
London and set up in practice as a surgeon in Golden 
Square. 

While waiting for practice he again established a 
dissecting-room and a school of anatomy, devoting the 
greater part of his time to preparing specimens and teach- 
ing students. In order that he might also study living 
animals and their functions he took a plot of land “ two 
miles from London at a place called Earl's Court,” and 
there he built a small house in which he could indeed live 
but which vvas the centre of a most exlraordinarv zoo. 
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Over the front door was the wide-open mouth of a croco- 
dile. In the garden were many strange animals, including 
a couple of leopards and a pair of buffaloes which were 
occasionally put into harness and driven round London. A 
jackal, a zebra, an ostrich, a young bull, and many smaller 
animals all lived together in perfect harmony. 

It was scarcely an orthodox way to develop a surgical 
practice, but he was acquiring a vast knowledge of compara- 
tive anatomy, and his contribution to this new science was 
recognized in 1767 by his election, at 39, to the Royal 
Society. In the same year he ruptured his tendo Achillis, 
and this irrepressible man not only treated himself success- 
fully on ultra-modern lines but performed a whole series 
of experiments on dogs to see how tendons united. Next 
year he was elected a surgeon on the staff of St. George’s 
Hospital, and he now moved to his brother’s old house at 
42, Jermyn Street. It was a good house, suitable for a 
surgical practice and into which he could take, as was the 
custom, a number of pupils in surgery. Among his pupils 
were several who rose to great distinction, and we find the 
names of Astley Cooper, Abernethy, Clive, and Edward 
Jcnner But it must have been a strange house, for already. 
Hunter's one absorbing interest was in his collection. It 
greu until every available room was filled with strange speci- 
mens, dry and bottled, covering the whole animal and 
\egeiable kingdom, whilst in the passage a giraffe appeared 
to be emerging from the floor below. How a surgical prac- 
tice could be de\ eloped under such conditions is a mystery, 
but it gradually grew to large dimensions. Practice was, 
however, always a secondary consideration, and every 
penny that could be spared went to the collection. 

Hunter’s Daily Life 

Of Hunter’s daily life Ottley has given such a perfect 
description that I cannot do better than to quote it. 

“ He commenced his labours in the dissecting-room generally 
before m\ in the morning, and remained there till nine, when 
ic n .akfasted. After breakfast he saw patients at his own 
house until twelve, when he made a point to set forth on his 
rounds, even though persons might be waiting for the purpose 
of seeing him. ... He dined at four, then the fashionable 
hour, .md gave strict orders that dinner should be ready punctu- 
ally whether he was home or not. He was a very' moderate 
cater, and set little value on the indulgence of the palate. 
During many of the later years of his life he drank no wine, 
and verv seldom remained long at table after dinner, except 
when he had company After dinner he was accustomed to 
sleep for about an hour, and his evenings were spent either in 
preparing or delivering lectures, in dictating to an amanuensis 
the records of particular cases, of which he kept a regular 
entry, or in a similar manner committing to paper the sub- 
stance of any work on which he chanced to be engaged. 

"When employed in the latter way, Mr. Bell and he used to 
retire to the study, the former carrying with him from the 
museum such preparations as related to the subject on which 
Hunter was engaged. These were placed on the table before 
him. and at the other end sat Mr. Bell, writing from Hunter’s 
dictation The manuscript was then looked over, and the 
grammatical blunders, for Bell was an uneducated man, 
corrected by Hunter. At twelve the family went to bed. and 
the butler, before retiring to rest, used to bring in a fresh 
argand lamp, by the light of which Hunter continued his labours 
until one or two in the morning, or even later in the winter. 
Thus he left only about four hours for sleep, which with the 
hour after dinner was all the time he devoted to the refresh- 
ment of his body. He had no home amusements, no cards, for 
the relaxation of his mind ; the only indulgence of this kind 
he enjoyed consisted in an evening’s ramble amongst the various 
dcm/cr.s of earth and air which he had congregated at Earl's 
Court." 

It was about this time that Hunter, at the age of 43, 
married Anne Home, the daughter of an Army doctor and 


29 years of age. She was a woman of great charm and 
considerable social distinction, the friend of Haydn, 
Madame d’Arblay, and Mrs. Montague. She was some- 
thing of a poetess, and wrote the words for Haydn's 
Creation and the song “ My mother bids me bind my 
hair,” which in Haydn’s setting is immortal. She^nust have | 
had a difficult life, but she was devoted to Hunter, and herx 
appreciation of his work is shown in her touching epitaph" 
inscribed on his memorial tablet in St. Martin-in-tlC'-j 
Fields. Only two years after their marriage Hunter at the 
age of 45 had his first attack of coronary thrombosis, and' 1 
though he made a good recovery the fear of angina shad- 
owed the rest of his life. It only drove him to greater efforts 
to complete his work, but, whilst his indomitable courage 
demands our unstinted admiration, perhaps we owe a 
greater debt than we realize to Mrs. Hunter in the back- 
ground. 

In 1783 the lease of his house in Jermyn Street came to 
an end, and he bought the lease of a large house on the 
east side of Leicester Square and a house behind it in 
Castle Street, now Charing Cross Road. On the ground | 
between the two he built a lecture room and a museum 
large enough to house his immense collection. In the 
Leicester Square house were his consulting-rooms, whilst 
the Castle Street house was devoted to dissection and the 
preparation of specimens for the museum. This back 
entrance must have seen some strange sights, from the 
visits of resurrection men to the arrival from Earl’s Court 
of the skeleton of O’Brien, the Irish giant, which now stands 
beneath this very roof. A vast staff was employed, and 
between the cost of this and the cost of the building Hunter 
expended on his collection more than £70,000. For two 
years this extraordinary man lived and worked in these 
extraordinary surroundings, a constant sufferer from attacks 
of angina, and in the end, at the age of 65, its victim. 

Hunter’s Outlook 

John Hunter was above all things an observer. He was 
devoured by a passionate desire to know hoW things were 
made and how they worked, and it was typical of the man 
that he realized that the only way to do this was to look 
and see for himself. Indeed, he summed up his whole out- 
look on life in his famous aphorism, “ Do not think. Try. 
Be patient, be accurate.” To us who grow from our cradles 
in a world of laboratories and research it is difficult to 
realize how revolutionary such a proposal must have seemed 
to his contemporaries. For most of them all knowledge 
was contained in tradition and there was something almost 
indecent in attempts to dissect Nature. To doubt the word 
of Aristotle was as perverse as to doubt the book ol 
Genesis and was to uproot the foundations of all human 
knowledge. It is a mistake to suppose that the objections 
centred only on human dissections and the resurrection 
men ; they went far deeper into resentment at any inter- 
ference with what were regarded as established facts. 

It was through this veil of prejudice and ignorance that 
John Hunter and his museum tore so completely, and it is 
this achievement which so amply earns our gratitude. The 
specimens in his collection are themselves of value, but o> j 
greater moment is the lesson they teach us of the value o 
observation. 

The Value of Observation 

What precisely do we mean by observation, and where:* 
lies its value ? In a sense every one of us is the produ* 
of observation, for each of us is moulded by bis reaction 
to environment. But scientific observation means som-j 
thing more than this. First of all it means inquiry, 
inquiry means that we have asked a question. Someth 11 ^ 
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bas happened that we do sot quite understand and our 
curiosity is aroused. We try to produce the same even! 
and to follow- the tram of circumstances which led to it. 
Then and it is here that the genius of the observer appears 
—we modify the circumstances and see the effect upon the 
result. Nine times out of ten they all fit together into well- 
known categories, and, though our curiosity is satisfied, that 
is all. But just once in a while things do not quite fit 
together, and then if we are fortunate and hare infinite 
patience and persistence we may find a chink through which 
we may peer into one of Nature's secrets. Let me give you 
some examples. 

In 17S5 Henry- Cavendish by passing an electric spark 
through common air succeeded in getting the oxygen and 
nitrogen, substances with which he was only vaguely 
acquainted, to combine together to form nitric acid. There 
was, however, a small residue, less than 1%, of gas left, 
which he surmised might be a gas of a different nature A 
century passed before Lord Rayleigh astonished the world 
in the discovery of argon, the unknown residue which 
Cavendish with his primitive apparatus isolated. His 
observation was perfect , but no means then existed for its 
interpretation. Yet the observation itself was well worth 
TthiVe. The foundation of a building must be laid before 
the keystone is placed in the arch. 

You are all familiar with the spectrum, that single odave 
ip. the vast range of ether waves which ive call light and by 
which we see the world around us. To most of us it is just a 
series of brilliant colours, but to the physicist it consists of a 
vast number of natron lines, each the product of a single 
length of wave, of a single pure tone in the harmony of light. 
These lines form definite croups, and each group is the lumin- 
ous signature of a burning element which by this signature 
can be idemified even in a star a million million miles away. 
Thousands of these lines had been measured so that their posi- 
tion was known with extreme accuracy, but in spite of endless 
attempts no connexion between these measurements could he 
discovered. 

In 18S5 a little Swiss schoolmaster in Basle named Balmer 
felt an urge towards research in physics and consulted Pro- 
fessor Hagen bach about what he should da. The professor, 
with a smile I imagine, suggested that he should find the 
relation between the measurements of the four principal lines 
of hydrogen. The wave numbers of these lines — that is, the 
number of waves in a centimetre — a re 15,233.22, 20,564.79, 
23.052.54, and 24,373.06. 

It did not seem a very hopeful problem, but to the amaze- 
ment of everyone Balmer returned in a few days with the 
answer. If you divide all these numbers fay 109.677.69 the 
result can be written in the simple form : (I '4-1 ’9), (I / 4-1/161. 
(1 ,'4-1 /25), (1 /4-1 / 36). Obviously these are only the first four 
of a series, and since hjs time fifty more lines have been dis- 
covered. each taking its exact place in the series. Moreover, 
this curious number— 109,677.69— is the magic key to the place 
of every line in every spectrum. It is now known as Rydberg’s 
constant, and with it Niels Bohr, the great Danish physicist, was 
able to unravel secret s of atomic structure which have revolu- 
tionized our whole conception of matter. But it was Balmer 
who found the key. 

In 1900 Crookes devised a toy in which a minute speck of 
radium was placed in front of a tiny fluorescent screen. On 
looking through a lens you saw a shower of bright^ sparks. 
•\ voting physicist named Rutherford from the backwoods of 
Veiv Zealand was intrigued by this and took the trouble to 
:ount the sparks under varying conditions. They proved to be 
he key to the secrets of radium and of atomic changes until 
ben unknown, secrets which have already produced the atom 
.-omb and which if they do not destroy us must certainly 
'evolutionize our files. 

Some twenty years ago Alexander Fleming found a spot 

f mould growing on one of his culture plates, and he noticed 
.pat none' of the bacteria in culture grew- near the mould. 
Overcoming his natural resentment at such an impertinent 
'itruston into his laboratory by a mere mould, he studied 




Che intruder and found that it possessed the \ery remarkable 
power of preventing bacterial growth. He suspected that this 
might be due to some chemical substance secreted in the mould, 
but he had to wait over ten years for this substance to be 
isolated by Florey and for the discovery of penicillin. 

Now in bach of these cases the first observation was a 
simple matter: the genius of the observer lay in his appre- 
ciation that there was something here which he did not 
understand, some new fact outside his experience. He has 
found a door, but he does not know where it may lead and 
he cannot open it until he has found the key. But the 
observation was the first step, and without it the door would 
never have been found. And the initial observation is often 
so trivial that for most of us the event would have passed 
unnoticed and the observation never have been made at a!!. 
Think of Cavendish with his primitive globes of gas : the 
little Swiss schoolmaster with his incomprehensible figures ; 
Rutherford and a few sparks ; Alexander Fleming and a 
spot of mould on a culture plate. Yet each was peering 
through a tiny window into a new world. 

II is, however, only very rarely that the power to make 
observations and the ability to unravel their meaning are 
combined in the same individual, or. indeed, that both can 
be accomplished in the same epoch . As we have just seen, 
years may elapse between the observation and the full 
appreciation of its meaning. It was in observation that 
Hunter was supreme, and, although within the limits of 
his time he often made acute deductions from his observa- 
tions, his records are still worth our study- as examples of 
what can be done with little more than unaided eyesight. 

The Background of Observation 

With such a great example before us I fee! that it will 
be worth while to devote a few moments to consideration 
of " observation,” to see in what it consists, to study its 
uses, and to examine how such power can be acquired and 
developed. In a sense our whole lives are spent in observa- 
tion, for when you come to examine it you will find that our 
every action is a result of some stimulus and a reaction 
to environment. But this is not quite what we mean by 
conscious observation. Surrounded by a vast stream of 
events, of which fortunately we can appreciate only- a 
minute fraction, we sometimes actively direct our attention 
to some detail which has aroused our interest What is 
involved in such attention and under what conditions can 
it serve a pjrpose ? 

The mere fact that our attention has been attracted shows 
that something unusual has occurred either in the externa! 
world or in its impact on our mentality. It is usually the 
latter, for Nature is yen conservative and rarely allows a 
variation, but in any case the important fact is that to us 
the event was exceptional. I suppose that for countless 
aeons of time men watched the stars stream across the 
sky before one of these men noticed that one of the stars 
had moved from its place. But notice that that man him- 
self must have watched the stars for years till their perma- 
nent relation was fixed in his mind and he was startled to 
find that one had changed its place. You on imagine that 
he kept the secret to him self and watched night after night 
to see if it were really- true. And if he were a wise man 
the more certain he became the more closely would he 
guard such a revolutionary discovery. 

You see. then, that observation itself demands a back- 
ground of conscious Knowledge. Our first astronomer saw 
the stars as other men saw them, but with this difference — 
that up to the moment of his great discovery he realized 
that they all kept their appointed stations, night after night 
ana year after year. Without that background his observa- 
tion would have been meaningless: with that background 
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it was a discovery which marked an epoch. The first-essen- 
tial of all useful observation is, then, a background of 
established knowledge — that is to say, that on our memories 
is imprinted a pattern to which events around us conform, 
arousing our memories, perhaps, but without disturbing 
the pattern. In most of us the pattern becomes so fixed 
that variations pass unnoticed, and indeed since events are 
never exactly repeated such assimilation of variation is 
essential if the pattern is to remain. But then one day 
we become conscious of some variation, perhaps because 
of its insistent repetition. Our interest is aroused and wc 
stir ourselves to active observation. 

Curiosity an Essential Factor 
Here men are divided into two great groups, the incurious 
and the curious. Of the causes of the divergence wc know 
nothing ; perhaps it is based on some endocrine or nutri- 
tional factor ; but, however that may be, wc all recognize the 
man to whom discovery is the breath of life and the man to 
whom it is anathema. The latter is often a first-class teacher 
who not unnaturally fears the disturbance of his mental 
categories ; the former may be a great researcher but is 
often entirely unintelligible to his pupils because he can 
never keep clearly before them the picture they require, 
since his mind is too fluid. Just occasionally you find the 
rare mind with a clear picture but a burning curiosity which 
can inspire the pupils as well as the teacher. 

I should say, then, that one essential factor in observation 
is curiosity. There are many kinds of curiosity, from the 
mere desire to interfere, with which we are all familiar, to 
the urge to satisfy some deep longing for comprehension, 
to resolve a discord in a final harmony. Whatever its true 
nature it is undoubtedly an instinct essential for fruitful 
observation and one with which every teacher should seek 
to inspire his pupils. In John Hunter it was almost a 
mania, and it was the steady driving force behind all his 
work. 

A background of knowledge, curiosity, and the desire 
to extend that knowledge are thus essential for fruitful 
observation, but something more is still required — the train- 
ing of the power of observation itself. For the mere act of 
observation is not a simple act but a highly complex process 
m which many factors are involved, and in the trained 
observer all these factors are subconsciously combined into 
a perfect unity, so perfect that its complex origin is con- 
cealed from the observer himself. 

Each of us is given at birth eyes, cars, and touch cor- 
puscles in his fingers. Over these primary organs of sense 
we have little influence ; fortunately we have little if any 
power of modifying their structure, and they do not appear 
to vary greatly from one individual to another. These dif- 
ferent organs carry impressions to the nervous matter of 
the central nervous system and ultimately to the brain, the 
great central exchange for the correlation and synthesis of 
nervous impressions. Of how the brain works we know 
very little, but two facts appear to be well established. 
After a very early age its cells never divide and therefore 
never multiply, but they have the power of forming con- 
nexions with adjacent ceiis and of facilitating the passage 
of impulses by the reduction of the resistance at the synapse 
where they connect. 

Trained Observation 

Each of us, then, is provided at birth with sense organs 
which he cannot modify, and a system of intercommunica- 
ting cables along which he can transmit messages but to 
which he can make no addition. By constant repetition of 
one system of impulses, however, he can break down resis- 
tance at the appropriate synapses so that the message passes 


freely and without conscious effort. Wc can in fact develop 
a trained action or acquire a habit. Wc can modify or 
combine the impressions coming in through different chan- 
nels so that, far from colliding, they reinforce one another 
and resolve confusion into a single clear, definite picture. 

It is only by such training that the power of observation 
in any field can be acquired, and a few examples will make 
this perfectly clear. 

The artist has trained his eye and his hand so that they work 
together in perfect harmony, and while he studies his subject' 
you can sec his hand already making the movements which will 
ultimately convey to paper through his penpil what his 
has grasped. Do you imagine that a violinist thinks where to 
put his fingers ? He does not think about it at all, for he know' 
that his car and his fingers work together in perfect harmony 
and that they will give him all that he asks, whether in brilliant 
cadenza or in subtle tone. And yet the co-ordination demanded 
in the artist and the musician does not surpass that necessary 
to the skill of the true clinical observer. 

A physician is standing by a child’s bedside ; his fingers are 
on its wrist. He feels the dry, hot skin. He notes the racing 
pulse and estimates its power, its quality, its regularity. He 
secs the flushed face with its tinge of blue ; he secs the nose 
expanding at each quick intake ; he hears the harried respira- 
tion and its characteristic grunt. And he knows that he is faced 
with a case of acute pneumonia with a certainty which nothing 
but direct clinical observation can afford. His long experience 
has gathered together a great number of separate impressions 
into one clear picture. He is a trained clinical observer, and all 
his impressions arc grouped together subconsciously into one 
observation which sweeps away irrelevant detail and grasps 
the one essential fact. 

Perhaps I have chosen too simple an example, but the 
point I wish to stress is the value of trained observation and 
the great complexity of the factors which arc involved in 
its achievement. I do not in the least degree undervalue 
the aids which science has placed at our disposal — chemical 
investigations, microscopical studies, and ,r rays, for example 
— but all these arc details to be assimilated by the obserwr 
and brought into the general picture, for without this 
co-ordination they arc all too likely to lead to errors. 

Even elementary observation is the most difficult thing 
for a student to learn, and trained observation is only slowly 
acquired, but it is a power at which every student should 
aim from the first moment and of which every’ teacher 
should enforce the value. For the majority of us visual 
impressions arc the most important, and these can he 
developed better and more rapidly by attempts at drawing 
than in any other way. However crude the drawing may 
be, the mere attempt enforces observation, and the shape of 
a bone, for example, can in a few minutes be fixed in th £ 
memory. The mere fact that one is rousing from slumber j 
tracts in the brain so far unused means an incalculable 
addition to one’s powers. And if one can succeed in arous 
in s by such means a latent curiosity the trained observe! 
is in sight. , 

The Teacher’s Problem 

This is the real problem of every teacher — how-to tead 
his students to observe. Great variations in methods ar* 
possible, and in no field of action is there greater scope foj 
originality, but at least in a^field so complex as that c 
medicine certain broad lines must be followed. 

First of all the student must be shown in detail all ^ 
essential elements of the completed picture which he shou>‘ 
ultimately retain as a permanent pattern. Most of us at 
visualists, and only what we have actually seen leaves! 
permanent impression_on our memories. In Continent 
clinics the lecture-demonstration fills a more important 
than it does in this country, and I feel that we might nu- 
much greater use of it than we do. I still remember 
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demonstration on tuberculosis of the spine given by the 
late Professor Hotz at Basle. It began with a series of 
nne pathological preparations showing every stage of the 
disease, with skiagrams and photographs to show its clinical 
progress. A little man with an old healed angular cur\a- 
ture then came in, and he was followed by two bed cases, 
one of paraplegia and one of psoas abscess. In an hour 
we had been shown a complete picture of the disease so 
vivid that it still remains to me a living memory after 
twenty- five years. Such a demonstration involves resources 
in material and assistance which are rarely available, but 
tan you question their incomparable value ? 
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WITH SPECIAL REFERENCE TO CHRONIC 
PEPTIC ULCER - 


D. C. LEWES’, M.D- M.R.C.P. 

AND 

SIDNEY TRUELOVE, M.D., M.R.C.P. 

{From She Radclifje Infirmary', Oxford) 


Next the student must ha\e access to specimens, to micro- 
scopical slides, and to patients, so that he may study every 
detail of the picture at his leisure. In this College we are 
rapidly building up a pathological museum with this \ery 
object in view, where the student will find ready to his hand 
ill the material for training his mind in exact observation 
which no book can supply. The patient himself must be 
studied in the hospital, but perhaps we may in the \ery 
listant future have even our own clinic for the more 
idvanced study of disease. 

With this experience behind him the ward demonstration 
will take on for the student an entirely new' significance, 
rlere the teacher can draw upon his own experience 
md illustrate the points he desires to stress from the 
jatients around him, while the student is introduced to 
he human side of observation as distinct from the purely 
icientific. 


While haematemesis remains one of the common emer- 
gencies in hospital practice it is natural that its prognosis 
should be the subject of controversy. This controversy has 
been fostered by the widely different fatality rates recorded 
by various workers. To a great extent these discrepancies 
have arisen from faulty selection of data and errors in their 
presentation. The fallacies of many published series have 
been pointed out by Avery Jones (1947), and he has 
suggested criteria for estimating the fatality rate which if 
generally adopted would permit fair comparison of dif- 
ferent series. Avery Jones has also presented the largest 
personal series of cases of haematemesis treated in this 
country, with a fatality rate of 8%. It is likely that 
haematemesis carries a considerably higher fatality rate 
in the country as a whole, for it would be absurd if a 
highly trained specialist did not obtain better results than 
less-experienced workers. 


Finally, in the out-patient department the art is acquired 
>f rapid recognition of main symptoms and their separation 
fom a confused mass of unimportant details. The student 
earns to recognize disease at sight, to become in fact the 
rained observer. 

You will see, then, that the mind of the great observer 
s replete with pictures of definite entities, each a vivid and 
i\ ,ng reality based on an actual experience. It has been 
ny good fortune to meet some of these great minds who 
eave so deep an impress on our own personality, and when 
mention the names of Harold Barnard, Henry Head, and 
.Vilfred Trotter many of you will be recalled to happy 
nemories. With Barnard every case was an adventure into 
he world of romance, every specimen a trophy from a 
•oyage of discovery. To Head a small area of increased 
;ensation was an Open Sesame, a slight change in gait the 
:ey to deeply seated processes of vital import. The quiet 
>lance of Trotter could penetrate into the subtle instincts 
vhich, to us unknown, play so large a part in all our lives. 
Each was a great observer and each has left for us the 
>olden harvest of what he saw and the gleaming inspiration 
jf his example. 

In the ancient world men looked within themselves 
'or knowledge, and for them the world around had little 
nterest. For us a vast field of Nature has been opened 
jf which they knew nothing, and it seems to be as limitless 
is the heavens. Whether we look down a microscope at a 
ninute organism, or through a great telescope at a nebula 
i million years of light away, we realize that there is an 
nfinity beyond. But, infinitely small or infinitely distant, 
t is there for us to see, and it only awaits our observation. 
\11 around us are whole worlds for us to see if we will only 
ook, to hear if we will only listen. 

"* What docs it matter where or how we die 
So long as we have health to see it all — 

The different »ajs that different things art done. 

And men and women losing in this world ? ” 

Could a better epitaph be found for the great observer 
ve honour to-day — John Hunter ? 


The great value of Avery Jones’s results is that they set 
a standard which others may seek to achieve. In this con- 
nexion it is noteworthy that the literature shows that most 
series with a low fatality rate have come from interested 
single physicians presenting their own cases, whereas studies 
of gross hospital figures commonly indicate a much less 
favourable prognosis. Thus Babey and Hurst (1936), Smith 
(1945), and Avery Jones (1947), who report their own cases, 
record fatality rates of 6-8%. Conversely, recent publica- 
tions of mass hospital figures show a fatality rate ranging 
from 13 to 25% (Chiesman, 1932 ; Cullinan and Price, 
1932 ; Burger and Hartfall, 1934 ; Helh'er, 1934 ; Aitken, 
1934). 

We believe that mass hospital figures are more truly 
representative of the dangers of haematemesis than are 
the results obtained by a few specialists, provided that the 
data are handled with an appreciation of possible fallacies. 
The one essential is that only those data which are likely 
to be accurately recorded in the notes should be employed. 
The present study shows that haematemesis remains a 
highly dangerous condition. 

Data 

The sources of data of this study are the in-patient notes 
of the Radcliife Infirmary, a general teaching hospital in a 
half-rural, half-industrial area, covering the ten years 
I93S— 47 inclusive. Case notes of all patients admitted as 
emergencies because of haematemesis or melaena ha\e been 
analysed. The cause of the bleeding was classified under 
the following headings: (1) chronic peptic ulcer ; (2) acute 
peptic ulcer ; (3) other causes ; (4) unknown. 

The criterion used for making the diagnosis of peptic 
ulcer was a record in the case history of epigastric pain 
with at least two of the following characteristics: (1) rela- 
tionship to meals ; ( 2 ) relief by food, alkalis, or vomiting ; 
(3) periodical remissions. In addition, a history of previous 
perforation or positive x-ray findings were taken as strong 
evidence in favour of the diagnosis. Ulceration was deemed 
to be acute if there was no .history of periodicity and the 
symptoms had been present for less than three months. 



In considering the 
fatal cases we have 
adopted the criteria 
of Avery, Jones 
(1947) in excluding 
only those deaths 
due to unrelated 
diseases or to elec- 
tive operation after 
recovery from the 
bleeding. Those ex- 
cluded were due to : 

(1) pyaemia arising 
from a boil (44 days 
after admission); 

(2) subarachnoid haemorrhage (30 days after admission) ; 

(3) partial gastrectomy (for perforation on 14th day after 
admission) ; (4) partial gastrectomy (51st day) ; (5) liver 
failure due to a concurrent hepatitis (31st day after 
admission). 

Results 



Fig. 1.- 


-Whole series: fatality rate from 
haematemesis 


Table I and Fig. 1, dealing with the whole series, show the 
relation between age and fatality rate and demonstrate that 
the fatality rate climbs steeply with advancing years. There 


Table l.— Total Series . Fatality Rate from Haematemesis by Aye 


Age Group 

No of Cases 

No Died 

Fatality Rate 

<30 . . . . 

26 

0 

OX 

30-39 . 

42 

3 

7 : lX 

40-49 

67 

5 

7 5% 

50-59 

84 

19 

22 6X 

60-69 

56 

18 

VM®/ 

70 + 

30 

13 

43-3% 

Total 

305 

58 

190% 


Table II. — Fatality Rate in Groups Under and Over 50 


Age Group 

Cases 

Fatality Rate 

Difference i 

Standard Error of Difference 

<50 

135 

5*9/0 



50+ .. j 

170 

29-4%/ 

23-5 j 

4-0 


Table 111 —Fatality Rate by Age in the Different Groups 


Age 

I 

Chronic 

Ulcers 

Acute j 

Ulcers 

Other 

Diagnosis 

Unknown 

No : 

S °f ' 

j Cases 

No | 
Died 

% ! 

Died 

j Cases 

Died 

Cases 

Died 

Cases 

Died 

< '0 

18 

0 

0 

2 

0 

2 

0 

4 

o 

*0- >9 . . 

30 

2 

66 

7 

0 

0 

0 

3 

1 

o 

40-49 . 

44 

4 

9*1 

14 

0 

3 

1 

6 

50-59 

59 

15 

25 4 

10 

0 

7 

l 

1 

g 

3 

60 69 . . 

41 

13 

31*7 

5 

1 

2 

8 

3 

"0 - 

16 

5 

31*2 

6 

2 

1 

1 

7 

$ 

To als 

208 

39 

18-8 

44 

3 

(6-8%) 

17 

4 

(23-5%) 

36 

12 

(33*3%) 


appears to be a sharp increase at about 50 years of age, and 
the fatality rate of the over-fifties is about five times as great 
as that of the under-fifties (Table II). 


•to 



ACE - CROUP 


Fig. 2. Chronic ulcer group: fatality 
rate from haematemesis. 


Table III shows that 
208 patients were 
classified as suffering 
from chronic ulcer by 
the criteria already 
given. The effect of 
age of patient on 
liability to death re- 
mains as pronounced 
as with the whole 
series, and Fig. 2 is 
similar in shape to 
Fig. 1. 

In what follows we 
are concerned solely 
with the group of 


cases diagnosed as proved or probable chronic peptic ulc< 
A certain number of patients included in the “unknown” 
“acute ulcer" groups were later found to be suffering fro 
chronic peptic ulcers. However, we have deliberately n 
included such cases in our chronic ulcer group for the rcasi 
that a diagnosis of chronic ulcer can always be made 
necropsy, but the final diagnosis is not necessarily certain 
the patient lives. In other words, to work on final diagnm 
might unduly weight the "chronic ulcer" group with fat 
cases. In consequence we have preferred to deal with tho 
cases whose previous history made the diagnosis of chron 
peptic ulcer reasonably certain on admission to hospital, 
may be noted that no gross distortion of our main conclusio: 
occurs if we work on final diagnosis. 

Effect of Sex 

Table IV shows the results of classifying the chronic ulc 
group into males and females and two main age groups— i.< 
below and above 50 years. Considerably fewer women the 
men arc admitted with haematemesis due to chronic ulcer, ar 
the discrepancy between the sexes is more pronounced in tl 
younger of these groups. The effect of age on fatality ra: 
appears to be similar in men and women, so that when we de: 
with the whole group this effect is not an artifact due I 
different proportions of men and women in various age group 
For comparison we have regrouped Avery Jones's data in tl 
same way (Table V). It will be seen that a similar sex distr 


Table IV. — Chronic Ulcer Group Only: Effect oj Sex on Fetch. 

Rate 


Age Group 

Males 

Females 

No of Patients 

No. Died 

No. of Patients 

No. Died 

<50 .. 

74 

5 1 

IS 

i 

50 4- 

S3 | 

26 j 

33 

7 

Totals 

157 

31 | 

51 

s 


Table V. — A\ery Jones's Figures Regrouped as in Table IT 


Age Group 

Males 

Females 

No. of Patients 

No. Died 

No. of Patients 

No. Died 

<50 .. 

166 

3 

54 

2 

50 

■ISO 

25 

130 

12 


bution occurs. A small point worth mentioning is that amon 
the men the proportion of patients over 50 is almost identic: 
in the two scries. Avery Jones’s belief that municipal hospital 
have to deal with an unduly large proportion of elderly patient 
therefore does not appear to be well founded. 

Length of Ulcer History 

Although it is well known that older patients are more pron 
to die from haematemesis, there is little clear evidence to slid 
the precise reason. It is important to elucidate whether th 
change in fatality rate is brought about by («) general bodil 
changes due to ageing of the patient or (b) local conditions ij 
the ulcer, particularly those due to chronicity. Since a chroni 
peptic ulcer may persist for many years it is evident that anion; 
the older age groups there would be a large proportion o 
patients with long-standing ulcers Therefore in order to sepai 
ate the effects of age of patient from length of ulcer histor. 
we have so analysed our data as to show the influence of botl 
these factors simultaneously (Table VI and Fig. 3). 

From Table VI it appears clear that the age of The patien 
is of profound importance and the length of ulcer histor: 
negligible. The finding is so clear-cut that it is unlikely b 
be an artifact. Unfortunately, previous workers have not pre 
sented their data in such a way as to demonstrate whether o 
not this is a general finding. It is true that Burger and Hartfal 
(1934) mention the length of history of all their cases of pept" 
ulcer and of the fatal cases, but no account is taken of th' 
patient’s age. When their data are rearranged and presenter 
as in Table VI we find that patients with a history of more 
than ten years have a worse prognosis than those with a history 
of 1-5 years, but the difference is not great (Table VII). Th e 
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Fio 3. — Fatality rate in relation to length of ulcer history and ace 
group. 


1 'BLl: VI . — Chronic Ulcer Group. Influence on Fatality Rate of 
Age of Patient and Length of Ulcer History 


Length of Ulcer 
History 

| Age of Patients in Years 

<50 

| 50 + 

No of 1 
Patients | 

No. 

Died 

Fatality 

Rate 

No. of 
Patients 

No. 

Died 

Fatality 

Rate 

5 years 

30 

3 

10 0% 

18 

6 

33-3% 

5-9 

24 

0 1 

0 0% 

-n 

6 

27-3% 

10-19 „ 


2 ; 

91% 

48 

15 

31-2% 

20- 

12 

T 

8-3% 

27 

6 

?2.?V 

Not specified . . 

4 

o . 


1 

0 

— 

< 10 years 

54 

3 

5-6 % 

40 

12 

300% 

1 04- „ 

34 

3 I 

8-8% 

i 

1 75 

21 

2S0% 


Table VII . — Fatality Rate from Rearrangement of Burger and 
Hartfall's Data 


Length of Ulcer History 

No. of Patients j 

No. Died 

Fatality Rate 

1-5 years 

51 ! 

14 

2S% 

5-9 „ 

12 i 

1 

v S% 

10- 

79 ! 

11 

ssr. 


group of patients with a history of 5-10 years is so small that 
little attention can be paid to its low fatality rate. When we 
bear in mind that long-standing ulcers are more common in 
older age groups the greater average age of such patients might 
well account for the small difference observed. 

Prognostic Significance of Previous Haematemesis 
A history of previous haematemesis is not uncommon among 
patients in the chronic ulcer group. It is naturally important 
to know whether or not a past history of haematemesis influ- 
ences prognosis. Table VIII shows the results of comparing 1 
patients with and without a history of previous haematemesis 
in the two main age groups. 


Table VIII. — Chronic Ulcer Group. Prognostic Signiflccttce of 
History of Previous Haematemesis 



L 

<50 



50- 



No. of 
Patients 

Fatalit} j 
Rate 

j DitTerence 
and 

Standard 

Error 

i : 

No. of i 
Patients 

Fatal itv i 
Rate 

Difference 

and 

Standard 

Error 

With previous 
haematemesis 

33 j 

9-,%| 

4-0-5S 

47 

27--;;-) 

29-0%/ 

1-3 - 8-6 

Without previous 
haem a Tmesis 

59 ! 

5-1% J 

. 

69 j 



There is no significant difference in fatality rate between 
these two classes of patient, but the effect of 'age remains 
unaltered. In other words, a history of previous haematemesis 
has no bearing on immediate prognosis. Conversely, the greater 
fatality rate among older age groups is not because they con- 
tain a large proportion of patients with a history of previous 
haematemesis. ^ 

Severity of Bleeding 

In considering why older patients are more prone to die from 
haematemesis we must take account of the possibility that such 
patients may bleed more profusely or for a longer time than 
younger patients, possibly because their vessels are arterio- 
sclerotic and cannot retract efficiently. It is evident that no 
accurate estimate of the extent of bleeding can be obtained 
without precise and repeated studies of haemoglobin and blood 
volume! Such elaborate data are not available in case notes, 
and we have been forced to rely upon (a) a record of repeated 
frank haematemesis or melaena, or of general signs of internal 
haemorrhage, to indicate the occurrence of further bleeding 
after admission to hospital, and ( b ) the amount of blood trans- 
fused as a rough indication of the total blood loss. 

Table IX shows that while recurrent bleeding is more com- 
mon in the older age-groups the difference is not great, and it 
is certainly not sufficient to account for the much higher fatality- 
rate. 


Table IX . — Chronic Ulcer Group. Frequency of Recurrent 
Bleeding Among Age Groups 


Age Group 

No. of 
Cases 

No. with R.B 

Difference 

Standard Error 
of Difference 

<50 

50 + 

92 

116 

2S (30-4*0\ 

43 (37-1%) j 

6-7 

6-6 


Table X shows the amount of blood transfused to patients 
in the two main age groups. If we define a massive blood 
transfusion as one of ten pints (5.6S litres) or more, it is of 
interest that in each of the age groups about the same propor- 
tion of patients received such a massive transfusion: 6 out of 
9Z (6.5%), compared with 10 out of 116 (S.5%). Massive bleed- 
ing is therefore not uncommon in the younger age groups, but 
it does not often appear to be fatal when treated with blood 
transfusion. 


Table X . — Chronic Ulcer Group. Amount of Blood Transfused 


1 

Ace: 

<50 

i 

- 

No. of Bottles of Blood 

! cas^ ; 

Died 

Cases 

Died 

0 

49 ; 

0 

! 3S 

4 

14 

29 

4 

47 

15 

5-9 

7 

0 

IS 

s 

10- 

6 

1 

10 

6 

Unknown . . ■ 

1 

— 

3 

— 


I 1 


Within the limitations inevitably imposed by the nature of 
our data, these findings do not suggest that the greater fatality 
among older age groups is mainly due to more severe haemor- 
rhage’. We are thus led back to our previous conclusion that 
the d.fference is due to the general bodily changes which occur 
with age. 

Results of Surgery 

Very few cases were treated surgically. Eight patients, all 
over 50, were treated by emergency partial gastrectomy because • 
of recurrent bleeding. The results were not encouraging, for 
five patients died. In such a small group random sampling 
errors may be very' large, so that no firm conclusi be 

drawn from this result Six patients were tre 
surgical procedures, such as under-sewing the u 
an artery. Among these, of four who were u 
lived, and of two over 50 both died. We are 
here with the relative merits of surgical and medi 
for which an ad hoc inquiry is preferable. Oi 
including these figures is to show that the ove 
poor risk with haematemesis whether treated medi 
ally. More important in the present context, 
cases treated surgically is not large enough to di 
conclusions. 
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- Discussion 

The most prominent feature of this series is the great 
increase of fatality rate with increasing age of the patient. 
This has been noted previously by many workers both >n 
this country and in America, but little attention has been 
focused on the underlying reasons for it. It is conceivable 
that the older patients may die more readily either because 
the ageing organism becomes less adaptable or because 
local changes which predispose to massive haemorrhage 
may develop in the ulcer as a result of chronicity. Analysis 
of the present series shows that the length of history among 
patients with proved or probable chronic peptic ulcer has 
no bearing on the expectation of death, which seems to be 
related to general changes in the body consequent upon 
age. This conclusion is supported by other findings. Thus 
recurrent bleeding after admission to hospital occurs very 
little more frequently in the older than in the younger age 
groups. About the same proportion of young and old 
patients require massive blood transfusion ; but, whereas 
the younger patients receiving massive transfusion mostly 
live, the older ones mostly die. 

It would be convenient if we were able to compare this 
finding with the fatality of haemorrhage occurring from 
other causes, but there is no common cause of massive 
haemorrhage occurring over a wide age group. We have 
therefore been unable to seek confirmation along these 
lines. However, the general bodily changes induced by 
haemorrhage are somewhat similar to those occurring in 
“ shock,” and it is therefore of interest to examine the 
prognosis of perforated peptic ulcer in relation to age. 
Table XI, which has been compiled from the records of 
the Radcliffe Infirmary, shows that perforation of peptic 
ulcer produces a fatality rate which climbs steeply with 
advancing age. 

It is unlikely that the local conditions in perforated 
ulcers can account for the great difference in prognosis 

etween young and old patients. The marked increase in 
atality rate with advancing years is therefore presumably 
due to changes in the whole organism. The similarity 
between these findings and those in haematemesis reinforces 
our previous conclusion that in haematemesis the poor 
prognosis in later life is mainly due to general bodily 
changes and not to local conditions. 


Table XI . — Fatality Rate of Perforated Ulcer by Age Groups 


Age Group 

No. of Cases 

No. Died 

% Died 

<30 .. 

18 

I 

56 

30-39 

34 

1 

2-9 

40-49 

48 

10 

20-S 

50-59 

41 

12 

29-2 

60-69 

23 

7 

30-5 

70+ . . 

9 

3 

33-3 ' 

Total . . 

173 

34 

19-7 


Haematemesis and perforation are the commonest major 
complications of chronic peptic ulcer, and both are danger- 
ous to life if they occur in middle age or later. It is natural 
to speculate whether patients approaching middle age with 
a chronic peptic ulcer should be treated by partial gastrec- 
tomy largely as a prophylactic measure. In order to arrive 
a’t a decision we must be able to weigh the risk of elective 
partial gastrectomy against the chance of dying in the 
future from haematemesis or perforation of a chronic ulcer. 
On the one hand, the operative fatality rate of partial 
gastrectomy is known to be about 5% or less in patients 
under 50. On the other, there appears to be no precise 
knowledge of the chance of developing either of these com- 
plications. With this serious omission in our knowledge it 
is consequently impossible to reach any valid conclusion. 


Summary 

Among 305 cases of haematemesis admitted to the Radcliffe 
Infirmary as emergencies during the period 1938-47 there were 
58 (19%) deaths. 

Of these patients 208 had a history of proved or' probable 
chronic peptic ulcer. The fatality rate among them was 
also 19%. 

Both for the whole scries and for the group with chronic 
peptic ulcer age was the most important factor influencing 
prognosis. Tfic fatality rate rose steeply in middle age. 

Among patients with chronic peptic ulcer the length of ulcer 
history' had little bearing on immediate prognosis. 

The frequency of recurrent bleeding was about the same in 
old and young patients, and about the same proportion received 
massive blood transfusions. 

These findings suggest that general bodily changes, and not 
local conditions in the ulcer, arc mainly responsible for the 
poor prognosis in later life. 

We wish to thank Mr. J. Baxter and Miss Merry, of the Records 
Department, Radcliffe Infirmary, for their assistance, and Professor 
L. J. Witts and Dr. A. M. Cooke for their helpful criticism. 
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PUNCH PROSTATECTOMY 

BY 

H. T. COX, M.A., M.D., F.R.C.S.Ed. 

Visiting Surgeon, Withington Hospital, Manchester 

Punch prostatectomy is a subtotal prostatectomy carried 
out through the urethra, thus avoiding an abdominal 
incision. Any paper that refers to the mortality rate for 
prostatectomy, by whatever method, must offer particular 
and precise information on at least the following points: 
the age and, type of patient, the indications for prostat- 
ectomy, the number of permanent ambulatory suprapubic 
cystostomies, and whether those cases admitted with reten- 
tion were subjected to early or late prostatectomy. These 
points largely determine mortality rates, and a low mortality 
rate in any series that omits particular reference to them 
carries no conviction ; it merely reflects an accepted view 
that the present-day hazards of abdominal surgery in good 
or in moderately good risks are not high. 

The mortality rate is known to be lower for private than 
for hospital patients. “This is due to the fact that the 
average hospital case is a notoriously bad risk, having neg- 
lected himself until complete retention or renal failure forces 
him to seek advice, whereas the private patient presents 
himself at an earlier and more favourable stage of the 
disease ” (Kenneth Walker, 1933). 

One may add' a further and notable distinction — namely, 
that between municipal and voluntary hospital patients, a 
series of the former being heavily overweighted by physical 
wrecks with advanced degenerative changes and a physio- 
logical age well in advance of their calendar age. Until 
recent . months this series has been composed entirely o 
municipal patients. 

The safety of punch prostatectomy allows it to be re- 
formed in preference to suprapubic cystostomy, so that no 
permanent - suprapubic cystostomies in ambulatory paticn s 
have been carried out in this series. The indications f° r 
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operation and the age of the patients are given in the 
accompanying Table. The routine treatment for cases 
admitted with retention of urine is decompression and 
drainage by urethral catheter, the patient being kept 
ambulatory during both procedures, followed by early 
punch prostatectomy. Complete bed-rest is unnecessary 
and detrimental. It should be emphasized that any statis- 
tical survey favours abdominal prostatectomy, as patients 
who present too great a risk for abdominal prostatectomy 
are accepted or transferred to the clinic for punch prostat- 
ectomy. In the Table no attempt has been made to separate 
the good from the bad risks — and many were the worst 
possible — or simple from malignant prostates. Many of the 
latter had widespread spinal metastases at the time of 
operation. 


400 Cases of Prostatic Obstruction. Simple and Malignant. Treated 
by Punch Prostatectomy 


Age Group Cases i Age Group Cases 

30-39 2 60-69 153 

40-4 9 10 70-79 140 

50-59 66 I $0-89 24 

truncations for Prosiateclomy 

<l) Retention: (2) Dysuna, including hae- 

Actite .. 169 maturia .. .. 132 

Chronic I* .. SI (3) Permanent suprapubic 

Chronic II*.. . 3 cystostomy .. 14 

Mixed . . 1 


Total . 254 


* Chronic I and chronic II cases are those with or without urinary symptoms 
respectively. 

Mortality Pate 


First 100 .. .. 15% Third 100 .. .. 2% 

Second 100 .. .. 9% Fourth 100 .. 4% 


One patient aged 36, with a previous retention at the 
age of 31, was found to be suffering from prostatic cysts, 
which were successfully resected. One hundred patients were 
resected with the diathermy loop before this instrument was 
discarded in favour of the punch instrument. 

One case of post-operative stricture at the external meatus 
was rapidly cured by meatotomy and bougies. There was 
one case of post-operative incontinence. 

Associated vesical lesions consisted of calculi, 4 ; calculi 
and diverticula, 2 ; diverticula, 2 ; carcinoma, 1. In two 
cases a diverticulectomy had to be carried out. 

Raised blood-urea was encountered in 27 cases before 
operation, as follows: 200-250 mg. per 100 ml. in 2 patients, 
150-200 mg. in 3 patients, 100-150 mg. in 8 patients, and 
60-100 mg. in 14 patients. Most of these raised figures fell 
to normal with urethral drainage immediately before opera- 
tion. There were two deaths, both in the last group. The 
results of preliminary' urethral drainage in these cases of 
chronic retention do not' suggest that this method should 
be discarded in favour of prostatectomy with the bladder 
undecompressed. 

Raised Blood-pressure Estimations. — Systolic blood pres- 
sures of 200 mm. Hg or over were recorded in 43 cases. 
These readings were taken on the operating table immedi- 
ately before operation without preceding ephedrine, and 
were in a few cases higher by 10-20 mm. than the resting 
pressures taken in bed. The highest pressure taken would 
not record on the 260 mm. Hg sphygmomanometer. 

Mortality Rates.— The mortality rate of 15% for the first 
hundred is unduly high and is not likely to be repeated. It 
was due to a number of causes. The cases were then nursed 
in a chronic ward with all that this implies in a municipal 
hospital. The patients operated on represented in a high 
percentage the rejects and failures of abdominal prostat- 
ectomy — a resident or semi-resident population of aged 
men, some with high infected residual urines who were 
catheterizcd intermittently and others who returned to 
hospital at regular intervals to have phosphatic concretions 


removed from their suprapubic tubes. In addition there 
was a varied pathological group, also of shocking risks: one 
patient had been bedridden for ten years with syringomyelia 
before developing definite symptoms of prostatic obstruc- 
tion. Lack of experience with the punch instrument contri- 
buted to the mortality rate in the first hundred and to a 
lesser degree in the second hundred. Of the two patients 
dying in the third hundred, one, aged 75, bad been cathe- 
terized eight times before admission and the second was 
aged 82. After operation the latter patient, in a moment 
of mental weakness and using a razor that bore excellent 
testimony to the standards of the Sheffield Cutlers, per- 
formed a very’ radical amputation of his penis and scrotum. 

The relevant details of the four deaths in the last hundred 
are as follows: at age 67, from advanced prostatic carci- 
noma ; at age 65, a patient with paralysis agilans, death 
from pulmonary embolus — the only one in the series ; at 
age 75, transferred with suprapubic cystostomy for punch 
prostatectomy, emaciation extreme : at age 75, a patient 
catheterized six times before admission. 

External Urethrotomy. — In eight cases the calibre of the 
urethra was so small that the instrument had to be inserted 
through a small urethral incision. 

Prostatic Carcinoma. — There were 55 cases (approxi- 
mately 14%). Of these, 51 were treated by punch prostat- 
ectomy and the diagnosis was pathologically confirmed. In 
the remaining four the clinical or pathological signs or the 
response to oestrogen therapy left no doubt about the 
diagnosis. As the result of rectal and radiological examina- 
tion, acid serum phosphatase estimation, and posterior 
urethroscopy, the pre-operative diagnosis was unmistak- 
able in 4S out of the 51 cases. The proportion of occult 
prostatic carcinoma was therefore under 1%. One patient 
died of heart failure ; the remaining two, on oestrogen 
therapy, are still alive without evidence of a recurrence 
six years and three years after resection. One further fact 
is worthy of comment. In dealing with a moderate-sized 
or large malignant prostate which is hard and nodular on 
rectal examination the amount of tissue removed at opera- 
tion before the capsule is exposed is often surprisingly small. 
Rectal examination after such an adequate resection expos- 
ing the capsular fibres almost invariably reveals no change 
whatever in the hard nodular feel. This ciearly shows that 
the greater part of the malignant tissue is outside the 
capsule. As it is very rare for the maximum size of a 
malignant growth to be elsewhere than at its point of origin 
— apart, of course, from metastases — this finding is evidence 
that this type of carcinoma has a very high incidence of 
origin from the posterior lobe. 

Chronic Retention. — The cases of chronic retention ha\e 
been classified into groups 1 and II, (he former with urinary 
symptoms, the latter without. The clinical impression 
derived from these cases is that, with equal degrees of a 
substantial renal impairment as represented by the blood- 
urea estimation, the prognosis is worse in group II than in 
group I. This is an expected finding, as group II cases tend 
to be more chronic than group I, and the prognosis clearly 
depends on the length of time the blood urea has been raised 
as well as the height of the rise. Sudden emptying of the 
bladder in late group II cases may without doubt be fatal. 

I believe that these cases should be treated by a very slow 
decompression. The urinary output for 24 hours is 
measured — it may be normal — and this figure forms the 
basis for the decompression. The decompression is started 
by withdrawing from the bladder in 24 hours a volume of 
urine which exceeds this figure by 4 oz. (114 ml.); the 
bladder is therefore initially being decompressed at the rate 
of 4 oz. a day — a rate that may have to be increased later. 
This method is. of course, applicable only to group II cases. 
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Results of Follow-up 

Punch prostatectomy, being a subtotal prostatectomy, is 
associated with a small recurrence rate, which in the hands 
of an expert employing the operation in nearly 100% of 
cases should be less than 3 ~4%. Abdominal prostatectomy, 
however, is not free from recurrence rate, six patients in 
this series having previously undergone abdominal prostat- 
ectomy. Too short a time has elapsed for an adequate 
statistical follow-up of the recurrence rate, but a clinical 
impression of the results of punch prostatectomy was 
obtained by sending for consecutive patients so that 100 
attended for personal examination, the last patient having 
been operated on 12 months previously. 

Of these 100 patients, 1 ! of whom were in their SO’s, 
the urine was crystal-clear in 86, hazy in ii. and turbid 
in 3. Of the three patients with turbid urine one, aged 72, 
had undergone four previous bladder operations elsewhere 
for prostatic obstruction and bladder diverticulum, resulting 
in a suprapubic sinus and heavily infected urine. The sinus 
closed after punch prostatectomy. The second, aged 64, was 
admitted with a perforated duodenal ulcer and developed 
persistent urinary retention after operation. A severe 
urethritis complicated his catheter drainage and necessitated 
a suprapubic cystostomy. No aetiological factor was present 
in the third patient: he was symptom-free, with a nocturnal 
frequency of one. He stated that normally his urine was 
clear. 

Nocturnal micturition was nil in 33 patients, once in 30 
patients, twice in 25 patients, and more than twice in 12. 
patients. This latter group of 12 is composed as follows." 
3 patients, two to three times ; 4, three times : 2, three to 
four times ; 2, four times ; 1, six times. 

One patient was aged 83 and 7 were in their 70’s ; 2 
patients had malignant prostates ; 3 had hypertension with 
systolic blood pressures of 250, 240, and 220 mm. Hg ; 4 
spent thirteen hours in bed, and many drank fluid during 
the night. One patient, a restless facile 79 whose nocturnal 
frequency was six, drank more than a quart of fluid during 
the night. 

In this aged, or bad-risk, group the standard of judging 
post-operative results clearly differs from that obtaining 
in the fitter group. The former patients stay in bed longer, 
frequently drink fluid during the night, are more intolerant 
or restless, and show a high incidence of raised blood pres- 
sure, cerebral arteriosclerosis, myocarditis, and polyuria. 
For these patients to have survived operation with a good 
urinary stream must be judged a satisfactory result. Most 
of them would formerly have been considered unfit for 
prostatectomy and would have been treated by permanent 
suprapubic cystostomy. 

Status of Punch Prostatectomy 

Punch prostatectomy is no new surgical adventure. In the 
Mayo Clinic, where the operation is carried out in almost 
100% of cases of prostatic obstruction, over 14,000 cases 
have been treated by punch prostatectomy since 1933. It 
can be safely said, therefore, thpt this operation has success- 
fully withstood the'tests of time and experience, so that the 
wave of enthusiasm that so often sweeps a new operation 
beyond its established limits has had time to recede, > 

The outstanding impression after 400 cases of punch 
prostatectomy is without question the greater safety of this 
operation as compared with abdominal! prostatectomy. At 
least four patients successfully resected were so dyspnoeic 
that they could not lie flat either during or after the 
operation. 

Case Record . — A patient, aged 80, was admitted in 1947 with ‘ 
prostatic dysuria and 'cystitis. The blood urea was normal ; 


symptoms improved on penicillin and sulpliamezathme, and 
therefore operation was not advised. He was readmitted' 12 
months later with incapacitating symptoms and a rising blood 
urea: no improvement occurred on penicillin and sulpha- 
mezathine. Punch prostatectomy was carried out under law 
spinal analgesia without a suprapubic cystostomy when his 
blooti urea was 120 mg. per 100 ml. Convalescence was satis- 
factory ; his blood urea returned to normal. 

Operation on the worst risks indisputably provides the 
best test of safety. If an operation is safer for bad risks 
it is also safer for good risks. Five factors contribute to 
this safety: the operation is carried out under one of the 
safest of anaesthetics— a low spina! ; the operation can be 
terminated at any point of ‘time dictated by the patient’s 
condition ; it is a closed prostatectomy ; an abdominal 
operation with all its well-known sequelae can be avoided ; 
and there is a smooth, rapid, and ambulatory convalescence. 
The day after operation an average poor risk is on light 
diet and usually walks some 30 to 60 yards in one or two 
stages. Punch prostatectomy has reduced to a minimum 
operative trauma and therefore the operative mortality rate. 

Apart from the route of access, punch prostatectomy 
possesses at least two distinguishing features. First, as the 
prostate is removed in portions the operation time varies 
directly with the size of the prostate ; secondly, it is a highly 
specialized procedure requiring a long period of training 
Failure to realize the importance of these two points my 
lead to some disillusionment. The operation time must not 
exceed three-quarters to one hour: a surgeon with lillit 
experience of this work may remove some 15 to 20 g. in 
this time. If the prostate is large (80-100 g.) the patient 
will at this rate of resection require multiple operations 
for an adequate removal, and if he is fit enough to survive 
these multiple operations will certainly develop a severe 
cystitis or pyelonephritis. Experience with the operation, 
however, increases both the speed and the safety of resec- 
tion. The largest weight of tissue I have resected, in an 
orderly fashion with due care and time for adequate haemo- 
stasis, is 84 g. in one hour. This brings the majority of 
cases of prostatic obstruction, in one or two stages, well 
within the range of transurethral surgery. It has been esti- 
mated that in only 7% of cases does the prostatic weigh! 
exceed 100 g. 

The textbook indications for punch prostatectomy are lot 
prostatic obstruction due to fibrous, malignant, and small 
adenomatous glands and for prostate obstruction in bad 
surgical risks. The weak point in this classification lies in 
its confusion of clinical with pathological types, as if is 
quite clear that bad surgical risks, to whatever age grouf 
they belong, often have not only fibrous, malignant, and 
small adenomatous prostates but large prostates as well. A 
bad surgical risk, a large or difficult prostate, and an inex- 
perienced resectionist constitute a lethal combination. The 
old idea that normal micturition can be restored for an} 
length of time, or even restored at all, by “ guttering ” the 
prostate or by removing a few grammes of obstructing tissui 
is, I believe, quite wrong. Removal of file middle lobe ir 
a trilobed enlargement may allow the lateral lobes to fai 
together and perpetuate the obstruction, and a furthei 
incomplete removal of one lateral lobe allows the opposite 
lobe to swing over and the obstruction may .still be inade- 
quately relieved. The removal of prostatic tissue in thest 
bad surgical risks with large prostates must be substantia 
but need not be subtotal. 

The indications for punch prostatectomy are, I believe 
best given in terms of the size of the. prostate and the exper* 
ence of the surgeon ; in other words, with great competence 
it is the operation of choice in the great majority of a« 
cases of prostatic obstruction ; with limited competence, 
some 35%. The occasional outsize prostate should be 
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treated by abdominal prostatectomy. The status of the 
operation is therefore not a fixed one. Furthermore, any 
relative contraindication to abdominal surgery — i.e., obesity 
or a bad chest — constitutes an important indication for 
transurethral surgery. In this series 99% of all cases were 
treated by punch prostatectomy. 

Discussion 

Although punch prostatectomy has reduced mortality 
rates to a minimum, outstanding problems still clearly 
exist. Those that derive from a chronically distended 
bladder occupy a foremost place, the most serious being 
a bilateral pyelonephritis due to penicillin-resisting organ- 
isms superimposed on kidneys already damaged by pro- 
longed back pressure. 

With the outstanding exception of Wardill's work at 
Newcastle-upon-Tyne, the opinions expressed in this country 
on punch prostatectomy on the whole have either been 
unfavourable or hare unjustifiably restricted the scope of 
the operation. This may well be due to technical inex- 
perience. John L. Emmett, of the Mayo Clinic, in a most 
helpful personal letter in reply to the question of the num- 
ber of operations at which a surgeon should assist before 
being allowed to carry' out a punch prostatectomy himself, 
states: “This question is very difficult to answer for the 
reason that the manual dexterity of individuals differs so 
greatly. I think, however, that a man should have had 
experience in at least a couple of hundred cases before he 
can consider himself fairly well trained.” 

So far, little mention has been made of what to the 
patient is the most attractive feature of the procedure — 
namely, the absence of an abdominal operation. Elderly 
patients show a w-ell-founded aversion to an abdominal 
operation, many in this series haring at first refused prostat- 
ectomy on the assumption that it meant a “ cutting ” opera- 
tion. The popular appeal of this operation is based on 
sound clinical experience. It is perhaps not out of place to 
emphasize the fact that bad-risk patients with mild dysuria 
and a low residual urine require a period of observation 
before operation is considered. Indications for operations 
in this group must be clear and beyond dispute. 

Conclusion 

The outstanding impression is the safety of punch prostat- 
ectomy and its freedom from post-operative incapacity. It 
is applicable to the majority' of cases of prostatic obstruc- 
tion. For the aged bad risk group it is in a class by itself. 

In highly specialized work the surgeon is very much in 
the hands of his theatre and ward staff. In both these 
respects I have so far been particularly fortunate. 

Reference 

Walker, K. (1933). The Enlarged Prostate and Prostatic Obstruction 
2nd ed., p. 210. 


The Ministry of Health points out ih.it patients in hospital for 
any length of time may accumulate substantial sums by way of 
benefit or pension from the Ministry of National Insurance or 
National Assistance Board. These sums, together with any cash 
handed over by the patient on - admission, should be banked and a 
separate banking account maintained if necessary. A separate ledger 
account should be kept at the hospital for each patient who has 
money to his credit in this account and debited as cash or its equiva- 
lent is issued to the patient or purchases made on his behalf. Pay- 
ments can also be made to relatives out of the account at the written 
request of the patient. In the case of mental patients for whom no 
officer has been appointed to act in accordance with paragraph 4 of 
H.M.C.(4S)24, B.G (4SI22, a certificate should also be' obtained 
from a medical officer that the patient understands the nature of 
the transaction. Any interest accrued to the patient's bank account 
may be placed to the credit of the committee's or board's endow- 
ment account for the benefit of patients’ amenities generally. The 
accounts relating to these transactions should be under the control 
of the chief financial officer and should be submitted to the auditor. 


OSTEITIS ETBROSA DISSEMINATA 

BY 

D. 3. MacRAE, M.B.. F.IUCSFcL 
Late Surgical Specialist, RAS.VJi. 

Osteitis fibrosa disseminata is a regional fibrocystic disease 
of bone with distinct and characteristic features. Its aetio- 
logy is obscure. No familial or hereditary tendency has 
been noted (Lichtenstein, 1938), but its segmental distri- 
bution suggests that it may have its origin in a congenital 
abnormality (Adams et ah, 1940). The condition may be 
a sequela of icterus gravis neonatorum in which the liver 
fails to store and utilize vitamins (Braid, 1932, 1939). An 
embryological defect, with an associated endocrine con- 
dition (Albright, et al., 1937), and an abnormality in the 
region of the hypothalamus or walls of the third ventricle 
(Shallard, 1940) are also postulated as causes. The com- 
mon features of the disease, the bone changes, may be the 
response of bone marrow to various stimuli — inflammatory, 
neoplastic, metabolic, or simple mechanical (Freund and 
Meffert, 1936). Trauma is common in childhood, and 
perhaps is too often present in the patient's history to be 
only of accidental importance ; yet the disease cannot be 
produced experimentally by trauma (Freund and Meffert). 
Local bone changes, starting in childhood from various 
centres in the same bone, may be due to osteoclastic 
absorption and hydropic degeneration of the fibrous bone 
marrow as a consequence of the augmentation of pressure 
due to impaired venous flow (Freund and Meffert). 

Symptoms and Signs 

The condition first makes itself evident in childhood or 
adolescence, usually by fracture or bony deformity, and 
no extraskeletal changes may be found. Braid observed 
from birth an infant who showed typical bone changes at 
the age of 2 years, and a second child who had the first 
of a series of fractures at the age of 14. Both these patients 
suffered from icterus gravis neonatorum, and Braid states 
that at the age of 2£ years her female patient showed 
enlargement of the breasts and had a menstrual period, 
which lasted nine days. McCIune reported bone changes 
in a I-year-old infant, who also bad icterus gravis neona- 
torum, in whom menstruation began at the age of 34 years, 
and who was sexually mature at 4. Cutaneous pigmenta- 
tion was seen in all three patients. There is no difference 
in the frequency of the sex incidence of the disease (Adams 
.et ah, 1940); but endocrine dysfunction occurs typically 
in the female, and Albright described a further seven 
patients, four of whom were females, with the syndrome 
of osteitis fibrosa disseminata, areas of pigmentation, and 
sexual and somatic precocity. 

Sex abnormalities in males are usually absent, although 
one case is recorded in which there was atrophy of the 
testes without any changes in the secondary sex charac- 
teristics. The general health is not affected and pain is 
conspicuously absent 

The Bone Changes 

The bone lesions are the cardinal aDd sometimes the 
only features, and are responsible for the deformities and 
fractures which may be the first sign of the condition. Any 
of the skeletal bones may show the disease, but it is com- 
monest in the lower limbs, where the ilium, femur, and 
tibia are most often affected. Bowing of the extremities 
is well marked, as in patients reported by Braid (1932, 
1939) and hv Murray et ah (1946); and kyphosis and 
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anterior bowing of the sternum have been described by 
Braid. 

Braid also noted that in her original patient the bone 
disease did not attack the epiphyses, and it has since been 
found that they arc constantly and characteristically spared, 
but the diaphyses arc involved to a variable degree. Typi- 
cal of the disease, too, is its regional distribution in bone, 
some bones showing patchy dccalcification and others being 
completely normal. Deformities may also occur in the 
skull in the form of bony swellings, as in the ease recorded 
below, or there may be asymmetry of the face {Coleman, 
1939) ; tallness, due to delayed union of bone, is described 
by Shallard. The cystic areas of the affected bone %'ary 
greatly in size and density, and spontaneous fracture 
usually takes place through the site of a large cyst. 
These cystic areas, states Coleman, arc clean-cut and 
involve the medulla and cortex, in some regions expand- 
ing the shaft of the bone and everywhere entirely replacing 
the normal bony architecture, with areas of increased den- 
sity either associated with the cysts or appearing as 
irregular speckling ; the cortex may be eroded as thin as 
paper. Freund and Meffert state that the internal mould- 
ing and resorption, instead of leading to the formation of 
lamellar bone, produces fibrous bone marrow and fibrous, 
porotic, spongy bone. The cortex is thin and expanded, 
owing to the encroachment on its endosteal surface, the 
periosteum playing no part in the pathology. 

Macroscopically, the marrow spaces arc wide and arc 
filled with a yellow, white, or grey fibrous tissue, and the 
cavities with fluid of gelatinous material, forming true cysts 
or merely spaces filled with fibrous tissue (Adams et al., 
1940). Microscopically, dense fibrous-tissue cells replace 
normal bone and form irregular trabeculation throughout ; 
osteoid tissue is common and indicates bone regeneration, 
which is occurring simultaneously with bone destruction ; 
the cystic cavities are lined with compact fibrous tissue, 
and nests of foam cells can be seen (Adams et al., 1940). 
Conclusive diagnosis of the different forms of non- 
generalized osteodystrophy is not always possible, how- 
ever, from examination of a few slides. 

The skull often shows osseous defects. Marked thicken- 
ing of the base of the skull is characteristic, while the vault 
has a finely granular appearance. Shallard (1940) states 
that hyperostosis is most evident at the base of the skull, 
and that the mastoid cells and accessory sinuses may be 
completely obliterated by dense bone. In the vault the 
bone changes resemble those of early Paget's disease, with 
its bony thickening, multiple areas of rarefaction, and pre- 
servation of the inner table. Cystic rarefaction of the 
occipital protuberance is described by Garlock (1938). 

Other Changes 

Cutaneous pigmentation is not always present, but it has 
been recorded in so many cases as to suggest that it has 
a common exciting factor with the bony pathology. It 
may occur anywhere in the body, including the scalp, 
where it may be missed at examination (Albright) ; if the 
skull is involved in the bony pathology its distribution may 
be bilateral. The serum calcium and blood phosphorus 
are normal, but the plasma phosphatase level may be 
raised. The blood count is normal. Urine calcium excre- 
tion is normal. 

Prognosis and Treatment .— -The prognosis is relatively 
favourable ; but multiple fractures and skeletal deformity 
are prone to produce serious incapacity. It is generally 
slow, and the course is benign. Treatment is confined to 
preservation of function and, if necessary, to correction of 
deformities. 


Case Report 

The patient, a male cine-projcctionist, aged 25, had spent fisc 
years in the R.A.F., the last 3) years overseas. His only com- 
plaint was : " My mother states that the lump on the back of 
my head has increased in size." 

He had been employed as an electrician during his Service 
career and v\as carrying out routine duties, which included 
P.T., drills, and parades, but no strenuous course or heavy lift- 
ing. During the whole of his Service years he had not had an; 
illness other than occasional colds in the head and influenza. 

Previous History . — The patient's mother writes : “The lump 
on his head first became apparent at the age of 10 years. The 
right side of the .head, at the back, appeared to be developing 
faster than the left side. A bulge appeared a year or two later 
on the left side of the forehead. He had a bad fall downstairs 
when 4 years of age, and also in childhood had bronchitis, 
otherwise he was always healthy, with no aches or pains. When 
he returned recently after 3( years overseas, the lump at the 
back of the head seemed to have gone further down and to 
have spread across the top of the back of his neck to the left 
side. I am definite that the lump was only on the right side 
before, and was about a quarter its present size and going only 
half-way down on to the neck.’’ There is also a history of frac- 
ture of the right humerus at the age of 15, brought about by 
very slight trauma. The patient was sitting at a table with other 
children playing a game which involved placing the elbows on 
the table, crossing the amis, and pushing the apposed hands 
of their playmates. It was merely this light pressure, applied 
by a girl, which fractured his arm, and he remembers at the 
time being struck by the fact. At the hospital at which hewa' 
treated no mention was made of any other complication when 
the fracture was radiographed. The bone healed in six weeks, 
and he then continued with his work as a cine-projectionist. He 
has never suffered from headaches or from ear or eye trouble 
He has one sister, who is alive and well, but no brothers; his 
father and mother arc also alive and well. There is no similar 
trouble in any member of the family. 

On examination the patient looked fit and well; height 
5 ft. 8 in. (1.73 m.), tongue clean. The teeth, except the iowe’ 
incisors, canines, and first prcmolars, were removed five yean 
ago for caries. Nothing abnormal was found in heart, lungs, 
or genitalia. The left frontal region protruded forward, causing 
slight left exophthalmos. Protrusion was also present over the 
whole of the occipital bone to the size of half a melon, more 
pronounced on the right side. The tumours were hard to the 
touch. No abnormal swelling or deformity was seen in limbs 

Clinical Findings 

A radiograph of the skull revealed a large fibrocystic tumour 
over the whole of the occipital bone (Fig. 1). Both parietal 
bones show areas of decalcification and the outer table is raised 
in places with blister formation, and in other areas there is 
hyperostosis. The frontal bones show spotty decalcification 
and there is a fibrocystic swelling in the left frontal bone, with 
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distortion of the left frontal sinus. The sphenoidal sinus is 
almost completely occum'ed bv a tumour mass, and the mastoid 
air cells are obliterated. The inner skull table is normal. 
Radiographs revealed fibrocystic disease of the shaft and lower 
end of the humerus, with some cyst formation and trabecula- 
tion (Fig. 2). The cortical bone is seen to be eroded, and 
is especially thin at the junction of the 
middle and lower thirds of the shaft, 
where the bone is slightly expanded. 
All other bones are normal. 

Radiography of the abdomen disclosed 
considerable calcification of abdominal 
lymph glands. No renal calculi or gall- 
bladder calculi were seen ; the dye test 
was normal. Vision is 6/6 in both eyes, 
and the hearing normal. 

Blood Findings. — June 3, 1946: red 
cells, 5,8S0,000 per c.mm. ; white cells, 
8,600 per c.mm. (neutrophil polymorphs 
76%, lymphocytes 18%, monocytes 6%). 
June 17 : serum calcium, 12 mg. per 
100 ml. ; blood inorganic phosphorus, 
1.3 mg. per 100 ml.; plasma alkaline 
phosphatase, 18 King-Armstrong units ; 
blood cholesterol, 200 mg. per 100 ml. 
July 2 : serum calcium, 12 mg. per 
100 ml. ; blood inorganic phosphorus, 
3.8 mg. per 100 ml. ; plasma alkaline 
phosphatase, 14 King-Armstrong units. 
(Rapid rise of inorganic phosphorus 
noted.) Aug. 9: serum calcium, 10 mg. 
per 100 ml. ; blood inorganic phosphorus, 
2.6 mg. per 100 ml. ; plasma alkaline 
phosphatase, 6.75 King-Armstrong units. 
(All estimations checked owing to varia- 
tion from previous readings.) 

Urinary System. — June 3: reaction, 
alkaline ; albumin, sugar, and protein 
(Bence-Jones method), nil. Aug. 9: 
blood urea, 32 mg. per 100 ml. ; urea 
clearance, first hour 64% of normal, second hour 84% of 
normal (indicating only fairly good kidney function.) Urine 
calcium with known diet was within the range of normal. 
Faeces calcium, with known diet, also normal. 

Discussion 

Osteitis fibrosa disseminata has been described under a 
varied nomenclature, such as polyostotic fibrous dysplasia, 
osteodystrophia fibrosa unilateralis, osteitis fibrosa locali- 
sata, osteodystrophia fibrosa cystica generalisata, multifocal 
osteitis fibrosa, fibrous osteodystrophy, regional fibrocystic 
disease (Horwitz and Cantarow, 1939). 

The possibility that icterus gravis neonatorum is a pre- 
disposing cause of osteitis fibrosa disseminata is suggested 
by Braid and elaborated by her in her record of two 
cases. McClune also reports this association. But whether 
the resulting bone changes are due to liver damage with 
consequent loss in vitamins, as Braid suggests, or whether 
the jaundice produces its effects elsewhere — as it does, for 
example, in die basal nuclei — are interesting speculations, 
as is the part played by haemolysis and anti-agglutinins 
on various organs. Braid states that Buchbinder and Kem 
produced rarefaction and cortical thinning and relatively 
wide medullary spaces and cysts in bones of puppies in 
which they had procured an obstructive jaundice ; and they 
also brought evidence to show that there is some alteration 
in parathyroid function in obstructive jaundice. Braid, 
using the rabbit test in one of her patients, was, however, 
unable to demonstrate an excess of parathormone in the 
blood. 

The blood changes in osteitis fibrosa disseminata fre- 
quently show a conspicuous alteration in the plasma phos- 
phatase, which is often raised, while the blood calcium is 


at the upper limit of normal Periodic variation in the 
phosphatase level in the same patient, as reported by Braid, 
by Garlock (1938), and in the above case record, would 
also seem to be typical of this disease. Smith and Maizel 
State that a high plasma phosphatase is found in active 
rickets and is probably derived from hypertrophic cartilage 
cells and osteoblasts, which Robinson has shown to be 
the source of the enzyme, the phosphatase level slowly 
falling to normal with healing of the disease. They state 
that in scurvy, on the other hand, the plasma phosphatase 
is low, since the picture is one of cessation of bone growth 
and ossification is in abeyance — the phosphatase rising, 
however, with treatment of the condition and calcification 
of the haemorrhages, finally falling to normal with the 
absorption of these calcified areas. It could therefore 
be submitted that raised and normal plasma-phosphatase 
readings coincide with, and are respectively indicative of, 
active and quiescent phases of the disease. 

The difficulty in distinguishing the disseminated form 
of osteitis fibrosa from the generalized osteitis fibrosa 
cystica of Recklinghausen is a very real one, and Shallard 
instances many patients in whom exploration of the neck 
proved negative. In Recklinghausen's disease there is an 
Osteoporosis of the whole skeleton, with cyst and bone- 
tumour formation, a raised serum calcium, lowered blood 
phosphorus, a raised plasma phosphatase, and an excess 
of urine calcium, with possible stone formation and an 
association of the condition with an adenoma of the para- 
thyroid gland. Non-typical cases of Recklinghausen’s dis- 
ease have also been reported ; Weissenbach el al. (1939) 
state that parathyroid adenomata are not always present. 
Decort et al. (1942) found a hypocalcaemia, with normal, 
and later raised, readings for plasma phosphatase ; and 
Marti (1938) records a case which was cured after the 
removal of a normal parathyroid. That the disease may 
become quiescent is recorded by Pagniez et al (1938), and 
Ostling (1939) reports a spontaneous cure in another patient. 
Neither the blood chemistry nor the parathyroid changes 
would thus appear to be constant, and the condition may 
be quiescent at the time of examination. It is therefore 
essentially the extent of the bone changes and the age 
Of the patient which are the diagnosu'c features. The 
fact that a raised blood calcium is not found in osteitis 
fibrosa disseminata, with its more localized bone changes, 
suggests that there is no adenoma of the parathyroid, and 
it may be surmised that the difference between the two 
conditions is that produced by minor or major disturbances 
of the parathyroid. 

In both diseases there arises the question of the excit- 
ing factor of the abnormal parathyroid metabolism. That 
Other endocrine glands can affect bone pathology is shown, 
for example, by the arrest of the bone changes in osteo- 
malacia following removal of the ovaries ; it may also 
be surmised that the temporary' hormonal imbalance of the 
climacteric, which sometimes has a marked effect on the 
endocrines controlling carbohydrate metabolism, may also 
Upset normal parathyroid activity and cause the bone 
changes found in Paget’s disease. The anterior part of 
the pituitary’ gland is closely connected with normal growth 
of bone, and the association of Albright’s syndrome with 
Osteitis fibrosa disseminata points to this area as the seat 
of the trouble in this disease. There is no evidence about 
the cause of the parathyroid abnormality in Reckling- 
hausen's disease — whether it is primary in the gland itself, 
as suggested by the cure which follows removal of the 
3denoma, or whether it is merely a more catastrophic 
alteration of parathormone balance in an older patient. 

The skull changes in the case here reported have several 
points of interest. They form a prominent feature of the 
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disease and arc more pronounced than those in cases pre- 
viously recorded, and both base and vault aic involved. 
The exophthalmos of the left eye is due to the frontal- 
bone growth displacing it forward ; Albright described a 
similar instance. No involvement of the inner table of 
the 'skull is seen and the pituitary fossa appears to be nor- 
mal. The cyst-like spaces and trabcculation and expan- 
sions of the occipital region and the “ blister " appearance 
on the surface of the parietal bones show the results of 
an active phase of the disease. The hyperostosis in the 
vault is similar to that of early Paget’s disease ; while 
the solid replacement of the mastoid cells and the surface 
growth in the sphenoidal air sinus would seem to conform to 
the osteitis fibrosa of the ctccping pcriostotic type of lcon- 
tiasis ossium described by Lawford Knaggs. Had the 
disease in the present case involved the maxillary sinuses 
and, more typically, the facial bones, it might have been 
considered a definite example of Icontiasis ossium. Cases 
of Icontiasis ossium with involvement of other skeletal bones 
have been described (“ Osteitis Fibrosa Gcncralisata as a 
Complication of Lcontiasis Ossium and Coxa Vera": 
Sei-I-Kai M.J., abstract section, Dec., 1936, 55, 1). 

Finally, it may be thought that, instead of the fibrocystic 
diseases of bone being classified according to the region 
involved and the extent of the bone changes, many of them 
may be regarded as part of an abnormal parathyroid 
activity induced by alterations in the factors governing its 
metabolism and with trauma or vascular conditions playing 
a localizing part 


Summary 


A case of osteitis fibrosa disseminata showing involvement of 
the skull and the right humerus and associated with certain 
blood changes is reported. It is suggested: (a) that the condi- 
tion is one of endocrine abnormality in which the parathyroid 
hormone is dissociated from the normal endocrine balance ; 
( b ) that abnormality in the region of the pituitary or hypo- 
thalamus is the exciting cause and this may be due to haemo- 
lytic disease of the newborn ; and (c) that the fibrocystic 
diseases of bone may be interrelated and their causal factors 
found in the different influences affecting parathyroid meta- 
bolism. 


Previous history of icterus gravis nerp^.-di-afn may besought 
d a check made of the maternal T )f>‘ Prolonged observation '' 
f the patient may reveal that tie "fibrocystic diseases of bone 
have periods of recrudescence intermission. 

I wish to thank Air Vice-MAfshal Sir Andrew Grant, Director- 
General, Medical Services, foy'permission to publish the records of 
this case. / 
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OCCUPATIONAL DISEASES OF THE 
LENS AND RETINA* 

ny 

JOSEPH MINTON, F.R.C.S. 

Ophthalmic Surgeon to the Hampstead General Hospital, 
Queen Elizabeth's Hospital for Children, the 1 Vest End 
Hospital for Nervous Diseases, and the London Jewish 
Hospital 

This paper deals only with the diseases of the lens and 
retina that occur amongst glass and furnace workers, 
welders, and others exposed to excessive radiation at their 
work. 

Radiant Energy and its Effects on the Eye 

The visible rays occupy only a small portion of the radia- 
tion spectrum. The whole range of clectro-magnetic 
radiation extends from the long clectro-magnetic waves 
used in wireless and industrial high-voltage currents to the 
short gamma rays emitted from radium, uranium, and also 
during nuclear disintegration of atoms. Next to the electro- 
magnetic waves are the infra-red rays, which are generated 
by heated bodies (metal, glass, etc.) and arc a source of 
danger to the eyes in foundries, glass factories, etc. 

The long infra-red rays are mostly absorbed by the 
cornea. The short infra-red rays are transmitted through 
the cornea and are absorbed by the lens ; a small part of 
these rays, however, reach the retina. The infra-red rays 
when absorbed by the tissues of the eye cause an increased 
activity in the tissue cells, and with it an overheating of 
the tissues. The cornea, which is air-cooled, suffers from 
no ill effects. The lens, on the other hand, when over- 
heated through absorption of the short infra-red rays, 
undergoes marked changes, resulting in the formation of 
cataract. This form or “ heat cataract ” is found amongst 
glass-blowers, chain-makers, and foundry and furnace 
workers. The iris and ciliary' body also absorb a good 
deal of the short infra-red rays ; the heat generated in 
these tissues, however, is lost to the circulating aqueous. 

The visible rays of the sun pass through all the media 
of 'the eye and on reaching the retina set up a series of 
biochemical'changes which the brain interprets as vision. 
An excessive exposure of the eye to the sun rays may cause 
pathological changes in the eye. 

The short and the long ultra-violet ray's are absorbed 
by the cornea and the ocular conjunctiva, and only a very 
small amount of ultra-violet rays reaches the aqueous .and 
the lens. The short ultra-violet rays set up biochemical 
changes in the conjunctiva and the cornea which manifest 
themselves “ after a latent period ” of several hours as a 
conjunctivitis or a keratitis. These ultra-violet rays are 
present in high quantities in welding arcs (gas and electric 
welding), and are responsible for the “ arc eye ” which is 
extremely common amongst welders. 

The x rays and gamma rays are of very short wavelength ; 
they penetrate the tissues r of the eye and have a direct 
action on the lens, causing the formation of a cataract. - 
Vascular changes are also set up in the iris and the ciliary 
body. 

Occupational Eye Diseases due to Radiant Energy 

In the past glass-workers have been known to develop 
cataract. In glass-bottle making the finisher was exposed 
to the undiminished glare of the furnace or tank of molten 
glass. The infra-red rays emitted by the molten glass were 

‘Abstract of Hunterian Lecture given to the Royal College of 
Surgeons in June, 1947. It was also read at the International 
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absorbed by the lens, and after many years the glass- 
workers developed typical “ heat cataract." Investigations 
by Dr. Robinson and Sir Thomas Legge in 1908 showed 
that 20% of glass-workers had lens changes. These investi- 
gations have led the Government authorities to recognize 
“ glass-blowers’ cataract ” as an occupational disease, and 
it is now scheduled as such under the British Workmen's 
Compensation Act, 1929. The recognition of this eye dis- 
ease and. the discovery that it is due to infra-red rays (heat 
rays), and not as previously thought to the ultra-violet rays, 
have led to further investigations into the means of its 
prevention. 

Physicists found that glass to which metallic oxides are 
added can absorb about %% of heat radiation. This glass, 
which is dark green, should be used in goggles and pro- 
tective screens. Many glass-workers still use dark blue 
glasses which do not absorb a great deal of infra-red 
radiation. 

Protection of the workers is best achieved by using 
machines which incorporate protective measures. This 
guiding principle inspired the inventors of the modem 
machines which are used in the making of glass bottles. 
The machine automatically sucks up the molten glass, blows 
the glass, and delivers the bottles at the rate of 40 a minute. 
The use of these machines is responsible for the great drop 
in the incidence of cataract amongst glass-workers. In 
Great Britain during the period 1939-45 only 27 cases of 
cataract were notified in the glass industry to the Ministry 
of Labour. In the year 1945 only one new case of cataract 
was notified. These figures were supplied to me by 
Dr. Merewether, Chief Medical Inspector of Factories in 
Great Britain, by the kind permission of the Ministry of 
Social Insurance. These figures should be compared with 
those of “ glass-blowers’ cataract ” found by Dr. Robinson 
40 years ago. 

“ Heat Cataract *' in Metal Industries 

Investigations carried out by ophthalmologists in many 
countries have now fully established the fact that workers 
in various metal industries, whose eyes are exposed to the 
heat from molten or red-hot metal, develop cataract. In 
Great Britain cataract caused by “ exposure to rays from 
molten or red-hot metal ’’ is now scheduled as an industrial 
disease. 

In the years 1939-45 there were 131 compensation cases 
of cataract in the metal industry, while in the glass industry 
there were only 27 cases. In 1945 there were 16 cases of 
cataract in the metal industry, and only one case in the glass 
industry. 

Evidently very little is being done in the metal industry 
to prevent the development of “ heat cataract.” I have 
visited several foundries in and around London, and have 
found that the eyes of the fumacemen and foundrymen 
were exposed to the heat of the molten metal. No eye pro- 
tection was used by them. In some foundries electric fur- 
naces are used, and the workers looking after these fur- 
naces inspect the molten metal for very short periods only : 
but the fumacemen looking after gas-heated furnaces are 
exposed to the heat of the molten metal for many hours 
a day without any eye protection. Only through adoption 
of efficient means of protection of the workers' eyes will 
the number of cataract cases in metal industries diminish. 

Chain-makers’ Cataract 

In Staffordshire there are about 12200 people working 
at chain-making, hand forging of chains. In 1921 
Dr. Roberts, ophthalmologist of that district, reported 
(hat “ heat cataract" is common among chain-makers. 
Since that date a number of cases of "chain-makers’ 


cataract” have been reported by many other observers. 

The workmen do not seek advice until their vision has 
become poor. At the age of 50 or over, by which time the 
chain-maker has been at h is trade for some 35 years, lens 
changes typical of “heat cataract” often occur. It is 
interesting to note that the lens changes progress even if 
the chain-maker leaves his trade. 

Dr. Lloyd Johnstone, ophthalmologist in Staffordshire; 
has seen 50 new cases of “chain-makers’ cataract ’’ during 
the past 10 years. The workmen are often advised to use 
dark glasses or goggles provided with “ infrex glass ” at 
their work, but they always claim that they cannot work 
with glasses, and it is very difficult to persuade them to do 
so while their sight is good. 

Eye Hazards in Electric and Gas Welding 

The most common types of welding used in industry’ are 
gas and electric welding. In gas welding oxygen or acety- 
lene is used. Acetylene produces one of the hottest flames 
(6,000° F. — 3,315° C.) ; oxvgen welding reaches a tempera- 
ture of 4,000° F. (22204° C.). 

All welders have at some time suffered from “ arc eye,” 
or “ welders’ flash.” This condiuon is due to the exposure 
of the unprotected eye to the ultra-violet radiation of the 
arc in gas weiding or electric welding. The welder is 
exposed tp the radiation of his own work and to the 
reflected radiation from neighbouring workers. On exami- 
nation one finds a conjunctivitis with an occasional super- 
ficial keratitis. The extent of the corneal involvement will 
depend on the length of the exposure to the arc and on the 
intensity of the radiation. The acute symptoms usually last 
one to two days. Repeated exposures to the arc produce 
a chronic blepbaro-conjunctivitis with a chronic keratitis. 
The presence of the latter condition is often missed. A 
careful examination of the patient with a slit-lamp micro- 
scope will in such cases show the presence of multiple 
corneal erosions which stain with fluorescein. 

The great heat generated by the welding arc is the source 
of intense infra-red radiation. Some of this radiation is 
absorbed by the eye and transformed into heat energy. 
Although most of this energy is absorbed by the comea 
and conjunctiva, some of it (4 to 6%) may be absorbed 
by the Jens. The Jens cannot lose heat as easily as other 
parts of the eye and serious injury of the lens may 
follow. 

Opinions are divided about the frequency of cataract 
among welders. However, many observers claim that lens 
opacities of the same type as have already been described 
occurring among fumacemen are to be found in elderly 
welders. Welders who may be suffering from some general 
disease or those whose state of nutrition is poor are liable 
to greater damage of the lens as a result of such physical 
factors as infra-red radiation. Eye injuries due to infra-red 
rays will go on occurring until better protective equipment 
is provided for the welders. 

Retinal Injuries from Infra-red Radiation 

Retinal injuries among welders are rare, but a number 
have been recorded. In these cases the central part of the 
retina shows definite chances. They may vary from a slight 
haziness of the macula to a pronounced oedema. The 
patients usually complain of a partial loss of vision, they 
may be aware of seeing a black spot in the centre of vision 
of one or both eyes, and their central vision may be very 
poor. Cases of mild oedem3 of the macula may fully 
recover ; on the other hand, severe bums of the macula have 
led to a complete or partial loss of central vision. Ophthal- 
moscopic examination of the eyes many months after such 
an injury may show no macular changes, or a slight granular 
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appearance of the macula may be seen. In severe eases 
a “ retinal hole ” may be found at the macula. 

I recently saw two men who were suffering from retinal 
burns from the welding arc. These patients were shown at 
the Congress of the Ophthalmological Society of the United 
Kingdom in March, 1947. Dr. White’s patient was a fitter 
who was working 6 feet (1.83 metres) away from the welding 
'arc. He had no eye protection when the arc was struck. 
A few days later he complained of blurred vision of one 
eye. He was seen a few weeks after the accident, and he 
then had a typical oedema of the macula, which later sub- 
sided. I saw him several months after the accident, and 
he then had an excavation (a hole) at the macula of one 
eye. The other patient, shown by Dr. Spence Mcighan, was 
a welder. He attended at the Glasgow Eye Infirmary on 
March 16, 1945. He then complained of blurred vision of 
the right eye. His eyes were exposed to a Hash from electric 
welding three days earlier. He had an oedema of the right 
macula. Tire vision of the right eye was 6/9. The left 
retina was normal; vision was 6/5. The oedema of the 
right macula subsided within a few weeks. The vision 
improved to 6/6. He now shows a fine pigmented distur- 
bance at the right macula, and he has a small absolute 
scotoma at the point of fixation. 

The retinal bums described above are largely produced 
by infra-red radiation of the welding arc. Investigations on 
the transparency of the ocular media to the radiation of 
various wavelengths have shown that 12% of the infra-red 
radiation of the welding arc reaches the retina of the 
unprotected eye. 

Eye Injuries due to Higli-voltage Electric Currents 

Bums of the body by high-tension electric currents arc 
known to be sometimes followed by the formation of 
cataract in one or both eyes. A number of such cataracts 
have been reported by ophthalmologists. Such injuries 
occur in high-power electric stations where electricity is 
either produced or distributed. 

The rarer type of injury to the retina way occur when 
a workman’s eyes are exposed to a sudden electric flash 
from a high-voltage electric current. The following two 
cases illustrate the salient points of “ electric eye injuries " 

Case J 

An electrical fitter aged 39 was working in a trench on 
Jan. 27, 1946, repairing switch gear in a transformer substation. 
The voltage of the electric current in this station was 6,600. 
As a result of a short-circuit he was severely burnt ; he was 
pulled out from the trench in an unconscious state and was 
admitted to hospital, where he remained unconscious for six 
hours. He was suffering from severe burns of the right side 
of the face, the right side of the scalp, and the right arm. He 
was away from work for three months. A week after his 
return to work he noticed a slight mistiness of vision of the 
right eye. He was then examined at an eye hospital, where 
he was found to be suffering from lens opacities of the right eye. 

I examined him for the first time in March, 1947, fourteen 
months after the accident, and found the following: Right 
eye: Vision 6/24. The cornea and iris were normal. The 
slit-lamp microscope showed a dense central opacity in the 
anterior lens capsule and the underlying lens cortex. The 
peripheral parts of the anterior lens surface showed faint 
opacities, as though a veil was spread over the lens surface. The 
posterior cortex of the lens showed early changes. Left eye : 
This was normal in all respects and the vision was 6/5. 

I examined him again in October, 1947, and he then told me 
that since August the vision of the left eye was not as clear as 
it used to be. Slit-lamp microscope drawings were made of both 
eyes. The left lens showed hundreds of small opacities on the 
anterior surface of the lens. The optical section drawing 
showed these opacities to be confined to the anterior lens cap- 
sule. The vision of the left eye was still 6/6. The drawing 


of the right eye showed that the central lens opacities had 
become much denser. The optical section drawing also shotted 
a pronounced Ihickcning of the central part of the anterior 
lens capsule. 

The outstanding features of this case are: (!) The right 
lens developed “an electric flash’’ cataract three months 
after the injury. (2) The left lens remained clear for 
eighteen months and then, about twenty months after the 
injury, it began to show lens opacities. These will most 
probably increase and will eventually cause the loss of 
vision of this eye. 

Simitar cataracts have also been reported in people who 
were struck by lightning. The causation of the “electric 
cataract ’’ has never been satisfactorily explained. It is most 
probably due to chemical changes in the ciliary body of 
the eye and the lens capsule during the passage of the 
high-tension electric current through the body. 

“ Electric flash cataract,’’ as a result of an exposure of 
the workman’s eye to a powerful electric flash, is rare, but 
a few cases have been reported in the past. Retinal injuries 
from electrical flashes arc much more common. The 
following case illustrates this condition. 

Case 2 

A man aged 25 was working on Nov. 29, 1946, on a switch 
gear of an electric generator. A short-circuit in the switch gear 
caused a powerful electric flash. He suffered from no genera! 
ill effects ; he was not burnt. Three days later his left etc 
was slightly red and painful and he could not see with it. He 
was examined four days after the exposure to the electric 
flash. The vision of the left eye was then reduced to percep- 
tion of light. The cornea, iris, and lens were normal. The 
central part of the left retina was oedematous. There were 
no retinal haemorrhages or exudates. The right eye was 
normal and the vision of this eye was 6/5, 

A few weeks after the accident the vision of the left eje 
began to improve and the retinal oedema gradually subsided 
He was away from work for three months. One year after 
the accident the vision of the left eye was 6/9, the oedema 
of the left central retinal area had subsided, and the macula 
had a granular appearance with a few pigmented dots. 

These retinal changes resulting from electric flashes hast 
been attributed by various observers to the infra-red radiation 
and to the intense visible light rays, It is impossible to state 
which of those rays are primarily responsible for the damage 
to the retina. The intensity of the light from a short-circuit 
has been estimated to be equal to the light of 150,000 candles: 
it is therefore probable that the photo-chemical changes pro- 
duced by this intense light play an important part in producing 
the retinal changes. 

Industrial Uses of X Rays and Radioactive Substances 

A" rays are used nowadays in many industrial processes 
— for example, in the examination of metals, micas, rubber 
products, textiles, etc. 

Tire recent research on atomic energy demands a vast 
expansion of the work of extracting uranium and othet 
radioactive substances from minerals. Great care must be 
taken to protect these workers from the dangerous effects 
of radioactive substances. If such care is not taken we 
shall soon read reports about severe anaemias and cataract 
of the eyes among the workers in these industries. 


The Ministry of Health has sent a circular to local authentic* 
and medical officers of health pointing out that two short films— on* 
on diphtheria immunization and the other on burning and scalding 
accidents to children— may be borrowed free from the Nations 
Screen Service, Wallace House, 113, Wardour Street, London, W.t, 
if. a cinema manager trill include them in his programmes. The) 
havo been sent out before, but in some cases have been cut from 
the newsreel for various reasons. When asking for the films, throe 
weeks’ notice should be given of the date when the cinema manage 1 
has agreed to show them. They will be sent direct to the cinema 
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FREQUENCY OF PENICILLIN-RESISTANT 
STAPHYLOCOCCI 

BV 

A. VOUREKA, M.D. 

AND 

W. HOWARD HUGHES, M.D. 

{From the Wright-Flentirtg Institute of Microbiology, St. Mary's 
Hospital. London, IV- 2) 

Because of the large number of strains which are now 
grossly resistant to penicillin statements have been made 
that the drug is losing its \aiue in staphylococcal infections. 
There was reason to believe that the number of resistant 
strains had been exaggerated, so an investigation was under- 
taken to ascertain the sensitivity to penicillin of staphylo- 
cocci taken at random from out-patients. 

The patients were those attending our asthma clinic and 
they were not at that time suffering from obvious staphylo- 
coccal infections. There was no risk of cross-infection, 
as they were swabbed on their first attendance and came 
from widely separated areas of the country. The strains 
were collected between January and June, 1948. 

Swabs were taken from the anterior nares and cultivated 
on blood agar from which a number of single colonies were 
selected from each positive swab. By the appearance of the 
colonies and by the presence or absence of haemolysis and 
of coagulase production, 315 distinct strains were selected 
from 241 patients. Of these, 191 were albus, 121 aureus, 
and 3 citreus. There were 185 coagulase-positive strains 
and 1 19 coagulase-negative (1 1 strains were not tested). All 
were tested for sensitivity by the ditch-plate method as 
originally described by Fleming and Allison (1922). The 
strains to be tested were streaked on either side of the ditch 
and compared with the standard Oxford strain planted at 
the same time. A strength of 10 units of penicillin per ml. 
was used in the ditch. After overnight incubation the zone 
of inhibition between the edge of the ditch and the edge 
of the growth was measured with callipers. The results 
obtained are shown in Table I 


Table I. — Resistance to Penicillin of Staphylococci Taken at Random 


Mo. of Strains 

Distance of Inhibition from 
Penicillin Ditch 

Remark* 

• Standard 
Oxford strain 

16 mm. (average of all plates) 

Standard control 

7j)-203 -f 

It* mm. 

Standard i I mm. 


Regarded as the ume as control 


„ i2mm.j 



I 

n 

+3 mm. ' 
„ 4 4 crm. 


More send tire 

J 

„ -F6tnm.J 



29 

„ —3 mm.' 



30 

16 

„ — 4 mm. 
„ — 5 mm. 

• 

Leas sensitive 

3 

„ —6 mm 



4 

„ — 7 mm. 



26 

ft ~ over 7 mm. 

Provisionally classed as resist am 


Penicillinase Production 

On these figures, 26 strains may be provisionally classed 
as resistant : 24 of these were tested for their power to pro- 
duce penicillinase. The method employed was as follows: 

The resistant strains were again planted on a ditch plate, 
similar to the one used before, with 10 units of penicillin per 
ml. of agar in the ditch. On each side of, and as close as 
possible to,‘ the resistant strains streaks of the standard Oxford 
staphylococcus were planted. At some distance a similar 
Streak of the standard Oxford staphylococdhs was planted as 
a control. Whenever the resistant strains produced penicil- 
linase the ditch end of the Oxford staphylococcus streak had 


a slanted instead of a straight edge, with the protruding point 
nearer to the streak of the resistant staphylococcus. The streak 
was noticed to encroach on the zone of inhibition as incubation 
continued, creeping gradually nearer to the ditch. 

It was thus found that 11 strains produced penjcfllinase 
and 13 did not. 

Titration of Resistant Strains 

Of these 26 apparently resistant strains, 16 grew to within 
2 mm. of the ditch and were regarded as definitely resis- 
tant, but it was decided to see exactly what concentration 
of penicillin would be tolerated by the remaining 10 strains 
which showed zones of inhibition of from 3 to 8 mm. from 
the ditch. The 10 strains were subcultured a few weeks 
after isolation, but unfortunately one failed to grow. 

In testing the surviving nine strains dilutions of penicillin 
in broth from 12.5 units per ml. to 0.02 unit per ml. were 
used. The amount of the inoculum was 100 cjnm. of a 
24-hour broth culture to 5 ml. of broth. The results are 
given in Table II. These show that of the 26 strains pro- 


Table II . — Titration of' Partly Resistant Strains 
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vjsionally classed as resistant, one was sensitive to 0.5 unit 
per ml. and two to 1 unit. Two strains had recovered their 
sensitivity' to penicillin and one had apparently become 
more resistant. 

If we take resistance to 1 unit per ml. as our arbitrary 
standard of a “resistant” staphylococcus, we have only 
24 resistant strains out of 315 (including the two strains 
which in a few weeks acquired sensitivity and the one which 
died out ) — that is, 7.6%. These 24 strains had the following 
characters : 


Colour ; 

Coagul ess Test ! 

Net Tested 

Aureus ] 

| Albus | 

Cttrms j 

* 1 - 

12 | 

! " i 

1 | 

14 j 7 | 

1 3 


The proportion of resistant strains appears to be inde- 
pendent of whether the strains are aureus or albus, or 
coagulase-positive or coagulase-negative. 


Summary 

In a survey of 31S distinct strains of staphylococci, only 
7.6% were found to be resistant to 1 unit of penicillin. 

Reterevce 

Fleming, A., and Allison, V. D. (1922). Proc. ray. Soc. It, 94, 142. 


Housing associations provide residential accommodation for old 
people, and, though receiving financial help from local authorities, 
they retain the character of voluntary’ organizations. The National 
Old People's Welfare Committee has issued a useful pamphlet called 
" Why Housing Associations ? ” on how to start them, what their 
scope is, and who can help those interested in th cm. It is obtainable 
from the National Council of Soda! Service, 26, Bedford Square, 
Tendon, W.C.l, for 6d. 
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Creeping Eruption and Intestinal 
Strongyloidiasis 


It is felt that, following observations taken over a period of 
three years, enough evidence has been accumulated to warrant 
the publication of a preliminary note on what appears to be 
a .hitherto undescribcd association between infestation with 
Slrotigyloides stcrcoralis acquired in the Far East and the 
condition of creeping eruption (larva migrans). 

Creeping eruption resulting from the exposure of the un- 
protected skin of man to mature filariform larvae of canine, 
feline, and human hookworms in moist shaded soil contami- 
nated by the infected faeces of dogs, cats, or man is well recog- 
nized by such authorities as Becker and Obermaycr (1947), 
Belding (1942), Craig and Faust (1945), Faust (1939), Manson- 
Bahr (1945), National Research Council (1945), Stitt (1942), and 
Stitt, Clough, and Branham (1948). In the vast majority of 
cases, however, the skin lesions have mainly affected the hands 
and feet ; in one case the migrating larva was observed wander- 
ing over the hand for as long as twenty-four years. 

Stitt (1942, p. 1521) states: “Sandground (1939) describes a 
personal experience of 55 days of irritation, often infuriating, 
which followed on the spilling on the finger of infected larvae 
of A . brazilicitse and of a Strongyloidcs species, both obtained 
from the faeces of the cat. There, were intermissions fol- 
lowed by reappearance of symptoms. A piece of skin was 
cut. The epidermal tunnels were empty, but the larva was 
found coiled in the corium 1.5 mm. from the surface.” The 
reader is left with the presumption that the larva was that of 


A. braziliense. 

In January, 1946, during a routine clinical examination of a 
patient admitted to the tropical diseases unit of Queen Mary’s 
Hospital, Roehampton, it was noted that he had a tortuous 
linear urticarial weal affecting his buttock, starting near the 
anus and extending upwards towards the iliac crest. It was 
intensely itchy and progressed at a rate which was later found 
to vary from two to four inches (5-10 cm. an hour). This rate 
of progress is much in excess of that of the hitherto described 
forms of creeping eruption, which vary from a fraction of an 
inch to several inches in twenty-four hours. The patient was an 
-prisoner-of-war from the Far East and had worked on the 
'•urma-Siam railway. Investigation showed him to be suffering 
from both ankylostomiasis and strongyloidiasis, but despite the 
successful treatment of the ankylostomiasis the creeping eruption 


persisted, as also did the strongyloidiasis. 

It was subsequently noted without exception in a series of 
several hundred cases that this type of creeping eruption— i.e., 
a tortuous or serpiginous linear urticarial weal occurred only 
in ex-prisoners-of-war from the Far East, and that they had 
been held in captivity in grossly insanitary conditions in Burma 
and Siam, with one case from Java. Their blood picture showed 
an eosinophilia varying from 30 to 25%, with a total white 
cell count often within normal limits giving absolute eosinophil 
counts of 700 to 2,000 per cm 

Apart from less than 2% of all cases of creeping eruption in 
which no helminth ova oiVarvae could be found on repeated 
microscopy, including aft(k^uirgation and by concentration 
methods, all the cases haveffLn associated with the finding of 
larvae of S. stercoralis in ill; faeces. In cases in which there 
was multiple helminth inflation the creeping eruption has 
persisted to date despite the eradication of all helminths other 
than S. stcrcoralis. 

Specimens of larvae obtained from the faeces of mese cases 
submitted to Professor Buckley, D.Sc., professor of helmintho- 
logy at the London School of Hygiene and Tropical Medicine, 
for his opinion have been shown by him differ m no way 
from the type species S. stercoralis (Bavay, 3876). He did state, 
however, in a personal communication, that some of the larvae 
examined were rather more mature in the cases associated with 
creeping eruption. Professor Buckley attempted to infect 


himself with fully matured larvae from one of these cases, but 
fortunately, in view of their resistance to treatment, the attempt 
was unsuccessful. The creeping eruption begins in most cast' 
in close proximity to the anus ; it may extend downwards, 
affecting the upper third of the thigh, but has never been 
observed below this. It also affects the buttocks and the 
posterior and lateral aspects of the body as far upwards as the 
shoulders, but has not extended into the arms beyond the 
axillary folds. Anteriorly it occurs over the lower half of the 
abdomen, not affecting the external genitalia, and. in some 
few cases the anterior surface of the chest has shown the 
characteristic lesions. It causes considerable itching and 
irritation. 

Definite proof of the causation of the creeping eruption b) 
wandering larvae of S. stercoralis is still lacking, as owing to 
the rapid rate of progress of the linear urticarial weal and 
its tortuous course the removal of a sufficiently large area of 
skin to include the postulated larva would be unjustifiable. 
Presumptive proof is also lacking, as it has been impossible 
as yet to find any method of treatment which will eradi- 
cate the intestinal strongyloidiasis. Gentian violet, hexyl- 
resorcinol, antimonials such as sodium stibogluconate, lithium 
antimony thiomalatc, and "hetrazan” (l-diethylcarbamyl-4- 
mclhyl piperazine hydrochloride) have all proved uniform!} 
unsuccessful. 

Fortunately the skin irritation has been found to be amen- 
able to symptomatic treatment with the antihistamine group of 
drugs. 

It is hoped at a later date to publish a description in full 
detail of this condition. 

- I am indebted to Dr. J. F. E. Pridcaux, C.B.E., Director-General 
of Medical Sen-ices, Ministry of Pensions, for kind permission to 
publish this memorandum. I would also like to make due acknow- 
ledgment of tho very considerable help I have received from Dr. R. A- 
Gordon Smith, whose careful case histories and clinical examination 
played no small part in the establishment of this clinical association; 
to Drs. Mackenzie Douglas and C. C, Chestcrman for much helpful 
advice; and to Professor Buckley for the kind interest he has shown 
and for his work on the morphological details. 

J. P. Caplan, M.B., B.Ch., D.T.M. 

Ministry of Pensions Tropical Diseases Unit, 

Queen Mary's Hospital. Roehampton. 
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The Ministry of National Insurance states that every employee n 
responsible for telling his employer of any accident he may suffer «i 
work. This is one of the provisions of regulations made under UK 
Industrial Injuries Act, The employee's notification to the employe 
may be oral or in writing. To facilitate this part of the procedure 
certain employers are required to keep readily accessible an accident 
book in which, if the employee chooses, he may enter the particulars 
required by the regulations. These are his full name, address, and 
occupation; date and time of the accident; the place where « 
happened; the cause and nature of the injury; mid the name, 
address, and occupation of the person giving notice if it is not the 
injured person. The obligation to keep an accident book appa® 
to every employer who normally employs, at the same time, ten id 
more people on or about the same premises in connexion with » 
trade or business, as well as to every owner or occupier, who is as 
employer, of any mine or quarry or of any premises subject to 
Factories Act, 1937. If an accident occurs an employer is ®. ls 
responsible for investigating the circumstances of it and for notia. 
any discrepancies in the facts. If the employee makes a claim u<we 
tho Industrial Injuries Act the employer will be asked by.fbc 
National Insurance Office for a report on the circumstances 
found by him. s 
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SPEECH THERAPV 

Twentieth Century Speech end Voice Correction. Edited by 
Emil Froescbeis, M.D. (Pp. 321. No price given.) Neve York: 
Philosophical Library . 

In spite of its somewhat popular title and startling binding in 
scarlet and blue this book contains much sound and scientific 
matter of considerable interest to the neurologist, psychiatrist, 
and speech therapist Eighteen contributors have written sections 
in addition to Dr. Froeschels. 

The first chapter is on the anatomy and physiology of the vocal 
apparatus and also the development of speech in the child, but 
the author does not describe the central mechanisms of speech. 
With regard to aphasia, he maintains that the “ speech-patholo- 
gist cannot agree with many psychologists that there is little or 
no cerebral localization of speech function, nor can he accept 
exact anatomical localization.” In general, it seems that he 
should follow the lead of the psychologist in admitting that 
certain areas subserve certain linguistic functions more than 
others but that the entire brain is needed for normal speech 
activity. The suggested classification of aphasic manifestations 
is rather complicated but includes the more generally accepted 
forms ; this section is presented mainly from the viewpoint of 
the speech therapist and contains sound practical advice on the 
treatment of the aphasic pauent. 

The chapter on absent or delayed development of speech, 
“ alalia,” as it is here termed, seems to be unduly involved and 
does not sufficiently emphasize the congenital mental deficiency 
(amentia) that is often found. For the condition of word or 
language deafness, which in Britain is often referred to as “ con- 
genital auditory imperception," the term “ psychic deafness,” 
used by Heller, has been adopted. TJris designation is some- 
what misleading, for it might well include hysterical deafness — 
an objection that is admitted. The difficulties of diagnosis be- 
tween the various forms of apparent deafness in children are 
well appreciated. Although there is no doubt that audiometry is 
the most exact method of determining hearing loss, its applica- 
tion to young children up to six or eight years old has not 
proved very satisfactory because of the degree of active mental 
co-operation required of the patient. The author of this section 
states that “ to date there has been no approach other than a 
differential diagnosis ” in cases of “ psychic deafness ” (or 
auditory imperception). She would be unaware that a fair 
amount of work continues to be done in Britain not only in 
differential diagnosis but also in therapy by those interested in 
the treatment of speech disorders. 

Discussing the controversial question of the aetiology of 
stuttering or stammering, the writer rejects the theory of 
handedness ” and considers the condition to be a psycho- 
neurosis. Other sections of the work include one on “ dyslalia ” 
and two especially useful chapters on (1) speech therapy in cases 
of cleft palate and (2) voice training after laryngectomy. While 
some chapters are eminently readable, others can be regarded 
as suitable only for reference. 

C. Wokter-Droucttt. 


OCCUPATIONAL THERAPY 


Principles of Occupational Therapy. Edited by Helen S. Willard, 
BA. O.T.R., and Clare S. Spackman. B.S., M.SjnEd„ O.T.R.. 
' with 19 collaborators. (Pd. 416: 46 illustrations. 25s.) Phila- 
delphia and London: J. B. Lippincott Company. 194S. 


Occupational therapy is defined as any activity, mental or 
phvsical. medically prescribed and professionally guided to 
help a patient recover from disease or injury. It shortens 
convalescence and improves the decree of recovery through 
techniques (well described in this book) which attack inactivity 
and idleness on the part of the patient. The authors’ descrip- 
tion of the ideal organization of a hospital department of 
occupational therapy may well inspire physiotherapists in <5reat 
Britain to demand better accommodation and equipment and a 
more important place in the hospital hierarchy. They ably 


advocate the need for medical men to give initial instruc- 
tions and follow up the cases regularly during treatment to 
assess progress. Every therapist is taught that occupational 
therapy must be medically prescribed, but every doctor is not. 
How often does the physician or surgeon in this country, or 
in the U.S.A. for that matter, give detailed instructions, or 
even any instructions, to the occupational therapist ? As well 
as the diagnosis, the views of the doctor responsible for the 
patient are necessary on matters such as the mental or 
temperamental characteristics of the patient, his special apti- 
tudes or interests, and the duration and frequency of work 
to beomdertaken. Those sections of the book on the treatment 
of special disabilities — mental illness, paediatric diseases, 
trauma, paralysis of various types, arthritis, blindness, and 
tuberculosis — will be of wide interest and help to physio- 
therapists. The variety of individual experience ably presented 
makes this volume a valuable contribution to the subject. 

Donald Stewart. 

BERGEY’S MANUAL 

Sergey’s Manual of Determinative Bacteriology. By Robert S. 

Breed, E. G. D, Murray, and A. Parker Hitchens, assisted by 

Sixty Contributors. Sixth edition. (Pp. 1 ,529. £4 2s. 6d.) 

London : Bailliere, Tindall and Cox. 194S. 

The medical bacteriologist who finds himself discussing a prob- 
lem of bacterial classification and nomenclature is soon likely 
to discover that the criteria which he regards as important 
may be very different from those considered valuable by his 
colleagues in allied sciences. For example, the clinical patho- 
logist and the veterinary bacteriologist may think of coiifonn 
bacilli in terms of potential pathogenicity and may take the 
view- that antigenic structure is the most promising criterion 
for classification ; the water bacteriologist is interested in the 
organisms as an index of faecal pollution and prefers to define 
strains in terms of the most rapid and reliable biochemical test ; 
the public health bacteriologist is concerned with both view- 
points and also with that of the dairy bacteriologist, whose 
problem may be the identification of coliform organisms in 
milk in relation to their sources and effects ; and, further, there 
is the scientist who would classify the organisms on the evidence 
of genetic relation with other species. It is not surprising there- 
fore tbal each of these workers is apt to disregard the broader 
aspects and to adopt a classification satisfactory for his own 
limited day-to-day problems. Be that as it may, it is clearly 
desirable that the name applied by one should be understood 
by all. that there should be agreement on methods of naming, 
and that a complete list of existing names should be available 
for consultation before new genus or species names are pro- 
posed. As a book of reference in these respects, Sergey's 
Manual of Determinative Bacteriology is unrivalled. 

The last edition of the Manual appeared in 1939, The new 
edition is bulkier, and, since the text is rearranged in double 
columns," it contains much more material. The book is the 
work of the three editors, assisted by sixty expert contributors 
who have been responsible for individual sections. In gcneraL 
the criteria used in classification are morphology , biochemical 
characters, and to some* extent pathogenicity. A first reaction 
to some of the more formidable lists — for instance, the 148 
species of Pseudomonas — is to ask whether all those species 
are really necessary, but further perusal reveals that some 
of them are pathogens of codfish and caterpillars, gladioli 
and Gila monsters, about which the medical bacteriologist can 
hardly pass judgment. Rather one must be grateful to the 
authors for their wisdom in consigning to appendices very 
many names of organisms appearing in the literature but 
rejected because they are identical with recognized species, or 
inadequately described, or no longer available for full study. 
The relegation of much larger numbers of names to the appen- 
dices is a welcome feature of the new edition. In one genus 
this results in the recognition of less than a quarter of the species 
appearing in the previous edition, and there is no doubt that 
drastic pruning of other sections on these lines would greatly 
increase the value of the book. 

Few in Britain will quarrel with the main classification into 
families, and some of the generic changes, such as the dis- 
appearance of Eberthella. will be welcomed. Other genera. 
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from hospital to auxiliary hospital or convalescent depot. 
The mean stay in the E.M.S. hospitals was about 25% 
higher than in military hospitals. Analysis of the hospital 
records at home demonstrated that in about 1 of every 8 
primary operations for hernia the original condition re- 
appeared within 12 months, that the fatality rate for per- 
forated peptic ulcer was about 6%, that gastric ulcer was 
about twice as apt to perforate as was duodenal, and that 
no less than 50% of eases of internal derangement of the 
knee were the result of football. There were striking and 
significant differences in respect of infestation by P. capitis 
among intakes of A.T.S. in different parts of the country. 
Scotland had much higher rates than England, while the 
rate in Northern Ireland (65% of the intakes in 1944) was 
indeed spectacular. 

Among the causes of wastage in the Middle East during 
1943-4 diseases of the car, nose, and throat were outstand- 
ing. In Italy more than one-quarter of the men admitted to 
hospital for the treatment of disease were suffering from 
malaria or venereal disease. Battle casualties and acci- 
dental injuries made up one-quarter and one-tenth of the 
total man-day wastage respectively. The mean duration 
of stay in hospital and convalescent depot was about 
31 weeks for disease, 4 weeks for accidental injury, and 
7 weeks for battle casualty. Psychiatric disorders were 
relatively far less common both in Iceland and the Faroes 
than in the United Kingdom. In one and the same theatre 
of war Indians and Africans were less liable to diphtheria 
and more liable to tuberculosis than troops of European 
stock. Canadians and New Zealanders were specially 
prone to infective hepatitis, Indians to malaria and to eye 
diseases, Africans to dysentery and pneumonia, and 
Europeans to diseases of the car, nose, and throat. 
The case fatality of enteric fever, tuberculosis, and typhus 
was relatively high among the Africans, that of tuberculosis 
relatively high among the Indians. Cerebrospinal fever 
was less fatal among African than among United Kingdom 
r oops. 

An analysis of the figures relating to the initial stages of 
the assault upon Europe showed that trunk wounds caused 
more deaths than any other type of wound, that head and 
neck wounds, as would be expected, were relatively impor- 
tant causes of death, that under 1 % of arm wounds proved 
fatal, that leg injuries or multiple wounds accounted for 
nearly two-thirds of the long-term hospital cases, that 
nearly 30% of the casualties evacuated had multiple 
wounds, that about 5% of the injured received more 
than four wounds, that 15% of single wounds involved 
bones, that 90% of all wounds were due to either shells, 
mortar bombs, or gunshot in equal proportion, that about 
80% of gunshot wounds were single injuries, and that 
even in battle much of the treatment given by surgical 
units was for injuries not due to enemy action. 

It is, of course, impossible to do more than attempt to 
attract the attention of as many as possible to this report, 
which deserves the careful study of those who recognize 
the value of the information disclosed by statistics in the 
shaping of policy and in the assessment of the results of 
therapeutic trial. That the work of the Army medical 
statistician in war was appreciated is shown by the fact 


that at the end of the war this statistical mechanism was 
continued by the creation of the post of honorary consul- 
tant in Army medical statistics and by the absorption of a 
rump of the Directorate of Medical (Statistical) Research 
into the Directorate of Hygiene. 


MORTALITY OI BLEEDING PEPTIC ULCER 


The mortality of haematemesis and mclacna from bleeding 
peptic ulcer has been a subject of interest and debate for 
many years. In the early part of this century the mortaliti 
was not excessive. The cases reported by Bulmer 1 for 
1902 to 1917 showed a mortality of 7%. During this period 
there were many cases of acute ulcers In young women 
and the mortality was low. This type of ulcer became 
less frequent, and to-day not more than 5% of admissions 
for haematemesis occur in women under 40, compared 
with nearly 50% forty or so years ago. From 1920 to 1930 
the decline of ulcer in young women was associated with 
a marked increase in chronic ulcer in men, and this, as 
Tidy 1 has shown, was reflected in the rise in national 
deaths from ulcer in men over 40. These changes in the 
sex and age distribution of acute and chronic ulcers 
probably accounted for the much higher mortality from 
haematemesis from bleeding peptic ulcer reported in this 
country in the nineteen-thirties. Most hospital figures 3- ' 
then showed a fatality rate ranging from 13% to 25%. It 
seemed probable that the institution of liberal feeding by 
Meulcngracht 8 0 in 1935 and the large blood transfusions 
introduced at the same time by Marriott and Kckwick" 
would greatly improve the prognosis. This hope was sub- 
stantiated by many short scries of cases published in 
support of liberal feeding and by the experience of 
Meulcngracht in Denmark. 

Geographical differences of ulcer distribution make ii 
difficult to compare series from different countries, and it 
is safer to study figures from one country only. Two com- 
prehensive investigations in Britain have, indeed, recently 
shown a substantial decrease in mortality from bleeding 
ulcer. Smith 11 in 1945 reported a 6% mortality among 
ISO cases treated in Glasgow, and Avery Jones 13 two years 
ago reported S% of deaths among 615 cases treated in 
a district hospital in North-west London. Unfortunately, 
three further series show that there has not been 'a uniform 
fall in mortality. For example, Baker 13 reported 576 cases 
with 77 deaths (13.4%) over a six-year period, 1940-5, 
from Birmingham. Tanner 11 had 62' deaths (10.5%) among 
5S6 admissions to a South London hospital between 
1941 and 1948. In this issue Lewin and Truelove pre- 
sent a valuable analysis of 305 cases of bleeding peptic 
ulcer admitted to the Radcliffe Infirmary as emergencies 
during the period 1938-47, with 58 (19%) deaths. 


1 Lancet, 1927, 2, 169. 

2 British Medical Journal, 1944, 1, 677. 

» Chiesinan. W. E„ Lancet, 1932, 2. 722. „ tB , 

J Cuilinan, E. K., and Price, R. K., St Bart's Hosp. Rep., 1932, 65, 183 
5 Burger, G., and Hartfaii, S, J., Guy's Hosp. Rep., 1934, 184, 197. 

« Hellter, F. F., Lancet, 1934. 2, 1271. 

’Attken, R. S., Ibid., 1934, 1, 839. 

9 Ibid., 1935, 2, 1220. 

* British Mrdtt.J Jemal, 1936, t, 204. 
la Lancet, 1935, 1, 977. 

H Glastt med. J„ 1945, 144, 129. 

St British Medical Journal , 1947, 2, 441, 477, 

13 Gay's Hosp. Rep , 1947, CO, !. 

11 British Mcdicul Journal, 1949, 1, 110, 

i» Hurst, A. F., and Babey, A. M„ Guy’s Hasp. Rep., 1936, 86, 129. 
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It is difficult to compare different series, and the many 
atiacies have been discussed by Avery Jones. It Is note- 
vorthy that in the thr-e recent series 11 12 15 with the lowest 
nortality the cases were under the continuous care of 
hose who recorded the results of treatment. But the more 
mportant consideration must be the age distribution of 
he series. Lewin and Truelove demonstrate very - clearly 
he great increase in mortality with advancing years, 
he fatality rate of the over-fifties being about five times 
is great as that of the Lider-fifties. Over the age of 60 the 
isk of haemorrhage increases greatly, as might be expected. 
Lewin and Truelove foimd that, contrary to general belief, 
i previous episode of bleeding does not increase the fatality 
ate. They were also unable to show that a long history 
)f ulcer symptoms heigh lens the risk, which is correlated 
cvith the age of the patient. 

In a comparison of different series, particularly when 
issessing therapy, it is essential to allow for varying age 
listribution. Thus, the low mortality of Smith’s cases 
:annot, without further analysis, support his arguments 
igainst transfusion. In his series 12% of patients were 
aver 60, compared with 29% in the Oxford series. The 
iigb mortality from Birmingham and Oxford leaves no 
grounds for complacency with medical treatment, and more 
information is urgently needed on modem experience with 
surgery for this emergency. Avery Jones’s experience 
showed that the mortality was particularly high among 
patients over middle age with chronic ulcer and who had 
recurrent haemorrhage after admission to hospital : in this 
group there was a mortality of over 50% under medical 
treatment, and here there should be opportunity for surgery. 

Cases may be conveniently classified on admission into 
iwo groups. First are those with probable chronic ulcer ; 
they should have a history of recurrent dyspepsia of 
moderate severity, with recent pain for at least three 
weeks and, possibly, with previous x-ray or other evidence 
of ulcer. Approximately two-thirds of these cases have 
no further haemorrhage after admission to hospital, but 
some may need subsequent elective surgery. The remain- 
ing one-third will have brisk recurrent haemorrhage ; it is 
in this group particularly that surgery may prove of the 
greatest value for patients over 45. The second main group 
are those with an acute lesion. Though they may have 
had a long history’ of dyspepsia it has usually been slight, 
and there has seldom been pain for more than two weeks ; 
indeed, pain has often been absent. About three-quarters 
of these cases have no subsequent bleeding after admission, 
but the remaining quarter may bleed briskly and repeatedly. 
Nevertheless, with adequate transfusion the mortality 
remains low, and it is improbable that surgery has much 
to offer other than the exclusion of a rare diagnosis such 
as leiomyoma. Lewin and Truelove use a similar grouping 
for their series, and for assessing the role of surgery the 
probable clinical diagnosis on admission would be of 
greater value to others than results based on the final 
diagnosis. Sporadic surgery for haematcmesis tends to be 
disappointing, as operation has often been reserved for 
patients w-ith protracted bleeding. The present need is 
for the results of surgery based on a clear-cut policy with 
well-organized arrangements for co-opcrauon between the 
physicians and surgeons. The recent experience of 


Tanner 1 * is most encouraging, but Ms surgical data 
need presenting in greater detail. In view of the high 
proportion of cases over 60 (3S%) -his fatality rate of 
10.5% for the whole series is not excessive. His last 60 
admissions include 35 subjected to emergency operation, 
with only two deaths. 


PUBLIC HEALTH SALARIES 

At a time when remuneration of general practitioners, con- 
sultants, and specialists has been the subject of much 
controversy, discussion, and negotiation, the B.M.A. has 
not overlooked the salaries of that important group of 
medical men and women employed whole-time in the 
public health service. There has been considerable delay 
in tackling this problem because of the attitude of the 
Associations of Local Authorities. For Some months now- 
efforts have been made to begin through the 'Whitley 
machinery a much-needed review of the situation. At the 
meeting of the Council on Jan. 12’ the Council decided to 
inform the Minister of Health of “ the serious unrest and 
dissatisfaction among members of the public health service 
occasioned by the continued delay in opening negotiations 
on the new scales and conditions of service.” The Council 
also decided that if by Feb. 28 negotiations had not begun 
through the Whitley machinery advertisements from local 
authorities would not be accepted by this Journal unless 
the salaries in the public health service conformed with the 
Association’s proposals for the new scales. These new 
scales were given in the Supplement of Jan. 29. It should 
be emphasized that the new scales included a betterment 
factor of 20%. But this factor has not been accepted by 
the Association, and when negotiauons are started it will 
be related to the betterment factor for other sections of 
the profession now being discussed with the Ministry of 
Health. 

The present dispute is concerned only with the salaries 
of those employed whole-time in the public health service, 
who are now remunerated according to the terms laid down 
in the Askwith Memorandum. For example, under the 
Askwith scale the highest minimum salary that a medical 
officer of health in an area with a population of 100,000 
can earn is £1,300, and the scale does not fix annual incre- 
ments or a maximum salary. Under the Association's pro- 
visional proposal (provisional because the betterment factor 
of 20% is not accepted) the minimum salary would be 
£1,920, with annual increments of £120 up to the maximum 
salary of £2,400. The Associations of Local Authorities 
no doubt fear that if the salaries of their whole-time medi- 
cal officers are increased they will have to face similar 
demands from other professional groups employed by them 
The medical profession will not, however, accept this as an 
excuse for underpayment of medical officers. Nor can 
there be any sound reason for refusal on the part of the 
Associations of Local Authorities to open negotiations 
through the Whitley machinery, especially as this course 
of action is approved by the Ministry of Health. Until 
these negotiations are opened advertisements for vacancies 
in the public health service will be refused by the Journal. 
and in this we have the co-operation of the Lancet, Public 

1 British Svj? 'er-rr!, !94?, 1, 34. 
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Health, and the Medical Officer, which have agreed on a 
similar line of action. 

No one has yet computed the economic benefits to this 
country which have resulted over the past 100 years from 
the activities in the finest public health service in the world 
of men and women who have worked for a small enough 
financial reward. It is but bare justice that their modest 
claims should be met — and met promptly. 


THE INHERITANCE OF ACHONDROPLASIA 


The work of the Institute of Human Genetics of the 
University of Copenhagen was described in this Journal 
a few months ago. 1 Most of the monographs published by 
the Institute appeared during the war and so did not become 
known in this country until it was over. In a recent anno- 
tation 2 we discussed Andreassen's monograph on haemo- 
philia in Denmark, and in the present annotation the third 
volume of the scries, a study of chondrodystrophic dwarfs 
in Denmark by E. Trier Morch, 3 is reviewed. As in the 
study on haemophilia, an attempt was made to trace and 
examine every living achondroplastic dwarf in Denmark : 
86 were found, and it is believed that the survey was in 
all probability complete or almost complete. In addition 
information was obtained about 22 recently dead subjects. 
The main purpose of the work was to elucidate the genetics 
of the condition, but there is much of clinical and general 
interest also, and the literature has been carefully surveyed ; 
442 references arc given. The author has made use of 
historical records, and a number of famous portraits are 
reproduced. He describes achondroplasia in other animals 
and gives a full clinical and pathological description of the 
condition in man. In the course of the survey many 
deformed persons who turned out not to be achondroplastic 
dwarfs were brought to the author ; the result is a particu- 
larly useful chapter on differential diagnosis. A review of 
the literature showed that while conception and pregnancy 
in the achondroplastic woman are normal the chances of 
obtaining a living child following vaginal delivery arc 
“• very small and the risks to the mother arc considerable ; 

esarean section, however, gives good results. 

It had previously been assumed by a number of writers 
' that the condition was due to a dominant gene with a high 
mutation rate, giving a considerable proportion of sporadic 
cases. Until the completion of Morch’s work, however, 
this opinion did not rest on very sure foundations and 
was indeed denied by some. Morch comes to the clear 
conclusion that there is a very high mutation rate— 1 in 
10,000 in terms of individuals, or 1 in 20,000 in terms of 
chromosomes. He also concludes from maternity hospital 
records that 80% of the affected children die during the 
first year of life. If they survive this period their expecta- 
tion of life is not abnormally short, though their repro- 
ductive rate is less than that of normal individuals. The 
consequence is that the majority of achondroplastic dwarfs 
are the result of a mutation in one or other parent and so 
are the first to be affected in their family group. Of the 
108 dwarfs studied there were 90 sporadic cases and IS, 
belonging to eight sibships, in which the gene had been 
received from a similarly affected parent. There was no 
instance of transmission through more than two genera- 
tions, though transmission through three and even four 
has been occasionally reported. 

There are two important tests that must be applied before 
sporadic cases can be accepted as due to mutation. Such 


£ 1 British Medical Journal, 1948, 1, 651. 

* * Ibid,, 1948, 1. 697. rr ^ „ 
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persons, when they in turn have children, must, if the gene 
is dominant, have affected and normal children in equal 
proportions. In glioma of the retina, for instance, this 
requirement is not in all probability fulfilled ; but the 
sporadic chondrodystrophic dwarfs in Morch's scries have 
had 10 affected and 17 normal children — sufficiently close 
to the expected ratio. The second test is that sporadic 
cases if due to mutation must not have any greater pro- 
portion of more distant relatives affected than ordinary 
normal people selected at random. If they have, this would 
point to occasional manifestation and the skipping of gener- 
ations rather than to mutation. Again the Danish material 
passes the test ; Morch could not find a single affected indi- 
vidual among the more distant relatives of any sporadic 
case. There was one curious finding : the average age of 
the parents of sporadically occurring dwarfs was signifi- 
cantly higher than in the population generally. Morch 
attributes this to a rise in mutation rate with age. This 
may well be so, but until similar findings are reported in 
other conditions the association with parental age should 
probably be regarded as somewhat weakening the evidence. 
Nevertheless this fine study makes the inheritance of achon- 
droplasia sufficiently clear to enable the clinician to give 
unequivocal advice to patients. There is a 50% chance that 
any child of an achondroplastic dwarf, man or woman, 
with or without a family history of the condition, will be 
similarly affected. A normal couple who have had an 
achondroplastic child can be assured that the chance that 
a subsequent child will be affected is no greater than the 
1 in 10.000 or so of any random normal pregnancy. 


MODE OF ACTION OF INSULIN 

Some metabolic processes are precisely adjusted by the 
action of hormones, and in a recent review of the 
mechanism of action of insulin Professor F. G. Young 1 
has shown that the two key processes are the enhancement 
of the activity of liver phosphorylase and of hexokinase. 
The former of these enzymes catalyses the reaction in which 
glucose- 1 -phosphate is converted to hepatic glycogen. This 
reaction appears to take place when the blood sugar is 
raised, and, provided the blood sugar is not allowed to fall 
below the “liver threshold" of 90-110 mg. per 100 nil, 
insulin promotes the formation of hepatic glycogen. 
Glycogen then becomes available in the liver for the 
supply of glucose to the heart and brain or of glycogen 
to the muscles when required. The action of insulin 
on the hexokinase system is perhaps even more impor- 
tant. Preliminary phosphorylation to glucose-6-phosphate 
is necessary before glucose can enter the metabolic cycle. 
The reaction requires the addition of free energy and is } 
catalysed by hexokinase. Cori and his colleagues 2 have 
shown that in vitro activity of hexokinase is inhibited by 
certain unstable pituitary extracts or extracts of the adrenal 
cortex. This influence is counteracted by insulin. Further- 
more, insulin does not increase the activity of hexokinase j 
derived from normal animals, though it does increase 
that of hexokinase derived from diabetic animals. The 
balancing mechanism is therefore a delicate one. The 
extreme “ sensitivity ” to insulin of the patient with hypo- 
pituitarism or of the diabetic with Addison’s disease is not 
explained by this effect. Young suggests that in the case 
of the hypophysectomized animal the readily produced j 
insulin hypoglycaemia may be due to enhancement of the 
phosphorylase mechanism. 

Some authorities do not consider that insulin stimulates 
the oxidation of glucose directly. Nevertheless it 15 

L 1 Scl. Progr.. 1948. 3G, 13. 

^ * /. blot. Chart., 1947, IBS. 5S3. 

3 J. rimer, med. rise., 1946. 132 , 373 . 
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probable that the hexokmase mechanism facilitates oxidation 
indirectly, the gluccw-6-pbosphate undergoing conversion 
to pyruvic acid, whuh is oxidized in the tricarboxylic acid 
cycle of Krebs. Ar uher important effect indirectly pro- 
duced by insulin is the abolition of ketosis. Recent evidence 
suggests that fatty -uds are broken down by oxidative 
fission into two-carbon itom fragments, which may undergo 
oxidation in the liver or, failing this, condensation to die 
ketone, acetoacetic acid To a lesser extent this ketone can 
be produced by o.xida' on of four-carbon fragments of the 
fatty acid, and either n e two-carbon fragments or aceto- 
acetic acid can be inn rporated in the tricarboxylic acid 
cycle and oxidized. The initiation of this cycle depends on 
the utilization of carbr .drate. Failure to bring about 
oxidation of fat derivati .s in this way and the absence of 
carbohydrate utilization n the muscles are necessarily fol- 
lowed by increased combustion of ketone bodies. This 
combustion in the musci - can apparently take place only 
in the presence of large qi antities of blood ketone, and this 
accounts for the severe ketosis. It has long been suspected 
that insulin catalyses the conversion of glucose to fat, and 
Steffen 3 has proved this by the use of the isotope technique. 
Young shows clearly that this is quite in harmony with 
the well-known rise m the respiratory quotient that occurs 
after the administration of insulin to a diabetic. 


OSTEOID OSTEOMA 

Osteoid osteoma was first described as a clinical entity by 
Jaffe 1 in 1935; previously lesions which would now be 
recognized as osteoid osteoma had been reported under 
other names. The disease attacks males more frequently 
than females, the ratio being greater than two to one. It 
occurs mainly in adolescents and young adults, though the 
youngest patient on record was 3 and the oldest 51. The 
bones chiefly affected are the tibia, femur, astragalus, 
humerus, and vertebrae. The commonest symptom is 
pain, which is vague and intermittent at first, but later 
increases in severity and is often present at night. Pre- 
cisely localized tenderness and thickening are the most 
obvious physical findings, and occasionally an effusion 
may occur in the adjacent joint. When the spine is' 
affected localized back pain, increased muscle spasm, and 
secondary scoliosis occur. There are no blood changes, and 
the patients are afebrile. Radiography reveals the lesion 
as a rounded area of reduced density surrounded by 
sclerotic bone, but the bone may be so sclerotic than the 
central area cannot be seen on the radiograph. Excision 
of the lesion produces permanent and complete relief. The 
nidus, when exposed by operation, consists of a brownish 
or greyish mass of vascular connective tissue. Microscopic 
examination of this material shows cellular fibrous tissue 
containing multinucleated giant cells, associated with many 
irregular trabeculae of osteoid tissue. This latter tissue is 
irregularly calcified. Reporting thirty cases of osteoid 
osteoma Sherman 3 makes the point that it is likely that 
the lesion heals spontaneously, because in patients over 
the age of 30 the disease has been reported on only eight 
occasions. * 

The aetiology of the condition is still in doubt The 
argument for trauma is not convincing, since few patients 
give a definite history of injury. Brown and Ghormley, 3 
in fact, deny the existence of osteoid osteoma, regarding 
it as “chronic inflammatory tissue.” Brailsford* in 1942 
presented several cases with radiographs which were similar 
to those of osteoid osteoma. Staphylococcus albus was 
cultured from three of these cases, and he regarded the 
lesions as chronic subperiosteal abscesses. Against the 

l Arrk Srirr . 19J5. 31. 70S. » Sj-t-i. 1943. 14. 541. 

s J. Bo-f Jr Xirr , 1<U7, S9.9IS. .J.Kci'l, I94C. 15, 313. 


infection theory it is argued that these patients have no 
fever, leucocytosis, or other systemic manifestation, and 
that the organisms which are grown from the lesions have 
in the main been contaminants ; in five cases guinea-pigs 
were inoculated, with negative results. Wassermann, Kahn, 
and tuberculin tests have all proved to be negative. Jaffe 
considers the lesion to be a benign neoplasm, and the con- 
stancy of the pathological findings supports this view. 
Tissue typical of an osteoid osteoma is not encountered 
in proved abscesses. The condition is not related to any 
activity of the haematopoietic tissue. Osteoid osteomas 
are small ; they rarely exceed one centimetre in diameter. 
There is no record of their occurrence in the scapula, 
clavicle, or cranium, and only once has an osteoid osteoma 
been reported in an epiphysis. The nature of this condi- 
tion is still obscure, and no dogmatic statement can be 
made about its origin. 


ACADEMIC SALARIES 

New salary scales for professors, lecturers, and readers in 
medical schools and in dental schools were the subject of 
a written reply by Sir Stafford Cripps to questions which 
were put to him on Feb. 28 by Sir Ernest Grabam-Little 
and Mr. Somerville Hastings. Both the University Grants 
Committee and the Committee of Vice-Chancellors and 
Principals have had under consideration the effect of the 
Spens Report on the Remuneration of Consultants and 
Specialists on the salaries of medical and dental staffs at 
the universities. . Both committees have been seriously con- 
cerned about the effect on staffing and recruitment of the 
disparity' between the present academic scales and the rates 
of remuneration proposed for consultants and specialists by 
the Spens Committee. The proposals they put forward 
have been accepted by the Chancellor of the Exchequer, 
and the University Grants Committee has therefore written 
to the Vice-Chancellors indicating the revised general limits 
of salaries in the medical and dental schools for which 
supplementary' grants will be made in the current quin- 
quennium. Determination of the salaries of individual 
members of the staff will continue to be entirely within the 
discretion of the universities, but provision will be made in 
the estimate for the financial year 1949-50 to. allow of 
supplementary grants being made for the purpose of 
readjusting salaries within the proposed limits. 

The revised salaries for full-time clinical posts, which are 
to be paid from a date not earlier than April of this year, 
are : professors, £22250 to £2,750 a year ; lecturers, £600 
to maxima of £1,500 to £2,000 a year, or in the case of 
lecturers holding posts of special responsibility, such as a 
headship of independent departments, £2,500 a year ; 
salaries for readers will be within the range of the maxima 
for lecturers. For full-time preclinical posts the revised 
salaries will be paid from a date not earlier than Oct. I of 
this year and will be : professors, £2,000 to £2.500 a year ; 
lecturers, rising from £600 to maxima ranging from £1.200 
to £1,S00 a year ; readers, salaries within the range of the 
maxima for lecturers. It will be for the universities to 
decide in borderline cases whether particular posts should 
be treated as clinical or preclinical : for example, the 
University Grants Committee would regard it as reasonable 
if certain posts in the departments of pathology and 
bacteriology were treated as clinical posts. 


Professor H. P. Himsworth, M.D., F.R.C.P., will deliver 
the Oliver-Sharpey Lectures before the Royal College of 
Physicians of London (Pall Mall East, S.W.) on Tuesday 
and Thursday, March 15 and 17, at 5 p.m. His subject 
is “ The Syndrome of Diabetes Mellitus." 
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ALEXANDER S. WIENER, M.D., F.A.C.P. 

1 was very interested in the review (Journal, Oct. 2, 1948, p. 650) 
of the excellent monograph The Rh Blood Groups and their 
Clinical Effects, by P. L. Mollison, A. E. Mourant, and R. R. 
Race, as I bad just completed reading that publication myself. 
This fine outline of the present status of the rhesus blood 
factors is clearly written and gives much useful information. 
However, it contains a number of errors of omission and com- 
mission, and the purpose of this paper is to point them out in 
view of any further editions that may be planned. 

In Chapter I, which deals with the heredity of the Rh-Hr 
blood types, the discussion is unfortunately limited practically 
exclusively to the linkage theory sponsored by Fisher and Race, 
while the theory of multiple alleles sponsored by me is hardly 
mentioned at all. When discussing the linkage theory, more- 
over, the writers fail to point out that this theory, which is 
usually ascribed to Fisher, was actually first discussed by me 
in 1942. I found that the distribution of the Rh types differed 
markedly from the equilibrium values to be expected if heredity 
is determined by distinct pairs of Rh-Hr genes, either linked or 
independent, rather than by a simple scries of allelic genes. 
(These calculations have recently been confirmed and extended 
by Rife.) Therefore I discarded the theory of linked genes in 
favour of the theory of multiple alleles. The monograph, too, 
fails to mention that the theory of multiple alleles is supported 
by the studies of myself and my collaborators, as well as those 
of Chown and Race himself, on families comprising more than 
2,000 children. The theory is also supported by statistical 
studies on the distribution of the Rh types in the general 
population, as calculated with the aid of the following formulae 
(not including the rare genes r> and R’) published by me in 


1944: 



r «= -/fE 


(1) 

r' = yTh'+rh— yrh 


(2) 

r" = i/rh'-f rh— -\A*h 


(3) 

y'Rhu+rh— vTh 


(4) 

-v/Rhj+rh'+Rho+rh- v' R h 0 +rh- 

- V'rh'+rh-fVrb 

(5) 

v'Rh 3 +rh'+Rb 0 +rh--\/Rh 0 +rh- 

-Vrh'+rh+yVb 

(6) 


theory of multiple alleles receives support from the fact 
the sum of the gene frequencies calculated with the aid 
these formulae closely approximates to 100%. 

One of the main objections to the linkage theory is its use as 
a basis for an elaborate and unnecessary duplicate system of 
nomenclature for the Rh-Hr types. Thus the linkage theory 
sponsored by Fisher and Race, for which there is no substantial 
evidence, in contrast to the theory of multiple alleles, not only 
is not original with these workers but has caused them to intro- 
duce a cumbersome system of notations which has served only 
to confuse the subject. For example, the following formulae 
for “ chromosome ” frequencies are given by Race in the 


monograph, being attributed to Fisher as of 1946: 

ede = -\/(— 4 ) ( 7 ) 

Cde = V<- + FH+Tf )+(+ )-V( =r + : ^ (8) 

cdE - V(— + )-i T^+^T) - V(-+ ) (?) 


These formulae resemble closely formulae (1) to (6) given 
above, though expressed in less comprehensible hieroglyphics. 
Another disadvantage of this nomenclature, which Race him- 
self admits on page 10, is that the C-D-E notations are 
“ somewhat cumbersome to use in speech.” The advantages 
of the simple name "type rh” for triple Rh-negative blood 
is compared with the designations used by Race — namely, 
“ group — -1 " and sometimes “ group 1- ” — are too 


patent to require discussion. In Race's notations it is absu 
lutely essential to specify the arrangements of the antisera, 
since four symbols can be arranged in as many as 24 different 
ways. Therefore Race has to resort to the use of the “short- 
hand” symbols R„ R„ r, etc., which are merely an adapta- 
tion of my original Rh-Hr notations. Thus those who insist 
on using the C-D-E notations are compelled to be familial 
with two nomenclatures, while those who use the Rh-Hr nota- 
tions get along very well with one. Moreover, in Table III 
Race himself finds that the Fisher-Race method of guessing 
genotypes entails errors as large as 49%, while I have shown 
that my own notations for the Rh-Hr phenotypes and genotype* 
avoid any error. 

The monograph quite properly gives full credit to Levirn- 
and his collaborators for their pioneer work in demonstrating 
the role of iso-immunization to the Rh factor in the pathogenesis 
of erythroblastosis. It should have been mentioned, however, 
that the phenomenon of iso-immunization in pregnancy had 
been demonstrated previously by Jonsson in 1936 in the cast 
of the A and D factors. Moreover, the concept of iso- 
immunization in relation to the pathogenesis of erythro- 
blastosis was first advanced by Darrow in 1938, but this 
worker thought that foetal haemoglobin was the antigen 
responsible. Levine correctly demonstrated that Rh was the 
antigen usually at fault, but incorrectly ascribed the effect to Rh 
agglutinins. Following the independent discovery by myself 
and Race of the Rh blocking antibody, I demonstrated that 
blocking antibodies readily traverse the placental barrier, while 
agglutinins arc effectively held back by the intact placenta, so 
that the blocking antibodies, or as they are also known the 
glutinins, arc the real culprits in producing the disease, not the 
agglutinins. 

When discussing exchange transfusion the excellent umbilical 
catheter method of Diamond is described in detail, but the 
saphenous-vein-radial-nrtery method of Wiener and Wexler it 
completely ignored even though this was proposed earlier and 
has been widely used with great success. -The umbilical-catheter 
method has a popular attraction because of its seeming simpli- 
city. However, there have been technical failures with this 
method even in the hands of experts, who then had to resort 
to the radial-artery method, which can always be used regard- 
less of the age of the baby. Moreover, while there has been 
no operative mortality ascribable to the radial-artery technique, 
there have been occasional deaths following the blind umbilical- 
catheter method, due not only to air embolism but also to 
thrombosis and even haemorrhage into the abdominal cavity 
In the monograph no mention is made of the fact that, regard- 
less of the method used, one must take care to avoid the 
possibility of serious shock or even death from bypocalcaemia, 
which may be induced by the relatively rapid introduction of 
large amounts of citrate, especially when massive exchange 
transfusions are done. This complication can easily be avoided 
by repeated careful injection of 10% calcium gluconate in 
doses of 1 ml. each time 100 ml. of blood is administered to 
the infant. 

In the section dealing with the difference between properties 
of behaviour of univalent and of bivalent antibodies it is rather 
surprising to find no mention made of my concepts of agglutina- 
tion and conglutination. Moreover, there is no reference to 
my work proving that univalent antibodies pass through the 
placenta easily while bivalent antibodies do not — an observa- 
tion of considerable importance not only for the pathogenesis 
of erythroblastosis but also for immunology in general. The 
term “ albumin agglutinin ” does not seem satisfactory, because 
if is based on a purely artificial though ingenious in vitro test 
with no counterpart in vivo. If the term “ albumin agglutinin ^ 
is to be considered acceptable then why not “ acacia agglutinin ’ 
or “ plasma agglutinin ” or “ anti-human globulin agglutinin ” ? 
The terms “ glutinin ” and “ univalent antibody ” are free from 
such objections. As I have demonstrated, the univalent anti- 
bodies, after passing through the placenta, coat the foetal red 
cells, and clumping occurs only in the presence of a third 
component, conglutinin, found in normal plasma. Conglutinin 
has been shown to be a colloidal aggregate of plasma protein* 
which is related to or identical with X protein, and is analogous 
in many respects to complement. As shown by me and confirmed 
by Witebsky, the plasma of the foetus in utero is deficient in 
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conglutinin, which, however, matures rather rapidly after birth, 
thus accounting for the frequently delayed onset of signs and 
symptoms of the disease. Indeed, the main purpose of exchange 
transfusion is to remove the baby’s coated red cells before they 
can clump by intravascular conglutination in order to avoid 
irreversible organic damage which could result from blockage 
of the circulation. M c'.tnon's statement on page 34 that icterus 
gravis is probably due indirectly to the primary damage to the 
baby's red cells is a partial admission of the correctness of 
these views, and at least does not subscribe to the theory held 
by many workers that the antibodies act directly on the tissue 
cells, which were supposed to possess Rh antigen. 

With' regard to the question of nomenclature it is especially 
important to review the evidence available at once, because 
the recent U.S. Government ruling that the C-D-E notations 
must be included in parentheses after the standard Rh-Hr nota- 
tions when labelling antisera has forcibly brought the newer 
notations to the attention of technicians who had been perfectly 
content with the original, ■> mpler notations. If the C-D-E pro- 
tagonists have any real evidence in support of the linkage theory- 
now is the time to present it if they sincerely believe that they 
are on the right side 

In this connexion the rather extensively cited single excep- 
tion to the multiple-alk’e theory found by Glass is merely 
an illegitimate child, and at any rate, observations on a single 
case can hardly affect conclusions based on the far more exten- 
sive studies carried out by me and my collaborators. If bona- 
fide exceptions are ever found to the multiple-allele theory, 
where the possibility of technical errors and illegitimacy are 
ruled out, then one must consider the more plausible possibility 
of mutation rather than invoke the highly improbable concept 
of crossing over between tightly linked genes ; and no doubt 
there must be still othe- possibdi’ies of which we are not aware 
in the present state of scientific knowledge. While, after Levine’s 
.discovery of the first Hr factor, it should have been possible to 
predict the existence of three Hr factors on the basis of the 
theory of multiple allelic genes as well as the theory of linked 
gene triplets, Fisher deserves treat credit for his keen insight, 
which led him to predict the existence of hr" and Hr, several 
years before they were finallv found. 

In conclusion, the various objections which have been raised 
by C-D-E workers against the original Rh-Hr notations have 
now all been answered without difficulty. It is now time for 
the C-D-E protagonists to am -cr the criticisms of their nomen- 
clature or to abandon their stubborn position for the good of 
ihe subject. 


ANALGESIA IN CHILDBIRTH 

PRIVATE MEMBER’S BILL 

-Mr. Peter Thorney croft, MR., "ho will introduce into the House 
of Commons on March 4 a private member's Bill intended to 
ensure that all midwives are trained in the latest methods of 
analgesia and are provided with the necessary- apparatus for 
giving it, described the provisions of the Bill at a press confer- 
ence organized bv the National Birthday Trust Fund. 

The Bill, which consists of nine clauses, provides that, after 
three years from its passing, a woman who has not received 
instruction in accordance with rules framed by the Central 
Midwives Board in the administration of analgesics to women 
in childbirth shall not be allowed to practise as a midwife ; 
further, that a woman who may have received such instruction 
but has not also received such further instruction as may be 
prescribed by rules framed from time to time by the Board 
shall not be allowed to practise. 

It is declared to be the duty of every- local health authority 
io secure the provision of means to enable midwives so 
instructed and employed under the National Health Service 
Act (.Part HI, Section 23) to administer analgesics to women 
" Who desire them. The local health authority is also to ensure 
that sufficient approved apparatus, facilities for transport, and 
supplies of drugs are provided and are at all times available 
for midwives. Those having control or management of a 
hospital or maternity home are also required to provide such 
apparatus and drugs. The right of the midwife to administer 
analgesics is stated in Clause 5, which runs: 


“Any certified midwife who has received such instruction in the 
administration of analgesics to women in childbirth as may from 
time to time be prescribed by rules framed by the Board shall be 
entitled to administer, in accordance with any rules framed and any 
method approved from time to time by the Board, an analgesic to 
any woman who desires it during childbirth.” 

It was stated at the press conference that present arrange- 
ments for giving this relief varied very greatly from one area 
to another. Ample provision existed in some places, while in 
others arrangements were almost non-existent It was felt that 
the Bill raised no issue of party politics, and was one in which 
all women would be interested. The National Birthday Trust 
Fund, which had worked for twenty-one years for the right of 
the mother to have relief if she desired it and if there was no 
medical reason why she should not receive it was strongly- 
supporting the Bill, and believed that if it was passed into law 
it would not be long before all women, whether confined in 
hospital or at home, would be able to ask for and obtain 
analgesia. 

Lady Rhys-Williams stated that a survey made recently by 
the Trust Fund revealed that analgesia was given to only 52% 
of women confined in hospital. Of the 17,000 practising mid- 
wives, 7,000 were qualified to give gas-and-air analgesia, and 
the Bill looked forward to advances in anaesthesia and pro- 
vided for refresher courses for midwives. Lady Rhys-Williams 
also said that “ trilene ” might shortly be approved for use by 
midwives. 

The Bill contains penal clauses whereby midwives giving 
analgesia without the prescribed instruction will be liable on 
summary conviction to a penalty not exceeding £10, and to a 
further penalty of the same amount for each day on which 
the offence continues after conviction. There are similar penal- 
ties for the managers of hospitals or nursing-homes who fail 
to make the required provision. 


Preparations and Appliances 


A SIMPLE PORTABLE ANAESTHETIC - APPARATUS 

Wing Commander R. L. Soper, senior specialist in anaesthetic*. 
R.A.F., writes: There is a real need for a simple portable 
apparatus designed primarily for the non-specialist anaesthetist 
The one here illustrated operates normally as a gas-and- 
oxygen apparatus, to which ether or other vapours can b; 
added by means of two Thornton vaporizers. If desired, by 
means of an air-inlet valve it will act_as a simple draw-ovet 



apparatus for trilene-air or ether- 2 ir (see the description by 
Dr. Marrett, Journal, 1942, 1, 643). Rebreathing is readily- 
obtained with either technique. The weight of the complete 
unit is just over 12 lb. 

I would like to thank Mr. R. W. Avery for his assistance 
with the original design, and Mr. E. P. Childerhouse, of 
Medical and Industrial Equipment, Ltd. (the makers), for help 
in producing the apparatus. 
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PREVENTIVE PSYCHIATRY 

At a meeting of the Section of Epidemiology and State Medicine 
of the Royal Society of Medicine on Feb. 7, under the chair- 
manship of Sir Allcn Daley, " Preventive Psychiatry ” was 
discussed. 

Dr. W. S. Maclay, Senior Medical Commissioner of the 
Board of Control, in a brief introduction mentioned one or 
two projects which were developing. One was the World 
Federation for Mental Health, which came into existence follow- 
ing the International Congress held in London last August. 
Another development was the out-patient clinics, which had 
multiplied since the Mental Treatment Act, 1930, and now 
numbered 250 for adults and 120 for child guidance, but many 
more were needed. In 194! the first disablement rehabilitation 
officers were appointed. The Ministry' of Labour had recog- 
nized the value of a liaison between the organization for getting 
back into industry persons suffering from psychiatric disability 
and the mental hospitals, out-patient clinics, and social centres 
which also existed to help them. Dr. Maclay also mentioned 
the provisions of the new Criminal Justice Act, especially from 
the point of view of the prevention of delinquency, and of the 
National Health Service Act. 

Dr. A. Torrie said that the prevention of psychiatric illness in 
the Army should start with the recruiting board. Now that the 
Pulheems system had been introduced he hoped there would be 
far fewer breakdowns, but the system must be applied with 
wisdom and discretion. (Tire Pulheems system was the subject 
of the opening article in the Journal of Jan. 15, p. 83.) 

In the early stages of life in the Army instruction should be 
given in the general principles of mental health. Good leader- 
ship and good relations were essential to preventive psychiatry, 
and the influence which could be exercised by the padre 
should not be overlooked. The same was true of the 
industrial community. Here he considered that the family 
doctor was the key man in prevention, but the help of the 
clergy, social workers, and of all who were in positions of super- 
vision, including the junior foreman, was to be desired. 

Child Guidance 

Dr. Emmanuel Miller said that child guidance was no new 
thing. The claim of psycho-analysis was primarily that disturb- 
ances in childhood producing neurosis, psychosis, and behaviour 
disorders lay somewhere in the child-parent relationship. Dr. 
Miller instanced the question of suckling and its periodicity, 
and the effect of artificial feeding, and discussed the assistance 
which psychiatrists and psychologists could give at the mother- 
craft level. What could the psychiatrist do to help prospecuve 
and nursing mothers to understand, the significance of the 
maternal role ? Could the psychiatrist come m at that level 
and make a woman understand the difference between the bio- 
logical function of maternity and the psychological function of 
motherliness ? Almost any woman could be a mother, relatively 
few could be motherly. Again, with regard to sex interest and 
conduct, was there a technique of sex instruction which 
psychiatrists ought to formulate and hand over to educationists 

What would be the effect of prophylactic psychiatry' directed 
towards the chitd upon the ultimate incidence of neurosis and 
psychosis and the like in the adult community ? On the theory 
that all such disorders were produced during the formative 
months and early years of child life it might be supposed that 
if it were possible to treat all the childhood difficulties in the 
community there would presently arise a race of adults free 
from these disturbances. He could not believe that that would 
be true. With every phase of mental growth and development 
new factors entered into the life of the individual. There were 
new factors at puberty, for example, and also m adult life. No 
foolproof protection could be obtained by treating children 
alone Child psychiatry had the power to produce techniques 
and methods of handling which would materially reduce adult 
disturbances, but it would be rash at this stage to say that it had 
the power to filter them off completely. 


Menial Stress in the Future 

Dr. C. P. Blacker asked (he audience to consider what kind 
of mental stress was likely to develop in the future. He 
discerned two recent trends. A Population Investigation report 
which would be published shortly would call attention to 
diminished fertility ; increasing use of birth control, especially 
the use of appliance methods; increasing awareness of the 
difference between planned and unplanned pregnancies and 
between wanted and unwanted children ; an increasing tendency 
for couples to plan the size of their families at marriage; and the 
diminishing size of planned families. This meant a diminution 
in the numbers of unwanted children. If there was a genera! 
movement in favour of small planned families the problem of 
the future w'ould not be the neglected child but the spoilt child. 
Parallel with this, the new educational service promised secon- 
dary education for all children, which would effect equalization 
of educational opportunities. Most parents would hope that 
their sons would be enabled to practise in the professions, and 
questions would arise about how entry into the professions 
should be regulated. There would be disappointment for the 
great majority of boys and girls who. though educated to the 
same level as the successful ones, would not be eligible for the 
coveted jobs. 

Thus a new mental health problem would arise. On the ont 
hand there would be the wanted child, the object of great 
solicitude, and on the other there would be a system whereby 
the aspirations kindled in such children would be thwarted. 
That was the new problem that would trouble the next genera- 
tion of psychiatrists. It would mean new stresses, in some 
ways more troublesome and more provocative of neurosis than 
the old. The door would be opened much more widely to a 
self-regarding attitude in which jealousy would take a larger 
place than it had done in the more happy-go-lucky forms of 
society to which most of us had been accustomed. 


GRANULOMATA OF THE LARGE INTESTINE 

A meeting of the Section of Proctology of the Royal Society of 
Medicine was held on Feb. 9, Mr. C. N a unton Morgan presid- 
ing, for a discussion on the subject of granulomata of the large 
intestine. 

Actinomycosis of Rectum and Colon 

Mr. Zachary Cope said that actinomycosis involving the 
colon and rectum was a rare condition. In nine cases out of 
ten it was (he anaerobic organism which was concerned, 
although in many textbooks there was still confusion on this 
point. He had been able to collect only six cases of actino- 
mycosis of the colon, and in five of these it was excised under the 
impression that the actual pathological lesion was a carcinoma. 
Actinomycosis of the rectum, of which he had collected accounts 
of 40 cases, brought many diagnostic puzzles to the surgeon. 
The cases could be divided into primary and secondary, secon- 
dary ” meaning the invasion of the rectum from above. The 
diagnosis of primary rectal actinomycosis could be made with 
certainty only by detection of the fungus in the discharge. The 
condition might easily simulate malignancy, tuberculosis, or a®)’ 
other chronic inflammation of the rectum. Prognosis had been 
unfavourable, and although the patient might seem to be cured 
it was necessary to watch for a year or tw'o before cure could 
be pronounced with certainty ; recurrences sometimes appeared 
after a long interval. 

Secondary actinomycosis usually spread down from the 
appendix, sometimes from the stomach. A few cases had 
resulted from perforation of a gastric ulcer, which allowed the 
organism to escape into the peritoneal cavity and so into the 
rectum. Symptoms were not characteristic. There might be 
pus, mucopus, or mucus in the stools, diarrhoea and constipa- 
tion, suppuration, obstruction of the large bowel, abdominal 
distension, piles, or fistulae. Sigmoidoscopy was not of much 
use except in rare cases. He believed that there must be more of 
these cases than was commonly supposed. In treating patients 
suffering from actinomycosis in the pelvis up to half a million 
units of penicillin a day, carried on for many weeks, should 
be given. It was important to give large doses and to keep up 
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the administration week after week until the patient Use 
from symptoms. 

Crohn's Disease 

Professor G. Hs.D r i r LD said that there was still com lete 
ignorance about the of Crohn’s disease, and pos-oM [or 
that reason its treatment remained uncertain and unsatidic -try. 
So far as he knew 0 was no pathological evidenie w uch 
justified any conclu'i. regarding its exact aetiology Ir an 
earlier study he and u - 'e r s concluded that during the in. ■ aj 
period the intestinal ie n v as able completely to repai- i . j‘. 
and that the later man 'otauons of the disease were secmdary 
and possibly non-specifi complications. That slew was fo.nded 
largely on the patbolog . t evidence afforded by the re 1 ,\el> 
early cases. 

The speaker showed L cm slides of a number of spe.arens, 
including the irreparable -Lge of the “ cobble-stone ileum He 
also exhibited a diacra . 'lustrating the probable on^ir. and 
progress of this disease u .mining with a submucous ~»ph- 
adenoma 3nd then, ifte- ne local oedema had reac! ’d its 
maximum, with progress t'ceration and secondary infection 
increasingly dominating i. . t vture and going on to obstrc.'ion 
and fistulae. He quo’ ’ . 'c results, published in 1945 of 
Garlack and Crohn 


i Cases i 

Deaths 

Rex urrences 

Ileo-colostotn>, transection e\Ju« ] 65 

slon of lesion J 

0% J 

13 S% 

Primary resection ' 55 

16% 

H 5% 

lleo-colo«tomy, exclusion o lesic | 25 

follou ed by resection J 

12 % 

1 

36-3 , 


In the 25 cases in t'.e third gicup it was reported that the 
lesion and resected !• p aln-.c-’ invariably showed advanced 
healing and little or rc nfiarrr- ation. Unless there was exten- 
sive ulceration the initi d bo J , lesion would repair itself if 
alaced in conditions of comr' J te physiological rest. 

Amoebic Granuloma 

Mr. R. W. Nevin -.id ’h t the importance of intestinal 
imoebiasis to the surgeon ws that the condition might simulate 
vlmost any abdominal lesion and if an operation was carried 
jut in unrecognized and unm -ected cases the mortality was 
iery high. It had been stated '.hat this condition was one for 
urgical diagnosis and medical 'reutment. Granulomata were 
nost commonly found either in the caecal or the recto-sigmoid 
egion. The condition was very easily confused with carcinoma, 
vlistakes were frequently made in diagnosis unless this condi- 
ion was kept in mind Entamoeba histolytica might be demon- 
trated in the stools or a typical lesion might be shown. On 
reatment with emetine the granulomata usually disappeared, 
raving little scar tissue. The ultimate difficulty in diagnosis 
ty in the fact that a granuloma and a carcinoma might exist 
.wether in the same patient at the same time. The speaker cited 
ame of his personal cases. Among them was a woman, aged 46, 
'ho had never been out of the country. She presented symptoms 
,’pical of carcinoma of the rectum, in the upper third of 
■hich, on examination, a firm fibrous mass "as felt. Ptocto- 
;opy and sigmoidoscopy revealed no ulcers or abnormalities 
’ther than the palpable lesion. A specimen was taken and was 
iturned as granulation tissue. Stools were searched for 
uoeba. but none were found. After giving emetine, however, 
noeba did appear, and under further treatment the mass 
eared up completely. 

Individuals with latent or chronic amoebiasis would usually 
ive a secondary anaemia and appear to be in chronic ill-health, 
was generally” held that a maj'ority of persons suffering from 
■ noebiasis did not present dysenteric symptoms. In about one- 
ird of all cases there were demonstrable lesions which could 
■ seen with the sigmoidoscope. 

- If all other methods of diagnosis failed, the therapeutic test 
ould be applied. A cour'e of emetine should be given and 
effect observed. This might give absolute proof by the pro- 
.-ction of amoebae in the stools or the relief of symptoms and 
.■ns. Treatment was by means of the appropriate anti-amoebic 
•jgs. If this failed in a suspected case, resection might be 
dertaken and further medical treatment given. 


ASSOCIATION OF CLINICAL PATHOLOGISTS 

SCIENTIFIC MEETING 

The 41st scientific meeting of the Association of Clinical Patho- 
logists was held at Westminster Hospital on Jan. 27, 2S, and 29, 
with Professor R. J. V. Pulvertaft in the chair. 

Dr. F. B. Sxinu, in his presidential address, discussed what 
appeared to be a new syndrome of atypical (septicaemic) 
tuberculosis with agranulocytosis. He described four adult 
coses with pyrexia, purpura, and agranulocytosis. Although 
tliere was heavy blood-borne bacterial infection as evidenced 
by dense colonies of mycobacteria in the liver, spleen, and the 
few lymph nodes found at necropsy, yet there was no histo- 
logical change typical of tuberculosis and no clear primary 
focus. 

Dr.- C. W. Taylor described the various virilizing tumours 
of the ovary' and said they fell into two groups: (1) arrheno- 
blastoma with structures of testicular type (differentiated or 
embryonic) ; and (2) lipoid-cell tumours of the so-called 
adrenal-like type. He showed how removal of the tumour 
resulted in regression of masculinization and a return to a 
normal menstrual cycle in one month. In two cases full-term 
pregnancy subsequently occurred followed by lactation. He 
considered it unwise to accept the virilizing lipoid-cell tumour 
as of heterotopic adrenal origin. Dr. H. R. Mayor reviewed 
the series of changes occurring in fat embolism of the brain 
with large numbers of intravascular fat plugs. 

Gastro-enteritis 

On Friday Dr. C. Giles described an investigation into the 
coh'form flora in castro-enteritis. He said that the a type of 
B(>ct. coll was isolated from 94.7% of the faeces of 207 cases 
of gastro-enteritis, whereas it was only found in 1.8% of 721 
controls. Antibody titres were raised in 60% of 41 casts and 
in only 1.2% of controls. In 55 necropsies the organism was 
found almost constantly in the gastro-intestinal tract and was 
isolated occasionally from the mesenteric lymph nodes, the 
liver, and the spleen. Feeding experiments were unsuccessful 
except with 10 newborn guinea-pigs ; five of these developed 
diarrhoea and three died, with findings at necropsy similar to 
those in infants dying from gastro-enteritis. 

Dr. Jovs Taylor, who had also found such strains (called 
by her D.433) in sporadic outbreaks of gastro-enteritis, was still 
sceptical about their pathogenicity. 

Dr. Georgina M. Bonser had observed in collaboration with 
Professor M. J. Stewart a series of 57 melanin-forming epi- 
dermal tumours. These tumours were classified histologically 
a, squamous papillomas (21), benign calcified epitheliomas (2), 
and b 3 sal-cell (28) and squamous (6) cancers. They were to be 
distinguished from the true benign and malignant melanomata, 
which were accepted as being of neurogenic origin. They tended 
to appear in age groups over 50 years, and to occur more com- 
monly on the face and neck than on the trunk and extremities. 
There was usually a long history, but they did not metastasize. 
These tumours w-ere not more malignant than their non-melanin- 
focming counterparts and responded to the same type of 
treatment. 

Or. I. Hoogstratek had compared the ir. vitro growth of 
leokaemic cells in the serum of a healthy person and in the 
serum of the leukaemic patient. He said that immature 
ieukaemic cells, although incapable of differentiation ir. vivo, 
would differentiate or mature in vitro when grown in normal 
human or animal p!astn3. Fresh blood or plasma transfusions 
might produce temporary' haematological and clinical improve- 
ment and even diminution in the size of the enlarged lymph 
nodes and spleen ; reconstituted dried plasma did not have this 
effect. Leukaemic cells were therefore cultured experimentally, 
and he showed that these immature myeloblasts and myelo- 
cytes were capable of a degree of differentiation ir. vitro 
resembling that of normal leukopoietic cells, but with the 53me 
rate of proliferation 3rd extent of differentiation whether 
grown in leukaemic or in normal serum. Normal plasma 
therefore did not exert its influence directly on leukaemic cells 
but possibly through an intermediary mechanism or another 
tissue. 

£>r. M. C. G. Israels put forward a strong plea for agree- 
ment on the nomenclature of blood and marrow cells. There 
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was already a measure of agreement in terminology for the 
white cell series, but the position of the red cell scries had been 
further complicated by the proposals of the American com- 
mittee, which wished to include the hybrid terms “rubriblast,” 
“ rubricytc,” “ mctarubricyte," etc. ; the mcgaloblast was to be 
called "pernicious anaemia type rubricytc.” 

It was generally agreed by subsequent speakers that the terms 
now in use in this country were acceptable and that what was 
really required to avoid confusion was a standardized descrip- 
tion of the cells which were called proerythroblasts, megalo- 
blasts, and normoblasts. It was announced that the association 
had set up a committee on haematology. 

Anaesthetic Deaths 

A formal discussion on anaesthetic deaths was opened by 
Dr. Keith Simpson, who spoke of the group of people who 
had a slender hold on life and were killed by trivial accidents 
and stresses. Dr. R. D. Teare discussed curare and myancsin 
in this connexion, and Dr. F. E. Camps described the patho- 
logy of deaths from anoxia. Dr. G. S. W. Organs gave the 
anaesthetist’s point of view and suggested that the pathologist 
was not the best person to investigate anaesthetic deaths, as 
there was little gross change. He pleaded for an investigation 
by anaesthetists, who were in a better position to ascertain what 
procedures had been adopted and whether any fault in tech- 
nique could be found, so that the administrator could be guided, 
rather than reprimanded by a coroner. Dr. C. D. Cogswell. 
coroner for the county of Middlesex, and himself a doctor and 
anaesthetist, said that the coroner was not apportioning blame 
but merely holding an inquiry into the relevant events leading 
up to an anaesthetic death. Others who took part in the discus- 
sion were Professor R. R. Macintosh, Dr. I. W. Magill, and 
Dr. W. R. Heddy. 

On Saturday, with Dr. C. J. C. Britton in the chair. Dr. J. 
Murray and Drs. E. N. Allott and C. A. Holman described 
their methods of investigating foetal haemolytic disease with 
special reference to prevention and treatment. In the discus- 
sion which followed. Sir Leonard Parsons congratulated the 
speakers on their results. He showed how the mortality had 
dropped in the best hands from 50% to about 10%. Dr. W. 
Weiner reviewed some cases of leukaemia in which he had 
used replacement transfusion. He had produced some clinical 
improvement, which was, however, only temporary. Subsequent 
speakers doubted the wisdom of transfusion in leukaemia, 
especially in children. 

With Professor N. F. Maclagan in the chair the final session 
opened by Dr. M. Hynes, who described his experimental 
■ of the normal iron reserves in man. This was done by 
'ing a man until his rate of regeneration of haemoglobin 
-bed a constant level. The 'daily absorption of iron from 
the food in excess of that normally required to replace effete 
red cells was calculated by the different rates of regeneration 
of haemoglobin when 6.5 ml. and 20 ml. of blood, respectively, 
were withdrawn daily after exhaustion of the iron reserves. 

Professor E. C. Dodds, after discussing the nomenclature 
used in steroid chem«<-»***-'/'»nt on to give an account of the 
modern meth Almost any woman couiu -y steroids. He men- 
tioned thp^e motherly. Again, with regai 0 u ea g Ues that many 
diseases was there a technique of sex-,tj c steroid pattern 
ofyehiatrists ought to formulate and hand o%the claim that the 
. and parents? ’ _ d with malignant 

What would be the effect of prophylactic psy s isolated from 
towards the child upon the ultimate incidence^ analyses should 
psychosis and the like in the adult community ; a l and of other 
that all such disorders were produced durh 
months and early years of child life it might b>. 
if it were possible to treat all the childhood difi. 
community there would presently arise a race otL 
from these disturbances. He could not believe that t. 
be true. With every phase of mental growth _an£ { J the meet ; ng 
. new factors entered into the life of the ' , vi fe c0 ! 0 gica! Society 
new factors at puberty, for example, and also )n p eb j when 
foolproof protection could be obtained by ous su bperiIoneal 
alone. Child psychiatry had the power toj? the thirty-second 
and methods of handling which wouId iln g quietly in a cinema 
disturbances, but it would be rash at thj m ac fossa. On admis- 
ihe power to filter them off completely ,b e uterus was displaced 


to the left by a mass at the right side which, on explora- 
tion, was found to be a hacmatoma of the broad ligament. A 
large-bore rubber drainage tube was inserted cxtrapcritoneally 
into the hacmatoma. The patient had a stormy convalescence, 
during which signs of toxaemia of pregnancy became evident 
and a stillborn macerated foetus was expelled on the second 
day. Mr. S. Bender described a case of appendicitis durii 
pregnancy in which the foetus survived a scries of major cor 
plications, and Dr. T. Redman read a short paper entith 
“ Descent of the Foetal Head in Late Pregnancy and Labom 
Mr. P. Malpas discussed the limited use of vaginal packing 
the treatment of uterine haemorrhage following cacsare; 
section for placenta praevia. 


TREATING THE AGED SICK AT HOME 

The Medical Society for the Care of the Elderly met at St. Heli 
Hospital, Carshalton, on Jan. 25. Dr. E. B. Brooke, medic 
superintendent of the hospital, read a paper on the domirilia: 
treatment of the aged sick. 

The number of requests for admission to hospital, Dr. Brool 
said, was so great that the formation of a waiting-list was mi 
leading to prospective patients. It raised unwarranted hop 
of a bed, hopes doomed to disappointment from the stai 
There were beds in the hospital, but no staff to care for adc 
tional cases. Part-time nurses or W.V.S. personnel could n 
do night duty, even if they helped by day. In fact, the on 
place where it was possible for these patients to get attendant 
at night was in their own homes. Since it was not possible 
treat them in hospital, the aim must be to bring hospit 
facilities to the home. 

Faced with this problem, his first step was to send a geriati 
social worker to see those elderly patients he had been asked 
admit but could not accommodate. The first difficulty had bei 
that of providing suitable meals for patients who had nobody 
cook for them. To meet this situation his hospital manageme 
committee had convened a meeting of representatives of tl 
county health sendees, the county social welfare sendees, ai 
the assistance board, with general practitioners from the loc 
executive council. As a consequence of this meeting a standii 
liaisoh committee was formed to put into effect the recomme 
dations of the B.M.A. Committee on the Care and Treatme 
of the Elderly and Infirm. 

It was found that transport would be necessary to brii 
sitting and lying patients up to the hospital for out-patient exan 
nation and physiotherapy. A hot meals service wasj instituti 
by the W.V.S. This was the “ meals on wheels ” service. A1 
a laundry service for patients’ dirty linen had been establishe 
using the hospital as a headquarters for collection and deliver 
Routine contacts were made with district nurses, the home he 
service, Red Cross workers, the W.V.S., occupational thera] 
teachers, and finally those who were willing to shop for tl 
sick and to visit them from time to time. In many cases it w 
found possible to arrange for a service of “patient-watchers 
among neighbours. This scheme was possible only where tl 
co-operation of the general practitioner was forthcoming. Tl 
motto was, “Everything possible short of admission to hospital 

At present the system was in its infancy, but during the fit 
three months of its life it had helped 100 patients who cou 
not otherwise be cared for at home yet who could not 1 
admitted to hospital. The visits of the geriatric social work 
had been most useful in deciding the priority of cases for lat 
admission. As a general rule two types of cases were givi 
priority ; those who could benefit by medical treatment with 
a short time, and those who were very ill under unsuitab 
home conditions. It was claimed that the service given by tl 
system, however imperfect, was better than allowing patients 
remain at home without such assistance, or than putting the 
names on a meaningless waiting-list. 


The Ministry of Health has prepared the Handbook jor Gtnr 
Dental Practitioners for the guidance of demists taking part in tl 
National Health Service. It describes the provisions of the N.H. 
Act and of the regulations- up to November, 1948, as they apply 
dentists. _ Copies have been sent to local executive councils* f< 
distribution to dentists on their lists. 
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CORRESPONDENCE 


Correspondence 


Classical Cacsaroan Section 

Sir, — T he remarkab'e thing about the correspondence on 
classical caesarean sec'jon, the lower-segment operatic'*, and 
rupture of the uterus ,Sept 25 1 948, p. 602, Oct if 1948, 
p. 722, et seq.) is that >t should take place at all. It t- t ,ea;>- 
eight years since Eardl.i Holland and Munro Kerr intr_.\..ed 
the lower-segment operation tn this country, and ao, : ,ae 
same time since Beck, o' Brooklyn, and DeLee, of C”cago. 
popularised it in Amer.wa Prior to that the esserr a's of 
modern technique had t.m well established by severe 1 Conti- 
nental obstetricians. In . , jears that followed the su; -,c-it> 
of the operation becan.e manifest, and the posttior now 
reached (or so one had su -osed) when caesarean sectio- * ecus 
the lower-segment operatis r unless otherwise stated. 

With many of the pen ts raised by your correspon '-r ts 1 
entirely agree; no opera 1 on however good, is appl.. le to 
every case irrespective v - the particular condition- r .-ent 
What the conditions are tn it occasionally prohibit me i -e of 
the lower-segment techr c e have been clearly summariz'd by 
Mr, C. Scott Russell (O- 1 16. 1D4S, p. 722)— almost toe onK 
champion of the lower - cement operation in this correspon- 
dence. So far so good 1 ~t vhat disturbs me is that me man> 
letters have collectively conve>ed an impression that the 
contraindications to toe low ..-segment section are s. many 
and the difficulties are -o great as to make it more or less a 
“stunt” operation. Those surgeons who still routine's employ 
the classical operation are th' - - mfirmed in their complacency. 
This attitude I deplore, and If the following rea - or, ■ 

Although the mortality rat, for all types of caesarean -ection 
is now remarkably low, the: is, so far as I know no large 
series of consecutive cases ( 'vO or more) which can show a 
mortality rate of under l c sa\e those in which the lower- 
segment technique nos used ifor example, the 0.4% mortality 
rate reported by Free 1 ). 

The abdominal incision f. r the lower-segment operation is 
relatively small and is sub Tnbilical ; consequent^ there is 
seldom any exposure of the in'estines. Theoretically thi- should 
lessen post-operative complications, and in practice I believe 
it does. Patients who have '-ad the lower-segment operation 
generally make a quicker ana 'aster recovery than do those in 
the other group, and the testimony of Women who have experi- 
enced both operations is often eloquent on this point. After 
the classical operation the intestine sometimes adheres to the 
abdominal scar or. oftener, to the -car in the uterus. Obstruc- 
tion is then a possibility, and may occur early by the involuting 
uterus dragging a loop of ileum down into the pelvis. This 
complication does not occur after the lower-segment operation. 

It is generally stated that 4°) of “classical” scars rupture 
in subsequent pregnancies (this figure would undoubtedly be 
higher if abdominal section were not so often again employed 
before the onset of labour). With the lower-segment technique 
the risk of rupture is greatly lessened. The uterus is incised 
in a part that is inert and which can therefore heal quietly and 
soundly. Firmness of the scar is further ensured by reinforc- 
ing the suture line by a layer of fascia or a fold of uterine 
muscle — a procedure that is impossible in the case of the other 
operation. Finally, it is unlikely that the placenta will become 
implanted over the scar in a subsequent pregnancy— a happen- 
ing which it is generally supposed strongly predisposes to 
rupture. 

Because of these facts rupture of a lower-segment scar is an 
unusual event and is estimated to occur in only 0.25 % of cases. 
On this reckoning the risk of rupture is therefore only one- 
sixteenth of the risk associated with the classical operation. 
Convincing evidence of the increased safety is also found when 
the utenis'is examined at a subsequent operation. It is seldom 
indeed that the “ classical ” scar does not show, in the emptied 
uterus, as a lone, deep furrow, whereas the lower-segment scar 
is only rarely identifiable — far less does it show as a weakened 
area. 

The slicht delay in extracting the foetus is sometimes cited 
as a point against the lower-segment operation, and it is alleged 


that the establishment of foetal respiration may be delayed by 
the relatively large amount of anaesthetic which the foetus 
absorbs. This difficulty, if it exists, is largely overcome by the 
careful choice and competent administration of the anaesthetic. 

So convinced am 1 that the classical caesarean section is now 
superseded that 1 should be disturbed if I heard that any friend 
of mine had been subjected (without good reason) to that 
operation. And if at some subsequent pregnancy she had the 
misfortune to suffer a rupture of her uterus my thoughts would 
be bitter as well as sad. 

I was once asked by an eminent gyna ecologist what type 
of operation was being 'employed in my country'- When 1 
answered, “ Usually the classical operation.” he shook his head 
sadly and replied, “ I cannot understand the mentality of any- 
one who still uses the classical section." That was eighteen 
years ago; how much more forceful his words have now 
become. — I am, etc.. 

Oxford S. C. Chassvr More. 

Rmzesct 

1 Arr.cr, J. Obstet. Cyr.ec., 1945, 49, 401. 

Spinal Anaesthesia for Caesarean Section 

Sir, — If an anaesthetic technique is popular with some and 
condemned’as dangerous by others, it means either that some 
are lucky when they have no trouble or that the others are 
violating some sound principle of anaesthetics. Many gynae- 
cologists regard spinal analgesia in caesarean section as a 
procedure fraught with danger of sudden death to the mother, 
a danger which cannot be predicted in any particular case and 
about which nothing can be done. Some believe there may be 
biochemical changes, subtle enough to be indefinable, in preg- 
nant women which make them liable to collapse under spina! 
anaesthesia. There are indeed sudden deaths in these circum- 
stances, but II believe they are subject to a straightforward 
explanation and that they are preventable. 

A spinal anaesthetic for a moderately high abdominal opera- 
tion inevitably paralyses the nerve supply to the lower inter- 
costal muscles, so that the lower and mobile part of the chest 
wall is temporarily put out of action. A full-term uterus splints 
the diaphragm, and the effect of this is increased by the 
Trendelenburg position and surgical packs. AH that remains 
is for the surgeon's assistant to lean on the patient's chest to 
complete the insult to her respiratory mechanism. Even with- 
out this last there is a probability of collapse from anoxia if 
the patient is breathing air only. If she breathes oxygen, or 
there is means to inflate her with it, I believe the maternal 
risks are no greater than with other means of pain relief for 
this operation. 

1 am prepared to advance what I believe to be cogent argu- 
ments in favour of the trouble all being due to respiratory 
embarrassment, but at this stage I feel it is more profitable to 
end with a warning — but on behalf of the foetus. Contraction 
of the uterus is a notable feature of spinal analgesia, and it 
appears to increase with the passing of the minutes: time there- 
fore must not be wasted. On one occasion 1 gave a spinal 
anaesthetic for a caesarean section because of placenta praevia. 
After the injection the diagnosis was confirmed bv surgeon and 
assistants and the operation thus delaved some 30 minutes. 
Before the injection the foetal heart sounds gave no cause for 
alarm, but when the uterus was exposed some 50 minutes later 
it vvas tightly contracted, firmly gripping the foetus, which 
was found to be dead. On another occasion, with a different 
gynaecologist, there vvas a delay of some 20 minutes before 
the operation commenced, and my colleague, before opening 
the uterus, commented that so tightly was it applied that it 
almost revealed the sex of the foetus. In this case the infant 
was little the worse for the experience. — 1 3m, eic„ 

Oxford R. R. MxctvtOSH. 

Vitamin E in Heart Disease 

Sir . — In the Sunday Express of Feb. 20, 1949, " Doctot- 
M.P.” writes an article under the heading '“A medical dis- 
coverv ‘as great as insulin.”’ He discusses the use of alpha- 
tocopherol (vitamin E) in heart disease and states that this drur 
“has been proved in my view as a doctor to show miraculous 
results in angina pectoris, in certain kidney diseases, and in 
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. . . Buerger's disease.” He further asserts that its discovery 
is "officially recognized and proclaimed as one of the most 
beneficent in medicine since the introduction of insulin in 1922.” 
He proceeds to upbraid the Ministry of Health for refusing to 
arrange for the import of "Vita E,” which is being manu- 
factured in Toronto, 

Since Vogelsang, Shutc, and Shute* published a series of 
articles on the use of vitamin E in heart disease, in which they 
claimed marked improvement in eases of angina pectoris and 
rheumatic and hypertensive heart disease, several workers in 
different countries have reported their failure to confirm these 
findings. Baer and his colleagues 5 found only questionable 
improvement in 6 out of 22 patients with congestive failure, 
angina pectoris, or hypertensive heart disease. In 11 similar 
cases Levy and Boas 3 found no clinical evidence to warrant 
the use of vitamin E. From a controlled study of 22 eases 
Makinson and his colleagues 1 concluded that vitamin E is of 
no -therapeutic value in the routine treatment of angina pectoris. 
Gram and Schmidt 5 found no improvement in 63 out of SO 
patients with heart disease (mainly arteriosclerotic) treated with 
vitamin E. Bali* found definite improvement in only 2 out 
of 10 cases of angina pectoris. Furthermore, not n single 
favourable report on any controlled observation of vitamin E 
in heart disease could be found. No controls were used in 
the scries treated by the Shutes. 

I should like, therefore, to make a strong protest against 
these observations of " Doctor-M.P." in a national newspaper. 
As a result of his article patten is will undoubtedly harass their 
doctors to give them vitamin E. If they can get this drug their 
faith in it may result in some temporary improvement, as so 
often happens in cases of angina pectoris. But to buoy up the 
hopes of the many sufferers from heart disease with such 
dubious evidence is surely quite unjustified. From the reports 
already quoted the assertion that vitamin E is officially con- 
sidered -a great discovery is completely without foundation. In 
a panel discussion on cardiac therapy at the 1947 meeting of 
the American Medical Association' it was stated that vitamin E 
is of no value in coronary heart disease, hypertension, or 
rheumatic heart disease. 

There might be a case for even further controlled experi- 
ments on alpha-tocopherol (obtained either in this country or 
from Canada). But there is no case for presenting vitamin E 
to the public as a great medical discovery for the treatment 
of heart disease. — I am, etc., 

tondon, N.W.SO K. P- 8 ALL. 
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Nuffield Hospitals Trust 

Sir, —T he annotation (Feb. 19, p. 3 IS) covering die recent 
report on the work of the Nuffield Provincial Hospitals Trust 
includes one curious and, I must suppose, unintentionally 
inaccurate sentence. This reads as follows: 

“Among other projects supported by the Trust, always with a 
view to the better co-ordination of hospital services, the most 
noteworthy was the setting aside of £100,000 for the creation of the 
first professorship and Institute of Social Medicine in Great Britain— 
at Oxford under Professor J. A. Ryle.” 


The Chair and Institute at Oxford have never, of course, been 
concerned in any way with the co-ordination of hospital services. 
The purposes of the Institute, as laid down in the Resolution of 
the Trustees (1942), are as follows: 

(a) To investigate the influence of social, genetic, environmental, 
and domestiedactors on the incidence of human disease and disability. 

(M Xo scea and promote measures, other than those usually 
employed in the practice of remedial medicine, for the protection of 
the individual and of the community against such forces as interfere 
with the full development end maintenance of mans mental and 

physical capacity, , , ... 

- (c) If required by the University to do so, to make provision in 
the Institute for the instruction in Social Medicine of students and 
prscthsonccs of medicine approved by the Board of the Faculty of 
Medicine in the University of Oxford. 


During the six years following its inauguration I hope that 
the academic activities of the Institute, including the publication 
of some 50 papers by members of the scientific staff, have suffici- 
ently established its claim to be working towards the fulfilment 
of these purposes. Medical economics and administration, 
much though they stand in need of careful study, arc not 
within our terms of reference . — l am, etc./ 

Oiford. John A. Rvut. 

V Professor Ryle is right. The error arose through the fact 
that in the report of the Nuffield Provincial Hospitals Trust the 
work of the Institute of Social Medicine was described in a 
section headed, “ Some Projects Supported by the Trust 
Towards the Better Co-ordination of Hospital Services.”— Eo„ 
I'J/J. 

Illness in General Practice 

Sir,— The interesting article by Dr. John Pemberton (Feb. 19, 
p. 306) would have been more interesting and informative if 
he had carried tire analysis of his data a step further. Neglect- 
ing the two categories accidents and obstetrics in Table IV. a 
statistical examination of the variability of diagnoses supplied 
by the seven doctors reveals discrepancies of a size that can 
hardly be ascribed to chance. 

The difference between the average number of diagnoses in 
each category and that of the individual doctors can be 
expressed as follows: 


Doctor 

x’ Test 

Contribution by : 

A ' 

B 

44.16 

44.7S 

Cardiovascular disease in excess 3S.4 
f Cardiovascular disease in excess 29.4 
\ Deficiency in mental ill-health 7.2S 

C 

11.51 

Deficiency in cardiovascular disease 
S.2 

Insignificant difference 

D 

4.72 

E 

9.72 

Rheumatism in excess S.35 

F&G 

13.97 

Equal spread over categories 

H 

11 54 

Deficiency in mental fit-health 93 


The x 5 value of 9.5 signifies a difference expected only once 
in 20 samples, while a value of 13.3 is expected only once in 
100 samples. There arc two possible explanations of these 
differences: (!) age groups or soda! or geographical influences 
affecting the various practices ; and (2) variations in the judg- 
ments of the doctors concerned. — I am. etc., 

Sheffield. E. J. G. Bradford. 


Puiheems 

StR, — With reference to “ Surgeon-Lieutenant’s ” letter 
(Feb. 5, p. 244) I an\ not in a position to comment on the 
apj lication of the Pulhecms system in the Royal Navy, with 
which the writer’s letter appears largely to deal, but I can clarify 
the situation slightly in so far as. the Army's application is 
concerned. 

I agree with “Surgeon-Lieutenant” that in Sendee life it 
W'ould be more valuable to fit the man's duties to Ms previous 
occupation, and this in fact is the duty of the personnel selec- 
tion officer in the Army. With regard to the length of time 
Puiheems examination takes, “ Surgeon-Lieutenant ” will agree 
that Puiheems is merely a new method of recording findings 
on medical examination, and, if the doctor examining the patient 
knows the system of medical classification he is going to use, the 
additional time taken to record the findings in accordance with 
Puiheems is no greater than with any other system. 

All entrants to the Sendees are examined by the civilian 
medical board of the Ministry of Labour and National Service, 
whose examination is complete. These boards consist of four 
medical officers, one chairman, and one orderly, and the boards 
are able to complete the examination of 20 men in 2i hours 
( Supplement , Feb. 12, p. 74). On these medical boards lies the 
responsibility to certify that the individual entering the Service 
is fit for sendee. 

This being the case, the first examination of all new entrants 
to the Amy is merely a verification of the findings of the 
civilian medical board, taking into account their medical report 
and the history given by the individual regarding the period 
which has elapsed since the civilian board examined him. The 
finding of the medical officer in this instance is taken as the 
individual’s initial Puiheems assessment, and after a period not 
exceeding four months the individual is again examined and 
given a Service Puiheems assessment, which is- based on the 
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f >IEDINAL’ is readilv absorbed and exerts its hypnotic 
effect for about 6 to S hours, \\ hereis man\ other com- 
pounds, being of shorter action, do not pro\ide unbroken 
sleep. Unlike the longer-acting barbiturates, ‘Medina!’ 
does not produce hangov er ” effects Safe and free trom 
unpleasant side reactions, a valuable means of treating 
insomnia and nervous tension is thus proMded. 


A new 
approach 
to the 

relief of 
pain 


tetraethyl ammonium salts were found in 
1945 to block the transmission of nerve 
impulses through the autonomic ganglia, and 
they have been employed diagnostically in 
selecting patients for sympathectomy suffering 
from peripheral vascular disease. 

Tetraethylammonium Bromide may be used 
therapeutically to give relief from pain in 
peripheral vascular disorders, causalgia and 
post-herpetic neuralgia. 

Injection of T.E.A.B.-Boots Supplied as a 
10 per cent, solution for intravenous or intra- 
muscular injection : — Boxes of 12 x 1 c.c. 
and 12 x 5 c.c. ampoules. 

T etr aethylammonium 
Bromide-Boots 



Pow der: J 02- and 1 02. 
Tablets: 5 or 7} g*2in, 
10, rco and 250 


-Literature end further information on 
request to the Medical Department 
BOOTS PURE DRUG CO LTD., NOTTINGHAM 
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The value of a loruc cannot be measured in simple numerical units. But 
the essential features of such a preparation can be placed under well-de- 
fined functional headings . . restoration, foi motion and protection. Syrup 
Minadex is well equipped to fulfil these functions. Iron, calcium ar.d other 
minerals comprise the stimulatory and formative elements of Minadex. The 
vitamins A & D of Minadex are valuable in a protective sense Combined 
in an orange-flavoured syrup enjoyable even to the most fastidious patient, 
these factors restore lost appetite and hasten the return to full health. 


GLAXO 



/nftez end l2oz bottles 


Each fluid ounce contains : Vitamin A 1 8,000 I V Vitamin D 3 000 i u Iron and ammonium citrate 13} crams. 
Calcium glycerophosphate 2 grains, potassium, sodium, and manganese glycerophosphates: copper »ulphate. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
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e.g. of PENICILLIN, LIVER EXTRACTS, 

ARSENO-BENZOLS, BISMUTH, etc 

Many substances create some pain on Intramuscular 
injection. Novutox injected at the same time will 
prevent this pain. 

Most substances are compatible with Novutox. 
which is also non-destructible to penicillin during 
the time that the latter is undergoing absorption. 

Mixtures with Novutox should be made 
immediately before use ONLY. 


NOVUTRX 

Sdlf-Stenil vung. 
£acaC CCnaeAtdetic 


c.rl, r r of N.vu'ox 2 % contains 0 02 gm. ethocalne hcl., 
n modi' cm epinephrine and 0 00002 grr. capryl hydro- 
0 00002 S™ p Other strengths of Novjtox contain these 

elements* (with^or wUhout epinephrine) in varying proportion.. 


PHARMACEUTICAL MANUFACTURING CO. LTD. 
THE LABORATORIES, CHELTENHAM, GLOS. 


For the 

‘ bilious 9 or ‘ liverish 9 
patient 

Dehydrocholin B.D.H. is dehydrocholic 
acid, the most active and least toxic of the 
bile acids. It is highly effective in aiding the 
digestion and absorption of foodstuffs, par- 
ticularly fats, and it promotes the secretion 
of-bile, thus exerting a twofold action. 
Dehydrocholin B.D.H. is effective by mouth 
and is indicated particularly for the treatment 
of ‘bilious’ or ‘liverish’ conditions. 

Available in tablets each containing 
0.25 gramme. 

DEHYDROCHOLIN 


Details of dosage and other relevant information on request 
MEDICAL DEPARTMENT 

THE BRITISH DRUG HOUSES LTD. LONDON N1 
tel: cle r ken well 3000 grams: tctradome telex London 

Dhyd E/22 
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findings on examination and on the experience of the individual 
during his period of training by both the medical officer and 
the training officer. Army experience shows that both tnese 
examinations can be carried out quite adequately allowmc 
10-15 minutes per man 

The other point which is, I think, relevant is the tact that 
90% of Service intakes are fit men who can be dealt with very 
quickly, leaving more time for the remaining 10% win are not 
so fit. The time taken to examine a man will deperd on the 
purposes behind the examination and the object of it and may 
vary from 5 mint ties 30 or even 40 minutes, depending on 
what the doctor is loot tng for and what he finds 

If “ Surgeon-Lieutenant ” cares to study the instruefons end 
literature available on the grading system of class firahon 
formerly used by the M'rrtrv of Labour and National Serv ice, 
also by' the Roy'al Navy "id the Royal Air Force, an.. o’d 
medical category system ^sed by the Army, he will •- doubt 
realize why I have said th t Pulheems goes a long wav io.v„rds 
unifying and rationalizing ot-r standards and towards I'-'mving 
our clinical appreciation ot physical and mental ; eJ h — I 
am, etc., 

R. T. Flc i >'R 

London. S W.I. Major. P '.ML 

Oral Fractions to Penicillin 

Sir, — In a paper carr r- the above title, recently pob ixhed 
in this Journal, Dr W G Cross (Jan. 29, p. 171) quo es among 
others a paper by Ellin jer 3 rd Shattoch (Oct. 26, 1946 p 611) 
Dr. Cross states that Lllmger Shattock had described the 
oral reaction to penic.llin — 1 e„ a slaty discoloration cf the 
tongue following local application — “as largely one o' nico- 
tinamide deficiency.” Eliingr.- and Shattock reported the case 
of a woman who had previot, K shown clinical sigrs c< nico- 
tinamide deficiency, and who developed pellagroid symptoms 
after local treatment of the 1 uth with penicillin, particularly 
of the central and penpher- nervous systems, and simultane- 
ously a slaty discoloration of the tongue, unknown m human, 
but common in canine, nico - namide deficiency. It was possible 
to repeat in the same person the precipitation of pellagroid 
conditions, as well as discoloration of the tongue, by renewed 
local application of penietthn and to investigate simultaneously 
the urinary elimination of nicotinamide metabolites. The latter 
were found to be diminished during penicillin application, thus 
confirming the presence of r i'otmamide deficiency. The authors 
stated, contrary to the quou on of Dr. Cross, that probably 
“ the changes observed are partly due to a local effect of the 
drug on the tongue,” and that •• the local effect causing the 
darkening of the tongue has still to be investigated " 

Cross claims in the summary of his paper that “neither 
nicotinamide .deficiency nor ... is responsible for the oral 
reactions.” We do not know on what evidence this statement 
is based. He does not mention examination of the elimination 
of nicotinamide derivatives, the only reliable basis for the 
diagnosis of a nicotinamide deficiency. If, as it seems, his 
statement is based on the fact that the inclusion of the totally 
inadequate amount of 2 mg. of nicotinamide in the penicillin 
tablets did not prevent the development of darkening of the 
tongue, then his statement is inconclusive. When for some 
reason or other the nicotinamide-releasing intestinal bacteria 
are out of action about 100 mg. of nicotinamide daily for 
several days is needed to prevent,, and 200-500 mg. daily to 
cure, a nicotinamide deficiency. — We are, etc., 

P. ELLrxCER. 

London S XV 1 F. MxCKEVZTE SHVTTOCK. 

Epilepsy and Foetal Behaviour 

Sir, — I have hesitated to reply to Dr. Thomas D. Power’s 
question under this title (Jan. 29. p. 197) because I have not 
sufficient knowledge of physiology and, in particular, the work 
of Cochill and Bancroft on primitive behaviour. With this 
reservation, however, I must say that the theory that an epileptic 
fit is a reversion to a foetal level of nervous function docs not 
appeal to me. The epileptic convulsion is not explainable 
solely by the release of lower functions, but must include al'o 
pathological overactivitv of Conical neurones. Furthermore, 
behaviour in a fit is not always “total,” but may be exquisitely 
localized 


Finally, it is not correct to describe movements in a fit as 
spastic, as this is a term which applies to a state of muscle tone 
and not to movements. — I am, etc., 

Nrxcastle-cccn-Tyre F, J. NvTTRASS 

Approach to the Frontal Lobe 

Sir, — Psychosurgery is certainly not without its faults and 
cannot be defended as a perfect typ- of psychiatric treatment, 
but it should not be the subject of seemingly ill-informed 
attacks such as the counterblast by Dr.P. Glees (Jan. 29, p. 193) 

The “new access” recommended by Freeman was in fae: 
explored as an experimental approach by Fiamberti, who pub- 
lished his results in 1937. After careful anatomical studies 
indicating that a type of transorbital lobotomy did in fact 
sever the thalamic connexions of areas 9 and 10, as in the 
more conventional topectomy operation. Freeman began to 
direct a series of transorbital lobotomies in 1946. 

The “predictable results” for which Dr. Glees asks may 
be sbown by the preliminary report of Jones and Shanklin’ 
and by Freeman’s 3 comments on a series of J00 cases. Favour- 
able response was claimed in one-third of the schizophrenics 
and one-half of the involutional cases. The “serious conse- 
quences” feared by Dr. Glees can be stated more explicitly — 
two cases in the series showed complications, and the absence 
of “unfavourable personality' symptoms noted after prefrontal 
lobotomy ” is commented on. 

The “ indications for a lobotomy operation ” are admittedly 
not yet as clear as one could wish, but the field is not altogether 
unfilled. May I refer Dr. Glees to Kalinowsky and Scarff, 1 
The Selection of Psychiatric Cases for Prefrontal Lobotomy. 
or the U.S. Veterans Administration publication. Criteria to 
Guide in Selection of Patients for Prefrontal Leukotomy ? If 
those do not sufficiently represent “a united effort of re- 
search and clinical observation ” Dr. Glees should try the 
sixth report of the Group for the Advancement of Psychiatry. 
Research on Prefrontal Lobotomy , or perhaps he will be better 
pleased with The Human Frontal Lobe, which represents the 
observations of a medical-surgical scientific group of 96 
collaborators/ — I am, etc., 

liver. Yarki MaX VaIEV TTVE. 

Reterlsces 

1 .Voftbe. Med Seattle, 19 . 13 , 47 , 421 

1 Die. Xeurot PiteHal^ 1945. 16, 39S. 

* Amrr. J. Plyehict , 1945, 105 81. 

•Uww. N. D. C., ibid., I94g, ICS, 151. 

Fibrositis 

Sir, — The letter of Dr. I. H. Milner (Nov 27, 194S, p. 955) 
forces me to continue a fruitless discussion reluctantly. Natur- 
ally I could in my letters only mention the fundamental con- 
ception of diminished blood flow leading to hypoxia in the 
myalgic spots, which, I added, might be caused either by vaso- 
constriction or vasodilatation. I stressed that the details of the 
theory are given in a special paper the publication of which 
I am sorry to say has been delayed. 

Dr. Milner, now following Dr. Cyriax, postulates a host of 
pathological processes of a purely theoretical nature for fibro- 
sitis. If not psychogenic or imaginary the processes are in the 
cervical spine, and he mentions the results of prolonged de- 
generative processes or a more severe single trauma, giving way 
of the disk, approximation of the vertebral bodies, marginal 
lipping, osteophytes, etc. For these assumptions not a shadow 
of positive evidence is adduced. On purely theoretical grounds 
it is postulated that root lesion is present in primary fibrositis. 

The assumptions put forward do not stand a logical analysis. 
First, the symptoms and signs of fibrositis do not correspond 
to a spinal-root lesion. Secondly, q ; s a fact that “ fibrositis ” 
can be cured by injection of procaine into each mvaigic spot — 
this could not be possible if it were caused by a’ root lesion 
Lastly, Dr. Milner suggests “ that fatty hernias nay occasion- 
atfy be the resale of fatty degeneration of muscles" and their 
fasciae,” a view which runs counter to the fundamental con- 
ceptions and findings of modern pathology and which will make 
R. Virchow turn in his grave. He claims that his views 
“harmonize with proven first principles." One must ask. Wr.a’ 
are these principles 2 — I am, etc.. 

le-M-i Nvvii X! G Gcvr> 
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Whither Tuberculosis ? 

Sir,-— T he airing of a subject, even so big and complicated a 
one as the present position of combating tuberculosis, in your 
correspondence columns is most helpful. May I reiterate some 
of the points I tried to make in my previous letter ? 

(1) Complications will be clarified by bearing broad principles in 
mind, for sometimes these are forgotten in a maze of ** directives " 
and a multiplication of officers, clerks, forms, and regulations. 

(2) Regulations and “directives" should lessen and not increase 
overlapping. 

(3) In any disease, and especially in dealing with tuberculosis, the 
interplay of cause and effect, of prevention and treatment, must be 
grasped. But the recognition of such interplay should prevent 
individual doctors and their assistants from attempting to encompass 
too much. They must be guarded against trying to do too many 
jobs. 

The Lancashire team without doubt pursued a straight path, 
trod a welt-paved road up to “ the crossroads." The road now 
may not be so straight and well paved. Much new ground has 
to be covered. For example, mass radiology must be developed 
in ways recent experience has taught us. B.C.G. vaccination 
should be extensively used. Dr. G. Lissant Cox, especially if 
ever vigilant to observe the points I have mentioned above, 
can still help. 

There is a dangerous trend to-day — namely, belief in and 
exaltation of supermen. Whether such be chairmen of impor- 
tant advisory committees, or paymasters-general in big regions, 
or others in high positions, we must be careful not to count 
them as godlike Fuhrers. Fortunately in our fight it is the 
prowess of the individuals in the fighting line which counts for 
success, as' Dr. W. H. Tattersall has indicated in his letter 
(Feb. 19, p. 322). 

I was perhaps to blame for reference to an unimportant detail 
in my last letter. ' But it appeared to me and many of my 
friends that my fellow Liverpudlian, Dr. Lissant Cox (appar- 
ently all the best people were born in Liverpool ! But- what 
has that got to do with. .the argu ment ?k_did not he lp clear 
thinking by misusing the word “ dircctive,”^Iich~TmtTnf^rew 
years ago was, used only as an adjective, by saying a disease 
can merge into a directive. He could have expressed his mean- 
ing, I think, more clearly. And it was rather unnecessary to 
bring out what surely everyone working on tuberculosis in 
England knows — that public health committees have been 
erseded by regional boards. This has been observed even 
hose privileged to live “ in a far corner of a minor county.” 
am, etc., 

lundcstey, Norfolk. S. VERB PEARSON. 


Unusual Case of Twins 

Sir. — T he case here recorded occurred by a coincidence on 
the day of publication of an account by Drs. J. H. Young and 
F. E. Cull (Oct. 16, 1948, p. 713) of an unusual case of twins. 
The unusual sequence of events during labour is of interest in 
both cases. 

A multigravida, aged 31, attending the antenatal clinic during the 
37th week of pregnancy, was diagnosed as having twins. She had 
had normal deliveries of living children in 1942, 1944, and 1946. Her 
health had been, good throughout the existing pregnancy. AT-ray 
examination confirmed the presence of twins, showing one child 
lying as' a breech presentation with the back to the right, the other 
as a transverse occupying the fundus uteri with the head to the left. 
At 38 weeks the foetal presentations were diagnosed by palpation 
as a vertex and a breech, both presenting parts lying above the pelvic 
brim. __ - 1 I 

Labour began on Oct. 15, at 1 a.m., the patient having reached! 
full term. She was admitted to hospital at 11 a.m’ on the same day ) 
On examination the foetal positions were diagnosed as L.O.A, and 
R.S.A. respectively. Pains were strong, and at 1.45 p.m. a vagina! 
examination showed the os to be fully dilated, the vertex low, and 
the position an L.O.A. The membranes were ruptured during the 
examination. The first child was delivered normally at 2.40 p.m. 
and cried well. At 3.15 p.m. a vaginal examination was made with 
a view to rupturing the second bag of membranes, but no membranes 
could be felt. The breech was low and the position an R.S.A. 
At 3.25 p.m. the second infant was bom as a breech completely 
enclosed in an apparently unruptured caul. The edge of the placenta 
appeared on the left side when the child was bom as far as the 
scapulae, and the placenta was expelled complete with the rest of the 


ovum. On rupturing the caul to free the child it was noticed th! 
there were two layers of membranes over the child's face, the 
superficial layer being found to consist of part of the membranes cl 
the first child. 7 here appeared to be little or no nmniotic fluid in 'if: 
the caul, suggesting that a small invisible rupture had occurred earl 
and explaining the difficulty of feeling the membranes on wc.-.f 
examination. 

At 3.30 p.m. signs of separation of the first child’s placenta sere 
recognized. On expulsion it was found to be complete except th: 
a portion of the membranes sms torn away from one side, coni- 
sponding to that found over the second child's face. 

The infants were both live males and were dissimilar in appearance. 
The first weighed 5 lb. 4 oz. (2.4 kg.) and its placenta 18 oz. (530 fri 
The second child weighed 6 Jb. 2} oz. -(2.8 kg,) and its placenta 
21 oz. (594 g.). 

A summary of the course of events in this labour 'sill sets: 
to emphasize the points of interest: (1) Normal birth of lltt 
first child ns a vertex. (2) Extrusion, of the complete cwum 
containing the second child together with a portion of the 
first child’s membranes. (3) The expulsion of the first child'! 
placenta after the second child’s birth, with part of fc 
membranes missing. 

f sfioufd like to express my gratitude to Mr. Albert Datis an d to 
Dr, S. G. Chapman for their kind advice and permission to publish 
this report, 

— I am, etc., 

London. S.XV.IO. J. F. T. AlXISOX'. 

Treatment of Varicose Veins 

Sir. — Professor A. M. Boyd and Mr. D. J. Robertson 1 pub- 
lished an article in (he Journal on varicose veins, mentioning 
particularly recurrences after treatment and the risks of chin? 
retrograde injections during the operation of saphenous liga- 
tion. This warning was substantiated by phlebographic studies 
carried out by injecting radio-opaque materia! at the fossa 
ovalis and at the knee. As the material was shown by -t ray 
to enter the deep veins, particularly in the thigh, it was con- 
sidered dangerous to give an injection of sclerosant for fear of 
_ causing deep-vein thrombosis. The danger was greater in tte 
^th'nhr than in the leg. 

Atlas 5 t/so stated that retrograde injection was 'hazardous 
and should not be done. On reading this latter article I did a 
series of ptlebogrnms to find out what happened to material 
given as r retrograde injection. I found that material injected 
into the long saphenous vein entered the deep system whether 
the injection was given retrogradely from the fossa ovalis and 
knee o’ from below upwards at the ankle. A deeper shadow 
was oifained in the leg than in the thigh. My conclusion was 
that ietrogradc injection frbrn the fossa ovalis was safer than 
from the knee, because the opaque material was diluted and 
swept away more rapidly in the thigh than in the leg. Both 
my findings and my conclusions were the very reverse of-those 
of Professor Boyd and Mr. Robertson. 

r am not suggesting that I am right and they are wrong, 
or vice versa — phlebograms are very tricky things. I am 
suggesting that such conflicting evidence should keep our 
minds open on this problem. We have not proved very 
much, for we knew beforehand that the blood goes from the 
superficial to the deep veins, and the position of the main 
'communicating veins has been known for a long time. I cer- 
tainly feel that no case has been established for abandoning 
retrograde injections. 

This is such a useful ally to ligations — one or more— that it 
should be continued ; but it should be used with care and Skill- 
Standard massive doses of strong sclerosants should be aban- 
doned, and minimal amounts of minimal strength solutions 
consistent with obtaining thrombosis should be used. The 
OmrUhies and strengths to be used vary with each patient and 
arfNarrived at by experience. It is safe to say, for instance, 
that iri'.using “ ethamolin ” one is never justified in injecting 
greater (ban half-strength, while in the majority of cases one- 
third strength is sufficient. Let us not abandon so useful a 
form of treatment on insufficient evidence of its danger, but 
rather Jei us find out how to use jt safely. — J am, etc., 

Sydney, Australia C. H. WlCKHAM La'VES- 

ROZRZ.VCES 

. L British Medical Journal, 19-1 7, 2 , 452. 

V " S:ir s . Gyncc. Obstet., J943, 77, 136. 
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Anaesthetic Problems 

SlR* I have followed with close interest the correspondence 
on two anaesthetic problems. First, the question \ <r-:nal 
anaesthesia for caesarean section. It is of course a sj st tori' 
method in selected c^es and in expert hands. Two imp nant 
points are to control .m drop in blood pressure and -o c-*-ure 
oxygenation of the p-uent Indications for its use *. e • wa- 
da>s fewer with the tt-e of rf-tubocurarine and light ge-eral 
anaesthesia with cvckr-epane or ether in a closed ci- ait. 
Excellent operative co aeons are achieved With good re c- 
tion of the uterus ; th. baba is active and the mothe- *rv 
well post-operatively. 

Secondly, the use ‘ surface analgesics in en*. ^ptc 
-examinations. At the . ( oscopic clinic at the Rosa - ,-sex 
County Hospital we ha tor the past three sears t._- u-ing 
rf-tubocurarine and sod' * thiopentone with excellent - -Uts 
and, considering the p u - condition of most of the - ents, 
with very little anxiety. Here again adequate oxygei a is 
absolutely necessary I - ve no doubt that from the „ 'ents’ 
point of view this type o anaesthesia is far preferable real. 
They are mostly awake v , bin ten to fifteen minutes • the 
examinau'on. — I am, et. 

Hove. Sussex 1 • H. CRAW 1 RD 

Temperature Recording 

Sre, — We all rely so m ...ch on clinical thermometr that its 
accuracy is a matter of ei seme importance; ther-tore the 
communication of Prefesso Alan Moncrieff and Dr B. J. 
Hussey entitled “Temperature Recording in Sick Children” 
(Dec. 4. 194S, p. 9721 and - mr annotation on “Temperature 
Recording” (p. 991) -re we.vome and timely. 

One definite advan e has been made in clinical thermometry 
during the past ten cj fifteer ears. No one believes now that 
a half-minute thermometer gives a correct temperature if 
placed in the axilla tor halt a minute. It was not always so. 
To get an accurate temper- "ure in the axilla the skin should 
be dry and nothing should interfere with the closest possible 
approximation of the sides of the axilla. No dressing-gown, 
nightgown, or pyjama- must interfere with this approximation. 
For five, ten, fifteen, or tue ty minutes the thermometer must 
remain in situ, until the temperature in the axilla equals or at 
least closely approximates *o the temperature of the body. It 
is impossible to say how 1 ig that may take. Clearly, if the 
surface of the bod> is cold or if the patient is emaciated it 
will take a longer time than if he were warmly covered up in 
bed or well nourished. 

For quick and accurate thermometry the rectum is the one 
place in which a half-minute ther nometer wall give an accu- 
rate record in halt a minute. Two points must, however, be 
observed: the bulb of the thermometer must be in the rectum, 
and the patient must be at rest for at least half an hour before 
the temperature is taken. If taken immediately after exercise 
a temperature of 101° F. (38.3° C.) may be found in a perfectly 
healthy person. 

This letter would probably never have been written but for 
a statement in the last paragraph of the annotation : “ Fre- 
quently insufficient care is taken in the length of time a thermo- 
meter should be left in position; at least two minutes for a 
half-minute thermometer.” Such a procedure will rarely, if 
ever, give an accurate body temperature in either the axilla, the 
groin, or the mouth. The mention of two minutes, even if 
qualified by “at least," is, I think, most unfortunate, and I 
deeply regret the suggestion of such a time limit. — I am. etc., 

DuWin ~ Alfred R. Pvrsons. 

Sir, — Now that the seasonal outbreak of correspondence on 
the subject of temperature recording has occurred, may I add 
my contribution 7 A clinical thermometer bearing the N.P.L. 
(National Physical Laboratory) monogram can be relied upon 
to measure accurately the temperature of anything in contact 
with the bulb within the limits (0 2° F.) stated in the certificate 
and in the time stated. To suggest that- it takes longer is 
derogatory to that institution. 

The reason why a thermometer may not record the true tem- 
perature of that part of the body into which it is inserted until 


some minutes after the time etched on the thermometer is that 
a cold thermometer chills the tissues with which it is in con- 
tact, and these may take some minutes to regain their original 
temperature. The thermometer will accurately record at the 
half-minute (or whatever the particular time may be) the 
temperature of the chilled tissues. The length of time that 
it takes, therefore, to record the true body temperature will 
depend mainly on how cold the thermometer is to start with, 
and this naturally varies on different occasions. 

A simple method of measuring the true sublingual tempera- 
ture in just a trifle longer than the time stated on the thermo- 
meter is to place the bulb under the tongue on ore side for a 
quarter of a minute, and then, without removing it from the 
mouth, to place the bulb under the other side of the tongue 
for the requisite half-minute or so. By placing it on one side 
first, the temperature of the mercury in the bulb is brought to 
within a degree or two of the true sublingual temperature. 
There is then no chilling effect on the tissues when it is placed 
on the other side. By this means a patient’s temperature may 
be accurately recorded in three-quarters of a minute, instead 
of the ten minutes suggested by some of your correspondents. 
— I am, etc., 

Londo-i, S E 22 BERNARD FrEEDMVN'. 

Proguanil in the Sudan 

Sir. — I n contrast to the rather disappointing results described 
by Dr. E. S. Walls (July 24, 1948, p. 225) of the use of 
proguanil (“paludrine”) as a malaria prophv lactic in Sierra 
Leone, I have found it extremely satisfactory in this district 
of the Southern Sudan. 

The opportunities for estimating the value of a prophv lactic 
drug are considerable in this area, for malaria is hyperendemic, 
with P. falciparum as the predominant parasite, and not only 
do many officials live in houses which are not mosquito- 
proofed (many such as myself prefer not to be hemmed in 
with mosquito wiring) but most spend a great deal of their 
time trekking in the forests, where the chances of being bitten 
by infected mosquitoes are great. 

For the last two years I have carefully observed the results 
of various regimes of proguanil administered to British officials 
and Northern Sudanese Arabs under my care. The Utter arrive 
in the area-vvithout any immunity tr the local strains and appear 
to be as susceptible to malarial attacks as the British, though 
the severity of the attacks is often lessened — due no doubt to 
the non-specific resistance they have acquired by their experi- 
ences of the disease in the north. I have reached the conclu- 
sion that if proguanil in a dosage of 350 mg. or more per week 
is taken regularly (the easiest arrangement to remember is half 
a tablet at breakfast each morning) then the chances of acquir- 
ing an attack of malarial fever, in this district at least, are very 
small indeed. My conclusions are supported by the following 
figures. 

Of 14 European adults taking three or more tablets of proguanil 
per week, two attacks of short-term fever (of unkrovm onein, but 
possibly malarial) were seen in an aggregate of 103 nan-months 
at risk. Of four Northern Sudanese adults living in my compound 
and taking three tablets per week under my continuous supervision, 
two cases of short-term fever (again of unknown origin, but con- 
ceivably malarial) were seen in an aggregate of 21 man-months. 
In none of these cases were the fevers typical of malaria, and the 
blood films were negative 

By contrast, among 32 Northern Sudanese — who had in fa:: hern 
issued with mcpacrine. but few of whom took it except when they 
felt fever coming on — 169 cases of " fever” occurred in an aggregate 
of 156 man-months at risk. The last figures are the result of a 
questionary and may be slightly' exaggerated, for though I saw many 
of these cases, some with positive slides, most were self-treated with 
the mcpacrine issued for prophylaxis and did not report to hospital. 
I feel, however, that it is near the truth. 

Used in the treatment of M.T. malaria proguanil has been 
disappointing. In the recommended dosage of 100 mg. thrice 
daily for ten days it is certainly inferior to mepacrire or quinine 
as regards the rapidity with which the fever is reduced, ard I 
have even seen positive blood films on the 5th day of such a 
regime. I have not at any time seen ill effects attributable to 
the drug itself. 

It has been known for many years that malaria differs in 
different parts of the world. It differs in severity, clinical 
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manifestations, and in its reactions to various methods of treat- 
ment. Is it therefore surprising that the different strains should 
differ in their susceptibility to suppression or true causal prophy- 
laxis by proguanil ? Is it not rather more surprising that 
manufacturers of antimalarial drugs should confidently draw 
conclusions and issue instructions which they apparently intend 
to be of world-wide application when these are so often based 
on experiences in limited parts of the globe 7 At a time when 
many are leaving the home country to seek new lives abroad, 
your columns can help to teach the valuable lesson that advice 
on matters of protection against endemic diseases is best 
obtained from those with local experience, and that gener- 
alized advice may be misleading or inadequate. — I am, etc., 

Lt Ranau, Sudan. P* ABBOTT. 


POINTS FROM LETTERS 

Treatment of Simple Ganglion 

Mr. H. J. Nightingale (Milford-on-Sea, Hants) writes: The 
correspondence on the treatment of ganglion reminds me of a 
method, not so far advocated in your columns, which I found in a 
surgical textbook some years ago. The author, whose name I have 
forgotten, prided himself on writing a book on surgery for the first 
time in English instead of Latin; he flourished in the reign of 
William and Mary. His methods for emergency surgery such as 
strangulated hernia were often excellent, and he even anticipated 
Lister by his repeated advice to wash the wound during the operation 
with spirits of wine. But when he came to the treatment of ganglion 
his surgical instinct was overcome by the older principles of magic. 
He advised first of all the family-Bible method (thus confirming 
your correspondent’s idea that this technique dates from the days of 
Queen Anne), wisely suggesting that the farce used should not bo 
enough to break the bone. If this failed, he recommended binding 
on with plaster a piece of one of the heavy metals, “best of all 
a lead bullet that has killed one of the larger animals, such as a stag." 
But magic had its limitations even for him, and he mentions only 
to condemn in his more scientific days “ such barbarous ideas as 
•bringing the sufferer in contact with the hand of a corpse.” 


Penicillin Sensitivity 

Dr. H. H. Margulies (London, N.W.2) writes: With reference to 
the recent frequent correspondence on the subject of penicillin sensi- 
tivity I ( think that the following case may be of general interest. 
A bov aced 11 years, slightly plethoric, developed acute tonsillitis 
with a temperature of 102° F. (38.9° C.). I gave him 500,000 i.u, of 
ral penicillin daily for four days, and the condition has cleared 
pletely. The boy was never given penicillin before. Fourteen 
' inter the boy started to complain of pains in his wrists and 
s, and again shot up a temperature of 100° F. (37.8° C.). I 
d find nothing abnormal on examination till two days later, when 
developed a severe urticaria over the whole body coupled with 
considerable, very painful swellings in the joints of both elbows, 
hands, knees, and feet. He was given large doses of" benadryl and 
aspirin, but the condition did not start subsiding till tune days later. 
It took over three weeks to clear completely, and the boy has stiff 
shown after seven weeks a tendency to urticarial weals on the 
slightest injury. 

Classical Caesarean Section 

Dr. C. Uhma (London, W.3) writes: In his letter (Feb. 5 p 242) 
on the interesting problem of caesarean section Dr. Tim Boland does 
not state the type of case under bis treatment. To judge whether 
the classical caesarean operation was rightly chosen it is very essentia 
lo know which followed— hysterectomy or myomectomy. In the first 
rase it makes no difference if the lower-segment operation or the 
classical one was performed. In the second case it would be prefer- 
able tn my opinion, to perform the lower-segment operation after 
removintTthe fibroid as a whole than to make another incision for the 
Seal section and so to extend the injunes to the uterus wh.ch was 

left. 

’ Causes of Rib Fracture 

a ti vjiirrrevi -P hillies (Littleborough, Lancs) writes: I am 
Dr. A H. ; ' .I'! journal to record the following, 

prompted by recent called to visit a young woman of about 

About two yearsago I was^caffed to v.s^ Y ft ^ ^ ^ ^ 

35 ycats of age ho s young man, and on rising from the 
out earlier that day with her Y.^b ^ fcU , omcthing sn np, “ like 

Twin 0 ” 'si fexperienced a sudden sharp pain in her left chest and 
a twig. Sh .f. ' Sw it seemed too slight a degree of trauma, 

left 7th rib. 


Obituary 


SIR WILLIAM HALE-WHITE, K.B.E., M.D., F.R.C.P. 

Sir William Halc-Whitc, who died at his home in Oxford op 
Feb. 26 at the age of 91, was well knoivn as a clinician and 
teacher and as the author of a famous textbook. He was or. 
the staff of Guy’s Hospital for thirty-four years. 

William Halc-Whitc was born on Nov. 7, 1857, in London 
His father, William Hale White, was a distinguished nineteenth- 
century writer who used the pseudonym “ Mark Rutherford." 
Halc-Whitc entered Guy’s Hospital Medical School in 1875 
He graduated M.B. with honours in medicine in 1879, and 
proceeded M.D. a year later. After qualifying, he was 
resident in Guy’s Hospital as 
a house-physician, and was 
subsequently resident medical 
officer at the Evelina Hospital 
for Children. In 1881 he be- 
came demonstrator in anatomy 
at Guy’s, and continued this 
work until 1885, when he was 
appointed assistant physician. 

He then took over the lecture- 
ship in materia medica, pharma- 
cology, and therapeutics, and 
continued to hold this post until 
1899, when he became lecturer 
in medicine. 

It was in 1892 that the first 
edition of Materia Medico, 

Pharmacy, Pharmacology, and 
Therapeutics appeared. Its suc- 
cess was deserved, and it is ip,«i /wtfr Buna 

still in demand. The twenty- 

sixth edition was published in 1944. A more elaborate work 
was the Textbook of Pharmacology and Therapeutics which 
Hale-White edited in 1901. Another book, Common Afjcc- 
tions of the Liver, published in 1908, embodied his con- 
siderable experience of this subject as a clinician and as a 
teacher. 

Hale-White was elected F.R.C.P. in 1888, and he was one of 
the examiners for the College for eight years. He was also 
censor, councillor, Croonian lecturer in 1897, and Harveiar 
orator in 1927. His four Croonian lectures were concerned 
with the means by which the temperature of the body is main- 
tained in health and disease. This was a subject to which 
Hale-White had for many years paid special attention. He 
had taken part in a discussion on pyrexia and its treatment at 
the Bristol Meeting of the British Medical Association in 1SH 
and had previously published papers in the Journal of Physio- 
logy “ on a method of obtaining the specific heat of certain 
•warm-blooded animals.” The Harveian oration, “ Bacon. 
Gilbert, and Harvey,” was a consideration of the influence 
which men around Harvey might have had in encouraging 
him to investigate by experimental observation rather than b> 
deduction from the opinions of previous workers. 

During the 1914-18 war Hale-White was a brevet-colonel 
and consulting physician to a number of war hospitals and a 
member of the Final Medical Appeal Board. • He ivas also 
chairman of Queen Mary’s Royal Naval Hospital, Southend 
In 1919, after twenty-nine years as physician to Guy’s Hospital, 
he retired and was made consulting physician. In the satpe 
year he was created K.B.E. He was president of the Medical 
Society of London in the following year, and president of the 
Royal Society of Medicine in 1922-3. For many years he was 
treasurer, of the Association of Physicians of Great Britain and 
Ireland, and much of the success of the Society, of which lie 
was president in 1930-1, was due to his work for it. 

Hale-White was much sought after by universities as an 
examiner first in materia medica and subsequently in medicine 
He wrote many papers for Guy's Hospital Reports and for 
other medica! journals. He was responsible for several articles 
in Allbutt's System of Medicine and in French's Index ft 
Differential Diagnosis. After his retirement from practice 
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Bale-White devoted himself to the study of medical history. 
He completed a short biography of Laennec in 1923, and in 
1935 his - Great Doctors of the Nineteenth Century was pub- 
ished. There followed in 193S his book on Keats. 

He married, in 18S6, Edith Jane, daughter of Alfred D. Fripp, 
he artist, and sister of the late Sir Alfred Fripp, a colleague 
af Hale-White's at Guy's Hospital. She died on Nov. 30, 
1945. Their only son is a physician in London, and to him 
the sympathy of many colleagues and friends will be extended. 


Dr. Frank Philip Gilbert de Smidt, who was 58 years of 
ige, died at his home in Nairobi, Kenya, on May 19. 1948, 
ifter a long illness bravely borne. He was formerly officer in 
tharge of the bacteriological section of the Medical Research 
Laboratory, Nairobi, and bacteriologist to Kenya. He was 
bom near Capetown, and was educated in England at Brighton 
College and then at the London Hospital, where he qualified in 
1916. After a period of active service in the first world war he 
took the D.P.H. and became a research worker in bacteriology 
tor the Food Investigation Board of the Department of Industrial 
ind Scientific Research. Later he held the post of assistant 
director of the clinical laboratory at the Manchester Royal 
Infirmary,' and subsequently that of pathologist to the Brompton 
Hospital for Consumption. He then joined the colonial medi- 
ml service and went to Kenya in 1926 to take up his appoint- 
ment at the Medical Research Laboratory, Nairobi. There he 
carried out research on many subjects, notably on plague, 
pneumonia, and rabies. The vaccines which he prepared were 
used throughout East and Central Africa. He was the author 
of a number of papers on bacteriological subjects, and he was 
widely esteemed by his co-workers in the same field. After 
ten years in Kenya he was invalided out of the service, and 
during his remaining years he occupied himself as a member 
of the Rationalist Press Association of Great Britain and the 
Rationalist Association of Australia. Dr. de Smidt leaves a 
widow and a daughter, who is also a doctor. — A. E. R. 

Dr. Elavedath Achyuta Menon, who died on Sept. 7. 1948, 
at Irinjalakuda, Cochin State, was bora in 1888, qualified in 
1912, and served in Mesopotamia during the 1914-18 war. 
After a period as resident medical officer at the Rajah Sir 
Ramaswamy Mudaliar Lying-in Hospital, he came to this 
country and took the Edinburgh F.R.C.S. in 1927 before going 
out to the Tanjore and Rovapuram medical schools, where he 
was' lecturer in operative surgery. He was appointed professor 
of obstetrics and gynaecology at the Madras Medical College, 
and later he became assistant superintendent of the Women 
and Children’s, Hospital. Soon after completing his work there 
he took the M.R.C.O.G. From 1936 to 1944 he was professor 
of obstetrics and gynaecology at the Andhra Medical College, 
and he was on the staff of the King George Hospital at 
Viragapatam. 

Dr. Edward Seymour Chapman died on Jan. 14 at the age of 
69 after a brief illness. He graduated M.B., Ch.B. at Glasgow 
in 1901, and in 1905 gained his doctorate with honours and 
won the Bellahouston Gold Medal. After holding resident 
posts at the Western Infirmary he was for two and a half years 
assistant physician at the Belvidere Fever Hospital, Glasgow. 
Chapman then went to the Hertford British Hospital in Paris 
for some four years, and he took the Edinburgh F.R.C.S. 
in 1911. After a short period in Southboume, he came to 
Scarborough in the summer of 1914. In the first world war 
he was in the R.A.M.C. for five years, serving in Malta and 
India, and he became divisional surgeon specialist in Lahore. 
During his service he suffered a fracture of the skull which 
caused him much pain and illness on his return to civilian life. 
When he returned to Scarborough in 1919 Dr. Chapman was 
appointed to the staff of Scarborough Hospital, and was 
honorary physician there until he retired in 1938. when he 
became honorary consulting physician. For twenty-seven years 
he was the medical officer in charge of the venereal disease 
clinic in Scarborough. He was also appointed medical officer 
to the Royal Northern Sea Bathing Infirmary, Scarborough, 
in 1929. and he still held this position at the time of his death. 
For twenty years he had been a part-time referee for the 
Ministry of Health, chairman of the Scarborough National 
Service Medical Board, a member of the Disablement Advisory- 
Committee. and medical examiner for the Civil Service Com- 
mission and for the Ministry of Education. In July. 1946. he 
was appointed master of the Dr. Smart's Homes at Scarborough. 
Dt. Chapman had always been a most active, loyal, and enthust- 
'stic member of the BALA. He served on many committees, 

■d was honorary secretary of the Scarborough Division from 
192S. He was chairman of the Division in 1932-3, and 


president of the Yorkshire Branch in 1946-7. All who knew 
Chapman realized his 'worth as a doctor and as a man. His 
capabilities were such that he enjoyed the respect of both 
patients and colleagues. He was a man of great integrity, and 
performed many good deeds quietly and unostentatiously. 
Scarborough has lost a good doctor in every sense of the 
word, and the public have lost a friend, counsellor, and physi- 
cian whose place it will be difficult to fill. Dr. Chapman is 
survived by a widow, to whom the sympathy of all his friends 
and colleagues will be extended. — C. E. W. 

Dr. Urban Marks died suddenly in his surgery at Swan- 
sea on Feb. 4 at the age of 68. He came to Swansea as 
house-surgeon to the Swansea Hospital forty-two years ago. 
and soon afterwards started in general practice in the 
town. He very soon built up a large panel practice. He 
was from the beginning an active member of the B.M.A. 
and became secretary and later chairman of the local 
Division. He was a founder member of the Swansea Pub- 
lic Medical Service, one of the first to be formed in the 
country, and was its chairman for many years. Dr. Marks 
was on the out-patient staff of the hospital for twenty-five years, 
being made honorary consulting physician on his retirement 
three years ago. He was actively concerned with hospital 
administration during the whole of this period. He was secre- 
tary and then chairman of the hospital medical staff, and he was 
also chairman of the Swansea Panel Committee. In 1941 he 
was appointed a member of the Medical Planning Committee 
of the B.M.A. For some years he had been a member of the 
old Swansea Board of Guardians, and he took an active interest 
in the St. John Ambulance Brigade. He was its commissioner 
in Swansea for twenty-six years. He became a Knight of 
Grace of the Order, and a member of the Ambulance Com- 
mittee for Wales. During the recent war he was honorary 
medical officer to the Llwynderw Military Convalescent Hos- 
pital, of which his wife was the matron. During the 1914-18 
war he had served as a captain, R.A.M.C., in Mesopotamia. 
Dr. Marks worked at high pressure during the whole of his 
career, and devoted a large part of his life to the administrative 
side of medicine. He was never happier than when attending 
a meeting of his fellow practitioners. He died, as he would 
have wished, in harness. He leaves a widow and a son and 
daughter, both married. — W. H.T. 

Dr. James John Galbraith died suddenly at Dingwall oa 
Feb. 1 at the age of 71. He came from an old Highland 
family and was educated at Blair Lodge, Polmont. As an under- 
graduate at Edinburgh University he was one of the outstand- 
ing students of his year, and he graduated with honours in 
1899. For some time he worked under Professor E. Sharpev- 
Schafer as Crichton Research Scholar in Physiology, and it was 
probably then that he decided to specialize in the study of 
tuberculosis, to the elimination of which in the Highlands he 
was to devote the better part of a lifetime. Before returning 
to his home county he first held appointments at the Royal 
Victoria Hospital, Edinburgh, and was later medical super- 
intendent at the Ochil Hills Sanatorium. During this period 
he was one of the band of pioneers fed by the lafe Sir Robert 
Philip, and it was common knowledge that he was held in very 
high esteem by his chief in their crusade against tuberculosis. 
If he bad so desired Dr. Galbraith could probably have re- 
mained at Edinburgh and pursued an academic career, but his 
longing to be of service in his own part of the country was a 
deciding factor. In 1909 he started to practise at Dingwall, 
and in 1920 the opportunity to enter the public health service 
arose, and he became tuberculosis officer to the county of Ross 
and Cromarty. In 1931 he succeeded Dr. W. Maclean as 
M.O.H, an appointment which he held until his retirement 
in 1939. Public health in Ross-sbire owes a great debt to 
those two men. They not only were eminently competent but 
possessed the_ personal qualities which enabled them to over- 
come difficulties which would have been insuperable to lesser 
men. Their fight against superstition and prejudice was just as 
exacting as the struggle against more tangible problems. Apart 
front his profession Dr. Galbraith had a wide range of interests, 
and was a scholar in the true sense of the word. He was recoc- 
nized as one of the foremost authorities on Celtic culture in the 
country. His prolific writings included monocraphs on sculp- 
tured stones. Highland music, and clan history'. In 1938 he 
was elected a chieftain of the Gaelic Society of Inverness, and 
in 1939 was made its chief. . He was a staunch supporter of 
youth, and at the time of his death he was president of both 
the Ross-Sutherland Rugby F.C. and the Ross Countv Cricket 
Club. Dr. Galbraith commanded great respect for his wide cul- 
ture, practical knowledge, and enthusiasm for fife. He was 
revered all over the Highlands, and Scotland is the poorer b\ 
his death. — R.P. 
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Dr. William George Harnett died suddenly at his home at 
Hadley, Barnet, at the age of 68 -on Feb. 9. Theson-of 
Dr. W. J. Harnett, he graduated at Dublin in 1905, and after 
house appointments at Southampton, the Royal Western Oph- 
thalmic Hospital, and the City of London Hospital for Dis- 
eases of the Chest he joined his father in practice in Barnet. 
He served in the R.A.M.C. in the 1914-18 war in France 
and Salonika, and he was taken prisoner in the spring of 
1918. For thirty-eight years he had been the medical 
superintendent of the Barnet Isolation Hospital, -retiring 
only last month when the hospital became a maternity 
unit. For thirty years he had been the divisional surgeon 
to the Metropolitan Police at Barnet, -an office which his 
father had held for the previous twenty-six years. Dr. Harnett 
had been for several years chairman of the medical staff of the 
Victoria Hospital, Barnet, and he. served on the general com- 
mittee of the same hospital. He gave many years of service 
as secretary of the local medical and panel committee for 
Hertfordshire. He had been a justice of the peace for Hert- 
fordshire and Middlesex for the last three years. The Barnet 
Division of the B.M.A. had elected him chairman on more 
than one occasion, and he was a past-president of the Hertford- 
shire Branch of the B.M.A. During the recent war Dr. Harnett 
was deputy chairman of a recruiting board and chairman of the 
Barnet Local Medical War Committee. He had also been a 
member of the former Hertfordshire Public Assistance Com- 
mittee and vice-chairman of the board of governors of the 
Queen Elizabeth’s School. In all his activities he gave great 
service to the public and his colleagues. He had a keen sense 
of humour and a ready wit, and he was a good after-dinner 
speaker. He is survived by his widow and one daughter, to 
both of whom the sympathy- of his fellow practitioners will be 
extended. — N. G. T. 

Dr. A. F. Perigal writes: The sudden death of my brother- 
in-law, George Harnett, the oldest practitioner in Barnet, re- 
moves an outstanding personality who will be greatly missed, 
-for though aware of his disability he was ever plucky and 
cheerful and never allowed.it to encroach upon his strict 
sense of duty. I shall always have pleasant memories of his 
able and ready help in'years gone by when in practice in New 
Barnet. He was a very genial and good fellow. 

Dr. Leander Joseph John Orpen died at his home at Alice, 
Cape Province, South Africa, on Feb. 12, at the age of 72. 
after a long illness. Born in South Africa, he was educated at 
Cheltenham and at Keble College, Oxford. He graduated 
B.M., B.Ch. from Guy’s Hospital in 1906, and he took the 
D.P.H. in 1920. Most of his working life was spent in the 
Southern Rhodesia Medical Service, and he finally became 
director of the Pasteur Institute and the public health labora- 
ory at Salisbury. Dr. Orpen was a man of untiring energy, 
the present efficiency of the services he directed in Rhodesia 
gely due to his work. He made many contributions to the 
■ standing of the aetiology of the dysenteries, and was the 
to recognize the presence of the brucclloses in Rhodesia. 

e retired to East London in 1932, but on the outbreak of war 
he took over the training of medical aides at the South African 
Native College at Fort Hare. It was due to his foresight and 
hard work that the present degree of B.Sc.(Hygienc) of the 
University of South Africa was created to meet the increasing 
demands for trained African personnel. He retired from active 
work only last year and was not spared long to enjoy his rest. 
Dr. Orpen will be remembered by all who came in contact with 
him for his keen mind and for the high standards he demanded 
both in his own work and in that of his subordinates and 
students. Always kindly and approachable, he had no lack of 
friends, cither among his colleagues or among the Africans, to 
whose welfare he devoted so much of his life. — W. N. T. 


Dr. Alexander McConnell Erskinc, who was in general practice and 
also medical officer of health for Goole for forty-four years, 
graduated not at Belfast, as stated in our notice (Feb. 26, p. 370), but 
at Dublin. He was, a student at V then unchartcred Queen’s College, 
Belfast, and subsequently he toot the London D.P.H. 
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Surgeon Rear-Admiral K . /T -. 7 ' c and Surgeon Captain 

C. N. Ratclifle, R.N., have btSMacKcnmain-Konoraiy Physicians to 
the King in succession to Surgpointcd^bt miral Sir Henry E. Y. 
White, K.C.V.O., O.B.E., and SuiRcar-Adm olmirai Sir Henry St. C. 
Colson, K.C.B., C.B.E., R.N., re.Vice-A^ who have been placed 
on the Retired List. ivclv. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 

H. W. A. Baron has been approved at the examination for tki 
M.Chir. degree. 

UNIVERSITY OF LONDON 

Professor J. D. Boyd, M.D., has been appointed a representative ol 
the University on the governing body of St. George’s Hospital. 

The recognition of the British Postgraduate Medical Federation as 
a school of the University has been extended in respect of its facilities 
at the Institute of Laryngology and Otology for a period of five 
years in the first instance, from Oct. 1,-1948. 

The following have been recognized as teachers of the University 
in the subjects indicated in parentheses: Royal Free Hospital School 
of Medicine: Dr. Doris Manning-Baker and Dr. Alice M. C. 
Macphcrson (Medicine); Mrs. Muriel E. Sacks (nfc Landau), 
F.R.C.S. (Surgery); Miss Beatrice E. Turner, F.R.C.S. (Obstetrics 
and Gynaecology). 

Leicester Royal Infirmary and the North Staffordshire Royal 
Infirmary, Slokc-on-Trcnt, have been recognized for the purposes of 
the Diploma in Clinical Pathology for external students for a period 
of five years, from September, 1948. 

The 1948 Paul Philip Rcitlingcr Prize of the value of £30 has been 
awarded to Dr. Sheila Mary Chitty (nde Howarth) for her essay on 
circulatory effects of acute changes in the venous filling pressure of 
the heart. 

The following candidates have been approved at the examination 
indicated : 

Academic Postgraduate Dh-loma in Medical Radiology (Diagnosis): 
Part I. — N. N. Blaxland, D. J. Chapman, H. Clain. D. Cockcroft, \V. E. Craddock 
MacK. M. Craig, F. M. Cryer, D. A. N. Drury, I. O. Faiman, F. E. Fraser, 
K. E. Hodge, F. H. Hoivarth. K. S. Huque. A. \V. R. Jenkins, R. P. C. MacDonald, 
F.. V. M. Medill, D. F. Reynolds. M. G. Scott, W. It. Smith, R. F. Stubbs, 
W. R. R. Thursfield, C. D. Wilson-Sharp. 


UNIVERSITY OF SHEFFIELD 

At a meeting of the University Council held on Feb. IS, with Dr. 
Edward Bramlcy, Pro-chancelior, in the chair, the following appoint- 
ments were made: Senior Lecturer in Physiology, Q, H. Gibson, 
M.D., Ph.D. Honorary Lecturer in Child Health, R. R. Gordon, 
M.D., M.R.C.P., D.C.II., D.R.C.O.G. Assistant Medical Officer to 
the Student Health Sendee of the University and to the Nursing Sttijj 
Health Service of the United Sheffield Hospitals, H. R. Worth, M.B, 
Ch.B. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

At a meeting of the Royal Faculty of Physicians and Surgeons of 
Glasgow held on Jan. 10, with Dr. W. R. Snodgrass, President, in 
the chair, M. B. Schwartz, M.B., was admitted a Fellow of Faculty 
qua Physician, and W. W. Frank, L.R.C.P.&S.Ed., was admitted a 
Fellow of Faculty qua Surgeon. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 

At a meeting of the Council of the College held on Jan. 29, with 
the President, Sir William Gilliatt, in the chair, Sir Henry Halt, 

0. M., G.B.E., F.R.C.P.. F.R.S., and Professor J. Hcymnn, of 
Stockholm, were elected to the Honorary Fellowship. 

The following candidates were elected to the Membership of the 
College : 

G. McG. Barr, A. C. Barthels, D. W. Bcntinck. B. Bhattacharya. D. K. Bl- ie Jj* 
Kathleen M. Bower, G. C. Brentnnll, Muriel Brighton, C. H. Brown, D- >• 
Cocks, H. J. A. Contc-Mendoza, E. Cope, F. A. L. da Cunhn, F. B. Dnvidioa, 
J. Dei, F. Denny, N. S. Devi, C. J. Dewhurst, Kathleen A. D. Drury, J- V; 
Dumoultn, J. M. Duncan, L. T. El-Badri, B. H. Ellis, H. R. England, t. B. Far is, 
B. J. Frankenberg, J. S. Fraser, W. K. Frewcn. G. B. Gibson, L. S. Glass, CevilK 
Grcig, E. J. Holloway, C. G. Irwin, W. H. Laird, R. G. Law, L. E. Lohmeh 
R. L. Lunt, J. C. McCarroll, J. A. McGhie, J. F. Mclnemey, R. M. Mclntou’. 

1. D. Macintyrc, A. A. McKirdy, A. T. McNeil, J. H. Malony, S. M- 

G. Mitchell, J. E. E. Morgan, N. F. Morris, C. Mukhcrjec, N. Noble, E. L Qltr)' 
A. F. Pearson, H. E. Pelicw, D, A. Ronnsinghe, B. C. M. Reed, W. A. Kohsoo. 
E. S. Rogers, J. K. Russell, C. R. Sluming, D. F. Smith, Z. H. Y. Soham. D- "• 
Stewart, A. S. Subramani, J. Suchet, Eleanor Tennant, Mary E. Tighc, Mary u - 
Wilkin, E. O. Williams. E. G. Zacks. 

The following candidates from Australia were elected to -the 
Membership of the College: 

J. M. Buchanan, S. E. Craig. H. G. Furnell. L. W. Gall. G. T. H. 

J. A. Love. H. A. McCredie, H. K. Porter, J, S. Reid, R. B. C. Stevenson. B. 
Sutherland. 

The following from New Zealand were awarded the Diploma w 
Obstetrics : 

K. Brasted, A. L. Bryant, F. L. Clark. E. N. S. D’Arcv, E. M. Elder, B- £ 
Gordon. G. H. Green, R. H. T. Holrnden, B. Kahlenberg, M. D. Matlch, F. A- 
Ncate, K. L. Park, Irene G. Rhodes. H. A. A. Stevely, W. H. C. Teppe»- 
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Medical Notes in Parliament 


v MttK BILL 

Dr. Edith Summerskjul on Feb. 21 moved the second reading 
of the Milk (Special Designations) Bill, which had a ready 
passed through the House of Lords. She said this Bill vould 
have the effect of reducing the incidence of tuberculosis The 
first milk regulations had 'been introduced under the MiL. and 
Dairies (Amendment) Act in 1922. Further regulations were 
introduced in 1936, but there had been a setback in 1938 when 
a Bill for establishing areas in which non-designated milk must 
be pasteurized before sale could not be carried through In 
1943 the Government had issued a White Paper setting out the 
measures which they proposed to take to ensure that the milk 
of the country should be of a high quality. Since that time 
steady progress had been made in clearing up the dairy herds, 
and since 1944 the number of attested herds had been doubled 
This comprised something like 16% of the cattle in the country, 
but the eradication of animals infected with tuberculosis would 
take many > ears. 

"Eradication must-be gradual, and it l oil on ed that consider- 
able quantities of non-designated milk would be produced in 
the years to come. In the "interests of the public it was neces- 
sary that this milk should be pasteurized before it Was sold 
Opinion among responsible medical people and health authori- 
ties was strongly in favour of pasteurization. A recent estimate 
by Professor G. S. Wilson put the number of deaths which 
could be attributed to milk infected by the tubercle bacillus 
at about 1,500 annually. Many thousands more were crippled 
The proportion of deaths was ten times greater in rural areas, 
where more milk was drunk raw, than in London. The Cattle 
Diseases Committee estimated that about 40% of dairy cows 
in this country would react to the tuberculin test and that about 
0.5% of milch cows excreted active tubercle in their milk. 
There were other diseases which the Ministry was anxious to 
eradicate, and for these also pasteurization was essential. 
Contagious abortion and mastitis were common, and prob- 
able 20% of the cows were infected with the former Of 
these, 2% excreted in their milk organisms which in human 
beinas cave rise to undulant fever. The responsibility of the 
Government in this matter was even greater by reason of the 
encouragement given to the drinking of milk in schools and 
throUehWelfare schemes. 

The pasteurization of milk if carried put efficiently under 
proper conditions destroyed all pathogenic organisms Pro- 
vision of increased pasteurization facilities did not mean that 
the cleaning up of the herds was less urgent. Pasteurization did 
not make poor milk good, but it made all milk safe. . At present 
some 70% of the irtilk sold for liquid consumption in this 
country was subject to heat treatment. Professor Wilson, 
make salf by pasteurization the 30% of milk in this country 
said pasteurization had practically no effect on the nutritional 
value of milk. 

Dr. Summerskill explained that the Bill, in areas to be speci- 
fied by the Minister of Food, limited the retail sale of milk to 
those classes of milk which were sold under a special designa- 
tion. The restrictions also applied to the supply of milk under 
the Welfare Foods (Milk) Scheme and the milk in schools 
scheme, and to the sale or supply of milk to catering estab- 
lishments, hotels, restaurants, institutions, and schools. 

Designations 

The approved specially designated milk would be T.T. 
(certified) milk, 3 designation which might be changed to T.T. 
(farm-bottled), T.T. milk, and accredited milk dented from a 
single herd. By insisting that accredited milk should come only 
from one herd at would' be possible to trace any, infected milk. 
There would in England and Wales be pasteurized milk and 
sterilized milk. In Scotland there would be certified milk, 
T.T, milk, standard milk derived from a single herd, pasteur- 
ized milk.-and sterilized milk. Descripuons of these milks 
would be set out in the regulations. They were not included 
in the Bill because it was easier to change regulations than to 
bring in an amending Bill. Recognition of accredited milk and 
standard milk and specially designated milks would be restricted 
to a period of five years from the commencement of the Act. 
These milks did not reach the standard of safety now expected, 
but farmers who produced them should be risen a reasonable 
time to grade up their herds to T.T. standard. 

Before makittc orders applying the restrictions to specified 
areas the Minister would consult with representative bodies 
in those areas. The statutory instrument would be laid before 
Parliament forty days before an order W3S made. The .Minister 
would have power "to suspend an order when, for instance, a 
pasteurization plant broke down. The policy would in the 


first place be applied to large urban areas and then extended" 
to rural areas. Before an area was specified a survey would 
be made of pasteurization facilities available. When they did 
not suffice for pasteurization of ail raw milk sold in the "area, 
producer-retailers of non-designated raw milt would be encour- 
aged to upgrade their milk to T T. standard or arrange for it 
to be pasteurized. The first area would probably be specified 
m a year or eighteen months and the scheme might apply to 
the country as a whole in five or ten years. The Minister 
would himself have power to operate heat treatment plant or 
to arrange for local authorities or other persons to provide 
plant in any area where facihues were insufficient. 

When restrictions imposed by the Bill were in operation 
revocauon of a licence held by a retail distributor in a specified 
area would mean the closing of his business because he would 
be unable to sell raw milk. The Bill provided that a warning 
notice should be given for a first breach of the conditions, and 
the vendor should be the subject of proceedings only when 
guilty of a second offence within twelve months.' 

Mr. Hor kin Morris said the proportion of clean herds in 
Scotland was about 35%, in Wales about 27%, and in England 
only about 10%. In Cardiganshire T.T herds had been brought 
up to 85%, in Carmarthen to 69%, and in Pembrokeshire to 
45%, but the best figure he knew of for an English county 
was about 27%. He'pointed out that under the Bill all milk 
would have to be bottled where it was treated. Why should 
the small retailer be able to bottle T.T. milk in safety’ and yet 
not be allowed to bottle this other milk ? 

Mr. So'.tERviUJ: Hastings said the most distressing cases he 
had seen in a long professional life were those of tuberculous 
meningitis in children ; 50% of such cases were due to the 
bovine variety of tubercle bacillus and presumably due to 
drinking milk. Pasteurization could be depended oh to give 
a pure milk supply ; 9S% of the milk in London was pasteur- 
ized, and tubercle bacilli had not been found in it for the last 
four years. 

In Toronto, where milk had been compulsorily pasteurized 
since 1915, they had not had a single case in ten years of any 
form of bovine tuberculosis, although 16% of the rr.dk entering 
that city contained the germs of it. There were other diseases 
carried by milk. Afany epidemics were due to infection of 
milk by those who handled it. Between 1912 and 1937 there 
were in Britain 115 epidemics of dysentery, scarlet fever, 
typhoid, and septic sore throat, involving 14,000 people, which 
were found to be due to milk. Only by pasteurization could 
the spread of such diseases through milk be eliminated with 
certainty. On objections to pasteurization he quoted Professor 
A. D. Kay. of the National Institute for Research on Dairy- 
ing, who had written that ordinary controlled commercial 
pasteurization caused practically no nutritional change in milk. 

Mr. Stkachev, dealing with points made by Dr. Haden 
Guest and others, said that before Iookmc to the question 
of whether T.T. milk should be pasteurized the Ministry should 
make safe by pasteurization the 30% of milk in this country 
which it could not claim to be safe. That was the purpose of 
the Bilk The effect of pasteurization on milk was known. It 
reduced the vitamin C content slightly ; that was the only ill- 
effect of pasteurization. The Government was devoting a sub- 
stantial share of stainless steel, aluminium, and other materials 
to the provision of extra equipment for the agricultural industry. 
The. point whether those who handled milk should not it 
medically examined might be considered during the committee 
5t3ge of the Bill. The' Government supported it in principle. 
Local authorities under the Bill would not have,, power to 
enforce cleanliness on farms. Responsibility for important 
measures of enforcement was granted under the Food and 
Drugs (Milk and Dairies) Act. 1944. In the autumn of this 
year responsibility for enforcement of cleanliness on farms 
would pass from the local authorities to the Ministry of Agri- 
culture. He admitted that the Bill hastened slowly- and that 
five years was a long time in which to tolerate the consequences 
of the sale of unsafe milk. The Bill at all events made a 
start with ridding the country of what bad been in the nature 
of a national disgrace. 

The Bill was -then read a second time. 


Foreign Visitors 

Asked how be proposed to compensate the State doctors for 
the services they rendered to foreigners who contributed nothing 
to the national Health Service, Air. Bevxx replied on Feb. 17 
that separate .figures were not available, but the population 
statistics on which the remuneration of general practitioners 
was calculated included foreign visitors who had been in the 
country for 2g days. A doctor attending a foreitm visitor 
received the usual fee for a temporary resident. Figures were 
not available to show- how many foreign visitors had received 
attention under the National Health Service. 
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Amending Bill This Session 

Mr. George Jegcr asked Mr. Bevan on Feb. 17 whether 
he could now give any indication when he intended intro- 
ducing legislation to implement the findings of the Slade 
Committee on medical partnerships. 

Mr. Bevan said that legislation would be introduced this 
session. 

Remuneration of Consultants 

On Feb. 17 Dr. Barnett Stross asked when Mr. Bevan would 
be able to submit his proposals on the terms and conditions of 
service of hospital staffs ; whether he knew that the delay 
caused hardship to ex-Service full-time consultants, whose 
remuneration was well below that of many other consultants 
who were employed part-time on a sessional basis ; and whether, 
while discussions took place, he _ would consider making a 
retrospective payment of an interim nature. 

Mr. Bevan could not say when the proposals would be avail- 
able for publication. He was doing all he could to complete 
discussions with the profession’s representatives. Meanwhile 
he could not contemplate any additional retrospective payment. 


No. 6 

INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases -and Vita 
Statistics in the British Isles during the week ended Feb. 12 

Figures of Principal Notifiable Diseases for the week and those for the corn 
spending week last year, for: (a) England and Wales (London included) (t 
London (administrative county) (c) Scotland, (d) Eire, (e) Northern Ireland 
ripurcs of Births and Draths, and of Deaths recorded under each Infectious dittos; 
are tor: (a) The 126 great towns in England and Wales (including London) 
(b) London (administrative county), (c) The 16 principal towns in Scotland (d 
The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland 
A dash — denotes no cases; a blank space denotes disease not notifiable o 
no return available. 


Deaths from Smallpox. — Asked how many deaths from smallpox 
occurred in England and Wales in 1947 and 1948, and what were 
the ages, Mr. Bevan furnished on Feb. 17 these particulars; 15 in 
1947 and none in 1948; the ages were — 7, 27, 49, 69, 70 (2), 72, 
75 (3), 76, 78, 79 (2), and 86. 


EPIDEMIOLOGICAL NOTES 

Influenza 

The number of deaths in the great towns in the week ended 
Feb. 19 was 158, compared with 94 in the previous week ; 
87 of these deaths were in London and the south-east. The 
majority of the deaths (135) occurred in persons over 55, so that 
there is no sign of any relative increase in the number of deaths 
in young people. There has been some increase in incidence in 
London and the south-east, but, generally speaking, the disease 
seems to be of a mild type. 

Discussion of Table 

In England and Wales there were increases in the notifications 
of measles 4,641, acute pneumonia 123, scarlet fever 45, and 
diphtheria 32. There was a decrease in the incidence of 1 
whooping-cough 157. 

For the third consecutive week there has been a large increase 
in the notifications of measles. During the week under review 
the largest rises were: Staffordshire 548, Middlesex 415, Essex 
398, Lancashire 373, Southampton 341, Yorkshire West Riding 
321, London 313, Glamorganshire 250, Cheshire 217, VVarwick- 

' e 141, Somerset 138, Kent 132, Hertfordshire 119, and 
stershire 102. The only important exception to this 
sing trend of measles was a decrease of 70 in 
■' cestershire. 

he rise in the incidence of diphtheria was due to the experi- 
nce of Lancashire, where the cases rose from 19 to 35; of 
these 35 cases 17 were notified in Liverpool C.B. The largest 
decreases in the notifications of whooping-cough were York- 
shire West Riding 37, London 36, and Lancashire 31. 

The chief centres of dysentery were Lancashire 23 (Blackburn 
C.B. 7 and Liverpool C.B. 7) and London 16 (Islington 8). 
Two cases of acute poliomyelitis were notified in London, 
Wiltshire, and Warwickshire. 

In Scotland there were increases in the notifications of scarlet 
fever 35 and whooping-cough 54 and decreases in the incidence 
of acute primary pneumonia 35 and measles 31. A fall of 69 
in the notifications of acute primary pneumonia occurred in the 
western area, but in the combined north-eastern and eastern 
area a rise of 32 was reported. . 

In Eire infectious diseases were more prevalent during the 
week and increases were reported in the incidence of whooping- 
cough 30, measles 23. primary pneumonia 15, and scarlet fever 
8 • the only decrease was in the notifications of diarrhoea ana 
enteritis 21. These changes were mainly due to the experience 

of Dublin C.B. . \ 

In Northern Ireland decreases' were recorded <0 the n° f “ca- 
tions of measles 34, scarlet fev«r 13, and whooping^qugn 13. 

- • - - Week Ending February 19 — 

The notifications of infectiodi diseases in England and Wales 


Disease 

1949 

1948 (Corresponding WeeV 

(a) 

|(b) 

(O 

|(d) 

J W 

(a) 

(b> 

I .(c) 

| «) ! M 

Cerebrospinal fever 

1 3o! 2 

V 


l' 

5 


5> 2 


2 ! - 

Deaths 



— 


1 





1 

Diphtheria 

148} 1£ 

3 ; 



21 

1 14! 53' 1 

1 

Deaths 

2 “ 

— 

— 

i- 




I" 

- 

Dysentery 

6< 

ic 

15 

] - 


16 

2. 

i! 46; — 



Deaths 




|- 

— 





- 

Encephalitis Icthargica, 


| 


| 







acute 

— 




: 

: 

. 





— 

Deaths 


* — 


! 



— * 




Erysipelas 



29 

14 

t 



5 


3 

Deaths 


— 





— 




Infective enteritis or 


j 









diarrhoea under 2 











years 


| 


27 





24 


Deaths 

43 

i 5 

10 

3 

— 

46 

5 



2 

Measles* 

18,441 

809 

111 

123 

144 

6,179 

649 

1 80" 

101 

18 

Dcathsf 



— 

1 

— 





— 

Ophthalmia neonatorum 

41 

6 

'12 





45 

4 

1 19! — 

1 

Deaths 









r 


Paratyphoid fever 

5 


— 

— 

— 

2 

— 

1(D) 

— 

- 

Deaths 

__ 




. 

— 

1 

— 

_ 



Pneumonia, influenzal . 

1,139 

78 

46 

18 

21 

871 

40 

15 

3 

4 

Deaths (from influ- 











en?a)t 

94 

11 

24 


— 

16 

— 

3 

*— 

— 

Pneumonia, primary . . 



391 

48 




228 

25 

1 

Deaths 

394 

98 


14 

11 

268 

40 


18 

11 

Polio-encephalitis, acute 

3 





4 






Deaths 











Poliomyelitis, acute . . 

15 

2 

1 

1 



28 

3 

3 



1 

DeathS§ 

1 





3 





Puerperal fever . . 


— 

4 




___ 

10 


I 

Deaths 











Puerperal pyrexia!) 

93 

4 

6 



2 

104 

13 

8 


- 

Deaths . . , . 







1 




Relapsing fever 






— 



— 



— 

Deaths 











Scarlet fever 

1,417 

104 

268 

121 

37 

1,925 

150 

328 

32 

46 

Deaths! 



— 


— 



— 

— 

— 

Smallpox 





_ 



. 

, . 



. 

— 

Deaths 




— 

— 


> 


— 


Typhoid fever . . 

7 



__ 

_ 



7 

2 



11 

1 

Deaths 

— 

— 

— 

— 


— 

— 

— 

1 

—* 

Typhus fever . . 









— 





— 

— 

Deaths 




— 





— 

■ 

Whooping-cough* 

3,011 

212 

239 

87 

71 

2,576 

193 

50 

19 

- 

Deaths 

10 

— 

1 

! 

1 

10 

2 

— 

1 


Deaths (0-1 year) 

341 

39 

47 

27 

22 

362 

49 

53 

43 

l* 

Infant mort.dit> rate 











(per 1,000 live births) 












Deaths (excluding still- 











births) 

6,926 

247 

852 

239 

163 

4,954 

749 

643 

234 

142 

Annua! death rate (per 


v 









1,000 persons living) 



17-1 

14-8 




13 0 

14-6 


Live births 

7,612 

1264 

936 

403 

249 

8,193 

382 

952; 

443 

249 

Annual rate per 1,000 











persons living 



18-8 

250 




19-2 

27*7 



Stillbirths 

203 

26 

32 



236 

32 

28 



Rate per LOGO total 











births (including 











stillborn) . . 



33 





29 


— 


during Te w£k W 1,333, whooping-cough 

3 027 diphtheria 112, measles 19.502, acute pneumonia *>469, 
cerebrospinal fever 37, acute poliomyelitis 19, dysentery 104, 
paratyphoid 9, and typhoid 3. ^ 


are therefore an approximation only. , 

t Deaths from meaxles and scarlet fever for England and Wales, Loo <W» 
(administrative county), will no longer be published. 

% Include^ primary form for England and Wales, London (administrate 
county), ana Northern Ireland. . . 

5 The number of deaths from poliomyelitis and polio-encephalitis for Engiafl 
and Wales, London (administrative county), arc combined . . 

1} Includes puerperal fever for England and Wales, Eire, and Northern lreiana 
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Medical News 


Rations and Allowances for Diabetics 

The Ministry of Food states that, in lieu of their sugar ration 
and the or’dinary allowance of cheese, sufferers from diabetes tr Ihtus 
should receive: Meat: two extra rations a week, cheese ' oz 
<340 a week , fats 12 oz extra butter/marganne, which , m be 
taken up with the ordsnsrv rations (o) m odd-numbered ratoon eeks 
— 11 oz butter, S oz (116 g 1 margarine , (h) in even-numbered ■ ion 
weeks — 6 oz. (170 kg) butter, 11 oz margarine The arro a of 
cooking fat available to diabetics is equal to that available ' ihe 
ordinary consumer. Milk (if prescribed)- 7 pints (4 litres’! i «e.K 

Order of St John 

The following promotions r, and appointments to, the \<.r able 
Order -of the Hospital of St J shn of Jerusalem have been annou -ed 
As Commander (Brother), Lieutenant-General Neil Cantl . C 8 , 
M.C , FR C.S As Officers 'Brothers), Drs W H Rutle and 

N’ S B Vmter dr Associ e Sen mg Brothers, Drs M N Otter, 

J V Reuben, J. M Raphael and J Cohen, T D 

Garaging of Cars at B.M.A. House 
The large basement garage under the North Wing is now a a liable 
for the parking of cars between tbe hours of 9 a m and 6pm and 
9am and 1 pm on Saturdavs This service is free to members 
of the Association The garage is under the management of Messrs 
G J Shaffer, who have instated equipment, which includes creasing 
and oiling ba>s, to enable them to provide a vat- ting service for 
members' - cars at approved charges Petrol can be obtained m the 
garage yard A representative ot Messrs Shaffer wall attend at their 
office on the ground floor, Tavistock House South (opposite the 
B M.A Inquiry Room), to assi- and advuse members Cirs wall 
approach the garage through the ma n entrance in Tavistock Square 
and leave by the exit in Burton Street The centre courts ard at 
BMA House wadi be ciosed to all motor traffic 

Sir Jienn Newland Resigns 

Sir Henry Newland has ann-umced hts resignation as Federal 
President of the British Medical Association in Australia, reports The 
Times of Feb 24 He is said to have made the decision when the 
Federal Government broke off negotiations on the free mediane 
plan, and to have denied that his action was in any wav due to 
dissension between himself and he Federal Council 

Rheumatism Scheme 

The Leeds Regional Hospital Board states that the proposed scheme 
for the development of a diagnostic treatment and research centre at 
, Harrogate submitted to the Minister bv the Board ( Journal , Jan 29, 
P 188) is of necessity a long-term protect The development of 
such a centre is therefore likely to be undertaken in very gradual 
stages However, the Minister has approved the first stage, which is 
the purchase by the Board of tbe White Hart Hotel for £27,500 
It is proposed to use accommodation acquired in this way for 
ambulant patients not needing complete or highly specialized nursing 
care and attention 

Payment of Sickness Benefit 

The Ministry of National Insurance states that payment of sickness 
benefit roav be delayed or lost if people who are sick fail to notify 
L - the local National Insurance Office of their me apacitv within three 
days If for any reason a medical certificate cannot be obtained 
within the first three davs of sickness, a note giving the full name, 
address, and National Insurance number should he sent by the 
claimant or, if he cannot vend it, by someone on his behalf to the 
local National Insurance Office informing them of the incapacity 
This should be followed up bv the first medical certificate as soon as 
Possible and m anv case within ten davs 

Medical Films 

The Swedish Embassy his lent the 16-mm film, '‘Morning of Life, • 
to the Tavistock Clime It deals with the emerging faculties 
,, of the infant The film is silent, runs for about 25 minutes, 
and has easilv understandable Swedish subtitles (a trans- 
> Ftoon is being prepared) It is available, for non-commercial 
, showing onlv, to medical organizations Particulars may be obtained 
i from the Tavistock Clime, 2, Beaumont Street, London, W.l The 
i Danish Embassv has available a 16-mm copy of Dr Jari VAagner 
* i Simtt’s film, " Determination of Intelligence on Rats by Means of 
the Maze Method " It is a 17-nunute silent film with subtitles m 
English 


COMING EVENTS 

Family Planning Association 

The Family Planning Association has arranged a medical confer- 
ence to be held at Guibne House, 3, Cadogan Gate, Sloane Street, 
London, S W , on Saturday, March 12, at 1030 a m 

Mental Health Conference 

The National Association for Mental Health will hold a Conference 
on Mental Health at Seymour Hall, Seymour Place, London, W 1, 
on March 17-18 Sir Wilson Jameson mil give the introductory 
address, medical men taking part include Professor D. R. 
MacCalman and Professor J C Spence Information may Be 
obtained from the Conference Secretary, 39, Queen Anne Street, 
London, W 1 

Association of Ami; Psychiatrists 
The sixth reunion of Army psychiatrists will take place at Slater’s 
Restaurant, 1S-24, Kensington High Street, London, \V , on Saturday, 
March 19, from 7 30 p m to 10 30 p m Particulars may be obtained 
from the honorary secretary, Dr J C Penton, The Old Farm House, 
1, Gatehil! Road, Northwood, Middlesex 

Congress of CKmafoiogv 

The first Congres International de Chmatisme Social will be held 
at Vtllard-de-Lans on March 25-27 under the presidency of Professor 
Debre Particulars mav be obtained from the secretary. Dr Terrel, 
Vil)ard-de Lans, Isere, France The town has been cho'en on account 
of its unusual climatic quahues and the comparative freedom from 
tuberculosis there The chief w ork of the congress will be to discuss 
social dimatologv m France and other countries It will be m five 
parts (1) Reports on general climatic, clinical, and social aspects 
of medicine will be given by Professors Delore, Bert Rohmer, and 
Ca ussadc, and others (2) The problems of social dimatologv and 
tuberculosis will be discussed by Professors E Bernard and Dufourt, 
and others (3) Climatology apart from tuberculosis will be discussed 
by Professors Mounquand leone, and Chaptal, and others Profes- 
sors Justin Bcsanpon and C Debray will give a report on climatology 
m relation to non-tuberculous adults Professor Merklen and Dr. 
Aujaleu will speak on organization and hvgiene (4) Schools, camps, 
and hygiene administration will be discussed (5) Contributions on 
climatology in foreign countries, speakers include Dr Derrnod 
MacCarthy and others There will also be an exhibition on education 
and the care of children 

Rheumatic Diseases 

A concentrated week-end course on the rheumatic direaxes w-fll 
be held at the Rheumatism Unit, St Stephen’s Hospital (London 
County Council), Fulham Road, S W , on March 26 and 27. The 
inaugural lecture wall be given bv Professor Bruce Perry, and other 
lecturers include Dr Francis Bach, Dr Grace Batten, Dr Philip 
Ellman, Mr Timbrell-Fisher, Dr Blake Pritchard, Dr David Shaw, 
Dr A G Signy, and Dr Margaret Snelhng 

Bristol Medical Reunion Dinner 

The Bristol Medical Reunion Dinner will be held in Bristol on 
Saturday , April 30 Particulars mav be obtained from Dr Richard 
Clarke, Harley Lodge, Clifton Down, Clifton, Bristol, 8. 

American Societv of Medical Technologists 
The American Society of Medical^ Technologists will hold its 
seventeenth annual convention on Junf 20-23 at the Hotel Roanoke, 
m Roanoke, Virginia Further information may be obtained from 
Miss Ida L Reilly, MT(ASCP), Roanoke Hospital Association, 
Roanoke, Virginia, USA, who is tbe convention chairman. 


APPOINTMENTS 

Dr. H H Cavendish Fuller has been appointed Chief Medical 
Officer to the Railway Executive, British Railways 

Dr Fuller graduated at Edinburgh University in 1912. aad proceeded MJ>. 
in 1931 He has had experience of gercral practice and was medical officer uv 
charge of Malvern College from 1917 to 1930 During lhal period Ins appomt- 
rr.-nta included tnat of medical -e'erte to the Ministry of Pensions in the Mu' vein 
area tr - — - — - - - J V- Cb-F Med.cai Officer to the G W K. in 19S0, 
and 1 v O — . * In March, 1948, he was appointed Med.cal 

Adia - - > - - . ’ - i - 
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SOCIETIES AND LECTURES 


Monday 

Hunterian Society. — At the Mansion House, London, E.C., 
March 7, 8.30 p.m. “ Personal Experiences." Hunterian Oration 
by Sir Heneage Ogilvie. (Postponed from Feb. 28.) 

Institute of Laryngology and Otology, 330-2, Gray’s Inn Road, 
London, W.C. — March 7,- 5.15 p.m. " Dermatology as it Concerns 
the Ear, Nose, and Throat" by Dr. A. C. Roxburgh. 

London: University College. — At- Physiology Theatre, Gower 
Street, London, W.C., March 7, 4.45 p.m. “ Haem Pigments in 
Nature ," by Professor C. Rimington. 

Royal College of Surgeons -of England, Lincoln’s Inn Fields, 
London, W.C. — March 7, 5 p.m. “'The Anatomy and Physiology 
oj Bone — Part I." Arnott Demonstration by Dr. F. S. Gorrill. 

Medical Society of London, 11, Chandos Street, Cavendish Square, 
London, W. — March 7, 9 p.m. " Richard Bright, Before and 
After." Second Lettsomian Lecture by Dr. Horace Evans. 


Tuesday 

Chelsea Clinical Society. — At South Kensington Hotel, 47, Queen's 
Gate Terrace, London S.W., March 8, 7 for 7.30 p.m. Annual 
general meeting. Discussion : “ Prefrontal Leitcotomy," to be 
opened by Dr. W. McKissock and Dr. D. Curran. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C., March 8, 5 p.m. "The Dermatophytes," by’ Dr. 
I. Muende. 


Institute of Laryngology and Otology, 330-2, Gray’s Inn Road, 
London, W.C., March 8, 9.30 a.m. " Non-operative Treatment of 
Maxillary Sinusitis," by Mr. Myles L. Formby. 

Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., March 8, 11 a.m. " Yaws, Pinta, and Bejel," by 
Dr. J. C. Hawksley. 

London: University College. — At Physiology Theatre, Gower 
Street, London, W.C., March 8, 5.15 p.m. " Chemoceptor 
Activity,” by Dr. A. Schweitzer. 

Medical Society of London. — At Claridge’s Hotel, Brook Street, 
London, W., March 8, 7.30 for 7.45 p.m. 169th Anniversary 
Dinner. 


Wednesday 


Institute of Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., March 9, 11 a.m. "Clinic Administration," by 
Dr. W. N. Mascall. 

Royal College of Surgeons of England, Lincoln’s Inn Fields, 
London, W.C. — March 9, 5 p.m. " The Anatomy of the Tongue 
in its Relation to Surgery." Arnott Demonstration by Mr. P. H. 
Mitchiner. 


Royal Sanitary Institute. — At 90, Buckingham Palace Road, 
London, S.W., March 9, 2.30 p.m. London Sessional Meeting. 
“ The Continuity of the Medical and Social Services in Home and 
in Hospital," Discussion to be opened by Drs. W. S. Walton and 
A. B. Williamson. 

Society of Chemical Industry: Microbiological Panel of Food 
Group. — At Medical Society of London, 11, Chandos Street, W., 
March 9, 6.15 p.m. Annual general meeting, 6.30 p.m. “ Micro- 
biological Problems in the Production of Pure Water," by Dr. E. 
Windie Taylor. 

Society op Public Analysts. — At Royal Society, Burlington House, 
Piccadilly, London, W., March 9, 3.30 p.m. Annual genera! meet- 
ing. Address of the Retiring President, Mr, Lewis Eynon, B.Sc., 
F.R.I.C. 


Thursday 


Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C., March 10, 5 p.m. " Bullous Eruptions," by Dr. 
L. Forman. 


Institute op Urology. — At St. Paul's Hospital, Endell Street, 
London, W.C., March 10, 11 a.m. "Prophylaxis in Venereal 
Disease," by Dr. A. H. Harkness. 

London Jewish Hospital Medical Society. — At Trocadero 
Restaurant, Piccadilly Circus, London, W., March 10. Annual 
Dinner and Dance. 


London University. — At Large Lecture Theatre. St. George's 
Hospital Medical School, Hyde Park Corner, London. S.W., March 
10, 4.30 p.m. Lecture-demonstration : " Neurology." 

London: University College. — At St. Thomas’s Hosoitnl Medical 
School, London, S E., March 10, 5 p.m. " tonic Exchange and 
Electrical Activity in Nerve and Muscle" Special University 
Lecture by Dr. A. L. Hodpkin. 

Royal Society, Burlington House, London, W. — March 10, 4.30 p.m. 
Lecture on the Work of the National Institute for Medical 
Research , by Sir Charles Harington, F.R.S. 


Friday 

London CttEST Hospital, Victoria Park, E.-~ March 11, 5 p.m 
General Anaesthesia for Surgery of the Heart," by Dr. Parr 
Brown. 

Royal Medical Society, 7. Melbourne Place, Edinburgh. — March 11 
p.m. \alcdiaory address by the Senior President. 

Ro J a , l S^itaky Institute.— A t Municipal Buildings, Southend-on 
iBLfh 11, 10.30 a m. " The Problems Connected with House 
‘ Concern a Seaside Resort." Symposium by Ml 
Archibald Gicn, Dr J, Stevenson Logan, Mr. Reginald A. Drake 
and Mr R. K. Wortlcy. 


Society of Public Analysts: Physical Methods Group.— At 
Chemistry Lecture Theatre, Imperial College of Science and 
Technology, Imperial Institute Road, South Kensington, London, 
S.W., March 1 1, 5 p.m. 20lb Ordinary Meeting. “ Poiarographic 
Analysis." Papers by P. Welford, B.A., A.Inst.P., J. A. Lewis, and 
J. G. Waller, B.Sc., A.R.I.C. 

West Kent Medico-Chirurgical Society. — At Miller Hospital, 
Greenwich High Road, London, S.E., March 11, 8.30 p.m. Address 
by Dr. W. R. Heddy, H.M. Coroner for S.E. London. 

Saturday 

South East Metropolitan Regional Tuberculosis Society.— A t 
Queen Mary's Hospital, Sidcup, Kent, March 12, 10.30 a.m. 
" B.C.G.," by Dr. F. R. G. Heaf. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS ' 

-Bruln.—On Feb. 23, 1949. at Chesterfield Nursing Home, Bristol, to Marion, 
wife of Dr. Russell Brain, of Grantham Road. Kingswood, Bristol, a son. 

Cumock. — On Feb. 19, 1949. at Chingford, to Vera (n£c Bucknell). wife of 
Dr. G. H. R. Cumock. a second son — Robert Michael. 

Hare. — On Feb. 18. 1949. at Seaboume Nursing Home. Bournemouth, to Molly 
(n6e Bush), wife of Dr. Dennis M. Hare, a daughter. 

Hill. — On Feb 19. 1949. at Johnstone House. Belfast, to Nancy (nfe HinchclifI) 
wife of William J C. Hill. M.B., of Portrush. a son. ' 

Ormrod. — On Feb. 23. 1949, to Iris, wife of Peter Ormrod. 61, Callcott Road. 
N.W., a daughter — Jennifer Anne. 

Skcmpton. — On Feb. 22. 1949, to Leslie, wife of Ivor P. D. Skcmpton, M.B.. 
B.S., a third son — Keith. 

DEATHS 

Armstrone. — On Feb 12. 1949. at Ainthorpe House, Danby, Yorks, Cedric 
Whitfield Armstrong, M.R.C.S., L.R.C.P., aged 63. / 

Brock. — On Feb. 16, 1949. at Dunn Street House, Westwell, Kent, George 
Sandjson Brock. M B E,. M.D., F.R.C.P.Ed., F.R.S.Ed., Commander of tbc 
Order of the Crown of Italy (1919). of Grcenbanks, St. Saviour, Jersey, C.I., ^ 
aged 90. 

Brown, — On Feb. 13. 1949. Bessie Brown. M.D., of 29. Ripon Road, Harrogate, 
aged 44 

Budd-Budd. — On Feb 16. 1949. at 15. West Drive. Queen’s Park. Brighton. 
Edward John Budd-Budd. M.R.C.S., L.R.C.P., aged 76. 

- Chadborn. — On Feb, 18. 1949. at The Limes. Jacob’s Post, Burgess Hill,* 
Sussex. Charles Nugent Chadborn. M.R.C.S., L.R.C.P. 

Coutts. — On Feb. 13. 1949. at Rusland, Spencer Road, Canford Cliffs. Bourne- 
mouth. Francis James Henderson Coutts. C.B., M.D.. D.P.H., late Senior 
Medical Officer. Ministry of Health, aged 83. 

CundeH.— On Feb. 18. 1949. at Tadworth, Surrey, Harold Juler Cundell, 
M.R.C.S., L.R.C.P. 

Davies. — On Feb. 20. 1949, at Hill End Hospital. St. Albans, Thomas Edwin 
Davies. M.B., Ch.B., late of Oldham Road, Manchester, aged 48. 

De Smldt. — On May 19. 1948, at Nairobi. Kenya, Frank Philip Gilbert dc Smldt, 
M.R.C.S., L.R.C.P., D.P.H., aged 58. 

Dickson' — On Feb. 15. 1949, at Invcrmae, South Quecnsfcrry, George Alexander 
Dickson. J.P. M.B., C.M. _ . 

Edlln. — On Feb. 23. 1949. at Middlcroore House, Lcvenshulmc, Manchester, 
Herbert Ebcnczer Edlin. M.R.C.S.. L.R.C.P. aged 86. 

Edwards. — On Feb. 23. 1949, Ivor Charles Edwards. M.D., D.P.H., of II, The. 
Grove. Hlcworth. aged 62. 

Ensor. — On Feb. 10, 1949. Cecil Arthur- Ensor, M.R.C.S., L.R.C.P., late of 
Tisbury, Wilts, aged 75. 

Friend. — Recently. Julius Friend, L.S.A., of Leeds, aged 82. 

Garde. — On Feb. 17, 1949. at Ivycliff, Flushing. Falmouth, Walter Henry 
Ormonde Garde, F.R.C.S.Ed., Surgeon Captain R.N., retired, aged 78. 

Gilmore. — On Feb. 19. 1949, at 274, Mauldcth Road West, Chorlton-cum- 
Hardy. Manchester, Eric St. George Gilmore, M.B., Ch.B., aged 54. 

Glashan. — On Feb. 11, 1949. at Dumfriesshire, Alexander Clark Glashan, M.B., - 
Ch.B.. of Burnley. 

Greene. — On Feb, 18. 1949. Helen M. Greene, M.D.Brux., of Woods Farm. 
Chobham. Surrey. 

Hale-White. — On Feb. 26. 1949, at 24. Wamborough Road, Oxford, Sir 
William Hale-White. K.B.E.. M.D., F.R.C.P.. aged 91. 

Hobncs. — On Feb., 11. 1949. at 2. Staveley Road, Eastbourne, Bernard 

Willoughby Holmes. M.R.C.S.. L.R.C.P. 

Jackson. — On Feb 20 , 1949 , Robert William Henry Jackson. M.D., D.P.H., 
Major R.A.M.C., retired, of Highfield, Caernarvon. North Wales, aged 84. 

Jcrntra. — On Jan. 21, 1949, in Rhodesia. Ursula Jcrrara. M.R.C.S., L.R.C.P.. 
D.C H. . , 

Johnstone. — On Feb. 22. 1949, at Colin wood, Rhos-on-Sca, Edmund Johnstone, 
L.S.A., formerly of Clayton, aged 84. 

Klein. — On Feb. 21, 1949. Bruno Klein, M.D., D.PJFL. of 60. Approach Road. 
Ciiftonville. Margate, aged 57. 

Lalng. — On Feb 17. 1949, at Lerwick, Arthur Cecil Laing, M.C., Croix de 
Guerre, M.B.. Ch.B.. of Levcnwick, Shetland. 

McCullagh. — On Feb. 20. 1949. at Queen Elizabeth Hospital, Birmingham, 
Charles Harold Walker McCulIagh. M.D., D.P.H.. aged 74. 

Mojes. — On Feb. 3. 1949. at Strathmore, prospect Road, Portstewarx, N. 
Ireland, Alice Elizabeth May Babington Moyes. M.B., Ch.B.Ed,, D.P.M., 
wife of Dr. John M Moyes. 

Orpcn,— On Feb. 12. 1949. at Alice, Cape ( Province, South Africa. Lcander 
Joseph John Orpen, B.M., B.Ch., D.P.H.. aged 72. 

Paxon.— On Feb. 17. 1949. at 30. St. George’s Road, London, N.» George 
Ernest Paxon. M.R. C.S.. L.R.C.P.. L.D.S. 

Forttr. — On Feb. 12. 1949, at 65, Momlngside Road. Edinburgh, Frederick 
Porter. M B.. C.M .Ed. 

Rogenon,— On Feb. 10, 1949. in Baltimore. Cuthbcrt Harry Rogerson. M.D., 
F.R.C.P., D P.M., late Medical Director of the Seton Institute, Baltimore. 

RnjsriM-.— On Feb. 8, 1949. at 31. Church Avenue. Paula. Malta. Chcv. Joseph 
Gerald Ruggier. M.D., aged 56. 

Somerrine. — On Feb. 19. 1949. Edgar Somerville. M.D., F.R.CS.Ed., of 
Hansheath. Newton Abbot. South Devon, formerly of Leek. Staffs, aged 74, 

Tobin. — On Feb. 23. 1949. Ioseph Richard Tobin, M.R.C.P.L, formerly of 
South Australia. 

Wakefield. — On Feb. 23, 1949. at The Gale near Keswick, Cumberland. 
Arthur William Wakefield, M.D., aged 72. 



March 5, 1949 


ANY QUESTIONS? 


BJtrron 

Medical Journal 


421 


Any Questions ? 


Correspondents should give their names and addresses ( not for 
publication ) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 

.Tuberculosis in Ex-Seniccmcn 

Q . — Some young men enter the fighting Services apparently 
fit but come out with pulmonary tuberculosis. Are there any 
statistics to indicate whether this is " attributable to military 
sendee " ? 

A. — It is not possible to supply the facts requested ; the 
statistics mentioned arc not given in the last report of the 
Chief Medical Officer of the Ministry of Health for 1939-45. 
[n any event, such figures for the fighting Services could not be 
compared directly with those for similar age groups in the 
general population. The men in the Services are selected by a 
medical examination, often including radiography of the chest, 
and they have a similar examination on discharge. These are 
bound to reveal some tuberculous lesions which would remain 
undiscovered in a civilian. 

Cases of tuberculosis discovered during or just after a period 
of military service can be divided into two categories: (1) Those 
in which the disease is almost certainly attributable. These are 
comparatively few and include those with a radiological)}’ clear 
chest on enlistment who have been subjected to definite strain or 
privation — such as prisoners of war — or who are known to have 
been living in close contact with cases of open tuberculosis. 
(2) Those in which there is doubt. It is always difficult to 
estimate the age of a tuberculous lesion, and if no x-ray film 
was taken on enlistment (or discharge) it is .usually impossible 
to say that the disease did not develop during the period of 
service. Even if there is no specific cause to which the disease 
can- be attributed the patient can usually plead aggravation by 
the physical exertion involved in Army life. 

The Ministry of Pensions appears to take a lenient view in 
such cases, and if there is any doubt the patient is usually 
awarded a pension. As a result some patients whose disease 
almost certainly developed after discharge from the Services 
have been given pensions. This generosity has given rise to 
singular anomalies — for example, a youth conscripted to work 
in the mines who develops tuberculosis gets no compensation 
whatever, even though his work has entailed severe physical 
strain which undoubtedly aggravated the disease. 

Angina Pectoris 

Q. — A patient aged 45 suffers from severe precordial pain 
radiating down the right arm which is precipitated by exercise, 
by emotional upsets, and even by turning over in bed. The 
heart appears normal on examination. The pain is eased by 
glyceryl trinitrate. What is the diagnosis, and can you 
recommend any treatment ? 

A. — The diagnosis is almost certainly angina pectoris, and 
this is probably due to occlusive coronary atherosclerosis. 
There are three main lines of treatment for these cases. The 
first is conservative. This consists in limitation of activity and 
stress of all kinds, light diet, increased rest, and the intelligent 
use of trinitroglycerin — as is well known. Secondly, if the 
patient is incapacitated despite this regimen, methyl or propyl 
thiouracil may be given in initial doses of 0.2 g. thrice daily 
in order to reduce the oxygen requirement and hence the work 
of the heart, and also to diminish the sensitivity of the organism 
to adrenergic stimuli. Thirdly, if thiouracil fails or is not well 
tolerated, surgical intervention may be considered, bilateral 
stellate and upper dorsal ganglionectomy being the operation 
of choice. 

Specialist advice should be sought before embarking on 
thiouracil therapy and before submitting the patient to sympath- 
ectomy. The diagnosis of angina pectoris is by no means 
always easy, and should be established beyond doubt one way 
or the other in all cases. By far the best test is to obtain an 
electrocardiogram immediately after effort of sufficient degree 
to provoke pain or breathlessness and fatigue. Diagnostic 


ischaemic depression of the S-T segment in left ventricular 
leads or their equivalent (usually ventricular lead and standard 
lead I) is obtained in about 95% of cases. It cannot be too 
strongly emphasized that in uncomplicated cases of angina 
pectoris (due to occlusive coronary’ disease) there are no 
abnormal physical signs and the resting electrocardiogram i> 
normal. 

Antibody Formation 

Q. — Where in the body does the power of immunity ^reside 
If in the blood, does severe or repeated haemorrhage or thr 
frequent donation of blood lessen immunity ? 

A. — Recent work indicates that the lymph nodes may br 
the principal site of antibody formation. Once the antibody 
producing cells have been stimulated to yield a particular anti- 
body the power to continue production seems to be handed ot 
to daughter cells and a non-specific stimulus may encouragr 
increased output. Thus, in horses producing diphtheria anti 
toxin the withdrawal of blood may stimulate the manufactun 
of antibody. It is therefore unlikely that haemorrhage or 
frequent donation of blood will interfere with antibody pro 
duction. The only risk is that the patient may suffer tempor 
only from a degree of anaemia which may lower resistance to 
infection. If haemoglobin estimations are made frequently ir 
a regular blood donor any tendency to anaemia wall be detected 
and can usually be corrected by a course of iron. 

»' 

Death from Curare 

Q . — What would be the Immediate effect of a lethal dose o' 
curare given intramuscularly ? Would there be any local re 
action at the site of puncture, and how long would it be befon 
death occurred ? What would be found at necropsy ? Coule 
the cause of death, if unsuspected, be established? 

A. — The post-mortem findings in such a case would be thos- 
of asphyxia, with no features to distinguish it from asphyxti 
due to other agents — for example, various other alkaloida' 
poisons. It is unlikely that there would be any local reactior 
at, the site of injection, and it is very unlikely that the precise 
cause of death would be established by post-mortem examina- 
tion if the possibility of curare having been injected was un 
known and unsuspected. The effects of a lethal dose would 
begin to be apparent very soon after the injection, and woulc 
consist of a progressive paralysis of the voluntaty muscles ol 
the body, starting in the limbs, then affecting the head and 
neck, and ending with paralysis of the respiratory muscles— 
intercostal, diaphragmatic, and abdominal. With a large lethxl 
dose death might occur about ten minutes after the injection. 

Adiposity 

Q, — (a) What advice should be given to a young man who 
is developing a protruding abdomen ? There is a family ten 
dency to obesity, and recently during several months in bed h- 
put on a lor of weight, is some sort of support advisable, ani 
if so, which type ? What exercises should be recommended 7 

(b) Could you advise treatment for an active middle-aged 
male suffering from adiposity of pituitary distribution, the tnrj 
being the only part o) the body affected ? 

A.- — («) When fat is put on by those with a family tendencj 
to obesity, as in other cases, the abdomen is often the regior 
selected, and the condition is not infrequenlty accompanied b) 
laxity of the intravcrtebral ligaments and some lordosis," whiet 
increases the prominence of the abdomen. A support is advis- 
able only in the most extreme cases, and several firms mats 
suitable belts ; but exercises to increase postural tone, in thf 
first case under the supervision of a physiotherapist, may provi 
of some help. - 

(b) As indicated in (o) above, it is common for the trunk tr 
be the part affected and for the limbs, or their distal parti 
to escape the adiposity. There is no known hormone whiet 
directly reduces adiposity, and treatment is therefore based on 
’(1) low-calorie diet; (2) diuretics, such as ammonium chlorid> 
and mersalyl, to counteract the water-retention factor; acC 
(3) “ dexedrine ” (amphetamine sulphate) or digitalis to reduce 
appetite. Amphetamine is sometimes used as an adjunct to 
therapy in cases of adiposity, and appears to act central!} 
(cerebrum or hypothalamus) on the hunger or appetite-control 
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mechanism. It is effective in man and in dogs in reducing 
voluntary food intake, and this action is not influenced by 
extrinsic denervation of the stomach and intestine. Amphet- 
amine also causes an apparent slight increase in metabolism, 
probably by inducing restlessness, and similarly increases dissi- 
pation of energy, but clinical trials indicate that these are not 
the major factors. The above results were found in dogs — even 
to the point of complete anorexia — before there was evidence 
of excitement, mania, atonia, or other signs. No e\ idence of 
habit formation was found in normal adipose patients, but in 
psychopaths addiction and toxic reactions have been recorded 
Digitalis is also sometimes used in obesity to decrease appetite, 
as this drug can produce anorexia, nausea, and vomiting bv 
local action on the gastric mucosa or on the vagal nerve end- 
ings. For details of some of the experimental work on amphet- 
amine see Harris, S. C., Ivy, A. C., and Searle, L. M., J -inter, 
med. Ass., 1947, 134 , 146S. 

Retinal Pigmentation 

Q. — I have recently examined the fundi of an cldtrlt man 
•yho has deep conjunctival staining of both eyes due 'o pio- 
longed local application of silver preparations. Both fundi 
show heavy deposits of pigment over the whole \iuble retina 
and l should like to know if it is possible for atguosis to affect 
the retina, and, if so, whether the condition is unusual. Where 
In the literature can references be found ? 

A, — There are no reports of staining of the fundus in aigvrosis 
from local application of silver nitrate to the conjunctival sac. 
The cornea may be involved in the staining, but it is unlikely 
that intraocular lesions would occur. The internal administra- 
tion of silver nitrate can produce extensive silver staining in 
skin and mucous membrane, and there is one histological report 
(Riemer, Arch. Heilk., 1875, 16 , 296, 385) of the deposition of 
silver in the sheath of the optic nerve in a patient who had 
been taking silver by mouth over many years. Toxic effects 
such as retrobulbar neuritis have also been described. They 
are summarized in Die Wirkimg von Arzneimitteln ttnd Gif ten 
auf das Auge, by L. Lewin and H. Guillery, 2nd ed., vol. ii, 

746 (Berlin, 1913). There is a more recent account by 
. Ramond (Bull. Acad. Mid.. Paris, 1946, 130 , 275). These 
observations, however, have no relevance to the point raised 
in this question. If retinal pigmentation that can be more 
readily ascribed to established causes of pigmentary changes in 
the fundus can be excluded in this particular patient the case 
would be worth following up. 

Chemotherapy of Acute Otitis Media 

Q. — Is it advisable to use any of the sulphonainides or penicil- 
lin to treat acute otitis media before discharge appears or is 
induced ? Does the early use of these drugs predispose to later 
deafness ? 

A. — In the early stages it seems safe to give sulphonamides 
or penicillin, but if the drum is red and bulging from infected 
fluid under tension symptoms may be obscured. In such a 
case it is wiser to incise the drum first. If spontaneous rup- 
ture has occurred, and particularly in cases of recurrent suppu- 
ration through a permanent perforation, chemotherapy seems 
reasonably safe ; but dosage must be adequate, and the admini- 
stration of the drug should be continued for four or five days. 
Some cases of deafness following sulphonamide treatment have 
been reported by Sirnson Hall (Proc. Roy. Soc. Med., 1944, 37, 
749), and were presumed to be due to inadequate dosage. 

. Abdominal Pregnancy 

Q. — Abdominal pregnancy at 54 months has now been dis- 
covered in a case in which three months earlier a misdiagnosis 
of appendicitis was made at the time when rupture of an 
ectopic pregnancy must have occurred. The mother and foetus 
are normal. How long should the pregnancy be allowed to 
continue, and arc there any special dangers to guard against ? 

A. — The general view is that laparotomy should be under- 
taken as soon as the diagnosis of abdominal pregnancy is made. 
But operation should be carried out by an expert, for the 
anatomical relations within the abdomen are likely to be much 
disturbed and great skill and gentleness are necessary' if serious 
haemorrhage is to be avoided. Haemorrhage from the placental 


site — which may involve any of the abdominal organs— is, 
indeed, the great danger, and rare judgment is required to decide 
how best to deal with the placenta and pregnancy sac. Although 
occasionally the placenta is so situated that maternal blood 
vessels leading to it can be easily controlled, usually this is not 
the case, and it is then best to remove the foetus gently with 
the least possible disturbance of the sac. The umbilical cord 
is cut short and the placenta and membranes are left inside the 
abdomen, the abdomen being closed without drainage. 

There mav be circumstances — for instance, when it might 
offer the patient her only chance of a live child— in which 
delay until the child is viable is justified, but they are rate. 
This course should be followed only after considering the very- 
serious maternal psk involved, and with the fact in mind 
that the child frequently becomes misshapen by reason of its 
faulty attitude and position. The older practice of waiting 
until the patient has had a spurious labour, the child is dead, 
and the placental vessels have become thrombosed has gone 
out of favour 


NOTES AND COMMENTS 


Leukoplakia and Kraurosis Yulvac. — Dr. Elizabeth Bust 
(L ondon, \\ It v. i. 1 Mr. Stanley Way (Jan. 22, p. 164) criticizes 
my statemcn’ <J.r 1, p 42) that cancer in association with the 
eruption knosii v gvnaecologists as leukoplakia vulvae or Ituko- 
plakic vuluus ong'iaies on the inner surfaces of the vulva. The 
grounds for Ins . incism are that he has seen cases in which 
both the inner .< id outer surfaces were affected. It is always 
possible that 1 tumour may extend outwards from the initial site 
if untreated i a early stage. Reports of surgeons (Morris, 1SS2; 
Butlin, 1901' iha cancer with leukoplakia vulvae occurs on the 
mucous surfa,.?'- eal\, not on skin, support my statement, and Blair 
Bell (1934) s .ues precisely that cancer has never been observed on 
die extragenn ,1 lesions The skin eruption described by Bonne) 
under the title leukoplakic vulvitis is identical with a variety of lichen 
planus known to dermatologists as lichen sclerosus. This eruption 
may occur at .inv sue and may affect mucous surfaces also. I have 
been unable lo n..u. any record of cancer arising on skin affected 
by this erup.ion The excision of skin affected by this eruption 
as a prophylactic measure against cancer is not therefore warranted, 
and one cannot bu: hope that few women have experienced the 
ordeal advocaicd bv Taussig for this purpose — i.e., that every ca't 
of leukoplaku vulvms should be treated by surgical excision of tit 
entire vulva, including die perineal and pcri-anal skin if these are 
involved. 

Mr, Stanley Way raises the question of nomenclature. It may Fe 
queried whether the substitution of the term “vulvitis" for “ derma- 
titis of the vulva ” is lusufiable, since it involves labelling an eruption 
on the perineal and peri-anal skin, or on any other extragenital 
surface, as " valvius ” To speak of a leukoplakic dermatitis of the 
vulva and adjacent surfaces would convey a definite idea. and avoid 
confusion in terminology. The term leukoplakia as applied to slifl 
lesions other than affections of the mucous or muco-cutaneous 
surfaces occurs only in gynaecological literature. It is an attractive 
term and popular, for even scabies and warts have been referre 
to me with tins diagnosis. This term was suggested by Schwunmcr 
in 1877 to distinguish whitish lesions on mucous membrane from 
skin lesions. It is customarily applied to lesions of this nature 
inside the mouth or on the muco-cutaneous surface of the ms j- 
genital organ It would, I believe, make for clarity and gr«Kr 
accuracy in diagnosis if gynaecologists would restrict their use oi 
the term to lesions occurring on the internal surfaces of the vulva- 

The Human Touch.— This new play, by J. Lee-Thoropso n and 
Dudley Leslie, now running at the Savoy Theatre, is based on 
discovery of chloroform anaesthesia by Sir J. Y. Simpson. Thougn 
well acted and competently produced, the play itself contains man) 
inaccuracies. Professor James Syme presides over a lunacy boa 
which is convened to certify Dr. Simpson. Simpson, played 
Alec Guinness, refers constantly to “ chlorry,” which is P' c f n !*,’ 
full tide by Professor Syme when he announces the ruling o 
faculty that an) practitioner using chloroform will be struck ot 
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THE ASSOCIATION AND LOCAL 
AUTHORITIES 

The dispute between the B.M.A. and the associations of local 
authorities has implications far beyond the Public Health Ser- 
vice. It may be useful to give its background somewhat fully. 
The Government is committed to the principle of negotia- 
tion through Whitley machinery of the terms and conditions 
of service of those members of the Public Health Service who 
are covered by the Act. It is an essential part of this Whitley 
machinery that if agreement is not reached recourse is had to 
arbitration. It is further agreed that such negotiations should 
cover not only those medical officers who, because they are 
employed by county and county borough councils, are within 
the ambit of the Act, but other medical officers — e.g.. medical 
officers of boroughs, urban district councils, etc. — as well. 

Precise proposals for Whitley Council machinery have been 
put forward and accepted. It was expected that as soon as 
possible after the appointed day negotiations for new terms and 
conditions of service for our colleagues in public health would 
begin. In practice this meant that negotiations could have 
begun some four or five months ago. Towards the end of last 
year the associations of local authorities began to raise diffi- 
culties. As far as one can gather, their argument was that for 
the members of the Public Health Service to be dealt with as 
part of the profession would mean substantial increases in 
remuneration for its members. Such increases would in turn 
lead to increases for other professional officers in local govern- 
ment. Faced with the prospect of such widespread increases 
they challenged the Whitley proposal itself, preferring, it seems, 
the old method of hard bargaining between local authorities 
and representatives of the Public Health Service. They have 
met the Minister of Health on the point, and we surmise that 
they got short' shrift from him. 

In fact, he himself anticipated the position when, in the Stand- 
ing Committee, he said bn June 27, 1946, speaking on the 
national regulation of the remuneration of health workers, that 
" No doubt it will influence the whole field of local govern- 
ment, "and it is rather desirable that that should be so.” 

In December last the Public Health Committee of the 
Association, fully aware of the growing disquiet in the 
Public Health Service, decided that it was justified in bring- 
ing pressure upon the associations of local authorities to con- 
form -to the Government’s policy and to open negotiations 
through Whitley machinery without further delay. The Council 
approved, and it passed the following resolution : 

“That the Ministry be informed that if negotiations through 
approved Whitley machinery' have not begun by Feb. 2 S, 1949, 
advertisements from local authorities will not be accepted by the 
British Medico] Journal unless the salaries offered are in conformity 
with the Association’s own proposals for new scales.” 

At the time of going to press the associations of local authori- 
ties have taken no step to open negotiations, with the result 
that the Council’s recommendation comes into operation. From 
this week we shall accept for publication in the British Medical 
Journal no advertisements which do not conform to the pro- 
posals which the Association has made for the revised remunera- 
tion of public health officers. What we are asking and are 
- determined to secure is that the negotiations shall open. Once 
the associations of local authorities open the negotiations the 
ban will be withdrawal. 

In taking this step we have the co-operation of the Lancet, 
the Medical Officer, and Public Health. We owe a great deal 


to the co-operation of the proprietors of these journals. We 
are particularly indebted to the JMcdical Officer because of the 
relatively large loss in advertisement revenue which this paper 
will temporarily sustain. 

Fundamentally, the issue is one of the application of the 
Spens standards to groups of the profession other than those 
to which the two Spens Reports specifically relate. 
Medical officers of local authorities are first and foremost 
members of the medical profession, and only secondarily 
members of the local government service. It is our duty to 
secure that their standards of remuneration are appropriately 
related to the Spens standards whatever difficulties this may 
bring in its train. It is probably true that the effects of the 
Spens Reports will be felt not only throughout the medical 
profession but throughout the professions generally, and 
particularly by members of the professions who are in the 
public service. But this is not necessarily a bad thing. In 
any case we are justified in using all the pressure at our com- 
mand to secure that the negotiations are opened through the 
approved machinery for a section of the profession which is 
suffering substantial hardship at the present time. 

Medical Committees 

It will be recalled that in answer to the question put to the 
Minister on the subject of medical committees in April, 1948, 
he replied in the following terms (Journal. April 17. 1948, 
p. 742): 

“ The Minister entirely agrees with the system of medical com- 
mittees in hospitals. But he could not compel medical staffs to set 
them up (nor would the Association presumably wish him to try !). 
He has already included in his guidance to regional boards and 
hospital management committees a declaration of the importance 
which he attaches to the system and asked that every encouragement 
and facility should be given to it. He also agrees that in teaching 
hospitals such committees should be representative of all consultants 
and specialists on the staff, whether they are teachers or not. 

“ As to the representation of medical committees on boards of 
governors or hospital management committees, the Minister follows 
the Act, which requires the latter bodies to include persons appointed 
after consultation with the senior medical staff of the hospital or 
hospitals, and the former bodies to include up to one-fifih of their 
members nominated by the medical and dental teaching staff. In 
practice, of course, this means that both bodies will include members 
of the medical committees, with full membership. 'Moreover, the 
Minister certainly thinks that consultation should include consultation 
with the medical committee, where there is one.” 

In practice, things have not worked out in every area as the 
Minister expected. In particular the medical staffs of the hospi- 
tals under regional hospital boards have expressed dissatisfac- 
tion with the methods followed to secure the appointment to 
hospital management committees of “persons appointed after 
consultation with the senior medical and dental staff.” The 
view is gaining ground that the one way of ensuring .that 
medical committees are properly recognized and utilized, both 
in giving advice and in providing proper representation, is by 
amendment of the Act. The greatness of the voluntary hospital 
system owes much to the effective medical committee. la 
association with the boards of governors of teaching hospitals, 
the hospital management committees, and the regional boards 
there should be medical bodies representative of and appointed 
by the medical staffs concerned. Only in this way can it be 
ensured that the members of hospital staffs will make their 
most effective contribution to hospital work and play -"their 
proper part in the committees concerned with' the appointment 
of the colleagues with whom they will have to work; 

.2302 
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DISTRIBUTION OF FUNDS 

Central Practitioners Fund 

The Ministry of Health states that the Central Practitioners 
Fund for the period July 5, 1948, to March 31, 1949, will be 
determined and distributed as though both the civilian popula- 
tion as a whole and the actual numbers on doctors’ lists had 
been the same throughout the period as the figures determined 
as at Jan. 1, 1949. The Fund will therefore be an amount equal 
to 18s. a head for 95% of the estimated civilian population of 
Great Britain as at Dec. 31, 1948. The resulting sum, less a 
deduction for mileage payments, will be allocated between 
England and Wales on the one hand, and Scotland on the other, 
in proportion to the number of persons on doctors’ lists at 
Ian. 1, 1949, plus one-third of the estimated population not on 
their lists. The allocation to each executive council will be 
on the same basis. 

Central Mileage Fund 

The formula governing the distribution of the Central Mile- 
age Fund has not yet been determined for the National Health 
Service. Meanwhile the distribution among executive councils 
for the nine months ending March 31 will be in the same pro- 
portions as the Central Mileage Fund was distributed among 
insurance committees under the N.H.I. Act. Executive councils 
jvill then distribute the sums in accordance with the mileage 
schemes in force under the N.H.I. Act, using for the purpose 
mileages returned by the doctor. 

All payments from these funds must be made not later than 
March 31. 

INFLATION OF LISTS 

the General Medical Services Committee has considered the 
problem of inflated lists and has been informed of one area 
where the number of persons who had signed on was 102%. The 
ommittee is anxious that accurate lists in relation to popula- 
on should be established in all areas as soon as possible, and 
nas set up a subcommittee to investigate the problem. In the 
neantime the committee has approved the Ministry’s suggestion 
hat the number of persons in an executive council area who 
jad signed on should be taken and one-third of the difference 
oetween such number and the established population added, 
he result giving the basic figure for the computation of the 
ocal pool ; and that the maximum should be 98%, so that any 
»rea which showed a higher figure would be brought down to 
ihat level. 

PRESCRIPTION OF APPLIANCES 

LIST AMENDED 

The Minister of Health has decided after consultation with the 
H M.A. and the Central National Health Service (Chemist- 
Contractors) Committee that the types of trusses which may 
5e prescribed on Form E.C.10 should be restricted to the 
■'ollowing : femoral, inguinal, scrotal, and umbilical. The 
Articles of elastic hosiery which may be so prescribed should 
be extended to include : leggings, knee stockings, knee leggings, 
ihigh stockings, thigh leggings, and thigh kneecaps. (The list of 
Appliances that general practitioners may prescribe on Form 
E.C.10 was given in the Supplement. Nov. 13, 1948, p. 172.) 

Since all chemists do not measure and fit trusses and elastic 
Hosiery, the Ministry suggests that doctors should not include 
prescriptions for medicines or other appliances on the same 
prescription form. 

Splints of the nature of an elbow- or knee-cage and the 
Howard March type of knee splint should be supplied only 
through the hospital service. In addition, t(je schedule will be 
Amended to include insufflators, nipple shields, medicated 
plasters as specified in the Drug Tariff, “ stem pessaries," and 
fluid ring pessaries ” ; and to limit inhalers and vaporizers 
by the proviso “as specified in the Drug Tariff.” 

Patients requiring renewals of, or repairs to, artificial limbs, 
fr’.aud tricycles, or wheel-chairs should be asked to communi- 


cate with the Chief Regional Officer of the Ministiy of Pen- 
sions, whose address can be obtained from hospitals, post 
offices, citizens’ advice bureaux, or the local offices of the 
Ministry of National Insurance. 

DELAYED ADMISSION TO HOSPITAL 

The Local Medical Committee for the County of London con- 
sidered at a recent meeting the confidential report of a confer- 
ence held by representatives of the committee, the Ministry of 
Health, the Emergency Bed Service, and the Metropolitan 
Regional Hospital Boards. The committee passed the following 
resolution: v 

“ That the Committee views with dismay the present unsatisfactory 
conditions which retard the admission of patients into hospital) and 
in particular those cases which undoubtedly are acute but with which 
there is also associated a chronic element, and is deeply concerned 
by the reports which reach it of many patients who have died whose 
lives might have been saved had energetic action been taken to 
secure medical and nursing attention for them at “the time when 
practitioners endeavoured to obtain their admission to hospital." 

HOSPITAL ESTIMATES TO BE CUT 

The Minister of Health has pointed out to all regional hospital 
boards and most boards of governors that their estimates of 
requirements for the year 1949-50 exceed what it is' possible 
to provide, and has asked that they should arrange' for a 
reduction of £9,500.000 from the total sum available for hospital 
maintenance. It will also be necessary to postpone some capital 
works which otherwise would have been put in hand. He 
emphasizes his anxiety that the welfare of the patients should 
not be affected. Expenditure for this purpose should have 
priority over any other form of expenditure. 

FEE FOR EXAMINING STAFF 

A fee not exceeding one guinea is payable for the medical 
examination of candidates for permanent administrative or 
clerical appointments under the National Health Service after 
Jan. 25. 

MORE X-RAY FILMS 

The Ministry of Health states that the arrangements for ensur- 
ing adequate supplies of x-ray films to meet the essential needs 
of hospitals have been discussed with the Board of Trade. 
Hospital demands for films have risen steeply since July, 1948. 
and though the quantity of films distributed in 1948 was 20% 
greater than in 1947 some shortages have arisen. It is hoped 
that supplies in 1949 will be at least 25% more than in 1948. 

The Ministry believes that this additional provision may not 
bridge the gap between demand and supply, and emphasized 
that all hospitals should be sparing in the use of x-ray films 
and should refrain from placing orders for more than they 
require or building up greater stocks than are necessary for 
normal working. 

NO PERMITS FOR RUBBER GLOVES 

The Board of Trade announces that the restriction which limited 
the sale of surgeons’ rubber gloves only to those people holding 
a buying permit ended on Feb. 28. Supplies of these gloves 
are now sufficient to meet normal demands. 


HEARD AT HEADQUARTERS 


Test Case 

Within the next month or so a test case will be brought on 
the question of the right of the citizen, while under private 
medical treatment, to have his prescriptions dispensed within 
the National Health Service. A patient who vvas being treated 
privately was prescribed ephedrine by his doctor, and the pre- 
scription was countersigned by a famous consultant. The 
chemist refused to accept it as an N.H.S. prescription, and the 
patient is now proceeding in the county court to sue the Minister 
for the return of 3s. 9d. 
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Employing Several Assistants 

Q, — Upon the retirement recently of my partner, whose share 
! purchased, / tear, on July 5, the sole proprietor of a large 
practice requiring at least two full-time assistants in order to 
meet NJJB. requirements, 1 ant informed that this is " frowned 
upon " by the authorities, and 1 have been advised to replace 
the present situation with a partnership arrangement. Until my 
compensation is paid, or an amount on account — and I do not 
know when this will be — my commitments in the practice will 
not permit me to offer a partnership of reasonable proportions 
without seriously impairing my income. Although my partner- 
ships are " with view " I cannot give an exact undertaking as to 
date, but may be forced to do something by the authorities. By 
what portions of the N.H.S. Act and under what regulations are 
bodies entitled to enforce restrictions upon me in respect of 
this situation, what are these bodies, and what are their powers 
in this respect ? The area is not “ closed" so far as 1 know. 

A. — The allocation scheme permits a practitioner employing 
one or more permanent assistants to increase the number of 
public patients for whom he is responsible by 2,400 in respect of 
each assistant. It is true that the employment of multiple 
assistants is frowned upon, and executive councils have powers 
to "refuse a principal an additional assistant unless it is “with 
view" or he is contemplating taking his present assistant into 
partnership. There are no powers, however, to compel you to 
take your present assistants into partnership. It is assumed 
that you have made a claim for the immediate payment of 
compensation or a payment on account. 

Notification of Puerperal Pyrexia 
Q. — Am I compelled to give further information which is 
asked for by the county M.OJJ. in a case of puerperal pyrexia ? 
This occurred in a private patient within the 21 days, and was 
notified by me to the M.O.H. on the usual form. 

A. — No obligation on the practitioner exists in a case of 
puerperal pyrexia other than the notification to the County 
Medical Officer of Health on the appropriate form. 

Fee for Anaesthetic 

Q. — If a patient on my State list elects to have an operation 
in a private nursing-home several miles outside my area for 
which 1 give the anaesthetic and my partner assists, can I charge 
a fee? 

A. — A fee cannot be charged for the administration of the 
anaesthetic unless it is itself a specialist service and the doctor 
is a specialist anaesthetist on the staff of a hospital providing 
hospital and specialist services. If the nursing-home is outside 
the doctor’s area of practice (as defined in his application for 
inclusion in the executive council’s medical list), the doctor is 
entitled to be reimbursed for the extra mileage and time spent 
in travelling. 

Travellers Going Abroad 

Q. — (1) Can a fee be claimed for the completion of a detailed 
questionary and full physical examination of a child going 
abroad in the holidays? 

(2) Can a fee be claimed for the preventive inoculation against 
typhoid, cholera, tetanus, and yellow fever in the cases of 
lecturers or people visiting foreign countries on holiday? 

A. — (1) Until the Interdepartmental Committee on Certifica- 
tion has reported a practitioner is obliged, to render free of 
, charge only those certificates which appear on the detailed 
. circular issued by the Ministry to local executive councils. 
r The examination you have in mind is a medical report, and 
■when demanded by a patient in respect of a child going abroad 
in the holidays a fee would be admissible. 

(2) At present no fee may be charged for the preventive 
inoculation against these diseases in respect of one of the practi- 
tioner’s public patients. Detailed negotiations are at present 
taking place on remuneration for vaccination and immunization. 


SCOTTISH COMMITTEE 

At a meeting of the Scottish Committee of the B.M.A. at 
Edinburgh on Feb. 22 intimation was made that the scale of 
fees negotiated by the committee with the Crown Office with 
the approval of Council is now in operation. The fees arc 
those in respect of work carried out by members of the pro- 
fession on behalf of procurators fiscal. Copies of the scale 
may be obtained from the Scottish Office of the B.M.A. 

The committee considered a proposal for the amalgamation 
of its Highlands and Islands Subcommittee with the Scottish 
Rural Practitioners Subcommittee. In support of this it was 
mentioned that the absorption of the old Highlands and Islands- 
scheme into the National Health Service rendered unnecessan 
the Highlands and Islands Subcommittee, and that the problems 
of doctors in those areas and the other rural areas of Scotland 
were essentially the same. In opposition it was pointed out that 
there were problems outside tbe field of general pracuce affect- 
ing the Highlands and Islands area, and that in any case prob- 
lems would remain which were peculiar to the Highlands and 
Islands. 

After further discussion it was agreed that the status quo 
remain and that the respective committees be asked to explore 
the possibilities of amalgamation. 

It was also reported that at a joint meeting of the Highland- 
and Islands and Rural Practitioners Subcommittees discussion 
of the present position in regard to dental treatment in the 
Highlands and Islands and rural areas of Scotland showed that 
executive councils were dealing with the problems in different 
ways. Certain councils are remunerating genera! practitioners 
when emergency dental services are given, while others consider 
such dental services to be included in the terms of service of the 
general practitioners under contract with them. The joint meet- 
ing resolved that until an adequate dental service is available in 
these areas general practitioners giving emergency dental treat- 
ment should be remunerated from the local dental pool ir. 
accordance with the Dental Service scale of remuneration. The 
Scottish Committee decided to remit this resolution to the 
General Medical Services Subcommittee (Scotland). 

On the invitation of the Secretary of State for Scotland six 
representatives were appointed to discuss with him the provision * 
of health centres and in particular the possibilities of developing 
one or more forms of group practice in suitable areas. 

Dr. Grant referred to the discussion which had taken place- 
in the Insurance Acts Subcommittee (Scotland) and in the 
General Practice Subcommittee of the Scottish Negotiating 
Committee on the proposed scheme for the training of 
assistants in Scotland. These bodies had discussed in detail 
the scheme drawn up by the Ministry of Health for adop- 
tion in England and Wales and had made certain suggestions 
for modifying that scheme in its application to Scotland. These 
modifications were in the main accepted. In respect of one 
modification — namely, the selection of “trainer" practitioners 
by regional selection committees — the Secretary of State had 
not accepted the proposal that the appointment of genera! 
practitioner members of the regional committees should be left 
in the hands of the local medical committees in the regions, but 
had retained the right of appointment from nominations made 
by the individual committees. 

The committee endorsed the action taken in respect of the 
application of the training scheme to Scotland but thought 
that the question of the method of appointment of general 
practitioner representatives on the regional selection committees 
should be reopened with the Department of Health for Scotland 
with a view to securing that the local medical committees should 
have the actual power of appointment. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- ' 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar 

Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-lc- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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HEALTH ADVISORY COMMITTEES 
APPOINTMENTS BY MR. WOODBURN AND 
HEALTH SERVICES COUNCIL 

The names of the members of the nine Standing Advisory 
Committees whose duty it will be to advise Mr. Arthur 
Woodburn, Secretary of State for Scotland, dnd the Health 
Services Council on various aspects of the National Health 
Service are printed below. The Committees have been set up 
by Mr. Woodburn after consultation with the Council. They 
are the Medical, Dental, Nursing and Midwifery,, and Pharma- 
ceutical Advisory Committees and Advisory Committees on 
Hospital and Specialist Services, Local Authority Services, 
General Practitioner Services, Health Services in the Highlands 
and Islands, and Health Centres. 

Each Committee consists partly of members of the Health 
Services Council appointed by the Council and partly of persons, 
whether members of the Health Services Council or not, 
appointed by the Secretary of State after consultation with 
various representative organizations. 

The Committees will advise on the Health Service matters 
with which they are concerned, both as they think fit and also 
on any questions that may be referred to them by the Secretary 
of State. They will report direct to the Secretary of State, but 
are required to inform the Health Sendees Council, who may 
express their views on the matter under consideration. 

Medical Advisor}’ Committee 

(n) Members appointed by Secretary of State. — Dr. D. P. 
Cuthbertson, director, Rowett Research Institute, Aberdeen- 
shire ; Professor T. J. Mackie, professor of bacteriology, Edin- 
burgh. 

(6) Members appointed by Health Services Council . — 
Professor Dugald Baird, regius professor of midwifery, Aber- 
deen ; Dr. A. D. Briggs, medical superintendent, Stobhill General 
Hospital, Glasgow ; Professor D. F. Cappell, professor of patho- 
logy, Glasgow; Dr. W. G. Clark, M.O.H., Edinburgh; 
Dr. Mar}’ Esslcmont, Aberdeen ; Professor G. B. Fleming, 
formerly professor of medical paediatrics, Glasgow; Dr. G. 
Matthew Fyfe, M.O.H., Fife ; Mr. J. M. Graham, consulting 
surgeon, Edinburgh Royal Infirmary ; Professor Sir David 
Henderson, professor of psychiatry, Edinburgh ; Dr. J. R. 
s Langmuir, chairman, Glasgow Local Medical Committee ; 
Professor J. R. Learmonth, regius professor of clinical surgery 
ind professor of surgery, Edinburgh ; Dr. G. MacFcat, Douglas, 
Lanarkshire, chairman, Scottish Committee of the B.M.A. ; 
Dr. I. H. Maciver, Fort William, member of Northern Regional 
Hospital Board ; Professor J. D. McNee, regius professor of 
practice of medicine, Glasgow ; Dr. A. F. Wilkie Millar, mem- 
ber of Edinburgh Executive Council ; Professor T. Ferguson 
Rodger, professor of psychiatry, Glasgow ; Dr. W. D. D. Small, 
president. Royal College of Physicians, Edinburgh ; Professor 
Sir Sydney Smith, professor of medicine and Dean of the 
Faculty of Medicine, Edinburgh. 

Dental Ad\isory Committee 

la) Members appointed by Secretary of State. — Mr. J. 
Aitchison, director of studies and Dean of Glasgow Dental Hos- 
pital and School ; Mr. Hugh Miller Biggs, Glasgow ; Mr. J. 
Campbell. Glasgow ; Dr. H. M. Crombie, Aberdeen, represent- 
ing oral surgery in general hospitals ; Mr. Adam Cubie, Glas- 
gow, representing general consultants ; Mr. J. Johnston David- 
son, dentist, Dundee ; Mr. A. P. Husband, Glasgow ; Mr. W. 
Russell Logan, Edinburgh, representing orthodontia; Mr. A. 
Marshall, Paisley, representing school and other priority 
'cr\ ices. 

lb) Members appointed by Health Services Council.— Dr. R. 
C. Scott Dow. dental practitioner, teacher at Edinburgh Dental 
Hospital and School and examiner in dental surgery for Royal 
College of Surgeons, Edinburgh; Mr. James F. Henderson, 
dental practitioner, Motherwell ; Mr. Thomas Rankin, Hamil- 
ton. consulting dental specialist to plastic and jaw injury units 
at Bangour and Ballochmyle. 

Nursing and Midwifery Advisory Committee 

tci Members appointed by Secretary of Stale. — Miss M. I. 
Adams, matron. City Hospital, Edinburgh ; Miss P. Bennett, 


county nursing superintendent and supervisor of midwives for 
Midlothian and Peebles; Mrs. K. G. Brown, 1, Albyn Place, 
Edinburgh ; Dr. W. L. Burgess, M.O.H., Dundee ; Mr. J. Butler, 
Lenzie, Glasgow, mental nurse ; Miss M. M. Cardno, ortho- 
paedic ward sister, Royal Infirmary, Aberdeen ; Miss R. Clark- 
son, matron, Royal Hospital for Sick Children, Glasgow; 
Miss 1. Dean, matron, Royal Northern Infirmary, Inverness ; 
Miss I. Hamilton, superintendent, Queen’s Institute of District 
Nursing, Scottish Branch ; Dr. W. F. T. Haultain, deputy chair- 
man, Central Midwives Board for Scotland ; Miss M. C. N. 
Lamb, assistant secretary, Royal College of Nursing, Scottish 
Board ; Miss A. C. Shirra, lady superintendent, Glasgow Royal 
Mental Hospital; Lady Thomson, wife of the Lord Justice 
Clerk. 

{b)- Members appointed by Health Services Council . — 
Miss J. P. Ferlie, matron, Simpson Memorial Maternity Pavilion, . 
Edinburgh ; Miss C. M. Keachie, secretary, Scottish Health 
Visitors’ Association ; Miss E. G. Manners, matron. Royal 
Infirmary, Glasgow. 

Pharmaceutical Advisory Committee 

(a) Members appointed by Secretary of Slate. — Mr. John 
Boyd, Edinburgh, manager of Boots Cash Chemists in Scot- 
land ; Mr. C. A. Buick, Port Glasgow ; Mr. Colin Campbell, 
manager, Retail Drug Department, S.C.W.S., Ltd., Shieldhall, 
Glasgow ; Mr. P. H. Cartwright, Galashiels ; Mr. David Currie, 
pharmacist at Foresthall Institution, Glasgow, and chairman, 
Guild of Public Pharmacists; Mr. C. W. Macfarlane,JDundee; 
Dr. I. M. Macleod, Inverness, member of Drug Accounts Com- 
mittee ; Mr. J. H. Ramsay, Edinburgh ; Mr. G. D. Stewart, 
representative for East of Scotland on the Association of 
Pharmaceutical Employees. 

(b) Members appointed by Health Services Council . — 
Mr. C. G. Drummond, pharmacist, Edinburgh; Dr. D. McCall, 
Edinburgh, assistant resident secretary. Pharmaceutical Society 
in Scotland. 

(There is one vacancy, the filling of which is under con- 
sideration.) 

Advisory Committee on Hospital and Specialist Services 

(a) Members appointed by Secretary of State. — Dr. R. Bailey, 
Gogarburn Institute, Edinburgh ; Mr. J. Brownlee, lay super- 
intendent, Dumfries and Galloway Royal Infirmary ; Mr. James 
McKelvie, member of South-Eastern Regional Hospital Board ; 
Mr. J. MacKenzie, Craig Dunain Hospital, Inverness; Miss 
Eleanor Stewart, director, Glasgow Maternity and Samaritan 
Hospitals ; Mr. Russell Paton, Edinburgh. 

{b) Members appointed by Health Services Council . — 
Professor Dugald Baird ; Dr. A. D. Briggs ; Professor D. F. 
Cappell ; Dr. R. C. Scott Dow ; Lieutenant-Colonel J. C. 
Dundas, chairman, British Hospitals Association (Scottish 
Branch) ; Dr. Mary Esslemont, Aberdeen ; Mr. W. F. Ferguson, 
secretary and treasurer, Edinburgh Royal Infirmary ; Professor 
G. B. Fleming ; Mr. J. M. Graham ; Professor Sir David 
Henderson ; Professor J. R. Learmonth ; Sir H. Broun Lindsay, 
convener. East Lothian County Council, and chairman of 
County Councils Association ; Dr. D. McCall ; Dr. G. MacFeat ; 
Professor J. D. McNee ; Miss E. G. Manners ; Professor T. 
Ferguson Rodger ; Dr. W. D. D. Small ; Professor Sir Sydney 
Smith ; .Captain Joseph Steel, director, Crichton Royal Institu- 
tion, Dumfries ; Captain J. P. Younger, director, Stirling Royal 
Infirmary. 

Advisory Committee on Local Authority Services 

(a) Members appointed by Secretary of State. — Dr. May 
Baird, chairman of North-Eastern Regional Hospital Board; 
Dr. J. Dunlop, formerly assistant M.O.H., Glasgow ; Mr. J. 
Graham, convener, West Lothian County Council ; Dr. Kate 
Harrower, Glasgow ; Mr. R. P. Ligertwood, chairman, Public 
Health Committee, Aberdeen County;’ Provost Michael 
McGivern, convener. Public Health Committee, Coatbridge ; 
Councillor William Reid, convener, Health Committee, Glas- 
gow Corporation ; Miss C. Sinclair, superintendent, Central 
Training Home, Edinburgh. 

{b) Members appointed by Health Services Council . — 
Dr. W. G. Clark ; Mr. Alexander Cunningham, member of 
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Staling County Council ; Miss J. P. Ferlie ; Dr. G. Matthew 
Fyfe ; Mr. James F. Henderson, dental practitioner. Mother- 
well ; Miss C. Keachie ; Sir H. Broun Lindsay ; Mr. John Mann, 
convener, Lanark County Council ; Mr. William O’Neill, mem- 
ber of Dundee Corporation ; Professor T. Ferguson Rodger ; 
Captain Joseph Steel ; Provost James Young, Kirkcaldy. 


Advisory Committee on General Practitioner Services 

(a) Members appointed by Secretary of State. — Mr. G. G. C. 
Bain, chairman of Aberdeen City Executive Council ; Councillor 
James Campbell. Edinburgh; Mr. M. B. Jackson, ophthalmic 
optician, Dunfermline ; Mr. R. H. G. McGhee, Glasgow, mem- 
ber of Joint Ophthalmic Services Committee; Dr. E.Neil Reid, 
M.O.H.. Stirling County ; Professor W. J. B. Riddell, Glasgow. 

(b) Mei>t hers appointed by Health Services Council . — 
Mr. Alexander Cunningham ; Dr. R. C. Scott Dow ; Mr. C. G. 
Drummond ; Dr. Mary Esslemont ; Mr. James F. Henderson, 
dental practitioner, Motherwell; Dr. J. R. Langmuir; Dr. D, 
McCall ; Dr. G. MacFeat ; Dr. I. H. Maciver ; Dr. A. F. Wilkie 
Millar: Mr. William O’Neill; Mr. Thomas Rankin; Provost 
James Young. Kirkcaldy. 

Advisory Committee on Health Services in the Highlands and 
Islands 

(a) Members appointed by Secretary of State. — Dr. J. R. 
Anderson. Fortrose, Ross-shire; Mr. J. S. Banks, John o’ 
Groats ; Dr. W. N. Gray, Helmsdale, Sutherland'; Mr. A. I. C. 
Hamilton, Inverness ; Dr. J. L. Horne, M.O.H., Ross and 
Cromarty: Provost A. J. Mackenzie, Stornoway; Dr. A. J. 
Macleod. Lochmaddv, North Uist; Mr. Ian McClure, superin- 
tendent. Balfour Hospital, Kirkwall ; Councillor Donald 
Macpherson. Inverness, chairman. Northern Regional Hospital 
Board ; Provost Hugh Ross, Inverness. 

(b) Member appointed by Health Services Council . — 
Dr. I. H. Maciver. 

Advisor}' Committee on Health Centres 

(a) Members appointed by Secretary of State. — Councillor 
W. P. Earsmau, Edinburgh ; Dr. D. Dale Logan, Ncwmains, 
Lanarkshire ; Dr. John Winning, house surgeon and physician. 
Southern General Hospital, Glasgow. 

[b) Members appointed by Health Services Council.— 
Dr. W. G. Clark ; Mr. C. G. Drummond ; Miss C. Keachie ; 
Professor J. R. Learmonth; Mr. John Mann-; Dr. A. F. Wilkie 
Millar; Mr. Thomas Rankin; Dr. W. D. D. Small ; Professor 
Sir Sydney Smith. 


Medical Ethics 


Breaches of Confidence 

Since the National Health Service started many doctors have 
been asked to give information about patients which, if dis- 
closed, might amount to a breach of professional secrecy. It 
is an ethical tenet of the profession that medical men shall not 
voluntarily divulge to anyone, without the consent of the patient, 
information obtained in their professional relationship with 
their patients. Various certificates and forms of inquiry which 
pass through lay hands give ample opportunities for violation 
of. this principle. 

The Central Ethical Committee is anxious lest medical men, 
already deluged with a bewildering variety of official forms, 
lose sight of this principle and think that any form with an 
official appearance must be filled in. Any information which 
includes the identity of the patient should be given only with 
his consent. However, these ethical obligations are subject to 
the requirements of the law. 


Scottish Headquarters 

The telephone number of the Scottish Office of the B.MA. has 
been chanced to Edinburgh 33531, 33532, and 33533. 


Correspondence 


The Supplementary Estimates 

Sir, — In the leading article on the Health Service entitled 
“Medical Economics” on Feb. 17, 1949, The Times stated 
that the Government had seriously underestimated the cost of 
the dental and ophthalmic services but that last July no one 
else had any better guess to offer. This statement is quite 
untrue, because any ophthalmic surgeon . or optician could 
have told the Government that it was not possible to run a 
supplementary’ service on £2 million a year, and, more than 
that, many of us did tell the public. 

I spoke at a meeting at Epsom on the Health Service in May, 
194S, and my opponent was Mr. Somerville Hastings, M.P. 
I suggested to the audience that the Health Service would cost 
the taxpayer at least £250 million — a statement which Mr. 
Somerville Hastings contradicted, as he said the estimate was 
£150 million. 1 explained that I had given this higher figure 
because the Supplementary Ophthalmic Service at £2 million 
had been very seriously underestimated, and I gave as my reason 
the fact that in 1947 about 4,000,000 pairs of spectacles had 
been sold to the public, and it seemed unlikely that in 1948-9 
fewer pairs would be supplied free. The average cost, with the 
examination fee and wholesale price of the spectacles, must 
work out at somewhere about £4 per pair. The rest vvas merely 
simple arithmetic for those an fait with the subject. 

As many of us explained at the Representative Meeting, no 
single preparation had been made for the Health Service before 
it came in, and the resulting chaos is typical of all Socialist 
planning. — I am, etc., 

Camberlcy. Surrey LESLIE HARTLEY. 


Representation of Tuberculosis Workers 
Sir, — I have been instructed to reply to the letter from Drs. 
D. P. Sutherland and N. J. England (Supplement. Feb. 5, p. 631. 
Dr. Sutherland knows that the North-Western Tuberculosis 
Society has not been well supported in the past by the Liver- 
pool Region, and therefore its officers are from Manchester 
and areas remote from here, who do not know our local prob- 
lems. The representatives of the North-Western on the Joint 
Tuberculosis Council report to the Society, but the opinion of 
members is not sought before decisions are reached. 

As the J.T.C. has asked to be represented on the Negotiating 
Committee, the other members of the committee will presume 
(bat this representative claims to speak for the doctors working 
in tuberculosis. When he is not representative of many of 
these workers, he has no right to make such a claim. The 
British Tuberculosis Association would have a better claim. 
but then again an inadequate one. 

The J.T.C. has done good work in the past, but it is now- 
trying to do work for which it is not suited, and if it is to do 
this new work it should be representative of regions and not of 
societies. I am. etc., William D. Gray. 

Hon. Sec., Urerpool Rentes 
Tuberculosis Society. 


Income of General Practitioners 
Sir.— In your leading article of Nov-. 13, 1948 (p. 864), you 
state that before the War the total professional incomes of 
general practitioners in England and Wales and Scotland added 
together amounted to rather more than £28 million, and that 
the total remuneration available now vvas approximately 
£45 million. 

Dr. Charles Hill, in his letter to every member of the pro- 
fession (Supplement. Oct. 23, 1948, p. 145), states as follows: 
“ Before the war the total professional incomes of general 
practitioners in England, Wales, and Scotland added together 
amounted to rather more than £28 million. r /fbe total re- 
muneration provided under the N.H.S. Acts f° r £Cnera 
practitioners is approximately £45 million. - '' - ro;![ j. two 
You will doubtless appreciate that you nfillion to 
different statements, as Dr. Hill restrict* , [h f. , nY money 
the National Health Service alone, exclu S U^ht. If 
earned in private practice. /You o®" 1 . ? , fantasy & en - 
Dr. Hill is not simply, insulging io juiced b c . 

surely the medical rfin of this country should m 
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affluent, and it is hard to understand all these distressed cries 
that are reaching your Journal at the present time. Many 
letters, indeed, suggest that the B.M.A. would have been well 
advised to concentrate upon finance rather than upon principles. 
Do you not now agree that if, having agreed and reaffirmed 
certain vital principles for the good of medicine, we had only 
had the stability and encouragement to stick to those principles 
the profession would not be in the deplorable position in which 
it finds itself to-day ? — I am, etc., 

Bournemouth E. DOUGLAS GRANGER. 

V The Secretary of the Association states: Professor 
Bradford Hill estimated the aggregate general-practitioner 
income before the war at rather more than £28 million. 
The sum now being distributed among general practitioners 
in the Service for the care of public patients is approximately 
£45 million. This sum is regarded as inadequate in total for 
the reasons set out in full in the Report of the General Medical 
Services Committee ( Supplement , Feb. 19, pp. 83-5). If indi- 
vidual doctors are to be appropriately paid for their work 
there are needed first an adequate sum and secondly a fair 
distribution. 

Salaries of Medical Research Workers 

Sm, — We welcome the initiative shown by the Association of 
Scientific Workers in drawing up a memorandum on the salary 
of the research worker. We agree that the discrepancies between 
the rates of pay of research workers and clinical specialists is 
not only unjust to the former but also makes recruiting of 
research workers difficult. The threat of a drift of those already 
in research to more remunerative clinical appointments is real 
and must be avoided if we are to maintain and advance our 
international position in medicine. While we welcome the 
recommendation to increase the salaries of research workers, 
we disagree that research workers of any grade should have 
to accept a salary less than their colleagues in the clinical 
specialties, whether the difference is 10%, 20%, or any other 
figure. Such a proposal js tantamount to admitting that research 
is so much less important to society than clinical practice. 

In the past, two main arguments have been used to limit the 
salaries of research workers. The first is that research is a 
vocation, and the second that research workers miss the “ hurly- 
' burlv ” of clinical work. In our opinion these arguments are 
illacious. If research workers were paid equally with other 
pecuhsts there would be no economic limitation to the attrac- 
tion of the best men into research. Furthermore, many research 
workers do not live in ** ivory towers " ; most of them have as 
active a life as clinicians, and many of them have a certain 
degree of clinical responsibility. We consider that some of 
the recommendations for the grading of workers in research 
may give rise to anomalies. We feel that nobody entering upon 
r research career should have to lose financially, and the salary 
of the research trainee should be adjusted to take this into 
account. On completion of a preliminary training period of 
twelve months or so he should be graded as a specialist registrar 
and be paid the corresponding salary. If the research worker 
is considered capable of continuing his work after a period of 
three to four years he should be accorded specialist status. 

We should like to emphasize the necessity of according full 
specialist status to research workers at that stage in their career 
when, had they been engaged in purely clinical work, they 
would be regarded as specialist— i.e., about the age of 32, as 
mentioned in the Spens Report. We wish to avoid the anomaly 
of grossly underpaid research workers of considerable experi- 
ence. The principle of equality of pay would allow easy trans- 
fer of a clinical specialist to full research work in his own 
specialty, and make use of the research capacity of a large 
number of clinical specialists. 

The recommendation in the A.Sc.W. memorandum that 
administrative responsibility should be considered in the 
grading of those at present engaged in research is unwise 
and may encourage too close a parallel with the Civil Service 
svstem. The value of administrative ability is not denied, and 
where a research worker’s duties involve .additional administra- 
c , organization work — e.g., director of department — he 
receive additional remuneration. I We agree with the 
. .......a" jum in that non-mcdicaliy qualified medical research 

,,er ' -hould be paid on the same^Rle as the medically 


qualified. We would welcome the opinions of other research 
workers on this issue. — We are, etc., 

Birmingham Research Workers. " 

V The Council at its last meeting decided to set up a special 
committee to consider the best methods of securing the applica- 
tion of. the iccommandations of the Spens Committee to all 
full-time mafia...'!!;, qualified salaried workers not remunerated 
through the National Health Service. Further details are given 
in the report of the proceedings of Council of Feb. Id.— Eo.. 
B.M.J. 

“ Royal College of General Practitioners ” 

Sir, — F or discussion and opinion a new Royal College to be 
called the Royal College of General Practitioners is suggested 
as an urgent need. Correspondence columns have for some 
time shown strong feeling that never have the interests of G.P.s 
been so mismanaged or neglected as in recent years. Influence, 
status, and material prosperity, it is complained, are waning. 
The advent of the new National Health Service has intensified 
this. Hundreds of doctors, allegedly, have been' caused much 
financial and mental distress. For this the Ministry of Health 
has had chief blame. 

Members of the B.M.A. and public, recent signs show, arc 
gradually realizing the blame to be unjust. From evidence 
slowly emerging it would seem that few if any circumstances 
now causing hardship need have arisen had the facts (before 
July 5) been properly put for consideration or even, in some 
cases, revealed. In some instances terms offered by the Ministry 
but refused as unjust.ore now realized as generous. A ne« 
approach to the Ministry, and from a new source, seems indi- 
cated. Where hardships are caused by unsound advice or pool 
judgment it scarcely seems sensible to ask the same advisers to 
get one out of these difficulties. Moreover, it seems a little 
hard on the advisers themselves. 

For surgeons, physicians, and, more recently, gynaecologists 
Royal Colleges are considered necessary. Yet G.P.s are a far 
larger class. Their problems and difficulties, more varied and 
numerous, can often be estimated and remedied only by G.P.s 
With the ever-increasing interests of physicians and surgeons, 
their two Colleges, it is now widely felt, have more than enough 
to do for their own. They can have but little time for and Jess 
knowledge of the needs of G.P.s. 

' The “ Terms of Service ” meeting at B.M.A. House (Ian. 27) 
was an interesting experience. It made one doubt, however, il 
we, the audience, or those on the platform had learnt, much 
from recent events. More than ever did the need for the Royal 
College here advocated seem urgent. Unfortunately, written 
-questions, the only ones permitted at the meeting, were too 
numerous for the subject of this letter, put down by me, to be 
reached. The G.P. is frequently referred to as the backbone 
and vitals of medicine. Here, by supporting the proposal of 
this letter, is opportunity to all ranks of the profession to give 
the lie to a sardonic rejoinder oft repeated that the G.P. is only 
so acclaimed where drudgery and ill-paid work are to be done. 
— I am, etc., 

London, W.2. P. K: Murphy. 

Shortage of Hospital Beds 

Sir, — I n case some should take it seriously, may I answer 
Dr. A. Fry’s criticism ( Supplement , Feb. 12, p. 79)' of hos- 
pitals in general ? The unfortunate facts which he enumerates 
have, I believe, explanations other than those offered. Whereas 
he implies that medical attendances have not significantly 
increased among general practitioners, this is not so at many 
hospitals, where appointments in some special departments have 
doubled during the past six months. 

The delay in the examination of the patient described, who 
was awaiting eye and E.N.T. appointments, might not be uncon- 
nected 'with the acknowledged heavy demand for free reading- 
glasses and hearing-aids. 

I wonder whether the fracture quoted was' due to a secondary 
hypernephroma 7 Surely pain can be relieved in a patient's 
own home 7 

The elderly man with pneumonia certainly required admis- 
sion to hospital, but it must be remembered that the bed 
shortage which involved his refusal has often been increased by 
previous admissions of somewhat similar cases. I refer to those 
who become bedridden and who are blessed with relatives who 
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are m ilmg to have them home again after their recovers 
fron ■ acute illness Thus they remain in hospital and 
1 k a bed for perhaps a dozen or more acute cases per 
\e il released by death A healthier and happier health 

st will not be armed at bv describing hard-worked hos 

p affs as cynical and without human feeling — 1 am etc 
„ n MO F Mevoe 

S r — I would be most grateful if sou would kindlv allow me 
a little space to support whole-heartedly Dr A Fr\ ( Supple 
meni Feb 12, p 79) when he complains bitterly of the shock 
me shortage of hospital beds and the difficult;, of getting urgent 
cases mto hospital 1 can onl) say from my own recent expen 
ence that it is practically impossible to admit e\en the most 
urgent medical cases mto hospital When phoning the Emer 
eenc\ Bed Service-— a splendid institution without blame — one 
usual!; gets the refreshing replv, “I am very sorry. Sir, but 
it will be almost impossible to get sour patient into hospital 
to-day I will try my best and phone the hospitals” 

The other night I had to wait for more than two hours to 
get the reply from the E B S that nine hospitals in the London 
and Middlesex area were unable to admit a most urgent medical 
case of mine 

To ease this deplorable situation may I offer to the Minister 
of Health, free of charge, the suggestion to advise his 
nationalized hospitals to report ev cry day, morning and even 
ing, to the EBS the number of beds available (classified as 
surgical, medical, and children’s beds) This would facilitate 
matters greatly and would enable the EBS, without losing 
most valuable time, to arrange the immediate admittance of 
the patient, avoiding countless inquiries about vacancies — I am 
etc , 

London \ 3 ^ SlMON 

Reflections on N.H.S. 

Sir — Dr R W Cockshut m his article Reflections on 
NHS” ( Supplement Jan 29 p 46) states that three years 
ago the B M A agreed to a comprehensive 100% service 
administered bv the Ministry of Health I would venture 
to suggest that this statement is not quite accurate Repre 
sentatives who were present at the May, 1945, SRM will 
remember that the meeting was only persuaded to accept a 
100% service prouded that ample safeguards are introduced 
to ensure that anv member of the community, whatever his 
income, should be entitled to obtain his medical service m 
part or in whole privatelv as for example by grant w aid 
provisions ’ Is it now convenient to forget that proviso 17 
Are we to forget that, time and again, resolutions have been 
earned by the Representative Body with the object of prevent- 
ing the penalization of the private patient and the doctor who 
wishes to treat him ■> Why does the Council now allow these 
resolutions to be forgotten *> If it intended them to be put 
into effect, surelv it would never have recommended the 
profession to enter the N H.S last July ? All the B M A 
seems to care about now is the remuneration of doctors in 
the NHS If it wishes to retain in its membership those 
of us who are opposed to a State monopoly of medicine it 
would do well to remember that some of us still believe in 
the principles for which our Australian colleagues are prepared 
to fight 

Some of us also remember that when the original questionarv 
was distributed during the war we were never given the oppor- 
tunity of saying if we wished to be paid on a ‘ fee-for service ’ 
basis Why "> Perhaps our planners never really wished pri- 
vate practice to survive the onslaught of State medicine I am 
Sir. still a fighter, and wish our Australian friends good v Iuck 
Mav they stand firm 1 — I am. etc 

tXirkinc Surrey CYRIL E BE.VRE 

Future Aims 

Sir, — As one of the present generation of medical students 
1 was interested to read Dr lohn Frew's suggestions (Supple 
mem, Jan 29, p 53) for our education in a new scale of values 
to teach us a new attitude to the National Health Service One 
or two ideas particularh took mi fanev — for instance that one 
of the wavs of proving loviltv to the Service (so loudli protested 
bv Dr Frew to be his aim) is to raise a new generation of 
rebels” that will wreck the scheme ' as it should be wrecked ” 
Or again, that a good way to win back public support and 


respect, and indeed our own self-respect, would be -to use 
intensive propaganda in papers and periodicals and in flaring 
posters on hoardings and m every doctors surgerv ’ to make 
the public despise (amongst a lot of other things that Dr Frew 
thinks despicable) the Service, however efficient we can make it 
I can see the public giving its support and respect to a bodv 
of responsible people behaving thus — on the one b3nd working 
and accepting payment under the Scheme because, according 
to Dr Frew’s own confession, thev were lured into it bv 
monetary considerations , and on the other training their 
successors and inciting their patients bv propaganda to wreck 
a nation-wide scheme enacted by Parliament 

But perhaps the most charming idea is that the B NU should 
hire and pay generously poets, artists philosophers, and 
[believe it or not] ‘travellers and mountaineers to preach to 
our successors that there are nobler and greater values than 
the monetary ones for which we have sold our freedom ’’ 
Travellers and mountaineers paid generously to preach how 
little value money has — I think that the suggestion should be 
passed to the deans of all the medical schools, and questions 
on ethics (with particular reference to climbing in the Alps) 
should be included in the final M B papers 

But taking Dr Frew’s last point seriously may I suggest 
to him that people who form any opinions at all about “ values ” 
do not like being preached at, however eminent and well- 
qualified the preacher may be, preferring rather to decide for 
themselves what these values are, especiallv if the preachers, 
as would be the case were they chosen bv Dr Frew, were 
selected not for their achievements but became their view of 
these highly debatable * greater values ” coincided with that of 
such unbending partisans as Dr Frew n — I am, etc , 

London W I P Mestttz. 

Supplementary Ophthalmic Services 
Sir — M r S Black states m his letter to you (Supplement 
Feb 12, p 78) that 85% of all cases are seen by ophthalmic 
(sight testing) opucians This seems to me an exaggerated 
claim put m for propaganda purposes and should be sub 
stantiated by some sort of proof If his figure is even approxi 
mately correct it is another reason whv it would be very foolish 
to attempt to lessen the cost of the Service by cutting down the 
fee payable to the ophthalmic medical practitioner, who must 
be getting an infinitesimal share of the total expenditure 
The whole point of my letter (Supplement, Jan 22, p 40) 
was to stress the need for more ophthalmic surgeons and to 
point out that lowering of fees would have a fatal effect on 
recruitmenL We all want to see the permanent scheme estab 
hshed successfully as soon as possible, but this cannot be done 
with the numbers available at present When the permanent 
scheme does come mto force we will also need all the opticians 
that Mr Black and his organization can produce, and under 
skilled supervision thev will be able to practise their art and 
do verv well within its limitations 
As to Dr J H Austin (Supplement, Feb 12, p 78), I am not 
quite clear what his point of view is I have had nearly thirtv 
vears’ expenence of out-pauent hospital work and 1 ara well 
aware of its limitations and frustrations If one did personally 
do one’s share of refractions at short periods one was backed 
by more or less competent assistant sight-testers who were 
nurses or other trained persons, and if the svmptoms sugeested 
a lack of muscle balance or the like it could be investigated 
under supervision, and the surgeon had the whole picture — 
mental, phvstcal, and refractive — before him to enable him to 
prescribe glasses or otherwise Does Dr Austin think this 
could be done equally well bv an optician *> 

It has been pointed out to me that Mr Bevan has very little 
interest in the quahtv of his medical service, and is onlv 
interested m the quantity This is where the medical pro 
fession must take its stand — and do so now —I am etc, 

Bnxharc Devos CECIL B F T lVV 

Sir Mr S Black ( Supplement Feb 12, p 7S) makes great 
plav in the Press of the need for a thorough examination taking 
half an hour in each case where a patient cones for ref-action 
His latest letter to your Jourtal stresses the need for full 
examination of the binocular apparatus, from which I would 
presume that he means examination on the synoptophore, Hess 
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chart, and binocular fields of vision, etc. Since he has at no 
time defined what he means ,by an adequate examination of 
the eye, I think it is essential that he should do so, so that we 
may know what he is talking about. Obviously a routine per- 
formance of a multitude of tests is of no value itself unless 
the examiner has some clinical acumen, and. unnecessary testing 
merely confuses and alarms the patient. 

The fact that 85% of the population is examined by opti- 
cians proves nothing in itself, but one might deduce from it 
that there is a great need for more ophthalmologists. — I am, 
etc., 

Parnborouch, Hants. P* 1— ALLEN. 


POINTS FROM LETTERS 

Rusk Salary 

Dr. Kenneth McFadyean (London, S.E.24) writes: According to 
the report of the Metropolitan Counties Branch in the Supplement 
of Feb. 5 (p. 55) Dr. Hill was asked. Why was a means test required 
in the allocation of basic salary ? He is stated to have replied, “ It 
was felt that a man who demanded this higher rate of remuneration 
from the local pool should prove justification." Apparently this 
answer was accepted without further discussion. It is amazing what 
one can get away with from a platform. The man, in demanding 
the basic salary, js only exercising his right on the basis of the 
contract under which he entered the Service. Dr. Hill’s answer 
proves justification neither for the breach of contract nor for the 
introduction of a means test — i.e., reference to other sources of 
income, which have nothing to do with the man's professional 
earnings and less than nothing to do with the terms of the contract 
under which he joined the Service . 

Certificates Tor Corsets 

Dr. J. V. L. Grant (Tamworth, Staffs) writes: The whole medical 
profession in general practice is irritated beyond endurance by the 
maddening demands of their women patients for certificates for 
corsets. This evening a woman of 76 of small physique came into 
my consulting-room and asked for a certificate to take to the woman 
agent of a corset firm, which I refused, explaining that she had no 
medical or surgical ailment. She was very annoyed and loudly 
informed ail the people in my crowded waiting-room that I had 
actually refused her a certificate for -corsets. Doubtless she will now 
take herself elsewhere. As each case honestly refused means five 
to ten minutes’ exasperating argument and a dissatisfied patient, is it 
surprising that wc perhaps prefer to certify the existence of an 
imaginary severe gastro- or visceroptosis ? . . . 


H.M. Forces Appointments 


INDIAN MEDICAL SERVICE 

Colonel J Rodger, O.B.E., M.C., has retired. 

Lieutenant-Colonel A E. Kingston, O.B.E., has retired and has 
been granted the honorary rank of Colonel. 

Lieutenant-Colonel G. R. M. Apsey and Major (War Substantive 
Lieutenant-Colonel) G B, Jackson, C.B.E., have retired but continue 
io be borne on the Special List (ex-Indian Army) British Army while 
employed with the Pakistan Armed Forces. 

Lieutenant-Colonels R. T, Hicks. O.B.E., H. H. Elliott, C.I.E., 
M B E , MC, G. K. Graham, O.B.E., and G. P. F. Bower have 
retired 

Majors (War Substantive Lieutenant-Colonels) C. B. Jones, F. R. 
Cawthom, O BE., and R. D. Scriven, M.C., have retired anti have 
been granted the honorary rank of Colonel. 

Majors M. C. L Smith, V. D. Gordon, R. Y. Taylor, and J. Ford- 
Thomson have retired and have been granted the honorary rank of 
Lieutenant-Colonel. 

Major M. L. A. Steele, M.B.E., has retired. 

COLONIAL MEDICAL SERVICE 

I he following appointments have been announced: D. M N. 
Jones. M.B., D P.H . Medical Officer, Uganda; A. J. Brown, 
M.R.C.S., Medical Officer (Out Islands), Bahamas: W. F. Cooper, 
M.fL. D.P.H.. Port Medical Officer, Aden; J. Kotowski. M.B. 
Medical Officer, Falkland Islands: E. Michalski, M.B., Medical 
Officer (District Services), Trinidad : J. M. Cruikcbank. M.D.. B.P.H., 
Director of Medical Services. Fiji, and Inspector-General of the 
South Pacific Health Service: J. H. Pottinger, M.B.. D.T.M.&H., 
D.P.H., Assistant Director of Medical Sendees, Nigeria; L. P. 
) punelao, M B , Senior Medical Officer. British Honduras; L. A. M. 
McShmc, F.R.C.S., Medical Officer. Grade B, Trinidad; E. A. 
Kenner, M.B., Assistant Director of Medical Services, Sierra Leone; 
W. D. , Silvern, M.B., F.R.C.P„ Senior Lecturer on Pathology, 
university College, Ibadan, Nigeria. 


Association Notices 


Diary of Central Meetings 

March 

8 Tues. Central Ethical Committee, 2 p.m. 

9 Wed. Publishing Subcommittee, 11 a.m. 

10 Thurs. Planning Subcommittee, 11 a.m. t 

11 Fri. Public Health Committee, 2 p.m. 

16 Wed. Committee on Constitutional Position of Association. 

2 p.m. 

17 Thurs. Drafting Subcommittee, 2 p.m. , 

22 Tues. Committee on the Postgraduate Education of General 

Practitioners, 2 p.m. 

23 Wed. Council, 10 a.m, 

24 Thurs. Ethical Rules Subcommittee, 12.15 p.m. 

29 Tues. Special Representative Meeting, 10 a.m. 

30 Wed. Special Representative Meeting, 10 a.m. 

April 

4 Mon. Joint Committee of B.M.A. and National Veterinary 

Medical Association, 2 p.m. 

Branch and Division Meetings to be Held 

The following meetings have been arranged for consideration of 
(a) Report of Council on the Constitutional Position of jhe Associa- 
tion, and/or ( b ) Report of Council on Remuneration ' of General 
Practitioners in the National Health Service, and/or (c) Instruction 
of Representatives to Special Representative Meetings on March 29 
and 30: 

Barnsley Division. — At Queen’s Hotel, Barnsley, Sunday, March 
13, 3.30 p.m. 

Bradford Division. — At Royal Infirmary, Bradford, Wednesday, 
March 9, 8.15 p.m. 

Cambridge and Huntingdon Division. — At Addenbrooke’s 
Hospital, Cambridge, Saturday, March 12, 2.30 p.m. Annual general 
meeting. ’ 

Consett Division.— At Commercial Hotel, Consett, Friday, 
March 11, 7.45 p.m. 

Goole and Selby DivisioN.~At The Lodge, Snaith, Sunday, 
March 13, 3.30 p.m. 

Leeds Division. — At Medical School, Leeds, Wednesday, March 9, 
8.15 p.m. 

Sheffield Division.— At Royal Victoria Hotel, Sheffield, Sunday, 
March 13, 7.30 p.m. All medical practitioners in the area of the 
Division are invited. 

Sunderland Division. — At Royal Infirmary, Sunderland, Sunday, 
March 6, 3 p.m. 


Chesterfield Division.— At Out-patient Department, Chesterfield 
Royal Hospital, Friday, March 11, 8.45 p.m. B.M.A. Lecture by 
Professor A. Haddow : " Biochemistry and the Control of Cancer." 

Dorset DivisiON.~-At the Old Shire Hall, Dorchester, Friday, 
March 11, 8.30 p.m. B.M.A. Lecture by Mr. Geoffrey Keynes: 
" The Thymus Gland and Myasthenia Gravis.” The lecture will 
be illustrated with a coloured film. 

Guildford Division.— At Royal Surrey County Hospital, Guild- 
ford, Tuesday, March 8, 8.30 p.m. Address by Mr. Anthony Green : 
“ Radiotherapy ” (with film). 

Lewisham Division.— At St. John’s Hospital, Morden Hill, 
Lewisham, London, S.E., Monday, March 7, 8.30 p.m. Mr. John 
How-kins: Gynaecological and Obstetric Quiz. 

North Bedfordshire Division.— A t Bedford County Hospital, 
Friday, March 11, 8.30 p.m. Lantern lecture by Professor J. M. 
Smelbe : “ Infections in Infancy — Their Type, Incidence, Diagnosis, 
and Treatment.” 

North of England Branch.— A t Royal Victoria Infirmary, 
Ncw-castle-upon-Tyne, Thursday, March 10, 7.15 p.m. Clinical 
demonstration by Mr. C. Dudfield Rose: “On Ulcers." 8.45 p.m. 
Address by Mr. W. Lyle Stewart : “ Medical and Veterinary Science 
— Some Dietetic and Infective Diseases of Common Interest." 

Plymouth Division.— At South Devon and East Cornwall 
Hospital, Plymouth, Friday, March 11, 8.30 p.m. B.M.A. Lecture 
by Professor Lambert Rogers : “ Sciatica.” 

Rochester. Chatham and Gillingham Division.— At St. 
Bartholomew’s Hospital, Rochester, Thursday, March 10, 8.30 p.m. 
Clinical meeting. Lecture by Dr. Geoffrey Bourne: “The Diagnosis 
of Congenital Heart Disease.” 

South-West Essex Division. — At Clinic Hall. Thorpe Coombc 
Maicrniiy Hospital, Walthamstow, E., Wednesday, March 9, 8.30 p.m. 
Lecture by Mr. D. F. Ellison Nash: “ Genito-urinary Disorders m 
Children.” 

Tunbridge Wells Division. — At Kent and Sussex Hospital, 
Wednesday, March 9, 8.15 p.m. Dr. H. S. Banks: ’Various 
Meningococcal Disease Syndromes.” 

Westminster and Holborn Division. — Joint meeting with Chelsea 
and Fulham and Kensington and Hammersmith Divisions at Post- 
graduate Medical School of the Royal Cancer Hospital, 24, Onslow- 
Gardens, Fulham, SAV., Wednesday, March 9, 8.30 p.m. Mr. W. A. 
Mill: “Cancer of the Nose and Throat." Open to all medical 
practitioners in the area of the Divisions. 



BRITISH 


MEDICAL JOURNAL 

LONDON SATURDAY MARCH 19 1949 


PARALYTIC POLIOMYELITIS 

THE EARLY SYJIPTOMS AND THE EFFECT OF PHYSICAL ACTIVITY ( 

ON THE COURSE OF THE DISEASE ' ^ 

By , \__ - 

W. RITCHIE RUSSELL, M.D., F.R.C.P., F.R.C.P.Ed. 

Neurologist to the Radcliffe Infirman •, Oxford 


^Attempts to describe the early svmploms and signs of 
poliomyelitis present considerable difficulties, as the disease 
may show in many different ways. There are some excellent 
descriptions of the clinical features of the disease in the 
.literature (e.g., Peabody, Draper, and Dochez, 1912), but 
recent epidemics have provided many more patients in the 
older age groups, and these can give a more detailed day-to- 
day account of their symptoms than has generally been 
available in the past. This paper is based on the careful 
questioning of 100 patients (59 males and 41 females) who 
were convalescent from poliomyelitis, and who were old 
enough to give a good account of their early symptoms. 
The number of pure bulbar cases is small, as these patients 
were often either unfit to be questioned or, having been 
discharged home after a short period of convalescence, 
no longer available. The method of recording the features 
of each case has been described (Russell, 1947), and speci- 
ally prepared “ Paramount ’’ punch-cards were used for 
further analysis of the material. 

The age groups were: under 11, 8 cases; 11-15, 21 ; 
16-20, 17 ; 21-25, 20 ; over 25 years, 34. 

The onset of the illness was in Great Britain in 85 cases, 
and in the remaining 15 in West Africa, the Middle East, 
or the Far East. Of the British cases 83 occurred during 
the 1947 epidemic, chiefly in the latter half of the outbreak. 

Pattern of the Disease 

In cases of paralytic poliomyelitis there may be three 
stages of the disease: the prodromal, the pre-paralytic, 
and the paralytic stages. 

1. The prodromal stage is seen in less than half the cases, and 
precedes the pre-paralytic stage by several days. It consists of 
, a brief and often slight illness lasting one or two days. Fever, 

> sore throat, headache, or nas3l catarrh are common symptoms. 

■ In most cases there is nothing specific about this stage of the 
disease, but in a few patients the symptoms of the prodromal 
stage resemble the spinal symptoms of the pre-paralytic stage. 

i 2. The pre-paralytic stage is the acute and critical period of 

> the disease. The virus is now multiplying in the central nervous 
' system, and the battle to decide the fate of the spinal-cord cells 
'.is probably over before paralysis is" detected. Spinal or 

meningeal symptoms develop and are often accompanied by 
^fever, malaise, nausea, or vomiting. Pains in the spme, trunk, 
■*;r limbs (spinal symptoms) are of special diagnostic value, 

■ hile on examination the neck is stiff and the cerebrospinal 
fluid shows a marked increase of cells. Many examples of these 

t symptoms are given below, but it must be emphasized that, 
though the appearance of spinal symptoms is very common, the 
i severity of these symptoms is remarkably variable, and indeed 
• the pains may be so slight that the robust patient considers them 


to be negligible. The pre-paralytic stage usually begins 
abruptly, and in the 100 cases studied 89 had an abrupt onset 
These can conveniently be referred to as "typical" cases. 
The cases described as “ atypical " are those in which the onset 
was indefinite or in which prodromal symptoms appeared to 
merge into the pre-paralytic. In some cases the pre-paralytic 
stage appears in two phases with an interval of perhaps one or 
two days, during which time the patient feels he has recovered 
from the worst of the illness. In both these phases the spinal 
symptoms are often prominent. 

3. The Paralytic Stage. — A remarkable feature of the para- 
lytic stage is that the patient sometimes feels that he is better 
and that the illness is passing off, when paralysis appears. 
In other cases, however, severe limb pains, muscle spasm, and 
fever continue for many days. 

, Abortive cases are those in which no paralysis appears. 
There may merely be a short prodromal stage with perhaps 
sore throat and fever, or there may, on the other hand, 
be a pre-paralytic stage with spinal pains and characteristic 
changes in the cerebrospinal fluid. When there is only a 
prodromal stage the diagnosis of poliomyelitis virus infec- 
tion can be little more than a guess, but when a typical 
pre-paralytic stage develops the diagnosis can often be 
made on clinical grounds with some confidence even though 
no paralysis occurs. 

Prodromal Stage 

As has been pointed out, the prodromal stage of the 
disease usually consists of a brief non-specific illness. In 
34 of the 84 “ typical ” cases there were prodromal symp- 
toms, usually lasting for one to three days and preceding 
the onset of spinal symptoms by an average of about five 
days. These symptoms often consist of a period of malaise 
with perhaps some fever, sore throat, headache, or cold 
in the head. 

Short Prodromal Illness in a “ Typical ’’ Case 

Case 1 (2).* Schoolgirl aged 17. Days I and 2 : — Sore throat 
with slight anorexia. ConUnued to attend school. Days 3-7 . — 
Felt well ; school as usual. Day S. — Lumbar pain ; con- 
tinued "school. Day 9. — Lumbar pain less severe in the fore- 
noon. Ballet-dancing for 1+ hours. Lumbar pain worse in the 
evening, spreading to abdomen. Day 10. — Pains worse in back, 
trunk, neck, and head. Some nausea. Motored 140 miles and 
felt very’ ill- Day H : — Pains less severe, but some pain in 
thighs; fever; restless and sleepless. Trunk muscles became 
paralysed, and there was weakness of the thighs and left arm. 

Three months later there was severe paralysis of the abdo- 
minal and trunk muscles. 

•The case notes are numbered seriatim and also according to 
the numbers in the records. 
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The occasional appearance of neurological symptoms in sionally pain in the head may appear without any of the 
the prodromal stage is of special interest, as they suggest v more common spinal pains, as in the following case. This 
some invasion of the central nervous system by the virus' record also provides an example in which the onset of the 
even at this early stage. pre-paralytic stage was vague and indefinite. 


Case with Neurological Symptoms in the Prodromal Stage 
Case 2 (64). Female aged 38. Days 1-3 : — Hyperaesthesia 
of skin of the abdomen. Day 4 ; — Hyperaesthesia continued ; 
she felt well, and did an exceptionally heavy day’s work in the 
house. Day 5 — Acute onset of pain in head and back, fever 
(102° F. =38.9° C.) and irritability; continued housework all 
day. Day 6: — Symptoms continued. Stayed in bed for half 
the day. Day 7 : — Left leg became paralysed. 

A month later there was still severe paralysis of the left 
thigh and trunk muscles. (See also Case 16.) 

Pre-paralytic Stage 

In considering the symptoms of the pre-paralytic stage 
of the disease it must first be emphasized that neither the 
severity of symptoms during the pre-paralytic stage nor 
the degree of change in the cerebrospinal fluid gives any 
indication of the severity of ensuing paralysis. 

Severe Pre-paralytic Symptoms but no Paralysis 
Case 3 (28). — Schoolboy aged 12. No prodromal symptoms. 
Day l : — Slight headache on waking, but he went to school and 
played football. That evening he developed severe headache 
and spinal pains in the dorsal and cervical regions. He vomited 
and was restless and sleepless that night. Day 2 ; — The 
symptoms continued. His neck was stiff and his temperature 
100° F. (37.8° C ). His body and all his limbs were painful. 
He was admitted to hospital. Day 3 : — The cerebrospinal fluid 
contained 73 cells per c.mm. and 45 mg. of protein per 100 ml. 

Complete recovery ensued without paralysis. 

As has been pointed out, the pre-paralytic stage is the 
most critical period of the illness, and it is only in this 
stage that any serious attempt can be made to recognize 
the disease before the onset of paralysis. Spinal or 
meningeal pains are especially important in diagnosis: 
they were reported in 95 of the 100 cases, and are analysed 
> in Table I. This table shows that though several spinal 


Tadi t 1 — Anal) sis of the Spinal or Meningeal Pains as they' Appeared 
in the 95 Cases which Reported these Pains during the Pre-paralytic 
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symptoms are common no one of them appears in more 
than two-thirds of the cases. 


Indefinite Onset of Pre-paralytic _ Phase with Fever and 
Headache but No Spinal Pains • 

Case 4 (39). Male student aged 19. Days 1-3 : — General 
malaise ; felt progressively more “ fed-up.” Day 4 : — Went for 
a cross-country run (four miles) to try to “work off” his malaise. 
He did not run easily, getting home with a struggle. Day S :— 
Attended lectures ; no marked symntoms. Day 6 : — Fever and 
headache. Walked with difficulty 200 yds. to tell a relative he 
was ill ; returned to bed. Day / .•—•During the night he felt ill 
and weak when he got up for a drink. In the morning he was 
helped to the lavatory, but collapsed on the floor. This was the 
last time he walked. 

Paralysis was almost complete and permanent in both lower 
limbs and lower trank. 


Sginal Pains 

The spinal pains and paraesthesiae provide by far the 
most characteristic clinical features of the pre-paralytic 
stage. They were reported in 95 of the 100 cases. They 
often present features which are highly specific and of con- 
siderable interest. The severity of these pains varies great!), 
as the following examples show. They are often localized, 
and may have a segmental distribution. The severity of 
the pain bears no relation to the severity of ultimate 
paralysis, but the site of pain at the onset of the pre- 
paralytic stage often corresponds to the site of maxim® 
paralysis. For example, in the present series there were 
15 cases of paralytic poliomyelitis in which pains in the 
thighs occurred on the first day of the pre-paralytic stage 
In all but one of these, a bulbar case, the paralysis was 
maximum in, or more often confined to, the lower limbs 

Severe Spinal Pain Preceding Severe Paralysis 

Case 5 (50). Lieutenant in the R.N.V.R. aeed 23. Day /.— 
After norma) duties as a barrack guard officer and a Tittle 
cricket practice he developed pain in the neck at about 6 pat 
He slept badly that nieht. Dav 2 : — The pain in the necl 
became more severe, and in addition he developed severe saos! 
pain. This latter symptom made it impossible for him to 'res 
in comfort. The buttocks were hyperaesthetic, so that he couk 
not bear to sit or lie on his back. He went by car to repsr 
sick, but his back was So stiff that he had difficulty in gettw! 
into the car. He returned to his billet and went to bed, bu 
could not rest ; he got out of bed everv hour or so to "'.ili 
about for ten minutes in an unsuccessful attempt to obtai' 
relief. He was sleepless and restless all night, moving cob 
tinually while in bed in an attempt to get ease. Day 3 : — 8 cs! 
lessness continued, and he felt very ill. He was removed t< 
hospital in the evening, by which time his legs were rapid': 
becoming paralysed. There was almost complete and perms' 1 
ent paralysis of all muscles of the lower limbs and severe w 
ness of abdominal and lower spinal muscles. The upper bmr 
were very slightly affected. 

Severe Spinal Pain Preceding Slight Paralysis 


Pains In the Head 

There is nothing specific about the headache when it 
occurs except that it is rarely intolerable, as it may be, 
for example, in meningitis: it may consist more of a sore- 
ness at the back of the head which is part of a spinal neck 
pain. Pain in the head appeared on the first day of the 
pre-paralytic stage in 45 of the 100 cases. In a few instances 
severe throbbing frontal pain was reported, but generally 
th.e headache was relatively insignificant. Study of the 
head pains may be of value in differential diagnosis, in 
that a patient who has spinal rigidity without severe head- 
ache is unlikely to be suffering from meningitis. Occa- 


Case 6 (25). — Housewife aged 30, Day I : — Usual houseftcl 
duties. She felt very tired after a half-hour walk in the s ’ tel 
noon. In the evening she developed sacral pain and also 
pain in the right lower abdomen when walking. Day 2 S* 1 

stayed in bed. The sacra) pain became severe and caused £ rW 
restlessness. Pain in the neck developed. Day 3: — After 
sleepless night the sacral and cervical pains were severe. S» 
vomited frequently in the evening, which necessitated her geth 
out of bed every half-hour or so. The restlessness also mao 
her feel she would like to get up and move about. Day 4 :— o 
change. Day 5 : — Pains less severe, but there developed pares 
of the trunk, left thigh, and left leg muscles. Satisfactw 
recovery occurred during convalescence in all the 3 “ ecl < 
muscles. 
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A history of pain in the neck is difficult to distinguish 
from stiffness, and the symptom is often more accurately 
described as a painful stiffness. 

Neck Pain in the Pre-paralytic Stage Causing Difficulty nilh 
Diagnosis 

Case 7 ( 35) — Male cinema operator aged 16 Day 1 — Slight 
headache in the morning Work as usual. About S p m there 
de\ eloped aching pain in the neck which made him disinclined 
to more his head. Day 2 • — After sleeping badly the pain m the 
neck continued ; headache returned with some pain in the scapu- 
lar region. Some vomiting and anorexia also 1 ” occurred He 
rested at home and went to a hospital out-patient department 
at 6 p.m. Here his neck and spine were examined at length, 
and he was told to return next day for x-ray examination 
Das 3 — He visited hospital, where he was again examined ai 
length, and finally the x-ray examination was cancelled, and 
a lumbar puncture established the diagnosis. He had now 
dev eloped such sacral pains that he was unable to lie on his 
back. He was admitted to hospital that evening, and by then 
there was paresis of the trunk and left thigh. 

Six weeks later there was still paralysis of the muscles 
supplied by the upper dorsal cord, especially the mtercostals 
The limbs were not affected. 

Neck Pain and Stiffness in Pre-paralytic Phase Fallowed by 
, Paralysis oj Neck Muscles 

Case 8 (7) — Schoolgirl aged 11. Day 1 — Developed pain 
^ and stiffness m neck, but felt quite well. Days 2 and 3 — Pain 
gradually became worse She continued to attend school, but 
' got into trouble for not working well She'was obliged to hold 
her neck stiffly. Her father rubbed ber neck and wrapped it 
" up with a scarf. Dai 4 — Neck pain continued, also some 
■ fever, and she felt miserable. Attended school as usual 

* Day 5 — Stayed in bed, and this relieved the neck pain 
Day 6 — Paralysis of neck muscles 

A month later there was almost complete paralysis of neck 
. muscles ; no weakness elsewhere 

Pains in Chest, Abdomen, or Thighs 
Pams in the chest and abdomen may cause considerable 
, diagnostic difficulty. Some characteristics which these pains 
. may exhibit are apparent in the following records : 

„ Pain in Chest as the Principal Early Pre-paralytic Symptom 

• Case 9 (10) — Male surveyor aged 43 Day 1 — Having 

- suffered from a sore throat for the previous eight days, he now 
-•developed a girdle sensaUon around his chest, which became 
-•tender to touch Day 2 - — Chest pain continued, with fever. 
e restlessness, and sleeplessness Day 3 . — Vomiting and anorexia 

- also experienced. Day 4 - — Pain in back and legs added to 
-i symptoms Developed weakness of the right ami, trunk 
‘s muscles, and nght thigh. 

- Ten days later the muscular weakness was slight and 

- recovering rapidly. 

f Pain in Chest as an Early Pre-paralytic Symptom 

•* Case 10 (34). — A nurse, aged 21, who had been nursing cases 
of poliomyelitis (night duty) for a month. Day I : — About mid- 
day she developed bilateral chest pain, which was aggravated 
by a deep breath and was associated with hyperaesthesia • she 
could not bear the touch of bedclothes on her chest. She went 
,‘On duty m the evening, but was sent to bed about 10 pm 
_ Day 2 : — Chest pain ceased and was replaced by severe frontal 
aching pain in the head and later by severe sacral pain, both 
of which continued for three weeks after paresis developed. 
Day 3 : — Pain in the front of thighs on moving. Day 4 : — Neck 
•stiff. Weakness developed m left arm, trunk, left thigh, and 
^Acft leg 

Ali the affected muscies recovered well within two months. 

Severe A bdominal Pain as a Pre-paraly tic Symptom 

- Case 11 (15) — Schoolgirl aged 10 Day!: — Sent home from 
school with sore throat, fever, and headache. Went to bed 

- ‘Day 3 — Felt well. Day 4 : — Got up, but vvas put to bed again 


on Day 5 as she looked tired. Day 6 : — Pains in thighs and 
back. Day 8 . — Developed unbearable pain m lower abdomen, 
back, and thighs. Rolling about in agony. Severe vomiting. 
Day 9 — Pams abated. Weakness of thighs and legs appeared, 
but this vvas not severe, and had largely recovered within three 
weeks 

Pain in Trunk on Movement as a Pre-paralytic Symptom 

Case 12 (3) — Male machinist aged 25. Day 1 : — Slight stiff- 
ness in back and pain m the head Did a heavy day’s work. 
Day 2: — Ditto. Day 3- — Headache worse, and severe pain 
developed in thighs and a sharp pam in the left side of the chest 
each time he stepped forward with the left leg. Left leg also 
ached. Day 4 — Vomiting added to the above symptoms. 
Weakness of abdominal muscles developed. Day 5 : — Pains 
ceased, but weakness spread to the thighs and legs. 

A month later the left quadriceps was completely paralysed ; 
all the other muscles affected were improving. 

Discomfort in Chest and Abdominal Pam as Pre-paralytic 
Symptoms 

Case 13 (44). — Schoolboy aged 16 Day l — Feeling of con- 
striction in the chest on taking a deep breath. Ran 100 yds 
race. Day 2: — Pain tn nght iliac region on bending while 
playing a rackets match. Day 3 — Above symptoms continued- 
Some malaise Ran a half-mile race not so well as he expected 
Day 4 — Severe headache and pam in neck developed ; 
fever, restlessness, and sleeplessness School in morning. 
Tennis for half an hour ; then reported sick for the first time 
and was seat to bed That night he developed rapidly spreading 
severe paralysis, especially of lower limbs and trunk. A 
respirator vvas required for two Weeks 

The permanent disability in this case was severe 

Pam in Thighs as a Pre-paralytic Symptom 

Case 14 (48) — Accountant aged 27 Days 1-4: — Malaise 
and slight fever. Day 5.— Office work as usual. Slight sore 
throat; temperature normal At night developed severe pains 
m both thighs. Walked about for some hours at night to get 
relief Day 6 — Thigh pains ceased. Temperature 102’ F. 
(38 9° C.) Visited a friend and had difficulty m climbing stairs. 
Cycled one mile Sat in a chair for some hours talking to a 
friend while his legs were gradually becoming paralysed. Day 
7 —Stayed m bed By the evening he was completely paralysed 
from the chest downwards, and this complete paralysis of the 
lower limbs was permanent. 

Spinal Paraesthcsta as an Early Symptom 

Case IS (45) — Female clerk aged 29. Day 1 — Nasal catarrh 
for past six days Now developed pam in the back of the neck 
and a sensation like “cold water running down the spine.’’ 
Work in office as usual. Day 2 —Same symptoms, with vomit- 
ing and fever in addition. Rest at home, but she went out to 
visit doctor. Day 3 — Symptoms less severe , resting at home. 
Day 4 — Felt well ; no pain now, but weakness of left arm 
developed. 

A month later the left deltoid was still completely paralysed, 
but other affected muscles were recovering slowly. 

Other Pre-paralytic Symptoms 

Vertigo and a visual abnormality due to jerky move- 
ments of the eyes may appear early in the pre-paralytic 
phase when, as Bodian (1948) has shown, the virus is 
already in the brain-stem. Vomiting is common but seldom 
severe. It vvas reported in 29 of the 100 cases. 

Nasal discharge, sore throat, diarrhoea, or constipation 
may occur in the pre-paralytic phase, but, being non-specific, 
these symptoms are usually of little value in early diagnosis 

Phases in the Pre-parahtit Stage 

Several variations in the course of the disease occur which 
are most easily described by brief case reports. In some 
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instances it is difficult to ascertain whether or not the 
prodromal stage is merging with the pre-paralytic stage. 

In the pre-paralytic stage of “ typical "cases spinal symp- 
toms usually become increasingly severe for two or three 
days, after which time paralysis appears and the spinal 
symptoms often subside quickly. In some cases, however, 
the course of the pre-paralytic stage is erratic and may 
consist of two or more phases, as in the following examples. 

Cose 16 (68).— Schoolboy, aged 12, attending a scout camp. 
Day 1 : — Frontal headache and a pain over the anterior aspects 
of both thighs — “ like a wire brush being pressed into the 
flesh.” Tired and sleepy. Days 2 and 3 : — Felt well, but 
noticed that running about brought back the pain in his head 
and thighs. Took part in all camp activities. Day 4: — Re- 
turned home, but still felt unusually tired. Average physical 
activity. Day 7 : — Severe pains developed in head, thighs, and 
knees. He went to bed early, but was wakened at 9 p.m. by a 
nightmare to find the pains were worse than ever, and there 
was also abdominal pain. Day 8 : — Pains continued. Vomit- 
ing, retention of urine, and fever — 101.4° F. (38.55° C.). Severe 
paralysis of the left leg and thigh developed. 

Case 17 (6). — Schoolboy aged 12. Day 1 : — Pain in back of 
neck and back of knees ; malaise and shivery feeling. Fever 
about 101° F. (38.3° C.). In bed for two days. Day 3 : — 
Got up, but pyrexia returned. Returned to bed, where he 
remained for four days. Days 10-14 : — Living very quietly at 
home. Day 16: — Resumed school. Day 18: — Played rugby 
football match. Day 19 ( evening ) : — Headache and slight 
vomiting. Temperature 100° F. (37.8° C.). Went to bed. 
Day 20: — Developed pain in back of neck. Day 21 : — Pains 
worse ; also pain in dorsal spine. Girdle hyperalgesia and 
retention of urine. The cerebrospinal fluid contained 502 poly- 
morphs. 280 lymphocytes, and 14 endothelial cells per c.mm., 
and there was 80 mg. of protein per J00 ml. Day 22: — 
Symptoms subsided. Temperature became normal, and no 
paralysis developed. 

Case 18 (79).— Housewife, aged 30, two months pregnant. 
Day 1 : — Mild neck stiffness. Days 2~4 .-—Felt well ; usual 
housework. Day 5: — Lumbo-sacral pain and worsening of 
vomiting of pregnancy. Days 6 and 7 : — Felt better, though 
vomiting continued. Day 8 : — Lumbo-sacral pain recurred with 
greater severity, and there was also pain and stiffness of the 
neck and pains in both lower limbs. Temperature about 
100.4° F. (38° C.). Day 9 : — Symptoms continued. Day 10 : — 
Cerebrospinal fluid contained 124 polymorphs and 117 lympho- 
cytes per c.mm. and 75 mg. of protein per 300 ml. Day 11 : — 
Paralysis of lower limbs trunk, and diaphragm. Respirator 
required. 

This patient died later of pulmonary collapse. 


Spread of Paralysis in Two Phases 
Case 19 (1) — Housewife aged 33. Day 1 : — Developed neck 
pain in the evening. Day 2 : — Pains also in both shoulders. 
Some housework. Day 3 : — Pains worse. Severe headache, 
restlessness, sleeplessness, and fever. Got up and went to see 
doctor. Dovj 4 and 5 : — Symptoms continued. Day 6 : — 
Paralysis of right shoulder and arm. Symptoms subsided. Days: 
7 and S I ell well, but was restless. Day 9 : — Improvement 
continued. Got up to have bed made ; malaise and vomiting 
that ei citing. Dm to — Paralysis spread to involve right thigh, 
ngnt leg, and right intercostal muscles. 


Another remarkable feature of the pre-paralytic stage 
occasionally observed is that the patient's symptoms may 
appear to be abating at the time the paralysis develops. 


Abrupt Onset of Pre-paralytic Phase. Symptoms Subjecth'el 
Oufstumg w hen Paralyse of A 'early all Muscles Developed ' 
„£ c, ‘‘ ^ (:9) —Female factory -worker aged 21. Day 1 
a‘. pjin ,n * hc ncc L back, and head. Worked al 

fc- J bn, 1 ,he ,ournc - v t0 involved travellin 

Uitlbr _ Sh v an . d nol i c ? d 


home, went to bed, and took castor oil. Day 3 : — Pains less 
severe. She remained in bed, and felt rather better. In the 
evening some friends called, and she sat up in bed talking 
to them for four hours (6 to 10 p.m.). Within an hour of 
her friends' leaving she noticed weakness of her limbs. Day 4: 
—By early morning she was totally paralysed and her respira- 
tions were failing ; when she reached hospital she was severely 
cyanosed and was at once placed in a respirator. Ten weeks 
later there was very little recovery, and she was still unable to 
breathe without the respirator. , 

Thieffry (1947) has also drawn attention recently to 
paralysis occurring in some cases after the fever of the 
pre-paralytic stage has returned to normal. 

Atypical Cases 

The cases which show no definite onset of the spinal 
or meningeal symptoms may be conveniently termed 
“ atypical ” cases. There were 1 1 of this type among the 
100 cases studied here. The onset of the pre-paralytic | 
phase may appear indefinite when prodromal catarrhal 
symptoms merge into the spinal symptoms without the 
usual interval — see Case 9. The day of onset is also uncer- 
tain when the spinal symptoms are at first vague (see Cases 
4 and 13), or they may continue for so many days before 
paralysis develops that the pattern of the disease is altered. 

Prolonged Pre-paralytic Stage with Indefinite Onset 

Case 21 (41). — Housewife aged 28. Days 1 and 2 : — Tender- 
ness of lower ribs for two days ; no pain. Days 3 and 4 
Tenderness of upper abdomen for two days ; no pain. Days 
5-7 : — Tenderness of lumbar spine for three days. Very light 
work. Day 8 : — Tender on the anterior aspect of the right leg 
for two days. Very light work. Day 9 : — In the morning sacral 
pain and stiffness developed. In the evening slight jerks of the 
right leg occurred with some pain in the leg. Days 10 and 11 : 

— Sacral pain continued and slight fever developed. 

The sacral pain continued until Day 17. The neck was stiff 
on admission to hospital on Day 13. On Day 15 the cere- 
brospinal fluid contained 315 cells per c.mm. (10% polymorphs) 
and 70 mg. of protein per 100 ml. No paralysis developed 
except perhaps a transient slight paresis of the right leg. 

Case 22 (77). — General practitioner aged 38. Day 1 
Malaise and headache in the evening. Day 2: — Rested at 
Rome. Day 3 : — Listless and shivery ; resumed practice. Day 
4: — No change. Day 5: — Strenuous walk over the hills to 
“ shake off ” his malaise. Days 6 and 7 .-—Continued his prac- 
tice, though symptoms persisted. Day 8: — Forced to -go to 
bed with fever, severe frontal headache, and pain and stiff- 
ness of the neck. Day 9 : — Excruciating sacral pain added to 
symptoms. Day 10: — Weakness of right arm and leg and,* 
later, respiration. Day 11 : — Respirator required ; nearly all 
muscles paralysed. Day 12 : — Died. 

Discussion of Stages and Phases 

Examination of these widely varying case records leads 
to certain conclusions. (1) Prodromal symptoms are usually 
non-specific, but sometimes they include spinal symptoms 
of a type suggesting that the virus is already in the spinal 
cord. (2) The symptoms of the pre-paralytic stage usually 
begin abruptly, get worse for 2, 3, or more days, and cul- 
minate in paralysis. Subjectively the patient may feel better 
when paralysis develops. (3) During the pre-paralytic stage 
the symptoms may abate and the patient feel that he has 
recovered from the illness, though the symptoms recur 
more violently and lead to paralysis. (4) Occasionally they 
paralysis may appear in two distinct phases, with an intern) 
of several days between the first and second. (5) Whcrr- 
there are two or more phases to the pre-paralytic stage 
each phase usually has spinal symptoms of the same type 
as occur in cases with only one pre-paralytic phase. 

The pre-paralytic stage of poliomyelitis is therefore a 
highly critical time for the patient. Here the battle with 
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the invading virus reaches its climax. The amount of spinal 
cord damage must to a large extent be determined at this 
stage before paralysis actually supervenes. There is clinical 
evidence from the occurrence of spinal symptoms that in 
some cases this struggle is already being fought within the 
central nervous system during the prodromal stage. Experi- 
mental studies support this possibility, as Horstmann (1948) 
has pointed out. 

The two or more phases which may occur in the pre- 
paralytic stage suggest that the body may appear to conquer 
its foe, but after apparent victory something “ goes wrong ” ; 
the virus triumphs at the second assault and paralysis 
results. The sudden triumph by the virus and its simul- 
taneous appearance throughout nearly all parts of the spinal 
cord and brain-stem is a puzzling feature of experimental 
poliomyelitis. 

According to Bodian (1948) the virus reaches its maxi- 
mum concentration in the spinal cord twenty-four hours 
' before paralysis, and as the paralysis is advancing the 
concentration of the virus drops rapidly. Experimental 
infections do not, however, often run a biphasic course, 
and one can only speculate on the likely concentrations of 
virus in the spinal cord at the various stages of a human 
case with a biphasic pre-paralytic stage. 

Effect of Physical Activity on Motor Neurone 
Vulnerability to the Virus 

In the literature of poliomyelitis there are many reports 
regarding cases in which violent physical exertion appeared 
to precipitate a severe or fatal paralysis or in which the 
muscles specially exercised were those most paralysed. 
Reference to these cases is made by Levinson et at. (1945), 
who have also made observations on the effect of fatigue 
and cold in increasing the amount of paralysis in monkeys 
infected with the virus. 

In a preliminary report on the present study (Russell, 
1947) the effect of exercise upon the final paralysis was 
examined statistically, and it was shown that the continu- 
ance of even moderate physical activity in the pre-paralytic 
stage is dangerous. Hargreaves (1948) has to a large extent 
confirmed these observations. 

If physical activity has this important influence on the 
course of the disease it might show its influence in one of 
three ways: (1) Physical activity might bring on the acute 
pre-paralytic phase in a patient who would otherwise have 
an abortive attack with no more than prodromal symptoms 
or perhaps no noticeable symptoms at all. (2) Physical 
activity after the onset of pre-paralytic symptoms might 
increase the risk or indeed determine the amount and site 
- of paralysis. (3) Physical activity after the subsidence of 
a first phase of the pre-paralytic stage might lead to a recur- 
rence of the meningeal symptoms and thus increase the 
danger of paralysis. 

Excessive Physical Activity Preceding Pre-paralytic Stage 

With regard to the first of these possibilities a study of 
the case records suggests that excessive physical activity 
may sometimes play a part in deciding the onset of the 
dangerous pre-p3ralytic stage. The evidence of this con- 
sists merely in a history of extra physical activity within 
twenty-four hours of the onset of the pre-paralytic stage 
; in 17 of the 100 cases. 

Vy -phe correlation of physical activity with this particular 
spect of the disease is difficult to handle statistically, but 
the following cases certainly suggest that violent physical 
exertion may sometimes be a factor which determines that 
a prodromal illness or latent infection will not remain 
abortive but will develop the spinal symptoms of the pre- 
paralytic stage with the consequent dafiger of paralysis. 


This possible effect of physical activity in precipitating the 
pre-paralytic stage of the disease must be clearly dis- 
tinguished from the effect of physical activity during the 
pre-paralytic stage on the severity of paralysis. This latter 
aspect can be handled with confidence statistically, and will 
be referred to later. 

Special Physical Activity in Prodromal Stage Followed Within 
24 flours by Acute Spinal Symptoms and Later by Paralysis 

Case 23 (89). — Airman aged 33. Day / .- — Headache and sore 
throat; off duty for one day. Days 2-6: — Felt well. Day 7 : 
— After usual work played rugby football. Day 8: — Severe 
pain in spine and chest with fever. Continued work. Day 9; 
— Severe paralysis of all muscles of the lower limbs and lower 
trunk. 

Case 24 (91). — Airman aged 22. Days 1 and 2: — Sore 
throat and headache. Quiet days on board ship. Day 3: — 
Ashore walking round all day. In evening developed sacral 
pain. Day 7 : — Paralysis of abdominal muscles and thighs. 

Case 25 (84). — Airman aged 23. Day / .- — Cold in head and 
sore throat for two days. Days 3-9 : — Tired, but weather very 
hot. Day 10: — Very hard badminton match. In evening 
developed fever and pain in head and neck. Day 13 : — Severe 
parafysfs of both upper funds. 

Case 26 (71). — Schoolboy aged 14. Had cold for three or 
four days. A week later he played rugby football, and on the 
night following developed pain in the back and a few days later 
slight abdominal paralysis. 

There are four further examples of this type among the 
group of “ typical " cases with prodromal symptoms. 

There are also nine among the “ typical ” cases without 
prodromal symptoms in which the pre-paralytic stage with 
spinal symptoms was immediately (within two to twenty- 
four hours) preceded by some' special physical activity as 
in the following examples. 

Special Physical Activity Immediately Preceding Spinal 
Symptoms in " Typical " Cases with No Reported 
Prodromal Symptoms 

Case 3 (28). — Male aged 12. Football six hours before onset. 

Case 19 (1). — Female aged 33. Six hours spent washing for 
a school, extra to usual work, eight hours before onset. 

Case 27 (4). — Male aged 13. Long run (several miles) soon 
after beginning of school term, sixteen hours before onset. 

Case 28 (86). — Male aged 22. Tennis tournament all day 
twenty-four hours before onset. Yachting six hours before 
onset. 

Case 29 (94). — Male aged 21. Tennis tournament twenty- 
four hours before onset. 

Case 30 (90). — Male aged 28. Playing squash-rackets three 
hours before onset 

Physical Activity During the Pre-paralytic Phase and its 
Influence on the Severity of Paralysis 

In order to correlate the possible effect of physical activity 
during the pre-paralytic stage with the severity of paralysis 
a method of scoring has been used for both the amount 
of physical activity and the severity of paralysis (Russell, 
1947). 

In Table II the days of the disease are numbered back- 
wards from the day paralysis appeared (P — 1, P — 2, P — 3, 


Tvdle H . — Physical Activity on the Days Preceding Paralvsis 
Compared in Cases Developing (I) Slight, (2) Moderate or Severe 
Paralysis 


Severity of Paralysis j 

No. of Patients in Each G'on? who Under- 
took ^ Moderate cr Severe Physical 
Activity Dirinc E»oh of the Four Day? 
P-ecrdins Paralvsis (P— t. P— 2. P—3. P—4) 

i 

j p -' 1 

p- 2 i 

r-3 | 

P-4 

SJicfrf (31 case*) - . . . i 

Moderate or severe (59 cases) . . j 

o 

14 (23%) 

6 

35 (59%) 

n <7?%) 
5! (£6%) 

IS («%) 
53 (90%) 
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and P — 4). Tjie cases are divided into two groups : (1) slight 
paralysis — good recovery expected ; (2) moderate or severe 
paralysis — permanent disability expected. The proportion 
of cases in each group which continued physical activity 
during these four days is shown. It is obvious that 
non-paralytic cases cannot be included in this table. 

Another method of investigating this matter is by num- 
bering the days of the disease from the onset of the pre- 
paralytic stage ; but this can only be done in the “ typical ” 
cases with an abrupt onset of spinal symptoms. In Table III 


Table III.- — Comparison, in “ Typical " Cases Only, Between the 
Severity of Paralysis and the Amount of Physical Activity after the 
Onset of the Pre-paralytic Stage 


Amount of Physical Activity After 

Onset of Prc-paralytic Stage 

Permanent Paralysis 

Slight 
or None 

Moderate 

Sei ere 
or Fatal 

Nil or slight for less than 24 hours 

30 

6 

2 

Moderate or severe for less than 24 hours . . 

6 

9 

7 

Slight, moderate, or severe for more than 
24 hours 

2 

12 

15 

Totals 

38 

27 

24 


the ultimate severity of paralysis in the typical cases is 
compared with the amount of exercise continued after the 
start of the pre-paralytic stage. 

Both Tables I and II show a remarkable and highly 
significant increase of severe paralysis in association with 
a continuance of physical activity in the days preceding 
paralysis. 

The question naturally arises why certain patients con- 
tinue average or severe activities after the onset of symp- 
toms. As has already been emphasized, these symptoms 
may be quite slight, but there is certainly no evidence 
to suggest that those patients destined for severe paralysis 
have less disturbing pre-paralytic symptoms than have the 
slight cases. The question cannot be answered with great 
confidence, but my impression is that often those who con- 
tinue physical activity after the symptoms begin either are 
relatively insensitive to pain or have more than the average 
courage or incentive to continue work or play in spite of 
illness. There is certainly nd doubt that many of those 
most severely crippled have a remarkable strength of charac- 
ter and great powers of endurance. It has been said that 
the disease picks out the best child of the family. 

Many' young children pay little attention to bodily pains, 
and this may explain an apparent absence of spinal pain 
in some infants developing poliomyelitis. 

The Effect of Trauma 

There are a few reported cases of poliomyelitis in which 
ocal trauma appeared to determine the site of maximum 
nralvsis (see Levinson ct a!., 1945). In such a case, for 
xarnple, poliomyelitis occurring soon after an arm fracture 
\ ould lead to paralysis affecting chiefly the fractured arm. 
\“!f. *- P c case - infrequent though it is, raises the pos- 
lbilitv cither that peripheral trauma provides the virus with 
asv access to the neurones or that it modifies the physiology 
of the spinal cord cells of the segments concerned in such 
a vaj as to make them more vulnerable to the virus. 

Experimental studies on v these lines provide much food 
for thought. Hurst (1930) found that injection of the virus 
m.o the sciatic nerve led to paralysis beginning in the same 
on.j L the nerve is deliberately injured by the injecting 
rccdlc. In such an experiment the paralysis develops 
vMt..out the preceding fever noticed in other forms of 
evp.rimental infection (c.g., intracerebral). Infection was 
p.e-ented if the injected nerve was excised within twenty- 


four hours of injection. Howe and Bodian (1942) found 
that section of nerve roots some days before infection pro- 
tected the corresponding nerve cells from attack by the 
virus. German and Trask (1938) injected virus into dener- 
vated skin caused by section of anterior and posterior roots, 
denervation of a skin flap, or denervation of a whole lower 
limb from the mid-thigh level. They found that not only 
did the disease caused by injection into denervated skin 
develop with the normal pattern, but , that the animals 
infected after these operations were more vulnerable and 
developed more severe paralysis than the controls. The 
limbs on the side of the operation were usually affected 
first. From these experiments it was clear that, though 
the virus did not have any nerves along which to travel, 
it reached the spinal cord just as quickly as in the controls, 
and apparently found that the previous operations 'had 
increased the vulnerability of the spinal cord cells in the 
appropriate segments. 

These observations necessitate reconsideration of the 
theory that the virus travels principally via the neurones. 
This theory is based on a number of studies. Hurst’s work 
on the sciatic nerve has just been referred to. In the tragic 
accidents with poliomyelitis “vaccine” reported by Leake 
(1935) the arm inoculated was always the first to be 
paralysed. After intracerebral inoculation of the virus 
paralysis appears first in the contralateral limbs (Jungeblut 
and Spring, 1930). 

Though these observations are generally held to indicate 
neuronal transmission of the virus, it is also possible that 
this pattern of spread is due not to the trauma providing 
neuronal access but to the trauma modifying the physiology 
and increasing the vulnerability of the spinal cord cells 
with which the traumatized area is in anatomical neuronal 
connexion. 

The following case records may be relevant to this 
problem. 

T.A.B. Inoculation on Right Ann. Acute Illness 7 Days Later. 

Paralysis of Right Ann 

Casa 31 (12). — A newly conscripted soldier aged 18. Day 1 : 
— A T.A.B. inoculation was given by subcutaneous injection on 
the outer side of the right upper arm. The arm was stiff for 
two days, but he did not feel well during the week following, 
so he rested most of the time. Day 7 : — In the evening a pain- 
ful stiffness of the neck and scapular region developed. There 
was also anorexia. Day 8: — Headache and fever (103° F. = 
39.4° C.) were added to symptoms. Day 9 : — The cerebrospinal 
fluid contained 133 white cells per c.mm. and 75 mg. of protein 
per 100 ml. Day 10: — Paralysis of right deltoid, biceps, ana 
triceps. No other muscles were affected. 

Severe Paralysis of Lower Limbs and Trunk 10 Days After 
Several Intramuscular Injections in Buttocks 

Case 32 (101). — Schoolgirl aged 10. Day /.—Severe ear- 
ache, for which she was given intramuscular injections of 
penicillin into the buttocks every four hours for three days. 
Day 8: — Felt tired and had v a slight headache on waking. 
Though her temperature was normal at lunch-time it was raised 
a little by the evening. Slight activity during the forenoon ; 
then went to bed. Day 9 : — Slight sore throat added to symp- 
toms. In bed all day. Day 10 : — Felt quite well. In bed 
all day except that she got up to motor home — one hour’s run. 
Day II : — Developed moderately severe pains in both thighs. 
In bed all day. Day 12 : — Severe paralysis of both lower limbs 
and lower trunk muscles. This was still very severe two months ' 
later. v 

(Her brother also had pains in the thighs at about the same 
time, but did not develop paralysis.) 

If these two examples record anything more than a 
remarkable coincidence then they suggest that at a certain 
early stage of virus infection even the trauma of an 
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injection will increase the vulnerability of that part of the 
spinal cord w hich supplies the site of injection. The well- 
recocnized effect of tonsillectomy on increasing the liability' 
to bulbar palsy may act in the same way (Horstmann, 194S). 

Type of Physical! Activity Related to Site of Paralysis 
There have been many reported instances of the paralysis 
of poliomyelitis being worse in those muscles which were 
most exercised at the onset of the illness. Table IV gives 


Txele IV — PoLortyelitts. Comparison Between Type of Exerase 
end Permanent Paralysis 


No 

Day of Eaercrsc fa 
R-gfadoti to Day ef 
Onset of Pre-para Ktic 
Stage CD) and to Day 
of Paralysis (Pi j 

Type of Exercise 

She and Severity 
of Paralysis 
(Slight Moderate 

-r *f*# Severe — •— ) 


E> 

P 



13 (Ui 

3 

~t 

Half-calc race 

Lower limbs — ‘ — 
Trunk 1 — 

-l <3?> 

-I 

-3 

Fc ur-nCe race 

Lowur Itmbs - 1 * — — 

L. arm 

<;r> 

1 

-1 

Schoolboy playing 
organ for 1 hour 
R. leg; special 

strain 

R- leg and thigh only 

-J. a. _ 

70) 

1 


Throwing chain with 

K arm t survey or} 

R- upper limb + 

L- Lg 

<5 /> 

3 

-t 

Severe asthma 

Abdomen — >- ~ 
Intercostals — ~ — 

R. shoulder — — 

R. thigh -* 

i 83> 

t 

-3 

Ffavfag piano for 
1$ hoars. R. hand, 
special strain in 
niece rfaved 

R. arm and hand only 

it (a 

I. 2* 3 

-Z, -1 

Milkman — on feet sR 

Trank and thighs 4- -r ~ 

l ee* — 

US) 

I to 7 

-7 to -l 

Heavy-track driving 

Both lower limbs 4-4-4- 


1.2 


Heavy training, 
carrying machine- 
guns uphill 6 hours 
before paralysis 

Universal severe paral>- 
sis; respirator; died 
3 months later 


Cases fa which the erodes c sed most during the pre-paralytic stage were 
crest severely paralysed. 


several examples of this correlation between the type of 
physical activity and the site of maximum paralysis, and 
thus provides further evidence regarding the harmful effect 
of physical activity. 

Conclusions 

These observations help to consolidate views held by 
many experienced physicians : first, that the pre-paralytic 
stage of poliomyelitis, though variable, can often be recog- 
nized correctly ; and, secondly, that physical activity at the 
onset of the disease is dangerous. 

The tables which illustrate this paper indicate that 
'complete physical quiet from the onset of symptoms will 
seldom fail to prevent serious paralysis, while strenuous 
or even moderate physical activity at this stage is highly 
dangerous. On theoretical grounds, therefore, it should 
be possible to prevent many of the grave cases which 
occur. For example, those who have the care of 
children, especially at holiday camps and schools, should 
learn of the ways in which the disease can present. Sports 
meetings and special athletic contests should, if possible, be 
held outside the season for poliomyelitis. During an 
epidemic physical activity should not be exhausting, and 
should be avoided entirely during minor illnesses. The 
dangerous idea that symptoms may be “worked off” by 
exercise should be countered emphatically. 

Durins the acute stage of the disease perhaps the chief 
aim in treatment should be to maintain for the patient a 
state of mental and physical quiet. He should be sur- 
rounded by an atmosphere of calm and confident efficiency. 
Sedatives and analgesics are often essential, but little infor- 
mation is available on what are the best sedatives to use 
this disease. Probably all sedativ es are safe in moderate 
doses, but patients in the acute stage of the disease must. 


especially if on sedative treatment, be watched carefully 
lest respiratory paralysis develop during sleep. 

The not uncommon need to rest the muscles of respira- 
tion should be kept in mind. Slight respiratory weakness 
leads to alarm and sleeplessness. Weakness of coughing is ■ 
an early sign. This can often be relieved by using the 
artificial respirator for a short time, but in mild cases a 
lung inflator is particularly valuable, and is less worrying to 
the patient. A lung inflator* can be used to give highly 
effective artificial respiration for a period of hours if neces- 
sary, and should be at hand in all cases of paralytic polio- 
myelitis during the acute stage of the disease. In respirator 
cases a lung inflator is especially valuable, as it enables 
artificial respiration to be fully maintained when the patient 
is removed from the respirator for nursing and other 
purposes. 

Summary 

In 100 cases of poliomyeliUs the early symptoms have been 
studied in detail. 

The prodromal stage, when present, consists usually of a 
brief non-specific illness, but neurological symptoms occasion- 
ally appear even at this early stage. 

The pre-paralytic stage is the most critical period of the 
disease. Spinal symptoms in “typical" cases begin abruptly, 
and occurred in 95 of the 100 cases. They are of great value 
in diagnosis, but are very variable as regards both type and 
severity. 

Two or more phases of the pre-paralytic stage may appear, 
and paralysis may spread in two or more stages. The spinal 
symptoms may subside before paralysis develops. 

In “ atypical ” cases the onset of the pre-paralytic stage is 
vague, and the symptoms of a prodromal stage may appear 
to merge into the pre-paralytic stage. 

An unusual amount of physical activity immediately pre- 
ceded the pre-paralytic stage in 14 of the 100 cases. 

Complete physical rest in bed from the onset of the pre- 
paralytic stage greatly reduces the danger of severe paralysis. 
Severe physical activity at this stage is almost suicidal, while 
the continuance of even average physical activity is dangerous. 

The possible effect of trauma in localizing the disease is 
considered. 

During an epidemic physical activity should be avoided 
entirely in minor illnesses. The highly dangerous belief that 
malaise and other vague symptoms should be "worked off” 
by exercise requires correction. 

I am greatly indebted to Drs. R. J. Porter, George Smyth, and 
Elias-Jones, who between them contributed 34 carefully documented 
records towards this series of cases. Many have allowed me to 
study the cases under their care, and in this connexion I am especi- 
ally grateful to Dr. W. H, Kelleher, Dr. A. Joe, and the Medical 
Officer of Health for Oxford. Dr. P. M. Daniel, Professor Ryle, 
and Dr. Allan McFarlan have each given me most valuable criticism 
of the manuscript. Dr. Weston Hurst has given me much helpful 
inforruatton. 
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THE MIND AND THE SKIN 

BY 

I. B. SNEDDON, M.B., M.R.C.P. 

Physician to the Skin Department, United Sheffield Hospitals 

In 1884 Jonathan Hutchinson started a series of lectures 
with the following sentences : “ Our forefathers, who knew 
far less about the detail of pathology than we do, attached 
far more importance to such matters as temperament and 
diathesis. They were accustomed to prescribe for a man’s 
temperament ; we think only of his disease, and turn aside 
with weariness from classifications of diathesis in which 
the physicians of an older day delighted. Although to a 
large extent this change of sentiment has been the result 
of advance in knowledge, yet I think it might easily be 
shown that it has gone too far, and that we now neglect 
unwisely the study of those differences between man and 
man of which, for the most part, physiology lakes no 
cognizance, but which may yet prove of much importance 
in modifying the processes of disease.” 

That extract is as true to-day as it was 65 years ago. 
That the skin can portray emotions and give a picture of 
man’s temperament is often overlooked. Ingram in 1933 
pointed out that permanent changes can occur in the skin 
as a result of emotional changes, but it is only recently 
that this has been generally accepted, and there still exists 
rock-like opposition in some quarters. 

Few would deny that certain emotions are displayed for 
all to see in the changing responses of the skin. The blush 
of shame, the flush of anger, the pallor of fear, are com- 
monplace examples of this phenomenon. It is impossible 
to practise dermatology without realizing that these dynamic 
changes may produce a permanent change in the skin. 
However, it is extremely difficult to prove this to the out- 
side observer. Professor Witts (1948) said, “ How easy it 
is to aver that mental ideas or states can be converted 
into physical disease processes as they can be converted 
into phobias or hysterical paralyses, but how difficult it is 
to prove it or to demonstrate the mechanism ! ’’ 

It is becoming more and more apparent that the onset 
of any given disease is a result of the interplay of many 
factors ; hereditary predisposition, allergy, bacterial infec- 
tion, immunity, and mental conflicts all play a part. It is 
most important that skin disease should be classed as a 
derangement of the whole body, and not just as an inflamed 
patch of skin. The mind plays a large part in the pro- 
duction of some of the common skin diseases, but I do 
not want to give you the impression that 1 think that all 
skin disease is produced by derangement of the mind ot 
that if an adequate organic cause can be found it should 
be neglected. 

Here is a brief classification of the skin conditions in 
"■hich the psychogenic factor plays some part in the 
causation ; 

Croup 1. — Dermatoses Always Psychic in Origin. — (a) Delu- 
sion of parasitosis (acarophobia) and other obsessional states. 
iM Dermatitis factitia. (c) Neurotic excoriations, (d) Tricho- 
tillominia. 

Gro tp 2. Dermatoses n ith a Large Psychogenic Factor . — 
(<:) Neurodermatitis. (At Pruritus ani and vulvae. (c) Atopic 
ec.’em. (,A Nummular eczema, (c) Rosacea. 

G-ov r 3— Dermatoses Sometimes Precipitated by Psycho- 
Conors — (a) Urticaria. (6) Hypcridrosis. (c) Cheiro- 
ror-p 1 - Msx. id) Seborrhoeic dermatitis. (e) Psoriasis. 
(/» A'opecn areata. 

Group 1 

T*"* ca'rs in this group are of interest in that their aetio- 
logy h accepted by mo--t people without much argument 


On the whole they are rarities, and therefore I do not want 
to give much space to them. They include: 

(a) Delusion of Parasitosis, or Acarophobia . — This usually 
occurs in an elderly person living alone who complains that 
he or she is infested with imaginary mites which run about 
his or her body. An old lady who came to me not long ago 
stated that she had three separate colonies, all different colours, 
living beneath her toe-nails, in her umbilicus, and in her hair. 
She produced a screw of paper in which were bits of dust, skin, 
scales, etc., which she stated were the mites. Her main reason 
for coming was that she thought people in church could see 
them and were talking about her. On examination her skin 
showed no abnormality, though in some cases excoriations are 
present, as there is often an associated senile pruritus. Her 
belief of infestation was a delusion, and this was part of an 
involutional melancholia. Other psychoses may give rise to 
these delusions, among them toxic states, schizophrenia, and 
arteriosclerotic paranoia. In this group psychiatric treatment 
is the only thing possible, and I believe my old lady was helped 
by electric convulsion therapy. 

{b) Dermatitis Factitia . — These skin lesions are self-inflicted 
and can be diagnosed by the bizarre cbaracters, which do not 
fit in with any common dermatosis. Occasionally the lesions 
are produced consciously for gain, as by the man who wishes 
to be invalided from the Services or who aggravates an industrial 
dermatitis to continue to draw compensation. Most commonly, 
however, the lesions occur in women with a hysterical person- 
ality who desire sympathy. Occasionally no apparent reason- 
able cause can be found, and then it seems to be a true psychosis. 
I remember very well 
a woman who ulcer- 
ated one leg until it 
had to be removed ; 
she then started on 
the other. Fig. 1 
shows a typical facti- 
tious lesion in a girl 
of 16. No cause for 
her action was found 
by the psychiatrist. 

Even when confronted with evidence that the lesion heals when 
covered by an occlusive dressing it is rare to get a confession, 
and 1 think psychiatrists agree that these cases are most difficult 
to cure. 

(c) Closely allied to dermatitis factitia are those rare cases 
of neurotic excoriations that are usually a result of some trivial 
organic skin disease which is perpetuated in hysterical indi- 
viduals by constant scratching. 

(rf) Trichotillomania . — The habit of pulling out hair is most 
commonly seen in children of nervous temperament and in 
mental defectives. 

Group 2 

In this group — comprising the dermatoses in which the 
psychogenic factors play a predominant part — are those 
patients who crowd the out-patient departments and sur- 
geries. These cases occur in individuals who are born with 
a constitutional inadequacy of the nervous system. They 
belong to the same group as those seen in other depart- 
ments of medicine, with nervous dyspepsia, effort syn- 
dromes, irritable colons, anxiety headaches, and the other 
innumerable psychosomatic syndromes. The fact that they 
develop a skin abnormality rather than one of the other 
manifestations seems in many cases to be a matter of chance 
or rather opportunism. 

NenrotlcrmatHis 

If one takes the common itching syndrome neuro-, 
dermatitis, there is often an organic precipitating causey 
and then the irritable nervous make-up takes over and' 
perpetuates the condition. A typical example follows. 

Case 1 . — A woman aged 50, obsessionally house-proud and a 
chronic worrier, had brought up her only daughter to be a bit 
above the neighbours and was intensely proud of her. Some 
six months before she attended the out-patient department her 
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Fig 2. — Case 1. showing band ot neuro- 
dermatitis on the neck. 


daughter had married 
a man whom the 
mother considered un- 
suitable, and this had 
led to continual 
family friction. The 
mother had become 
" nervy,” prone to 
outbursts of weeping 
without due cause, 
and unable to sleep. 
She then developed a 
small boil on ber 
neck which irritated 
Intensely, and she 
found herself scratch- 
ing her neck con- 
stantly. She would 
awake at night and 
find herself scratching. She had always prided herself 
on her good skin and keeping clean, and the fact that she 
had this skin lesion, which other people could see, increased 
her anxiety, and she ceased to meet her friends, as she was 
ashamed. It was at this stage that she attended hospital. On 
examination the clinical lesion was a hand of Yicbenihtfi papules 
with an excoriated surface on the back of her neck (Fig. 2). 
The lichenification was evidence of long-continued rubbing, and 
the localized lesion with clear-cut edges was typical of probably 
the most common psychodermatosis — localized neurodermatitis. 
It was apparent that there must have been some psychogenic 
C3use, and with only a little encouragement she gave us the 
whole story. 

Here one can sec the three main factors : (1) constitutional 
make-up, (2) acute emotional tension, and (31 an organic 
lesion— -the boil ; this led to the production of the lesion, 
the presence of which caused even more anxiety. 

The great majority of these cases of dry localized neuro- 
dermatitis have some recent increase in nervous tension on 
- the constitutional nervous state which Becker (1932) called 
“ neuro-circulatory instability.” Favourite sites for the 
lesions are the occiput and nape of the neck, behind 
the ears, the eyelid s, the antecubital fossae, the backs of 
the arms, the inner side of the thigh, and .the vulva and 
perianal regions. 

On the whole the personality type which develops neuro- 
dermatitis is the hard-working, over-conscientious, meticu- 
lous, overclean, yet aggressive obsessional persons to 
whom life is a stern battle relieved by a few light touches 
and who bottle up their emotions. 

Stakes (1940} has named this personality the "tension 
frame of mind,” and I think it very apt. These people have 
an inborn feeling of inadequacy. Their lives are governed 
by the conflict of “ I must ” with “ I can’t " and ” I don't 
want to.” These are the women who ate aggravatingly 
house-proud, who boast of never sitting down, who — if 
advised to stay in bed— say, “ Oh, I couldn’t rest for a 
minute," It is a state of diseased conscience. These are 
the people who love being martyrs, the trouble-borrowers. 
This temperament plus precipitating increase in anxiety 
leads to neurodermatitis. Two further examples follow. 

Case 2. — A woman aged 29 was just such a personality. For 
two years she nursed her mother in her last illness. The 
following year she nursed her father in his last illness. After 
that she became depressed, unable to concentrate, and prone 
to attacks of weeping lor no apparent reason. Then she began 
to scratch the back of her neck, producing the condition shown 
in Fig. 3. 

Case 3. — A grinder aged 25 was injured two years previously 
' when a grindstone exploded. He was afraid to return to his 
job, and developed a “nervous breakdown” and headaches. 
Howe'er, he did return, and in a few months began to scratch 
his right thigh. On examination he was obviously jumpy, had 
hyperidrosis of the hands, and admitted that he was scared 
stiff of his job. There was a large area of neurodermatitis on 


his right thigh. He 
clearly understood the 
explanation of his 
symptoms, and re- 
covered when his occu- 
pation was changed. 

While localized 
neurodermatitis is 
more common in 
women, it does 
occur in men, and I 
have recently seen 
it in a boy of 6 who 
started to scratch 
when another child 
was born in the 
family. 

In some cases the 
site of itching is in 
the region of an 
organic lesion, but 
in many th ere 
seems to be no such 
localizing factor. In these cases the undue tendency to 
scratch is grafted on to one of the quite usual physiological 
scratching areas of the body. Very often the normal per- 
son scratches the back of the head when faced with a 
problem; Many of us, I am sure, have felt an itch in the 
region of the anus. Most people itch when they see skin 
patients at first. The severity of the itch depends on the 
degree of awareness or attention to the itch. The strength 
of the feeling will vary from time to time. To lake an 
example from the pain sense: if we are prepared for a 
blow the resulting sensation will be painful. If we, how- 
ever, sustain a blow on the football field it may not be 
noticed at the time and the bruise be found later. 

In these individuals the sense of awareness of their own 
feelings is tuned up to a high pitch, and just as the effort- 
syndrome case can feel his heart beating so the individual 
with the tendency to neurodermatitis senses an irritation 
which the normal person would Dot. I have rather laboured 
this point because 1 feel it ts so important to try to explain 
the transference of emotional tension into irritation 

Pruritus 

Pruritus am and vulvae forms a problem which can be 
explained reasonably well on those grounds, I think the 
types of cases of pruritus ani vary with the clinic to which 
they are sent, a higher proportion due to organic diseases 
being seen in the surgical and gynaecological out-patient 
departments. Certainly 50% of the cases seen in the skin 
out-patient department are of psychogenic origin, although 
a fair proportion of these patients did have some slight 
organic disease which drew their attention to the part. 

Unlike the psychiatrists, I do not think that irritation of 
the anus and vulva always has some deep dark sexual sig- 
nificance, but both these areas are prone to trivial infec- 
tions, tears in the mucosa, etc., which may start a pruritus 
if the individual is at the time facing some conflict in his or 
tier life. Here I would like to give two brief examples. 

Case 4 . — A man aged SO, a hard-worked executive in a big 
works, had always had hyperidrosis of the natal cleft. During 
a spell of hot weather this caused some maceration of the skin. 
At that time he was overworked and worried and was suffering 
from insomnia. He found that, while lying in bed awake at 
night, he began to scratch the lesion. Ointments of various 
kinds gave him only temporary- relief. He was an obsessional 
personality, ultra-clean, and when he came to see me he gave 
a detailed description of his anus and perineum which showed 
that he had been studying the matter closely. On examination 
the perianal skin showed lichenification and excoriation. Under 
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treatment by reassurance and explanation, plus sedation, he 
ceased to have trouble. Here a trivial organic lesion in an 
obsessional personality under some strain became converted 
into a chronic pruritus ani. 

Case 5 . — An attractive and well-dressed womanaged 36 came' 
to me complaining of pruritus vulvae. This dated from the 
time she found out that her husband had been unfaithful to 
her. Even though I could do nothing about her domestic life, 
an explanation of how the pruritus was caused, plus x-ray 
treatment and sedation, managed to cure her symptoms. 

Occasionally one meets a case of localized pruritus where 
a search for a psychogenic factor appears completely nega- 
tive. Sometimes these cases can be explained on a purely 
habit-scratching basis. These patients start to scratch a 
trivial organic lesion, and this becomes converted into a 
conditioned reflex rather similar to nail-biting. Any slight 
impulse from the site calls forth the desire to scratch, and 
eventually a patch of lichenified irritable skin results. An 
interruption of the vicious circle by local antipruritics and 
self-control by the patient may lead to a cure. 

Lastly, thei e is a very small group — and I am sure that it 
is a very small group — who derive some erotic pleasure 
from scratching. In my experience this commonly occurs 
in young men, and the psychiatric explanation given for 
this is that the scratching is a form of masturbation. This 
group is incurable by the usual methods, and even with 
expert psychiatric treatment such as analysis success is 
unusual. 

Eczema 

Now to turn to the part played by the mind in eczema. 
All are familiar with the picture of infantile eczema which 
at a later stage develops into the flexural prurigo so classic- 
ally described by Besnier in 1892. Here the constitutional 
tendency to eczema is inherited, and there is a close asso- 
ciation between eczema and the other hypersensitive allergic 
states — asthma and hay-fever. AH these diseases are evi- 
dence that the individual has inherited epithelium which is 
hypersensitive. The intelligence of the group is above 
average. Rogerson (1934) found an intelligence of 110-115 
on the Binet scale. The normal average is 89. 

The trigger which starts the eczema in infancy is usually 
organic. Cold winds, a strong soap, vaccination, an attack 
of gastro-cnteritis, an allergic reaction to some food, a 
napkin rash, impetigo, and scabies can aU precipitate an 
attack. Once the eczema has started the restless make-up 
of the child perpetuates the condition by rubbing and 
scratching. Taken at this stage the condition is primarily 
organic. 

However, in many cases psychological factors are grafted 
on, and it is these which lead to the transition into 
v Besnier’s prurigo. In the majority of cases the parents are 
themselves anxious and excitable individuals, and the sight 
">f their infant, often an only or a first-born child, tearing 
ns skin to pieces and sleeping little at night completely 
demoralizes the home — as well it might. The mother tries 
ointment after ointment, fusses over the child’s diet, pre- 
'*-nts him playing with other children, and constantly 
attempts to stop him scratching. The child then becomes 
the pnot of the family and more and more demands care 
and attention, until he clings constantly to his mother. 

he continual thwarting of the child’s activities leads to a 
riN " in his mental tension. This leads to yet more irritation 
and scratching. 

It is most striking that if the child is taken out of this 
environment he rapidly improves. As a generalization, all 
cases of infantile eczema can be cured quite rapidly in 
hospital or even in convalescent homes. That this might 
re cue to removal from allergens is a criticism which has 
to •. met in ascribing the trouble to psychogenic influence. 


However, relapse may occur whilst in hospital after a visit 
from the parents. 

Removal of the child from the home gives the distracted 
and sleepless parents a chance to recover. The prevention 
of a recurrence, which may happen within a few hours of 
his return home, depends on the treatment of the parents. 
They should be reassured that the disease is not fatal, that 
it is nothing to be ashamed of, and that, if they will 
develop a more detached attitude to the problem and allow 
the child to go his own way even if this means watching 
him scratch, it will recover. The child should be allowed 
outside activities and to take up a normal life as soon as 
possible. By this handling of cases the continuation of. the 
condition into adult life can in most cases be prevented. 

The tendency to eczema, however, lasts into adult life, 
and if this group have to face situations which increase 
emotional tension relapses will occur. I have one patient, 
a solicitor, who produces an outbreak of eczema after a 
week-end staying with his mother-in-law, whom he detests. 
Other cases recur if married life becomes impossible. 

Rosacea 

Rosacea is a permanent dilatation of the skin vessels of 
the nose, cheeks, forehead, and chin, associated with a 
papular and pustular eruption which is a sequel to the 
chronic dilatation. This dilatation may be caused in various 
ways. Exposure to wind and weather, dyspepsia, ovarian 
disease, and exposure to heat as in furnace-workers are 
responsible in some cases, but by far the commonest cause 
is reflex blushing of emotional origin. After many years 
of emotional blushing the vessels become permanently 
dilated, and later the papules and pustules form. At a 
later stage the eyes may be involved in the process, with 
the onset of keratitis. 

Rosacea is essentially a dynamic process, exacerbation 
and remission occurring in a very short time. Exposure to 
a hot room, drinking hot drinks, and acute worry can all 
produce exacerbation. Klaber and Wittkower (1939) found 
that 35 out of 50 rosacea patients described themselves as 
quiet, reserved, and serious-minded. As children they dis- 
liked parties and meeting strangers. They were bashful, 
and any attempt to force them to appear in solo perform- 
ances of any kind filled them with terror. They were 
obstinate and sullen if attacked. Rarely did they display 
any temper. He described the condition as showing undue 
social anxiety. With the background of this personality 
any "acute emotional crisis is apt to produce rosacea. A 
typical example is the following : 

The patient was a female shop assistant aged 35 who described 
herself as shy and who blushed easily on speaking to anyone. 
She was solitary, loved reading, had only one or two women 
friends, and hated meeting strangers. A year before I saw her 
she had had the first affair of her life with a married man. 
This she ended because she felt so ashamed. She was very 
upset at giving up this friendship, and lost interest in life. 
Shortly afterwards rosacea developed. 

Here one can see the personality and the precipitating 
crisis associated with shame. 

Group 3 

The third group of skin conditions in which the mind 
plays a part are those in which only occasionally is the 
mental side a factor. In this group are included skin 
reactions such as urticaria, seborrhoeic dermatitis and 
psoriasis, hyperidrosis, cheiropompholyx, and alopecia 
areata. 

So far I have been unable to produce scientific evidence 
that the mind can produce a skin lesion. It has all been 
the “ I had a case ” evidence. In dealing with urticaria 
one is on 'firmer ground. Grant, Pearson, and Comeau 


M vrch 19, 1949 


THE MIND AND THE SION 


8 xmm 

MfD'CAjL JoLTLVU- 


475 


(1936) described a series of cases of urticaria in which 
attacks were brought on by emotion, heat, and cold. After 
the most exhaustive tests they proved fairly conclusively 
that the urticarial reaction in these patients depended on 
the peripheral nerves being intact; they believed the 
stimulus to be along these nerves and to be of cholinergic 
parasympathetic type 

The mechanism was that acetylcholine was released at 
the nerve-endings, and that this led to the formation of 
histamme, which produced the urticaria. In these cases 
attacks could be brought on by injecting carbachol and 
aborted by giving atropine. Peculiarly enough, some 
research done in 1947 on the nettle proved that a nettle 
sting acted not bv releasing formic acid but by injecting 
acetylcholine and histamine, so that even the naturally 
produced nettle-rash falls into line with Grant, Pearson, 
and Comeau’s work 

Further confirmation of the power of the mind to pro- 
duced urticaria and even bleeding was given by Moody 
(194S), who described urticarial reactions occurring in a 
patient undergoing narco-anal) sis and reliving incidents 
of her past, in which she had been beaten by a sadistic 
parent. On recalling particular incidents, urticarial weals 
appeared on the ongrna! sites of the injuries 

The easiest way to regard seborrhoeic dermatitis and 
psoriasis is to look on them as skin reactions which are 
inborn and which may be precipitated in many ways — 
by trauma, by infection, and occasionally by mental stress 
It was not uncommon to see men who on entering the 
Services developed seborrhoeic dermatitis which lasted all 
the time until they were invalided and then cleared rapidly 
without treatment. Psoriasis occasionally becomes general- 
ized after emotional shocks 

The onset of alopecia areata is often related to unhappi- 
ness, though in a great many cases, particularly in children, 
no psvchogenic factor can be discovered 

Just how much bearing the mind has on the onset of 
allergic and contact dermatitis it is difficult to assess I 
feel that in some cases the hyperexcitabihty of the tissues, 
which allows them to become sensitized, may well be a 
result of anxiety. I remember the case of a woman who 
was unhappily married to a husband of another religion. 
She hated going to gatherings of his relatives, and on these 
occasions her face became flushed and irritable. I thought 
at first that the eruption was entirely psvchogenic. but to 
make sure I patch-tested her to her lipstick, which she also 
applied to her cheeks as rouge She gave a violently posi- 
tive reaction, and cessation of its use led to clearing of 
the rash. She had been using the lipstick for years, and 
it may well be that unless she had been acutely unhappy 
she would not have become sensitized. 

Local hyperidrosis is often a result of chrome anxiety. 
Cases occurred more often in the Sendees than in civilian 
practice. 

Cbciropompholyx is a dangerous subject to discuss, as 
the causes arc innumerable, but now and again one comes 
across a case w>ith an obvious psychogenic background 
which can be cured by reassurance and explanation. Any 
case of cheiropompholyx for which no other cause can be 
found should be investigated for the presence of psychogenic 
influences 

I have been most impressed by the stories obtained from 
these patients with psvchogenic backgrounds. It is not 
■ necessary to make up fears and difficult situations for them. 
''Usually their life situations are such that it is not sur- 
prising to find them breaking down in one way or another. 

Treatment 

The most important feature is to realize that the handling 
of the psychodermatoses differs in no way from that of 


other psychosomatic disease. These patients are consti- 
tutionally less able to face life’s problems than the average 
run of humanity, and are not persons with only an inflamed 
patch of skin. 

A firm but kindly sympathetic approach is necessary, 
and it takes time to extract the life story and the salient 
problems which have led up to the onset of the dermatosis 
It is impossible to gain the patients’ confidence with other 
people — particularly relatives — present, and it may not be 
until the second or third interview that they wall unburden 
themselves. 

After the diagnosis has been made — and I hope that I 
have shown in what types of cases the psychogenic causes 
may be suspected — symptomatic treatment may be started 
General sedation with small doses of phenobarbitone, local 
antipruritics — but here I must stress the need for simple 
agents not likely to sensitize the skin — and x-ray therapy, 
which is the most powerful anfiprurittc, will all help to 
alleviate the symptoms 

After the first few days, when the irritation lessens, the 
patient will accept more readily the doctor’s reassurance 
that he knows what is the matter, and will be prepared to 
JJstes to a sor>p)e expia 2 >aS}&& of how a tense nenovs 
state has led to the present condition. Even if the social 
conditions and environment remain impossible, as so many 
of them do, symptoms can be relieved 

However, relapse is likely unless something more can 
be done. In Sheffield we have an almoner whose mam 
duty is solving the problems which beset these patients 
She helps by arranging holidays for the housewife who 
has reached cracking point and home helps for those who 
cannot leave small infants. Sometimes she can find other 
accommodation for those who have to live with “in-laws," 
and alternative occupations for those who have uncon- 
genial work. She obtains legal advice for those for whom 
a divorce seems the only way out, and, above all, she 
remains a friend to whom those m trouble can come and 
pour out their day-to-day worries. 

In the short time that it has been in existence the almoner 
service has produced more permanent cures than all our 
ointments and magic rav s How ev er, the person who should 
be really fitted to carry out the correct treatment is the 
family doctor. He has the facts of the family life at his 
finger-tips , vve have to drag them out painfully. It is the 
family doctor who, if he can recognize that the skin con- 
dition which has brought Mrs. X to his surgery’ is really 
repressed indignation because she has an impossible 
husband, is the best person to give reassurance and advice 

There are, of course, incurables — the patients who trade 
on illness, those not intelligent enough to listen to advice 
and who cannot gam insight into their problems, and those 
who are so constitutionally inadequate that no one can 
help them. However, the incurables form only a small 
percentage, and I hope I have made my point that the 
psychodermatoses are a very’ real group among skm diseases 
and that a great deal can be done for those suffering 
from them 
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detailed information was obtained to enable a general 
TREATMENT OF SKIN LESIONS CAUSED clinical appraisal of treatment to be made. 

BY MUSTARD GAS General Treatment 


BY 

D. C. SINCLAIR, M.A., M.D. 

( From the Department of Anatomy, University of Oxford) 

On the basis of clinical observations Chiesman (1944) and 
Davis (1944) published some general remarks on the treat- 
ment of skin burns caused by mustard gas. However, no 
study of the results of treatment under field conditions has 
appeared since the reports of the 1914-18 war casualties 
(Soltau and Elliott, 1923). The present paper deals with the 
treatment of a series of men exposed to mustard gas in 
the Tropics while living under an approximation to field 
conditions. 

Material and Methods 

tieVwccTv V'34'l and W45 observations wait -made 41& 
healthy young men exposed to mustard gas under tropical 
conditions — 320 were exposed to mustard vapour add 1 IS 
to contamination by liquid mustard. Dressings were 
changed daily, and no attempt was made to maintain strict 
asepsis. The materials and methods used for treatment 
were purposely restricted to those readily available to any 
medical officer in the field. All applications were mPde on 
gauze or plain surgical lint and were kept in place by a 
bandage, since adhesive plaster did not adhere properly and 
gave rise to local irritation. 

The lesions treated ranged from small superficial 
abrasion-like areas to large deep ulcers. Of the vapour 
cases 75 suffered nothing more than an erythema, and in 
only 154 of the remaining 245 did breaches of the con- 
' tinuity of the skin develop (Table I). Raw surfaces occurred 


Table I . — Lesions Available for Treatment 




Volunteers 


Regional Raw SurfAces 

Type of 
Case 

No. 

Exposed 

No. 

Treated 

No. 

with 

Breaches 
of Skin 

Total 

No. 

Treated 

No. of 
•^Whole- 
thickness** 
Bums 

Vapour . . 

320 

104 

154 

495 

234 

1 

Liquid . . 

118 

83 

1 79 

254 

68 

1 

Total . . 

438 

187 

233 

j 749 

302 

19 


Pain was controlled by acetylsalicylic acid, phenacetin, 
bromide and chloral, or hyoscine hydrobromide. In the 
worst cases, particularly those with severe bums of the 
genitalia, | gr. (16 mg.) of morphine three times daily was 
necessary. 

The treatment of systemic poisoning (Sinclair, 1948a) was 
purely symptomatic and unsatisfactory. Nausea and vomit- 
ing were unrelieved by either alkaline mixtures or sedatives. 
Alkali was, however, useful in alleviating abdominal pain 
when given in full doses after meals. The typical severe 
headache was unaffected by acetylsalicylic acid, phenacetin, 
and ergotamine. 

- Education formed a very necessary part of the treatment, 
owing to the prevalence of superstitious ideas about mustard 
gas. In two cases anxiety states developed, necessitating 

Local Treatment 

Desquamation . — The onset of desquamation or- exfolia- 
tion in any part was usually accompanied by considerable 
irritation, itching, and stinging pain. These symptoms were 
greatly aggravated by scratching, which took place in many 
cases while the men were asleep. For this reason it was 
occasionally necessary to apply a dressing to areas of 
severe desquamation. The treatment of choice was the 
inunction of zinc cream ( A.P.F .) (anhydrous wool fat, 3; 
olive oil, 3 ; zinc oxide, 4 ; lime water, 4). 

Raw Surfaces. — These were the result either of desquama- 
tion or of vesication. Vesicles were swabbed with weak 
“ dettol ” solution and pricked with a sterile needle to 
collapse down the vesicle roof. Subsequent re-evacuation 
was practised as necessary. Any blisters 1 cm. 3 or less in 
floor area were left without treatment of any kind (Table 
II). The treatments used for raw surfaces included the 


Table II . — Liquid Burns: Treatment of Rmv Surfaces by Area 


Approximate Size 
of Raw Surface 

No. of Lesions 

No. Treated 

Percentage 

Treated 

0-1 cm* 

81 

0 

0 

1-10 cm* 

192 

19 

JO 

10- 100 cm* • . . 

55 

36 

65 

Over 100 cm. 2 

16 

13 

81 


in 79 men exposed to liquid mustard, and 18 "whole- 
thickness” burns were distributed among nine of these 
men. The term “ regional raw surfaces ” in Table I refers 
to arbitrarily defined regions (Sinclair, 1948b) in which one 
or more breaches of surface continuity occurred, without 
regard to the number of these breaches. It will be noted 
that only 302 out of 749 regional raw surfaces received 
treatment: this figure includes all the whole-thickness burns 
and most of those lesions occurring in the 30 subjects who 
" crc admitted to hospital. In the remaining men 447 
unselectcd regional raw surfaces received no treatment of 
any kind beyond the evacuation of vesicles, and were 
used as controls. 

The irregularity and delay in development of mustard 

urns S inclair, I94Sb) make it impossible to evaluate the 
c ,cct of treatment unless the development of an exactly 
sum nr untreated bum in the same area of the opposite side 
ot the same man can be observed. This requirement is 
seldom satisfied in mustard-gas bums. Further, in this 
'■enes strict supervision of treatment was impossible For 

t-T". ^ N ' iV " i comparison can be made ol the 

e-ec; Oi the various treatments used on the development, 
course, and healing of the bums. However, sufficient 


following: amyl salicylate, sulphonamide preparations (sul- 
phanilamide powder and sulphathiazole powder), greasy 
preparations (zinc cream ( A.P.F . ), vaselined gauze, and 
acriflavine emulsion (B.P.)), and dyes (triple dye and 1 in 
1,000 aqueous acriflavine). 

Amyl Salicylate . — The drawbacks of amyl salicylate as a 
treatment for mustard bums are several. It is too irritant to 
apply to the scrotum by the ordinary method (Ministry of 
Health, 1942; Chiesman, 1944), and in vapour cases the scrotum 
is the region most commonly affected (Sinclair, 1948b). It 
cannot be applied to any area for longer than three or four 
days without causing pain (Ministry of Health, 1942; Cullutn- 
bine and Sinclair, 1942), it has an objcciionable and persistent 
smell (Stewart, 1937), and it clings to the fingers, dressings, and 
bedclothes. It does not bring about more rapid healing (Cullum- 
bine and Sinclair, 1942; Davis, 1944), and in the present series 
bums treated with it tended to be rather more painful than burns 
treated by other methods. “ Hypersensitivity ’’ to amyl salicylate 
has been reported (Stewart, 1937). In consequence of these 
objections, amyl salicylate has now fallen into disuse (War 
Office, 1944). 

Suiphawimidz Pfepwratww.5: — hwn sd, 'fr/tid.tt'.'if. absorbed 
mustard derivatives in depressing leucocyte formation it is 
clear that the application of sulphonnmidcs to any large mustard 
burn calls for considerable caution (Chiesman, 1944 ; Sinclair) 

















March 19, 1949 


TREATMENT OF BURNS CAUSED BY MUSTARD GAS 


Bxrraa 

Medical Jourtxu. 


477 


!944). Mat!}' lesions treated with local sulphonamides in this 
series became slightly irritated and inflamed ; it should, however, 
be noted that mkromzed sulphonamides were not available. 

Greasy Preparations . — The outstanding feature of this group 
of treatments was the comfort of the lesions so treated. Zinc 
cream (.1 J’.F.) was the most successful and, under local condi- 
tions, the most readily available in bulk. These preparations also 
enabled quick and relatively painless changes of dressing to be 
made. This factor was particularly important in the case of 
burns of the genitaha. 

£>>'«. — Triple dye was extensively used for small raw surfaces. 
The dye was applied as a paint, two or three co3ts being given 
at each dressing, and the bum was then left completely uncov- 
eted. Patients preferred this treatment to the inconvenience of 
a dressing and bandage, and bums so treated were very com- 
fortable and quickly ceased dischargmg. It should be noted that 
no attempt was made to tan the raw surface. Owing to the 
difficulty of obtaining strict asepsis at the time of application, 
tanning should be used sparingly under field conditions {Cullum- 
bine and Sinclair, 1942; War Office, 1944; Chics man, 1944; 
Davis, 1944). Acriflavine solution, 1 in 1,000 in water, was also 
used, but was not nearly so satisfactory'. 

Untreated Controls . — The untreated lesions appeared to 
be as comfortable and certainly healed as rapidly as the 
treated bums of comparable severity. The pressure and 
friction of clothing, except in the case of burns of the 
scrotum, did not give rise to undue discomfort, and the 
lesions dried up rather more quickly than in cases where 
treatment was applied. 

Treatment of Genital Lesions . — For lesions of the geni- 
talia the most comfortable and convenient application was 
vaselined eauze. In hospital cases a daily tepid saline bath 
also relieved pain and irritation to a marked degree. All 
dressings applied to bums of the scrotum in ambulant cases 
were conveniently retained in position by an elastic suspen- 
sory bandage. The value of these bandages cannot be over- 
emphasized. The elastic support relieved the tension and 
dragging pain resulting from the presence of oedema Buid, 
and the friction of the clothing over the large, tender, 
raw scrotum was much reduced. Men with extensive deep 
burns, sometimes involving half the scrotal surface, were 
thus enabled to remain ambulant 

Complications 

Dysitria . — Four cases with extensive raw surfaces on the 
glans penis suffered from intensely painful micturition, 
which was to a certain extent relieved by coating the burn 
heavily with vaseline. Ulceration of the meatus (Mackin- 
tosh, 1920) did not occur in this series. 

Priapism . — In two vapour cases in which the penis was 
extensively burned, frequent, prolonged, and extremely 
painful priapism occurred, usually at night, during the first 
two weeks of treatment. Large doses of bromide and other 
sedatives were without prophylactic effect, and the only 
measure which afforded relief was an immediate cold saline 
bath. 

Sepsis . — The presence of infection in any lesion was 
assessed as “slight" (some seropurulent discharge but no 
other local signs), "moderate" (frank pus present), or 
“ severe ” (frank pus, with local tenderness, inflammation 
of surrounding skin, and regional adenitis). The results of 
this classification are seen in Table HI. The overall regional 


T in Li: III . — Incidence of Sepsis 



No. of 

No. of XtgfonaJ Rat*’ Surfaces i 

No. oflnfec- 

Tn»of 

Case 


IftfcCIW 


lions Classed 
i as More than 
! Trivial 

I Rv» SxtrfaceS 

| Slisfil , 

Moderate j 

Sevens; 

| Total 

Vapour .. 

ASS 

6 

1 ! 

I 

s 

| 2 

Liquid . . ; 

1 ' 254 

16 

5 

3 



Total . . , 

I 749 

22 

6 

I 

4 ; 

32 

! 30 


infection rate was 32 out of 749 (4.3%), and the infection 
rate was higher (9.4%) in the case of liquid bums than, in 
the vapour series (1.6%). Many of these infections were, 
however, of very little clinical importance, and Table 111 
shows that in only 10 (1.3%) cases could infection be 
described as more than trivial. It is also interesting to note 
that sepsis became established while local treatment was 
being applied in 17 out of the 302 cases which received 
treatment— an infection rate of 5.6%, The infection rate 
in cases receiving no treatment was 3.4%. 

Adenitis . — In four infected cases there was a regional 
adenitis-throughout the period of infection. In eight other 
vapour cases, however, a regional adenitis appeared without 
any sign of local inflammation. The affected glands were 
rubbery, discrete, and not tender. These cases have not 
been considered under the heading of sepsis, since the 
absence of tenderness and pain, of any constitutional symp- 
toms, of lymphangitis, and of any clinical evidence of 
infection in the drainage area was a noticeable feature. 

Sloughs . — In the series of liquid bums small sloughs 
appeared in various situations in two subjects but separated 
rapidly ; they were accompanied by slight sepsis. In the 
vapour series, however, it was a striking fact that slough 
formation, which occurred in six men, was confined to the 
prepuce. In the worst case gross annular sloughing occurred 
on the fifteenth day and did not completely separate until 
the thirtieth day. 

Discussion 

The mustard burn is not a specific and peculiar lesion, 
but is simply the response of the skin to a slowly acting 
tissue injurant (Sinclair, 1948b). It is therefore most unlikely 
that any specific treatment will be found for established 
mustard lesions, and in consequence it is permissible to 
treat such bums exactly as thermal bums, according to the 
personal preference of the operator. Koontz (1944), as a 
result of animal studies, concludes that “ there is no major 
difference, either qualitative or quantitative, between heat 
bums and mustard bums of equal intensity,” and points out 
that the same methods of treatment should therefore be 
applicable to both. Davis (1944) concludes that “ almost 
any of the generally accepted technics of burn treatment ” 
may be used for mustard bums in man. Insufficient 
attention has been paid in the past to difficulties of assess- 
ment, and specific treatments — for example, amyl salicylate 
— have been recommended for mustard bums on inadequate 
grounds. 

The healing-time of mustard bums is not greatly influ- 
enced by the type of therapeutic agent employed (Cullum- 
bine and Sinclair, 1942 ; Davis, 1944), and there is no evi- 
dence that any of the treatments applied in the present 
series achieved significantly better results than could be 
expected in the absence of local treatment. There remain, 
however, the factors of comfort, ease of application, am li- 
ability', cost, etc., to be considered. Bearing in mind these 
considerations, it may be said that for the irritation caused 
by desquamation of the skin zinc cream (A J’.F.) was useful. 
For the raw surfaces, which constituted the most important 
feature of these cases, zinc cream and vaselined gauze were 
the best of the treatments investigated, while triple dye paint 
was extremely useful for minor lesions of this type and 
when a dressing could not conveniently be retained in posi- 
tion. For scrotal bums the suspensory bandage was invalu- 
able, and in hospital cases saline baths were found very 
comforting. 

There is a widespread opinion that mustard bums are 
especially liable to infection. Chiesroan (1944) states that 
" they are slow to heal, prone to sepsis, and respond badly 
to any form of tanning.” There is, however, no evidence 
to show that a series of human experimental thermal bums 
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is any less liable to infection than a series of mustard burns 
of similar intensity and distribution. Nor has it been shown 
that under these circumstances the thermal burns would 
heal any more quickly than the mustard burns. Until such 
an investigation has been made it is begging the question 
to hold that the mustard burn is specially prone to sepsis 
and slow to heal. 


Summary 

An account is given of some observations made on the treat- 
ment of a series of skin burns caused by mustard gas under 
tropical conditions. It was not possible to make any accurately 
controlled investigation, but it appeared that no local treatment 
achieved better results than could be expected in untreated 
burns. 

On the basis of factors such as comfort, convenience, expense, 
etc., zinc cream (A.P.F.) and vaseiined gauze were the best of 
die treatments investigated for breaches of skin continuity. 
Triple dye, used as a p3tnt, was valuable for treating small 
superficial lesions. 

Suspensory bandages were of great value in the treatment of 
scrotal burns. 

There was a comparatively low incidence of sepsis, in spite 
of the fact that the burns were treated under an approximation 
to field conditions. 

There is no reason to suppose that mustard burns behave any 
differently from thermal burns in regard to their healing or 
liability to infection. 

The kindness of the Australian Chemical Defence Board in per- 
mitting publication of the work carried out under its direction is 
gratefully acknowledged. Permission to publish has also been 
received from the chief scientist, Ministry of Supply. 

I should like also to record my indebtedness to Mr, J. W. Legge 
and to the numerous colleagues who assisted in the application, 
supervision, and assessment of the treatments investigated. 
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INCIDENCE OF DIABETES MELLITUS 
IN CHILDREN AND NEED FOR HOSTELS 

BY 


P. HENDERSON, M.D., D.P.H. 
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! ' are “« =U«ia in every 2,500 was a 
b ' incidence was the same for boys and girls, 


for all age groups was 0.37 % of the total population (adults 
and children). Wilkerson and Krall (1947) reported the 
results of a thorough investigation into the incidence of the 
disease in Oxford, Mass. Of the 4,983 inhabitants 3,516 
had their btood and urine tested. After allowing for the 
29.4% of the town’s citizens who had not been tested it 
was estimated that 1.7% of the population had diabetes. 

Joslin (1946) also mentioned that the mortality rate from 
diabetes in the U.S.A. in 1943 was 27.1 per 100,000 of (be 
population ; in England and Wales in 1944 it was 9.6 per 
100,000. The much lower- diabetes death rate in England 
and Wales supports the view that the incidence .of the 
disease is considerably less in these islands than it is ia 
the U.S.A. 

Present Investigation 

In tire absence of up-to-date information about the extent 
of diabetes in children in this country it was decided to 
make a survey, during the period February-June, 1948, in 
the following areas: Bristol, Birmingham , Birkenhead, 
Wallasey, Liverpool, Bootle, Salford, Manchester, Bradford, 
Leeds, Newcastle-upon-Tyne, Sheffield, Norwich, Ipswich, 
Great Yarmouth, Cambridge, Norfolk, Isle of Ely, Cam- 
bridgeshire, and East and West Suffolk. t 

AH the school medical officers (who were, with one excep- 
tion, also medical officers of health), the professors of child 
health, and all the hospitals in these areas likely to have 
child patients with diabetes were approached for informa- 
tion. The physicians of 32 hospitals co-operated : only one 
hospital ignored the requests made to it. 

All lists of children supplied by the hospitals were cross- 
checked against the lists held by the school medical officers 
and the medical officers of infant welfare clinics to avoid 
duplication of names and to ensure that children not living 
in these areas were excluded, since many of the hospitals 
bad patients from a wide countryside and from districts not 
included in this survey. 

Size of Population Sampled . — The 16 cities and towns 
and the five counties selected for this inquiry had a total 
child population under 16 years of age of 1,307,000; there 
were about 750,000 school-children, being between one- 
sixth and one-seventh of the total school population of 
England and Wales : the rate was broadly similar for urban 
and rural children. Table I gives the number and age distri- 
bution of the children. 


Table I . — Age Distribution 


Ag c 1 

Urban j 

Mainly Rural 1 

Total 

0-4 . . ' 

470.000 

70,000 

540,000 

5-9 . . i 
10-tS .. { 

29oloo0^ 676,000 

50,000 0 1 AAA ' 
4LOOO/ 91 - 000 | 

436,000\ 7 gi5og 
331,000 / 

Total j 

i 

1 , 146.000 

161,000 1 

j 

1,307,000 


Table II. — incidence of Diabetes in Sample Population 


No. of Children with Diabetes 


Age 

Boys 

Girls i 

Tola! 

0- 4 .. ! 

I 

2 

1 3(1 in 180,000) 

5-9 , . \ 

to -IS 

tty* 


5fi(lin8,000)T,„ rt ,. ; , joo) 

124 (l in 3,000)/ v!-'WLi ' . ~i 

Total .. J 

: 99 

84 

! 183 (1 in 7.000) 

i 


Of the 180 school-children (Table II) 145 (1 in 5,000} 
lived in urban areas, and 35 (1 in 3,000) lived in mainly 
rural areas, if the sample can be taken as representative 
of the child population then the estimated number of dia- 
betic school-children in England and Wales is 1,200 (1 in 
every 4,000-5,000). 
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Number of Diabetic Children in Need of Hostel Treatment 

Several of the physicians who provided information 
expressed the opinion that diabetic children should remain 
at home and not be sent to hostels. One expressed the 
Mew of several when he wrote : “All diabetic children 
should be brought up to lead normal lives with other 
children, and I find that this is possible with nearly all of 
them.” Another wrote: "I do feel that on the whole 
children suffer more by being moved from their home 
environment than they gain by going to live in a hostel." 
Others, however, considered that hostels were essential for 
a small minority of diabetic children ; one gave the history 
of a girl aged 12 who spent most of her life in two hospitals, 
haring been admitted to each alternately in diabetic coma. 
Another child, who was not receiving the treatment pre- 
scribed, was found to have a mother who did not under- 
stand the instructions given to her as “ she was deaf and 
otherwise peculiar.” 

An interesting finding was the greater demand for hostels 
for children from rural areas. Table III gives the number 
and age distribution of the children in the sample popula- 
tion who were recommended for admission to a hostel. 


Table III . — Children Recommended for Admission to Hostel 


Aec | 

Boys 

Girls 

i Total 

0-4 

l 



I (1 in 500.000) 

5~ 9 


3 

7 (1 in 60,000) 

10-15 

! 7 

6 

13 (1 in 25.000) 

Total 

12 

9 

2! (1 in 60.000) 


Of these 21 children seven were already in a hostel or 
hospital. Thus in this series one diabetic child in every 
nine was recommended for a hostel. On these figures there 
is need for hostels for at least 130 diabetic children in 
England and Wales. The survey also showed that in mainly 
rural areas one school-child in every 13,000, and in urban 
areas one in every 50,000, should be in a hostel for diabetics. 
The main reason for the greater need for hostels for rural 
children is the lack of specialist treatment facilities within 
easy reach of their homes. The difference in the incidence 
of diabetes between the urban and rural population was 
not sufficient to explain the great disparity in the proportion 
of school-children recommended for a hostel in these two 
groups. 

Since September, 1939, the London Education Authority 
has maintained a diabetic unit for 60 boys and girls at its 
large residential school at Hutton, Essex. On the average, 
only about 16 of the 60 are London children, giving a rate 
of one child per 20,000 of the London school population. 
In view of the effects of the war on London homes it was 
to be expected that more London diabetic children would 
require hostel accommodation than children in provincial 
cities and towns. Of the 16 London children living in 
Hutton during the period of this inquiry eight were father- 
less, motherless, or had parents who were separated. 

Allowing for the higher rate of hostel provision required 
for London and rural children, rather more than 130 places 
are needed. On the basis of the present investigation hostels 
for 130-150 diabetic children should be provided for a 
school population of about 5,000,000. In addition to the 
60 places at Hutton a second hostel for 30 diabetic boys 
and girls was opened at Deal by the Church of England 
Children’s Society in January, 1949. There are prospects 
of a third hostel for about 30 children being opened in 1949. 

Anyone having doubts about the value of a hostel for a 
minority of diabetic children should visit Hutton. There 
the boys and girls are taught the diabetic way of life ; they 
test their own urine and, under supervision, inject their own 
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insulin. They are supervised by a trained nursing staff, 
and a specialist physician visits fortnightly. They lead as 
free and as normal a life as any child in a public boarding 
school. Their out-of-school life is full of variety. They 
take part in any physical activity or game that they choose 
and they all learn to swim in the school swimming-bath. 
Most are allowed home for the usual school holidays. In 
early summer they all go to camp for a fortnight at the 
seaside. They grow up into self-reliant men and women, 
fully capable of leading happy and useful fixes. Unfor- 
tunately, some parents are so foolish that they prematurely 
withdraw their children from the hostel. Whittaker (1948) 
reported the deaths of five children who had been removed 
from Hutton against advice. And in this country in 1945, 
according to the Registrar-General (1945), 51 children under 
15 years of age died from diabetes. These melancholy 
figures represent a yearly wastage of young lives that could 
be reduced considerably if adequate hostel facilities were 
available. 

Summary 

Of 1,307,000 children under 16 years of age (being from one- 
sixth to one-seventh of the total child population under 16 
years of age in England and Wales) living in 16 English cities 
and towns and five counties, 183 (1 in 7,000) were known to 
have diabetes. Of the 180 school-children, 145 (1 in 5,000) lived 
in urban areas and 35 (1 in 3,000) in mainly rural areas. An 
incidence rate of 1 in 7,000 is only about one-third of that 
(1 in 2,500) found in 1935-6 in the survey sponsored by the 
U.S. Public Health Service. 

The incidence rose sharply from 1 in 180,000 for children 
under 5 years to I in 8,000 for children 5-9 years and to J in 
3,000 for children aged 10-15 years. 

About one diabetic child in nine was recommended for a 
hostel. In the mainly rural areas one school-child in every 

13.000, and in the cities and towns one in every 50,000. was 
considered suitable for a hostel ; in London the rate was 1 in 

20.000. The higher London figure was at least partly due to 
the effects of the last war, since half the total number of the 
London children were fatherless, motherless, or had parents 
who were separated. The high rural rate was mainly due Jo 
the absence of specialist treatment facilities within easy reach 
of the children’s homes. 

Allowing for the greater need for hostels for diabetic children 
in London and the rural areas, this survey revealed the need for 
hostels for 130-150 children under 16 years of age in England 
and Wales with a school population of about 5,000.000. At 
the time of this investigation there was hostel accommodation 
for only 60 diabetic children in the London County Council’s 
School at Hutton. A second hostel for 30 children was opened 
in Deal in January', 1949, by the Church of England Children's 
Society, and there are prospects of a third hostel being opened 
during 1949. 

X gratefully acknowledge the help given to me by the school 
medical officers of the areas mentioned in this article and by the 
professors of child health, physicians, almoners, and secretaries of 
the hospitals in these areas who so willingly supplied me with 
information. 
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The Minister of Health and Local Government of Northern 
Ireland stated recently that plans are on foot to provide this year 
200 additional beds for tuberculosis sufferers in Northern Ireland. 
The Minister added that he would further consider a suggestion 
that the Gevemment should make representations to the proper 
authorities towards making arrangements for the treatment in 
Swiss hospitals of patients suffering from tuberculosis in view of the 
present shortage of beds in Northern Ireland. 
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SIMULTANEOUS EMBOLISM IN BOTH 
ARMS 

BY ' 

J. V. FIDDIAN, M.D, 

Surgeon to the District Infirmary, Ashtoti-under-Lync 

We read a good deal about arterial embolism of the limbs 
these days, but it must be a somewhat rare occurrence, for 
I have had to wait twenty-nine years as a surgeon at a 
hospital of two hundred mainly surgical beds to see my 
first case. But, as if to make up for this delay, my case 
when it did appear presented me with simultaneous 
embolism of both axillary arteries. How rare this is I 
have not been able to discover. The surgical literature at 
my disposal does not record a single case. 


cigarette. After an interval of half an hour a similar pro 
cceding was carried out at the lower end of the left brachia 
artery. A bifurcated clot which had filled the lower part o 
the brachial artery and the upper 2 in. (5 cm.) of both radia 
and ulnar arteries was extracted with forceps. Directly th 
artery was closed and the tape released full volume wa 
restored in the radial pulse. 

In view of the different fate which befell the arms I revicwei 
my technique to discover if possible what determined failur 
on the right and success on the left. Differences of procedure 
were as follows: 


Right 

Operation two hours earlier 
Incision in non-pulsating artery 
Denudation of vessel not so 
satisfactorily performed 
Injection of heparin had not 
been given, through delay in 
obtaining it. 


Left 

Operation two hours later 
Incision in pulsating artery 
Very thorough denudation of 
vessel 

Injection of heparin before 
starting operation. 


Case History 


The patient, a railway worker aged 69, had a Syme's amputa- 
tion of his right foot in 1915 after an accident on the line. 
The stump has served him well, his only complaint being the 
usual one with Syme’s amputations — that the boot tended to 
work round in internal rotation so that the toe struck his other 
foot in walking. 

Four months before admission to hospital an ulcer developed 
over the external malleolus. It was very painful and gradually 
extended in spite of rest in bed, “ elastoplast ” bandaging, ultra- 
violet irradiation, and a variety of dressings, including penicil- 
lin. On admission he was seen to be a healthy-looking man. 
His past health record was good: he had not attended his 
panel doctor for twenty years. His blood pressure was 130180, 
his urine was free from sugar and albumin, and his Wasser- 
mann reaction was negative. The radial artery was thickened, 
however, and capillary circulation at the extremities was slower 
than normal. A diagnosis of arteriosclerotic circulatory defect 
was made, and he was advised to have the limb amputated 
below the knee. 


On June 24, 1947, I amputated the leg 4 in. (10 cm.) below 
the tibial tubercle under tbiopentone-gas-oxygen-ether given 
by Dr. John Moore. The reduced size of the lumen of the 
tibial arteries was noticed. Healing was retarded by the poor 
nutrition of the flaps. There was no inflammatory or febrile 
reaction, but when the stitches were removed on tbe twelfth 
day there was considerable failure of union. Healing pro- 
ceeded very gradually. His general condition was good and 
he was free from pain. He got about the ward in a wheeled 
chair and later on crutches. 


On Sept. 12, at 5.30 p.m., he went out on crutches to the 
toilet and while there felt tingling in both wrists and “ cams 
over faint.” He walked back to his bed on his crutches with 
assistance. The tingling increased and numbness developed ir 
his hands. A little later he complained of pain in both uppei 
arms. When I saw him at 6.30 he was not greatly distressed 
but said the use had gone out of both his arms. They wers 
. c0 d arui Wue. He could move his fingers slightly. No radia 
FF-- S ? c0 “\ cl bc f e ' 1 on either side. Pulsation was present in th< 
bracmalartery to about 1 in. (2.5 cm.) above the bumera 
c * , ,, ’. cre was no pulsation on the right below the axilla 

" v '* le lblrd P art of the axillary artery was pulsating, 
th.- 3 °t ,F Slng , brachial Plexus block analgesia, 'I exposec 
trollinn ft, be embolism in the right axillary artery and, con 
a i artery by a Ioo P of ^ beld up by c 
A H ° , Se - d *** n °n-pulsating area immediately below 

mbb T 3 “* (7 ’ 5 Cm ' } long wa * extracted and a smal 
bv a er sl w - VaS ,^ aSScd down the ^ery and suction appliec 
nL- a m 11115 way several ™re Pieces of clot wen 

STwas’ men a Stream ° f 2% citrate sol «ion was injected. Th. 
arterv i maS5aged , ln an upward direction and finally th. 

v '? sed b y a s'ngJe continuous suture of No. 2 nyloi 
arter, f „k : r> ,F e " Ee - dle - 7116 adventitia was stnpped from th, 
tin^rmw' thC iaciSl0n and the tape was then relaxed. Pulsa 
be felt at ,he elbow. Others in th 
theatre said they could fed th e radial pulse. The wound wa 
closed and dressed and the patient given a cup of tea and i 


Whatever the cause, and 1 am inclined to blame the inade- 
quate denervation of the right artery, the subsequent fate of 
the two limbs was strikingly different. By the next morning 
the left arm was of normal appearance and all movements of 
the wrist and fingers could be obtained, and with considerable 
power. Radial pulsation was of normal volume. Subsequent 
progress was uneventful. The wound healed by first intention 
and the arm has remained in full function ever since. The right 
arm" was discoloured and cold from the elbow downwards. 
Pulsation could be felt in the brachial artery down to the elbow. 
Capillary circulation could be shown to about 2 in. (5 cm.) 
below the elbow. No radial pulse could be felt. Heparin was 
pushed, and the arm was kept exposed to cool air. 

A masseuse visited him several times a day to give light 
efllcurage and the skin was kept as sterile as possible by rub- 
bing with spirit. 125.000 units of penicillin were given thrice 
daily. The colour remained the blue of a bruise and no 
improvement in capillary circulation could be seen, but the 
patient said he could feel life in the forearm nearly to the 
wrist and could make some slight movement of one or two 
fingers. After nineteen days massive vesication appeared and 
I amputated at the lower third of the upper arm. He has 
made a good recovery, uses his left arm normally, and is busy 
trying to walk on his new artificial leg. 


KETONURIA IN A CHILD WITH CIRRHOSIS 
OF THE LIVER 

DY 

G. T. RUTHERFOORD, M.B., B.S. . 

Late Resident Medical Officer, Southampton Children’s Hospital 

The interest of the following case lies -in the fact thal 
a child with cirrhosis of the liver had ketonuria as the 
chief sign. The cirrhosis was unsuspected during life. Tht 
initial illness, characterized by constipation and abdominal 
distension, was apparently not related to the liver disease 

Case Report 

In November, 1945, a boy aged 2i was admitted -to the 
Southampton Children’s Hospital with severe constipation anc 
abdominal distension. The condition was diagnosed as Hirsph- 
sprung’s disease. A barium enema shortly after admission 
revealed a mild degree of megacolon ; another, two months later, 
showed no abnormality. During the next eighteen months the 
boy was seen regularly in the out-patient department. He 
remained in fair health, though persistent constipation necessi- 
tated the regular use of aperients and occasional enemata. 

In January, 1948, when aged 4 years 10 months, he was re- 
admitted. He had been well until tbe day before admission 
■when be bad bad a convulsion. A further convulsion occurred 
a few hours later, this being followed by a third on the mominj 
of admission, since when he had been comatose. On examina 
tion he was found to be unconscious, slightly cyanosed, anc 
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breathing rapidly and deeply. There was slight neck rigidity. 
The abdomen was not distended, and rectal examination was 
negative. The urine contained a large quantity of acetone. 
Gerhardt's test for diacetic acid was also positive. Sugar was 
absent. Consciousness returned a few hours after admission. 
Next day a purulent nasal discharge, pharyngitis, and cough 
were noted. Radiographs of the chest and examination of the 
cerebrospinal fluid revealed no abnormality. The blood-sugar 
level was not estimated. A few days later, following a course 
of a sulphonamtde, recovery appeared to be complete. 

After leaving hospital he was noticed always to be listless and 
easily tired, though well enough to attend school for some 
weeks. In April, 1948, he was in bed for a week with pyrexia, ■ 
vomiting, and diarrhoea. His parents remarked that at times 
he became excessively thirsty, and had an inordinate liking for 
salt. Apart from a distaste for sweet things, his appetite, 
though poor, was normal. 

In July, 1948, he was again readmitted. A convulsion, pre- 
ceded by severe abdominal pain, had begun a few hours 
previously, since when he had been unconscious. On exami- 
nation he was found to be unconscious and slightly cyanosed, 
but was breathing normally. No other abnormal physical signs 
were elicited. The urine contained large quantities of acetone 
and diacetic acid. No sugar was detected, A sample of blood 
(taken on admission) showed a blood-sugar level of 35 mg. 
per 100 ml. A few hours after admission he was conscious and 
rational and was drinking glucose-water freely. His condi- 
tion, however, deteriorated. During the night there were two 
convulsions, and vomiting became frequent. Twenty-four hours 
after admission he died in a third convulsion. 

Post-mortem Findings. — Development normal ; nutrition fair ; 
no jaundice. Lungs : — Bulky and emphysematous ; distended 
with air anteriorly and cover heart ; some petechial haemor- 
rhages on posterior surface; normal appearance on section. 
Heart: — Many large subpericardial haemorrhages. Spleen: — 
Much enlarged; weight, 41 oz. (135 g.); Malpighian bodies 
prominent. Liver : — Small ; weight, 1 lb. 41 oz. (580 g.l ; sur- 
face coarsely roughened ; on section, coarse cirrhosis and early 
nodular hypertrophy. Pancreas: — Normal. Kidneys. — Cortex 
swollen, showing toxic changes. Color, and other organs: — 
Norma). 

Histology. — Liver : — Portal cirrhosis of nodular type ; the 
portal tracts show excess of fibrous tissue, and heavy infiltra- 
tion by lymphocytes and a few eosinophils ; the fiver lobules 
are very irregular in size and shape ; the sinusoids are full of 
red cells, indicating acute passive congestion. Pancreas: — 
Normal. Kidneys: — Marked congestion of the medulla and 
cortex and of glomeruli ; cloudy swelling of tubules. 

Comment 

It may be inferred that the first attack of convulsions, 
which ceased spontaneously and did not recur for five 
months, was hypoglycaemic in origin' and was precipitated 
by a mild infection of the upper respiratory tract. 

The low level of the blood sugar was no doubt due to 
the liver disease (Hartmann and Jaudon, 1937), and was 
probably the cause of death. Hypoglycaemia has been 
observed in the last stages of cirrhosis (Peters and van 
Slyke, 1946 ; Haibertsma, 1932). In this case, however, the 
absence of ascites, jaundice, and wasting shows that the 
disease was hardly in the last stage. Moreover, there had 
been recovery from the previous attack. Peters et al. point 
out that the hypoglycaemia of liver disease characteristically 
appears at the end of a considerable period after meals, and 
that often it is preceded by alimentary hyperglycaemia. 

My thanks arc due to Dr. H. Oakley White for permission to 
publish this case ; to Dr. H. H. Gleavc for the post-mortem examina- 
tion, results of pathological and histological investigations, and 
comments ; and to Dr. G. Ormiston for helpful criticism and advice. 
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Medical Memoranda 


Spontaneous Subarachnoid Haemorrhage in 
Infancy due to Angioma of the Cerebellum 
The rarity of spontaneous subarachnoid haemorrhage in infancy 
and the nature of the pathology of this case prompt its presenta- 
tion for publication. 

Case History 

The patient, a male infant, was the only child of healthy parents 
and had been bom at full term by a normal labour. The neonatal 
course was uneventful, and he progressed well in all respects up to 
the age of 31 months. Then suddenly one afternoon, while being 
dressed by his mother, he had a convulsion and became semicoma- 
tose. He remained in this state, punctuated by recurring generalized 
fits, until his admission to hospital some hours later. There was no 
history of any antecedent illness, and the family history revealed 
nothing of note. 

On admission his temperature was 104° F. (40° C.). His condition 
was that of a resistant stupor. The head was held turned towards 
the right shoulder and there was conjugate deviation of the eyes to 
the right. A capillary naevus 3 cm. in diameter was noticed over the 
left occipital region, and a small capillary naevus was present on the 
right .upper eyelid. The fontanrife was not bulging, bnt it felt 
spongy. The head circumference was 17 in. (42.5 cm.). The pupils 
were of normal shape and reacted to fight ; no abnormality was seen 
in the fundi. The head deviation made the assessment of any 
nuchal rigidity difficult, but there was no spasticity or obvious 
paralysis of any of the limbs. The heart rate was markedly irregular, 
tachycardia and bradycardia alternating in an inconstant manner. 
No other abnormality was found. Lumbar puncture produced 6 ml. 
of evenly blood-stained C-S.F. ; the supernatant fluid was yellow. 

Thiopentone per rectum and chloral hydrate were given to 
control the fits, and 500 mg. of ascorbic arid and '10 mg. of 
“ synkavit " were injected intramuscularly every six hours. Oeso- 
phageal feeding was used. No significant change in his condition 
occurred unu'l two days later, when oedema of the eyelids, right- 
sided facial spasm, and spasu'rity of all limbs were noted. A 
lumbar puncture, done four days after the onset of the illness, again 
showed a blood-stained C.S.F. 

The next day saw considerable improvement in the clinical con- 
dition. The fits had ceased, the temperature was almost normal, 
and the patient was able to take feeds from a bottle. By the ninth 
day the palpebral oedema had subsided, the deviation of head and 
eyes and spasticity had relaxed, the temperature was norma], and he 
was taking notice and feeding eagerly. 

This satisfactory state continued for three days. Then 'his 
temperature suddenly rose to 104” F. (40° C.), subsequently 
reaching 107° F. (41.7° C.). No abnormal physical signs were found 
except for a slight reddening of the left ear-drum. Microscopical 
examination of the urine and an x-ray film of the chest showed no 
abnormality. Lumbar puncture produced a clear C.S.F. with a 
high chloride content (860 mg. per 100 ml.). 

A left myringotomy was performed, but no pus was obtained. 
Hyperpyrexia (107° F. : 41.7° C.) persisted until his death in coma 
two days l3ter. 

Post-mortem Examination.— -There was some pooling of blood in 
the subarachnoid space in the posterior fossa, together with blood- 
pigment staining. A venous plexus was present over the surface of 
the left cerebellar hemisphere and one of the vessels had ruptured, 
the aperture being filled with blood clot. In the substance of the 
left cerebellar hemisphere there was a vascular neoplasm 3 cm. in 
diameter, with haemorrhage into it and into the surrounding brain 
tissue. The left choroid plexus was thrombosed. No tumour was 
found in any other p3rt of the nervous system and no cysts or 
tumours in any other organ. The middle ears were healthy and no 
other disease process was found. 

Histological Examination (Professor J. Gough ), — “The sections 
of cerebellum show a haemangioblastoma. In parts there are 
cellular tissues with ill-developed blood spaces; elsewhere there are 
cavernous spaces. There is surrounding gliosis and evidence of old. 
and recent haemorrhage, resulting in the formation of haemosideriri 
and haematoidin. Intense macrophage activity is present." 

This case is interesting in that the subarachnoid bleeding 
occurred abruptly in an apparently healthy infant aged 31 
months, and in the association between two capillary -naen 
in the head area and a venous plexus over the surface of the' 
left cerebellar hemisphere with a haemangioblastoma in its 
substance. The sequence of events is thought to have been, 
first, rupture of one of the veins of the plexus overlying the 
cerebellum, producing subarachnoid haemorrhage, then an 
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interval of quiescence leading up to the final and fatal 
haemorrhage in the substance of the cerebellum containing 
the haemangioblastoma. 

We wish to thank Mr. Melbourne Thomas for permission to 
publish this case; and we are indebted to Dr. D. C. Taylor and 
Professor J. Gough for the post-mortem examination and the 
histological report. 

P. T. Bray, M.B., M.R.C.P., D.C.H., B .Sc., 

Assistant Paediatrician. 

W. Davies, M.R.C.S,, L.R.C.P., D.C.H., 

East Glamorgan County Hospital. Resident Medical Officer. 


Case of Rupture of Left Lower-Lobe Bronchus 
with Recovery 

Traumatic rupture of the bronchus is a rare condition, and is 
seldom diagnosed. Many of the cases are fatal, as they are 
associated with severe crushing injuries of the chest. Kinsella 
and Johnstrud (1947) reported 38 cases. In the following case 
the rupture occurred without any fracture of the ribs, though 
presumably the chest must have been compressed, possibly by 
the motor-cycle falling on it. 

Case History 

A man aged 24 met with a motor-cycle accident in December, 
1946, and sustained concussion, multiple abrasions, and a fracture 
of the right humerus. He was admitted to the City General Hospital, 
Sheffield, where he recovered fairly quickly; he was discharged 
towards the end of January. In February, 1947, he became ill, left 
lower-lobe pulmonary pneumonia being diagnosed, and was re- 
admitted to hospital. He recovered on sulphonamide therapy, and 
was discharged. One year later he again became ill, beginning with a 
rigor and pain in the lower part of the left side of his chest. This 
lasted a few days, after which he got up and went about but did not 
feel very well. He had aches in various parts of his body, felt 
feverish, and had a fairly severe headache most of the time. 

He was sent to the Royal Infirmary, Sheffield, as a case of 
pneumonia. He once more settled down, and his temperature became 
normal; an x-ray film, however, revealed a collapse of the left 
lower lobe. I was asked to see him, and after bronchoscopy and 
bronchography at the City General Hospital I diagnosed a probable 



shmv^rt wi„ r ?nf !t ft lower-lobe bronchus. The broncliogra 
failed to dicelr, ^ t le e ^ t .J ower lobe to fill, and the bronchosco; 
untr Inhe h r nn h a " y eVldence of «“** to the lower lobe. T1 
coffid he in, ro d r0tated downwards, and the bronchoscoi 

- H f ' nt ° dude easily. Lobectomy was advis! 
and was carried out at the City General Hospital. 

beTn ,X r n-!?u„ U Was fou " d that the left lower-lobe bronchus hi 
there partly across, and had only fibrous tissue on one wall, b 
bronchus VZr. StU1 in continuity with the main’ U 

main hmnrW T- n ° passasc between the lower lobe and t 
bronchus ^The ^ “ a' 35 thereforc n °t necessary to suture t 
Zr.Z-,' Tlle . man made an uninterrupted recovery and was d 
charged a fortnight after operation. 

vZZrnwt ' Zfn l0bC Ti aS cuuiPlctely bronchiectatic and the bronc 
were filled with an albumin-like substance, apparently inspissat 


mucus. It coagulated with formalin. Pus was not found in any cl 
the bronchi, and the infection seemed to have died down. 

The accompanying illustration shows the appearance of tf; 
specimen. 

I am indebted to my chief assistant, Miss Slesscr, for performir’ 
the bronchoscopy and for thc-bronchogram. 

A. W. Fawcett, F.R.C.S. 

Hi mu nci 

Kinsella, T. J„ and Johnstrud, L, W. (1947) /. / l.orac . Surg., 16, 571. 


A Case of Spontaneous Rupture of the Uterus 

In view of the comparative rarity of this condition the follov 
ing case seems worthy of record. 

Case Report 

’ A married woman was admitted at term at 2.45 am. She h: 
been delivered fifteen months previously, with forceps, of a livii 
child of S lb. 4 oz. (3.74 kg.). Post-natal examinations made on tv 
occasions by a member of the consultant stalT revealed no injury 
the cervix or the vagina. Apart from retention of urine and 
slight nsc of temperature, the puerperium was uneventful. 

The present pregnancy had been normal. Labour had begun 
12.45 n.m. with a show and contractions which were one in thn 
minutes on admission. On examination the presentation was L.O.; 
with the head in mid-cavity. The membranes ruptured nt 3.15 a t 
and the cervix was fully dilated at 3.45 a.m. At 4.50 the head w 
visible but was progressing very slowly, and the foetal heart bccas 
weak and irregular. Five minutes later a particularly strong co 
traction was felt, after which no further contractions were observe 
The patient complained of a dull ache in the abdomen, but h 
pulse and colour remained normal. On examination the abdonv 
was slightly tender and a group of limbs were felt very easily 
the umbilicus, but the uterus appeared of uniform thickness nbo 
and below this point. The foetal heart was inaudible. 

The history suggested a ruptured uterus, but in view of the absen 
of shock or haemorrhage it was decided that the foetus should 
delivered. Pitocin was given immediately before. Under anaesthes: 
the head was found in an anterior position with little caput or moul 
ing and a foetus was delivered without difficulty, although the su 
pubic angle was rather narrow. It was stillborn and weigh 
7 lb. 15 oz. (3.6 kg.). The cord was traced up the vagina in 
the peritoneal cavity through a tear in the lower segment and cerv 
Thc uterus lay above and was well contracted. There was lit 
haemorrhage and the patient’s general condition was satisfactory. 

At laparotomy a vertical tear was found in the lower segmei 
extending through the cervix into the anterior vaginal wall abo 
4J in. (11.25 cm.). This was repaired in two layers. The patie 
became very shocked at the end of the operation, and an intraveno 
transfusion of 2 pints (1.14 litres) of Group O blood was give 
After a prophylactic course of sulphadiazine and penicillin 
uninterrupted recovery followed. 

On discharge, on the nineteenth day, the vagina and cerv 
were healing satisfactorily. Two months after delivery the anten 
vaginal wall was almost healed and the cervix completely healed. 

Comment 

This case is one of spontaneous rupture of the uterus in t 
course of a rapid labour with strong contractions. Ruptu 
occurred when the head was still descending, though mo 
slowly than earlier in the second stage. There was no evidep 
of disproportion, since the head was well flexed in an occipit 
anterior position with little caput or moulding, the foetus _bei 
also smaller than the first baby. No sign of weakness or inju 
of the birth canal was found after the first confinement. jT 
lower segment was not unduly thinned at laparotomy. The or 
apparent explanation would appear to be that the magnitude 
" the- contractions caused the tension in the uterus to rise at su 
a rate' that it ruptured before the tension could be released 
downward movement and delivery of the head. 

The case is also remarkable for the lack of constitutioi 
disturbance associated with a tear 4+ in. long involving t 
lower segment, cervix, and anterior vaginal wall, there bei 
no clinical evidence of shock till the close of the laparotor 
nearly' four hours after the time of rupture. The tear v. 
situated almost in the midline, thereby avoiding the larf 
vessels, which may offer at least some partial explanation 
these facts. 

I wish to thank Mr. A. R. Lister for performing the laparotor 
for advice on the conduct of the case, and for criticisms of t 
report. 

G. B. Chamberlain, M.B., B.S., D.R.C.O.G., 

Resident Medical Officer, York Maternity Hospital, 
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Annual Review of Biochemistry. Editor, J. Murray Luck - 
A„sociate Editors, Hubert S. Loring and Gordon Mackinnev. 
Y»’ ui ?f ? p m - S6.00 or £1 16s.) California': 

lSs* 1 ^ eviews > 11 c London: H. K. Lewis and Company. 


Tbs Annua! Reviews began, with the Annua! Review of 
Biochemistry, as a Jaxury. but have now become a necessity, 
even though mote and more specialized volumes are published 
each year. The literature is groining at such a pace that 
though reviewers have been ashed by the editors to screen the 
literature more and more severely, and if need be to review- 
hut a fraction of the papers published in the preceding year 
or biennium, recent \olumes of the Annua I Review- of Bio- 
chemistry have approached or exceeded SCO pages. The 
decision has therefore been taken to institute a new review, 
and in 1950 it is proposed to start an Annual Volume of Riant 
Physiology. While such a high degree of specialization is to 
be regretted from some points of view, those who are working 
in specialized fields of research realize its inevitability. 

The present volume contains reviews on the following 
subjects : Biological Ovidations and Reductions, by H. Weil- 
Malherbe. Nonoxidatne Enzymes, by J. B. Sumner. Chemistry 
of the Carbohydrates, by D. A. Prins and R. W. feanioz, The 
Chemistry of the Immunopolysaccbarides, by W. N. Haworth 
and M. Stacey. A'-ray Crystallographic Studies of Compounds 
of Biochemical Interest, by D. Crowfoot. Chemistry of the 
Lipids, by J. Fo!cb-Pi and IV. M. Sperry. The Chemistry of 
the Proteins and Amino Acids, by K. O. Pedersen. Nucieo- 
proteius. Nucleic Acids, and Related Substances, by E. Chargaff 
and E. Vischer. Carbohydrate Metabolism, by B. Vennesland. 
Lipid Metabolism, by 1. L. Chaikoff and C. Entenman. The 
Metabolism of Proteins and Amino Acids, by J. B. Aiiison. 
The Metabolism of Drugs and Toxic Substances, by O. 
Bodansky. Clinical Applications of Biochemistry, by L. J. 
Zeldis and S. C. Madden. Biochemistry of the Hormones, 
by T. F. Gallagher. The Vitamins, by B. L. Oser. Clinical 
Aspects of Vitamins, by T. O Spies. The Biochemistry of 
Carcinogenesis, by H. P. Busch and G. A. LePage. Biochemistry 
of the Natural Pigments, by E. Lederer. The Terpenes (in 
relation to the Biology of Genus Pinus), by. N. T. Mirov. The 
Alkaloids, by R. F. Dawson. Photosynthesis, by E. C. Wassink. 
Mineral Nutrition of Plants, by H. BurslrSm. Plant Hormones, 
by P. W. Zimmerman and A. E. Hitchcock. Bacterial 
Metabolism, by l. C. Gurtsalus. The Chemistry of Penicillin. 
by E. Chain. Ruminant Digestion, by S. R. Elsden and A. T. 
Phillipson. Physiological Aspects of Genetics, by G. IV. Beadle. 

Many of these follow the usual lines, although the authors 
treat their subjects very differently. In the review on clinical 
applications of biochemistry Zeldis and Madden discuss serum 
potassium phosphatases, blood iodine, electrophoresis, liver 
function studies, and porph)Tios. The article on the chemistry 
of penicillin by E. Chain is of exceptional clarity and will 
faterest the chemistry-minded medical man who wishes to have 
some idea of this rather complicated matter. Perusal of this 
article will yield ample understanding of the delays there have 
been in providing a satisfactory synthesis of the naturally 
occurring penicillins. Among reviews of topical importance 
that on ruminant digestion by Elsden and Phillipson brings 
together much material that has been developed by the late 
Sir Joseph Barcroft and his group at Cambridge in relation 
to the earlier and contemporary observations. This is a most 
interesting field of study which, although it may have little 
direct application to human digestion, may nevertheless be of 
growing importance in the " Malthusian ” world which we 
now appear to inhabit. The article on the physiological aspects 
of genetics by G. IV. Beadle is reprinted from Vol. X, 1948, 
of the Annuel Review of Physiology and deals Hath what mat 
be regarded as the experimental descendant, particularly in 
recard" to micro-organisms, of the work on naturally occurring 
** inborn errors of metabolism ” pursued by Garrod and others 


many years ago. 

The biochemist cannot afford to be without the Annual 
Reviews of Biochemistry, and specialists in other fields of 


activity find the yearly volume an invaluable reference book. 
The nonspedalist will Sad much of interest to read within the 
800 or so pages of the current volume, and it is to be hoped 
that he will close the book with the impression that bio- 
chemistry is perhaps not such a difficult and complicated subject 
as is sometimes believed. 

F. G. Y«jw3. 

TUBERCULOSIS DISCUSSED 

Tuberculosis. A Discussion of Phthisiagenesis, Immunology, - 
Pathologic Physiology, Diagnosis, and Treatment. B-- Francis 
Marion Pottenger, A.M., M.D., LL.D„ FA.C.P. (Pp. 597; 
illustrated. £3.) London: Henry Kimpton. Vi'S. 

The author of this long and diffuse book presents in discursive 
style his views on the " phthisiagenesis, immunology, pathologic 
physiology, diagnosis, and treatment" of tuberculosis, with 
especial reference to pulmonary tuberculosis. Dr. Pottenger has 
strong views on many controversial topics and puts them 
forcefully. He regards primary infection as valuable in creating 
specific protection, and accordingly he is a keen advocate of 
B.C.G. vaccination. His approach to therapy is enthusiastic, and 
his optimism must have been a valuable therapeutic aid for his 
patients. He is convinced of the continued value of physical 
examination of the chest in the diagnosis of pulmonary tuber- 
culosis, but emphasizes that for the non-specialist the “clinical 
history, examination of the sputum for tubercle bacilli, and the 
x ray ” are the important factors. He devotes a chapter to the 
treatment of pulmonary tuberculosis by tuberculin, though be 
admits that he considers the evidence for its value in pulmonary 
tuberculosis not so impressive as in some other forms of the 
disease, that its value cannot be proved by controls, and that 
he cannot claim that the beneficial effects he has observed are 
due to the tuberculin, since he applies “ rest, open air, nutritious 
food, sunlight, pneumothorax, optimism , and other factors " in 
addition. 

These remarks may serve to indicate the very personal views 
which are expressed in the book. Based as they are on a life- 
time of experience and study of tuberculosis, they will ensure 
that the book can he dipped into with interest by specialists. 
It may be doubled, however, whether the likelihood of obtain- 
ing from it a reliable background of accepted modern views 
is sufficient to justify the student's perusing its approximately 
600,000 words. 

J. G. SCADDISG. 

D.D.T. FOR MOSQUITOES 

Malaria, pilariasis. and Yellow Pever in British Guiana. By 
Gearge Grgfiofr, M.D.U., M.R.C.P.. U-T.MJiH.Eng. (Pp. 226: 
illustrated. No price.) British Guiana: Mosquito Control 
Service Medical Department. 1948. 

The subtitle of Malaria, Pilariasis and Yellow Fever in British 
Guiana is “Control by residual D.D.T. methods with special 
reference to the progress made in eradicating A. darling i and 
Acdcs aegypti from the settled coastlands.” The reason why 
three 'major diseases are discussed together is that all are 
conveyed by mosquitoes and therefore all are now open to 
successful attack through D.D.T. Further, since the possi- 
bility of attacking anopheline mosquitoes with a residual 
insecticide in the home rather than through antilarval measures 
in the field has become one of the major measures in anti- 
malaria work, it has increasingly meant that measures against 
malaria can be combined with those against all insect-borne 
disease transmitted in the home. The area considered is 
largely given over to sugar-cane cultivation, and the condi- 
tions, as is evident from the photographs accompanying the 
work, would clearly be impossible to deal with by drainage 
or the usual type of antilarval operations, since for cultivation 
purposes the land is largely under water. Hence D.D.T. has 
been used, causing drastic reduction in the total domestic 
mosquito population, without any modification in the hydro- 
logical conditions, which have remained what they always 
were. 

The operations were carried out by the Mosquito Control 
Service working in collaboration with staff from the British 
Guiana Sugar Producers' Association. The . materials used, 
spraying equipment, dosage, and other technique, as also the 
organization, costs, and results, are ail clearly described. 
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Malaria was the chief disease, being highly endemic, and it 
therefore received first attention. -But filariasis was also 
important and the appearance of yellow fever always a possi- 
bility, so that operations included action against C. fatigaits 
and A odes aegypti. It is interesting to note that the use of 
D.D.T. is far from being a purely routine matter with no 
call on the results of research, and the author expressly notes, 
if success is to be attained, the absolute necessity of close 
research into the habits of the adult, just as antilarval opera- 
tions require research into the selective breeding habits of the 
different species. 

S. R. Christophers. 


PREFERENCE JUDGMENTS 

Experimcntelic Tricbdiagnoslik (Experimental Diagnosis o) 

Impulsive Disorders). By L. Szondi. (Pp. 308, 68 Swiss francs.) 

Berne: Mcdizinischcr Ycrlng linns Huber. 

The author of this somewhat formidable work is concerned 
to introduce a new psychodiagnostic method, obviously inspired 
by the Rorschach technique. The material consists of six sets 
of eight full-face photographs of various types of psychopathic 
individual, and is provided with the volume. Each set is pre- 
sented in turn to the subject, who is required to indicate which 
of the individuals portrayed he finds most attractive and which 
most distasteful. The preference judgments thus obtained are 
recorded as a profile from which, it is claimed, certain con- 
clusions of psychodiagnostic import can be drawn. The bulk 
of the volume consists in a description of the profiles made 
by a variety of psychotic and psyehoncurotic individuals and 
an attempt to interpret them in the light of the author’s reading 
of contemporary psychopathology. 

It appears rather unlikely that Dr. Szondi's method will 
commend itself to clinical psychologists in this country. 
Although the analysis of preference judgments is .a matter of 
some psychological interest, especially in so far as it may 
furnish a clue to the operation of deep-seated unconscious 
tendencies, the existing findings are too slight to justify the 
elaborate interpretations which Dr. Szondi puts on them. His 
test photographs, too, arc so antiquated and repellent as to 
deter all but the most hardy and humourless of psychometrists. 
From the theoretical standpoint, the book appears to contribute 
little that is new to our understanding of personality, normal 
or deranged. It is turgid, verbose, and representative of the 
worst aspects of neo-Freudian psychopathology. One may 
fervently hope that the “ Szondi test ” will not become the focus 
of yet another esoteric cult in the psychological fraternity. 

O. L. Zahgwux. 


HORMONES AND BEHAVIOUR 

Hormones and Behaviour . A Survey of Interrelationships 
between Endocrine Secretions and Patterns of Overt Response. 

A - beach. Foieword by Earl T. Engle (Pp. 368. 
56.50.) New York: Paul B. Hoebcr, Inc. London: Hamish 
Hamilton. 1948. 

The author of this painstaking book gathers into one volume 
an almost staggering amount of information about the effects 
of the endocrine glands on the behaviour of fishes, amphibia, 
* reptdes, birds, the lower mammals, and the primates, including 
man. If the last receives less attention than he himself would 
uuMder to be his fair share, that is his own fault in failing 
, 3 c °ntrol scientifically his experiments on himself and in 

degrading too often the proper study recommended by Pope 
into an improper study. Courtship, mating, bisexuality, ovi- 
posi i°n parturition, parental behaviour, migration, aegression, 
territorial defence, the acquisition of learning, metamorphosis, 
e bolism, are all fully considered— considered but nol 
discussed, for the weakness of the book lies in its paucity of 
( critical discussion of the results reported 
‘ But if we are inclined to condemn this book as a scissors- 
am 1-pas e compilation we have at once the author’s reply : 

Most books, it seems to me, develbp in one of two wavs . 
the second type ... has a well-defined function to fulfil 

- uV S Tl !he ex P° s >ti°n of a thesis, but the supplying 
ot a body of facts and references. It is not a living organism 
but an inanimate tool and as a tool it may play a useful anc 
important part.” Not “ may “ will.” 

Raymond Greene. 


BOOKS RECEIVED 

\ Review is nol precluded by notice here of books recently recent,", 

Essen unit Wisscn. By H. Bircher-Rcy. 2nd cd. (Pp. 203. No j 
price.) Zurich: Rnschcr. 1948. 

A hook on dietetics intended lot laymen as well as medical men. 

Histopathology af the Peripheral and Central Nrrrons Systemi, 
By G. B. Hass in, M.D. 3rd cd. revised. (Pp. 612. S8.50.) Chicago: ' 
The Author. 1948. 

A textbook with illustrations and extensive bibliographies. 

Subacute Bacterial Endocarditis. By E. Librhnn, M.D.. and 
C. K. Fricdbcrg, M.D. 2nd cd. (Pp. 113. 21s.) New York and 
London : Geoffrey Cumbcrlcgc. 1948. 

A review in the light of recent knowledge; reprinted trom the 
Oxford Loose-Leaf Medicine. 

Change of Life in Women. By Medics. (Bp. 76. 5s.) London: 
Dclislc, Ltd. 1948. 

A simply written account for women by a medical practitioner. 

A Surgeon's Domain. By B. M. Bcmhcim, M.D. (Pp. 217. 
9s, 6d.) Kingswood, Surrey: The World’s Work (1913), Ltd. 1949. 

Reminiscences and opinions of the Associate Professor of Surgery 
at Johns Hopkins Medical School. 

Zinc Ions in Ear, Nose, and Throat Work. By A. R- Frick 
M.D.. F.R.C.S.I. (Pp. 59. 5s. 6d.) Bristol : John Wright. London: 
Simpkin Marshall. 194S. 

An ^account of zinc electrolysis and ionization. 

Children in Need. By M. Schmidcbcrg. M.D. (Pp. 196. Us 6d.) 
London: George Allen and Unwin. -1948. 

The author describes psychiatric and social methods of treating 
difficult children and their parents. 

The Structure of Mediriue and its Place Among tie 
Sciences. By F. M. R. Wnlshe, M.D., D.Sc., F.R.C.P., F.R-S. 
(Pp. 26. Is. 6d.) Edinburgh: E. and S. Livingstone. 194S. 

The 1948 Harvcian Oration. 

Handbook of Surgery. By E. C. Mckic, M.B., Ch.B., F.R.C-S.Bd., 
F.I.C.S., and I. Mackenzie, M.B.E., M.B.. Ch.B., F.U.C.S.Ed. 
2nd cd. (Pp..764. 2Cs.) Edinburgh : E. and S. Livingstone. 1949. 
Intended particularly fot medical students; tlie text has been 
extensively revised for this edition. , - ' 

The Scotsman’s Food. By A. H. Kitchin, M.B., and R. Passmore, 
M.A., D.M., F.R.S.Ed. (Pp. 86. 3s. 6d.) Edinburgh: E. and 5. 
Livingstone. 1949. 

A historical introduction to modern food administration. 

Psychological Medicine. By D. Curran, M.B., F.R.C.P., 
and the late E. Guttmnnn, M.D., M.R.C.P. 3rd cd. (Pp. -49. 
12s. 6d.) Edinburgh : E. and S. Livingstone. 1949. 

A practical guide for the non-specialist. 

Introductory Botany. By A. Nelson, B.Sc., Ph.D., D.Sc. 
(Pp. 479. 22s. 6d.) Edinburgh : E. and S. Livingstone. 1949. 

A textbook for medical students. 

The Story of Human Birth. By A. F. Guttmnchcr, M.D. 
(Pp. 201. 7s. 6d.) London: Sigma Books. 1949, 

An account for the layman. 

Bacterial Metabolism. By M. Stephenson, Sc.D., F.R.S. 3rd cd. 
(Pp. 398. 30s.) London: Longmans, Green and Co. 1949. 

A description of the essential chemical processes accompanying the 
life of bacteria. (Dr, Stephenson died in December, 1948.) 

Neurological Anatomy in Relation to Clinical Medicine. 
By A. Brodal. (Pp. 496. 42s.) Oxford : Geoffrey Cumbcrlcgc. 

1948. 

A textbook for clinical neurologists by the Prosector of Anatomy. 
Oslo University. 

A Handbook for the Assistant Nurse. By M. E. Swire, S.R.N-, 
S.C.M. (Pp. 308. 10s. 6d.) London : Baillibre, Tindall and Cox. 

1949. ■ ‘ 

A textbook intended to cover the syllabus for assistant nurses. 
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THE KING’S HEALTH 

Over the last four months occasional bulletins from his 
medical advisers have kept the public informed of the state 
of the King's health. The medical profession in Britain 
shared to the full the anxiety felt by all his subjects when 
the first bulletin was issued in November and the relief 
that followed the better news contained in later bulletins. 
The medical profession has been aware of the kind of 
problem that would be presented to the King's advisers, 
and the bulletin issued on March 8 did not, therefore, come 
as a surprise. This bulletin stated that the King's general 
health continued to be excellent. It went on to describe 
how the circulation had been satisfactorily restored in the 
left leg but was still obstructed in the right leg. The King 
accepted the advice that lumbar sympathectomy should be 
undertaken with a view to improving the blood supply to 
the right foot, and the operation was performed on 
March 12. 

The medical profession will join with the rest of the 
country in heartfelt sympathy for the King and a loyal 
wish that the operation will bring his Majesty relief and 
comfort. 


SYMPATHECTOMY IN PERIPHERAL 
VASCULAR DISEASE 

Knowledge of the sympathetic nervous system has been 
acquired slowly. Galen described the sympathetic chains 
arising within the skull, but the first correct anatomical 
description was' published by Petit only in 1727. There 
were gradual additions to anatomical knowledge over the 
next two centuries, but there was no true understanding of 
the functions of the autonomic nervous system until the 
brilliant researches of Gaskell and Langley.' The first 
surgical attack on the sympathetic system accompanied the 
publication of these physiological investigations, but the 
early operations were ill-conceived. The earliest oper- 
ations were performed in cases of epilepsy in 1889 by 
Alexander. 1 - Ten years later Jaboulay treated patients 
with toxic goitre by cervical sympathectomy, but his 
results, like Alexander’s, were poor, and interest in this 
branch of surgery waned. The modern application of 
sympathetic surgery to the treatment of peripheral vascular 
disease may be said to have started with the periarterial 
sympathectomies of Leriche,- but the results were evan- 
escent and uncertain. The trial of ramisectomy and 
ganglionectomy in the treatment of peripheral vasospastic 
disorders followed the discoveries made accidentally by 
Hunter 3 and Royle,* who were treating cases of paralysis. 
Since then a great deal of work has been done on this sub- 
ject, but even now we remain in ignorance of many 


apparently simple and straightforward matters. Sympath- 
ectomy is now widely employed in the treatment of 
peripheral vascular disease, and it may be useful to review 
the present position. 

Sympathectomy remains the most satisfactory method of 
treatment in Raynaud’s disease proper, although it is indi- 
cated only in a minority of cases. Before advising operation 
the diagnosis must be established with certainty, and the 
degree of disability and the severity of the disease in the 
individual case must be carefully considered. Operative 
treatment is especially indicated when increasingly severe 
attacks are occurring with each fresh spell of cold weather ; 
in moderately advanced cases without ulceration or sclero- 
derma ; and in late cases with painful superficial ulcers. 
Recurrence is more likely in the latter cases, and they may 
then develop scleroderma, which, in the absence of sweating 
following sympathectomy, may sorely handicap the patient. 
In the upper extremity sympathectomy gives complete and 
permanent relief in rather more than 10% of cases ; incom- 
plete relief in some 50% ; and no relief or but transient 
relief in the remainder. The results obtained seem to 
depend on the completeness of the operation and the stage 
of the disease. Failure has been ascribed to incomplete 
operation, anatomical variations, regeneration of nerve 
fibres, and the sensitization to adrenaline. There has been 
a disinclination to accept the possibility of nerve regenera- 
tion, although it has been shown that this is the most likely 
factor. 5 5 The new pathways so formed are probably 
functionally inferior to the original ones.* The much more 
satisfactory results obtained in arterial disease in the lower 
limbs, the operation being preganglionic, led to the 
abandonment of the old anterior cervico-thoracic sympa- 
thectomy for arterial disease in the upper limbs. This 
operation was supplanted by what was believed to be an 
essentially preganglionic operation performed through a 
posterior approach, and early reports suggested that this 
procedure was an improvement on the former operation. 
However, more recent work has revealed a considerable 
gap in our detailed knowledge of the exact ganglia in which 
the relay occurs of those sympathetic fibres’ destined f or the 
arm. The expected advantages of the new operation have 
not been entirely realized, and doubt has arisen about 
whether these various operations are pre- or post-ganglionic. 
Furthermore it would seem that it is possible to perform an 
equally effective though slightly less extensive operation 
through the more simple anterior approach. 

Apart from Raynaud's disease sympathectomy is also 
of value in the treatment of certain other vasospastic condi- 
tions. In the few cases of acrocyanosis which warrant 
sympathectomy the results are usually better than in 
Raynaud’s disease. The cold and paralysed limb which 
may result from anterior poliomyelitis is greatly benefited 
by sympathectomy. In cases of post-traumatic (Sudeck’s) 
osteoporosis associated with a Raynaud-like phenomenon 

1 Tbe Treatment of EriIrpsy,\tS9. Edfatersh: Y-D, PcrlLmd. 

* Lyon chzr ., 1913. 10. 37$. 

Crrec. O&SM., 1 924. 33. 721. 

* bird. J Aim.. 1924. t, 77. 

* Haxton, H. A . Bni J Sir?., 1947. 35. 69. 

* Simmons, H. T.. and Sheehan. D_ ibid., 1939, 27, 234. 

7 Barcroft. H.. and Kam3ton. O T. C., Lancet, 194$, 1, 441. 

* St Bari's Hosp Reports, 1933. 71, 151. 

•Lancet. I94S. 2. 717. 

It Free. K. Soc. bird., 1946, 39. 4S3. 
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the operation is absolutely contraindicated. There is also 
little evidence to support its application to the treatment o£ 
chronic ulcers of the leg or of venous insufficiency follow- 
ing thrombophlebitis. 

The value of sympathectomy in the treatment of organic 
arterial disease depends on a number of factors. The 
majority of arteriosclerotic subjects are old, their expecta- 
tion of life is limited, and the risks of operation are 
greater. Even so lumbar ganglionectomy may be of distinct 
value in some of these cases. The operation is best reserved 
for patients under 60 and for cases showing good response 
to vasomotor tests ; and there should be no ulceration or 
gangrene and an apparently sound myocardium. Lumbar 
ganglionectomy relieves rest pain, alleviates claudication in 
some cases, and it improves the blood supply to the muscles 
and to the toes. The abolition of sweating is also of value 
in preventing excessive cooling of the limb. Although as 
a general rule the operation will prove of less value in a 
patient with an absent popliteal pulse it is impossible to be 
dogmatic about this, and successes have been recorded in 
some of the most unpromising cases, the prognosis being 
better in those cases of popliteal block with a warm foot. 
It would seem likely that the legs are better able to stand 
up to minor trauma and the insult of further arterial occlu- 
sion after sympathectomy, and the surgeon should not be 
too readily influenced by the clinical state of the pulses, 
basing his assessment rather on the results of vasomotor 
tests. 

Lumbar ganglionectomy is of value in many cases of 
thromboangiitis obliterans, although it would not seem to 
have any significant effect upon the general course of the 
disease. The risks of operation are slight in the younger 
age groups affected by this disease, and it is worth doing 
almost anything which will improve the circulation. The 
operation is contraindicated, however, in cases with severe 
arterial insufficiency and gangrene of the digits. The, best 
results are seen in those cases with mild rest pain, minimal 
ulceration, and a slowly progressive disease. In both 
arteriosclerosis and thromboangiitis obliterans it is clear 
that success is dependent dn the number of arteries capable 
of undergoing dilatation and unaffected by gross disease. 
Total blockage of the popliteal artery will not prevent the 
recovery of reasonable function so long as there is a good 
collateral circulation and the progression of the arterial 
changes is slow. The prognosis will also be jnfluenced by 
the ability of the patient to live within the limits imposed 
by his disease. In thromboangiitis obliterans Boyd 8 dif- 
ferentiated between proximal and distal types of disease 
and suggested that the prognosis is better in the latter cases. 
This has been confirmed in the follow-up of a recent series 
published by Kinmonth” ; it should be stressed, however, 
that such subdivision of cases may sometimes be fallacious, 
because a number of the so-called “ proximal ” cases may 
also have some undetected damage to the distal vessels. 

Finally, it is necessary to consider the application of 
sympathectomy to the treatment of acute arterial condi- 
tions. In wounds of the peripheral arteries it was sug- 
gested that a suitable sympathectomy performed at the time 
of the primary operation might open up the collateral 
circulation and obviate reflex vasospasm. This is an 
appealing argument which has been strongly supported by 


Boyd, 10 but it has not found general favour ; and it would 
seem easier to treat such cases by paravertebral sympathetic 
block should sympathetic interruption be considered desir- 
able. Similar arguments apply in the case of ligation of 
the major arteries, where the procedure is of possible value, 
and also in arterial embolism, although in these cases the 
condition of the patient would usually suggest paravertebral 
block in preference to sympathectomy. 


REMUNERATION OF SPECIALISTS 

The Ministry of Health has at last issued its proposed 
terms and conditions of sendee for consultants and 
specialists in the National Health Service. The proposals 
have been drawn up after preliminary' discussions with the 
Joint Committee of Consultants and Specialists, but do not 
represent final agreement. They arc published in this week's 
Supplement for the information of the profession, and after 
the various professional bodies have examined the pro- 
posals the Joint Committee will put its considered views 
before the Ministry. 

The report of the Spcns Committee on the remunera- 
tion of consultants and specialists was published nearly a 
year ago, and since July, 194S, consultants and specialists 
have been anxiously awaiting the Ministry's interpretation 
of this. The task of the Spcns Committee was to determine 
the range of total professional remuneration which should 
be applied to consultants and specialists in any publicly 
organized hospital and specialist service. The Committee, 
in determining this, had to take into account financial 
expectations in the past, and also “ the desirability of main- 
taining the proper social and economic status of specialist 
practice vnd its power to attract a suitable type of recruit, 
having regard to other forms of medical practice.” The 
recommendations of the Spens Committee were made in 
terms of the 1939 value of money, and the Report empha- 
sizes as strongly as possible that adjustments necessary 
“ should have direct regard not only to estimates of the 
change in the value of money but to the increases which have 
in fact taken.place since 1939 in incomes both in the medical 
and in other professions.” In this connexion we may note 
the Chorley Committee’s proposals for remunerating higher 
Civil Servants, which have been accepted by the Govern- 
ment. The salaries of permanent secretaries and deputy 
secretaries in Government Departments have been increased 
by 50% above the salaries of these officers in 1939. It is 
not unfair to assume from this that the Government regards 
50% as a reasonable betterment factor. 

For staff specialists the Spens Report recommended that 
incomes should range from £1,500 to £5,t)00 a year. The 
upper limit of this range was to be secured for 4% of con- 
sultants and specialists by the addition of a special award 
of £2,500. Staff specialists appointed at the age of 32 were 
to receive a starting salary (that is, for a whole-time appoint-, 
ment) of £1,500 a year, rising by annual increments ove4 
eight years until at the age of 40 a salary of £2,500 a year 
would be reached. After the age of 40 consultants and 
specialists would be eligible for the special awards. In 
addition to the award for the 4% there were to be awards 
of £1,500 -for 10% and £500 for 20% of consultants and 
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specialists. If we compare -with the Spens recommenda- 
tions the Ministry’s present proposals, which are to be 
referred to the various bodies and committees which repre- 
sent consultants and specialists, we see that the basic salary 
range for consultants and specialists is now £1,700 at the 
age of 32, rising to £2,750 a year at the age of 40. The 
latter figure in this basic salary range is the maximum 
accepted by Sir Stafford Cripps for full-time clinical pro- 
fessors. 1 The increase over the Spens figure is 13 % at the 
start and 10 % at the finish. If allowance is made for the 8% 
which is the contribution of the Government to superannua- 
tion it is seen that a betterment factor of 22% is applied to 
the starting salary . and of 19% to the salary reached at the 
age of 40. The special awards remain as they are. On the 
Ministry’s present proposals 4% of all consultants and 
specialists, on the assumption of whole-time employment, 
would receive an annual income of £5,250. It is as well to 
recall that these awards are open also to those who serve 
part-time in the consultant and specialist service, adjusted 
in proportion to the income they earn as part-time workers. 
Whole-time clinical professors, lecturers, and readers are 
to be paid the salaries recommended by the University 
Grants Committee to the Chancellor of the Exchequer ; 
in addition they will get appropriate expenses for hospital 
work and also be eligible for the distinction awards. Those 
who hold part-time clinical teaching posts will receive 
remuneration in recognition of their teaching duties. As 
the cost of living for the middle and professional 
classes has risen bv S5% since 1939 consultants and 
specialists are as unlikely as general practitioners to be 
content with a betterment factor which is 22% or lower 
at different points in the range of incomes recommended. 
Consultants and general practitioners have made joint repre- 
sentation on the betterment factor, and the B.M.A. has 
put to the Ministry of Health a request for a factor of 70% 
to be applied to the gross remuneration of general practi- 
tioners. Pending the results of the negotiations on this the 
medical profession will not fail to keep in mind the increase 
of the salaries of senior Civil Servants by 50% over what 
they received in 1939. 

Although the Spens Committee was appointed to con- 
sider the remuneration of consultants and specialists it 
felt that it could not ignore that of potential specialists. 
Grouping these into three grades of medical practitioners 
whose training extended approximately from one to seven 
years after qualification, the Spens Report recommended 
a range of income for trainee specialists of from £600 to 
£1,200 a year in 1939 values of money. The Ministry’ of 
Health’s proposed range is from £670 to £1,300 a year. 
Within this range the betterment factor varies between 20% 
and 17%. It is true that these proposals cannot be exactly 
compared with those, for example, of the Chorley Com- 
mittee. But on the basis of this, and also on that of the 
Ministry's betterment factor of 34% for the general practi- 
tioners’ gross remuneration in 1946 when the cost of living 
was up by 45%, now that the cost of living is increased 
by 85% for professional classes the case for a betterment 
factor of between 50% to 60% is indisputable on the 
Government's own reasoning. 

The Ministry of Health has put forward new proposals 
for the remuneration of junior house officers, ranging from 


£350 to £450 a y r ear for non-residentiai posts. For junior 
hospital medical officers who have held house appoint- 
ments but are not trainee specialists a salary range of £700 
to £1,000 a year (non-residentiai) is recommended ; while 
for senior hospital medical officers undertaking clinical 
duties but “ not of staff specialist status ” the non-residentiai 
rate of payment is from £1,300 to £1,750 a year. Medical 
and deputy medical superintendents in general will be paid 
for clinical work according to their grading as specialists 
or senior hospital medical officers, and the Ministry’s objec- 
tive is to reduce to a minimum the time spent by medical 
staff on administrative duties. 

The Ministry of Health document contains a number 
of detailed proposals for those working part-time in the 
Service and for domiciliary visits. On the basis of i 1 half- 
days the method of assessing the remuneration is the same 
as that recommended in the Spens Report. . In estimation 
of the number of half-days the time spent on travelling as 
consultant adviser to the Board and on visits to cottage 
hospitals will be included, but not, it may be noted, the 
time occupied in attending committees — already a heavy 
burden on those connected with hospitals. Some light 
relief is provided by the statement that part-time consul- 
tants and specialists will not be required to “ clock in." 
Specialists who have no contract with the hospital board 
but may be called in because of their “ unusual experience 
or interest” will be paid at the rate of 5 guineas a visit — 
“ including any operative work, etc." No doubt those 
representing consultants will be at pains to define “any 
operative work ” and also the all-embracing. “ etc." It 
would be rash to assume that a specialist with “unusual 
experience ” would be eager to undertake “ any operative 
work,” not to mention “ etc.,” for a fee of 5 guineas. The 
fee for a consultant on a domiciliary visit is 4 guineas, with 
an additional 2 guineas for such procedures as the use of 
a portable x-ray apparatus, and 4 guineas for an obstetric 
operation. The maximum remuneration to be allowed for 
domiciliary visits is 200 guineas in any quarter or SOO 
guineas in any year. It is possible that this restriction is 
intended to prevent the possible abuse of the Service 
by patients who would demand a specialist's opinion 
on the slightest provocation ; nevertheless, in some areas 
such a restriction might be to the detriment of the 
community. 

There is space here to touch only on a few of the 
many other points in the Ministry of Health’s proposals. 
It may be noted that in his contract .of service a specialist 
will be given no fixed period of tenure. There are detailed 
regulations on such matters as holidays and sick leave: 
for example, no allowance will be paid to anyone who 
suffers an accident from “ active participation in sport as 
a profession." This encouragement to the amateur in 
sport is to be welcomed ; but apparently if the amateur 
who is injured can be accused of “ contributory negligence " 
he will not receive financial sympathy. What group of 
arbiters is to decide that a man who breaks a bone playing 
rugger has done this through negligence.? If a specialist 
in the Service is off duty because of ill-health he may be 
required to be examined by a doctor nominated by the 

1 British Mc£cd Journal, 1949, t, 403. 
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employing authority. Apparently free choice of doctor 
is to be denied to a specialist in these circumstances — a 
curious paradox. Again, an employing authority may take 
action on receipt of a report that the sick specialist " has 
been guilty of conduct prejudicial to his recovery These 
kinds of proposals seem, in effect, .to treat specialists and 
consultants as if they were irresponsible school-boys, and 
arc informed with that lack of imagination which kindly 
critics see as one of the attributes of a Civil Servant. When 
it comes to expenses, for example, we note excessive caution 
in the requirement that a specialist will be able to recover 
car-parking fees only on production of a voucher. The 
mileage allowance is not likely to be accepted without con- 
siderable protest. 

It is unfortunate that there has been such delay in the 
issue of the Ministry of Health’s proposals. They will 
have to be closely scrutinized by the various bodies con- 
cerned ; the views of these bodies will have to be collated 
and classified by the Joint Committee, whose task it will 
then be to thrash the matter out on behalf of consultants 
and specialists with the Ministry of Health. Just how long 
this will take it is not possible to say, but before everything 
has been settled consultants and specialists will have spent 
nearly a year in the Service without knowing exactly what 
their terms and conditions of service are to be. Apart 
from the many questions of detail which will have to be 
looked into closely the one matter of overriding impor- 
tance is the size of the betterment factor. Government, 
Parliament, and people have demanded the National Health 
Service, and, having succeeded in obtaining it, they cannot 
escape their obligation to pay adequately the men and 
women who with some reluctance have agreed to work in it. 


PARALYTIC POLIOMYELITIS 


During the epidemic of poliomyelitis which occurred in 
this country in 1947 an effort was made to reassure the 
public by pointing out that few patients developed severe 
paralysis. McAlpine and his colleagues 1 found that only 
26 out of 60 proved cases had paralysis of any kind ; of 
these not more than one-third could be regarded as suffi- 
ciently severe for the residual paralysis to affect the patients' 
future. Although these figures have been widely quoted 
the fear of the disease is still out of proportion to its social 
ignificance. A large epidemic having now occurred, it 
omes probable that as in the U.S.A. and Australia there 
ill be recurring epidemics of poliomyelitis in this country, 
and the effect of reassuring statements is likely to decrease 
still further. So far no prophylaxis for this disease is 
available, and the principal measures that can be taken to 
prevent its spread are early diagnosis and subsequent isola- 
tion of all cases. A watch over all contacts for the develop- 
ment of any symptoms is an obvious corollary, but this 
may be impossible with the present number of doctors. 
For isolation to be really effective diagnosis must be made 
in the prodromal or pre-paralytic stage. 


I 

t 

3 


fr'thh Medical Journal 1947 2. 1019, 

Proc. R. 5o<\ Mrd. % 1947, 40,931. 

Arck. Neurol. Psychlar., Chicago , 1947, 5T, 565. 


In a paper appearing elsewhere in this .issue Dr. Ritchie 
Russell surveys the natural history of paralytic poliomyelitis 
and analyses the findings in 100 patients. These were all 
old enough to be questioned in detail — only eight being 
under 1 1 years of age. In this way he was able accurately 
to assess tire day-to-day development. Like previous 
observers Dr. Ritchie Russel! describes three stages of the 
disease — the prodromal, the prc-paraiytic, and the paralytic. 
He found symptoms of the prodromal stage in fewer than 
half the cases, whereas McAlpine found such symptoms in 
about 70% of his patients. In any event the signs of a 
“ cold," such ns nasal catarrh, sore throat, mild pyrexia, 
and malaise, arc so unspecific that it is questionable whether 
the diagnosis can be more than guessed at at this time 
During an epidemic it is much easier to suspect the con- 
dition, but at such a time the diagnosis is made too fre- 
quently. Kcilcher found that in only half of 170 cases 
admitted as poliomyelitis could the diagnosis be confirmed, 
and McAlpine reported 44 cases out of 104 admissions 
This erring on the safe side is to be encouraged so long 
as hospital beds are available. 

The pre-paralytic stage must be regarded as the acute and 
critical period of the illness. Dr. W. Ritchie Russell argues 
that at this time the virus is multiplying in the central ner- 
vous system and the fate of spinal cells is being decided. 
The characteristic spinal and limb pains, fever, and malaise 
now develop. Unfortunately the symptoms and signs may 
he very slight, and the more robust the patient the easier it 
is for minor manifestations to be disregarded. Clinicians 
have already drawn attention to two points: (1) that pains 
are often greatest in the region which will be most severely 
paralysed ; and (2) that great physical activity in the pre- 
paralytic stage of the illness is associated with severe 
paralysis. Dr. Ritchie Russell is now able to confirm these 
clinical impressions by statistical analysis. He goes even 
further and produces case records which clearly suggest 
that physical activity might bring on the acute pre-paralytic 
phase in a patient who would otherwise have an abortive 
attack with no more than prodromal symptoms or perhaps 
no noticeable symptoms at all. In the pre-paralytic stage 
activity will increase not only the severity but also the extent 
of the paralysis. It is clear, therefore, that the patients 
most likely to be affected are those who struggle on cour- 
ageously but mistakenly during that early phase of their 
illness. These, as Dr. Ritchie Russell points out, are 
frequently those with the greatest powers of physical and 
mental endurance or, like the mother of young children, 
those who are most anxious not to be ill. 

From this account it follows that the physiological state 
of the neurone is a most important factor in deciding its 
resistance to the virus. The histo-pathological studies of 
Scheinker 3 suggest how this may occur. He studied the 
whole nervous system in six cases of poliomyelitis and 
found a widespread inflammation of the tissues associated 
with localized parenchymatous destruction of motor 
elements. The latter is the well-recognized and fre- 
quently described lesion of the disease. He then showed 
that these two responses are independent — the former being 
a response to invasion, the latter demonstrating the specific 
lethal effect of the virus on neurones. Once the nervous 
system is invaded it- is questionable whether anything can 
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be done to modify the general response : this must depend 
on the strain of the infecting virus, the size of the infecting 
dose, and the presence of any immunity' acquired in pre- 
vious subclinicai infections. The phase of cell damage, 
however, can perhaps be modified by altering the physio- 
logical state in and around the neurone. Fatigue, cold, 
and trauma in the tissues supplied by the motor cells appear 
to be the most important circumstances which can be con- 
trolled ; their presence appears to increase the paralysis and 
influences perhaps how far it spreads. It is therefore essen- 
tial that complete rest should be enforced throughout the 
disease, and particularly in the early stages. Any attempt to 
“ work off ” the symptoms is condemned, and all school doc- 
tors, matrons, and camp medical officers must be made 
aware of this. Further, unnecessary trauma, such as 
injections and inoculations that are not vital, should be 
avoided. 

When an epidemic occurs it is probable that hospital beds 
for acute cases can always be mobilized in sufficient 
numbers. Some patients are bound to develop severe 
paralysis even when the greatest care is taken, and difficulty 
arises when the time comes for them to be moved from the 
hospitals to which they were admitted. The regional hos- 
pital boards, when making their plans for the rehabilitation 
of patients suffering from prolonged illness, should make 
early and adequate provision for these patients. They 
require careful handling at all stages of convalescence and 
later industrial retraining under medical supervision. 


PSYCHIATRIC INDICATIONS FOR ABORTION * 
Changes in the law relating to abortion were introduced 
in the new Swiss penal code which came into force in 
1942. Article 120 permits abortion only in those cases 
where danger to the mother's life or great danger of 
suffering and Jasting impairment of her health cannot 
otherwise be avoided. Thus the admissible psychiatric 
indications for abortion come within -a compass closely 
corresponding to w'hat holds in Britain. Abortion on 
eugenic, racial, or criminal grounds is expressly forbidden 
in the Swiss code, and Professor Glaus, of Zurich, wffio 
has recently reviewed the implications of the new law, 
thinks that many physicians will regret that the admis- 
sibility of an abortion is entirely unaffected by whether or 
not a healthy child is to be expected or whether or not the 
pregnancy is the result of rape or incest. In this country 
the practice is to take a slightly wider view than that now 
permitted by Swiss law: though there is no acceptable 
eugenic indication for abortion, yet if a pregnancy were 
the result of rape the fact could be cited in support of a 
view, reached on other grounds, that the mother s mental 
health would probably be damaged by allowing the 
pregnancy to continue. 

Social erounds for abortion have never been admitted 
in this country, but before the introduction of the new 
penal code for the whole of Switzerland it was permissible 
in the Canton of Zurich to take such grounds into account. 
Glaus sugcests that now these indications are excluded 
social aeencies ought to be able to help the mother to such 
an extent that abortion should not have to be considered, 
and he believes that Switzerland has not far to go to reach 
such an ideal state. This would also seem to be true of 
this country’ now that family allowances, maternity benefit, 
and a comprehensive health service -are all available. 


Nevertheless the over-prolific family will continue to suffer 
hardship, and for this the Swiss provide the remedy of 
sterilization ; this operation is as yet carried out only in 
very exceptional cases in Britain, nearly always for a purely 
medical indication. 

In his discussion of admissible psychiatric grounds for 
abortion Glaus makes a number of comments which are 
of interest to doctors in this country. Danger to life will 
arise almost only through the risk of suicide, and this danger 
will be better overcome as a rule by admission to hospital 
than by interruption of pregnancy. In Britain admission 
to hospital is not always so easily arranged, and some 
patients who have suicidal tendencies but yet are hardly 
certifiable because of a lack of other evidence of mental 
disorder may not accept voluntary treatment. In such 
cases it is often difficult to decide whether abortion is 
justifiable. Danger to health of the most definite kind 
arises most commonly in psychotic patients. Nevertheless 
Glaus believes that adequate grounds for abortion will be 
very' rare in manic-depressive patients, and will be present 
in schizophrenics only when a previous pregnancy has 
released a psychotic episode or where an existing schizo- 
phrenia is, under direct observation, being worsened by the 
pregnancy. In epilepsy the question of abortion will be 
decided by whether or not the fits become more frequen^ 
or severe during the pregnancy. Affective psychoses released 
by pregnancy in mentally retarded and defective patients 
not infrequently have a very doubtful prognosis and are 
an adequate indication for abortion. In neurotic reactions 
arising from the conflict situation Glaus believes that abor- 
tion should be considered only in exceptionally serious 
cases, where social measures are likely to be ineffective 
and where the personality is of a kind particularly 
sensitive to psychological stresses and with small power 
of resistance or adaptation. Few patients would fall into 
this class. Emotionally distressed women who are refused 
abortion may later recover completely. 

The Swiss law states in definite terms that there must be 
great danger of severe and lasting impairment of health 
In Britain we have not the guidance of a precisely for- 
mulated law, clinical practice being governed to a con- 
siderable extent by precedent and by public opinion on what 
is ethical. At present most psychiatrists would admit as 
adequate reason for abortion a serious risk of damage to 
maternal health, even if that impairment of health would 
not be irremediable. This implies a considerably greater 
latitude than is given in Switzerland, where some may con- 
sider the law already allows sufficient scope. It may be that 
a somewhat wider use of sterilization in women who are 
unfitted to bear and to rear children would reduce the 
number of occasions when difficult decisions have to be 
taken about the therapeutic termination of pregnancy. 


AUSTRALIA’S DECLINING BIRTH RATE 
The recent emigration of a large number of Britons, to 
Australia reminds us that with a population of little over 
seven million in a territory of three million square miles 
Australia has good reason to be troubled by a' fall in the 
birth rate. A few years ago, when the decline became 
manifest, the Federal Government sought the help of the 
National Health and Medical Research Council at Canberra. 
The Council then began an inquiry into the incidence of 
primary sterility in both males and females ; the extent of 
the practice of contraception ; the causes of miscarriages, 
stillbirths, and neonatal deaths ; the influence of medical, 
surgical, gynaecological, or obstetric conditions on the birth 

J The Nations! Health and Medical Research CouncH R'rtrl of the C<r~- 
mlttee of Jnoxxlry into the Medical Aspects of the Decline of the Birth Rate. Special 
Report Series No. 4. Canberra, 194S. 


1 Schweiz, med. IVsckr 194S, 78. 97. 
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rate ; and the part played by nutrition in successful child- 
bearing; The facilities available for the investigation of 
primary sterility were found inadequate to provide a basis 
for any statement on the subject, although, since the first 
inquiries were made in 1 944, a number of clinics have 
started work. Details of the inquiry into contraception 
have already been published. Of the sample of women 
studied, over 60% admitted the use of contraceptives, and 
it was found that this did reduce the pregnancy rate 
compared with the rate for women who did not use 
contraceptives. 

Another report 1 has now been issued which discusses the 
effect of nutrition upon the course and results of pregnancy 
and the causes of stillbirth and neonatal mortality. Of the 
pregnancies investigated 1S.6% terminated either in still- 
birth or miscarriage. The expert committee took the pre- 
natal clinics of the Women’s Hospitals at Sydney and 
Melbourne as offering material for inquiry into the nutri- 
tion of the expectant mothers and into the influence of 
medical conditions on pregnancy and parturition. While 
a relath ely large number of women attending the clinics 
showed initially a marked degree of anaemia, this did not 
seem to bear any relation to their diet. Nutrition played 
an important part in the development of the toxaemias 
of pregnancy, the incidence being much higher among 
those whose diet during pregnancy was unbalanced. It 
was also shown that a well-balanced diet predisposed to 
more efficient lactation. But the investigators reached the 
conclusion that the level of pre-natal nutrition in Australia 
is not an important factor in predisposing towards the 
occurrence of stillbirth, neonatal death, or foetal abnor- 
mality. No correlation could be found between the diet 
during pregnancy and the maternal gain in weight, trend 
of haemoglobin levels, iotercurrent diseases, complications 
during labour, infections during the puerperium, or the 
birth weight or growth curve of the infants. This result, 
of course, is at variance with the findings in other countries, 
and the reason given is that in Australia the proportion 
of “ poor diets " is much smaller than that obtaining in 
surveys published elsewhere. The patients on whom the 
study was made were ordinary hospital patients, but they 
must have come from socio-economic groups much above 
those of the women concerned in similar records in recent 
years in Toronto or in Aberdeen. 

Prematurity is given as the most important single cause 
of neonatal deaths and to a lesser degree of stillbirths. 
It is urged that measures be taken to investigate the causes 
of prematurity for which at present there is no apparent 
explanation. Attention is drawn also to the inadequacy 
of the prevailing definitions of the premature baby. Other 
recommendations call for increased facilities for prenatal 
care, the investigation of haemoglobin levels of pregnant 
women, and indeed of all women capable of childbearing, 
the registration of all stillbirths, and a post-mortem study 
in every case of infant death. The setting up of special 
spitals for the care of premature infants in each capital 
and in the large country centres is also advocated, 
Australia is in advance of Great Britain and of Canada 
m her figures for infant mortality. The Australian figure 
for 1945 was 31,3 per thousand births ; the figure for 
England and Wales for the same year was 46. But Australia 
■a as beaten bv New Zealand in this respect, and therefore 
feels that in some way it is still lagging behind in the 
application of improved methods of care. It is asked 
whether it is possible that, in the zeal for improving 
maternal mortality, the welfare of the offspring has been 
overlooked. But jn maternal mortality Australia has not 
reached the level of this country. The maternal death Tate 
tn England and Wales in 1945 was 1.80 per thousand births 
and in Australia it was 2.53. The neonatal mortality seems 


to be the most obstinate factor in both countries, though 
in England and Wales during the last five years it has 
declined from 25.2 per thousand to 22.7, and in Australia, 
too, there has been a steady improvement during the same 
quinquennium. 


CARDIAC PAIN IN WOMEN 

Effort angina and coronary thrombosis arc less common jn 
women than in men, though with the passage of time (he 
preponderance of men appears to be decreasing. Thus 
Mackenzie 1 in 1923 found a ratio of 7 men to 1 woman 
with angina of effort, and in 1928 Parkinson and Bedford 1 
found only 7 women in 100 cases of coronary' thrombosis. 
But in 1943 figures supplied by the Toronto Health Depart- 
ment 3 indicated a 2 to 1 ratio of men to women. Changes 
in sex incidence, as with changes in the frequency of 
cor.onary thrombosis as a whole, are difficult to establish, 
but it does seem clear that cardiac pain of all kinds is much 
more frequent in men, though the difference becomes less 
as age advances. It is also well established that effort 
angina is a particularly rare occurrence in women unless 
associated with hypertension. These views arc confirmed 
by Summers,* who found only three patients under 40 years 
of age in a series of S7 cases of angina of effort occurring in 
women, S4% of whom had hypertension. The three patients 
under 40 had diseases other than coronary sclerosis which 
could account for the pain — two had anaemia and one aortic 
incompetence. If a woman with a normal blood pressure 
has chest pain suggesting angina of effort, such a diagnosis 
must be made with reserve and a search made for some 
structural change other than coronary' disease. Angina 
depending on anaemia — and there is no doubt this may be 
the sole cause of the symptom-while rare, is of particular 
importance, since cure" of the anaemia may completely 
relieve the pain. The reason why men are affected so much 
oftener than women has never been explained. Summers 
was unable to find any connexion between smoking and 
alcohol and angina in his female patients, or with occupa- 
tion, but McCormick thought that the increase in tobacco 
consumption by women might be responsible for the 
apparent recent change in the sex incidence. 


THE DAWSON WILLIAMS MEMORIAL 

The Dawson Williams Memorial Fund was established by 
voluntary subscription in 192S to commemorate Sir Dawson 
Williams, who was Editor of the British Medical Journal 
from 1S98 to 1928. The object of the Fund is to award a 
prize every two years or at longer intervals in recognition 
of work done in paediatrics. The last award was made 
in 1938 to Professor (now Sir) Leonard Parsons for his 
researches into diseases in children. No award was made 
during the war years, and the trustees of the Fund have 
now made two awards for I94S — to Professor Alan 
Moncrieff for bis work for child health, and to Professor 
I. C. Spence for his researches in diseases of children — a 
prize of 60 guineas being given to each recipient. The 
Fund is administered by the following trustees: The 
Presidents of the Royal College of Physicians of London, 
the Royal College of Surgeons of England, the British 
Medical Association, the Royal Society of Medicine, and 
the Section for Disease in Children of the Royal Society 
of Medicine, and the Editor of the British Medical Journal. 

1 Angina Pectoris, 1923, Oxford University Press, London. 

- Lancet, 1928, 1, 4. 

* McCormick, W. J„ Un. tnti. Can., !94J, 74, 1205. 

l Brti. Heart J„ 194S, 10, 4. 
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THE ECONOMICAL USE OF THE HOSPITAL 
BED AND OF THE NURSE* 

BY 

E. B. BROOKE, M.B., M.R.C.B., D.T.H. 

Medical Superintendent, St. Heller Hospital 
AND 

}. P. WETENHAIX _ 

Secretary. British Hospitals Association 

Much of the content of this memorandum is not new matter. 
We have, however, deliberately attempted to incorporate a 
brief reference to the more important aspects which bear 
directly on the problem of the shortage of nurses. We have 
done this because we are strongly of the opinion that this 
problem is not resolvable by piecemeal approach, and that its 
solution depends upon a simultaneous attack on all its various 
angles as revealed in a survey which must of necessity 
be wide. 

Although the qualitative and quantitative needs of the nurs- 
ing profession ha\e already received consideration [see the 
memorandum on ' Recruitment and Training of Nurses,” sub- 
mitted to the Ministry of Health jointly by the B.MA., the 
B.H.A., and the Medical Superintendents’ Society (Part II, 
Paras. 5-10) — and Addendum by the B.H.A.] it is in connexion 
« ith the quantitative aspect that the wider survey is essential. 

First the unwelcome fact must be realized that the supply 
of nurses, actual and potential, if used as hitherto, is and will 
remain inadequate on account of the woman-power position, 
as is starkly evidenced by official statistics. In consequence it 
becomes imperative to view the problem of nurse-shortage not 
only from the aspects of recruitment and training but also from 
other closely related aspects, in particular the economical use 
of the nurse and of the hospital bed. It is convenient first to 
consider the latter factor. 

A. Economical Use of the Hospital Bed 

The Nature and Purpose of a Hospital — There may have 
been an undue tendency to regard a hospital as primarily a 
place which provides beds for the reception of the sick— with 
the specialist and ancillary sendees as an aid to diagnosis and 
treatment after admission — and so to measure the scope and 
importance of the individual hospital in terms of beds. The 
consultative and therapeutic facilities in out-patient depart- 
ments — which, with a few notable exceptions, have been con- 
fined to the erstwhile voluntary hospitals— -have not been 
sufficiently developed as one of several means of affording 
some relief on bed pressure and also as a means of extending 
the scope of the work of a particular hospital. We stress the 
importance of relieving bed pressure not only because a vast 
growth in the number of available hospital beds is unlikely 
within the next decade but also because the mere addition of 
beds itself aggravates the problem of the shortage of nurses 
without necessarily securing the more efficient provision of 
hospital treatment This part of our survey is therefore con- 
cerned with any measures which, without undue inconvenience 
to the patient, can be employed to secure a more economical 
use of hospital beds at present available. 

Out-Patient Departments. — While avoiding extremes, it is 
possible to regard a hospital more as a polyclinic with beds 
than as a ward-nucleus with ancillary- departments. This 
approach paves the way to greater discrimination in the selec- 
tion of patients for admission to wards for acute cases, as 
contrasted with admissions to a hospital bed of some kind or 
other. A general extension of consultative and therapeutic 
out-patient facilities to the hospitals that do not at present 
possess them is therefore a first step towards avoidance of the 
admission of patients to a hospital bed in default of other 
facilities for treatment. The out-patient department also pro- 
vides the services for determining what type of accommodation 

'This memorandum was originally prepared for, and is now under 
consideration by, (lie B.M.A, Committee on Nursing, of which the 
joint authors are members. 


is appropriate where admission is necessary', and is therefore 
a twofold factor in promoting the economical use of the exist- 
ing beddage. Even if health centres were ultimately dec-eloped 
along lines which included much of the consultative specialist 
service at present available only in hospital out-patient depart- 
ments, the latter would still be necessary-, partly as a screen 
to determine the nature of the accommodation appropriate to 
the individual patient and partly to provide out-patient 
treatment in relief of beds. - 

Short-stay Hostels, Recovery Annexes, or Convalescent 
Hospitals, and Provision of Various Kinds for the Chronic 
Sick and for the Elderly and Infirm. — In respect of these three 
items as aids to the economical usage of “ acute ” hospital beds, 
to avoid repetition we would only refer with general agreement 
to the B.M.A. memoranda ”The Care of the Elderly arid 
Infirm” and “The Right Patient in the Right Bed.” In 
particular, we think that in a variety- of cases much more use 
could be made of the patient's own home if appropriate pro- 
cedures for care, visiting, and supervision were thought out 
and applied. The services of the voluntary worker could be 
especially useful in this field. For instance, in the neighbour- 
hood of the St. Helier group of hospitals a " meals on wheels ” 
service for chronic invalids in their own homes h3s been started 
by the W.V.S. This domiciliary scheme, with the backing of 
district nurses and home helps, is reproducing in the home 
many of the facilities normally available only to hospital in- 
patients. It is hoped soon to include a laundry' service, and 
already, with the aid of transport, much that the hospital has 
to offer, both of consultative advice and of treatment, is being 
made available to these patients without ever admitting them 
to its wards. We would lay great emphasis on the need for 
utilizing to the full all such resources as may protect the 
acute hospital bed from use for other than its proper 
purpose. 

Administrative Procedure of Admission to Beds. — The 
economical use of beds fi.e., avoidance of wastage by non- 
occupation between discharges and admissions and by over- 
lengthy stay) is largely dependent on efficient administrative 
arrangements for admissions, and on the existence of sound 
contacts between the administration and the clinicians in charge 
of beds. Regional bed bureaux perform a most useful func- 
tion in dealing with emergencies ; but admissions, or acceptance 
of responsibility for alternative arrangements, should normally 
be undertaken at management committee (or where necessary 
at component unit) level, and thus the group would be imbued 
with a sense of its responsibility to the sick in the geographical 
area which it is intended to serve. 

The Hospital Group. — It may well be that the principle of 
grouping provides the National Health Service with its greatest 
opportunity for improvement in hospital resources. The initial - 
grouping of hospitals — to enable the Service to operate on the 
appointed day — was necessarily undertaken at short notice. It 
is therefore reasonable to hope that the groupings themselves, 
and the purposes for which beds may have been initially allo- 
cated, may be subject to review and readjustment in the light 
of experience. Since one at least of the purposes of grouping 
hospitals is to provide an integrated and more comprehensive 
service, it follows that the group must within itself provide, 
inter alia, suitable alternative accommodauon for patients 
requiring admission but not admission to an acute ward. 

For example, it may be possible to increase the output from the 
group as a whole by the provision, even from its existing resources, 
of beds in recovery annexes or convalescent hospitals so as to make 
the fullest possible use of the specially equipped and staffed acute 
beds. Or, again, it may prove necessary to supply a group w-jtb 
ancillary accommodation — e.g., of hospital-recovery type — at present 
non-existent. And, yet again, the question of invalid settlements and 
long-stav annexes for the chronic sick and of their contiguity to one 
or more of the well-equipped hospitals in the group requires urgent 
consideration and solution. Underlying all such considerations is 
the necessity on the one hand to have regard to the convenience of 
the patient — e.g., by avoidance of long journeys and of undue separa- 
tion from relations— and on the other hand to facilitate conriooity 
of medical supervision of his case. 

The group can in our view greatly increase not only its total 
output but even its range of service if individual clinical depart- 
ments have a balanced complement of acute and recovery (or 
long-stay) beds — no! necessarily all wfthin the same curtilage 
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— to meet their particular requirements. This is supported by 
experience gained in the thoracic unit at St. Helicr Hospital. 

Nurse-Staffing for the Hospital Group . — A further considera- 
tion in the matter of grouping which is of fundamental impor- 
tance in connexion with the nursing problem is that the group 
must be of such size and be so arranged that it is reasonably 
self-contained for its purpose, but able to regard itself as one 
entity. Each group should therefore provide its own nurse- 
training school. Since the formation of a particular group may 
be much affected by local conditions it would be unwise to 
dogmatize on such matters as maximum size. What does 
matter — and in particular from the point of view of nurse- 
staffing — is that the group should be a close-knit body with a 
strong espiit de corps and a full sense, both at its centre and 
throughout its components, of a common duty to the neighbour- 
hood which it serves. This set-up will facilitate the circulation 
of the nursing staff throughout the component units of the 
group in a manner comparable with the established practice of 
posting from one ward to another in the same hospital. 
Where a group is centred round a “ special " hospital the 
position regarding its nurse-training school must remain as 
dealt with in Paras. 22-23 (Part 111) of the memorandum on 
“ Recruitment and Training of Nurses.” Where for some 
reason a group is not self-contained interworking between 
contiguous groups may be necessary, particularly for certain 
types of specialized investigation and treatment ; but such 
interworking should not involve the transfer of nursing staff 
from one group to another. 

The higher output-obtainable from the acute wards by greater 
selectivity of admission, the provision of recovery annexes, etc., 
would, generally speaking, involve an increase in the nursing 
staff of the acute wards which in some cases would be sub- 
stantial. This need for more staff in one section may, how- 
ever, be more than offset by economies in nurse-staffing in 
other directions, as shown in Section B below. 

B. Economical Use of the Nurse 

This part of our memorandum deals with a more difficult 
aspect of the problem, and one which is more open to contro- 
versy. We therefore approach it from the point of view of 
exploration. 

The Nature of Nursing 

It is impossible to approach the matter of the economical 
use of the nurse without some agreed conception of the 
essential nature of the nurse’s work. No 'definition has so 
far been offered in reply to the questions so often asked 
recently on precisely what nursing is and what is the function 
of the nurse. 

Without attempting a precise definition we would suggest 
that nursing comprises two main and distinct functions : one 
is to minister to the patient's comfort ; the other is to assist 
the doctor in safeguarding the patient and in the progress of 
the case. It is on this conception of nursing that we base the 
considerations which we venture to submit below. Nor is this 


be regarded by many as revolutionary. For example, the 
skilled nurse will need to have a greater realization of the two- 
sided nature of her work. One side, of course, is the exercise 
of her skill on a particular patient requiring it ; the second 
side is the avoidance of wasting her time on duties which fall 
within the competence of others not possessing her skill. This 
involves a conscious realization of her nursing duty as a super- 
visor of unskilled nursing and is the starting-point in the 
economy of effort, since unless she is trained in the art of 
delegation the skilled nurse cannot make the greatest or the 
most effective use of her own training and experience. 

These considerations apply strictly to economy of skilled 
practical bedside nursing and arc not intended to refer to ward 
administration or to imply the up-grading of a staff nurse into 
a junior ward-sister. 

Nursing Aides 

It being established that the skilled nurse must herself exer- 
cise a discretion regarding which of her patients require more 
6f her personal attention and which require less, there follows 
the need to provide her xvith appropriate personnel to whom 
she can delegate. Under no circumstances must the nursing 
aide be confused with the domestic or semi-domestic ward 
worker. His or her alignment should, on the contrary, be 
intrinsically with the ward nursing team. A proper — even 
safe — use of the nursing aide cannot, however, be made unless 
the right type of recruit is attracted to the work (quite as much 
a question of status as of pay), and unless the general orbit of 
the aides’ duties is clearly demarcated and they receive adequate 
encouragement and a short preliminary training. Actual experi- 
ence of their satisfactory use appears to have been ‘obtained 
by hospitals that have seriously addressed themselves to the 
experiment. 

Non-Nursing Duties 

We have avoided referring to matters of smaller moment, 
obvious though they are in themselves: for example, elimina- 
tion of the practice of employing nurses on non-nursing duties, 
such as chapcronagc and certain administrative work. We 
would, however, make passing reference to the importance of 
a memorandum by King Edward’s Hospital Fund (Lancet, 
Aug. 14, 1948, p. 266) on the loss from hospitals of newly 
trained staff, and to their plea for the employment of suitably 
trained non-nursing personnel in the public health nursing field 
wherever possible. 

Conclusion 

The idea that a person without a nursing qualification should 
be allowed, either nominally or actually, to undertake any 
form of nursing duty may at first glance be distasteful to many. 
At the risk of repetition, however, we would once again stress 
the fact that, on account of the xvoman-power position alone, 
nursing requirements cannot be met unless measures of this 
kind are studied, evolved, and implemented. It is sheer neces- 
sity that is the spur. Surely it is better to make a virtue of 
necessity and to solve the problem by its frank realization. 


basis merely hypothetical, since it accords with actuality. To 
illustrate the point, at one side of the scale there are untold 
numbers of infirm and sick people who are daily nursed in 
their own homes by relations or friends. The services thus 
ndered relate, though not exclusively, to requirements con- 
cted with the patient’s comfort. This contrasts with the other 
de of the scale, where the highest degrees of nursing skill are 
called for. 

It follows, therefore, that the division of nursing function as 
between comfort and skill enables nursing requirements them- 
S f.-n C j ,0 • su bdivided into those of skilled nursing and un- 

skilled nursing. It therefore becomes possible to consider in 
practical terms how waste of skilled nursing can be avoided 
by ensuring that it is applied only where required and that full 1 
use is made of unskilled nursing wherever appropriate. 

Is it Possible, as a primary step towards the economical use 
of the skilled nurse, to approach the problem of nursing staff 

lL h U-X«, d !r n0 ma c ,=r W - hat their Wpe— in such a way that 
the highest degree of nursing skill is combined with the un- 
skilled devotion met m the home ? In our view this is possible, 
and is indeed inevitable; but its achievement depends upon 
factors which may involve a reorientation of view and may even 


Summary 

The problem of nurse-shortage can be solved only by 
multilateral approach. 

Two aspects of this problem which have as yet not received 
due attention are the economical use of the nurse and the 
economical use of the hospital bed. 

The economical use of the hospital bed can be achieved by: 
(a) the conception of a hospital as a polyclinic with beds rather 
■than as a ward-nucleus with ancillary facilities ; (b) economy ir 
the use of beds in well-equipped hospitals by a greater selectivity 
of admissions ; (e) the provision of a balanced bed complement 

within the group — e.g., acute, recovery, and long-stay ; (d) the 
provision of short-stay hostels in conjunction with out-patient 
departments ; (e) the provision of various kinds of accommoda- 
tion for the chronic sick of all ages and for the elderly and 
infirm ; (f) efficient administrative procedure for admissions to 
avoid wastage of beds. 

The group must form one entity, as this is essential to: 

u e ?F r *! corps 5 (h) nurse-training and staffing ; (c) its 
shouldering of responsibility for the sick in its area. 



March 19, 1949 


THE HOSPITAL BED AND THE NURSE 


British 

Medical Journal 


493 


The economical use of the nurse may be achieved bv: 
[c) recognition of the fact that not all nursing is skilled nurs- 
ing ; ( b ) recognition that the duties of all skilled nurses should 
include a supervisor}' function ; (c) provision of appropriate 
personnel to whom unskilled nursing can be delegated under 
supervision ; (d) recognition of the importance both of the 
; raining and of the status of the nursing aide. 

As official woman-power statistics show, the problem of 
ntrse-shortage demands a fresh outlook if it is not to remain 
ntractable. 

THE KING’S HEALTH 

OPERATION FOR LUMBAR SYMPATHECTOMY 

The following bulletin was issued from Buckingham Palace 
nn March 8: 

The King's general health continues to be excellent. 

In the left leg the flow of blood has been restored in the 
main arteries to a satisfactory degree. 

In the right leg the main artery is still obstructed and the 
circulation is being carried on, less efficiently than in the left 
leg. through a collateral circulation. 

With a view to improving the blood supply to the right 
foot, and to safeguard this for the future, we have advised 
his Majesty that the operation of lumbar sympathectomy 
should be performed on the right side. The King has 
accepted this advice and the operation will be performed 
at an early date. 

Maurice Cassidy. J. R. Learmonth. 

Thomas Dunhill. J. Paterson Ross. 

Horace Evans. John Weir. 

On Saturday, March 12, the next bulletin stated: 

The operation of lumbar sympathectomy was performed 
on the King at 10 a.m. His Majesty’s condition is entirely 
satisfactory. 

Maurice Cassidy. C. J. Longland. 

Thomas Dunhill. J. Paterson Ross. 

Horace Evans. A. J. Slessor. 

John Giuhes. John Weir. 

J. R. Learmonth. 

A further bulletin, issued on Saturday evening, read : 

The King has had a restful day. Temperature, pulse, 
and respiration rate have not varied from normal, and his 
Majesty's recovery from the operation is proceeding smoothly. 

Maurice Cassidy. J. R. Learmonth. 

Thomas Dunhill. J. Paterson Ross. 

Horace Evans. John Weir. 

John Gillies. 

A bulletin issued on Sunday morning stated: 

During the night the King has had periods of sleep. 
Temperature, pulse, and respiration are normal. His 
Majesty's condition and progress are those usual -after 
lumbar sympathectomy. 

Maurice Cassioy. J. R. Learmonth. 

Thomas Dunhill. J. Paterson Ross. 

. Horace Evans. John Weir 

John Gillies. 

Further bulletins issued on March 14 and 15 confirmed 
rat the King’s general condition remains satisfactory. 

It is understood that the operation was performed by 
rofessor J. R. Learmonth. professor of surgery at Edin- 
urgh University, Avith Professor J. Paterson Ross, professor 
f surgery at London University. The anaesthetist was Dr. 
ohn Gillies, director of the department of anaesthetics at the 
toval Infirmary, Edinburgh. Professor Learmonth had the 
ssistance of Dr. A. J. Slessor, medical superintendent and 
ssistant surgeon to the Western General Hospital, Edinburgh, 
nd Professor Ross was assisted by Dr. C. J. Longland, first 
ssistant in the surgical professorial unit of St Bartholomew's 
lospital. 

Professor Learmonth remained at the Palace throughout 
aturday night and Sunday. 


TUBERCULOSIS IN ENGLAND AND WALES 

MINISTRY STATEMENT 

A recent statement issued by the Ministry of Health points out 
that the present situation regarding tuberculosis in England 
and Wales needs to be judged against the background of the 
progress made during the period between the t\A'o AAorld wars. 
Between 1918 and 1939 the number of deaths from all forms 
of tuberculosis fell from about 58,000 in 1918 to about 25,600 
in 1939. Then in 1940 and 1941 the number of deaths rose 
to over 28,000. This increase, however, was checked, and the 
figures for 1942. 1943. and 1944 were approximately 25.500. 
25.600, and 24,100. The fall continued in 1945 and 1946, when 
deaths numbered 23,955 and 22.847, respectively, rising slichtlv 
in 1947 to 23,550. 

These rrfortality figures are the most reliable criterion of 
the trend of tuberculosis, as against the numbers of notifica- 
tions of the disease, which are not necessarily an accurate 
reflection of its incidence. It is observed, however, that the 
numbers of deaths in the war years, unexpectedly favourable 
though they were, were higher than they would have beer, 
if the pre-Avar rate of decline had continued ; the number of 
notifications rose abOA'e and still remains above the pre-war 
level. In 1918 the total number of formal notifications was 
about 90,000; in 1938, about 50,000; and it has since been 
as follows : 


1939 

. . 46.000 | 

1944 

. . 54.000 

1940 

46,600 

1945 

52,000 

1941 

51.000 

1946 

. . 51,300 

1942 

52,600 

1947 

.. 51,700 

1943 

. . 54,000 i 



The relation between respiratory and non-respiratory types 
of tuberculosis, which hitherto has shown no substantial devia- 
tion from year to year (although such a factor as increasing 
pasteurization of milk may materially affect the incidence of 
non-respiratory tuberculosis as time goes on), may be gauged 
from the fact that in 1947. of the total of 23.549 deaths. 
20.156 Avere due to respiratory tuberculosis. 

The admission of patients to tuberculosis institutions for 
treatment with reasonable promptness continues to present a 
serious problem. The reason for this is not the lack of sufficient 
accommodation but the persisting shortage of nurses. The 
number of patients under institutional treatment at June 30. 
1948, was about 29.200, while the number on the waiting-lists 
for such treatment was about 9.000. The number of new 
patients who came on the registers of tuberculosis dispensaries 
in the quarter ended June 30. 1948. was about 13.000. 

Developments in the Tuberculosis Service 

The introduction in 1942 of mass miniature radiography to 
detect respiratory tuberculosis in its earlier stages constituted 
an important advance. Owing to the wartime limitations on 
the production of the apparatus and on the availability of 
medical man-power it has been possible to provide these mass 
radiography units only gradually in selected areas of the 
country. By Dec. 31. 1948, there were 37 of these units in 
operation in England and Wales, and the Ministry' itself 
operates one at a fixed centre in London as a training and 
research unit By June 30, 1948. about 2.500.000 persons had 
been examined, of whom approximately 94% were found 
normal at the time of examination. The number of cases in 
which clinical investigation following evidence of abnormality 
in the miniature film led to diagnosis of active tuberculous 
conditions was approximately 9,564, or between 3 and 4 per 
1.000 of all the persons examined. 

Under the National Health Service Act the responsibility 
for the tuberculosis treatment services — namely, institutional 
and out-patient services, including the mass radiography ser- 
vice — passed on July 5, 194S, from county and county borough 
councils to the regional hospital boards, though the local 
authorities remain responsible as the local health authorities 
under the Act for the preventive and care 2 Dd after-care work 
in relation to tuberculosis. 

Under the National Assistance Act, persons who suffer a loss 
of income in order to undergo treatment for respiratory tuber- 
culosis and need financial help over and above such statutory 
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payments as national insurance benefit and family allowances 
are able to obtain this through the National Assistance Board. 
The main object of this assistance is to afford a reasonable 
standard of maintenance for the patient and his dependants 
during the period of treatment so as to encourage the sufferer, 
for both his own and the community's sake, to give up work to 
undergo eariy treatment. 


Nova et Vetera 


HOW DID SCIENCE BEGIN? 


Many must wonder why medical historians continue to pour 
out investigations of the writings of Vesalius. They must often 
ask, " Are they not coming to an end of Vesalius ? ” The 
simple answer is “ No." This review of Professors Saunders 
and O'Malley's book* may explain why this is so. 

It is quite obvious now to us all that the value of any theory 
concerning natural events or objects rests on facts established by 
observation and on their adequate presentation. But, strange 
as it may seem, this was by no means evident before the 
seventeenth century, when Francis Bacon and Rend Descartes 
delivered their messages. Tiil then men were educated in the 
scholastic tradition. This taught them that, in matters of the 
world of the senses, having made sure of the premises, they 
might safely reason therefrom for an indefinite time and — pro- 
vided of course that they had made no error of logic — they 
might then return again to the world of the senses and safely 
apply the conclusions that they had reached. 

One reason why they thought along such lines was that they 
conceived the world of the senses to be much simpler than we 
now know it to be. Another reason was that they did not 
realize how extremely difficult it is to be sure of the premises. 
But for these reasons, among others, research into the sup- 
posedly simple scheme of Nature afforded little temptation to 
men of subtle minds. These naturally preferred the infinite possi- 
bilities of theological, ethical, philosophic, or linguistic discus- 
sion. They considered it a less worthy vocation to investigate 
the realm of things than the realm of thought. Perhaps they 
were right. But it is certainty true (hat not only does research 
in the world of things yield more rapid and more tangible 
results, but also that history has shown that it has profoundly 
influenced our conception of the world of thought. 

Now this “scientific” view did not occur suddenly to the 
men of the seventeenth century. On the contrary, for at least 
a hundred years before Bacon and Descartes there had 
been men who were feeling their way in that direction and 
yet failing to express their conclusions with clearness or 
to apply them with any considerable success. But in this 


matter 1543 was an annus tttirabiiis. for within a few days 
of each other she aged Copernicus (1473-1543) sent out hi* 
treatise On the Circulations oj the Celestial Spheres and the 
youthful Vesalius (15 14-64) issued his magnificent folio Or 
*. Workings of the Human Body. These are the two founda- 
tion works of modern science, The outlook of Vesalius 
unger by 41 years, is the more modem of the two. Thougf 
’ j .. , , Ct , ua!iy cnmes hed in the difficulties which the lack 

’ 1 clearly formulated scientific method had woven,” as oui 

m .“ rs ,ru y say - !la produced a great work of research in tht 
h *1 sc . nsc ‘ , Anything that helps to explain how this camt 
for ,(,»!,■ l ,' S s,gn ' fica . n[ n °t only for medical history but alsc 
since srirnr^h-, 0 ^™ 6 ™* a " d ’ even rnore - for history itself 
modern world 3 ma, ° r faCtor in the mou,din S of th< 


cxactlv "Tfr CXtremely to trace, complet 

exactly all (he processes— mental, social, personal do 

whicb z esav,us ' startin » « a sac 

a scientific inquirer. He is the ideal subject for the ir 


•Andreas VesaJius Bruxetiensh. The Bloodletting Utter dl I S3 
An annotated Translauon and Study of the Evolution of Vesalius 
Scientific Development. By John B. de C, M. Saundere par* 
and Charles Donald O’Malley. Limited Edition. (Pp* 94 2P 
London: \\m, Hememann Medical Books. 


tion of the beginnings of science. The materials exist, bu! theb 
elucidation presents very special technical difficulties. With 
the nature of these wc arc not immediately concerned, but tie 
one has made more significant contributions to their solutiot 
than Professors Saunders and O’Malley. They would be tht 
fust to allow that it must be many years before the problem; 
with which they deal arc finally resolved. The obstacles an 
far greater than earlier writers on Vesalius imagined, and very 
much more work is needed before the embryology of the induc- 
tive method can be set forth at all adequately. This book 
completes a stage in this task— a stage which its .authors are 
uniquely equipped to accomplish. They have done a real ser- 
vice both to history and to the understanding of the evolution 
of the modern mind. 

The earliest works of Vesalius 3rc an edition of a work on 
anatomy by one of his teachers and a set of anatomical 
diagrams. Both appeared in 1538, and show him as a fairly 
typical scholastic, basing his views chiefly on his teacher’s Latin 
translations of Greek -texts of Galen. But in the Blootlhnm 
Letter of 1539, which Professors O'Malley and Saunders row 
translate, edit, and annotate, hendvances a little on the scholastic 
position. Here he asks a first tentative question, “Whether 
the method of anatomy could corroborate speculation,” This 
letter is therefore transitional, occupying the period of 
the scientific adolescence of Vesalius, bridging the interval 
between the frankly Galenical anatomy of his earlier 
recension of Guinter's histiintiones Anatomicae (1538) and 
the Fnbrica (1543), the first positive achievement of modem 
science. 

In the history of modem science the study of structure neces- 
sarily preceded that of function. Vesalius was without the 
illumination that came with Harvey’s disclosure of the circula- 
tion in 1628. His Letter of 1539 is based on the error, derived 
from Galen, that the venous system is independent ' of tht 
arterial and receives no contribution from it. This view v-a. 1 
the basis of a practice of venesection which, though developed 
by him on a more correct anatomy than that of his predecessors 
is physiologically as ill-founded as was theirs. Nevertheless 
Professors Saunders and O'Malley have been able to elucidate 
many incidental references in the course of this Letter tin 
concern the activities and personal relations of Vesalius. Tfiesf 
throw light on the centra! problem of his mental evolution 
Our knowledge of the life and thought of Vesalius. and with i 
our conception of the growth of the “ scientific idea.” have thu: 
been significantly forwarded by this important and ably draftee 
little monograph. 

Charles Singer. 


Reports of Societies 


HEALTH CENTRES 

A meeting of the Section of Epidemiology and State Medici® 
of the 'Royal Society of Medicine, held on March 7, was devote* 
to a discussion on “ Health Centres.” Sir Allen Daley pre 
sided. A model and plans of the projected L.C.C. Woodberr; 
Down Health Centre were exhibited. This was the centr 
described in our issue of Jan. 29 (p. 191). 

Architectural Considerations 

Mr. W. T. Duknford, F.R.I.B.A., of the Architects’ Depart 
ment, L.C.C., said that the general plan in London was eventu 
ally to have a health centre to every two neighbourhood units 
a unit comprising a population of from 6,000 to 10,000. Wh c 
the scheme was completed no resident in the county 0 
London would be living further than one mile from, a healtl 
centre. One difficult architectural consideration was the mimbe 
of floors which should be planned. Medical practitioners vver 
anxious to be " in on the ...round floor," but so were all th 
other sen-ices — which, was impossible. Another planning que; 
tion was whether the approach to the centre should be by 
single entrance from a large central space or by a separat 
entrance for each unit in the centre. At- Woodberry Down th 
latter method had been chosen, • 
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It had been decided to place the doctors' and dentists’ units 
on the main frontage of the building with access from the chief 
traffic road This mieht have the disadvantage of traffic noises, 
but these could be minimized bv the use of double windows, 
b> setting bach the building from the road, and b> judicious 
tree planting Parking facilities for patients’ cars and garage 
space for the cars of doctors were a necessitv The six 
general practitioner suites were on the ground floor and were 
approached b\ corr dors from the main entrance The tempta- 
tion to make a single large waiting-room had been resisted, and 
there would be small individual waiting-rooms for the patients 
of each doctor These rooms would each accommodate about 
twenty patients, the planning being on the assumption that the 
number of registered patients per doctor might stabilize at 
2 I; 00, and allowance was also made for a certain number of 
pm ate patients The superficial area of the consulung room 
was 16S sq ft , and opening from it would be an examination- 
room equipped with couch ard la\ator\ basin The patients 
would be able to lease without returning to the waiting 
room 

Other features of the Woodberrv Down building would 
include an isolation room on the ground floor On the first 
floor there would be a minor operations room, a room for 
ophthalmic treatment and a room in which the doctors could 
cam out am of the simpler pathological investigations with 
out the attendance of a pathologist There would be two 
dental surgeries from which access would be obtained to x raj 
apparatus elsewhere A small drug store was provided for the 
immediate needs of the unit, but not for dispensing practitioners’ 
prescriptions A lecture hall of 800 sq ft was planned 
A foot clinic would be included, with its own small waiting- 
room and a room for examinations A suite would be devoted 
to ultra violet light therapv, and there would be a unit for ortho- 
paedic and remedial exercises and a child-guidance clinic 
There would also be common-rooms for the staff The cost 
of the Woodberry Down centre was expected to be 5s 6d per 
cu ft (leaving out furniture and movable equipment), or 
£3 10s per sq ft of area 

1 alue of Partnership 

Dr A Talbot Rogers chairman of the Health Centre Com- 
mittee of the BMA and vice chairman of the Health Centre 
Subcommittee of the Central Health Services Council, said 
that the BMA Committee had been set up with the idea of 
trving to discover what experience had shown to be the most 
satisfactorv form of medical practice In the course of a 
survev a large number of doctors practising under different 
conditions had been interviewed The best type of practice 
was held to be a partnership practice conducted from a com- 
munal surgery Such a svstem gave the doctors opportunity 
for consultation with each other, it stimulated fnendlv competi- 
tion, it enabled the more experienced practitioner to help the 
vounger man and at the same time it enabled the voung man 
straight from the medical school to rejuvenate some of his 
elders This combination of three or four or perhaps half a 
dozen doctors working together had enabled such doctors to 
provide an increased number of consultation hours; it also 
gave the patients a choice of doctor, if thev wished, for different 
dlnesses or different members of their family The partners 
were also able to cover the temporarv absence of any of them 
without the introduction of a strange doctor 

It was found that partnerships on the whole were better 
equipped (instruments, books, etc) Moreover, an amicable 
working partnership did attract patients If an extra partner 
were taken m on account of the large amount of work it 
was soon found that the overplus of work was absorbed and 

that the number of patients grew The partnership system was 
not unpopular to sav the least of it, among patients Further, 

it made it possible economically to use a greater amount of 

auxiharv and secretarial help 

Dunne the last thirtv years there had been a separation 
between the service of the general practitioner and the preven- 
tive services of the local health authontv It was desired to 
reintegrate those two sides of medical practice The health 
centre would include provision for maternitv and child welfare 

service the school medical service, etc It vvas a little problem- 

atical whether the midvvives could also work from there It 


vvas desired to make the centres as little msututional as possible 
Too great a modelling of the health cehtres on the lines of the 
local authontv clinic would be enough to upset the relation- 
ship Therefore he welcomed the idea that each doctor should 
have his ovvn suite and that there should not be one large 
common waiting hall He doubted whether the health centre 
would furnish a good opportunity for the health education of 
the public As he saw it, the patients coming to these health 
centres to see their ovvn doctors were unhkelv to be coming 
regularlv, and therefore there would be little opportunitv for 
the use of such methods as a senes of posters leading one to 
another Moreover, they would alter the atmosphere of the 
whole place, making it like an exhibition hall Lectures might 
be given to invited groups, but not ordinarily to the patients 
waiting to see their doctors 

So far as the diagnostic facilities, particularly pathological 
and radiological, were concerned, he thought that these should 
be provided not at health centres but at hospitals If easy 
access to hospitals could be provided it was better that such 
diagnostic facilities should be available there Again, on the 
question of physiotherapy, the setting up of such a unit at 
Woodberrv Down might mean some wastage of staff The 
physiotherapy department was better placed at the hospital 
He hoped that the health centre might be used for the educa- 
tion of young pracutioners and medical students 

Doctors Working Together 

Dr Franx Gray, secretarv of the London Local Medical 
Committee, who vvas introduced as “a specialist in general 
practice," explained that he vvas speaking only for himself and 
not for his committee He believed that in a new departure 
of this kind they must learn as they went alone Thev would 
undoubtedly leam from their mistakes and from their successes 
— if they had any The men and women who worked at the 
centre were more important than the bricks and mortar It 
was rather a pity that in their discussion that evening they had 
started with the building Was it wise to force doctors into a 
building prepared for them ’ Was it not better to build the 
edifice around the doctors “> 

The natural starting point was a number of doctors work- 
ing together What followed from that conception ■> To his 
mind it vvas essential that doctors should work in partnership 
Supposing they did not work in partnership, what about the 
new patient 1 * * * * * 7 * The health centres themselves, with their 
“chromium plating and platinum blondes,” would attract 
patients Patients would come and sav, “I want to join the 
health centre,” and when asked, “Which doctor do vou 
want 7 ” they would not be able to say If the doctors were 
in partnership that did not matter Then what about the 
sOrgerv hours if the doctors were not m partnership ’’ Would 
each of the-n stay on until the other fellow had gone home "> 
How vvas any one doctor to express the views of his colleagues 
to the local health authority on the running of the centre unless 
thev were all in partnership 9 Even angels might be tempted 
to put their own preferences before those of their colleagues in 
such circumstances 

As for the use of space, it was possible, said Dr Gray, that 
the era of unlimited spending mtght not last for ever If that 
vvas so the question of the use of space would have to be con- 
sidered much more closelv At present, with great respect to 
the LCC. the idea seemed to be not only one room for each 
individual doctor but one room for each individual whatever 
function he vvas performing Somebodv would ask one dav, 
‘ Is all this building reallv necessarv a ’’ It meant unlimited 
monev. a pre-Service mentalitv. and vested interests, but un- 
limited money would not last for ever, the pre-Service mentalitv 
would die out in the course of vears and as regards vested 
interests the larger vested interests in sale and purchase had 
been abolished, so that it vvas not unreasonable to suppose that 
the smaller also might be faithfully dealt with Supposinc this 
vvas not a public enterprise, but just a partnership of several 
doctors in a large surgerv. was it supposed for a moment that 
thev would go in for all these rooms’’ Thev would share the 
consulting-room Thev would not all want to be there at the 
same time What did thev do in Harlev Street i 

Then he thought they must not lose sight of the advantages 
of the doctors private house Thev might not know what to do 
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in this new set-up, but they did know what not to do — namely, 
not to imitate the hospital out-patient department. It would be 
very nice to have an appointments system. The room could 
then be smaller and cosier still, but in general practice that 
system would not work. As one who had worked in a general 
practice for some time, he knew that they got a large number 
of patients who always wanted their o>vn particular doctor, but 
a number also did not want or need a particular doctor, they 
just came for the certificate. In a partnership that was easy 
to arrange ; without a partnership it would be an appalling 
difficulty. 

He could not resist a word on physiotherapy. Physiotherapy 
was the best method devised for the activation of neurosis. 
They did not want it. He noticed also that at Woodbcrry 
Down there was to be a nice little apartment for the night- 
duty doctor. What was the idea of a night-duty doctor at a 
health centre ? Why have one ? The only useful purpose 
would be for night consultations. If it was a case of being 
called out at night it would be just as well to summon the 
doctor by telephone from his home a mile away as from his 
bedroom a few hundred yards away in the same building. 
Patients who attended at the health centre were not usually 
the people who wanted attendance during the night, and, as 
for accidents, these were best dealt with at the hospital. He 
could not see any reason for the night-duty doctor. What was 
wanted was a really intelligent night caretaker who would be 
able to put a messenger in touch with the doctor direct. 


General Discussion 


Dr. C. O. S. B. Brooke (Finsbury Health Centre) said that 
his experience in Finsbury was that the physiotherapy clinic 
did not stimulate neurosis and it had a great value, particu- 
larly in relation to the aged and infirm. A few years ago, in 
discussing health centres, the accent was on positive -health, 
whatever that might mean, but now it appeared that such centres 
were for curative medicine. They ought to be called “ general 
practitioner centres.” It had been assumed that patients would 
be ready to go a mile to the health centre, but that was opti- 
mistic. In London people were not willing to go quite as far 
as one mile. There was no part of Finsbury which was as 
much as one mile away from the health centre, but they had 
difficulty in getting people to attend from the remote parts of 
the borough. Previously he had had experience in County 
Antrim, and he found less difficulty in getting people to go 
20 or 30 miles to their county town than in getting Finsbury 
patients to go to University College Hospital. 

Dr. H. C. Boyde (West Ham) noted that there was lacking 
in the present discussion any sense of urgency. Nobody 
appeared to realize that in the Health Service the machine was 
creaking in many of its joints, and the resulting strain was 
being borne fundamentally by the men in general practice. 
Whatever difficulties there might be in hospital organization, 
the simple fact concerning the general practitioner was that 
he had now more difficulty than ever before in getting his 
patients into hospital. He believed that there could be no 
improvement in the quality of general practice without a health 
centre. In West Ham they had worked out a plan for a health 
centre with six doctors, two dentists, a number of nurses, a 
n lysiotherapist, and certain technicians. The problem was to 
t them all together. 


u .Ji e E^ysiology ” must come first and the “ anatomy ” aftei 
health • V>eSt I ] am sc!leme ’ wl 'ich planned to place th 

strrtive sirt^nf i Sn w apt f c! buildin S and brought in the admin: 
nhv service V° Ca lealt . h authority services, including matei 
.?. me uursing, a minor laboratory, and som 
•Ji, , J'-' ancillary facilities such as a chiropodist, was est 
n | C °, S . '- 15 ’ 000 - R had been fully endorsed by th 

office? 0^-! Jr"” a * 5 ? '° CaI executiTC ^e medic; 

bad tumL h ;t rfn’,v and n rou£h architect, .but the'Ministr 
that if «• d m dcn " 00 tiie flippant ground, as they thought i 
Srised nH d USe 40 !? nS of SteeI - The y now submittin 
'Uluid be nfMM 0 ? 8 t0 /Which on 'y six tons of stet 
from now d d ’ 3nd ‘ l " aS hoped to start in thrce month 


authority u’hfrf, (h, c - c -) pointed out that it was the loca 

S provided h .bp” VI r 1 anal °my” and somebody els. 

tno prowded the physiology,” and he rather thought tha 


any “ physiological " proposition would be refused unless fee 
were already a "skeleton” fit for the work, it was nccesun 
therefore to think about the building and to try to male s 
reasonable framework and equipment. 

The Pin sident said that the question of a pharmacy at th 
health centre was one of considerable difficulty. At Wocd- 
berry Down there appeared to be a number of chemists' slop 
in the vicinity, and it was thought that if there was a dispennry 
at the health centre with people queueing up it would rather <, 
suggest the out-patient idea. On the question of the night 
doctor he wondered whether the doctors working at the centre 
would be prepared to live, as Dr. Gray had suggested, only a 
mile away. 

Dr. Gray, in reply, said that Woodbcrry Down was an excel- 
lent “ pilot model.” If a start had been made with a bad health J 
centre in London it might have damned the movement in the 
whole country. As for the night doctor, he thought the doctor 
should not live more than one or two miles away from the 
centre, and the executive council should discourage doctors 
living at a greater distance. 

Dr. Rogers said they all agreed that they did need proto- 
types like Woodberry Down. He also pointed out the great 
advantage to that hardworking member of the doctor's practice 
— namely, the doctor's wife — in having her home uninvaded and 
the work of the practice transferred to a centre: 

Mr. Durnford said there was nothing “flippant” in turning 
down a scheme which took 40 tons of steel. It was not realized 
how extraordinarily scarce were building materials and labour. 
Adaptations were in the long run much more costly and tool 
more time than new- buildings and were seldom satisfactory. 
It was better to concentrate on a smaller number of new build- 
ings than on a large number of adaptations. 


WOODBERRY DOWN HEALTH CENTRE 

On Wednesday, March 16, at 11 a.m., Mr. Aneurin Bevan cut 
the first sod of the site of the 'Woodberry Down Health Centre 
at Stoke •Newington. The new centre is to cost £187,275. It 
will be the first of its kind in London, arid lbe first in the 
whole country to be approved by the Minister of Health. Under 
one roof there will be ante- and post-natal clinics, a child- 
welfare clinic, a school treatment centre, other local health 
services, and general practitioner and dental services. 

Five units will be accommodated : a medical practitioners’ 
and dental surgeons’ unit, a school health unit, a child-welfare 
unit, an antenatal unit, and a remedial exercises and child- 
guidance unit. 

The L.C.C. will staff the centre with receptionists, dental 
technicians, and others, and the London Executive Council 
will arrange for the attendance, of general practitioners and 
dental surgeons.-. The L.C.C. will also staff the clinics and the 
school treatment centre. Doctors and dentists attending the 
centre will, with the L.C.C. divisional medical officer, form a 
professional committee to organize the general medical dnd 
dental services and to make recommendations to the body 
responsible for running the centre as a whole — the L.C.C. 
Divisional Health Committee. To the east of the health 
centre a day nursery is to be built. 


The Ministry of Health announces that a working party 
has been appointed to investigate the timings of dental 

operations. The working party has been asked to ascertain 
the average chairside time taken by general dental practitioners in 
England, Wales, and Scotland (1) in the National Health Service and 
(2) in private practice to complete each of the types of dental treat- 
ment set out in Part I of the First Schedule to the National Health 
Service (General Dental Services) Fees Regulations, 194S, excluding 
any items for which it is impracticable to establish an average time 
e.g., orthodontic treatment. The working party consists of: Mr. 
William Penman (chairman), a past president of the Institute of 
Actuaries; Mr. A. Macgregor, L.D.S.F.P.S, ; Mr. S. Donald Cox, 
of the British Dental Association; Mr. J. Lauer, L.D.S.R.C.S., of the 
Public Dental Service Association; add Mr. A. H. Condry, of the 
Incorporated Dental Society, Dentists selected by the chairman will 
be invited to assist in the investigation. 
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Occupational Diseases of the Lens and Retina 

Sir. — -I t was or Nov. 13, 1902, nearly forty-seven years ago, 
that Dr. William Robinson read his paper on “ Bottle-finishers' 
Cataract” at a meeting of the Northumberland and Durham 
Medical Society in Newcastle-upon-Tyne. The paper, with an 
illustration, was published in the journal of the Society the 
following year. 1 remember the occasion so, well, and was 
disturbed that this original communication should have received 
such a lukewarm reception. William Robinson was then a 
practitioner-surgeon in Sunderland on the staff of the Eye 
Infirmary of that town, as well as the General Hospital, and 
was remarkable in that he had obtained his F.R.C.S.fEng.) 
while in general practice in what was then a remote country 
township in Durham Shortly afterwards he migrated to 
Sunderland. — I am. etc., 

Tm>iow. Bucks. G - Grey Turner. 

Pain in Childbirth 

Sir.— T he publication of the report of the Medical Women’s 
Federation on pair, in childbirth ( Journal , Feb. 26, p. 333) 
comes at an opportune time. The important point that I 
want to emphasize is the large number of such cases where 
chloroform was used, when 194 out of the 222 medical mothers 
who received it “ found it perfect.” Chloroform has been 
in general use in maternity work for 100 years. I can vouch 
personally for its use for 50 years — (1) when in charge of a large 
hospital maternity district ; (2) in a large single-handed 
maternity general practice ; (3) when in charge for years of 
the teaching of anaesthesia in the same hospital ; (4) when 
the maternity ward was opened ; (5) as a specialist giving many 
such anaesthetics in ordinary and abnormal cases for many 
obstetricians in their private work in and around London ; 
and (6) finally in the country for a large scattered rural practice. 

Personally, I have not met any difficulties. I was co-opted 
on the Committee of the Royal College of Obstetricians and 
Gynaecologists after I had given the College a registered fool- 
proof Junker which, in the hands of unqualified people, was 
considered by the Committee as “ reasonably safe." This 
safety Junker was registered, as the measurements had to be 
carefully complied with, and Mr. Charles King did this at my 
request before presentation to the R.C.O.G. for trial. 

Recently Dr. John Gillies, of Edinburgh, wrote a paper for 
Anaesthesia giving most interesting figures of the use of CHC1, 
in Scotland.* Experimentally I saw in the U.S.A., in 1923, 
auricular and ventricular fibrillation produced in tracheo- 
tomized dogs with their hearts exposed, and was much 
impressed with the large amount of CHC1, needed to produce 
it. I was not impressed with McKesson’s N-0 anaesthesia. 
■ even when given by himself. Why, then, was CHC1, con- 
demned by the R.C.O.G. for use in a fool-proof machine ? 
Simply on evidence of delayed CHC1, poisoning in three inex- 
cusable cases, and in one fatal case, when 120 minims (7 ml.) 
of CHC1, was given in a single dose on a mask ! (6 glass 

capsules = 2 drachms.) Analgesia is not fully understood, far 
too larce doses are used, and it is possible to control the dose 
and limit the time of inhalation mechanically. 

At the Annual Meeting of the B.M.A. at Cambridge last 
Julv, when I was President of the Section of Anaesthetics, we 
held' a most successful combined meeting with the gynaecolo- 
gists on analgesia. I was able to keep the discussion an open 
one. I was pleased to hear many people admitting the use of 
CHC1,. which is more than they did at Oxford in 1936. although 
1 knew they were constantly using it. Then it was only v.hen 
A mv old friend Beckwith Whitehouse (who was in the chair) 
called upon me towards the end of the meeting, and by pre- 
vious arrangement, that CHC1, was even mentioned. 

Trilene is still sub jndice. but the preliminary communica- 
tions read at Cambridge by the two research scholars of the 
Association of Anaesthetists working at Guy's gave promise 
f of useful information to come. 


This is a plea for the better understanding of CHC1, analgesia 
and its teaching to the untrained, with proper safeguards. — 
1 am, etc., 

Pttwonh, Sussex. 2. MENNELL. 

Sir, — As a midwife, may I comment on the report of the 
Medical Women’s Federation as printed in the Journal of 
Feb. 26 (p. 333) ? 

(1) The very high . proportion of specialist obstetricians 
booked for deliveries (i.e., 318 out of 425) is obviously not 
representative of the country' as a whole. This would not 
matter if the result of booking this type of accoucheur had 
not produced an abnormal number of forceps deliveries for 
apparently unknown causes. (It is tempting to suggest possible 
reasons.) 

(2) These instrumental deliveries surely affect the number 
and types of anaesthetics administered. The handling of an 
apparently normal case resulting in a forceps delivery could 
equally affect the mother’s desire for “ more anaesthetic.” 

(3) I doubt if such detailed accurate information can be 
obtained ten years after the event. 

(4) 69% of perineal tears among the primiparae is dismissed 
as “ the situation ... is on the whole satisfactory.” I can 
imagine no midwife considering such a total so complacently. 

My conclusion is that a far more useful result, combining 
detailed knowledge of drugs used and the conduct of the 
labour with a more widespread and normal engagement of 
accoucheurs, could be obtained if a similar questionary could 
be sent to all married midwives who have had children within 
the last five years. — 1 am, etc., 

London. N.6. N. C. GILBERT. 

Sir. — As you say in your leading article (Feb. 26, p. 356). 
some disquieting facts emerge from the report of the Medical 
Women’s Federation on the relief of pain in childbirth, pub- 
lished in the same issue at p. 333. These medical women 
presumably selected their medical attendants for their confine- 
ments with especial discrimination, and over two-thirds of them 
were attended by obstetric specialists. And yet the report 
shows that they had a forceps rate as high as 27% for first 
births, perineal repair was required in no less than 43% of 
normal deliveries, and there is still an astonishing addiction te 
chloroform as an anaesthetic. Are these the same obstetric 
specialists who are trying to persuade us that the general practi- 
tioner is not fitted to undertake normal midwifery ? — I am, etc., 

WncDhoe. Essex. - WALTER RaDCLIFFE. 

Painless Childbirth — A Suggestion 
' Sir,— N early thirty years ago, owing to a succession of 
fatalities under anaesthesia, reported to a Board of which 1 
was a member, I commenced a tentative investigation in search 
of a safe anaesthetic. Various unsaturated hydrocarbons, 
chioro-derivatives, and ethers were tested on myself, those not 
commercially, obtainable being prepared by me in the depart- 
ment. The investigation had unfortunately to be abandoned, 
and opportunity to continue it was not found before my 
retiral. Of the substances tried, propylene pleased me most : 
15% in 35% oxygen produced loss of consciousness; 12% 
did not; 34% caused intoxication in one minute and loss of 
consciousness in three minutes. No ill-effects were experienced. 
The lower homologue, ethylene, required 60% concentration 
with 40% oxygen to produce unconsciousness ; only 35% of 
the less saturated acetylene was necessary ; both were more 
effective than 80% nitrous oxide with 20% oxygen. It is 
necessary to emphasize that the propylene must be pure. In- 
halation of the next higher homologue (a mixture of two 
butylenes), prepared without sufficient care, produced serious 
effects. The unsaturated hydrocarbon series stopped 3t the 
butylene stage, for one of the many isomers of amylene, the 
next homologous series, had been used (under the name pental) 
for some time previously as an inhalation anaesthetic, and 
apparently' -without decided untoward actions. Theoretically, 
it should be more toxic than propylene. Work on the poly- 
methylenes was contemplated, but their preparation in a pure 
form was beyond the resources of the department. One of 
them, cyclopropane, has since been introduced into practice. 
Propylene has similar properties to it. but it will, 1 think. 
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be found to be safer and more pliable in administration. It 
can be given with an excess of oxygen, and a luxus supply of 
oxygen is a desideratum in anaesthesia. Thirteen minutes after 
commencing the inhalation of 12% propylene with 32% oxygen 
I am reported as having complained of a slight feeling of 
oxygen want. 

The most serious objection to a mixture of propylene and 
oxygen for amateur administration is its inflammability. The 
addition of a small amount of a chloro-derivative such as 
chloroform, or, perhaps better, methylene dichloridc, which, 
notwithstanding statements to the contrary, is less toxic when 
pure than is chloroform, might counteract this fault. Such 
a mixture could easily be put up in small bombs of definite 
capacity, similar to those used for CO., which could be 
released into a large rubber bag containing a prescribed volume 
of oxygen mixture to give the concentration of anaesthetic 
which may have been found to be safe and eflective for the 
conditions required. A mouth-piece is much preferable to a 
face-piece, and the uncomfortable nasal clips used in my experi- 
ments might be replaced by cotton-wool plugs in the nares. 
The required apparatus should be easily portable, especially 
if small oxygen bombs could be supplied. To anyone suffi- 
ciently interested to investigate these possibilities 1 oiler 
myself as an experimental animal. — I am, etc., 

Burlcy-in-Wharfcdale Yorks ‘ C. R. MARSHALL. 


Primitive Midwifery 

Sir, — I think this may prove of interest. It is an extract 
from a letter written to me a few years ago by Dr. Marian 
Smythe, then in charge of the Elizabeth Newman Hospital 
in Kashmir, in answer to questions I had written to her. 

“ I had an interesting experience last year. I was in a village and 
was called out to a house where a woman was in labour, a primipara, 
fully dilated, with rather funnel-shaped pelvis, membranes ruptured. 
Foetal heart very iriegular and rapid and very hard pains. As there 
was no sign of advancing — head wedged firmly in the pelvis with 
a narrow outlet — I said, ‘ Only forceps will get that out,’ and sent 
to our camp for them and chloroform, meanwhile sattwoing 
(lecturing) the relations. They were very jungly and implored me 



The indigenous mid wives arc such by caste and have picked 
up the knowledge they possess from their mothers. They are 
very reticent about their practices, but do craniotomies with a 
sharpened stick and extract with a piece of string, and they 
rely largely on change of posture during labour and the use 
of salt pushed into the vagina to heal the wounds they hate 
made. To clean their hands before making an examination 1 
have seen them rub them on the floor ; in most cases this 
is of earth beaten down hard. — I am, etc., 

London.NW.lt. KaTHLECN VaUGIHN 


Oral Rcaclions to. Penicillin 

Sir, — I n reply to the letter by Drs. P. Ellinger and F. 
Mackenzie Shattoek (March 5, p. 411). 1 regret attributing to 
them the statement made in my paper (Jan. 29. p. 171) that 
the oral reaction was largely one of nicotinamide deficiency. 
1 was perhaps misled by the suggestion in their summary that 
symptoms disappeared after the discontinuance of the drugs 
and the administration ot nicotinic acid. 

In the cases I examined no examination of the elimination 
of ncotinamide derivatives was made. Those patients receiving 
penicillin tablets containing 6 mg. of nicotinamide received a 
total of about 65-90 mg. of nicotinamide a day. On the other 
hand, no cases undei treatment with penicillin exhibited clinical 
manifestations of nicotinamide deficiency, and discoloured 
tongue following prolonged (4-5 days) treatment with local oral 
penicillin is common. The explanation for these discoloured 
tongues suggested by Dr. N. Gohar (Feb. 26, p. 367) — pig- 
mentation due to saprophytic fungi — appears a likely one, and 
worth further investigation. — I am, etc., 

London, VV.C.l. W. G. CROSS. 


Fish Poisoning 

Sir, — The annotation in the Journal of Feb. 19 (p. 317), 
concerning poisoning after eating fish from localities in which 
surplus war material had been dumped, recalls to mind a 
happening in Egypt during the late war. Food poisoning aftci 
eating fish from Lake Timsah, on the Suez Canal, occurred 
in the Ismailia area. I do not know the symptoms in humans 
but it was alleged that the fish concerned caused paralysis 
when fed to cats. It was thought at the time that there was 
some connexion between the outbreak and the numerous mine; 
and bombs which had been dropped in the canal and lake.— 
I am, etc., > 

Birmingham, 3. 1 B. R. SaNDIFORD. 

Hunterian jOration 

Sir. — It is a matter of regret /that Mr. H. S. Souttar in hit 
recent lecture ( Journal , March'\5, p. 379) saw fit to make 
certain statements liable to givej ollence to the countrymer 
of John Hunter. It is historically inaccurate to state that thi 
Highland army pillaged Glasgovjy and invaded England in : 
destroying horde. No army even entered hostile territory ant 
did less damage. He has evidently become confused vvitl 
“ Butcher Cumberland ” and the Ejnglish army, who establishec 
“ an all-time-high ” for murder, at son,’ pillage, and destruction 
His comparison, too, of Highland barbarity and Afghat 
civilization is likewise unfortunate. Actually, in the 174! 
period the Highlands were enjoyirag under Macdonald, Mackay 
and MacIntyre a literary efflorescence unparalleled in Europe 
A Hunterian lecturer should lie meticulously accurate.— 
I am, etc., | % 

Oban. I ATHOLL ROBERTSON. 


t° wait and brought m a village dm (hereditary midwife). I have t 
r n Ugh p ! cture of wnat happened. The kneeling on 
p tung her finger down the patient’s throat to produce vomit 
j nc squatting one is, I suppose, pulling the outlet open, though 
wouldn t tell me or let me look, and was very shocked by 
questions and said it was ‘ Sharm Inmgkat ’ (shame). The sc; 
lady is clasping the abdomen with all her strength. Between ll 
arn\e‘d° dU ' :Cd UlC Chlld in ten minutes * stillborn, before my fori 

“ I suppose they have been doing this since the days of Abral 
(viz.. Genesis xxx. 3 ; Exodus i. 16). This is the only time I have : 
this, and my questions here elicit nothing of the sort from city c 
^ ;. e 7“ u v '; vw wltegtt Wiey do iv now. This was in 
ot the Sindh vallev villages up the mountain near Wozil Bridge, pi 
remote from civilization.” 


Tuberculous Meningitis 

Sir. — D rs. J. Rubie and A. F. KJohun show again in thei 
excellent article on tuberculous irveningitis (Feb. 26. p. 338 
how much the success of streptomycin treatment depends oi 
early diagnosis, which, of course, is'most difficult in the younge 
child. For him the diagnosis is still very gloomy. Coulc 
not the general practitioner and the clinic doctor help b; 
making much wider use of a reliable tuberculin skin test ' 
Professor W. S. Craig (Aug. 21, 1948, p. 374) states that thi 
prodromal stage of (usually) two to three weeks may extent 
Vo Vwu monvVis. and that rt is “ characterized by symptom 
which individually appear to have no serious import bu 
collectively reflect considerable and to some extent increasin' 
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physical and emot.on.tl debility. *' When the doctor is con- 
sulted at that point and finds no definite physical - signs he 
may well be tempted to prescribe in the first resort a simple 
tonic or vitamin preparation. 

At this stage sureh the routine employment of a test such 
as the Mantoux or the multiple pressure test is very desirable. 
If it is negative, tuberculous meningitis is a most unlikely 
diagnosis; if it is positive, further investigations are definitely 
indicated ; and in either case the doctor will have obtained 
for his records information which will be useful to refer to 
on later occasions. It is admitted, of course, that the test will 
very commonly gwe a negative result in such cases, but is 
not the chance of very occasionally spotting an early case 
of tuberculous meningitis, or of other active tuberculous 
infection, well worth the trouble which this procedure 
involves ? — 1 am. etc 

o,ford. - W. G. Harding. 

Sir. — Tuberculous meningitis, once a hopeless condition, is 
now accessible to treatment, as has again been shown by Drs. J. 
Rubie and A. F. Mohun ;Feb. 26, p. 338). However encour- 
aging this is. I would like to point out that most of the articles 
dealing with the treatment of tuberculous meningitis fail to 
represent clearly so.i e facts which have an important bearing 
upon the results. 

It is generally agreed that the results are less favourable 
the younger the children are. especially in the first three years 
of life. Out of 54 ca es (Rub.e and Mohun) 18 survived (33%). 
Table VIII shows that there was only one survivor out of the 
17 cases (32%) in the age group under 3 years. 94% of all 
survivors were older than 3 years. 

As a matter of fact, tuberculous meningitis occurs chiefly in 
early childhood. Out of 163 cases of our observation 94. 
157.3%) were under 3 years and 121 (73.7%) were under 5 
rears. Furthermore, the younger the child is the less charac- 
teristic are the symptoms and the more difficult the early diag- 
nosis. Among 76 thoroughly analysed cases there were only 8 
[10.5%) which showed the typical clinical course as described in 
textbooks. The skull is not yet entirely solidified in early 
childhood, and the intracranial pressure, which is so much 
responsible for the clinical features, does not rise so much and 
;o early as in older individuals. 

The age incidence, therefore, is all-important when assessing 
the practical results of treatment. This statement does in no 
way diminish the great achievement, which is already so obvi- 
ous, in the combat against tuberculous meningitis. It is rather 
meant to put more accent upon the relation between age and 
the disease when treated with modem methods, and to show 
that the less favourably responding young children represent the 
vast majority of cases. — I am. etc., 


Fibrositis 

Sir, — D r. R. O. Adamson (Nov. 27, 1948, p. 956) has stated 
that in Stockman's book entitled Rheumatism and Arthritis. 
Edinburgh, 1920. there is “ample and clear proof of the reality 
of fibrositis.” v I have not read Stockman's book since I was 
in London eleven years ago, and I am unable to obtain it 
in this country. I am therefore not in a position to comment 
on Stockman’s work, but I would refer Dr. Adamson to the 
American Journal of Pathology (1946, 22. 121). In discussing 
the pathology of fibrositis Steiner, Freund, Liechtentritt, and 
Maun state : 

“ Hench, declaring the fibrositic nodules as the ‘ signposts of the 
disease.' emphasized the disappointing results following biopsy. He 
round iittlc or no histological abnormality. Other observers (Collins, 
Slocumb, Buckley) agreed that the structural changes in fibrositic 
lesions are meagre. The pathological findings in ‘ fibrositis ’ as first 
described bv Stockman— namely, numerous fibroblasts, serous or 
serofibrinous exudate, and thickening of walls of the small blood 
vessels and nerve sheaths — were considered by Collins as unimportant. 
Coilins emphasized the absence of cellular infiltration as the only 
important fact in Stockmans investigation. 

It would therefore seem that Stockman did not prove the 
existence of fibrositis. and that later investigations show the 
existence of this condition to be even more doubtful than was 
formerly believed. — 1 am, etc., 

• Mt. Hawthorn. Western Australia J AMES H. YciTXG. 


Penicillin in Influenza 

Sir. — T ne present outbreak of influenza, though mild, is com- 
pletely incapacitating. It is of interest, therefore, that the attack 
can be cut short by massive doses of penicillin. In a series 
of twelve cases given a dosage of 750,000 to 1,000,000 units 
four-hourly, the temperature fell to normal in less than twenty- 
four hours. A parallel control series showed no such rapid 
remittance of fever. It is generally considered that the virus 
is insensitive to penicillin. But with this dosage, and the prob- 
able raising of the blood-penicillin level to 7 or 10 units per 
ml., it is possible that the strain infecting this country at the 
moment is susceptible to such chemotherapy. 

In any case it would appear to be worth extensive trial. — 
I am, etc., 

London, W.l. Nevtl Leyton. 

Penicillin and the Infected Hand 

Sir. — M ay I draw the attention of the author of your leading 
article (Jan. 29, p. 187) to a contribution of mine {Edirtb. 
nied. 1945, 52, 469) which was one of the first after the 
original paper by Lady Florey and Dr. Williams ? Mr. Barclay, 
in his paper in the same issue of the BMJ. (Jan, 29, p. 175), 
refers to it, and through his courtesy I was previously aware 
of the interesting investigation which he was conducting. 

In different types ~of hand infection I contrasted the results 
of treatment by control methods and by penicillin cream and 
found no difference whatever. In comparable types these 
figures were the same as the figures for local penicillin in the 
series of Lady Florey and Dr. Williams, but much better than 
their control figures. 

In acute suppurative tenosynovitis these writers recorded an 
important advance by showing that local penicillin treatment could 
permit of a movable finger, but the limitation of the method was that 
full movement at the interphalangeal joints was not recovered when 
pus was present in the tendon sheath. In my own series of cases of 
tenosynovitis I too obtained some good results with penicillin cream. 
As penicillin became less scarce, however, the continuous intramuscu- 
lar drip' was used without local penicillin with such success that, out 
of twenty-five cases full movement was restored in twelve and a very 
good range in seven. Included in this series were six cases involving 
the radial and/or ulnar bursae, without a single bad result. 

In view of these results it is difficult to understand why, in your 
leading article, the virtue of local penicillin is so much exaggerated 
while the value of systemic penicillin is so grudgingly conceded. 
Systemic penicillin allows the minimum disturbance of the infected 
part, is the ideal method of treating the more extensive infections, 
and controls spread in a way not otherwise possible. 

In attempting to assess the value of a new remedy such as penicillin 
it is important to appreciate what were the results prior to it, and 
it is necessary' to assume adequate surgical supervision in all instances, 
since bad surgery’ will \itiate any proper comparison. Before the 
advent of penicillin what types of hand infection did badly no matter 
how’ great the degree of surgical skill ? Acute suppurative teno- 
synovitis gave almost uniformly bad results, the outcome being 
the loss of interphalangeal movement or else amputation of the 
finger; involvement of the* radial or ulnar bursa was a serious con- 
dition, carrying the risk of severe loss of function. Acute suppura- 
tive arthritis in the great majority of cases gave rise to a stiff joint 
or else necessitated amputation of the finger. A severe confluent type 
of lymphangitis due to Sir. haemoty iicus, besides being dangerous 
to life or causing a long illness, w-as capable of producing most 
serious crippling; sulphonamides did not by any means control all 
infections of this nature. In these three severe types of infection 
systemic penicillin has proved of immense value and has completely 
changed the prognosis. I am sorry, however, that Mr. Barclay’s 
series did not include more cases of this severe nature. . 

As a complete contrast the other common types of hand infection 
could not be considered deforming or crippling in the absence of 
severe complications. Perfect recovery" was attainable in a high 
proportion of cases by good surgery alone, and bad results .were 
usually quite needless. Penicillin cannot be expected to produce any 
great improvement in these, and Mr. Barclay’s results are thus 
understandable. Systemic penicillin, however, has shown its value 
by some improvement in the time of healing, a satisfactory control 
of spread of infection, and the avoidance of complications. 

Before the use of systemic penicillin there was a rather rare type 
of spreading or gangrenous infection, usually associated with con- 
stitutional factors such as old age. heart disease, and diabetes. In 
my p3per I referred to the fa a that these cases invariably did badly 
with any form of local treatment, but, as Mr. Barclay shows, 
systemic penicillin, by controlling the original infection quickly, may 
now be able to prevent this condition. 
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In 'any type of infection necrosis is the principal cause of 
retarded healing and disability, and I noted how it can be 
traced to such errors as lack of early attention to wounds, too 
early incision of an area of cellulitis or lymphangitis, pro- 
longed application of hot fomentations, too much reliance on 
sulphonamides when incisions were called for, and the making 
of incisions without adequate surgical facilities. These errors 
are. preventable, but, until they can be overcome by adequate 
methods of education and organization, the results of hand 
infections are unlikely to show any further spectacular improve- 
ment. The great value of systemic penicillin has been estab- 
lished. and further advances in its use will be concerned with 
new preparations and easier methods of administration. — 
1 am, etc., 

Edinburgh. 1. F. ClJRR. 


Osteitis Fibrosa Disseminata 

Sir, — I have read with much interest the paper by Mr. D. J. 
MacRae carrying the above title (March 5, p. 389). As he 
quotes freely from papers published by me, 1 1 in which 1 drew 
attention to the association of severe neonatal jaundice and 
the development of osteitis fibrosa cystica, 1 should like to 
comment on that point, and, in the light of present knowledge, 
to correct the idea that the Rh factor was implicated. 

Among the published cases of osteitis fibrosa cystica, in addi- 
tion to my two cases, one recorded by McCune and Bruch 3 
and two by Summerfeldt and Brown* had a similar history of 
severe and prolonged jaundice in the newborn period. At that 
time the role of iso-immunization in the production of icterus 
gravis neonatorum, and the importance of the study of the 
Rh factor in the differentiation of the different types of that 
condition, were unknown. Recently, in my two cases, the 
Rh factor has been examined, and in each case the mother 
has been found to be Rh-positive. They cannot be classed, 
therefore, as cases of “ haemolytic disease of the newborn,” 
although the fact that they suffered from “ icterus gravis ” 
— severe jaundice — of unknown aetiology remains. 

Mr. MacRae suggests that the bone disorder may be due to 
disturbance of parathyroid function, and relates that to the 
neonatal jaundice. It has been established that kernicterus 
may result from neonatal jaundice of varying aetiology, and 
the possibility of a resulting lesion of the central nervous sys- 
tem being responsible for the endocrine disturbance leading 
to the precocious puberty which occurs in some of the patients 
suffering from osteitis fibrosa cystica was discussed in my 
paper. Ail my evidence, however — absence of hypercalcaemia 
and hypercalcuria, a positive calcium balance, and a negative 
rabbit test for the presence of parathormone in the blood — 
was against implication of the parathyroids in the production 
of the bone changes — 1 am, etc., 

Birmingham FRANCES BRAID. 
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Ocular Filariasis 

sir. The following case is of interest because of its unusu; 

t!)is country. On Aug. 20, 1947, a man aged 3 
. ended Oxford Eye Hospital with a worm moving under tl: 
lower bulbar conjunctiva of his right eye. He had been res 
acm in \\est Africa for nine months prior to returning 1 
j™- ? bruar A' , 1946 - and within a month of his return I 
eg. n to have Calabar swellings that caused him very lift 

tTI T rn e ,! a5t ° f these had been under the skin < 
thU l , n . ?J Cr - d ' t ,! cn , the , n ° se > lhen the right side of the fac 
- occurring the day before the subconjunctival signs. 

•mVrlfvffT" I0 ,u’ a worm was seen to be moving slowly ar 

During an hnT , he , loucr bt!lbar conjunctiva of his right ey 
LJurmg an hours observation it completely disappeared twic 

0r5 i J ’ conscious of ver >’ slight local irritatio 
Under 4 cocaine drops, which seemed to have no effect on 

fb ?, ng ’ llC min ‘ lt . e of application, the worm was removed inta 
through a small incision in the conjunctiva by easing it out ov 
the closed blades of blunt-pointed conjunctival scissors at 
lifting it away with non-toothed forceps. It made no effo 


to go deeper during this procedure, but became very acts: 
after removal, in air and in saline. The cosinophilia v/.i 
40% of a total W.R.C. of 1 1,000. No microfilariae were lour: 
in the peripheral blood about that time. About seven weds 
later another subconjunctival worm appeared, spending moil 
of the day in view. The patient was then in another pan 
of the country, and the worm was not removed. He has I 
subsequently had a course of stibaminc glucoside. Calabar' 
swellings are continuing, but arc becoming less frequent (one 
every three or four weeks instead of one or two every week). 

The worm was identified by Professor J. 3. C. Buckley as an 
immature male Loa loa. 

The maximum time that could have elapsed between the first 
possible infestation and the appearance of Calabar swellings ’ 
was ten months. Duke-Elder 1 cites one year as the shortest 
period recorded. According to Connal* the shortest period 
recorded in Europeans is three months, and 'four, seven, and 
nine months were recorded by him.’ 

I should like to make acknowledgment to Professor J. J. C. 
Buckley, Professor of Helminthology, London School of Hygrent J 
and Tropical Medicine, for his identification of the specimen, and 
to Mr. Victor Purvis, Oxford Eye Hospital, surgeon in charge ol the 
case. 


— I am, etc., 

St. Andrews. 


\V. G. Bridges. 
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l Duke-Elder, Sir W. S., TcMbaak of Ophthalmology, Vol. 2. London. IBS. 
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Treatment of Varicose Veins 

Sir, — M-r. C. H. Wickham Lawes's temperate and valuable 
letter (March 5, p. 412) recording his plilebographic studies 
discloses once more the surgeon’s uneasiness of mind about 
this business of sclerosant injections. And well that it is so— 
for varicose veins, left alone or with no other treatment than 
bandage or stocking, have carried no mortality ; whereas injec- 
tion alone, or as ally to ligation, has — and, I assert, will. Am 
who dares counter with the sop that varicose veins may become 
so harsh an affliction of man’s estate on earth as to warrant 
the risk of death in seeking- its relief? 

I hope you will permit a personal note. I was at one time 
exponent and advocate of the sclerosant injection treatment, all the 
more readily following Sicard, for I had already observed the “ scler- 
osing,” thrombosing effect of my injection of quinine into the lower- 
leg varicose vein of a male patient down with malignant malaria. 1 
even accepted the preposterous claim that the " venitis ’’ provoked 
by the chemical sclerosant differed from other phlebitis in that the 
thrombus resulting from this venitis -was safely .fixed to the vein 
and the other kind was not. Further, that the clinical proof of success 
was manifest in a firm, hard thrombus following injection, promising 
fibrosis of the vein — the fibrous cord, once a vein, being eventually 
absorbed. ' , 

Far too many, and I for one, uncritically saw here a rational, 
simple, and safe treatment and an instant escape from barbarous 
guess, slash, and stitch operations for varicose veins, with their 
seldom successful and always unsightly results. I (not alone! fount! 
by biopsies after injection that the thrombus was invaded by mono- 
nuclear cells, deriving apparently from the vein endothelium and 
fixing it to the endothelium, and I (not alone) thought that these 
mononuclear cells, dubbed fibroblasts, were converting the vein 
into the desired solid fibrous cord. Later on, after the disappointing 
and almost constant discovery that when examined six months and 
more after injection by far the majority of injected, firmly thrombosed 
veins had reennalized, biopsy studies were again undertaken, as 
occasion served, over a period of years. 

These studies revealed that the invading mononuclear cells from 
the endothelium were phagocytes in effect, digesting and removing 
clot. Tire process was a slow one : in one case I found tlie thrombus 
riddled with mononuclear cells and firmly adherent to a sector ol 
the vein’s lumen nine months after injection, and in many cases 
recanalization was proceeding six months after injection. Clear!) 
no follow-up was of value less than nine months after injection; 
furthermore, the clinical course and the findings of biopsy gave the 
same results in cases of spontaneous (non-injectcd) thrombophlebitis 
of varicose veins. The conclusion was inescapable: that a firm 
hard thrombosis promised eventual recanaiization, not obliteration 
On the other hand, f observed (but seldom), following injection ol 
smaller varicose veins, a severe phlebitis, periphlebitis, and cellulitis- 
acute pain ending rather suddenly after a day or jess — in this ver) 
unlike the usual injected vein. The affected vein was doughy te 
palpation, and after twenty-four hours not tender to digital pressure 
Biopsy discovered intense inflammatory reaction in the adventitia 
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enclosing smill areas of exiravasaied blood scant), small round cell 
infiltration of the vein wall and little or no endothelial cell invasion 
of clot which las unittiched in the lumen of a vein hilled b> destruc- 
tion of us nutnent vess“ls — a viper venom effect I could scarce 
conclude but that successful injection must destroy nutnent 
vessels necrose veins produce an unanchored clot and clinically a 
soft rather painless ihrombophlebius — a success fraught with danger 
to the patient 

Fatal accident after tmection has been rare, because with injection 
alone necrosis of the vein occurs only in the smaller superficial 
vuns and that rarelv I is not disputed that injection sometimes 
has a chain effect — ti t consequent thrombophlebius spreading with 
unexpected speed and violence — and even restarting with new seventy 
afte" apparent cessa cn that ligation and ns consequent venous 
stasis mav magmfv ve v _-eat!v the inflaming, thrombosing effect of 
injection — nor disputable that should it occur, a deep thrombosed 
vein of which the nex o,-d wall cannot send anchoring cells into its 
contained dot would corstmite a ltvelv danger to its earner We 
can all agree wath Mr Wi-t-ham Lavves that “we knew beforehand 
that the blood goes trom the superficial to the deep veins, and the 
position of the main cc mmurucaung veins has been known for a 
long time Mass ve doses of strong sclerosants should be 

abandoned ’ With great respect, I suggest to him that should he, 
as alls to his phlebouraphic studies, take advantage (as I have done) 
of the frequent occur en • of vancose veins in both legs of the same 
patient to perform Iwa cos and injecuons (retrograde or otherwise) 
in one leg and hgati s cnlv in the other leg (what better control 
could there be 1 ), he wi 1— I cm confident of it — find that his injec 
ttons or “minimal am on a of minimal strength ” ha in had no effect 
other than to give e\ ra pam and a longer convalescence Success 
will be found to detxid only on the number and sites of his 
“ ligations ” 

Sclerosant injection * a dangerous’ allv, or a useless one It 
keeps a place m treatment only because of too short a time of 
follow up, lack of controls, and incomplete knowledge of what 
it mav do A varicose vein the whole of it, can be extirpated" 
bv resection, or avu 1 ion of varving lengths, through incisions 
one quarter to one tr.ird of an inch in length (0 6-0 8 cm ) at 
selected and previously tndehblv marked sites along its. course 
These incisions, if made parallel with the elastic fibres in the 
skin gape very little and require no suture After a thousand 
vancose vein legs thus treated I can give the assurance that 
this operaUon carnes no nsk to the patient, who can get up 
and about immediatelv on recovers from the anaesthetic, it 
can often be earned out under local analgesia There is no 
pam cosmetic results are excellent, and if the whole vein is 
extirpated (sometime., difficult to ensure this) there is, of course, 
no recurrence — I am, etc 

London W 1 H M HANSCHEIX 

Carcinoma of Cervix 

Sir— I have read with interest Mr W Sampson Handley s 
reply (Jan 22, p 156) to my letter, but I am afraid fus 
correspondent has misled him into certain inaccuracies which 
can easih be corrected First, Kikuyu circumcision is com- 
plete not partial as Mr Sampson Handlev states By this 
-I mean that the vvhcle of the glans penis, including the corona 
and the sulcus round it is fullv exposed and is fully visible 
without retracting anv tissue There is no spur of preputial 
tissue on each side of the fraenum The fraenum is removed 
when the operation is performed The spur of tissue is at 
the end of the shaft of the penis on the posterior aspect This 
spur can give no harbour for the “mixed bacterial flora ' 
which according to Mr Sampson Handlev (Nov 22, 1947 
p 841) flourish beneath the prepuce and mav cause carcinoma 
of the cervix in females I have mvself examined and treated 
several thousand kikuvu males with venereal disease so I am 
in a posit'on to know about this matter 

If carcinoma of the cervix is due to the mixed bacterial 
flora as Mr Sampson Hindlev suegests surelv it would make 
no difference if the mile was circumcised at pubertv (as m the 
Kikuvu or Fijnn) or in mfanev (as in Jews) 9 In neither case 
would mixed bactenal flora be able to flourish beneath the 
prepuce as thev do in the uncircumcised Mr Sampson 
Handlev speaks of the complex mLXture of circumcised and 
uncircumcised tribe, in East Africa and \er\ boldlv states 
this is not an area where unequivocal evidence on this matter 
can he obtained This mav be true of the towns but it is 
quite untrue of this district which is m the centre of the 
Kikuvu Reserve and far from anv town It is from this 
district that all m\ cases of carcinoma of the cervxx come 


Except for a handful of Indian traders and European officials 
and missionaries no race other than the Kikuyu is allowed 
to live in the Kikuyu Reserve, nor do thev — the Kikuvu see 
to that I have spent a good many vears in this district and 
1 have never known a Kikuvu woman from this district marrv 
a man who was not a Kikuvu Some of my cases of carcinoma 
of the cervix have spent all their lives in places where the 
only adult uncircumcised males for 25 miles (40 km ) m any 
direction are European missionaries — men whose morals are 
above question 

In conclusion, the difference in the incidence of carcinoma 
of the cervix in different races must, I think, be put down 
to some racial factor which we do not as yet fullv understand, 
not to the circumcision rate in the males of the race — I 
am etc 

Feu Hitt keeja E Malcolm Clark 

Spontaneous Amputation of Cervix 

Sir, — T he interesting case of spontaneous amputation of the 
cervix which Dr W Arnott reported in his letter (Jan 22 
p 157) induces me to recall an identical case described bv me 
and Dr Zielinski m 1946 1 During a rather prolonged labour 
in a pnmigravida aged 36, a plum coloured swollen cervix, 
attached onlv bv a narrow strip of tissue to the vaginal wall, 
was delivered before the foetal bead The detached cervix 
was of a saucer shape 44 in (114 cm ) in diameter and 4 m 
(13 cm ) in us thickest spot The external edges corresponding 
to the line where the detachment occurred, were as thin as 
paper The position of the o,, 1 in (2 5 cm.) in diameter, was 
eccentric The rest of the second and third stages of labour 
and the puerperium were uneventful Further observation of 
the patient was not possible owing to her departure from 
this country 

At the time when this case was described there were 17 cases 
of spontaneous detachment reported m the literature and also 
21 cases of detachment in which some obstetrical operations 
were performed De Costa' gives the following statistics which 
throw some light on the causation — namely in 1 00 % there 
was head presentaUon, in 100% premature rupture of the mem 
branes occurred, in 100% the labours were prolonged, 88% 
occurred In primiparae, in 58% the ase was over 36 The 
fact that in the majority of cases with interference the 
Champetier de Ribes bag was used indicates that the cervix 
did not dilate It mav be concluded that the expansion and 
thinning of the lower uterine segment above the cervLX, 
undiluted for some organic reason, leads to the detachment 
of the cervix • — I am, etc , 

London XX 3 C UhMA 

RITEREIsCXS 
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Transmission of T. Duttoni 

Sir — I was very interested to read Dr R B Heisch’s paper 
(Jan 1, p 17) on “The Human Louse in Transmission of 
T duttoni in Nature ’’ When I was stationed at Mazabuka, 
Northern Rhodesia m 1938 seven case, of relapsing fever 
occurred in the local prison , of these three were among 
detained persons who lived in a building infested with 

0 moubata The remaining four were convicted prisoners 
who were confined in the gaol a building made of burnt brick 
with inside walls lime washed and painted with tar on the lower 
portion , the floor was cement and the roof corrugated iron 
Repeated search failed to reveal any ticks, but the prisoners’ 
blankets were found to be infested with lice I have no record 
of how long the prisoners had been m gaol before becoming 
ill but I remember it was clear at the tune that the relapsing 
fever in each case must have been contracted while a prisoner 
and not while detained As far as I can remember, the blankets 
and the clothing of all occupants of the gaol were disinfected 
and no further cases of relapsing fever occurred 

In mv J93S Annual Report for Mazabuka I commented 
the possibility has to be borne in mind that this disease 
among the prisoners is louse-borne ” The Director of Medical 
Services Northern Rhodesia m his Annual Report 1 for 1938 
for the Territory, mentioned the Mazabuka findings and said, 
referring lo relapsing fever “The first suggestion so far as 

1 am aware, that this disease m Northern Rhodesia is ever 
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other than tick-borne, occurs in the 1938 report by the Medical 
Officer, Mazabuka.” 

In view of Dr. Heisch’s report on the finding of T. dutloni 
in lice from Africans ill with relapsing fever I thought it would 
be of interest to place on record my experience, as it would 
appear that transmission by lice of Central African tick-borne 
relapsing fever is not only possible but does in fact occur in 
nature. — I am, etc.. 

Broken Hill, Northern Rhodesia. E. A. BEET. 

Reference 
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Ill Children Remember 

Sir. — A nn is now convalescent, an intelligent and charming 
little person of 11 years. But when, soon after admission to 
hospital with subacute rheumatism, she developed a fulminant 
attack of chorea we had little time or inclination to notice how 
pretty she was, for we wondered if ever we were going to calm 
her restless, never-ending involuntary movements. They were 
distressing to watch, the more so because overnight she had 
lost her speech completely. From time to time her jerky move- 
ments were punctuated by a weird and piercing scream — surely, 
we thought,- something purely reflex and unconscious. 

Not for twenty-nine weary and worrying days did she recover 
sufficiently to regain her speech. At first she could utter only 
short, simple phrases, but four days later she was speaking 
normally again. We had thought that she was too far gone 
at the height of the illness to be conscious of what was going 
on around her, but we were wrong. During the whole twenty- 
nine days when she could not speak she remembers and can 
recount vividly a host of trivial incidents. One day her daddy 
and her aunt came to visit her. She recalls her aunt slipping 
away quietly and saying to her father, “ I’d better go out first in 
case we upset her.” Once, hearing her father’s voice whispering 
outside the nearby door of the ward, she managed to point to 
the door and so make the nurse bring him in. 

She has vivid recollections of the visits of the various doctors; 
she used to get upset because she imagined that they regarded her as a 
stubborn little girl when she did not answer them. She remembers 
the actual word “ chorea ” being mentioned. From something her 
father let fall in her hearing she realized that he thought (as indeed 
he did at one period) that she would not get better. 

The screaming noises were her attempts to tell us something. For 
example, on Christmas Day she had no presents. She realized that 
this was to prevent her getting excited (in actual fact we never thought 
that she was “ with us ” sufficiently to appreciate the significance 
of the day), but she was none the 'cv. ''appointed, and she says 
that she tried to tell the nurses the,, she wanted to go home by point- 
ing to the window and trying to, .utter the word “ home.” They, alas, 
saw only a purposeless movement and heard a shrill cry. She 
remembers crying over hea .aches, which (she tells us) were brought 
on by sudden noises and also by the light over her bed. Added to 
her other troubles, her Dints were very painful, and although the 
nurses hurt her when they moved her she could find no way to tell 
them. 

Now, however. A: in is convalescent, and can tell us these 
things. This she df es with an engaging grin. To us it is a 
salutary lesson that patients who are desperately ill may take 
in far more than the ordinary observer suspects. — I am, etc., 

Lncrpool Royal Ini, n , ary, J. STUART JONES. 


Aftercare of the Hospital Patient 

n f turaI| y interested in the annotation in th< 
■ l ‘ r '' n °‘ Feb. ,16 (p, 358). The Cardiff scheme, using healtf 
sirs, dated frbm 1944; it began with diabetes and after 
war s was extended to peptic cases. As a municipal sebemi 
was convenient to start it with ex-municipal-hospital, patients 
Ehe advantages are now available to patient: 
^ in the area, and some are even referred b' 
. , ”Fh e ' v °rk of the health visitors is super 

\ ised by a consultant physician from the diabetic clinic of thi 
Cardiff United HospitJvR, who is paid on a sessional basis b' 
the local health authority- _ 

l v?n,‘ he ,R SUE C CeS,i c ° n paediatrician, Dr. A. G 

s. the benefit of -jL l0W _ up ; s now to be conferre- 

■ Two health visitors, with speck 


but for diabetes' 
from all hospitals 
general practitione^ 


Watkins, the benefit 
upon infants and children 


aptitude and liking for the work, will visit the children’s wards 
and learn about difficult cases which have to be followed i; 
afterwards. These two might cither themselves follow tip e 
explain the details to the district health visitors, who in tun 
will follow up. It. is hoped that the introduction of this systen 
will prevent the rcadmission to hospital of many cases 
especially difficult infant feeding cases. 

Only the “ hold-un ” over the consultant service general!; 
has prevented the aftercare work in Cardiff through healtl 
visitors already including cardiac patients and asthmatic 
patients as well as the categories mentioned. 

There is no conflict between health visitors and hospital 
almoners in Cardiff, but on principle I would take leave to 
doubt the ability of almoners anywhere to undertake some 
important aspects of the work. In dealing with diabetes the 
health visitor gives considerable technical instruction — e.g., as 
to use of syringes, testing urine, and diet. It is difficult to 
believe that anyone such as an almoner without the basic 
nursing training possessed by a health visitor could undertake 
this work, and if she cannot is it necessary to have her duplicate 
the visit of the health visitor just for “social case-work”? 

In this age of clichds we are faced with yet another before 
which we are expected to fall back in awe. There is a 
mysterious “ something ’’ about this clichd which some use to 
assert a kind of superiority of the social-science diplomat! 
over the better-experienced and far-longer-trained healtl 
visitor. — I am, etc., 

Ca[d:rr ‘ J. Greenwood Wilson. 

r . 

Milk Standards 

Sir, — R ecent parliamentary debates and letters to the mcdica 
press have again drawn attention to the dangers still cxistin 
from the spread of bovine tuberculosis by milk. As far as 
know, the general attitude of the medical profession, and on 
forcibly voiced by the British Medical Association, is tha 
pasteurization provides sufficient safeguard to milk supplier 
This is undoubtedly true as far ris it goes, but it must b 
acknowledged that pasteurization is only a means by whic 
risks to health resulting from earlier errors in production ca 
be minimized. It has always seemed to me undesirable tha 
the public should be expected to drink dead or devitalize 
microbes of any sort. .In emergency, many have drunk pre 
viously contaminated water sterilized by boiling, but this i 
not a practice to be advocated except at such times. 

There seems little doubt that the advocacy of pasteurizatio 
and its actual practice have seriously retarded fundaments 
improvements in the standards of milk production in (hi 
country, because the tendency has been to produce larg 
quantities of indifferent quality subsequently rendered safe b 
pasteurization. It is disquieting that only 13.9% of the milk 
producing cattle in this country are known to be tuberculosis 
free ; happily, the number is increasing. Somehow the ide; 
of tuberculin testing of herds has not caught on in Grea 
Britain to the extent it has in the United States of America 
w'here the possession of untested milking animals is untlunk 
able. In pre-war days there was' a feeling that tuberculin 
tested cattle only belonged to cranks or gentlemen farmers 
whatever the latter term means. Most farmers, naturally, w’er 
not interested in anything which raised their costs, with ; 
public only interested in cheap food. Little attempt has bcci 
made to educate public opinion in the need for considering th 
quality of milk available and that it must be sold at a 
economic price. The mass of the population in Great Britan 
is, of course, so urban-minded that for many milk is somethin 
from a bottle, and whether it has a good fat content or i 
contaminated does not worry them, whereas in the Unite 
States, traditionally, the population is much better informc 
about such matters. The efforts by the Ministry of Agricultur 
to increase the number of licensed tuberculin-tested cattle an 
attested herds in Great Britain is to be welcomed, but I dout 
whether this commendable effort will be as successful as i 
might be until the oft-quoted statement, “ Of course, yo 
doctors advocate pasteurization,” can be denounced forcibly b 
positive action on the part of the British Medical Associatio 
to stimulate an increase in the number of tested animals. 

In the advocacy of positive health — the modern them 
dominating, or which should dominate, current medic: 
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practice — much can be done to convince milk producers of the 
need for improvements in the r technique. It is not enough to 
know that cows are tuberculin-tested and that milking stands 
are surrounded b\ , tour-foot dado of cement, when udder 
cloths are roughlv washed in water which may be little better 
than dilute liquid manure In this matter of udder cleaning 
undue reliance is s< til placed on antiseptics, which may be 
useful provided tbe\ have time to act; how much better it 
would be if a point i he th.s were more widely known. 

In many matters finance still has to govern policy. If money 
be available much can be done to improve dairies and other 
buildings, many o' which are a century or more old. which 
they look. Thev Ieoh old. and they have not been replaced 
because for the past seventy -odd years all farming — and this 
includes the production of dairy products — has been of no 
particular interest tc the community as a whole; whether the 
present signs of a reawakening interest will be more than 
temporary time vvi.l show. Unrestricted imports of food 
damaged farming permanently in the past and may do so 
again. Whether pre-ent endeavours to re-establish British 
agriculture will be successful on a long-term basis and auto- 
matically rai«e the standard of milk production would seem 
to depend upon the farming community' realizing that popular 
interest in them is deep-seated and not simply one of expedi- 
ency. Memories of the past are long. Until all dairy cattle 
can be tested and culled it is obvious that during the transi- 
tional period pasteurization must continue. This should be 
looked upon purelv as a temporary measure, to be discarded as 
rapidly as possible -—I am, etc., 

London. W.l. W - R - THROWER. 


Temperature Recording 

Sir — Further to the very interesting article by Professor 
Alan Moncrieff and Dr. B. J. Hussey (Dec. 4, 1948, p. 972) and 
the ensuing correspondence, may I be allowed to add a few 
remarks which may be considered of practical interest ? 

My remarks concern that most awkward age for. temperature 
recording — namely . from 1-3 years. The child is then too 
young to be trusted with a thermometer under the tongue and 
too old to tolerate a rectal thermometer with nonchalance 
(I have ignored the axillary' and groin methods as being 
inaccurate and time-consuming). This age period incidentally 
provides the bulk of child patients in a busy general practice, 
and it is from time-saving considerations only, without, I main- 
tain, sacrificing accuracy, that I put forward this method of 
temperature recording, which I have been using for the last 
few months. 

The technique is quite simple. One directs the bulb of the 
thermometer gently along the floor of the right cheek between the 
gum margin and the cheek until the bulb can be felt protruding 
by a fincer laid gently over the outer side of the cheek. The 
thermometer is steadied with the right hand, the bulb pressed into 
the buccal, sulcus, and the mercury can be watched as it rises. The 
points 1 wish to make are as follows: _ _ _ 

(I) If the child ts feverish the mercury can be seen to rise within 
a few seconds only to its maximum. After all, one does not neces- 
sanlv need to know the exact temrerature to a tenth of a degree or so, 
but the state of illness of the child. The rapidity of the rise of the 
mercury gives this indication, together with one's other simultaneous 
clinical findings, such as the pulse rate and general appearance of the 
child. 

(21 The child rarely, if ever, objec's to this method. It never seems 
to taste the antiseptic in which the instrument is carried, as it does 
in the sublingual method. Any objection ran usually be dispelled 
by telline the child to “ smoke a cigarette like daddy does.” 

(3) The mouth can be gently closed by one's free left hand whilst 

the temperature is being taken. _ 

(4) 1 have used this method now in several hundred cases and 
have never run the slightest risk of the instrument being bitten. 

Of course this method would be unsuitable for the more 
leisurely atmosphere of a hospital ward, but I have found it 
an invaluable time-saver in the pr-'ent measles epidemic in 
this town (when one is asked casually to see sometimes five 
or six children in one house!, without in the least. I feel, leasing 
one with the impression that one's work has been inaccurate 
and that the patient has suffered thereby. — 1 am, etc., 

S. R. S SUNDERS. 


Obituary 


JOHN McGIBBON, M.B., F.R.C.P.Ed., F.R.C.O.G. 

Professor John McGibbon, who died suddenly at Crieff on 
March 5, had been professor of obstetrics at the University 
of Witvvatersrand before being appointed to the chair of 
midwifery at St. Andrews University. 

John McGibbon was born in Edinburgh in 1876. and gradu- 
ated M.B.. Ch.B. at Edinburgh University in 1898. It was 
intended that he should assist his father in carrying on a large 
general practice in the city with a view to taking over the 
practice at a later date. This intention was not fulfilled, for, 
after a period as house-surgeon at the Royal Maternity Hospital 
of Edinburgh, McGibbon became interested in midwifery and 
gynaecology, and when he later received a gynaecological and 
obstetrical appointment in the city he decided to give up general 
practice and devote himself entirely to this specialty. He 
was appointed to the chair of obs'etrics at the University of 
Witwatersrand, in Johannesburg, in 1922, and in 1928 was 
recalled to Scotland to occupy the chair of midwifery at 
St. Andrews University. At the same time he became 
obstetrician and gynaecologist to Dundee Royal Infirmary. In 
the following year he became one of the foundation fellows of 
what was then the British College of Obstetricians and Gynaeco- 
logists. Unfortunately his tenure of the chair at St. Andrews 
was interrupted by ill-health, and he was unable to devote as 
much of his abundant energy to its duties as he would have 
liked. He did recover sufficiently, however, to carry on the 
duties of the chair for another two years after his formal 
retirement in 1938. so that arrangements could be made to 
appoint his successor. 

Professor McGibbon was a most popular examiner both with 
colleagues and students and seemed thoroughly to enjoy taking 
part in examinations. After he had acted as an examiner at 
practically all the Scottish universities, and on finally retiring 
from the' chair at St. Andrews, he applied for appointment as 
an examiner to the University of London and carried out this 
duty for a number of years. For the last few years Professor 
McGibbon had lived in Crieff, and he was not well enough to 
take part in medical activities or mix with his colleagues and 
friends in 'Edinburgh and Dundee. 

He is survived by his widow, a daughter, and a son, who is 
one of the radiologists at the Royal Infirmary. Edinburgh. To 
all his family the sympathy of many friends and colleagues will 
be extended. 

ETHEL VAUGHAN-SAWYER, M.D. 

Dr. Ethel Vaughan-Sawyer, who died at Mount Vernon Hos- 
pital on March 9. was bom in 1868 and was the daughter of 
Cedric Vaughan, J.P.. of Millom. Cumberland. After early 
education at Lausanne and University College. London, she 
entered the Royal Free Hospital in 1891. She won many 
prizes as- a student, and graduated M.B.. B.S. in 1896, pro- 
ceeding M.D. two years later. After working at Camberwell 
Infirmary as assistant medical officer. Dr. Vaughan was 
appointed pathologist to the Royal Free Hospital and worked 
there from 1899. 

Mrs. Scharlieb. afterwards Dame Mary, was at that time 
senior gynaecological physician to the Royal Free Hospital 
and the first woman to hold such a position on the staff of a 
London teaching hospital. In 1902 Ethel Vaughan was 
appointed assistant physician for diseases of women and 
assistant obstetrician. When Mrs. Scharlieb retired in 190S 
Miss Vaughan succeeded her and was also lecturer in gynae- 
cology in the University of London until 1929. when she was 
made consulting gynaecologist to the Royal Free'Hospital. On 
her marriage to Captain Henry Sawyer, of the Indian Army, 
Ethel Vaughan took the name of Vaughan-Sawyer. Her married 
life was extremely happy and she never ceased to mourn her 
husbands death in action in 1914. There was one daughter 
of the marriage, but unfortunately she died. An attack of 
glaucoma compelled Mrs. Vaugban-Sawver's retirement from 
the hospital and from active surgery in 1928. and in spite of 
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remissions her eyesight gradually failed until she was com- 
pletely blind for the last ten years of her life. She t au Bht 
herself Braille and continued to live in her house in f-Iarley 
Street until the last two years, which she spent in a home 
where she was happy and received every care. 

Many generations of students of the Royal Free Hd s P' ,a l 
will remember Mrs. Vaughan-Sawyer. She was a vivid person- 
ality, an excellent diagnostician, and a meticulously c arc l u ' 
surgeon. She was particularly successful in the perfon nance 
of Wertheim’s hysterectomy for cancer of the cervix. It* 
those days “ follow-up ” clinics for cancer patients were 
relatively rare, but her cases were seen at regular intervals 
after operation. Mrs. Vaughan-Sawyer’s kindness an ^ 
generosity were unbounded, both to her patients and t° her 
old students and residents whenever they needed help of an V 
kind. Her great success both in hospital and private practice, 
apart from her surgical skill, was due to the great interest she 
took in the lives of her patients. “Tottie,” as she was afiec- 
tionately called, loved the pleasures of life — good food, good 
wine, an evening playing bridge, and, though often casually 
and always unfashionably dressed, she delighted in peeing 
people smartly and expensively attired. She was an 
entertaining conversationalist, with a characteristic chuckle. 

In spite of her family griefs and her progressive ill-bealth. 
Dr. Vaughan-Sawyer still managed to enjoy the company of 
her many friends. Even within two weeks of her death from 
a recurrence of malignant disease, and while completely para- 
plegic, she was able to say with almost her old sparkle : ‘‘You 
know. I’ve had a wonderful life, and am still thrilled when I 
think about it.” It is this aspect of her personality that will 
live longest in the memory' of those who admired her so fnuch. 


A. W. WAKEFIELD, M.D. 

Dr. Arthur Wakefield, who died at his home in Keswick on 
Feb. 23 at the age of 72, had led a life of stirring adventure 
and strenuous endeavour. He was born in Kendal in 1876, a 
son of the late William Wakefield, of the Wakefield an d 
Crewdson banking house. He was educated at Sedbergh 
School and at Trinity College. At Cambridge he got -a ‘‘half- 
blue ” for cycling, boxed as a middleweight against Oxford, 
ind rowed “head of the river.” He served as a tf°°P er 
throughout the South African War. In 1904, when ho ca P' 
tained the London Hospital rugby team, he took the L.fLC-P- 
and M.R.C.S., and he won the United Hospitals heavyweight 
boxing championship. In that year, too, he put up a mou ntaln " 
climbing record, ascending Sea Fell Pike, Helvellyn, Skiddaw, 
and most of the highest intervening peaks, in a little over 
22 hours — a record which was not beaten until 1920. In 1905 
he graduated M.B., B.C., proceeding M.D. in 1909. 

From 1908 to 1914 Dr. Wakefield was medical officer 1° Ihe 
Royal National Mission to Deep Sea Fishermen in Labrador 
and Newfoundland, working with the famous “ Grenfell °f 
Labrador.” He was organizer and captain of the Labrador 
Unit of the Legion of Frontiersmen, and in the 1914-18 \var he 
served in the Newfoundland Regiment, R.A.M.C., and was 
mentioned in dispatches. After the war there followed a spell 
as surgeon to the Canadian Pacific Railway. Finally, in 1923, 
_ 4 je settled as a general practitioner in Keswick with his wife, 
w president of the National Council of Women. He was, 
■ig many other things, medical officer of the Keswick fiome 
a during the recent war. 

• ^ is as a mountaineer that Dr. Wakefield will be best remem- 
In common with many members of Everest expediri° ns > 
ne earnt his climbing in Lakeland, and was initiated by the 
pioneer brothers, George and Ashley Abraham, of Keswick. 

, im 9>s outstanding rock-climbing ability, great pby sica l 
s rength, medical knowledge, good comradeship, courage, and 
dogged persistence, he was a most useful member of the 1922 
fc\crcst expedition, when Finch and Geoffrey Bruce reached 
a height of 27.300 ft. and blazed the trail followed by later 
parties. He was a member of the Alpine Club, and in 1923-5 
president of the Fell and Rock Climbing Club. Dr. Wakefield, 
j. ® raan treat charm and friendliness, was a severe 

-dwevplvA-xs-i-aw, &ep\y religious, and a strict Sabbatarian. On 
one occasion the Abraham brothers induced him to join them 
one Sunday on an early and difficult ascent of the pevil’s 
Kitchen in Wales. This he enjoyed vastly, but with some mis- 


givings apparently,' for when he said good night he remarked, 
“ I am going to make my peace with my Maker, but I some- 
how feel that, under such temptation, He will not be deeply 
offended.” Although many of his contemporaries have gone 
ahead, many still survive who have the happiest memories of 
his kindly and helpful friendship, his warm good nature, and 
his splendid example. 

Dr. J. Macdonald writes: Dr. Wakefield was widely known, 
and was held in respect and esteem by all who knew him. He 
was always ready to help and always giving of his best, sparing 
no effort. “No matter how strait the gate, how charged with 
punishment the scroll,” he would go on where his duty lay. His 
unfailing comradeship endeared him as a friend, and his great 
courage and determination commanded respect. He was an 
active member of the B.M.A., being at one time chairman of 
the local branch and in 1934-5 president of the Border Counties 
Branch. He was a man of wide interests and extensive experi- 
ence. Among local and other activities he was at one time 
president of the British Legion. Unfortunately his later years 
were marred by a crippling arthritis, but his magnificent spirit 
remained unimpaired. Undaunted by failing health, he pursued 
his course to the last, and died in the midst of his activities. 
Sincere sympathy is extended to his widow, two sons, and 
daughter. 

Dr. George Alexander Dickson, West Lothian’s oldest 
physician, died on Feb. 15, at the age of 77, after almost fifty 
years in practice in South Queensferry. Dr. Dickson gradu- 
ated M.B., C.M. at Edinburgh University in 1894, and con- 
tinued his studies in Vienna. He held resident posts in the 
Edinburgh City Hospital and the Rosslynlee Mental Hospital. 
After several assistantships he settled in South Queensferry, 
where he remained in aclive practice till only a few weeks 
before his death. He was a loyal and active member of the 
B.M.A., and was chairman of the Lothians Division from 1923 
to 1925. His sound judgment and experience were valued by 
his colleagues at all the medical meetings he attended. He was 
a justice of the peace for the cobnty of West Lothian, and in 
1946 he was given the freedom of the Royal Burgh of South 
Queensferry in recognition of his public services. On the ocw- 
sion of his jubilee in medicine, in 1944, he was presented with 
a testimonial and a silver salver from his colleagues. Dr. 
Dickson was highly respected by patients, fellow practitioners, 
and all who knew him for his kindly, genial .disposition and his 
constant unselfishness and devotion to duty. To those who 
knew him more intimately he was a staunch friend, and he will 
be greatly missed in West Lothian. His wife died twelve years 
ago. He leaves a' son and daughter, the latter a member of 
the medical profession, and to both of them the sympathy of 
all his colleagues will be extended. — A. S. 
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A HUSBAND’S SULKS 

[From Our Medico-Legal Correspondent] 

A recent unusual case on cruelty caused the Court of Appeal 
some trouble. 1 From the very early stages of an otherwise 
happy marriage a wife found that her husband' was subject 
from time to time to fits of depression. He would remain 
morose, sullen, and silent, and would not speak to her some- 
times for as long as ten days. This caused her distress and 
affected her health. The husband knew quite well that his 
attitude towards her in these moods had a bad effect, and' the 
couple tried to co-operate to cure him, but in vain. At length 
she told him that unless his manner towards her improved 
there would have to be a separation. He agreed that he must 
try to do better, and for the rest of his leave from Germany 
he behaved very well, and the couple had one of their happiest 
times since marriage. 

His next leave, six months later, started well but quickly 
deteriorated, and for the latter part of it he ignored her com- 
pletely, even in the presence of other people. The judge found 
b/ta cJav} Lt ut, I i/tYu ‘hah ‘hit iut'cs aniutn (vei "to crudity, antii 
granted her a divorce. The husband appealed to the Court of 
Appeal, which was constituted with the president of the Divorce 

1 Lauder v. Lauder , 1949. I All E.R. 76. 
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s everything seems to go wrong . . . 


How often you hear it in your surgery ! People today, harassed 
and run down, find themselves unable to contend with all the 
small irritations and minor mishaps of life. . 

Livogen is invaluable in all cases of nervous depression, reduced 
vitality and general debility. It restores vitality rationally, by 
supplementing the normal resources of the body. It is a balanced 
composition of liquid extract of liver B.P., extract of yeast, 
vitamin B! and nicotinic acid. Bottles of 4 and 16 fluid ounces 
are available as well as bottles of 80 fluid ounces for dispensing. 
Literature is available to medical men on request. 
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Clinical experience has amply confirmed original 
reports on the value of ‘ Neo-Epininc ’ in the 
treatment of bronchial asthma. Equal to adrenaline 
and superior to ephedrinc in ami -asthmatic 
activity, it is relatively free from the undesirable 
side-effects of both these drugs. * Nco-Epinine ’ is 
administered simply, either sublingually or by 
oral inhalation, thereby avoiding the necessity for 
injection. Issued for sublingual administration as 
compressed products each containing 20 mgm., in 
bottles of 25 and 100 ; and as 1 per cent Spray Solution in 
bottles of 10 c.c. 
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Radiographers know that they are assured of exceptional 
latitude, sparkling cleanliness and excellent contrast 
when they use Ensign STANDARD X-ray film. The 
difficulties of chest radiography are manifold. Geo- 
metrical distortion by the size of the tube focus, 
physiological movement and grain of the intensifying 
screen make the use of Ensign Standard essential. 
Standard Exposure times can be varied without im- 
pairing the high quality of the finished radiograph. 
Ensign STANDARD is a film of normal speed that will 
give you the finest possible definition even when dark 
room conditions are not too favourable. 
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The condition of the skin is known to be closely 
connected with the state of nutrition; for 
example, skin affections accompany certain 
vitamin deficiency diseases. An adequate intake 
of B vitamins is regarded as essential for the 
maintenance of a healthy skin. 

In the treatment of skin complaints associated 
with a vitamin B complex deficiency, many 
physicians prefer to administer the vitamins in a 
natural form, rather than as synthetic vitamin 
supplements. For this reason Marmite is 
frequently prescribed; it contains not only 
riboflavin (1-5 mg. per oz.) and nicotinic acid 
(16-5 mg. per oz.), but also pyridoxin, panto- 
thenic acid, choiine, biotin and folic acid. 

MARMITE 

yeast extract 

Jars: t-oz. fid. ,2-oz. (/(, 4-ot. 2/-, 6 - 02 . 3 ( 3 , ( 6 ' oz, 5/9 

Obtainable frem Chemists and Grocers 
Special terms (or pocks for hospitals, welfare centres and school* 


THE M ARM ITE FOOD 
35 Seething Lane 


EXTRACT CO. LT 
London, E 


■493 


Literature on opt>l»cai/on 


6 



March 19, 1949 MEDICO-LEGAL 


jUILvu j 

Medical Jouxkax 


Court, Lord Merriman, at its head, and Mr. Justice Pearce, 
another divorce judge, as one of its members. The third 
member was Lord Justice Singleton, who disclaims, wide 
experience of diiorce matters. 

Findings on Appeal 

The president said that the trial judge had fully appreciated 
the necessity for the two essential elements in a charge of 
cruelty: something that could be called misconduct by the 
husband coupled with danger, actual or apprehended, to the 
mental health of the wife. There was abundant evidence to 
enable the judge to come to the conclusion that the cumula- 
tive effect of the husband's conduct was having a serious effect 
on the wife’s nervous and emotional stability. Sulking was not 
a new ingredient in cruelty, said the president, although no case 
turning directly on it seemed to have been reported. More than 
once he had in the course of trying a divorce petition com- 
mitted himself to the statement that he could imagine no course 
of conduct more calculated to be destructive of married life 
than persistent and dehoerate sulking. To “send a wife to 
Coventry” for ten da>$ on end certainly amounted to cruelty, 
and the suggestion that the husband's action was involuntary 
was sheer rubbish. When he was pulled up by the wife or her 
mother he would behave better for a few days. He was not 
unable to control his temperament, and many of these incidents 
srere brought about by resistance of the wife to the imposition 
of his will on hers. He had caused her two miscarriages by 
bullying her by the threat of sulks into going to church when 
she did not feel well enough. The president therefore found 
that she should have her divorce. 

Mr. Justice Pearce agreed. He had no doubt that the 
husband's conduct amounted to cruelty in law, and thought 
the trial judge had taken the fullest advantage of seeing and 
hearing the witnesses. Even assuming that the husband had 
no intention of being cruel, his intentional acts had amounted 
in the view of the trial judge to cruelty. It would be unfortu- 
nate if the court were to refuse its protection on the ground that 
the injury to the wife's health was caused only by the subtle 
weapon of sulking. 

Lord Justice Singleton, on the other hand, saw no evidence 
that the husband was either tyrannical or domineering. He was 
not satisfied that there was a deliberate course of conduct of a 
kind to cause reasonable apprehension of danger to health. He 
thought there must be something more than moods, and that the 
husband, though inconsiderate at times, had not been guilty of 
cruelty in law as his lordship understood the meaning of the 
word. There were faults on both sides, and he thought she 
could have done more ; they were both difficult people, and he 
did not think that the legislature, in the word “ cruelty," had 
intended to include what had been proved in this case. The 
appeal was, however, decided by the view of the majority. 


Universities and Colleges 


UNIVERSITY OF OXFORD 

In a Congregation held on Feb. 26 the following degrees were 
conferred : 

D.M. M. A. Partridge. A. P. MeHJejohn, G. Gordon. *J. A L. Leeming. 


UNIVERSITY OF CAMBRIDGE 
Dr. G. R. E. Naylor has been reappointed University Demonstrator 
in Pathology for* five years from Oct. 1. 

The Cambridge University Reporter dated March 9, 1949, contains 
a report of the Faculty Board of Medicine on the regulations for 
decrees in medicine and surgery'- The Board recommends that the 
regulations {Ordinances, p. 374) be rescinded and replaced by the 
regulations set out in the schedule to its report, published in the same 
issue of the Reporter . 

UNIVERSITY OF ABERDEEN 

William Malcolm Millar, M.D., lecturer in mental health in the 
University, has been appointed to the Chair of Mental Health In 
succession’ to Professor D. R. MacCalman, now Nuffield Professor 
of Psychiatry in the University of Leeds 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
A meeting of the Council of the College was held on March 10, 
with Lord Webb-Johnson, President, in the chair. 

Hunterian Professorships were awarded to Professor C. F. M. 
Saint (South Africa) and Professor Robert I. Harris (Toronto). 

Professor W. E. Gje was elected an emeritus professor of the 
Coljege as from the date of his retirement from the Directorship of 
the Imperial Cancer Research Fund. 

A Leverhulme Scholarship was awarded to Mr. W. J. Dempster, 
of the British Postgraduate Medical School. 

Mr. L. E. C. Norbury was reappointed as the representative of the 
College on the Council of Queen’s Institute of District Nursing. 

Diplomas in Public Health were granted jointly with the Royal 
College of Physicians of London to P. L. Kamey and D. F. van 
Zwanenberg. 

The following hospitals were recognized in respect of the Resident 
Surgical post required of candidates for the Final Fellowship 
Examination; RA.F. Hospital, Ely, 1st and 2nd House Surgeons 
(General); 1st and 2nd House Surgeons (Orthopaedic); RAT. 
Hospital, Halton, 1st and 2nd House Surgeons (General), 1st and 2nd 
House Surgeons (Orthopaedic) ; Warwick Hospital, Registrar to Ear, 
Nose, and Throat Department. 

CONJOINT BOARD IN SCOTLAND 
The following candidates, having passed the final examination, have 
been admitted L.R.C.P.Ed., L.R.CS.Ed., L.R.F.P.&S.GIas.: 

Abd-EI-Rahman Azzam, Elspeth V. Beveridge, Mahala M. Beveridge, A. Carlos, 
Elizabeth Carwardins. J. C. Cassaglia. S. H- Curry. S B. Davies. I. M. Downis, 
K. A. H. Fermie. \V. O'C. Fitzpatrick, R. M. Gaze. J. Govart. J. G. Hart, Maiy M. 
Hay. Lysbeth R. Hurwich, Margaret J. G. Jamieson. J. H Kentedy, J. J. O'B. 
Lavery. J. Leonard, D. W. Lyon. G. J. McCann. Sushil Mallick. J. C. Marshall, 
H. P. P. Moms. J. S. Nelson, J. Ryan. S. Schlifka. J. G. Sheehy. I. Tandatcick, 
F. Whyte, H. N. R. Wilson, N. W. Wilson, M. Wotherspoon, J. C. Wright- 


Medical Notes in Parliament 


NATIONAL HEALTH SERVICE 
Consultants and Specialists Awards Committee 
Sir Hugh Lucas-Tooth on Feb. 28 asked the Minister of 
Health what remuneration he had in mind for the chairman 
and members of the National Awards Committee set up on 
the recommendation of the Spens Report on the remuneration 
of consultants and specialists. 

Mr. Bevan said that the chairman of the Awards Committee 
was being paid a salary of 3,000 guineas for the first year, 
2,500 guineas for the second, and 2.000 guineas for the third. 
Those members of the committee who were retired received 
a fee of 7 guineas for each day given to the work of the 
committee. 

Foreigners and Temporary Residents 

Colonel Stoddart-Scott inquired on March 10 whether it 
had been decided upon what principles doctors in the National 
Health Service were to be paid for the treatment of temporary 
residents, visitors, holidaymakers, foreigners, and patients not 
on the doctor's list. 

Mr. Bevan replied that he was still discussing with the pro- 
fession the principles on which such payments should be made 
in future. The total amount of these payments depended on 
the number of persons involved and was a charge on the 
central pool for the remuneration of general medical practi- 
tioners. He had agreed with the profession that payment in 
respect of the period July 5 to Dec. 31, 1948. should broadly 
be on the same basis as under the National Health Insurance 
arrangements. 

Answering a further question, Mr. Bevan said these pay- 
ments in respect of the period July 5 to Dec. 31, 1948, would 
be made on March 31. Payments were necessarily made in 
arrears and payment in respect of thh period Jan. 1 to March 31 
this year would be made on June 30. 

Diphtheria Immunization 

*• In 1947 approximately 478,000 children under 5 and 111.000 
from 5 to 14 received inoculations against diphtheria under 
local authority arrangements in England and Wales. 

Returns from authorities in' England and Wales for 1947 
showed that 1.287 cases of diphtheria and 16 deaths occurred 
among immunized children, as compared with 2.654 cases and 
182 deaths among children who were not immunized. 

Petrol for Doctors. — Mr. Null Macpherson on March 3 asked 
the Minister of Fuel and Power the functions of British Medical 
Association liaison officers in relation to his department, and suggested 
that the applications of country doctors for more petrol were being 
refused. Mr. Robens replied that the liaison officers appointed by 
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'the British Medical Association were available for consultation by the 
regional petroleum officer on any matter affecting'an application by 
i doctor for an- allowance of petrol. Doctors themselves could also 
ask the medical liaison officer to support their application. The 
appointments were unpaid and no cost fell on the Treasury. Regional 
petroleum officers had standing instructions to allow doctor? suffici- 
ent petrol to meet their essential requirements. Mr. Robcns was not 
aware that reasonable applications were being refused, but promised 
to review any cases brought to his notice by Mr. Macphcrsort. The 
regional petroleum officer had the advice of the medical liaison officer 
nominated by the British Medical Association. The standing instruc- 
tion to regional petroleum .officers was not to set any limit to the 
amount of petrol a doctor required in the legitimate work of looking 
after his patients. Mr. Robens added that a medical liaison officer of 
[he standing appointed by the B.M.A. would know something of 
doctors' requirements and be a good adviser. 

Doctors Redistributed. — Mr. Bevan said on March 3, in answer to 
Mr. Keenan, that the total number of general practitioners on the 
medical list at July 5, 1948, was 18,165; 661 other practitioners had 
been admitted since then and approximately the same number had left 
for a variety of reasons. He had no information on the average 
salaries earned by doctors in that period. Certain payments were 
made to doctors outside the National Health Service Act, More 
general piactitioners were taking part in the scheme than the Govern- 
ment. 'natli estVmatcti m \Vic 'oegmumg. There vtas n swpYns -Awct-om 
in some places, and as they redistributed themselves there ought to 
be adequate doctors for all. 


EPIDEMIOLOGICAL NOTES 
Influenza 

There were 259 deaths in the great towns in the week ended 
March 5, compared with 251 in the previous week. Sunder- 
land 7 (12) and South Shields 5 (6) had fewer deaths than in 
the preceding week, but there were more deaths in Bradford 1 1 
(3), Leeds 8 (4), and Manchester 23 (16). Deaths in Greater 
London were about the same 89 (85). In each case the figure 
in parentheses is that for the preceding week. In certain places 
— -for example, Salford and Leeds — the incidence has been high 
but the disease has been of a mild type. Nearly all the isola- 
tions of virus have been of virus A, which was prevalent on the 
Continent, but virus B has been isolated from material obtained 
from two outbreaks in public schools. 


Discussion of Table 

In England and Wales there were increases in the notifica- 
tions of measles 553 and acute pneumonia 138. There were 
decreases in the incidence of scarlet fever 71 and dysentery 25. 

The largest increases in the notifications of measles were 
Devonshire 197, Sussex 181, Staffordshire 138. Warwickshire 
112, and Somerset 102 ; the largest decreases were Southampton 
450, Lancashire 218. Yorkshire West Riding 210, and, Gloucester- 
shire 135. The only appreciable chances In the I Zal incidence 
ot scarlet fever were decreases in Lancashire 48 And Yorkshire - 
west Riding 25. A small rise in the incidenc ,'iof acute pneu- 
monia was recorded in most areas of the co itry 

The decline in the notifications of dvs „ ftery was due to 
decreases in London from 29 to 1 1 and in ‘/urrey from 12 to 1. 

n IvlrnJu rt a n eS -M° f .^ yse " ter y 41 wer / notified in Lancashire 
(Liverpool C.B. 24, Manchester C B / and Oldham C.B. 5). 

weal- ’ ti “ , ctlous leases >x* r £ less prevalent during the 
LHk '- T,! 1 ? ° niy rlse .>n notific.- yfons was 39 for measles; the 
and acul H primary pneA mon ia 55, whooping-cough 14, 

Edinburgh w e fj 2 - Not,fic Gtions of dysentery fell by 16 in 
the incidennp U lr^ ere , was f a Mse of 10 in Glasgow. The fall in 
5aiea while in thn *25 fe -'’ er was contributed by the western 
’reported” ^ Caster! 1 and south-eastern areas a small rise 

e " A f , , r C n 1 ,'ln 55 41 in the notifications of measles,nnd a 
;i decrease was reco •‘ s ‘ cough vvere reported. In Dublin C.B. 
scarlet fever P a n Tded ‘ n !^ e notifications of measles 22, 
excludin'* - — ■ H whnnninp-pnnnVi If) In thp countrv. 


an 

- wiuumt; count \ b “ ~ 1 — c“ * v * *•» " Y~ J 

cough rose from 9 orou £hs, the notifications of whooping 

In ,Y or them l nit 10 ^9. 

increased b\ 50 thi l a "^ notifications of whooping-cough 

Notifications of nub Inrgest local rise was 31 in County Tyrone. 
Antrim, ancfva ns,- -asles showed a decrease of 18 in County 
tof 12 in County Tyrone. 

v / ' 

T , , -. Week Ending March, 5 

J tic notihcatiu Ns of \ e < 

durinc the we^k intone v* ect * ou<; diseases in England and Wales 
2A55. TvpbvV.tvva scarlet, fever 1.1&9, \vVroop'«tg,-cau.e,h 

cerebrospinal fever 31 V \ s ' es 18,619. acute pneumonia 1,500 
typhoid 5. ard tv phoid V'f c ' po,lomyeIit,s 9 ' dysentery 65, para 


d whooping-cough 10. In the country, 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Feb. 26. 

Figures or Principal Notifiable Diseases for the week and those for the corre- 
sponding week Iasi year, for: (a) England and Wales (London included), (b; 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births ami Deaths, and of Deaths recorded under each Infections disease, 
arc for: (a) The 126 great towns in England and Wales (including London) 
(b) London (administrative county), (c) The 16 principal towns in Scotland, (d) 
The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable ot 
no return available. 


1 1949 

1948 (Corresponding Week) 

. (a) (b) 1 (c) | 

(d) j (e) 

(a) { (b) 1 (c) ; (d) | (e) 

Cerebrospinal fever . . 46' 4 

Deaths . . . . | 2 

-1 

•7 

3 

31, 2 

1 ~ 

15, 6' I 

I 1 

Diphtheria .. .. 119 13| 25j 3 f 5 

Deaths .. 2 — t ( — 

1731 13! 33' 11 
ij i; — j - 

8 

Dysentery . .. 79' lit 27i 

Deaths ... J J 

— j — 

j 

145 12! 65, - 

! il- 

— 

Encephalitis lethargica, i j 

acute . . . . j 3} — | 

Deaths . . . . j 1 — 

-I-' 


\ 1,1 1 


Erysipelas . . I 

Deaths ... — 

23 

9 

5 

; 1 46 S' 2 

’ - ! i 1 

Infective enteritis or 
diarrhoea under 2 
years 

Deaths 

34 

3 

7 

33 

5 

' 2 

59 

8 

10 

21 

5 


Measles* . . 20,055 

Dealhst 

831 

- 

120 

145 

1 

7,312 

932 

732' 136 

35 

Ophthalmia neonatorum ) 59 

Deaths 

1 

11 

1 

1 

V 

9' 

1 


Paratyphoid fever . . j 7 

Deaths . . . . , — 

— 

3(B) 

— 

— 

3j — 

_ j — 

1(B) 

Pneumonia, influenzal . . 
Deaths (from influ- 
enza^ 

1,603 

251 

m 

40 

S3 

17 

13 

24 

) 

732; 37 
2o[ 3 

S| 12 

3 

I 

Pneumonia, primary . . 
Deaths 

466 

105 

303 

40 

11 

9 

274} 41 

276' 37 
1 13 

6 

Polio-encephalitis, acute i 4 

Deaths . . . . 1 





1 

— 



L 

Poliomyelitis, acute . . 1 10 

Deaths§ .. 2 

1 

3 

1 

— 

24| 5 

3 i~ 

1 3 

L_ 


Puerperal fever . . . . f 

Deaths . . . . j 

— 

8 





I0 L 

1 

Puerperal pyrexial) 

Deaths 

III 

8 

13 

— 

1 

95 

5 

10 1 

! 

— 

Relapsing fever 

Deaths 

— 





— 

— 

1 


— 

Scarlet fever 

Deathsf 

1,262 

67 

192 

108 

37 

1,710 

81 

357 

’ 

~ 

-* 

46 

Smallpox . . . . ( — 

Deaths . . . . 1 

— 

— 



— 

— 

— 

Typhoid fever . . . . j 4 

Deaths . . , . ij I 



i 

- 

— 

1 



1 

15 

I 

I 

Typhus fever 

Deaths 

— 


— 

— 

— 


- 

Whooping-cough* .. ’ 3,045 

Deaths . . . . * 8 

195' 245 
_ I 2 

83 1 117 

ll — 

2,631 

8 

158 

”\ _37 

17 

Deaths (0-1 year) 

Infant mortality rate 
(per 1 ,000 live births) 

344 

41 

\ 48 

28 

17 

430 

58 

,' 9 

27 

JJ 

Deaths (excluding 1 still- 
births) 

Annual death rate (per 
1,000 persons living) 

6,682 

1129 

x74l 

149 

172 

10*7 

152 

5,569 

90S 

634 

12-8 

201 

12-6 

119 

Live births 

Annual rate per 1,000 
persons living 

^ 7,921 

1273 

921 

18*5 

475 

29*4 

234 

S,784 

1493 

1051 

21-2 

383 

240 

258 

Stillbirths 

Rate per 1,000 total 
births (including 

stillborn) . . 

IS5 

25 

25 

26 



215 

20 

34 

31 




* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles, and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

4 Includes primary form for Lnyjand and- Wales., London. fadminislrative 
county), and Northern Ireland. 

$ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

)j Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 
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Medical News 


Professor Grev Turner 

Professor G G*-ev Turner his been eJecied an Honorary Foreign 
Member of La S^citte de Chirurcie de Lyon 

Lord Bovd-Orr 

Sir John Bovd Orr, \(D F R S , who was raised to the Peerage 
in the New ''tear honours his assumed the name, stvle, and title 
of Baron Bo\d Orr of Brechin Mearn in the Countv of Angus 

Nest Herts and Natlord Centenary Dinner 

The Wes* Her Medical Society was formed at the Rose and 
Crown Hotel, \\a ord on March 11, 1849 For many years the 
societv remained c^emulK a timing club, but gradual^, as its 
membership increased meetings for the discussion of medical topics 
took pnde of place and the dinners became of less importance The 
Watford Medical Soviet "is formed in 1896, and in 1912 the two 
societies amalsanaied under the title “West Herts and Watford 
Medical Societv At ihe -.en enarv dinner, whi*-h was held on Fndav, 
Mao-h II, the to^t oi the ocietv was proposed b> Dr F M R 
Walshe, FRS and l president Dr J W C Leech, replied The 
health of the guest* was proposed bv Dr F J Aidndge Lord Moran, 
P R C P , and Si r W ill am Gilliatt, PRCOG, replied Lord 
Webb-Johnson *hculw have replied, but was unfortunaieh unable to 
attend the dinner Among the many guests were Sir Lionel Whitby , 
President of the Brio h Medical Association, and Dr H Guy Dam, 
Chairman of Council In the course of the evening tribute was 
paid to the work of Dr C Herbert Hall, who was one of the 
founder members of the Watford Medical Societ} and its first 
honorary secretarv He has continued to act as honorary secretary 
for a period of 'cars 

Medical Societv of London 

The 169th anniversary dinner of the Medical Societ> of London 
was held on March 8 with the President, Dr T Jenner Hoskin, in 
ihe chair In proposing the health of the Societ} Mr Bernard 
Darwin, who was the principal guest, compared real medicine with 
coifing medicine, drawing the moral (hat one should not overdo 
the cure In repj> Dr Jenner Hoskin said that the societ} had been 
founded in 1773, its membership being made up of 30 physicians, 
'0 surgeons, and A 0 apothecaries To begin with the societ} had 
found its presidents among physicians, but lately physicians and 
surgeons had alternated in this office It had been in its present 
home at 11, Chandos Street, since 1871, and now had a well-furnished 
council chamber a$ a result of the treasurer's activities In toasting 
the MSitors, Mr E W Riches welcomed Mr Darwin as a clubable 
nnn His great-creat grandfather, Erasmus Darwin, had h\ed at the 
time the Medical Societv of London was founded In responding 
for the unitors Lord Moran replied in a felicitous speech which 
caushi ihe atmosphere of the evening 

Wills 

Dr Charles Henry Milbum, O B E , of Harrogate, left £13,076 
Apart from a few small bequests, he left the residue to tus daughter 
for life, and on her death half to King's College, Newcastle upon- 
T'ne, for a scholarship m medical jurisprudence for students bom 
in Northumberland, Durham, or Yorkshire, and half to the British 
Medical Association for medical jurisprudence and forensic medicine 
pares for registered medical pracmioners Professor Bertram Arthur 
Llosd of Birmingham, left £19,S0S He made a number of bequests, 
and left the residue jn trust to his wife for bfe, with remainder 
as to half to the Royal College of Surgeons and half to the 
Cavendish Research Laboratory. Cambridge 


COMING EVENTS 

Ophthalmological Congress 

The annual congrc^» of the Ophthalmolocical Societv of the 
United Kingdom wiJJ be held at the Roval Societv of Medicine 
(1 \\ impole Street London W ) on Thursdav, Fndav and Saturday 
March ' \ and April l and 2 The programme is as follows March 
H 9 4* am presidential address bv Mr F A Juler (1) “Some 
Points m the Opention for Acute Glaucoma " ana (2) “ Some 
Reflections on Refraction' followed bv the presentation of the 
Bowman medaU and a Taper bv Mr D N Matthews on “The 
Technique of Plastic Operations in the Neighbourhood of the 
Orbit 1P0 am Mr J R Wheeler, “The Reduction of Intra- 
ocular Tension b' Curare, Retrobulbar procaine and Di noprop\l 
Fluoropho<phate ’ - 12 noon, annual general meeting 2 pm. Dr 
Macdonald Crtichlcv “The Problem of Awareness or Non aware- 
recs of \isin! Field Defects’* 2X0 pm Dr Cnrchlev “Cerebral 
Metamorphopcn " a pm, Mr Euccnc WoifT, “Notes on Normal 
and Patholocical Oudar Picmcnt”, 3.30 pm. Dr E Hartmann, 


“ The Clinical Estimation of Pressure m the Retinal Artenes . 
4 pm. Dr S P Meadows “ Internal Caroud Arten Aneurvsms’ , 
7 30 for 8 pan, annual dinner of the society at Grosvenor Hou^e, 
Park Lane, London, W (ackets 30s each, inclusive of gratuities but 
exclusive of wines) April 1, 930 am, discussion on “Corneal 
Grafting to be opened by Professor A Franceschetti, Mr J W 
Tudor Thomas, Professor G P Sourdille, Mr B V. R\ croft. and 
Mr D P Choyce, 2 pm, pictorial demonstration of short ca«es 
April 2, 9 30 a m , Mr W J Wellwood Ferguson and Dr Alastair 
O Maccregor, “ Con genital Total Colour Bbndness, with Otosclerosis 
and Hypertension as Associated Hereditary Abnormalities ” . 10 aan , 
Dr. A C Copper, “ The Measurement of the Retrobulbar Resistance 
(Orbitonometry) m the Clime ’ , 10.30 am, Dr G Karpe, “Clinical 
Electroretinography ” , 11 ajn , Mr J Pike, “Some Problem* m 
Ophthalmic Dispensing”, 11 30 am. Dr J Berkson, “Retinal 
Arteriolar Spasm in Toxaemia of Pregnancy* 2*0 pm, annual 
general meeting of the Faculty of Ophthalmologists at *he R 0 V 3 ) 
College of Surgeons of England , Lincoln’s Inn Fields, London TV C 
Further information may be obtained from the honorary secrears, 
the Hon G J O Bndgeman, FRCS 45, Lincoln’s Inn Fields 
London, W C 2 

Society of Anaesthetists of the South western Region 
The Society of Anaesthetists of the South western Region ha* 
arranged # meetings to be held at Taunton on April 1 and 2, and at 
Plymouth on July 1 and 2 Anaesthetists from other areas mil be 
welcome, and those wishing to attend should communicate with the 
honorary secretary. Dr G L Feneley, Avon Lodge, S, Parrv s Lane, 
Bristol, 9 

Reunion Dinner 

A reunion dinner of CMF/MEF physicians will be held at 
Simpson’s Restauram, 100, Strand, London, WC on Saturdav, 
Apnl 2, with Dr E R Cullman in the chair All interes’ed should 
communicate with the honoran secretary Dr Arthur WiHcox 66 
Harley Street, London, W 1 

Chesterfield Medal Examination in Dermatology 
The Chesterfield Medal examination in dermatology will be held 
at St John’s Hospital for Diseases of the Skin, 5, Lisle Street, 
London, WC, on Mondav, Tuesdav, and Fndav, Apnl 4, 5 and S 
Full particulars may be obtained on application to the dean of the 
Institute of Dermatology at the hospital 

International Medical Congresses 

A General Constituent Assembly for the foundation of the 
Permanent Council for the Co ordination of International Congreve* 
of Medical Sciences will be held in Brussels from Apnl 4 to Apnl 9 
Thu, Conference is sponsored jointly bv LJnesco and M HO More 
than 50 representatives of vanous international medical organiza- 
tions will attend the Conference, which will be presided over bv 
Professor J Maism to whom communications can be addressed at 
141, Rue Belhard, Brussels 

Empire Rheumatism Council 

The Empire Rheumatism Council ha* arranged a week-end course 
to be held at the Apothecaries* Hall, Black Fnars Lane, Queen 
Victoria Street, London, EC, on Fndav, Saturdav, and Sundav, 
Apnl 8, 9 and 10, with the following programme Apnl S, 4JQ p m , 
Str Adolphe Abrahams, “ Rheumatism — A Svmptom in Clinical 
Diagnosis 5 '0 pm. Dr George Graham, * Gout ” Apnl 9. 

10 am, Dr M SC Copeman, “ Non articular Rheumatism ’ , 

11 15 am. Dr Philip Ellman “Rheumatoid Djcease^-Its Sv 3 temic 
Manifestations ',2 pm Dr Bernard Sch’esingcr, “ Acute Rheuma- 
tism X pm. Dr Hugh Burt, “ Spondvhus ” , 4 30 pm. Dr 
J J R Duthie, “ Fundamental Principles in the Treatment of 
Arthntis ” Apnl 10 10 am Dr F S Cook<cv, “ Phvsical Methods 
in the Treatment of Rheumajc Diseases' 11 1* a m , Mr J C R 
Hindenach, “ Orthopaedic Aspects of tnc Rheumatic Diseases ’* 
The fee for the course £2 2s , and entries (limited to 100) must 
reach the ecneral c ecretar\ of the Council Tavistock Hou*c North 
Tavistock Square, London, \\ C 1, at least one week before 'he 
course opens 

SOCIETIES AND LECTURES 

Fndav 

British Institute of R*diolcg\ — (J) Ai Roval CoIJece of Su'C'ons 
of Encland Lincoln s Inn Fields London Yv C March VS 
2 15 pm , Jomt meeting wi b Faculty of Radiologists and Radio 
logical Section Roval Soc’e.v of Medicine “ Tumours o* the 
Ktdnei ” bv prefects R A V. dhs and A S Johnstone (2t At 
32, Wc'bcck Street London W, March IS, 5 p ra , Mee’ing of 
medical memb“rs (3) At Roval Societv of Medicine 1 Wjmpo’e 
S'rccr London N , March IS S 15 pm Continuation of jo ^t 
meetinc " Turnons of the Kidney * bv Me<sr« T\M*uncton 
Hicgin* R Ocier \\ ard and Miss M D SnelUng 



jvjo ivimvv^n i o , ssr-ta 


m. 
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Monday 

Hunterian Society — At Talbof Restaurant, 64, London Wall, EC , 
March 21, 7 for 7 30 p m Dinner and discussion “ The Treat- 
ment of Coionary Thiombosts," to be opened by Dr William 
Evans, Dr Geoffrey Bourne, and Mr George A Mason 

Physical Society —At Royal Institution, 21, Albemarle Street, 
London, W , March 21, 5 pm. " Experimental Studies tit Thermal 
Cotnechon." Guthrie Lecture by Professor A O. Ranhine. 

Royal College of Surgeons of England, Lincoln’s Inn Helds, 
London, W C — March 21, 5 p m “ The Anatomy and Physiology 
oj Bone — Part II " Arnott Demonstration by Dr F S Gorril! 


Tuesday 

Chadwick Trust— At Westminster Medical School, 17, Horscferry 
Road, London, S W , March 22, 4 30 pm "A Health Sen ice fot 
Cluldien, Chadwick Public Leciuie by Dr Helen M M Mackav 
Eugenics Society— At Royal Society, Burlington House, Piccadilly, 
London, W , March 22, 5 30 p m “ Some Problems of Race," by 
J C Tret or, M A, B Sc 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, WC— March 22, 5 pm “The Treatment of Varicose 
Conditions of the Lower Limb," by Mr A K Monro 
Royal College of Surgeons of England, Lincoln's Inn Fields, 
London, W C , March 22, 3 45 p m “ The Propagation of Mouse 
Turnouts by means of Dried Tissue " Imperial Cancer Research 
Fund Lecture by Professor W E Gye 
Royal Institution of Great Britain, 21, Albemarle Street, London, 
\V — March 22, 5 15 pm “The Production of Transuranic 
Elements and the New Radtoactnc Decay Senes," by Professor 
H 3 Emeleus, D Sc , FRS 

Royal Photographic Society, 16, Prince’s Gate, London, S W — 
March 22, 7 p m “ Visual Aids m Paediatrics," by Dr Ronald C 
MacKeith 

Wednesday 


Royal College of Surgeons of England, Lincoln’s Inn Fields, 
London, W C —March 23, 5 p m " The Results of Surgery in the 
Tieatmcnt of Bieast Cancer " Moymhan Lecture by Dr Frank E 
Adair 


Royal Institute of Philosophy —At Eugenics Theatre, University 
College, Gower Street, London, W C , March 23, 7 30 p m ” The 
Gcncial Will and the Will of All,” by D J Allan, M A 
Royal Institute of Pudlic Health and Hygiene —At 2S, Portland 
Place, London, W , March 23, 3 30 p m “ The Social Significance 
of Geriatric Rehabilitation ” by Mr L Z Cozm 
Society of Chemical Industry Food Group— At Gas Industry 
House (No 3 Room), 1, Grosvenor Place, London, SW, March 
23, 6 15pm Meeting of Nutrition Panel “ The Effect of Non- 
Protein Calories on the Utilization of Pioieins" by Professor J 


Beattie 


Thursday 


Dewsbury Staincliffe General Hospital —March 24, 9 pm 
" The Training of a Doctor," by Professor E F Finch 
Institute of Sociology— At Royal Institute of British Architects, 
Portland Place, London, W , March 24, 5 30 p m " The Relations 
Bctneen Anthropology, Psychology, and Sociology " by Professor 
T H Pear 

Royal College of Surgeons of England, Lincoln's Inn Fields, 
London. W C —March 24, 5 p m " Infia-ted Pho ograplnc Studies 
of the Superficial Veins in the Female and the r Clinical Applica 
non ” Arris and Gale Lecture by Mr Kenneth Bowes 1 


rriday 

Biochemical Society — At Department of Biochemistry, University 
College, Gower Street, London, W C , March 25, 11am Annual 
general meeting Papers will be read 

Cambridge Medical Society — At Addenbrooke’s Hospital, Cam- 
bridge, March 25, 2 30 pm “ Antenatal Care — Its Use and 
Limitations ” by Dr C W Walker 

Grantham Joint Industrial Council — At Conference Hall, Messrs 
Avchng-Barford March 25, 6 45 pm " Chest Radiography tit 
Industry by Dr Deny on 

Ktvr Canterbury Hospital, Canterbury — March 25, 8 pm 
Clinical meeting 

London Chest Hospital, Victoria Park, E — March 25, 5 pm 
Indications lor Bronchoscopy in Chest Diseases," by Dr H V 
Moilock 

Medicil Society for the Study of Venereal Diseases, II, 
Cnanuos Street London, W — March 25, 8pm " Some Aspects 
oj congenital Syphilis" by Dr David Nabarro 

College of Physicians of Edinburgh, 9, Queen Street, 
LUintmrgh —March 25 5 pm George Alexander Gibson Lecture 
Renew ^ " Hill '' Multiple Lead Electrocardiograms A 

R Tondon° L \vir OF v , S urgeons of England Lincoln’s Inn Ftelds, 
Certain ' P ^ March 25, 5 p m " Pathological Anatomy of 
iir 'rZ ^ or "f.°l Lumbar Fibrositis and the Role of Surgery in 
CorSian Humenan Lecture by Professor W S C 

R s£«i S 'NSTmrrE— At College of Technology, Howard 

and " lr rf. uUu ?ar -> h F. 5 ’ 10 a m " Industrial Med, erne" 

i j ,, Discussions to be opened by Dr R A 

Trcscthick and Mr D R B Burdass 


Saturday 

St Stephen’s Hospital (Rheumatism Unit), 369, Tulham Road, 
Chelsea, SW — March 26, 10 am, "Aetiology of Acute 
Rheumatism ” Introductory Address by Professor Bruce Perry 
11 am,’’ Modern Conception oj the Aetiology and Classification 
of the Chronic Rheumatic Diseases." by Dr Philip Ellman 12 
noon, “ Organization of a Rhcuma ism Unit, with Special Rifercnce 
to the Management of Rheumatoid Arthritis," by Dr. 1 rancis Bach 

2 pm, Ward Round and Demonstration of Methods of Physical 
Treatment. In/ecuon, and Plastic Tcchmnue, by Dr Bach 3 pm, 
"Social Welfare, Dietetics, Occupational Therapy, and Vocational 
Guidance," by Dr. Bach and others 4 15 pm, "Clinical 
Pathology til the Rheumatic Diseases." by Dr A G Sign) 
5 15 pm, “The Radiological Diagnosis of Arthritis" Lantern 
Lecture by Dr. Grace Batten 

Sunday 

Sr Stephen’s Hospital (Rheumatism Unit), 369, Fulham Road, 
Cnelsea, S W —10 a m , Ward Round yylth Demonstration of Cases, 
by Dr Philip Ellman and others 11 15 am, (1) "Problem 
in Differential Diagnosis," (2) ’’ Drug Treatment in the Rheumatic 
Diseases" Leclurcs by Dr Ellman 2 pm, (1) "Orthopaedic 
Aspects of Rheumatic Disease and the Pretention and Treatment 
of Deformities,” (2) Demonstration of Cases and Treatment by 
Manipulation (if cases are available), by Mr. Timbrell Fisher 

3 30 pm, " Radiotherapy in the Treatment of the Rheumatic 
Diseases,' by Dr Margaret Snelhng 4 30 p m , " Pam — ' Neuriuc 
and Referred,’" by Dr Blake Pritchard 5 15 pm, "Psychiatric 
Factors m tlic Chronic Rheumatic Diseases," by Dr David Shaw 

APPOINTMENTS 

Dr. Lawrence Wylie Fitzmauricc, QBE, has been appointed an 
Official Member of the Legislative Council of the Island of Jamaica 

n~... - p r - "P.DPH County Medical Officer and School Medical 
v County Council 

Dunstan’s Road Hammersmith, W — Junior Anaesthetic 
Registrar, S Mehtman, M D House Surgeon , Frances Morley, MB, B Cb- 
B AO 

Hospital for Sice Children, Great Ormond Street, London W C —AsnUvtt 
Medical Registrars. EGA Crawshavv, MB.MRCP.DCH.K W Lovell. 
B M , B Ch , A Mackenzie tlD JUS Macoun. MB.BCh.T P Mann. 
M D , M R C P.. DCH.tV E Maclean. MD MRCP.DCH.RJP 
Pugh. M B . Ch B . M R C P , D C H . T R Savage. B M . B Ch . M R C P 
M H Stanfield. MB BS.OCH.D G Vulliamy. M B , B Ch , DCH. 
H R Jolly. MB. B Ch , M R C P Wltoh-lime Surgical Registrars, P. I 
Blaxland F R C S , H H Nixon. F R C S . R H Percival, F R C S Pan me 
Surgical Registrars, R L G Dawson MS.FRCS.E V Hope, FRCS-, 
J T Fatht, M S . F R C.S . D I Williams, M Ch , F R C S Registrar to the 
Department of Physical Medume, D C Amott. MB. BS DCH Junior 
Anaisihellc Registrar, E P Champion, MB, BS House Physman, M W 
Artffimon, MB, BS, DCH Senior Casualty Plnstctan , J Ruble. MD, 

United Cardiff Hospitals — Physician in charge of the Department of Physuo 
Medicine, K N Lloyd, MB, B S , M R C P Assistant Radiotherapist to the 
United Cardiff Hospitals, A \V. O’Farrell, MB.BCh.OPH 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Aronson— On March 7, 1949. in London, to the wife of Dr R P Aronson 
M R C P . a daughter 

Colknson. — On March 10 1949. at Rotherham Nursing Home to Dcsne (n£e 
Service) wife of Dr Peter Colhnson a son 
Dcrrctt. — On March 3 1949 at Whitehaven and West Cumberland Hospital 
to Pearl (n£c Penrith) MB fi S wife of Rev L 1 Dcrrctt a second son 
Dremtan. — On March 7 1949 at Lyme Regis Hospital to Sa ly (n£e NVooo 
ford) and Dr D H Drcnmn New lands Charmouth a son — Patrick Charles 

MARRfAGE 

Pcrera— McKee.— On Feb 26 1949 at St Aidan s Church Sheffield. John 

Kenneth Percml Pcren, BA, MB, B Chir Lieutenant RAMC eldest 
son of Dr and Mrs JAP Percra Shcffic d and Kathleen daughter ol 
Mr and Mrs R J McKee, Billysallagh Ncwtownards Co Down N 
Ireland 

DEATHS ^ 

Codell. — Recently, Nevil Pottow Cade 1 LRCP&SEd LRFPS Glas of 
Foxlcase Keymcr Hassocks Sussex aged 
Cole. — On Feb 28 1949 at Albany Georgia, USA, Thomas Matthew Cole, 
LRCP&S Ed LRFPS Glas 

Cop estone. — On Teb 28 1949, at Le Chalet Gorey, Jersey, William Drake 
Copfcsrone B Ch . aged 69 

Davies.— Recently Katharine Charts Davies L R C P><LS Ed LRFPS Glas 
of Upper Northgate Street Chester 

French.— On March 5, 1949 at Ranraorc, Burgh Heath, Surrey, Ronald Edgar 
French M D 

Ker Gibson — On March 3 1949 at Cambridge Military Hospital Aldershot. 

Arthur Will am Ker Gibson LRCPtkSHd LRFPS GHs , Lieutenant- 
Colonel R,A M C retired 

Lang. — On March 7. 1949 at Marchwood Bathgate, West Lothian John 
Finlayson Lang MD 

McGibbon. — On March 5, 1949, at Medwyn Sauchle Road, CnefT John 
McGibbon MB. Ch B FRCP Ed. FRCOG Emeritus Professor ol 
Midwifery and Gynaecology, Dundee Medical School, University oi 
St Andrews 

Meade.— On March 5, 1949 at a Harrogate nursing home, Warren Meade 
MRCS LRCP, formerly of Southsca aged 74 
Pearson —On March 2 1949 at Huchin Hospital Beatrice Mary Pearson (nee 
Knowles) M D aged 76 

Slater. — On March 9 1949 at Overdale Dean Row, Wilmslow. Cheshire Hatty 
Slater. M B Ch B ^ 

West —On March 6 1949, at Fleet Hampshire Iohn Weir West, CB.CMG 
xiF 0 E M Ch LL D Major General late RAMC 
Wynne. — On March 7 1949 at Melai Northiam Sussex, Walter Wynne M B 
O M aged 81 
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Penicillin Chewing Omn A&TI presents 
penicillin incorporated in n base predominantly 
mint-flavoured find designed to maintain the 
potency of the medicament. 

When chewed slowly it provides fin effective 
concentration of penicillin in the mouth for three 
to four hours. It is thus the prcptration of choice 
in the treatment of Vincent's infection, tonsillitis .,nd 
other infections due to pcnicilhn-scnsiti ve organisms 
within the buccal cavity. 


PENICILLIN CHEWING GUM A&H 

In packets of six pieces, each piece containing 5,000 i ti pern illin (c iki im salt) 
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AURO-CALCIUM 


The calcium s dt of aurothiomahc acid (Atiro-L altium; is finding an ever mere i-mr 
use and is now widely recognised as a substantial contribution to ebrysother ipy 
The demand for the booklet “Crookes Gold Products" has ncccssit iicd a still 
further edition (the 4th), available on application 


Tlir CROOKrS LABOR ATORirs LIMIT! D • PARK ROYAL • IONDON 
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safer sulphnnamide therapy with 

w/gMLPHfflMID'^ 

compound sulphonamide tablets 

suiphathiazote .. 0.185 gramme 
sulphadiazine .. 0.185 gramme 
suiphamerazine .. 0.130 gramme 

Since the solubility in the urine of each of 
the constituents of 1 Sulphatriad ’ is not affected by 
the presence of the other two, the risk of crystallurii 
■ during the treatment with this combination of 

sulphonamidcs is greatly reduced. 

f \\ r 'Sufphatrfarf ' may be employed whenever 

V *X \\ chemotherapy with sulphonamidcs is indicated 

\yV\J and is available in containers of 25, 100 and 

*■“’ ■ 500 x 0.5 gramme tablets. 


Manufactured by 

MAY & BAKER LTD 


/" - s '. '*/*• X, / distributors czz::rr: rrrrrrrra 

PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD., DAGENHAM 
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WASTING DISEASES 

\ 

TO replace the tissue wastage and decrease in energy associated with 
wasting diseases is a problem often rendered more difficult by the 
fact that there is frequently an associated anorexia and enfeeblement of 
the digestive and assimilative processes. 

1 Ovaltine ’ has proved to be the ideal stand-by in many such cases, 
because it is an energising and reconstructive nutrient, complete in all 
essential food elements. It is almost invariably well tolerated even by 
disordered stomachs and is practically completely absorbed into the 
blood stream. 

The unique dietetic value of ‘ Ovaltine ’ is derived from its content of 
important food substances — milk,' eggs, malt extract, cocoa and soya. 







A. WANDER Ltd., Manufacturing Chemists 
1 42, Upper Grosvenor Street, Grosvenor Square, London, W.l 
l Laboratories, Farms att/i Factory : King's Laagiey, Herts. 
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Any Questions ? 


Correspondents should gi\e their names and addresses (not for 
publication) and u elude all relet ant details m their Questions. 
w Inch should be tsped V/t publish here a selection of those 
questions and ai si\ ers u It ch seem to be of general interest. 

Pertiis^ Prophylaxis and Treatment 
Q. — What arc he current wen s on the prophylaxis of 
pertussis by means of <i.) pertussis income, lb) combined 
diphtheria and pertussis i accine . (c) gamma globulin prepared 
from hspenmmui t serum My experience of (a) has been 
unsatisfactory, a id 1 that something more aclne should be 
aiatlable for trectn t t o' this condition, particularly in infancy 
If (b) is reliable snould it not be made mailable at child- 
n elf are clinics 9 In ms a-ea no mention of the combined 
tlierapx has beet n ade at the local clinic 

A..— (a) Distun-m-n must be made between the use of per- 
tussis \ accine for in protection of a susceptible child and for 
the treatment of a case Prophylactic injections of pertussis 
a accine in voung cn.ldren have given variable results, probably 
because of variation m antigenic potency, which until recently 
could not be abated tn a suitable experimental animal as, for 
example diphtheria toxoid is Lately mtranasal instillation or 
intracerebral inocula ion has proved suitable for infecting mice 
with relattvelv -.nail doses of Haemophilus pertussis and it ts 
hoped that asse sment of the protective value of pertussis 
vaccine in mice mav give some guidance to its prophylactic 
value in children Pertussis vaccine given early in the infec- 
tion m small doses at frequent intervals has been claimed, 
particularly by Danish doctors, to abort or ameliorate an attack 
if pertussis Injections of vaccine later in the_ disease have no 
jeneficnl effect and may even aggravate the condition 
(/,) When combined diphtheria tovoid and pertussis vaccine 
iroduce an anubody response as good as, or better than, the 
eaeents used smg]v If both are good antigens, combined 
accmation has obvious administrative advantages Unfortu- 
latch there is still uncertaintv about the efficacy of pertussis 
accine and the combination of a good and a poor antigen 
mcht brine the good antigen into disrepute Until, therefore. 
ve = are satisfied that pertussis vaccine will give reasonably good 
irotection it may be wiser to use these two prophv lactics separ- 
itelv Another difficult! is that protection against pertussis 
ihould be given as earlv in infanev as possible, say at 2 to 3 
nonths of age since the infection is not uncommon and often 
;evere in the' first vear of life Diphtheria on the other hand, 
s relatively rare in infants so that diphtheria immunization is 
isuallv given at 9 to 12 months, when the child s antibodv 
■esponse seems to be better than in the first few months of life 
Combined diphtheria toxoid and pertussis vaccine is available 
rommercially, but the decision about its use in child-welfare 
dimes rests with the medical officer of health and hi> health 
:ommittee 

(c) Gamma globulin prepared from hyperimmune serum is 
lOt available in this country, but American experience with 
arge repeated doses (two or three injections of 20 ml) of un- 
roncentnted hvpenmmune serum suggests that it is reasonablv 
iffective in protecting household contacts mtimatelv exposed to 
nfection 

konsuloff Pregnancy Test 

q_ Can sou gne me ens information about the korxuloli 

lest )or premia' n ’ / am not interested m precise details of 
•he technique hut would like to know the srccics of frog 
ced aid the site of u jectior . also the pl.isiobgicc’ explana- 
tion of the relation of the rilmiars to slm colour, and if this 
has cm counterpart in the human 

\ -The t c st was first described in 19'4 bv Konsuloff,' of 

Sofia who found that the melanophore hormone is increased 
in amount in precnancv and excreted in the urine In his 
original experiments he used Mclarostomus the urine being 
added to the water in the tyik and absorbed through the fish’s 
gills A darkening of colour was noticed m twentv minutes, 
but as the fish themselves produce a melanophore hormone the 


results were unreliable Rena esculenta were rued for subse- 
quent experiments After being submitted to hvpophvsectomv 
the frog is allowed to recover for two weeks, and may then be 
used repeatedlv for testing Injection of 2.5 ml of unne u 
made into the dorsal lymph sac, a control frog is given an 
injection of urine from a non-pregnant woman A maximum 
olive-green colour with dark-brown flecks is obtained in two 
hours In a later paper Konsuloff" concludes that the test t c 
diagnostic for pregnancy 

Zondek’ isolated a melanophonc hormone from the inter- 
mediate lobe of the pituitary This hormone, which he called 
intermedin, stimulates the expansion of chromophores in cold 
blooded animals, but appears not to have a corresponding effect 
in man The adrenaline content of the adrenal mav be reduced 
by intermedin, but this finding has been doubted It should be 
added that Zondek failed to confirm that there is an increa e 
m the amount of this hormone in the urine during precnancv 
REFTVEVCSs 

i Konsuloff S (1934a) Khi IVschr. 13 490 
" (1934b) Ibid, 13 776 

a Zondek. B (1935) Glandular P tysio ozy erd Tr-'r-r' , p 133, Ana-— an 

Medical Association. 

Undulant Fever and Milk Regulations 

Q. — A case of undulant feser has recently occurred in tl is 
district, and the patient is supplied mill milk from the sane 
herd as is m\ household At present all our milk is being 
boiled Should we take am other precautions 5 Is the public 
health authority charged tilth any duties in connexion with 
the herd 7 

A. — The inquirer should certamlv continue to boil the milk 
until he hears that it is bemg pasteurized Under Article 18 of 
the Milk and Dairies Regulations the local medical officer of 
health has power to stop the sale of milk if it has earned til 
ness in man or is known to be infected Unfortunately it is 
difficult to prove that any one case was due to a particular 
supply, and it takes several weeks to prove that anv particular 
sample was infected , also the intermittency of the disease in 
cattle sometimes results in a senes of negative sampler being 
obtained following strong suspicion of mfecuvity If the local 
authontv is unable to prove its case it mav be required to 
pay a fanner or dairyman full compensation for his Ios'es 
The effect is, in practice, that it is verv difficult to stop a mill 
supply, however stronglv suspected of causing undulant fever 
in man, if the farmer or dairyman is not willing voluntarily to 
do this or to arrange for pasteurization 

Cup Arthroplasty 

Q . — Is the operation of arthroplasts for osteoarthritis of the 
lup, tilth the use op a ' cup," non considered u or'h while 7 
If it is successful lion long is it likeh to rerrair so end ir 
» hat proportion of cases ’’ In 1/ ose cases tn w 1 tel tl •- 
improvement is not maintained, t hat is lileh to tapper aid 
in hot i mam v cars 7 

A. — Experience has shown that in carefulh selected cases 
the operauon of “cup” or ‘ mould” arthroplastv is well 
worth while One factor that is essential to success is the 
full and intelligent co-operation of the patient m carrvmg out 
the arduous course of post-operative exercises, which calls fer 
a high degree of pertmacitv Similarlv, the surceon mu't be 
prepared to exercise a close personal supervision during all 
stages of the treatment. Patients who are cro'sh overweight, 
fiabbv or excitable are unsuitable subjects for the operal on 
A further factor that has an important beanng on tne p-oc- 
rosis is the nature of the di'abilitv for which treatr-ert is 
sought in osteoarthritis of degenerative or traumatic origin 
the outlook is good, but in ’ infective” conditions, such as 
ankv losing spondvhtis and rheumatoid arth-itis, it is poor In 
brief, the tvpe of case m which cun arthrop’as'y achieves its 
-reitest usefulness i. that of bilateral osteoarthn'is of the hips 
in an otherwise vigorous, intelligent, ard co-operative patient. 

When the operation is successful there are grounds for hoping 
that the result will be lasting ; but our knowledge on th.s point 
will rot be complete until reallv long-term reviews of large 
senes of operations become available In the most favourable 
cases steadv improvement continues for tv<o vears or more. and 
later de’enoraLon does not occur Satisfactorv function is 
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known to have been maintained for over ten years. But good 
results are, unfortunately, not to be expected in every ease— 
perhaps in not much more than two-thirds of them at the 
present time, taken by and large. Early failure may be due 
to inadequate surgical technique, inefficient after-treatment, or 
lack of co-operation by the patient. Unsatisfactory late results 
may be associated with persistent pain or with progressive 
decrease in the range of movement. Again, this may some- 
times be attributed to errors of technique ; but other factors, 
not completely under the control of the surgeon, may be 
responsible ; thus in ankylosing spondylitis re-ankylosis round 
thexup has often occurred, and even in more favourable condi- 
tions, such as osteoarthritis, there may be much new’ bone 
formation which limits movement. In other eases there has 
been subluxation of the cup, or occasionally absorption of the 
femoral neck with “settling” of the cup. In most of the 
unsuccessful results evidence of failure has been present at 
a relatively early stage, certainly within the first two years. 

Falling Hair 

Q.-(n) Are female glandular preparations ever beneficial in 
the treatment of falling hair of the scalp ? If so, how arc they 
given ? ( b ) Is oestrogen of any use in the treatment of prema- 
ture loss of hair in otherwise healthy young men ? If so, how 
is it administered, and are there any contraindications ? 

A. — [a) From an endocrinological point of view we have the 
following basic evidence. Loss of hair of the scalp occurs 
normally in a large proportion of virile men in the third and 
fourth decades, or later, and it also occurs in virilism in 
females, when there is a known excess of androgens, from 
which it is concluded that androgens increase facial and body 
hair but decrease scalp hair. On the other hand, eunuchs and 
eunuchoids tend to retain their scalp hair throughout life. In 
Simmonds's disease in women, in which there is a great decrease 
in androgens and oestrogens, and the hair becomes thin and 
a its lustre and colour, oestrogens arc potent in restoring 
uore normal condition of the scalp hair (Simpson, S. L., 
R. Sac. Med., 1948, 12, 192). Oestrogens may be given 
mouth, injection, or implantation, and can be used by 
inunction. Scalp hair is also lost in myxoedema and restored 
by thyroid. The writer has no experience of the use of female 
glandular preparations in idiopathic baldness in the absence of 
endoennopathy. They are not effective in alopecia. 

(b) The remarks in (n) above arc applicable to this question, 
and the probable answer is in the negative. The effect of 
oestrogens in adequate dosage in the male is to produce involu- 
tion or atrophy of the testes, loss of libido, and gynaccomnstia. 
These effects are spontaneously reversible if therapy is not y 
unduly prolonged. Their production is justified in the treat- 
ment of a condition such as carcinoma of the prostate. 


Subarachnoid Haemorrhage 

Q. — Some months ago a female patient had a subarachroti 
haemorrhage from which she rcco\ cred. It has nan been 
suggested that she should submit to a tying-off of the artery 
■Is this operation often undertaken, which artery is most often 
concerned, and what arc the results ? 

A. — In the absence of gross cardiovascular disease, sub- 
arachnoid haemorrhage is most frequently due to a congenita! 
intracranial aneurysm. Before carotid ligation is undertaken 
the case should be investigated by carotid angiography on each 
side. If the angiograms show no lesion there arc several possi- 
bilities: (!) there is no aneurysm ; (2) there is an aneurysm 
which is not fed by the internal carotid artery (for example, an 
aneurysm of the vertebral or basilar artery or one of their 
branches); (3) there is an aneurysm on the internal carotid 
system which has filled with clot. If the angiograms reveal 
an aneurysm and it is already eight weeks or more since the 
original subarachnoid haemorrhage, the risk of further intra- 
cranial haemorrhage is probably about 20"’,, though the figures 
on which this estimate is based arc not large. If the aneurysm 
lies below the level of the anterior clinoid processes it is test 
treated by carotid ligation after an angiographic test has demon- 
strated that both cerebral hemispheres can be adequately 
supplied from the carotid system of the opposite side. It is safer 
to ligate the common carotid than the internal carotid, though in 
patients in the younger age groups in whom angiography has 
demonstrated an adequate collateral circulation from the oppo- 
site side the latter operation carries little risk. So far as is 
known to date carotid ligation is effective in preventing further 
attacks of haemorrhage. In some cases the angiograms will 
show not an aneurysm but an angiomatous malformation of 
the central hemisphere as the cause of the subarachnoid 
haemorrhage. For this condition carotid ligation is useless. 

Bocck’s Sarcoidosis 

Q. — II' hat are the microscopical appearances of lymph nodes 
affected with Bocck's sarcoidosis, and what arc the prognosis 
and treatment in this condition ? 

A. — There is usually a well-defined mass of endothclioid 
cells with little or no tendency to caseation or calcification 
and few or no giant cells and no surrounding reaction. A diag- 
nosis cannot, however, be made on histological appearances 
alone. .Treatment is by calciferol in a dosage of 100000 to 
150,000 i.u. daily over long periods, but care must be exercised 
and biochemical control is desirable. Disturbances of calcium 
metabolism and of renal function may occur. Prognosis is 
good ; in the majority of cases the disease resolves or becomes 
stationary. 


Stilboestrol and Dicnocstrol 

Q. — What are the inorganic constituents in tablets of stilb- 
ocstrol and of dicnocstrol ? 

A. — In tablets of stilboestrol and of dienoestrol there are no 
inorganic constituents. Some lactose is, however, usually present 
as a diluent. 

Retroversion of the Uterus 


Q. — What treatment is recommended for a 27-year-old multi 
para with a rett averted uterus? If there arc no symptoms, i. 
it advisable to leave the condition untreated and warn tin 
patient to icport immediately she becomes picgnant? 

A. — No treatment is indicated if the patient is free frorr 
symptoms, but in the event of her becoming pregnant shi 
should be asked to return for examination before the tvvclftl 
week. This is to make sure that the uterus corrects its posi 
tion spontaneously ; if it has not done so by the tenth t< 
twelfth week it should be manipulated into anteversion anc 
maintained in that position by a suitable pessary. Some authori 
ties say that, provided the patient never lets her bladder ge 
overruled, the uteius always corrects itself and there is no neec 
tor any treatment even in pregnancy 1 . Nevertheless, impactiot 
does occur, and there is a good deal of evidence that abortiot 
vs move hkeVy. so it seems wise to take no chances, particular!’ 
as restoring the posmon of the uterus at the tenth week is suci 
an easy manoeuvre. 


NOTES AND COMMENTS 

Ilomc-cured Tobacco and Amblyopia. — Dr. A. E. Burroughs^ 
(Oswestry) writes: With reference to the question headed "Home- 
cured Tobacco and Amblyopia” (“Any Questions?” Jan. 22, 
p 163), most of the tobacco amblyopic patients I have seen in a 
long ophthalmic experience have been pipe smokers over 60 years 
of age, and retired — therefore having time on their hands, and not 
much to do, so smoking to excess. I have not seen more than two 
cases of amblyopia in men smoking only cigars. With regard to 
home-cured tobacco, the midriffs of the leaves should always be 
removed, and if the dried leaves be then soaked in several changes of 
water nearly nil the nicotine is dissolved out. This soaking docs no! 
affect the taste of the tobacco. 
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PROPOSED TERMS FOR HOSPITAL STAFFS 

The proposed te r m- and conditions of service for hospital 
medical and dental staffs lust issued by the Ministry are pub- 
lished in full in the following pages. The object of these notes 
is not to comment on the proposals but to draw attention to 
some of the more important points and to their implications. 
These notes are in no wav a substitute for the full and detailed 
scheme of proposals which should be studied by every con- 
sultant and speciu’..M as well as by other hospital officers. 

The scales of remuneration proposed by the Government 
are, of course, ba-ed on the scales recommended by the 
Specialist Spens Committee Two adjustments are made in 
the conversion ut 'he Spens proposals to the Ministry's propo- 
sals. Roughly speaking, a betterment factor of 20% is added, 
and then a deduction of S% is made in respect of the Govern- 
ment contribution to superannuation (to compound these two 
‘figures an increase of approximately 11% is needed). In fact, 
the betterment which has been applied varies from 18 8% to 
22.4% in the case of specialists and from 17% to 20.5% in the 
case of trainee SFecnlists The rates of remuneration are to be 
retrospective to July 5, 194S. for those who were in the hospital 
service on that date. The incremental date for such officers 
is July 5. the first increment being due on July 5, 1949 

Specialists 

Once a practitioner is recognized and appointed as a specialist 
his salary proceeds automatically by incremental stages to the 
maximum of £2.750 (.non-residential). Specialists taken over 
on the appointed day will be placed at the level on the scale 
which they would have reached had the Service been operating 
throughout their specialist career. Allowance can be made 
for service with H.M. Forces. There is no definition of a 
specialist. The effect of this is that the decision by a board 
of governors or a regional hospital board to appoint a practi- 
tioner to a specialist post on a hospital staff confers specialist 
status. To this extent the number of specialists is control’ed by 
the establishment of specialist posts as well as by the fitness of 
an applicant to fill such a post. 

Special Awards 

It appears that the Ministry accepts the 'recommendation of 
the Spens Committee that 4% of all specialists in the Service 
should receive additional remuneration of £2,500 per annum. 
10% additional remuneration of £1,500 per annum, and 20% 
additional remuneration of £500 per annum, though it is not 
clear what significance should be attached to the words in 
para. 1(h) of the Ministry document:'". . . having regard to 
the desirability that 4% of all specialists . . ." The special 
awards vv 111 be subject to superannuation, so carrying the 
Government contribution of S%, but no betterment as such 
is paid on them. As superannuation is applied to the special 
awards it is inferred that they will continue until the age of 
retirement. 


Trainee Specialists 

The Trainee Specialist section needs no amplification except to 
stress that promotion from one grade to another will not be auto- 
matic each grade demanding a distinct level of ability and 
experience 

House Officers 


The rates for house officers of £350, £400, and £450 per annum 
are subject to a deduction of £100 a year for residential emoluments, 
each post being tenable for six months 


Hospital Medical Officers 

The grades ol Junior Hospital Medical Officer and Senior Hospital 
Medical Officer were not the subject of specific recommendations in 
[he Spens Report. The junior grade is for posts of lesser responsi- 
bility in hospital including, no doubt, senior resident posts not 
graded as trainee speciahst posts. Senior Hospital Medical Officers, 
on the other hand, are defined as senior officers performing clinical 
dunes who are not of speciahst status and not trainees, a .scale of 
£1,300 per annum at the age of 32, rising by annual increments of 
-£50 to £1,750 (non-residential), being recommended. This scale, 
unhke the Junior Hospital Medical Officer scale, wall be used — by the 
application of a formula — -for part-time as well as whole-time hospital 
posts Presumably this grade will be used for certain practitioners 
whose hospitals were taken over on the appointed day but who are 
not graded as specialists. For example, it may include former whole- 
time officers in the municipal hospital service, some medical officers 
of infectious-diseases, tuberculosis, and venereal-disea-e services, and 
members of former voluntary hospital staffs not graded as specialists 
It is understood that it is intended that this group shall decline in 
dimensions as the years proceed. The application of the Spens 
formula (see below) to part-time members of hospital staffs not graded 
as specialists yet continuing with their hospital work at the age of 41 
vail result for most such practitioners in an annual payment per 
weekly half-day worked of approximately £200 a year. The decision 
whether a practifioner on a hospital staff is of specialist status or not 
will be a matter for boards to determine on the advice of Review 
Committees now at work. It is significant that, to the extent to which 
such practitioners are graded as Senior Hospital Officers and 
not as specialists, to that extent will the aggregate number of 
special awards decrease, for the number is directly related to the 
number of specialists 

Medical Superintendents and Deputy Medical Superintendents 

Further consideration is promised of the position of medical 
superintendents of mental hospitals and mental deficiency institu- 
tions. For the rest, some medical superintendents and deputies 
will no doubt be graded as specialists. Those so graded will be 
remunerated as specialists for the proportion of their time they 
devote to their specialty and as administrative staff for the pro- 
portion of their time which they devote to administration. The 
one qualification to this is where the proportion of time devoted 
to administrative duties is small, in which case the specialist 
remuneration will obtain. In other cases the effect of this pro- 
posal in the case of the specialist administrator devoting more 
than a small proportion of his time to administration is that 
his remuneration will be less than the specialist level and so 
may be less than that of practitioners on his staff devoting the 
whole of their time to their specialty. There is a scale for 
hospital administrative staff which in effect is the scale applied 
to secretaries of hospital management committees. This is a 
range of remuneration between £580 and £1,700. the appro- 
priate place in the range being determined on a points system 
related to such factors as the number of beds. This is the 
scale which is to be applied to medical superintendents engaged 
wholly in administration,- subject to the proviso that those who 
were transferred under Section 6S of the Act and who were 
receiving salaries better than those now introduced are entitled 
to retain their previous salaries on a personal basis for so long 
as they remain in the same appointment or another appoint- 
ment of the same or greater responsibility as the one they held 
at the appointed day. As new medical superintendents engaged 
whole-time in administration are appointed, their remuneration 
will be on the scale applicable to the lay secretaries of hospital 
management committees. 

Part-time Specialist Appointments 

There is to be no clocking in and clocking out. Before the 
permanent contract is entered into an assessment will be made 

2304 
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of the amount of time necessary to perform the duties attach- 
ing to the post, this, time assessment taking into account practi- 
cally all varieties of service as well as travelling time. But it 
will exclude time spent in emergency calls to patients in beds 
in the charge of the specialist (except where any exceptionally 
heavy liability to recurring emergency work of- this sort is 
anticipated). It will also exclude the time spent in committee 
work or in the care of private patients and any domiciliary 
visiting for which separate fees are payable. 7 he additional sum 
completed, it will be divided by 31 hours to give the number of 
notional half-days, the specialist being given the benefit of “ the 
marginal overlaps." If, in the case of an individual specialist, 
the number is ,v, his remuneration will be 

x lx x 1(11 - x) 

1 or — + 

11 11 II II 

whichever is the less, of the appropriate whole-time salary. In 
other words, the specialist calculated as doing x sessions a 
week will get x elevenths of the annual salary applicable to 
him plus one-quarter of the resultant figure except where the 
number of sessions is high, in which case the element of addi- 
tion is shaded down so as to keep the remuneration of a part- 
time officer less than that of a whole-time officer. An overriding 
maximum of 91 elevenths is applied to all part-time officers, 
though this maximum does not include payments for excep- 
tional consultations for a board with whom the practitioner is 
not in contract, payments for work as locums, and payments 
for domiciliary visits. A similar formula is applied to those 
graded as senior hospital medical officers. 

There are provisions in paragraph 5(c) of the proposals for 
additional payment for exceptional consultations for specialists, 
retired consultants, and general practitioners. There is pro- 
vision for paying a locum at the rate of 5 guineas per half-day 
during a specialist’s temporary absence where other arrange- 
ments cannot be made. 

Boards are given discretion, with the Minister’s consent, 
to offer a higher rate of part-time remuneration in special 
circumstances. 

Domiciliary Visits 

In general the rate is £4 4s. per consultation, with an additional 
£2 2s. where an operative procedure, other than an obstetric one, 
is undertaken or where the specialist uses his own electrocardiograph 
or portable .v-ray apparatus; there is an additional fee of £4 4s. 
for an obstetric operation. An additional £1 Is. will be paid for a 
journey of over 20 and up to 40 miles radius, £2 2s. for a journey 
of over 40 and up to 60 miles radius, and so on, with an additional 
£1 Is. for every 20 miles. The maximum remuneration for domi- 
ciliary visiting, apart from travelling and additional mileage pay- 
ments, is 200 guineas in any quarter or 800 guineas in any year, 
whichever the specialist prefers. No special payment is to be made 
to whole-time specialists for domiciliary work. 


board is in process of terminating an appointment, the specialist 
affected can invite the Minister to intervene. But it seems the 
process of dismissing must have begun. 

Leave 

On the subject of annual leave, compassionate leave, and 
sick leave there can be no substitute for a meticulous scrutiny 
of the details of the Ministry’s document (paragraph 16). 

Expenses 

The general principle is laid down that travelling, subsis- 
tence, and other expenses are to be paid to meet the actual 
disbursements of practitioners and not to be regarded as a 
source of emolument or reckoned for pension purposes. Some 
more important points arc as follows : 

(< 7 ) Officers will be classified as regular users or casual users, accord- 
ing to whether their annual official mileage is estimated to exceed 
2,000 miles or not. 

(6) The regular user, whatever the horsepower of Iris car, will be 
paid an annual allowance of £52, with 3]d. a mile in addition. 

(c) Casual users will receive no annual allowance but will be paid 
7td. a mile for the first 3,120 miles per year and 3Ad. a mile 
thereafter. 

(if) Where an officer uses a private motor-car in circumstances 
where travelling by a public service would be appropriate, the 
mileage allowed to him is ltd, a mile, irrespective of the type of 
vehicle. 

(c) Subsistence allowances are nt one rate if the practitioner's 
remuneration is £760 a year or mpre and at another rate if the 
practitioner is receiving less than £760 a year. 

Medical Examination on Appointment 

The passing of a medical examination is a condition of 
appointment of all officers within the scope of the N.H.S. 
superannuation scheme, other than those xx ho are transferred 
under the Act. The superannuation scheme itself makes no 
provision for a medical examination. Nor has there been any 
suggestion yet of a medical examination for those entering the 
general practitioner service. 

It will be observed from the wording of paragraph IS of 
the Ministry’s document that the passing of a medical examina- 
tion is a condition of appointment, as distinct from a condi- 
tion of entry to the superannuation scheme. In practice this 
will mean that, on obtaining a registrable qualification and 
seeking a post as junior house officer, a practitioner will be 
required to satisfy an examining doctor that he is "free from 
any physical defect or disease which now impairs his capacity 
satisfactorily to undertake the duties of the post for which he 
is a candidate.” This is not without the danger, however 
small, that a practitioner may find himself on the Medical 
Register without the possibility of obtaining house appointments 
or any other posts in the hospital service. ‘ 


General Practitioner Staffs 

SjjTherc are special sections devoted to the remuneration of genera! 
r^htioncrs on the staffs of hospitals in that capacity and to genera! 
practitioners employed at hospitals (paragraphs 8 and 9). 

Tenure of Post 


There is no fixed tenure of post to be specified in the 
contract. The board is the body which appoints and the body 
V Ch termm 4tes an appointment. There is no statement ol 
the reasons for which a board can properly terminate ar 
appointment. Where a board is proceeding to terminate ar 
appointment of a specialist he is entitled to send a full state 
mem to the Minister, who would, after consulting the board 
P . ce the case before a professional committee (consisting o! 
representatives of the Ministry and representatives of the pro 
fcssion. under the chairmanship of the Chief Medical Officer 
f ' rtm K ' r ’ ld ' lce - , In the Eght of the advice of this professiona 
committee the Minister will confirm the termination of service 
or direct reinstatement, or arrange some other solution. Thi- 

Ferminm- e ,'h *° ~ COmp!e!ed before the board’s decision u 

terminate the appointment is carried into effect. 

!h f re is no r ‘S ht appeal’ conferred ot 
th- rraetu, oner, nor does the document sav that a board car 
di ...iss only with the permission of the Minister. Once thf 


Appendices 

Appendix A deals with the subject of remuneration of whole- 
time clinical posts in medical and dental schools and part-lime 
clinical .teaching posts. In the case of the latter, no rates of 
remuneration are given, it being stated that they will be 
remunerated by the university or school in recognition of their 
teaching duties “at a rate which appears to the university or 
school to be appropriate to those duties.” 

In Appendix B there are listed the services which are within 
the scope of the hospital and specialist services and those which 
are not. Included among those which are not within the scope, 
and for which, therefore, remuneration may be received, are 
examinations and reports required by employers on employees, 
reports required in connexion with legal actions, examinations 
and reports for coroners, life insurance reports, certificates 
under the Blind Persons Act, attendance at court hearings as 
medical witnesses, lectures given to nurses, and services as 
members of medical boards. 

Appendix C describes what comes within the ambit of 
“study” leave, which incidentally cannot be claimed as a 
right, defining different kinds of leave with pay or expenses, 
with pay but without expenses, and without pay or expenses. 
It deals generally with the question of payment of expenses, 
imposing maxima which regional hospital boards and boards of 
governors are required to observe. 
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National Health Service 

PROPOSED TERMS AND CONDITIONS OF SERVICE OF HOSPITAL MEDICAL AND 

DENTAL STAFF 

Notes, (a) The terms and conditions of sen ice set out in this document apply to England and Wales. They apply 
also to Scotland subject to minor adjustments to meet different circumstances in that country. 

(b) All salary scales will apply equally to men and women > and uniformly throughout England , Wales , and Scotland. 

(c) Under the National Health Service Superannuation Scheme , over and above any salary specified in this document 
the employing authority will be paying a contribution equal to S% of the salary into the superannuation fund. The 
employee s contribution (6%) will Ire deducted front remuneration. 


I. Specialists 

(а) Main Scale for Staff Specialists at Hospitals, including 
Dental Specialists 

(1) Specialists appointed at age 32: 

£1,700 . £125— £2,075 X £150-£2,375 x £125-£2,750 per 
annum no r , -residential. 

(2) Specialists appointed at age 31 or earlier to start at £1,550 

or £1,400 respectively. 

(3) Specialists first appointed after age 32: 

the hospital authority to be able to fix the starting salary 
' at any of the four next incremental points in the scale, 

(l) by rear -V cf age, special experience, and qualifications, 
c 

(li) b\ re-'cr. ot age alone, where seniority has been lost 
became of service with H.M. Forces, 

provided that the starting salary shall in no case be higher 
than the specialist would receive on age alone. 

(б) Special Distinction Awards 

An Advisors Coiimittee on Awards for Consultants and 
Specialists has been set up to advise the Minister of Health and the 
Secretary of State lor Scotland which specialists engaged in the 
National Health Sen ice should receive awards for professional 
distinction, having regard to the desirability that 4% of all 
specialists in the Sen we should receive the highest award (£2,500 
per annum in addition to the “basic salary”), a further 10% 
should receive the second award (£1,500 per annum), and a 
further 20% the third award (£500 per annum). These awards 
will be paid as an element of remuneration additional to the 
main scale and will be superannuate. 

2. Trainee Specialist Grades (including Dental) 

(а) Grade 3 (as defined in the Spens Report on the Remuneration 
of Specialists: posts obtained normally not less than one jear 
after registration and held normally for one year only): 

£670 per annum non-residential. 

(б) Grade 2 (posts obtained normally not less than two years 
after registration and held normally for two years): 

£775 per annum non-residential in the first year; 

£890 per annum non-residential in the second and any subsequent 
years. 

(c) Grade 1 (posts obtained normally not less than four years 
after registration and held normally for three years): 

£1,000 per annum non-residential in the first year; 

£1,100 per annum non-residential in the second year; 

£1,200 per annum non-residential in the third year; 

£1,300 per annum non-residential in any subsequent years. 

Notes: Trainee specialists not to proceed from one grade to 
another by automatic promotion. Each grade of post demands a 
distinct level of ability and experience. A trainee specialist in a 
lower grade to be considered on merit, along with other applicants, 
for a vacancy in a higher grade. 

A trainee specialist holding an appointment in Grade 1 and 
subsequently appointed to a Grade 2 post to be paid the higher 
salary appropriate to Grade 2 (i.e., £S90 per annum) whilst he 
holds the post in that grade. 


3. Other Non-Specialist Grades 
(a) Junior House Officer {including Dental)'. ■ 

£350 per annum non-residential for the first post held; 

£400 per annum non-residential for the second post held; 

£450 per annum non-residenrial for the third and any subsequent 
post held; 

with, in each case, a deduction of £100 per annum in respect of 
residential emoluments. Each post to be tenable for six months. 

The Minister wall be prepared to authorize, in exceptional 
circumstances, salaries up to £50 per annum higher than the 
standard rates specified above where a post cannot be filled 
otherwise. 

( b ) Jiuiior Hospital Medical Officers, who have held house 
appointments but who are not trainee specialists, and who have 
less responsibility than other hospital officers of non-specialist 
status: 

£700 (for an officer appointed not less than two years after 
registration) x £50-£1,000 per annum non-residential. 

(c) Senior Hospital Medical Officers — senior officers performing 
clinical duties who are not of staff specialist status but are not 
trainees: 

£1,300 per annum (at age 32) '< £50-£I,750 (non-residential), 

the position on this scale to be determined by age (subject to 
paragraph 10(6) below). 

(d) Medical Superintendents and Deputy Medical Superintendents 

The objective will be to reduce to a minimum the time to be civ en 
by medical staff to administrative duties, and to enable them to 
devote their energies to clinical work in their appropriate grade. 
Subject to further consideration in the case of mental hospitals 
and mental deficiency institutions, medical superintendents and 
deputies to be remunerated for clinical work as specialists or senior 
hospital medical officers according to their grading; for admini- 
strative work, to be remunerated at the appropriate rate for hospital 
administrative staff; where, however, a whole-time officer is 
engaged almost wholly in clinical work and gives only a small 
proportion of time to administrative duties, his appropriate clinical 
remuneration not to be affected. 

4. Transferred Officers 

Officers who were transferred under Section 63 of the National 
Health Service Act, 1946, and who immediately before July 5, 1 9—S, 
were receiving salaries better than those now introduced, to be 
entitled to retain their previous salary on a personal basis for so 
long as they remain in the same appointment or another appoint- 
ment of the same or greater responsibility as the one they held 
at the appointed day; but otherwise to conform to the new rates 
of remuneration on taking up a new appointment or on promotion. 

5. Part-time Appointments, etc. 

(a) Part-time Specialist Appointments 

Before offering a part-time specialist appointment the board to 
assess in terms of hours per week what is the average amount of 
time required by an average practitioner to perform the duties 
attaching to the post. In assessing the average amount of time 
to perform the duties attached to the post, to take into account 
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out-patient clinics, ward rounds, operating sessions, laboratory 
work, and so on in their hospitals, including occasional visits to 
outlying hospitals for consultation, diagnosis or operative work. 
Also to include time given, e.g., as consultant adviser to the board 
on special branches of the service or by way of “ pastoral visits ” 
to cottage hospitals; and time necessarily spent in travelling from 
home or private consulting-room (whichever is the nearer) to the 
hospital or hospitals served (unless the journey is one which he 
would undertake irrespective of his work for the board). To 
exclude .time spent in emergency calls to patients in the beds in 
their charge (except where any exceptionally heavy liability to 
recurring emergency work of this sort is anticipated), or in 
committee work, or in care of private patients in pay-beds or as 
out-patients. Also to exclude domiciliary visiting, for which 
special fees are payable (see paragraph 6 below). 

The object is to express this aggregate number of hours per week 
as a number of notional “half-days” per week. It will not be 
necessary at any time to “ clock in ” the actual number of hours 
worked on any particular day or in any particular week by any 
particular specialist — the number of “ half-days ” is merely the 
means of expressing the duties attaching to the post in terms which 
enable remuneration to be calculated without meticulous adjust- 
ments up or down from time to time. 

To arrive at the number of notional “ half-days ” from the 
aggregate of hours so assessed, the total to be divided by 34, the 
specialist being given the benefit of the marginal overlaps. In 
other words, the relation of “ half-days ” to hours to be as follows: 


No. of notional half-clays 


No. of hours weekly 

Up to 34 


on which salary will be 
reckoned 

1 

Over 34 and up 

to 7 


2 

„ 7 ,, ,, 

„ 104 ■ ■ 


3 

104 „ „ 

„14 


4 

„ 14 „ „ 

„17i .. 


5 

„ 17) „ „ 

ii 21 .. 


6 

»» 21 ,, ,, 

,,244 .. 


7 

i. 244 » „ 

„ 28 . . 


8 

,. 28 



9 


The part-time salary to be determined by applying to the number 
of half-days calculated in this way the formula recommended in 
the Spens Report on the Remuneration of Consultants and 
Specialists, i.e., the part-time salary to be the following proportion 
of the whole-time salary appropriate to the specialist: 

number of half-days , one-quarter of number of half-days 

_ — + n 

or 

number of half-days one-quarter of (11 — number of half-days) 
rT - _ 


whichever is the less, subject to the maximum referred to in (e) below. 
[Example of application of above: 


A physician divides his time as follows: 


Work 

. 'Jut-patient clinics 

' Pastoral visits ” to 
cottage hospitals 
Irregular hospital visits 

Charge of beds 

Athiser to Board S hours 


Total 

Estimate of time required ' weekly 
by an average time (in 

practitioner hours) 

2 hrs. weekly f + i hour’s travel- 
11 ,, „ \ ling in each case* 44 

One day of seven hours fort- 
nightly, including travelling* 34 
2 hours weekly, including travel- 
ing* 2 

9 hours weekly, + 4 hour’s 
travelling daily for 6 days* . . 12 
monthly . . ..... . . 2 


= 7 " half day: 

For this the physician would receive eight-elevenths of the app: 

priatc whole-time remuneration, i.e., rr+ ~~2l- = ii-i 

31 44 11 J ' 

(/>) Part-time appointments as Senior Hospital Medical Officer 

,Jr C . a . b °'?, forTTIU,a for arriving at part-time salaries to 
Officer ° a Pan ' ,imc a PP 0,ntr ncnts as Senior Hospital Medi 


circumsn ll?f . °( course depend on the partici 

circumstances of the individual concerned. 


(c) Exceptional consultations 

Specialists, who have no contract with the board, but who are 
called in exceptionally to hospitals or clinics for a special visit 
(e.g., because of their unusual experience or interest) to be paid 
at the rate of 5 guineas per visit (including any operative work, etc.). 

As a normal practice, retired consultants to be offered honorary 
(unpaid) appointments in respect of exceptional calls on their 
services of this kind which would give them in return the right 
to use private pay-beds from time to time (see paragraph 13 below). 

A general practitioner not on the staff of a hospital but called 

in exceptionally to render a specific service in emergency to be 

paid at the rate of £2 per visit, unless he is debarred from accepting 

remuneration by his terms of service under Part IV of the Aci. 

» 

(d) Locum tenens arrangements 

Normally, leave periods to be covered by the normal contract 
of service providing for practitioners to deputize for each other. 
Payment at the rate of 5 guineas per half-day, however, to be 
made to a locum engaged by a board during a specialist’s temporary 
absence when it is impossible to arrange for his work to be 
adequately performed by other members of the board’s stafT within 
the terms of their contract of service. 

A locum engaged by a hospital authority during the temporary 
absence in similar circumstances of a general practitioner holding 
an appointment of the kind described in paragraph S(6) below 
to be paid at the rate of 31 guineas per half-day. 

(e) Maximum remuneration for part-time appointments 

The maximum remuneration for part-time appointments to be 
9}- elevenths of the whole-time salary appropriate to the grade. 

This maximum not to include payments made to a specialist in 
respect of exceptional consultations performed for a board with 
whom he is not in contract; payments made in respect of work as 
locum tenens; and payments for domiciliary visits, referred to in 
paragraph 6 below. 

Where a specialist holds part-time appointments with more than 
one board, which together are not equivalent to a whole-time 
appointment, this maximum to apply to the aggregate remuneration 
from all the boards concerned. 

(/) In special circumstances a board, with the Minister’s consent 
in each case, to have discretion to offer a higher rate of part-time 
remuneration than that normally applicable. 


6. Domiciliary Visits 

(a) Payment to be made separately for domiciliary' visits by 
part-time specialists, but no additional payment' for whole-time 
specialists (the basis being that the whole-time duties will be 
adjusted to include domiciliary visiting where required). Payment 
to be on the following basis: 

Fee for consultation, 4 guineas, with an additional fee of 

(1) 2 guineas where any operative procedure other than 
obstetric is undertaken or where the specialist uses his own 
electrocardiograph or portable x-ray apparatus; 

(2) 4 guineas for an obstetric operation; 

the additional fee of 2 guineas or 4 guineas to be payable once 
only in respect of each patient for the current illness. 

(f>) Boards to make payments, additional to the fee for the visit 
and to the normal travelling and subsistence expenses, of 1 guinea 
for a journey of over 20 and up to 40 miles radius, 2 guineas for a 
journey of over 40 and up to 60 miles radius, and so on, with an 
additional guinea for every 20 miles. 

(c) Maximum remuneration under this head (excluding travelling 
and subsistence allowances and additional mileage payment) to 
be 200 guineas in any quarter or 800 guineas in any year, whichever 
the specialist prefers. 


7. Clinical Specialists engaged in Teaching 

See Appendix A. 
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S. General Practitioners on the StaiTs of Hospitals in that capacity 
(part-time) 

(a) Genera I practitioner hospitals ( cottage hospitals) 

Remuneration in respect of services rendered other than those 
paid. for by the executive council: the hospital management 
committee to create a staff fund by making a payment of £25 per 
annum for each bed (other than private pay-beds) occupied on the 
average in the hospital, the fund to be shared among the general 
practitioner staff as they may themselves determine. 

It is expected that general practitioner hospitals should have an 
open staff. 

( b ) Part-time medical officers of convalescent homes or other types 

of hospital where no other rate is appropriate 
£175 per annum per weekly “half-day” up to a maximum of 
£1,575 per annum, the “half-days” being assessed as in 
paragraph 5(a) above. 

9. Genera! Dental Practitioners employed at Hospitals 
£150 per annum per weekly “half-day” up to a maximum of 
£1,350 per annum, the "half-days” being assessed as in 
paragraph 5(a) above. 

Where there is no general dental practitioner on the staff of a 
general practitioner hospital the general dental practitioners of the 
district to be allowed at the discretion of the hospital management 
committee to have their patients admitted to the hospital where 
in-patient treatment is necessary. No contract need be entered 
into for this purpose as the dentist is remunerated by the executive 
council. ' 

10. Determination of Salaries payable from July 5, 1948 

(a) Specialists 

The boards, in earning out their review of existing staff, to 
ascertain the age of each specialist and the date on which he first 
accepted a staff appointment with full clinical responsibility. 
Assuming there has been no break in service, the salary payable 
from July 5, 194$. to be the salary which the officer would have 
been receiving on that date had the above system of remuneration 
been in operation since the date of his first appointment. In the 
case of specialists who were first appointed after age 32, the boards, 
in determining what their starting salaries would have been, to 
exercise their discretion as they would have exercised it had they 
been the appointing authority (see paragraph 1(a) (3) above). 

(b) Senior Hospital Medical Officers 

Boards or hospital management committees to have discretion 
to decide at which point in the salary scale for senior hospital 
medical officers existing staff should start, provided that the 
starting salary’ shall in no case be higher than that which the 
officer Would receive were his position on the scale determined 
by age alone. 

c) Junior Hospital Medical Officers 
Existing staff in the junior hospital medical officer grade who 
immediately before July 5, 194S, were receiving less than the 
minimum remuneration for the grade to start at the minimum of 
the salary scale; and those who were receiving more than the 
minimum to enter the scale at the salary they were receiving 
immediately before July 5, 194S, rounded off, at the discretion of 
the board "or management committee, to the next incremental 
point in the new scale. 

11. Incremental Dates 

In the case of officers holding appointments at July 4, I94S, the 
incremental date to be July 5; in the case of new appointments or 
promotions, the date on which the new post was entered into. 

12. Private Practice and Retention of Fees 
See Appendix B. 

13. Retiring Age 

When an officer reaches age 65 his regular contract to come to 
an end. provided that 


(a) the board may, with his .consent, extend his contract of 
service (or offer a modified contract) for one year or any less 
period, and so from time to time until age 70, or 

( b ) the board may allow him an honorary contract as indicated 
in paragraph 5(c) above. 

These ages to be reduced in respect of practitioners who are 
“ mental health officers ” under the Superannuation Regulations. 

14. Tenure of Post 

No fixed period of tenure to be specified in the contract of 
service of a specialist. Where a specialist felt that his appointment 
was being unfairly terminated by a board, to be entitled to send a 
full statement of .the facts to the Minister, who would obtain the 
written views of the board concerned and place the case before a 
professional committee (consisting of representatives of the 
Ministry and representatives of the profession, under the chairman- 
ship of the Chief Medical Officer) for their advice. The committee 
to have discretion to interview both parties if they thought fit. 
In the light of their advice the Minister to confirm the termination 
of services, or direct reinstatement, or arrange some third solution 
agreeable to the parties concerned, such as re-employment in a 
different post. This procedure to be completed before the board’s 
decision to terminate the specialist’s services was carried into effect. 

. 15. Residential Emoluments 

The above rates are non-residential. Where an officer is provided 
with residential or other emoluments by the hospital (i.e., the 
officer’s main hospital), a reasonable inclusive charge to be fixed 
by the hospital management committee (or board of governors) 
for the accommodation or other emoluments (including meals), 
except that the charge for house officers to be a fixed rate of £100 
Per annum (see paragraph 3(c) above). 

16. Leave 

(а) Annua! Holiday Leave 

Officers in receipt of salaries of less than £1,000: at the rate of 
4 weeks per annum On addition to statutory and general national 
holidays or days in lieu). 

Officers in receipt of salaries of £1,003 or more: at the rate of 
6 weeks per annum (in addition to statutory and other general 
national holidays or days in lieu). 

In the case of officers performing part-time services, leave 
entitlement to be based not on the actual salary’ but on. the 
corresponding whole-time salary rate. 

Absence for such purposes as attendance at court, etc., not to be 
taken into account for the purposes of annual leave. 

The annual leave year to run from April I to March 31. New 
entrants to the service to be entitled to annual leave proportionate 
to the completed months of service during the year of entry, and 
thereafter on the normal scale. 

(б) Compassionate leave , and anv special leave other than "study'' 
leave as defined in Appendbc C 

Leave without pay (normally not counting either for increment 
or pension) to be granted at the discretion of the board. 

Leave with pay to be granted by the board with the approval of 
the Minister. 

(c) Sich Leave 

(1) Scale of Allowances 

An officer absent from duty owing to illness, injury, or other 
disability to be entitled to receive an allowance in accordance 
with the following scale: 

During the first year of service: 

One month's full pay and (after completing four months’ 
service) two months’ half pay. 

During the second year of service: 

Two months’ Full pay and two months' half pay. 

During the third year of service: 

Three months' full pay and three months’ half pay. 

During the fourth to sixth years of service: 

Four months’ full pay and four months’ half pay. 
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During the seventh to tenth years of service: 

Five months’ full pay and five months’ half pay. 

After completing ten years of service: 

Six months’ full pay and six months’ half pay. 

The board to have discretion to extend the application of the 
foregoing scale in an exceptional case. 


(2) Calculation of Allowance 

(a) The rate of allowance and the period for which it is to 
be paid in respect of any period of absence due to illness to be 
ascertained by deducting from the period of benefit appropriate 
to his service on the first day of his absence the aggregate of 
the periods of absence due to illness during the twelve months 
immediately preceding the first day of absence. 

( b ) For the purpose of ascertaining the appropriate period 
of benefit under Clause (1), all periods of service (without any 
break of twelve months) under any employing authority from 
whom hospitals have been transferred, any employing authority 
constituted under the National Health Service Act, or any 
local authority, in the Civil Service or the teaching service, 
or on national service (on call-up), or in any other service 
approved by the Minister for the purposes of Regulation 46(4) 
of the National Health Service (Superannuation) Regulations, 
1947, to be aggregated, provided that if the officer was not in 
the service of any such authority during the twelve months 
immediately preceding the date on which his present employ- 
ment commenced the service prior to that date to be disregarded. 

(c) The allowance made to an officer during absence on sick 
leave when added to — 

(i) the amount of sickness benefit receivable under the 
National Insurance Act, 1946, 

(ii) the amount of injury benefit receivable under the 
National Insurance (Industrial Injuries) Act, 1946, 

(iii) compensation payments under the Workmen’s Com- 
pensation Acts where the right to compensation arises in 
respect of an accident sustained before July 5, 1948, 

(iv) any element in compensation payments under the 
Employers’ Liability Acts or under Common Law which is 
attributable to immediate loss of wages, and 

(v) any amount received as a treatment allowance from 
the Ministry of Pensions, 

not to exceed the officer’s normal monthly salary, and the sick 
leave allowance to be restricted accordingly where necessary. 

id) The benefits to be taken into account under (c) (i)-(v) 
above to be those for the officer’s own incapacity, including 
allowances for adult and child dependants. 

(e) Where a married woman has exercised her option not to 
be insured under the National Insurance Act, no deduction to 
be made from her normal sick leave allowance during ordinary 
absence on sick leave, as she will not be receiving sickness 
benefit, , 

(/) For the purpose of this clause, twenty-six working days 
to be deemed to be equivalent to “ one month.” 


(3) Conditions 

(«) An officer who is prevented by his illness from reporting 
lor duty to notify immediately the officer prescribed for this 
purpose by the employing authority. If his absence continues 
a cr the third day to submit forthwith a medical certificate 
as to the nature and probable duration of the illness. There- 
a ter medical certificates tp be submitted at intervals of seven 
, a - ^, or at such longer intervals as in any case may be decided 
> e employing authority. On his returning to duty, the 
o neer to submit a medical certificate of fitness if required. 

(6) An officer entering a hospital or similar institution to 
submit a medical certificate on entry and on discharge in 
substitution for periodical certificates. 

, ( , r| A case tI of a serious character, in which a period of sick 

Clim, 0n rn fU P u,' “ excess of the P eriod benefit under 
ii r ". OU , d u by rcllevine anxiety, materially assist a 
' , L 0 health, to receive special consideration by the 
employing authority. 

An allowance not to be paid in a case of accident due to 
c Participation m sport as a profession nor in a case in 


which contributory negligence is proved, unless the employing 
authority by resolution decide otherwise. 

(e) A period of absence due to injury sustained by an officer 
in the actual discharge of his duty and without his own default 
not to be recorded for the purposes of this scheme. 

(/) An officer who has received an allowance under this 
scheme in respect of a period of disability and recovers damages 
in respect of the disability to advise the employing authority 
forthwith, and the employing authority to be able, if they 
consider it equitable, to require the officer to refund a sum 
equal to the aggregate of the allowances paid to him during 
the period of disability or such part thereof as is deemed 
appropriate, but not exceeding the amount of the damages 
recovered, and, in that event, the period covered by the sum 
refunded not to be recorded for the purposes of this scheme. 

(g) The employing authority to be able at any time to 
require an officer who is unable to perform his duties as a 
consequence of illness to submit to an examination by a 
medical practitioner nominated by the authority. Any expense 
incurred in connexion with such examination to be met by 
the authority. 

(It) The provisions of this scheme to cease to apply to an 
officer on the termination of his employment whether by 
reason of permanent ill-health or infirmity of mind or body or 
by reason of age, but without prejudice to the right of an 
officer whose employment is terminated by reason of permanent 
ill-health or infirmity to receive the period of notice provided 
by his contract of service. 

(f) If it is reported to the employing authority that an officer 
has failed to observe the conditions of this scheme or has 
been guilty of conduct prejudicial to his recovery and toe 
authority is satisfied that there is substance in the repoft, the 
payment of the allowance to be suspended until the authority 
has made a decision thereon, provided that before making a 
decision the employing authority shall advise the officer of the 
terms of the report and shall afford him an opportunity of 
submitting his observations thereon and of appearing, or being 
represented, before the authority or its appropriate committee. 
If the employing authority decide that the officer has failed 
without reasonable excuse to observe the conditions of the 
scheme or has been guilty of conduct prejudicial to his recovery, 
then the officer to forfeit his right to any farther payment ol 
allowance in respect of that period of absence. 

(4) Contact with a Case of Notifiable Disease 

This scheme not to apply to an officer who is required to 
absent himself from duty following contact with a case ol 
notifiable disease. In such a case the period of absence to be 
regarded as special leave with full pay. 


17. Expenses 

(a) General ' 

Travelling, subsistence, and other expenses to be paid to meet 
actual disbursements of officers engaged in the service of the board 
and not to be regarded as a source of emolument or reckoned as 
such for purposes of pension. 

In preparing claims officers to indicate adequately the nature ol 
the expenses involved; claims to be submitted normally at interval: 
of not more than one month, and as soon as possible after th< 
end of the period to which the claim relates. 


(b) Travelling Expenses 1 ' ; 

Travelling expenses to be paid by the board for any journey ii 
the board’s service, provided that - 1 j 

(i) in the case of a whole-time officer, expenses incurred 1 , it 

travelling between his place of residence , and the hospital when 
his principal duties lie not tp be allowed except as indicated n 

(d) below. ‘ 

(ii) in the case of a part-time officer, travelling between hi 
private consulting-room or place of residence and any hospita 
where he is employed, whichever is the less, to be regarded as : 
journey in the board’s service, provided that no expenses shouli 
be allowed for any such journey or part of such journey whict 
would have been undertaken by the officer irrespective of hi 

• employment with the board. 



March 19, 1949 


NATIONAL HEALTH SERVICE 


&\) expenses incurred in travelling from holiday leave to 
duty or vice versa not to be allowed unless the officer was recalled 
for special reasons, 

(iv) taxi or cab fares to be payable only in cases of urgency 
or in other cases in which transport is reasonably required and 
an adequate public sendee is not available, but where these 
conditions are not fulfilled an officer using a taxi or cab to be 
entitled to claim the sum he would have been paid had he 
travelled by public service vehicle. 

(v) an officer making an overnight journey by rail and engaging 
sleeping car accommodation to receive the cost, but any sub- 
sistence allowance parable to him for that night to be reduced 
by one-third. 

• Rates 

(1) Except where a private car is used, the sum paid not to 
exceed the amount disbursed, e.g., if the practitioner is entitled 
to travel 1st class but in fact takes a 3rd class ticket he can 
only claim 3rd class tare. 

(2) First class fares to whole-time officers with salaries of 
£760 and over, and part-time officers of corresponding status. 

(e) Car allowances 

Officers, whether whole- time or part-time, to be classified as 
“ regular users ” or “ casual users ” according to whether their 
annual official regular mileage is estimated to exceed 2,000 miles 
or not. 

All regular users of motor-cars, of whatever horse-power, to be 
paid an annual allowance of £52 and 3 Jd. per mile. The annual 
allowance to be paid by quarterly instalments in advance. The 
mileage allowance to be paid monthly or quarterly. The annual 
allowance to continue during absences on annual leave or sick 
leave or whilst the car is out of use being repaired or overhauled, 
except that where any one period of non-user exceeds two months 
the sum of £4 6s. Sd. to he deducted for each complete month 
after the first (e.g., if a car is out of use for 3} months, £S 13s. 4d. 
should be deducted from the allowance). 

If at the end of the year it is found that an officer who bas been 
treated as a regular user has not completed 2,000 miles, he should 
not be called upon to repay any part of the annual allowance. 
This does not preclude review and reclassification of any officer 
at any time where appropriate. 

Casual users to receive no annual allowance, but to be paid 74d. 
a mile for the first 3,120 miles a year and 3jd. a mile thereafter. 

Where a “ regular user ” has contracts with more than one board 
which require him to make a claim to more than one board, the 
board with whom he has his main contract to be responsible for 
paying the annual allowance of £52 and for verifying from time 
to time from the other boards concerned that the officer is still a 
regular user, all the boards concerned to pay 3Jd. a mile for 
actual mileage in the claims appropriate to them. 

If an officer uses a private motor vehicle in circumstances where 
travel by a public service would be appropriate, a mileage allowance 
of I4d. a mite to be payable irrespective of the type of vehicle. 

Where other officers, or members of an employing authority, are 
conveyed in the same vehicle on the business of the National 
Health Service, and where fares by a public service would otherwise 
be payable, an allowance of 4d. a mile for each passenger to be 
payable. 

The " allowance year ” for the purpose of car allowance to be 
regarded as the year to March 31. In the first year in which an 
officer is authorized to use his car, a proportionate reduction of 
the 3,120 miles or adjustment of the annual allowance (as the case 
may be) to be made. , 

In this paragraph and paragraph (6) above, •' public service ” 
refers to railways, steamships, omnibuses, and tramways. 

(d) Payment of Mileage Allowances to whole-lime officers for 
journeys from home lo the hospital where principal duties He 
Where a whole-time officer travels from his home to the main 
hospital either before and/or after an official journey, travels direct 
from his home to the place visited, or returns direct from that 
place to his home, mileage allowance to be payable for the whole 
distance travelled, subject to a maximum based on the return 
journey from the officer’s main hospital to the place visited plus 
20 miles. 
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Ordinary mileage allowance to be paid for the distance equal to 
the return journey between the officer’s main hospital and the 
place visited. The additional twenty miles to be paid for as follows; 
(0 K the officer is the holder of a current season ticket for 
travelling between his home and hospital — at the appropriate 
rate as detailed above. 

(ii) If the officer is not a season-ticket holder — the appropriate 
rates less lid. a mile. 

(e) Garage Expenses, Toils and Ferries 

An officer using his private motor-car for official travelling to 
be repaid any charges necessarily incurred for tolls and ferries, 
and, subject to the production of vouchers, for parking fees, and 
to be granted a fiat rate allowance for garaging of 2s. a night if 
he is necessarily absent overnight in circumstances which entitle 
him to night subsistence allowance. 

( f) Subsistence Allowances 

(1) For officers in receipt of a salary or £760 per annum or over: 
(i) An allowance not exceeding 30/- to be payable in respect 

of each night when the officer is necessarily absent from his 
home or main hospital on the business of the employing authority. 
The allowance to be reduced to 25 '6 a night after the first seven 
nights at one place and to be further reduced after 2S nights if 
the stay extends beyond that period. 

1 (if) A night allowance to be deemed to cover a single period 
of absence of 24 hours. 

(iii) A day allowance in respect of duties not involving a night's 
absence to be payable at the rate of 3/6 when an officer is 
necessarily absent from his home or main hospital for more than 
five hours but not more than eight hours, and at the rate ofS’4 
when his absence exceeds eight hours. 

(2) For officers in receipt of a salary of less than £760 per 
annum the following rates to be substituted for those in (1) above: 

(i) A night allowance of 24/- (IS/- after the first seven nights 
and up to a maximum of 28 nights in one place). 

(ii) A day allowance of 216 for an absence of more than five 
hours and less than eight hours, and of 6’- for an absence 
exceeding eight hours. 

(3) Payment of the allowances in (1) and (2) above to be subject 
to the following overriding provisos: 

(u) day allowance not to be paid in respect of any period 
spent at a hospital as part of the normal duties of the officer 
concerned; 

(b) night allowance not to be paid in respect of any period 
during which accommodation is provided without charge at a 
hospital; and 

(c) day allowance not to be paid for any period during which 
subsistence is provided without charge at a hospital. 

(4) Any meals taken by an officer at a hospital in the course of 
his normal duties to be charged for. 

(g) Postage, etc. 

Boards to reimburse any expenditure necessarily incurred by an 
officer on postage of telephone calls in the service of the board, 
through the periodical claim for travelling and subsistence. 

(6) Conferences, Visiting, etc. 

See Appendix C on “ Study Leave, Conferences, etc.” 


18. Medical Examination on Appointment 


The passing of a medical examination to be a condition of 
appointment of all officers w ithin the scope of the National Health 
Service Superannuation Scheme, other than those who are trans- 
ferred under the National Health Service Act. The fee for examina- 
tion to be paid by the appointing authority. 

The examining doctor to be asked to certify that the candidate 
is “ free from any physical defect or disease which now impairs 
his capacity satisfactorily to undertake the duties of the post for 
which he is a candidate.” 


Ministrv- of Health, . 

Whitehall, S.W.l. 


March, 1949. 
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APPENDIX A 

Clinical Specialists engaged in Teaching of Medical or Dental 
Students 

1. Whole-time Clinical Posts in Medical or Dental Schools 

As already announced by the Chancellor of the Exchequer, the 
rates of salary to which the University Grants Committee will 
have regard in making grants to universities are as follows (operating 
from April 1, 1949): 

Professors: Within the range of £2,250 to £2,750. 

Lecturers: £600 to a maximum within the range of £1,500 to 
£2,000 (or £2,500 for posts carrying special responsibility). 
Readers: Within the range of £1,500 to £2,000 (or £2,500 for 
posts carrying special responsibility). 

In addition, holders of these posts to hold an honorary (unpaid) 
appointment with the appropriate hospital board or boards, but 
to receive from the board payment of appropriate expenses, like 
other specialists, for hospital work. Also to be eligible for distinc- 
tion awards, the additional remuneration being paid by the univer- 
sity or school and reimbursed to them by the board. 

Note: Where exceptionally teachers (including part-time clinical 
professors or heads of university clinical departments) devote a large 
portion of their time to university work, to be paid the relevant 
proportion of the whole-time salary and distinction award by the 
same method as their whole-lime colleagues. 

2. Part-time Clinical Teaching Posts 

Specialists performing teaching duties concomitantly with, or 
separately from, their clinical work to be remunerated by hospital 
boards like other specialists (including distinction awards and 
expenses) but in addition to be remunerated by the university or 
school in recognition of their teaching duties at a rate which appears 
to the university or school to be appropriate to those duties. 

APPENDIX B 

Private Practice and Retention of Fees 

1. Private Practice 

Whole-time officers not to be entitled to enter into arrangements 
with private patients under Section 5(2) of the Act to undertake 
private practice. The contract of a whole-time officer normally 
to provide that he may be called on to treat patients occupying 
Section 5 beds without additional remuneration. A part-time 
officer to be able to agree with a board that he will treat patients 
in Section 5 accommodation, in return for remuneration by the 
board, without charging the patients a private fee for his profes- 
sional services. 

2. Payments for Professional Services not within the scope of the 

Hospital and Specialist Service 

N.B. — Before determining the entitlement of officers to retain 
payment for such services it has been necessary to consider, in the 
light of the Minister’s statutory responsibilities under the Act, 
the wider question of payments from outside sources to hospitals 
ndfor to members of hospital and medical staffs for the rendering 
f medical reports on patients who are receiving treatment, and 
or the examination, diagnosis and rendering of reports on persons 
referred to hospitals for these purposes only. 

(n) All work of this kind to be divided into the following 
two categories: 

Category l ; work which may properly be regarded as within 
the scope of the hospital and specialist services provided under 
Section 3 of the Act; and 

Category II; work which cannot be regarded as within the 
scope of the service but which may for convenience be done 
at hospitals or by members of hospital medical staff, 
in accordance with the principles indicated and illustrated by 
reference to examples in the schedule attached to this appendix. 

<*) Services which are in the first of these categories to be 
a\.n able free ofeharge to any person reasonably requiring them, 
t embers of hospital medical staffs to be permitted to provide 
services which are in the second category at hospitals or else- 
where, where in the opinion of the board or committee their 
prowsiort would not interfere with other hospital activities or 
w;th the proper discharge of the hospital duties of the officers 


concerned; but services in this calcgdry to be available to persons 
requiring them (including Government Departments) only on 
payment of appropriate charges. Where hospital laboratory or 
radiological facilities arc used, such charges represent two 
elements: (a) payment for professional services and (6) payment 
of hospital costs. Where hospital laboratory or radiological 
facilities are not required, no charge to be made for the use of 
hospital premises, payment being in respect of professional 
services only. 

(c) Whether the practitioner concerned bo a whole-time or a 
part-time officer, all charges in respect of professional services 
to be retained by him or remitted to him by the board or 
committee according as the tnoncy is received by the practitioner 
himself or (as is expected to be the more convenient course when 
the work is done in hospital) by the board or committee. 

(<-/) Where hospital laboratory or radiological facilities are 
used, one-third of whatever payment is made for the item of 
service provided to be retained by or remitted to the board or 
committee, in respect of hospital costs. 

SCHEDULE 

Category I: Work which is within the scope of the Hospital and 

Specialist Services provided under Section 3 of the Act 

(a) Examination and diagnosis and the furnishing of any report 
reasonably required in connexion therewith on a person referred 
to the hospital and specialist service for this purpose from a medical 
source for a second expert medical opinion is regarded as within 
the diagnostic service which it is the Minister’s duty to provide. 
Examples are: 

(i) examination and report on a person referred by a medical 
board of the Ministry of Pensions; 

(ii) examination and report on a person referred under the 
National Insurance (Industrial Injuries) Act, 1946, by a regional 
medical officer of the Ministry of National Insurance or by a 
medical board or medical appeal tribunal for the purposes of 
that Act; 

(iii) examination and report on a person referred by a medical 
referee appointed under the Workmen’s Compensation Act, 
1925, or under a schefnc certified under Section 31 of that Act; 

(iv) examination and report on a person referred by a medical 
recruiting board of the Ministry of Labour and National Service; 

(v) examination and report on a person referred by a medical 
interviewing committee set up by the Ministry of Health to 
advise disablement resettlement ^officers of the Ministry of 
Labour and National Service on the working capacity of disabled 
persons; 

(vi) examinations and reports on members of H.M. Forces or 
their families referred by medical officers of His Majesty’s 
Forces who are treating them; 

(vii) examinations and reports on patients referred (in con- 
nexion with treatment) by medical officers of education authori- 
ties or local health authorities. (N.B. — Reports- required on 
employees by these authorities in their capacity as employers 
are included in category II(a)(iii) below.) 

(b) X-ray examination of any person resorting to or referred to 
a mass radiography unit, and the furnishing of a report, if required, 
of the result of such examination, to be undertaken as part of the 
diagnostic service provided under Section 3 of the Act. 

(c) Examinations and the furnishing of written reports on the 
mental or physical condition of offenders referred by courts under 
Sections 24 and 26 of the Criminal Justice Act, 1948, to be under- 
taken as part of the diagnostic service provided ^under Section 3 
of the Act. 

(d) The furnishing of a report to a patient who is under treatment 
at the time when the report is asked for, or with his consent to an 
interested third party, when the information required con be given 
without a special examination of the patient by reference to hospital 
records or from knowledge acquired, in the course of attendance 
on the patient, is regarded as work which arises directly out of tht 
provision of treatment under Part II of the Act. Such work i- 
therefore within the scope of the hospital service. (N.B. — R ' 
special examination of the patient is required, or the information 
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requested cannot be given readily from knowledge of the case, the 
work would fall within category 11 below.) 

The following are examples of reports or certificates which it 
would normally be possible to provide without special examination 
of the patient: 

(i) progress reports required b> the Ministry of Pensions on a 
pensioner who is receiving hospital treatment; 

(ii) reports requreJ by employers (including Government 
Departments and local authorities) on employees who are 
receiving treatment (c.g , reports required in connexion with 
sick leave, superannuation or retirement questions, etc.). 
(Employees who are not receiving treatment are referred to 
under category I[(o)(in) below); 

(iii) the “ first ” certificate of the cremation certificates required 
by relatives, where the deceased had been receiving hospital 
treatment. (N.B. — The “ first ” certificate would normally be 
given by the practitioner who had attended the patient in hospital, 
and would not invob e a special examination. For the “ second ” 
certificate see (c)(x) of category II below.) 

Category II; Work which is not within the scope of the Hospital and 
Specialist Services provided under Section 3 of the Act 

(a) The folio win; are examples of examinations, reports, etc., 
which, when they do not fulfil any of the conditions referred to in 
paragraphs (a), ( h ), (c) and (d) in category 1 above, are outside the 
scope of the hospital and specialist service: 

(i) any report on a patient not under treatment at the time 
the report is asked for, or any report involving special examina- 
tion of the patient other than those in (a), ( b ), (c) of category I; 

(ii) .r-ray examinations and reports for prospective emigrants; 

(iii) examinations and reports on candidates for admission 
to training colleges for teachers; 

(iv) examinations and repons required by employers (including 
Government Departments and local authorities) on employees 
or prospective employees. (N.B. — These would, therefore, 
normally be in category II where the employees or prospective 
employees were not receiving hospital treatment but were 
referred to hospitals or to members of hospital medical staffs 
specially for the purpose of examination and report.) 

(v) examinations and reports on private citizens in connexion 
with legal actions; 

(vi) examinations and reports for coroners; 

(vii) examinations required for life insurance purposes; 

(viii) certificates required under the Blind Persons’ Act; 

(ix) attendance at court hearings as medical witnesses; 

(x) the “ second ” certificate of the cremation certificates 
required by relatives, where th'e deceased had been receiving 
hospital treatment. (N.B. — The “ second ” certificate would 
not be given by the practitioner who had been attending the 
patient. For the “ first ” certificate see (dj(iii) of category I.) 

(b) Other work in this category includes: 

(i) lectures given by members of hospital medical staffs to 
nurses, etc., or to the lay public; 

(ii) services performed by members of hospital medical staffs 
for Government Departments as members of medical boards; 

(iii) general practitioner services given by a hospital medical 
officer under Part IV of the Act to members of the hospital staff 
who are on his “ list." 

APPENDIX C 
“ Study ” Leave, Conferences, etc. 

“ Study ” leave (as defined in this appendix) to be granted in 
rcordance with the following scheme. The scheme to be provi- 
onal and subject to reconsideration when experience has been 
lined of its operation. 

Genera! Rules 

1. Study leave must be for the purposes of study (including 
search), teaching, examining, taking examinations, visiting clinics, 
r attending meetings or conferences of a wholly scientific or 
linical character. 


2. Where the purpose of study leave is to enable the officer to 
undertake work for which he wall receive fees (e.g., teaching and 
examining) the leave should normally be without pay or expenses. 

3. Where study leave is granted with pay the officer must not 
undertake any remunerative work without the special permission 
of the leave-granting authority. 

4. Study leave cannot be claimed as a right. 

5. Study leave can be added to periods of ordinary' leave. 

A. For short periods, i.e., not exceeding 7 days. (Normally 
such study leave would be granted for periods of 1 or 2 days, 
but in exceptional cases leave up to 7 days may be granted.) 

1. Without pay or expenses — at the discretion of the hospital 
management committee or board of governors. 

2. With pay but without expenses — at the discretion of the 
regional hospital board or board of governors, though authority 
may be delegated to a hospital management committee. 

3. With pay and expenses — at the discretion of the regional 
hospital board or board of governors, subject to the rules 
governing the payment of expenses. 

. B. For periods exceeding 7 days but not exceeding 3 months 
(13 weeks). 

. 1. Without pay or expenses — at the discretion of the regional 

hospital board or board of governors. 

2. With pay but without expenses — at the discretion of the 
regional hospital board or board of governors. 

(а) Any period of such study leave in excess of 3 weeks will 
involve a surrender of one day’, ordinary leave for every 
additional day of study leave granted, e.g., an absence of 
5 weeks will involve the surrender of one week’s ordinary 
leave; a period of 9 weeks’ leave will involve the surrender of 
3 weeks’ ordinary leave. 

(б) For this purpose ordinary leave, not exceeding 3 weeks 
in all, may be carried forward from the immediately preceding 
leave year. 

3. With pay and expenses — at the discretion of the regional 
hospital board or board of governors, subject to the foregoing 
and the rules governing the payment of expenses. 

Note: (a) Not more than one period of leave under B 2 or 
3 may be granted to one officer in any one leave year. 

(6) Where an officer is employed by more than one board 
the leave must be approved by all the boards concerned. 

C. For periods exceeding 3 months (13 weeks). 

1 . Without pay or expenses — at the discretion of the regional 
hospital board or board of governors. 

2. With pay but without expenses 1 to be referred to 

3. With pay and expenses ) Ministry for decision. 

II. Payment of Expenses 

1. Where officers are teaching, examining, attending meetings 
or conferences or visiting clinics, etc., at the instruction of'the 
regional hospital board or board of governors, no question of 
study leave arises, and expenses will be paid in the usual way 
and at the usual rates. Expenses in connexion with taking 
examinations (fees, travelling, subsistence) will not be paid. 

2. Where officers have applied for study leave with pay for 
any of the normal reasons and the board is of opinion that the 
leave is of advantage to the service, the cost of travelling and’or 
subsistence may be defrayed wholly or in part at the usual rates. 

3. While it is desired to give regional hospital boards and boards 
of governors the maximum amount of discretion in the granting of 
study leave, it is nevertheless necessary to obtain a fairly uniform 
policy in the matter of defraying expenses. For this purpose 
boards should limit their annual expenditure within the budgets 
already approved under both heads (i.e., 1 and 2) as follows: 

Teaching hospitals — 

(а) Undergraduate — £S03-£I,200 according -to size and 

circumstances. 

(б) Postgraduate — up to £1,200 according to size and 

circumstances. 
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Regional hospital boards (including hospital management 
committees in the region) — 

(a) Oxford and Cambridge 

(ft) Newcastle Leeds 
Sheffield Liverpool 

Bristol Wales 

(c) Metropolitan regions 
Manchester 
Birmingham 

(a) Where the expenditure of a board for the year 1949-50 
is likely to exceed the total stated, and it is not possible to meet 
the additional cost from “ free moneys ” at the disposal of the 
board, application should be made for permission to increase 
the amount allocated within the budget for these purposes. 

(h) The foregoing estimates relate to expenditure on behalf of 
' medical and dental officers. 

(e) Regional hospital boards and boards of governors may 
combine to defray the total or part cost of an officer’s travelling 
or other expenses. 


. . £ 1,200 
. . £1,600 

. . £ 2,000 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which arc under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Non-County Borough Councils. — Dartford, Wallscnd. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 


Correspondence 


Selfish Attitude 

Sm, — As one of the “ Bevan Boys ” may I be permitted to 
express my view on the fight we have with the executive 
councils and the local medical committees, with whom the 
former work in consultation ? 

It is very regrettable that in our profession we should find 
members who do not practise the charitable virtue of “ live 
and let live." Many of us have known to our sorrow the 
tyranny with which some local medical committees act, some- 
times supported unnecessarily by executive councils in refusing 
an application from a doctor. In some instances there are 
doctors in the area with a number of patients on their lists 
exceeding the maximum number permitted by the Act, yet an 
"... executive council will support such selfish local medical com- 
mittee to say that the area is sufficiently or over-doctored. 

Unfortunately sometimes the applicant is ignorant of the 
enson for his being refused permission. The official intima- 
tion in my case was worded that my application had not been 

supported by the executive council. This ignorance of the 

r *:^ on ,s a handicap for the doctor, for it makes an appeal 
dit icult. In my case, accidentally, which was fortunate, 1 ‘got 
to know the reason. The profession may be surprised to learn 
mi u was chiefly the nightmare of the possibility of having 
to paj the dreaded basic salary to help set a new doctor — 
called an outsider — on his way. 

It was with particular satisfaction, therefore, that one read in 
Ik. Supplement of Feb. 19 (p. 85) that an authority like Dr. 
imVrAa , " pudlic,y administered a timely reproof to those 
effi h doctors. We read in the Press how doctors bemoan 
r lon S and arduous hours of work since July 5 1948 but 

■ n Za™° r att , empt J° e ° to such an a « a > suddenly these 
l h,T ’ rca dy- to 'drop doctors will discover that they 
come r tfX T'F *? put up resistance against a new- 
imch~ckcd f in, « f fis ? at,, . ,ude werc ffilmved to assert itself 
impossible in our profesriom C °'° Perat,0n and e ° od relations 

!. h n f ° ll0 l ving suggestions to the Association 
*" bcha,f of lhc Bcvan ®oy" doctors’? (1) That the doctor 


applying to an executive council be notified of the time, place, 
and date at which his application will be considered, so that 
he can avail himself, if he so desires, of the opportunity of 
learning at first hand how the decision was arrived at ; alter- 
natively, that the Medical Practices Committee be asked to 
inform such a doctor of the grounds of his being refused per- 
mission. This obviously will enable the doctor to know how 
to prepare his appeal. (2) That executive councils be required 
to give accurate and full facts as are available at the material 
time to any doctor making inquiries about an area. 

It is desirable that the executive councils should be not only 
strictly impartial, but manifestly so. — I am, etc., 

Lancashire. E. A. SttAtSU. 


Graduated Capitation Fee 

Sir, — The present suggested scheme of capitation fee fot 
G.P.s docs not take into consideration the principles that more 
experienced practitioners should be paid more than inexperi- 
enced practitioners, and that young active men can work 
longer hours or at a more rapid rate than the more elderly. 
I feel that insufficient attention has been paid to these problems 
and that sliding scales for different patients on the same doctor': 
list and mileage allowances to rural practitioners are be 
patches to prevent the newly launched Service from sinking. 

The normal expectation of years in general practice i 
probably 40 — e.g.. from age 25 to 65. No man of 65 shouk 
be forced to work as hard after 40 years' general practice a 
he did at 25, but until a new system of payment is introduce 
economic circumstances wilt compel him to do so. Thi 
could be solved by the following method : (1) Have a bash 
capitation fee of, say. .vs. (2) For every year after registratioi 
add I /40 of .vs. (3) Maintain the present limit of lists o 
4.000 up to the age of 50 and thereafter scale it down to 2.001 


. Age of G.P. 

Maximum No. 
on List 

Capitation Fee 
in Shillings 

Income in 
Shillings 

25 . . 

4.000 

X 

4.000.V 

35 . . 

4,000 

x + 10/40 ,x 

5.000.x 

45 . . 

4.000 

■v + 20/40 X 

6,000.x 

55 . . 

3.000 

X + 30/40 X 

5, 250.r 

65 

2,000 

x + 40/40 X 

4,000-v 


This would help to solve the problem of distribution c 
doctors. Young and vigorous doctors would be encouraged t 
work hard in the less popular areas and as they grow olds 
would probably gravitate to the more attractive district 
where the increased capitation fee would balance the reductio 
in their lists. It is also seen from the table that the middlf 
aged G.P. with maximum financial responsibilities, educatio 
of family, etc., is more amply rewarded for liis: experienc 
while the elderly practitioner, by reducing his work to a ha 1 
and having a double capitation fee, can remain alive an 
have a reasonable chance of enjoying his retirement withot 
prematurely sclerosed arteries. — I am, etc., 

Hove. Sussex. . A. MACFARLANE. 

Whitley Council Machinery 

Sir,— It appears that the local authority associations are sti 
preventing the start of negotiations for members of the Pub! 
Health Service. If precise proposals have been put forwai 
and accepted for a Medical Whitley Council, why cannot 
commence with consideration of salaries of regional hosptt 
board medical officers, and the other public health salari 
will follow ? , 

Regional medical officers are committed to the Whitl 
machinery and to my knowledge no barriers exist to preve 
these now being considered. Practically all the medical office 
arc ex-public-health officials, and it is of interest to note th 
appointment to regional hospital board posts was ’ invariab 
at the bottom of the salary scale with no consideration f 
former placing on local authority scales. 

In order to avoid the anomalous situation which has alreai 
arisen , under the Whitley machinery in adjusting board 
management salaries to . a higher level than regional boa 
officials, prior to even considering the latter, it would appe 
only correct that, in considering public health salaries, y< 
should start at the “ top ” and work down. It is cold comic 
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to a medical officer transferred to these more responsible 
regional posts to anticipate that they shall be left behind — 
like the cat’s tail! — 1 am, etc., 

Dundee. G. C. TAYLOR. 


Sliding Scale Unfair 

Sir, — I fail to see the fairness of the suggestion for a sliding 
^ scale capitation fee. The doctor with 3,000 to 4,000 N.H.S. 
patients is probably a keen, hard-working, good, and popular 
doctor. He cannot be a lazy and bad doctor for so many 
patients to choose him. The doctor with only 1,000 N.H.S. 
patients is either a lazy and/or “ bad ” doctor, or working in 
an attractive neighbourhood where there are, in consequence, 
a large number of doctors. Exceptions of course there must 
be, such as very sparsely populated rural areas, etc. 

On entering practice a number of us had to choose a rela- 
tively unattractive place where the financial side was good, 
although the work harder. I fail to see why now we should 
be paid relatively the same as those living in more attractive 
. places. Most of us -have only accepted our old patients on 
i our N.H.S. lists, and to receive more for Mrs. Smith who was 
in our first 1.000 than Mrs. Jones who was in our fourth 1.000 


seems ridiculous. The sliding scale would benefit and encourage 
the lazy doctor, with the present high taxation. By all means 
see that the doctor with 2.000 patients has a decent living wage, 
but see that the doctor with twice as many patients receives 
twice 3S much. Taxation will do the "unfair” adjusting! 

Let us strive for initiative in our work, avoiding all of us 
being brought down to the same level ; more the work, more 
the pay — otherwise it cannot be fair. — I am, etc.. 


Ely, Cunt*. 


J. B. BamFORD. 


Cost of the N.H.S. 


. ~ Sir, — Dr. Ffrangcon Roberts omits to mention in his article 
, on “The Cost of the N.H.S.” ( Journal , Feb. 19, p- 293) 

. certain important aspects of the problem. It must be seen 
in the light of total Government expenditure, and only then 
'' can we decide if the amount of money is being well spent. 
The Labour Party made promises in 1945 about extending 
essential social, educational, and health services. But one by 
one these promises have been excused and reduced in scope. 

. Instead, it seems that it will take a quarter of a century to 
clear the housing lists, no new schools have been built in the 
London area, and no health centres are to be built within a 
’ reasonable time. This major strategy is of great importance 
to anyone interested in the purpose of bis profession, and 
discussion about it in the Journal is not out of place. The 
budget these days is entirely one of peace and war arithmetic. 
The U.N.-charter demands that a certain amount of 
strength is required for peace. But the £760 million which 
we intend to spend on arms is far beyond our needs or even 
our ability. Mr. Bevan’s £230 million plus £85 mill on is 
dwarfed by this sum, but has carried much more opposition. 

One need only take an afternoon stroll in any one of our 
big cities to see how money is being wasted on unnecessary' 
building, for instance. But we know how desperate are the 
folk on the housing lists and we know that their basic need; 
are being put behind the building of a new South Bank ot the 
river and a £12 "million aeroplane. No one quarrels with 
Dr. Roberts’s attack on “ luxury medicine,” but most of your 
readers can give examples all over the country where a i. e 
more essential equipment would make all the difference o a 
competent service. Cuts in this sort of expenditure must be 
fought tooth and nail, and the Journal could do a great serv.ee 
in publishing details of fact contrasting wastage and needs 


wherever possible. — I am, etc., 
London. N.W.3. 


C. F. HcvdSTO.v. 


than was thought seemly, and it had therefore been assumed 
that the. time taken for the consultation had been less than 
half an hour. 

No charge has been made that the work in any instance has 
been carelessly or indifferently carried out ; no allegation has 
been made that inaccurate prescriptions have been given ; and 
no. statement has been made by patients expressing dissatis- 
faction with their reception, treatment, or the results of such 
treatment. 

In the first place there was no expressed or implied con- 
tractual obligation that the actual consultation must be one 
of half an hour. That may have been in the Minister’s mind 
but was not committed to paper. What was agreed was that 
the practitioner should give — in his own rooms, using his own 
equipment, and assisted by his own auxiliaries — to patients 
under the S.O.S. a consultation, for which the recognized 
private fee is 3 guineas, for H guineas. 

The Minister has not advocated a ca’ canny policy in any 
other branch of medicine. In the hospital service, for example, 
whether in out-patient clinic or operating theatre, the practi- 
tvonw. in erdef to implement -fee Service and to cope with 
the enormous demands made upon it, must work to capacity. 

No complaint is made by the authorities, for there he is paid 
on a sessional basis, and the more patients he deals with the 
better value be is giving to the Minister. 

If too much is being paid to a few practitioners then it 
might be reasonable to suppose that either individual action 
could be taken or an arbitrary limit or ceiling could be 
imposed, as in the cases of dentists, general practice, domiciliary- 
visits, and weekly sessions. 

The sequence, however, is dear : the original estimate for 
ophthalmic services was £2 million ; the revised estimate is 
£121 million ; the Treasury jibs ; the Minister quakes ; and the 
unorganized and inarticulate doctor pays. — I am, etc, 

Liverpool. A. McKlE REID. 

Display of Hearing-aids 

Sir, — A s an otologist interested in hearing-aids since sitting 
at the feet of the late Dr. Phyllis Tookey Kem'dge, I feel 
that all medical men will very strongly endorse the words of 
Mr. O. C. Leadbitter (Supplement, Feb. 12. p. 78). Surely it 
flavours of totalitarianism to forbid hearing-aids made by 
reputable firms from being demonstrated to patients attending 
hospital clinics ? At these clinics it has been the practice to 
show and test patients only with those instruments which have 
been made by firms holding the certificate of ethical trust- 
worthiness issued by the National Institute for the Deaf. Now 
the Government “ Medresco ” is available (at the moment in 
very small numbers, and with questionable efficiency of its 
mass-produced leads, earpieces, etc.) it seems only fair to 
pafients to allow them the choice of this free aid (when they 
can get it) or a good proprietary aid where its sale is ethically 
correct and its financial liabilities fully explained and 
understood. 

This Government should not refuse to allow- comparison . 
and competition with its own products, even though it persists 
in its refusal to allow any financial help towards the purchase 
of a proprietary article. Everyone will be pleased if the present 
Minister of Health "kills” the charlatan hearing-aid firms 
who have waxed rich on wicked advertisements and tricks, but 
there is no justice in classifying the reputable firms with th? 
bad ones. A grave disservice is done both to the good firms 
and to the deaf-public. 

A point about the Medresco which may not be known to 
all is that this Government-sponsored aid — i.e.. financed by 
public funds — is being sold abroad. The charge is less than 
that of good “proprietary” aids. In view of the enormous 
waiting-lists in this country it might be considered justifiable 
to expect the Government to allow reputable proprietary firms 


. Supplementary Ophthalmic Service 

• ' Sir, — The totalitarian pattern is unfolding— sentence before 
trial, mass punishment, the deprivation of the many m retalia- 
tion for the possible delinquencies of the few. The ’ limster 
is to reduce the Supplementary Ophthalmic Service fee rom 
H guineas to 25s. because an investigation earned out on 
: of practitioners in certain areas only revealed that an unspeci-, 
fied number of this 5% had earned more in consulting tees 


the foreign market, and so hasten the slow delivery of Medresco 
aids m this country. — I am, etc,, 

Lcrdon. W.l. IAN G. ROBIN. 

Dangerous Drags Act : Restoration of Authority 
The Home Office announces that the authorities granted by the 
Dangerous Drugs Regulations under the Dangerous Drugs Act, 1920, 
hate been restored to Dr. John Joseph Coghlan. - • 


J58 March 19, 1949 


ASSOCIATION NOTICES 


SUPPLEMENT to the 
British Medical Jor«.v.«. 


Association Notices 


B.M.A. LIBRARY 

The normal Library hours will be resumed on April 4. Times 
of opening and closing will be; Monday to Friday 9.30 a.m. 
to 6 p.m., Saturday 9.30 a.m. to 12.30 p.m. 


ELECTION OF MEMBERS OF COUNCIL 
Notice is hereby given that nominations of candidates for 
election as members of Council, 1949-50, ( a ) by the following 
Branches, (6) by Public Health Service members, and { c ) by 
women members must be forwarded in writing so as to reach 
me not later than Saturday, April 23, 1949. 

Twenty-two Members by Branches in Great Britain and 
Northern Ireland 

Nd. of Members of 
Council to be 
Elected by Group 


Group A. — North of England , . . . 1 

Group B. — East Yorks; Yorkshire 1 

Group C.- ■ • . . » „„„ nefl ; re aQ< j Cheshire . . . . 2 

Group D '■ ■ — -» . Lincoln- 

■ .... 1 

Group E ■ an; Esses; 

. ■ • ' . '■ ptotvshire; 

Suffolk .. .. .. .. J 

Group F. — Berks, Bucks and Oxford ; Birmingham; Stafford- 
shire . , . . . , , , , , . . 1 

Group G. — North Wales ; Shropshire and Mid-Wnles , . 1 

Group H. — South Wales and Monmouthshire . . , . . . 1 

Group I — Metropolitan Counties 4 

Group J.— Bath, Bristol and Somerset; Gloucestershire; 

Worcestershire and Herefordshire . . . , 1 

Group K.— Dorset and West Hants; South-Western; Wilt- 
shire . . , . ! 

Group L — Southern; Surrey 1 

Group M.— Kent; Sussex I 

Group N. — Aberdeen; Dundee; Northern Counties of Scot- 
land ; Perth . . 1 

Group O — Edinburgh; Fife 1 

Group P —Glasgow and West of Scotland (Glasgow Division) 1 
Group Q — Border Counties; Glasgow and West of Scotland 

(Five County Divisions) ; Stirling . . . . 1 

Group R. — Northern Ireland t 


Public Health Service Members 

Two members of Council are nominated and elected by mem- 
bers of the Association employed in the Public Health Service 
as defined in By-law 1 (3). Candidates must be members of 
the Public Health Service as so defined. 

One Woman Member 

One woman member of Council is nominated and elected by 
women members of the Association. 

Nominations 

The nominations must be on the prescribed forms, copies of 
which can be obtained on application to me. A notice will 
be published by the Council in the British Medical Journal 
{ Supplement ) on May 7, 1949, of the candidates nominated. 
Where contests occur, voting papers will be issued on May 14, 
1949, containing the names of all duly nominated candidates, 
from the Head Office, British Medical Association, Tavistock 
Square, London, W.C.i, to each member in the Group, or to 
the Public Health Service members, or to women members. 
A notice will be published by the Council in the Supplement 
of lune 4, 1949, giving the results of the elections where there 
have been contests. 

Charles Hill. 

Secretary. 


Meetings of Branches and Divisions 
Coventry Division 

with Dr rd, A °F G vv C ri'L M - CCti , n i. E of u ll ? e Di I isicm was held on Fe 
2.',' — ■ A- F. Wright m the chair. Dr. Clayton M O H 
Cot entry introduced the subject “Health Centres an 4 out! 
»? clc lonments of proposals. He was followed bv Mr D c 

ia,ir spa 


Diary of Central Meetings 
March 

22 Tucs. Subcommittee on Training of Assistants, 11.30 a.m. 

22 Tues. Committee on the Postgraduate Education of General 
Practilioncrs, 2 p.m. 

22 Tucs. Joint Subcommittee on Association of General Practi- 

tioners with Hospitals, 2 p.m. 

23 Wed. Council, 10 a.m. 

24 Thurs, Ethical Rules Subcommittee, 12.15 p.m. 

29 Tues. Special Representative Meeting, 10 a.m. 

30 Wed. Special Representative Meeting, 10 a.m. 

April 

4 Mon. Joint Committee of B.M.A. and National Veterinary 
Medical Association, 2 p.m. 

6 Wed. Health Centre Committee, 2 p.m. 

11 Mon. Armed Forces Committee, 2 p.m. 

12 Tucs, Proprietary Medicines Committee, ! 1 a.m. 


Branch and Division Meetings to be Held 

The following meetings have been arranged for consideration of 
(n) Report of Council on the Constitutional Position of the Associa- i 
tion, and/or (6) Report of Council on Remuneration of General 
Practitioners in the National Health Service, and/or (c) Instruction 
of Representatives to Special Representative Meetings on March 29 
and 30: 

- Blackburn Division.— At Town Hall, Blackburn, Tuesday, March 
22, 8.15 p.m. 

Chelsea and Fulham Division.— At Fulham Town Hall, S.W., 
Friday, March 18, 8.30 p.m. for 8.45 p.m. 

Hastings Division.— At Ball Room, Castle Hotel. Wellington 
Square, Hastings, Sunday, March 20, 3 p.m. All medical practi- 
tioners in the area of the Division are invited. 

Huddersfield Division. — At Huddersfield Royal Infirmary 
Tuesday, March 22, 

Kingston-on-Thames Division.— At Public Assistance Offices, '35, 
Coombe Road, Kingston-on-Thames, Friday, March 18, 8 p.m. for 

8.30 p.m. 

Macclesfield and East Cheshire Division.— A t Macclesfield 
General Infirmary, Sunday, March 20, 12 noon. 

North Middlesex Division— At Prince of Wales Hospital, 
Tottenham, N., Sunday, March 20, 3 p.m. 

Portsmouth Division.— A t Royal Beach Hotel, Southsea, Sunday, 
March 27, 6 p.m. 

Salisbury Division.— A t Old Manor, Salisbury, Sunday, March 20, 

2.30 p.m. 

South Essex Division.— A t Nurses' School, Oldchurch Hospital, 
Romford, Friday, March 18, 9 p.m. 

Willesden Division.— At Willesden General Hospital, Harlesden 
Road, London, NAV., Tuesday, March 22, 9 p.m." All medical 
practitioners in the area of the Division are invited. 

Winchester Division.— At County Hospital, Saturday, March 19, 

3 p.m. 


Bath, Bristol and Somerset Branch.— At Bristol General 
Hospital, Guinea Streel, Bristol, Wednesday, March 23, 8.30 P-nt- 
Clinical meeting. 

Hendon Division.— At Hendon Hall Hotel, Wednesday, March 21. 
Dr. Helen Mackay ; “ Infant Feeding.'' 

Kent Branch. — Tennyson-Smith Golf Cup: preliminary rounds 
must be played before May 31 and the final round before June 14. 1 
Compctitiors should send entries to their. Divisional secretary, by ' 
March 31 stating handicap and the day of the week most convenient • 
for playing. The winner lor each Division will compete in the final 
round. 


Mid-Cheshire Division. — At Nurses’ Pre-training School, Green- 
wood Street, Altrincham, Sunday. March 27. 3 p.m. Mr. A. Lawrence 
Abe! : “ Some Common Diseases of the Rectum and Anal Canal, 
with a cinematograph film of the abdomino-perineal operation for 
carcinoma of the rectum. All medical practitioners in the area ot 
the Division are invited. 


Oxford Division.— A t Maternity Lecture Theatre. Radciiffe 
Infirmary, Oxford, Wednesday, March 23, S.15 p.m. Address by tnc 
Rev. Leslie D. Weatherhead : “ The Church and Medicine.” 

Portsmouth Division.— A t Royal Beach Hotel, Southsea, Friday. 
March 25, 9 p.m. Annual Medical “ Family Bali.” 

Reigate Division. — Golf competition at Tandridge GoSt Club. 
Oxted, Thursday, April 28, 2 p.m. Those intending to play snonra 
notify Dr. Laing, Brambletye, Limpsfield, as soon as possible, gnu’s 
telephone number. i 

Westminster and Holborn Division.— Joint meeting, with Chelsea 
and Fulham and Kensington and Hammersmith Divisions at i° s ' 
graduate Medical School of the Royal Cancer Hospital, 24, Ons»« 
Gardens. Fulham, S.W., Wednesday, March 23, S.30 p.m. Professor 
A. Haddow: "Recent Progress in the Chemotherapy of Cancer. 

Open to all medical practitioners in the area of the Divisions. 

Wigan Division.— At The Hollies, Wigan Lane, Wigan, Thursday. 
March 24, 8.15 p.m. Clinical meeting. Lecture by Mr. R> 
Hartley; Breech Presentation and its Management." 
illustrated by a film. 


‘To be 
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THE PROPAGATION OF MOUSE TUMOURS BY MEANS OF 

DRIED TISSUE* 

BY 

W. E. GYE, M.D., F.R.C.P., F.R.S. 

Director of the Imperial Cancer Research Fund 


My first duty is to say that anything which is new in this 
lecture is the joint work of my colleagues, Dr. A. M. 
Begg, Dr. James Craigie, F.R.S., Miss Ida Mann, F.R.C.S., 
and myself. I have great pleasure in thanking them for 
their permission to mention researches for which we are 
all jointly responsible. 

Most of us have heard the Temark made that too much 
and too little is known about cancer. We know so much 
now about starting cancers by physical and chemical means 
and so much about the chemistry and biochemistry of 
cancer that the literature has become confused. But we 
do not yet know the cause of cancer, and of course we 
cannot, except in early favourable cases, cure it with cer- 
tainty ; and all this appears to be lamentable. Are we 
quite certain that we have studied carefully enough the 
work of the pioneers of cancer research — that we have 
not missed some clue which was clearly revealed forty 
or more years ago ? 

A brief survey of the early work of the Imperial Cancer 
Research Fund, which is representative of the researches of 
the earliest workers in experimental cancer research, is 
useful and rewarding. 

The work which proved that the familiar.animal tumours 
of mice, rats, and other small mammals are pathologically 
and biologically of the same nature as tumours of man may 
ie passed over, though even now there are diehards in 
he ranks of the profession who apparently consider that 

10 work counts unless done on man. Similarly the statis- 
ical work of Bashford, the study of the zoological distribu- 
ion of cancer by Murray, and the variety of histological 
orms of the disease may for present purposes be neglected. 
_et us confine our attention for the moment to a con- 
ideration of the prime interests of the pioneers like Jensen, 
iashford, Ehrlich, Leo Loeb, Borrel, and the many others 
vho helped to lay the foundations of cancer research. 

First of all Bashford clearly asked himself the question, 
Vhat do I mean by the cause of cancer ? He knew, like 

11 the medical world of his time, that soot caused an 
xcess of skin cancer in chimney-sweeps, and that coal-tar 
ias responsible for much skin cancer. Indeed, in the 
amous memorandum on research which Bashford drew 
;p for the Committee of the Fund one of the items specifi- 
ally mentioned — this was in 1902 — was the proposal to 
:st whether Pott's observations on the carcinogenic pro- 
erties of soot on man applied also to mice. For various 
easons this was not carried out : it was left for Passey to 

0 in 1920. As everybody knows, soot does start cancer 

1 mice. 

Bashford in his inquiries into the ethnological dis- 
ibution drew attention to the occurrence of squamous 
pi theliomas of the abdominal skin of the natives of 

•An Imperial Cancer Research Fund Lecture dclbered at the Rosa] 
otlefc of Surgeons on March 22. 


India who wear the Kangri basket for warmth. He 
arrived at the obvious conclusions that long-continued 
application of heat leads to the occurrence of cancer and, 
more important still, to the obvious error of the Cohnheim 
hypothesis of the origin of cancer in cell rests, since, so 
far as he could determine, cancer of the abdominal skin 
was confined to those natives who wore the Kangri basket, 
and it is unlikely that these were the only men who had 
skin rests in the abdominal wall. He also wrote a great 
deal about betel-nut chewing and buccal cancer. But to 
Bashford, as to all the early workers in cancer, soot and 
tar and Kangri baskets were remote causes of the disease: 
they promote or precipitate cancer but play no further part. 

The First Experimental Tumour 

The first tumour produced experimentally was by the 
application of x rays to the root of the tail of the rat. This 
was done by Clunet, in France, It is of course only the 
deliberate application to a small animal of the same pro- 
cess which the pioneers of radium and x rays did unwit- 
tingly to themselves in the course of their professional 
work. 'Nobody could suppose that the tumour incidence 
was independent of the x rays ; and nobody could believe 
that the x rays continued to act after the tumour had 
started or, in the case of the rat, could have any effect on 
the long succession of tumours in an unlimited series 
obtained by grafting small pieces in healthy rats. Bashford 
especially, and the contemporary workers incidentally, 
always distinguished sharply between what I have usually 
described as remote or adjuvant causes — chemical, physical, 
or parasitic — which lead to cancer and the intracellular 
continuing cause. This continuing cause is related to the 
pathological nature of cancer and is, in the sense in which 
we say that the tubercle bacillus is the cause of tuberculosis, 
the cause of cancer. 

But at this point comes the real difficulty of the subject 
Bashford and his colleagues could not find anything bac- 
terial or chemical in tumour tissue that could start a 
new tumour. Any extract, freed of tumour cells, failed 
to cause the formation of a new tumour ; likewise any 
tumour even partially dried was inactive. The tumours, 
in Bashford’s sense, appeared to be causeless — that is, 
there was no continuing cause. Any procedure, however 
mild, which destroyed the life of the cancer cell destroyed 
all activity of the tumour after its inoculation into an 
appropriate animal. 

Tumour-grafting 

These findings corresponded beautifully with the find- 
ings of the process of grafting tumours. When a small 
fragment of a mouse tumour is placed under the skin of 
another mouse it was found — and this has been confirmed 
by workers all over the world — that the non-malignant 
tissues, the blood and lymph sessels and connective tissue 

4503 
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which constitute the stroma of a tumour, die rapidly ; the 
central cells of the implanted tumour mass die more slowly, 
the peripheral cells of the graft alone surviving ; a new 
stroma is formed by the new host, and this stroma nourishes 
the surviving malignant cells, which grow and multiply and 
form the daughter tumour. Bashford concluded, after a 
vast amount of work, that “ cancer can only be transmitted 
experimentally by processes which allow of the continued 
growth of the tumour of one animal in other animals of 
the same species.” He could find no evidence, nor could 
anybody else, which upset this conclusion, and therefore 
it appeared to him that it is not permissible to seek for 
the cause of cancer outside the life processes of the cells. 

This naturally led Dr. Murray, Bashford’s first assistant, 
to study cells, normal and malignant, with the greatest care 
to determine whether there is any difference which might 
account for the properties of malignant cells. Murray, 
who had worked for several years with Boveri, was natur- 
ally interested in the speculations which might usefully be 
summarized under the term “ mutation,” but he could find 
no evidence which justified any belief or confidence in 
such speculations. Thus the Fund's scientific staff arrived 
at the position in 1914 that cancers are, in a phrase familiar 
at that time, just “ personal experiences ” with no cause 
except possibly some intracellular distortion which in our 
then state of knowledge was undiscoverable. The situation, 
one of extreme pessimism, is illustrated by Ehrlich’s reply 
to a young man who wished to do cancer research : “ I 
have wasted 15 years of my life in cancer research. Until 
some fundamental discovery is made revealing the nature 
of life itself not a step forward will be made in our 
knowledge of cancer.” 


The First Chicken Sarcoma 


In 1910 there came into the possession of Dr, Peyton 
Rous, of the Rockefeller Institute, a hen bearing a tumour 
which histologically was universally diagnosed as a spindle- 
cell sarcoma. This diagnosis was changed the follow- 
ing year — not by Rous — when Rous proved that cell-free 
extracts contained an agent which was capable of starting 
the tumour afresh in appropriate chickens. Here was an 
entirely new fact. All the laborious efforts of workers to 
do just this with filtrates of mouse, rat, and guinea-pig 
tumours had failed. The first chicken sarcoma examined 
by Rous succeeded, and pathologists and surgeons interested 
in cancer at once denied the malignant nature of the 
chicken tumours. The agent which multiplies with the 
growth of the tumour is now recognized as a virus. 
Electron-microscope photographs have been taken, and the 
sizes revealed by such photographs are in fair harmony 
with sizes deduced from experiments with collodion filters. 
The virus is more or less spherical and occurs in clumps 
in the tumour cells. 


Now we know of several hundred filterable tumours of 
the domestic hen. They are of different structures: some, 
but very few, are simple spindle-cell tumours resembling 
the Rous sarcoma ; others include chondromas, osteo- 
chondromas, fibrosarcomas, myxosarcomas, muscle-cell 
tumours, and so on. 


There is one strange character possessed by all these 
tumours which must be mentioned. When a tumour is 
propagated by grafting with living cells it is to be expected 
that the daughter tumour, if derived entirely by growth 
and multiplication of the implanted malignant celis,\vouId 
With Sa!T1C histological type as the original tumour. 
.K PrOpasatl0n of tumours hy means of cell-free 
f fi ht ?. cw tumour is literally new ; it is made up of 

Urus Rut ft R WhlCh have been mfeclcd b y Ibc inoculated 
v<rus. Rut it has universally been found that the inoculated 


virus can start a tumour only of the kind from which s 
is derived. Thus a spindle-cell tumour always gives rise 
to a spindle-cell tumour, an endothelioma to an endo- 
thelioma, and so on. The virus is so specialized in its 
effects that it represents in itself all the qualities and pro-] 
perties of the ceil from which it is derived. Nevertheless, ! 
an immune serum made by injecting virus from one tumou i 
will neutralize the viruses from -other types of tumour;] 
which indicates a common antigenic element. 

Filterable and Non -filterable Tumours 

It will clearly be seen from this brief account of various 
sorts of tumours that there is a fundamental difference ol 
a strange kind between filterable virus tumours and the 
non-filterable mouse tumours ; the tumours of chickens, 
the adenocarcinoma of the frog, the Shope papilloma of 
the rabbit, and now the mammary cancers of inbred mice 
all have a virus as a continuing cause, whilst the vast 
majority of tumours of the small mammals, and presumably 
of man, apparently have no continuing cause./ 

If one dwells exclusively on the non-filterable tumours 
one is driven to theorize and even to accept almost impos- 
sible explanations of cancer and to dismiss the turnouts 
from which a virus can be obtained as a disease sui generis. 
But this cannot be done convincingly ; for the filterable 
tumours of chickens possess all the properties which every- 
body acknowledges as being those of cancer and none other , 
except this one property of transmissibility with filtrates j 
and dried tissue. Manifestly if mouse tumours which have j 
hitherto resisted such cell-free propagation could be so i 
propagated, and especially if newer methods had to be 
worked out to achieve this success, the apparent funda- 
mental dichotomy of tumours would disappear and we 
should then be able to include such tumours among the 
filterable tumours without any. strain in our minds. \Vt 
should be able to regard tumours in general as being of 
one sort, as collections of cells carrying an active virus 
as the intrinsic cause. 

My colleagues and I have considered cancer literatutt 
very carefully and have come to the conclusion that two 
facts discovered long ago are possibly the key to ft® 
general problem of cancer causation. I shall now deal 
with these in turn. 

Transformation of Stroma of Epithelial Tumours 

The first fact is the occurrence of sarcomatous trans- 
formation of the stroma of epithelial tumours. This was 
observed independently by Bashford and Ehrlich, and was 
worked out by the late Professor Haaland in our labora- 
tories and by the late Dr. Apolant in Ehrlich’s laboratory’ in 
Frankfurt. It was shown by histological methods that tin 
spindle-cell tumour arises from normal stromal connective- 
tissue cells and is not, as sometimes happens in animal and 
human tumours, an alteration in shape and appearance of 
the epithelial malignant cells. >In other words, the epithelial 
cells influence the normal well-behaved connective-tissue 
cells, which then assume malignant properties. Either 
something passes from the malignant cell to the normal 
cell, or the normal cell just imitates the neighbouring malig- 
nant epithelial cell. Can we assume that a virus passes 
and becomes gradually adapted to the normal cell ? This , 
becomes more probable when we consider the frequency "' 
of this occurrence in the inbred strains of mice. 

It is now common knowledge that by brother-sister 
mating of selected mice it is possible to get homozygous 
strains of mice in which 90% or even more of the females 
develop mammary cancer. When one of these tumours is 
transplanted in the norma] stock of the same strain the 
graft always takes ; transplantation is easy and certain, n 



March 26, 1949 


PROPAGATION OF MOUSE TUMOURS WITH D RIED TISSUE 


British 

Medical JouknaL 


513 


was observed by Dr. Gorer at the Lister Institute in 1937 
that transplants of mammary cancers in inbred strains show 
sarcomatous transformation very readily — in about 70% — 
whereas in ordinary non-inbred mice it is an infrequent 
occurrence. We have considered this fact very' carefully 
and have adopted the working hypothesis that the process 
of inbreeding for cancer is quite different from inbreeding 
for unit characters such as coat colour ; these are incidental 
to such breeding. We have looked upon the process as a 
means of selecting the most active or virulent strain of 
'inis, which has now been shown in these tumours. Cer- 
tainly unless the tumour incidence is carefully watched and 
a main cancer line is kept the incidence of tumours falls 
from 90% to 40 or even 20% ; and this fall is independent 
of the brother-sister mating. It is due, as W. S. Murray 
has proved, to a change in what he calls the “tumour 
inciter" — i.e., the virus — which presumably loses some of 
its pathogenicity. 

Effect of Cold 

The second fact is one which was discovered by Ehrlich 
and published in 1907. It is this: that cancers, both 
sarcomas and carcinomas, can be kept at the low tempera- 
lV.vv“ cwf - 10° C. Arc as tong as ftsiy years, ami when (rat re- 
planted again give rise to the same tumour. With the 
exception of my late colleague Dr. W. Cramer, all who 
have repeated the experiment have concluded that the 
cancer cells have survived this prolonged freezing. Cramer 
svas more cautious, and gave very cogent reasons for his 
rioubts. It must be remembered that cells which are kept 
at a temperature of - 10° C. are not just frozen en bloc. 
Phis temperature is cold indeed, but its action on cells is 
disintegrative. Water is turned to ice, but the salts in the 
cells do not come out with the water until a temperature 
of -21.1° C. is reached. Thus the internal medium of 
the cells is a strong solution — 15 to 20% — of brine. The 
cells are “ cured ” as bacon is “ cured ” ; nevertheless this 
experience of Ehrlich’s has been uniformly, except by 
Cramer, interpreted as a marvellous example of the 
resistance of cancer cells to adverse conditions. 

Further, it is quite well known that malignant cells which 
ire kept at ice-box temperature, around 0° C., lose their 
capacity to start tumours again in a few .days’ time. The 
[ruth is, of course, that the failure of the early workers to 
5nd a continuing cause in tumours bit so deeply into the 
mind that there was no inclination to look at facts dis- 
passionately. Moreover, the experience of histopathologists 
of the nineteenth century, especially that of Ribbert, had 
an enormous influence on the thinking of experimental 
workers. 

Rcinvestigation 

We have reinvestigated the whole subject. The first step 
was a comparison of the effects of cold on normal tissues. 
The method lay readily to hand. Several years ago 
Miss Mann investigated the growth of embryonic tissue 
in inbred mice. It was already known that embryonic 
tissue of laboratory stock mice survives for some days 
in mice which are not inbred ; the embryo tissue and the 
tissues of recipient mice are different antigenically, and 
those reactions which are set up against foreign proteins 
come into play very' soon and lead to the death and destruc- 
tion of the implanted embryonic tissue. In homozygous 
mice in which the tissues are identical chemically no such 
reactions occur ; the embryonic tissue is not resisted, and 
consequently it grows to form an embryoma which per- 
sists practically indefinitely. The cells are at home, and 
the recipient mice accept them readily. Consequently it 
is an easy matter to determine whether cold destroys normal 
embryonic tissue and to prove the effects by simple grafting 
of such treated tissues into the same homozygous strain. 


After prolonged and repeated experiments Miss Mann has 
Proved quite conclusively that normal embryonic tissue is 
killed after less than an hour’s exposure to a temperature 
Of —79° C., whereas malignant tissues survive such a tem- 
perature for a period of more than one year — it may be. 
So far as we know, indefinitely. 

The second stage in the investigation was an examination 
microscopically of grafts of malignant tissue that had been 
transplanted into a number of mice which were killed at 
v arious intervals from hours to days. This form of investi- 
gation is designed to find what happens to the graft, to see 
Whether the tumour which forms after inoculation of 
refrigerated tumour tissue into appropriate animals is 
derived from surviving cells — i.e., a continuation of the 
tumour by growth and division of the original cells — or 
Whether it is a new tumour of the recipient mouse’s own 
tissues. This form of experiment I had already carried out 
20 years ago, and the same results were noted in this 
repetition. With tumours which have been subjected to a 
temperature of —79° C. the whole mass of implanted tissue 
shows no normal cells ; they stain yellow with picric acid 
after a sojonm of two days in a mouse, or a structureless 
Pinic with eosin ; tfie ceffs ancf nuclei’ are structureless ; 
the mass of necrotic tumour tissue becomes surrounded 
by reaction tissue, becomes shrunken, and eventually 
disappears. 

■ With sarcomas the new tumour forms in the capsule 
of tissue which is derived from the host. Occasionally 
when refrigeration is very short, a matter of minutes, an 
obvious malignant cell, best recognized when carcinomas 
ate used, is found in the mass, and from this cell a daughter 
thmour arises by growth and multiplication of such a sur- 
viving cell. This observation, made during the time Cramer 
w as studying the effects of refrigeration, led to a sense of 
insecurity, especially to one who was Bashford’s pupil. 
The final conclusion we have reached from these studies 
is that malignant cells, like embryonic cells, are readily 
killed by extreme cold, but that dead malignant cells are 
nevertheless capable of starting a new, strictly new, tumour 
iq virtue of the intrinsic virus which they contain. Com- 
parisons with normal tissues and histological studies, how- 
ever, do not give the certitude which is necessary when the 
issues are as important as they are in this work. 

Tumour Transmission 

While some of these researches were in progress 
Dr. Craigie, with Dr. Begg, studied the effects of extreme 
division of the tumour tissue and of the action of various 
diluents on the finely divided tumour tissue. 

Normally in cancer laboratories tumour tissue is broken 
up or emulsified by using fine scissors to make a mince 
W'hich will pass easily through a needle of very' wide bore. 
This was not good enough for the quantitative work needed 
in these researches. Dr. Craigie therefore designed and 
htid made in the Fund’s workshop a new and improved 
thsue-mincer by w'hich suspensions of cells in diluents such 
at; distilled water, glucose solutions, glycerin, saline, etc., 
cquld be obtained sufficiently finely divided to pass through 
the finest bore of needle (26 gauge). The results obtained 
by injection of such fine emulsions of frozen tissue 
ca.nnot be interpreted simply as being the consequence of 
survival of cells on freezing. For example, many diluents 
such as distilled water, 40% glycerin, and 40% glucose 
which one would expect to be lethal to cells do not pre- 
vent tumour formation, and, contrariwise, diluents such as 
Peptone which would not be expected to kill cells on 
freezing do inhibit tumour growth. The whole matter is 
difficult and complicated, and is an obvious subject for 
more research. But it can be stated quite definitely that 
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long-continued exposure to a low temperature, as long as 
one year, does not affect the capacity of tumour tissue to 
start tumours again when injected into appropriate animals. 
Indeed, since we know from histology that all or nearly all 
cells — we can never exclude the possibility of one cell 
escaping microscopical attention — are killed by keeping at 
a temperature of -79° C,, and also that tumours kept a 
year are often more active than corresponding fresh tumour 
tissue, it is in the highest degree improbable that the 
tumours which form after inoculation of refrigerated tissue 
are a mere grafting of living cells. They are much more 
likely to be strictly new tumours brought about by the 
infective action of the intracellular cause which has hitherto 
escaped attention. 

But on this slightly uncertain note we could not end. 
We realized, none more definitely, that it was necessary 
to transmit a tumour with tissue which had been com- 
pletely dried. To this we therefore turned our attention. 
During the past 14 years most of the mouse and rat tumours 
have been dried by one method or another and no success 
has been obtained in any single experiment. A new 
apparatus for drying small amounts of tissue, seldom more 
than a gramme, was designed by Dr. Craigie and made 
for us by the Glass Printers Company of Harrow. A 
description of it is in the scientific press. The essential 
improvement in this apparatus is the absence of any con- 
striction in the path that water vapour must follow and 
in the power of the “ backing pump.” With this apparatus 
we have succeeded in propagating three mouse sarcomas 
with perfectly dry tissue. The tumours are as follows: 

1. A sarcoma which was started in the inbred mice known 
as C57 Black by injecting about 1 mg. of the pure chemical 
compound methylcbolanthrene. The chemical was injected in 
1941 ; in the early months of 1942 tumours formed. From one 
of them transplants were made into six normal C57 mice. The 
tissue inoculated grew in all the mice; from one, a further 
transplant was made. This process of perpetuating the tumour 
bn<! now been earned on for seven years ; the serial number of 

tumour is now nearly 200. Thus about 200 transmissions by 
grafting have been carried out, and during these years the tumour 
was dned and filtered again and again in attempts to propagate 
the tumour aceiiularty. All these attempts failed. Even tissues 
which were deliberately used before drying was complete and 
whilst the tissue was still damp failed to give rise to tumours. 

2. A sarcoma of the inbred strain R3 which arose by infec- 
tion of the connective-tissue stroma of a carcinoma. This is the 
most malignant of our transplantable tumours. It was separated 
from the carcinoma by rapid transfers by Dr. Ludford. It is 
made up of spindle cells and muitinucleated giant cells ; around 
the tumour there is usually a glairy fluid in which disintegrated 
cells can usually be found. 

3. A sarcoma of the homozygous strain C3H. This again 
arose during the transplantation of a sporadic mammary 
carcinoma and was also purified by early transplantation of the 
carcinoma by Dr. Ludford. 


Experimental Results 

It is best to take the methylcholanthrene tumour first. I 
is the least malignant of the three but h'as been tested mos 
of tea for transmissibility with cell-free extracts during tht 
past seven years. Even now, using our most efficient dry- 
ing apparatus, we have so far been unable to obtain activt 
dry material of a tumour fresh from a mouse. To obtair 
active dry tissue it has been necessary to subject the tissui 
to the low temperature of -79° C. for five to eight week: 
before drying. Even then, as the following table shows 
it is not yet possible to obtain regularly active material 
It will be observed that in one experiment of this grout 
only one tumour developed in eight mice, and this did no 
appear until 24th day after inoculation. This experience 
" , s . ^ found !n other experiments. In others again, it 
ns n variations have been made in experimental methods 


Brttiih 

Medical Jotntxu. 


the results were entirely negative. But as a ‘summary at 
can affirm quite definitely that it is possible to obtain 
perfectly ,dry tumour tissue which will start the tumoui 
afresh. 


i 
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It is a matter of some importance to propagate tumours 
in series with dry tissue. This has been started, but owing 
to the time needed for refrigeration before drying we have 
succeeded so far only in carrying through two generations ; 
the third generation has only just been tested. 

When we come to the much more malignant R3 and C3H 
sporadic tumours we find that both of these are capable of 
yielding active dry tissue when fresh tumour is dried. In 
two successive experiments with the R3 tumour we obtained 
from dry tissue of fresh tumour (derived originally from 
frozen material) eight tumours out of ten mice inoculated, 
tumours appearing 14 to 33 days later ; and one turnout 
out of six mice, the tumour appearing in 14 days. In an 
experiment with the C3H strain, fresh tumour tissue dried 
under the optimum conditions attained so far gave sis 
tumours in 12 inoculations, the tumours appearing in 15 
to 27 days, ' 

Even with these very malignant tumours of the R3 and 
C3H strains of mice it has been found that preliminarj 
freezing is helpful. For example, in three successive expert 
ments with the R3 tumour it was found that tissue whief 
had been frozen 2S days gave six tumours in six mice 
inoculated, the tumours being observed at 1 1 days ; tissue 
frozen 34 days and then dried gave 10 tumours in It 
inoculated mice, the tumours being palpable in eight day: 
and large on the 13th day ; and tissue frozen 75 days, dried 
and the dry powdered tissue then inoculated into six mic { 
gave six tumours in 11 days. 

We have no proof of numerous possibilities which nuri 
happen to tissue which is refrigerated for long periods o! 
time. It is possible that low temperatures denature at 
inhibitory -protein, thus liberating virus and making it avail' 
able even after drying. The only merit this speculation 
possesses is that in the filterable tumours of chickens it b 
possible under favourable circumstances to demonstrate the 
presence of an inhibitory substance. This has been par- 
ticularly well shown by J. B. Murphy, of the Rockefellei 
Institute. We have no complete proof of any of oui 
numerous private speculations on this point ; we are con- 
tent merely to state what is the fact. It is possible that 
with more perfect methods these difficulties will vanish and 
speculation will become unnecessary. 

At present the only conclusion from the whole wori 
which is of vital and abiding interest is that it is no longei 
justifiable to put tbe normally easily filterable tumours oi 
chickens in a separate class and turn a rather scornful eyt 
on them. This work has now brought tumours of mice— 
average tumours found in all well-equipped cancer labora- 
tories — into the same class. They have, as was to bf 
expected, a continuing cause, and, since the continuint 
cause of chicken sarcoma is a virus, probably it is vira 
in nature. We have not yet transmitted other mammaliar 
tumours with dried tissues, nor indeed have we serious!) 
attempted to do so ; but we think we are justified in making 
the contention that the negative results of the past ar« 
merely negative and have the value only of negative experi- 
ment which is the result 1 of imperfect technique. If the 
pioneers of cancer research, men like Jensen, Ehrlich 
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Bashford, and many others, had by chance succeeded in 
transmitting mouse tumours with perfectly dry tissue the 
situation in cancer-thinking would have been entirely 
different, and we should have been spared the confused 
speculations which now dominate cancer research. 

. There is one final point I wish to refer to — namely, 
whether viruses are of intrinsic or extrinsic origin. It is 
now almost the custom to consider the viruses of the 
filterable tumours as particles of chemical nature made by 
the infected cells. Indeed, this mode of thinking has now 
gone so far that the word “ virus ” has been objected to, 
though the grounds of objection do not appear to us to be 
v alid. We are not wedded to a word ; they may be called 
anything so far as we are concerned. It is more impor- 
tant to discover perfect ways of getting and handling them, 
to find out how they act, and to learn if possible how to 
control them. The problem of discovering the nature of 
viruses, whether made by cells or of extrinsic origin, is 
not confined to cancer viruses ; it is a part of the general 
virus problem. There was a time when the bacteriophage 
was allied to cancer viruses as being a product of the bac- 
terial cell, but that has now passed. The argument con- 
cerning biogenesis or abiogenesis of the Pasteur-Bastian 
period does not interest us, and its repetition now, with 
viruses taking the place of bacteria, seems to be sterile 
from the beginning. 

Conclusion 

The experimental evidence described above points to the 
conclusion that cancer has a continuing cause and that this, 
in mammals as in birds, is a virus. 


LONG-TERM CARDIAC OBSERVATION 
OF CHILDREN 

BV 

R. KEMBALL PRICE, M.D., M.R.C.P. 

(From the Cardiac Department, Royal Sussex County Hospital |) 

The proper assessment of cardiac signs found in a child 
is of considerable importance to its future. Many children 
in whom murmurs are heard have no disability, and the 
greatest danger is that their activities may be restricted and 
the seeds sown for the development of cardiac neurosis. In 
rheumatic heart disease a norma! school life with games can 
often be allowed when the disease is inactive, even when 
valve lesions are known to be present. With the advance 
of cardiac surgery it is desirable that cases for which it 
may be necessary should be diagnosed as early and as 
accurately as possible and submitted for operation at the 
most suitable time. 

The choice of a career which will not need to be changed 
on account of a disability that is likely to increase should 
be made before leaving school. It is difficult for one who 
has done nothing but manual labour to find a sedentary 
occupation in middle life, and this can be avoided by 
choosing suitable employment from the start. For these 
and other reasons there are great advantages in children 
with cardiac abnormalities being under regular observa- 
tion at cardiological centres. There are many questions in 
cardiology which can be settled only by watching patients 
over a period of years. J. W. Brown (1939) has done much 
in this way to increase our knowledge of the natural history 
of congenital heart disease. By similar observation much 
may be added to our understanding of the course of 
rheumatic heart disease. 

What happens in the years between the acute or sub- 
acute phase seen in the child and the young woman who 
is discovered to have mitral stenosis during pregnancy ? 


Is the development of the stenosis due to recurrent activity 
of the rheumatic infection, or, once started, does the narrow- 
ing progress steadily without evidence of further activity, 
or are both factors at work ? What happens to the inno- 
cent murmurs so common in childhood ? At what age do 
they disappear ? 

A Cardiac Clinic for Children 

With these considerations in mind a children’s cardiac 
clinic was started eighteen months ago, and a report of 
the first 200 cases is here given. Apart from its intrinsic 
interest, the appreciation of doctors, parents, and, not least, 
the children themselves is encouraging and makes the clinic 
a happy one. As an investigation of this kind requires 
observation over a period of many years it is desirable that 
the observer should start while young enough to allow 
continuity of at least twenty years. It is with the idea of 
encouraging others who may be interested to take up such 
work that this preliminary report is presented. 

The work has been made possible by the willing 
co-operation of the local school medical authorities. An 
afternoon is set aside and four to six children are seen 
by appointment each week. The number attending on 
each occasion is kept small so that full and unhurried 
examination may be made. It also means that no one is 
kept waiting very long — a point which makes them more 
willing to come again when asked. 

Children showing any cardiac abnormality whatsoever 
at routine school examinations are placed on a list and 
referred to the clinic. The net is purposely cast wide to 
include all conditions, ranging from innocent murmurs to 
serious heart disease. A careful history is taken, followed 
by clinical examination, electrocardiograms, and cardio- 
scopy. Twelve-lead electrocardiograms consisting of Vl-6 
and augmented unipolar limb leads in addition to the 
standard leads are now being taken in all cases, and routine 
phonocardiograms are to be started shortly. 

If the child is very nervous or fretful the blood-pressure 
reading, electrocardiography, and cardioscopy may be post- 
poned until the next attendance, as it is considered impor- 
tant that its memory of the visit to the cardiac department 
shall not be unhappy. This greatly facilitates subsequent 
examination. Teleradiographs are taken in cases showing 
abnormality on screening. Blood counts and sedimentation 
rates are done in certain cases. A report is sent to the 
school medical authorities and to the patient’s own doctor. 
Arrangements are made for re-examination after an interval 
of six or twelve months or sometimes earlier. 

Report of First 200 Cases 

The distribution of the 200 cases is shown in Table I. 
There were 96 boys and 104 girls. It wall be seen that 
approximately 40% had, or were suspected of having. 

Table I . — Distribution of Cases 


Cases with Organic Heart Disease. 

I- Congenital malformations (44): 

Fallot group (on- with cor. genital heart -block) . . 7 

Pulneonary stenosis 10 

Ventricular septal defect 6 

Patent ductus arteriosus . . . . . . . . 3 

Coarctation of aerta 3 

Atrial septal defect 3 

Congenital heart-fc^ock . . I 

Observation — cor. genital heart disease . . .. if 

IT. Rheumatic Heart Disease (37): 

Mitral stenosis (six with active disease) . . . . 71 

Mitral stenosis and aortic incompetence .. .. 2 

Observation — mitral valvular disease or cardiac 

enlargement ]4 

Cases without Organic Heart Disease (119) : 

Innocent murmurs . . . . $6 

Physiological third heart sound . . .. . . 5 

Depressed sternum 1 

Sri ittjng of first heart sound .. .. .. .. .. I 

Anaemia \ 

Displacement (scoliosis. 1: pulmonary fibrous. 1) .. 2 

Irregularities (sinus arrhythmia, 1 ; extrasystoles, 2) . . 3 

No abnormality detected 10 
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organic heart disease. The remaining 60% are classified 
under the most prominent feature discovered. Innocent 
murmurs provide the majority. Many of those with 
murmurs also showed a third heart sound, but unless the 
triple rhythm was the only feature cases were not classified 
under it. Those with organic lesions are divided into 
congenital malformations and rheumatic heart disease, the 
former showing a slight predominance. 

The “ observation ” group is useful and may well prove 
the most important over a long period. In it are placed 
cases that cannot be passed as normal at the first examina- 
tion, but in which the signs are so slight that a definite 
diagnosis of heart disease is not justified. It will be of great 
interest to see which way these cases develop — whether the 
suspected abnormalities disappear, or whether a clear 
pattern of heart disease emerges. The group is also used 
for cases of congenital heart disease in which the nature of 
the lesion is obscure. With increasing experience more 
accurate diagnosis becomes possible and fewer have to be 
placed in this group, but there will always be a number in 
which a complete diagnosis cannot be made during life. 

CASES WITH HEART DISEASE 
CONGENITAL MALFORMATIONS 
Fallot Group . — Ages ranged from 5 to 16 years. With 
one exception these seven cases had all been diagnosed 
as having heart disease in infancy ; development was poor 
and disability varied from moderate to considerable. All 
showed varying degrees of enlargement on cardioscopy, but 
the “ cceur en sabot ” which has been described as charac- 
teristic of this condition was seen only twice. Blood pres- 
sure tended to be low. The expectation that all such cases 
will show steadily increasing disability is not supported by 
follow-up studies. Of six cases, four showed improvement 
during the first year of observation, one remained the same, 
and one showed increased disability and was referred for 
operative treatment. The improvement in two was striking: 
one who could walk only a few yards when first seen can 
walk a mile ; another who used to squat had not done so 
for six months and was walking well. Bearing in mind the 
limited improvement that can be expected from a successful 
operation, it is desirable that surgical treatment should be 
reserved for those whose disability is very great and in' 
whom progressive deterioration is occurring. 

Pulmonary Stenosis . — In the majority of these ten cases 
the heart lesion was discovered at examination for some 
other purpose, and in half of them remained unnoticed 
until the first routine school examination at the age of 5. 
Disability was generally slight and physical development 
fair. Because of the impressively loud murmur there is a 
tendency to restrict the activities of such children far more 
than is necessary. Most of these are now playing games 
happily without symptoms. 

Ventricular Septal Defect . — Like the preceding group 
these children's murmurs were usually discovered accident- 
ally and all but one had been forbidden to play games. 
Of the six children in this group the only one'to complain 
of shortness of breath was later found to have a mid- 
diastolic murmur and is really a case of mitral stenosis. 
Electrocardiograms were normal apart from slight prolonga- 
tion of the P-R interval in one, and prominent S waves 
in lead I in two. Screening revealed slight right-sided 
enlargement in three ; the rest were normal. All are now 
living an ordinary school life. 

Patent Ductus Arteriosus . — One of the three cases in this 
scries a boy aged 9 — has no symptoms. He is being 
watched but not operated upon meantime, as I agree with 
the view expressed by Benn (1947) that in symptomless 
cases the risk of operation may be greater than the risk of 


bacterial endocarditis or heart failure. The other two cai 
showed unusual features and are here briefly described 

One of these two patients was a girl aged 131, the conditi 
of whose heart was first noticed during pneumonia at the ; 
of 4. Subsequently she suffered from recurrent respiratt 
infections and was often away from school for long perio 
At one time she was in hospital for a year, and later s 
attended school for half-days only. She had an over-anxit 
mother and there is some doubt if all this care was rea 
necessary'. Her general condition was poor, and in additi 
to signs of pulmonary fibrosis there was considerable card 
enlargement with the typical machinery murmur below the 1 
clavicle. Blood pressure was 160(30 at rest and 170/0 af 
exercise. In view of her poor general condition and the s 
of her heart it was thought that there might be some oil 
heart condition as well as the patent ductus. She was the 
fore seen by Sir John Parkinson, who agreed that operati 
was advisable, as the prognosis without it was bad and 
might bring great improvement. She was operated upon 
the London Hospital by Mr. Vernon Thompson, who foi 
a short and very wide ductus (8 mm. in length and 11 mm. 
diameter), which was tied. She made an uninterrup 
recovery, and her general condition has since improved grea 
Six months after operation a systolic murmur developed in 
pulmonary area and has persisted unchanged (six mont 
Such murmurs are sometimes heard after operation for pai 
ductus arteriosus, and no satisfactory explanation for them 
yet been given. They are not always evidence of recanalizat 

The other patient, a p’rl, had had a patent ductus tied at 
age of 7 on account of poor physical development, 
made a satisfactory recovery and was in excellent health fi 
year after operation. She then began to get attacks of ] 
across the sternum, associated with severe dyspnoea 
cyanosis. They had no relation to exertion or food, 
were associated with a slight rise of temperature. The att; 
became more frequent, she lost weight, and her general co 
tion deteriorated. The heart sounds remained closed and 
electrocardiogram and x-ray film were nomal. Blood cul 
was negative and there was no evidence of embolism. T 
attacks were puzzling, but they were considered cardiai 
origin and it was thought that bacterial infection must 1 
occurred, possibly in the stump of the ductus. After a 
weeks course of penicillin her general condition impre 
greatly. She has gained weight, and the attacks, though 
occurring, are milder and much less frequent. 

Coarctation of the Aorta .-^- It is probable that this < 
dition is very much commoner than has been thought, 
when it becomes a routine to palpate the femoral arte 
in all cases showing hypertension or neck pulsation m 
more cases will be found. Of the three cases, two, a 
15 and 9, are symptom-free. The third, aged 7, is ea 
tired and has had cramp in the legs at night for the 
two years. Her blood pressure is normal. She was di 
nosed by Dr. J. W. Brown at the age of 2^, The Crafo 
operation of resection of the coarctation and end-to- 1 
anastomosis of the aorta is a severe one, and in symptc 
less cases the operative risk may well be greater than 
danger of rupture of the aorta, bacterial aortitis, or he 
failure. A remote risk of the operation may be from we 
ness at the suture line when atheromatous changes occur 
the aorta. For these reasons it would probably be wise 
reserve operation for young patients showing symptoms 
cardiac embarrassment or ischaemia of the legs, beca 
in them the prognosis without operation is bad enough 
warrant the risk. 

Atrial Septal JDefect . — All three patients were girls, 
diagnosis the radiological appearance of enlargement of 
pulmonary artery, including its right branch, with pu 
tion of the pulmonary vessels, was found the most us< 
sign. One had mitral stenosis as well (Lutembacher's s 
drome), and she and one other had some shortness of brf 
on exertion. The third had no symptoms. This condh 
rarely causes heart failure before adult life and is unlil 
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to be recognized in childhood unless cases with murmurs 
are examined radiologically. 

Observation : Congenital Heart Disease . — In this group 
of eleven cases are three with loud systolic murmurs internal 
to the apex. No thrill has been felt, but it is considered 
probable that they are cases of ventricular septal defect. 
Two other cases show cardiac enlargement on screening. 
In another it is probable that the disability is entirely due 
to bronchitis and that the heart is normal. The remaining 
five cases are suspected of having pulmonary stenosis, atrial 
septal defect (21, patent ductus arteriosus, and the 
Eisenmenger complex. When the diagnosis is considered 
to be established they will be placed in the appropriate 
groups. 

RHEUMATIC GROUP 

This group comprises all the cases of proved and suspected 
mitral stenosis, those with a history of rheumatic fever or 
chorea with a noticeable systolic murmur, and those sus- 
pected of having active rheumatic infection. No cases 
of aortic incompetence without mitral stenosis have been 
seen in this series, though it is expected that in some of 
the cases of slight cardiac enlargement an early diastolic 
murmur may be heard on future examination. 

Mitral Stenosis . — Of the 21 proved cases of mitral stenosis 
13 were girls and 8 boys. Seventeen were between the 
ages of 10 and 15. Fourteen gave a -history of rheumatic 
fever or chorea. In seven no history suggestive of rheu- 
matic infection could be obtained. The commonest physi- 
cal sign was a systolic murmur at the apex, which was 
heard in all. The first heart sound was loud in 15 and 
mid-diastolic murmurs and presystolic murmurs were heard 
in' 14 and 6 respectively. The diastolic murmurs were 
always better heard lying than standing, and best when 
lying on the left side after exercise. On cardioscopy 16 
showed enlargement of the left auricle in the right oblique 
position with barium in the oesophagus. Two others showed 
slight general enlargement with a straight left border, and 
three were normal on screening. None had severe dis- 
ability, and, provided there had been no recent rheumatic 
activity, they were not restricted beyond what they could 
do in comfort. Two who had active carditis were admitted 
to hospital. Another, when apparently well, developed an 
acute infection with consolidation of the left lower lobe 
and died in a week. 

Of the 13 cases under observation for mitral stenosis 
S are females and 5 males. Seven gave a history of 
rheumatic fever or chorea and had systolic murmurs with 
or without a loud first sound. Three had systolic murmurs 
with cardiac enlargement on x-ray examination. Three 
others had systolic murmurs only, but of such a character 
that these could not be passed immediately as innocent 
murmurs. It should be emphasized that the cases in this 
group are not restricted in any way whatsoever, but are 
being watched at intervals of six to twelve months to see 
how they develop. 

CASES WITHOUT HEART DISEASE 

These cases are most important, for they are healthy 
children whose whole lives may be blighted by a mistaken 
diagnosis of heart disease. A few examples may be quoted. 

Girl aged 7 ; parents told " hearr bad ’’ when she was 2 years 
A old. Never allowed games or drill, and spent one day a week 
in bed. 

Girl aged 14. Examined on account of nose-bleeding at 5 ; 
told “valvular trouble." Since then had never been allowed 
games, drill, swimming, or dancing. 

Boy aged 14*. Heart examined at 4 ; no games or drill since. 

All these children have healthy hearts and are now playing 
full games without distress. 


Innocent Murmurs . — These account for nearly half the 
total number of cases. They have been classified and their 
characteristics described by Evans (1947). The majority 
are better heard in the reclining posture. They have a soft 
blowing character and are usually diminished or abolished 
by deep inspiration. They do not occur early in systole, 
and a gap can often be detected between the first sound 
and the murmur. It is hoped that phonocardiography may 
assist in distinguishing these murmurs more clearly. Table II 


Table n. — 95 Healthy Children with an Innocent M urmur 


Typo . . 

(Evans s Classification) 

"So. 

Boys 

Girls 

Third Heart 
Sound Present 

Murmur of reclining posture . . 

90 

54 

36 

71 

Murmur of upright posture 

4 



4 

1 

Parasternal murmur 

1 


1 

1 

1 

2 


shows the great preponderance of murmurs better heard 
in the reclining posture and the high proportion in which 
a physiological third sound was heard in such cases. 

Triple Rhythm . — A third heart sound was heard in 100 
cases. In five it was the only sign. In 83 it occurred in 
healthy hearts, in 3 with congenital heart disease, and in 
14 cases under observation for possible rheumatic or con- 
genital disease. The distribution is shown in Table HL 


Table III. — 100 Cases of Triple Rhythm 
Cases without Heart Disease (83): 

Alone 5 

With innocent murmur: . . . . 75 

With anaemia, scoliosis, and pulmonary fibrosis (1 each . . 3 

Cases with Congenital Heart Disease (3): 

Atrial septal defect 2 

Coarctation of aorta 1 

Cases under Observation (14): 

For mitral valvular disease £ 

For congenital heart disease 6 


Depressed Sternum . — Only one case occnrred in this 
series. Evans (1946) has pointed out that with this defor- 
mity the heart may be flattened between the spine and the 
depressed sternum. This may give rise to a systolic murmur 
and also give an impression of cardiac enlargement by out- 
ward displacement of the apex beat. This apparent cardiac 
enlargement may be noted on cardioscopy in the antero- 
posterior position, but the true cause may be suspected 
from the unusual translucency of the cardiac shadow and 
be proved by examination in the oblique position. With 
deeper depression of the sternum the heart may be dis- 
located to the left, causing great displacement of the apex. 
The condition is harmless, and is important only as a 
possible cause of unnecessary invalidism. 

Splitting of the First Heart Sound . — It is surprising that 
this was heard only once among 200 children, for it 
is a common sign. Its importance lies in the fact that 
it is often mistaken for the presystolic murmur of mitral 
stenosis. Splitting is best heard in the upright posture over 
the lower sternum ; the first sound is not loud and there is 
none of the crescendo quality of the true presystolic mur- 
mur. It is in fact a simple splitting and not a murmur. 

Displacement of the Heart . — Scoliosis is the commonest 
cause of displacement of the apex beat in children, and 
when this is outwards it may give rise to a suspicion of 
cardiac enlargement. The condition is usually recognized 
by observing that one shoulder is higher than the other. It 
is most easiiv seen on screening, when by rotating the patient 
to correct tbe deformity the normal size of the heart is 
apparent. 

Other Factors 

Blood Pressure . — This was recorded in ISO cases, and 
the results were examined to see whether there was any 
striking difference according to age, sex, or the presence 
of heart disease. The numbers are too small for statistical 
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analysis, but it was found that in healthy children under 
the age of 10 the systolic blood pressure was less than 
100 mm. Hg in 60% of boys and 30% of girls. 

Electrocardiography . — Only standard leads and CR1 
were taken in the majority, as twelve-lead cardiograms 
were not started until late in the series. The more complete 
records should help in the assessment of right or left 
ventricular preponderance. It is not proposed to give here 
a detailed description of the present findings, but two obser- 
vations can be made. Sinus arrhythmia of a degree easily 
perceptible to the eye without measurement was seen in 
97 out of 195 cases. Of these, 68 out of 117 were in 
healthy hearts, 14 out of 42 in the congenital group, and 
15 out of 36 in the rheumatic group, including three with 
active carditis. This supports the view that sinus arrhythmia 
is of no value in helping to determine the condition of the 
heart. 

It has been suggested that a physiological third sound, 
prominence of the pulmonary artery on cardioscopy, and 
inversion of the T wave in CR1 may be linked as a triad 
of physiological right ventricular preponderance. The 
direction of the T wave in CR1 was therefore studied in 
94 cases showing a third heart sound. It was inverted in 
12, diphasic ( - +) in 32, flat in 1, diphasic ( + - ) in 5, 
upright in 42, and bizarre in 2. 

Radiological Examination . — The ease with which the 
cardiac silhouette can be seen in children contrasts 
pleasantly with the difficulty so often encountered in obese 
adults. The child’s heart tends to look a little larger in 
relation to the size of the chest. Cardioscopy is of great 
assistance in attempting to separate the congenital mal- 
formations and in the early diagnosis of mitral stenosis. 
It is also of value as a check on clinical observation, and 
in more than one case in this series the appearance of 
cardiac enlargement led to re-examination, with the dis- 
covery of signs that had been missed before. 

Restriction and Cardiac Invalidism 

The proportion of those whose activities had been 
restricted on medical advice is shown in Table IV. In 
those without heart disease it was encouraging to note that 


Table IV 


Group 

Mo. 

| Activities Restricted on Medical Advice 

No j 
Symp- 
toms j 

1 Slight 
Symp- 
toms ) 

Moderate 
to Severe 
Symptoms 

Unnecessary 

Cardiac 

Invalidism 

Total 

Healthy hearts . . 

119 

29 

9 

1 (neurosis) 

39 

39 

Congenital . ' 

44 

17 

7 , 

7 

24 

31 

Rheumatic . . \ 

37 

16 

2 

8 (6 active) 

18 

26 


although in the first hundred of the series 26 out of 55 had 
been restricted, in the second hundred only 13 out of 
64 had had their activities curtailed. In view of the rapidity 
with which a cardiac neurosis can develop it is surprising 
that such a high proportion of those restricted had remained 
symptom-free. In contrast was a girl, referred on account 
of an innocent murmur, who complained of shortness of 
breath for the first time during the fortnight while waiting 
for an appointment at the cardiac department. 

What limitation should be placed upon the activities of 
children with heart disease is a more controversial subject. 
All would agree that while any suspicion of active rheu- 
matic infection exists rest should be advised, and in certain 
cases of congenital heart disease with severe disability 
there is no choice, for the heart itself imposes limitations. 
Patients with coarctation of the aorta in which a sudden 
strain may prove' fatal should also have their activities 
limited. 


These cases, however, are in the minority, and there aie 
large numbers of children with gross signs of definite heart 
disease who have little or no limitation of exercise toler- 
ance. Should they be prevented from enjoying the activi- 
ties in which they are so keen to take part 7 On this sub- 
ject we have the authority of Sir James Mackenzie (1911), 
who stated : “ Children with a heart the efficiency of which! 
is impaired will not injure it by over-exertion. Children, 
are very sensitive to distress provoked by cardiac ineffi- 
ciency and will themselves abstain without being told 

I cannot recall a single instance where 1 could reasonably 
attribute heart failure to a child’s voluntary exertions. The 
same reasoning applies to the games of boys and girls; 
when they exert themselves and find pleasure in doing so 
it may be taken for granted that no harm results.” 

If this opinion is accepted — and I think it should be— 
the restriction in all those cases without symptoms or with 
only minimal symptoms becomes unnecessary, and these 
children may be allowed to indulge in games, their own 
feelings being the best guide. It is my opinion that from a 
cardiac point of view the only valid reasons for stopping 
a child’s normal school activities are active rheumatic infec- 
tion or disease causing cardiac embarrassment of a degree 
which makes exertion uncomfortable. 


Discussion 

The main objectives are that children with heart disease 
shall lead as full and happy lives as possible, and that no 
suspicion of heart disease shall be allowed to remain in the 
minds of those who are healthy. Too often the child with 
some innocent or benign cardiac condition has been kepi 
from games, drill, swimming, and dancing— in fact all tfc 
pleasures of school life. School medical officers may 
change, and newcomers are chary of questioning the judg 
ment of their predecessors. Once the child has been placec 
on the restricted list few dare to raise the ban, and it may 
be treated as an invalid through the whole of its schoo 
life. It is not surprising in these circumstances that i 
grows up neurotic. 

It is not advocated that children with severe disabilit; 
should be driven to undertake activities which they cai 
perform only with difficulty. Even those with impaire( 
efficiency may be able to join in all but the more strenuou 
forms of competitive sport. The majority of these childrei 
who have been deprived of physical exercise in school an 
most anxious to join in with file others, and in unofficia 
games are often reported to be above average in the activity 
they display: They resent bitterly not being allowed to lent 
a normal life, and their joy at being told that they can dc 
so knows no bounds. It is inevitable that such liberatioi 
of children who have been over-protected for years wu 
sometimes cause parents to wonder whether the past restric- 
tion has been rfeally necessary. Such difficulties are encoun- 
tered only in the early months, and disappear when all case: 
are being referred to a cardiac clinic as soon as an abnor- 
mality is noticed and before restriction is instituted. 

It might be thought that this work should be confinec 
to centres where all the more specialized investigations 
such as angiocardiography, kymography, and cardia< 
catheterization with blood gas analysis, are available. Jhe 
proportion of cases in which these are necessary for diag 
nosis is small, and while they add to the observer’s interes 
they are not often essential for the benefit of the patient 
It will be agreed that cardiac surgery should be undertakei 
only at a very few centres, so that a small number of sur 
geons may acquire the necessary experience to perforn 
these operations with the greatest efficiency. When thesi 
special investigations are considered necessary, they coulc 
be carried out at such a centre before operation. It woulc 
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e impossible to provide enough of these highly specialized 
linics to examine more than a small proportion of the 
hildren with cardiac abnormalities. It should not be diffi- 
ult, however, to cover the country by a series of centres, 
3 that every child in whom any cardiac abnormality is 
aspected should have the benefit of examination and 
upervision by a physician specializing in cardiology. In 
ns way much unnecessary cardiac invalidism would be 
revented. 

Summary 

The work of a children’s cardiac clinic is described, and a 
;port presented of the first 200 cases seen. 

It is suggested that the setting up of similar clinics in 
reas where they are not already in operation would add to 
ur knowledge and be of great benefit to the children. 

I should like to thank Dr. Jolin Matthews, senior school medical 
(Beer, Brighton, for his willing co-operation, and Miss V.tAmato, 
irdiographer to the department, for her technical assistance. 
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BOG-STOMACH EXTRACT AND CASEIN 
HYDROLYSATE IN PEPTIC ULCER 

BY 

A. W. KAY, M.D., F.R.C.S. 

R. A. JAMIESON, F.R.CS. 

AND 

W. E. SMITH, M.A., M.B., Cb.B. 

(From the Peptic Ulcer Clinic, Western Infirmary. Glasgow) 

is notoriously difficult to evaluate the results of treatment 
i a disease such as peptic ulcer which follows an irregular 
Durse of relapse and remission. A spontaneous remission 
specially if it should last for several weeks) is apt to be 
tlsely attributed to the method of treatment in operation 
t the time. A' system of study has been evolved in this 
inic which would seem to avoid such a fallacy. The 
urpose of this paper is to describe the experimental method 
tid to illustrate its application by reporting an investiga- 
on of two forms of treatment recently advocated — namely, 
le administration of hog-stomach extract and of casein 
vdrolysate. 

Method of Study 

The test substance is administered for three months and 
ten withheld for three months, this sequence being repeated 
ithout reference to the presence or absence of dyspepsia, 
y the end of twelve months there are available for com- 
arison two test periods and two control periods, during 
hich (in the absence of benefit from the test substance) 
ilapses can be expected with equal frequency. It is to be 
oted that relapses normally terminate spontaneously, and 
onscquently the first improvement after the beginning of 
lerapy must be discounted. 

There can be little doubt that, in general, relapses tend 
3 be more frequent in winter than in summer, and for this 
eason .it was felt that the clinical trial should cover the 
criod of a full year. The possibility was foreseen that in 


the periods between the administration of the test substance 
the patients might regard themselves as untreated. To 
minimize this the proposed plan of treatment was explained 
at the start ; partly through this explanation, and partly 
through conversation with other patients undergoing the 
same test, the control periods came to be accepted as an 
integral part of a planned course of treatment Finally, 
patients were interviewed at the same intervals of time 
during the test and control periods so that the records 
might have the same degree of precision. 

All the patients selected for study had radiological evi- 
dence of duodenal or gastric ulceration, and in each case 
the periodicity of relapse and of remission was well defined. 
Every patient had had symptoms for many years (average 
12i years) and the chance of spontaneous cure was con- 
sidered to be remote. No change was made in the customary 
dietary habits of the patients save in one small group 
treated by intensive casein hydrolysate therapy (see below). 
Alkalis were permitted when pain was severe. 

Hog-stomach Extract 

The beneficial effects of feeding human gastric juice from 
normal subjects to patients with peptic ulcer have been 
described by Morrison (1945a). In an attempt to explain 
the prompt relief of symptoms it was suggested that the 
normal gastric mucosa is capable of elaborating a principle 
which protects the stomach from self-digestion and peptic 
ulceration. Developing this hypothesis, Morrison (1945b) 
was successful in preventing the occurrence of cinchophen 
ulcers in dogs by feeding them a preparation extracted 
from the mucosa and submucosa of the hog’s stomach and 
duodenum. This was done with the intention of providing 
the “ protective factor.” 

We present the results of a clinical trial of “ pepsac,” a 
commercial extract of fresh hogs’ stomachs, in patients 
with peptic ulcer. 

Dosage . — Pepsac was administered in doses of one table- 
spoonful (approximately 30 g.) three times a day in any 
vehicle palatable to the individual. In order to avoid 
destruction of any thermolabile active principle the tem- 
perature of the mixture was not allowed to exceed blood 
heat. 

Results . — Observations were made on 41 patients (33 
duodenal ulcer, 7 gastric ulcer, 1 stomal ulcer), with the 
following results: 


Incomplete trial S 

? Incomplete trial or 7 failure . . . . 7 

Failure .. .. .. .. ..17 

Benefit 9 


The patients given an incomplete trial include six who 
could not tolerate the preparation and two who defaulted. 
Seven patients continued to have severe disability, and the 
trial was abandoned in favour of in-patient hospital treat- 
ment ; it is a matter of opinion -whether these should be 
classified under “ incomplete trial ’’ or “ failure." The 17 
patients classed as failures (15 duodenal, 2 gastric) experi- 
enced no improvement in either the frequency or the severity 
of their relapses. In the remaining 9 patients (5 duodenal, 
3 gastric, 1 stomal) some degree of benefit was obtained: 
in four of these the relapses became shorter and the remis- 
sions longer, and in five the periodicity was unchanged but 
the attacks were said to be less severe. The chart pro- 
vides a diagrammatic representation of the clinical progress 
in two experiments and illustrates the method of study. 
During the period of investigation only one patient failed 
to gain -weight. 

Comment . — In most cases the addition of pepsac to the 
dk*t led to no symptomatic improvement despite a gain 
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in weight. Although the preparation is clearly nutritious 
there is no evidence that it contains an anti-ulcer factor. 


i 
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MILO PAIN. 
NO PAIN, 
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SUCCESSIVE THREE MONTH PE ft] Q &5 
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""i i 


FAILURE : RELAPSING ON TREATMENT. 


nuClSENAl ULCER 

sn.r>io.iS-22ms. p cpsac pepsac pepsac. 

timir i i uni 

IMPROVEMENT- IMPROVEMENT ON TWO COURSES 
MILD RELAPSE ON THIRD. 

Casein Hydrolysate 

Co Tui et al. (1945, 1946, 1947) found that hyperalimenta- 
tion, with protein hydrolysate promptly relieved peptic ulcer 
distress. This benefit was ascribed to the ease with which 
protein hydrolysate can be assimilated and used for 
tissue-building, and also to its properties as an antacid. 

We present the results of a clinical trial of “casydrol” 
in patients with peptic ulcer. Casydrol is an enzymic 
hydrolysate of fat-free whole milk containing approxi- 
mately equal parts of ammo-acids (with polypeptides) and 
readily assimilable carbohydrate. 

Dosage 

In one group of patients one heaped tablespoonful of 
casydrol was given three times a day (approximately 50 g. 
daily) This amount was considered to be adequate, as 
our patients regarded casydrol as “ medicine ” and took it 
in addition to their normal diet. 

In a second group we departed from the method of trial 
described above m order to repeat the experiments of 
Co Tui ct al. (1945). For this purpose seven patients were 
given casydrol exclusively for seven days. Hourly feeds 
consisting of four tablespoonfuls of casydrol in warm water 
were given from 7 a.m. until 9 p.m. The daily intake of 
casydrol was 600 g„ providing a yield of 2,160 calories. On 
completion of this seven-day intensive course patients were 
given normal diet with a casydrol feed between meals. 
For this experiment seven male patients suffering severe 
duodenal ulcer pain were admitted to hospital. This was 
considered necessary, as it seemed unlikely that even the 
conscientious peptic ulcer patient would adhere to hourly 
feeding of a rather unpalatable mixture in the absence 
of supervision. Although in hospital, these patients were 
ambulant for the greater pait of each day. 


on casydrol therapy, the increase varying between 1} and 
21 lb. (0.6S and 9.53 kg.). 

2. Casydrol as Sole Source of Food MVroge/i.— Brisi 
summaries of the seven cases treated by intensive casydre 3 
therapy follow. 

Case 1. — Man aged 30. Pain was relieved on the fifth da 
of treatment, and he remained symptom-free on return to die 
plus casydrol. Pain recurred on the 14th day, and he had i 
haematemesis on the 30th day. Weight gain, 2 lb. (0.91 fg’ 
(Failure.) 

Case 2 . — Man aged 28. Pain remained unchanged in fre 
quency and in severity at the end of the seven-day course c 
treatment. Gained 2} lb. (1.13 kg.). (Failure.) 

Case 3. — Man aged 25. Symptom-free after 48 hours’ treat 
ment. Dismissed .without pain on the eighth day. Wei cl 
gain, 1-) lb. (0.68 kg.). (Improvement.) 

Case 4. — Man aged 34. Symptom-free on the fifth day ( 
treatment. Severe recurrence on the last day of treatmen 
Continuous pain for the next six weeks. Gastrectomy advisei 
Weight gain, 3 lb. (1.36 kg.). (Failure.) 

Case 5. — Man aged 42. Very severe pain, unchanged aft 
three days’ treatment. Gastrectomy performed for duodeif 
ulcer. (Failure.) 

Case 6. — Man aged 31. Pain still present after treatmei 
but less frequent and less severe. Improvement maintained f< 
six weeks. Weight gain, 4 lb. (1.81 kg.). (? Improvement .) 

Case 7. — Man aged 45. Pain unchanged after seven-d! 
course of treatment. Weight gain, 1+ lb. (0.68 kg.). (Failurt 

Comment. — The addition of casydrol to the customai 
diet led to symptomatic improvement in only two out i 
12 patients despite a gain in weight in all. Co Tui report! 
that in 27 cases with pain as the presenting symptom hype 
alimentation with “ amigen ” and “ dextri-maltose ” as tl 
sole source of nourishment gave complete relief to £ 
patients within 48 hours. We have been unable to confir 
these results using casydrol. Casydrol and amigen a 
both enzymic protein hydrolysates: each gramme 1 
casydrol yields 3.6 calories and each gramme of ami?' 
yields 3.7 calories. 

Summary 

A method of clinical trial well suited to the evaluation 
peptic ulcer therapy is presented. 

The results of treating peptic ulcer with a commercial pi 
paration of hog’s stomach fail to support the assumption tl 
this substance contains an anti-ulcer factor. 

Treatment with a commercial preparation of protein hydi 
lysate was carried out by giving it as a supplement to t 
ordinary diet or, alternatively, by giving it intensively for 
short period as the, sole source of nourishment. The patie: 
gained weight, but their dyspepsia did not improve. 

We are indebted to Benger's Ltd. and Genatosan Ltd. for prese 
ing a generous supply of casydrol and for providing information) 
its composition. -~ 
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Results 

I. Casydrol as a Supplement to Normal Diet . — Casydrol 
therapy was given to 16 patients (13 duodenal, 3 gastric). 
Four patients defaulted after six to eight weeks of treat- 
ment, during which symptoms had remained unchanged. 
These patients were regarded as having had an incomplete 
trial. Ten patients who continued to have pain while on 
Vicmmcm. and in whom there was no improvement in the 
periodicity of relapse and remission were considered to be 
failures. In two cases a severe relapse was curtailed by 
the administration of casydrol, but in only one was the 
remission longer than usual. All patients gained weight 


The Ministry of Health slates that some management committee 5 
have been making a free issue to patients of sweets or tobacco or 
paying pocket-money in cash in hospitals where this was established^ 
practice before the appointed day Except in mental hospitals ap< 
mental deficiency institutions, this should now cease and patiei ) 
should be expected to pay for tobacco or sweets supplied to the r 
(i.c., bought on their behalf). Patients who have no means of their 
own (and no pension or benefit from the Ministry of National Insur- 
ance) may receive item the National Assistance Board a comforts 
allowance of 5s. a week, and such cases should, if the patients wisn 
it, be referred to the area officer of Ihe board. The Minister suggests, 
also, that the committee or board might consider providing from 
their “ free ” money sweets — and pocket-money in appropriate cases 
for children in their hospitals. 
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HYPERINSULINISM DUE TO AN 
ISLET-CELL ADENOMA 

V CURE, WITH METABOLIC STUDIES BEFORE AND 
AFTER OPERATION 
f BY 

k. W. G. DUNCAN MURRAY, M.B., Ch.B. 

( From the A berdeen Royal Infirmary) 

Typerinsulinism due to an islet-cell adenoma of the pan- 
Teas is not a common condition. From 1931, when an 
jperative cure was first recorded by Carr et al., until 1945, 
>nlv 56 cases of cure had been reported (Walker and Boger, 
1945). Some cases have since been recorded, but the diag- 
tosis is occasionally missed simply because the condition is 
tot kept in mind. In many of the published cases the 
nitial diagnosis was \\ rong and the condition was confused 
a. ith narcolepsy (Walter and Boger, 1945), cerebral tumour 
Womack, Gnagi, and Graham, 1931), and psychosis (Lups, 
1944). Sendrail (1947) discussed the history of this condition 
Aid gave an exhausts e review of the older literature. 

The following case is reported because the history was 
the key to the diagnosis, and the standardized insulin- 
tolerance test of Fraser and Smith (1941) was performed. 
These authors standardized this test for the diagnosis of 
endocrinological disorders of glucose metabolism. Many 
writers (Fraser, Maclay, and Mann, 1938 ; Fraser, Albright, 
and Smith, 1941 ; Burtness, Koehler, and Saint, 1941 ; 
Sendrail, 1947) have stressed the importance of the response 
to insulin injection in the diagnosis of hyperinsulinism, but 
a search of the literature has failed to reveal a case in which 
the standardized intravenous test has been carried out 

Case History 

A 40-year-old housewife was admiited to Aberdeen Royal 
Infirmary on July 19, 1947, for investigation. The history was 
obtained from the patient and her husband, both of whom were 
good witnesses. 

Nine months before admission she began to have occasional 
periods of drowsiness in the mornings and difficulty in waking. 
These attacks lasted for one to two hours and she was well for 
the remainder of the day. Her husband noticed a change in 
her behaviour during the attacks: she often wandered aimlessly 
about the house and wept for no apparent reason. Retrograde 
amnesia was occasionally associated with the drowsiness. 

The attacks became more frequent, and on one occasion, three 
months before admission, she suffered from general weakness 
of the legs and was unable to move her right arm. She was 
given a \vhisked egg and milk and quickly recovered. Her phy- 
sician prescribed amphetamine sulphate, one 5-mg. tablet to be 
taken at 6 a.m. and another at 8 a.m. She took these daily for 
eighteen days, and during that time and for two weeks after 
ebb was free from symptoms. 

Ten days before admission she had a three-hour period of 
amnesia with automatism. During that time she wandered out- 
side to the washing-house, lit the boiler fire, and did a consider- 
able amount of washing. Her husband found her in a dazed 
condition, with a burn of her arm and parts of her clothing 
charred. He took her indoors and revived her by giving her 
food. 

For one week before admission she had periods of drowsi- 
ness every morning, but now they were more severe and lasted 
up to eight hours. During an attack she had never been seen 
■, a shake or go stiff, to have incontinence, or to bite her tongue. 

» addition to the bum she had only once fallen and hurt 

ersc'f. There bad been no personality change apart from the 
abnormal behaviour during the attacks. At no time had she 
had the sensation of warmth or sweating associated with the 
drowsiness. Her appetite, though poor, showed no change, and 
her weight remained constant. 

There was nothing of note in the family and personal 
histories. She had two healthy children aged IS and 10 years. 


Physical Examination . — The patient was fairly well nourished ; 
height, 5 ft. 31 in. (161 cm.); weight, 9 st. 7 lb. (60.5 kg.). She 
was intelligent, but often her actions were of a childish nature. 
Nc* abnormality was found on physical examination. 'Her blood 
pressure was 126/66. There were no masses or tenderness in 
ihf- abdomen. No signs of hypothyroidism or other endocrine 
disorder were present. Urinalysis was negative, and neither 
sugar nor urobilinogen was present. 

Special Investigations. — X-ray examination showed no abnor- 
mality of the bones of the skull. No abnormal shadows 
appeared in the abdominal skiagram and no abnormality of the 
alimentary tract was demonstrated by barium meal. In particu- 
lar the duodenum was normal. The visual fields were full arc' 
thtf fundi normal. Fasting blood-sugar estimations were carried 
out from July 21 (Chart 1). The cerebrospinal fluid showed 



rrr is pars 

Cpurr 1. — Fasting blood-sugar let els before and after operation, 
with incidence of hypoglycaemic attacks. 

no abnormality, but the sugar content was 42 mg. per 100 ml., the 
blood-sugar level at the same time being 100 mg. per 100 ml. 
Tire blood Wassermann reaction was negative. Blood examina- 
tion showed: haemoglobin, 102% ; red cells, 5,010,000; colour 
index, 1.02. The red cells were normal and no macrecytosis 
W3S present. Plasma chloride as NaCl was 525 mg. per 100 ml.; 
plasma cholesterol, 200 mg. per 100 ml. The basal metabolic 
rate was minus 16. 

Description of the Attacks 

Spontaneous . — These varied in detail from day to day. but 
followed the same general pattern. The patient appeared to 
wake normally, but soon fell into a drowsy condition and 
appeared to be asleep. She resisted attempts to wake her and 
would turn away, pull the bedclothes oxer her bead, and curl 
up in bed. She showed some perseveration and repeated such 
phrases as “I'm all right,” "I'm not asleep.” and “Lease rre 
alone.” Occasionally when left alone she chattered to herself. 
Her speech at all times was clear. She would not carry out 
orders to move arms or legs or to sit up, and at times tended 
to be negativistic. gripping her eyes tightly when attempts were 
made to open them. There was no significant change in pulse 
or blood pressure : skin colour and temperature remained the 
safne and at no time during an attack was sweating a feature. 
During the more severe attacks twitching of the facial muscles 
and tremors of the fingers and eyelids were seen. The pupils 
were di'ated and reacted briskly to light. The muscles appeared 
hypotonic ; the muscle reflexes were exaggerated, but muscle 
clonus could not be elici'ed. and the plantar responses were 
flexor. The attacks were quickly terminated by administration 
of carbohydrate, either by mouth or in'rase-ously, without 
the patient's knowledge. Retrograde amnesia was present. 

Induced . — Only during the insulin-to’erance test were the 
spontaneous attacks fullv rcT'TO-’uce'k but i" 'i s Vim sweat ng 
and the sensation of warmth were present. There was ro retro- 
grade amnesia after the hvpog’scaemic attacks that occurred 
during the glucose-tolerance and irsulin-toferance tests and it 
vjs possible to elicit the following symptoms. The most con- 
stant of these were increasing frontal headacbe and blurring of 
vision. Less severe were the weakness, lassitude, ard increasing 
hunger: the latter w-as rrcsent onh in the clucose-to'erance 
tests, and may have been due to the length of the total fasting 
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period (eighteen hours with only 50 g. of glucose) or to the fact 
that meantime other patients were being fed. 


Specific Investigations 

Glucose-tolerance Tests.— Glucose, 50 g., was given after 
a twelve-hour fasting period, and blood-sugar estimations were 
carried out every half-hour' for six hours. The blood-sugar 

curve during 
the first two 
hours was 
normal, the 
fasting level 
being reached 
in about that 
time, but all 
the readings 
were low, 
especially at 
the fourth and 
fifth hours. 
During one of 
these tests 
0.03 mg. of 
adrenaline 
was injected 
subcuta- 
neously and, 

though the symptoms were aggravated, there was no change in 
the blood-sugar level (Chart 2). 

Insulin-tolerance Test . — This was carried out as recommended 
by Fraser and Smith (1941). The patient was given extra carbo- 
hydrate for four days before the test was carried out. Insulin 
in the dose of 3.7 units per square metre of body surface was 
given intravenously and the blood-sugar levels were estimated at 
intervals (Chart 3). Normally the maximum fall to about 50% 
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Chart 2. — Glucose-tolerance test before operation. 
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of the fasting level occurs 
20 to 30 minutes after the 
intravenous insulin, and by 
the 120th minute the blood 
sugar returns to within 10% 
of the fasting level. The 
index of hypoglycaemia re- 
sponsiveness is a mathe- 
matical expression of the 
area between the blood- 
sugar curve as it rises from 
the 30th to the 120th minute 
level and the base-line. The 
more quickly the blood- 
sugar level returns to the 
fasting level the greater is 
this area and therefore the 
higher is the index. Report — 120th minute sample, 81% of 
fasting sample (normal=90-110%). Index of hypoglycaemia 
responsiveness, 449 (normal =470-620). Interpretation : — The 
curve shows hypoglycaemia unresponsiveness. In the absence 
of evidence of hypopituitarism, adrenocortical insufficiency, liver 
disease, or marked emaciation from anorexia nervosa this finding 
is suggestive of hyperinsulinism. 

From the history and investigations a clinical diagnosis of 
organic hyperinsulinism was made and surgical treatment advised. 


M 10 10 

TINE IN MINUTES 

Chart 3 — Insulin-tolerance test 
before operation. Dotted line shows 
composite normal from six cases. 


Operation 

On Aug. 20 an operation was performed by Mr. G. Gordon 
Bruce. Glucose, 50 g., was given at four hours and one hour 
before operation. The anaesthetic used was nitrous oxide, 
oxygen, and ether, the latter because it tends to raise the blood- 
sugar level. The abdomen was opened by a right paramedian 
incision and the gastro-colic omentum was divided. The stomach 
was then hooked up by two malleable retractors and the 
transverse colon displaced downwards, exposing the entire 
anterior surface of the pancreas. At this point a bluish tumour 
mass about 2 cm. in diameter immediately became visible, lying 
slightly to the left of the midline on the lower border of the 
pancreas near the junction of the tail with the body of the 
pancreas. This lower border was freed so that the tumour 
could be held between the finger and thumb, a series of chain 


sutures of fine linen was inserted into the pancreas, and ft: 
mass was excised by cutting freely into the surrounding than 
The gap in the pancreas was then sutured and the gastro-coli; 
omentum closed. A soft rubber drain was left in situ. 

Pathological Report. — “ The tumour is 7 mm. in diameter and 
is embedded in normal pancreatic tissue. There is no true 
capsule to the tumour, but the surrounding pancreatic tissue «, 
flattened and compressed. 

The tumour is vascular, and 
the cells show acinar for- 
mation. There is no evi- 
dence of malignant change. 

Special staining methods 
fail to demonstrate that the 
tumour cells are of the /3 
cell type. Diagnosis : — benign 
islet-cell adenoma.” 

Post-operative Progress 

There have been no more 
drowsy attacks, and the 
patient is well (sixteen 
months after operation). 

Immediately after the oper- 
ation blood-sugar estimations 
were carried out at approximately four-hourly intervals, aw 
after an initial rise to 187 mg. per 100 ml. and a fall to 162 mg 
the blood-sugar level rose steadily to a maximum of 197 ms 
at the twenty-fourth hour, though nothing but sips of wale 
were being given. The hyperglycaemic period lasted four day 
and was accompanied by slight glycosuria for two days. Afte 
four days the fasting blood-sugar level fell to normal (averag 
86 mg. per 100 ml.). Convalescence was uneventful, apat 
from a small pancreatic fistula which discharged for five week; 

Forty days after operation the following tests were carrier 
out : 

Glucose-tolerance Test. 

— This showed a normal 
response, although at the 
third hour the blood 
sugar fell to a low level 
(Chart 4). 

Insulin-tolerance Test 
(Chart 5). — Report : — 

120th minute sample, 

92% of fasting sample. 

Index of hypoglycaemia 
responsiveness, 488. In- 
terpretation : — Curve 
shows: insulin resistance 
(maximum fall in blood 
sugar delayed beyond 
thirty minutes after intravenous insulin), and normal hyp< 
glycaemia responsiveness. 

Discussion 

The present case illustrates the steps by which a diagnosj 
of organic hyperinsulinism can be arrived at, first by tn 
demonstration that the patient’s symptoms are due to spoil 
taneous hypoglycaemia, and then by the elucidation c 
the special features that distinguish organic hyperinsulinisr 
from other causes of spontaneous hypoglycaemia. 

Of the three main causes of spontaneous hypoglycaemi 
mentioned by Conn (1940) — hepatogenic hypoglycaemi; 
functional hyperinsulinism or cryplogenic hypoglycaemi 
(found in persons of unstable personality and almost alwa} 
associated with psychoneurotic symptoms), and organi 
hyperinsul-nism from an adenoma or carcinoma of islet tissij 
— the first two could be excluded. There was no clinici 
evidence of hepatic insufficiency and the glucose-toleranc 
test did not show the high plateau curve characteristic o 
liver disease. The intolerance to fasting, with hypoglycaemi 
blood-sugar levels, the lack of correlation of the attack 
with previous ingestion of a carbohydrate meal, an 
the patient’s stable personality before the onset of th 
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Chart 5. — Insulin-tolerance te 
after operation. Dotted line snov 
composite normal from six cases. 



Chart 4. — Glucose-tolerance tei 
after operation. * 
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- present attacks excluded the condition of cryptogenic 
r: hypoglycaemia. 

: The occurrence of hypoglycaemia unresponsiveness in 
; the insulin-tolerance test, with restoration of a normal 

- response after removal of the islet-cell adenoma, indicates 
: a causal relationship and affords confirmation of the sug- 
gestion of Fraser, Albright, and Smith (1941) that organic 

hyperinsuiinism would be expected to produce hypo- 
Aglycaemia unresponsiveness in the insulin-tolerance test. 

This case is typical of the cases of islet-cell adenomata 
already reported and illustrates many points. It shows the 
successful results of surgery in hyperinsuiinism due to 
islet-cell adenomata. Medical treatment is indicated 
in cryptogenic hypoglycaemia but is dangerous in 
organic hyperinsuiinism. A high-carbohydrate diet tends 
to fatten the patient and so makes for a poor operative 
risk later. Repeated prolonged hypoglycaemic attacks can 
cause permanent’ damage to the central nervous system. 
These tumours show a tendency to become malignant and 
there should be no delay in attempting operation. 

From this case it would appear that the coma, muscular 
^witches, and altered behaviour — equivalent to Himwich’s 
(1944) cortical and subcortical phases of hypoglycaemia — 
were due to the low blood-sugar level. The symptoms such as 
lassitude, headache, and visual disturbances would seem to 
be due to adrenaline secretion reflexly induced by a sudden 
fall in the blood-sugar level. The small dose of adrenaline 
given during the glucose-tolerance test seemed to aggravate 
the symptoms of hypoglycaemia without altering the blood- 
sugar level. This case also showed that amphetamine sul- 
phate could temporarily relieve the hypoglycaemic attacks, 
presumably by raising the blood-sugar level. 

A short post-operative period of hyperglycaemia has been 
found in cases in which blood sugars have been estimated. 
This would appear to be due to the partial depression of the 
activity of the normal islets, while the requirements of the 
body were covered by the adenoma. The insulin resistance 
after operation may be due to persistence of a high level of 
the insulin antagonists, such as the glycotropic factor of the 
anterior pituitary. 

Finally, the case illustrates the great importance of 
accurate differential diagnosis in cases of spontaneous hypo- 
glycaemia, the difficulty of attempting to diagnose hyper- 
insuiinism by the glucose-tolerance test alone unless this 
is prolonged for several hours, and the value of the insulin- 
tolerance test in diagnosing organic hyperinsuiinism. 


RINGWORM OF THE SCALP 

TREATMENT BY X-RAY EPILATION WITHOUT 
SUBSEQUENT LOCAL APPLICATION 

BY 

F. L. LYDON, M.B., M.R.CP. 

Dermatologist, Ringworm Clinic 
T. STEPHANIDES, M.D., D.MJLD. 

Assistant Radiologist 
AND 

T. M. ROBB, M.R.C.S., L.R.C.P., D.M.R.T. 

Director, X-ray Department 
Lambeth Hospital, London 

The many ingenious attempts made by various schools to 
increase the efficiency of local treatment in cases of tinea 
capitis have so far been unsuccessful, and the latest report 
by Brain et al. (1948) on the effect of fungicides in pene- 
trating bases, although suggestive, must be evaluated in the 
light of further experience before we can hope to dispense 
with epilation by x rays as the method of choice in these 
cases. 

Sequeira, Ingram, and Brain (1947) state that “it must 
be realized that they [x rays] have no parasiticidal action, 
but are simply used to remove the hair, after which con- 
tinuous treatment must be applied to the bald scalp in 
order to eradicate the fungus before the hair grows." 
Again, Becker and Obermayer (1947) say: “It is the long 
period between epilation and regrowth that gives roentgen 
irradiation a superior advantage over all other methods 
of epilation, for during this time the surface of the scalp 
can be rendered antiseptic. . . . After epilation is complete 
local treatment ... is carried out vigorously until no 
evidence of the disease can be found.” 

It can be seen from the preceding quotations that x-ra> 
epilation is regarded only as ancillary, and that it is the 
local application of fungicides that really brings about 
cure. The late Mr. G. Stebbing, Director, AT- Ray Depart- 
ment, Lambeth Hospital, however, believed that local treat- 
ment was unnecessary, and it has been the policy at the 
Lambeth Clinic to treat all cases of tinea capitis by the 
following method. 


Summary 


A case of organic hyperinsuiinism is reported. The condition 
was cured by the removal of an islet-cell adenoma. Glucose- 
tolerance and insulin-tolerance tests were earned out before and 
after operation. The usefulness of the latter in the differentiation 
qf hyperinsuiinism from other causes of hypoglycaemia is 
emphasized. 

I wish to thank Professor John Craig for permission to publish 
lliis case, and Professor J. Young and Dr. W. M. Davidson for the 
pathological report. I am indebted to Dr. Ian A. Anderson for 
carrying out the insulin-tolerance tests and for his help and guidance 
so freely given. 
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Method 

AT-ray epilation is carried out by the four-field technique 
(four main fields and one subsidiary field), the following 
factors hasing been worked out by Dr. L. H. Clark. 

Victor KX10 Apparatus. — K.V.P. 100. Half-value layer 
1.6 mm. AI. Tube current 7mA. Primary volt reading 75v. 
(selector switch — high). F.S.D. 19.5 cm. Open field 16.6 ir. 
(42 cm.) diameler. 

Dose. — Four main fields: 500 r skin dose (backscatter factor. 
1.24). Subsidiary field: 124 to 160 r according to the size of 
the pau’ent's head, the average being 142 r. In very small 
children this, of course, is omitted. 

Instructions to Patients . — The patients are simply 
instructed to wash the scalp with soap and warm 
water from the fifteenth day after treatment until epila- 
tion is complete. A cotton cap is provided by the depart- 
ment, and the patients are advised to make another like it. 
The patient wears one of these c3ps while the other is 
sterilized by boiling on alternate days. 

After-care . — Inspection is carried out by the clinic about 
three weeks later, and thereafter as is considered necessary. 
Local application of ung. adipis lanae is prescribed to soften 
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and facilitate the removal of any scabs or scales that may be 
present. The occurrence of secondary infection is treated 
on general principles, but these cases were few in this series, 
which indicates the high standard of the school medical 
organization in detecting cases at an early stage. 

With the factors given above, epilation has always been 
on the whole satisfactory. Occasionally small tufts of hair 
have remained in the centre of a well-epilated area or 
towards the periphery of the scalp. In most cases the hairs 
are loose and can be easily removed by a pair of forceps. 

3 Sometimes, however, these tufts resist extraction, but since 
infection of these'hairs is not present, as shown from the 
following results, recontamination of the growing hair never 
follows and they can be ignored. No complications result 
from therapy except occasional headache and vomiting on 
the night of treatment, and there were no cases of alopecia, 
local or general. 

Review of Cases 

To check the results of treatment carried out on the 
lines described above, follow-up cards were sent to -103 
patients whose epilation dated from eight months and over 
requesting them to attend the x-ray department for review. 
These 103 cases comprised: 71 with a laboratory diagnosis 
of Microsporon audouini, 27 with a laboratory diagnosis 
of ringworm fungus, and 5 diagnosed on clinical grounds 
and by Wood’s light. 

Forty-eight of these patients -responded in person and 
were examined by us clinically and by Wood’s light. They 
all proved to be free from infection and their hair and scalp 
were in excellent condition. Of the remaining 55 patients, 
13 had left London and could not be contacted, and 42 
were examined at their schools by the courtesy of the medi- 
cal officer of the S.E. and S.W. divisions, who kindly for- 
warded reports on the condition of these patients. All 
without exception were completely well and their hair and 
scalp were described as being in a healthy state. 

From these figures it can be stated that out of 103 patients 
with ringworm of the scalp who received no treatment 
other than x-ray epilation 90 (87.37%) showed no signs, 
of relapse after an interval of time ranging from eight to 
twenty-four months. These 90 were made up as follows: 
68 cases of M. audouini infection, 19 of ringworm fungus, 
and 3 diagnosed clinically and by Wood’s light. It should 
be added that as no complaints have been received concern- 
ing the other 13 cases it can be assumed on fairly certain 
■rounds that they too have remained free from relapse. 
rThis being so, the total percentage of cures may have 
reached 100. 

Time Lost from School. — To date it has been our policy 
to keep the children away from school for about two to 
two and a half months, when the new hair showed signs 
of regrowth. We feel that in view of the above results an 
earlier return is possible, as the loss of a full term is often 
a serious handicap to these children. Perhaps, with a good 
epilation, six weeks would be sufficient in the great majority. 
Further work will be necessary, however, before a final 
decision can be taken on this point. 

Summary- 

One hundred and three cases of tinea capitis treated solely 
b;. x-ray epilation are reviewed after an interval of eight to 
twenty-four months. 

The results show that local application of fungicides is un- 
necessary — at least in cases of M. audouini infection. It may 

be added that the fact that the cases were consecutive and were 

free after the lapse of such an interval is ample justification of 

the view of the late Mr. G. Stebbing, who held that local 


treatment was unnecessary, and that although x rays were no! 
parasiticidal they either had the power to reduce the vitahtj 
of die fungus or brought about some tissue change whicl 
made it less easy for chance spores remaining to contaminat 
the new crop of hair. 
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FULMINATING MENINGOCOCCAL 
SEPTICAEMIA 

AN ACCOUNT OF THREE CASES, WITH ONE 
RECOVERY 

BY 

PETER TURNER, M.B., B.S. 

AND 

R. V. DENT, M.B., B.Chir., M.R.C.P. 

Resident Physician, General Hospital, Rocliford, Essex 

Fulminating septicaemia is one of the rarer manifestati 
of meningococcal infection. It occurred in 24 (3.4%) 
Banks’s (1948) series of 706 cases, and American auth 
give its incidence as about 1 % (Sweet, Dowling, and Hov 
1947). 

Though it may be preceded by a few days of mild in: 
tion of the upper respiratory tract, the onset is usu 
sudden, with fever, rapid respirations, and cyanosis, simi 
ting early pneumonia. Petechiae appear within a few ho 
and quickly enlarge to form purpuric blotches. Periph 
vascular failure occurs early, with a rapid feeble pulse 
very low blood pressure. Meningism is absent at first, 
may appear terminally. In untreated cases death occur 
.24-36 hours. Necropsy ofteti reveals adrenal lesions, then 
striking of which is massive bilateral haemorrhagic dest 
tion (sometimes known as the Waterhouse-Fridericl 
syndrome). 

Since 1940, reports of successful treatment with sulpl 
amides and adrenal cortical extract have been publisl 
With the additional help of penicillin Banks (1948) belii 
50% of cases may recover. 

We saw three sporadic cases within a year at a gen 
hospital. One of these recovered. 

Case 1 

A female laundry worker aged 21 was quite well till 2.30 : 
on Jan. 27, 1946, when she awoke with pains in her legs, w. 
grew rapidly worse and spread to her whole body. Her th 
became sore, and during the morning dark blotches appe 
on her trunk and limbs. 

She was admitted to hospital at 3.30 p.m., and was see 
be a well-built woman, gravely ill. The temperature 
102° F. (38.9° C.), pulse 112, and respirations 24. Purp 
blotches involved the face, neck, trunk, and limbs, and also 
buccal mucous membrane and conjunctivae. The pulse 
rapid, feeble, and regular. Blood pressure was 75/55. T 
were no signs of meningism and the urine was normal. V 
blood cells totalled 15,000 (83% polymorphs). Bleeding 
clotting times and capillary resistance were normal. 

Her condition deteriorated rapidly, the pulse became irr 
ceptible, and the blood pressure too low for estimation, 
sank into a coma, and a trace of neck rigidity was noted, 
pupils were irregular and the limbs flaccid. At 5.15 a.m. 
day the cerebrospinal fluid was turbid. Cells numbered 1: 
(99% polymorphs). Gram-negative intracellular diploi 
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~ were found in deposit. Culture was sterile. She died at 
re 6.40 a.m., 2S. hours after the onset. 

Necropsy was performed by Dr. D. J. O’Brien five hours 
after death. Widespread partly confluent intracutaneous 
... haemorrhages from pin-point size to 15 cm. diameter were 
f - seen. There was thin pus over both cerebral hemispheres, but 
t ■ not at the base of the brain. Petechiae were present in parietal 
A. and visceral pleura, pericardium, and peritoneum. A small 
fleshy th.vmus eland was found. The spleen was twice the 
normal size. The right suprarenal was congested ; the left had 
small haemorrhages in the medulla. No lesion of the muscles 
was noted. 

"i Microscopical Examination. — The thymus was normal. The 
adrenals showed congestion of all capillaries but no frank 
haemorrhage. Cells of outer layers of cortex of both glands 
appeared necrotic. Diplococci were seen in films of the pus 
over the brain, and meningococci (Type 1) were cultured from 
the heart blood. 

Death was considered to be due to fulminating meningo- 
coccal septicaemia. 

■ L Case 2 

A boy aged 3 was taken ill at midday on Oct. 11, 1946. At 
7 p.m. he was febrile and breathless, and was sent to hospital 
as a case of early pneumonia. 

On admission at 10 30 p.m. he looked severely ill, with grey 
: cyanosis. The temperature was 104° F. (40° C.), puise 160, 
and respirations 44. There was a trace of neck rigidity. The 
. lungs were normal. A petechial rash was seen on the upper 
: part of the trunk. During the next hour this rash developed 
with great rapidity until the whole trunk and limbs were 
covered with purpuric blotches. A clinical diagnosis of fulmi- 
: nating meningococcal septicaemia was made, and courses of 
' penicillin, 30,000 units intramuscularly three-hourly, and oral 
sulphadiazine, 1 g. followed by 0.5 g. four-hourly, were begun. 

: C.S.F.: crystal-clear; pressure, 120; no cells; protein, 20 mg. 

per 100 ml. ; no organisms seen ; culture sterile. Penicillin, 
15.000 units, was injected intrathecally. 

At 8 a.m. on Oct. 12 his condition was obviously much worse. 
The temperature was 106” F. (41.1” C.), pulse uncountable, and 
respirations 72. Blood pressure was too low for estimation. 
Neck rigidity was definite and Kemig's sign positive. C.S.F.: 
turbid; pressure, 140 ; cells, 3,200 per c.mm. (99% poly- 
morphs) ; protein, 180 mg. per 100 ml. ; no organisms seen ; 
culture sterile. Penicillin, 15,000 units, was injected intra- 
thecally. White blood cells numbered 33,000 (polymorphs 
80%). Scrapings from a purpuric patch were cultured, but 
pathogenic organisms were not isolated. It was now thought 
that acute adrenal insufficiency might well have developed, 
and though the child appeared moribund it was decided to try 
the egect of administering adrenal conical extracts (22 hours 
after the onset). The possibility of the cellular reaction in the 
' C-S.F. being the result of previous intrathecal penicillin was 
’ also considered. 

At 10 a.m. desoxycortone acetate, 5 mg., was injected intra- 
muscularly. An intravenous infusion of 5% dextrose in normal 
saline was set up, and three-hourly intravenous injections were 
'given by the infusion tubing of: 2.5 ml. of “ eucortone ” ; 
6.1 ml. of 1 in 1,000 solution of adrenaline hydrochloride ; and 
0.5 g. of soluble sulphadiazine. At 2 p.m. the temperature was 
99.4“ F. (37.55” C.), pulse 120, and respirations 48. Very great 
improvement was obvious. His colour was rosy, the pulse was 
easily felt, and the blood pressure was 100/60. Mild neck 
rigidity and Kemig’s sign were still present. 

On Oct. 14 there was no return of peripheral vascular 
'.l> collapse. A trace of oedema of hands and feet was present, 
iyAvhich uas considered to be due to excess of adrenal cortical 
' ‘ extract and saline. Infusion and eucortone were therefore dis- 
continued, after totals of 4 pints (2.3 litres) and 45 ml., respec- 
tively, ' Sulphadiazine, 0.5 g. three-hourly orally, and intra- 
muscular penicillin were continued. On Oct. 16 progress was 
satisfactory, with only a trace of neck stiffness. C.S.F.: clear 
fluid, sterile; pressure, ISO; cells, 360 (99% polymorphs) ; 
protein. 35 mg. per 100 ml. On Oct. 18 the purpuric patches 
were fading, but seven of the large ones on the back and 


buttocks were sloughing. Chemotherapy was stopped after a 
total of 1,180,000 units of penicillin and 33 g. of sulphadiazine 
had been given. 

Convalescence was delayed ’ by infection of the sloughed 
purpuric patches and of the infusion wound, but this responded 
to a further course of penicillin. 

In May, 1947, he was quite normal for his age, the only 
sequelae being the scars of bis infusion wound and sloughs. 
A radiograph of his abdomen showed no evidence of calcifica- 
tion of the adrenals. 

Case 3 

A schoolgirl aged 15 was well till Jan. 26, 1947, when she 
complained of a cold in the head. At bedtime she felt 
shivery ” and had an aching pain in the right shoulder and 
arm. At 1.30 a.m. on the 27th she vomited, and at 5.30 a.m. 
her parents observed her breathing to be rapid and shallow. 
She talked incoherently in her sleep. At 10.30 a.m. a rash 
appeared on the face and limbs consisting of black spots 
which rapidly enlarged into blotches.” At 2 p.m. the tempera- 
ture was 102° F. (38.9° C.) and respirations were rapid. 
A purpuric rash was present on the face, -neck, and limbs. 
There was no neck rigidity. Admission to hospital was 
requested. 

On admission at 6 p.m. her temperature was 100” F. (37.S’ C.), 
pulse imperceptible, and respirations 40. She was conscious 
and rational and complained only of pain in the right shoulder 
and weakness. Purpuric blotches and petechial spots were seen 
on the face, neck, arms, and legs, but not on the trunk. 
The heart sounds were faint — the rate was 140. The blood 
pressure was unobtainable. The lungs and abdomen were 
normal. There was dubious neck rigidity, Kemig’s sign was 
not obtained, and the reflexes were absent. 

A diagnosis of fulminating meningococcal septicaemia with 
adrenal haemorrhages was made, and 10 ml. of adrenal cortical 
extract was injected intramuscularly. Owing to the peripheral 
vascular collapse it was impossible to administer this intra- 
venously ; nor was it possible to obtain blood for culture and 
biochemical examination. Immediate preparations were made 
to set up an intravenous saline infusion and to begin therapy 
with penicillin and sulphadiazine. At 6.45 pan., however, 20 
hours after the onset of the disease, she died, remaining clear- 
minded to the end. 

Necropsy was performed by Dr. Raeburn 20 hours after 
death. The body was that of a well-developed girl with an 
extensive purpuric rash on the face, neck, shoulders, arms, 
and legs. The body was free. The myocardium was pale, 
soft, and swollen on section. A few petechiae were seen 
beneath the endocardium. The entire respiratory tract was 
intensely congested. The mucosa of the trachea and bronchi 
was bright red. The lungs were markedly congested and semi- 
airless ; minute haemorrhages could be distinguished in the 
parenchyma. The whole alimentary tract was congested, with 
numerous subserous petechiae on the stomach and small 
intestine. The thyroid gland, pancreas, ovaries, and kidr.evs 
were all congested. The adrenals were congested, but there 
was no gross haemorrhage, and the structure of the giands 
seemed intact They were no more strikingly congested than 
the thyroid, pancreas, and kidneys, and less so than the lungs. 
The thymus was large and fleshy, weighing 42 g. The lepto- 
meninges of both the brain and the spinal cord were hyperaetnic, 
and there was a little fibrinous exudate in the sulci. The brain 
substance was hyperaetnic and slightly otdematous. Blood 
obtained from the right ventricle was cultured and a profuse 
growth of meningococci (Type I) was obtained. The same 
organism was isolated from a swab taken from the sphenoid 
sinus. 

Histological Examination . — The adrenals showed congestion 
of the vessels, with a number of minute haemorrhages. The 
spinal cord exhibited changes typical of leptomeningitis. The 
thymus showed normal glandular tissue, and the kidneys, 
pituitary, and thyroid congestion only. The lungs showed 
intense dilatation and congestion of the capillaries with 
secondary atelectasis. 

Death was considered to he due to fulminating meningo- 
coccal septicaemia. 
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Discussion 

Banks and McCartney (1942, 1943) classify fulminating 
meningococcal septicaemia into an encephalitic type, charac- 
terized by mental clouding progressing to coma ; an adrenal 
type with purpuric rashes, peripheral vascular failure, and 
mental clearness ; and a mixed type, having some of the 
features of the other two. Our cases are examples of the 
pure adrenal type, and the clinical picture is characteristic 
and easily recognized. Meningococci were not recovered 
from Case 2, probably owing to the early administration 
of penicillin and sulphadiazine. 

In neither fatal case was there gross destruction of the 
adrenal glands, though congestion was seen in both and 
microscopic haemorrhage in one. Williams (1942) noted 
the absence of gross adrenal lesions in eight out of 17 
clinically typical cases, and suggested that adrenal deficiency 
might not be an important factor in the pathogenesis of 
the syndrome. 

Kinsman, D’Alanzo, and Russi (1946) describe a condi- 
tion of “ tubular degeneration ” occurring in two fatal 
cases, without adrenal haemorrhages. The cortical cells 
appeared shrunken and fat globules were absent, so that 
the " cords ” of cells usually seen looked like tubes con- 
taining fibrinous debris. They suggest that this condition 
is the result of adrenal exhaustion due to increased demand 
for the lipoid hormone during the acute infection, and, 
further, that irreversible damage has not occurred at this 
stage. 

Banks (1948) states that necropsy material from all hik 
fatal cases showed “ significant ” adrenal lesions. We were 
impressed by the dramatic improvement which followed 
intravenous saline and cortical extract in Case 2. Since 
there was no dehydration and there bad been no vomiting, 
it is difficult to believe that the infusion of 150 ml. of saline 
alone accounted for this improvement. We were convinced 
that the cortical extract was responsible. We agree, there- 
fore, with Banks (1948) that, though toxic and other fac- 
tors may be concerned, there is justification for regarding 
acute adrenal deficiency as playing a leading part in 
the pathogenesis of this syndrome and for treating it 
accordingly. 

The thymus gland was found to be persistent in Case 1 
and larger than normal in Case 3. In both cases it was 
of normal microscopical structure. A similar enlargement 
and persistence have been recorded by Magnusson (1934) 
jrand Holmes and Cowan (1945). The rapid course of the 
f illness makes it evident that the enlargement preceded infec- 
tion and suggests the existence, of a constitutional type with 
a large thymus and small fragile adrenals in whom resis- 
tance to meningococcal infection is lower than normal. 

When a clinical diagnosis has been made treatment must 
be immediately instituted for septicaemia, peripheral cir- 
culatory failure, and adrenal insufficiency. 

Treatment of the Septicaemia . — The meningococcus is 
susceptible to suiphonamides and to penicillin. It is advis- 
able to employ both in order to control the septicaemia as 
rapidly and completely as possible. Any sulphonamide 
can be used, but, owing to the lower risk of producing 
renal complications, sulphamezathine is probably the drug 
of choice. A blood level of 15 mg. per 100 ml. should 
be maintained. The initial doses should be given intra- 
venously, and for a young adult the dosage should be 4 g. 
immediately and 2 g. four-hourly until facilities for control 
by estimation of the blood level are available. Penicillin 
intramuscularly in full doses should be started immediately. 
Case 2 received 30.000 units three-hourly, but now that 
penicillin is more readily available much larger doses should 
be employed- — e.g., 250,000 to 500,000 units immediately, 
followed by 100.000 units three-hourly. Even with such 


doses it is hazardous to increase the time interval betweer 
injections, as a constant strongly bacteriostatic blood- 
penicillin level is essential in so serious an illness. 

Peripheral Circulatory Failure . — An intravenous iafusiot 
of normal saline should be set up immediately. In acut 
adrenal deficiency the blood volume is' reduced and ih 
blood viscosity increased by loss of sodium and water in!i 
the tissues and by excretion into the urine. Logically 
the infusion should therefore be normal saline rather than 
plasma or whole blood. 

Adrenal Deficiency . — Adrenal cortical extract B.P.C., or 
one of the proprietary preparations such as eucortone or 
eschatin, should be "given intravenously as soon as possible. 
The initial dose should be 10 ml., and this should be 
repeated four-hourly until the systolic blood pressure it 
maintained above 100 mm. Hg. If the extract is not immedi 
ately available, desoxycortone acetate can be used in dose; 
of 10 mg. eight-hourly, intramuscularly. Adrenaline hydro 
chloride, 3 min. (0.2 ml.) subcutaneously, six-hourly, cat 
be given, but it is of doubtful benefit. Ascorbic acid 
500 mg. intravenously, twice daily, may be helpful. TW 
adrenals contain much ascorbic acid, but its function i: 
unknown, and its therapeutic use here is empirical 
Vitamin K analogue — menaphthone — one 5-mg. ampoule 
should be given initially to ensure a normal prothrombii 
level. The order of treatment should be: (1) begin intra 
muscular penicillin injections ; (2) set up an intravenou 
drip-infusion of normal saline ; (3) begin intravenou 
sulphamezathine, adrenal cortical extracts, and ascorb;. 
acid via the infusion tubing ; and (4) give adrenalin 
hydrochloride and menaphthone. 


Summary 

Three cases of fulminating meningococcal septicaemia an 
described. One of them, a child aged 3, recovered after weal 
meat with penicillin, sulphadiazine, and adrenal cortical extracts 

This condition occurs sporadically as well as during epidemics 
and presents as a severe illness of sudden onset, with a purport 
rash and profound peripheral circulatory failure. In untreate 
cases death occurs in 24-36 hours. 

At necropsy, adrenal lesions are always found. Acute adren: 
deficiency is probably a factor in the fatal outcome. 

Diagnosis must be made on clinical grounds. Treatmci 
should be started immediately with penicillin, sulphamezatbiiv 
intravenous saline, and adrenal cortical extracts, without awai 
ing laboratory investigations. If it is begun early enough thei 
is a reasonable chance of recovery without sequelae. 

We are indebted to Dr. P. Hamill, under whose care these cas< 
were admitted to hospital, for permission to publish this report as 
for help and encouragement in its preparation. 
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The Hospital Savings Association announces that Mr. Thom 
Denman, its genera! secretary, retired on March 1- Bis car 
experience was in the office of a local authority, then on the passu 
of the National Insurance Act of 5911 he became clerk to an inst 
ance committee. In 5919, seeking the greater freedom and neMmSi 
of a voluntary organization, he joined the late Dr. Gordon D 
of Brighton, in founding and organizing the Sussex Provident Scnen 
It was from this scheme that he developed the idea of the H.S.A. * 
was appointed financial secretary on its incorporation in 1922 at 
from the first has been responsible for all the financial arrangewen 
In 1939 he became joint secretary and in 1945 general secretary- * 
successor will be Mr. C. S. Clarke, who joined the staff in 1931 w 
has been deputy general secretary since i946. 
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NOMOGRAMS FOR SLING AND ASSMANN 
PSYCHROMETERS 

B\ 

J. B. de V. WEIR, M.A., B.Sc., M.B. 

(From the Institute of Physiology, University of Glasgow) 


In an annotation in the Journal (194S, 1, 9S9) it was 
suggested that nomograms for use with the Assmann and 
the sling or whirling psychrometers might be welcomed, 
as these are the instruments of choice for the measure- 
ment of the hygrometric properties of the atmosphere with 
scientific accuracy. The accompanying nomograms have 
been designed accordingly 



Fig. 1. — Notnocram for finding the relative humidity of the air from 
the dry-bulb and wet-bulb readings of a ventilated psychrometer 



BO-f 


25 



60 -£ 


15 


so4- IO 



°F °C 


Dry-bulb 

temp. 


Saturation 

deficiency 




Fio. 2. — 'Nomogram for finding the drying capacity or saturation 
deficiency of the air from the dry-bulb and wet-bulb readings of a 
ventilated ps\ chromcter. 


To use the nomograms a stretched thread or a trans- 
parent ruler is placed so as to lie on the readings of the 
dry-bulb and wet-bulb thermometers ; the relative humidity 
and the saturation deficiency can then be read off the 
appropriate scales. 


The depression of the wet-bulb temperature below the 
dry-bulb temperature is sensitive to the speed of the air 
passing over the wet bulb for speeds up to five miles per 
hour, but is practically the same for all speeds beyond this 
(Meteorological Office, 1940). Bell and Weir (1947) have 
produced nomograms suitable for use in calm conditions. 
Ventilated psychrometers such as the Assmann and the sling 
psychrometer are so arranged that an air speed past the 
wet bulb of over five m.p.h. is obtained artificially, and 
so, being independent of the natural air speed, these 
instruments give the most reliable results. 

The hygrometric properties of the atmosphere are of 
importance in body-temperature regulation, especially under 
conditions of stress such as exist in the Tropics, in deep 
mines, and in operating theatres (Wynne, 1947). They are 
also of special interest to heating and ventilating engineers 
and to the textile industry. 
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legation of the Mandibular (Inferior Dental) 
Artery 

In deep operations on the face and the jaws preliminary liga- 
tion of the external carotid artery is not always entirely satis- 
factory in attaining its objective — that is to say, it does not 
give one a bloodless field and does not prevent venous and 
post-operative bleeding from innumerable oozing points; nor 
does it prevent the formation of a deep haematoma in a closed 
wound. Admittedly it controls from 50 to 75% of the bleeding, 
but even a remaining 25% is apt to be not only a great nuisance 
but a source of danger if it continues post-operatively into the 
mouth. Particularly is this so in the removal of sections of the 
mandible involving the ascending ramus. 

Case Report 

I was faced with this problem recently in -a young female patient. 
X-ray examinations of her lower jaw showed a ragged, eroded cavity 
in the centre of the bone extending well up into the ascending ramus 
above the point of entry of the mandibular artery. The bone was 
distendetf but there was no surface lesion. It looVed malignant, and 
was getting larger fairly rapidly. (A subsequent pathological report 
stated that it was a malignant adamantinoma, which is what the 
clinical evidence and x-ray examination had led us to believe.) 

To have obtained good access through the usual curved external 
incision would have involved an almost certain facial paralysis and 
a blind groping for the mandibular artery* and vein, with a consider- 
able probability of being unable to secure them. It was determined, 
therefore, to do the major part of the operation from within the 
mouth, and if possible to ligate the mandibular artery* before it entered 
the lower jaw*. T had reason to believe from war experience that 
this would not only be quite feasible but not too difficult. Search, 
however, failed to find any record of this ligation having been per- 
formed previously. Presumably its short course of an inch (2-5 cm.) 
or less from the internal maxillary artery* to the foramen in the lower 
jaw has been regarded as inaccessible. 

Operatixe Technique . — Operation was performed on Feb. 25, 19-S, 
under full morphine and hyosrine premedication (Coriette system) 
and local analgesia (procaine and adrenaline), as follows: 

1 . Vertical incisions were made in the centre lines of the upper and 
lower lips to increase the retmctability of the angle of the month and 
cheeh. This procedure improves visibility and access very consider- 
ably and, anatomically and cosmetically, is preferable to a horizontal 
incision at the angle of the mouth. 
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2. Insertion ot a Davis gag and opening it to the maximum extent 
produced a dislocation oi the jaw, which served to fix it in place and 
also to bring the inferior dental foramen into the most forward 
possible position. Most of the operation was then carried out 
without a gag, but with medial and lateral retraction of the tongue 
and cheek. No packing was placed in the pharynx; continuous 
suction was used, and the blood remained a nice bright colour 
throughout. 

3. A vertical incision was made through the muco-pcriosteum of 
the jatv ; it extended froih near the tip of the coronoid process along 
the crest of the alveolar ridge to the region of the first bicuspid tooth. 

4. A short external incision was made along the lower border of 
the jaw just posterior to the mental foramen. 

5. The whole of the periosteum of the jaw was stripped from the 
bone, except the upper part of the ascending ramus and the region 
of the inferior dental foramen 

6. With good retraction inwards of the internal pterygoid muscle, 
local illumination, and blunt dissection, the artery, vein, and nerve 
entering the bone were soon located, identified, and isolated. 

7. A clamp was placed on the whole bundle, silk ligatures weic 
passed above and below and tied, and division was made on removal 
of the clamp ; there was no sign of haemorrhage, and the jaw became 
visible on its inner aspect right down to the angle. 

8. The ascending ramus was then divided partly with a Gigli saw 
and partly with bone shears, about I in. (1.9 cm.) below the condyle. 

9. The anterior end of the. bone was next divided by a saw-cut 
posterior to the mental foramen and the section of jaw removed. 
The dislocation was then reduced without difficulty. This left a fairly 
dry cavity lined with periosteum. 

The patient’s recovery was quite placid and painless. She 
remembers nothing of the operation, during which she slept motion- 
less. Penicillin was given prophylactically for a few days. 

In selected cases of surgery involving the ascending ramus 
of the jaw this procedure may prove useful. Ligation of the 
nerve as well as the vessels should be sound practice in view 
of recent experiments by M. P. Chenilleau (//if. Abstr. Stag., 
1948, 86, 351), which showed that ligation of nerve-ends in 
animals prevented the formation of painful neuromas and also 
of trophic ulcers, particularly if linen thread was used instead 
of catgut, 

l ant indebted to my wife for skilful assistance. She was in 
fact the first to see the vessels at the foramen and to call my 
attention to the fact; they were even a iiule further forward 
and a little higher up than I had anticipated. I had just by- 
passed them on the lower side. 

It is proposed to submit a fuller account of this case, 
illustrated by radiographs of the subsequent bone graft, for 
publication at a later date. 

H. P. PtCKERiu., C.B.E., M.S., F.R.A.C.S. 

Wellfnsron. New Zealand. 

Heterotopic Pancreatic Tissue in the Ileum 
Causing Intussusception 

deterotopic pancreatic tissue in the wall of the ileum is rare ; 
ecords of only thirteen cases can be found in the literature. 
Fourteen cases in which the pancreatic tissue was present in a 
livetticulum from the ileum are also recorded. The details 
jf the ileal-wall cases are scanty, but intussusception occurred 
n three. I record a further case of intussusception caused by 
‘letcrotopic pancreatic tissue in the ileum. 

Case Report 

On Feb. 21, 1947, 1 was asked by Dr. 5. W. Wilson, of Stirling, to 
see a girl aged 91. At 2 pan. that day she had been seized by 
sudden set ere abdominal pain so intense as to cause fainting. The 
pain, colicky in nature, was felt mostly in the central abdomen and 
was accompanied by continued vomiting. One year previously she 
had had a similar but less severe attack which passed off in twenty- 
four hours. Examination shotted slight fullness of the upper abdo- 
men and marked tenderness and slight rigidity in the right side 
of the abdomen; n mass about the size of an orange was palpable 
to the nght of and just below the umbilicus. Immediate operation 
was adtised and the patient was admitted to Stirling Royal Infirmary. 

On opening the abdomen some five hours after the onset of 
symptoms a.n ileo-ileal intussusception was found some 3 ft. (0.9 m.) 
up from the ileo-caccal junction, . The intussusception was easily 
t educed. At the apex, ot the intusxuscepVum a weH-defined pVatpst. 
of tissue 2 by 1 cm. and some 2 mm, thick was found on the ami- 
mesenteric border of the bowet. This clearly had excited the intussus- 
ception. The plaque was resected, but so much narrowing of the 


bowel resulted from suture that it was thought wiser to reseci a srra'j 
segment of the ileum. This was done, and the abdomen was closcj 
after an cnd-to-end anastomosis. Recovery was uneventful. 

' Pathological Report. — Dr. W. W. Park, of the Royal College ei 
Physicians Laboratory, Edinburgh, supplied the following report os 
the specimen : “ The specimen consists of a piece of compressed 
tissue, 2 by 1 cm. Microscopical examination shows: (l) Large 
masses of well-developed glandular tissue (Fig. i) lying closely 
adjacent to the gut wall, and in places growing up to and even into 
the muscular layers. (2) The tissue is highly differentiated into acinar 
structures with well-formed ducts and ductules (Fig. 2). The 



Fig. L-— Glandular tissue, (x 150.) 



cell type is uniform and moderately large, and there arc no mhos 
There is no evidence of malignancy. (3) This type of growth ts 
be regarded as a developmental error, hamartomatoas in type. C< 
ventionally, tissue of this nature is designated heterotopic pancrea 
tissue, although in this case, where there is no sign of any islet ussi 
it would be more correct to regard it as non-specific develops JW 
overgrowth.” 

I am indebted to Mr. Stanley Hay, Dr, Park’s technical supervis 
for the photomicrographs. 

A. A. MacKelvje, M.D.,jF.R.C.S.Ed., 
VIsitIns Surceon, Stirling Royal Infirmary. 
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CARDIOGRAPHY 

Cardiography. By William Evans, M.D., D.Sc., F.R.C.P. 
(Pp. 132; illustrated 25s.) London: Butterworth and Co. 
(Publishers). 194S. 

This book gives a fully illustrated account of electrocardio- 
graphic abnormalities and of phonocardiographic tracings. 
Unfortunately the author dismisses the “V" unipolar pre- 
cordial and limb leads as sectors (p. 2), with which in fact 
they have nothing at all to do (V stands for voltage). Conse- 
quently the reader will learn nothing of the principles upon 
which modern cardiography is based, nor of the effect upon 
the cardiogram of rotation of the heart on any of its axes. 


nutrition, relief of pain, nursing, and the innumerable ways 
in which cancer and the metabolism of the individual are 
linked. The reader of Dr. Paterson’s textbook on radio- 
therapy gains an appreciation of these two sides of the 
subject — a technical knowledge of the accurate administration 
of radiation and insight into its effects, and also the knowledge 
of patients necessary to every true doctor. The author con- 
siders the technical side in great detail, but the clinical aspects 
form a background against which the technical points may 
be appreciated by radiotherapists. No one without an immense 
knowledge and experience of cancer treatment could have 
attempted such a work. While Paterson is the author of the 
book, he refers also to the team at the Holt Radium Institute 
whose work has made it possible for him to write it. He 
is clearly the inspiration of this team and the architect of 
an elaborate, extensive, and efficient organization which has 
already published many papers and, in the last two years, 
accounts of the results achieved by the methods he describes 


left bundle branch block is described as showing ” L.A.D. 
The QRS complexes are wide with the T wave written in the 
opposite direction to the QRS ’’ (Tig. 54, etc.). This discordant 
type of left branch block is due merely to a horizontal posi- 
tion of the heart. Concordant curves, due to a vertical 
' position, are classified as bundle branch block, though in 
Fig. 1 IS the single precordial lead given makes it obvious 
that the lesion is left-sided. The author includes auricular 
flutter among the loner ranges of the auricular tachycardias, 
in which the auricular rate is stated to vary from 250 to 500 
a minute. If the ventricular rate is^ less than 200, and the 
extra P waves cannot be made out, ‘they are assumed to be 
buried in the QRS. In auricular flutter, however, the 
response to carotid sinus pressure is different and the existence 
of a circulating wave was proved by Lewis. The author does 
not mention the recent suggestion that some auricular 
paroxvsms may be due to a circulating wave with a slower 
rate than in flutter because the A-V node is involved in the 
orbit. He gives a good account of the cardiographic changes 
in acute pericarditis, but does not say that pathological Q 
naves are absent, nor why this must be so. The section on 
cardiac ischaemia contains much wisdom. Some of the inter- 
pretations are open to question. Fig. 23 would seem to show 
premature ventricular systoles ; the auricular rhythm is regular 
and the P waves are all upright. Fig. 132 suggests a septal 
infarction. Q waves are not found in lead I in uncomplicated 
left branch block, and the T wave is “ domed.” Precordial 
leads would have helped. It is difficult to understand why 
the diagnosis of 2:1 heart block in Fig. 147 is rejected. 
Among other things the. form of the T waves in lead II would 
be most peculiar if P were not summated with them. But 
these are small blemishes in a book in which the illustrations 
are uniformly good and well produced, and to anyone content 
with the older conceptions this section can be recommended 
as a straightforward and clearly expressed account of cardio- 
craphic abnormalities. 

Sound tracings were used by Lewis forty years ago, but since 
then have not attracted much attention in this country. 
Different types of recording instruments give differing results, 
a and there is no agreement yet on which is the more accurate. 

' In this section the author shows records obtained with a string 
galvanometer and a glass rod of various additional heart sounds 
and of cardiac murmurs. The records are very clear and 
the descriptions easy to follow, but it is rather startling to 
learn in Fig. 192 of an inaudible murmur. 
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RADIOTHERAPY 

The Treatment of Malignant Disease by Radium andX-ravs- 
By Ralston Paterson, Af.C., MD., 1-F.C.S.Hd., D.MR.E.. 
F.F.R. Being a Practice of Radiotherapy. (Pp. 622; illustrated. 
£2 5s.) London: Edward Arnold. 194S. 


Radiolherapv is a relatively new branch of medicine requiring 
■an acquaintance with physics and biophysics which is unneces- 
sary in other medical work. Physicians and surgeons tend 
to regard the radiotherapist as a kind of technician, and ibis 
indeed he must be ; but he must also be a clinician who, like 
the cencrol physician and the general practitioner, is con- 
cerned with all regions of the body and with problems of 


here and a book on radium dosage. 

Having decided from the experience of himself and others 
what doses of radiation he thinks are necessary to destroy 
cancers and to help patients in whom they cannot be 
destroyed, Paterson has given details of how to administer 
those doses, bearing in mind the technical and clinical diffi- 
culties. He has been helped with certain chapters by other 
authorities. Windeyer and Roberts contribute a chapter on 
radium beam work ; Levitt discusses the treatment of blood 
dvserasias ; Margaret Tod helps with the chapters on reticulo- 
endothelial and gynaecological conditions ; Dobbie teaches us 
a great deal about beam direction and field selection. Dr. 
Edith Paterson’s review of the biological effects of radiation 
is excellent but seems to be insufficiently related to the rest 
of the book. Jefferson’s article on tumours of the central 
nervous system is short but very interesting. The phyrics s 
capably dealt with by Meredith. 

In his introduction the author prepares us for an account 
of Manchester methods based on Manchester ideas. While 
this gives force to the book it detracts from its value as a 
textbook. Calibration of apparatus, details of organization, 
equipment and staffing of centres of radiotherapy, the provi- 
sion of isodose curves, radium charts, and lucid details m 
connexion with the nursing of patients are all desirable 
features, but some omissions strike one. For instance, the 
use of differentially loaded radium needles for implants and 
the use of radon ointment in treating necrosis are important 
technical advances. ‘ The heavy dosage given to the spinal 
cord in treatinc pharyngeal cancer, the insistence on treating 
the whole penile shaft for nil penile cancer, and the dogmatic 
attitude to certain as yet unsettled principles of radiation 
biology are a few of the points one would like to argue with 
the author. The chapter on new radiotherapeutic agents, 
however, is balanced and clear. 

Every radiotherapist wilt find the book readable anu 
exceedingly useful. It is important that those with little 
experience should, as indicated by the author, realize that it 
is a statement of present-day Manchester principles and 
methods only. Radiotherapy is still a developing subject. 

fp.xSK Ellis. 


SWISS OBSTETRICS 


Lehrbuch ier GeburtshTIfe. By Th. Roller. .Volumes 2 and ~ 
(Pp. 613 VoL 1 and 1,323 Vol. 2. 110 Swiss francs) Basle: 
Vrrt.Ttr vnn 55. Karrcr. 194S. 


This two-volume textbook of obstetrics forms part of “The 
System of Obstetrics and Gynaecology," written under the 
direction of Professors Anderes, Guggisberg, and Roller, of 
Switzerland. The publishers have maintained the exceptionally 
high standard for which they are well known on the Continent. 
The print and paper will be examined with envy by British 
medical authors. The excellent illustrations are derived in 
the main from photographs and photomicrographs, and, 
together with the line drawings, are a striking feature of 
the book. 

The subject matter is of some interest, for it follows the 
traditional German style and contains a wealth of theory at 
the expense of clinical examination, and operative technique. 
It is quite out of keeping with modem American and British 
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textbooks. The author has paid very little attention to original 
work carried out in America or Britain. This neglect is parti- 
cularly striking in the chapter on implantation, and an 
outstanding omission is any reference to the important contribu- 
tions of Caldwell and Malloy. For a modern textbook the 
author has emphasized puerperal sepsis too much and described 
foetal abnormalities in too great detail. As a standard text- 
book for Swiss students and practitioners the book will be 
held in esteem and perhaps with affection, but it is unlikely 
to receive much attention in either America or Great Britain. 

Wilfred Shaw. 


A GUIDE TO CHEMOTHERAPY 

A-B-C's of Sulfonamide and Antibiotic Therapy. By Perrin H. 

Long, M.D., F.R.C.P. (Pp. 231. 17 s. 6d.) Philadelphia and 

London: W. B. Saunders Company. 1948. 

In this little book (he author first discusses general principles 
and methods of administration of sulphonamides, penicillin, 
and streptomycin, and then the principal diseases and condi- 
tions, in alphabetical order from “ abscess ” to “ yaws," for 
which they are indicated. His clear and dogmatic instructions 
include brief references to other forms of treatment and fre- 
quent warnings against undue reliance on chemotherapy' when, 
for instance, surgery is also required, and against giving these 
drugs without adequate reason on the off-chance that they 
may do good. 

Noteworthy features are the full discussions on syphilis and 
tuberculosis, the heroic system of dosage advocated for sub- 
acute bacterial endocarditis (2-hourly injections for six weeks), 
and the repeated warnings, because of the danger of sensitiza- 
tion, given against local application. He considers that the 
local treatment of ulcers, burns, and blepharitis with either 
sulphonamides or penicillin is inadvisable for this reason, 
which seems unfortunate. He advises the use of penicillin 
for controlling peritonitis due to perforating wounds but not 
for that produced by appendicitis, a distinction for which the 
reasons are not quite clear. Although in a few instances 
everyone may not agree with the instructions given, this book 
should be a useful and handy guide to the practitioner. 

L. P. Garrod. 


MINOR SURGERY IN GERMANY 

Kleine Chirurgie. By Professor Hans Kurtzahn, revised by W. 

Heyn. 12th edition. (Pp. 496. M. 17.50.) Berlin: Urban and 

Schwarzcnberg. 1948. 

Perusal of this book makes one feel rather sad. Here is the 
12th edition of a very popular German book on minor surgery 
rather poorly produced and very much out of date. Though 
this edition has the year 1948 on the title page it might almost 
as well have been published ten years ago. It contains much 
.useful information on fractures, minor operations, and the 
■ike. but shows little evidence that the far-reaching new dis- 
■t'verics of the last few years have reached the medical pro- 
^■ssion in Germany. It is not necessary to read far to find 
this out. The sulphonamides are said to be useful, but no 
dosage is given, and the author says of their use in erysipelas 
that no definite judgment can be given on their efficacy. An 
account of penicillin occupies thirteen lines ; it is described 
as a drug recently developed by the Americans ; about its 
value wc are told that we must wait for a future edition for 
a conclusive estimation of its efficacy'. No description of 
dosage is given nor of methods of administering it. The 
author does not mention it in discussing the treatment of 
septic infection of the fingers, or that of carbuncle, for which 
extirpation is said to be the best treatment. He describes 
old-fashioned remedies for the treatment of burns and refers 
to therapy by tannic acid as a recent innovation. (It was 
introduced in 1925.) Tannic acid is specially recommended 
for the treatment of burnt fingers and hands. All the recent 
advances in the treatment of bums are ignored. And so we 
could go on. In this country the chief use of this book 
should be to stimulate surgeons to help their brethren in 
Germany to learn of the wonderful new remedies of which 
they know so little. 

v Zachary Coph. 
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BOOKS RECEIVED 

[Review is not precluded by notice here of books recently received] 

Proceedings of the Annual Meeting, 194$. British Medical 
Association. (Pp. 455. 35s., postage Is. 3d. extra.) London: 

Butierworth. 1949. 

The collecled papers read at the Association Meeting in Cambridge 
last June. 

Papers on Psycho-analysis. By E. Jones, MID., F.R.C.P. allied. 
(Pp. 504. 31s. 6d.) London : Baillicre, Tindall and Cox 1948. 

In this edition nine recent papers replace some older ones. 

Arterial Hypertension. By D, Ayman, M.D. (Pp- 91. Us. 6d.) 
New York and London : Geoffrey Cumberlege. 1948. 

A monograph reprinted from the Oxford Loose-Leaf Medicine. 

Death in Clairvoyance. By J. Bell. (Pp. 244. 9s. (A.) London: 
Longmans, Green and Co. 1949 

A detective story. 

Juvenile Rheumatism. By G. E. M. Scott, M.B., L.R.C-P-Ed., 

L. R.F.P.S. (Pp. 163 . 25s.) Melbourne: W. Ramsay, Lid. (948. 

A review of the author’s experience. 

The Train. By V. Panova. (Pp. 252. 9s. 6d.) London: Putnam 
and Co., Ltd. 1948. 

A novel, translated from the Russian, about a hospital train in the 
U.S.S.R. during the war. 

Some Common Psychosomatic Alauifcstations. By J. B. Murray, 

M. A., M.D., M.R.C.P. (Pp. 101. 7s. 6d.) London: Geoffrey 

Cumberlege. 1949. 

An account of effort syndrome and the “ low-back syndrome.!’ 

Our Plundered Planet. By F. Osborn. (Pp. 192. 10s. 6d.) 

London : Faber and Faber. 1949. 

The author’s theme is the conservation of soil fertility and file neglect 
of this in many countries. • 

Guiding Human Misfits. By Alexandra Adler, M.D. (Pp. 1 14. 
7s. 6d.) London: Faber and Faber. 1949. 

An account of the writer’s experience; intended for both medical 
practitioners and laymen. 

Hemolysis and Related Phenomena. By E. Ponder. (Pp. 398. 
50s.) London: J. and A. Churchill. 1948. 

A monograph on the structure and haemolysis of mammalian red 
cells. 

Topics in Physical Chemistry. By W. M. Clark, Ph.D., Sc.D. 
(Pp. 738, 44s.) London : BailliSre, Tindall and Cox. 1948. 

A' textbook for undergraduate students. 

The Bclsen Trial. Edited by R. Phillips, M.C., M.A., B.C.L. 
(Pp. 749. 30s.) London;. William Hodge. 1949, 

A verbatim record of the trial. 

Aids to Biochemistry. By E. A. Cooper, D.Sc., F.R.LC-,- 
A.R.C.S., and S- D. Nicholas, B.A., A.R.I.C. 4th ed. (Pp. 244. 
5s.) London : Baillicre, Tindall and Cox.- 1948. 

The book has been extensively revised for this edition. , ... 

The Mystery of Birth. By J. Oidficid, T.D., D.C.L., M.A., 
M.R.C.S., L.R.C.P. (Pp. 208. 1 2s. 6d.) . London : Rider. 1948. 

Discussion of many topics related to birth, sex, and heredity. 

Outline of Arabic Contributions to Medicine and the Aided 
Sciences. By A. A. Khairsllah, B.A., M.D., F.A.C.S. (Pp. 228. 
52.50.) Beirut: American Press. 1946. 

Annotated quotations from Arabic works; in English. 

Energy and Alaltcr. By R. L. Worrall, M.B., Ch.M., D.l H. 
(Pp. 144. 10s. 6d.) London: Staples Press. 1948. 

A description in plain language of some of the concepts of modern 
physics. 

Anaemia Problems in Rheumatoid Arthritis. By F. Nilsson. 
(Pp. 193. No price.) Uppsala: Appelbergs. 1948. 

A monograph with references. 



March 26, 1949 


TRANSMISSION OF SARCOMA BY DRIED TISSUE 


British 

Medical Journal 


531 


BRITISH MEDICAL JOURNAL 

LONDON 

SATURDAY MARCH 26 1949 


TRANSMISSION OF SARCOMA 
BY DRIED TISSUE 

Cancer is so different from microbial infections that most 
pathologists are reluctant to accept the notion that a virus 
can be its cause. No one any longer disputes that some 
tumours are caused by viruses : first, there are various 
sarcomata and other connective tissue tumours of fowls ; 
there is an adeno-carcinoma of frogs ; there is Shope's 
papilloma of cottontail rabbits and the cancers derived 
from it ; and finally there is Bittner’s milk factor, which 
plays an essential part in causing mammary cancers in 
inbred mice and has all the properties of a virus. Towards 
these virus tumours pathologists take up one of two atti- 
tudes. Most of them regard them as exceptional growths, 
zoological curiosities. They feel that all cancers need not 
have the same aetiology : some are induced by carcinogenic 
hydrocarbons, some by .t rays and other physical agents, 
some by parasitic worms, most by as yet undefined causes 
—and a small minority by viruses. The other, much 
smaller, school of thought, led by Rous in America and 
Gye in this country, emphasizes an important difference 
between the part played in tumour causation by a virus 
and by hydrocarbons and other agents. The hydrocarbon 
determines the onset of the tumour, but is then no longer 
essential for its continued growth, while the virus remains 
in the cancer cell and is apparently the driving force con- 
stantly imposing upon it its malignant conduct. The Rous 
fowl sarcoma, in Boycott’s 'words, “has been provided for 
our learning and pushed under our noses by Providence,” 
and “ we should not be too shy of drawing conclusions 
from such . . . examples.” 1 

The core of the whole argument is this: Are the filterable 
tumours things apart, or are they essentially the same as 
other tumours, differing only in some quantitative manner, 
so that our techniques just fail (as they sometimes fail 
even with fowl tumours) to reveal a continuing cause 
separable from the living cell? In an Imperial Cancer 
Research Fund Lecture delivered at the Royal College of 
Surgeons on March 22 and published as the opening paper 
in this issue. Professor W. E. Gye, F.R.S., has sketched the 
historical background of this side of cancer research. He 
has shown how attempts to find a continuing cause for 
malienant growth within the cells of most cancers have 
failed again and again, until most workers believe that no 
such separate entity exists and that cancerous growth is 
nothing but abnormal behaviour imposed permanently 
upon the cell by some event in the past. He then puts 
forward evidence, even finding clues in work done as far 
back as 1907, that the propagation of experimental tumours 
need not always depend on the transplantation of intact 
cells. The malignant transformation of the stroma of 

— _ l Free. R. Sx. Sled., 19ZS. U, 55. 


transplanted carcinomata has been long known ; one 
possible explanation has been the transfer of an agent from 
the malignant cells to those adjacent to it. Successful 
transplantation with tumour tissue frozen at —10° C has 
been known for forty years and has been attributed to 
the cancer cells’ tenacity of life. Similar results can be 
achieved with tumours frozen at —79° C., but this 
fact is not nearly so remarkable as the results obtained 
at— 10° C. At that temperature. Professor Gye points out, 
water crystallizes out but -salts do not, and the cell is in 
fact pickled in strong brine. More recent work shows that 
suspensions of tumour cells survive in 40% glycerin or 
40% glucose. 

In contrast to all this are normal embryonic cells ; then- 
viability can be tested, for they continue to live as grafts 
in individuals of a similar inbred stock. It turns out that 
they are not remarkably tenacious of life, for they die 
after less than an hour at —79° C. Here are a number of 
straws pointing one way ; but we lack certainty. It may 
be that cancer cells can withstand freezing, pickling, and 
other maltreatments which no ordinary cell would be 
expected to stand. Though histological study of long- 
frozen tissue reveals no intact cell, there is the chance 
that an odd cell has eluded observation, and, after all, 
trypanosomes can survive at —76° C. 

But now Professor Gye and his colleagues take a step 
further, for they have transmitted three mouse sarcomata 
by means of dried tissues. It is far harder to believe in the 
survival of dried mammalian cells than of those merely 
pickled or frozen. It is known that bacteria] cells can 
survive drying indefinitely, but their organization is very' 
different from that of the cell of a mammal. Transmission 
of the Rous sarcoma by dried tissue is, along with filter- 
ability, the convincing piece of evidence that the trans- 
mitting agent is a virus. Two things have made possible 
the new success in a field where failure has for years beset 
many investigators. First, Dr. James Craigie has improved 
the technique of drying by the use of an apparatus of which 
a description is reported to be in the press. Secondly, it 
has been found, very' surprisingly, that tumour tissue which 
has been frozen for some time and then dried can still 
reproduce a tumour on injection, while tissue dried while 
fresh will be inactive or at any rate much less potent. Pro- 
fessor Gye does not go deeply into the reason for this 
remarkable finding, though he suggests the possibility’ of 
gradual denaturation of an inhibitor at low temperatures. 
From all this work he concludes, “ It is no longer justifiable 
to put the . . . filterable tumours of chickens in a separate 
class. . . . This work has now brought tumours of mice 
. . . into the same class. They have a continuing cause, 
and . . . probably it is viral in nature.” 

The question will be asked, “Do the facts justify this 
most important conclusion ? ” While it is probably the 
right one, the issues at stake are so important that the 
evidence must be completely convincing. It is to be hoped 
that future developments in this work will provide the 
answer to three questions: Is it reasonably certain that 
frozen, pickled, and above all dried tumour tissue does not 
contain any living mammalian cells at all ? Secondly, are the 
results with these three sarcomata applicable to sarcomata 
generally ? Two of the three which have now been dried 



532 March 26, 1949 


TRANSMISSION OF SARCOMA BY DRIED TISSUE 


BttTHH 

Medical Jouhnai 


are sarcomata derived from malignant transformation of 
the stroma of epithelial tumours, and therefore perhaps 
more likely than the average to yield evidence of a cause 
separable from the cells. The third is, however, a sar- 
coma induced by methylcholanthrene ; there is, therefore, 
particular significance if evidence of a virus can be found 
in it. The finding of a single mouse sarcoma resistant to 
drying would not be fundamentally important — it could be 
dismissed as yet another zoological curiosity. Discovery 
of a general principle applicable to many or all mouse 
sarcomata would be another story. Are three successfully 
dried tumours so very much better than one ? Thirdly, can 
epithelial tumours, too, be transmitted with dried tissue? 
It will be recalled that as yet no carcinoma of the fowl has 
been successfully dried or filtered — most of them cannot 
even be transplanted. 

Suppose the answers to these three questions turn out 
affirmatively and we can safely accept the conclusion that 
tumours in general can be propagated in the absence of 
viable tumour cells, where does this lead? It leads 
certainly to the biggest advance in cancer research for 
many years. It means that of current theories of the nature 
of cancer some 90% can be quietly relegated to the waste- 
paper basket, leaving investigators free to concentrate on 
a much more limited field through which certain obvious 
paths are clearly indicated. The new work does not, of 
course, throw light on another controversial question 
briefly mentioned at the end of Professor Gye’s lecture — 
arc tumour viruses of intrinsic or extrinsic origin? 

Professor Gye is due to retire this summer from the 
directorship of the laboratories of the Imperial Cancer 
Research Fund. His successor, Dr, James Craigie, F.R.S., 
much of whose work has lain hitherto in fields other than 
cancer, has been a very active partner in the recent research 
and will be able with his colleagues to continue the work 
of opening up this fruitful discovery. 


DELAYED ADMISSION TO HOSPITAL 

\bout a year ago we published an article by Dr. Richard 
\sher on the dangers of going to bed. It will not be long 
pefore we are asked to publish an article on the dangers 
>f not going to bed, if the present difficulties experienced 
ey general practitioners all over the country in securing 
admission of urgent cases to hospital continue. The situ- 
ation has become so serious in London, for example, that 
the Local Medical Committee, having considered a confi- 
dential report of a meeting at the Ministry of Health, 
passed a resolution deploring such delay and stating the 
deep concern of the Committee about “ reports which 
reach it of many patients who have died whose lives might 
have been saved had energetic action been taken to secure 
medical and nursing attention for them at the time when 
practitioners endeavoured to obtain their admission to 
hospital.” 1 One of the cases that prompted the Local 
Medical Committee for London to take action was that of 
a man with chronic tuberculosis suffering from retention 
of urine. When the medical man in charge of this case 
asked the Emergency Bed S ervice to see that the patient 
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was admitted for the treatment of retention of urine ht 
was told that 'the E.B.S. could not do this because tuber- 
culous cases were the responsibility of -the tuberculosis 
officer of the appropriate hospital board. The doctor, less 
concerned with administrative finesse than with the welfare 
of his patient, refused to accept this decision, and so the i 
E.B.S. referred the matter to a medical officer of the 
Regional Board, who “ confirmed that this was a case 
for the tuberculosis officer and not one that could be 
forced into hospital regardless of the tuberculosis, as a 
matter of life and death.” The E.B.S. then inquired 
whether the patient’s local hospital would admit him and 
was once more met with the objection that the matter 
should be referred to the tuberculosis officer. The doctor 
in charge of the case finally found a hospital in which the 
patient could be treated. A correspondent informs us that 
at 9 o’clock one evening he asked the E.B.S. to arrange for 
the admission of a patient with a perforated duodenal ulcer. 

At midnight he was informed that 10 hospitals had been 
tried but that no bed was available. He visited his patient 
twice during the night, and when the unfortunate man was 
•finally admitted at 10 a.m. the next morning he was in a 
bad condition. Our correspondent adds : " I have been in 
general practice for 28 years and have never had before 
July 5, 1948, an experience of this kind.” It appears that 
these are not isolated cases but that the difficulty of getting 
acute cases into hospital is being experienced by practi- 
tioners throughout the country. It is impossible to estimati 
the size of the problem, but necessary to emphasize tha 
it exists. It is indeed a paradox that a hospital servici 
available for the whole community under the Nations 
Health Service Act should in many cases fail at the poin 
where hospital treatment mav be a matter, of life or death. 

If this sort of thing had happened before July 5, 1948, it 
would have been called a scandal and attributed to the faulty 
organization of the hospital services. There are probably 
many factors at work which make it difficult to get patients 
into hospital, but the principal obstacle is that no one now 
has the authority to insist that an acutely ill patient is 
immediately admitted to hospital. 

From the time of Queen Elizabeth to July, 1948, the 
destitute sick were in the privileged position of having 
beds available for hospital treatment. Under the Local 
Government Act of 1929 local authorities were allowed by 
permission of tire Ministry of Health to appropriate poory 
law hospitals as public health hospitals, and as a result 
a municipal hospital service evolved, the outstanding 
example of which was that under the control’ of the 
London County Council. Under the Poor Law the 
Relieving Officer had the authority to request admission 
to a poor law hospital of anyone coming under the desig- 
nation of destitute sick or urgently ill. The Ministry of 
Health made it a condition for appropriation under the 
Act of 1929 that the public health or municipal hospitals 
should incur the same obligation as under the Poor Law* 
to admit urgent cases, and the Relieving Officer was given 
the responsibility of insisting upon the admission of an 
urgent case into the municipal hospital. Under the 
N.H.S. Acts no one below the Minister of Health has 
the power to require a hospital to admit a sick person. 
So we have the curious situation in which a privilege 
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mjoyed by the destitute sick since the time of Queen Eliza- 
beth till July 5, 194S, is now not available to them in a 
miversal hospital service open to all. In relation to the 
teeds of the acute sick the State Hospital Service in London 
s less efficient than the hospital service previously admin- 
stered by the London County Council. If the Minister of 
Health is to fulfil his promises to the public it is imperative 
hat he should see that the old obligation to admit acute 
cases is restored — and quickly. 

It is true that the hospital service generally is suffering 
from a grave shortage of nurses, reflected in the fact that 
wards have had to be closed. It is possible that more 
persons are now seeking hospital treatment, but it is also 
true that before July, 1948, any hospital, however hard- 
pressed, always managed to find room for someone in need 
of life-saving medical or surgical treatment. In London 
an Emergency Bed Service was established in 1938 to give 
the practitioner immediate information on the availability 
of beds. The E.B S has not the authority to compel 
admission. No doubt it is now hard-pressed with requests, 
but it is permissible to question whether conditions allow 
it to operate at full efficiency. Practitioners complain that 
the E.B.S. does not have at any one moment an up-to-date 
statement of bed vacancies in London. They complain, 
too, that during the evening and night hours the E.B.S. 
tends to be of little use. In other words its service seems 
to be least efficient at the time when the general practitioner 
experiences the greatest difficulty in securing admission for 
acutely ill patients. Another possible cause of delay is the 
establishment of urgency. Any doctor may make a mistake 
in diagnosis, but the establishment of urgency cannot be 
done by a clerk who takes down over the telephone details 
of the frequency of pulse and respiration and of tempera- 
ture. The place to establish urgency should be at the 
hospital, and until he or she gets there the patient should 
be given the benefit of the doubt. But the urgent need is 
for°the quick re-establishment of authority to secure the 
immediate admission into a State hospital of an acutely ill 
person. 


HOW OFTEN ARE WE ILL? 

With the introduction of the National Health Insurance 
,Act of 1911 it was held that valuable records for research 
'would accumulate from the doctors’ certificates of in- 
capacity. In fact extremely little was' ever done with this 
potential source of information on the incidence of illness 
in the working population except, later, in Scotland, where 
the Department of Health, with a smaller and more 
manaeeable number of records, published valuable analyses 
annually for several years before the war of 1939-45. In 
England and Wales brief references to the frequency of 
different diagnoses were for a time made in the annual 
Veports of the Chief Medical Officer of the Ministry of 
Health, and important pioneer studies of sickness in 
particular industries, based upon insurance certificates, 
were issued by the Industrial Health Research Board. No 
analysis vvas ever made of the full national records, and 
it was frequently argued that the diagnoses were not suffi- 
ciently accurate to justify such a task. Such arguments 


might equally well have applied to the analysis of the ‘ 
early death certificates of 100 years ago — some, no doubt, 
would say of to-day, too. But it is only through the con- 
tinual use of the death records as a measuring rod in 
public health and preventive medicine that the certify ing 
doctor has come to realize the importance of as accurate a 
diagnosis as he or she can give. 

If sickness certificates are similarly valuable measures 
of the state of the public health — and it is known that they 
are being analysed for that purpose — there is no reason to 
doubt that the general practitioner will co-operate, as in 
registering deaths, by giving as precise a diagnosis as is 
possible. The system, too, has one great advantage to the 
busy doctor. Most requests, or demands, for statistics 
to-day inevitably mean yet another form to fill in. Under 
the - National Insurance Scheme the certificate of sickness 
has already to be provided, and statistics of the “ nature 
of the illness ” suffered by the population and the frequency 
of different illnesses will merely come out as a by-product 
Thus the only plea made by Dr. A. Massey, the Chief Medical 
Officer to the Ministry of National Insurance, in out- 
lining the Ministry's plans in a statement published in this 
week’s Supplement is for an accurate diagnostic statement 
— except, he recognizes, in the few cases where in the 
interests of the patient it cannot be done. 

In , this new study of morbidity' the final medical certi- 
ficate is the one to be used. The Ministry' foresees from a 
working population approaching 25 millions some 7 million 
claims for sickness benefit a year and about three-quarters 
of a million claims for industrial injury benefit. It would 
be very wasteful of man-power and energy to analyse these 
huge numbers, and in accordance with modern statistical 
thought it is proposed to take appropriate samples. Every 
claim to benefit under the Acts, made in the first instance 
to a local office in any part of the country, has to pass 
promptly to the Ministry’s vast record office in Newcastle. 
Here the claimant's “ insured state ” is checked and the 
appropriate reply returned to the local office. At some 
point in the ceaseless flow of these documents through the 
Newcastle office the final medical certificates must day by 
day be tapped and a representative sample drawn off. The 
data will then be analysed by means of punched cards and 
mechanical sorting to give particulars of the illnesses 
experienced bv men and women of different ages, employed 
in different jobs, and living in different localities. Different 
times of the year are not mentioned, but this, one may- 
hope, will also be brought into account. Short sicknesses 
will, of course, be seldom included, since often no claims 
for these can be made. Such sickness statistics, too. will 
present many other difficulties in interpretation. For 
instance, it is very unlikely that persons in the upper 
social classes will trouble to claim benefit at all when they 
are ill for a short time ; thus their sickness experience will 
be understated, perhaps quite considerably. Until the next 
census — due in 1951 — the numbers of persons at risk in 
local areas and in different occupations will be unknown, 
so that the required sickness rates will be lacking and only 
those decidedly second-best indices — proportional rates — 
can be calculated. But in spite of imperfections and 
difficulties — some merely temporary — the collection and 
analysis of these morbidity data, which started on Jan. 1 
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this year, are clearly well worth while — at the very least 
on the experimental basis on which Dr. Massey places them. 
The results of the experiment will be awaited with interest. 


CHILDREN’S CARDIAC CLINICS 

Cardiac clinics to which children suspected of heart disease 
can be referred for an accurate assessment of their true 
condition serve a most useful purpose. In a paper appear- 
ing elsewhere in this issue Dr. R. Kemball Price describes 
the working of such a clinic during its first eighteen months 
and points out not only how it helps the individual child 
but also how it aids the accumulation of knowledge of 
heart disease. “ Innocent ” or “ functional ” murmurs are 
particularly common in children, and unless their nature is 
recognized there is a serious danger that a child’s activities 
may be unnecessarily curtailed, with the development of 
a cardiac neurosis as a possible result. Further, it is too 
infrequently realized that most children with inactive rheu- 
matic heart disease and acyanotic congenital heart disease 
need not lead restricted lives. 

Unless active rheumatic infection is present children with 
minor lesions of rheumatic heart disease have no symptoms, 
and they suffer no ill effects from being allowed to lead 
a full, normal life. In the case of the rheumatic child, 
as of the child with a healthy heart and a functional 
murmur, unnecessary inactivity may easily lead to need- 
less cardiac invalidism. In fact, of Dr. Kemball Price’s 
first 200 cases 96 had already had their activities restricted 
on medical advice before being seen at the clinic, and in 
only 15 was such restriction found necessary. Thus 81 
children of the 200 referred to the clinic had suffered need- 
less and unhealthy limitation of their activities. It is equally 
important that when rest is indicated children’s lives must 
be suitably rearranged, and it is noteworthy that of the 37 
children found to have rheumatic heart disease 6 had active 
rheumatism. While the clinic will not often find it neces- 
sary to limit the activities of a child with inactive rheumatic 
heart disease there is a very important service to the patient 
which it should perform — that is to advise on suitable 
^pccupatkms As Dr, Price points out, it is difficult for 
fa man m his thirties to change from manual work to 
something less strenuous, but it is relatively simple to select 
a sedentary occupation at the time of leaving school. 

Children’s cardiac clinics can be expected to provide new 
information on the incidence of organic heart disease, on 
" innocent ” murmurs, audible third heart sounds, and other 
abnormalities. Dr. Price, for instance, found more cases 
of congenital than of rheumatic heart disease. While no 
closely comparable figures are available for large cities in 
this country there can be little doubt that in a completely 
urban area there would be a far larger proportion of 
children with rheumatic heart disease. This is certainly 
so in the United States, where, for example, Weiss 1 
in Louisville found 69% of all organic heart disease 
in children to be rheumatic in origin, and Rauh 2 in 
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Cincinnati, reported a figure of 55%. In neither of these 
areas is rheumatic fever regarded as prevalent. There has 
been and still is considerable difference of opinion about 
the incidence of uncomplicated congenital pulmonar. 
stenosis, perhaps the most extreme view being that o! 
Taussig,® who considers it one of the rarest types of 
congenital heart disease. However, in Dr. Price's series 
physical signs suggesting this diagnosis were common. 

Much useful information can be obtained by ktejsw 
these children under close observation for many years 
This will provide not only a, check on the accuracy o! 
the original diagnosis but also information, which at preset 
is lacking, about the disappearance of the “ innocent ' 
murmur, so much less commonly found in adults than it 
children. In addition there is still much to learn abou 
the prognosis of both congenital and rheumatic hear 
disease. In the case of the latter the results of som 
long-term studies similar to those envisaged at Brighton b; 
Price are now available. For instance. Ash 4 has reporiei 
from Philadelphia the follow-up of 547 children for 5( 
years after the onset of the rheumatic infection. Of thi 
318 children with signs of heart disease at the end of thi 
initial attack 42% had died within ten years ; but on thi 
other band 30 of the children had lost all signs of card® 
abnormality. Of the 219 children with no clinical evideno 
of heart disease after the first attack only 5% died o 
heart disease in the 10-year period, and over three-quarter 
continued to have no abnormal signs. Nearly a quarte 
of all the children included in this study died of rhea 
mafic infection within 10 years of the onset. Wilson am 
Lubschez 5 in New York have carried their survey furthei 
having followed up 89% of 1,042 rheumatic children fo 
an average of 54.8 years. Their results were rather bette 
than those of Ash, since only 194 of the patients died c 
heart disease during the period of observation. Wilso 
and Lubschez calculate from their figures that a chil 
affected with rheumatic fever has four chances out of n' 1 
of living for 15 years after the onset, and a one-in-tv 
chance of surviving to the age of 40. 

Many more such observations as these from differer 
regions are clearly desirable, and there is a need for simik 
studies of congenital heart disease now that operative trea 
ment is available for some malformations. All too litd 
is known of the natural history of congenital heart disease 
yet such knowledge is essential for the proper assessrnef 
of the risks of operation compared with those inherent t 
the defect itself. 


EXOGENOUS HAEMOCHROMATOSIS 
The term haemochromatosis, or “ bronzed diabetes,” nor- 
mally calls to mind a rare and little understood condition 
in which large quantifies of iron are deposited in the tissues 
— notably the skin, liver, pancreas, and abdominal lympn 
glands, though few organs escape. Varyingly ascribed to 
an inborn error of metabolism, 1 to copper poisoning, 1 an<h 
more recently to some nutritional deficiency, 3 it affects mate 
20 tiroes as frequently as females and is commonest between 
the ages of 45 and 55. The reasons why iron should accu- 
mulate in the body are not known, which is not surprising 
in view of the lack of information about the normal meta- 
bolism of iron. Until recently, for example, it was believed 
that iron was absorbed by the small bowel and excreted by 
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the colon and, in very small amounts, in the urine and bile. 
This belief is no longer tenable, since it is now clear that 
iron in the faeces represents merely the unabsorbed residue 
of the food iron. Recent work'* appears to show that the 
intestinal mucosa in some way controls the absorption of 
iron according to the needs of the body. Apart from loss 
of blood — e.g., by menstruation — there is no way in which 
iron can be eliminated in appreciable quantity, 5 and this 
may help to explain why “ endogenous ” haemochromatosis 
is so much commoner in males. 


Many unsuccessful attempts have been made to produce 
haemochromatosis in animals by the administration of large 
quantities of iron. Poison 6 gave large amounts of dialysed 
iron subcutaneously or intraperitoneally to rabbits over 
periods of several years, and despite the accumulation of 
enormous quantities of iron in the liver no fibrotic changes 
occurred in this organ or in the pancreas. CappelF injected 
colloidal iron intravenously in mice and found that no ill 
effects resulted from massive deposition of iron in the liver 
cells. Nothing analogous to the lesions of haemochroma- 
tosis in man was seen even when very' large amounts of 
iron were administered over long periods. 

Interesting and important as these investigations were, 
they did not seem to have much direct application to man. 
At that time injection of iron was regarded as dangerous 
(despite the large quantities which Capped was able to use 
experimentally), and the amounts given were so small that 
it was unlikely they could influence haemoglobin produc- 
tion, let alone produce haemochromatosis. However, the 
recent use of iron in a form which can be given intravenously 
in large quantity 8 3 has reopened the question of whether 
haemochromatosis is a risk of such therapy. The amount 
of iron required to restore the haemoglobin to normal in 
a case of iron-deficiency anaemia with a haemoglobin of 
50% is about 1.5 g., while the accumulation of iron in 
cases of haemochromatosis may amount to 25-50 g. It 
would seem, therefore, that the risk is not great, provided 
that excessive amounts of iron are not given and that the 
method is not used in cases of anaemia in which there is 
no iron deficiency and utilization of the iron to form 
haemoglobin is not possible. 

Iron is administered parenterally in a less obvious form 
when blood transfusions are given. One pint of blood 
contains approximately 250 mg. of iron, so that repeated 
transfusion of patients who have no external blood loss, 
particularly those with aplastic anaemia, may introduce into 
the body large quantities of iron. It is not unknown for 
such patients to have received 100 or more pints of blood, 
representing a total of at least 25 g. of iron, which is as 
much as may be found in cases of naturally occurring 
haemochromatosis. Schwartz and Blumenthal 10 describe 
five such cases in which certain features of haemochroma- 
> tosis appeared, and they mention eight others previously 
reported in the literature. In only two out of the thirteen 
was clinical diabetes present, but in nine there was obvious 
enlargement of the liver and in twelve some degree of 
fibrosis was found at biopsy or necropsy. It is difficult to 
assess the relative importance of the primary disease and 
the giving of blood in producing these changes, which seem 
to have been relatively mild. Some haemosiderosis appears 
to be inevitable when there is parenteral administration of 
iron, but whether true haemochromatosis, in the sense of 
, pancreatic and hepatic fibrosis and eventual failure, results 
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from this alone and is a real risk of such treatment remains 
uncertain. Some further investigation would be of value 
now that massive blood transfusion and parenteral iron 
administration have both become common forms of 
treatment. 


CANCER MORBIDITY 

Large-scale studies of the incidence of cancer and of the 
survival rate are scarce. It is over twenty years since the 
Ministry of Health published the findings of an inquiry into 
the natural duration of the disease and the results of surgi- 
cal treatment. A recent analysis by Eleanor MacDonald 1 
of 37,863 cases of cancer is an important contribution to 
the subject The facts were obtained from the records of 
Connecticut hospitals, and every known case of cancer 
admitted to or attending any of the general hospitals in 
the State from 1935 to 1947 was included in the analysis 
The disease was diagnosed microscopically in about three- 
quarters of the cases. Follow-up investigations were 
thorough, and information about patients who left Con- 
necticut was obtained through reciprocal arrangements with 
physicians, health departments, and institutions in 41 other 
States. MacDonald believes that the results form a prac- 
tically complete record of cancer among the 1,750,000 
inhabitants of Connecticut during the period reviewed 
The average incidence of cancer during the seven years 
1940-6 was 194 per 100,000 men and 221 per 100,000 
women. The incidence continued to rise during the period, 
even after correction for age. The changes in the incidence 
and death rates appear to indicate that earlier diagnosis 
leads to more effective treatment and consequently more 
survivals. In every 100,000 firing females in Connecticut 
805 had a history of cancer and 220 had survived five to 
twelve years from the onset of the disease ; corresponding 
figures for men were 531 and 129. One of the analyses 
carried out was to group the survivors by stage of disease 
on admission to hospital according to a broad anatomical 
classification. For all sites combined, 25.4% of the males 
and 35.5% of the females who sought treatment while the 
disease was localized survived for five years ; when regional 
metastases were present on admission the percentages were 
9.1 in the case of males and 19.1 in the case of females, 
and when remote metastases were present they were 1.4 
and 3.7. The chance of surviving five years varied con- 
siderably according to the site of the disease. The lowest 
rate of survivorship was among the patients in the grojjp 
who developed cancer in the viscera contained in the chest 
cavity. Even when the disease was localized on admis- 
sion only 3.9% of the men and 3.5% of the women survived 
five years. 

The age distribution of patients with microscopical I v 
proved cancer differed between the sexes. For all sites 
combined, the age groups 50-59 in women and 60-69 in 
men provided the greatest number of admissions, and the 
mean age of the women at the time of treatment was 55.4 
and of the men 59.6. For disease in most parts of the body 
the average age at which men obtained treatment was gener- 
ally only a year or two more than that of the women, but 
in the group of patients with cancer of the genital tract 
and external genitalia the average age at treatment was 
53.6 in the case of women and 66.2 in the case of men. 
This study shows that between 193S and 1946 in Con- 
necticut delay in obtaining treatment either through per- 
sonal procrastination or inadequate medical advice has been 
significantly reduced and that there has been a corresponding 
increase in the proportion of patients surviving five years 
or more. MacDonald suggests that, although the facts are 
not very encouraging, continued efforts to reduce the delav 
will meet with further success. 
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RINGWORM OF THE SCALP 

Small-spore ringworm infection of the hair of children 
under the age of puberty presents teasing problems for the 
clinician, the mycologist, and the biochemist. The simplest 
measures will cure the infection on the smooth skin, but in 
the hair follicle changes occur which make treatment much 
more difficult unless drastic steps are taken, such as by 
x rays, to produce epilation of the entire hair shaft and root. 
These changes include altered character of fungal growth 
with increased spore formation, altered pH of affected 
skin, and biochemical changes with production of a sub- 
stance causing fluorescence in ultra-violet light filtered 
through Wood's glass. Workers in the U.S.A. have detected 
infection by recording pH variations when no infection 
was disclosed by fluorescence under Wood’s light. 

The incidence of small-spore ringworm infection in 
school-children was so high in the early part of the century 
that special schools were established and catered for more 
children than attended the normal schools. After 1910 
the incidence fell, partly as the result of x-ray therapy and 
partly, it would seem, because of a change of phase in 
the natural cycle of the disease. Between the wars the 
incidence was very low, but there has been considerable 
increase in the last 10 years. Spontaneous cure does occur 
in a small proportion of cases. Immunity develops after 
the infection is cured, but some children appear to be 
naturally immune and will not contract the disease in spite 
of intimate contact with an infected child. There is no 
satisfactory explanation of these facts or of spontaneous 
cure, at puberty. New parasiticidal preparations are now 
available for local treatment. Emulsified bases penetrate 
the skin more effectively, but results are not much better 
than those obtained with iodine in goose grease, which was 
employed in the last century. The same is true of the new 
parasiticides — the more effective producing some inflam- 
mation in the follicle, which is undesirable. 

It has been generally accepted that x rays do no more 
than remove the hair, so that local treatment easily clears 
up what then becomes an infection of the smooth skin. 
Some doubt about the truth of this view is expressed 
by Drs. F. L. Lydon, T, Stephanides, and T. M. Robb in 
an article appearing at page 523. They have cured over 
100 cases by epilation alone — the heads being w'ashed 
with soap and water, and sterile caps being replaced every 
second day. It may be that this" is sufficient treatment to 
cure any infection of the smooth skin, for perfect epilation 
fcftves the dermatologist with no further worries. If, how- 
«r. the dose of x rays is not quite adequate, so that epila- 
Jra does not leave a shining, bald surface, or if the hair is 
not completely removed from infected patches, then tire 
difficulties of treatment are, if anything, increased. This 
does not suggest that x rays hinder tire growth of the fungus 
or render the “ soil ” less suitable. ' Indeed, in some cases 
after x-ray therapy and epilation the ringworm infection 
appears to become increasingly active before recovery 
takes place. 


ENJOYING THE COUNTRY 
Unlike Acts of Parliament concerned with the treatment of 
sickness. Acts whose purpose it is to help people to lead 
healthy lives seldom contain the word health in their titles. 
Even so. it is measures such as the National Parks and 
Access to the Countryside Bill, which was introduced in 
the House of Commons last week, that in the long run will 
ease the load which the National Health Service has placed 
on the practitioner. This Bill is designed to increase every- 
body s opportunities of enjoying the country. National 
Parks arc to be created by a National Parks Commission, 
which will begin by considering the areas recommended 


in the report of the Hobhouse Committee. The Parks will 
be managed by committees of local planning authorities 
(county and county borough councils), which will have 
power to provide accommodation, meals, and camping 
sites, in addition to their duty of preserving the natural 
beauty of the areas. There may be some incompatibility 
in these two functions, but it is tempting to look forward 
to the time when the committees responsible for, say, the f 
Broads and the Lake District strive to surpass each other 1 
in imaginative (and, we hope, dignified) use of the powers 
they possess. The National Parks Commission is also 
to become the guardian of “ natural beauty ” in any part 
of England and Wales and will have power to designate 
areas of outstanding natural beauty, which will then be 
made accessible to the public and will obtain protection 
similar to that given to the National Parks. 

Another function of the Bill is to give the public access 
to mountain, moor, heath, down, cliff, and beach so that 
they may wander without trespassing ; owners of land are 
to be compensated for depreciation. The Ministry of 
Town and Country Planning is empowered to buy areas 
of open country and hand them over to the National Trusty 
or some other suitable body. County councils, with the 
help of district and parish councils, are to survey all foot- 
paths and bridle-paths, and it is hoped that at the end of 
three years a Domesday Book of all rights of way in the 
countryside will have been compiled. Where necessary 
new rights-of-way are to be created. The National Parks 
Commission is to make proposals for long-distance foot- 
paths — such as the Pennine Way, the Pilgrims’ Way, and a 
path right round the coast. Finally, the Bill gives powers 
to the new Nature Conservancy to set up nature reserves, 
which are defined as land managed for the -purpose of pro- 
viding opportunities for studying and for preserving flora 
and fauna or geological or physiographical features. 


FELLOWS OF THE ROYAL SOCIETY 
The following were among those elected to the Fellowship 
of the Royal Society on March 17: Erast Boris Chain, 
M.A., D.Phil., University Demonstrator in Chemical Patho- 
logy, University of Oxford ; distinguished for his work on 
enzymes of snake-venom and bacteria, and especially for 
his researches on penicillin and other antibiotics. Kenneth 
Mather, Professor of Genetics, University of Birmingham ; 
distinguished for his contributions to genetics and particu- 
larly for his studies of polygenic inheritance. ■ Walter 
Thomas James Morgan, D.Sc., Ph.D., research worker, 
Lister Institute of Preventive Medicine, and Reader in 
Biochemistry- in the University of London ; distinguished 
for his contributions to the chemistry of immunology and 
blood groups." David Aylmer Scott, research member, 
Connaught Laboratories, University of Toronto ; distin- 
guished for his contributions to the chemistry of insulin, 
heparin, and carbonic anhydrase. Wilson Smith, M-D-. 
Professor of Bacteriology, University College Hospital 
Medical School ; distinguished for his researches on the 
virus of influenza and on the pathology of staphylococcal 
infections. Frank George Young, D.Sc., Ph.D., Professor 
of Biochemistry, University College, London ; distinguished 
for his studies of the part played by the hormones of 
the anterior lobe of the pituitary gland in carbohydrate 
metabolism. 


Dr. A. P. Thomson, F.R.C.P., will deliver the Lumleian 
Lectures before the Roval College of Phvsicians of London 
(Pall Mall East, S.W.)'on Tuesday and Thursday, April 5 
and 7. at 5 p.m. His subject is “ Problems of Ageing and 
Chronic Sickness." 
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TRILENE AS AN ANALGESIC IN LABOUR 

vEFORT OF THE ROYAL COLLEGE OF OBSTETRICIANS 
AND GYNAECOLOGISTS 

BV 

F. NEON REYNOLDS, F.R.CS.Ed., F.R.C.O.G. 

An account of the investigation into the possible use of trilene 
iy midwives as an analgesic in labour has been issued by the 
4 o va I College of Obstetricians and Gynaecologists. The report 
foes not seem to have received the publicity in the medical 
nress which it demands. A standard method of administra- 
.ion by means of the modified Freedman's inhaler was adopted 
ind efficacy, effect on labour, and safety for mother and child 
.vere investigated. 

Results of Investigation 

The results, in brief, arrived at under these headings were as 
follows: 

Efficacy. — Adequate relief can be given to a high proportion of 
cases — 16% to 89% — without any special skill upon the pan of 
the administrator. The degree of analgesia provided was superior to 
that obtained from gas and air by Minnitt’s method. 

Effect on Labour. — So evidence was adduced of any adverse 
effect upon length of labour, forceps rate, or obstetrical interference 
rate. No case of diminution of uterine contractions due to trilene 
was recorded, but in three cases out of I,16S unexplained delay might 
have been attributable to the analgesic. A small proportion — 4.6% 
— of patients became uncooperative mainly because they became too 
sleepy to push in the second stage. This incidence did not appear 
to have any relation to the duration of the trilene analgesia. 

Safely to Mothers. — In the group to which trilene alone was given 
there was one maternal death — a rate of 0.86 per 1,000 — and that 
on the fourth day of the puerperium in a patient with mitral stenosis. 
In marked contrast the death rate was more than doubled — 1.96 per 
t.000 — in the group to whom no analgesic or anaesthetic of any 
sort w-as given. 

The conclusion, as published in the report, that " there is no 
evidence in this series that the standard method has any influ- 
ence on the maternal mortality rate ” might even be described 
as an understatement. The paragraphs which follow this con- 
clusion deal with the possible effects upon maternal respiration 
and pulse rate. No ill effects upon respiration were noticed. 
Possible alterations in pulse rate are referred to, but comment 
here is not possible since the details published are insufficient. 
The information given us is unconvincing because the amounts 
of trilene administered vary to an inexplicable and almost 
unbelievable degree. It is difficult to reconcile 9 ml. of trilene 
in twenty-eight minutes, 1 ml. in three and a quarter hours, and 
71 ml. in a little more than ten minutes. 

Effects on the Foetus 

Foetal Pulse Rate. — The criterion of foetal distress was taken as 
slowing of the foetal heart rate to a hundred or below. This 
occurred in 3 cases among 1,163 to whom nothing else but trilene 
was given. The opinions reached u-ere not unanimous. There were IS 
cases in which the point arose, but in all but the three mentioned 
above other factors were present, such as difficult labour or the use of 
other non-volatile analgesics in addition to trilene: furthermore, 11 
out of this IS occurred in the same hospital, and the observer of these 
cases considers that the possibility of some effect on the foetal heart 
rate must fee borne in mind. 

Asphyxia Neonatorum. — Some degree of asphyxia occurred in 
3.9% of babies where trilene alone was used, but a considerably 
hicher proportion was noticed if pethidine had been administered 
previously. 

Stillbirth Rate. — There were 25 stillbirths, again among 1.16S 
patients, but in no case was the analgesia considered in any way 
responsible. This gives a stillbirth rate of 21.4 per 1,000. In a 
scries of 24140 patients to whom no analgesia or anaesthetic of any 
sort was given the stillbirth rate was 71.56 per 1.000. The final 
conclusion was that there w-as no evidence to show that trilene 
influenced the stillbirth rate in any way. 

Neonatal Death Rate. — In the three groups of cases investigated 
the lowest neonatal death rate— 5.1? per i.CriO — was obtained in the 
series of patients to whom trilene alone was given. YVhcre no anal- 
gesic nt all was used the rate was 35.94 per t.000. hut this high 
incidence is explained by the inclusion of a large number of premature 
labours. In the group to which other analgesics as nell as trilene 


were given, a figure of 11.80 per 1,000 was found. The conclusions 
were again that trilene had no influence on the neonatal death rate. 

Final Conclusions ■ 

In the final summing up the observers expressed their opinions 
on whether the use of trilene by unsupervised midw-ives 
trained in this method would be safe. The majority — eight in 
number — were of the opinion that it could be safely employed 
with great benefit to the mother, and stated that they would be 
quite happy to be responsible for a district in which the use 
ot trilene by midwives was allowed. Two were of the opinion 
that further investigations were necessary and that in the hands 
of midwives without supervision it might be used for longer 
periods than was commonly the case during this investigation ; 
and two considered it unsuitable for domiciliary midwives on 
account of its effect on the foetus and the production of a 
non-cooperative state in the mother. 

In spite of this large majority and of the evidence produced, 
the final recommendation of the observers was that this method 
should not be made available to unsupervised domiciliary mid- 
wives. The reasons actually given in the report are: 

(1) The limits of variation of the trilene vapour/air mixture 
delivered by the apparatus are far too great. 

(1) Under less ideal conditions or by deliberate -misuse theseTimhs 
can be caused to .vary still further. 

(3) As a result of the above and also due to varying tolerance 
in different individuals cases will occur where rbe mother will pass 
beyond the stage of co-operative analgesia into a state of uncoopera- 
tive stupor. This has occurred in the best of hands, and in the case 
of less skilled supervisors this condition might easily be taken to a 
state of anaesthesia. 

In writing this precis every effort has been made, and I think 
successfully, to avoid divorcing subject-matter from context, 
thus conveying any false impression or biased view. Certain 
points deserve emphasis ; the most striking, perhaps, is that the 
lowest "mortality rates in both mothers and babies are found in 
that group of patients to whom trilene alone w-as administered. 
So far as maternal mortality is concerned this is a finding to 
which attention has been drawn before, and it is of the utmost 
importance that this aspect of the use of analgesics should be 
recognized. The low stillbirth rate is extremely interesting but 
cannot, of course, be attributed entirely to the use of analgesics. 

The adverse part of the report relates to non-cooperation of 
the patient due to excessive stupor and the danger of this pass- 
ing into a state of anaesthesia, together with the varying strength 
of the trilene vapour delivered by the apparatus. It was felt 
that these disadvantages might be still further increased by 
unsuitable home conditions or by deliberate misuse. The three 
cases of non-cooperation and three of alteration in foetal pulse 
rate constitute no greater proportion of such complications than 
is found in patients to whom no analgesic is given. 

No one is anxious to press for an analgesic which would 
increase the risks to mother or infant, but the outstanding 
features of this report are that with the use of trilene mortality 
rates show an absolute decline. A certain amount of risk has 
to' be taken in childbirth anyway, and it would appear reason- 
able to suppose that the risks of using triler.e, such as they are. 
would at least be offset by the consequent reduced mortalities. 
A risk is taken every time an anaesthetic is administered : fatali- 
ties have been reported even under gas for removal of teeth, 
. but no one would demand minor operations being carried 
out without its use. Is it reasonable to lake for granted that 
midwives would deliberately misuse the apparatus by placing 
the bottle in hot water or would adopt other illicit means to 
increase the dosage 7 My experience of them does not support 
such an idea for a moment. If the practice is known to ex's:, 
surety it can be remedied in some way other than at the cost of 
human suffering 7 

One is forced to the conclusion that the investigation upon 
which the report from the Koval College of Obstetricians and 
Gynaecologists is based produces all the evidence in favour of 
a trial of this method being made. 1 must repeat that eight out 
of twelve observers were of the opinion that it could be safely 
so used ; the majority of them (number not given) stated that 
they would be quite happy to be responsible for a district in 
which trilene was available to domiciliary midwives. YYe have 
no alternative analgesic the practical application of which is so 
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widely possible. I would ask, therefore, that districts be chosen 
-in which a clinical trial can be carried out upon a much wider 
scale than the scope of the recent investigations allowed. I 
believe the results would more than justify the undertaking. 

We must ask ourselves whether the doubts of the few or 
the slight risks they envisage should prevail and thus deprive 
thousands of women of the relief so greatly needed. Let those 
who have expressed thetr readiness to shoulder the responsi- 
biiity-be allowed to take action without further delay to rectify 
a state of affairs which is causing national anxiety. 


STRATEGY OF HEALTH EDUCATION 

TELLING THE PUBLIC 

The subject of a symposium arranged by the Public Health 
Department of the Middlesex County Council on March 14 
was “ .The Principles and Technique of Informing the Public.” 
The all-day , meeting was attended by the public health and 
other staff of the council, and medical officers and health 
visitors from neighbouring authorities. The words of Lord 
Derby, who was Prime Minister in 1866, stood at the head of 
the programme : “ Health instruction is even more essential 
than health legislation, for the best laws are waste paper if 
they are not appreciated and understood.” 

Dr. W. Hartston, deputy county medical officer of health, 
who presided, said that the purpose of the symposium was to 
give the Middlesex authorities some guidance on health propa- 
ganda. The people most in need of health education weTe 
not people of the highest intelligence nor with any wide range 
of ideas ; they belonged to that 30% who were in grades 4 
and 5 of the five intelligence groups in the Army intake during 
the later years of the war. Therefore the educational appeal 
must not be pitched too high. 

Health education. Dr. Hartston continued, was bound to be 
a somewhat disappointing business. “ Many are taught, but 
few learn." But if it could be imparted satisfactorily and 
acceptably it would rid us of most of our avoidable inflictions. 
He pointed to the success obtained with diphtheria immuniza- 
tion. That could be said to be the result of teaching and 
propaganda. He mentioned Harrow in his own county, with 
a population of over 200,000, which in the years 1946-8 
had no deaths at all from diphtheria, and in 1948 no cases; 
yet he supposed Harrow had its share of the above-mentioned 
30%. Dr. Hartston suggested that time might be bought on 
Radio Luxembourg to "call all lumbagos” — or any other class. 
This suggestion was opposed by Dr. Charles Hill, the next 
speaker, on the ground that people would say, “ What is 
Middlesex County Council up to 7 Can’t we keep our own 
backaches ? ” 

. Personal Contact 

| Dr. Hill began by saying that in all forms of health 
education the fact must be reckoned with that the vast 
majority of people in this country, while they had a lively 
interest in ill-health, had relatively little interest in the main- 
tenance of good health. The purpose of health education was 
to modify that attitude. Too little was known about the pre- 
vention of disease. The public was apt to assume that there 
was a mass of knowledge which, but for the reluctance of those 
who possessed it, would be available for general assimilation.- 
The sad and depressing truth was that there was Teally very 
little knowledge. It was perhaps no longer true that practi- 
tioners were “brought up on the rare to go out and treat 
the trisial,” but pathology dominated the curriculum, and 
physiology had a long way to go before its rightful position 
was achieved. 

Dr Hill doubted whether health education for the over- 
forties was worth while. Habits of life and conduct, of eating 
and drinking, were then firmly laid down, so that it was 
beyond the power of the most enthusiastic health educator to 
jerk them out of their routine path. As for the means of 
health education, he thought that exhibitions, like lectures, 
were largeK a waste of time, attended for the most part by’ 
the convened. As for posters and leaflets, there had been an 
immense improvement in recent years. Especially commend- 
able were posters which had a touch of humour, like those 


of Fougasse for the Central Council for Health Education. But 
the most effective medium was the spoken word— spoken b, 
the doctor or health visitor. He hoped that eventually the 
burden of work on the doctor would be eased so as to give 
him more opportunity for these personal contacts. 

For broadcasting on health subjects, or indeed on any tiring 
else, Dr. Hill laid down some simple rules ; (1) Take advantage 
of the fact that people are interested in ill-health, and use 
ill-health as an opening for passing on to more positive 
instruction. (2) Don’t despise small and unambitious jests 
Don’t be afraid of saying something which might not 6s 
wholly approved by an audience of medical practitioners 
(3) Never mind Sir Ernest Gowers ; talk English as you 
ordinarily talk it. 

The Written Word 

Mr. Macdonald Hastings, editor of the Strand Magazine, 
discussed the value of the written word, remarking that what 
sounded well very seldom read well, and vice versa. He looked 
with more toleration • than some on the popular press. He 
saw in its sensational headlines and comic strips not the signs 
of declining popular intelligence but the emergence into 
relative literacy of a population which previously had read 
next to nothing at all. He even excused the inaccuracy with 
which medical matters were often handled in the lay press. 
Four-fifths of it was the profession’s own fault. Not once 
in a thousand times did a newspaper set out to print something 
that was false. The errors arose from the speed with which 
newspapers were published, the enthusiasm of individual 
reporters, and the absence of satisfactory liaison between the 
medical profession and the Press so that there were no rapid 
means of obtaining an authoritative opinion. 

In the general discussion, in which several health visitors 
took part, it was suggested that the county council should 
have a whole-time health education officer, not necessarily a 
medical man. Suggestions were made for sample surveys, also 
for area group studies, the group being formed of medical 
officers, nurses, health visitors, and school teachers. The final 
wofd was with a dental officer, who pleaded that, while there 
might well be education directed to the prevention of caries, 
there should be no propaganda for more dentistry — at present. 


MENTAL HOSPITAL RECORDS 

A conference of the Psychological Medicine Group of the 
Association was held at B.M.A. House on March 7, with 
Dr. W. G. Masefielcl in the chair, principally to discuss <he 
question of statistical returns from mental hospitals. Dr. C. P- 
Blacker, who has played a considerable part in devising the 
new system of records, said that he must not be regarded as 
responsible for all the final features of the system. He would 
have liked to see some of the questions differently framed, a n( * 
he regretted the use of a hospital index card as a substitute for 
a case-sheet front page. 

Turning to the hospital index cards now in use, he discussed 
the genetic and demographic questions numbered 20 to 29. The 
first question, concerning twins, scarcely required comment; 
the value of tvvins for genetic research was universally recog- 
nized. Another question asked whether the patents were re- 
lated by blood. It ought to have been specified in the handbook 
of instructions that first-cousin marriages were here intended. 
The question was capable of bringing to light new forms of 
mental defect, or perhaps of disorder, in which recessive genes 
played a part. Question 22 asked whether the patient was 
related by blood to his first spouse ; the question was limited 
because to have brought in second or later spouses would have 
introduced too many complications. But the question had an, 
important bearing on the amount of consanguinity, which varied 
in different localities. With regard to the next question, which 
asked whether the spouse had been dealt with under the Acts, 
a wider net might have been cast by asking whether the spouse 
had ever been treated by a psychiatrist ; but questions of 
interpretation of “ psychiatrist ’’ would have arisen, and there 
was much to be said for confining questions to simple factual 
alternatives. 
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A^ ot h sr _ question was on the age of the mother at the birth 
of the patient ; the significance of this in relation to mongolism 
was well known. The answers to the questions relating to sib- 
lings would bear on the fertility of the parents of the mental 
hospital population, and the question on the number of the 
patient’s children born alive would give information, though 
incomplete, about the fertility of that population. 

This tear the analysis of mental health records would now 
be made with Hollerith machinery instead of by the laborious 
pen-and-ink methods hitherto followed. Nevertheless, the 
labours that the nett arrangements would impose on Somerset 
House would be immense. In time, he hoped, the bulk of the 
pressure would be removed if properly equipped statistical 
departments, perhaps linked with the departments of social 
medicine in the universities, were established in every region. 
Such regional departments could provide a statistical service 
to every hospital. Professor Ryle had suggested that these 
regional departments should be assigned dual functions — 
namely, a statutory- function to provide the central office with 
whatever statistical material it might require, and an indepen- 
dent local function of helping the regional hospitals and other 
bodies and the university in their research projects. 

The present format of index cards should not be regarded as 
immutable ; indeed, he had the authority of Mr. Barter, chair- 
man of the Board of Control, for saying that they would not be. 
Dr. Blacker suggested a plan whereby the Board could pursue 
a systematic and yet elastic programme of research by issuing 
to hospitals and institutions new front pages of case-sheets at 
intervals. It would be most advantageous if interested depart- 
ments — such as social medicine and genetics — could be notified 
of cases interesting to them, and he was convinced that the 
dangers of such a system were much exaggerated. The public 
was accustomed to the notification of dangerous or contagious 
diseases ; it would be-but a step to accustoming it to the notifica- 
tion of interesting diseases or circumstances from which useful 
information could be gained. 

Social Influences 

Professor T. Ferguson Rodger addressed the conference on 
the value of diagnosis in clinical records in mental hospitals. 
At the present time, when vast decisions were frequently taken 
which affected the mode of life of everyone in the nation, the 
psychiatrist, alive to his social responsibility, was being forced 
into an active role. How far was the psychiatrist equipped to 
give advice on planning ? Possibly in this country, thanks to 
the work of E. O. Lewis, more was known than in any other 
about the incidence of mental defect, but how much was known 
of the social conditions which gave rise to neuroses ? He would 
like to know — he could not discover — how much loss of pro- 
duction, psychopathy, delinquency, how many prison cells and 
mental hospital beds, should be placed to the account of the 
bad housing conditions of the Gorbals of his own Glasgow. 
The present position of psychiatrists was like that of a physician 
concerned with individual symptomatology but not realizing 
the importance of sanitation. 

When one thought along these lines the new index C3rd 
seemed a very modest affair. In an era of planning it was 
probably more important to know about these things — social 
influences — than about genetics. For the first time entire new 
towns were being planned before they were built. Physical 
hygiene had had its say in planning them, and they ought to 
be in a position to provide accurate information about the 
requirements of mental hygiene. A town could now be planned 
for a low infant mortality rate ; it should be possible to plan 
a town for a low delinquency rate. The index card was on 
the right lines for setting going a scheme of social research. 
Mental hospitals would always be the chief training centres for 
the psychiatrist, and careful case-taking was a necessary part Of 
his training. They could not hope to cover all relevant factors 
completely, and if very detailed records were insisted on case- 
taking might become an end in itself ; but a good clinical record 
should reveal the dynamics of the case and suggest the prob- 
lems which were to be tackled either by psychotherapy or by- 
social adjustment. 

Professor Rodger referred to the handicap, of the large 
variety of diagnostic classifications which had been used in 
the past. A great deal could still be done in following up 


the after-career of patients who. while they might recover 
from the attack and leave hospital, presented a very different 
picture when next admitted. The correlation of diagnosis and 
prognosis might help to narrow down the very large margin of 
error which occurred when labels which had prognostic signifi- 
cance were attached. The fact that the response of the manic- 
depressive patient to electroplexy was so different from that of 
the schizophrenic was only one of the unmistakable indication; 
that diagnosis was a highly significant procedure. ” New diag- 
nostic procedures are being introduced,” said Professor Rodger 
in conclusion, “ and research on clinical assessment will no 
doubt continue with the aim of achieving a better classificafion. 
In the meantime, in the evaluation of treatment, in genetic 
studies, in research on pathology and psychopathology, our 
present classification is capable, if we use it properly, of serving 
us well for many years to come.” 

Dr. Doris Odium complained of the vagueness and woolliness 
of the classifications at the present time. Nearly all diagnosis 
was descriptive, so that they were very likely, if a case took a 
certain course, to assume that the diagnosis had been wrong — 
in other words, to judge diagnosis by the end-result. Dr. Rees 
Thomas said that what they had tried to do in the index card 
was to be factual. A great many things had been left out. but 
one factor of great importance was left in — namely, the physical 
condition. The system allowed for a change of diagnosis. It 
had seemed a little unfair on any doctor to allow him to take an 
early case, make his diagnosis within a maximum of three 
months, and hold him down to that diagnosis for all time. 

Dr. Masefield, in closing the discussion, said that the Board of 
Control was to be congratulated on having produced these index 
cards. There was nothing to stop anyone adding information 
to them. 


MALARIA AS A WORLD PROBLEM 

UNIVERSITY OF LONDON LECTURE 

Professor B. G. Maegraith, of the Liverpool School of Tropical 
Medicine, delivered a University of London lecture on Feb. 24 
at Westminster Hospital Medical School, his subject being 
“ Malaria as a World Problem.” 

Not enough attention, said Professor Maegraith, was given to 
malaria in the average medical curriculum. Yet malaria was 
the most widespread of human diseases, not even excepting the 
common cold. Its mortality was comparable with that of the 
influenza pandemic of 1918-19, and, while malaria was a dis- 
ease which killed, it was even more a disease which produced 
a high morbidity. It was primarily a disease of rural areas, and 
it must be regarded as a great cause of world food shortages, 
slowing down agricultural production over vast areas. In wa r 
it interfered with strategy. In the 1914-18 war it nearly para- 
lysed operations on both sides in the Balkans, and in the last 
war it was not until some control over malaria was established 
that the fighting in the south-west Pacific could proceed. 

The lecturer went on to discuss the natural history of malaria 
and the methods by which it was spread. Malaria, he said, 
could be recognized from the earliest human records; it was 
common in Greece and Rome. The ancient doctors were able 
to separate fevers into two classes, continuous and intermittent, 
and the intermittent fevers must have been malaria. The 
organism was not seen and described until the early nine- 
teenth century. Laveran was the first to prove in 1SS0 that 
it was present in the blood and was in fact a protoplasmic 
parasite. Manson argued in an article in the British Medics! 
Journal in 1894 that the malaria parasite could be picked up 
from human blood by mosquitoes. He propounded the theory 
that the mosquito carried malaria. Pfeifier, some years earlier, 
had also suggested that the mosquito might carry the parasite, 
and had mentioned this to Koch. Ross, studying avian malaria, 
traced the parasite from the blood of the bird to the mosquito, 
and from the mosquito to another bird. The final proof of 
the transmission of human malaria was given by Manson at the 
London School of Tropical Medicine when he demonstrated 
the complete cycle. 

Methods of Control 

It was on this basis that attempts to control malaria rested. 
If only the parasite couldbe destroyed in the human blood the 
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infection could be got rid of altogether. To this field had been 
brought the armamentarium of chemotherapy. Theoretically it 
might be possible to provide some chemical barrier beyond 
which the parasite could not pass, but there was at the moment 
no chemical substance which would destroy the parasite when 
it was injected. The parasite, however, underwent a phase of 
its development in the tissues before it entered the blood stream, 
and there were certain chemical substances which were of use 
here, the outstanding ones being mepacrine and paludrinc. How 
effective these drugs could be was shown in the last war when, 
up to 1942, the incidence of malaria in the south-west Pacific 
was such that warfare was almost impossible; then mepacrine 
was introduced and used almost under duress, and the inci- 
dence of malaria fell markedly. But when it came to dealing 
with the control of malaria in large communities it must be 
admitted that chemotherapeutic means were of no real value 
over a long period. 

The mosquito could be prevented from biting man by screen- 
ing. Screening was valuable under certain special conditions, 
but it was a costly business and over a wide range of humanity 
almost impossible. Repellants had been used — substances 
which made the body unpleasant to the mosquito — but there 
was no substance which would last long enough to give Teal 
protection. One was driven to deal with the mosquito itself, 
ft could be killed by the introduction of natural enemies, such 
as fish, by the drainage or control of swamps, or by the deliber- 
ate distribution of insecticide. Professor Maegraith discussed 
the different methods and their application in various parts of 
the world, and described the use of insecticides, principally 
D.D.T. and gammexanc. D.D.T., he said, had been developed 
to a point where its residual activity was such that spraying 
need be done only once every two or three months. It had no 
very outstanding “ knock-out " effect, but its residual effect was 
very important. The mosquito took a week or more to become 
infective after taking blood from a human subject. When 
exposed to these substances it could not live long enough to 
become infective, and so the chain might be broken. This 
method of residual spraying had made all the difference in 
rural communities. It had made the control of malaria in big 
territories a feasible proposition. 
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FAMILY PLANNING CLINICS 

OPPORTUNITIES AND LIMITATIONS 

A medical conference was organized in London on March 12 
by the Family Planning Association. It was attended by 
between sixty and seventy medical officers of F.P.A. clinics, 
of which there are now 78, run by 64 branches. Dr. Helena 
Wright and Dr. Annis Gilue presided over the two sessions, 
lie mam subjects being the help to be afforded by the clinics 
m cases of marital difficulty and in the treatment of minor 
gynaecological conditions and subfertility. 

Adjustment of Marital Relations 

The subject of marital difficulty was opened by Dr, Stella 
Churchill. She remarked on the number of cases in which 
mutual satisfaction in marriage was not achieved ; such failure, 
of course, «as not to he laid wholly at the door of the wife : 
perhaps it derived much more often from the husband. But 
rite addressed herself to one particular psychological cause in 
women namely, narcissism, the self-regarding state. The 
narcissistic woman, she said, was in love with the idea of 
being in love, and too many got no further in marriage than 
that. The pity was that many of these narcissistic women were 
superficially attractive, but they had vety tittle idea of the 
element of giving in the marriage relationship. 

Or. N’oct. Harris referred to the distinction between cases 
which could be helped at the clinics and those which should 
be referred for specialist treatment. It was always a matter 
for consideration by the clinic officer whether underlying w'bat 
appeared to be a superficial and temporary condition was a 
neurosis. A large number of what were termed anxiety states 
might not be linked tip in any way with a neurosis but might, 
simply be attached to a particular problem. Each person had" 


a constitutional pattern, and the normal personality was a 
blend of many types which in their abnormal manifestations 
were schizoid (reserved and solitary), obsessional (methodical, 
precise, exact), and so forth. When a marked personality type 
was encountered it was necessary to be on one’s guard ; slight 
obsessional tendencies might indicate a neuropathy which 
required more expert handling and more time than a clinic 
could afford. 

Dr, Harris went on to discuss conditions of impotence in 
the male. These included failure of erection, premature ejacu- 
lation, and lack of sexual desire. Premature ejaculation was 
very frequently associated with an anxiety state, and if the 
anxiety was relieved and adequate instruction given the condi- 
tion would pass away very rapidly. Failure of erection was 
much more difficult to deal with. It might be a local condi- 
tion or linked up with some constitutional disturbance, though 
definite proof of the latter might be lacking. Very little could 
be done about it. The value of injections of progesterone, he 
thought, had not been established. Failure of erection might 
be closely connected with lack of sexual desire, which was much 
more likely to need intensive and prolonged treatment. _ Very 
probably the underlying condition was depressive. Frigidity 
was often associated with sexual weakness as well as with lack 
of knowledge of sexual technique. Finally, he touched on 
perversion, often misunderstood and badly dealt with, and 
homosexuality, which he did not think in its extreme form 
could be cured by any psychological treatment. It was some- 
times forgotten that extreme homosexuality was at one end ot 
a scale and normal heterosexuality at the other, and in between 
there were any number of intermediate grades, in some of which 
help could be given. 

Minor Gynaecological Conditions 

Dr. Josephine Barnes began by saying that gynaecology 
could scarcely be divided into minor and major, and that minoi 
gynaecology could hardly be said to exist. Nevertheless, there 
were a number of conditions in which the clinic could afiwf 
help to tire patient. One very common condition amort? 
married women was the early case of prolapse. Personally 
she thought that ring treatment should be resorted to very 
seldom ; quite a number of ring ulcers and occasionally carci- 
noma were seen. Most cases of prolapse were better operatec 
on. In early prolapse a measure of extreme value was physio- 
therapy. In cases of retroversion it was necessary to be carrftt 
what one said to the patient. So often patients came up savin? 
that they had been told that their womb was “ twisted." She 
preferred to tell them that the womb was tending to fall back 
Very few operations for retroversion were done, but in somt 
cases operation was worth while. 

In cases of leucorrhoea the treatment should be directed K 
the inflammations which gave rise to it., For cervicitis by fat 
the most satisfactory method was cauterization with the electro 
cautery. Various degrees of vaginitis caused leucorrhoea. Th< 
vagina had on the whole a successful defence mechanism, bu 
once this was upset there might follow infection by varioui 
organisms. Dysmenorrhoea accounted for about half the out 
patients seen nowadays ; in the spasmodic type it was word 
giving stilboestro 1 a good trial ; the congestive type was nine! 
more difficult to treat. Finally Dr, Barnes touched on th' 
early diagnosis of cancer and again stressed the diagnostic valir 
of the clinic consultation. 


Treatment of SubfcrtiUly 

Mr. Linton Snaito considered that the task of the cl ini' 
doctor should be restricted to making the initial cxaminatioi 
and giving reassurance and general advice. F.P.A. clinics shouti 
not be turned into minor hospital departments. There wet- 
two chief types of cases for which such clinics were ideal 
cases in which there were difficulties in marriage arising Iron 
sexual maladjustment, and genuine cases of subfertility nftc 
two years or more of marriage. The clinic could in the latte 
cases initiate investigations and sometimes, in full co-operatin' 
with the hospital staff, deal competently with the cause. Aftc 
marriage many cases came forward white as yet there was ni 
real evidence of subfertility, and he suggested that clinics, whil 
admitting the value of investigation, should not rush into it to* 
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soon. The competent clinician could make a pretty good esti- 
mate of subfertility, and in many cases reassurance was all that 
was wanted. As for the genuinely subfertile group, those who 
had been married for two or three years without conception, 
many of these cases must be dealt with at the hospital and not 
at the clinic, though if investigation showed the problem to be 
one of marital maladjustment the help given by the clinic might 
be sufficient to put it right. It was surprising in how many 
cases the sex relationship was unsatisfactory after years of 
marriage. 

The chief cause of subfertility was constitutional — meaning 
both the physical and the psychological constitution — and in 
the majority of cases this could not be modified, though much 
could be done to keep the morale of the couple high. Some 
of the functional causes of subfertility were obscure. He was a 
little critical of the \anous methods adopted for the treatment 
of tubal spasm, and was not cominced that antispasmodics had 
any effect. Of the organic causes tuberculosis was one of the 
most important. 


MEDICAL FILMS 

Excision of Inters ertebral Disks 
Mr. J. E. A. O’Connell is to be congratulated on his film 
" Excision of Inters ertebral Disks,” made in the Department 
of Neurosurgery at St. Bartholomesv’s Hospital. 

The first part of the film shows the physical signs of a 
"typical” disk protrusion. This is follosved by shots of the 
operation illustrating the main points of Mr. O'Connell’s tech- 
nique. The earlier part of the operation shows up very well 
indeed, but the pictures of the exposure of the nerve root and 
the removal of the disk are on the small side. This part of 
the operation must be one of the most difficult to photograph 
satisfactorily owing to the very small area that has to be shown 
at the bottom of a very deep wound. In Mr. O’Connell's film 
it would be difficult for a person not well acquainted with the 
detailed anatomy of this part to appreciate that the disk in the 
picture was actually protruding. Moreover, the non-expert 
might have some difficulty in recognizing the nerve root. To 
convince a disbeliever so far as this lesion is concerned one 
must be able to show the disk “sticking out” and not merely 
as a shiny flat surface. 

The final part of the film deals with the after-treatment and 
shows the type of exercises the patients perform. The film is 
in colour throughout and is of a uniformly high standard. It 
should be of great value and interest to those already acquainted 
with the operation. It would have a much wider appeal, how- 
ever, if some close-up shots of the region of the nerve root and 
intervertebral disks could be incorporated. 


NURSES AND THE N.H.S. 

NATIONAL CONFERENCE 

The sixth of a series of national conferences on nursing prob- 
lems, arranged by the Royal College of Nursing, was held in 
London from March 3 to 5, when the general subject was “The 
Machine and the Nurse," meaning by •• the machine " the new 
hospital arrangements under the National Health Sersice. The 
conference was attended mainly by matrons and principal nurs- 
ing officers. The practice was followed of having discussions 
in groups and of bringing forward the group conclusions at 
plenary sessions. 

Dr. John Kershaw, divisional medical officer for North-East 
Essex, pointed out that the “ machine ” was a new one. Many 
of the difficulties were administrative, and. like the problems 
of civil defence in war, would settle themselves in time. The 
administrators were themselves experimenting and changing 
their ideas. New people were being brought into hospital 
management. Some regional boards had brought on to hospi- 
tal management committees people who had never had any- 
thing to do with hospitals before, but whom they thought could 
be trained to be sound hospital administrators. 

There were many expressions of assent when Dr. Kershaw 
said that he gathered that nurses did not feel they were getting 


a fair voice in hospital management at the present time. In 
the old days the matron had considerable power, for com- 
mittees were composed of lay people among whom her special 
knowledge of administration counted for much. The nursing 
side should have fair representation, and matrons should be 
given access to committees where their special administrative 
knowledge would be of value. Dr. Kershaw said that what 
was wanted was a smooth-running administrative machine at 
national, regional, and hospital levels, and to get this it was 
necessary to compromise. The administrators should be pre- 
pared to make a little concession to administrative untidiness 
where human needs conflicted with “ streamlining.” 

The principal theme at the concluding session was the place 
of the matron or nursing representative on hospital manage- 
ment committees. Some of the matrons present claimed that, 
even if technically not members of such committees, they 
should have a right to be present when matters affecting nurs- 
ing were discussed. Others said that it was of even greater 
importance to have the right to attend subcommittees ; the 
main committee often did no more than “ rubber stamp ” sub- 
committee decisions. The question of presenting nursing 
opinion to the regional boards was also mentioned. It was 
stated that one regional board had invited more than fifty 
matrons in its area to a meeting at which they had given the 
board and its chairman their views on nursing matters. 

Regional meetings of principal nursing officers were strongly- 
advocated. Another point on which there was general agree- 
ment concerned the need for cultivating social life in hospitals. 
The day of the ridiculous shut-in sitting-room where nurses 
were allowed to receive visitors only at certain times had ended 
or must end. It was suggested that the lack of social life in 
hospital nursing was one of the main factors militating against 
recruitment. 


Preparations and Appliances 


A PORTABLE RESUSCITATOR 

Dr. B. G. B. Lucas, research assistant in anaesthesia, University 
College Hospital, writes: Now that the respiratory depressants, 
such as the barbiturates and curare, are in common use in 
anaesthesia and in electric convulsion therapy, some form of 
resuscitation apparatus becomes almost a necessity. Kreiselman 
( Anesthesiology . 1943, 4, 608) described a simple resuscitator 
consisting of a bellows bag 
and face-mask. This has 
been modified so as to use 
oxygen, and has been con- 
structed from standard parts 
so far as is possible. 

The apparatus consists of 
a Connell bellows bag 
mounted on a McKesson 
pattern face-mask. On the 
base plate of the bag is a 
Heidbrink expiratory’ valve 
which can be loaded, and 
an inlet pipe through which 
oxygen is fed from a 30- 
callon (136-litre) cylinder via 
a combined demand regu- 
lator and reducing valve. 

The regulator is set at atmo- 
spheric pressure so that 
oxygen flows automatically 
when the bag is expanded or 
if the patient breathes of his 
own accord. The whole 
apparatus is carried in q fibre case 19 by 13 by 8 in. (473 by 
32.5 by 20 cm.) and weighs 25 lb. (11.34 kg.) complete. No 
spare cylinder is carried, but an oxygen-contents gauge is 
mounted on the side of the reducing salve (see accompanying 
photograph). This apparatus was made for me by Medical 
and Industrial Equipment, Ltd., 12, New- Cavendish Street, W.l. 
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TRAUMATIC CHANGES IN THE BRAIN AFTER 
DELIVERY 

At a meeting of the Section of Neurology of the Royal Society 
of Medicine on March 3, with Dr. William Johnson, the presi- 
dent, in the chair, a lecture was given by Professor B. Brouwer, 
of Amsterdam, on “Traumatic Changes in the Brain after 
Spontaneous Delivery at Full-term.” The president introduced 
Professor Brouwer as a neurologist whose fame was world- 
wide and whose Neurological Institute many of them had 
visited with great profit. 

Professor Brouwer said that he proposed to present certain 
material from the Neurological Institute at Amsterdam in the 
preparation of which he had worked in collaboration with 
Dr. Cornelia de Lange, professor of paediatrics at the uni- 
versity. They were all aware of the clinical syndromes which 
might arise after birth — for example, muscuiar palsy, spinal 
paralysis, mental disorders, and idiocy. Haemorrhages into the 
pia and arachnoid and in the central nervous system might 
occur after almost every birth and disappear spontaneously. The 
number of cases in which blood was found on lumbar punc- 
ture was high, and not infrequently haemorrhages were seen in 
the retina. Destructive processes in the central nervous system 
might be observed not only in the premature infant but also 
in the infant bom at full-term and without instrumental aid. 
The examination of such cases of birth injury had shown that 
not only were haemorrhages frequent in various parts of the 
central nervous system but that other processes might also be 
present. Destruction was seen, for example, in the striate 
bodies, and it was rare for the effects of birth injury to be 
confined to the pia. 

Over the last two years his Institute had received the brains 
of six children, all delivered spontaneously at full-term, in 
which there were found signs of intracranial birth injuries. In 
four cases the brains had been studied microscopically ; in the 
other two the examination was still proceeding. 

Illustrative Cases 

The remainder of Professor Brouwer’s lecture consisted of a 
detailed account of each of these cases, illustrated by lantern 
slides of brain sections. The first of the four cases was a girl, 
a vertex presentation, whose birth weight was 3,520 g. For 
some days after birth she had convulsions, for which she was 
treated in hospital. In a short time the condition improved 
and the child was sent home. At five months she was re- 
admitted suffering from frequent epileptic fits. Ophthalmo- 
logical examination revealed no retinal lesion, and there were 
no signs of meningitis. There was marked microcephaly. 
Examination post mortem showed a central haematoma in the 
hariciat region. Sections of the medulla might be regarded as 
lormal, and the pyramidal tracts were well formed. Microgyria 
'as very evident. The architecture of the occipital lobe was 
altered, and among other brain changes he called particular 
attention to a peculiar " cactus ’’ formation in the neuroglia.' 
Conglomerations of fat cells were seen in many parts of the 
brain. Degeneration was seen only in the pallium ; the deeper 
structures of the brain were largely unaffected. His conclusion 
was that the changes were not caused by congenital malforma- 
tion but were the result of brain trauma at birth. The question 
arose whether the microcephaly might also be regarded as the 
result of birth trauma. Systematic examination of the brain 
pointed strongly to a traumatic origin for the microcephaly. 
It seemed likely that this was caused by compression at birth. 

In the second case death occurred on the thirteenth day. The 
cranium seemed small, and only a small quantity of fluid could 
be. removed by lumbar puncture. A clinical diagnosis of menin- 
gitis had been made. On post-mortem examination blood-clot 
was found on the posterior half of the right ventricle, and small 
conglomerations of glial cells were seen in the surrounding 

The third child was taken to hospital with fever and diarrhoea, 
end the consulting neurologist suggested the possibility of a 
Je./on of the brain stem. After some improvement the child 
'• v - v ' discharged, but was readmitted and died at 13 months. On 


examination great destruction was found in the corpus cerebri, 
with the formation of cavities. Here again Professor Brouwer 
concluded that subdural haemorrhage following birth injur) 
had led to under-development of the brain with great destruc- 
tion of the cortex, but the deeper parts of the central nervous 
system had been left intact. 

The fourth case was the second child of healthy parents, and 
had developed epileptic fits at the age of 71 months, but no 
objective neurological symptoms were found. The child died 
at the age of 2 years and 4 months, and again on examination 
of the brain it was found that a great deal of the cortex was 
destroyed. It was true that in this case the epileptic fits had 
not occurred until several months after birth, but it was well 
known that such fits might take place after a “ silent ” period. 


PHARMACOLOGICAL EXPLORATIONS OF 
PERSONALITY 

Professor Jean Delay, who holds the chair of psychiatry in the 
Faculty of Medicine of Paris, gave an address in the Section of 
Psychiatry, Royal Society of Medicine, on March 8. The chair 
was taken by Dr. J. R. Rees. Professor Delay, who was elected 
an honorary member of the Section, was visiting this country in 
connexion with the International Congress of Psychiatry to k 
held in Paris in 1950, of which he is chairman. 

' Professor Delay spoke first of the history of the use of drugs 
to recall forgotten memories and to explore latent personality. 
The modern use of drugs in the study of psychopathology dated 
from 1845, when Moreau de Tours concluded that dreams 
experienced under the influence of hashish were identical with 
the hallucinations of psychotic patients. Other drugs came into 
vogue later, and now interest was centred on the sodium barbitu- 
rates and-methedrine. In speaking of hashish, Professor Delay 
related the following case history. 

A lad of IS had quarrelled with his mother and stepfather and left 
home. One night he visited a black-market restaurant and purchased 
some cigarettes. While smoking the cigarettes he had an acute 
hallucination. He made straightway for his former home, where he 
found his stepfather in bed. strangled him, and returned to his 
lodgings. Waking late the next morning, he was overwhelmed by his 
recollections of what he had done, and gave himself up to the police. 
The police, on visiting the house, found the stepfather having his 
lunch. The son had not visited the house at all, and nothing had 
happened. The cigarettes had contained hashish. 

The sodium barbiturates had been increasingly used for 
narco-analysis, particularly during the war, not only in the 
treatment of acute combat neuroses but also for the diagnosis 
of malingering. Many techniques were employed, but the 
common basic approach was the exploration of the uncon- 
scious. A distinction must be made between the techniques in 
which the doctor was passive, allowing the drug to elicit the 
unconscious material alone, and those in which he played an 
active role, questioning, suggesting, and interpreting to the 
patient. 

Methedrine, whose psychotonic action was first discovered 
in 1938, produced on intravenous injection (30 mg.) a state best 
described as “methedrine shock,” with raised blood pressure 
as well as psychological effects. It was twice as powerful as 
benzedrine. The sodium barbiturates were " psycholeptic,” pro- 
ducing a lowering of jnira-psycbic tensions, depressing the 
psychological tone ; methedrine was “ psychogogic,” increasing 
intra-psychic tension and acting as a stimulant. Professor Delay 
was particularly interested in the psychosomatic effects of 
•narco-analysis — that is to say, the exploration of the somatic 
behaviour, the emotional language of the soma "as evidenced 
by tics, coughs, praecordial pain, and other manifestations. 

Manic and depressive states could be relieved for short 
periods by sodium amytal. 

A stuporous woman aged 42 was brought to hospital following 
an attempt at suicide. She was completely mute. When given 
methedrine she became agitated, cried, and with dramatic gestures 
declared that she had murdered her child. After a few hours the 
stuporous condition returned. Three days later she was given sodium 
amytal, and there was complete disappearance of all anxiety. 
mood was one of happiness and warmth. She was now able to give 
an account of her melancholic state, and she knew that she had not 
killed her child. By the use of both drugs the underlying pattern 
of ideas was discovered. 
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Sodium amytal, by decreasing the anxiety, enabled the patient 
to externalize the problem, while methedrine, by increasing the 
anxiety, forced its production. In schizophrenia. Professor 
Delay said, the presence or absence of catatonic features W 3 S 
important. These, when present, diminished in intensity tvith 
sodium amytal, but became more marked with methedrine. 
When not apparent, methedrine might bring them to light, 
whereas sodium amytal had no such effect, but facilitated con- 
tact with the patient. Psychological tests showed likewise the 
different actions of these two drugs. 
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to the pituitary gland. Malnutrition might also affect the meta- 
bolism of the sex hormones by preventing their inactivation. 
Thus in deficiency of vitamin B ; , or in cirrhosis of nutritional 
origin, the power of the liver to inactivate oestrogens was 
reduced. Jn herbivora, interference with fertility sometimes 
occurred through the ingestion of plants, such as subterranean 
clover, which contained oestrogenic factors. In this country 
the adverse effect exerted by spring pasture on the composition 
of cows’ milk might possibly be due to the inclusion of plants 
with oestrogenic activity. 


Neurotic States 

in the acute neuroses methedrine was of value diagnostically, 
but even more so therapeutically, its action being rapid and 
effective where emotional abreaction was the basis of cure. It 
appeared to be particularly valuable in exploring thoughts 
already present in consciousness but not freely expressed, 
whereas sodium amytal was more effective in revealing un- 
conscious forces and in relieving amnesic states. Given 
together, the results were striking. In' other words, methedrine 
was more useful in those cases in which the patient was un- 
willing to talk but knew unconsciously what to talk about, and 
sodium amytal was useful in cases where the patient was willing 
to talk but did not know what to talk about. 

In chronic neurone states the therapeutic results were not so 
good. The whole personality was much more deeply involved. 
Repeated sessions, with or without injections of these drugs, 
were necessary, since the problem was one of emotional re- 
education. Methedrine could be used only rarely, but through 
its “ psychogogic ” acuon it might be effective in externalizing 
conflicts where sodium amytal had failed. This was particu- 
larly true of psychasthenic states. There was, however, a risk 
of habit formation and addiction. Drug addiction could also 
be treated by combining methedrine and narco-analysis, roethe- 
drine being particularly useful in relieving the depressive 
symptoms resulting from the withdrawal of the addiction drug. 


NUTRITION AND FERTILITY 
NUTRITION SOCIETY CONFERENCE 
A conference on " Nutrition and Fertility ” was held on 
March 5 at the London School of Hygiene and Tropical 
Medicine, with Professor IV'. C. VV. Ntxo.v presiding. 

Dr. J. Hammond, F.R.S., discussed the physiology of repro- 
duction in relation to nutrition, and gave many examples of 
the interaction of endocrine systems, seasonal influences, and 
nutritional factors in farm animals. The predominant part 
played by the anterior pituitary in promoting growth and sexual 
development was emphasized ; in cattle deficiency of vitamin A 
may affect growth indirectly by causing pituitary lesions. In 
animats with restricted breeding seasons the desire and ability 
to mate might be delayed either by poor general nutrition or 
by deficiency of some particular nutrient, but a rich diet, un- 
like exposure to light, could not bring on the breeding season 
before its usual time. Experiments on sheep indicated that 
adequate nutrition during the latter months of pregnancy was 
essential for the production of large, strong offspring ; under- 
nutrition during the early stages of pregnancy had no serious 
ill effects on the progeny. 

Dr. A- VY ALTON commented on the wide variations in the 
amounts of semen produced by different animals, but con- 
sidered that even in boars producing 750 ml. of fluid per 
week the loss of nutrients involved was quantitatively trifling, 
and did not include any unusual factors which could not readily 
be derived from a normal diet. Mr. J. Edwards said that there 
was little evidence to suggest that the diets given to bulls used 
in the artificial insemination service in this country were a 
limiting factor in determining their fertilizing power. 

Dr. S. I. Folley spoke on the influence of nutrition on female 
fertility, with particular reference to endocrine changes. Mal- 
nutrition might prevent the normal functioning of oestrus in 
rats by suppressing the development of the ovaries, which 
might, however, be stimulated into activity without improving 
nutrition by the administration of the appropriate hormones. 
Deficiency of vitamin E, commonly known as the “ anti- 
sterility vitamin ” on account of its action in preventing foetal 
death and resorption in rats, had been reported to cause injury 


Malnutrition in Pregnancy 

Professor A. St. G. Huggett said that experience in com- 
munities suffering severe dietary deprivations had shown that 
both the birth rate and the weight of the babies at birth were 
greatly reduced. In the siege of Leningrad, when the main 
item of the diet was 400 g. of bread daily, 50% of the babies 
weighed less than 21 kg. at birth. In non-pregnant women 
severe malnutrition usually caused amenonhoea. Deficiency 
of vitamin E in experimental rats brought about the termina- 
tion of pregnancy, with death and resorption of the foetuses. 
Vitamin A dfficiency also interfered with reproduction. Lack of 
this vitamin in pigs during the early stages of pregnancy some- 
times caused congenital eye abnormalities, which recalled the 
observation that infection of the human mother with rubella, 
during early pregnancy was often responsible for cataract in 
the child. VVarkany had found that when rats were exposed to 
deficiency of riboflavin during the early stages of pregnancy 
their young, among other deformities, had deft palates and 
defective ossification. Under-nutrition in the pregnant woman 
had one good effect in partial compensation for the reduced 
birth weight of the child ; most authorities agreed that the 
incidence of toxaemia vvas greatly reduced. 

Dr. G. J. M. Swyer pointed out that whereas in many 
Eastern countries chronic malnutrition was associated with 
fertility rates so high as to lead to serious over-population, 
in the West superior levels of nutrition were usually associated 
with much lower rates of reproduction. Social and economic 
restrictions might therefore be more important than limited 
food supplies in checking human reproduction. Experience 
in Russia, Holland, and Asia during the war, however, indi- 
cated clearly that grossly inadequate diets led to widespread 
amenonhoea and loss of libido, with a great reduction in the 
conception rates. In communities where good nutrition was 
subsequently restored these defects were speedily corrected, 
while the conception rate tended to rise much above its normal 
level. The scanty menses and poor powers of reproduction 
sometimes found in unduly fat women, however, indicated that 
obesity, no less than semi-starvation, might binder fecundity. 
Possibly the excessive fat deposits interfered with the action 
of oestrogens by' removing them from the blood stream. Also 
obese women often had infections of the cervical canal with 
B. coli ; it had been claimed that this condition might be cured, 
with substantial reduction in body weight, by the adoption of 
a diet in which sucrose vvas replaced by lactose. The failure to 
inactivate oestrogens in vitamin B deficiency might be of clinical 
importance in causing excessive uterine bleeding, cystic mastitis, 
and premenstrual tension. Claims that vitamin E vvas effective 
in combating male infertility had been contradicted by several 
workers, although it vvas possible that the doses given were 
inadequate. In regard to female fertility Bacharach had 
claimed that the combined results of early trials provided 
unequivocal statistical evidence of the value of the vitamin 
in the treatment of habitual abortion ; no valid criticism of 
this conclusion had yet been advanced. 

Mr. A. L. Bvchvractt mentioned that the substitution of white 
flour for “ national " flour in the diet of a rat-breeding colony- 
caused anaemia and signs of vitamin E deficiency in the young. 
He had also noticed considerable seasonal variations in the 
animals' powers of reproduction which did not appear to 
depend on changes either in the environmental temperature 
or in the exposure to light. Dr. E. Kooicej: commented on 
the importance of the “ animal protein factors ” for reproduc- 
tion, and Dr. L. J. Harris recalled early work by Mapson in 
which liver was found to contain “ pbysin." a factor which 
improved the growth of young rats if given to their mothers 
during pregnancy. 
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Professor Nixon, summarizing the day’s proceedings, hoped 
that pregnant women would continue to avail themselves of 
the dietary supplements recommended officially and provided 
through the Ministry of Fo.od. 


INCOORDINATE UTERINE ACTION IN LABOUR 

At a meeting of the Edinburgh Obstetrical Society held on 
Feb. 9, with the president. Dr. E. C. Fahmy, in the chair, 
Professor T. N. A. Jeffcoate read a paper on incoordinate 
uterine action in labour. 

Professor Jeffcoate criticized the use of the phrase “ uterine 
inertia ” in view of the fact that many cases of incoordinate 
uterine action were associated with high muscle tone, especially 
in the middle and lower zones, or with violent spasmodic 
contractions, or with a constriction ring. The clinical picture 
was one of prolonged labour with slow dilatation of the cervix, 
despite the presence of strong uterine contractions and the 
absence of gross disproportion. Pain was unusually distressing 
and was felt predominantly in the back. It sometimes assumed 
a bearing-down nature before full dilatation of the cervix and 
in such circumstances appeared to arise as a result of spasm 
of the lower bowel. All degrees of the condition might be 
found, and, although he had defined it for the purposes of his 
present paper as developing in the absence of disproportion, 
yet there was no doubt that, when disproportion was present, 
incoordinate action of the uterus was particularly prone to 
occur as a complicating feature. 

Professor Jeffcoate then reviewed 101 cases, 62 seen in private 
practice and 39 in hospital. The incidence in hospital cases 
was 0.6%. The condition was observed more often in private 
practice, but it was not possible to work out any very reliable 
figures of its incidence. The disease was almost entirely con- 
fined to primigravid patients, but the aetiological influence of 
advancing age had been exaggerated. Premature rupture of the 
membranes did not appear to be a direct cause, occurring in 
only 22 cases, while the disordered action of the uterus was 
recognized before rupture of the membranes in 56 cases. 
Even when the membranes were unruptured the uterine dis- 
turbance was sometimes sufficient to affect the foetus. The 
significance of the occipito-posterior position as a cause of 
incoordinate action had been confirmed, and delayed engage- 
_ment of the head in occipito-anterior positions was noted 
frequently. 

T he maternal and foetal dangers of this incoordinate uterine 
action had diminished as a result of the introduction of chemo- 
therapy. better general care, caution over anaesthesia, and a 
readiness to resort to caesarean section late in labour. Never- 
theless, the dangers were still present, although in the two 
series no mothers died and the foetal loss by stillbirth and 
neonatal death was no more than 12%. Professor Jeffcoate 
said that but for caesarean section the toetal mortality might 

ve been in the neighbourhood of 50%. 

Remote Prognosis 

A further series of cases had been investigated by Professor 
Jeffcoate in respect of remote prognosis ; 140 severe but non- 
fatal cases requiring caesarean section or forceps delivery 
during the years 1936-46 were collected, but unfortunately it 
had been possible to trace only 91. Of these women more 
than one-third had decided to avoid further pregnancy as a 
result of their experiences. Only one-half had had further 
pregnancies. There was little difference between the caesarean 
section group and that in which forceps had been used in 
regard to this voluntary infertility, but all the women who 
had lost their first children tried subsequently to conceive ; 
contraception was practised only by those who had a living 
child. A few women embarked on a further pregnancy only 
when promised that subsequent delivery would be' by elective 
caesarean section. In general terms the follow-up showed that 
tn a large proportion of cases the behaviour of the uterus was 
much more efficient in the second labour, and that whereas 
caesarean section might be necessary in the first labour there 
was a good chance of vagina! delivery in the second. The 


ease of the second delivery appeared to be to some extent 
proportionate to the stage of dilatation reached by the cervix 
, at the first labour. When full dilatation had been attained, 
the second labour was usually easy, even when the first baby 
had been delivered dead and with difficulty. It was therefore 
necessary to be cautious in advising elective caesarean section 
solely for “ bad obstetric history.” 

In the management of disordered uterine action the adminis- 
tration of analgesics and antispasmodics, particularly morphine 
- and pethidine, remained the chief line of attack - . Professoi 
Jeffcoate recorded generally disappointing results with the use 
of intravenous magnesium sulphate, of trinitroglycerin, and ol 
oestrogens. After the intravenous administration of dilute 
solutions of oxytocin in glucose saline, as advocated recently 
by Theobald and others, two of Professor Jeffcoate’s patient! 
had suffered most severe pain without any change in the naturi 
of the contractions, which remained incoordinate. .Tetraethyl- 
ammonium chloride had been tried in 11 cases, and had 
appeared in all to produce a strong and sustained uterine 
contraction, sufficient in one case to cause alarm for the foetus. 
When this contraction had passed off the patients experienced 
more frequent and apparently stronger uterine contractions 
for a period of up to one hour after the injection, but again 
there was no evidence of any alteration in the nature of the 
contractions, and in two cases constriction rings persisted. 

Professor Jeffcoate briefly discussed the part played by 
nervous and emotional factors in the production of incoordinate 
uterine action. He was critical of the belief that fear and 
emotional tension were important in the aetiology in view of 
the fact that incoordinate uterine action did not recur in subse- 
quent deliveries, even in those cases in which the first labour 
had been sufficient to daunt the stoutest heart. He thought 
that an unnatural resistance of the soft tissues of the* lower 
part of the uterus might be found more important than neuro- 
muscular imbalance resulting from fear. Professor Jeffcoate 
concluded by offering a classification of inefficient uterine 
action under the headings of (a) inertia proper, (6) incoordinate 
uterine action, and (c) cervical dystocia. 

Professor Jeffcoate’s paper was discussed by Dr. John 
Sturrock, Dr. W. F. T. Haultain, Professor Kellar, Dr. 
Hector MacLennan, Dr. C. D. Kennedy, Dr. T. M. Abbas. 
Dr. J. A. Chalmers, Dr. A. S. Duncan, Dr. W. I. C. Morris, 
and the president. 


HEALTH CENTRES 

In our account of a discussion on “ Health Centres” at a meet- 
ing of the Section of Epidemiology and State Medicine of the 
Royal Society of Medicine on March 7 ( Journal , March 19, 
p. 494), Mr. W. T. Durnford, the architect, was misreported. 
Describing the new L.C.C. health centre at Stoke Newington, 
the architect is stated to have said that allowance would also 
be made there “ for a certain number of private patients. 
What Mr. Durnford actually said was: “With 4,000 patients 
permitted at present, some overcrowding might result, but this 
number will no doubt be reduced in time, and the health centre 
was planned on the assumption that the number of registered 
patients per doctor might stabilize at 2,500, leaving a ntijjiber 
of patients in the area to continue attending at private 
surgeries.” 


THE KING’S HEALTH 

Uneventful Recovery 

The- following bulletin was issued from Buckingham Palace on 
Monday, March 21 : 

“The King’s recovery from his operation has been un- 
eventful. Instrumental tests have confirmed the substantial 
improvement in the blood-flow to the right foot, which had 
already been observed clinically after the operation.”. 

Maurice Cassidy. J. R. Learmonth. 

Thomas Dunhill. J. Paterson Ross. 

Horace Evans. John Weir. 
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Correspondence 


Occupational Diseases of the Lens and Retina 

Sir, — P rofessor Gres Turner (March 19. p. 497) is not quite 
correct in saying that Dr. William Robinson’s communication 
received a “lukewarm reception. ’’ It was largely due to it 
that glass-workers’ cataract was added to the schedule cf 
diseases notifiable under the Employers' Liability Act. The 
Glass-workers’ Cataract Committee of the Royal Society, of 
which 1 was then secretary, made a special visit to Gateshead to 
interview Dr. Robinson on the subject.— I am. etc., 

, S. Herbert Parsons. 


Classical Caesarean Section 

Sir. — The lower-segment section was being performed at the 
Rotunda Hospital in 1909 when I was an assistant— i.e., 40 
years ago. Professor J Chassar Moir (March 5, p. 409) states 
it was introduced into ’’ this country” 28 years ago. From an 
obstetrical point of view we consider that Great Britain and 
Ireland are one, and so I feel he is incorrect in the date he 
mentions for the introduction of the operation. Everyone 
agrees that the lower-segment operation should be done in 
nearly every case where caesarean section is indicated, but, 
as pointed out b\ several of your correspondents, there are 
exceptional instances where the classical operation must be the 
choice, and where the mentality of the obstetrician is still above 
suspicion. — 1 am, etc., 

Dublin. Bethel Solomons. 


Proguanil and Falciparum Malaria 

Sir,— T he recent criticism of proguanil (’’ paludrine ”) as a 
therapeutic agent in falciparum malaria is tending to obscure 
the fact that the drug when used in adequate dosage does give 
rise to radical cure of many strains of P. falciparum. 

Over the last three years in Liverpool we have treated many 
uncomplicated cases of falciparum malaria with proguanil 
without reinforcement (100 to 300 mg. proguanil twice daily 
for 10 days). The disappearance of the parasites and the sub- 
jective improvement of the patients have been satisfactory in 
alt cases. Follow-up has been difficult owing to the fact that 
most of our patients have been merchant seamen, but following 
the recent work on the Lagcs falciparum strain we made a 
special effort and have managed to trace the subsequent history 
of 30 patients, the majority of whom had primary infections 
contracted in West African ports ranging from Dakar to 
Victoria. Three of these were followed .up for 6-7 months, 
ten for 8-24 months, and the rest for 2-4 years. 

There have been no relapses after treatment. These figures 
are small, but they surely indicate' that over a fairly wide 
range of strains falciparum infections respond well to adequate 
proguanil treatment and that the likelihood of relapse in a 
random sample of strains is small. 

Sir Gordon Covell and his colleagues (Jan. 15, p. 88) have 
demonstrated the failure of proguanil to bring about radical 
cure in neurosyphilitics infected with the Lagos strain, and 
have pointed out that there is a good deal of other criticism 
of the drug in the treatment of falciparum malaria. Some of 
these failures with proguanil have resulted from the inadequate 
treatment oricinallv recommended (as one of us (B.G.M.) 
observed particularly in British West Africa), but genuine 
failures have undoubtedly been reported. It may therefore be 
advisable in view of the serious nature of falciparum malaria 
to reinforce procuanil in routine treatment with mepacrine. 
as succested, especially in areas such as the West Coast of 
Africa "where there may be non-reactive or resistant strains — 
some of the latter possibly developing as the result of previous 
inadequate treatment. We believe, however, that in the 
■ majority of uncomplicated cases proguanil unaided will both 
cure the clinical attack and give rise to radical cure. 

Sir Gordon Co'cll's comments (Jan. 29. p. 192) on your 
leading article on proguanil are fully justified. On suppressive 
and therapeutic dosage toxic side-effects are of no importance. 


In fact, as Afridi has pointed out, many patients have a very 
decided feeling of well-being while taking the drug. — We are, 
etc., 

< B. G. Maegraith. 

Lurrcoot. w. H. H. Andrews. 

Treating the Aged Sick at Home 

Sir. — 1 would like to draw your attention to a small omission 
in your excellent report (March 5, p. 408) of the recent meeting 
of the Medical Society for the Care of the Elderly. 

When Dr. Brooke has received a report from his social 
worker he then arranges in many cases to meet the practitioner 
concerned to discuss the patient with him. Your report of the 
meeting gives the impression that the work is done by the 
social worker rather over the head of the general practitioner. 
I am sure this is neither the intention of the social worker 
nor the strict truth. — I am, etc., 

Amulree, 

Chairman of the Medical Society for ’ 

London. S.W.3. the Care of the Elderly. 


Punch Prostatectomy 

Sir, — It was refreshing to read the interesting article by 
Mr. H. T. Cox on punch prostatectomy (March 5, p. 386). As 
the writer states, it is a pity that transurethral resection has 
received so little attention in this country, and the reason 
undoubtedly is the difficulty of learning and teaching an opera- 
tion where the operator alone has the operative field in view. 
Once the technique is mastered, however, a perfectly performed 
transurethral resection of the prostate gives great satisfaction 
to both patient and surgeon. 

No other operation can offer the patient so many advantages, 
but J must stress that it must be done perfectly. 1 think it is a 
pity that Mr. Cox laid so much emphasis on the adjective 
“ subtotal ” in connexion with resection ; the more completely 
the obstructing tissue is removed down to the prostatic capsule 
the better the" results, and most of the poor results of trans- 
urethral resection, such as haemorrhage, sepsis, and 
“ recurrence,” can be attributed to tissue left behind. As he 
mentions, in poor-risk cases the operation can safely be done 
in stages until the capsule is exposed, so that it is very rarely 
necessary to do a permanent suprapubic cystostomy. 

The mortality rate for transurethral resection of the prostate 
by the punch rftethod at the Mayo Clinic has for many years 
been around 1%. While working in another private clinic in 
the United States I performed the operation on a series of 
over 100 C3ses with no deaths, but here in Newcastle-upon- 
Tyne, where we have a large proportion of poor-risk public 
cases, we have never bettered 4%. It is evident that the better 
physical state of the private cases goes [at to influence results. 

Modern transvesical and retropubic prostatectomy offer little 
hazard in good-risk cases, are easily learned, and are more 
readily available to the general surgeon. Transurethral resec- 
tion, although a more highly specialized procedure, offers to 
both good and poor risks the advantage of a “non-cutting” 
operation, with shorter hospital stay and quicker convalescence. 
— I am, etc., 

Newcistle-UROa-Tyre. J 0 ®-' SWINNEV. 

Plasma-cell Mastitis 

Sir— M ay 1 comment on the recent correspondence in your 
columns on Dr. Max Cutler's article on plasma-cel! masutis 
(Jan. 15. p. 94) in order to make the point that the condition is 
rather an uncommon type of histological response in a common 
croup of disorders of the breast, primarily involving the large 
ducts near the nipple and areola ? The frequency of the dis- 
orders is to some extent concealed bv the relative paucity 
of literature on the subject, probably due to the fact that 
the troubles they cause are often minor and self-limited. 

If 1 may attempt to collect up some of the scattered threads, 
the underlying pathology would appear to be either atrophy 
of the breast at the menopause or hyperinvolution after lacta- 
tion. so that the large ducts radiating from the nipple are left 
thinned and dilated. Sampson Handley had a beautiful illus- 
tration of the naked-eye morbid anatomical picture of the 
condition in his article on the breast in Choyce's System of 
Surgery (1932 edition), although concealed under the omnibus 
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lilic of “ chronic mastitis." Sometimes the dilated duets, while 
causing no symptoms, can be Celt clinically, giving rise to the 
clinical picture which has been graphically described by 
Hloodgood 1 as varicocele of the nipple. Sometimes serous 
fluid accumulates in the dilated ducts ; at other times the fluid 
and shed epithelium stagnant in the ducts tend to form an 
inspissated yellowish material, often resembling pus, which may 
discharge spontaneously or be expressed from the nipple. In 
either case the condition may lead to the patient presenting 
herself to the doctor as' a case of discharge from the nipple. 

Occasionally, but rarely, the inflammatory fibrosis around 
the stagnant ducts leads to retraction of the nipple— a feature 
which in the old terminology of breast disease used to be 
regarded as the exceptional example of the occurrence of nipple 
retraction in " chronic mastitis." In all the ahovc examples 
there may be no palpable mass. But if there is sufficient 
inflammatory infiltration around the stagnant duels a mass may 
be palpable clinically which has to be distinguished from other 
breast masses, if necessary by biopsy. The clinical picture is 
that of a predominantly pcriarcolar mass, sometimes, but not 
always, with redness, tenderness, and other clinical inflamma- 
tory signs, the benign nature of which is often manifested by- 
signs of its partial resolution. 

There are two main histological pictures. Tile first is that of 
periductal mastitis, 1 of which Cutler's plasma-ccli mastitis 
would appear to be a histological sub-variety. Mr. Colin D. L. 
Cromar (Feb. 26. p. 363) notes also the existence of inter- 
mediate grades in which plasma cells, although present, do 
not predominate. The other picture is one which Professor 
R. \V. ScarfT, of the Bland-Sutton Institute of Pathology of the 
Middlesex Hospital, has demonstrated to me both in personal 
cases and in those of colleagues ; in this the inspissated, cheesy, 
and presumably fatty contents of the duct have burst through 
the degenerated duct wall and excited in the surrounding tissues, 
similar histological reactions to those met with in fat necrosis 
— a picture apparently also noted by Mr. Cromar. 

The above different clinical pictures may of course be 
combined, so that a single case may show, for example, both 
a nipple discharge, a mass, and nipple retraction. It is diffi- 
cult to find a term to cover the whole group, but I would 
suggest that to emphasize the most important common patho- 
logical feature the term “ duct stagnation " might be used. 
Suffixes such as "duct stagnation with periductal mastitis," 

“ duct stagnation with periductal fibrosis," “ duct stagnation 
with nipple discharge,” might be added to emphasize the pre- 
dominant clinical and pathological feature of the particular 
case. — I am, etc., 

tondc.n, W. DAVID H. PaTEY. 

‘ Rtrencucts 

1 Sum. C nwc. Ob «ct.. 1923, 36. 486. 

2 Gssetuckter, C. F., Discuses of (lie Breast, 1943. Philadelphia. 

Blood Changes in Luminizers 
Sir. — D r. Ethel Browning (March 12, p. 428), in discussing 
slood changes in luminizers, makes the following statement : 

“ la the early stages the one consistent sign of overexposure is an 
bsolute and progressive leucopema, with a relative lymphocytosis 
causing an associated neutropenia or in some cases with a lympho- 
penia. This sign has been conspicuously absent in the luminizers 
examined between 1940 and 1947. The deviations in their blood 
picture suggest on the contrary a hyperstimuiative effect, which 
appears to be produced by a mode of action entirely different from 
the depressive effect on the bone marrow of external gamma 
radiation,” 

Surely the findings of this paper are in accordance with the 
experience of all workers with x or gamma radiation. Chronic 
occupational exposure to these radiations produces the following 
effects on the blood: 

1. The early responses are («) an increase in the red cell count 
and in the haemoglobin value— both changes being very slight and 
associated with a slight rise in the colour index; and (b) little varia- , 
sow m , , tota \ white count but a relative lymphocytosis — up lo 
at) a, of the total white count. This early response is found in ali 
workers with these radiations and occurs even if the radiation 
received is well within the accepted' tolerance dose. 

2. Later stages which occur include (a) leucopenia and a relative 
i> mpnopema (when this occurs the worker should be Tcmoved forth- 
with from all exposure to any of these radiations); (b) still little 
change m the red cell count — the colour index being still slightly 


raised ; terminally the red cell count (mil haemoglobin valuer fil 1 , 
by which time the worker it probably doomed to a severe and iipiilj 
progressive aplastic anaemia. 

These changes emphasize the absolute necessity of perform- 
ing regular white and red cell counts on every worker exposed 
to these radiations. Only by this means is it possible to 
differentiate a normal count from one which has previously 
shown the earliest stages of response to radiation and it r.tro 
falling into the later and dangerous stage. There are so many 
variations in each individual person that again one run? 
differentiate by these repeated counts minor variations dn: ta 
tntercurrcnt ailments. 

The results of the survey by Dr. Ethel Browning surely indi- 
cate the efficiency of the measures taken to protect these luffii- 
niz.cr - from any harmful dosage of radiation. Had they shown 
absolute leucopenia or relative lymphopenia, then there would 
have been serious cause for alarm and revision of protective 
measures. — I am. etc., 

XVt’tccv.c: AvntONT A. Vimfi.5. 

» Ankylosing Spondylitis 

Sir.— D r. K. Stchcr in fits letter (March 52, p. 455) states. 
" The earlier the diagnosis is made the greater the success." 
He also emphasizes the value of a high total skin dose (2.500 J) 
of .r rays. Our experience in the British Legion Unit of 
Rheumatology, and later when it became the Royal Free Hos- 
pital Unit of Rheumatology, is in full support of both these 
statements. 

Drs. Gilbert Scott and F. Hernaman-Johnson (Match 12. 
p. 456), and Dr. N. R. W. Simplon and Surgeon Lieutenant C. 3. 
Stevenson {Feb. 5, p. 214), all advocate the value of early x-ray 
examination of the sacro-iiiac joints. So diagnostically signifi- 
cant arc the .t-ray appearances that l recommended in a recent 
report to the Director-General of Health, New Zealand, that 
radiological changes in the sacro-iiiac joints could be made a 
proper subject of notification, t gave the opinion that this 
course would ultimately lead to earlier recognition, and const 
qucntly earlier treatment, of this crippling disease — a diseas: 
which appears to select the most normal healthy physiques anc 
youths for its inroads. It should ultimately be possible K 
bring the principles of mass radiography to the sacro-i!ii< 
joints of all recruits, and possibly other categories.*- and sc 
arrest this disease in its most responsive phase. — I am, etc., 

London. W. I. C. B- He.XLD, 

Occupational Therapy 

Sm, — In a review by Dr. Donald Stewart (March 5. p. -'9~ 
of a recently published book on occupational therapy flu 
reviewer seems to have a misconception of the practice o 
occupational therapy. It is stated that “physiotherapists wil 
be inspired to demand better accommodation and cquipmen 
... ”, that “ those sections of the book on the treatment o 
special disabilities will be of wide help to physiotherapists. 
Whereas the physiotherapists, except for a few doubly quatifie* 
people, have not got the knowledge to practise occupation 3 
therapy satisfactorily. 

The physiotherapist is more concerned with individual o 
group muscular action rather than with the more widespread 
physiology which is embraced in the planning and completion 
of a complicated set of movements. It is the physical median 
specialist, the occupational therapist, or an interested physicia 
who is more likely to be concerned in the principles c 
occupational therapy, and not the physiotherapist. — I am, etc 

Edgwirc, Middlesex. 3- 13- THOMPSON. 

Self-administered Trilcnc Analgesia 
Sir, — I feel that Dr. R. W. Cope (March 12, p. 454) an 
others who oppose the use of “ trilene ” by midwives at 
unduly apprehensive. No therapeutic agent which is used t 
relieve pain can .be said to be completely safe at all timt 
and under all circumstances. 

Gas-air machines can get out of. order and give too high 
proportion of gas to air, thus producing asphyxia. But cannt 
an apparently normal confinement " get out of order ” ? Doi 
. the midwife never have to send for medical aid ? Even wht 
the midwife sends for medical aid, does the young practitioiv 
never ask the midwife what to do ? 1 did many times, and \v: 
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very glad to take the midwife’s advice. The midwife is trained 
to recognize the abnormal and to act skilfully in emergency. 

We must acknowledge that the midwife is a colleague, and 
a very highly trained colleague too. She is not a half-witted 
subordinate, untrustworthy or unskilled. Most country doctors 
quite contentedly trust the midwife to administer chloroform 
anaesthesia for an instrumental delivery. And the country 
midwife soon becomes a very good anaesthetist from necessity. 
I have no doubt that there are far more fatalities during intra- 
venous anaesthesia administered by a registered medical practi- 
tioner under favourable circumstances than occur under 
chloroform anaesthesia given by the midwife in country practice 
under most unfavourable conditions. 

We are losing all sense of proportion in this argument as to 
what midwives should or should not use. The simple truth 
is that any recognized and w-ell-established technique of pain 
relief is reasonably safe in the hands of those who have been 
trained to use it. It is equally unsafe in the bands of those 
who are untrained, be they medical practitioners, midwives, or 
motor drivers. Misfortune comes to the most skilful practi- 
tioner. In one hospital at which I worked two patients lost 
their arms following intravenous anaesthesia, given by a 
professional anaesthetist on the staff of a London teaching 
hospital, in a period of three months. 

Having regard to the enormous increase in anaesthetic 
mortality and morbidity over the fast twenry years we are rrr 
no position to throw stones at the midwives or to tell them 
that they are not to be trusted with pain-relieving drugs. Mr. 
F. Neon Reynolds (Sept. 25, 1948, p. 620, and Oct. 23, p. 671) 
and Dr. J. T. Hayward-Butt (Feb. 26, p. 364) have my support 
in strong measure.— I am. etc.. 

New Barnet. Hem. JOHN ELAM. 


Trilene in the Oxford Vaporizer 

Sir, — Dr. P. S. A. Heyworth’s memorandum (March 12, 
p. 441) on the use of “ trilene ” in the Oxford vaporizer in 
the hands of midwives is of great interest to those of us who 
after qualifying aspire to practise domiciliary' obstetrics. 

For forceps delivery and other procedures the use of chloro- 
form appears to be universal amongst general practitioners 
to-day, carrying out the induction themselves and handing over 
to the" midwife for maintenance. Yet, as a final-year student 
Who has completed a course in anaesthetics, I have yet to use 
or see used a drug which is apparently to be my constant stand- 
by in the years to come ; and this lack of experience is not for 
want of pestering my seniors for opportunities to become 
acquainted with it. 

From the report on Dr. Heyworth’s 1,400 obstetric cases in 
which trilene was administered in the Oxford vaporizer it seems 
that this technique may well enable those of us who lack experi- 
ence of the “ rag-and-bottle ” to face obstetric procedures with 
as much confidence as our forerunners. Trilene is a drug which 
we have ample opportunities of using during our clinical train- 
ins both for first-plane anaesthesia and for analgesia in 
obstetrics. If its limitations for domiciliary use — i.e., its low 
volatility — can be overcome by the use of the Oxford vaporizer, 
we have surely a versatile and portable addition to our 
armamentarium. 

Another contributor to the Journal has spoken of fatalities 
due to vagal inhibition during trilene anaesthesia. That this 
mav form the basis of an argument against allowing midwives 
to use the drug is admitted. But surely there can be no 
questioning the lethal potentialities of a chloroform bottle in 
the hands of an inexperienced practitioner, and it is for this 
reason — and with a very personal eye for the future — that I 
express the hope that Dr. Heyworth’s technique will be given 
the widest possible trial. — I am, etc.. 

, . .... John A. Richards. 


Taking Children's Temperatures 
S, R _ — Being a Continental doctor I am astonished — and a 
little amused — about the discussion in the British Medical 
Journo) on rectal temperature-taking. Nobody on the Continent 

save perhaps a few " psycho-analysts ” — would consider 

taking the temperature of small children anywhere else but 
in the rectum. “Nobody" does not refer to doctors only, 
but also to mothers of all classes, because “temperature- 


faking” on the Continent is part of a mother's task if the 
infant seems “ off colour.” Whenever a doctor is called to a 
young child he is sure to ask the mother, “ What is the tempera- 
ture ? ” I have never met a mother who would either say 
that she has not a thermometer or that she does not know 
how to take the temperature or how to read it That was a 
completely new experience for me when I started practising in 
this country. 

But Continental mothers always take the “rectal” tempera- 
ture of their young children. I do not suppose that a baby 
Who has all his bodily needs cared for by the mother (including 
the care of his anal region) would perceive this act as 
“ uncalled-for interference with parts which he prefers to be left 
alone.” 

For a young child, his several bodily orifices are of similar 
importance and of similar “ sentimental ” value. But things 
Put in the mouth are expected to provide some sort of satis- 
faction in so far as they can be sucked and swallowed. From 
this point of view a thermometer proves a very unsatisfactory 
and frustrating instrument if put into the mouth and is far 
more likely to create a psychological upset than if it were 
inserted into the anus, where it only evokes the desire for 
expulsion, which will — after one or two mivutes — be satisfied. 
— I am, etc., 

London. N.W.3. LlSE GeLLNER. 

Sexual Offenders 

Sir, — T he Report of the Joint Committee on Psychiatry 
and the Law appointed by the BALA, and the Magistrates' 
Association ( Supplement , March 12, p. 135) is valuable inas- 
much as it gives official recognition to what psychiatrists have 
stated for years. For example. I wrote in my book nine year? 
ago; 

“We would seriously stale that imprisonment aggravates rather 
than cures homosexuality. Firstly, we have shown by the work 
of Jenkins that segregauon from the opposite sex in rats tends to 
Produce homosexual reacuons and that these reactions do not always 
disappear after restoration of normal conditions. We have, how- 
ever, much stronger evidence that such segregation is harmful. For 
example, Fishman investigated the sexuality of a prison population 
and found that as many as 30-KPi were homosexual. He stated 
that the worst thing was that many young men reacted to prison by- 
being initiated, in the abnormal atmosphere, into homosexuality. 
Although we have no statistics, experience of homosexual patients 
Who have served prison sentences is that no improvement in their 
illness or behaviour results without psychotherapy.” 

It is nice to have official, if tardy, recognition of such facts. 
It is a pity, however, that the medical members did not 
have wider experience of the practical problems of paraphilia : 
their views appear to be based on theoretical rather than 
Practical knowledge. For example, they perpetrate the old 
view that endocrine abnormality may be the basis of homo- 
sexuality. There is absolutely no evidence that this is so, 
although glandular disease may be a minor concomitant. The 
Committee mentions “true perversion,” but what is meant? 
It omits to define what entity it is describing. Neither is it 
stated what is supposed to be an “ apparent perversion ” or a 
‘‘ minor perverse trait." Jt implies that these supposed entities 
(which are extremely doubtful) can be differentiated by the 
Case with which they respond to treatment. Yet I have 
cleared up what has appeared to be a “true perversion" — if 
by that the writers mean someone who obtains sexual pleasure 
in an unbiological manner f i.e.. without the possibility of 
fertilization because of abnormal relationship) — in a few 
Sessions, whereas what has appeared to be an “apparent per- 
version ” has proved obstinate and difficult. 

The statement that treatment rather than imprisonment i? 
■he best thing for both the public and the offender is one with 
Which everyone must agree. The problem from the practical 
boint of view is. however, that there are so few places where 
it can be obtained. The ordinary psychiatric out-patient 
department is most unsuitable, and the few clinics where 
bsychotherapy is available are overwhelmed with neurotics. In 
any case the treatment of the pervert is a specialized matter. 
If he cannot afford private treatment it is almost impossible 
fbr him to be cured. 

I think that the time has come when an institute of psycho- 
sexual diseases should be established in London and these 
Unfortunate people be given a real chance of cure. Otherwise 
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it is but a case of punishing a man for being ill without giving 
him the means of being cured. If I may alter Omar Khayyam : 
Oh, Thou, who didst with Pitfall and with Gin 
Beset the Road 1 was to wander in, 

Thou wilt not with stern Legislation round 
Enmesh me, and impute my Fall to Sin 7 

— I am. etc., 

London. W.l. Cl in ORO At UN. 

Institute of Socinl Psychiatry 

Sir. — M ay 1 draw your attention to the fact that in your 
leading article on Group Psychotherapy (Feb. 5, p. 227) you 
made no reference to the pioneer work or publications of the 
Institute of Social Psychiatry 7 

This Institute is the outcome of the work carried out by 
Dr. J. Bicrcr and others during the last two or three years. 
A book entitled Therapeutic Social Club.'; was published for 
the Institute of Social Psychiatry by H. K. Lewis & Co.. Ltd. : 
it was edited by Dr. J. Bicrcr and contained an introduction 
by Dr. E. B. Strauss. The following articles have also been 
published : 

“Psychotherapy in Mental Hospital Practice" U. went. Sri.. 
1940, 86, 928), “Group Psychotherapy" (British Medical 
Journal. 1942, I, 214). “A New Form of Group Psycho- 
therapy" (Meat. Hlth Loud., 1944. 5, 23). by Dr. J. Bicrcr. 
“Group Psychotherapy of War Neurosis" ( Lancet . 1943. 1. 
204), by Dr. D. Blair; and “Mass Psychotherapy" (Lancet. 
1940, 2, 769), by Dr. E. N. Snowdon. 

No reference was made in your leader to any of the above, 
which, as you will note, are amongst the earliest publications 
on this subject, but I feel sure that this must be an oversight 
on the part of the writer and that he would not wish to exclude 
mention of some of the pioneer work in this field in England 
— We are, etc.. 

Jilt an Snoxv. 

Hon Secretary. Board of Goicrnors. 

Institute of Social rsychi.ur> 

Non. Harris. 

Chairman. Academic Commlucc 

London. N.W. 3 Institute of Social P<> chin try 

Anuria 

Sir, — I thank Dr. J. F. Heggie (March 12. p. 4541 for replying 
to my letter (Feb. 12. p. 282); but he thinks I have misread 
him and thus misinterpreted his meaning. I quoted him 
accurately, and 1 thought sufficiently ; but even now he docs 
not answer my criticism. He slates that the intralobular 
arteries are “ very fine straight branches,” whereas the inter- 
lobular arteries in the juxtamedullary region of the cortex arc 
large, so that when a vasoconstriction occurs the former are 
the more affected. 

This is not an explanation : it is a statement, and 1 query 
the statement. And he creates 'a difficulty. He writes : “This 
abrupt division of comparatively large arteries into very small 
bnes which are really end-arteries (since they give off the 
|fferent glomerular arterioles) provides for the relatively high 
pressure necessary for filtration in the .glomerular vessels." 
But I should have thought that if a relatively high pressure 
of moving blood within glomerular capillaries is necessary for 
the appearance of water in Bowman's capsules the arteries and 
arterioles supplying those glomeruli would have been relatively 
big, and the juxtamedullary interlobular arteries (or the 
arterioles in which l suppose they end), supplying juxta- 
medullary glomeruli (often degenerate, according to Trueta and 
his co-authors 1 ), would have been relatively small. 

Unfortunately Dr. Heggie has not referred to the second 
part of my letter in which I pointed out, quoting Brodic. that 
the secretion of urine has a profound effect on the flow of 
blood through the kidney. It is the key to an understanding 
of puerperal anuria and to the very marked oliguria of 
eclampsia, as I showed in a paper published in 1929/ In 
that I stated that “ the distension of the cortical tubules is the 
primary change.” Evidence of this was given on Jan. 21, 1949, 
at a meeting of the Section of Obstetrics of the Royal Society 
of Medicine, when sections of the kidney from two different 
cases of puerperal anuria obtained from the living patient were 
displayed on the screen: the distension of the cortical tubules 
was the overwhelming feature. This demonstrates that the 


anuria is not due to a primary constriction of peripheral cortial 
artcriolcs- thc urine comes from the blood, and if no Wood 
reaches the glomeruli and the tubules no urine can be formed 
and no distension of tubules could occur. There is another 
point to mention. On March 2, 1949, at a meeting of the 
Section of the History of Medicine at the Royal Society of 
Medicine, Professor Winton stated he had repeated Brodic's 
experiments and had confirmed his results: he also made «ome 
other valuable statements bearing on this question. 

The csidcnce is— nml successful treatment supports it— that 
cortical necrosis occurring in association with puerperal anuria 
is simply the result of an intrarenal obstruction to the exit of 
urine. Obviously if the kidney is so compressed that the urine 
formed in the cortex cannot traverse llcnlc's tubules, with their 
hairpin corners in the medulla, the same effect as that caused by 
clamping the ureter in the experimental animal (or by its liga- 
tion in man) will occur — the kidney will become almost blood- 
less. That such a compression of the kidney occurs in con- 
cealed accidental haemorrhage obstetricians may perhaps allow. 
1: is the primary change. After delivery (emptying the uterus) 
other forces operating within the kidney, to which 1 referred 
in mv 1929 paper, come into play, explaining the tendency of 
the anuria to persist. — 1 am. etc., 

Uutby R. H. PARX'tORr. 

l StJjJtct rf //*«• Her j 1047. 

* J Of'itft dirtfC. llrtf Imp, 33 . 340 

Renal I.esions Associated with Pregnancy 

Sir, — I n your report of the meeting of the Section of 
Obstetrics and Gynaecology of the Royal Society of Medicine 
(Feb. 12, p. 281), I am quoted as describing the morbid 
anatomy of " uraemic cortical necrosis." 1 should like to point 
out that l never used this phrase, and, in consideration of the 
context of your report, the term "lower nephron nephrosis" 
should be substituted. Since 1 argued that bilateral cortical 
necrosis and lower nephron nephrosis were distinct pathological 
entities the distinction is of some importance. — 1 am, etc,, 
i onion, n J. F. Sunn 

POINTS FROM LETTERS 

Occupational Therapy anil Physiotherapy 

Mrs. Z. C. GROUNnrs-Prvcc (Edinburgh, 4) writes: 1 read with 
interest the review by Dr. Donald Stewart of Principles of Occupa- 
tional Therapy by Willard and Spackman (March 5, p. 397). I am 
glad to learn oC his enthusiasm for work of this nature. It is, how- 
ever, somewhat discouraging to realize that even he fails to appreciate 
the distinction between occupational therapy and physiotherapy. 
This is clear from his suggestion that “ the author’s description of 
the ideal organization of a hospital department of occupational 
therapy may well inspire physiotherapists in Great Britain to demand 
better accommodation and equipment and n more important place in 
the hospital hierarchy." May I call your readers’ attention to the 
fact that in Great Britain there arc separate training schools both for 
occupational therapists and physiotherapists, and that a diplonw 
in occupational therapy is awarded after satisfactory completion of a 
course of 24—3 years’ duration at a training school rccocnizcd by the 
Association of Occupational Therapists in England and the Scottish 
Association of Occupational Therapists in Scotland ? 

Value of Clinical Records 

Mr. George Jennings (Huddersfield) writes: The greatest experi- 
ments in the realm of medicine arc conducted by ctinicians—G.P.s 
and specialists— in the treatment of their patients. In many of our 
hospitals, owing to inadequate records and classification, invaluable 
evidence is lost every day— evidence which in the hands of compe- 
tent investigators might be of inestimable value in assessing the 
value of treatment. In planning surgical treatment one is continually 
wondering what would be the fate of, say 1,000 patients in ten years 
if such and such a treatment were carried out. It is idle to theorize 
or to plan purely according to mechanical considerations when the 
answer to such d question should be available. Every patient under- 
going an operation should have an account of his complaints and 
clinical condition ; a special operation form attached to the above 
notes must contain the pathological findings and nature of the opera- 
tion, Reports of x-ray and laboratory findings should be appended. 
If this can be done, provided no attempt be made to turn the house- 
surgeon info a clerk, then untold advantages may accrue. Encourage- 
ment would be given to the writing of good notes, surely the hand- 
maiden of good clinical work. This matter should surely be planned 
and executed on a national basis by the profession. 
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J. R. T. CONNER, M.D. 

Dr. J. R. Conner, who was editor of the Clinical Journal for 
more than thirty years, died on March 16 at the age of 87. 
John Richard Tarrant Conner was a student at Queen’s College, 
Cork, and St. Thomas's Hospital. He took his M.D. with 
honours in 1882, and from then onwards his chief interests 
lay in medical journalism. For over thirty years he was in 
sole editorial control of the Clinical Journal. He pursued a 
policy of providing his general practitioner readers with articles 
and information that were essentially clinical and often written 
by well-known specialists. If he could not always obtain 
original articles he reprinted the best from other journals, 
and he abstracted widely and well under the heading of 
“ Medical Progress.” The standard he maintained was high. 
He was an individualist and knew just wbat he wanted. He 
had very definite ideas about how an article should be written, 
and used, his blue pencil freely. Some of his contributors 
objected, but there could be no denying that by the time he 
had finished with it the article was improved. His indexing, 
of which he made a specialty, was a model of accurate detail. 

Though he lived for the Clinical Journal be had other 
interests. For many years he was the London correspondent 
of the Journal of the American Medical Association, and he 
contrived to provide an informative column at almost weekly 
intervals. Many English readers of the J.AMui. found his 
“ London Letter ” one of its most interesting features. Latterly 
he had much to write about the working of the National Health 
Service Act, but he tended to allow his political sympathies to 
run away with his judgment. He was an uncompromising anti- 
socialist and a Southern Irishman who loved an argument. He 
must have enjoyed writing his last letters to America every bit 
as much as they were appreciated over there, for he recounted 
with vigour and obvious relish the teething troubles of the 

For a man of 87. J. R. Conner — he omitted the T. in his 
signature — was remarkably active both physically and mentally. 
He read widely and had a retentive memory. He was sur- 
prisingly well informed on trends and progress in modem 
medicine. To talk to him was to improve one’s knowledge, 
and he delighted in making the long journey to the West End 
of London from his home in Greenford in order to meet and 
discuss things with a friend. He feared neither inclement 
weather nor the busiest traffic. 

He died as he would have wished, suddenly and in full 
harness. He leaves a widow — a woman of Irish charm, who 
has been a great help to him and a son. W. B. 


Dr R Y Stones. Chester, writes: It is with sorrow that 
one heard of the passing of that great athlete and sports- 
man A. W. Wakefield. In the obituary notice of March 19 
(p 504) no mention is made of his swimming. In this he was 
proficient and represented his hospital and the United Hospitals 
Swimming Association, of which he was captain, in water-polo, 
divin" and racing. He was a member of the Amateur Diving 
Association. The tribute mentions that he was a severe disci- 
plinarian This discipline included sternness to himself, as was 
shown when he broke his olecranon through diving, I believe, 
into unexpectedly shallow water. He had the hope wired, and 
within a day or .two he was boxing — " A. W.’s ” method of 
preventing stiffness in the joint. 


The Services 


AUXILIARY RA.M.C. FUNDS 

The annual general meeting of members of the Auxiliary RA.M.C. 
Funds will be held at 11, Chandos Street, London, W, on Monday, 
April 4. at 5.30 p.m., when the report and accounts for 194S will be 
received and officers and auditors for 1949 appointed. 

Colonel (Local Brigadier) A. G. Harsant, O.B.E., late RA.M.C.. 
has been appointed Honorary* Surgeon to the King in succession to 
Colonel James Biggam, M.C., retired. 


Medico -Legal 


ACTION FOR. NEGLIGENCE IN DIAGNOSIS 
Mr. J. B. Hunter's Appeal Allowed 
Mr. James Forbes Whiteford, an American citizen and a con- 
sulting engineer, was awarded £6,300 damages in an action' 
in which he alleged negligence against Mr. John Bowman 
Hunter, M.S., F.R.C.S., and Dr. Seymour R. Gleed, a medical 
practitioner of Finchley. Mr. Jusfice Birkett dismissed the 
action against Dr. Gleed, holding that no negligence could be 
attributed to him. Mr. Hunter subsequently appealed against 
the decision of Mr. Justice Birkett, and Mr. Whiteford cross- 
appealed against the dismissal of Dr. Gleed from the case. 
Mr. C. R. Havers, K.C., and Mr. Henry C. Dickens, instructed 
by Messrs. Hempsons on behalf of the Medical Defence Union, 
appeared for the defendants ; Mr. Richard O’Sullivan, K.C., 
and Mr. Robert Fortune, instructed by Messrs. Billinghurst, 
Wood and Pope, for the plaintiff. 

Lord Juslice Asquith,- in allowing the appeal by Mr. Hunter, 
said that it was patent from the evidence that Mr. Hunter had 
been mistaken in his diagnosis of cancer of the bladder on 
April 5, L942. It was not, however, every slip or mistake which 
imported negligence. It was alleged that Mr. Hunter was negli- 
gent in not verifying his diagnosis by cystoscopy or by biopsy. 
On the question of cystoscopy it appeared to the Court decisive 
that, once it had been derided on April 5 to open the plaintiff's 
bladder, cystoscopy became entirely unnecessary. On the ques- 
tion of biopsy Mr. Hunter had given three reasons for not 
resorting to this procedure. His Lordship discussed the argu- 
ments for and against biopsy in detail and took the view that 
Mr. Hunter was not negligent in his decision not to carry out 
biopsy. It followed that the appeal must be allowed. 

Mr. Whiteford’s cross-appeal against the dismissal of his 
action against Dr. Gleed, which had not been strongly pressed, 
was dismissed. Leave was given to appeal to the* House of 
Lords. 

A fuller account of this important judgment will appear in a 
subsequent issue. 

1 British , Vertical Jourrai. 194S. 2, 537. 

= The Times, March 22, 1949. 


Medical Notes in Parliament 


ANALGESIA IN CHILDBIRTH 
On March 15 Mr. Bevan asked the permission of the House 
to make a statement on analgesia in childbirth. The debate 
on the second reading of the Analgesia in Childbirth Bill, 
which was moved by Mr. Peter Thomejcroft on March 4, was 
reported in our issue of March 12 (p. 459). 

The Minister of Health said that at the end of 1947 
more than 7,000 of the 16.000 midwives then practising 
were trained in the administration of analgesia. During 
1948 practising midwives were trained at the rate of 240 
per month, and at this pace training would be completed 
in two years. If the Central Midwives Boards at any 
time considered that they needed to make further rules 
in the matter, the boards already had ample powers in the 
Midwives Acts. The number of cases in which analgesia was 
administered by midwives had also increased greatly. In 1938 
analgesia was administered by domiciliary midwives in England 
and Wales in less than 1.200 cases: in 1944 it was administered 
in 5,100 cases, while in 1947 domiciliary midwives were able to 
give this relief in almost 44.000 cases. Returns for 1948 were 
not yet complete, but those so far received showed that in the 
72 areas to which they relate good progress was again made. 
In these areas analgesia was administered' in 16.500 cases in the 
six months of 194S during which the National Health Service 
was in operation as compared with 9.100 cases in the last six 
months of 1947. It was the Government's policy and determi- 
nation to secure that full facilities were provided as quickly as 
possible for women to have analgesia in childbirth, and much 
progress had already been made. In so far as it was necessary 
to ensure that sufficient analgesic apparatus and drugs were 
provided for the use of domiciliary midwives emploved in the 
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National Health Service, that the apparatus was maintained in 
a proper state of efficiency, and that facilities for transport were 
provided, he was satisfied that he had all necessary powers to 
place a duty on local health authorities in these matters. 

Part III of the National Health Service Act required local 
health authorities to carry out a number of duties relating to 
local health services, including duties to make arrangements for 
the care of expectant and nursing mothers and to secure that 
sufficient midwives were available for attending domiciliary 
confinements. Local health authorities were further required 
to carry out these duties in accordance with proposals sub- 
mitted to and approved by the Minister of Health or, in Scot- 
land, the Secretary of State, who might before giving approval 
modify them and might at any time require the submission of 
revised proposals. In submitting their proposals for approval 
most local health authorities included provisions relating to 
analgesia. Where they did not do so', or the Ministry of Health 
thought the provisions were inadequate, the proposals were 
altered before being approved. Thus duties had already been 
imposed on local health authorities in this matter. 

The National Health Service Acts had placed upon the 
Minister and the Secretary of State the duty of providing an 
adequate hospital service, and by reason of this duty an obliga- 
tion rested upon them to see that proper arrangements were 
made for the administration of analgesia in their hospitals. 
Mr. Bevan added that he was sure that the views spoken with 
such sincerity in the recent debate would be carefully observed 
by thbse authorities, both local health authorities and hospital 
authorities, which were concerned with the care of women in 
childbirth, and would create in them also a determination to see 
that there was no delay or hindrance in making that full pro- 
vision which was desired. 

Mr. Thorneycroft thanked Mr. Bevan for his statement and 
gathered from it that the Minister did not regard the Analgesia 
in Childbirth Bill as necessary. Mr. Thorneycroft questioned 
whether it was possible by regulation to turn a permissive power 
into a public duty. The National Health Service Act did not 
prescribe a duty to provide an analgesia service. He declared 
he would endeavour to bring the Analgesia Bill into law. 

Mr. Bevan replied that there was no statutory limitation and 
therefore no need for statutory easement. Limitations were 
imposed by Nature, by resources, and by the state of medical 
knowledge. The Minister of Health and the Secretary of 
State had power to modify, change, and enlarge any duties 
imposed on local health authorities.. That included power to 
impose the duty of using analgesic apparatus or any other 
apparatus medically useful in alleviating pain in childbirth. 
He was not prepared to select out of a general service one 
matter for priority. 

Colonel Stoddart-Scott asked whether the Minister intended 
to use his power to place on local authorities a duty in these 
matters. Was Mr. Bevan aware that one local authority in 
Wales — Newport — would not permit a midwife to have a 
motor-car ? 

Mr. Bevan said that in Newport the analgesic apparatus 
was sent by ambulance. The figure he had given of 240 mid- 
wives trained every month in the use of the apparatus was for 
Great Britain. 

Colonel Gomme Duncan asked for the figures for Scotland. 
Mr. Woodburn said that in Scotland in most maternity cases 
doctors were available and had powers to use whatever methods 
■ere necessary for relieving pain. 

Further Debate Suggested 

Mr. Eric Fletcher on March 17 asked whether Mr. 
Morrison proposed to give time for consideration of a motion 
on the Order Paper advocating that the Government should 
provide time to facilitate consideration of the Analgesia in 
Childbirth Bill. 

Mr. Herbert Morrison said Mr. Bevan had dealt with the 
matter. Mr. Morrison thought the Minister’s statement fully 
justified. He did not think there would be any advantage in 
a debate. 

Mrs. Manning pointed out that Government supporters were 
associated with the Bill and had not withdrawn their names from 
the motion. , 

Mr. Morrison, continuing, said he could not add to what 
Mr. Blenkinsop and Mr. Bevan had said in previous discussions. 


. ARTIFICIAL INSEMINATION AND LEGITIMACY 

Lord Reading, in the House of Lords on March 16, called 
attention to the effects of recent judicial decisions on the 
legitimacy of children. He said the Matrimonial Causes Act 
of 1937 laid down that wilful refusal to consummate a marriage 
should be a ground for nullity. It also introduced as crounds 
or. which a marriage could be declared null and void the 


ground that one of the parties had been of unsound mind whe 
the marriage took place, or that one of the parties suffere 
from venereal disease at the time of the marriage, or, in th 
case of a woman, that she at the time of the marriage ha 
been pregnant by some man other than the husband. 

In a case brought in 1942, after the parties had lived togethf 
for thirteen years and a child had been born, a petition again: 
the husband was met with the reply that the marriage had nevs 
been consummated in spite of the fact that a child had bee 
born which by common consent was the child of the husban 
and the wife. The husband asked for a decree of nullity, an 
the judge came to the conclusion that the marriage had never 
been consummated by actual penetration and that the child had 
been conceived by an accidental process of fecundation from 
without. In a second case a child was conceived before the 
marriage but born after the marriage took place. Seventeen 
years later the husband filed a petition of nullity on the ground 
that the marriage had never been consummated because of the 
wife’s wilful refusal. The judge made the decree, with the 
result that the child, then 17 years of age, was made a bastard. 

Lord Reading then turned to the separate and more contro- 
versial issue of human artificial insemination. He believed it 
was increasingly practised, and he mentioned the case in 
November, 1948, of a woman married in 1940 to a man whom 
she found to be unable to consummate the marriage. That 
woman, towards the end of 1947, had herself artificially impreg- 
nated with the husband's consent and through his agency. She 
left him in January. 1948, and in September a child was bom. 
Two months later a decree of nullity was granted on the 
ground of the husband's incapacity. There had been no penetra- 
tion, but there was a child of the father and the mother, vet 
the decision of the judge to grant a decree was inevitable as the 
law stood. Artificial insemination by a donor raised even more 
complex questions. The view expressed by a legal authority 
that artificial insemination by a donor constituted adultery 
required further consideration. It would be an irrational situa- 
tion if, after artificial insemination by a husband, a marriage 
could be annulled, whereas extra-marital intercourse of the same 
kind could be put forward as adultery. In the case of artificial 
insemination by a donor, whose name, in the declaration made 
of the birth of a child, was to be put in as the father ? It might 
be that a doctor would find himself involved in a charge of 
conspiracy as well as of perjury. 

The position of the medical profession in this matter was 
one of immense delicacy and responsibility. He had seen it 
suggested that artificial insemination by a donor should be 
made a criminal offence. That would be a fatal " error. B 
would drive the practice underground and force it into 
clandestine and uncontrolled use. He pressed the Government 
to appoint a Royal Commission or a Departmental Committee 
to go into every aspect of this difficult and debatable matter. 

Lord Brabazon of Tara, who had a motion on the paper 
calling attention to the social problems resulting from human 
artificial insemination, referred to the document on the subject 
which had been issued under the authority of the Archbishop 
of Canterbury. He said it was axiomatic that a child bom as 
a result of A.I.D. must be illegitimate as it was not the child of 
the two spouses ; but he cited a case in the Supreme Court of 
New York State in which the child had been declared legitimate 
and the husband the legal father. It appeared to Lord Brabazon 
that anyone who wished to be a donor must be a megalomaniac 
of the first order, and he did not think that in this country 
many would be found who would consent to be donors. He 
hoped that if they were discovered they would be ostracized. 
Children engendered by artificial insemination were as genuinely 
born as any others and should not be called “test-tube 
children.” He thought it true that such a child was unlikely 
to suffer psychologically, but there were no real data on which 
to judge. 

, A.I.D. as a Criminal Offence 

The Archbishop of Canterbury said artificial insemination 
was a practice far less widespread in this country than in the 
United States, but it was established here on a small .scale. 
Artificial insemination by a husband was, on the whole, justifi- 
able. Artificial insemination by a donor was contrary to 
Christian standards. All those concerned with A.I.D. accepted 
that the donor should remain unknown to anybody but the 
doctor concerned, but when the child was registered and the 
nominal father registered himself as the real father that was a 
criminal offence under the Perjury Act, 1911, for which a 
sentence of seven years’ imprisonment might be imposed. This 
falsity in the declaration of paternity raised legal points con- 
nected with titles, estates, interests, or funds. Either the law 
must be altered to allow relief from perjury to the nominal 
father or A.I.D. should be made a criminal offence. The doctor 
assisted at an act which to his knowledge would involve 
perjury. The Archbishop was perturbed that the Medical 
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Defence Union should have given advice to medical practi- 
tioners concerned in this practice on how to protect themselves 
professionally against adverse legal consequences to themselves 
in connexion with this practice. If A.l.D. were made a 
criminal offence, then no doctor could employ it without losing 
his professional standing and without himself becoming liable 
to charge. The only effective way to prevent the practice was 
to forbid the doctor to employ it. Commenting on a recent case 
in the Probate and Divorce Division, the Archbishop said that 
presumably any couple who had children bom by A.I.H. and 
a fortiori by A.l.D. could get a nullity decree if they desired 
it. He contended that where through the impotence of one 
party there was a mutual surrender of the reproductive organs, 
though not of the sexual organs, that, surely, was consumma- 
tion of the marriage. By the same argument, A.l.D. was 
adultery Lord Dunedin in Russell v. Russell had said fecunda- 
tion nb extra — from another party — was adultery. The sugges- 
tion that A.l.D. should be employed to enable unmarried 
women to bear children was on all grounds to be rejected. 
The only two countnes which had in recent times encouraged 
this practice were Nazi Germany and Soviet Russia. In die 
interests of society, of the family, and of the child A.l.D.' should 
not be permitted. The practice became yet more degrading 
when the semen was derived from what the Medical Defence 
Union described as a “ bureau ” or “ bank.” 

Fraud and Secrecy 

Lord Merriman said sexual intercourse, in the ordinary sense 
of the word, was necessary to constitute adultery. How far it 
proceeded was another matter, but the man and the woman 
must be personally concerned. A whole range of cases showed 
that adultery might be regarded as proved though penetration 
must have been verv slight. Once the court got to a state of 
doubt created bv evidence of virginity, a heavy additional 
burden was thrown on a husband who asserted that adultery 
had been committed. Artificial insemination was increasing 
and ought to be diminished. What was to happen in the next 
generation ? The Medical Defence Union said it was prepared to 
limit the number of inseminations from one donor at one time 
to 100. This meant that in the practice of one doctor a man 
might sire 100 bovs and girls at one time. What was to happen 
when these half-sisters and half-brothers fell in love with each 
other twenty years later ? The whole essence of A.l.D. was 
fraud and secrccv. The undertaking exacted by the Medical 
Defence Union that no question of property was involved was 
not worth the paper on which it was written. The sooner the 
medical profession became aware that by lending themselves 
to false statements in the register they might become liable to 
a charge of common law misdemeanour or of conspiracy the 
better it would be. 

Replying to the debale. Lord Chorley said that the situation 
which existed under the Act of 1937 called for treatment. On 
the other hand, questions of property rights and all sorts of 
other problems were involved and he would be wrong to under- 
take that immediate legislation would be introduced. By those 
who advised the Government on legal problems it was regarded 
as far from clear that artificial insemination by an outside 
donor amounted to adultery. The Government agreed with 
the view that to make A.l.D. a criminal offence would drive it 
underground. At present the practice was being pursued under 
medical supervision, which was probably the best which could 
be devised. To make it a criminal offence would shock a large 
number of people. The problem was dominated by the ques- 
tion of fertility in marriages, and till the Report of the Royal 
Commission on Population was published, which would prob- 
ably be in the next few months, it was impossible to come to 
any satisfactory conclusion on this matter. Until the Govern- 
ment got that Report it would be wrong to set up a new Royal 
Commission or Departmental Committee. The Lord Chancellor, 
Lord Chorlev said, thought that questions of legitimacy and 
inheritance arising from artificial insemination would not be 
numerous and would be most satisfactorily dealt with by the 
courts as they arose. , , , , . , 

Lord Reading remarked that he had seldom heard a more 
unsatisfactory answer given to a serious debate in the House 
of Lords. ... 

Lord Addison promised that without delay consideration 
would be given to what had been said in the debate. 


Exchange Control Medical Advisors Committee 
Colonel Stood vrt-Scott said on March 14 that treatment 
for some diseases could not be obtained in this country. From 
time to time medical pioneers who worked abroad were pre- 
pared to undertake cases which lesser men would give up as 
incurable. When a doctor or specialist decided that the onlv 


treatment which would do good was treatment in a foreign 
country the patient then had to apply to the Exchequer for 
permission to receive foreign exchange ; 914 cases were refused 
foreign currency for treatment abroad in 1948 although that 
treatment had been recommended by a doctor or a specialist. 
The Chancellor always said that he had been advised by the 
Exchange Control Medical Advisory Committee that foreign 
currency should not be granted. This committee included ten 
medical members who each received yearly for their services 
£500. The House had never been told who composed the 
committee. Was the reason that it was composed of medical 
nonentities ? Probably it was composed of distinguished con- 
sultants. If they were distinguished consultants, why did the 
country not know who they were? Disclosure would reduce 
the unrest among members of the medical profession, who dis- 
liked to see their recommendations, made after full investiga- 
tion and examination, turned down by a committee which had 
never seen the patient. 

Mr. Douglas Jay, replying for the Treasury, said there was 
no question of refusing currency to anyone who as a result 
would improve his chances of recovery. The question was 
how to decide which individuals fell into that category. In 
running an exchange control system that decision had to be 
made and the Treasury could not make it. The objection to 
letting the doctor of the individual make the decision was 
not that anyone questioned the medical facts stated by the 
patient’s doctor. The Exchange Control Medical Advisory 
Committee accepted those facts from the doctor. Having 
accepted those facts, its function was to decide whether 
a case was established for the patient to travel to a speci- 
fied country in order to obtain special treatment. They should 
apply common standards in deciding what medical facts 
justified the journey suggested. The suggestion that the com- 
mittee should see the patient misconceived the committee's 
functions. That would be a checking of the veracity of the 
statement made by the patient’s doctor. Experience before the 
present arrangement came into, force had given little evidence 
that common standards would be applied without the procedure 
of the Advisory Committee. 

The previous system had led to abuses which were liable to 
cost a great deal in foreign exchange, and some check had to 
be introduced. The present check w>as working well. The 
Advisory Committee consisted of ten leading specialists in 
tuberculosis and other diseases in addition to the chairman and 
secretary. The names had not been given because that was 
not the desire of the medical profession or of the members of 
the committee. Every case was studied by two members of 
the committee, who in the event of disagreement referred it to 
the chairman, and the fact that the committee as a whole had 
not met in a certain period was irrelevant. The committee was 
always willing to reconsider any case if fresh medical evidence 
was brought forward. Figures showed the cases were dealt 
with in a sympathetic manner. For many of these cases treat- 
ment was available within the sterling area. In 1948 2.907 
applications had been made and nearly 2,000 were granted ; of 
tuberculosis cases 101 were refused and 1,009 were granted. 

Colonel Stoddart-Scott then contended that the only wav 
to avoid abuse was for every patient to be seen, and he said 
that the committee if it failed to see a case was sure to make 
mistakes. 

Mr. Jay remarked that Colonel Stoddart-Scott was impugning 
the veracity of the medical profession by implying that the 
diagnosis of the patient by the ordinary practitioner could not 
be relied on. He thought that in the great majority of cases 
one could rely on the ordinary doctor for statements of fact. 

Hospital Accommodation in Northern Ireland 

In the Northern Ireland Parliament last week Mr. Hswi 
asked the Minister of Health and Local Government whether 
he could state the total number of beds available for patients 
in general hospitals in Belfast and Northern Ireland at the date 
of the coming into operation of the Health Services Act and at 
the present time. 

The Minister replied that on July 5, 1948. the total number 
of beds available in general hospitals vested in the Northern 
Ireland Hospitals Authority was: Belfast, 3.170 beds ; Northern 
Ireland, excluding Belfast. 3.204 beds. The total number of 
beds available in general hospitals on March 10 was: Belfast. 
3.280 beds : Northern Ireland, excluding Belfast, 3.344 beds. 


Lerers in Nigeria . — It is estimated that thcTe arc about 400.000 
lepers in Nigeria; 37,000 arc receiving hospital and similar treat- 
ment : 33.000 are out-patients. Leprosy is compulsorily notifiable 
only in districts proclaimed under the law- governing the isolation 
and detention of lepers. 
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UNIVERSITY OF CAMBRIDGE 
M. M. Bull, M.B., B.Chir., has been appointed a University Lecturer 
in Anatomy for three years from April 1. 

The following medical degrees were conferred on March 12: 

M.D. — S. F. Logan Dahne. 

M.B., B.CuW. — *N. AIJsup, *\V. B e.iutyman, A. E. Neill. 

* By proxy* 

UNIVERSITY OF MANCHESTER 
On Founder’s Day, May IS, the honorary degree of D.Sc. will be 
conferred on Alfred Ernest Barclay, D.M., F.R.C.P., Honorary 
Radiologist and Acting Director, Nuffield Institute for Mcdicai 
Research, Oxford, for his contributions to medical research, and on 
Katherine Hope Coward, D.ScJLond.), Reader in Biochemistry and 
Head of the Nutrition Department rn tire School of Pharmacy, 
University of London, for her educational and scientific services. 

Alexander William Gordon Ewing, M.A., Ph.D., has been 
appointed Ellis Llwyd Jones Professor of the Education of the Deaf 
and Director of the Department, from March 25. 


Medical News 


fiing Thanks Hospital Board- 

The thanks of his Majesty the King have been conveyed to the 
South-Eastern Regional Hospital Board and to the board of manage- 
nent of the Edinburgh Royal Infirmary for their kindness in granting 
cave of absence to Professor J. R. Lcarmonth, Dr. John Gillies, 
Ur. A. J. S lessor, and Miss Gordon, theatre sister in the Royal 
infirmary, so that their services might be available to him in his 
ecent illness. The chairman of the South-Eastern Regional Hospital 
Board has received a letter signed by Sir Alan Lascclles, his 
Majesty’s Private Secretary. His Majesty also pays tribute in it to tht 
ikilful treatment and care he has received, and expresses his thanks 
o the Royal Infirmary for providing and preparing equipment for 
he operating theatre at Buckingham Palace. The equipment referred 
o is the personal instruments of Professor Learmonth and his team. 
These were prepared and sterilized at the Royal Infirmary two days 
before the King's operation and sent down in two large baskets to 
London with the team so that they would have the advantage of 
working with their own instruments. 


Sir Alexander Fleming Honoured 

The freedom of the Borough of Chelsea lias been conferred on 
Sir Alexander Fleming, F.R.S., who has lived there since 1921, 


Rosenberg Foundation 

Dr. Charles Hill, Secretary of the Association, has been invited by 
the University of California to lecture for the Rosenberg Foundation 
of San Francisco on the organization of health, medical, and hospital 
services. He has had to decline the invitation owing to pressure of 
work in England, including the presidency of the World Mcdicai 
Association, which he assumes in October. 


National Portrait Gallery 

Mr. Geoffrey Langdon Keynes has been reappointed by the Lords 
Commissioners of the Treasury as a trustee of the National Portrait 
Gallery for a further term of seven years. 


President of Australian Federal Council 
Mr. T. E. Victor Hurley has succeeded Sir Henry NewJnnd as 
resident of the Federal Council of the B.M.A. in Australia. 


Faculty of Anaesthetists • 1 

i ?v!r, L n, Fa £ U i. l i y Anae sihetists celebrated its first anniversary with 
nronosW^the if , th rf ?°£ ai Coi(c S e of Surgeons on March 16. In 
Facuhv lnoke h of W° f ' he Coi,egc Mr - A - D - Marston, Dean of the 
eS befween i ^ fpPteerauon of the dose connexion that now 
wuirt anaesthetists and the Royal College In reply Lord 

Facute 0h He n ^ XP ,M Sed f hiS L dt,ight at ^ estlbfishm^ofthc 
Phvriolorist" KA° - "i 131 ,he ^thetist was the ''clinical 
safelv with thf* « 1 team, and was no longer concerned 

was deeply t "ST n lhe pati ! m durin S the <Mi°n bui 
case Mr v yfrtf lU lhe pre " and Post-operative care of the 
had required Cope ’ toa Jtin£ the Faculty, commented that it 

esnrSs hirntrif ’ r SCSW at J !s b,nh and demonstrated that he could 
the arote abdom" 'T cgual ease abo « anaesthetists as about 
Dean str<Sed ^ n \J n *3** ? r ’ Bernard R - M. Johnson, the Vice- 
before and -f: an ?“ thet, ? t s concern in thc care of the patient 

rosed the h h '< \b SU thC ,hc3tre ’ Dr ’ Frankis T. Evans pro- 

of the \ '° '? ,cb Dr - D - W - Logan- Principal 
ot me uawersits of London, and S.r Cecil Wakelcy both replied. 


bcclurinn itt Spain 

Thc British Council is sponsoring a visit to Spain by Professor E.C 
Dodds, F.R.S., Courtauid Professor of Biochemistry in the University 
of London, Director of the Courtauid institute of Biochemistry 
(Middlesex Hospital), and editor of the Journal of Endocrinology, 
and Dr. Peter Bishop, consultant to Guy's Hospital, who hate tees 
invited by thc University ol Barcelona to lecture there between March 
24 and 30. Professor Dodds’s subject is " Thcorctic.nl and Practical 
Aspects of Synthetic Ocstrogens," and Dr. Bishop will speak ca 
“ Treatment of Functional Menstrual Disorders.” These lectures 
will form part of a month’s course on endocrinology arranged Li 
the University of Barcelona Medical Faculty, to which specialists in 
thc subject from several different countries will each contribute t 
lecture. 

Child Welfare 

Professor R. W. B, Ellis, of thc Department of Child Life and 
Health, Edinburgh University, and Dr. W. Pearce, of the Scientific 
Institute for the Study of Delinquency, London, are among those 
invited by thc International Union for Child Welfare to take part 
in the meeting of thc Advisory Committee on Delinquent and 
Maladjusted Children at the International School of Philosophy, 
Amersfoort, Holland, cn March 2S-April 2. Thc principal subject 
of discussion will be thc training and status of the educational staff 
in children's and young people's institutions. 

Guy’s Hospital Dental School 

Thc annual clinical meeting at Guy’s Hospital Dental School cn 
March 5 was attended by more than 500 old students. There ate 
at present 350 students in thc Dental School at Guy’s and many 
applications for admission have had to be refused. Thc visitors 
saw many signs of thc rehabilitation of thc school since last year, 
notably the installation of 142 dental chairs of thc latest type, s 
purchase made possible by a university grant. Professor M. Rushton, 
Nuffield Professor of Dental Medicine, showed some of his work on 
the structure of teeth. Professor H. R. Fcnn demonstrated how 
polyvinyl chloride could be mixed with appropriate dyes to reproduce 
clinical materia) for teaching purposes. Mr. D. J. Anderson showed 
a method of recording the flow of saliva. Other interesting work on 
the causation of caries was exhibited in the department of preventive 
dentistry. 

Visit to Greece 

Mr. St. John Buxton, thc orthopaedic surgeon, and Mr. A. £■ 
Whiffing, technical inspector to the Ministry of Pensions limb-fitimi 
centre at Rocliampton, left London for Greece on March 17 for a 
fortnight’s visit sponsored by the British Council and thc British 
Medical Association, Mr. Buxton is lecturing in Athens and Salonika, 
and his subjects include “ Amputation,” “ Gun-shot Wounds," and 
” Advances in Orthopaedics (Including Bone Graftingl.” Mr 
Whiffing, who took with him a crate of artificial British limbi 
for demonstration purposes, is visiting factories to advise on new 
methods and appliances. Hc is accompanying Mr. Buxton on visits 
to hospitals, including one in the front line. 

Hunterian Society 

The Hunterian Society’s gold medal for 194S for the best essay 
by a genera! practitioner has been awarded to Dr. Jack Lie ber for 
his paper entitled “ The Treatment of Obesity in General Practice.” 

Sheffield Registrars’ Group 

A United Sheffield Hospitals Registrars’ Group was formed on 
Feb. 4 and has received the official recognition of the United 
Sheffield Hospitals Medical Committee. The honorary’ secretary’ 
the group is Dr. R. S. Weetch, Royai Infirmary, Sheffield, 6. 

Chinese Award 

The President of the National Government of the Republic of 
China lias conferred the Order of the Brilliant Star, with Rosette, 
upon the Reverend Dr. Arthur Taylor, LL.D., F.R.C.S., in 
recognition of services rendered during the war. . 

COMING EVENTS 

Physical Society Exhibition 

The thirty-third annual exhibition of the Physical Society will be 
held at the Imperial College of Science and Technology, Prince 
Consort Road, London , S.W., from April 5 to g (both day’s inclusive). 

Tuberculosis Association’s Conference 

The British Tuberculosis Association’s Annual Conference at 
Cambridge includes the following items in the programme: April 6. 
Afternoon: (1) Dr. J. B. McDougall on “WHO and Tuberculosis 
(2) Dr. R. H. Hazcmann, of Paris, on “ Tuberculosis in Students and 
Teachers in France (3) Demonstration of tubercle bacilli under 
the electron microscope in the Cavendish Laboratory. Evening: 
Annual General Meeting. April 7. Morning: (1) Mr. Irving SaroL 
of New York, on ** Resection for Pulmonary Tuberculosis ”; (2) Mr. 
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J. McHalc. of Birmingham, on “ Post-operative Course of Thoraco- 
asty Cases. Afternoon; (3) Dr. J. A. Young, of Cambridge, on 
Studies in the Vaccination of Cattle with the Vole Bacillus": 
) Dc. W. E. Ogden, of Toronto, on " Preclusion of Tuberculous 
iseass by Prcclintca! Diagnosis and Control: Twenty Years' 
xpcricncc.” April S. Morning; (l) Dr. J. M. Lemoinc, of Paris, 
r “Atelectasis”; (2) Dr. Conrad Xalabardcr, of Barcelona, on 
Atelectasis." Afternoon: (3) Mr. John Francis on “ Infection with 
ic Bovine Tubercle Bacillus, including its Control and a Comparison 
t Tuberculosis in Man and Cattle"; (4) Dr. Honor Fell, of Cam- 
ridge, on "The Relat.onslup between Cells and Tubercle Bacilli in 
issue Culture and m mu." followed by demonstration; (5) Drs. 
. M. Brieger and B R. Smith on “ Observation on the Life History 
f Tubercle Bacilli"; t6) Drs. V. E. Cosslett and E. M. Brieger— 
lectron Microscopi Studies of Tubercle Bacilli (demonstration). 
vetting: Reception and Annual Dinner. April 9. Morning: Visit 
> Papworlh. Talk by Dr R. R. Trail. Golf. 

lontracepthe Technique 

A lecture and demonstration (on living models) on contraceptive 
•chnique will be given by Dr. Marie C. Slopes and Dr. Beddovv 
iayly at the Mothers' Clime, 10S, Whitfield Street, Tottenham Court 
toad. London, W„ on Thursday, April 7, at 2,30 p.m. Tickets must 
e obtained by letter in advance, as space is limited. 

ledical Library' Association 

The Medical Library Association will hold its 4Sth Annual Meeting 
n April 10*14 at Galveston, Texas. The Library' of the University 
f Texas Medical Branch wall be the host, and headquarters will be 
t the Hold Galvez Addresses include: " Function of the Historical 
'ollections in Medical Libraries," by Dr. John F. Fulton ; “ The 
Imcr Belt Library of Vmciana," by Dr. Elmer Belt; and " Biblio- 
raphy by Co-operation," by Dr. Luther H. Evans. Particulars may 
e obtained from the secretary, Medical College of Alabama Medical 
ibrnry, Birmingham 5, Alabama, U.S.A. 

finical Medicine , 

A course of instruction in recent advances in clinical medicine 
■ill be held at the Broussais Hospital, 96, Rue Didot, Paris, on 
lay 20-22. The subscription for the course is 2,000 francs, 
articulars may be obtained from Professor J. Hamburger, 29, 
loulevard de Courccllcs, Paris, 8c. 

aedlatrics Congress 

The Sixth International Congress of Paediatrics will be held at 
iurich during the last ten days of July, 1950. The congress itself will 
ist four to five days It is proposed to hold two plenary sessions, 
ach lasting half a day. and a senes of simultaneous group sessions, 
nch group' session will consist of prearranged lectures lasting from 10 
a 30 minutes, followed by open discussion in which no contribution 
ray exceed 5 minutes. Notifications for important lectures not 
tcluded in the programme can be accepted only through the seer e- 
iriats of the various national paediatric societies. The manuscripts of 
tcttircs (without illustrations) must reach the Organizing Committee 
ot later than April, 1, 1950. It is planned to hold a scientific exhibi- 
ion to display the lecturers' graphs, photographs, etc. The Organiz- 
ng Committee will provide free of charge the exhibition space and 
cilotex sheets necessary to hang the graphs. Show-cases for lantern 
lides. coloured photographs, etc., can be provided only if ordered 
nd paid for well in advance. All those invited to lecture can 
lisplav their material; other conference members must secure special 
icrntission from their national paediatric societies beforehand. 


SOCIETIES AND LECTURES 

Friday 

x’ortii OF England Socirrv of Anesthetists.— At Royal Victoria 
Infirmary* Newcastle-upon-Tyne* March 25, 7.30 p.m. Shock. 
bv Dr. R. P. Harbord. 

Monday 

Ioyal College or Surgeons or England. Lincoln’s Inn Fields, 
London. W.C.— March 2$, 3.45 p.m. The knee Joint . Amott 
Demonstration by Mr. R. J. Last. , _ u 

7 OY vl Coiitge or Surgeons of England. Lincoln s Inn Fields. 
London. W.C.— Jointly with Institute of Urolocy (University of 
London). March 2S. 5 p.m. "A 'eurobgical Disorders of the 
Urinary Madder/' Urology keture by Mr. Dawd Band. 
AVstminstir Hospital School or Medicine. Meyerstem Lecture 
Theatre. Horseferry Rond. London. S.W.— March 2a. 5o0 p.m. 
“ Stcatorrhoea in Childhood / Cltmco-pathologicnl meeting. 


Tuesday 


Institute of Druvt vtology. 5. Lisle Street. Leicester Square. 
' J omlon. W.C.— March 29. 5 p.m. “ Uistoratholoey of the Skin." 

gnvvi D CourciF CI OF Sukgtons or Engiavd. Lincoln's Inn Fields, 
London W.C. — March 29. 5 p.m.. " Cataract Associated i./r/i 
Lesions ' of the Skin." ophthalmology lecture by Professor A. 
Francc.schetti (Geneva). 6.15 n.m., " Ophthalmic Aspects of 
Protein Deficiency and Disordered Protein Metabolism." ophthal- 
mology lecture bv Professor G. B. Bietti (Pavia). 


Royvl Institution of Great Britain. 21. Albemarle Street, London. 
,! • 'Morch 29, 5.15 p.rrf. * Chemistry of the Actinides and Some 
knvly Dtsco\ ered Elements, oy Professor H. J. Emelcus. D Sc.. 
F.R.S. 

Wednesday 


Institute of Laryngology and Otology, 330, Gray's Inn Road. 
London, W.C. — March 30, 10 a.m., " The Relationship oi Dental 
Disease to Diseases of the Throat, Nose, end Ear,” by Mr. A. C. 
Dcvercll. Illustrated by lantern slides. 

Physical Society : Colour Group —At Royal Photographic Socictv 
16, Prince’s Gate, South Kensington, London, S.W., Wednesday 
March 30, (1) 3 p.m., 9th annual general meeting of the group. 
(2) 3.15 p.m., 45th science meeting, " Photoelectric Spectrophoto- 
meters and Tricolorimeters Discussion to be introduced bv Dr. 
T. Vickcrstaff. 

Royal College of Surgeons of England. Lincoln's Inn Fields. 
London, W.C. — March 30, 5 p.m., “Psychosomatic Symptoms in 
Ophthalmology/’ ophthalmology lecture b> Dr. E. Hartmann 
(Paris). 6.15 P.m., “ Ophthalmic Manifestations of Besnicr-Boccl/s 
Disease.” ophthalmology lecture by Professor H. J. M. We\e 
(Rijksunitcrsitcit). 

Thursday 


Institute of Derslvtology. 5. Lisle Street, Leicester Square 
London, W.C.— March 31, 5 p.m. '* Pitfalls in Treatment.'' bv Dr! 
H. Gordon. 

London Association of the Medical Women’s Federation— At 
BALA. House, Tavistock Square, London, W.C., March 31. 8.30 
p.m., " Geriatrics by Dr. J. H. Sheldon. A discussion will 
follow. 

Royal College of Surgeons of England, Lincoln’s Inn Fields. 
London, W.C. — March 31. 5 p.m. ” Surgical Treatment of the 
’ Painful flip Joint.” Hunterian Lecture by Professor Charles Gray. 


Friday 

Medical Society for the Care of the Elderly. — A t Belmont Read 
Hospital, Liverpool, April 1, 2 p.m. " Viev'point on Geriatrics 
by Lord Amulrcc; " Overcoming Physical Limitations.” by Dr. 
Marjory Warren. 

Society' of Public Analysts: Physical Methods Group. — A t 
Chemistry Lecture Theatre, The University, Highficlds. Nottingham, 
April 1, 330 p.m. 21st Ordinary Meeting. " Electrophoretic 
Analysis” Papers by R. A. Kckwick, D.Sc., Dr. N. H. Martin. 
A. E. Ambler, B.Sc., Ph.D., and J. Madirmeitia, Ph.D., and 
A. J. P. Martin, MJ\.. Ph.D. 

Saturday 

Medical Society for the Care of the Elderly.— At Belmont Road 
Hospital, Liverpool, April 2, 9.30 a.m. " Personality Factors in 
Senile Psychosis,” by Dr. J. W. Affleck. 

South Western Laryngological Association.— At Ro>al Victoria 
and West Hants Hospital. Shelley Road, Boscombe, Bournemouth, 
April 2, 2.30 p.m., clinical meeting. 


APPOINTMENTS 

The Home Secretary has appointed Mr. Geoffrey Keynes to he a 
member of the Advisory Committee on the Administration of the 
Cruelty to Animals Act, 1876, in place of Sir Gordon Gordon-Tavlor, 
who has resigned. 

E ast Anglian Regional Hospital Bo*ri » — Assistant Orthopaedic Surgecn. 
Scrjolk and Korm'ch Hospital, R. Cort.e!d Howard, F.R C.S, bpetuhst 
Obstetrician. Peterborough and District Memorial Hospital, Norrr.an kimbe!!, 
M.B., Ch.B., M.R.C.O.G. 

Fulham Hospital, St. Densran’s Road, llairtmenmith. W. — Part-time Srrfrr 
Registrar to the Ear, ,Vot-, and Throat Department, J. L. WakeSin. M.R.C.S.. 
L.R.C.P., D.L.O. Junto' Anaesthetics P.eglstrar, S. Mehlmin, Nt 15. 

Hall, Howard \V„ M.B.. Ch.B.. D.P.H., Deputy Medical OfTcer cf Health 
and Deputy School Medical Ofheer for the County Borough of Walla icy. 

Rtcr, Hugh Macan, M.D., Pathologist in Charge, Nottingham Ger.e-al 
Hospital. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Kelly. — On March 9. 19-19. at St. Anne’s Nursirg Home, P.r-cr. to Pa.T.c’a 
(n«fc Mountain- Palmer), wife of Dr. T. L. Kelly, Eastcore. a %cr. 

— N«cel. 

Mackenzie. — On March 12. 1949. at Shrewsbury, to MarjerSe (c^e Tear-e) %*fe 
of Dr. G. K. Mackenzie. a diuahtcr. 

Portch.— On March 1, 1949, at Caythorpe, to Thelma (r(z Morris. S R.N ). »de 
of Dr. G. G. Ponch. a son — Christopher John. 

DEATHS 

AOJntoo. — On March 12. 1949. at 202. Abirnon Accrue, North -rrp’o*’. Edward 
W’rihsm Atkinton. M.R.C.S.. L.R.C.P . lore cf Lcr? Suck’s y, rear Rrct/, 
Nor.hants. aged 67. 

Eat tt. — On March IS. 1949. at Fanlmat. Sandwich, Kent. John Bate*. 

T.D., M.B . B Ch.. late of Wimbledon. aacd 79. 

Brown. — On Ntarch 13. 1949. at UtLewoc*d. Crarle’jh. Dir.-e! JDurward Brown. 
M D . aged 82. 

Bmce. — On March 14. 1949. at Woburn. Bedfordshire. Robert Ten-art Bruce. 
M.D.Ed., aged 76. 

Bock.— On Ntarch 9. 1949, Arthur Herben Buck. F.R.C-S.Ed., aped 79. 
Eohtrode. — On March IS. 1949. at Salt Hu! Hetrr, Chichester, Smut. 

Christopher Victor Bulstrodc. D.$ O.. M.D. 

Conner. — On March 16. 1949. at AH HaEowj Vicarage. Green ford. John 
Richard Tarrant Conner, M.D. 

Cpoper.— On March 13. 1949 ai StoneJeizh. Saiccrr.bc. S. Deson. Cfcar’ev 
Edward Cooper. M.B . B Ch. 
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EPIDEMIOLOGICAL NOTES 


Influenza 

There were 321 deaths in the great towns in the week ended 
March 12, compared with 259 in the previous week. Deaths 
remained practically the same in London and the south-east, 
but there was a rise in the north, particularly in the north-west, 
and in the Midlands. The incidence has been high in certain 
places— for example, Salford, the West Riding of Yorkshire, 
and Birmingham— but the disease has been of a mild type. 
From one London borough a report has been received that 
four patients suffering from influenza developed coffee-ground 
vomiting and melaena. Nearly all the isolations of virus have 
been of virus A, but virus B has been found in material re- 
ceived from two school outbreaks and from one fatal case of 
staphylococcal pneumonia at Leicester. 

Registrar-General’s Review for 1946 

The review issued on March 24 covers the first post-war year. 
There were 820,719 live births in England and Wales in 1946, 
which represented a birth rate of 19.2 per 1,000 total popula- 
tion. This was an increase of 3.3 per 1,000 over the rate in the 
previous year and the highest since 1923, when it was 19.7. 
Later figures show that the birth rate further increased to 20.5 
in 1947 but fell considerably in 1948, the provisional rate for 
that year, based on the total number registered, being 17.9. 
There were 53,919 illegitimate births in 1946, a proportion of 
6.6% of the total, compared with 9.3% in the previous year. 
This proportion has since fallen again to 5.3% in 1947. Still- 
births numbered 22,915, representing a rate of 27 per 1,000 live 
and stillbirths compared with 28 in the previous year, but figures 
for subsequent years show that by 1948 this rate had fallen 
to 23. 

Of the “ legitimate maternities " during the year 44.9% were 
to mothers with no surviving previous children ; 30.2% to 
mothers with one surviving child ; and 12.9% to mothers with 
two surviving children. There were 10,788 maternities resulting 
in multiple births, of which 85 were triplets ; no quadruplets 
were born in 1946. Of about 88,000 confinements which took 
place within 1H months of marriage some 43,000 occurred 
within 81 months of marriage, and of these 36,000 occurred 
within 7i months of marriage. 


Discussion of Tabic 


In England and Wales infectious diseases were less prevalent 
and there were decreases in the notifications of measles 1,436. 
whooping-cough 392, acute pneumonia 107, scarlet fever 73, 
diphtheria 18, dysentery 14, and cerebrospinal fever 13. 

A large fall in the notifications of measles was recorded ; 
during the preceding five weeks the weekly number bad been 
doubled. The largest decreases in' the incidence of measles 
during the week were Southampton 324, Staffordshire 284, 
Devonshire 199, Lancashire 188, Essex 134, Cheshire 118, 
and Yorkshire West Riding 116; the only large increase was 
London 250. 

Notifications of whooping-cough decreased in most areas, 
but notably in Lancashire 84. A decrease of 8 in Lancashire 
was the chief feature of the returns of diphtheria. The fall in 
the incidence of acute pneumonia was shown mainly in the 
southern section of the country. 

The only large return for dysentery was 24 in Lancashire, 
where there were 17 notifications fewer than in the preceding 
week. 

In Scotland a slight decrease was reported in the incidence of 
infectious diseases ; the falls included acute primary pneumonia 
42 and scarlet fever 10. The decline in the incidence of scarlet 
fever was mainly contributed by the south-eastern area. In the 
western area a rise of 8 occurred in the notifications of 
diphtheria. 

Tn Eire increases were recorded in the notifications of measles 
55, whooping-cough 23, and diarrhoea and enteritis 16. The 
increased incidence was spread throughout the country, although 
Dublin C.B. accounted for a large part of it. 

In Northern Ireland an increase of 69 in the notifications of 
measles and a decrease of 51 in the notifications of whooping- 
cough were recorded. The rise in the incidence of measles 
occurred in the counties of Antrim and Down. A fall in the 
notifications of whooping-cough was reported throughout the 
country. 

Week Ending March 12 


The notifications of infectious diseases in England and Wales 
du £? g in . c ' uded: s . carIet fever LD8. whooping-cough 
*. 6 _ 1 . diphtheria 101, measles 17,305, acute pneumonia 1 514. 
cerebrospinal fever 35. acute poliomyelitis 17, dysentery’ 49 
paratyphoid 3, and typhoid 1. * y ’ 


No. § 

INFECTIOUS DISEASES AND VITAL STATISTIC 

We print below a summary of Infectious Diseases and Vit; 
Statistics in the British Isles during the week ended March 

Figures of Principal Notifiable Disease? for the week and those for the con 
sponding week last year, for; (a) England and Wales (London included). { 
London (administrative county), (c) Scotland, (d) Eire, (c) Northern IrcLr 
Figures of Births and Deal fit, and of Death t recorded under each infectious dues 
are for : (a) The 126 great towns in England arid Wales (including Londo; 
(b) London (administrative county), (c) The 16 principal towns in Scotlr 
(d) The 13 principal towns in Eire, (c) The 10 principal towns in Northern Ireks 
A dash — denotes no cases; a blank space denotes disease not notifiable on 
return available. 




1949 



1 1948 (Corresponding \Ye 

Disease 











(a! 

(b) 

(O 

(d> 

Cc) 

(a) 

(b) 

1 (0 

|W 

< 

Cerebrospinal fever 

33 

2 

13 




42 

4 

37j - 


Deaths 


— 





2 

2. 


Diphtheria 

101 

13 

2$ 
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200 

21 

60' 8 


Deaths 

— 

— 

l 

— 

1 

5 

1 

— 

~ 

- 

Dysentery 

65 

5 

23 

— 

2 

184 

22 

37 

— 

_ 

Deaths 




— 

— 
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Encephalitis lethargica. 











.acute 

Deaths 

2 

1 

~ 

1 

1 


— 

1 



Erysipelas 
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55 

13 


Deaths 


— 





1 




Infective enteritis or 











diarrhoea under 2 
years 




49 


5 49 



20 


Deaths 

28 


— 

4 

— 

3 

7 

1 

* 

Measles* 

18,619 

I0S1 

166 

175 

214 

8.788 

1303 

775 

78 

3 

Deaths! 



— 

— 

— 



4 

— 

— 

Ophthalmia neonatorum 

34 

— 

9 





67 

6 

6 
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Deaths 











Paratyphoid fever 

5 



3(B) 





2 

J 

6(B) 


Id 

Deaths 


— 

— 

— 

— 

— 



— 
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Pneumonia, influenzal 

1.500 

72 

33 

11 

21 

794 

45 

10 

S 


Deaths (from influ- 











enzatt 

259 

4S 

11 

I 

5 

27 


1 
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Pneumonia, primary . . 



261 

51 




277 

22 


Deaths 

\45S 

W 


11 

17 

316 

60 


15 


Polio-cncephalitis, acute 

1 






1 






Deaths 
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Poliomyelitis, acute 

9 



2 




00 

2 

2 

2 

- 

Deaths? 

I 

— 




6 

— 




Puerperal fever . . 




7 




o 

12 


- 

Deaths 











Puerperal pyrexia!! 

103 

6 

9 

1 



94 

6 

13 

— 

- 

Deaths 


— 
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Relapsing fever 













- 

Deaths 











Scarlet fever 

1,189 

54 

182 

101 

30 

2.069 

136 

347 

48 

< 

Deaths! 


— 





— 




Smallpox 











_ 
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— 

- 

Deaths 




__ 

— 
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Typhoid fever . . 

4 
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5 
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— 

- 

Deaths 

— 

— 

— 

— 

— 

1 

— 

— 




Typhus fever . . 











. 



— 

— 

- 

Deaths 





— 
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Whooping-cough* 

2,653 

21S 

247 

106 

66 

3.067 

217 

44 

63 


Deaths 

7 

— 

1 

— 

— 

10 

l 

— 

1 

-22 

Deaths(0-J year) 

3 th’ 

40 

44 

15 

11 

430 

49 

45 

27 


Infant mortality rate 











(per 1.000 live births) 











Deaths (excluding still- 









221 


births) 

Annual death rate (per 

6,502 

1010 

717 

181 

176 

5.914 

956 

668 

1 

13-8 

1,000 persons living) 



12-7 

10-9 




135 


Live births 

7,438 

1215 

929 

357 

259 

8,369 

1317 

944 

404 

2i 

Annual rate per 1,000 







25-3 


persons living 



IS-6 

22-1 

* 



19’1 


Stillbirths 

178 

35 

29 



231 

37 

28 



Rate per 1,000 total 











births (including 

stillborn) . . 



30 





29 




* Measles and whooping-cough are not notifiable in Scotland, and the retun 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, Londo 
(administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administratr 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for Englar 
ana Wales, London (administrative county), are combined, 
f! Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 
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Joseph aloysius hansom’s safety-cab wa= 
sliJJ making a contribution to Toad safety in the 
80s. The automobile was just beginning to splutter 
its way into lu-ton- preceded by a man with a red 
flag. It was m these daring days that Scott's of 
Edinburgh entered the infant feeding field with 
M.O.F., but it ha= changed much since 1887. The same 
inventiveness and progressive spirit lias remained an 
essential part of Scott’s policy. Today, Scott’s of 
Edinburgh provide a whole range of infant foods for 
mixed-feeding time. 

SC01TS BABY CEREAL 

The ready-cooked babv cereal 
fortified with o-ential vitamins 
and mineral^. 

SCOTT’S M.O.F. 

In use for si\t\ \pzr$. Contains 
added iron, calcium, phos- 
phorus and vitamin D. 


SCOn’S STRAINED FOODS 
AND 

scorrs baby soups 

A tempting \miety of fruit, fish, 
meat and \ egetable purees v\ hich 
help to prepare baby’s taste- 
sense for normal food- 



SCOTT’S OF EDINBURGH 


V. AND R. SCOTT LIMITED, 
C O L I N T O N , EDINBURGH 




e 


why tiieae imr cuM 
m m mfcwt owe 

veemte medical Mtppork 




a the treatroenl and care of in- 
ants in recent years efforts have 
seen persistent to reduce the 
ncidence of skin irritations such 
is impetigo and urine rash. 

Nothing has contributed more 
.awards meeting this problem 
than Johnson’s B3by Lotion. 
IVherever it has been used in 
aospitats, clinics and welfare 

icmres skin conditions improved. 

Johnson’s Baby Lotion is 3 
homogenized emulsion of spcc- 
iatty compounded mineral oil- 
uuf-walcr with tanolin. It is 
mtiscptic and forms a protective 
hscontinuous film that allows 


the normal function of the skin. 
Together with Johnson's Baby 
Powder, here are two indis- 
pensable aids in baby care, not 
only while under your personal 
supervision but when mothers 
care for their babies at home. 

If you are not yet personally 
familiar with Johnson’s Baby- 
Lotion we will gladly send you 
samples. 

BABY LOTION 

for nappic-changc to avoid 
irritations. 

BASyPOWPER 

For after babies'' baths. 


TREATMENT OF 

HABITUAL ABORTION 

It is quite true that progesterone therapy 
frequently fails to prevent abortion since there 
are various other factors which may be 
responsible. Recent clinical reports, however, 
indicate that the most common single cause of 
habitual abortion is progesterone deficiency. 

In such cases adequate substitutional therapy 
with * Proluton ’ will enable the pregnancy to 
continue to term. 

Injection of Progesterone B.P. 

1 c.c. ampoules of 2 mg. 3 mg. and JO mg. 



BRITISH SOBERING 

UM'lTEft 


(jofvtt'VCH CS-fjcJtllWH (GT. BRITAIN) LTD. SLOUCH & GARGRAVE 


167/169. GREAT PORTLAND STREET ■ LONDON, Hi. 
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ROCHLORIDE 


Pethidine Hydrochloride possesses analgesic and anti-spasmodic properties, and is used with 
success in midwifery. It is especially valuable where prolonged labour is due to cervical 
spasm. 

Pethidine Hydrochloride may be employed to alleviate pain in renal, intestinal and biliary 
colic, in hypersensitive headache, and in neuritis of diverse origin. It may be safely 
administered in therapeutic doses by the oral and parenteral routes with minimal risks of 
habituation. 

Technical literature and further information will be forwarded on request. 

PACKINGS: 

Tablets of 0.025 gramme and 0.05 gramme in bottles of 25, 100 and 500. • 

Ampoules of 0.05 gramme (1 c.c.) in boxes of 10 and 100, and 0.1 gramme (2 c.c.) 

in boxes of 10 and 100. 

Solution in bottles of 25 c.c. (each c.c. containing 0.05 gramme ) . 

Powder : Bottles of 1 gramme. 

Pethidine Hydrochloride 100 mg. with 0.216 mg. or 0.432 mg. Hyoscine Hydrobromide 
Ampoules of 2 c.c. Boxes of 10 and 100. 

Obtainable from your usual suppliers. 

IMPERIAL CHEMICAL [PHARMACEUTICALS] LIMITED 

(A subsidiary company of Imperial Chemical Industries Limited) MANCHESTER 
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A woniaii with 
sunn intinmnte problem 



T he question of whether or not to use internally if3 
worn sanitary protection is one which all women 
face sooner or later. In doing so, they naturally seek & 
the guidance of one whose advice they completely S3 
trust that of their Doctor. Tampax, which was 
invented by a gynaecologist and has already been JS 

: ’ ccc P tc d by thousands of members of the Medical S 

I rofession throughout the world, deserves your p 

endorsement for its assurance of hygiene, physical 2 

comfort and alleviation of mental strain. If you are s§ 

not acquainted with Tampax, descriptive literature IS 

and samples of both absorbency sizes will gladly be S 

sent on request. fe 

■k r-j r hn.yinlh rhn.un Jcr un p, nJ rn,i 2 

'• " ' r ' rr ;- J i-tvlnatu - > It, uir l, un-jmrd S irl, ,huU mt t* P 

■ ■ .oj c ' ' . / r ir^t cf rti tjntr.al aptrlurt uoulj eaw difficult-! in 2 

fiftm a’f o i/A/rja 

. . consuls her Doctor i 

Issued b\ Tamrax Ltd.. 110, Jcnfnn Street. London. S IV. I. © 


r=CELLON LABORATORIES LTD.=T 


r 


The following tested preparations are available Jor prompt 
delivery : — 

CELETANE (REGD.) — MEDICATED (LETHANE) 

HAIR OIL — N.W.F. 

The modern insecticide for eradication of head lice 
(Pediculosis Capitis), as employed by many Medical 
Officers of Health, etc. 

BENZEUA (REGD)— BENZYL BENZOATE EMUL- 
SION— 25% 

A well-established preparation for rapid eradication 
of scabies within 48 hours. Also supplied in form of 
vanishing cream. 

OLEOCIDE (REGD.)— OLEO-SULPHONAMIDE 
This valuable preparation Is a marked advance in 
Sulphonamide Therapy. Ensures rapid relief of ulcers, 
Impetigo and other streptococcal Infections of the 
skin; first and second degree burns — broken or 
unbroken. 

CELOZENE (REGD.)- ANTISEPTIC 

A powerful non-toxic, non-irritant antiseptic of great 
value for wounds and cuts, having a Rideal Walker 
value of 4.0. A special grade can be supplied for 
sterilising instruments. 

SKLEN (REGD.)— PLASTIC BANDAGE REMOVER 

(NON-INFLAMMABLE) 

A solution for dissolving adhesive of plastic bandages 
enabling easy removal of plaster and subsequent 
cleansing of adhesive remaining on the skin. 

Further information, samples and prices upon request from: 

CELLON LABORATORIES LTD. 

KINGSTON-ON-THAMES : 

Kingston 1234 (7 lines) 
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Any Questions ? 


Correspondents should give their names and addresses ( not for 
publication) and include all relevant details in their questions, 
which should be typed, ff'e publish here a selection of those 
questions and answers which seem to be of general interest. 

Heredity and Pulmonary Tuberculosis 

Q . — It is said that the genetic factor is mainly responsible for 
some people's developing clinical pulmonary tuberculosis, 
whereas the majority do not. How much is known about this, 
and can you tell me where I can find details? 

A. — The writer is not aware of any recent authoritative review 
of the part played by heredity in determining susceptibility to 
pulmonary tuberculosis. The evidence that genetic constitu- 
tion is of importance is based on familial and especially twin 
studies, on considerations of racial differences, and on labora- 
tory work on animals. Probably the most important single 
contribution is that of Kallmann and Reisner ( Amer. Rev. 
Tuberc., 1943, 47. 549). Briefly, they found that the chance of 
developing adult-type pulmonary tuberculosis before the age 
of 30 in the general population of the State and City of New 
York was 1.4%. For the various relatives of sufferers the 
chances were as follows: husbands and wives, 7.1%; half- 
sibs, 11.9% ; parents, 16.9% ; full sibs, 25.5% ; fraternal co- 
twins, 25.6% ; identical co-twins, 87.3%. This indicates that 
hereditary constitution is of considerable importance. When 
the patients were classified in more detail according to the 
extent and course of the disease, identical twins were actually 
sixteen times more like each other than fraternal twins. This 
finding is in harmony with the view that the importance of 
hereditary' constitution lies in the degree of resistance to the 
established infection rather than in determining whether infec- 
tion is contracted or not. Observations on man accord well 
with those on experimental animals, the behaviour of different 
human populations being paralleled by strains of differing 
resistance or susceptibility. Thus in Lurie’s experiments, in 
which a low intensity of exposure was used, certain rabbits of 
high genetic resistance acquired an infection that healed com- 
pletely, while others, of low genetic resistance, developed fatal 
tuberculosis. 

It is important to realize that the interaction of hereditary 
and environmental influences must be complex, and the relative 
importance of heredity will not be the same against different 
environmental backgrounds. It might not be going too far to 
suggest that there is no degree of genetic resistance, however 
high, that could not be overcome by a sufficiently malignant 
combination of massive infection and adverse environmental 
conditions ; similarly it may be that even those of the greatest 
genetic susceptibility could be successfully protected under 
optimum conditions. Kallmann and Reisner's findings apply 
to conditions as they existed in the nineteen-thirties in the State 
and City of New York, and the relative importance of hereditary 
constitution might be very different — either greater or less — in 
different communities living in different circumstances. It might 
svell be that, in a community living in bad conditions and with 
a very high incidence of the disease, hereditary constitution 
would be found to be relatively less important; while in a 
community enjoying special advantages, and in which the inci- 
dence of the disease had been reduced to a very low figure, the 
influence of heredity would appear to be great ; in other words, 
.in such a community those who succumbed in spite of advan- 
tageous circumstances would be those who chanced to be 
genetically strongly predisposed. 

Anuria after Sulphonamides 

Q. — In domiciliary practice the administration of suiphon - 
amides at intervals of less than S hours is difficult, especially 
during the night. 1 therefore use sulphamcrazinc S-hourly. the 
last dose being at 10 or 11 p.tn. However. 1 know of ttvo cases 
of anuria following small doses of this drug, and l feel that this 
complication is more common with sulphamerazine than with 


other sulphonamides. Would using sulphathiazoie 4-houriy 
during the day, substituting sulphamerazine in corresponding 
dose at 10 p.tn. and starting sulphathiazoie at 6 a.m. the next 
morning maintain as effective a concentration of suiphonamlde 
as either drug given separately at the intervals appropriate to 
itself? Have you any other suggestions for combining mini- 
mum toxic effects with adequate blood level of suiphonamlde 
and S hours' sleep for the family ? 

A. — The best method of dealing with, the risk of anuria when 
using sulphonamides is to give a mixture of sulphathiazoie, 
sulphadiazine, and sulphamerazine. The solubility of any one 
of these does not affect that of the others. It must be given 
with plenty of fluid and with sodium .citrate in order to keep 
the urine alkaline. With an alkaline urine there is much less 
risk of renal symptoms, since the solubility of these substances 
is greater. If one sulphonamide is to be used alone, suipha- 
thiazole is the least likely to cause toxic symptoms, because it 
is much more soluble than either sulphadiazine or sulpha- 
merazine, provided the urine is alkaline. 

It is clear that an eight-hourly dosage cannot possibly main- 
tain as steady a blood concentration as a four-hourly dosage. Is 
the question of eight hours’ sleep for the family of great impor- 
tance, in view of the short period for which -the sulphonamides f 

are usually riven — that is to say, for a maximum of 6 to 8 
days ? 

Hemivertebra 

Q. — A boy aged 7 has developed a lateral curve in the lumbar 
region. X-ray examination demonstrates that he has an extra 1 

lumbar half-vertebra. Can you advise me about the treatment I 

of this condition ? : 

A. — The problem of scoliosis is one of the most difficult in 
orthopaedic surgery, and when the condition is due to con- ; 
genital hemivertebra the difficulties are even more formidable. : 
Hemivertebra is due to failure of development of one of two 
lateral centres of ossification of a vertebral body when this is ! 

not formed, as it is normally, from a single' central ossific , 

centre. It leads to increasing lateral curvature from an early I 

age, and unless treatment is effective the ultimate deformity |’ 

may be severe. Because the scoliosis is structural in origin, j 

correction is even more difficult than in the ordinary postural i 

scoiiosis. For this reason a number of patients have been 
treated by excision of the hemivertebra. This is a rational 
method, and though the operation is difficult it is quite practic- ; 
able in the lumbar region. If excision is deemed inadvisable, 
treatment will usually follow principles similar to those 
employed in other varieties of scoliosis. The spine is mobi- 
lized as much as possible by a short intensive course of exercises, ‘ 
and, if the deformity is severe or is judged to-be increasing, 
correction is attempted, usually by a divided plaster jacket with 
a hinge. When maximal correction has been secured an 
appropriate length of the spine is fused, if necessary in stages. 
in the hope of maintaining the correction that has been 
achieved. The most hopeful cases are those in which deformity 
is of relatively late onset and in which correction and fusion 
are consequently not required until the later years of childhood. 

But when severe deformity is found in early childhood, and 
particularly if- it is increasing, correction and fusion may have 
to be undertaken without delay. Cases of hemivertebra — apart 
from those treated by excision — usually fall into this category ; 
and it is unfortunately true that, however intensive and efficient 
the treatment, the results often leave much to be desired. 

Alarming Dreams in the Aged 

Q. — Many old people frequently have alarming dreams, suck 
as hanging on to the edge of a precipice, and they wake up in 
a distressed condition. Is there any known treatment by which 
the dreams can be prevented or modified ? Is i,t possible that 
many deaths which occur during sleep may be due ’ to such 
dreams ? 

A. — There are some who give a physiological explanation 
for such dreams, ascribing them to a fall in blood pressure. 
Possibly this may be the precipitating cause, but obviously the 
form of the dream — clinging on to a precipice, etc. — cannot be 
derived from that and demands a psychological explanation. 
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Dreams are the manifestation during sleep of unsolved prob- 
lems, many of which are associated with fear. Dreams of 
falling may be revivals of actual experiences, usually in earliest 
childhood, when we can do least about it ; or they may be 
symbolic fear of a moral lapse or failure in business or fear of 
death. Such dreams occur at all times of life, and are not 
confined to old age, though possibly the lowered inhibition of 
old age may make them more acute, so that frightening experi- 
ences, which occur especially in the helplessness of childhood 
(including the fear of falling, one of the strongest of primitive 
fears), emerge into consciousness. 

In so far as the fear is psychologically determined, the cure 
is to get the patient to discover what latent fear he may have 
and face up to it. Otherwise the palliative treatment might be 
tried of producing deeper sleep by hypnotics ; but if this treat- 
ment is not successful it sometimes makes the patient worse, 
since the drugs lessen the inhibition to the repressed fears. 

As to the last question on the possibility of nightmares pro- 
ducing death, the general opinion is the other way round. . It 
is now fairly well established that some organic diseases which 
are not sensed during the day give rise to dreams regarding the 
affected organ during the night, just as external stimuli like an 
alarm clock may produce a dream. I have had a case in which 
a patient on two occasions had a dream of being paralysed on 
the right side, and a few weeks later developed it in fact — not 
a hysterical but an organic paralysis. Similarly some people 
have anxiety dreams coming from disease of the heart, and then 
may die of such disease. Jung has made a special study of 
this subject, which is also referred to in Freud's Interpretation 
of Dreams. 


Marriage of Double First Cousins 

Q . — I have been approached by a young woman for advice 
on her proposed marriage. Both her own father and her 
fiance's are brothers, and the mothers are sisters. As this 
makes the young couple closer relations than the common first 
cousins, what are the risks to their children ? 

A, — One of the risks inherent in any marriage is that both 
partners may happen to carry the same harmful recessive gene ; 
any child will then have a 1 in 4 chance of suffering from the 
condition. This risk is increased in a marriage of blood rela- 
tives, who share some of their genes in common. One-eighth 
of the genes of first cousins are the same, having been received 
from their common ancestry ; in the marriage of double first 
cousins, as mentioned in the question, the proportion is one- 
quarter. The consequences may be illustrated by some approxi- 
mate figures. The chance that any child from a random unrelated 
marriage will suffer from what is perhaps the commonest serious 
recessive defect, recessive retinitis pigmentosa, is about 1 in 
5,000. The corresponding chance in a marriage of first cousins 
is about 1 in 1,100, and in a marriage of double first cousins 
about 1 in 550. To take a much rarer condition — alcaptonuria 
— the chance of its occurrence in a child from an unrelated 
marriage is about 1 in 1,000,000, in a first-cousin marriage 
about 1 in 16.000, and in a double-first-cousin marriage about 
1 in 8.000. It will be appreciated, therefore, that the risk of 
the appearance of some undesirable recessive trait or other is 
much increased in a marriage of blood relatives. But it is a 
relative risk ; what interests the individual is the absolute risk 
— that is, the sum of all these chances for all undesirable 
recessive genes. This is not known, and so it is impossible to 
say how large the risk may be that in a cousin (or double-cousin) 
marriage some harmful recessive condition or other may appear. 
It seems likely, however, that the chance is not large in com- 
parison with all the other risks inherent in pregnancy, child- 
birth, and early life. For example, it is probably “not as great 
as the risk of haemolytic disease in later-bom children in the 
marriage of an Rh-negative woman to an Rh-positive man. 
While, then, it must be recognized that the risk is increased, 
it is probably not of such magnitude that the average sensible 
person, with a knowledge of the facts, need feel that it out- 
weighs other considerations favouring the marriage. There is 
one reservation, however. If there is a history of recessively 
determined abnormality in either family the chance might be 
relatively large. Scrutiny of the family history- would then 
be necessary, and the proposed marriage might have to be 
pronounced definitely unwise. 


NOTES AND COMMENTS 

Chemotherapy of Acute Otitis Media. — Mr. L. F. Day (Hastings! 
writes: I did not think that the answer given to the question con- 
cerning the very important matter of chemotherapy in acute otitis 
media (“ Any Questions ? " March 5, p. 422) was quite in accord 
with the usual view held by otologists. The answer that I give when 
asked, as one is asked frequently, is never to give any form of 
chemotherapy unless there is a free exit for the exudate in the 
middle-ear cleft or unless myringotomy is imminent. I was sorry 
to sec that the dangers of giving sulphonamides or penicillin in dosed 
infections of the tympanic cavity were not more stressed. To suggest 
that it is wiser to open the drum if it is red and bulging before giving 
sulphonamides is putting it very mildly. It is not uncommon to see 
an extensive necrosis of the mastoid process proceeding under the 
mask of an adequate dose of one of the sulphonamides, particularly 
if myringotomy lias not been performed. I had such a case recently 
in which the tympanic membrane was intact, but* it was necessary 
to do a very extensive exenteration of the mastoid cells, exposing 
the dura mater and lateral sinus widely. This child was 6 years of 
age and had been on a sulphonamidc for two weeks. I have seen 
children who have been on one of the sulphonamidc drugs for ten 
days who were free from pyrexia and pain but who were severely 
deaf, with tympanic membranes like wet tissue-paper. The prospect 
in these eases with regard to the hearing is poor. I know of a tew 
who still show a marked hearing loss six months afterwards. My 
practice is to make an adequate incision in the tympanic mem- 
brane and then to give sulphonamides, or, if the case is a fulminating 
one, penicillin. Only thus is it possible to ensure a rapid return to 
normal of the vital structures within the tympanic cavity. I do not 
believe that the fact that many cases of acute suppurative otitis 
media may recover, apparently with complete return of the hearing, 
without myringotomy justifies withholding this simple procedure xvhen 
the indications for it arc present. Apart from the fact that it is the 
safest course to adopt it gives immediate relief of pain, a shorter 
convalescence, and a rapid recovery of the hearing loss. There are 
no complications. With regard to the very early cases, I should say 
that it would be most unwise to put every child with earache anc 
some injection of the tympanic membrane on a four days’ course cl 
chemotherapy. Many of these cases resolve spontaneously in a shor 
time without any interference, before bulging of the drumhead occurs 
and there are other measures that can be used to hasten recovery 
Retained muco-pus in the middle-ear cleft, although the virulence o 
the organisms may be reduced by drugs, is always liable to organic 
and form fibrous tissue, causing an adhesive otitis media am 
permanent deafness. The danger may not be so great ir 
older persons, but in young children it is not possible accurately tr 
assess the hearing, and permanent damage may occur without it 
becoming apparent for years. There arc so many cases to-day o 
long-standing deafness of obscure origin dating from an early age 
and it seems not unlikely that there will be very many more in thi 
future if the administration of sulphonamides or penicillin is no 
combined with daily inspection of the drumhead and careful super 
vision. With a free discharge of the exudate there can be few mon 
useful purposes to which these drugs can be applied. 

Keloid. — Dr. E. Jacobsen (Kirkby Stephen, Westmorland) writes 
In answer to a question regarding the treatment of keloids ("An; 
Questions ? ” Feb. 26, p. 377), I should like to mention a mon 
harmless method which is worth-while trying, and which I have use< 
with satisfactory results. It is based on the idea that pepsin has : 
digestive action on scar tissue. It can be applied either as a compres: 
soaked in a 5% glycerin-pepsin solution, with a piece of oiled silk j c 
keep it moist, or as the following ointment: pepsin 5.0, boric acre 
3.0, petroleum jelly to 100.0. Massage with the same ointment r 
also recommended. The treatment should be continued for severa 
months. 

Sir Benjamin Ward Richardson. — Mrs. Olga Somech Phillip: 
(4, Perceval Avenue, Bclsize Park, N.W.3) writes : I should be grate 
ful if any of your readers could give me personal reminiscences o 
the late Sir Benjamin Ward Richardson. I should be glad, tod, tr 
know of any unpublished writings of his or any letters. 
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THE TRADE UNION CONTROVERSY 

Does the Trade Disputes Act of 1906 apply to a medical trade 
union ? Clearly this is an issue of considerable importance, for 
if it does not so apply there is little case, all other considera- 
tions apart, for a medical trade union. After all, the position 
which the bulk of trade unions enjoy is in large measure due 
to the protection which this Act affords. Section 3 of the Act 
provides that an act done by a person in furtherance of a 
“ trade dispute ” shall not be actionable on the ground only 
that it interferes with another person’s business, etc. ; and 
Section 4 provides that an action against a trade union, whether 
of workmen or masters, in respect of any tortious act alleged 
to have been committed by or on behalf of the trade union 
shall not be entertained by any court. In short, these sec- 
tions afford immunity from legal proceedings in respect of 
certain acts which ordinarily would be actionable wrongs, pro- 
vided that these acts are committed in furtherance of a trade 
dispute or committed by or on behalf of a trade union. 

The expression " trade dispute ” is defined in the Act as mean- 
ing a dispute (connected with employment) “ between employers 
and workmen or between workmen and workmen ” ; and the 
expression “ workmen ” is defined as meining " all persons 
employed in trade or industry.” Now, in the opinion of the 
counsel consulted by the Association, a medical practitioner is 
not ” employed in trade or industry ” and is not a “ workman ” 
within the meaning of the Act ; and it follows from this view 
that, unlike a trade union of workmen, a trade union com- 
posed of medical practitioners could derive no benefit from 
Section 3 of the Act. It is to be observed also that Section 4 
deals only with “ an action against a trade union, whether of 
workmen or masters.” The opinion of counsel is that medical 
practitioners are neither workmen nor masters within the mean- 
ing of the Act, and that Section 4 would not be extended so 
as' to give protection to a medical trade union. “It must be 
remembered,” counsel state, “that the section, in removing 
from the jurisdiction of the courts in regard to wrongful acts a 
section of the community, will be read strictly.” It appears 
from this opinion that the widely held opinion that the con- 
version of the Association into a trade union, or the creation 
of a trade union (were this practicable) would place it in a 
peculiarly strong position is without solid foundation so far 
as it rests on the supposed protection of the Trade Disputes 
Act. 1906, which offers real advantages to a trade union of 
“ workmen ” but not to a trade union of medical practitioners. 

It will be seen from these extracts from the Report of the 
Council on the Constitutional Position of the Association that 
we are advised that the Act does not apply to a medical trade 
union. Others have sought legal advice and have been advised 
that the Act does so apply. To put it in another way, if we 
accept the high legal opinion we have received, we accept the 
view that the Act does not apply ; if we contemplate the legal 
opinions which we and others have received, the position is 
that there is substantial doubt on the point. In either case we 
cannot confidently assume the protection of the Act. The 
central issue is one which can only be finally decided in the 
courts, possibly by the House of Lords. 

The constitutional question, which will come before the 
Special Representative Meeting next week, is but one aspect 
of the Association's organization. Another, perhaps no less 
important, is the representative character of the Council, a 
subject to which the Winchester Division has given its vigorous 
and stimulating attention. Some proposals on this subject will 


be put forward by the Council to the Annual Representative 
Meeting at Harrogate. Indeed, it is probable that this will be 
one of the more important questions dealt with at Harrogate 
in June. Incidentally, members of the Association who have 
not yet attended an Annual Meeting are warmly invited to make 
a beginning by attending this year’s meeting at Harrogate. 
The Annual Meeting, whether viewed as a scientific, medico- 
political, or merely social occasion, is a great affair which 
members who can spare the time to attend it should not 
willingly miss. 

Terms and Conditions of Service of Specialists 

Regional consultants’ committees throughout the country are 
now examining the Ministry's detailed proposals for the terms 
and conditions of service of specialists published in full in 
these columns last week. It is interesting to note some lay 
reactions to the proposals. The Times, after a detailed survey 
of the proposals, made an interesting comment on the position 
of the general practitioner : 

“The lowest rate for the youngest specialist represents roughly 
the highest rate the really conscientious general practitioner can hope 
to earn from the Service, if he restricts his practice to 2,500 patients 
in order to do good work and undertakes a good deal of midwifery 
and other duties to make up his income. To cam as much as the 
young specialist he has to work far longer, at greater inconvenience, 
and with much poorer equipment and services ; he has to find and 
pay his own deputy when absent from work; he has no fixed 
holidays; he is entitled to no ‘distinction awards’ or annual incre- 
ments of pay. Only by undertaking the care of 3,000 or 4.000 
patients, which is out of the question for most doctors and intoler- 
able to the best, can he hope to approach the incomes now offered 
to specialists of more than three or five years' standing. The scale 
for specialists, like the Spens Report from which it derives, takes no 
account of the shrewd fear of the earlier Spens Report on general 
practice that the altracfions of medical specialization might turn 
the abler doctors away from general practice. Since the Government 
are committed to a high standard of pay for specialists, a review of 
the fees of general practitioners is now inevitable. If there is to be 
a proper balance of remuneration between the different branches of 
medical work, a substantial proportion of general practitioners, 
preferably the ablest, will also have to be put into the surtax-paying 
class.” 

Levies 

There is sometimes confusion between the statutory levy 
and the voluntary levy, using these terms in relation to the 
general practitioner service. A statutory levy is a levy imposed 
on every doctor on the local medical list, and does not require 
his previous consent. All the executive council requires is a 
request from the local medical committee backed by a resolu- 
tion of that committee. A statutory levy can be used only for 
the expenses of the local medical committee. 

A voluntary levy requires the consent of the individual doctor, 
which must be obtained in the form of a proper legal authoriza- 
tion signed by the doctor himself. The authorization specifies 
the amount, in respect of each person on the doctor's list, which 
is to be deducted from the doctor's remuneration from the 
National Health Service. It is not necessary for the object for 
which the levy is being collected to be mentioned in the 
authorization, but such objects must be clearly set out in the 
covering letter seeking the doctor’s signature. 

In both cases the proceeds of the levy are passed to the 
secretary or treasurer of the local medical committee, whose 
receipt is sufficient for executive council audit purposes. 

2305 
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MORBIDITY STATISTICS 

We print below a statement from the Ministry of National 
Insurance on the collection of data for morbidity statistic r. 

There are new possibilities in the field of morbidity statistics 
through the operation of the National Insurance Scheme. 
These have been considered by ttye Ministry of National 
Insurance in collaboration with the Ministry of Health, the 
Department of Health for Scotland, and the other interested 
Government departments. 

The Ministry of National Insurance has an opportunity to 
produce for the first time morbidity figures relating to the 
population insured against sickness and industrial injury by 
analysing appropriate samples of some 7,000,000 claims for 
sickness benefit and 750,000 claims for industrial injury benefit 
which are expected each year. This relates substantially to 
the whole working population (approaching 25,000,000) but 
does not, of course, include non-insured groups such as 
children and old people. 

The object is, through the use of appropriate methods of 
sampling and mechanical tabulation, to produce tables analysing 
the numbers of persons receiving sickness benefit and industrial’ 
injury benefit by such categories as sex, marital status (for 
women), age group, industry and occupation, geographical 
locality, nature of incapacitating illness, and duration of 
incapacity. Where the “ exposed to risk ” populations can be 
computed it will be possible to give rates, but there are certain 
difficulties here until the next census figures are available. 
Although practical considerations will necessarily impose limita- 
tions on what can be done, it is thought that much information 
can be collected that might well be useful to the cause of pre- 
ventive medicine. The collection of data, which started on 
Jan. 1, 1949, will be experimental at first. The results will be 
subjected to expert scrutiny before any final decision is taken 
as to publication. 

The basis of these statistics is the final medical certificate, and 
their validity will of course depend upon the diagnostic state- 
ments on the certificates. It is appreciated that there will be 
certain cases where, in the interests of the patient or for some 
other good reason, the certificate cannot state a precise diag- 
tosis. But, when all allowance is made for such necessary 
exceptions as these, it is thought that important statistical 
information can be obtained provided that in the rest -of the 
eases a sufficient degree of precision in diagnosis can be 
achieved. It is understandable that in the past, when the 
certificates were given solely to support claims for benefit, 
ctors may sometimes have felt that the purpose would be 
ieved by a statement which established the patient’s inca- 
city for work but did not aim at the maximum of accuracy 
in diagnosis. Now, however, that the certificates are to be 
used also to provide sickness information, the matter is likely 
to present itself to the medical profession in a different light. 

With this in mind, the General Medical Services Committee 
of the British Medical Association has been consulted by the 
Ministry of National Insurance. The committee has agreed 
in principle to the Ministry’s proposals and expressed the view 
that there is now a welcome opportunity to make a start on 
what is admitted to be a long-felt need. 

PROPOSED TERMS FOR HOSPITAL STAFFS 

SENIOR HOSPITAL MEDICAL OFFICERS 
The Ministry of Health states that it appears that some of the 
phraseology relating to senior hospital medical officers (Supple- 
ment, March 19, p, 149) has given rise to misunderstandings 
about the kinds of officers regarded as falling into that group. 
The following notes may be useful to boards and committees 
and to regional review committees in clarifying the position. 

1. The first group — i.e„ those described in paragraph 1 of 
the pioposcd terms as "specialists "—is intended "to include 
only those members of medical and dental staffs who are 
regarded as of full consultant and specialist status, whether 


ns a result of assessment by a review committee (in the cast 
of existing staff) or of selection by an advisory appointments 
committee (in the case of future staff appointments). 

2. The group described in the proposed terms (paragraph 3 
(c)) as “senior hospital medical officers ’’ is intended to include 
members of medical staffs performing clinical duties, whetbei 
of a general or special nature ; that is, it includes officers whe 
may be engaged (whether wholly or partly) in a special brand 
of medicine — c.g., anaesthetists, pathologists, tuberculosis 
officers, venereologists, psychiatrists, and more rarely physi 
cians, surgeons, or obstetricians — but who individually are no; 
regarded as of full consultant and specialist status. In this 
sense, therefore, the heading of paragraph 3 of the proposer 
terms — “other non-specialist grades” — is inaccurate anc 
should be amended by omitting “non-specialist.” 

APPLICATION OF THE SPENS 
RECOMMENDATIONS TO MEDICAL TEACHERS 
AND RESEARCH WORKERS 

A Special Committee has been set up by the Council to con 
sider the best method of securing the application of the recom 
mendations of the Spens Committee to medically qualify 
teachers, research workers, and other practitioners not in con 
tract with, or only partly in contract with, official organs o 
the National Health Service. The following have ahead; 
accepted the invitation to serve: 

Appointed by Council . — The President, the Chairman of Council 
Dr. Janet Aitkcn, Dr. J. Fenton, Dr. S. Cochrane Shanks. 

Appointed by the Committee of the Group of Full-lime Non 
Professorial Medical Teachers, Laboratory and Research Workers.- 
The Chairman (Dr. R. D. Stuari), Dr. P. D'Arcy Hart, Dr. G. W 
Harris, Dr. M. C. G. Israels, Dr. J. Ronnie. 

This committee will make recommendations and i 
empowered to make representations to the appropriat 
bodies, including the university authorities, the Universit 
Grants Committee, the Lord President of the Council, art 
the Northern Ireland Government in the case of full-tim. 
university teachers, and the Medical Research Council, the 
Agricultural Research Council, the Treasury, the Scientific Civil 
Service and Government-aided Research Institutes with salary 
scales based on the Scientific Civil Service in the case of full- 
time laboratory and research workers, to the Ministry of Health 
and the Secretary of State for Scotland. 

Tile committee will pay particular attention to the position 
of the following classes of practitioners: 

(i) full-time university teachers not engaged in hospital work; 

(ii) full-time workers employed by the university and doing clinical 
hospital work; 

(iii) full-time workers employed by the university and doing non- 
clinical hospital work: 

(iv) full time non-university research workers. 

The recommendations of the Conference of Non-Clinical 
Medically Qualified Professors, which were accepted by the 
Non-Professorial Group as a basis for discussion, have been 
reflected in the Government’s initial proposals for the remunera- 
tion of clinical specialists engaged in the teaching of medical 
and dental students. 

LOCAL AUTHORITY FEES 

* * . 

A special committee has been set up to negotiate with the 
associations of local authorities fees not now covered by 
national agreement. , These fees cover the remuneration of 
police surgeons, medical officers of many types of hopes 
administered by local authorities, fees for certain certificates, 
etc. The membership of the committee is as follows: J. Fenton 
(chairman of the Public Health Committee), R. L. Newell (chair- 
man of the Consultants and Specialists Committee), I. D. Grant 
(chairman of the Private Practice Committee), L. Abel, G- 
Buchan, A. Dickson Wright, J. A. Gorskv, E. W. Goodwin, 
R. H. H. Jolly. 
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The continued delay in the opening of negotiations on new 
scales and conditions of sen-ice was the first matter to which 
the Public Health Committee of the Association addressed itself 
on March 11. The committee unanimously reaffirmed the posi- 
tion which it took in January, and vvhich had been endorsed 
by the Council, that, negotiations through approved Whitley 
machinery not having been begun by Feb. 28, advertisements 
from local authorities be not accepted unless the salaries offered 
were. in conformity with the Association’s own proposals for 
new scales. It was stated that the number of advertisements 
refused by the British Medical Journal since Feb. 28 was eleven. 
All the medical journals were acting together in this matter. 

- A copy of a letter sent to town clerks by the Association of 
'Municipal Corporations came before the committee. It was 
pointed out that one statement in this letter was erroneous — 
namely, that the question of forming dental and medical func- 
tional councils had been in abeyance because, and only because, 
of the refusal of the professional associations to take part. As 
the rest of the leuer showed quite clearly, the associations of 
local authorities discovered their own difficulty when they 
realized that the medical profession was both ready and anxious 
to begin discussions, bringing into such discussions the Spens 
Reports. 

Discussion took place on the position in Scotland, and the 
Scottish representatives on the committee all declared that they 
wished the negotiations to be conducted on a national basis, 
covering England and Wales and Scotland. They asked, how- 
ever, that the representation of Scotland on the proposed medi- 
cal functional council should be increased to three ; at present 
Scotland has one representative out of a total of eleven. The 
committee agreed to recommend to the Council that the 
Scottish representation be increased to three. 

Equal Pay 

A report by Dr. Kelynack. the B.M.A. representative on the 
Joint Committee on Equal Pay, was laid before the Public 
Health Committee and was approved. The committee decided 
to recommend to the Council that steps be taken to widen the 
representation on the Joint Committee so as to include the 
nursing profession, certain important teaching bodies, and the 
medical auxiliaries. The committee further recommended that 
the Association’s support of the Joint Committee’s policy of 
equal pay for equal work in all professions be given on the 
understanding that any approach to the political parties by the 
Joint Committee would be on a non-political basis. Dr. Mary 
Esslemont, on behalf of the Medical Women's Federation, 
expressed the thanks of that body to the B.M.A. for what' it 
had done in the matter of equal pay. In connexion with a 
dispute on equal pay in Scotland, it was resolved that - the 
Association's policy be pursued with the utmost vigour. 

A cognate question concerned the retirement age of women 
medical' officers. A letter was read from the Medical Women's 
Federation drawing attention to the fact that nine women 
medical officers in the education medical service of Glasgow 
Corporation were subject to a compulsory retiring age of 60. 
whereas for men medical officers in the same service the age 
is 65. This provision is embodied in the Corporation's super- 
annuation scheme. In the National Health Service the regula- 
tions with regard to retirement are exactly the same for men 
and for women. The view of the Federation was that there 
should be no sex differentiation with respect either to retiring 
age or to option for retirement. 

After some discussion the matter was referred to the Scottish 
Committee for its opinion, and it was suggested that a legal 
ruling be obtained on the wording of the Glasgow superannua- 
tion scheme. 

Conflict of Doties 

A letter came before the committee addressed by a local 
authority to a practitioner requesting an indication of his fee’s 
for dealing with all cases of sudden illness or accident to officers 
and employees of the authority, bearing in mind that it would 


be necessary for him or someone nominated by him to be 
continually available. The secretary of the committee had 
written to the practitioner pointing out that it would be unwise 
of him to agree to any such arrangement, and that it would be 
undesirable for the local council to appoint one doctor for 
emergency cases, as such treatment came within the terms of 
service of general practitioners under the National Health 
Service, and any arrangement such as this would cut across 
the relationship of doctor and patient. The committee endorsed 
this view. 

It was reported that a police authority had decided that the 
examination of candidates for the force and of officers whose 
medical fitness had to be determined for the police pensions 
scheme should in future be carried out by the staff of the 
medical officer of health. The Deputy Secretary of the Associa- 
tion had written suggesting that the Division which had brought 
the matter to the attention of Headquarters should protest to 
the police authority, and if this was without success the matter 
would be taken up centrally. The policy of the Representative 
Body is that it should not be part of the duties of the public 
health staff to examine municipal employees for superannua- 
tion, and a similar examination of candidates for the police 
force would be deprecated. The Public Health Committee 
endorsed the letter. It was pointed out that the Association 
had never objected to the appointment of a particular practi- 
tioner — e.g., the police surgeon — for such examinations : the 
issue here was the employment of a whole-time member of the 
public health staff. 

Port Medical Officers 

The situation which has arisen at Bristol concerning the duties 
of port- medical officers was further considered, and the com- 
mittee decided unanimously to support certain recommendations 
made by the Occupational Health Committee that no advertise- 
ment for medical officers for a National Dock Labour Board be 
accepted for publication unless a satisfactory assurance was 
received as to the scope of the work to be undertaken. The 
committee had previously expressed its opposition to the under- 
taking of general practice or industrial medicine by whole-time 
public health medical officers. 

From another port it was learned that -a medical officer of 
health was required to attend at 5 a.m. on three mornings a 
week for the medical examination of aliens arriving by steamer, 
but that no additional fees were paid at this port (or indeed at 
other ports outside London) for this service, and that the salarv 
of this particular medical officer of health was only £19 above 
the minimum. It was agreed to bring pressure to bear upon 
the local council concerned, and, if that failed, to take up the 
matter with the Home Office. 


Certification of Contacts and Carriers 

A protest was made by a local medical committee against a 
suggestion in E.C.L. 140 that, in a case where it was considered 
desirable that a carrier or contact should absent himself from 
work, sickness benefit under the National Insurance Scheme 
should be paid only on the strength of a certificate by the 
medical officer of health and not on the strength of a certificate 
by a general practitioner. 

A letter, however, was read from Dr. Massey, chief medical 
officer of the Ministry of National Insurance, which put a 
different complexion upon the matter. It was pointed out that 
the' only person who knew the epidemiological situation in the 
town was the medical officer of health. The general practi- 
tioner. while fully aware of the circumstances of his own case, 
could not know about other cases not within his practice. It 
was a public health problem which was concerned. The com- 
mittee, while agreeing with Dr. Massey's argument, thought t'ne 
original circular was unfortunately worded. It now gathered 
that there was no question of veto on the general practitioner's 
certificate by another authority, and it hoped that the position 
would be clearly explained to those concerned. 

The committee considered the Analgesia in Childbirth Bill, 
but did not think any action on its part was called for. It 
appointed three of its members to a joint subcommittee which 
has been set up to consider the report of the Working Committee 
on Midwives. 
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Fees in Service Cases 

A meeting of the Private Practice Committee was held on 
March 2, with Dr. I. D. Grant presiding. Dr. Robert Forbes 
was elected deputy chairman of the committee. 

A communication was read from the Admiralty stating that 
the fee payable to Admiralty surgeons and agents for demobil- 
ization examinations would be increased to one guinea, subject 
to an overriding daily maximum, as from Jan. 1 last ; also 
that whatever fees are approved later for vaccination and 
inoculation would be allowed retrospectively to July 5, 1948. 
A debatable point on a further communication from the 
Admiralty concerned fees payable to Admiralty surgeons and 
agents for visiting a ship alongside the quay and the claim 
for an increased fee for visiting a ship lying offshore. On 
the first of these questions the Admiralty was unable to 
approve such a fee ; its decision on the second was 
still outstanding. 

The Air Ministry was unable to agree that the re-examination 
of R.A.F. personnel for fitness to fly was so comprehensive as 
to justify the t-j guineas which the committee had requested. 
The Ministry pointed out that an R.A.F. medical officer was 
expected to be able to undertake up to a dozen such examina- 
tions in a day if required, and that a civilian practitioner with 
no previous experience of what was entailed might be expected 
to complete three such examinations in 2? hours, for which 
three guineas would be paid. The chairman said that the form 
which the practitioner was required to fill in seemed very 
similar to the ordinary life insurance form, and obviously such 
examinations called for special care and responsibility. The 
committee resolved to continue its demand for II guineas. 


National Coal Board 

It was reported that representations had been made to the 
National Coal Board on the establishment and remuneration 
of medical officers in the Board’s service. The proposals of a 
joint subcommittee (with the Occupational Health Committee) 
were brought forward, which suggested certain ranges for 
different grades of National Coal Board medical officers. It 
was pointed out, however, that these figures did not correspond 
with those demanded for public health medical officers of 
similar grades, also that increments should be precisely stated. 
The suggested scales were accepted only provisionally, being 
subject to revision when the scales for other branches of the 
profession are determined and subject also to the addition of 
an exact statement on increments. Dr. John Buchan was 
elected to the joint subcommittee. 

The subcommittee also brought forward other proposals 
applying to part-time appointments under the Coal Board ; 
these related to methods of remuneration, maximum number 
hours per week for part-time appointments, and the question 
" adequate annual leave. 


Allowances to Witnesses 

On the question of allowances to medical witnesses in 
criminal courts, it was stated that the advice which the Home 
Secretary had given the courts was that, apart from travelling 
and night allowances, the allowance paid to a professional 
witness who was a salaried officer and did not lose income 
by attendance at court should not exceed the allowances pay- 
able to an ordinary witness who did not lose income by 
attendance. Dr. Forbes stated that the Costs in Criminal Cases 
Act, 1908, on which this instruction was based, did not justify 
t us interpretation. So long as an officer could show that he 
a " a d trouble and loss of time in attending and giving evi- 
dence he was justified in claiming a special allowance. 

U was agreed to send a deputation, consisting of Dr. Forbes. 
Ur. Gorsky, and Dr. Gregg, to the Home Office on this subject. 


The Doctor's Car 

. ^‘ C of the committee reported that designs for a 

■ ye isplaying the letters “B.M.A. ” had been before the 
subcommittee appointed on this subject, and the advice of 
me Automobile Association and the Royal Automobile Club 


had’ been sought. The specimen designs were exhibited and 
much admired, but objection was taken by some members of 
the committee to the use of the initials, which it was thought 
in the minds of some police and other authorities would 
not immediately connect themselves with doctoring. It was 
suggested that it be left to the option of a Division or Branch 
whether in its area litis or any other “doctor” sign should be 
permitted. Eventually, by a vote of 8 to 5, the committee 
expressed itself as against the use of any sign at all. 

The subject of dangerous drugs left in doctors’ cars raised 
another point of interest. The Council had asked that con- 
sideration should be given to this subject by the committee. 
The Home Office had issued a comment on the regulation which 
came into operation in January requiring drugs to be kept 
in a locked receptacle which could be opened only, by an 
authorized person. The Secretary of State had been advised 
that a motor-car or the room of a house could not be regarded 
as a “ receptacle,” though a cupboard in a room might properly 
be ,so regarded. Sonic discussion took place on this point. 
Dr. Gorsky said that there was nothing the committee could 
do about it. A locked car was not sufficient protection. 
Another view was that there was no need to lock the .ear so 
long as the receptacle itself was locked. It vfas decided in view 
of the complications of the situation to seek legal enlightenment 
on the matter. 

Other Business 

The committee was informed that further representations 
had been made to the War Office concerning the question of 
medical boards for (he examination of recruits to the Territorial 
Army, and that the War Office was willing to receive a deputa- 
tion on the subject. It was emphasized that a point to be 
borne in mind was the loss of time entailed in holding medical 
boards in isolated areas. 

It was reported that the Ministry of Pensions was giving 
consideration to the representations of the committee that 
the fee payable for a medical report on a deceased soldier 
sailor, or airman (Form M.P.W.13) should be increased from 
7s. 6d. to 10s. fid. 

The remuneration of civil practitioners for the treatment ol 
service personnel on leave or sick leave, the recently introducec 
Treasury medical service, fees for medical examinations ol 
candidates for admission to the sea training schools of the 
Shipping Federation, and the fees for examination of prospec- 
tive employees in a large business undertaking , were among 
other matters considered. Certain items on the agenda were 
passed over to the General Medical Services Committee. 


GENERAL PRACTICE IN SCOTLAND 

Several remits from the recent conference of representatives 
of Scottish Local Medical Committees were considered by the 
General Medical Services Subcommittee (Scotland) at B.M-A- 
House, Edinburgh, on March 10. Dr. W. M. Knox presided. 
The need for appointing some form of executive committee 
was debated, and it was decided to appoint a chairman's sub- 
committee to deal with all matters requiring attention between 
meetings of the main subcommittee. 

It was agreed that all local medical committees should be 
represented on the General Medical Services Subcommittee 
(Scotland). The question of weighting of representation was 
remitted to the chairman’s subcommittee for a report. The 
committee appointed two representatives to discuss with the 
Consultants and Specialists Committee (Scotland) the problems 
of general practitioners in hospitals and institutions. 

In connexion with a remit urging that travelling expenses 
and subsistence allowances should be paid from central funds 
for attendance at local medical committee meetings, it 'vas 
intimated that at a meeting with representatives of the Depart- 
ment Sir George Henderson had undertaken to inquire further 
into the question so far as the Highlands and Islands are 
concerned, and also that the central General Medical Services 
Committee was considering ways and means of meeting the 
recognized difficulties of the sparsely populated areas. Jt ' vas 
agreed that further information from all the areas of Scotland 
should be collected. 
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Similarly, it was reported that as a result of direct negoua- 
■ tion the Department had agreed to take back for further con- 
sideration the question of the cost of long-distance telephone 
calls from rural areas to hospitals, consultants, and labora- 
tories It was reported that representati\es of the Scottish 
Committee had met the Secretary of State recenilv to discuss 
methods of dealing with these and similar difficulties and that 
- local medical committees were to be muted to submit specific 
proposals for their areas 

It was decided to take up again with the Department the 
question of free medicines for private patients The Scottish 
Secretary drew attention to the information in the British 
Medical Journal that a test case in this matter would short!} 
be coming before the courts 

The subcommittee decided to accept an mutation issued on 
behalf of the three Scottish local-authont} associations to 
discuss the question of fees parable to general medical practi- 
tioners for seruces rendered to local authorities Detailed 
arrangements were remitted to the chairman’s subcommittee, 
which wall discuss with the Department of Health before 
meeting the local authoritv associations the subjects mentioned 
in the invitation in their relationship to the terms of service 
' of practitioners under the National Health Service 


HEALTH SERVICES LX NORTHERN 
IRELAND 

Facts about the proeress of the new Health Services m 
Northern Ireland were given in the Northern Ireland House of 
Commons this week b\ Capt T 0 Neill, Parliamentary Secre- 
tary to the Ministry of Health and Local Government He 
said that the number of people seeking free dental treatment 
had greatly exceeded expectations B} January of this }ear 
applications had reached 175 000 of which over 100 000 had 
had treatment completed While there were grounds for 
satisfaction here the verv considerable outlav in payments to 
dentists was a matter of some concern Applications for dental 
treatment continued at a high level 
The number of prescription forms dispensed bv chemists 
in January last totalled over 370 000 at a cost of approximated 
£90,000 If maintained at that level, pavments in respect of 
prescriptions dispensed in a full year would exceed £1 000 000 
There had been an avalanche of applications for sight testing 
and glasses By Dec 1 1948 120 000 persons had had their 
sight' tested The cost of supplementary eve services was 
expected to be £285 000 greater than was originally estimated 


INTERNATIONAL HOLIDAY EXCHANGES 

Members are reminded that the Association co operates in a 
scheme whereby exchanges can be arranged for British doctors 
who would like to spend a holidav as guests of Continental 
doctors, and who would be prepared to offer hospitahtv in 
return in this countrv The scheme has now been extended to 
include doctors’ unaccompanied children Anv member who 
would like to send a child to spend a holiday in the household 
of a Continental doctor, and who is willing to offer hospitahtv 
to the child of a Continental doctor in return, is asked to com- 
municate with the Secretarv of the Association who will attempt 
to arrange an exchange Once acain it must be stated that the 
Association's responsibilitv in the scheme is limited to arranging 
the introductions 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borouch Councils — Fulham, Hackncv, Poplar 
Non-Counts Borouch Councils — Dartford Wallsend 
Urban District Councils — Denton, Drovlsden, Houghton-!e- 
Spring Huvton-with-Robv Rcdditch (restricted to new appoint- 
ments'! Tvldcslcv 


HEARD AT HEADQUARTERS 


The Burden of Dork 

Widely different accounts are coming from practitioners about 
the additional burden of work imposed upon them bv the new 
Service One Midland practitioner with a list of 4,000 and an 
assistant surprised his colleagues by declaring that, contrary to 
expectation, neither he nor his assistant had been conscious of 
any special strain this winter An industrial practitioner in 
Yorkshire said that he had been impressed mostlv by the 
restraint and timidity of his patients, who were afraid of 
taking up unduly the overburdened doctor's time But there 
seems to be more said on the other side There are the people 
who say, “Here is something for nothing We must be in on 
it.” There are the hypochondriacs, who are having the time 
of their lives And even for the most forbearing lot of patients 
there is a vast increase of form-filling of all sorts, giving point 
to the remark of a little girl in a country area m Scotland when 
she saw the doctor coming, “ Oh, mummy, here's the docket 
man ” The Association is collecting material on this matter of 
burden of work, but obviously it must be spread over a fair 
period. 

Private and Confidential 

The Chief Medical Officer of the London County Council, 
Sir Allen Daley, told an amusing story at a meeting the other 
bight Medical record-cards of school-children are confidential 
bnd not ordinarily to be seen by the parent, but on one occa 
kion by an inadvertence a school nurse handed a youngster his 
record card, which he took home By ill luck there had been 
Inserted in the space for the father's occupation the word 
'■ toper,” and there was a good deal of trouble before the matter 
Was adjusted The question of notifications has been a good 
deal m the air lately The public accepts without question the 
hotification of infectious and contagious diseases, but whether, 
Ws Dr C P. Blacker rather optimistically predicted at the 
Psychological Medicine Group Conference at the BMA, it 
Would respond with enthusiasm to the notification of interest- 
ing and unusual diseases is another storv Then there has 
lately been a case in which a Middlesex practitioner refused 
to divulge to the ambulance service the nature of the illness 
from which the patient who was to be carried in the ambulance 
Was suffering The chief officer of the ambulance service stated 
that this was the first time a doctor had refused such informa- 
tion, which was given without question to hospitals 

Occupational Health Service Bill 

It is generally agreed that there should be an extension of 
the present industrial health services This has been urged bv 
the BMA, the Royal College of Physicians, the Association 
<)f Industrial Medical Officers and the Trades Union Congress 
but no details, official or unofficial, have so far been published 
to show how this extension is to come about A subcommittee 
<yf the Occupational Health Committee of the Association i' 
Butting forward for discussion an outline of an Occupational 
Health Services Bill, which should be preceded bv a White 
haper This Bill proposes the settmc up of a department of 
Occupational health within the Ministry of Health, the depart 
blent to be under the executive control of a small medical 
board appointed by the Minister after consultation with the 
Profession The funcUon of the board would be to institute 
Supervise and direct on a regional basis a comprehensive 
Occupational health service There would be regional occupa 
honal health consultants 

The Night Datv Doctor 

The Woodberrv Down Health Centre, of which the Mtnts’er 
Of Health laid the foundation stone last week, includes a bed- 
room for the doctor on mcht dutv, though apparentlv this 
Wnancement is not rigid and the room could be used for some 
other purpose At first sicht it seems natural enough th3t in 
On institution of this size devoted to medical services, including, 
lb the forefront, general practitioner services, there should be 
3 doctor on the premises at all hours But the necessitv for 
'he meht doctor was questioned when the matter was debated 
a t the Roval Society of Medicine, and it was suggested that if 
a doctor was wanted on a night call it would be equally con- 
'enient to telephone him at his home, sav a mile awav But 
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will doctors attached to health centres live no more than a mile 
away ? Will there not be a disposition, when health centres 
cover the ground, for doctors, in London at. any rale, to take 
their cue from business men who live ten, twenty, thirty miies 
from their offices ? On the basis proposed there will be 150 
to 200 health centres in tile county of London. Wilt the doctors 
attached to them live within five minutes’ car distance? If 
some live near and some afar, the former may complain of an 
undue burden of night work. A doctor on night duty at the 
health centre seems reasonable, even though at night there may 
be no consultations at the centre in the ordinary way. 

Pessaries and Dutch Caps 

General practitioners may supply pessaries under the National 
Health Service. As a corollary it was suggested that Dutch 
caps should be included in the arrangement, but the Ministry 
cannot agree. Its view is that if a practitioner thinks his patient 
ought to have such appiiances on medical grounds he should 
refer her to the hospital service. The Executive Subcommittee 
of the General Medical Services Committee takes exception to 
this view, and thinks that Dutch caps should be supplied by the 
practitioner where he considers this to be advisabie for medical 
reasons, and that as part of his terms of service he should 
ordinarily be expected to undertake any necessary fitting without 
referring the patient to hospital. 


and, in so far as appliances arc concerned, so long as these ait 
included on the Third Schedule of the General Medical and 
Pharmaceutical Regulations, 1948. 

Verbal Report to Coroner 

Q . — Is a doctor entitled to the statutory jec oj 5s. from a 
coroner when the latter telephones for a verbal report as 
opposed to o written report 7 

A. — There is no statutory fee for a verbal report by a media! 
practitioner to a coroner. The statutory fees arc those for the 
payment of which provision is made in the Coroners (Amend- 
ment) Act, 1926 — i.e., in respect of the conduct of a post- 
mortem examination at the request of a coroner, and for the 
attendance of a practitioner to give evidence at an inquest. 
These are the only fees for medical services specifically pro- 
vided for by the Coroners Acts. However, local authorities are 
empowered by virtue of Section 25 of the Coroners Act, IS8?, 
to make a schedule of fees, allowances, and disbursements 
whereby provision can be, and often is, made for the payment 
of a fee for a written medical report at the request of the 
coroner. 


Correspondence 


Questions Answered 


Private or State Patient 

Q. — My executive council informs me that it is not per- 
missible for me to claim an emergency fee or to give a pre- 
scription on Form E.C.W in respect of any patient permanently 
residing in my area who refuses to register either himself or his 
family on any doctor's list. One such patient refuses also to 
pay fees for services rendered by me privately. Am I under any 
obligation to give medical attention to the family when called ? 

A. — The General Medical and Pharmaceutical Services 
Regulations define the categories of persons for whose treat- 
ment a practitioner is responsible as follows: 

(а) all persons whom he has accepted or agreed to accept for 
inclusion in his list and who have not been notified to him by the 
council as having ceased to be on his list; 

(б) all persons whom he has accepted or agreed to accept as 
temporary residents ; 

(c) all persons who have been assigned to him in accordance with 
the allocation scheme and who have not been notified to him by 
the council as having ceased to be on his list ; 

(cl) all persons for whom he may be required under the terms 
of the allocation scheme to provide treatment pending their accept- 
. e by or assignment to a practitioner or to provide treatment in 
. . of accident or othdr emergency ; 

all persons for whose treatment the practitioner is responsible 
cr paragraph 5 of these terms of service (evidence of person’s 
ule to obtain treatment). 

The case quoted is not covered by any of the above sections 
and you may treat the patient privately, charging a fee. You 
are under no obligation to give medical attention to the family 
when called unless it is specifically claimed under paragraph (d) 
above. 


Prescribing for Expectant Mothers 

Q~S l,, cc a number of N.H.S. expectant mothers have com 
up with demands for prescriptions for cotton-wool and toilc 
sundries for use by a private maternity home during their lying 
in period 1 referred the matter to the executive council. " Th 
council seems nonplussed. What is the position ? 

A .--A practitioner who has booked an expectant mother ma 
° n Form , E ' C - !0 an ? drugs and dressings which b 
l 0T the P r °P er care of the patient. Patient 
outfif bv r ? 1 d" ,,c ma .v be supplied with a free maternib 
f . ,0 . ca ' authority, and the Association has askci 

u L ‘ similar arrangements are contemplate. 

M nAirvtt i 6oofcs . :i S enera5 practitioner. Until th. 
Aiimstn decides the question, it can only be left to the practi 
ers discretion what Hems he prescribes on Form E.C.K 


University Salaries 

SsR, — 1 am very glad to see that the universities are to 
increase the salaries of teachers in medical schools so that they 
are less ridiculously different from those of specialists in the 
National Health Service. It would be interesting, however, la 
know the logic of the criteria adopted in selecting only teachers 
in medical schools. 

The salary of a professor of physiology in a non-medical 
school may be £1,450 or £1,500. while that of his colleagues 
in the medical schools is to be raised to between £2,000 and 
£2,500. This cannot be because of differences in the standard 
of the teaching of physiology, for many of the non-medical 
examinations in physiology exempt students from physiology 
in the second medical examinations. 

Is it because the physiologists in medical schools are 
medically qualified ? But some of them are in fact not so 
qualified, while many physiologists in non-medical schools are 
qualified. And what about the first-year subjects? Are 
teachers of chemistry for the first medical examination to have 
salaries far higher than teachers for honours degrees in non- 
medical schools ? — I am, etc., 

Kiwi's Cotlcsc of Household and Social Science. JOHN YtTPKIN. 

Payment by Time 

Sir, — The ophthalmic medical practitioners’ remuneration is 
to be reduced — ostensibly because a minority are doing the 
work in less time than that estimated when the remuneration 
was agreed. I wish to protest against this principle of payment 
by time before it is too late. The satisfaction of the parties 
concerned is the criterion of a task successfully completed, and 
this bears no relation to the time taken in its performance. 

Our organizations should beware of this departmental pitfall 
before the principle is applied to surgery' and, let us say, four 
cataracts an hour becomes a basis for payment.— I am. etc., 

London. W.l. H. F. MtLHtrtSH. 

Tapering Capitation Fee 

Sir, — Much has been written in your correspondence columns 
about the impossibility of one man properly looking after more 
than about 2,000 patients in the N.H.S. It may be taken that 
the writers have practices below this figure. Very little h aS 
been said by the “large list” doctors, so that a word from 
one of them should not be out of place. 

In a socialist society there is a tendency in ail walks of life 
to discount the great differences in working capacity which 
exist between individual members of our species. In the 
medical sphere these differences are as marked as in any other. 
Whereas one slow, Jazv, or inefficient general practitioner may 
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find a,000 patients a burden another quick, efficient man who 
is fond of his work mav manage 5 000 with ease To do this 
latter, two requisites are necessan first, to be a good doctor 
with a good sense of proportion , second, to be unafraid of 
hard work Loud voiced advocates of practice Lmitation 
should mark well and consider these two conditions 

It is true that mam. doctors cannot or will not loot after 
more than 2 000 people But to gear down the whole profes 
sion to the pace of the slowest is sheer waste of medic’ I 
man power Now the fashionable suggestion for a method bv 
which doctors ma\ be presented from working at full capacitv 
is to impose a sharph tapering capitation fee This would, 
of course, make a small practice proportionately more profit- 
able than a large one— and indeed the ostensible object of a 
tapering capitation fee (hereafter TCF) is to help small 
practices To discos er whether small practices deserve this 
help (at the expense of larger ones) it is necessary to consider 
wh\ some practices are small, and whether a TCF would be 
justified having regard to each cause of this smallness 

The reasons wh\ practices are small and the bearing of a 
TCF on each, are 

(1) Because the practice has onlv recently been started Here the 
TCF means that established, experienced doctors subsidize xoung, 
inexperienced beginners The tvro is paid a bigger consultation fee 
than the tned and trusted veteran The basic salary alone, for a 
limited time, is a more suitable form of help in these cases 

(2) Because public opinion considers the doctor to be bad Here 
the TCF would subsidize those qualities which the public dislikes 

(3) Because the doctor is either unwilling or unable to work hard 
Here the TCF encourages laziness, or subsidizes physical 
inadequacy 

(4) Because the doctor is a slow worker by nature Other things 
being equal, slow work means waste of time Here the TCF 
encourages waste of time 

(5) Because the doctor is so meticulously careful that, thou»h the 
quality of his work is good, his output is small Ultra-careful 
methods are excellent in a research worker, but in a G P often 
denote that he lacks a sense of proportion (Also see below) 

(6) Because the locality of the practice is so attracuve that many 
doctors settle down there and compete for the limited population 
Here the TCF ensures that (hose doctors practising in pleasant 
surroundings can have the best of both worlds without sacrificing 
anything 

(7) Because the local population is sparsely distributed Here a 
sufficient mileage and ume allowance is what is required The TCF 
is of no value in discriminating between concentrated and dispersed 
practices 

(8) Because the doctor prefers (or has m the past preferred) to 
treat a few wealthy paUents rather than many jxmr ones It would 
be unfair to expect his colleagues (by means of a T CF ) to subsidize 
this doctors excessive output of bedside manner 


Out of all these causes of smallness there is only one 
(No 5) in which a TCF might justifiably operate b\ 
increasing the doctor’s income so as to be more proportional 
to his worth However, the rare cases of this sort could be 
better met by founding chairs of general medicine or appointing 
research workers with salaries additional to their capitation 
fees From the foregoing considerations it can be seen that a 
TCF is not justifiable on anv general grounds as a means of 
helping small practices 

To sum up its effects a fapenng capitation fee would 
encourage laziness, slowness, and mefficiencv It would be 
grossly unfair to those who can and wall work hard Bv it the 
superior worth of the experienced man would be more than 
discounted Anxfhing which dl'counces people from workmc 
is bad and such a device for securing artificial equahtv of 
income would seal the ruin of a profession whose traditions 
of freedom liberahtv and steadv growth in wisdom are alreadv 
being ruthlesslv trampled underfool — I am etc 

D-rtj-tnrc J W ° HOLMES 


British Medical Guild 

Sir — M av I ask for enlightenment on two matters arising 
out of the Report of Council ( Supplement . Feb 26 p 97V’ 
(11 Has the Association sufficienllv considered !he implication, 
of the legal maxim Qui fent per chum Jrcu per se n (2j 
Mould the British Medical Guild possess anv greater powers 
than the British Medical ksxociatiOn 11 
The proviso attached to Clause 7 of the Memorandum of 
Vssociation prohibitin- it from acting as a trade union was 


no doubt inserted because the Board of Trade required such 
an assurance that the Association was a union of profes 
sional men and women, and not an association of workmen 
who might be coerced into agreement with the pohev of its 
leaders Even if the British Medical Guild is sufficienllv 
distinct in law from the Association to enable it to disregard 
this proviso, might not an injunction still he against the Asso- 
ciation if its Council adopted so crude a device as to call 
itself bv some other name in order to do something which is 
expressly forbidden by its Memorandum of Association 9 The 
Council would surely be regarded as procuring the committal 
of this illegal act by a mere legal subterfuge Would rot 
manx members regard such conduct as disreputable 9 

The Report of Council states (toe cit , ena of para 32, p °S) 
that “ unless the trustees [of the British Medical Guild] speak 
with the voice of the medical profession their police cannot 
be enforced m anx case , and, if thex do then pubhc opinion 
within the profession wall bring back-sliders into line more 
quickly and effectively than anything else” From this it would 
appear that the onlv way in which members of the profession 
can be induced to follow a particular policy is bv peaceful 
persuasion, based on “pubhc opinion within the profession” 
Is not the Association alreadv possessed of ample powers for 
the guidance of such opinion, for its estimation on particular 
questions (as shown m the recent plebiscites) and for taking 
whatever steps mav be appropriate to bring such opinion before 
the proper authorities 9 — I am etc , 

Lordon W1 DonVLD C NORRIS 

Cost-of-Living Variation 

Sir — D uring the last few weeks there have been numerous 
letters m the British Medical Journal and numerous resolutions 
passed at group and committee meetings, all relating to the 
necessity of a nse m the capitation fee so that the general 
practitioner should obtain an adequate salary for his manifold 
services A survey of these recommendations indicates that 
thex are all based on what can be called a short-term policx 
We know that the rural practitioner or the urban practitioner 
with small lists is finding thing, financiallv difficult and 
attempts are being made to rectify this bv an increase in the 
capitation fee for the first 1 000 patients This is all to the 
good, but in addition would it not be wise to consider xerv 
seriously the long-term pohey 9 

It has been shown that, with the present population ard 
number of general practitioners each practitioner on the aver 
age would have to look after 2 300 patients In the course of 
time this distribution may take place It would enable the 
doctor to give more time to each patient and perhaps fird time 
for a little leisure and recreation But the important thirg is 
that his income for these 2,300 patients should be at least eaual 
to that of any dentist or optician — or should approximate to the 
maximum suggested bv the Spens Report It mav neces itate 
a varying capitation fee for the first 1,000 because of the 
peculiar circumstances of the rural areas but the 2 '00 list, 
should receive the maximum income 

Some other safeguards must be added First, the fee for the 
first 1,000 patients ought to varv annuallv according to the 
official Government “index of living”, and secondlv as 
the number of general practitioners increases, the averace per 
doctor mav decrease Assuming the 'ane population persists, 
the maximum salary ought to be earned for the new mean 
average of patients — 1 am elc 

B m -sVn I ACKERMVS 

Representative Bodv and Council 

Sir— I should like to congratulate Mr Cvril E Beare on 
hi, letter (Supplement March 5 p 125) Hi, criticism of Dr 
Cock shuts recent articles is just and deserved Thev are disin- 
genuous and full of half truths and evasions ll is ore of the 
greatest weaknesses of the Association that resolutions passed 
bv the R B or more frequemh permissive riders to resolution' 
which at the tune seem to provide ample safeguards acain't 
oi-aster of one kind or another are disregarded bv Council c' 
at least are never heard of aeam "When the question of reform 
or our Constitution comes up at the SR M at the end of this 
month I hope that one of the reior— ’= vil be a measure 
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which will make it obligatory on Council to carry out the 
expressed wishes and directions of the Representative Body. — 

I am, etc., 

Wolverhampton. A.. VICTOR RUSSELL, 

Position of Assistants 

. Sir, — The Supplement has contained recently an increasing 
volume of protest on the position of experienced assistants, 
but I have not yet noted the voice of a principal raised in 
defence of the now outmoded assistantship system. As the 
regulations now stand the doctor gaining G.P. experience as an 
assistant after war service may be exploited to an alarming 
degree. The advertisement columns of the Journal show all 
too clearly that the trainee assistant with his State-subsidized 
salary is often better rewarded financially than his more experi- 
enced counterpart. Is the B.M.A. too occupied with the ques- 
tion of salaries for the public health medical officers to give 
some attention to a suitable minimum for assistants ? 

Almost all recent correspondents have stressed the need for 
limiting lists to 2,500 patients. I am reluctant to believe that 
the regulation which allows a principal and one assistant to 
accept 6,400 patients was originally proposed by the Ministry 
of Health, which could not fail to be aware of the financial 
advantage to the employing doctor of this gross overloading. 
It does look very much like a bargaining clause inserted at the 
instigation of our negotiating principals. 

One has every sympathy for the established doctor in failing 
health who requires help to run his practice, but for the 
commercially minded gentleman living well on the proceeds 
of an inflated list and the labours of an overworked assistant 
one can but earnestly hope that his days of profiteering are 
numbered. May I suggest that the B.M.A. give the mere 
assistant some effective representation and urgently investigate 
what is to many of us a most grave injustice ? — I am, etc., 

Fiat Justitia. 


Prescribing for Hospital Out-patients 

Sin, — The letter from Miss Margaret E. Brighten, of the 
National Association of Women Pharmacists ( Supplement , 
March 12, p. 143), opens up a point of view which may be 
irrelevant to her letter but, I think, will have to be dealt 
with sooner or later. I refer to the necessity for out-patients’ 
being given medicines from hospital at all. The general practi- 
tioner with a patient on his or her list is responsible for 
the treatment of this person, who may be receiving medicines 
and treatment from a hospital of which the G.P. has no 
knowledge. When all persons are eligible for free medicines 
from the G.P. I question the necessity and the wisdom of this 
custom of hospitals’ supplying medicines. 

To one accustomed to the habits of private consultants the 
custom is incomprehensible ; no consultant ever prescribed 
drugs without reporting to the G.P. This immediate report 
’o the G.P., with the necessity of all drugs given to the patient 
., n £ S 1 'T n "ith the knowledge, and on "the prescription 
. . G.P., would certainly cut the costs of hospital 

umstration. 

Another point arises. I administer penicillin when necessary 

0 patients cither in th e surgery or in their own houses, 
e-'gues living m similar towns send their penicillin cases 

|!? sp '! a !f- MV c0sls . of prescribing for patients will be appre- 
ubly higher than theirs, and I am certain to have this matter 
‘ n ;J‘ my n _ ot,cc sooner or later. Also, I am paid the 
fnr ml, y Ti rc for my services t0 m V patients, but I do more 

1 am etc ^ lcre be some uniformity of practice. — 

Ruthin, Dcnblchjtilre. En|d HuGriES 


Midwives and Doctors 

cussin7u, t / a p niCC i! ne r he . ld Bris101 for lhe Purpose of c 
add r«sed f ’ h£ r Workin S P«ty on Midwives, a 

to dTcover the T £ P ; Perl i c : 1 was Profoundly disturb 

minds of mwV P ,1,C - b,Ucr feeling ,hat cxi «s in . 
inus of midvmcs concerning their relationship with i 

general practitioner under tht National Health Service Tin 

wiU bC t a i ' Vld " pread fear <hat the domiciliary midw 

' 1,1 ’ ; rc!cpa!cd to 'ho Position of maternity nurse and gene 


handywoman, with consequent lowering of the status and 
dignity of the profession. 

The resentment that this fear promulgates in the breasts of 
the midwives seems to be directed in the main against the 
general-practitioner obstetrician, who is regarded as being 
desirous of gathering unto himself the whole of the practice 
of domiciliary midwifery, normal and otherwise, first by signing 
the patient on with an E.C.24, secondly by doing the pre-natal 
examinations himself, and thirdly by exercising his right to 
deliver the patient irrespective of whether his attendance is 
obstetrically required or not. 

Now let us look at the other side of the picture. The G.P. 
is somewhat uneasy too. He feels that there is a growing 
tendency amongst the midwifery hierarchy to regard him as 
being entirely superfluous to the practice of domiciliary mid- 
wifery, that the midwife is to be regarded as the sole practi- 
tioner of normal midwifery, and that she should have behind 
her a team of consultants on whom she can call directly should 
any abnormality arise. In this arrangement the G.P. will no 
doubt be cast an occasional pearl in the shape of a tom 
perineum or a “ sticky eye.” 

During the past 15 years I have engaged extensively in the 
practice of domiciliary midwifery and enjoyed with the local 
midwives a professional relationship that has been almost 
entirely free from friction, and neither side of the partnership 
has ever bothered to consider whether the midwife has been 
a “midwife” or a “maternity nurse.” 

The cessation of this “ war ” is a matter of extreme urgency 
if our patients arc to receive the comprehensive obstetrical 
attention we all desire. To this end I put forward the follow- 
ing observations as a possible basis for the solution of the 
problems that undoubtedly exist. 

(1) Normal midwifery should be regarded ns the province of the 
midwife, always bearing in mind that the newly fledged G.P. must 
himself conduct a considerable number of normal domiciliary cases 
before he can adequately cope with the abnormal. The midwife 
must accept the premise that the mere expression of the mother's wish 
to have a doctor is sufficient reason for one being called. 

In this respect one would point out that the presence of the G.P. 
at the delivery docs not necessarily mean that he perforins it. In 
my own case I find it difficult to remember the last time that I con- 
ducted a normal delivery in a patient’s own home. It has been my 
habit for years to give an anaesthetic and leave the actual delivery 
to the midwife or to the pupil if one be present. Even when one 
applies forceps one’s custom is to bring the head down to the 
perineum and then, whenever possible, to allow the pupil to complete 
the delivery, 

(2) Every mother being confined in her own home must be attended 
at her delivery by a qualified individual, whether it be G.P. or mid- 
wife. There is a tendency among some district sisters to entrust 
deliveries to pupils, who only send for their superiors if they suspect 
that some abnormality has arisen. This practice must cease, and 
qualified midwives who arc responsible for the supervision and train- 
ing of pupils in domiciliary midwifery must themselves be present at 
every delivery unless prevented by circumstances beyond their 
control. The natural corollary to this is of course that no district 
sister shall be responsible for more than one pupil. 

(3) Every mother should be given her free choice of doctor and, 
if possible, her choice of midwife, and both should be engaged nt an 
early stage of pregnancy. The present misguided practice among 
some midwives and pupils of telling the mothers that they “ don t 
really need a doctor ” is to be deprecated. 

(4) The pre-natal examinations should normally be carried out by 
the midwife, and the doctor who is chosen to attend the delivery if 
required should sec the patient at the time of the initial booking and 
-at tho 34th nnd 3Sih weeks, and at any other time the midwife may 
desire. These examinations ought to be conducted when both doctor 
and midwife are present. This could be most conveniently done, 
in urban areas at least, in existing or future municipal midwifery 
centres. 

(5) At the time of the confinement I suggest the following pro- 
cedure. The patient is told that as soon as labour commences she 
must notify the midwife, who then' visits the patient and informs 
the G.P. of the state of the mother. The doctor will then in due 
course call upon the patient, do whatever examination he considers 
necessary, and hold himself in readiness to attend the confinement 
if the midwife requires his help. During the post-natal period me 
doctor visits the patient as he may desire and carries out the final 
post-natal examination at about the 6th week as usual. 

(6) On the vexed question of the administration of analgesics, 1 
consider that the midwives should be granted authority to use the 
gas-air machine without the previous consent of a doctor. If 'be 
patient is unfit to receive gas-air she should probably have had her 



March 26, 1949 


CORRESPONDED CE 


SUPPLEMENT to the /go 
BETrtsH Medical Joltcsu. 


pregnancy terminated months ago. As regards “ trilene,” I am not 
happy at present and would for the time being not permit its use 
without the consent of the doctor. To forbid completely the use 
of pethidine by a midwife because one member of the profession 
decided to give it to herself instead of the patient and thereby 
developed a habit seems about as sensible as closing the Clifton 
Suspension Bridge to pedestrian traffic because a number of people 
have chosen to leap therefrom as a quick solution of the problems 
associated with twentieth-century existence. 

The suggestions I have submitted are no doubt imperfect 
and deserving of considerable criticism, but I do suggest that 
somewhere along these lines is to be found the solution to the 
disquiet that now threatens the amicability of the future 
relationship between the midwife and the general-practitioner 
obstetrician. — I am, etc., 

Bristol. O. E. L. Sampson. 

Breach of Terms of Service 

Sir, — Under the above heading you describe (Feb. 26, p. 371) 
how a Medical Service Committee has recommended that the 
sum of 150 guineas be withheld from the remuneration of a 
general practitioner whose offence was the issue of a post-dated 
medical certificate. 

At the hearing there was no legal representation and the 
procedure does not appear to have been carried out in a manner 
equivalent to a judicial court of law. It seems reasonable that 
such a court could, as the practitioner's employer, recommend 
whether or not his name should be removed from the medical 
list — i.e., give him the sack — but what is tantamount to 
imposing a fine, and a heavy one, too, seems to me to be 
not only a barbarous punishment but one which no non-legal 
court should have power to recommend. In this case, although 
regulations are quoted in support of the committee’s actions, 
no such regulation is given to justify the withholding of 
remuneration, if the summary given by your correspondent is 
accurate. 

At p. 106 of the Supplement in the same issue there appears 
a discussion bearing on this very question. To quote : “The 
appearance of a solicitor with the defendant often resulted in 
heavy weather being made of the case . . . and that this 
magnification might be reflected in the penalty. The view 
was strongly held that the domestic type of jurisdiction was 
most suitable. ...” To my mind magnification of the punish- 
ment is impossible in this case. In the next paragraph we read. 

“ in about a year's time the committee would be reviewing 
procedure. ...” I urge the General Medical Services Com- 
mittee of the B.M.A. to act at once and protect doctors from 
arbitrary treatment of this sort. Doctors must insist that 
where heavy penalties are involved they are given a fair trial 
by a properly constituted court. The present position offers 
an alarming prospect to those who, like myself, have yet to 
establish themselves in the profession.— I am. etc.. 

Sale. Cheshire. D. C. LtMHRS. 

V In such cases the Minister of Health may direct that 
remuneration be withheld under the National Health Service 
(Service Committees and Tribunal) Regu)ations, 1948. — 
Ed., BMJ. 

Public Health Salaries 

Sir, — M edical members of the Public Health Service must 
have been cheered by the tone of the leading article under 
the above title ( Journal , March 5, p. 401), especially when 
read in conjunction with the appropriate paragraphs contained 
in the Supplement to the same issue under the heading of 
“The Secretary’ Reports.’’ The crux of the matter is that 
the associations of local authorities have so far refused to open 
negotiations, knowing full welt that in the light of the'Spens 
Reports there must be a substantial increase in the salaries of 
whole-time medical officers in the Local Government Service, 
and they fear that increases in the remuneration of their 
medical stall will mean corresponding increases in the case of 
other chief officials and their deputies. In general, it is 
customary for the town clerk to be the highest paid Local 
Government official, followed by Ihe treasurer and then by 
other chief officials such as medical officer of health, city 
engineer, chief education officer, etc. 

Is there any reason why the medical officer of health 
should not, in fact, receive more than the other chief officials ? 


In this respect it is pertinent to ask. Which of the chief officials 
has the longest academic training and is required to possess 
the highest qualifications in the way of degrees and special 
diplomas? The answer is. without any doubt, the medical 
officer of health. 

Although medical officers of health are heads of departments 
and thereby chief officials, they are primarily members of the 
medical profession, and from every point of view it is desirable 
that remuneration within the Public Health Service should be 
closely related to that in general practice and the specialist 
services. Only in this way will the right men be attracted 
into the Public Health Service. There is already much evi- 
dence that young men are not turning towards the Public 
Health Service as a career. A number of medical schools have 
ceased to run D.P.H. courses during the last year, and I under- 
stand that the candidates attending those courses still running 
are few in number. 

The Public Health Service is an integral part of the National 
Health Service and must continue to expand. This will not be 
possible if local health authorities continue with their present 
outlook, as an example of which I quote a paragraph taken 
from a recent letter sent by the secretary of the Association 
of Municipal Corporations to all town clerks : 

“ If your council should have occasion in the near future to 
consider the appointment of medical officers in the Public Health 
Service or School Health Service, I trust that you will not be 
influenced by the scales of salaries promulgated by the British Medical 
Association which have not yet been considered by the Association, 
and if the British Medical Associau'on refuse to accept an advertise- 
ment for publication in their journal, there are, of course, many 
other daily and weekly publications of which your council can avail 
themselves for this purpose.” 

I sincerely hope that all members of the Public Health Service 
will stand firm and will not apply for any black-listed post, 
and that we shall continue to have the strongest support from 
the entire medical profession in this matter. — I am. etc.. 

M.O.H. 

Supplementary Ophthalmic Service 

Sir— A letter has been sent to ophthalmic surgeons inform- 
ing them that, in spite of energetic protests and the enthusiastic 
representations of the Negotiating Committee, Ihe Minister 
has reduced the fee payable to ophthalmic surgeons from 
£1 I Is. 6d. to £1 5s. If the Minister had read the letter of 
censure which the Ophthalmic Negotiating Committee sent out 
to ophthalmic surgeons some weeks ago he would have shared 
my doubts about the enthusiasm of our negotiators, and the 
protests would probably have been more energetic from a 
committee composed of ophthalmic surgeons, who were 
actually working the Supplementary Scheme. The fact that 
Mr. Bevan values the services of the optician "ho measures 
the patient for spectacles at a higher figure than that of an 
ophthalmic surgeon doing the refraction and making a com- 
plete eve examination shows what he thinks of the medical 
profession in general and of ophthalmic surgeons in 
particular. — I am. etc.. 

Cerebertey. LESLIE H.VRTLf V. 

Sir. — It seems incredible after such recent history that the 
BALA, should sponsor an attempt by our Negotiating Com- 
mittee to take the chestnuts out of the fire for Mr. Bevan. 
as witness the recent circular letter sent to ophthalmic practi- 
tioners fnow popularly called O.M.P.S) signed by the chairman 
of the Ophthalmic Negotiating Subcommittee and the chairman 
of the Ophthalmic Group Committee. I consider the letter 
ill-informed and premature, and 1 for or.e resent the insinua- 
tions and implications, and reject its directions and hope that 
honest working O.M.P.S will do the same. 1 have delayed 
criticism, thinking others might express an opinion ; if only 
a few were forthcoming it should not be assumed that the 
letter was accepted. 

The circular in question starts off by stating that we have 
been already informed that “your Negotiating Committee" 
settled terms of service for the Supplementary Ophthalmic 
Service with the Ministry of Health, and undertook, on their 
part, that ophthalmic practitioners participating would give a 
full ophthalmological examination to each case, which they 



J68 March 26, 1949 


CORRESPONDENCE 


SUPPLEMENT to the 
British Medical JouanaL 


estimated would occupy an average half-hour, this being 
apparently the basis of remuneration fixed on the Spens scale. 
Actually this information was only received a month or six 
weeks before the circular letter, and at the time of joining the 
Service nobody knew except by public notice what the pay- 
ments were to be, let alone any indication of what the forth- 
coming Service required. 

Paragraph T says that “ the returns of moneys paid by local 
executive councils out of public funds to the individual 
ophthalmic practitioners . . . make it clear that this implied 
contract is not being universally fulfilled ; and unfortunately 
there is a minority of practitioners whose earnings have been 
such that it must be concluded that they are not maintaining 
adequate professional standards in their public work." ' 
This is an amazing statement, if only for its loose verbiage 
and rather comical conclusions. Why “ unfortunately " ? 
Why, if it is a fact that a minority of men are earning too 
much, should it be concluded ipso facto that these men are 
not maintaining adequate public standards in their professional 
work ? 

The rest of the paragraph. I will develop later, to draw 
attention quickly to its next phrase. I quote : “ The Ophthal- 
mic Group Committee of the B.M.A. have therefore asked 
the Negotiating Committee to seek a further meeting with the 
Ministry with a view to modifying the conditions of this 
service.” Here is a very sorry spectacle indeed of our 
Negotiating Committee begging a meeting with the Ministry 
to reduce the original working contract. One would imagine 
that the Ministry should ask our Negotiating Committee for 
a conference with it. Whose Negotiating Committee are they 
anyway ? Whose interests are they guarding, ours or the 
Ministry’s? ft seems to me that the dry rot of May, 1948, 
is still with us. 

The circular ends with the threat, “ It would, of course, be 
easy but distasteful to suggest regulations designed to discipline 
those who do not so behave.” 1 would warn the writers that 
the Minister is not the type who takes his orders from any- 
body’s suggestions, and therefore’ their disciplinary measures 
might have the opposite effect. 

Returning to the first paragraph again, I quote : '‘Your 
Negotiating Committee undertook that, on their part, the 
ophthalmic practitioners participating in this service would give 
a full ophthalmofogical examination to each case, which your 
Committee estimated would occupy on the average half an 
hour.” May I inform our Negotiating Committee that if 
they meant this the Ministry must have meant something com- 
pletely different. The form O.S.C.l signed by G.P.s certifies 
that the patient needs his eyes tested ; the form O.S.C.2 is 
headed, ” Sight testing and supply of glasses.” Claim forms 
are framed. “ I have tested the applicant's sight.” Not once 
any where in the labyrinth of complicated instructions is 
there a mention of a complete ophthalmological examination ■. 
ue are completely ignored. The whole set-up of the Service 
is an insult to O.M.P.s. How much of the time required 
to fill up O.S.C.2 forms did our Negotiating Committee allow 
for out of the half-hour, and if the practitioner makes arrange- 
ments for the clerical work to be done might he then have 
the advantage of allowing himself more time for the actual 
examination and consequently seeing more patients ? Have 
our Negotiating Committee ever been consulted about the 
nit-wilted form O.C.S.2 with all the elaborate details of the 
patient, involving four signatures from the doctor, supple- 
mented by his fist number twice, etc. ? 

Of the last hundred patients I have seen at a clinic in South 
London sixty were between the ages of 55 and 80 and had 
never had glasses ; thirty between the ages of 60 and 75 had 
had them off the counter, and only ten between 38 and about 
56 had been examined by either an O.M.P. or an optician. 
Inability io buy glasses kept the majority of applicants now 
applying from having their sight attended to before, and 1 for 
one get a great kick out of seeing the joy and hope in the 
eyes of some of these old people who discover for the first time 
ir, 0 or 30 years that they can read again or go to a picture. 

Alter the announcement of the half-hour's examination, 
imagine the come-down in the second paragraph to a sentence 
. "men must be a classic. I quote : “ It was never the intention 
o', lour Negotiating Committee that refraction work should be 
P-iid out of public funds at a rate which could very consider- 


ably exceed that which has been generally accepted by the 
profession as a whole, as being applicable to the" 4% of 
specialists who will participate in the highest Spens award." 
What a change from complete ophthalmic examination to 
refraction work ! 1 have an idea that 1 have seen books on 

the practice, the art, and the science of refraction, but never 
one on “ refraction work." It can hardly be so derogatory that 
some people can make money by writing of refraction work, 
though they may not call it such. Then again, “refraction 
work,” as if the ophthalmic hierarchy never touch’ it ; or do 
they 1 Surely they cannot live on trephining all the time and 
finding bracing climates for relief of post-operative tensions 
some of the time ? 

When July 5 came O.M.P.s found a colossus of work. On 
all sides they were wanted to work the scheme with efficiency 
and to cope with the avalanche of applicants. Through com- 
plete ophthalmological examination on the one hand or sight- 
testing on the other since July 5 1 have spotted and adequately 
directed for treatment, surgical or otherwise, some interesting 
cases — one pituitary adenoma, two brain tumours (one frontal 
and one temporal lobe), two choroidal melanomas, six chronic 
glaucomas (one with an anterior chamber so hig as to belie 
the diagnosis), numerous retinal and choroidal conditions, 
hundreds of all manner of lens changes, abnormal corneal 
conditions, and congenital abnormalities. Add to this nearly 30 
domiciliary visits to the aged poor and infirm in London and 
the Home Counties, out of ordinary working hours, for which 
I asked no extra fees. Some of these cases required much 
longer than the "official” half-hour. 

Therefore I seriously suggest that, instead of the extra- 
ordinary letter of castigation in question, one should be 
addressed to the men who held- the fort, thanking them for 
saving thousands of patients from being lost to the professional 
consultant for ever. 

Finally, it must he conceded from a democratic no less 
than a professional point of view that those who negotiate 
shall have a practical and actual experience of the subject to 
be negotiated, providing the intricacies of small and big points 
under discussion with knowledge that experience alone can 
give. If, added to this, a little grit and determination were 
also forthcoming to stand up to the Ministry of Health 
officials and make them see the justice of the professional 
claims and the service that the O.M.P.s can, and do, render to 
the public, we then might get somewhere and not once more be 
betraying ourselves and the public. — I am, etc., 

WaUQti-on-Thamcs, Surrey. I AMES H. MELLOTTE. 

V Dr, Mellotte asks us to say that this letter was received 
before the recent reduction in O.M.P.s’ fees was announced.— 
Ed., B.MJ. 

Sir, — I n reply to Dr. Cecil B. F. Tivy ( Supplement , March 5. 
p. 125), my point of view is this. Under existing circumstances 
an ophthalmic medical practitioner is called on to deal with 
two distinct classes of patient : (i) those who are referred 
to him at his own rooms by a G.P. or ophthalmic optician foi 
a medical opinion •, (ii) those who come for a routine refraction, 
mainly under the auspices of the dispensing opticians, atm 
often at clinics organized by them. While IVthink there is a 
case for reduction of the fee in regard to the second class of 
patient, I see none at all in regard to the first. The original 
guinea-atid-a-half fee was only half the usual private consulting 
fee which those of our representatives who are established in 
large private practices are accustomed to charge their well-to-do 
patients. On this basis it is certainly a reasonable fee for a 
medical ophthalmic examination, irrespective of the time 
taken. 

It is to be hoped that none of our negotiators would be 
party to excluding the first class of patient from the Supple- 
mentary Service, and so degrading it to a level at which it 
could equally well be run by ophthalmic opticians alone. 
Such a degradation would clearly not be in the best interests 
of ophthalmic medical practitioners, G.P.s, ophthalmic opti- 
cians, or the public, all of whom stand to benefit if a second 
opinion is readily available to patients who do pot need or 
do not xvish to go to hospital and cannot afford to pay private 
fees. — I am, etc., 

Birmingham. J. H. AUSTIN. 
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FULL-TIME NON-PROFESSORIAL MEDICAL 
TEACHERS’, LABORATORY ANT) RESEARCH 
YORKERS’ GROUP 


The Group Committee invites all members of the Association 
who are non-professorial medical teachers, laboratory or 
research workers to join the Non-Professorial Group, which 
is represented on the new Special Committee which has now 
been set up by Council (see page 160). Application forms may 
be obtained from the Secretary, B.M.A. House, or members 
are invited to approach the representative of the Group 
Committee in their Region. A list is given below: 


Region 


1 Dr. I. Rannie (Newcastle). 

2 Dr Georgiana Bonser (Leeds). 

3 Dr. A. R. Kelsall (Sheffield). 

4 Dr. G. V/. Harris (Cambridge). 

5 Dr. P. D’Arcy Hart (London). 

6 Dr. I. F. Heggie (London). 

7 Dr. C. L. Oakley (Bromley). 

8 Dr. M. R. Pollock (London). 

9 Dr. A. H. T. JRobb-Smitb (Oxford). 

10 Dr. K. E. Cooper (Bristol). 

11 Dr. F. R. Magarey (Cardiff). 

12 Mr. B. N. Brooke (Birmingham). 

13 Dr. M. C. G. IsraSls (Manchester). 

14 Dr. J. C. Brundret (Liverpool). 

15 Dr. J. W. Howie (Aberdeen). 

16 Dr. G. R. Tudhope (Dundee). 

17 Mr. A. G. R. Lowdon (Edinburgh). 

18 Dr. R. D. Stuart (Glasgow). 

19 Dr. W. R. M. Morton (Belfast). 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 

The Council of die British Medical Association is prepared to receive 
applications for research scholarships as follows: An Ernest Hart 
Memorial Scholarship of the value of £700 per annum, a Y alter 
Dixon Scholarship of the value of £200 per hnnum. and four 
Research Scholarships each of the value of £150 per annum. These 
scholarships are given to candidates whom the Science Committee 
of the Association recommends as qualified to undertake research 
in am- subject fincluding State medicine) relating to the causation, 
prevention, or treatment of disease. Preference will be given, other 
things being equal, to members of the medial profession 

Eac h scholarship is tenable for one year starting on Oct . 1, 19,9 
The scholar may be reappointed for not more than two additional 
terms A scholar is not necessarily required to devote the whole 
of his or her time to the work of research but may hold an appoint- 
ment at a university, medical school, or hospital, provided the duties 
of such an appointment do not interfere with his or her work as 

° In' addition, applications are invited for the award of the Insole 
Scholarship of the value 0 f £250 for research into the causes and 
cure of venerea J disease. , _ 

Applications for scholarships must be made not later than 
March 31, 1949, on the prescribed form, a copy of which wilt be 
supplied on application to the Secretary of the Association, B.MA. 
House Tavistock Square, London, 5\.C.l. Applicants will be 
required to furnish the names of three referees who are competent 
to speak of their capacity for the research contemplated. 


NATHANIEL BISHOP HARMAN PRIZE 

The Council of the British Medical Association is prepared to 
consider the award of the Nathaniel Bishop Harman Price in the year 
1949 The value of the prize is approximately £100. The purpose of 
the prize is the promotion of systematic obrervarion and research 
among consultant members of the stalls of hospitals who are not 
attached to recognized medical schools. It wall be awarded for the 
best essay submitted in open competition. The work submitted must 
include personal observations and experiences collected by the 
candidate in the course of his practice. A high order of excellence 
will he required. No study or essay that has been previously pub- 
lished in the medical press or elsewhere will be considered eligible 
for the prize. 

Any registered medical practitioner who is a consultant member 
of the siaff cf a hospital in Great Britain or N. Ireland and is not 


attached to a recognized medical school is eligible to compete. If 
any question arises in reference to the eligibility of a candidate or 
the admissibility of his essay the decision of the Council shall be 
final. 

Should the Council of the Association decide that no essay sub- 
mitted is of sufficient merit, the prize will not be awarded in 1949 
but will be offered again the year next following this derision, and 
in this event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate section of the Annual Meeting 
of tie Association. Each- essay must be typewritten or primed in 
the English language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope bearing only the motto 
on the outside. 

Essays must be forwarded to reach the Secretary, British Medical 
Association, B.MA. House, Tavistock Square, London, W.C.l, not 
later than March 31, 1949. The prize will be awarded at the Annual 
Meeting of the Association to be held in 1949. Inquiries relative 
to the prize should be addressed to the Secretary. 

PRIZES FOR MEDICAL STUDENTS 

The Council of the British Medical Association is prepared to 
consider the award in 1949 ol prizes to medical students (or essays 
submitted in open competition. The subject of the essays tor 1949 
shall be : “ The Value of Observation in the Training of the Medical 
S.udeni.” The purpose of these prizes is the promotion of system- 
atic observation among medical students. In awarding the prizes 
due regard will be given to evidence of personal observation. No 
study or essay that has previously been published in the medical 
press or elsewhere will be considered eligible for a prize. ' 

The following prizes are offered: 

National Prizes — six, each of the value of £25. 

Regional Prizes— as detailed below, based on the four Regions of 
the British Medical Students Association: 

London Region, 6 prizes (1 of the value of £15; 5 of the value 
of £7). 

Midland Region, 3 prizes (1 of the value of £15 ; 2 of the value 
of £7). 

Northern Region, 3 prizes (I of the value of £15 ; 2 of the value 
of £7). 

Scottish Region, 5 prizes (1 of the value of £15; 4 of the value 
of £7). 

Any medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the time of sub- 
mission of the essay is eligible to compete for the prizes. The 
winner; of the National Prizes nil! be ineligible for the awarj of 
a Regional Prize. If any question arises in reference to the eligibility 
of a candidate or the admissibility of his essay, the derision of the 
Council shall be final. Should the Council of the Association 
decide that no essay entered is of sufficient merit, no awards shall 
be made. 

Each essay must be typewritten or written legibly in the English 
language, and must be unsigned and accompanied by a detachable 
sheet giving the name of the candidate, his medical school, and his 
B.M.S-A. Redon. Essays must be forwarded so as to reach the 
Secretary, British Medical Association, B.MA. House, Tavistock 
Square, London, W.C.l, cot later than March 31, 1949. 


PRIZES FOR NURSES 

The Council of the British Medical Association is prepared to 
consider the award in 1949 of three prizes each of the value of 
20 guineas for the best essay and .three prizes each of the value of 
10 guineas for the second best essay submitted in open competition 
by each of the following categories of nurses: (J) Pupil nurses: 
(iil State-registered nurses working in a hospital ; fiil) State-registered 
nurses not working in a hospital— i.e., district nurses, private nurses, 
etc. 

The subjects of the essays for 1949 shall be: category (1), “Wha! 
discipline do you think necessary in the training of r.urses?”; 
category' (ii), ” What part of nursing duties can be delegated to 
others with safety ? ” ; category (iii). " The care of old people 
in their own homes.” 

The purpose of these prizes is the promotion cf systematic obser- 
vation among nurses. In awarding the prizes due record will be 
given to evidence of perso tel observation. No essay that has previ- 
ously appeared in the medical press or elsewhere will be considered 
eligible for a prize. Nurses who are undergoing training at a 
hospital are eligible to compete under category’ (T>: nurses registered 
by the General Nursing Council are eligible to compete under 
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categories (ii) and (iii). If any question arises in reference to the 
eligibility of a candidate or the admissibility of his or her essay, 
the decision of the Council of the British Medical Association shall 
be final. Should the Council decide that no essay entered is of 
sufficient merit, no award shall be made. Each essay must be 
typewritten or legibly written, must be unsigned, and must have 
attached to it a sealed envelope containing the name and address of 
the candidate and the category into which he or she falls. Essays 
must reach the Secretary of the British Medical Association not 
later than March 31, 1949. Inquiries about the prize should be 
addressed to the Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.l. 


could increase his contribution to child health. He discussed th 
present relationship of the family doctor to the child-welfare clinic; 
school clinics, and health visitors, and after reviewing the difRcultie 
in integrating the various services he emphasized the necessity fo 
devising means whereby the family doctor could co-operate and hav 
effective liaison with these services. If group practices and heal! 
centres were established it might be possible to attach a health visito 
to each practice and to have child-welfare clinics in the healt: 
centres. He then considered the most suitable methods of givin 
graduate and postgraduate instruction on child health, and wondere 
if it would be possible for a small number of students to be allocate 
to family doctors for training. Each area should devise its ov 
child health organization rather than accept a centralized and unifon 
service.,' 


Diary of Central Meetings 
March 


25 

Fri. 

Venereologists Group Committee, 2.30 p.m. 

29 

Tues. 

Special Representative Meeting, 10 a.m. 

30 

Wed. 

Special Representative Meeting, 10 a.m. 

31 

Thurs. 

Drafting Subcommittee, 2.15 p.m. 

April 

4 

Mon. 

Joint Committee of B.M.A. and National Veterinary 
Medical Association, 2 p.m. 

6 

Wed. 

Health Centre Committee, 2 p.m. 

7 

Thurs. 

Journal Committee, 2 p.m. 

11 

Mon. 

Armed Forces Committee, 2 p.m. 

12 

Tues. 

Proprietary Medicines Committee, 11 a.m. 

12 

Tues. 

Planning Subcommittee, 11 a.m. 

13 

Wed. 

Charities Committee, 2 p.m. 

01 
— V. 

Fri. 

Pathologists Group Committee, 2 p.m. 

28 

Thurs. 

Occupational Health Committee, 2 p.m. 

May 

24 

Tues. 

Scholarships and Grants Subcommittee, 11 a.m. 


Branch and Division Meetings to be Held 


Camberwell Division. — At St. Giles Hospital, London, S.E., 
Tuesday, March 29, 8.30 p.m. Mr. D. F. Ellison Nash: “Genito- 
urinary Disorders in Childhood." Non-members of the B.M.A. are 
invited. 

Lewisham Division. — At Lewisham Hospital, 390, High Street, 
London, S.E., Friday, April 1, 8.30 p.m. Dr. C. C. Worsterr 
Drought: “Brain Tumours.” 

Mid-Essex Division. — At St. John’s Hospital, Chelmsford, 
Sunday, April 3, 10 a.m. Mr. Peter Martin: “Varicose Veins and 
Vascular Disorders of the Limbs.” 


North of England Branch. — At Royal Victoria Infirmary, 
S T ewcastle-upon-Tyne, Thursday, March 31, 7.15 p.m., Short com- 
nunications by Mr. Frank Stabler: “ What to do until the Arrival of 
he Flying Squad ” ; Dr. William Hunter : “ The Care of the Perineum 
During Labour ” ; Mr. Linton Snaith : “ Threatened Abortion.” 
L45 p.m., Professor E. Farquhar Murray: “Consideration of the 
■resent Position of Midwifery, with some Practical Points Mr, H. 
Flarvcy Evers : “ Comments on the Third Stage of Labour and its 
Complications.” 


Rochdale Division. — At Rochdale Infirmary, Sunday, March 27, 
6 p.m. Agenda : Instruction of Representative to Special Repre- 
sentative Meeting on March 29 and 30, etc. 

Salisbury Division. — At Red Lion Hotel, Salisbury, Wednesday, 
March 30, 7.30 pan. for 8 p.m. Annual dinner. Address by Mr. 
E. Watson-Williams: “Medicine and Magic.” 

Stockport Division. — At Stockport Masonic Guildhall, Wednes- 
day, March 30, 8.30 p.m. Annual dinner and dance. 


Winchester Division. — (1) At Guildhall, Winchester, Thursday, 
March 31,3 p.m., Address by Dr. Charles Hill : “ Current Problems.” 
Members Irom adjoining Divisions are invited. (2) At Banqueting 
Hall, Winchester, Thursday, March 31, 7.30 p.m., Annual dinner 
dance. 


Meetings of Branches and Divisions 
Marylebone Division 

* l' c following motion has been passed by the Division for inclusion 
on the agenda for the S.R.M. on March 30: 

the . k-M-A. should protect the public and the profession 
irom the evils inherent in the nationalization of medicine by the 
exertion or moral force, as it did in January, 1948, and without the 
° r new or parallel organization such .as a medical 


City or Aberdeen Division 



Guildford Division 

At a meeting of the Division on Jan. 4 Dr. L. S. Michaeli 
lectured on “ Orthopaedic Treatment in Rheumatic Disease.” He sai 
that even the most advanced stages of rheumatoid arthritis an 
osteoarthritis were accessible to wcll-considercd treatment. The onl 
exceptions were extreme physical or psychological dcterioratioi 
Individually designed combinations of exercise, splinting, manipul; 
lion, and operation could render bedridden patients capable of wall 
ing and sitting, and patients unable to work capable of earning a livel 
hood. Arthrotomy and lavage (Timbrcll Fisher) in the acute phase 
arthroplasties of elbow and knee, and excision and osteotom 
(Batchelor) at the hip were useful operations demanding wider appl 
cation and further study. He emphasized the difficulties and impo 
tance of early accurate diagnosis and of prevention of fixed deformit: 
Only a complete census would disclose the trve extent of neglecte 
invalidism, of wasted man- and woman-power, and of money spei 
on unproductive maintenance rather than on active rchabilitatioi 
The general practitioner, helped by travelling specialists, should l 
made a member of the country-wide team undertaking this ccnsi 
and, after suitable training, the continuous follow-up of all patienl 
suffering from severe rheumatism and arthritis. 


Lincoln Division 

A General Meeting of the Division, to which all practitioners in the 
area were invited, was held on Feb. 20, with Dr. A. M. Maiden in 
the chair. 

The chairman opened a discussion on remuneration, and he 
summarized the report prepared for the consideration of the Con- 
ference of Local Medical Committees. He felt it was a good report, 
and, if it went through, it would be a great help to all practitioners. 
The most controversial question was the suggestion that the whole of 
any extra capitation fee be added to the first 1.000 patients on practi- 
tioners’ lists. Dr. Robertson thought that if all the increase went 
to the first 1,000 it would benefit the man who restricted his list, and 
it would be better therefore to base the number on an average list 
rather than on the first 1,000. Dr. Semple said that one of the objec- 
tions to the present Sendee was basic salary, and the present 
proposal would cut out basic salary and inducement payments, which 
would be a good thing. 

A good deal of attention was given to what action should be 
taken by the profession if the Minister said that the proposed 
increase could not be afforded. Dr. Nelson said that he had just 
come back from South Africa, and there the threat of mass resigna- 
tion had proved entirely successful. All speakers agreed that this 
was our best weapon, but professional unity would be very necessary 
to make it entirely effective. 


St. Pancras Division 

The Division was “ At Home ” to members of neighbouring 
Divisions in London at B.M.A. House on Feb. 4 for the first 
showing in this country of a new film entitled “ Angina Pectoris.” 
recently purchased by B.M.A. Film Library. Dr. Liston, the chair- 
man of the B.M.A. Film Committee, presided. He said that when 
the Film Committee published the report of its deliberations two 
of the most important suggestions which it put forward were (1) that 
the B.M.A. should encourage the production of appropriate medical 
films, and (2) that the B.M.A. should set up a medical film library. 
Such projects would take much time and money, but he announced 
that they were arranging for the production of a film on “ Infection 
of the Hand and Fingers.” They were able to do it through the 
generosity of one of the leading pharmaceutical Louses and without 
cost to B.M.A. In regard to the Film Library, they had had a most 
generous gift from Messrs. Kodak, who had presented their medical 
■film library, and those films were now being assessed, as were others 
received from some of their colleagues — Mr. Dickson Wright. Mr. 
Lawrence Abel, Mr. Holmes Sellors, and others. The Film Library 
catalogue would be available on request and without charge to 
Divisions throughout the country. 

The film was then shown. Dr. George E. S. Ward, cardiologist, 
the Middlesex Hospital, opened the discussion on the film, and, 
while emphasizing that medical films had their place in medical 
teaching, he could not exaggerate' the importance of not scrapping 
old methods. After all, the diagnosis of such a condition as angina 
pectoris very largely depended on the history and clinical sums 
elicited. He felt that the film was too long, and that parts of it 
were too detailed and might easily have been omitted as of no real 
significance. Sir John Parkinson thought that the film had been 
brilliantly _ conceived and executed, and that there was very 
h (tie to criticize. The same view was expressed by Dr. Hope Gossc. 
Mr. Lawrence Abel put in a pica for an early reference of such 
cases to the surgeon. A vote of thanks to Dr. Ward and the chairman 
concluded a most enjoyable and instructive evening. 
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WHITHER MEDICINE?* 

BY 

LORD HORDER, G.C.V.O., M.D., F.R.C.P. 


Although this Society is not amongst the o\deT-estab\ished 
Jr: medical societies of London yet it has, during the 67 years 
c- of its existence, attained a high status, following closely 
the rapid development of the hospital and nurses’ training 
school at Hammersmith. The influence of these medical 
societies upon the history of our Science and Art is very 
T great, and the contribution made by the West London 
Society is considerable. 

When I was very kindly invited to speak to the Society 
I v.-_\ given free choice of subject as between, say, some 
‘ clim.al theme about which I might reasonably convince 
' others, if not myself, that 1 had had experience, or some 
aspect of the very' topical subject of Medicine in relation 
; to me State. Pressed for a title, I stated it to be “ ? A 
- Guild for Doctors ” ; and I shall have something to say 
- on that subject But I have decided to take a larger view 
of the present situation in our relations with authority, 

< ■ and so I later suggested for my title “ Whither Medicine ? ” 

1 • The cnange was influenced somewhat by the knowledge 
that the Council of the B.M.A. is itself at this moment 
considering very seriously the desirability of setting up a 
Guild of doctors which shall be able to impose sanctions 
which are not free from legal obligations if imposed by 
the Association itself. Whether such a body will be 
actually formed, and, if so, of what nature it will be, is 
for the time being unknown. It is, however, significant 
that such a step should be definitely contemplated. 

In actual fact the profession of Medicine was never a 
proper Guild in this country. The nearest thing to a Guild 
was the Barber Surgeons Company, whose history is suffi- 
ciently well known to us all. Its natural successors have 
been the Royal Colleges and the Society of Apothecaries. 

. But the word “ guild ” has been used symbolically from 
time to time, as in an address by Osier to the Canadian 
Medical Society fifty years ago. In that address Osier 
spoke of four great features of the Guild of Medicine — 
its noble ancestry, its remarkable solidarity, its progressive 
character, and its singular beneficence. 

A Beneficial Influence 

In dilating on the first of these features — the origins 
of Medicine — Osier quotes Gomperz, who pays homage 
to the Greek School of Medicine because it very early 
brought the spirit of criticism to bear upon the arbitrary 
and superstitious views of the phenomena of life that held 
sway at that time in the world's history. By introducing 
quiet methodical research into the domain of the physician’s 

• A dinner-address to the "West London Mcdico-Chirurgical 
Society on Feb. IS. 


art it exercised a most beneficial influence on the whole 
intellectual life of mankind. 

“ The critical sense and sceptical attitude of the Hippocratic 
School laid the foundations of modem Medicine on broad 
fines and we owe to it ; first, the emancipation of medicine 
from the shackles of priestcraft and of caste ; secondly, the 
conception of Medicine as an art based on accurate observation, 
and as a science, an integral part of the science of man and 
of nature : thirdly, the high moral ideals, expressed in that most 
‘ memorable of human documents ’ (Gomperz), the Hippocratic 
oath ; and fourthly, the conception and realization of medicine 
as the profession of a cultivated gentleman. No other profes- 
sion can boast of the same unbroken continuity of methods 
and of ideals. We may indeed be justly proud of our apostolic 
succession. Schools and systems have flourished and gone, 
schools which have swayed for generations the thought of our 
guild, and systems that have died before their founders ; the 
Philosophies of one age have become the absurdities of the 
next, and the foolishness of yesterday has become the wisdom 
of to-morrow; through long ages which were slowly learning 
what we are hurrying to forget — amid all the changes and 
chances of twenty-five centuries, the profession has never 
lacked men who have lived up to these Greek ideals.” 

Concerning the solidarity of Medicine Osier says: 

“Of no other profession is the word universal applicable 
in the same sense. ... It is not the prevalence of disease or the 
existence everywhere of special groups of men to treat it that 
betokens this solidarity, but it is the identity throughout the 
civilized world of out ambitions, our methods and our work. 
To wrest from nature the secrets which have perplexed philo- 
sophers in all ages, to track to their sources the causes of 
disease, to correlate the vast stores of knowledge, that they 
may be quickly available for the prevention and cure of disease 
— these are our ambitions. To carefully observe the phenomena 
of life in all its phases, normal and perverted, to make perfect 
that most difficult of all arts, the art of observation, to call 
to aid the science of experimentation, to cultivate the reasoning 
faculty, so as to be able to know the true from the false— - 
these are our methods. To prevent disease, to relieve suffering 
and to heal the sick — this is our work. The profession in 
truth is a sort of guild or brotherhood, any member of which 
can take up his calling in any part of the world and find 
brethren whose language and methods and whose aims and 
ways are identical with his own.” 

Of the progressive character of Medicine Osier says: 

“Based on science, medicine has followed ar.d partaken of 
its fortunes, so that in the great awakening which has made 
the nineteenth memorable among centuries, the profession 
received a quickening impulse more powerful than at any 
period in its history. With the sole exception of the mechanical 
sciences, no other department of human knowledge has under- 
gone so profound a change — -a change so profound that we 
"ho have grown up in it have but slight appreciation of its 

4604 
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momentous character. And not only in what has been actually 
accomplished in unravelling the causes of disease, in perfecting 
methods of prevention, and in wholesale relief of suffering, 
but also in the unloading of old formulae and in the substitution 
of the scientific spirit of free inquiry for cast-iron dogmas 
we see a promise of still greater achievement and of a more 
glorious future. 

“ And lastly, the profession of medicine is distinguished from 
all others by its singular beneficence. It alone does the work 
of charity in a Jovian and God-iike way, dispensing with free 
hand truly Promethean gifts. 

“ There are those who listen to me ” (continued Osier) “ who 
have seen three of the most benign endowments granted to the 
race since the great Titan stole fire from the heavens. Search the 
scriptures of human achievement and you cannot find any to 
equal in beneficence the introduction of Anaesthesia, Sanita- 
tion, with all that it includes, and Asepsis — a short half- 
century’s contribution towards the practical solution of the 
problems of human suffering, regarded as eternal and insoluble. 
We form almost a monopoly or trust in this business. Nobody 
else comes into active competition with us, certainly not the 
other learned professions which continue along the old lines. 
Every few years sees some new conquest, so that we have 
ceased to wonder. The work of half a dozen men, headed 
by Laveran, has made waste places of the earth habitable and 
the wilderness to blossom as the rose. . . . There seems to be 
no limit to the possibilities of scientific medicine, and while 
philanthropists are turning to it as to the hope of humanity, 
philosophers see, as in some far-off vision, a science from 
which may come in the prophetic words of the Son of Sirach, 

‘ Peace over all the earth.’ 

“ Never has the outlook for the profession been brighter. 
Everywhere the physician is better trained and better equipped 
than he was twenty-five years ago. Disease is understood 
more thoroughly, studied wore carefully and treated more' 
skilfully. The average sum of human suffering has been 
reduced in a way to make the angels rejoice. Diseases familiar 
to our fathers and grandfathers have disappeared, the death 
rate from others is falling to the vanishing point, and public 
health measures have lessened the sorrows and brightened the 
lives of millions. The vagaries and whims, lay and medical, 
may neither have diminished in number nor lessened in their 
capacity to distress the faint-hearted who do not appreciate 
that to the end of time people must imagine vain things, but 
they are dwarfed by comparison with the colossal advance 
of the past fifty years.” 

I make no apology for this long quotation from Osier's 
address. My reason for introducing it is that 1 wanted to 
establish at the outset the basic qualities of the great science 
and art to which we have sworn allegiance. Because, 
whether we have taken the actual Hippocratic oath or 
not — and some of us have — we have surely consecrated 
ourselves and our lives to Medicine in one or other of 
its branches. And I could not myself state these basic 
qualities half so well as they were set forth in the passage 
I have just quoted. 


Straight Ahead ! 

? sler C0U W stake out so splendid a claim foi 
AJedicine in 1902, what could he not have done to-day. 
after nearly fifty more years of breath-taking progress ? 1 
remember well, only three years after he gave this Montreal 
a dress, he came excitedly into my room straight from 
°me, where he had just seen Schaudinn's staggering 
demonstration of the spirochaete in the lesions of syphilis 
Think what has happened since then. The discover} 
ot radium, the rapid development of .t-ray diagnosis an c 
treatment, the recognition of the vitamins, the syntbesi: 
ot Uie sex hormones, the introduction of psycho-analysis 
tnc preparation and getting under control of the sulphon 
amides, of penicillin, and of other antibiotics — this is tc 
name only some of the major additions to the progres: 
of Medicine made during the past half-century, despiti 
two long interrupting world wars. 


Very good. A man from Mars, looking on and b«; 
ignorant of the queer lapses of the earthly human mi: 
into unintelligence, would think the question that I bat 
taken as the title of this talk to you itself unintelligca 1 
“ Whither Medicine ? ” he would say. “ Why, whither else 
than straight ahead ; forging still more weapons wii 
which to conquer disease, taking still more toll of science 
in the interest of humanity, adding more and more culture 
to more and more learning, improving both the art an. 1 
the craft. Medicine has really only just begun its task 
It has tackled, and, as you say, not unsuccessfully, tie 
simpler and grosser causes of bodily disablement. You 
don’t die any more in swathes — from smallpox, or plague, 
or even typhoid fever. Though you don’t live longer, 
more of you live to old age than you used to do. 
You have got a lot of diseases under control. But I set 
no decrease as yet in the number who fall victims to what 
you call high blood-pressure and cardiovascular degenera-,^ 
tion. Nor any lessening of the psychoneuroses. Indeed, 
both of these groups of your patients seem to be increasing 
in number. And as for the spirit of man, rather than j 
his body, have you even begun to tackle that ? Forgive 
this little criticism,” concludes our Martian friend, “ but the 
answer to your question, * Whither Medicine ? ’ is as I say, 

1 Straight ahead.’ ” 

And this is surely the answer that every thinking man 
and woman of us will also give. Why, then, does the 
question arise ? I want to try to answer this further 
question. 

Emergence of the Individual 

At this point we have to consider what our American 
friends are fond of calling “ the changing order.” On 
analysis, the salient feature of this “ changing order" seems 
to be the emergence of the individual in Society. This 
emergence has synchronized with a number of profound 
alterations in the way of living and in social attitude. 
Among these are industrial expansion, poverty, the rise of 
big business and big government, the arrival of social 
service, and the development of voluntary health insurance 
plans. 

There are two even more basic elements in this con- 
centration upon the individual which is the fundamental 
feature in the changing order. The first is recognition of 
the fact that the citizen himself, and not his goods and 
chattels or the want of them, constitutes the real wealth 
or poverty of a nation. Thinking men have told us this 
again and again. (You remember' the old cliche: “The 
health of its citizens is a nation’s greatest asset.”) But 
we did not listen until dire national peril ^tvas upon us. 
During the recent war we passed our men and women 
through a finer comb than we had ever done before, and 
now, in the post-war era, man-power is the commodity 
we find in shortest supply. 

The second basic element leading to the emergence of 
the individual is his own spiritual evolution. That the 
evolution of personality proceeds along lines which tend 
to help humanity forward is generally accepted. In u> e 
course of this advance the individual very reasonably says 
to Medicine, “ What can you do for me ? " 

The Medical Ideal 

Now although it is true that, being based upon Science, 
Medicine, to be really progressive, should command a 
degree of autonomy — of freedom — there is agreement that 
its full powers should be applied to the attainment of the 
health and happiness of the individual. In so far as the 
State acts wisely in the interests of the citizen, this desidera- 
tum has always been recognized. At first it was recognized 
only dimly, but later more clearly. There has to-day opened 
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up for the statesman, the sociologist, and the physician 
a large field for their inquiry and their action, and this field 
is common ground. The man of Medicine must not spend 
all his time in this field ; he must go apart, whether in the 
laboratory or at the bedside, or, like Harvey, walk under 
the trees rapt in thought so that by observation, by 
experiment, and by contemplation he may keep Medicine 
dynamic. For it is through Medicine that he makes his 
contribution, a contribution which no one else can make. 
To stand aloof from the work going on in this same field 
is to do a disservice not only to society but to Medicine 
itself ; but to become entirely absorbed in it is to do a 
disservice no less serious. 

Yes, but the contribution that Medicine makes must be 
fitted into the social structure of the day — “fitted into,” 

rk you, not just attached. 

As Sigerist puts it, and very aptly: 

"The history of the medical ideal is the history of human 
society. We have seen that the Greek physician was an 
artisan, that the Roman was a slave to begin with, and the 
physician the early middle ages was a cleric, and of the 

la '-T par, a doctor. The position of the sick in society 
dif’T ed with every cultural epoch. So the demands upon the 
do. .>'-d Vws position in the social structure changed con- 
stat' R\en the intellectual physician undergoes changes. 
He <! - el 'PS with advances in science. The physicians whom 
M<; . c caricatures so mercilessly in his comedies arc also 
sch s but their actions are grotesque because they abide 
by • ' i out scientific ideals. The 17th century expected quite 
dif m treatment from its physicians and had a new medical 
ide ■! 

' : . -s the demands made upon the physician by society 
in i -enaissance. the Baroque period, the enlightenment, the 
bourc -iste epochs, arc different in detail, but remain the same 
in thei' fundamental claims. 

" 7 1 - good physician was at all times the physician who felt 
him ei. bound by the medical ideal of his time. Men like 
Hippocrates. Sydenham. Lacnnec, Billroth and Osier, were 
therefore great physicians and will always occupy a special 
pos.uon in the history of medicine, for they came closest to 
the medical ideal of their time. The clear understanding of the 
prevailing medical ideal is of great importance." 

Can we achieve this end, about which we arc agreed ? 
And, if so, how ? Let us suppose that we had been given 
the chance of helping the State by making constructive 
suggestions — what would these have been ? In the first 
place there Is surely consensus concerning certain basic 
desiderata. Medical services should provide everything 
that science can oficr towards the preservation of health 
and the cure of disease ; the whole corpus of knowledge, 
as it is termed, must be implemented in the citizen’s interest. 
Then these benefits should be available to the entire popu- 
lation. Seeing that the general public has a vital interest 
in our plans, it should be adequately represented in their 
formation. But inasmuch as it is the doctor who must 
render the medical care, he should play the dominant part 
in the preparation of the scheme he will be called upon 
to carry out 

We should have emphasized our belief that gradual exten- 
sion and improvement of medical care is preferable to 
revolutionary changes and that, while recognizing Govern- 
ment responsibility for the citizen's health, sweeping legisla- 
tive action would defeat its own purpose by impairing the 
spirit and quality of a service which is essentially individual 
and personal. 

Conditions for Fulfilment , 

As to the conditions necessary to bring about the 
desiderata I have enumerated, there arc certain paramount 
criteria: the quality of medical care must be preserved: 
provision of public health services is essential ; there must 


be effective use of hospitals with adequate facilities : 
trained professional and non-professional personnel is a 
sine qua non ; optimal results require organization and 
co-ordination of physicians through the extension of medi- 
cal groups and health centres ; voluntary prepayment plans 
arc needed ; extensive education for both physicians and 
the public is required ; the local needs of the community 
must be allowed for ; and finally Government help, pre- 
ferably by grants-in-aid, would be necessary. Indeed, a 
method of grants-in-aid would seem to offer the brightest 
promise, so far as help by a central authority is concerned. 

We must realize that the practical expressions of 
unplanned energies arc often cumbersome and wasteful. 
This is the price we pay for highly individualized societies. 
\Vc began doing things many years ago ; we did some of 
them so well that it has never been considered helpful to 
scrap them. There arc parts of the machinery of our health 
services which work perfectly ; some units stand out as 
pieces of perfect organization and efficiency — the large 
teaching hospitals, the well-run cottage hospital, some of 
our public health services, our Medical Research Council. 
It is when we come to consider the machine ns a whole that 
organization, and therefore efficiency, arc found to be 
unsatisfactory. 

Then, lastly, lo make Medicine a complete science in 
the service of man we must sec that it infiltrates the impor- 
tant and now more clearly perceived sphere — as yet largely 
neglected — of social need. This sphere lies between that 
in which the diseases of the individual patient nrc presented 
to, and treated by, the individual doctor and the sphere 
in which the preservation of the public health is achieved 
by the proved methods of the Medical Officer of Health. 
This largely untilled field includes all the environmental 
factors which influence the citizen's health and happiness: 
his conditions of working, his home life, his sense of 
security or insecurity, and his ignorance of the things that 
make for the salvation of his body and his mind. In short, 
as Professor Ryle has stated: “Our next advance (in 
Medicine) will be . . . concerned with causes, but with the 
ultimate, rather than the intimate, causes of disease." 

Professor Ryle's work at Oxford merits not only recog- 
nition but high praise. His term “ social pathology ” is an 
apt designation for this work. A study of the environ- 
mental factors in the aetiology of disease was overdue ; 
it is high time that they were studied and the results statis- 
tically analysed. But when Professor Ryle says that Social 
Medicine is concerned with the ultimate, rather than with 
the intimate, cause of disease, 1 am sure he realizes that 
he is covering only a part, and not the whole, of a disease 
process. A disease is the resulting interaction between 
various extrinsic actiological factors and the individual 
patient. It is always the patient that is the main factor. 
Hence the wisdom of Trousseau's exhortation: I*c nwlatlc. 
loujours Ic malade. 

Attention to Basle Needs 

That, I think, is how we should have put the case for 
making our contribution to society. But we should have 
failed in an important part of our duty if we had not, at the 
same time, warned the State that if it did not attend to the 
more basic needs of the citizen our direct contribution from 
Medicine would avail little. By basic needs I mean: a 
sufficient amount of the proper food, suitable shelter and 
clothing, a satisfactory job of work, access to fresh air 
and sun, reasonable leisure, and the amenities of life. The 
doctor must stake out his claim in every one of these needs, 
for his is the knowledge that can guide and his is the 
enthusiasm that can stimulate to achievement. We physi- 
cians must lead ; we must guide the politicians, since they 
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cannot act without expert help ; we must keep the citizen’s 
end up, since he learns to rely upon us for support. 

But suppose the politician won’t be guided. Suppose 
it is as Swift wrote in a letter to Pope : “ Although I have 
known many great Ministers ready enough to hear opinions, 
yet I have hardly ever seen one that would descend to take 
Advice ; and this pedantry ariseth from a maxim which 
they themselves do not believe at the time they practise 
it, that there is something profound in politics, which men 
of plain honest sense cannot arrive to.” In that case the 
physician has no alternative but to appeal to public opinion, 
continuing to serve his patient in the manner which he 
believes to be in the patient's best interest. 


Conclusion 

That, I say, is how I think we should have stated our 
case. And so far as we had a chance of so doing, we 
did. It was a pity that we had no mechanism by which 
we could express ourselves as a corporate whole. We had 
no actual Guild. Following a lead by Sir Stewart 
Duke-Elder, some of us foresaw this plight and urged the 
formation of an Academy of Medicine, a body which 
would receive the unquestioned confidence of the Govern- 
ment, the people, and the profession. We failed to get 
support. So, scattered in different camps,, we were taken 
off our feet. Precipitate action was the order of the day. 
Action, as Dr. Walshe reminded us in his recent Harveian 
Oration, is easier than contemplation. Many of us were 
bustled into this premature action against our better 
judgment. Almost we became politicians by force majeure. 

I like to think that were Osier with us to-day he would 
resist the allurement of the song of the siren of Politics 
and even, if need be, order his sailors to bind him to the 
mast of his ship until the danger was past. It is clear to 
me, from talks I had with him as well as from his pub- 
lished essays, that an attitude of dignity and calm detach- 
ment would have characterized this great custodian of 
Medicine in face of the threat of political pressure. 

I have more than once, in my own fashion, preached 
this gospel. “ It is paramount that we remain detached 
from the general clamour . . . political clamour, the 
clamour of ‘ left ’ and of ‘ right.’ For Medicine there 
can be no left or right. For Medicine there is only expert 
knowledge and a rooted adherence to truth. . . . Detach- 
nent, public confidence, courage — these are the essentials 
hat enable Medicine to make its contribution to the 
•ommon Health and Happiness.” 

One of the finest tributes to the heritage of which we 
■re the trustees was that of Karl Marx : “ For thousands 
If years,” be said, “ Medicine has united the aims and 
aspirations of the best and noblest of mankind. To 
deprecate its treasures is to discount all human endeavour 
and achievement as naught.” 

As a humanist I passionately want to see this great 
heritage placed at the disposal of my fellow, men. It is 
a pity that the present effort of the State to bring this 
about has so largely failed of its purpose. It might have 
been a great success. We must still labour to make it so. 
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VENOUS THROMBOSIS AND 
ANTICOAGULANTS 
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Hospital 
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H. O. HUGHES, O.B.E., M.R.C.S., L.R.C.P. 

' Resident Pathologist, Central Middlesex Hospital 

Venous thrombosis and pulmonary embolism are common 
occurrences in all branches of medical practice, and arc 
conditions which cause prolonged disability or sudden death. 
In recent years both pathologists and clinicians have demon- 
strated that the usual site of origin. of venous thrombosis 
is the deep veins of the calf. It has also been shown thal 
venous thrombosis can be prevented, and that when it does 
occur effective treatment can be given. 

This paper deals with 100 consecutive patients requirinj 
anticoagulant treatment. They have been drawn from 1 
of the 23 wards of the hospital over a period of 20 month; 
Its purpose is to indicate the frequency of venous throm 
bosis, to discuss its early clinical features, and to show tbs 
anticoagulants are an effective method of treatment. 


i Incidence 

Venous thrombosis and pulmonary embolism occur moi 
often in medical patients than is generally realized. In 
series of necropsies on cases of pulmonary embolisi 
Hampton and Castleman (1940) found that 60% were i 
medical patients and that one-half of these had suffere 
from heart disease. 

Bauer (1946) found that, out of S04 cases of thrombos 
from ten of the largest Swedish hospitals in the year 193 
56% came from medical wards. In the present seri 
42.5% of the cases of thrombo-embolism were medic: 
35% were obstetric, and 22.5% were surgical. The distrib 
tion of the 85 cases of venous thrombosis and pulmona 
embolism, and of the 1 5 cases treated prophylactically, w 
as follows: 


Aetiology of J00 Cases Treated with Anticoagulants 
Treated cases of thrdmbo-erabolism (85): 

Medical (36) : 

Cardiovascular (cardiac infarction, 9; heart failure, 4; 

angina pectoris, 1 : old apoplexy, 3) 

Previous leg thrombosis 
Pneumonia 
Carcinoma 

Axillary vein thrombosis 
Other conditions 
Surgical (191: 

Gynaecological (hysterectomy, 5) 
v Appendicectomy 

Herniorrhaphy . . 

Other operations 
Obstetric (30) : 

Normal delivery . . 

Forceps delivery . , 

Caesarean section 

Other abnormalities of childbirth, tox 
haemorrhage, etc. 

Abortion 

Pregnancy 

Prophylactic treatment (15) : 

Myocardial infarction 
? Developing thrombosis . . 

History of previous thrombosis 


xaemia, post- 


partum 


Development of Venous Thrombosis 
Most textbooks state that pulmonary emboli are second 
ary to thrombosis in the pelvic or femoral veins, upboldin 
the view put forward by Virchow a hundred years age 
However, a number of workers have shown that in nearl 
all cases of venous thrombosis the process, although ofte 
spreading to the femoral veins, begins in the deep veins c 
the calf. From a series of necropsies Frykholm (194C 
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\ concluded that the four areas of origin of venous throm- 
‘ bosis are: the plantar veins, the veins of the musculature 
of the calf, the branches of the deep femoral vein in the 
adductor musculature, and the visceral pelvic veins, and 
that of these-the calf was the most frequent site. 

, By using phlebography Bauer (1946) has shown that 
" venous thrombosis almost always arises in the deep veins 
of the lower leg, and only in about 3% of the cases in the 
thigh or the pelvis. He suggests that from its origin in a 
• calf vein the thrombus spreads in the direction of the 
' blood stream up into the femoral vein, becoming a slippery 
“ eel-like formation, 40-50 cm. long.” As venous obstruc- 
tion is still only slight, the clinical signs at this stage are 
few, yet the patient is in great danger of the thrombus 
becoming detached and causing a fatal pulmonary embolism. 
It is probable that only a freshly formed thrombus breaks 
2 off, so that if the clotting process can be halted organiza- 
, tion on to the vein wall will occur. 

Clinical Features 

Unless doctors and nurses become more “ thrombosis- 
mmded ” venous thrombosis will too often remain undiag- 
no-ed until it has spread to the femoral vein and produced 
an obvious swelling of the leg or sudden death through 
pulmonary embolism has occurred. The key to effective 
treatment is early diagnosis while the process is limited to 
the calf. i 

Leg Thrombosis . — The patient may complain of a slight pain 
oi cramp in the calf. Although rarely severe, it may have 
disturbed his night's rest. On examination there may be some 
swe'nng of the affected leg, which should be confirmed by 
measurement. The superficial veins may be more engorged 
thar on the normal side. Palpation must be performed care- 
full;. , and it is best done with the patient lying with the knees 
half flexed and the soles of the feet placed flat on the mattress, 
the calf muscles thus being relaxed. Firm palpation, beginning 
in the popliteal fossa and working downwards, reveals a tender 
area, the site of the thrombosis. Local induration of the calf 
muscles is often felt. The plantar, femoral, and adductor 
regions should also' be examined for local tenderness. Finally 
the knee is extended and the foot dorsifiexed. In the presence 
of deep calf thrombosis a pain in the calf is felt (Homan's 
sign). Quite apart from the local signs, however, the presence 
of an unexplained fever or tachycardia in any patient confined 
to bed should suggest the possibility of venous thrombosis and 
should lead to a thorough examination of the legs. 

Pulmonary Embolism . — In a patient who develops a sudden 
pain in the chest with haemoptysis, and who also has venous 
<. thrombosis of one leg, the diagnosis is relatively simple. In 
r medical patients, however, the primary heart or chest disease 
often obscures the true condition, and the diagnosis may be 
made only post mortem. Sudden onset of pleural pain is one of 
the commonest symptoms, but the pain may be central and 
mimic coronary thrombosis. Where shock, tachycardia, and 
cyanosis are also present the similarity may be very great. 
Fever, pleurisy, haemoptysis, and signs of consolidation may 
sugeest a diagnosis of pneumonia. Sagall, Bomstein, and Wolff 
(1945) analysed 108 cases of pulmonary embolism and found 
that the clinical picture had simulated pneumonia, angina 
pectoris, myocardial infarction, pleurisy, vascular collapse, or 
acute heart failure in a large number of cases. Thus, unless 
the possibility of a pulmonary embolism is always considered 
when the above signs are present, the diagnosis may be made 
too late. The warning of the first attack not being heeded, a 
fatal embolism occurs before effective treatment is given. 

^ In the present series leg thrombosis occurred in 74 
patients, and the clinical site of origin was : deep calf veins 
only, 39 ; calf and femoral veins, IS : calf, femoral, and 
iliac veins, 15 ; and femoral veins only, 2. Of the 35 cases 
in which the femoral vein was involved, calf thrombosis 
was also present in 33. In the two cases in which femoral 
thrombosis alone occurred, one followed ligation of the 


great saphenous vein with retrograde injection, and the 
other case was probably secondary' to, thrombosis in the 
adductor muscles. 

Plantar tenderness probably indicates thrombosis of the 
plantar veins, and was present in six out of 43 cases 
examined for it. The left leg alone was affected in 38 
cases, the right alone in 31, and both together in 5. 

Pulmonary embolism occurred 29 times in 27 patients. 
In 13 cases it was the presenting sign and in eight a com- 
plication of leg thrombosis before the start of treatment. 
Pulmonary embolism occurred after treatment had been 
started in eight cases ; it will be referred to later. In 19 
of the 27 patients the leg was the source of the embolism. 
In the other eight cases no definite source was discovered. 

End-results of Venous Thrombosis 

When the dangers of pulmonary embolism have passed, 
the patient who has suffered occlusion of the deep leg 
veins as a result of thrombosis faces further trouble in the 
years ahead. Bauer (1946) followed up 100 patients who 
had had deep leg thrombosis more than 10 years previously. 
Of these, 91 had developed indurative lesions of the leg, 
and in 79 ulcers had appeared. Birger (1947) found that 
40% of 869 cases of leg ulcer were causgd by a previous 
deep thrombosis. 

Too often do we forget the connexion between the' 
young mother with her puerperal thrombosis and the older 
woman, crippled with leg ulcers, who frequents the “ vari- 
cose vein ” clinic. Her legs are a perpetual source of 
grievance to her. She cannot do a full day's work, and 
her bandaged legs destroy all her social confidence. The 
amount of misery and time lost from work on account of 
these conditions is undoubtedly very great. According to 
Roholm (1937), in the year 1936 the sequelae of venous 
thrombosis cost Denmark, with a population of 34 million 
inhabitants, 2 million crowns (approximately £100,000) in 
the value of lost working days, hospital expenses, etc. 

Treatment 

Prevention. — (a) Active exercises performed in bed and 
early post-operative walking considerably reduce the inci- 
dence of venous thrombosis. • The dangers of venous stag- 
nation in medical patients are probably even greater than 
in the surgical, particularly where there is a predominance 
of older patients and those suffering from heart disease. 
Old, ill, and obese patients often lie with their legs still 
for hours on end, providing ideal conditions for the develop- 
ment of thrombosis. Active leg exercises should become a 
routine for such patients. At each ward round the doctor 
should encourage them to “ go for a walk in bed ” at fre- 
quent intervals. In order to get the co-operation of the 
nursing staff, a full explanation of the need for preventing 
thrombosis should be given to them. They should know 
the clinical features of early thrombosis and should be 
instructed to notify the doctor immediately on finding them. 
Active leg exercises will not become effective unless the 
doctors, nurses, and patients are continually mindful of 
them, so that they become part of the ward routine. 
(£>) Anticoagulants : — Both heparin and dicdumarol have 
been used to prevent thrombosis, but in this hospital their 
use has been limited to post-operative or puerperal patients 
giving a history of previous thrombosis, and to cases of 
coronary thrombosis, a disease in which tbrombo-embolic 
complications often occur. 

Curative . — Until about ten years ago deep thrombosis 
was always treated by prolonged immobilization of the 
affected leg. Unfortunately it is still a common practice, 
and is even advocated in several recently published text- 
books. During the past few years, however, three new 
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methods have been tried — venous ligation, lumbar sympa- 
thetic block, and the use of anticoagulants. Each method 
has its supporters, and each has helped to reduce the dangers' 
of venous thrombosis. Compared with venous ligation, 
the anticoagulants have the advantage of preventing the 
spread of thrombosis wherever its site of origin, and this 
may be obscure. On the other hand, they do not immedi- 
ately stop emboli from occurring. Femoral venous ligation 
immediately prevents further emboli from arising distal to 
the ligation, but it does not stop thrombosis developing 
elsewhere, and in a few cases permanent swelling of the 
leg results. Lumbar sympathetic block has been used suc- 
cessfully to overcome peripheral vascular spasm, both 
venous and arterial, which accompanies the fully developed 
whiteleg, and in such cases, combined with anticoagulants, 
it is probably the treatment of choice. This treatment 
should rarely be necessary, since early treatment with anti- 
coagulants can prevent the spread of thrombosis from calf 
to thigh, and the resultant whiteleg. 


Heparin and Dicouniarol 

These are the only anticoagulants in common use, and 
their respective advantages and disadvantages may be 


tabulated as follows: 
Heparin 

Difficult to administer 
Expensive (£2-£4 daily) 
Immediate effect 
Few contraindications 
Haemorrhages rare 
Effect disappears in three hours 
Coagulation times are simple to 
perform, and not essential 


Dicoumarol 

Easy to administer 
Cheap 

Effect delayed 24-72 hours 
Many contraindications 
Haemorrhages frequent 
Effect disappears in 3-10 days 
Prothrombin content estimations 
imperative, and require expert 
technicians 


Indications for Anticoagulants. — (1) Deep venous throm- 
bosis ; (2) pulmonary embolism ; (3) arterial embolism (with 
or without surgery) ; (4) coronary thrombosis, especially 
with recurrent attacks. 

Contraindications to Dicoumarol . — Liver damage, renal 
failure, recent operations on the brain or spinal cord, sub- 
acute bacterial endocarditis, and of course disease with 
bleeding tendencies have all been considered contraindica- 
tions to the use of dicoumarol. With normal precautions 
it can be safely used in the puerperium. 


Method of Administration 

Although the anticoagulant effect of heparin is more 
satisfactory than that of dicoumarol, the difficulty of pro- 
longed intravenous administration, together with its expense, 
is against its routine use. In the present series the drugs 
have been used together, heparin being given until dicou- 
marol has taken effect. In most cases heparin has been 
given by continuous drip for 48-72 hours at a rate' of 
1.500 to 2,000 international units per hour. If after a 
few' hours the coagulation time by the Lee and White 
method has not increased two to three times (normal 3-8 
minutes in our experience) the dose is increased. In 
cases of pulmonary embolism an immediate initial dose 
of 10,000 i.u. is given. Alternatively, heparin may be given 
by intermittent intravenous injections of 10.000 i.u. four- to 
six-hourly, especially where intravenous fluids are contra- 
indicated, as in congestive heart failure.* 

Dicoumarol, 300 mg., is given when the heparin is 
started, and 200 mg. on the second day. The subsequent 
do'.es are regulated by daily estimations of the plasma pro- 
tnrombin content (P.C.). It is important that no further 
dicoumarol be given until the result of estimating the P.C. 
has been obtained. Patients vary considerably in their sensi- 
ii\i:> to the drug, and if the dose is not controlled by daily 

’ r 1 r rreUtr i.V<enbed by Oloesson ( Lancet , 194S. 2, 4?S) facilitates 

\ \ 


P.C. estimations a serious haemorrhage may occur. Bloodfo; 
P.C. estimation should not be taken until three hours ate 
the last dose of heparin has been given. The aim of treat 
ment is to keep the P.C. between 10 and 30% of norma 
(Allen et al„ 1947). If the P.C. exceeds 10% a seriou 
haemorrhage is rare, and so long as it is kept below 30j 
a spread of the thrombosis is unlikely to occur. Dicoumari 
is given in the afternoon, the dose depending on the P.( 
taken the same day. If the P.C. exceeds 20%, 200 mg. 
usually given, although when the P.C. is rapidly fallii 
100 mg. is sufficient. > It must be remembered that 
single dose of dicoumarol does not exert its full effect fi 
from 24 to 48 hours. Moreover, in one patient the fii 
two doses may cause an adequate fall of P.C. for a wee 
while in another a daily dose of 200 mg. may be necessa 
for several days. The daily dose for most cases is abo 
100 mg., but it is quite impossible to generalize. The kee 
ing of -a simple chart showing the dose of dicoumarol < 
one-half of the page and the P.C. oh the other makes 
easier to assess the effect of treatment. The accompanyi 
diagram illustrates the effect of treatment in a path 



Chart showing the effect of tieatment in a case of deep 1 
thrombosis occurring after a cardiac infarction. 

who developed a deep calf thrombosis after a card 
infarction. Patients with a high fever or debilitating < 
eases appear to be more sensitive to the drug and sho 
be treated with greater caution. 

' Treatment should be continued until the patient is ft 
ambulant, a therapeutic depression of the P.C. for 7 
days usually being adequate. As the anticoagulant efl 
may last for several days after stopping the drug, c 
should be taken to’ see that the P.C. has returned to,nori 
before the patient is discharged. Confidence in the I 
estimation is essential for dicoumarol therapy. In the ear 
cases of the series dosage was controlled by Witts i 
Hopson’s (1940) modification of Fullerton's (1940) met! 
of prothrombin estimation performed on alternate di 
Further experience has shown that this method is unsi 
as is explained later. 

Leg movements are not restricted, and after the 1 
48 hours they are actively encouraged. The patien 
usually allowed up within three to four days of star 
treatment. A Dickson Wright elastic bandage is app 
if there is any residual oedema, although women usu 
prefer an elastic stocking. 

Toxic Reaction 

Haemorrhage is always a danger during treatment ' 
dicoumarol, although accurate daily estimations of the j 
thrombin content, together with careful daily examina 
of the patient for evidence of minor bleeding, will rec 
serious haemorrhage to a minimum Among the 93 pati 
treated with dicoumarol some form of haemorrl 
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occurred in 26 (28%). In only 8 (8.6%) cases was it con- 
sidered of moderate or severe degree, and four of these 
•were among the first iO of the 93 cases treated. The higher 
incidence of haemorrhage in the earlier cases was almost 
certainly due to the lack of daily prothrombin estimations 
a- a to the use of “ stypven " as thromboplastin for the 
/estimations performed. Familiarity with dicoumarol has 
. .rtainly not bred contempt, but rather an increasing respect 
'.or its dangers. In IS cases slight haemorrhage occurred, 
in eight of these, howe'er, the only sign was the return of 
red lochia in the puerpenum. This was a frequent event 
, in the treatment of puerperal thrombosis, but was never 
more than slight in amount and never caused any anxiety. 

in the present cases epistaxis (8), vaginal haemorrhage 
. . from the puerpenum (4), ecchymoses (4), haematuria 
i haematoma (2), wound bleeding (2), and oral bleeding 
</) all occurred. There was no death from dicoumarol 
^uemorrhage. 

Dicoumarol is stopped immediately haemorrhage occurs, 
and in the mild cases no further action is necessary. If 
the bleeding is serious, however, one or more pints of fresh 
bio 'd and an intravenous injection of 100-300 mg. of 
vit - >n K (“synkavit”) are given. The latter should be 
adn mastered slowly, since it may cause giddiness and flush- 
ing Earlier reports stated that vitamin K did not aflect 
dicoi arol haemorrhage, but the doses given were cer- 
tain \ oo small. In large doses the P.C. usually rises con- 
sider 4, within two days, but, as with dicoumarol itself, 
the', i, a lag in its effect, and fresh blood must be given 
wha-' an immediate source of prothrombin is required 
Hae n "rhage may even continue after the P.C. has returned 
to ii ial, though this has never been serious. 

T1 - incidence of haemorrhage was certainly greater than 
in sv m- other reported series. Allen et al. (1947) had an inci- 
dence of 5.2% amongst 1,983 post-operative cases treated 
prop: i tactically, and Bruzeiius (1945) noted 9.7% of 
haemorrhages amongst 113 cases. With the present method 
of PC. estimation the incidence of severe haemorrhage 
should be reduced to a minimum. 

Heparin rarely produced side-effects. Minor haemor- 
rhages (5), pyrexia probably due to the heparin (4), and 
pain in the loin following injection (1) all occurred, but 
only in the last case had treatment to be stopped. 

Results 

Heparin and dicoumarol were used together in 76 cases, 
dicoumarol alone in 17, and heparin alone in 7. Heparin 
yrwas given by continuous intravenous drip in 48 cases, inter- 
' mittently in 21, and in the remainder by a combination 
t>f these methods. 

The assessment of results in a small and varied series is 
difficult and may be misleading. Most cases of leg throm- 
bosis rapidly improved after treatment, the pain and tender- 
ness diminished, and the temperature became normal within 
four to five days. 

In five of the 74 cases of deep thrombosis treated a 
relapse or spread to the opposite side took place while 
under treatment, although in two of them there was 
inadequate depression of the prothrombin content. Relapse 
of the thrombosis also occurred in four cases after treat- 
ment had been stopped. This result compared favourably 
with that of conservative treatment, in which there is a 
;> spread to the opposite leg in 31% of cases (Zilliacus, 1946). 

Pulmonary embolism usually responds well to treatment. 
There were 29 instances of pulmonary embolism in 27 
cases: 21 were treated after the attack had taken place, 
(two of these patients died, both with congestive heart failure 
following a recent cardiac infarction) : in five pulmonary 
embolism occurred during the treatment, none of them 


proving fatal ; and in three it took place after treatment 
had been stopped, one of these being fatal. In the last- 
mentioned case the patient, a woman aged 37, was admitted 
in severe shock with an extensive thrombophlebitis of the 
leg associated with superficial haemorrhagic bullae. Dicou- 
marol was not given, owing to anuria, and she was treated 
with continuous' intravenous heparin. She died from 
massive pulmonary' embolism 43 hours after treatment ’bad 
been stopped because of increasing haemorrhagic bullae. 

Of the 30 treated obstetric cases, 19 were confined in 
this hospital. These 19 can be compared with 16 cases 
of puerperal deep thrombosis treated conservatively here 
during the previous four years. Although the two series 
are not entirely comparable, the very’ striking difference 
in the length of stay in hospital and in the time spent in 
bed on account of the thrombosis is undoubtedly of sig- 
nificance. The stay in hospital has fallen from 68 to 24 
days, and the time in bed from 45 to 6 days. In the group 
treated conservatively there were four cases of pulmonary 
embolism (one fatal). In the group treated with anti- 
coagulants there was one non-fatal case of pulmonary 
embolism. 

To summarize, no fatal case of pulmonary embolism 
occurred among 74 cases of deep leg thrombosis during 
treatment. And as a result of treatment in cases of 
puerperal thrombosis the time spent in bed has been 
reduced from six weeks to one week. 

Discussion and Conclusions 

Early diagnosis is the key to effective treatment. The 
irregular post-operative temperature, the “cramp” in the 
calf, the “ stitch in the chest ” — all frequent warning signs 
— are too rarely heeded. A realization of the significance 
of these signs could prevent many cases of massive pul- 
monary embolism, and could reprieve the patient with 
extending calf thrombosis from a future of ulcerated legs. 

Many other w’orkers agree with the conclusion derived 
from the present study, that the anticoagulants provide an 
effective method of treatment of venous thrombosis. Allen 
and his associates (1947) treated 352 cases of post-operative 
venous thrombosis. Venous thrombosis or pulmonary 
embolism later appeared in only nine cases, although from 
previous experience at the Mayo Clinic 88 cases would 
have been expected if conservative treatment had been 
adopted. No cases of fatal embolism occurred, although 
20 would have been expected. Bauer (1946) found that 
the recumbent period due to leg thrombosis h3d been 
reduced from 40 days in 264 cases with conservative treat- 
ment to 4.7 days in 209 cases using heparin. Zilliacus 
(1946) reported similar results. 

The sheet-anchor of dicoumarol treatment is an accurate 
method of estimating the prothrombin content. Unless the 
physician is fully confident in the results he is obtaining 
he should use heparin and not dicoumarol. As we consider 
this a matter of fundamental importance, full details of the 
method of prothrombin content estimation are given. We 
have heard of a number of cases of serious or fatal 
dicoumarol haemorrhage occurring with inadequate control, 
and as a consequence the drug has been regarded by some 
as too dangerous to use. We believe that it is the control 
and not the drug which is at fault 

Venous thrombosis is still frequently treated by immo- 
bilization. When the anticoagulants are used they are often 
given too late, in adequate doses, or without proper super- 
vision. As effective treatment requires some experience, it 
is suggested that every hospital should have an anti- 
coagulant service under the control of a physician who 
would be responsible for all cases of venous thrombosis 
arising. The occasional use of these drugs by each member 
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of the staff cannot lead to the best results. Although the 
majority, of cases seen will be those occurring while the 
patient is in hospital under treatment for some other con- 
dition, the development of deep venous thrombosis at home 
should be considered an indication for urgent admission. 
Anticoagulants can only rarely be given at home, owing to 
the difficulties of administering heparin and controlling 
dicoumarol, although intermittent injections of heparin 
should be used in any emergency until the patient can be 
transferred to hospital 

The ideal anticoagulant would be one that is easy to. 
administer, is inexpensive, and has a widely separated thera- 
peutic and toxic dose. Both the present drugs fall short 
of this ideal. Suitable slow-acting preparations of heparin 
for subcutaneous injection may overcome some of the diffi- 
culties in future. In the meanwhile we have found the 
above method to be effective and safe. Present difficulties 
of administering anticoagulants are no excuse for with- 
holding a valuable and often life-saving treatment. 

Summary 

An analysis of 100 patients treated with anticoagulants is 
given. Venous thrombosis is found to be a common condition, 
especially in medical patients. Heparin combined with dicou- 
maroi is an effective method, of treatment. Since dicoumarol 
needs careful control, a reliable technique for estimating the 
plasma prothrombin content is described. With early diagnosis 
of kg thrombosis, both pulmonary embolism and chronic leg 
ulcers can be prevented. 

Our thanks are due to all those members of the hospital staff who 
allowed us to treat their patients, to the nursing staff whose co-opera- 
tion has made this study possible, and to Dr. H. Lempert and Dr. 
G. Discombe for their help and suggestions concerning prothrombin 
estimation. 

appendix 

Technique for Estimating Prothrombin Content of Plasma 

In the earlier cases of this study the Witts-Fullerton tech- 
nique for the estimation of prothrombin index was used. In 
this procedure the thromboplastin is a mixture of Russell-viper 
venom and lecithin, It was soon found that the prothrombin 
indices obtained in this way were an insensitive and unreliable 
control of the clinical state of the patient. A comparison with 
Quick's (1938) method was therefore made, and, in agreement 
with Wilson (1947) and Lempert (J948 — personal communica- 
tion), it was found that quantitative values of prothrombin 
content determined by Quick’s method, using human brain as 
a source of thromboplastin, were a reliable and delicate index 
of the clinical haemorrhagic tendency of the patient. 

Success, however, with Quick's method depends on minute 
attention to detail, detection of any deterioration of reagent or 
fault in technique by reference to a control, and previous and 
expected results on the test plasma. In other words, the 
approach to this test must be similar to the approach to the 
routine Waxsermann reaction. The literature oilers only the 
outline of the procedure, and so the full details, with an 
indication of common difficulties, aTe given here. 

Glassware and saline solutions must be prepared as for the 
Wassermann test. 

Reagents 

1 ■ Stock Thromboplastin Powder. — A coronal slice 2 in. 
(5 cm.) thick is taken from a human cerebral hemisphere 
which shows no sign of local disease and has been removed 
within 24 hours of death, and the blood vessels and pia are 
removed under a gentle stream of tap-water. With scissors, 
the slice is cut into cubes of about 1 cm., which are allowed 
to fall into 450 ml. of acetone contained in a 12-in. (30-cm.) 
mortar. The fragments are then ground up with a pestle, and 
after about five minutes the acetone is decanted and replaced 
by fresh acetone, the grinding being repeated. This procedure 
i, repented fne or six times, when one is left with a mealy 
mass. The last sample of acetone is decanted ; the residue 
is squeezed between large sheets of blotting-paper, then 
spread out on a fresh sheet of blotting-paper and placed in a 


37°-C. incubator tor not more than 15 minutes. It is fe 
ground up again for two to three minutes and spread out onto 
sheets of fiiter-paper in a vacuum desiccator over anbyte 
calcium chloride. The desiccator is attached to a motor-toe 
vacuum pump (Hyvac or Puisorrteter Geryk) and evacroK 
continuously until a constant minimum pressure is oblaits 
(usually one to two hours). The dry product is ground in fc 
mortar and passed through a nest of metal filters {B.S.S.No.4! 
mesh 10, 25, and 44). The product is a cream-coloured sal 
like dust which is stored in vacuo over calcium chloride at 4' I 
It remains active for at least four months. 

2. Working Thromboplastin Solution. — Weigh out approi 
mately 0.6S g. of stock powder and pour in to a unicers 
container, adding 9.5 ml. of saline. Mix thoroughly, ire 
bate in a 50°-C. incubator or bath for 12 minutes, sluUi 
the container three or four times during this period. Cc 
immediately in running tap-water. Centrifuge at. 1, 000-1,51 
r.p.m. for two minutes to bring down coarse particles. Pips! 
off milky supernatant fluid and store at 4° C. The solution lb: 
stored remains active for 48 hours and is prepared ob altera! 
days. A satisfactory reagent is one which gives times for ( 
normal control of 15 to 18 seconds, undiluted plasma bei 
used, and figures of the order of 20, 25, 32, and 59 secon 
for (he 50, 30, 20, and 10% dilutions in saline of the contr 
plasma. Storage for 24 hours appears -to enhance the activi 
of the solution. 

3. 0.2 % Calcium Chloride. — Dissolve 2 g. of pure anhydre 
calcium chloride in 1,000 ml. of distilled water. Filter. 

4. M/ 10 Potassium Oxalate. — Dissolve 1.84 g. of anhydre 
potassium oxalate in 100 ml. of distilled water. 

Procedure 

A tube containing the calcium chloride reagent is first plac 
in the 37°-C. bath and allowed to reach this temperatui 

0.1 ml. of thromboplastin solution is added to 0.1 ml. of plasi 
or diluted plasma in a 3 by i in. (7,5 by 1.25 cm.) tube, a 
placed in a 37‘-C, water-bath. Then 0.1 ml. of calcium chlor 
solution at 37° C. is rapidly added, a spring-loaded syringe 
pipette with teat being used, thus mixing the compounds. At 1 
moment when the calcium chloride is added a stop-watch 
started. 

The tube is shaken gently in the water-bath for three to f< 
seconds, then removed and tilted almost horizontally so t! 
the contents run back and forth at eye level. The end-poifl! 
the appearance of a fibrin clot, and the time is then taken. 

A control plasma is tested daily in parallel with the unlaw 
because reference to a standard curve made up for a batch 
dried brain is not satisfactory. It is best to use plasma tak 
daily from a single volunteer ; a new volunteer is obtained es 
week, usually one of the medical or laboratory staff. The cc 
trol plasma is tested undiluted and diluted with saline to cc 
fain 50, 30, 20, and 10% plasma. A new calibration curve 
therefore set up for each .day’s observations. The patieo 
plasma is tested undiluted and the prothrombin content re 
from the curve. All estimations are set up in duplicate and 1 
mean taken. 

Special Points 

1. Collection of Plasma. — Exactly 0.5 ml. of oxalate soluti 
is placed in a bijou bottle and 4.5 ml. of blood obtained by vet 
puncture is added. The contents are mixed and the bottle 
then centrifuged, the supernatant plasma being removed a 
stored at 4° C., at which temperature it will keep for four 
six hours. It is convenient to arrange for blood samples to 
collected about 10 a.m, (thus avoiding excessive lipaenfia) a 
to perform all the day’s tests together at some convenient tin 

2. Normal controls and their dilutions do give somewt 
varying times with any batch of “ thromboplastin solutioi 
but at the critical dilutions — namely, 30, 20, and 10% — this 
practically insignificant, as the spread is such that it dc 
permit one to deduce from the plot of a single control i 
prothrombin content of an unknown sample at these critic 
levels to within ±5%. 

3. Reading of "End-points ." — This requires practice, L 
diluted controls and normal plasmas appear to clot solid 
In the dilutions of the control and test plasmas with lower 
prothrombin the end-point takes the form of very fine wh 
flakes or fibres which develop fairly sharply. 
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4. Clotting is accelerated when thromboplastin and plasma 
are incubated together for more than four minutes before the 
addition of calcium chloride ; it is essential to place no more 
thromboplastin-plasma mixtures in the water-bath than can 
be comfortably treated with calcium chloride and read within 
tm» time. 
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DIABETIC COMA 

TREATMENT WITH AND WITHOUT THE EARLY 
ADMINISTRATION OF GLUCOSE 
BY 

J. LEE, M.B., M-R.C.P. 

D. NAIDOO, B.Sc., M.R.C.P.E<L, D.C.H. 

AND 

J. A. TORRENS, M.D., F.R.C.P. 

(From a Medical Unit, West Middlesex Hospital) 

Whether or not glucose should be administered in the 
treatment of diabetic coma has been the subject of much 
discussion. On the one hand, Himsworth (1932) states 
that the “essential therapeutic agent in the treatment of 
diabetic intoxication is glucose, and unless this substance 
is present in sufficient amounts insulin is relatively 
impotent,” He claims that the “maximum of sugar and 
the minimum of insulin ” should be given, and “ not con- 
versely as is the present practice.” 

On the other hand. Root (1945a) holds that the harm- 
ful effects of glucose may be concealed in the early case 
of coma by the insulin simultaneously administered. He 
claims that the moderate case may be converted into a 
severe one requiring excessive insulin dosage, and that 
“ in advanced coma glucose administration either by mouth 
or by needle may cause anuria and death." 

Among those who administer glucose as a beneficial 
procedure are Bertram (1932), Lawrence (1936), and 
Soskin (1945). Joslin (1947) and Root (1945a) are the 
leading opponents of glucose administration, but they do 
give carbohydrate in quantities not exceeding 10 g. per 
hour during the second to sixth hour of treatment 
Physiological evidence supporting the administration of 
glucose is based largely on experimental work such as 
that of Soskin and Levine (1937, 1944), and of Mirsky 
ct al (1937). The last-named authors have shown that 
intravenous injection of large amounts of glucose (a) to 
anaesthetized nephrectomized depancreatized dogs, (b) to 
unanaesthetized depancreatized dogs, and (c) to phlorhizin- 
ized depancreatized dogs, where insulin was entirely 
excluded, resulted in the disappearance of ketone bodies. 
The antiketogenic action of glucose is attributed to the 
deposition of glycogen in the liver and a consequent cessa- 
tion of ketone formation. Soskin and Levine’s (1937) 
depancreatized hepatectomized animals utilized larger 
amounts of carbohydrate without insulin when their blood 
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sugars were maintained at high levels. Peters (1945), 
basing his opinion upon a large field of experimental work, 
comes to the conclusion that the reversal of the metabolic 
disorder in diabetic coma requires the use of every measure 
that will accelerate the utilization of carbohydrate. “Chief 
among these measures are the administration of insulin 
and the provision of sugar.” Soskin and Levine (1944) 
calculated a large carbohydrate deficit and advised the 
administration of 500 g. of carbohydrate during the first 
twenty-four hours of treatment and one-half that amount 
during subsequent day’s in order to maintain normal stores 
of glycogen and carbohydrate metabolism. 

Root (1945b), however, disagrees. He found a deficit 
of only 27 g. and stressed the point that there has been 
“ an overestimation of the importance of an immediate 
restoration of glycogen stores in the liver.” Franks et al. 
(1947) found that comparable doses of dextrose were 
retained more efficiently under much smaller doses of 
insulin when the blood-sugar level was normal than when 
it was considerably elevated. Mirsky’s earlier work, 
suggesting that maintenance of hyperglycaemia would 
hasten the abolition of ketosis, is not borne out by Franks’s 
clinical material. Pauls and Drury’ (1942), working on 
diabetic rats receiving large quantities of sugar and insulin, 
provided evidence that only a small part of the sugar 
was oxidized and that most of it was stored as fat. Drury 
(1940) showed that glucose may also be converted into 
fat when it is given at a rate exceeding calorific needs. 
Astwood’s (1942) dogs, receiving glucose continuously at 
a rate exceeding their metabolic needs, died within 70 
hours. Further, Bjering and Iversen (1934) demonstrated 
that diabetic acidosis exaggerates the limitation of the 
power of the tubules to reabsorb glucose, and that there is 
poor retention of exogenous glucose m the presence of 
hyperglycaemia. Helmbolz and Boliman (1940) produced 
a marked diuresis in response to high concentrations of 
glucose brought about by injection, and as a result hydropic 
degeneration of the tubules occurred and temporary anuria 
developed. Franks et al. (1947) showed a “striking 
difference ” between the glucose and saline groups of cases 
in the handling of water and chloride. The fluid intake 
of the dextrose group was only slightly larger than that 
of the saline group, but the output was nearly four times 
as great, “ largely because of an elevenfold difference in 
glucose output” Sunderman and Dohan (1941) found that 
hyperglycaemia causes the withdrawal of water from the 
tissues, and, conversely, that the administration of insulin, 
with the consequent fall in blood sugar, caused the transfer 
of water and electrolytes from the plasma to the tissues. 
In addition, cases of acidosis lost body water and electro- 
lytes after the withdrawal of insulin (Atchley et al., 1933). 

The consistent high mortality for cases of diabetic coma 
in England due to circulatory' failure and “intractable 
dehydration ” led us to reconsider the value of the thera- 
peutic measures employed, particularly with regard to the 
use of glucose and its effect on procedures adopted to 
correct dehydration. 


Material 

The West Middlesex is a hospital of 1,670 beds serving 
-a wide area in south-west Middlesex. A large proportion 
of cases of diabetic coma are admitted as emergencies, never 
having been under the management of the physician in 
charge of the diabetic out-patient clinic. Only those cases 
which are unconscious and not responsive to external 
stimuli are considered cases of coma. All others, irrespec- 
tive of the level of the blood sugar, are treated as cases 
of diabetic ketosis or pre-coma. The mortality in cases 
of diabetic pre-coma is negligible whether or not glucose 
is administered in the early stages of treatment. 
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The 28 consecutive cases of true diabetic coma which 
were admitted to this medical unit between September, 
1944, and March, 1948, have been studied. Those cases 
admitted before February, 1946 (Group A), were given 
glucose throughout the first twenty-four hours of treatment, 
whereas cases admitted after that date (Group B) had no 
glucose until the blood sugar had reached normal levels or, 
alternatively, until the patient was able to sit up and drink 
the glucose without help. 

Procedure 

On receipt of information from the admissions officer a 
bed with electric blankets, enema and gastric lavage equip- 
ment, “ cutting-down set ” with pint flasks of normal saline, 
together with syringes and bottles for chemical investiga- 
tions, are held in readiness. On arrival the patient is put 
to bed, surrounded by warm blankets. .The diagnosis is 
confirmed and the severity of the attendant infection 
assessed. A gastric lavage and a cleansing enema are 
given while the house-physician cuts down on a vein, 
removes blood for chemical testing, injects insulin, and 
proceeds, as the ward sister finishes her work, to set up 
the intravenous drip. 

Insulin.— The mental state of the patient and the severity of 
the concurrent infection determine the size of the initial dose 
of insulin, which is never less than 100 units. Where a patient's 
mental state is graded 4 (Collen) 200 units are usually adminis- 
tered, a quarter of it intravenously. Insulin is given at intervals 
of not less than two hours thereafter. 

Fluids . — The Group A or glucose cases receive intravenous 
normal saline with 4.3% glucose, and Group B or saline cases 
receive normal saline intravenously until there is adequate 
correction of the hypochloruria, after which half-normal 


definition of coma varies widely and there is no entirely 
satisfactory method of assessing the severity of individual 
cases. Timing the duration of coma is not always a simple 
matter,' and it is difficult to obtain a history of exactly 
when, in the insidious course of diabetic ketosis, a patient 
lapsed from, one mental state to another. Further, there 
is no definite evidence that the duration of coma up to 
about eight hours, taken by itself, correlates closely with 
the ultimate outcome. Collcn’s indices have been used, 
as they appear to be the most accurate available guide to 
prognosis (Collen, 1942). He computed his severity index 
by means of the following formula 

30(M.S. + C) + 50 + A - diastolic B.P. 

4 

where M.S. is the mental state and C the complications. 

M.S. is graded thus: 0 = conscious, 1 = drowsy, 2 = semi- 
conscious, 3 =. unconscious but with response to pain, 4 = 
unconscious with no response to pain. 

C is “ complications,” graded numerically from 0 to 5 in 
terms of danger to life. Grade 1 is “ infection or other com- 
plication present ” but of no real consequence. Grade 5 is 
“ infection or other complication present ” which by itself 
would seriously endanger life. Examples: Grade 1 — car- 
buncles (Case Bl), pyelitis (Case B6) ; Grade 3 — lobar 
pneumonia (Case B14); Grade 5 — bilateral empyemata 
(Case B8). 

A = Age in years. 

Indices of over 60% are considered invariably fatal and 
those of below 30% bear a good prognosis. As Franks 
remarks, it would appear that only those cases in the 
“ intermediate group are suitable for the evaluation of a ' 
therapeutic regimen.” 


Table I . — Group A Cases 


Case 

No. 

Arc 

and 

Sex 

Dura- 

tion 

or 

Coma 

(hoursj 

M.S. 

c. 

BP 

Collen's 

Indes 

% 

Blood Sugar 
(mg per 100 ml.) 

Alkali Reserve 
(Vois. CO x %) 

Insulin Units 
(Total Dose) 

i 

Fluids 

(pints) 

Deaths 

Intra- 

venous 

24 

hrs. 

Tolal 

24 

hrs. 

Adm. 

4 

hrs. 

8 

hrs. 

12 

hrs. 

16 

hrs. 

20 

hrs. 

Adm. 

hrs 

4 

hrs. 

m 

B9 

Adm. 

4 

lirs. 

8 

hrs. 

12 

hrs. 

24 

hrs. 

1 

55 F 

m 

4 

2 

100/55 

57 

880 

760 





8 

12 



ESI 

IJitl 

600 



6 


Died 

2 

61 M 


3 

2 

145/90 

43 

76S 

610 

463 




17 




EH 


600 

800 


8. 


Died 

3 

26 M 

Bl 

3 


110/70 

24 

660 

5S0 

480 

312 

180 

214 

12 

18 

31 

r 

200 

400 


680 

800 

9 - 

14 


A 

31 F 

■a 

3 

1 

90/60 

35 

510 

Eil 

495 

216 

204 

214 

15 

16 

18 

26 


360 

440 

480 


12 

15 


5 

56 F 

mm 

4 

2 

130/75 

53 

Kiila 

830 





9 

■tl 

13 


200 

EMI 

760 



8 


Died 

6 

18 F 


3 


100/65 

23 

822 

750 

59S 

580 

312 

226 

18 

EH 



100 

300 

500 

6S0 

Wtlil 

n 

17 


7 

32 M 

— 

4 

7 

50/30 

58 

985 

810 

805 

620 



5 

n 



200 

380 

580 

700 


ii 


Died 

8 

37 F 


4 


70/50 

38 

708 

64S 

630 

524 

475 


14 





400 

600 

800 

1,060 

8 

15 


9 

29 F 


3 

t 

100/75 

31 

540 

438 

256 

180 

84 






100 

300 

460 

580 

740 

8 

13 


,0 

14 F 

2 

4 

1 

95/65 

37 

61S 

616 

543 


198 

216 

1 




hU 

460 

Pi 

740 

840 

9 

12 

- 


saline is given. Every case receives not less than 2 pints (1.14 
■■-;>) of fluid intravenously in the first hour. In the older dia- 
or in cases in which cardiac embarrassment is expected, 
ntragastric drip is set up after the fourth to sixth hour, 
, u though altered blood may have been present in the 
jiomach contents during lavage. 

Glucose . — The saline cases do not receive glucose in the 
lirst four-hour period, and in the second four-hour period it 
is given only if the patient becomes fully conscious. In the 
third four-hour period glucose is always administered, usually 
by mouth. Not more than 100 g. is given over the first 24-hour 
period in any one case in the saline scries. The glucose cases 
receiic a standard solution of 4.3% glucose in normal saline, 
whether by vein, mouth, or intragastric drip. 

Potassium . — Since the publication of Holler’s (1946) case and 
the subsequent cases by Nicholson and Branning (1947) and by 
Martin and Wcrtman (1947), about 1 dr.- (4 g.) of potassium 
chloride is left in the stomach after lavage in the most severe 
cases. 

Results 

A comparison of therapeutic results between different 
scries of cases of diabetic coma is not always easy. The 


Group A or Glucose Cases 

Group A comprises ten cases ranging from 14 to 61 years, 
with an average of 35.9 years. Seven cases were in females. 
The figures given for the duration of coma are approximations. 
On admission all the cases described were unconscious and 
did not respond to external stimuli. Five cases responded 
feebly to a strong painful stimulus applied to the sole of the 
foot. Complications were few in this group and were mild in 
nature. The diastolic blood pressure ranged from 30 to 90 mm. 
Hg. Collen’s formula was worked out and indices of between 
23 and 58% (average 39.9%, mean deviation 10.2) were found. 
The four patients (Cases 1, 2, 5, 7) who died had indices of 
57, 43, 53, and 58% respectively. 

The initial blood sugar for the ten cases averaged 729.5 mg. 
per 100 ml., the lowest being 510 mg. and the highest 985 mg. 
The fall during the first four hours was calculated for each case: 
the readings for Case 5 rose, but the mean fall was 75.3 mg. per 
100 ml. 

Fluid intake for the survivors over the first 24 hours was 
14.3 pints (8.13 litres), of which 9.5 pints (5.39 litres) were given 
intravenously and the remainder by other routes, such as by 
intragastric drip, by rectum, and by mouth. Glucose was 
administered in this group at the rate of 46 g. in the first hour. 
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23 g. in the second, and between 20 end 30 g. in the succeeding 
two hours. The average total glucose intake was 330 g. in 24 
hours. The volume of the urinary output was measured in 
five cases. The output was 43.3% of the fluid intake. 

The initial dose of tnsuiin was either 100 or 200 units, with 
similar amounts given at two-hourly intervals until the readings 
showed definite signs of a fall. An average of 807 units was 


The most significant result is that the mortality in Group 
A was 40% and in Group B 11%. Further, the [all in 
-blood sugar in the first eight hours was more pronounced 
in the saline group and the output of urine (eight cases) 
was 21% of the total intake for the twenty-four hours, 
whereas in the glucose cases urinary' output (five cases) 
amounted to 43% of the intake. Nearly 50% more fluid 


Table II . — Group B Cases 


i 

Caw 

No 

Age 

and. 

Sex 

Dura- 

Uon 

of 

Coma 

(hours) 

MS 

C 

BP. 

Collen's 

Index 

% 

Blood Sugar 
(mg. per 100 ml.) 

Alkali Reserve 
(Vols COM 

Insulin Units 
(Total Dose) 

Fluids 

(pmu) 

Deaths 

Intra- 

venous 

24 

hrs 

Total 

24 

hrs. 

Aden 

4 

hrs 

8 

hrs 

12 

hrs 

16 

hrs 

20 

hrs 

Adm. 

hrs 

a 4 „ 

8 

hrs 

12 

hrs. 

Adm 

4 

hrs 

s 

hrs. 

12 

hrs 

24 

hrs 

J 

!6M 

3 

3 

1 

100/ 60 

32 

934 

340 

350 

212 

ISO 


16 

3S 



200 

360 

420 

4S0 

5S0 

6 

9 



42 F 

2 

T 

a 

105/65 

44 

7S0 

420 

518 

232 



18 

IS 

30 

50 

200 

360 

480 

600 

700 

5 

s) 


3 

4S F 

5 

4 

l 

100/50 

50 

1,050 

7S8 

2$0 




U 

76 


720 

380 

460 

520 

640 

6 

9 


4 

55 F 

5 

3 

1 

HO'55 

43 

835 

418 

242 




15 

30 



100 

300 

420 

500 

620 

5 

n 


5 

42 M 

1 

3 

t 

100 '70 

35 

900 

X16 

340 




12 

14 



200 

380 

460 

820 

640 

2* 

7 


6 

40 F 

3 

3 

i 

125/70 

35 

597 

194 

120 




14 

40 



■’00 

360 

420 

480 

5S0 

4 

9 


7 

45 M 

4 

3 


1 30/80 

26 

9S0 

630 

318 




14 

26 



100 

300 

500 

660 

£60 

s 

11 


8 

22 M 

6 

4 

s 

40/0 

86 

954 

7 

648 




9 

n 



300 

600 

"60 

920 

MOO 

8 


Died 

9 

25 F 

5 

4 


95/55 

35 

MS0 

67S 

32S 




10 

25 



100 

300 

500 

640 

740 

5 

n 


10 

33 F 

3 

3 

l 

*2 5/73 

32 

786 

4S6 

320 




16 

32 



100 

300 

460 

540 

6S0 

6 

10 


u 

19 M 

i 

4 

•» 

I25'S0 

35 

1,074 

728 

— 

246 



15 

— 

39 


200 

400 

600 

850 

J. 050 

S 

11 


J2 

17 F 

3 

3 

I 

1 JO/75 

28 

832 

528 

_ 

308 



22 

47. 



100 

300 

460 

620 

780 

5 

10 


n 

n f 

5 

4 

1 

95/65 

37 

542 

2S2 

102 

265 



15 

32 

45 


100 

300 

360 

400 

4S0 

4 

9 


14 

27 F 


3 

3 

120/80 

44 

764 

374 





18 




100 

300 

480 

540 

680 

5 

12 


15 

42 F 

2 

4 

3 

US/60 

60 

924 

502 

2S0 




10 

10 



200 

400 

560 



7 


Died 

16 

13 F 

Coma 

4 


90/50 

33 

630 

380 





» 

30 



SO 

240 

360 

460 

560 

5 

9 




on a dm 























17 

44 M 

2 

3 

3 

no/so 

49 

920 

540 

324 




17 

48 



700 

3 SO 

460 

520 

640 

7 

14 


18 

5SF 

4 

3 

2 

135/80 

45 

£60 

500 





9 

22 



200 

400 

560 

720 

£60 

4 

U 



* Case 5 received only two pints of fluid intnuecoudy, the third and fourth pints havinp inadvertently dnppcd m:o the bedaJofljrs- Nevertheless, the pities t 
* rehydraied adequately. 


given to each surviving case in 24 hours. The urine became 
acetone-free in this group of cases in 13 hours (range 10 to 
24) 

Group B or Saline Cases 

This group comprises eighteen cases ranging from 11 to 5S 
years, with an average of 33.3 years. Twelve cases were m 
females. Six cases fell into the most serious grading of mental 
state, whereas the remaining twelve responded to strong pain- 
ful stimuli applied to the sole of the foot The diastolic blood 
pressure fell in some cases, to dangerous levels. The lowest 
recording of 40/0 mm. Hg was for Case S, who was nearly 
monbund. The highest readings, 135/80 mm. Hg, were in Case 
18, whose pressures rose m convalescence to 185/110. There 
were all degrees of complications, eight being Grade 1, three 
Grade 2, three Grade 3, and one Grade 5. Case 15 had lobar 
pneumonia and Case 8 suffered from bilateral empyemata. 
These two patients (severity indices 60 and 86% respectively) 
died. Colten’s indices for the whole group ranged from 26 to 
86%, with an average of 41.6% (mean deviation 9.8). 

The mean initial blood sugar was 865 mg. per 100 ml., the 
lowest being 542 mg and the highest 1,150 mg. The calculated 
fall in the first four hours was 339 mg. The total 24-hour fluid 
intake for the sixteen surviving patients was -almost exactly 
10 pints (5.68 litres), of which 5 pints (2.84 litres) were given 
intravenously. The total urinary’ output in those cases (eight 
in number) where the urine was successfully collected and 
measured amounted to 2 1 % of the total 24-hour intake. The 
initial dose of insulin was either 100 or 200 units. Three 
hundred units were given in one case (100 intravenously), but 
the fourth-hour sugar reading vvas unfortunately lost. The aver- 
age total dose of insulin given o'er 24 hours vvas 693 units. 
Acetone disappeared from the urine in 14 hours (ranee 11 to 
24+). 

The two groups of cases considered are of nearly equal 
severity and the age distribution is very’ similar. In other 
respects, such as depth and duration of coma, incidence of 
complications, level of diastolic pressure, and height of 
initial blood sugar, the groups of cases arc comparable. 

The procedure adopted in treatment throughout the 
first twenty -four hours was identical in the two groups 
except for the fact that Group B cases did nol have glucose 
in the early stages of treatment 


was required to produce an adequate clinical state of 
hydration in those surviving cases given glucose. 

Comment 

There is a big difference in the mortality of two groups 
of comparable cases treated with and without glucose by 
what was otherwise the same therapeutic technique. Argu- 
ments in favour of the point of view that glucose is utilized 
at high blood-sugar levels, up to 2,000 mg. per 100 ml. 
(Wierzuchowski and Bielinski, 1939), and that its adminis- 
tration in cases of coma restores carbohydrate metabolism, 
abolishes acidosis, and replenishes the liver glycogen would 
seem to be physiologically incontrovertible. Peters (1945) 
has made out a very good case for glucose administration 
on these grounds. Much of the literature and the mortality 
statistics relating to this controversy are from America, 
where cases described as those of coma include cases of 
what would he labe’led pre-coma or ketosis m Britain It 
would seem, therefore, that American authors dealing 
with large numbeis of cases of ketosis and coma find that 
only a small proportion present as emergencies of 
dehydration. 

It is possible that because of this there has been, as Root 
suggests, “ an overemphasis of the importance of an 
immediate restoration of glycogen stores in the liver." 
The controversy is still being fought on phvsiological 
issues. The main poin! disputed is whether or not a patient 
in diabetic coma can utilize glucose at a high blood-sugar 
level. 

Still undetermined are such subsidiary points as whether 
the endogenous glucose is sufficient for purposes of carbo- 
hvdrate metabolism when insulin is supplied whil quanti- 
ties of glucose are retained ai whai level of blood sugar and 
under what doses of insulin, and whether ot not the early 
administration of glucose abolishes ketosis more quickly. 
None of these points is bv any means decided for the dia- 
betic human being, although experimental an-miK with 
induced glycosuria give more or less conclusive results in 
favour of glucose utilizaiton and ehcogen resio-ation at 
high blood-sugar levels. 
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It is possible that the higher mortality for cases which 
were given glucose is not connected with the action of 
glucose on carbohydrate metabolism, which is probably 
beneficial, but on its interference with the process of 
cellular rehydration. The maintenance of hyperglycaemia 
induces an intense and prolonged glycosuria and, associated 
with it, a proportional diuresis. The urinary output bears a 
linear ratio to the glucose output (Franks et al, 1947). The 
urinary output in our Group A cases was 43.3% of the 
total intake, and the fluid intake in these cases was 43% 
more than in the cases not given glucose. 

The administration of glucose in the first four hours of 
treatment, by maintaining a heightened blood sugar, serves 
to increase water excretion, to worsen the state of cellular 
dehydration, and to add to the circulatory collapse and 
shock. This process may be of no great consequence in 
the milder cases, but where the clinical state of the patient 
is poor it may cause death. 

The results of this study indicate that glucose should not 
he administered in the early stages of the treatment of 
diabetic coma. The withholding of glucose for at least the 
first four to six hours of treatment ensures rapid rehydra- 
tion and decreases the mortality significantly in serious 
cases of coma with circulatory collapse. 


Summary 


A clinical study of 28 consecutive cases of diabetic coma 
treated with and without the early administration of glucose 
is described. 

Ten cases received glucose and 18 only saline in the first 
four to six hours of treatment. The two groups of cases 
were comparable. 

There was a mortality of 40% in the glucose cases and of 
11% in the saline cases. 

The results of (his study indicate that the administration of 
glucose to serious cases of diabetic coma in th£ early stages 
of treatment interferes with rapid rehydration and increases the 
mortality significantly. 
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SUBACUTE PANCREATITIS 

nv 

IAN MACNAB, F.R.C.S. 

Late Surgical Registrar, General Hospital, Birmingham 

The most commonly recognized types of pancreatitis are 
the acute haemorrhagic form, with its dramatic clinical 
picture and high mortality rate, and the chronic type, with 
a long-drawn-out history of dyspepsia associated with 
general ill-health. Of the other degrees of pancreatitis, 
there is the variety which gives rise to a prolonged illness, 
with abscess formation, and the low-grade pancreatitis 
which may later progress to pseudocyst formation. 

All these types are well known, but there remains another 
degree of the condition — subacute pancreatitis — which is 
not so widely recognized. Subacute pancreatitis is a fairly 
rapidly developing inflammation of the pancreas, generally 
associated with much oedema, which, though presenting as 
a surgical emergency, does not produce the same mgent 
clinical picture as is presented by the haemorrhagic form. 
There is a marked tendency to recurrence, and the mitral 
attack is generally followed by several simitar attacks over 
a period of time, producing the syndrome of recurrent 
pancreatitis. During one year at the General Hospital, 
Birmingham, there were 19 cases of subacute pancreatitis, 
of which 13 were recurrent attacks. 

Pathology : Clinical Picture 

At operation the gland is found to be enlarged and 
oedematous. The enlargement is sometimes very gross, 
and in three cases abdominal palpation revealed a mass 
which was found at operation to be an enlarged pancreas. 
In one instance the oedematous pancreas produced pyloric 
obstruction. The surface of the gland may present petechial 
haemorrhages and the peripancreatic lymph nodes are 
enlarged. There may be some free fluid in the peritoneum, 
but it is not blood-stained as in haemorrhagic pancreatitis. 
In two cases there was fat necrosis in the omentum. 

The clinical findings are shown in Tables I and II. The 
patient, usually middle-aged and obese, develops upper 
abdominal pain which, though not severe at first, gradually 
increases in intensity over several hours until it is unbear- 
able. The pain may be situated in the epigastrium or in 
the right or left hypochondrium. In some cases it is felt 
right across the abdomen under the subcostal margin. The 
pain, which may continue unabated for several hours, does 
not vary in intensity. When asked to describe the pain the 
patient generally states that it is deep-seated and boring in 
nature and that it passes through to the back. Vomiting 
occurs early, and when the stomach contents have been 
emptied incessant retching adds to the patient’s distress. 
The temperature is normal, but the pulse rate is generally 
raised.' There is some tenderness and guarding in the upper 
abdomen, and this may be present anywhere in the sub- 
costal region. There is tenderness in one or both loins and 
in the costovertebral angles posteriorly. There are some 
inconstant signs, such as jaundice, due to obstruction of 
the common bile duct by the swollen pancreas, and occa- 
sionally glycosuria. In cases presenting recurrent attacks 
the clinical picture is similar, but vomiting is not severe, and 
the tenderness, when present, is only slight. 

Laboratory Investigations 

Only two of the muliitude of investigations described 
for pancreatitis have proved of use in establishing the diag- 
nosis — estimation of the level of the serum lipase and serum 
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Tlble I Summary of Clinical Findings in Patients Suffering from an Initial Attack of Subacute Pancreatitis 


Case 


1 

! Pain 

Vomiting 

Tenderness 

Guarding 



j 

Serum Amylase { 

Treatment 


Situation 

Type 

dice 

suna 

I 

Gradual; 
24 hours 

Epigastrium and 
through to back 

Constant 
and deep- 
seated 

Sesere 

Generalized: especially 
marked in epigastnum 

Epigastnum 

Nfl 

j - u 

Urinary diastatic i 
mdex 100 units 

Conservative 

2 

3 

4 

5 

Gradual, 
4S hours 

Gradual; 

5 days 
Gradual; 

4 days 
Gradual, 

4 days 

Epigastrium, right 
hypochondnum and 
through to back 
Epigastrium, nght and 
left hypochondria 
Epigastnum and nght 
hypochondnum 
Epigastnum and left 
hypochondnum 

[ Very severe 

Set ere 

Right and left hypochondria, 
costovertebral angles 
postenorly 

Left hypochondnum and 
left costovertebral angle 
Right hypochondnum and 
nght costovertebral angle 
Right hypochondnum, ngbt 
and left costovertebral 
angles 

Left hypochondnum and 
epigastnum 

Right and 
left hypo- 
chondria 
IsB 

Right hypo- 
chondnum 
Ml 

Slight 

Nfl 

Severe 

Ml 

43S units, two ! 
months Ia*e- 
61 units ] 

32 units j 

51 „ 

i 

190 „ 

Laparotorav 

6 

Gradual, 

8 hours 

Left hypochondnum 

' 

Vomiting at 
onset severe, 
retching 
afterwards 

Nfl 

Slight 

” ! 

439 nsia; on* i 
month later 46 1 
units 

Conservative 

; 


Table II. — Summary of Clinical Findings in Patients Suffering from a Recurrent Attack of Subacute Pancreatitis 



Duration 

Pam 

Vomitmg 


Glycosuna 

Serum Amylase 

Fin dimes 2 t Laparo omy 


Attacks 

Situation 

Type 


7 

5 years 

Right hypochondnum 
and epigastnum 

Constant and deep- 
seated 

Severe 

Slight 

+ + -*-+ 

36 units 

Enlarged hard pancreas Areas 
of fat necroses in omentum 

S 

3 „ 

Epigastrium 


” 

Ml 

Nfl 

164 

Enlarged firm pancreas. Areas 
of fat necrosis in omentum 

9 

3 „ 

Subcostal, through to 
to back 


Occasionally 

•• 

•• 

19 „ 

Enlarged hard pancreas 

10 

| 3 „ 

| Subcostal 


j Severe 

! ” 


245 units (during 
attack), 39 units 
three weeks later 

Enlarged pancreas 

11 

6 „ 

•• 

.. 

Never 


•• 

258 units during 
exacerbation 


12 

“ Years ” 

Epigastnum 

If hrs after meals, 
constant for 2 hrs 

•• 


•• 

Not tested 

Enlarged pancreas Irregular 
" bosses ” 

n 

2 years 

Left hypochondnum 

1 hr after meals, con- 
stant for 2 hrs. 

Severe 

•• 

•• 

- 

Enlarged pnne-eas. Areas of 
fat necrosis in omentum 

14 

IS „ 

Left hypochondnum 

Constant and deep- 

„ 

», 

„ 

42 units 

No laparotomy 

15 

15 „ 

and epigastnum 

seated 

Occasionally 

Se\ere 

+ + + 

Diastatic index 
unne, 6 

Patient d-ed. Enlarged fibrosed 
pancreas 

16 

10 .. 

Right hypochondnum 
and nght costo- 
vertebral angle 



Nfl 

! Nfl 

Not tested 

No laparotomy 

17 

| 

” ’’ 

Severe 

” 

mm 

59 units 

Enlarged pancreas 

IS 


Epigastnum 

"Dragging " 

Occasionally 

t 

a 

504 units m exaoer- 

- 

19 

tt 

Subcostal 

Constant and deep- 
seated 


•• 

II 

217 units in exacer- 
bation 

No laparc'crv. 


amylase Several estimations of the serum amylase have 
been made both m normal subjects and m patients suffering 
from various abdominal lesions Somogyi (1932) stated that 
the normal limits were 80 to 180 units Lewison (1941) gave 
40 to 17 5 urnts as the normal range, and our results are 
more in keeping with those of Lewison than with those of 
Somogyi. 

In the initial attacks the serum amjlase is raised above 
normal and remams elevated until the symptoms have 
abated. In recurrent attacks the serum amylase is gener- 
ally below normal, presumably because repeated attacks are 
associated with fibrosis of the gland and diminution of 
acinar tissue Occasionally during an exacerbation the 
blood amylase is raised above normal and then settles to 
a subnormal limit later This was found in three of the 
cases in this series 

The diastatic index of the urine follows the changes in 
the serum amylase level and is dependent upon the renal 
threshold for amylase being exceeded 

. Diagnosis 

T The main features of subacute pancreatitis are: the deep- 
seated severe pain, which is of gradual onset and long dura- 
tion, is situated anywhere in the subcostal region, and 
passes through to the back ; the constant nature of the 
pain ; the incessant vomiting and retching ; the tenderness 
in one or both costovertebral angles; and, finally, the 
elevation of the serum amjlase 


Differentiation from Perforated Gastric Ulcer 
The clinical picture is as clear-cut as that produced by 
an acute appendicitis An acute exacerbation of symptoms 
in a patient suffering from a chronic peptic ulcer may give 
rise to confusion, but the history and a normal serum- 
amylase level should make the diagnosis obvious The 
dramatic picture presented by a perforated gastric ulcer 
differentiates it readily from subacute pancreatitis, though 
occasionally confusion may occur, as in the following case 
A man was admitted to the General Hospital on Ju]v 2, 1946, 
complaining of severe epigastric pam He gave a history of 
attacks of pain in the left hypochondnum over the previous 
twelve years. The pain was of a constant nature and would 
continue unabated for 48 hours, uninfluenced by food and un- 
relieved bv alkalis. Forty -eight hours before admis'ion he had 
what he described as “ a characteristic attack.’" The pam was 
continuous and constant for 24 hours and then subsided Twelve 
hours later the pam recurred and gradually intensified to agoniz- 
ing seventy. He vomited twice at the onset of the pain, after 
which retching was incessant On examination he was slightly 
jaundiced ; there was epigastric distension, with generalized 
abdo min al tenderness and guarding, but no rigidity No tender- 
ness was felt in the costovertebral ancle. The serum amvlase 
was 54 units, the blood sugar 270 mg. per 100 ml , and there 
was heavy glycosuria. A diagnosis of recurrent pancreatitis 
was made, but the patient was subsequently proved to be 
suffering from a perforated duodenal ulcer 

This case is unusual, however, and the differentiation of 
the two conditions should not prove difficult Confusion 
has arisen with coronary occlusion, cholangitis, and 
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intestinal obstruction: however, in each case the history and 
signs differ in many points from those presented by sub- 
acute pancreatitis, and the serum-amylase level is within 
normal limits. 

Confusion with Acute Cholecystitis 

The condition most likely to give rise to confusion is 
acute cholecystitis, especially when subacute pancreatitis 
is associated with pain and tenderness in the right hypo- 
chondrium. The differential points to be borne in mind are 
the incessant retching which accompanies subacute pan- 
creatitis, the tenderness in the costovertebral angles, and 
the rise in the serum-amylase level. Acute cholecystitis is 
often associated with a rise in temperature ; this is not seen 
in subacute pancreatitis. 

Undoubtedly many cases of subacute pancreatitis are 
incorrectly diagnosed as acute cholecystitis. Many of these 
cases are later subjected to an interval operation, and at 
laparotomy nothing abnormal is found. In such instances 
cholecystectomy may be performed with minimal patho- 
logical justification. On the other hand, evidence of a 
chronic cholecystitis may be found, and it has been stated 
that chronic cholecystitis is an aetiological factor in sub- 
acute pancreatitis. In such instances it is probably advisable 
to remove the gall-bladder, but it must be borne in mind 
that if the original condition was subacute pancreatitis and 
not acute cholecystitis, then the symptoms are apt to 
reappear. 

Recurrence of symptoms after cholecystectomy is a con- 
dition so well known that a name has been given to it — 
the post-cholecystectomy syndrome. This syndrome may 
be produced by a stone in the common bile duct or by 
attacks of pancreatitis. This latter condition, though not 
generally recognized, is much more frequent than is com- 
monly acknowledged. The following is a typical case. 

This patient, aged 67, was admitted to the General Hospital 
suffering from jaundice. A cholecystectomy was performed in 
1930, and since that date the patient had had attacks of pain 
situated in the epigastrium and left hypochondrium which would 
continue unabated from two to eight hours. Vomiting and 
retching and occasionally jaundice were associated with the 
attacks. During the month before admission the patient had 
had several such attacks and had become progressively more 
jaundiced. There was marked glycosuria and the diastatic 
index of the urine was 6 Wohlgemuth units. Death occurred 
shortly after admission, and necropsy revealed an enlarged 
fibrosed pancreas with dilated ducts. 

Confusion with Gall-stone Colic 

When subacute pancreatitis is associated with jaundice 
the condition may be confused with gall-stone colic. A 
careful consideration of the history and physical findings 

» ken in conjunction with the level of the serum amylase 
Ipuld differentiate the two conditions. In this respect the 
fllow ing case of subacute pancreatitis is of interest. 

Cose 5 (see Table I ). — This patient, a young woman, was 
admitted to the General Hospital on Sept. 19, 1945, with a 
history of attacks of epigastric pain over the previous ten days, 
increasing in severity. The pain was constant in nature and 
uas associated with severe vomiting. Four days before admis- 
sion the patient became jaundiced. On examination she was 
ueeply jaundiced ; the abdomen was flaccid, with guarding and 
tenderness in the right hypochondrium and tenderness in the 
costovertebral angles posteriorly. A radiograph revealed a 
shadow m the gall-bladder area which was reported as being 
possibiv due to a gall-stone. The serum amylase was 190 units. 
A pre-operative diagnosis of cholecystitis was made, but laparo- 
tomy revealed a normal gall-bladder with no evidence of calculi. 
The pancreas was swollen, congested, and oedematous, and the 
pcnpunercatic hmph glands were enlarged. The patient made 
an uneventful recovery. Four weeks later the blood amvlase 
was SO units. 


Treatment 

The treatment of subacute pancreatitis is conservatiu 
Rest in bed should be enforced until symptoms have sub- 
sided. Large doses of morphine may be necessary in th 
first few hours to give the patient relief from pain, bn 
apart from this no other special medical treatment is indi- 
cated. When there is a history of recurrent attacks of sub- 
acute pancreatitis the gall-bladder should be investigated, 
and if there is any evidence of chronic cholecystitis chole- 
cystectomy should be performed, as it is very probable 
that the diseased gall-bladder is acting as the focus of infec- 
tion for the recurrent attacks of pancreatic inflammation. 

Typical Case Reports 

The following two cases are reported in full as being 
typical of the conditions described . 

Subacute Pancreatitis (Case 6) 

A middle-aged man was admitted to the General Hospital 
on Dec. 28, 1945, complaining of severe pain in the left loir 
and left hypochondrium. The pain was described as being 
deep-seated and passing through to the back. It later radiatec 
to the right hypochondrium. The patient vomited at the onse 
of the attack and had suffered from severe retching throughoul 

On examination he was jaundiced and was lender on dee] 
palpation in the left hypochondrium, the epigastrium, the -lei 
loin, and the left costovertebral angle. The serum amylas 
was 439 units and the serum bilirubin 6 mg. per 100 ml. H 
settled down on conservative treatment, and a month later hi 
blood amylase had fallen to 46 units. 

Recurrent Pancreatitis (Case 7) 

A man was admitted to the General Hospital on Nov. 2( 
1941, complaining of intermittent attacks of epigastric pai 
over the previous eight weeks. The pain was continuous an 
was unrelated to food. The attack immediately before admii 
sion had continued for four days, during which time he ha 
vomited incessantly. A diagnosis of subacute intestinal obstnn 
tion was made. A laparotomy was undertaken, but failed I 
reveal any abnormality. The patient made an uneventful pos 
operative recovery. 

- On Nov. 21, 1942, he was readmitted complaining .of an 
exactly similar attack of only two hours’ duration. A diag- 
nosis of perforated gastric ulcer was made, but laparotomy 
revealed' no abnormality in the stomach. The pancreas was 
swollen greatly and was very hard. He- again made an 
uneventful post-operative recovery. 

On May 5, 1944, a similar attack occurred and the patient 
was readmitted to hospital. A diagnosis of subacute obstruc- 
tion due to severe constipation was made. It was noticed that 
he was suffering from severe diabetes. 

On April 12, 1946, he was readmitted after an exactly similar 
attack. On examination he was tender in the epigastrium, in 
the left hypochondrium, and in both costovertebral angles. The 
blood sugar was 235 mg. per 100 ml. and the blood amylase was 
36 units. The patient progressed well on conservative treatment 
and was discharged in ten days. 

I am convinced that Case 7 was a clear-cut instance of 
recurrent pancreatitis. The low level of the serum amylase 
is in keeping with the fibrosis which must have occurred 
in the pancreas. 

Conclusion 

Subacute^ pancreatitis has a clinical picture as clear-cut 
as that presented by a perforated gastric ulcer. The diag- 
nosis, though it may readily be made by consideration of 
the history and physical signs, is confirmed by the changes 
in the serum-amylase level. 

The possibility of subacute .pancreatitis must always be 
borne in mind when diagnosing an abdominal emergency, 
especially acute cholecystitis. Confusion of the condition 
with cholecystitis accounts for many of the cases of recur- 
rence of symptoms following cholecystectortiy. This error 
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in diagnosis would largely be obviated if serum-amylase 
in\ estigations were more often employed in elucidating 
obscure cases of upper abdominal pain. 

Subacute pancreatitis is not a rare condition, and its diag- 
nosis depends largely on being aware of the existence of 
this clinical syndrome. 

Summary 

Subacute pancreatitis is a clinical entity readily differentiated 
from acute haemorrhagic pancreatitis and other abdominal 
emergencies. 

Patients suffering from this condition present as an acute 
abdominal emergency but settle down on conservative treatment. 

The condition is xery apt to recur. Of the 19 cases presented 
13 were recurrent attacks. 

It is suggested that estimation of the serum-amylase level 
should be more widely employed to differentiate this condition 
from other acute abdominal lesions. 

I v. on M like io thank Professor F. A. R. Stammers for his help 
in presenting this paper 
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During the months of January and February, 1949, several 
Army units in Mid-West District, which comprises the 
whole of Wales and the adjoining English counties, reported 
that cases of influenza were occurring among their person- 
nel. The first cases to be diagnosed as influenza occurred 
on Jan. 19 in units stationed at Malvern. The second unit 
affected was a Boys' Battery of the Royal Artillery', near 
Rhyl, on Jan. 24. On Jan. 31 cases were reported at Lich- 
field and on the following day at Donnington. Oswestry' 
garrison were the next victims, on Feb. 7, and by Feb. 21 
cases were also being reported from Nesscliffe, near Shrews- 
bury, Wrexham, and Tonfanau, on the Welsh coast. A total 
of 646 cases were notified from all Army units in Mid-West 
District from the start of the outbreak on Jan. 19 to 
Feb. 21. 

Features of the Outbreak 

It had been preuously impressed upon all ranks that if 
an epidemic of influenza did occur it was of prime impor- 
tance to report sick early. Nearly all soldiers affected 
attended their medical officer within a few hours of experi- 
encing their first symptoms. It is interesting to note that, 
in one instance only, a soldier remained in his barrack room 
for over 24 hours before reporting sick. Eighteen out of 
twenty of his comrades in the same hut developed influenza 
later. 

The main features were a sudden onset with frontal head- 
aches, a transient sore throat without lymph-node enlarge- 
ment or tenderness, a slight cough, and a feeling of general 
weakness and lassitude, coupled with aches and pains in the 
arms and legs and in the lumbar region. Mild rigors pre- 
ceded the rise in temperature, which was in the neighbour- 
hood of 103° F. (39.4° C), although a few cases did develop 
temperatures of 105° F. (40 6° C.). Circumoral pallor, 
injection of the conjunctivae, and profuse nasal discharge 
were absent. Epistaxis occurred in a few cases at Lichfield, 
but was not a common feature. The temperature gradually 


dropped, and by the fourth day of the disease most patients 
were apyrexial. Chest complications did not occur and 
after-effects were absent amongst the great majority' of 
male patients. In the few cases occurring in the W.R.A.C. 
or A.T.S., however, lassitude and post-influenzal depression 
were noted. 

Patients were treated in camp reception stations until 
their temperature subsided, and were then transferred to 
barrack accommodation for a convalescent period of two 
days before starting duty. The average duration of the 
illness from the initial symptoms until return to full duty' 
was between six and eight days. 

Treatment . — This was of a palliative nature. Warmth, 
rest in bed, and plenty' of fluids by mouth were the main 
principles adopted. Salicylates and Dover's powder were 
given during the pyTexial period, and codeine if the cough 
proved troublesome. 

Laboratory Investigations 

When it was obvious that a definite outbreak had 
occurred each garrison was visited and throat washings in 
10-15 ml. of sterile saline were taken from selected cases. 
Febrile patients or cases in the early stages of the illness 
were chosen so far as was possible. The washings were 
packed in ice and delivered within six hours to the Central 
Public' Health Laboratory', Colindale, and the National 
Institute for Medical Research, Hampstead, where they 
were examined for the presence of virus. Broth was not 
added to the washings: the addition of 5 ml. would have 
improved the chances of recovering the virus. 

The first of the paired sera required for the Hirst and 
complement fixation tests was taken at this visit. This 
was held in the refrigerator at 2-3° C. until the second of 
the pair was taken, on the twelfth to fourteenth day of the 
disease. 

The sera were examined by Dr. A. P. Goffe at the Central 
Public Health Laboratory’. Colindale ; the results are indi- 
cated in brief in the tabulated schemes which follow. 

Table I — Case s at Rhyl (all males ) 


Symptoms 


Case 

N °l 

Age 

in 

Years 

Shivering 

Head- 

ache 

Sore ‘ 
Throat 1 

Cough 

Muscle i 
Pains j 

Tempemture 
on Da> of 
[ Disease 

I , 

lfii 

, +~ 

+ 

^ ! 

i j- 


1 100 S*F.; 1st 
! (38 2 C C) 

2 1 

15* ; 

\ + + 

11 

+ 

~ 

+ 

1 

1 101 6* F.; 1st 
(3S-rC) 

^ ! 

20 

! ++ 

++ 


1 ~ I ~ 

-L 

1 

97-0 5 F.: 3rd 
(36 I s C.) 

4 i 

17* 

I 

! ++ 

+ 

— 

; + 

~ | 

9S-0* F.;4th 
(36-7° C.) 

5 \ 

161 


T-4- , 


+ 

— 

97 S* F.;3rd 
, (36 55’ C) 

6 i 

16 

+ 

- + 1 

L 1 

u. 

- l 9S-0" F ;4th 
| ’ (35-7* C) 


Satire fVasHnzs — Report on Feb 2 1949: Type A virus .sorted in two cases 
from washings taken on Jan. 28. 1949. 

Hmt Test . — Four cases showed fourfold rise of antibody inhibiting fowl red -cell 
agglu tinin (A PR 8) in second serum. Two cases in which the first serum viaken 
on the fourth day of illness) showed a high turn (l in 48) had a twofold roe on the 
14 th day in antibody to A PR 8 agglutinin 

C.F.T . — Second sera showed 16- to 64-fold rise in complement-fixing antibody 
to Type A strain antigen. 

Result . — Influenza type A. “ , 
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Chart showing the white cell cotmt of the Rh}l cases (see Table F). 
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Tablf It . — Cases at Lichfield (all males) 


Case' 

No. 1 

i Symptoms 

1 Age 

f j 

1 | 

t Shivering 

; | 

Head- | 
ache | 

1 

Sore 

Throat 

i ; 

[ Cough 

1 

Mutfcie ] 
P&itis i 

Temperature 
on Day of 
Disease 

t 

; 18 i 

: 


Dry 

i + 


tot *6° F.-.imi 
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| 18 I 

i - i 

+ i 

Dry 
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1 

(38- 3° C.) 

5 1 

19 1 

+ i 

■ 

Dry 

+ 

1 

98-4° F.; 2nd 

1 

1 

t 

I 




(36-9° C.) 

4 

22 

4* 

+ 

+ 


+ 

102-8° F.: 1st 

i 

i 


i 

t 

f 

, 

i 

(39-3° C.) 


Saline Washings Virus was not isolated from these washings. 

C.F.T . — Second sera showed 4- or 8-fold rise in titre of complement- fixing 
antibody to Type A strain antigen. 

Result — -Influenza typo A. 


Table HI . — Coses at Donnington (all males) 






Symptoms 



Case 

No. 

Age 

Shivering 

Head- 

ache 

Sore 

Throat 

Cough 

Muscle 

Pains 

Temperature 
on Day of 
Disease 

1 

19 

+ 

4- 

- 

- 

4' 

99-6° F. ; 3rd 
(37-55° C.) 
99-8° F.; 3rd 
(37-7° C.) 

2 I 

18 

+ 

4* 



4- 

3 

18 , 

1 

4- 

i 

+ 

1 

— 

— 

+ 

i 

98-0° F.; 3rd 
(36-7° C.) 
100-0° F.; 2nd 
(37-8° C.) 

4 

19 

+ 

+ 

— 

1 

+ 

5 

20 

■ — 


~~ 

4* 

+ 

100-2° F.; 3rd 
(37-9° C) 

6 

19 


+ 


+ 


100-8° F.J 3rd 
(38-2° C.) 
100-2° F.; 5th 
(37-9° C.) 

7 

20 

+ 


4- 

+ 


6 

18 

+ 

* 


4- 


99-4° F.: 3rd 
(37-4° C.) 


Saline Washings.— Typo A strain of virus isolated ia one case from washings 
taken on Fob. 9, 1949. 

C.F.T. — Second sera showed 8- to 32- fold rise in litre of complement-fixing 
antibody to Typo A strain antigen. 

Result .— Influenza typo A. 

Complement fixation tests on sera from four cases at 
Malvern showed results with Type A strain antigens similar 
to those in the Tables. 

Preventive Measures 

Early diagnosis and rapid isolation of the patient were 
aimed at in order to check the spread throughout each unit. 
Strict attention was paid to the adequate ventilation of 
barrack rooms and to the spacing of beds to the optimum. 
General measures on the maintenance of the health of the 
troops, the shaking and airing of blankets in the open, and 
the sweeping of floors, previously sprinkled with water, were 
adopted. Routine gargling and the spraying of rooms with 
lisinfectant were not carried out, nor was prophylactic 
noculation attempted. Unit cinemas were closed for a 
>hort time in two areas at the height of the outbreak, hut 
If numbers of cases occurring did not warrant restricting 
• movement of troops or cancelling the intake of National 
jrrvicc men to training establishments. 

The movements of the first three cases occurring in each 
unit prior to the onset of symptoms were investigated, with, 
novel er, inconclusive results. No direct connexion with 
(he European epidemic could be traced. 


Summary 

An outbreak of influenza of the Virus A type occurring in 
Army units in Wales and the West Midlands is reported. 
-yrapionM, treatment, iaboratory investigations, and preventive 
measures adopted are described. 


Our thanks are due to Lieutenant-General Neil Cantlie, C.B., M.C 
^ P ll S? o £ < Jf neT0 * Army Medical Services, and Maio 
General R. W . Galloway, C.B.. C.B.E., D.S.O., K.B.S., DJD.M.! 
Wes-em Command, for permission to publish this report. 


SPONTANEOUS INTRA-ABDOMINAL 
HAEMORRHAGE 

BY 
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AND 
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(From the Control Middlesex County Hospital, 

Park Royal, London) 

Spontaneous intraperitoneal haemorrhage — i.e., that occur- 
ring without any obvious cause such as cirrhosis of fee 
liver (James, 1930) and rupture of aneurysm— -has been 
recorded in 26 cases* — 19 collected by Berk, Rothschild, 
and Doanef (1941), three reported by Marks and Freed- , 
lander (1945), and one each by Keusenhoff (1934), Matheson ' 
(1934), Crile and Newell (1940), and Haugen (1944). 

In only eight of these cases were necropsies performed. In 
KeusenhofFs case and in two cases recorded by Mooiehtad 
and McLester (1936) a definite arterial rupture was found ', 
but in the remaining five no single vessel could be 
held responsible, though in Matheson's case the haema- 
toma was related to the branches of the ileocolic artery. 
Four of the cases had clinical or morbid anatomical evi- 
dence of hypertension (Moorehead and McLester two, and 
the fatal case of Marks and Freedlander) or arteriosclerosis 
(Keusenhoff). Haugen’s case, which followed appendices 
tomy, like those of Matheson (1934), Churchman (1911), 
and Hartley and MacKechnie (1934), showed no evidence 
of vascular disease, but in these cases blood-pressure read- 
ings before the catastrophe or reports on the histology 
of the kidneys are lacking. 

Three cases of spontaneous abdominal haemorrhage, 
two of which included a haemoperitoneum, aTe described 
below. 

Case 1 

A woman aged 58 was admitted with a four-months history 
of discharging ear (? cerebral abscess). She had had pain in the 
left hypochondrium for one month accompanied by vomiting 
when severe. Investigations before admission showed: haemo- 
globin, 66%; leucocytes, 17,300 per cm (89% neutrophils); 
serum Wassermann reaction, negative. 

On examination the temperature was 99° F. (37.2° C.), pub* 
110. She had a profuse discharge from the right ear, and 
diplopia on looking above the horizontal. The abdomen 
appeared normal. The B.P. was 140/80. Leucocytes numbered 
43,000 per cm. Two days after admission she had severe 
upper abdominal pain and urge to defaecate, but the bowels 
were not opened. On examination she was pale, the pulse was 
160, and there was extreme tenderness in the upper half o' 
the abdomen. She died in less than an hour. 

Necropsy . — Intracranial disease was not discovered. Very 
marked purulent bronchitis and emphysema were found. 0? 
opening the abdomen large blood clots were seen in the pen- 
toneal cavity. The greater omentum and lesser sac also con- 
tained blood clot. Careful dissection of the branches of the 
coeliac axis, the superior mesenteric artery, and the tributanes 
of the portal vein failed to reveal any macroscopic evidence of 
structural change in their walls or of" thrombosis. Smaller 
vessels within the area of haemorrhage in the pancreas were 
also minutely examined without any abnormality being detected. 
Both renal arteries contained thrombi, the kidneys appearing 
very pale but otherwise normal. The bowel contents were 
black, but there was no macroscopic (esion in the intestinal 
mucosa. 

Histology. — Omentum : — A huge area of haemorrhage occu- 
pied the omental fat tissue, which included a central area of 

"Since submission of this paper a case of malignant hypertension 
with haemoperitoneum has been published by De Navasqucz an a 
French. 

tThc case of Florence and Ducuing 0913) was traumatic. 
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haemorrhagic necrosis. This area was surrounded by macro- 
' phages containing haemosiderin. Outside the haemorrhagic areas 
the arterioles showed fibrinoid thickening of the intima, and 
collars of lymphocytes, eosinophils, and macrophages. In addi- 
tion. several islets of haemopoiesis were found. Myocardium : 
—-Only the vascular changes were striking. The arterioles 
showed subintimal swelling, sometimes in the form of apposi- 
tional loosely woven pink cushions and sometimes in the form 
of intensely eosinophil hillocks over which endothelial cells 
appeared unusually prominent and sometimes detached. 
Spleen : — I h ere was very extensive and marked hyaline 
fibrinoid infiltration of walls of arterioles with reduplica- 
tion of elastic laminae of some vessels. Pancreas : — Marked 
hyalinosis of arterioles was present. Stroma was rich in fat 
grapes and contained extensive areas of haemorrhage. 
Stomach : — Arterioles of outer layers of wall, outside and in 
the periphery of blood clot, showed marked hyaline fibrinoid 
infiltration. Innumerable collagen shreds could be seen in the 
cloL Kidney : — A fair number of glomeruli showed hyalinosis 
of the afferent arterioles. Many glomeruli appeared enlarged, 
with fusion and hyalinization of loops and increase in nuclei. 
There were tubular casts but no crescent formation. An occa- 
sional glomerulus showed fibrinoid change in some of its loops. 
Another section showed several collections of lymphocytes, the 
most conspicuous being around a hyalinized vessel the lumen 
of which was completely occluded by hyaline material, part of 
which showed fibrinoid change. 

Comment . — Necropsy revealed no intracranial lesion 
and no source for the haemorrhage. Histologically there 
were .widespread arteriolar thickening and kidney changes, 
as normally seen in hypertefision, to which the massive 
intraperitoneal haemorrhage may therefore be attributed, in 
spite of the readings, wfiich were, however, taken only after 
the onset of the disease. That the arteriolar changes may 
have given rise to the haemorrhage is possible, especially 
as similar lesions occurring in dermatomyositis have been 
shown (Page!, Woolf, and Asher, 1948) to lead to extravasa- 
tion of blood, though this was admittedly microscopic. 
Goldblatt’s (1938) finding of petechial and larger haemor- 
rhages in dogs with experiment malignant hypertension 
provides further support. The petechial haemorrhages in 
such cases were associated with dissection of necrotic or 
hyalinized arteriolar walls by red blood corpuscles. On 
the other hand, the possibility of a haemorrhagic diathesis 
may be considered, although Bruce’s (quoted by Berk, 
Rothschild, and Doane, 1941) similar case with recovery was 
subsequently investigated for bleeding tendency without 
success. Multiple small discrete haematomata in the greater 
omentum and mesentery' in Hartley and MacKechnie’s case, 
however, suggest that their patient may have had a 
haemorrhagic diathesis. 

The following case of abdominal haemorrhage affecting 
chiefly the ilio-psoas muscle, though lacking a haemo- 
peritoneum, showed in other respects a striking resemblance 
to Case 1, and is therefore included. 

Case 2 

A woman aged 65 had had rheumatoid arthritis for eight 
years, and recently the onset of dyspnoea, nycturia, and swel- 
ling of the feet. On examination myxoedema, congestive cardiac 
failure, and advanced rheumatoid arthritis were found. The 
B.P. "ns 180/100. She collapsed and died two days after 
admission. 

Necropsy . — Very pale and thin body. Basilar artery and 
circle of Willis showed severe atheroma. Right pleura adherent 
and oedematous, with numerous small haemorrhages (up to 
0.4 cm. diameter), marked left ventricular hypertrophy, and 
atheroma of endocardium below aortic valves. Severe atheroma 
of coronary arteries. Femoral arteries showed medial sclerosis. 
Kidneys granular, with variegated cortex. There were extensive 
areas of intramuscular haemorrhage up to 5 by 4 cm. diameter 
in the superficial portions of the rectus abdominis and in the 
ilio-psoas muscles. 


Histology. — Psoas muscle: — There was a massive haemorrhage 
beneath the fascia but no appreciable haemorrhage in the muscle 
itself. In addition to the extensions of the extravasation along 
the interfascicular stroma there were striking cellular and muscu- 
lar changes, (a) The cellular changes consisted of dense 
perivascular and interstitial infiltration with plasma cells and 
lymphocytes, the former being predominant around the vessels, 
which, though for the most part appearing normal or showing 
slight fibrous thickening, occasionally showed intensely eosino- 
phil eccentric intima! cushions as described in the myocardium 
in Case 1. (/>) The muscular changes occurred only between the 
strata of extravasated blood, and consisted of vacuolation and 
shrinking of sarcoplasm with evidence of cellular regeneration. 
Heart muscle Conspicuous eccentric subintimal cushion for- 
mation in small arterioles. Kidney : — Extreme glomerular 
hyalinization of the wire-loop type, many glomeruli being 
completely atresic. There was also atrophy of the renal tubules. 

Comment. — The presence of severe arteriolar disease and 
the clinically observed hypertension suggest a primarily 
vascular cause for the haemorrhages in this case. This 
is corroborated by the confinement of the pictures of mus- 
cular degeneration to the haemorrhagic areas. The peri- 
vascular, lymphocytic, and plasma-cell cuffing in the area 
of haemorrhage in these two cases is probably a local 
reaction to the latter, and is described in cases of perirenal 
haematoma by Heilmann (1930). 

Case 3 

A man aged 63 was admitted two hours after an acute onset of 
pain in the right hypochondrium radiating to the right scapular 
angle. The pain was dull and continuous, and he felt as though 
blown up with wind. There was slight nausea but no vomiting. 
A similar attack a year previously, diagnosed as a coronary 
thrombosis, cleardd up after a week in bed. 

On examination be was seen to be obese and pale, and he 
was sweating. The pulse was 72, temperature 97° F. (36.1’ C.), 
and respirations 20- The blood pressure was 220/125. The 
abdomen was distended and tympanitic, without shifting dull- 
ness. There was tenderness but no rigidity in all areas, most 
pronounced in the right upper quadrant and extending round 
the flank to the right loin. Peristalsis was diminished. Rectal 
examination showed no abnormality and the urine was normal. 
On two occasions after admission he suddenly became shocked 
and his blood pressure fell to 60/40 but with a pulse rate of 
only 80. On each occasion he recovered in a few hours. On 
the afternoon following admission the tenderness and the gnaw- 
ing pain were localized to the right iliac fossa. Laparotomy 
was performed for “ acute appendicitis.” There was much free 
blood in the peritoneal cavity and adhesions were present, mainly 
on the right side. In the right iliac fossa a fresh retroperitoneal 
haematoma was spreading towards the right loin, and a large 
boggy swelling was palpated in the position of the right kidney. 
Death occurred 30 hours after operation. 

Necropsy. — Short, fat man. Right pararectal operation 
wound. Heart : — Weight, 800 g. ; left ventricular hypertrophy. 
Aorta: — Gross atheroma. Peritoneum contained 60 oz. (1.7 
litres) of fresh blood ; omentum adherent to anterior abdominal 
wall. Intestines : — Gross distension ; coil of terminal ileum 
adherent to pelvic peritoneum and obstructed by an omental 
band. Adhesions between gall-bladder and transverse colon. 
There was a large blood clot in the right perirenal fat which 
extended to the splenic flexure. The right suprarenal gland was 
expanded by a dense blood clot; external measurements 7 by 
3 by 3 cm. The right kidney was surrounded by blood clot but 
was normal, apart from autolysis, and its capsule was intact 
The renal artery was free from thrombosis, but the suprarenal 
artery could not be identified owing to the advanced autolysis. 

Histology. — Suprarenal gland: — wholesale necrosis of the 
cortex, also of the capsular fat tissue. Some islets of paren- 
chyma were still preserved in the central areas, where there was 
fibrinoid infiltration of the septa. With staining for elastic 
tissue the outlines of vein walls were visible in the centre of the 
blood clot. 

Comment. — Perirenal haematoma was first described by 
Wunderlich (1856) under the title of “Apoplexie des 
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Nierenlagers,” and was later classified into four categories 
by Ponfick (quoted by Coenen, 1910). Case 3 is an example 
of Ponfick’s baematoma renis .extracapsulare. Coenen, 
who collected 12 cases of perirenal haematoma and reported 
one of his own, mentions nephritis, renal sarcoma, arterio- 
sclerosis, renal tuberculosis, chronic splenomegaly with 
gastritis, and haemophilia as the associated conditions. 
Heilmann (1930),- who reported four cases of perirenal 
haematoma, suggests spasm of the capsular vessels as an 
aetiological factor. Cases of gross suprarenal haemorrhage 
have been reported in adults (Keele and Keele, 1942 ; 
Burnett, 1948). Eleven cases had previously been described. 
Only three of these cases, including those of Keele and 
Keele, were unilateral, as was the case under discussion, 
and in no instance was there a haemoperitoneum. In addi- 
tion to atheroma and a possible spastic mechanism owing 
to hypertension, thrombosis of the suprarenal vein as in 
Keele and Keele’s case should be considered as the 
proximate cause. 

Summary 

Three cases of intra-abdominal haemorrhage are reported. All 
three had evidence of hypertension. 

The first case was one of spontaneous intraperitoneal haemor- 
rhage with no morbid anatomical source for the bleeding apart 
from hypertensive changes in the smaller vessels. 

The second case showed intramuscular haematomata ; hyper- 
tensive arteriolar disease was sufficient to account for the 
haemorrhage. 

The third case showed a haemoperitoneum from rupture of a 
perirenal haematoma. The origin of this is discussed- There 
was clinical evidence of severe hypertension. 

Our thanks are due to Dr. W. Paget for provision of material and 
assistance in preparation of this paper, to Dr. R. J. Porter, Dr. 
R. A. J. Asher, and Mr. J. D. Fergusson for the use of the clinical 
notes, and to Mr. L. Spain for histological assistance. 
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The British Council for the Welfare of Spastics has produced 
n admirable pamphlet entitled “ Notes for Parents on the Home 
.are of Children Handicapped by Cerebral Palsy.” It has been 
-crarcd by Dr. J. H. Crosland, of the Physical Medicine Department, 
taring Cross Hospital, and Mr. H. P. Weston, executive secretary 
d lire council After a short account of the causes and nature of 
ccrtornl palss the authors describe in detail how to care for spastic 
ard athctoid chttdren, while emphasizing that they must not be 
. y tide these children must receive what help they need, 
1 f ’ ‘ cn ‘St natural anxiety should not prompt them to make their 
c. i.urcn o\cr-ccpcndcnt. Self-confidence and a sense of security 
mas, ce inculcated into the children, and there arc illustrations of 
1 furniture, toys, and feeding utensils that will help the 
V ,-/ n . ! ° lr ’ e 35 independently as possible. Special sections are 
t —“Sid on the training of speech and excretion. Particulars mav 
5-' trc,:n '“ e council's honorary executive secretary at 107, 
. o .o c Arcnue Sanderstead, Surrey. The pamphleL is obtainable 
frem the same address for Is. 3d. post free. 


EFFECT OF PRESSURE COOKING ON 
VITAMIN C CONTENT OF VEGETABLES 

• - BY 

GWENETR M. CHAPPELL, M.Sc. 

AND 

AUDREY M. HAMRTON, B.Sc. 

(From King's College of Household and Social Science, 
University of London) 

We have recently been investigating the effect of pressurt 
cooking upon the loss of vitamin C in vegetables. As ii 
may be some time before we can continue this work, anc 
as there is considerable topical, interest in the question 
the results so far obtained are here briefly reported. 

Method 

In order that the results may be interpreted readily, w 
have compared the effects of pressure cooking with thosi 
of cooking in an ordinary saucepan. Since it is knowi 
that factors such as the volume of water and the perioi 
of cooking greatly affect the loss of' vitamin C in th 
saucepan, the method adopted was that known to conserv 
the vitamin as much as possible. This method, advocate 
by the Ministry of Food, involves the use of a small volum 
of water, bringing this to the boil before putting in th 
vegetable, and cooking for the minimal time. With on 
exception, 200 g. of vegetable was cooked in 200 ml. o 
water in the saucepan, as this was found to be the minim; 
amount of liquid necessary to prevent the saucepan Boilin 
dry. The exception was spinach, to which, as in comma 
practice, water was not added. 

The pressure cooker used was one of the now popula 
variety with a capacity of 7 pints (3.96 litres). The vegf 
tables were cooked in this according to the directions suf 
plied by the manufacturer. Again 200 g. of vegetables wa 
used, but only 100 ml. of water. A larger volume of wate 
is unnecessary, and would undoubtedly result in a greate 
loss of vitamin C by leaching. Care was taken to avoi 
overcooking with either method. 

In every experiment six samples of each raw vegetabh 
so far as possible equivalent and representative, were taker 
Two were for the determination of the initial content o 
vitamin C, two for the pressure cooking, and two for sauce 
pan cooking. Two different portions of each raw sampl 
of vegetable and three of each cooked sample were take; 
for analysis. The vitamin C was also assayed in th 
cooking-water. Thus for every experiment 20 samples were 
assayed, each assay being made in duplicate. In. all, N 
experiments were performed on 10 different vegetables. 
The method of estimation used was that of Harris and 
Olliver (1942). 

Results 

In view of the varying nature of different, vegetables and 
of different specimens of the same type, it was not to be 
expected that the variation in results between the two 
methods of cooking would be uniform. In all of the 10 
vegetables examined there was no evidence that saucepan 
cooking was better than pressure cooking in retaining 
vitamin C. In six vegetables — cauliflower, broccoli, winter 
cabbage, new carrots, turnips, and swedes — the retention 
was consistently better in pressure cooking by between 3 
and 28% of the original amount of vitamin C. In the 
other four vegetables — spring cabbage, broad beans, old 
carrots, and spinach — pressure cooking gave a slightly 
higher retention in some experiments ' and a slightly 
lower retention in others. The average difference -in 
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these instances was always small— of the order of 5% in 
favour of the one or the other method. The average 
retention of the original vitamin C in all the experiments 
performed was 7.5 % more in pressure cooking than in 
saucepan cooking— 66% against 58.5%. 

The estimations of vitamin C in the cooking-water showed 
that, with the exception of spinach, there was a greater 
loss by leaching in the saucepan than in the pressure pan. 
The results with spinach were no doubt due to the fact that 
no water was added to the saucepan, whereas 100 ml. was 
added in the pressure cooker. It is often recommended that 
the water used in cooking vegetables should be used in 
soups, stews, and gravies. This is, however, not often done, 
and when it is the liquid is frequently kept for some time 
and then cooked again. If it were to be used immediately 
the difference in the total ascorbic acid in the vegetable 
and cooking-water together would be negligible when com- 
paring the two methods of cooking. In other words, the 
total amount of the vitamin in the vegetable and cooking- 
water together was on the average almost the same in the 
two forms of cooking (78% pressure cooking ; 7 9.6% 
saucepan cooking). 

Discussion 

This investigation is of necessity limited by difficulties 
peculiar to any attempt to bring laboratory methods to 
domestic problems, On the one hand, it is dearly neces- 
sary to control as many factors as possible by using 
standardized condiUons ; on the other hand, it is obvious 
that no two housewives will cook in identical conditions ; 
in fact, these conditions will differ from time to time even 
in one kitchen. 

In the controlled conditions we have used it is evident 
that, so far as the retention of vitamin C is concerned, 
pressure cooking is certainly no worse than cooking in a 
saucepan, and in some instances is better. The differences 
are small, however, so that a bad technique with either 
method would result in a greater loss of the vitamin with 
that method. In some of our work, overcooking in the 
pressure cooker or a longer time in reaching the necessary 
pressure led to an appreciably greater loss of vitamin. 
Again, in what is still, unfortunately, the common way of 
cooking vegetables in a saucepan, with large volumes of 
water and a tendency to overcook, there is a greater loss 
of vitamin C than in the Ministry of Food method used 
in these experiments. It is probable, therefore, that either 
type of cooking in the home will often cause greater loss 
of vitamin C than in our experiments. This is more likely 
to occur when the saucepan is used : overcooking of vege- 
tables in the pressure cooker results so easily in disintegra- 
tion that housewives soon learn to avoid this, whereas slight 
overcooking with a large volume of water in the saucepan 
results in no obvious loss in appearance or palatabflity. 
We may reasonably conclude that, in general, the retention 
of witamin C in vegetables in pressure cooking is likely to 
be no worse, and will probably be better, than m the sauce- 
pan when either process is used in the home. There is 
certainly no reason, from our experiments, to suppose that 
pressure cooking should be discouraged because of its effect, 
upon the nutritive value of vegetables. 

So far as other foods and vitamins are concerned, very 
little has been published. A few experiments of our own 
on the vitamin B, content of pulses suggest that the 
pressure cooker is better than the saucepan. 

Summary 

A comparison has been made of the effect upon the retention 
of vitamin C in 10 different vegetables when cooked in a 
modem pressure saucepan and in an ordinary saucepan 
according to the recommended methods. On the average the 


retention was higher in vegetables cooked in the pressure 
cooker. 

We should tike to thank Professor John Yudfcin for his counsel 
and the Ministry of Food tor cooking some of the samples. 

JtoEXEXCE 

Harris, L. J., and Olliver, M. (1942). Biochem. J„ 36, 135. 


SPERMATOLYSIS : A CAUSE OF MALE 
STERILITY 

BV 

CAFER YILDIRAN, M.D. 

Urological Surgeon, Trabizon-Numune Hospital: member 
of Turkish Medical Society; British Council Student 
in Urology 

Much attention has been directed of late towards the prob- 
lem of sterility and infertility. In consequence I have been 
stimulated to present the results of some studies on male 
sterility' which suggest a causative factor not hitherto 
described. 

During the investigation of 75 males complaining of 
sterility at the urological clinic of Dr. A. E. Gussel, in 
the Guraba Hospital, Istanbul, I came across two specific 
abnormal spermatozoon types which were thought to be 
the cause of the sterility. The purpose of this communica- 
tion is to call attention to the abnormalities. Short 
summaries of five of the case histories are given. 

. Case Reports 

Case J.—H. T., married five years ; no children ; wife pro- 
nounced normal by the gynaecologist. No history of venereal 
disease. No physical abnormality present. Examination of 
sperm 30 minutes after collection showed no microscopical or 
macroscopic abnormality. After two hours the specimen was 
separating into two layers — a clear supernatant and a sedi- 
mented layer. Microscopically the clear layer vvas acellular, 
but the sediment contained aggregations of dying spermatozoa. 
(I intend to make some observations on the death of sperma- 
tozoa in a further paper.) As time passed fewer and fewer 
sperms were seen, until at the end of six hours none were 
visible — the phenomenon of spenn3to)ysis. Furthermore, the 
fluid obtained from this patient by prostatic massage caused 
spermatolysis to occur in the semen of a normal control when 
added to the latter. 

Case 2 . — N. O., married lour times in the previous twenty 
years. One of his former wives had remarried and had h3d 
a family. No previous venerea! disease, and no abnormal 
physical findings. The seminal fluid appeared to be more 
viscous than normal, but microscopically it seemed normal 
in every way up to two hours, when agglutination was begin- 
ning. After six hours spermatolysis was complete as in Case 5. 
and again prostatic fluid from this case caused spermatolysis 
when added to a normal control seminal fluid. 

Case 3. — H.D„ aged 34; married eight years; no history 
of venereal disease ; wife nomal. A spermiogram showed 
oligospermia and hypokinesia. In two hours spermatolysis was 
complete. 

In these three cases aspiration of the epididymis was 
performed. .Unfortunately no sperms were found in any 
of the specimens, but in Case 3 minute comma-shaped 
bodies about 2 by 4 p were seen. They showed some 
brownian movement. 1 got the impression that they were 
microsperms. Within two hours they had undergone lysis. In 
normal cases spermatozoa aspirated from the epididymis 
live two to three days. 

Case 4. — F.Q., aged 32; married three years; history cf 
gonorrhoea twice, with clinical cure ; no evidence of epidi- 
dymitis or prostatitis ; wife normal. Semen appeared normal 
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but showed asthenospermia microscopically. In five hours 
spermatolysis was complete, but in this case the prostatic fluid 
had no effect on a normal seminal fluid. 

Case 5. — H. O., aged 30 ; married eight years. Nothing rele- 
vant in the history, and physical examination normal. Astheno- 
spermia was present, and spermatolysis was complete in two 
hours. 

Study of these cases suggests that two abnormal sperma- 
tozoon types were concerned. In the first type, as exempli- 
fied by Cases 3, 4, and 5, oligospermia and hypokinesia 
were present. Can it be assumed that the factors causing 
this also caused the spermatolysis ? In the second type, as 
in Cases 1 and 2, the only abnormal feature was the 
spermatolysis. In all cases it seems right to assume that 
the spermatolysis was the cause of the sterility, since any 
sperm undergoing lysis within four to six hours of-ejacula- 
tion is not likely to fertilize an ovum. 

If spermatolysis occurs, then it seems reasonable to sug- 
gest that there must be a spermatolysin. In Cases 1 and 2 
the only abnormality was spermatolysis, yet prostatic fluid 
from them caused lysis in the seminal fluid of normal 
controls. I have concluded that the prostatic secretion of 
these men contained a “ spermatolysin ” substance. The 
epididymis, vas deferens, seminal vesicle, and prostate 
produce a secretion which nourishes the sperms. Changes 
in the nature of the trophic products, the result of infec- 
tion or from unknown causes, can give rise to abnor- 
malities of the spermatozoa — e.g., asthenospermia — but I 
believe that the actual lysin factor is an abnormal prostatic 
substance. 

Summary 

Some cases of sterility in the male are due to agglutination 
and dissolution of the spermatozoa within a short time of 
ejaculation. This is spermatolysis. 

Spermatolysis was thought to be the cause of sterility in five 
of 75 cases investigated. In two of these five no abnormality of 
the sperms apart from lysis was present. 

The importance of examining seminal fluid at intervals is 
stressed. Otherwise if only one examination is done, and that 
too early, the phenomenon of spermatolysis might not be 
recognized. 

Spermatolysins may be associated with otherwise normal 
spermatozoa or with abnormal sperm types. In the latter case 
it may be that a lysin factor is produced in the epididymis, vas 
deferens, or seminal vesicle, as well as in the prostate. 
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•s A Case of Diabetic Coma Treated with 56,000 
Units of Insulin 

following notes concern a case of diabetic coma treated 
. . the General Hospital, Jersey. Their interest lies in the dose 
insulin given and the conclusions they suggest concerning 
the use of glucose in diabetic coma. 


Case History 

3 n l a !} a E c< J 32, a known diabetic, had previously ke 
Timlin n “L 0t , ' oC p - z and 16 units of solut 

fell nVrtf \ • j i iatl 3 C °I4; the following day 1 

frit worse and omitted his insulin and took no food. 

com M;Z,’ N0V '' 3 t hc was admitted to hospital in diabel 
° n ’ air h V. n , ser ’ ond ,he smeU of acetone were co 

v.Vh •’cetonI h -n- nn f ' ,vas bnck red " t0 Bcn edict’s test and lad 
lampcrature was 9S.6* F. (37* C.), pulse 102, at 
G 3Spiratlon r«ulted in about 4 pints (2: 
,2 darL-brown fluid. 130 units of insulin were given a. 

tw'l'-ar m rT ° f - e!3C05C Hnd 0.5% saline was set up. T 
7 ^ ” d . ™ 3dtmss i 0 . 3 50° mg. per 100 ml. Betwe 

viiT'Om- “f ‘u e* ven - At 6 P-m. the B. 

El - Pnise had nsen to 130 and the patien 


In view of the ineflicacy of the above method of treatment it v,as 
decided to change to that advocated by Professor Micks. As nill 
bo apparent, the inadequate treatment hitherto had permitted a 
marked state of insulin resistance to occur. At 7,p.m. the glucose 
drip was replaced with saline. A dose of 500 units of insulin was 
given and thrice repeated. The B.S. fell to 280 mg. 10,000 units 
were given at 1.30 a.m.: B.S. 270 mg. At 2.30 a.m. the B.S. had 
risen to 280 mg. and the patient had collapsed, the pulse being 
barely perceptible. At the suggestion of the laboratory technidan 
the drip was investigated and was found to have been replenished in 
error with 5% glucose about an hour previously. The error was 
remedied and the patient improved. 

At 3.15 a.m. 20,000 units of insulin, occupying 250 ml., wen 
injected into several muscle masses, and 400 units into the drij 
tubing. At 4 a.m. the B.S. was still 280 mg. A second dose ol 
20,000 units was given and, since soluble insulin was running short 
400 units of P.Z.I. This proved to be the final dose. In 26 hour: 
56.0S0 units of insulin had been given. 

Hitherto the urine (tested hourly) had been continuously “ red ’ 
to Benedict’s test and “ acetone + + + .” Now at last it began tr 
become concentrated, and sugar and acetone to diminish. It did no 
become free from sugar and acetone till 22 hours after the last dost 
of insulin. The B.S. at 8,30 a.m., four hours after the last dose, wa< 
65 mg., the pulse rate 160; the latter thereafter fell steadily and V 
hours later it was 90. No sudden change in the patient reflected 
the fall in blood sugar. Following the 8.30 a.m. B.S. result 
glucose in amounts varying from 5 to 15 g. in 25% solution was 
administered hourly by drip tubing. 

At 5 a.m. on Nov. 5, 25 hours after the last dose of insulin, t 
hypoglycaemic convulsion occurred without warning. It responded 
instantaneously to intravenous glucose. Shortly after this the dri[ 
was changed to glucose. By evening on the same day the patient wa: 
restored to consciousness sufficiently to take additional glucose bj 
mouth. By about 11 p.m., some. 65 hours after admission and 4: 
after the last dose of insulin, he was perfectly compos mentis. Thi 
drip was discontinued next day, and the patient was nursed flat foi 
three days as a precaution against sudden circulatory failure. Hi 
progressed steadily and was discharged on Nov. 25, feeling perfectl; 
fit, on a morning dose of 40 units of P.Z. and 60 units of solubh 
insulin. 

Comment 

It is to be supposed that the patient’s descent into com: 
was initiated by the cold he had on Nov. 1. No trace of thi: 
or evidence of any other infection was apparent on admission 
I had expected the conversion of the B.S. from high to lov 
values to be indicated by marked clinical change. A_ shat] 
rise in the pulse rate coincided with the event, but this wa: 
the only prominent point. The pulse rate and the urinary sugai 
and acetone gradually diminished, and the patient’s genera 
condition slowly improved. Even the^. hypoglycaemic con 
vulsion, arriving late and without warning and immediatel; 
controlled^ did not seem to interrupt this steady progress. 

B.S. recordings during this period may be of interest. Thes: 
were; 5 hours after the last dose of insulin, 65 mg. per 100 ml. 
7 hours after last dose, 56 mg. ; 8 hours, 50 mg. (here the dri| 
was changed to glucose) ; 10 hours, 62 mg. ; 12 hours, 30 mg- 
, 14 hours, 50 mg. ; 16 hours, 24 mg. (no clinical reflection of thi 
low value) ; 27 hours, 70 mg. (convulsion two hours befor 
this) ; 29 hours, 60 mg. ; 32 hours, 45 mg. ; 34 hours, 168 the 

The lack of response to treatment when glucose was used, th 
collapse that occurred when it was added in error to the salin 
drip, and the recuperation that .followed the correction of th 
error, strongly suggest that glucose is not an innocuous sut 
stance in diabetic coma and that its use as a precaution again! 
hypoglycaemia may gravely jeopardize the patient’s chances o 
survival. This was emphasized by Root (1945) and MicV 
(1948). 

Gastric aspiration on admission produced brown fluid cor 
taining altered blood. A second aspiration twelve hours late 
• yielded about 1 oz. (28 ml.) of blackish fluid, presumably ais 
blood further altered. This, I believe, is a usual occurrence i 
diabetic coma. I should be interested to know the cause an 
origin of this blood. I understand that a surgeon operating o 
a case of chronic pyloric stenosis may occasionally observ 
blood oozing from the gastric mucous membrane. 

I wish to thank Dr. Graeme Bcntlif, senior physician to the Gcncr: 
Hospital, for permission to publish these notes. 

J. G. H. Sheppard, M.B., B.S. 
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FEMALE REPRODUCTIVE TRACT 

T/rC Epithelia of II oman s Reproduce e Organs By George N 
Papinicolaou, M D , Ph D Herbert F Tram, M D , and Andrew 
A. Marcheiu, MJ) (Pp 53, 22 Plates 55s) Mew ) or). The 
Commonwealth Fund London Geoffrey Cumberlege 194S 

Most of this monograph is on the cvtological appearances of 
the normal epithelia of the female reproductive tract Dr 
Papanicolaou is world famous for his studies in this field and 
his present collaborators have been associated with him in 
much of his work The monograph is a triumph of trans- 
continental collaboration since almost half-vvaj through the 
ten years devoted to collecting material Dr Traut left Cornell 
University to become professor of obstetrics and gvnaecologv 
in the Vnnersih of California 
Discussion of all the normal epithelia from the ovaf) to the 
vagma occupies 4S pages Every one of them ts packed 
with detailed information not Only on the cytology of the 
tissues but on the correlation of the changes which take place 
throughout the female genital tract as a whole at the different 
phases of the menstrual cvde and in the menopausal woman 
It is clearly shown that all the epithelia take part m these 
cyclical changes and that the changes in the Fallopian tubes 
cervix, and vagina though less well known than those in the 
ovaries and endometrium are nevertheless complete!} charac- 
teristic to the e>e of the expert c> tologist The illustrations 
are beaultfull} produced and lend the highest distinction to 
the work as a whole Most are in colour , they consist of 
photomicrographs of admirable clant) and excellent drawings 
by Hashtme Muraiama No doubt the high quality of the 
production is reflected in the price, though it is difficult to 
produce work of this kind, "btch depends so largely on 
accurate illustration on a less lavish scale 
This monograph will prove an admirable companion to that 
published five years ago bv Dr Papanicolaou and Dr Traut 
on the diagnosis of uterine cancer bv the vaginal smear 
Their pioneer work in this field is too well known to need 
further comment, but anyone "ho wishes to leant this difficult 
but fascinating method of cy niecological investigation "ill find 
these two monographs indispensable There is no doubt that 
the vagmal smear will very soon be universally recocmzed as 
a routine procedure in gynaecology 
The absence of an index is to be regretted, especially in a 
work where so many cross references are to be found The 
chart given at the end of the book, hone) or, affords an admir- 
able summary of the changes tn the menstrual cycle to be 
seen not onlv in the epithelia but m the basal-temperature 
chart and the hormone excretion levels It also senes to 
emphasize again the main theme which is that of correlation 
of cytological changes with function 

Soswwve BaWMS 


ATLAS OF ANATOMY 

Loins: Anatoms A Photographic Atlas of Muscles in Acuon 
and Surface Contours By R D Lockhart, M D , Ch M 
CPp 71 ; 149 figures 12s 6d ) London Faber and Faber 
1945 

This is a photographic album of “the muscles m action and 
surface contours ” bv the staff and students of the anatomy 
department at Aberdeen It consists of about 150 photographs, 
mainly of the superficnllv placed muscles of the trunk and limbs 
in different subjects of both sexes The brief introduction and 
the photographs will succeed m diverting the attention of the 
student from the textbook description and the dissecting-room 
appearance of the muscles The photographs are instructive, 
though some criticism mat be made of manv of the poses in 
that the subject is shown performing somewhat unusual actions 
against the resistance of die restraining hands of the master of 
ceremonies 

The most superficial of all muscles, and among the first to be 
developed ttt the embrvo, ts the platysma This muscle is not 
figured In its extreme contraction its longest fibres are capable 


of moving the nipple over one to two rfb spaces in the male 
and even more m the female Putting this muscle into violent 
contraction is often of use in examining the female breast for 
the site, size, shape, consistency, and attachments of a tumonr 
From the purely artistic point of view there is nothing to 
approach Paul Richer's Anatomic Arhslique, which is the best 
delineation and description of the external form of the muscles 
at rest and tn action It also is the best portrayal of those fat 
deposits which lend beauty to the female form. 

This album has certainly instructed and entertained the 
students of Aberdeen It may stimulate others to the point 
of reading Duchenne and Beevor, who art gratefully men- 
tioned in the preface 

H A Harris 

EPILEPSY 

Epilcps y Psychiatric Aspects of Com ubne Disorders By Paul 
H Hoch, M D , and Hebert p Kntebr, M.D Proceedings of 
the 36th Annual Meeting of the American Psychopathological 
Association Mav, 1946 (Pp 214, illustrated 21s) London 
William Heinemann Medical Books 1948 

This volume contains fifteen chapters bv different authors, each 
discussing some facet of the problem — genetics, prevalence and 
incidence, social implications, psychopathology, diagnosis, 
E E.G , and so on It records the proceedings of the annual 
meeting of the American Psychopathological Association in 
1946, so that the psvchtatnc aspects of epilepsy are naturally 
discussed at greater length than they would be in a balanced 
monograph on the subject The divergence of psychiatric 
opinion on the psycbopathologv of epilepsy may be illustrated 
by two statements by different contributors to this book 
the first is that epilepsy, like other manifestations in human 
life, is a way of expression and living through the stresses 
and strains of life ; the second is that the notion that epileptic 
seizures may be merely an exaggeration created by difficulties 
of adjustment to life has been abandoned It is at any rate 
satisfactory to have both views presented, so that the reader 
mav decide on the evidence provided for him whether the 
epileptic attack represents an escape from an unbearable 
situation, a functional disorder of the brain or perhaps a 
little of both 

As might be expected m a volume of this kind, the contri 
buncos vary in quality The one on the antisocial aspects 
of epilepsy makes no attempt to deal with the practical problem 
of criminal responsibihtv, and in some of the others there is a 
great deal of theorizing about very little There are however, 
interesting and up to-date accounts of the application of the 
Rorschach test to the delineation of the so-called epileptic 
personality, and of expenmentalh produced epilepsy in 
animals Pawn describes sound-induced convulsions in young 
albino rats with diets lacking m pvndoxm or magnesium 
Kopeloff and his colleagues write of a continued epileptic 
liability in the monhev induced bv the application of alumina 
cream to the cortex , it seems to be independent of the histo 
logical character of the lesion, and is of interest m relation 
to the observed frequency of epilepsy m man m certain cerebral 
dtseases, such as cysticercosr Jasper, in a brief but lucid 
review of the E E G , states his reasoned opinion that the 
terms grand mal and petit mal should be used as of old to 
describe the clinical manifestations of epilepsy and should no! 
be lied to specific E E G patterns Diethelm’s thoughtful essay- 
on differentia! diagnosis is of particular value for the clinician 
He records the recall or partial recall under hypnosis of post- 
epdeptic amnesias and considers that fugues occurring ir 
psychopaths may be indistinguishable from epileptic attacks 
For this chapter alone the book is worth refemng to by even 
serious student of the subject, and he will doubtless find other 
matter in it which will encace his jiarticular interest 

Charles Sv''ovds 


failures in treatment 

Failures in Psychiatric Treatment Edited by Paul H Hoch 
M.D (Pp 241 54 so) Mew York- Grime and Stratton 

194S 

In this book are collected the papers presented to the annual 
meeting of the American Psvchopathological Association in 
1947 The features which must have made the svmponnm 
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intestinal obstruction: however, in each case the history and 
signs differ in many points from those presented by sub- 
acute pancreatitis, and the serum-amylase level is within 
normal limits. 

Confusion >vith Acute Cholecystitis 
The condition most likely to give rise to confusion is 
acute cholecystitis, especially when subacute pancreatitis 
is associated with pain and tenderness in the right hypo- 
chondrium. The differential points to be borne in mind are 
the incessant retching which accompanies subacute pan- 
creatitis, the tenderness in the costovertebral angles, and 
the rise in the serum-amylase level. Acute cholecystitis is 
often associated with a rise in temperature ; this is not seen 
in subacute pancreatitis. 

Undoubtedly many cases of subacute pancreatitis are 
incorrectly diagnosed as acute cholecystitis. Many of these 
cases are later subjected to an interval operation, and at 
laparotomy nothing abnormal is found. In such instances 
cholecystectomy may be performed with minimal patho- 
logical justification. On the other hand, evidence of a 
chronic cholecystitis may be found, and it has been stated 
that chronic cholecystitis is an aetiological factor in sub- 
acute pancreatitis. In such instances it is probably advisable 
to remove the gall-bladder, but it must be borne in mind 
that if the original condition was subacute pancreatitis and 
not acute cholecystitis, then the symptoms are apt to 
reappear. 

Recurrence of symptoms after cholecystectomy is a con- 
dition so well known that a name has been given to it — 
the post-cholecystectomy syndrome. This syndrome may 
be produced by a stone in the common bile duct or by 
attacks of pancreatitis. This latter condition, though not 
generally recognized, is much more frequent than is com- 
monly acknowledged. The following is a typical case. 

This patient, aged 67, was admitted to the General Hospital 
suffering from jaundice. A cholecystectomy was performed in 
1930, and since that date the patient had had attacks of pain 
situated in the epigastrium and left hypochondrium which would 
continue unabated from two to eight hours. Vomiting and 
retching and occasionally jaundice were associated with the 
attacks. During the month before admission the patient had 
had several such attacks and had become progressively more 
jaundiced. There was marked glycosuria and the diastatic 
index of the urine was 6 Wohlgemuth units. Death occurred 
shortly after admission, and necropsy revealed an enlarged 
fibrosed pancreas with dilated ducts. 

Confusion with Gall-stone Colic 
When subacute pancreatitis is associated with jaundice 
he condition may be confused with gall-stone colic. A 
areful consideration of the history and physical findings 
?ken in conjunction with the level of the serum amylase 
iould differentiate the two conditions. In this respect the 
Pilots ing case of subacute pancreatitis is of interest. 

Cose 5 (sec Table fj. — This patient, a young woman, was 
Jammed to the General Hospital on Sept. 19, 1945, with a 
history of attacks of epigastric pain over the previous ten days, 
.ncrcasing in severity. The pain was constant in nature and 
i-as associated with severe vomiting. Four days before admis- 
uon the patient became jaundiced. On examination she was 
ujieply jaundiced ; the abdomen was flaccid, with guarding and 
tenderness in the right hypochondrium and tenderness in the 
costoscncbral ancles posteriorly. A radiograph revealed a 
shadow m the gall-bladder area which was reported as beine 
possibiv due to a gall-stone. The serum amylase was 190 units. 
A pre-operative diagnosis of cholecystitis was made, but laparo- 
tomy revealed a normal gall-bladder with no evidence of calculi. 
The pancreas was swollen, congested, and oedematous, and the 
penpancreatie lymph glands were enlarged. The patient made 
an uneventful recoscry. Four weeks later the blood amvlase 
was SO units. 


Treatment 

The treatment of subacute pancreatitis is conservatiu 
Rest in bed should be enforced until symptoms have sub- 
sided. Large doses of morphine may be necessary in th 
first few hours to give the patient relief from pain, bn 
apart from this no other special medical treatment is indi- 
cated. When there is a history of recurrent attacks of sub- 
acute pancreatitis the gall-bladder should be investigated, 
and if there is any evidence of chronic cholecystitis chole 
cystectomy should be performed, as it is very probabl 
that the diseased gall-bladder is acting as the focus of infec 
tion for the recurrent attacks of pancreatic infiammatior 

Typical Case Reports 

The following two cases are reported in full as bein 
typical of the conditions -described. 

Subacute Pancreatitis (Case 6) 

A middle-aged man was admitted to the General Hospit: 
on Dec. 28, 1945, complaining of severe pain in the left loi 
and left hypochondrium. The pain was described as bein 
deep-seated and passing through to the back. It later radiate 
to the right hypochondrium. The patient vomited at the ons 
of the attack and had suffered from severe retching throughoi 

On examination he was jaundiced and was lender on dee 
palpation in the left hypochondrium, the epigastrium, the le 
loin, and the left costovertebral angle. The serum amyla 
was 439 units and the serum bilirubin 6 mg. per 100 ml. 1 
settled down on conservative treatment, and a month later 1 
blood amylase had fallen to 46 units. 

Recurrent Pancreatitis (Case 7) 

A man was admitted to the General Hospital on Nov. 1 
1941, complaining of intermittent attacks of epigastric pa 
over the previous eight weeks. The pain was continuous ai 
was unrelated to food. The attack immediately before adm 
sion had continued for four days, during which time he h 
vomited incessantly. A diagnosis of subacute intestinal obstn 
tion was made. A laparotomy was undertaken, but failed 
reveal any abnormality. The patient made an uneventful po 
operative recovery. 

- On Nov. 21, 1942, he was readmitted complaining .of 
exactly similar attack of only two hours’ duration. A dir 
nosis of perforated gastric ulcer was made, but laparotor 
revealed' no abnormality in the stomach. The pancreas tv 
swollen greatly and was very hard. He- again made ■ 
uneventful post-operative recovery. 

On May 5, 1944, a similar attack occurred and the patie 
was readmitted to hospital. A diagnosis of subacute obstn: 
tion due to severe constipation was made. It was noticed tb 
he was suffering from severe diabetes. 

On April 12, 1946, he was readmitted after an exactly simil 
attack. On examination he was tender in the epigastrium, 
the left hypochondrium, and in both costovertebral angles. T 
blood sugar was 235 mg. per 100 ml. and the blood amylase w 
36 units. The patient progressed well on conservative treatme 
and was discharged in ten days. 

I am convinced that Case 7 was a clear-cut instance 
recurrent pancreatitis. The low level of the serum amyla 
is in keeping with the fibrosis which must have occurr 
in the pancreas. 

Conclusion 

Subacute pancreatitis has a clinical picture as clear-c 
as that presented by a perforated gastric ulcer. The dia 
nosis, though it may readily be made by consideration 
the history and physical signs, is confirmed by the chang 
in the serum-amylase level. 

The possibility of subacute pancreatitis must always 
borne in mind when diagnosing an abdominal emergent 
especially acute cholecystitis. Confusion of the conditi 
with cholecystitis accounts for many of the cases of reel 
rence of symptoms following cholecystectortiy. This err 
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in diagnosis would largely be obviated if serum-amylase 
£ in\ estigations were more often employed in elucidating 
~i obscure cases of upper abdominal pain. 

~ Subacute pancreatitis is not a rare condition, and its dia g- 
'! nosis depends largely on being aware of the existence of 
this clinical syndrome. 

■4 Summary 

Subacute pancreatitis is a clinical entity readily differentiated 
•„ from acute haemorrhagic pancreatitis and other abdominal 
emergencies. 

Patients suffering from this condition present as an acute 
. abdominal emergency but settle down on conservative treatment. 

The condition is Aery apt to recur. Of the 19 cases presented 
13 were recurrent attacks. 

It is suggested that estimation of the serum-amylase level 
should be more widely employed to differentiate this condition 
from other acute abdominal lesions. 

*■ I would like to thank Professor F. A. R. Stammers for his help 
in presenting this paper 
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REPORT ON AN OUTBREAK OF 
INFLUENZA IN THE ARMY 

BY 

D. G. hllLNE, M.B., Ch.B. 

Major, R.A Jl/.C. 

AND 

J. D. CRUICKSHANK, M.B., M.R.C.S. 

Lieutenant-Colonel. R~A.M.C. 

During the months of January and February, 1949, several 
Army units in Mid-West District, which comprises the 
whole of Wales and the adjoining English counties, reported 
that cases of influenza were occurring among their person- 
nel. The first cases to be diagnosed as influenza occurred 
on Jan. 19 in units stationed at Malvern. The second unit 
affected was a Boys' Battery of the Royal Artillery', near 
Rhyl, on Jan. 24. On Jan. 31 cases were reported at Lich- 
field and on the following day at Donnington. Oswestry' 
garrison were the next victims, on Feb. 7, and by Feb. 21 
cases were also being reported from Nesscliffe, near Shrews- 
bury, Wrexham, and Tonfanau, on the Welsh coast. A total 
of 646 cases were notified from all Army units in Mid-West 
District from the start of the outbreak on Jan. 19 to 
Feb. 21. 

Features of the Outbreak 

It had been pre\iously impressed upon all ranks that if 
an epidemic of influenza did occur it was of prime impor- 
tance to report sick early. Nearly all soldiers affected 
attended their medical officer within a few hours of experi- 
encing their first symptoms. It is interesting to note that, 
in one instance only, a soldier remained in his barrack room 
for over 24 hours before reporting sick. Eighteen out of 
twenty of his comrades in the same hut developed influenza 
later. 

The main features were a sudden onset with frontal head- 
aches, a transient sore throat without lymph-node enlarge- 
ment or tenderness, a slight cough, and a feeling of general 
weakness and lassitude, coupled with aches and pains in the 
arms and legs and in the lumbar region. Mild rigors pre- 
ceded the rise in temperature, which was in the neighbour- 
hood of 103° F. (39.4° CValthough a few cases did develop 
temperatures of 105° F. (40 6° C.). Circumoral pallor, 
injection of the conjunctivae, and profuse nasal discharge 
were absent. Epistaxis occurred in a few cases at Lichfield, 
but was not a common feature. The temperature gradually 


dropped, and by the fourth day of the disease most patients 
were apyrexial. Chest complications did not occur and 
after-effects were absent amongst the great majority’ of 
male patients. In the few cases occurring in the W.RA..C. 
or A.T.S., however, lassitude and post-influenzal depression 
were noted. 

Patients were treated in camp reception stations until 
their temperature subsided, and were then transferred to 
barrack accommodation for a convalescent period of two 
days before starting duty. The average duration of the 
illness from the initial symptoms until return to full duty' 
w’as between six and eight days. 

Treatment . — This was of a palliative nature. Warmth, 
rest in bed, and plenty' of fluids by mouth were the main 
principles adopted. Salicylates and Dover's powder were 
given during the pyTexial period, and codeine if the cough 
proved troublesome. 

Laboratory Investigations 

When it was obvious that a definite outbreak had 
occurred each garrison was visited and throat washings in 
10-15 ml. of sterile saline were taken from selected cases. 
Febrile patients or cases in the early stages of the illness 
were chosen so far as was possible. The washings were 
packed in ice and delivered within six hours to the Central 
Public' Health Laboratory, Colindale, and the National 
Institute for Medical Research, Hampstead, where they 
were examined for the presence of virus. Broth was not 
added to the washings: the addition of 5 ml. would have 
improved the chances of recovering the virus. 

The first of the paired sera required for the Hirst and 
complement fixation tests was taken at this visit. This 
was held in the refrigerator at 2-3° C. until the second of 
the pair was taken, on the twelfth to fourteenth day of the 
disease. 

The sera were examined by Dr. A. P. Goffe at the Central 
Public Health Laboratory’, Colindale ; the results are indi- 
cated in brief in the tabulated schemes which follow. 


Table I — Care s at Rhyl (all males) 


Symptoms 


Case 

K °l 

Age 

in 

Years 

Shivering 

Head- 

ache 

Sore ‘ 
Throat 1 

Cough 

Muscle i 
Pams j 

Tempemture 
on Da> of 
[ Disease 

I , 

16* 

, +- 

+ 

! 

i 


1 100 S*F.; 1st 
! (38 2 C C) 

2 1 

15* 1 

1 

1 + + 

11 

+ 

~ 

+ 

t 

1 101 6 C F.; 1st 
as-TC) 

J , 

20 

1 ++ 

++ 


1 ~ l ~ 

-L 

! 

97-0 5 F.: 3rd 
(36 1° C.) 

4 i 

17* 

I 

l ++ 

+ 

— 

; + 

~ 1 

9S-0* F.;4tb 
(36-7° C.) 

5 \ 

16* 


~r ; 


+ 

— 

97 S* F.;3rd 
, (36 55’ C) 

6 I 

16 

+ 

-4- 1 

F 1 

-i- 

- 1 9S-0’ F ;4th 

| ’ (35-7* C) 


Satire IVasHnz* — Report on Feb 2 1949: Type A virus -sorted in two cases 
from washings taken on Jan- 28. 1949. 

Hmt Test . — Four cases showed fourfold rise of antibody inhibiting fowl red -cell 
agglutinin (A PR 8) in second serum. Two cases in which the first scrum ftslces 
on the fourth day of illness) showed a high turn (l in 48) had a t«cfold me on the 
14th day in antibody to A PR 8 agglutinin 

C.F.T . — Second sera showed 16- to 64-fold rise in complement-fixing antibody 
to Type A strain antigen. 

Result . — Influenza type A. ~ , 
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Chart showing the white cell count of the RhjI cases (see Table I). 
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Tablf If . — Cases at Lichfield (all males) 


Ca5e' 

No. 1 

i Symptoms 

1 Age j 
1 

1 ! 

[Shivering 

; | 

Head- [ 
ache | 

. 

Sore 

Throat 

1 ; 

1 Cough 

1 

Muicie j 
Pains i 

Temperature 
on Day of 
Disease 

t 

; 18 1 

! 


Dry 

i + 

■ 

101-6° F.; 2nd 








(33-7° C.) 

i 

| 18 I 

1 - i 

+ 1 

Dry 

4" 

+ 

tot-o° F.-.and 







I 

(38-3° C.) 

3 1 

19 1 

+ i 

- 

Dry 

+ 

1 

98-4° F.; 2nd 

1 

1 

i 

1 




(36-9° C.) 

4 

22 


+ 

4* 


+ 

102-8° F.: 1st 

i 

i 


i 

1 

i 

, 


(39-3° C.) 


Saline Washings Virus was not isolated from these washings. 

C.F.T . — Second sera showed 4- or 8-fold rise in Litre of complement- fixing 
antibody to Type A strain antigen. 

Result — Influenza type A. 


Table HI. — Coses at Donnington (all males) 






Symptoms 



Case 

No. 

Age 

Shivering 

Head- 

ache 

Sore 

Throat 

Cough 

Muscle 

Pains 

Temperature 
on Day of 
Disease 

1 

19 

+ 

4- 

- 

- 

4' 

99-6° F.; 3rd 
(37-55° C.) 
99-8° F.; 3rd 
(37-7° C.) 

2 1 

18 

+ 

4- 

— 

V “ 

4' 

3 

18 , 

1 

4- 

+ 

1 

" 

— 

+ 

t 

98-0° F.; 3rd 
(36-7° C.) 
100-0° F.; 2nd 
(37-8° C.) 

4 

19 

4- 

+ 

*— 

1 

+ 

5 

20 

— 

4- 


4* 

+ 

100-2° F.; 3rd 
(37-9° C) 

6 

19 

4- 

+ 


+ 


100-8° F.; 3rd 
(38-2° C.) 

7 

20 

4- 


4- 

+ 

■*“ 

100-2° F.; 5th 
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6 

18 

+ 

+ 


4- 


99-4° F.: 3rd 
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Saline Washings.— Type A strain of virus isolated in one case from washings 
taken on Feb. 9, 1949. 

C.F.T . — Second sera showed 8- to 32-fold rise In litre of complement-fixing 
antibody to Typo A strain antigen. 

Result . — Influenza type A. 

Complement fixation tests on sera from four cases at 
Malvern showed results with Type A strain antigens similar 
to those in the Tables. 

Preventive Measures 

Early diagnosis and rapid isolation of the patient were 
aimed at in order to check the spread throughout each unit. 
Strict attention was paid to the adequate ventilation of 
batrack rooms and to the spacing of beds to the optimum, 
General measures on the maintenance of the health of the 
troops, the shaking and airing of blankets in the open, and 
the sweeping of floors, previously sprinkled with water, were 
adopted. Routine gargling and the spraying of rooms with 
!isinfcctant were not carried out, nor was prophylactic 
noculation attempted. Unit cinemas were closed for a 
•hort time in two areas at the height of the outbreak, but 
if numbers of cases occurring did not warrant restricting 
■f movement of troops or cancelling the intake of National 
Service men t0 training establishments. 

The movements of the first three cases occurring in each 
unit prior to the onset of symptoms were investigated, with, 
however, inconclusive results. No direct connexion with 
(he European epidemic could be traced. 


Summary 

An outbreak, of influenza of the Virus A type occurring in 
Army units m Wales and the West Midlands is reported. 
-.ympicwM, treatment, iaboratory investigations, and preventive 
measures adopted are described. 


arc <J H. C to Lieutenant-Genera! Neil Can the, C.B., M.C. 

Army Medical Services, and Major- 
General R. W. Galloway, C.B.. C.B.E., D.SO., K.H.S., DJD.M.S. 
Wevem Command, for permission to publish ibis r tpon. 


SPONTANEOUS INTRA-ABDOMINAL 
HAEMORRHAGE 

BY 

A. L. WOOLF, M.B., ti.S. 

AND 

H. R. THOMSON, M.D., M.R.C.P. 

(From the Central Middlesex County Hospital, 

Park Royal, London ) 

Spontaneous intraperitonea! haemorrhage— -i.e., that occur- 
ring without any obvious cause such as cirrhosis of fee 
liver (James, 1930) and rupture of aneurysm-~has been 
recorded in 26 cases* — 19 collected by Berk, Rothschild, 
and Doanet (1941), three reported by Marks and Freed- 
lander (1945), and one each by Keusenhoff (1934), Matheson 
(1934), Crile and Newell (1940), and Haugen (1944). 

In only eight of these cases were necropsies performed. In 
KeusenhofFs case and in two cases recorded by Mooiebtad 
and McLester (1936) a definite arterial rupture was found ', 
but in the remaining five no single vessel could be 
held responsible, though in Matheson's case the haema- 
toma was related to the branches of the ileocolic attenj. 
Four of the cases had clinical or morbid anatomical evi- 
dence of hypertension (Moorehead and McLester two, and 
the fatal case of Marks and Freedlander) or arteriosclerosis 
(Keusenhoff). Haugen’s case, which followed appendices 
tomy, like those of Matheson (1934), Churchman (1911) 
and Hartley and MacKechnie (1934), showed no evidenct 
of vascular disease, but in these cases blood-pressure read' 
ings before the catastrophe or reports on the histologs 
of the kidneys are lacking. 

Three cases of spontaneous abdominal haemorrhage, 
two of which included a haemoperitoneum, aie described 
below. 

Case 1 

A woman aged 58 was admitted with a four-months history 
of discharging ear (? cerebral abscess). She had bad pain in the 
left hypoehondrium for one month accompanied by vomiting 
when severe. Investigations before admission showed; haemo- 
globin, 66%; leucocytes, 17,300 per cm (89% neutrophils); 
serum 'Wassermann reaction, negative. 

On examination the temperature was 99° F. (37.2° C-), pub® 
110. She had a profuse discharge from the right ear, and 
diplopia on looking above the horizontal. The abdomen 
appeared normal. The B.P. was 140/80. Leucocytes numbered 
43,000 per cm. Two days after admission she had severe 
upper abdominal pain and urge to defaecate, but the bowels 
were not opened. On examination she was pale, the pulse was 
160, and there was extreme tenderness in the upper half o' 
the abdomen. She died in less than an hour. 

Necropsy. — Intracranial disease was not discovered. Very 
marked purulent bronchitis and emphysema were found. 0? 
opening the abdomen large blood clots were seen in the peri- 
toneal cavity. The greater omentum and lesser sac also con- 
tained blood clot. Careful dissection of the branches of the 
coeliac axis, the superior mesenteric artery, and the tributanes 
of the portal vein failed to reveal any macroscopic evidence of 
structural change in their walls or oF thrombosis. Smaller 
vessels within the area of haemorrhage in the pancreas were 
also minutely examined without any abnormality being detected. 
Both renal arteries contained thrombi, the kidneys appearing 
very pale but otherwise normal. The bowel contents were 
black, but there was no macroscopic lesion in the intestinal 
mucosa. 

Histology. — Omentum : — A huge area of haemorrhage occu- 
pied the omental fat tissue, which included a central area of 

/Since submission of this paper a case of malignant hypertension 
with haemoperitoneum has been published by De Navasqucz ano 
French. 

tThc case of Florence and Ducuing (1913) was traumatic. 
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haemorrhagic necrosis. This -area was surrounded by macro- 
1 phages containing haemosiderin. Outside the haemorrhagic areas 
the arterioles showed fibrinoid thickening of the intima, and 
collars of lymphocytes, eosinophils, and macrophages. In addi- 
tion. several islets of haemopoiesis were found. Myocardium : 
—Only the vascular changes were striking. The arterioles 
showed subin timal swelling, sometimes in the form of apposi- 
tional loosely woven pink cushions and sometimes in the form 
of intensely eosinophil hillocks over which endothelial cells 
appeared unusually prominent and sometimes detached. 
Spleen : — There was very extensive and marked hyaline 
fibrinoid infiltration of vails 0 f arterioles with reduplica- 
tion of elastic laminae of some vessels. Pancreas : — Marked 
hyalinosis of arterioles was present. Stroma was rich in fat 
grapes and contained extensive areas of haemorrhage. 
Stomach: — Arterioles of outer layers of wall, outside and in 
the periphery of blood clot, showed marked hyaline fibrinoid 
infiltration. Innumerable collagen shreds could be seen in the 
clot.. Kidney : — A fair number of glomeruli showed hyalinosis 
of the afferent arterioles. Many glomeruli appeared enlarged, 
with fusion and hyalinization of loops and increase in nuclei. 
There were tubular casts but no crescent formation. An occa- 
sional glomerulus showed fibrinoid change in some of its loops. 
Another section showed several collections of lymphocytes, the 
most conspicuous being around a hyalinized vessel the lumen 
of which was completely occluded by hyaline material, part of 
which showed fibrinoid change. 

Comment . — Necropsy revealed no intracranial lesion 
and no source for the haemorrhage. Histologically there 
were .widespread arteriolar thickening and kidney changes, 
as normally seen in hypertefision, to which the massive 
intraperitoneal haemorrhage may therefore be attributed, in 
spite of the readings, which were, however, taken only after 
the onset of the disease. That the arteriolar changes may 
have given rise to the haemorrhage is possible, especially 
as similar lesions occurring in dermatomyositis have been 
shown (Pagel, Woolf, and Asher, 1948) to lead to extravasa- 
tion of blood, though this was admittedly microscopic. 
Goldblatt’s (1938) finding of petechial and larger haemor- 
rhages in dogs with experimenial malignant hypertension 
prorides further support. The petechial haemorrhages in 
such cases were associated with dissection of necrotic or 
hyalinized arteriolar walls by red blood corpuscles. On 
the other hand, the possibility of a haemorrhagic diathesis 
may be considered, although Bruce’s (quoted by Berk, 
Rothschild, and Doane, 1941) similar case with recovery was 
subsequently investigated for bleeding tendency without 
success. Multiple small discrete haematomata in the greater 
omentum and mesentery' in Hartley and MacKechnie’s case, 
however, suggest that their patient may have had a 
haemorrhagic diathesis. 

The following case of abdominal haemorrhage affecting 
chiefly the ilio-psoas muscle, though lacking a haemo- 
peritoneum, showed in other respects a striking resemblance 
to Case 1, and is therefore included. 

Case 2 

A woman aged 65 had had rheumatoid arthritis for eight 
years, and recently the onset of dyspnoea, nycturia, and swel- 
ling of the feet. On examination myxoedema, congestive cardiac 
failure, and advanced rheumatoid arthritis were found. The 
B.P. "as ISO/ 100. She collapsed and died two days after 
admission. 

Necropsy. — Very pale and thin body. Basilar artery and 
circle of Willis showed severe atheroma. Right pleura adherent 
and oedematous, with numerous small haemorrhages (up to 
0.4 cm. diameter), marked left ventricular hypertrophy, and 
atheroma of endocardium below aortic valves. Severe atheroma 
of coronary arteries. Femoral arteries showed medial sclerosis. 
Kidneys granular, with variegated cortex. There were extensive 
areas of intramuscular haemorrhage up to 5 by 4 cm. diameter 
in the superficial portions of the rectus abdominis and in the 
ilio-psoas muscles. 


Histology. — Psoas muscle: — There was a massive haemorrhage 
beneath the fascia but no appreciable haemorrhage in the muscle 
itself. In addition to the extensions of the extravasation along 
the interfascicular stroma there were striking cellular and muscu- 
lar changes, (a) The cellular changes consisted of dense 
perivascular and interstitial infiltration with plasma cells and 
lymphocytes, the former being predominant around the vessels, 
which, though for the most part appearing normal or showing 
slight fibrous thickening, occasionally showed intensely eosino- 
phil eccentric intimal cushions as described in the myocardium 
in Case 1. (ft) The muscular changes occurred only between the 
strata of extravasated blood, and consisted of vacuolation and 
shrinking of sarcoplasm with evidence of cellular regeneration. 
Heart muscle: — Conspicuous eccentric subintimal cushion for- 
mation in small arterioles. Kidney : — Extreme glomerular 
hyalinization of the wire-loop type, many glomeruli being 
completely atresic. There was also atrophy of the renal tubules. 

Comment. — The presence of severe arteriolar disease and 
the clinically observed hypertension suggest a primarily 
vascular cause for the haemorrhages in this case. This 
is corroborated by the confinement of the pictures of mus- 
cular degeneration to the haemorrhagic areas. The peri- 
vascular, lymphocytic, and plasma-cell cuffing in the area 
of haemorrhage in these two cases is probably a local 
reaction to the fatter, and is described in cases of perirenal 
haematoma by Heilmann (1930). 

Case 3 

A man aged 63 was admitted two hours after an acute onset of 
pain in the right hypochondrium radiating to the right scapular 
angle. The pain was dull aDd continuous, and he felt as though 
blown up with wind. There was slight nausea but no vomiting. 
A similar attack a year previously, diagnosed as a coronary 
thrombosis, cleardd up after a week in bed. 

On examination he was seen to be obese and pale, and he 
was sweating. The pulse was 72, temperature 97° F. (36.1" C.), 
and respirations 20. The blood pressure was 220/125. The 
abdomen was distended and tympanitic, without shifting dull- 
ness. There was tenderness but no rigidity in all areas, most 
pronounced in the right upper quadrant and extending round 
the flank to the right loin. Peristalsis was diminished. Rectal 
examination showed no abnormality and the urine was normal. 
On two occasions after admission he suddenly became shocked 
and his blood pressure fell to 60/40 but with a pulse rate of 
only 80. On each occasion he recovered in a few hours. On 
the afternoon following admission the tenderness and the gnaw- 
ing pain were localized to the right iliac fossa. Laparotomy 
was performed for “ acute appendicitis.” There was much free 
blood in the peritoneal cavity and adhesions were present, mainly 
on the right side. In the right iliac fossa a fresh retroperitoneal 
haematoma was spreading towards the right loin, and a_ large 
boggy swelling was palpated in the position of the right kidney. 
Death occurred 30 hours after operation. 

Necropsy. — Short, fat man. Right pararectal operation 
wound. Heart : — Weight, 800 g. ; left ventricular hypertrophy. 
Aorta: — Gross atheroma. Peritoneum contained 60 oz- (1.7 
litres) of fresh blood ; omentum adherent to anterior abdominal 
wall. Intestines : — Gross distension ; coil of terminal ileum 
adherent to pelvic peritoneum and obstructed by an omental 
band. Adhesions between gall-bladder and transverse colon. 
There was a large blood clot in the right perirenal fat which 
extended to the splenic flexure. The right suprarenal gland was 
expanded by a dense blood clot ; external measurements 7 by 
3 by 3 cm. The right kidney was surrounded by blood clot but 
was normal, apart from autolysis, and its capsule was intact 
The renal artery was free from thrombosis, but the suprarenal 
artery could not be identified owing to the advanced autolysis. 

Histology. — Suprarenal gland: — wholesale necrosis of the 
cortex, also of the capsular fat tissue. Some islets of paren- 
chyma were still preserved in the central areas, where there was 
fibrinoid infiltration of the sepia. With staining for elastic 
tissue the outlines of vein walls were visible in the centre of the 
blood clot. 

Comment. — Perirenal haematoma was first described by 
Wunderlich (1856) under the title of “Apoplexie des 
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Nierenlagers,” and was later classified into four categories 
by Ponfick (quoted by Coenen, 1910). Case 3 is an example 
of Ponfick’s baematoma renis .extracapsulare. Coenen, 
who collected 12 cases of perirenal haematoma and reported 
one of his own, mentions nephritis, renal sarcoma, arterio- 
sclerosis, renal tuberculosis, chronic splenomegaly with 
gastritis, and haemophilia as the associated conditions. 
Heilmann (1930) r who reported four cases of perirenal 
haematoma, suggests spasm of the capsular vessels as an 
aetiological factor. Cases of gross suprarenal haemorrhage 
have been reported in adults (Keele and Keele, 1942 ; 
Burnett, 1948). Eleven cases had previously been described. 
Only three of these cases, including those of Keele and 
Keele, were unilateral, as was the case under discussion, 
and in no instance was there a haemoperitoneum. In addi- 
tion to atheroma and a possible spastic mechanism owing 
to hypertension, thrombosis of the suprarenal vein as in 
Keele and Keele’s case should be considered as the 
proximate cause. 

Summary 

Three cases of intra-abdominal haemorrhage are reported. All 
three had evidence of hypertension. 

The first case was one of spontaneous intraperitoneal haemor- 
rhage with no morbid anatomical source for the bleeding apart 
from hypertensive changes in the smaller vessels. 

The second case showed intramuscular haematomata ; hyper- 
tensive arteriolar disease was sufficient to account for the 
haemorrhage. 

The third case showed a haemoperitoneum from rupture of a 
perirenal haematoma. The origin of this is discussed- There 
was clinical evidence of severe hypertension. 

Our thanks are due to Dr. W. Paget for provision of material and 
assistance in preparation of this paper, to Dr. R. J. Porter, Dr. 
R. A. J. Asher, and Mr. J. D. Fergusson for the use of the clinical 
notes, and to Mr. L. Spain for histological assistance. 
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The British Council for the Welfare of Spastics has produced 
an admirable pamphlet entitled “ Notes for Parents on the Home 
Care of Children Handicapped by Cerebral Palsy.” It has been 
p epared b\ Dr J. H Crosland, of the Physical Medicine Department, 
^- ros5 Hospital, and Mr. H. P. Weston, executive secretary 
cl U e council *\fter a short account of the causes and nature of 
ccrtoral palss the authors describe in detail how to care for spastic 
c-U a thctoid children, while emphasizing that they must not be 
veiled \\Tulc these children must receive what help they need, 
i e p rents natural anxiety should not prompt them to make their 
e. i c-en os er-cepcndcnt. Self-confidence and a sense of security 
r ''’eulcated into the children, and there are illustrations of 
'[Y! 1 furniture, toss, and feeding utensils that will help the 
, to Ir.c os independently as possible. Special sections arc 
L . 0: ? , !ra ' ninE of s PCcch and excretion. Particulars mav 

t-e ormreu from t,.e council’s honorary executive secretary at 107, 
, ,c ' Axenue Sanderstead, Surrey. The pamphlet is obtainable 

! 'cp* t - same address for Is. 3d. post free. 


EFFECT OF PRESSURE COOKING ON 
VITAMIN C CONTENT OF VEGETABLES 

• ~ BY 

GWENETR M. CHAPPELL, M.Sc. 

AND 

AUDREY M. HAMILTON, B.Sc. 

(From King's College of Household and Social Science, 
University of London) 

We have recently been investigating the effect of pressurt 
cooking upon the loss of vitamin C in vegetables. As n 
may be some time before we can continue this work, anc 
as there is considerable topical interest in the question 
the results so far obtained are here briefly reported. 

Method 

In order that the results may be interpreted readily, y.i 
have compared the effects of pressure cooking with thosi 
of cooking in an ordinary saucepan. Since it is know 
that factors such as the volume of water and the perioi 
of cooking greatly affect the loss of' vitamin C in tb 
saucepan, the method adopted was that known to consen 
the vitamin as much as possible. This method, advocate* 
by the Ministry of Food, involves the use of a small volum 
of water, bringing this to the boil before putting in th 
vegetable, and cooking for the minimal time. With on 
exception, 200 g. of vegetable was cooked in 200 ml. o 
water in the saucepan, as this was found to be the minimal 
amount of liquid necessary to prevent the saucepan Boiling 
dry. The exception was spinach, to which, as in common 
practice, water was not added. 

The pressure cooker used was one of the now popular 
variety with a capacity of 7 pints (3.96 litres). The vege- 
tables were cooked in this according to the directions sup- 
plied by the manufacturer. Again 200 g. of vegetables was 
used, but only 100 ml. of water. A larger volume of water 
is unnecessary, and would undoubtedly result in a greater 
loss of vitamin C by leaching. Care was taken to avoid 
overcooking with either method. 

In every experiment six samples of each raw vegetable, 
so far as possible equivalent and representative, were taken. 
Two were for the determination of the initial content of 
vitamin C, two for the pressure cooking, and two for sauce- 
pan cooking. Two different portions of each raw sample 
of vegetable and three of each cooked sample were taken 
for analysis. The vitamin C was also assayed in the 
cooking-water. Thus for every experiment 20 samples were 
assayed, each assay being made in duplicate. In. all, 14 
experiments were performed on 10 different vegetables. 
The method of estimation used was that of Harris and 
Olliver (1942). 

Results 

In view of the varying nature of different vegetables and 
of different specimens of the same type, it was not to be 
expected that the variation in results between the two 
methods of cooking would be uniform. In all of the 10 
vegetables examined there was no evidence that saucepan 
cooking was better than pressure cooking in retaining 
vitamin C. In six vegetables — cauliflower, broccoli, winter 
cabbage, new carrots, turnips, and swedes — the retention 
was consistently better in pressure cooking by between 3 
and 28% of the original amount of vitamin C. In the 
other four vegetables — spring cabbage, broad beans, old 
carrots, and spinach — pressure cooking gave a slightly 
higher retention in some experiments ’ and a slightly 
lower retention in others. The average difference in 
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Inese instances was always small— of the order of 5% in 
favour of the one or the other method. The average 
retention of the original vitamin C in all the experiments 
performed was 7.5 % more in pressure cooking than in 
saucepan cooking— 66% against 58.5%. 

The estimations of vitamin C in the cooking-water showed 
that, with the exception of spinach, there was a greater 
loss by leaching in the saucepan than in the pressure pan. 
Ihe results with spinach were no doubt due to the fact that 
no water was added to the saucepan, whereas 100 ml. was 
added in the pressure cooker. It is often recommended that 
the water used in cooking vegetables should be used in 
soups, stews, and gravies. This is, however, not often done, 
and when it is the liquid is frequently kept for some time 
and then cooked again. If it were to be used immediately 
the difference in the total ascorbic acid in the vegetable 
and cooking-water together would be negligible when com- 
paring the two methods of cooking. In other words, the 
total amount of the vitamin in the vegetable and cooking- 
water together was on the average almost the same in the 
two forms of cooking (7 8% pressure cooking ; 7 9.6% 
saucepan cooking). 

Discussion 

Ibis investigation is of necessity limited by difficulties 
peculiar to any attempt to bring laboratory methods to 
domestic problems. On the one hand, it is dearly neces- 
sary' to control as many factors as possible by using 
standardized conditions ; on the other hand, it is obvious 
that no two housewives will cook in identical conditions ; 
in fact, these conditions will differ from time to time even 
in one kitchen. 

In the controlled conditions we have used it is evident 
that, so far as the retention of vitamin C is concerned, 
pressure cooking is certainly no worse than cooking in a 
saucepan, and in some instances is better. The differences 
are small, however, so that a bad technique with either 
method would result in a greater loss of the vitamin with 
that method. In some of our work, overcooking in the 
pressure cooker or a longer time in reaching the necessary' 
pressure led to an appreciably greater loss of vitamin. 
Again, in what is still, unfortunately', the common way of 
cooking vegetables in a saucepan, with large volumes of 
water and a tendency to overcook, there is a greater loss 
of vitamin C than in the Ministry of Food method used 
in these experiments. It is probable, therefore, that either 
type of cooking in the home will often cause greater loss 
of vitamin C than in our experiments. This is more likely 
to occur when the saucepan is used : overcooking of vege- 
tables in the pressure cooker results so easily in disintegra- 
tion that housewives soon learn to avoid this, whereas slight 
overcooking with a large volume of water in the saucepan 
results in no obvious loss in appearance or palatabllity. 
We may reasonably conclude that, in general, the retention 
of witamin C in vegetables in pressure cooking is likely to 
be no worse, and will probably be better, than m the sauce- 
pan when either process is used in the home. There is 
certainly no reason, from our experiments, to suppose that 
pressure cooking should be discouraged because of its effect, 
upon the nutritive value of vegetables. 

So far as other foods and vitamins are concerned, very 
little has been published. A few experiments of our own 
on the vitamin B, content of pulses suggest that the 
pressure cooker is better than the saucepan. 

Summary 

A comparison has been madeef the effect upon the retention 
of vitamin C in 10 different vegetables when cooked in a 
modem pressure saucepan and in an ordinary saucepan 
according to the recommended methods. On the average the 


retention was higher in vegetables cooked in the pressure 
cooker. 

tVe should like to ihank Professor John Yudfcin for his counsel, 
and the Ministry of Food for cooking some of the samples. 
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SPERMATOLYSIS: A CAUSE OF MALE 
STERILITY 

BY 

CAFER YILDIRAN, M.D. 

Urological Surgeon, Trabizon-Numune Hospital: member 
of Turkish Medical Society; British Council Student 
in Urology 

Much attention has been directed of late towards the prob- 
lem of sterility and infertility. In consequence I have been 
stimulated to present the results of some studies on male 
sterility' which suggest a causative factor not hitherto 
described. 

During the investigation of 75 males complaining of 
sterility at the urological clinic of Dr. A. E. Gussel, in 
the Guraba Hospital, Istanbul, I came across two specific 
abnormal spermatozoon types which were thought to he 
the cause of the sterility. Ihe purpose of this communica- 
tion is to call attention to the abnormalities. Short 
summaries of five of the case histories are given. 

. Case Reports 

Cose J.—H. T., married five years ; no children : wife pro- 
nounced normal by the gynaecologist. No history of venereal 
disease. No physical abnormality present. Examination of 
sperm 30 minntes after collection showed no microscopical or 
macroscopic abnormality. After two hours the specimen was 
separating into two layers — a clear supernatant and a sedi- 
mented layer. Microscopically the clear layer was acellular, 
but the sediment contained aggregations of dying spermatozoa. 
(I intend to make some observations on the death of sperma- 
tozoa in a further paper.) As time passed fewer and fewer 
sperms were seen, until at the end of six hours none were 
visible — the phenomenon of spennatolysis. Furthermore, the 
fluid obtained from this patient by prostatic massage caused 
spermatolysis to occur in the semen of a normal control when 
added to the latter. 

Case 2. — N. O., married tour limes in the previous twenty 
years. One of Ids former wives had remarried and had h3d 
a family. No previous venerea! disease, and no abnormal 
physical findings. The seminal fluid appeared to be more 
viscous than normal, but microscopically it seemed normal 
in ever)’ way up to two hours, when agglutination was begin- 
ning. After six hours spermatolysis was complete as in Case 1. 
and again prostatic fluid from this case caused spermatolysis 
when added to a normal control seminal fluid. 

Case 3. — H. D„ aged 34; married eight years; no history 
of venereal disease ; wife nonual. A spermiogram showed 
oligospermia and hypokinesia. In two hours spermatolysis was 
complete. 

In these three cases aspiration of the epididymis was 
performed. Unfortunately no sperms were found in any 
of the specimens, hut in Case 3 minute comma-shaped 
bodies about 2 by 4 f xvere seen. They showed some 
brownian movement. I got the impression that they were 
microsperms. Within two hours they had undergone lysis. In 
normal cases spermatozoa aspirated from the epididymis 
live two to three days. 

Case 4. — F.O., aged 32; married three years; history cf 
gonorrhoea twice, with clinical cure ; no evidence of epidi- 
dymitis or prostatitis ; wife normal. Semen appeared normal 
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but showed asthenospermia microscopically. In five hours 
spermatolysis was complete, but in this case the prostatic fluid 
had no effect on a normal seminal fluid. 

Case 5. — H. O., aged 30 ; married eight years. Nothing rele- 
vant in the history, and physical examination normal. Astheno- 
spermia was present, and spermatolysis was complete in two 
hours. 

Study of these cases suggests that two abnormal sperma- 
tozoon types were concerned. In the first type, as exempli- 
fied by Cases 3, 4, and 5, oligospermia and hypokinesia 
were present. Can it be assumed that the factors causing 
this also caused the spermatolysis ? In the second type, as 
in Cases 1 and 2, the only abnormal feature was the 
spermatolysis. In all cases it seems right to assume that 
the spermatolysis was the cause of the sterility, since any 
sperm undergoing lysis within four to six hours of ejacula- 
tion is not likely to fertilize an ovum. 

If spermatolysis occurs, then it seems reasonable to sug- 
gest that there must be a spermatolysin. In Cases 1 and 2 
the only abnormality was spermatolysis, yet prostatic fluid 
from them caused lysis in the seminal fluid of normal 
controls. I have concluded that the prostatic secretion of 
these men contained a “ spermatolysin ” substance. The 
epididymis, vas deferens, seminal vesicle, and prostate 
produce a secretion which nourishes the sperms. Changes 
ia the nature of the trophic products, the result of infec- 
tion or from unknown causes, can give rise to abnor- 
malities of the spermatozoa — e.g., asthenospermia — but I 
believe that the actual lysin factor is an abnormal prostatic 
substance. 

Summary 

Some cases of sterility in the male are due to 'agglutination 
and dissolution of the spermatozoa within a short time of 
ejaculation. This is spermatolysis. 

Spermatolysis was thought to be the cause of sterility in five 
of 75 cases investigated. In two of these five no abnormality of 
the sperms apart from lysis was present. 

The importance of examining seminal fluid at intervals is 
stressed. Otherwise if only one examination is done, and that 
too early, the phenomenon of spermatolysis might not be 
recognized. 

Spermatolysins may be associated with otherwise normal 
spermatozoa or with abnormal sperm types. In the latter case 
it may be that a lysin factor is produced in the epididymis, vas 
deferens, or seminal vesicle, as well as in the prostate. 


Medical Memorandum 


., A Case of Diabetic Coma Treated with 56,000 
Units of Insulin 

~ following notes concern a case of diabetic coma treated 
. the General Hospital, Jersey. Their interest lies in the dose 
o insulin given and the conclusions they suggest concerning 
(he use of glucose in diabetic coma. 


Case History 

a ^i 3 !? a£Cd 3 -> a known diabetic, had previously ke 
r*",®" 3 dos ' of V?:L S oC p - z insuUn and 16 units of solut 
felt j l 121 * a c °ld I the following day ] 

fdt worse and omitted bis insulin and took no food. 

coma NCH 3 t hc " as admitted to hospital in diabet 

mil ’ air h V. n , ECr ’ ond the sme!1 of acetone were co 
'•Vh -ceto-J^ Th nn f ' bnCk red " 10 Benedic t’s test and lad 
res"tratoM PCratn r e * 3S 9S 6 * F - < 37 * c >, I»*e 102, ai 

l G35ln „ c aspiration resulted in about 4 pints (2: 

,2 „._? f , darL ‘5 rown dmd - 130 uni:s insulin were given a. 

° f - e!2cosc txnd 0.5% saline was set up. T 
7 ^ ~ 1 admission was 500 mg. per 100 ml. Betwe 

'u eiven - At 6 P-m. the B. 
;,'S “ 1 100 El - ^ P u!se had nsen to 130 and the patien 

v *- — i. v* •! » CT5C 


In view of the inefficacy of the above method of treatment it v,as 
decided to change to that advocated by Professor Micks. As mil 
bo apparent, the inadequate treatment hitherto had permitted a 
marked state of insulin resistance to occur. At 7_p.m. the glucose 
drip was replaced with saline. A dose of 500 units of insulin was 
given and thrice repeated. The B.S. fell to 280 mg. 10,000 trails 
were given at 1.30 a.m.: B.S. 270 mg. At 2.30 a.m. the B.S. had 
risen to 280 mg. and the patient had collapsed, the pulse being 
barely perceptible. At the suggestion of the laboratory technician 
the drip was investigated and was found to have been replenished in 
error with 5% glucose about an hour previously. The error was 
remedied and the patient improved. 

At 3.15 a m. 20,000 units of insulin, occupying 250 ml., were 
injected into several muscle masses, and 400 units into the drip 
tubing. At 4 a.m. the B.S. was still 280 mg. A second dose of 
20,000 units was given and, since soluble insulin was running short, 
400 units of P.Z.I. This proved to be the final dose. In 26 hours 
56.0S0 units of insulin had been given. 

Hitherto the urine (tested hourly) had been continuously “ red ” 
to Benedict’s test and “ acetone + + + Now at last it began to 
become concentrated, and sugar and acetone to diminish. It did not 
become free from sugar and acetone till 22 hours after the last dose 
of insulin. The B.S. at 8,30 a.m., four hours after the last dose, was 
65 mg., the pulse rate 160; the latter thereafter fell steadily and 24 
hours later it was 90. No sudden change in the patient reflected 
the fall in blood sugar. Following the 8.30 a.m. B S. result, 
glucose in amounts varying from 5 to 15 g. in 25% solution was 
administered hourly by drip tubing. 

At 5 a.m. on Nov. 5, 25 hours after the last dose of insulin, a 
hypoglycaemic convulsion occurred without warning. It responded 
instantaneously to intravenous glucose. Shortly after this the drip 
was changed to glucose. By evening on the same day the patient was 
restored to consciousness sufficiently to take additional glucose by 
mouth. By about 1 1 p.m , some 65 hours after admission and 43 
after thB last dose of insulin, he was perfectly compos mentis. The 
drip was discontinued next day, and the patient was nursed flat for 
* three days as a precaution against sudden circulatory failure. He 
progressed steadily and was discharged on Nov. 25, feeling perfectly 
fit, on a morning dose of 40 units of P.Z. and 60 units of soluble 
insulin. 

Comment 

It is to be supposed that the patient's descent into coma 
was initiated by the cold he had on Nov. 1. No trace of this 
or evidence of any other infection was apparent on admission 
I had expected the conversion of the B.S. from high to low 
values to be indicated by marked clinical change. A. sharp 
rise in the pulse rate coincided with the event, but this was 
the only prominent point. The pulse rate and the urinary sugar 
and acetone gradually diminished, and the patient’s general 
condition slowly improved. Even the^ hypoglycaemic con- 
vulsion, arriving late and without warning and immediately 
controlled^ did not seem to interrupt this steady progress. 

B.S. recordings during this period may be of interest. These 
were: 5 hours after the last dose of insulin, 65 mg. per 100 ml. • 
7 hours after last dose, 56 mg. ; 8 hours, 50 mg. (here the drip 
was changed to glucose) ; 10 hours, 62 mg. ; 12 hours, 30 mg. : 
, 14 hours, 50 mg. ; 16 hours, 24 mg. (no clinical reflection of tbi' 
low value) ; 27 hours, 70 mg. (convulsion two hours before 
this) ; 29 hours, 60 mg. ; 32 hours, 45 mg. ; 34 hours, 168 lh£ 

The lack of response to treatment when glucose was used, the 
collapse that occurred when it was added in error to the saline 
drip, and the recuperation that .followed the correction of the 
error, strongly suggest that glucose is not an innocuous sub- 
stance in diabetic coma and that its use as a precaution against 
hypoglycaemia may gravely jeopardize the patient’s chances of 
survival. This was emphasized by Root (1945) and Mick' 
(1948). 

Gastric aspiration on admission produced brown fluid con- 
taining altered blood. A second aspiration twelve hours later 
yielded about 1 oz. (28 ml.) of blackish fluid, presumably also 
blood further altered. This, I believe, is a usual occurrence in 
diabetic coma. I should be interested to know the cause and 
origin of this blood. I understand that a surgeon operating 
a case of chronic pyloric stenosis may occasionally obse 
blood oozing from the gastric mucous membrane. 

I wish to thank Dr. Graeme Bcntlif, senior physician to the Gcw 
Hospital, for permission to publish these notes. 

J. G. H. Sheppard, M.B., B.S 


References 

Micks, R. H. (1948). Brltbh Medical Journal, 2, 200. 
Root. H. F. (1945). J. Amer. med. Ass., 127, 557. 


April 2, 1949 


REVIEWS 


Bxrrxsa 

MEDICJlL JoiTJL^AL 


577 


Reviews 


FEMALE REPRODUCTIVE TRACT 

The Epithelia of H oman s Reproductive Organs B) Geor -e N 
Papanicolaou, M D . Ph D Herbert F Tram, M D , and Andre n 
A Marchetu.MX) (Pp 53, 22 Plates 55s) New ToA The 
Commonwealth Fund London Geoffrey Curcberlege 19-tS 

.lost of this monograph is on the cvtoiogical appearances of 
he normal epithelia of the female reproductive tract Dr 
’apamcolaou is world famous for hts studies in this field and 
us present collaborators haie been associated tilth him in 
nuch of his work The monograph is a tnumph of trans- 
:ontmental collaboration since almost half-way through the 
en tears devoted to collecting material Dr Traut left Cornell 
Jmversity to become professor of obstetrics and gvnaecology 
n the Umversiti of California 
Discussion of all the normal epithelia from the ovary to the 
agma occupies 4S pages Ever) one of them is packed 
nth detailed information not only on the c> rclogy of the 
issues but on the correlation of the changes which take place 
hroughout the female genital tract as a whole at the different 
rhases of the menstrual cicle and tit the menopausal woman 
ft is clearly shown that all the epithelia take part in these 
tychcal changes and that the changes m the Fallopian tubes 
tenia, and vagina though less well known than those in the 
3 varies and endometrium are nevertheless complete!) charac- 
:ertstic to the eye of the expert c)tologist The illustrations 
tre beautifully produced and lend the highest distinction to 
die work as a whole Most are tn colour, the) consist of 
photomicrographs of admirable slant) and excellent drawings 
by Hashime Muraiama No doubt the high quality of the 
production is reflected m the price, though it is difficult to 
produce work of this kind, which depends so largely on 
accurate illustration on a less lav ish scale 
This monograph will prove an admirable companion to that 
published five years ago bv Dr Papanicolaou and Dr Traut 
on the diagnosis of uterine cancer bi the vaginal smear 
Them pioneer work tn this field is too well known to need 
further comment, but anyone who wishes to leant this difficult 
but fascinating method of Gynaecological investigation will find 
these two monographs indispensable There is no doubt that 
the vaginal smear will very soon be universally recocntzed as 
a routine procedure m gynaecology 

The absence of an index is to be regretted, especially in a 
work where so many cross references are to be found The 
chart given at the end of the book, however, affords an admir- 
able summon of the changes tn the menstrual cycle to be 
seen not onlv in the epttheha but in the basal-temperature 
chart and the hormone excretion levels It also senes to 
emphasize again the mam theme which is that of correlation 
of cytological changes with function 

Josephine Bvrnes 


atlas of anatomy 

Living Annionn A Photographic Atlas of Muscles in Acuon 
and Surface Contours By R D Lockhart, M D , Ch M 
(Pp 71; 149 ficures 12s 6d) London Faber and Faber 
194S 

This is a photographic album of “the muscles m action and 
surface contours'” bv the staff and students of the anatomy 
department at Aberdeen It consists of about 150 photographs, 
mainly of the superficnlli placed muscles of the trunk and limbs 
tn different subjects of both sexes The bnef introduction and 
the photographs will succeed in diverting the attention of the 
student from the textbook description and the dissecting-room 
appearance of the muscles The photographs are instructive, 
though some criticism mav be made of want of the poses in 
that the subject is shown performing somewhat unusual actions 
against the resistance of the restraining hands of the master of 
ceremonies 

The most superficial of all muscles, and among the first to be 
developed in the embno, ts the platysma This muscle is not 
figured In its extreme contraction its longest fibres are capable 


of moving the nipple over one to two rtb spaces m the male 
and even more m the female Putting this muscle into violent 
contraction is often of use in examining the female breast for 
the site, size, shape, consistency , and attachments of a tumour 
From the purely artistic point of view there is nothing to 
approach Paul Richer's Anatomic Artistique, which is the best 
delineation and description of the external form of the muscles 
at rest and in action It also is the best portrayal of those fat 
deposits which lend beauty to the female form. 

This album has certainly instructed and entertained the 
students of Aberdeen It may stimulate others to the point 
of reading Duchenne and Beevor, who are gratefully men- 
tioned m the preface 

H A Harris 

epilepsy 

Epilepsy Psychiatric Aspects of Convulsive Disorders By Paul 
H Hoch, M D , and Robert P Knight, Mj) Proceedings of 
the 36th Annual Meeting of the American Ps}cho pathological 
Association Mav, 1946 (Pp 214, illustrated 2Ls) London 
William Heinemann Medical Books 1948 

This volume contains fifteen chapters bv different authors, each 
discussing some facet of the problem — genetics, prevalence and 
incidence, social implications, psychopathology, diagnosis, 
E E.G , and so on It records the proceedings of the annual 
meeftng of the American Psychopathoiogica! Association in 
1946, so that the psvchtatnc aspects of epilepsy are naturally 
discussed at greater length than they would be in a balanced 
monograph on the subject The divergence of psychiatric 
opinion on the psychopathology of epilepsy may be illustrated 
by two statements by different contributors to this book 
the first is that epilepsy, like other manifestations m human 
life, is a way of expression and living through the stresses 
and strains of life ; the second is that the notion that epileptic 
seizures may be merely an exaggeration created by difficulties 
of adjustment to life has been abandoned It is at any rate 
satisfactory to have both views presented, so that the reader 
mav decide on the evidence provided for him whether the 
epileptic attack represents an escape from an unbearable 
situation, a functional disorder of the brain or perhaps a 
little of both 

As might be expected in a volume of this kind, the contn 
butions vary m quality The one on the antisocial aspects 
of epilepsy makes no attempt to deal with the practical problem 
of criminal responsibility and in some of the others there is a 
great deal of theorizing about very little There are however, 
interesting and up to-date accounts of the application of the 
Rorschach test to the delineation of the so-called epileptic 
person ably, and of e.xpenmeniallv produced epilepsy in 
animals Patton describes sound-induced convulsions in young 
albino rats with diets lacking in pvndoxm or magnesium 
Kopeloff and his colleagues write of a continued epileptic 
liability tn the monkev induced bv the application of alumina 
cream to the cortex , it seem^ to be independent of the htsto 
logical character of the lesion, and is of interest m relation 
to the observed frequency of epilepsy in man in certain cerebral 
dtseases, such as cysttcercosix Jasper, in a bnef but lucid 
review of the E E G , states his reasoned opinion that the 
terms grand mal and petit mal should be used as of old to 
describe the clinical manifestations of epilepsy and should not 
be tied to specific E E G patterns Diethelm’s thoughtful essay 
on differential diagnosis is of particular value for the clinician 
He records the recall or partial recall under hypnosis of post- 
epilepltc amnesias and considers that fugues occurring in 
psychopaths may be indistinguishable from epileptic attacks 
For this chapter alone the book is worth referring to b) even 
serious student of the subject, and he will doubtless find other 
matter in it which will engage his J33rticular interest 

Charles Svv'ovos 

FAILURES IN TREATMENT 

Failures tn Psychiatric Treatment Edited by Paul H Hoch 
M.D (Pp 241 54 SO) New York- Grime and Stratton 

194S 

la this book are collected the papers presented to the annual 
meeting of the American Psvcbop3thological Association in 
J947 The features which must have made the svmpo'tum 



578 April 2 , 1949 


REVIEWS 


Bimst! 

Musical Jouhsai 


interesting and stimulating at the convention in 1947 are to 
some extent lost in print. There is not enough in common 
between the various themes, such as insulin shock therapy, the 
treatment of neurosyphilis, and social case-work, for the whole 
collection to be anything but a psychiatric scrapbook. Some 
original data are reported, among which are Dr. Kallmann’s 
three pairs of uniovular twins, whose different fates under the 
impact of schizophrenic psychoses seemed to be determined 
by variations in body weight. Dr. Kallmann cites them as 
evidence for the contention that a genetica) approach, rather 
than stultifying therapy, may suggest new lines of therapeutic 
attack. In his introduction Dr. Nolan Lewis also refers to 
the neglect of hereditary factors as a possible cause for failures 
in treatment, to the existence, besides deep analysis, of other 
methods of psychotherapy perhaps insufficiently exploited, and 
to the amount of poor psychotherapy that is given ; the schools, 
be says, are being swamped by students anxious to enter this 
remunerative field. 

The editor sums up and tries to draw some general lessons. 
He finds it necessary to re-emphasize the importance of 
accurate diagnosis for successful therapy, and to point out 
once again that “molivology ” and “aetiology” are two 
different things. The symposium provides the encouraging 
suggestion that American psychiatry as a whole is retreating 
a little from the extreme psychodynamic attitude to causation, 
and that a less fanatical and more medical atmosphere is 
beginning to appear. 

Eliot Slater. 


PRIMARY TUBERCULOSIS 

Die pit mitre Titbetkidose bei Erwnchsenen mid Kindern tmd Hire 
Entn-iehehmg By Dr. St. J. Leitner and Dr. R. M. Steinmann. 
fPp 158; illustrated. 15 Swiss francs.) Berne: Mcdizinischcr 
verlag Hans Huber 

The authors give a clinical study of primary tuberculosis in 
160 adults and 106 children, the cases being followed up for 
a period of two to eight years. They emphasize that sana- 
torium treatment should continue until the radiographs no 
longer show infiltrative changes. These take much longer to 
disappear than does the acute pneumonic and influenzal 
picture so often simulated by primary tuberculosis in adults 
as well ns in children. Erythema nodosum was common 
(33.7% in adults and 6.6% in children); so was pleural 
effusion (31.8% in adults, 21.7% in children; bilateral in 
S adults). Discussing the relationship between primary tuber- 
culosis and phthisis, the authors consider to be important the 
frequent observation of an early post-primary spread to the 
apices. They saw progressive tuberculosis develop from 
such disseminated foci (i.e., an endogenous source) twice 
as often as from the primary focus itself. Progressive pul- 
monary' changes following early cavitation of the primary focus 
or of daughter foci occurred without any recognizable cause 
— regardless of therapy — and took a rapid and unfavourable 
course Those, however, which developed after a longer interval 
uerc due to factors weakening general resistance and were 
quite amenable to therapy. 

The authors present their material well and cover most of 
clinical aspects Their references to the literature are 
sion.tlU erratic and many papers discussed are redundant, 
the other hand, the study of Frimann-Dahl and Waaler 
ould have been mentioned, because- it was the first to draw 
mention to the recent dramatic shift of primary infection 
to adult age groups ; nor have they mentioned the extensive 
discussion of the whole problem held at the Royal Society of 
Medicine in 1942. There are hardly any observations on 
pathology, and the authors have not always made use of the 
pertinent morbid-anatomical facts. For example, we miss a 
discussion of recrudescence of primary foci as a source of 
rh!hisi> ; it often bridges the long interval between primary 
infection and phthisis and disposes in such cases of the theory 
of " exogenous supennfection ” These few points, however, 
do not detract from the distinct value of the book. It lies 
> ts clinical observations and m the demonstration that there 
is r.o essential feature in which primary - tuberculosis in adults 
diner- from that tet children. 

W. Pagix. 
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Aero-otitis Media and Aerosinusitis. By G. K. Ascban (Pp. 93. 
No price.) Uppsala : Almqvist and Wiksells. 1948. 

An account of experimental histopathological changes due to oxwen > 
deficiency and oxygen poisoning. 

Aids to Physical Chemistry. By R. G. Austin, B.Sc., F.R.I.C. 
2nd ed. (Pp. 443 . 7s. 6d.) London: Bailliere, Tindall and Cox. 
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An outline for students. 

Failure of the Heart and Circulation. By Terence East, ML, 
D.M., F.R.C.P. 2nd ed. (Pp. 144. 6s.) London: Staples Press. 
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A concise practical account. 
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London : Victor Gollancz. 1949. 

The autobiography of a partially deaf woman. 

The Child : An Adult's Problem. By A, M. Ludoviei. (Pp 258. 
30s. 6d.) London : Carroll and Nicholson. 1949. 

Bringing up children discussed for parents and teachers 

Experimental Diabetes Mellitns. By E T. Bell, M.D. (Pp. 31. 
7s. 6d.) Oxford : Blackwell. 1949. 

A short monograph with references 

Le Benzolisme. By V. Raymond and A. Vallaud. (Pp. 174. No 
price.) Paris: Institut National de Securi* - pour la Prevention des 
Accidents du Travail et des Maladies Professionnelles. 1948. 

The toxicology of the benzols and an account of measures affording 
protection against them. 

Diabetic Manual. By E. P. Josiin, M.D., Sc.D. 8th ed. (Pp, 260. 
12s. 6d.) London: Henry Kimpton. 1948. 

A practical guide for medical men and their patients. 

Fravenhcilkuiide. By W. Benthia. (Pp. 260 M.14.) Berlin: 

Urban and Schwarzenberg. 1948. 

A manual of gynaecology intended for students and general 
practitioners. 

Principles and Practice of Ophthalmic Surgery. By E. B. Spaetli, 
M.D. 4th ed. (Pp. 1,044. 75s.) London: Henry Kimpton, 194S. 

An illustrated textbook giving details of surgical technique. 

The Therapy of the Neuroses and Psychoses. By S. H. Kraines, 
M.D. 3rd ed. (Pp. 642. 32s. 6d.) London : Henry Kimpton. 1948. 

Intended particularly for the non-specialist. 

Richtlinien einer Philosophic der Median. By A. W. Kneucker, 
M.D. (Pp. 197. 22s 6d.) Vienna: Wilhelm Maudrich. 1949. 

The author discusses such topics as logic, materialism, ethics, and 
education. 

Rout gen- mid Radium bchandlung. By P. Hess. (Pp. 147. M.13.) 
Berlin : Urban and Schwarzenberg. 1948. 

A practical account of the technique of radiotherapy. 

Sex and Marriage. By N. Robertson. (Pp. 46. 2s. 6d.) London: 
Research Books. 1949. 

A short guide to sex conduct for men and women. 

Trace Elements in Food. By G. W. Monier-Williams, O.B.E., 
M.C . , M.A., Ph.D., F.R.I.C. (Pp. 511. 30s.) London: Chapman 
and Hall. 1949. 

A study of elements which, in minute amounts, take part in animal 
and plant metabolism. 

Hospital Trends and Developments, rpjo - rp^S, Edited by 
A. C. Bachmeyer, M.D., and G. Hartman, Ph.D. (Pp. SJ9. 30s.) 
London : Geoffrey Cumbcrlegc, 1948, 

A collection of articles on hospital administration and allied subjects, 
selected from literature published between 1940 and 1946. 
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CORONARY THROMBOSIS TREATED WITH 
ANTICOAGULANT DRUGS 

Thrombosis of the leg veins, occurring in sick and 
debilitated adults, is a treacherous hazard of bed rest, 
unpredictable in its outcome, and at times producing by 
massive pulmonary embolism the tragedy of sudden death. 
In a paper appearing elsewhere in this issue Drs. K. P. 
Ball and H. O. Hughes discuss this danger and urge doctors 
and nurses to become more “ thrombosis ; minded.” Many 
workers have now stressed the value of the anticoagulant 
drugs in the treatment of leg thrombosis, and it is natural 
that much interest should have been aroused in the possi- 
bility of using these drugs in the treatment of coronary 
thrombosis. Studies such as those of Nay and Barnes 1 
have shown how frequently coronary' thrombosis is compli- 
cated by thrombosis elsewhere. They found thrombotic 
or embolic complications in 37 out of 100 cases of 
acute myocardial infarction ; 14 out of 100 had pulmo- 
nary emboli. Foord" found at necropsy that 4S out of 
315 cases of myocardial infarction had pulmonary' emboli. 
It is clear that a safe and effective means -of preventing 
intravascular clotting would reduce the risk of many com- 
plicating disasters. Wood 3 has even suggested that the 
treatment of angina at rest with anticoagulants may 
prevent the onset of some cases of coronary thrombosis. 

The most effective anticoagulant is heparin. The dis- 
advantages of this substance are that not enough is pro- 
duced to meet all demands, repeated injections have to 
be given, and it is very- expensive. Dicoumarol has the 
advantage that it can be given by mouth, and it is less 
costly and more readily available than heparin, but its 
effect upon coagulation is only to prolong by a few seconds 
a certain stage in the clotting process (prothrombin time). 
This prolongation of a few seconds may, of course, be 
quite enough to reduce the chance of blood clotting as it 
flows over diseased vessel walls and to limit the dissemina- 
tion of such clots. The greatest disadvantage of dicoumarol 
is its tendency to produce severe and even fatal bleeding, 
the avoidance of which requires careful daily labora- 
tory control of its effect on prothrombin time. There seems 
at the moment to be no way of simplifying, this method of 
treatment for widespread application outside hospitals. 

• 1 Arvr. H'J-t J.. HU 5. 30, €5. 

» J. Amir. mtd. An.. 1946, 13S, 1009. 

» BnlisJi XfrArel Jowrcl. 1949, 1. 37. 

* Blumfart. H. I_. flat., Arrer . Ue^tJ., I94S. 3B. 13- 

s Beattie. E- J . tx cl ibid . 194S, 35. 94. 

• Ibid.. 1945. 35, 269. 

7 J. Ar-.c ned. Asr. t 194S. 13S. J074. 


Laboratory investigations have been undertaken to dis- 
cover whether the anticoagulant drugs will prevent the 
Spread of coronary' thrombosis once established. Two 
reports* 5 serve to show that this aspect of the problem 
is not likely to be settled by experimental coronary ligation 
in animals. There were no -significant differences in the 
infarcts in dicoumarol-treated and untreated animals, and 
thrombosis in the smaller vessels within the infarcted area 
was found just as often in animals receiving dicoumarol 
gs in the control group. Beattie and his colleagues 5 
observed no obvious changes as a result of dicoumarol 
treatment in dogs with ligated coronary arteries. They 
emphasize, however, that the experimental procedure in 
previously healthy vessels is very different from the process 
jn diseased arteries. 

If possible, then, the answer -must be sought in the clinical 
fesults. Glueck and others 6 have been able to compare 
44 patients who received anticoagulant drugs with 44 con- 
trol patients. The mortality was 45% in the untreated 
group and 20% in the treated group. Among the former 
27% had thrombo-embolic complications, while in the 
group receiving anticoagulants the incidence of this com- 
plication was reduced to 7%. The widely varying outlook 
even in a carefully collected series such as this still leaves 
3 little doubt, and the American Heart Association wisely 
jet up a committee three years ago to collect more informa- 
tion. The investigators were a group of distinguished men 
whose collected evidence was obtained from the observa- 
tion of 800 cases : Irving Wright and his colleagues 3 have 
issued a report on the findings. The routine treatment was 
to administer heparin for the first 4S hours, during which 
time dicoumarol is coming into action. Thereafter the 
prothrombin time was held between 30 and 35 seconds by 
dicoumarol. The cases numbered 36S in the control group 
and 432 in the treated group ; age incidence and severity 
of the attack were comparable in the two groups. The 
following figures summarize the results : the percentage 
mortality' in the treated was 14.9 and in the untreated 24 : 
the percentage incidence of thrombo-embolic complications 
was 1 1 in the treated and 25 in the untreated ; the number 
of thrombo-embolic complications per 100 patients was 14 
in the treated and 36 in the untreated. Closer examination 
of the figures provides an even more favourable impression 
than the overall percentages. For example, about half of 
the treated patients who had thrombo-embolic complica- 
tions such as venous thrombosis, pulmonary embolism, hemi- 
plegia, and extension of the myocardial infarction developed 
them before the anticoagulant drugs bad time to become 
fully effective. It is during the first four weeks of the 
illness that the treatment is most useful : after that the 
chances of further complications of this type seem to 
diminish considerably. This -report from the U.S.A. is 
very' valuable, and further information from the commit- 
tee will be awaited with interest. It is to be noted that 
dicoumarol therapy does not wholly abolish the incidence 
and the complications of further clotting, but it certainly 
produces a significant reduction. The anticoagulant regime 
seems to ’be of established value. in spite of occasional dis- 
appointments, and perhaps in time a better and safe 
anticoagulant will be found. 
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FEMUR 


Up to the end of the war of 1914-18 transcervical fracture 
of the neck of the femur presented an insoluble problem. 
Non-union was accepted as inevitable. The credit for over- 
coming this defeatist attitude must be given to Whitman, 1 
who showed that union could be obtained by applying the 
accepted principles of reduction and fixation. This involved 
encasing the patient in a long spica plaster-of-Paris splint ; 
the treatment was tedious and uncomfortable, and stiffness 
of the hip and of the knee was a common sequel. Whitman 
himself never published his results, but it was generally 
assumed that union could be hoped for in 50% of patients. 
Lofberg,' following up 153 of his own patients treated by 
the Whitman method, reported union in 67%, whereas an 
American Commission 3 which reviewed a large number of 
cases treated in different clinics put the number of success- 
ful unions at 30%. Surgeons, now as optimistic as before 
they had been pessimistic, were not satisfied with these 
figures and searched for a more efficient treatment. 

Although internal fixation had been tried from time to 
time, it was not until Smith-Petersen 1 introduced his nail 
that pinning the neck of the femur came into fashion. Most 
rationally he pointed out the obvious need for preventing 
rotation as well as angulation of the fragments and devised 
his three-flanged nail for the purpose. Smith-Petersen 
carried out his first operations in 1925. After opening the 
hip-joint he reduced the fracture and inserted his pin under 
direct vision. The method was accepted with alacrity by 
surgeons all over the world. A contribution almost equal 
to that of Smith-Petersen was made in 1932 by Sven 
. Johansson, of Gothenburg, 5 who conceived the idea of 
making a canal in the nail. After reducing the fracture 
by manipulation he passed a guide wire up the neck of the 
. femur, and when the wire was shown by x-ray control to 
be well placed he threaded the canalized Smith-Petersen 
nail over it and hammered the nail home. This procedure 
avoided opening the hip-joint. Since then various instru- 
ments have been devised to enable the guide wire to be 
correctly placed at its first or second insertion. Probably 
the most popular one in use in England was that introduced 
by the late Hey Groves. Many surgeons, including Sven 
Tohansson, scorn the assistance of wire introducers and 
prefer to rely on their eye to insert the guide wire correctly. 
Surgeons in different parts of the world have modified the 
■chnique — for example, by using a screw instead of a 
wee-flanged nail or by using multiple thin nails. But 
transcervical fracture of the neck of the femur is now 


universally treated by threading a Smith-Petersen nail over 
a guide wire inserted up the neck of the femur into the 
head. Whitman’s abduction-plaster method is a thing of 
the past. 

Pinning of fractured necks of femur has now been 
employed long enough for the treatment to be assessed. 


’"'l -<'>.1921.77.913. 

* Ch *. J92?, 54, 2322. 

j S“ r « C 9£6 n355i0n of American Orthopaedic Associate 

C, OMfn .1937. 64, 2S7. 

J w-_' r.-..-.' , I9J0, 3 , of,-. 

, I n Suppl. 131. 

T ■ Ji Sw-z . 191?. 20,10$ 

* 1510. 43. 5.94 

* a ...... 1944 Copenhagen. 


Early enthusiasm is giving place to the sombre judgmem 
of experience. The results obtained by Sven Johansson 
have lately been published by Gunnar Oden. c Three hun- 
dred and fourteen patients operated on between 1932 and 
1941 have been followed up : 27 died at or after the oper- 
ation, and, since many of the patients were elderly, 104 
have died since of natural causes ; of the remaining 183 1 
Oddn has examined 141, all at least three years after the 
date of their accident. His detailed analysis answers several 
questions. The immediate mortality from the injury is less 
in those subjected to operation than in those treated con- 
servatively, The distinction made by Bohler between the 
abduction or valgus and the adduction or varus types ol 
fracture is worth retaining. The valgus fracture is fre- 
quently impacted and may not need pinning, and whether 
pinned or not always unites. Johansson prefers to operate 
on all transcervical fractures, since an impacted valgus 
fracture may disimpact and become displaced. Impaction 
cannot be gauged from viewing the radiograph ; clinical 
evidence on this point is alone reliable. And only when 
the radiograph shows bone trabeculae crossing the 
old fracture line can one be certain that union has 
occurred. 

Of the varus fractures 90% united after being pinned. 
In considering this high percentage of successful results it 
must be remembered that the operations were done by a 
master surgeon with a special interest in the subject and 
long experience. Although a fracture table and facilities 
for taking antero-posterior and lateral radiographs in the 
theatre are almost indispensable, the operation is not techni- 
cally difficult. However, an amateur performance is not 
sufficient : the nail must be inserted far enough and into the 
centre of the head. Johansson likes the nail to penetrate to 
within one centimetre of the articular cartilage ; other sur- 
geons are not content unless the end of the nail reaches 
the extreme limit of the bone. Johansson emphasizes the 
importance of reduction, which he believes is best achieved 
by skeletal traction applied for seven days. The leg should 
be allowed to rotate out during this period. External- 
rotation deformity is not corrected until the patient is on 
the operation table, when the medial fragment can be pre- 
vented from rotating by the use of either the Leadbetter 7 
or the Tavernier 8 method of reduction. 

In Oddn’s series redisplacement after pinning was 
common, but was least frequent when the neck after 
reduction was valgus (27%) and most frequent when it 
was varus (47%). Over-reduction therefore gave better 
results than exact reduction. Oddn’s analysis also showed 
that the more vertical the nail the less chance there was, 
of redisplacement of the fragments. The position of the 
nail seemed immaterial, though the length of the nail with- 
in the head fragment was all-important. It is self-evident 
that the maximum length of nail in the head is achieved 
when the point of the nail lies immediately underneath the 
centre of the articular area of the head. This should be 
the surgeon’s objective. Early weight-bearing did not 
increase the risk of redisplacement. Oddn concludes that 
redisplacement in the majority of cases was the result of 
faulty technique. Though bony union was achieved in 
S9% of the cases, in only 68% w'as the clinical result 
deemed good. In this group the patients walked about as 
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freely as before the accident, did not use a stick, and did 
not complain of pain ; those at work resumed their former 
occupation. Another 8% were classed as satisfactory: 
they used a stick out of doors or had difficulty in tying 
their shoe-laces or complained of pain. In no less than 
24% of the cases the results were classed as bad. 

The ba'd results were due either to non-union or to osteo- 
arthritis of the hip-joint consequent on an aseptic necrosis 
of the head of the femur. Od<5n found evidence of aseptic 
necrosis, past or present, in 38% of the patients. Its fre- 
quency varied with the amount of the pre-reduction dis- 
placement, but it was commonest in those patients in whom 
the fragments became redisplaced ; it occurred in 16 out 
of 20 patients who had been repinned. Spotoft 9 confirms 
this gloomy prognosis : he found partial or complete 
necrosis in 21 out of 24 repinned patients. Union may 
take place in spite of aseptic necrosis, for the fracture did 
in fact unite in more than half of Spotoft’s patients. It is 
a common belief that aseptic necrosis is more frequent in 
fractures treated by pinning than in those treated conserva- 
tively, but there is no evidence to support this view. The 
vascular disturbance that eventually discloses itself as an 
aseptic necrosis of the head of the femur either dates from 
the time of the accident or is caused by a slow but con- 
tinuous shifting of one fragment on the other. Aseptic 
necrosis is usually, though not invariably, associated'with 
faulty technique and subsequent displacement of the 
fragments. 

Is operative treatment for a fracture of the neck of the 
femur an improvement on Whitman’s abduction method 7 
The answer is undoubtedly yes : the mortality is no greater, 
the end-result is better, and the discomforts of treatment 
are far less. It is reasonable to assume that two out of 
three patients with a transcervical fracture of the neck of 
the femur, treated by a competent surgeon by pinning, will 
be as good as they were before the accident, and one of 
four will be left a cripple. 


ADVANCES IN MICROSCOPY 
In addition to the electron microscope, which is still in the 
hands of the specialist, the phase-contrast microscope and 
ultra-violet and fluorescence microscopy are rapidly enlarg- 
ing knowledge of the cell and of many other structures 
which come within the domain of the infinitely small. The 
existing knowledge of the microscopic structure of cells 
has in the past been derived almost exclusively from the 
study of fixed and stained material. With the phase-contrast 
microscope fresh material can be carefully examined. The 
development and application of the phase-contrast 
technique to the microscope is due in the first place to 
Zernicke, 1 : and its subsequent improvement by Kohler 
and Loos’ has placed a valuable tool in the hands of the 
biologist Those who wish to acquire some knowledge of 
the principles and properties of the modem phase-contrast 
microscope should read Taylor's 4 description of it. The 
important property of phase contrast lies in the conversion 
of phase differences into amplitude differences ; the eye 
is sensitive only to the latter. Thus phase-contrast micro- 
scopy will reveal structures which differ in refractive index 
from the surrounding ritedium by too small a degree to be 
made visible by other methods. At the same time, full aper- 
tures can be employed and the maximum resolving power 


of the objectives under the special conditions of illumination 
can be brought into use. As a result definition is very 
greatly improved, and this, coupled with the small depth 
of focus, provides a picture which in detail and contrast can 
be rivalled only by the best histological preparations 
Furthermore, material can be prepared and examined much 
more rapidly than by histological procedures. In common 
with all other methods for the study of living material 
phase-contrast microscopy does not differentiate between 
structures which differ only in chemical nature, and to be 
fully effective it should be used in conjunction with histo- 
logical methods. Phase-contrast microscopy is of the great- 
est value in the study of small living cells. Austin and 
Smiles, 5 for instance, have studied the fertilization and early 
development of the rat egg. The magnificent photomicro- 
graphs with which their paper is illustrated afford an 
opportunity for comparing the pictures obtained by direct 
illumination and by the phase-contrast technique. 

Greater resolution and also information about the 
chemical constitution of the structures studied are obtained 
by the use of ultra-violet light as a source of illumination, 
since certain organic compounds possessing specific molecu- 
lar configurations absorb ultra-violet radiations selectively 
The first ultra-violet micrographic equipment was designed 
by von Rohr 5 and Kohler 7 in 1904, but the work of J. E. 
Barnard was responsible for the development of this type 
of microscope to its present high degree of efficiency ; 
the apparatus and technique devised by him and Welch 5 for 
the study of bacteria and viruses have now largely been 
standardized for application to living cells. Ludford, 
Smiles, and Welch 9 have used this technique with success 
in the study of living malignant cells. As a result of their 
investigations Caspersson’s 19 conception of a “ cytoplasmic 
protein-forming system ” has had to be modified, though 
there is no disagreement with the general conception of the. 
relation of nucleic acids to protein synthesis. Cytoplasmic 
protein synthesis probably occurs in the peripheral parts of 
the cell and not in the immediate vicinity of the nucleus : 
the site of protein synthesis may very possibly be the 
mitochondrial-cytoplasmic interfaces 

Fluorescence microscopy also reveals differences in the 
chemical constitution of cell constituents. The idea of 
fluorescence microscopy was first suggested in 1911. When 
cells are treated with a fluorescent dye and are viewed in 
light of certain wavelengths various tissue structures give 
out secondary waves. Levaditi and bis colleagues, 1 1 for 
instance, have shown that when ordinary sections from 
paraffin-embedded material are treated with a dye such as 
thiofiavine S and exposed to wavelengths of light at 3,600 A 
a maximum secondary transmission occurs when the wave- 
length equals 5,150 A. Under these conditions photomicro- 
graphs can be taken on orthochromatic plates. Cytoplasmic 
inclusions caused by viruses can thus be recognized visually. 
For instance, the inclusions produced by rabies, vaccinia, 
and Borna disease fluoresce with an azure blue colour, the 
same tint as that given out by nucleoli and red cells. Cell 
protoplasm, nuclei, and collagen fibres, on the other hand, 
are golden yellow. When viewed by fluorescence micro- 
scopy the inclusions are oval or round, without visible 
structure. The elementary bodies of vaccinia, fowl pox. 
and lymphogranuloma venereum and the intranuclear 
inclusions produced by herpes all have a golden-vellow tin:. 


1 Z. ttO-n Phslk. 1935. IS, 454, S45 
-Pk rs Z . 1935, 3S, S4S 

* S’ctsrxisscrjchxftcu 1941, 29, 41. 

« / if. mkr. Soc.. 1946, C6. 1. 

I94S.CS. 13. 

* Dl e TTiforir drr cptischtr JrMnzr'rr"', 1904. Vo! 2 Ber] « 

* Z. M-isi Mikr 1904. 21. 129. 273. 

*JR. Ha. Soc ... 1936. 5S, 365. 

* Ibid, 194S. 63. 1. 

*5 Syr-p Soc. exp Bio!., 1947, >'o l.p 127 
*1 CJ? Acad Sci . Paris, 194$. 227. 1061. 
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NATIONAL HEALTH SERVICE EXPENDITURE 

ESTIMATES FOR 1949-50 

The Civil Estimates for 1949-50, presented to the House of 
Commons on March 23, show that in the coming year the total 
cost of the National Health Service in England and Wales will 
be £228,424,600- This is made up as follows: 



| 1949-50 

1948-9 j 

Increase 


£ 

£ 

£ 

Central Couacfl, etc 

| 16,000 

10,000 : 

6,000 

Hospital* specialist, and ancillary 
services 

i 169,648,500 

1 

123,479,000 , 

46,169,500 

Services provided by local health 
authorities 

13,275,000 

8,758,000 

4,517,0 00 

General medical and dental ser- 
vices, pharmaceutical services, 
and supplementary ophthalmic 
services . . 

95,661,500 

75,340,500 

! 20,321,300 

Other services 

18,597,000 

27,5/8,542 

( - — 

Walls 

Hospital, specialist, and ancillary 
services . . 

I 

7,882,500 

i 

£,118,500 

525,000 

1,754,000 

Services provided by local health 
authorities 

t 

’ 750,000 

225,000 

General medical and denta^ser- 
vices, pharmaceutical services, 
and supplementary ophthalmic 
services . . 

1 

l 

t 6,730,800 

| 108,000 

4,981,000 ! 

1,749,800 

Other services j 

866,000 

Gross total . . j 

£312,669,600 i 

£247,596,542 , 

£74,752,600 

Deduct — 

Appropriations in aid . „ . . 

84,245,000 

62,165,400 

— 

Met total « . . . 

£228,424,600 

£185,431.142 

£74,752.600 



Net increase . . 

£42,993,458 


The Central Health Services Council and Standing Advisory 
Committees will spend £11,000 on salaries and wages and £4,000 
on payments to members for loss of remunerative time, 
travelling, and subsistence. 


Hospital, Specialist, and Ancillary Services 

Here there are increases in every item, though it must be 
recalled that in 1948-9 the Service was operating only for nine 
months. The details are as follows: 


Advances to Regional Hospital Boards: 

(а) Capital expenditure 

(б) Maintenance and running costs, in- 

cluding specialist services . . 

Total 

advance ro Boards op Governors op 
Teaching Hospitals: 

(<j) Capital expenditure 

(6) Maintenance sad running costs, in- 
cluding specialist services . . 


Capital Expenditure by the Minister in 
the acquisition op Land, Hospitals, 
and Equipment: 

(u) Acquisition of lansi 

(b) Acquisition ofbospitals 

Acquisition of hospital equipment, etc. 


i 


Total 


PMVlVfr to till MINISTRY OP PENSIONS; 

< i) Medical treatment 
O) Surgical appliances-— supply, renewal 
and repair , 

f . i rra>e/iing and other incidental expenses 
Total 

txri'vsts or mi Minister ts connexion 
'A rm Research, 

\ j> Special inquiries into diseases . 
t®« Ot>er services 


Total 

pA-Tf X* UlA.fcAL StRMCE. EtC : 

l W** of ruMic health laboratories 
’ '* « ayvrtr t to the Lister Institute for the 
. r^tx’-ctioa of Iyt3?h 
i 1 Loss cr* tuio ds. etc., supph'e 
t-TT'U'*^2c:on purposes 


Total 


1949-50 

£ 

1948-9 

£ 

7,000,000 

5,251,000 

133,000,000 

98,688,000 

£140,000,000 £103,939,000 

1,935,000 

1,656,000 

22,000,000 

16,505,000 

£23.935.000 

£18,161,000 

3,000,000 

too 

100 

250,000 

£3,000,200 

£250,000 

5,000 

19,000 

1,875,000 
i 22,000 

473,000 

8,000 

£1,902,000 

£500,003 

i 

15,600 

5,700 

8,260 

5,740 

£21.300 

£14,000 

■ 7)0,000 

557,000 

13.000 

17,500 

22,000 

20,000 

31,000 

9,500 

£790.000 

£615.000 


General Medical Services 

The expenditure under this heading is estimated as follows : 


(o) Expenses of Executive Councils 

1949-50 

Administration : £ 

1948-9 

£ 

(a) Salaries, wages, etc 

i,3so,m 

1,026,000 

(6) Payments to members for loss of 
remunerative time, and travelling 
and subsistence expenses of members 
and staff 

14,000 

15,000 

(c) Incidental expenses , . . , 

546,000 

460,000 

Total 

£1,910,000 

£1,501,000 

General Medical Services: 


„ 

Payments under arrangements made with 
medical practitioners . , „ * 

£37,825,000 

£28,000,000 

Pharmaceutical Services: 

Payments under arrangements made for 
the supply of drags, medicines, and 
appliances 

£17,530,000 

£15,000,000 

General Dental Services: 

Payments under arrangements made with 
dental practitioners . . 

£26,343,000 

£17,750,000 

Supplemental v Ophthalmic Services: 
Payments under arrangements made for 
the testing of sight and the supply of 
optical appliances 

£11,716,000 

£ 12,900,000 

Transferred Liabilities : 

Payments in respect of liabilities transferred 
to executive councils from insurance 
committees 

£1,000 

£5.000 


(6) Other Expenses 


Medical Practices Committee: 


( o) Salaries, wages, etc., including remun- 
eration of members 

( b ) Payments to members aad staff for 
travelling and subsistence expenses 
(cl Incidental expenses 

6,000 

1,500 

500 

6,000 

1,000 

250 

\ Total 

£8,0 00 

£7,2 SO 

this same section £320.000 is provided for 

the Dental 


Estimates Board, as against £171,000 : and the Tribunal set up 
under Section 42 of the Act will cost £300, as against £250. On 
refresher courses £8,500 will be spent, as against £6,000 ; £3,000 
will be paid to the universities for the provision of courses, and 
£5,500 will be Deeded for travelling and subsistence allowances. 

In 1948-9 a sum of £4,250,000 was set aside for compensa- 
tion for loss of the right to sell medical practices. The corre- 
sponding allocation for 1949-50 will be £5,000,000, and there 
is also provided for the first time the sum of £2,250,000 to pay 
the interest on compensation which must remain outstanding 
until the retirement or death of the practitioner. 

The cost of the superannuation scheme will be £1,955,000, as 
against £1,360,000, and £150,000 is set aside for compensation 
for loss of office under Section 68 of the Act, as against £50,000 
in the first nine months of the Service. The estimated cost of 
medical supplies is divided as follows: 


Central Purchase of Medical Supplies, 
Stores, and Equipment : 

(a) General medical and surgical stores 

and appliances 

(4) X-ray equipment 

(c) Purchase of streptomycin, etc. 

< d ) Government hearing-aids 

(e) Mass radiography units arid vans 

if) Miscellaneous 


1949-50 

£ 

2.540.000 

1.590.000 

490.000 

1.625.000 

200.000 

255,000 


1948-9 

£ 

2 , 200,000 

510,000 

295.000 

200.000 

127.000 

168.000 


Total . . £7,000,000 £3,500,060 


Liabilities transferred to the Minister under Sections 6 and 69 
of the Act totalled £17,750,000 in 1948-9. The corresponding 
figure lor 1949^50 is estimated at -only £1,751,000. Among 
other items budgeted for are the expenses of Hampton and 
Moss Side Hospitals for Mental Defectives (£282,575); the 
Broadmoor Institution (£168,425); and miscellaneous com- 
mittee expenses and contributions to the National Association 
for Mental Health and the Central Council for Health Educa- 
tion, which will account for only £40,000 as against £72,000 
for 1948-9. 

Wales 

A separate estimate for Wales shows that advances to 
regional hospital boards will total £7,180,0 00, as ag3ins! 
£5,645,000. There is also an increase in the advances to boards 
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co\ ernors of teaching hospitals from £468,500 in 194S-9 to 
iSa.OOO. The expenses of the Minister in connexion with 
search on pneumoconiosis are put at £500 for 1949-50 as 
ain't £3.000 in. 19-1S-9. Other research services are again 
timated at £1,000. The services provided by local authorities 
11 cost £750,000 as against £525,000. 


(a) E\ eases of Exectttiie Councils 


advinistration*: 

19A9-50 

194S-9 

(a) Salaries, wages e c 

82,000 

67,000 

<**) Payments to r embers for loss of 
remunerauv? ,.me, and travelling 
and subs is te*'^ expenses of members 
ard staff 

2 000 

2.000 

(<■') Incidental expen es 

35.000 

36.000 

Total 

£119.000 

£105,000 

General Medical S>p vices 

Payments under a sirsnis made with 
medical prac*i loners 

£2J>75.000 

£1,800,000 

Pharmaceutical Se ' ^es 

Payments under ar'-i cements made for the 
supply of v-’Jgs, medicines, and 
appliance* 

£1.470.000 

£1.225.000 

General Dental S v.ce* 

Payment* under a 'angements made with 
dental pract oners 

£1,861,000 

£1,250,000 

SUPPIEVENTARY 0?I TLALMIC SERMCES . 
Payments under ar m cements made for the 
testing of s at and the supply of 
optical appliances 

£704,000 

£600,000 

Transferred Lias a. t es 

Payments in respect afliabHiues transferred 
to executiv e „ -'.mais from insurance 
committees 

£100 

£1,000 

lb) Other Expenses 

Refresher Courses 

(g) Payments to unnersities, eicu, for the 
provision of courses 

350 


(b) Travelling, subsistence, and other 
expenses of persons attending courses 

1,350 

— 

Total . 

£1.700 

— 

Lladiuties transferred to the Minister: 

(a) Liabilities tram i erred in respect of 
voluntary hospitals 

10 

400,000 

(W Liabilities transferred in respect of 
local author;!' hospitals 

105.990 

455,000 

Total 

£107,000 

£855,000 


Scotland 

The National Health Service in Scotland will cost £31,303,000 
ir 1949-50, as against £22.907,000 in 1948-9. This is made up 
follows: 



| 1949-50 | 

f I94S-9 ! 

, Increase 

»ui<h Health Services Council, 

! £ 

£ 

£ 

etc. .. _ , 

ospital. specialist, and ancillary 

1,000 

1,000 

— 

services . , 

rvices provided by local health 

24,471,000 

1 5,4 S 0,000 , 

8,991,000 

authorities 

encral medical and dental ser- , 
vices, pharmaceutical services, 
and supplementary ophthalmic 

1,100,000 

930.000 1 

150,000 

j 


12.553.000 

10.070.000 i 

j 2,4 S 3.000 

iher services 

1,530.000 

1,807,000 | 

1 — 

Gross total . . , 

Deduct— 

1 £39,655,000 j 

£25,303,000 

£JJ, 624,000 

pprepriations in aid . ] 

S. 152,000 | 

5.401,000 1 

— 

Net total . . i 

| £31.303.000 j 

[ £03.907.000 ' 

! £11,624,000 


! 

Net increase . . 

£5.356.000 


Advances to regional hospital boards "ill total £23.200,000 

45.000. 000 in 194S-9) : expenditure by the Secretary of State 
a health centres £20.000 ; on research £20.000 ; on bacterio- 
igical services £90,000; and on blood transfusion services 

50.000. Grams to local health authorities will total £1.100,000 
is against £950.000). 


The estimates for general medical services are made up as 
follows: 



1949-50 

I94S-9 

* Increase 

(a) Expenses 

of Exeeutne Councils 


Administration 

General medical services 

General dental services 
Pharmaceutical services 
Supplementary ophthalmic services 
Transferred liabilities 

£ 

320,000 

5.400.000 
| 2,7 CO ,030 

1.800.000 
’ 2,250,000 

i 11,000 

£ 

250/0? 

4,000,000 

2. 5 00.000 
1/90.000 

1.470.000 
ll/OO 

£ 

70 <yv 
1,4C*\000 

3io!o:o 

7 t 3 rw> 

• — 

(b) Other Expenses 


Expenses of Scottish Medical 
Practices Committee 

Expenses of Scottish Dental 
Estimates Board 

Expenses of the tribunal under 
Section 43 of the Act . 
Expenses of refresher courses . 

4,00-0 

63,000 

1,000 

4,000 

2,000 

40,000 

1.000 

6 000 

2, OOC 

23,00? 

Total 

£12.553,000 

£10.070,000 

£2.555,00''* 


The amount set 1 ’ aside for compensation is £575,000 fa' 
against £300.000); for superannuation £140,000 (£75,0001: 
compensation for loss of office £1,000 f£30.000); centra! 
purchase of stores and equipment £370,000 (£100,000). 

Taken as a whole the Civil Estimates for 1949-50 make it 
clear that the total cost in the coming year of the National 
Health Service, National Insurance, and National Assistance 
will be £555.358,000. In the present financial year, during 
which these social services wall have operated onlv for nine 
months, the total cost will be £449,980.000. 

If the rate of expenditure in the first nine months had been 
continued, the annual cost would have been about £600.000.00'! 
These estimates for 1949-50, which are about £45,000.000 below 
that figure, show that the rate of expenditure is expected to fall. 


PRO GU A ML IN PROPHYLAXIS AND 
TREATMENT 

COLONIAL MEDICAL RESEARCH COMMITTEE'S 
RECOMMENDATIONS 

The following recommendations on the use of proguani! 
(*’ paludrine ”) in the prophylaxis and treatment of malaria, 
and suggestions for trial, are issued by the Colonial Office and 
the Medical Research Council on the advice of the Colonial 
Medical Research Committee. It should be clearly appreciated 
that the recommendations are tentative on the basis of present 
knowledge and that they are subject to review in the light of 
future experience and experiment. 

Prophylactic Use 

The dose recommended for suppression of malaria of all 
types in endemic areas is 100 mg. daily. For children the 
following dosage is advised: from birth to 5 years — 25 mg. 
daily; from 6 to 12 years — 50 mg. daily. When a daily dose 
is not practicable one dose of 300 mg. should be taken on the 
same d3y each week; dosage for children should be in the 
proportion indicated. 

In the case of persons, other than the indigenous inhabitants, 
who have been resident in an endemic area for some time, or 
who have been otherwise already exposed to malarial infection, 
a full therapeutic course (see I (a) below) should be taken 
before entering on the suppressive regimen. 

1. P. Falciparum (Malignant Tertian) Infections; Mixed 
Infections; Undiagnosed Type Infections 

(o) Treatment of Norz-immur.es. — Proguani! alone cannot be relied 
upon to effect radical cure in all cases, and the clinical response 
with this drug unaided is also somewhat slow. It has been shown, 
however, that these disadvantages may be overcome by reinforcement 
with mepacrine on the first day of treatment. The following com- 
bined course is recommended for trial: 300 mg. proguani] twice-daily 
for 10 days reinforced cn the firs: day of treatment with three dose"' 
of 300 mg. mepacrine, and followed by 100 mg. preguanfl daily fc- 
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six weeks. (Persons continuing to live in an endemic area should 
continue their suppressive regimen.) 

(6) Treatment of Clinical Attack in Semi-immune Subjects such as 
Labour Forces and Rural Populations in Endemic Areas . — A single 
dose of 300 mg. proguanil will usually suffice to produce clinical 
cure. Relapses can be treated similarly as and when they arise. 
Serious cases should be given emergency treatment (see below). 

(c) Treatment of Malarial “ Emergencies .” — For treatment of 
conditions such as cerebral or algid malaria and where for any 
other reason the patient is unable to take drugs by mouth, immediate 
intramuscular mepacrine or intravenous quinine therapy should be 
employed. 

2. P. Vivax (Benign Tertian) Infections 

(а) With the Object of Radical Cure . — The course advised for 
adults is 100 mg. proguanil plus 10 mg. pamaquin base (or a corre- 
sponding dose of one of the other 8-amino-quinoline derivatives) 
three times daily for 10 days. The dose for children should be 
proportionate. Pamaquin should not be given unless the patient can 
be kept in bed under medical supervision throughout the course; 
this is particularly important in the case of children. When the 
patient cannot be kept in bed the alternative course recommended 
is 100 mg. proguanil three times daily for 10 days followed by a 
single dose of 300 mg. proguanil on the same day each week for a 
year. 

(б) Treatment of the Clinical Attack in Semi-immtmes . — As for 
M.T. malaria. 

Unless otherwise stated, the dosage mentioned is that for 
adults. In recommending the use of a single dose of 300 mg. 
proguanil for the treatment of the febrile attack in semi- 
immunes and a weekly dose of 300 mg. for suppressive pur- 
poses, the ' advantages of these procedures are emphasized as 
(o) bringing an effective antimalarial drug within the economic 
capacity of village and rural populations of endemic areas of 
malaria and (6) providing a method of prophylaxis easy of 
administration. 


Preparations and Appliances 


ORO-TRACHEAL TUBE INTRODUCER 

Dr. J. G. Bourne, honorary anaesthetist, St. Thomas’s Hospital, 
writes: In a previous article ( British Medical Journal. 1947, 2, 
6S4) I described a “ spring ” made in two sizes. Nos. 10 and 8, 
for use with oro-tracheal tubes, and added : “ The Macintosh 
laryngoscope is preferred to other models. It sometimes 
happens that the Magill tube is deflected towards the 
oesophagus at a tangent to its curved blade. To overcome 
this little difficulty various types of simple introducers have 



been used to direct the tip of the tube into the glottis." Illus- 
trated here is the introducer which I have found most satis- 
•uiory. It is withdrawn directly the tip of the tube has passed 
between the cords. 

I would like to make two further observations with regard to 
1 1 - use of these springs." First, when correctly placed in 
poMtion the tube should lie well to one side or the other of 
me tongue. If it is left over the dorsum it tends to be extruded 
tro-n the mouth. Secondly, if a tube and a connecting-piece of 
M’uablc jit arc chosen they can be firmly locked within the 

srrmg b\ being pulled down into it from the bevelled end 
'' c - If ’his fails they can be fixed with tape before 

sme this round the patient’s neck. These “springs" and 
m.rowecer arc now obtainable from Messrs. A. Charles King 
- . D.-sorshirc Street, London, W.l. 


I 

i l : 


i’-Ie'-eJ to Miss J. 
in iHs ard in 


Dcwe. of St. Thomas’s Hospital, for 
the original article. 


Reports of Societies 


SPECIALIZATION— ITS VALUE AND ABUSE 

A meeting of the Section of Medicine of the Royal. Society oi 
Medicine on March 22 was devoted to a discussion or 
specialization. Sir Adolphe Abrahams presided. 

Sir Robert Young recalled that when he himself started hi' 
clinical work as a student the two senior surgeons at hi' 
hospital both also practised ophthalmology, the throat surgeot 
was lecturer on anatomy, and the physician to the skin depart 
ment was also assistant physician to the hospital. His own firs 
reaction to the starting of special departments was antagonistic 
but he soon realized that special departments were necessar; 
and helpful and to the public advantage. The chief factor ii 
promoting specialization in medicine had been the rapii 
development of instruments and instrumental methods. Th< 
clinical laboratory was a comparatively recent development 
but it was difficult now to realize to what extent physicians o 
a former day had to rely upon their senses. One of the un 
fortunate results of specialization had been that they were liabli 
to cut short their direct observation of the patient and pro 
' ceed at once to the instrumental or radiological aid. 

The only abuses of specialization that he could see were it 
employment as a cloak for the crank and a spotlight for thi 
quack, but there were many misuses. An important' one wa 
the direct approach by the patient or his friends to the specialist 
and in some cases the ready acquiescence of the specialist ii 
such approach, without the knowledge or approval of th 
general practitioner. One of the unfortunate results o 
specialization was the passing of the general physician. Thi 
student at all stages of the curriculum was now taught b; 
specialists, the best of whom were enthusiasts. - The ok 
physician, however, should not be pushed aside. The tim! 
taken in eliciting the history of the patient and making th' 
routine examination was by no means time wasted. It migh 
save a great deal. He was glad that in most hospitals thcr 
were still some general physicians. 

At the present time the general practitioner was caught in ; 
vortex of forms, certificates, and reports. When he was fr e 
from all these he would wish to be the trusted, unhurried, un 
harried adviser of his patient. Sir Robert Young hoped tha 
some day a Ministry of Health would issue a special instiue 
tion to medical schools asking them to revive, restore, and re 
introduce doctors of the old type, who were interested in th 
general make-up of their patients and knew that what they hm 
to deal with was not the mere dysfunction of an organ but i 
suffering human being. 

Integration Needed 

Mr. A. Dickson Wright considered that one result of th 
National Health Service would be a temporary eclipse of th' 
more general aspects of medicine and surgery. In former day 
they could recall many men who, after.establishing themselve 
in the front rank as general physicians, came to devote them 
selves to some special aspect ; Sir William Gowers, Sir Join 
Rose Bradford, and Sir William Broadbent were example: 
Since then specialization had developed in curious ways an 
unevenly in different countries. In America it had gone ahea 
and had been to some extent overdone. In France it ha' 
lagged behind, and there the general surgeons did gynaecc 
logical operations. The need was to integrate the special! - ! 
system with a very good general practitioner system. }' 
America the patients rambled around among the specialty 
according to their whim or the advice of the hall-portcs 
Moreover, men in general medicine were almost forced to tak 
up a specialty or lose in the race for places. If they continue' 
their general medicine alongside their specialty they might b 
regarded as second-rate by the general public. In the teachin 
hospitals the ultra-specialist was apt to feel that his work wj 
too deep or advanced for the students, and the students, ahead 
overburdened, were inclined to think the same, and so th 
narrow specialist escaped his teaching duties, leaving more atv 
more to the general physician and surgeon. But it was possib! 
that as specialist techniques became simplified a number o 
specialists would come back into the general field again. 
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ionic specialists Mr Dickson Wright continued, became 
bored with the monotons and narrowness of their specialty 
and extended their work into other fields The neurologist 
would interest himself in the female pelvic floor, and work 
n the territory of the gynaecologist, the gynaecologist would 
Mart to work on the rectum, owine to the proximity of the 
parts or he would look on the breast as his domain, the breast 
being controlled b\ the ovaries The thoracic surgeon would 
roncern himself with the alimentary tract and the svmpathetic 
.hams and the vagus nerve which passed through his territory 
The orthopaedic surgeon was perhaps the worst offender of all 
in this respect An opposite abuse was for the specialist to 
become narrower and narrower Specialties were developing 
for cavities, for organs for systems, for ages, for techniques 
even for ways of thinking He instanced the treatment of 
-ancer The cancer specialist, allied with the statistician, might 
be ready to take control of any organ of the bodv in which 
-nncer might appear Specialties in cancer, in diabetes, in 
rheumatism, in tuberculosis were open to serious criticism 

Another development of specialization was the complicated 
approach to diagnosis The specialist surrounded diagnosis 
with a great deal of investigation The man who used the 
gastroscope was assumed to be ahead of the man who did not 
The ultra specialists were unwilling to accept simple explana- 
tions There was a tendency to over-elaborate, -especially in 
the matter of diagnosis and to wrap a case up in a large amount 
of diagnostic ritual which created its own impression on the 
patient and also gave the specialist’s colleagues the feeling 
that they could not carry on a specialty unless they did all this 
too A great many of these evils would disappear if the 
entrance upon specialism were a little longer delayed The 
man who had a good grounding in general medicine and 
surgery and then quietly went into specialism would serve the 
public better than the man who became a specialist almost 
from his first M B 

The President here remarked that the public was very largelv 
to blame for the abuses of specialization With the develop 
ment of instruments it was more or less inevitable that they 
should expect a specialist for every symptom. The remedy 
was the proper recognition of the general practitioner and the 
general physician 

Specialization Justified 

Sir Henry Cohen said that there were some branches of 
medicine in which a degree of specialization was not only 
advisable but necessarv In research, the narrower the field the 
more deeply could one dig and there was no doubt that to-day 
a great number of advances in medicine came from digeing 
very deeply, with all the instruments available, in a relatively 
narrow field Therefore some degree of specialization in re- 
search, whether clinical or laboratory or a combination of both 
might be regarded as justifiable But while there was some 
justification for a man pursuing research m renal disease there 
could be no justification for a man confining his practice of 
medicine to the kidneys 

He thought it unwise that specialization should enter at all 
into undergraduate as opposed to postgraduate, teaching 
Specialization had led to the provision of clinical material 
in the undergraduate teaching hospitals which was quite un- 
suitable for the undergraduate It had led to the population 
of undergraduate teaching hospitals being entirelv unsuitable 
for undergraduate teachine What was needed was that the 
teacher of undergraduates should be concerned to inculcate a 
philosophv of medicine 

When it came to practice, he believed that many of the 
difficulties arose partlv from nomenclature and partlv because 
they had not pictured to themselves the kind of case in which 
specialists plaved a part The genera! practitioner should have 
been so trained that he had a large outlook in medicine He 
might need for the purpose of diagnosis for example, a radio- 
logist, but he should be auite competent to understand the 
radiologist’s films and his report He mieht need a pathologist 
or other specialists because thev practised a special branch 
which was largelv concerned at this stace of the case vvath 
diagnosis If, acain, his patient needed some special treatment 
he might have to refer him to a surgeon or some specialist 
surgeon Apart from all this, however, there must be patients 
about whom the general practitioner was uncertain and there 
should be a group of people to whom he could refer these 


difficult problems — namely, the consultants He likened the 
consultant to the conductor of an orchestra, one who perhaps 
could not play the violin as well as his first violinist, or comd 
not play the 'cello at all but who knew how to set the necessarv 
reaction and response from a number of people The con 
sultant himself might require certain information for which he 
would have to refer to a surgeon, a neurosurgeon, a thoracic 
surgeon, or whomsoever it might be, but there should be 
general physicians trained as such, and afterwards perhaps 
some of them might, because of their interest or opportunity, 
take up cardiology or urology or some other special branch 

One of the dangers of specialization, in Sir Henrv Cohen s 
opinion, was that often the specialist on examining the patient 
referred to him discovered something in his own department 
which had no relation to the patient's complaint but with which 
he persisted in dealing Focal sepsis was a case in point He 
had often seen gallstones removed from a patient whose com- 
plaint in fact was due to other causes It was true that there 
were gallstones, but a proper history and examination would 
have shown the cause of the symptoms to he elsewhere The 
surgeon could become so expert in some technical procedures 
that he took a pnde in their performance But the feasibilitv 
of an operation or the completeness with which it could be 
done was not the best indication for resorting to iL He agreed 
that there were specialties, both m the field of diagnosis and of 
treatment, which required such perfection of technique as to 
justify them But it must alwavs be remembered that a man 
was more than the sum of his parts The gastric system could 
not be isolated from the nervous system, or the respiratory 
from the renal system Jowett said of logic that it was not a 
science but a tnch, and much the same was true of surgery 
It was important, more particularly in some special branches 
of surgery, that there should be competence in technique, both 
diagnostic and therapeutic, which competence could come only 
with specialization, and therefore specialization was clearly 
necessary But there was no justificauon for a specialization m 
which the sole basis of the specialty was an instrument 

Back to the General Phvsician 

Dr Maurice Davidson remarked that it used to be said, 

If vou want pathology, go to the Germans, if you want 
surgery, go to the French, but if you want to get well, go 
to the British ” There was a time when that was true, and he 
was sufficient of a * reactionary ” to wish that that time would 
come back One of the outstanding faults about medical teach 
ing was that it had become divorced from the principle of 
general education which used to be so outstanding a feature of 
the medical students curriculum Dunng the last twenty five 
vears there had been an increasine tendenev on the part of 
medical committees of teaching hospitals to appoint people b, 
reason of their prominence in some comparativelv narrow field 
The queshon would be asked of a candidate What has he 
done ■> ’ — meaning ‘ What contribution has he made to elabor 
ate scientific literature n — rather than, ‘ What experience has 
he had from the wider point of view “> What are his abilities 
for summing up and dealing with the whole personahtv of the 
sick man ’ ” 

Dr S L Simpson said that there were large numbers of good 
specialists practising in all branches of medicine who had done 
general medicine and patboloev for a number of vears The 
teams which operated for example, at Queen Square or Great 
Ormond Street were without doubt supreme and were leader^ 
in their respective fie'ds of nervous di'eases and cnildren s 
diseases The important thing, surelv, was neither specializa- 
tion nor general medicine but sound judgment in both He 
agreed that no man should be a specialist who had not a 
general training Specialization mmovenshed general medicine 
and surgerv, and some arrangement should be made wherebv, 
while thev had specialists in general hospitals, this impoverish 
ment was avoided 

Dr Richard Asher said that one of the dancers of specializa 
tion was that specialists were apt to frighten off the ‘ general ' 
man, making him feel that certain parts of medicine lav within 
a prohibited zone Some psychiatrists, for example, made 
general practitioners feel that for them to enter upon their 
patient's worries and anxieties was a blundering invasion As 
an example of ultra-specialism he menuoned that a pauent 
was sent to an ophthalmologist, who returned the case saving 
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that the man had retinitis pigmentosa and that this might indi- 
cate the Laurence-Moon-Biedl syndrome, and he therefore 
suggested that the patient should be examined to discover 
whether he had polydactyly. 

In reply to Dr. Horace Joules and others, Sir Henry Cohen 
said that he had no use for the isolated special hospital except 
where it might be pursuing research or a form of treatment 
which required special skill. Great as had been the history of 
Queen Square and Great Ormond Street — two hospitals men- 
tioned in the discussion — he believed it would have been greater 
had they been part of general hospitals with access to the 
general outlook in medicine. 


ANTIHISTAMINE DRUGS 

A meeting of the Section of Experimental Medicine of the 
Royal Society of Medicine on March S was devoted to a 
discussion on antihistamine drugs. Dr. H. P. Himsworth 
presided. 

Professor W. A. Bain, of Leeds University, brought forward 
a quantitative study, by himself and his co-workers, of the 
action of histamine antagonists in man. From a pharmaco- 
logical point of view, he said, this work represented an attempt 
to apply to man quantitative methods which had been applied 
with success to animals and animal tissues. The intradermal 
reaction to varying doses of histamine had been determined by 
the measurement of weal and flare areas on the skin of the 
forearm, and the extent to which such reactions were modified 
by histamine antagonists had been determined. It was rela- 
tively easy to devise means of obtaining quantitative informa- 
tion about the relative weight-for-weight potencies of the 
different drugs, the duration of their action, and their thera- 
peutic efficacy. What could not be precisely dealt with quantita- 
tively were the side actions. A group of subjects were given 
different doses of histamine antagonists — “ phenergan,” 
“ anthisan,” “ antistin "—and the weal response computed. 
It was then possible thus to construct dose-response curves 
for the different drugs and obtain a measure of their relative 
weight-for-weight potencies. 

Phenergan was found to have the most powerful action on 
the intradermal weal response, being 7 times more potent than 
anthisan and 14 times more potent than antistin. It took much 
longer than the others to establish its full action, reaching its 
maximum in three hours. The mean time taken by phenergan 
to fall from maximum to half the maximum action had also 
been measured ; it was 1,170 minutes. The corresponding time 
with anthisan was 310 minutes, and with antistin 210. Thus 
phenergan stood out as the mdst powerful and the longest- 
acting drug. Because of the lengthy action of phenergan it 
seemed that it might be a good plan to give this drug, not as 
customarily three times a day, but once in the twenty-four 
hours, and that at night, so that the sleepiness it produced 
would pass unnoticed, while its action might be expected to 
continue through the following day. On comparing the nightly 
dose of phenergan required to clear a chronic urticaria with 
the daily dose of anthisan needed for the same result it was 
found that on the average oni\ one-fourteenth of the amount of 
phenergan was necessary — in other words, a nightly dose of 
25 me, of phenergan was equivalent to a daily dose (split up 
into three or four administrations) of 350 mg. of anthisan. Of 
the 20 subjects on whom the experiment was tried only one 
preferred anthisan, 5 had no preference, and 14 preferred 
phenergan, no doubt because of the relative absence of side 
c /’ Cv ’ s - T hc question was raised whether in chronic urticaria 
the antihistamines were perhaps exhibiting two modalities of 
action (l) an increase in capillary permeability, and (2) intcr- 
. crcncc with the liberation of histamine from the tissues. 
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expected. As chronic asthma could not be induced in animA 
it was the more important, that the pharmacologist and clinician 
should work together in the study of these phenomena in man 

Dr. Ranyard West said that up to date it could not t; 
stated that antihistamine drugs abolished or prevented the 
bronchospasm of asthma under any well-controlled conditions 
But apart from simple asthma there was another condition of 
bronchospasm in which histamine liberation occurred. Tfe 
was curare-bronchospasm, first described in 1935 as a reguiarb 
occurring complicating action of crude curare. He described 
the action of antihistamine drugs in this condition. 

Dr. H. G. J. Herxheimer said that not all subjects were 
sensitive to antihistamines, and some were sensitive only to one 
or two of the drugs. The dosage would be different in every 
patient and had to be worked out with great care. If these 
drugs were given to sensitive patients and in the right doses 
they were most beneficial, but in severe bronchial constriction 
in an acute attack of asthma no action of the antihistamines 
would serve. It was only in mild degrees of the condition that 
the antihistamine was protective. It was effective only in mild 
asthmatic states. 


Nova et Vetera 


HISTORY OF CARDIOLOGY 

A History of the Heart and Circulation. By F. A. Willius, M.D., 

M.S. in Med., and T. J. Dry, M.A., M.B., Ch.B., M.S. in Med. 

(Pp. 456; illustrated. £2.) Philadelphia and London: W. B. 

Saunders Company. 1948. 

This book is full of interesting information. In a sense it 
is a companion volume to that attractive book Cardiac Classics 
which Willius and Keys have compiled. The authors have 
approached the subject from three points of view. The writing 
of medical history has often been unsatisfactory. It so easily 
becomes a dull, disconnected catalogue of biography. The 
most interesting method is to trace the development of ideas 
or knowledge in some special subject. The authors first survey 
various epochs, beginning with the remote past, continuing 
with the Mediaeval and Renaissance eras, and ending with 
the first quarter of the present century. The second part 
comprises selected biographies in which the lives and writings 
of the most eminent workers in the subject are described. 
Finally, for reference, there is a selection of various topics, 
with a chronological account of the various steps of advance 
that have been made in each. These three approaches lead 
to some overlapping, but that does not really matter ; in some 
ways it is an advantage. There are many good illustrations, 
mainly portraits. The authors have found room for quite 
long quotations from original descriptions. The- index is W 
two parts — subjects in one and personal names in the other. 

There could never be complete agreement on the selection 
of names. On this side of the Atlantic we have known too 
little about some of them. Perhaps the chapter on the theo- 
logical activities of Servetus might have been shorter and so 
less dull. The English is often heavy and lacks charm and 
vigour, so that the book is not easily readable. The authors 
might have said more about the early work on intermittent 
claudication. The acknowledgment for the portrait of Floyer 
on p. 78, which was found by Professor Gunn in a book in the 
Bodleian Library, is really due to the Medical Press ana 
Circular, which published it first in about 1934. Too hlth 
is said of Floyer's book's. Js it correct to say that Trousseau 
referred to fibrosis of the lung as “ Corrigan’s disease 
(p. 123)? In his 89th lecture he refers to aortic reflux in th's 
way. which is still the practice in France, just as they stil. 
call the syphilitic lesion “ maladie de Hodgson ” (but no 
“ d'Hodgson.” as is given in this book on p. 1 14). At the 
foot of p. 364 there is a slip which makes Sir Thomas Leva' 
“ K.T.” . . 

Thc study of the origins of our knowledge is only beginning 
to assume a due proportion. This book wilt be of value tc 
anyone interested in cardiology and particularly to anyone 
engaged in teaching. It is a useful addition to that excellen 
little book on the growth of our knowledge of heart disease 
that R. O. Moon wrote twenty years ago, and to the Harveiar 
lecture by Rollcston in 1928, which was an admirable accoun 
of thc advances since the time of Harvey. Terence East. 
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Second Thoughts on Proguanil 

Sre. — Your issues of Jan. 15 and 29 have only just reached 
me. I have read with great interest the article bv Sir Gordon 
Coveil. Dr. \V. D Nicol, and Messrs. P. G. Shute and M. 
Maryon on " palu irme " (proguanil) in prophylaxis and treat- 
ment of malaria ij.m. 15, p. 88), your leading article (p. 106) 
entitled “ Second Thoughts on Proguanil," and Sir Gordon 
Covell's letler under the same title (Jan. 29, p. 192). 

It has long been dear that not all the claims made for 
proguanil have been substantiated nor all the hopes fulfilled. 
I agree, however, with Coveil that your leading article over- 
stated the case against proguanil, especially in strongly suggest- 
ing that it causes loss of appetite, weight, and energy in those 
using it in prophylaxis. Since coming to Nigeria I have experi- 
enced no such symptoms or even heard of them in others 
taking prophylactic proguanil. Covell’s view that, in spite of 
certain limitations as a therapeutic agent in an attack of 
malaria, proguar.'! has a vast field of usefulness is amply 
justified. 

We tend to judge the value of antimalarial drugs too much 
by their efficacy m controlling and eradicating malarial infec- 
tion in Europeans, who have little or no acquired immunity 
to malaria. The millions of indigenous inhabitants of malarious 
areas in the Tropics and sub-Tropics are of far more 
importance, and they often present quite a different problem 
from that of the European with malaria or exposed to malaria! 
infection. 1 In such populations the three main requirements 
in an antimalarial drug are cheapness, reasonable effectiveness, 
and non-toxicity. The need for cheapness is obvious, for such 
populations are usually very poor. Reasonable effectiveness 
should include the power to control the fever, to prevent serious 
complications in the majority of cases, and to enable the 
patient to resume full activity at an early date. In such popula- 
tions the eradication of the malarial infection is often undesir- 
able as well as unattainable. Such eradication will almost 
certainly interfere with the establishment or the maintenance 
of the acquired immunity which keeps the adult population, 
at any rate, reasonably free from severe malaria. Moreover, 
reinfection is often certain, and is likely to be more serious 
in persons whose previous infections have been eradicated. 

Non-toxicity is, I believe, of vital importance, for treatment 
often has little or no medical supervision. This is where 
proguanil scores so heavily over mepacrine and even quinine. 
Covell and bis co-authors refer to the toxic effects of mepacrine 
as being of rare occurrence but by no means negligible, and 
especially mention mepacrine psychosis, with mental aberration 
and sometimes maniacal excitement. Your leading article 
makes lighl of this and quotes Findlay’s figures (1.71 per 
1,000) for its incidence in persons taking mepacrine prophylac- 
tically or therapeutically. Regarding mepacrine psychosis 
occurring on prophylactic doses 1 know little, but such cases 
are .on record. Psychosis on therapeutic doses is far more 
common, and other authors have quoted far higher figures 
than Findlay. (I am far from libraries here and cannot give 
references.) My own experience in the civil population in 
India in wartime showed that mepacrine psychosis was a very 
real problem even on a low dose. The- theory’ that it was 
caused by tbe malaria and not by the mepacrine has been 
disproved by the production of the psychosis in an appreciable 
proportion of healthy volunteers on an ordinary therapeutic 
course of mepacrine totalling 2.8 g. Admittedly the incidence 
of psychosis is usually not high : in a disciplined army or in 
an educated population it will not be a major problem. But 
in other circumstances the situation will be very’ different. 
Only those who have tried to popularize and use mepacrine 
widely in the little-educated people of a malarious area realize 
what a devastating effect even a low incidence of psychosis 
can produce. 

Bricrcliffc. in the very severe malaria epidemic in Ceylon in 
the 1930's, was possibly the first person to attempt to use 
mepacrine widely in such circumstances* In his most interesting 
report on the epidemic he stated that on a dose of 0.3 g. a 
day for five days the incidence of psychosis was enough to 


make the drug so unpopular that its use had to be abandoned 
in certain valleys affected by the epidemic. In some parts of 
India in recent years cases of mepacrine psychosis have made 
the drug extremely unpopular. 

All this trouble is avoided by the use of proguanil. I note 
with interest Covell’s suggestion that in the treatment of the 
attack of malaria mepacrine should be given with proguanil 
for tbe first day, and thereafter proguanil only, 1 agree that 
the risk of mepacrine psychosis .should be greatly reduced, if 
not abolished, by this means and the efficacy of the treatment 
increased. In my experience mepacrine psychosis occurs only 
at or after the end of a course of mepacrine administration 
lasting at least four days. 

I entirely agree with Coveil when in his letter he re- 
emphasizes the great field of usefulness of proguanil in pro- 
phylaxis and in treatment in the populations of malarious 
areas. There appears to be at the moment no other drug which 
possesses to the same degree the properties essential in such 
circumstances. — 1 am, etc., 

Umakoli. N.E-R . Nigeria. JOHN I.OVVE. 


Strain and Paralytic Poliomyelitis 

Sir. — The application of x-ray therapy in the vicinity' of 
epiphyses and growing bone generally is now recognized as 
carrying with it a risk of interfering with norma] growth, and 
therefore should be avoided if possible. However, the following 
case is instructive in several ways : 

A child 2 years of age was treated in 1941 with quite moderate 
doses of x rays on account of an extensive haemangioma involving 
the whole of the left leg and buttock. Treatment was directed 
especially to the foot, which was hypertrophied, but also in smaller 
amount to the lower half of the left thigh as far as the line of the 
knee-joint. The haemangioma improved, but during the past two 
years a slight under-development of the whole leg has been noticed, 
both in length and girth. I ascribed the condition partly to the 
previous haemangioma and partly to the irradiation. Recently the 
child was brought to me on account of falling down without any 
apparent cause and walking with difficulty. It was evident that the 
trouble was the leg which I had treated and which I knew to be 
weaker than the other. An orthopaedic surgeon immediately recog- 
nized that the quadriceps muscle was flaccid and that the cause was 
anterior poliomyelitis. A previous slight malaise with transient 
pyrexia had been noticed one week previously. Tbe question 
occurred to me, Why should the disease pick on this unfortunate leg ? 
and a possible answer was that it was due to the fact that the leg 
was weaker than the other and therefore more strained. 

Dr. W. Ritchie Russell's masterly article (March 19, p. 4651 
on the incidence and prevention of serious paralysis has 
brought this matter vividly to my mind. If my explanation 
is correct it would suggest that even slight strain may be suffi- 
cient to initiate the paralysis, as the difference in strength 
between the two limbs was previously insufficient to cause 
anything noticeably unusual in the gait That the weakened 
leg was affected by chance is possible, but Dr. Ritchie Russell's 
findings support the view that it was not so.- — I am. etc., 

Sloke-on-Trtr.t. GeOF.GE G. BtWTE. 

Sir, — Dr. \Y. Ritchie Russell is to be congratulated on his 
illuminating and graphic account of poliomyelitis (March 19. 
p. 465). He is to be particularly congratulated on having drawn 
attention to the possibly far-reaching implications cf the 
relationship between trauma and the development of paralysis. 
It is only too easy to dismiss such an observation as being 
either accidental or of no particular importance, but the history 
of medicine provides many examples of the rich reward to the 
worker who, perceiving the possible implications of an 
apparently anomalous finding, follows it up and elucidates iti 
meaning. 

If, as Dr. Ritchie Russell suggests, a non-specific stimulus 
such as minimal trauma is able to modify the physiology of 
the central nervous system in such a way as to make it more 
vulnerable to a specific virus infection, then the orthodox con- 
ception of the nature of the battle between host and invading 
organism needs to be reviewed. It will need to include more 
than a consideration of the number and virulence of the 
organisms and the antibody and defence reactions of the host. 
The previous experience of the nervous system will also have 
to be taken into account. 
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Spcransky, whose book, A Basis for the Theory of Medicine, 
is largely concerned with a study of the role of the C.N.S. 
in infective diseases, quotes many experiments in line with 
these referred to by Dr. Ritchie Russell. For example, he 
shows that after freezing an area of cerebral cortex there is a 
critical time within which the traumatized area must be excised 
in order to prevent the subsequent development of epilepsy. 
After this interval a process is generated in the C.N.S. which is 
independent of the original stimulus and which has its own. 
dynamism. He shows that an intramuscular injection of tetanus 
toxin will be ineffective in causing local tetanus if the 'nerves 
supplying the muscle are first cocainized, even though potent 
toxin can be demonstrated in the nerve trunks about the block. 
Apparently the specific stimulus of tetanus toxin requires to 
reach the C.N.S. through the nerve endings. 

In a case of recovered tetanus he was able, months later, 
to provoke a recurrence of the spasms by a “ second blow,” 
such as a non-specific injury to a nerve. It was as though the 
pattern of tetanus had been implanted in the C.N.S. and the 
specificity of response to subsequent trauma resided more in 
the C.N.S. than in the nature of the traumatizing agent. 

It may be that this approach will throw light on the nature 
of “ susceptibility ” and give a deeper meaning to Osier’s 
dictum that there are no illnesses— only ill people. No doubt 
much of Speransky’s work will need to be checked and revised, 
but, having assimilated its basic concept, it is scarcely possible 
to spend a day in clinical work without receiving a hint — 
however tenuous — that the role of the C.N.S. in integrating 
pathological processes and in organizing their peripheral 
manifestations is of profound importance to the understanding 
of medicine. — I am. etc., 

Iltiimnch.'m . J. S. HORN. 

Iincmatcmcsis 

Sir. - Drs. D. C. Lewin and Sidney Truelove (March 5, 
>• 1S3 1 make the interesting suggestion that in haemorrhage 
fioin peptic ulcer the fatality rate is influenced much more 
bj die age of the patient than by the chronicity of the ulcer. 
I believe that there may be a fallacy in their argument, which 
involves deducing the pathological state of the ulcer mainly 
from the duration of the dyspepsia. In his Goulstonian 
Lectures on the subject of haematemesis and melaena (Sept. 20, 
1947, p. 442, and Sept. 27, 1947, p. 478) Avery Jones showed, 
concerning bleeding from gastric ulceration, that the total 
hi'-tory of dyspepsia was no longer in the case of the chronic 
than m that of the acute lesion. Experience suggests that this 
may also he true of duodenal cases. Indeed, Drs. Lewin and 
Iruelove recognize this difficulty when they say, “A certain 
number of patients in the ‘ unknown ’ or * acute ulcer groups ’ 
were later found to be suffering from chronic peptic ulcers.” 

While acknowledging that the authors have done valuable 
service in re-emphasizing the lowered resistance to haemorrhage 
of the older, patient, I feel that nothing should be allowed to 
obscure the fact that death is almost always due to bleeding 
from a chronic ulcer with which arteriosclerosis is often 
U'-scc! ited. 1 am. etc., 

Norman Gibiion. 

Artificial Insemination 

MR,-- 1 he attack launched upon the Medical Defence Union 
bv the Archbishop of Canterbury and by Lord Merriman 
limine the House of Lords debate on artificial insemination 
(reported in the Journal of March 26. p. 550) appears to 
be mi .directed and perhaps due to a failure by each of 
t.icm to appreciate the function and services of that body. 
I; ■' ro-'ible that they may labour under the conviction that 
t.:e l.rion sponsors c; advocates a particular fine of treatment 
src.i as artificial inserX nation. This is not so. The decision 
y.rev.cr artificial ir, ^mention will constitute appropriate 
lor any pl "-' n patient rests within the judgment of 
l'" 1 '' ' n attendance. He and he alone can determine 
ro: l! *’ r ‘ 1! ' n ? and proper to recommend that line 
*’• t/o-" 1 '' cr: to remedy a sterile marriage. 

- ;i primary function defined in its Memo- 

cons!. tenth warred its members in a suitable 
c . !r - medico-legal dangers associated with artificial 


insemination. It has pointed out that they may be accused o( 
negligence, of adultery, or of conspiracy. It has shown to those 
who desire to undertake this form of therapy the precautions 
that they should adopt, and it has published two documents 
which it has been advised by its solicitors are suitable for 
completion by the parties concerned. It holds no brief for 
any person who knowingly commits perjury at the time of the 
registration of the child that is the result of A-l-D- 

If the Archbishop’s commission had afforded the Union an 
opportunity of appearing before it when it was in session it 
is just possible that the persons appointed to give evidence on 
its behalf would have removed some of the unfortunate mis- 
apprehensions that appear to have arisen in their minds. 

The law may require alteration, but this should only be 
effected, if necessary, after the matter of artificial insemination 
has been fully explored by a Royal Commission or a depart- 
mental committee. It would be unfortunate if the Church 
were once more to align itself with the opponents of a new 
form of therapy before that therapy has been properly examined 
by competent authorities and either condemned or confirmed.— 
I am, etc., 

Robert Forbes, 

London, W.C.l. Secretary. The Medical Defence Union 

The Arab Refugees 

Sir, — The Jewish Society for Human Service is concerned 
for the Arab refugees, victims of the fighting in the Middle 
East and now said to number three-quarters of a million. 
“Their state,” wrote The Times correspondent in Jericho on 
Feb. 21, “ beggars description.” In particular, there is a 
disastrous shortage of drugs. Of the larger donations promised 
by governments only the British million pounds has been paid— 
a pound or so per head of refugees who must be fed, clothed, 
housed, cured. I have it on the authority of a Minister of 
the Crown that drugs are so short simply because food is the 
priority and there is not nearly enough money for everything. 

May I beg your readers to send a contribution for this pur- 
pose to the Jewish Society for Human Service, 14, Henrietta 
Street, London, W.C.2 ? As the Society is collecting for many 
other needs of these refugees, contributions should be ear- 
marked “Drugs for Arab Relief.”— I am, etc., 

London. W.C.2. VICTOR GOLLANCZ. 

Psychiatric Indications for Abortion 

Sir, — The annotation on psychiatric indications for abortion 
(March 19, p. 489) supports the view that with the advent 
of family allowances, maternity benefit, and a comprehensive 
health service there is less indication for abortion on “ social 
grounds.” From your observation that “ nevertheless the over- 
prolific family will continue to suffer hardship ” it is cleat 
that the term “ economic ” Should have been substituted for 
“social.” You go on to say that in Switzerland, where 
changes in the law relating to abortion have been introduced, 
the remedy of sterilization is provided for the over-prolific 
family. You conclude your annotation by suggesting that the 
wider use of sterilization in women who are unfitted to beai 
and to rear children would reduce the number of occasions 
when difficult decisions have to be taken about the therapeutic 
termination of pregnancy. 

In the first place, I venture to suggest that economic factors 
alone neither justify -termination of pregnancy nor sterilization, 
and in practice it is extremely rare for a request for either 
to be made on such grounds. When economic factors are 
advanced it is usually by parents, who sometimes cannot do 
justice to their existing children. They are invariably quite 
comfortably off, have planned a small family, and budgeted 
accordingly. Really badly off parents, who sometimes cannot 
even afford a contraceptive appliance, never seem to worry 
very much over the threat to their economy constituted by an 
unexpected pregnancy. The anxiety reaction on the part of 
the moderately well-off planning parent is always much greater 
than that of her hard-up and haphazard contemporary. 

Is it seriously suggested that the payment of family allowance 
or the provision of a free maternity service is going to make 
all the difference between affording and wanting another child 
and requesting an abortion or sterilization ? To what extenl 
is it considered that the comprehensive health service will 
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ameliorate the lot of a deserted, unstable, and unmarried 
mother who has to support an invalid parent ? 

There are no definite psychiatric grounds for termination of 
pregnancy. Each case must be considered on its merits. The 
admission of a suicidal patient to hospital in preference to 
terminating the pregnancy which determines the morbid 
impulse can only be justified under very exceptional circum- 
stances If hospitalization is deemed necessary, surely the 
severity of the condition warrants removal of the cause, in 
preference to perpetuating it under conditions which are less 
favourable and acceptable than those in which the patient was 
originally situated It should not be difficult to decide when 
a pregnancy should not be terminated. There can be fewer 
occasions on which it could be considered wiser to follow 
the old adage, ' \\ hen in doubt, don’t.” 

Finally, in mv v lew there is too much glib reference to 
sterilization of women There are few indications for steriliza- 
tion in women which cannot be dealt with adequately by 
sterilization of the men In any case sterilization should never 
be resorted to on such a variable factor as the economic posi- 
tion of the famih Obviously they have no football pools 
in Switzerland — 1 am etc. 

London. VV 1 . ELLIS STUNGO 


Diagnosis of Early Pulmonary Tuberculosis 

Sir, — About two years ago, in common with many other 
practitioners, I received from the National Association for the 
Prevention of Tuberculosis a pamphlet on the diagnosis of 
early pulmonary tuberculosis by Dr. C. H. C Toussamt, of 
Bermondsey, and in the last few days 1 had a second copy. 
Everyone will agree about the importance of early diagnosis 
of tuberculosis, but are we helped by this list of indications for 
immediate x-ray examination 1 


Cough 
Bronchitis 
Dv spnoea 
Larvngms 


| including senile 
I patients 


Influenza 
Febrile chill 
PUO 

Pleunsy, pleurodvnia, or pain in 
chest 


Lassitude 
Bronchial catarrh 
Haemoptysis 
Ischiorectal abscess 
Erythema nodosum 


Loss of weight 

Anorexia 

Anaemia 

Debility 

Amenorrhoea 


particularly 

females 

15-30 


Now it may well be that most (if not all) cases of tuberculosis 
of the lungs have one or more of these symptoms at some 
time before diagnosis, but so do a very great number of others 
who have no tubercle Can we in fact, by taking these 
symptoms as guides separate out a body of patients of manage- 
able size among whom we may hope to find the majority of 
the cases of tuberculosis ? 

I made two counts of my patients; one in July, 1946, gave 
17 cases in one week, and one this year, March S to March 14, 
gave 54 cases showing one or more of these symptoms My 
total list is 3,000 Even on the simmer figure it would mean 
something over 1 in 4 of mv patients in the course of a year 
— or for an x-ray plant dealing with 50.000 people more chest 
radiographs in one week than thev now do in a year. Films 
are in short supplv even now, and could the tuberculosis 
officers cope with the numbers ? 

Indeed, Sir. I would not have troubled you at all about it 
except that there seems here to be a good idea gone wrong 
bv some exaggeration or want of precision in the presentation 
of the case. — I am, etc , % 

King's Langley REGINALD FlSHER. 


Ankylosing Spondylitis 

Sir. — I n the Journal of March 12 (p 455) you print a letter 
from Dr. K Sicher in which he discusses the results of x-ray 
treatment I have now had the opportunity of observing such 
results for nearly 20 yeirs, as I began to work with Gilbert 
Scott on this subject in 1 Q 31 and have seen and treated over 
a thousand cases 

Usually, but not always, the earlier the case is seen the 
better the outcome. But a few early cases get worse despite 
treatment. Some people are extremely sensitive to r ravs, and 
relative overdosage at the start mav destroy their resistance 


for months cr even years All symptoms may be banished 
and apparent arrest of the disease brought about by dosage 
of the order of one-third to one-half of the 2,500 r referred 
to Professor Davidson, of San Francisco, uses even less 

Does the very large dose really eliminate the disease ? There 
is little to indicate that this is so and much to prove the 
contrary. Exacerbations occur after months or even many 
years Meanwhile the B S R is a totally unrel.able guide It 
is as a rule normal during quiescent periods But Professor 
Davidson has shown that the 17-ketosteroids continue to be 
excreted in excess during remissions, and certain nevvlv dis- 
covered biochemical tests, such as those dealing with serum 
viscosity, are often positive despite normal BSR and absence 
of symptoms And what of the 35% of later-stage patients 
whom Dr. Sicher finds it impossible to benefit by x rays’’ 
Is their sole resort to be the orthopaedic surgeon, who. after 
all, deals with the results of the disease rather than the disease 
itself ? 

Very small doses of x ravs, carefully graduated, will be found 
to be the answer m some cases . but there remain a cons der- 
able number who will require the same continuous care and 
attention as cases of chronic rheumatism. If cure, or even 
complete remission, is not possible, nevertheless an attempt 
should be made to keep such people fit for work and play 
To this end any of the usual anti-rheumatic remedies may have 
to be employed. Gold may be useful, but it has not the 
dramatic effect which is often observed in rheumatoid arthritis 
and should be given onlv m verv small doses, say 0 001 g 
weekly. Polwalent anti-rheumatic vacc.res may also be tried 
m doses not sufficient to produce general or focal reaction 
Bismuth is an alternative to gold, in doses of 0 5 g of sodium- 
bismuth tartrate once in two weeks Finally, there is radto- 
active thorium X, which requires expert administration. 

Too often spondylitic patients are told bv their doctors, 
‘‘Nothing can be done” This is nearly alwavs far from the 
truth. — I am, etc . 

London XV I F Hern vm xn-Jouxson 

Occupational Therapy 

Sir, — We have read with interest the review (March 5, p 397) 
by Dr. Donald Stewart on Principles of Occupational Therapy 
edited by Helen S Willard and Clare S Spackman. We should 
like to endorse most sincerelv his comments regarding medical 
Prescriptions for occupational therapy The need for the=e is 
felt very strongly by occupational therapists m this country, 
and they have been striving for them since the earliest days 
of the profession 

The only points in his review of this book about which we 
are not entirely happy are the comments, "The authors' 
description of the ideal organization of a hospital department 
of occupational therapy mav well inspire physiotherapists in 
Great Britain . to demand a more important place in the 
hospital hierarchy” , and again, “ . . will be of wide interest 

and help to physiotherapists" (my italics) We feel that occu- 
pational therapists wall also be helped and inspired greatly by 
this book, and as occupational therapy and physiotherapy are 
emirelv different though frequently interdependent forms of 
treatment we cannot help feeling that the omission of 
reference to the occupational therapist is an oversight — 

I am, etc 

Joyce Oldnvll. 

London S \V * Sccrct 2 "> \5Soc:aLon of 

0»ci.r£ o-a! T’ereput 

Penicillin-resistant Staphylococci 

Sir, — It would appear from the preamble and summary to 
the paper entitled ‘ Frequency of Penicillin-resistant Staphylo- 
cocci ” (March 5, p 395) that the authors Dr> A. Voureka 
ahd W. Howard Hughes, in recording a 7 6% incidence, are 
satisfied that penicillin is not losing much ground as an anti- 
bacterial agent in the treatment of staphylococcal infection 
They believe that previous reports have tended to create an 
exaggerated impression of the waning power of penicillin. 

While these authors make no direct reference to the recent 
work of Barber, 1 r 1 one is bound to draw a comparison between 
the two sets of results. Barber has reported a progressive 
increase in the percentage incidence of resistant strains from 
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14% in 1946 to 59% in 1948. Her studies were carried out 
in a large hospital and her findings represent !he percentage 
incidence of hospital infections due to penicillin-resistant 
strains. She freely admits that “ though penicillin-resistant 
strains of S. pyogenes are now appearing with increasing 
frequency in many hospitals, this is probably not the case 
in the community at large." 

The strains investigated by Drs. Voureka and Howard 
Hughes were recovered from the anterior nares of out-patients 
not suffering from obvious staphylococcal infection. In other 
v.ords their figure of 7.6% is simply an index of the number 
of temporary nasal carriers of penicillin-resistant staphylococci. 
Admittedly 185 of 304 strains were coagulase-positive, but the 
production of staphylocoagulase implies potential rather than 
actual pathogenicity. 

During 194S a survey of strains from in-patients and out- 
patients suffering from staphylococcal infection was undertaken 
at the Kent and Canterbury Hospital. A report on this study 
is being prepared for publication, but it would seem timely 
to give a brief summary in advance. Of out-patient strains, 
90% were sensitive and 10% resisted at least 1 unit of 
penicillin. By contrast only 32% of hospital strains were 
sensitive. Ml the resistant strains produced penicillinase. In 
assessing the value of penicillin in the treatment of staphylo- 
cocca' infections on the basis of the frequency with which 
resistant «t lphslococci are encountered due regard must be 
paid to the source of the strains investigated. — I am, etc., 

C'.inffri'Uf j. Kcni G. B. Forbes. 
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Specialization 

Sir.— A notbe. heading might be added to those that Dr. 

1 con no Su ipson makes in his letter (Feb. 26, p. 368) : the 
. tude of 1 . p itient towards specialists. One of the promises 
the c ..ill Health Service was of “specialist treatment 
■'1 ' ■ o tor .dl.'’ Although the operative word is “available," 
many patients must see this as “specialist treatment for all.’ 
Ot course " all ” do not need specialist treatment, but if they 
think they arc entitled to it they are quite liable to ask for it 
(the Englishm..n standing up for his rights). And on what 
grounds can a G.P. refuse ? Only that he does not think it 
necessary Ti.,s does not always go down with the patient, 
who wants to sec specialists. 

Doctors who have been in the Army will remember how 
soldiers on sick parade, when asked their trouble, would reply 
(for instance!, “ I want to see the E.N.T. specialist.” The 
doctor's “ W hat about ? ” startled them like an impertinent 
question. " Me ears,” they would reply'. Then, if the medical 
officer actually looked at their ears, they were puzzled ; and 
if he went so far as to treat them for their troubles they thought 
it very queer indeed. Surgeries, like sick parades, are in 
danger of degenerating into sessions at which all that the 
patients have come for is a chit to see someone else. Event- 
ually the G.P. lias only the patients that the chemist used to 
cct. and the specialists get the G.P.’s patients. 

T here is a danger, too, of doctors achieving the label 
specialist ’ without really knowing a great deal more about 
their special subject than the average G.P.. and it will happen 
this vv.iv. There will be thousands of patients wanting to see 
spccnlists about their very special ailments, and someone will 
pipe up in Parliament that we have not enough specialists. 

Hicn create some." the Minister of Health will say, with a 
fard gesture. This is what happened in the Army. The Army 
v cciJed that beyond anything soldiers required psychiatrists. 

hcholJ. there were psychiatrists. As the war started 
: ere c i"rra: h ive been so many civilians deserving the title 
r " tri't"— yet the Arms was thick with psychiatrists. 

■' 4-'r.e by the simple process of inviting all M.O.s 
^ici-test experience in psychiatry to apply for 
• r p-ychiatry. Sc. as well as the genuine psychi- 
■ nivriid, who had had the minimum training, 
tSometi.irg like six months H.P. in a mental 
- Hlarieu., ,• n- n f affairs in civilian practice 
m ’rive for the present generation of doctors 
as r.ev. 'reennlht-minded generations grow 


•U. t ; 


I’, v .,.1 
s, 


up, and the N.H.S. “ progresses,” everything will become much 
more organized. Who will then be the G.P. ? A different 
sort of person will have to go in for medicine. The Civil 
Service type of mind will be attracted to the profession, and 
scientific youngsters of school-leaving age will enter something 
more exciting than the medical schools. — I am, etc., 

Windlesham, Surrey. MARGARET C. TaIX. 

1 

Pharmacology of the Failing Heart 

Sir, — I would like to make some remarks on the article by 
Professor I. McMichael (Nov. 27, 1948, p. 927). If I would 
discuss every point in this article with which 1 disagree it 
would take up too much of your space, and in many respects 
it would only lead to repetitions of my teachings which are 
contained in my book, Physiology and Pathology of the Heart 
and Blood Vessels, Oxford University Press, 1947. 

If Professor McMichael would have taken the trouble to 
read the relevant paragraphs in this book about the effects of 
digitalis and about the factors which determine the output of 
the heart (p. 30) he would have made his work more easy and 
valuable. He would surely have noticed that not only in my 
mathematical deductions (p. 6) but in my practical conclusions 
one cannot neglect the most essential factor for the performing 
of the stroke volume — e.g., the, dilatability of the ventricle. 
Thus the main, effect of digitalis lies in the diminution of the 
diastolic resistance of the diseased ventricle. If he had drawn 
this neglected factor into account in his speculations he could 
have easily explained all his conclusions and doubts, and even 
why digitalis has no effect on a healthy myocardium. 

I am full of admiration for Forssman’s bold method of the 
heart catheterization, but it seems to me that it can hardly 
give more information than my method either for the deter- 
mination of the stroke volume or for the diagnosis of the 
congenital vitia. Certainly, by the application of a catheter 
into the heart cavities the results of the examination cannot 
be regarded as the results of a normal heart function. For this 
and other reasons I wonder why Professor McMichael became 
so enthusiastic about this by no means indifferent method, and 
why he abandoned my method, which served him in all his 
previous work so well. 

Many people who have been informed only through the 
publications of Professor McMichael about his haemodynamic 
experiments will kurely be surprised to hear my claim to be 
the father of the method which has been applied by Professor 
McMichael. Heaven only knows what prejudiced him to 
constantly attribute my sack method to. the late Professor Fick, 
who made his suggestions in the ’eighties of the last century 
(namely, Vierord’s Datcn and Tabellen, p. 161), and which 
induced many authors of great repute like Grdhant and 
Quinquaud, Zuntz, Hagemann, Loewy, von Schroetter, Wolf- 
berg, Nussbaum, etc., to try to realize the proposal of Fick. But 
all the attempts did not lead to any practical result. Only in 
1906, when I invented my sack method, was it possible to 
determine the stroke volume’of the heart on the basis of Ficks 
proposed principle, and to lay the basis -of our present know- 
ledge of human haemodynamics. All this shows clearly that 
Fick" had no method of his own for the determination of 
the stroke volume. 

In a great series of experiments I proved my methods and published 
them first in extenso in a monograph, “ Haemodynamischc Studicn, 
in 1909. The essentials of the invention are to respire, for a short 
time, in a sack filled with nitrogen until the tension of the gases of 
the blood in the right heart are in equilibrium with the gases in the 
sack. The analysis of the partial pressure of O and CO, in the sack 
expressed the amount of the blood gases in the right heart. The 
determination, in connexion with the determination of the O, capacity 
of the blood, further with the determination of the oxygen demand ot 
the body, and the determination of the blood volume and the 
pulse rate, gave me the opportunity not only to determine as the first 
in physiological and- pathological cases the stroke volume, but /V' 
the other haemodynamic features in the living human body. This 
method has never been superseded, in sjSite of the fact that many 
authors have attempted to modify it by insignificant trifles. The 76 
sentences of my conclusions stand to-day as firmly as they did 40 
years ago. 

In the same year as f published my “ Haemodynamics ’’ I wrote 
a treatise, “ Zur Diagnose dcr kongcnitalcn Viticn,” in the Deutsche 
Mcilizinische IVochenschrift, No. 9, 1909. I used the sack method 
for the diagnosis of the cor triloculare, where, as is well known, the 
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blood of the left and the right heart becomes mured and thus 
chances the blood gas concentration in the right heart accordingly 

We have possessed, therefore, for 40 jears a simple, harmless 
method for the de c rmnation of the gases in the blood, and now the 
same determination is recommended as a novelty with only the differ- 
ence that tnc blood is ta 1 cn through a heart catheter, v hich is be no 
means an lndiflcren measure and which represents an encroachment 
on the physiologica conditions of the circulation 

Had Professor ' IcMichael further taken the trouble to studv 
my books, which, to my greatest regret I must admit are not 
easy to understand or everybody, he would surely have rather 
accepted m\ subd vision of the cardiac failures in diastolic 
and systolic tnsuf ctencies and their implications instead of 
recommending his subdivision of high or low output in failures 
of the heart, vvhi h has no practical significance whatsoe.er 
He also could have learned that his ideas about “bad pressure 
effect ” are, plair' speaking nonsense This conception of 
his proves clearly tnat he is mixing up in his mind fundamentals 
of hydrostatics ard haemodynamics He must at least realize 
that in a closed channel svstem, as the blood circulation repre 
cents, and where the atmospheric .changes are negligible, 
other rules are va id than in the flow in open channels as in a 
river, where the •’oa is decidedly influenced by atmospheric 
changes 

I trust that Pr fessor McMichae! will revise the results of 
his publications c cording to these suggestions — I am etc. 
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Physiology of the Orgasm 

Sir, — T he publ nation of Berg’s Clinical Ps\cholog\ once 
again raises the issue of the place of the orgasm in the therapy 
of the neuroses The problem was originally stated bv Retch 
but received negheible discussion at the time Retch subse- 
quent developed the concept of orgastic potency as a 
therapeutic end point, and developed a technique which he 
considered to be soundly based on the physiology of the 
autonomic system If Bergs latest work is an indication that 
the orgasm is to be discussed once again by psychiatrists it 
seems a wise preliminary to correct past errors in orgasm 
physiology v Discussion can then take place on a scientific 
basis 

Following Reich Berg thus describes the orgasm in terms 
of parasympathetic discharge 

An exceptional degree of sexual tension, conducted along the 
parasympathetic, would tend to discharge itself as orgasm whereas 
an excessive degree of anxiety tension, conducted along the sympa- 
thetic system, would lead to a condiuon described in medicine as 
■ sympatheticotoma, and would lend to discharge itself in some 
such phenomenon as an hysterical outburst ’ 

This is an incorrect statement of the position The standard 
works on the autonomic nervous system (Kuntz White, and 
Smithwick) show that the orgasm is a brief period of acute 
svmpatheticotoma occurring at the end of a period of para- 
svmpathetic predominance The latter is the basts for 
tumescence, and the sympathetic discharge from the upper 
lumbar segments causes the contraction of the musculature of 
the genital tract In these circumstances the physiological 
basts of Reichian therapy requires complete reassessment — 
I am, etc , 
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POINTS FROM LETTERS 


Scottish Proverb 

Dr J B Miller (Bishopbnccs Lanark) vmtes In a let'er on 
“Whither Tuberculosis 9 ” Dr Pained HefTcman (Feb 26, p 9 6 *) 
u<cs the follow me quotation * Keep its am fish gins fo~ its am fish 
imv-s There arc scseral \ersion* of this old Scots proserb, but all 
acrec that the last tt\o words arc "sea maws’ — ic sea mew* cr 
culls It is of interest that this was a fasountc pro\e*b of Sir Waher 
Scott and is quoted m The Antiquary (chap 15) as follows* “We 
maun gic our am fish guts to oar am sea maws ” (i of course, that 
chant} begins at home) 


Obituary 


WILLIAM JOHNSON, MC. MD, FRCP 

In all professions there are men a-d v omen vTo e promotion 
to high office has teen due pnmanlv to their so’ d wo-th ard 
trustworthiness, their desue for pubhcitv E.s been 'mall, a-d 
only those colleagues who have v>orhed intimate’ with tnem 
have been in a position to assess their Oi h er attribute' ard 
professional qualities Such a man was William Jem on 
whose death on March 15 at the ace of 63 after a fcnef 
illness nas brought sorrow to his many fnerds A rese-veo 
and modest man, rather shv, yet possessme a man v_rm .urn 
friendly nature, he was beloved for his cenero«’tv of it 
and for his plain and simple faith It v as omv mru.-l trat 
ms abtlttv as a physician and clinical teacher and his rucoti 
in counsel should be widely recognzed by his appointment to 
many offices all of which he held v ith distraction To each 
task he brought a well trained, mature mind, full of sound 
common sense and a nch measLre of human understand nc 

William Johnson received his early training at Guy » Hos- 
pital After graduating in 1903 he held several residert pas's 
at Guy’s and then embarked upon his career 2 ' a pH c a- 
with a special mterest m neurology He was chief clinical 
assistant in the neurological department at Guv s Ho«p tal, 
and he proceeded MD in 1911 ard too’ the M R C.P m 1912. 
In the first world war he served with dis'inrion in France, 
being awarded the Military Cross for consp cuous gallartry 
and devotion to duty While on active service, with the rani 
of major, RAMC, he enjoved opportunities for pu—u na 
his studies in neurology, and he contributed the article on 
* Neuroses in France ” to the official Medical Histar. of 
the War. 

Alter demobilization Johnson decided to engage in consulune 
practice in Liverpool, and he was appointed assistart phvsici-n 
to the Royal Southern Hospital and to the Roval Liverpool 
Children’s Hospital He served 1 these institutions with effi- 
ciency and loyalty, and in due course became senior pity trim 
to both of them When his period of active service on the 
stag came to an end both hospfals snowed their appreciatm- 
of what he had done and their desire to retain his suppo-t 
and advice by appointing him to their respective govemrg 
bodies 

Johnson was elected FRCP in 1926, and among other 
appointments he held that of lecturer in elm cal medicme a-i 
clinical paediatrics in the bmversitv ot Liverpool He wa 
president of the Liverpool Medical Institution in 1939, a-d 
at the time of his death he was president of the Section of 
Neurology of the Royal Society of Medicme These offices 
brought him much pleasure, hut his appoirtment as ce-sor b. 
the Roval College of Phvsicians of London was ratural'. 
the distinction vmch pleased h’m most, and ro word could 
have expressed the gratification wnich he obvious! fait or 
being selected for this honour The holding of tnese a-d 
other important offices including exammemhips fo- the L-t 
versiltes of Durham and Liverpool, and for the Co-jOtm Bo_"i 
did nothing to impair his do e friendships, manv of v'nicn we-e 
uith men much junior to himself He remained true to his 
pattern, strong in character, gentle lovsb'e and !o a! h, 
nature, the best of friends His greatest fortune was in the 
happiness which his vife and children b-ougnt to Em, a-d 
thev have our svmpathv in their great sorrow. 

So passes one who played a mans part in life a-d Jea'es 
it rich with grateful memories S r William O ’er expre_ »d 
the opinion, in Aeauarimitas that in the phys ctan o- il'zcc n 
no quah'v takes -ark with lmperturbab 1 tv Net e.eryo-e 
would agree that this attrioute comes first, but fcv commo- 
consent it would certainlv be p’aced high amorg tnc requisites 
of a good doctor Imperturbability was bu f o-e of Wiltin'- 
Johnson's many aualities , and his epitaph might we'I he u-ose 
words of Marcus Aurelius with which Os’er p-efaced h.s lec- 
ture — “Thou mus’ be like a promontory of the 'S 3 , acam-t 
which, though the waves beat continually, yet it fco'h~it_e!f 
stands and ahout it are those swelling vsaves stt’Ied ard 
quieted ” — N B C 
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Philip JJriice White. who died on Match 1 9 at the ore of '7. 
belonged to the r.tre genus of truly unpin >1 rc'canlt timbers 
Hue! he lived the full allotted spun he could not hvsc filled 
to add many further contributions to the rich Icimis he 
bequeathed. Although of Scottish descent tie ssa-. btoivht up 
in Bangor, for his father, Philip Jacob White, u.n the hist 
lecturer in zoology, and Inter professor of that sohjest, tn 
the University College of North Wales, It was to lu>. fat he' 
that he owed an unusually early interest tn bioliyieaf 'sten.e 
combined with unique opportunities dtirtnp ciiddhoosf and 
adolescence for its exercise and development. Ihs strum- 
inborn curiosity u.ts thus fostered ami led to the .n.»|m'ii»’r! 
of a width of Knowledge and experience which often Mirpn-ed 
cien his closest friends. 

His formal education Was obtained fust at Itiir's School, 
Bangor, and later at the L'mvcrsttv Colleec of North Wales, 
where he took an honours science degree tn LH5 with .'oology 
and bourns ns Ins principal subjects His oriyuiat intention 
had been to proceed to a medical decree, but to a nun of 
Bruce White's temperament some direct contribution r<> the 
war effort was an urgent necessity. Ineligible for military 
serwee because ot dig results of aw accident at school, he versed 
a brief apprenticeship in b tctcnolops at the lister Institute 
and u short period as assistant pathologist at l nnits ( ollei'e, 
Dublin, before obtaining an appointment at lutssortii Military 
Hospital as a civilian pathologist, tn ssluch post he tem lined 
until the conclusion of hostilities In t *-* J he went to Aberdeen 
to assist m an investigation of Isle of NVigld disease of bee-. 
The solution of the problem of the actioloev of this disease 
was an outstanding piece of research for which (truce White 
ssas largely responsible A less seats later he joined W, G 
Sas'age in Bristol in an imcsui'ahon of food poisoning, spon- 
sored jointly hv the Medical Research Council and the Ministry 
of Health Hus was the starting point of fits long series of 
researches on the salmonella, ssluch continued for over a decade 
and firmly established Bruce White's reputation both as a 
bacteriologist of note and as a ssorld authority on this group 
of organisms. His appointment to the scientific stall of the 
attonal Institute for Medical Research in 1917 provided the 
limes requisite for bis intensive study of the antigenic con- 
mtton and relationships of the salmonella Upon that studi 
are based the modern diagnostic methods trow in use in labora- 
tories id! over the world This work ssas followed by similar 
investigations into the cholera vibrios, which continued almost 
to the day of his death An invitation to visit India in 19-lf> 
piovidcd an opportunity, eagerly seized. of studying epidemic 
cholera in the field, and in the following year he went to 
Egypt to investigate the Cairo outbreak. Side by side with 
these fundamental researches Bruce White earned out a great 
deal of notable work in connexion with the preparation and 
assay of biological standards under the auspices of the Health 
Organization of the League of Nations. His high scientific 
attainments were recognized in 194! by fits election as a bellow 
of the Royal Society. 

Outside his work Bruce White had wide interests, lie 
keenly appreciated many forms of art, and he loved the litera- 
ture. wines, and cooking of Prance. He brought zest to all 
his activities whether serious or trivial, and lived life with a 
gusto which stimulated those around him. The kindest and 
most approachable of rren, he was nevertheless a shrewd judge 
of character and could deflate pretence and pomposity with a 
penetrating comment or witty phrase. Unconventional, unself- 
conscious, and possessing physical and mental courage of high 
"degree, he svas a good companion who will ever be remembered 
with affection by those who gained the privilege of his friend- 
ship. He leaves a widow and two sons, both of svhom have 
adopted the profession of medicine. — W.S. 


Dr. Andrew Connal died at his home in Aberdeen on Jan, I 
at the age of 66. Dr. Connal was horn in Glasgow ai 
educated at Billhead High School and later the High Scire 
r J," 1 ?°L- hc graduated M.B.,.Ch.B. at Glasgc 

university. After holding a number of resident appointmer 
given lhc <?PP° rt unity of accompanying Sir Jam 
Simpson on a special plague mission to the Gold Coa 
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.srisl ni.uk, tv. xsetc nttnVsiUs th .t s-i deir.-d h m to .ill who Ires 
him.— D J.M. 

Dr. HsmtoJitH Ctrautl dial »■!- let- !.S n bis bo-e a' 
f.idworth. Surrey, at the .uv of “0 He was bs'rn at ke'-. 
the son of the litc 1)*, Gcar-v Kt.hard C tir*dell, a iortne' 
mayor of Htchmoud lle Was cdivited at V Paul's SeNv' 
under the redoubt tblc F. W, Walker. I here he go: his firs! \1 
cap as a fast bowler and a dashing, if somewhat iinorth.ukv 
batsman ; he Was also a good rugby tooth viler, From St. Paul' 
lie entered the tttedtc.il school ot M. Mart's I lvs-spit.il, I’addmc- 
ton, and he took the M.U.C s , 1 .R.C.P. in WI, He w.v- 
iiouse-surgcon at the HtuldersliclJ Infirmary. and afterward- 
resident niedic.tl otheer at the ’I liree Counties Mental iLwpit.i 1 , 
Aricsey, ami at the Horton Mental Hospital, Fpsoni. He ther 
spent some years in general practice at 1 ceils, and from W' 
to 1935 at Liverpool. From LB 5 to 194S he practised at "1 •'si- 
's orth. He served abroad in the R.A.M.C. during the 1 Q I4-IS 
war, part of the time in the Far Fast, ibis diversity of esperi- 
cnee and training made him a practical genetal practitioner of 
real merit, anti the people of Surrey are the poorer by his k’-y 
Dr. Cttndell married Miss Gold, who Mimses him with their 
son. — H. R. 

Mr. Gtottr.i Knm Rtntvntu was lost m the Star Uva 
disaster on Jan. 3(1. 194ft. He was the elder son of the late 
Or, George Riddoch, and was educated at Rugby and Corptn 
Cluisti College. Cambridge, entering the 1 widen Hospital it] 
1938. He was awarded the Frederick Treses Prize in clinical 
surgery, and graduated in 1941. He married soon afterwards, 
while carrying out house appointments at Chase Farm Hospital 
Enfield. In 1942 he joined the Navy, in which he served tin 
1946, for most of that time being oveiseas, at first in destroy er- 
and later in a naval hospital, Riddoch returned to the London 
after the war and gained the F.R.C.S.Ed. He then went to the 
West Middlesex Hospital, and was still an assistant there at the 
time of his death. Keith Riddoch was an exceptional person 
He had a first-class intellect and great practical ability, and w.u 
consequently already n surgeon at an age at which most show 
no more than promise. He had had considerable experience 
both in the Navy and afterwards, but it was not in his nature 
to follow one subject to the exclusion of all else, and his general 
training was sound and full. In his last year as a student, the 
first year of the war, organized teaching was replaced by a 
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senes of resident appointments in ‘ sector ’ hospitals and of 
these he made full use His bnght and cheerful personality 
won him the friendship of all with whom he came m contact, 
and his forthrightness and abi!it> won him their respect He 
was a delightful companion, with mans interests outside medi- 
cine, to all of which he applied himself with charactenstic 
energy Everything he did he did thoroughly He read widely, 
he was a skilled carpenter, mended the family’s shoes, and 
extended his knowledge of gardening to the production of a 
cellar of home made wines — and these were but a few of the 
diverse interests to be found in a fnend with a keen sense of 
humour and a coi stant kindliness He knew how easy it is to 
become the slave of Medicine, and he was determined not to be 
so He had achieved happiness, and those of us who knew him 
well, and knew particularly the complete happiness of his home 
with his wife and their son Graeme, see much more than the 
tragically earlv end of a career that must have been great — and 
will always be the happier for having known him — J O W D 
and J R E 

Dr Charles Harold Walker McCullagh died on Feb 20 
at the Queen Elizabeth Hospital, Birmingham, at the age of 74 
He graduated at Trinity College, Dublin, in 1897, and proceeded 
M D in 1905 Four vears later he took the Cambridge D.P H 
Dr McCullagh came to Birmingham m 1927 He was a very 
successful gener-l practitioner, and he was held in the highest 
esteem bv his colleagues and patients alike He had a keen 
sense of humour and was exceptionally well read A man of 
high ideals, his conscientious devotion to duty never failed 
His heart was m the xxoiV \o which he case hvwvseM with un- 
sparing energy until the day of his death All his colleagues 
will miss him, and many wall regret the loss of a good friend 
and wall sympathize wath his widow and two daughters — 
W McM 

Dr Norton Burroughs Clowes, who died on Feb 25, 
came from a line of well-known Norfolk doctors His father 
and both his brothers had been students at Guy’s Hospital, 
where he qualified in 1890 He served in the R A M C for the 
duration of the 1914-18 war He was attached to the Colchester 
Military Hospital during the recent war, and worked at the 
Ministry of Pensions at intervals Although suffering from the 
after-effects of operations for duodenal ulcer he earned on his 
work with pluck and determination to the end, and he was 
loved and respected by all who knew him Dr Clowes always 
hoped that he would die m harness and would “ pass out quickly 
when his time came ” Both of these wishes were granted He 
mamed the youngest daughter of the late Sir William Robinson, 
who survives him with two mamed daughters 

Dr Richmond Steel died at his home in Southport on 
March 10 He graduated M B , Ch B at Glasgow University 
in 1909, and even before the 1914-18 war he had begun to take 
an interest in radiology A regimental medical officer during 
the war, on demobilization he decided to give up general prac- 
tice, and he studied radiology m London, Pans, and Stockholm 
He was also a pupil of Thurstan Holland, though to the latter’s 
regret he did not proceed to the then recently created diploma 
Sealing in Southport, Dr Steel specialized in array work, and 
when a vacancy occurred he was elected radiologist to the 
Southport Infirmary This post he filled for nineteen years 
He served also the Ormskirk Hospital and the Southport 
E M S , now the Promenade, Hospital to within a few days of 
his death Indeed he had to be prevented from carrying on 
his examination of films while m bed It was a great satis- 
faction to Steel that quite recently a very early carcinoma of 
the stomach which he detected was operated on s- ccessfully by 
Professor Wells His films were then used to make slides for 
use on an American tour, since this was the earliest case that 
had been sent to Professor Wells Quite apart from his pro- 
fessional skill, Steel was loved for his personal qualities His 
broad humamtanamsm his flair for friendship, and his love of 
the society of his fellows endeared him to all He delighted in 
oreamzing the social gatherings of the local Caledonian Society, 
of' which he was secretary Of sincere though unobtrusive 
religious conviction during the recent war he supported his 
wife in an outstanding work for the dependants of men in the 
Forces The loss of an only son killed almost at the end of 
the fichting bv a missile from a fnendlv plane, was home with 
fortitude by both To his widow the svmpathv of all his 
colleagues and friends will be extended — W A M 

Dr Lina M Potter writes 1 would like to amplify a little 
the account ( Journal March 19 p 5031 of Dr Ethel Vaughan- 
STWvcr's clinical class Her patients adored her to the extent 
of tolerating whatever she prescribed Mrs Vaughan Sawyer 
appreciated this herself and interpolated highly amusing asides 
for the benefit of the students 
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ACTION FOR NEGLIGENCE IN DIAGNOSIS 

Appeal Allowed 

Mr James Forbes Whiteford an American citizen was awarded 
£6,300 damages in an action' in Julv, 1948, in which he alleged 
negligence against Mr John Bowman Hunter MS, FRCS 
and Dr Seymour R Gleed, a medical practitioner of Finchlev 
Mr Justice Birkett dismissed the action against Dr Gleed 
holding that no negligence could be attributed to him 
Mr Hunter subsequently appealed against the decision of 
Mr Justice Birkett and Mr Whiteford cross appealed against 
(he dismissal of Dr Gleed from the case 

As has already been briefly noted,* Mr Hunter’s appeal was 
allowed and Mr Whiteford s cross-appeal against the dismissal 
pf his action against Dr Gleed was dismissed The judgment 
pf the Court of Appeal was read bv Lord Justice Asquith on 
March 21 

Summary of Judgment 

Lord Justice Asouith said the action "as one for damages 
for negligence and breach of contract brought bv a patient 
against a well known consultant surgeon and a general practi 
tioner On March 21, 1942, the plaintiff, a consulting engineer 
aged 65 or 66, consulted Dr Gleed about certain bladder 
symptoms On March 22 at Dr Gleed s request Mr Hunter 
saw the plaintiff at the Finchley War Memorial Hospital He 
found the bladder distended and concluded that this was due 
to prostatic obstruction He advised that the bladder should 
be drained at once and that removal of the prostate should be 
undertaken in about a fortnighL He then made a suprapubic 
puncture and inserted a drainage tube, which remained there 
(ill April 5, 1942 

On April 5 Mr Hunter operated, intending to remove the 
prostate, which did not then feel verv large Up to this point 
(he plaintiff had to concede that both doctors were right Any 
negligence alleged must be proved in relation to April 5 when 
Mr Hunter had embarked on the prostatectomy Mr Hunter 
opened the bladder He then examined the interior of the 
bladder manually and visually with the help of a light In the 
Ingone area there was an indurated mass of tissue as large 
as the palm of a man’s hand, reddish grey in colour, and of an 
infiltrating submucous character He examined this bv sight 
and touch for fifteen or twenty minutes and concluded that it 
was a cancer and an inoperable cancer He aho concluded 
that it was this mass, and not the prostate, which bad given 
rise to the retention of unne If his diagnosis was accurate 
(he only surgical measure possible was excision of the whole 
bladder, and this he was satisfied the patient could not have 
borne After consulting with Mrs Whiteford, and on her 
advice, he informed the patient through Dr Gleed that he was 
suffering from inoperable cancer and had only a matter of 
months to live 

Mr Hunter never saw the plaintiff after April 5 Dr Gleed 
attended him regularly up to Aug 21 In July the patients 
(highs and genitals became enormously swollen, which Dr 
Gleed thought to be consistent with a spread through the 
lymphatic glands of the cancer Mr Whiteford sailed for 
New York on Aug 21 and arrived on Sept 6 being admiued 
immediately to the Memorial Hospital 444, East 6Sth Street 
On Sept 8 Dr Bamnger examined the plaintiff using a evs’o- 
scope furnished (as only about six cvsto'copes in Englard 
vvere at that time) with a rongeur attachment, which allowed 
the surgeon to take a scraping from aDv suspected area of the 
bladder wall Dr Bamnger saw seve-al areas which, in view 
0 f Mr Hunters reported diacnosis, he suspected as cancer; 
a fairlv large diverticu’um in the base of the bladder, and a 
median prosta’e bar He took a scraping from the suspected 
areas, and microscopical examination revealed no evidence of 
cancer, merely cystitis On Sept 15 Dr Bamnger operated 
gnd removed a large part of a ‘ small fibrous” prostate. he 
also emptied the diverticulum of some soft calcareous ma'enal 
and removed the drainage tube A specimen of the prostate 
was Iaier exainred a-d showed benign prostatic hypertrophy ” 
After a long period of convalescence further portions of tne 
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Universities and Colleges 


UNIVERSITY OF DUBLIN 
School of Physic, Trinity- College 
The following candidates have been approved at the examinations 
indicated : 

M*.D — R. M. Pest, E. N O Sodeinde. 

M.A-O. — -G. B. Gibson, M A Majekodunmi. 

Final Medical Examin xtidn — Midwifery (B.A.O.) : *S. B. Sloan, *D. W. 
Beckett, ‘Eleanor B. Outc i *L J. Clein, ‘C. F. Ross, ‘R. J. M. Fry. •Stevbznic 
SaviHe, *W. D. H. Trough. on. *R P. A- Coffey, *\V. P. C. Deely, ‘K. C. Finkel, 
•W. Pappenhcim, *R. S \ oung, *\V. G. T. Bell, *R. S. Crone, *B. B. Fazackerley, 
J. H. Ashmore, F. G. O- Borrows, S M. Laird. T. T. E- Michael. Frances E- Russell, 
EselyQ Broome. D. \Y K>!e. S C Blake, E. G. England, Wilhelxnina Hutchinson, 
Beatrice P. Karmel, L R Robinson, M. D. M. Staunton. F. A. Walkey. C. D. 
Wray. Audrey M. Franklin. O H. Killen. W. D. McNaul, Thelma H. W. Morks, 
B. J. O’Reilly, A- A. Sweene>. Dorothy J. Cart mill, Agnes C. Good. E. V. Page, 
Kathleen C. Rogers. E R D. Williamson, Anne L.'J. Cusack, R, C. Gray, 
Sheihgh M. .XL McHugh Gwendoline G. L. Poors, R. N- Sibeny, J. P. Nixon, 
Mildred Vilensky, Rc\a Berstock, E. B. McHugh, E. A. Otchere, W. D. H. 
Powell, B. S. Telford, Joan l Buchanan, J. C. McLean, Ruth M. Perron, Margaret 

E. E. Ellis, D. Miller, 

D.G.O. — A. Aziz, U. Bardolai, H. K. Brar, N. M. Damle. D S Desai, W. G. 
Dixon, H. Kessel, M. \\ Li*angston, A. Mansi, A. S. Murad, Z. Nasiruddin, 
W. F. R ass am, 1. M. Sheic ada. Sarah T. Thomas. 

* Second Class Honours. 

UNIVERSITY OF DURHAM 

Edgar Alexander Pas*., M.D., DA., has been appointed Professor of 
Anaesthetics at Kinc s College, Newcastle-upon-Tyne. 

U DIVERSITY OF LONDON 

James Livingstone Livingstone, M.D., F.R.C.P., has been appointed 
a Fellow of King’s College. 

A Special UniverSi % Lecture on Hypersensitivity in Disease’* 
will be delivered by Professor J. H. Biggart, M.D., Musgrave Pro- 
fessor of Patholog) m Queen’s University, Belfast, at the London 
School of Hygiene and Tropical Medicine, Keppel Street, W.C., on 
Friday, April 8, at 5 50 p.m., with Professor Wilson Smith, M.D., 

F. R.S., in the chair. The lecture is addressed to students of the 
University and to others interested in the subject and admission is 
free, without ticket. 

UNIVERSITY OF MANCHESTER 
The following candidates have been approved at the examination 
indicated : 

D.P.M. — Purl I: L. Couper, R. Halliday. R- McDonald. J. R. M. Mackic, 
H. J. B. Miller, P. H. Mitchell, Margaret I. Platt. 

UNIVERSITY OF LEEDS 

At a meeting of the Council of the University on March 16 R. J. 
Still, M.B., B.Chir., was appointed University Medical Officer from 
May 1. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
The following lectures will be delivered at the College (Lincoln’s 
Inn Fields, London, W.C.) at 5 pjn. each day: April 1, Erasmus 
Wilson Demonstration by Mr. Guy Blackburn, “ Diseases of the 
Thyroid Gland ” ; April 2$, Hunterian Lecture by Professor Charles 
F. M. Saint (Capetown), “ Stomatodaeal Ruminations, Clinical and 
Non-clinica! April 29, Hunterian Lecture by Professor R. I. Harris 
(Toronto), “Spondylolisthesis.” The lectures are open to those 
attending courses at the College and to all other medical practitioners, 
dental surgeons, and advanced students. 


The Services 


NAVAL MEDICAL COMPASSIONATE FUND 
A medting of the subscribers of the Naval Medical Compassionate 
Fund will be held. on Friday, April 22, at 3 p.m., at the Medical 
Department of the Navy, Queen Anne’s Mansions, St. James’s Park, 
London, S.W., to elect six directors of the fund. 

DEATHS IN THE SERVICES 

Major Robert William Henry Jackson, RA.M.C. (retd.), died at his 
home in Caernarvon on Feb. 20. He was bom in Dublin in 1S64, 
the son of Surgeon-General Sir Robert W. Jackson, F.R.C.S.L He 
graduated M.B.. B.Ch., BA.O. in 1S97 at Trinity College, Dublin, 
obtaining the D.P.H. in jhe same year. He proceeded MJD. in 1892. 
Major Jackson was chairman of the Caernarvonshire and Anglesey 
Division of the B.MA. for three years in succession during the las': 


war, and represented the Division in 1939, 1941, and 1942 at annua! 
representative meetings. Two years after qualifying he entered the 
Army at the top of the examination list, and was attached to the 
second battalion Coldstream Guards. He was later posted to India, 
where he did excellent work in public health and hygiene as a special 
officer for the plague departments in Bombay and Calcutta. He saw- 
active service on the North-w-est Frontier and in the Boer War. In 
1907 he volunteered for duty at Kingston, Jamaica, acting as senior 
medical officer and special health officer, and was Highly commended 
for his services. Major Jackson retired from the Army in 1910, bu: 
was again put on the active list during the 1914-1 S war, serving as 
senior medical officer of the Portland Defences, Weymouth, and on 
hospital ships and troop transports. After the first world w-ar he was 
placed in charge of the Military Hospital, Clonmel, Ireland. Although 
75 years of age at the outbreak of war in 1939, he was not content to 
remain inactive, and Immediately volunteered for duty as medical 
officer of the ninth battalion R.W.F. camp 2 t Caernarvon, which post 
he relinquished to act as ship surgeon on the M.V. GJenapp, canning 
munitions via the Panama Canal and the Dutch East Indies to 
Singapore. The vessel had to leave this port hurriedly for Australia, 
returning home via the Cape, owing to the Japanese capture of 
Singapore. Major Jackson was elected an honorary fife member of 
the British Red Cross Society and the Venerable Order of the Hospital 
of St. John of Jerusalem, and was the county controller for 
Caernarvonshire for the Red Cross Society. — I. M. W. 


Medical Notes in Parliament 


ANALGESIA IN CHILDBIRTH 

Mr. Bgvan on March 24 furnished the following information 
to Lady Tweedsmuir. It relates to England and Wales. 


Year 

to 

Number of Domiciliary 
Confinements at which 
Midwives were in 
Charge 
(2) 

Number cf Domiciliary 
Confinements where Gas 
and Air Analgesia was 
Administered by Midwnes 

(3) 

Percentage 
of Col. ( 3 ) 
to Col. (2» 

(4) 

I93S 

2S9.035 

1,175 

0-4 

1939 

2S5.024 

1,029 

04 

1940 

2S4.227 

1,545 

0-5 

1941 

26S.905 

I.7S3 

0-7 

1942 

274, 14S 


0-6 

1943 

269.579 

3,207 

1-2 

1944 

281,769 

5.102 

1-8 

1945 

245,237 

7,262 

3-0 

1946 

29S.019 

20.507 

6-9 

1947 

327,245 

43.6S3 

13-3 

194S 

Information 

not yet available 



In addition to the domiciliary confinements where a midwife 
was in charge there were a large number of domiciliary confine- 
ments where a doctor was in charge. These confinements 
numbered 95,543 in 1946 and 96,937 in 1947. Although figures 
were not available it was known that analgesia or anaesthesia 
was given in a high proportion of these doctors' cases. 

Mr. Bevan further stated that analgesia was being used in the 
domiciliary midwifery service of 134 of the 145 county and 
county borough councils. Individual action was being taken 
with the councils of the counties and county boroughs in which 
it was not yet being provided. 

In reply to another question Mr. Bevan said that in Leeds 
100% of the domiciliary midwives employed by the city council 
and 65% of the hospital midwives were trained in the use of 
analgesia. In the six months of 1948 in which the National 
Health Service was in operation 35% of the domiciliary cases 
attended by the council’s midwives had analgesia. 

Figures for Scotland 

Colonel Gomme-Dun'Can asked on March 22 in how many 
cases in Scotland was analgesia administered by domiciliary 
midwives or nurses trained in midwifery in the years 1938, 1944. 
1947, and 1948 respectively. 

Mr. Woodsurn replied that there could not have been any 
cases in 1938 and 1944, because it was only in July, 1946. that 
the Central Midwives Board for Scotland authorized the admini- 
stration of analgesia by midwives. In 1947 there were 120 cases 
and in 194S, according to preliminary returns, about 800. 
Mr. Woodbum further stated that in Scotland training in 
analgesia was being given to certified midwives at the rate of 
almost 250 a year, and to ali student midwives numbering 
about 600 a year. He hoped that by the end of 1950 over three- 
quarters of the midwives then practising in Scotland would 
have had this training. 
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Examination of National Service Men 

Replying on March 15 to a question by Mr. Granville 
Sharp on the medical examination of men for National Service, 
Mr. Isaacs said there had been no general raising of ihe 
medical standards, but a revised system of medical classifica- 
tion, known as the Pulheems system, which was introduced in 
June, 1948, resulted in a more accurate assessment of a man’s 
physical and mental fitness for service. Certain improvements 
in the methods of medical examination were also introduced 
towards the end of 1948. The effect of these changes could not 
yet be fully assessed, but the latest available figures showed a 
slight increase in the proportion of men rejected as unfit for 
service. Two major changes had been made in the medical 
examination. Mass radiography was undertaken and the exami- 
nation for ear troubles was more intensive. At the moment 
the percentage of rejections was 15.9 against 13.5. The in- 
crease was mainly due to the innovations which he had 
mentioned. 

“ Dogger Hank Itch ” 

Mr, Steele, replying on March 15 to Dr. Barnett Stross, 
said he did not know if a ruling had been given on whether 
fishermen in the North Sea who developed dermatitis from 
irritation by the sea chervil were entitled to workmen's 
compensation. Interpretation of the regulations was a matter 
for the appropriate authorities under the Industrial Injuries Act. 

This type of dermatitis was the subject of an annotation in 
our issue of Feb. 26 (p. 358). 

Handicapped Persons’ Welfare — Advisory Council . — Lore! Rush- 
cliffe will be chairman of the Advisory Council on the Welfare of 
Handicapped Persons appointed under the National Assistance Act. 
The only medical member of the Council is Dr. Fraser Brockingtcn, 
who is medical officer of health of West Riding County Council. 
The council will advise the Minister on the development of welfare 
services for the blind, deaf and dumb, and cripples. 


EPIDEMIOLOGICAL NOTES 

Influenza 

There were 360 deaths in the great towns in the week ended 
March 19, compared with 321 in the previous week. There 
were small increases in the West Riding towns but the prin- 
cipal increases were in the Midlands ; Birmingham, for example, 
had 37 deaths against 20 in the previous week. In Greater 
London a small decrease from 83 to 71 deaths was noted. 

' Discussion of Table 

In England and Wales the only notable change in the trends 
f infectious diseases was a decrease of 1,314 in the notifica- 
tions of measles. There were decreases also in the incidence of 
whooping-cough 32, dysentery 16, and scarlet fever 11. 

The largest falls in the notifications of measles were Yorkshire 
West Hiding 396, Essex 281, Lancashire 219, Somerset 203. 
Southampton 188. Nottinghamshire 116, and Leicestershire 109 ; 
the largest rises in incidence were Warwickshire 92, Surrey 79, 
and Middlesex 58. 

Notifications of diphtheria fell by 7 in London and in Lanca- 
shire. The only appreciable change in the incidence of scarlet 
fever was a decrease of 46 in Lancashire. The notifications of 
whooping-cough fell by 33 in Yorkshire West Riding. 

Of the 49 cases of dysentery 19 were notified in Lancashire 
(Liverpool C.B. 8). 

In Scotland, apart from decreases in the incidence of acute 
primary pneumonia 37 and whooping-cough 16, the notifica- 
tions of infectious diseases remained practically unchanged. 
Almost two-thirds of the cases of diphtheria and dysentery were 
notified in Glasgow, 

In Eire there were decreases in the notifications of whooping- 
cough 43, measles 38, and diarrhoea and enteritis 11. The 
largest of the local outbreaks during the week were 19 cases of 
measles in Donegal, Straciorlar R.D., and 17 cases of scarlet 
fever in Kilkenny, Kilkenny U.D. 

In Northern Ireland the notifications of measles declined 
by 32, while a rise of 22 was recorded in the incidence of 
whooping-cough. The largest fall in the notifications of 
measles was 2! in Antrim county, and the largest increases in 
tnc notifications of whooping-couch w<ere Belfast C.B. 15 and 
1 yronc county 14. 


Week Ending March 19 

,w\n C 'jj'bficntions of infectious diseases in Endand and W; 
' Ttn ,1!" T, c tKkd '- carl « w 1,209, whooping-co 
cerebro d ,Uni] e 7 a ! w ; measles '6.275, acute pneumonia' 1,; 

r-rratyphoid* 2/aml typhoid 0 ^ 1S ’ 


No 16 

INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the .week ended March 12. 

Fig Ores of Principal Notifiable Diseases for the week and those for the emt 
sponding ncefc hist year, for: (a) England and Wales {London included), \b) 
London (ad mi nisi r alive county), (c) Scoiland. (dj Eire, (c) Northern MW 
figures of Births and Deaths^ and c/P-"-' 1 * - 
arc for : (a> The 126 great towns it 1 

(b) London (administrative county). , . «*«»»» iu iwojusd 

(d) The i 3 principal towns in Eire, fc) l he 10 principal towns in Northern fttbai. 

A dash — denotes no cases; a blank space denotes disease not custifiabte or se 
return available. 


1949 



(a) | 

(b) 

(0 

(d) 

(e) 

ic) 

(b) 

(c) 

(d) 


Cerebrospinal fever 

35 

4 

16 

3 

1 

55 

5 

25 

1 

1 

Deaths 


i 





— 

— 



Diphtheria 

101 

6 

32 

1 

5 

173 

19 

50 

13 

S 

Deaths 

1 


— 



2 

1 


“ 


Dysentery . . . . 

49 

3 

20 


I 

2(3 

23 

72 

} 


Deaths 









1 


Encephnlits lethargies. 






1 





acute 

1 




— 




— 



Deaths 


1 





- 



. 

Erysipelas 



33 

8 

6 



40 

4 

5 

Deaths 


— 





1 




Infective enteritis or 











diarrhoea under 2 











years 




38 


50 


11 


Deaths 

50 

2 

5 

1 

2 

6 

2 


Measles* 

17,305 

. . . 

1034 

164 

137 

182 

8,449 

1257 

614 

78 

39 

Deaths! 


— 


— 


2 

1 

l 

Ophthalmia neonatorum 

34 

3 

8 


. 

42 

3 

13 

— 


Deaths 











Paratyphoid fever 

3 


2(8) 





3 

— 

m 

— 


Deaths 

~~ 

— 

— 

— 





•"*** 



Pneumonia, ioflueniat 

1,S14 

78 

22 

13 

12 

933 

49 

4 

8 

Deaths (from influ- 





31 

8 




cnia)t 

321 

39 

7 

1 

4 

*-* 

. 


Pneumonia, primary . . 



224 

42 

Lrri 

293 

71 

320 

38 


Deaths 

527 

S3 


13 

22 


& 













Potto-encephalitis, acute 

3 








— 




Deaths 










L 

Poliomyelitis, acute 

17 

2 

i 

1 


20 

4 

2 

4 

- 

Deaths! 

1 

— 




l 

— 





Puerperal fever . . 


Jr . 

10 




2 

10 


h 

Deaths 













Puerperal pyrexia}) 

95 

5 

2 

2 

1 

120 

9 

1 



Deaths 


— 





<T 



_ L 

"Relapsing fever 



„ 









— 

Deaths 










— 

Scarlet fever 

1,178 

69 

1SG 

102 

’.22 

2,027 

123 

319 

50 

46 

Deathsf 


— 


- 

' 

— 



Smallpox 



, 

L — 









— 

— 

- 

Deaths 




— 





‘ 



Typhoid fever . . 






2 

1 

t 4 

1 

— 

3 

l 

Deaths 

1 

1 

— 

— 


. 





Typhus fever , . 


, , 

"3" 

, 





— 

— 


Deaths 





— 




' 

__ nl 

Whooping-cough* 

2.62J 

1 89 


63 

88 

3,418 

236 


it 

15 

Deaths 

15 

— 

2 

1 

— 

15 

2 

'2 

. 


Deaths (0—1 year) 

349 

38 

42 

34 

13 

380 

55 

61 

21 

12 

Infant mortality rate 











(per l ,000 Jive births) 











Deaths (excluding still- 



l__ 




988 

680 

205 

J40 

births) 

Annual death rate (per 

7,206 

1116 

694 

241 

192 

5,581 


13-7 

12-8 


1,000 persons Jiving) 



13>9 

14'9 




. . 

Live births 

7,963 

1311 

969 

452 

249 

5,738 

1419 

9S6 

463 

215 

' Annual rate per l y Q00 







199 

29 ‘0 


persons living , , . 



194 

28-0 


- 



Stillbirths 

204 

19 

24 



240 

23 

36 



Rate per 1,000 total 











births (including 
stillborn) . . 



24 



, 


35 





1948 (Corresponding 


ate therefore an approximation only. T „ nf fo 0 

t Deaths from measles _ and scarlet fever for England and Wales* L-on 
(administrative county), will no longer be published. , . - 

X Includes primary form for England and NY ales, London (annuals tra 
county), and Nonfcro Ireland. . - c 

§The numbei of deaths from poliomyelitis and policrencephaUtts tot c* a 6 
and Wales, London (administrative county), are combined. , T . * 

Si Includes puerperal fever for England and Wales, Eire, and.Northem Iteiana. 
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Chloromycetin Svnthtsized 

It has been announced by Parke Davis and Companv that the anti 
biotic Chloromycetin ho which reference has recently been made in 
two leading articles— Aug 2 S, 194S, p 428, and Dec 25, 194S, 
p 1113) has been produced artificial!} m their research laboratories 
in the U S A A cop, of the structural formula was handed to Sir 
Alexander Fleming in London on March 30 The substance, which 
can be manufactured i n a commercial scale, has been tested chmcalH 
and found effective n a number of diseases The formula is as 
follows (/) iji-l p nuropheml 2 dichloroacetamidopropane-1 3 diol 

Imperial Cancer Research Fund 

At a meeting of the Imperial Cancer Research Fund held on 
March S Dr James C aigie was appointed Genera! Superintendent of 
In\esugauons and D\ euor of the Central Laboratory of the Fund 
from August, 1949, in succession to Professor \V E G\e Sir Henry 
Dale wus elected a Lire Goiemor of the Fund in recognition of his 
distinguished sen ice* *.s a member of council 

Chinese Medical \ rutor 

Dr Li Fang-Yun Professor of Pubbc Hygiene m the National 
Kweivang Medical ollege, who has been working m the \) S A , 
armed in Britain on March 15 for a month’s visit under the auspices 
of the British Counc 1 before returning to China He is studying the 
undergraduate teach ng of prevents e medicine and public health 
After spending a week at the London School of Hvgiene and Tropical 
Medicine and then visiting the Woolwich Health Department, the 
Department of Bactenolog} at the London Hospital, and the Mmistrv 
of Health, he goes on April 3 to Edinburgh to spend two weeks in 
the Department of Social Hyeiene of Edinburgh University Dr Li 
earned out a rural health experiment as technical expert to the Mass 
Education Movement at Ting Hsien between 1932 and 1937 He 
was Director of the Public Health Division of the Provincial Health 
Department of Kiansi from 1937 to 1939, and in 1945 was appointed 
Professor of Public Hygiene in the National Medical College 

Professor Haddovv in Italy 

Professor Alexander Haddow, Professor of Expenmental Pathologv 
m the Universitv of London and Director of the Chester Beattv 
Research Institute at the Roval Cancer Hospital, Fulham Road, left 
London on March 25 for .a lecture tour in Italy under the auspices of 
the British Council He is speaking at Milan, Bolosma, Florence, 
Rome, and Tunn on Recent Advances in the Chemotherap} of 
Cancer ” and “ Mode of Action of the Nitrogen Mustards — a New 
Working Hypothesis and Its Possible Relation to Carcinogenesis ’ 
His lectures are being arranged with the co operation of Professor 
Rondom, the leading cancerologist of Milan, and of Professor 
Bastanielh, head of the Cancer Institute in Rome 

The Late Alderman William H>de 

A memorial window was dedicated to the memory of the late 
Alderman Willnm Hvde, CBF, JJ> in the pansh church at 
Toddington, Beds on Dec 11, 1948 Alderman H}de, who died in 
1945, was the first sccretarv of the Nuffield Provincial Hospitals Trust, 
which was founded in 1939 He had a very wide knowledge of medi 
cal services, and at the time of his death Sir Farquhar Buzzard wTOte 
of him “ Without anv professional training or background he became 
an acknowledged authontv m manv spheres of voluntary and benevo- 
lent enterprises , be was equall} at home m National Health Service 
m social insurance, in fnendly and approved societies, and was 
recognized as the pioneer of prondent associations, which he 
developed throughout the country Having always been interested m 
hospitals, both in the voluntary and local government fields, he 
naturally and appropriate!} was chosen bv the Nuffield Provincial 
Hospitals Trust as its leading active officer, thus becoming mainlv 
responsible for that bodv s efforts to promote the regional 
co ordination of health and hospital services ’ 

Australian Postgraduate Education 

A Federation to be known is the Australian Postgraduate Federa 
non in Medicine has been formed with the object of encouraging 
md advancing postgraduate medical education, work, and research 
m Australia In addition, the Federation will deal with matters 
common to more than one Postgraduate Committee, and particularb 
with the arrangements for visits of teachers to Australia The 
members of the Federation are the Melbourne Permanent Post 
Graduate Committee, the Postgraduate Committee in Medicine in 
the Universitv of S>dnc>, the Postgraduate Committee in Medicine 
of the Universitv of Adelaide, the Postgraduate Medical Education 
Committee of the Universitv of Queensland, the Western Australian 
Postgraduate Committee (British Medical Association), and the 
Tasmannn Postgraduate Committee in Medicine Provision has been 
made to admtt to membership organizations from New Zealand or 


elsewhere on certain conditions A president, vice president, and an 
executive committee will be appointed each vear, and the executive 
committee will be elected from persons nominated b} the Post 
graduate Committee of the State choron for this purpo^ bv the 
Federation The Postgraduate Committee m Medicine m the 
University of S}dne} was selected to provide the first executive 
The meetings of the Federation will usual!} be arranged at times 
when interstate meetings of medical organizations are held and will 
thus ordinarily take place at times of the annual meetings of the 
Royal Colleges and during Congresses of the British Medical 
Association 

Hunterian Society 

The council of the Hunterian Societ} has chosen “ The Treatment 
of Varicose Veins and Their Coraplicauons ” as the subject for the 
1949 competition for the societ} ’s gold medal which is awarded for 
the best essav submitted b} any general practitioner Further details 
ma} be obtained from the honorary secretary of the soaetv. Mi- J C 
Ainsworth Davis, 4S, Wimpole Street, London, W 1, bv whom esrovs 
must be received bv Dec 31 

Influenza Centre 

An Influenza Information Centre has been established in the 
United States at Bethesda, Maryland, to serve as headquarters for 
American participation in the World Health Organization studv of 
influenza The centre will be concerned with the identification of 
influenza virus from outbreaks m the U SA , and will across the 
usefulness of including new strains in commercial vaccines It will 
a/so serve as a harson office between American laboratories and the 
International Influenza Centre, which was established at the National 
Institute for Medical Research in London in 1947 

Roval Sanitary Institute Prizes 

The Council of the Roval Sanitary Institute have announced par- 
ticulars of the pnze essay competiuons for 1949 Three prizes are 
offered the John Edward Worth Pnze of £40 for an essav on 
practical improvements of appliances or inventions used or proposed 
to be used m or about dwelling houses, the John S Owens Pnze of 
Li5 for an essay on the ventiJation of dwellings and ns effect on 
human health, and the Henry Saxon Snell Pnze of 50 guineas for 
in essay describing suggested improvements m the construction or 
adaptation of sanitary appliances Intending competitors should 
apply to the Roval Sanitary Institute, 90, Buckingham Palace Road, 
London, S \\ 1, for a copy of the genera! conditions 

Wills 

Dr Alexander Wilson Gill, of Barlaston, Staffs, left £41,4^3 Dr 
Charles Braxton Mooring Aldredge, of Bournemouth, left £56 417, 
Dr Edward Augustus Bullmore, formerly of Wisbech S r Peter, 
Cambs, £36,871, Dr Robert Warren Merrick, of South Croydon, 
£^8,734 , and Dr Herbert Edmund Vincent, of Reigate, £4 ,5'6 


COMING EVENTS 

Roval Microscopical Societv 

A special meeting of all sections of the Roval Micro^cop cal 
Society will be held at B MA Hou c e, Tavistock Square, London, 
\\ C, on Wedne<da\, April 6, at 4.30 for 5 pm, when Dr J A 
Murray, FRS, a past president of the socetv, will be admitted ro 
the Honorarv Fellowship Demonstrations will be given bv Mr 
H G Crabtree on “Liver Tumours Induced by Azo-dves,” bv 
Dr E Vasquez Lopes on “ Nerve Endings in the Pos enor Pitmtarv,’ 
nnd b} Mr J Smiles on “ Recent Applications of Pha^-conLrast 
Microscopy to Bio/ocical Research ’ Short communications will be 
presented b} Dr G M Findlay on “ Pnmar* Carcinoma of the 
Liver,” by Dr L Foulds on 4 Vesical Tumours Induced in Mice bv 
2 acervlammo fluonne, ’ by Mr E Homme, D Sc , on “ Lung 
Tumours Induced bv a New Technique,’ and b\ D' F R Selbie 
on 4 Malignant Transformation The meeting will N* followed bv 
a dinner at the Holbom Restaurant at 7 for 7 30 p m 

Regional Consultants Committee for East Anglia 

A meeting of the Regional Committee of Consultants and Specialists 
for East Anglia will be held at Rutland Arms Ho el, Newmarke*, on 
Mondav, April 11, at 8 15 p m , when, among oth'T thincs, the pro- 
posed terois and conditions of service of ho^pi si medical and dental 
staff will be considered The meeting will be preceded bv dinner 
at 7 15 p.m 

Bristol Medical Reunion Dinner 

The Bristol Medical Reunion Dinner will be held at the Victoria 
Rooms, Bristol, on W'ednesdav, April 20, 1949, at 730 pm and not 
on Saturda>, April 30, as was stated m our issue of Ma-ch 5 (p 419) 
Particulars may be obtajned from Dr Richard Clarke, Harlev Lodge, 
Clifton Down, Clifton, Bristol, S 
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Society of Anaesthetists of the South-West Metropolitan Region 
The Society of Anaesthetists of the South-West Metropolitan 
Region has arranged a meeting to be held at St. Holier Hospital, 
Carshalton, Surrey, on Saturday, April 23. Anaesthetists front other 
areas will be welcome, and those wishing to attend should com- 
municate with the honorary secretary, Dr. W. Alexander Low, 
Department of Anaesthetics, St.. Thomas’s Hospital, London, S.fc.l, 
not later than April 4. 


University of Leeds Postgraduate Committee 
A refresher course for general practitioners will be held at the 
University of Leeds during the two weeks beginning May 2. The 
fee for the course is £10 10s., or £5 5s. for one week. Applications 
for places in the course, and for particulars of the financial assistance 
available to (n) demobilized general practitioners within one year ot 
release from the Forces, and to (6) doctors engaged in practice in 
the National Health Service, should be made to the senior adminis- 
trative Officer, School of Medicine, Leeds, 2, it being stated whether 
the applicant falls into class (a) or class (b), or whether he proposes 
to attend at his own expense. 


Spanish Paediatric Congress 

The 7 th National Congress of Paediatrics vtiU be held at Seville on 
May 9-14 under the presidency of Professor Gonzdlez-Meneses 
Jimenez and Dr. Carlos Sainz de los Terreros. Information may be 
obtained from the Secretary-General, Dr. Morales y Gonzalez, Bailen, 
49, Sevilla. 


APPOINTMENTS 

Bailey. Neil, M .T1 . , Ch.B., Senior Resident Medical Officer, Fulham Maternity 
Hospital. 

Krrm, G. Elizabeth, M.B., B.S.. F.R.C.S.Ed., M.R.C.O.G.. Honorary 
Gynaecologist, Hdpital et Dispensaire Francais, and Consultant Obstetrician, 
Wimbledon Antenatal Clinics. 

Mitchell, Robert, M.B., Ch.B., D.P.H., Deputy Medical Officer of Health, 
County Borough of Bury, Lancashire. 


SOCIETIES AND LECTURES 

Friday 

Royal College of Surgeons of England, Lincoln’s Inn Fields, 
London, W.C. — April 1, 5 p.m., " Diseases of the Thyroid Gland," 
Erasmus Wilson Demonstration by Mr. Guy Blackburn, 

Whipps Cross Hospital Medical Society.— At Whipps Cross 
' Hospital, Leytonstone, E., April 1, 8.30 p.m., “ Emeigcncy 
ynaccology," by Mr. A. Galletly. 

Tuesday 

Royal College of Physicians of London, Pall Mall East, London, 
S.W. — April 5, 5 p.m., " Problems of Ageing and Chronic 
Sickness," Lumleian Lecture by Dr. A. P. Thomson. 

Wednesday 

Harveian Society of London. — At 26, Portland Place. London, W., 
April 6, 8.15 p.m., " Cineradiography,” by Dr. Russell J. Reynolds. 

Institute of Laryngology and Otology, 330, Gray’s Inn Road, 
London, W.C. — April 6, 12 noon, " The Larynx: Tuberculosis, 
Lupus, Syphilis," by Mr. J. D. McLaggan. 

London County Medical Society. — At St. James’s Hospital, 
Ouseiey Road, Balliam, S.W., April 6, 3 p.m., clinical meeting. 

Royal Institute of Pudlic Health and Hygiene. — At 28, Portland 
Place, London, W., April 6, 3.30 p.m., " The Growing Family 
under Modern Home Conditions," by Dr. L. G. Housden. 

Royal Microscopical Society. — (1) At B.M.A. House Tavistock 
Square, London, W.C., April 6, 4.30 p.m. for 5 p.m., Special 
meeting of all sections. Demonstrations: "Liver Tumours 
Induced by Azo-dyes," by H. G. Crabtree, M.Sc., A.R.I.C., 
” Nerve Endings in the Posterior Pituitary," by Dr. E. Vasquez 
Lopes, " Recent Applications of Phase-Contrast Microscopy to 
Biological Research," by J. Smiles, A.R.C.S., F.R.M.S. Short 
communications: " Primary Carcinoma of the Liver," by Dr. 
G, M. Findlay, " Vesicai Tumours Induced in Mice by 2-Acetyl- 
amino-Fhtorenc," by Dr. L. Foulds. "Lung Tumours Induced by 
a New Technique.” by E. W. Homing, D.Sc., "Malignant Trans- 
formation." by F. R.’ Selbie, Ph.D. (2) At Holborn Restaurant, 
London, W.C., 7 p.m. for 7.30 pm. Dinner. 

Roy al Sanitary Institute. — At 90, Buckingham Palace Road, 
London, S.W., April 6. 2.30 p.m., " The Disinfection of Ice-cream- 
oerving Eauipment," (a) " The Problem," by Dr. J. G. Davies, 
Ph.D., D.Sc., F.R.I.C.; ( b ) "The Use of Quaternary Ammonium 
Compounds" by Mr, J. C. L. Resuggan, F.R.I.C; (c) " Technique 
am. Results, by Miss Roberta Ivc. 

Society of Public Analysts.- — At Gas Industry House, 1, Grosvcnor 
1 London, S.W .. April 6, 7 p.m.. Ordinary meeting. Papers 
"■all be presented and discussed. 


Thursday 

Royal College of Physicians of London, Pall Mall East, Lrafa, 
S.W. — April 7, 5 p.m.. "Problems of Ageing and Chronic 
Sickness,’’ Lumleian Lecture by Dr. A. P. Thomson. 

Royal Photographic Society: Medical Group, !6. Prince’s Ga'« 
London, S.W.— April 7, 7 p.m., " Group Hospital Mein 
Photography," by Mr. J. F. V. Lartvay. 

Friday 

London University. — At London School of Hygiene and Tropi 
Medicine, Kcppcl Street, W.C., April 8, 5.30 p.m., " Hypcrsci 
tivity in Disease," by Professor J. H. Biggart. 

West Kent Medico-Cihrurgical Society, — At Miller Hospit 
Greenwich High Road, London, S.E., April 8, 8.30 pj 
Presidential address by Dr. J. M. Loftus. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Cbnria. — On F_cb. 5, 1949, to Joan (n£e Tanner), M.B., B.S., wife of Edc 
W. Chacia, a daughter — Helen Joan Barbara. 

Finlnjson. — On March 21, 1949, at Falkirk and District Royal Infirmary, 

Dr. and Mrs. Finlayson, 8. Roschall Terrace, Falkirk, a son. 

Hamilton. — On March 9. '1949. at the Simpson Memorial Pavilion. Edinfci 
Royal Infirmary, to Dr. Gwyneth Maclean Hamilton, wife of Lieutti 
J. R. Hamilton, a son. 

Mather. — On March 20, 1949, at York, to Dr. Maud Mather (mfc Buchan 
wife of Dr. John S. Mather, Shipton Thorpe, York, a daughter. 

Miller. — On March 21, 1949, at Fern wood House, Newcastle-upon-Tyne, 

Dr. EiJeen Miller (ncc Baird), wife of Dr. Henry G. Miller, a son. 

DEATHS 

Carrey. — On March 5. 1949, John Carrey. M.B., B.Ch., B.Sc., Licutcr 
Colonel, retired, of eckett Lodge. Beckett Road. Worcester. 

Carter. — Joseph Hamilton Carter, M.B.. Ch.B.Edin., of Trinidad, B.W.I 
Cniip. — On March 23, 1949. Charles Hawkins Craig, M.B., Ch.B. Ed., c 
Station Road, Chcadlc Hulme, Stockport, aged ?S. 

Crawford. — On March 14, 1949, John Martin Maynard Crawford, O.I 
F.R.C.S.I., Lieutenant-Colonel, R.A.M.C., retired. 

Croxford. — On March 15, 1949, Roland John Croxford, L.R.C.P.&S. 

L. R.F.P.S.Glas., of Queen’s Park, Manchester. 

Davenport. — On March 22, ‘949, at Middlesex Hospital. London. W.. Pen 
Arthur Clive Davenport. M.B., Ch.M.. Lieutenant-Colonel, I.M.S., rcti 
of 26, Chepstow Villas, _ondon, \V. 

Dobbin. — On March 13, 1949, at 500, Caledonian Road. London. N., Wi 
Arthur Edwin Dobbin, M.R.C.S.. L.R.C.P. 

Grinling. — On March 14. 1949. at 22, North Quadrant, Sheffield. Philip New 
Grinling, M.B.. B.S.. aged 41. 

Hamilton. — On March 17. 1949. at Adelaide, South Australia. Charles W 
Hamilton, M.D. 

Hay. — On March 9, 1949. Alexander Robertson Forrest Hay, M.B., Ch.B. 

I, Golden Hillock Road. Birmingham, aged 66. 

Hayward. — On March 12. 1949, at Hilcot, Wilton, Wiltshire. John M 
Hayward. M.D.. M.R.C.P., F.R.C.S.. aged S3. ' 

Hope. — On March 21. 1949, at 9, Grove Avenue. Gosforth. Newcast’e-ui 
Tyne. M. Edith Hope. M.R.C.S.. L.R.C.P.. D.M.R.E., of 62. Wim: 
Street, London, W, 

Henry. — On March 15, 1949, at Ennerdale, Wcstrow Road. Southamp 
Robert Henry, V M.R.C.S., L.R.C.P., aged 83. 

Johnson. — On- March 15, 1949, at The Acres Heswall, Cheshire, Wil 
Johnson, M.C., M.D.. F.R.C.P. 

Johnson. — On -March 19, 1949. in a car accident at Oxford, Brian Ing 
Johnson, B.M., B.Ch. 

Kent. — On March 16. 1949, Charles Arthur Kent. M.D., D.P.H., of Do 
aged 81. 

Lync.— On March 19, 1949. 1 34S, Kew Road, Kcw. Surrey, Cha'lcs V... 

Nunez Lync, M.R.C.S.^ L.R.C.P., aged 82. 

MacLaren.— On March 17. 1949, Henry Colin MacLaren, M.B.. B.Chir.. D.A . 

of 100, Brampton Road, Stanwix, aged 37. 

McNair. — On March 7. 1949, at 4. Barrington Crescent, Stockton. Darid 
McNair, L.R.C.P.&S.Ed.. L.R.F.P.S.Glas. 

Martin. — On March 13. 1949. at Manchester, Justin . Francis Martin. M.B., 
B.Ch., D.P.H., aged 36. 

Martin. — On March 12. 1949. Alfred Eugene Martin, M.D.. of Littlccote. 

Furze Hill Road, Boreham Wood. Herts, aged 74. 
rerMns.— On March 21. 1949, at Tunbridsc Wells. Philip Meyler Perkins. 

M. D., aeed 73. 

Price.— On March 17. 1949. CliiTord Price, M.R.C.S., L.R.C.P.. of HomcficW. 
Garratts Lane, Banstead, Surrey. 

Steel.— On March 10. 1949, at 32. Roc Lane. Southport. Lancs. Richmond 
Steel, M.B., Ch.B. 

Stewart. — On March 14. 1949. at Princess Beatrice Hospital. Howard Doufi ' & 
Stewart, L.R.C.P.&S.Ed.. L.R.F.P.S.Glas., of 10. Broomhouse Road. Lonaun. 
S.W. 

Stewart. — Samuel Dudley Stewart. M.B... Ch.B. Ed., of Trinidad. B.W.I. 
Vanghan-Sawycr. — On March 9, 1949, at Mount Vemon Hospital, Northwoo . 
Middlesex. Ethel May Vaughan-Sawycr, M.D., late of 131, Harley b 
London. W.l. 

Wadham.— On March 14. 1949. at Rydc. Isle of Wight. Frank Jcsscr Wadham. 

M.R.C.S.. L.R.C.P. ' . 

Whitehead. — Recently. at Bridlington, Arthur Ernest Whitcnca 

L.R.C.P.&S.Ed., L.R.F.P.S.Glas., aged 75. 

<On March VL tA UcafestUa Cmt, I*tbc Rests. Rote 

Everard Whitting, M.C., M.D. r 

Yorkc-Davics. — On March II, 1949. at Nakuru, Kenya Colons’, John V>jnnc 
Yorkc-Davies, M.R.C.S., L.R.C.P. 
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Any Questions ? 


Correspondents should give their names and addresses ( not for 
publication) and include all relevant details in their questions, 
which should be typed. If'c publish here a selection of those 
questions and answers which seem to be of general interest. 

Spread of Tuberculosis by Books 
Q . — Can books handled by tuberculous patients carry 
tubercle bacilli ? If so. arc such books, if untreated, danger- 
ous to others, and i an they be satisfactorily sterilized at home ? 

A. — Although observations on the possibility of spreading 
tuberculosis by books are not numerous, there is little doubt 
that when books are used by patients with positive sputum 
tubercle bacilli are deposited on them in varying amount. 
The degree to which sucli books become infected varies widely 
under different conditions, but from the investigations of 
Kenwood and Dove in 1915, and later of Roodhouse Gloyne, 
it may be concluded that at least 50% of the books used by 
patients with open tuberculosis become infected. Fortunately 
the bacilli become non-viable in about 48 hours when they are 
dry, so that Tvtler considers that two days after the books have 
left tuberculous patients only 1 to 5% of the bacilli deposited 
on them are living, provided no moisture is present. After six 
days the chances of finding living bacilli are remote. There is 
therefore a risk to non-tuberculous persons, and particularly to 
children, in handling books used recently by the tuberculous. 
The risk decreases rapidly after the first two days, and is also 
dependent on the habits of the particular tuberculous patient. 
The danger is, of course, greater if the patient moistens his 
finger when turning over the pages or coughs directly on to the 
book he is reading'. There is little risk in passing books from 
one tuberculous patient to another, as any superinfection or 
reinfection will not be large and will in all probability have 
no serious effect ; but when healthy persons are also concerned 
all books used by the tuberculous should be kept in quarantine 
for at least one month before redistribution. To make quite 
certain that no viable bacilli are carried, books should be dis- 
infected either by exposing the pages to bright sunlight for two 
or three days or by placing them in an oven for 30 minutes 
with an open dish of water at a temperature of 95° C. 

Nice has shown that books can be sterilized in moist air at 
80° C. and with 30 to 40% humidity for 32 hours without 
causing damage. Sterilization by formalin or formaldehyde' 
vapour is falling more and more into disfavour, as it accom- 
plishes only a surface disinfection and possesses small powers 
of penetration. It is therefore a possible means of disinfection 
only with books printed on smooth, shiny paper. 

Spread of Infection in Fever Hospitals 

Q. — In most fever hospitals it is traditional to forbid visiting 
by relatives and writing letters by patients, to disinfect all 
clothes worn by patients, and to burn all newspapers and maga- 
zines. Should this system be modified in view of recent know- 
ledge of the transmission of infection ? 

A. — Recent knowledge of the transmission of infection has 
, shown the importance of indirect modes of spread, particularly 
by infected dust disseminated into the air from fabrics, floors, 
and fomites. Thus, secondary streptococcal infection among 
children in hospital with measles or scarlet fever has been 
associated with gross streptococcal contamination of the bed 
linen and the dust of the ward. Again, it has been shown that 
a nasal carrier of haemolytic streptococci wall quickly contami- 
nate his clothing, his handkerchief, and his immediate environ- 
ment. The nose carrier is probably important in the 
dissemination of other respirators- bacterial infections, such 
as diphtheria and pneumonia, and possibly of certain virus 
infections — for example, the common cold. Therefore gross 
contamination of the patient's clothing or of any material 
handled by him may be the means of transferring infection 
to others at a distance, so that the practice of disinfecting 
clothing and burning newspapers and magazines handled by 
infectious patients is justifiable, for certain diseases at least. 
Letters written by patients may be disinfected by formalin 


vapour. Visiting by children in infectious diseases wards should 
be forbidden, and only near relatives of dangerously ill or long- 
stay patients should be allowed to visit. Since, besides the risk 
of infection to himself, the visitor may be a source of danger 
to the patient, he should wear a face-mask and gown when 
visiting. 

Notification of Measles and Whooping-cough 
Q. — Does Section 148 of the Public Health Act, 1936 (penalty 
on exposure of persons knowing that they are suffering from a 
notifiable disease), apply to whooping-cough and measles, which 
were made compulsorily notifiable under regulations dated 
1940 ? If Section 148 does not apply, presumably there is some 
good reason. I shall be glad to have your opinion. 

A. — The regulations set out in Section 148 of the Public 
Health Act, 1936, do apply to measles and whooping-cough, 
as to other infectious diseases made notifiable under regula- 
tion or Order since the Infectious Diseases (Notification) Exten- 
sion Act, 1 899. The copy of the Statutory Rules and Orders. 
1938, No. 1100, which apply to London, clearly expresses the 
Minister's intention— namely, 1 (2) “These Regulations shall 
come into operation on the 1st day of October, 1938, and shall 
be enforced and executed by the sanitary authorities for the 
purposes of the Public Health (London) Act, 1936.” The 
Regulations (No. 204) were applied to England and Wales in 
February, 1940, superseding the provisional regulations of 
October, 1939. Nevertheless, in practice it is usual to differenti- 
ate between the dangerous infectious diseases, such as diph- 
theria, smallpox, and typhoid fever, and the diseases made 
notifiable subsequently by regulation, such as dysentery, polio- 
myelitis, and measles, as regards the need for strict isolation 
during life and pending burial in the event of death. 

Umbilical Hernia 

Q. — What is the most efficient treatment for a moderate 
degree of umbilical hernia in an infant ? How long should 
palliative measures be carried out before resorting to operation 3 

A. — In discussing the question of treating umbilical hernia in 
infants the first point to consider is diagnosis. The true 
umbilical hernia comes through the centre of the umbilicus 
and has a “collar” of fibrous tissue from the linea alba that 
can be felt rpund its neck under the skin. The supra-umbilical 
hernia is a bulge just above the umbilicus, and the opening is 
wide, with thin edges and no collar. The true umbilical hernia 
will almost invariably dose spontaneously— a process that can 
be much accelerated if protrusion of the abdominal contents is 
prevented by strapping. Two-inch (5-cm.) inextensible zinc 
oxide plaster should be pulled across the abdomen to produce 
a vertical skin fold over the umbilicus ; it will stay in position 
for anything up to a fortnight if kept out of the bath. Placing 
a penny or a pad under it diminishes its effidency, and rubber 
belts are useless, as they never remain in position. The 
supra-umbilical hernia has no tendency to spontaneous closure, 
and usually needs operation at the age of 5 or so. Subcutaneous 
ligation is ineffective in this- case, and unnecessary in the true 
umbilical hernia. An important point in considering treat- 
ment is that an umbilical hernia in a child is never dangerous 
to life, and that the operation may produce a surprising amount 
of shock. 

Peritoneoscopy 

Q . — I should be glad if you would give me references to 
peritoneoscopy. Is it of value, and what are the risks and 
contraindications ? 

A. — The method has a limited diagnostic value — limited 
because only certain areas of the peritoneal cavity can be 
visualized, because palpation is not possible as in laparotomy, 
and because of the technical difficulties and risks. The latter 
are not very great: Ruddock reported one death in 1,500 
examinations, in this case from haemorrhage following liver 
biopsy. Previous inflammatory disease may produce adhesions 
w-hich not only render examination difficult but may anchor 
coils of intestine to the anterior abdominal wall so that they 
are exposed to the risk of puncture when the instrument is 
introduced. Some surgical emphysema at the site of puncture 
is usual, but is of small import. The likelihood of the forma- 
tion of adhesions and the presence of acute intra-abdominal in- 
fections are the two chief contraindications. Useful descriptions 
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of peritoneoscopy will be found in the following articles: 
Hamilton, J. E., Surg. Gynec. Obstet 1942, 74, 505 ; Ruddock, 
J. C., ibid., 1939, 65, 623 ; Hosford, J., British Medical Journal, 
1948, 2, 348 ; Walker, R. M., et al„ Proc. R. Soc. Med., 1943, 
36, 445. 

Short-wave Diathermy 

Q. — Could you tell me the main uses of short-wave dia- 
thermy, and could you also recommend some books oil the 
subject ? 

A. — Short-wave diathermy is used to generate heat, which it 
produces within the tissues instead of transmitting it by con- 
duction or radiation. The heat can be produced superficially 
or deeply according to the position of the electrodes. As it is 
not necessary for the electrodes to be in contact with the skin 
short-wave diathermy is very convenient. All conditions in 
which heat is indicated can be treated by this method. It is 
valuable in the treatment of “ rheumatic " conditions, of infec- 
tions, both superficial and deep (as in the pelvis), and of the 
neuralgias. For further information the questioner is referred 
to the very full account of short-wave diathermy in Krusen’s 
Physical Medicine (1941, Saunders, Philadelphia) and to 
Kovacs’s Electrotherapy and Light Therapy (1945, Kimpton, 
London). 

Inheritance of Fragilitns Ossium 
Q. — A patient has just lost her second child, who died from 
fragilitas ossium congenita. The first child was normal. The 
mother is young, but nothing is known of her family. The 
father is also young, and there is no history of a similar case 
in his family. What is the possibility of subsequent children 
having this disease ? 

A. — This is a difficult question to answer. Fragilitas ossium 
frequently shows dominant transmission, but skipping of 
generations is observed in a proportion of families. There is 
some suggestion of familial incidence — that is, a recessive gene 
— in certain recorded pedigrees, and sporadic cases appear to 
be common. There is probably a good chance that this is a 
sporadic instance, whether due to mutation or not, and there- 
fore that any subsequent children will be normal. On the other 
hand, in view of the absence of the mother’s family history, 
dominant inheritance with skipping is quite possible. There is 
also a probability, perhaps, that this is a recessiye gene, with 
the usual 1 in 4 chance for any subsequent pregnancy. It is 
impossible to calculate any overall chance, however approxi- 
'te ; but on the whole it seems likeliest that subsequent 
ldren should be normal. 


Myopic School-children 

Q- — It has been customary to restrict close work for school- 
children with myopia, but I am given to understand that this 
is no longer considered necessary. Is this true? What is the 
present position ? 


A. — The modification of school work for myopes is still ar 
open question. The problem may be regarded under threi 
heads — the effect on the myopia, the effect on learning, ant 
the psychological effect on the child. The effect on myopi; 
varies according to different observers. A committee con 
sidering the “ partially sighted child ” some years ago fount 
that in high myopia the child who left the myope school wa; 
one or two dioptres less myopic than the child who had beet 
through a less restricted training. This seemed to fall in witl 
theory, but unfortunately further investigation showed tha 
both types of patient were equally myopic two years later 
In these cases there was no doubt about which group of childrei 
were the better fitted for life. On the other hand, a school 
teacher faced with a large class has not always the time tc 
help the lame chick along, and so the myope suffers in crowdec 
schools. The child who is segregated in a myope school wil 
probably get more of an inferiority complex than the myopi 
in an ordinary school, who is naturally a “ duffer " at games 
,,,„ ar . c only 0I ] C or two pointers which show how complex 
the problem is and why there is a diversity of opinion about the 
^nV r , P ^ 0:lCh a t0 ! L There is n ° doubt that the present-da 3 

derive" jhe 5 ,' ypC ° f tcachin S fr °m which the patien 
I... ■ , greatest amount of educational benefit, thi 

mjopic changes being relegated to a position of subsidiary 
importance in coming to a decision. 1 n 


Claustrophobia 

Q. — A man of 35 suffers from claustrophobia. He send 
with distinction during the war, but since his return to chit 
employment his condition seems to he getting worse— jot 
instance, travelling in the Tube causes him anxiety. Is then 
any treatment to alleviate if not cure this state ? 

A. — This case would appear to be one of an “ anxiety state” 
— that is, a psychological reaction determined on the one side by 
a susceptible constitution and on the other by some factor oi 
stress in the patient’s present situation. Most emphatically 
there should be an effective treatment. This will depend on 
discovering the nature of the stress factor, which may need 
some patient inquiry or may almost lie on the surface. When 
discovered it may be possible to eliminate it, or at least to 
reduce its severity. The stress may be due to a combination of 
circumstances. Many questions arise. Docs his job satisfy 
him ? Has he a difficult colleague ? How about his home 
situation — his wife and children ? Apart from treatment of 
the cause, his symptoms may be alleviated by a minor degree 
of sedation. He could, for instance, take a small dose of a 
rapidly acting sedative — such as “ sodium amytal 1 to 3 gr. 
(65 to 200 mg.) — before a Tube journey. The advice of a 
psychiatrist would probably be helpful ; but in essence this is 
the type of problem a knowledgeable and sympathetic general 
practitioner could deal with on common-sense principles. 


Menstruation at Age 56 

Q. — Is it abnormal for a primipara of 56 to be still menstru- 
ating? She began her periods at the age of 12. Though now 
the bleeding is less copious, it is regular and there is no inter- 
menstrual loss. Some hot flushes and headaches occur from 
time to time, but she is healthy and active, though she has 
always been obese. Fibroids and retroversion of the uterus 
have been excluded. 

A. — It is unusual, but not very uncommon and not neces- 
sarily abnormal, for the menstrual cycle to continue to a 
relatively late age. Nevertheless it has been suggested that 
women who continue to menstruate after the age of 50 are 
more liable to develop carcinoma of the body of the uterus 
in later years. In the case in question there seems to he no 
need for alarm or for active treatment at present. If the hot 
flushes are menopausal the presence of a granulosa-cell tumour 
in the ovary is unlikely. The patient .should be kept under 
observation and should be warned particularly to report if the 
bleeding becomes irregular or if she notices any intcrmcnstrual 
discharge of any kind. In such an event diagnostic curettage 
should be carried out. 

I 

NOTES AND COMMENTS 

Fat Intolerance. — Dr. A. A. Battson (Kampala, Uganda) writes: 
With reference to the question and answer on this subject _(“ Any 
Questions ? ” Jan. 22, p. 164), as a lifelong sufferer from fat intoler- 
ance may I suggest that yeast (in tablet form) be tried for this condi- 
tion ? I have recently discovered that two tablets taken with a fatty 
meal will raise my tolerance to normal levels. By a process of expen- 
ment 1 am satisfied that, for me, this is a fact. 


Correction. — Owing to a printer’s error the last sentence in the 
first column of p. 263 of the Journal of Feb. 12, in the article by 
Mr. Norman Emblin on “ 5,000 Deliveries without Maternal 
Death,” was incorrect. It should have read : “ It is true, then, to say 
that the high rate for the borough in the last decade was not due to 
the number of maternal deaths in the General Hospital or on the 
Domiciliary Service, where in the same ten-year period there were 
4,389 deliveries with the death of only one woman.” 
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THE TRADE DISPUTES ACT 

A further and fuller Opinion of Sir Valentine Holmes, K.C., on 
the vexed question of whether the Trade Disputes Act, 1906, 
applies to a medical trade union is now available. The 
substance of the Opinion is as follows: 

A trade dispute is defined in the Trade Disputes Act, 1906, as 
“ any dispute between employers and workmen or between work- 
men and workmen which is connected with the employment or non- 
employment or the terms of employment or with the conditions of 
labour of any person.” “ Workmen ” means 44 all persons employed 
in trade or industry, whether or not in the employment of the 
employer with whom a trade dispute arises.” There cannot, there- 
fore, be a 11 trade dispute ” or an act done in contemplation or 
furtherance of a “ trade dispute ** unless workmen so defined are 
parties to the dispute. 

The following appear to be three essential points: (1) I do not 
think that doctors are employed in 44 trade or industry*” (2) I do 
not think that doctors except in special cases such as doctors 
employed under a contract of service with a local authority or the 
like can be said to be employed under a contract of service with the 
Minister of Health or any committee. (3) I do not think that a 
person can be said to be a workman within the meaning of the Act 
unless he is emp!o>ed under a contract of service. 

As regards (1), it has been pointed out to me that in Brimelow v. 
Casson , 1924, 1 Ch. 302, it was decided that actors are employed in 
trade or industry. But Russell J. decided this because he said that 
44 it seems to me that the business of presenting histrionic perform- 
ances to the public for profit may fairly be described as a trade or 
industry in which many persons, including actors, are employed.” No 
such reasoning can possibly be applied to the case of doctors, and 
with all respect it seems to me to be bordering on the absuTd to say 
that doctors are employed in trade or industry.” My attention has 
also been drawn to National Association of Local Government Officers 
v. Bolton Corporation , 1943, A.C. 166. In that case it w*as held that 
administrative, professional, and technical officials of the Corporation 
were 44 workmen ” within the definition of the word in the National 
Arbitration Order. The definition in that Order of the word 44 work- 
men ” did not refer to trade or industry and extended to any person 
who worked under a contract with an employer. I am unable to see 
how’ any assistance can be got from that case. In fact. Lord Simon 
stressed the fact that the definition of workmen in the Order was 
44 entirely different and much wider than that in the Act of 1906 ” 
with the result that the words 44 trade dispute ” in the Order were also 
much wider. There are some dicta of Lord Wright which taken out 
of their context might support an argument that a professional worker 
under a contract of service might be said to be a trader. The actual 
decision in the case throws no light on the meaning of 44 trade or 
industry’ ” in the 1906 Act. 

As regards (2). There is no authority on this point, and I cannot 
io more than say that it does not seem to me that the National Health 
Service Act can be read as making doctors who wish to provide 
general medical services under the Act servants or employees of 
anyone. 

As regards (3). It might be argued that the 1906 Act applies 
to everyone who is employed in trade or industry in the sense of 
being engaged in trade or industry’ and that it is immaterial that the 
person has no contract of service with an employer. There is no 
authority on this point, although I do not think that a case has ever 
arisen in which persons who were not employed under a contract of 
service have been suggested to be 44 workmen ” within the definition 
of the 1906 Act. In my opinion, the w*ord 44 employed ” in the 1906 
Act means 44 employed by an employer ” and is not used in the sense 
of 44 taking part in a trade or industry.” The Act is dealing with 
the relations between 44 employers ” and 44 workmen " who are 
employed: and I find myself quite unable to read Section 5 (3) in 
the very wide sense suggested above. 

It has been said that the perfect diagnosis can be made only 
in the post-mortem room. Whether or not this is true, it 
certainly appears that the final answer to a legal conundrum 
such as this can be given only in the House of Lords in rela- 


tion to some legal action involving this issue A In the meantime 
it can be repeated that, to say the least, there is very* sub- 
stantial doubt whether the Trade Disputes Act of 1906 applies 
to a medical trade union. 

Pools ? 

Some practitioners have doubted the need for a Central Pool 
for general practitioner remuneration. Why not remunerate a 
practitioner, they ask, by paying him an amount equal to the 
number of persons on his list multiplied by the nationally 
agreed capitation fee and leave it at that ? 

For the sake of argument let us assume the simpler method 
of paying the national capitation fee in proportion to the 
number of persons on a doctor’s list (disregarding for the pur- 
poses of this argument the basic salary’ question). If the 
capitation fee is x and the number on a doctor’s list 2,500, his 
public income should therefore be 2,500.r. But the practitioner 
in question is consulted by a person not on his list, that person 
needing medical attention and to be put on the doctor’s list 
forthwith. The doctor confronted with such a situation and 
accepting the patient would not be properly paid if the capita- 
tion payment began only from that moment or, to be accurate, 
from the end of the next quarter (the quarterly payments are 
based on the number of persons on a doctor’s list on the first 
day* of the quarter). The doctor has, in fact, been at risk for 
that person without knowing it and should have been paid a 
capitation fee while he w*as at risk. This problem can be met 
either by some system of back payment or by assuming that 
doctors generally are at risk not only for the persons on their 
lists but for others as well. This involves paying a capitation 
fee in respect of both persons on their lists and persons not on 
their lists. If there be accepted a measure of responsibility for 
persons not on doctors’ lists as well as those on doctors’ 
lists the most efficient way of paying doctors for that 
responsibility is to make a national estimate of the total 
number of persons for whom doctors are at risk, including 
those who have not actually signed on their lists, and paying 
general practitioners generally for that total. This, in effect, is 
the Central Pool method. Put in another way the question is 
One of collective responsibility. 

There is another point. The residents of Wigan go in large 
numbers to Blackpool for their annual holidays, with the result 
that Blackpool practitioners spend a good deal of time treating 
Wigan residents and being paid at temporary-resident rates for 
such treatment. Where should the temporary-resident money 
come from for such persons ? Clearly it should come from 
the Wigan pool, for the Wigan doctors have been correspond- 
ingly relieved during the absence of those of their patients who 
have gone to Blackpool. In other words, it is necessary to 
make adjustments as between the local pools of different areas 
for temporary-resident purposes. To make this adjustment as 
between practitioner and practitioner would be a wellnigh 
impossible task. This adjustment of itself is inconsistent with 
the simple method of multiplying the number of persons on a 
doctor’s list by ,r. 

Thirdly, the Central Pool conception enables us to secure 
the application of what is best in Spens — the maintenance of 
certain levels of remuneration. To maintain the levels, how- 
ever many doctors enter the Service, means a regular adjust- 
ment of remuneration, best made to a total sum estimated in 
relation to this and other factors. Our recent case is based on 
an acceptance of the Central Pool principle, for the existence 
of a Central Pool made possible such cogent arguments and 
detailed calculations. 
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HEALTH SERVICE TRIBUNAL 

The National Health Service Tribunal for England and Wales 
has been appointed “for the purpose of inquiring into cases 
where representations are made that the continued inclusion 
of a person on the list of an executive council would be 
prejudicial to the efficiency of the Service in which that person 
is participating.” The Lord Chancellor has appointed Sir 
Reginald Taaffe Sharpe, K.C., to be the chairman of the 
Tribunal. The Minister, after consultation with the associa- 
tions of executive councils, has appointed Mr. Henry Lesser 
to be a member of the Tribunal, and has also, after consulta- 
tions with the organizations representative of the professions 
concerned, appointed the following persons to form the panel 
of practitioner members of the Tribunal: 

Dr. S. A. Winstanley (medical practitioner); Mr. L. C. Attains 
(dental practitioner); Mr. G. H. M. Graham (registered pharmacist); 
Dr. E. G. Mackie (ophthalmic medical practitioner); Mr. W. B. 
Barker (ophthalmic optician); Mr. J. R. Howard (dispensing 
optician). The clerk to the Tribunal, appointed by the chairman 
with the Minister’s approval, is Mr. R. B. Cooke (solicitor). 

The Tribunal is the only body that can decide that a person's 
name should be removed from an executive council’s list, and 
the practitioner may appeal to the Minister of Health to reverse 
the decision. If the Tribunal decides that the name should 
remain on the list the Minister cannot intervene. 

CLAIMS FOR COMPENSATION 

Practitioners are reminded that though the last date for sub- 
mission of claims was Oct. 31, 1948, the Minister was 
empowered by regulation to accept claims during the ensuing 
six months where it could be shown that delay was unavoid- 
able, This period of grace ends on April 30, 19 49, and no 
undertaking can be given that any claim submitted for the 
first time after that date will be considered. 

PRESCRIBING FOR OUT-PATIENTS 

NEW FORM 

■■ hospitals and clinics in the National Health Service have 
spensaries or other arrangements for dispensing prescrip- 
for their out-patients. The Minister of Health has therc- 
• -ie arranged for a new prescription form (E.C.10.H.P.) to be 
used in such cases. 

The form is similar to Form E.C.10, but is printed on pink 
paper. After being completed by a medical practitioner on 
the hospital staff it is presented by the patient to a pharmacist 
on the executive council list. The appliances prescribed on this 
form may be only those included in the list in the Third 
Schedule to the General Medical and Pharmaceutical 
Regulations. 

TRAINEE ASSISTANT SCHEME 

The General Medical Services Committee has set up a sub- 
committee to consider the working of the trainee assistant 
scheme in the light of the recommendations of the Spens Com- 
mittee on the remuneration of general practitioners. 


MILEAGE ALLOWANCE TO MEMBERS OF 
MEDICAL BOARDS 

As a result of representations made by the Association tl 
Ministry of Pensions, Ministry of National Insurance, and tl 
Ministry of Labour and National Service have agreed to p; 
a medical practmoner serving on a medical board or on : 
advisory panel a mileage allowance of Is. a mile each w; 
, or *)’ ery m,le outside a radius of two miles between tl 
^ a r I '. d ’ nS Ce , nU i? and - hi ? homc > or an y ccmre from which 1 
^ h;^? ,ChCV - r -f the nearer (provided he has not receiv. 
or claimed a similar allowance otherwise). The milea 
allow ancc is subject to a maximum of 20s. for each retu 
tourney, and came into effect as from March 17, 1949. 


FEES FOR EMERGENCY TREATMENT 
AND ANAESTHETICS 

After consultation with the B.M.A. the Ministry of Health has 
prepared two model forms : («) E.C.31 (claim for payment for 
the sendees of an anaesthetist) ; (h) E.C.32 (claim in respect 
of emergency treatment). The Minisler suggests that executive 
councils should confer with local medical committees with a 
view to adopting these forms for use. Variations should not 
be made without the Minister’s specific approval. In both 
model forms the fees to be paid have been omitted. The 
Minister suggests that the following scales might be 
appropriate : 

Scale of Fees for Emergency Treatment 

£ s. d. 

(1) Attendance at surgery after 8 fl.m. and before 8 p.m. 5 0 

(2) Attendance at surgery after 8 p.m. and before 8 a.m. 7 6 

(3) Visit (day) . . - • 7 6 

(4) Night visit — i.e., visit made between the hours of 

8 p.m. and 8 a.m. in response to a call received 

between those hours 15 0 

(5) Setting of fractures . . ' 110 

(61 Reduction ot dislocation .. .. .. .. 10 6 

(7) Administration of general anaesthetic other than 

nitrous oxide or ethyl chloride Ill 6 

Administration of nitrous oxide or ethyl chloride 10 6 

(8) Minor surgical operation requiring local or general 

anaesthetic 10 6 

Payment for Anaesthetist 

As in item (7) of scale of fees for emergency treatment. 

Executive councils and commitlees are free to suggest modifi- 
cations of the scales to meet local conditions. The Minister 
suggests that the new scales should operate in respect of treat- 
ment given on or after April 1. 

Payment for emergency treatment and anaesthetics for 3uly 5. 
1948, to March 31, 1949, is in accordance with the distribution 
scheme(s) for the area(s) of the former insurance committee(s) 
included in the L.E.C.’s area. 

PAYMENT FOR SUPPLY OF DRUGS 

General practitioners should be paid for drugs and appliances 
supplied from July 5, 1948, to March 31, 1949, in accordance 
with the following arrangements. 

Practitioners Supplying All Drugs 

Where under the General Medical and Pharmaceutical 
Services - Regulations, 1948, a practitioner has arranged, or i< 
required by the council, to supply certain patients (dispensing 
patients) with all requisite drugs and prescribed, appliances, he 
may elect to be paid for the drugs and appliances which he 
actually supplies, in which case payment should be made on 
the basis of the Drug Tariff. 

Where a practitioner elects to receive a capitation fee in 
respect of each dispensing patient to cover the liability m 
supply all drugs and prescribed appliances other than those 
included in the special list, the amount payable in respect 
of the period from July 5, 1948, to March 31, 1949, will be 
at the rate of 6s. 6d. a year based on the number of dispensing 
patients at Jan. 1, 1949, with adjustments if he has not provided 
this service throughout the period. In addition to drug capita- 
tion fees a practitioner will receive payment on the basis of 
the Drug Tariff for any drug or appliance in the special list 
actually supplied by him to the dispensing patient. 

Drugs Administered by Practitioners 

Payments in respect of drugs and appliances (other than 
those mentioned in the special list) required for immediate 
administration or application, or for use before a supply can 
conveniently be obtained by the patient, should be made at 
the rate of_2s. 6d. per annum for every 100 persons included 
in the practitioner's list, except those to whom he has arranged 
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or is required to supply all necessary' drugs and prescribed 
appliances. 

If. in special circumstances, payment at a higher rate was 
authorized for the area of the executive council under the 
arrangements in force under the National Health Insurance 
Scheme, payment should be made at that higher rate for the 
current period. Drugs and appliances in the special list 
supplied by a practitioner to a person on his list, or drugs 
supplied under paragraph 7 (9) (ii) of Part 1 of the First 
Schedule to the General Medical and Pharmaceutical Services 
Regulations, should be paid for on the basis of the Drug 
Tariff. The drugs referred to in the paragraph cited .are those 
administered personally by the doctor other than drugs 
administered before a supply can be obtained otherwise under 
the regulations. 

The balances due to doctors in respect of 'drug capitation 
fees for the period from July 5, 194S, to March 31, 1949. 
must have been paid not later than March 31. Payments made 
on the basis of the Drug Tariff should be made as soon as 
possible after the accounts have been received from the 
Pricing Office. 

PRESCRIBING PREPARATIONS 

The Minister of Health has decided that Allen and Hanburvs* 
Malt and Oil, Wander’s Malt and Oil, and Radiostoleum should 
not be included in the list of preparations classified by the 
1929 Advisory Committee as those preparations the prescribing 
of which by insurance practitioners was justified only in special 
circumstances (for list and full proviso see Supplement, Jan. S, 
p. 12. Table IT). The Minister considers, however, that malt- 
and-oil preparations and vitamin preparations should be 
regarded as drugs only when prescribed for a definite thera- 
peutic purpose. Form E.C.10 may then be used. When ordered 
as a routine measure for healthy children and in like circum- 
stances they are regarded as food adjuncts and should not be 
prescribed on Form H.C.10. 

disablement' advisory panels fees 

Following representations by the Association, the Ministry of 
Labour and National Service has now intimated that as from 
March 17 medical members of Disablement Advisory Panels 
will receive a fee of £2 5s. for a session of 14 hours to 24 hours ; 
for an attendance of less than 14 hours the fee will be £1 15s. 


MEDICAL PRACTICES ADVISORY BUREAU 

LOCUMS AND ASSISTANTS 

\ 

One of the important functions of the Bureau is the intro- 
duction of assistants and locums. In this field difficulties are 
inherent because of fluctuations in supply and demand. While 
'the number of practitioners undertaking locum work, or seeking 
the short-term assistantships, is fairly constant, increasing 
temporarily after the half-yearly examinations, the demand for 
locums to cover periods of illness or holidays and for assistance 
during the winter rush is subject to peak periods, during 
which demand greatly exceeds supply. 

At present the demand for both locums and assistants is very 
heavy, and practitioners willing to undertake this work are 
urged to get in touch with one of the branches of the Medical 
Practices Advisory Bureau. Doctors starting a career in general 
practice are reminded that service as locums does not make 
them ineligible for appointments as trainee assistants. 

The demand for trainee assistants is also very heavy, and 
the Bureau is maintaining a register of those seeking such 
posts. It appears that many are reluctant to apply because 
they dislike the term “ trainee ” ; but any difference beween the 
subsidized post and the so-called “ straight assistantship " is 
more -apparent than real, and the former offers many 
advantages to those without previous experience. 

One reason why there is a shortage of assistants is that, as a 
result of the war. large numbers of those entering general 
practice for the first time are married and anxious to obtain 
almost at once positions which offer security and early pros- 
pects of advancement. They are therefore loath to accept 
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appointments which do not offer a view to succession or 
partnership. While their needs are acknowledged, it should 
be borne in mind that an assistantship without view can be 
regarded as a “jumping-off point” and can offer, adequate 
remuneration and experience while the doctor is seeking a more 
permanent opening. 

It is probable that for some time to come the number of 
applicants for practices or shares will be greater than the 
number of these available, and that, in the case both of vacan- 
cies allocated by executive councils and of partnerships offered 
by doctors in established practices, those with previous experi- 
ence in general practice have a greater chance of success. What 
is perhaps more important is that the doctor with experience, 
being a more acceptable candidate for an opening, has conse- 
quently a wider choice of area and type of work. 

DEVELOPMENT CHARGES 

A circular explaining certain provisions of the Town and 
Country Planning Act, 1947, has been issued by the Ministry 
of Town and Country Planning to local authorities in .England 
and Wales. Under the Act permission is required before any 
development of land can be carried out. Development includes 
the making of any material change in the use of any buildings 
or other land. 

The question whether a development charge would be 
involved where a medical practitioner acquired a property, 
formerly used entirely for residential -purposes, with the inten- 
tion of occupying it as his residence but also carrying on his 
practice there is discussed in the circular. It states that the 
Minister has considered in consultation .with his legal advisers 
the implications of “ material change ” in this connexion and 
that he has formed the opinion that the use by a professional 
man. whether a doctor or a dentist, of one or two rooms in 
his private dwelling for the purpose of consultation with his 
patients would not constitute a material change in the resi- 
dential character of the existing use so long as the professional 
use remains ancillary to the main residential use, though the 
use of the same house wholly for professional purposes would 
be another matter. 

Medical practitioners who find themselves in doubt about 
their position when going to a new residence in which they 
propose to practise are advised to apply to the local planning 
authority under Section 17 of the Act for a determination 
whether the change which they propose to make does in fact 
constitute development. Under this section there is a right 
of appeal to the Minister against the determination by the local 
planning authority that the proposal in question constitutes 
development. 


CONFERENCE OF B.M.A. REGIONAL OFFICERS 

A conference of officers in charge of the Association’s Regional 
Offices was held at B.M.A. House on March 21 under the 
chairmanship of the Secretary. The following Regional 
Officers attended : Mr. R. I. Gardner (Oxford), Mr. A. Hill 
(Birmingham), Miss P. M. Lee (Liverpool). Mrs. G. Maloney 
(Sheffield). Mr. H. W. Newman (Cambridge). Mr. R. H. Pill 
(Leeds). Miss F. Turnbull (Newcastle-upon-Tyne). Miss M. E. 
Brookes. Chief Clerk of the Association’s Headquarters in 
Scotland, and Mr. W. A. Lee, Librarian of the Medical Institu- 
tion of Liverpool, also attended by invitation. Mr. Beadle 
(Manchester) was unable to be present. 

The Secretary opened the Conference with an outline of 
the purpose and functions of. the Regional Offices. Dr. A. 
Macrae (Deputy Secretary) followed with a review- of the 
Association's work and of the organization of the staff at 
Headquarters. The financial aspects of the work of the 
Regional Offices were briefly described by the Accountant and 
a general discussion followed in which many suggestions were 
considered for the improvement of the Association's regional 
machinery. The conference was followed by a tour of Head- 
quarters in which the visitors were shown all departments, 
including the Registry. Card Index Section, Typing and Dupli- 
cating Section, Empire Bureau. Medical Practices Bureau, the 
Library, and the principal reception rooms. It was felt that 
the conference was useful and ought to be repeated in the 
future. 
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PRELIMINARY 
Annual Meeting, Harrogate, 1949 

1. The Annual Meeting, 1949, will begin at Harrogate on 
Friday, June 24, under the Presidency of C. W. C. Bain, M.C., 
D.M., F.R.C.P., Harrogate. 

All members of the Association are entitled to attend the 
Annual Scientific Meeting and the functions associated there- 
with. The Annual Representative Meeting will be held from 
Friday, June 24, to Tuesday, June 28. 


The Council has decided as- 
sertions should extend over 
Tuesday, June 28, to Friday, 
as follows: 

Anaesthetics 

Anatomy and Physiology 

Cardiology 

Child Health 

Dermatology 

Medicine 

Neurology and Psychiatry 
Obstetrics and Gynaecology 
Occupational Health . . 
Ophthalmology 
Orthopaedics 
Oto-rhino-laryngology . . 
Pathology and Bacteriology 
Preventive Medicine . . 
Radiology 
Rheumatology 

Surgery 

Tropical Medicine 


an experiment that the Scientific 
a period of four days from 
July 1. The Sections will meet 

. . June 29 and 30 

. . June 28 and 29 

. . June 30 and July 1 

. . June 29 and 30 

. . June 30 and July 1 

. . June 28, 29, 30, and July 1 

. . June 29 and 30 

. . June 28, 29, 30, and July 1 

. . June 29 and 30 

. . June 30 and July 1 

. . June 28 and 29 

. . June 30 and July 1 

. . June 28, 29, 30, and July 1 

. . June 30 and July 1 

. . June 28, 29, 30, and July 1 

... June 28 and 29 

. . June 28, 29, 30, and July 1 

. . June 28 and 29 


Accommodation at Harrogate ■ 

Members who intend to attend the Annual Meeting at 
Harrogate are advised to make early arrangements for 
accommodation. 


. Loyal Address to His Majesty 

— The Council submitted a loyal .Address conveying the 
congratulations of the Council and of the members of the 
Association at home and overseas to his Majesty the King 


on the occasion of the birth of a son to her Royal Highne; 
the Princess Elizabeth. ^ 

Health Centres : Interim Report of Council 

3. Hie Interim Report of Council on Health Centres ws 
published in the Supplement of Sept. 11, 1948. This w: 
intended to give guidance to local health authorities, loc: 
medical committees, and executive councils when considers 
the future provision of health centres. It is recognized th; 
the development of health centres under the National Healt 
Service Acts must necessarily be slow, and the Council hop< 
that its interim report will be a useful contribution to the stud 
of the subject. The Council has under consideration the que 
tions, in relation to health centres, of the position of tl 
general-practitioner-specialist, the provision of specialist se 
vices, the provision of health centres in rural areas, and tl 
utilization of the centres for the health education of the publi 
The Council will deal with these matters in its final Report. 

Joint Consultative Committee of Professional Bodies 

4. The Council has approved the creation of a joint c'o 
sultative committee of professional bodies to facilitate e 
changes of views on matters of common interest, especial 
on developments which may threaten to limit the exercise j 
their proper functions in the service of the community. Tl 
Chairman of Council and the Secretary have been appoint! 
as the Association’s representatives on the joint committee. 

Deaths 

5. The Council regrets to record the deaths of 524 membe 
during the year 1948. 


War Memorial 

6. The Council has considered the question of a Memorial 
members of the Association who fell in the 1939-45 war, at 
has accepted the views of its expert advisers that such 
Memorial, should take the form of a Fountain erected in t 
Court of Honour at B.M.A. House. A limited competin' 
will be held among three sculptors to be chosen by assesso 
and the Royal Society of British Sculptors will draw up rul 
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for the competition. The assessors to the competition will be 
two sculptors nominated by the Royal Society of British 
Sculptors, with Mr. C. H. James, R.A., F.R.l.B.A. A dedica- 
tory inscription will be prepared by the Association, and the 
names of those members who fell in the war will be included 
in a Book of Honour. The cost of the entire Memorial will 
be in the region of £10,000, and an appeal will shortly be made 
to members of the Association for subscriptions for the 
Memorial. 

The Secretariat 

7. The Council has appointed S. J. Hadfield, M.B., B.Ch., 
D.R.C.O.G., as an Assistant Secretary of the Association. 

Medical Practices Advisory Bureau 

8. With the advent of the National Health Service the usual 
procedure for entry into general practice has undergone con- 
siderable modification. In the past, with the exception of a 
minority who " put up their plates ” or secured openings through 
personal or family associations, introduction took place either 
directly in response to advertisement in the medical press or 
indirectly through the recognized medical agencies. 

The abolition of the sale and purchase of goodwill has neces- 
sarily caused changes in established customs. A doctor wishing 
to enter the field of general practice as a principal must apply 
to an executive council for inclusion, in the list, for the area. 
The executive council, after consultation with the local medical 
committee, forwards applications to the Medical Practices 
Committee with a recommendation for acceptance or rejection. 
Under the Act, the Medical Practices Committee is responsible 
for declaring certain areas (or parts of areas) adequately served, 
and to refuse the admission of new principals in these cases, 
but, except in these “closed areas," its consent is automatic 
unless there is more than one applicant for a vacancy, when it 
has power to make a selection. 

Formerly, when a doctor retired it was in his own interests 
to find a successor, but now executive councils are responsible 
for arranging for the provision of general medical services, and 
should a practice become vacant it is for the executive council 
rather than the doctor concerned, or his representatives, to see 
that the patients are not left without adequate care. Executive 
councils have a discretionary power but no statutory obligation 
to advertise vacancies. 

It is of course still possible for a doctor to enter general 
practice as an assistant with a view to partnership or succession, 
but though the Minister has given to doctors the right to choose 
their own partners or assistants, the financial basis of partner- 
ships and the transfer and adjustment of shares have been 
completely altered. 

The Council became convinced of the need for some central 
machinery through which practitioners wishing to establish 
themselves in practice might obtain advice and information 
concerning suitable openings. It was clearly undesirable that 
the Medical Practices Committee or local medical committees, 
having statutory functions in connexion with the distribution 
of doctors, should also undertake to advise individual practi- 
tioners. It was felt that this task should be undertaken by a 
body which was not linked directly or indirectly with central 
or local government, but whose status and resources were such 
as would enable it to establish and maintain effective liaison 
with executive councils, local medical committees, and the 
Medical Practices Committee, and at the same time command 
the confidence of the profession. 

The Council accordingly decided to establish as a department 
of the Association the Medical Practices Advisory Bureau to 
advise medical practitioners on all individual problems con- 
nected with entry into, or the conduct of, practice, and it was 
decided that the Bureau should include an appointments 
information sendee through which the introduction of locums, 
assistants, or partners could be effected. 

The Medical Practices Advisory Bureau, under the direction 
of Dr. L. S. Potter, one of the Assistant .Secretaries, w-as estab- 
lished at the beginning of 1949, and it was fortunate in being 
able to retain the sendees of some members of the staff of the 
British Medical Bureau, now in voluntary liquidation. Their 
experience has proved most valuable and has enabled branch 
offices to be established at the outset at 33, Cross Street, 
Manchester, and at the Scottish Office, 7, Drumsheugh Gardens, 


Edinburgh. It is hoped that in the course of time other regional 
offices will play their part. The sen-ices of the Bureau are free 
of charge to members of the Association ; others are expected 
to pay fees as a contribution to the expenses incurred. 


Postgraduate Education of General Practitioners 

9. In view of the satisfactory welcome given to the Report 
of the Association’s Committee on “ The Training of a Doctor ’’ 
the Council has appointed a special Committee under the 
chairmanship of Professor Sir Henry Cohen to .consider the 
Postgraduate Education of General Practitioners. The Com- 
mittee is beginning its study from the point at which the Medical 
Curriculum Committee stopped — namely, at registration after 
a year of intern appointments — and is considering such matters 
as the preparation for a career in general practice, the objects 
of postgraduate education, and the methods and content of 
instruction. 

National Formulary 

10. In January, 1947, the Council, in conjunction with the 
pharmaceutical Society of Great Britain, established a Joint 
Committee to edmpile a Standard Prescribes’ Formulary suit- 
able for use in connexion with the National Health Service and 
applicable to all branches of medicine. The Ministry of Health 
agreed to co-operate in the task by nominating representatives 
upon the committee, and subsequently the Service Departments 
were invited to appoint representatives. The committee as 
finally constituted was as follows: 


Members 

Professor A. E. Barnes 
Mr. A. Lawrence Abel 
Lieutenant-Colonel J. C. Brrnetson 
professor H. Berry 
Mr. B. A. Bull 

Sir Weldon Dalrymple-Champneys 
Mr. H. Davis 
Mr. P. Dobson 
professor D. M. Dunlop 
Dr. S. A. Forbes 
Dr. F. Gray 
Dr. E. A. Gregg 
Dr. P. Hamill 
Mr. D. W. Hudson 
Dr. D. Hunter 
Dr. W. P. Kennedy 
Mr. E. Lewis Lilley (deceased) 
bliss C. Mozley-Slark 
Dr. A. Smith Pool 
Lieutenant-Colonel M. A. Rea 
Surgeon Commander J. M. Rease 
Mr. H. G. Rolfe 
Mr. R. H. Rowson 
Mr. J. W. Soulsby 
Professor E. J. Wayne 
Wing Commander C. E. G. 
Wickham 

Dr. D. J. B. Wilson 


Appointed by 

British Medical Association 
British Medical Association 
War Office 

Pharmaceutical Society 
Pharmaceutical Society 
Ministry of Health 
Ministry of Health 
Pharmaceutical Society 
British Medical Association 
Insurance Acts Committee 
British Medical Association 
British Medical Association 
Royal College of Physicians 
Pharmaceutical Society- 
Royal College of Physicians 
Ministry of Health 
British Medical Associau’on 
Ministry of Health 
British Medical Associafion 
War Office 
Admiralty- 

Pharmaceutical Society- 
Pharmaceutical Society 
Pharmaceuu’cal Society 
British Medical Association 
Air Ministry 

British Medical Association 


Professional organizations, local medical and local pharma- 
ceutical committees, medical staff committees of teaching hospi- 
tals, and individual experts have been consulted in connexion 
with the compilation of the Formulary , and their assistance, 
together with the interest and active co-operation of the 
Ministry- and the Service Departments, has greatly facilitated 
the work of the committee. 

The object has been to produce a Formulary which though 
comprehensive would be of convenient size to be carried^ in 
the pocket by the practitioner or pharmacist Information 
which might more appropriately be sought from textbooks or 
works of reference has been omitted, but brief notes on certain 
types of preparation, such as sulphonamides, barbiturates, etc., 
which it was felt would be of value, have been included. Special 
attention has been directed to preparations in the Children’s 
Section, in an endeavour to provide preparations, especially 
iinctuses and mixtures, in a palatable form. 

The Council believes that the Formulary which has been 
prepared will prove acceptable to the professions, and hopes 
that it will be useful in all branches of medicinal practice, 
including hospitals. 

The cost of publication has been borne equally by the 
Association and the Pharmaceutical Society. The Ministry 
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has accepted the Formulary for use in the National Health 
Service, and is purchasing bulk supplies for distribution through 
local executive councils to medical practitioners, dentists, and 
pharmacists on the lists of those bodies. The Formulary will 
come into operation on May 1, 1949, and in the meantime 
copies are being made available first to manufacturing and 
retail chemists so that they may adjust their stocks of prepara- 
tions. In order that they may familiarize themselves with the 
new Formulary practitioners on the lists of local executive 
councils will receive their copies some weeks before May 1, on 
which date it will replace the N.IV.F. 

The sale of individual copies to practitioners will be 
undertaken by the Association and to pharmacists by the 
Pharmaceutical Society. 

Proprietary Medicines 

11. The Council has appointed a special commi'tee to con- 
sider the general problem of the advertisement and sale of 
proprietary medicines. It is hoped shortly to discuss the 
question with representatives of the Newspaper Proprietors’ 
Association and other interested bodies. 

Central War Medical Committee 

12. The Council has agreed to a request from the Minister 
of Health that the Central Medical War Committee and the 
Scottish Central Medical War Committee should continue to 
advise him on the recruitment of medical practitioners to H.M. 
Forces during 1949. These committees are housed in the 
Association's offices in London and Edinburgh, and all their 
secretarial and clerical work is carried out by the Association’s 
staff. 

British Commonwealth Medical Conference 

13. The Council reported last year that it was making arrange- 
ments to hold in London the Inaugural Meeting of a British 
Commonwealth Medical Conference. The meeting was held on 
Sept. 15 and 16, 1948, at B.M.A. House, and was attended by 
delegates from the following countries: Australia, Canada. 
Ceylon, Eire, Great Britain, India, New Zealand, Pakistan, 
South Africa, and Southern Rhodesia. The chair was taken 
by Sir Lionel Whitby. 

It was evident that there was a general desire and need for 
some permanent liaison among the national medical associa- 
ns or units in the countries of the British Commonwealth 
Nations, and the Conference drew up the following list of 
oposals and submitted it for approval to the associations, and 
mits represented: 

1. That it is desirable to develop closer personal and profes- 
sional relations, through their national medical associations or 
units, between the nations linked in the Commonwealth. 

2. That to this end an endeavour be made to hold a Conference 
of Representatives of the national medical associations or units 
once a year. 

3. That, wherever possible, the Conference be held in conjunction 
with a general meeting of the host association or unit. 

4. That each country be invited to send two Representatives to 
each Conference. 

5. That a pooling system be applied to the expenses of one 
Representative from each country. 

6. That the Secretary of the host association or unit be the 
Secretary of the Conference of Representatives and be responsible 
for convening the meeting, the preparation of the agenda, and 
executive action resulting from decisions taken. The associations 
will be invited to send suggestions for the agenda to the Secretary 
of the meeting, and the agenda will be issued to associations at 
least two months before the meeting. 

7. That the Conference of Representatives normally be of three 
days’ duration. 

S. That, subject to confirmation, the invitation of the Canadian 
Medical Association to hold the first Conference of Representa- 
tives in Saskatoon, Canada, on June 7, 8, and 9, 1949, be accepted. 

9. That the President-Elect of the Canadian Medical Association, 
Dr. J. F. C. Anderson, be President of the first Conference. 

10. That provisional acceptance be given to the holding of the 
Conference of Representatives for 1950 at Brisbane, Australia and 
for 1951 in South Africa. 

The proposals received general approval, and the next meet- 
ing of the Conference will be held in Saskatoon, Canada, in 


June, 1949. All the Commonwealth countries will be repre- 
sented, the British delegates being the Chairman of Council. 
Dr. H. Guy Dain, and the Secretary, Dr. Charles Hill. The 
delegates to the Conference have been invited to remain for 
the Annual Meeting of the Canadian Medical Association, 
which will take place immediately afterwards. 

Visit of Sir Lionel Whifbv to Canada 

14. The Canadian Medical Association has invited the Council 
to send Sir Lionel Whitby, who is to visit the United States in 
the autumn of 1949, to Canada at that time in order that he 
may attend some or all of the Divisional Annual Meetings of 
the Association. The Council has eagerly accepted this oppor- 
tunity of strengthening the links between this country and 
Canada, and Sir Lionel has agreed to extend his journey for 
the purpose. 

World Medical Association 

15. The Annual Meeting of the WMA, of which the 
B.M.A. is a member, was held at Geneva in September, 1948. 
and was attended by Dr. H. Guy Dain, Chairman of Council, 
and Dr. E. A. Gregg, Chairman of the Representative Body, as 
the British delegates, Mr. R. L. Newell and Dr. S. Wand as 
alternate delegates, Dr. J. A. Pridham as member of the 
WMA Council, and Dr. Charles Hill as Honorary Secretary. 
The General Assembly accepted the invitation of the B.M.A. 
to hold its next meeting in London and elected Dr. Charles 
Hill as President-Elect. The meeting will be held in October. 
1949. at B.M.A. House. 


NATIONAL HEALTH SERVICE 

16. The new Service came into operation on July 5. 1948. 
It was perhaps inevitable that there should be growing-pains 
in a new service of such magnitude. During the first six months 
of the Service evidence soon began to accumulate that the 
burden of work for the profession, particularly paper work, 
had greatly increased ; that in many cases income had gone 
down ; that private practice had diminished much more than 
was anticipated and in many cases had virtually disappears , 
and that there were doubts whether the Spens recommenda- 
tions were being fully applied. In general practice the ratio 
of visits to consultations tended to rise, and multiple consulta- 
tions became more frequent. While it is possible that some 
of this increase is of a temporary nature, arising out of a desire 
to use the Service merely because it is free, there is good reason 
to believe that much of it has come to stay. 

17. Some of the early anomalies and difficulties found expres- 
sion in a debate on the Adjournment in the House of Commons 
in January, 1949. In the course of that debate the Government 
admitted that it had completely underestimated the need for 
the Service, and this was borne out by some of the figures givem 
It was computed that 95 to 98% of the population had place 
their names on doctors’ lists. Rather more than 20,500 general 
practitioners out of an estimated total of 21,000 in England 
and Wales and Scotland had entered the scheme. In the firs 
six months 75 million prescriptions for drugs and appliance: 
were issued ; over 3,400,000 patients received or were unoei 
dental treatment ; over 2,500,000 people had their sight tester 
under the supplementary ophthalmic service, and over 3 mmi°t 
pairs of spectacles were supplied or were on order. 

18. With the inception of the National Health Service tm 
Association made certain adjustments in its constitution. A 
the Annual Representative Meeting in 1948 approval wa 
given to the establishment of a new Central Consultants am 
Specialists Committee to consider and to act on all matter 
affecting those engaged in consultant and specialist practic 
and to watch the interests of consultants and specialists u 
relation to the new Service. The creation of this new am 
autonomous body was accompanied by the establishment o 
a new regional organization of Consultants and Specialist 
(including Hospitals) .Committees. The Insurance Acts Corn 
mittee, which since its formation in 1912 has represented insui 
ance practitioners' and has been recognized by the Ministry c 
Health as their mouthpiece, has now been replaced by a.Gener: 
Medical Services Committee. At the outset this Committee wa 
constituted on the same lines as the Insurance Acts Committei 
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it being left to the new committee to review its constitu- 
tion (including the grouping of areas for the election of 
direct representatives) in the light of experience. The General 
Medical Services Committee acts as the Executive of the Con- 
ference of Local Medical Committees and, like the Consultants 
and Specialists Committee, is an autonomous body. The Public 
Health Committee, which includes representatives of the Society 
of Medical Officers of Health, considers and reports on 
questions relating to the Public Health Service. 

In December. 194S, following the discussions of the Explora- 
tory Committee set up some months earlier by a conference 
of representatives of the Royal Colleges, the Royal Scottish 
Corporations, and the Association, it was agreed that in the 
interests of consultants a Joint Committee should be established 
to speak for consultants with one voice. For this purpose thdfe 
was established a Joint Committee with the following terms 
of reference : 

(а) To represent consultants and specialists in the impending 
negotiations with the Government on matters arising out of the 

■ National Health Service Acts and the report of the Spens Committee 
on the Remuneration of Consultants and Specialists. 

(б) To prepare and to submit for the consideration of its con- 
stituent bodies a scheme, including terms and reference, for the future 
work of the Committee. 

19. With the formation of the Joint Committee and the 
establishment of the representative machinery for general 
practitioners and public health medical officers it was gener- 
ally agreed that the time had come formally to disband the 
Negotiating Committee. By the end of the year that body had 
ceased to function, except within the limited field of the supple- 
mentary ophthalmic service. The negotiations which had been 
conducted over a long period by the Ophthalmic Subcommittee 
were left for completion by that Subcommittee. 

20/ During the period under review terms and conditions 
of sendee, including remuneration, have dominated the medico- 
political picture. Early in January the Minister responded to 
the General Medical Sendees Committee’s urgent representa- 
tions on behalf of rural practitioners by increasing the Mileage 
Fund from £1.300.000 to £2 million per annum, the increase 
having retrospective effect from July 5, 1948. Of the £700,000 
increase, £200,000 came from the Special Inducement Fund 
and £500,000 wav new money provided by Parliament. A few 
months later representations were made for an increase in the 
Central Practitioners Fund in the light of the report of expert 
economists on the betterment factor which should be applied 
to the Spens recommendations — expressed in pre-war money 
values — to convert them to present-day values. These and 
many other points which have been the subject of representa- 
tion to the Ministry are discussed in greater detail in the 
appropriate sections of the Council's Report. 

21. With the establishment of the Joint Committee for con- 
sultants discussions on the national scale of remuneration for 
consultants and specialists were begun. The Ministry’s pro- 
posed terms and conditions of sendee for hospital medical 
staffs were the subject of confidential discussions between repre- 
sentatives of the Department and the Joint Committee. In 
these discussions the Joint Committee was not committing con- 
sultants and specialists but was informing the Ministry what, in 
its view, was likely to be acceptable or more acceptable to 
the profession. Following these discussions the Ministry issued 
its proposed terms in March and the Joint ’Committee has sub- 
mitted them to its constituent bodies for their observations. 
To allow time for full discussions the interim contracts which 
were due to expire on March 31, 1949. were extended for a 
further three months. 

22. In the field of public health the delay in the negotiations 
of revised scales of remuneration arising from the reluctance 
of the Local Authority Associations to participate in the 
National Health Service Whitley Council machinery and the 
action taken by the Association to refuse for publication in 
the British Medical Journal advertisements not in conformity 
with the Association's own recommendations are set out in 
the Public Health section of the report. The Association is 
indebted to the other leading medical journals for their 
co-operation in this matter. 

23. Although in May, 1948, the Minister proposed that an 
amending Bill .would deal with a number of outstanding 
matters the draft of the Bill has not been published at the 


time this report goes to press. The points which the Minist_. 
has promised to include in the amending Bill may be sum- 
marized as follows: 

L Legal Committee on Partnerships.— Clarification of the position 
of practitioners in partnership in the light of the report of the Legal 
. Committee. The report recommends the naming of a new appointed 
day applicable to those in partnership on July 5, 1948, and the 
establishment of a supplementary' compensation fund to meet the 
financial obligations under partnership agreements of those in the 
Service but in partnership with practitioners not in the Service. 

2. Whole-time Salaried General Medical Service.—. Provision to 
make clear that a whole-time salaried general medical service cannot 
be introduced by regulations — he., would need a further Act of 
Parliament, This would include provision precluding the imposition 
by regulation of any universal full-time consultant service. 

3. Chairmen of Executive Councils . — Provision for Executive 
Councils to have the right to select their own chairmen, after the 
term of office of the present chairmen expires in March -next. 

4. Professional Member of the 7>ibwna/.— Provision to enable 
the professional member of the Tribunal to be one of a panel of 
available members and not a fixed- individual— so that the member 
may in each- case be suitable in experience and otherwise to the 
particular issue before the Tribunal. 

5. Costs of Local Medical Committees . — Power to the Executive 
Councils, where the local practitioners agree, to cover the costs of 
the Local Medical Committee (by the necessary’ deduction from the 
practitioners’ remuneration). 

24. The points which have been or are being put forward 
for inclusion in the amending Bill or in amending regulations 
include: ♦ . 

1. The Global Compensation Sum. — Augmentation of the global 
compensation fund of £66 million because the number of practitioners 
entering the Service is substantially in excess of 17,900. 

2. Drugs and Appliances for Private Patients. — Private patients 
should be enabled to obtain drugs and appliances at the public 
expense even though they are obtaining their medical care privately. 

3. Foreign Visitors . — The Minister's view, with which . counsel 
consulted by the General Medical Services Committee has agreed, 
is that the services provided under the National Health Service Act 
for “ people of England and Wales ” are available also for foreign 
visitors. In so far as the Act provides for the free treatment of 
foreign visitors such provisions should be excluded by the amending 
legislation. 

4. Medical Practices Committee and Automatic Consent. — The law 
should be brought into conformity with the Minister’s promise that 
in all areas except those where the Medical Practices Commirtee has 
decided that no more doctors are needed in the Service, the consent 
of that Committee will be automatic to applications for inclusion 
in the medical list. 

5. Block Transfer of Patients. — The block transfer of public 
patients should automatically follow the selection by the Medical 
Practices Committee to the declared vacancy, the transfer being made 
to the practitioner finally selected. 

6. Appeals on Applications for Basic Salary . — Appeals from the 
derision of a local executive council on applications for basic salary 
should be made not to the Minister but to the Medical Practices 
Committee. 

7. Removal of General Practitioner* s Home from the Medical 
List.— The necessary amendment should be made to empower local 
executive councils to remove from their lists practitioners no longer 
working in the area and no longer providing the appropriate premises. 

8. Disciplinary Procedure. — The Service Committees and Tribunal 
Regulations, 194S, require among other things that any complaint by 
a person against a medical practitioner in respect of an alleged 
failure to comply with the terms of service shall be investigated by 
the Medical Services Committee. The regulations, however, do 
not contain the provision w’hich appeared in the Medical Benefit 
Regulations made under the National Health Insurance Act, 1936, 
requiring any question arising between an insurance practitioner and 
a person ... in respect of the conduct of the person while receiv- 
ing treatment ... to be investigated by the Medical Services Sub- 
committee. It is urged that similar provisions should be made in 
the disciplinary arrangements under the new Service. 

9. Membership of Local Health Authorities. — Provision to secure 
that general practitioners in London should participate in vaccination 
and immunization schemes under Section 26(3) of the National Health 
Service Act and will not on that account be disqualified from member- 
ship of the local health authority. For local ’health authorities 
outside London the Ministry has expressed the view that there will 
he no disqualification in these circumstances. 

10. Co-option to Statutory' Health Committees. — The Minister 
should be empowered to require local authorities to exercise their 
powers of co-option to secure the inclusion on statutory health com- 
mittees of medical practitioners representative of the local 
profession. 
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11. Basic Salary. — There should be provision to secure that the 
basic salary of £300 per annum is not payable to a medical practi- 
tioner where it is established that he is not needed in the area for the 
provision of general medical services. 

12. Representative Specialist Staff ■ Committees. — It should be stated 

in the amending Act that the Minister may recognize representative 
specialist staff committees (as he does Local Medical Committees) at 
Hospital Management Committee, Regional Hospital Board, and 
Board of Governors levels and that (as with the Local Medical 
Committees) he shall prescribe the powers and duties of these com- 
mittees from time to time as necessary. The profession would like 
to see these committees as internal committees of the Service, the 
executive bodies having a duty to see that they are set up, to give 
them access, and to encourage full co-operation. As initial functions 
it should be stated that such committees should have (a) reasonable 
access at all times to their executive body, (b) shall, on being recog- 
nized, give prompt attention to requests from their executive bodv, 
and (c) shall be a normal and regular source from which executive 
bodies ask advice. , 

13. Advisory Appointments Committees. — So far as non-teaching 
hospitals are conceined the Advisory Appointments Committee 
should contain at least one or two members of the specialist staff of 
the hospital (assuming that there are specialists). Representative 
specialist committees of the hosnital concerned should be given 
an official opportunity of expressing their views on candidates. As 
for teaching hospitals. Statutory Instrument No. 1416, Schedule, 
Part II, should be amended to read: 

(Amendments in italics) 

1. The Advisory Appointments Committee shall consist of ten 
[at present 7 membersl members appointed by the Board of 
Governors, of whom one shall be selected by the Board to act as 
chairman. 

2. Two of the members shall be appointed on the nomination 
of the university with which the hospital is associated, and at 
least one of such members shall be a medical practitioner, in the 
case of the appointment of a medical officer, or a dental practi- 
tioner, in the case of the appointment of a dental officer. 

3. Three of the members shall be appointed on the nomination 
of l he Council of Governors of the associated medical school. 

4. Of the five members appointed otherwise than on the nomina- 
tion of the university or Council of Governors of the school, at 
least three shall be on the nomination of the medical committee 
of the hospital concerned, and shall be medical practitioners,* 
in the case of the appointment of a medical officer, or dental 
practitioner, in the case of appointment of a dental officer. One 
shall be a person appointed after consultation with the Regional 
Hospital Board of the area in which the teaching hospital is 
situated, or, if the hospital is situated in the area of more than 

'one Regional Hospital Board, after consultation with both or all 

f such boards 

5. Of the members who are medical or dental practitioners, at 
east two shall be, or shall have been, engaged in the practice of the 
special branch of medicine or' dentistry concerned, and at least one 
shall be so engaged at some other teaching hospital. 


14. Specialist Members of Hospital Boards and Co mmittees.~ 
Specialist members of executive bodies should in future be appointed 
after consultation with the appropriate representative specialist com- 
mittee and up to one-fifth the number ; Hospital Management Com- 
mittees, Regional Hospital Boards, and Board of Governors to be 
uniform in this respect. 

15. Regulations. — All regulations regarding specialists’ services 
should be referred for comment to the Joint Committee before 
submission to Parliament. 

16. Chairmen of Hospital Boards and Committees . — There should 
be provision in the amending Bill to secure that Boards of Governors 
and Hospital Management Committees shall elect their own chairmen. 

17. Pay-beds. — (a) Maximum Charges: — The schedules of maxi- 
mum charges for private in-patients and private out-patients should 
be abolished, if necessary by amendment of the Acts. (This will 
involve abolition of the schedules of the National Health Service Pay- 
Bed Accommodation in Hospitals, etc., Regulations, 1948, and any 
consequential amendment of the National Health Service Charges for 
Hospital Accommodation (Scotland) Regulations, 1948.) Boards of 
Governors and Hospital Management Committees should be given 
discretion to increase the overall maximum for professional service 
(now 75 guineas) in appropriate cases — e.g., where the stay in 
hospital is long or the demands on the specialist or specialists are 
unusually heavy. 

J t 0 S rOl i lion Charges for Private Accommodation. — In 

°I5| K~] crc , u . ,d be an appropriate proportion of pay-beds to 
modation^ S; rl. e to thc pub,ic demand for such private accom- 
w 0f i he . hi8h ct,argcs at Present imposed in 

amenities ,s t0 * dc . pnve a sect,on of the .population of 

— 5IP available to them be fore the Introduction of the 


mStione".-" ila ’ iC * at rcads ' 


at least four shall be medical 


National Health Service. There should be a substantial reduction 
in thc charges for private accommodation, such charges bring on a 
uniform basis throughout the same region. Alternatively the patient 
should qualify for a contribution from the State towards the cost 
of private arrangements, such a contribution being equivalent to the 
cost which the State would have incurred had thc patient chosen to 
enter public instead of private accommodation. 

( c ) No-ceiling Beds. — Boards of Governors and Hospital Manage- 
ment Committees should be required to provide as far as reasonably 
practicable that 15% of thc private accommodation made available 
under Section 5(2) of the Act is not subject to the limitation oi 
professional charges. (This would involve abolition of the words 
“ not more than ” preceding “ 15 per centum” in Regulation 9 of 
Pay-Bed Regulations.) 

18. Superannuation. — (a) The option given to general practitioners 
to remain outside the National Health Service Superannuation 
Scheme and receive the Government’s 8% contribution towards the 
maintenance of approved life insurance policies should be extended 
to specialists in contract with Regional Hospital Boards and Boards 
of Governors; 

(6) The option of transferred officers to decide whether to retain 
the rights of alternative superannuation schemes should be extended 
until the final terms of service for hospital medical staff are 
published ; 

(c) Specialists practising in partnership should be entitled to have 
their superannuation contributions and benefits adjusted in accord- 
ance with thc terms of their partnership agreement, as in thc case of 
general piactitioners : 

(rf) Where thc services of a specialist are retained beyond the age 
of 65 he should be entitled to continue to make contributions to the 
superannuation fund, and to receive the additional benefits accruing 
therefrom ; and 

(c) Specialists who, upon retirement, are not entitled to any 
benefit under the Superannuation Regulations should receive the 
Government’s 8% contribution in addition to the return of their 
own contributions with interest. 


GENERAL MEDICAL SERVICES 
Constitution of General Medical Services Committee 

25. With the -repeal of the National Health Insurance Act 
it became necessary to consider the future designation and con- 
stitution of the Insurance Acts Committee of the Association. 
A proposal was made that the new Committee should be con- 
stituted on lines analogous to the Central Consultants and 
Specialists Committee, the constitution of which was approved 
by the A.R.M., but it was decided that a committee based upon 
regional organization would not be satisfactory for general 
medical services which were based upon local executive 
council areas. 

The Council decided that the new committee to take the place 
of the Insurance Acts Committee should be called the “ General 
Medical Services Committee,” and that for the time being its 
constitution should be the same as the Insurance Acts Com- 
mittee. It was left to the new Committee to review its constitu- 
tion, and this review has taken account of the opinion expressed 
by the Conference of Local Medical Committees that the mode 
of election and representation on the Committee should be 
re-examined afresh. 

For some time there has been a measure of dissatisfaction 
with the grouping of areas for the election of direct representa- 
tives of Local Medical Committees, who form the greater part 
of the Committee, and the Conference asked that the grouping 
be revised in order that Local Medical Committees may be 
represented more fairly in accordance with the number of 
doctors in each group, having regard also to geographical 
considerations. This has necessitated an increase in the number 
of direct representatives from 27 to 33, but the increase is 
justified by the more equitable grouping of areas. 

With one exception, no change is recommended in the com- 
position of the rest of the Committee. The exception relates to 
the power of co-option. Hitherto the Committee has had power 
to co-opt additional members so as to secure that there should 
be at least four non-insurance practitioners on the Committee. 
This is no longer necessary, but it is felt that the Committee 
should still have power to co-opt not more than four members 
so as. to ensure the representation of a particular class of 
experience not otherwise represented on the Committee. 

These proposals will involve an amendment to the Schedule 
to the By-iaws, and the proposed revised constitution of the 
Committee is set out in detail at the end of Appendix IV of 
this- report. 
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Remuneration of General Medical Practitioners 

26 The Annual Conference of Representatives of Local 
Medical Committees passed the following resolution 

Rcsohed (unanimous!}) That this Conference considers the 
present capitation fee to be grossly inadequate and calls upon the 
Genera! Medical Services Committee, as a matter of the utmost 
urgency, to take immediate action to secure an adequate over- 
all increase in order to relieve the serious hardship resulting from 
the new service 

The General Medical Services Committee began the task of 
implementing the foregoing resolution of the Conference by 
instituting an inquin , the object of which would be to show 
whether or to what extent the current incomes of general medical 
practitioners were in accordance with the main recommendation 
of the Spens Committee Five areas were chosen — Lancashire, 
Norfolk, Bath, Halifax, and Nottinghamshire and Nottingham 
— and the figures obtained from these areas showed that, 
Generally speaking the “ spread ” of incomes in the 40 to 50 
age group was in accordance with the Spens recommendation 
While this inquiry was being made the Committee decided 
that the financial position of the rural practitioners presented a 
problem of such grave urgency that speedy action was necessary 
to help them to meet their immediate commitments Repre- 
sentations were made to the Ministry' of Health m favour of 
an immediate substantial increase in the Mileage Fund, and the 
Ministry agreed to the Committee's recommendation that the 
fund should be increased from £1 3 to £2 million, the new 
money to be found from sources other than the exisUng Central 
Practitioners’ Fund £200 000 has been diverted from the 
Special Inducement Fund and the remaining £500 000 is a new 
grant from the Treasury Thus the old mileage fund of 
£600,000 has been more than trebled, and the Committee was 
Gratified at the prompt action which the Ministry took to remedy 
a serious situation 

There remained the question of the betterment ” factor to be 
applied to that part of the doctor’s income which is estimated 
to be net income A memorandum ( Supplement Feb 19) was 
prepared in which the whole question of the adequacy of general 
practitioners’ remuneration was examined in detail and conclu 
sions were reached in the light of an expert economist's report 
and the chances in the cost of living of professional classes 
between 1939 and the end of 194S ( Supplement Jan 22) A 
Special Conference of Representatives of Local Medical Com- 
mittees was held on March 3, when the Committee s memoran 
dum was approved as the basis of the general practitioner case 
and the Committee was instructed to press the Government as 
a matter of urgency to adjust general practiuoner remuneration 
on the basis of the memorandum, the adjustment to be 
retrospective to July 5, 1948 

On the requisition of the Council and of the prescribed 
number of Divisions of the BM A, a Special RepresentaUve 
Meeting was held on March 29 to consider the General Medical 
Services Committee s memorandum 

Basic Salary 

27 Circulars issued by the Ministry of Health to executive 
councils show that the Minister has allowed appeals against 
the disapproval of applications for basic salary in cases where 
the applicants have onlv recentlv established themselves in the 
area The effect of granting basic salary to such practitioners 
is to subsidize them at the expense of their professional 
colleagues in the area, and it is contended that this is con 
trary to the Minister’s original intention that doctors should 
not be encouraged to go to areas where they are not needed 

The Minister’s attitude is understood to be that having agreed 
with the profession’s view that, up to the appointed day, even 
medical practitioner should have a ncht to choose the area >n 
which he vvould enter the National Health Service, it would be 
impracticable to take am action which could be construed as 
being in conflict with that view Subsequent to Julv 5 it is 
chimed the Minister’s responsibility was to consider, on its 
merits even appeal acainst the disallowance of a claim for 
basic salary, without regard to the circumstances in which the 
appellant came to the district before July 5. 

The Minister has been asked to make provision in the pro- 
posed amending Bill or Regulations, for an appeal from the 


iu iiu. 
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decision of a local executive council on an application for basic 
salary to be made to the Medical Practices Committee and not 
to the Minister 

Dispensing Capitation Fee 

28 The Minister s offer of a capitation fee of 6s 6d (for 
England and Wales), to cover the provision of medicines and 
appliances (except those contained in a special list) for patients 
who vvould otherwise have difficult! m obtaining them from a 
chemist, was accepted without prejudice to revision as the result 
of negotiations at a later date Before the fee is reviewed there 
is to be an investigauon into dispensing costs 

Vaccination and Immunization 

29 Discussions with representatives of local authorities on 
the fees to be paid for vaccination and immunization have been 
adjourned until the Committee has reached agreement with the 
Ministry of Health on the question whether these services fall 
within the scope of a general practitioners agreement under 
the National Health Service Act 

The Committee’s representations to the Ministry are to the 
following effect 

(i) That vaccinauon and immumzauon form no part of the 
pracunoner s duty under his terms of service, but it is a statutory 
obbgauon of the local health authority to provide them 
(li) That where a practiuoner renders a service of this nature he 
should be entitled to a separate fee for the service and for any 
report made to the local health authonty 

When agreement has been reached on the above proposals, 
the discussion with local authonty associations will be based 
upon the following suggested fees 
For immunization or vaccinauon 

At the surgery Ss 0d per attendance 

At the pauent’s house 7s 6d per attendance 

In both cases the fee will include the report which it has been 
suggested should be simplified 

Provision of Medicines and Appliances for Private Patients 

30 The ARM m Julv last (Minute 50) expressed the view 
that those who wished to make private arrangements for medi 
cal attendance and treatment should not be debarred from 
obtaining necessary medicines and appliances through the 
National Health Service The view of the Ministry of Health 
is that prescribing and dispensing are essential parts of treat- 
ment and cannot be dealt with as though they are somethine 
separate The Ministry was asked to consider the possibilitv 
of making available, through the Hospital Service, to patients 
treated pnvatelv, particularly expensive and life saving medi- 
cines (insulin and liver preparations etc) where the cost would 
represent hardship to the individual, but the Ministry does not 
think that anv workable arrangement on these lines is possible 
Efforts are now being made to secure an amendment of the 
Act to give effect to the professions wishes in this matter 

Certification 

31 The Association has submitted a memorandum of evi- 
dence to, and its witnesses have appeared before, the Depart- 
mental Committee on Certification It is understood that the 
report of the Departmental Committee is not likely to be 
available for some little time 

Position of General-practitioncr-Specialists 

32 The General Medical Services and the Central Consul- 
tants and Specialists Committees have appointed a joint sub- 
committee to consider questions referred to it on matters of 
interest to general-practiuoner-specialists 

General Practitioners and Special Departments of Hosprtdls 

33 The Ministry of Health is giving sympathetic considera- 
tion to the request for arrangements which will enable all 
general practitioners to be given the privilege, now enjoved 
by some, of being able to obtain x-ray and pathological exami- 
nations by direct application to the hospital department con- 
cerned The problem is said to be the practical one of 
increasing facilities *o that the hospital departments can meet 
the needs of general practitioners as well as their primary 
duties to the hospital services 
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Remuneration of Staffs of Cottage Hospitals 

34. The subject-matter of the following resolutions of the 
1948 A.R.M. is under discussion with representatives of the 
Ministry of Health: 

39. Resolved: That the question of remuneration of genera! 
practitioners on the staff of cottage hospitals be brought to the 
notice of the Minister. 

200. Resolved: That every session done by a practitioner should 
be paid for at full rate with no limitation of the number of 
sessions undertaken. 

This question is linked with the terms of service for consultants 
and specialists, which have not yet been finally settled. 

Health Centres 

35. A motion (Minute 129) which was referred to the Council 
at the last A.R.M. deprecated any widespread establishment 
of health centres except after careful experiment in properly 
selected areas. Local medical committees have been asked to 
use their influence to prevent the hasty establishment of 
undesirable s types of health centre. 

Maximum Numbers on Doctors’ Lists 

36. No exception has been taken to a proposal by the 
Ministry of Health that general approval of lists in excess of 
the prescribed maxima should be withdrawn, and that action 
might be taken to bring such lists within the prescribed maxima 
as soon as is reasonably practicable. The Ministry has agreed, 
however, that no compulsory action should be taken in indi- 
vidual cases until all the doctors’ lists in the area concerned 
have been cleared of duplicate names. 

Stationery and Franked Envelopes for Doctors 

37. The decision expressed in Minute 61 of the 1948. A.R.M. 
that doctors under the National Health Service should be sup- 
plied with suitable stationery and franked envelopes for the 
transmission of records has been discussed with the Ministry 
of Health. The Ministry’s view is that postage is a proper 
charge on a doctor’s practice expenses (which were taken into 
account in fixing their remuneration), and that arrangements 
for franking envelopes are not justified. The Ministry was 
pressed to give further consideration to the Association’s 
request and has consulted the postal authorities, but has been 
unsuccessful. There does not seem to be any hope of success 

taking the matter further. 

The Ministry was asked for assistance in securing the aboli- 
p,. of purchase tax on filing-cabinets for medical records, 
ine Ministry approached the Board of Customs and Excise, 
whose reply was that they have no authority to remit or refund 
purchase tax on equipment of this nature, and that there is no 
possibility of obtaining such authority. Not only are there 
administrative difficulties in giving preferential treatment to 
particular classes of purchasers, since purchase tax is charged 
at the wholesale stage, but a concession to doctors would make 
it impossible to resist other claims which could be regarded as 
equally strong. 

Medical Treatment of Overseas Visitors 

38. Counsel has advised that Section 33 of the National 
Health Service Act, which requires an executive council to 
arrange for the provision of medical services for “ all persons 
in their respective areas,” means that no other qualification is 
required for taking advantage of the relevant arrangements 
than that the person is in the area to which the arrangements 
relate. In other words, as the Act stands overseas visitors are 
entitled to the benefits of the National Health Service during 
their stay in this country. 

This is regarded as extremely unsatisfactory in spite of- an 
assurance that it is the policy of the Government to secure 
reciprocal benefits for British subjects in other countries. Steps 
are being taken to secure an amendment of the Act on this 
point. 

Medical Services Committee Procedure 

39. The regulations governing the consideration of com- 
r ! ain ^ against a . mc dical practitioner do not provide, as the 
° . 1 Medical Benefit Regulations provided, for similar 
ac ion against a patient. Although such complaints are rare 
i 1S elt that there should be provision for them under the new 

erviw, ana appropriate representations are being made to the 


Ministry of Health on the subject. It is understood that an' 
amendment of the Act will be required. 

Income Tax ’ 

40. The Chief Inspector of Taxes is being asked to agree 
that medical practitioners who wish to do so may pay their 
income tax quarterly or monthly. 

Assistants 

41. Consideration has been given to the position of th: 
Medical Practices Committee in relation to an application h? 
a doctor to employ a second assistant, it being agreed that 
the power to approve or refuse the appointment of an assistart 
whose name is not on the list rests with the executive council. 
The General Medical Services Committee’s views are: (1) that 
the Medical Practices Committee has no jurisdiction where an 
application is made to the executive council by a principal to 
’employ a second assistant, or where the executive council pro- 
pose to refuse consent to the employment of an assistant; 

_(2) that where desired by principals the names of assistants 
should be included in a separate part of the lists of executive 
councils ; and (3) that where an assistant leaves the employ- 
ment of his principal his name should be removed from the list. 

Training Grants for Assistants 

42. The Ministry of Health scheme, providing grants to 
general practitioners who undertake the training of assistants, 
has been given provisional approval on behalf of the pro- 
fession. The scheme is regarded as being in the nature of 
an experiment. Modification will almost certainly be necessary, 
and it is intended to re-examine the scheme in the near future 
with a view to suggesting improvements in the light of the 
recommendations of the Spens Report. 

Certificates for Incapacity due to Pregnancy 

43. The Ministry of National Insurance has agreed to the 
proposal that at or about the 34th week of pregnancy the doctor 
should be required to give only one certificate to cover the 
interval to the actual confinement. 

Certificates for Surgical Corsets 

44. Urgent representations have been made to the President 
of the Board of Trade that, in the interests of the profession, 
medical certification for surgical corsets should be abolished. 

■ Certificates for Out-patients 

45. Approval has been given to a suggestion by the Ministry 
of Health that Forms Med. 7 and 8, for use in connexion with 
long-stay patients in hospitals, might be adapted for issue to 
out-patients. 

Consultation on Draft Regulations and Instructions 

46. The Ministry of Health was asked for an assurance that 
the General Medical Services Committee would be consulted 
by the Department before statutory orders were promulgated 
or instructions issued by the Department to local executive 
councils or other bodies on matters of principle affecting doctors 
rendering services under Part IV of the Act. The Ministry 
accepts the general principle that the profession’s representatives 
should be consulted on points of major principle involving 
regulations. 

Specialization of General Practitioners 

47. It is regarded as essential in the interests of medicine that 
some degree of specialization in general practice should be 
encouraged, and this view has been stressed during discussions 
with officers of the Ministry of Health. From the attitude 
of the Ministry of Health it would appear that there 
is no prospect of the general practitioner who undertakes 
a specialist service to his patient (unless he is also employed as a 
specialist in the Hospital Service) receiving a fee for the service. 
This view is not accepted and the matter is being pursued in. 
further discussions with the Ministry. 

Treatment in Cottage Hospitals 

48. The 1948 Annual Conference expressed regret that prac- 
U'tioners who were not participating in the National Health 
Service had been excluded from rendering service, as in the past, 
to their own patients in local cottage hospitals. Representations 
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have been made to the Ministry 7 in favour of general practitioners 
in the. area of a hospital with an ” open ” staff, whether or not 
participating in the Service, being allowed to treat their patients 
ia the hospital. 

Dental Haemorrhages 

49. The present position is that a doctor is required under 
his terms of service to treat a case of dental haemorrhage, where- 
as a dentist is entitled to claim a special fee for this service. 
The Ministry states that it is not legally possible to regard a 
doctor as a dentist's deputy in such cases. This ruling is very 
unsatisfactory and the Ministry has been informed that, unless 
this decision is ■ modified, general medical practitioners will 
be advised to refuse to accept service in cases of haemorrhage 
arising from dental operations. 

Miscarriages 

50. It has been necessary to contest a ruling of the Ministry 
that treatment for a miscarriage should be regarded as part of 
the ordinary obligation of a general practitioner under his terms 
of service. Discussions on this question are still proceeding 
with the Department. 

Superannuation 

51. The Ministry has promised to give consideration to an 
amendment of Regulation 38 of the Superannuation Regulations 
so as to make it clear that there must be agreement between 
partners before an executive council can be authorized to assess 
superannuation contributions on the basis of shares in the 
partnership. 

Quality of Prescription Books 

52. The present unsatisfactory construction , of pads of 
prescription forms has been taken up with the Ministry of 
Health. 

Removal of Names from Doctors’ Lists 

53. The Ministry of Health has been asked to withdraw the 
instruction to executive councils in E.C.L.134 to remove a 
person's name from a doctor’s list if a notice or medical card 
sent to the person and correctly addressed is returned through 
the Dead Letter Office. 

Dr. E. A. Gregg 

54. The Council has placed on record its appreciation of the 
services of Dr. E. A. Gregg as chairman of the Insurance Acts 
Committee since 1937 and his unfailing devotion to the interests 
of general medical practitioners. 

CONSULTANTS AND SPECIALISTS 
Introductory 

55. It will be remembered that in 1948 the Committee was 
reconstituted on a democratically elected basis, irrespective of 
membership of the Association, in order that it should be truly 
representative of consultants and specialists throughout the 
country, and competent to speak for them on all matters affect- 
ing their interests. In addition Regional Committees were 
established in the various Regions by the consultants and 
specialists themselves. 

The Regional Committees without exception have taken an 
active interest in the many problems of the moment and have 
kept the Central Committee fully informed of the views of 
consultants and specialists throughout the country'. 

Despite the intention of the Association that the new Com- 
mittee should enjoy, complete autonomy, some doubt still 
appears to exist as to its status in relation to the Association, 
and this doubt is due in some measure to the wording of Minute 
71 of the Representative Body set out below: 

Afirr. 71. — The Central Consultants and Specialists Committee 
shall be an autonomous body with full powers to determine policy 
on consulting and specialist and hospital matters and action through 
the administrative machinery of the Association, The decisions 
of the Committee shall not be subject to approval of the Council 
of the Representative Body except in so jar as they may affect other 
forms oj practice or other aspects of the policy or activities of the 
Association. 

The Committee is satisfied that it was the intention of the 
Resolution only to limit its autonomy to the sphere of con- 
sultant practice, and that within that sphere it has been afforded 
by the Council and the Representative Body complete autonomy. 
To make this abundantly clear, and in order that the Committee 


shall continue to enjoy the full confidence and support of con- 
sultants and specialists, the Council has decided to recommend 
to the Representative Body : 

Recommendation : That Minute 71 of the Annual Repre- 
sentative Meeting, 1948, be amended to read as follows : 

“The Central Consultants and Specialists Committee shall be 
an autonomous body with full powers to determine policy and 
action on consulting and specialist and hospital matters through 
the administrative machinery of the AssociaU'on. The derisions 
of the Committee within that sphere shall not be subject to 
approval of the Council or the Representative Body.” > 

joint Committee with the Royal Colleges and Scottish Royal 
Corporations 

56. With the establishment of democratically elected com- 
rnittees representative of various sections of the profession it 
became apparent some months ago that the Negotiating Com- 
mittee could not appropriately continue its role as the mouth- 
piece of the profession in negotiations with the Minister. The 
(jeneral Medical Services Committee, which superseded the 
Insurance Acts Committee, assumed the status of the negotiating 
body on behalf of general practitioners, but in the sphere of 
consultant practice the position was more complex. The Central 
(Consultants and Specialists Committee is the only body repre- 
sentative of consultants and specialists democratically elected 
and ’naving i’ne perip’nerai urgamza'uon necessary to oVcim "fne 
views of consultants and specialists generally, but notwithstand- 
ing its claims on these grounds to represent the consultant pro- 
fession it is clear that on the grounds of prestige and status the 
Royal Colleges and Scottish Royal Corporations also have a 
claim to participate in any negotiations with the Minister. 

Accordingly, in order that there should be one channel, and 
one channel only, through which the views of consultants and 
specialists are presented to the Minister, discussions have taken 
place between representatives of the Committee and of the Royal 
Colleges and Scottish Royal Corporations, as a result of which 
a Joint Committee has been established with the following terms 
of reference : 

“ (a) To represent consultants and specialists in the impending 
negotiations with the Government on matters arising out of the 
National Health Service Acts and the report of the Spens Com- 
mittee on the Remuneration of Consultants and Specialists; 

“ (b) to prepare and to submit for the consideration of its con- 
stituent bodies a scheme, including terms of reference, for the 
future yvork of the Committee.” 

The Joint Committee has now taken over the work of the 
Negotiating Committee in the field of consultant practice. 
Where agreement is not reached in the Joint Committee on any 
proposal a constituent member of the Committee is entitled to 
have its view represented to the Government, provided that, 
before any such representation is made, a conference between 
representatives of the Joint Committee and the constituent body 
is held in an endeavour to reach agreement. 

It has been agreed that the members of the Joint Committee 
shall represent both teaching and non-teaching interests. The 
composition of the Committee is as follows : 

Chairman: Sir Lionel Whitby, President of the Association. 
Royal College of Physicians : Lord Moran, W. G. Barnard, 
H- E. A. Boldero. 

Royal College of Surgeons: Lord Webb-Johnson, E. F. Finch, 
ft. L. McNeill Love. 

Royal College of Obstetricians and Gynaecologists : Sir 
William Gilliatt. H. J. Malkin. 

Royal College of Physicians, Edinburgh: J. D. S. Cameron. 
Royal College of Surgeons, Edinburgh: Sir Henry Wade. 
Royal Faculty of Physicians and Surgeons, Glasgow: W. R. 
Snodgrass. 

Central Consultants and Specialists Committee: T. Rowland 
HiU. C. E. Kinderslev, W. S. Mack, A. M. A. Moore, R. L. 
Newell, T. Holmes Sellors. 

Specialist Spens Report 

57. The Minister of Health has accepted in principle the 
recommendations of the Spens Committee upon the remunera- 
tion of consultants and specialists. 

The Committee is of the opinion that the proposed basic 
salary range can be regarded as satisfactory on the basis of 
]939 values, but considers that there should be no reduction in 
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the salary of a practitioner appointed to a specialist post 
• before the age of 32 as suggested by the Spens Committee. 
The Committee welcomes the proposal that provision should 
be made for varying the commencing salary of practitioners 
appointed to their first specialist post after the age of 32, and 
recommends that special consideration should also be given to 
those who have lost seniority through service with H.M. Forces. 

The Committee regards the formula of the Spens Committee 
for assessing the remuneration of specialists rendering part-time 
services as generally satisfactory provided account is taken of 
the liability to deputize for colleagues absent through sickness 
or on leave, and for emergency visits. 


Merit Awards 


58. It will be remembered that the Spens Committee 
expressed the view that an automatic incremental scale was 
inappropriate for the remuneration of specialists beyond a 
certain level and recommended that after a salary of £2,500 
(1939 values) had been reached additional financial rewards 
should be on the basis of merit as evidenced by special con- 
tributions to medicine in the field of research or otherwise, 
exceptional ability, or any outstanding professional work, the 
awards to be made in three grades by a National Committee. 
Such a Committee has now been appointed by the Minister in 
consultation with the Royal Colleges and the Scottish Royal 
Corporations. 

The Central Committee has given consideration to the recom- 
mendations of the Spens Committee and to possible alternative 
methods of rewarding specialists above the level of the basic 
salary range. The views of the Regional Committees have been 
sought, and reveal that, while there is little real objection either 
to the principie of merit awards or to the method of implementa- 
tion recommended by the Spens Committee, so far as it applies 
to the most outstanding 4% of the profession, there is consider- 
able apprehension at the fate of so large a proportion as a 
further 30% of the profession being left to a national committee 
alone to determine. 

It has been suggested that, as an alternative to the merit award 
proposals, super-scale posts carrying higher salaries should be 
established, or that the basic salary range should be extended. 
Awards in the form of annual prizes have also been suggested. 
The Committee does not feel that these suggestions offer a 
satisfactory method of dealing with the problem, or that they 
would be acceptable to the majority of consultants. 

It is therefore of the opinion that, while the selection of the 
) of consultants for the highest awards should be left entirely 
the discretion of the National Committee, there should be 
me modification of the proposals of the Spens Committee 
tor dealing with awards of the second and third categories. 
Thus it suggests that in each Region a committee should be 
established by the National Committee, in consultation with 
the boards of governors and regional hospital boards, of 
distinguished practitioners of consultant status who are not 
personally interested in merit awards (he., being already in 
receipt of the highest awards or retired) ; that these committees 
should select specialists in the Region for awards in the second 
and third categories for recommendation to the National Com- 
mittee, and that awards in these categories should be made by 
the National Committee solely upon the recommendation of 
these Regional Committees, subject to a right of appeal by a 
rejected candidate from the decision of a Regional Committee. 

The Committee also suggests that both the National and the 
Regional Committees should have lay chairmen chosen in 
consultation with the Central Consultants and Specialists 
Committee. 

The Committee considers that individual specialists should 
have the right to make direct application for an award and that 
the decisions of the National Committee should be published 
from time to time, giving the names and appointment of the 
recipients. 

Pay-beds 


39. The Committee is disturbed at reports of proposals t 
reduce the number of private hospital beds, and at the risin 
cows for hospital accommodation. It is also concerned tha 
a though the Regulations permit hospital management corr 
mutecs or boards of governors to set aside up to 15% of th 

'. ?• of pay-beds as “ no ceiling ” beds, there is n 

obheition upon these bodies to do so. 


The Committee considers it essential that sufficient hospital 
accommodation should be preserved for the conduct of privat: 
practice, and that the costs of maintenance should be so adjusts! 
as to be within the means of persons who wish to obtain hospital 
treatment privately. It has therefore recommended to th 
Joint Committee that pegotiations should be entered into with 
the Ministry as a matter of urgency with a view to securing:,' 

(<i) the maintenance or increase of the pre-Act proportion of pa ; - 
beds; including the provision of a number of pay-beds in ea:h 
hospital management committee area, and the allocation of mi 
less than 15% of the total number of paytbeds as "no ceiling” beds; 

(6) the adoption of the grant-in-aid principle in order that patients 
entering pay-beds shall not be required to pay the whole cost of 
hospital maintenance; and the standardizing of maintenance costs «s 
far as possible in hospital groups; 

(c) the abolition of amenity beds. 

The Committee also proposes that provision should be sought 
in the amending, Bill to secure that the setting aside of pay-bed 
accommodation shall be obligatory upon the Minister and not 
merely permissive. 

Representations have been made to the Ministry for the aboli- 
tion of the detailed schedules of maximum professional charges 
permitted to be made by specialists in respect of the treatment 
of private patients in “ceiling” pay-beds, contained in the 
Regulations made under Section 5(2) of the Act The view 
of the Ministry, however, is that the wording of the Act requires 
the provision of such detailed schedules in the Regulations. 

The Committee considers that this procedure is impracticable. 
The detailed schedules are full of anomalies and there are many 
omissions, and in view of the fact that they would constantly 
need revision the Committee feels that any attempt to improve 
them would be futile. Moreover, it is of the opinion that any 
classification of treatments which ignores the differing circum- 
stances of individual cases is unsound. The Committee there 
fore adheres to the view that the schedules should be abolished- 
It raises no objection to the provision in the Regulations of ar. 
overall inclusive ’ charge for all professional services rendered 
to a patient in a “ ceiling ” pay-bed, the actual apportionment 
as between individual consultants to be made locally by agree 
nnent, provided that the Ministry accepts a similar restrictior 
in the charges for maintenance. The Committee is also pre 
pared to accept the present maximum of 75 guineas for thi: 
purpose, provided it is limited to the treatment given to a patien 
during one stay in hospital not exceeding 28 days from the dat< 
of admission. 

Proposed Terms of Service of Hospital Medical Staff 

60. In November, 1948, the Ministry issued to the constitu 
ent members of the Joint Committee a confidential documen 
containing the Minister’s proposals regarding the permanen 
terms and conditions of service of hospital medical staff. Per 
mission to disclose the contents of this document to Regions 
Consultants and Specialists Committees or to the consulinn 
members of the profession was refused despite protests from th' 
Committee. The explanation of the Ministry for this cours* 
of action was that the proposals were to be regarded as a basi 
for preliminary discussions in the light of which definite pro 
posals would be issued for more general consideration. 

The Joint Committee with the Royal Colleges has enters 
into preliminary discussions with the Ministry on tjie propose* 
terms. In so doing the Committee made it abundantly clear t‘ 
the Ministry that it was not negotiating-terms of service oi 
behalf of the consultant profession, but that it was mere! 
advising the Ministry as to the terms and conditions whicl 
might in the Committee’s view prove acceptable or more accept 
able to consultants and specialists. The Ministry accepted thi 
position and agreed that definite proposals would be issued fo 
consideration and criticism by all interested parties. The pro 
posed terms of service of hospital medical staff were receive! 
on March 50 and published in full in the Supplement o 
March 19. These proposals are now under consideration h 
the Committee, which has in the first instance referred then 
to its regional committees. 

The Ministry has already been informed that it is essentia 
that individual specialists should have ample time to cons ids 
the final terms of service before being required to sign long 
term contracts. The delay occasioned by the course adopted b, 
the Ministry will make this impracticable by the end of March 
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and the Ministry has now extended the interim period until 
July 4, 1949. In the meantime specialists are advised not to 
enter into permanent contracts, if they are offered, until the 
final terms have been approved by the Committee. -, 

Security of Tenure 

61. The Committee is of the opinion that one of the most 
important issues to be resolved in connexion with the conditions 
of service of specialists, both on the transfer from the interim 
to the permanent arrangements and as a long-term policy, is 
the security of the specialist in his hospital appointment. It 
holds strongly to the view that, as in many hospitals and 
university appointments before the appointed day, the contracts 
offered to specialists for duties in the public service should be 
tenable until retiring age, only terminable with the consent of 
the specialist or for reasons of professional misconduct. The 
Committee further suggests that machinery should be estab- 
lished in consultation'' with the profession for investigating 
allegations of professional misconduct, and for dealing with 
appeals against decisions to terminate a specialist’s contract. 

Selection of Specialists 

62. In November last boards of governors and regional 
hospital boards were advised by the Ministry that, pending the 
settlement of the final terms of service, they should proceed 
without delay: (a) to determine the number and types of 
medical staff required to carry out the work of the hospitals 
under their control : (6) to assess the status of existing staff 
with a view to deciding which officers should be offered long- 
term contracts in a specialist or other capacity, and the duties 
they should be invited to perform. 

Having determined the establishments required for the future, 
the boards were advised to consider how far the services 
rendered by the existing specialist staff might need modifica- 
tion to provide an adequate service — e.g., whether further part- 
time service or additional whole-time posts were required, or 
whether specific duties should be continued or redistributed in 
the interests of efficiency. After ascertaining the needs of the 
hospital in this way. the boards were to proceed with the assess- 
ment of the status of the' existing medical staff: in the case of 
boards of governors on the advice of the medical committee 
of the hospital, and in the case of regional hospital boards 
on the advice of professional committees set up for this purpose, 
and consisting of two general physicians, two general surgeons, 
one obstetrician and gynaecologist, together with two specialists 
in the specialty under review. 

The Ministry made it clear in its instructions that no general 
criteria of specialist status could be laid down, and that the 
determination of status could not depend solely upon the 
possession of higher qualifications or the exclusive practice 
of a specialty, but must take account of the actual experience 
of the practitioner. In making the assessment the professional 
committees W'ere directed to have regard to the views of the 
medical committees of the hospitals concerned and, in appropri- 
ate cases, of the local medical committee and the local health 
authority. 

The Committee feels that the direction to consult with hospital 
medical committees, although of considerable importance, does 
not sufficiently safeguard the interests of individual practitioners. 
It has therefore proposed that a central professional committee 
should be established to deal with appeals against the decision 
of the Assessments Committee or of the boards. 

The Committee has made proposals to secure that where a 
general practitioner who also practises a specialty has acquired 
the necessary skill and experience to justify recognition as a 
specialist he should have the same security of tenure in his 
appointment and receive the same remuneration as those who 
practise a specialty exclusively, and, further, that he should be 
afforded a sufficient amount of specialist service to enable him 
to maintain his efficiency. 

Only when the review referred to above has been completed 
and the permanent rates of remuneration are known can long- 
term contracts be offered. Boards have been instructed, how- 
ever, that subject to the needs of the Service, consideration 
should be given to the circumstances and preferences of the 
individual specialist in offering contracts, and that opportuni- 
ties to transfer from whole-time or part-time, or vice versa,' 
should so far as possible be given. 


Medical Advisory Committees 

63. The Committee considers that the present position regard- 
ing the establishment and recognition of medical advisory com- 
mittees at various levels leaves much to be desired. It is 
anxious that the members of hospital staffs should continue, 
as under the voluntary hospital system, to make an effective 
contribution to the organization of the hospital services. It 
feels that this can only be secured through the machinery of 
medical advisory committees, associated with the boards of 
governors and regional hospital boards and hospital manage- 
ment committees, freely elected by and representative of the 
medical staffs of the hospitals affected. It considers such com- 
mittees should have statutory recognition in the same way a? 
the local medical committee. 

Advisory Appointments Committees 

64. The Appointment of Specialists Regulations, vvhich 
require the appointment of practitioners to hospital specialist 
posts to be made by boards of governors and regional hospital 
boards on the advice of advisory committees, make no provi- 
sion for the representation of the medical staffs of the hospitals 
concerned upon these committees, and they have therefore no 
official voice in the appointment of their future colleagues. 

The Committee proposes that the Ministry should be urged 
to amend the regulations to provide that at least two of the 
medical members of these committees should be nominated 
from among the members of the senior medical staff of the 
hospital in vvhich the vacancy exists, and that the medical 
committee of the hospital should have an opportunity of sub- 
mitting its views upon the candidates for the appointment. It 
also proposes that the advisory committee should include a 
specialist or specialists nominated by an organization recog- 
nized by the board of governors or the regional hospital board 
as being representative of the branch of specialists concerned. 

Mileage 

65. The Committee considers that the mileage allowances 
payable to specialists are completely inadequate, and it has 
obtained from the AA and R.A.C. estimates of the cost of 
maintaining and running cars of varying horse-power over 
different annual mileages vvhich support this view. The Com- 
mittee is using these figures in pressing its claim with the 
Ministry that the allowances should be substantially increased. 

The Committee has recommended that where full-time 
salaried specialists are under a continuing liability to travel 
outside their main hospital in the course of their duties they 
should be entitled to claim mileage in respect of journeys from 
their homes to the hospitals, and that mileage should be paid 
to all whole-time officers for journeys from their homes to 
hospitals on emergency visits, and between hospitals. 

Superannuation 

66. The Committee has considered a number of matters 
affecting the. superannuation rights of consultants and 
specialists. 

Representations have been made to the Ministry that an 
option to remain outside the N.H.S. Superannuation Scheme 
and to receive the Government’s S% contribution towards the 
maintenance of approved insurance policies should be granted 
to specialists in the same way as to general practitioners. This 
option is of most value to the senior practitioner who, already 
heavily committed for life insurance, is unable to qualify for 
3 pension. 

Transferred officers had the option within the first three 
months of the Service to decide whether to retain the rights of 
superannuation schemes to which they were contributing before 
July 5 or to transfer to the N.H.S. scheme. Representation? 
have been made that this option should be extended until the 
practitioners concerned can consider the position adequately in 
the light of the permanent terms. 

The Minister has rejected both of these requests, and the 
Committee has decided to renew its representations. 

The Committee has also decided that the following points 
should be raised with the Ministry (a) that specialists practising 
in partnership should be entitled to have their superannuation 
contributions and benefits adjusted on the basis of their partner- 
ship shares, as in the case of general practitioners ; \b) that 
where the services of a specialist are retained beyond the ace of 
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65 he should be entitled to continue to make contributions to the 
superannuation fund, and to receive the additional benefits 
accruing therefrom ; and (c) that specialists who upon retire- 
ment are not entitled to any benefit under the Superannuation 
Regulations should receive the Government’s 8% contribution 
in addition to the return of their own contributions with interest. 

Hardship Caused by Interim Tcrnts 

67. In November last the Ministry announced that where it 
was clear, by reason of the seniority of a specialist performing 
eight or more sessions that his eventual remuneration would be 
substantially higher than the £1,600 laid down in the interim 
arrangements, and where meanwhile the temporary limitation 
invotved him in financial hardship, he might ask the Regional 
Hospital Board or Board of Governors for an increase in the 
interim payment. 

Representations were accordingly put forward that a similar 
concession should be made in the case of specialists of senior 
status who were performing less than eight sessions per week, 
but without success. 


It also proposes that appropriate machinery should be estab- 
lished to maintain adequate standards in the training and 
appointment of trainee specialists, and that this should be the 
Responsibility of the Regional Hospital Board. 

Fees for Medico-Legal ami Other Work 
73. There are a number of services carried out by specialists 
in connexion with their hospital duties which in the past have 
been regarded as being undertaken in a personal capacity, the 
fees being retained by the specialist. These include medico- 
legal work, the examination of intending immigrants and blind 
persons, special reports for outside bodies, and lectures to and 
examination of nurses. 

The view of the Committee is that the fees- for services of 
this nature should continue to be retained by the individual 
specialist irrespective of whether he is a whole-time or a part- 
time officer. The Ministry’s proposals on the subject are 
included in the proposed terms of service now published, and 
the matter will now receive further consideration by the 
Committee. 


Financial Position of Junior Hospital Staff 

68. Some months ago the attention of the Ministry was drawn 
to the acute financial hardships caused to registrars and junior 
house officers by reason of the deduction of superannuation 
and national Insurance contributions from salaries already 
grossly inadequate. The Ministry had stated that it hoped the 
j introduction of the permanent terms would not be long delayed 
and that for this reason it was anxious to avoid any temporary 
j adjustment. 

! In view of the extension of the interim period the Ministry 
, has again been urged to adjust the salaries of house officers 
piovisionalty and with retrospective effect to July 5, 1948, 
on the basis of the proposed new salary scales. It is regretted 
that despite repeated representations no action has yet been 
I taken by the Department to mitigate the financial hardship to 
the classes of practitioner referred to in this paragraph. 


Lectures to and Examination of Nurses 

69. With a view to securing a uniform scale of payment to 
specialists for undertaking lectures to and the examination of 
nursing staff, the Committee has recommended to the Joint Com- 
mittee that the following fees be accepted as a basis for negotia- 
tion with the Ministry : Each lecture, £3 3s. ; examinations, 
10s. fid. per candidate, with a reduction of 33% where no viva 
voce examination is required. 

Domiciliary Visits 

70. Repeated representations have been made to the Ministry 
for the abolition of the limitation upon payment for domiciliary 
visits, but the Ministry has consistently refused to waive the 
maximum quarterly payment, although it states that in com- 
paratively few cases has the maximum been exceeded. 

Pending the introduction of the permanent terms specialists 
are advised to keep a careful record of all domiciliary visits 
•which they make. 


Domiciliary Visits in Nursing-homes 

71. The domiciliary visiting arrangements do not extend to 
patients in private nursing-homes, except in the case of patients 
permanently resident in such homes — e,g., elderly infirm persons 
in a home for aged people. The services of an Emergency 
Obstetric Unit (including the services of a specialist) are, how- 
ever, available in a nursing-home as elsewhere. Having regard 
to the special position of maternity cases, where the patient often 
receives treatment in a nursing-home because of the unsuitability 
ot her home or the lack of hospital accommodation, the Com- 
mittee has recommended that domiciliary visits should be per- 
muted to patients in nursing-homes in emergency obstetric and 
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Candidates for Hospital Appointments 

74. Representations have been made to the Ministry that 
candidates attending for interview in connexion with hospital 
appointments should receive subsistence allowance in addition 
to their railway fares in cases where they arc necessarily 
detained away from their homes overnight. 

Supplementary Ophthalmic Service 

74n. Shortly after the introduction of the National Health 
Service the Ministry of Health, being perturbed at the total 
fees paid to practitioners participating in the Supplementary 
Ophthalmic Service, collected information from a number of 
local executive councils which led it to believe that the original 
estimate on which the fee of £1 11s. 6d. had been based — 
namely, an examination lasting on the average half an hour — 
was incorrect. 

The Ministry therefore proposed that there should be an 
immediate provisional reduction in the fee, to be followed by 
an impartial and comprehensive factual inquiry into the timing 
of ophthalmic examinations, in the fight of which the fee would 
again be reviewed. The Ministry was persuaded at discussions 
in December, 1948, that the first step should be to carry out the 
proposed inquiry. The preliminary arrangements for an inquiry 
broke down, and on these grounds the Ministry again proposed 
at a further meeting in February, 1949, that the fee should 
be reduced immediately, further steps to carry out a full and 
impartial inquiry being made as soon as practicable. 

The Ministry was again urged to take no action to modify 
the fee until the original estimate on which the fee had been 
based had been verified. On Feb, 14, however, the Minister 
announced that as from April 1 the fee would be provisionally 
reduced to £1 5s. on the basis of an average timing of 24 
minutes, with an assurance that if a subsequent investigation 
revealed that the reduction was not fully justified an appropri- 
ate adjustment would be made in the fee eventually fixed. 

The Ministry has now intimated that it has been able to 
make fresh arrangements for an- inquiry, and has invited the 
Association, jointly with the Faculty of Ophthalmologists, to 
nominate representatives to a working party in association with 
the statistician who will carry out the investigation. 

Throughout the discussions it has been maintained that a 
factual inquiry into the time actually taken by ophthalmic 
practitioners in the examination of thetr patients should precede 
any question of a reduction in the fee, and a protest was made 
to the Minister at the course adopted, particularly in view of 
the fact .that arrangements for such an inquiry were already in 
hand. Nevertheless, bearing in mind the assurance that the 
reduction is provisional, and that an appropriate adjustment 
will be made if the inquiry reveals the reduction not to be fully 
justified, the Council proposes to co-operate in the inquiry, and, 
with the concurrence of the Faculty, has nominated representa- 
tives to the working party. 

Central List of Ophthalmic Medical Practitioners 

The Executive Council Regulations, 1947, provide for the 
establishment of a committee to advise the Minister of Health 
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to the practitioners who have the “ prescribed qualifica- 
s ” entitling them to participate in the Supplementary 
ithalmic Service. 

Tie Minister has approved a committee of seven medical 
ctitioners nominated jointly by the Association and the 
ulty, and this committee has been housed in B.M.A. 

, <use, and its secretarial and clerical work has been under- 
'en by the Association’s staff. During the past eight months 
committee has dealt with the applications of well over 
10 practitioners. 

PRIVATE PRACTICE 

Examination of Recruits to the Territorial Army 
5. The Annual Representative Meeting (Min. 91) instructed 
Council to press for the retention or re-establishment of 
ilian medical boards for the examination of recruits for the 
rritorial Army. The Council had already urged the War 
r ice to adopt the procedure, but the Department, while agree- 
that this method would be preferable, held that it would be 
•oracticable to put it into effect. The Council thereupon 
ssed that the fee payable to individual practitioners for 
Tying out the examinations be increased from 5s. to 15s. 

■ case, and that the overriding maxima be abolished. The 
partment agreed to increase the fee to 10s. 6d., but was 
hilling to make any concession on the overriding maxima, 
e Council is not satisfied with the present position : the fees 
: totally inadequate in view of the nature of the examination 
piired, and there appears to be no practical difficulty in the 
y of arranging for the examination of the great majority of 
•ruits for the Territorial Army to be carried out by medical 
ards. 

These views have been communicated to the Department, 
lich has been urged to establish medical boards without delay, 
here for exceptional reasons it is impracticable for the recriiit 
be examined by a medical board the Council has urged 
it a fee of fl 11s. 6d. should be paid to the examining 
actitioner. 

Mileage Payments to Members of Medical Boards 

76. Discussions have taken place with. representatives of the 
inistries of Labour, Pensions, and National Insurance on the 
bject of the payment of mileage to members of medical 
lards. The Departments have for a long time resisted these 
lyments, claiming that the sessional fees have always been 
cognized as an inclusive payment. This view is not accepted 
r the Council. A more difficult circumstance to overcome, 
rwever, arises from the Ministries’ practice of “spreading” 
edical board work among members of the profession without 
gard to proximity to the boarding centre, and the Depart- 
ents now state that if mileage is to be introduced it will be 
icessary to “ prune ” the panels of medical board members. 
The Council recognizes this difficulty while still holding to the 
'rinciple that mileage should be paid. To meet the position it 
is suggested that there should be a mileage allowance limited 
>, say, fl. This it is felt would compensate the busy practi- 
oner, who, in general, would be within a reasonable distance 
f the boarding centre, without depriving his colleagues at a 
reater distance — to whom the time factor could not be of any 
ignificant importance — from sharing in the work. 

The Departments have now indicated that they are prepared 
a pay mileage allowance at the rate of is. a mile each way for 
very mile outside a radius of two miles, subject to a maximum 
if 20s. for each return journey and subject, also, to the pay- 
nent of a lower sessional fee where arrangements are made for 
ess than three cases to attend the boards. The proposals of 
he Departments have been accepted by the Council. 

Recruiting Medical Boards 

77. The Annual Representative Meeting referred to the 
Council a motion by Gateshead that, in view of the recent 
introduction of the Pulheems system of classification, a con- 
siderable reduction should be made in the number of candi- 
dates called for examination by recruiting medical boards. 

The Council ascertained from the Department that National 
Service medical boards are expected to examine 20 men or 15 


women during a 24-hour session. These numbers were tempor- 
arily reduced while the boards were gaining sufficient experi- 
ence in the new procedure, but it now appears that they can be 
dealt with without undue pressure during the prescribed session. 

The Council has decided that unless further complaints are 
received no action be taken to obtain a reduction in the numbers 
of candidates called for examinations by National Service 
medical boards. 

Future Designation of the General Practice Committee 

78. In the Council’s view it is desirable that the name of the 
General Practice Committee should be changed now that a 
General Medical Services Committee has been set up to deal 
with all questions affecting general practitioners under the 
National Health Service Acts. The Council proposes that the 
General Practice Committee should be renamed the Private 
Practice Committee and that it should consider questions iD 
the field of private practice not specifically referred to other 
committees. The proposed amendment to the Schedule to the 
By-laws to give effect to this change appears in Appendix Ik’ 
of this Report. 

Remuneration of Civilian Medical Practitioners Employed by 
Service Departments 

79. The War Office has agreed that the revised rates of 
remuneration payable to civilian practitioners engaged on 
whole- and part-time duties should be applied retrospectively 
to April 1, 1947. The Air Ministry has also revised the fees 
payable to civilian practitioners to bring them into line with 
those agreed with the War Office. 

The Council has stressed to the Air Ministry that the fee 
for the re-examination of regular and non-regular Air Force 
personnel for fitness to fly, where carried out by civilian practi- 
tioners on contract with the Department, should be increased 
from 9s. 6d. to £1 11s. 6d. The Department has now increased 
the fee to £1 Is. with mileage at the rate of Is. per mile beyond 
a radius of two miles, but the Council is continuing to press for 
a fee of £1 11s. 6d. 

Advisory Panels under the Disabled Persons (Employment) 
Act, 1944 

80. Following representations from the Council, the Ministry 
of Labour offered to increase the sessional remuneration of 
members of Advisory Panels established under the Disabled' 
Persons (Employment) Act, 1944, from £1 11s. 6d. per session 
to £2 5s. for sessions of 14 to 24 hours, and to introduce a 
reduced sessional fee of £1 10s. for sessions with a normal dura- 
tion of less than 14 hours. The Council informed the Ministry 
that the fee of £1 10s. should be restricted to sessions of not 
more than one hour, and that if the Ministry wished to hiake 
provision for sessions of 1 to 14 hours it should pay a fee of 
£1 I5s. therefor. The Department has now agreed to pay a fee 
of £1 15s.' for a session of less than 1+ hours, and has also 
agreed to pay a mileage allowance at the rate of Is. a-mile 
each way outside a radius of two miles, subject to a maximum 
allowance of 20s. for each return journey. 

Independent Referees of the Ministry of Labour 

81. Following negotiations with the Ministry of Labour the 
Department has increased the fee payable to independent referees 
for reports upon persons referred for examination with a view to 
determining fitness for a particular employment from 5s. in 
undisputed cases and 10s. 6d. in disputed cases to 12s. 6d. in 
either case, with effect from Aug. 1, 1948. 

It has also been agreed with the Ministry of National 
Insurance that a fee of 12s. 6d_, plus travelling expenses where 
indicated, should be paid for the completion of a similar form 
in cases where there is doubt as to the capability of a claimant 
to unemployment benefit and the claimant is referred to a 
medical referee for medical examination. 

-Remuneration of Medical Officers at Government Training 
Centres 

S2. After negotiations with the Ministry of Labour the 
following revised rates of remunerau'on have been agreed for 
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medical officers at Government Training Centres, including 
those at which rehabilitation units are established, with retro- 
spective effect to Jan. 1, 1948: 


Attendance up to J hour 

over I hour up to 1 hour 
over I hour up to 11 hours 
over 11 hours up to 2J hours 
over 24 hours up to 3 hours 


£1 Os. 
£1 10s. 
£1 15s. 
£2 5s. 
£2 15s. 


Allowances to Medical Witnesses in Criminal Cases 

83. The Home Secretary has issued new regulations amend- 
ing the maximum allowances payable to medical witnesses 
appearing to give evidence in criminal cases. The regulations 
embody the recommendations of the Departmental Committee 
and provide for a maximum allowance of £5 per day, subject to 
not more than half this sum being payable for an attendance of 
less than four hours unless the witness appears in more than 
one case on the same occasion. The regulations provide for 
the first time for the payment of a night allowance in cases 
where the witness is necessarily detained away from his home 
overnight. 

Experience has already shown that allowances are heing 
offered to medical witnesses which are considerably below 
the maximum laid down in the regulations. Further, no allow- 
ance is being paid where the practitioner giving evidence holds 
a full-time salaried appointment. The Council is discussing 
both questions with the Home Office. 

Doctor’s Signs on Cars 

S4. Further consideration has been given to the question of 
the use of a distinctive sign to indicate membership of the 
Association, and specimen badges have been inspected. The 
Council is advised that even if a special badge were used no 
official recognition could be given, and the Home Office would 
not instruct the police to give any preferential treatment to 
doctors displaying the badge. The Council is of the opinion 
that no action should be taken to encourage the use by members 
of the Association of a distinctive motor badge. 

Fees for First-aid Lectures 

85. The St. John Ambulance Association and the British Red 
Cross have increased the fee for lectures in first-aid given by 
members of the profession from £1 Is. to £1 11s. 6d. in accord- 
ance with the decision of the Representative Body in 1948. 
The fees for examinations have also been increased from £1 Is. 
per class of 20 to £1 Is. per class of 12, with an additional 
Is. 6d. for each candidate in excess of 12. The St. John 
Ambulance Association has also adopted the mileage rate of 
Is. per mile (each way) beyond two miles. 
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Police Surgeons 

86. Tire contracts of certain Metropolitan divisional police 
surgeons who did not enter the National Health Service were 
terminated at the appointed day on the ground that they would 
be unable to undertake the treatment of police officers. 

A strong protest was addressed to the Home Office on the 
subject of this discrimination against practitioners remaining in 
private practice, and a question has also been raised in the 
House of Commons. The attitude of the Department was that 
in future the title of divisional surgeon would be an honorary 
one attaching to those practitioners who indicated that they 
were prepared to accept police officers as patients under the 
National Health Service and who were also prepared to carry 
out “station calls" at the request of the police. It has been 
pointed out to the Department, however, that it is no longer 
the duty of the police surgeon to render treatment, and that 
there is no justification for debarring those practitioners xvho 
have hitherto efficiently undertaken sen-ices required by the 
ro)icc authority from continuing to do so merely on the ground 
that they arc not eligible to treat police officers as public, 
patients. 

The matter has been vigorously pursued with the Depart- 
mcm and it is understood that the practitioners concerned will 
'I , trom having their names included in the lists 

t- doctors maintained at police stations in the 
Metropolitan area. 


Life Insurance Examinations — Sopplcmenfarj- Reports 

. 87. Agreement was reached with the Life Offices Association 
some time ago that the fees payable for life insurance examina- 
tions should be £1 Us. 6d. where the standard form of repon 
was required and 10s. 6d. .where the report was on the short 
form normally used for policies of less than £300. A number 
of practitioners subsequently sought guidance as to the fee.il , 
any, which should be payable for additional reports which ' 
some companies required from time to time to supplement the 
information contained in the original report. 

After discussions with the Life Offices Association the Council 
has agreed that, except where the additional information is 
required in consequence of an omission in the original report 
or to elucidate statements made therein, a fee shall be payable 
in such cases, the amount to be left for arrangement between 
the practitioner and the company on the understanding that no 
“ token ” fee shall be offered and that normally the fee shall be 
not less than 10s. 6d. 

National Coal Board 

§8. The National Coal Board has been asked to recogniie 
the Association as the representative body xvith xvhom it should 
discuss the salaries and conditions of service of the medical 
officers in its service. The Board has now given an undertaking 
that as a general principle it is prepared to consult the Associa- 
tion on the matters referred to and that the Association can, if 
it at any time desires to make representations on the salaries 
and conditions of service of the Board’s medical officers, 
approach representatives of the Board on such matters. The 
Board has asked for comments on suggested scales for its 
medical officers, and this question is under consideration by 
the Council. 

» 

Examination of Candidates for Civil Sen-ice Appointments 

89. Since the inception of the Treasury Medical Sendee the 
Council has urged the Treasury to raise the fee for this examina- 
tion from £1 Is. to £1 11s. 6d. (the fee for a full life insurance 
examination). The Treasury agreed to increase the fee to 25s.. 
and the Council has decided to accept this fee for a trial period 
of one year. 

Examination of Candidates [or Appointment under Regional 
Boards, Local Executive Councils, etc. 

90. The Ministry of Health has been urged to standardize 
the fee for the examination of candidates for employment with 
regional hospital boards and executive councils. The Depart- 
ment stated that although no medical examination is required 
for such appointments under the Superannuation Regulations, 
the Minister considered it desirable that such an examination 
should be made a condition of permanent appointment. 

The certificate which the examining doctor is asked to com- 
plete is that the candidate is “ free from any physical defect or 
disease xvhich now impairs his capacity satisfactorily to under- 
take, the duties of the post for which he is a candidate." The 
Council considers the fee of one guinea to be appropriate for 
an examination and report in the form described. 

Medical Officers to Public Schools and Private Boarding Schools 

91. In the large majority of cases public schools and private 
boarding schools have made arrangements for the treatment of 
scholars under the National Health Service, the scholars being 
placed on the public list of the school medical officer. Th c 
duties of these practitioners normally include services which 
are outside the range of service under the National Health 
Service — e.g., the examination of scholars and the giving of 
advice on school hygiene, etc. — and for xvhich the practitioner 
is not debarred from receiving a fee. The Council recommend' 
that the remuneration for such duties should be not less than 
£1 Is. per scholar per annum. 

Medical Officers to Approved Schools 

92. The Council has discussed with the Home Office the 
remuneration of medical officers of approved schools. 

Apart from actual medical treatment covered by capitation 
payments under the National Health Service, the work include' 
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scientific age there is 
much about epilepsy 
that remains a mystery; 
but in 1938 an important 
. advance was made by the discovery of ‘Epanutin,’ a drug that 
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a visit to the school at least once a week, examination of every 
pupil on admission and discharge, the quarterly inspection of 
the whole school, and the general supervision of the health of 
the pupils. The Department has suggested that in computing 
the salary for the quarter the number of pupils should be con- 
sidered as being the nearest ten above, the average number of 
the school register for that quarter, and should provisionally 
be at the rate of 15s. per annum per pupil for the first 100 
pupils, 13s. per pupil for the second 100 pupils, and 9s. per 
pupil for the third 100. with a minimum salary of £30 per 
annum for 40 pupils or less. 

This mode of computing the salary would make for con- 
venience in meeting the considerable fluctuation that some- 
times occurs in the number of pupils on the school register. 
In addition the medical officers to the approved schools would 
receive the capitation fees under the National Health Service 
Act and the fees for notifying the immunization of pupils 
against diphtheria. The Council regards this arrangement as 
satisfactory. 

Locums for Representatives at Meetings 

93. The Annual Representative Meeting (Minute 1991 sug- 
gested that through the columns of the Journal or in other ways 
members of the Association should be invited to volunteer to 
do part of the professional work of representatives during 
BALA. meetings. The Council has given publicity in the 
Journal to this most useful suggestion. 

Dr. J. W. Bone 

94. The Council placed on record its great appreciation of 
the services of Dr. J. W. Bone, who as a member. Chairman, 
and latterly as Treasurer of the Association, served on the 
Medico-Political and General Practice Committees for a total 
of more than twenty-five years. 

Doctors’ Cars 

95. The Council has considered Minutes 62 and 86 of the 
A.R.M., 1948: 

62. Proposed by Buckinghamshire: That, in view of the diffi- 
culty of transport experienced by doctors, priorities for cars be 
given to those who apply to, and satisfy, their Executive Councils 
as to their need. 

Resolved : That this matter be referred to the Council. 

86. Resolved : That this meeting is not satisfied that there is 
any improvement in the position in regard to the obtaining of 
doctors’ cars, and urges the Council to secure definite priority, with 
specific preference to doctors with a high annual mileage ; and to 
advise the profession from tune to time what makes and models 
of new cars are available for the home market. 

The Council is satisfied that members of the profession 
receive a measure of priority, in securing new' cars and that 
everything possible is being done by the Association not only 
to remind motor manufacturers of their obligations in this 
matter but also to assist individual practitioners. Recently, as 
a result of co-operation by the Ministries of Health and Supply, 
an attempt has been made by the trade to reduce the accumula- 
tion of orders outstanding for considerable periods. It is hoped, 
by this means, to make more effective the normal procedure 
for allocation priority. Responsibility for giving preferential 
delivery to doctors, has been accepted by the motor manu- 
facturers in cases where a practitioner has difficulty in fulfilling 
his professional commitments for lack of reliable transport. 
The role of the Association through its central or local 
machinery is to appeal and advise on the grounds of urgency 
of professional need ; it cannot, of course, express an opinion 
as to the condition of doctors’ old cars. 

The Council does not consider it practicable to advise mem- 
bers regarding the models most readily available, as the situa- 
tion changes from time to time, and it feels that any such action 
would not be supported by the manufacturers. 


OCCUPATIONAL HEALTH 
Duties of and Ethical Rules for Industrial Medical Officers 

96. The Representative Body in 1937 approved a statement 
of the Duties of and Ethical Rules for Industrial Medical 


Officers. The Council has reviewed this statement in the light 
of experience, and now submits, in Appendix 11, a revised state- 
ment for approval. In Appendix ITI the existing version is given 
for comparison. . 

Recommendation : That the revised statement of the Duties 
of and Ethical Rules for Industrial Medical Officers be 
approved. 

Occupational Health Service 

97. The Council understands that certain Government Depart- 
ments are now investigating the question of a comprehensive 
Occupational Health Service, and it is therefore preparing for 
approval by the Representative Body an interim report on this 
Subject in which proposals will be made as to the broad frame- 
work of such a service. 


National Dock Labour Board 

98. The National Dock Labour Board has established a 
medical service at the Avonmouth Docks, and two medical 
officers employed by the Bristol Corporation have been allowed 
by the Corporation to make a personal contract with the Board 
to act as medical officers to the Docks while continuing to carry 
out the same work as they performed in the past as whole-time 
public health medical officers. The Council represented to the 
National Dock Labour Board that these appointments should 
be advertised in the medical press, but the Board did not accept 
this suggestion. 

The Council had understood that the service would be con- 
fined to a first-aid and accident service for dock-workers, but 
it now appears that it is not so restricted and that it is available 
to other persons in the area of the Docks. The Council is con- 
cerned about the possibilities of encroachment on the work of 
local practitioners, and has decided to refuse publication of 
any future advertisement of medical appointments under the 
National Dock Labour Board unless a satisfactory assurance is 
received as to the scope of the work to be undertaken. The 
Council is opposed in principle to public health medical officers 
being allowed to undertake such extraneous duties, and is con- 
sidering what further action can be taken in the matter. 


The National Insurance (Industrial Injuries) Act, 1946 

99. The Council has considered the provisions of this Act in 
the light of an exposition of the Act kindly given by .the Chief 
Medical Officer to the Ministry of National Insurance. The 
Act has replaced the Workmen’s Compensation Act and has 
altered the whole approach to the subject of compensation for 
industrial injury. Compensation is assessed on the basis of loss 
of faculty, not loss of earnings ; and to a large extent the pro- 
vision of injury’ and disablement benefits by the State as a social 
service is likely to remove the subject from the arena of litiga- 
tion, although an injured workman may still sue his employers 
at common law if he can prove negligence. 

A workman totally incapacitated by an industrial accident or 
a prescribed industrial disease receives injury benefit at the rate 
Of 45s. a week for a maximum period of 26 weeks. This rate 
is much higher than that of the ordinary sickness benefit pro- 
vided under the National Insurance Act. If at the end of 26 
weeks there is any residual permanent disablement the case is 
referred to a medical board for assessment for pension, the loss 
of faculty being assessed on a percentage basis. 

The iniflal diagnosis in cases of suggested prescribed industrial 
disease is obtained by referring the claimant for examination by 
an examining medical practitioner, and the Appointed Factory 
Doctors have been invited to undertake this work. The medical 
board consists of not less than two doctors engaged in active 
practice. There is a right of appeal from the findings of the 
board to a medical appeal tribunal composed of an eminent 
lawyer as chairman and two medical members of consultant 
tank. The tribunal is the final arbiter. The pneumoconiosis 
problem is dealt with separately by means of boarding panels 
of whole-time medical officers. 

The Council is considering certain problems connected with 
the diagnosis of industrial dermatitis, and hopes to have an 
tarly opportunity of discussing these problems with the 
Ministry of National Insurance. 
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Cabinet Committee on Industrial Productivity 

100. At the Annual Meeting of the Association in 1948 
Sir George Schuster, Chairman of the Panel on Human Factors 
of the Cabinet Committee on Industrial Productivity, was the 
principal speaker at the first meeting of the Section of Occupa- 
tional Health. He opened a discussion on the contribution that 
the medical profession can make to industrial productivity 
through human relations. He appealed for the help of the 
profession in the work of his Panel and seemed anxious to make 
contact with industrial medical officers. 

Problems of mutual interest have been discussed with 
Sir George Schuster and members of his Panel, and the Council 
hopes that opportunities of fruitful co-operation will be found. 

Joint Councils on Industrial Medicine 

101. One of the developments in the field of Occupational 
Health is the establishment in various parts of the country of 
Joint Councils on Industrial Medicine. At the present time there 
are seven such Councils in existence and in four other areas the 
establishment of Joint Councils is under consideration. These 
Councils, which are advisory in character, consist of representa- 
tives of employers, employees, and the medical profession. 
They aim to discuss problems of common interest associated 
with industrial health, and experience has shown that their 
deliberations have tended to promote a better understanding 
between all concerned. 

As a result of an approach to the Trades Union Congress, 
the General Council of that body has approved -in principle the 
establishment of Joint Councils, subject to discussion of their 
precise functions and organization. The suppoit of the British 
Employers Confederation in the establishment of Joint Councils 
is now being sought. 

Prescribing by Industrial Medical Officers 

102. In certain areas where the majority of the doctors are 
part-time medical officers to local factories it has been found 
that during the sessions at the factories the medical officer has 
been asked to see another doctor’s patient, who obviously 
should go home and would benefit from a prescription being 
given that day. It has been suggested that the industrial medical 
officer should prescribe for such a patient and write a brief note 
to the patient’s doctor, to be handed to him when he visits the 
next day. The Council has examined this suggestion and con- 
siders that it is undesirable that industrial medical officers 
should prescribe in these circumstances. 

Nurses in Industry 

103. The Council is considering the training of nurses for 
industry and the problem of effecting economies in the use of 
State-registered nurses in this field. It believes that wider use, 
under supervision, of enrolled nurses and specially trained first- 
aid attendants could reduce the claims of industry for State- 
registered nurses without lowering the standards of service. 

NURSING 

104. The Council has considered certain proposals for nursing 
legislation submitted by the Ministry of Health. It found some 
of these proposals unacceptable, and its constructive criticisms 
were communicated to the Ministry and were discussed with 
representatives of the Ministry at a conference held in October, 
194S. 

Revised proposals were later submitted for comment, and the 
Council again suggested a number of amendments. The pro- 
posals are confidential and cannot be disclosed at present. It 
is understood, however, that they will be incorporated in a 
Bill which will shortly be presented to Parliament, and the 
Council hopes to be able to make a further statement on the 
subject in its Supplementary Report. 

PUBLIC HEALTH 
Salaries in the Public Health Service 

105. The recommendations for permanent scales of remu- 
neration for whole-time medical officers in the public health 


service were forwarded to the Ministry of Health and the 
Department of Health for Scotland in July, 1948, and were 
passed to the associations of local authorities. It was anti- 
cipated that discussions would begin in the autumn and be a 
part of the general negotiations on remuneration under Whitley 
machinery. Owing to the unwillingness of the associations of 
local authorities to participate in any negotiations under the 
machinery recommended by the Government, a prolonged 
delay resulted. In January’ the Council felt it had become 
necessary to inform the Ministry and the Department of Health 
for Scotland of the great dissatisfaction and disappointment 
of the profession regarding the position, and the Council 
accordingly decided 

(a) That the Ministry be informed of the serious unrest and 
dissatisfaction among members of the public health service 
occasioned by the continued delay in the opening of negotiations 
on new scales and conditions of service. 

( b ) That the Ministry be informed that if negotiations througl 
approved Whitley machinery have not begun by Feb. 28, 1949 
advertisements from local authorities will not be accepted by tin 
British Medical Journal unless the salaries offered are in conformil' 
with the Association’s own proposals for new scales. 

(c) That negotiations be conducted on a national basis covetin' 
England, Wales, and Scotland. 

The Council hoped that there would be no further post 
ponement of the negotiations, but as by the end of Februar; 
it became clear that co-operation front the local authority 
associations was unlikely the Council decided to take action 
in conformity with para (b) above. The Council desires to 
acknowledge the co-operation of the Lancet , the Medical 
Officer, Public Health , and Medical World in this matter. 


Fees Payable by Local Authorities for Part-time Work 

106. The scales of remuneration for sessional and part-time 
work undertaken by specialists and general practitioners for 
local authorities reported in the last Annual Report have been 
generally accepted. It was evident, however, that certain fees, 
such 'as remuneration of medical officers in charge of homes 
of varying types, police surgeons’ fees, fees for medical officers 
to fire brigades, fees for certain certificates, etc., were not fully 
covered. The Council has given consideration to this problem, 
and its recommendations have been forwarded to the associa- 
tions of local authorities. It is hoped that negotiations will 
begin at once. 

Equal Pay — Consolidation of Salaries and Bonus 

107. During the last year a large number of authorities have 
consolidated salaries and bonus and have accepted the Associa- 
tion’s policy of equal remuneration for medical men and 
women. It was known, however, that in certain authorities 
there was still inequality and especially in those authorities 
where no consolidation had taken place and where unequal 
bonus continued to be paid. The Council decided to decline 
to publish in the British Medical Journal advertisements from 
local authorities in England, Wales, and Scotland who do not 
pay an equal bonus to men and women medical officers. 

, The result has been that in practically all areas equality of 
remuneration has now been gained. 

Midwives Act — Fees for Attendances and Post-natal 
Examinations 

108. The Council has made representations to the Ministry 
with a view to extending to three months the period during 
which claims under the Midwives Act may be submitted by 
practitioners. 

Milk 

109. The Council has made representations regarding the 
Milk (Special Designations) Bill, 1949. Representatives of 
'the Public Health Committee gave evidence before the Parlia- 
mentary Medical Group and presented certain amendments 
which it is hoped will be incorporated in the Bill during the 
Committee stage. 

Consideration has been given to the Milk and Dairies Regu- 
lations, 1949. 
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The Council has invited the National Veterinary Medical 
Association to participate in a joint committee with the follow- 
ing terms of reference : 

That before the following A.R.M. resolution on milk is sent 
to the Ministries a copy be sent to the National Veterinary Associa- 
tion, and also a copy of the following A.R.M. resolution on foods 
of animal origin, together with a proposal that a joint committee 
of the B.M.A. and the National Veterinary' Association, with equal 
representation, be appointed to consider and report, and formulate 
representations for transmission to Government departments, on 
the problem of providing safe milk of high quality for the com- 
munity and the supervision of production and distribution of other 
foods of animal origin. 

A.R.M. Resolutions referred to 
146. “ That this Meeting is dissatisfied with the present position 
in the production and distribution of milk and requests the 
Ministries of Food, Agriculture, and Health to consult with a 
Committee of the Association in order that safe milk of high 
quality be provided for the community and that the matter be 
treated with the utmost urgency .” 

14S. “ That this Meeting is not satisfied with the present super- 
vision of production or distribution of foods of animal origin and 
asks the Council of the Association to approach the National 
Veterinary Association in order that a Joint Committee of the 
two bodies may investigate the matter and report to the proper 
authorities.” 

The joint committee is now at work and is discussing ways 
n which the policy of both Associations on “ safe milk ” can 
?e implemented. 

Children Act, 1948 

110. Representations on the Children Bill which were made 
ay Council, the main objects of which were- to secure the 
idequate supervision by local authorities of all homes and 
nstitutions where deprived children are maintained, and the 
lealth and welfare of such children, have resulted in certain 
minor amendments in the Bill, which has now passed into law. 

Civil Defence Act 

111. The main objections raised by Council have been met 
ay amendments to the Bill, which has now received the 
Royal Assent. 

Report on Working Party on Midwives 

112. This report, which is of wide interest to all branches 
of the profession, is now under consideration "by the Council. 

“ BRITISH MEDICAL JOURNAL ” 

113. In the autumn of 1948 the circulation of the British 
Medical Journal reached for the first time the figure of 70,000. 
This was not due to a sudden increase, as the circulation has 
increased steadily each year since 1939. But the circulation 
has now reached a level which imposes a severe strain on - the 
present mechanism of production and on the capacity of the 
lourna! to include between its covers enough printed matter 
to keep the medical profession fully informed of the multi- 
farious activities which concern it. The quantity of paper 
which the Journal is allowed to use is fixed, and out. of this 
fixed quantity the increase in the circulation has to be met. 
The demand from Branches and Divisions, supported by the 
Council of the B.M.A., that more space should be given in 
the Supplement to medico-political information could not have 
come at a more inopportune time, when space had to shrink 
to allow for a circulation nearly double what it was in 1939. 
Nevertheless space was found at the expense of other sections 
of the Journal, and an attempt was also made to make the 
Supplement more attractive. The increase in the number of 
advertisements for posts and vacancies in the National Health 
Service has presented those responsible for the conduct of the 
Journal with still another problem, the solution to which can 
be found only in a larger allocation of paper from those who 
control the distribution of this commodity. 

With the circulation of the Journal at its present size it is 
also becoming more and more difficult to produce it fast 
enough for distribution on time to members and subscribers. 
The Council has therefore decided that as soon as it can be 
arranged the Journal should, as before the war, be printed on 


rotary machines, and not, as at present, on fiat-bed machines, a 
method of printing that had through force of circumstances to 
be adopted in 1941. When this decision is implemented the rate 
of printing will be speeded up tenfold, and it will also be 
possible to have the Supplement stitched separately from the 
rest of the Journal. 

Difficulties of production, shortage of paper, and mounting 
costs have been uppermost in the minds of those responsible 
for the Journal and the other twelve publications issued by 
the B.M.A. With one or two exceptions, there is no longer 
any delay in the publication of the ten quarterly journals. 
The cost of production, again owing to a steady increase of 
the prices of commodities and services, has, however, caused 
the Publishing Subcommittee some concern, and the Council 
has decided to increase the annual subscription of each quarterly 
journal to 30s., the present subscription having remained un- 
changed since 1926. 

The two monthly journals Abstracts of World Medicine and 
Abstracts of World Surgery, Obstetrics and Gynaecology con- 
tinue to provide the medical profession with a wide but selective 
survey of the world’s medical literature, and the periodicals 
received for this service exceed in number that of any other 
medical institution in Britain. 


FINANCE 

114. The year which ended on Dec. 31 last has been one of 
heavy expenditure, and for the first time for 20 years the 
income and expenditure account shows a deficit on the year's 
working. A large proportion of this expenditure is attributable 
to the action taken by the Association prior to the introduction 
of the National Health Service Act. This expenditure is non- 
recurring, but the cost of new and important services provided 
for our members will have to be faced in 1949 and the succeed- 
ing years, and unless the income from subscriptions is increased 
further deficits must be anticipated. 

For the purpose of the balance-sheet the assets of the Asso- 
ciation have been depreciated at the generous scale followed in 
past years. 

The investments held as a backing for the Reserves stood 
at a market value of £174,446 on Dec. 31, 1948. This figure 
does not include the shares of Scholastic, Clerical, and Medical 
Association now in voluntary liquidation. These shares, which 
were purchased at a little over £10 each, are expected to realize 
a substantial profit when the liquidation is completed. 

Cheques drawn in the last weeks of the year but not pre- 
sented for payment amounted to over £14,000, but the bank 
account was not overdrawn, and consequently no liability for 
interest was earned. The accounts were subsequently met by 
the membership subscriptions collected in the first weeks of 
1949. 

Apart from the liability for income tax and the provision for 
Depreciation and Loss of Subscriptions, the published accounts 
for the year show that a sum exceeding £17S,000 has been spent 
on maintaining and improving the services given by the Asso- 
ciation to its members. 

On Grants to Home and Overseas Branches, and direct 
expenditure on the periphery, including the establishment 
costs of Regional Offices, the Association spent £32.295 during 
the year. The cost of holding meetings of the Representative 
Body, the Council, and Committees amounted to £21,000. On 
General Expenses, to which are added the cost of the Empire 
Medical Advisory Bureau, the Medical Practices Advisory 
Bureau, and the Film Library, the Association spent £24231. 
These services must necessarily lead to a substantial increase 
in the annual expenditure of the Association. 

In addition to the cost of new books, the sum of £4.500 was 
spent on the Library- The balance of the year's expenditure 
included the cost of the Central Staff (£60,887), the Miscel- 
laneous Printings, Stationery, and Postages (£16296), which 
were much heavier than usual because of the circularization 
of the whole of the profession and the plebiscite undertaken 
prior to the introduction of the National Health Service Act. 
and the cost of maintaining the premises at Tavistock Square 
(£18,739). 

As regards the income of the Association the membership 1 
at the close of 1948 reached a new record of 60218, and the 
revenue from subscriptions increased to £145.000. 
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The interest realized on investments was greater during the 
year, but this was offset to some extent by a diminution in the 
rental income and in the dividend paid by the British Medical 
Bureau. In total, however, the income of the Association for 
the year was £171,847, as compared with £166,556 in the pre- 
ceding year. 

The Journal Account again shows a substantial increase in 
the revenue from Advertising and Publishing. Although the 
cost of production was considerably greater than the previous 
year the amount transferred to the Income and Expenditure 
Account was over £26,000. 

The financial position of the Office Staff Superannuation 
Fund is sound, the market value of investments at Dec. 31, 
1948, standing at nearly £60,000. The quinquennial valuation 
of the Fund will be carried out by the Actuary at the close of 
the present year. 

Prizes have been awarded by the Funds for which the Council 
acts as Trustee. It is anticipated that the Investment Income 
of these Funds will be sufficient to meet the cost of the awards 
to be made during the coming year. 

Subscriptions and donations to the Medical Charities have 
been maintained, and substantial allocations have been made 
to the Benevolent Funds. 

It was decided to use the balance standing to the credit of 
the Central Contingency Fund to meet the major part of the 
cost of the administrative expenses of the Independent Fund. 


Membership Subscription 

116. The Annual Representative Meeting in July, 1947, 
passed the following resolution : 

“ That this meeting is of the opinion that the time has non 
arrived when an increase in present subscription rates should bt 
considered.” 

The Council on consideration of the financial position of the 
Association as disclosed by the accounts for the year 1947 
decided not to recommend an increase in the membership sub- 
scription, but undertook to consider the matter each year. 

The question has again been reviewed by the Council in the 
light of the financial position of the Association as shown by 
the Annual Financial Statement for the past year. The Council 
is convinced that the time has come when it is necessary to 
increase the subscription of members of the Association. The 
Council proposes that the subscription of ordinary members 
at home should be increased from three to four guineas, with 
proportionate increases in the case of certain of the special 
groups of members. The Council anticipates that the addi- 
tional revenue realized from subscriptions will meet the increase 
in the annual expenditure. If the A.R.M. approves this recom- 
mendation the Council will raise the non-members’ subscrip- 
tion to the British Medical Journal from three to four guineas 
per annum. 

The Council recommends — 


Estimate of Receipts and Expenditure for the Year 1949 

115. The following estimate of the probable income and 
expenditure for the current year is based on the accounts for 
1948. Allowance has been made for probable reductions and 
for non-recurring items, and provision for new expenditure on 
activities which have already been approved by the Council. 

Receipts 

Subscriptions . . 

Investments and R< 

Sundries 


Expenditure 

'"cntral Meeting 
Expenses 
eneral Expenses 
remises 

pp/MttOfi Grants, 
Btcgional Offices, etc. 
rurary Expenses 
entrai Staff . . 
rintings, Static 
and Postage . , 
lerk of Works 
Architects’ Fees 
txation 
0 vision for loss on 
Colonial Subscriptions 
otision for loss on 
Arrears of Subscrip- 
tions . . 
epreciation and 
Amortization 


iss Grant towards cost 
of Central Medical 
War Committee 
(£7,000) and Ba\. 
a n c c transferred 
from Journal 
Summary Account 
(£21,469) .. 


2S.469 
£179,563 
Estimated deficit for 1949 


ms 

Actual 

£ 

. 145,035 
. 26,713 
100 

£ 

2,965 increase 
2,713 decrease 

1949 

Estimated 

£ 

148,000 

24,000 

100 

£171,848 


£172,100 

1948 

Actual 

£ 

£ 

1949 

Estimated 

£ 

20,839 
. 24,232 
. 18,740 

3,139 decrease 
6,768 increase 

760 increase 

17,700 

31,000 

19,500 

. 32,296 
4,508 
. 60,887 

2,296 decrease 

242 increase 

2,813 increase 

30,000 

4,750 

63,700 

’ 16,296 

1 

2,596 decrease 

13,700 

448 

11,710 

252 increase 

10 decrease 

700 

11,700 

; 1,500 

i 

1 

1,500 

3,000 


3,000 

13,576 

1 76 decrease 

13,500 

£208,032 


£210,750 


27,728 

£183,022 

10,922 


£172,100 


Recommendation : That as from Jan. 1, 1950, the member- 
ship subscription rates be as follows : 


Members Resident in Great Britain and 


Northern Ireland 


Ordinary subscription 

Not less than 40 years' membership 

Retired from practice with not less than 

10 years' membership 

Whole-time non-professorial member of 
teaching staff of a University or Medi- 
cal School 

Engaged whole-time in investigation of 
scientific problems as distinguished 
from routine laboratory work 
Newly qualified practitioner elected with- 
in two years of registration 


Husband and wife residing together . , 

Members resident outside Great Britain 
or Northern Ireland 

Service members, wherever resident 


£4 4 0 per annum 
£2 2 0 per annum 
(no change) 

£2 2 0 per annum 
(no clitmge) 


£2 12 6 per annum 


£2 12 6 per annum 

£2 2 0 per annum 
(for period of four years 
following registration) 

£5 5 0 per annum 

jointly 

£111 6 per annum 
(no change) 

£2 12 6 per annum 


The necessary amendment to By-law 16 consequent on the 
above recommendation is set out in Appendix IV to this report. 


BUILDING 

117, Considerable progress has been made during the past 
year with the repair and decoration of the Association's House. 
With the exception of the south wing, all the damage to the 
building by enemy action has been made good. 

The Association has been successful in obtaining permission 
to complete the south wing, and in November last a licence 
was obtained for the carrying out of the first stage of the work, 
which includes the repair of the war damage and the comple- 
tion of the structural work to roof level. It is estimated that 
this work will cost approximately £28,000. 

A licence to cover the internal structural work will be applied 
for before the first stage is completed in order to ensure con- 
tinuity of operations. The cost of this work is estimated at 
£34,500, making a total of £62,500 in all. Of this sum £16,000 
will be recoverable from the War Damage Commission. 

It is anticipated the south wing will be ready for occupation 
by September, 1950, providing no serious delays are made 
through prolonged frosts or shortage of materials. 

A licence was also obtained for the reconditioning of the 
basement garage under the north wing, which is now in opera- 
tion and provides free parking facilities for members visiting 
B.M.A. House, together with a valeting and light repair service 
at approved charges. Messrs. G. J. Shaffer, Ltd., who have 
been appointed to manage the garage, have installed at their 
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own expense equipment which includes petrol pumps and a 
greasing and oiling pit 

With the surrender by the Ministry of Works in December 
last of the accommodation held by them under requisition on 
the ground floor, Tavistock House South, there now remains 
only one suite of offices under requisition. This comprises 
practically the whole of the third floor, Tavistock House North, 
and every effort is being made to obtain its early return to the 
Association. When this accommodation is freed it has been 
decided it will, in the first instance, be made available to the 
Editor for reorganization of his departments. 

The Council has approved a number of minor alterations and 
repairs to the Scottish House. The Scottish Committee, how- 
ever, has been asked to prepare a comprehensive scheme of 
alterations which will improve the present office accommoda- 
tion and amenities for the members using the Scottish House. 

The Council has under consideration the lighting of the 
Garden Court Wing, and plans for the improvement of the 
common room and members’ lounge facilities in B.M.A. House 
have been' reviewed during the past year. For the convenience 
of members attending conferences, committees, and other 
meetings, a bar has been installed in the’ common room. 

MEDICAL ETHICS 

Ethical Problems Arising Out of the National Health Service 

118. The Council has considered a number of ethical prob- 
lems which have arisen since the introduction of the National 
Health Sendee. A point of some importance on the question 
of professional secrecy was raised in connexion with the many 
forms which have to be completed by members of the profes- 
sion who are rendering sendee under the Act. The Council 
has reiterated its long-considered view that professional informa- 
tion, including that given on various forms and questionaries. 
should not be divulged by practitioners without the consent of 
the patient 

The opinion of the Council has been sought about the steps 
which might be taken when local -rumour or the report of an 
executive council has caused an inaccurate statement regarding 
a doctor’s practice Or retirement to be published in the local 
press. The Council has advised against any publication of a 
correction and has recommended the circularization, under 
cover, of the facts to the patients of the practitioner. 

The Council has expressed the opinion that while the posi- 
tion in law appears to be that a practitioner suitably qualified 
may enter his name on two or more lists under the National 
Health Service — for example, as a general practitioner, an 
optician, or a pharmacist — this possibility is to be deplored 
on the grounds that it is beneath the dignity' of the profession 
so to act and may promote unethical practices ; also, that it is 
undesirable for a medical practitioner to have his consulting- 
rooms in premises occupied by a ’chemist or optician or for a 
chemist or optician to have his shop in premises occupied by 
a medical practitioner. 

The Council has reviewed the arrangements made by certain 
industrial firms for the ophthalmic examination of their 
employees and has expressed disapproval of any arrangements 
which do not safeguard the general practitioner’s recognized 
custom of referring his patients to the specialist of his own 
choice. The Council regards as particularly undesirable 
arrangements which tend to operate to the exclusion of other 
ophthalmic practitioners in the area. 

Entries in Telephone Directories 

1 19. The Council has examined the general question of entries 
in telephone directories which relate to medical practitioners 
and has raised no objection to the inclusion of medical practi- 
tioners’ names under the heading of “ Physicians and Surgeons " 
in the Classified (Trades and Professions) Directory’. The Coun- 
cil has, however, expressed the opinion that it is undesirable 
for the specialties of medical practitioners to be published in 
telephone directories. 

Rules of Procedure Governing Ethical Matters: Rules for 
Medical Inspectors 

120. The Rules of Divisions and Branches governing pro- 
cedure in ethical matters were adopted in 1919 and a revision 
of these Rules has become necessary so as to bring them up to 


date in the fight of existing conditions. The Ethical Rules for 
medical inspectors also need revision. The Council hopes to 
deal further with these matters in its Supplementary Report. 

The Medical Practitioners’ Handbook 
J2L Before the war the Association published a Medical 
Practitioners’ Handbook. This was of particular value to 
recently qualified practitioners, as it contained much useful 
information on the practical aspects of medical work. The 
Council has decided to prepare a new edition of this Hand- 
book. but pending its publication it is proposed to prepare a 
short pamphlet on medical ethics for issue to newly qualified 
practitioners. 

Dr. N. E. Waterfield 

122. The Council has placed on record its appreciation of the 
valuable service rendered to the Association by Dr. N, E. 
Waterfield as chairman of the Central Ethical Committee for 
the period 1936-48. 


CORONERS' ACTS 

123. The Council has given further consideration to certain 
recommendations contained in the Report submitted to the 
A.R.M. in 1948 on the working of the Coroners’ Acts. 

Mortuary Accommodation and Pathological Facilities 
Paragraph I IS of the Annual Repprt of Council, 1947-8, 
relating to mortuary accommodation and pathological facilities, 
contained the following clause : 

(iv) That mortuaries be established at central points in each 
Coroner’s jurisdiction, under the control of the Local Health 
Authority, equipped with refrigeration and a separate viewing- 
room for relatives, the post-mortem rooms being furnished with 
good lighting, healing, and an ample supply of running water, and 
with facilities for histological examinations and the proper collec- 
tion of specimens for toxicological examinations; that the assis- 
tance of trained mortuary attendants be made available; that 
adequate transport facilities for bringing cadavers to the central 
post-mortem establishment from outlying mortuaries be provided. 

The Council is of the opinion that this should be amended 
to read as follows ; 

(iv) That mortuaries be made available at central points id each 
Coroner’s jurisdiction, equipped with refrigeration and a separate 
viewing-room for relatives, the post-mortem rooms being furnished 
with good lighting, heating, and an ample supply of running water, 
and with facilities for the collection of specimens for histological 
and toxicological examinations; that the assistance of trained 
mortuary attendants be made available; that adequate transport 
facilities for bringing cadavers to the centra] post-mortem estab- 
lishment from outlying mortuaries be provided ; and that exception 
be not taken to the use of the local hospital mortuaries for the 
conduct of necropsies, provided the pathologist nominated by the 
coroner is given facilities to use these premises for that purpose. 

Mobile Laboratories 

The Council has reconsidered the following recommenda- 
tion contained in paragraph 119 of the Annual Report of 
Council, 1947-8, and referred back by the Representative 
body (Minute 182) : 

That as an interim measure urgent consideration be given to 
practical steps for mobilizing pathologists and enabling them to 
travel to the various outlying mortuaries with fully equipped 
motorized laboratories. 

The Council has derided to substitute the following for the 
recommendation quoted above ; 

That as an interim measure urgent consideration be given to 
the adoption of practical steps for mobilizing pathologists and 
enabling them to travel to the various outlying mortuaries, but 
that whenever practicable the cadaver be brought to the pathologist 
for examination. 

Implementation of Report on Coroners’ Ads 
The Council proposes that its report on the medical 
aspects of the Coroners’ Acts, amended in accordance with 
the decisions of the Representative Body, shall be officially 
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submitted to the Home Office, the Coroners’ Society, and 
the Association of Clinical Pathologists with a view to 
implementation. 

ORGANIZATION 

Election of Central Council of the Association 
124. During the session the Council has examined its present 
constitution and has had' regard to the desire expressed from 
several quarters that a greater proportion of its members should 
be directly elected by members in the Divisions and Branches. 
A study of the problem showed that many of the existing 
electoral areas are too extensive to allow members of Council 
to have effective contact with their constituents, and that what 
is needed is the division of the country into more compact 
electoral areas for the purposes of election to the Association’s 
Central Executive. If this principle be accepted it ijiusi inevit- 
ably lead to an increase in the number of members directly 
elected to Council and, if the size of the Council is not to be 
greatly increased, to a reduction of the number of members 
appointed or elected by other means. The Council has con- 
sidered the following suggestions: 

(o) That the arrangements under which twelve members of 
Council are elected by grouped representatives, and eight 
members are elected by the Representative Body as a whole, 
should be discontinued ; and 

(i b ) That there should be a reduction in the number of 
ex-officio members of the Council. 


• _ Elected Members 

As regards the first proposal, the Council, after careful con- 
sideration, has come to the conclusion that there are advan- 
tages to the Association in electing to the Council an adequate 
> number of members on their experience and knowledge in the 
[ medigo-political field and not as representatives of any given 
1 1 area. It also feels that the Representative Body should have 
an opportunity of electing to the Council “ elder statesmen ” 
and any member of the Representative Body who has gained 
the confidence of the meeting. 

i The Council proposes, therefore, that the number of mem- 
bers to be directly elected by members in the Branches and 
Divisions of the Association in Great Britain and Northern 
Ireland should be increased from 22 to 37 ; that the arrange- 
ment under which 12 members of Council are elected by 
Representatives of constituencies of Branches and Divisions in 
reat Britain and Northern Ireland should be discontinued ; 

. t the Representatives of constituencies in Scotland should 
• ' -t 2 members of Council ; that the Representatives . of 
nstituencies in Wales should elect one member of Council ; 
and that 10 members should be elected by the Representative 
Body as a whole. The effect of this plan would be that Scot- 
land, Wales, and Northern Ireland would respectively elect 6, 
3, and 2 members to the Council (as at present) but that the 
number of members elected by England -would be increased 
from 23 to 29. 


The Ex-Officio Members of the Council 


There are at present 10 members of the Council, ex officio. 
The Representative Body agreed in 1948 that the chairman 
of the Central Consultants and Specialists Committee should 
be a member, ex officio, of Council, and the Council proposes 
that this plan should apply also to the chairman of the General 
Medical Services Committee. 


The Council is of the opinion that the number of ex-offici 
members of the Council should be reduced. In its view 
would not seem to be important to retain amongst the list c 
ex -officio members the immediate past chairman of the Reprt 
sentative Body, the deputy chairman of the Representativ 
Body, and the past treasurer, as it will still be open to thes 
otliccrs to secure election from among the members of Counc 
elected by the Representative Body as a whole. 


Representation of Branches of the Association Overseas 

ceJsed ®T‘" ehe * ‘ n India and Pakistan have, to a material exte; 

Wl k Bn T "‘ th ,hS reSU,t that the numb2r of memb< 
eR_d by Branches overseas will be reduced from 8 to 7. 


Effect of the Foregoing Proposals on the Future Constitution 
of the Council 

If the foregoing proposals are approved their effect on 
the constitution of the Council would be as follows: 


Existing Constitution 

Ex officio: 

10 President 
President-Elect 
Immediate Past President 
Chairman of Representative 
Body 

Immediate Past Chairman of 
R.B. 

Deputy Chairman of R.B. 
Chairman of Council 
Immediate Past Chairman of 
Council 
Treasurer 
Past Treasurer 

22 directly elected by Members 
in Great Britain and North- 
ern Ireland 

12 elected by Grouped Repre- 
sentatives 

8 elected by Representative 
Body as a whole 

8 elected by Branches outside 
Great Britain and Northern 
Ireland 

2 elected by Public Health 

Service members 

3 Service representatives 

1 elected by women members 


66 


Proposed future Constitution 
Ex officio: 

9 President 
President-Elect 
Immediate Past President 
Chairman of Representative 

Body 

Chairman of Council 
Immediate Past Chairman ol 
Council 
Treasurer 

Chairmen, Central C. & S 
Committee 

Chairman, G.M.S. Committee 
« 

37 directly elected by Members 
in Great Britain and North- 
ern Ireland 

2 elected by Representatives of 
constituencies in Scotland 

1 elected by Representatives ol 
constituencies in Wales 

10 elected by Representative 

Body as a whole 
7 elected by Branches outside 
Great Britain and Northern 
Ireland 

2 elected by Public Healtr 

Service members 
3. Service representatives 
i elected by women members 


“The Six-year Rule " 

The Council has considered a proposal that one-third of 
the members of Council should retire annually. It docs no> 
favour this plan. The present position is that a member ol 
Council who has served for six successive years as the repre 
sentative of a group or class of members is ineligible for one 
year to represent that group or class. The Council is of the 
opinion that this rule, the “ six-year rule,” should be abolishec 
provided there is an annual election, except in the case ol 
members of Council elected by overseas Branches, who will be 
elected (as at present) for a three-year period. 


Plan for Grouping for Direct Election of 37 Members of 
Council 


The Council submits the following provisional plan for tht 
grouping for direct election of 37 members of Council. The 
Council is giving further consideration to this plan and ma) 
suggest minor modifications before the Annual Representative 
Meeting. 

Proposed 

Area in terms of B.M. A. No. of Member- 

Group Branches or Divisions seats ship 


(i) England and Wales 

A Divisions of North of England 2 

Branch in North Eastern Region 

Cumberland 
Westmorland (part) 

B East Yorkshire Branch 2 

Yorkshire Branch 

C Divisions of Lancashire and 1 

Cheshire Branch in Liverpool 

, Hospital Region (St. Helens, 

Liverpool, Southport, Birken- 
head, Chester, Warrington, 
Wallasey) 

D Divisions of Lancashire and 3 

Cheshire Branch covered by 
Manchester Hospital Region 
Isle of Man 

Western part of Westmorland 
(Alternatively Lancashire and 
Cheshire and Isle of Man should 
be I Group electing 4 Member’s.') 


1,764 

2,767 

1,432 


2,873 
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Proposed 



Area in terms of B M A 

No of 

Member- 

Group Branches or Diusions 

seats 

ship 

E 

Lincolnshire Branch 

Derbyshire Branch 

Nottinghamshire Branch 

Leicestershire Branch 

2 

1,599 

F 

Birmingham Branch 

Staffordshire Branch 

Worcester and Hereford Branch 

2 

2 473 

G 

Berks, Bucks, and Oxford Branch 
Northamptonshire Branch 

1 

1 309 

H 

Cambs and Hunts Branch 

Norfolk Branch 

Suffolk Branch 

1 

995 

I 

Metropolitan Counties Branch 
(Diusions in Middlesex) 

2 

1,9U 

J 

Metropolitan Counties Branch 
(Divisions in London Stratford, and 
S W Essex) 

4 

5,278 

K 

Hertfordshire Branch 

Essex Branch 

Bedfordshire Branch 

1 

U9v 

L 

Surre> Branch 

2 

1.83S 

M 

Kent Branch 

1 

1,271 

N 

Sussex Branch 

1 

1,062 

O 

South Western Branch 

Dorset and West Hants Branch 

1 

999 

P 

ffaiiY, Eersc&t ai-ru* ioiTimm* fitomnY 
Gloucestershire Branch 

Wiltshire Branch 



Q 

South Western Branch 

1 

999 

R 

North Wales Branch 

Shropshire and Mid Wales Branch 

1 

699 

S 

South Wales and Monmouthshire 

1 

1,293 


(») Scotland 

T Aberdeen Branch 1 

Dundee Branch 

Northern Counties of Scotland 
Branch 
Perth Branch 

U Edinburgh and South East of Scot- 1 
land Branch 
Fife Branch 

V Glasgow and West of Scotland 1 
Branch 

(Glasgow Dmsion) 

W Border Counties Branch (Dumfries 1 
and Gallon 35) 

Glasgow and West of Scotland 
Branch (6 Counts Dmsions) 

Argj llshtre 
Ayrshire 
Dumbartonshire 
Lanarkshire 

Renfrewshire and Buteshire 
West Wigtownshire 
Stirling Branch 

(in) Northern Ireland 

X Northern Ireland Branch 2 


1 >333 


1,544 

1,157 

1,569 


1,212 


Recommendation: That the Representatise Body approve 
the principle that the number of members of Council directly 
elected by members in the Branches and Divisions of the 
Association in Great Britain and Northern Ireland should be 
increased 

Recommendation : That the number of members to be 
directly elected by members in the Branches and Divisions of 
the Association in Great Britain and Northern Ireland be 
increased from 22 to 37 
Recommendation : 

(i) That two members of Council be elected by Representa- 
tives of constituencies in Scotland ; 

(it) that one member of Council be elected by Representa- 
tives of constituencies in Wales, including Monmouthshire , 
and 

(m) that 10 members of Council be elected by the 
Representative Bodv as a whole 
Recommendation : That the following cease to be mem- 
bers, cx officio, of the Council, (a) Immediate Past Chairman 
of Representative Bodv ; (b) Deputy Chairman of Representa- 
tive Bodv ; and (c) Immediate Past Treasurer. 


Recommendation : That the number of members elected 
by Branches of the Association not m Great Britain or 
Northern Ireland should be reduced "from 8 to 7 consequent 
on the dissolution of the majority of the Branches of the 
Association in India and Pakistan 
Recommendation : That the following proviso to Bv- 
law 61 (1) be abolished: 

that a per'on who has served as the representauve on th: 
Council of one and the same Branch or Group of Branches or 
group or class of Members for six years successively shall fo' 
one vear be incapable of being elected as such representative 

Recommendation : That the Chairmen of the General 
Medical Services and Central Consultants and Specialist- 
Committees be members ex officio, of the Council 
The appropnate amendments to the Articles and By-laws are 
embodied in Appendix IV 


Association Membership 

125 The Council submits the following report upon the 
membership of the Association for 1948 


New members 
Resignations withdrawn 
Reinstatea 

S_A M A resumed membership 


4,-12 

5S 

2 

30 4 602 


Removed in arrears 2,162 

Less paid arrears 1 117 1045 


Resignations, etc 
Deaths 

Erased from Register 


533 

524 

"'l 2,10' 


Increare 2,499 

Membership, Dec 31, 1947 57,719 

Membership, Dec 31, 1948 60,2 IS 

The total number of practitioners resident m the United 
Kingdom, including Services, is estimated to be 58,303, and 
bf these 44,340 were members of the Association at the end 
bf 1948 This represents an Association membership in the 
United Kingdom amounting to 76°o of the total profession 
If retired practitioners be excluded the percentage of Associa- 
tion membership is 78 7°i of the working profession m the 
United Kingdom 

The membership on March 23, 1949. was 60,341 


Relationship of the Association to the Profession in India aDd 
Pakistan 

126 The Council has under consideration proposals for 
hffiliation with the Indian Medical Association and hopes to 
tnter into similar arrangements with the Pakistan Medical 
Association as soon as the opportunity occurs 


Election of Chairmen of Standing Committees 

127. By-law 79 provides that, with certain exceptions, each 
Standing Committee shall appoint from its own number a 
biember of Council as chairman In the case of the excepted 
Committees each committee has pov er to appoint any member 
bf the committee as chairman, but where the member appointed 
hs chairman is not a member of Council the committee i- 
required to appoint from its own number a member of Council 
As deputy chairman 

The Council is of the opinion that every Standing Committee 
should be entitled to appoint any member of the committee a- 
Ms chairman, and it proposes that Bv-lavv 79 should be amended 
!o meet this position (see para 187 below) 


Business at Representative Meetings 

128. The Council has under consideration the general ques 
lion of the method of dealing with the business at Representa- 
tive Meetings 

The Council hopes to submit a detailed report on the subject 
in its Supplementary Report 

Regional Development 

129. An important new development during the year has 
tieen the establishment of regional offices of the Association in 
trarious parts of the country , The function of th£ regional office 



is to provide clerical facilities for the honorary secretaries of 
Branches and Divisions and of the Regional Consultants and 
Specialists Committees. > The regional office will undertake the 
preparation and issue to members of notices of meetings and 
other information which honorary secretaries may wish to circu- 
late. Secretaries of local units are strongly urged to make use 
of the facilities of the regional offices in order to relieve them- 
selves of clerical work. 

Regional offices are now functioning in London, Manchester, 
Cambridge, Leeds, Oxford, and Sheffield. Another office will 
shortly be opened at Liverpool. 

The arrangement whereby each assistant secretary has a 
special interest in the Branches and Divisions in areas, usually 
comprising about three hospital regions, has continued during 
the year. There is ample evidence that the advice given to 
officers of Divisions and the visits paid to meetings are proving 
helpful and are appreciated. The increasing number of letters 
addressed to assistant secretaries by individual members to 
whom they have been introduced on their visits to the periphery 
is an indication of the value of the personal contacts thus 
afforded. 

While assistant secretaries will encourage the development 
of the regional offices and the expansion of their activities, it 
is clear that they can best serve the members in their areas if 
they themselves are intimately concerned with the work at 
Headquarters and are responsible for central committees. 


Constitution of Ceylon. Branch 

130. With the change in the constitutional status of Ceylon, 
a desire has been expressed by the Ceylon Branch that it should 
become an incorporated body within the terms of Article 13 
and By-law 21. The Council has submitted proposals to the 
Branch to give effect to such an arrangement. 

Formation of New Divisions : Areas of Branches 

131. The Council has formed the following new Divisions in 
response to the wishes of the members residing in the areas 
concerned: Caithness, Sutherland, Sutton Coldfield, Wembley, 
West Derbyshire, and West Wigtownshire. 

The Council has also had under consideration the general 
question of the areas of the Branches of the Association. Whilst 
the Council is convinced that it would not be desirable to 
attempt to retate the Branches of the Association as a whole 
to areas of Regional Hospital Boards, it seems probable that 
a modification of the areas of a number of Branches may 
become necessary. This is essentially a problem which con- 
cerns the members in the Branches affected, and the Council 

prepared to take such steps as are considered desirable by 
to improve the local organization of the Association. 


Amendment of Association’s Constitution Consequent on the 
Companies’ Act, 1948 

132. The passing of the Companies’ Act, 1948, will necessitate 
certain modifications in the constitution of the Association. 
These modifications are largely of a technical nature, and the 
necessary amendments, drafted by counsel, are embodied in 
Appendix IV of this Report. 


Deputy Chairman of Representative Body 

133. By-law 70 provides that whilst holding office the chair- 
man of Representative Body shall not act personally as the 
representative of any constituency, and to meet this situation 
the constituency which the chairman represents at the time of 
his election is represented by a deputy representative. The 
Council is of opinion that a similar procedure should apply in 
the case of the deputy chairman of the Representative Body. 
The necessary amendment to the By-law is set out in 
Appendix IV of this Report. 


Representation of Divisions in Representative Body 

f ' ' " r, ; c 9 0uncil has decided that the grouping of Divis 

1949-c' ! S h° f Rcr r emativCS ^e Reprcsmative B, 

° n ^ same lines as for 1948-9 except 

shL : dSwo™ ' hnslT n C ° !d ? tld ' Wemb ley, and West De 
' e been made independent constituencies 


The Honorary Secretary 

135. The period covered by this report has been one of con- 
siderable activity for the Association, and the Council, on 
behalf of the general body of members, desires to express the 
great debt which the Association owes to honorary secretaries 
of the Divisions and Branches without whose loyal co-operation 
the Association could not function as an efficient organization. 

Conference of Honorary Secretaries 
336. A Conference of Honorary Secretaries of Divisions and 
Branches will be held on Tuesday, May 30, at 11.30 a.m. 

Amendments to Articles and By-laws 

137. The proposals made by the Council in the foregoing 
paragraphs of this Report will involve amendments , to the 
Articles and By-laws. The Council recommends: 

Recommendation : That the Annual Representative Meet- 
ing approve and adopt the amended Articles and By-laws set 
out in Appendix IV of this Report, and that the Council be 
instructed to submit the amended Articles to an Extraordinary 
General Meeting of the Association for adoption as Articles 
of Association. 


NUTRITION 

138. The special committee appointed by the Council to con- 
sider the problems of nutrition in this country has examined 
reports received from four subcommittees which were set up 
to investigate different aspects of the subject. 

The report of the committee, based on the findings of the 
subcommittees, is now being prepared. 

SCIENCE 
Association Prizes 
Nathaniel Bishop Hannan Prize 

139. The prize of approximately £100 initiated by the late 
Mr. N. Bishop Harman in 1939 for research in consulting 
practice was awarded in 1948 and, although these awards 
should as a rule be granted biennially, the Council considered 
that the amount standing to the credit of the Fund justified an 
award being made in 1949. 

Katherine Bishop Harman Prize 

An essay competition for the Katherine Bishop Hannan 
Prize for the encouragement of study and research into the 
disorders incident to maternity was opened in 1948. Prizes of 
certificates and cheques for £75 each have been' awarded to 
Dr. Roberta Irene Hutchinson (Birmingham) for her essay 
“ On the Significance of the Less Well-known Strains of 
Haemolytic Streptococci (Lancefield Groups B, C, D, and G) 
in the Pregnant and Puerperal Woman and her Attendants, 
and to Dr. Charles Spencer Swan (Mitcham, South Australia) 
for a paper on “ Rubella in Pregnancy as an Aetiological Factor 
in Congenital Malformation, Stillbirth, Miscarriage, and 
Abortion.” 

Sir Charles Hastings Clinical Prize 

The annual Sir Charles Hastings Clinical Prize, consisting 
of a certificate and a cheque for 50 guineas for the promotion 
of systematic observation, research, and record in general 
practice, has been awarded to Dr. Charles Ernest Lewis Burman 
(Pietermaritzburg, Natal) for an essay entitled “ A Survey of 
Records of Surgery in General Practice.” 


Middlemore Prize' 

The Middlemore Prize is given triennially from a fund 
endowed by the late Mr. Richard Middlemore, F.R.C.S., of 
Birmingham, for the best essay or w'ork on any subject which 
the Council may select in any department of ophthalmic 
medicine or surgery. The Council in 1948 opened an essay 
competition for the Prize on the subject “ The Value of 
Orthoptics in the Treatment of Squint.” and has awarded 
to Dr. Alastair Alexander Douglas (Birmingham) a certificate 
and a cheque for £50 for his entry. 
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Prizes for Nurses 

140. The Council has decided that the subjects for essays 
to be submitted in connexion with the Association's prizes for 
nurses in 1949 shall be as follows, prizes of 20 guineas and 
10 guineas respectively being awarded for the best and second 
best entries in each category : (i) Student nurses — “What 
discipline do you think necessary in the training of nurses ? ” ; 

(ii) State-registered nurses working in hospital — “ What part of 
nursing duties can be delegated to others with safety ? ” ; 

(iii) State-registered nurses not working in hospital — “The care 
of old people in their own homes.” 

Prizes for Medical Students 

141. The subject chosen by the Council for entries submitted 
for the national and regional prizes of the Association's essay 
competition for medical students to be awarded in 1949 is “The 
Value of Observation in the Training of the Medical Student." 


Research Scholarships 

142. The following scholarships have been awarded, tenable 
for the twelve months beginning Oct. 1, 1948 : 

Waller Dixon Memorial Scholarship (£200): R. P. Jepson, M.B., 
Ch.B., F.R.C.S., of Manchester. An investigation into the 
mechanism and treatment of intermittent claudication in 
arteriosclerosis and Raynaud's ‘disease. 

Ernest Hart Memorial Scholarship (£200): J. Brodie, M.D., 
D.PJL, of Dundee. An attempt further to elucidate the 
mechanisms involved in the differential inhibition of coliform 
bacilli and rough variants of intestinal pathogens. 

Ordinary Research Scholarships (£150 each): E. 1. Fieid, M.D., 
M.S., of Bristol. Study of the structure and innervation of the con- 
ducting system in the heart of the rabbit, sheep, monkey, and man, 
and the histological and electrocardiographic effects of cardiac 
hypertrophy resulting from experimental aortic stenosis. 

C. W. C. Gough, M.B., D.M.R.E., Major, RA.M.C., in 
BA.O.R. Increase of the brilliancy of the x-ray screen by 
television principles. 

E. S. Jones, M.B., Ch.B., M.R.C.P., of Liverpool, (a) Deter- 
mination of the importance or otherwise of the hyaluronidases in 
rheumatic states affecting man ; (6) application to human problems 
of experimental work already carried out by others on animals; 
(c) study of the inhibitory effects of salicylates and para-amino- 
benzoic acid on the spreading factors. 

Frances B. Robinson, M.B., Ch.B., of Bristol. An investigation 
of the effects of different anaesthetics on the adrenal cortex. 


The first award of the Insole Scholarship (£250) for research 
into the causes and cure of venereal disease was made in 
1948, but the scholar subsequently withdrew his acceptance. 
The Council has invited applications for the award of this 
scholarship, which is normally given biennially, in 1949. 


Education of the Public in Health Matters 

143. The Council has considered the part the Association 
could take in the promotion of health education amongst the 
general public. It is of the opinion that much can be done at 
Divisional level to encourage an interest in this subject and that 
Divisions should hold meetings to discuss the problems involved 
with medical officers of health. The Secretary of the Central 
Council for Health Education has stated that he or other 
representatives of the Central Council would be willing to 
attend Divisional meetings to assist in such discussions. 

The role of health centres in the health education of the 
public will be discussed in the Council's report on health 
centres. It may be mentioned here, however, that the opinion 
of the Council is that the only kind of health education appropri- 
ate to a health centre is that private education which is insepar- 
able from personal medical attention. It considers that any 
attempt to use health centres for public health propaganda 
should be actively discouraged in the experimental period. • 
Systematic health education cannot, in the opinion of the 
Council, be carried out in hospital. It has been suggested that 
the organization of discussions with groups of in-patients might 
be useful, but the Council considers that this is better done by 
the doctor, ward sister, or almoner in conversation with the 
individual patient. 

So far as health education in schools is concerned the 
Council considers that members of the profession should 
interest themselves in the education of children in health 


matters, both directly and indirectly through teachers. It 
suggests that discussions between teachers and others con- 
cerned might be arranged under the aegis of local authorities 
or by the particular school authorities, and that teachers so 
instructed should deal with the matter in the course of their 
ordinary work rather than as a special subject It is strongly 
of the opinion that if health education in schools is to be effec- 
tive it is essential that it should be given against a background 
of similar education amongst members of the general public in 
order to ensure that a child will not encounter in its home 
opposition to health concepts learned in school. 

Foreign Corresponding Members 

144. It is within the power of the Council to elect as Foreign 
Corresponding Members of the Association any persons who 

(a) are not eligible for ordinary membership of the Association, 

(b) are not British subjects or ordinarily resident in Great 
Britain or the Commonwealth, and ( c ) are in the Council's 
opinion distinguished by eminent services Tendered to medical 
science or to the medical profession. On the occasion of the 
Centenary of the Association in 1932 twelve such members 
were elected. Other appointments were made from time to 
time until 1939, but since that date no other elections have 
been made. The Council has accordingly invited the follow- 
ing to accept Foreign Corresponding Membership of the 
Association : 

Dr. Georg Domagk (Germany), Pharmacologist and Bacterio- 
logist, I.G. Farben Industrie. Nobel Prizewinner. 

Dr. Bernardo Alberto Houssay, M.D. (Argentina). late Pro- 
fessor of Physiology, University of Buenos Aires. Nobel Prize- 
winner, 1947. Honorary Member, Physiological Society. 
Foreign Member, Royal Society. 

Professor Elliot Proctor Joslin, A.M., M.D., Sc.D. (U.S.A.). 
Emeritus Professor of Medicine, Harvard Medical School. 

Professor Einar Key, M.D. (Sweden). Emeritus Professor of 
Surgery, Caroline Medico-Surgical Institute, Stockholm. 
Honorary F.R.C.S. 

Professor Rene Leriche, M.D. (France), Professor, College 
de France. Honorary F.R.C.S. 

Professor Einar Meulengracht, M.D. (Denmark), Professor 
of Clinical Medicine. University of Copenhagen. Honorary 
LL.D. (Aberdeen). Corresponding Member, Royal Society .of 
Medicine. 

Professor Adolf Meyer, M.D., LL.D., Sc.D. (U.S-A.), Pro- 
fessor of Psychiatry, Phipps Institute, Baltimore. 

Professor George Richards Minot, M.D., Sc.D., FA.C.P. 
(U.SA.), Professor of Medicine, Harvard Medical School. 
Nobel Prizewinner, 1934. Moxon Medal, Royal College of 
Physicians, 1933. Distinguished Award, American Medical 
Association, 1945. Honorary F.R.C.P. (London and Edin- 
burgh). Honorary F.C.P. (Philadelphia). 

Dr. Emil Novak, M.D. (U.S.A.), Associate in Clinical Gynae- 
cology, College of Physicians and Surgeon 5, Baltimore. 

Professor Alfred Newton Richards. A.M., Ph.D., Sc.D.. 
M.D. (U.S.A.). President, National Academy of Science, 
Washington. Recently Professor of Pharmacology and Vice- 
President, University of Pennsylvania. Honorary LL.D. (Edin- 
burgh). Honorary Fellow and Foreign Member Royal Society. 
Croonian Lecturer, Royal Society, 1938. 

Dr. Francis Peyton Rous, M.D., D.Sc. (U.SA.). Pathologist, 
Rockefeller Institute. Honorary Fellow, Royal Society of 
Medicine. Foreign Member, Royal Society. Walker Prize, 
Royal College of Surgeons, 1941. 

Dr. Arvid Johan Wallgren, M.D. (Sweden), Chief Paediatri- 
cian, Children’s Hospital, Gothenburg. Corresponding Mem- 
ber, British and French Paediatric Societies. 

Professor Allen Oldfatber Whipple, M.D., Sc.D. (U.S A.). 
Professor of Surgery, College of Physicians and Surgeons. 
Columbia University'- Honorary F.R.C.S. 

B-MA. Lectures 

145. The Council thanks the following, who have given 
Il.MA, Lectures durine the period March 1, 1948, to Feb. 28. 
1949 : Dr. Evan Bedford, Dr. D. J. Guthrie, Dr. I. R. Rees, 
Professor Lambert Rogers, Professor Robert Plate Sir Heneage 
Ogilvie, Professor L.~J. Witts, Dr. R. M. B. MacKenna, 
Sir Alexander Fleming, Professor Wilfrid Gaisford, Professor 
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F. J. Browne, Dr. E. A. Carmichael, Miss Meave Kenny, 
Dri Margaret Moore White, Sir Hugh Cairns, Mr. A. Dickson 
Wright, Dr. WilJiam Evans, Professor H. L. Sheehan, Professor 
A. M. Boyd, Professor A. A. Moncrieff, Dr. Horace Joules, 
Professor E, B. Astwood, Mr. R. C. Brock, Dr. Harold Dodd, 
Mr. A. J. Wrigley, Lord Border, Mr. Alan Brews, Mr. W. J. 
H. M. Beattie, Professor Mathew Steward, Mr. John Barron, 
Professor Jan Aird, Dr. Henry Yellowlees, Professor R. 
McWhirter, Dr. Wilfred Sheldon, Dr. W. Lister, Mr. A. M. A. 
Moore, Dr. Lee Lander, Mr. E. W. Riches, Professor J. 
Glaister, and Dr. K. Hermann. 

, Divisions and Branches are reminded that they may have 
one “ B.M.A. Lecture ” during the course of a year. The 
lecturers are nominated by the Division or Branch and an 
honorarium of ten guineas with first-class railway fare and 
incidental expenses are paid to the lecturer by the Council 
from central funds. 

Library 

146. The Library of the Association was moved to more 
commodious quarters in November, 1947, and the statistics 
for the first complete year in the Garden Court Wing show 
increases in all departments of Library, activities. A con- 
siderable number of new journals have been added, and the 
collection of current medical periodicals is now one of the 
finest in the country. Members are reminded that any journal, 
excluding the current issue, can be borrowed. The Library 
endeavours to cater for the practical everyday needs of the 
practising doctor. Important new books are added as published, 
and reference copies of standard textbooks are available. The 
Rccordak microfilm reader is installed, and may be used by 
any member. A microfilm section is in process of development. 

The new reading rooms are light and quiet, and many 
members have passed favourable comments on them. All 
members are requested to visit the Library when in B.M.A. 
House. 


PUBLIC RELATIONS 
National Health Service 

147. On the medico-political side the past year has been one 
of exceptional difficulty in respect of the Association’s public 
relations. The introduction of the National Health Service 
was accompanied by many misconceptions among the public. 
The Public Relations Department has striven, through the Press 
and by other means, to clear up these misconceptions. Thus 
charges made in Parliament against the conduct of some practi- 
tioners were countered by a statement which was issued in 
August, 1948. to every newspaper and given wide publicity. 
The Association’s views on the inadequacy of the capitation 
fee. the hardships of the rural practitioner, the refusal of 
N.H.S. drugs to private patients, and many similar subjects 
have been continuously brought to the notice of the Press. 
Public relations activity during the year has also tried to 
ghten the increased burden of work falling on the profession 
■is a result of the Service. In newspaper articles, statements, 
letters to the Press, guidance for such bodies as the B.B.C. and 
the news-film companies, the need for restraint in the calls 
made on (he doctor s time by the public has been consistently 
emphasized.-, A popular illustrated leaflet, "The New Health 
Service and You,” was prepared for public distribution in order 
to emphasize this point and also to stress, in the words of the 
S.R.M. Resolution of May 28. 1948, that “ for reasons outside 
the control of the profession the inception of the new Service 
cannot be followed for some time to come by all the improve- 
ments promised by the Government in the medical services of 
nii’ 0 *'''' Distribution of this leaflet wets undertaken from 
B.M.A. House to every practitioner who' asked for a supply. 
Over half a million copies of the leaflet were sent out. 

.. j'' "jf " demand was also experienced for another leaflet, 
the Private Patient and the National Health Service,” which 
aimed at clearing up a double misconception : (a) that if a 
member of the public decided to remain as a private patient 
Spheral practitioner he would not be entitled to the 
l m Hca " h Service ’ and <« the bulk of the 
Senice. con!nbut,on "as being spent on the Health 

He!p Your Doctor to Help You,” appealing to 

Msiif and m mvt bUrden lhc doctor wi,h rec l ues,s for needless 
0 an F necessary requests early in the day. 


was also prepared and widely distributed. Many copies have 
been displayed in Local Executive Council offices. 

Rcfcvence Book of Medical Scholarships 

148. No full reference book of medical scholarships at present 
exists. Material for such a reference book is now being com- 
piled at B.M.A. House. It is planned to give details of all 
scholarships and grants for medical training (entrance, in 
training, and postgraduate) awarded throughout the countiy. 
It is felt that such a reference book will be of great value to 
parents, careers’ masters in schools, advice bureaux, and similar 
persons and organizations concerned with guiding those seel- 
ing entry to the profession. Medical schools, universities, and 
charitable organizations throughout the country have been 
approached and have promised their co-operation. 

Information Service > 

J49. The Information Service at B.M.A. House has made 
steady progress during the year, and the number of daily 
inquiries has greatly increased. There is every sign that this new 
facility for supplying information and guidance on health and, 
medico-scientific matters, as well as on medico-political ques- 
tions, is greatly appreciated by the Press and other organiza- 
tions which arc making use of the service. ' 

An interesting feature of the year has been the large number 
of journalists and social workers from abroad, especially from 
the U.S.A., who have called to obtain information and 
opinions on the working of the National Health Service. 

PSYCHIATRY AND THE LAW 

150. The Council has received from the Joint Committee of 
the Association and the Magistrates' Association a memo- 
randum entitled I* The Criminal Law and Sextlal Offenders.' 
The memorandum was published in the Supplement of 
March 12. 1949. It has also been printed in pamphlet form. 
The memorandum deals with cases that appear before Magis- 
trates Courts, and emphasizes the need for adequate remand 
to enable psychiatric examination to -be undertaken and 
appropriate treatment to be given. 

Consideration is now being given to the preparation of a 
memorandum on “The Delinquent Adolescent Boy." It is 
hoped to complete this memorandum during the preseht year. 

ARMED FORCES 

Rates of Pay of Service Medical Officers 

151. In accordance with the undertaking given to the Repre- 
sentative Body in 1948, the Council has reviewed the rates 
of pay of medical officers in the Armed Forces in the 

of the recommendations of the two Spens Committees on the 
remuneration of civilian medical practitioners. It considers 
that a difference between the pay of general duty officers and 
specialist officers, between the ages of 35 and 54, of the same 
order as the difference between the recommendations of the 
General Practitioner Spens Committee and the Specialist Spens 
Committee would be inappropriate in the Armed Forces.' It 
is also of the opinion that the pay of medical officers in the 
Armed Forces should include an element of compensation for 
the disadvantages of their career, such as frequent changes 
of domicile and long periods of service overseas. The Council 
considers that pay in the Armed Forces at the earlier ages— 
j.e., 25 to 34~should be relatively generous in order to attract 
recruits. 

The difference between the general duty and specialist rates 
recommended by the Council is 6s. a day (£1 10 p.a. for graded 
specialists and 9s. a day (£165 p.a.) for full specialists. The 
Council makes no recommendations for changes in the 
allowances. The allowances of a married officer have been 
included in the Armed Forces remuneration for the purposes 
of comparison with the Spens Reports. 

Representations have accordingly been made to the Ministry 
of Defence that, in order to bring the remuneration of Service 
medical officers into relation with the levels of professional 
income in the National Health Service, the Tates of pay °f 
medical officers in the Armed Forces should be revised to ensure 
that married general duty and specialist medical officers receive 
total annual emoluments' upon the scale set out below. 
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To'd Annua] 
Erro ututs 


Rank 

\ 

Ger-rai 

D Jl% 
Oi-cer 
£ 

Specialist 

Officer 

£ 

Acting Stir?. Lieut , R.N' . Lieut , F 

Surg Lieut , R.N., Capt , Tl Lieut . . . t 

Do. After 3 j ear*’ commissioned service . 1 

Do „ 5 .. 

*65 

1,074 

1.1S4 

1.294 

1,403 

Do „ 1 

1,2^3 

Surg. Licut.-Com , Major. Sq Ldr 

1.45S 

1.623 

Do. After 10 jears' comoussioced service 

1.512 

1.677 

Do. 12 .. .. .... 

1,50" 

1.732 

Do. „ 14 .. .. ... 

1.622 

1.7S7 

Surg. Com.* Lieut -Col , Wing Com 

1,6 ' 1 

1396 

Do. After 2 ''ears' senuc as *,uch 

1.SS6 

2,051 

Do. „ 4 

1.941 

2.106 

Do 6 ,. 

1 Q*5 

:,i6o 

Do „ S 

2*050 

2015 

Surg. Capt., Col , Group-Cant 

Do After 2 jean»‘ sarwee as such . . f 

Do. „ 4 „ 

Do. „ 6 

Sure Capt. (after 6 jears e as such), Bng , Air i 

2*251 

2 "06 
2.360 
2,415 
22571 

2,571 

Cdre. , ^ 

Surg Rear-Admiral , Ma -Gen Air Nice Marshal 

2.872 

2.S72 

Surg. Vice-Admiral. Lieut -Ge" , Air Marsha! 

074 



A memorandum on this subject submitted b\ the Council 
to the Ministry of Defence is included at Appendix V. 

The Council is aKo -reaped, with actuarial assistance in a 
comparison of the pensions payable to officers of the Armed 
Forces with the benents of the National Health Service 
Superannuation Scheme 

SCOTLAND 

' Chairman and Deputj Chairman of Scottish Committee 

152. Dr. George MacFeat and Dr. I. D. Grant were appointed 
chairman and deputy chairman respectively of the Scottish 
Committee for the session 1948-9. 

Organization of Consultants and Specialists in Scotland 

153. In the Supplementary Annual Report for 1947-8 the 
Council reported, proposals which had been made for the 
appointment of a Consultants and Specialists (including Hospi- 
tals) Subcommittee of the Scotush Commutee, whose duty it 
would be to consider matters specially affecting those engaged 
in consultant and specialist practice in Scotland and all ques- 
tions concerning hospitals Subsequent events, how*ever, made 
it apparent that this proposal did not go far enough, and that 
if consultants and specialists and the Royal Corporations in 
Scotland were to participate effectively in the machinery estab- 
lished in relation to the National Health Service, there must 
exist a body with power to determine its own policy on con- 
sultant and specialist matters in Scotland, though working 
within the framework of the Association. There has there- 
fore been constituted a Central Consultants and Specialists 
Committee (Scotland). This committee largely retains the 
composition of the former subcommittee of the Scottish Com- 
mittee, but its reference has been widened to give it power not 
only to report to the Central Consultants and Specialists Com- 
mittee in London, on which it is directly* represented, but to its 
constituent bodies, and to negotiate (within any negotiating 
machinery* that may* be laid down for the medical profession 
and in a manner yet to be defined) with the Department of 
Health for Scotland on matters specially affecting consultants 
and specialists working under the National Health Service 
(Scotland) Act. The relationship of the committee to the 
Scottish Committee of the Association is analogous to the 
relationship which exists between the Central Consultants and 
Specialists Committee and the Council. 

On behalf of the Association the Council has accepted 
responsibility for the cost of the working expenses of this 
committee, including the provision of secretarial and clerical 
services and the provision of accommodation for meetings. 
The Scottish Secretary acts as its secretary*. The committee 
has had under consideration various matters arising from the 
Spcns Specialists Report in their relation to Scotland. It has 
also considered difficulties arising in connexion with (11 the 
status and remuneration of medical superintendents of hospitals 
and institutions in Scotland under the National Health Service, 
(2) interim payments for whole-time consultants and specialists 
holding dual appointments with a Regional Hospital Board and 
a university, and (3) status of local authority officers transferred 


to the hospital and specialist service. All these matters have 
been discussed with representatives of the Department of Health 
for Scotland. 

In addition to the appointment of the Central Consultants 
and Specialists Committee (Scotland) there is being appointed 
a Scottish Joint Committee of the Royal Scottish Medical 
Corporations and the Central Consultants and Specialists 
Committee (Scotland), parallel to the Central Joint Committee. 
This Joint Committee will have direct contact with the Secretary 
of State and the Department of Health for Scotland on con- 
sultant and specialist matters specifically related to the Scottish 
Act. 

Organization in Respect of General Medical Services under 
National Health Service in Scotland 
General Medical Sendees Subcommittee ( Scotland) 

154. Matters arising in connexion with the general medical 
service under the National Health Service in their specific rela- 
tion to Scotland will be dealt with by a General Medical 
Services Subcommittee of the Central General Medical Services 
Committee. So far as the Scottish Committee of the Associa- 
tion is concerned this subcommittee will be autonomous in its 
own particular sphere and will report direct to the General 
Medical Services Committee and through the local medical 
committees in Scotland to the Annual Conference of Local 
Medical Committees. 

With the authority of the General Medical Services Com- 
mittee, a conference of representatives of Scottish Local Medical 
Committees was held on Feb. 10, 1949, at the Scottish House 
of the Association. The conference was composed of repre- 
sentatives, of Scottish local medical committees and members 
of the General Medical Services Subcommittee (Scotland) under 
the chairmanship of Dr. W. M. Knox. The object of the 
conference was to consider: (1) the constitution and method 
of appointment of permanent local medical committees in Scot- 
land and the desirability of the preparation of a model scheme : 
(2) the method of central representation of Scottish local 
medical committees; and (3) other relevant questions pertain- 
ing to the National Health Service in Scotland. A report of 
the conference was published in the Supplement of Feb. 26, 
1949 (pi 109). 

Training of Assistants Scheme 

This matter has been discussed with the Department of 
Health for Scotland, and a scheme which differs in some 
respects from that set up in England and Wales for the pur- 
pose of the training of assistants under the National Health 
Service has been approved. The main difference is that whereas 
in England and Wales the selection of “trainer” practitioners 
is left in the hands of local medical committees, with the addi- 
tion of a university representative, in Scotland the selection is 
delegated to committees on a regional basis. These committees 
are composed of general practitioner representatives nominated 
by the local medical committees in the regions, consultant and 
specialist practitioners appointed from a panel selected by the 
regional consultants and specialists committees in Scotland, 
with one member appointed by the appropriate university, and 
an independent chairman appointed by the Secretary of State 
for Scotland. 

Health Centres and Group Practice 

155. The general position regarding the provision of health 
centres and, in particular, the possibility of developing one or 
more forms of group practice in suitable areas in Scotland is 
at the present time the subject of discussion with the Secretary 
of State. 

Highlands and Islands and Rural Practitioners 

156. The position of Highlands and Islands and rural practi- 
tioners in Scotland under the National Health Service is being 
carefully* watched. Notwithstanding the disappearance, under 
the National Health Service, of the Highlands and Islands 
Medical Service as such, there remain many problems in the 
Highlands and Islands (and particularly in "the Islands) which 
differ from those of other rural areas of Scotland, In all cases, 
however, mileage forms a substantial part of the income and 
presents an even more difficult problem in Scotland than in 
England and Wales, as a much larger proportion of practitioners 
receive mileage payments. Statistics in respect of mileage are 
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being collected from all rural practitioners, whether Highlands 
and Islands or otherwise, with a view to determining what 
would be an equitable distribution of mileage in Scotland. 

At the request of the Department of Health and with the 
assistance of the local medical committees concerned, a list of 
those practices deemed to have been saleable before July 5, 
1948, has been prepared for the consideration of the Practices 
Compensation Committee in deciding which of those practi- 
tioners who formerly received grants under the Highlands and 
Islands Scheme are entitled to compensation. 

Whole-time Medical Officers of Local Health Authorities 

157. Proposals for the remuneration of whole-time medical 
officers of local health authorities under the National Health 
Service have been considered in their relation to Scotland. The 
question of Whitley Council machinery for these medical 
officers has also been considered and is covered in the following 
paragraph. 

Whitley Council Machinery for Persons Employed in the 
National Health Service 

158. Proposals for the establishment of Whitley Council 
machinery for persons employed in the National Health Ser- 
vice issued by the Ministry of Health and Department of Health 
for Scotland have been considered in their relation to Scotland. 
The proposal that there should be established a Scottish 
Council as an integral part of the Whitley machinery has been 
abandoned, but there would be nothing to prevent a Medical 
Functional Council under the general Whitley machinery 
appointing a Standing Scottish Committee with autonomous 
powers, if thought advisable. 

The Council has agreed that it should be a condition of the 
Association’s acceptance of the Whitley Council machinery 
(a) that it should cover all doctors employed under the National 
Health Service Acts, or in the employment of local authorities 
throughout the United Kingdom, and (b) that it contains pro- 
vision for a Standing Scottish Committee of the Medical Func- 
tional Council, to which shall be referred, when appropriate, 
matters which require to be specially considered as specifically 
relating to the Scottish Act. There will also be provision for 
Scottish representation on any sectional subcommittees of the 
Medical Functional Council which may be appointed to deal 
with the various aspects of the National Health Service. 

Medical Members of Statutory Bodies under National Health 
Service (Scotland) Act 

159. At the request of the Department of Health for Scotland 
nominations have been made of medical members for appoint- 
ment to various standing advisory committees of the Scottish 
Health Services Council and to the Tribunal appointed under 

• mn 43 of the Scottish Act (Disqualification of Persons 
- widing Service). 


Constitution of Scottish Committee 

160. The question of whether any alteration is desirable in • 
the constitution of the Scottish Committee as the result of the 
introduction of a National Health Service operated under a 
separate Act for Scotland has been considered. In view, how- 
ever, of the formation of the Central Consultants and Specialists 
Committee (Scotland) and the General Medical Services Sub- 
committee referred to in foregoing paragraphs, it is not pro- 
posed to make any recommendation for alteration of the 
constitution of the Scottish Committee. The matter will be 
reviewed at a later stage in the light of developments. 


Fees for Medical Witnesses and for Reports Required by 
Procurators Fiscal 

^ • After further discussion with representatives of the 
Crown Office a revised scale of fees for evidence and reports 
required by procurators fiscal in Scotland has been approved 
wit i operation as from Jan. 1, 1949. The Scottish legal system 
in this matter differs from that in Encland. Under the Scottish 
si-tern the procurator fiscal is in general the Crown official 
r C ^° r ^ ees ' n England are the responsibility 

?, c ’ aroae, " i and partly of criminal courts, and for this 
-AT \ Cn sca cs ln the two countries are not appropriate. 
: nrr .i 5 a , c ° f f5 cs "°' v adopted, which offers a very substantial 

° n C ,n^ 0 . rmer ^ ccs ("'Nch had remained virtually 
unaltered since 1901), is as follows: 


Day Allowances 

Witnesses acting in a professional or expert capacity • 

(a) For attending at precognitions and for making examina- 
tions and reports, conducting inquiries and investigations, and 
giving evidence: 

Engaged not more than 2 hours, not exceeding .. £2 2s 
INote : This maximum must not be recarded as the normal 
fee. For short arccocnitionx and attendances, formal certifi- 
cates, etc., an allowance less than the maximum will often be 


' sufficient.! 

Engaged more than 2 hours but not more than 4 

hours, not exceeding . . £3 3s 

Engaged more than 4 hours but not more than 
8 hours, not exceeding . . . . . . . . £4 4s 

Engaged more than 8 hours £6 6s 

(b) For a dissection specially sanctioned by Crown 

Counsel £3 3s 

When more than one dissection is made in one day, 
for each dissection after the first ' £2 2s. 


In computing the time engaged, time necessarily occupied in 
travelling shall be included." 

Nigltl Allowance 

Every witness necessarily detained from home overnight shall be 
paid a reasonable allowance for subsistence, but not exceeding 20s 
a night. 

This scale has been accepted on the understanding that the 
Association reserves the Tight to reopen negotiations on the 
basis of any revision which may be made in the fees payable 
in England and Wales under the Coroners Acts. 

Departmental Committee on Medical Certificates 

162. Information has been collected regarding those certifi- 
cates which under Scottish law differ from those required under 
English law, and a statement on the matter has been presented 
to the Departmental Committee. 

Report of Working Party on Midwives 

163. A joint committee composed of representatives of the 
medical bodies in Scotland who have been invited by the Secre- 
tary of State to submit their views on the Report of the Work- 
ing Party on Midwives has been appointed. The object of this 
joint committee is to prepare for submission to-the Secretary 
of State an agreed statement of the views of the profession in 
Scotland on the Report. 

Public Relations Machinery in Scotland 

164. A part-time press officer for Scotland, Mr. George 
Donaldson, Parliamentary sub-editor of the Scotsman, has 
been appointed. The officer will assist in handling B.M.A. 
announcements or publicity material issued by the Central Public 
Relations Committee so far as the Scottish Press, national and 
local, is concerned. He will also be available to the Scottish 
Committee and the Scottish Secretary for advice op the means 
of obtaining the maximum publicity in Scotland for B.M.A. 
policy. 

WALES 

165. The Welsh Committee, which meets at Shrewsbury under 
the chairmanship of Dr. H. R. Frederick, has reviewed its 
constitution in order that it may more effectively represent the 
special interests of the profession in Wales. The new constitu- 
tion would serve to bring the views of members in North Wales 
and South Wales into closer alignment with one another. The 
Council has decided to reconstitute the Welsh Committee as 
follows : 

(i) The Officers of the Association ex officio', 

(ii) Members of the Council representing Wales, including 
Monmouthshire. 

(iii) The Secretaries of North Wales and South Wales and 
Monmouthshire Branches. 

(iv) The Representatives in the Representative Body (or in 
their absence the Deputy Acting Representatives) of the constitu- 
encies in Wales, including Monmouthshire, and the Representa- 
tives in the Representative Body (or in their absence the Deputy 
Acting Representatives) of the Shropshire and Mid-Wales Branch 
if resident or practising in Wales, with power to co-opt not more 
than two members for special purposes. 

There is a strong desire for the establishment of a Welsh 
B.M.A. House in Cardiff, and exploratory steps to this end are 
being taken. 
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OX ERSE AS 

Terms of Service in the Colonial Medical Semce 
166 Comments receded from Branches overseas on the 
interim revisions of remuneration which have been effected in 
the medical services in various Colonies have made it clear to 
the Council that in mam cases the revised terms are considered 
to be unsatisfactor) After careful consideration the Council 
has decided that, rather than undertake further negotiations 
with the Colonial Office on these interim terms of service, the 
most practical pohev to pursue is to start negotiations for 
completclv new post war scales of remuneration related to 
professional income in the United Kingdom The Council 
has accordingly reviewed the remuneration and conditions of 
service of Colonial Medical Officers in the light of the Spens 
Reports and of the terms which are being negotiated for the 
National Health Semce in Great Britain Full consideration 
has been given to the varying levels of taxation and cost of 
living in the Colonies to the pension schemes at present in 
force, and to the various advantages and disadvantaees of the 
Colonial Medical Officer s life, and the Council has submitted 
tEe following proposals to the Colonial Office as comparable 
having regard to all the factors to the Spens recommendations 
Standard Scale £S50 £850, £900 £1,000 a- £50— £2,000 


Superscale Posts Grade IV £2,2*0 

III £2 500 

II £3,000 

I . £3,500 


In framing these proposals the Council has used the better 
ment factors laid down bv the Ministry of Health in calculating 
the remuneration of practitioners m the National Health 
Service Anv increase m these factors will necessitate a 
corresponding increase in the Council s proposals The figures 
include an expatriation element, and are intended to be for 
whole-time service The Council considers that the scale should 
be applicable to all territories but recognizes that in certain 
Colonies where conditions are peculiar (eg, Malaya, Hong 
Kong) it wall be necessary for certain salaries in the scale to 
be supplemented bv a local allowance The Council has 
submitted to the Colonial Office a memorandum on the 
remuneration of Colonial Medical Officers (see Appendux VI 
to this report), and has intimated to the Colonial Office that 
it wishes to open negotiations on the following other principal 
matters, besides remuneration, in the Colonial Medical Service 
recruitment, personnel management, delay in filling higher 
appointments, and private practice 

Royal Commission on Health and Population m the African 
Colonies 

167 The Council has sent to the Colonial Office a copy of 
the memorandum prepared bv the Kenya Branch, to which 
reference was made in the Supplementary Annual Report of 
Council in 194S, recommending the appointment of a Renal 
Commission to inquire into the health and population of the 
African Colonies The Kenya Branch has msistentlv drawn 
attention to the fact that the population of East Africa is 
rapidlv outstripping the available food-supply The Council 
is impressed bv the gravity of the situation and has asked the 
Secretary of State to give the matter his earnest consideration 

Reorganization of the Malavan Medical Service 

16S The Council of the Malavan Branch has accepted in 
principle the proposals for the new conditions of service in 
the unified Malayan Medical Service which were reported bv 
the Council to the Representative Bodv in 194S The Branch 
has made two provisos to its acceptance — (a) that a tribunal 
be set up to adjudicate on anv case where an officer claims 
hardship and seeks compensation and (h) that means be found 
to overcome the difficulti of promotion to Grade A Superscale 
posts the chances of which in the new scheme appear to be 
halved Information is awaited regarding the attitude of the 
Malavan Government to these two provisos The Council 
continues to watch with care the negotiations on the unification 
of the Malavan Medical Service 

X isi t to East African Branches 

169 in Januarv the Council sent an \ssistant Secretarv 
(Dr E Grev Turner) to visit the kenva Sudan Tancanvaka 
and Uganda Branches In a tour lasting three weeks the 


Assistant Secretarv met a large proportion of the memoers 
of these Branches addressed a number of meetings, and had 
discussions with leading members of the Governments of the 
Colonies visited His report emphasized the importance of the 
Association as an Imperial link, embracing all temtories and 
all races, and drew attention to the vital scientific and cultural 
role which the overseas Branches plav in the life of their 
communities The Council takes this opportunity of stating 
that it is fully conscious and proud of the fact that the 
Association has over 10 000 loyal members overseas and 
assures these members that their problems and difficulties are 
and have been verv much m its mind despite the immense 
preoccupations of the Association in the United Kingdom 
The Council considers that visits such as that of the Assistant 
Secretary to East Africa are necessary to unite the overseas 
Branches to the parent bodv, and expresses the hope that 
overseas members on leave in England, especiallv perhaps those 
from the smaller overseas Branches will make a point of 
calling at Headquarters 

Empire Medical Advisory Bureau 

170 Hie Empire Medical Advisory’ Bureau was opened at 
B M A House on July 13, 1948, by Lord Addison (Lord Pnvy 
Seal) m the presence of a distinguished gathenng which included 
the members of the Advisory Committee This committee is 
representative of the various Commonwealth Government 
Departments and societies interested in the welfare of Empire 
and overseas visitors 

The Committee of Management has met regularlv m con 
nexion with the organization and development of the Bureau 
This is now well established and its work has steadily increased 
month bv month 

Up to the end of Januarv, 1949, 500 inquirers had made use 
of the Bureau either personally or by letter, and 282 of these 
had made a total of 494 visits to the Bureau 

About three fifths of the inquiries concerned various aspects 
of postgraduate education and experience including mforma 
non on courses of instruction, exammauons, appointments in 
and visits to hospitals, and medical registration One-quarter 
of the inquiries related to accommodation, and the remaining 
inquiries — about one-sixth of the whole — extended over the 
very wide field of general information 

A “ Summary of the Regulations for Postgraduate Diplomas 
and of Courses of Instruction in Postgraduate Medicine’ has 
been prepared and copies have been dispatched overseas to 
all Branches of the Association, affiliated associations deans 
of medical faculties, posteraduate committees, and editors of 
medical journals, for the information of intending visitors to 
this country 

Through the kindness and co operation of port health officers 
many of the visitors are met on their first arrival m this countrv 
bv a fellow medical man 

Social functions, at which overseas visitors have the oppor 
tumty of meeting fellow practitioners from other parts of the 
British Commonwealth and members of the profession in this 
country, including a few of our leading phvsiaans and surgeons, 
are a regular feature of the Bureau’s activities , up to date 
nearlv 500 doctors and wives from overseas have attended 
‘ At Homes ” arranged bv the Bureau 

MEDICAL FILMS 

171 The object of the Council is to develop and maintain 
a library of medical films pnmanlv to serve Divisions and 
Branches of the Association, and a bureau to act as a central 
office of information on medical films, their production 
appraisal, grading and bistorv A large amount of detailed 
mquirv is necessary, and consequently the rash is difficult and 
must be planned as a long term pohev The film library is 
now in operation, and there has been a considerable demand 
for its services 

When the work of appraising the films is advanced a cata 
logue will be prepared and the approved films will be available 
to borrowers During the vear the Council has purchased an 
outstanding Ameacan film ‘ Angina Pectoris ” written and 
directed bv Joseph E F Riseman, MD. Boston. Mass In 
addition the following films have been pre-ented to the film 
library 
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The Medical Motion Picture. Eye Surgery— Removal 
of Intra-ocular Foreign Bodies, presented by the American 
Medical Association. 

Studies in Human Fertility (Medical Methods of Control 
of Conception), presented by the Ortho-Pharmaceutical, High 
Wycombe. Bucks. 

Curare in the Treatment of Infantile Paralysis, presented 
by Dr. N. S. Ransohoff, New York. 

Muscle Testing, presented by Sir Morton Smart. 

A number of films have been made available to the Council 
for copying, and consideration is being given to the conversion 
of certain films from silent to sound editions and to their suit-, 
ability for exchange for films from foreign sources. A 16-mm. 
Bell and Howell-Gaumont projector has been purchased, 
and during the year this has enabled a number of medical film 
demonstrations to be given to local Divisions of the Association. 
The Council has also approved the production of a film entitled 

- “ The Treatment of Infections of the Fingers and Hand,” by 
A. G. Riddell, F.R.C.S., and steps are now being taken to 

- produce the film as soon as possible. 

•H. Guy Dain, 

Chairman. 


APPENDIX I 

RETURN OF ATTENDANCES OF COUNCIL 


Attendances 


Name 


Actual 


Possible 


H. Guy Dam, Birmingham (Chairman of Council ) . . 7 

Sir Lionel Whitby, Cambridge (President) . . 3 

E. A. Gregg, London (Chairman of Representative 7 

Body) 

A. M. A. Moore. Upminster ( Treasurer ) . . . . 7 

C. W. C. Bain, Harrogate (President-Elect) . . . . 3 

J. A. Brown, Birmingham (Deputy Chairman of 3 

Represcntathe Body) 

Sir Hugh Lett, Watmer (Immediate Past President) 6 

J. B. Miller, Bishopbriggs (Immediate Past Chairman 5 

of Representative Body) 

J. W. Bone, Luton (Immediate Past Treasurer) . . 3 


7 

7 

7 

7 

7 

7 

7 

7 

7 


• Abel, A. Lawrence, London 
Aitken, Janet K., London 
Anderson, J. H., Ruthin 
Arthur, J. C., Low Fell 
Beauchamp, A., Birmingham 
Callander, L. Dougal, Doncaster 
Carter. O. C . Bournemouth .. . 
Cottrell, J., Grimsby 
Crozier, T. H., Belfast . . 

Dahnc, S. F. L., Caversham 
Edgar. W. H., Alvcrstoke 
clish, J. S., Newtownards • 
'emont, Mary. Aberdeen 
ion, J , London 
. foes, R . London 

ederick, H R , Port Talbot . . 
Gibbons, P J . Liverpool 
Giir. J. H. P . Belfast . 

Golding, H. M., Bristol 
Gordon. R. G.. Bath 
Gorsky, J. A., London 
Gough, A. S., Watford 
Gray. F., London 
Hale-White, R., London 
Hall, I. Simson, Edinburgh 
Hamilton, J. G. M., Edinburgh 
Horder. Lord, London .. 

Howells, W V., Swansea 
Hunter, J. M , Portrush 
Inncs, I. G.. Hull 
Ireland. J. A.. Shrewsbury 
Jolly. R. H. H., Wolverhampton 
Jones, Isaac, London 
Jones. J. A. L. Vaughan, Leeds 
dope, W.. High Blantyre 
Ketinon. R., Liverpool 
Knox, W. M., Glasgow . . 

Kyle, J.. Wendover 
; Liston. R. P., Tunbridge Wells 
MacFcat. G., Douglas, Lanarkshire 
Newell. R. L.. Cheadle, Cheshire 
Q’Farrell, P. T., Dublin 
Owen, D. R_, Chester 
I Pearce, J. C.. Diss 

Porritt, A- E., London , . 


PriJ.Tam. J. V., Weymouth 
Ro^c, J. JL *V„ Harrow 
Sutherland. IT. H. D., London .. 
Thw ap.es; J. Ci., Brighton 
T ot! a.v>?, Sir Percy S . Purlev 
Vtckers. H , Uxhridee 
S , B.rrringbam 

V‘ ater; eld. N. L , Little Bookham 
\\ iiu, \\ c.d an. N c - a card e-u pen -T\ n 
Vr:; \ D-ckson. London 



APPENDIX II 

DUTIES OF AND ETHICAL RULES FOR INDUSTRIAL 
MEDICAL OFFICERS 11 
-I. Duties i 

The duties which form the basis of the industrial medical 
officer’s work vary considerably according to the needs of the 
occupational group in which he works. The following duties 
may be properly undertaken by industrial medical officers: 

(i) Examination of applicants for employment and advice 
as to their placement. 

(ii) Immediate treatment of medical and surgical 
emergencies occurring at the place of employment. 

(iii) Examination and continued observation of persons 
returning to work after absence due to illness or accident, 
and advice on suitable work. 

(iv) Health supervision of disabled persons. 

(v) Periodical examination of persons exposed .to special 
hazards in respect of their employment. 

(vi) Maintenance of the efficiency of the nursing and first- 
aid personnel and equipment. 

(vii) The study of the work and working environment and 
their effects on the health of the employees. 

(viii) Advice to. managements regarding: 

(n) The working environment in relation to health. 

(6) Occurrence and significance of hazards. 

(c) Accident prevention. 

(d) Statutory Requirements in relation to health. 

(ix) Health supervision of all employees with special refer- 
ence to (a) young persons, (ft) married women, and (c) elderly 
persons. 

(x) Medical inspection of canteen facilities and medical 
supervision of the health -and hygiene of canteen workers. 

(xi) Advice to those committees within the factory which 
are responsible for the health, safety, and welfare of the 
employees. 

(xii) The arranging and carrying out of such educational 
work in respect of the health and fitness of the employees as 
may be desirable and practicable. 

(xiii) Advice to employees on all health matters relating to 
their work or working capacity. 


Advisory Note 

The industrial medical officer is advised to establish contact with 
other industrial medical officers and, where possible, with University 
Departments of Occupational Health and Government Departments 
concerned with the health of industrial workers. The latter include 
the Factory Department of the Ministry of Labour, which has on its 
staff a number of Medical Inspectors of Factories. The name and 
address of the Local Medical Inspector of Factories may be obtained 
from the District Inspector of Factories. 

The Medical Research Council, at 38, Old Queen Street, London, 
SAV.l, has a number of special committees dealing with various 
aspects of industrial health research. Its work in this field is 
co-ordinated by the Industrial Health Research Board, and inquiries 
on research problems may be sent to the Secretary at the above 
address. 

The Universities of Durham and Manchester have departments of 
industrial or occupational health, and the University of Glasgow a 
sub-department of occupational health, from which advice may be 
obtained. From time to time some of these departments conduct 
short courses of instruction in industrial medicine and hygiene. 


II. Ethical Rules 

Subject to statutory requirements these rules shall, where 
existing ethical rules or custom fail to cover the circumstances, 
govern the professional relationships of industrial medical 
officers with their medical colleagues in other branches of 
medical practice, with those employees under their professional 
care, and with managements.- The rules apply not only to 
whole-time officers but also to those employed part-time or in 
any other capacity. 

1. (i) When an industrial medical officer renders advice or 
treatment to an employ ee at the place of empl oyment, and 

•These Duties and Rules replace those approved by the 
Representative Body in 1937. 
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when in the employee's own interests he deems it advisable, he disease of which the industrial medical officer has special experience. 


shall inform the employee's own doctor of the material facts. 

(ii) When an industrial medical officer finds on examination 
■’ that an employee is unfit for work, he shall advise the employee 

to consult his own doctor or he may, in emergency, send him 
direct to hospital. 

(iii) If an employee is under the care of his own doctor or of 
‘ a hospital, and if at the place of employment there are special 
7' facilities and equipment for continuing treatment, the industrial 
r 1 medical officer may arrange for such treatment with the 

■ approval of the doctor or hospital concerned. 

2. When in the course of an examination of an employee for 
superannuation purposes, retirement or special duty, material 
v clinical findings come to light, the industrial medical officer 
should with the consent of the person -examined inform his 
r doctor of the relevant details. 

- . 3. Except in emergency, an industrial medical officer shall not 

undertake any treatment that is normally the responsibility of 
the employee's own doctor, unless it be with his agreement. 

4. In his capacity as industrial medical officer he shall not 
undertake treatment of any member of an employee’s family 

.. who is not employed at the same place of work. 

5. A part-time industrial medical officer shall not utilize his 
.. position to influence an employee to choose him as his medical 

attendant. 

6. An industrial medical officer shall not, except in emer- 
gency. or where a prior understanding with local practitioners 

1 exists, send any employee direct to hospital. When he con- 
siders that attendance at hospital is necessary or advisable, he 
shall refer the employee to his own doctor, to whom he may 
make a suggestion to tU' effect. When, in an emergency, an 
r industrial medical office; sends an employee to hospital, he 
shall inform the relative- of the patient is likely to be detained) 
and also the employ ee s own doctor, where known. 

7. When an industrial medical officer is asked by his manage- 
ment to report on the condition of an employee who is absent 

1 from work for health reasons and under the care of his own 
doctor, the industrial medical officer, before examining the 
patient, shall first communicate with the employee's doctor, 
informing him of the time and place of his intended 
examination. 

8. An industrial medical officer should, whenever possible, 
respond to an invitation for consultation with an employee’s 
own doctor. 

9. An industrial medical officer shall not carry out any 
personal preventive measure which is purely experimental 
without the consent of the employee, and, where desirable, 
the consent of the employee’s own doctor. 

10. The personal medical records of employees maintained 
by an industrial medical officer for his professional use are 
confidential documents. Access to them must not be allowed 

‘ to any other person except with the consent of the industrial 
’ medical officer or with the consent of the employee concerned. 

An industrial medical officer shall at all times be responsible 
. 4. for the safe custody of his records. On the termination of his 
appointment he shall hand over his records only to the industrial 

■ medical officer who shall succeed him in the appointment. 

If there is no successor to his appointment, the industrial 
medical officer retains his responsibility for the safe custody of 
his records or for their destruction. 

11. An industrial medical officer shall not disclose his know- 
ledge of industrial processes acquired by virtue of his appoint- 
ment except with the permission of his management or when 
so required in courts of law. 

12. When an industrial medical officer has examined an 
applicant for employment, and as a result of the examination 
employment is subsequently refused, the industrial medical 
officer may disclose his decision to the applicant and, when 
authorized, may disclose the findings to his own doctor. 

Advisor^ Notes 

. > (1) When an industrial medical officer addresses a communication 

to the employee's own doctor, and receives no reply within a reason- 
able time, he shall be at liberty to assume that the employee's own 
doctor takes no exception to the contents of Iris communication. It 
is important in the employee's interest that no opportunity of useful 
co-operation between the employee's doctor and the industrial medical 
officer should be neglected. Such co-operation may be of particular 
value when an employee is under treatment for an occupational 


(2) Industrial medical officers should not make statements as to 
liability in the case of accidents at the place of work except when 
so required in courts of law. 


APPENDIX HI 

DUTIES OF AND ETHICAL RULES FOR INDUSTRIAL 
MEDICAL OFFICERS 

(As approved by the Representative Body in 1937) 

I. Duties 

The duties which form the basis of the industrial 'medical 
officer's work vary considerably according to the needs of the 
individual industry' or commercial organization. In the follow- 
ing paragraphs are set out the duties which may properly be 
undertaken by industrial medical officers when so required: 

(i) Examination of applicants for employment and advice 
as to their selection. 

(ii) Immediate treatment of medical and surgical emer- 
gencies occurring at the place of employment. 

(iii) Examination of persons reluming to work after illness 
or incapacity. 

(iv) Periodical examination of persons exposed to special 
hazards. 

(v) Responsibility for the efficiency of the nursing and first- 
aid personnel and equipment. 

(vi) Advice to the management regarding; 

(a) The hygiene of the factory. 

(b) The health conditions of the workers. 

(c) The occurrence and risk of dangerous hazards. 

{d) The accident prevention arrangements. 

(e) Factory legislation concerning health and safety and 

the special diseases to which the particular industry exposes 

any worker. 

(vii) Maintenance of close touch with the management with 
a view to ensuring that conditions are such as to produce the 
highest degree of mental and physical welfare of the workers. 

(viii) Continued observation of all young persons with a 
recommendation, where necessary', for the provision of free 
meals or milk. 

(Lx) Continued observation of all persons returning to work 
after prolonged illness. 

(x) The medical supervision of canteens to ensure the 
cleanliness, good quality, and physiological adequacy of. the 
food. 

(xi) Advice to the works councils, welfare departments, 
benevolent fund committees, eic., on any matter affecting 
the health of the workers. 

(xii) The arranging and carrying out of such educational 
work in respect of the health and fitness of the workers as 
may be desirable and practicable. 

(xiii) Ready accessibility to employees for medical advice 
upon matters relating to their work. 

(xiv) Encouragement of supervisors to report signs of ill- 
health in any of their workers. 

(xv) Advice to the management regarding fire and air-raid 
precautions. 

H. Ethical Rules 

Subject to statutory requirements these rules shall, where 
existing ethical rules or custom fail to cover the circumstances, 
govern the professional relationships between medical officers 
attached to industrial and commercial concerns, their colleagues 
in general practice, and the workers and staff under their pro-' 
fessiona! care and charge. The rules apply not only to whole- 
time officers but to those employed part-time or in a casual 
consultative capacity. 

I. In carrying out their duties industrial medical officers shall 
be guided generally by the following ethical code; 

(0 The industrial medical officer shall render such emer- 
gency or first-aid treatment as is required at the place- of 
employment, and shall inform the worker's own doctor of 
any treatment given. Where further treatment is deemed 
necessary, the worker shall be instructed to consult his own 
practitioner. 
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(ii) Where there are special facilities or equipment and 
suitable transport arrangements are available, if it is in the 
interests of the patient, continuing treatment may be given at 
the factory clime with the consent of, and in consultation 
with, the worker’s own practitioner. In these cases some 
such form as the following should be used: 

“ Date 

Dear Sir, 

Re:. ■ Address 

This patient has been sent home and advised to con- 
sult you. Should you consider that the special facilities 
of this clinic would be useful for the purpose of apply- 
ing dressings or carrying out such treatment as you 
desire, I shall be pleased to arrange for this if you will 
instruct the patient to report to me. 

Yours faithfully, 

Medical Officer. 

Remarks by patient’s own doctor 

This note may be handed back to the patient.” 

(iii) In cases where the industrial medical officer considers 
that by attending at the factory clinic for dressings or special 
treatment instead of obtaining such treatment elsewhere the 
worker might be saved loss of time and/or employment, he 
shall communicate with the worker’s own practitioner and 
offer the facilities of his clinic. 

(iv) The industrial medical officer shall not provide treat- 
ment in cases of disability, save in such instances as may be 
covered by an understanding with a committee representative 
of the local medical profession or where there is an ad hoc 
agreement with the worker’s own practitioner. -Such treat- 
ment shall be given only with the consent of the worker. 

(v) The industrial medical officer shall consider and advise 
upon the occupation of any worker whose duties appear to 
be too heavy or otherwise ’unsuitable, and, where necessary, 
he shall consult the worker’s own doctor. 

(vi) The industrial medical officer shall (a) examine and 
advise concerning those workers engaged in hazardous or 
arduous occupations - , also those about to be transferred to 
heavy or dangerous occupations, and shall communicate with 
the worker’s own medical attendant at the earliest oppor- 
tunity ; and (6) examine and report to the works management 
upon those workers who appear suitable for early pension 
or retirement or in regard to the continuance of invalidity 
payments. 

(vn) The industrial medical officer shall not carry out 
domiciliary treatment. 

(vm) A whole-time industrial medical officer shall not treat 
any member of the worker’s family who is not employed at 
the factory 

(ix) A part-time industrial medical officer shall not utilize 
his position to influence the worker to choose him as medical 
attendant or family doctor. 

(x) The industrial medical officer shall not, except in an 
emergency, or where a prior understanding with the local 
practitioners is in operation, send any employee direct to 
hospital. Where he considers attendance at hospital to be 
necessary or advisable, he shall refer the employee to his own 
medical attendant and may make a suggestion to this effect 
to the’ latter. 

Where, in an emergency, the industrial medical officer sends 
a worker to hospital, he shall advise: (a) the relatives (if the 
patient is detained) ; and (b) the worker’s medical attendant. 

(\il Where an industrial medical officer has occasion to 
examine and to report to the management concerning the 
condition of any worker who is absent from his employment 
on account of illness and is being treated by his own medical 
attendant, he shall conform to the Ethical Rules for Medical 
Inspectors laid down by the Association. In this connexion 
an industrial medical officer shall, with the consent of his 
emptover, place his special knowledge at the disposal of the 
attending practitioner, and vice versa. 

(xii) The industrial medical officer should, where possible, 
respond to any imitation to meet the worker's practitioner in 
consultation. 

txiii) Except in emergency the industrial medical officer 
shall not carry out any individual preventive measure with- 
out the individual consent of the worker and prior agreement 


with the worker’s medical attendant. He shall in no via) 
associate himself with experiments which involve the active 
participation of the workers without their consent and the 
prior notification of the workers’ doctor. 

(xiv) The medical records of the workers maintained by the 
industrial medical officer are confidential documents; they 
must remain in the custody of the industrial medical officer 
or of his deputy. Access to them must not be allowed to an) 
other person save only to another registered medical practi- 
tioner, and then only at the request or w'ith the consent of the 
worker. 

(xv) The industrial medical officer shall at all times be 
responsible for the safe custody of his medical records. On 
terminating his appointment he shall make arrangements lot 
the safe custody of his records until such time as it is possible 
to hand them over to his successor, 

2. Where nurses are employed by the management the 
industrial medical officer shall instruct them to maintain the 
proper ethical code for nurses. Any professional matter must 
be treated as confidential and disclosed only to the industrial 
medical officer or to the worker's own medical attendant. 

3. The term “ consultation ” in these rules shall be understood 
to include a written or telephonic communication addressed b) 
the industrial medical officer to the medical attendant. In the 
absence of a reply within a reasonable time the industrial 
medical officer shall be at liberty to assume the other doctor's 
agreement. 


APPENDIX IV 

AMENDMENTS OF ARTICLES AND BY-LAWS 

(i) Article No. 1. — By deleting the figures “1 929” and by 
substituting therefor the figures “ 1948.” 

(ii) Article No. 4 (I). — By inserting before the word “voting" 
the words “receiving notices of General Meetings or of.” 

(iii) Article No. 22.— By deleting this Article and by substi- 
tuting therefor the following new Article to be numbered 22: 

“ 22. The Association shall in each calendar year hold a 
General Meeting as its Annual General Meeting in addition 
to any other meetings in that year. Not more than fifteen 
months shall elapse between the date of one Annual General 
Meeting and that of the next. The Annual General Meeting 
shall be held at such time and place as may be fixed by the 
Council, and if no time is so fixed, shall be held on Oct. 20 
(or if that day be a Sunday on Oct. 21), and if no place is 
so fixed shall be held at the registered office of the 
Association.” 

(iv) Article No. 24. — By deleting this Article and "y substi- 
tuting therefor the following new Article to be numbered 24: 

“ 24. The Council may whenever it thinks fit and (without 
prejudice to the provisions of the Companies Act, 1948) it 
shall upon a requisition made in writing as hereinafter pro- 
vided by any one hundred or more Members convene an 
Extraordinary General Meeting.” 

(v) Article No. 25. — By deleting this Article and by substi- 
tuting therefor the following new Article to be numbered 25: 

“ 25. A requisition must state the objects of the meeting 
and must be signed by the requisitionists and deposited at 
the registered office of the Association, and may consist of 
several documents in like form each signed by one or more 
requisitionists.” 

(vi) Article No. 26. — By deleting this Article and by substi- 
tuting therefor the following new Article to be numbered 26. 

“ 26. If the Council does not within twenty-one days from 
the date of the deposit of a requisition proceed duly t0 
convene an Extraordinary General Meeting, the requisitionists, 
or any one hundred of them, may themselves convene a 
meeting for the objects specified in the requisition, but any 
meeting so convened shall not be held after the expiration 
of three months from the said date. A meeting converted 
by the requisitionists shall be convened in the same manner, 
as nearly as possible, as that in which the General Meetings 
are to be convened by the Council.” 
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(vii) Article No. 27. — Bv deleting this Article and by substi- 
tuting therefor the following new Article to be numbered 27: 

“ 27. In the case of an Annual General Meeting or of a 
meeting for the passing of a Special Resolution twenty-one 
clear days’ notice at the least and in any other case fourteen 
clear days’ notice at the least specifying the place, the day, 
and the hour of meeting, and in the case of special business 
the general nature of such business (and in the case of an 
Annual General Meeting specifying the meeting as such) 
shall be given in manner hereinafter mentioned to all the 
Members tother than those who under the provisions of the 
Regulations and Bv-laws are not entitled to receive the notice) 
and to the Auditors for the time being of the Association. 
The accidental omission to give notice to, or the non-receipt 
of notice by, any person entitled to receive notice shall not 
invalidate the proceedings at any General Meeting ” 

(vtii) Article A'o. 41 — Bv deleting this Article and by substi- 
tuting therefor the following new Articles to be numbered 
41 (a) and 41 (t) respectively 

“41 (a). The Council shall be composed of the President 
of the Association, the President-Elect, the immediate Past- 
President, the Chairman of the Representative Body, the 
Chairman and (during the year immediately following his 
period of office as Chairman of Council) the Past Chair- 
man of Council, the Chairman of the General Medical 
Services Committee, the Chairman of the Central Consul- 
tants and Specialists Committee, and the Treasurer. <?r officio. 
and of members of the Association elected by the bodies and 
in the manner prescribed in that behalf by the By-laws.” 

“ 41 (b). No Member of Council shall vacate or be required 
to vacate his office as a Member of Council on or by reason 
of his attaining or having attained the age of 70 and any 
Member of Council retiring or liable to retire under the pro- 
visions of the Regulations or the By-laws and any person 
proposed to be elected or appointed a Member of Council 
shall be capable of being re-elected or reappointed or elected 
or appointed, as the case may be, as a Member of Council 
notwithstanding that at the time of such re-election or re- 
appointment or election or appointment he has attained the 
age of 70, and no special notice need be given of any resolu- 
tion for the re-election or reappointment or election or 
appointment or approving the election or appointment as a 
Member of Council of a person who shall have attained the 
age of 70, and it shall not be necessary to give to the Mem- 
bers notice of the age of any Member of Council or person 
proposed to be re-elected or reappointed or elected or 
appointed as such ” 


(ix) Article No. 50. — By deleting this Article and by substi- 
tuting therefor ffie following new Articles to be numbered 
50 (a), 50 (6), and 50 (c) respectively: 

“ 50 (a). The Council shall once at least in every calendar 
year lay before the Association in General Meeting an 
Income and Expenditure Account for the period since the 
preceding account, made up to a date not earlier than the 
date of the meeting by more than nine months. The Council 
shall also cause to be made out in every calendar year and 
to be laid before the Association in General Meeting a 
Balance-sheet as at the date to which the Income and Expendi- 
ture Account is made up. Every such Balance-sheet shall be 
signed on behalf of the Council by two of the Members of 
Council and shall have attached to it a report by the Council 
with respect to the state of the Association's affairs and the 
amount, if any, which they propose to carry to reserves. It 
shall also have attached to it the Auditors’ report and such 
other documents as shall be required by the Statutes to be 
annexed thereto.” 

“ 50 (b). The Council shall also annually prepare an 
Estimate of the probable income and expenditure of the 
Association for the coming year and a Report of the pro- 
ceedings of the Association for the past year and the 
Balance-sheet and Income and Expenditure Account and 
the said Estimate and Reports of the Council shall be 
presented to the Annual Representative Meeting.” 

“50 (c). A copy of each of the said documents shall be 
sent to the Secretary of every Branch and Division and pub- 
lished in the Journal not less than twenty-two days before 
the Annual General Meetina.” 

o 

(\) Article No. 51. — By deleting from this Article the words 
■ In addition to the above-mentioned Report." 

(i) By-law No. 10. — Insert before the words “any vote” the 
words “receive notices of General Meetings or to.” 

(ii) By -lair No. 12. — Insert before the words “any vote" the 
words “receive notices of General Meetings or to” and insert 
before the word “voting” the words “receiving notices of 
General Meetings or of.” 

(iii) By-law 16 (1). — (i) In line 1 delete the figures “ 1923 " 
and substitute therefor the figures “ 1950." (ii) In line 5 delete 
the word “three” before “guineas” and substitute therefor 
the word “four.” (iii) In Column 1 under the heading B (iii) 
insert the word “ non-professorial ” between the words “whole 
time" and “member,” and delete the words “or Government 
Department.” (iv) In Column 2 of the table opposite each of 
the headings A. B (iii). and B (iv) m Column 1 insert after the 


Name of 
Committee 


Additional 
Members ft 
officio 


B> the 

Representative 

Bod} 


Appointed Members 


B> the { 
Council j 
i I 


Otherwise Appointed 


Duties Powers, etc 


ienenil Medical 
Services 


The chairman for the ( 
time being of the Con- 
ference of Reorrsenta- | 
n\es of Local Medical 
Committees called bv | 
the Gereral Medical 
Services Committee of 
the British Medical 
A"Ociinon 


'mate Frauice 


4 


I 


I 

l 

i 


Registered medical practitioners appointed as follows: 

6 such practitioners (being members of the Association) 
elected (in the manrer prescribed b' the Representa- 
tive Bod>) by Representatives of the Constituencies 
formed for Great Britain and Northern Ireland under 
B}-Iaw 39, namel>,4 by all the Representatives (acn-g I 
together) cf the Constituencies so formed for England 
and Wales, 1 by all the Representatives (acting i 
together) of the Constituencies so formed for Northern | 
Ireland, and 1 b\ all the Representatives (acting 
together) of the Constituencies <o formed for Scotland, ( 
together with 43 practitioners (whether members of 
the Association or not) to be nominated or e’ected as 
under, rz: 

33 to be elected so far as possible on a territorial basis 
by the Local Medical Conmi'tees formed in Great I 
Britain under the National Health Service Ac*s. and 
b} Local Medical Committees formed m Nonhern 
Ireland under the Hca ':k Struct* Act (V onbc r r 
Ireland), 194S; 

6 to be e'ected b} the Annual Conference cf Representa- 
tives of Local Med.cal Committees; 

2 to be nominated by the Central Consu’tants and 
Specialists Committee; 

1 to be nominated bv the Medical Women’s Federation; 

1 to be nominated bv the S octets of Med cal O’ 1 icers of ' 
Health 

I by the Central Consultants and Specialists Corrmttce; 

I b} the Pub’ic Health Committee: 

I bv the Gere ml Med cal Services Committee 


To deal urh all matters aFeci- 
mg practitioners providing 
general medical services 
u~der the Nations* Health 
Service Acts and any Act 
amending or consoLdating 
the same and to watch the 
interests of tho'e pmcti- 
tiomrs tn relation to those - 
Acts 

The Commrtee shall have 
power to co-opt up to 4 
members, if necessary, to 
secure a representation of a 
particular class of experience 
not otherwise repmse’^ed on 
the Committee 


To consider and report cn 
- matters affecting the pro- 
fession in the field o r pnra*c 
practice not specially referred 
to other Committees. The 
Committee 'ball have powe* 
to co-opt three members 
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words “ two • guineas ” the words “ and a half.” In Column 2 
of the table opposite heading B (v) in Column 1 delete the 
words “four guineas and a half” and substitute therefor the 
words "five guineas.” In Column 2 of the table opposite 
heading B (vi) in Column 1 delete the words “ one guinea and 
a half” and substitute therefor the words “two guineas.” 

(iv) By-law No. 23 (1) (a).~ Delete “22” and substitute 
therefor “ 37” and delete “12” and delete alt the words after 
the word “belongs.” 

(v) By-law No. 44 (5).— -Delete “ twenty-two ” and substitute 
therefor “ thirty-seven." 

(vi) By-law No. 47.— Delete "to consider the Annual 
Financial Statement and Balance-sheet presented by the 
Council ; to consider Reports of the Council ” and substi- 
tute therefor “ to consider the Balance-sheet, Income and 
Expenditure Account, Estimate, and Reports presented by the 
Council; to consider.” 

(vii) By-law No. 53 in).— -Delete ** twenty-two ” and substitute 
therefor “ thirty-seven.” 

(viii) By-ton' No. 53 f b ). — Delete “eight” and substitute 
therefor “ seven.” 


(ix) fly-tow No. 53 . — Delete subparagraph (c) and amend 
the lettering of all subsequent subparagraphs. 

(x) By-law 53 id). — Delete the whole subparagraph and substi- 
tute therefor: “Thirteen being persons who have been members 
of the Association for at least the period aforesaid, at the 
Representative Meeting being elected as to two by the elected 
Representatives of the constituencies comprised in the 'Branches 
and Divisions in Scotland and as to a further one by the elected 
Representatives of constituencies comprised in the Branches and 
Divisions in Wales, including Monmouthshire, and as to the 
remaining ten by the Representative Body as a whole. All such 
elections shall be carried out at such time and in such manner 
as the Representative Meeting may decide.” 

(xi) By-law No. 55 ( 1 ). — Delete ” twenty-two ” and substitute 
therefor “ thirty-seven.” 

(xii) By-law No. 56 (1). — Delete “eight” and substitute 
therefor “ seven.” 


(xiii) By-law No. 57. — Delete and amend the numbering of 
all subsequent By-laws and all cross references in other By-laws. 

(xiv) By-law No. 58. — Delete ” twenty-two ” and substitute 
therefor “ thirty-seven.” 

(xv) By-law No. 59, — Delete “twenty-two’-’ and' substitute 
therefor ” thirty-seven.” 

(xvi) By-law No. 6! (/). — Delete the words “in Great Britain 
and Northern Ireland” and substitute for such last-mentioned 

^ ouls ” provided that the term of office of all members of 
i ouncil elected at the Representative Meeting shall expire at 
the dose of the Annual Representative Meeting next following 
the date of their election,” and all the words from and 
including the words "Provided that” to the end of the sub- 
paragraph. 

(xvii) By-law No. 61 (2). — Delete all the words from and 
including the words “ provided that ” to the end of the sub- 
paragraph. 


A viii) By-law No. 61 (4 ). — Delete the whole of this sub- 
paragraph. 

(xix) By-law No. 70 . — Delete all the words from and including 
the words “ the said Chairman ” to the end of the By-law and 
substitute therefor “ neither the Chairman nor the Deputy 
Chairman of the Representative Bod)' shall while bolding office 
as such Chairman or Deputy Chairman (as the case may be) 
act personally as the representative of any Constituency, but 
the Constituency vvhich such Chairman or Deputy Chairman 
represents at the time of his election to the said office shall, 
during such time as he holds the said office, be represented by 
a deputy elected in manner provided by By-law 43,” 

AM, By-law No. 72 . — Delete “ and for one year there- 
after.” 


fxxi) fly-tow No. 79 . — Delete the whole By-law and subst: 
ma therefor “Each Standing Committee shall appoint 
. tember o, the Committee as Chairman, provided that, i 
the Member appointed as Chairman is not a Member o 
v, Committee : shall appoint from among its ow 
nun.Kr a Member of Council as Deputy Chairman.” 


Schedule to the By-laws 

Opposite the headings “ Arrangements” and "Public Health." 
Delete “ General Practice ” and substitute therefor “ Private 
Practice.” 

Opposite the headings “ Central Consultants and Specialists," 
“ Finance,” and ■ “ Occupational Health,” Delete “ General 
Practice” and substitute therefor “Private Practice." Delete 
“ Insurance Acts'” and substitute, therefor “ General Medical 
Services.” 

Opposite the heading “Welsh.” Delete from the column 
“Additional Members ex officio ” the words “The Chairman 
and Secretaries of the Welsh Standing Contract Practice Sab- 
committee” and substitute therefor “The Representatives (or 
in their absence the Deputy Representatives) of the Constituen- 
cies in Wales (including Monmouthshire). The Representatives 
(or in their absence the Deputy Representatives) of the Shrop- 
shire and Mid-Wales Branch if such Representatives or Deputy 
Representatives, as the case may require, are resident and 
practising in Wales.” 

Delete all the words appearing in the column “Appointed 
Members Otherwise Appointed.” 

Headings “ Genera! Practice ” and “ Insurance Acts.” Delete 
these headings and everything appearing opposite them. 

Insert new headings and entries as shown in the Table on 
p. 203 as to " General Medical Services ” immediately below 
“ Finance ” and as to “ Private Practice ” immediately below 
“ Organization.” 


APPENDIX V 

MEMORANDUM ON THE REMUNERATION 
OF MEDICAL OFFICERS OF THE ARMED FORCES 

1. The Association has repeatedly stated (notably at tfts 
Annual Representative Meeting at Cambridge in June, 1948) 
that it would be necessary to review the remuneration of the 
medical officers of the Armed Forces in the light .of the two 
Spens Reports. It is the Association's view that remuneration 
in the medical branches of the Armed Forces must conform 
broadly to that of medical practitioners in civil practice. The 
Spens Reports have laid down ranges of income which are 
recognized both by the Ministry of Health and by. the Associa- 
tion. and which have been adopted by the Government as 
the basis for the remuneration of medical practitioners in the 
National Health Service. The Association has now completed 
its review and desires to present to the Ministry of Defence 
the results of its investigation. 

2. It is well known to the Association that voluntary entry’ 
to the medical branches of the Armed Forces has lately been 
far from satisfactory. There is no need to point out that 
this position will deteriorate still further if the terms and 
prospects in the Armed Forces remain markedly inferior to 
those in civil medical practice. 

3. -In comparing the remuneration of medical officers of 
the Armed Forces with the recommendations of the two Speus 
Committees an immediate practical difficulty arose. The 
remuneration of medical officers of the Armed Forces must 
necessarily be on a scale related to age, service, and rank. 
The incomes of civilian medical practitioners, on the other 
hand, are not in general determined , by age and length of 
sendee, but depend upon a number of factors, including the 
locations and types of their practices, into which there enters 
a large element of personal choice.. The Association was 
therefore faced with the problem of translating the recom- 
mendations of the Spens Committees into some sort of an 
age and service scale. In the case of the specialist Spe n4 
Report this was relatively easy, because the recommendations 
are related to some extent to age. In the case of the general 
practitioner Spens Report a scale was prepared .by setting out 
the arithmetic means of the incomes recommended for the 
various age groups in Table C of the Report. Above the 
age of 50 the arithmetic means of the higher incomes recom- 
mended in Table C were set out, because it was lecocnir.ed 
that the majority of officers of those ages have been promoted 
to higher ranks by selection. 

4. Tn both cases the net figures of the Reports were adopted, 
because it was recognized that the practice expenses of a 
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medical officer in the Armed Forces are not in general borne 
by himself. The betterment factors adopted by the Ministry 
of Health in translating the 1939 figures of the Spens Reports 
into present-day figures were used by the Association for this 
' • review, although it must be emphatically stated that the Asso- 
V c ' at ' on h as never agreed that these factors reflect in anv 
way accurately or adequately the change in the value of money 
-f for the professional classes which has taken place since 1939. 

Negotiations are at present proceeding on the betterment 
y factor.. Any increase which may result in the betterment 
a factor will of course necessitate a corresponding increase in 
-- the Association’s proposals contained in paragraph 8 below. 

- 5. The Spens figures, increased in respect of betterment, were 
~ reduced by 6% for the purposes of this review, in order to 
~ take account of the fact that practitioners in the National 
: Health Service must contribute 6°i of their net remuneration 

towards superannuation, while the pensions of Armed Forces 

- medical officers are non-contributory. 

, 6. The figures for the remuneration of medical officers in 

n the Armed Forces which the Association has compared with 
the recommendations of the Spens Committees were con- 

- solidated figures of pay and all allowances of a married officer. 

- This was done because it was recognized that the Spens 

- recommendations made no extra provision for marriage and 
■ that civilian practitioners are. in general, responsible for all 
: their living expenses. The Association makes no recommenda- 
tions for any alterations in the existing system and scale of 
allowances, as these are common to all officers of the three 
Services, but confines itself to proposals for increases in the 
basic pay of medical officers. 

, 7. In comparing the remuneration of Armed Forces medical 

. officers with that of civilian practitioners there are several 
factors to which great weight must be attached. These are : 

, (a) frequent moves : (hi service in countries ill provided with 

: *he amenities of civilized life to which officers are accustomed 
• in the United Kingdom, and sometimes in climates which 

- are arduous and-' disagreeable : (cl maintenance of two homes 
for the purpose of educating growing children in the United 

r Kingdom, which may involve heavy expenditure on travelling ; 
and (<f) payment of income tax at the British rate irrespective 
of rates of exchange and the local cost of living. The Associa- 

- tion considers that there should be adequate compensation 
included in the remuneration of medical officers in the Armed 
Forces to offset these factors, and the figures proposed by the 
Association include this element. 

S. The Association, therefore, as a result of its review, 
proposes the following rates of basic pay for general duty 

- medical officers : 


Rank 

Daily Rate 
£ s. 

Increase over 
Present Rate 

Acting Surg. Lieut.. Lieut., F./O. 


1 5 

3s. 

Surg. Lieut., Capt., FI. Lieut. 


1 II 

3s. 

Do. After 2 years as such 


1 17 

6s. 

Do. „ 4 „ 


2 3 

9s. 

Do. „ 6 „ 


2 9 

12s. 

Surg. Lieut. Com., Major, Sq. Ldr. 


2 IS 

15s. 

Do. After 2 years as such 


3 I 

ISs. 

Do. „ 4 „ ,, 


3 4 

15s. 

Do. 6 „ 


3 7 

15s. 

Surg. Com , Licut.-Col., Wing. Com. 


3 16 

ISs. 

Do. After 2 years as such 


3 19 

ISs. 

Do. ,, 4 „ 


4 2 

ISs. 

Do. „ 6 ,, 


4 5 

ISs. 

Do. „ S 


4 S 

ISs. 

Surg. Capt., Col., Group Capt. . . 


4 19 

24 s. 


.. 

5 2 

2-1 s. 

Do. „ 4 


5 5 

24s. 

Do. „ 6 


5 S 

24s. 

Surg. Capt., Brie., Air Cdre. 


5 14 

27s. 

Surg. Rear-Admiral, Msj.-Gen., Air Vice Marshal 

6 S 

ISs. 

Surg. Vice-Admiral. Licut.-Gcn., Air Marshal 

7 10 

15s. 


9. The Association considers that a difference between the 
remuneration of general duty officers and specialists as great 
as the difference between the recommendations of the Spens 
Committees for remuneration of general practitioners and 
specialists would be inappropriate in the Armed Forces. The 
Association considers, for example, that there should be no 
marked discrepancy in the remuneration of two officers of 
equal rank who are carrying out different tasks — e.g., between 
the remuneration of a major filling an appointment as surgical 
specialist and a major commanding a company of a field 


ambulance. It is considered, however, that specialist pay 
should be greater than -it is at present, and further that the 
system of payment of specialists should be made uniform 
in the three Services. The Association recommends that it 
should be payable at the rate of 6s. a day for graded specialists 
and 9s. a day for full specialists. 

10. The Association proposes that the new scales of 
remuneration should have effect from July 5, 1948. This 
was the date on which the National Health Service came into 
Operation, and is clearly the appropriate date for the introduc- 
tion of related terms of service in the Armed Forces. 

11. In conclusion it must be stated that the Association’s 
proposals represent the minimum which can be regarded as 
comparable with the terms and prospects of medical practi- 
tioners in civil life. No attempt has been made to emulate the 
maximum of £5,200 recommended in the specialist Spens 
Report. In drawing up its proposals the Association has 
used only average figures recommended for the incomes of 
general practitioners. , The Association's proposals are there- 
fore modest, and it can confidently be asserted that nothing 
less will be sufficient to attract recruits in competition with 
the National Health Service. 


APPENDIX VI 

MEMORANDUM ON THE REMUNERATION OF 
OFFICERS OF THE COLONTAL MEDICAL SERVICE 

1. At the conclusion of the 1939-45 war it became clear 
to the British Medical Association that salaries of Colonial 
Medical Officers were seriously inadequate. Numerous and 
bitter complaints from members all over the Colonial Empire 
indicated that these salaries were seriously insufficient in view 
of the universal rise in the cost of living brought about by the 
war. The Association represented to the Colonial Office that 
interim percentage increases of salarv should be granted, 
pending a full review of the remuneration of Colonial Medical 
Officers in the light of the terms which would be negotiated 
and laid down for the National Health Service at home. The 
Colonial Office agreed that increases were necessary, and. as a 
result of investigations carried out by various Commissions 
post-war increases of remuneration of members of the Colonial 
Service, medical and non-medical, have been put into effect. 
The Association has learned from its members that these 
increases are considered in many cases to be unsatisfactory and 
inadequate. 

2. Quite apart from these interim post-war increases, the Asso- 
ciation has repeatedly stated (notably at the conference at the 
Colonial Office on Jan. 9. 194S) that it would be its duty to 
undertake a thorough review of the remuneration of the 
Colonial Medical Service in the light of the two Spens Reports, 
when published. It is the Association’s view that remuneration 
in the Colonial Medical Service must conform broadly to the 
remuneration of medical practitioners in this country. The 
Spens Reports (which have now been published) have laid 
down standards which are recognized both by the Ministry 
of Health and by the Association, and which have been adopted 
by the Government as the basis for the remuneration of 
medical practitioners in the National Health Service. The 
Association has now completed its review of the remuneration 
of the Colonial Medical Service in the light of the Spens 
Reports, and desires to present to the Colonial Office the results 
of its investigation. 

3. The Association is fully aware that the terms of service 
of the Colonial Medical Service are not controlled exclusively 
by the Colonial Office, and that it is necessary for the latter 
to secure the agreement of individual Colonial Governments 
to any changes proposed. The Colonial Office carries a heavy 
responsibility, however, in that it is the agency by which doctors 
from Great Britain are recruited to the Service. There is.no 
need to point out that the recruitment position will deteriorate 
if the terms and prospects in the Colonial Medical Service 
remain inferior to those v in medical practice in the United 
Kingdom. 

4. In comparing the remuneration of Colonial Medical 
Officers with the .recommendations of the two Spens Commit- 
tees, an immediate practical difficulty arose. The remuneration 
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of Colonial Medical Officers must necessarily be on a scale 
related to age and service. The income of a medical practi- 
tioner in the United Kingdom, on the other hand, is riot in 
general graded in proportion to age and length of service, but 
depends upon a number of factors, including the location and 
type of his practice, into which there enters a large element 
of personal choice. The Association was therefore faced with 
the problem of translating the recommendations of the Spens 
Committees into some sort of an age-and-service scale. In 
the case of the specialist Spens Report this was relatively 
easy, because' the recommendations are related to some extent 
to age. In the case of the general practitioner Spens Report, 
which was the more important for the purposes of this review, 
a scale was prepared by setting out the arithmetic means of 
the incomes recommended for the various age groups in 
Table C of the Report. 

5. In both cases the net figures of the Reports were adopted, 
because it was recognized that the Colonial Medical Officer’s 
practice expenses are not borne by himself. The betterment 
factors adopted by the Ministry of Health in translating the 
1939 figures of the Spens Reports into present-day figures were 
used by the Association for this review, although it must be 
emphatically stated that the Association has never agreed that 
these factors reflect in any way accurately or adequately the 
change in the value of money for the professional classes 
which has taken place since 1939. 

6. In comparing the remuneration of Colonial Medical Officers 
with that of practitioners in the home country, there is one 
important factor to which great weight must be attached. This 
is the fact that many Colonial Medical Officers live and work 
outside their home country. They live remote from their 
relations and from the surroundings in which they have been 
brought up, usually in countries which are ill provided with 
the amenities of civilized and sophisticated life such as are 
commonplace in Great Britain, and often in climates which 
are arduous and disagreeable. Further, Colonial Medical 
Officers must be prepared to undergo relatively frequent moves, 
and are generally faced with the expense of educating their 
children in the United Kingdom and perhaps with the necessity 
of maintaining two homes. The Association is aware that these 
heavy disadvantages are to some extent offset by the relatively 
low level of taxation in the Colonies. The Association has 
had before it figures of taxation levels in the principal Colonies 
and has given due weight to this factor. Figures of the cost 
of living have also been considered, however, and it is clear 
that in some cases the cost of living substantially reduces the 
advantage conferred by lower taxation. After careful considera- 
tion the Association concludes that the remuneration of 
Colonial Medical Officers recruited outside the countries in 
which they serve must include an adequate expatriation 
element to offset the disadvantages of their career. 

7. The Association, therefore, as a result of its review, pro- 
poses the following scale of pensionable remuneration, which 
should be applicable to medical officers serving in all Colonies 
and Dependencies : 

Standard Scale. £850, £850, £900 (probationary period of two- 
three years), £1,000 x £50 to £2,000. (The top of this scale will be 
attained, in the absence of promotion to a supcrscale post, before 
the minimum retiring age is reached. Efficiency bars should be 
retained.) 

S' l £f rs S? ,c Awr.— < Grade IV, £2,250; Grade III, £2,500; Grade II, 

£3,000; Grade I, £3,500. 


8. Tlic Association considers that locally recruited medical 
ofiicen; should receive the above salaries less a proportion to be 
negotiated. The Association is aware that in some instances 
the salaries now proposed are lower than those which are 
actually in force. There is no suggestion that the remunera- 
tion ot medical officers at present serving should be reduced 
as a result of the introduction of the Association's proposals, 
and. furthermore, it will be necessary in certain Colonies (such 
-. 1 ., Hong Kong) t0 supplement the proposed 
n s tl” ? local allowance to meet peculiar local condi- 
h Trh , V 1 m A u S ° Clatl0n considers that such local allowances, 

Jvers Payab,e t0 European and locally recruited 

oLkcts, should be non-pensionable. 

Col'c nh ? d .- hat , mcdiea! practitioners entering (he 

ments above tbe cf C J^ ICe sb0ldd be eligible, to receive incrc- 
s arting salary in respect of special qualifica- 


tions or experience. The Association has noted with satisfac- 
tion a proposal similar to this in paragraph 53 of the Report 
of the Harragin Commission and in paragraph 133 of tht 
Report of the Holmes Commission. 

10. The salaries proposed are based on the assumptions that 

the medical officer will be responsible for paying rent for his 
housing - accommodation, and that they are for full-time 
employment. ^ 

11. The Association is aware that the process of abolishing 
private practice by Colonial Medical Officers has begun. The 
speed and character of this process must clearly depend upon 
local circumstances, and a fair measure of compensation must 
of course be paid to officers deprived of private practice. The 
Association considers that, should circumstances or the public 
interest oblige officers to give medical attention to private per- 
sons, they should retain the fees despite the fact that the right 
to private practice might have been abolished. There should 
be no suggestion of “ farming out ” by Government of a 
medical officer’s services. 

12. The Association desires to point out that the remunera- 
tion of medically qualified teachers in the medical schools of 
the Colonial 'Empire must necessarily be in step with that of 
Colonial Medical Officers and with that of medical practitioners 
in the home country if the medical schools are to retain the 
services of these teachers: There is no need to emphasize the 
disastrous effects upon the clinical and (not less important) 
the ethical standard of medical education that would be caused 
by the loss of medically qualified teachers. This is a danger 
to which the Association and the Royal Colleges have drawn 
urgent attention in the United Kingdom. 

13. The Association proposes that the new scales of 
remuneration should have effect from July 5, 1948. This is 
the date on which the Spens recommendations are deemed to 
have taken effect in Great Britain. 

14. In conclusion, it must be stated that the Association’s 
proposals represent the minimum which can be regarded as 
comparable -with the terms and prospects of medical practi- 
tioners at home. No attempt- has been made to emulate the 
maximum of £5,200 recommended in the specialist Spens 
Report. In drawing up the suggested Standard , Scale, the 
Association has used only average figures recommended for 
the incomes of general practitioners. The Association’s pro- 
posals are therefore modest, and it can confidently be asserted 
that nothing less will be sufficient to attract recruits in 
competition with the National Health Service. 


PROCEEDINGS OF COUNCIL 

Wednesday, March 23, 1949 

A meeting of the Council of the Association was held at B.M-A- 
House, London, on Wednesday, March 23. Dr. H. Guy Dam ^ 
presided. 

The Council endorsed a proposal that its Chairman and the 
Secretary should attend the Commonwealth Medical Confer- 
ence meeting in association with the annual meeting of me 
Canadian Medical Association at Saskatoon in June, returning 
in time for the Harrogate meeting. The President, Sir Lionel 
Whitby, was unable to attend the Saskatoon meeting, but as he 
would be in the United States in the autumn a warm invitation 
had been extended to him to attend any or all of the divisional 
annual meetings of the Canadian Medical Association to be 
held in September. The Council expressed its desire that the 
President should act as ambassador of the Association at as 
many of these meetings as he could compass, and the Presiden 
accepted the invitation. 

The Association Balance-sheet 
Mr. A. M. A. Moore, Treasurer, presented the financial state 
ment for the year ended Dec. 31, 1948. He said that for m 
first time for 20 years a deficit was shown on the year’s income 
and expenditure. This was largely due to the exceptions 
expenses incurred by the action which the Association mo 
prior to and after the introduction of the National Heal 
Service. A good deal of this expenditure would be no 
recurrent, but the Finance Committee desired to warn t 
Council of the cost of the new and important services ,ivhic 
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the Association had undertaken On the assets side the building 
and other fixed assets had been written down quite generously. 
Central meetings expenses showed an increase of £6.000; this 
was due to the additional meetings of the Representative Body 
and Council and the formation of new committees. Among the 
general expenses was £3.400 for the Empire Medical Advisory 
Bureau. The subscription revenue was £145.000, as compared 
with £138.000 the year before. The membership to-day stood 
at 60.367 — a highly satisfactory state of affairs. The Accoun- 
tant also told him that the reminders which had to be sent 
out this year concerning subscriptions unpaid were 600 fewer 
than a year ago. The Journal account again showed a very 
substantial balance — over £26.000 — transferred to the revenue. 

The financial statement was approved. 

Increase in Subscription Rates 

Mr. Moore reminded the Council that the Annual Represen- 
tative Meeting. 1947, expressed the opinion that the time had 
arrived when an increase in the present subscription rates should 
be considered. The Finance Committee undertook to consider 
this matter each year, and it now felt that the time had arrived 
to recommend an increase. It was 26 years since the subscrip- 
tion of 3 guineas was fixed, and if it was considered how 
_much the Association was doing for its members, how its ser- 
vices had increased during the last year alone, it was evident 
that a clear case could be made out for a raised subscription. 
The effect of the proposed increase, if the membership was 
maintained, would be to increase income by about £34.000. 

The recommendations were that the ordinary subscription 
for members resident in Great Britain and Northern Ireland 
should be raised to 4 guineas ; for newly qualified practitioners 
elected within two years of registration, 2 guineas ; for husband 
and wife residing together, 5 guineas ; for Service mem- 
bers wherever resident, 2+ guineas, and for whole-time non- 
professorial members of teaching staffs of university or medical 
school and those engaged whole-time on special research. 24 
guineas. There would be no change in the 2 guineas for 
members of not less than 40 years' standing or members with 
not less than 10 years’ membership who had retired from prac- 
tice, or in the 14 guineas for members resident outside Great 
Britain and Northern Ireland. 

After a brief debate the recommendations were unanimously 
adopted. 

Before the Council passed from finance the Chairman men- 
tioned that the former Treasurer, Dr. J. W. Bone, was seriously 
ill. It had been hoped at a little ceremony to bestow on him 
the Gold Medal of the Association which had been awarded 
to him, but he was not well enough for this’ purpose. His ill- 
ness would be followed with much sympathy by his many 
friends in the Association. 

Mode of Election of Central Council 
■ Dr. J. A. Pridham, chairman of the Organization Committee, 
again brought forward his committee’s recommendations for a 
reconstituted Council. At a previous meeting these had been 
referred back to the committee in order that the details of the 
proposal might be further elaborated, and this had been done. 
Dr. Pridham said that the essence of the proposal was that 
members of Council should be elected from smaller con- 
stituencies and by smaller numbers of members. The main 
alterations affected England, not the rest of the Kingdom. At 
present 15 members were directly elected from constituencies 
in England, and it was proposed to raise this number to 29. 
The number who found their way to the Council by other 
avenues had had accordingly to be cut down. It was proposed 
that the eight English members elected by grouped representa- 
tives should be reduced to four. Reductions were also pro- 
posed in the number of members elected by the Representative 
Body as a whole; and in the number of ex officio members. 

Dr. O. C. Carter said he did not believe that there was any 
widespread demand for increased direct representation. It was 
a demand voiced chiefly by one Division. The election of 
direct representatives was the form of election in which least 
interest was taken by the general body of members. He 
believed that in 75% of the vacancies there was, as a rule, no 
contest, and that where there was a contest only 25 or 30% 
of members took the trouble to vote. Indeed, if anv chance 


was to be made it would seem desirable to abolish this direct 
election altogether and to have the main elections through the 
Representative Body. 

Dr. N. E. Waterfield said that one reason for electoral apathy 
was that candidates were not known to the constituencies owing 
to the large areas which the constituencies covered. This would 
be modified under these proposals. Dr. J. G. Thwaites said 
that Dr. Carter might argue on the same basis that the Repre- 
sentative Body should be abolished because the meetings to 
instruct representatives were attended by perhaps only 30% of 
the electorate. Current criticisms of the Council might be due 
largely to the fact that members were remote from many of 
their constituents. With smaller constituencies this would be 
altered. 

Dr. Vaughan Jones and other members asked whether there 
was any widespread demand for this reform. Dr. R. G. Gordon 
said that they ought to be sure this was not the demand of a 
small number of enthusiasts. Dr. I. G. Innes mentioned indica- 
tions of some widespread demand in Yorkshire and the North. 
Dr. J. B. Miller considered that the matter was one rather for 
the Representative Body than for the Council. When the con- 
stitution of the Association was last discussed it took five years 
before the final conclusion was reached, but this fundamental 
change in the construction of the Council was being hurried 
through. Dr. S. F. L. Dahne supported the proposals as likely 
to make the set-up much more democratic. 

Dr. Frank Gray moved an amendment that the increase in 
the number of members directly elected should be approved 
only provided that adequate arrangements were made to main- 
tain contact between these members and the electorate. A great 
shout on this subject had come from some Divisions, one of 
which had given some study to the subject ; the others might 
have done but probably had not. On the other hand, there 
was a good deal to be said for better contact between members 
of the Council and the electorate. The Council representative 
should have the right to be on the executive of each Division in 
his constituency. Dr. J. A. Ireland said he had assumed that 
it was the duty of members of Council themselves to keep in 
touch with their constituency and its organizations. Dr. P. J. 
Gibbons said that up to now one-third of the Council had been 
elected by indirect vote, which was a bad method. 

The Secretary, in reply to a request for information on the 
widespread demand, said the experience in the secretariat had 
been that for several years criticism had quite frequently been 
expressed that constituencies were too large ; this was heard at 
election time each year. Apart from this there was the Win- 
chester activity and the abundant information demonstrating 
the interest of other Divisions in the subject which Winchester 
had collected. 

The amendment moved by Dr. Gray was lost, and the Council 
approved in principle that the number of members directly 
elected should be increased, so far as the Branches and Divi- 
sions in Great Britain and Northern Ireland were concerned, 
from 22 to 37. 

The next recommendation of the committee was thit the 
number of members elected by grouped representatives in the 
Representative Body be reduced from 12 to 7. Dr. S. Wand 
said they had to face the question of balanced representation 
and the necessity of getting knowledgeable people on the Coun- 
cil. For this purpose some method of co-option or some 
increase in number was necessary. The committee had put 
forward a geographical method of electing the seven members 
by grouped representatives, but it involved in one group the 
inclusion of counties as distant from each other as Lincolnshire 
and Shropshire, Suffolk and Staffordshire. He thought the geo- 
graphical method here might well be abandoned, and that there 
might be one category of members elected by the Representa- 
tive Body as a whole. 

Dr. Pridham replied that the Representative Body seemed 
to be very much attached to some form of territorial voting, 
and here four members were provided for England, in roughly 
geographical areas, one for Wales, and two' for Scotland. 

Several members spoke in favour of the abandonment of 
grouped constituency voting in the Representative Body, elec- 
tions being open to representatives voting as a whole, the 
manner in which eight seats on the Council have hitherto been 
filled. It was pointed out that this would give greater oppor- 
tunity for the election of elder statesmen, whose services it was 
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desired should be continued, but who might not survive the 
chances of an election on a geographical pattern. 

It was eventually agreed that it be recommended to the 
Representative Body that voting by representatives of grouped 
constituencies in the Representative Body should be abolished 
and that 13 members of Council should be elected by the 
representatives voting together, with the qualification that two 
of them should be elected by the Scottish representatives and 
one by the Welsh. It was further agreed that the immediate 
past Chairman of the Representative Body, the Deputy Chair- 
man, and the immediate past Treasurer should cease to be 
members ex officio, but that the chairmen of the two new 
autonomous committees. General Medical Services and Central 
Consultants and Specialists, should be ex officio members. It' 
was pointed out that in these two latter cases it was conceivable 
that the chairman might not be a member of the Association, 
but this possibility had existed ever since the .Insurance Acts 
Committee came into being and had given rise to no difficulty. 
The number of members elected by Overseas Branches was 
reduced from eight to seven, consequent upon the dissolution 
of the majority of the Branches in India* and Pakistan. The 
“ six-year ” rule, whereby a member was prevented from serving 
for more than six years successively as representative of the 
same Branch or group, was recommended for abolition on the 
understanding that there was to be an annual election (except 
in the case of overseas members, who are elected for three 
years). 

Service Medical Officers 

Sir Percy S. Tomlinson said that the Armed Forces Committee 
had practically completed its review of the rates of pay of 
Service medical officers in the light of the Spens Reports. It 
was essential, if the armed Forces were to have efficient medical 
services, that the terms should be • sufficiently attractive to 
encourage recruitment. He submitted a schedule of revised 
rates of pay for all ranks in the three Services. Reduced to 
daily rates for general duty medical officers they involved an 
increase over the present rate amounting to 3s. in the case of 
acting surgeon lieutenant R.N., lieutenant, and flying officer; 
to 15s. in the case of surgeon- lieutenant-commander, major, 
and squadron leader ; to 18s. in the case of surgeon com- 
mander, lieutenant-colonel, and wing-commander, and 21s. in 
the case of surgeon captain, colonel, and group-captain. 

He added that the committee had been in some difficulty 
about the remuneration of specialists. It felt that theie should 
be no great gulf between, the remuneration of specialists and 
general duty officers, but that nevertheless specialist pay should 
be greater than at present, and that the system of payment of 
specialists, at present varying in the different Services, should 
be uniform in all three. It was at first thought that a suitable 
rate would be 6s. a day, but after further reflection it was felt 
that this rate should apply to graded specialists (junior men), 
and that 9s. should be the rate for the full specialist. 

The Council approved the memorandum and its submission 
to the, Minister of Defence. 


The Colonial Medical Service 

Sir Hugh Lett introduced a report from the Colonies and 
Dependencies Committee on the remuneration of officers in the 
Colonial Medical Service. He said that at the present time the 
, rates of remuneration varied considerably in different Colonies. 
It was desired to bring the remuneration up to a level com- 
parable with that of general practitioners in this country. The 
committee wished to work out the remuneration on the basis of 
the Spens Report, but this gave rise to great difficulties because 
of the nature of the appointments and the conditions under 
which these officers worked. But a scale of pensionable 
remuneration for standard scale and superscale posts, applicable 
to medical officers serving in all Colonics and Dependencies, 
had been worked out. The committee had had the advantage 
0 , as 5j slancc of officers from Tanganyika, Nigeria, Malava 
and the Falkland Islands. The Colonial Office had agreed to 
open negotiations on the matter. 

He also referred to the recent visit to East Africa of the 

n S 70) !n Tht C vV f r> j; Grey Turner ( Supplement . Feb. 12, 

h - !Slt had illustrated the value of contact with the 
p,riphcrv . The Association had 10,000 overseas members and 
u v.ns important to consider the desirability of sending out to 


the Colonies a representative from either the permanent stafi or 
the Council, not merely when some special question arose, bin 
at regular intervals. 

Public*HcaIth 

Dr. J. Fenton, chairman of the Public Health Committee, 
said that the policy of refusing local authority advertisements 
which did not comply with the Association’s proposals concern- 
ing salaries of whole-time public, health medical officers— a 
policy adopted in view of the delay in setting up Whitlev 
machinery — was now in force. There was reason to believe 
that some local authorities might attempt to defeat the put- 
pose of the Association by asking general practitioners to under- 
take the work of assistant medical officers, and part-time women 
doctors to undertake whole-time duties. He hoped thai 
secretaries of Divisions would be alive to this possibility. 

The committee brought forward a recommendation— whicl 
was adopted — pressing for the inclusion on the joint committee 
set up in 1946 to consider the question of equal pay in all it 1 
aspects, of representatives from the nursing profession, certait 
important teaching bodies, and medical auxiliaries. The polic) 
of equal pay for equal work in all professions received thi 
support of the Association on the understanding that an; 
approach by the joint committee to political parties shouk 
be strictly non-political and non-selective. 


Pay-beds 

Mr. A. M. A. Moore brought forward a report from tb 
Consultants and Specialists Committee. He said that the ques 
tion of the proposed terms and conditions of service for hospita 
medical staff would be considered at a special meeting of thi 
committee on April 28. One matter which had been before th< 
committee, and was becoming increasingly difficult, was that o 
pay-beds in hospitals. The committee had strongly .recom 
mended to the Joint (“ Whitby ") Committee that the schedule 
of fees for operations should be abolished. It raised no objec 
tion to the provision in the regulations of an overall inclusivi 
charge for all professional service rendered to a patient in i 
“ ceiling ” pay-bed, provided the Minister made a simila 
restriction on the payment for maintenance. 


Doctors’ Cars 

On the report of the Private Practice Committee the ques 
tion was again raised of doctors’ signs on cars. The com 
mittee’s recommendation was that no action be taken ti 
encourage the use by members of the Association of a distinc 
tive motor badge. • Dr. J. A. Ireland moved the reference back 
which was seconded by Mr. Lawrence Abel, who said tha 
there was no need for any prominent device, but only fo 
something which would enable the police to give the sam 
priority to the doctor’s car as was given in other countries 
The motion to refer back was lost and the recommendatioi 
approved. 

On the amount of security which was necessary for dangerou 
drugs left in cars, in view of the amended Dangerous Drug 
Regulations, it was reported that a case was at the momen 
going to appeal, and further consideration of the matter wouli 
best await the judgment. In the meantime, to keep within th 
law, it appeared necessary to have drugs not merely in a lockei 
car but in a locked receptacle, the car itself not beinj 
technically a “ receptacle.” 


Regional Office for Wales 

Dr. H. R. Frederick, on behalf of the Welsh Committee 
asked the Council to approve in principle of the establishmen 
of a B.M.A. House for Wales, with appropriate staff, to hi 
situated in Cardiff, and that the necessary steps be taken t( 
purchase and equip a suitable building. He said that thei 
looked forward very keenly in Wales to the establishment o 
this regional office. The office, although it would be in Soutt 
Wales, would also be much appreciated by North Wales. Step- 
were being taken in Cardiff to obtain suitable premises. Hf 
thanked the Finance Committee for its generosity in taking nc 
exception on financial grounds to the proposal, provided the 
capital sum for the building and equipment did not exceec 
£ 10 , 000 . 
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Association War Memorial 

The Chairman brought forward the report of a committee 
ippointed to consider the question of a memorial to members 
if the Association who fell in the 1939^45 war. After taking 
:\pert 'advice, the committee proposed that a fountain should 
ie erected in the Court of Honour at BATA. House. The 
:ost of the entire memorial on the lines proposed was expected 
o be in the region of £10.000. and an appeal would be made 
o members of the Association to meet the cost. 

Dr. J. B. \V. Rowe urged that, instead of a monument, 
cholarships be instituted for the education of the children of 
alien members. Mr. Abel suggested a more ambitious plan 
if improving the open space at Headquarters. The idea of a 
ountain. however, was supported by several other members 
nd adopted. 

Foreign Corresponding Members 
Dr. R. G. Gordon, for the Science Committee, said that no 
reign Corresponding Members had been elected since 1939. 
. present only five such members were still alive — namely, 
‘-ofessor R. Bastianelli (Italy), Professor Jules Bordet 
■elgium), Professor Gosta Forssell (Sweden), Professor G. 
liaranon (Spain), and Dr. C. F. Regaud (France). It seemed 
ppropriate to elect some additional members to this rank. 
\s many as 45 names had been suggested, but with the help 
if Sir Henry Dale the number had been brought down to 13. 
Ie recommended the following for election : Dr. G. Domagk 
Germany), Dr. B. A. Houssay (Argentina), Professor E. Proctor 
oslin (U.S.A.), Professor Einar Key (Sweden), Professor Rene 
.eriche (France), Professor Einar Meulengracht (Denmark), 
’rofessor Adolf Meyer (U.S.A.), Professor G. R. Minot 
U.S.A.), Dr. Emil Novak (U.S.A.), Professor A. N. Richards 
U.S.A.), Dr. Peyton Rous (U.SA.), Dr. Arvid Johan Wallgren 
Sweden), and Professor A. O. Whipple (U.SA.). 

The election of those named above was agreed to. 

Health Education 

The report of the Science Committee contained also a refer- 
nce to file education of the general public in health matters, 
olio wing upon the report of a subcommittee which was 
ippointed last autumn. The committee felt strongly that the 
ircper place for health education was the school. The question 
if a popular health journal was considered and referred to 
he Journal Committee and the question of films to the Film 
Committee. In all its considerations the committee had been 
lelped by Dr. Sutherland, secretary of the Central Council 
or Health Education. A series of recommendations were 
greed to. One of them urged Divisions to hold meetings to 
liscuss the promotion of interest in health education. Another 
liscouraged public health propaganda in health centres during 
he experimental period, and not at all if it was likely to 
ie at the expense of the personal relationship between doctor 
md patient. Other recommendations favoured the encourage- 
nent of members of the profession to interest themselves in the 
iducation of children in health matters. 

International Relations 

A recommendation of the International Relations Committee, 
j resented by Dr. Pridham, aroused some discussion. In view 
if inaccurate American reports of British experience of the 
National Health Service, the Council was asked to express 
he opinion that British doctors who made statements on the 
Service to the American profession or press should be careful 
o emphasize that they were giving their personal views only. 
_ord Herder said he would agree that no one of them knew 
:nough about the workings of the N.H.S. to express any other 
ipinion than his own. There had been representations made 
n America from the Association as to the position of the 
M.H.S. in this country, and he did not remember that the 
■ecommendation on the subject carried with it the caution 
ixpressed here. Mr. Abel suggested that some factual official 
iocument could be got out which could be used by those who 
rad to speak to audiences abroad or had contacts with the 
"oreign press. 

The Secretary said that there was a tendency in some quarters 
n America consistently to misrepresent the position in this 
rountry. He referred as an example to a statement in the 


Journal of the American Medical Association that general 
practitioners in this country were writing out their prescriptions 
and orders for treatment before actually seeing their patients. 
This sort of thing was not new: it went back to N.H.I. days. 
Those who spoke or wrote on the subject should be on their 
guard lest unwittingly they confirmed a false impression. 

The recommendation was adopted. 

Other Committees 

The revised duties and ethical rules cf industrial medical 
officers, brought forward by the Occupational Health Com- 
mittee, were approved. 

The Chairman of Council introduced a report on the N.H.S. 
Amending Bill. The amendments proposed will be found set 
out in the Annual Report of Council. 

On the recommendation of the Central Ethical Committee 
it was agreed to request the World Medical Organization to 
afford its member bodies an opportunity of discussing and 
commenting upon the proposed draft oath prepared by the 
Assembly with the suggested title “ Declaration of Geneva.” 

Dr. O. C. Carter presented a report of the Journal Committee 
with recommendations to facilitate more rapid printing of the 
Journal. 

Mr. Dougal Callander brought forward a report of the 
Building Committee concerning various improvements and 
amenities at B.MA. House. 

Other routine or progress reports were submitted on behalf 
of the General Medical Services Committee (including a recom- 
mendation to raise the number of directly elected members 
from 27 to 33), the Scottish Committee, the. Joint Committee 
on Psychiatry and the Law. the Ophthalmic Group Committee, 
the Public Relations Committee, and the Film Committee. 

Dr. J. Fenton and Dr. H. H. D. Sutherland were appointed 
delegates to attend the Annual Conference on Maternity and 
Child Welfare, to be held in London in June. With regard to 
the Canterbury Commemoration of the science and art of 
healing, on June 25, the date conflicting with the Annual 
General Meeting, it was left to the Chairman of Council and 
the Chairman of the Representative Body to enrol the expected 
B.M.A. representation. 

The final act of the Council was to approve the draft Annual 
Report, which appears in the Supplement at p. 174. 


SPECIAL REPRESENTATIVE MEETING 

DECISIONS ON GENERAL PRACTITIONER 
REMUNERATION 

A Special Representative Meeting, called on the requisition of 
the Council, was held in the Great Hall of B.M.A. House, 
London, on March 29. Its business was to consider the ques- 
tion of remuneration to general practitioners under the National 
Health Service Acts. 

The chair was taken by Dr. E. A. Gregg. Chairman of the 
Representative Body, who was supported by Dr. H. Guy Dain, 
Chairman of Council, Dr. S. Wand, Chairman of the General 
Medical Services Committee, Mr. A. M. A. Moore. Treasurer, 
and Dr. Charles Hill. Secretary. 

Dr. Dain said that the General Medical Services Committee, 
which represented general practitioners, was an autonomous 
body, with power to go to the Minister, but it was also a 
standing committee of the Association. The report of the 
committee on remuneration had been approved by the recent 
Conference, and the purpose of the present meeting was to 
show- that the full weight of the Association was behird the 
case for the general practitioner. 

Report of General Medical Services Committee 

The principal document before the meeting was the report 
on the remuneration of general practitioners ( Supplement , 
Feb. 19. p. S3), which had been accepted without amendment 
by the Conference of Local Medical Committees (Supplement. 
March 12, p. 129). 

Dr. Wand moved: 

That the fullest support be given to the Conference of Local 
Medical Committees in seeking an adjustment of general practitioner 
remuneration on the basis of the report prepared by tbe General 
Medical Services Committee. 
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Dr. Wand said that there had been a great deal of dis- 
satisfaction among general practitioners about remuneration. 
In the Association they were always' anxious to have a properly 
documented case before they took action. Inquiry had been 
made by the Association in certain survey areas into the income 
of practitioners, and it was found that, although Spens was 
implemented for those in the 40-49 age group — on the assump- 
tion of a betterment of 20% — yet over the whole range there 
were groups which were not receiving what Spens said they 
ought to receive — in other words, there was maldistribution. 

Three points were wrong: (1) The betterment bore an 
inadequate relationship to the present-daV value of money ; 
(2) while Spins was based on 17,900 in the_Servicc, the figure 
was two or three thousand higher than that ; (3) there were, 
errors in distribution. In this Service so far the profession had- 
done a proper job of work. Neither the public nor the Minister 
could complain that they had failed in their part of the bargain. 
Under harassing conditions and for unreasonable hours they 
had carried out their contract. Had practitioners not been 
willing to put up with exceptional conditions and strain the 
Service would have broken down. Had the Government carried 
out its part of the contract ? Spens stated that the value of 
money must be brought up to present-day values. But what had 
happened? For 20s. in 1938 practitioners were now receiving 
only 24s. Did that adequately represent the altered money 
values ? The altered value of money was represented by a 
figure of 185 as compared with 100 pre-war. But it was not 
felt to be reasonable to ask for 185 when other comparable 
sections of the community were not getting that full amount. 
Therefore it was recommended that a betterment factor of 170 
should be attached to the 1938 values. It was also the view of 
the committee that, having regard to the difficulties of the 
lower- and middle-income groups, the fairest method would 
be to attach any new moneys to the first thousand on the 
practitioner’s list. 

Dr. A. Fyfe (Oldham) moved an amendment to Part I of the 
Report which concerned the adequacy of the Central Pool: 

3 hat this meeting is of opinion that practitioners should receive 
an actual payment of 30s. per head for each patient on their lists and 
that payment be ictrospcctive to July 5, 1948. 

There was no fairness in a scheme of payment which resulted 
in the present wide variations, and such discrepancies could 
only be got over by a fixed capitation fee. Oldham realized 
that its suggestion would mean a departure from the Spens 
recommendations, but as Dr. Cockshut had said in a letter to 
the Journal on Jan. 8, “ If Spens gives us poor remuneration, 
then away with Spens.” 

Dr. Wand said that Oldham’s suggestion would cost between 
£26 million and £27 million. The committee had attached itself 
to the pool method. 

The Oldham amendment was lost by an overwhelming 
majority. 

Maximum Number on Lists 


Dr. Stevens (Huddersfield) moved a reduction to 3,000 
instead of 4,000 as the maximum number of patients allow- 
able under one doctor. His Division felt that 3.000 was as 
many as a doctor could manage adequately and efficiently. 

Dr. Howie Wood (Isle of Wight) said that 3,000 should be 
the maximum number which a practitioner single-handed should 
be expected or allowed to look after. There were exceptional 
cases, but the average had to be considered. 

Dr. J. C. Arthur (Gateshead) was surprised at “ the outbreak 
of trade unionism and restrictive practices in the Isle of Wight." 
i bricklayers did what the doctors proposed to do we 
should not get many houses. By passing this amendment we 
should be penalizing the most efficient and hardworking doctors 
and depriving patients of free choice. 

Dr. R. 13 . Cockshut (Hendon) asked who were they to say to 
*r ,et r h ° prcfcrred one four-thousandth part of a doctor’s 
hTvc ? , her T than . one two-thousandth part that he should not 
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for sparsely populated areas and other factors, young and active 
practitioners must be expected to look after a larger number 
than 3,000. 

Dr. W. N. Leak (Cheshire) said that this was much too early 
in the Service for such an element of compulsion to be 
introduced. , 

The Huddersfield amendment was lost by a large majority. 

Dr. H. H. Goodman (Newcastle) moved (hat the ceiling limit 
on doctors’ lists should be reduced in accordance with the 
amount of extra money which the Minister agreed to add to 
the pool. This was the only opportunity they would have ol 
broaching this particular subject, which must come up ulti- 
mately, without causing a split in the profession. .This would 
solve the problem of the redistribution of doctors. 

Dr. Wand said they were now making an application for a 
betterment increase dated back to July 5. An inquiry into the 
amount of work of the general practitioner was now taking 
place. This matter of size of lists was not bound up with 
betterment but with extra work. The Newcastle rider would 
be an obstacle which would cause embarrassment at, a time 
when they were not discussing this particular problem at all. 

The Newcastle rider was lost by an overwhelming majority. 

Dr. W. J. Poole (Ashton-under-Lyne) moved that an 
approach be made to the Minister with a view to securing 
an immediate interim rise in the capitation fee in order to 
relieve the widespread financial distress existing throughout the 
profession, and that the Council be empowered to decide upon 
an adequate increase in the light of the knowledge now avail- 
able. There were only two courses of action open to them : 
either to go all out for a high figure, or, in the terms of this 
amendment, to approach the Minister with a reasonable demand 
for a rise in pay to relieve the obvious distress which was 
afflicting a great number of practitioners. This distress was 
very real. There were only two sorts of general practitioners 
to-day : those who were trying to do too much and those for 
whom general practice was practically no longer an economic 
proposition. 

Dr. J. A. Ireland (Council) said tha't no useful purpose would 
be served by this amendment. The point was amply covered 
by the report of the committee. 

Dr. Dain said the fact that Ashton-under-Lyne should turn 
up with this amendment filled him with amazement. One of 
the first Divisions to protest against the inadequate capitation 
fee was Ashton-under-Lyne, but when the figures were investi- 
gated it was found that the incomes of practitioners there were 
not too bad. They now came up and asked that the figures 
which had been prepared in support of the practitioners’ ease 
should be scrapped and that they should go to the Minister 
without any argument whatever and see whether he would be 
kind enough to give them a little more of the money which he 
had to spare. Anything more defeatist he could not imagine. 

Dr. Poole said it was clearly stated in the Ashton-under-Lyne 
amendment that they were seeking an interim rise pending the 
adoption of a final figure. He indignantly denied that his Divi- 
sion was defeatist. 

The Ashton-under-Lyne amendment was lost. 

The Betterment Factor 

Amendments calling for a betterment factor of 185 were 
on the paper in the name of Bishop Auckland; Hampstead, 
Harrow, Paddington, Halifax, Folkestone and Dover, Brighton, 
and Finchley Divisions. Dr. F. Lishman (Bishop Auckland) 
said that his Division could not understand why a betterment 
factor of 170 should be asked for 'when the extra figure for 
1948 was 185. Dr. J. Kennedy (Hampstead) said that no case 
had been made out for not accepting the advice of the expert 
economist who had investigated the question of betterment 
and had arrived at the figure of 185. The profession had had 
a raw deal. Dr. J. B„W. Rowe (Harrow) supported 185. The 
Harrow Division considered that it was time they got really 
tough and asked for what they deserved. Dr. G. de Swiet 
(Paddington) said that the publication of the terms for specialists 
had made general practitioners’ remuneration, unless they 
got this enhanced betterment, “ look like chicken-feed.’ 
Dr. D. L. S. Johnston (Halifax) considered that the recent 
Conference was weak in not pressing for 185. It suggested 
that they did not trust their own figures. Moreover, what 
was 185 a year ago might be 225 to-day. Dr. Fletcher 




April 2, 1949 • „ SPECIAL REPRESENTATIVE MEETING supplement to tjj 

British medic-vl jovrn m. 


(Finchley) considered the policy of the Council .to be one of 
expediency rather than what was best for the profession. 

Dr. R. W. Cockshut (Hendon): The heavy expense ratio 
hey were able to show when the Spens estimate was calculated 
included locumtenents and assistants. There bad been a fall 
in drug expenses. Did they think that an investigation into 
their total income to-day would show that out of £134 received 
they had to spend £62 in expenses to get it ? 

Dr. Frank Gray (Council): If they got 185 they would be 
tied to that figure. The sellers’ market was changing to a 
buyers’ market. There was a likelihood that prices would fall. 
If they were tied to 185 it meant automatically that on such a 
fall the capitation fee must be reduced. If they did not go out 
for the full figure they would have a margin or buffer, and it 
would not be possible for the Government to call for an 
immediate decrease on a fall in the cost of living. Dr. H. H. 
Goodman: We should ask our negotiators to stand by 170, a 
figure which we could really substantiate. 

Dr. Wand hoped the meeting would not instruct its negotia- 
lors on a figure which was vulnerable. The figure of 170 
applied to the whole income was fair and reasonable. 

The amendment to press for a betterment factor of 185 was 
lost by a large majority. 

In speaking in opposition to a Gloucestershire amendment, 
which, he said, embodied a threat of resignation if 170 were 
not obtained. Dr. Wand said that at this time there was no 
mandate on that issue. He had promised that they should go 
back to local medical committees with the results of their 
conversations with the Ministry. This was an inappropriate 
moment to pass binding resolutions. There would be another 
opportunity to discuss these matters. 

It was agreed to pass to the next business. The same course 
was taken with an amendment in the name of Barrow-in- 
Furness. 

Dr. J. Ewart Purves (Bromley) moved approval of the Coun- 
cil's recommendau'on without prejudice to such adjustments as 
might be suggested by a further investigation of the application 
of the Spens recommendations in the southern half of England. 
An investigation in the county of Kent had shown that, although 
Spens was being implemented over the higher range of salaries. 
U1 the lower ranges it was not being implemented. He did 
not think that Lancashire multiplied by 20 was representative 
of the whole country. 

The amendment was referred to the committee 

Dr. P. A. McCallum (Torquay) moved : “ That the best argu- 
ment for extra pay is that we are doing extra work.” 

Dr. J. A. Brown (Birmingham) : There were many better 
arguments to put to the Minister than this. The first was that 
they had never been properly paid for any work they had done. 
There was never a time when the best men in genera! practice 
were more needed. The opportunities to-day in general prac- 
tice were far greater than in specialism. It would be deplor- 
able if the attractions of specialism robbed general practice of 
men of the calibre who- formerly went in for it. To say that 
the best argument was that more work was being done was 
sheer nonsense. 

Dr. Wand : It is our intention to investigate the burden of 
work at a later dale. 

The Torquay amendment was decisively negatived. 

Distribution of Revised Pool 

The meeting then turned to Part II of the report, on which 
Sheffield moved an amendment urging that not until it was 
known what additional funds the profession was going to receive 
from the Ministry should the distribution of this money be 
decided, and whatever decision was made should be open- to 
review in two years’ time. 

Dr. Wand : Sheffield seemed to think there was some other 
method of doing it than the one the committee suggested. On 
balance the attachment of the extra money to the first 1.000 
was the most effective in serving the purpose they had in view 
and administratively the most easy to cany out. 

The Sheffield amendment was lost. 

A Uniform Fee 

Harrow, Coventry, and Hartlepools had amendments calling 
for a uniform capitation fee, with no loading of particular 
groups. 


In reply to various arguments Dr. Wand said that an equal 
increase over the whole range of lists would mean a complete 
distortion of the Spens recommendations without any relief 
to hardship cases. 

Dr. W. lope (Glasgow) and others continued the debate, 
after which an amendment for a uniform capitation fee with 
no loading was lost. 

The First 2,000 

Dr. A. Brown (Cambridge and Huntingdon) moved that if 
the increase in the total pool is under £10 million it should be 
utilized for the first 1,000 on the individual doctor’s list; if 
over that amount, then for the first 2,000. 

Mr. Staveley Gough (Council) thought it reasonable that the 
increase should be distributed over a larger group. 

Dr. Wand : If this extra money were attached to the first 
2,000 it would be so watered down that the help it was desired 
to give would not be forthcoming. 

Dr. Dain : Everyone in practice had certain fundamental 
expenses that could not be escaped, whatever his income, and 
it was not unreasonable that people with small lists should 
have a larger sum of money because they would have to meet 
expenses very nearly as large as those with the larger fists. 

The Cambridge and Huntingdon amendment was lost, and 
this completed the matters arising on Parts I and n of the 
itport. The motion proposed fey Dt. Wood at the feegismioe, 
calling for the fullest Support to be given to the Conference 
of Local Medical Committees in seeking an adjustment of 
general practitioner remuneration on the basis of its proposals, 
was put to the meeting and carried apparently unanimously. 

The Chairman of Council, in moving a rider to the resolu- 
tion. said he thought that the meeting should express dis- 
approval of the delay by the Ministry in implementing the 
profession’s requirements, and he therefore moved : 

“That the Representative Body expresses its great concern that 
the Minister, having received the general practitioners’ representations 
on the betterment factor more than two months ago and the case 
set out in M.22 on March 4, has not conceded the necessary adjust- 
ments to the pool to implement Spens at present-day values in time 
for the increased payments to be made in this quarter’s payments. 
This delay shows disregard for the serious hardship now being 
experienced by many general practitioners in the Service and is 
seriously prejudicing its success.” 

He said if the claim had been dealt with at the beginning of 
this month it would have been possible to receive in the 
cheques they were to get at the end of the week the increased 
payment. The delay had rendered this impossible. 

The motion was carried unanimously. 

Dr. F. M. Rose (Preston) had a motion expressing anxiety 
at the serious financial position created by the N.H.S. for many 
general practitioners, and snpporting the efforts of the com- 
mittee to obtain an adequate betterment factor. This was 
carried. 

Dr. D. A. Robertson (Reigate) asked that it be made clear 
that the profession was at present obtaining a 120 betterment 
factor applied to income and 155 factor applied to expenses, 
and that what was now being asked for was a factor of no 
more than 135 applied to income only as between the years 
1938 and 194S. The Public Relations Department should see 
that these figures were emphasized in any statements issued to 
the Press. 

Dr. Wand pointed out that there was an inaccuracy in the 
figures, and he suggested that Reigate would be satisfied if 
the Representative Body noted the point and left it at that. 

Dr. Robertson agreed and with permission withdrew the 
motion. 

Dr. J. C. Arthur (Galeshead), while accepting the proposed 
loading for. the first 1,000 as the simplest method of meeting 
present conditions, moved to reaffirm the conviction that 
remuneration should be related to amount of work done and 
responsibilities undertaken, and this was carried. 

Dr. Agnes S. Nutt (Sheffield) drew attention to the fact that 
the sum now available in the Sheffield area for distribution 
through the Local Executive Council represents a sum of 
17s. 0!d., instead of the anticipated 17s. 5d.. and asked that 
the matter be pressed on the Minister with a view to its 
rectification. This was referred to the General Medical Services 
Committee. 
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Dr, Wand said that theie had been a great deal of dis- 
satisfaction among general practitioners about remuneration. 
In the Association they were always" anxious to have a properly 
documented case before they took action. Inquiry had been 
made by the Association in certain survey areas into the income 
of practitioners, and it was found that, although Spens was 
implemented for those in the 40-49 age group — on the assump- 
tion of a betterment of 20% — yet over the whole range there 
were groups which were not receiving what Spens said they 
ought to receive — in other words, there was maldistribution. 

Three points were wrong: (1) The betterment bore an 
inadequate relationship to the present-daV value of money ; 
(2) while Spens was based on 17,900 in thejrervice, the figure 
was two or three thousand higher than that ; (3) there were 
errors in distribution. In this Service so far the profession had 
done a proper job of work. Neither the public nor the Minister 
could complain that they had failed in their part of the bargain. 
Under harassing conditions and for unreasonable hours they 
had carried out their contract. Had practitioners not been 
willing to put up with exceptional conditions and strain the 
Service would have broken down. Had the Government carried 
out its part of the contract ? Spens stated that the value of 
money must be brought up to present-day values. But what had 
happened? For 20s. in 1938 practitioners were now receiving 
only 24s. Did that adequately represent the altered money 
values ? The altered value of money was represented by a 
figure of 185 as compared with 100 pre-war. But it was not 
felt to be reasonable to ask for 185 when other comparable 
sections of the community were not getting that full amount. 
Therefore it was recommended that a betterment factor of 170 
should be attached to the 1938 values. It was also the view of 
the committee that, having regard to the difficulties of the 
lower- and middle-income groups, the fairest method would 
be to attach any new moneys to the first thousand on the 
practitioner’s list. 

Dr. A. Fyfe (Oldham) moved an amendment to Part I of the 
Report which concerned the adequacy of the Central Pool: 

That this meeting is of opinion that practitioners should receive 
an actual payment of 30s. per head for each patient on their lists and 
that payment be letrospective to July 5, 1948, 

There was no fairness in a scheme of payment which resulted 
in the present wide variations, and such discrepancies could 
only be got over by a fixed capitation fee. Oldham realized 
that its suggestion would mean a departure from the Spens 
recommendations, but as Dr. Cockshut had said in a letter to 
the Journal on Jan. 8, “ If Spens gives us poor remuneration, 
then away with Spens.” 

Dr. Wand said that Oldham’s suggestion would cost between 
£26 million and £27 million. The committee had attached itself 
to the pool method. 

The Oldham amendment was lost by an overwhelming 
majority. 

Maximum Number on Lists 

Dr. Stevens (Huddersfield) moved a reduction to 3,000 
instead of 4,000 as the maximum number of patients all'ow- 
tble under one doctor. His Division felt that 3,000 was as 
many as a doctor could manage adequately and efficiently. 

Dr. Howie Wood (Isle of Wight) said that 3.000 should be 
:he maximum number which a practitioner single-handed should 
be expected or allowed to look after. There were exceptional 
cases, but the average had to be considered. 

Dr. J. C. Arthur (Gateshead) was surprised at “the outbreak 
ot trade unionism and restrictive practices in the Isle of Wight.” - 
‘ bricklayers did what the doctors proposed to do we 
V ou ]j " ot Set many houses. By passing this amendment we 
should be penalizing the most efficient and hardworking doctors 
ind depriving patients of free choice. 

Dr. R. W. Cockshut (Hendon) asked who were they to say to 
a patient who preferred one four-thousandth part of a doctor’s 
time rather than one two-thousandth part that he should not 
aave it ? To adopt 3,000 would be dangerously near putting 
them all on the same level— all having the same number of 
patients. 

Dr. W. Jope (Glasgow) said that the population of Great 
Britain was approximately 48 millions. There were 20 000 
teneral practitioners available. When the number of general 
practitioners was increased it might be possible substantially 
lo reduce the number on doctors’ lists. Making allowance 


for sparsely populated areas and other factors, young and actn: 
practitioners must be expected to look after a larger mink- 
than 3,000. 

Dr. \V. N. Leak (Cheshire) said that this was much too ead 
in the Service for such an clement of compulsion to h 
introduced. 

The Huddersfield amendment was lost by a large majorit; 

Dr. H. H. Goodman (Newcastle) moved that the ceiling lr: 
on doctors’ lists should be reduced in accordance with th« 
amount of extra money which the Minister agreed to add t: 
the pool. This was the only opportunity they would hated 
broaching this particular subject, which must come up ulti- 
mately, without causing a split in the profession. This tvoulj 
solve the problem of the redistribution of doctors. 

Dr. Wand said they were now making an application for a 
betterment increase dated back to July 5. An inquiry into the 
amount of work of the general practitioner was now taking 
place. This matter of size of lists was not bound up with 
betterment but with extra work. The Newcastle rider would 
be an obstacle which would cause embarrassment at a dm: 
when they were not discussing this particular problem at all. 

The Newcastle rider was lost by an overwhelming majority 

Dr. W. J. Poole (Ashton-under-Lyne) moved that an 
approach -be made to the Minister with a view to securing 
an immediate interim rise in the capitation fee in order to 
relieve the widespread financial distress existing throughout the 
profession, and that the Council be empowered to decide upon 
an adequate increase in the light of the knowledge now avail- 
able. There were only two courses of action open to them: 
either to go all out for a high figure, or, in the terms of this 
amendment, to approach the Minister with a reasonable demand 
for a rise in pay to relieve the obvious distress which was 
afflicting a great number of practitioners. This distress was 
very real. There were only two sorts of general practitioners 
to-day : those who were trying to do too much and those for 
whom general practice was practically no longer an economic 
proposition. 

Dr. J. A. Ireland (Council) said that no useful purpose would 
be served by this amendment. The point was amply covered 
by the report of the committee. 

Dr. Dain said the fact that Ashton-under-Lyne should turn 
up with this amendment filled him with amazement. One of 
the first Divisions to protest against the inadequate capitation 
fee was Ashton-under-Lyne, but when the figures were investi- 
gated it was found that the incomes of practitioners there were 
not too bad. They now came up and asked that the figures 
which had been prepared in support of the practitioners’ case 
should be scrapped and that they should go to the Minister 
without any argument whatever and see whether he would be 
kind enough to give them a little more of the money which he 
had to spare. Anything more defeatist he could not imagine. 

Dr. Poole said it was clearly stated in the Ashton-under-Lyne 
amendment that they were seeking an interim rise pending the 
adoption of a final figure. He indignantly denied that his Divi- 
sion was defeatist. 

The Ashton-under-Lyne amendment was lost. 

The Betterment Factor 

Amendments calling for a betterment factor of 185 "ere 
on the paper in the name of Bishop Auckland; Hampstead, 
Harrow, Paddington, Halifax, Folkestone and Dover, Brighton, 
and Finchley Divisions. Dr. F. Lishman (Bishop Auckland) 
said that his Division could not understand why a betterment 
factor of 170 should be asked for 'when the extra figure for 
1948 was 185. Dr. J. Kennedy (Hampstead) said that no case 
had been made out for not accepting the advice of the expert 
economist who had investigated the question of betterment 
and had arrived at the figure of 185. The profession had had 
a raw deal. Dr. J. B_ W. Rowe (Harrow) supported 185. T e 
Harrow Division considered that it was time they got ream 
tough and asked for what they deserved. Dr. G. de S'vF 
(Paddington) said that the publication of the terms for specialists 
had made general practitioners’ remuneration, unless they 
got this enhanced betterment, “ look like chicken-feed. 
Dr. D. L. S. Johnston (Halifax) considered that the recent 
Conference was weak in not pressing for 185. It suggested 
that they did not trust their own figures. Moreover, whs 
was 185 a year ago might be 225 to-day. Dr. Fletcher 
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(Finchley) considered the policy of the Council .to be one of 
expediency rather than what was best for the profession. 

Dr. R. W. Cockshut (Hendon): The heavy expense ratio 
they were able to show when the Spens estimate was calculated 
included locumtenents and assistants. There had been a fall 
in drug expenses. Did they think that an investigation into 
their total income to-day would show that out of £134 received 
they had to spend £62 in expenses to get it ? 

Dr; Frank Gray (Council): If they got 185 they would be 
tied to that figure. The sellers’ market was changing to a 
buyers’ market. There was a likelihood that prices would fall. 
If they were tied to 185 it meant automatically that on such a 
fall the capitation fee must be reduced. If they did not go out 
for the full figure they would have a margin or buffer, and it 
would not be possible for the Government to call for an 
immediate decrease on a fall In the cost of living. Dr. H. H. 
Goodman: We should ask our negotiators to stand by 170, a 
figure which we could really substantiate. 

Dr. Wand hoped the meeting would not instruct its negotia- 
tors on a figure which was vulnerable. The figure of 170 
applied to the whole income was fair and reasonable. 

The amendment to press for a betterment factor of 185 was 
lost by a large majority. 

In speaking in opposition to a Gloucestershire amendment, 
which, he said, embodied a threat of resignation if 170 were 
not obtained. Dr. Wand said that at this time there was no 
mandate on that issne. He had promised that they should go 
back to local medical committees with the results of their 
conversations with the Ministry. This was an inappropriate 
moment to pass binding resolutions. There would be another 
opportunity to discuss these matters. 

It was agreed to pass to the next business. The same course 
was taken with an amendment in the name of Barrow-in- 
Furness. 

Dr. J. Ewart Purves (Bromley) moved approval of the Coun- 
cil's recommendation without prejudice to such adjustments as 
might be suggested by a further investigation of the application 
of the Spens recommendations in the southern half of England. 
An investigation in the county of Kent had shown that, although 
Spens was being implemented over the higher range of salaries, 
in the lower ranges it was not being implemented. He did 
not think that Lancashire multiplied by 20 was representative 
of the whole country. 

The amendment was referred to the committee 

Dr. P. A. McCallum (Torquay) moved: “That the best argu- 
ment for extra pay is that we are doing extra work.” 

Dr. J. A. Brown (Birmingham) : There were many better 
arguments to put to the Minister than this. The first was that 
they had never been properly paid for any work they had done. 
There was never a time when the best men in general practice 
were more needed. The opportunities to-day in general prac- 
tice were far greater than in specialism. It would be deplor- 
able if the attractions of specialism robbed general practice of 
men of the calibre wher formerly went in for it. , To say that 
the best argument was that more work was being done was 
sheer nonsense. 

Dr. Wand : It is our intention to investigate the burden of 
work at a later date. 

The Torquay amendment was decisively negatived. 

Distribution of Revised Pool 

The meeting then turned to Part II of the report, on which 
Sheffield moved an amendment urging that not until it was 
known what additional funds the profession was going to receive 
from the Ministry should the distribution of this money be 
decided, and whatever decision was made should be open- to 
review in two years' time. 

Dr, Wand : Sheffield seemed to think there was some other 
method of doing it than the one the committee suggested. On 
balance the attachment of the extra money to the first 1.000 
was the most effective in serving the purpose they had in view 
and administratively the most easy to earn- out. 

The Sheffield amendment was lost. 

A Uniform Fee 

Harrow, Coventry, and Hartlepools had amendments calling 
for a uniform capitation fee, with no loading of particular 
groups. 


, In reply to various arguments Dr. Wand said that an equal 
increase over the whole range of lists would mean a complete 
distortion of the Spens recommendations without any relief 
tq hardship cases. 

Dr. W. Jope (Glasgow) and others continued the debate, 
after which an amendment for a uniform capitation fee with 
no loading was lost. 

The First 2,000 

Dr. A. Brown (Cambridge and Huntingdon) moved that if 
the increase in the total pool is under £10 million it should be 
utilized for the first 1,000 on the individual doctor's list; if 
over that amount, then for the first 2,000. 

Mr. Staveley Gough (Council) thought it reasonable that the 
increase should be distributed over a larger group. 

Dr. Wand : If this extra money were attached to the first 
2,000 it would be so watered down that the help it was desired 
to give would not be forthcoming. 

Dr. Dain : Everyone in practice had certain fundamental 
expenses that could net be escaped, whatever his income, and 
it was not unreasonable that people with small lists should 
have a larger sum of money because they would have to meet 
expenses very nearly as large as those with the larger lists. 

The Cambridge and Huntingdon amendment was lost, and 
this completed the matters arising on Parts I and II of the 
report. The motion proposed by Dr. Wand at the beginning, 
calling for the fullest support to be given to the Conference 
of Local Medical Committees in seeking an adjustment of 
general practitioner remuneration on the basis of its proposals, 
was put to the meeting and carried apparently unanimously. 

The Chairman of Council, in moving a rider to the resolu- 
tion, said he thought that the meeting should express dis- 
approval of the delay by the Ministry in implementing the 
profession’s requirements, and he therefore moved : 

“That the Representative Body expresses its great concern that 
the Minister, having received the general practitioners’ representations 
on the betterment factor more than two months ago and the case 
set out in M.22 on March 4, has not conceded the necessary adjust- 
ments to the pool to implement Spens at present-day values in time 
for the increased payments to be made in this quarter’s payments. 
This delay shows disregard for the serious hardship now being 
experienced by many general practitioners in the Service and is 
seriously prejudicing its success." 

He said if the claim had been dealt with at the beginning of 
this month it would have been possible to receive in the 
cheques they were to get at the end of the week the increased 
payment. The delay had rendered this impossible. 

The motion was carried unanimously. 

Dr. F. M. Rose (Preston) had a motion expressing anxiety 
at the serious financial position created by the N.H.S. for many 
general practitioners, and supporting the efforts of the com- 
mittee to obtain an adequate betterment factor. This was 
carried. 

Dr. D. A. Robertson (Reigate) asked that it be made clear 
that the profession was at present obtaining a 120 betterment 
factor applied to income and 155 factor applied to expenses, 
and that what was now being asked for was a factor of no 
more than 135 applied to income only as between the years 
1938 and 1948. The Public Relations Department should see 
that these figures were emphasized in any statements issued to 
the Press. 

Dr. Wand pointed out that there was an inaccuracy in the 
figures, and he suggested that Reigate would be satisfied if 
the Representative Body noted the point and left it at that. 

Dr. Robertson agreed and with permission withdrew the 
motion. 

Dr. J. C. Arthur (Gateshead), while accepting the proposed 
loading for. the first 1,000 as the simplest method of meeting 
present conditions, moved to reaffirm the conviction that 
remuneration should be related to amount of work done and 
responsibilities undertaken, and this was carried. 

Dr. Agnes S. Nutt (Sheffield) drew attention to the fact that 
the sum now available in the Sheffield area for distribution 
through the Local Executive Council represents a sum of 
17s. Old., instead of the anticipated 17s. 5d.. and asked that 
the matter be pressed on the Minister with a view to its 
rectification. This was referred to the General Medical Services 
Committee. 
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Dr. A. B. Robinson (Buckinghamshire) called upon (be meet- 
ing to instruct the Council to advise mass resignation of general 
practitioners from the Service if an adequate capitation fee is 
not obtained by an early date. > 

Dr. Wand said that this was not the meeting at which a 
decision of this kind would normally be made. There could be 
no complaint that doctors had acted in a hurried manner ; they 
had felt frustration for the whole period of the Service in the 
financial sense. They had now put up a reasonable case, and 
it was hoped it would be met in a reasonable way. If it was 
not, further action would have to be decided upon at thpt stage. 
At this moment it was hoped that in the interests of this great 
Service the Minister would see the importance of meeting the 
profession in the way indicated. 

It was moved from several parts of the meeting to P ass to 
the next business, and this was agreed to. 


Mileage 

Dr. G. H. Edgecombe (Westmorland) moved that P much 
larger stint than £2 million should be set aside for mileage 
w\e.vfc> v?, sw <xf tfcft. ‘yj.e.'dal, dxfS.cwb.vRR, of xwxM. yw.cririziners. 
He said that the average size of list was 1,400 patients, and the 
doctors with small lists found their work hard and time- 
consuming, The income therefrom was not such as made a 
living possible. The mileage grant covered only the cost of 
cars, and in these hard districts deterioration was rapid- 
Dr. F. M. Rose (Preston), whose Branch had a similar motion 
on the agenda, said that the matter should go back again to the 
General Medical Services Committee for further consideration. 

Dr. I. C. Pearce (chairman. Rural Practitioners Subcom- 
mittee) said that the fund had not been entirely distributed, the 
natter u as still under consideration, and when a scheme had 
•cn drawn up it was hoped to have a meeting with the Minister 
’ discuss it. particularly from the point of view of the difficult 
treas. 

Dr. Wand said th3t it might prove that the new mileage sums 
u.udd be adequate; the whole of the increase wa5 being 
attached to the first 1.000 patients, which meant a substantial’ 
addition to the income of the rural practitioner. 

After Dr. Edgecombe had made a brief reply the motion 
was carried. 

A motion by Reading called attention to special difficulties 
in Berkshire, and Dr. Wand said that there was evidently some 
local hitch which would be investigated. 

Dr. M. E. P. Kttlard-Lea vey (Barnstaple) considered that 
areas with geographical difficulties, such as existed in North 
Devon, should be given greater payment for mileage. Dr- Wand 
said that this was in process of being dealt with. 

Dr. R. Rose (Reading) called upon the meeting to press for 
the inclusion of a mileage grant within the framework of the 
maternity service. Dr. W. N. Leak supported this, .and Dr. 
H. B. Muir complained of conditions respecting mileage in 
Scotland. 

Dr. Wand said that they had got half a million from the 
Ministry for mileage. This included mileage for maternity 
cases. He hoped they would not start asking for little pits here 
and there. They should be realists in this matter. ’ An increase 
of 200% was not unreasonable for a trial period such as they 
were going through. Dr. G. P. Williams (Caernarvon), Dr. 
Fletcher (Cumberland), Dr. R. H. McColl (Denbigh and Flint), 
ami Dr. Hughes (South-west Wales) gave their own experience 
of mileage allowance inadequacy. 

Dr. Wand ; They were getting figures quoted on this mileage 
problem that afternoon which were so different from those used 
at the Ministry by an experienced rural practitioner Hrat he 
wanted some further facts. 

Dr. J. C. Pearce (chairman of Rural Practitioners Sub- 
committee) said he could only wish that speakers who h3d 
presented their difficulties that afternoon had let his sub- 
committee know about them when they were collecting 
information. There were so many conditions that it was 
impossible even for rural practitioners in other parts of the 
country to be able to deat with them all. 

Cv, . Y.rrr WovadwicV Yn rtpYs- , xvax graYelwY to ms rurn' Rnnrii- 
tioner colleagues for retailing their experiences. One further 
fact: practically 100% of “truly rural" practitioners had lost 
precisely 100% of their private cases. 


It was agreed that the motion should be referred to the 
General Medical Services Committee. 

Dr. L. R. Routledge (Hexham) urged a material increase iri 
the rural practitioner's dispensing allowance. 

Dr. J. A. Pridham (Council) and Dr. J. R. Baker (Scun- 
thorpe) edntributed to the discussion, and the' matter was 
referred to the committee. 

Denbigh and Flint had a motion that in the case of partner- 
ships the~ total number of capitation units in the practice should 
be distributed among the partners iri their appropriate share, 
irrespective of the numbers on their individual lists, and the 
“ loading ” of the first thousand in each case to be in accord- 
ance with the amount available under betterment. 

Dr. Wand: In the case of a partnership there would be a 
“loading” of the first thousand in respect of each partner, 
provided there were enough patients in the partnership to go 
round. A partnership of 2,000, however distributed between 
the two partners, would carry two loadings. 

The Denbigh and Flint motion was declared by the Chairman 
carried. % 

Superannuation 

Dr. Scott Webb (Woolwich) moved that the pension and 
other superannuation rights of practitioners should be calcu- 
lated on income averaged over the three or five years of 
maximum income, as is, in effect, the case, with almost all 
persons participating in statutory superannuation schemes. The 
calculation of the pension and other superannuation benefits 
on income averaged over all the years of service was most 
prejudicial. 

Dr. Wand: They were satisfied, as a result of advice given 
by their actuary, that the funds received or about to be received 
by the profession for superannuation were a very fair return 
for the money paid in ; but this matter of years of maximum 
earnings was fully discussed, and the matter had been taken 
care of by the increase from H to 14%. 

Dr. Scott Webb. expressed himself still dissatisfied.' 

The Secretary (Dr. Hill) said that the objection on the 
Government side to this “maximum earnings” basis was that 
a practitioner might indulge in unusual efforts for the three or 
five years selected for the purpose of calculation. ‘ The basis 
adopted was, they were assured by the actuary, no less satis- 
factory than the method adopted in the case of the whole-time 
officer. 

The Woolwich motion was lost. 

A motion by Trowbridge asked that attention be drawn to 
the fact that regional boards, in making payments to general- 
practitioner specialists, were not empowered to allot super- 
annuation benefits in proportion to partnership shares in the 
case of practitioners in partnership m the same way as executive 
councils were' empowered — a situation which caused great diffi- 
culties in certain partnerships. It was agreed to refer this 
matter to the committee. 

Mr. J. G. R. Murray (Exeter) asked for adequate payment 
for the treatment of temporary residents from the central fund. 

Dr. Howie Wood (Isle of Wight) asked for an assurance that 
moneys would be forthcoming from the central fund which 
would give a just and proper fee for those areas where tempor- 
ary residents were treated. 

Dr. Wand: For the first two quarters of the Service a sum 
was being deducted from centra! funds equal to 8s. for tem- 
porary residents. The whole problem was being investigated 
before a permanent scheme was agreed. 

The motion was referred to' the committee. 

Holidays : Study Leave 

Dr. P. H. Rossdale (Marylebone) moved that it would be 
beneficial for regular arrangements to be made for holidays 
with pay and periodical study leave. 1 > 

Dr. J. A. Brown said that if it was the intention to ask !b e 
Government to make the arrangements it would be a step 
towards a whole-time service. 

Dr. Howie Wood (Isle of Wight) and Dr. D. E. Yarrow 
(Tunbridge Wells) spoke in support of the motion and Dr. A : 
Beauchamp against. Dr. Wand deprecated this and similar 
rno'uons 'in Yne name or other Divisions, 'wnat (tie -contrttltKi 
was asking for was an adequate pool. 

The Marylebone motion was lost, and other motions on fh e 
subject were withdrawn. 
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Monthly Payments Requested 

Dr. Stevens (Huddersfield) asked for capitation fees to be 
payable monthly instead of quarterly. 

Dr. Wand: If this was passed it might be sympathetically 
considered by the Ministry. But there were certain possible dis- 
advantages in respect of dates on which taxation payments 
became due. The motion that capitation fees be paid monthly 
was lost by 66 to 7S. 

Autonomy of Sectional Committees 

Dr. P. A. McCallum (Torquay) drew attention to the need for 
carefully considering and if possible correlating the points of 
view of the committees concerned respectively with general 
practitioners and with specialists and the public health group. 
While agreeing that the greatest possible autonomy should be 
accorded to each section, any decisions of such committees 
affecting the policy of the Association should not be announced 
to the public and the Ministry until finally ratified by the Repre- 
sentative Body. Let each section, while developing its own 
interest in particular, strive by friendly co-operation to help the 
others. 

Dr. James Fenton (chairman, Public Health Committee): It 
was desirable that all three sections — general practitioners, con- 
sultants and specialists, and public health officers — should work 
together as one. As representing the public health side he was 
very anxious that this should be done. 

Dr. J. C. Arthur (Gateshead) said that while these committees 
were autonomous they should be able to correlate and 
co-ordinate their actions when matters affecting the profession 
came up. 

The Chairman of Council hoped the meeting would not pass 
this resolution, which suggested that it was expected that the 
autonomous bodies w'ould do things of which the main body 
would disapprove. “ Don't query the autonomy of these bodies. 
Leave it to them to bring their problems to us and leave it to 
us to deal with them in a common-sense way as we have always 
done in the past.” 

It was unanimously agreed to pass to the next business. 

The meeting terminated at 5 pan. 


CONSULTANTS AND SPECIALISTS 
TERMS AND CONDITIONS OF SERVICE 
A meeting of the Central Consultants and Specialists Com- 
mittee was held at B.M.A. House, London, on March 24, 
Mr. R. L. Newell presiding. 

Since the last meeting of the committee the Ministry's pro- 
posals concerning terms and conditions of service of hospital 
staff have been received by the Joint Committee (the com- 
-mittee presided over by Sir Lionel Whitby, of which the Central 
Committee is one of the constituent bodies) and referred for 
regional consideration and report. It was decided to devote 
a special all-day meeting on April 28 to the consideration of 
this document 

In some brief discussion it was stated that the Joint Com- 
mittee was in no way committed to any part of the proposals. 
The views which the Joint Committee had put forward were 
in general the views of the Central Committee. It would be 
for the Central Committee to examine the proposals strictly 
on their merits, and instruct its representatives on the Joint 
Committee accordingly. 

A member said that before making any decision on the 
betterment factor it was desirable to have some communica- 
tion with the general practitioner side of the profession, so that 
the two branches would act in liaison. The chairman assured 
r the committee that this was already being done. 

Dr. Rowland Hill then submitted a report from the Executive 
Committee on matters referred to it and other matters which 
had arisen between meetings. One recommendation which had 
previously been referred back concerned the liability of full-time 
specialists to undertake domiciliary visits. A revised recom- 
mendation, which was agreed to, laid it down that in principle 
full-time specialists should not undertake domiciliary visits 


except where there is no part-time specialist available to pro- 
vide the necessary services or where the character of the 
specialty is such as to necessitate the attendance of a whole- 
time specialist. It was further agreed that a full-time specialist 
who desired to engage in domiciliary work should have the 
right to transfer to a part-time basis at the maximum number 
of -sessions. 

Full-time Specialists and Private Practice 

A discussion took place on this subject, particularly in rela- 
tion to the treatment of patients in private hospital beds. 
Attention was called to a communication from the Ministry 
explaining the manner in which patients might be referred from 
one specialist to another — that is, either as private or as 
“ public ” patients. It appeared that the Ministry envisaged 
a situation in which part-time specialists might contract to 
render treatment to patients in pay-beds without the right to 
charge the patients a fee. To this the committee was strongly 
opposed. It felt that here, as in the case of domiciliary visits, 
it should not be part of the duties of full-time officers to under- 
take the treatment of private hospital patients where part-time 
specialists were available for the purpose. " 

The propositions eventually agreed to by the committee were 
to the effect that full-time specialists should not be required to 
undertake the treatment of patients in private hospital beds, 
b ut that they should be permitted to do so (nitbout fee ) when 
their services were sought by a professional colleague ; and 
also that full-time specialists who wished to participate in the - 
treatment of private patients should have the right to transfer 
to a part-time basis at the maximum number of sessions. It 
was also agreed that in no circumstances should a specialist 
undertaking to perform part-time services be offered a contract 
containing a clause requiring him to treat patients in pay-beds 
without the right to charge professional fees. It had been 
suggested that the Government contemplated that part-time 
officers might agree to accept remuneration through additional 
sessions from regional boards in lieu of charging private 
patients. 

Payments by Private Patients 

Instances were brought forward from various areas of private 
hospital patients seeking to evade payment for the professional 
service they had obtained. One regional committee had sug- 
gested that a form which would be a legally binding contract to 
ensure payment be devised for signature by any patient admitted 
to a pay-bed. Such a form had been devised by the solicitors 
to the Association. It set out that the signatory, having read 
the relevant sections of the Act, agreed to pay the charges for 
accommodation and the cost of any services rendered by a 
practitioner in accordance with the scale in force. 

The committee passed a resolution that a person who had 
agreed to receive hospital treatment privately, and had been 
admitted to a pay-bed, should not subsequently be allowed to 
claim the specialist services rendered on that occasion as a 
“ public ” patient. 

On the question of the confidential nature of medical reports, 
on which some anxiety had been expressed by specialists, the 
committee agreed that outside bodies — it was explained that 
Government Departments and other third parties were in view 
— should not be permitted to have access to, or copies of, hos- 
pital records regarding the treatment or condition of patients 
without the knowledge and permission of the responsible 
clinician and the consent of the patient. 

Representation of Full-time Specialists 

A letter from the Association of Whole-time Specialists 
expressed some concern lest with the setting up of the Joint 
(Whitby) Committee and the disappearance of the previous 
Negotiating Committee the representation of the views of full- 
time specialists should be absent from the body which doubt- 
less would undertake the final negotiations on the permanent 
contracts. Some feeling had been expressed that the part-time 
specialist was more favoured in the draft terms than the full- 
time salaried specialist. It was recognized that the interests 
of full-time specialists did at certain points diverge from those 
of part-time specialists, though there was no real conflict and 
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no consciousness of opposing interests on the Whitby Com- 
mittee. At the same time it was felt that in the absence of 
adequate representation of full-time specialists it was possible 
that some interest of theirs might be overlooked, and it was 
agreed to ask the representatives of the Central Committee on 
the Joint Committee to consider the desirability of whole-time 
specialists’ representation. 

On the proposition of Dr. James Fenton the Central Com- 
mittee agreed to co-opt to its membership Dr. N. J. England, 
who would be able to speak from his experience as a tubercu- 
losis officer. Mr. J. P. Cocker had been nominated by the 
British Dental Association as a liaison officer to attend the 
meetings of the committee in the capacity of an observer. 

Many other subjects occupied the committee during a long 
sitting, and some were referred for further exploration to the 
Executive. 


B.M.A. LECTURES ABROAD 

B.M.A. lectures have been given abroad in the last few months 
by Mr. N. R. Barrett on chest surgery (Denmark), Dr, J. S. 
Heller on pharmacology (Austria), Professor Geoffrey Jefferson, 
F.R.S., on neurology (Austria), Professor M. J. Stewart on 
pathology (Czechoslovakia), and Mr. C. Price Thomas on chest 
surgery (Spain). 

Dr. Heller reports that though the number of medical 
students in Vienna is decreasing there are still far too many. 
If they continue to qualify at the present rate, many doctors 
will be unemployed in the near future. 

There is a stock of pre-war apparatus comprising very costly 
items, usually of German make. (It appears that none of these 
things have been looted, though the departments of bio- 
chemistry and physiology have lost some electrical apparatus 
through bomb damage.) The main difficulty is the lack of 
.impicr pieces of equipment — e.g., glassware and chemicals. 
Professor Wessely (biochemistry) complained particularly about 
the lack of ground glass. Analytically pure chemicals were 
obtained almost exclusively from German firms. Some depart- 
ments live on their stock of chemicals, and purification on a 
small scale is also done, but an inland source of supply is 
needed. 

At present Austria lacks even the simplest drugs such as 
aspirin. Only the supply of penicillin seems fairly adequate, 
owing to gifts from the occupying armies. Some drugs for 
research purposes are obtained through personal connexions 
of medical research workers with English, American, and Swiss 
firms. Free gifts of small amounts of new preparations would 
be much appreciated. The departments obtain an occasional 
dog, cat, or rabbit, but they cannot keep rats, mice, or guinea- 
pigs because they lack feeding stuffs. Not only certain types of 
research but also the biological standardization of drugs suffers. 

Very little research in biochemistry is done, and even that 
is less biochemical than purely organic chemical work. No 
“ experimental ” physiology is being done. The pharmacology 
department seems to be the only one where research is done on 
a larger scale. All the apparatus bought by the late Professor 
R. Rossler has been saved and is in good working order. 
Dr. Brucke. the provisional head of the department, is working 
with certain Swiss firms, who provide some chemicals and 
journals. The work is handicapped by the lack of animals, but 
interesting work is done — e.g., investigations on the effect of 
drugs (sulphonamides, folic acid) on the metabolism of micro- 
organisms. and on the structure of cholinesterases. 

Apparently there is no research in pathology. Even material 
for urgent diagnostic work is said to be lacking. Cover-slips, 
for instance, have to be used again and again. The famous 
pathological museum is intact. 

In Professor Fellinger’s unit haematological problems are 
being studied — e.g., the mechanism of action of urea on leuco- 
cytes. Professor Lauda’s unit is interested in antihistamine 
substances, but lacks the appropriate preparations from British 
or American firms. 

Mr. Price Thomas found that all the young doctors in Madrid 
and Barcelona are learning English. The greatest shortage 
appeared to be of x-ray films, so that most of the radiological 
investigations are by fluoroscopy. This seemed to be a handi- 
cap, and chest surgery is not as advanced there as in Britain. 


RELEASE OF MEDICAL OFFICERS FROM H.M. FORCES 

The Central Medical War Committee has been advised by the 
Service Departments of the following arrangements for the 
release of medical officers from H.M. Forces during the second 
quarter of 1949 : 

Royal Nary 


April 

Group 101 and Group 102 

May 

Group 103 and Group 104 

June 

. . Group 105 and Group 106 


R.A.M.C. 

April 1-14 

. . Group 106 

April 15-28 

Group 107 

April 29-May 13 . . 

Group 108 

May 14-28 

Group 109 

May 29-June 12 . . 

Group 110 

June 13-27 

Group 1 1 1 

June 28-July 10 . . 

Group 112 


R.A.F. 

'April 

. . Group 101 and Group 102 

May 

Group. 103 and Group 104 

June 

To be announced later 


TRADE UNION MEMBERSHIP - 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar, 
Non-County Borough Councils. — Dartford. Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-Ie- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 


B.M.A. LIBRARY 

The following books have been added to the Library : 

Abely, A. M. P., Assailly, A., and Laine, B. : Les Facteurs Vascu- 
laires et Endocrinicns de I’Aflectivite. 1948. 

Acquisitions Medicates Rdcentcs (Les). 1947. 

Allen, F. H. : Psychotherapy With Children. 1947. 

American Public Health Association : Diagnostic Procedures for 
Virus and Rickettsial Diseases. 1948. 

Beattie, J. M., and Dickson, W. E. C. : Textbook of Pathology. 
Fifth edition. 2 volumes. 1948. 

Beger, H. : Leitfaden der bakteriologischen Trinkwasseruntersuchung. 
Ztveite Auflage. 1948. 

Berillon, E.: La Science de I’Hypnotisme. 1946. 

Boquet, P. : Venins de Serpents et Antivenins. 1948. 

Bourne, G. : An Introduction to Cardiology. 1949. " 

Brill, A, A.: Lectures on Psychoanalytic Psychiatry. 1948. 

Butter, C., and Erdman, A. : Hospital Planning. 1946. 

Catewaert, D. : Conception Physique de la Vie. Deuxibme edition, 
1947. 

Christian, H. A. : Bright’s Disease. 1948. 

Conybeare, Sir J. (Editor): Textbook of Medicine. Ninth edition 
1949. 

Corner, G. W. (Editor): Autobiography of Benjamin Rush. 1948. 

Crile, G. (Editor): George Crile: an autobiography. 2 volumes 
1947. 

Curieses del Agua, A. : El Colapso Circulatorio. 1946. _ , 

Curran, D.. and Guttman, E. : Psychological Medicine. Tlurc 
edition. 1949. 

Daniels, F. : Outlines of Physical Chemistry. 1948. 

Dcshaies, G.: Psychologie du Suicide. 1947. 

Dunlop, D. M., et ah (Editors): Textbook of Medical Treatment. 
Fifth edition. 1949. 

Florian, I.: Les Varices. 1947. 

Fulton, J. F. : Aviation Medicine in its Preventive Aspects: an 
historical survey. 1948. , ... 

Fundacion Lucas Sierra, Hospital de Vina del Mar: Jornaoas 
Clinicas de Verano. 1947. 

Gil Vemet, S.: Patologia Urogenital: Tomo I. Cancer de Prostata. 
1944. . " 

Goia, I.: L’lnfection de Foyer (“Focal Infection”). Deuxieme 
Edition. 1946. 

Govea, J. : Corazon Pulmonar e Insuficicncia Coronaria. 

Grant, J. C. B.: A Method of Anatomy. Fourth edition. 194o. 

Hazlett, T. L. (Editor) : Introduction to Industrial Medicine. Second 
edition. 1947. 

Hogarth, R. G.: The Trent and I Go Wandering By. 1948. 

Klein, M. : Contributions to Psycho-analysis 1921-1945. 1948. 

Lapipe, M., and Rondepicrre, J. : Contribution a I'Etude Phyj?9U ' 
Physiologique et Clinique de PEIectro-choc. Deuxieme caiuo ■ 
1947. 
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Correspondence 


Exchange Control Medical Advisor}' Committee 

Sir, — 1 have recently had some correspondence with the 
Financial Secretary to the Treasury (the Rt. Hon. W. Glenvil 
Hall, M.P.) on the functioning of the Exchange Control Medical 
Advisory Committee, and I have his permission to send vou 
the following extracts from his letter, in the hope that the 
explanation given and the statements therein made will help 
to clear up a certain amount of misunderstanding about this 
committee. 

“The Exchange Control Medical Advisory' Committee has no 
powers to make grants of any kind. What it does is to advise the 
Treasury on all applications for health treatment abroad, and it 
recommends whether or not the necessary foreign currency should 
be provided. It has nothing to do with who puts up the sterling to 
meet the expenses. 

“ In practice, the majority of cases with which the committee deals 
are tuberculosis cases, and most of the members of the committee 
(which is a panel of independent consultants) are, in fact, leading 
tuberculosis specialists. So far as tuberculosis cases are concerned, 
the great majority of all applications which come before them are 
approved. The approximate figures since the committee was set up 
in December, 1947, are 1,000 approvals out of 1,100 applications. 

“ The way that the committee works is that any sick person in the 
country can apply through his own doctor to the committee. The 
doctor' furnishes full medical reports, and these reports are considered 
by two members of the committee, and, in the event of their disagree- 
ment, by the chairman as well. The criterion under which the com- 
mittee Works is that treatment abroad must be essential to the 
recovery of the patient's health, and that such treatment cannot be 
obtained anywhere else in the Sterling Area. How this works out in 
practice is, of course, for the committee to decide, but, as I under- 
stand it, the committee would not normally approve applications in 
cases of tuberculosis which were too far advanced for treatment 
abroad to hold out any hope of recovery. 1 am sure you know, in 
certain tvpes of case, high-altitude treatment would do more harm 
than good by causing the disease to flare up. In any case it would 
be a disservice to the country, and no kindness to the patient or to his 
family, to allow a sufferer to go abroad, and to incur extremely 
expensive treatment in foreign sanatoria with no hope of ultimate 
recovery. 

“ 1 think you can take it that the committee takes its duties very 
seriouslv, and that its members nil! always give the application the 
benefit of any doubts that they may have. I feel confident that in 
any case where the committee thinks that the patient has any real 
chance of recovery by going abroad cuiTency will be provided. Of 
course, even leading tuberculosis specialists may make mistakes, but 
I think it is also fair to say that the members of the committee are 
as a rule in a -better position to judge from the general nature 
of the case whether or not treatment abroad will be beneficial than 
is the doctor who puts forward the application. It would be clearly 
impossible for the committee to see the patients themselves, nor is it 
their function to do so; but if they are in any doubt they are at 
liberty to ask the doctor for further information, and they do not 
hesitate to do so." 

v — I am, etc.. 

House of Commons. WALTER ELLIOT. 

Sir, — O ne heats that Mr. Douglas Jay, MJL, has been 
defending the Exchange Control Medical Advisory Committee 
against adverse criticism. It may interest' your readers who 
have had no experience of this body to know of the method 
by which (so far as pulmonary tuberculosis is concerned) it 
reaches its conclusion upon whether or not to grant currency 
permits. The doctor — usually the chest physician of the area 
in which the applicant lives— sends the medical case history 
and the latest x-ray film of the patient to the secretary of the 
committee, and upon this slender evidence the case for or 
against is judged. The opinion of the physician in charge of 
the case, who knows the patient from long acquaintance and 
from every’ aspect, and which may be considered to be of the 
first importance, appears to carry no weight and to be ignored. 
* It is an axiom of medical practice especially applicable to 
the disease of tuberculosis, and particularly to pulmonary 
tuberculosis, that no one part of the whole investigation of a 
case can be exalted above the rest, that the lesser cannot be 
made to include the greater. But that is what the committee 
does. Without knowledge of the applicant's mental, physical, 
and clinical attributes it decides upon the case history and 


upon the shadows in an x-ray film the question an unfavour- 
able answer to which may -have the most serious repercussions 
upon the sufferer. In short, it reaches a decision upon evidence 
that not one member of the committee would accept- as suffi- 
cient in his private practice to discharge his duty to his patient- 
One might as well expect a court of law to decide innocence 
or guilt without hearing both sides and without a jury. — 

I am, etc., 

Folkestone. Kent. B- G. EDELSTON*. 

Betterment on Mileage 

Sir, — A t a recent meeting at Reading we were told that the 
Mileage Fund has been increased threefold, but that, as it has 
to be spread over a list of patients that has increased about 
two-and-a-quarterfold, the effect in Berkshire is to increase the 
mileage unit from 2s. Id. to approximately 2s. 6d. — i.e., about 
20%, which we considered inadequate. 

The 'Mileage Fund was not intended as a motor-car expenses 
fund but as an increase in the capitation fee to balance the 
time-distance factor. Surely, then, vve should press for the 
Mileage Fund to be increased sufficiently to raise the mileage 
unit in the same proportion as the raising of the capitation 
fee — namely, to 170% or 185%. — I am, etc., 

Crowthorae. Berks. -H- D. FORBES pEASEE. 

Senior Hospital Officers 

Sir, — Examination of the Minister’s proposals for remunera- 
tion raises immediately the question. Who or what are senior 
hospital officers? The answer will, it appears, lie in the 
empirical foundation of an establishment of specialists for each 
region, and thus for each hospital. 

Considerable numbers of specialists are likely to find that 
their particular post is not included in the establishment and 
that they will therefore be mustered and paid at the very much 
lower level of senior hospital officer. 

To enforce the acceptance of these posts is, I submit, one 
of the purposes to be served by the induction of financial 
stress by delayed settlement. I submit that it must be The 
duty of the "Negotiating Committee to ensure that the specialist 
establishment is both elastic and personal.— I am, etc.. 

Burton -on-Trem. RaNDLE LUST. 

Breach of Terms of Service 

Sir, — U nder. “ Medico-Legal ” in the Journal of Feb. 26 
(p. 371) I read of one of our colleagues who has been con- 
victed and heavily fined (150 guineas) for giving a post-dated 
intermediate certificate on Form Med. 2A, and an unsigned, 
undated final certificate on Form Med. 2B. Admittedly this 
is a breach of the regulations, but surely the penalty is out of 
all proportion to this purely technical offence, and comparable 
to “ hanging a man for stealing a sheep.” 

In considering the recommendation to the executive council 
the Medical Service Committee “ took into account the practi- 
tioner's attitude in this case,” which to me is quite irrelevant 
and should have no bearing on the case at all. We are not 
children to be treated in this way. 

Also, what happens to the 150 guineas ? Does it go back 
into the central pool ? In which case, do we all get a bite 
Out of it ? — I am, etc., 

Nottingham. T. GORDON TRESTDDER. 

A’ The 150 guineas is not returned to the central pool. This 
money is saved by the Exchequer, in that it is -not paid to 
anyone. — E d., BMJ. 

Demands on the Table 

Sir, — We are in great dancer of being drowned in our own 
verbosity. We are being inundated by a spate of Spens, better- 
ment factors, graduated capitation fees, global sums, and pools 
(or puddles). In fact we are creating a situation th3t the 
Minister loves— in his opponents. 

Let us put our demands — yes, demands, like coal miners 
and bus conductors — on his table, and if they are not fulfilled 
I suggest that we just refuse to sign any Slate certificates. We 
must see and attend to our patients. 1 should imagine that 
the Act would last about two weeks. — I am. etc., 

Coventry. JOHn’HaLE POWER. 
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United Action 

Sir, — In all the correspondence published in ihe Journal 
since July last year very little mention is found of the two 
most fundamental problems facing the profession to-day. These 
are, first, the need to educate the general public in how the 
new Service should be used, and, secondly, how to overcome 
the apathy in the profession itself towards its fight 'for security. 

Patients are tending more and more to consider their doctor 
as a universal provider of various remedies which they, the 
patients, think may do them good. The old approach used 
to be, “ Doctor, I have a pain in my back ; will you please 
advise me ? ” Now it is, “ Doctor, will you give me a 
belladonna plaster for my back and a few aspirins, and as I’m 
here I might as well have a chit to get my eyes tested and 
a few pills for my wife’s constipation.” 

Calls late in the day for patients who have been ill for a 
week, unnecessary night calls, and every conceivable dodge to 
avoid the queue at the surgery — all these are_ making the 
average general practitioner's life a constant struggle against 
unreasoning demand. This struggle would be greatly eased if 
the Government would run a campaign in the national Press. 
We’ve had “ Keep death off the road ” : why not “ Keep the 
doctor in bed ” — at night at any rate ? 

The apathy in. the profession is a problem in the solution of 
which we deserve and can demand no outside help. At a recent 
meeting of the local B.M.A. Division at which the motion for 
discussion was whether we should insist on 185 as the better- 
ment figure, or whether we will accept the figure of 170 to 
be put to the Minister, there were present not more than 
30 members out of a possible total of several hundred. It 
is significant that a similar meeting a year ago would have 
produced ten times this number. Are we all so fed up with 
the long-drawn-out negotiations that we feel that it is of no 
avail to continue the fight ? If so, the outlook for the pro- 
fession is indeed grim and the path downwards to a completely 
> controlled State service steep and short. 

If our leaders do not inspire our confidence and' rouse oar 
nthusiasm we must replace them. If, on the other hand, we 
believe that they are really prepared to fight for our just 
demands we should give them the necessary backing in the 
Divisions so that they can negotiate with the knowledge that 
they have the full weight of the profession behind them. 
“United we stand, divided we fall’’— never was this so true 
as it is to-day. — I am, etc., 

Lewes, Sussex. J. P. MATTHEWS. 

Graduated Capitation Fee 

Sir, — A t the risk of being unpopular with the “ have-nots ” 
I think the subject of the proposed graduated capitation fee 
demands consideration. I trust the profession will consider 
the effects carefully before agreeing to such a method of pay- 
ment. I for one object to subsidizing the income of a practi- 
tioner who may be a part-time specialist, anaesthetist, business 
man, ardent golfer, or just lazy. Surely the capitation fee is 
already graduated by income tax. I have taken the trouble 
to work out the net spendable income per caput after deduction 
of expenses and income tax, and assuming that we obtain the 
proposed increase of £16J million in the pool. I have made 
the following assumptions : 

(1) The doctor has a wife and two children. (2) Average mileage 
fee of £45 per 1,000. (31 Maternity cases per annum equal 20 per 
1.000. (4) Expenses of £400 for 1,000, £600 for 2,000, £800 for 3,000, 
£1,000 for 4,000. 

Making allowance for superannuation and income tax the 
fee per caput is : 


There appears to be a good deal of animosity to doctors with 
large lists who are now reaping financial reward.. For man) 
years these men have been slaving in unhealthy, sordid 
surroundings often for little or no financial reward, and for 
this reason have had to take on large lists. They have none 
of the pleasant benefits of practice in residential or country 
areas. The imputation that a doctor is incapable of attending 
to lists of 3,009-4,000 is untrue, and that as a result he should 
have a lower capitation fee. The converse could be argued. 
Does a miner, working overtime, work less effectively? He 
may, but he gets paid time and a half. 

I think it is generally agreed that the rural practitioner is 
badly hit and that mileage should be much more heavily 
weighted. Subsidizing the doctor in residential areas is unfair. 
They should gradually move to under-doctored areas. One 
hears too often of the patient who was visited privately on 
regular occasions before July 5 but is now ignored. — 1 am, etc., 

East Wemyss, Fifcshirc. 1* G. MEIKCEIOHN. 

Retain Assislantships 

Sm, — 1 have been waiting to see, if some abler pen than my 
own would reply to certain letters appearing recently in your 
correspondence columns advocating the abolition of assistant- 
ships, These letters were a source of amazement to .me. 
When I left hospital I went as assistant to two partners in a 
town in Cornwall. Within six months I was given a partner- 
ship. Recently my partner and 1 have found our practice 
much too big and looked around for an assistant with a view 
to making him a partner. We found a suitable man. The 
salary is £750 and free house. He worked so well we gave £100 
bonus, and in April he will become a partner with a quarter 
share. My present partner and I share the other three-quarters 
evenly. In five years he will be a full and equal partner. 

How on earth do those who advocate abolition of assistant- 
ships think a young man is going to learn his job ? Do they 
really think that what they learn as students and in house jobs 
is going to fit them for the onerous . specialty of general 
practice ? Do they think that in a large practice with, say. 
12,000 patients the partners are going to accept some stranger 
appointed by a board ? I have spoken to our local authorities, 
and the view is that in such cases the appointments board 
would appoint a man selected by the firm of doctors concerned 
— which is only right, for an unsuitable partner is a source of 
irritation and weakness to the team. I have no doubt that 
there are ageing men who ‘seek to postpone retirement to 
abject poverty by employing an assistant. There is no 
compulsion to stay on, is there ? , 

Before this Act certain young men (and women) objected 
to buying houses and practices. Now apparently they object 
to learning their job before being allowed to attend the public. 
—I am, etc.,- , „ „ 


Registrars Group at Bristol 

Sir, —May we, through the courtesy of your columns, 
announce the formation by the registrars of the hospitals tn 
the Bristol area of a Registrars Group 7 It is hoped to ex en 
invitations to' join .this group to registrars in the South-wes 
Region, and would those interested please write to 
secretary ? — We are, etc., John h. Challenger. 


W. R. Black. 
T. J. Butler. 

163, WcJJinRton Httl West, 
SVestbury-on-Trym, Bristol. 


Frank L. Dvson. , 
J. E. Malcolm, 
Secretary. Subcommime 
Registrars Group. 


i 



Uniform Capitation 
Fee of 25s. 

Capitation Fee of 
35s. for First 1 ,000 
and Thereafter 1 Ss. 



! £. 

d. i 

s. 

d. 

for first J.000 


15 

9 

22 

0 

T or second \ ,000 


1 w 

5 

9 

8 

Ter third t, 000 .. 


! 9 

10 

7 

1 

Tor fourth 1,000 


8 

4 

6 

4 


It will be seen from these figures that if the fee for the first 
thousand is to be raised then I think it should be approximately 
28s. This would achieve a fairly severe graduation. 


Effect of Income Tax 


Sir,— I wonder whether some of the people, with very S 
sts have had time to .stop and consider the income tax 
/ill have to pay in H~2 years’ time. Put briefly, the c ^ 
re these. On a net, not gross — repeat net— income o • 
£2,500' the last £500 is worth £235 to the individual 
£3,000 the last £500 is worth £212 10 s. to the tndivt 
ra rein im nnn the last c t is worth £375 to the indlVIOUP 


and so on proportionately downwards very steeply until 
are earning only sixpence in the pound. Very few o- 
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likely to do this out of general practice alone. In plain 
language the last 1,000 patients would only be worth 8s. 4d. 
per head per annum. A married man with one child and a 
net income of £4,000 would pay £1,781 10s. tax. 

Now there may be doctors who like to do this. It is obvious 
that every G.P. must work out for himself the point at which 
: t becomes economically not worth his while to take on new 
latients and do more work for less money. At the present 
ate of remuneration the number of patients required to enable 
i doctor working very hard to maintain his standard of living 
s higher than he can do with due regard to good medicine. 

If Spens is implemented as is suggested in M.22 a doctor 
vith a list of 4,000 would have an income approaching £6,000 
i year gross. With allowances of £2,000 per annum expenses 
:his would mean £4.000 a year net, and so he would come into 
the tax range outlined above. This would mean, I think, 
that lists would tend to come down to nearly 3,000 in densely 
populated areas. In sparsely populated areas the new scale 
would make life much easier and maintain the standard of 
life due to the individual — the patient and the doctor. It 
would also again help that enormous pool of young doctors 
who at the present moment cannot get into general practice, 
because it would encourage G.P.s to take on partners once 
their lists were over 3,000. Furthermore, it would help those 
patients who have at present to wait so long in the waiting- 
room Jo densely populated areas. 

These, Sir, are a few ideas for consideration by the pro- 
fession at large. I think they do contain food for thought 
both to the medical profession and also, and by no means 
least, the Ministry itself. — I am. etc., 

Hadlow. Kent. J- B. MARSHALL. 

General Practitioner Surgeon 

Sir, — I am grateful to Mr. lohn C. Nicholson ( Supplement , 
March 12, p. 143) for restating the more or less stock arguments 
of full-time surgeons to the practice of surgery by general 
practitioners, but he views the problem from too narrow an 
angle. As he says, the welfare of the patients is involved, and 
this must come first. Now, while I admit that practitioners 
as well as other surgeons make mistakes — even more mistakes 
to start with — there is no reason why, with an experienced 
colleague working with them — which in their earlier years they 
certainly ought to have — these mistakes should have any dire 
results. If the worst came to the worst and a doctor found 
himself confronted with something that he could not tackle 
he can at least sew the patient up, pocket his pride, and get 
a more experienced man to operate later. But in fact such 
occasions very, very seldom arise, for the following reason. • 
As I stated in my first letter, a general practitioner has to 
live with his mistakes, and one' or two slips teach him to 
be extra careful of his diagnosis, quite apart from any right 
fear- that he might start doing something that he could not 
perform. He may not have the skill at prompt diagnosis of 
the more practised surgeon, but he usually has the inestimable 
advantage of having seen the case many times before and so 
getting a dynamic instead of a static view of the disease, which 
may often more than compensate for lack of skill and diagnostic 
facilities. 90% of major surgery performed by practitioner 
surgeons consists of appendicectomies and a few other things 
which may require care but do not, in fact, require vast skill 
for competent performance. Nor, as performed in small hos- 
pitals, do they require all the complicated paraphernalia which 
is quite rightly employed in larger institutions where conditions 
are quite different. 

Then, as I also mentioned, in such hospitals the patient comes 
much earlier to operation because he is a human being and 
not a guinea-pig, and, however anxious and persuasive the 
doctor, patients do persist in clinging to him rather than to 
r thc more experienced stranger, and their wishes and those of 
their families always have to be considered. The net result 
is that the practitioner surgeon has -a much less complicated 
task to perform, and. owing to his combined ' responsibility 
and practice while every detail is fresh in his mind, his skill 
in making an exact diagnosis and judging when to operate 
rapidly increases. The further result is that practitioners who 
practise surgery see less and less acute surgical emergencies. 


for they have been treated earlier, and although I "have no 
statistics to quote I have little doubt that most of the emer- 
gencies and late surgical cases which are sent into our big 
hospitals are sent in by practitioners who do no surgery, and 
for that very reason. If we wish to save these lives and the 
disability and human. misery that these late cases cause we 
shall do it not by preventing practitioners from doing surgery, 
ns Mr. Nicholson wishes, but by raising their standards and 
providing better facilities and safeguards so that still more can 
take an active share in such work, with due precautions against 
abuse. 

May I draw two analogies which really are germane to the 
subject ? No one disputes the wonderful work that can be 
done by our giant telescopes, but you do not need to go to 
an observatory to see if the stars are shining, for our senses 
are in fact much more sensitive than all but the most elaborate 
instruments ; and a doctor who has leamt to listen to the 
Patient’s sensations and to use his own senses has in 90% of 
cases (probably more) no need to refer to x rays or other 
instrumental means of diagnosis. If he cannot be sure of his 
clinical diagnosis without these aids he certainly ought to send 
his case to a more experienced operator. 

My second analogy is that no one in his senses would try 
to make all the roads of this country into main roads. If 
he did, the result would be colossal expense and the destruction 
of many of the amenities that people have learnt to enjoy. 
But it is on just such a task that the hospital authorities 
stem bent. Parliament and people have begun to gasp at the 
expense involved. They will soon begin to weep at the hospital 
services that will follow, for patients are not just material for 
surgeons to cut about, they are human beings with powers of 
vitality and response which are seldom or never evoked in 
ktrge hospitals but which are the everyday experience in our 
more intimate smaller ones, where some personal word about 
the family or local life puts new life into the patients and more 
than makes up for our lack of surgical skill. If Mr. Nicholson 
doubts these things he and his fellow surgeons should just 
come and look round our hospitals intent on learning instead 
of criticizing, and with all their faults — which I am the first 
tp admit — he would find much to make him hesitate before 
destroying instead of improving a system that has done so much 
for patients and for medicine in so many of our smaller towns. 
There is ample scope for both types of surgeons as well as 
hospitals, and it is a pity that some surgeons are not as eager 
to learn from practitioners as we are to learn from them, for 
at least we see much more -of the end-results of their operations 
than they are ever likely to do. Co-operation rather than 
domination or opposition is the road to successful working, and 
surgery is more than mere operating. 

I have deliberately omitted mention of urgent surgery, but 
this also comes into the picture. — I am, etc., 

VVinsford, Cheshire. IV. N. LevK. 


POINTS FROM LETTERS 

Health Centres 

■ Dr. Harold H. Sanguinetti (London, W.8) writes : . . , How 
much longer are we to wait for health centres providing x-ray 
examinations and pathological investigations for the general practi- 
tioner direct 7 What about physical treatment centres ? What about 
closer association of the general practitioner with the work of our 
hospitals 7 Are none of these things worth fighting for 7 
fudging from a letter circulated to general practitioners 
and just received from the London Medical Committee this com- 
mittee has little concepuon of what a health centre should be. 
Where not less than three and not more than six practitioners are 
grouped together we have ipso facto a health centre, but surely not 
the health centre envisaged by the late Lord Dawson of Penn. By 
all means see that we are properly paid, but at the same time do 
hot let us miss the opportunity of reorganizing the profession. 

1’anel of District Nurses 

Dr. Herbert Simon (London. NA) writes : . . . I suggest that the 
hlinister should with all speed and with the help of the local 
authorities establish a panel of district nurses, or at least- a panel 
t>f men and women sufficiently trained in elementary home nursing, 
Who should be available at any time of the day or night. Fee names 
and telephone numbers of such personnel should be available at any 
time at the local police station. 
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H.M. Forces Appointments 


Association Notices 


ARMY 

Colonel (Temporary Major-General) E. B. Marsh, M.C., late 
R.A.M.C:, has retired on retired pay and has been granted the 
honorary rank of Major-General. 

Colonel (Local Brigadier) D. C. Monro, C.B., C.B.E., late 
R.A.M.C., retired, re-employed, has been restored to the rank of 
Major-General on ceasing to be re-employed. 

Colonel W. M. Cameron, O.B.E., late R.A.M.C., having attained 
the age for retirement, is retained on the Active List supernumerary 
to Establishment. 

Colonel A. R. Ross, late R.A.M.C., has retired on retired pay. 

Lieutenant-Colonels P. F. Palmer, O.B.E., C. E. Eccles, O.B.E., 
and D. Bluett, O.B.E., from R.A.M.C., to be Colonels. 


ROYAL ARMY MEDICAL CORPS 

Lieutenant-Colonel J. J. O'Dwyer, C.B.E., has retired on retired 
pay and has been granted the honorary rank of Colonel. 

Lieutenant-Colonel J. M. Mackenzie, C.B.E., M.C., has been 
restored to Establishment. 

Majors R. H. Hunt, O.B.E., E, J. Pryn, P. L. E. Wood, D.S.O., 
M.B.E., Cr. M. Denning, and J. J. Sullivan to be Lieutenant-Colonels. 

Captain R. M. Vanreenen to be Major. 

Short Service Commissions ( Type " B ”). — Captains P. T, Harper, 
P, K. Murphy, L. W. H. Bertie, H. P. Swan, J. Aitchison, and 
G. J. O’Connor to be Majors. 


REGULAR ARMY RESERVE OF OFFICERS 
Royal Army Medical Corps 

Captain (War Substantive Major) J. S. Richardson, from Supple- 
mentary Reserve of Officers, to be Major, and has been granted the 
honorary rank of Lieutenant-Colonel. 

Captain E. I. B. Harvey, from Supplementary Reserve of Officers, 
to be Major, and has been granted the honorary rank of Colonel. 

Captain A. C. Stevenson, from Supplementary Reserve of Officers, 
to be Major, and has been granted the honorary rank of Lieutenant- 
Colonel. 

Captains E. A. Heaslett and A. C. Kanaar, from Supplementary 
Reserve of Officers, to be Majors. 

Captain (Acting Major) J. A. Chapel to be Brevet Major. 


INDIAN MEDICAL SERVICE 

Major (War Substantive Lieutenant-Colonel) D. J. P. Parker has 
retired, and has been granted the honorary rank of Colonel. 

Lieutenant-Colonel E. C. A. Smith has retired. 

Major W. J. F. Young, D S.O., has retired and has been 

granted the honorary rank of Lieutenant-Colonel. 

Major F. W. Whiteman, O.B.E., has retired but continues to be 
borne on the Special List (ex-Indian Army) British Army while 
employed with the Pakistan Armed Forces. 

War Substantive Major H. R. Cara has relinquished his commission 
and has been granted the honorary rank of Lieutenant-Colonel. 


COLONIAL MEDICAL SERVICE 

The following appointments have been announced: J. A. 
Byrne, M.B,, F. C. Harris, M.RjC.S., and T. A. Martin, 
I..R.F.P.S., Medical Officers, Gold Coast; J. C. G, Lcckyer, 
MB. B.M., L. F. B Delany. M.B., and T. W. Robson, 
M.R.C.S., Medical Officers, Tanganyika ; E. Robinson, M.B. and 
B. A. Payne, M.R.C.S., Medical Officers, Nyasaland; J. 
Belej, M.D., Temporary Medical Officer of Health, Gold Coast; 
2. P. Walczah, M.B., Supernumerary Medical Officer, Leeward 
Islands; P. J- Bourke, L.R.C.P.&S., L.R.F.P.S., Senior Medical 
Officer, Nyasaland ; E. Bradbury, M.B., D.T.M.&H., Senior Medical 
Officer of Health, Sierra Leone; A. B. Brereton, M.B., D.M.R.E., 
Radiologist, Gold Coast; C. N. Latham, M.B., D.T.M.&H., .D. W. 
McLaren, M.B., D.T.M., XV. McLelland, M.B., D.T.M.&H., C. P. 
Murray, M.B., and J. L. McLetchie, MJL, D.T.M.&H, Senior 
Medical Officers, Nigeria; B. D. Molesworth.'M.B., Medical Super- 
intendent, Leper Settlement, Federation of Mafaya ; \V. S, Urmiston. 
M.B, D.T.M.&H., Deputy Director of Medical Services, Gold Coast ; 
W. R. Phillipps, M.B., D.T.M.&H, Surgical Specialist, Gold Coast; 
A. L. Shield, F.R.C.S, D.T.M.&H., Tuberculosis Specialist, Federa- 
tion of Malaya; K. R. Steenson, M.B, Deputy Director of Medical 
Services, Fiji; J. II. Strahan, M.B, D.P.H., D.T.M.&H, Professor 
of Social Medicine and Hygiene, Singapore; H. Wands, M.B, 
Deputy Director of Medical Services, North Borneo; G. Watt, M.B, 
D.T.M.&H, Assistant Director of Medical Services, Gold Coast ; 
G. F. Baxter, M.R.C.S, Senior Medical Officer, Jamaica; L. J. 
Chuatt, M.D, D.T.M.&H, Senior Malariologist, Nigeria; G. V. 
Harry, F.R.C.S, Senior Surgeon, Jamaica; A. A. Reece, M.D.. 
Medical Officer, Grade B. Trinidad ; C. E. E. Stevens, M.B, Medical 
Superintendent, Cunningham Hospital, Leeward Islands; R. D. P. 
Eaton, M.B, and D. McKinley, M.R.C.S, Medical Officers, Sierra 
Leone; I. H, Gordon. M.R.C.S, Pathologist, Nigeria; C. R. C. 
Rainsfort), M.D, D.T.M, Senior Medical Officer in Charge, 
Zantibar; A. W. Williams, M.D, D.T.M.&H, Medical Superinten- 
dent, Mulage Hospital, Uganda; A. A. Bonner, M.D, D.P.H, 
Medical Officer (Health), Jamaica; R. M. L. Still, M.R.C.S, Medical 
Superintendent, Mental Hospital, Barbados. 


RADIOLOGISTS GROUP 

A meeting of the Radiologists Group will be held at BALA. 
House on Monday,- April 25, at 2 p.m. to receive a report from 
the Group Committee and to discuss matters of Interest lo 
members. It is hoped that as many members of the Group as 
possible will attend this meeting. 


4 
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5 
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6 
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6 

Wed. 

6 

Wed. 

6 

Wed. 
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Mon. 

11 

Mon. 

12 

Tues. 

12 

Tues. 

13 

Wed. 

20 

Wed. 

21 

Thurs. 

21 
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Diary of Central Meetings 
April 

Joint Committee of B.M.A. and National Veterinary 
Medical 'Association, 2 p.m. 

International Relations Committee, 2 p.m. 
Remuneration Subcommittee, 11.30 a.m. 
Regulations and Standing Orders Subcommittee, 

11.30 a.m. 

Executive Subcommittee, 2 p.m. 

Health Centre Committee, 2 p.m. 

Journal Committee, 2 p.m. 

Pathologists Group Committee, 1.30 p.m. 

Armed Forces Committee, 2 p.m. 

Proprietary. Medicines Committee, It a.m. ' 
Planning Subcommittee, 11 a.m. 

Charities Committee, 2 p.m. 

Private Practice Committee, 2 p.m. 

Joint Subcommittee on Report of Wbrking Party on 
Midwives, 11 a.m.- 

Committec on Psychiatry and the Lair, 2 pm. 


Branch and Division Meetings to be Held 
Barnsley Division.— At St. Helen’s Hospital, Wednesday, April 6, 

8.30 p.m. Film: “Angina Pectoris.” 

Bishop Auckland Division. — Thursday, April 7, Annual dinner. 
Greenwich and Deptford DivisiON.—At Chiesmans Restaurant. 
33, Lewisham High Street, London, S.E, Thursday, April 7, 7 p.m. 
Annual dinner and dance. 

' Guildford Division. — At Royal Surrey County Hospital, Guild- 
ford, Tuesday, April 5, 8.30 p.m. Address by Lord Horder. 
Kesteven Division.— At George Hotel, Thursday. April 7, 

7.30 p-m. for 7.45 p.m.. Dinner. 8.30 p.m.. Address by Mr. v». 
Buckley : “ Some Aspects of Thoracic Surgery.” 

Richmond Division. — At Royal Hospital, Richmond, Tuesday, 
April 5, 9 p.m. Professor H. V. Dicks; “ The Role of the General 
Practitioner in Mental Hygiene.” 

Rochester, Chatham and Gillingham Division.— At All Saints" 
Hospital, Chatham, Thursday, April 7, 8.30 p.m. Clinical meeting. 
All practitioners in the area of the Division are invited. 

Westminster and Holborn Division. — At City Hall, Charing 
Cross Road, London, W.C., Thursday, April 7, 8 p.m. Special 
meeting to hear reports of Representatives to Speciai Representative 
Meetings held on March 29 and 30. 


Meetings of Branches and Divisions 
Plymouth Division 

Professor Lambert Rogers gave a B.M.A. Lecture on " Sciatica C 
on March 11. He said that the last twenty years bad brought about 
great changes in our views of the cause and treatment of sciatica. 
He was not speaking of symptomatic sciatica due to malignant disease 
in the pelvis or elsewhere, but of the so-called idiopathic variety, 
of whose cause many and varied views had been held in the past. 
Seventeenth-century writers called it ‘ hip-gout,” and Shakespeare 
associated it with the hip. Other joints, such as the sncro-ihac, had 
been held responsible. Then the great sciatic nerve had .been 
described as reddened and swollen in sciatica, but, as Sir Charles 
Symonds had pointed out, no one had ever seen it in this slate. 
Wiedhoff in 1927 had demonstrated that anaesthetic blocking ol me 
sciatic nerve failed to relieve the pain but that sacral anaesthesia oia 
so, and that therefore the lesion was higher op. . . , 

They now knew that it was a root lesion that caused sciatica, ana 
any irritant lesion of the long roots tvhich'made up the nerve mign 
cause it. Instances had been cited of both extra- and mtra-tumu 
tumours causing sciatica, and also of a foreign body m the 
equina. The commonest cause, however, was a lesion ol nnipic 
vertebral disk. A history of injury could not always be ’ 

and disk degenerations and nuclear extrusions might be due to oi w 
factors such as dietetic deficiency (F. L. Golla), or a . 
displacement of the notochord, as had been suggested by uras 
Mooney, ft was necessary to exclude the presence ol tumours « 
massive disk herniations in cases of persistent sciatica, it mey "t 
excluded, conservative measures were indicated, and surgery snu 
be reserved for intractable cases which had failed to respond to 
measures. . _ ,, - » „A n 1 f 

A discussion followed. The chair was taken by Dr. H. G. L l _ 1 . u V' 
and a vote of thanks to the speaker was proposed by Mr. «• * • 
Vellacott and seconded by Dr. T. T. P. Murphy. 
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Those who are not well acquainted with the physiological 
problems of flying, particularly of long flights on a world- 
wide basis, doubtless find difficulty in assessing the fitness 
of certain individuals for air travel. To help the practi- 
tioner to advise on such cases as may be referred to him 
a tabulated statement has been prepared, based on experi- 
ence gained in commercial and Service aviation, especially 
in connexion with the transport of casualties during and 
since the war. 

In the first column of the accompanying Table the com- 
moner medical conditions on which an opinion is likely 
to be required regarding suitability for air travel are listed 
and arranged in alphabetical order for ease of reference. 
In the second column the limiting factors of the disease 
are given: any person whose condition falls below the 
standard set here should be advised against travelling by 
air, except possibly on short flights of about an hour’s 
duration at low altitudes under good flying conditions. 
Essential facilities to be provided and precautions to be 
taken by the passenger concerned during flight are indi- 
cated in the third column, and in the fourth column there 
is a note on the advisability of air travel for those suffering 
from each disease in question. 

The advice given in the Table is in general terms and 
is particularly applicable to flights of over four hours’ 
duration in public air transport flying at altitudes between 
5,000 and 9,000 ft. (1,524 and 2.743 m.) and for short times 
at 15,000 ft (4,572 m.) or above to circumvent a bad 
weather front or to avoid high ground. When the journey 
is by 'pressurized aircraft it can be assumed that the air 
condition of the cabin will be similar to that of an altitude 
of S.C00 ft. (2.43S m.l with respect to atmospheric pressure 
and oxygen content even if the aircraft is actually flying 
at 20.000 ft. (6,096 m.l. The proportion of passenger air- 
craft which are pressurized is steadily increasing, so that 
in a year or two most will be of this type. Certain cases 
which might be rejected for public air transport might be 
acceptable in an air ambulance or in a privately chartered 
aircraft where the patient’s condition would cause no 
offence to fellow passengers and the altitude and length 
of each stage of the flight could be arranged to suit the 
patient. 


Every case must be assessed on its merits, bearing in 
mind the following points: (1) the medical condition and 
psychological make-up of the patient ; (2) the effect of 
the patient’s disability on fellow passengers ; (3) the neces- 
sity or otherwise for a qualified attendant to travel with 
the patient ; and (4) the conditions of air travel — that is, 
(a) the type of aircraft, particularly whether it is pressur- 
ized or not ; (6) the length of the journey envisaged and 
the duration of the various stages, which may be as long 
as 10 hours when crossing the Atlantic ; (c) the expected 
weather conditions at the time of the year, and the aith 
tudes likely to be attained ; and (d) the availability of 
oxygen. 

Limiting Factors and Precautionary Measures 

Though modern air travel is very comfortable and accep- 
table to the vast majority of invalids, long flights may be 
fatiguing even to the robust 

Patients with anaemia, even of moderate degree, sutfei 
from anoxia at the altitudes usually flown by civil airlines, 
and they should have a blood transfusion to bring the 
haemoglobin above 50% (7 g. per 100 ml.) if an air 
passage is essential. Patients with acute leukaemia should 
not travel by air, as they readily suffer from anoxia, and 
haemorrhage is likely to occur with the lowered oxygen 
tension at altitude. If it is essential to transport such 
cases they should be given a blood transfusion to raise 
the haemoglobin level to S0%. Chronic types with 
pronounced splenomegaly experience respiratory distress 

Individuals who have cardiac and pulmonary lesions are 
apt to react badly to effects of low pressure, even at alti- 
tudes below 10,000 ft. (3.04S m.), particularly those who 
have had attacks of angina pectoris or coronary occlusion, 
as well as cardiac and renal asthmatics, chronic bronchitics, 
and those suffering from pulmonary tuberculosis, esceciallv 
refill cases. 

Patients with active tuberculosis should no; travel 
by air unless their sputum is 'free from tubercle 
bacilli and any cavity is controlled by collapse therapy, 
but not within a week of a refill. If the mediastinum is 
fixed, the lung must be at least three-quarters expanded. 
Pneumo-peritoneal 'refill cases should not have more than 

4605. 
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Medical Contraindications fo Air Travel — ( continued ) 


Condition 

Limiting Factors 

Essential Facilities j 

and Precautions m Flight 

Whether Advjsab T e to 

Travel by Air 

10 Pregnancj 

11. Respiratory Diseases 

Must not be beyond 8th month of preg- 
nancy Evidence or history of repeated 
or threatened abortion, eclampsia, or 
travel sickness 1 

Ensure that retention belt is ro-nd 
pelvis, not abdomen, at take off 
and landing Sit in backward- , 
facing sea', if available Oxygen 
must be available Hyoscme to 
prevent air sickness 

If medical certificate is satisfactory 
and weather conditions are favour- 
able for smooth fiigh’ at ahitudea 
Under 9 000 ft Oxygen avaiIab T e 
Pressurized aircraft aavuabl* 

0) Asthma 

Severe attacks. Cardiac or renal basis 

Maximum altitude 5 000 ft Oxy gen 
must be available Move about 
as little as possible 

Consider each case on its merits 

Cii) Emphysema and bronchitic 

1 Dyspnoea- Cardiac lesion Offensive 

Maximum altitude 5 000 ft- Oxygen 

'vonrallv reject Consider each cave 

conditions 

1 sputum 

must be available Move about 
as little as possible 

on its rnents 

(ui) Fibrosis of lungs 

Extensive 

Maximum altitude 5,000 ft Oxygen 
must be available Move about 
as little as possible 

No nr. ally reject If ev ventral, travel 

in a i '■craft pressurized at 5 000 f. 

(Is) Lobectorm and pneumoncc- 

Must be more than 3 months since opera- j 

Maximum altitude 5,000 ft Oxygen 

Normally reject If es r <r' , . 2 t . travel 

tomy 

(v) Pleurisy 

non Breathlessness on moderate exer- . 
tion 

must be available Move about 
as little as possible 

in aircraft pressurized a* 5 000 ft 

(a) Dry 

Pam and extent of lesion Fever 

Maximum altitude 5 000 ft Oxygen . 
must be available Move about 
as little as possible 

Normally reject. If es<— rial travel 
m aircraft pressurized at a l> "'0 ft 

<*' We* 

If one side of chest is more than half filled 
(Tap if necessary) 

Maximum altitude 5,000 ft Oxygen 
must be available Move about 
as little as possible Doctor or 
nurse m attendance 

Normally reject If essential, travel 
in aircraft pressurized at 5,000 ft 

(vi) Pneumonia 

Must be more than a month since recovery 

Maximum altitude 5,000 ft Oxvgen 
must be available Move about 
as little as possible 

Normally reject If essential travel 
in aircraft pressurized at 5,000 ft 

(vu) Pneumothorax (artificial) 

Refill mu>t have been done more than 7 days 
aco Degree of displacement If 

mediastinum is fixed, lung must be not 
less than three-quarters expanded Bi- 
lateral involvement 

Maximum altitude 5,000 ft Oxygen 
must be available Move about j 

as little as possible i 

Normally reject- If essential, trave* 
below 5 000 ft. 

(vrii ) Preumopentoocum 

fix) Tuberculosis 

ReniLs must not be mo-e than 2,000 ml at ! 
each site, and must have been done more , 
than 7 days ago 

Maximum altitude 5,000 ft. Oxygen ; 
; must be available Move about , 
as little as possible ; 

Normally reject. If essential, travel 
below 5.000 ft 

(a) Actnc 

Danger of haemoptysis and spread of 
infection 

Maximum altitude 5,000 ft Oxvgen . 
must be available Move about 
as little as possible J 

Reject unless spurum is free from 
tubercle ba.ilh. or any cavity a 
controlled bv collapse therapv 

<b) Healed 

As proved b> : (i) Recent examination of , 
sputum showing no evidence of tubercle j 
bacilli (u) A'-ray film of lungs (m) j 
Chmcal condition , 

Maximum altitude 8,500 ft Oxvgen 
must be available 

i Acceptable if flight below 8,500 ft. can 
j be gua'-anreed 

12 Tumours 

Depends on site and presence of metzstases 
and nature of complications 

As required by symptoms 

Depends on case 


Z.000 ml. of atr introduced into each site. Moreover, 
the altitude of the flight should never exceed 5,000 ft., and 
oxygen must be available for immediate use in all pul- 
monarv disease cases, whether tuberculous or otherwise. 
Lobectomy and pneumonectomy cases do not travel well 
by air. especially within three months of operation: nor- 
mally they should be rejected, the degree of breathlessness 
on exertion being a good guide 
Those suffering from angina pectoris must have the con- 
dition adequately controlled with trinitrate, and an electro- 
cardiogram should be done to exclude infarction: such 
cases can be accepted if the angina is provoked only by a 
brisk walk of half a mile. Cases with congenital heart lesion 
can be accepted for low-altitude flights if there is no veno- 
arterial shunt as evidenced by cyanosis, or if there is no 
heart-block or severe hypertension resulting from coarcta- 
tion of the aorta. Cases of high blood pressure are accept- 
able if the systolic pressure is not over 200 mm. Hg and 
the diastolic is less than 120, provided they ha\e flown 
before and there is no pulsus altemans, cardiac asthma, 
gross albuminuria, or cellular casts in the urine: those 
who ha\e not flown before may be upset by nervous 
tension. 

Diabetics in whom the le\el of the fasting blood sugar 
is higher than 250 mg. per 100 ml. should not travel for 
longdistance® by air or at altitudes greater than 8,500 ft. 
(2.590 m ). Acceptable cases should be fully stabilized and 
keep strictly to the clock in respect of insulin and meals. 

, They should not alter the time by their watch during the 
(light, but ir-form the chief steward of their hours of meals 
and their diet requirements, and have by them an adequate 
supply of sugar to take in the event of air-sickness. They 
can adjust their diabetic life to the change of time on 
arrisa! at their destination 


Elderly per sons traiei well at altitudes up to 10,000 ft.. 
provided they are free from organic disease: it is adw's- 
able, however, that oxygen should be available, and where 
possible they should joumev in a pressurized aircraft. In 
cases of doubt an electrocardiogram should be taken 
Obese persons should be •examined carefully to assess 
whether the fatty changes have affected the cardiovascular 
system, and advised accordingly 
Those with active ulcerative conditions of stomach or 
intestines should be warned against air travel owing to 
the danger of gaseous distension causing a haemorrhage 
or perforation. Cases of perforation or haemorrhage of 
the gastro-intestinal tract should not travel by air within 
two months of the occurrence, then only at an altitude 
not greater than 5,000 ft It is essential in public air 
transport that all passengers should be mobile enough to 
go to the lavatory, aided by an attendant if necessary 
Colostomy, urinary incontinence, and other odorous cases 
are obviously unacceptable in the confines of a public 
aircraft. When nephritis is present it is necessary to 
exclude severe anaemia, gross albuminuria, ascites, and 
hydrothorax before advising air travel. Infectious cases 
are rejected for obvious reasons. Those with cirrhosis of 
the liver should be rejected if there is evidence of congestive 
failure, haemorrhage, ascites, or hvdrothorax. 

Mental patients are not accepted normally, as their 
presence would worry the passengers and aircrew: when 
transported by air. they must be in a quiescent state 
vouched for bv a mental specialist, and be accompanied 
by a doctor or nurse with suitable sedatives. Flying at 
altitude may precipitate fits in epileptics, so that only mild 
cases are acceptable: it is important that they should not 
take alcohol. Paretic cases must have full control of their 
bowels and bladder, and be able to walk to the lavatory. 
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aided if necessary. Hyperthyroidism of moderate degree 
is not adversely affected by air travel unless there is fear 
of flying, in which case sedatives should be prescribed: 
those with auricular fibrillation should not fly. Would-be 
travellers suffering from acute inflammations of the upper 
respiratory tract, or of the middle ear, should not fly 
until after the condition has subsided, as the changes in 
atmospheric pressure may lead to spread of infection to 
the paranasal sinuses and the middle ear. Those with 
chronic blockage of the paranasal sinuses or Eustachian 
tubes are unable to adjust the air pressure in their, 
middle ears during descent, and should be advised not 
to fly. 

It is important that expectant mothers should undergo 
a medical examination and obtain advice before under- 
taking a journey by air, and that the doctor consulted 
should know the proposed flight plan, its expected dura- 
tion, and the altitudes likely to be attained. The diffi- 
culties of attending to a confinement or an abortion while 
in flight will be appreciated, so that the question of the 
date of expected delivery and the possibility of abortion 
must be carefully assessed. International airlines accept 
pregnancy cases up to the eighth month provided they are 
in good health and that oxygen is available, whether the 
aircraft is pressurized or not. It is important to be assured 
that reasonable weather conditions are forecast to avoid 
the danger of air-sickness or the need to use a retaining 
belt except at taking off and landing. Pregnancy cases 
should sit in backward-facing seats where these are avail- 
able, so that the retention belt need not be tight at taking 
off and landing. They should be instructed to place the 
belt as low dowD as possible on the abdomen — just above 
the groins. 

Children, infants, and babies travel well by air, but need 
oxygen at the same altitudes as do healthy adults. It is diffi- 
cult to instruct very young children and babies how to equal- 
ize the pressure on either side of the ear drums on descent 

om altitude, so mothers should be told to feed a baby 

ring descent and to give an older child a sweet to suck or 
■ Jme gum to chew to open the Eustachian orifice. If this 
is not done there will be pain in the ear and the child will 
cry: crying fortunately opens the orifice and relieves the 
condition. 

Prevention of Air-sickness 

Air-sickness is not a common occurrence in civil pas- 
senger flying, unless in “ bumpy ” weather. It is impor- 
tant, however, to take steps to prevent diabetics, expectant 
mothers, and those suffering from gastro-intestinal diseases 
(including post-operation cases) from being air-sick. The 
best preventive measure is to give hyoscine hydrobromide 
(1/100 gr. — 0.65 mg.)* by mouth about an hour before 
flight, and to repeat this two hours later if necessary: for 
children the dose should be 1/200 gr. (0.32 mg.). Patients 
should be so advised and informed that after the first stage 
of the journey they will probably become acclimatized to 
flying and will not need any more tablets, unless bumpy 
weather is encountered. These anti-air-sickness tablets 
can be obtained from flight stewards and stewardesses in 
aircraft. 

A number of factors predispose to air-sickness, such as 
fatigue, type of meal, noise, vibration, and culd. Advice 
should therefore be given regarding the need for sound 
rest the night before a flight, proper evacuation of the 
bowels, a light meal about an hour before taking off, and 
small light meals during the trip. In addition, those prone 

Dramnmine " (S-diarninoethyl benzohydryl ether 8-chlorotheo- 
phyllinaicl is claimed by the Army Medical Department of the U.S.A. 
to be more efficient than hyoscine. 


to travel sickness should wear suitable clothing so as to be 
warm but not overheated and should protect their ears 
against aircraft noise by means of moistened cotton-wool 
plugs as provided on board. If they feel sick during flight 
they should be advised to relax and lie back in their seats, 
looking upwards, so as to minimize stimulation of the 
sensory hairs of the utricles by the otoliths (see Diagram) 



Diagram to show position of otolith in the utricle in relation 
to vertical movements when the head is in various positions. 
Repeated vertical movements, whether accompanied or not by sway- 
ing, press the otolith on the sensitive nerve filaments in the floor ol 
the utricle, leading to excessive srimulation and probably to travel • 
sickness. 

Travel Regulations 

For international air travel the passenger has to carry 
certain inoculation certificates, depending on the destina- 
tion and the countries to be traversed. The would-bt 
traveller must have been vaccinated against smallpoa 
within one to three years, and, if the journey is to be 
through a yellow-fever zone, immunized against that dis- 
ease. Moreover, some countries still insist on inocula- 
tion against typhoid, typhus, plague, and cholera. Details 
of immunization requirements can always be obtained 
from the Medical Department, British Overseas Airways 
Corporation, Stratton House, Stratton Street, W.l (tel.: 
Mayfair 6611, extension 134): these are published periodi- 
cally in tabular form in the British Medical Journal under 
the heading “ Air Travel.” These requirements must be 
borne in mind when advising a patient regarding travel, 
as the immunizing procedure may have an adverse effeci 
on the patient’s condition. 

The doctor concerned should see that the patient has 
all drugs and appliances necessary for the journey, and 
that he or she fully understands any action necessary 
en route. To this end, instructions should be written 
clearly. Apprehensive individuals and those who sleep 
badly when travelling should be given a sedative, which 
also will help to ward off travel sickness. If desired, the 
drugs and appliances can be handed to the chief steward 
of the aircraft for custody and control of medication. Air 
stewards and stewardesses have had a .training in first aid 
and are normally in charge of the first-aid outfits. An) 
medical attendant or nurse required to accompany the 
patient must be provided by the passenger. 

In any case of doubt the medical practitioner is advised 
to consult the appropriate airline medical authority— 
B.O.A.C., Stratton House, Piccadilly, W.l (tel.: Mayfair 
6611); B.E.A., NorthoJt Airfield, Middlesex (tel.: Rmsl'P 
6061); B.S.A.A., Dr. J. C. Macgown, 21, Wimpole Street, 
W.l (tel.: Lansham 3243). To help the authority to make 
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decision the medical practitioner should provide a 
tement covering the following points: 

Name, age, address, and telephone number of invalid 


Diagnosis of condition 

Manifest symptoms 

Severity of disability (mild, severe)* - 

Whether infectious or non-infectious 

Where under treatment — if in a hospital or nursing-home. 


Nature of treatment 

Whether treatment effectively controls symptoms 

Whether treatment is necessary during the air journey 

Whether an attendant is necessary 

Whether patient can walk unaided.. 

Whether patient can travel in sitting position 

Any other points 


In my opinion is fit to travel by air 

from to 


Svg&wre <si 
Address and Tel. No. 


Clinical findings referred to in a Table as possible limiting factors, 
'uding die systolic and diastolic blood pressures, should be 
arded. 


THE PHYSIOLOGICAL BASIS OF 
VAGOTOMY 

BY 

A. DAVIS BEATTIE, F.R.C.S., F.I.C.S. 

Surgeon. Leicester General Hospital 

e surgical treatment of peptic ulcer has recently become 
matter of some controversy. The place held so long 
subtotal gastrectomy in the treatment of all types of 
;tro-duodenal ulceration is now being challenged by 
;otomy, and it is therefore of some importance that 
physiological principles underlying the newer procedure 
>utd be generally appreciated. 

Aetiology of Peptic Ulcer 

There is little fundamental difference between the factors 
manly responsible for gastro-duodenal ulceration and 
>se producing similar lesions elsewhere. Trauma is 
ibably the usual initiating factor ; though toxaemia, local- 
d vascular spasm, and even trophic neuritis may occa- 
nally play a part m its onset. When an acute ulcer 
ults from the action of one or more of these factors 
natural reparative processes of the body attempt to 
iduce healing, but their action is opposed both by the 
biological peristaltic activity and by the digestive nature 
the gastric secretion. Dragstedt (1942) has shown that 
se alone are not sufficient to delay physiological healing 
1 to lead to chronic ulceration in a normal individual. 
The stomach and duodenum are readily digested by pure 
itric secretion, particularly if the latter has a high acid 
Kent, but they are rarely exposed to such action in a 
rmal individual. The acid content of the stomach is 
atively low unless provoked by the presence of food, 
ich itself acts as a diluent, and it is still further lowered 
ring digestion by the periodic regurgitation of duodenal 
Kents. Moreover, all living tissues display a considerable 
istance to digestion, by the gastric juices owing to the 


protection afforded by their mucous surface secretions. It 
i« only when these protective mechanisms are overcome 
that a typical peptic ulcer develops in experimental animals. 

Past Attempts at Physiological Surgery 

Hyperacidity has long been recognized as the main factor 
responsible for the abnormal persistence of the ulcerative 
process and the consequent development of a chronic ulcer. 
From the introduction of gastro-enterostomy by Wolfler 
iri 1881, successive attempts have been made to deal sur- 
gically with this problem along physiological lines. None 
of them has proved entirely successful, however ; even the 
various modifications of subtotal gastrectomy, which have 
sP far formed the most certain approach, being not without 
certain drawbacks and a proportion of failures. 

The rationale of these operations is the resection of a 
sufficient area of the acid-secreting portion of the stomach 
tc> prevent subsequent hyperacidity, and, since this will 
obviously vary from individual to individual, their success 
depends on striking a correct balance in each case. To 
leave too much stomach will obviously defeat the 
Whole object of the procedure, whilst the removal of too 
much may lead to possible anaemia and the development 
of “ small stomach ” symptoms afterwards. The latter 
afe, in fact, responsible for the majority of poor results 
fallowing modem techniques, as the tendency is towards 
over-removal of gastric mucosa in an attempt to prevent 
subsequent ulcer recurrence. Recent figures show that a 
surprisingly high percentage of patients who have had 
apparently successful gastric resections are unfitted for full 
economic life afterwards by the intermittent gastro-intestinal 
upsets which follow and the impossibility of returning to 
normal dietetic existence. 

Gastrectomy has other disadvantages also. The opera- 
tive mortality, though surprisingly low in expert hands, 
is necessarily higher in the older age groups — the very 
patients in whom the complications of ulcer have themselves 
such a high death rate. Moreover, it is a mutilating opera- 
tion and, while a physiological proceeding so far as the 
ulcer problem is concerned, leaves an unpbysiological and 
deformed upper digestive tract in its wake. 

The Ulcer Diathesis 

The relative failure of all past surgical attempts to deal 
really successfully with peptic ulcer has recently resulted 
in careful reconsideration of the problem of the ulcer 
diathesis and its underlying factors. 

It has long been recognized that a true ulcer diathesis 
does exist The typical ulcer patient belongs to Goldthwait's 
(1915) asthenic type. He is a thin, lanky, narrow-chested 
individual with a “ lean and hungry look "—driving, ambi- 
tious, emotional, and tense. The psychic make-up accom- 
panying these physical characteristics often determines the 
choice of occupation, with the result that certain professions 
and trades — such as engineering, law, and surgery — are 
particularly ulcer-prone. There "are, however, quite a 
number of ulcer patients who do not fall into this main 
group. These individuals belong more to the sthenic type. 
They may exhibit a most deceptive external calm and seem 
to keep their nervous stress hidden well beneath the surface. 
It is interesting, as Moore (1946) points out, that this type 
of individual tends to suffer from ulcers which bleed rather 
than from typical ulcer pain. 

To whichever group the ulcer patient belongs, however, 
he shows the same reaction towards his environment 
Most intelligent patients can correlate definite exacerbations 
of their symptoms with such events as prolonged nervous 
stress, fatigue, overwork, or irregular meal hours. Sex 
also seems to play a contributory’ part in ulcer development- 
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The relative incidence in males is rising steadily in response 
to the greater stress of modern life, which normally affects 
men more than women. In a series of 9,000 necropsies 
performed on chronic ulcer cases up to 1923, Stewart (1923) 
found chronic ulcer to be twice as frequent in males, and 
approximately the same sex-incidence ratio was present in 
4,000 necropsies disclosing acute ulcer ; whereas the admis- 
sion rate to E.M.S. hospitals of ulcer cases for operation 
in the period 1942-3 shows a 10 : 1 male preponderance in 
the 15-35 age group and a 4.6 : 1 ratio in patients over 
that age. 

It appears that the ulcer diathesis is rather the result 
of nervous stress on a particular psychosomatic type than 
a mere accident of physical build. This is further supported 
by the evidence of Simnitzky (1926, 1927) and Fokin (1925), 
who showed the presence of parasympathetic hyperactivity 
in a high percentage of peptic ulcer cases. 

Results of Recent Research 

A considerable amount of recent research has therefore 
been directed to the investigation of the mechanism through 
which this vagotonia modifies normal gastric secretion. 

A. Influence of the Vascular Supply 

Little work appears to have been done on the relationship 
between vascular supply and gastric secretion, but it s 
reasonable to suppose, as Le Veen (1948) points out, that 
it is similar to that of other glandular structures which 
have been more carefully investigated, such as the salivary 
glands and the kidney. 

It has been shown in fully denervated experimental pre- 
parations of these organs that their secretion is directly 
proportional to the volume of blood flow ; and it is known 
from work on the voluntary muscles and heart that muscle 
contraction is similarly dependent on its vascular supply. 
Since gastric secretion is undoubtedly increased by hyper- 
peristalsis, vasodilatation of the stomach vessels may there- 
fore influence it by both these mechanisms. 

B. Chemical Factors 

It was first shown by Komarov G945) that when extracts 
the pyloric antrum and the first part of the duodenum 

e injected into the blood gastric secretion results. This 
secretion, which is identical with the juice of the chemical 
phase of gastric digestion, differs from that of the nervous 
phase by its high acid content and relative deficiency in 
pepsin. It is unaffected by atropine, and must therefore 
result from a purely chemical stimulus to the gastric glands. 
The extract responsible for this response does not contain 
histamine, and its causal component appears to be a poly- 
peptide known as “ gastrin.” There seems little doubt 
that this is in fact the normal mechanism by which the 
chemical phase of gastric secretion is produced, and that 
the latter is the result of the action of the absorbed products 
of the early nervous phase of digestion on the glands of the 
pyloric antrum. 

Contributory evidence of the purely chemical action of 
this mechanism and of its lack of dependence on any 
neurogenic stimulus is provided by the results of antrectomy. 
This operation, in which the mucosa of the pyloric antrum 
and first part of the duodenum is resected without any 
other surgical procedure, results in profound modification 
of the secondary phase of the gastric secretion ; whereas 
complete gastric neurectomy affects the latter only relatively 
slightly. 

C. Influence of the Nerve Supply 

The detailed work of Swann (1834), Kollmann (1860), 
McCrea (1924), and Mitchell (1940) on the anatomy of the 
vagus nerves has not yet found its way into the standard 
textbooks on anatomy. They form an intricate plexus on 
the thoracic oesophagus from lung roots ‘o diaphragm, and 


re-form into their main abdominal trunks only at the lal 
level. They constitute the parasympathetic supply of 
stomach, small intestine, and caecum, and give branc 
to the liver, spleen, and pancreas. As in the case of 
sympathetic, they act on the bowel by modifying the ti 
of the two intestinal plexuses, which are primarily resp 
sible for both movements and secretion. 

The actual mechanism by which these plexuses opei 
is still imperfectly understood, but the work of Tyrrell-G 
(1936) provides the most plausible explanation. He suggi 
that the primary movement of the bowel is a small rec 
rent rhythmical wave of contraction initiated by 
ganglionated cells of the plexuses. The presence of a f< 
bolus simultaneously stimulates Auerbach’s plexus, pro 
cing a deep peristaltic contraction behind it, and £ 
Meissner’s plexus, resulting in a preceding wave of rela 
tion. Recent work on the “peristaltic gradient” of 
intestine supports this hypothesis. 

Modern research has added considerably to the km 
ledge of the function of the gastric nerve supplies. It 1 
first suggested by Carlson (1913) and confirmed by McC 
that gastric peristalsis is governed entirely by the va< 
acting through the local plexuses, and that the mu; 
“ tonus,” upon which the peristaltic movements are suj 
imposed, is separately controlled by the sympathe 
McSwiney (1931) has shown that the sympathetic ner 
carry both stimulator and inhibitor fibres, and McCri 
work indicates that the former are concerned with 
maintenance of gastric tone and the latter with peristal 
The sympathetic is therefore not a true antagonist of 
vagus, as is so often taught. The sympathetic supply 
the stomach, as elsewhere in the body, controls the vasci 
tone, and it also forms the pathway for sensory impul 
Moore et al. (1946) have shown that painful stimuli can 
produced by the inflation of an intragastric balloon a 
complete abdominal vagotomy. Latarjet’s work pro' 
that the pain of gastric crises, unaffected by vagotoi 
ceases after complete gastric sympathectomy (Latar 
1922; Latarjet and Wertheimer, 1923). Grimson el 
(1947) have demonstrated that the vagus does not ca 
sensory tracts, and Dragstedt (1947) has shown that rec 
rence of ulcer pain can be reproduced after complete va 
tomy by the ingestion of sufficient quantities of str< 
hydrochloric acid. This work is in keeping with that 
Bentley and Smithwick (1940), who showed that many 
the afferent pathways from the duodenum, gall-blade 
and biliary tract are via the sympathetic supply of th 
organs. 

It therefore seems probable that the sympathetic sup 
of the stomach and duodenum plays little part in the ae' 
logy of peptic ulcer, apart from any secondary action si 
as that which may be produced by the local anaemia res' 
ing from an abnormally high sympathetic tone. The va 
supply, on the other hand, is known to be directly c 
cemed with gastric secretion, in addition to any indii 
effect on this which it may produce through its action 
peristalsis. The psychic secretion which precedes the inc 
tion of food is due to vagal stimulation of ? the gasi 
glands. The same reflex occurs within 10 to 15 mini 
of “ sham feeding,” apart from any psychological stimi 
tion, and is probably the result of a vagal reflex fr 
deglutition and mastication. The gastric secretion wh 
results from this psychic or neurogenic stimulation is r 
in both pepsin and hydrochloric acid, and- persists for so 
time independently of the succeeding chemical phase. 

Cushing (1932) showed the existence of a nerve pathv 
between' the cerebral cortex and the upper gastro-intesti 
region. From combined clinical and pathological evidei 
he showed that a definite nerve tract connected the va 
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centres with the cortex, and that irritative lesions along 
this tract resulted in ulceration of the stomach and 
duodenum. He demonstrated, further, that this was due 
to hyperactivity of the vagal centres and that the same 
result was produced by the action of psychic stimuli on 
the area of cerebral cortex at which this tract began. His 
important work, the full implications of which have only 
recently been realized, confirmed the investigations of pre- 
vious workers on experimental dogs. Stahnke (1924) bad 
already produced typical peptic ulcers in these animals 
as the result of the increased neurogenic gastric secretion 
following vagal stimulation. Hartzell (1929) bad shown 
that complete vagal section resulted in permanent reduc- 
tion of the gastric acidity, though this effect was only tran- 
sient if section was incomplete; and Beaver and Mann 
(1931) had completed this chain of evidence by demon- 
strating that the only dogs to escape peptic ulceration after 
a Mann~\Villiam$on (1923) physiological gastro-enterostomy 
were those in which complete vagotomy had also been 
performed. 

The neurogenic secretion of gastric juice is not entirely 
limited to psychic stimulation, although Pavlov’s (1910) 
original views to this effect are still regrettably present in 
many textbooks. Carlson (1923) showed, after intensive 
animal and clinical experiment, that there is normally a 
small continuous secretion of gastric juice even in pro- 
longed fasting, and that this secretion is of the same type 
as that of the psychic phase of normal digestion though 
less in degree. Dragstedt and Schafer (1945) showed that 
this secretion was present to an excessive extent in the 
typical ulcer patient even during sleep, and that it was 
accentuated in emotional states and nervous stress. Wolf 
and Wolff (1942), studying a man with a permanent gastric 
fistula and complete traumatic oesophageal occlusion, have 
shown that the excessive acid secretion resulting from 
emotional conflict produces typical ulcer symptoms asso- 
ciated with definite changes in the gastric mucosa. When 
such physiological stimuli were prolonged the consequent 
hyperchlorhydria resulted in intense mucosal hyperaemia, 
with the development of small petechial haemorrhages, and 
the affected mucosa showed an increased tendency to 
macroscopic erosions through quite trivial trauma. If 
these erosions were then exposed to free hydrochloric acid 
small acute peptic ulcers rapidiy developeci. 

1 The Development of Vagotomy 

: An analysis of ail this evidence suggested that the most 
rational physiological approach to the problem was to be 
' found in vagotomy, and a number of attempts had been 
; made along these lines before Dragstedt and Owens's first 
> reported successes. Most of these had been made through 
■' an abdominal approach and were reviewed by Hartzell 
‘ (1929). The first transthoracic approach was made by 
■ Pieri and Tanferna (1930), but their cases were not uni- 
' formly successful, and it was left to Dragstedt and Owens 
' (1943) to elaborate a suitable technique. A year later 
: Dragstedt (persona! communication) was also the first to 
-'evofve the modem abdominal approach, which he after- 
; wards described in detail. Since then a voluminous litera- 
r ture from many sources has grown up on the technique 
and after-results of vagotomy, and a great deal of detailed 
f research has been made into the physiological end-results 
■'of this operation. Nearly 1,500 successful cases have now 
'been reported from the U.S.A., Scandinavia, and Britain 
alone, so that the operation can no longer be considered 
-ian experimental method of treatment 
< The majority of surgeons employing vagotomy confine 
frits use to the treatment of uncomplicated duodenal ulcer 
tin the younger age groups, and of recurrent ulceration 


following more radical procedures. But there is a strong 
case for carrying it out as a routine, as a concurrent pro- 
cedure, whenever gastrectomy or gastro-enterostomy is 
performed for peptic ulceration ; and I believe that it may 
also have a place as the sole treatment of some types of 
gastric ulcer. There is a justifiable tendency to avoid 
vagotomy in gastric ulcer through fear of later malignant 
change or of missing early carcinomata. But this does not 
apply in the same degree to small subacute lesions of the 
lesser curvature which fail to respond rapidly to energetic 
medical treatment, or to the high cardiac ulcers which are 
otherwise so difficult to deal with surgically. My own 
series of more than 160 vagotomies includes a number of 
successful operations in this type of case. 

Apart from the effects on the stomach and duodenum, 
which are described below, division of the vagus nerves 
appears to produce few physiological sequelae in the other 
abdominal viscera. It has been shown by several investiga- 
tors, including Ivy (1934), that vagotomy is followed by 
a slightly decreased secretion of bile and pancreatic juice ; 
Pfeiffer el al. (1940) have described a temporary post- 
operative drop in blood calcium similar to that found to 
occur in experimental dogs ; and the occasional occurrence 
of the “dumping syndrome" after operation suggests that 
(here may also be some temporary’ alteration in the amount 
of insulin secreted. But all these are minor effects, and 
the absence of any more definite sequelae is in accordance 
with the clinical results following high subtotal gastrectomy 
and lower oesophagectomy, in which a concurrent com- 
plete abdominal vagotomy is almost always unwittingly 
carried out. 

Clinical Results of Vagotomy 

The most dramatic effect of vagotomy is the immediate 
relief of all pain and other ulcer symptoms, together with 
a rapid increase in weight. The psychologies) reaction of 
the patients after operation is highly satisfactory, 2 nd the 
majority of them are enabled to return to full economic 
life within six weeks. 

There has been no proved case of ulcer recurrence fol- 
lowing a complete neurectomy, as checked by insulin test 
meal. This test, first described by Hollander (1944), 
depends on the f3ct that the hunger pains consequent on 
hypoglycaemia are associated with excessive gastric secre- 
tion. This was originally demonstrated by Kobolrn (1930) ; 
and Okada et al. (1929) and La Barre and de Cespedcs 
(1931) showed that the hypersecretion is dependent on the 
integrity of the vagal pathway. The arid response of the 
stomach is very great where this pathway is norma), but 
it is abolished after complete vagotomy. As might be 
expected, another effect of vagotomy is to lower both the 
total volume and the acidity of the gastric secretion. 
Thornton et al. (1946) and Gnmson et al. (1946) have 
both drawn attention to these changes in the night fasting 
juice, which are similar to those previously described by 
Hartzell in the fractional test meal. I have shown that 
the free hydrochloric acid secreted during a fractional meal 
test is reduced to one-third of the pre-operative quantity, 
but that the general character of the curve remains other- 
wise unaltered (Beattie, 194S). This drop in aridity is 
undoubtedly the main factor responsible for the disappear- 
ance of the previous ulcer diathesis after vagotomy. 

As the result of the immediate paralysis of the stomach 
and small intestine, which only gradually recover their 
tone and power of movement, certain unpleasant reten- 
tion symptoms occur. Almost complete gastric paralysis 
persists for two to three days and peristalsis then gradu- 
ally returns, though it probably never reaches the same 
frequency and amplitude as previously. Moore et al. (1946) 
and Grimson et al. (1947) have investigated this subject 
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by means of repeated radiological examinations &nd 
pressure-recording intra-intestinal balloons. The latter 
workers have shown that there also is a gradual increase 
in muscle tone, which may reach two or three times its pre- 
operative strength within three years. Despite this, how- 
ever, some degree of gastric dilatation often occurs — the 
probable result of pylorospasm from the unopposed action 
of the sympathetic nerve supply at the pylorus. This has 
been checked radiofogically by Moore ci al. (1946) and 
by Lawson (personal communication), and it has been 
shown by Grimson el al. (1947) that similar minor altera- 
tions in muscle tone and movement also occur in the 
duodenum and jejunum. 

In addition to the immediate gastric paralysis there is 
nearly always some degree of temporary dysphagia follow- 
ing operation. This is the result of cardiospasm secondary 
to the trauma inflicted on the lower oesophagus and to 
interference with its nerve supply. It always passes off 
spontaneously within a few weeks, but while it exists it 
increases the tendency to gastric distension already present 
by the aerophagy which it encourages. 

These retention phenomena, which present themselves 
clinically as occasional attacks of flatulence associated with 
eructation of foul gas towards evening or in the early 
hours of the morning, may be accompanied by mild regur- 
gitant vomiting and followed by transient diarrhoea. In 
the majority of cases they are relatively mild and are 
regarded by the patient as of only minor importance, but 
they may be more severe and last for many months. They 
tend to subside eventually as the stomach recovers its 
tone and perjstalsis, but may be so persistent that further, 
operation becomes necessary. Dragstedt (personal com- 
munication) has pointed out that even in the milder cases 
there is a tendency for similar attacks of the same character 
to occur throughout the subsequent lifetime of these indi- 
viduals. Such attacks occur during the same emotional 
crisis and nervous stress as would previously have pro- 
duced ulcer exacerbations, and are probably -due to the 
unopposed action of the sympathetic system in the new 
gastro-intesfinal response to the nervous impulses con- 
sequent on psychic stimuli. 

Recent work on certain choline derivatives has produced 
drugs which have a relatively selective action on the gastro- 
intestinal part of the parasympathetic system, and I have 
found the administration of these to be of value in reducing 
the severity of the retention symptoms in some cases. 
Unfortunately they do not yet appear to be equally effec- 
tive in all instances, though it seems probable that further 
research in this direction may eventually prove more 
successful. 

Conclusion 

There seems little doubt that the final solution to the 
ulcer problem lies along medical lines. It should not be 
beyond the limits of future possibility for suitable drugs 
to be developed to control the vagotonia which is the 
underlying cause of the ulcer diathesis. 

Till then, however, the failure of medical treatment in 
a certain proportion of cases will continue to result in 
chronic ulceration, which can be dealt with successfully 
only by surgical means. There is little doubt that vagotomy 
will ultimately come to be accepted as the routine surgical 
treatment for chronic duodenal ulcer and for the com- 
plications of anastomotic and jejunal ulcer after gastrec- 
tomy or gastro-enlcrdstomy. It may even find a place in 
the treatment of some varieties of chronic gastric ulcer. 
It has a much lower operative mortality and post-operative 
recurrence rate than the more radical procedure of gastrec- 
tomy, and gives a higher proportion of Cull economic suc- 
cesses. But it is still relatively in its infancy, despite the 


six-year post-operative records of the earlier cases that 
are novv available ; and it requires further technical develop- 
ment to eliminate its occasionally severe retention sequelae 
before It can be regarded with complete confidence. 
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NOTES ON EXPERIMENTS 
ILLUSTRATING NORMAL TEMPERATURt 
REGULATION IN YOUNG MEN 

BY 

SAMSON WRIGHT, M.D., F.R.C.P. 

John Astor Professor of Physiology, Department of Physiology 
Middlesex Hospital Medical School 

It has been the custom for some years in the departmen 
of physiology for our students to carry out a series o 
experiments which illustrate some of the more importan 
facts about body temperature and its regulation in man 
The experiments are conveniently performed during thi 
vacation in the student’s own home, as they require nc 
special apparatus but do need a good deal of time am 
access to a bathroom. In this paper brief .particulars ari 
given of these experiments for the benefit of teachers wh< 
might care to use them. Some illustrative results are alsc 
shown graphically ; most readers may find these graph 
more instructive than a statistical analysis of the results 
All the observations on which this report is based wen 
carried out on healthy young men during the summe 
vacation ; the readings are given in °F. I am great!) 
indebted to the students whose results I have used. 

Temperature 5n the Mouth, Groin, and Axiiia 

The subject, using a so-called “ half-minute ” thermo 
meter, is instructed to read the temperature at half-minub 
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interval:- at these sites until a steady maximum reading is 
obtained : this maximum is an approximate measurement of 
blood temperature. Two illustrative sets of curves are given 
m Fig. 1 They show that in the mouth the steady maxi- 


(i) Fig. 2 a shows that after one cup of hot tea the mouth 
temperature may rise rapidly to 101.4° F. (3835° C.), and 
after two cups to 102.6° F. (393° C.). It then falls to 
control level in five minutes after one cup and in about 



I 'i 1 —Time taken lo get a constant temperature reading in mouth, 
groin, and axilla. 

mum is attained after some three or four minutes, while 
in the groin and axilla a longer time is necessary — up to 
five or even seven minutes. The curves also show the 
well-known fact that generally the maximal temperature in 
the axilla is lower by 1 ° F (0.55° C.) or more than that in 
the mouth ; the maxima! temperature in the groin approxi- 
mates more closely to that in the mouth. 

It is perhaps unfortunate that the clinical thermometers 
in common use have inscribed on them “ half-minute " or 
“ two minutes.” The person using the thermometer is thus 
misled into believing that when it is kept in the mouth or 
elsewhere for the specified time it records accurately the 
'body (i.e., the blood) temperature. The figures on the 
thermometer do accuratelv indicate its physical properties 
under specified test conditions outside the body ; thus the 
figures give the time that it takes the thermometer to record 
accurately the temperature in a thermostatically controlled 
bath of water. But when the thermometer is used clini- 
cally under very different physical conditions we must allow 
enough time to elapse to permit the thermometer in the 
mouth, groin, or axilla to attain temperature equilibrium 
with the blood ; the curves in Fig. 1 show that the thermo- 
meter must be kept in position for three minutes or longer 
to achieve this end. 

I venture to suggest that clinical thermometers should be 
relabelled as “ rapid ” and “ slow ” to indicate their relative 
physical sensitivity, and that the thermometer should be 
inscribed with an instruction that it should be kept in the 
mouth for not less than three minutes or until a constant 
temperature reading is obtained. I fully appreciate that if 
such instructions were faithfully followed it would take 
one nurse equipped with one clinical thermometer nearly 
one hour to record the temperature of ten patients ; but 
this difficulty could be overcome by using several clinical 
thermometers simultaneously or, as suggested by a corre- 
spondent in the Lancet, by recording the temperature only 
of those patients in whom temperature disorders are known 
to be present or are suspected. It is obviously undesirable 
for the nursing staff to spend a good deal of time carelessly 
taking many inaccurate readings. The same remarks apply 
to temperature-recording in a busy surgery or during the 
rush of home visits. 

Effect of (i) Hot and (ii) Cold drinks on Mouth 
Temperature 

(i) The subject is told to drink one cup of hot tea, 
and in a second experiment two cups, at a temperature 
i of 140-150° F. (60-65.5° C.). (ii) The subject is told to 
drink 1 litre of ice-cold water. In each case the mouth 
temperature is read at half-minute intervals until it returns 
to the control level ; in these experiments the “ half- 
minute ” thermometer used is initially recording changes 
in the temperature of the mucous membrane of the mouth 
and not changes in blood temperature. 



eight minutes after two cups of hot tea. A hot drink may 
thus sometimes be the cause of an unexplained clinical 
” pyrexia.” 

(ii) Fig. 26 shows the effects of drinking the cold water 
as quickly as possible, and Fig. 2c of drinking it over a 
period of 12 minutes. The mouth temperature may fall 



Fig. 2b . — Effect of a cold drink on mouth temperature. 



Fig. 2c. — Effect of a cold drink on mouth temperature. 

from 97.8 to 95° F. (36.55 to 35 c C.) or less ; it remains 
round about this low level for 8 to 20 minutes and slowly 
recovers as the oral mucosa is wanned up again by the 
circulating blood. 

Dinmal Variation 

The subject is asked to record his mouth temperature 
every hour throughout the day and night for 72 hours, 
taking the precautions called for from the preceding 
observations. In quite a number of cases the instructions 
were followed literally. The only way to get regular night 
readings is to have at the bedside an alarm clock suitably 
set to wake the subject up each successive hour. The value 
of the temperature readings is considerably enhanced if a 
careful note is made at the time of what the subject is 
doing, with special reference to work, food, sleep, room 
temperature, heart rate, and respiration. Illustrative records 
are set out in Figs. 3 a, 36, and 3c. 



AM PM AM. PU AM PM 

Fig. 3a. — Diurnal variation o( body temperature. 
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12 3 6 9 12 3 6 9 12 
AM PM. 


FlO. 


36. — Diurnal variation of body temperature in relation to 
temperature and bodily activities. 



The question may be fairly asked: Why 
have a mark on clinical thermometers opposite 
98.4° F. (36.9° C.) ? In one person such a 
temperature at any time of the day may 
represent pyrexia ; in another the maximum 
normal temperature may be almost 1 ° F. higher. 
A mark of this sort probably misleads the pub- 
lic into supposing that a temperature reading 
over 98.4° F. at any time represents pyrexia ; 
in time even the doctor may begin to believe 
that too. It might be better to have no mark 
on the thermometer at all and rely on suitable 
instructions being given to the public. It might 
be explained that a temperature over 99.5° F. 
(37.5° C.), taken with the precautions previously 
explained, probably represents pyrexia ; but )1 
should also be made clear that ideally one 
should be familiar with a person’s temperature 
range in health, because in people with a lowei 
temperature range an apparently “ normal ” temperature 
reading may represent pyrexia. 

Effect of a Hot Bath on Temperature, Respiration, and 
Heart Rate 

The subject gets into a hot bath and stays in it for aboul 
five or six minutes ; observations are made while in the 
bath and after getting out of the bath until the control 


3 6 S 12 
AM 

external 


P.M. A.M. P.M. .AM. P.M. A.M 

Fig. 3c. — Diurnal variation of body temperature and heart rate. 

Such experiments are of great value in teaching the 
student the extent of the range of the normal, in himself 
and his friends, of several so-called “ physiological con- 
stants.” The student also learns to appreciate the funda- 
mental difference between an average value and a normal 
range, a distinction which is of the utmost importance in 
many branches of physiology and medicine. The examples 
of diurnal variation here illustrated show in Fig. 3a a range 
between 99.2 and 96.2° F. (37.3 and 35.7° C.), in Fig. 3b 
between 99.2 and 96.5° F. (37.3 and 35.85° C.), and Fig. 3c 
between nearly 98 and 95° F. (36.7 and 35° C.). A daily 
fluctuation of 3° F. (1.66° C.) may thus occur in any one 
normal person. The possible extent of the “ tolerated ” 
daily fluctuation is not fully appreciated, because it is very 
unusual to take records steadily during the night, and it 
is commonly at the inconvenient hours of 2 to 6 a.m. that 
the minimum temperatures are generally observed. 

Fig. 3c shows a beautiful correlation between mouth 
temperature and heart rate, incidentally confirming the 
well-known clinical dictum that the heart rate varies by 
10 beats per minute for every 1° F. change in body 
temperature. The curves also illustrate the wide range of 
the heart rate in a normal person even at rest ; the range 
at rest in this instance is from a so-called “ bradycardia ” 
(pulse rate of 60) to a “ slight tachycardia ” (pulse rate of 
90), according to the time of day and the associated body 
temperature. 

Fig. 3 b shows that the diurnal variation is fundamentally 
related to the rhythm of sleeping and waking. The tempera- 
ture falls progressively during the earlier hours of sleep, 
but begins to rise once more in the later hours. In this 
example there seemed to be a considerable relationship 
between the variations of external temperature and those 
of body temperature. 



Fio. 4. — Effect of a hot bath on body temperature, respiration, and 
heart rate. 

levels are reached. Fig. 4 shows that in a bath at 110° F 
(43.3° G.) the mouth temperature may rise from aboul 
97.8° F. (36.55° C.) to over 100.3° F. (37.95° C.) ; the hearl 
rate may increase from 75 to 115 and the respiration rate 
from 12 to 28 per minute. Mouth temperature may subse- 
quently take some 30 minutes to return to normal 
though respiration and heart rate recover rather mots 
rapidly. 

This experiment shows clearly the limitations of norma 
temperature regulation, and how it can break down quick!} 
under conditions of stress. In a bath at 110° F. (43.3° C. 
heat is being taken up by the immersed part of the body 
and heat loss depends mainly on evaporation of sweat froa 
the exposed part of the body. As the atmosphere in the 
bathroom is very humid, evaporation of sweat is probabl; 
minimal. Body temperature is therefore raised by tto 
heat released by the metabolism as well as by the hen 
taken up from the surrounding medium. This experimen 
is of clinical interest in showing that the body and moutl 
temperature may be raised for a considerable time after t 
hot bath. 
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Effect of Exercise 

The subject is asked to take a sharp walk for about 

15 minutes. 
Fig. 5 shows 
that the tem- 
perature may 
rise as a re- 
sult by over 
1° F., recover- 
ing slightly in 
the next half- 
hour. The 
exercise was 
only moder- 
ately severe as 
judged by the 
rise in pulse 
rate from 60 to 125. Severe exercise in a hot, humid climate 
may produce pronounced pyrexia. 



130 ^ 

110 5 ; 

& 
90 ^ 

K. 

70 1 
5 


Fig. 5. — Effect of exercise on body .temperature 
and heart rate. 



Effect of (i) Standing Naked in Front of a Window for 
26 Mtaaics aad (a) a Cold Ba(h 
(i) These experiments were all conducted in the summer, 
when the external temperature was of the order of 60° F. 
(15.5° C.). Fig. 6n shows a number of results Usually 

the fall of 

body tem- 
perature dur- 
ing the 20 

mins, is quite 
small owing 
to compensa- 
tory mech- 

anisms coming 
into action — 
e.g., from 98.4 
to 98.2° F. 

(36.9 to 36.8° 
C.) or from 98 to 

97.2° F. (36.7 to 

36.2° C.) — some- 

times compensation 
is less complete and 
the temperature falls 
to a greater extent— 
e.g., from 98 to 

96.5° F. (36.7 to 

35.85° C.). Fig. 6 a also shows that sometimes, during the 
period of exposure to cold, body temperature may rise by 
nearly 1° F., presumably because of an overswing of the 
compensatory mechanisms. 

Fig. 6b shows the modest temperature-lowering effect of 
a cold bath at 56° F. (13.3° C.). 


Fig. 6a . — Effect on body temperature of 
standing naked in front of an open window 
for 20 minutes. 



Fig. 6b . — Effect on body temperature of 
a cold bath at 56” F. (13.3” C.). 


Summary 

Simple experiments are described which illustrate the more 
important facts about normal temperature and its regulation 
in man. 

AttenUon is drawn to the undesirability of having a mark 
on clinical thermometers opposite the 98.4” F. (36.9’ C.) level, 
and of inscribing clinical thermometers with the words “ half- 
minute ” or “ two minutes." 


The Nursery' School Association has started a new quarterly maga- 
zine called Young Children with the purpose of fostering a fuller 
understanding of children. The first number includes some of the 
evidence given by the late Dr. Susan Isaacs before the Curtis Com- 
mittee. The price of the magazine is Is. 6d. ; it is obtainable from 
the Association at 1, Park Crescent, Portland Place, London, W.l. 


USE OF DIPARCOL IN PARKINSONISM 

BY 

R. S. DUFF, M.B., F.R.F.P.S., M.R.C.P. 

Late Medical Registrar, Southern General Hospital, Glasgow 

A synthetic drug, “ diparcol ” (diethylaminoethyl-N-thio- 
diphenylamine hydrochloride), was found useful in the 
treatment of all forms of Parkinsonism by Sigwald et al. 
(1947) and by Bovet et al. (1947) in France. A limited 
supply was made available at this hospital by the courtesy 
of the manufacturers, May and Baker, Ltd., and a clinical 
trial of the drug was carried out in eight cases of post- 
encephalitic chronic Parkinsonism of varying degrees of 
severity. A ninth case, of malignant hypertension with 
the Parkinsonian syndrome, was given the drug for a short 
time before death ; its effect, if any, could not be assessed, 
and the case was excluded from the series. 

It is notoriously difficult to provide satisfactory criteria 
of change in the state of patients suffering from chronic 
disorders of locomotion. Evaluation of treatment therefore 
depends to a large extent upon the subjective opinions of 
the physician and of the patients and those around him, 
but it is advantageous to base opinions so far as is pos- 
sible upon objective measurements. Carmichael and Green 
(1928) devised an apparatus to measure rigidity in resting 
limbs, and used the ergograph to record the performance 
of simple repetitive motions rather than of individual move- 
ments ; but in the present study an attempt was made to 
consider each patient in terms of the following ten modal 
activities, which together involve automatic, impulsive, and 
deliberate movements of different degrees of complexity: 

(1) turning in bed, rising from and returning to bed ; 

(2) dressing and undressing ; (3) performance of the 
toilet, especially shaving in men ; (4) eating ; (5) walk- 
ing ; (6) turning around corners ; (7) climbing stairs ; 
(S) speaking ; (9) writing ; and (10) movements of facial 
expression as reflecting mood and interest. 

The procedure was to observe each patient over a period 
of two to three months while they were receiving adequate 
dosage of the customary drugs (stramonium, hyoscine, 
belladonna) in such combination as produced the maxi- 
mum benefit In each patient the state of the ten modal 
activities varied, but an attempt was made to assess the 
efficiency of each according to the following scale: 

0 = No activity on account of contractures or rigidity 

1 = Activity grossly restricted or completely ineffective 

2 = Moderate restriction, especially by rigidity 

3 = Moderate restriction, especially by tremor 

4 = Activity approaching normal, but slow and clumsy 

5 = Activity practically normal, or at least effective 

Throughout the test any lasting changes in the tremor 
or hypersalivation were recorded, but it was felt that little 
was to be gained from the observance of minute changes, 
especially in tremor, which so noticeably varies from hour 
to hour with the attitude and mood of the patient In view 
of the failure of several authorities (Neal et al„ 1942) to 
find regular amelioration of oculogyric crises by treatment 
otherwise effective, a particular note was taken of the 
incidence of these and of “ emotional ” and “ laryngeal ” 
crises. 

Diparcol was then given according to the scheme first 
recommended by the manufacturers, dosage being gradu- 
ally built up over a period of five to six weeks, with simul- 
taneous gradual withdrawal of the solanaceous drugs. 
Except in Case 1, the drug was given in the full dosage 
of 1 g. daily for a period of ten weeks, after which the 
effect of slightly varying the dose was studied. When the 
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most beneficial dosage was found, each case was reassessed 
in terms of the ten modal activities, and improvement or 
deterioration recorded. Slight improvement meant an 
increment of 1 unit, considerable improvement 2 units ; 
conversely, slight deterioration was measured by a down- 
scaling of 1 unit, and so on. The results are shown in 
the table. 


but were absent when the dosage was slightly reduced. 
(3) Paraesthesiae consisting of creeping or burning sensa- 
tions referred to the head and upper trunk were mentioned 
by two patients. This feature tended to pass off after 
reassurance, despite continuance of the drug. (4) Transient 
blurring of vision was noted in one case. (5) Undue drowsi- 
ness was complained of by one patient : three others 


Modal 

Case i | 

Case 2 

Case 3 

Case 4 

Case 5 

Case <5 

Case 7 

Case 8 

Net 

Change 

Activity 

A 

B 

A 

B 

A 

B 

A 

B 



a 

B 

A 

B 

A 

B 

Turning in bed 

0 

1 


5 

4 

5 

4 

5 

n 

n 

! 

2 

5 - 

5 

3 


84* 

Dressing and undressing 

0 

0 


4 

4 

5 

3 


mm 

mm 

0 

0 

4 

5 

■I 


54* 

Toilet 

0 

0 


4 

4 

5 

3 


mm 

KS 

0 

i 

4 

5 



7 4* 

Eating 

0 

0 


5 

4 

5 

3 



n 

0 

2 

4 

5 

KK 


8 4* 

Walking 

0 

0 

3 

4 

5 

5 

3 


wM 


0 

1 

4 

5 

mm 


' 7 4* 

Turning comers 

0 

0 

3 

4 

4 

5 

2 


■a 

KK 

0 

0 

4 

5 

n 


4 + 

Cfim biag stairs 

0 

Q 

3 

4 

4 

5 

3 

3 

H 

KK 

0 

0 

4 

5 

KK 


3 + 

Speaking 

I 

2 

3 

4 

3 

4 

3 

3 

3 

4 

1 


3 

4 

3 


7 -b 

Writing 

0 

0 

3 

3 

2 

2 

2 

2 

2 

2 

0 


4 

4 

2 

3 

1 -f 

Facial expression and mood . . 

0 

0 

3 

4 

4 

5 

2 

3 

2 

3 

0 

2 

3 

4 

3 

4 

8 *f 

TolaJ efiange in each patient , . 

2+ 

8 + 

B+ 

6+ 

9+ 

8-f 

8 + 

9 + 

58 + 

Notea end clinical impressions 

Died during 
treatment 

Striking 

benefit 

Considerable 

benefit 

Fainting 

turns 

Fairly severe 
case gaining 
benefit 

Subjective 

improvement 

marked. 

Bedridden 

Moderate 

benefit 

Salivation 

aggravated 



A -• During control period with solanaceous drugs. B **= During period of administration of diparcol. 0 =» No activity. 5 = Practically normal activity. 


In order to reduce the suggestive influence of a new 
and promising treatment three patients (Cases 2, 3, and 
8) were gradually returned to the former regime of the 
solanaceous drugs, whereupon a notable relapse occurred, 
while reintroduction of diparcol once more brought favour- 
able results. The substitution of inert tablets, mixtures, 
or injections to provide a control in the treatment is rarely 
of value, inasmuch as patients with even a mild degree of 
Parkinsonism soon become aware of the deception. 

Results of Treatment 

As will be seen from the table, all the patients derived 
a little benefit from diparcol as compared with previous 
treatment. Except in Case 1, in which death occurred 
suddenly, the numerical benefit in each case was about 
equal ; this contrasts with the erroneous clinical impres- 
sion that had been gained that the less severely affected 
patients were the most improved. The reason for this 
impression was the striking facilitation of normal or 
almost normal activities in those in whom such activities 
had been only slightly or moderately restricted. The 
importance of thus evaluating and tabulating the results 
is manifest. 

In general it would seem that the more skilled activities, 
such as writing, walking round corners, and climbing stairs, 
were improved to a smaller degree than more “ primitive ” 
acts like turning in bed or eating, but such generalizations 
arc hardly justified in such a small series. 

Improvement in the feeling of well-being was quite note- 
worthy in several patients ; this was to some extent included 
in the tenth modal activity (expression). 

Iti respect of ambulant patients any improvement, how- 
ever small, in the performance of simple domestic or 
social tasks represents a considerable boon. The loosen- 
ing up of a rigid bedridden patient, while less spectacular, 
was reflected in a decrease in nursing requirements. 

Oculogyric crises were not significantly influenced by 
the drug, but in one patient there seemed to be relative 
freedom from “ laryngeal crises ” during the administration 
of full doses. 

Undesirable Effects. — (1) Hvpersalivation was not well 
controlled by diparcol in four of the cases, in which the 
addition of small doses of belladonna became necessary. 
(21 Faintness and “ fainting turns ” occurred in two patients. 


reported that they were sleeping better. (6) Weekly blood 
counts were carried out in half the cases in view of the 
death of one of Sigwald’s patients from agranulocytosis 
(which was not thought to be related to treatment by the 
drug). There was a tendency for the white cell count to 
fall to 4,000 per c.mm. during the initial weeks, with sub- 
sequent rise to former levels. No case of true leucopenia 
occurred. In one patient a slight iron-deficiency anaemia 
was noted ; this responded well to ferrous sulphate. 

Illustrative Case Histories 

Case J .—~ A debilitated woman aged 30 was suffering from 
progressive Parkinsonism which followed an attack of 
encephalitis lethargica at the age of 7. She was almost com- 
pletely bedridden on account of rigidity of the limbs and trunk ; 
the upper limbs were maintained in flexion, with the lower 
limbs partially extended. Hypersalivation and seborrhoea were 
excessive, and she was subject to frequent oculogyric and 
laryngeal crises ; speech was infrequent and practically unin- 
telligible. After receiving diparcol for a month, with little 
benefit, she developed pyrexia associated with respiratory 
symptoms and was taken off that drug, full doses of 
stramonium and hyoscine being substituted. Five days later 
she died suddenly. Necropsy revealed only bronchopneumonia, 
but it was noted that rigor mortis of the viscera had persisted 
longer than usual. According to Hall (1943), sudden unex- 
pected death is not rare in young women with Parkinsonism. 
Perhaps the sudden withdrawal of the diparcol resulted in a 
paroxysmal autonomic crisis leading to fatal peripheral circu- 
latory failure and bronchopneumonia. Similar crises have been 
reported by Ostow (1943) and Oiler (1946). 

Case 2 . — A labourer aged 36 first developed oculogyric crises 
at the age of 29, after which the full Parkinsonian picture 
slowly became manifest. He was ambulant, but experienced 
particular restriction of fine movements, largely from rigidity. 
His general health was good. Following treatment with 
diparcol he obtained uniform benefit in almost all locomotor 
functions, gratefully attested by his relatives. During the 
administration of large doses he complained of occasional 
paraesthesiae and faintness. Only laziness prevented him from 
undertaking simple remunerative employment. 

Case S . — A retired lamp-lighter aged 64 had suffered from 
encephalitis lethargica in 1919 at the age of 35. Considerable 
disability of gait had been present for at least three years, 
together with gross tremor and rigidity of the limbs, which 
considerably restricted all motor activities. Rigidity of the 
trunk, which prevented his turning in bed at night, was a con- 
stant source of annoyance to him before receiving diparcol. 
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Fairly uniform amelioration of his rigidity brought much satis- 
faction, although tremor was not noticeably abated and an 
excess of mouth-dribbling demanded the addition of bella- 
donna. This patient, whose general physical state was below 
normal, developed an anaemia which responded to iron. He 
complained also of transient blurring of vision while receiving 
diparcol. 

Conclusions 

Diparcol seems to offer some advantages over the tropane 
series of alkaloids (exemplified by stramonium) in the treat- 
ment of Parkinsonism of all grades. 

It is advisable to start with small doses, and gradually 
to increase dosage up to a maximum of 1 g. daily until 
significant benefit is obtained. Withdrawal of the solan- 
aceous drugs should be correspondingly slow ; indeed, it is 
probably wise not to deprive patients of belladonna or 
stramonium completely. 

It was found that treatment with two 0.25-g. tablets upon 
wakening, followed by one tablet at noon and one at about 
5 p.m., brought the greatest reduction of rigidity, there 
commonly being a spontaneous improvement (apart from 
treatment) in the evening. 

Summary 

The advantageous and untoward results of the drug diparcol 
in the treatment of eight cases of Parkinsonism are reported, 
and the use of the drug is discussed. 

A method of recording and evaluating the results of treat- 
ment of patients with chronic disorders of locomotion is 
described. 

I am happy to acknowledge my indebtedness to Drs. Snodgrass, 
Oastler, and Scott, under whose care the patients were treated, and to 
Dr. Mackav for permission to publish. 
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SUCCESSFUL TREATMENT OF TYPHOID 
CARRIER WITH PENICILLIN AND 
SULPHAMERAZINE 

BY 

C. A. RUMBALL, M.R.C.P., D.P.M., D.T.M.&H. 

K.H.P. 

Group Captain, R~A.F. 

AND 

L. G. MOORE, M.B., B.Ch., B.A.O. 

Squadron-Leader, R.A.F. 

(From Princess Mary's R.A.F. Hospital, Halton, Bucks) 

The problem of treating the chronic faecal carrier of typhoid 
fever has always been unsatisfactory. Infection of the 
gall-bladder (Boyd, 1944) is one of the most important 
features of the chronic carrier state. It forms the basis 
for advising cholecystectomy in an effort to eradicate bowel 
infection in chronic faecal carriers ; but cholecystectomy 
>. is not uniformly successful for this purpose, and there are 
v many who have submitted to the operation without deriving 
the anticipated benefit. It is clear that the gall-bladder is 
not the only focus in the alimentary tract where chronic 
infection can reside for many years. 

The combination of sulphathiazole and penicillin was 
advocated by Bigger (1946), who noted, during in vitro 


experiments, that a combination of 4 units of penicillin and 
10 mg. of sulphathiazole per 100 ml. would sterilize broth 
containing 70,000 typhoid bacilli per ml., and that one unit 
of penicillin and 10 mg. of sulphathiazole would sterilize 
broth containing 7,000 typhoid bacilli per ml. 

Based upon Bigger’s observations, the combination of 
penicillin and sulphathiazole has been tried during the acute 
typhoid illness and upon the chrome carrier state. The 
result of therapy during the acute illness has been dis- 
appointing ; some observers record no improvement, though 
McSweeney (1946) noted that the toxaemia appeared to be 
lessened and that there were no complications due to 
ulceration of the bowel. 

The successful treatment of two chronic faecal typhoid 
carriers, one of whom had previously submitted to cholecyst- 
ectomy without change in his carrier state, was reported 
by Comerford, Richmond, and Kay (1946), who subse- 
quently had the opportunity of carrying out a necropsy 
(Comerford, Richmond, and Kay, 1947) upon one of these 
patients who died from an unconnected cause. No cultures 
of Salmonella typhi were obtained from gut, biliary tract, 
urinary tracts, spleen, or lungs. 

Fry, Jones, Moore, Parker, and Thomson (1948) treated 
17 faecal typhoid carriers with massive doses of penicillin 
and moderate doses of sulphathiazole. They reported 
apparent cure in only three cases. 

We would like to record a case treated with two separate 
courses of penicillin and sulpha drug, in which failure 
attended the first course, when the blood level of sulpha 
drug was low, and success followed the second course, in 
which it was high : the total penicillin dosage was prac- 
tically the same in each course. It seems possible that 
previous failures by one of us (C.A.R.) in similar cases 
may be explained by an inadequate blood concentration of 
sulpha drug. 

Case Report 

A corporal aged 24 contracted severe typhoid fever in Egypt 
in January', 1946. He developed a faecal carrier state, for which 
he was given full doses of sulphathiazole (the exact amount 
was not stated), but there was no change in his carrier state. 
He was released from the RA.F. eight months later, and was 
notified to his M.O.H. as a faecal carrier. He rejoined the 
R.A.F. the following year without disclosing that he was a 
chronic carrier. He had remained well, and had put on 2 stone 
(12.7 kg.) in weight. 

In November, 1947, when examined for fitness for service 
abroad, he volunteered the information that he was a chronic 
carrier. His stool culture yielded a profuse growth of 
Salm. typhi. and he was admitted to this hospital. He was 
physically fit. Blood sedimentation rate, 3 mm. in I hour 
(Westergren). Fourteen daily specimens of urine yielded no 
typhoid bacilli. Salm. typhi was isolated from his bile 
obtained by duodenal intubation, and from consecutive speci- 
mens of faeces. Agglutinations were negative with “ O ” 
suspensions of Salm. typhi and Salm. paratyphi A and B, but 
gave a 1 in 20 agglutination with a VI suspension of Salm. typhi. 

The man was anxious to remain in the R.A.F.. but considered 
that cholecystectomy was too high a price to pay. In view of 
the uncertainty of response in clearing up the carrier state by 
surgery his refusal seemed reasonable. It was decided to try 
the effect of combined sulphamezathine and penicillin. Stools 
were examined immediately before beginning therapy and a 
profuse growth of Salm. typhi was isolated. 

He was given 500.000 units of penicillin intramuscularly at 
four-hourly intervals, and 2 g. of sulphamezathine orally for 
two doses, followed by 1 g. four-hourly to a total of 32 g. 
Blood .levels of sulphamezathine were carried out to determine 
the minimum concentration, which was anticipated to occur six 
hours after an oral dose of the drug. This assay showed 
1.5 mg. of free sulphamezathine and 1.8 mg. of total sulpha 
drug per 100 ml. of blood. On completion of treatment the 
stools yielded a profuse growth of Salm. typhi. 
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Failure was attributed to the. low blood levels of sulpha- 
mezathine, and it was decided to repeat the course, using sulpha- 
roerazine in place of sulphamezathine, since it allowed higher 
blood concentrations to be reached without excessive dosage. 
For various non-medical reasons nearly two months elapsed 
before starting the second course on Feb. 2, 1948. 

Sulphamerazine, 2 g., was given orally at eight-hourly inter- 
vals for two doses, and subsequently 1 g. eight-hourly for 
seven days, to a total of 25 g. Penicillin, 400.000 units intra- 
muscularly, was given concurrently three-hourly night and 
day, to a total of 24,000,000 units for the same time. 

Assay of the blood for penicillin, tested three hours after 
an injection, yielded a concentration of 3.2 units of penicillin 
per 100 ml. of blood. 

Assay of the blood for sulphamerazine, tested at eight hours 
after an oral dose — i.e., just before the next dose — yielded a 
concentration of 12 mg. of total sulphamerazine and 7 mg. of 
free sulphamerazine. Stools were cultured daily for fourteen 
days after cessation of the course, and all were negative for 
Salm. typhi. Stool examinations were continued for the next 
nine months ; three daily specimens were pooled and examined 
each week, making a total of 117 stools cultured. 

All cultures were negative for Salm. typhi, and it seems 
probable that the patient has been freed from the carrier state, 
though he will remain under observation for a further three 
months to complete a year’s observation. It is noteworthy 
that his agglutination litre against a VI suspension of Salm. 
typhi had fallen from 1 in 20 to nil. 

Discussion 

The largest series of faecal carriers submitted to the 
synergistic action of penicillin and sulphathiazole consists 
of 17 cases reported by Fry et al. (1948); of these only 
three remained negative for long periods — two were still 
negative at 36 weeks and one at 48 weeks. Eight of their 
failed cases received a course identical with that success- 
fully employed by Comerford et al. (1946) upon two cases. 
Such evidence suggests that the result of treatment is 
capricious and unpredictable. 

Success in a single case has no particular significance, 
and it is published only because it may draw attention to 
the value of estimating blood levels during treatment. It 
is difficult to avoid the conclusion that blood sulpha levels 
in excess of 10 mg. per 100 ml. may be necessary to obtain 
the synergistic effect of penicillin. It is possible that the 
same therapeutic doses may give different blood levels in 
different individuals, and what seems an adequate oral dose 
may not create an adequate blood concentration. • Sulpha- 
mcrazine has the merit of giving high blood levels with 
moderate oral doses, and it has a minimum of unpleasant 
side-effects. 

It is suggested that in any future series of cases treated 
by combined penicillin and sulpha drug the blood levels 
should be estimated during treatment to note what relation 
exists between blood concentration and successful treatment. 

We wish to thank Air Marshal P. C. Livingston, C.B., C.B.E., 
F.R.C.S., K.H.S., Director-General of Medical Services, Royal Air 
Force, for permission to publish this paper. 
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“MYANESIN” IN THE TREATMENT 
OF TETANUS 

BY 

M. H. ARMSTRONG DAVISON, M.D., D.A. 

A. B. WARD, M.B., B.S. 

AND 

E. A. PASK, M.A., M.D., D.A. 

( From the Department of Anaesthesia, Royal Victoria 
Infirmary, Newcastle-upon-Tyne) 

The use of myanesin in tetanus was reported by Belfrag 
(1947) in two cases. Two further cases are describe! 
below, and these may be of interest in that they throv 
some light on the production of haemoglobinuria, a com 
plication which has been reported in about twenty case 
after myanesin. 

Pugh and Enderby (1947) observed three cases of haemo 
globinuria. The first urine passed after injection was dis 
coloured, but no haemoglobinuria was found after twe 
days. A death from renal anoxia after use of myanesir 
was reported by Hewer and Woolmer (1947), but it wai 
pointed out by Mallinson (1948) that there were reason: 
for considering that myanesin was not the cause of death 
A number of other cases have been described, but all wer< 
symptomless and cleared up spontaneously. 

Hunter and Waterfall (1948) found myanesin useful it 
the control of epileptiform fits, a finding which is slightl] 
at variance with those of Berger and Bradley (1946) tha 
myanesin in non-paralysing doses had a powerful effect ot 
strychnine-poisoning by depressing the reflex excitabilit) 
of the spinal cord, but that the relative lack of antagonisn 
to leptazol showed the midbrain to be influenced only wher 
large doses were given. They thought that as myanesin doe: 
not affect consciousness or cause prenarcotic excitemen 
it had no action on the cerebral cortex. 

Davison (1948) suggested that the action was on th< 
internuncial neurones in the spinal cord, because of thi 
production of relaxation, apparently by reduction in muscli 
tone, without marked interference with’ respiration or volun 
tary movements. Berger and Bradley (1946) found tha 
paralysis in animals was of longer duration in the hinde 
half than in the anterior portion. 

Case 1 

A farm labourer aged 40 suffering from tetanus was admittec 
to the Royal Victoria Infirmary on June 8, 1948. He hac 
received a small splinter wound on the palm of the hand nine 
days before symptoms developed. A curious but probabl) 
entirely irrelevant fact was that he stated that his brother hac 
died in childhood of “ lockjaw.” There was severe general 
ized muscular hypertonia, affecting particularly the glutca 
mu'cles, abdominal muscles, and the muscles of respiration 
and there was also very marked neck rigidity. The charac 
teristic tetanic spasms occurred only half a dozen times. H< 
was treated with sedatives, mainly intramuscular paraldehyde, 
but after about a fortnight his tolerance to these drugs hac 
increased so much that they were* practically valueless. Soor 
after admission, when the muscle tonus was very pronounced 
and was interfering greatly with respiration, he was given 
d-tubocurarinc chloride (“ tubarine ") 7-j mg. intravenously and 
an equal dose intramuscularly. This abolished his musdc 
tonus but also paralysed all muscles of respiration. Artificial 
respiration was carried out with Ihc Oxford insufflator for 
more than an hour.. When subsequently he developed spasm: 
these were treated with d-tubocurarine chloride, and artificial 
respiration was always necessary' if sufficient was given to 
control the muscular movements. This was difficult, because 
the patient was edentulous and it was hard to secure effective 
inflation. On the fifth day after admission he developed, a 
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cough, and two days later he had signs of patchy consolida- 
tion at both lung bases. These persisted for nine days. At 
a subsequent date myanesin in doses of 5 to 10 ml. was 
administered intravenously, with beneficial results. The abdomi- 
nal and intercostal muscular rigidity disappeared for periods 
up to an hour after each injection, and respiration became 
much easier, but at no time did myanesin relax the rigidity 
of the posterior neck muscles or have much action upon the 
glutei. A total of 5S ml. of myanesin was given in 60 hours ; 
haemoglobinuria was not seen. 

In addition to the above treatment the patient was fed 
through a Ryle's tube, received penicillin to minimize the 
danger of respiratory infection, and was given massive doses 
of A.T.S. He recovered. 


Case 2 


A more serious case was admitted to the Royal Victoria 
Infirmary on June 18, 1948. The beneficial results obtained 
with myanesin in the previous case seemed to warrant its use, 
and in addition it was hoped to avert pulmonary complica- 
tions by avoiding marked respiratory depression. 

The patient, a man aged 58, had had an arthrodesis of the 
left knee performed four weeks previously, and was admitted 
about twenty-four hours after symptoms of tetanus made their 
appearance, the first being inability to insert his false teeth. 
An attempt to pass a nasal catheter failed on account of spasm 
of the pharyngeal muscles. He was given 200,000 units of 
A.T.S. Eight hours after admission the muscle spasms were 
recurring every two or three minutes ; myanesin, 10 ml. intra- 
, venously, was given with considerable benefit, but a further 
5 ml. became necessary thirty-five minutes later. A Ryle’s 
tube was now passed with ease and glucose was given through 
it at hourly intervals. Penicillin was also given intramuscularly. 
An intravenous drip was set up containing 5% glucose in N/5 
saline, to which myanesin was added in varying amounts as 
seemed to be dictated by the condition. It was found that the 
addition of more than 70 ml. of myanesin in 540 ml. of 
glucose-saline produced a white flocculent precipitate. 

During 264 hours the patient received 265 ml. of myanesin. 
The muscle spasms were completely controlled for considerable 
periods and the patient slept. At other times spasms occurred, 
but their severity was reduced. The continuation of these 
spasms in spite of the continuous intravenous myanesin drip 
necessitated the introduction of myanesin in quantities of 
5-10 ml. from time to time ; no sedatives were required. After 
264 hours haemoglobinuria occurred, the urine being deep 
red in colour. The intravenous drip was changed to glucose- 
: saline without myanesin, and within a few minutes the muscle 

spasms became more frequent and more severe. Paraldehyde 
was administered intramuscularly, but failed to control the 
spasms, which increased in severity during the next two hours 
and terminated fatally. 

The final spasm was extremely severe and caused marked 
cyanosis ; rf-tubocurarine chloride was given and artificial 
respiration undertaken with the Oxford insufflator, but with- 
out effect. At necropsy the naked-eye findings included the 
t following: 


1. The bladder contained about a quarter-pint (140 ml.) of urine, 
which was only slightly smoky in appearance; the colouring matter 
had decreased considerably in the two hours before death. 

2. The kidneys were normal in appearance, colour, and consistency, 
and showed no abnormality on section. This is surprising in view 
of the softening which is likely to occur in the kidneys of patients 
dying from tetanus. 

3. In spite of the haemolysing action of tetanus toxin and of post- 
mortem changes, little or no haemoglobin could be detected by the 
naked eye in serum removed at necropsy. 

4. There were many severe haemorrhages into muscle, including" 
particularly the left quadriceps femoris and the two psoas muscles. 

5. The surgical wound in the left knee appeared healthy, but on 
bacteriological examination a growth of tetanus bacilli was obtained. 


Discussion 

The first case apparently had an incubation period of 
nine days, but there is some doubt about this because the 
site of infection was not definitely proved. It is very 


probable that the infection occurred through the splinter 
wound of the hand, but it was noticeable that no local 
symptoms of tetanus were associated with it. 

In the second case these local signs were fairly marked, 
spasms of the 'eft leg being severe enough to produce 
considerable muscular haemorrhages. 

It is a generally accepted statement in the textbooks that 
the toxin of tetanus acts upon the ventral horn cells of 
the spinal cord. If this be true, the efficacy of myanesin 
suggests here that its main action is upon the spinal cord, 
since there is reason to believe that in normal doses it 
does not act peripherally. Certainly, in the second case, 
to which such a large dose of myanesin was administered, 
there was 'no dulling of consciousness, although sleep did 
occur from fatigue. 

The four-weeks incubation period in the second case was 
surprising in view of the severity of the illness. It is 
possible that the million units of penicillin which he had 
received after operation" may have lengthened the incuba- 
tion period without comparable mitigation of the attack. 
It may be remarked that, although penicillin destroys the 
bacillus of tetanus in vitro, it is unlikely to do so in vivo, 
because, the bacillus being anaerobic, it flourishes in areas 
cut off from blood supply and consequently inaccessible 
to penicillin. Various sources of infection have been con- 
sidered: the grey wool with which the limb was packed 
before being put into plaster was “ stoved ” before use and 
was separated from the wound by complete sterile dress- 
ings and bandages ; the sulphanilamide powder which was 
introduced into the wound was alleged to be sterile ; and 
no other cases have occurred, which suggests that the catgut 
was not at fault. There remains the possibility that infec- 
tion had occurred during a previous injury to the knee, of 
which many were sustained at football, and had lain dor- 
mant until activated by the interference with the blood 
supply which may have occurred following operation. 

These cases, although one of them unfortunately ended 
fatally, indicate not only that myanesin acts efficiently in 
controlling the spasms of tetanus but also that its use in 
massive doses will bear further investigation. Tolerance 
did not develop, which was in marked contrast to the 
reaction of the first case to sedative drugs. 

Haemoglobinuria occurred in the second case, but in the 
short space of two hours which the patient lived after the 
myanesin was discontinued the urine had become almost 
free from haemoglobin. This supports the view that the 
haemoglobinuria may be temporary and might perhaps be 
disregarded. The most important practical attribute of 
myanesin was its ability to control muscle spasms and 
to relax hypertonus without paralysing the muscles of 
respiration, so that artificial respiration was unnecessary. 


Summary 

The reported cases of haemoglobinuria after myanesin are 
mentioned. Death has probably never resulted from this 
complication.. 

The evidence concerning the site of action of myanesin is 
recapitulated, and its value in tetanus supports the belief that 
it acts on the spinal cord. 

Two cases of tetanus are reported. The first patient was 
treated mainly by sedatives and d-tubocurarine chloride 
(“ tubarine ”) and received 58 ml. of myanesin. He 
recovered and had no haemoglobinuria. He did, how- 
ever, have signs of pulmonary consolidation. The second, a 
much more severe case, was treated solely with myanesin, 
which efficiently controlled the spasms until haemoglobinuria 
developed, after 265 ml. had been given in 26i hours. The 
myanesin was then discontinued ; sedatives were ineffective, 
and he died two hours later. During these -two hours haemo- 


618 April 9, 1949 


“ MYANESIN ” IN TREATMENT OF TETANUS 


British 

Medical Journal 


globinuria almost disappeared, and the kidneys were normal 
to the naked eye and on section. 

The entry point of the infection is discussed. 

Further investigation of myanesin in the treatment of tetanus 
seems to be warranted. 

We wish to acknowledge the courtesy and promptitude with which 
a large consignment of myanesin was dispatched to us by British 
Drug Houses, Ltd., in response to the urgent action of Mr. Foggan, 
the chief pharmacist. 
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A “MINOR” INJURY OF THE 
TERMINAL PHALANX 

BY 

F. I. POWELL, B.Sc., M.B., B.Ch. 

Late House-surgeon, Fracture and Orthopaedic Department, 
Royal Infirmary, Cardiff 

Terminal phalangeal injuries are often regarded with a 
great deal of indifference and, indeed, sometimes scorn. 
They are the Cinderella of hand injuries, and yet these 
injuries are amongst the commonest in casualty depart- 
ments, causing as they do a varying amount of pain, 
discomfort, and unemployment to the patients. 

The particular injury under review here is a common 
one, a crush injury to the terminal phalangeal area, usually 
caused by a heavy weight — e.g , an oxygen cylinder or 
metal bar falling on to the finger. The finger is caught 
by the object and crushed against the floor or a waff, the 
lesion produced being somewhat characteristic. There is 
always a degree of “ dislocation ” of the nail ; the proximal 
end may be dislocated wholly or partially from the nail-bed, 
the cuticle usually being damaged with this uplift as well. 
The soft tissue is split, the amount of laceration varying 
a great deal ; there is some oozing of blood ; and the radio- 
graph may show a fissure or an appreciable fracture of 
the terminal phalanx. 

I would like to advocate here a procedure that has 
yielded good results even with the most badly crushed 
fingers, the essential feature being the removal and 
replacement of the nail. 


Method 

The hand is cleansed of any grit and oily material by 
a good soak and “scrub" in C.T.A.B. Procaine 2% is 
then injected by a fine needle lengthwise along the margins 
of the nail (Fig. 1). When the finger is anaesthetized the 
nail is lifted or cut clean off and placed in C.T.A.B. and 
then manicured and trimmed with scissors. 

On examination of the nail-bed area the amount of lacera- 
tion and dirt is often surprising. There is always free 
oozing of blood, and a fracture of the terminal phalanx 
may be clearly visible. If bleeding is severe the usual 
attempts to stop it — haemostats or topical thrombin — are 
made. After cleaning the area with C.T.A.B., suturing of 
soft tissue is carried out and the nail-bed is sprinkled with 
sulphanilamidc or penicillin powder. The clean nail is then 
placed in its correct anatomical position and sutures of 
either horse-hair or silkworm-gut are passed through the 


nail at about four points to anchor it to the finger (Fig. 2 
The whole is then covered in “ tulle gras,” a firm dressin 
is put on, and a plaster shell is finally applied. 



Fig. 1. — A sche- 
matic drawing of an 
injured phalanx. 
Sites of procaine 
injection (P). The 
nail is avulsed proxi- 
es', a'Ay , shewing she 
nail-bed. 



Fig. 2. — Nail re- 
placed in correct 
position by four 
sutures. 


An injection of A.T.S., A.G.G.S., and 250,000 units oi 
penicillin is given. The dressing is removed a week later, 
when it will be found that the sutures can be removed with- 
out difficulty: the nail does not drop off, as might b< 
expected, but stays on for a variable but appreciable time 
There is usually a small haematoma under the nail, but 
the whole finger is pleasingly free from pain and infection 
A powder dressing, with or without another plaster shell 
is applied for another week. At the end of about threi 
weeks the patient’s finger is quite satisfactory and th; 
cosmetic result good. A new nail will eventually form. 

On the other hand, in cases in which the nail has beet 
left dislocated proximally excessive granulation tissue con 
stitutes a troublesome complication at the break, and oftei 
pus forms under the nail. Where the nail is avulsed an< 
not replaced there is often oozing of blood for a fev 
days, for which repeated dressings of the area may bi 
necessary, and even after two weeks the finger may bi 
very tender. 

Recently a man received this type of injury when work 
ing in a dockyard. The finger had not been cleaned, bu 
was placed straightway in a piaster cap with just a gauzi 
dressing. When we saw him a month later, he bavin; 
moved from the town where he sustained the injury, hi: 
finger was still in plaster, and- on its removal the termina 
phalanx was one mass of foul-smelling slough. It tool 
many weeks to get anything like a satisfactory result for him 
. The method outlined in detail for these injuries is < 
satisfactory one ; it is simple to perform and can be carriet 
out with a slight amount of material. It is well within th< 
range of minor surgery work of general practice, and it cat 
be performed with complete confidence on the practitioner’: 
part. 


A memorandum issued by the Department of Health for Scotlant 
states that under the National Health Service hospital almoner 
should be released as far as possible from office duties and allowet 
to concentrate fully on the medical social work for which they havt 
been specially trained. The duties of the almoner should proper); 
include investigation and interviews to provide understanding of th< 
social and personal background of the patient, and in particular tc 
give the doctor information of this kind which is relevant to diagnose 
and treatment ; social action to minimize personal anxieties ; hclpini 
the patient in his adjustment to home life, to resume employment, o 
to a continuing disability; and advising on the planning of facilitie 
for patients. At present the supply of trained almoners is well bclov 
demand, and it is therefore particularly important that their service: 
should be confined to these tasks for which they have special qualifi 
cations. The salary of an almoner holding the certificate of thi 
Institute of Almoners is on a scale of £340 — £390 per annum. Heat 
almoners cam up to a maximum of £660. 
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Dangerous Symptoms after Injections of 
Heroin (Diamorphine) 

It is thought that two recent experiences of the dangers of 
heroin should be added to the available information. 

Case 1 

A woman aged 40 spent a fatiguing day in town with her daughter. 
She travelled 230 miles by rail, dined on the train, did not fancy 
the meal, and reached home very tired. Next day she vomited 
repeatedly, diarrhoea developed, and by evening she appeared to be 
seriously ill. She sent for X.Y2^ who had known her well for 
twenty-five years. He found her pale and rather limp. Her pulse was 
rapid, the systolic pressure 115 mm. Hg, and the breathing shallow 
and rapid. She stated repeatedly that she felt very ill. There was 
no rise of temperature nor any signs in abdomen or chest. He 
decided to give a morphine sedative to check the vomiting and 
diarrhoea, and chose heroin, as it is said to be less liable than 
morphine to cause nausea. In three or four previous cases he had 
injected 1/6 gr. (11 mg.) of heroin with little apparent effect. He 
therefore took two tablets of this dose, specially prepared for 
injection, dissolved them in water, and injected them subcutaneously. 

Lie waned tTortunafeiVj' to see the patient comi r orta&fe, ana’ was 
at first gratified to note that her distress diminished ; she was soothed 
and felt sleepy ; she remarked drowsily, “ It’s coming over me.” 
Then, 10 to 15 minutes after the injection, almost suddenly, she 
became deeply unconscious and unrousable. Inspirations became 
rapidly shallower, with longer and longer intervals; there was deep 
cyanosis, with complete muscular relaxation and an imperceptible 
pulse. The pupils were very small — not quite pin-point. X.Y.Z. 
reversed his therapeutics. He injected nikethamide 0.5 g., removed the 
pillow’s, raised the foot of the bed, sent a very urgent message for 
another doctor, and began artificial respiration. I arrived in ten 
minutes. By then respiration had entirely ceased, there were no 
reflexes, and the extremities were cooling. The only hopeful sign was 
that the heart sounds were faintly audible and the pulse w’as occa- 
sionally perceptible. A catheter specimen of urine w’as free from 
albumin, sugar, and ketones. Lobeline 0.003 g. w-as injected. 
Artificial respiration was continued and rhythmic traction was 
applied to the tongue. Ox>gen and carbon dioxide were sent 
for. The former arrived in fifteen minutes, and its administration 
quickly lightened the cyanosis and seemed to produce some general 
improvement. After about twenty minutes the patient began to 
make very feeble respiratory gasps at long intervals. The intervals 
gradually diminished and the respirations deepened, so that after 
another twenty minutes artificial respiration could be stopped, though 
the oxygen was continued a little longer. By the time the carbon 
dioxide arrived its use was thought unnecessary’. 

About four hours after the injection of heroin the patient could be 
roused sufficiently to recognize her husband and to be spoon-fed with 
strong coffee. The pupils were still minute, and she continued to be 
extremely drowsy. Three hours later the respirations again became 
alarmingly shallow and infrequent and there was cyanosis, but 
recovery’ took place without major measures. 

Next day the patient was drowsy, w’eak and feeble, and had 
contracted pupils. There w’as much nausea, with some vomiting. 
Coffee and glucose were given per rectum. Recovery proceeded- 
evenly for five days; then there w’as some return of nausea, 
vomiting, weakness, and a feeling of respiratory oppression. In 
another five days recovery’ w*as practically complete. 

No further light w’as obtained on the original illness. No more 
signs developed ; the temperature w’as never raised ; and no albumin, 
casts, inflammatory cells, or blood corpuscles W’ere found in the 
urine. Agglutination tests w’ere completely negative for Salmonella 
paratyphi A and B, Bact. sonnei, S. typhi murium , Gaertner’s bacillus, 
and Br. abortus. No n on-la ctosing-fermenting bacilli were obtained 
in cultures of the faeces. The daughter w’as unaffected. 

Case 2 

This patient, a woman aged 65, had arteriosclerosis, a systolic 
blood pressure of 230 mm. Hg, and was liable to attacks of 
severe cpistnxis. X.Y.Z. was summoned at 2 a.m^ with a report of 
, >cry severe vomiting for an hour, the face being drawn to one side, 

, and numbness of the right hand. On arrival he found no anaesthesia 
or paresis, and could not ascertain to which side the face was thought 
to have been drawn. The patient and her relatives were very rest- 
less, anxious, and alarmed. X.Y.Z. injected 1/6 gr. of heroin sub- 
cutaneously. taking a tablet from a fresh tube. The patient seemed 
inclined to settle. 

He returned in half an hour and found the patient unconscious, 
pale, and puhelcss. Her jaw was dropped, her features relaxed, her 


eyes half open, and the pupils very’ small. She was breathing only 
by spasmodic stertorous inspiration at long intervals. Artificial 
respiration was started, and this, with various vigorous sensory 
Stimuli, roused the patient sufficiently to ensure automatic breathing. 
She remained very drowsy’ till next morning, but no more alarming 
Symptoms developed. 

These two cases do not form an extensive series, but further 
experience is not being invited. I have to thank X.Y.Z. for 
collaboration in this note. 

Cranston* Walker, M.D. 


Skull Closure by Acrylic Plates 

This note describes two cases of large frontal skull defects 
treated in India by means of acrylic plates. The method of 
Small and Graham (1945) was adopted with minor simplifica- 
tions. The impression material used was dental wax, sterilized 
by heating to smoking temperature then autoclaving. A rim 
of lead was used to hold the wax, and allowed of firm pressure. 
No undercuts were reproduced — an advantage in this particular 
Work. The plate was of skull thickness, perforated, and curved 
by eye to fit a model of the skull. • 

At the first operation the skull defect was step-cut by a 
cylindrical dental burr and a chisel, and a key was introduced 
at two points. At the second operation, performed a month 
fater, the completed pfate was wired in with stainfess steef. 
The plates were sterilized by scrubbing with soap and water, 
followed by immersion in 1% mercuric chloride in water for 
three days. This method produced no warping or softening of 
the acrylic substance and no deposition of heavy metal on the 
plate. These Indian patients were transfused with whole blood 
at the first operation to keep up a satisfactory level of haemo- 
globin, and chemotherapy and aspiration of fluid were employed 
on the first, third, and fifth days. 

Case Histories 

Case L — This patient, a Gurkha, had lost about two-thirds of 
his left supraorbital margin, the anterior portion of the orbital roof, 
and a large area of frontal bone. Following the wounding he had 
had a fungus cerebri for about six months. At the first operation 
a rotation flap was used 
to cover the defect with 
sound scalp. The result 
remained satisfactory’ 
when he was last seen 
three months after the 
second operation. 

Case 2 . — This was a 
Sikh who had lost a 
large portion of the 
fronto-temporal region. 

Debridement by Major 
G. M. Lunn, RA.M.C., 

72 hours after the 
wounding, secured first- 
intention healing. The 
plate was inserted three months later, and continued to be satisfactory 
during two months’ observation. 

Acrylic resin, of all inert materials, has a strong claim for 
suitability’ in frontal defects, where by its use admirable 
cosmetic results can be achieved by the exercise of ordinary 
operative skill. The limiting factor in regard to size is the 
tension of the overlying scalp, not the durability of the plate. 
Granulation tissue grows through perforations in the plate and 
improves blood supply to the scalp, but ties it dow’n and reduces 
its mobility. 

Thanks are due to Sergeant Dewar, A.D. Corps, for preparing 
the trays and plates, and to Major N. Reichman, RA.M.C., for his 
aid with the anaesthetics and the drilling operations. 

E. A. Turner. 

Major, RAM C. 

G. Foster. 

Major. AD. Corps. 

Reference 

Small, J. M., and Graham, M. P. (1945). Brit. J. Sar?., 33. 105. 


Dr. Bamardo’s Homes state that they admitted 1.108 boys and 
girls in 194S. 
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THE ANNUAL MEETING, 1948 

Proceedings of the Annual Meeting, 1948. British Medical 

Association. (Pp. 415. £1 ISs., postage Is. 3d. extra.) London: 

Butccrworth and Co. 1949, 

The B.M.A. is' to he congratulated on following a precedent, 
set at the Cambridge meeting in 1919, of publishing in one 
volume the papers given at the Association’s, meeting last 
summer. Between Sir Lionel Whitby’s presidential address on 
“The Changing Face of Medicine” and Sir Henry Dale’s 
popular lecture, “ Accident and Opportunism in Medical Re- 
search,” are sandwiched the proceedings of the nineteen 
scientific sections. To read the titles of the papers reveals the 
breadth of the discussions and the comprehensive manner 
in which all the growing points of medical science were 
reviewed. , 

From such a wealth of material it is difficult to choose com- 
munications for special comment. In the combined meeting of 
the Sections of Medicine and Surgery, Dr. R. H. Smithwick’s 
review of his results from the surgical treatment of hyperten- 
sion will be read with interest. Mr. W. L. Harnett's statistical 
survey of the results of treatment in carcinoma of the breast is 
an actuarial tour de force of outstanding importance, and will 
provide a yardstick for assessing the value of tieatment for 
.years to come. Additional random selections, such as the 
discussions on neonatal mortality and morbidity, on the radio- 
logical changes in the small intestine in nutritional disorders, 
and on the antihistamine substances, show the wide scope and 
the topical character of the Sections’ deliberations. All who 
attended the Association's first annual meeting since 1939 will 
be anxious to possess this book, both for the scientific value 
of the communications it contains and as a reminder of the 
peaceful charm and gracious hospitality of Cambridge. 

R. Bodley Scott. 

B.C.G. VACCINATION 

Vaccination par le B.C.G. par Scarifications Cutanccs. By L. 

Negro and J. Brctcy. Preface by Professor A. B. Marfan. Sicbnd 

edition, revised and enlarged. (Pp. 116; 10 figures. ISO francs.) 

Pans : Masson et Cie. 1947. 

.ost of the early work on vaccinating human beings with 
B.C.G. was done by the oral route. The disadvantage of this 
method was that only about one-third of the vaccinated sub- 
jects became sensitive to tuberculin after it. The introduction 
of the intradermal method, now so widely used in Scandinavia, 
remedied this defect but brought with it disadvantages such as 
local ulceration and occasional glandular enlargement. Rosen- 
thal, in Chicago, experimented with multiple-puncture and 
reported very favourable results with it, obtaining early 
development of tuberculin sensitivity and absence of any 
unpleasant local reaction. Dr. Ncgre and Dr. Bretey, in Paris, 
modified this method, replacing skin puncture by scarification. 
This monograph records their findings. 

The method is simple and resembles that used, with smallpox 
vaccine lymph. The skin is cleaned, a few drops of a fresh 
suspension of B.C.G. containing 75 mg. of organisms pec ml. 
are placed on it, and a suitable number of scarifications are 
made through the drops with a sharp needle. The number 
and length of the scarifications vary from four scratches each 
0.5 cm. long in the newborn infant to ten scratches each 1.5- 
2.0 cm. long in the adult. A simple compress soaked in the 
remains of the B.C.G. in the phial is applied to the site of 
inoculation and removed 24 hours later. The small scabs 
become detached in four or five days. After three to four 
weeks the scratches become red and swollen, looking rather 
like a keloid. This inflammatory reaction gradually disappears, 
and in two to five months a barely perceptible linear scar 
remains. A focal glandular reaction is rare ; it has been 
reported 30 times in 70.000 vaccinations. 

Tuberculin sensitivity develops three to four weeks after 
vaccination. The figures provided arc incomplete, but they 
suggest that about 90% of vaccinated persons react to 0.1 ml. 
of'I/100 tuberculin in one to three months. Revaccination is 


recommended if Mantoux-conversion does not occur. Infants 
born into tuberculous families should be segregated, tested with 
tuberculin twice at two months’ interval, and not vaccinated 
unless both tests are negative. They should not be returned to 
their families until they have become tuberculin-sensitive. 
Every six to twelve months they should be retested, and 
vaccinated again if they become negative. The scarification 
method has the double advantage of simplicity and innocuity; 
provided experience shows it to confer as high a degree of 
allergy as that following intracutaneous inoculation or multiple 
puncture, it may well be adopted as (he method of choice. 

G. S. Wilson. 

HOMOSEXUAL BEHAVIOUR 

Sex Variants. A Study of Homosexual Patterns. By George \Y. 

Henry, M.D. With sections contributed by specialists in particu- 
lar fields. Sponsored by Committee for the Study of Sex 

Variants, Inc. (Pp. 1,128; illustrated. £2.) New York: Paui 

B. Hoeber, Inc. London : Bamish Hamilton. 1948. 

This ponderous volume adds one more to the numerous and 
interesting American studies on variations in sex life. The 
subject is not perhaps quite so important to warrant such an 
enormous expense of labour. Such studies as have been made 
of marriage, for instance, have shown that deviations less 
extreme than homosexuality from the average pattern of sexual 
behaviour are of less consequence for success or failure than 
are the temperaments of the partners. The medical signifi- 
cance of sex deviations is even less than their social 
importance ; it has yet to be shown that homosexuals are more 
liable to pst'chiatric illness than are normal people. American 
psychologists and psychiatrists seem to be constantly holding 
up their hands in wonder at the great range and variety of 
human sexual behaviour, and to have a tireless delight in 
cataloguing its details. Once the point is taken— and it was 
made many years ago by Havelock Ellis — that so-called per- 
versions of all kinds are shown to a minor degree by a 
considerable proportion of healthy and socially valuable mem- 
bers of the public, there seems little possibility of further 
advance along the line of mere description. 

Dr. Henry’s book is almost purely descriptive. By far its 
greater part is taken up by long, intimate, and detailed histories 
of forty homosexual men and forty homosexual women. This 
is a' great improvement on the usual convention of obtaining 
data by questionary, on whose reliability little confidence can 
be placed. He gives the family histories in extenso, with 
fairly vivid sketches of the personalities of the nearer relatives 
and of early emotional life. The life history of the subject, 
not only its sexual aspects, is fully described, and there are 
anthropometric records of skeletal measurements and secon- 
dary sex characters. The last are the only findings dealt with 
statistically ; and it is disappointing, if not unexpected, that so 
little emerges. 

Dr. Henry provides .no discussion and no conclusions, but 
he has six pages of “ Impressions.” He believes that the 
homosexual is in part a by-product of civilization, and is so 
because of his inability to maintain a home and rear children. 
The deviation from normality is due to constitutional defi- 
ciencies, to the influence of family patterns of sex adjustment, 
to lack of opportunity of normal development. Tendencies 
to femininity in the males and to masculinity in the females 
of a family are likely to result in the appearance of homo- 
sexuals in the next generation. People are more and less of 
one and (he other sex, and not scientifically classifiable as fully 
male or female. The male is more vulnerable than the female 
to distortions of psychosexual development. This is practically 
all that is said on the subject of aetiology. 

The main role in both causation and prophylaxis is assigned 
to sex education. He makes some sensible if unoriginal 
remarks on social aspects. He condemns present legal 
defences ; society should classify homosexuals into those who 
arc and those who are- not apt to offend, and have different 
methods for dealing with either. Finally, in his comment that 
males should be encouraged in tendencies to masculine aggres- 
sion, females in the- converse attitude. Dr. Henry makes an 
interesting reflection on American society. Gorer has discussed 
the American system of educating boys almost exclusively by 
school-mistresses, and puts down to it male lack of dominance 



April 9, 1949 RbViE'VS . 621 

and homosexual tendencies which need constant defence : and 


according to the Kinsey Report 37 % of American males hare 
some homosexual experience. So it may be there is force 
in Dr Henry’s recommendation. 

Euot SlXter. 

PHYSIOLOGY FOR STUDENTS ' 

Hitman Physiology . By F. R Winton, M D.. DSc, and L E 
Uayliss, PhD. Third edition. (Pp 592 ; 248 illustrations 25s) 

I ondon : J. and A. Churchill. 194S 

This work was deservedly popular with medical students in its 
earlier editions, but the last one has been out of print for some 
time, and the appearance of the new edition has been hopefully 
awaited bv students and teachers because there is a lack of 
small textbooks of physiology that can help the student by 
presenting the subject simply and in good perspective so that 
it can be seen as a whole. Teachers in general are fully aware 
of the recommendations, so often made, to review their courses 
often and to prune them of unnecessary detail and of material 
irrelevant to the medical student. A similar duty is laid upon 
the authors of textbooks. 

"Winton and Bayliss" is a work with a point of view. 
According to the preface the book is intended to present a 
“ coherent picture of the whole subject ” to the medical student, 
in whom the "attitude of an alert explorer ” is to be encour- 
aged, and on this claim it must be judged. It seems to be less 
successful in its aim than the previous editions were. The book 
is longer, although there are fewer pages because of resetting 
and the use of smaller types, .! is well up to date. Many of 
the oiagrams have been redrawn and new ones added, and yet 
one has some uneasiness about its worth as a whole to the 
medical student. There is much factual information ; indeed, 
in some chapters, parncu'arlv in those on the nervous system 
and renal function, a conflict between the necessity of including 
facts and a desire for brevity may have made understanding 
difficult for the average student. The authors discuss the various 
w stems in fa-'rly conventional fashion, but there seems to be a 
lack of balance between different chapters in the treatment and 
in the amount of material included. This is probably because, 
besides the two named authors, there are thirteen other contri- 
butors who have written one or more chapters on the subjects 
in which they are specialists. This is a trend which has appeared 
already in the compilation of larger textbooks, and it is note- 
worthy that two standard American works have now become 
collections of monographs The reason given, of course, is that 
it is mipossib’e for any one individual to keep in touch with 
the advance of knowledge on all fronts. Nevertheless, if a 
bock is to be written by a committee it seems desirable that it 
should come from one laboratory and have a common view- 
point. or alternatively that editors should overwrite contribu- 
tions quite ruthlessly. As it is, the chapters in this book seem 
to lack a freshness and individuality that might have been 
expected — only one or two of them are likely to inspire the 
student — and the authors have not supplied the thread to bind 
them into a whole. 

The book will be popular because of its moderate size and 
its former reputation, but opportunities have been missed of 
introducing students to physiological thought and outlook by 
' relying too much on experts and diversity of interests 

A Hemingway. 


It is somewhat paradoxical that the authors of Milk Products 
(Dr Wm Chime Harvey and Mr. Harry Hill, FR.SanI . second 
edition: H K Lewis: 30s) should have chosen to re-edit their 
hook on milk products at a time when so many of the articles they 
discuss are unobtainable in this country Ice-cream is but a carica- 
ture of us real self, cream is unobtainable, and the processed milks 
are in short supplv. And what the effect on cheese-lovers will be 
of readme about the mode of manufacture of Lancashire, Wenslcy- 
d.ile. Stilton, or Blue Vinncv omone ihe English cheeses, or of 
, Pric. 1 imburgcr. or Pont l'Eveque among the foreign, is difficult 
lo conj-cturc. However, the book is primarilv intended not for 
lovers of good food or for the nutritional expert but for public- 
health workers who arc responsible for controlling the hygienic 
quality of the finisl cd product I or their need it caters well The 
new edition, which has been broucht fairly well up to date, con- 
tain- SO illustrations of manufacturing plant, and should be 
particularly useful to sanitary inspectors 
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(Pp 871. 63s) London: W. B Saunders 1948 
papers presented during 1947 

Racial Variations in Immunity *o Syphilis By C N Frazier, 
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SICKNESS IN ENGLAND AND WALES 
When the second World Health Assembly meets in Rome 
on June 13 this year a comprehensive programme and 
budget for 1950 will be submitted to it by the WHO 
Executive Board. The main attack is on communi- 
cable diseases in under-developed areas of war-devastated 
countries, and other proposals are concerned with the pro- 
motion of maternal and child health and mental health, the 
prevention and treatment of tuberculosis and of venereal 
diseases, health education and nutrition, sanitation, and 
occupational hygiene. Among the subsidiary projects is 
an extension of WHO’s work in health statistics. Perhaps 
this is rightly classed as subsidiary, and certainly many 
persons would regard it as prosaic and dull, yet much of 
the fundamental work listed above must inevitably be based 
upon sound vital statistics. Without them the selection 
of the most urgent problems to attack is seriously handi- 
capped, and the measure of the effects of that attack is 
almost impossible. This, indeed, was clearly recognized by 
the first Assembly in its adoption of the Sixth Revision of 
the International List of Causes of Death, now greatly 
expanded to cover causes of sickness as well. 

It is in this latter field — the frequency and nature of ill- 
ness — that an extension of work in health statistics is to 
be most desired, and such a development is in fact being 
given much attention in many countries. “ The health of 
the nation was never better ” is, perhaps, true, but it would 
be more convincing if we knew how often it was ill as well 
as the rate at which it died. To collect comprehensive 
statistics of sickness is not, however, an easy task. We 
have already discussed the proposal of the Ministry of 
National Insurance to study a sample of the sicknesses 
leading to claims to benefit- 1 : whatever the value of these 
records— and it may prove considerable — the resulting 
statistics can relate only to the working population and 
only to those who lose time from work (usually for four 
da\s or more) because of their illness. The Ministry of 
Health is experimenting with sample returns of patients 
entering hospital ; taken alone, these can show only a 
small part of the picture of the incidence of illness. Some 
of the advantages and disadvantages of these statistics were 
argued at length at a meeting of the Royal Statistical 
Society.- Three other sources of national figures — the 
notification of infectious diseases, the sickness investiga- 
tion conducted by the Social Survey, and the food ration- 
ing figures — are discussed by Dr. Percy Stocks with custo- 
mary statistical skill and imagination in the second of the 

i M.-l la.r, J. I9S, 1, 533. 

- 1 n. I.-J'.tf S,v-„ 194S, 111. !4, 

, , l? Ar : ' l ~ ' r.-.-aL.-.i- c' Erzhrl c-J Wales In fs Ur~l947, 1 949. London : 
H ” SO 


occasional publications issued this week by the General 
Register Office. 3 

The best known of these sources is undoubtedly the first 
group — tile notifiable diseases — the statistical value of 
which was greatly increased in 1944 by the publication 
of the quarterly returns for different age groups for each 
sex. It is well known that notification is not complete, and 
Stocks compares the recorded rates of attack with other 
available data to assess the degree of completeness. Thus 
at the notified rates of scarlet fever in 1944-7 approximately 
10% of children would be attacked before age 15 ; this 
figure agrees reasonably well with the number of children 
whose histories have revealed an attack of scarlet fever 
before their fifteenth birthday in such different places as 
English public schools, the borough of St. Pancras, and 
towns in the U.S.A. On the other hand, from the notifica- 
tions of whooping-cough it could be calculated that only 
13-14% of children are attacked before the age of 15, 
whereas all available data on the history of previous attacks 
collected in the U.S.A. and this country indicate that the 
true figure is 60-70%. By these and similar means Stocks 
is led to conclude that notif .'ation is fairly complete for 
acute poliomyelitis, cerebrospinal fever, diphtheria, and 
scarlet fever, and that the notifications of other diseases 
are about 90% of the total in the case of respiratory tuber- 
culosis, 80% in the enteric fevers, two-thirds in measles, 
one-third to one-quarter in pneumonia, one-quarter to one- 
fifth in whooping-cough, and a merely fractional amount 
in the case of dysentery. He is here, of course, thinking of 
illness in terms of typical clinical cases and excluding sub- 
clinical attacks, doubtful cases, and evidences of infection 
without definite clinical symptoms. He speaks with some 
emphasis about the last, stressing that the criterion for noti- 
fication is that the person is “ suffering from ” the disease 
and that “ any departure from this criterion is likely to lead 
to confusion not only in statistics but in administration." 
Diagnosis can be greatly aided by bacteriological, biologi- 
cal, and radiological tests, but the tests themselves are not 
measures of disease incidence. Clearly the distinction must 
sometimes be very hard to draw. He maintains, for 
instance, that “ thoracic shadows on a skiagram ” do not 
constitute the presence of disease “ unless accompanied by 
symptoms attributable to the disease.” This may lead to 
some awkward problems. For instance, two patients might 
be found by mass radiography to have early pulmonary 
tuberculosis, neither having any symptoms or knowledge' 
of departure from health ; one then goes to a sanatorium 
and the other refuses treatment. Are both, one, or neither 
notifiable ? With such tests the notifications of some 
diseases may well rise artificially, since cases are more 
easily detected, while the numbers of others may rise if 
in the new Service the doctor’s help is more frequently 
invoked than in the past. Study of recent weekly returns 
provides no evidence in the case of the common infectious 
diseases of childhood that that is yet happening. ^ 

The technique of the Social Survey investigation into 
sickness incidence is the interviewing at the beginning of 
each calendar month of small but representative samples 
of the whole civilian population aged 16 and over. A note 
is made of the illness and injuries reported by each person 
to have taken place during each of the ftvo preceding 
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calendar months. From this material Stocks calculates a 
number of rates. Thus in the year 1946-7 each 1,000 men 
aged 16 or over reported an average of 1, 169 -illnesses and 
injuries per month, while the corresponding rate per 1,000 
women was 1,617. Alternatively, the number of persons 
iU during the month may be used in place of the number 
of their sicknesses ; this reduces the above rates to 619 per 
1,000 men and 713 per 1,000 women. To another figure 
Stocks gives the rather unattractive name of the aegrescence 
rate, which he defines as the number of persons who.started 
an illness during a defined period of time ; it leaves out 
of account those who continued to suffer from an illness 
starting previously." Thus in 1946-7 out of each 1,000 
civilians an average of 44 men and 51 women per month 
started a defined illness (other than minor), and 275 men 
and 336 women started a minor or ill-defined complaint. 
The mean days of incapacity and the numbers of medical 
consultations can also be computed. At these adult ages 
the latter figure was about five consultations per person 
per annum, rising from four per person at ages 16-45 to 
seven or more at ages over 65. 

While it is clearly necessary at* present to experiment 
with various forms of calculation and presentation, there 
does seem to be some risk of obscuring the wood with too 
many trees. It is to be hoped it will be possible in time 
to set out the basic sickness incidence in perhaps a couple 
of rates without any. serious loss. Some workers might 
feel that it would be no serious loss if the mass of very 
minor or ill-defined illness was eliminated instead of, as 
at present, frequently dominating the picture. On the other 
hand, it can be retorted that the whole raison d’etre of the 
Social Survey approach lies in these minor illnesses, since 
they call for no medical attention or sickness benefit, and 
their contribution to the record of ill-health can be found 
in no other way. The statistics to which they lead indicate, 
for instance, that one person in eight developed a cold 
during the average month — a figure suggesting that each 
adult has an average of 1.4 colds per year — that about 
one in 500 developed migraine in a month, one in 2,000 
herpes, one in 6,000 ringworm, one in 14,000 scabies, and 
one in 17,000 mumps. 

Stocks endeavours to check the accuracy of diagnosis in 
these self-reported illnesses by comparing the rates of inci- 
dence calculated from these figures with the rates calcu- 
lated from figures obtained from the priority food ration- 
ing scheme or from notifications of disease. On the whole 
the agreement is encouraging, though the comparison neces- 
sarily lies only in the field of serious and well-defined com- 
plaints ; much more work is necessary on other illnesses. 
These statistics of priority allowances were kept by the 
Ministry of Food at the request of the Food Rationing 
(Special Diets) Advisory Committee of the Medical 
Research Council. The diseases upon which Stocks 
reports are active tuberculosis, gastric, duodenal, and ana- 
stomotic ulcers, dyspepsia due to other causes, diabetes 
mellitus, and thyrotoxicosis ; for all of these extra allow- 
ances of milk were allotted. At the end of 1947 there 
were registered in England and Wales just under 100,000 
diabetics, or 231 per 100,000 population; 118,000 cases of 
respiratory tuberculosis, or 27S per 100,000 ; and nearly 
670,000 cases of ulcer or dyspepsia (roughly divided into 


the ratio of 2:1). Allowances for thyrotoxicosis num- 
bered 4,467, or 11 per 100,000 persons — women predomi- 
nating in the ratio of 3-)- : 1. The incidence of this com- 
plaint in the northern counties was considerably below that 
reported in London and the South. In the present report, 
however. Stocks limits himself almost entirely to the assess- 
ment of sickness in the population as a whole. Its measure- 
ment in local communities is of more particular interest to 
many persons — the medical officer of health, for instance — 
and this, the Registrar-General promises in his preface, is 
not being overlooked. 


AIR TRANSPORT OF THE SICK AND 
INJURED 

The credit of being the first to transport a wounded man 
by air belongs to a French pilot. Captain Dangelzer, who 
flew a wounded Serbian airman to safety during the retreat 
of the Serbian army in 191 5. 1 The French were also the 
first to introduce air ambulances ; this was in Morocco 
in 1918. The Royal Air Force first transported casualties 
by air in 1919, during the war against the Mad Mullah in 
Somaliland, when three patients were moved, one at a time, 
175 miles on stretchers placed inside the tail-end of the 
fuselage of a DH9. = 9 The R.A.F. began to develop air 
ambulances during the years 1920-2 and put them into 
use in Iraq in 1923, when 359 patients were transported — 
198 of them being cases of dysentery among British troops 
operating in Kurdistan. Even then most of the casualties 
were taken in troop-carrying aircraft convertible into air 
ambulances at short notice. The first organized RA.F. 
air-ambulance service in this country was based at Halton 
during 1925 and 1926 and served a radius of 100 miles ; 
it was disbanded in 1927. From that time until the outbreak 
of the war of 1939-45 the number of Service patients trans- 
ported each year by air (mainly in the Middle East and 
India) varied between 66 and 418. In 1937, when the 
R.A.F. general hospital in Bagdad was moved some 
90 miles to Habbaniya, the majority of the patients were 
transported by air. It was found, however, that to reserve 
aircraft solely for ambulance purposes was uneconomic, 
and consequently until the outbreak of hostilities in 1939 
troop-carriers were used as air ambulances when required. 9 

At the beginning of the war there was no organized air- 
ambulance service, but in 1941 a service was established 
in the Western Desert and another in the United Kingdom 
for the benefit of the garrisons in the outlying Scottish 
islands. The air-ambulance service in the Western Desert 
operated with aircraft provided by the Australian Air 
Force, the South African Air Force, and the R.A.F., and 
during the campaigns of Wavell, Auchinleck, and Mont- 
gomery about 60,000 patients were moved by air from 
forward areas to the base. From then onwards the trans- 
port of casualties by air in the various theatres of -war 
increased rapidly, so that by VJ. Day the R.A.F. had 
carried approximately 400,000 sick or wounded patients, 
most of whom were in the Army. This fine performance 

j Munro, D., Proc. R. See. Med . 1924, 17. 7. 

1 Armstrong, H- G-, Principles & Practice of Ariation Me£idr*. 1943, Lender:, 
p.494. 

3 Whittle jinim, H. E-, Proc. CcT&ff md. Soc 1945, 44. 

* Jsckscn, R. C-, Lcacct, 1945, *, S43. 
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was carried out without a single mishap, though over 
30,000 separate flights were made and much of the flying 
was done from forward landing strips near the enemy, 
over jungle, mountains, and sea, and in all conditions of 
weather. The maximum number of casualties transported 
in a single day during the Western Desert campaign was 
400, and during operations in Normandy 934. 3 4 

The air-ambulance service did much to maintain the 
high morale of our Forces. The patients selected for trans- 
port to appropriate treatment centres were those for whom 
early treatment was necessary either to secure a successful 
result or to ensure their early return to duty. Priority was 
given to patients with facio-maxillary injuries, burns, per- 
forated wounds of the globe of the eye, fractures of the 
limbs and spine, and head injuries. Patients suffering from 
certain conditions were not considered suitable for air trans- 
port until after appropriate treatment in forward areas: 
among these conditions were shock, recent abdominal and 
thoracic wounds, recent severe haemorrhages, gas gangrene, 
lobar pneumonia, pneumothorax, angina pectoris, and 
coronary occlusion. • Oxygen and blood transfusions were 
given as required en route by specially trained nurses and 
nursing orderlies. During the war all the helicopters avail- 
able were needed for operational duties in the field. This 
type of aircraft can now be safely employed for the trans- 
port of casualties back from the most advanced landing 
strips, and the Royal Air Force is using them to develop 
a casualty evacuation service. In war, air ambulances have 
other advantages besides getting the wounded back to a 
casualty clearing station or hospital in the shortest possible 
time with the minimum of discomfort ; they reduce the 
numbers of doctors, nurses, and orderlies employed on the 
evacuation of casualties and they free the lines of com- 
munication from road ambulances and ambulance trains. 

For civilian sick an air-ambulance service was inaugur- 
ated in 1933 by Scottish Airways to serve the isolated 
Western Isles of Scotland ; ordinary passenger planes, 
based at Renfrew, were used. Patients were taken to hos- 
pitals in Glasgow, or doctors and nurses were taken to the 
patients In 1935 certain Scottish county councils agreed 
to bear part of the cost of air ambulances used in cases of 
emergency The Department of Health for Scotland now 
operates this scheme through the regional hospital boards 
and British European Airways. The number of patients 
transported each year is about 300. Just before the war 
began an air-ambulance service was established for the 
transport of patients from the Channel and Sciliy Isles. 
In 1941 the Air Transport Auxiliary formed an air- 
ambulance service, using stretcher gear built into passenger- 
carrying aircraft. The number of aircraft in this service 
rose to GO, and these carried nearly all the Service sick and 
wounded who were transported by air within the British 
Isles. 

Mainly as a result of the lessons learned during the war 
the British Airways Corpoiations have been able to work 
out a policy for the benefit of all invalids proposing to 
travel by air. In a paper appearing elsewhere in this 
issue the chief medical officers of the three British Airways 
Corporations— Air Marshal Sir Harold Whittingham, Dr. A. 
Buchanan Barbour, and Wing Commander J. C. Macgown 
'he authoritative information about how a patient’s fit- 


ness for air travel should be assessed. It is interesting to 
note that in the future most aircraft will be “ pressurized ” ; 
this means that the majority of invalids will be able tc 
travel by air with as great, if not greater, comfort than bj 
road, rail, or sea. 


NATIONAL TRIAL OF B.C.G. 

At the London meeting of the International Conferenct 
of Physicians in 1947 Professor W. H. Tytler remarket 
that Great Britain had “the questionable distinction o 
being the only one of the major countries which has con 
tributed little or nothing to B.C.G. vaccination.” 1 Accord 
ing to recent and widespread reports in the daily press i 
appears that this situation is shortly to be righted, thougl 
the announcement of national trials is, we understand 
premature and an official statement is .not to be expectet 
for another two or three weeks. It is, however, knowi 
that early last year the Ministry' of Health set up a dis 
tinguished committee to advise it on the nature and scopi 
of the trials of this vaccine, and the details of this com 

mittee’s conclusions will be awaited with great interest 

• *- . 

According to the parliamentary correspondent of Th 
Times" volunteers are to be sought among nurses am 
medical students and among young persons in contac 
with tuberculous patients in their homes. 

Nurses, of course, have long been considered a grou] 
in need of special protection, and it is certain, therefore 
that they would be brought into any trial in this country 
The difficulty may be to secure enough in numbers, pat 
ticularly as some hospitals will .not be in a position ti 
take part in the experiment at all: For example, there ar 
hospitals which do not allow tuberculin-negative nurse 
to work in their tuberculosis wards. If the volunteers ar 
to be divided into two groups — those to be vaccinated wit' 
B.C.G. and those to be held as controls — then the unvac 
cinated group in hospitals with such a regulation" woul 
not be allowed in contact with cases of tuberculosis an 
the vaccinated group would be in contact with them, t 
comparison between grolips exposed to such different risk 
would clearly be of little value. Any effective trial wit 
nurses and medical students requires two groups that wi’ 
subsequently have a comparable exposure (on the average 
arbitrarily divided into the vaccinated and unvaccinatec 
Another likely field of inquiry would be young adoles 
cents leaving school and going into factories or offices- 
particularly, perhaps, young women, in whom the pea! 
of mortality from tuberculosis lies in the early adult age 
groups. Here again the inquiry will need to be widesprea 
and to cover many thousands of persons. The attack rat 
from tuberculosis in this country is such that decisive dil 
ferences between vaccinated and unyaccinated are nc 
likely to be revealed in any study with small number! 
This line of investigation might well be linked up with th 
mass-radiography campaign. The volunteers must agre 
to take part in what is, it must be made clear, a nation: 
experiment. 

1 Cancel, 1947,1,438. 

= The Times, March 31, 1949. 

3 British Medical Journal, ISMS, 1, 274. 

* Ibid., 1946. 2. 125, 

5 Ibid., 1948, 1, 1126. 

3 Ibid., 1948, 1, 1129. 
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A third group o£ great importance comprises babies and 
koi.ng children in homes where there is a case of open 
tuberculosis. To include these in a controlled trial would 
nr very difficult, for according to the advocates of B.C.G. 
t u e child must be removed from the home, proved to be 

'infected, and then made tuberculin-positive before return, 
v. nat of the controls ? They too must be removed from the 
home and proved uninfected ; they will not become tuber- 
'll t n positive, for no vaccine will be given them. Can they. 
:e returned to a still infective home, even allowing for doubts 
ibout the efficiency of B.C.G. ? As Professor Bradford 
-fill pointed out 3 in this Journal last year, such demands 
nay, too, in everyday life “ materially reduce the field in 
vhicb B.C.G. can operate, since it necessitates pre-detection 
>f the tuberculous household and removal of the infant at 
)irth for some months." It may be, therefore, that B.C.G. 
ihould be tested under the normal conditions of life with- 
>ut removal of the child from the home. That might not 
je ideal, but it is realistic. 

A fourth group in this country' might be found among 
nental defectives or the mentally deranged in institutions. 
>uch patients have relatively high death rates from tuber- 
miosis and, being in institutions, can easily be followed 
ip after vaccination. The follow-up, indeed, is likely to 
>e one of the major difficulties in this national trial. Very 
arge numbers of persons must, as we have said, be brought 
nto it, and they must be followed up for at least 3-5 
•ears. Uniform tuberculin-testing, uniform jc-ray photo- 
graphy, and, above all, uniform statistical records of ill- 
less and death must be developed and maintained. Uni- 
ormity. is the paramount issue. Regional hospital boards 
ind local authorities might, as has been suggested in the 
’ress, administer the schemes, but if they are not centrally 
guided and controlled it is almost certain that the schemes 
till fail. It would seem wiser, as was indeed suggested 
n 1946,* to place such a difficult but practically impor- 
ant piece of research in the hands of some such official 
jody as the Medical Research Council, which has the 
lecessary field experience of such trials. 

Professor Wallgren, 3 of Stockholm, has pleaded that 
3.C.G. be given a fair trial, and H. Malmros* recently de- 
cribed in this Journal his experience with it in Sweden. This 
:ountry now has the opportunity, and will, we trust, make 
joth a fair and a statistically sufficient trial ; otherwise we 
hall merely add to the many reports that collectively 
provide presumptive but not wholly convincing evidence. 


THE BRITISH MEDICAL GUILD 

[Tie second of the Special Representative Meetings held 
ast week in B.MA. House had before it a report of the 
Touncil on the constitutional position of the B.MA., a 
report drawn up in' response to a request by the Repre- 
sentative Body in Cambridge last year that the Council 
ihould explore the possibility of setting up a body 
:quivalcnt to a trade union. 

This Report has been published, 1 and comment on it 
ippeared in these columns in the Journal of Feb. 26, 1949. 


The Special Representative Meeting, after an interesting 
debate, accepted the Council’s recommendation 

“ that for the better protection of the interests of the medical 
profession in disputes with public authorities and other bodies, 
a new organization be established in the form of an independent 
board of trustees with power to organize and finance collective 
action by the profession and to provide financial compensation 
to practitioners suffering financial hardship through participation 
in such collective action.” 

This new organization, which is to be called “The British 
Medical Guild,” will be constituted in accordance with 
the Trust Deed drafted by the Association’s solicitors. The 
trustees of the Guild will be members of the B.MA. Coun- 
cil for the time being. The Guild, in fact, will be a legiti- 
mate and almost identical twin of the B.MA., and its policy 
will be that laid down by the Representative Body. As 
a separate legal entity it will be'able to do those t h ings 
• which by its constitution the B.MA is unable to do. It 
will be, in effect, a Trust Fund supported by voluntary 
contributions, and the trustees will be able to use the 
money, thus collected as a financial weapon in dis- 
putes and as a source of compensation for medical men 
who may suffer financial loss as a result of taking action 
advised by the Guild. The Guild will not have a separate 
membership but will be organized centrally and locally in 
much the same way as was the Independence Fund set up 
last year. If the Association’s armoury is to be well stocked 
it is essential that those members of the profession other 
than general practitioners should subscribe to this Fund 
so that in an emergency it can indeed be effective. The 
general practitioners under NJH.I. have for years had their 
own Defence Trust and continue to subscribe to it in the 
present National Health Service. This Fund is under the 
control of trustees who are members of the General Medi- 
cal Services Committee, and no doubt the trustees will 
consider the question of making a contribution from its 
Fund to the Trust Fund under the British Medical 
Guild. 

Although the Representative Meeting passed the Coun- 
cil's motion by a very large majority many doubts were 
expressed about the wisdom of the course in a series of 
excellent speeches. The representative of the Lothians 
Division ably supported an amendment to the effect that 
the Association as at present constituted was competent 
to undertake any necessary negotiations on behalf of the 
profession. The B.MA., he believed, stood as one of the 
greatest democratic institutions of this country, and the fact 
that it could not coerce its members in times of difficulty 
was a source of strength to it. Another speaker considered 
that the proposed Guild was as near to a trade union as 
the Council could desire without incurring legal difficulties, 
and it was obvious from the discussion on motions advo- 
cating the formation of a trade union that this was some- 
thing the Representative Body did not want One speaker 
drew attention to the fact that the B.MA. had approved 
using the Whitley machinery for negotiations on the 
remuneration of the profession. If negotiation breaks down, 
then the matter would be submitted to arbitration. If two 
parties submit a matter to arbitration it is assumed that 
they agree in advance to accept the decision of 


1 BrUak XtedtnJ 1949, l. 95. 
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the arbitrators, and from this the conclusion would seem 
to follow that the Trust Fund would not be used to resist 
such a decision. Dr. H. Guy Dain, the Chairman of Coun- 
cil, however, pointed out that the Whitley machinery covered 
only certain aspects of the contract between various sec- 
tions of the medical profession and those who pay them. 
Attaching his remarks closely to the motion submitted 
by the Council, Dr. Dain gave cogent reasons for the 
establishment of a British Medical Guild, and when the 
three propositions of the Council's motion were put to the 
Meeting each one was passed by more than the necessary 
two-thirds majority. It now remains for the medical pro- 
fession to back up the policy approved by the Representa- 
tive Body and to subscribe to the Fund when the proposed 
methods of doing this are made public. 

The constitution of the B.M.A. has been moulded in 
response to the new situation in which the medical profes- 
sion has found itself since July of last year. Some aspects ' 
of this were commented on at the Special Representative 
Meeting which considered the question of remuneration of 
general practitioners. The General Medical Services Com- 
mittee, while a Committee of the B.M.A., is nevertheless 
autonomous, and, acting for the general practitioners in the 
N.H.S., submitted to the Ministry of Health the case for 
an increased betterment factor. The Consultants and 
Specialists Committee of the Association is also autono- 
mous. At first glance it would seem that these two 
autonomous bodies might detract from the authority, of the 
Representative Body as the policy-making organ of the 
B.M.A. For years the Insurance Acts Committee was 
similarly an autonomous body and yet there was never 
any point of conflict between it and the Representative 
Body. So on the basis of this experience there would 
seem to be no reason to expect marked divergence of views 
and actions between the two new autonomous committees 
and the Representative Body. Nevertheless, the situation 
is to some extent changed by the fact that a large majority 
of the medical profession is now working under the 
National Health Service Act, and the Representative Body 
will watch the evolution of these two new committees with 
interest and sympathy. No doubt as time goes on their 
motives, decisions, and actions will become more and more 
closely interlocked, and the Representative Body will be 
eager to lend its powerful support to the actions of 
any one section of the profession whether general practi- 
tioners, consultants and specialists, or those working in 
the Public Health Service. And for all these groups there 
will be the economic instrument provided by the British 
Medical Guild, legally separate from, but closely parallel 
to, the British Medical Association. 


REMUNERATION OF GENERAL 
PRACTITIONERS 

The Special Representative Meeting to consider the 
remuneration of general practitioners under the National 
Health Service Act met in. B.M.A. House last week and 
had presented to it the Report of the General Medical 
-"cyices Committee which had been accepfed by the 


Conference of Local Medical Committees on March 12. 
Dr. S. Wand, Chairman of the G.M.S. Commit- 
tee, moved that the S.R.M. should give its fullest sup- 
port to the Conference of Local Medical Committees in 
its request to the Ministry of Health that the .bettcrmenl 
factor of 70% should be applied to the gross remuneration 
of general practitioners. Dr. Wand stressed three points: 
(1) that the betterment of 34% applied to gross remuncratioi 
by the Government bore no relation to the present-day valui 
of money ; (2) that there were now two or three thousam 
more doctors in the Service than the 17,900 on which th 
Spens recommendations were based ; and (3) that there wen 
errors in distribution. He stressed that general practi 
tioners had, under harassing conditions and working un 
reasonable hours, carried out their part of the contract 
and asked whether the Minister of Health. had carried ou 
his. This dissatisfaction with the Minister's attitude wa 
again expressed later on in the Meeting in the form of < 
rider moved by the Chairman of Council to the effect tha 
the Representative Body expressed its great concern tha 
the Minister, having received the general practitioners 
representations more than two months ago, had not ye 
made the necessary' adjustments to implement the Spen 
recommendations so that the increased payments could b 
made in this quarter. “ This delay shows disregard for th 
serious hardship now being experienced by many genen 
practitioners in tire Service and is seriously prejudicing ii 
success.” 

Several speakers urged that the betterment factor shoul 
be S5%, thus tying it to the expert’s estimate of the increase 
cost of living for the professional and middle classes. Th 
Meeting, however, was evidently convinced by the argi 
ments put against this by other speakers, not the least o 
which was that the medical profession should not expe< 
immunity from the consequences of the country's presei 
financial position. The amendment to press for a bette: 
ment factor of S5% was lost by a large majority. 

There was again discussion on how the increase to th 
Pool should be distributed, and the S.R.M. finally accepte 
the recommendation that it should be used to increase th 
capitation fee of the first 1,000 on a doctor's list. Moi 
was heard about the question of restricting the numbers o 
a doctor's list below the present maximum of 4,000. In a di 
cussion on this the Meeting was once more brought up again 
the fact that the limitation of a list to, say', between 2,000 an 
3,000 would interfere with the free choice of doctor t 
patients ; once this interference is made, a first step wi 
be taken towards the introduction of a whole-time salarii 
service. Several rural practitioners enlivened the debate 1 
vigorous first-hand accounts of their own experiences, at 
made it clear why there has not been more overt approv 
of the Association’s success in obtaining half a millic 
pounds of new money for the Mileage Fund. It seems : 
though this has not sufficiently relieved the position < 
many practitioners in rural areas ; at the same time, if tl 
betterment factor now being asked for is obtained and 
applied to the first 1,000 on a doctor’s list, rural pracl 
tioners should be among the first to benefit, as from tl 
nature of their work the numbers of patients on their )is 
cannot be large. 
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Although the Meeting had to go over the same ground 
already covered by the General Medical Services Com- 
mittee and the Conference of Local Medical Committees, 
nr >v facts were brought to light, fresh emphasis was given 
v familiar aspects of the same problem, and, what is per- 
r. tps more important, the S.R.M. with representatives from 
fA branches of the profession gave its solid backing to 
the case already made by the G.M.S. Committee on behalf 
of general practitioners working in the National Health 
Service. It is to be hoped that the Minister of Health will 
not delay much longer in making known to, the medical 
profession his decision, and that of the Treasury’, on the 
betterment factor to be applied to the remuneration of 
general practitioners. 


TEMPORAL ARTERITIS 

In 1S90 Jonathan Hutchinson 1 described the case of a man 
of SO, father of a London Hospital beadle, who found 
wearing his hat painful. Painful and swollen temporal 
arteries accounted for his symptoms, which in due course 
disappeared. Forty years passed before Schmidt 1 described 
a similar case ; and in 1932 workers at the Mayo Clinic, 
unaware of previous cases, described the apparently new 
disease “ temporal arteritis.” This disease has recently 
been the subject of two critical reviews, one by Harrison 3 
in this country', and the other by Protas and Saidman* in 
the U.S.A. The British author has discovered 75 cases 
in the literature compared with the Americans’ 34. The 
number of recorded cases is probably mounting rapidiy ; 
neither of the papers referred to includes the four cases 
recently reported by Jennings 5 in this Journal. The disease 
is obviously rare, though, since it was not properly recog- 
nized until 1932, it has only a few years’ history. Cases 
in the U.S.A. and Great Britain comprise the recorded 
majority ; there have been, however, reports from the 
European continent. It is, like many another rare con- 
dition, a disorder which accumulates around medical teach- 
ing centres. In certain respects it is a clear-cut entity : it 
is a disease of senility in both sexes, for nearly all the 
cases are aged 60 or over ; it runs a six months' course ; 
all the cranial arteries may be affected, and indeed many 
large arteries elsewhere in the body ; blindness due to 
: retinal ischaemia from involvement of vessels behind 
the globe is found in one-third of the cases ; and death 
, from cerebral haemorrhage often occurs. The histological 
. appearances are typical : the medial arterial coat is infil- 
trated with lymphocytes, plasma cells, and, outstandingly, 
giant cells, from which one name of the disorder is derived. 
1 The questions which might reasonably be asked about 
;• this condition include whether it is really a separate entity, 
. how it differs from polyarteritis nodosa, and whether 
it has been correlated with rheumatic conditions (some 
’ patients with temporal arteritis have been arthritic, but at 
their age. they might well be). It would also be relevant 
to inquire what comprises a clinical entity. A syndrome 
S has been defined as a disorder with three symptoms and 
; not less than three recorded cases ; and temporal arteritis 
i_ fully satisfies these criteria. But there is little to show 
that it is not polyarteritis in an older age group. Classical 
1 ‘ polyarteritis is a disease of men more than of women, and 
P the age of the patients is usually between 25 and 45. 
y — — 

* Areh. London* IS90, 1, 323. 

■:* * Brci^ 1930. 53. 4S9. 

*/. dirt. Pack ^ 194S. 1. 197. 

4 Med, Ant. Dlstr. CoLsmbL z, I94S, 17. 34. 

* BrUUh Medical Journal, 194S, l, 443. 


Eosinophilia and albuminuria are often present, and 
neither is seen in temporal arteritis. Finally, the histo- 
logy differs, as does the prognosis : the majority of patients 
with polyarteritis die. Jennings considers that temporal 
arteritis is part of a generalized arteritis in old people, 
and experienced histologists to-day recognize’ widespread 
arterial disease, affecting arteries of medium size and 
arterioles, far more frequently than in the past.- Many 
allergic conditions fall in this group, and it would be pre- 
‘ mature to accept “ temporal arteritis ’’ with certainty as 
a distinct entity, though it has passed the acid tests of being 
described by a British physician, being forgotten, and being 
redescribed and annotated in the U.S.A. 


HORMONES AND ENZYMES 
Underlying the physiological changes brought about by 
hormones are biochemical changes, and the mode of action 
of hormones will remain obscure until more is known 
about how they modify biochemical processes. Some 
recent experiments have shown that the amount of an 
enzyme called by Mendel pseudocholinesterase in dif- 
ferent tissues is altered by the action of hormones. If 
this enzyme plays some part in ordinary metabolism the 
amount present would be expected to be the same in both 
sexes, but in 1940 Birkhauser and Zeller 1 showed that the 
livers of female rats contained three to five times more than 
the livers of male rats. Pseudocholinesterase differs from 
the cholinesterase present in the central nervous system, 
which is known as true cholinesterase and which is almost 
certainly concerned with the hydrolysis of acetylcholine. 
Though pseudocholinesterase is able to hydrolyse acetyl- 
choline, this is not likely to be its function, which still 
remains undiscovered. 

Poisoning with carbon tetrachloride reduces the amount 
of pseudocholinesterase in the livers of rats, and similarly 
in liver diseases the amount is low'. The enzyme is also 
present in serum or plasma, and there it is associated with 
the albumin. Administration of oestrogens augments both 
serum cholinesterase and serum albumin. From these 
several observations it seems clear that pseudocholin- 
esterase is produced in the liver 1 and is present in the 
blood. Sawyer and Everett 3 have shown that after 
castration the plasma pseudocholinesterase in the female 
rat falls to 40 % of its initial value, while in the male it 
rises to 50% above its initial value. When pellets of 
oestradiol are implanted in the female the amount of 
pseudocholinesterase in the plasma is trebled, and when 
testosterone is injected into male rats the amount is halved. 
Recently Hawkins, Nishikawara, and Mendel 4 have shown 
that after thyroidectomy the amount of pseudocholin- 
esterase in the plasma of rats rises from a normal value 
of 41 to 97. If thiouracil (which prevents the formation 
of thyroxine by the thyroid gland) is given to rats the 
pseudocholinesterase value rises to 117. On the other band, 
when healthy rats are given thyroxine the pseudocholin- 
esterase value falls below normal to 28. No similar changes 
were found in true cholinesterase values in any of these 
experiments. The biochemical process in which pseudo- 
cholinesterase takes part must be one which is greatly 
augmented or reduced in intensity by the circulating hor- 
mones, and the interesting observations already made will 
stimulate further search for the function of this enzyme. 
The conception that hormones act at least in part by modi- 
fying the production of enzymes in the liver is a new one) 
and further examples of this action are likely to be heard 
of soon. 

1 Heir. ckl~. AOs, 1940. S3, Ji-KX . 

1 Endxrl'rolezr, 1946. 33, 307. 

J. PArrfoL 1947, 143 , 675. 

Erdocrbotczr, 1943, «, 167. 
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TUBERCULOUS MENINGITIS TREATED WITH 
STREPTOMYCIN 

Experience in Scotland 

The interim ‘report of the Streptomycin Subcommittee* of the 
Scottish Scientific Advisory Committee describes how 81 cases 
of tuberculous meningitis were treated at the five Scottish 
streptomycin centres between September, 1947, and May 31, 
1948. The results of treatment were assessed after a minimum, 
survival period of four months (122 days) from the date of 
admission. The diagnosis of tuberculous meningitis was con- 
firmed by isolation of the tubercle bacillus from the cerebro- 
spinal fluid in 77 cases, in 75 of them during life and in two 
at necropsy. The remaining four cases, not bacteriological!)' 
proved, have been included in view of the very strong presump- 
tive evidence of the disease. The series includes a number of 
patients who developed clinical signs of meningitis while under- 
going streptomycin treatment for miliary tuberculosis. Such 
an occurrence might indicate that a “ silent " involvement of 
the meninges had been part of the original miliary spread. 


Results of Treatment after a Minimum of Four Months' Observation 
and Treatment in those who Survived 


Age on 
Admission 

Total 

Admissions 
up to 
May 31, 
1948 

Condition on Sept. 30, 1948 

Dead 1 

Stationary* 

Relapsed 

Deteriorating 

Progressing 

Favourably 

Under 4 years , . j 

4-17 years . . . . 

Over 17 years 

21 (100%) 
36(100%) 
24 (100%) 

13 (62%) 

14 (39%) 

18 (35%) 

3(14%) 

1 (3%) 

1 (4%) 

5 (2450 

21 (58%) ■ 

5 (21%) 

Total 

81 (100%) 

45 (56%) 

5 (6%) 

31 08%) 


The following classification was used in assessing the clinical 
state : Early . — Minimal physical signs ; no neurological signs ; 
not badly confused. Intermediate . — Definite meningeal and 
neurological signs- present ; confused but able to be roused. 
Late . — In coma ; many neurological signs. 


Results According to Clinical Condition on Admission 


Clinical 
Condition 
on Admission 

Total j 
Admissions l 
up to 
May 31, 
1948 

Condition on Sept.*30, 1948 

Dead | 

Stationary' 

Relapsed 

Deteriorating 

Progressing 

Favourably 

Early . . 

intermediate 

Late . . . . 

21 (100%) 
44 (100%) 
16(100%) 

7 (33%) 
24(54%) 

14 (88%) ! 

3 (14%) 

2 (5%) 

0 

11 (53%) 

IS (41%) 
2(12%) 

Total 

81 (100%) 

45(56%) 

5 (6%) 

31 (38%) 


Treatment 

In this series ho case of meningitis responded for any length 
of time to intramuscular streptomycin alone, and in common 
with other workers it was agreed that all cases require strepto- 
mycin by both the intramuscular and the intrathecal routes. 

Intramuscular Therapy . — The daily dose of streptomycin used intra- 
muscularly was 1.5 to 2.0 g. for adults and 20 mg. per pound 
body weight for infants and children. At the beginning of the trial 
this amount was given in four doses at six-hourly intervals, but later 
the interval was lengthened to 12 hours. This lengthened interval 
seemed to be equally effective, since at the end of 12 hours the blood 
level of streptomycin was generally above 0.5 /ig. per 100 ml., 
which svas regarded as adequate. Intramuscular injections were 
usually continued for a period of three months and sometimes longer. 

Intrathecal Therapy . — The scheme of dosage for intrathecal 
streptomycin varied more than that for intramuscular therapy. The 
one most frequently used was a daily intrathecal injection of 100 mg. 
for two or three weeks. This was given continuously or on alternate 
weeks with a rest period intervening; in other cases injections were 
given on alternate days. For children under the age of 12 the 
dose was sometimes reduced to 50 mg. and for those under the age 


*Professor D. M. Dunlop was chairman of this committee, and the 
other members were Professors J. W. S. Blacklock, C. Cameron, 
S- Graham, and.G, L, Montgomery, with Drs. T. Anderson, D. Bell, 
D. G. McIntosh, and J. D. Ross. Dr. I. M. Macgregor was medical 
secretary and Mr. G. Robertson secretary. 


of 3 years to 25 mg. At the end of the initial intensive tfctnpj 
streptomycin was injected into the theca whenever the cerebrospiai! 
fluid was removed for examination. This was usually done cacti 
week for several months. 

The toxic signs observed, roughly in order of their frequency, 
were fever, vertigo, rashes, vomiting, deafness, and nephritic. 
The minimum period of observation was seven months in 52 
of these patients; 20 (38? 0 ) have survived, and 17 (33%) cf 
them are progressing favourably. 

The report concludes by pointing out that the results it 
present are impressive for a disease which formerly was 
universally fatal, but final conclusions in regard to the real 
rate of cure must await an extended period of observation. 


MENTAL HEALTH WORKERS IN CONFERENCE 

FIRST EXPERIENCES OF NEW LEGISLATION 

A conference on mental health was held on March 17 and 18 
in London and attended by delegates from local health and 
education authorities in all parts of the country and by repre- 
sentatives of voluntary- agencies. The summoning body was 
the National Association for Mental Health, whose patron, 
the Duchess of Kent, formally opened the conference, at which 
first experiences of the recent social legislation and its implica- 
tions for mental health were discussed. 

Sir Wilson* Jameson. Chief Medical Officer of the Ministries 
of Health and Education, in an introductory address, spoke of 
the continuing value of voluntary organizations, able and 
willing to experiment and to indicate ways in which the official 
services could profitably develop. He begged mental health 
workers lo address themselves to measures which seemed 
likely to cut down admissions to hospitals or to shorten stay. 
He looked forward to a closer liaison and interchange of staff 
between general and mental hospitals. 

Dr. J. R. Rees, who was president of the International 
Congress on Mental Health held last August, said that recom- 
mendations formulated by the CongTcss had been sent to the 
appropriate United Nations agencies, especially the World 
Health Organization, whose executive at its recent meeting had 
adopted a very large number of them and was proposing a 
considerable budget — about a million dollars — for mental 
health work next year. ^ These recommendations had to ht 
endorsed by the World Health Assembly to be held in Rome 
in June, This progress was the more noteworthy because a 
Urge proportion of the members of the executive of. WHO 
were public health men, and this was the first occasion on 
which, in international public health work at any rate, more 
than lip service had been paid to mental health. 

The State and the Individual 

The discussion on the effect in particular of the National 
Health Service Act was opened by Professor D. R. MacCalman, 
Nuffield Professor of Psychiatry in the University of Leeds, 
The official attitude tow-ards mental health, he said, was still 
over-anxious about care and control, especially’ the control 
of persons of unsound mind. Clinics for the treatment of 
neurosis were too much burdened with minimizing the nuisance 
factor to sodiety of the maladjusted, and child guidance was 
most frequently concerned with behaviour problems, many ol 
which could have been prevented by reasonably good upbring- 
ing and imaginative education. As one who had approached 
the National Health Sendee Act with caution and eves 
scepticism, he acknowledged that the more he had seen of its 
-working — as a member of a regional hospital board and fci 
a short time as a member of an advisory committee in anothet 
region — the more gratitude and admiration he felt for it 
architects. The danger was that the Act might be so inter 
preted and administered that emphasis would be placed her< 
again on methods of care and treatment rather than on the 
-investigation of fundamental causes. For research under the 
National Health Service “ money should be poured out like 
water." It was the one field in which they- should nevei 
economize. He also stressed the harm which might result fron 
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ie State doing too much for the individual. The child whose 
arents lavished on him anxious and indulgent care grew up 
nattractive and unbalanced in character, and there was some 
anger of a too benevolent and over-protective Government 
e\ italizing its citizens. 

These remarks brought to the platform Dr. H. B. Morgan, 
IP-. who said that in former days too much was done for 
;r:ain spoiled citizens in privileged positions in order that 
ley might acquire wealth at the expense of the community, 
he object of the Health Act and the National Assistance and 
isurance Acts was to set up a standard below which the 
-dinary citizen should not be allowed to fall. 

Dr. R. Sessions Hodge said that the research for which 
rofessor MacCalman had pleaded was not necessarily a 
lestion of big battalions ; some of the best research work 
id been done by individuals and small units. He suggested a 
stem of clinical assistantships whereby men in general 
ractice who had the right temperament and personality might 
their local areas work in association with those engaged in 
iychiatry. Dr. J. Stevenson Logan deplored the attitude 
: some sections of the medical profession towards institu- 
analism. They did not fully apprehend what the mental 
Dspitals could now offer, and were not disposed to play their 
irt in securing mental hospital treatment for their patients. 

Psychiatric Social Workers 

Miss Marjorie Brown, psychiatric social worker in the 
epartment of Psychological Medicine, University of Durham, 
id that psychiatric social workers now numbered-330. About 
le-third worked in mental and general hospitals and clinics, 
le-third in child-guidance services, and one-third in other 
irms of mental health work. About 50 students were trained 
ich year. She thought that local health authority psychiatric 
rt-patient clinics, which were points of contact between the 
igional board and the local health authority, should be a 
jcisive, force in the mental hygiene of the future. Only a 
:w of these clinics had been established so far, and there 
ere a large number of unfilled posts, most of them in adult 
ork — a number which, owing to the demands of the Act, 
as increasing. The shortage was partly due to the general 
ck of social workers, but also to competition with other more 
tractive forms of social work and training courses. 

Dr. Wyndham Dantes mentioned the difficulty in obtaining 
lental health staff, particularly in counties like Cornwall, 
hey were now reduced to bargaining for candidates and had 
i compete with the demands for social workers in other fields, 
ven worse, the National Association for. Mental Health had 
ad to close down some of its regional organizations which 
ad been of very great value in recent years. (It was explained 
tat this dosing down of the National Association’s activities 
as in no way a voluntary withdrawal, and that the Associa- 
on had protested and pleaded in vain against such closure.! 
he result was that those at the periphery were left to their 
svn resources. Voluntary associations, of course, were pioneer 
odies and sooner or later must withdraw from the scene, but 
ie time for their withdrawal was not yet. 

Many good points were made by lay speakers in this discus- 
on.- One parer: referred rather resentfully to the health 
orker who, after her week-end leave — parents did not get 
eek-end leave— -called on Monday morning at the home and 
ilked in a rather superior way to the overburdened mother, 
his speaker suggested the recruitment of social workers from 
postgraduate mothers ” — mothers whose children were off 
icir hands, and who could get down to “ kitchen-sink level " 
ith the women they visited. 

Art or Consultation 

The second day of the Conference was devoted to a widely 
inging discussion on the need for understanding of the indivi- 
ual as part of the training and function of doctors, nurses, 
nd teachers. Professor J. C. Spence, Professor of Child 
lealth. University of Durham, said that the doctor needed 
d have a basic, expert, and specialized understanding of the 
idividual if he was to work with success. 

“The real work of a doctor is only faintly realized by many lay 
icople, and I am more disposed to say this now that we see how 


ill designed are some of the plans for its conduct. It is not an 
affair of health centres or public clinics or operating-theatres or 
hospital beds. - These techniques have their place in medicine, but 
they are not medicine. The essential unit of medical practice is the 
occasion when, in the intimacy' of the consulting-room or sick-room, 
a person who is £B, or believes himself to be hi, seeks the ad rice 
of a doctor whom he trusts. This is a consultation, and all else in 
the practice of medidne derives from iL The purpose of a consulta- 
don is that the doctor, having gathered his evidence, shall give 
explanation and advice. . . . The explanation is pursued further 
with what the Greeks call pronoia, which is something more than 
prognosis. It is knowing all about a person without being told. With 
this. the doctor uses his understanding of the individual and of his 
disease to prepare him and his near relatives for the hospital, for the 
technical treatment in the hospital, and for his life after hospital. 

It is not difficult to realize something of the intimacy, the courtesy, 
and the understanding which are required in this work.” 

Some doctors. Professor Spence continued, did not like this - 
way of medicine. They were more interested in things than in 
people, and would find their places in the laboratory field or 
in technical therapeutics. The art of consultation was best 
practised in out-patient departments. In his own hospital con- 
sultations were given by the most experienced members of 
the staff. Two or three students were allowed to watch and 
listen with as much self-effacement as possible. The students 
were told that before explanation and advice could be given to 
a patient they- must make three diagnoses — namely, of the 
disease, of the concept of the disease in the mind of the patient, 
and of the patient’s capacity to understand the explanation 
and follow the advice. With this preliminary explanation 
students were quick to see the significance of consultation, 
and some of them confessed that through these experiences 
they realized for the first time what the practice of medicine 
meant. 

Professor Brian Stanley, Director of the Institute of Educa- 
tion, University of Durham, followed on the same lines from 
the point of view of the teacher, and Miss May Irvine, tutor 
for psychiatric social work at Manchester University, from that 
of the social worker. Miss Opie. of King’s College Hospital, 
remarked that in spite of the shortcomings of the nursing 
profession they did try hard in their educational system to lay 
emphasis on the importance of the individual. In two big 
London hospitals at any rate the nurses were told to give 
welcome and reassurance. Nurses found that it was easy to 
be patient with the patient, but less easy with the patient’s 
relatives. 

Dr. Sawle Thomas, speaking as psychiatrist to a regional 
board, pleaded for an understanding of the doctor by those 
who were responsible for hospital administration. Most, if 
not all, doctors who had achieved positions in administration 
had graduated through years of clinical work, and might be 
expected to have sympathy and respect for the clinician ; but 
this was not always evident, because the doctor who went 
in for administration was perhaps overweighted on the side 
of tidiness, or, it might be, had surrendered to the temptations 
attached to a position of authority. In some of the mental 
hospitals under the old dispensation the staffs were so frustrated 
that all initiative was killed. Autocratic local authorities, too, 
had failed to allow for freedom in carrying out new ideas. In 
working with the National Health Service, however, his experi- 
ence was that these dangers had been avoided. The regional 
hospital board bad delegated its power to management com- 
mittees, and they in their turn to house and advisory- 
committees. and in this way all groups had an opportunity 
of expressing their views and putting forward plans which 
were assured of sympathetic consideration. 

Child Care 

Much was heard during the Conference on the subject of 
child care. Miss P. Armstrong, children’s officer of the East 
Suffolk County Council, spoke of some of the difficulties in 
obtaining foster - homes, and startled the assembly with her 
description of some dubious private schools catering for parents 
(her script said of the wealthy classes, but in reading it she 
altered it to the middle classes) who desired to conceal and be 
relieved of their unwanted children. Dr. Leslie Housden 
referred to the increase in juvenile delinquency, and suggested 
that it was impossible to change the mental attitude of parents 
on a scale wide enough to affect the sum total of mental 
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ill-health in the country, and that the only practicable step was 
to concentrate on the younger generation. Dr. C. O. Stally- 
brass spoke of the need for the nurture and protection of home 
life. Unhappy marriages brought a heavy penalty to the 
partners, but a heavier penalty to the children. 

Finally, Dr. T. C. Graves mentioned the physical factor in 
mental illness. He described the case of a schoolboy aged 16 
whose mental disturbance was at first ascribed to over-study, 
but afterwards he was diagnosed as a schizophrenic and treated 
accordingly. Eventually on physical examination he was found 
to have infective conditions of the nose and throat, with gross 
impaction of wisdom teeth. Within a month of these conditions 
being attended to he had recovered, and his recovery had 
been sustained over a period of fifteen years. Dr. Graves 
pleaded strongly for an integrated medicine. 

The chairmen at the successive sessions were the Rt. Hon. 
R. A. Butler, M.P., Professor A. N. Shimmin, of the University 
of Leeds, and Dr. G. B. Jeffery, director of the University 
of London Institute of Education. 


SOCIAL MEDICINE 

Rockefeller Foundation Director’s Address 

Dr. John B. Grant, the Director for Europe of the International 
Health Division, Rockefeller Foundation, addressed the annual 
meeting of the Institute of Almoners on March 25. The. chair 
was taken by Professor Alan Moncrieff. 

Medicine in all western countries, said Dr. Grant, was moving 
from the individual to the family as the unit. In a sense men 
like Pasteur and Koch had retarded medical development for 
half a century by increasing interest in the minutiae of scientific 
medicine. Only now were we emerging into the broader con- 
ception. Social welfare legislation was a comparatively new 
thing. The first country to introduce family allowances was 
Belgium in 1930, and in the succeeding 20 years 30 countries 
had legislated in that direction. Two forces had been respon- 
sible for the new pattern of health and social welfare legis- 
lation — political forces and advances in scientific knowledge. 

Five non-medical measures were necessary for providing 
adequate health care : (1) legislation for social welfare other 
than medical care, with particular reference to family allow- 
ances, training of the disabled, maternity benefit, and' home 
helps ; (2) a housing policy based on population needs rather 
than rental values ; (3) a national food policy ; (4) provision 
for mental, social, and physical recreation through community 
centres ; and (5) educational measures for the development 
of “ health-consciousness.” To these must be added three 
medical measures: (1) removal of economic barriers to health 
care ; (2) provision of sufficient health personnel properly dis- 
tributed ; and (3) a high degree of technical excellence in both 
personnel and equipment. 

The eventual quality of health care in any community, 
Dr. Grant went on, would be determined at the level of the 
health community centre — not at the hospital. He did hot 
think it was enough to have a health centre as projected in the 
British National Health Service. It must be tied up with a 
community centre. Unfortunately health centres had not 
reached a satisfactory stage experimentally anywhere in the 
world. The first country to investigate what a health centre 
might be was Great Britain — in the report of the late Lord 
Dawson of Penn, published in 1920. He believed ' that that 
report would increasingly be the corner-stone of all health ser- 
vices, whether in England, the United States, or Soviet Russia ; 
yet in 1949 there was not one example of such a health centre 
in England. 

The rapid development of medical technology had brought 
into existence an army of what he called “para-medical 
workers.” Legislation would not provide adequate medical 
care until these para-medical workers were available in suffi- 
cient numbers and their training and supervision were well 
organized. He travelled all over the world in 1945-7 and found 
every country bringing out White Papers, but the only country 
he_ went to where anybody had got down to the subject and' 
said, “ Maybe we will require such and such a number of 
workers,” was Australia. 


Group Practice 

Dr. Grant believed that in future the medical prnctitioi 
would find it increasingly to his advantage to practise in 
group at a centre where he would be provided with all 1 
necessary tools. At present the general practitioner conci 
trated on the relief of pain and the rc-cstablishmcnt of orgai 
function. His responsibility in the future would be to 
establish the functional capacity of the patient in expedati 
of his return to his community as a socially useful persi 
The family rather than the individual would be the unit 
practice. There would be unification of health care in c 
continuous programme from cradle to grave. Teams woi 
be captained by the general practitioner and supported wl 
required by specialists and institutional facilities. The tea 
would be responsible not only for diagnosis and treatment 1 
for the provision of measures for the protection of the in 
vidual and the family against forces which interfered with 
maintenance and development of full mental and physi 
capacity. Social medicine in the sense in which it was kno 
in England was one hundred years old. Virchow and oth 
in Germany nearly a century' ago were doing what Profes: 
Ryle was how doing in this country. The pattern of hea 
services was already clear. Economic barriers to medical c 
would be removed by insurance or taxation. Distribution 
care would be increasingly improved through institutions 
regional areas based ns far as possible on teaching hospit 
integrated with non-teaching hospitals and health centres. 

In conclusion Dr. Grant said that a satisfactory level 
practice of social medicine would depend to a very large deg 
upon the availability of adequate numbers of well-trair 
medical and psychiatric social workers. The immediate pri 
lem was to define the relationship of the social worker 
other workers in the team providing health care from hea 
community centres. 


THE KING’S HEALTH 

Long Convalescence 

The following bulletin was issued on March 30 fr< 
Buckingham Palace: * 

The King continues to make good progress after his rec< 
operation. In order to secure the continuation of the natu 
process of formation of collateral circulation which has be 
encouraged by the operation, we have advised his Majei 
that a prolonged period of convalescence will be necessary. 

Maurice Cassidy. J. R. Learmonth. 

Thomas Dunhill. J. Paterson Ross. 

Horace Evans. John Weir. 

It is understood that this will be the last bulletin to be issu 
for the time being. Others will be issued should occasion arr 
but not regularly. 


A. CANTERBURY COMMEMORATION 

On the afterrioon of June 25, the first day of the Canterbu _ 
Festival, there is to be a service at the cathedral which will take 
the form of a commemoration of the science and art of heal- 
ing. The Dean of Canterbury, Dr. Hewlett Johnson, who pre-. 
sided over a meeting in London at which the arrangements for 
the commemoration were discussed, explained that the occa- 
sion was intended to be not diocesan but national, and indeed 
world-wide, for representatives of medical services in other 
countries would be invited to attend. One whom he very 
much desired to see present would be Dr, Albert Schweitzer. 
So much was owing to the medical services in every land that^ 
the Friends of Canterbury Cathedral wanted to make the ser- 
vice as representative as possible of all branches of medicine 
, and nursing and the sciences allied to them. It was hoped that 
- the procession would include representatives of the Royal Col- 
leges, the universities, and all the services and organizations, 
such as the British Red Cross and Order of St. John, concerned 
with the art of healing. Miss Margaret Babington, who is the 
honorary manager of the Festival, said, that the late Archbishop 
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Lang had left a legacy to the Friends of Canterbury Cathedral 
: tp be used for music and furnishings, a'nd it was proposed to 
i ask a well-known musician to compose an anthem for the 
; sen ice. It was hoped that an eminent medical man would 
; read the lesson and another deliver the address. After the 
i service there would be a performance in the chapter-house of 
: Miss Dorothy Sayers’s play, “The Zeal of Thy House.” 


Reports of Societies 

TREATMENT OF BREAST CANCER 

. American Experience 

Dr. Frank Adair, of the Memorial Hospital, New York, 
; lectured to the Section of Surgery, Royal Society of Medi- 
- cine, on March 23 on “ Surgery, Radiation, and Hormones 
t in the Treatment of Breast Cancer.” He began with an 
, acknowledgment of the value of British work in cancer 
. research. 

. Experience had shown, said Dr. Adair, that to give a 
‘ sufficient dose of x rays to kill breast cancer, using x rays 
: only, was not feasible, owing to the great damage caused to 
' the skin and other tissues. In his work, therefore, x rays had 
' come fo he used only in inoperable cases. He criticized the 
. employment of radiation to cover inadequate surgery. The 
I value of pre-operative x-ray therapy was still in doubt and the 
j results svere not easy to assess ; there was less doubt about the 
‘ value of post-operative irradiation. At the Memorial Hospital 
" patients in whom no involvement of the axillary glands could 
“ be detected microscopically were treated by surgery alone ; 
’ when there was such involvement post-operative x-ray therapy 
' was undertaken. 

The proportion of five-year survivals after radicaTmastectomy, 
when the cancer was limited to the breast, was 74% during the 
period 1934-9 at the Memorial Hospital. During the period 
1940-4 it was 82% and there was a corresponding increase in 
“ cures ” — cases in which there was no trace of cancer after 
five years. It was difficult to estimate the value of post- 
operative irradiation, but he thought it might add 3 to 5% to 
l the survival figure. For any such assessment, of course, they 
had to depend upon comparisons between different clinics, 
. where the techniques might not be identical. 

.1 Turning to hormone therapy, Dr. Adair, after a reference to 
'j the work of British investigators on the oestrogens, referred to 
L a study arranged in America by a subcommittee of the Thera- 
peutic Trials Committee. Supplies of androgen and oestrogen 
had been distributed to about twenty groups of workers who 
3 reported periodically. In his own practice he had been much 
S impressed by the occasional response to the injection of testo- 
sterone, particularly in cases where there were metastases in 
,. bone. Cases of breast cancer treated with testosterone ceased 
j to menstruate for from three to six months, and in those women 
near the menopause this amenorrhoea might be permanent. Of 
21 cases with metastases in bone, 15 showed a significant drop 
in serum calcium during the first three months’ treatment with 
^testosterone. Cases in which there were secondaries in the 

■ "liver, with jaundice, had cleared up temporarily under testo- 

sterone therapy. Large doses of testosterone induced male 
i characteristics, and in that way possibly inhibited further 
v mammary growth. The dosage of testosterone was 100 mg. 
:fl three times a week, given over an indefinite period. Here he 
;:l noted that the age ranges of patients who came up for treat- 
merit for breast cancer showed two peaks, one at about 45 as 

■ S the menopause was approached, and the other at about 60, 
;I when there began to -be no hormones present at all. 

■ f. A “ hormone team ” had been organized at his hospital, 

■ t including clinicians, a chemist and a biochemist, a radio- 
es Iogist, a full-time nurse, and a full-time social worker. 
.;RThe most satisfactory oestrogen was found to be stilboestrol. 

Under the microscope there appeared to be no difference 
between mammary cancer destroyed by oestrogens and that 
; ;i> destroyed by irradiation. In some cases undergoing pro- 
;'.i longed oestrogen therapy no indication of cancer remained. 

Their experience with oestrogen, however, had not been as 
./■ striking as with testosterone. Oestrogen therapy in some cases 
d required months before improvement took place. He looked 


forward to the introduction of new chemical substances having 
the same beneficial effect as the hormones now’ in use but 
without the distressing features which sometimes accompanied 
them. There were approximately .600 chemical compounds 
which should be investigated, and the chemists and the endo- 
crinologists must take the lead in this investigation. He 
believed that the life history of breast cancer had already 
been profoundly modified and that a further great contribution 
might be made during the next few years. 

There was no discussion following the address, but Sir 
Stanford Cade voiced the thanks of the Section. 


ABDOMINAL EMERGENCIES 

A meeting of the Liverpool Medical Institution was held on 
Feb. 3, with the president. Professor Charles Wells, in the 
chair. 

Mr. W. M. Beattie read a paper on a consecutive series of 
59S emergency abdominal operations, performed at Smithdown 
Road Hospital by five surgeons during a period of two years. 
The total mortality was 10.7%. In 347 cases of acute appendi- 
citis the mortality was 2.3% (0.3% in unperforated and 7.6% 
in perforated cases). Diagnostic mistakes were discussed, and 
it was pointed out how often patients who had pain in the 
right iliac fossa only had a normal appendix at operation. 
The mortality of 19% in 67 cases of perforated peptic ulcer 
w’as analysed, and the well-known unfavourable factors of 
advanced age, delay in operation, associated haematemesis, and 
a deranged mental state were stressed. Other figures showed 
that strangulated hernia was a hazard of old age, 60% of the 
75 cases occurring in patients over the age of 60 and 35% in 
patients over the age of 70. 

The number of cases of cholecystitis was limited because 
treatment was conservative whenever possible ; the mortality in 
those who required immediate operation was 62.5%, and the 
average age of the fatal cases was 75. Three cases of pancrea- 
titis and 8 cases of perforated diverticulitis were also described. 
At the same meeting Mr. A. McKie Reid read a short paper 
on some recent advances in ophthalmology. 



Preparations and Appliances 


DIATHERMY PRONG FORCEPS 

Mr. A. Wilfrid Adams, M.S., F.R.C.S., writes: This forceps 
is for use by the surgeon or assistant to seal vessels in sub- 
cutaneous and parietal tissues. In the depths, too, thanks to 
its length, it replaces ligatures of minor vessels, but is to be 
used warily near vulnerable viscera. The point of bleeding 
must be displayed and located exactly and the forceps appfied 
xvith precision. Being angled, the handle does not block the 
view of the tip, which is specially small to concentrate and 



intensify the coagulating current. The instrument acts vicari- 
ously as a tenaculum forceps or aids swabbing in deep recesses 
It is, in the main, a combination of Mollinson’s lonsi! and 
Hey’s diathermy forceps, and I acknowledge my debt t 0 the=e 
inventors as well as to Messrs. Down Bros., who make this 
type of haemostaL 
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Cancer of (he Breast 


Sir,— A nimal experiments show that for carcinoma of the 
breast to develop in the mouse it is necessary that suckling 
should have taken place from a mother or foster-mother 
capable of transmitting a virus-like material known as the 
milk factor. If mice are not so suckled carcinoma of the breast 
does not develop. 

I am anxious to start a long term — very long term— investi- 
gation into this matter in the human subject, and for this 
purpose 1 wish to collect the names and addresses of female 
children or adults of whom it is known that they have never 
suckled at a human breast. Family doctors and obstetricians 
may know of such cases where, because of the death of the 
mother or for other reasons, it can be absolutely guaranteed 
that the child has never consumed milk from a human source. 

Humanized milk ” does not, of course, count.) If, with the 
permission of the appropriate person, doctors would be kind 
enough to forward the name, age, and address of such a child 
or adult, together with the name of her surviving parent or 
guardian in the case of a child, such an investigation could be. 
put into operation. The card or letter should be addressed 
to the Secretary of the Mastitis Clinic, Guy’s Hospital, London, 
S.E.l. It is hoped by this means to collect the names and 
addresses of a large series of females who co.uld not have 
received the human “ milk factor,” if such exists, and the 
investigation would proceed as follows. 

On receipt of the name, the child’s parent or guardian would 
receive the following letter : 


1 Dear 


1 Dr. — 


• has, with your permission, sent me the name of ■ 


who, he assures me, has not been nursed by her mother or by a 
foster-mother. Doctors believe now that such children, when they 
grow up, may be less likely to develop serious disease of the breast 
than other people, and this possibility you might regard as making 
up for the lack of what is otherwise the best method of nursing a' 
baby. Nevertheless it is vitally important that this theory should 
be tested out, and I should be most grateful to yotr for your 
co-operation, which might in the future save many lives. All that 
I shall do is to send you once a year a stamped addressed post-card 
asking you whether there has been a change of address or whether . 

has now left home. When she grows up and leaves home I 

or my successor will keep in touch with her in this way, and after 
explaining to her that we believe that she is less likely to suffer 
from serious breast disease than her friends, ask her whether she will 
teply year by year on an addressed card as to whether she is still- 
free — as we expect — from any trouble in the breast. It is perhaps 
only by finding out these things, which as you will appreciate is 
bound to take many years, that the problem of cancer will eventually 
be solved. 

" If, when grows up, she does not wish to co-operate in this 

matter she can either ignore the post-card, which, after two years 
without a reply, will not be sent again, or she can write and tell us 
not to send her any more, but I hope that she, like you, will feel that 
by helping in this matter she is really doing her bit, and at such small 
cost, to alleviate human suffering and advance knowledge. 

“ Signed .” 


A letter in similar vein, and with appropriate, modifications, 
will be sent to adults. 

I, Sir, can see no other way in which this matter, vital to 
the welfare of the human race, can be settled. That the results 
of this experiment cannot be seen by anyone reading these lines 
makes it all the more important that we should start now, 
and be sure of answering at least one fundamental question 
about human breast cancer by the year 2030. — I am, etc.. 


London, S.E.l. 


H. J. B. Atkins, 

Director of Sutcery. Guy's Hospital. 


Diabetic Coma 

Sir, — In your issue of April 2 (p. 565) Drs. Lee, Naidoo, and 
Torrens compare the treatment of diabetic coma with and 
without the early administration of glucose, and conclude that 
treatment with glucose significantly increases the mortality. 
I cannot agree that their data warrant this conclusion. True, 
the gross mortality in the group of glucose-treated cases is 
40% and in the group of saline-treated cases 11%; but the 


two groups arc not comparable, and when similar cases ai 
abstracted from each group and compared the difTeren; 
disappears. 

It is generally agreed that the prognosis in diabetic coir 
becomes worse with increasing age of the patient, with increasir 
depression of the alkali reserve, and with increasing fall of ti 
blood pressure. In the group of glucose-treated patients, 3 oi 
of the 10 cases arc ovcf 50 years of age; in the group < 
salinc-treatcd only 2 out of 18. The average age of the fat 
cases in the glucose group is 51 years; in the saline grot 
32 years. If wc exclude the patients over 50 years of ace. 
is found that the mortality rates in the two groups are the sam 

The average value for the alkali reserve on admission of tt 
patients who died in the glucose-treated group is 9.S vol. C( 
per 100 ml. ; in the saline group 12 vol. per 100 ml. The ave 
age value for those who recovered in both groups is 14,8 vc 
per 100 ml. In each group them were four patients who 
systolic blood pressure on admission was under 100 mm. H 
and of these one died in each group. In my opinion, then 
fore, the data provided show no difference between the resul 
of the two treatments. 

Nevertheless wc should all agree that the results of treatmei 
of diabetic coma, particularly in the elderly, provide no grounc 
for complacency. That derangements of water and clectrolyi 
metabolism and circulatory collapse arc at least potent fat 
tors in such deaths is generally recognized, and if any metho 
of treatment can be shown to contribute to these it should b 
carefully examined from this point of view. It is known th: 
in dehydration much potassium and phosphorus is lost froi 
the body, that these are derived from the cells, and that wit 
their loss intracellular dehydration occurs. When sugar is bein 
removed from the blood either under the influence of extt 
glucose or insulin — and a fortiori when the two influences at 
combined — a rapid fall of the plasma potassium and phosphori 
occurs, and this in depleted patients may lead to serious symf 
toms. The extent and potential seriousness of potassium an 
phosphorus deficits and associated disturbances in diabeti 
coma have been the subject of a recent investigation by Butle 
et al. (Jrans. Ass. A trier. Phys., 1947, 60, 102). If these vie" 
are correct, then the rapid correction of the disordered carbc 
hydrate metabolism in diabetic coma may precipitate acut 
disturbances in the electrolyte balance of a body alread 
depleted. It is perhaps significant that it is only in respect o 
severc,aud advanced cases of dehydration in diabetic coma tha 
any suggestion has been made that glucose may have a deleted 
ous influence. But the remedy for this state of affairs is no 
to abandon a potent weapon — glucose — for the correction o 
the disordered carbohydrate metabolism, but, as indicated b 
Butler, to provide the surprisingly large amounts of potassium 
phosphorus, and other electrolytes required to remedy tb 
depletion of these substances. — I am, etc., 

London. W.C.l. H. P. HtMSWORTH. 

Height "of Hospital Beds 

Sir,— A s the hospital population grows older, an increasin! 
proportion of my patients fall out of bed or while getting pu 
of bed, blackening their eyes or even' breaking their. bones 
Hospital beds are too high and too mobile for safety and the; 
are commonly placed on well-polished floors. Beds are mad 
high to spare the nurses’ backs, but it should not be beyoni 
the wit of man to devise a cheap bed which could be raistt 
to table level for making and lowered to divan level fo 
sleeping. — I am, etc., 

oxford. L. J. Witts. 

Tumour Agents 

Sir, — I write to ask the following questions because of the 
views expressed by Professor W. E. Gyc (March 26, p. 511) 
Why is he so sure that the agent of the Rous fowl tumoui 
(and other similar tumours) is a particular virus ? What ar< 
the exact implications of his remarks in the concluding para 
graph on the meaning to be attached to the word “ vims ” J 
How exactly (and in detail) does he imagine that the “ agent " 
brings into being the sarcoma cell 7 Is it by virtue of its 
possessing a “carcinogenic potency”?' How does he explait 
the rigid specificity of type in the tumours produced ? Hoff 
in view of this specificity, does it come about that the implanta- 
tion of a mouse carcinoma (presumably caused by a “ specifk 
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Lacto-Calamine 


L acto-calamine presents high-grade colloidal 
calamine of exceptional covering and pro- 
tective power, in a specially evolved lotion base. 
Semi-emollient, it avoids the drying effect of the 
ordinary calamine, yet, being non-greasy, it clings 
without cloying to the normal surface of the skin. 

FOR ROUTINE USE, invaluable against sunburn and 
excessive sunshine and cold, dry winds. 

IN THE NURSERY against chafing and for teething 
rashes. 

IN SKIN CONDITIONS from acne to urticaria calling for a 
mildly stimulating yet soothing application. 

A very present help for hypersensitive skins. 


PACKINGS 
Lacto-Calamine Lotion is 
supplied in 4 cz ■ bottles. It is 
also available in the form of 
Cream (1 cz ■ pots ) and Tal- 
cum Powder ( SprirJ ler tins). 


THB CROOKES LABORATORIES LIMITED . PARK 
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Anacardone (Injection of Nikethamide B.D.H.) 

should be at hand in the surgery and in the 

doctor’s bag ready for immediate use. ■ 
Nikethamide B.D.H. exerts a rapid stimula- 
tory effect on the respiratory and vasomotor 
centres thus raising the depth and rate of 

respiration and improving the blood supply to 

the heart in acute collapse. 

Anacardone is available in ampoules as 
Injection of Nikethamide B.P. and as a 25 per 
cent, solution, flavoured, for oral administration. 

ANACARDONE 

Tn4e Mark 

(INJECTION OF NIKETHAMIDE B.D.H,) 

cfdc xzge end c*hT rclcfsrt tr'emsnrt cn remits: 
MEDIC CL DLTCRTVEXT 

THE BRITISH DRUG HOUSES LTD. LONDOK N.J 
*Phooe: Q?rfcenwtll 3000 ’Grams: Tctradorse Telex London 


4 yf 

terms of “TONIC VALUE 


First and foremost. Mmadex is a children's tonic. It 
takes the short cut toa child's favour with its delightful 
orange tang , . . ensures • patient co-operation ’ right 
from the start. Yet I.Iinadex is a tonic in the truest 
sense of the word It contains the protect! re v.tamms 
A and D not just m nominal amounts bufin therapeutic 
doses; it provides iron to aid formation of healtny 
blood ; and. in addition, the glycerophosphates of cal- 
cium, potassium sodium and manganese, tegetner 
with copper sulphate. K.HJ3 prescriptions are re- 
vealing more and more preference for Minadex . 
and are showing that doctors resins how the same 
qualities that commend Minadex for the vouthful 
patient are just as valuable to gro .vn-ups 1 


in 6 oz. and 
12 oz. bottles 

Eatt- f . i c-.-ct ce — = -: V - A IzCCCtJ \ - D j OXh i. 

lrcrc-i c - —er j-j c iv* UJ Cc'ci -- 1 s'/ee-sp^s — 1 2 V- ; 

fc-K: -—.ext s _ 



GLAXO LABORATORIES LTD , GREcM-ORD, f-iDD^SEX. SY?-n 
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histostab is one of the most satisfactory antidotes 
for histamine now available. 

In the treatment of a wide range of allergic 
"onditions Histostab has few undesirable side- 
effects. It may be given orally, or by injection when 
rapid action is required. It will control allergic 
urticaria and eczema, and will relieve the itching in . 
certain cases of pruritis. It has proved of value in 
cases of sensitivity to Insulin, Liver and Penicillin, 
suppressing the unpleasant effects and allowing 
treatment to be continued. 

As Compound Solution of Histostab it is 
available for nasal and ocular instillation in vaso- 
motor rhinitis and hay fever. 

Histostab Tablets. Bottles of 25 x 0.1 G. tablets. 
Injection of Histostab. Boxes of 6 ampoules of 
2 ml. ( 0.1 G.). 

Solution of Histostab Compound. Bottles of $ fl. oz. 




/T'HE serious disadvantages attending the 
I administration of alkalis in the treatment ol 
the dyspepsias ate now well recogntxed R tetri 
reports, however, ha\e again confirmed that If: 
use of ntuminlum hydroxide obviates the secondary 
rise of ndditv and the danger of 1 alkalosis * vhkfc 
are assod ■ ■ ■ ' ** •’’•■Mment, 

* Alocol * * \ • \ '* * 

hydroxide/ .■ ■ » : * - ■ - « 

ments as a routine (n the tic«w t ■# , ■ 

and conditions associated with hyperchi orhycru. 

' Alocol * neutralizes excess gastric acidity to the 
most favourable degree without provoking the 
danger of * alkalosis/ thus producing a markedlj 
soothing effect on the gastric mucosa, with the 
prompt teUcf of pain and discomfort. 

* A local * is a\ a liable in (he farm of Ponder, Tahiti 
and Cream. 


Complete chemical 
history of * Atocol * 
nith conrlnclnx 
clinical reports and 
supply for trial sent 
free on request. 

A. WANDER Ltd, 
42, Upper Grosvenor 
St . Gross cnor Sq , 
London. W l 


M328 


Powder— 77k normal dose Is \ gramme before crj 
after meals 

Tablets— Each tablet contains Alocol , 0.5 jrt ; 
P. Saceh Alb , 0 4 gnt. ; Cocoa Po*dcr % 0 035 gm .* 
Excipient, qj. The normal dose b 2 t iblcts before 
and »i ft\ r meals. 

Cream— Formula: Alocol 6 0 parts approx ; 
Cbcerh 5 0 parts: Ol. A tenth Pip 0 005 parts; 
Aq. Chlorof. 4 0 parts; AQ. Best, to 100 0 parts 
The normal dose b l (o 3 teaspoorfub bee Keen 
meals and at bed-time. 



Colloidal Hydroxide of Aluminium] 


P ainless 

INTRAMUSCULAR 

INJECTIONS 

e,g. of PENICILLIN, LIVER EXTRACTS, 
ARSENO-BENZOLS, BISMUTH, etc. 

Many, substances create some pain on Intramuscular 
ln[ection. Novutox injected at the same time will 
prevent this pain. » 

Most substances are compatible with Novutox, 
which is also non-destructible to penicillin during 
the time that the latter is undergoing absorption. 

Mixtures with Novutox should he made 
immediately before use ONLY. 


STOSTAB 



Literature and further information gladly 
sent on request to the Medical Department 
BOOTS PURE DRUG CO. LTD. 

NOT TINGHAM, ENGLAND 

SJ5 


NOVUTOX 

S^ty-SteuCiauify 

£aca£ (Xnae&t&etic 

Each cc. of Novutox 2% contains 0 02 gm. ethocalne hcL, 

0 00002 gm. epinephrine and 0.00002 gm. capryl hydro* 
i cuprelnotoxln hd. Ocher strengths of Novutox contain these 

element* (with or without epinephrine) In varying proportion*. 

PHARMACEUTICAL MANUFACTURING CO. LTD. 

THE LABORATORIES. CHELTENHAM. SLOS. 
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virus ") into a mouse can nevertheless bring about a 
sarcomatous transformation of the supporting stroma ? And 
how. especially in view of this last query, does he regard the 
fact that no such agent or virus has so far been found in 
epithelial tumours in spite of intense search for such a body ? 

The reasons for my asking these questions will be found in 
an Article (with references) by myself in the Edinburgh Medical 
Journal (1941, 48, 305). — I am, etc., 

Aberdeen. 1 J. P. McGOWAN. 

Ankylosing Spondylitis 

Sir, — I was sorry to see the suggestion put forward by 
Dr. C. B. Heald (March 26, p. 546) that it is possible to arrest 
spondylitis deformans by 'x-ray treatment given early in the 
course of the disease. I do not believe that this is ever possible, 
but the ’patient (if he is already in his thirties when first 
attacked — an age when the evolution of the condition is 
usually slow) may have to be kept under observation for several 
years before recrudescence of symptoms and extension of the 
physical signs become manifest. 

At St. Thomas’s Hospital all patients found by me to show 
clinical’ signs of subacute sacro-itiac arthritis are treated at 
once by radiotherapy. This has meant that some cases have 
completed the course of x-ray treatment at a time when no 
radiological signs of any disorder were yet discernible. Never- 
theless, within one to two years the other sacro-iliac joint was 
attacked and the typical sclerosis had now appeared on the 
radiograph of the joint first affected. 

It is obviously impossible to start treatment earlier than 
during the clinical and pre-radiological stage of sacro-iliac 
invasion. Failure to arrest the disease even in such favourable 
circumstances shows that x-ray therapy, however effective it 
proves in abolishing pain (at times for several years), is pallia- 
tive, not curative. — I am, etc., 

London. W.l. JAMES CYRIAX. 

Sir,— D r. C. B. Heald (March 26, p. 546) raises several most 
interesting points. He lays stress on the value of early x-ray 
examination of the sacro-iliac joints and suggests that more 
frequent early examination of these joints would lead fre- 
quently to a much-needed earlier diagnosis in this condition. 
This is very true. But apart from radiological diagnosis it 
is amazing how long such patients can suffer, openly and 
obviously, from ankylosing spondylitis and still escape the 
notice of the clinician whose eye is only open to diseases 
of more popular systems. 

The most obvious cases are missed frequently in busy out- 
patient departments even though the complaint that took that 
patient to hospital may have been directly due to spondylitis. 
The following history is by no means unusual. 

A man, now aged 56 years, suffered his first symptoms while in 
the trenches in 1916 at the age of 22. He experienced great pain 
in the buttocks, the right more than the left, which greatly inter- 
fered with his walking. Alternating “ sciatic ” pains and stiffness 
and pain in the left shoulder further incapacitated him. He received 
little sympathy and no treatment. The condition worsening, he was 
finally discharged from the Army as a man of poor moral fibre. 
From that time on relapse and remission alternated, though the 

' latter never lasted longer than three months at a time. ■ Any change 
of weather upset him ; usually the cold suited him better than the 
heat. His spine gradually became flexed, his chest sunken, and his 
abdomen lax and atonic. Feelings ** as though bands were pulling 
tight round the chest 11 became a major symptom. At no time were 
peripheral joints affected. He attended hospital several times and 
was seen in 1947 in a general medical out-patient department of a 
teaching hospital, where notes read that he was complaining of tight 
feelings round the chest, that his chest expansion at nipple level 
was only 1 in. (2.5 cm.), and that he was suffering from bronchitis 
and emphysema. On Nov. 30, 194S. 32 years after his first symptoms, 
the correct diagnosis was first made in a case so obvious that it 
could have been diagnosed across the Horse Guards Parade. 

i- Such a history is not unusual. But no clinician who will not 
notice the obvious will bother to order a skiagram of the 
sacro-iliac joints. Ankylosing spondylitis is a condition that 
is often just not considered in the differential diagnosis of 
exertional dyspnoea, transient or persistent backache, alternat- 
ing sciatic pains, sternal pains and tenderness, or even pyrexia 
of unknown origin. In our ex-Servicc patients the average 
time between onset of symptoms and correct diagnosis is 2 years 


11 months; in our civilian cases it is nearer three times that 
figure. Yet few patients give such typical histories or show 
such obvious physical signs. — I am, etc., 

London. W.l. F. DUDLEY HART. 


Sir, — The enthusiasm of your correspondent. Dr. C. B. Heald 
(March 26, p. 546), for the early diagnosis and x-ray treatment 
of ankylosing spondylitis needs tempering. If he consults the 
literature of the disease, which comprises some hundreds of 
papers, he will discover that success was usually claimed in the 
treatment of early cases before x-ray therapy became popu- 
lar ,- ‘ * He will also find that there is no evidence that deep 
x-ray therapy arrests the disease, though it does appear to 
relieve the pain, at least temporarily, in most cases. 

That the sacro-iliac joints should be studied for early diag- 
nosis has been advocated for at least twenty years.’ * Buckley’ 
jvas the first worker in this country to draw attention to the 
early changes in the sacro-iliac joints. Dr. Heald refers to 
“ this crippling disease ” which affects the “ most normal 
healthy physiques.” These two ideas were popularized in 
Gilbert Scott’s monograph,’ which in my opinion contains many 
other unsubstantiated statements. Only some 10 to 20% of 
patients seen in general hospital practice can be described as 
“cripples,” and the disease affects people of most diverse 
physiques. 

If we had a cure for the disease and money to spare, Dr. 
Heald suggested mass miniature radiography of the sacro-iliac 
joints of young adults might be worth while. As it is, we 
cannot afford to deal with the far graver matter of pulmonary 
tuberculosis. Dr. Heald speaks of the x-ray changes being 
“ so diagnostically significant” Personally, in studying large 
films of the sacro-iliac joints of patients’ relatives who have 
suggestive symptoms (such as the pre-spondylitic thigh pains 
described by Davies-Colley in 1885*), using the radiographs of 
some 40 normal students as controls, I often find it difficult to 
decide whether the appearances are significant or not. 

Finally, Dr. Heald approves of a skin dose of 2,500 r. 
I doubt whether one is ever justified in irradiating the sacro- 
iliac joints of a young woman with such a dose unless harm- 
ful effects on the ovaries can be avoided with certaintv. — 
I am, etc., 


Bristol. 


S: k ! 
K-r!’s. \V. , 
Sin*- ", J 
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Obstetrics in Great Britain and Ireland 

. Sir, — The statement of Dr. Bethel Solomons (March 26, 
P- 545) “ that from an obstetrical point of view’ we consider 
that Great Britain and Ireland are one ” is so completely at 
variance with the facts that I cannot let it pass without the 
strongest protesL As an ex-assistant-master of the National 
Maternity Hospital, Dublin, I know that the practice of 
obstetrics in relation to such matters as (1) so-called thera- 
peutic abortion, (2) craniotomy, and (3) sterilization is the 
direct contrary to that oblaining in many centres in rhis country. 
Convinced as I am from the medical point of view — apart 
altogether from ethics — that such operations are not necessary 
in the best interests of patients, I feel that the practice of 
obstetrics in England would be greatly improved by the adop- 
tion of the Irish practice in relation to these various matters. 
However, the point is that these fundamental differences in the 
practice of obstetrics in England and Ireland do exist, and no 
one knows this fact better than Dr. Solomons; therefore his 
statement quoted at the outset of this letter is misleading and 
gives a WTong impression of obstetrics as practised in Ireland. 
— I am, etc., 

ssctscie. Tim 'Boland. 

Fulminating Meningococcal Septicaemia - 

Sir,— I was interested in the article by Drs. P. Turner and 
R* Y. Dent on fulminating meningococcal septicaemia 
(March 26, p. 524), more especially because I recorded findings 
m a series of 173 cases of meningococcal infection occurring 
in a recruiting depot in East Africa.’ 
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Owing to the fact that we were dealing with African natives 
we had to rely upon examination of the conjunctivae 'for the 
presence of petechiae. Of the whole series, 78 (45%) presented 
this sign, many of them before meningism supervened. These 
latter suffered, as Drs. Turner and Dent describe, from collapse 
associated with rise of temperature and rapid feeble pulse ; a 
number of them also had loose incontinent stools, which was 
a bad prognostic sign. Penicillin was not yet available, and 
I was unaware of the value of adrenal cortical extract, but all 
cases were immediately put on sulphonamide as a routine. 
There were 25 deaths (14.5%) in all — 21 of the patients dying 
on the day of admission. 

The mortality rate threw some light on the value of petechiae 
as a prognostic sign. The figures for this series were t total 
number of cases with petechiae 78, deaths 25 (32%) ; total 
number where no petechiae were observed (all verified cases by 
lumbar puncture) 95, deaths nil. 

It may be of interest to mention that two cases in the series 
had persistent meningism with turbid C.S.F. for several weeks. 
Both cases made uneventful recoveries soon after the intra- 
venous injection of T.A.B. (100 million), followed by a 
200-million dose two days later. — I am, etc., 

Kirkby-in-Ashfield. Notts. b D. DURANCE. 

Reference 

1 J.R. Army med. Cps, 1945, 84, 280. 

Fibrositis 

Sir, — S urely Dr. J. H. Young (March 19, p. 499) is right. 
No one need doubt that Stockman and Steinberg demonstrated 
small areas of polymorphonuclear infiltration in incised fibrous 
tissue ; also no one doubts that Copeman and Ackerman, when 
dissecting the lumbar muscles of subjects selected at random, 
really found fatty lobules there. The question is not, Are 
these findings factual ? but. Are they relevant ? 

It is futile to examine the myofascial tissues for evidence 
of the cause of the disorder unless previous clinical examination 
has shown that the fault lies in those tissues. Since clinical 
examination on accepted lines shows that patients with condi- 
tions called “fibrositis” are in fact suffering from articular 
disorders, examination of the myofascial tissues is pointless. 
However many little patches of inflammation or fatty lobules 

y be found, these must not be thought to represent signifi- 

■it deviations from the normal. Still less can they be 

garded as in any way causative of the patient’s symptoms. 
Careful clinical examination must point to the structure at 
fault, which structure should then be examined for the nature 
of the ‘lesion. — I am, etc., 

Rtckraanswonh. Hens M. C. WOODHOUSE. 

Whither Tuberculosis 7 

Sir. — There have been numerous letters in the Journal on 
this subject, but so far the question of its prevention and con- 
trol does not appear to have been stressed. TJie real aim of 
the profession must be the control and prevention of this foul 
disease. 

About 1930 it was definitely shown in the U.S.A. that 
tuberculosis of bovine origin could be prevented by the eradica- 
tion of tuberculosis in cattle and the pasteurization of milk. 
At that time some 2,000 persons, mainly infants, were killed 
each year by that form of tuberculosis in this country. If 
the profession had then insisted on the eradication of tuber- 
culous cattle we should not have to-day some 1,500 deaths 
each year from this form of tuberculosis. Since 1930 only 
16% of our herds have, been certified free from tuberculosis. 
To prevent human tuberculosis of bovine origin we must 
insist on the complete eradication of tuberculous cattle so 
that there will be no living germs of tuberculosis in the milk ; 
and then, if it is considered necessary, pasteurize the milk to 
make it doubly safe. 

For the control and prevention of tuberculosis we must know 
who has been infected and who has so far escaped infection. 
This is most necessary, as at 20 years of age 80-85% of our 
population is said to have been infe'eted. The only way to 
learn the truth about infection is by the tuberculin test, which 
is reliable in over 95% of persons tested. 


Some really effective chemotherapeutic agent must be found 
that will kill the tubercle bacillus in the human body, and if 
used as soon as infection has been discovered, and before it 
has developed into a case of clinical tuberculosis, we shall 
be nearer our aim of controlling this disease. 

Those persons who are still found to be free from infection 
urgently need protection, and B.C.G. should be made available 
for these cases. These two methods would save the spending 
of hundreds of millions on our sanatoria. 

The public should be given the following information about 
our sanatoria : (1) How many beds were available in 1948. 
(2) How many patients were treated in those, beds during 
1948. (3) How many of these patients were discharged in 

1948 with the disease “arrested." Has any record been kept 
of the fate of these “arrested''’ cases after their discharge, and, 
if so, with what result ? (4) Were any patients discharged in 
1948 with the disease definitely “cured”? If so, how many 
have been cured ? (5) What was the cost of this sanatorium 

service in 1948 ? 

The publication of the above facts would show the value 
of this sanatorium service and raise the question. Can we to-day 
afford it ? — I am, etc., 

Itchinsficld. Sussex. SYDNEY GORDON TlPPETT. 

Trilenc as an Analgesic in Labour 

Sir, — With the recent focus both in Parliament and in the 
Press on analgesia in childbirth. I think that the lay public 
should have a note of warning sounded in their ears. The 
hysteria among the members of committees, both male and 
female, is almost akin to that aroused by the word 
“ vivisection.” 

Gas-and-air analgesia is extremely safe, is employed in mv 
unit, and its use taught to midwives. On the other haiid, the 
indiscriminate use of inhalation analgesia with the less safe 
“ trilene ” is not unattended by risk. In the last six months 1 
have had cognizance of two maternal deaths in which trilene 
has been used — in one case as an anaesthetic and in the other 
as an analgesic. 

There has -been considerable correspondence recently ex- 
pressing the view that trilenc should be used by midwives in 
the same way as the Minnitt apparatus. I feel that the findings 
of the committee who made a recent report for the Royal 
College of Obstetricians and Gynaecologists should be viewed 
with considerable respect. These are the deliberations of 
intelligent and senior men, and, while the gas-and-air apparatus 
is the safest form of inhalation analgesia, I feel that the indis- 
criminate use of trilene, both as an analgesic and as an anaes- 
thetic in domiciliary midwifery and minor surgery, should be 
very seriously investigated. 

It is not unknown for practitioners to give one of these s el f- 
administering apparatuses to a patient and leave her with it. 
entirely alone — an extremely dangerous practice. Finally', to 
stress the danger of trilene, I have knowledge of four cases 
within the last tw'elve months in which death has been 
associated with trilene as an anaesthetic. — I am, etc.. 

In ine, ASTShirc. RICHARD DE SOLDENHOFF. 

Pain in Childbirth 

Sir, — I was very interested to read the report of the Medical 
Women’s Federation on “ Pain in Childbirth ” ( Journal , Feb. 26, 
p. 333). As a woman doctor with two small children I have 
had the interesting experience of having had the first in England 
in 1946 and the second in 1948 in America, where analgesics 
in childbirth are more extensively used. 

Having given a good deal of time and thought to the problem 
of muscle control and relaxation I approached my first con- 
finement with an open mind. The labour, however, proved 
to be excessively painful, and little relief was obtained from 
either pethidine or nitrous oxide, though “ trilene ” inhalations 
did give a measure of relief. 

In comparison, the second confinement was a pleasure. Four 
hours after labour started 1 had a dose of barbiturates sufficient 
to cause me to doze almost painlessly through the second and 
third stages. The infant was born healthy and strong, and 
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"as unaffected by the drugs. I "-as well and got up two 
days later. 

You suggest that the reactions of the medical mothers may 
have been abnormal. I do not think so. With their knowledge 
one would expect them to have a more normal approach to 
labour than women who have not studied its mechanism. A 
number of non-medical women have said how painful their 
labours have been and how little relief has been given. 

Let it be recognized that for the majority of women labour 
n painful, if not an agony, and, unless- there be contra- 
r aications, the benefits of science should be given to those 
s' ho wish it. — I am, etc., 

Famham Royal. Bucks. MaRY HeREORD. 

Marriage Neurosis 

Sir. — It must be in the experience of other psychotherapists 
as well as myself to discover in the course of analysis that 
they are treating the wrong member of a married couple. The 
one who has been sent for treatment proves to be a more 
stable and worth-while personality than the one who remains 
aloof. Such a state of things might well be called the marriage 
neurosis, although the patient readily falls into the category’ 
of one or other of the anxiety states. 

I think it worth while to call attention to this, since it is 
easily overlooked if any short cut in therapy is being attempted. 
The patient, almost always a woman, is extremely likely to 
make mental reservations "hen asked to talk of everything 
which comes into her head, and', since so much material 
relevant to her anxiety or guilt complex is produced, it may 
be easy to take at its face value her assertion that all is well 
with her marriage. A few illustrative cases will make my 
meaning clear : 

A woman was sent for treatment because she had attempted 
suicide. Her husband refused to come and discuss the situation, 
and she took all the blame on herself for domestic incompatibility. 
A few months later he blatantly paraded another woman, and in . 
many ways showed himself to be almost totally devoid of moral 
responsibility. In another case the woman had an obsessional fear 
of harming her children. It became apparent that in addition to the 
usual determinants she had a husband who, although a ” decent 
chap,” was decidedly immature and emotionally a drain on her. 
Another case was a woman who had been driven all her life by an 
intolerant super-ego, but who had made adequate adjustments and 
had a successful career until she married. She then broke down 
with a guilt complex. Her husband proved non-cooperative, but 
his' history and the story of their married life show him to be victim 
of a possessive mother and quite unable to accept the responsibilities 
of a married man. 

All these women had in common a very high ideal of what 
a marriage partnership should be, and their breakdown, though 
determined by the usual childhood experiences, was precipitated 
or aggravated by an unwillingness to face the fact that their 
marriage was proving a failure. Once they were brought to 
overcome the sense of disloyalty they felt in criticizing their 
husbands they found relief in facing the realities of the 
situation. My last illustration is somewhat different : 

The woman was sent to me because in five years of married life 
the marriage had never been consummated. The reason given was 
her fear both of intercourse and of pregnancy, amounting to a 
phobia. A very few talks succeeded in clearing this up. Her 
phobia was based on sexual ignorance and childish fantasies. After 
three or four talks she left me as eager as any young bride. Nothing 
happened, however. Her husband still remained aloof, and It proved 
that all he wanted in marriage was the comfort of a home and a 
wife who was a substitute for a mother ; and he was not prepared 
to face the disruption of his life which the advent of a child would 
cause. 

Other men can no doubt quote parallel cases from their 
own practices, but my further reason for calling attention to 
them is that in three of the cases E.C.T. bad been recommended 
as the appropriate treatment, and one of them actually had a 
course of ten shocks, with devastating effect to her morale and 
a worsening of her symptoms. The serious thing is that the 
advocates of E.C.T. made no attempt to understand the cases, 
and thus were turning their backs on all we have learned about 
the origins and meaning of neurosis during the last fifty years. 
1 find myself daily appalled by the cases which come under 
my notice in which shock therapy has been the first, instead 


of the last, resort. In properly selected cases it has value, but 
used as indiscriminately as appears to be becoming more com- 
monly the case it ceases to be a scientific procedure and is 
equivalent to “Let’s shake the nonsense out of her.” When 
it is seriously suggested, in cases like the above, that after a 
failure of E.C.T. Ieucotomy is the next step I begin to despair 
of psychiatry. — I am, etc., 

Binninrham. R. MACDONALD LaDELL. 

Aftercare of the Hospital Patient 

Sir, — D r. J. Greenwood Wilson (March 19, p. 502) tends to 
adopt the attitude so often displayed by those outside the two 
professions concerned who discuss what they seem to regard 
as the rival functions of health visitors and almoners. With 
regard to the Cardiff scheme for the follow-up of diabetic 
patients Dr. Wilson says he “ would take leave to doubt the 
ability of almoners anywhere to undertake some important 
aspects of the work ” — i.e., the technical instruction. Almoners 
themselves would be the first to agree with him. They, how- 
ever, would not agree that their own specialized training, 
following the social science course, means that they in any way 
duplicate the visit of a health visitor “just for social case- 
work.” The health visitor and the almoner, in visiting a patient 
in his or her own home, do so for different reasons, each 
fundamentally bound up with the separate and complementary 
functions they seek to perform. 

Earlier in the letter Dr. Wilson actually goes right to the 
root of the matter when he says, “ There is no conflict between 
health visitors and hospital almoners in Cardiff.” I submit that 
in principle there never need be conflict nor overlapping of 
function. In effect, there very seldom is where members of the 
two professions are allowed to work together for the good of 
the patient without third-party interference. — I am, etc., 

M. Steel. 

London. W.C.I. Sncretaiv. The Inshrate of Alraonen. 

Treatment of Varicose Veins 

Sir,— Dr. H. M. Hanschell (March 19, p. 500) makes a 
scathing attack on the use of sclerosants in the treatment of 
varices. He says that varicose veins left alone carry no 
mortality, whereas injection with or without ligation may be 
fatal. “Who dares counter with the sop that varicose veins 
may become so harsh an affliction of man's estate on earth 
as to warrant the risk of death in seeking relief ? ” My reply 
to his question is that I do, and herewith venture to make a 
few comments. 

First, it is not true that varicose veins left alone carry no 
mortality. Embolism from untreated varices is on record, and 
the fact that they are a “ harsh affliction ” has been and still is 
recognized by those dealing with the condition. Two hundred 
years ago Sir Everard Home tells us, “ No surgical complaint 
incident to the soldier has deprived His Majesty’s Services of 
so many men as that of ulceration of the leg.” Again, Birger 
in 1941 states that in Sweden leg ulcers are a greater cause 
of disability than both tuberculosis of bones and joints and 
of diabetes put together. Again, I have called attention to the 
fact that 10% of the admissions to the E.MS. hospitals during 
the war consisted of varicose veins and their complications. 
Confirmation of the “harshness" of the affliction may be 
obtained by a very short visit to any varicose clinic, where 
stinking sloughing ulcers associated with oedematous and 
painful limbs speak for themselves. 

Although the conservative treatment of varices is commend- 
able, active treatment with all the weapons at our disposal is 
essential in many cases. Sclerosants are a valuable proven 
adjunct in the destruction of the varix. The mortality 
occasioned by their proper use is infinitesimal, and thp “ risk 
of death " to which Dr. Hanschell refers may virtually be 
disregarded. I claim that nothing but harm can be done by 
Dr. Hansehell's reference to sclerosants being dangerous and 
useless and by his statement that they are used with incomplete 
knowledge, lack of controls, and without a proper follow-up. 
Such accusations cannot be made against any properly run 
clinic. 

It is of interest to note that one of the many makers of a 
popular sclerosant tells me that he supplies over 1,000 litres 
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of this substance annually. This fact emphasizes the wide- 
spread acceptance of the value of these substances. I personally 
have used sclerosants for nearly- a quarter of a century, and, 
whilst appreciating their limitations and the care necessary in 
their use, can but deprecate this attack on such a valuable 
weapon. 

Dr. Hanscbell’s alternative to sclerosants apparently consists 
in multiple incisions running the length of the varix together 
with the evulsion and resection of portions of the vein. Tins 
treatment was well described by Celsus in A.d. 53 and practised 
by Galen some 200 years later. Since that time it has been 
revived and given up by various operators throughout the 
centuries. Dr. Hanschell says, “ If the whole vein is extirpated 
there is, of course, no recurrence.” An inspection qf the 
anatomical ramifications of the superficial venous system 
should be adequate to convince any operator of the optimism 
of this statement. 

However, all discussion regarding this fascinating subject of 
varices is of value, since it serves to bring out its great import- 
ance. I submit that sclerosants should be used with care and 
that their dosage may be further diminished in operative work 
by a proper prior scarification of the venous intima. Again, 
a special limitation of dosage should occur in all those cases 
presenting a previous history of deep-vein thrombophlebitis, 
since in such cases the intima of the deep vein may be sensitized 
to the effect of sclerosants. Given these and other precautions, 
the sclerosant is an essential and safe part of modern everyday 
varicose therapy.— I am, etc., 

London, \V 1 R. ROWDEN FOOTE. 


Brachial-plexus Block Analgesia 

Sir, — Dr. J. V. Fiddian’s article, “ Simultaneous Embolism 
in Both Arms ” (March 19. p. 4S0), raises an interesting 
question from the anaesthetist's point of view. The author 
states that he exposed the site of embolism in the right axillary 
artery (presumably the third part) under brachial-plexus block 
analgesia. 

The incision in the conventional approach to the third part 
.of the axillary artery is made through an area of skin mainly 

■ervated by the 'intercostobrachial nerve (J2 and T3), and 

nly to a lesser degree by the medial cutaneous nerve of the 
arm from the medial cord of the brachial plexus. According 
to anatomical textbooks the latter may be entirely absent. 

Dr. Fiddian does not mention any additional anaesthesia or 
analgesia having been employed, and it would be interesting to 
know whether he was indeed able to perform the operation 
under brachial-plexus block alone, which, on purely anatomical 
grounds, would appear to be doubtful. — I am, etc., 

Hull. Gordon M. Wyant. 

The Mind and the Skin 

Sir, — In his excellent article, “ The Mind and the Skin " 
(March 19, p. 472), Dr. I. B. Sneddon states that he does not 
agree with psychiatrists that irritation of the anus and vulva 
always has some deep, dark, sexual significance, but .acknow- 
ledges that trivial infection, tears in the mucosa, etc., may start 
a pruritus if the individual is at the time facing some conflict. 

He then describes two cases by way of illustration, both of 
which have an obvious sexual basis. In the first, an obsessional, 
ultra-clean man gave a detailed description of his anus and 
perineum “ which showed that he had been studying the matter 
closely ” ; and in the second, an attractive and well-dressed 
woman aged 36 developed pruritus when she discovered that 
her husband had been unfaithful to her. 

Few experienced psychiatrists insist that irritation of the anus 
and vulva “always" has some deep sexual significance, but 
many, however, would agree that a certain number of pruritus 
cases have that significance, and certainly would not consider 
the two cases quoted by Dr. Sneddon as -evidence to the 
contrary. 

Dr. Sneddon suggests that even with expert psychiatric treat- 
ment, such as analysis, succ'ess is unusual in cases of pruritus in 
those who derive some erotic pleasure from scratching, the 
psychiatric explanation of which, according to Dr. Sneddon, is 


a form of masturbation. This is 'an unscientific and undul 
despairing observation, which one would not expect from sue 
an experienced and psychologically minded dermatologist : 
Dr. Sneddon. Even those of us who arc not psycho-analys 
will not agree that it is difficult to convert erotic scratchir 
into pruritus-free masturbation. — I am, etc., 

London, W.l. ELLIS STUNGO. 

Yearly Rc-cxaminntion by Mass Radiography . 

Sir, — It has now been possible to analyse the results of tl 
1948 visit to the factory group whose yearly rc-examinatic 
by mass miniature radiography was reported in the Joum 
of April 10, 1948 (p. 689). This analysis is shown in tf 
following table. While the incidence among new employe' 
(Group 00) remains the same as for the general populatio 
that for employees with a normal miniature film at the pr 
vious survey (Group EX) continues to be about one-third i 
this figure. Group EO contains those persons employed bi 
not fluorogTaphed at the previous visit. The volunteer respon; 
had risen to 80%. 


Group 

No. 

Examined 

1 

Observation 

Cases 

Treatment 

Cases 

Total 
(O +T) 

Pcrcentact 

EX 

1,351 

3 

2 

5 

04 

EO 

476 

4 

T 

5 

1-05 

OO 

366 

• 5 

0 

5 

1-4 

Total . . 

2,193 

12 

3 

15 

0-7 


All cases were minimal in extent, with the exception of or 
of the treatment cases in Group EX. This was a girl, aged 2 
who had had symptoms for six months. She had moderate! 
advanced disease with a cavity in her left lung. In additioi 
one known case was found to have relapsed. 

These figures appear to reaffirm the value of the year! 
re-examination of such groups. — I am, etc., 

Denham. Bucks. \y. PoiNTON DlCK. 


B.C.G. Vaccination in Finland 

Sir, — In a recent publication Professor Sevcri Savonen* hr 
given an account of B.C.G. vaccination in Finland since l 
introduction there in 1941. In 1942 a total of 2,500 tuberculir 
negative persons were thus vaccinated, whereas in 1947 as man 
as 61,200 persons were thus treated. Early in 194S the Finnis 
National Association for Combating Tuberculosis (which ha 
been responsible for B.C.G. vaccination in Finland all th 
time) entered on a campaign of mass vaccination of ever 
tuberculin-negative person between the ages of 15 and 2 
years. 

This campaign was preceded by the despatch of a persons 
letter, accompanied by an informative leaflet, to everyone c 
the above age. The recipients of these letters were requeste 
to present themselves for tuberculin testing and, in the even 
of their being tuberculin-negative, for B.C.G. vaccination. Th 
association put 21 nurses at the service of this campaign, am 
it was only nurses who undertook this vaccination. By th 
end of September, 1948, this campaign had been successful! 
brought to an end in more than 350 of the some 480 adminis 
trative rural districts in Finland. About 30% of the Finns o 
the above-mentioned age were found to be tuberculin-negative 
The association’s plan of campaign for 1949 is to vaccinati 
every tuberculin-negative ’ person in Finland between thi 
ages of 0 and 15 years. It is the ultimate ambition of th 
association to ensure that everyone in Finland is tuberculin 
positive. - 

The tuberculin testing in Finland is being carried out as : 
modification of the method described in 1929 by the Italian 
Bruno Trambusti. The B C.G. vaccine is flown by air mai 
once a week from Gothenburg to Finland, and the tuberculin is 
supplied in the form of old tuberculin by the State Serum 
Institute in Copenhagen. — I am, etc., - 1 

SiianttiEd. WiEtw, v. . Claude Fillings ton. 

Reference 

1 Kvskr . Svcnsk. Nat. Fdren . Tubtrk „ 1948 , 4, 54 . 
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; POINTS FROM LETTERS 

- \nnlgesia in Childbirth 

- Dr. O. Caiger Smith (Nottingham) writes : In view of the popular 
and parliamentary interest in the matter of analgesia in childbirth it 
is surprising that one simple apparatus, already existing primarily 

3 tor this purpose, has not received more mention. The Young- 
Simp^on inhaler is scarcely mentioned in the books and is rarely 
described. Consisting of a Woulfe’s bottle, a rubber tube, and a 
face-mask with a variable outlet valve, it delivers to the patient an 
amount of analgesic commensurate with the amount of pain. Air 
: is drawn through the long metal tube of the Woulfe’s bottle, through 

- 'he anaesthetic, through the short metal tube via the rubber tube 
\ to the face-mask. Expired gases pass without obstruction through 
; the simple valve on the face-mask. The valve is so arranged that 
\ gentle breathing prevents it from working and pure air only is drawn 

m. The effect of all this is that severe pain induces a deep breath 
“ and provides the patient with a relatively large amount of analgesic 
: at once, while a lesser breath, induced by a lesser pain, draws over 
a lesser amount of analgesic. The pain centre makes direct arrange- 
ments with the respiratory centre. “ Trilene ” is the anaesthetic of 

- choice' at the moment and suits this apparatus very well, though I 
have had no trouble with chloroform. The apparatus is light and 
portable, and has an additional advantage over the N,0 machines 

- in that the reserve supplies of anaesthetic can be easily seen, so that 
there is no danger of the drug running out in the height of battle. 

: I have had no trouble in teaching the use of this apparatus to mid- 
wives in a few minutes, and many have wondered why it is not more 
universally used. I have employed il myself for twelve years to the 
i great satisfaction of patients and myself. The two important rules 
to ensure absolute safety and effectiveness are : (1) Do not put more 
than about one inch of trilene in the Woulfe’s bottle, and (2) Make 
sure that the patient has the mask sufficiently firmly applied so that 
on inspiration air is heard bubbling through the Woulfe’s bottle. 
A loose application to the face means little or no analgesia. 

' Child Welfare in Africa 

Dr. J. O. Shircore (Fort Johnston, Nyasaland) writes : Mr. Norman 
Emblin’s paper entitled “ 5,000 Consecutive Deliveries without a 
: Maternal Death due to Pregnancy ” (Feb. 12, p. 260) is a splendid 
example of what can be achieved by thorough organization and 
administration. It may not, however, be out of place — especially as 
l African affairs are now’ to the forefront — to refer those interested to 
the Tanganyika Territory Annual Medical Report of 1928 (pp. 105— 
115), in which detailed statistics are given. In this connexion a 
paragraph from a “ Memorandum on the Improvement of Physique 
of the Native ” by the director of medical services of the day (1930) 
1 refers to that report as follows : “ The death rate for the first ten 
days of life at the Kahama Clinic, at which 1,129 children were 
l bom during 1928, was less than 30 per 1,000.” Miss Allardes, 
nursing sister and health visitor, later matron of the nursing service, 
w’as in charge, and she, together with a staff of six African female 
j assistants trained by her, dealt with the whole of that number in the 
year. The Kahama Clinic was situated at a small district head- 

* quarters 80 miles north of Tabora and 35 miles directly west of the 
; Tabora-Mwanza railway, on a road frequently cut off during the 

* rainy season — ‘‘out in the blue.” 

. Vitamin A for Iridocyclitis 

, Dr. Dorothy Matthews (Johannesburg) writes: During the past 
, four years I have had four attacks of iridocyclitis. These w’ere 
] apparently precipitated by periods of over-work, and no source of 
^ infection was found to account for them. The first attack lasted 
~ about two months^ but the next two were shorter. Sulphonamides 
and penicillin seemed to have helped a little in these two; during 
the first only local heat, atropine, and analgesics were used — morphine 
! * being necessary for the worst part of the attack. The last bout 
. occurred just over two months ago. I wondered if it might have 
j a dietetic origin, as I dislike fats in general. I took 350,000 units of 
vitamin A orally immediately, and 60,000 b.d. for the following three 
days. Within 24 hours of the first dose there was marked improve- 
‘ ment. I had inserted no atropine, and the photophobia had gone, 
i There were still physical signs of iridocyclitis, confirmed by an 
) ophthalmologist. Previously I associated vitamin A therapy with 

* corneal conditions only, but in the light of this experience I wonder 
how’ many idiopathic cases of iritis may not benefit by similar 

, treatment. 


The Ministry of Health states that over 380,000 blood donations 
were received by the National Blood Transfusion Service last year — 
90,000 more than in 1947. More blood was used in hospitals in 
England and Wales last year than in 1944, the peak year of the war. 
Nearly 100.000 new donors joined the National Blood Transfusion 
Service in 194S, .making a total of 373.77S donors in England and 
Wales. But to provide for future needs and to reduce calls on 
existing donors another 200.000 are wanted. 


Obituary 


PROFESSOR ERNST SCHMIEGELOW 
Professor Ernst Schmiegelow, of Denmark, who died on 
Feb. 28, was a remarkable figure in the world of otolaryngology. 
Not only was he the first in Denmark to hold a professorship 
in this field, but he was also the first in his younger days to 
wrest otolaryngology as a specialty from the general surgeons. 
He was bom on Oct. 13, 1856. When, a few years ago, at the 
age of 90, he published his autobiography, based on his diary', 
he succeeded in painting^ a vivid picture of the world of medi- 
cine in a great part of two centuries. An indefatigable traveller 
and participator in international medical conferences, this 
urbane Dane came to know and to be known by the leading 
medical men throughout the world, and his younger fellow- 
countrymen soon learnt how letters of introduction from him 
opened countless doors abroad. When in 1883 Schmiegelow 
opened a polyclinic for patients with diseases of the ear and 
throat in Denmark the surgeons did their best to put him out 
of countenance. In 1929 Schmiegelow's standing in his own 
specialty was officially recognized by his selection as president 
of the First International Oto-Laryngological Congress in 
Copenhagen. _ 


Dr. Victor Damian Pennefather died in Southampton on 
March 25 at the age of 53. In 1917 he qualified in Singapore, 
and after working there and at Dar-es-Salaam he came to 
England and became a student at the London Hospital. He 
served as a captain in the R.A.M.C., and in 1922 obtained the 
Conjoint diploma. He then worked at Lyndhurst, in the New 
Forest, for a number of years, and finally took over a busv 
practice in Southampton. The strain of overwork durine the 
recent war was a factor in the development of the illness which 
forced him to retire two years ago. Dr. Pennefather was 
conscientious and able, and he was an active member of the 
B.M.A. and the Southampton Medical Society. He was well 
liked by his patients and colleagues, and will be missed by 
many. He showed great fortitude and patience during his pro- 
longed and trying illness, and the sympathy of his colleaeues 
and friends will be extended to his wife, who nursed him d urine 
his illness — S. N. L. 

Dr. Herbert Ebenezer Edlin died at his home in Levens- 
hulme, Manchester, on Feb. 23 at the age of 86. Dr. Edlin 
was educated at Manchester Grammar School and at Owens 
College, qualifying in 1884. In that year he succeeded to hi s 
father’s practice and was also appointed medical officer of 
health for Levenshulme, an appointment which he resiened 
only in 1909 after twenty-four years’ service. He was interested 
in the work of the St. John Ambulance Brigade and was for 
many years a lecturer and examiner in first-aid. Dunne the 
1914-18 war he acted as honorary secretary to the local' Red 
Cross hospital, and was also on the staff of the military 
hospital at Alma Park. In the recent war he took charce of 
a first-aid post at Stanley Grove, and he only retired 'from 
practice in October, 1947, a few months after his S5tb birth- 
day. Dr. Edlin had lived in Levenshulme since early child- 
hood, and he saw it grow from a village with a population 
of about 2,500 to its present size. He was popular with his 
patients and greatly esteemed by his colleagues. The sympathy 
of all who knew him will be extended to his widow and his son, 

Mr. Arthur Herbert Buck, who died at Dereham, Norfolk, - 
on March 9 at the age of 79, had a distinguished sureical career 
in Sussex up to his retirement in 1921. As a boy he had a 
voice of great beauty and was a chorister of Kine’s Collece 
Chapel, Cambridge. He perhaps inherited some of the musical 
talent of his grandfather, Zachariah Buck, the renowned orranist 
of Norwich Cathedral. After qualifying from St. Bartholomew’s 
Hospital in 1892, the year in which he won the Brackenbury 
Scholarship, he became senior house-surgeon at the Roval 
Sussex County Hospital, Brighton, and remained there for three 
years. He was elected assistant surgeon to the hospital in 1899 
two years after he had taken the F.R.C.S.Ed., and full sur-eon 
in 1909. Buck was full of zeal for the then new aseptic tech- 
nique and was the first to practise it in Briehton. He soon 
became known as a bold and dexterous surgeon, and for many 
years he and the late Mr. Reginald lowers shared between 
them most of the surgical work of Briehton and mid-Suss-x 
Buck was also surgeon to the Briehton and SuV*x 
Throat and Ear Hospital from 1901 onwards. Thoueh of 
all-round ability, his special leaning was towards abdominal 
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surgery, in which he excelled. He took great pains with 
his after-treatment, often employing original methods, some 
of which stood the test of time while others did not. Buck was 
attached to the 2nd Eastern General Hospital during the 1954-18 
war, with the rank of major. After the war ended he retired at 
a somewhat early age and took himself and his family to 
Vancouver Island, where they spent twelve happy years. He 
had always been an enthusiastic yachtsman, sailing on the 
south coast and the Norfolk Broads, and he was an equally 
fine fisherman. These two hobbies he was able to enjoy to the 
full from his home on the Island, When the time came for 
his son, John, to start his medical studies in Edinburgh,' the 
family returned to England. Some financial losses had been 
suffered, and with characteristic resolution Buck decided to get 
into harness again. Surgery held no prospects after twelve 
years’ absence, so he proceeded to do “ locums ” in Norfolk 
and elsewhere until his son had qualified. Six years ago Buck 
was stricken by a fatal illness and underwent several operations. 
These and their attendant discomforts and anxieties he met with 
much fortitude, always cared for by his devoted wife. Her 
sudden death, eighteen months ago, shattered him, and the end 
came with a kindly hand. His life had held both storm and 
sunshine, and in all circumstances his outstanding virtue was 
courage. — H. N. F. 

Dr. Henry Colin Maclaren, who died in Carlisle on 
March 17 at the age of 37, was honorary anaesthetist to the 
Cumberland Infirmary and the Carlisle group of hospitals. He 
was born in Carlisle, and was the youngest son of the late 
Norman Maclaren, F.R.C.S., who was honorary' surgeon to the 
Cumberland Infirmary, Carlisle. He was educated at Oundle, 
Trinity College, Cambridge, and St. Bartholomew’s Hospital. 
He graduated in 1937 and took the D.A. in 1940. After resi- 
dent appointments at St. Bartholomew’s Hospital and at Win- 
chester he returned to Carlisle and was appointed anaesthetist 
to the Cumberland Infirmary in 1939. From 1942 he served in 
the R.A.M.C. as a specialist anaesthetist in North Africa, Italy, 
and Austria, On demobilization in 1946 he took up practice in 
Carlisle again. Dr. Maclaren was honorary secretary of the 
Border Counties Branch of the British Medical Association, and 
had previously been honorary secretary of the Cumberland 
Division. With the death of Colin Maclaren, Carlisle has lost 
a man of great promise. He had a happy personality, and he 
proved in his last long illness how great was his courage. He 
is survived by a widow and two young sons, to whom the 
sympathy of many friends and colleagues will be extended. 
—F. J. S. 

Dr. Thomas Morrison Clayton, who died on March 21 after 
a long illness, had a distinguished career as medical officer of 
health and school medical officer of Gateshead. Dr. Clayton 
was born at Felling in 1870, graduated at the University of 
Durham in 1894, and practised in his native town for some 
years, Becoming its medical officer of health in 1896. Six years 
later he succeeded Dr. R. Greene as' the fourth whole-time 
medical officer for Gateshead, a town which shared the un- 
enviable reputation of industrial Tyneside generally as an 
unhealthy area. He belonged to the generation for which 
preventive medicine was mainly directed to improvements in 
environment and the control of infectious diseases. He be- 
came an expert epidemiologist, with considerable experience of 
outbreaks of smallpox and typhus, being much concerned with 
the last two local outbreaks of the latter disease in 1907 and 
1910. It was also in 1907 that Dr. Clayton initiated school 
medical inspection in Gateshead, and he organized the maternity 
and child-welfare clinics there in 1919. Throughout his service 
he was medical superintendent of Sheriff Hill Isolation Hospital, 
and he started the extension of the Gateshead municipal hospi- 
tals with the opening of Whinney House Sanatorium in 1925. 
In the sphere of hospital development Dr. Clayton was gravely 
handicapped by the poverty of the town, which became a 
“ distressed area ” in the post-war slump, and he had retired 
from active work before the grants from the Special Areas 
Commissioner became available for the building of the new 
municipal hospitals, which were the logical result of much of 
his work. His retirement in 1936 brought to an end his thirty- 
four years* service in Gateshead. Clayton was an authority on 
infectious diseases and one of the earliest to criticize the theory 
of the aerial convection of smallpox, ascribing the apparent 
examples of such spread rather to human contact, a thesis which 
in 1905 he put before the leading sanitarians of the country. 
In 1908 he was elected a fellow of the Royal Society of 
Edinburgh. An excellent raconteur, he had the knack of 
smoothing out administrative and other difficulties with a well- 
timed and pointed anecdote. He is survived by two daughters 
and three sons ; one son is a veterinary surgeon and two are 
medical officers of health. To all his family the sympathy of 
his colleagues and friends will be extended. — J. G. 


Dr. C. Lillingston writes: Dr. J. R. Conner (March 2f 
p. 549) used to describe himself as a literary hack. To tho= 
who knew him well this was an understatement with 
vengeance. To be sure, he was a master of the technical sid 
of medical journalism, and he took infinite pains in practisir, 
and teaching the reporting of medical news in. concise EnglM 
purged of all that was slipshod. Such * redundancy a 
" curiously enough ” was anathema to him. Why, he would as 
with intense exasperation, do you drag in “enough” when >c 
know quite well that here it means nothing at all, at all 7 Tk 
Medical Review, which Conner owned and edited for mar. 
years, was devoted exclusively to abstracts of original articl: 
published at home and abroad. Here he revelled in the delicti 
and responsible task of sifting the wheat from the chaff. At 
later stage he was the tireless and efficient editor of 'the Clinic 
Journal. Conner was still less of a literary hack in the part 1 
played as the regular London correspondent of the Journal < 
the American Medical Association. Here he had full scope fi 
his talents as a shrewd observer of, and commentator on, tl 
world of medicine. As a reporter of events he was imparti 
and objective. He was so. too, as a biographer. But when, : 
happened occasionally, the subject of a medical biograpl 
inspired him, he came out of his shell, a self-confessed hen 
worshipper. He did so in prose of a quality which recalled tl 
saying that it takes an Irishman to write the best Enclis! 
Conner was Irish to the marrow, from his ancestry to h 
brogue. But he was very appreciative of the Anglo-Saxc 
character, though when he referred to the Anglo-Saxon’s los 
of compromise he did so rather as the detached observer of 
natural phenomenon than as a breathless admirer of it. Fo 
truth to tell, Conner had no taste for compromise when tl 
rights and wrongs of a case were self-evident. Indeed, h 
uncompromising rectitude must often have troubled him ; 
much as it won the admiration of the friends who kne 
him best. 


Medico -Legal 


N.H.S. TERMS OF SERVICE 

Doctor Censured 

The Derbyshire Executive Council at its meeting on Feb. 1 
unanimously approved a report from the Medical Servi 
Committee recommending that a doctor should be severe 
censured and that a sum of £10 should be withheld from h 
remuneration. 

•The committee had investigated a complaint made against 
medical practitioner by the father of a baby girl, aged 1 
months, who died on Nov. 27, 1948. The substance of tl 
complaint was: (1) that although three urgent requests for 
visit by the doctor were made on Saturday, Nov. 27 — namel 
at 7.55 a.m., 4 p.m., and 5.30 p.m. — no doctor arrived uni 
6.30 p.m. ; (2) that no examination was made until Saturda 
Nov. 27, 1948, when an assistant doctor examined the chil 
The complainant attended the hearing and brought with hii 
as witnesses his wife and mother-in-law. The respondei 
doctor (who is in partnership with another doctor and h; 
two assistants) attended but did not bring any witnesses. 

It was accepted in evidence that the name of the doctor v; 
included in the Council’s Medical List, and that, having signe 
Form E.C.I6, he had undertaken to accept service and to 1 
bound by the terms of service' in operation in the area ; als 
that the deceased child was accepted by the doctor and regi 
tered on his list with effect from July 5, 1948. 

'The father stated that on Tuesday, Nov. 23, his child starte 
to vomit and pass a green motion ; that on Wednesday, Nov. 2 
1948, he telephoned to the doctor’s surgery ; that one of tl 
assistant doctors arrived at the house and prescribed tablets bi 
did not make any examination. On the night of Thursda; 
Nov. 25, the child started to breathe heavily, and on the follov 
ing morning the father again telephoned to the doctor’s surger 
The other assistant came to the house, saying that tl 
child’s condition was due to the effect of the tablets and th: 
there was nothing to worry about. The father was emphat 
in stating that on the occasion of both visits no examinatic 
was made. On Saturday, Nov. 27, on returning from work ; 
6.30 a.m., the complainant said his wife and mother-in-law 4ol 
him they had been up all night with the child, and at 7.55 a.n 
he went to the house of the doctor, whose wife answered tl 
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door, and told her his daughter was very ill and breathing 
hea\ii\. The doctor’s wife said she would speak to the doctor. 
The father asked her to inquire of the doctor if it would be all 
right to give the child a drop of brandy. The doctor’s wife 
came back with the message “ not to give any brandy but that 
the doctor would come along.’’ At 4 pan., as the child was 
gasping for breath and no doctor had arrived, the father said 
he again telephoned the doctor, whose wife answered the tele- 
phone and said one of the doctors would call. The father went 
or. to say that at 5.30 p.m. still no doctor had arrived, and he 
te'. -phoned again and teas answered by the doctor's wife, who 
s..J, “Hold on whilst I speak to the doctor,” and that when the 
doctor’s wife again answered she said it was one of the assistant 
doctors’ “ off-duty ” day but that the other assistant would 
call. At 6.30 p.m. the assistant doctor arrived, examined the 
child, and said it was pneumonia. At about 7.30 p.m. the same 
night an ambulance arrived and the child was taken to hospital, 
arriving there about 9 p.m. The child died between 10.30 and 
11 p.m. the same evening from bronchial pneumonia. The 
complainant’s statement was corroborated in evidence by his 
wife and mother.-in-law. 

The respondent doctor in his statement maintained that there 
was no neglect and that by prescribing sulphapyridine tablets 
the necessary precautions had been taken. The doctor further 
contended that there was no serious condition of the child until 
the morning of Saturday, Nov. 27, and that following the early- 
morning call by the complainant he left a note on the assistant’s 
desk so that it would be seen immediately on the assistant’s 
arrival for the morning surgery. He made the admission, how- 
ever, that he had quite forgotten it was the assistant's “off- 
duty” day. The doctor stated that directly after returning 
from visiting patients at 6 p.m. one of the assistants went to 
see the child. . • 

After a lengthy hearing the committee found as follows: 
(1) That it was not until approximately 6.30 p.m. on Saturday, 
Nov. 27, 1948, that the assistant doctor visited the child, 
although the complainant personally delivered an urgent 
message at the doctor's house at 7.55 a.m. that day, followed 
by two further telephonic requests made by the father at 
approximately 4 pan. and 5.30 pan. (2) That up to Saturday, 
Nov. 27, the committee found no evidence of inattention. 
(3) That there was a degree of negligence on the part of the 
principal doctor in not responding more promptly, either per- 
sonally or by deputy, to the father's request made on the 
morning of Saturday, Nov. 27, 1948. 

The committee recommended: “That the doctor be severely 
censured and warned to exercise more care in the observance 
of his terms of service under the National Health Service Act, 
and that representations be made to the Minister that, owing to 
the failure of the doctor to comply with the terms of service, 
a sum of f 10 be withheld from his remuneration." 


Medical Notes in Parliament 

i — "" - 


p Psychiatric Treatment of Homosexual Offenders 

s |1 ' Replying on March 28 to Mr. Wilkins, Mr. Ede stated that 
no psychiatrists were emploved full-time in the prison service. 
’ Six were engaged in a part-time capacity. Five prison medical 
officers possessed special psychiatric qualifications, and many 
others had mental hospital experience. There were now 412 

- prisoners serving sentences for homosexual offences. Prisoners 
■ convicted of these offences who in the opinion of the medical 

- officer might benefit by psychiatric treatment -were transferred 
to the prisons at which there were psychiatric clinics if their 

' sentences were long enough. During the past six months 40 
homosexual offenders received psychiatric treatment at these 
' centres, and, of those at present under sentence, 35 additional 
t cases had received psychiatric examination and guidance at 
: ■' other prisons. Arrangements had also been made to extend 
:• the psychiatric service available to prisoners who might benefit 
from treatment but could not be removed to the special centres. 
, Research, partly therapeutic in character, into the psychological 
’ and endocrinological aspects of homosexuality was 'brine con- 
, ducted at two selected prisons, and homosexuals might also 
benefit from research now i n progress into psychopathic 
: personalities. 


Universities and Colleges 


UNIVERSITY OF LIVERPOOL 
S.’ Ghousuddin has been approved for the D.P.H. (Part I). 

UNIVERSITY OF LEEDS 

The following candidates have been approved at the examinations 
indicated : 

M-D. — -R. C. Gledhill, J. S. Thorbum. 

Ch.M. — R. A. Hall, R. E. Shaw. 

Final M.B., Ch.B. — Port 111 {Medicine, Surgery, Obstetrics and Gyraseology, 
Therapeutics) : Nora E. Brown, D. Burrell, Hazel M- Coleridge, R. S. Cclwys. 
E. L. Copley, Frances M. Cott3m, P. H. Daley, W. P. Good} ear. Ida Mather, 
J. E: Miller, Anne B. Neil, Cynthia M. Perlman. K. Platts, Mary C. Robertson, 

J. Sagar, M. H. Singer, Doreen \V. Steinbrecher, D. J. Stephens, Joyce M. Teasdale, 
Margaret Winton. Part I [Pathology and Bacteriology, Pharmacology) : Margaret 
Anderson. Cynthia Barnett, Audrey M. Bolton, Dorothy Broomhall, Jean M. 
Burnett, E. Si. Calverley, J. I. Currie, T. G. Dobie, D. Dun calf, M. Durtsby, 
W. G. C. Forrester, Mary Hallo well, Marion Hanson, J. G. M. Harrison, Anne 
E. T. Haw, Marjorie Haw, IE. T. Heath, J. M. Hirst, B. R. G. Hutchinson. 
Margaret Hyde, lJ Mary McMillan, R. J. Mahabtr, P. Mellor, E. Morton, 

K. A. Naylor, A. Nugent, Margaret Penny, Mary G- Pull an, Margaret Rogers, 
i 2 R_ E. RossaU, P. B. Rowe, Audrey W. Scothorne, J. A. Sharp, M. W. Sharp, 

S. Sbeffrin, P. D. Sinclair, K. Stewart, R. Thornton, *W. Turner, D. C. Twist. 
Barbara M. Wadsworth, E. R. Watson. 

l Distinction in Pharmacology. - Distinction in Pathology and Bacteriology. 
The following Scholarships and Prizes have been awarded : Medical 
Scholarship , R. Beaumont. McGill Prize in Clinical Surgery, E. L. 
Copley. Waddington Prize in' Anatomy, D. N. Laurence. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON 
The Croonian Lectures, on “Malaria, with Special Reference to 
Recent Experimental, Clinical, and Chemotherapeutic Investigations/’ 
will be delivered by Dr. N. Hamilton Fairley, F.R.S., before the 
College (Pall Mall East, S.W.) on Tuesday and Thursday, May 3 
and 5, at 5 p.m. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Professor Robert I. Harris, Associate Professor of Surgery’ in the 
University of Toronto, has been elected an Honor ary Fellow of the 
Royal College of Surgeons of England. He will be admitted as an 
Honorary Fellow on April 29, when he will deliver before the 
College (Lincoln’s Inn Fields, London, W.C.) a Hunterian Lecture 
on 44 Spondylolisthesis.’* 

SOCIETY OF APOTHECARIES OF LONDON 
Professor E. C. Dodds, F.R.S., presided, as Master, at recent meetings 
of the Court of Assistants. Dr. J. P. Hedley was re-elected to 
represent the Society on the Central Midwives Board for a further 
year from April 1. The Society's Gillson Scholarship in 
Pathology will in future be awarded every third year, beginning in 
1952, in the sum of £500. It was resolved to confer the Honorary 
Freedom of the Society, upon Sir Charles Harington, F.RI5., in 
recognition of his work in the field of biochemistry' and chemical 
pathology. The Gold Medal of the Society for 1949 w31 be bestowed 
upon Professor Jacques Trefouel, Director of the Institut Pasteur, 
Paris, in May, in commemoration of his contribution to scientific 
advancement in the field of therapeutics. The report of the death in 
a railway accident of Dr. Francis S. Curd, Gold Medallist, was. 
received with regret. A further course of ten lectures on modem 
therapeutics wall Jbe given in the week beginning Dec. 5 next. 

The Diploma of Mastery' of Midwifery was granted upon examina* 
tion to G. Bridge. 

The following were granted the Diploma in Industrial Health upon 
examination: N. Graham, T. G. Jones, G. M. MacBain, T. E. M. 
Ward ill. 

The Diploma of L.M.S.S.A. was granted upon examination to 
the following successful candidates: H. H. B. Perkins, C. M. D. 
Davies, M. A. R. Stilson, H. D. Isaacs. A. Pacs, M. J. Beilin, 
J. A. A, R. Venniker, E. G. Dimopoulos. M. Caller, J. K. Jones, 
M*. G. Kaye, T. Bell, J. R. Deacon, D. L. Stilson, J. D. NVhittall, 

T. Brearley, J. R. Dyson, T. Pimblett, C. Jones. R. W. E/ Brain, 
R. Raynham. N. H, Porter, R. F. Maddox, D. L: Stewart, A. P. 
Caspers, R. Payne, G. Williams, H. G. Daraant, B. E. L. Thompson, 
N. H. Bamford. E. F. Stafford, M. H. Symes. E. A. Brown, 


The High Commissioner for Eire has asked that when it is found 
desirable to transfer patients to hospitals in Eire the transfer should 
be arranged through his office and not directly with the hospital in 
Eire. Hospitals which are arranging to transfer patients should send 
full particulars, including a medical report and information about 
the district to which the transfer is desired, to the High Commissioner 
at 33-37, Regent Street, London, S.W.l. The High Commissioner’s 
Office will then make whatever arrangements are possible for the 
reception of the patient. 


INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 19. 

Figures of Principal Notifiable Diseases for the v.cek and those for the corre- 
sponding week last year, for: (a) England and Wales (London included) (b) 
London (administrative county), (c) Scotland, (d) Eire (c) Northern Ireland 
Figures of Births and Deaths , and of Deaths recorded under each Infectious disease, 
are far : (a) The 126 great towns m England and Wales (including London) 
(b) London (administrative county), (c) The 16 principal towns 10 Scotland 
(d) The 13 principal towns in Eire (e) The 10 principal towns in Northern Ireland 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


11948 (Corresponding Week) 


Cerebrospinal fever 
Deaths 

Diphtheria 

Deaths 

Dysentery 

♦oeatlis 

Encephalitis iethargica, 
acute 
Deaths 

Erysipelas 

Deaths 

Infective enteritis or 
diarrhoea under 2 


Measles* 

Deathst 

Ophthalmia neonatorum 
Deaths 

Paratyphoid fever 
Deaths 

Pneumonia, influenzal 
Deaths (from influ- 
enza)£ 

Pneumonia* primary . , 
Deaths 

Polio-encephalitis, acute 
Deaths 

Poliomyelitis, acute 
Deaths§ 

Puerperal fever 
Deaths 

Puerperal pyrexiall 
Deaths 

Relapsing fever 
Deaths 

Scarlet fever 
Deathsf 

Smallpox 

Deaths 

Typhoid fever 
Deaths 

Typhus fe\ec. 

Deaths 

Whooping-cough* 

Deaths 

Deaths (Q-I year) T7” 
Infant mortality rate 
(per 1 ,000 live births) 

Deaths (excluding still- 
births) 

Annual death rate (per 
1,000 persons living) 

Live births 

Annual rate per 1,000 
persons living 

Stillbirths 

Rate per 1.000 total 
births (including 
stillborn) 


(a) I (b) ! (c) j (d) (e) (a) (b) (c) (d) (c) 


49 5 23 1 

1 — 

T73 - !? 53 15 

”170 17 30 — 
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66 

23 
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31 
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3 

71 

247 

46 

10 
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295 24 

232 40 4 


1,209 63 179 138 44 1,847 118 302 37 59 


2,790 221 272 57 62 3,304 246 61 46 10 

15 1 2 51 2 9 2 — 1 — 2 

3331 401 421 361 141 3571 S7i 50i 91 10 


7,429 1094 744 230 195 4,941 839 616 192 132 
14 9 14-3 12-4 12 0 

8,103 1256 ”967139 "260 8,366 H47 1057 ~400 ~22S 
19 4 21-0 21-3 25 0 


19 4(21-0( 
202 23 ~27| 


222 33 27 

25 


* "hooping-cough are not notifiable in Scotland, and the returns 
therefore an approximation only. 

T Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

♦ includes pnmar> form for England and Wales, London (administrative 
county), and Northern Ireland. 

, nun l^ er of deaths from poliomyelitis and polio-encephalitis for England 
ana xv ales, London (administrative county), are combined. 

Si Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 


EPIDEMIOLOGICAL NOTES 

Smallpox 

A passenger aged 69 who became ill about March 2l r 
board the s.s. Mooltan during a voyage from Australia died r 
sea on April 1. The fatal illness, at first believed to be chirit: 
pox, was later found to be smallpox. The ship arrived in i 1 ; 
Port of London on April 2 with 953 passengers and 441 at~ 
All except two of these persons were cither vaccinated r 
rcvaccinatcd before leaving the ship on April 3. Local hea T ; 
authorities are being advised of the names of these persons zr. 
of the addresses to which they have gone, also of the na-;, 
and addresses of a number of persons coming to the United 
Kingdom who left the ship at Marseilles on March 25 withe, 
being vaccinated. The widow of the passenger who died vr. 
taken ill on April 3 and has been removed to a smallpox 
hospital. Passengers and crew on the ship were at risk c‘ 
being infected by smallpox for about a week before they xsere 
vaccinated or revaccinated. The vaccination of contacts aftf" 
exposure to infection cannot be relied upon to afford comp!:’: 
protection, and there is a likelihood that further secondary ci'^ 
may appear during the next fortnight. Medical practitiorm 
called to see any passenger or member of the crew from tit 
s.s. Moolian during the next few weeks are asked to cons>d.t 
the possibility of smallpox, and if in doubt to inform the local 
medical officer of health, who will be prepared if necessap io 
obtain the advice of a consultant. 

, Influenza 

There were 327 deaths in the great towns in the week erdri 
March 26 as against 360 in the previous week. The numbers 
increased in the Midlands, but decreased elsewhere. TV: 
majority of the deaths occurred in old people. This fall w 
the weekly total of deaths brings to an end an increase, tint 
has continued over the past seven weeks. An exception! 
feature of 'the present outbreak has been the persistence « 
a rising mortality so late in the year. The latest period f« 
a maximum figure during recent years was the eighth weekn 
1940. The number of deaths occurring in the first eleven week' 
of this year is the largest for the past ten jears except for 19-11 
and 1946. 

Proxisional Figures for 1948 

Provisional figures given in the Registrar-General's return 
for the quarter ended Dec. 31, 1948, show that the general 
death rate in 1948 was the low'est ever recorded in this country- 
It urns 10.8 per 1,000 total population, compared with 12.0 in 
the previous year and the previous lowest figure of 11.4 m 19a0 
and 1945. The infant mortality rate was 34 per 1,000 related 
live births. This is the first time the annual rate has fallen 
below 40 and is an improvement of 7 per 1,000 on the previous 
lowest in 1947. The improvement in infant mortality in this 
country in recent years compares favourably with the expert' 
ence of other countries, although some still have lower rates 
for example, the provisional 1947 rate for Sweden was 25. the 
proportion of stillbirths to total births was 23.1 per 1,000, or 
1.0 lower than the best previous figure, which was also .in 194/- 
There was a fall in the birth rate from 20.6 per 1,000 total 
population in 1947 to 17.9 in 1948, but the effective reproduc- 
tion rate (provisional) is still above one. Included in this 
return are three graphs which give a comparison of the num- 
bers of live births, deaths, and marriages during and after the 
two world wars. _ 

The total population of England and Wales at June 30, 194s. 
is given as 43,502,000 (males 21,091,000, and females 22,411, (Kw- 
Projections of the total population of England and Wales ny 
sex and age to mid-1950 and mid-1960 give the total population 
at those dates as 43,685,000 and 44,906,000 respectively: these 
projections are, of course, made upon certain assumptions tor 
example, that births will be at the rate of 700,000 per annum to 
mid- 1955 and at the rate of 650,000 thereafter. A summary or 
these projections shows how the proportions of children and ot 
people over 45 years of age in the population are expected to 
increase at the expense of the younger adult population. 

ti 

Discussion of Tabic 

In England and IP ales an increase was recorded ' n ^ 
notifications of w’hooping-cough 169, scarlet fever 31, cereoro- 
spinaf fever 22, and diphtheria 13.’ There w'as a decrease m 
the incidence of measles 1,030 and dysentery 14. , 

The largest falls in the notifications of measles were Manor - 
shire 196, Southampton 164, Cheshire 126, Warwickshire n > 
Yorkshire West Riding 113, and Worcestershire 104. The inci- 
dence of measles increased in London and the surrounding 
counties in contrast to the remainder of the country ; the larges 
rises were London 197 and Kent 92. 
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Oral therapy for / 

urogenital analgesia 


‘ T\YRIDIUM’ administered orally in a dosage ot analgesic effect is entirely local, and it is not assoc- 
-I- 2 tablets t.i.d., promptly relieves such symp- iated with or due to systemic sedation or narcotic 
toms as painful, urgent, and frequent micturition, action. Therapeutic doses of'Pyridium’ may be ad- 
nocturia, and tenesmus. c Pyridium ’ acts directly on mini stered with virtually complete safety in most 
the mucosa of the urogenital tract ; its characteristic cases of infection or irritation of the urogenital tract. 

Samples and literature on request 


• Pyridium is the registered trade mark of 
the Pyridium Corporation of New York to 
designate its preparation of phenyl-aso-o-3- 
diamino-pyndine hydrochloride. Each tablet 


contains o-i g. 


‘ PYRIDIUM ’ 


TABLETS 


MENLEY & JAMES, LTD., 123 COLDHARBOUR LAKE, LONDON, S.E.5 







CONTINUOUS PERFORMANCE 


In Gelusil* Tablets the recognizedly prompt and effective antacid 
virtues of aluminium hydroxide are fortified by magnesium 
trisilicate to provide sustained neutralization in peptic ulcer 
and related hyperchlorhydric states. 

V Gelusil contains a specially processed, partially de- 
A hydrated alumina which is virtually incapable of 
ffy reactmg to produce soluble chloride ; “ alumina 

Spjjk constipation ” is thus practically eliminated. Gelusil 
IlSIlk f provides prompt, uncomplicated and continuous 
pfsfSf. antacid therapy. 


Each tablet— hies. Trlnl. 71 S'l 

Alum. Hydrox. gel 4 grs 


GELUSIL 


*TIiOI KAZX XTC. 


OtiCa-tf WARNER araiGz&i POWER ROAD. LONDON, W.4 
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THE INTRAVAGINAL TAMPON 
IN MENSTRUAL HYGIENE 



important 


clinical 


Significant facts 


study 


obtained by the close 
observation of 25 parents 


and nonpar ous women 


THELEfTROL 

HEXESTROL + PHENOBARBITAL 


Compressed tablets each containing 
3 mgs. of Hekestro! (Dihydrodiethyl 
Stllbestrol) and 20 mgs. of Phenobarbltal 

Tablets are scored to facilitate 
dosage reduction 

Indicated in the treatment of menopausal 
syndrome including nervous manifestations 

Bottles of 30, SO and 100 tabUts 

Professional samples readable to 
members of the Medical Profession 


In view of the increasing use of the intravaginal 
tampon for the absorption of the menstrual flow, the 
following important study was undertaken tj deter- 
mine whether or not this method of sanitary control 
la safe and not prejudicial to health. 

Twenty-five women — parous and nonparous — 
were selected and were under daily institutional 
observation during two successive catamenial periods. 
Ranging in age from twenty-one to forty-five, some 
had previously used tampons, others had not. 

The following summary indicates clearly the 
findings of the study. 

1. In not a Bingle instance was there any evidence of local 
irritation brought about by the use of the tampons. 

2. No uterine cramps, suggestive of 
block of the uterine flow or damming 
back into the tubes were reported in 
any case of this series. 

3. No bladder irritation was reported. 

4. The average number of tampons 
used in a period was ten. 

5. In cases in which a cervical erosion 
was present, neither the amount of „ 
bleeding nor the character of the 
erosion was altered by the U9e of the 
tampons. 

6. There was no appreciable difference 
in the bacterial flora of the vagina and 

cervix, as determined by smear and culture, before menstru- 
ation and after the use of the tampons during the menstrual 
period. 

7. There was no appreciable difference in the pH of the vaginal 
or cervical secretions before menstruation ana after the use of 
the tampons during the period. 

8. Absolute comfort and complete absorption of the flow wa» 
obtained by the proper correlation of the size of the tampon 
with the length and calibre of the vagina. 

9. The evidence conclusive that the tampon method of menstrual 
hygiene is safe * comfortable and not prejudicial to health. 

TAMPAX 

If you are not acquainted with Tampax, descriptive literature and 
•ample.! of both absorbency sices will gladly be sent on request. 

MEDICAL INQUIRIES : TAMPAX LTD., 110 JERMYN ST., 8.W.1 


Reprinted 
from the 
Medical Record, 
U.S.A. 

for May, 1942 


G. W. CARNR1CK CO. 


Distributors' 

BROOKS & WARBURTON, LTD. 

232-242, VAUXHALL BRIDGE ROAD, S.W.I 



WORKS RE U ABLY AN P WEIL 


Long experience has taught us how to make X-ray 
apparatus 'on which the user may rely implicitly. Electri- 
cally and mechanically, it is built for continuous use 
under all climatic conditions with the minimum of 
interruption for maintenance. 

Radiologists throughout the world specify Watson equip- 
ment certain in the knowledge that it embodies the best 
features of contemporary design. 

We will gladly submit proposals for the layout of modern 
X-ray departments on request. 


yfi 

* W^sm. r^e., 

X-RAY EQUIPMENT 
WATSON & SONS (Elecrro-Mcd’cal) Ltd., SVJN1C HOUSE, PARKER STREE 
K1NGSWAY, LONDON, W.CT 
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The largest local variation in the notifications of scarlet fever 
uas an increase of 24 in Essex. Notifications of diphtheria 
increased by 9 in Lancashire. The largest rises in the incidence 
of whooping-cough were Yorkshire "West Riding 44 and 
London 32. 

Onlv 35 cases of dysentery were notified — the lowest weekly 
total since December. The 57 notifications of cerebrospinal 
fever provided the largest total for over a year ; the cases were 
scattered throughout the country. 

In Scotland increases were reported in the notifications of 
measles 128 and whooping-cough 41. The 13 notifications of 
dysentery gave the lowest figure for over a year. Notifications 
of scarlet fever increased by 16 in the south-eastern area but 
declined in the other areas. 

In Eire there was a fall of 19 in the notifications of measles 
and a rise of 36 in the incidence of scarlet fever. Only 18 cases 
of diarrhoea and enteritis were notified, the lowest total during 
recent months. The chief centres of scarlet fever were Dublin 
C.B. 72 and Donegal, Stranolar R.D. 31. Of the 118 cases of 
measles 95 were notified in Dublin C.B. 

In Northern Ireland a fall was reported in the notifications of 
measles 14, and there was a rise in the incidence of scarlet 
fever 22. The notifications of measles rose by 24 in County 
Antrim and fell by 42 in County Down. The rise in the 
incidence of scarlet fever was general throughout the country. 

Health of Scotland in 1948 

Infant mortality in 1948 reached the record low level of 44.7 
per 1,000 compared with 55.8 in 1947 and 59 as the average of 
the past five years. The general mortality was 11.8 per 1.000. 
Deaths from respiratory tuberculosis numbered 3,417, which 
was 28 more than in the preceding year. The increase in the 
notifications of respiratory tuberculosis continued. The pro- 
visional figure for 1948 is 8,010, which may be compared with 
4,657 in 1939. The figures for non-respiratory tuberculosis 
showed an improvement ; deaths and notifications were 221 and 
250, respectively, fewer than in 1947. 

Week Ending March 26 

The notifications of infectious diseases in England and Wales 
■during the week included: scarlet fever 1,357, whooping-cough 
2,978, diphtheria 117, measles 15,307, acute pneumonia 1,547, 
cerebrospinal fever 39, acute poliomyelitis 15. dysentery 34, 
paratyphoid 7, and typhoid 3. 


Medical News, 


Proceedings of the Annual Meeting, 1948 

The volume of the Proceedings of the Association’s Annual Meet- 
ing at Cambridge last year has been published (Butterworth. and Co., 
London) and is reviewed on p. 620. Between Sir Lionel Whitby's 
presidential address, with which the book opens, and the lecture on 
“ Accident and Opportunism in Medical Research/’ by Sir Henry 
Dale, O.M., F.R.S., with which it ends, leading authorities on the 
science and practice of medicine, including surgery and obstetrics, 
discuss the recent advances in their own specialty. The book is 
attractively produced and contains a subject index. 

Dr. Garrett Brorrnrigg 

Dr. Garrett Brovvnrigg, formerly President of the Newfound- 
land Medical Association and Physician at Government House, 
Newfoundland, has been appointed C.B.E. (Civil Division). 

Women in the Community 

The Liberal Part}’ Assembly recently discussed women’s place in 
the community and in the health services. Mrs. Wendy Wills 
moved that there should be a. common portal of entry into the 
nursing profession with 18 to 24 months’ basic training. Passing 
an examination at the end of the course would give the right to 
State registration as an “ enrolled nurse.” An advanced co’urse 
would be taken for qualification as a State-registered nurse. Efforts 
should be made to attract and train as “ nursing aides ” women who 
cannot undertake the full basic training but wish to be associated 
with the care of the sick. She had found that only a small minority 
felt a call to enter the nursing profession; the choice was often 
governed by the important factor that the training was largely free. 
Hospital posts were hard to.fill mainly because hours of work, pay, 
and personal freedom compared unfavourably with conditions 
offered in public health and welfare services and in industrial nursing, 
where applicants outnumbered vacancies. Mrs. Doreen Gorsky 
emphasized that men and women must be regarded as equal partners 
in marriage, and moved that more adequate maintenance allowances 
should be made legally possible, particularly where there are young 


children. The wife and children should have greater protection from 
the man w’ho tries to evade his obligations for maintenance, and the 
courts should be able to give both parties an equitable share of the 
contents of their borne and savings acquired by their joint effort 
during marriage. 

Blood Transfusion Research Committee 

The Medical Research Council has derided to reconstitute its Blood 
Transfusion Research Committee to advise and assist it in dealing 
with new problems arising in the course of work on dried blood 
and dried-blood products. The following have been appointed as 
members of the new committee in the first instance and have agreed to 
serve: Dr. A. D. Drury, F.R.S. (chairman); Dr. R. J. Drummond, 
Regional Blood Transfusion Officer, Cardiff; Mr. R. A- Kekwick, 
D.Sc., the Lister Institute ; Dr. J. F. Loutit, Director of the MJLC. 
Radiobiological Research Unit, Harwell; Dr. R. G. Macfarlane, clini- 
cal pathologist, Radcliffe Infirmary, Oxford ; Dr. M. Maizels, clinical 
pathologist and University Reader, University College Hospital ; Dr. 
d’A. Maycock, the Lister Institute, adviser on blood transfusion to 
the Ministry of Health ; Dr. P. L. MoUison, Director of the MJLC. 
Blood Transfusion Research Unit; and Dr. R. R. Race, Director of 
the M.R.C. Blood Group Research Unit. 

Trained Nurses’ Salaries 

In view of the dissatisfaction felt by trained nurses throughout 
the country on delay in arriving at a decision about revision of then- 
salaries the Staff Side of the Nurses and Midwives Whitley Council 
state that proposals for certain revisions were submitted to the 
Management Side on Feb. 1. A meeting with the Management Side 
was arranged and was later postponed at the request of the Manage- 
ment Side. The postponed meeting fixed for a later date was also 
cancelled by the Management Side. On the Staff Side's approaching 
the Minister it was learned that the claim, which raises issues of con- 
siderable financial importance, is being considered, and ft is hoped 
that the Management Side will shortly be in a position to reply to the 
Staff Side’s proposals. 

Care of Whalemeat 

The Food and Drugs (Whalemeat) Regulations, 1949, which came 
into operation on March 20, govern the importation of whalemeat 
into England and Wales and the conditions for storing and selling 
it. The regulations require a veterinary certificate for whalemeat 
and whalemeat products intended for human consumption. The 
whalemeat must have been inspected and produced in accordance 
with conditions satisfactory to the Minister of Food. The regula- 
tions are to be enforced by port health authorities and local 
authorities. A memorandum has also been issned setting out the con- 
ditions for transporting, packing, and storing whalemeat and the pro- 
visions for inspecting it. The memorandum will be reviewed in the 
light of experience gained during this season’s whaling expeditions 
in the Antarctic. 

Wills 

Dr. John Bruce, a former provost of Forres, left £37,122. Dr. 
Frederick John Blackley, of Southampton, kft £27,211; and Dr. 
Edward John Cross, of Eynesbury, Hunts, £7,(W3. Mr. Albert Edwin 
Hayward Pinch, formerly director of the Radium Institute, London, 
left £27,924 ; after making a number of bequests he left the residue 
of his estate to his wife for life, with remainder as to half to the 
Medical College of St. Bartholomew’s Hospital, to help necessitous 
students, and half to the Faculty of Medicine of the University of 
Bristol, similarly. 

COMING EVENTS 

Regional Consultants Committee for Oxford 

A meeting of the Oxford Region Consultants and Specialists Com- 
mittee will be held at Radcliffe Infirmaiy, Oxford, on April 10, at 
3 pm., to discuss the proposed terms and conditions of service of 
hospital medical and dental staff. 

British Orthopaedic Association Meeting 

The spring meeting of the British Orthopaedic Association wiS be 
held at Nottingham in the Great Hall of the University on April 
22-23. The programme includes the following papers. April 22: 
Mr. D. Trevor on 44 Spontaneous Rupture of Extensor Pollias Lcngcs 
Tendon following Colies’s Fracture ” ; Mr. N. W. Roberts on 
“ Osteochondritis Desiccans of the Elbow Joint”; Mr. T. 
Rowntree on “ Anomalies in the Innervation of the Muscles of tfcp 
Hand”; Mr. R. G- Pulvertaft on “Tendon Sur g ery in the Hand” 
(film). April 23 : Mr. P. C. Himes on “ Fractures of the Neck of 
the Femur”; Mr. R. C. Murray on “Trochanteric Fractures of the 
Femur”; Mr. J. Rowland Hughes on “Radiological Diagnosis of 
Recent Lesions of the External Lateral Ligaments of the Ankle”; 
Professor J. Dclchef on “ Nerve-root Pain of Vertebral Origin not 
Dependent on Disk Prolapse Mr. E. Mervyn Ev ans cn ** Pronation 
Fractures of the Forearm with Special Reference to the Anterior 
Monteggia Fracture”; Mr. W. B. Foley on “ Iscbio-femoral 
Arthrodesis of the Hip by Posterior Open Approach ” (film). 
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Medical Joujvu. 


International Congress on Rheumatic Diseases 
Among the speakers at the International Congress on Rheumatic 
Diseases to be held in New York on May 30-June 3 will be Lord 
Horder on “ Rheumatism, a National Problem," and Dr. William 
Tegner on “ Some Aspects of Psychogenic Rheumatism." 

International Hospital Congress 

The International. Hospital Federation will hold its first Inter- 
nationa! Hospital Congress in Holland at Amsterdam and Groningen 
on May 30-June 4. The design of hospitals and the training and 
duties of hospital administrators arc among tile subjects to be dis- 
cussed. Further particulars may be obtained from Captain I. E 
Stone, King Eduaid’s Hospital Fund for London, 10, Old Jewry, 
London, E.C.2. 

SOCIETIES AND LECTURES 

Monday 

Medical Society or London, 11, Chandos Street, Cavendish Square, 
London, W. — April It, 8 30 pm., Discussion: “ Acute Cholecys- 
titis," to be introduced by Dr. E. R. Cullman and Mr. Guy 
Blackburn. 

Tuesday 

Middlesex County Medical Society. — At West Middlesex Hospital, 
Isleworth, April 12, 2 45 pm, general meeting, 

Wednesday 

Society of Chemical Industry: Food Group — At Royal Sanitary 
Institute, 90, Buckingham Palace Road, London, S.W., April 13, 
6.30 p m , 18th annual general meeting “ Sonte Thoughts on the 
Food Group," by Dr E B. Hughes. 


APPOINTMENTS 

Burn, \. Telford, MB, B S , DPH, Medical Officer of Health for ihe 
Borough of Sate and che Urban District of Lynim, and Divisional Medical Ofiicer 
to the Cheshire County Council 

Newns. G H.,MD.MRCP, Dean of the Institute of Child Health, Uniscr- 
sity of London, in succession to Dr W G Wythe, who has resigned. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

AslwcH. — On March 20 1949, at The Willows Nursing Home, Bramlc>. Leeds 
to Evelyn (nde Hogg) wife of Dr Cohn S Ashwell. Sharlston Common 
wakefie’d uvin daughters (premature)— Elizabeth and Susan 
Whallev.— On March 21. 1949 to Dr Annette Whallcy (ntfc Brooks), wife of 
Dr Hugh Whallcy, 21, Burton Crescent, Leeds, a son 

MARRIAGE 

aveloek — Buck. — On Mn^ch 19 1949. at Ealing Methodist Church, Brian 3 R 
Havelock to Joyce M Buck. MB, BS 

DEATHS 

Armstrong. — On March 28, 1949 at Royal Free Hospital, London, W C , 
Kathleen Jane Armstrong. MRCS, LRCP 
Brown. — On Mirch 24, 1949, at Fau, B P , France, Francis Leonard Brown 
M D , aged 84 

Brown.— On Mtrch 22 1949. at Ramsgate, John Brown, MRCS, L.R C P 
formerly of Fhxton and North Wales 

Budden. — On Mirch 25 1949. at Staneside, P.oman Road, Dorking, Ticc Fisher 
Buddcn. M D aged 82 

Cawston. — On March 19. 1949, at 345. Vause Road, Durban. Natal, South 
Africa, Fn.derck Gordon Cawston MD 
Clayton. — On March 21, 1949. Thomas Morrison Clayton. M.D , DPH. of 
Gateshead 

Coales.— On March 23 1949. at 22. College Gardens, Belfast, Foster Coates. 
M D DPH aged 67 

Fogge. — On March 26. 1949, at the War Memorial Hospital. Melton Mowbray, 
Robert Hilion Fagge. M R C S , L R C.P , J P., aged 77 
Fraser. — On March 27. 1949, John Henry Pearson Fraser, DSO , M C , MB, 
B Ch . of Jersey previously of Southampton, aged 76 
Gt*ch.— -O n March 26 1949. at 22, Church Street. Prescot, Lancs. Samuel 
Morris Green MRCS. L.R.C.P.. DPH, aged 72. 

Hill.— On March 9. 1949 James Lornmer Hill, MB, B Ch . DPH 
Lessee. — On March 26, 1949, as the result of an accident. Sydney Buxton Leggc 
MD J P 

Pennefather. — On March 25, 1949, at 79. Portswood Road, Southampton, Victor 
D3m an Pennefather MRCS, LRCP 
Stoker.— On March 21 1949. at Guy’s Hospital, London. SE, George Morris 
Stoker MRCS L R C P . of 7. Streatham Road, Mitcham, Surey. aged 50 
Thamblah. -On Feb 18. 1949. Rao Bahadur Capt Saravanamuttu ThaznbJah. 
M C FRCPEd.DTM&H.FDS 

Thomas.— On March 22. 1949, at Brampton Kinlet, Canford ChfTs, Bourne- 
mouth Frank Griffith Thomas. M B , B Ch , late of Macs-yr-Haf, Swansea, 
aged 76 

Ward.— On March 21, 1949. suddenly, while walking home, George Stafford 
Ward MB B S . of 12a, Malford Court, London, E 
W'est-5\ atsur*.— On March 20. 1949, at Victor Lodge. Manningham, Bradford. 
William Norman Wcst-Watson, M D 

Wood.— On Ma'Ch 27 1949 ai 6S4. Lordship Lane. Wood Green. London N 
Frederic Charles Wood LMSSA, DPH. aged 83 
Young, — On March 24 J949. Harold Godfrey Young, MB, Ch B , of North 
Goldina, St Albans Road, Hatfield, Herts 


Any Questions ? 


Correspondents should give their names and addresses (not jar 
publication ) and include all relevant details in their questions, 
which should be typed. Wc publish here a selection of thou 
questions and answers which scent to be of general interest. 

Pethidine, “Trilene,” and Chloroform in Labour 

Q. — 7 have found that pethidine by injection, followed it 
“ trilene " given with a Freedman inhaler, is not sufficient tit 
every labour to overcome the pain during birth of the head 
Is it safe to follow pethidine and trilene with a small amount 
of chloroform ? 

A. — Pethidine is an antispasmodic and analgesic drug which 
has proved valuable in relieving pain and aiding relaxation in 
the early stages of labour. Its great advantage is that there is 
Jittle if any effect in depressing respiration in the baby. Trilene, 
or trichloroethylene, is similar in its action to chloroform and 
the two arc not incompatible. There is thus no reason why 
pethidine and trile'ne should not be combined with a small 
amount of chloroform during the birth of the head ; this 
combination should be perfectly safe provided only small 
amounts of both trilene and choloroform are used. 

The Rojal College of Obstetricians and Gynaecologists, in 
its report on trilene as an analgesic for childbirth, was unable 
to recommend that midwives working alone should give trilene 
through the Freedman inhaler, which was used in the e.\tensi\e 
trials on which the report is based. The chief risk is of over- 
dosage ; it is shown in the report that shaking the bottle or a 
rise in temperature in the room causes a great increase in the 
amount of trilene received by the mother, and that there is 
consequently a real danger of overdosage and of the occurrence 
of surgical anaesthesia. These facts should be borrte in mind 
when using trilene for analgesia in midwifery. It is important 
not to allow a too prolonged use of the Freedman inhaler and 
to see that overdosage does not occur. For some comment on 
the report of the Royal College of Obstetricians and Gynaeco- 
logists sec Journal, March 26, p. 537. 

Effect of Flying on Pneumothorax 

Q. — A patient who had an artificial pneumothorax induced 
nine months ago wishes to fly to South Africa. Are there any 
contraindications, and should any special precautions be taken ? 

A. — When a patient with an artificial pneumothorax ascends 
to high altitudes he may become short of breath owing to the 
increase in volume of the air in the enclosed space of the 
pleural cavity which occurs as the atmospheric pressure is 
reduced. It is therefore advisable for such a patient to under- 
take the journey by air just before a refill is due, and to arrange 
for another refill as soon as possible after reaching his destina- 
tion. From the work of Todd and of Lovelace and Hinshaw it 
may be stated that flying by persons with a pneumothorax 
should be discouraged until the lesion is reasonably quiescent. 
Where patients have to make frequent journeys by air, any 
pleural adhesion that is likely to rupture should be divided and 
a reasonable time allowed to elapse before the flight is made. 
It is difficult to state the height to which a patient may fly with 
safety, but as a general rule it is wise not to exceed 6,000 ft. 
(1,800 metres), for it should be remembered that 1,000 ml. of air 
saturated with water vapour at 37° C. at sea level will become 
1,500 ml. at an altitude of 10,000 ft. (3,000 metres). Allowance 
must be made for this change in volume if it is essential for a 
patient with a pneumothorax to travel by air. 

Tender Swellings of the Heel 

Q . — What is the treatment for the painful gross thickening 
of the skin and subcutaneous tissues behind the heel seen in 
so many young women ? ' What are the faults in the ready- 
made shoes which cause them ? 

A. — These tender swellings behind the heel are. usually due 
to inflammatory changes in and around an adventitious bursa 
behind the tendo Achillis, or in the bursa which is normally 
present between the tendo Achillis and the os calcis. The 
inflammatory changes result from friction of the tissues against 
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the shoe. In some cases there is a circulatory element in the 
aetiology, for the condition tends to be more troublesome in 
"inter and is often associated with chilblains and allied dis- 
orders. In other cases there" may bean irregular bony promi- 
lence at the posterior aspect of the os calcis which aggravates 
he trauma arising from friction. The faults attributed to 
-cad> -made shoes probably lie in the selection of size and 
itting rather than in the design itself. Nevertheless there is 
ometimes a tendency for the back of the shoe to curve for- 
vards rather too much at the top. This may lead to friction 
eamst the tendo Achillis during the flexion-extension move- 
ments of the ankle which occur during walking, for with each 
ontraction of the calf muscles the tendon becomes tightened 
ke a bow-string and is pressed backwards against the top of 
he shoe. Treatment should be conservative in the first 
istance: the principle is to relieve the friction caused by 
re shoe. This may be achieved by the use of protective pads 
f felt applied over the swelling ; by raising the affected area of 
le heel above the shoe by means of a “ sorbo ” rubber pad 
eneath the heel ; or by the wearing of soft-backed or cut-away 
hoes. These measures are usually adequate for the acute or 
ibacute type of case ; but, if the symptoms are chronic and 
ersistently troublesome, operative treatment may be advisable, 
his consists in removal of the affected bursa, combined where 
ecessary with trimming of the underlying bony prominence. 

Treatment of Superficial Burns 

Q . — What is the most satisfactory treatment for superficial 
'ody bums in children with or without the formation of- 
disters? These often give much trouble through infection, 
/though they cannot be considered serious enough for hospital 
reatmcnt. especially in a widely scattered rural practice. 

A. — The difficulty about superficial body burns in children 
= almost entirely one of effectively and continuously covering 
hem during the ten days or so required for healing. Without 
denty of crepe bandages, supplemented by thin strips of 
urgical strapping (or, better, a thin shell of plastef-of-Paris 
iver the bandages), it is almost inevitable that such bums will 
lecome infected if. blisters form — whatever the local applica- 
ion. Assuming that crepe bandages and strapping are avail- 
ible, the bum should be first cleaned by gentle rubbing with 
otton-wool soaked in 1% “cetavlon" solution, or soap and 
terile water, then dried, smeared with penicillin cream (200 or 
100 units per gramme) or with sulpbanilamide cream, and 
overed with gauze and wool. If these dressings remain intact 
hey should not be touched for ten days. If crepe bandages 
:re not available, and if the bum is not very large and is truly 
uperficial, it will probably do best if the surface is dried up 
vith tannic acid or silver nitrate ; but this treatment should not 
is used if there is any doubt about the depth of the burning. 
IVhatever treatment is adopted, the doctor or nurse should first 
>ut on a face-mask and should carefully wash his or her hands. 

Deep X Rays for Oat-ccII Carcinoma of Lung 

Q . — Would deep x-ray therapy help in an advanced inoper- 
able case of oat-cell carcinoma of the lung in a middle-aged 
nan ? If this is inadvisable, is any alternative treatment 
tvailable ? 

A. — There is considerable disagreement among radiothera- 
>ists about the value of deep x-ray therapy in an advanced 
:ase of oat-cell carcinoma of the lung. In the writer's opinion, 
n all except the most advanced cases palliative x-ray therapy 
hould be attempted, and is often useful, especially to relieve 
>ain. In a case such as this the radiotherapy should be planned 
is palliative, and it usually seems to be unwise to attempt 
adical x-ray therapy. Palliative x-ray treatment does not 
ncrease the length of survival, but clinically there can be no 
loubt of its usefulness in a substantial proportion of cases. 

With regard to alternative therapy, the use of bis-nitrogen 
nustard by intravenous injection is sometimes of limited pallia- 
ivc value, especially in the more advanced cases, but it has the 
lisadvantage of toxicity and the beneficial effects are very short- 
ived. The usual unit dose is 0.1 mg. per kilo of body weieht. 
liven in 10 ml. of normal saline intravenously, particular rare 
’eing taken not to allow any solution to escape outside the vein, 
rhe best plan of dosage appears to be three or four unit doses on 
lltemate days. It is desirable to arrange for dailv blood counts 


during the course of injections, and then less frequently for the 
following four weeks. It is important to watch the haemo- 
globin concentration and the absolute lymphocyte count. 

Auricular Fibrillation in the Elderly 

Q . — What is the best treatment for paroxysmal auricular 
fibrillation in a man of 64 ? Radiographs of the heart show 
no enlargement or disease, and the blood pressure is normal. 
The attacks are very incapacitating, although between them 
he is well. 

A. — Thyrotoxicosis must be excluded first, and this may not 
be easy. A specialist's opinion should be obtained. If it is 
reasonably certain that there is no known organic disease under- 
lying the rhythm change, and if the nature of the rhythm change 
has been established as auricular fibrillation by electrocardio- 
graphy, the only drug likely to prevent attacks is quinidine 
3 to 5 gr. (0.2 to 0.32 g.) three times a day indefinitely. Auricu- 
lar fibrillation in elderly subjects without apparent cause gener- 
ally becomes persistent, and finally resists efforts to restore 
normal rhythm by means of quinidine. In such cases the 
condition is often best stabilized when permanent auricular 
fibrillation is accepted, and treated with a maintenance dose 
of digitalis if the ventricular rate is rapid, or left untreated if 
it is below 90. 

Tjunuion ol ’t'.Tvc’no-ana'iyso, 

Q. — Can you inform me if there is any recognized time limit 
for psycho-analysis? For example, if a stammer has been 
cured by this after, say, five years, may not continued treat- 
ment tend to foment introspection and a too great reliance on 
the psycho-analyst ? 

A. — There is no specific time limit for psycho-analysis, and 
the extent of treatment depends on what is aimed at The 
mere abolition of the symptom is often a simple process, and 
in some cases this is enough to break a vicious circle — for 
instance, in the case of a paralysed “shell-shocked " man whose 
paralysis is an unconscious desire to get out of the fighting but 
persists long after the war because it has produced a morbid 
autosuggestion that he cannot walk. If, therefore, he is made to 
walk by whatever means (persuasion, suggestion, or analysis), 
this may be sufficient to break the vicious circle, to abolish 
the morbid autosuggestion, and to fit the patient for ordinary 
civilian life. But it has to be remembered that the symptom is 
only an indication that there is something wrong with the 
personality and the patient’s attitude towards life ; in many 
cases, unless this is rectified, the patient is still ill adjusted and 
may relapse. That is why, even after the symptom is abolished, 
the analyst as a rule strives to produce a radical change in the 
Individual's personality, so that he not only has no symptoms 
but is mentally healthy and capable of meeting all his responsi- 
bilities happily. In other words, the aim of treatment is not 
merely to abolish the symptom but to cure the morbid attitude 
jn the personality which caused it and restore the patient to _ 
complete health. At the same time common sense must be 
brought to bear on the whole business. From one point. of 
view the patient could be submitted to analysis all his life, as 
there are always residues of ill adjustment that might be 
corrected ; not only so, but there are rare cases in which the 
individual prefers to wallow in his eroou'onal state, and it is for 
the analyst to determine whether this is the case. The patient 
is of course not well so long as he is doing this, but merely to 
allow him to continue is not helping towards cure. The 
questioner would be well advised to .seek for information from 
(he psycho-analyst about the precise situation in the case he has 
in mind. 

LD.E. Test for Syphilis 

Q. — May 1 have details of the l.D.K. test used by the Nigerian 
Medical Services for the diagnosis of syphilis ? 

A. — The I.D.E. test as originally described (/. Lab. clin. Med.. 
1936. 21. 1190) is carried out as follows: ' 

To prepare the antigen, beef heart freed from fat, fibrous tissue, 
and blood vessels is finely n-inced, and 20 g. of this are mixed with 
100 ml. of 95% alcohol and kept in a corked container in a water- 
path at 60' C. for seven weeks ; the mixture is shaken twice a day 
gad finally cooled, filtered, and kept in a dark place. Fluid 1 is 
prepared by adding 02 g. of cbolesterin to 10 mi. of this stock 
solution and warming for 10 minutes at 56* C-; Fluid n consists of 
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5% gum benzoin dissolved in the stock solution; Fluid III is a I % 
alcoholic solution of crystal violet; and Fluid IV is a 1% alcoholic 
solution of azure II. For use in the test 100 ml. of Fluid I are added 
to 5 ml. of Fluid II and mixed ; 1 ml. of Fluid III and 1 ml. of 
Fluid IV are mixed and 1 ml. of the resultant solution is added 
to the mixture of Fluids I and II. This constitutes the antigen. To 
carry out the test, place one drop (approximately 0.03 ml.) of the 
patient’s blood in the concavity of a hollow slide, add one drop 
(0.05 ml.) of 3.5% saline and stir well, spreading it all over the 
surface of the depression. Prepare diluted antigen by adding 0.6 ml. 
of 2.5% saline to 0.2 ml. of the antigen, mix thoroughly by shaking, 
and add one drop (0.03 ml.) to the blood-saline mixture on the slide ; 
place the slide on a flat surface and rotate vigorously for 3 to 4 
minutes. The reaction is read by means of a microscope with a 
magnification of about 50, the examination being directed towards 
the periphery of the hollow in the slide : a positive reaction is indi- 
cated by purplish-blue-coioured clumps, the size of which is roughly 
proportional to the strength of the reaction. The slide should be 
covered with a slip and the reading carried out within 15 minutes. 


that salpingectomy was carried out) is itself evidence of 
disturbed tubal function, and the remaining tube may well 
be abnormal. Even if it is not, the removal of one tubs 
lowers the chances of pregnancy' by approximately one-half. 
When an ovum is produced by the ovary on the side of the 
previous operation (and this is. likely to occur, on the average, 
during half the cycles), it can be fertilized and implanted only 
if it undergoes external migration. If, however, the ovary as 
well as the tube was removed at the previous operation the 
chances of pregnancy should be somewhat higher, because 
ovulation must then always take place in the ovary whose 
oviduct remains intact. For one reason or another only about 
35% of women conceive again after once having an ectopic 
pregnancy. In the event of another pregnancy taking place the 
risk of its again being ectopic has been estimated at 1 in 10. 

Psoriasis and Stilbocstrol 


Various workers have from time to time introduced modifica- 
tions of the test. Thus, Rein and Hazay (/. Lab. din. Med., 
1938, 23, 954) found that the test was more sensitive if sera 
were heated ; they used paraffin-ringed slides in preference to 
those with hollow depressions, and stated that 8 minutes was 
the optimum time for rotation, Timms IE. Afr. med. ].. 1945, 
22, 27) points out that, owing to evaporation in a hot climate, 
it is necessary to cover the preparation before shaking, and 
advises fixing the cover-slip with petroleum jelly or a rubber 
band. Presumably this precaution would be necessary in 
Nigeria. 


Q. — / have read an article on the treatment of psoriasis by 
stilbocstrol. Is this a good method? 

A. — This is not a good treatment and has no rational basis, 
and should therefore not be employed. Endocrine factors 
sometimes enter into the aetiology of a particular case of 
psoriasis* or a particular phase or type of eruption, as in 
menopausal cases. The indications for treatment and dosage 
then follow general lines. 

NOTES AND COMMENTS 


Disseminated Sclerosis and Vaccination 

Q . — A patient with disseminated sclerosis was recently 
successfully vaccinated. “ This has been followed by a severe 
flare-up of her condition, so that she is unable to use a cup 
or even walk unaided. Is there any connexion between the two, 
and is there any drug which will alleviate her symptoms? 

A. — Exacerbations of disseminated sclerosis are likely to 
follow any acute systemic disorder, and they are known to be 
precipitated by injections of foreign proteins, particularly if 
these give rise to generalized disturbance. There is, however, 
no known connexion between the virus of vaccinia and dissemi- 
nated sclerosis. The best way' to help a relapse of this sort is 
to secure absolute rest in bed until recovery starts and then to 
institute re-education exercises. 

Allergy to Fluorescent Light? 

Q , — Is there any evidence that allergy to fluorescent lighting 
exists? I have a patient who for the past 18 months has 
developed an urticarial rash after exposure to fluorescent light- 
ing; she is free from it when she has not been so exposed. 

A. — The writer knows of no reference to urticaria from 
fluorescent lighting. Allergic urticarial reactions may follow 
exposure to ordinary daylight ; it is, of course, localized to 
exposed parts. The light from fluorescent lamps shows a similar 
spectrum with some emphasis of the mercury lines (the soiuce 
being mercury vapour) and some near ultra-violet radiation. 
A patient sensitive to such light in a physical sense should be 
• sensitive to normal daylight. 

Ectopic Gestation and Future Pregnancy 

Q. — A patient aged 30, with one child of if years, had an 
operation for ectopic pregnancy three years ago. She now 
wants another child . (a) IVh at are the best instructions to give 
her ? lb) Are vitamin E or the hormones useful, and if so in 
what dosage ? (c) What are the chances of conception ? The 
other tube and ovary were normal when examined after the 
operation. 

A. — It is not clear from the question whether the recent 
relative sterility has been voluntary or involuntary. If the 
former, no special advice other than to practise coitus during 
the fertile period seems necessary. If, however, the patient 
has tried and failed to conceive, there is nothing in the history 
to indicate treatment with either vitamin E or hormones. Full 
investigation should be carried out; hysterosalpingography is 
especially important, for the tubal factor is likely to be con- 
' cemed in the lowered fertility. The previous occurrence of 
tubal pregnancy (it is assumed that it was tubal in site and 


Deafness and Tinnitus. — Mr. W. H. B. Magauran (London, W.l) 
writes : The answer to the question on deafness and tinnitus (Feb. 26, 
p. 378) gives the impression that labyrinthine fenestration is of little 
value in the relief of tinnitus in otosclerosis. This is -not my experi- 
ence, as I find that, if highly neurotic patients are excluded from 
operation, the prospect of the relief of tinnitus is good in otherwise 
suitable cases. Indeed, I have had cases of otosclerosis with fairly 
marked nerve deafness where troublesome tinnitus has been relieved 
by operation. The relief of a distracting tinnitus will, of course, in 
itself help the hearing. I have found that the relief of tinnitus, when 
it takes place, usually occurs soon after operation, but in rare cases 
it may be delayed for months. 

As regards the relief of deafness, the answer given is that 
in many cases the restored hearing is lost from closure of the 
new fenestra or from serous labyrinthitis. I have found, however, 
that many cases retain the restored hearing; but in the event ol 
ihe fenestra closing it can be readily re-established, at anothei 
operation, with restoration of the improved hearing. For example, 
one of my patients, in whose case the fenestra closed within a few 
months, has now excellent hearing a year after the re-establishment 
of the fenestra. Healing after such a reopening takes place in mucr 
less time than after the original operation, and I have noted that 
there is less vertigo. _ _ 1 

The serous labyrinthitis mentioned is in my opinion causer 
by traumatic labyrinthitis, due to instrumentation or pressuri 
of tlte dressing. This is not frequent in my experience, and it: 
incidence should lessen in frequency as the skill and experience o 
the surgeon improve. The fact that the operation, in skilled hands 
must be one of the safest in major surgery is also worthy of mention 

Calculi in a Paraplegic. — Mr. Norman Gibbon (Liverpool) writes: 
In your answer to the question on calculi in a paraplegic (“Arc 
Questions ? ” Feb. 26, p. 377) you recommend the regular use o 
ammonium chloride to acidify the urine. I think it worth while t( 
point out that this substance increases the urinary calcium output 
so that the solubility of the calcium salts may not be increased. Oi 
the other hand it has recently been shown by Cordonnier and Talbo 
(I. Urol., 1948, 60, 316) that the oral administration of acid sodmn 
phosphate (5.8 g. a day) to such cases reduces the urinary outpu 
of calcium by about 50%, in addition to lowering the pH. It W'oult 
seem that this is the drug of choice in these cases. 
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, COMPLAINTS 

There is an elaborate disciplinary code under the new Service 
for dealing with complaints by patients against their doctors. 
But there is no reciprocal procedure such as that which obtained 
under the N.H.I. to enable a doctor to raise questions as to the 
conduct of a patient while under treatment. The Sendee Com- 
mittees and Tribunal Regulations, 1948, require that any com- 
plaint by a person against a medical practitioner in respect of 
an alleged failure to comply with the terms of sendee shall be 
investigated by the Medical Service Committee. The Regula- 
tions, however, contain no such provision as appeared in the 
Medical Benefit Regulations under the National Health Insur- 
ance Act, 1936. requiring any question arising between an 
insurance practitioner and a person ... in respect of the con- 
duct of the person while receiving treatment ... to be investi- 
gated by the Medical Sendees Subcommittee. Indeed, the 
matter goes somewhat deeper. In National Health Insurance 
lays there were rules for the conduct of insured persons printed 
in the medical card. One rule was that the patient “ shall not 
nake unreasonable demands upon the professional sendees of 
he practitioner attending him.” Another was that the patient 
'shall not summon the practitioner to visit him between the 
tours of 8 pm. and 8 atn. except in cases of serious emer- 
gency.” Another was to the effect that, where the circum- 
itances of the case permit, the practitioner should be informed 
jefore 10 am. on the day on which the visit is required. There 
ire no such rules on the modem medical card. In their place 
tdvice is given under the heading of general information : 
‘ Please do not ask the doctor to call unless the patient is too 
11 to attend his surgery”; “Please do not call in the doctor 
between the hours of 8 p.m. and 8 a.m. unless you really need 
rim.” . Presumably the absence of penalties follows from the 
iubstitution of gentle advice for explicit rules. In this modem 
ige when so much stress is laid on equality of treatment it 
would appear reasonable that as the doctor, under risk of 
penalties, has to observe rules, so the patient, also under risk of 
penalties, should be similarly required to observe rules to govern 
bis conduct in relation to his doctor. 


Removal from the Medical List 

Another curious omission in the Act is the lack of any pro- 
vision for removing from the list of a local executive council 
the name of a doctor who is no longer working in the area. 
Enormous trouble has been taken to regulate entry to the 
medical list. The new entrant must apply for permission to 
enter his chosen area and he must obtain consent from various 
official bodies. But those who framed the Act seem to have 
overlooked the question of a doctor’s removal from the list. 
It is true that a doctor may remove himself. He may also be 
struck off if the disciplinary tribunal feels that his continued 
inclusion would be prejudicial to the efficiency of the Service. 
But there is no provision by which the name of a doctor who, 
say. has moved without notifying his move can be removed 
from a list. This point also has been submitted to the Minister 
for inclusion in the amending legislation. 


Medical Staffs of Transferred Hospitals 
One is frequently hearing of anxiety among specialists on 
the staff of hospitals involved in “ change-of-user ” proposals. 
Within the past few weeks this office has been approached by 
the staffs of four hospitals, each of which is in association with 
a teaching hospital, and in each case the teaching hospital desires 
not to take over the staff of the smaller hospital in its entirety. 
There is involved here a principle of substantial importance. 
It is worth repeating what the Minister expressly undertook, 
in relation to the staffs of hospitals taken over on the appointed 
day — that the boards “ will offer new appointments to their staffs 
either in their existing or other hospitals, which they will be 
free to accept or refuse as they will.” The straightforward 
interpretation of this undertaking, which formed part of the 
Minister's replies to the B.M.A. in April, 1948, is that the 
onus lies with the boards to offer other appointments. We 
should be glad to be informed of any similar difficulties arising 
in different parts of the country. 

The Armed Forces and the Colonial Medical Service 
The repercussions of the Spens Reports are only just begin- 
ning. The first-fruits, which may perhaps be regarded as not 
quite ripe, have been seen in the professorial field. An effort 
to bring forth fruit is being made by the Association in the 
public health field. Others are now beginning in the no less 
important field of the armed Forces and the Colonial Medical 
Service. The Annual Report of the Council, published in last 
week’s Journal, includes detailed recommendations which have 
now been made to the Services and to the Colonial Office to 
secure the appropriate application of the Spens standards to 
medical officers in the Services and the Colonial Medical Ser- 
vice. There are other groups remaining to be considered, 
including the medical officers in the Civil Service and the 
administrative medical officers of regional hospital boards. It 
may be a long job. but it is the Association’s clear duty and 
intention to press for the revision of rates of remuneration in 
all organized medical 'services so as to bring them into line 
with the Spens Reports. 


Dental Anaesthetics 

The recent decision of the Minister to impose a 50% cut in 
the gross remuneration of dental practitioners whose earnings 
exceed £4,800 a year has not been without its repercussions. 
The Association has learnt that here and there dental practi- 
tioners are dispensing with the services of the general practi- 
tioners who formerly gave dental anaesthetics for them and 
are administering the anaesthetic themselves or undertaking 
extractions under local analgesia. The reason is that the fees 
for these services are included in the dentists’ gross remunera- 
tion, now subject to a ceiling. 

The General Medical Services Committee, believing that it is 


detrimental to the de 
practitioners should 
dental anaesthetics, 
in computing the gro 
to practitioners for 
cases should not be 


the services of medical 
-ble for the giving of 
the Department that 
'entists the fees paid 
ta esthetics in dental 
n. 


i 

l 


an 



220 April 9, 1949 


NATIONAL HEALTH SERVICE 


SUPPLEMENT To the 
BP fTISJt ftlCDICAL JOtrt.SAt 



National Health Service 


GENERAL PRACTITIONERS AND 
HOSPITAL WORK 

The Council has set up a joint committee, composed of repre- 
sentatives of the Central Consultants and Specialists, Genera! 
Medical Services, Health Centre, Private Practice, and Public 
Health Committees, to consider the question of the association 
of general practitioners with hospital work, for a new position 
•has arisen' under the National Health Service Act. At its 
first meeting on March 22 the committee considered the 
problems generally and agreed that there is a danger of a 
division between the hospital consultant and the general practi- 
tioner which is bad for the profession as a whole and would 
operate to the disadvantage of the patient. 

The Joint Committee recognizes the difficulties in formulating 
policy on this matter, which will affect the future relation of 
general practitioners with the teaching of medicine and hospital 
work generally. It attaches great importance to the representa- 
tion of the views of consultants and specialists .on the subject 
and has invited the Central- Consultants and Specialists Com- 
mittee to appoint to the Joint Committee such members as will 
adequately cover the whole field of consultant and specialist 
practice. The Central Consultants and Specialists Committee 
has accordingly increased its representation on the Joint 
Committee from three members to six. 

Membership of the Committee is as follows: Mr. A. Staveley 
Gough (Watford), part-time consultant (chairman) ; Mr. A. Lawrence 
Abel (London), senior surgeon, Princess Beatrice Hospital, surgeon, 
Royal Cancer Hospital; Dr. A. Beauchamp (Birmingham), general 
practitioner; Dr. James Fenton (London), medical officer of health; 
Dr. E. W. Goodwin (Leicester), general practitioner; Dr. T. 
Rowland Hill (London), consulting neurologist; Dr. D. F. 
Hutchinson (London), general practitioner; Dr. R. H. H. Jolly 
(Wolverhampton), medical officer of health; Dr. C. F. R. Killick 
(Williton, Somerset), general practitioner; Mr. G. Lowe (Tiverton), 
general practitioner ; Mr. O. E. J. McOustra (Cheltenham), honorary 
surgeon and surgeon, Genito-Urinary Department, Cheltenham 
General Hospital ; Mr. R. L. Newell (Manchester), honorary con- 
sulting surgeon, Manchester and Salford Hospital for Diseases of 
the Skin ; Dr. Wyndham Parker (Worcester), medical officer of 
health; Dr. A. Talbot Rogers (Bromley), general practitioner; Mr. 
N. Ross Smith (Bournemouth), orthopaedic surgeon, Royal Victoria 
and W. Hants Hospital; Dr. H. H. D. Sutherland (London), general 
practitioner; Dr. S. Wand (Birmingham), general practitioner; Dr. 
E. C. Warner (London), physician, Charing Cross Hospital. 


WAGES OF MANUAL WORKERS 

The average weekly earnings of manual wage-earners employed 
in manufacturing industries generally and in a number of the 
principal non-manufacturing industries were in October, 1948, 
about double what they were in October, 1938. This is shown 
by investigations carried out by the Ministry of Labour, the 
results of which were published in the Ministry of Labour 
Gazette for March, 1949. The following Table shows a com- 
parison between the average weekly earnings of various groups 
of manual workers for the two months cited, and the percentage 
increase for each group. 


Average Weekly Earnings 



1938 

1948 ’ 

% Increase 

Men 21 and over 

Youths and boys 

Women 18 and over . . 
Girls 

All workers .. . * 

69s. Od. 

26s. Id. 

32s. 6d. 

18s. 6d. 

53s. 3d. 

137s. lid. 

58s. 9d, 

74s. 6d. 

49s. Sd. 

1 17s. 4d. 

100 

125 

129 

167 

120 


The wages shown are gross earnings before deductions are 
made for income tax or contributions to the national insurance 
sememes. The hourly earnings are rather higher because fewer 
hours a week were worked in 1948 than in 1938. The percen- 
ge, increase of average hourly earnings was as follows ; men, 

workera^Se aDd b ° yS ’ 136 ! W ° men ’ 140 : eirls > 182 5 a11 


Figures for the increased earnings of professional men and 
women are not available for 1948, though rough figures for 
1946 for some professions were given in the Supplement of , 
Nov. 27, 1948 (p. 192). The betterment factor at present being 
used by the Government in the remuneration of general 
practitioners in the Service gives an increase of 34% over 
pre-war gross remuneration. 


JOINT TUBERCULOSIS COUNCIL 

At the last meeting of the Joint Tuberculosis Council the posi- 
tion of tuberculosis medical staffs in the National Health Ser- 
vice was again discussed, and the council decided to seek s an 
interview with the Ministry of Health in the hope of obtaining 
some clarification of the Ministry's proposals on the future 
status of tuberculosis officers and sanatorium superintendents. 
The council also decided to press strongly upon the Ministry ^ 
of Health the need for appointing or co-opting on to the Stand; 
ing Tuberculosis Advisory Committee a representative of the 
tuberculosis services engaged in field work. 

The council also considered the draft of a Memorandum on 
the Notification of Tuberculosis which had been prepared with 
a view to its issue to the medical profession by the Ministry of 
Health. The council felt that .the memorandum as drafted 
would not bring about the desired improvements in notifica- 
tion, and asked the new Standing Advisory Committee on 
Tuberculosis to consider the whole Question, including the 
council’s previously published report advocating two separate 
stages — i.e., intimation and notification. 

Dr. Peter \V. Edwards was elected chairman of the council 
in succession to Dr. D. P. Sutherland. 

« 

FACULTY OF OPHTHALMOLOGISTS 

The Honorary Secretary reports that at the'Council meeting on 
Feb. 18 the reduction of the fee from £1 11s. 6d. to £1 5s. as 
from April 1 ( Supplement , Feb. 26, p. 92) was discussed. It 
was decided that the Negotiating Committee should be urged 
to protest against the reduction, and that each individual 
member of the Faculty should receive a copy of the Minister’s 
letter with a letter explaining the position. 

It was decided to send a circular letter to the senior admini- 
strative medical officers of regional hospital boards urging them 
to set up ophthalmic advisory committees if they had not 
already done so, and giving an outline of the constitution of 
such a committee. It was further arranged that representatives 
of the Faculty should call upon the senior administrative 
medical officers of regional hospital boards and explain any ' 
points if necessary. 

There were many points in the memorandum front the Joint f 
Emergency Committee (Optical Profession) on the Ministry of 
Health directive, H.M.C.(48)63, B.G.(48)66, to which the Council 
took exception, notably those arising out of the assumption that 
the report of the joint subcommittee of the Faculty and the 
Joint Emergency Committee represented the views of the 
Faculty, when in fact the Council had repudiated the report. 
The Honorary Secretary was instructed to write to this effect 
to the senior administrative medical officers of the regional 
hospital boards and to the secretary of the Joint Emergency 
Committee (Optical Profession), and to inform the Ministry 
that he had done so. 

The Council felt that no action could be taken in the matter ' 
of priority prescriptions for glasses in view of the fact that the 
machines in the country were already working to capacity. 

Mr. Law reported that the Ministry was interested in the 
question of comeal-graft donors and would be glad to meet 
representative members to discuss the situation. The following 
were appointed : Mr. R. C. Davenport, Mr. J. ft. Doggart, and 
Mr. A. Lister. 
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FORMATION OF BRITISH MEDICAL GUILD 
APPROVED ‘ 

pecial Representative Meeting of the Association was held 
March 30 at B.MA. House, London, to consider the 
ititutional position of the Association. This was a separate 
ting from the one which had taken place on the previous 
on the question of remuneration, the proceedings of which 
; reported in the Supplement of April 2 (p. 209). Dr. E. A. 
;g again presided. 

:fore the main business came forward Dr. John Etheridge 
mpstead) asked that it be made plain by resolution of the 
ting “ that the fear of an injunction against the B.M.A. 
lid be ignored.” This was seconded by Dr. J. Ewart Purves 
imiey), and supported by Dr. E. C. Warner (Marylebone) 
Dr. A. V. Russell (Wolverhampton). The last-named said 
the profession was in a stronger position than it was a 
• ago, and he very much doubted whether any Government 
Id go to the length of applying for an injunction against 
Association ; even if it did he could not conceive anything 
e likely to unite the profession or to gain the support of 
public. • 

T. Frank Gray (London) said that the Representative Bodj 
always shown a sense of responsibility. Here was a motion 
eh asked, before the business for which the meeting was 
;d had been taken, before any arguments had been con- 
red, that the question of an injunction should be put on 
side. It was the most reckless and irresponsible proceed- 
He was amazed that a succession of speakers should have 
ic to the platform and have said, “ Don’t worry about an 
action. Say you are not afraid of it, and it does not 
ter.” Apart from any actual risk of injunction, it had a 
t serious effect to have this threat hanging over them all 
time. He hoped that this proposal would be turned down. 
>r. J. A. Gorsky (Westminster and Holborn) asked the meet- 
to turn this down without further discussion. To be a 
ist was not to lack courage. There was grave risk of an 
action if the^ went on as they had done, 
he Chairman of Council said that fear had nothing to do 
l the proceedings to-day. They were there to take sensible 
rautions on certain points. 

)r. Etheridge, the mover, replied that the motion had been 
ught forward in the most responsible manner. That this 

■ had existed in the past could not be denied, 
he resolution was overwhelmingly defeated. 

Need for a New Organization 
>r. H. Guy Dain, Chairman of Council, then presented 
report of the Council on the constitutional position 
pplcment, Feb. 26, p. 95), and moved the following 
ammendation : 

That for the better protection of the interests of the medical 
Cession in disputes with public authorities and other bodies, a 

■ organization be established in the form of an independent board 
trustees with power to organize and finance collective action by 
profession and to provide financial compensation to practitioners 
ering financial hardship through participation in such collective 
on; 

That the new 1 organization be entitled the British Medical Guild ; 
That the new organization be constituted in accordance with the 
it deed as drafted by the Association’s solicitors." 

)r. Dain said that the present meeting was a consequence 
the proceedings of the last Annual Representative Meet- 
, at which a number of resolutions were on the agenda 
igned to strengthen the Association’s hands in undertaking 
lectivc bargaining. The Council appointed a Constitution 
mmittee which had gone into the possibilities with great care, 
ere were two features of the present constitution which were 
source of danger to effective action. These arose from 
uses 3 and 4 of the Memorandum of Association, which were 


compulsorily inserted by the Board of Trade. The Association 
had not’ the protection afforded to a trade union and could not 
use its funds to support members who suffered for their adhe- 
rence to its policy. It was found to be impossible to change 
the present constitution of the Association into a trade union 
without winding it up, distributing the assets among the mem- 
bers, and starting afresh. That would be a very unwise step 
to take. Was it possible, then, to establish another trade union 
by the side of the Association ? On considering the powers of 
a trade union as such it was found that great legal doubt existed 
as to the possibility of a trade union of doctors proving effective 
in a time of struggle. 

There were tw r o trade unions of doctors already registered, 
but the test of their efficiency in collective bargaining had 
never been made. A trade union must consist of workmen or 
masters combined for trade protection purposes, and there 
was a difference of opinion among lawyers whether doctors 
could be considered either masters or workmen. They had 
been advised that a doctors’ trade union would not get the 
protection of the Trade Disputes Act, because they would not 
be defined legally as workmen. The Medical Practitioners- 
Union was advised by counsel that it had that protection. 
On hearing this the Council took further counsel’s opinion, 
which confirmed the original opinion given to the Association. 
Following this a meeting was arranged between the Associa- 
tion’s counsel and the counsel of the Medical Practitioners 
Union, but each counsel reaffirmed his original opinion, so this 
was a matter of the opinion of one or more eminent counsel 
against eminent counsel on the other side. On looking at the 
problem of trade unionism the Council decided first of all that 
the Association would not be turned into such a union, and 
that even if it could it was doubtful whether it would afford 
the protection which a workmen’s trade union possessed under 
the Trade Disputes Act. 

In the early days when the Insurance Acts Committee was 
established a National Defence Fund was formed, and with 
that example in front of them the Council looked to see whether 
any better method could be devised. The Council was now 
offering a set of proposals for a Guild on the lines of the 
National Insurance Defence Trust They had looked into the 
question of creating by the side of the B.MA.. a parallel 
organization with membership, but such a body would have 
power only to protect its own members, and what was wanted 
was an organization which could protect all the doctors engaged 
in the Service, whether members of any particular body or not. 
There were, of course, a great many members of the Associa- 
tion who would be completely opposed to the establishment 
of a trade union and, for good reasons in their own cases, 
would refuse to join. It was proposed that the British 
Medical Guild should not have a membership but should pro- 
ceed by means of trustees centrally appointed who would hold 
the funds of the Guild and cany out its policy. He understood 
that if proper care were taken in the election of the trustees of 
the Guild, if they were separately appointed and the organiza- 
tion was separately run by its own officers, paying its own 
expenses, even if the trustees might be members of the Council 
or of executives of the Divisions, the capacity of the Guild for 
action would not be invalidated. • 

The general practitioners working the National Insurance 
Act had had a Defence Fund established for many years, and 
it was now for other branches of the profession in the National 
Health Service to make similar arrangements to enable funds 
to be created to cover all those engaged. There would be no 
question of a practitioner subscribing twice, once to the exist- 
ing Defence Fund and once to the Guild; practitioners who 
had been subscribing to the Defence Fund would continue to 
do so and the trustees of that fund would make the money 
available to the Guild when need arose. For the rest it would 
be necessary to set up machinery for collecting money, and 
that problem had been referred to the appropriate committees 
of the Association for their consideration. 

Supposing a trade union of doctors were properly constituted' 
and found to be effective under the Trade Disputes Act, what, 
after all, would the trade union be able to do that the Guild 
could not do ? A trade union was protected against action 
against itself or its members for anything done in the course of 
a dispute which might be considered in restraint of trade. Thev 
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an the profession, however, were not interested in the “ dosed 
shop”; their policy had been against the “dosed shop” 
principle, and he hoped it always would be. 

Dr. D. L. S. Johnston asked whether it was possible legally 
to pass over the National Defence Fund to another fund which 
might be established. 

Dr. Dain said that the trustees of the Defence Fund were 
not inhibited by the same difficulties as the Council or its com- 
mittees. The money would remain in the hands of the trustees 
of the Fund, with the same freedom to act as they had always 
possessed, and they would, as he assumed, act in concert with 
any body formed for the protection of general practitioners in 
any conflict that might arise. 

Rejection Moved 

Several motions were on the agenda expressing the view that 
the British Medical Association as at present constituted is 
competent to undertake any necessary negotiations, and calling 
for the abandonment of the Council’s proposal. Others asked 
that owing to the conflict of legal opinion the matter should 
be taken back for further consideration. 

Dr. G. W. Ireland (Lothians) moved: 

“ That this meeting is satisfied that the British Medical Association, 
as at present constituted, is competent to undertake any necessary 
negotiations on behalf of the profession, and that the proposal to 
establish a British Medical Guild be abandoned.” 

He said that no one could read the carefully prepared memo- 
randum put forward by the Council without appreciating that 
much detailed work and thought had been put into it. But 
there was a certain unsoundness in its arguments, and one was 
left with the impression that the Council were not very sure of 
themselves and had an instinctive dislike of the whole business. 
The trustees of the Guild would -be the Council. It was a 
somewhat nebulous conception. The Council had seized upon 
the one road which seemed to be open, and without knowing 
where it would lead they were asking the rest of them to march 
along it. The reasons that had been given for the new organiza- 
tion were extremely poor and the thing itself was poorer still. 
In contrast they had the B.M.A., which had stood the test of 
time and had gone from strength to strength. It stood as one 
of the greatest democratic institutions in this country. It 
existed for the honour and interests of the medical profession, 
honour having precedence. 

There were two things the Association could not do : it could 
not coerce and it could not finance its members when in diffi- 
culty. But he believed that the absence of those powers made 
the Association richer and stronger. The Council could con- 
tinue to carry out all the necessary negotiations. He asked the 
meeting to maintain the prestige of the Council and in doing 
so to uphold the honour and dignity of the profession. 

Dr. D. S. Robertson (Edinburgh) said that the Council’s 
proposals had been rejected by his Division by a substantial 
majority. To a few of them the objection was that the Guild 
was not a trade union, but to the great majority the overriding 
cause for opposition was the belief that the proposed Guild 
savoured too much of a trade union, that it was as near an 
approach to a trade union as the Council could devise without 
incurring legal difficulties, and the concept of a medical trade 
union was still anathema to a great number of doctors. He 
would be greatly surprised if some sharp mind on the other 
side was not able to pick holes in this thin veneer of legality 
which was spread over the Guild. 

Dr. Swainston (South Shields) was in complete agreement 
uith the Lothians in its dislike of this proposed organization, 
but it did not approve the words “ as at present constituted ” 
m the Lothians amendment. 

Dr. J. A. Pridham (Council) said that what they were doing 
was to extend over the whole of the profession the umbrella 
under which general practitioners had sheltered for twenty or 
thirty years. He hoped that the question of withholding ser- 
vice would never arise, but they all know that when they went 
into negotiations it was a great advantage to feel that there was 
weight behind them. 

Mr. Enc Steeler (Marylebone) said it was a time for plain 
speaking. Up to January, 1948, the B.M.A. had been in the 
unique position of having a moral. leadership unquestioned in 
the profession, as was shown by the last-but-one plebiscite 


Now the Council were so unsure of their moral influence that 
they themselves suggested a parallel body to do their fighting 
for them. The rot set in when the 'Chairman of Council made 
his volte-face between a certain Saturday evening and the 
following Wednesday mid-day. How could the individual 
member .be sure of the Council when the Council was ohvi- , 
ously unsure of itself ? This feeling of lack of confidence was r 
shown in the results of the last plebiscite and also in the setting j 
up of two autonomous organizations — the General Medical ; 
Services Committee and the Central Consultants and Specialists 
Committee — and now by the proposal to set up a kind of 
Siamese twin with the B.M.A. itself. In so far as this proposed 
Guild had any meaning it was merely a legal subterfuge 
designed hopefully to cover illegal action. The essential step 
was to restore moral leadership, and the Representative Body 
should consider what was necessary to have that leadership 
concentrated in the Council. The Council was the servant of 
the Representative Body. This proposed Guild was built on 
the fantasy of wish-fulfilment and it was to be the Council’s 
alibi. 

Dr. J. G. Thwaites (Council) said that the essence of the 
Lothians amendment was that the Association was competent 
to carry out negotiations. But the Council had found that 
there were definitely weaknesses in its constitution. The inten- ^ 
tion of the Guild as proposed was to provide that strength to J 
the Association which the Association lacked at the moment m ^ 
its constitution. It was not a separate body, it was another arm 
of the Association. 

Lord Border's Criticisms 

Lord Horder (Marylebone) said they in Marylebone had 
put forward a similar amendment, but would not press it if 
- the mover of the Lothians amendment was willing to substitute 
the words “ [the Association) should be competent ” for “ as at 
present constituted is competent.” The Marylebone amend- 
•ment was positive, and not negative like the Lothian? amend- 
ment. In January of last year the Association was given a 
mandate by the whole profession to advise against sendee under’ 
the Act. That mandate enabled the Association to exercise 
very considerable moral force, such force as would have com- 
pelled the Minister to yield some of the excessive power which 
he had concentrated in himself. 

If it was necessary to effect some reconstruction of the 
' Association so as to prevent a repetition of the “ sacrifice,” 
then let such reconstruction be effected. But the setting up of 
a parallel organization did not do this. It added no extra power 
of. a recognizable kind to the power which the Association 
already held. It left the construction of the Association un- 
changed. He found it difficult to understand what this new 
organization could do or indeed what it was. It seemed to 
have no local habitation, though it had a name. Like 
Melchizedek, it had no father and no mother. It was to have 
a board of trustees and to be able to collect money. But so 
had and did the ill-fated Independence Fund. They were asked 
to give the Guild a status with legal sanction such as the 
Association itself might not enjoy. But who operated the self- 
starter of this organization ? Who determined its policy ? 
The answer was the Council of the Association, and so they 
were back to the point from which they had started. He could t 
not see that the “ big stick ” was any more than a pole carrying 
a turnip with the light inside. Who carried the pole ? The 
Chairman of Council. When the pole was dropped and the 
light failed and the holder of the pole was exposed, was the 
charge, if there should be a charge, to be made against the 
turnip ? The whole thing was as silly as the ostrich with its 
head in the sand. Was the Representative Body giving its 
dictates to the Council, and was the Council performing its 
function of implementing the dictates of the Representative 
Body ? He saw a danger here. On the previous day the 
Representative Body had had no option but to approve a Report 
of the General Medical Services Committee, because that , 
Report had already been approved by the Conference of Local ' 
Medical Committees and had been sent to the Minister, so 
that all the Representative Meeting could do was to rubber- 
stamp what had been already decided. He admired the very 
unusual capacity displayed by Dr. Wand in his office as chair- 
man of an autonomous' committee, but if they lost sight of the 
function of the Representative Body, which was to control 
policy, and of the function of the Council, which was to carry 
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out the dictates of the Representative Body, then they were 
diffusing and weakening the power of the Association. The 
setting up of this Guild was an evasion of their responsibility. 
Let the Association speak clearly, with its natural and not with 
a veniriloquial voice. 

Dr. A. J. Macleod (Outer Islands) supported the Lothians 
amendment. He also asked that they should drop this whole 
idea of fighting. They were not fighting, but negotiating. 

Dr. J. C. Arthur (Gateshead) said that in negotiations with 
arv Government, unless there was some backing of force, they 
gut nowhere. Were they to abandon the only methods which 
had been effective in the past ? He urged that the Lothians 
amendment be turned down. 

Dr. J. Riddell (Edinburgh) said this proposal was to be 
deprecated. It had been agreed that there should be set up 
Whitley Council machinery' for the profession, which involved, 
in the event of dispute between employer and employee, a 
recourse to independent arbitration. If they had a Medical 
Guild ■ it would .mean that they had a' bludgeon should the 
arbitration go against them, and such a thing could do nothing 
but lower their prestige throughout the country. 

The Chairman of Council’s Reply 

Dr. Dain said that a number of excellent speeches had been 
made, but many of them had not been directed to the amend- 
ment at all. If the Representative Body was prepared to say 
that the B.M.A. as at present constituted was competent to 
undertake any necessary negotiations it was directly contrary' 
to the opinion which the same body had expressed at 
Cambridge. The Council had acted here, as on all occasions, 
as the servant of the Representative Meeting. The Repre- 
sentative Body gave instructions that this problem should be 
dealt with and the Council had brought before them its con- 
sidered conclusions. If it were true that the Whitley Council 
covered all possibility of disagreement with the Government 
there would be no need for this new body. But the Whitley 
Council would cover only certain aspects of their contract and 
there would be a field outside Whitley Council procedure which 
must be covered by themselves. 

Lord Holder had made an engaging speech, but he had not 
. offered any practical proposals for dealing with the problem 
that the Representatives themselves had set the Council. He 
| reminded them that they had to deal with two defects in the 
. constitution — namely, that the Association could not act as if it 
was a trade union, and that it could not use its funds to sup- 
. port its members who suffered in consequence of its policy, 
i They were advised that the Guild would not be liable to an 
J ( injunction, although it would be liable to an action for damages 
, if it did anything which was damaging to an individual, whereas 
a trade union in furtherance of a trade dispute would not be 
so liable. 

,, Dr. Barbara Woodhouse (Harrow) said that a year ago they 
had not felt that the B.M.A. was competent to deal with the 
\ problem before them. She asked that the amendment be 
* rejected, having in mind that there were on the agenda further 
j motions which would enable this matter to go back to the 
^Council for yet more consideration. 

■j, Dr. H. H. D. Sutherland (Council) supported the Lothians 
■ amendment in opposition to the view taken by many members 
A of Council. What they had here was another organization in 
embryo which was really part and parcel of the B.M.A. It was 
^not, as it stood at present, really independent, and it could be 
-'shot at legally. This would not give them the protection that 
5 'they needed. Dr. Thwaites had pleaded for a strong right arm 
■'for the B.M.A., but a subsidiary .company, which in effect 
-Jthis was, could be shot at legally just as much as the parent 
company. 

-i . Dr. O. C. Carter (Council) asked whether the Representative 
'-'Body knew its own mind? If it was satisfied with the medico- 
s' political state of the profession then the Lothians amendment 
ff should be carried. Representatives had to make up their minds 
: • whether they wanted the Association to be efficient to fight a 
'.'battle if it occurred. If they were satisfied that there was no 
•'.’battle ahead, then let them carry the amendment. 
p 1 ' Dr. E. C. Warner (Marylebone) supported the amendment, 
■: ''saying that the formation of the Guild did not give any effective 
^bargaining force for use against the Minister. 

Mr. A. Staveley Gough opposed the amendment 


Dr. W. E. Doman (Sheffield) said that the Guild was purely 
the establishment of a “ pocket ” into which the Association 
could put its hand. He agreed that the mere establishment of 
the Guild would not be sufficient and that the response of the 
profession with subscriptions over a long period would be a 
necessary corollary. But he thought the recommendation of 
Council should be supported. 

Dr. R. W. Cockshut (Hendon) had been convinced by the 
debate that to move in the direction of this Medical Guild 
would be a mistake. Mr. Steeler and Lord Holder had con- 
vinced him. The tone of the Marylebone speeches suggested 
the right road for them to follow, not the easiest road, but 
the one which in the future they would be proud to have taken- 

Dr. G. W. Ireland, in reply, said that Dr. Dain seemed to 
indicate that the Council had been given a mandate to produce 
something. But the Cambridge resolution was “to explore 
the possibility.” On the one side, in the Association itself, they 
had something that was proved and positive ; on the other 
side, in the proposed Guild, something that was nebulous and 
negative. 

In reply to a question he said he was quite prepared to drop 
the words “ as at present constituted ” from his amendment. 
They were not significant from the point of view of his Division. 
On a show of hands the meeting gave permission for this, 
169 to 132. 

The Lothians amendment was therefore put to the meeting 
in the following form : 

“ That this meeting is satisfied that the British Medical Association 
is competent to .take any necessary’ negotiations on behalf of the 
profession, and that the proposal to establish a British Medical 
Guild be abandoned.” 

On a show of hands the amendment was lost by 107 to 217. 

Reference Back Proposed 

Dr. I. A. Gorsky (Westminster and Holborn) moved : 

“ That this meeting, while agreeing that a parallel body is neces- 
sary for the protection of doctors, considers that until the whole 
legal posiuon is clarified, the question of the constitution of the 
Association should be referred back to the Council for further 
consideration.” 

There was a genuine difference of 'legal opinion on this 
subject and therefore he felt' the matter should be referred 
back to Council. There were grave doubts as to the validity 
of this Guild, which was not an independent body. He was 
of opinion that another parallel body should be constituted in 
order to carry out what the Association could not possibly do. 

Dr. R. P. Liston (Tunbridge Wells) supported the reference 
back. He agreed that a new body should be established for 
the better protection of the interests of the medical profession 
in disputes with public authorities and other bodies, but in 
view of the fundamental conflict of legal opinion on the consti- 
tutional position further consideration should be given to the 
matter. 

Dr. S. F. L. Dahne (Reading) said the Council's motion was 
a shadow of what they really wanted. If more detailed con- 
sideration were given to the national, legal, and medico-political 
aspects it might be possible to build up the unity which they 
all needed to' carry on the battle for the freedom of medicine. 
He asked that the matter be referred back for further 
consideration. 

Dr. Frank Gray (Council) asked why they were present at 
that meeting to-day instead of waiting until Harrogate. It 
was because they felt at Cambridge last year that this question 
was vital and urgent No doubt the members of this body 
slept well last night with roseate dreams of £16,000,000. but 
they had not got it yet. Supposing the Ministry did not agree 
to hand over that sum, what preparations trad they for meeting 
the situation ? They were faced with a dispute a year ago, 
and they had to sit down when they should have been doing 
something more important and hurriedly develop a fighting 
organization. When they should have been ready for battle 
they had to go back and build up their armaments. The 
Council’s proposal was really a modest one to set up a piece 
of machinery which would do things which the Association 
could not do and be ready to function now in any dispute 
which might arise. 

Dr. D. E. Yarrow (Tunbridge Wells) said that moral force 
could only be obtained by attracting substantial support from 
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the -whole of the profession. This support would not be 
forthcoming for a British Medical Guild. This matter should 
be referred back to Council. • 

Dr. K. Watson (Rugby) said the matter should be referred 
back. It was said that the decision was urgent. But no one 
had yet suggested that the Guild would have any more power 
within a measurable distance of time than the B.M.A. already 
enjoyed. The only money on which their hands could readily 
be laid was the .money in the National Insurance Defence 
Fund. 

Dr. I. D. Grant (Glasgow) said that opinion in West Scotland 
was different from what it was in East Scotland. In Glasgow 
they were in full sympathy with the view that some such body 
should be formed — that some such organization should be 
grafted on ter the B.M.A. At the same time they should not 
be in too great a hurry. It was necessary that this new body 
should have the full confidence of the profession, and for this 
purpose more education must go on at the periphery. If this 
was to be an umbrella for the whole profession, obviously the 
whole profession must be taught to shelter under it. 

Mr. G. D. Falconer (Wallasey) and Dr. J. C. Robertson 
(Norwich) supported the motion to refer back. 

The Chairman of Council said that in three months’ time 
they would be in no better position to settle the legal argument 
than they were to-day. The machinery which had been in 
operation for the National Insurance Defence Trust had met 
the similar problem which had to be solved in the days of 
national health insurance. When such a Guild had been 
•established and set going it could no doubt, on any alteration 
of the law, without much difficulty be converted into a trade 
union if and when the Representative Body thought that was 
a proper thing to do. But they would be no better off by 
postponement, and the sooner they started the better. 

Dr. Gorsky, replying, said that all the limitations which were 
imposed upon the constitution of the Association would be 
reimposed upon the trustees if this proposal as it stood were 
put in practice. There was great doubt about the legality of 
the trust deed, and on that point alone he asked for the 
reference back. 

The Solicitor (Mr. Taylor, of Messrs. Hempsons), in reply 
to a question, said that when the trust deed appended to the 
present report was prepared it was approved by counsel, and 
the trust deed of the Independence Fund, which was very 
•similar, was approved by another counsel, and in the opinion 
of them both, as well as in his own opinion, actions by the 
trustees would not involve the Association, and the funds of 
the trustees were quite different from the funds of the 
Association. 

Asked whether it would be possible for the B.M.A. to give 
away some of its money to the Fund, the Solicitor replied. 
No, it would not be lawful. Asked further what money would 
be available to defend the trustees in court should action be 
brought against them, the Solicitor said that the money in 
the hands of the trustees could be used. 

The motion to refer the matter back was lost. 

Support for a Trade Union 

Mr. H. B. Bullen (Hastings) moved : 

“ That in view of the desirability of medical practitioners’ having 
the full protection given by a trade union under the Trade Disputes 
Act, 1906, the formation of the Guild suggested in the Council’s 
recommendation is quite inadequate to meet the situation, and the 
•Council should make every endeavour to make a trade union available 
to the profession if this is legally possible." 

He considered that the Guild would not be sufficiently strong 
to wage a fight against a determined Minister. 

Dr. Pearson (Birkenhead) considered that if a trade -union 
vvere started allied to the B.M.A. the profession would be 
given a far greater sense of security. To suggest that members 
of the medical profession were not “ workmen ” was a quibble. 
If his contract with the local executive council did not make 
him an employee he did not know what did. 

The Chairman of Council agreed that the Guild might not be 
as effective as a full trade union would be' if a trade union 
were possible and legal, but at the moment the Guild was 
the most effective method that could be offered to the pro- 
fession. He was astonished at the last remark of the last 


speaker. They had carefully arranged a service for general 
practitioners in such a form that the practitioner was employed 
by his patients ; his contract was for each individual patient ; 
and yet the speaker had assumed that he was the paid servant 
of the local executive council. 

The Hastings amendment was defeated by a heavy majority. 

Other Methods of Organization 

Dr. A. Brown (Cambridge and Huntingdon) was of opinion f 
that existing bodies should be used as the parallel organization, 
the General Medical Services Committee acting for general 
practitioners, and analogous councils or committees for other 
groups, with a central committee to act as the co-ordinating 
body. He moved an amendment to that effect. 

Dr. Ff. Roberts (Cambridge) supported the amendment from 
the standpoint of consultants and specialists. Concerted action 
was difficult enough for the general practitioner, but almost 
impossible for the specialist. The organization proposed by 
Cambridge did seem to offer some advantage. Dr. K. S. 
Maurice-Smith (Isle of Ely) thought that what Cambridge was 
suggesting was a little bit better framed and more “visible” 
than a nebulous Guild. # 

Dr. H. H. D. Sutherland (Council) considered this amend- ' 
ment to be one of the star points of the meeting. In these J 
days amalgamations of various kinds in the higher spheres of - \ 
politics seemed to -be important means of getting things done, 
and on their own level in what was now proposed they had, 
as it seemed to him, a grand opportunity for an affiliation 
arrangement with the Medical Practitioners Union and for an 
act of fraternization with the Fellowship for Freedom in Medi- 
cine. These bodies might have a part in the central committee. 

Dr. C. W. Walker (Cambridge) said that their whole idea was 
one step at a time. Was it really suggested that, if there was a 
“row” over the 164 million, the money in the National Insur- 
ance Defence Fund could not be used in the service of practi- 
tioners ? What did they subscribe it for ? The set-up of a 
Guild was not going to help at all. 

The Chairman of Council said that Cambridge and Hunting- 
don had lost sight of the important fact that the committees of 
the Association could not be used for the purposes of the Guild. 
There was no intention to forgo the use of the National Insur- - 
ance Defence Fund, but that could deal only with one part of 
the profession. 

The Cambridge and Huntingdon amendment was lost. 

Membership of the Guild 

Dr. J. C. Arthur (Gateshead) moved that eligibility’ for 
membership of the British Medical Guild should be open to 
any member of the medical profession who agreed to the 
appropriate terms and conditions. It was objected that if they 
had a Guild of members the members would tend to outrun 
the Association, and thus a separate body, not merely in title 
and organization but- in spirit and aim, would be created. But 
it was specified in his amendment that members must agree to 
the appropriate terms and conditions, and they would have 
their solid Council membership at the top of the organization. 

A Guild with membership would be a much more effective 
machine. 

Dr. Frank Gray (Council) said this question of membership 
of the Guild was founded on a misapprehension. The pro- 
posal was to set up a parallel organization, with trustees who 
would be the same persons as the members, of the Council. 

It might therefore be said that there were adequate means of 
ensuring that the trustees would be acquainted with the 
Council’s views. It was true that the constitution of the 
Association could not be changed, but by setting up this Guild 
they would get perhaps as near to doing it as they might desire. 
The important thing was to have a machine which would work, 
and the question of membership was therefore completely ■ 
irrelevant. i 

Dr. H. H. D. Sutherland (Council) said that surely this new 
body must have membership — hands to work, and feet to carry 
it — at the ‘periphery. 

The Chairman of Council said that the plan put forward 
maintained the Representative Meeting as the policy-making 
body, and it furnished a method for implementing the policy 
without having to use the machinery of the Association. 
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3r Arthur had said that people would not take an interest 
n the Guild if they were not members. The experience of 
he N l.D.T. did not support that. Members of the profession 
;ubscribed to it, although they were not members. 

The Gateshead' amendment was, heavily lost. 

Dr. J. C. McM aster (West Somerset) moved that any acree- 
nent to the formation of the Guild should be conditional upon 
:he money paid through the former insurance committees to 
he National Insurance Defence Fund being transferred to the 
3uild and the allocation to it of any future contributions to 
he Defence Fund. 

Dr. S. Wand (chairman of the General Medical Services 
, ommittee) said that it would be improper to pass this amend- 
tent. It was not the business of that meeting to tell the trustees 
if the Defence Fund what they should do with the money which 
Had been subscribed. He could assure them that the trustees 
would see always that the moneys subscribed for helping doctors 
were used in that way. 

The amendment was withdrawn. 

Dr. H. W. Pooler (Chesterfield) said that the idea of a trade 
union was anathema to many members in his Division, and a 
body by any other name would smell no sweeter. But in the 
end the Division had authorized him to vote for the Guild if its 
formation was agreed to by a two-thirds majority on a ballot 
Df the profession. 

The Chairman of Council said that it was much better that a 
decision on this point should be made by the Representative 
Body, which had been fully informed on the subject. 

The proposal for a ballot of the profession was lost. 

On a proposal by Winchester that the new organization 
should be entitled “The Guild of the Medical Profession" 
the meeting passed to the next business. 

This exhausted the amendments, and the original proposal of 
the Chairman of Council, that a new organization be estab- 
lished for the better protection of the interests of the medical 
profession in disputes with public authorities and other bodies 
in the form of an independent board of trustees with power to 
organize and finance collective action, and that its name be the 
British Medical Guild, was then put to the meeting and carried 
by more than the necessary two-thirds majority. 

Other Motions 

Dr. R. H. D. Laverty (Coventry) moved to ask the Council 
to approach the appropriate bodies representing the dental and 
pharmaceutical professions with the suggestion that they be 
associated with the Guild. 

The Chairman of Council said that the Council might look 
at this, but at first sight it did not look as if it would succeed. 
The motion was lost. 

Dr. J. C. Arthur urged the great importance of mobilizing 
immediately available funds for the starting of the Guild and 
establishing a skeleton organization at the periphery. 

The Chairman of Council said that Dr. Arthur as a member 
of the Council would be able to take his part in furthering this. 
Matters were in hand, and they had only awaited the approval 
of that meeting to get along with things as rapidly as possible. 

Several motions at this point were referred to Council. These 
, included proposals for the financial target for the first year, the 
establishment of a minimum subscription, the deduction of 
contributions at source, and a suggestion by Burnley that in 
the event of an emergency not arising within ten years the 
accumulated funds should be applied to some form of endow- 
ment insurance for the benefit of subscribers. Worcester and 
, Bromsgrove moved that provision should be made for extend- 
; ing the deed beyond the period stated (the lifetime of the 
’ longest liver of the issue now Using of Edward VII and twenty- 
| one years thereafter), but after the solicitor had explained 
the legal form for documents of this kind the motion was 
' withdrawn. 

; Dr. J. A. Gorsky (Westminster and Holbom) moved "That 
this meeting calls upon the Minister of Health to include in 
the amending Bill a clause which shall state that registered 
' medical practitioners are ‘ workmen ' for the purposes of the 
Trade Disputes Act.” The word “ workman " must not be 
regarded in a derogatory sense. It was a legal word used in 
• the Act in order to give workmen protection. This was a 
- means by which in effect members of the medical profession 
could at a future date enjoy the privileges and protection of 


the Act. A committee was now sitting on the amending Bill, 
and if the meeting wished the motion could be referred to that 
committee for further consideration. 

Mr. C. F. Mavne (Plymouth) said that in this connexion there 
seemed to be a difference in status between different branches 
of the profession. Did a consultant or specialist who was paid 
by the hospital board, and who had part of his contributions 
to the National Insurance Fund deducted, not become a "work- 
man ” according to this definition, as opposed to the general 
practitioner who was self-employed ? 

The Chairman of Council said it would be unwise for that 
body, representing as it did the enormous majority of the pro- 
fession, to ask the Minister to make them into “workmen ” in 
order that they might fight him more successfully in time to 
come. It would be an impolitic move. 

Dr. Gorsky urged that this should not be rejected out of 
hand. He could not see any reason why the Minister, who was 
favourable to trade unionism, should reject a request by the 
doctors to accept protection under the Trade Disputes Act. It 
would be an act of faith on his part, and he could introduce it 
into the amending Bill. It should be considered by the Amend- 
ing Bill Committee. It would solve all those legal difficulties 
which they had had before them that day. 

It was agreed to refer the motion to the Council. 

The business of the meeting concluded with a vote of thanks 
to the chairman. 


HEARD AT HEADQUARTERS 


Association War Memorial 

The memorial at B.M.A. House to members of the Associa- 
tion who fell in the recent war will probably take the form of a 
fountain to be erected in the Court of Honour. That is the 
suggestion of the committee which has been considering the 
subject under the chairmanship of the Chairman of Council. 
It is proposed that there should be a limited competition among 
three sculptors to be chosen by assessors for the design of the 
memorial. The fountain will bear a dedicatory inscription 
prepared by the Association, and the names of those it com- 
memorates. like the names of those who fell in the earlier 
war, will be inscribed in a Book of Honour. The entrance 
gates to the court are a memorial to the 574 members of the 
Association who fell in the first world war. They were designed 
by Sir Edwin Lutyens and made by the Birmingham Guild. 
They are surmounted by a bronze shield with the words on 
one side “ Memory and Praise ” and on the other “ Faithful 
Hath Been Thy Warfare." The new memorial is expected to 
cost £10.000. and an appeal will be made to members to bear 
the cost. 

Gaiety Revived 

The bygone gaiety of Tavistock Square will be revived on 
Thursday, May 26. when the Metropolitan Counties Branch 
is arranging a ball at B.M.A. House in aid of medical charities. 
For many years now little has been heard at Headquarters 
but the sound of typewriters and the murmur of conferences 
and committee meetings. Some may remember a festive 
occasion nearly twenty-five years ago when, on the evening 
of the day after the royal opening of the new house, the 
Metropolitan Counties Branch organized a similar occasion. 
The Great Hall is unique among the halls of London, with 
its high vault supported by rows of Corinthian columns of 
brilliant peacock blue, and makes a wonderful setting for 
revelry by night. In the Court of Honour outside, the proposed 
’ memorial fountain will not be in place, but the Minister of 
Fuel and Power has lifted his ban on display fighting in time 
to permit flood-lighting or other illumination. Perhaps some 
famous ghosLx will be present. Just ninety-two years ago on 
this very spot Charles Dickens was the leading actor in a 
scries of theatrical performances, when the four hundred guests 
included some of the highest in the land. 

A Permit to be III 

A long foolscap form came our way recently which had been 
elaborated by a group of Civil Servants. It looked like the 
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report of an examination for life assurance. It was headed 
“Application for a Permit to be 111,” and it began in the 
orthodox way : “ I hereby make application for a permit to 
be ill.” Then follows a long series of questions, as, for 
example : “ I have broken my (a) arm, ( b ) leg, (c) neck, 
(d) engagement.” Again : “ During the last 12 hours I have 

been sick times. I expect to be sick again in 

hours.” “ I am afraid I shall (a) die, ( b ) live, (c) not die, 
(d) not live (strike out inappropriate words).” “The name of 

my (a) doctor, ( b ) veterinary surgeon is ” It 

is- good to find Civil Servants with a sense of humour. 

Transcontinental 

Divisional meetings in this country seem brief and slight 
affairs compared with the way they arrange them in the 
Canadian Medical Association. A schedule we have received 
shows that the divisional meetings for Manitoba, at Winnipeg, 
for Alberta, at Edmonton, and for British Columbia, at 
Victoria, will each last four days, all in the latter part of 
September, and- the divisional meetings for Nova Scstia and 
for New Brunswick, held a little earlier in the month, will 
each last three days. The entire programme, covering seven 
provinces from the Atlantic to the Pacific, involves twenty-one 
days of meetings. A warm invitation has been extended to 
the President of the B.M.A., Sir Lionel Whitby, to pay a visit. 


Questions Answered 


Unnecessary Calls 

Q , — Recently at 2.15 a.m. I was sent for by a registered 
patient for heart trouble. On arrival l found her very vocal, 
but examination showed no sign of cardiac distress. Neigh- 
bours were in, and tea and biscuits were much in evidence. 
I take it we are compelled to attend these calls, but in a case 
like this have we any remedy or any protection ? 

A. — A practitioner is required to render to his patients all 
proper and necessary treatment and is required to visit and 
treat a patient whose condition so requires at any place where 
under the terms of his application for inclusion in the medical 
'list he is under an obligation to visit such patient. Where a 
patient continues to call the doctor to the house unnecessarily 
it is open to the practitioner to ask to have the patient’s name 
removed from his public list. In isolated areas, however, this 
step may prove difficult, and an amendment to the Act is being 
sought so (hat a practitioner may lodge a formal complaint 
against the patient under similar arrangements as existed under 
the National Health Insurance. 

\ 

Compensation 

Q . — 1 and my two partners have been practising since before 
July 5 as anaesthetists. We are all three part-time employees 
under the Stale, but / am told no compensation is payable for 
the loss of the saleable value of the practice unless we join the 
scheme as G.P.s. Is this the case, and, if so, are any negotia- 
tions dealing with specialist partnerships in train at present ? 

A. — General practitioners entering the National Health Ser- 
vice are deprived by the Act from selling the goodwill of their 
practices subsequently, and it is for the loss of this right that 
compensation is payable. No such restriction on buying and 
selling applies in the case of specialist practices, and the' 
Ministry has stated it cannot accept liability for any loss in 
the saleable value of a specialist’s practice arising from the 
introduction of the public service. 

A practitioner engaged partly in general practice and partly 
in a specialty who entered the Service on the appointed day as 
a general practitioner would be unable subsequently to sell any 
part of his practice and would base his claim for compensation 
on the value of the practice as a whole. Normally a general 
practitioner entering the Service after the appointed day is not 
entitled to compensation, but it is proposed in the amending 
tJUl to make provision for compensation for partners entering 

ne Service after the appointed day but before a date yet to be 


Correspondence 


Relations with the Local Press 

Sir, — It may. interest other Divisions to read of a meeting 
which this Division’s officers arranged last week with repre- 
sentatives of the local Press, and it was so successful that 
news of it may stimulate others to arrange similar meetings in 
their Divisions. 

It may be stated that the relations in our locality between 
the doctors and the Press have always been happy ; neverthe- 
less, it has been our opinion for some time past that only 
good results could follow a closer liaison and lead to a better 
understanding of the problems confronting both professions. 
As this was our first official approach, though the meeting 
was to be quite informal, we felt that our object would be 
appreciably facilitated by the presence of Mr. John Pringle, 
the Association’s P.R.O., and it was. He emphasized in his 
talk the supreme importance of developing mutual confidence 
between the professions, for without it no closer contact would 
be possible ; it would prevent “ stunting ” and discountenance 
lurid reports. 

It quickly became obvious that the Division’s suggestions to 
help the Press, through our secretary, to obtain up-to-date 
and factual knowledge on medical matters, whether of scientific 
or medico-political interest, were warmly welcomed. It was 
recognized by the Press that this represented a genuine desire 
of the 1 Division to be co-operative. It was -surprising to dis- 
cover how deeply concerned were the local Press at their 
exclusion from the Grofip Hospital Committee, and they were 
anxious to know how far the influence of the B.M.A. might 
be brought to bear to remedy a state of affairs which they 
considered to be potentially dangerous. There were many other 
matters of mutual interest which were discussed but which 
do not require to be mentioned in this letter. 

It is logical to suggest that the efforts which the P.R.O. is 
making at Headquarters to improve relations with the national 
Press should be backed up locally by Divisions with their 
own Press . — I am, etc., 

' " R. P. Liston. 

Tunbridec Wells Ditision 

Fair Annual Income 

Sir, — It is probable that the capitation fee will be increased 
in the very early future. Financial strain and the burden of 
increased work under the Health Service will strongly tempt 
most of us to accept the new figure provided the majority of the 
profession consider it reasonable. Before falling again easy 
prey to the cunning machinations of our overseers, let us not 
forget that, having once accepted the new figure, it is certain, 
with the rising tide of newly qualified doctors, that the present 
N.H.S. lists will be severely pruned to possibly 2,000 or 2,500 
units. Concurrently, our annual income will be cut back in 
proportion and obviously will not then be anything like 
adequate. 

The profession must then once again demand from the 
Ministry a further increase of capitation fee to compensate < 
for loss of patients. The Minister will reply that he has already 
agreed, and the profession has accepted, one increase, and 
that to consider a second would not be practicable in the public 
interest. In short, we shall have “had it.” 

Assuming we accept an agreed increase of the present capita- 
tion fee. and that at some date subsequently and not too far 
distant Mr. Bevan demands this inevitable cut in lists, what 
will our minimum annual income be then ? Will such income 
be fair in comparison with other professions not on 24-hour 
call throughout the year ; and will the Ministry turn a deaf 
ear to a demand for an increase on a second occasion ? 

Before agreeing and accepting an increased capitation fee < 
retrospective to July 5, 1948, let us imagine that on Mr. Bevan’s ’ 
instructions our list has already been cut to 2.000 or 2,500 
units, and on this figure— and not on our present number— let 
us assess with the guidance of exDerts the annual value of our 
,responsibilities to the public. With a list of possibly 2.000 
units only, what is a fair annual income for a doctor?— 

I am, etc., 

Binnlncham G. A. Po WELL-TUCK. 
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. ' Dispensing Practices 

Sir, — M ay I through your correspondence columns relate 
my own experiences in connexion with dispensing for N.H.S. 
patients, in the belief that most rural practitioners will find 
it a considerable financial advantage to adopt a similar system ? 

During ihe first quarter of the N.H.S. I accepted the drug capita- 
tion fee for patients on my dispensing list, and found that the sum I 
received barely paid for the drugs I had purchased during the 
quarter. The increment left over after the accounts were paid would 
certainly not have paid a dispenser. I decided to try payment by the 
alternative method of submitting prescription forms for every item 
dispensed and having these priced at the Pricing Bureau in much 
the same way as the pharmacist does. To my surprise and gratifica- 
tion I found the sum I was paid was rather more than double the 
amount I would have had from the capitation fee. 

The way I have chosen does involve extra work, as I have to write 
out prescription forms when the day’s work j s done, copying from 
a rough dispensing book, but doctors whose practice is large enough 
to employ a dispenser should have no real extra work if they write 
out the prescriptions when they see the patient and send them to the 
dispenser for recording and to make up the medicine required. 

My own experience and that of the pharmacists to whom 
I have spoken shows that the average value of a prescribed 
: item is roughly 2s. The capitation fee is 6s. 2d. per annum. 

! I assume that the Minister takes it that each person will require 
r Vince items oi medicine per annum on an average, hi y own 
figures suggest that the average will be eight or nine items per 
patient per annum, which is presumably the reason why 1 
appeared underpaid on the capitation-fee method. 

I consider that the capitation fee for dispensing is essentially 
immoral, anyway, as it encourages doctors to prescribe the 
cheapest remedy likely to keep the patient contented rather 
than that which will do him most good. Further, it penalizes 
the rural patient, because the town doctor can prescribe any- 
thing in reason, while the rural doctor has to watch his drug 
bills. Even if the Minister conceded a drug capitation fee 
double the amount at present paid I should hesitate to change 
from the present system ; it would certainly require to be 
doubled before it would tempt me. — I am, etc., 

Allestree, Derby. 1 . A. WARD. 

Position of Registrars 

Sir, — May I beg the courtesy of your columns to ask publicly 
exactly what the B.M.A. are doing on behalf of the chief 
assistant and registrar class in their negotiations concerning 
appointments and remuneration under the N.H.S. Act ? Much 
appears to be written and said concerning the G.P. and con- 
sultant but little about this class, composed as it is mainly of 
ex-Servicemen. Grateful as we are for the war service grants 
which have enabled many of us to specialize who might not 
otherwise have done so, it is now nine months since the Act 
cante into force, and despite the acquisition of higher diplomas 
and promises of new appointments we are still ‘"supernumer- 
aries.” Further, because of superannuation contributions and 
deductions for N.H.I., our “ grants ” are getting less and the 
prospect of permanent and adequately paid posts more remote 
unless urgent action is taken to rectify matters. May I there- 
ore urge upon the B.M.A. the following line of action : 

. (1) To settle with the Government the question of remuneration 
and posts for registrars before those of consultants, few of whom 
arc suffering hardship consequent upon the delay in implementing 
the Act. 

(2) To stop any further grants to intending specialists until those 
at present receiving them have been absorbed into permanent appoint- 
ments, thus preventing the supply exceeding the demand when new 
establishments are finally decided" upon. 

(5) To ensure that all posts advertised of a newly established nature 
and requiring a higher qualification are offered first to those who 
obtained their diplomas prior to July 5, 1948, thus ensuring that no 
* registrar is penalized, through no fault of his own, for the lack 
* of proper implementation of the Act on the appointed day. 
s (4) To insist upon retrospective remuneration to July 5, 194S, 
according to experience and qualifications on that day (when we were 
led to expect the Sendee would embrace us). , 

(5) To ensure that war sendee in the armed Sendees counts in 
■ ■ some measure towards seniority in the new appointments (since it 
< would appear obvious that it was easier to obtain higher diplomas at 
an earlier date after qualification outside the Forces than when in 
them). 


Although some of my colleagues may not agree in entirety 
with all the points enumerated above, I feel nevertheless that 
fhey will agree whole-heartedly in urging the B.M.A. to “get 
pn with it” and do something for the registrar class as well 
gs for the G.P.S and consultants. — I am, etc., 

Manchester. 1. L.ANGDALE GREGORY. 

*,* The Secretary of the B.M.A- states: Representations have 
been made to the Ministry of Health on two occasions that for 
registrars and those of similar status the new rates of remunera- 
tion should be brought into operation forthwith with retro- 
spective application to July 5, 1948. So far the Ministry has 
taken no action. It has been pressed to take action in England 
and Wales without further delay. 


Abolition of Partnerships 

Sir, — May I reply to “Assistant” ( Supplement , March 12, 
p. 140) ? I can see both sides of the issue, because I entered 
practice when 1 left the Navy in 1945, became a partner in 
1946, and have bad an assistant since 1947. 1 agree that most 
assistants are far more competent than their principals. 
“Assistant” need not rub that in. 

I am sure that the B.M.A. has adopted the right approach 
to the problem of too many assistants, trying, to enter non- 
existent possible partnerships. We, the principals, mostly 
desire a partner in place of an assistant (anyway, I do) because 
the patients prefer continuity instead of change of doctors. 
I have had four assistants in over two years, counting locums. 
The principal at present just cannot afford to take on a partner 
at £1,200 to £2.000 until the capitation rate is raised. The 
increased capitation rate will allow of the entry of new 
partners to overworked practices. 

1 should like to sav a few kind words to “ Assistant ” about 
abolition of partnerships. It is somewhat easier for the 
incoming, unbefriended, possibly inexperienced, and wholly* 
without-patients young doctor if he is working with the man 
who is overburdened and eager to introduce him to the nucleus 
of what will become his own individual practice. Personally 
I want to limit my own list to 2.500 or 3.000 and pass on a 
large block of excess patients to my new partner. 1 believe 
3,000 is the maximum list that ore can look after properly. 
I am sure “ Assistant ” does not realize what a long time it 
takes to work up a practice simply by putting up a plate, 
even if there is a local redundancy of patients sculling around, 
— I am, etc.. 

One Principal, 

The Cost of the N.H.S. 

Sir, — It is well that Dr. Ffrangcon Roberts’s provocative 
essay on the cost of the N.H.S. Uournal, Feb. 19. p. 293) 
has not gone unchallenged. Recognizing that the achievements 
of sociologists and of social medicine are a danger to his 
concept of civilization. Dr. Roberts easily disposes of them 
at the outset : “ 1 can only reaffirm categorically that with 
the possible exception of tuberculosis none of the major 
diseases and few of the minor ailments are in any degree 
attributable to this cause [poverty].” One is reminded of 
Canute. 

Upon this frail but bold assumption Dr. Roberts proceeds 
to construct his austerity budget for the N.H.S. In passing, 
it is remarkable that he does not appear to have realized the 
full magnitude of his opportunities once the bogy of poverty 
is laid. For by dispensing with all those costly social services 
provided at the expense of the taxpayer (mistakenly, it seems) 
to keep the people alive and in good working health, what an 
enormous contribution could be made to “ national prosperity." 

The “ remedies ” Dr. Roberts proposes, the most unpleasant 
«f which he does not divulge, referring to them darklv as 
“measures which, to put it mildly, will be anything" but 
pleasant," seem to be as follows. Since all psychological dis- 
orders (or “imagined ill-health”) are. he is "convinced, due 
entirely to faults in the individual, having nothing to do with 
his environment. “ determinist " foIFes and extravagances in 
attempting to ameliorate the material and social conditions of 
the psychologically in should cease forthwith. Presumably, 
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if such people seek their doctor’s advice they should be told 
to pull themselves together. Or should we threaten them 
with Dr. Roberts’s “ anything but pleasant ” measures ? 

Next, we should cease wasting money on all those who 
cannot be restored as productive workers. This sentence would 
be passed in the first place on those suffering from diseases 
which are permanently incapacitating, but would doubtless be 
extended to other categories of “ undesirables.” For Dr. 
Roberts civilization has gone far enough already, if not indeed 
too far : it now threatens “ national prosperity ” because of 
its profligate coddling of these uneconomic people. Have we 
so soon forgotten Hitler’s extermination camps for the unfit ? 

Finally, Dr. Roberts has decided that “ we are certainly 
moving towards a point” at which “national prosperity is 
threatened ” by the further advance of medicine, which now 
only increasingly “ promotes the survival of the unfit.” We 
should therefore abandon our dangerous attempts to advance 
medical progress. Not content with abandoning the cause of 
medicine ourselves, we should teach our students that its 
advance constitutes the gravest threat to national prosperity, 
and that the people’s desire for good health is in conflict with 
their country’s well-being. 

Such “ solutions ” as these would undoubtedly add to the 
list of “ nations which have been decimated by disease.” Such 
nations have often recovered. Dr. Roberts tells us, but changed 
in social structure. It hardly seems likely that this was the 
aim he had in mind. — I am, etc., 

Newbury. Berks. 1- ATKINS. 


Health Centres 

Sir, — Judging from your report of the Royal Society of 
Medicine discussion on “ Health Centres ” (March 19, p. 494) 
I did not make myself clear in my contribution. May I try 
to do so now ? Referring to the West Ham scheme (for 
provision of a trial health centre in an adapted building), it 
is not “ hoped to start in three months from now.” 1 wish 
it was. If local hope, enthusiasm, and initiative counted for 
anything West Ham’s centre would have been in operation 
before now. 

My reference to " three months ” was to the time that 
would be required to complete the centre after work had 
started. When, if ever, will this be ? Ministerial policy was 
originally in favour of the early provision of some experimental 
health centres by adaptation of existing buildings. It would 
now appear to have dithered to the other extreme of “Wood- 
berry Down,” and to regard the one as excluding the other. 
But, Sir, are they mutually exclusive ? Even if we are, for 
political reasons, to be fobbed off with one castle in the 
bracing air of Woodberry Down in two or three years' time, 
would not the development of this prototype be greatly assisted 
by the development of West Ham and other proto-prototypes, 
ready in much less time and at a fraction of the cost ? In 
these could be learnt the art of cementing persons into a team 
— much more important even than that of bonding bricks and 
mortar into a building. — I am. etc , 

London. E.16. HARRY BoYDE. 


Graduated Capitation Fee 

Sir,— Dr. J. W. O. Holmes’s letter ( Supplement , March 26, 
p. 164) is very much to the point, and a tapering fee is grossly 
unfair. I have some recollection of a doctor writing to the 
BM.J. stating that he combined medical practice with sheep 
farming in Wales, and that the capitation fee from sheep was 
greater than that from His patients. He also stated the sheep 
were less trouble. 

I personally live in the best English county. I have a con- 
siderable number of appointments outside the National Health 
Service, and during the summer am able to go trout fishing 
three afternoons a week. Is it just that the practitioners who, 
devote the whole of their time to the National Health Service 
in places like Manchester, and Glasgow should subsidize me 
and my sheep-farming colleague ? If such a system is brought 
into force there will be a tendency for doctors to move from 
the industrial areas, and the price of farms and the cost of 
trout fishing will rise. — I am, etc., 

Farcham. Hams. * G. G. THYNE. 


Association Notices 


11 

Mon. 

11 

Mon. 

11 

Mon. 

12 

Tues. 

12 

Tucs. 

12 

Tues. 

13 

Wed. 

13 

Wed. 

14 

Thurs. 

20 

Wed. 

20 

Wed. 

21 

Thurs. 

21 

Thurs. 

21 

Thurs. 

21 

Thurs. 

22 

Fri. 


Diary of Central Meetings 
April 

Pathologists Group Committee, 1.30 p.m. 

Armed Forces Committee, 2 p.m. 

Psychological Medicine Group Committee, 4pm 
Proprietary Medicines Commiltce, 11 a.m. 
Planning Subcommittee, 1 1 a.m. 

Ethical Rules Subcommittee, 2 p.m. 
Compensation and Superannuation Subcommi 
2 p.m. 

Charities Committee, 2 p.m 
Committee on Nutrition, 11 a.m. 

Rural Practitioners Subcommittee, 11 a.m. 
Private Practice Committee, 2 p.m. 

Joint Subcommittee on Report of Working Part; 
Midwives, 1 1 a.m 

General Medical Services Committee, 1 1 a.m. 
Committee on Psychiatry and the Law, 2 p.m. 
Full-time Non-Professorial Medical Teachers, Lab 
tory and Research Workers Group Commi 
2.30 p.m. 

Physical Medicine Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 
Bolton Division. — At Town Hall, Bolton. Wednesday, April 
7.30 p.m. Combined meeting with Bolton Medical Society. B.lv 
Lecture by Mr. R. L. Newell: “Carcinoma of the Colon.” 

North Middlesex Division. — At Prince of Wales’s Hosp 
Tottenham, N., Tuesday, April 12, 9 p.m. Address by Dr. H 
Ramsay: “ Some Aspects of Miniature Mass Radiography," folio 
by films. Comments by Dr. Vernon Davies. 

Tunbridge Wells Division.— At Kent and Sussex Hosp 
Wednesday, April 13, S.15 p.m. Dr. W. S. C. Copeman: “Mot 
Views and Therapy of Rheumatic Diseases.” 


Meetings of Branches and Divisions 
Lincoln Division 

A general meeting of the Division, which all practitioners in 
area were invited to attend, was held on March 17. with Dr. A. 
Maiden in the chair. Twenty members were present. 

The chairrnan opened a discussion on the Report or Council on 
'constitution of the B.M.A. Dr. McClure put forward a resolui 
that “ This Division views with alarm and strongly deprecates 
proposal to set up a board of trustees or similar body which 
have any powers of 'sanction or punishment over members of 
medical profession." Dr. Friskney seconded, saying that, though 
minority should fall in with the views of the majority, in a pro 
sional association there should be no coercion. Dr. Robertson i 
supported the resolution : he thought that anything in the nature i 
trade union was undesirable. Dr. Buchanan felt that the ma 
should be deferred till after the Representative Meeting. Dr. Lillie 
opposed the resolution; he thought that the hand of the B.V 
needed strengthening; its weakness was shown by the poor at 
dance at the meeting. The chairman was also against the motion: 
thought that the B.M.A. as at present constituted was too tied 
to take effective action. To clarify the matter he proposed l 
“ This Division is in favour of a guild or similar body, but is 
in favour of restrictive practices being applied to any membe 
This proposal was seconded by Dr. Robertson and was carried 
IS votes to 2. 

The meeting next considered remuneration. Dr. Robertson thou 
that it was wrong for the B.M.A. to remain tied to Spcns. 
thought that Spens could be implemented only in a salaried sen 1 
He was in favour of a fixed capitation rate which gave a be 
relationship to the amount of work done. Dr. O’Brien thought t 
to increase the capitation rate for the first 1,000 only was a mists 
Among other things, it would encourage everyone to take a parti 
Dr. Semple asked : “ Do we want lists of 4,000 and an e; 
attack of coronary thrombosis, or lists of 2,000 and a high stand 
of medicine ? Surely this laiter was preferable.” On the propc 
of Dr. Sharrard, seconded by Dr. Buchanan, it was agreed with 
dissent that this Division support the resolution of the Confere 
of Local Medical Committees. 


Annual Report of Council : Correction 


Under the heading “ Organization ” and the subheading “ Plan 
Grouping for Direct Election of 37 Members of Council ” in 
Annual Report of Council at p. 193 in the Supplement of April 2 
error occurred in listing the Southern Branch. It should read 
follows : 

t Proposed 

Area in terms of B.M.A. No. of Member- 

Group Branches or Divisions scats ship 


O Southern Branch 

Dorset and West Hants Branch 


1,394 
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IN PRAISE OF IDLENESS* 

BY 

Sir HENEAGE OGILVIE, K.B.E., M.Ch., F.R.C.S. 
Surgeon to Guy's Hospital 


The distinction of delivering the Beyer Memorial Lecture 
in Johannesburg is the culminating-point of a train of 
events that started when I went from Oxford to Guy's in 
1910. Here I found myself among South African students, 
and later I numbered many South Africans among my 
colleagues, my pupils, and my friends. It was therefore 
only natural thirty years later, when the world decided to 
evict Mussolini from his Ethiopian empire and entrusted 
the task of throwing him out to a small force whose 
medical and specialist services were largely South African, 
that I should be appointed Consulting Surgeon. In that 
East Africa Force, whose advance from the Juba to Addis 
Ababa has never been approached in brilliance by any 
other campaign before or since in military history, I met 
for the first time many South Africans, soldiers and doctors, 
who are my firm friends to-day. After the fall of Addis 
Ababa I eagerly seized the occasion to visit the wounded 
in the base hospitals and specialist centres of the Union. 

South Africans come to Guy’s to learn medicine and to 
play Rugby football. They are not merely excellent players, 
they are also able to tell each other in Afrikaans where 
the ball is coming, and whether they intend to pass or 
run on. This ruse failed, however, when we met our great 
rivals St. Bartholomew’s Hospital in 1910, for playing back 
in the Bart’s fifteen was a young South African, Christian 
Beyers, the man we are honouring to-day. 

The students of other hospitals sometimes accuse those 
of St. Bartholomew’s of giving themselves airs. They say, 
“You can always tell a Bart's man, but you cannot tell 
him much.” Yet they all respect the oldest hospital in 
England, the medical school that trained Pott and Abernethy, 
Paget, Butlin, and Bowlbv. No one could accuse young 
Beyers of superiority ; he was the most sincere and the 
most modest of men. No one could call him a bookworm, 
yet he absorbed into his being the great traditions of his 
hospital. In Johannesburg he became a pillar of South 
African surgery. A nation asks of its surgeons that they 
shall be wise, honest, and skilful ; Beyers was all of these, 
and he was also human and kind. When he died before 
his prime he left a company of colleagues who loved him 
as a man and a multitude of patients v who owed their 
restored health, to his skill as a surgeon. 

Beyers has left behind him a great record and a great 
example. South African surgery stands \ery high in the 
world to-day, and you have in this city of Johannesburg 
rmen whose reputation is international, men who spend their 
lays in constructive work and their leisure in writing. A 
ermon in praise of idleness by one who comes to you from 
he more leisured atmosphere of an older country may 
herefore be opportune. 

•The Be\er Memorial Lecture delivered at Johannesburg on 
-Joy. 24, 194S. 


Proper Use of the Mind 

We pride ourselves that we live in the age of science 
The scientific method, based upon observation and experi- 
ment, was the intellectual habit of the Greeks. It vanished 
in the Dark Ages, swept away with beauty and culture 
by the barbarian tidal wave that swamped Europe. Il 
reappeared with the Renaissance and has progressed ever 
since. 

The scientific method has led to the unparalleled advance 
of medicine since the time of Harvey ; it has, however, the 
limitation that it is worked by the human mind, a machine 
subject as all machines are to individual tricks and idio- 
syncrasies. Yet whereas the mind can make due allowance 
for faults when they are found m machines other than 
itself, towards its own faults it is apt to be blind, par- 
ticularly when it is driven, as no machine should be driven, 
without rest periods for inspection, adjustments, and 
renewals. 

Man insists on the alternation between work and idleness 
in the creatures of his own hands and brain. He plans to 
lay aside his cars at stated intervals to adjust the effects and 
to replace the ravages of wear. He applies the same prin- 
ciples to his fellow men. The Mosaic Law enjoined one 
day’s rest in seven. Modern conditions, however, tend to 
interfere with this alternation between work and rest, par- 
ticularly between mental work and mental rest ; for, while 
the body cannot be driven bey'ond a certain point without 
rebelling and ceasing to function, the mind works with no 
measurable metabolism or consumption of energy, and can 
go on working without rest, further work often providing 
the stimulus to greater effort, till the bearings of the machine 
melt. 

What we have come to call civilization has upset the 
proper use of the mind. In olden days men were indi- 
viduals. Each man learned from his parents, his fellows, 
and his elders, but his thoughts were his own thoughts, 
worked out by him from his gleanings, from his observa- 
tions of the sky, the sea, the trees, and the animals, into 
a personal store of knowledge and opinion. Each man 
worked for a master, but he received his task in the rough 
to work out according to his own ideas. The journeyman 
builder was given, not a blue-print to follow slavishly, but 
a piece of stone to shape into a pillar that should fit one 
comer of the church that was rising in the meadow, and 
if he was instructed to decorate the capital he was free to 
work out a design that included Ms favourite dog or a 
caricature of his foreman. Throughout the day Ms mind 
was engaged on varied and interesting tasks, and at the 
day’s end it needed and valued rest 

Nowadays men are not asked or encouraged — indeed, 
are seldom allowed — to think. Their growing minds are 

4606 
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moulded at school on Government-sponsored primers, and 
thereafter they receive their opinions from books or news- 
papers. Their work is no longer personal or intelligent, 
but some small portion of a whole of which they have no 
conception, repeated without the use of any mental process 
several times a minute for fifty-five minutes in the hour, 
eight hours in the day, five days in the week, and eleven 
months in the year. 

Such a mind is permanently idle, and to it idleness does 
not mean rest. It has not been weaving patterns from 
rough materials, but has remained passive while ready-made 
and standardized patterns, mass-produced on the cheap to 
fit cortices of every grade and every race, were scribbled 
over it. When not so used it has no means of self- 
employment, no stores to lay down in the basement ; -and 
the primitive instincts of the herd — love, fear, hate, and 
greed — stir dimly in those caves of instinct and produce 
mass sentiments m&squerading as thought, clichds and 
catchwords that form the conversation and fhe wit of the 
moron. 

The active mind, on the other hand, may be working all 
the time and come to no harm if the work is congenial, 
interesting, and within its trained capacity. The artist can 
paint for hours without being aware of the clock ; the 
surgeon can perform a four-hour operation of the greatest 
intricacy, at every stage of which he has to make decisions 
of prime importance, yet he feels no fatigue. But let the 
artist trudge round a picture gallery, or the surgeon try 
to watch a colleague for four hours, and both of them 
-vill be calling for a Guinness. The mind can work thus 
continually without tiring, and do so day after day, but it 
is not doing its best work. It is making decisions without 
storing them, collecting pictures without hanging them in 
the galleries, laying up a hoard of valuables which become 
treasures only when they are sorted out in relation to each 
other and properly displayed. 

Constant use of the mind does not lead to exhaustion 
my more than constant idleness leads to refreshment. What 
;xhausts is effort rather than use, the performance of tasks 
that are distasteful or that are beyond easy fulfilment, the 
fear of failure because the training is inadequate, the intel- 
ligence insufficient, the experience too small and too recent. 
Even so, an internal-combustion engine suffers little harm 
when it is run for long hours within its capacity or for 
short bursts at full speed, but when it is constantly set to 
do the work of a larger engine by operating at full load 
for hours on end it very soon gives out. 

The Cerebral Cortex — the Last Refinement 

But a simile that likens the human mind to a machine 


required speed, adjust our circulation, look after our diges- 
tion ; they will, with barely conscious guidance, conduct 
the intricate balancing movements required to ride a bicycle 
or the complicated calculations that tell us which foot will 
reach a bar fifty feet ahead when we are running for a 
long jump. The cerebral cortex, that gives a consciousness 
to the sorrows, hop =. and fears arising at these lower levels. _ 
is the last refinement, the part in whose development wcV 
pride ourselves as possessing something that distinguishes 
us from the lower orders of creation, the part whose highest 
advancement is the distinguishing mark of the man who 
stands above his fellows. 

The old machine supplies the power, the cerebral cortex 
determines the direction and length of the journey and its 
speed, but the two functions of- the mind — control and 
power — vested in different parts of the same machine, can 
never be entirely distinct as are a driver and his automobile. 
The driver may step out and go indoors, and while he is 
away the machine is at rest. The cerebral cortex relaxes i 
its control during sleep, but the subcortical brain is ticking 
over in the garage, and at any time it may spring to life 
and race away. And when some part of the operating 
mechanism takes charge — fear, hunger, or, most dominant 
of all, sex — the machine is off at top speed and the owner 
must jump into the seat, seize the wheel, and do his best: 
he is in for a ride over which his control is not much more 
than illusory, a ride that may thrill him or lead him to 
disaster. 

YVhat We Lack To-day 

When we sigh for the goQd old days we are immediately 
reproved by the social reformer, the politician, the statisti- 
cian, and the leader writer. We are told that there were 
no good old days ; that these distant periods are gilded 
for us by the mists of time and by the tendency of onlookers 
to mistake picturesqueness for happiness ; that the for- 
tunate few lived in luxury while the workers were poorly 
clothed and poorly housed, having none of the pleasures 
that the working-class enjoy to-day, uncomplaining because 
they knew no better. On the other hand we make a great 
mistake if we think that happiness consists in having a 
/forty-hour week, a smart car, a television set, and a 
' chromium-plated bathroom. Happiness consists in a job 
that provides a succession of varied and interesting tasks 
that demand skill and call for individual enterprise, that 
is useful to the community in which we live, that offers 
security if we do it conscientiously and advancement if we 
do it well, and, if not a belief in a future life, at any rate 
a confident belief in the future that this life holds for us. 5 
All these things the craftsmen and peasants of the Middle 
Ages had. All or nearly all of them we lack to-day. * 


is over-simplified. The part of the brain that is machine- 
like is that part whose pattern was designed in the dim 
evolutionary past, the part that functions automatically 
while life lasts, whether the owner is directing those func- 
tions or not, whether he is asleep, drugged, or engaged in 
other business. We know that cats or dogs deprived of 
their cerebral cortex are still cats and dogs With many of 
their qualities intact. The dog has lost his affection and the 
cat his aloof cynicism, but both can run about the room 
in a manner that differs little from normal. Both can show 
fear and rage. The age-old machinery of the ductless 
glands, acting by a mechanism of chemical conduction that 
is but a refined version of the way in which the amoeba finds 
its food, the autonomic nervous system that recalls the 
central nervous system of the earthworm, the central 
ganglia standing at the head of the spinal cord like the 
cerebral ganglion of cyclostomes, will do all or nearly 
all that wc need to do without conscious attention from 
us. They will breathe for us, keep our hearts going at the 


The world is no longer full of opportunity. The adoles- 
cent must study the openings in a number of trades and 
finally choose one, knowing that he is on a path that he 
must follow for the rest of his days. He must work hard 
and wait long for advancement, which is the reward of 
uncomplaining waiting rather than of merit. And he is 
prevented by class and family pride, by the wish to start 
where his father left off, from making a home and starting 
a family till long after the age when such occupations are 
instinctive and physiologically desirable. Later we see him 
still more unhappy, frustrated because the chance for which 
he has been working has still not materialized, unable even 
to confess his fears or share his disappointment because *\ 
both he and his wife have lived their own lives and put, 
their own interests first for so long before they married/ 
that they have been unable to establish that mutual con-t 
fidence and self-sacrificing comradeship that is the basis of{ 
happy marriage. Such men are, in the words of the old{ 
song, “ all dressed up and no place to go.” They have been ’ 
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.ining so long after achievement that strain has become 
and nature. They are so constantly keyed up to fight 
world that is trying to tread them down that they are 
i state of continual and futile preparedness. Their basal 
iglia are tuned for combat in 'the day and rehearsing 
nbat during sleep. Their autonomic system is driving 
ir digestive mechanism beyond the needs of appetite and 
ing their metabolism at a level they do not really require. 
The mechanisms that are being called into play are all 
mal ones ; the only abnormality is that they are being 
led on constantly. It is unlikely that any organ or system 
the body ever works anywhere near to capacity. The 
Tiber of nephrons in the renal system is reckoned to be 
ee’ times that required for normal excretion ; it is prob- 
e that they work in turn and rest in turn. The brain, 
all organs in the body, shows perhaps the greatest surplus 
functional matter over requirements of function. Body 
1 mind seem to have been designed with a tremendous 
erve of essential machinery, so that in their normal work- 
; labour and rest may alternate. In modern life they are 
ced to work abnormally. 

\ 

Stress Diseases 

these are the Conditions under which a great proportion 
the inhabitants of the older and more civilized com- 
mities live, and these are the conditions that are causing 
:m to break down and are producing a group of diseases 
it we may call the stress diseases. In the less stoutly 
ilt it is the mind itself that gives way. In the more stable 
: mind remains coherent and calm and the mechanism 
irking beneath it cracks under the strain. The primitive 
bal'emotions that reside in the basal ganglia take charge, 
e autonomic and endocrine arsenals pour out their 
initions to excess. 

Three diseases stand out as striking and universally 
cnowledged examples of stress casualties : thyrotoxicosis, 
odenal ulcer, and non-renal hypertension. These diseases, 
becomes a group that have a similar origin, have certain 
itures in common. They were relatively rare till the 
ginning of the present century, but since that date their 
a’dence has increased progressively. They are found in 
'ilized countries, in the urban and industrial areas of those 
•-intries, and among the more intelligent, ambitious, and 
rd-working members of the 'communities. They are 
dom encountered in the placid and the lazy, and are 
actically unknown among native races living under natural 
nditions. They are thus diathetic or psychosomatic dis- 
ses, disturbances of the normal relation of mind and body 
> overpowering circumstances, and for that reason calling 
r some general remedy. Yet at present all, except in their 
rliest stages, appear to be best treated by surgery of a 
mewhat crude nature. The rational aim of surgery would 
to intercept one of the torch-bearers between the hypo- 
alamus and the final recipient in the body tissues. This, 
ifortunately, is rarely possible, and we must endeavour 
correct the defect in the final recipient tissue itself (see 
g.) Our treatment is thus local and destructive. It 
noves some part only of an activity' that is essentially 
despread, and tackles a manifestation rather than a cause 
the disease ; but nevertheless it leads to an improvement 
at is more satisfactory -and more lasting than that pro- 
iced, in the present state of our knowledge, by any other 
icans. 

Of all people we surgeons are most prone to these 
seases. I can hardly claim that we are more intelligent, 
nbitious, and hard-working than any other section of the 
immunity, but we certainly shoulder as great a respon- 
bility and must undergo as great an anxiety as any, and 
i long and so steep is the ladder to advancement, so many 



the hands that clutch at its rungs, that we suffer frustration 
as an occupational risk. Acute hyperthyroidism is dis- 
tressingly common, and apparently on the increase, among 
young medical men, usually those holding junior staff 
appointments and trying to stretch a slowly growing income 
to cover the needs of a rapidly growing family. Duodenal 
•ulcer is the disease of the surgical registrar and junior 
surgeon, and an unannounced visit to the surgeons’ room 
at any hospital will usually surprise one of the staff swallow- 
ing his glass of ciUated milk and his alkaline tablet between 
operations. Hypertension affects surgeons in their fifties, 
and makes them one of the worst occupational risks from 
the point of view of insurance companies. 

Rest Periods 

To what extent are these risks avoidable ? The young 
man who has carried all before him in his medical school, 
who has good brains, clever hands, and a stout heart, would 
be a traitor to himself if he did not plunge unafraid into 
the battle, prepared to give and to take hard knocks till 
he has won through. But when he has so won, when the 
clash of steel sounds fainter behind him and he stands 
bloody and unbowed with a few comrades equally tough 
on the upper slopes, he Is apt to keep the same combative 
outlook from mere force of habit, to go on fighting for 
fighting’s sake and working because he has never done 
anything else. It is this prolonged and no longer needed 
exertion that is harmful. It is unfair to all those cultural 
sides of his nature that have had to be laid aside for a 
time. It is unfair to his wife and his family. It is bad 
for his thyroid, his adrenals, and his cardiovascular system. 
Above all it is bad for his surgery. 

It is to an audience of medical men, above all to an 
audience of surgeons, that a sermon in praise of idleness 
is necessary. We have seen that idleness is a part of func- 
tion. The heart gives one gigantic heave that sends a dose 
of Wood racing along the aorta ; but systole lasts only one- 
third of a second, and for twice as long the *' v -cle 

takes a rest A meal is followed by a 
during which the stomach and proxi 
the food down to its elemental co 
pancreatic, and intestinal juices c 
and proximal colon absorb. 
















648 April 16, 1949 


IN PRAISE OF IDLENESS 


British 

Medical Journal 


very much the same way. Impressions are constantly being 
received by the eyes, the ears, the nose, and the hands. 
Some of these produce momentary reactions and are gone. 
Some, repeated or received with special strength, are laid 
down in the association centres as memories But for the 
best use of these impressions it is important that there 
should be periods when the mind has nothing to do but look 
over its stores and sort them out. 

We can recognize among our students two types. At 
one extreme we have the overpowering enthusiast who 
attends all lectures and takes down every word from first 
to last. After a hurried meal he goes to the library and 
pores over a textbook till the time comes for a ward round, 
when he listens eagerly to every comment and again enters 
it in his book. At the other extreme is the footballer who 
strolls into the lecture a little late and does not really get 
into his stride as a listener till he has filled and lit his pipe 
and gets it drawing to his satisfaction. His notes are sparse, 
and at rounds he is attentive but not verbose. Yet when 
it comes to a practical task the second one approaches it 
with a common-sense outlook ; when he is asked a question 
whose 'answer is not in the textbook he is able to see 
through the problem to its essentials and give an answer 
that may not be the right one but that embodies his personal 
experience ; at examinations he beats his more studious 
fellow student, in the practicals at any rate, and when he 
goes into the world he makes a better doctor. 

Most of us have passed through both of these phases, 
through spells of hard conscientious work and through 
spells of idleness. In the first we have acquired knowledge ; 
in the second we have built up wisdom. In the first we 
have been worthy workers. In the second we have made, 
or started the train that has brought us to, those personal 
contributions by which we hope to be remembered when 
we are dead. For the human mind which has been driven 
hard does its best work when the tension is outspanned 
and it is allowed to find the natural paths that shape them- 
selves in idle periods. 

For many of us the war has provided such a" sabbatical 
break. We have worked hard even in uniform, but for 
long times we have remained idle. Then it is that we have 
discovered to our joy that the disconnected visions of our 
student days are all fitting into a pattern. Figuratively, 
we have sprung like Archimedes from the bath in which 
we have been dozing and have shouted “ Eureka.” 

I have enjoyed such periods of idleness more than. most 
members of my profession. Since I became a surgeon I 
have twice been docked for six months for repairs — once 
after an illness, once after a motor accident. In addition 
I have spent more time in the forward surgery of war than 
any man. And war is the ideal alternative between feverish 
activity and leisure, between times when ideas crowd upon 
us and times when they can be worked out. It provides 
the tremendous stimulus of corporate loyalty, it brings the 
fundamental problems of injury and infection once again 
before us, and it gives us abundant opportunity to study 
them. Throughout my life I shall remember the entry into 
Addis Ababa in April, 1941, when I sat next to Dan Pienaar 
drinking the Duke of Aosta’s wines in the Piccolo Gebbi, 
and the spell of idleness that followed in that grand and 
barbarous country. I shall think of weeks in the Western 
Desert when the clear air brought every faculty to life, 
when the distance at sunset took on every colour of brown, 
purple, and blue, and at night millions of stars shone with 
a brightness that seems to be seen only in the Egyptian -sky. 

Those happy days are past, but now, after three years of 
hard work in civil surgery, I have once again enjoyed the 
pleasures of idleness, the armchair existence of a five-days 
flight in a Plymouth flying-boat. And as it is the most 


recent arrivals in the aerodromes of the brain that are still 
circling the association centres looking for a suitable strip 
on which to land and night-stop, so it is that the problem: 
of these stress diseases have been turning over in the recesses 
of my subconscious mind seeking their own clarificatioi 
while I have been consciously looking down on that wonder 
ful panorama of alternating arid waste and prodigal fertility 
that is Africa. 

Thyrotoxicosis a Stress Disease 

That thyrotoxicosis is in most cases a stress disease fev 
will deny. As the thyroid is particularly linked up will 
the female sexual and reproductive cycle, thyrotoxicosis i: 
above all a stress disease of women, and seems to have it 
origin most frequently in some emotional disaster con 
nected with a love affair. It is, however, by no mean 
unknown immen, and I have met it several times in thi 
war in young officers summoned to take high rank am 
responsible posts and asked to bear a load of authorit; 
beyond their years. It differs from the other two stres 
diseases I have mentioned in that, once started, it is self 
continuing, and no amount of idleness, no change of occti 
pation or psychological adjustment, has any power to sta 
it. Though the thyroid gland is probably fourth in th 
chain of guilt, the basal ganglia, the hypothalamus, and th 
pituitary taking prior blame, it is responsible for most o 
the clinical manifestations of the disease, and in the reduc 
tion of its activity lies the only prospect of relief or cur< 

The overactive thyroid may be damaged by x ray: 
poisoned with thiouracil, tricked into its own destructio: 
by radioactive iodine, or pruned with a knife as required 

The results claimed for thiouracil show few grounds fo 
satisfaction or even complacency. The mortality unde 
treatment is at any rate 2%. Ten per cent, of patients ar 
intolerant of the drug ; of the remainder only 3 % ar 
cured — that is, remain symptom-free for a year or mor 
after treatment has been stopped. The majority mu: 
remain for years under observation, with occasional retur 
to a maintenance dose. Two per cent, develop agranulocy 
tosis. In nearly all of them the goitre increases in size 
it may become cystic and cause pressure symptoms, it ma 
atrophy and lead to myxoedema, it may become malignan 
Broders and Parkhill state that “ thiouracil goitre is mor 
of a cellular hyperplasia with mitoses very much in ev: 
dence, and so therefore more comparable to carcinoma. 

The majority of patients treated with thiouracil eventual! 
need operation because their thyrotoxicosis is not caret 
because they dislike the disfigurement of a large goitre, c 
because cysts or haemorrhages are pressing on the trache 
or oesophagus. They present the surgeon with a task c 
considerably enhanced difficulty, for the thiouracil goiti 
is rigid, friable, haemorrhagic, and adherent, and remaii 
so to some extent even after a long rest from the dri 
and a course of iodine. On the other hand, the mortalil 
of operation in the hands of a practised surgeon workir 
with a physician who shuns thiouracil is not more tha 
1%, and the proportion of patients cured — that is, ab 
to return within a few weeks to a full and active life- 
is over 90%. 

I have always felt that an operation secures the desire 
result more quickly, more certainly, and more safely tha 
any other means, and, having within the last two year 
like Omar Khayydm, heard great argument about it an 
about, I still come out by the same door to register nr 
vote in the same lobby: indeed, after a week’s reflectic 
in the relative anoxia of 12,000 feet and under the soporii 
drone of four engines, I am prepared to be almost do 
matic. I hold that thiouracil has had a fair trial and 1 
failed miserably, that it has no useful place in reputab 
therapy, and that its use should be prohibited except 
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those cases of thyrotoxicosis where operation has been 
definitely abandoned or where it must be postponed till 
after the performance of another and more urgent operation, 
such as one for cancer. 

Of the operation I will touch only on a few points that 
interest me. We all use the collar incision, but none of 
us, I hope, use the Kocher incision. The collar incision 
follows a natural crease and the scar is invisible in six 
weeks: the Kocher incision is strongly cursed, with the 
ends turned up like the moustache of a bomber pilot, and 
it leaves the horrible scars that may be seen any day in the 
streets of many Continental cities. Some of us cut across 
the infrahyoid muscles, some split them in the midline 
and retract them ; I do the latter for no more than senti- 
mental reasons. I have never seen any ill follow muscle 
cutting, but I do not believe access to the poles is helped 
appreciably thereby, fo"r the first step in subtotal thyroidec- 
tomy is free mobilization of the gland by division of the 
..subcricoid connective tissue fan that binds the upper border 
of the isthmus and the inner border of the two upper poles. 

[ do not expose the recurrent laryngeal nerve, because I 
believe that to bare so fine a structure is to invite late 
involvement by scar, and because if I tie the inferior thyroid 
artery half an inch away from the gland and then cut in 
front of its branches in the sagittal plane I know the nerve 
is safe. I have not drained a thyroid for ten years. Drain- 
age for bleeding is unnecessary, for no thyroid wound 
' should be closed till haemostasis is beyond doubt. Oozing 
of serum may occur, for Nature abhors a vacuum and she 
abhors catgut even more, but when it occurs it occurs too 
late for a drain to help, and it can be removed by aspiration 
without disturbing the scar. 

Duodenal Ulcer 

Duodenal ulcer, again, is a stress disease. It is pre- 
dominantly a disease of men, but it is getting commoner 
in women as they adopt men’s clothes and habits and take 
their jobs ; and whereas twenty years ago females formed 
no more than a tenth of any series, they now contribute a 
fourth. Unlike hyperthyroidism, duodenalism can be alle- 
viated and occasionally cured if the stress is relieved and 
its source removed before scar tissue has converted the 
lesion into one incapable of satisfactory repair ; but since 
to relieve stress in any particular case it may be necessary 
to change the man’s business, to double his income, to stop 
his cigarettes, or to shoot his partner or his wife, cure by 
medical means is not always possible. Surgery is thus 
called on increasingly for the treatment of duodenal ulcer ; 
but it can never provide a cure for the underlying stress, 
and must be looked on as no more than a treatment of 
complications. It is a good working rule that no duodenal 
ulcer patient should be sent to the surgeon until he is 45, 
or until perforation, stenosis, recurrent major haemor- 
rhage, or constant pain in spite of treatment makes 
operation inevitable. 

Whereas in gastric ulcer any operation that removes the 
ulcer and the scar around it is usually satisfactory, in 
duodenal ulcer no operation that does not permanently 
reduce the level of acid secretion to one of 20% N/10 
NaOH or under is likely to give more than temporary 
relief or provide any safeguard against recurrent ulceration. 

I hope I may, \vithout further discussion, dismiss gastro- 
jejunostomy and all forms of pyloroplasty as unsuitable 
for anything but a very old stenosis in a man old enough 
to die of natural causes before he gets a jejunal ulcer. 
I will dismiss vasoligation as summarily, for it is only 
necessary to visit the two places where it has been prac- 
tised longest — Manchester and India — to learn how worth- 
less it is. Two operations remain to be discussed — 
vagotomy and gastrectomy. 


Vagotomy 

Vagotomy comes to us with all the glamour of the 
laboratory and the personal recommendation of 57 pro- 
fessors. As I sat in the plane turning over the journals 
that the steward brought me I was constantly confronted 
by the advertisement of a face cream that was the final 
product of years of research and was now acclaimed by 
Hollywood stars and Mayfair beauties as the source of their 
loveliness. I seemed to recognize an old friend in Africa : 
“Vagotomy, I presume.” 

That vagotomy will reduce the volume and acid level 
of the gastric secretion in dogs, that it will stop the pain 
in all peptic ulcers in human beings and heal the majority, 
for a time at any rate, has been demonstrated beyond ques- 
tion. That it is a sound procedure, to be regarded as the 
first line of attack on the peptic ulcer problem, is as yet 
unproved. 

A fundamental question that remains to be answered is 
how important the vagal mechanism of gastric secretion 
is in human digestion, and what part it plays in the aetio- 
logy of ulcer. Dogs have characters and habits very much 
like those of man — according to the French proverb, better : 
but they eat with a speed and an enjoyment that we can 
never hope to emulate. For them vagal secretion is all- 
important, for it provides an acid bath into which the 
eagerly awaited and hastily bolted meal drops. Men by 
custom turn their minds at meal-times to business or to 
love — in fact, to anything but food ; they eat slowly, and 
the food remains in their stomachs for two hours or more 
They need a vagal secretion for the first course, but they 
depend largely upon a hormonally activated secretion for 
the further digestion of their meal. Peptic ulcer patients 
differ from the normal not so much in the high level of 
their acid secretion as in its constant flow, which has no 
reference to the calls of meals. The fault with them is 
not that their acid is too high, but that it is poured into 
a stomach unbuffered by food. 

Vagotomy cuts out completely the psychic flow of gastric 
juice, but it does nothing to abolish the chemically induced 
flow that comes later. If there is an ulcer it does not 
remedy the complications of that ulcer — the stenosis, the 
deformity, the fixation to surrounding structures ; on the 
contrary, by diminishing gastric tone and delaying gastric 
emptying it precipitates the stasis which may still be latent, 
so that in most cases a short-circuit must be performed 
in addition to the vagotomy to prevent it. Once a fresh 
opening has been made the stomach is liable to be empty 
while the second uncontrolled wave of acid secretion is 
mounting, so that the new stoma is subjected to the dangers 
of unbuffered acid. In addition to these serious defects 
vagotomy brings in its train certain minor disabilities, belch- 
ing and diarrhoea being the most constant, and now that 
results are coming to light it is clear that it is followed 
by recurrent ulceration more commonly than a well- 
performed gastrectomy. Vagotomy is certainly a simpler 
and, in the hands of those who should not be allowed to 
do major surgery at all, a safer operation than gastrectomy, 
but among competent surgeons it will probably come to be 
reserved for three groups of cases: for patients who have 
a return of pain or of ulceration after a radical gastrectomy 
well performed, for cases of gastro-jejunal ulceration to 
stop pain and bleeding and allow the patient to be made 
fit for a permanent reconstruction, and for old men with 
duodenal pain quite out of proportion to the very moderate 
ulcer that seems to be causing it. 

Gastrectomy 

Gastrectomy, on the other hand, is a big operation, and, 
when performed for duodenal ulceration, a diffi cult one. 
Yet it gives results that for excellence and permanence are 
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as yet unrivalled by any other method of treatment. To 
ensure such results five criteria must be satisfied: 

1. The whole pyloric mucous membrane in which the 
secretory hormone is produced must be removed. 

2. The acid-secreting mucous membrane must be ablated in 
those regions in which it is thick and rugose — that is, in the 
body of the stomach. 

3. The lesser omentum must be divided right up to the 
cardia, in order to divide the left gastric artery at its origin 
and allow the lesser curve to swing free, and to interrupt the 
majority of the vagal fibres. 

4. The stoma between the remaining stomach and the intes- 
tine must be no larger than the bowel into which it empties — 
that is, about II in. (3.75 cm.) in diameter. 

5. The passage of food after leaving the stomach must be 
in an onward direction only. 

None of the last three requirements is satisfied by the 
conventional Polya gastrectomy ; all are fulfilled either by 
the modern Billroth I gastrectomy or by the valvular 
Billroth II gastrectomy. 

Hypertension 

Hypertension is not a new disease. It has killed many 
of the great men of history. Non-renal hypertension, or 
hyperpiesia, on the other hand, is a new disease and a 
stress disease. It is the price the millionaire pays for his 
directorships and the clerk for his failure. Its aetiology 
is unknown. A similar condition can be produced in dogs 
by clamping the renal pedicle ; but, though in some instances 
human hypertension is associated with one damaged kidney 
and cured by its removal, such cases are curiosities ; in most 
the renal function is normal, and the kidneys become 
involved only late in the disease. 

The surgery of hypertension provides to-day one of the 
most interesting subjects for study and one of the most 
fascinating topics for discussion. Study is stimulated when- 
ever a new problem appears or when a new discovery 
throws fresh light on an old one. Discussion is most 
enthralling when theories abound but proved facts are few. 

Operations for the relief of the more distressing symp- 

■i s of hypertension are being performed in every country. 
You have done many here. Papers have appeared from 
the pens of many leading surgeons. You in Johannesburg 
have contributed some of the most interesting of them. 
I have done some operations myself, and was one of the 
first to do them in Britain, but I have spent far more 
time watching the work of others, reading their papers, 
listening to their discussions. And I speak to-day as one 
off duty, voicing those questions that disturb my idleness 
because I do not know the answers. 

What is the cause of essential hypertension ? I do not 
know, and if anyone does he has not told me. What justi- 
fication is there for attempting to cure by a major opera- 
tion a disease about which we are so ignorant ? The 
justification of results: surgical treatment is admittedly 
empirical, but it does cure or improve patients who would 
otherwise get worse or die. In what way do we believe 
that blood pressure may be lowered by operation ? Once 
more we do not know, and each surgeon has a different 
answer and modifies his operation according to the aim 
he has in view. There are at least five ways in which it 
may be suggested that the blood pressure can be lowered 
by operation on the sympathetic system: (1) by dilating 
the vessels of the lower limbs ; (2) by dilating the vessels 
in the splanchnic bed ; (3) by denervating the kidney ; 
(4) by denervating the adrenals; (5) by dividing the 
sympathetic fibres to the heart. 

Merits of Operation for Hypertension 

What are the results of operation ? Relief of the more 
distressing symptoms in nearly all cases ; prolongation of 


life in any series in comparison with a similar series 
untreated or treated medically ; temporary lowering of 
blood pressure in many, permanent restoration of blood 
pressure to normal in a few. Can we select those most 
suitable for operation, or judge beforehand by tests the 
extent to which any patient is likely to benefit ? No 
Tests are so fallacious that many have abandoned them 
Can we judge from the figures published by surgeons which 
of them is getting the best results ? No ; because surgeons 
differ fantastically in their selection of cases for operation 
and in their assessment of post-operative results. At one 
extreme we have Professor X., who will operate only on 
patients under 40 who have normal renal function, no eye 
changes, and show a good response to sedation ; he has 
no operative mortality and a high cure rate, but many 
of his patients might have got well anyway. At the other 
end is Professor Y., whose chief indications for operation 
are progressive headaches and failing vision, and who is 
undeterred by poor renal function and doubtful cerebral 
and coronary circulation ; he has a number of operative 
and still more post-operative deaths, and most of those who 
survive are dead five years later, but he saves untold misery 
and adds some months of productive life to many useful 
citizens. 

The two most popular operations to-day are the 
Smithwick, in which the three splanchnic nerves and the 
sympathetic chain from the eighth dorsal to the first of 
second lumbar ganglion are removed through a trans- 
diaphragmatic extrapleural approach ; and the transpleural, 
in which the thoracic chain from the fourth dorsal to the 
first lumbar ganglion, and the three splanchnic nerves in 
their thoracic portion, are removed through a wide thoraco- 
tomy opening. The anatomical reason for this lengthy 
ablation is that sympathetic fibres have been shown to 
leave the upper thoracic chain and travel down to the coeliac 
plexus on the aorta without traversing the splanchnic nerves 

Now I am going to take courage, from the fact that 
Edinburgh and Manchester are five thousand miles away 
and that Boston and Ann Arbor are seven thousand miles 
away, to voice a few beliefs and disbeliefs. 

I believe that an operation for hypertension is effective 
chiefly in so far as it denervates the kidneys and adrenals, 
and that the vasodilatation it produces is variable in amount 
and secondary in importance. I do not believe that there 
is any significant difference in the relief of symptoms and 
the lowering of blood pressure obtained between a thorough 
subdiaphragmatic denervation and a Smithwick operation, 
or between either of these and the extensive transpleural 
operation now fashionable in England. I do not attach 
much importance to filament-chasing, nor do I believe that 
nerves ever regenerate across gaps ; at any rate they are 
never known to do so when we want them to. 

Holding these views, I cannot muster any enthusiasm for 
the Smithwick operation. It is a Peet-Adson hybrid. It 
often damages the diaphragm and holes the pleura, and ii 
does so to no purpose if it gives results not differing appre- 
ciably from the subdiaphragmatic operation. Still less caD 
I grow lyrical over the transpleural operation, which is less 
thorough than the Smithwick at the lumbar end (I -believe 
the more important end) of the sympathetic chain and 
is more thorough chiefly in dilating the intercostal vessels 
I doubt whether the aortic filament is more than an 
anatomist’s bauble and whether a knowledge of its occa- 
sional existence should persuade us to adopt an operation 
that is not demonstrably superior to others and that is 
followed by severe pain in the incision in quite a large 
number of patients. Though I am fully aware that I risk 
censure by the high priests of hypertension, I will state my 
own views, which, I reiterate, are those of an idle man, of 
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one who leans over the railings watching others digging a 
hole in the road and sees where they are doing it wrong. 

Personal Views 

First I should accept my cases only from a medical col- 
league. There are many things ' other than surgery that 
may cure hypertension. I well remember George Heuer, 
of Cornell University, relating two such cases at the meet- 
ing of the American College of Surgeons in New York in 
1938. Both patients had hypertension that had proved 
refractory to every form of. treatment and had been selected 
for surgery. One had a serious motor accident on the way 
to hospital ; the other collapsed under the anaesthetic after 
the laminae had been removed but before any nerve roots 
had been divided. Both were cured. Rather than choose 
my cases myself, therefore, or rely on any form of test, I 
would take only those that had been under the care of a 
wise physician and accept his judgment that no change of 
occupation and no drug treatment could help them. 

Secondly, I should refuse none except those with myo- 
cardial changes. The man who needs a high pressure to 
push blood through his coronary arteries will die the 
minute ft is lowered. The others — those with poor kidneys, 
with a rising blood urea, who are unable to work because 
of their headaches, who are going blind — are also poor 
operative risks. They are no good to the surgeon whose 
eye is on statistics. On the other hand, they need our 
help more than any, and we can promise to help them. 
Their world is falling in ruins round them. We may send 
them prematurely to the next, but if we do not we give 
them a joy they had ceased to hope for. And the improve- 
ment seems to be largely unrelated to the fall in blood 
pressure: An operation that, judged by the sphygmomano- 
meter, is a failure may yet relieve the patient of all his 
distressing symptoms. 

Thirdly, I should, as my main line of attack, perform a 
bilateral subdiaphragmatic operation through an incision 
resecting the twelfth rib. I should resect the sympathetic 
chain from the third lumbar to the twelfth or eleventh dorsal 
ganglion, following the chain up by splitting the crus. I 
should pick up the splanchnics where they leave the dia- 
phragm. divide them where they enter the semilunar ganglia, 
and follow them as high as I could through the diaphragm 
before cutting them again. I should do this operation on 
one side, and if the anaesthetist reassured me I should 
then do it on the other ; if the drop in_blood pressure 
was considerable I should do the second side three weeks 
later. 

Fourthly, I should send the patient home after he had 
recovered from the double operation and reassess him after 
three months. If it seemed advisable to lower his blood 
pressure still further I should attack the cardiac sympa- 
thetic fibres by removing the second, third, and fourth dorsal 
ganglia, first on the left side, later, if necessary and after 
an interval, on the right. 1 should not divide the diaphragm 
nor should I open the pleura. 

Well, gentlemen, I have talked so long of idleness that I 
have exhausted you. I have strained your patience so 
much that vour pressures must be near to apoplexy and 
your duodenal ulcers to perforating. My thesis is the very 
simple one that the man who works hard and conscientiously 
does his most important work when he outspans his mind 
and allows it to wander at its own pace round the paths 
over which it has been rushing, and that science is advanced 
aurther in a shorter time by the informal chatter of a few 

ike-minded friends over cocktails than by the formal 
; rxchange of papers or by any number of congresses. 

' The figure »at planned by mV former House Surgeon, Mr. Alan 
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THE DISCOMFORTS OF CHILDBIRTH* 

BY 

GRANTLY DICK READ, M.A., M.D. 

When I was a student “ on the district ” I attended a girl 
whose reaction to childbirth greatly impressed me. When 
the head started to crown and the effort syndrome became 
obvious, with the evidence of suffering, I offered her such 
anaesthetic as I was allowed to give, and she would not 
take it, but between the contractions she smiled happily. 
After her baby was bom I inquired why she would not 
take any anaesthetic freely offered her, and her reply has 
always remained in my mind. She did not take her anaes- 
thetic because she did not want it. “ It didn’t hurt, doctor,” 
she said ; “ it wasn’t meant to hurt, was it ? ” 

From the teaching of Crile and Head it became obvious 
to me that the discomforts of childbirth depended largely 
on the emotional and not solely on the mechanical factors 
which one had been taught were the cause of the pain.- The 
fact that in childbirth there is usually a woman present 
is not always remembered even to-day. The performance 
of the mechanism of parturition is undertaken with a mag- 
nificent apparatus, but the fact that the woman has a brain, 
a mind, an extremely sensitive nervous system from which 
the impulses act and react upon the mechanism, is not so 
freely understood. 

I asked myself how a woman could be expected to be 
successful in the task of bearing a child if she was not 
equipped with adequate knowledge- Would it be expected 
that the secretary of a business man would be successful 
if she had never handled pencil and typewriter ? Yet 
women are allowed to enter upon the most important task 
of their lives untutored, untaught, and unassisted. I began, 
therefore, to educate my patients much earlier in pregnancy. 
From the time the women came to report that they were 
pregnant they were tactfully, gradually, and carefully 
initiated into the job they were about to perform. Their 
preparation included not only the normal clinical care of 
the antenatal clinic but they were taught relaxation and 
respiratory exercises, and during their short periods of rest 
while they were under instruction they had the art of child- 
birth explained to them. They were told that they had a 
uterus in which the baby was growing, that the uterus was 
made of muscle and grew with the child, and at each visit 
they were told the relative size of the child. They were 
told that the child would move and bow to expect to “ feel ” 
their baby at about 17 or 19 weeks, as the case might be ; 
they were told the position and were even shown a diagram 
of it. They were also told that they were already feeding 
the child and that it was necessary that they themselves 
should take some care of their own diet. They were told 
what they should eat and what they should not eat. 

My patients were delivered on their backs, propped up 
in a position equivalent to squatting, but leaning, because 
the average European is not accustomed to squat. They 
held their child's hands before the baby was fully bom and 
took it in their arms as soon as the cord was severed. 
Their happiness and complete freedom from pain were 
remarkable. Their refusal of anaesthesia was noted, and 
not infrequently they scorned and rejected the idea ‘that 
they should be unconscious at such a great moment. 

Nerve Supply of the Uterus 

The neurological explanation of the phenomena I was wit- 
nessing was important. Some years previously Beckwith 
Whitehouse, in Birmingham, had worked very seriously on 

*The substance of a lecture delhered before St. Mary's Hospital 
Mcd-cal Society- on Oct. 28, 194S, with Dr. G. \V. B. James presiding. 
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the nerve supply of the uterus. He came to the conclusion 
that the different muscle fibres of the uterus lying in differ- 
ent directions were supplied one by the autonomic nerves 
and the other by the sympathetic nervous system, and that 
these groups worked in harmony in much the same way 
as opposing muscle groups work in harmony — that is to 
say, when one group contracts the other relaxes. That is 
the mechanism whereby the expulsive muscles of the 
bladder and rectum and the corresponding sphincters work. 
With the release of the sphincters the expulsive muscles 
come into play. With the nerve supply of the uterus it 
was the same story. The circular inhibitory fibres should 
be relaxed, loose, and acting in harmony with the expulsive 
longitudinal fibres whose enormous power at full term is 
sufficient to dilate the cervix for the child to pass through, 
when the dilating force is augmented by the great effort 
of expulsion to drive the child through the birth canal. 

Thus again the story of Head’s thalamic pain loomed 
very largely into the picture. If in the presence of fear, 
as Crile and others had pointed out, the sympathetic ner- 
vous system throughout the body created a state of tension 
— a great protective activity to fight or fly from that of 
which it was afraid — the fear of labour would bring about 
rigidity by sympathetic nerve-fibre stimulation and the 
muscles and organs supplied by that nervous system would 
also be in a state of tension. The outlet of the uterus 
would be relatively rigid and the cervix resistant to dilata- 
tion. Thus there would be tension not only in the person 
herself but also in the apparatus of reproduction. The 
presence of fear is therefore a direct cause of somatic mani- 
festation giving rise to the real pains of labour. Sir Charles 
Sherrington found that the uterus had only two pain- 
recording nerve endings — those which recorded laceration 
and those which recorded excess of tension above the 
normal mean. 

Put those simple observations together and see what we 
have. In the presence of fear the outlet of the uterus 
is in a state of chronic contraction. The longitudinal fibres 
of the uterus struggle to release or burst through that 
resistance of the circular fibres of the uterus, increasing 
enormously the tension within the organ itself and thereby 
stimulating the receptors of pain. It is very simple and 
far more important therefore to remove the fear and the 
tension, for thus the amount of suffering in labour becomes 
negligible in comparison with that endured by the woman 
who is afraid. It is not enough for the woman to say, 
“ I am not afraid.” There are subconscious fears, fears 
formed and based on past associations or ideas. If these 
can all be removed then the labour of the human female 
becomes as easy and as enjoyable, in spite of the work 
and effort involved and the call upon her higher qualities, 
as it is in the lower animals. 

Emotional Phases 

But that again is not enough, and in order to understand 
exactly what emotional changes occur in labour we must 
study a labour which is normal — that is to say, a labour 
in an unanaesthetized woman, where the natural function 
is carried out without interference. It became possible to 
study these labours in large numbers when this series of 
events was implemented, when the fear was removed, and 
when the woman herself was in a natural state of relaxation 
and had no desire for anaesthetics or sedatives, for which, 
indeed, there was no necessity. Thus the study of the 
normal emotional phases of labour became possible, and, 
perhaps more interesting than anything else, in this idea 
was the discovery that labour is not a purely mechanical 
affair at all; but is closely associated with varying emotional 
phases. The chemists will shortly, I hope, be able to prove 


and demonstrate to us that many of the chemical con- 
stituents of the body vary with the emotions during labour. 
Particularly is that true of the blood sugar, as well as 
other biochemical factors. 

But it is necessary to show how these emotional phase 
can be recognized, because one cannot conduct a labou 
to the full satisfaction of oneself and of the mother (and 
I am beginning to believe, of the newborn child) unles 
one understands more than the purely mechanical functioi 
of parturition. It is not enough to wait until the head i 
showing and then put on a mask and gown and get 
friend to give some “ dope ” and stand at the other end o 
the bed. That is not obstetrics, but it still goes or 
Obstetrics is the understanding of the mind as well as th 
body of a woman in order that she may produce her chil 
in the" most natural way with the least injury to both min 
and body — certainly the minimum of injury to the mine 

First Stage of Labour 

The first stage of labour is the stage of initiation an 
expectancy. The antenatal anticipation of labour is a ver 
boring time. There is no more trying period in a woman 
life than the last two weeks during which she is waitin 
for the baby to be born. She not only wants her baby bi 
she wants to get rid of the pelvic burden and to be agai 
a freely mobile person. Women will go into labour in 
condition of considerable exhilaration and animation, an 
until the cervix is dilated to between one-fifth and tw< 
fifths (I am speaking of the primiparous woman) they wi 
retain that state if there has been an intelligent and propi 
approach to labour. 

When the cervix dilates further there occurs a vei 
marked change. ,At two-fifths dilatation the large major! 
of patients will offer two manifestations. They will becoir 
quieter, although cheerful between contractions, and the 
will develop a pronounced malar flush. I would look fc 
the malar flush appearing on the woman’s face at tw< 
fifths dilatation, because one knows then that the labour 
truly progressive. The woman then begins to 'realize th; 
she is completely helpless in relation to her uterine coi 
tractions. She is in the power of forces over which si 
has no control. Mere man would be alarmed under tho: 
circumstances, but woman fortunately has a better mentalit; 

When the uterus gets to three-fifths dilatation the woma 
has become serious in her demeanour — I do not mean di 
tressed — but many of them are uneasy in' their mind: 
What they desire is company. It is not physical pain whic 
gives rise to the distress at three-fifths dilatation. It is tl 
first emotional menace of labour. That can be diagnose 
clinically perfectly well, and it is at that time that no woma 
should be left alone. There is no greater obstetric crin 
than to leave a woman in a room by herself at three-fiftl 
dilatation and tell her, “ You are not going to have yoi 
baby for perhaps ten or twelve hours. We have no tin 
to look after you. Do not make a lot of noise, and v 
will come and see you from time to time.” That is tl 
way to ruin a woman’s labour — indeed, a way to ruin hi 
whole life, for pain and terror beyond control will give 
psychological foundation to -future experience that eve 
time will not rectify. 

If that phase is well cared for she will carry on wil 
assistance and regain considerable confidence before tl 
cervix is four-fifths dilated. This is the time when 
sedative should be given, if it has to be. 

Second Stage 

Then we come to the transition from the first to tl 
second stage. The transition is the great testing period < 
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labour, for then the cervix is dilated to its fullest. Many 
women definitely have pain at this stage even in the most 
normal labours, because of the tension brought about at 
the ultimate dilatation of the cervix. This is the second 
emotional menace of labour. Here is a true test of the 
woman's faith and fortitude. It is a period fraught with 
anxiety and perhaps pain. This is the time in normal labour 
when there is backache in about 50% of all cases. It 
should be recognized as the pain period of labour, and the 
average normal labour in which there is any pain will exhibit 
it at this stage. 

As that emotional storm abates the woman will pass into 
the second stage of labour with the establishment of firm 
contractions, and she will be astonished at the disappearance 
of the backache and the sense of tremendous relief at being 
able to help herself. She will also greatly rejoice in the 
ability to push her baby through the birth canal, but I do 
not want to allude to mechanical factors now. 

The third emotional phase occurs when the head reaches 
the pelvic floor. Many women will be inclined to give up 
their labour at this point. They will complain of all sorts 
of things ; they will show a desire to escape. They will 
use all their female arts and wiles to persuade their atten- 
dants to do something for them. I have seen women full 
of fear and “ suffering the tortures of the damned,” although 
their pulse actually remained at 70, they were not per- 
spiring, and they were breathing freely. The same women 
have explained to me afterwards that it was not a question 
of physical discomfort but a terror of anticipation from 
which they suffered. These women are quite honest with 
you and tell you exactly what they have felt at this' time. 
One woman obstetrician whom I attended told me after 
her baby was born that I had not emphasized sufficiently 
the alarm then felt. _ 

The fourth emotional menace is a real one because it 
varies with the conformity of the woman. In many women 
the ultimate outlet of the vulva is elastic, particularly up 
to the age of 26 or 27. At the crowning of the head, if 
a woman is in full control of herself, including respiratory' 
control, it is not painful. At ages of from 26 to 34 the 
indifferent elasticity of the vulva may bring about some 
difficulty and at about half-crowning there is the onset 
of a sensation which most women describe “ as if they are 
about to burst.” It is not a feeling of actual tension or 
tearing, but of burning. If you ask them to describe the 
pain they will say “they are burning or stinging down 
below.” 

That sensation has a neurological basis. It is very largely 
due to the fact that certain nerve receptors' go out of action 
before others (epicritic before protopathic), leaving nocicep- 
tors to record certain sensations of vulval sensibility. But 
this disappears quickly in the large majority of women and 
4herc is almost complete anaesthesia of the perineum within 
one-half to three-quarters of an inch of the vulval margin. 
There is no sensibility whatever to the tear. There is no 
pain. The woman feels only a sudden release, and after- 
wards what appears to be a massive laceration, which if it 
occurred in any other part of the body would cause con- 
siderable pain, has been sustained almost without her know- 
ledge, and she is disappointed when she is asked to submit 
to the insertion of stitches. 

- Therefore there are not only the physical factors but 
four emotional factors which intensify the stimulus. The 
mind, however, can usually be trusted to take charge of the 
situation without the necessity for anaesthetics or even seda- 
tives. The more experienced one becomes in these matters 
the more easily can these emotional factors be controlled. 
But they arc quite definite phases and similar in all primj- 
parae, and can be recognized as discrete entities. In multi- 


parae it is a slightly different story, because the whole of a 
relaxed labour in a multiparous woman is so short that 
these phenomena run rather on the top of one another. 
Many women undertake parturition in the spirit which 
thinks of nothing except having the baby as soon as pos- 
sible and with the greatest amount of happiness. Labours 
of two hours are no exception. There is no fear, and 
therefore only a desire for the child. 

Third Stage 

The third stage of labour is the only one which presents 
any anxiety to the normal obstetrician. It is the most diffi- 
cult to carry out successfully. In a truly physiological 
labour the mother will be holding the hands of the child 
before the body is born. The head emerges and with the 
next contraction the shoulders ate freed. The child is then 
rotated and lies upwards facing the mother. That rotation 
gives relief and takes the tension from the points where 
it has been at its greatest on the perineum. It is then we 
see an astonishing transfiguration of a hard-working woman 
employing the effort syndrome, which made her appear 
distressed, to a mother who suddenly becomes happy and 
smiling and sits up and waits for the baby to be fully bom. 
Women in these circumstances will complain because the 
doctor is not yet able to tell them whether it is a boy or a 
girl. They will ask him to hurry, and I have to say to 
them, “I will hurry when you give me a contraction 
to hurry with.” The sight of the infant brings on 
various emotional changes which are by some standards 
exaggerated. They speak of the child with fascinated 
wonder and enchantment. The most dull woman can 
burst out in exaggerated terms of delight at the sight of 
her child. 

These children are all handed to the mother immediately 
the cord is cut. Every woman takes her child in her arms 
and holds it to her breast, not necessarily to suckle it. This 
stimulates a reflex contraction of the uterus which is defi- 
nitely of physiological value. I think women were meant 
to take their babies when born. They will say what a funny- 
looking thing it is. “ Is that the right colour, doctor ? ” 
" It really is like my husband.” 

Expulsion of the Placenta 

Meanwhile the uterus contracts down to a firm solid ball. 
It is my custom to put a Spencer Wells forceps on to the 
cord close to the vulva, having a little tension on it, and 
hand the child to the mother. A basin is left underneath 
to receive the placenta. Not infrequently, as the mother 
plays with the child you will see the Spencer Wells drop 
into the receptacle and the cord lengthen five or six inches. 
It is not always sound practice to judge the position of the 
placenta by the height of the uterus. The placenta may be 
extruded and the height of the uterus not alter very much. 
But if the cord is seen to lengthen five or six inches, with 
possibly an ounce of haemorrhage, one may be sure that 
most of the placenta is in the vagina. 

The mother is given a hot drink and the baby put in the 
crib at her side. Twenty minutes is the minimum time to 
expel the placenta. During that time while the urge to 
expel the afterbirth is occurring the happy woman is sub- 
jected to another wave of anxiety as the uterus contracts, 
although she cannot feel anything. One might imagine the 
expression of anticipation on her face to be an expression 
of pain. But the passage of the placenta is a source of 
very great satisfaction. It conveys a sensation which the 
woman will explain as the end of a glorious episode. The 
contractions of the uterus are needed for the completion 
of the function of childbirth, and there is nothing which 
takes place in childbirth without reason or cause. 
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Conclusion 

Childbirth is being conducted in this manner in many 
parts of the world. There is no evidence yet that any school 
which has applied the psychosomatic approach to labour 
has withdrawn. No man who has understood the emotional 
has returned to the purely physical conduct of childbirth. 
There is more in this than the production of the child. At 
present there is a great wave of fear in the United States 
of America that the psychological state of married women 
is so altering that a factor is creeping into society which in 
a few generations may have a deleterious effect upon the 
whole nation. Two years ago — when I was in America — I 
found that the “ mind of woman ” received little or no care 
either before or during labour. Now, however, the Impor- 
tance to the mother and baby of this approach to childbirth 
has been accepted and demonstrated by Professor Herbert 
Thoms, of Yale University ; Dr. Blackwell Sawyer, of New 
Jersey ; Drs. Volmer and Marsh, of San Francisco ; the 
Maternity Center Association, of New York ; and others 
who have adopted these procedures. Their recent publica- 
tions bear out with remarkable accuracy the conclusions 
drawn from the work in this country. Complete anaes- 
thesia or unconsciousness in normal childbirth is an offence 
against Nature. Children who have been born according 
to the laws of Nature will be evidence of its psychological 
value as they grow to maturity. It will be easy to recognize 
those who were born with instinctive maternal guidance in 
the first few moments of their lives. These factors cannot 
be overlooked. 

In a series of cases recently reported by the first great 
American university to adopt the procedure here outlined 
it was stated that 80% of all women — including abnormal 
labours — were fully conscious of all the sensations of the 
birth of their babies. I have found that in over 90% of 
uncomplicated births the women refuse analgesic or anaes- 
thetic. The normal healthy woman of to-day, with a nor- 
mal healthy labour, will tell you that the birth of her child 
was “ a joy she would not have missed for anything.” She 
sympathizes with those whom circumstances forced into 
insensitiveness or oblivion at that moment. 


NON-SPECIFIC EFFECTS OF IMPURE 
PENICILLIN 

BY 

J. UNGAR, M.D. 

(From the Research Division, Glaxo Laboratoiies, Ltd., 
Green ford, Middlesex) 

It has occasionally been reported during the last three years 
that impure penicillin is a more effective chemotherapeutic 
agent than the purified crystalline material. This view was 
based on the laboratory study of various penicillin samples, 
using either the protection of animals (Hobby et al., 1946, 
1947 ; Welch et al., 1947 ; Miller et al., 1948) infected with 
streptococci, Bad. typhosum, or salmonella or the action 
on the motility of Treponema pallidum (Dunham and Rake, 
1945). These observations seemed to indicate the presence 
in crude preparations of penicillin of a factor that increases 
its antibacterial action ; this factor appeared to have so 
marked an effect on the action of penicillin that the term 
“ enhancement factor ” was thought justifiable. This reason 
probably also explains the suggestion, made in a recent 
annotation ( B.MJ ., 1948), to take the retrograde step of 
reverting to the earlier production methods and the use of 
impure penicillin. 

It should be noted, however, that the data available 
explain neither the nature of the “ enhancement factor " 


nor its action (Welch, 1947 ; Hobby et al., 1947 ; Fischbach 
et al., 1947 ; Pratt et al., 1948). The individual observations 
are scanty and occasionally conflicting, but this much is 
certain, that the “ enhancement factor ” in the impurities 
is heat-stable, dialysable, and active in small amounts if 
added to purified penicillin G, K, or dihydro F (Welch, 
1947 ; Hobby et al., 1947). The issue is of importance to 
the whole problem of presentation, for penicillin may be 
distributed 'either as a pure product with specific pharmaco- 
dynamic properties or as a crude one in which largely 
unknown impurities are left. An investigation was there- 
fore undertaken to determine (1) what part the impurities 
play in the activity of crude penicillin, and (2) the 
mechanism of any such activity. 

- With these objects in mind the main work of Welch 
et al. (1947) was first repeated, but using, on a units-per- 
weight basis, smaller doses of penicillin — just sufficient to 
protect mice against lethal infections with Bad. typhosum 
or streptococcus, which are those commonly employed in 
protective trials. ~ 

Materials and Animals Used 

In this paper we are concerned with a substance or sub- 
stances that may be present in certain samples of penicillin 
and are different from the essential therapeutically active 
constituents. It is therefore important to describe as pre- 
cisely as possible the penicillin samples used in the expen 
ments. There is some confusion in the penicillin literatun 
owing to the various descriptions of materials used it 
laboratory and clinical investigations, descriptions tha 
include such terms as “ crystalline,” “ pure,” “ purified,’ 
“ crude,” “ yellow,” “ white.” It has been thought best t< 
follow as closely as circumstances permit the description 
accepted in this country for the purposes of the Therapeutic 
Substances Act. 

Two preparations were used, differing in “ purity.” The 
first was “ penicillin sodium salt,” containing not less thai 
80% of penicillin G (penicillin II, benzyl penicillin) ; th 
other 20% presumably consisted partly of penicillin am 
partly of material devoid of penicillin activity. It variei 
in colour from yellow to almost white, according as th 
impurities contained more or less of pigmented substance 
derived from the mould. The other material used wa 
“ crystalline penicillin G sodium salt ” : it contained at leas 
95% of penicillin G and was a white macro-crystallin 
product. 

For brevity the first type of product is referred to a 
IP and the second as CPG. The activities in internationa 
units were in conformity with accepted standards: the I 
batches all had about 1,200 units per mg., the CPG 1,60 
or over. 

The mice used in the experiments were albinos of bot 
sexes from an inbred colony derived from ancestors of th 
Strong A2 line. They weighed from 18 to 20 g. at th 
time of test. Rabbits, of no special strain. Were used a 
body weights of 2.5 to 3 kg. ; they received intramuscula 
injections of 10,000 units of penicillin. 

Methods of Infection. — The procedure, including th 
method of infection, was similar to that of Welch et a, 
(1947), but differed from that of Hobby et al. (1947). Twi 
different pathogens were used. A virulent strain of Baci 
typhosum, having'for our mice an LD50 of about 40,000,001 
organisms, was injected, at ten times the LD50 of a 24-hou 
culture, by the intraperitoneal route. The other strain usei 
was ft- Streptococcus haeinoly ticus' at ten times the LD50 o 
a 24-hour culture (blood agar), also intraperitoneally. Peni 
cillin injections were given intraperitoneally in the morninj 
followed two hours later by the bacterial suspension. Treai 
ment was given twice daily for four days and the numbe 
of mice surviving after seven days was recorded. 
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Inactivation. — For control purposes all IP or CPG solu- 
ions were inactivated with a penicillinase preparation from 
1 acillus subtilis (Ungar, 1944) and then heated at S0° C. 
or 30 minutes. 

Comparison of -IP and CPG 
Table I gives the results of some comparisons of the 
wo types of penicillin preparation with both kinds of 
nfection. IP (K283) was a fairly old batch of material, 
fhe CPG was material from current production. In the 
experiment recorded in Table I, moreover, the batches 
2PG 5015 and CPG 5207 consisted of high-potency material 
nade from a part of the same metabolism fluids that 
fielded, respectively, batches IP 5015 and IP 5207 of less- 
jurified product. Thus the latter may be regarded as con- 
isting of the former together with the natural impurities. 
\ number of experiments like the one summarized here 
but not involving the use of similarly comparable batches 
>f IP and CPG) were carried out during a period of some 
12 months with IS other production batches of penicillin IP. 


Table I' 


Substance 

Penicillin 

Dose 

(i.u.) 

Infection 

No. of 
Animals 
Used 

No. of 
Survivors 

:pg 

10 

Streptococcus 

36 

24 

JPG +IP K2S3 inactivated . . 

10 


36 

27 

JPG 

100 

Bact. typhosum 

36 

' 5 

JPG +IP K2S3 inactivated . . 

100 

36 

15 

JPG 

50 


12 

0 

JPG + in activated IP 5015 .. 

50 


12 

2 

P 50 1 5 + inactivat ed CPG 50 1 5 

50 


12 

2 

P 5207 + „ CPG 5207 

50 


12 

-2 

P 5015 

/ 100 
\450 


24 

24 

12 

23 

JPG 5015 

/ 100 
'\450 

” r. 

24 

24 

8 

19 

Jontrol 



12 

0 


From these experiments it would appear that mice treated 
with IP are sometimes better protected than mice treated 
with the same dose of CPG. The difference between their 
iction in mice infected with streptococcus was not signifi- 
:ant ; indeed, in some tests mice treated with CPG showed 
r slightly higher survival rate than mice treated with IP. 
But our experiments confirmed the superior effect of IP in 
preventing Pact, typhosum infection of mice. 

Blood Levels in Rabbits 

The next series of experiments was designed to find out 
whether the, estimation of blood levels of penicillin in 
rabbits after injection of IP would give an indication of 
the presence of the enhancement factor, as had been 
suggested by Welch (1947). Blood levels were estimated 
at 15-tninute intervals for the first hour and then half- 
hourly. The rate of urinary excretion of penicillin was 
also estimated, to determine whether the less-pure penicillin 
had the effect of decreasing urinary excretion, as this might 
partly explain any higher penicillin blood levels. 

All the penicillin samples which showed an enhanced 
activity in typhoid-infected mice were tested, as well as 
ordinary routine batches. 

For each batch a group of four rabbits was used. The 
tests showed that the type of penicillin tested had no 
bearing on the levels of penicillin in the blood. Maximum 
levels were reached after 30-45 minutes ; the levels began 
to fall after 60 minutes, reaching zero after three to four 
.hours, irrespective of the kind of penicillin injected. It 
was found, however, that the levels of penicillin in the 
blood differed in individual rabbits, sometimes very’ con- 
siderably. This was apparent in two experiments in which 
groups of four rabbits were alternately injected with the 
same two batches of CPG and IP. On the first occasion 
the batch of IP gave higher blood levels in three of the 
four rabbits after 60 minutes than did the CPG. In the 


OF IMPURE PENICILLIN 


second test the first group of rabbits were injected with 
CPG and gave higher blood levels than the other group 
now injected with IP. The blood levels clearly depend to 
a large extent on the individual rabbits. This observation 
is already well known not only to laboratory 7 workers but 
also to clinicians, who often record a wide range of peni- 
cillin blood levels in patients receiving the same dose of 
penicillin. 

The amount of penicillin excreted in the urine of the 
rabbits was estimated during the day on catheter specimens 
and at night on samples collected in metabolism cages. 
The rate of excretion of penicillin in the urine and the 
amount of penicillin excreted over 24 hours did not show 
any difference with the two types of penicillin ; with either, 
between 40 and 90% was accounted for in the urine after 
24 hours. 

Effect on General Resistance 

As the increased effect of IP in our material could be 
demonstrated with Bad. typhosum infection but not with 
streptococcus, it seemed possible that if the blood levels of 
penicillin in mice behave similarly to those in rabbits we 
were here concerned less with the bacteriostatic action of 
penicillin, which should be “ enhanced ” similarly against 
both types of infection, than with an effect on the host, 
whose neutralization of bacterial endotoxin is being stimu- 
lated by the IP. This notion is supported by the fact that 
the enhancement effect can be shown if the mice are pre- 
treated with IP ; the optimal response occurs if the IP or 
the impurities present in IP plus CPG are injected into the 
peritoneal cavity' before an injection of the infecting 
organism. In this event the impurities w'ould be pro- 
ducing just the opposite effect to that of an intraperitoneal 
injection of mucin-coated bacteria, which enables micro- 
organisms of low pathogenicity (mainly endotoxin-contain- 
ing bacteria) to cause a fatal infection in otherwise resistant 
animals (Miller, 1933). It is appropriate to mention that 
this effect of mucin is due to several factors, such as the 
inhibition of phagocytosis and an increased permeability' 
of the barrier between the abdominal cavity and the blood 
stream (Olitzki, 1948). 

To demonstrate, therefore, that the effect of the impuri- 
ties is on the host rather than directly on the bacteria, we 
made a few experiments to compare any stimulating effect 
of the IP with that of colloidal substances known to have 
such an effect. For this purpose calcium oleate (a suspen- 
sion of 0.75% calcium oleate in 0.5% gelatin) was used, 
and the experiments w r ere performed on similar lines to 
those with IP and mice infected with Bad. typhosum. The 
mice were injected intraperitoneally in the morning with 
0.05 ml. of calcium oleate and infected two hours later. 
The results are shown in Table II. 


Table II 


Substance 

Dose in 

Units 

No. of Mice 
Surviving 
out of 12 

CPG -4- inactivated IP 

100 

9 

CPG -r „ CPG . . 

100 


CPG -f- calcium oleate 

100 

12 

IP 

100 

8 

CPG 

100 

4 

Calcium oleate 

— 

2 • 

Control mice . . 

— 

0 


I 


Although the number of mice in each group was not 
large the results point to a positive enhancement effect of 
IP, whether inactivated or not, as well as of calcium oleate. 
The differences between the number of animals protected 
by CPG alone (4) and by CPG with inactivated IP (9) or 
with calcium oleate (121 are statistically significant at the 
5% level. 
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Effect of Different Injection Routes 
The method of treatment was next altered. One group 
of mice was treated intraperitoneally with CPG along with 
inactivated IP or calcium oleate. A second group was 
treated with CPG intraperitoneally and inactivated IP or 
calcium oleate subcutaneously. A third group was treated 
with inactivated IP or calcium oleate intraperitoneally and 
CPG subcutaneously (see Table III). 


Table III . — 50 Units of Penicillin Into Each of 12 Animals 


Substance 

Route of 
Administration 

No, of Alice 

Surviving 

A 

B 

c 

Total 

j 

CPG -f inactivated IP 

Intraperitoneal 

7 

6 

6 

19 


.CPG 4- calcium oleate . . 

1! 

6 

6 

5 

17 


CPG 

VI 

II 

10 

6 

27 


Calcium oleate 

Subcutaneous 






CPG 

Intraperitoneal 

10 

10 

6 

26 


.Inactivated IP 

Subcutaneous 






> CPG 

*< 

4 

3 

4 

11 


Calcium oleate 

Intraperitoneal 






CPG 

Subcutaneous 

2 

3 

3 

S 


Inactivated IP 

Intraperitoneal 






CPG 


4 

— 

. 

4 


IP 


S 





8 . 


Control 

— 

0 


— 

0 


A, B, and C indicate contemporaneous tests. 


Intraperitoneal injection of double doses (100 i.u.) of 
IP or CPG, each into 12 mice, produced about 50% 
protection ; 12 unprotected negative controls all died. 

From these experiments it seems justifiable to conclude 
that the simultaneous intraperitoneal injection of CPG and 
IP, or of CPG and the colloidal suspension, raises the 
survival rate of the infected mice above that of mice 
treated with CPG alone at the same dose level. It seems 
also that the subcutaneous injection of IP (or of the col- 
loidal suspension) increases the effect of intraperitoneally 
injected penicillin above that produced by the IP and the 
penicillin injected at the same time by the intraperitoneal 
route. 

Other Colloidal Agents 

We also performed an experiment in which' other 
colloidal suspensions, such as colloidal gold or copper 
(Crookes’s “ collosol ”), were used in place of colloidal cal- 
cium oleate or IP. Sixteen hours before infection 60 mice 
were treated with 0.05 ml. of the colloidal suspension 
subcutaneously and 200 units of CPG intraperitoneally. 
Infection with Bad. lyphosum by the intraperitoneal route 
followed, and treatment with the colloidal suspension sub- 
cutaneously and the penicillin intraperitoneally was given 
twice daily for four days. In this experiment, therefore, 
the period of pre-treatment was prolonged to 16 hours, 
and the treatment itself began about two hours after the 
infection. 

The results after seven days showed that about 30% of 
the mice survived if pre-treated with the colloidal suspen- 
sion or IP, but none survived if the colloidal suspension 
was given two hours after the infection. An injection of 
IP had an effect similar to that of pre-treatment with the 
colloidal suspensions, whereas CPG at the same dose as the 
IP protected onlj-^out i0% of the mice. 

Leucocytosis in Peritoneal Fluid 

The enhancing action of IP on CPG in the previous 
experiments can be partly explained by the results of the 
following investigation. 

In the preliminary experiment with mice it was found 
that the normal amount of free peritoneal fluid was very 
small and that it varied considerably from mouse to mouse, 
it was therefore impossible to make even an approximate 
csnmation of the leucocyte count in the peritoneal fluid 
'' c therefore injected into the peritoneal cavities of mice 


2 ml. of normal saline, killed the mice 40 minutes bf. 
and estimated the number of leucocytes in the peritonei 
fluid by the routine method of white-cell estimation in tl 
blood, using 1% acetic acid as the diluent. The a’ ■ . 
number of leucocytes found was about 900-1 ,200 per cjnn 
of the diluted peritoneal fluid, or a total leucocyte com 
in the peritoneal fluid of about 1. 8-2.5 millions, assumin 
that the leucocytes were evenly distributed. 

Having established the normal leucocyte count, » 
investigated the effect of intraperitoneal injections < 
calcium oleate, IP, and CPG -on it. Groups of three mil 
were injected intraperitoneally with 2 ml. of saline cot 
taining’ one of the three substances. One hour later tl 
mice were killed, the peritoneal fluid was removed, and tl 
leucocyte count was estimated, with the results shown 
Table IV. 


Table IV 


Substance - 

Amount 

Mean Value of 
Leucocytes (3 mice) 

ip 

200 units 

2,300/<xmm. 

IP inactivated 

200 „ 

1,860/cjtnm. 

CPG 

200 

1 ,200/c.mm. 

CPG inactivated 

200 „ 

1,260/canm. 

Calcium oleate 

0 05 ml. 

J,430/c.mm. 

Saline control 

2 ml. 

960/c.mm. 


In a second experiment, in which groups of six mice we 
used, the leucocyte counts in the peritoneal cavities we 
estimated over a period of three hours after the intr 
peritoneal injection of IP and CPG, with the results shot 
in Table V. 


Table V 


Substance 

Amount 

Mean Value of Leucocytes (6 mic 

After 1 Hour 

| After 3 Hour 

ip •. 

CPG 

Saline control 

200 units 
200 „ 

2 ml. 

2,000/c.mm. 

1,075/c.mm. 

1 ,066/c.ram. 

1 9,300/cjnm. 

5,400/c.mm. 
2,800/c.mm. 


From these results the justifiable conclusion seems to 1 
that intraperitoneal injection of IP causes a pronoune 
local leucocytosis in the peritoneal cavity. This leuc 
cytosis probably results in an increased phagocytosis 
the bacteria subsequently injected into the same cavil 
This stimulated .phagocytosis may be one of the facte 
contributing to the “ enhancement effect ” of IP. 

Discussion 

These experiments indicate that IP has a greater pr 
tective effect than CPG on mice infected with Bw 
typhosum. This increase in activity was about 20-40 
- — i.e., 70 units of IP have the same effect as 100 units 
CPG. These results confirm the reports - of Welch ct < 
(1947) and of'Hobby et al. (1947). In the results of t re; 
ment of streptococcal infections, no appreciable differen 
between our two types of penicillin was recorded. T 
more pronounced effect of IP in mice infected with Ba 
typhosum is also consistent with the finding of Miller et 
(194S) that IP has a greater neutralizing effect on bacter 
endotoxin (from Salmonella aertrycke) when injected inti 
peritoneally. The increased leucocytosis in the peritonc 
cavity after injection of IP is probably a contributory fact 
in suppressing the endotoxin-containing bacteria. 

We have also found that the protective action of CP 
in infected mice could be increased by simultaneo 
administration of colloidal suspensions of calcium, coppi 
or gold. The method of action of the colloidal suspe 
sions in the presence of CPG may be similar to that of t 
impurities in penicillin — through increased leucocytosis 
the peritoneal cavity. This finding indicates that , t 
“ enhancement ” effect of the impurities in IP is possit 
due to activation of certain defence mechanisms in t 
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lost rather than to any direct action of the impurities on 
lenicillin itself. This would explain why the enhancement 
ffect cannot be demonstrated in viiro. and rules out any 
[irect synergistic effect of the impurities on penicillin. We 
,'ere not able to confirm that the enhancement effect of 
he impurities caused the higher penicillin blood levels 
eported .by Welch (1947). - 

There are as yet no reliable clinical data to demonstrate 
hat less-pure penicillin (from modem deep culture pro- 
motion) has any therapeutic advantages over pure products, 
iartv favourable reports are based on observations with 
latches of uncertain penicillin content used in the treatment 
if venereal diseases, mainly gonorrhoea, which are known 
o respond even to small doses of penicillin. From the 
iharmacological point of view all the arguments are in 
avour of using the purest penicillin. It is better tolerated 
n high doses by sensitive, tissues like those of the central 
tervous system and eye than are cruder products ; it has 
ess often been reported to produce allergic sensitization ; 
md it is more stable. 

Summary 

It has been found that highly purified samples of penicillin 
3 sodium salt were not so effective as less-purified material in 
Protecting mice against infection with Bad. typhosum, but that 
he difference was not demonstrable with streptococcal infec- 
ions. A suggestion is advanced that the enhancing effect of 
‘ crude ” penicillin may be partly due to increased leucocytosis 
n the peritoneal cavity after injection of the impurities present, 
ind it has been shown that certain colloids do produce this 
eucocytosis and the “ enhancement ’’ of purified penicillin. 
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NEEDLE BIOPSY OF THE LIVER 

WITH SPECIAL REFERENCE TO A MODIFIED 
GILLMAN TECHNIQUE 

BY 

RICHARD TERRY, M.D., M.R.C.P. 

Medical Chief Assistant, St. Bartholomew's Hospital 

In 1S33, at St. Bartholomew’s Hospital, Stanley punctured 
the liver in a case of suppurative hydatid disease. Ehrlich 
(Frerichs, 1SS4) obtained liver tissue by aspiration through 
a needle in research on diabetes, and Lucatello (1S95) used 
a similar procedure for diagnosis. These early reports 
were followed by studies employing variations of the 
aspiration technique, but they were largely unsatisfactory. 
The present status of liver biopsy dates from the work of 
Iversen and Roholm (1939), and since then its value has 
become widely recognized. 

Indications and Contraindications 

The following circumstances have been judged to indicate 
the use of liver biopsy: 

!. Jaundice. 

^ Hepatic enlargement of unknown cause. 


3. Malignant disease when hepatic metastases are suspected. 

4. Hepatic disease in which precise diagnosis is otherwise 
difficult: fatty infiltration, acute, subacute, and chronic hepatitis, 

5. Obscure disorders possibly due to systemic diseases accom- 
panied by morbid changes in the liver, when other methods of 
diagnosis have proved inconclusive: sarcoidosis, amyloidosis, 
haemochromatosis. Gaucher’s disease, abdominal reticuloses, 
aleukaemic lymphatic leukaemia, glandular fever, kala-azar, and 
schistosomiasis. 

6. Portal hypertension — to determine whether the obstruction 
is intrahepatic and whether lipotropic therapy is required before 
operation. 

7. Constrictive pericarditis — to determine the extent of 
hepatic damage before operation. 

8. The treatment of patients with fatty infiltration, smoulder- 
ing infective hepatitis, or insulin-resistant diabetes. 


The contraindications may be listed as follows: 

1. Haemorrhagic states, failing to respond to therapy. 

2. Marked anaemia. 

3. Absence of superficial liver dullness. 

4. Senility. 

5. Lack of co-operation of the patient. 

6. RcSymA c£ dae. ’piJi sssA to mAim VtosptaA. vKtosraw U94S) 
reports that some persons are carrying out liver biopsy as an 
ambulatory procedure. 

7. The suspicion of liver abscess, hjdatid disease, or active 
cholangitis. 

8. Absence of specific indication. 


Mortality 

There is a widespread opinion that liver biopsy is too 
hazardous to be adopted as a standard investigation, but 
this seems to be based upon mortality figures which include 
series before the discovery of vitamin K. The following 
are the death rates recorded in modern series : 


Gillraan (I94S) 

Deaths 

1 

Biopsies 

1,000 

Sherlock (McMichael. 1948) 


400 

Rohofcn, Krarup, and Ucrsen (1942) 

2 

297 

Volwiler and Jones (1947) 

7 

27S 

Beck and Haex(1943) 

0 

200 

Daws, Scott, and Lund (1946) 

0 

79 

Herrera and Pardo (1947) 

0 

72 

Hoffbauer (1945) 

0 

65 

Baron (1939) 

1 

4S 

Beierwaltes and Mallery (1946) 

0 

30 

Total 

7 (0 28’/.! 

m 2.469 


This mortality should be assessed in relation to the many 
accurate diagnoses obtained, but for a fuller appreciation 
it is necessary to examine the individual deaths. 

Gillman’s patient bled from an aberrant superficial artery 
in a “ huge tuberculotic liver,” and that author considered 
that the patient could have been saved if surgery had been 
available. Both Sherlock’s patients died from haemorrhage 
and had such severe liver damage that puncture only pre- 
cipitated the inevitably fatal issue. One had acute necrosis, 
and the other subacute necrosis, general paralysis of the 
insane, and rectal carcinoma (Dible, McMichael, and 
Sherlock, 1943). The two patients of Roholm et at. (1942) 
died from haemorrhage, and although a haemorrhagic state 
existed vitamin K was not given. One had obstructive 
jaundice due to carcinoma of the head of the pancreas, and 
theother glandular metastases in the portal fissure. Volwiler 
and Jones’s fatality followed puncture of the right main 
hepatic vein 4.5 cm. from the surface of a friable amyloid 
liver ; intrahepatic bleeding led to gross splitting of the 
liver. Baron’s patient had metastases in the liver and else- 
where and bled from a tear 1 cm. long; the bleeding and 
clotting times were not estimated. 

Thus these seven deaths occurred where the prognosis 
was already hopeless, and three might have been avoided 
had the haemorrhagic state been treated. 
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There have been other deaths, but they have been 
omitted in arriving at the percentage of 0.28%, either 
because they occurred prior to knowledge of vitamin K, 
as the two deaths in 100 biopsies by Bingel (1923) and the 
two deaths in 160 biopsies by Olivet (1926), or because they 
have been reported without reference to total biopsies. 

Bingel’s two deaths were from haemorrhage. One patient 
had carcinoma of the stomach with hepatic metastases, 
and the other pernicious anaemia with only 500,000 erythro- 
cytes per c.mm. In neither was the haemorrhagic state 
investigated. Olivet’s two patients died from haemorrhage : 
one had extensive liver metastases and the other pernicious 
anaemia with haemoglobin 15%, and again no examination 
was made of the haemorrhagic state. 

Raby (1944) reported one death from puncture of a 
superficial branch of the portal vein in a woman aged 79 
years with jaundice of obscure origin: 1.5 litres of blood 
were found in the peritoneal cavity ; the clotting time was 
normal. He had a second death three days after biopsy 
of a man aged 85 years, at whose necropsy no cause of 
death was found. He felt that the age of 
these two patients was of some importance. 

Hoffbauer (1947) quotes an unreported death 
due to perforation of the colon : the subcostal 
approach was used although the liver was of 
normal size. 

Thus since 1939 only three deaths have been 
reported in patients whose prognosis was not 
already hopeless : of these, two were in patients 
aged 79 and 85 years, and the third was asso- 
ciated with questionable technique. However, 
in spite of these reassuring findings, it is neces- 
sary to realize that these figures have been 
obtained by skilled operators constantly using 
the procedure and that the casual employment 
of liver biopsy must lead to disasters. 

Choice of Method 

Iversen and Roholm (1939) used a trocar 
and cannula 17 cm. long with 2 mm. bore, 
ending in three sharp points, with a syringe 
to aspirate the liver tissue. Their method 
entailed insertion of trocar and cannula into 
the liver, removal of trocar, further insertion 
of cannula, attachment of syringe to cannula, 
withdrawal of syringe plunger, and finally removal 
of syringe and cannula. These six manipulations 
required the presence of the cannula within the sub- 
stance of the liver for 10-15 seconds, during which the 
patient had to hold his breath. The syringe and cannula 
occasionally became disconnected at critical moments and 
the liver tissue, being sucked into the syringe, often broke 
up. Sherlock (1945) used a similar instrument, but changed 
to a smaller bore after 126 biopsies with two deaths. 

In the U.S.A. the instruments described by Roth and 
Turkel (1944) and by Silverman (193S) have been preferred. 
In the Roth-Turkel method a short trocar and cannula are 
introduced about 1 cm. into the liver, the trocar is removed, 
and the tissue is punched out bj' a second longer cannula 
passed through the first ; finally, suction is applied with a 
syringe. Adapted to liver biopsy by Tripoli and Fader 
(1941), the Silverman needle differs from the Roth-Turkel 
in that the longer cannula is split longitudinally and both 
halves tend to spring apart. Having punched out the tissue 
with the split cannula passed through the short cannula, the 
latter is advanced until both tips are level, and then both 
are withdrawn together, no suction being necessary. These 
methods have the disadvantages of undue time spent within 
the liver, frequent failure, and, except for the Silverman 
method, fragmentation of the specimen. 


Watson (quoted by Greene, 1944) failed to obtain tissue 
for examination in 40%, Iversen and Roholm (1939) ia 
22.5%, and Hoffbauer (1947) in 23% of his first 65 attempts 
The problem of failure has usually been approached bj 
modifying the end of the cannula ; the cannula of Franseen 
(1941) merely had three sharp teeth instead of the three 
sharp points of the Iversen-Roholm needle. Herrera and 
Pardo (1947) describe an ingenious arrangement of thread 
which cuts through the core at its base. 

The instrument evolved by Gillman and Gillman (1945) 
overcame these various defects, having only 5% of failures 
The following report is based upon a modification of their 
instrument and technique: 72 biopsies have been carried 
out without complication, and failure has been experienced 
on six occasions. 

Description of Modified Gillman Instrument 

The instrument is a needle mounted upon a 20-ml. 
syringe with a stylet fitted to the plunger (Fig. 1). The 
incorporation of syringe, needle, and stylet in one instru- 


Fig. 2. — Showing details of construotion 

ment allows all the manipulations of the Iversen-Roholr 
method to be carried out in a single brief movement. Fig. 
gives details of construction. A 2-mm.-bore needle is use 
as a routine, but when there is any likelihood of undu 
bleeding one of 1.8-mm. bore is substituted. The needl 
has a bevelled point which produces a linear incision i 
the liver capsule, whereas blunt-ended cannulae make 
round hole. The whole circumference of the end of th 
needle is internally bored to give a knife edge. An adjusi 
able depth guard is mounted on the needle. The styli 
has a flattened side allowing pressures within the syringe t 
be transmitted to the needle. The spring catch fitted on th 
syringe cap engages notches on the plunger rod and mail 
tains the plunger in position after suction is applied. Thes 
notches are placed at intervals of 1 cm. and permit variatio 
in length of the liver core. \ 

Method 

Since the patient's co-operation is essential, a preliminai 
visit is made to gain his confidence, and the operation 
referred to in vague terms. No biopsy is done in th 
presence of increased prothrombin, bleeding, or clottir 
times. Vitamin K is given as a routine on the two da) 
preceding biopsy and longer if necessary ; with jaundic 
menaphthone 20 mg. is given intravenously, and withoi 



Fig. 1. — The liver biopsy instrument 
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adice 10 mg. t.d.s. by mouth. Two pints (1.14 litres) of 
od are held available. Morphine, £ gr . (ll mg.) sub- 
.aneously, is given 30 minutes beforehand and, if the 
ient is unduly nervous, phenobarbitone 1 gr. (65 mg.) an 
rr previously. 

fhe biopsy is carried out in the ward. The patient lies 
line with his right side close to the edge of the bed and 
right hand behind his head. The superficial liver dull- 
;s is mapped out and a point selected one space below 
upper level, usually the seventh intercostal space, in the 
terior axillary line. This point is marked by pressure 
th the fingernail, and the area is swabbed with ether. 

A 10-ml. syringe is used to introduce 8-10 ml. of 2% 
acaine, at first with a No. 20 needle for the skin weal 
d then Nos. 14 and 1 for the deeper tissues. Care is taken 
er infiltration of the diaphragm and liver capsule with 
: breath held in expiration. The field of, operation is 
:n screened from the patient’s direct view and the skin 
:ised for about 7 in. (0.S cm.). 

The piston is lubricated with sterile liquid paraffin, the 
strament assembled, and smooth working confirmed. This 
terval allows the analgesic to take effect, gives the patient 
moment’s relaxation during which he can practise holding 
s breath in expiration, and permits one to N see how long 
e skin incision bleeds. 

The right hand grips the syringe barrel and the left 
eadies the needle. With the bevels of needle and stylet 
appositiop, the point is introduced through the skin 
cision and advanced with a rotary movement. A “ give ” 
dicates penetration of the intercostal space, and, with 
ie patient holding his breath, the point is advanced until 
ver resistance is felt ; the point is then retracted just clear 
f the liver. This manoeuvre allows one to judge the thick- 
:ss of the parietes and to adjust the depth guard, and is 
ipecially important with ascites. 

After further breaths the patient is told, “ Breathe in, 
reathe out, stop breathing.” (“ Hold your breath ” usually 
roduces a further inspiration.) The biopsy is then carried 
ut. The point is first advanced about 1 cm. into the 
ver, and then, with the left hand gripping the syringe 
andle and maintaining its position (and therefore the posi- 
on of the stylet), the needle is advanced sharply into the 
ver by thrusting the syringe barrel forwards with the right 
and. These are precisely opposite movements to those 
sed in aspirating an abscess, when the barrel is held 
ationary and the plunger withdrawn. The barrel is 
dvanced an average of 3 cm., which determines the depth 
f penetration into the liver. The left hand moves to the 
ront of the barrel, and the whole syringe is quickly rotated 
irough 360 degrees and immediately withdrawn. 

The core is gently extruded into a glass tube 5 cm. long 
nd of 3 mm. bore, and placed in 10% formol-saline. A 
ry dressing covers the skin incision. 

Aftercare . — The patient remains semi-recumbent for six 
iours and in bed until the next day. Pulse readings are 
aken every 15 minutes for two hours and hourly for six 
iours. The general condition is closely watched. A mild 
.nalgesic is given one hour afterwards and a hypnotic in 
he evening. 

Comment on Method 

The intercostal approach has been adopted because it 
ippears safe and easy provided the superficial liver dull- 
less is carefully recorded. The costo-xiphisternal angle 
tpproach of Gillman and Gillman has not been used 
teenuse most patients dislike punctures near the praecor- 
lium, and, while it is clearly a safe method in their hands, 
he inability to map out the liver in this area lessens one’s 
lonfidence. Gillman and Gillman have expressed their fear 
hat the intercostal route might lead to haemorrhage from 


diaphragmatic vessels, but if the core is punched out beyond 
the liver capsule this risk must be small. Davis et al. 
(1946) advise the subcostal approach because of the 
danger of tearing the liver should the patient breathe with 
a needle fixed in an intercostal space, but the abdominal 
wall appears to grip the needle enough to tear a soft liver, 
while livers of normal consistency are unlikely to tear. 
The subcostal route has led most frequently to perforation 
of hollow viscera ; Baron (1939), using this route, has 
reported a fatality from a tear of Glisson’s capsule. The 
progress of the needle through the rigid resistant intercostal 
space is more easily judged and controlled than through 
the soft resilient abdominal wall. There is no need to 
restrict biopsy to patients with hepatic enlargement when 
the intercostal route is used. 

The procedure should be painless. With imperfect anal- 
gesia, pain radiates to the right shoulder and epigastrium. 
General anaesthesia was employed only once, and it proved 
impossible to assess the patient’s condition afterwards. The 
skin incision eases introduction of the cannula, avoids con-' 
fusing the pathologist with skin fragments, and allows 
recognition of any bleeding state. 

Failure may occur either because the core remains 
attached at its base or because the needle passes between 
the liver cells without punching out a core. Experiments 
on cadavers, passing the needle through the entire thick- 
ness of the lower part of the liver to eliminate the former 
possibility, demonstrated that failure always followed a slow 
passage of the needle, but when it was introduced rapidly 
a core was always obtained. Thus success depends upon 
thrusting the needle into the fiver sharply, and it is useless 
to proceed unless the instrument is working smoothly. 
The cutting edge of the needle must be kept sharp. 
Removal of the core from the deeper part of the liver 
avoids leaving a bleeding gap in the capsule or cutting a 
hole in the diaphragm, and rules out misleading subcapsular 
histology. 

Gillman and Gillman advise full withdrawal of the 
plunger after the needle has been advanced. This must 
stretch and may break the core ; it adds a further manipula- 
tion and has not been found necessary. Nor has their 
method been followed of rotating the barrel on the plunger, 
rather than the whole syringe, through 360 degrees, as the 
rotation is more quickly achieved with both hands on the 
barrel. Since the stylet remains within the needle the core 
is not sucked into the syringe and so escapes damage.^ 

The time spent by the cannula within the fiver is seldom 
mentioned in the literature, but Volwiler and Jones (1947) 
recommend aiming at less than 10 seconds. Gillman and 
Gillman give 15 seconds, but this includes penetration of 
the abdominal wall. Stopwatch timing of the present 
method has given times of 1.5 to 3.5 seconds within the 
liver. 

Difficulties . — Women are more apprehensive than men, 
and present extra difficulty owing to their deeper sub- 
cutaneous tissue and the frequent need to retract the right 
breast. Cirrhosis has special problems. A shrunken liver 
may be difficult to locate. Distortion may swing the gall- 
bladder into a vulnerable position. Fibrosis is the cause 
of many failures and ascites is a well-recognized obstacle, 
but they have not caused failure in the present series. 
Finally, the histology of the core may be normal in the 
presence of gross cirrhosis, a limitation to which Himsworth 
(1947) and Learmonth (1947) have drawn attention. The 
six failures in the present series were attributed to instru- 
mental problems in four cases and inexperience in two ; 
in all six patients the biopsy was successfully repeated. 

Inspection of the Core . — The small glass tube protects 
the core, keeps it straight, and facilitates naked-eye 
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examination. In the present series the core from each case 
of obstructive jaundice has shown easily visible green spots 
scattered throughout, while in each case of parenchymatous 
jaundice the core has been uniformly coloured. Frag- 
mentation of the specimen is suggestive of cirrhosis and 
has been observed where the histological report was normal, 
gross cirrhosis being found at operation for porto-caval 
anastomosis. Metastases show as pale homogeneous areas, 
and are found more often than might be expected ; foci of 
lymphadenoma have the same appearance. The greasy 
appearance stated to characterize fatty livers has not yet 
been observed. Apart from these conditions, considerable 
variation in the appearance of the core is compatible with 
normal histology. 

Sequelae 

There is often slight aching in the right hypochondrium, 
and occasionally pain in the right shoulder. This pain 
seldom lasts more than 24-36 hours and causes no distress. 
Of the present 72 biopsies 47 have had this reaction. 
21 cases denied any pain. In four there was more severe 
pain, starting suddenly 1-8 hours after biopsy ; but no 
anxiety was caused, and one patient readily agreed to a 
further biopsy. No other complications have arisen. Chest ' 
radiographs of ten patients have shown neither pleural 
effusion nor pneumothorax. 

Complications reported in the literature are infection, 
perforation of a hollow viscus, and haemorrhage. Infec- 
tion has been rare. Perforations of the colon, duodenum, 
and gall-bladder have been reported, usually without any 
reaction, though non-fatal biliary peritonitis and one death 
from colonic puncture are recorded. Haemorrhage has 
followed a tear of the capsule or of a superficial hepatic 
vessel. Haemothorax requiring blood transfusion has been 
twice noted. 


Summary 

Some indications for liver biopsy are given. 

A mortality of 0.28% is presented, occurring in 2,479 biopsies 
reported since 1939, and the published deaths are examined in 
detail. 

v A description is given of a method of liver biopsy which has 
been employed in 72 biopsies with neither death nor significant 
sf, duplication. 

I am indebted to Dr. R. Bodley Scott for his encouragement and 
ready assistance ; to Dr. Geoffrey Bourne and the physicians and 
surgeons of St Bartholomew’s Hospital who have allowed me to 
carry out needle biopsy on their cases; to Mr. W. 3. Ward, curator to 
St. Bartholomew’s Hospital, and Mr. W. T. Harris, of W. H. Bailey 
and Sons, for their help in producing the biopsy instrument ; to the 
photographic department of St. Bartholomew’s Hospital for the 
illustration ; and to the nursing staff of St. Bartholomew’s Hospital 
for their careful reports. 
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SEVERE RENAL FAILURE AFTER 
ADMINISTRATION OF APPARENTLY 
COMPATIBLE BLOOD 

BY 

A. C. BUCHAN, F.R.C.S.Ed. 

Plastic and Jaw Injury Unit, Bangour Hospital, IVcst Lothia 

AND 

JOHN WALLACE, M.B., Cli.B., B.Sc. 

Glasgow and West of Scotland Blood Transfusion Service 

The literature on the Rh blood group is vast, but the recent 
appeal ( British Medical Journal, 194S, 2, 344) to publish 
observations on this subject has prompted us to record 
the case given below. 

The development of irregular haemagglutinins after 
repeated blood transfusions is now well recognized. Cal- 
lender and Faykop (1946) reported that, out of 15 Rh- 
negative patients transfused with Rh-positive blood, only 
one developed rhesus antibodies, and Gunz (1946) observed 
that out of 10 Rh-ncgative patients who received multiple 
transfusions two were found to have developed antibodies. 
These observers point out, however, that had the tests for 
blocking antibodies (Race, 1944 Wiener, 1944) been per- 
formed the percentage of sensitized, patients might have 
been higher. This suggestion is confirmed by Diamond 
(1946), who in a series of 2,500 Service men transfused 
under wartime conditions was able to demonstrate rhesus 
antibodies in the serum of about 50% of the Rh-ncgative 
individuals. Hattersley (1947), in a similar but smaller 
series, demonstrated rhesus antibodies in 11 (55%) out of 
20 Rh-negative cases transfused under Service conditions. 
In all Hattersley’s cases the antibodies were in the “ block- 
ing ” or “ incomplete ” form, and direct compatibility tests 
of the patient’s serum against saline-suspended Rh-positive 
cells would not have shown agglutination.- However, in 
spite of this apparent compatibility the transfusion of Rh- 
positive blood to such a patient would result in a haemolytic 
reaction. It is for this reason that the following case is 
presented. 

Case Report — 

A corporal aged 24 received a severe facio-maxillary injury 
on Jan 1, 1945. At that time he was given 5 pints (2.84 litres) 
of Group O blood in the course of 36 hours. His Service 
records make no mention of any reaction to these transfusions. 

On July 24, 1946, a bone-graft operation was performed by 
Mr. A. B. Wallace. During the operation the patient’s condi- 
tion deteriorated, but a satisfactory rise in blood pressure 
followed the transfusion of 2 pints (1.14 litres) of Group O 
blood which appeared compatible on direct matching with the 
patient’s serum. 

On the morning of July 25 his condition was poor, his pulse 
rapid and of small volume, and his blood pressure 88/50. His 
collapse was attributed at the time to post-operative shock. 
One pint (570 ml.) of plasma and 1 pint of blood were given, 
and within four hours his general condition had improved, the 
blood pressure being 106/68. This latter blood was Group O, 
and appeared compatible with the patient’s serum. 

On the 27th he complained of nausea and vomiting, and 
his urine was blood-red in colour. The microscopical report 
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on the urine was : “Vast numbers of red blood cells and a 
few pus cells.” The urinary output was 560 ml. in 24 hours. 

By the morning of the 29th the urine was clear to the naked 
eye, but the microscopical report stated that a few red cells 
were present. The nausea and vomiting were more severe. 
Next day his general condition had deteriorated. Investigation 
of the blood chemistry gave the following results : urea, 340 mg. 
per 100 ml. ; chlorides, 491 mg. per 100 ml. ; uric acid, 4.1 mg. 
per 100 ml. ; plasma albumin, 3.6 g. per 100 ml. ; plasma 
globulin, 1.9 g. per 100 ml. Analysis of the urine showed : 
chlorides, 0.1 g. per 100 ml. ; urea, 1.3 g. per 100 ml. ; urinary 
output, 660 ml. in 24 hours. Because of the increasing vomiting 
a slow glucose-saline infusion was started on July 30. 

The patient remained in a state of uraemia until Aug. d, 
when a diuresis occurred, 5.25 litres being excreted in 24 hours. 
The specific gravity of the urine, which had remained constant 
at 1010 since the operation, now began to vary, thereby 
showing the return of the kidney’s concentrating power. 
From this time the blood chemistry revealed a gradual return 
to normal. On Aug. 10 analyses showed : urea, 55 mg. 
per 100 ml. ; uric acid, 4 mg. per 100 ml. The blood pressure 
on July 30 was 154/96 and on Aug. 3 it rose to 206/120. 

Convalescence was slow. Renal function was investigated 
by the water concentration, the urea range, and urea-excretion 
tests in October, and all showed a normal degree of kidney 
function. Blood pressure was then 128/70. 

Special Investigations . — Not until six weeks after the trans- 
fusions had been given were these performed, so a complete 
investigation was not possible. The results were : patient’s 
blood group, O, Rh-negative (genotype rr) ; patient’s serum 
contained anti-A agglutinin, titre 1/32, anti-B agglutinin, titre 
1/16. and incomplete anti-D agglutinin, titre 1/8. 

Compatibility Tests . — The routine test of the patient’s serum 
against twelve random Group O cells suspended in physio- 
logical saline showed no agglutination. However, when the 
red-cell suspensions were prepared with AB serum instead of 
saline there was agglutination of the Rh-positive but not of 
the Rh-negative cells. Although no agglutination of the Rh- 
positive cells occurred In the saline suspension, these cells 
showed that they had been sensitized by a rhesus antibody 
when tested by the indirect anti-human globulin reaction 
(Coombs et al.. 1945). 

In the accompanying Table the total fluid intake, urinary 
output, daily urinary' excretion of sodium chloride and urea, 
and the level of the blood urea are shown. 


Table Showing Urinalysis 
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— 

— 

— 
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— 

— 

— . 
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1,590 
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06 

8-1 

. — . 
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0*7 

8*6 
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7th 


2.5S0 

1.0S0 

M 

14*4 
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8th 


2,730 

1.3S0 

35 
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1,920 

49 
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340 
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4.050 

2.970 

99 

39*6 

340 

11th 


5,100 

3.000 

90 

42*0 

325 

12lh 
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5,250 

6*8 

73*5 
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-I3th 


4,860 

5,190 



78 0 

230 

14th 
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•f.SOO 

6*2 

92-0 

210 

13th 


4.470 

4,740 

5*2 

74-2 

150 

16th 


3,840 . 

3.870 

— 

— 

— 

17th 


3370 

3.4S0 


— 

— 

18th 


4,080 

3.390 

4-1 

660 

55 

19th 


2,850 

2,790 
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Before the onset of a copious diuresis on the twelfth day 
there had been a gradual daily increment in the 24-hour urinary 
output. For a few days after the onset of the diuresis the 
urinary output was greater than the total fluid intake. Muir- 
head cl al. (194S) found that with the onset of diuresis not 
only was the water excretion markedly raised but the daily 
urinary excretion of sodium chloride was greatly increased. 
These workers suggested that the renal tubules had recovered 
sufficiently to allow for urine volume production, but that the 
recovery was not yet advanced enough to allow for the 


conservation of water and salts. In the present case there was a 
marked increase in the daily excretion of urea, but the excre- 
tion of sodium chloride, while increased, remained within 
normal limits.- It would seem that the kidney had recovered 
sufficiently to conserve sodium chloride. It has been empha- 
sized (Nluirhead et al., 1948) that with the onset of the diuresis 
the kidneys may discard water and salts to the extent of causing 
pronounced dehydration or even death. It is therefore essential 
in the treatment of this phase to replace the water and salt 
lost from the body. 

Discussion 

The differential diagnoses considered at the time of the 
reaction were: (1) Haemolytic transfusion reaction:— This 
was considered unlikely on account of the careful com- 
patibility tests made in the hospital laboratory and in the 
absence of the classical features, such as rigor, pain in the 
back, fever, or jaundice. There was no question of the 
blood having been overheated or being haemolysed by 
faulty or prolonged storage. (2) Sulphonamide haematuric 
can be excluded, as the patient was receiving penicillin 
but no sulphonamide drugs. (3) Acute nephritis: — This 
appeared the most likely diagnosis in view’ of the picture 
of uraemia associated with oliguria, red cells in the urine, 
and hypertension. Against such a diagnosis, however, was 
the absence of any recent infection, the absence of casts, 
and the low’ specific gravity of the urine. 

As a haemolytic transfusion reaction was considered 
unlikely at the time, no special investigations were under- 
taken in the hospital, apart from checking on the ABO 
grouping of the patient and the donors and repeating the 
compatibility tests. These routine tests were satisfactory. _ 

At the time of the special investigations six weeks later it 
was confirmed that the findings in the hospital laboratory 
were substantially correct, but the additional investigations 
revealed that the patient was Rh-negative and had “ incom- 
plete ” rhesus antibodies in bis serum. The development 
of these antibodies probably followed the original trans- 
fusion at the time of wounding in 1945. The transfusion' 
of Rh-positive blood to an Rh-negative patient with “ block- 
ing ” antibodies would then result in a haemolytic reaction, 
and it is believed that this is the explanation of the severe 
renal failure which developed. 

There are several points about this particular case which 
seem w'orthy of mention. 

1. Absence of the Classical Features of a Haemolytic Reaction 

The absence of such reactions as tingling sensations of 
the skin, tightness in the chest, severe backache, dyspnoea, 
and cyanosis may be explained by the fact that the patient 
was anaesthetized during the transfusion of the first two 
bottles of blood. On the other hand, Mollison (1943) men- 
tioned that reactions to incompatible transfusion seemed 
to be less severe than formerly, and Drummond (1944) 
describes a case of symptomless incompatible transfusion. 

The presence of vast numbers of red blood cells and a 
few pus cells in the urine seemed to be in favour of a 
diagnosis of nephritis rather than of a haemolytic reaction. 
However, the presence of intact red blood cells in the urine 
is common, and white blood cells, often in clumps, are 
present during the oliguric period following an incompatible 
transfusion (Muirhead et al., 1948). Pigment granules, 
often about the size and shape of a red blood corpuscle 
(for which they are not infrequently mistaken), are seen 
in haemoglobinuria (Bywaters and Dible, 1943). 

2. The Severity of Rena! Failure 

In general, sensitization to the Rh antigen which occurs 
as a result of repeated transfusions develops slowly and 
early reactions are mild or inapparent (Mollison, 1948). 

In this case the reaction was severe after virtually the 
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second transfusion. The original transfusion of 5 pints of 
blood within 36 hours at the time of wounding can be 
regarded as a single antigenic stimulus. It is of compara- 
tive interest that Cappell (1948) has found that the first 
recorded manifestation of haemolytic disease of the new- 
born due to Rh incompatibility is usually one of the severer 
forms, contrary to the widely held belief that the first one 
or two affected children in a family show only mild 
symptoms. 

Unfortunately, the volume of incompatible blood trans- 
fused in the case is not known with certainty, but the late 
Dr. Douglas Macrae, of the Edinburgh Blood Transfusion 
Service, informed us that at the time of the transfusion 
it was the practice to screen all Group O donors with a 
diagnostic anti-D serum, and, as it is certain that blood 
specifically marked Rh-negative was not given to this 
patient, the probability is that 1,600 ml. of incompatible 
Rh-positive blood was given. 1 Bordley (1931) stated that 
cases receiving larger volumes of incompatible blood tend 
to be more serious — a conclusion with which Muirhead 
et al. (1948) are in general agreement. On the other hand, 
one of us (J. W.) has recently seen a Group O patient who 
had only a transient haemoglobinuria following a trans- 
fusion of 4 pints (2.27 litres) of Group A blood and did 
not develop renal failure. The anti-A titre of this Group O 
patient’s serum four weeks after transfusion was 512,000. 
The probability is that several factors play a part in pro- 
ducing renal failure in such cases, the most important 
being renal anoxia (Maegraith et at., 1945). 

3. Compatibility Tests 

The direct compatibility test in which the patient’s serum 
is set up against saline suspensions of red cells will fail to 
detect the presence of blocking antibodies. To detect such 
antibodies the red cells must be suspended in AB plasma 
or preferably in 20% bovine albumin solution (Mourant, 
1948). There is of course no proof that in this case block- 
ing antibodies would have been detected in the patient’s 
serum before transfusion. These antibodies may disappear 
after the original sensitization, but can be produced again 
very rapidly following the appropriate antigenic stimulus. 

The two most important lessons to be learned from this 
case are . (i) always to determine the Rh blood group of 
any patient previously transfused, and (ii) the so-called 
compatibility test is not an absolute safeguard against 
incompatibility. 

4. Sunbal of the Patient 

Many forms of therapy have been advocated in the treat- 
ment of haemolytic transfusion reactions — e.g., alkaline 
therapy, forced fluids, transfusion of compatible blood, 
splanchnic block, and decapsulation of the kidney (Kilduffe 
and De Bakey, 1942) — but opinions differ on the value of 
these methods. Few observers are in a position to study 
a large controlled series of such cases, and this renders 
assessment of a particular form of therapy difficult. 
According to De Gowin (1938) some patients recover 
spontaneously, while others die in spite of the therapeutic 
measures advocated. The present case illustrates that even 
severely damaged kidneys may recover completely without 
any heroic therapy. 

Summary 

A severe decree of renal failure from which the patient sub- 
sequently made a complete recovery occurred after a blood 
transfusion. 

The transfused blood appeared to be compatible when tested 
against the patient’s serum. 

On investigation the patient, who had been transfused pre- 
viously as a war casualty, was found to be Rh-negative and to 


have rhesus antibodies of the incomplete, blocking, or albumin- 
agglutinating variety in his serum. 

The importance of determining the Rh group in any patient 
previously transfused, and the danger of relying on the direct 
compatibility test only, are stressed. 

The clinical features and treatment of haemolytic transfusion 
reactions are discussed. 

We wish to thank Dr. W. M. McAlister, medical superintends 
of Bangour Hospital, for permission to publish this case. NVe ah 
acknowledge with thanks the help received from Dr. I. A. Purdit i 
the biochemical investigations and the helpful co-operation of Mi 
A. B. Wallace, who was in charge of the case. 
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DYSENTERY IN SOUTH PERSIA 

BY 

IAN S. STEWART, M.B., Ch.B. 

Pathologist, Anglo-Imnian Oil Company 

The control of this group of diseases, apart from the relie 
of the patients’ discomfort, is of importance because the; 
are productive of much time-wastage and inefficiency 
matters of outstanding interest to a commercial concern 
Moreover, the opportunity of identifying and segregatini 
the patients who continue to be infective after apparen 
recovery will bring about' a steady reduction in the inci 
dence of the dysenteries in the province of Khuzistan 
South Persia. 

Accordingly arrangements were made in March, 1947 
for all cases regarded as dysenteric, either on clinica' 
grounds or from the initial examination of the stools if 
the laboratory, and arising among the company’s 30,00( 
male artisan employees on Abadan Island, to be admitted 
, to fire Isolation Hospital, a segregated wing of which wai 
allocated for this purpose. The project had been undei 
consideration for two years but had been delayed by th< 
restricted supplies of sulphaguanidine. The arrival of £ 
hundredweight (50 kg.) of this drug in March was followec 
by the opening of a forty-bed ward on April 1, and thf 
figures subsequently quoted relate to the admissions betweer 
April 1, 1947, and April 1, 1948. 

The survey relates to a permanent and static civilian 
population and therefore has a value greater than that o: 
a survey of the same diseases during the conditions of war 
when large masses of population are moved into abnorma 
sites and situations. Apart from its local value it has i 
bearing on the steadily increasing flow of short-term visitor: 
of all nationalities drawn to the Persian Gulf by it: 
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growing commercial importance. A proportion of these 
visitors will no doubt develop intestinal disturbances after 
leaving the area, and the rarity of amoebiasis in this par- 
ticular area, shown in Table I, makes it unlikely that this 
disease will need serious consideration. 

Table I . — Diagnosis 

Amoebic dysentery in which vegetatHe E. histolytica was the 

sole agent found 52 

Cases failing to respond to sulphaguanidine; and in which 

E. hlstohtica was found later . . 2 

Cases Jailing to respond to sufphacuanidme and treated as 
amoebic dysentery without proof . , . . . . . . i 

Balantidial dysentery in which Balantidium colt was the sole 

agent found 13 

Pure bacillary infections; 

B. dyscr.tr rise Flexner . . . . 353 

„ Schmitz . . , . . . , . . , 49 

„ Sonne . . . . 97 

- n Shiga .. *. .. 19 

,» Boyd 22 

Mixed dysentery: 

E. histolytica and Flexner 3 

„ end Boyd . . 2 

Balantidium cpli and Flexner . . . . . . . . 2 

,, „ and Sonne . . . . . . . . . . 2 

Bacillary type cases with negative culture responding to 
sulpha guanidine .. .. .. .. 693 

Admitted fate without laboratory investigation and res- 
ponding to sulphaguanidine .. .. .. .. 115 

Total .. .. 1,430 

Table I is devoted solely to the dysenteries, the irrele- 
vant admissions having been excluded. Such diverse con- 
ditions as diverticulitis, carcinoma of the colon, constipation, 
the acute diarrhoea of aestivo-autumnal malaria, and many 
more have inevitably arrived in the ward from time to time 
and have been redirected to the appropriate departments. 

Proved amoebic dysentery therefore accounted for only 
3.8%, whereas proved bacillary infections accounted for 
37.3 %, and 56.6% were of bacillary type but unproved. 
Balantidial and mixed dysenteries account for the balance. 

The following facts are in favour of the bacillary origin 
of the cases in which no pathogen was seen or isolated : 
(1) A clinical side-room with a competent technician has 
been in existence close to the dysentery ward for four 
months and all cases slow in responding to sulphaguanidine 
have been reviewed. In only one case has Entamoeba 
histolytica been found. (2) The frequent use of test purges 
in these cases without result. (3) The absence of Charcot- 
Leyden crystals, the mucoid nature of the stools, and the 
characteristics commonly found microscopically in cases 
of bacillary dysentery. (4) Tbe headache, the fever, and 
a colic relieved completely by the passage of a stool. 


Table II. — Carriers* 


1 " 





n Organism 

Carriers 

Total 

Recorded 

Percentage 
of Total 

£?. dysrntcriac Flexner 

21 

355 

5-9 

„ Sonne 

8 

99 

8-1 

.. f , Schmitz 

2 

49 

4-1 

>. .. Shiga 


19 

5*3 

.. .. Boyd 

3 

24 

12-5 

, Total . . 

35 

549 

- 

— 


* The medium used was SS ('* difeo ") desoxycholate citrate agar adjusted to 
pH 7. 


Table IT resulted from the following procedure: Each 
case was detained in hospital for two days after sulpha- 
guanidine therapy had ceased, the next stool passed was 
cultured, and the patient was discharged without waiting 
for the result. Those cases found to be positive were 
readmitted and given a course of 100 g. of the drug ; all 
cases were then found to be free of infection. Multiple 
cultures would no doubt have revealed even more carriers, 
but the retention of so many recovered patients for six or 
seven days woutd not only have given rise to great discon- 
tent among the patients but added a further volume of 
work to the laboratory and put extra pressure on bed 
accommodation. 


Treatment 

Amoebic Dysentery . — Ail cases were given 4 g. of sulpha- 
guanidine four-hourly, including the night hours, to a total 
pf 20 g. Emetine hydrochloride in a dose of 1 gr. (65 mg.) 
was given daily for ten days and was followed by a five- 
day course of 0.25 g. of quinoxyl by mouth three times a 
day, and a retention enema of 5 g. in 200 ml. of saline 
each evening. Seven of the 54 cases were readmitted with 
a relapse in the course of the year. 

Bacillary Dysentery. — Sulphaguanidine, 4 g. four-hourly, 
vvas given day and night until the patients were afebrile and 
symptomfess. Table IH shows the quantities required. 


Table HI. — Sulphaguanidine Dosage 


Group 

20 g. 

40 g. 

60 g. 

80 g. 

100 E . 

120 g. 

140 g. 

Total 


116 

87 

50 

58 

24 

17 

1 

353 

£oone 

43 

28 

8 

16 

2 

— 

— 

97 

Skfrmitz 

15 

17 

8 

7 

2 


— 

49 

f?higa 

II 

5 

3 

— 


' — - 

— 

19 


15 

5 

1 

1 


— ■ 

— 

22 

Clinically bacillary 

364 

181 

98 

41 

10 

4 

— 

69S 

ffo lab. imestigation 

"66 

24 

14 

4 

7 


— 

115 



?4.t 

W.1 


?. 

* 

1 

UH 


Expressed in units of 20 g., the average requirement of 
each group is as follows : Flexner, 2.5 ; Sonne, 2 ; Schmitz, 
2.3; Shiga, 1.6; Boyd, 1.7; clinical dysentery, 1.8; no 
investigation, 1.8. 

Complications . — The only major complication worthy of 
record is acute hepatitis, which may or may not have been 
amoebic in origin, ten cases developing while in hospital. 
One of them was admitted with a Sonne infection and one 
with a Flexner. The remainder had negative stool cultures. 
In none had amoebae or cysts been seen in the stools, but 
all responded satisfactorily to emetine. 

Mortality . — No death occurred in the series. Two indi- 
viduals who were not employees died with bacillary 
dysentery as a terminal event, one being a case of advanced 
rheumatoid arthritis and the other an old man with prostatic 
hyp er t r ophy and acute retention. 

Summary 

An organization for the control of dysentery' in a large 
industrial population is described, the frequency of the different 
forms assessed, and an analysis made of the quantities of 
sulphaguanidine required in the different bacillary types. 

Acknowledgments are due to Dr. S. D. McCIean, chief medical 
officer, A.I.O.C., for inspiration and nil vice ; to Dr. M. A. Khorratn 
for bis co-operation in the conduct of the ward ; and to Lieutenant- 
Colonel H. J. Bensted, director of tbe Standards Laboratory, for 
the supply of diagnostic sera. 


The Minister of Food has made the Mineral Oil in Food Order, 
1949, which came into force on April 9, prohibiting the use of mineral 
oils in the manufacture of food for sale to the public. The Ministry 
states that for some time past the Ministries of Food and Health and 
the Department of Health for Scotland have been concerned both on 
medical and nutritional grounds about the growing practice of 
using paraffins in the preparation of food. The Ministry also urges 
housewives not to use these substances in home cooking. The state- 
ment says that deposits of medicinal paraffin would not, so far as is 
Known, be harmful in themselves, but the same could not be said 
for other mineral oils, many of which 3re known to contain harmful 
substances. “Too little is known about the fate of deposits of 
mineral oils in such organs as the liver for the medical profession to 
remain indifferent about them.” The risks of consuming liquid 
paraffin were discussed in a leading article is this Journal in 194S, 
June 12 (p. II4I). It concluded with these words: “ On the evidence 
available, therefore, the use even of refined liquid paraffin (BE.) in tbe 
preparation and cooking of food is to be condemned. . . . The 
internal use of other (unrefined) mineral oils in any shape or form 
most always be condemned.” 
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FURTHER EXPERIENCES WITH ETHINYL 
OESTRADIOL IN THE SUPPRESSION 
OF LACTATION 

BY 

T. N. A. JEFFCOATE, M.D., F.R.C.S.Ed., F.R.C.O.G. 

AND 

BETTY HARGREAVES, M.B., Cli.B., M.R.C.O.G. 

(From the Deportment of Obstetrics and Gynaecology, 
University of Liverpool ) 

In a previous communication (Jeff coate et al„ 1948) it was 
mentioned that some writers had suggested that ethinyl 
oestradiol when administered orally has a more prolonged 
action than other oestrogens. To test the validity of this 
suggestion further clinical trials have been carried out, the 
suppression of lactation again being the test object. The 
total dose administered was of the same order as in the 
previous trials, but it was all given in one or two days 
instead of being spread over seven days. Single doses were 
impracticable, since it would have meant that a patient 
took a very large number of 0.05-mg. tablets at one time. 
In one scheme the total dose was given during one day 
and usually within twenty-four hours of delivery ; in the 
second the same total dose was given, half during the first 
day and half during the fourth day of the puerperium. 
Thirty-seven patients were treated, and the results are 
classified as excellent, good, fair, or poor, according to 
the criteria set out previously. 

Scheme I 

(a) Technique. — Eleven tablets (0.55 mg.) during the first day, 
administered in three doses at four-hourly intervals. Results : 
Six patients were treated, two with excellent results. Two had 
fullness of the breasts with pain on the fourth and fifth days, 
one had free secretion of milk on the fourth and fifth days, 
and a sixth complained of fullness and pain on the sixth day. 
A supplementary course of treatment with 0.1 mg. of ethinyl 
oestradiol was necessary in these four cases. (Two excellent, 
four poor.) 

( b ) Technique. — Fifteen tablets (0.75 mg.) during one day, 
administered in three doses at four-hourly intervals. Results : 
Seven patients were treated, one with excellent result. Two 
experienced fullness of the breasts with slight discomfort — on 
the second day in one case and on the fourth day in the other. 
In the latter, treatment did not begin until the second day of 
the puerperium. Four patients showed a poor response. In 
two of these, symptoms arose on the sixth and seventh days 
and necessitated further treatment. The two others started 
treatment on the second day and had pain and fullness on the 
following day. (One excellent, two fair, four poor.) 

(c) Technique. — Twenty tablets (I mg.) during the first day, 
administered in four doses at four-hourly intervals. Results: 
Four patients were treated, one with excellent result. A second 
patient had pain and fullness on the fourth day, a third had 
similar symptoms on the eighth day, whilst a fourth had a free 
flow of milk from the sixth to twelfth days. (One excellent, 
three poor.) 

Scheme II 

(til Technique. — Six tablets (0.3 mg.) first day, five tablets 
(0.25 me.) fourth day— total, II tablets (0.55 mg.). Results: 
Six patients were treated, three with excellent results and two 
with good results. Of the latter, one had slight secretion on 
the fourth and the other on the fifth day. A sixth had minimal 
discomfort on the second day only, (Three excellent, two 
good, one fair.) 

(M Technique. — Eight tablets (0.4 mg.) first day, seven tablets 
(0.35 mg.) fourth day— total, 15 tablets (0.75 mg.). Results: 
Se'.en patients were treated, two with excellent results. Four 
case- had moderate fullness of the breasts on the fourth day. 


relieved by the second dose, whilst the seventh case had full- 
ness and pain on the fourth day. (Two excellent, four la't 
one poor.) 

(c) Technique .—' Ten tablets (0.5 mg.) first day, ten tabkt 
(0.5 mg.) fourth day— total, 20 tablets (1 mg.). Results : Seven 
patients were treated, with excellent results in three cases ari 
with a good result in another two.~ The remaining two cases 
had pain and fullness of the breasts — one on the fourth and tie 
other on the sixth day. Both required further treatment. (Three 
excellent, two good, two poor.) 

-Conclusions 

The results of these trials may be summarized by saying 
that ethinyl oestradiol in relatively large doses given over 
a short period or at long intervals is unreliable in sup- 
pressing lactation, whereas in divided doses spaced o\er 
several days it was previously shown to give excellent or 
good results in a high percentage of cases. With a total 
dose of 0.55 to 0.75 mg. given during the first seven days 
of the puerperium an excellent or good response was noted 
in 24 out of 27 cases in the previous trials. In this series, 
0.55 mg. to 1 mg. administered during a period of 12 hours 
produced only four good or excellent results in 17 cases. 
When it was divided and given half on the first day and 
half on the fourth day of the puerperium the effect wa> 
satisfactory in 12 out of 20 cases. 

The results reported here compare so unfavourably' will 
the earlier ones that it seems permissible to conclude tha 
they offer little evidence to support the' idea that ethiny 
oestradiol is absorbed or utilized comparatively slowly am 
that its effect is prolonged. If it has these properties, ther 
they are not so strongly developed as to make the admini 
stration of single massive doses, or large doses at infrequen 
intervals, an efficient method. As in the case of othe 
oestrogens, smaller doses given regularly during severs 
days are the most effective. 
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METATARSUS QUINTUS VALGUS 

BY 

HORACE DAVIES, Ch.M., M.Ch.Orth., F.R.C.S. 

Orthopaedic Surgeon, St. Catherine's Hospital, Birkenhead, 
and Whiston Hospital, Lancs 

Much individuality appears to exist in the shape of the fiffi 
metatarso-phalangeal junction. Rarely do we see a foo 
with its outer border prolonged straight forward along the 
little toe. The head of the metatarsal interrupts this lint 
by protruding outwards, and the axis of the little toe it 
usually directed inwards. Most feet therefore exhibit t 
bunionette, or, as it has been called, a tailor's bunion, tc 
a greater or less degree. Rarely, however, does it give 
rise to symptoms. A bunionette is not uncommonly seer 
in combination with pes and hallux valgus and genera 
splaying of the forefoot, and is therefore regarded as i 
secondary deformity in these cases. Chronic irritation due 
to pressure upon the lateral surface of the foot in the cross 
legged or sartorial position is also to be considered as t 
causative factor, for it was this that gave rise to lh( 
name “ tailor-’s bunion.” The case, of bilateral bunionette 
described below appeared as a primary and independch 
deformity, and the suggestion is made that such a condition 
can. occur as a distinct clinical syndrome. 

A girl aged -9 came to the clinic complaining of painful 
swellings at the bases of the little toes. They had been 
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noticed about two 
years previously, but 
had remained symp- 
tomless until the last 
sir months. Examina- 
t i o n revealed un- 
usually prominent 
swellings over the 
fifth metatarso- 
phalangeal joints, with 
the little toe directed 
' inwards, following the 
axial deviation of the 
outer three digits. 
Radiographs show a 
varus position of the 
little toe, adaptive 
changes in the basal 
phalangeal and meta- 
tarsal epiphyses, and 
outward splaying of 
the fifth metatarsal. 
Clinically and radio- 
logically the condition 
therefore resembles 
metatarsus primus 
varus. 


Aetiology 
In considering the 
cause of this condi- 
tion we must refer to 
the embryology of 
the foot. The meso- 
dermal concentra- 
tions destined to be 
the metatarsals are 
laid down radially, 
diverging towards 
the convex border of 
the limb bud. This 
fanwise arrangement 
persists up to about 
te 20-mm. stage. At this time we see the differentiation 
nd development of the transverse metatarsal ligament, and 
ris restraining rein thrown across the heads of the develop- 
tg metatarsals appears to exert a converging influence 
levelopment proceeds with the metatarsals assuming the 
lore parallel positions they occupy in the adult Imper- 
ect attachment of the transverse metatarsal ligament to 
he fifth metatarsal could allow primitive divergence to 
iersist, which I would suggest is the primary error in this 
ondition. 



In the early stages the developing digits radiate from the 
onvex border of the limb bud, following the lines of the 
iverging metatarsals, and their realignment to the adult 
losition is difficult to explain. It would appear, however, 
hat two factors are at work: (1) the inherent human 
lattem responsible for the blue-print of our shape and size, 
nd (2) mechanical forces. 


In considering these mechanical forces we see that the 
hanging shape" of the developing foot plays an important 
>art. The convex border of the embryonic foot presents 
it first a large arc of a small cirde. As development pro- 
ceeds this arc expands, gradually transforming itself into 
i wider arc of a larger circle, with predominant expansion 
tf the pre-axial side. This expansion of the arc brings the 
adiating toes into more parallel positions. Coinciding with 
his, the developing intrinsic and extrinsic muscles begin 
:o exert their influence. The flexor Iongus digitorum, puli- 
ng from the inner margin of the foot, has an adducting 
:ffcct upon the third, fourth, and fifth toes. This pull is 


exerted mainly upon the terminal phalanges. The toes are 
pulled into their parallel positions, but in many individuals 
this pull continues beyond the normal, and the terminal 
phalanges are adducted and flexed. The intrinsic muscles, 
especially the pedal interossei, should prevent this, as one 
of their little-appreciated functions is to extend the two 
terminal phalanges. There thus develops a minor tug-of- 
war between the strong adduction flexing action of the long 
flexor and the relatively weak degenerating interossei. Now 
if the primitive divergence of the fifth metatarsal persists 
the obliquity of the flexor pull is increased and the whole 
fifth digit becomes adducted. 

Treatment . — Rarely do these cases require active treat- 
ment other than the provision of well-fitting shoes. 
Bunionectomy or trimming of the lateral surface of the 
metatarsal head may be necessary in pronounced cases with 
clinical symptoms. If the primary factor is the abduction 
of the metatarsal shaft, osteotomy should theoretically be 
the treatment of choice, but in practice, as for metatarsus 
primus X'arus, this procedure is both unnecessary and 
often unsatisfactory. 

Summary 

Unusual prominence at the fifth metatarso-phalangeal joint 
is either a primary or a secondary deformity. If it occurs 
as an independent condition it constitutes a syndrome, which 
should be described as metatarsus quintus valgus. The under- 
lying basic congenital error is the persistence of the embryonic 
splaying of the fifth metatarsal, probably due to incomplete 
or imperfect development of ihe transverse metatarsal ligament 
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Sprue-like Mouth and Swelling of Lips as 
a Manifestation of Streptomycin Sensitivity 

Many toxic manifestations of streptomycin have been described, 
but the following experience seems to add one more to the list 
of “dangers.'’ 

C*se Histori 

A man aged 57, a wine merchant of moderate habits, was recentiv 
seen by me for chronic pulmonary tuberculosis. There was infiltra- 
tion of both lungs, with cavitation on the right, and it appeared from 
the history and from his subsequent response to conservative treat- - 
ment that he was going downhill. It was therefore decided to to 
streptomjcin. The streptomycin used was streptorn} cm calcium 
chlonde complex, and the amount gn en was 1 g. daily in tv, o doses. 
One month later the E.S.R. still remained high (95 mm. in one hour), 
but there was considerable subjects e improvement. He, however, 
complained of some temporary giddiness following injections which 
did not amount to vertigo. 

Five weeks after the beginning of treatment he complained of 
slight weakness of the legs, particularly noticeable on climbing stairs, 
and on the same day there was a feeling of numbness of the lips 
with a slight swelling of the mucous membranes. Within two days 
the patient complained of a feeling of thickness of the tongue, 
which subsequent!} became furred and after a few days ulcerated; 
at the same time there was some superficial ulceration of the inner 
aspects of the cheeks, the whole picture resembling severe sprue 
except that the lips were swollen. 

Professor -G. Ransome saw him at this stage and suggested that a 
Mtamin-B deficiency factor might be contributory. Sensitivity wxts 
buspected in view of the hp-swelliag. The strepiomvrin was stopped 
and the patient w*as given daily five 4-ml. injections of ** plexan “ and 
an adequate dosage of vitamin-B complex. The condition slowly 
subsided over a period of three weeks, during which time he 
experienced considerable pain. 

Three weeks after stopping streptomycin it was derided to try 
a test do<e to establish whether or not this was indeed a manifesta- 
tion of streptorn) cm sensitivity. Three hours after injection of 05 g. 
the lips and tongue swelled, the pulse rate increased, and the patient 
felt warm all over and itch}’. There was a migraine-like headache. 
Two mg of adrenaline in oil was given and 50 mg. " benadrvl " lhrice 
daily, this being continued for a few days. The immediate distress 
was relieved within a few hours, but the swelling of the lips and 
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tongue remained for a week. The dorsum of the tongue again 
ulcerated and took a further fortnight to heal. 


It seems clear, therefore, in view of the fact that fungous 
and bacillary infections were ruled out, that this was a surface 
necrosis of the mucous membrane of the tongue, cheek, and 
lips directly due to streptomycin. 

A. W. S. Theva.th\sa.n, 

L.M.S Singapore 


Death from Lightning-stroke, with 
Multiple Injuries 


Textbooks of forensic medicine are unanimous in stating that 
lightning-stroke may be accompanied by signs suggestive of 
great mechanical violence, but in actual practice gross injuries 
other than burns seem to be comparatively uncommon. Peter- 
son, Haines, and Webster (1923) state that Schneider was 
among the first to record the fact that bones may he broken 
and blood vessels ruptured ; while Rhodes, Gordon, and Turner 
(1945) say that the lesions vary in extent and nature and usually 



*• .. 





take the forms of burns of different degree, but that deep- 
tissue destruction with fractures of the bone occurs in certain 
cases. 

Dixon Mann (1922) quotes a case in which there was a 
compound fracture of the right tibia and a comminuted fracture 
of the os calcis ; there were also extensive burns. He goes on 
to say that fractures of the bones, including those of the skull, 
have occurred, but only exceptionally. Lyon (1935), quoting 
Tidy, states that fractures are rare but have been found in a 
few cases. Glaister (1945) describes a case of fractured base 
and in another a compound fracture of the tibia. 

Taylor (1948), Sydney Smith (1940), Keith Simpson (1947), 
and other authorities make similar statements, but 1 have not' 
been able to find a published case exhibiting the degree of 
injury shown in the accompanying photograph. 


been torn off. In fact, the tree-trunk had the appearance of hav.- 
heett clawed by a giant animal. 

There had been two occupants of the hut — the dead man and hs 
elder brother, the latter sleeping in a bed and the former on a ref 
mat adjacent to the wall nearest to the coconut tree, and within i 
foot of the bed. There was no direct evidence about the patients 
position at the time of the fatal flash. The surviving occupant na'el 
that his brother left the hut at daybreak to go to the latrine at 
returned about two minutes before the flash. The survivor w 
practically unhurt, but was somewhat dazed and unable to give an 
account of the accident. He was unaware whether his brother h: 
been standing, sitting, or lying down at the actual moment. 

The body was found lying at full length on the remains of the sire; 
ing-mat with the head resting on a folded fez cap. The mat its: 
appeared to have been blown to pieces : some fragments were four 
adhering to the under surface of the thatched roof. The body vv: 
naked, and it is of some interest to know that it was occupyir 
exactly the same position and adopting the same attitude as wou! 
have been the ease had death occurred in sleep and if the shock hs 
not disturbed the body to the slightest degree. The surviving brothi 
and other villagers were quite definite that no one had touched ft 
body after death. This is probably true because, besides the native 
reluctance to touch a body slain in this manner, he would ncu 

consider the corpse’s comfort to if. 
extent of folding a cap and placing, 
beneath the head. It is suggested 
therefore, that all the injuries wei 
due solely to the blasting action of ft 
lightning, and it would seem that ft 
man, having returned to his hut, ha 
lain down on his mat again and mac 
himself comfortable pending the eni 
ing of the storm. 

The injuries are well illustrated i 
the photograph. On the left side i 
the neck all the soft tissues betvvci 
the trachea and cervical vertebrae hs 
been blown out, leaving a gap in whii 
a closed fist could be placed. 71 
wound on the left shoulder imolu 
the whole of the deltoid region ai 
showed a double fracture of tt 
humerus, one at the neck of the boi 
and the other 4 in, (10 cm.) low 
down the shaft. The separated portit 
of bone was lying free in the woui 
completely denuded of muscle. Thei 
were scattered superficial wounds at 
abrasions of the face and chest, ai 
the right side of the abdomen w, 
slate-grey in colour, the skin being d 
and parchment-like. No actual bur 
ing or singeing could be seen. Supc 
ficial wounds in the pubic regie 
involved the penis and scrotum, ar 
on the inner sides of both thighs deep lacerated wounds extendi 
from the groins to within 2 in. (5 cm.) of the knees. There was 
lacerated wound of the right big toe, with smaller wounds on tl 
dorsum of the foot. 

The scalp was uninjured, but a fracture of the left side of tf 
frontal bone proceeded outwards and downwards to the base and 
fracture of the right parietal bone passed backwards over the occipit 
bone to the foramen magnum. The base of the skull was shatters 
by multiple fractures, with displacement of the fragments. TV 
brain showed no macroscopic signs of injury. 

D. A. Ska n, M.B.E., ALB., B.S., D.T.M.&H., 


. „ J C;V:. t 
‘ tt 

iy**; '-r.'Af. 


Senior Pathologist, Tanganyika Territory. 
References 


Case History 

On March 22, 194S, at half-past six in the morning, there was 
a sudden sharp thunderstorm accompanied by heavy rain. As is 
common in this part of the world, the electrical manifestations of the 
storm m.iv be limited to one or two vivid flashes accompanied by 
heavy crashes of thunder, and in this particular instance the only 
significant flash was responsible for this one fatality. 

I accompanied the police officer to a small native hut iti which 
the occupant had been killed. The hut, consisting of a single room, 
was constructed of sticks and mud with a low thatched roof. The 
walls and thatch were dilapidated, but there was little evidence of 
rccen: damage. About 9 in. (22.S cm.) from the rear wall there was 
a coconut tree, which showed signs of the effects of recent liehtninc 
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The Ministry of Health and the motor industry have agreed on a 
scheme for speeding delivery of cars urgently required by domiciliary 
midwives. A midwife who already has a car must produce evidence 
that it is not reliable. Local supervising authorities will certify the 
urgent need 5 or n car. Similar certificates most be obtained from 
nursing associations or hospitals who have ordered cars for 
domiciliary midwives. The scheme does no* apply to home nurses 
who do not undertake midwifery or to health visitors. 


/ 
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HOSPITAL ADMINISTRATION 


.1 Study of Hospital Administration. Studies in Public 
Administration. By Frank Hart and A. J. Waldegrave. (Pp. 18S. 
15s.) London: Stevens and Sons. 1948. 

"he growth of hospitals in Britain has been extraordinarily 
aphazard and comparatively unrelated to the overall needs 
f the local community. Consequently administration 
aroughout the hospital field is very variable, and a complete 
escription of the variations is almost impossible within the 
:mits of a somewhat brief study. However, those interested 
.ill find an up-to-date account of methods of administration 
a the general, voluntary, and local authority hospitals as 
hey existed until July 5, 1948. The efficiency of members 
f regional boards and hospital management committees would 
ie much increased if each possessed the knowledge contained 
,'ithin these pages ; perhaps the Minister of Health may see 
it to present a copy to each member. 

The authors discuss at length the vexed question of lay 
nd medical administration, and the point of view which they 
xpress has a slight bias towards a lay head. Unfortunately, 
hough the power of the medical staff is effectively safe- 
;uarded, they put forward no practical solution for meeting 
he medical needs of the local community, particularly in 
espect of difficult subacute and chronic cases. They 
:mphasize the importance of medical staff committees, but 
hough they give an excellent account of present nursing 
idministration they do not suggest that nursing committees 
ihould be established in each hospital with powers equivalent 
:o those held by their medical colleagues. They show that 
iome hospital departments lack up-to-date business methods, 
particularly in relation to management of the staff and the 
facilities provided for them. If these defects were remedied, 
hospitals would not find the same difficulties in recruiting staff 
is' they do to-day. 

The chapter on planning gives some pointers to the future 
and refers the reader to_ several excellent reports on which 
such planning should be based. Here the great shortage of 
beds is emphasized, while elsewhere the authors frankly face 
the problem of insufficient nurses. This book can be highly 
recommended for the facts it contains, and we trust these will 
stimulate those who read to formulate a constructive 
hospital policy. 

Horace Joules. 


MANUAL OF DISSECTION 

Ellis’s Anatomy. Being a Manual of Dissection and Textbook 
of Regional Anatomy. Revised and edited by J. A. Keen, M J., 
F.R.C.S. (Pp. 4S7. Illustrated by 216 of the original engravings, 
of which 79 are in colour. £Z 2s.) Capetown : Stewart 
Printing Co. (Pty.), Ltd. London: John Murray. 1946. 

This ancient manual of dissection by George Viner Ellis (1812- 
1900) was first published in 1840. Ellis occupied the chair of 
anatomy at University College from 1850 to 1877. Keen, 
through some inexplicable lapse, states in the preface to this 
new edition that “ Professor Ellis, the original author of this 
book, was Emeritus Professor of Anatomy in University 
College, London, from' 1850 to 1S77, and thus an interesting 
link with the past is maintained.” EUis was professor at 
U.C.L. from 1850 to 1877, and lived in seclusion as professor 
emeritus to the end of the century. Even anatomists cannot 
look forward to half a century on the shelf. 

Ellis was succeeded in the chair by Sir George Dancer Thane, 
who held it until 1919. Ellis had edited the 6th edition of 
Qtiain's Anatomy with William Sharpey, the dominating pro- 
fessor of physiology. Ellis’s Manual of Dissection reached its 
high-water mark in its 10th edition by Thane in 1SS7. Keen 
states that all the important figures are based on the Illustra- 
tions of Dissections published by Ellis and G. H. Ford in 1867. 
Anyone acquainted with Thane’s work in the 9th and 10th 
edition of the Quain would recognize the number of illustra- 
tions by his hand in the 10th edition of the Ellis — e.g., that of 
the brachial plexus (Fig. 5). 

Thane steadfastly objected to splashes of colour as a means 
of showing the origins and insertions of muscle on badly 


executed drawings of bones. Addison, who re-edited the Ellis 
in its 12th edition in 1905, introduced these vulgarisms. All 
their inaccuracies have been maintained. The vastus inter- 
medins (Figs. 47 and 48) is shown arising from the whole of 
the shaft of the femur, with no trace of the bare area. Examples 
could be multiplied. The section on the autonomic system is 
unintelligible and contains such phrases as, “The nerve cell of 
the 2nd neurone is often called the cell station,” and, “The 
second neurone is the nerve cel! in a ganglion and its axon, 
the fibres being non-medullated.” The marginal or shoulder 
index which was so valuable a feature of the 10th edition by. 
Thane has been deleted. Small paragraphs of doubtful value 
have been added in various places under the heading “ Applied 
Anatomy.” There is no mention of radiological anatomy. 

It is sad to t hink that Thane’s 10th edition of the Ellis 
and the 10th edition of the Quain (1896) by Thane and Sharpey 
Schafer mark the high water of the tide of British anatomy. 
This present edition by Keen is a sad ebb from Thane’s pur- 
pose — “ to maintain the efficiency of the work as a guide to the 
acquisition of knowledge by practical study.” Thane was the 
last of the precisionists. We are now in the hands of the 
confusionists. 

H. A. Harris. 


CHILD GUIDANCE 

Psychotherapy in Child Guidance. By Gordon Hamilton 

(Pp. 340. S4.00 or 22s.) Columbia : University Press. London: 

Geoffrey Cumberlege (Oxford University Press). 1947. 

In this book the author describes the methods and practice of 
the children’s department of the Jewish Board of Guardians 
in New York. It is perhaps an unusual book in that it is 
written by a social worker and that in this clinic the social 
workers do the treatment in close collaboration with a psy- 
chiatrist. Since so many problems of behaviour in children 
are predominantly social, this is not illogical so long as the 
collaboration is really close, for the personal make-up of the 
child and his environmental situation are so closely blended. 
The treatment here described is eclectic and may be adapted 
to each individual problem. Although psycho-analytic theory 
is conspicuous in the book, the author does not consider-that 
psychotherapy is synonymous with psycho-analysis or that it 
need be confined to medical methods. The psychiatrist, in fart, 
is regarded as a teacher and consultant rather than a direct 
therapist. 

The author recognizes that in every case it is necessary to 
meet elemental social needs but that affect hunger may be as 
important as physical hunger. Both psychological and physical 
distresses are arcs of the same circle. The child is a growing 
organism and therefore adaptable, but both the social setting 
and the child’s personality, which will always interact, may need 
adjustment It should be remembered that a child’s aggressive- 
ness is always retaliation which to him seems justified. Many 
children have little experience of love, and so love is not worth 
seeking; the child feels that he must look after himself first 
It is no use telling such a child to be good for a change ; he 
and his circumstances must be changed if be is to be good. 
The anxious child is a neurotic child who uses his energy to 
repress infantile wishes. The resolution of such a conflict both 
increases energy and diminishes anxiety. Fortunately such a 
child'wants to be helped and does not resist assistance. Severely 
disturbed children such as mental defectives and psychopaths 
are not very amenable to psychotherapy, but social adjustment 
may do much good. In direct treatment transference, catharsis, 
and relief through play are important, but social modification 
is generally necessary as well, and change of environment may - 
alone restore the integrity of the personality. 

Young children have many emotional vicissitudes to face, 
and they may react to them by disturbed behaviour, which in 
turn upsets the parents, so that a vicious circle is set up. 
Therapy must get beneath the aggressive and guilt reactions to 
the fundamental attitude, which is always that of a disappointed 
child. This is best done by play, because it is the little child’s 
medium of communication and because it provides in a safe 
and natural way some of the instinctual gratification needed 
as he Ieams to meet the demands of reality. At the same time 
the parents, especially the mother, who are themselves neurotic 
need guidance and treatment. In older children the situation 
is more complex and can best be treated by transference. 
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interpretation, and verbalization, and again by increasing the 
understanding of the parents. In adolescence the strength of the 
urges and repressions is increased and the young person has 
at this stage to make entirely new adjustments to life. A strong,- 
carefully managed transference is the best form of treatment 
so that the patient can be brought to understand and interpret 
his own difficulties. 

In dealing with the family the social worker has to realize 
the complexity of the situation, for the parent is often project- 
ing his own guilt or aggression or desire for punishment on to 
the child, and so the entanglement becomes very difficult to 
unravel. She has to establish transference with the whole 
family and so allow them to work out their difficulties and re- 
establish an integrated whole. To do this the social worker 
needs a long -and elaborate training under expert psychiatric 
guidance, and she will of course learn both the social and 
psychological aspects of her task while undertaking the case 
work. 

This is an interesting account of a successful venture in the 
care of difficult and delinquent children by methods rather 
different from those usually used in Britain. It is therefore 
worthy of the most careful study by those interested in the 
subject. 

R. G. Gordon. 

GLOMERULAR NEPHRITIS 

Glomerular Nephritis: Diagnosis and Treatment. By Thomas 

Addis, M.D., F.R.C.P.Ed. (Pp. 338. £2.) New York and 

London : The Macmillan Company. 1948. 

The impression which this book leaves with the reader is 
almost that of an autobiography, the summing up of one who 
has spent most of his life in the study of renal disease. Addis, 
we feel, is a man with a message who wants to give the 
medical world this record of his teaching and research. If 
the book is not wholly satisfactory it is perhaps because it 
tries to combine the two, while its autobiographic style is too 
discursive for either. Parts of the book are didactic and 
dogmatic, others strictly scientific and experimental ; others 
again arc practically in narrative form — as for instance the 
description of the life and death of a nephritic patient, which 
almost brings tears to the eyes. In spite of these defects— or 
should we say peculiarities 3 — Addis of course speaks with 
great authority and has much to say. 

The chief subjects which he discusses are his rapid methods 
of biochemical and microscopical examination, specially 
designed to be suitable for use in an out-patient clinic, to give 
immediate answers to questions of prognosis and treatment ; a 
description of the experiments which have been made by his 
team on the effects of removal of renal tissue in animals, and 
the inferences which can be drawn from this work ; and a 
plea for low protein intake in the treatment of renal insuffi- 
ciency. In America pendulums probably swing further than 
they do in this country, and it is evident that in many clinics 
all cases of renal disease irrespective of their clinical state have 
been given high protein diets. Addis, we think, brings con- 
clusive evidence based on animal experiment to show that this 
is wrong, and that many cases of renal failure can be improved 
and kept leading useful lives for a long time on a suitably 
restricted protein intake. Most recent authors both here and 
abroad share lhis view. We found the experimental sections 
most interesting ; there is information here which is difficult 
to find in convenient form elsewhere. Although, as we have 
observed. the book is not wholly successful either as a text- 
book or as a record of research, it must be read by all serious ■ 
students of renal disease. 

Rorert Platt. 


The Practitioner’s Card-Index Guide to Treatment is an ingenious 
file of notes on modern medical treatment of interest to the 
bu-.v practitioner published by Devcrcaux (Medical) Publications 
Ltd., of 36, Maiden Lane, London, W.C.2 (5 guineas). The notes 
are tiled on strong cards contained in a box, and the information is 
kept up to date by new cards distributed quarterly. The initial cost 
includes a year's replacement of cards; subsequently the cost of the 
replacement service is two guineas a year. The cards arc arranged 
afp labctically and show the references in the literature to the' 
treatment described. 
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NATURAL CHILDBIRTH 

At a time when the topic of analgesia in labour has aroused 
not only public interest but political feeling, a recent address 
by Dr. Grantlv Dick Read, the substance of which appears 
in our columns this week, serves as a reminder that there 
is another approach to the pains and discomforts of child- 
birth. Dr. Read has pertinaciously and with enthusiasm 
advocated for over fifteen years the case for “ natural child- 
birth,” and though many obstetricians would deny to his 
thesis the importance which he himself accords it he has 
not lacked adherents and followers on both sides of the 
Atlantic ; and a recent report 1 3 on his methods from the 
Yale University School of Medicine supports his conten- 
tion that normal labour, by which is' implied a \ertex 
presentation -with the occiput anterior and no mechanical 
obstacle, should be virtually painless. 

The basic argument is that fear, conscious or subcon- 
scious, causes £ sympatheticotonia which shows itself locally 
as a resistant-lower segment and cervix This, he says, is 
because the circular inhibitory' fibres of the cervical “ sphinc- 
ter,” which are innervated by the sympathetic and which 
should be relaxed when the longitudinal fibres of the upper 
segment exert their detrusor action, are thereby stimulated 
to chrome contraction. In turn the longitudinal fibres in 
an effort to overcome the obstacle increase their tension, 
and thus the threshold of pain is overstepped. “A tense 
woman means a tense cervix and a tense cervix means a 
prolonged and painful labour.” 

Not everyone will agree that this argument is scientifi- 
cally correct on anatomical and physiological grounds, 
but its advocates claim that it can be accepted because in 
practice the results are successful. It is admitted, however, 
that the application of the principles cannot be universal, 
because there is a small proportion of women who are 
“ unteachable." In brief, instead of the more commonly 
employed method of breaking the fear-tension-pain 
sequence by analgesic and anaesthetic drugs in labour, 
the cycle is interrupted at the first stage of fear by antenatal 
education. This is not an entirely new doctrine. In 1932 
-Fairbairn 3 wrote: “The presentation to the woman’s mind 
of childbirth as a natural process must be a guiding prin- 
ciple throughout all talks and examinations. Many women 
approach pregnancy and labour with a view distorted by 
what they have heard or seen of the terrors of iabour. 
These difficult cases require careful consideration from the 
psychological side and will benefit by confidential talks in 
which may he revealed hidden dreads that might interfere 
wiih normal function.” And in fact, after a phase in ante- 

I Goodrich. F. W . and Ttoma, H , Arrtr. J. Obstet. Grrtc., IMS, SS, 875. 

: Thoms, H , J. Obsrrt. G\r-rt. Bril, fov" , IMS, SS, IS. 

3 Prcmtic-r-, 1932 , 119 . 313 . 

< /. Ois:e t. G?rztc. B-it. Err-., 1947, S4. 77. 


natal obstetrics in which the attendant was unduly pre- 
occupied with the recognition of mechanical difficulties and 
the early detection of abnormalities, it is now true to say 
that there is more emphasis on the normal, on the teaching 
of techniques of relaxation, on the explanation of the 
mechanism of labour, and on how best to aid the natural 
forces. Obstetrics, as Dr. Read says, is the understanding 
of the mind as well as the body of the pregnant woman. 
In labour his practice — based on the recognition of the 
successive emotional phases — is to keep the patient 
informed of her progress, to ensure that she is not left 
alone without either doctor or nurse trained in these 
methods, and to reinforce the previously taught techniques 
of relaxation at the crucial times. 

The advantages which are claimed for natural childbirth 
lie in the increased proportion of spontaneous labours in 
which the risks of anaesthesia and analgesia are avoided, 
and in the psychological satisfaction which the sense of 
achievement brings to the mother and indirectly to the 
baby. Natural childbirth is based primarily on an intimate 
doctor-patient relationship. And in this lies both advantage 
and disadvantage, for the personality of the individual 
doctor must be a very potent factor in the assurance of suc- 
cess, and unless the doctor is present during most of the 
labour many patients will lose control and experience pain. 
It is unfortunate that the present combination of district 
antenatal clinics with institutional delivery largely precludes 
the same doctor supervising both pregnancy and labour, 
and these and other practical difficulties are w-ell illustrated 
by the disappointing results obtained by Rodway 1 in a 
controlled experiment on the value of antenatal exercises. 
The general-practitioner obstetrician has the greatest oppor- 
tunity for putting these principles into practice and assessing 
their value. 

As with all doctrines. Dr. Read's argument and practice 
will have adherents but will not lack detractors. Many of 
his principles, especially his emphasis on the effect of the 
emotional factor- on the course of labour, are universally 
accepted, though the exact mechanism may be debated ; 
and, if some consider that he has oversimplified the problem 
and been too optimistic about its solution, others will be 
encouraged to take up a more personal form of obstetric 
practice which alone will achieve results satisfying to both 
doctor and patient. 


DUE CARE ANT) SKILL 

Mr. John Hunter’s successful appeal against Mr. Justice 
Birkett’s judgment awarding’ an ex-patier>t £6,300 against 
him for negligence raises again the perennial question of 
what in law constitutes negligent diagnosis or treatment 
We have already published full accounts of the proceed- 
ings at first instance 1 and on appeal. 3 Briefly, Mr.T F. 
Whiteford, an American consulting engineer of about 65, 
was in the care of Dr. S. R. Gleed, a general practitioner 
of Finchley, who called in Mr. Hunter. He drained the 
patient's bladder suprapubicaily on March 22, and operated 
on April 5, 1942. He found in the base of the bladder 
an indurated mass which, after he had inspected and 
handled it for a quarter of an hour or twenty minutes. 
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he decided was an inoperable cancer. Subsequently 
Mr. Hunter informed the patient that he had not long 
to live. Mr. Whiteford then returned to the United States 
to put his affairs in order. In September he was seen by 
a New York urologist, Dr. B. S. Barringer, of the Memorial 
Hospital, and Mr. Hunter’s diagnosis was proved wrong 
by biopsy and also by the survival of the patient. 
Mr. Whiteford returned to England and sued Mr. Hunter 
and Dr. deed for negligence. The judgment against 
Mr. Hunter was given in July, 1948, the action against 
Dr. deed being dismissed. At the recent appeal the 
judgment was reversed, and leave was given to Mr. White- 
ford to appeal to the House of Lords. As the case is still 
sub judice, it would not be proper to comment in such a 
way as to prejudge the issue, but it is permissible to inquire 
what that issue is, and to examine the approach to it made 
by the trial judge and by the Court of Appeal. 

The question which the courts had to decide was not 
whether Mr. Hunter’s diagnosis was wrong — that was 
admitted. The issue before them was whether, on the 
evidence, Mr. Hunter had failed to use the skill and care 
which could reasonably be expected of a practitioner in 
his position. The standard expected of such a well-known 
senior consulting surgeon is a very high one, but it still 
does not require him to be infallible. It was pointed out 
in the Manchester swab case, 3 just before the war, that 
“ it is not every slip or mistake which imports negligence, 
and in applying the duty of care to the case of a surgeon 
it is peculiarly necessary to have regard to the different 
kinds of circumstances that may present themselves for 
urgent attention.” Accordingly the courts had to consider 
the standing of Mr. Hunter, the skill which he offered to 
the public, the quality of the services which a patient had 
a right to expect of him, and then, so far as possible putting 
themselves in his place and visualizing the situation in 
which he found himself, they had to judge whether on a 
reasonable view he did all that could have been expected 
f him in that situation. The trial judge found that he 
lid not, and the Court of Appeal found that he did, use 
able skill and care in the circumstances. 

,* ssue was in fact narrowed down to two questions : 
- ^ Mr. Hunter have used a cystoscope? and, Should 
ic'have performed a biopsy ? There was no dispute that 
linically the submucous inflammatory condition from 
siricfl a'fyfroFeYn'Tff was suffering may be practically indis- 
'road share this n cancer. In his own evidence Mr. Hunter 

find in convenii* not ha bhually use a cystoscope in cases 
'versed, the bo<? n - At the operation itself there.would have 
ioL or as a reco in using it,. as he was about to see the 
adents of renal ■ bladder directly. When asked why he did 
'imen for biopsy, he replied that he had 
ded not to do so for three reasons. He 

The Practitioner's Cave had to cut so deeply that there would 
me of notes on mode.’.. ,, , , . 

bii**y practitioner published** bladder wall \ the biopsy 


Ltd., of 36, Maiden Lane, Lohe case of cancer, left an unheal 

Vert up to date by new cards d.stri l L dded Ereatly to the misery c 
ir. clude-i a J car’s replacement of cards ;dly, even if the pathologi: 
replacement senior is tuo guineas a >ear_,,ia j... 

a ! r labeticallv and shots the references 1 Stll! n0t haVe bee 
treatment described. — — 


\ 537. 
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satisfied, for he would have suspected that he had not taken 
the specimen from the right part of the lesion. Experl 
witnesses supported Mr. Hunter. 

Apart from the cross-examination, the only medical evi- 
dence for the patient was that of Dr. Barringer. This had 
to be taken in New York on commission, a process whicl 
is open to obvious and inevitable disadvantages. Counse 
for both sides pose questions in examination and cross 
examination as in court, but the evidence suffers fron 
being taken outside its proper context in the trial, am 
nearly always lacks answers to essential questions whicl 
probably would have occurred to counsel and to the judg 
if the witness had been present in the ordinary way. Di 
Barringer’s evidence suffered from these disadvantage: 
and this trial is to that extent prevented from being a clear 
cut object-lesson in the law of medical negligence. Th 
chief difference between the trial judge and the Court o 
Appeal was in their respective assessment of the evidenc 
taken on commission as it appeared in the official recort 
Mr. Justice Birkett laid great stress on Dr. Barringer’ 
statement that the diagnosis should have been verified b 
a complete examination with the cystoscope and throug 
the open bladder, with a pathological examination of an 
questionable areas. He accepted this statement again 
Mr. Hunter’s reasoning, and accordingly held the mistake 
diagnosis to have resulted from lack of reasonable car 
particularly in not using the cystoscope and in not unde 
taking a biopsy. 

The Court of Appeal, on the contrary, could not suppo 
the trial judge’s finding that the cystoscope should bar 
been used on April 5, when the inside of the bladder ws 
going to be observed by direct touch and sight, an 
regretted that this point had not been put more clearly t 
Dr. Barringer by counsel in New York. Their Lordshii 
said, too, that, far from being clear and unambiguous, : 
Mr. Justice Birkett described some of Dr. Barringer’s ev 
dence, it contained many ambiguities, and they pointe 
out several omissions of points with which they wishe 
counsel in New York could have dealt. They felt that i 
several respects Dr. Barringer had been directing his attei 
tion,.not to the condition which Mr. Hunter had had t 
deal with, but to the very different condition which D 
Barringer himself had found several months later. The 
therefore held that the trial judge should not have accorde 
such- decisive importance to Dr. Barringer’s evidence, an 
they could not support his finding that Mr. Hunter ha 
been negligent in not carrying out a cystoscopy and 
biopsy. 

The circumstance that the chief evidence for the patie 
had to be taken on commission has another beam 
apart from the quality of that evidence. Normally a 
appellate court, not having heard the witnesses n< 
observed their demeanour under examination and cros 
examination, will not readily differ from the trial jud; 
on his assessment of the value of their evidence. In tt 
present case, as the trial judge did not see this importai 
witness nor have the opportunity of questioning him, tl 
Court of Appeal could feel itself just as well able as tl 
trial judge to examine the record of his evidence and i 
assess its value. The two courts differed fundamental 
over the interpretation of that record, and if the case go 
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o the House of Lords judgment will doubtless be brought 
o bear upon it afresh. Upon that judgment the ultimate 
esult of the case is bound in large measure to depend. 


THE BUDGET AND HEALTH 

The cost of the social services was the recurrent theme m 
Sir Stafford Cripps's Budget speech. He rebuked those who, 
while demanding costly social services, at the same time 
asked for reduction of taxation. “Last year,” he said, 
“ the people of this country enjoyed an unexampled national 
dividend in the form of a free National Health Service 
at the cost for nine months of its duration of £208 million. 
Next year, for 12 months, it is estimated to cost £268 
million.” The education and health services in England 
and Wales and Scotland, national insurance, and national 
assistance would provide benefits amounting to £763 million. 
This, the Chancellor said, must be reckoned as a real saving 
to the individual. “But the cost in 1949 was not the end." 
At present 60,000 hospital beds were out of use because 
of want of staff ; to make them available once more would 
cost £15-£20 million. These services had to be paid for 
out of direct and indirect taxation. He gave the warning, 
however, that the speed at which the social services 
expanded must be moderated in accordance with “ our 
progressive ability to pay for them by an increase in our 
national income.” 

The N.H.S. is an important part of what the Chancellor 
called “ a permanent and continuing obligation which auto- 
matically increased as those services inevitably developed.” 
Seeing, and perhaps fearing, this automatic and inevitable 
increase, he hinted that next year he might have to impose 
“ some special charge or tax in connexion with the health 
services . . . this might help to make people more economi- 
cal in their use of the services." In discussing the supple- 
mentary estimate in the Journal of Feb. 19 this year we 
wrote : “ The Government may yet consider it wise to ask 
the patient to make token payments for a doctor’s services 
and for prescriptions. If this were considered feasible it 
would deter people from making unwarranted calls upon 
the doctor's time and unnecessary demands for pills and 
potions.” With increasing control of infectious dis- 
eases— witness the slackening of work in the fever hos- 
pitals as a result of the diminution of diphtheria — and the 
promotion of health, the increase of medical services should 
not need to be “ automatic ” and “ inevitable.” Auto- 
matic and inevitable increase is more likely to occur in 
the administration of the services ; establishments grow 
like coral reefs. The medical profession will want to keep 
a sharp eye on the size and cost of the administrative 
machine. To take two items — how many' thousands of 
pounds will be spent in one year to enable the Spens 
Awards Committee to distribute its prizes ? How many 
- valuable medical man-hours will be spent unprofitable in 
interminable committee meetings ? 

Sir Stafford Cripps made one comment in his broadcast 
on April 6 which seemed to imply that the present Govern- 
ment had contributed to the fall in infant mortality. “ And 
[ these improved social services — the better care of our 

, . 1 Martin, VV, J., British hf'dtca! Jc-^rjd, 1949, 1, 43S. 


children in particular — have,” he said, “had remarkable 
results. Do you know that infant mortality is now less 
than two-thirds of what it was ten years ago ? . . . We have 
very deliberately chosen this most sure way of increasing 
the health and happiness of our people. . . Can 
Sir Stafford Cripps really be ignorant of the fact that the 
infant mortality curve has fallen steadily and evenly for 
the past fifty years, 1 years in which Labour Governments 
have been conspicuous by their absence. He might just 
as well, and with equal relevance, have attributed “ to 
these improved social services ” the increase in juvenile 
delinquency. 

LIGATION OF THE INFERIOR VENA CAVA 
Ligation of the inferior vena cava is a certain method of 
preventing pulmonary embolism in all but a few cases, 
since more than 95% of such emboli come from the lower 
limbs and the majority of other emboli arise in the 
pelvic veins. Thebaut and Ward 1 have reported a series 
of 36 cases of ligation of the inferior vena cava and recom- 
mend this as the treatment of choice in patients with 
thrombo-embolism. While many would not entirely agree 
with this recommendation there can be no doubt that in 
selected cases ligation of the inferior vena cava is a valu- 
able operation. The four deaths in Thebaut and Ward’s 
series were in advanced cases in which the operation was 
undertaken too late, and two of their patients died at 
operation before the vena cava had been tied. 

For those who rely solely on the anticoagulant drugs or 
on vein interruption at lower levels ligation of the inferior 
vena cava may seem an unduly radical method of treat- 
ment. Ligation of the superficial femoral and of the common 
femoral veins is, however, followed by embolism in a small 
proportion of cases, these emboli arising either from the deep 
femoral veins, the pelvic veins, or from the ligated veins at 
a higher level. Theoretically a strong case can be made out 
for ligation at the highest possible level, but against this must 
be set the undoubted risks of the operation in some of those 
cases in which the indications for it are strongest. Ligation 
of the inferior vena cava just above its origin is technically 
no more difficult than an extraperitoneal lumbar ganglion- 
ectomy on the right side and, as in that operation, is most 
easily accomplished through a transverse incision at the 
level of the umbilicus. The intraperitoneal operation is 
more difficult and dangerous, and it should be reserved for 
those cases in which the vena cava is ligated in the course 
of some other abdominal operation. 

Swelling of the legs' after ligation of the vena cava is 
often seen, but usually is not permanent Persistent oedema 
in those few cases in which it occurs is rarely severe enough 
to incapacitate the patient Much of this swelling may be 
due to further thrombosis rather than mechanical inter- 
ference with the circulation, and adjuvant treatment with 
anticoagulant drugs is therefore essential in some cases. 
Despite the apparent profusion of the alternative venous 
channels available, 5 careful anatomical study has shown 
that the arrangement of the venous halves, directing blood 
flow towards the parent vessels, frequently bars the use 
of certain anastomotic channels until they have become 
so distended that the valves are rendered incompetent. 3 
Interesting studies of the venous pressure in the legs have 

1 Sic?. Gyrtc. Obstcl.. 1947. S5, 3S5 

s Hoim, ibid-, 1944. 79, 70. 

3 Edwards. E. A-, and Robuck. J. D.. ibid , 1947. £5, 547. 

G. E., tad Wicxor, T. (1943). Proe Soc . Exp. Blal, K.Y^ 1943, 

5 Thorpe. Ray C., tad Burch. G., Arch. Irtem. Med., 1947, 20, 5S7. 

« O ’Neill. E. E.. AVw Ergl. J. MnL, 1945. 232. 641. 

7 Collins. C. G-, Jones, J. R_, and Nelson, E. W„ JY. Or leers rted. Surr. 
1943. SS, 324. 

■ -N>* Erg!. J . Med . 1946. 235. 1. 
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been made, 1 5 and it has been shown that despite greatly 
increased pressure oedema is usually slight. Furthermore, 
though the oedema tends. to disappear after several months, 
the venous pressure may remain high for several years. 
The circulatory adjustments seem adequate, and no detri- 
mental effects are seen; but the compensatory. mechanism 
involved is incompletely understood. 

If ligation of the inferior vena cava is to be used more 
generally it is important that cases should be carefully 
selected. When embolus has already occurred and there 
is an undoubted or possible pelvic thrombosis the oper- 
ation is clearly indicated ; satisfactory results have been 
recorded in gynaecological cases, 6 and the ovarian 'veins 
too have sometimes been ligated. 7 When an embolus 
arises from an unknown source and vein interruption is 
indicated, the vena cava is the site of election. A further 
indication for the operation is recurrent embolism after 
• ligation of the femoral vm'ns. Prophylactic ligation of the 
vena cava may be justifiable during an abdominal oper- 
ation such as ureteric transplantation for carcinoma of the 
bladder on the grounds that two major operations consti- 
tute a special risk. 

Delay in undertaking operation may greatly increase its 
danger in cases of repeated embolism. Thus death occurred 
in 9 out of 21 cases reported by Moses, 8 and, while it is 
certain that some of the survivors would have died from 
embolus had operation been withheld, it is likely that there 
would have been fewer fatalities if the only treatment 
adopted had been the administration of anticoagulant drugs. 
Before deciding on an operation of this severity the surgeon 
must be convinced that the treatment is not more risky than 
the condition which it sets out to control. There can be no 
doubt, however, that ligation of the inferior vena cava, 
wisely and properly practised, will prove a valuable weapon 
in the conquest of pulmonary embolism on those few 
occasions when anticoagulant therapy is impracticable or 
impossible. With adequate supplies of heparin available 
it would seem unlikely that ligation of the inferior vena 
cava will be widely practised by surgeons in this country. 


SYNTHETIC CHLORAMPHENICOL 
(CHLOROMYCETIN) 

Although some penicillins have been synthesized and new 
penicillins have been created by the chemists, the processes 
involved are complex, and synthetic penicillins have not 
yet come into general use. Controulis, Rebstock, and 
Crooks, 1 however, have recently synthesized Chloromycetin, 
to which the name chloramphenicol has now been given. 

We have already referred to early re- 
ports on the use of this drug in infec- 
tions in man. 2 3 Encouraging results 
have been obtained in typhoid fever,' 1 
typhus fever, 5 scrub typhus, 6 and 
Rocky Mountain fever. 7 The syn- 
i thetic product, the structural formula 

CH.NH.COCHCI, of which is here shown, is (f) t},-l 
p-nitrophenyl-2-dichloroacetanfidopro- 
pane-1 : 3-diol ; it has apparently the 
same physical and chemical properties 
as the chloramphenicol produced by 
the mould Streptomyces venezuelae n.sp. Smadel and his 
colleagues 8 have reported that the synthetic product has an 
action on rickettsiae and viruses in developing hens’ eggs. 


CH OH 

-H.NH.COCHCh 
CH-.OH 
f(/)-y-for m] 


1 J - Ar-rr. chm. See., 1949. in prcsi. 

2 Bntith Medina! Journal, 19-18, 2, 42S. 

3 Ibid.. 194S. 2, 1113. 

< Woodard. T. E„ et cl., Ann. Intern. Med., 1948. 29 (O S. 33) 131 
3 Srred-.-., J. £, ,/ c f„ Free. Soc. exp. Biol., S.Y., 1948, 68, 9. 

* Sc'.e- ee. 1948, 103, 160. 
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mice, and human beings which is identical with that of th 
product produced- by the mould. In developing hens’ eg:, 
two doses of the synthetic and natural products produce! 
prolongations of the lives of the chick embryos the men 
values of which were practically identical. This was true fo: 
Rickettsia prowazeki, R. mooseri, R. rickettsi, R. akari, an 
two strains of R. tsuisttgamushi, as well as for lymphogranc 
loma venereum and two strains of psittacosis virus. Mic 
infected with the Karp strain of R. tsutsugamushi receiu 
a single daily intraperitoneal injection of solutions of tl 
two types of the drug varying in amount from 0.375 1 
2.5 mg. per day per mouse ; both types effectively prevent! 
death. Similarly, feeding both types of drug to mil 
infected with psittacosis virus gave results which we. 
identical with those obtained with the natural anl 
biotic. Finally, two patients with scrub typhus in Kin 
"Lumpur have been treated with synthetic chloramphenicc 
Both patients received the drug orally over a period < 
16 hours; the initial doses were 3.0 or 4.0 g. followed 6 
0.25 g. at three-hourly intervals. The clinical response w 
the same as that observed in other cases of scrub typhi 
treated with the natural antibiotic, and there were no tori 
reactions. Synthetic chloramphenicol is now being teste 
prophylactically against scrub typhus in Malaya. 

The synthesis and clinical use of an antibiotic 
obviously an event of considerable importance, since 
opens up fresh fields for the ingenuity of the syntheti 
chemist. Incidentally, it will be necessary to enlarge tt 
scope of the word antibiotic unless it is to be dropp; 
altogether. Hitherto the term has been applied only I 
naturally occurring substances endowed with chemothet 
peutic powers and produced by micro-organisms durin 
their growth and metabolism. 


THE TONGUE IN VITAMIN-B DEFICIENCY 

Dietary deficiencies of nicotinamide, riboflavin, pyridow 
and biotin are each reported to have caused lesions fl 
the tongue, which are also common in diseases associate 
with nutritional disturbance, such as pernicious anaemn 
sprue, and other intestinal disorders. These lesions ca 
now be detected at an early stage by inspecting the tongu 
under ultra-violet irradiation screened with Wood’s gk$ 
The appearance of the normal tongue under irradiate 
was described 20 years ago by Bommer, 1 who observed 
red fluorescent coating on the lingual dorsum. Latt 
-Radley and Grant 2 reported that the mucous membrar 
of the tongue shows a greyish or yellowish-white fiuo: 
escence, while towards the back the fluorescence is ofte 
red or orange. The possible nutritional significance t 
the fluorescence, however, was not at first realized, thouf 
Costello and Luttenberger 3 were aware of reports th. 
the fluorescent coating disappears in vitamin-B deficienc 
In following up this clue Hagerman and Hirschfeld 4 ha' 
recently examined over 543 patients attending a dermat' 
logical out-patient clinic. In 155 patients the fiuorescen' 
extended over the entire lingual dorsum, and in anoth< 
174 at least half the area was covered. These 331 cas< 
were considered normal, while the remaining 212 cases, i 
which the fluorescent coating was defective or absent, v,ei 
considered abnormal. 

All the cases, without reference to the fluorescence' 
their tongues, were next divided into two groups accordit 
to whether their skin diseases were or were not consider-. 


1 Acta derm.-yenereol Stockh., 19.29, 10, 253. 

- Fluorescence Analysis in Ultra-Violet Light , 1935. 
*N.Y. St. J. Med., 1944, 44 , 1778. 

* Acta derm . - vert ereol . , Stockh., 1947, 27, 369. 

5 Amer. J. Dls. Child., 1947, 74 , 657. 
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1 be associated with vitamin-B deficiency. Unfortunately 
le authors do not clearly describe the method used to 
true to a decision in each case, but fungous infections, 
lodermas, and infestations were considered not to be 
lated to vitamin-B deficiency. When the two groups 
ere compared the proportion of cases with abnormal 
norescence of the tongue was found to be significantly 
eater in those with diseases supposed to be associated 
ith vitamin-B deficiency than in those with the other skin 
iseases. In addition, the authors observed that the tongues 
f patients who had been dosed with B vitamins before 
nming to hospital usually showed normal fluorescence, 
respective of the nature of their skin disease. They there- 
tre gave vitamin-B preparations, either oral Jy or by injec- 
on, to 196 of the patients with abnormal fluorescence of 
je tongue; in 141 of these the abnormality disappeared, 
‘arenteral therapy appeared Jo give better results than 
ral, and vitamin-B preparations containing pantothenic 
cid were much more effective than those not containing 
bis factor. 

Possibly this method of examination could be used for 
hc diagndsis of the vitamin-B deficiency, but further care- 
ul investigation will be necessary before the significance 
if defective fluorescence is fully understood. It is not 
:lear, for example, whether the abnormality results from 
leficiency of one particular B vitamin, presumably panto- 
heme acid, or whether it may also be caused by lack of 
ither B vitamins. How’ever, the possible effects of age 
>nd other factors unrelated to nutrition must not be over- 
ooked. Similar difficulties have arisen in attempts to dis- 
inguish abnormalities of the tongue visible in ordinary 
lipht which are thought to be associated with vitamin-B 
deficiency. Thus' Bakwin and his colleagues 5 ' examined 
the tongues of 60 children over an extended period and 
classified the lesions as acute glossitis, glossitis migrans, 
mild swelling of the tongue, and fissures of the tongue. 
The diets of these children were not demonstrably different 
from those of similar children without tongue lesions. In 
some of the children with swollen and fissured tongues 
improvement followed the administration of nicotinamide, 
though none were completely cured even after prolonged 
treatment Glossitis migrans was unaffected by nicotin- 
amide, and acute glossitis improved spontaneously or after 
chemotherapy. From these observations they conclude 
that the lesions of the tongue commonly seen in children 
in the U.S.A. are not due to deficiency of nicotinamide, 
though its administration may be beneficial. The conclu- 
sions reached by the Swedish and American workers, there- 
fore, differ both in the degree of importance which should 
be ascribed to dietary deficiency in causing tongue abnor- 
malities and in the selection of the B vitamin to which 
special importance is attached. With the wide differences 
present in the ages, diets, and circumstances of the groups 
of patients examined an explanation of this divergence of 
\iew might not be hard to find. It is obvious, however, 
that this is a complex problem, and the results of these 
and similar investigations must be interpreted with caution. 


DUPUYTREN’S CONTRACTURE 

Though Sir Astley Cooper 1 appears to have been aware in 
1S22 that the deformity now known as Dupuytren's con- 
iracture was confined to the palmar fascia, Dupuytrcrr 
was the first surgeon to investigate this condition by 
dissection and thereby reveal its true site. Since then 
various theories have been advanced to explain its nature, 
and recently Tord Skoog 3 has made a special study of the 
deformity at Sir Archibald Mclndoe’s plastic surgery unit 
at East Grinstead and at the University of Uppsala in 


Sweden. His investigations have shown that the palmar 
aponeurosis is most strongly developed on its ulnar aspect- 
and that this tissue has a poor blood supply and is sparsely 
supplied with nerves. In movements of precision the plenti- 
fully muscled radial part of the hand is mainly used, while 
the ulnar side acts as a support and is thus more exposed 
to repeated and sustained trauma. 

The condition occurs mainly in men, only 15% of the 
patients being women, and nearly all the patients are over 
the age of 40. The lesion becomes more severe with 
advancing years. It is mainly bilateral in incidence, and 
the ring and little fingers are chiefly affected, the appearance 
of a subcutaneous nodule in the palm being the first sign. 
The thumb is rarely involved, since in most hands the 
palmar fascia does not extend to this digit. The condition 
progresses slowly if untreated, and though it remains con- 
fined to the palmar aponeurosis it produces secondary 
changes in the contracted joints. Skoog gives evidence 
that trauma is the most important aetioiogical factor. 
Histological examination shows richly cellular areas of 
connective tissue containing blood pigment in the fascia ; 
as the connective tissue degenerates with advancing age 
it loses its elasticity and is replaced by dense collagen 
bundles ; thus the retraction characteristic of the condition 
is produced. Skoog mentions the association of Dupuytren’s 
contracture with knuckle pads, and he believes that the 
frequency with which the condition occurs in epileptics may 
be connected with the prolonged administration of pheno- 
barbitone. There ts also undoubted evidence of a hereditary' 
factor depending on dominance of low penetrability which 
is sex linked. Other aetioiogical theories have little to 
support them. 

The best treatment is removal of the -affected palmar 
fascia by operation, and Skoog favours Sir Archibald 
Melndoe’s procedure. A transverse incision is made in 
the neighbourhood of the distal palmar crease. Where the 
fingers are affected a Z-sbaped incision is used on the 
palmar surface of the finger over the proximal phalanx 
in order to lengthen the skin in this area. A tourniquet 
is essential to permit an accurate, gentle, and complete 
dissection. To remove completely the deep extensions and 
to "avoid damage to the flexor tendons, vessels, and nerves, 
longitudinal incisions are made over these structures, which 
should first be identified outside the contracted mass of 
fibrous tissue and carefully followed through this tissue. 
Secondary changes in the finger joints will require pro- 
longed and careful after-treatment, and in this connexion 
active movements must accompany splinting in extension. 
Splintmg alone is dangerous, since the fingers quickly 
become stiff and the result of treatment is worse than the 
disease itself. The chief dangers to be avoided are post- 
operative haematoma and sepsis. Provided severe secondary 
changes have not already occurred the results of operative 
treatment have proved to be excellent. Many attempts 
have been made to find a reliable method of treating 
this condition without operation. A correspondent* in 
the Journal recently drew attention to the value of radio- 
therapy. '' 

Skoog also describes a similar condition affecting the plan- 
tar fascia in its medial part, in the region of the base of the 
first metatarsal and first cuneiform. Operative removal is 
rarely required, but when this is necessary' excision should 
be confined to the diseased area. The dissection should 
not be widespread as in the palm owing to the danger of 
interfering with the integrity of the arches of the foot. 

1 A Treatise on Dislocations erd fractures of the Jo lets. 1822, Louden* p 524, 

* LrporJ or ales d* eltrfyje chirtrglcde fai'es d PHS’d-Dicu d" Peris, Puns. 
1832. Translated into English in Lancet, 1834, 2, 222 

* Acta chir. stand , 194S, $$, Suppl. 139. 

4 British Med.ca! Jomd t 1947, 2, 942. 
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BY 


K. R. HILL, M.D. 

(From the Department of Pathology, Medical School, King's College, 
University of Durham, and the Royal Victoria Infirmary, 
Newcastle-upon-T yne) 

The recent report of the B.M.A. Medical Curriculum Com- 
mittee (The Training of a Doctor, 1948 ; Butterworth, London) 
has raised many controversial points which will be disturbing 
to some and welcome to others engaged in the teaching of 
medicine. It may be of interest at this time to study methods 
of teaching in other countries, and it is proposed, therefore, 
to comment on teaching in America, confining myself to one 
subject only, pathology. I recently spent a year in the pathology 
department of a well-known American teaching hospital, and 
during this time was able to visit and study methods at five 
other widely separated teaching institutions, two of them State 
university medical schools.* 

At the outset it must be mentioned that in the U.S.A. medical 
students (excluding ex-Service men) are, on the average, three 
years older than their British counterparts. Most American 
students have taken a degree in arts or science (often including 
physics, chemistry, and biology) before entering medical school, 
which they do at the age of 21 or over. Probably as a conse- 
quence of being older and having had a university education, 
American students are more mature in outlook and have a 
more lively sense of the value of their studies in pathology 
and its application to medicine than English students. There 
was no evidence of previous cramming, and the scientific 
knowledge garnered in preceding years was often applied to 
the problems of pathology with an eagerness which led students 
into research projects as undergraduates. 

Whether or not it is desirable to insist on a university degree 
as a necessary qualification before taking up a medical training 
is debatable. Although this is generally done in America, 
it is interesting to record the fact that wherever I went I found 
that the English medical student (and doctor) had a high 
reputation for general culture. The batch of undergraduates 
who were trained in the U.S.A. during the war enhanced the 
reputation of British students immeasurably. Further, one 
eminent pathologist and teacher told me that the English 
iystem of going straight from school to medical training was 
he best, as it enabled the student to get rid of his factual 
training quickly and then settle down to doing real useful 
thinking and worth-while work (e.g., research, postgraduate 
specialization) before the age of 30. 

After entrance the general medical course consists of four 
years’ graded instruction, at the end of which an examination 
for the M.D. degree is taken ; then follows a year’s intern- 
ship. The four-years course is carefully integrated as a whole, 
and generally consists of : first year, anatomy and physiology ; 
second year, pathology and associated subjects ; third and 
fourth years, clinical subjects. During the preclinical and very 
often during the clinical period of training, instruction is 
carried on throughout the academic year of about eight months 
with very little break for vacation. Often the long vacation 
is filled in taking an extra elective course — e.g., obstetrics, 
pathology, or a research problem — but it also may be occupied 
in doing a job (“working one’s- way through college”) or a 
military commitment. 

Undergraduate Training in Pathology 

Pathology is generally taught in the second year, and, 
though on paper it may be considered a preclinical subject, it 
is in practice never taught without the association of a hospital 
background, and the correlation between, lesions and func- 
tional alterations is constantly stressed. Although the main 
course is in the second year, in many schools there is often 
systematic training also in the third year, and in all cases 
pathology is kept constantly in the students’ minds during their 
clinical training by clinico-pathological conferences, pathology 

*1 held a Rockefeller Fellowship at the Johns Hopkins Hospital, 
1947-S, and visited the Universities of Chicago, Cornell, Harvard, 
Man land, and Illinois. 


staff conferences, special gynaecological pathology, sr: 
pathology, and “ grand rounds.” 

Bacteriology, chemical pathology, haematology, and etc 
biology (serology) arc taught as separate subjects in ten 
departments and not, as a rule, with pathology. 7fc re- 
course in pathology may extend throughout the whole aefc 
second year or may, as in some schools, he comptesstir. 
two terms. 

In nearly all schools visited a systematic course of to 
was given. In one or two schools the lectures departed la- 
the usual scheme and dealt only with recent theoretical, 
research aspects not yet appearing in the textbooks or asp: 
not generally emphasized by the textbooks e.g., co-" 
vascular diseases, deficiency diseases, etc. 

One eminent authority told me that systematic lectures m 
a waste of time and that their only use was to give practe- 
the junior members of the staff in preparing their $u 
and in lecturing before an audience. 

Besides lectures there were classes in morbid anatom) r. 
histopalhology. In conducting these a feature weft •- 
quite common was the effort to bring togetner teac -• 
student in close personal relationship. The ‘•lasses • 
divided into small groups, comprising not more than a '••• 
students, and a large number of instructors ensured a 
to the requirements of the individual student. ^ 

Specimens representing each disease or group ® Jj**’ 
were concentrated in separate rooms, where for 
weeks they were studied by a group of students 10 
their instructors. In some cases the instructors re ^ 

their particular group of students throughout fit '- 

year, circulating through the different rooms with ’ s 
others, specialists in the branch of pathology c . c ,. 

the specimens in the particular room dealt wj 
of students as they came through. . , 

The first method is much more personal— more^ .... 

the “ supervision ” or “ tutor system ” that pt y, 

older universities. It leads to a more ,nt, ma e a:.' 

which helps to iron out the difficulties of tiie ^ & 

in practice particular groups put on a demonstration ^ ^ 
cussion with their tutors which lasts into the 3 , p t : 

evening—often to finish up in the local 
advantage of the second method is that specia , 

directly into contact with the student : n Lj- h 
taught by neuropathologists, gynaecological P™' ^ J( . 
gynaecologists with an interest in the path S 

s0 - nosies f D ' r - 

The specimens in the rooms \vere_ from Tin-' 

back many years, preserved in large jars or collects! 

in one room cases representing tuberculosis 
in another^ cardiovascular diseases, in a t J?ce an d « {f! 


diseases, and so on. The specimens were . 
handled both by demonstrators and by stuaems. ^ 
Mounted specimens were also used in 1 “ a 
demonstration purposes. Some institutions . e( j 

of mounted specimens for teaching purposes, Cousins 0 
impression that, generally, museums were ^aching- 

historical specimens and oddities rather tn r efer«» c! 

There was always an efficient filing system, so jcWis! 
could be made to the history and the microscop ^ meld 
to the cases in the gross-specimen room ( s ;. nt t0 present a 
exercise within the groups was for one s s spec® 

series of cases compiled from the files to \ 
feature of pathology. sacrOrt^ 1 

Microscope slides and protocol files were ^ 0 f slid®* 

I asked once if there was no concern ove t0 [ ia vs 

in this sort of system. I was told it was an d so f 

slides used and lost rather than never us . es co j)sfdc n - 
as I could see there were comparatively * 
the amount of use the collections were S' • t.jjippailvri 0 ^ 
Concurrent with the study of gross sP«»^ et ! s ’ _ art icu1aM®°f 
relating to the group of diseases studied m { j, 6 stall 1 

was carried out. Nearly always a m® petw®en P os 
present, and the procedure was to alte 
specimen rooms and microscopy rooms. ,<>pre$en ta ! 11 , 

As a rule the student was given 200 to W* logical 
slides portraying- pathological process , 
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Herns were stressed rather than detailed cytology. As a 
nsequence of this the micro-projector could be used, and 
is used extensively (in the U.S.A. the micro-projector always 
ems to be efficient) ; this 1 found was a distinct advantage 
indicating to the students the exact lesion under discussion, 
ae micro-projector could be emplojed in this country much 
ore extensively, not only by students but also for the purposes 
' illustrating lesions at clinical meetings. 

Often the groups or the class as a whole had weekly recita- 
ans or “quiz” exercises similar to our “rags” or “bottle 
irties.” They were a popular feature, and the students found 
lem very instructive. 

In all schools attendances at necropsies were given high 
nportance. In schools using the group system of teaching, 
ie group attended the necropsies ’performed by the group 
lember of the staff. Embalming of bodies is often carried 
ut in the United States, and as a consequence hospitals 
enerally have a 24-hour necropsy service in order to accommo- 
ate the undertakers. It is not unusual, therefore, to see a 
roup of students attending a necropsy into the small hours of 
ie night with their staff member. 

Generally the students assist the pathologist (doing the 
dirty work,” such as the opening of the gut), but in some 
ospitals students may carry out complete necropsies under 
upervision. In several schools it was the practice for a team 
f four to take over a case, and later one would present the 
istory, another would demonstrate gross specimens, another 
he histology, and a fourth would give the final commentary. 
Tie whole team was often responsible for the histology blocks 
leing embedded, cut, and stained. 

Often the necropsies of one day were presented next day 
ir on specified days during the week, when the whole class or 
mailer groups attended. In general, specimens are preserved 
n formalin, although the use of the deep-freeze for gross 
pecimens is on the increase ; this method has the advantage 
if preserving the natural appearances when thawed. 

One university makes extensive use of colour photography 
if gross specimens and has collected a very complete library 
if lanfem slides, so that any disease can be quickly illustrated 
in the screen. Excellent though this may be, it has the very 
abvious danger of being so easy to use that it may exclude 
:he seeing and handling of the actual diseased organs, which, 
to my mind, is so important in the teaching of pathology. 

In passing it might be noted that, although many necropsy 
theatres have special galleries for students to watch the per- 
formance of a necropsy, I never saw one in use. 

During all this time it is possible for a student, or several 
students together, to carry out a research problem, and many 
do so. This may consist of a compilation of post-mortem 
reports and material or pure experimental work on animals. 
I remember well at one institution, when Trueta's book on 
the renal circulation became so much talked about, two students 
approaching the professor of urology and asking if they could 
repeat some aspects of Trueta’s work. They were told, "There 
is the lab. ; get on with it.” I asked if these students would 
get anywhere with the problem, and was told, “Probably not, 
but they will learn something and think for themselves. That 
is why they are here.” This typifies the attitude of the whole 
medical staff of these teaching institutions, and it is an attitude 
which is not confined only to the pathology department. 

In most of these institutions much more stress is put on 
experimental work than in England. More and more it may 
be said that the pathology taught in the States is functional 
pathology rather than just the study of “ dead issues — 
although morbid anatomy as taught by the German and 
Scottish schools is not neglected. To this end functional 
alterations are emphasized as much as the lesions for which 
they arc the cause or with which they may be associated. 
As an example of this method of teaching, one institution 
names the practical part of its course “pathological anatomy 
and physiology,” and states that the course is “meant to 
present systematically the anatomical, chemical, and functional 
changes which occur in the commoner human diseases.” As 
a result the medical student is much more experimentally and 
research minded than his British counterpart. 


Perhaps an extreme example of this has been reached at. 
one institution where for one term groups of students are 
given experimental problems on animals — e.g., vascular occlu- 
sions, diet experiments, and so on — for the study of various 
cause-and-effect processes in pathology. This method of 
teaching functional pathology* is as yet in its experimental stage, 
and its results are still sub judice. Opportunity for research 
is arranged for by the fact that courses are so planned that 
students are left with a third to a quarter of their course 
as free time. 

One interesting aspect of the medical training is the elective 
course, in which a student voluntarily chooses to do pathology 
or some other subject If he takes pathology he functions 
as a junior member of the staff (even though he be only a 
second-year student), performs necropsies (under supervision), 
and presents his completed case with the histology to the chief 
of the department. I was most impressed with this aspect, 
for I heard second-year students present their cases with the 
aplomb of many an experienced pathologist 

Throughout the clinical years the pathology department 
constantly influences the student in training. At least once 
a week, and often many times more, the student will view 
histological patterns of diseases shown on the screen by the 
micro-projector, see gross specimens, and hear them discussed 
at various hospital conferences. Further, he will attend special 
pathology classes, either compulsory or elective, in surgery, 
gynaecology, ophthalmology, dermatology, and neuropathology. 
One good method which is often practised is to bring in the 
clinician at these classes. The clinician reads out the case 
history, shows lantern slides and radiographs of the patient, 
and discusses prognosis ; the pathologist in his turn demon- 
strates the gross specimen (or shows a lantern slide of it) and 
then discusses the histological pattern. This adds interest to 
an otherwise often uninteresting subject. 

It is my impression that throughout his course the American 
student is much more histologically minded than his English 
counterpart. Certainly he does not have to learn a word- 
picture of a histological appearance from Boyd’s textbook 
before his examination. These remarks also apply to the 
postgraduate in subjects other than pathology'. 

Postgraduate Teaching of Pathology 

It is a not uncommon practice in the States for a student, 
after passing his M.D., to do his internship in pathology. 
It should be noted that up to the time of taking his M.D. 
he has had only two academic years of clinical training. To 
those who have gone through the gamut of the longer British 
training this early specialization in pathology after such a 
brief clinical training sounds incredible. I asked the doyen 
of American pathologists whether he thought this system was 
a good one; he replied, “It is unnecessary for embryo 
pathologists to waste time doing clinical jobs.” 

I formed the opinion that, in American teaching hospitals, 
once a specialist had completed his period of postgraduate 
training he tended to broaden his viewpoint by close associa- 
tion and frequent conferences with other departments. In 
England, on the other band, although we insist on our 
specialists having a much wider background of initial training, 
perhaps they tend to tread the narrow path of their own 
specialty once they are established and the years roll on. 

In my experience the training of pathologists was excellent. 
In the first place, juniors (or “residents”) were accepted by 
the .senior members of the staff as equals, although it was 
obvious that at first the senior members were talking right 
over their heads. This stimulus to, shall we say. self-respect 
and higher thinking paid dividends, and the progress of the 
trainee pathologists was phenomenal. Furthermore, the junior 
was straightway given a responsible job. For example, he 
would be sent to the surgical pathology department, for which 
he would be responsible for three months. His work was of 
course checked by a senior member of the department every- 
day, but he was primarily responsible for the gross and micro- 
scopical descriptions of the specimens, and also did all the 
emergency frozen-section reports. A junior resident thus 
worked very hard,, and .during his tour of duty had almost 
a twenty-four hours day. 
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In the training of the pathologist necropsy work was all- 
important. The junior performed necropsies at first under 
supervision. A week after the necropsy he would present his 
report together with the gross specimens to a senior member 
of the staff, who in turn would dictate a further commentary. 
Some time later the junior would present the microscopical 
sections to this senior member of th'e staff ; and, in passing, 
it may be noted that all special stains were done by the trainee 
pathologist himself. The senior member would write a final 
commentary or, if it was of particular interest, would put 
the case up for presentation at the weekly staff conference 
before the head of the department. At this conference the 
junior would present the case to the chief, who would write 
his final commentary. By this method of checking first at the 
gross-specimen stage, then at the microscopy stage, the facts 
were well inculcated ; and when the chief discussed these facts 
and added his own observations emphasizing the importance 
of the pathological processes involved the case finally was 
nicely orientated within the resident’s mind. 

In addition to weekly conferences on necropsies there were 
intra- and inter-departmental conferences in which the junior 
members took part. One such conference was that of surgical 
pathology, at which the interesting histopathology of the pre- 
ceding week was brought to the notice of the whole department. 
An excellent feature of this conference was the description 
of the patient given by a resident whose duty it was regularly 
to attend the tumour clinic where he had seen the patient. 
This resident at some other time would present the histo- 
pathology to the surgical staff of the tumour clinic. 

The resident staff were also involved in the preparation 
and presentation of regular conferences held in conjunction 
with the paediatric and the obstetrical departments, at which 
infant and foetal deaths were reviewed respectively. 

At one institution the pathology department would give a 
review of a particular disease or pathological process as it 
presented itself after examination of the hospital records. At 
the conference clinicians and pathologists would present their 
respective observations and conclusions (and these were often 
original) and a discussion would ensue. As the resident staff 
were often responsible for doing the “ spade work ” for such 
• conferences they gained valuable experience in bringing 
together several aspects of pathology. 

Within the pathology department one found, besides the 
trainee pathologists, trainee specialists from other departments, 
such as medicine, surgery, and radiology, who were there 
for instruction for one year. This added a leavening of 
Un‘ 1 personnel which was very healthy and made liaison 
ith other departments easier. At one institution the 
iadiologists under training were utilized at all conferences to 
collect and interpret the radiographs, and I would strongly 
recommend this procedure. 

Comments 

The method of dividing pathology classes into small groups 
which, together with their tutors, circulate through special 
study rooms in which are concentrated specimens representing 
various diseases is recommended. 

Pathology in America is taught with much more of a 
functional application than it is in this country. The 
importance of experimental pathology is stressed — in some 
cases perhaps too much, as students may occasionally think 
in terms of airy experimental theories rather than of the 
solid facts of morbid anatomy. 

The micro-projector should be used much more in England, 
and, although one cannot teach detailed cytology by such 
methods, histological patterns of disease can be illustrated and 
be constantly put before the student of pathology as well as 
before clinical and postgraduate students. Pathology need not 
therefore be a watertight subject that too often is forgotten as 
soon as the pathology examination is past. 

The American method of early specialization in pathology 
is open to criticism on the ground that students have had 
too brief a contact with the living patient (i.e., sometimes 
only two academic clinical years). In England the pathologist 
has had at least three full years’ clinical experience before 
graduation, followed, very often, by a year or so of house jobs 


The graded checking of the work of the' trainee pathologis! 
in the States is excellent, as is the early assumption of respond 
bility. The constant use of clinico-pathological conference 
brings all aspects of medicine and surgery to the pathologist’! 
notice, thus broadening his vision. 


NEW POISONS RULES 

AMENDMENTS CONSOLIDATED 

The Poisons Rules, 1949* which were laid before Parliaraec! 
on March 25, came into operation on April 11. This revisioi 
of the Poisons Rules (Statutory Instruments, 1949, No. 539; 
replaces the Poisons Rules of 1935 made under Section 23 cl 
the Pharmacy and Poisons Act, 1933, and all the amendments 
to those rules which have been issued from time to time. 

The Fourth Schedule again lists those substances required 
to be sold by retail “ only upon a prescription given by a 
duly qualified medical practitioner, registered dentist, registercc 
veterinary surgeon, or registered veterinary practitioner.” Sucl. 
substances will continue to be governed by the rule which lays 
down that a prescription shall : 

(n) be in writing and be signed by the person giving it with hi; 
usual signature and be dated by him; 

(6) except in the case of a health prescription, specify the address 
of the person giving it; , 

(c) specify the name and address of the person for whose treat- 
ment it is given or, if the prescription is given by a veterinary 
surgeon or practitioner, of the person to whom the medicine is to- 
be delivered ; 

(ri) have written thereon, if given by a dentist, the words “Pc; 
dental treatment only ” or, if given by a veterinary surgeon o; 
practitioner, the words “ For animal treatment only ” ; 

(<?) indicate the total amount of the medicine to be supplied aid, 
except in the case of a preparation which is to be used for extend! 
treatment only, the dose to be taken.' 

.In an emergency an authorized seller of poisons may supply 
a doctor without a written order, say in response to a telephon: 
request, if the practitioner gives an undertaking that such M 
order will be furnished within the next twenty-four hours. 

The poisons listed in the Fourth Schedule are as follows: ~ 

Allylisopropylacctylurea 

Amidopyrine; its salts 

Barbituric acid ; its salts ; derivatives of barbituric acid ; the:: 
salts; compounds of barbituric acid, its salts, its derivatives, then 
salts, with any other substance 

Dinitrocresols except agricultural or horticultural insecticides o; 
fungicides ; dinitronaphthols ; dinitrophenois ; dinitrothymols 

6-morpholino-4 : 4-diphenylheptane-3-one ; its salts 

Para-aminobenzenesulphonamide ; its salts ; derivatives of para- 
aminobenzenesulphonamide having any of the hydrogen atoms of 
para-amino group or of the sulphonamide group substituted o; 
another radical ; their salts, except when contained in ointments ana 
surgical dressings 

Phenylcinchoninic acid ; salicyl-cinchoninic acid ; their salts ; their 
esters 

Sulphonal; alkyl sulphonals 

Tridione (3:5: 5-trimethyloxazolidine-2 : 4-dione) 

Most of these substances are better known' to practitioner; 
under trade or other names. 

A prescription which comes under the Fourth Schedule mud 
not be dispensed more than once unless the prescriber direct; 
that it may be dispensed a stated number of times or at static 
intervals. There must be noted on the prescription the nanu 
and address of the seller and the date on which the prescription 
was dispensed. The prescription must also be retained aru 
kept on the premises for two years so that it is readily nvailaW" 
for inspection. This last provision does not apply to a “heahs 
prescription,” which is defined as a prescription given by - 
doctor or a dentist in accordance with the National Hearn 
Service Act, 1946, or the National Health Service (Scotland 
Act, 1947, or given by a doctor or dentist upon a, form issue, 
by a local authority for use in connexion with the bealu 
services of that authority. _ 

•Poisons: The Poisons Rules, 1949, H.M.S.O., price 9d. 
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AT THE FIRST GASP 




Clinical experience has amply confirmed original 
repons on the value of ‘ Neo-Epinine ’ in the 
■''^7 treatment of bronchial asthma. Equal to adrenaline 

■_y and superior to ephedrine in anti-asthmatic 

activity, it is relatively free from the undesirable 
side-effects of both these drugs. 1 Neo-Epinine ’ is 
administered simply, either sublingually or by 
oral inhalation, thereby avoiding the necessity for 
injection. Issued for sublingual administration as 
compressed products each containing 20 mgm., in 
bottles of 25 and 100 ; and as 1 per cent Spray Solution in 
bottles of 10 c.c. _ 


‘NEO-EPININE ’ 

ISOPROP YLeor ADRENALINE SULPHATE 



BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 




fke*e iwu auU 
wi infant care 
receive medical support 





In the treatment and care of in- 
ftnts in recent years efforts have 
Iren persistent to reduce the 
incidence of skin irritations such 
M impetigo and urine rash. 

Nothing has contributed more 
towards meeting this problem 
than Johnson’s Baby Lotion. 
Wherever it has been used in 
hospitals, clinics and welfare 
centres skin conditions improved. 

Johnson’s Baby Lotion is a 
homogenized emulsion of spec- 
ially compounded mineral oD- 
tnd-weter with lanolin. It is 
t ntiscptic and forms a protective 
tUtconrutuenu film that allows 


the normal function of the skin. 
Together with Johnson’s Baby 
Powder, here are two indis- 
pensable aids in baby care, not 
only while under your personal 
supervision but when mothers 
care for their babies at home. 

If you are not yet personally 
familiar with Johnson’s Baby- 
Lotion we will gladly send you 
samples. 

BABY LOTION 

Tor nappie-change to avoid 
irritations . 

BABYPOmiR 

For after babies' baths. 





HtVCH (GT. BRITAIN) LTD. SLOUGH A GARGAAVE 


iu^jrUdJ^Jiuiu;uiu.UrU;u.UrU-u^j4j;u:u;L.i 


MTJLTIS 

TERRIBILIS 

C A VETO MULTOS 

(A USONIUS) 


Those that are a cause of fear to 
many should themsehes avoid 
crowds. In Rome, do as the 
Ramans do. But id modem 
times crowds are as difficult to 
avoid as the virus of the common 
cold. * Endrine ’ nasal compound 
provides a simple method of 
treating coryz 3 and catarrh. It 
contains ephedrine which shrinks 
the engorged mucosa, whilst the 
oily base brings sooihing relief 
to the inflamed membranes. Free 
breathing becomes possible and 
droplet infection is prevented. 



L 


ENDRINE 

Kasai Compound 

Formula: cphedTS* 

O.T5*J«‘tr; menthol 
0.5% campho* 

0~5 c o *cfrc; etjealvptol 
05% tr'te; el -lira 
nemi 0 .35% tr/ie ; £*bt 
Kq- paraSn qj to 100 


JOHN WYETH & BROTHER LIMITED 
Clifton House, Euston Road, London, NWV.l 
BEPLEX - ALUDROX - PETROLAGAR - PLASTULES 

nfnri^:nin:n'rf:n;A:n.’nhn’n |y/^/^[ nviff 
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‘TRILENE’ 

A SAFE AND VALUABLE ANAESTHETIC 

'Trilene’ is now universally accepted as a safe and valuable anaesthetic for most 
operations. It can be used for induction or maintenance, or for maintenance with 
curare*. Notable advantages are the small quantities needed, the rapidity of recovery 
and the absence of vomiting and other unpleasant after-effects. 

Trilene’ has also been used with great success to produce safe and reliable analgesia. 
* An abstract of a report on these uses in o ret 40,000 cases Is available. 

Containers of igo c,c,, goo c,c, 

Crushable ampoules of 1 c,c., boxes of g. 

Ampoules of 6 c.c. In containers of 1, g and 2 g, 

Literature and further information will be supplied on request from your nearest I.C.Ii 
office : London, Bristol, Manchester, Glasgow, Edinburgh, Belfast and Birmingham. 

IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 

A subsidiary company of Imperial Chemical Industries Ltd. 
MANCHESTER 


Ph.347 



Aspriodine is acetyliodosalicylic acid — 
a chemical compound containing the 
equivalent of 41*5% iodine. 

Administered orally, in tablet form, 
Aspriodine is rapidly assimilated and 
well tolerated. 





TREATMENT 
SEQJUENTEY PRODUCES 
EMARKABLE IMPROVEMENT 



in Rheumatic 
£ Affections 



DOSE: One or 
more tablets daily 

Literature and Samples 
on request 

SAVORY & 
MOORE LTD. 

WELBECK 1 STREET. 
LONDON. W.1 

Telephone : WELbeck 5555 
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Special Hospital Provisions 

Medicines containing poisons which are supplied to patients 
in hospitals or in out-patient departments are subject to much_ 
the same rules. Where substances included in the First 
Schedule to the Rules are supplied a record must be kept 
for two years of the name and quantity of the poison supplied, 
the date on which it was supplied, the name and address of 
the patient, and the name of the person who supplied the 
poison or who gave the prescription for it. Again this rule 
does not apply to prescriptions given by doctors or dentists 
under the N.H.S. Acts. The containers of such medicines must 
be labelled with a designation or address sufficient to identify 
the hospital, or dispensary, or health centre issuing it 

Medicines containing poisons shall be supplied only for 
use in wards, operating theatres, or other departments on a 
written order signed by a doctor, or dentist, or “by a sister 
or nurse in charge of a ward, theatre, or other section of the ■ 
institution.” Again the container of the medicine must be 
labelled with words describing its contents and in the case 
of substances included in the First Schedule with a distinguish- 
ing mark indicating that it must be stored in a cupboard 
reserved solely for the storage of poisons. 

Where poisons are stored on shelves in a dispensary or 
pharmaceutical department the container of the poison “must 
be rendered distinguishable by touch from the containers of 
articles other than poisons stored on the same premises. ” Aii 
places in which poisons are stored must be inspected at regular 
intervals, not exceeding three months, by a pharmacist or some 
other person appointed by the governing body or person in 
control of the institution. 

First Schedule 

Substances included in the Poisons List to which special 
restrictions apply are as follows : 

Alkaloids, the following; their salts, simple or complex: 
Acetyldibydrocodeinone 

v Aconite, alkaloids of, except substances containing less than 0.2 per 
cent of the alkaloids of aconite 

Apomorphine except substances containing less than 0.2% of 
apomorphine 

Atropine except substances containing less than 0.15% of atropine 
Belladonna, alkaloids of, except substances containing less than 
0.15% of the alkaloids of belladonna calculated as hyoscyamine 
Benzoylmorpbine 
Benzylmorphine 

Brucine except substances containing less than 0.2 % of brucine 
Calabar bean, alkaloids of 

Coca, alkaloids of, except substances containing less than 0,1% 
of the alkaloids of coca 

Cocaine except substances containing less than 0.1% of cocaine 
Codeine except substances containing less than 13% of codeine 
Colchicine except substances containing less than 03% of colchicine 
Coniine except substances .containing less than 0.1% of coniine ^ 
Cotarnine except substances containing less than 0.2% of cotamine 
Curare, alkaloids of; curare bases 
Dia cetylm o rphin e 
Dihydrocodeinone ' 

Dihydrodesoxynforphine ! 

- Dihydrohydroxycodeinone 
D ihydromorph j n e 
Dihydromorphjnone 

Ecgonine except substances containing less than 0.1% of eegonine 
Emetine except substances containing less than 1% of emetine 
Ergot, alkaloids of 

Ethylmorphine except substances containing less than 0.2% of 
cthylmorphine 

Gelsemium, alkaloids of, except substances containing less than 
0.1% of the alkaloids of gelsemium 
Horaatropinc except substances containing less than 0.15% of 
homatropine 

Hyoscinc except subsinnecs containing less than 0.15% of hyoscine 
Hyoscyamine except substances containing less than 0.15% of 
hyoscyamine 

Jaborandi, alkaloids of, except substances containing less than 03% 
of the alkaloids of jaborandi 

Lobelia, alkaloids of, except substances containing less than 03% 
of the alkaloids of Idbelia 

Morphine except substances containing less than 0.2% of morphine 
calculated ns anhvdrcus morphine 
Nicotine 

Fapavcrinc except substances containing less than 1% of papaverine 


Pomegranate, alkaloids of, except substances containing less than 
0-5% of the alkaloids of pomegranate 
Quebracho, alkaloids of 

Sabadilla, alkaloids of, except substances containing less than 1% 
of the alkaloids of sabadilla 

Solanaceous alkaloids, not otherwise included in this Schedule, 
except substances containing less than 0.15 % of solanaceous alkaloids 
calculated as hyoscyamine 

Stavesacre, alkaloids of, except substances containing less than 0,2% 
of the alkaloids of stavesacre. 

Strychnine except substances containing less than 0.2% of 
strychnine 

Thebaine except substances containing less than 1% of thebaine 
Veratmm, alkaloids of, except substances containing less than 1% 
of the alkaloids of veratrum 
Yohimba, alkaloids of 
Allylisopropyla cetylurea 

Amidone (d/-2-dimethyIamino-4 : 4-diphenyl-heptane-5-one) ; its 
salts 

Amidopyrine ; its salts 

Amino-alcohols, esterified with benzoic acid, pheny /acetic add, 
phenylpropionic add, cinnamic add or the derivatives of these adds, 
except in substances containing less than 10% of esterified amino- 
alcohols 

Antimonial poisons except substances containing less than the 
equivalent of 1% of antimony trioxide 
Arsenical poisons except substances containing less than the equiva- 
lent of 0.01% of arsenic tri oxide and except dentifrices containing 
l^ss than 03% of acetarsol 

Barbituric arid ; its salts; derivatives of barbituric acid ; their salts; 
compounds of barbituric add, its salts, its derivatives, their salts, with 
any other substance 
Barium, salts of 

Beta-aminopropylbenzene ; its salts, its N-alkyi derivatives; their 
szlts ; beta amino isopropylbenzene ; its salts; its N-alky] derivatives; 
their salts 

Cannabis; the resins of cannabis; extracts of cannabis; tinctures 
of cannabis ; .cannabin tannate 

Cantftaridin except substances containing less than 0.01% of 
cantharidin 

• Cantharidates except substances containing less than the equivalent 
of 0.01% of cantharidine 
Carbachol 

Digitalis, glycosides and other active prindples of, except sub- 
stances containing less than one unit of activity (as defined in the 
British Pharmacopoeia ) in two grammes of the substance 
Dinitrocresols except agricultural and horticultural insectiddes or 
fungicides; dinitronaphthols ; dinitro phenols ; dinitrathymols 
Ergot ; extracts of ergot ; tinctures of ergot 
Guanidines, the following; polymethylene diguanidines, dipara- 
anisyl-phenetyl guanidine 

Hydrocyanic add except substances containing less than 0.15%, 
Weight in weight, of hydrocyanic add (HCN) ; cyanides except sub- 
stances containing less than the equivalent of 0.1%, weight in weight, 
of hydrocyanic arid (HCN); double cyanides of mercury and zinc 
Lead, compounds of, with adds from fixed oils 
Mercuric chloride except substances containing less than 1% of 
thercuric chloride; mercuric iodide except substances containing 
less than 2% of mercuric iodide; nitrates of mercury' except sub- 
stances containing Jess than the equivalent of 3%, weight in weight,- 
of mercury (Hg); potassio-mercuric iodides except substances con- 
taining less than the equivalent of 1% of mercuric iodide; organic 
compounds of mercury- except substances containing less than the 
equivalent of 0.2%, weight in weight, of mercury' (Hg) 
Metanrtrdphenol ; orthonitrophenol ; paranitrophenoi 
Metopon (m ethyl dihydrom o rphinon e) ; its salts * 

6-morpho!ino-4 : 4-diphenylheptane-3-one; its salts 
Nux vomica except 'substances containing less than 0.2% of 
strychnine 

Opium except substances containing less than 0.2% of morphine 
calculated as anhydrous morphine 
Ouabain 

Oxydnchoninic add, derivatives of; their salts; their esters 
Para-aminobenzenesulphonamide; its salts; derivatives of para- 
Sminobenzenesulphonaraide having any of the hydrogen atoms of the 
bara-amino group or of the suiphonamide group substituted by 
Another radical; their salts 
Pethidine; its salts 
PhenetldylphenacePn 

Phenylrinchoninic add; salicylrinchoninic add; their salts; their 
enters 

Phenylethylhydantoin : its salts; its acyl derivatives: their salts 
Piero toxin 
Sarin, oil of 

Sodium, raonofiuoraeetare 

Strophanthus, glycosides of - 

Sulphona! ; alkyl sulphonals 
Thallium; salts of 
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Tribromethyl alcohol 

Tridione (3:5: 5-trimethyloxazolidinc-2 : 4-dione) 

Zinc phosphide 

In the Third Schedule of the Poisons Rules there are listed 
articles exempted from the provisions of the Pharmacy and 
Poisons Act and of the Rules. These include, for example, 
extracts and tinctures of ipecacuanha and substances containing 
less than 0.05% of emetine ; substances containing less than 
10% of chloroform ; and ointments containing less than 3%, 
weight for weight, of mercury. 

The other schedules follow the pattern laid down in the 
twelve schedules of the 1935 Poisons Rules. An additional 
four schedules are concerned with such things as the purchase 
of strychnine for killing seals and the colouring of some 
compounds of arsenic-. 


MISSIONARY ENDEAVOUR 

C.M.S. Celebrations 

The Church Missionary Society celebrated on April 12 its 
150th anniversary. It was founded in an Aldersgate Street 
tavern in 1799 by a group of 16 clergy and 9 laymen with 
whom William Wilberforce and Zachary Macaulay were 
associated, though they were not present at that first meeting. 
The first interest of the Society was in Africa, and a few years 
later it entered India and Ceylon. Work in China was under- 
taken in the ’forties of the last century, and in Japan and Persia 
some thirty years later. The Society is now responsible for 
more than half the missionary force of the Church of England 
and for about a quarter of the total missionary work of British 
societies. It has nearly one thousand missionaries on its 
register, about two-thirds of whom are women. 

The first medical missions under the Society’s auspices were 
not inaugurated until 1865. Doctors had been sent abroad by' 
the Society from 1S40 onwards, but not as missionaries; their 
work was to care only for the health of the missionaries 
proper. The first C.M.S. medical mission was started in the 
native state of Kashmir. The next was at Hangchow in 1871. 
In the ten years from 1880 to 1890, hospitals were opened in 
Persia, Palestine, India, and Egypt. A C.M.S. hospital was 
established in 1897 at Mengo in Uganda Protectorate. A full 
account of the work done there under the direction of 
T Albert Cook appeared in these columns on the occasion 
the Mengo Hospitals Jubilee (Aug. 30, 1947, p. 342). The 
I.S., which is responsible for half the medical work of 
nglican missions, now has 51 hospitals and 149 dispensaries. 
More than five million treatments are given each year, and in 
every hour of the day more than 500 patients receive some 
form of treatment through C.M.S. hospitals, out-stations, 
welfare centres, and clinics. 

The burden of rising costs affects missionary’ societies as 
much as other institutions. It is not only at home that money 
values have altered. In China it now costs as much to put 
in the windows of a rebuilt hospital as it cost to build the 
entire hospital before the war. In East Africa nurses’, uniforms 
cost twice as much as they did, and the cost of medicines 
has gone up sixfold. In India the maintenance cost of a 
hospital bed has trebled. 

The number of European-trained nurses working for the 
Society is 3 05. It was mentioned at a Press conference at the 
Society's headquarters in Salisbury Square that about 80% of 
the nurses at work in India are Christians. Many' of them 
have been trained at C.M.S. hospitals. The Indian-trained 
nurse is almost always the product of Christian example and 
missionary organization. As for medical men and women, 
stress was laid at the conference on the fact that for missionary 
work, especially in certain regions and certain types of sendee, 
such as that among lepers, a sense of vocation is needed. Some 
sense of vocation is called for. of course, in all medical work, 
bm it is especially important in Christian missions, among 
people alien in thought and custom and in a strange envirom 
mcni. In many lands the Church Missionary Society has led 
the way to Stale action in organizing medical services. Now 
that Government-provided medical services are increasingly 
widespread in Africa and the East, the aim of the Society’s 


medical missions is changing to the extent that instead of pro- 
viding centres which specialize in a particular type of medical 
work it aims at a general healing ministry, integrated with the 
Society's main evangelical and educational programme. The 
need for medical services in the lands which the Society 
occupies remains, of course, overwhelming. In India there is 
one doctor for every 10,000 people. China, with ten times 
as many people as there are in the British Isles, has fewer 
doctors than there are in London. 


AMERICAN REVIEW OF SOVIET MEDICINE 

The October, 1948, issue of the American Review oj Soviet 
Medicine, recently received, contains the announcement that 
the publication is to be suspended indefinitely. The Review 
first appeared in October, 1943, sponsored by the American- 
Soviet Medical Society, under the presidency of the late TV. B. 
Cannon. It was designed to publish translations of importan! 
papers from Russian medical literature, survey articles of 
various aspects of Russian medicine by American experts, news 
of current medical events in the U.S.S.R., reviews of Soviet 
medical books, etc. Edited throughout its existence by Dr. 
Henry E. Sigerist, the Review made possible a wide exchange 
of medical information between the Soviet Union and the 
English-speaking countries, while the American-Soviet Medical 
Society was able to build up an extensive library of Russian 
literature. In a valedictory editorial Dr. Sigerist writes : 
“ Much to our regret we are unable to [continue publication] 
for reasons which are so obvious that we need not elaborate 
on them.” As the difficulty in obtaining medical literature 
from the U.S.S.R. has not appreciably increased since 1943, 
other factors must be responsible for the decision to discon- 
tinue the Review. The American-Soviet Medical Society is to 
continue in being, and will ' keep its members informed of 
medical developments in the U.S.S.R. by issuing mimeographed 
reports whenever there is an opportunity. 


TRAVELLING FELLOWSHIPS IN MEDICINE 

The Medical Research Council invites applications for the 
following Travelling Fellowships for the academic year 
1949-50. 

Rockefeller Medical Fellowships , 

These fellowships are provided from a fund with which the Council 
has been entrusted by the Rockefeller Foundation of New York. 
They are intended for graduates resident in this country who have 
had some training in research work in clinical medicine or surgery, 
or in some other branch of medical science , and who are likely to 
profit by a period of work at a centre in the United States or else- 
where abroad before taking up positions for higher teaching or 
research in the United Kingdom. The stipend will ordinarily be at 
the .rate of £650 per annum for a single Fellow, and of £900 per 
annum for a married Fellow. Travelling expenses and some other 
allowances will be paid in addition. 

Dorothy Temple Cross Research Fellowships in Tubcrcuiosis ' 
These fellowships arc awarded by the Council from a special 
endowment of which it is the trustee. The object of the fellowships, 
as defined in the trust deed, is to give special opportunities for study 
or research to suitably qualified British subjects of either sex “ intend- 
ing to devote themselves to the advancement by teaching or research 
of curative or preventive treatment of tuberculosis in all or any ot 
its forms." The fellowships will, as a rule, be awarded to candidates 
who wish to make their studies or inquiries elsewhere than in the 
United Kingdom. They will ordinarily be awarded for one 
academic year. The fellowships provide for the payment of 
stipend, together with an allowance for travelling and incidental 
expenses. The stipend will ordinarily be at the rate of £650 per 
annum for a singte Fellow, and of £900 per annum for a married 
Fellow. 

Compleied applications for fellowships of cither type 11,1151 
be lodged with the Council by June 1. Further particulars 
and forms of application are obtainable from the Secretary, 
Medical Research Council, 38, Old Queen Street, Westminster, 
London. SAV.l. 
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Reports of Societies 2 Corresp ondence 


REORIENTATIONS IN NEUROLOGY 
At a meeting of the Manchester Medical Society on Feb. 2 
Sir Charles Symonds delivered an address on this subject. 

He said that the most fascinating and elusive problem of 
neurology was that of the selective lesion. This or that struc- 
ture was picked out again and again by different diseases so 
that, for example, examination of the pupils alone might 
warrant the diagnosis of neurosjphilis. Of the reasons for this 
hardly anything was known, but it might depend partly upon 
the effect of toxins, or upon deficiencies in specific biochemical 
functions. Myasthenia gravis was the best-known example of 
a biochemical lesion ; familial periodic paralysis and porphyria 
were less well understood, but of interest because of the genetic 
factor. Some of the obscure paralyses, such as that described 
by Landry, might be caused similarly. The paralysis of botu- 
lism and the spasm of tetanus were now known to depend upon 
derangement of the acetylcholine-cholinesterase mechanism of 
neuromuscular transmission. There was evidence suggesting 
that this mode of transmission might also exist within the 
central nervous system across synapses, and, if so, certain func- 
tiavaJ. vsrxswjs. <&<xx<Jsxs, wight. ^x<sve. trs he caused hv analogous 
biochemical disturbances. 

Specific patterns of central nervous disease were related to 
equally specific nutritional deficiencies. Subacute combined 
degeneration of the cord was one familiar clinical example, 
and the prison camps in the Far East had provided others. 
Animal experiments had shown correlation between the histo- 
logical pattern of lesions and specific vitamin deficiencies, 
whether due to lack of vitamins or excess of anti-vitamins in 
the diet. Disseminated sclerosis remained a mystery, but the 
experimental production by Weston Hurst of demyelination of 
optic nerves and other structures in the monkey by interfer- 
ence with intracellular oxidation suggested the possibility of 
a biochemical lesion. 

Bodian and Howe had shown that the susceptibility of 
anterior horn cells to the virus of poliomyelitis could be modi- 
fied by an artificially induced resting state following section 
of peripheral nerves. Bodian had further demonstrated that 
the natural immunity of rhesus monkeys to oral infection by 
the virus of poliomyelitis was lost when the animal was 
deprived of pyridoxine. It seemed, therefore, that we might 
have to think in terms of interaction between virus and meta- 
bolic disorder if we were to understand the aetiology of certain 
nervous diseases. i 


CHELSEA CLINICAL SOCIETY 

The sixth meeting of the session was held on March 8 at the 
South Kensington Hotel, with the president, Mr. Nils Eckhoff, 
in the chair. A discussion on prefrontal leucotomy w’as opened 
by Mr. W. McKissock, who himself had operated on over one 
thousand cases, and was continued by Dr. Curran, whose 
experience of investigation and aftercare was equally extensive. 
An interesting discussion ensued in which Drs. Brunton 
Blaikie, Guy Beauchamp, Furber. Buckley Sharp, Skene 
Keith, Watney Roe, Moody, Gorsky, and Mr. Crumbie and 
Mr. Guerrier took part. Members were asked to take note 
of the annual dinner date, which was fixed for Tuesday, May 10. 


At the third meeting of the Administrative and Clerical Staffs 
Whitley Council on Feb. 1 it was agreed that the London “weight- 
ing " for administrative and clerical officers aged 26 years and over 
with salaries of under £760 a year should be £30 a year in all 
sections of the National Health Service. It should now be paid as 
from Feb. 1 to all such officers employed in the Metropolitan Police 
area who have not already received it. Agreement was reached on the 
salaries of senior officers of hospital management committees and 
boards of management. The salaries are based on a new system by 
which a varying number of points are allotted to hospitals and institu- 
tions of different sizes. The salaries for secretaries vary from £640 by 
£25 to £890 to £1,400 by £50 to £1,700, and for deputy secretaries from 
£430 by £15 to £595 to £935 by £30 to £995 by £35 to £1,135. The 
scales are subject to the addition of London weighting, and they 
operate as from Jan. 1. 


Transmission of Sarcoma by Dried Tissue 

Sir, — Professor W. E. Gye (March 26, p. 511) describes a 
inethod of extracting a very powerful carcinogen from three 
zarcomas of mice after a treatment of the tumours by freezing 
gnd desiccation which is thought to exclude the survival of any 
( :ells- All cancer research workers will congratulate him and 
pis associates on this achievement, and those who have worked 
pith the weaker carcinogens, which take effect chiefly in the 
second year, will be impressed by the prospect of results 
obtainable in 2 to 4 weeks after injection. 

The results described show undoubtedly that, if the death 
<jf all cells can he assured, a very active carcinogen has been 
Obtained from mouse sarcomas. Professor Gye concludes that 
this particular carcinogen differs from many others in being 
tilso the cause of the continued growth of tumours. Do the 
experiments, in their present state, necessarily bear this inter- 
pretation? The proof of the identity of these two agents does 
pot seem to me quite clear. 

As one who was concerned, chiefly on the administrative 
side, with the pioneer work of Mayneord, Hieger, Cook, and 
jlevvett on carcinogenic compounds, I am very glad that 
(nefhylcholanthrene has performed the "bumble, and essential, 
part of initiating the growth of one of the tumours used by 
Gye, and I am sure ‘that Professor J. W. Cook, to whom we 
pwe the existence of this compound, would agree. 

The distinction between the initial and the continuing cause 
pf cancer suggests many attractive speculations. For instance, 
pne would like to know what was the first abnormal change 
jn the fowl which produced the Chicken Sarcoma I of Murphy 
pnd Rous. What determines whether a wild cottontail rabbit 
does or does not develop a Shope tumour? Why is sarcoma 
p very rare spontaneous tumour in the mouse, the species in 
which this new agent has been discovered? Why are certain 
compounds carcinogenic or, as one might say, able to liberate 
p virus, while other closely allied compounds have not this 
power? 

One hopes that Professor Gye and his staff will go on to 
test filtrates of these tumours. Dr. L. D. Parsons has recorded 
the production of sarcomas by filtrates of sarcomas of the 
mouse induced, as was one of the three used by Gye, by a 
hydrocarbon (a derivative of 1 : 2 : 5 : 6-dibenzanthracene). Pre- 
liminary statements of her work, which was interrupted, were 
given in the 12th to the 17th Annual Reports of the British 
Empire Cancer Campaign and elsewhere. 1 1 

In the same issue of the British Medical Journal the author 
pf a leading article (p. 531) states, “Suppose ... we can safely 
pecept the conclusion that tumours in general can be propa- 
gated in the absence of viable tumour cells, where does this 
lead? ... It means. that of current theories of the nature of 
pancer some 90% can be quietly relegated to the waste-paper 
basket. . . .” It would be interesting to know what are, say, 
pine of these theories which are demolished by experiments 
upon some sarcomas of the mouse. 

Those of us who have reached “ cancer age," and are hoping 
to avoid cancer altogether, are naturally more interested in the 
initial cause of cancer than in the continuing cause. The 
results described by Professor Gye should assist discrimination 
between these two effects. — I am, etc.. 


Su Bartholomew's Hospital, E. L. KeNNVWAY. 

London, E.C.I. 

RtrotENczs 

t Nature , 193S, 142, 4S0. 

1 J . Pah . Baa .. 1938, 47, 501. 


The Lethal 'Danger of Desoxycorione Overdosage 
Sir. Although I have written fully on this subject in Price’s 
Practice of Medicine, Hutchison’s Index of Treatment, Major 
Endocrine Disorders, etc., I have met with three cases in 
undergraduate and postgraduate centres in the last few months 
gnd feel called upon to make a further note. 

Desoxycortone is used in Addison's disease and Simmonds’s 
disease because it is an easily administered essential hormone 
pf the adrenal cortex, affecting salt and water metabolism but 
pot carbohydrate metabolism. Overdosage results in excessive 
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retention of salt and water and excessive excretion of potassium, 
with resulting low serum potassium values. There may Jbe 
obvious oedema of superficial tissues, with or without hyper- 
tension ; or more insidious pulmonary oedema, going on to 
general anasarca ; or the paralytic effects of low potassium 
concentrations may be presenting features. (I do not include 
the occasional production of more chronic hypertension with- 
out any fluid retention or depression of potassium.) With 
injection treatment, an awareness of the possibility of over- 
dosage permits its avoidance or easy correction by diminishing 
or withdrawing the desoxycortone injections. However, the 
facility of and patients’ preference for subcutaneous implanta- 
tion of tablets has led to the increasing use of this method, 
and here the only really reliable method of counteracting 
overdosage through wrong calculation is by removal of some 
or all of the tablets — a procedure which is not as easy as their 
implantation. Temporary corrective measures are the use of 
diuretics — e.g., mersalyl, urea ; and potassium citrate by mouth 
if the serum potassium is known to be low. 

In December, 1938, I made the first report on' Addison’s 
disease (four cases) treated with implantations of desoxycortone 
acetate.' The dose I chose, rather empirically, was 200 mg. 
for the initial implantation. Although my subsequent arith- 
metical formula was rather higher — one 100 mg. tablet for 
each 1 mg. of desoxycortone injected daily, giving an implanta- 
tion of some 400 mg. for the average case — I am tending 
to return to 200 mg. as an initial implantation. Thorn and 
his colleagues" * suggested the rather high equivalent of 100 mg. 
for each 0.5 mg. of desoxycortone injected daily. The use of 
this high equivalent has undoubtedly led to overdosage by 
the implantation method in other climes, although Thom is 
careful to point out that the maintenance dose after several 
weeks or more is less than the initial maintenance dose. 
•Even so, this equivalent is, I believe, still too highland for 
initial implantation probably twice as high as is prudent over 
a series of cases. 

In a recent case of overdosage two separate implantations 
of 200 mg. each at intervals of seven months were successful, 
whereas a third of 300 mg. led to oedema and depression of 
serum potassium. Some patients, in the case of both Addison’s 
and Simmonds’s disease, are particularly sensitive to desoxy- 
cortone, and this sensitivity may vary. Certainly no patient 
should have an initial implantation of desoxycortone before 
trial period of several weeks with desoxycortone injections, 
uc patients who have their mineral metabolism well 
meed (as judged by chemical estimation) by desoxycortone 
uplantations nevertheless may be liable to chronic hypo- 
glycaemia, with hypoglycaemic exacerbations which may prove 
fatal, and this should be looked for and anticipated. It 
should also be remembered that cortical extract (e.g., 
“ eucortone,’’ “ eschatin ”), although much safer than desoxy- 
cortone from the point of view of excessive salt and water 
retention, can in large doses produce or aggravate it. A further 
point is that if testosterone is implanted as supplementary 
therapy with the desoxycortone the dose of the latter must 
be less, as testosterone has a salt and water retaining effect 
and may tip the scales in the wrong direction. Of course, 
supplementary salt by mouth is another aggravating or 
reinforcing factor when the dose of desoxycortone is on the 
high side. 

The justification for this letter is the not infrequent occur- 
rence of overdosage effects from desoxycortone — grave or even 
lethal — some ten years after initial experience with this valuable 
and highly potent form of therapy. — I am, etc., 

London. W.l S. L. SlMPSON. 
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Statistics and Health Education 
Sir. — You report (Supplement, March 26, p. 160) that the 
Ministry of National Insurance is about to collect some more 
statistics (about illness) and that the public health department 
of the Middlesex County Council has been holding a discussion 
on the strategy of health education (March 26, p. 538). Now 
presumably the objects of both these activities are the same — to 
improve the health of the people — but are either of them using 


the best approach ? The Ministry, according to your leading 
article (p. 533), is asking, “ How often are we ill ? ” (Without 
a single extra page of statistics, do we not already know the 
answer ? Too often.) It is, however, also collecting much 
information about age groups, marital status, etc., and it sajs 
that the validity of the statistics will depend on the accuracy 
of the diagnosis as stated on the certificate. In other words, 
it must be able to classify the “ diseases ” from which patients 
are suffering. 

Now, Sir, if we want to get the right answer we must ask 
the right questions. If we want to keep people well, then 
surely the right question to ask is, “ Why do they get ill ? ” and 
not, “ What illness have they got ? ” After all, it is human 
beings who get ill, and disease is a metaphysical conception. 
What help is it to us to say precisely what illness the patient 
is suffering from if we do not know why he got ill ? We have 
not finished when we have stuck a so-called diagnostic label on 
the patient — we are just at the beginning. 

You have given the Middlesex discussion the subtitle 
“ Telling the Public.” Would not a better approach to the 
problem be “ Asking the Public ” ? As Dr. Hill said, too little 
is known about the prevention of disease. Would it not be 
better to ask the patients about the circumstances which led to 
their illness rather than concentrating exclusively on the precise 
nature of that illness ? If we did, is it not likely that we should 
learn something more about prevention ? The Ministry pre- 
sumably wants to find out something about why married women 
get ill so frequently. Why doesn’t it ask my coalman ? In 
his office he has a notice : “ The wife works seven days a week 
— I work five.” Suppose the Ministry were to ponder for a 
time on that notice and then ask itself, “Are our statistics 
really useful ? ” On the other hand, if Dr. Hartston did start 
“ calling all lumbagos ” (and got a reply from all neurotics) 
would he really be so sure exactly what to tell them to do to 
prevent further attacks ? And would they really want to do it ? 

There is another question which has always intrigued me: 
In an epidemic of influenza, why does not everyone catch it ? 
Do we know the answer, and would it not help us if we did ? 
The trouble as I see it, Sir, is that only those of us have time 
to think who are removed from reality — that is, from general 
practice. (As the train bears me away to rural Sussex I can 
cogitate over the articles in your Journal in a way that was im- 
possible when I was tearing back to do a surgery in south-west 
London.) The consequence is that attempts at preventive medi- 
cine are being made in a sort of vacuum — hence their ill-success. 

An intelligent community that really wished to improve its 
health would put its best doctors into general practice and give 
them sufficient leisure to research into the problems of real life. 
It is doubtful whether we are an intelligent community, but is 
not this an opportunity for somebody — perhaps the Rockefeller 
Foundation — to subsidize a few selected general practitioriers to 
do some research ? We might then get some useful results — 
I am, etc., 

Easi Hoathly, Sussex. F. GRAY. 

Hyperinsulinism Due to Islet-cell Adenoma 

Sir, — A s a mere student, I hesitate to trespass on the pages 
of the Journal. However, I fee] it only just to point out that 
the historical summary prefacing Dr. W. G. Duncan Murray’s 
article (March 26, p. 521) on islet-cell adenomais not quite 
accurate in one respect. Dr. Murray states that the first opera- 
tive cure for this condition was reported by Carr and his 
colleagues in 1931. 1 It is generally acknowledged in the 
literature that the first operative cure preceded this by two 
years, being reported by Howl and, Campbell, Maltby, and 
Robinson in 1929." This case was reviewed, together with 
three others, in 1939 by Campbell, Graham, and Robinson,’ 
the patient being alive and well after ten years. Carr and his 
colleagues do in fact acknowledge this precedence in the 
preamble to their original paper. I hope this gentle reminder 
will not be taken for quibbling. It is rather important that 
this case should be remembered, as the follow-up is th c 
longest recorded. — I am, etc., 

Manchester. 15. I. BRYAN EAGLES. 
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■Delayed Admission to Hospital 

Sir, — I n your leading article (March 26, p. 532) two instances 
vere given illustrating the difficulty which at present exists in 
raining immediate admission for even acute surgical emer- 
;encies to hospital. But the circumstances differed considerably 
n the two cases you quoted. 

The first, that of a patient with tuberculosis who developed 
i superimposed and presumably non-tubercular condition, 
belongs to a problem group which most certainly existed long 
before the appointed day. In the past there was the same 
lifficulty in accommodating the acute case who in addition 
bad open tuberculosis. Sanatoria, if perchance there was a 
vacant bed, often had no facilities for operative treatment. 
General hospitals, on the other hand, were loath to admit cases 
af open tuberculosis to their wards, and some hospitals had a 
regulation that such cases should not be admitted. The solu- 
tion to this problem would be to reserve in each area a number 
of beds, and a very small number would suffice, at one hospital 
where facilities exist both for emergency (i.e., operative) 
treatment and for isolation of the patient. 

The second case you described revealed an even more serious 
state of affairs. As stated later in your article, "... before 
luly, 1948, any hospital, however hard-pressed, always managed 
to find room for someone in need of life-saving medical or 
surgical treatment.” I cannot believe that the refusal of such 
emergencies is a common occurrence throughout the country. 
Certainly in the smaller towns with one, or at the most two, 
general hospitals the difficulty of gaining admission would not 
often arise. In such towns, even since July, 1948, the “indivi- 
dual ” responsibility of the hospitals continues — it must, for 
there is no alternative. 

The “ group principle ” will lead to a measure of better 
co-ordination between hospitals in some ways, but at the same 
time it inevitably weakens the sense of “individual 
responsibility,” which now becomes diffused into “group 
responsibility.” In view of the difficulties which the Emergency 
Bed Service is experiencing it might be wise to reconsider the 
proposed bed bureau in other regions. 

Your article concluded by stressing the urgent need for the 
“quick re-establishment of authority to secure the immediate 
admission into a State hospital of an acutely ill person,” but 
did not suggest who would wield such authority. Earlier you 
referred to the authority of the relieving officer under the 
Poor Law and Local Government Act. Surely it is not pro- 
posed that a similar authority should be re-established ? More- 
over, it was seldom that the relieving officer had to deal with 
the acute emergency ; rather he requested admission for aged 
or chronically ill patients, and on grounds more often social 
than medical or surgical. 

This raises yet another problem, and one which is common 
in all regions, the difficulty of providing sufficient accommoda- 
tion for the aged requiring hospital treatment. A large per- 
centage of the cases in the old poor law institutions which 
have now been taken over as State hospitals are ambulant and 
no longer in need of hospital treatment. If these cases could 
be found accommodation outside the hospitals, much-needed 
beds would immediately be available for the aged who require 
and are waiting for treatment. It almost seems that the 
authority to admit should in this instance be reversed to “ the 
authority to discharge.” 

Local authorities have now been given the task of providing 
(accommodation for the aged in need of care and attention. 
:But, bereft of their institutions, hampered by covenants and 
(restrictions in their efforts to convert existing large houses, and 
apparently without priority to build hostels, they have an 
■unenviable task. Certainly it will take several years to provide 
the much-needed hostel accommodation. Until it is provided 
; the waiting-lists of the aged and chronic sick will continue. 
•The re-establishment of authority will not solve this problem. 
- — I am, etc., 

.VotunEfum ^ Willi cm Morton*. 

Sir, — I f only to stress the importance of your leading article 
(March 26, p. 532) I wish to record a recent experience. While 
acting as locum to a doctor in X, I recently saw on a Saturday 
morning a boy aced 3 years — in his third week of whooping- 
cough— suffering from acute appendicitis. I rang up Hospital 


A, who stated that they had no accommodation for a case of 
infectious disease and referred me to Hospital B, where there 
are cubicles. On requesting the child’s admission, I was told 
that there was no bed. On my inquiring for the emergency bed 
service I was informed that no official was present — it then being 
after 12 noon. I then tried Hospital C, where I again drew a 
blank. Finally I telephoned Hospital B again, and it was 
not until I suggested ringing up the Ministry of Health that 
a bed was found. 

The child was operated on the same afternoon and the 
appendix was found to be gangrenous. The patient is now 
at home convalescing. Had I not persisted in my demand for 
a bed I have little doubt that the boy would have died 
An emergency service that does not function between noon 
on Saturday and 9 a.m. on Monday is a farce. — I am, etc., 

M. B. Reichwald. 

Diagnosis of Early Pulmonary Tuberculosis 

Sir, — Many experienced general practitioners will agree with 
Dr. Reginald Fisher (April 2, p. 591) that the selection of 
patients to be referred to the local tuberculosis officer is no 
easy matter, and there can be no doubt that the great majority 
of tuberculosis clinics have neither the staff nor the other facili- 
ties for dealing with all those who should be referred to them. 

It was in order to meet this difficulty that in January, 1948, a 
ssiniatvire. radiography vmff was installed at the Cardiff tubercu- 
losis clinic, to which practitioners were invited to send any 
patient with 'symptoms of ill-health, not necessarily suggestive 
of pulmonary tuberculosis. Those with more definite symptoms 
were referred to the clinic in the usual way. This scheme has 
proved a success in Cardiff and has le’d to the discovery of a 
considerable number of early cases of tuberculosis as well as 
other chest diseases. — I am, etc., 

Cardiff. S. H. GHAT! VM. 

The Thymus in Meningococcal Septicaemia 

Sir, — I think that Drs. Peter Turner and R. V. Dent 
(March 26, p. 524) will allow me to comment on the fleshy 
thymus glands which were found in their two post-mortem 
cases of meningococcal septicaemia. I am sure that it is a 
misinterpretation which leads them to state that “the rapid 
course of the illness makes it evident that the (thymic) enlarge- 
ment preceded infection.” On the contrary, the rapid course 
of the illness did not give the thymus gland time to undergo the 
gross involution which occurs during the course of any serious 
illness lasting more than a few days. 

In Case 3, a girl of 15, the thymus, which is considered to be 
enlarged, weighed 42 g. This is well within the range of 13 to 
50 g. gfveD by Boyd' for the age group 10-15 years. The latter 
figures are based on forty cases within this age group in which 
death, resulting from violence, occurred within twenty-four 
hours. Histologically the thymus glands in Cases 1 and 3 
appeared normal, and, in view of what I believe to be normal 
weights also, I see no evidence to suggest that the thymus plays 
any part in meningococcal septicaemia. In conclusion, may l 
quote from Boyd's paper a sentence which sums up the position 
admirably: “Since most subjects who come to autopsy have 
been ill for more than three days, the pathologist’s eye becomes 
adjusted to the involuted thymuses, so that the prominent 
thymus of the healthy, well-nourished subject appears enlarged 
to him." — I am, etc., 

London. SEJ. G. F. M. HaLL. 

REFINANCE 

l Amer. J Da Child , 1932, 43, 1162. 

Cough Fracture in Pregnancy 

Sir. — I n the light of the interest stimulated by the recent 
report of four cases by Drs. J. W. Paulley, D. H. Lees, and 
A- C. Pearson (Jan. 22, p. 135), the following case may be 
of interest. 

A woman of 36, who had been delivered of her third child three 
days previously, was seen at home on April 29, 194S. She gave a 
history of recurrent bronchial attacks during the preceding two 
years. One week before confinement she developed a severe cough, 
and three days later a sharp pain of pleuriu'c type in the left chest] 
and a little fever. Her side was strapped, and the confinement 
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proceeded normally. I was asked to see her, in view of the possibility - 
of a tuberculous infection and its immediate danger to the infant On 
examination, she was afebrile and did not appear ill. Her chest 
contained a number of bronchial signs; she had relatively weak air 
entry on the left, and was rather tender over the left base, with the 
most sensitive spot below the left scapula. 

A small portable x-ray machine was taken out to her cottage, which, 
was fortunately supplied with electricity. The film was considered 
normal and the case proceeded favourably, although the pain 
persisted in the left chest for some time. A check-up x my was 
done three months later, which showed callus formation on the left 
7th and 8th ribs in the posterior axillary line. Reinspection of the 
original film showed a suspicious line at the site of the lesion in 
the 8th rib, and there seems no doubt that the onset of the original 
“ pleurisy ” was in fact occurrence of the fractures. 

This case shows the features mentioned by Drs. Pauli ey, Lees, 
and Pearson— -a chronic cough in late pregnancy causing a 
fracture of the lower ribs on the left. It also suggests that 
such cases may be missed by a routine chest radiograph, which 
does not readily demonstrate a recent fracture without 
displacement. 

My thanks are due to Dr. I. Speedy Bertin for the clinical features, 
and to Mr. A. F, Keith for the radiography in difficult circumstances. 
— I am, etc., 

Exeter, G. E. AOKtNS. 

What is Normal? 

Sir, — One of the early tasks of Dr. Clifford Allen’s institute 
of psychosexual diseases (March 26, p. 547) should be the 
study of normal sexual behaviour. Kinsey has shown how 
ignorant we are of the conduct of normal people, and surely 
more work is needed along these lines, especially in this 
country, before we can really decide what is abnormal. For 
example, one might have been inclined to call homosexuality 
abnormal, but if Kinsey’s statement that 37% of all American 
males have homosexual experience after adolescence (and more 
before) is true, that is hardly possible. 

Having obtained a clearer idea of what is sex abnormality, 
one can then decide more rationally what should be regarded 
as sex delinquency, for abnormality and delinquency are quite 
distinct (homosexuality is probably not abnormal but certainly 
is illegal). The report of the joint committee of the B.M.A. 
and the Magistrates’ Association ( Supplement , March 12, 
p. 135) recommends an inquiry into the advisability of altering 
the law to allow homosexual conduct between consenting 
adults. But your comment (March 12; p. 446) that this and 
other proposals are “ highly controversial,” and that “ many 
may think that any legal alterations which allow the actual 
or potential offender to think that law and order are weakening 
in his favour is inappropriate at a time when crime in general 
is becoming a grave menace to social security,” is a little • 
surprising. Surely homosexuality can hardly be regarded, 
along with, say, housebreaking, as a grave menace to social 
security ? It is just such a comment as yours that makes one 
feel that it is so important to withdraw the term “criminal” 
from conduct which is essentially normal, and to restrict it to 
behaviour which involves another unwilling or under-age 
person. — I am, etc., 

London. SAVA DAVID FyKE. 

Health Regulations for Air Travel 

Sir, — I have to draw your attention to the article by Air 
Commodore J. Kvle (Dec,-25, 1948, p. 1115), which tabulates 
a list of requirements for travellers from England to places 
on the routes operated by the British Overseas Airways 
Corporation. 

For passengers from Southampton to Hong Kong it is 
erroneously stated in the table referred to above that cholera 
and plague inoculation certificates are required. For your 
guidance I must add that in so far as K'ng Kong is concerned 
cholera inoculation certificates are only required from 
passengers^ who originate or pass through ports declared 
infected with cholera by Hong Kong. 

In so far as plague is concerned your attention is also 
invited to the World Health Organization weekly fasciculus 
fl94S, 21, No. 15, p. 219), which contains the following 
passage : "The following information was received from the 
port health officer, Hong Kong, on April 2, 1948. (1) Ships 


and aircraft from ports declared infected against plague art 
subject to the following measures ; Medical inspection, deratiz- 
ation of vessel or aircraft before and/or after discharge oi 
cargo, if considered necessary after inspection of vessel or 
. craft and its cargo. (2) Passengers from plague-infected pom 
are nos required to produce inoculation certificates again;) 
plague.” 

I am therefore to request that you will be so good as t 
make this known to ail concerned. J should add for you 
information that the local offices of all airlines operating fres 
the United Kingdom to Hong Kong have been so informed.- 
I am, etc., 

I. Newton’. 

Hong Kong. Director of Medical Service. 

VAir Commodore Kyle gives vs the following infomatioi 
An aircraft lands at airports in six or eight countries en rout 
-to the Far East, and if only one of these countries enforct 
quarantine restrictions all travellers going beyond the airpoi 
in that country must produce a certificate of inoeulatfo 
either on the way out or on the way back. Air passenger 
to Hong Kong pass through Augusta, Alexandria, Bahrein 
Karachi, Calcutta, Rangoon, and Bangkok. Oi the two disease 
referred to by Dr. Newton a certificate of inoculation again; 
cholera is required at Bangkok from passengers who haw 
passed through Calcutta and Rangoon on the outward journey 
and a certificate of inoculation against plague is required oi 
the homeward 'journey at Alexandria for passengers who to 
come from or passed through Bangkok. — E d., B.MJ. 

Vesico-vaginal Fistula 

Sir, — As none of your readers have responded to the invitj 
tion of Dr. D. T. R. Evans (March 12, p. 455) for informatic; 
regarding the demonstration of the site of vesico-vaginal fistufc 
by the injection of air, may I recount my experience in ccc 
nexion with a similar problem. 

About the year 1903, when I was trying to make tnysd 
familiar with the use of the cystoscope, I set out to demonstto 
the site of a vesico-intestinal fistula. I imagined that this conk 
easily be done by injecting coloured fluid into the rectum otti 
observing it flowing through the fistula into the bladder, bt-’i 
soon found that this was fallacious and that .the nece;«0 
information could not be obtained by this means. 

During the examination air was unintentionally pumped inW 
the rectum from an empty Higginson’s syringe and at one! 
found its way through the fistula and bubbled into ft* 
solution in the bladder, disclosing the site of the fistula as 
proving a most satisfactory method of localization. Sino 
that time I have every now and again employed the n»tn^ 
and can recommend it as being simple and valuable. — I am.ek- 

Tapl ow. Bucks. G. GREY TURNER- 

Observation of Children’s Hearts 

Sir,— I was glad to read Dr. R. Kemball Price’s strif 
(March 26, p. 515) of 200 cases of heart disease in children- 
started in his cardiac clinic 18 months ago. Each case 
examined clinically and by electrocardiogram and by caroio 
scopy, so that five cases occupied an afternoon. This is esce 
lent as a research method, but in 1941 I advocated 1 a longtoy 
plan by which in each routine school medical examination - 
heart angle was measured in every child. This can be dope i 
two minutes, as only a tape measure is needed. The an? 
should remain constant throughout school life; if not, 
cause of its increase must be sought (for prophylaxis) 
valvular defect, rheumatic or other infections , athletic strai • 
or emotional stress. Unfortunately, in wartime none of 
heart angles in my paper, could be measured again in 
following years ; a long-term series is badly wanted. 

If the apex beat moves outwards the heart is enlarged * 
distressed, but this linear distance increases as the child 
Hence I measured it as an angle which does not chance 
growth. The simple method is to call the mief-sternum 0 
the mid-axilla 90° (one-quarter of the chest girth). In h f 
the heart angle, measured from the left margin of the 
beat, should not exceed 45° in a child or adult. For ins® 
if (he chest girth is 36 in. (90 cm.) the mid-axilla is 
i.e., 90° — and the apex beat should not be more than 4.J 
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11.25 cm.) — i.e., 45° — from the midline. Thus the heart angle 
s the apex beat distance divided by the mid-axilla distance 
nultiplied by 90°. Calculations can be saved by the chart in 
ny paper, or by better ones obtained at H. K. Lewis and Co.. ~ 
jower Street. London, W.C.l. or I can send my reprints. 

An enlarged heart angle is a clinical abnormality with a 
rause which demands treatment. It may or may not indicate 
m enlarged heart. Thus in effort syndrome 1 have always found 
he angle increased, but a teleradiograph shows no enlarge- 
ment. This instructive discrepancy is mysterious, but Darwin 
ong ago remarked that “ in fear the heart knocks against the 
ribs ” — owing to its emotional, slapping overacu'on. 

I earnestly hope that doctors who examine children regu- 
larly, especially in boarding schools, will keep long-term 
records of the heart angle both in sickness and in health. I am 
eonfident that the results will be rewarding at the time and 
specially valuable when published after two or three years. 
Clinical reports are. always far more instructive when the fourth 
dimension (time) completes them — as in my paper and as 
Dr. Price plans to do in greater detail. — 1 am, etc.. 

Bsverlry. Yorks. E* U. Eve. 


Reference 


1 Lancet, 194 J, 1, 659. 


Nurses and Nursing Aides 

Sir, — It is quite clear that if the sick are to be nursed in 
hospital this cannot be done by a limited number of highly 
trained persons, however devoted and competent they may be. 
The opportunities open to academically gifted young women, 
especially in teaching and the social services, are now so 
numerous that we can no longer expect to obtain anything 
.like an adequate number of them for nursing. We must there- 
fore adopt measures on the lines suggested in the paper of 
.Dr. E. B. Brooke and Mr. J. P. Wetenhall (March 19, p. 491) : 
,aor do I think that the profession of nursing will in any way 
suffer from' this, but it will, I believe, gain increased recogni- 
tion and prestige. 

It is essential, however, that the ancillary worker— nursing 
fide or whatever her designation may be — shall be given a 
status and dignity in accordance with the important serial 
'duties she is carrying out. She must, as your contributors 
'state, be in alignment with the ward nursing team. She must 
hot come to be regarded as a nurse's menial or orderly. The 
^rough-and-ready suggested division of nurses’ duties between 
.those ministering to the parients’ comfort and those assisting 
-‘the doctor is not sufficient for this purpose, nor, I imagine, 
•was this intended. 

We are at present considering the problem of “ breaking 
; down " nursing duties, much as has been done for many- indus- 
" trial processes ; and we hope, with the guidance of experts in 
- such problems, to be able to reach such a division as will 
•leave with the ancillary worker such real nursing duties as 
will enable her to be emotionally satisfied and not frustrated 
by prohibitions (this is a vital matter), and also to make her 
help of value to the'fully trained nurses, so that the two groups 
'can work in the wards alongside each other, respecting and 
I -respected. 

There will, of course, be difficulties in doing this, but it is to 
ibe hoped that the nursing authorities will recognize the urgent 
. need for some such scheme and will make no difficulties about - 
[•supporting it on the supposition that the status of the trained 
f nurse will suffer. It will, in fact, be enhanced, and the sick 
■ will have some chance of being “nursed” in hospital instead 
'-of. as is too often the case at present, being “attended to as 
t 'far as possible ” at home. — I am, etc., 

Sl. Albans. W. L T. KlMBER. 

t 1 . Taking Children's Temperatures 

v _ Sir, — May I round off this topic with a few comments 7 
-Rome of your correspondents have disagreed with the con- 
tention of my letter (Dec. 18, 194S, p. 107S) and of Dr. A. Cyril 
',Wilson’s (Feb. 12, p. 2S4) that there are objections . to the 
•^routine use of rectal thermometers for young children. 

V Dr. Lise Gellner (March 26. p. 547) dismisses with “ amuse- 
,mcnt" the belief that early events such as this may later cause 
*,osychiatric disorders, apparently holding as proof the fact that 
Continental mothers all imerfere with their babies in this way. 


Yet there was a time when Continental mothers as well as 
English ones cheerfully fed children upon rachitic diets, quite 
unaware of subsequent eventualities. The risk of disturbing 
a growing personality is no less serious than the risk of 
disturbing bony development. 

Dr. A. A. MacDougall (March 12, p. 457) does not see that 
it interferes more to put a thermometer into the rectum than 
into the mouth or axilla. But it is natural for objects to go 
into the mouth, not into the rectum. I doubt he would 
maintain this standard had he seen children from a “modern” 
school playing “ doctors ” with imaginary rectal thermometers. 
Children can be consistent. Nor can 1 agree with him that 
vaginismus appears only in the psychopath. Out of 159 con- 
secutive cases of vaginismus (most of them severe, being sent 
in consultation) no less than 56 actually remember that rectal 
interference was de rigueur in the nursery. Such a proportion 
is not likely to be chance ; and I think others dealing with 
these cases should find a similar percentage, particularly if 
they remember to enquire about local treatment for, thread- 
worms or can-ask the mother about soap-sticks in infancy. 

Whilst no one suggests that the majority of children so 
treated suffer ill consequences, clearly one cannot foretell 
when lasting impressions may occur. During this correspond- 
ence I have had personal letters from psychiatrists and others 
confirming these views. I therefore still maintain that those 
in charge of infants’ wards should not consider that rectal 
interference is necessarily a trivial or a harmless practice. — 
1 am, etc., 

London. NAV I. JOAN M.SLLESON. 


POINTS FROM . LETTERS 

Is Influenza Epidemic 7 

Dr. A. H. Gregson (Cromer) writes : With reference to the anno- 
tation entitled “ Is Influenza Epidemic ? ” (March 12, p. 448), I 
apologize for the dogmatism of the following, but it is a purely clinical 
observation. There seems little doubt that the present influenza 
epidemic consists of three separate types — (1) and (2) harmless, (5) 
potentially fatal. (I) The patient presents with aching in the limbs 
and nausea, with a temperature of up to 100° F. (37.8’ C.) and 
perhaps headache and vomiting. This responds in a few hours to 
intestinal antiseptics such as benzyl benzoate, or iodochlorhydroxy- 
quinoline 0.25 g. thrice daily. (2) “ Classical ” influenza, with aching 
limbs, head, and trunk, some photophobia, pyrexia to 103° F. 
(39.4° C.), and no chest signs. This can be treated according to 
taste. (3) A dangerous “ bronchial T ’ influenza, which is really a 
bacillary bronchopneumonia plus aching limbs, head, and trunk* 
temperature of 99°-103“ F. (372°-39.4 0 C.), and very' often a true 
vertigo of labyrinthine type but not often showing nystagmus. In its 
early stages this type may not on superficial examination show any 
such signs, but the following test, first described I think by Hughes 
in 1842 {Guy’s Hasp. Rep. t 1842, 7, 298) settles the matter: “The 
patient gives a forcible cough and an immediate deep inspiration 
through the open mouth. At the end of inspiration there is a mixed 
‘ whiffling * sound with momentary’ bronchial breathing and some- 
times a few momentary’ rhonchi.” In my own experience of this 
test over some years a faint “ plop ” at the end of the forced inspira- 
tion is an even earlier sign. Either result means the same thing — 
incipient broncho- or lobar pneumonia. • 


Psychiatric Indications for Abortion 
Dr. A. Hargreaves (Rickmansworth, Hens) writes: In the letter 
of Dr. Ellis Stungo (April 2, p. 591) it is stated in reference to the 
psychiatric indications for abortion, “ Obviously they have no foot- 
ball pools in Switzerland.” This is incorrect. There is a well- 
organized pool, the surplus from which is devoted to the benefit of 
athletic and sporting organizations. . . . Whether this detail affects 
the validity of his argument I am not sufficient of a psycho-gynaeco- 
cconomist to determine. 


Diagnosis of Early Pulmonary Tuberculosis 

Dr. E. A. ood (St. Leonards-on-Sea, Sussex) writes: I sympa- 
thize with Dr. Reginald Fisher (April 2, p. 591), and perhaps my 
suggestions as to which patients to examine bv x rays, brieflv reported 
in the Journal of Sept. 27, 1947 (p. 4S7), will be more helpful. He 
will not forget, lam sure, to have sputum examined when there is 
any; though a “negative” should not preclude .x-ray examination 
indicated on other grounds.. 



Obituary 


Medico- Legal 


Dr. Walter Wynne died at Nortliiam, Sussex, on March 7 
at the age of 81. He was born at Ruthin, North Wales, in 
May, 1867, and received his medical education in Edinburgh, 
graduating M.B., C.M. in 1888. In the early ’nineties he' started 
practice at Northiam, and remained there for the rest of his 
life, retiring in 1934. Dr. Wynne’ was a fine type of general 
practitioner and was much loved and respected over the wide 
area of his practice. He was fond of shooting, fishing, cricket, 
tennis, and all country things, and he had a great sense of 
humour. In 1935, following the shock of the death of their 
younger daughter after an operation, Mrs. Wynne and he went 
on the world tour arranged in connexion with the B.M.A. meet- 
ing in Melbourne. He took an active part in all the scientific 
and social aspects of the tour. Not long after his return he had 
a further blow in the death of his younger son. For many 
months Dr. Wynne suffered from a distressing paralytic condi- 
tion, which he bore with great fortitude, only taking to his bed 
on the day of his death. The sympathy of his colleagues and’ 
friends will be extended to his widow and to his surviving 
daughter and son.— G. L. B. 

Dr. Robert Tennant Bruce died on March 14 after a painful 
illness lasting more than a year, borne with quiet and uncom- 
plaining fortitude. He was bom in 1872 in Edinburgh, the son 
of the late Dr. Robert Bruce. Educated at Edinburgh Academy 
and Edinburgh University, he graduated M.B., C.M. in 1894, 
and after an assistantship in general practice he joined the late 
Dr. Gowans as a junior partner at Broughty Ferry, Angus. 
A few years later he came to London, and in 1903 he proceeded 
M.D. He then practised at Thame, Oxfordshire, where his 
skill and kindliness soon became well known. In 1914 he 
joined the R.A.M.C. and served with a field ambulance in the 
51st Division in France. Later he did a spell of duty as a 
regimental medical officer, and was taken prisoner. Later still, 
after his release, he commanded an ambulance train in France. 
After being demobilized he retired from practice and settled in 
London, where he was able to indulge in his many hobbies — 
climbing, travel, literature, carpentry, photography, chess, 
bridge, and croquet. In 1903 he married Caroline Taylor, 
daughter of David Wybrants, of Dundee, who survives him ; 
to her the sympathy of Robert Bruce’s innumerable friends will 
be extended. 


Dr. Philip Newman Grinling died at his home in Sheffield 
on March 14 at the age of 41. He graduated M.B., B.S. at 
Armstrong College, Durham, in 1930, and was soon afterwards 
appointed house-surgeon and later house-physician to the Royal 
Victoria Infirmary at Newcastle-upon-Tyne. Following a period 
as an assistant he settled in general practice in the Firth Park 
district of Sheffield. There he rapidly built up a large practice 
which he conducted for the rest of his brief life. He was 
remarkably successful in the new sphere of industrial medicine, 
in which he had a niche of his own, particularly with the largest 
steel concern in Sheffield. He gave a great deal of time and 
energy to the St. John Ambulance Association. If he thought 
anything worth doing at all he expended all he had in him upon 
it, otherwise he left it alone. He was a member of all the 
important local B.M.A. committees in turn, and was secretary 
of the local public relations committee and a member of the 
Yorkshire Branch council. He never sought popularity, and in 
fact was courageous in his defence of unpopular issues and his 
lack of tolerance for any form of muddled thinking. Yet as 
a friend he was ever kindly and true as steel. It was painful 
for those who were his friends to see him struggling in recent 
years, when a never robust constitution was letting him down 
badly. We shall miss him greatly. — W. E. D. 


The Services 


Colonels (Honorary Brigadiers) F. R. Sandford, C.B.E., M.C., T.D., 
and G. J. V. Crosby, .C.B.E., T.D., R.A.M.C., T.A., have been 
appointed Honorary - Physicians to the King, in succession to Colonels 
It r Humphreys, O.B.E., M.C., T.D., retired, and R. Errincton,' 
CBE. M.C..T.D., retired. 

_ Surgeon Commander G. A. Mason and Surgeon Lieutcnant- 
Commander C. P. Nicholas. R.N.V.R., have been awarded the 
R N V R Decora'ion. 


DANGEROUS DRUGS IN CARS 

The case is reported 1 of a doctor who was fined £5 for failir; 
to keep dangerous drugs in a locked receptacle. They were 
left in his locked car, which was stolen. When the case vt 
heard on March 1 1 the prosecution did not dispute that 1 
car was locked ; it was stolen from the municipal car pa 
while the doctor was at the cinema. When it was recoven 
contended the prosecution, an open leather case containi 
drugs was found on the rear seat. Counsel for the defer 
disputed the view that a locked car is not a receptacle and s: 
that if the prosecution’s contention was upheld it would j 
the whole medical profession in a most difficult position. I 
stipendiary magistrate, Lord Ilkeston, said in his judgmei 
“ In my opinion a locked car is not a rechptacle within I 
meaning of the word as used in paragraph 4 (2) of the Dane 
ous Drugs Regulations, 1948.” He' agreed to state a case 
When the Dangerous Drugs Regulations, 1948, were pi 
lished a Home Office notice accompanying them 1 stated tl 
the Secretary of State is advised that a car cannot be regard 
as a receptacle. The law is uncertain on how a doctor m 
leave dangerous drugs in an unattended car. It would seem 
be necessary for him to lock both the car and the case in wh 
the drugs are kept. Probably the locked case would be regart 
as a proper receptacle and the locked car as a proper place j 
the receptacle to be kept, though it is uncertain what view i 
courts would take of this. To be on the safe side doct 
would be tvell advised to attach the case to the car by me: 
of a padlock and chain, and leave the car locked. It is 
sufficient precaution ,to leave a locked case in an unlocked c 

1 Daily Telegraph, March 12, 1949. 

2 British Medical Journal, 1949, 1, 78. 


Universities and Colleges 


UNIVERSITY OF ABERDEEN 
At a Graduation Ceremony on March 31 the following medi 
degrees were conferred : 

M.D. — IR. G. Simpson, *G. Sangster, P. H. Beattio. 

M.B., Ch.B. — A. R. Adams, Mary P. H. Lewis, A. Nicol, N. A. Regan, loal 
Smith. R. F. F. Steven, J. A. Tallack. 

I With honours for thesis. 2 With commendation for thesis. 

UNIVERSITY OF EDINBURGH 
Dr. Douglas Guthrie, Lecturer on the History of Medicine, ’ 
deliver a series of lectures entitled “The Historical Approach 
Medicine ” in the Physiology Lecture Theatre, University New But 
ings, Teviot Place, Edinburgh, on May 2, 9, 16, 27, and 30 and Jt 
6, 13, and 20, at 5 p.m. The course is open to all matncuia 
students and graduates of the University, and to members ot 
University stall, -without fee. Others may attend on payment a 
entrance fee of 10s. in lieu of the matriculation fee. 

UNIVERSITY OF LONDON 

The degree of D.Sc. has been conferred on Frederick Hobert Sell 
Ph.D., M.D., Reader in Bacteriology at Middlesex Hospital M 
School. 

ROYAL FACULTY OF PHYSICIANS AND SURGEONS 1 
GLASGOW 

The following have been admitted Fellows of Faculty qua 
J. F. Smith, M.D., R. A. Blair, M.B., J. Crorie, M.B., S. K- 
M.B., G.’H. V. Keshani, M.B., Margaret M. O’Hare, 

Ross, M.B., I. A. Short, M.B., Mary D. Smith, M.B., K- 
Stewart, M.B., F. H. Stone, M.B., W. O. G. Taylor, M.B., 
Thomson, M.B., J. D. Woods, M.B. _ 

The following have been admitted Fellows of Faculty _ Ly 

A. A. Bonar, M.B., E. Cameron, M.B., R. K. Dewar, M.C.I as- 
J. Fcrricr, M.B., J. D. Fraser, M.B., T. B. Gardiner, M-B-. ■ '■ 
Jalundhwala, M.B., G. Johnstone, L.R.C.P.&S.Ed., M. T. Mia 
M.B., D. MacLeod, M.B., D. A. Macpherson, M.B., A. L. woi 
M.B., J. F. P. Mullins, M.B., R. M. Nadkami, M.B., l- 
Richmond, M.B„ N. T. Sampanthan, M.B., M. Shaw, M.B - ■ 

Sinha, M.B., G. Smith, M.B.E., M.B., R. A. Tcnncnt, 

M.B., J. K. Watt, M.B. • 



April 16, 1949 


BRITISH MEDICAL JOURNAL 


Advertisement 




is an inhalation anesthetic indicated Especially for short anaesthesia. 

It is particularly useful for children and is administered most economically by the closed method. 

With ‘ Vinesthene induction is rapid, anesthesia is smo 0 th and muscular relaxation is good. 

The absence of excitement and struggling during the induction stage is a valuable factor when this 
anaesthetic is used for dental procedures and in Hospital Out-Patient Departments. 

Compared with ethyl chloride, induction with 1 Vinesthene * , s muc h easier, there is not the same 
tendency to breath-holding or muscle spasm, and incidence of post-operative sickness would appear 
to be much less. 

When the open method of administration is advocated 
‘ Vinesthene ’ is best i ¥f * )| W t tredc na,i 
used in the form of ■ Cl 1*1 trend 

which is a mixture of I part of ‘ Vinesthene ’ and 3 parts ot ethyl ether. 

This gives a more even plane of anaesthesia than ' Vinesthene ’ and overcomes 
■She difinitaiiffigtsr tjpen enter, partrcui’an’y enadiV'ng a greater degree of 
relaxation to be obtam E( j. 


OUR MEDICAL INFORMATION DIVISION WILL 
BE PLEASED TO SEND A COPY OF THE 
MEDICAL BOOKLET * VINESTHENE ' 

ON REQUEST 



Adequate supplies of these two products are now available. 

' VINESTHENE ’ in containers of 25 C.C. 
boxes of 6 x 3 c.c. ampoules, 
boxes of 6 x 5 c c. ampoules, 
and 

' VAM ' in containers of 4 oz. 


manufactured by MAY & BAKER LTD 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 
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The proteolysed extract of l]ver for parenteral use 

neo-hepatex 

PROTEOLYSIS — Original research in the Evans laboratories has shown thai 
a better liberation of active principles from protein complexes, and an 
enhanced therapeutic potency can be obtained by the application of 
controlled proteolytic enzyme digestion t^ liver in the manufacture of anti- 
anemia preparations. 

P0TEISC1 Each batch is clinically testeq before issue to ensure that a dose 
of 2.0 c.c. every fourteen days will restore the blood picture to normal in the 
average uncomplicated case of pernicious anemia. A maintenance dose of 
2.0 c.c. per month is usually adequate. 
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THE 

NATIONAL HEALTH SERVICE 



Once again you can prescribe 


means that your insurances need 
reconsideration. The 

MEDICAL SICKNESS 
SOCIETY 


can give you advice and is intro- 
ducing special policies to meet the 
needs of the Doctor in the Service. 

For particulars please write to 

THE MEDICAL SICKNESS, ANNUITY 
LIFE & ASSURANCE SOCIETY, LTD. 

7, Cavendish Square, London, W.l 

(Tel.: LANgham 2992) 

referring to this advertisement 


VICHY- 

EiDJismg 

WORLD-FAMOUS FRENCH SPA WATER 
Bottled as: it flows from the Spring 


Holding an undisputed place in the 
therapeutics of rheumatism and 
arthritis, as well as in disorders of 
the digestive and urinary tract, 
Vichy-Celestins is once more 
available in clinical practice. 


Sole Agents in the United Kingdom : 

INGRAM & ROYLE, LTD., 
12, Thayer St., London, W.l 




GREEN CORN AT 
HARVEST TIME 


T^very practising physician has 
■I— I observed the increase in what may 
be termed ‘the cult of sub-normal 
health.' particularly among young 
girls. 

Usually the positive signs arc few. 
they may well be psychogenic. 

If the presenting symptoms are 
debility, with lethargy, constipation, 

lustreless hair, adenoids and catarrhal . 

disorders an iodine-deficient thyroid should come high on the 
mt of differential diagnoses. 

Adequate iodine intake even in known goitre areas would 
be assured by the addition of iodine to table salt, as recom- 
mended by a subcommittee.^ the Medical Research Council. 
. Icdical men are invited to write for WORLD GOITRE 
SURVEY, which presents a' summary of world knowledge 
on tnc use of iodine in the treatment of goitre and its allied 
conditions. WORLD GOITRE SURVEY will be sent free 
1 1 ■ h-i-er to arn nut rested medical practitioner. 

.£?Q\ iodine Educational Bureau 

19 oust Itovlr, DiaiiopsoATr, London, r.c.a 




SODIUM ALGINATE SOLUTION 

AND 

CALCIUM CHLORIDE SOLUTION 

IN l 

THORACIC SURGERY 

EXTRAPLEURAL PNEUMOTHORAX would piobablv date a 
laigcr place in collapse therapy W'ere it not for the coniphc 3 ' 
tion of haemorrhage into the space.* In this connection, y ie 
technique of using Sodium Alginate Solution in conjunction 
with Calcium'Chloride Solution has proved \ cry successful in 
arresting haemorrhage. Its application is easy and no un- 
favourable reactions or toxic effects have been noted- The 
solutions arc compatible with penicillin and other antibiotics. 

FOR EXTERNAL USES the Solutions are invaluable for 
arresting haemorrhage in minor cuts or wounds when 
applied they form a firm transparent film which is absornct- 
during healing. 

1 Thorax, Vo!. 5., No. 4 , Page 233.. Dec., 1949 

ALL CALGITEX ALGINATE PRODUCTS ARE 
HAEMOSTATIC • ABSORBABLE • SOLUBLE 

Manufactured by 

MEDICAL ALGINATES LIMITED 

WADSWORTH ROAD, PERIVALE. MIDDX. 

Sole Agents ; CHAS. F. THACKBAY LTD., Park Street, Leeds *. 

and 38 Welbeck Street, London, W.l — 
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ROYAL COLLEGE OF SURGEONS IN IRELAND 
The following candidates received the Fellowship of the College on 
April 1, hating passed the examination on March 10: J. S. Martin, 
2Vf. S. Strong, J. C. de R. Sugars, 

ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 

At a meeting of the Council, held in the College House on March 26, 
with the President, Sir William Gillian, in the chair, Miss Josephine 
Barnes was appointed to serve on the Population Investigation 
Committee of the Eugenics Society. Mr. R. C. Thomas was 
appointed to represent the College on the Council of the Queen’s 
Institute of District Nursing. 

Harold Renton (South Africa) was elected to the Membership. 

The following were elected to the Fellowship: Doris C. Bates, 
R. B. Charlton, K. M. K. DuS, M. D. A. Evans, J. D. S. Flew, 
B. Gilbert, J. \V. Johnstone, W. I. C, Morris, Margaret M. Nolan, 
H, L. Sheehan, D. F. Standing, C. K. Vartan, W. Waddell, W. W. 
Wilson, R. G, Worcester. 

A prize for an essay on the “Physiology or Management 
of the Third Stage of Labour ” was divided between Dr. Jean 
R. C. Burron-Brotvn (Oxford) and Dr. David A. Fletcher Shaw 
(Manchester). •• * 


Medical Notes in Parliament 



Analgesia in Childbirth 

Lady Tvveedsmuir asked Mr. Bevan on March 31 at what 
date he asked the Medical Research Council to solve, as quickly 
as possible, the problem of finding a safe and effective analgesic 
agent for midwifery. 

Mr. Bevan replied that there was" no need to make that 
request, because the Medical Research Council, as he was 
aware, took into consideration the recommendation made in 
this matter by the Working Party on Midwives and had decided 
to set up a committee in accordance with that recommendation. 
He "hoped that before long a much cheaper and more easily 
transportable apparatus would be produced. That would not 
be allowed . to interfere with provision of transport for mid- 
wives, which svas proceeding at an accelerated rate. He had 
impressed on local authorities that they should not delay pro- 
vision of apparatus in the hope that a lighter apparatus would 
become available. 

Dr. Segal asked what was the lowest cost of apparatus for 
the administration of trilene analgesia in obstetrics. 

Mr. Bevan answered that there were several types of 
apparatus, all of which were portable. The lowest price of 
the types on the market was, he understood, about £7. The 
suitability of existing apparatus for use ' by midwives in 
domiciliary cases would be among the matters investigated by 
the ^expert committee appointed by the Medical Research 
Council. It was .not yet certain that it was safe for midwives 
to use the trilene apparatus without assistance. 

Replying to Mr. Peter Thorneycroft, Mr. Bevan said there 
were eight county or county borough councils in whose areas 
no analgesia was being used in the domiciliary midwifery 
service. They were: Merioneth County and the county 
boroughs of Bath, Burnley, Chester, Dudley, Merthyr Tydfil, 
Nottingham, and St. Helens. 

Mr. Woodburn said on April 5 that expert medical opinion 
was not yet agreed on the unsupervised use by midwives of 
any existing trilene apparatus. The Medical Research Council 
had decided to set up a committee to investigate the problem. 

Mr. Bevan oh April 7 told Lady Tweedsmuir that be could 
not yet say when he would receive the final recommendations 
of the Medical Research Council on the latest types of analgesic 
drugs and apparatus suitable for use by midwives alone. 
Although existing methods would no doubt be reviewed by the 
committee which" had been set up, the question remitted to the 
Medical Research Council by the Working Party on Midwives 
was on the possibility of devising improved methods. This was 
a relatively long-term project involving the initiation and con- 
duct of actual research work. Quick results were not to be 
expected. 

Number of Patients 


precise estimate was possible. The figure of 4,000 was the maxi- 
mum which the British Medical Association agreed that am 
doctor should have upon his list, but there were doctors with 
lists of 4,000 who had fewer patients to attend than had some 
doctors with a fist of only 3,000. In parts of the country 
where the" average age of the population was high, a higher 
percentage of people would need to see the doctor. 

Beds for Emergency Cases 

Dr. Segal on March 31 asked Mr. Bevan to arrange- for at 
least one bed for the admission of emergency cases to be 
reserved nightly in all hospitals of over 200 beds. 

Mr. Bevan would not do this. He said hospitals normally 
reserved the number of beds shown by experience to be needed, 
and in emergency put up extra beds. There was more demand 
for beds to-day and many more beds to meet the demand. 

Sir Henry Morris Jones said that before the Health Service 
Act came into force no hospital in London or elsewhere refused 
emergency sick cases. Was Mr. Bevau a ware that, jn London 
particularly, medical men had to be on the telephone for over 
an hour every day trying to get sick people into hospital ? 

Mr. Bevan said Sir Henry was inaccurate. Before the passage 
of the Act it was often difficult to get emergency cases into 
hospital. There was now fixed responsibility'. Formerly 
responsibility was diffused and no one knew about the com- 
plaints. Ali vacant beds in London were filled up nowadays 
by the end of the day. Where there were emergency cases, 
emergency beds were established in order to deal with them. 
There would inevitably be instances of delay, but the Ministry 
would try to ent the delay down. 


N.H-S. Locmns 

Mr. Bex'an on April 7 told Sir Waldron Smithers that he 
would not take steps to pay for a locumtenent when a doctor in 
the National Health Service was ill or incapacitated. He added 
that in fixing the remuneration of general medical practitioners 
full account was taken of practice expenses. The cost of 
employing a locumtenent xvbere necessary formed part of these 
expenses. 

Hospital Staff and Beds 

Asked by Dr. Broughton on April 7 what increase there 
had been in the number of staffed beds for the acute sick in 
general hospitals in England and Wales since the date of the 
coming into operation of the National Health Service Act. 
Mr. Bevan replied that figures, for beds for the acute sick as 
such were not readily available. Between June 30 and Dec. 31, 
1948, the increase in the number of staffed beds in general 
hospitals in England and Wales was 15,510. 

Maternity Pacts and Dressings 

Dr. Comyns on April 7 asked where expectant mothers 
attending antenatal clinics should obtain maternity packs and 
dressings for the lying-in period. 

Mr. Bevan said local health authorities should arrange for 
maternity outfits for domiciliary confinements to be supplied at 
clinics, through midxxives, or in some other convenient wav, and 
for other dressings required during the lying-in period 'to be 
provided by the midwife in attendance. Maternity outfits and 
sterilized dressings were not included in the schedule of appli- 
ances which a general practitioner could prescribe for his 
National Health Service patients. 


Vitamins in Bread 

Mr. Strachey, replying to Dr. Barnett Stross on April 4, 
said that there was no vitamin A in bread. The comparative 
figures f°t the vitamin B,, B., and calcium of the national and 
pre-war white bread were (in milligrams per oz.): 


Vitamin B, . . 
Vitamin B, . . 
Calcium 


National IVhite 
. . 0.063 0.015 

.. 0.02S 0.013 

31 3 


During the past four years the rate of extraction of national 
flour has varied between 80% and ?0%. The current rate o( 
extraction is 85%. National flour is reinforced with calcium 
(creta preparata) at the rate of 14 oz. per 280 lb. 


Mr. Bossom asked on March 3) what estimate Mr. Bevan 
had made for the purposes of the National Health Service of 
the number of patients which a doctor could reasonably be 
expected to see m a day or an hour. 

Mr. Bevan said the number of patients a doctor could attend ' 
varied according to the circumstances of his practice. No 


Slreptomycin.—hir. Bevan said on March 31 that the production 
of streptomycin was now sufficient to cover all medical needs end to 
provide small but increasing quantities for export. Further expansion 
was planned.' Since July, 1948, the number of hospitals la England 
and Wales where streptomycin treatment was available had increased, 
from 30 to 220. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 26. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding last year, for: (a) England aad Wales (London included), (b) 
London (administrative county), (c) Scotland- (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths and of Deaths recorded wider each infectious disease, 
are for : (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, 
(d) The 1 3 principal towns in Eire (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 




1949 



1(948 (Corresponding Week) 

Disease 











(a) 

09 

(cl 

W) 

(e) 

(a) 

(b) 

M 

M) 

(e) 

Cerebrospinal fever 

39 

4 

15 

3 

3 

53 

5 

8 

i 

3 

Deaths 


! 

) 





■ — 



diphtheria 

117 

13 

40 

6 

5 

154 

13 

46 

10 

2 

Deaths 

! 

— 

— * 

— 

— 

3 

— 

1 


— 

Dysentery 

34 

7 

26 

1 


136 

10 

53 

l 

1 

Deaths 




— 





—V 

— 

Encephalitis lethargies, 
acute 

Deaths 












— 





- 




:rystpctos 



27 

1! 

1 



40 

5 

3 

Deaths 


— 





— 




nfcctive enteritis or 











diarrhoea under 2 
years 




36 





25 


Deaths 

35 

3 

4 

3 

6 

44 

4 

9 

3 

2 

Vleasles* 

15,307 

1274 

340 

1 IS 

178 

9,308 

1425 

369 

99 

48 

Deaths) 


t 

I 

— 


3 

— 

— 

Ophthalmia neonatorum 

4? 

9 

7 

, 

1 

38 

4 

8 

. 



Deaths 











?aratyphoid fever 

7 

— 





— 

1 



1(B) 




Deaths 




’ 

— 


— 



I 

— 

Pneumonia, influenzal . . 

1,547 

65 

19 

12 

S 

720 

44 

« 

5 

6 

Deaths (from ttitlu- 











email 

327 

26 

9 

2 

3 

14 

— 

3 

— 

3 

Pncttntonia t primary . , 



242 

4!? 




22G 

29 


Deaths 

444 

62 


9 

16 

242 

44 


12 

9 

Polio-cnccntiahtis, acute 

2 





1 






Deaths 











Poliom) elms, acute 

15 

2 

3 

1 

- 

17 

3 

1 

-~v 



Deaths) 

1 

— 




2 

— 




Puerperal Icier . 




4 






11 


- 

Deaths 




t 







Puerperal pyrexia 1 } 

99 

9 

6 

2 

„ 

103 

12 

14 

l 



Deaths 







— * 




Relapsing feset 

. 


_ 











Deaths 











Scarlet fever 

1,757 

105 

173 

wo 

44 

1,526 

97 

26! 

36 

39 

Deaths) 




— 

— 





Smallpox 




’ 










Deaths 




— 





— 

— 

Typhoid fever 

3 

„ 





4 



i 

7 


Dcarfrs 

— 

— 

— 



— 


— 


— 

Tvphus 1>\cr 








. 



. 


Deaths 









— 

— 

Whooping-cough * 

2.07S 

18! 

244 

122 

6S 

2,603 

192 

50 

45 

16 

Deaths 

9 

t 

7 

2 


13 

2 

I 



Deaths scar) 

30V 

4b 

5t 

22 

2! 

306 

37 

58 

19 

9 

lafam rromhty rate 










ipet 1 .0 00 Use births) 











Deaths (excluding still- 











bi^hs) 

Annual death rate (rer 

6,847 

9?1 

680 

187 

187 

4,704 

70S 

601 

179 

109 

LOGO persons Using) 



136 

11-2 




12-1 

11-2 


Live births 

8,444,1336 

974 

415 

256 

7.663 

1195 

963 

4(7 

233 

Annual rate per t.OOO 










persons Using 



t9S 

25 7 




19-4 

25-7 


S'lVNnhs 

206^ 32 

32 



!94 

26 

32 



Rat: rv: t ,000 total 










b nhj (ir Judins 

stiP^ra) 



32 





32 




Cd-. 


Meav’rv ard xshoopme -cough are not notifiable in Scotland, and the returns 
»fc an app'v'tmatia'i only. 

('cc- rvai’es Art* scarlet fever for England and Wales, London 
'*'■* ‘^‘J’nc crv***>) # w»U no longer be publtshexl 

p'l-'arv form for England and Wales, "London (administrative 
<. a^J Norc'*-— v Ireland 


^ t from jsshomsetim and rotio-cticephalms for England 

tendon tad***;'' iterative county), are combined. 

puerperal foe? for England Wales, Eire, and Northern Ireland . 


EPIDEMIOLOGICAL NOTES 

Infant Mortality, Stillbirths, and Abortions 

A quarter of a million, or 1 in 8, of the children that might 
have resulted from two million pregnancies in the three years 
1936-8 were lost as a result of spontaneous abortion, stillbirth, 
or death in the first twelve months of life. This estimate was 
made by Titmuss and quoted by the Joint Committee of the 
Royal College of Obstetricians and Gynaecologists and the 
British Paediatric Association in the report. Neonatal Mortality 
and Morbidity, discussed in a recent leading article (lottrnd 
March 12, p. 444). This figure of 250,000 is so striking that it 
seemed of interest to examine it. During the three years then 
were 1,837,053 five births. The losses included 7 4,580 still- 
births , 103,324 deaths of infants under 1 year of age, and, 
according to Titmuss, 90,000 abortions, excluding criminil 
abortions. Titmuss did not give the details on which his esti- 
mate of abortions was based nor did he indicate whether this 
figure was really representative of the whole population. Conse- 
quently it is not clear whether this is a conservative estimate 
or not. However, the two official figures and the 90,000 esti- 
mate give a total loss of 267,904 infants or -potential infants— 
appreciably more than the quoted quarter of a million. If to 
this figure is added the known total of live births (1,837,053) the 
total pregnancies in the three years were just over the tno- 
million mark — 2,001,633. The proportion of pregnancies which 
yielded children who did not survive a year, on this basis, is 
267,904 : 2,001,633, which would correspond to a rate of 131 
per 1,000. Large as this rate may seem, the infant mortality 
alone exceeded this level at the beginning of the present century 
Improvements have taken place in the ten years since 1936-t 
and the figure of 1 in 8 has now been reduced to something at 
the order of 1 in 12. 

Discussion of Table 

In England and Wales there was a rise in the notifications of 
scarlet fever 148 and whooping-cough 188. There Was a 
decrease in the incidence of measles 968 and cerebrospinal 
fever 18. • 

The largest rises in the incidence of scarlet fever were those 
of London 42, Surrey 30, and Lancashire 26. The chief varia- 
tions in the notifications of whooping-cough were increases in 
Lancashire 90, Kent 36, and Middlesex 31, with decrease^ tit 
London 40 and Oxford 23. 

The largest falls in the notifications of measles were York- 
shire West Riding 206, Middlesex 188, Lancashire 166, Stafford' 
shire 160, Essex 158, Yorkshire North Riding 121, Southampton 
110, and Surrey 301. The only outstanding exception to the 
declining trend was a rise of 101 in Sussex. There was n» 
appreciable change in the notifications of diphtheria. 

Of the' 34 cases of dysentery 15 were notified in Lancashire 
(Liverpool C.B. 9 ; Preston R.D. 4). 

Deaths from influenza in the great towns were 33 fewer than 
in the preceding week, A small decline occurred in every area 
except in the Midland and North Midland region, where a« 
increase of 21 was recorded. , 

In Scotland there were increases in the notifications o 
measles 48, dysentery 13, and diphtheria 12, while a dccre-i . 

- was reported for whooping-cough 28. The increase in the 
dence of dysentery and diphtheria occurred in the wester 
area; in Glasgow the increases were 5 and 12 respective)}- 
In Eire there were increases in the notifications of whoopM?" 
cough 65 and diarrhoea and enteritis IS, while a fall ot ^ 
was reported for scarlet fever. The rise in the incidence ^ 
whooping-cough and diarrhoea and enteritis was mainly ou 
to the experience of Dublin C.B. No further cases ot sear <- 
fever were notified from the outbreak in Donegal, Stratio 
R.D., where 31 cases were notified in the preceding week'. 

In Northern Ireland the largest change in the weekly t0,a - 
was an increase of 10 in the notifications of measles. 


Quarterly Returns for Scotland 
The births during the December quarter were equival^,*? 
a rate of 18.5, which was 0.2 below the average of the nv was 
quarters of the five preceding years. The infant rnortaiivi 
44 per 1,000 registered Jive births, the lowest rate ever re< v . r! j, 
for a fourth quarter, and 53 below (he rate for the 
quarter of -1947. The general death rate of 12,2 per LOU ^ 
0.6 below the five-years average. The death rate i 
principal epidemic diseases was 8 per 100,000. comparco 
an average of 25 for the corresponding quarter ot tn e 
preceding years. The chief causes of death in this group ^ 
influenza 52, whooping-cough 20, cerebrospinal fever . . 
. diphtheria 9. - The death rate for all forms of tubcrculc . st 
74 per 100,000, and for respiratory tuberculosis 6'- _____ 
rates are respectively 1 and 7 above the five-years averag • 
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Week Ending April 2 

The notifications of infectious diseases in England and Wales 
during the week included scarlet fever 1,257, w hooping-cough 
2,998, diphtheria 105, measles 15,819, acute pneumonia 1,481, 
cerebrospinal fever 30, acute poliomyelitis 13, dysentery ’62, 
paratyphoid 2, and typhoid 1 


Medical News 


Lord Boyd-Orr 

Lord Boyd-Orr, formerly Director General of the United Nations 
Food and Agriculture Organization, was made an Honorary Fellow 
of the Ro\al College of Physicians of Ireland on April 5 

Lord Addison 

Viscount Addison has resigned his office as Paymaster General 
He retains his post as Lord Pnvy Seal, and continues to be Leader 
of the House of Lords He is succeeded by Sir Gordon Macdonald, 
.retiring go\emor of Newfoundland 

Broadmoor 

Broadmoor Criminal Lunatic Asylum was transferred on Apnl 1 
to the responsibility of the Minister of Health from that of the 
Home Secretary, under whose charge it has been since it was opened 
in 1863 The ns>lum is now managed by a Board of Control, and 
its address is Broadmoor Institution, Crowthome, Berks The insti- 
tution is part of the mental health services incorporated in the 
National Health Service While the Board of Control is responsible 
for running the institution, decisions on the admission and discharge 
of patients will continue to rest with the Home Secretary There are 
at present S69 patients — 6S2 men and 187 women 

Care oF Cnpples 

Hie Central Council for the Care of Cnpples has issued a useful 
pamphlet showing how, by close co-operation between the voluntary 
organizations and the various statutory bodies, the physically handi- 
capped can receive full benefit from the provisions made for their 
well being In the first part detailed instructions are given on how 
to start and run local associations efficiently, and the second part 
contains excellent explanatory notes, on the relevant Acts It con- 
cludes with a list of voluntary organizations and their addresses 
Copies may be obtained for 2s from the Central Council at 34, 
Eccleston Square, London, S W 1 

David Anderson-Berry Prize 

A David Anderson-Berry silver-gdt medal, together with a sum of 
money amounting to about £100, will be awarded m 1950 by the 
Royal Society of Edinburgh to the person who in the opinion of the 
council has recently produced the best work on the therapeutica] 
effect of x rays on human diseases Applications for this prize aje 
invited The> ma> be based on both published and unpublished work 
and should be accompanied by copies of relevant papers* Applica- 
tions must be m the hands of the general secretary. Royal Society 
of Edinburgh, 22, George Street, Edinburgh, 2, by March 31, 1950 

Pollution Control In the U.S.A. 

As a result of the passing of the Water Pollution Control Act m 
the U SA last year a nation-wide scheme has been started to improve 
water supply and sewage disposal as well as to eliminate pollution of 
streams by industrial wastes A Water Pollution Control Advisory 
Board is being established under the United States Public Health 
Service to give technical assistance and advice Tourteen nver- 
bism offices are being set up in different parts of the U S.A to cany 
out the scheme, and the> will encourage local understanding of the 
need for pollution control, since it is from communities themselves 
that requests for aid must originate 

Cooling of Ice-cream 

The Ministry of Health announces that after May 1 ice-cream 
manufacturers will no longer be able to plead the special defence that 
the> have ordered but been unable to obtain the necessary apparatus 
ra an} proceedings for failure to install suitable cooling apparatus 
The Minister is satisfied that suitable cooling apparatus is now avail- 
able m sufficient quantity to meet all the prospecuve demands of the 
trade The special defence w*as introduced m the Ice Cream (Heat 
Treatment, etc) Regulations, 1947, because at that tunc there was 
a cenous shortage of cooling apparatus, and it was later extended to 
Mas 1, 1949, b> subsequent regulations After May 1 it will be 
ncccssaiy for the requisite cooling apparatus to be installed in all 
premises where ice-cream is manufactured other than from a complete 
cold mix 


•Vvvard for Prevention of Blindness 

Dr Lawrence T Post, of St Louis, U S A , has been awarded the 
Leslie Dana Gold Medal for 1948 for “ outstanding achievement 
in the prevenuon of blindness and the conservation of vision ” The 
award is given on the recommendation of the Association for 
Research m Ophthalmol og} Dr. Post is Professor of Clinical 
Ophthalmologj at Washington University Medical School 

Medicine in Singapore 

The King Edward VII College of Medicine Alumni Association, 
which was reconstituted m 1947, now issues its Proceedings as an 
occasional periodical The first number includes original articles on 
malaria, parasitology in Mala) a, and helminthic parasites, and reports 
of cases on a wide variety of medical disorders It is edited b> Dr 
B R Sreemvasan in conjunction with an editorial board which 
includes Professor G A Ransome 

i\iHs 

Sir Edward Stewart, formerly vice chairman of the British Red 
Cross Society and on the staff of St Maiylebone General Dispensary 
and the Royal Chest Hospital, left £55,974 Dr Susan Sutherland 
Isaacs, the well known child psychologist, left £2,849 Dr Edmund 
Spencer Hemsted, of Kintbury, Berks, left £115,904 


COMING EVENTS 

Postgraduate Lectures 

The Royal College of Obstetricians and Gynaecologists has 
arranged a postgraduate course of advanced lectures for those stud) 
ing the special practice of obstetrics and gynaecology, to be given 
at the College House, 58, Queen Anne Street, London, W^ from 
Monday, April 25, to Friday, April 29, inclusive, at 12 noon and 
5 pan each .day The fee for the course of ten lectures is 4 guineas 
(10s 6d for a single lecture) Admission is bv ticket only, obtainable 
from the Secretaiy 

Port Health Authorities 

The Association of Sea and Air Port Health Authorities of the 
British Isles will hold its 50th Annual Meeting at the Town Hall, 
Newport, Mon, on April 27-29 Papers to be read include. 
“ Imported Fats/’ by Dr Stuart I A Laidlaw , “ Water,” by Major 
W W Marsden , “ The Control of Water and Food Supplies on Air 
Routes,” bv Sir Harold Whittmgham , “Some Experiences of an 
Army Hygiene Officer, 1939-45,” by Dr L H. Murray, “Port 
Health and its Relation to Allied Services/’ by Dr T L J Coxon, 
Particulars may be obtained from the honorary secretary of the 
association. Dr H C Maurice Williams, Health Department, Civic 
Centre, Southampton 

A men can Congress on Obstetrics and Gynaecology 

The International and 4th American Congress on Obstetrics and 
Gynaecology will be held on May 14-19, 1950, at the Hotel Staffer, 
New York City It is sponsored b> the American Committee on 
Maternal Welfare General sessions will be held to discuss the follow- 
ing topics* (1) “ Ph)Siology of Human Reproduction ” , (2) “ Patho- 
logy of Human Reproduction ” , (3) “ Social and Economic 
Problems ” , (4) Neoplastic Diseases of the Female Reproductive 
System ” , (5) “ Obstetric and Gynaecological Procedures.” Informa 
tion mav be obtained from Dr Fred L Adaire, 24, West Ohio Street, 
Chicago 10, Illinois, U.SA. 

Roval Sanitary Institute Congress 

The council of the Royal Sanitary Institute announces that the 
presidents of the sections of the Health Congress to be held at 
Brighton on May 23-27 will be as follows Preventive Medicine 
Professor Andrew Topping, Engineering and Architecture : Sir 
Lancelot Keay , Maternal and Chiy Health : Professor W. S M 
Craig, Veterinary H)giene: Mr H T Matthews; Food and Nutn 
lion (in conjunction with Food Group, Society of Chemical 
Industry) Dr E B Hughes, D.Sc ; Housing and Town Planning: 
Mr J W R. Adams, Tropical Hygiene. Professor P A. Buxton, 
F.R S , Hygiene m Industry: Professor T. Ferguson The president 
of the conference of medical officers of health will be Professor R, EL 
Pam A discussion on “The Hospital and Medical Services ** in 
the Prev enuv e Medicine section will be opened by Brigadier J L. Glyn 
Hughes and Mr. Henry Lesser At the Conference of Medical 
Officers of Health Dr C Metcalfe Brown will speak on “ Public 
Health Research,” and Dr J Stevenson Logan will introduce a dis- 
cussion on “For and Against Institutional Midwifery” In the 
Tropical Hygiene section Dr P. C C Gamham will speak on 
“ Modern Concepts in Malana Control,” and Dr W. Berry on “ The 
West African Groundnut Scheme ” There will be a symposium on 
" The Care and Presen ation of Fish as Food ’ ’ 
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Almroth Wright Lectures 

A course of six Almroth Wright Lectures on “ The Bacterial Cell ” 
trill be delivered in the Wright-Fleming Institute of Microbiology, 
St. Mary's Hospital Medical School, Paddington, London, W., on 
Tuesdays at 5 p.m , from May 3 to June 7. The lectures are open 
to all members of the medical profession and to all students in 
medical schools without fee. Details will be published in the Diary 
column of the Journal week by week. 


* 

Any Questions ? 


Correspondents should give their names and addresses ( not jor 
publication ) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Teaching Biology 

“ New Trends in Biology Teaching ” is the theme of a two-day 
conference which is being held on May 6 and 7 at the Borough 
Polytechnic, London, S.E.l. Professor, S. Mangham will give an 
opening address on “ Biology for To-morrow.” He will be followed 
by Miss Hilda Franks on “ Syllabuses.” Dr. L. M. J. Kramer is 
giving a lecture-demonstration, “ Preparing and Presenting Inexpen- 
sively a Year’s Course Based on the Theme ‘The Child’s Microbial 
Heritage.’ ” At the final session Mr. Richard Palmer will talk on 
“ Some Neglected Aspects of Human Biology in Schools.” Tickets 
for the conference can be obtained from the British Social Hygiene 
Council, Tavistock House North, London, W.C.l, price 5s. (exclusive 
of meals). 


SOCIETIES AND LECTURES 

Tuesday 

Society for the Study of Addiction. — At Medical Society of 
London, 11, Chandos Street, W , April 19, 4 p.m., Annual general 
meeting; "Alcoholism as a Neurotic Symptom," by Dr. R, D 
Newton. 

Wednesday 

Royal Microscopical Society. — At B.M.A. House, Tavistock 
Square, London, W C., April 20, 5.30 p.m., " The Use of Thin 
Sections of Entire Organs in Morbid Anatomical Studies/' by 
Professor J. Gough and Mr. J. E. Wentyvorth. 

Royal Institute of Public Health and Hygiene. — At'28, Portland 
Place, London, W., April 20, 3.30 pm., "Occupational Eye 
Diseases and lupines " (1), Illustrated, by Mr. Joseph Minton. 

Friday 

Cambridge Medical Society. — At Addenbrooke’s Hospital, Cam- 
bridge, April 22, 2.30 p m , “ Some Aspects of Epidemiology," 
discussion by Dr. A. M. McFarlan. 

Wfst London Medico-Chirurgical Society.— At Zoological 
Gardens, Regent’s Park, London, N.W., April 22, 7.15 pm. for 
7.30 p m., dinner meeting. 


APPOINTMENTS 

Bowfr, John, L R C P and S I , L A H , Physician, Provincial Hospital for 
Nervous Diseases, Farsille, St. Johns, New Brunswick, Canada 

Dewar, R Duncan, M B , Ch B , D.P H , Medical Officer of Health, Metro- 
politan Borough of Deptford. 

PrTFRS, L B.MB.BS., Senior Assistant School Medical Officer and Assistant 
to Medical Officer of Health, Brighton Corporation. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 


Darles.— On An! 1. 1949, lo Dr Celta Manone Davies (n£e Rappon), Wife 
of Dr D L Da\ics. 13. Engel Park, NAV.7, a son 
Giles.— On April 4 1949. at the City General Hospital. Stoke-on-Trent, to Ruth 
(n«5c Whitlc>), wife of Dr Christopher Giles, a son. 

Kai.— On March 2S 1949. at Wcstcatc, to Alexandra and Dr David Kav a 
son — Nicholas 


Kent.— On April 3. 1949 to Dorothy, wife of Dr. E. C. B Keat, a son 
Lamb. On April 3. 1949. at P M R A F Hospital. Halton. to Joan (n£e 
Turner) S R.N . wife of Ernest Hope Lamb, MB, Ch.B , Squadron- 
Leader. RAF. a sister for Ernest — Susan Jane 


DEATHS 


Baker.— On March 19. 1949. William Thomas Baker. LRCP., L R C S Ed 
Doacan.— On March 29. 1949. at Rmhm, Wales. Thomas Smith Duncan M B 
Ch 0 . of Nottingham 

!l HaT^M D P *FR C V* J p h " h ° mC ’ 3l * Thc Dmc - Ho ' c ’ Donald Georse 

Humphreys.— On March 30, 1949, *~Owen Rosser Humphreys, MR CS 

L R C P . of CanhS 

Joerw—Dun-'a January. 1949. Arthur Thoma* Jones, M.R C S , L.R CP. J p 
of Cardin *’ 


Mcklf,-On \rrfl 6, 19 
L.R C P . ar-yj 76 
MirevtJtie. — On Apnl 4 . 
Lie r* S'c-c M 'cs» 0 - 
— Os Ap'l 4, 194 
T R CS . of The O J 
— Os Apnl 6, 
O-a^en Rud-! 
VS Vu'tx. — Rrcrrt'y. Lie” 
Wlartcr. — On Marc** t| 
G"a -r W t— C D 


49. at Eastbourne. Gordon McKenzie McKie, MR C: 

1949. peacefully at Redroot Nursing Home, Crovdc 
•e, M D . of Cuckficld. Sussex, ared S5. 

19. at the County Hospital, York. Arthur Hedley V^ic 
House. York 

1549 at Foxholes Earn Wood Road. New MtUc 
ip* \\Tlans, M B . Ch.B 

-c! Hush Wilson LRC.P, LRCSEd, of Sheffie! 
. 1949. at Mcszrovc Park Hospital. Taunton, Herb< 
E . MC.MR CJS . L R C.P.. B-radtcr, late RjOi 


EarJy Ambulation after Confinement 

Q. — What are the latest views on early rising after confine- 
ments ? There appears to be a volume of evidence to-day in 
favour of getting patients up soon after operation ; how does 
this affect ambulation after confinement ? 

A.— Although letting a patient get up soon after labour is 
often advised and has been shown to be free from risk, it is not 
so popular and is not practised so yvidely as early ambulation 
after operations. The same arguments can be applied in its 
favour, but other considerations also arise. Very often, and 
especially if the patient has other young children, the preg- 
nancy imposes a prolonged physical and mental strain, and a 
short period of complete rest in bed is both yveicome and 
advantageous. Early rising, too, provides a great temptation for 
the woman to resume her domestic responsibilities too soon. 
Even in hospital practice it tends to make women clamour to 
return home early in the puerperium. There is also the ques- 
tion of the establishment of lactation, which is favoured by 
rest. There are, of course, counter-arguments ; for instance, 
a woman can often breast-feed more easily sitting comfortably 
on a chair than propped up in bed. Indeed, it becomes almost 
a matter of personal opinion ; yet so far many obstetricians, 
guided probably by general considerations such as the above, 
seem not to favour getting about too soon, and this is true even 
of those who encourage it in their gynaecological yvards. Some, 
however, have adopted a compromise, allowing their obstetrical 
patients up on the fifth or sixth day. There is something to be 
said for selecting the treatment to suit individual patients and 
their circumstances rather than following a rigid routine. In 
the case of caesarean section, when the purely medical advan- 
tages outweigh any social disadvantages, getting the patient up 
on the first or second day is already widely practised — often by 
those who insist on the traditional stay in bed after normal 
labour. 

Vitamin E in Heart Disease 

Q. — Is there anything further to report on the claims that 
excellent results have been obtained in cardiac cases by the use 
of a-tocopherol — a vitamin-E preparation ? 

A. — Vitamin E is found in all body tissues, and has a variety 
of actions. Consequently it yvas tried as a therapeutic agent in 
many different conditions, with, as a rule, disappointing results. 
Vogelsang, Shute, and Shute {Med. Rec., N.Y., 1948, 161, 83) 
reported strikingly beneficial effects in about 1,500 cases of 
every type of heart disease. They claimed that it was the 
“ most effective known drug in heart disease, and certainly 
the safest. The percentage of cases which show improvement 
following its administration is high (about 80%) ; the degree of 
improvement seen in the worst cases is often marked, and 
allows a return to activity in many cases of great disability ", 
the improvement continues for months, even years.” Since 
then vitamin f E has been used by a number of observers m 
this and other countries, but on the whole the results have been 
most disappointing. Makinson et al. {Lancet, 1948, 1, 10-) 
compared Tesults in 22 cases of angina pectoris, using vitamin E, 
phenobarbitone, aminophylline, and calcium lactate, and found 
the vitamin to be of no therapeutic value. They used a dosage 
of 150 mg. daily for three weeks. Ball, in a series of 10 cases 
of angina pectoris, using 300 mg. of “ ephynal ” daily for six 
weeks or longer, found that his results did not support the 
Canadian workers’ claims. Levy and Boas {Ann.- intern. Med., 
1948, 28, 1117), in 13 cases -of angina pectoris and of heart 
failure secondary to various causes, and also Baer, Heine, and 
Gelford (Amer. J. med. Sci., 1948, 215, 542), in 22 cases ot 
heart disease, including patients with heart failure and angina 
pectoris, found the results very disappointing. Both teams or 
workers used adequate dosage according to the standards ot 
Shute and his colleagues. Similar findings have been reportc 
from Denmark (Nord. Med., 1948, 37, 82). Shute {Lancet, 
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1948, 1, 301) considered that Makinson el cl. had used in- 
sufficient dosage for too short a time, and had not given 
enough data about their cases. He is supported in his claims 
by Hickman (ibid., 194S, 1, 652), who pointed out that the 
results may be due to a local preponderance of cases with an 
inadequate vitamin-E intake resulting from faulty dietary habits. 
Shute, however, constantly stresses that he uses the drug not 
as a vitamin but in relatively massive doses as a therapeutic , 
agent. He refers to the remarkable results obtained in dogs 
and cattle with cardiovascular disease (Lambert, Vet. Rec., 
1947, .59, 355), and also to the work of Govier on the bio- 
chemical background of the clinical results. Results comparable 
to those of Shute have not been obtained by other workers 
following the administration of vitamin E to patients suffering 
from cardiovascular disease. 

Exposure to Graphite Dust* 

Q. — Docs graphite dust constitute a danger to health ? If so. 
are there any .precautions which can be taken to safeguard the 
health of those exposed to it? 

A. — Mineral graphite, or plumbago, is a naturally occurring 
form of crystalline carbon, appearing as black soft masses or, 
less commonly, as crystals in igneous rocks. It is mined exten- 
sively in Ceylon, Madagascar, and West Africa, and there is 
also a* deposit in Borrowdale, Cumberland. Graphite is used 
in the manufacture of electric batteries, lead pencils, grate 
polishes, lubricants, crucibles, and in foundries. In these manu- 
facturing processes it is necessary for the graphite to be in the 
form ofa fine pow der, while “ commercial graphite ” may have 
added sand. The carbon content of natural graphite varies. 
Thus certain grades of Ceylon graphite are stated to contain 
between 60 and 85% carbon, while Korean graphite has a 
carbon content of approximately 85%. The remainder is com- 
posed of mineral ash, such as oxide of calcium, iron, or silica. 
Although the presence of silica in the ash has been recognized, 
there is little definite information about the silica content of 
natural graphite, but it may be as much as 5%. There is also 
a so-called artificial graphite with a very low silica content 
obtained from coal or coke by treating in electric furnaces. On 
the silica content will depend the risk to health of long periods 
of exposure to graphite dust. Precautionary measures are those 
for the suppression and control of the dust hazard at its source. 
To this end full use should be made of wet methods of working, 
and localized mechanical exhaust ventilation. 

Pelvic Allergy 

Q . — Is there such a thing as “ pelvic allergy ” ? If so, what 
are its effects, how can it be identified, and how treated ? 

A. — Some relationship between the female genital organs and 
allergic states has long been suggested as a result of clinical 
observations. For instance, asthma may first appear at puberty 
or the menopause, the attacks may be associated with menstrua- 
tion, and may disappear completely during pregnancy. The 
type of relationship is not constant, however, and may assume 
the opposite form. Again, symptoms referable to the pelvic 
organs may be manifestations of allergy' — some states of 
pruritus vulvae and cyclical ulceration of the vagina and 
vulva, for example. B. Zondek and Y. M. Bromberg (/. Obstet. 
Gynaec. Brit. Ernp., 1947, 54, 1) claim to have shown that many 
conditions, such as menstrual tension state, migraine, angio- 
neurotic oedema, urticaria, and cyclical keratitis, which tend to 
occur premenstrually are due to “endocrine allergy." They 
postulate that the patient is allergic to' one of the hormones of 
her own production, and they advise desensitization by the 
administration of graduated amounts of the appropriate hor- 
mone, the latter having been identified by skin tests. More 
recently C. Macpherson ( Canad . med. Ass. J., 1949, 60, 54) in 
an article entitled “Pelvic Allergy" puts forward the view — 
which, as he points out. is not original — that spasmodic dys- 
menorrhoea in young girls can be an allergic manifestation, and 
he claims good results from treatment with adrenaline and 
antihistamine drugs. It could be argued that an endocrine 
antigen is unlikely in such cases because the hormone levels 
are at their lowest during menstruation. However, bearing in 
mind the fact that the basis of spasmodic dysmenorrhoea may 
'be muscle ischaemia, it recalls the work of O. W. and G. V. 
Smith (Amer. J. Obstet. Gynec., 1947, 54, 212) on menstruai 


toxin, a euglobulin which has vasoconstrictive piroperties and 
which is liberated during menstruation. Some or all of these 
possibilities might well come under the unsatisfactory heading 
of “ pelvic allergy." 

There are clearly at least two problems involved: (a) general 
allergic reactions due to genital and endocrine functions ; and 
(6) genital reactions as manifestations of allergic states. The 
whole question remains very much a matter of conjecture, and 
most of the suggestions mentioned above await confirmation 
and proof. 

Contact Lenses for Myopia and Astigmatism 

Q. — Cert contact lenses be prescribed for a combination of 
myopia and astigmatism ? How are they obtained, how long 
does it take to get them, and what is the approximate cost ? 

A. — Contact glasses can be prescribed for a combination of 
either myopia or hypermetropia with astigmatism. By present- 
ing a spherical surface to the air the astigmatism is eliminated. 
To obtain the glasses a consultation should be arranged with 
an ophthalmic surgeon, who will determine whether the patient 
is suitable psychologically and the eyes are suitable physically 
for the lenses. On the basis of his examination of the eyes 
he will give directions to the technician, who will proceed with 
the making of the lenses. The time taken varies with the type 
of lenses ordered and the material of which they are made, and 
ranges from three weeks to three months. The cost is from 
30 to 50 guineas, plus the surgeon’s fees. 

Essential Amino-acids 

Q. — I believe that milk contcins all the ten essential amino- 
acids. Do eggs likewise contain ail ten — and are there any 
other non-meat products that contain them all? Car. you 
recommend an up-to-date book on the subject? 

A. — The proteins of practically all foodstuffs contain all the 
essential amino-acids. Gelatin is an exception. Flour con- 
tains relatively little lysine. Eggs have a high content of these 
amino-acids. In peas and beans the ratio of essential to non- 
essential amino-acids is rather lower than in meat. 

Two useful books are: Science and Nutrition, by A. L. 
Bacharach (3rd ed., 1947, Walts and Co., London), and Human 
Nutrition, by V. H. Mottram (1948, Arnold, London). 

Sympathectomy for Asthma 

Q. — Would you please let me know what operations upon 
the sympathetic and parasympathetic systems have beer, per- 
formed for the relief of asthma, and any references in literature 
to the subject ? 

A. — The following operations have been performed upon the 
sympathetic and parasympathetic systems for the treatment cf 
asthma: unilateral cervical sympathectomy (sympathetic chain 
and part of the stellate ganglion) ; stellate ganglionectcmy, 
unilateral and bilateral; right-sided vagotomy below the recur- 
rent laryngeal nerve ; bilateral resection of the pulmonary 
plexus ; procaine block of the stellate ganglion and upper 
thoracic ganglia, followed by their extirpation in cases where 
the asthma had responded temporarily to the block. The sub- 
ject is dealt with adequately in a special chapter of 20 pages in 
The Treatment of Bronchial Asthma, by V. J. Derbes and H. T. 
Englehardt (Lippincott, London, 1946), which contains twenty- 
three references. Further references are: Gay, L. N., Diag- 
nosis and Treatment of Bronchial Asthma (Baltimore, 1946) ; 
Malherbe, A., Pr. med., 1939, 47, 241 ; Tapella, P. A., Prensa 
med. argent., 1940, 27, 1553. 

Sulphonamides in Pneumococcal Pneumonia and Ulcerative 
Colitis 

Q. — (a) What is the best sulphor.amide for routine use in 
pneumococcal pneumonia, and in what dosage? (b) What 
sulphonamide is advised in the treatment of ulcerative colitis ? 
Should this be given by mouth or in the form of cr. enema, cr.d 
what is the dosage ? 

A. — (a) Sulphadimethylpyrimidine (sulphamezathine), or one 
of the other sulphadiazine homologues, is the most suit- 
able of the sulphonamide drugs for the treatment of pneumo- 
coccal pneumonia. In adults the oral dosage is as follows: 
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nitialiy 1.5 g., followed by 1.5 g. four-hourly for two to three 
fays ; 1 g. four-hourly for the next two days ; 1 g. six-hourly 
or a final two days. 

(b) Sulphaguanidine, succinylsulpbathiazole, and phthalyl- 
ulphatbiazole are of value in ulcerative colitis. The third- 
amed drug is probably the most satisfactory, and has been 
ecommcnded in oral doses as large as 0.02 g. per kilo of body 
/eight four-hourly for four weeks. Retention enemata of one 
f these drugs are often useful, 7 to 10 g. being dispensed in 
00 ml. of water or mucilage. 

Civattc’s Poikilodermia 

Q. — What is the aetiology of Civatte’s disease, and is there 
iny effective treatment ? ) have a patient who has had patches 
>1 brownish discoloration on both cheeks , with scaling and 
racking of the skin of the face, for the past two years, associ- 
i ted with irregular menses. A dermatologist diagnosed Civattc’s 
liseasc and prescribed various lotions, ointments, and later 
:-ray treatment combined with stilboestrol, but the skin is 
teadily getting worse. 

A, — The aetiology of poikilodermia of Civatte is unknown, 
t usually affects women about the menopausal period and 
ends to clear spontaneously in the course of a few years. It 
las been thought to be dependent on some disturbance of 
ndocrine function, adrenal or ovarian, and there does appear 
o be some response to oestrogen therapy in a few cases. As 
, rule treatment is without effect. A very similar affection, 
lescribed by Riehl in 1917 and not limited to women or to this 
ige period, is regarded as being related to the ingestion of fats 
>r the application of creams containing tar and petroleum 
iroducts. 

Ganglion 

Q. — l have a ganglion involving the common extensor sheath 
m the back of the right wrist of about six months’ duration. 
ft causes little inconvenience, but is unsightly in a doctor in 
nractice. What is the correct treatment ? Would incision, 
ivacuation of contents, and removal of a portion of the 
posterior wall be likely to lead to permanent disappearance ? 

A.— To be strictly orthodox complete excision of the entire 
Sanglion should be advised. But when, as in this case, it is 
fhe cause of no significant disability and little inconvenience 
t is tempting either to leave it alone or to attempt subcutaneous 
-upturn of the cyst wall by very firm pressure. If operation is 
mdertaken it should take the form of complete excision, carried 
3Ut with the aid of a tourniquet under genera! anaesthesia, 
rhis gives the greatest prospect of permanent cure. Simple 
svacuation with removal of part of the cyst wall, while entail- 
ng almost as much inconvenience as complete excision, is far 
ess likely to give permanent relief. 

Stilboestrol and Seminoma Testis 

Q. A patient aged 35 was recently operated on for seminoma 
if the testicle. There is no evidence at present of metastascs, 
l >ut the possibility cannot be ruled out. Is stilboestrol, or any 
■imilar preparation, likely to be effective, as in carcinoma of 
he prostate? If so. what preparation and what dosage would 
<ou recommend ? 

A. — There is no evidence at present that stilboestrol or any 
3ther preparation is of value in cases of seminoma of the 
esticle. After orchidcctortiy for seminoma it is advisable to 
five a course of high-voltage ,r rays to the aortic lymph nodes. 

Reaction to Dental Analgesia 

Q. A patient had pounding of the heart, gastric distension, 
md fairly severe pain in the jaw shortly after a tooth extraction. 
These sy mptoms, along with polyuria and frequency, continued 
rntil the following morning, when he obtained relief by vomit- 
ing. Tins appeared to be a case of acute acidosis due to the 
local analgesia, f s (here any way of counteracting these 
symptoms 7 

A.— Reactions following injection analgesia arc usually due 
o the adrenaline and not to the procaine or other synthetic 
‘ ana ‘?es!c employed. Pounding of the heart sometimes 
ea'va>*m! Cf i particularly if any of the solution 

i.iir.g adrenaline is inadvertently injected direct into a 


blood vessel. In a patient with cardiac disease the signs and 
symptoms may of course be more severe. Acidosis is not 
generally produced by local analgesia, but patients not infre- 
quently confuse local analgesia with general anaesthesia and 
fast for a period beforehand. This fasting may account for 
acidosis. There is of course no reason why the patient should 
not have perfectly normal meals before any extraction involving 
r local analgesia. 

Induction of Labour 

Q. — What is the best method of induction of labour for 
use by a general practitioner working in ordinary domiciliary 
practice ? What is the foetal mortality, if any ? 

A. — It is not stated whether it is desired to induce labour at 
term or prematurely. In ordinary domiciliary practice the 
general practitioner would probably be wise to transfer to 
hospital patients in whom the induction of premature labour 
seems indicated. When pregnancy appears to be at or after 
term, the minimum risk to- mother and foetus attaches to the 
induction of labour when the head is engaged, the cervix is 
effaced, and dilatation has begun. But when these conditions 
are fulfilled induction is rarely required. The safest method is 
a “simple induction” with castor oil, enema, and hot bath. 
Pituitary preparations should be used with caution and are best 
avoided, while quinine has fallen into disfavour beerfuse of 
reports of foetal death following its use. Surgical methods of 
induction are not generally suitable for domiciliary practice, 
although loosening the attachment of the membranes by a 
sweep of the finger inserted through the cervix is reasonably 
safe provided the conditions enumerated above are satisfied. 
The risks of induction of labour to the foetus cannot be stated 
in general terms;. they depend to a large extent on the indica- 
tion- for the operation and the time at which it is done, as well 
as on the method employed and the state of the lower segment 
and cervix. 


NOTES AND COMMENTS 

Getting Warm in Bed.— -Mr. R, D. Mothersolr (Bolton) writes: 
It is often difficult, especially for elderly people, to get warm in bed 
after getting up during the night. I suppose it is a matter of common 
knowledge (despite the trend of modern education) that warm-blooded 
animals get most of the heat they need from their voluntary muscles, 
which act as slow-combustion stoves and immersion heaters. The 
fuel, I need hardly say, is glucose. But I find it is less welt known, 
even by doctors, that by tensing one set of muscles against then 
opponents (e.g., flexors v. extensors) especially those of the lower 
limbs, but tho more the better, it is possible to warm up the whole 
body quickly, with practically no movement of the parts concerned 
nor disturbance of the bedclothes. 

Mind and Skin. — Dr. I. B. Sneddon writes : My article on “ Tire 
Mind and the Skin ” (March 19, p. 472) was an abridged version of 
the paper which was given to the Sheffield Mcdico-Chirurgical Society 
on Oct. 18, 1948. I should he grateful if this correction could bc 
made. 

Ankylosing Spondylitis. — Dr, F. Hernaman-Johnson writes: I 
regret that the dosage of gold and sodium bismuth tartrate is not 
made clear in my letter in your issue of April 2 (P- 591). It is 
0.001 g. of gold (as printed) and 0.5 grain (not 0.5 g.) of sodium 
bismuth tartrate. 


Correction. — Dr. T. Stephanides writes: With reference to the 
article “Ringworm of the Scalp: Treatment by X-ray Epilation 
‘without Subsequent Local Application " (March 26, p. 523), I would 
like to point out a typist’s error which crept into the text. The 
statement “ Open field 16.6 in. (42 cm.) diameter ” should, of course, 
have read “ Open field 16.6 cm. diameter.’’ It will be noted that o» 
the other measurements were given in the metric system only. 
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THE SECRETARY REPORTS 


N.H.S. FINANCE 

How many people really know how the National Health 
Service is financed, what proportion of the usual employee’s 
contribution goes to the financing of the Service, how much 
of the contribution goes to the family doctor ? A small 
survey has been made for the Association by the Gallup 
Poll to discover the extent of the public’s knowledge 
— or lack of knowledge — on such points. One of the most 
significant results of the inquiry is that only 2 out of 550 


persons questioned know that the portion of the 4s. lid. which 
goes to the doctor is in the region of Id. 

The facts, simply put, are that about one-eighth of the cost 
of the Service is met from the insurance contributions ; that 
on average about 8id. of the 4s. lid. goes to the Health Service, 
the remainder going to unemployment benefit, sickness benefit, 
widow’s pension, maternity benefit, retirement benefit, etc. ; 
that the general practitioner receives about 4Jd. a week (rough!) 
Id. from the weekly contribution and 3id. from taxes'). The 
full results of the inquiry are given below. 


The following three questions were put to 550 men and women chosen at random in eleven districts of Central 
and Greater London: 


1. Can you say how much you/your husband pays each week in contribution to the National Health 
Service ? 

2. Can you say what benefits this contribution covers ? 

3. (a) How much of your weekly contribution goes directly to the doctor 0 
(i) If “Don’t know": is it Id., 3d., Is., Is. 6d., or more than Is. 6d. ? 


Question 1 

Total 

Sc* 

Age Groups 

Economic Status 

Men 

Women 

21-29 

30-49 

50-64 

65 and 
Cher 

Well- 

To-do 

Middle 

Class 



3d. (married women) 

8 

__ 

8 

1 

6 

. 



2 

2 

3 

1 

4d.-Is 

3 

3 

. . 

1 

_ 



l 

— 

1 

1 

Is. ld.-C3s.10d.~4s. ltd) 

78 

37 

41 

24 

38 

16 

— 

i 

10 

65 

2 

Full amount N.I. 

271 

164 

107 

84 

125 

62 

— • 

19 

71 

172 

9 

Above full amount 

63 

29 

34 

12 

31 


— ■ 

5 

26 

32 

— 

Don’t know 

96 

37 

59 

23 

45 

22 

6 

7 

24 

48 

17 

Not working 

31 

10 

21 

. 3 

4 

4 

20 

1 

3 

11 

14 

Sample 

550 

280 

270 

148 

249 

125 

28 

36 

13S 

332 

44 

Question 2 











AU benefits 

63 

45 

IS 

12 

34 

17 



HH 

mm 

29 

4 

Medical benefits and some others 

209 

105 

104 

42 

J06 

55 

6 



130 

13 

Medical benefits only 

197 

90 

107 

67 

84 

33 

8 



121 

9 

Other benefits 

14 

8 

6 

2 


7 

4 

■ 

m 

10 

3 

Don’t know- 

67 

32 

35 

* 25 

19 

13 

10 

K 

KB 

42 

15 

Sample 

’ 550 

2S0 

270 

148 

249 

125 

28 

36 

■ESI 

332 

44 

Question 3 (c) 






1 


1 


’ 

Id 

2 

1 

1 



2 




„ 

7 


2d.-3d 

15 

12 

3 

4 

7 



7 

5 

7 

1 

4d.-1s 

95 

67 

28 

21 

44 


mutm 

7 

34 

50 . 

4 

U. Id -Is. 6d 


7 


— 

4 



l 

4 

1 

1 

Over Is. 6d. 

12 

7 

5 

4 

6 



I 

3 

8 

— 

Nothing at all 

9 

2 

7 

— 

S 

I 

H # 

7 

3 

2 

2 

Don’t know 

410 

184 

226 

119 

178 

87 

26 

23 

89 

262 

36 

Sample 

550 

280 

270 

14S 

249 

125 

2S 

36 

13S 

332 

44 

Question 3 (6) 












Id 

9 

5 

mat 

5 

2 

l 

1 

1 

4 

3 

1 

3d 

61 

29 


20 

23 

10 

8 

5 

77 

27 


Is 

95 

49 

■pB 

32 

40* 

22 

1 

6 

20 

66 

3 

Is. 6d 

41 

23 


16 

13 

11 


3 

11 

26 

- 1 

Over Is 6d. 

55 

24 


10 

29 

14 

7 

3 

12 

3S 

7 

Don’t know 

149 

54 

95 

36 

71 

29 

13 

5 

20 

102 


Sample 

410 

184 

j 226 

1 

119 

ITS 

S7 

26 

23 

89 

262 

is 
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MINISTRY INQUIRY INTO G.P. 
REMUNERATION 

The Ministry of Health has started an inquiry into the remunera- 
tion of genera! practitioners working in the National Health 
Service in England and Wales, It has circulated a questionary 
to all executive councils requiring information about payments 
made to all practitioners on their lists. The information is to 
reach the Ministry by April 23. Information about all pay- 
ments made to doctors from Juty 5, 1948, to March 31, 1949, is 
to brreturned. Sums which the councils should have paid, but 
failed to do, by March 31 are stated separately, but sums which, 
although earned during the period, would not normally be paid 
until after the close of the period will not be included. 


BONDS WITH ASSISTANTS 

There may be an impression that an assistant who is' a trainee 
under the Ministry of Health scheme is in a category some- 
what different from other assistants, and that the principal is 
protected from encroachment on the termination of the period 
of training. This is not so. and principals are therefore advised 
to enter into the usual assistantship bond with the trainee. 


TEMPORARY RESIDENTS 

\ 

Doctors have ?t last received payments for the treatment of 
temporary residents, but some of them may not fully under- 
stand the basis and method of payment adopted. The sum 
of 8s. has been paid to executive councils out of the central 
pool for each temporary resident attended during the two 
quarters ending Dec. 31, 1948. Executive councils, in making 
payments, were instructed to take one-third of the number of 
claims made by a doctor for temporary residents and credit 
the doctor with that number of units (a unit being equivalent 
to payment for an ordinary patient for three quarters) multi- 
plied by whatever ratio of credits was in operation in the area 
under the old N.H.I. Act. This method of payment, as well 
as the amount allocated from the central pool, is provisional, 
and it will be reviewed by the General Medical Services Com- 
mittee so that it may recommend to the Ministry the most 
suitable ami equitable method of payment for future quarters. 


EMERGENCY DENTAL TREATMENT 

The Ministry of Health has devised a new procedure to 
facilitate the speedy dental treatment of patients who require 
treatment urgently. The arrangements include a new form 
)E C.17A), the use of which will be confined to the following 
items of emergency treatment : (a) not more than two extrac- 
tions. ( b ) general anaesthetic, and (c) dressings. The fee for 
each procedure is 10s. 


CLAIMS FOR UNEMPLOYMENT BENEFIT 

Rev ised* arrangements have been made in the procedure for 
claims for unemployment benefit where doubt arises whether 
a claimant is capable of work, or where a claimant contends 
that he is unfit for certain kinds of work but fit for others. 
Such a contention might be mad c in relation to the statutory 
di-qualifications for refusing suitable employment or leaving 
employment voluntarily without just cause. 

With certain exceptions such claimants will be examined by 
an appointed Examining Medical Officer. These officers will 
rorm-itly be the same as the independent Medical Referees 
'he control of Engagement Orders, all of whom have 
been invited to undertake this work, which is from the medical 
standpoint virtually identical. 

The number of cases to be examined will probably be 
comparatively few. 


PAYMENT OF PART-TIME SPECIALISTS 

In accordance -with the Spens Report on- the Remuneration 
of Consultants and Specialists the proposed terms and condi- 
tions of service of hospital medical and dental staff (Siipplc- 
ment, March 19, p. 149) include two formulae for relating 
payment of part-time specialists to that of whole-time 
specialists. If x is the number of notional half-days worked 
by a part-time specialist, the part-time salary is in proportion 
to the whole-time salary in accordance with one or other of 
the following formulae, whichever gives the less result : 

x x .v* (II — x) 

— -h — or — + 

11 44 11 44 

The maximum remuneration for part-time appointments is 
9i elevenths of the whole-time salary appropriate to the grade. 



The effect of this proposal is illustrated in the accompanying 
graph. The vertical ordinate shows the number of 44ths of 
the whole-time salary that the part-time specialist may earn, 
and the horizontal ordinate the notional half-days that he may 
work. Up to 54 notional half-days the first formula applies, 
and after that point the second. The maximum remuneration 
for part-time appointments (38/44 of the whole-time salary) 
corresponds to a working time of 9 notional half-days, and 
shown by the fine-dotted line. * 


HEARD AT HEADQUARTERS 


How They See It 

The United States is taking an extraordinary interest in our 
National Health Service. One American medical 
Medical Economics, has sent its editor, Mr. \V. Alan Ricnar 
son, to make a survey of how the Service is operating. 1 
view of the fact, as he says, that the prospect of some s 
of Federal sickness insurance programme grows stronger » ai I 
in the States. Mr. Richardson, who attended the Spec*; 
Representative Meetings as a visitor, is spending a mont 
this country. Before coming he picked out at random " ^ 

the Medical Directory about 200 names representing a c * 
section of the medical community, all the way from Lo 
to Aberdeen, and in Wales and Northern Ireland, an 
endeavouring to interview as many of these doctors as he • 
His schedule of questions is comprehensive and f*” e,n L , ‘ 
He is here to make a balanced study uncolourcd by V 
bias or predilection. It is gratifying to learn that be has 
with the greatest courtesy and co-operation from all ' 
he has interviewed so far. 
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A Rosy Picture 

Talking of the States, the Brooklyn Eagle, which might be 
compared to our Manchester Guardian, has column after 
column on the subject of our Health Sendee. It paints a 
rosy picture of its blessings. “ Eyeglasses, hearing-aids, and 
svigs, and every possible device . . . are to be had for the 
asking.” We are told that tens of thousands of bald men 
have been provided with two free wigs. Why two ? That 
is because a man will have one to wear while the other 
is being cleaned and kept in good condition at a shop which 
gives such service at Government expense. The most enthu- 
siastic sponsors of the Sendee announce, without the trace 
of a smile, says the Eagle correspondent, that untold millions 
now alive trill live to such great ages that the nation will 
have to build special homes for them all over the island. 
Another dispatch declares that England’s free National Health 
Service is providing everybody, even casual visitors, with any- 
thing and everything they may need for their physical and' 
mental welfare. The general popularity of the Sendee, it is 
said, is measured by the high praise the political parties pour 
upon it. They are all for it, and claim it as their 
child. Even guarded criticism brings retribution, as it did in 
South Hammersmith, where the by-election was lost to the 
Conservatives, so says this American obsen’er, because some 
of them had ventured to suggest that it was fiscally mismanaged. 
The average workman and his wife are delighted. In the pro- 
fessions and many of the “ white collar ” groups there is 
misgiving, but in the medical and dental professions themselves 
the chief amazement is at the absence thus far of the domina- 
tion of bureaucrats. 

The Milk Problem 

A Joint Committee of the B.M.A. and the National Veterin- 
ary Medical Association, with equal numbers on each side, is 
starting some useful work. It has decided to tackle first of 
all the subject of milk and milk products, including the health 
of the cow. When that job is done it will turn to meat and 
meat products (presumably if by that time meat has not 
vanished from the British table). The committee has already 
had some long discussion on milk in relation to child and family 
health, and at its second meeting the other day it considered a 
long memorandum on milk distribution in which the present 
marketing and retailing methods were reviewed, and the ques- 
tion of the cleanliness of milk and the prevention of contami- 
nation at the various stages of production and delivery was 
gone into very thoroughly. The committee is addressing itself 
to the question of ensuring efficient and cheap deliveries — by 
efficient delivery being meant a system whereby every domestic 
consumer -will be able to obtain, within reasonable limits, the 
type of milk he desires, free from any risk of disease and 
capable of keeping for at least twenty-four hours after delivery 
to his home. 

Definition of Terms 

When Dr. Grant, European director of the International 
Health Division of the Rockefeller Foundation, addressed the 
Institute of Almoners the other day he began by defining his 
terms. He said that, as he was travelling about in various 
countries, when people talked to him about social medicine 
and used similar phrases he was accustomed to ask them 
whether they understood semantics. “Are we speaking the 
same language ? ” — a very necessary question, especially with 
the new terms and phrases which are now becoming current 
in. social and State medicine. The same difficulty of precise 
definition was referred to in the recent debate in the Royal 
Society of Medicine on specialization. The opener. Sir Robert 
Young, said that he consulted Dr. Johnson about the meaning 
of the word, but the great lexicographer had let him down. 
He had no definition of “ specialization ” to give, and of 
"specialty” or “speciality” he would only say that it meant 
“ particularity." The Century Dictionary was not much more 
helpful, defining “ specialization ” as “ the state of being or 
becoming a specialist.” It is interesting to find Murray's first 
definition of “specialist” as “a medical practitioner who 
specially devotes his attention to the treatment of a particular, 
disease or class of diseases," and the first reference quoted 
from literature to the use of the word “specialist” in that 
connexion is dated 1856. 


The Next London Health Centre 
After Woodberry Down the next health centre to be estab- 
lished by the L.C.C. will be at Poplar. It will be erected in 
the East India Dock Road, and will serve an area bounded 
on the north by Limehouse Cut, on the east by the railway, 
and on the south by the northern boundary' to the West India 
Docks. The population which it will ultimately serve will be 
Something like 18,000, but for the time being, until other health 
centres in adjoining areas are available, it will serve a popula- 
tion of 30,000. It will have doctors’ and dentists’ suites, ante- 
natal, post-natal, and child welfare clinics, a school treatment 
centre, and accommodation for ancillary’ services and health 
education. The cost is estimated at £150,000, as compared 
With £162,000 at Woodberry Down. The third health centre, 
to be included in the scheme of priorities for the year ending 
March, 1951, will be in Kingsland Road, Shoreditch. This 
will be in a converted building, and will cost only £60,000. 
The architect is already at work on the scheme. For the year 
ending March, 1952, three more health centres are on the list 
of priorities. 


Questions Answered 


Maternity Service Payments 

Q. — According to the rules on Form E.C.24 the payment 
promised is 7 guineas and the minimal antenatal care required 
is the initial examination plus an examination at the 36th week. 
My executive council has allowed only 10s . 6d. for the ante- 
natal visit and 4\ guineas for the confinement. The amount 
therefore is usually less than 7 guineas. 1 should be glad of 
your views. 

A.— A fee of 7 guineas is admissible where the initial exami- 
nation took place after the appointed day, a further examina- 
tion was conducted at the 36th week, and where the statutory’ 
post-natal examinations are carried out (attendance at the 
Confinement is left to the discretion of the practitioner). How- 
ever, where the initial examination took place before July 5, 
1948, it has been agreed that a fee of 10s. 6d. will be paid for 
each antenatal examination carried out after the appointed day, 
the practitioner looking to the patient for reimbursement for 
any services carried out before the appointed day. 

Fitness for Work 

Q. — The first sentence of a printed letter ( Form RM.2 ) which 
l have received from the divisional medical officer of the 
Ministry of Health reads as follows: "The above-named 
insured person, who is stated to be certified by you as incapable 
of work, has been referred by the Ministry of National Insur- 
ance for advice as to capacity for work." Unless 1 am guilty 
of deliberate wrongful certification, or my judgment is at fault, 
the person concerned is still unfit for work. Ami obliged to 
supply the particulars asked for of the case, with or without 
the patient's approval? Is the patient obliged to attend for . 
examination if requested ? If the regional medical officer comes 
to the conclusion after examining the patient that she is fit for . 
work, and the patient and I maintain that she is not, what is 
then the position ? Will insurance benefit be withheld, and has 
the patient any redress ? 

A. — A general practitioner is required (clause 7 (13) of Part I 
of the First Schedule to G.M.S. Regulations) “to furnish in 
Writing to the medical officer within such reasonable period as 
the latter may specify any clinical information which he may 
require with regard to the case of any patient to whom the 
practitioner has issued or declined to issue a medical certifi- 
cate.” The pafient is not compelled to attend for examination, 
but failure to attend, if requested, may result in suspension of 
sickness benefit. 

_ If the R.M.O. declares the patient fit for work, suspension of 
sickness benefit will follow normally, but the patient has a 
right of appeal to a local appeals tribunal against suspension. 
If the patient's doctor is still of opinion that the patient is 
incapable of work he should continue to issue certificates of 
incapacity. 
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Use of Accessors Accommodation — Beds are used in out 
lung cottage hospitals, to iihtclt some patients from these areas 
are transferred in a pre convalescent stage The largest measure 
of co operation has been received from the various cottage 
hospitals During the 1 1 months 439 cases have been so dealt 
with The local Isolation Hospital has also recentlv provided 
a small block of eight beds for convalescent cases, which is 
proving a great help 

More minor cases are dealt with by being admitted for one 
da' — eg, cases of varicose veins, certain cases of D and C 
etc Certain cases doubtful!} suitable for admission are brought 
to the out-patient departments, seen b} the appropriate consul 
tant and returned home if considered suitable Admission of 
certain cases is deferred for a few days after consultation and 
agreement with the outside practitioner This has resulted in 
some cases not requiring admission Some institutional cases 
have not been admitted to hospital after consultation with the 
outside practitioner The Graph illustrates the size of the lists 
each month 

A comparison of the numbers put on waiting-lists during the 
month and the numbers admitted and taken off the lists during 
the same month shows the following figures 


Januan Debit balance 

370 

August Credit balance 

262 

Febuar> Debit balance 

219 

September 

Credit 


March Debit balance 

17 

balance 


85 

April Credit balance 

72 

October Debit balance 

60 

Credit balance 

S4 

Not ember 

Debit 


June Debit balance 

10! 

balance 


6s 

Jul> Credit balance 

V2 




The advent of the National Health Service has seen a great 


increase m attendance at out patient departments with conse 
quent swelling of vvamng lists Comparative total out-patient 
attendances at the various hospitals for the year ending Nov 30 
are as follows 1946-7, 103,695 1947-8 132 616 

This great increase has of course affected adversely the reduc 
non of the lists During the period Jan 1 to Nov 30 1948 
7 260 cases were added to waiting-lists and if some scheme had 
not been put into operation the lists would have tended to 
become unmanageable Much of this increase should not recur, 
and the general state is more satisfactory than it was twelve 
months ago The present position is that for the medical and 
general surgical lists all non-urgent cases entered prior to Jan 1 
1948, have now been admitted some of these had been waiting 
for lone periods All cases are reviewed vveeklv, and all urgent 
cases are admitted earlv Consultants visit the office regularlv 
with advice on their cases A comprehensive view of the 
problem is facilitated bv the fact that all the hospitals have 
the same management committee The organization has re 
ceived the greatest help and co operation from hospital staffs 
and practitioners, and this has made the scheme workable 
When all hospitals are full and an urgent case has to be 
admitted (which cannot go to another hospital if in a fringe 
area) there is an inter-hospital arrangement whereb} the local 
hospitals dealing with the type of case in question take it in 
turn to accommodate the patient Free choice of hospital ov 
practitioner and patient is preserved so far as practicable, but 
it has been found that special request for a named hospital does 
not arise frequentl} The organization of such a service depends 
on a skeleton scheme as a basis and the local working out of 
details which wall differ in different areas 


Summary 

A Central Bed Bureau has been instituted for an area where there 
is a shortage of hospital beds for acute cases and a sharpK nsine 
waiting list All cases, emergency and w amng list, are included This 
cues a comprehensive view of the problem as a whole The fullesl 
co-operation of all hospital stalls and practitioners is evident The 
, hospitals have tended to become regarded as a simile unit, and 
- requests for a particular hospital have not been encountered often 

Ault the assistance of ancillary measures to save beds the wamne 
lists requiring aamission are on a more satisfactory basis in spite 
of the gteat increase in demand consequent on the introduction of 
the National Health Service 

In areas where there is a shortage of hospital beds for acute 
cas»s it would s^cnv to be desirable to institute a comprehensive 
svKmc for admissions suiting local needs, especially m view of the 
Steady increased numbers of persons attending hospitals 


Correspondence 


Absurdities in Pav-bcd Regulations 
Sir —I haie been perusing the regulations for pas -bed 
accommodation issued bv the Ministry of Health 194S 
No 1490 ( Supplement Julv 31 1948, p 61) and note that the 
fee to be paid a surgeon depends on whether the operation he 
performs is classified as major’ (fee 50 guineas) inter 
mediate (fee 25 guineas), or minor (fee 10 guineas) 
Turning to the schedule of gynaecological operations I find 
that whereas hysterectomy is classified as a major operation, 
simple mvomectomv is classified as an intermediate opera- 
tion But what is a simple ’’ myomectomy t Does it refer 
to the position, or the number or the size, or sizes of the 
fibroids m the uterus n Anyone having expert knowledge of 
gynaecological operations knows that the average risks of 
myomectomy are about the same as those of hysterectomy 
(Wertheim’s operation excluded), while the skill and experience 
required for the former operation is considerably greater than 
that required for the latter Mvomectomv because it is con- 
servative, fulfils a much higher ideal than destructive hyster- 
ectomy, and yet this precious schedule puts a premium on the 
latter 

Salpingectomy and salpingostomy ( chronic whatever that 
means v ith regard to salpingostomy did the author think 
there was an operation for acute tubal closure ’’) are likewise 
classed as intermediate though anyone with experience of tubal 
surgery knows that many of the operations for chronic tubal 
disease (especially when tuberculous) are exceedingly difficult 
and lengthy while salpingostomy particularly when performed 
to re establish the patency of the inner ends of the tubes, is an 
exceedingly delicate and prolonged operation requiring special 
experience and skill 

There are many other absurdities in the schedule, but these 
I cite will suffice to show that whoever drew it up did not 
possess the expert knowledge it required or else was exceed- 
ingly careless and perfunctory One would have thought that 
the Ministry would have had no difficulty in procuring aclnow 
ledged authorities on gynaecological surgery to draw up the 
schedule Or is it that among the ranks of these there are no 
Socialists °~l am etc 

London VV I VICTOR BoNXEV 


Remuneration of Specialists 

Sir- — Truly we live in an age where quantity overrules 
quality The outbursts of criticism and comment on the terms 
and conditions of general pracutioners under the Act, obviously 
unsatisfactory to all doctors, are in direct contrast to the lack 
of interest m the plight of the consultants, relatively a mere 
handful of individuals The Tunes echoed bv the Lancet in 
a leading article lays emphasis on the dissatisfaction of the 
general pracutioners at being paid less than the consultants 
and the British Medical Journal generally appears to think the 
consultants are very fortunate 

Before commenting on the Ministers proposals it would be 
as well to capitulate certain basic facts and events which must 
be taken into consideration 

(11 No consultant or specialist at present holding a senior post 
has benefited from ihe proposed salaries payable to trainee specialists 
He has learnt his an under the old unpaid or underpaid system, 
conditions which be accepled in Ihe hope of recouping the lost 
(financial) vears when fully trained 

(2) Pm ate practice is fast disappearing The causes of this are 
the Inch rale of compulsory insurance levied on the erstwhile private 
panent the high cost of nursing home beds (and their scarab.) and 
the fact that for pmatc beds the hospitals have now doubted and 
in some cases trebled their charges 

(3) Consultants are to be paid for their hospital work which thev 
p-cvtoqsJv performed free 

(4) The free consultation in the patient s home is replaced b' tl e 
domiciliary scheme 

(5) The Consul ants and Specialists Committee of the British 
Medical Association is alleged to represent all the consultants and 
ypeciih-tc m the country It is h3rd however, to 'ee how the 
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members of this committee are to obtain the views of their constitu- 
ents. It is understood that the Royal College of Physicians is calling 
a general meeting to discuss the proposals, but no word has been 
heard of the Colleges of Surgeons and Obstetricians and Gynaecolo- 
gists or the Scottish Corporations doing likewise. The representa- 
tives of the regions will have received proposals from the staffs of 
the hospitals in the regions, but these representatives (of the great 
majority of consultants and specialists) are very much in the minority 
on the committee. 

Bearing in mind the above facts, it is suggested that the 
proposals would be acceptable if adjusted in certain respects. 

(1) The Spens Report, accepted in principle by the Minister and the 
profession, should be properly implemented. This means that the 
rates of remuneration should be raised to cover the 85% increase in 
cost of living. 

(2) The fees for domiciliary visits should bear some relation to the 
time spent and knowledge required. The fee of 4 guineas is adequate 
for a patient within a hundred yards of the consultant’s home, but 
there are not many of these. A reasonable fee should be paid accord- 
ing to the distance travelled in a scattered region, and allowance 
must also be made for the fact that a six-mile journey in London 
takes as long as a twenty-mile one in Devonshire. 

(3) The special merit awards should be allotted purely on seniority. 
The jealousy and bad feeling likely to be engendered by any other 
system would be detrimental to the profession. Also, any system 
requiring recognition is likely to encourage massive publication of 
inaccurate and useless information with the idea of catching the 
assessor’s eye. The busy and competent consultant will never be 
noticed. 

(4) The mileage allowance bears no relation to the costs of a car 
under present conditions, to the county rates paid before July 5, or 
to the Whitley Council scales for local authorities. It has been 
rumoured that members of the Coal Board receive 2s. 6d. per mile, 
but I cannot substantiate this and would accept correction. 

(5) Why should there be a limit to the number of domiciliary visits 
paid for ? No other trade or profession is expected to work for 
nothing. No doubt the Minister fears dichotomy, and the mass 
of honest consultants must work for nothing lest a few black sheep 
steal an unnecessary fee or two. 

No doubt there are other criticisms both constructive and 
destructive, but it would be better if they were voiced now 
and not, like the general practitioners’, after the signature has 
been placed on the dotted line. — I am, etc., 

Exeter. Devon DEREK JEFFERISS. 

Sir, — S ome comparisons may now be made between the pro- 
posed remuneration of whole-time National Health Service 
specialists and whole-time non-professorial medical university 
staff, and from the point of view of the latter they are most 
unsatisfactory. 

Die universities seem to have been influenced loo much by 
the fear of possible reaction from their staffs of faculties 
other than medical, who have now in any case had their salaries 
raised. It should be a sine Qua non that medical men receive 
the same treatment in all branches of the profession. To state, 
as has been done, that the amenities of university life com- 
pensate for less remuneration is hardly intelligent reasoning, 
because by virtue of his work and frequent emergency calls, 
day and night, the clinical worker cannot take the vacations 
and “ time off for thinking ” that the non-medical don can. 
Junior members of university staffs in many centres, although 
paid by the university, have little if any contact with academic 
university life, and are not necessarily members of any 
university college. 

It would appear that in many cases the maximum salary for 
the university specialist is the minimum for his opposite num- 
ber in the National Health Service, and he is to lose a consider- 
able sum (the equivalent of nine months’ extra salary) because 
the universities are not bound by a clause retrospective to 
July 5, 1948. The obvious solution of allowing the university 
specialist to be remunerated for clinical work which, after 
all, he carries out in a National Health Service hospital has 
not been accepted. 

I trust that the British Medical Association will note these 
facts and come to the aid of a small but important branch 
of the profession. The only individual remedy would be to 
resign and take a National Health Service post. The univer- 
sities. I predict, will not get the best if they adhere to their 
present decisions. — I am. etc., 

Oxford. G. Gordon Lennon. 


Democracy or Oligarchy ? 

Sir, — M ost doctors hate committee work and politics— this 
is an axiom. The minority who take up this sort of work, 
whether the motive be a subconscious wish for power or a 
strict sense of obligalion, tend to become separated from ther 
colleagues. Usually they arc beset by two dangers again; 
which they must be constantly on guard if they arc to remai 
faithful to the cause they set out to serve. 

In recent years the work of the medical politicians ha 
become, rapidly more and more exacting. It demands a 
immense amount of work, for instance, to be a useful membe 
of the B.M.A. Council or to keep sufficiently informed c 
day-to-day developments to stand up effectively for medics 
interests on a local executive council. 

As his grasp of the complex issues develops, the medics 
politician finds it increasingly difficult to bridge the gul 
between himself and the bulk of his professional colleague 
who stand aloof. He begins to lose the common touch i 
matters political, and to bother less and less to explain hi 
actions and consult the wishes of those whom he represent: 
He tends to feel, with some justification, “I’m doing this war 
for them. Why should J run after them ? The least they ca 
do is to keep in touch with me if they want a voice in things. 
And so, little by little, he may lose his basic ideal of demoerne 
and contribute to the growth of its most dangerous weed- 
oligarchy. 

When one finds that recommendations of the B.M.A. Counc 
to the Representative Body, or of the General Medical Service 
Committee to its parent, the Conference of Local M edict 
Committees, arc published in the national Press as if they wer 
established policy before the profession’s representatives hav 
even met to consider them, one is moved to ponder thes 
things. — I am, etc., 

Orpington, Kent. A. C. E. BREACH. 

Statistics of Extra Work - 

Sir, — I t is the general opinion of the vast majority of genera 
practitioners that the amount of work demanded by patient 
has greatly increased since the inception of the National Hcaltl 
Service Act. If this is the case, and I believe that it is, > 
will be necessary to prove this to the Ministry of Hcaltl 
beyond any shadow of doubt. 

In my opinion it can be done if doctors will punctiliousl: 
enter on the back of the Medical Record Cards (Forms E.C.: 
and E.C.6) every item of service rendered to a patient, nt 
matter how trivial. The Ministry of Health’s instruction 
“ This column is provided for doctors to enter A, V, or C 
at their discretion ” should be disregarded altogether. It shook 
be a simple matter to compare figures obtained in this 
with similar statistics which were obtained in N.H.I. days anc 
which are already in the hands both of the B.M.A. and the 
Ministry of Health. 

I am well aware that at the end of a busy day it is ver) 
laborious to enter up items of service in this way, but if wt 
are to be in a position to prove our statements with regart 
to added burden of work in the new Service we must b< 
prepared to make the necessary extra effort. — I am, etc., 

Bclford, Norlliumbcrlaml. D. T. MCDONALD. 

Refresher Courses 

Sir, — I intended to enrol for a G.P. refresher course to hi 
held at the University of Edinburgh, for which Governtncn 
grants are available. The University confirmed that a P> ac( 
would be reserved for me and I applied for the grant throng' 
the usual channels. . ... 

The Department of Health for Scotland, which is responsible 
for financial arrangements, has now informed me that nil 
application for a grant has been refused. The reason E' v ' cri 
is that payment of fee and expenses can be made "only lot 
doctors who either arc ex-Scrvicc medicai officers or arc .1 
general practice as principals under the National Health Service 
arrangements.” Since I am an assistant and not a princip* 
no grant can be made to me, . . . 

It would be interesting to find out why this discrimmau 
between principals and assistants is being made. Should n 
the medical standard of an assistant be just as high as t 
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of a principal ? Surely every doctor in general practice, 
whether he works as a principal or as an assistant, carries an 
equally great responsibility towards the patient. At any rate, 
if the Ministry intends to exclude assistants from grants 
towards courses, such a decision should be made perfectly 
clear in advance. Although there exists a memorandum setting 
out the conditions (G.P.R.C.l), nothing is said about the 
exclusion of assistants, and disappointments which could be 
avoided are thus bound to follow. — l am, etc., 

Assistant. 

Trade Unionism 

Sir— What I have to say in this letter will be acceptable to 
the advocates of trade unionism, but T hope to address myself 
with sufficient objectivity to interest at least those who are 
either indifferent to or antagonistic to any organization with a 
trade union structure. 

The medical profession as a whole is realistic. It cannot 
change the framework of the new social order, whether we 
like it or not. There is no looking back, but on the contrary 
'we must adapt ourselves with some intelligent anticipation to 
the future. The liberty of the profession can be enjoyed only 
in obedience to laws which are not irksome or oppressive yet 
involve control and restraint for the benefit of the whole medi- 
cal community. We require, as Professor Whitehead puts it, 
- “ a doctrine as to the social mingling of liberty and compulsion.” 

The growth of group action in the pursuit of economic 
interests can be effective only if the group organization con- 
cerned can exercise adeqoate control over its members and 
those within its sphere of action. To do so we must survey 
the internal legal structure of the group entities which have so 
largely replaced the individual in the economic struggle. 

The growth of trade unions and business associations leads 
to the replacement of individual bargaining by collective group 
agreements which more and more curtail the freedom of the 
individual. by penalizing the outsider and compelling the mem- 
ber to submit to collective terms. It means a sacrifice of free- 
dom-in substance. This point most doctors, who think clearly 
and freely, have recognized, but it means an enormous change 
of attitude and outlook. \ 

What are the aims of trade unionism ? Perhaps the Pest 
definition is that of the Webbs : “ A trade union as we Under- 
stand the term is a continuous association of wage-earners for 
the purpose of maintaining or improving the conditions of their 
employment The purpose of the trade union is the protection 
of the standard of life — that is to say, the organized resistance 
to an y innovation likely to tend to the degradation of the wage- 
earners." These definitions are true in 1949 as in 1902, when 
the Webbs WTOte the History of Trade Unionism. The purpose 
of trade unionism has not changed, but its methods. 

Such is the influence of the movement that its co-operation 
is no w recognized as vital in the execution of the plans of the 
--Ajovemment. The Government is at every stage bound to con- 
qjgult, as other Governments did in two wars, the unions on 
^matters of industrial and social policy. The old methods of 
^strike, agitafion, and political opposition are in the process 
of being replaced by negotiation and consultation on terms of 
equality with the employers. Trade unionism should encourage 
a community of interest between employer and employee, even 
if the employer is the State' and the employee the doctor. 

Unless we possess legal powers analogous to those of a trade 
union, both as regards withdrawal of service and the economic 
, support which would be essential if that service is withdrawn. 
, end we are afforded the Tull protection of the Trade Disputes 
Act, 1906, we are rendered materially impotent in our negotia- 
; lions with the Government. In the words of Mr. Justice 
Holmes, “True liberty of contract can begin only where 
, equality of bargaining power begins.” 

The change in the status of the doctor since July 5, 1948. 
;§~ts not only altered but increased the problems of the profes- 
sion. Many doctors, for reasons which I can well appreciate, 
refuse to consider themselves as “ workmen ” or “ employees.” 
They still feel that they are independent contractors. I would 
■'j respectfully remind them and Sir Valentine Holmes, K.C., that 
’ employed and employment are defined in the National Insurance 
Act in Section 1 (2) and in Section 7S, and include trade, busi- 
ness, profession, office, or vocation. A person who is gainfully 


occupied for the purposes of National Insurance is one who is 
engaged in any trade, business, profession, office, or vocation, 
and is wholly or substantially dependent thereon for a liveli- 
hood. “ Self-employed ” persons include small traders and all 
professional persons, unless, though qualified, they are paid a 
salary or other remuneration under a contract of service. 

The Minister of National Insurance has designated general 
practitioners as “ self-employed," yet has ruled that specialists 
in contract with regional hospital boards who are engaged for 
more than half their time in their appointment under one 
board are to be regarded as “ employed ” persons, but that 
those who are engaged for less than half their time under one 
board are regarded as “ self-employed ”■ — a complete lack of 
uniformity and contrary' to the definitions in Section 1 (2) and 
in Section 78 of the National Insurance Act. Although the 
Minister of National Insurance designates some of us as “ self- 
employed ” we are by virtue of the above-mentioned Sections 
“ employed ” persons because of our salaries, remuneration 
and emoluments on which we are wholly or substantially now 
dependent for a livelihood. 

I submit, therefore, with some respect that the arguments 
expressed by Sir Valentine Holmes, K.C., on points (2) and (3) 
in his further and fuller Opinion published in the Supplement 
of April 2 (p. 171) are not cogent because they are based on 
incorrect assumptions. 

With regard to his point (1), that he does not think that 
doctors are employed in “trade or industry,” I would draw 
attention to the words of Lord Wright in National Association 
of Local Government Officers V. Bolton Corporation, 1943, A.C. 
(at pp. 184, 185). “‘Trade’ is, not only in the etymological or 
dictionary sense, but in legal usage, a term of the widest scope. 
It is connected originally with the word ’ tread ’ and indicates 
a way of life or occupation. In ordinary usage it may mean 
the occupation of a small shopkeeper eoually with that of a 
commercial magnate. It may also mean a skilled craft. It 
is true that it is often used in contrast with a profession. A 
professional worker would not ordinarily be called a tradesman, 
but the word ‘trade’ is used in the widest application in the 
appellation ‘trade unions.’ Professions have their trade unions. 
. . . From another point of view it may be said that every 
person who seeks to dispose of his services is a trader in 
that respect." And to cite Lord Simon in the same judgment 
at p. 176, “If there can be a ‘trade union’ to which higher 
grade officers of a municipal corporation can belong, it does 
not seem an impossible use of language to say that a dispute 
concerning their conditions of service may be a trade dispute.” 
The same will apply to a trade union of doctors. 

Finally, Sir, I would emphasize that I do not regard trade 
unionism as “political.” Many of the conservative “white 
collar ” trade unions contain a much higher percentage of 
Conservatives than of the two other parties. I am neither a rigid 
Tory nor an unbending Socialist. I am interested in trade 
unionism because my Liberal principles urge me to strive for 
a higher standard of living and more tolerable working condi- 
tions for the doctors in return for the truly efficient and 
arduous service rendered by them since the inception of the 
National Health Service Act. — I am, etc., 

London, W.8. J. ARTHUR GORSKY. 


POINTS FROM LETTERS 

Graduated Capitation Fee 

Dr. D. M. O'Connor (Launceston, Cornwall) writes: How does 
Dr. Bamford calculate (Supplement, March 19, p. 157) that on a 
fixed capitation fee “ more the work, more the pay " ? As things are 
at present the plausible doctor is at least as well rewarded as the 
conscientious. ... I might be classified by Dr. Bamford as either 
“ lazy " or “ bad ” or both, but I find that 2.250 names on my 
list in a partly rural practice give me all the work 1 can possibfv 
do (I have averaged over twenty visits on the last six Sundays). . . 

Dr. Quenttn- Evans (Heme Bay, Kent) writes: I was very glad 
' 0 sec tEe letter of Dr. J. W. O. Holmes (Supplement, March 26, 
p. 164). with which I fully agree. There can be no question that some 
doctors are quite capable of giving efficient medical attention to a 
large list. With a properly loaded mileage fund, or other means for 
compensating sparse areas, there seems no justification whatsoever for 
a tapering capitau'on fee. 
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Diary of Central Meetings 
April 

. 20 Wed. Rural Practitioners Subcommittee, 1 1 a.m. 

20 Wed. Private Practice Committee, 2 p.m. 

21 Thurs. Joint Subcommittee on Report of Working Party on 

Midwives, 11 a.m. 

21 Thurs. General Medical Services Committee, 11 a.m. 

1 21 Thurs. Committee on Psychiatry and the Law, 2 p.m. 

21 Thurs. Full-time Non-Professonal Medical Teachers. Labora- 

tory and Research Workers Group Committee, 
2.30 p.m. 

22 Fri. Public Health Committee, 2 p.m. 

22 Fri. Physical Medicine Group Committee, 2 p.m. 

27 Wed. Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 


The cause of diarrhoea varied in different epidemics. Some were 
staphylococcal, some due to Giles’s bacillus (a non-motile form of 
Bad. co/tj, and some possibly due to a virus. Almost always these 
organisms were penicillin- and sulphonamidc-rcsistam, but many were 
streptomycin-sensitive. * ‘ 

There were four obvious points of attack for infections in thr 
newborn— the eyes, the skin, the upper lespiratory tract, and lh 
umbilicus. The most important was the upper respiratory trad 
The commonest source of infection was the oro-pharynx. A paren 
or relative — or even the doctor — with a cold might be the infectiv 
agent. As breathing was entirely nasal at that ng C blocking of th 
airway made suckling difficult. Prevention was obviously the remedy 
but when the infection had occurred nasal instillation of 0.5‘f 
ephedrine about 10 minutes before feeds might relieve the congestiw 
sufficiently to enable the feed to be taken in comparative comfort 
Occasionally a small length of > rubber catheter might have to bt 
passed into each nostril to secure an airway. There was no evidence 
that sulphonamidcs or penicillin were advantageous. Fingers, swabs, 
and gauze should never be put into an infant’s mouth to clean it. A 
sip of water after each feed was all that was necessary to ensure 
cleanliness. 

Infancy 


28 Thurs. Publishing Subcommittee, U a.m. 

28 Thurs. Grants Subcommittee, 11.30 a.m. 

28 Thurs. Occupational Health Committee, 2 p.m. 

29 Fri. Film Committee, 2.30 p.m. 

May 

3 Tues. Central Ethical Committee, 2 p.m. 

5 Thurs, Coroners Acts Committee, 2 p.m. 

24 Tues. Scholarships and Grants Subcommittee, 11a.m. 

Meetings of Branches and Divisions 

Denbigh and Flint Division 

At a meeting of the Division on Feb. 3 Professor Wilfrid 
Gaisford lectured on “ Treatment of Some Common Disorders in 
Infancy.” He said that it should always be their aim to keep infants 
out of hospital if possible. The risks of sending an infant into 
hospital — at least into most hospitals — were much greater than was 
generally realized. 

Immediately after birth an infant should cry lustily and be a 
healthy pink colour. If he remained blue, one must dear his airway 
and give him oxygen. But if he was bom white and did not cry, the 
position was very different. If the delivery had been difficult the 
condition was probably due to shock and damage to the respiratory 
centre. The chief points in treatment were: (1) The greatest gentle- 
ness in manipulation; (2) immediate warmth; (3) oxygen; (4) head 
and shoulders to be raised (having made sure the airway was clear 
of mucus and liquor). If the cause was haemorrhage the infant 
would usually die. But it might be only severe oedema, which was 
remediable. Cerebral dehydration was best accomplished by hyper- 
tonic rectal saline or 0.5 ml. 50% mag. sulph. intramuscularly, 
Phenobarbitone gr. 1/8 or 1/6 might be given if there was restlessness 
or twitching, and the infant should be kept undisturbed in complete 
quiet in the dark. 

Pallor might occasionally be due to blood loss, an occult haemor- 
rhage fiom rupture of placental vessels— the so-called “ vasa praevia.” 
In that case the mucous membranes were also obviously bloodless and 
the immediate and urgent necessity was for blood. The anaemia 
gravis resulting from blood destruction in the infant of an Rh-negative 
mother did not usually become pronounced for a couple of days, but 
might be present at birth in severe cases. The differentiation from 
the anaemia due to blood loss was made by the almost certain 
presence of an enlarged spleen in the Rhesus baby— and, of course, 
the possibility should have been known beforehand by Rh testing 
during the antenatal period, which should be done as a routine in 
every pnmigravida. 

With regard to the feeding of premature infants, there was a 
die-hard superstition that unless they were given breast milk they 
would not thrive. That was not trot. The ideal food for premature 
babies was undoubtedly premature milk— i.e., colostrum, with its 
high protein and mineral content and low fat. The institution of a 
‘ colostrum bank for premature babies might be impracticable but 
would be very valuable. In the meantime they could do well on 
artificial milk formulas until they reached the weight of a normal 
infant. From then on breast milk was the ideal food. 

Vomiting in the first few hours of life was quite a natural pro- 
cedure, particularly if much fluid had been swallowed during the 
birth process. But if vomiting occurred after three or four con- 
secutive feeds and was accompanied by excessive mucus and by 
cyanosis, then a congenital abnormality should immediately be 
suspected. To-day, with the advances that have been made in 
thoracic surgery, there was a reasonable chance of survival in the 
commoner abnormalities. Any infant showing such symptoms after 
feeding should be sent to hospital forthwith. Vomiting continuing 
from the second day onwards might be a sign of cerebral trauma. 
If bile-stained and projectile vomiting occurred, duodenal stenosis 
was likely. Pylonc stenosis did not occur at this age, although it 
was commonly called congenital. ‘ 

Haematcmcsis, like metaena migl lt be true or spurious. In each 
case the spurious preceded the true— in haematemesis by two or 
three days and in mclacna by 12-24 hours. The spurious was due to 
swallowed blood, and the true to the physiological bypoprothrombin- 
acmia which occurred between the second and fourth day after birth, 
before there had been time for vitamin K to be synthesized in the 
infant’s gut. Vitamin P might also be implicated, for there was an 
undoubted seasonal incidence in these haemorrhagic diseases of the 
newborn. There were, in addition, other causes of haemorrhage. 


Excessive crying attracted most attention. Most of the infants were 
in good condition. The estimate of the parents’ characters would 
be helpful. Screaming from pain was usually recognizable, and a 
napkin pin transfixing the penis was not likely to" go long unretnedied. 
Definite association with micturition was a clear pointer. Acute 
otitis did not usually cause screaming in infants. It was the persistent 
grizzlcr with intermittent crying bouts, or the continued screamer 
that he was talking about. The commonest cause was colic, and th< 
commonest cause of colic was underfeeding, resulting in the swallow- 
ing of wind. All mothers were told to “ burp ’’ their babies durins 
and after n feed but not before. That was an omission. The stomacf 
should be cleaved of gas as far as possible before the feed wat 
begun. An infant had an appetite which varied physiologically 
within wide limits. Why should an infant be fed every 3 or 4 hour: 
and, in the case of the artificially fed, be limited to, or forced to take 
the particular quantity described ? if 

Infants on the breast or bottle would do better if allowed to 
select the volume of their feeds and the intervals between feeds— with 
two provisos : (1) the mother must be intelligent ; (2) if a cow’s -mi Ik 
formula was used, it must be properly balanced. 

The only practical differential diagnosis of pyloric stenosis was 
pylorospasm. There was a difference in the general appearance of 
the child. One with a spasm tended to be gaming weight, although 
berhaps slowly, and would have good faecal stools. The true stenosis 
showed (4) constipation, or hunger diarrhoea, and ( b ) oliguria. 
If in doiibt, Ihe best treatment was phenobarbitone gr. l/S-l/6 
according^to weight given a quarter of an hour before feeds. It 

would : — * If there was no improvement in 48 hours 

ami > • with visible gastric peristalsis, then opera- 
tion But the infant should be removed from 

hospital .after 48 hours, or 72 at the most. Nothing was" more 
dcprdkGujg than to operate on an infant, only to lose him from gastro- 
enteritis" or pneumonia caught in hospital 

ft whs often not realized how much sugar an infant could take. 
It was easily digested, provided readily available energy, and pro- 
mote/ peristalsis by its fermentation in the got and thereby sided 
evacuation. The important thing was the ratio of carbohydrate to 
protein. In cow’s-milk feeds the optimal proportion was attained 
when one part of sugar was added to 12 parts of whole milk. 
Bringing the sugar up to this level would often cure constipation in 
infancy. In the case of breast-fed babies constipation riiight be a 
sign of underfeeding. 

Failure to thrive was a great source of worry to parents and 
doctors alike. Having excluded organic and constitutional disease 
the chief line of approach was the “ self-selection " method, of 
feeding. Such infants were not suitable for admission to hospital, 
and many began to improve as soon as they were allowed to asserts 
their individuality as regards feeding. Of equal importance was the 
avoiding of emulsions and oily preparations, which tended to promote 
anorexia. ‘ 

Finally Professor Gaisford pleaded for the home nursing of infants 
with acute infections such as bronchopneumonia and meningitts-r 
especially the latter. Sulphonamides and penicillin given haphazardly 
could do a lot of damage. One really large dose would often succeed, 
and — particularly in meningitis — the less the spinal- canal was inter- 
fered with the quicker the infant got better. The general condition 
of the infant was the clue to progress, not the alterations in ecus and 
protein in his cerebrospinal fluid, and not even his temperature. That 
might fall gradually over a period of days without treatment. 
Injections given 3- or 4-hourly were unpleasant in childhood. Their 
aim should be to deal a shattering blow to the infecting organism 
and then to leave the natural powers of resistance to take over, 
which, if they were given a chance, they would usually do. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under-y 
stood to require employees to be members of a trade unroi 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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(From the Medical Research Council Unit, Wuppertal, B.A.O.R., and Department of Experimental Medicine, 

Cambridge University) 


In August, 194S, 24 women who had recently been released 
from camps in Russia were admitted to one of the hos- 
.itals in the British zone of Germany which received 
^turning prisoners of war in need of medical care. They 
/ere, on the whole, in very good clinical condition, and 
ais seemed remarkable when considered in relation to the 
mown or generally believed stories of hardships of life 
-a Russia. It was therefore decided to obtain from some 
if the women care!^, and detailed accounts of their 
- xperiences. 

'. In order that the accounts might be comparable and 
nore easily managed, a questionary was drawn up and 
yas followed as closely as the women’s talent for diver- 
ion allowed. The account now presented was put together 
'rom the replies received. So far as possible it is an exact 
ecord of the replies, and comment has been excluded, 
f Six women, whose ages ranged from 21 to 37, were 
-hosen for the questioning. They were all women who 
tad come to the British zone as Ost-Fliichtlinge — that 
s, they no longer had any homes in any of the four 
3erman zones. They were questioned in complete privacy 
>y a woman doctor who spoke German and English 
luently, and they gave the accounts of their lives in Russia 
Tith perfect willingness and, so far as could be judged, 
.vithout exaggeration of their hardships or pleasures. They 
ippeared to be excellent witnesses, and their statements, 
nade without hesitation and quite spontaneously, bore the 
ing of truth. The frequency with which they corroborated 
each other’s stories was extraordinary. Two of the women 
■Margret and Ida) were, in fact, discovered to have been 
'nmates of the same camp by the exactness of their 
descriptions of camp conditions. 

i^The Women, and How They were Taken into Captivity 
'/ The six women were Ida and Elli, both aged 21 ; Hanna, 
"iged 24 ; Margret, aged 26 ; Agnes, aged 32 ; and Emma, 
3ged 37. All six came from the eastern portion of 
Germany, which is now partly Russian, partly Polish. 
;Tanna came from the south (Silesia) and all the others 
,.,'rom the north (Pomerania ; East and West Prussia). They 
oad all lived in country districts, and all except Hanna, 
vho worked in an office, were doing housework and farm- 
work in their own homes. The two eldest women were 
Harried. Agnes had a daughter aged 12, but Emma had 
CP children. Agnes’s husband had to join up in 1942, and 
'.ne then went home to her mother ; Emma’s husband, who 
as also a soldier, was reported missing in October, 1944. 

' The villages in which the women were living were 
rccupied by Russian troops in February and March, 
''945 ; and shortly after the occupation Elli, Hanna, and 


Margret were visited by soldiers, who told them to go 
away with them immediately for three days’ work. Elli, 
who had been expecting a summons of this kind, was 
Wearing extra clothing and was told to take a blanket 
With her. Hanna was caught when on a visit to the neigh- 
bouring town. There she was questioned extensively, then 
tnken to her home and told to dress in her warmest 
clothes. "Margret "had a rucksack, in which she packed 
some warm garments. Ida was taken from her home and 
told she must work for four months, and she also was 
allowed to pack a bag with some clothing. Agnes would 
have been taken from her home in the same way, but the 
Russians who came for her were apparently unnerved by 
tfie screams of the children who saw her going. Next 
day, however, while she was at some compulsory work 
of clearing away rubble, she was arrested with the women 
Who were working with her and given no chance to go 
home. Emma hid in her mother's home for fourteen days 
after the Russians came, and then went with other women 
10 the Russian commandant to ask for work, which they 
hoped might provide them with some sort of protection. 
They were set to mind horses. After a fortnight of this 
Emma was taken to the next village to clear away rubble 
She could send no word home, and did not, in fact, see 
her home again. 

It appears that to some extent age determined the choice 
of prisoner. Thus Elli and her sister aged 15, and four 
girls of similar ages, were taken together ; Margret’s father 
(49), her sister (20), and her brother (18) were taken with 
Margret herself, but her two sisters (13 and 7) and her 
mother were left. There was at this stage no examination 
to determine fitness for work. All the six women knew 
of cases of women who were pregnant when they were 
taken off. One gave birth on the journey to Russia, and 
she and her child died. Many others whose children were 
born later were repatriated after a short time. 

Conditions on the Journey 

It was usual for the women to be collected in cellars 
of other safe places. When the numbers were sufficient 
they were either marched or taken by lorry to a railway 
centre; a period of from seven to 14 days was usually 
occupied in these preliminaries, and all the six women said 
that it was physically the most exhausting of their experi- 
ences and the most severe mental strain. There was a 
widespread fear at this time, which seems to have been 
to some extent justified, that they were in constant danger 
of rape. There was no actual corporal punishment on the 
march, but the guards were very strict, urging the prisoner' 
on with their rifle butts. Some of the women had to 
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long distances. For instance, EHi had a very hard journey. 
Her party was forced to walk foT the first two days, and 
many of the women broke down and were left by the 
wayside, and Elli does not know their fate. The night 
of the second day was passed at a farm, where they were 
offered good food but were too exhausted to eat it. The 
next day the party were lodged with about 2,000 other 
women in a bank building, where they were kept for two 
days. On the third day they set out on a journey in which 
they walked 100 km. in three days. Many fell out, and 
the officer in charge said : “ If you cannot get along, stay 
here and go ‘ kaput. ’ " 

At the railway centres it seems to have been usual to 
provide washing facilities, and something was done to 
eliminate lice. For the actual railway journey into Russia 
the women were packed into cattle-trucks, about 80 in 
one truck. Sleep was very difficult, and if one woman 
wanted to lie down, other women had to stand. For toilet 
purposes -there was a hole in the floor of the truck. Wash- 
ing was impossible, and the food was very inadequate ; a 
little bread was distributed three times a day, and each 
woman had one spoonful of sugar a day. All six women 
agreed that the lack of water was, however, the worst of 
their deprivations, and Elli and Emma said that their 
parties were actually screaming for it. One girl aged 18 
in Elli’s truck died after having diarrhoea. Elli thought 
that about 40 to 50 of the 2,000 women in her transport 
died on the journey. The train journeys lasted from two 
to four weeks ; Ida and Hanna had the shortest journeys, 
and Elli the longest. 

One woman, Hanna, ended her journey in the Caucasus, 
and the other women went to the Urals. The women all 
remained in these districts, but they were moved from 
camp to camp several times until they' finally settled in 
camps where they stayed for periods lasting up to two 
years. In the Urals the variations of temperature between 
summer and winter were extreme, with cold in winter 
down to minus 50° C. ; but in the Caucasus the climate 
was more temperate. The camp conditions in the first 
few months were obviously very bad. The camps usually 
consisted of collections of wooden huts, which were in a 
filthy condition and overcrowded. Many deaths occurred 
m these first months ; Elli said that IS of the prisoners 
with her died in one day, and she and the other women 
believe that the total number of women prisoners was 
almost halved by death by the end of 1945. The chief 
causes of death were typhoid and similar gastro-intestinal 
illnesses, and “ water,” which was apparently a generic 
term for swellings of feet, hands, and face. 

The Work and How it was Done 

The first medical examination was made by Russian 
doctors, or by German doctors under Russian supervision, 
within three to four weeks of arrival. The women were 
classified according to their capacity to work, but the 
examination consisted merely of an inspection. There 
was no thorough investigation. They were put in four 
groups: Group I were the fittest, and Groups II and III 
were less fit but still capable of work, whereas those in 
die fourth group, called “ O.K. ” ( oline Kraft), were unfit 
for anything except cleaning and other chores in the camp. 
Margret and Emma were classified at this preliminary 
examination as “ O.K.” and the others as Group II. 

Margret and Emma had no set work for the first six 
months. Agnes was put to work in a lime-kiln, and her 
job was to fill trucks with the lime. She said it was very 
hard work and the lime made her eyes smart ; other women 
had lime burns. Ida, and Margaret as soon as she was 
well enough to be put in Group HI, worked in a peat- 


field, carrying the turves, stacking them, and loading ther 
into trucks. The actual cutting of the peat was usual! 
done by men or by the fittest women. Elli worked in 
coal mine 275 metres below the surface. There she ha 
to drag pit-props a distance of about 700 metres. Th 
mine tunnels were only about 1.5 metres high, so that si 
had to walk in a bent position. For a short time she ha 
to shovel coal. Hanna was not so specific in her accoui 
of her work. She was in a labour camp where the wome 
were called on to do all kinds of work, such as helping t 
build roads and houses, and for a short time she worked i 
a silver mine. In July, 1945, Emma was put to work i 
a tile factory. For the first month she had to Jay dov, 
boards for the tiles to dry on, but for the next six montf 
she had to clear dust from the chambers in which the till 
were baked. These chambers were very hot and dust; 
Afterwards she went back to carrying the boards. 

All the women stated that a specific amount of wor 
known as the “ norm ” had to be done each day. Eac 
group had a different “ norm,” which was fixed accordin 
to the fitness for work, and Ida gave the following exampl 
In her peat-field the “ norm ” for a Group II worker \vi 
to clear eight rows, each 200 paces in length, and this w; 
to be done in eight hours. Group III had only six row 
to clear, and this was expected to take six hours. Boi 
groups were therefore thought capable of doing the sarr 
amount of work per hour. If the “ norm ” was not coir 
pleted within the set time the women had to go on unt 
the rows were finished. If for any reason other tha 
obvious illness the women failed to complete the “norm 
they were liable to be given solitary confinement for on 
to three days. There was no corporal punishment. 

All had one free day each week, but some had to d 
camp cleaning on this day. Although the women longe 
not to work they did not actually refuse, the reason bein 
perhaps that, as will be shown later, in most cases goo 
work guaranteed better food. All the women said thr 
they were worked to their utmost capacity. 

Payment for work xvas sometimes made in money, som< 
times in goods. If, as in Elli’s camp, they were paid i 
money they had to buy ail their own food, but the earr 
ings were enough to enable the best workers to buy as muc 
as they wanted. The average worker or sick woman earn? 
less and managed to buy only the food offered in tl 
camp kitchen. In most camps it seems to have been 
rule not to pay the women in money but to set the “ norm 
as the minimum amount of work which guaranteed fr« 
food. Extra work — graded in percentage above to 
“ norm ” — was rewarded sometimes by money paymen 
and sometimes by material for garments. 

I 

The Food in the Camps / 

There was general agreement that the food was of ve? 
poor quality and inadequate in quantity during 1945 an 
1946, but that it improved to some extent later. Desptl 
this improvement all the six women except Elli said tbf 
they were always hungry. They usually had three meal 
a day, but Hanna and Emma had only two. The nunw 
and time of Emma’s meals were determined by th e ® 
that she bad to work for ■ eight hours without a break 
meals were served in her camp only at 6 a.m., 12 noor 
and 6 p.m. The staple items of diet were cabbage sou! 
bread, and Brei, which was a kind of soup made pnj 
cipally from cereal, but Emma received Brei only » ht 
work was considered good. 

On the average the women seem to have been S'' 6 
600 to 800 g. of bread per day ; the quality of the ° reS , 
was, however, said to have been very poor. As a ru 
0.5 kg. of sugar was issued once a month, but many mon 
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r _: ; ssecl without it Ida said that the younger women often 
j-x- the whole pound straight off. She also ate stinging 
jtties which she had gathered on her way to work. They 
° r e eaten raw after she had rubbed them in her hands so 
“.at they might not sting her tongue. All the women 
reed that the food was not adequate for the work they 
t.jere expected to do. The meals never satisfied them, and 
‘I "anna said that she thought no one could have survived 
Vd the basic camp rations. In her camp-extra food could 
bought. In 1946 she sold her coat for 520 roubles to 
‘ Russian civilian and used the money to buy potatoes and 
"June fruit. She said they were always looking through 
"'.sir belongings to see what they could turn into food. 
,j. In Margret’s camp extra food also had to be bought, 
'“".it only the men who were fellow prisoners were paid, 
j. he women were able to get some of the men’s money by 
_ ,,amg various jobs for them. Emma in the last two months 
" ’ as able to earn 930 g. of bread a day because, although 
fjie was in Group III, her output of work was that expected 
1 r a woman in Group II. This was her only way of getting 
~%ra food. Agnes could not get food for extra work, but 
r rianaged to do some needlework and knitting for Russian 
-mlians, who gave her potatoes and milk in exchange. EUi 
: ' r ad a different story because her earnings were from 30 
• a 50 roubles a day and her basic food requirements only 
•‘ast about half this amount. Bread cost her 3 roubles and 
“0 kopeks for 1 kg., and a small portion of Brei 
? : 0-90 kopeks.- She was in the comparatively fortunate 
position of being able to supplement her diet out of her 
Thcome with such extras as milk, but that cost 10 roubles 
-or 0.5 litre. Meat at 80 roubles for 0.5 kg. was too 
Expensive for her to buy. 

The women were asked if they craved for any particular 
,-ood. Elli said that she had no cravings, as she could have 
-'ought anything if she had wanted to pay for it Ida 
Ranged for potatoes and meat — something “ krajtig ” ; 
rflanna for potatoes and something sweet Emma wanted 
nik and butter, Margret and Agnes wanted “ proper 
^vhole potatoes, Brolchen mit Wurst, and cake. 

Living Conditions, Medical Care, and Illness 
' J The permanent camps consisted of a collection of one 
four wooden huts set in a compound and surrounded by 
"V wire fence. In the larger camps the compound was about 
■Tie size of a football ground. There was only one entrance 
the camp, which was guarded. The number of women 
-'i each camp varied widely, from 80 in Hanna’s camp to 
- .,000 in Emma's. In each camp there were usually a small 
' umber of German men who were civilian internees and 
vho had been taken from their homes at the same time as 
he women. Twenty to thirty women occupied one room. 
Tending their free time there during the day and sleeping 
nere in beds which consisted of double-tiered wooden 
frames with straw mattresses. All the six women except 
j:\gnes had blankets, but she bad to use her coat instead. 
'* da and Emma complained about the bugs, which disturbed 
Their sleep. There was no possibility of any kind of privacy 
“ n the camp. Although washing facilities were more or 
J;sss primitive, and soap was scarce, all the women agreed 
jjhat they could maintain a reasonable standard of cleanli- 
';iess. Emma, Margret, and Ida said that they were 
'.xamined for lice once a week but that hair was shaved 
,/iiy if lice were actually found. 

All but Agnes said there was a monthly sick parade, 
diich was held by a German or Russian doctor. It was 
^lerely an inspection with the object of reclassification if 
i/ecessary. In most camps a doctor was available to see 
[ cute cases and to decide if an illness was severe enough 
prevent the woman from working. Elli said that to be 

s' 


certified as sick there must be fever over 37.5° C., furuncu- 
losis, or a swollen face. In Ida’s camp there were once 
considered to be, too many women with temperatures over 
37.5" C., and so the critical temperature was raised to 
37.8° C. 

In all except the smallest camps a room was set 
apart for women who were ill, and they were looked 
after by a nurse — usually a German girl, who did this 
instead of other work. This room was only for women 
who were really ill and was not available for those who 
merely needed rest. Severe cases were sent to the local 
civilian hospital or to the hospital of a neighbouring camp 
centre. Ida unfortunately had diphtheria in her first year. 
She was sent to the local Russian civilian hospital and was 
treated like the other Russian patients. She stayed there 
for four weeks, and was then sent back to camp, where 
she had to start work again immediately, although she 
complained of pains and stiffness in her legs, of water 
running out of her nose when she drank, and of difficulty 
with her speech. After five days’ work she was seen by 
the Russian doctor, who put her on light work in the camp 
kitchen for three months. Her condition got worse and 
worse, and eventually she was sent back to the civilian 
hospital. There she rested for four weeks, and was then 
given some kind of light therapy, and her condition began 
to improve. The most common illnesses seen in the camps 
were typhoid and diarrhoea, malaria, and furunculosis. 
Tuberculosis and other lung diseases do not seem to 
have been especially prevalent. The six women attributed 
most of the illness to bad food, but Agnes said that much 
of the illness in her camp was due to the work with 
lime. 

Nearly all the deaths of which the women had any know- 
ledge occurred within the first year, and were attributed 
chiefly to the bad conditions. Even so, EUi thought that 
the women who died were those who let themselves go 
too much, who were very depressed and did not put up a 
fight. Some women who were beyond caring drank stag- 
nant or polluted water and became ill and died. Some 
women actually went mad. Hanna told a gruesome story 
of the first months of her imprisonment, when food was 
very scanty and large numbers died. She thought that, in 
proportion to the total numbers, more men died than 
women. During these first months the whole camp was 
practically a hospital. Fatigue parties took out the corpses 
at night to bury them in mass graves. Wolves came and 
dug up the corpses and ate them, and Hanna was with 
a party which was sent out to rebury the bodies. Her 
uncle was one of those who died in her camp. 

The six women were asked what illnesses they them- 
selves had suffered from. Margret, Agnes, Hanna, and 
Emma all had oedema of the legs in varying degrees. 
Margret had it when she arrived in Russia, and said she 
noticed it more often on her days of rest than on work- 
ing days. Her hands and face were also swoUen. She 
and Agnes also had polyuria. As previously mentioned, 
Ida had diphtheria, and EUi and Hanna had malaria. Ida 
eventuaUy owed her release to a periodontal cyst which 
increased steadily in size. The Russian doctors preferred 
to send her home rather than operate on her. Hanna had 
typhoid and what she believed to be nephritis. She, Ida, 
and Margret all had lice, but none of them had typhus. 
Among minor ailments -which were not referred to as illness 
were very painful pins-and-needles in EUi’s bands, Margret’s 
breathlessness, palpitations, and hot flushes, and Agnes’s 
giddiness. E1U, who had started to develop a goitre when 
she was 16, found that it almost disappeared when she 
was in Russia. It seemed to enlarge as her genera! condition 
improved. 
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Unfortunately only Elli was able to keep any record such as: “We had to be contented We did not worrj 
of her weight. She weighed 51.5 kg. in 1944, and only much— it was no use”; or “ Was sollten wir machenV 

41 kg. in 1947. She weighed ,51 kg. on her return in The girls in Elli’s camp were perhaps less apathetic 
1948. Hanna, who in 1947 was able to weigh herself on They were living under more normal conditions, becaus 
the potato scales, thought that by then she had lost they were paid for their work, and although they had t, 
about 23 kg. from her 63 kg. in 1944. Ida thought that pay for their own food they could improve their condition 
she was at one time about 7 kg. under her normal weight, by other purchases. This enabled them to maintain a. 
and Margret and Emma merely said that they got very . interest in life, although, as Elli said, they had almost give- 
thin. up .hope of ever returning home. They had ceased (. ■ 

Lack of clothing was not blamed as a cause of illness, worry about it, and disbelieved the rumours of repatriation 
All six women were allowed to keep what clothing they Hanna said she always thought, I must get home, bir 
had of their own, and in addition to this were given padded she tried to be cheerful and to keep in good spirits becaus 
clothing for the winter. The materials they earned by she realized that this gave her the best chance of survival 
extra work, and other materials and wool which were Agnes knew of one woman, aged 35, who tried to escap, 
obtained by barter or purchase, were made up during from Russia and reached Moscow before she was caught 
leisure hours, and it was evident that a great deal of care She was said to have been sent to Siberia for fifteen yean 
and trouble were expended on the making of the garments. The other women knew of no attempts at escape made b 
The women brought back with them to Germany under- women, and laughed at the idea. In some camps a fe 
clothing, blouses, and cardigans, all of which were very children had been born, and Ida said that she liked to pla 
well made and proved the interest that was taken in the with them in her leisure hours. None of the other womr 
work. In the early days before needles and other sewing seems to have found any outlet for her maternal fed- 
mate rials were available the men in one camp made ings, but no comment was made which indicated a®, 
knitting-needles from pieces of wire. Skill in needlework appreciation of this lack. 

was made to serve a double purpose, as some Russian The first chance of communication with relations cam- 
civilians were willing to pay with food for knitting or early in 1946, when most of the women were able to sene 
sewing. postcards. Elli said that even the privilege of sending the 

The walk to work and the work itself precluded any first postcard was held out as an inducement for the best 
idea of physical activity in leisure hours. The women were work. Ida and Elli were the first of the six to receive neva 
usually confined to the barrack precincts, but in the last from home, which they did in June and September, 1947, 
year or so some degree of freedom was allowed. Elli, Ida, but Emma did not hear from her husband until March, 
and Margret could then go to the nearby village alone, and 1948. Hanna had no news at all until she reached the Britisr 
Agnes was allowed to go into the woods sometimes to zone ; the three other women had postcards from relation 
gather mushrooms and berries on her free day. In Ida’s in the first three months of 1948. Margret and Agnes bo 
camp there was dancing once a week to music played on said that not knowing what had happened to their familu 
home-made instruments, and in Emma’s camp there was was almost the worst of their trials. Incidentally, Ida f 
even a club with a wireless set and occasionally a film that the lack of freedom was the hardest to bear— ev< 
show. There was a reading-room in this club and German worse than the bad food, which was the chief complaint 
newspapers. Agnes said that there were no books in her the other women, 
camp ; Margret said books were to be had, but she was 

not interested in them. The reaction of the six women Menstruation and Sexual Feelings 

to imprisonment varied according to their temperament. Before their captivity all the women had menstruat 
and most of them appeared to have accepted their fate regularly at intervals of 25-31 days, and the periods w 
in a way which, when they were questioned, was expressed normal. They all stopped menstruating in Russia, and fin 
by a shrug of the shoulders accompanied by some remark accounts are summarized in the accompanying Table. Or 


Table Summarizing the Menstrual History 


Name 

Age of 
Menarche 

Age when 
Taken 
Prisoner 

Date of 

Lost Period 

Circumstances of 

Last Period 

Date and Circumstances of 
Reappearance of Menstruation 

Comments 

Ida . . 

17 

18 

April, 1945 

£>i route to railway 
base 

August, 1948, in Germany 

No periods while she was in 
a heavy yellowish discharge t 

4 weeks. Headache J 

feelings ’* in the head at 
time as the discharge. She tno^ 

| other girls had similar symptom^ 

EUi . . 

14 

18 

April, 1945 

En route to Russia in 
railway truck 

January, 1946, while working on a 
collective farm. Periods regular for 3 
months, then stopped when she 
began mine work ana did not restart 
until 1947. Stopped again May, 
1948, and restarted August, 1948, 
in Germany 

The restart in 1947 was due, .she thou? 
to better food she received at 
time 

Hanna 

H 

21 

September, 1945 ! 

In hospital for typhoid 
and malaria 

Not yet restarted 

She was certain that cessation *? 5 f 
to bad food, ns girls who 
the kitchen menstruated as row 
they were setting better and „ 
food. She herself menstruated ( 
long as she had any calottes 
body ” 

Margret 

15 

23 

January, 1945 

At home 

Not yet restarted 

' 

Agnes 

15 

29 

April, 1945 

En route in railway 
truck 

Not yet restarted 

Had headaches and backaches *>• 
four weeks 

Emma .. 

t6 

34 

March, 1945 

1 

While working for 
Russians (minding 
horses) before being 
taken prisoner 

Not yet restarted 

\ 
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...da and Agnes noticed anything which might have replaced 
.7 >r formed a part of the normal menstrual cycle. 

_ The women were asked if they were worried by the 
Stoppage of periods. Hanna said that she was worried, but 
"hat the doctors reassured her. Margret, Agnes, and Emma 
' vere not anxious about it, and Emma thought it was “ sehr 
Jjral r ,sch.” Hanna and Elli thought that normal sexual 
"e-are' persisted, and EUi’s replies suggested that if she 
“tad ound a suitable partner she might have had intercourse 
JVith him. She was the only one of the four unmarried 
Aomen who admitted that she was not a virgin before 
■'apuvity in Russia. Ida was on very good terms during 
\he last year in camp with a German boy aged 18, but the 
f riendship was of an adolescent type and did not advance 
~‘s sexual intercourse. 

■Tf Since their return to Germany the two married women 
^7 ad met their husbands and had opportunities for inter- 
course. Agnes, who had had a number of years of married 
fe before the war, said that, although she was happy to 
: ’ , e with her husband again, she was “ zu schwach ” for 
'exuat relations. Emma, who was married (at the age of 
-.“.31 while her husband was on leave from the Army and 
-'"•.ad spent only one other short leave with him, said that 
er relations with him after their four years of being apart 
‘ ere perfectly normal. Margret dismissed the subject by 
tidying that she -was too young and that she was not 
c-iterested in the men in the camps. 

Four of the women knew personally women in their 
- amps who became pregnant while they were in captivity, 
"ame of the fathers being German prisoners and others 
ri'tussians of German or other descent. No details of the 
henstrual history of the women who became pregnant 
'.'mild be obtained. The children were born in the local 
hospitals, and all the mothers were able to breast-feed their 
-;'-hildren. Pregnant women received extra food from the 
2 ixth month and during lactation, and Elli said the children 
■f'l her camp looked very bonny. These pregnancies were 
-•'ot the results of rape. All the women agreed that the 
anger of rape was over as soon as they were “ verladen " 
ito their cattle-trucks. (The word verladen, which was 
.ways used by the women when talking about their train 
-r'lumey, is normally never used for human beings but only 
’-■Mr cattle and goods.) All the women except Margret were 
;ble to avoid rape during the critical first weeks, and 
Regarded this as very good fortune. Margret said she had 
een raped “ only twice ” ; she did not enlarge on this 
ratement. 

The Release from Captivity 
During the last year there were rumours in most of the 
amps that release might be near for women in Group HI. 
^Previously only women who were unfit for work had been 
home. Release, when it actually came in July, 1948, 
w, is sudden and unexpected. Margret, Agnes, Emma, and 
.jrianna were released because they were in Group in, and 
Alanna said that she was lucky in that the choice was made 
Recording to the classification of March, 1948. She had 
dually since then considerably improved in health. Elli 
/as released because she had had an accident in her rnine 
t Christmas, 1947. She had broken her collar-bone and 
•Avo ribs when she was crushed between two trucks. Since 
/hen she had been on lighter work and made a good 
Recovery. - Ida, who was a Group I worker in the last two 
p'-ca was sent home because of her dental cyst 
/'All the women gave a similar account of their return 
>urney. Although they again travelled in cattle-trucks 
^ntil they reached the border of the Russian zone at 
,rankfort-on-Oder, the conditions were very much better 
'tan on the outward journey, and there were no complaints 
f ill-treatment. They went from Frankfort-on-Oder to 


Gottingen, where they were medically examined. The very 
great majority of all the women repatriated at this time 
were dismissed from hospital care or left hospital at 
Gottingen of their own accord to join relations in the 
western zones. Twenty-four women who preferred to stay 
under medical care after meeting their relations were sent 
to another hospital at the beginning of August, 1948, and 
the six women questioned belonged to this party. 

Finally all the six women were asked what their plans 
were for the future. Margret hoped that when she was 
fully recovered she would be able to join her mother, who 
had come to the British zone and was trying to build up a 
home again in Hilden, near Diisseldorf. Ida expected to 
join her mother, now in a village near Krefeld, and had 
made inquiries about work in a factory where her brother 
was working. Hanna planned to keep house for her uncle 
and cousin in the British zone. Elli's family was widely 
scattered, and she could not decide what she would do. 
Her mother was still in her old home in Pomerania, and 
her father, who had been a prisoner of war in England, 
was working for a farmer in the Ruhr Valley. She had 
other relations near Munster and she might go to them. 
The two married women, Agnes and Emma, intended to 
join their husbands, who were trying to establish themselves 
in the British zone. They would leave hospital as soon as 
they felt completely well. 

Summan 

An account is given of the experiences of six German women 
who were taken into captivity in Russia. This account was 
compiled from the information they gave after they had 
returned to Germany. Great hardships were endured at first, 
but conditions gradually improved, and the women were in 
good clinical state on their return. 

Menstruation ceased soon after the women were captured, 
and five of them had amenorrhoea for nearly three years. 


P.T.A.P. : THE PRESENT POSITION 

BY 

LEWIS B. HOLT, M.Sc. 

The Wnghl'Fleming Institute of Microbiology, St. Man's 
Hospital. W.2 

AND 

GUY BOUSFIELD, M.D. 

In the prophylaxis of diphtheria A.P.T. has certain draw- 
backs : it is not constant in its composition and, especially 
in adults, there may be unpleasant reactions. One of us 
(L.B.H.), working in the Wright-Fleming Institute of Micro- 
biology, produced a purified diphtheria toxoid which instead 
of being precipitated by alum was adsorbed on to pure 
aluminium phosphate— a more suitable compound. To this 
prophylactic he gave the name P.T.A.P. (signifying Puri- 
fied Toxoid precipitated by Aluminium Phosphate). 

In November, 1944, it was decided that the results 
obtained in guinea-pigs with this new diphtheria prophy- 
lactic justified field trials (Holt, 1947). At that time we 
appreciated that numerous important problems arose in 
diphtheria prophylaxis regarding which there was very little 
accurate knowledge. These included: (a) the route of 
choice for inoculations — subcutaneous or intramuscular ; 
(6) the dose of toxoid (Lf units) administered as adsorbed 
toxoid for the satisfactory mass immunization of children ; 
and-(c) the optimal amount of mineral carrier (AIP0 4 ) to 
employ. The new method gave us complete control of 
the composition of the prophylactic and therefore promised 
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that these questions could be answered with a measure of 
reliability not previously obtainable. 

In the preliminary trials very small amounts of aluminium 
phosphate carrier were employed. The results of these trials 
(Bousfield, 1947a) revealed two important facts: (1) that 
aluminium phosphate is an extremely suitable vehicle for 
adsorbing toxoid when used for human prophylaxis, in 
that local or general reactions were absent or at most 
trifling ; and (2) that the efficiency of the prophylactic, as 
judged by the Schick conversion rate (S.C.R.) in young 
children following one inoculation, increased as the amount 
of phosphate was increased, but without clear-cut evidence 
of an optimal amount. The amounts of carrier eventually 
used, and with no untoward reactions, were very much 
greater than would be considered safe if presented as A.P.T. 

As the work progressed it was found that samples of 
P.T.A.P. having a mineral content of 10-15 mg. A1P0 4 
per ml. gave the best Schick conversion rates (dose 0.5 ml.) ; 
that this new prophylactic improved in antigenicity on 
storage (three months) at room temperature (Bousfield, 
1947b) ; and that consecutive batches, chemically almost 
identical and of the same age, were antigenically the same 
(Bousfield, Duke, et al., 1948). 

We propose here to set forth further details showing the 
superiority of P.T.A.P. over A.P.T. in the immunizing of 
children and' some further details about its constitution 
and use. 

Uniformity of Antigenicity in Successive Batches of 
P.T.A.P. and A.P.T. 


be noted that with P.T.A.P. the Schick conversion rate 
varied from 94.1 to 100%, with an average of 96.6; and 
the rate for A.P.T. varied from 83.5 to 97.5, with an 
average of 87.5%. These latter figures were obtained with 
a dose of 0.5 ml., which is two and a half times the officially 
recommended first dose. 

The differences among the samples of each group are 
not statistically significant in either case, but the differ 
ence between the results obtained with P.T.A.P. and A.P.T 
is significant. 

Route of Choice 

It was thought of some importance to determine whethei 
the immunity response after intramuscular injection differed 
from that after subcutaneous injection. To answer this 
question the following evidence may be taken into account: 
direct observations (Schick conversion rates) made at a 
fixed time interval on a number of subjects who had been 
inoculated by one or the other route ; the immunity response 
curves over a period of time following injections by eithei 
route ; and a combination of the results obtained from th< 
above two methods. 

In regard to the first method, samples of P.T.A.P. weri 
employed containing a fixed amount of toxoid (5 Lf ii 
0.5 ml.) and widely different amounts of aluminium phos 
phate carrier. The conversion rates W'ere determined 2; 
days after inoculation. The results, which are summarize! 
in Table II and have their probit analysis depicted in th 
diagram, show that the intramuscular route gives a signifi 
cantly better response. 


It has been found that successive batches of A.P.T. some- 
times show disturbing variations in efficiency when tested 
in the field (Bousfield, 1947c). 

These variations were greatly reduced by the acceptance 
in 1942 of more stringent provisional regulations ( B.M.J. , 
1942). Even so, although the new regulations eliminated 
the grossly inferior products they did not solve the problem 
of variations in antigenicity. These, of course, are more 
readily demonstrated when the responses to single inocula- 
tions are observed (Bousfield, 1947a). 

Evidence showing the degree of antigenic uniformity 
obtainable with P.T.A.P. has already been published 
(Bousfield, Duke, et al., 1948), but it may be useful at 
this stage to recapitulate. In Table I a summary of the 
results already published is given together with those 
obtained recently from single inoculations employing 'six 
unselected batches of Government issue A.P.T. It will 


Table I. — Uniformity, and Performance of Six Consecutive Batches 
of P.T.A.P .* (30 Lf and 10 mg. AlPOJml.), and of Government 
Issue A.P.T. (Lf>50 1 ml.) Dosage 0.5 ml. t, Administered Intra- 
muscularly. Children all Schick-positive before Immunization, and 
Post-Schick-tested Four IVeeks After a Single Inoculation. 


Post-Schick Results 


Batch 

No, 


P.T.A.P. 



A.P.T. 


(+) 

(-) 

Total 

S.C.R. % 

(+) 

(-) 

Total 

S.C.R. % 

1 

9 

143 

152 

94*1 

11 

66 

77 

85*7 

2 

5 

144 

149 

96-6 

ll 

87 

98 

88-8 

3 

6 

149 

155 

96*1 

6 

35 

41 

85*4 

4 

4 

146 

150 

97*3 

22 

111 

133 

83*5 

5 

4 

160 

164 

97*6 

1 

28 

29 

96*6 

6 

0 

141 

141 

1000 

t 

39 

40 

97*5 

Total 

28 

883 

911 

96 6 

52 

366 

418 

87*5 


• Redrawn from Bousfield et at.. 1948. 

t Two and one-half times the officially recommended first dose for A.P.T. 


Statistical Analysis of the Results 
x- dr 

P.TA.P. .. 9*284 .. 5 

A P.T . . . . 8 930 . . 5 

Comparison . . 44*436 . . I 


P 

r-— OTO 
>o*w 
<0 001 


Namely, there is no significant heterogeneity between the six batches in either 
group, but P.TAP. is definitely superior to A.P.T. 


Table II . — Comparative Antigenicity of P.T.A.P. of Varying AIP0 
Content, when Administered Either Subcutaneously or Intrammcv 
larly. (Toxoid Dose Constant at 5 Lf in 0.5 ml. S.C.R. Determine 
28 Days After One Inoculation). 


Mg. A1PO, 
Injected 

Schick Conversion Rate 

Subcutaneous Route 

. Intramuscular Route 

1*5 

65*6 (93 cases) 

87*3 (79 cases) 

95*2 (83 „ ) 

2*5 

83*3 <54 ) 

3*5 

85*0 (100 „ ) 

92*7 (82 „ ) 

4-5 

— 

94*1 (85 „ ) 

so 

93*3 (45 ) 


5*5 


92*9 (55 „ ) 

6*5 



96-4 (84 „ ) 

7*5 

91*5 (47 „ ) 

| (339 cases) 

97-4 (88 ) 

(556 cases) 


Statlstlasl analysis p f Comparable Groups 

Mg. A1PO, 

Injected 
1*5 
2*5 
3*5 
7*5 


Total .. 21*707 .. 4 .. <0*001 


df P 

10*949 .. 1 .. <0 001 

5*346 1 .. <0*05 

2*605 .. I .. <0 20 > 0*1 

2*807 .. 1 .. <0-1 >0*05 


Regarding the second method, no data are availabl 
concerning the time for maximal Schick conversion raj? 
in children who had received subcutaneous inoculations’^ 
either A.P.T. or P.T.A.P. It has been found in guinea-pigs 
however, that when A.P.T. or P.T.A.P. is administered 
subcutaneously the time for maximum antitoxin respond 
was always the same regardless of the amount of mineral 
carrier employed — namely, 25 to 28 days (Holt, unpublished 
observations). This was correlated with the time for fibrous 
encapsulation of the residual mass (nodule formation) to 
occur — namely, some 7 to 10 days. 

Since the time interval for the (sterile) foreign-bod) 
reaction in the human is the same or even a little 1 *,Jr 
seems justifiable on this point to transfer the evitlen" 
direct from the guinea-pig to the child. 

When an inoculation is made intramuscularly it would 
seem reasonable to infeT that the continuous movemed 
of the muscle fibres would not only usefully disperse 
the injected particles but delay or even prevent fibroui 
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DOSE OF CARRIES (tlq AlPO^ 
n 15 20 25 3-0 4-0 5-0 6-0 7-0 



Probit Analysis of the Tko Cttrtes 

x' df P 

Homogeneity of subcutaneous series .. 1.620 3 >0.50 

Homogeneity of intramuscular series . . 2.532 5 >0.70 

Parallelism between the two curves . . 1.724 1 >0.10 

Namely, no significant deviation from parallelism. 

Both the subcutaneous route and the intramuscular route show 
a linear dependence on the probit of the response (percentage of 
Schick negatives) with the logarithm of the dose of carrier, a result 
analogous to that shown by Carlinfanti (1948). The two lines are 
parallel, and the ratio of potency of the intramuscular to the sub- 
cutaneous route is 2.6 with 95% fiducial limits of 1.4 and 5.0. 
therefore the intramuscular route is definitely superior to the 
subcutaneous route. 

encapsulation. Should this occur the antitoxin response cur\ e 
to moderately large or large doses of P.T.A.P- or A.P.T. 
should show a peak value later than 28 days after injection. 
This was in fact found to be the case. 

Three sets of figures are available on this point. The 
Schick conversion rates after a period of time were 
observed in children who had received intramuscular 
inoculations of 0.1 ml. A.P.T. (Lf 50), 0.5 ml. P.T.A.P 
(Lf 200, 5 mg. AlPOJml.), and 0.5 ml. P.TA.P. (Lf 190, 
8 mg. AlPOj/ml.). In the case of the very small dose of 
A.P.T. the conversion rate showed a peak value at the 
Jixth week, and in both cases of P.T.A.P. — where much 
more carrier was employed — the Schick conversion rate 
was still rising at the end of twelve weeks (Bousfield, 1947c). 
These observations show that conversion rates obtained 
lour weeks after an intramuscular injection of P.T.A.P. 
would have been higher had the tests been carried out at 
a later date. 

This conclusion, now referred back to Table If, means 
that in the case of the subcutaneous route the conversion 
rates found represent maximal ones and those for the intra- 
muscular route submaximal. 

From all these considerations it is concluded that the 
intramuscular inoculation of P.T.A.P. containing reason- 
ably large amounts of mineral carrier results in a more 
complete utilization of the prophylactic than that following 
subcutaneous inoculation, with its early fibrous encapsula- 
tion of much of the material injected. 


» Optimal Amount of Mineral Carrier 

In determining the optimal amount of mineral carrier to 
employ in young children it is not possible to substitute 
any animal for the child, and it would be unwise in our 
present state of knowledge to rely too much on investiga- 
tions based on a weight-for-weight basis between animal 
and child. The results already published (Bousfield, 1947a) 
clearly demonstrate the great part played by the amount 
of carrier inoculated, and reveal that the best conversion 
rates are obtained with samples of P.T.A-P. containing 
10-15 mg. AlPOj per ml. (see Table II). But to be able 
to say definitely that 15 mg. is better than 10 mg., or vice 
versa, involves two serious difficulties, as the percentage 
differences involved are very small. These difficulties are : 
(a) the rapidly increasing dose of antigen required to 
immunize the residual less responsive members of a popu- 
lation, and ( b ) because of this, the necessity for studying 
really large numbers of cases, if it is sought statistically 
to substantiate any conclusion drawn, when Schick conver- 
sion values greater than 90% are achieved. 

With the limitations indicated above borne in mind, the 
evidence shown in Table VI strongly indicates but does not 
conclusively prove that P.T.A.P. containing 10 mg. A1PO, 
per ml. is better than an antigen containing 15 mg. 

Essential Lf Dosage 

In order to answer this problem it was considered neces- 
sary to use a rather longer time interval between inocula- 
tion and the post-Schick test. It was therefore decided to 
determine the Schick conversion rate three months after a 
single intramuscular inoculation of samples of P.T.A.P. 
each containing 15 mg. AlP0 4 /m1. and different amounts 
of purified toxoid. The figures obtained from a preliminary 
test were as shown in Table III. 

Table III — Schick Results 


Three Months After One Intramuscular 


Toxoid Injected I Injection of 0*5 cal. 

ft 41 1 


(Lf) 

j 

<-> . i 

(+) 

| S.C.R. (Z) 

5 

114 

6 

1 95 

10 

123 

2 

9S-4 

J 5 

118 

5 

96 

20 

124 

1 

99 2 

30 

120 

4 

95-77 

Total . . . . | 

599 

18 

97 


X 7 (5 Lf/the rest) = 1-8. P = 0-2. 

These results do not show tny statistically significant differences. 


This experiment was repeated. For the more recent 
trials, two similar series of preparations were used, and 
observations were made at three time intervals — three, six, 
and fifteen months after injection. 

It is clear from the results shown in Table IV that, using 
a dose of 7.5 mg. of A1P0 4 , the same excellent responses 
were obtained with amounts of toxoid varying from 10 to 
30 Lf. Even with 5 Lf of toxoid the response was not 
appreciably lowered. 

Amounts of toxoid as low r as 10 Lf/ml. gave results 
equally as good as those obtained from the amounts pre- 
scribed by the T.S.A. Regulations (50 Lf/ml.). It seems, 
therefore, that much of the toxoid demanded by the 
present regulations is wasted when used in P.T.A.P. This 
is a matter of no small importance economically xshen 
toxoid of the quality described is used. 

Another point of importance arising from these findings 
is the persistence of the immunity induced by one dose of 
P.T.A.P., which suggests that w-e may in fact be in sight 
of a single-injection prophylactic against diphtheria. 
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Table IV. — Schick Conversion Rale after One Inoculation of 7.5 nig. 
of A!P0 4 , with Varying Amounts of Purified Toxoid (Children 
Aged I Year at Time of Inoculation) 


U 


— , | 

After 3 Months 

After 6 Months 

After 15 Months* 

5 

5-0 (120) 

4-0 (50) 

4-08 (47) 

10 

1-6 (125) 

4-1 (49) 

4-08 (49) 

15 

4 06 (125) 

1-9 (52) 

1-75 (57) 

20 

0-8 (125) 

5'6 (54) 

4-76 (63) 

30 

3-23 (124) 

1-8 (58) 

3-64 (55) 


619 cases 

263 cases 



S.C.R. 97 08% 

S.C.R. 96-7% 



Schick Failure Rate % 


Material E.3061 


, 5 
10 
15 
20 
30 


Duplicate Material E.3143 
5-3 (75) 

2-6 (76) 

1-4 (72) 

1-3 (77) 

5-6 (71) 

(371 cases, S.C.R. 96-7%) 


3 

10 

13 

20 

30 


Materials E.3061 and E.3143 Combined 
4-8 (125) 

3-2 (125) 

1-6 (124) 

3-05 (131) 

3-9 (129) 

(634 cases, S.C.R. 96-6%) 


Statistical Analysis of Results E.3061 and E . 3143 Combined 
X 1 df P 

2142 .. 4 .. 0-7 


The results are homogeneous, and no statistical difference exists between the 
several samples. 


•This series, tested 15 months after a single inoculation, is obtained by 
retesting all the children available who were injected with batch E.3061 and found 
negative three months later. (Although the antigen in Schick toxin results in a 
definite second response effect, this is transitory and does not affect the immunity 
level when the tests are repeated 12 months later. This was shown by the study 
of a further 239 children, who received the same material and were not post-Schick 
tested until 12 months after the single inoculation. This group showed an overall 
conversion rate of 95.4%, which compares with an approximate 93.3% for the 
group (271 cases) which received tho intermediate Schick test.) The findings thus 
represent the persistence rate of immunity in children who responded to a single 
inoculation. To get a true picture of the situation in such a group of children 
as is shown in the results of the three-months test in batch E.3061 at a period of 
15 months (assuming that those who failed had not received a further inoculation), 
it is necessary to add the percentage of failures in the original group to the failures 
found 15 months after inoculation. If this is done one can say that the expectation 
in tho five groups not post-Schick-tested for 15 months would be approximately: 


5 Lf still Schick + at 15 months 


10 Lf „ 


.. 15 

15 Lf 

.. + 

.. 15 

20 Lf „ 

+ 

.. 15 

30 Lf „ 

.. + 

15 


9-1% 

3 % 

3 $* 


With tho possible exception of the 5 Lf series, these figures would compare 
reasonably favourably with those obtained 15 months after the present routine 
two-injection treatment with A.P.T. 


pH of P.T.A.P. 

It was noted by Dr. W. B. Stott (M.O.H., Cuckfield) and 
one of us (G.B.) that during the injection of P.T.A.P. babies 
showed some signs of temporary discomfort. It was 
obviously desirable to rectify this if it could be done with- 
out affecting the efficiency of the prophylactic. 

That the injection of P.T.A.P. in 0.5-ml. doses did cause 
some pain was confirmed by inoculating a number of adults. 
The pain, which was trifling and transient, was suspected 
to be due to the slight acidity of the prophylactic — pH 
5-5.2. When the reaction was altered to pH 7, or even to 
pH 6, and again tested on adults, it was found that, apart 
from the needle puncture, the injection was painless. It 
became necessary, therefore, to determine the stability and 
efficiency of P.T.A.P. prepared in such a way that the final 
mixture was so nearly neutral that pain was avoided. 

A quantity of P.T.A.P. was prepared containing 30 Lf 
of purified toxoid and 10 mg. A1P0 4 per ml. ; one part 
was adjusted to pH 5 as usual and the other to pH 6.5. 
Both samples were then left at room temperature 
(20-22° C.) for six months and tested for potency by 
animal assay as follows: They were each diluted 1 in 60 
with physiological saline, and 1-ml. quantities were injected 
subcutaneously into normal guinea-pigs. 

The dose, therefore, was 0.5 Lf and 0.16 mg. of mineral 
carrier. The animals were bled four weeks later and the 


sera from each group pooled. At the same time they were 
given a second identical inoculation. Two weeks later they 
were bled again, and the antitoxin titre of- each serum was 
determined. The results obtained are shown in Table V. 


Table V . — Animal Assay of Acid and Nearly Neutral P.T.A.P ■■ U 30. 
10 mg. AlPOJml. (Six Months Matured at Room Tcmpef$ , , ' re> 



Group A 

Group B 


(P.T.A.P., pH 5) 

(P.T.A.P., pH 6-5) ^ 


Mean 

Value 


28 days after l dose 


0-2 u./ml. 

1*0 u./ml. 


Individual Values 


14 days after 2nd dose, u./ml. serum 

Pig No. 1 

2-5 

10 

2 

0-2 

8 

3 

7-0 

7 

„ 4 

1-5 

1-5 

„ 5 

10 

3 

„ 6 

4-0 

1-5 

7 

2-2 

4 

8 

0-1 

2 

„ 9 

5 

8 

10 

2 

3 

.. 11 

1-25 

2-5 

12 

2 

— 

Arithmetic Mean 

2-4 

4-6 

Geometric Mean 

1-48 

3-4 


Statistical Analysis 



V s- (n, + n,) 
n, . n, 

which, for 21 degrees of freedom, gives a P value of 0 05. 


From the figures obtained it seemed probable that th 
prophylactic at a reaction of pH 6.5 was actually a bettc 
antigen than that at pH 5. 

For the purpose of determining by clinical trial th 
relative efficiency of nearly neutral and acid P.T.A.P. litre 
preparations were made: (a) P.T.A.P., Lf 30, 10 mi 
AlPOJml., pH 6.5 ; (h) P.T.A.P., Lf 30, 15 mg. AlPOJml 
pH 6.5 ; and (c) P.T.A.P., Lf 30, 10 mg. AlPOJml., pH ! 
They w'ere matured for six months at room temperatur 
before use. 

As before, Schick-positive children betw'een their firs 
and second birthdays were used. The dose administers 
was 0.5 ml. intramuscularly, and the Schick conversioi 
rate was observed four weeks later. The “ pain factor ' 
was assessed on three grounds — “ reaction ” to (1) thi 
needle-pain, (2) the actual pressing of the syringe plunge 
(the inoculation proper), and (3) duration of “ reaction ' 
after withdrawal of the needle. 

These factors were assessed as carefully as possible anc 
were recorded as + , + + , or + + + . The total ‘numbe: 
of plus signs set down against each preparation was dividc-c 
by the number of cases observed. ^ 


Table VI. — Comparison of P.T.A.P. at pH 5 and pH 6.1 
(S.C.R. Observed Four Weeks After a Single Intramusculai 
Inoculation of 0.5 ml.) 


Composition of P.T.A.P. 

_ 

Post-Schick Results 

. Lf/ml. 

pH 

AlPO,/ml. 

(+) 

(-) 

S.C.R. 

“Pain-factor* 

A. 30 

6-5 

10 mg. I 

2 

206 

99-0 

0-68 

B. 30 

6-5 

15 mg. | 

10 

181 

94-8 

0-65 

C. 30 

5*0 

10 mg. 

' 

4 

167 

97-7 

1-05 


' Statistical Analysis . - 

I. Series A and B (comparison of the 10- and 15-mg. preparations (" 
pH 6-5): 

- x* =4-612; df= 1; P - <0 05 , . n 

(after Yates's correction for continuity, difference significant at the 5% level*. 
II. Series A and C (comparison of the pH 5 and pH 6-5 preparations): 

*2 = 1-47; df *> I; P = 0-25. 


The results, summarized in Table VI, show that there 
was a greatly reduced overall “ reaction ” to the pH 6.5 
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nixtures. furthermore, they reveal that there was no 
eduction in potency when such mixtures were used — in fact, 
he results obtained with the 10 mg./ml. preparation were 
,’irtually perfect, and indicated that 10 mg./ml. of alumin- 
ium phosphate is optimal. 


Resume, and Conclusion Arising from Latest Findings 
It, is now four years since field trials on P.T.A.P. were 
begun. A number of important points had to be un- 
equivocally established. It has been shown-that in order 
to obtain the best results a far greater amount of carrier 
must be used than would be considered safe if presented 
, as A.P.T. With these very large amounts of carrier the 
remarkable conversion rates of 97-99% following a single 
inoculation have been achieved, and this immunity has 
' been shown to persist in 94% of the children for 15 months 
j or more. Of equal importance is the virtual absence of 
, local or general reactions ; and not one child in over 6,000 
inoculated developed a sterile abscess. 

The work progressed in stages. Up to now the optimal 
amount of mineral carrier has been determined, the route 
of choice has been found, an approximation of the requisite 
quantity of purified toxoid has been made, and most of 
the discomfort of the earlier preparations has been abol- 
ished. Also, as a result of improved laboratory technique, 
the purity of the toxoid employed as routine procedure 
has been increased to 2,000 Lf/mg. p. N, (90% pure 
toxoid). Toxoid of this, purity was used in all the more 
recent work described above. 

On the basis of these findings the composition of P.T.A.P. 
now prepared is as follows: 


A1PO, 

Toxoid : 

(n) amount 
(6) purity 
NaCl 

Preservative 

Reaction 


10 mg./ml. 

50 Lf perm!, (by W 
2,000 Lf/mg. p. N, 
0.85% 

.0.01% sodium ethyl 
mercurv thiosalicylate 
pH 6-6.5 


The prophylactic is stored at room temperature for three 
to six months before issue. 


1 ' Summary 

; Purified toxoid, aluminium phosphate precipitated (P.T.A.P.), 

• is an accurately standardized diphtheria prophylactic, which in 

- its antigenicity, stability, and freedom from reactions has dis- 
tinct advantages over alum-precipitated toxoid (A.P.T.). 

, Study of the results obtained from experimental work and 
field trials shows that: (a) The optimal amount of mineral 
carrier for young children is 5 mg. AlPO„ in a 0.5-ml. dose. 
:: (6) Intramuscular inoculations confer appreciably better 
,i immunity than do subcutaneous, (c) P.T.A.P. produces a 
" ( e definitely better. Schick conversion rate than does A.P.T. 
A single inoculation of 0.5 ml. P.T.A.P. containing 10 or 
more Lf units of purified toxoid and 10 mg. A1PO, per ml. 
produces in children a Schick conversion rate of > 95% one 
^ month after injection/ At three and six months the S.C.R. 

is still over 95%, and has not fallen appreciably even after 
/ fifteen months, (d) P.T.A.P., adjusted to pH 6, is an antigen 

- at least as efficient as the earlier more acid (pH 5) preparation, 
and causes less discomfort on inoculation. 

. The composition of P.T.A.P., as now prepared, is accurately 

- described. 

f For facilities at various stages of this work we desire to thank 
Dr. A. Anderson, M .0.1 1., Heston and Isleworth; Dr. H. W. Barnes, 
M.O.H., Camberwell : Dr. P. L. T. Bennett, M.O.H., Fulham; Dr. 
H. D. Chalke, D.M.O., No. 7 London Division; Dr. H. Smith, 
D.M.O., No. 1 London Division; Dr. A. G. G. Thompson, M.O.H., 
Lambeth; and Dr. W. H. S. Wallace, D.M.O., No. 8 London 
Division. Grateful thanks are also due to Dr. L. Cavalli, of the 
6.5 Department of Genetics, Cambridge, for assistance in the statistical 
analyses. 
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A METHOD OF INCREASING THE 
LUNG BLOOD SUPPLY IN 
CYANOTIC CONGENITAL 
HEART DISEASE 

BY 

N. R. BARRETT, M.Chir., F.R.C.S. 

AND 

RAYMOND DALEY, M.D., M.R.C.P. 

( From the Departments of Thoracic Surgery and Cardiology, 
St. Thomas's Hospital. London) 

The purpose of this report is to describe an ancillary 
method of increasing the pulmonary blood supply in 
patients suffering from congenital cyanotic heart disease 
in whom the main defect is inadequate blood flow to 
the lungs. There are already two methods of increasing 
this blood supply. An anastomosis hhs been created 
between a systemic artery and one of the pulmonary 
arteries (Blalock, 1947 ; Potts and Gibson, 1948), and 
valvulotomy has been successfully practised in patients 
with valvular stenosis (Brock, 1948 ; Sellors, 1948). 

These procedures have improved many seriously incapa- 
citated children. Enthusiasm has been rekindled in a field 
in which endeavour had almost ceased, and physicians 
and surgeons have been brought together at a time when 
“ progress ” has often led to divergence of paths. 

Theoretical Considerations 

It has been found that anastomosis or valvulotomy may 
not be practicable or advisable in every case. There are 
patients in whom the pulmonary arteries may be absent 
or too small for any form of anastomosis. The Blalock 
type of operation may be impossible if the aortic arch 
lies at the base of the neck or if there is unusual aortic 
branching. 

The clinical condition of some patients is so serious 
before operation that even the most skilled and experienced 
surgeon may hesitate to embark upon a procedure which 
may take many hours to complete. Conversely, some con- 
genital cardiac deformities alter function to such a minor 
degree that it is unreasonable to undertake an operation 
of great magnitude. Therefore, if a simple operation 
could be devised which offered hope of amelioration it 
might serve a purpose in some cases. 

It occurred to one of us (N.R.B.) that a simple alterna- 
tive method of improving these patients might be to pro- 
duce vascular pleural adhesions and so to bring blood into 
the lungs from the parietes. Attempts to revascularize the 
heart (by omentopexy and similar procedures) have been 
disappointing, but there are reasons for believing that suc- 
cess might be achieved if the same principles were applied 
to the lungs. These reasons are: 

(a) Some children are bom without pulmonary arteries and 
survive ; thus blood from systemic collateral vessels can reach 
the alveoli. 

(b) In patients suffering from pulmonary tuberculosis in 
whom an artificial pneumothorax has been induced and 
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adhesions cauterized it is common to find blood vessels either 
in the middle of adhesions or, as isolated strands, spanning the 
pneumothorax from the parietes to the visceral pleura. These 
vessels carry blood from the extrapleural tissues to the lung 
and sometimes are the main blood supply to a diseased area : 
for instance, if vascular adhesions over a large tuberculous 
cavity situated near the edge of the lung are divided the peri- 
pheral wall of the cavity may slough. 

(c) At thoracotomy performed on patients suffering from 
Fallot’s tetralogy collateral vessels coming from the medias- 
tinal, the phrenic, and the internal mammary arteries are often 
seen entering the hilum of the lung. It is well known that in 
some of these patients death may follow a thoracotomy when 
an anastomosis could not be achieved, and this may be due 
to severance of collateral vessels in the course of dissection. 

With these points in mind, thoracotomies were per- 
formed upon two patients suffering from Fallot’s tetralogy, 
and the experiences obtained gave clinical support to the 
proposition. The object was to perform a Blalock’s 
operation, but in neither case could the operation be 
carried out. 

The first patient was a small girl. The right chest 
was opened in the hope that the right subclavian could be 
anastomosed to the right pulmonary artery. Dense, diffuse 
vascular adhesions were found, and it was only after these 
had been divided that the hilum was reached and a very 
small pulmonary artery isolated. This artery was not 
clamped, but about twenty minutes later the child died, 
and at necropsy, it was found that the left pleural cavity 
was obliterated by adhesions and that the left pulmonary 
artery was also diminutive. Death probably occurred 
because an important collateral circulation had been 
removed on the right side as the pleural adhesions were 
cut to expose the hilum. 

The second patient was also a little girl. The aortic 
arch was high in the mediastinum, and the innominate 
artery came off so far towards the left side that it was 
anatomically impossible to approximate the right sub- 
clavian to the pulmonary artery. A good deal of dissec- 
tion in the mediastinum was carried out before the attempt 
was abandoned, and in the end the mediastinal pleura was 
not closed because of oozing from the raw surface which 
was left. After the operation the parents were informed 
that nothing beneficial had been achieved or could be done ; 
hence it was surprising to find a few months later that the 
gul was much improved. Before this operation she could 
walk only 40 to 50 yards (37-46 metres) before becoming 
severely dyspnoeic, whereas after operation she could walk 
a mile (1.6 km.). Since then a further operation has been 
performed on the left side and adhesions have been deliber- 
ately created. She can now walk three miles (4.S km.), 
has given up her push-chair, and goes to an ordinary school. 
(Sec Case 1, below.) 

Surgical Technique 

After these experiences operations were developed 
expressly to create vascular adhesions, and they have 
been practised when, for the reasons already described, 
systemic pulmonary anastomosis or valvulotomy seemed 
to be impracticable. The ordinary methods of pleuro- 
dcsis, such as the injection of a small amount of strong 
silver nitrate into the pleural cavity or insufflation of 
iodized talc, were not used, because it was felt that more 
elfcctne blood vessels would be created if the surface of 
the lung was brought into direct contact with the vessels 
in the chest wall. For this reason the first cases were 
treated by opening both pleural cavities— at separate opera- 
tions— and removing the parietal pleura from the upper 
mediastinum, from the dome of the pleura, and from the 
upper half of the chest. Powdered asbestos (0.4 g.) was 


dusted on to the raw surfaces, the chest was closed 
and, after instituting temporary drainage, the lung was 
completely re-expanded. 

At each of these operations a fairly extensive examina- 
tion of the anatomy of the congenital abnormality was 
undertaken and the pericardium was often opened, "bul 
in spite of this the children sustained the procedures well 
and there has been no mortality. The parietal pleura has 
not been stripped off the lower part of the chest and the 
diaphragm, because it was felt that this might reduce 
the vital capacity too much. We have found thai 
bilateral excision of the pleura actually reduces the vita 
capacity by about 200 ml. in children under the age ol 
10 years. 

Another type of operation to improve the circulation tc 
the lungs has also been tried. The great omentum has beer 
brought up into the chest and placed in contact with the 
left lung. The use of the omentum, although attractiu 
in that it carries a large blood supply and can easily bi 
transposed to the lung, is not without theoretical and prac 
tical disadvantages. Experience gained in the managemem 
of recent chest wounds has shown that whenever a knuckle 
of omentum passes through a small hole in the diaphragm 
a diaphragmatic hernia begins to form and steadily increases 
in size as more and more omentum is insinuated into the 
pleural cavity. Hence any method of bringing the omentum 
straight, up through a convenient artificial hole in the dia- 
phragm is certain to be complicated by the developmeni 
of a diaphragmatic hernia. To overcome this the omenturr 
has first been brought up into the upper part of the rectus 
sheath so that it lies immediately superficial to the muscle 
fibres of the transversus abdominis and deep to the rectus 
abdominis. From this point it has been introduced intc 
the left pleural cavity by creating a tunnel in the tissue: 
behind the costal margin and then spread out and stitchec 
in the fissure between the upper and lower lobes of till 
left lung. As large a surface of the lung as possible ha: 
been brought into contact with the omental vessels 
Powdered asbestos has been dusted on to the fissural sur 
faces of the lung before the omentum has been stitchec 
into place. 

Results 

This communication is a preliminary report and is sub- 
mitted because the surgery of congenital cyanotic hearl 
disease is progressing so rapidly that ideas and experiences 
gained from a small group of patients may be useful 
stepping-stones to better surgical treatment. 

Assessing results of operation is a matter of difficulty. 
The majority of “ blue children ” lead sheltered lives and 
their activity is restricted to a degree which is not com- 
mensurate with their ability. Hence a stay of a few weeks 
in hospital, where the services of physiotherapists and occu- 
pational therapists are available, almost invariably improves 
the morale of the patient and increases functional ability. 
The sensitive, uncommunicative child lying in bed with 
clubbed fingers hidden under the bedclothes soon becomes 
active, and tries to play games and to sit at table with the 
others for meals. These factors must be taken into con- 
sideration before increased exercise tolerance can be attri- 
buted to the beneficial result of any particular operation, 
but increased exercise tolerance is an important method of 
assessing any treatment and it is of course the criterion by 
which the patient and relatives judge improvement. 

Estimations of arterial oxygen saturation provide evi- 
dence of improvement if the conditions under which the 
blood is taken remain comparable and the child is not 
upset by the procedure. Decrease of polycythaemia and 
oxygen capacity is good evidence of improvement if enough 
time is allowed for correction of post-operative anaemia 



April 23, 1949 


INCREASING THE LUNG BLOOD SUPPLY 


Bxrran 

Medical Journal 


701 


Probably the most satisfactory objective evidence is 
obtained by the measurement of oxygen intake as a per- 
centage of ventilation before and after a standard exercise 
according to the method of Cournand (Baldwin, Coumand, 
and Richards, 1948) and Bing (Bing et al„ 1947). From 
the results of this test the pulmonary blood-flow response 
to effort can be inferred. 

In the following case histories it will be seen that only 
some of these tests have been carried out in the majority 
of the patients. 

Case Histories 

Case 1. — A girl aged S years suffered from the tetralogy of 
Fallot. She was very cyanosed and unable to walk up more 
than one flight of 12 stairs. She squatted frequently and the 
edges of her frock were soiled and torn. The oxygen capacity 
was 25.9 vols.%. The aortic arch was so high in the medias- 
tinum that no systemic artery could be brought down to the 
pulmonary artery. At the first operation, in April, 1948, the 
right hemithorax and superior mediastinum were explored. No 
collateral vessels were found. Three months later she was 
able to walk one mile on the flat. In August, 1948, the upper 
half of the parietal pleura on the left side was removed and 
0.4 g. of asbestos insufflated. By December, 1948, she could 
walk two to three miles (3.2 to 4.8 km.) on the flat, was able 
to climb 50 stairs without dyspnoea, and had ceased to squat 
Her arterial oxygen saturation was then 80% at rest and 45% 
after walking up and down three flights of stairs. Oxygen 
capacity was 23.3 vols.%. 

Case 2. — This patient a girl aged 16 years, had been to an 
ordinary school but had to be taken there in an invalid chair. 
She subsequently worked as a bookbinder. She was able to 
lead only a sedentary life and could not walk up more than 
one flight of stairs or dance slowly more than once round a 
ballroom. She suffered from the tetralogy of Fallot, and before 
the first operation the resting arterial oxygen saturation was 
78?i. Oxygen capacity was 28.2 vols.%. It was felt that her 
disability was not of sufficient degree to warrant a major 
operation. Consequently in May, 1948, a right thoracotomy 
was performed. A few apical vascular adhesions were present, 
which were divided when the upper parietal and mediastinal 
pleurae were ' removed, and 0.4 g. of asbestos was insufflated 
over the exposed area. In October, 1948, tbe same procedure 
was carried out on the left side. By January, 1949, she was 
able to walk about II miles (2.4 km.) on the fiat and go up 
three or four flights of stairs, and had attended a dance “ with- 
out anyone knowing there was anything wrong with me.” Her 
arterial oxygen saturation was then 88% at rest and 60% 
after walking up three fiiehts of stairs. Oxygen capacity was 
23.4 vols.%. 

Case 3. — A mentally retarded boy aged 13 years was suffer- 
ing from pulmonary stenosis and an interventricular septal 
defect. He was very dyspnoeic after walking 50 yards 
(46 metres) and when in hospital squatted most of the time. 
The arterial oxygen saturation was 85% at rest. Oxygen capa- 
city was 20.8 vols.%. Oxygen consumed per litre ventilated 
was at rest 33.5 ml., after standard exercise 26.7 ml. Carbon 
T dioxide produced per litre ventilated was at rest 26.5 ml., after 
, standard exercise 21 ml. In September, 1948, a right thora- 
cotomy was performed. There were no adhesions and no 
visible collateral vessels. The upper halves of the parietal and 

* mediastinal pleurae were removed and 0.4 g. of asbestos was 
' insufflated. In November a similar operation was carried out 
' on the left side and in addition an omental graft was brought 

• up to the left lung. By January, 1949, he was able to run up 
t and down six flights of stairs without undue dyspnoea and had 

entirety given up squatting. Arterial oxygen saturation was 
then 84.5% at rest and 62.1% after exercise. The oxygen 
capacity was 21.4 vols.%. Oxygen consumed per litre venti- 
lated was at rest 30 ml., after standard exercise 36 ml. Carbon 
dioxide produced per litre ventilated was at rest 21.7 mi., after 
standard exercise 23 “ml. 

’ Case 4. — A well-developed girl of 12 years who had been 
f blue from birth was proved by angiocardiography to have a 
common truncus arteriosus and absent pulmonary arteries. She 
'■ attended an ordinary school and was able to Walk about 


440 yards (400 metres) slowly on the flat, ’ but was very 
dyspnoeic after ascending three flights of stairs. The arterial 
oxygen saturation was 57.5% at rest and 44% after three flights 
of stairs. Oxygen capacity was" 33.3 vols.%. Oxygen con- 
sumed per litre ventilated was at rest 18 ml., after standard 
exercise 14.5 ml. Carbon dioxide produced per litre ventilated 
was at rest 17.5 ml., after standard exercise 12.5 ml. In 
November, 1948, a left thoracotomy was performed and the 
absence of a pulmonary artery on the left side was confirmed. 
There were a large cumber of collateral vessels entering the 
hilum. Pleural adhesions were absent. The omentum was 
grafted into the interlobar fissure, and the_ upper half of the 
parietal pleura was removed, 0.6 g. of asbestos being insufflated 
over the raw surface. Three months later (i.e., after only one 
side of the chest had been operated upon) her exercise tolerance 
had increased by about 50%. The arterial oxygen saturation 
was then 73% at rest and 46% after three flights of stairs. 
Oxygen capacity was 25.9 vols.%. Oxygen consumed per litre 
ventilated was at rest 24.5 ml., after standard exercise 23 ml. 
Carbon dioxide produced per litre ventilated was at rest 
22.7 ml., after standard exercise 18.8 ml. 

Case 5. — A timid girl aged 10 years was suffering from 
Fallot’s tetralogy and arachnodactyly. Her deformities were 
so great that she had been almost constantly bedridden. She 
became dyspnoeic after struggling along a few steps. Arterial 
oxygen saturation was 42% at rest. Oxygen capacity was 

30.1 vols.%. In May, 1948, the right hemithorax was explored. 
The innominate artery bifurcated at the base of the neck, and an . 
anastomosis using the right subclavian artery would have been 
very difficult. No adhesions were present, but there was some 
collateral circulation. A large area of parietal and mediastinal 
pleura was removed and 0.4 g. of asbestos insufflated. In 
August, 1948, a similar operation was performed on the left 
side. After many months in hospital she was educated to 
walk, and by January, 1949, she was able to walk about 
50 yards unaided. Arterial oxygen saturation was 55% at 
rest. Oxygen capacity was 25.8 vols.%. 

Case 6 . — A mentally retarded boy aged 12 years was suffer- 
ing from Fallot’s tetralogy. He had attended an ordinary 
school, but since 1945 his activities had been so limited by 
dyspnoea that his attendances became very infrequent. He 
squatted a great deal and bis maximum slow-walking distance 
was about 100 yards (92 metres). Oxygen capacity was 

29.1 vols.%. In July, 1948, a right thoracotomy was performed. 
There were few collateral vessels and no pleural adhesions. 
The right subclavian artery was unsuitable for anastomosis 
because it came from the aortic arch distal to the left sub- 
clavian. The pulmonary arteries were very small. Accordingly 
the right parietal and mediastinal pleurae were extensively 
removed and 0.4 g. of asbestos was insufflated. A similar 
operation on the left side was carried out in September, 1948. 
When seen in February, 1949, he bad ceased to squat and his 
range of activity bad increased so that be could walk up 
72 stairs or about 440 yards on the flat without discomfort. 
Oxygen capacity was 22.1 vols.%. His mother reported that 
she recently went to collect him at school in bis wheel-chair, 
but he bad run several hundred yards and arrived home 
before her. 

Conclusion 

Judged by clinical means, such as improved exercise 
tolerance, diminution of cyanosis, and less frequent squat- 
ting, it is considered that there have been two good results 
(Cases 1 and 3) and thal three patients have shown con- 
siderable improvement (Cases 2, 4, and 6). One patient 
(Case 5), whose condition was complicated by araebno- 
dactyly, has been educated to walk, but her skeletal 
deformity is so great that improvement is difficult to assess. 

Of the four cases of which there are details of resting 
arterial oxygen saturation before and after operation sig- 
nificant improvement has occurred in three (Cases 2, 4, and 
5) and no change in one (Case 3). 

In six patients tbe blood oxygen capacity was measured 
before and after operation and was significantly decreased 
in four. One patient (Case 3), although clinically improved, 
showed no change in arterial oxygen saturation or oxygen 
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capacity, but his oxygen intake and carbon dioxide pro- 
duction, measured as a percentage of ventilation, changed 
from markedly abnormal to normal figures. 

The results may be improved after a longer follow-up 
period than three to four months, but it is thought that as 
preliminary observations they are encouraging enough to 
warrant further application of the procedure to patients 
who for various reasons are unsuitable for the types of 
surgery already devised. 

Our thanks are due to Miss M. Young, of the Sherrington School 
of Physiology, and to Dr. Evan Jones and Dr. M. B. Matthews, of 
the cardiac department, St. Thomas’s Hospital. We would also like 
to state that Dr. James W. Brown has seen these patients and 
encouraged us to further trials. 
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THE ASSOCIATION OF MATERNAL 
OBESITY, LARGE BABIES, AND 
DIABETES 

BY 

J. A. L. GILBERT, M.D., F.R.C.P.Ed., M.R.C.P. 

Lund Research Fellow of the Diabetic Association 

(From the Clinical Endocrinology Research Unit of the 
Medical Research Council, University of Edinburgh) 

The obstetric histories of the majority of diabetic women 
are characterized by an abnormally high foetal loss rate 
before the onset of clinical diabetes (Miller, Hurwitz, and 
Kudcr, 1944 ; Miller, 1945 ; Henley, 1947 ; Gilbert and 
Dunlop, 1949). The foetal loss rate shows a progressive 
ncrease during this period, reaching a maximum in the 
.mmediately pre-diabetic phase, and is higher among women 
developing diabetes before the age of 45 than among those 
in whom the disease has its onset after this age. 

Allen (1939), in reviewing the obstetric histories of 
diabetic women, noted that a high percentage of large 
babies were born many years before the onset of- clini- 
cal diabetes. Further, Miller, Hurwitz, and Kuder (1944) 
report the incidence of babies with birth weights in excess 
of 1 1 lb. (5 kg.) to be as follows ; non-diabetic women, 
0.07% ; pre-diabetic women, 3.9% ; and diabetic women, 
6.4%. Miller (1945, 1946) surveyed the birth weights of 
22 babies born to 16 mothers who eventually developed 
diabetes after the age of 40. All deliveries were carried 
out in the hospital at which these women later sought 
treatment for their diabetes. Of the 22 babies three weighed 
5 kg. (1 1 lb.) or more, six weighed 4.5 kg. (9.9 lb.) or more, 
and 15 weighed 4 kg. (8.8 lb.) or more. The number of 
babies in each weight group was 200, 27, and 7 times the 
expected incidence respectively, which led him to conclude 
that women developing diabetes after the child-bearing age 
arc recruited almost wholly from the 5-7% of mothers 
giving birth to babies weighing more than 4 kg. (8.8 lb.). 
The recent publication of Kriss and Futcher (1948) con- 
firms these observations. These workers report that 58% 
of their diabetic women had at some time prior to the 
onset of clinical diabetes given birth to at least one baby 
of 10 lb. (4.53 kg.) or more in weight. The average “ latent 
period " between the birth of the first of such babies and 
the development of diabetes was 24.2 years. 


Large babies were formerly attributed to maternal 
hyperglycaemia, resulting in the transfer of an excess 
of glucose to the foetus. Bill and Posey (1944), Bigbj 
and Jones (1945), and Henley (1947), however, report the 
delivery of large babies in spite of well-controlled diabetes, 
and this has also been my experience. 

White and Hunt (1943) and White (1946) concludf 
from observations of diabetic pregnancies that the 
unusually large babies are accounted for by an excev 
of chorionic gonadotropin. 

. Allen (1939) observed a relationship between excessive 
maternal gain in weight during pregnancy and the birth 
of large babies. Watts (1935) and others, who injectec 
into pregnant rats what was at - that time assumed to bi 
anterior pituitary growth hormone, observed an unusua 
gain in maternal weight and in foetal size ; such finding 
may in some measure explain Allen’s observations. The 
report of Miller (1946) again suggests the importance o: 
the growth hormone in the production of large babies: 
he drew attention to the similarity of the splanchnomegaij 
observed in the babies of diabetic mothers to tkjat founc 
in acromegalic patients. 

Young has often stressed the relationship between thi 
growth-promoting and the diabetogenic effects of anterio 
pituitary extracts. Thus in 1941 he reported that puppie: 
treated for long periods with daily injections of diabeto 
genic pituitary extract failed to exhibit glycosuria as di< 
adult dogs, but rapidly increased in weight. Diabetes die 
eventually develop, however, in some of the animals afte 
many months’ treatment. Further injections of the anterio 
pituitary extract produced only a diabetogenic effect, thi 
growth-promoting influence having been lost. Luken 
(1946) suggests that diabetes does not result from ai 
excess of any one anterior pituitary hormone but fron 
the combined oversecretion of both the growth and thi 
adrenotropic hormones. 

It is thus apparent that maternal obesity, an abnormal) 
high foetal loss rate, and an unusually high incidence o 
large babies may occur many years before the onset o 
clinical diabetes, and that the investigation of women vvitl 
such obstetric histories may show that a considerable pro 
portion of them become diabetic in the course of time 
Such a group of women form the basis of the presen 
investigation. 


Selection of Patients 


Pre-diabetic foetal loss reaches a maximum during thi 
two-year period immediately before the diagnosis o: 
diabetes (Gilbert and Dunlop, 1949). It follows tha 
some of the women who in 1941-3 had abnorma 
obstetric histories but showed no signs of diabetes 
might in 1948 have developed this disease. 


The obstetric histories of 5,000 women confined in th< 
Simpson Memorial Maternity Pavilion, Edinburgh, betweei 
August, 1941, and April, 1943, were therefore examined 
and 150 of these were found to have unexplained his 
tories of repeated abortions, miscarriages, intrauterim 
deaths, neonatal deaths, and babies weighing 10 lb. oi 
more. Mimeographed forms asking for the results of al 
pregnancies since 1941-3 were sent to these women, bu 
owing to the evanescent nature of Edinburgh’s wartim< 
population only 75 replies were received. Thirty-five o! 
these gave histories of one or more normal pregnancies 
since 1941-3 and were therefore discarded from the investi- 
gation. The remaining 40 had either not been pregnanl 
since 1941-3 or had had abnormal pregnancies. Of these 
it has been possible to examine 21 in hospital, the remain- 
ing 19 having declined admission owing to pressing domestic 
obligations. 
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The usual glucose-tolerance test was performed on all 
1 patients, six of whom showed curves which were typically 
tiabetic — i.e., they had fasting blood-sugar levels of more 
han 120 mg. per 100 ml. and levels which rose to more 
han 200 mg., remaining above 120 mg. at the end of two 
tours. 


'able Comparing Patients with Diabetic Blood-sugar Cartes and 
those with Normal Curies 



Diabetic 

G.T.T. 

Non-diabetic 

G.T.T. 

so of patients 

6 

15 

Vse 

39-46 > ears ; 
aver. 44-2 years 

28-45 years ; 
a%er. 39-3 yean 

)bese 

6 

8 

No. of live births 

25 

40 

No. of babies more than 10 lb. 

11 

5 

No. of patients with babies of 10 lb. or more 

5 

3 


G.T.T. = Glucose-tolerance test. 


From the accompanying table it will be seen that the 
iverage age of those patients with diabetic blood-sugar 
:urves was five years above that of those with normal 
:urves. It seems probable, therefore, that some women 
af the latter group may yet develop a diabetic tendency. 

The very high incidence of obesity is remarkable, 14 
>f the 21 patients being more than 14 lb. (6.35 kg.) in 
access of the normal mean weight for their age and height, 
xhile all six patients with diabetic blood-sugar curves were 
)0 lb. (13.6 kg.) or more above their “correct" weight. 
Ml patients dated the onset of obesity from their first or 
;econd pregnancy, and with each successive pregnancy 
here had occurred a further gain in weight. Obesity 
was a less pronounced feature among the women with 
aormal blood-sugar curves than among those who had 
become diabetic. 

Women with unsatisfactory first pregnancies are usually 
admitted to the Simpson Memorial Maternity Pavilion for 
second and subsequent confinements. Consequently, accur- 
ate birth weights of the majority of viable infants in this 
group were available. The difference in the incidence of 
babies weighing 10 lb. or more among the diabetic and 
non-diabetic groups of women is striking — 11 out of 25 
compared with 5 out of 40. Thus there seems to be an 
association between the production of large babies and 
ensuing maternal diabetes. 

Obese Non-diabetic Women 

The high incidence of obesity among women with unsatis- 
factory obstetric histories suggests that maternal obesity 
may be related to a high foetal loss rate. The second 
step in the present investigation therefore consisted in a 
survey of the obstetric histories of 84 obese non-diabetic 
-women attending the dietetic out-patient department of the 
r Royal Infirmary, Edinburgh. All patients were interviewed 
personally. The group was unselected, and represented 84 
consecutive attendances of obese non-diabetic women at 
the department. 

As in the previous group of patients, the vast majority 
of these women associated the onset of obesity with an 
early pregnancy. The ages of these patients varied between 
35 and 72 years, with an average of 46.8. Among the 341 
pregnancies involved there was a foetal loss rate of 13.4%. 
This rate is similar to the pre-diabetic foetal loss rate of 
12.5% observed by Gilbert and Dunlop in women develop- 
ing diabetes after the age of 45, the majority of whom were 
over weight, and contrasts with the control foetal loss 
rate of 8%. 

The majority of confinements among the obese non- 
diabetic women and among the women developing diabetes 
after the age of 45 were carried out either at home or in 


institutions from which birth-weight records were not avail- 
able. Consequently it was impossible to ascertain the pre- 
cise incidence of large babies. However, many patients 
spontaneously volunteered the information that they had 
had large babies, quoting birth weights of up to 14 lb. 

, Discussion 

» - 

The present investigation reveals that six out of 21 
women who had had obstetric histories of a high foetal 
loss rate and who had given birth to babies weighing 10 lb. 
or more eventually developed diabetes and that the diabetes 
was associated with obesity. Thus the incidence of diabetes 
in those women far exceeds the expected incidence of 
diabetes in a similar age group of women which is 
given by Joslin (1946) as 0.864%. The association between 
the production of large babies and the development of 
maternal diabetes which was noted by Miller (1945) and 
Kriss and Futcher (1948) is therefore confirmed by the 
present study. 

The abnormally high foetal loss rate in the obese non- 
diabetic women of the present survey is similar to that 
occurring in the obstetric histories of women developing 
diabetes alter the age ol 45, most cl whom were also obese 
(Gilbert and Dunlop, 1949). The unusually high incidence 
of the birth of large babies was a further similarity in the 
obstetric histories of these two groups of patients. The 
present observations therefore suggest that close corre- 
lation exists between increasing maternal obesity, the 
production of large babies, and ensuing maternal diabetes 

Both clinical and experimental studies suggest that the 
anterior pituitary lobe plays an important part in the pro- 
duction of obesity, large babies, and diabetes. The frequent 
onset of obesity and diabetes at the time of the menopause 
has been attributed to anterior pituitary overactivity second- 
ary to the loss of the inhibiting effect of oestrogens on the 
pituitary. Further, the onset of obesity and a diminished 
carbohydrate tolerance following spontaneously occurring 
or artificially produced amenorrboea, as was reported by 
Ogilvie (1935), supports this hypothesis. The reported 
results, however, of oestrogen therapy in menopausal 
diabetes are conflicting. 

Young (1941, 1945), from his experimental observations, 
concludes that excess diabetogenic activity of the anterior 
pituitary lobe may be balanced by hyperfunction of the 
pancreatic islets induced through an overproduction of the 
anterior pituitary pancreatropic hormone. The effect of 
such a balance is the production of growth by a reduction 
in carbohydrate oxidation and an associated conservation 
of nitrogen (Young, 1941, 1945; Ogilvie, 1944). The 
resulting growth manifests itself, according to the age of 
the patient, either in the abnormal height of the pre- 
diabetic juvenile or in the obesity of the middle-aged 
subject. This growth is maintained only so long as the 
pancreatic islets respond to the excessive secretion of 
pancreatropic hormone, but ultimately islet exhaustion 
may supervene, manifesting itself in cessation of growth 
and clinical diabetes. Other observations are in accord 
with this hypothesis.. Thus, Ogilvie (1933, 1935) has 
reported pancreatic islet hypertrophy in a high 'propor- 
tion of obese non-diabetic subjects and a latent period" of 
many years between the onset of obesity and the occur- 
rence of diabetes. Further, Joslin (1946) notes that a rapid 
loss of weight by obese subjects may precede the onset of 
diabetes. 

Applied to the present study these findings suggest that 
the anterior pituitary growth factor may be in part respon- 
sible for the maternal obesity and diabetes, and that this 
factor passes across the placenta, causing the foetus to be 
both abnormally long and abnormally fat. The foetus 
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thus appears to combine the type of growth displayed by 
both the pre-diabetic juvenile and the obese middle-aged 
diabetic. 

The clinical and experimental observations discussed 
suggest that an excessive secretion of the anterior pituitary 
growth factor during pregnancy may account for the pro- 
duction of progressive maternal obesity, „large babies, and 
ultimate maternal diabetes. 

Summary 

Twenty-one women with obstetric histories of unexplained 
abortions, miscarriages, intrauterine deaths, stillbirths, and 
neonatal deaths, and the birth of babies weighing 10 lb. or 
more, were admitted to hospital for investigation. Six of 
these patients were found to be diabetic. All six were grossly 
obese and five had had babies weighing 10 lb. or more. 

Evidence is brought forward to show a correlation between 
progressive maternal obesity, the birth of unusually large babies, 
and ensuing maternal diabetes. It is suggested that an excessive 
secretion of the growth factor during pregnancy may account 
for the associated phenomena. 

I wish to thank Professor D. M. Dunlop and Dr. R. F. Ogilvie 
for their helpful advice and criticism, and Professor R. J. Kellar for 
so kindly putting the case records of the Simpson Memorial Maternity 
Pavilion at my disposal. 
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GLOSSITIS IN ADDISONIAN PERNICIOUS 
ANAEMIA 

EFFECT OF SYNTHETIC VITAMINS OF THE 
B COMPLEX 

BY 

ALEXANDER BROWN, M.D., F.R.F.P.S. 

M.R.C-PJEd. 

(From the Mttirhead Department of Medicine, the University 
and Royal Infirmary, Glasgow ) 

Glossitis has been recognized as a 'common feature of 
Addisonian pernicious anaemia since the work of Hunter 
(1909). Some evidence of involvement of the tongue is 
obtained in about 70% of cases (Brown, 1946). Adequate 
treatment of the anaemia with potent liver extract usually 
results in the disappearance of oral symptoms. 

Glossitis is also a common feature of the sprue syndrome 
and of many deficiency states such as pellagra. Its occur- 
rence has been attributed to deficiency of specific vitamins 
such as nicotinic acid and riboflavin. The fact that the 
sore tongue of the pernicious anaemia syndrome is indis- 
tinguishable from that occurring in well-recognized nutri- 
tional deficiencies suggests that in pernicious anaemia it 
may again be due to a vitamin deficiency, and that it may 


be corrected by appropriate treatment with one or more 
of the members of the vitamin B complex. 

The present report describes the occurrence of glossitis 
and a syndrome suggestive of aribofiavinosis in patients 
with Addisonian pernicious anaemia and the effect of 
treatment with certain synthetic vitamins of the B complex. 

Clinical Observations 

Seven patients with pernicious anaemia are described in 
whom there was a well-marked disturbance suggestive of 
deficiency of one or more members of the vitamin f 
complex. The diagnosis of pernicious anaemia was made 
on the following grounds. In all cases the clinical picturs 
was compatible with the diagnosis ; all had a macrocytit 
anaemia with a megaloblastic bone-marrow reaction whicl 
showed a satisfactory response after treatment with highly 
purified liver 'extract ; all had a histamine-fast achlorhydria 
and in none was there evidence of steatorrhoea or dietarj 
defect. 

Of the seven patients, six had severe painful glossitis 
Five of the six had been receiving parenteral liver therap; 
for periods ranging from four months to two years ; the; 
were receiving it regularly every two to four weeks durini 
the period of this present study. As indicated in the cas 
reports, the glossitis had either existed since the origina 
illness or developed during its treatment with parentera 
liver. The development of a sore tongue wasmot alway 
controlled by liver therapy, and on occasion bore m 
relation to the immediate or subsequent haematologica 
status of the patient. In the seventh case (treated for fin 
years) glossitis was associated with angular stomatitis am 
vascularization of the cornea. 

Case 1 

A man aged 58 developed pernicious anaemia, for whicl 
liver therapy was started in February, 1946. His tongue wa 
red, glazed, and smooth, but did not cause pain until June 
1946, when its appearance deteriorated and it became extreme! 
sensitive and painful. Blood levels at this time and durin 
the subsequent six months were maintained above 4,500, Op 
red cells per c.mm. by regular administration of anahaemic 
From June 15, 200 mg. of nicotinic acid daily for seven day 
left the condition of the tongue, if anything, worse. On June 2 
100 mg. of calcium pantothenate was given intramuscular! 
and then 100 mg. daily by mouth. 

By the third day discomfort had disappeared ; by the seventl 
day only slight redness at the tip remained, and by July 
the organ was merely clean and atrophic. Calcium pantothenat 
was stopped on July 6, and from this date only routine live 
therapy was given. Lingual discomfort returned withu 
14 days. By July 27 the organ was diffusely red am 
raw-looking, painful, and extremely sensitive, with numerou: 
deep fissures. From July 27, 100 mg. of calcium pantothenat' 
was given daily by mouth. By the fourth day undue discomfor 
could not be provoked even by .hot foods or by deliberat' 
friction against the teeth. By the seventh day object! v 
evidence had almost entirely disappeared. By Aug. 17 <h 
tongue looked more nearly normal than at any time since th 
patient had first been seen. Atrophy was less marked am 
central furring had developed. Fissuring was no longe 
present. Treatment with pantothenate was discontinued, am 
by March, 1947, there had been no recurrence of the glossitis 

Case 2 

A married women aged 40 had received liver therapy fp 
two years, when the tongue, previously pale and atrophic 
became red and very uncomfortable. When seen with ttu 
complaint in February, 1946, blood values had been main<a<ne< 
for two years at normal levels (between 4,800,000 and 5,570,001 
red cells per c.mm.). From Feb. 23, in addition to th' 
continued regular administration of highly refined liver extra*- 
(anahaemin), 300 mg. of nicotinic acid was given daily b, 
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nouth. Gradual improvement occurred, and by April 13 the 
mlv visible abnormality was slight marginal redness. The 
trgan was still uncomfortable and unduly sensitive to hot 
'oods. Continued treatment failed to improve matters, and 
wcotinic acid was stopped on April 27. She continued to 
receive- regular injections of liver extract (anahaemin), but 
-vmptoms gradually returned. By Aug. 24 severe general 
glossitis was present From this dale she was given 100 mg. of 
talcium pantothenate daily by mouth. From the fourth day the 
longue was comfortable, and by the seventh nothing abnormal 
a as evident except slight atrophy. Treatment was stopped. 
Symptoms returned at beginning of November, and by the 
33rd severe marginal glossitis was present, causing great dis- 
comfort From this "date she was given 100 mg. of calcium 
pantothenate daily by mouth. By the third day the tongue 
was almost completely asymptomatic. By the seventh day it 
looked almost normal, and by the 14th day it showed only 
i smooth atrophic veal-like condition. Treatment was stopped. 
Up to February, 1947, there had been no return of symptoms. 

' Case 3 

A man aged 61 had received liver therapy for pernicious 
anaemia for nine months. His tongue had been normal in 
appearance and sensitivity during this period. In spite of 
continued regular treatment, and in the presence of blood 
values unchanged above 4,300,000 red cells per c.mm., from 
June, 1946, he gradually developed a painful glossitis. By 
July 27 the organ was diffusely affected and extremely sensitive 
and remained so without change until, from Aug. 24, 100 mg. of 
calcium pantothenate was given daily by mouth. Great sub- 
jective improvement was noted within 48 hours, and by the 
seventh day the organ was not even unduly sensitive. It was 
also normal in appearance. Calcium pantothenate was stopped, 
and up to March 15, 1947, there had been no return of 
symptoms. 

Case 4 

A married woman aged 58 had had a sore tongue before 
liver therapy was begun for pernicious anaemia in 1946, and 
during maintenance treatment which kept blood levels at above 
4,500,000 red cells per c.mm. she suffered almost continuously. 
On June 7, 1946, after about two years' observation and 
treatment, the tongue showed a severe marginal glossitis with 
numerous sharp-edged fissures. It was extremely sensitive. 
By Aug. 3, in spite of continued treatment with liver extract, 
conditions remained unchanged. She was given 100 mg. of 
calcium pantothenate intramuscularly. Within 48 hours all 
discomfort had disappeared and within seven days signs had 
almost completely disappeared. Routine liver therapy there- 
after failed to maintain this improvement, although the red 
cell count did not fall below 4,400,000 per c.mm. ; but within 
five weeks of giving pantothenate the tongue had returned to 
its previous condition. On Oct. 6 a further 100 mg. of calcium 
pantothenate was given intramuscularly. Within 48 hours 
marked improvement had occurred, and by the seventh day 
all evidence of active glossitis had disappeared. Return of 
symptoms was evident in about three weeks, and by Nov. 2 
active glossitis was again fully established. From this date 
50 mg. of calcium pantothenate was given daily by mouth. 
By the third day the tongue was much less sensitive, and 
by the seventh day all discomfort had disappeared and the 
organ looked merely pale and atrophic. Treatment was 
stopped and conditions in the mouth remained unchanged for 
almost a year. In October, 1947, active glossitis again 
appeared, uninfluenced by continued regular administration of 
liver extract and with blood levels above 4,500.000 per omm. 
throughout. By Nov, 10 the tongue showed diffuse redness 
and was extremely sensitive. A simple dose of 50 mg. of 
pantothenate was ' given intramuscularly. Within 48 hours 
symptomatic relief was evident, and on the seventh day all 
redness had disappeared, but the tongue was atrophic. There 
had been no return of symptoms up to May, 1948. 

Case 5 

A woman aged 73 was admitted to hospital in April, 1944. 
on account of pernicious anaemia associated with severe 
glossitis and stomatitis. The tongue was diffusely red and 


showed slight fissuring. The oral features were unaffected by 
liver therapy even when this was given twice weekly f4 ml. 
of anahaemin on each occasion). The blood count rose with 
a reticulocyte response in an unusually slow fashion, and 
throughout the following observation period the red cell levels 
failed to reach 4.000,000 per c.mm. Administration of 150 mg. 
of nicotinic acid daily bv mouth from May 19, 1945, was 
followed by great improvement. By the seventh day the 
tongue was less sensitive and looked much less raw. The 
lips had healed completely. By the 14th day the tongue was 
merely atrophic and all discomfort had disappeared. Con- 
tinuation ot treatment for four months failed to improve the 
atrophy. After about two months* treatment with liver extract 
alone, active glossitis again became troublesome, and by 
February, 1946, the tongue had returned to its previous condi- 
tion. On this occasion repetition of nicotinic acid treatment 
(150 mg. a day) was beneficial, but failed to relieve the condi- 
tion completely. Treatment was stopped after three weeks, 
and 5 mg. of riboflavin was given daily by mouth from Feb. 28. 
Complete subjective and objective evidence of active glossitis 
disappeared within seven days. Treatment was stopped, and 
by June 3 symptoms had returned. On this date 100 mg. of 
calcium pantothenate was given intramuscularly. During the 
following 10 days the glossitis gradually became more severe. 
On Aug. 14 administration of riboflavin was again begun 
(S mg. a day), with complete subjective and objective recovery 
by the seventh day. Further observations on this case were 
not possible. 

Case 6 

A married woman aged 58 was first seen on account of a 
sore tongue which had been troublesome for about two years. 
She was found to have pernicious anaemia. The tongue was 
diffusely red over the dorsum and very sensitive, although 
sensations of taste were impaired. From April 5, 1947, treat- 
ment with liver extract being withheld, 50 mg. of calcium 
pantothenate was given daily by mouth for seven days ; no 
benefit resulted. After a further seven-day period of observa- 
tion riboflavin was given in doses of 5 mg. daily for a week, 
again without benefit. Thereafter nicotinamide in daily doses 
of 200 mg. for two weeks was associated with slight aggravation 
of the glossitis. From May 10 folic acid was given by mouth 
in doses of 20 mg. a day. By the seventh day marked relief 
had occurred, and by the 10th day it was complete. By the 
Nth day the tongue was normal in appearance. A satisfactory 
haematological response also occurred with this treatment, and 
by Aug. 16 the tongue and the blood levels were normal. 
Folic acid was discontinued. Within four days the tongue 
became uncomfortable and active glossitis gradually progressed 
until liver therapy was begun on Aug. 23. Thereafter both 
anaemia and glossitis remained adequately controlled. 

Case 7 

This woman, aged 61, had been receiving liver therapy for 
five years, when she failed to receive adequate treatment and 
relapsed. During recovery from this relapse, with weekly 
administration of 4 ml. of anahaemin and with a red cell 
count of 3,410,000 per c.mm., she developed a very severe 
bilateral angular stomatitis involving the mucocutaneous 
junction, marginal glossitis, and vascularization of the cornea 
in the upper and outer quadrants, more pronounced in the left 
eye, where penetration of small vessels amounted to about 
2 mm. There was also severe conjunctivitis. Treatment with 
riboflavin was begun on Dec. 28, 1946. Within a week the 
angular stomatitis and the conjunctivitis bad improved, and by 
Jan. 25, 1947, the corneal change wws seen to be receding. 
By Feb. 1 the tongue and lips were normal, and within a 
further 14 days the eyes also were normal. Riboflavin was 
discontinued after a short period. There was no return of 
symptoms. 

Summary of Results of Treatment . — The results obtained 
by the administration of synthetic vitamins of the B com- 
plex to these patients are summarized in the accompanying 
table. No single substance was found to be effective 
throughout all cases, and although consistent results were 
obtained in the one individual with a single vitamin for 
periods up to 15 months (Case 4), it was also found in one 
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Table Summarizing Results of Treatment 


Case No. 

Sex 

Clinical Status 

Blood Level 
(Millions) 

Lesions 

Effective Treatment 

* Vitamins Ineffective 

i 

M 

Treated 4 months 

4-5 + 

Glossitis 

Pantothenate, oral -f l.m. 

Nicotinic arid * 

2 1 

F 

Treated 2 yean 

A 

do 

! 

IA 

do 

SJ 

Pantothenate, oral 

! Nicotinic arid (partial effect) 

3 

M 

Treated 1 year 

4-3 4- 


Pantothenate, oral 


4 

F 

Treated 2 years 

4 '4 4- 

M 

Pantothenate, (I) i.m., (2) oral 


5 

F 

Treated 1 year 

3-S-4-0 

Glossitis, stomatitis 

Nicotinic arid, riboflavin 

Nicotinic add later inadequate 

6 

F 

Untreated 

3-4 

Glossitis 

Folic acid 

Pantothenate, nicotinamide, riboflavi 

7 

F 

Treated 5 years 

3-41 + 

1 Glossitis, angular stomatitis, 
vascularization of cornea 

Riboflavin 



instance (Case 5) that different vitamins might be effective 
at different times against apparently similar lesions. 

Discussion 

The significance of glossitis in pernicious anaemia is not 
understood, but it is generally recognized that if sore tongue 
is a feature before treatment is begun it is usually cured 
by liver extract. Indeed, so commonly does the glossitis 
respond to liver extract that it has been said that reappear- 
ance of tongue manifestations in patients under treatment 
is an indication of inadequate therapy (Wintrobe, 1946). 
This suggests some direct relation between the glossitis and 
the anaemia. There is, however, evidence to the contrary 
(Oatway and Middleton, 1932 ; Brown, 1946). 

In the present series glossitis occurred without obvious 
relation to present or subsequent blood levels (see Cases 1, 
2, and 4 especially). The significance of this is not clear, 
especially in view of the apparent rarity of such an occur- 
rence in the experience of others (Wintrobe, 1946). It 
seems unlikely from what is known of the individual 
patients that exceptional dietary inadequacy was by itself 
responsible. All had good appetites and were taking 
apparently adequate diets. The possibility of a combina- 
tion of minor defect of absorption in pernicious anaemia 
and a sub-optimal post-war dietary cannot be entirely dis- 
counted. The question arises whether increased dosage 
with liver extract would have been effective treatment for 
the glossitis. No definite answer can be given from these 
results, which are concerned with the effect of single pure 
substances, but it should be noted that blood .counts were 
maintained at normal and even high levels (Case 2), and 
in spite of this the tongue was sore. In addition Case 5 
received unusually large doses of liver extract without effect 
on the tongue. 

It would seem possible that the development of a sore 
tongue in pernicious anaemia reflects a breakdown in a 
metabolic system similar to that responsible for the megalo- 
blastic marrow and the neurological changes. The fact 
that in this series the glossitis could be controlled by the 
administration of synthetic vitamins suggests that the break- 
down may involve the availability of the vitamin found 
effective. Members of the B complex exist in natural 
foods often in a conjugated and not immediately available 
form. The suggested breakdown in availability may occur 
at this stage in assimilation, or later in closer relationship 
to their final functions as parts of enzyme systems con- 
cerned with cellular metabolism. Liver extract contains 
a factor which in the majority of cases rectifies the defect 
responsible for the mucosal changes and at the same time 
corrects those responsible for the marrow and neural dis- 
turbances. Vitamin B ia , which may be identical with the 
anti-pernicious-anaemia principle 'of liver, has been found 
effective against the anaemia, the neurological changes, 
and the glossitis. Conceivably this substance may promote 
the utilization of certain other essential substances, some 
of which are well-known vitamins of the B complex. 

The role of pantothenic acid in human nutrition is not 
yet fully understood, and the instances described here are 


believed to be the first in which this substance has beei 
found to influence symptoms in pernicious anaemia. 1 
this effect represents restoration of an actual deficiency i 
is difficult to account for the latter except on the basis o 
a metabolic disturbance secondary to a more fundaments 
defect such as that already ' suggested. Pantothenic acii 
is widespread in Nature, and a deficiency conditioned ii 
such a way seems, more probable than one due simply ti 
inadequate intake, especially in persons whose diet is no 
obviously abnormal. 

‘ Summary 

Seven patients with Addisonian pernicious anaemia an 
described each of whom had a sore, red, raw-looking tongue 
One also had angular stomatitis and vascularization of th 
cbmeae. 

In each case it was found possible to control these change 
with a single member of the vitamin B complex in pun 
form. Four cases of glossitis responded to calcium panto 
thenate, and one each to nicotinic acid and folic acid. Om 
case responded first to nicotinic acid and later to riboflavin 
The patient with glossitis, angular stomatitis, and vasculariza 
lion of the corneae responded to riboflavin. 

The significance of these findings is discussed, and it ii 
suggested that the epithelial changes described reflect a break 
down in some metabolic system which may be similar to tha 
responsible for the megaloblastic marrow and the neurologies 
complications of pernicious anaemia. 

I wish to thank Professor L. J.' Davis for his advice and criticistr 
in the investigations and in the writing of this paper. 
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UNUSUAL SYMPTOMS IN PETROL-TANK 
\ CLEANERS 

BY 

INDER SINGH, M.B., B.S., M.R.C.P., F.R.F.P.S. 

Lieutenant-Colonel, I.A.M.C. 

On Sept. 18, 1945, men from a certain labour unit were 
employed in cleaning a large. petrol tank. It had just been 
drained of its contents, and to .overcome the effects o 
undue exposure to the petrol vapour inside the tank t e 
men were ordered to work in frequent shifts.. The air 
inside the tank was not rendered gas-free, nor were the 
men given any airline masks or special clothing to ' vear . 
After the initial respiratory discomfort and irritation 
the eyes the workmen -became accustomed to the vapou 
and some of them stayed in longer. 

Two men, whose cases are recorded below, went, to 
extreme and worked almost continuously for nearly sev 
hours. No adverse effects during this period P reve °. 
them from doing so. Towards the end, however, 
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vere seized with intense' giddiness and they staggered and 
ell. They were rescued in an 'unconscious state by other 
workers. With first-aid measures both came round in 
ibout half an hour and complained of severe vertigo, a 
ense of constriction in the chest, and pains all over the 
jody. They had to be carried to their quarters. The 
:ourse of their illness was as follows. 

Case 1 

A man aged 25 was admitted to hospital the day after expo- 
sure to petrol vapour. Vertigo was severe and he complained 
of headache, marked loss of muscular power, soreness of the 
throat, irritation of the eyes, loss of appetite, and numbness, 
coldness, and intense pain in the lower limbs ; pain in other 
parts of the body was less acute. Apart from congestion of 
the throat and eyes there were no abnormal physical signs. 

6tli Day . — The patient was improving. / The calf muscles 
vt ere, however, acutely tender on pressure. The knee- and 
ankle-jerks were .sluggish. Five multivitamin tablets, each con- 
taining ritamin B,, 1 mg., vitamin -B„ 1 mg., nicotinic acid, 
10 mg., and ascorbic acid, 25 mg„ were given three times a day. 

10th Day . — Improvement was marked. Only slight pain 
remained in the lower limbs. Next day he was discharged 
hs cured at his own request. 

16th Day . — He returned to the hospital with headache, vertigo, 
and Parkinsonian tremor of both hands and early rigidity. He 
« as irritable and irrational. 

26th Day . — Parkinsonian rigidity and tremor were well estab- 
lished, and frequent oculogyric spasms were accompanied by 
spasms of the muscles of the face and mouth. His face, which 
was very pale, and his attitude, voluntary movements, and 
speech, were typical of the disease. Mental and bodily asthenia 
was profound, and most of the time the patient lay quiet in bed, 
showing no interest in himself or his surroundings. Rarely he 
asked for a bed-pan or urinal ; mostly he passed his urine and 
stools in bed. His mood was very changeable, and he often 
cried without apparent reason. There was progressive loss of 
i weight. The ankle-jerks were very feeble, but the calf muscles 
were not tender. The knee-jerks were slightly exaggerated and 
the abdominal reflexes were rather brisk. Heart sounds were 
■ very feeble. The pulse was regular, 72 a minute, and of low 
ension and volume. Blood pressure was 95/70 mm. Hg. 
Respiration was normal, and the temperature was usually sub- 
lormal. Both eyes were slightly icteric (effect of suppressive 
nepacrine). There was still conjunctivitis of the right eye. 
Jrine showed no albumin, sugar, or abnormal quantities of lead, 
ind deposits were normal. Stools were also normal. A blood 
:ount showed: Hb, 120% (Sahli) ; red cells, 6,830,000 per 
:anm. ; white cells, 12,600 (polymorphs 68%, lymphocytes 23%, 
nononuclears 2%, eosinophils 1%, and basophils 6%). There 
vere no malaria" parasites in the smear. The bilirubin content 
if the blood was 0.7 mg. per 100 ml. (icterus index 3.5). Blood 
irea was 16.6 rag. per 100 ml. Wassermann and Kahn reactions 
vere both negative. The patient weighed 118 lb. (53.52 kg.), 
laving lost 23 lb. (10.43 kg.) since the onset of the disease. He 
was put on a nutritive high-protein diet of over 4,200 calories. 
In addition 10 multivitamin tablets were given thrice daily. 
Suppressive mepacrine was stopped. 

36th Day . — For the first time during his stay in hospital the 
patient had a temperature of 100" F. (37.8’ C.) at 6 p.m. 
Blood smears and thick drops were negative for malaria para- 
sites. Subsequently the temperature was 99’ F. (3722° C.) at 
10 p.m., 99.6° F. (37.55° C.) at 2 a.m. next morning, and once 
again normal at 6 a.m. and after. Between 1 and 10 a.m. he 
passed four samples of characteristic haemoglobinuric urine, 
the first very dark, the second and third dark brown, and the 
fourth considerably lighter. Subsequent samples were progres- 
sively normal to the naked eye, although spectroscopic examina- 
tion showed the presence of oxyhaemoglobin till the next morn- 
ing. Apart from the transient low fever described above there 
were no constitutional symptoms and no haemoglobinaemia 
in a blood sample taken at 10 am. Haemoglobin fell from 
125 to 120%, and the red cells from 6,830,000 to 6,510,000 per 
c.mm. The leucocytosis was raised from 12,600 to 14,200, with 
polymorphs 72%, lymphocytes 20%, mononuclears 2%, eosino- 


phils 1%, and basophils 5%. There were no malaria parasites 
in the smears or thick drop preparations. Spectroscopically, 
serum collected from blood taken at 10 am. with care to pre- 
vent haemolysis showed only traces of oxyhaemoglobin, and 
the icterus index remained at 3.5. There was no appreciable 
rise in blood urea. The Donath-Landsteiner reaction, the acid- 
sefum test, and the Wassermann and Kahn reactions were nega- 
tive. Spherocytosis was absent and fragility of red cells was 
normal. No haemolysins were found in vitro in the serum. 
Urine did not show any evidence of abnormal quantities of 
lead excretion. Alkalis and fluids were given by mouth, and, 
on empirical grounds, 20 mL of concentrated antivenene was 
injected intramuscularly to prevent further haemolysis. 

48th Day. — Improvement set in fairly rapidly. Rigidity and 
tremor were less pronounced. Headache, giddiness, and oculo- 
gyric spasms disappeared. His mood was less changeable and 
ho w’as taking general interest all around. He was able to stand 
and to walk slowly by himself, and his weight had begun to 
rise. Insomnia still persisted. 

76th Day. — The patient was now almost completely normal. 
A noticeable feature was a fall in his erythraemia ; the red cells 
were now 5,200,000 per cm, and the Hb was 90%. The 
blood pressure was 120/80 mm. Hg. Insomnia was less trouble- 
some. Mentally he was still moody and depressed. 

96th Day. — He was ffischargefi txttap'tt'xh’} cmed. 

Case 2 

A man aged 23 was admitted on the day after exposure to 
petrol vapour. His complaints and condition were essentially 
similar to those of Case 1, but vertigo was very severe and he 
had considerable pain associated with pins-and-needles in all 
parts of the body. The throat was very congested and there 
was conjunctivitis of the right eye. Unlike Case 1 there wa« 
no temporary improvement and the patient was completely 
bedridden. 

13th Day. — He developed a Parkinsonian tremor of both 
hands, at first only when he attempted a voluntary movement, 
but two days later at rest also, with early rigidity. He was 
becoming very irrational. 

26th Day. — His complaints were identical with those of 
Case 1, but he was more severely affected. Most of the time 
he was depressed and cried without any obvious reason. He 
talked of his family-' 1 in trouble, which he said would finis h 
without .his help. Later he started getting out of bed and 
running away, and often fell and injured himself. He com- 
plained of the sisters and nursing orderlies harassing him, the 
loss of his pay-book although' it was still with him, and a sense 
of impending death. He said he was guilty, and persistenllv 
begged for pardon for all the sins he had committed. There 
w'ere physical signs of bronchitis at both bases. Heart sounds 
were very weak. The pulse was regular, 80 a minute, of loft 
tension and volume. The blood pressure was 110/80 mm. Hg. 
Respiration was normal and the temperature was usually sub- 
normal. Stools were strongly positive for ankylostoma ova. 
The urine contained no albumin, sugar, or abnormal quantities 
of lead, and deposits were normal. A blood count showed: 
Hb, 80% ; red cells, 5,630,000 per c.mm. ; white cells, 6,800 per 
c.mm. (polymorphs 62%, lymphocytes 26%, monocytes 4%, 
eosinophils 0%, and basophils 8%). There were no malaria 
parasites in the smears or thick drop preparations. The bili- 
rubin content of the blood was 0.4 mg. per 100 ml. (icterus 
index 2). Blood urea was 53 mg. per 100 mL Wassermann 
and Kahn reactions were negative. The patient weighed 130 lb. 
(5857 kg.), having lost 28 lb. (12.7 kg.) in 26 days. Similar 
diet and multivitamin tablets were given as in Case I. 

38th Day. — The patient passed characteristic haemoglobinuric 
urine, sherry-red in colour, just after midnight. A second 
sample passed two hours later was fighter, and a third passed 
if* the morning was almost normal. Subsequent samples were 
macroscopically normal, and before evening there was no 
spectroscopic evidence of oxyhaemoglobin in the urine. 
Constitutional symptoms and haemoglobinaemia in a sample 
of blood taken at 10 a.m. were conspicuous by their absence ; 
the patient did not even have the little fever which occurred 
in Case 1. Spectroscopic examination of the blood showed 
only traces of oxyhaemoglobin, and there was no rise in the 
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icterus index. The blood count was not appreciably changed. 
The results of other tests as carried out in Case 1 were like- 
wise all > negative. Similar treatment was adopted. 

48th Day . — The patient had an attack of severe abdominal 
pain below the umbilicus associated with tenderness in the right 
iliac fossa, vomiting, fever with rigor, and a leucocytosis nf 
13,200, with polymorphs 56%, lymphocytes 28%, monocytes 4%, 
and eosinophils 12%. 

60th Day . — There were signs of improvement in the rigidity, 
tremor, and mental condition. 

66th Day . — The patient complained of pain all over the body. 
He had haemoglobinuria again, and this time it was severer than 
that of Case 1. After midnight he passed three samples of very 
dark urine followed by urine of gradually diminishing colour. 
About twelve hours after the first sample was passed it had 
cleared considerably, but to the naked eye it was not com- 
pletely clear until the evening. Once again there were no 
constitutional symptoms other than the preliminary aches and 
pains in the body, and no haemoglobinaemia about twelve hours 
after the first sample of haemoglobinuric urine, and the icterus 
index did not rise. The haemoglobin fell to 75%, and the red 
cells to 4,930,000 per c.mm. The white cells numbered 8,400 
per c.mm., with polymorphs 68%, lymphocytes 23%, eosin- 
ophils 8%, and monocytes 1%. The results of blood smears 
and other tests carried out previously were all negative. Treat- 
ment similar to that in Case 1 was given ; 10 ml. of concentrated 
antivenene was repeated next day also. 

By the 80th day the patient had almost completely recovered, 
and on the 96th day he was discharged as fit. 

A follow-up of both cases for twelve mouths showed 
that recovery was complete in all respects, and there had 
been no recurrence of haemoglobinuria. 

Discussion 

In general petrol is a mixture of hydrocarbons of varying 
volatility and toxicity, the toxicity decreasing as the boiling- 
point increases. Octane, which is present in high propor- 
tion in some petrols, is very toxic — e.g., n-octane is about 
seven times as toxic as pentane (Lawrence, T 945). Some 
commercial petrols contain benzine and other aromatic 
hydrocarbons which are of still greater toxicity. The 
amount of lead tetra-ethyl is normally too small to be 
toxic, but, in circumstances to be discussed later, may 
give rise to lead-poisoning. 

The toxic symptoms which arise after the inhalation of 
petrol vapour depend on the concentration of the vapour and 
the duration of exposure to it — e.g., Fieldner, Katz, and 
Kinney (1921) found that 1 part per 1,000 produced drowsi- 
ness in men after 15 minutes’ exposure, and vertigo, ataxia, 
and nausea at the end of one hour, but 7 parts per 1, 000 
produced definite intoxication in five minutes. A very high 
concentration of the vapour causes almost immediate uncon- 
sciousness, and death from respiratory arrest (Rambousek, 
1913). 

Ordinarily, exposure to low concentration of vapour pro- 
duces emotional changes simulating those of drunkenness. 
There- may be excitement or euphoric exhiiaration. Toler- 
ance may be acquired by repeated exposure, and in such 
persons tremor of the hands without any emotional changes 
may alone occur on exposure to low concentrations of the 
vapour (Hamilton, 1925 ; Kulkovv, 1926). Women may 
burst into fits of uncontrollable hysterical laughter or 
crying. Men may become irritable and quarrelsome. 

Higher concentrations irritate the eyes, the skin, and the 
respiratory passages. A sense of constriction in the throat, 
burning pain in the chest and abdomen, a feeling of pres- 
sure over the heart, and irritation of the skin are followed 
by drowsiness, headache, vertigo, nausea, and muscular 
weakness. Tonic contractions of flexors of the hands and 
twitchings of the muscles of the trunk and limbs have been 
described at this stage by Rudd (1944). 


With still higher concentrations the euphoric exhilarativt 
period is very short. The patient becomes rapidly dis- 
orientated and abusive. Hallucinations may occur and ht 
may defy rescue and become rapidly delirious and comatose 
Convulsions may occur, but may be delayed till he ii 
removed to fresh air for resuscitation (Machle, 1941). 

From short exposures recovery is quick and is followed 
by deep slumber from which he can be roused. At 
prolonged exposure coma may last several days and e: 
in death from respiratory failure. Recovery from cos 
may be heralded by muscular twitchings, and is usua 
associated with severe headache, vomiting, severe abdomii 
pain, pain in the extremities, extreme restlessness, a 
bursts of hysterical laughter. Headache, insomnia, loss 
appetite, vomiting, pain in the extremities and abdomi 
and muscular weakness are the usual immediate after-effe 
and may last several days. An early erysipelas-like en 
tion on the skin of the face and the mucous membrane 
the mouth and throat followed by necrosis is an early a 
fatal complication that rarely occurs (Floret, 1927). 

Sometimes damage inflicted on the nervous system gr 
rise after a variable period to symptoms simulating thi 
of disseminated sclerosis or other organic nervous dise; 
(Potts; 1915). The onset of epilepsy has been descrii 
by Floret (1927). Peripheral and cranial nerves may 
involved, often singly, such as the sciatic (Jansen, 19; 
hypoglossal, and optic. Recovery may take place or 
nervous disability may be permanent. Lawrence (19 
recorded the occurrence of discomfort and tenderness 
the right iliac fossa on the second day after exposure 
petrol vapour, lasting till the twelfth day, without s 
abnormal amount of lead in the urine or faeces. 

Lead tetra-ethyl is readily soluble in fats and oils, hei 
poisoning can occur by its absorption through the int 
skin. The chief mode of absorption is, however, throi 
the pulmonary epithelium from inhalation of its vapori 
form, the amount absorbed being proportionate to 
vapour pressure in the lung alveoli. As much as 5 i 
of lead per litre may be present in air saturated with 
vapour, and the symptoms of poisoning are entirely < 
to this lead content. Owing to the solubility of lead tel 
ethyl in fats, however, the central nervous system is chif 
affected. 

The concentration of lead tetra-ethyl in leaded petro! 
usually not more than 1 in 3,000 by volume, and in l 
concentration the occurrence of lead-poisoning is unkno 
in workmen engaged in its distributive and allied trades, 
well as among the general public (Kehoe, Thamann, a 
Cholak, 1934 ; Final Report of Departmental Commit! 
1930 ; Lind, 1936). It is unlikely that lead tetra-ethyl pi 
any part in the symptomatology of acute petroI-vap( 
poisoning, except when the exposure is prolonged and ' 
concentration of lead in the air is more than the safe In 
of 1 .5 mg. per 1 0 m. 3 of air (American Public Health As 
ciation, 1943). Thus under controlled conditions, v»’h 
keep the concentration below this limit, poisoning ' 
hardly ever occurred in workmen engaged in the rnai 
facture of the product and its blending with petrol (Ken 
1934 : Kehoe and Machle, unpublished data, 1936). 

No cases have been found in can-fillers and can-wash! 
although the urine has contained from 0.026 to 0.6 mg- 
lead per litre (Cassells and Dodds, 1946). 

These authors state that some of the men engage 
underground or semi-underground pump-houses, where 
ventilation was poor and the concentration of the va p( 
naturally higher, however, showed mild symptom 5 
intoxication and a urinary lead concentration which T 
as high as 0,275 mg. per litre. Workers in depots b 1 
below the level of the surrounding countryside, and hei 
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vith poor natural ventilation, showed a high urinary lead 
concentration but no symptoms of intoxication. However, 
15 cases of poisoning are described in tank-cleaners who 
tverlooked or disobeyed regulations governing the cleaning 
procedure. Machie (1935) had previously recorded 11 
irrular cases. In these the poisoning was due to inhala- 
ion of lead tetra-ethyl vapour in high concentrations rising 
tut of the sludge or sediment deposited at the bottom of 
arge tanks after storage for some time ; these contained 
n analysed cases as much -as 0.044 to 0.84% of organic 
ead compounds. Symptoms occurred after one to 17 days 
)f exposure. “ The classical signs and symptoms of lead- 
toisoning — namely, abdominal colic, tremors and fibrillary 
witchings, myalgia, neuralgia, constipation, pallor, blue 
ine on the gums, paralyses, stippling of the red blood 
cells, and punctate basophilia — either did not occur or were 
t very minor part indeed of the picture ” (Cassells and 
Dodds, 1946), although in fatal cases the various organs 
bowed a high concentration of lead — e.g., brain 0.6 to 
1.74 mg., spleen 0.27 to 0.29 mg., liver 2.35 to 2.5 mg., 
cidneys O.79 to 1.2 mg., against the normal maximum of 
>rain 0.09 mg., spleen 0.07 mg., liver 0.28 mg., kidneys 
).16 mg. per 100 g. of wet tissue (American Public Health 
Association, 1943). 

The earliest symptom was insomnia, with difficult)' in 
calling asleep, broken sleep, and troubled dreams. Follow- 
ng this, and sometimes preceding it, came a nasty sweet 
aste in the mouth and halitosis, lack of appetite, nausea, 
,’omiting, and diarrhoea with or without abdominal pain. 
Mext in evidence were irritability, restlessness, nervousness, 
mxiety, difficulty in passing urine, and possibly tiredness. 
At this stage the pulse was slow, the temperature sub- 
aormal, the blood pressure diminished, and the reflexes 
increased, with the body weight showing slight loss. When 
exposure was longer and more severe “ the signs and symp- 
coms progressed to increasing tiredness and loss of body 
weight, tremor, muscular weakness and twitching, oddities 
af behaviour, and evidence of mental confusion, and then, 
quite abruptly, came the onset of acute maniacal symptoms 
with suicidal tendencies, or the occurrence of a convulsion ” 
[Cassells and Dodds, 1946). 

Although the classical signs and symptoms of lead- 
poisoning were absent urine examination showed a lead 
concentration which was usually above 0.15 mg. per litre. 
In fact, when the urinary' lead concentration was less than 

0.1 mg. per litre and symptoms of the above nature were 
displayed lead tetra-ethyl was considered unlikely to be 
the cause. The excretion of lead in the urine continued for a 
long time after exposure ceased, and sometimes the urinary 
concentration continued to rise in spite of cessation of 
exposure, to be followed by a progressive and gradual fall. 

4 The clinical symptoms had apparently no relation to the 
urinary lead concentration — for in one of Cassells and 
Dodds’s cases mental symptoms were present when the 
urinary' lead concentration was 0.215 mg. per litre, but had 
disappeared later on when it had risen to 0.295 mg. Appar- 
ently loss of weight was sometimes very excessive, as shown 
in another of their cases by a gain in freight of 74 lb. 
(33.1 kg.) in about three months during the stage of recover)’, 
and by a loss in a further case of between one and two stones 
(6-12 kg.) in about five weeks during the illness. Although 
the deep reflexes were usually exaggerated, at times they 
•were diminished ; in some cases they were exaggerated, 
while in others they were diminished — e.g., in one case “all 
.reflexes were exaggerated except the biceps jerk, which was 
only just elicited.” Cerebral symptoms in one case occurred 
suddenly in the midst of apparent recovery and ended 
.fatally. There were no permanent sequelae: recollection 
of dreams was all that remained in one case. 


Tropical conditions predispose to the occurrence of cases 
of lead tetra-ethyl poisoning. The two men whose cases 
are recorded in this paper were engaged, without any pro- 
vision of airline masks or special clothing, in cleaning a 
tank which had not been rendered gas-free by ventilation 
after the petrol had been drained away. They thus faced 
a dual risk — one from the inhalation of petrol vapour, and 
the other from the absorption of lead tetra-ethyl by inhala- 
tion as well as by direct absorption through the intact 
skin. 

The initial respiratory discomfort and irritation of the 
eyes were no doubt due to the effects of petrol vapour. 
It appears that sheer determination to work, associated 
with a fairly low concentration of the vapour, delayed the 
onset of giddiness, ataxia, and unconsciousness. To the 
effects of the same vapour may be ascribed the immediate 
symptoms, such as vertigo, headache, muscular weakness, 
anorexia, soreness of the eyes and throat, and pain in the 
lower limbs. 

Symptoms of lead tetra-ethyl poisoning in a petrol-tank 
cleaner after exposure for a single working day have been 
described by Cassells and Dodds in one of the cases in their 
series, mentioned above. It will have to be conceded that 
these two workmen also absorbed enough lead during the 
day’s exposure to give rise to such symptoms as marked 
loss of muscular power, muscular tenderness on pressure, 
and sluggish ankle- and knee-jerks due to its probable 
neuritic, muscular, spinal, or vasoconstrictor action. The 
numbness and the coldness of the lower limbs were perhaps 
due to vasoconstriction and the inability of the blood vessels 
to relax on account of the action of lead on them. Symp- 
toms such as headache, anorexia, and body pains could 
be common to both effects. 

Among the symptoms tremor, slow pulse, subnormal 
temperature, increased reflexes, loss of body weight, muscu- 
lar weakness, and oddities of behaviour have all been 
described, as recorded above, in lead tetra-ethvl poisoning. 
It has been said that when symptoms of this nature are 
displayed lead tetra-ethyl is unlikely to be the cause if the 
urinary lead is less than 0.1 mg. per litre ; yet on account 
of the similarity of symptoms it must be conceded that in 
my two cases these were due to lead tetra-ethyl in spite 
of failure to demonstrate pathological quantities of lead in 
the urine, and especially as in one of the cases there was 
no correlation between cerebral symptoms and the urinary 
lead concentration. 

The unusual symptoms appearing in my two cases were: 

1. Acute Parkinsonism . — As symptoms of organic nervous 
disorder are known to occur as sequelae of petrol-vapour 
poisoning it cannot altogether be ruled out that this was the 
case in these two patients. It is also known, however, that 
lead, through its vasoconstrictor action, can give rise to 
temporary blindness, angina pectoris, and gangrene of the 
extremities. Although localizing signs do not occur in lead 
encephalopathy, a similar selective action may play a part in 
the causation of acute Parkinsonism. 

2. Pain Simulating Acute Appendicitis . — Discomfort and 
tenderness in the right iliac fossa, starting on the second day- 
after exposure to petrol vapour and lasting until the twelfth 
day, recorded by Lawrence in one of his cases without any 
evidence of abnormal amounts of lead in the urine or faeces 
and apparently without any Ieucocytosis, bears a strong 
resemblance to an attack of similar pain in Case 2. However, 
in this instance it occurred 48 days after the exposure and was 
associated with a Ieucocytosis of 13,200 without a relative 
increase in the polymorphs. Such a Ieucocytosis is known 
to be associated with lead colic, and it is not impossible, there- 
fore, that the appendicular reaction in this case was due to 
lead rather than to delayed effects of petrol vapour or to an 
incidental appendicitis. 
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not known. The incidence of 62% of Staph, pyogenes 
in the nasopharynx and its relative predominance is not 
unexpected in view of the findings of others (Kneeland, 
1930; Torrey and Reese, 1945). ‘The high incidence of 
50% in the faeces is much greater than has been recorded 
heretofore (Todd, 1922 ; Crowley, Downie, Fulton, and 
Wilson, 1941), owing largely, it is believed, to the selective 
medium employed. It is a relevant point in considering 
the staphylococcus as a possible aetiological agent in 
enteritis. 

The high incidence of penicillin-resistant strains in both 
nasopharynx and bowel probably reflects the strains cir- 
culating in a hospital environment. It is of interest that a 
similar incidence was found by Barber and Rozwadowska- 
Dowzenko (1948) from strains from infections, also in hos- 
pital. The figures obtained from this series of infants, 
taken in conjunction with time and place, may be regarded 
as a contribution to the further study of penicillin resistance 
of staphylococci in the community. 

Summary 

An investigation into the incidence of staphylococci in the 
nasopharynx and faeces of 130 normal healthy breast-fed 
infants aged 0-7 days bom in the Maternity Department of 
St. Mary’s Hospital, Manchester, is recorded. 

From the nasopharynx Staph, pyogenes was isolated in 62% 
of the infants and from the faeces in 50%. 

Of the Staph, pyogenes strains isolated from the nasopharynx 
55.5%, and from the faeces 58.5%, were penicillin-resistant. 
All the resistant strains produced penicillinase. 

Only four strains of Staph, pyogenes isolated were resistant 
to streptomycin. 

In the cases that were specially tested there was homogeneity 
in the staphylococcal flora of the nasopharynx and bowel in 
individual infants so far as sensitivity to penicillin was con- 
cerned. In three-quarters of the infants who harboured 
Staph, pyogenes in both nasopharynx and bowel the strains 
from the two sources corresponded in their susceptibility to 
both penicillin and streptomycin. 

The high incidence of Staph, pyogenes in the faeces was due 
largely to the use of a selective medium, and the high incidence 
of penicillin-resistant strains probably reflects the strain 
circulating in the hospital. 

I wish to thank Professor W. F. Gaisford for his interest and 
advice and Professor H. B. Maitland for helpful criticism. 

This work was undertaken whilst holding the Cow and Gate 
Research Fellowship in Child Health tenable in the Department of 
Child Health, University of Manchester. 
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The Ministry of Health has issued a circular describing the pro- 
cedure to be followed in caring for persons of unsound mind arriving 
at seaports and airports. If a British subject of unsound mind is 
not met by a relative or friend who MU take charge of him, the 
medical ofTiccr there should call in the appropriate duly authorized 
ofTiccr of the local health authority, who is responsible for removing 
a person of unsound mind. An alien of unsound mind is prohibited 
by the Aliens Order, 1920, from being given leave to land, but 
Article 14 of the Order enables the Secretary of State to exempt any 
person from that prohibition. An immigration officer who considers 
that an alien is of unsound mind should seek the advice of the 
Medical Inspector of Aliens. If the latter is satisfied that the aUen 
n , u , mound be gives the appropriate certificate on Form 

„ rt r to , *^5 immigration officer. If, nevertheless, the alien is 
allowed to land the immigration officer is responsible for his disposal, 
and re may then deal with him in the same way as for a British 
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Unusual Physical Signs in Strangulated 
Inguinal Hernia , 

The following case of strangulated inguinal hernia is recorde 
because it illustrates three physical signs which should receiv 
wider recognition. 

Case Report 

A normal healthy man aged 33 was admitted to hospital complah 
mg of a swelling in the right groin and vague abdominal pain. T1 
swelling in the groin had been present for about six weeks and ha 
not given rise to any symptoms until three days before admissioi 
when it became painful and enlarged rapidly, extending into tl 
scrotum. He complained of some generalized abdominal pain i 
colicky nature, a little nausea, and constipation for two days, 
was also reported that blood-stained fluid had been aspirated fro 
a hydrocele on the right side some hours previous to admission. 

On examination a large fusiform swelling was seen in the rig] 
groin, extending downwards and continuous with a very large swel 
ing in the right half of the scrotum. It was impossible to get aboi 
the swelling in the groin, yet the swelling of the scrotum was clear! 
cystic and translucent, although not brightly so. There was a got 
cough impulse over the swelling in the groin. Auscultation of tl 
abdomen revealed some increase of peristaltic sounds, and the hea 
sounds could be clearly heard throughout the whole abdomen. 

At operation a loop of ileum was found to be strangulated at 
constriction about half-way down an hourglass-shaped hernial sa 
About 6 in. (15 cm.) of bowel was involved, and the distal sac, whit 
was very large, was filled with dark blood-stained fluid. Considerab 
ascites was present in the abdominal cavity, with moderate intestin 
distension. 1 

The strangulated bowel was thickened, waterlogged, and dai 
purple in colour, and the mesentery was thrombotic -and oedematon 
After the usual measures to restore the circulation it was decidi 
to resect the bowel, and a piece about 2 ft. 6 in. (76 cm.) w; 
removed and an end-to-end anastomosis performed. The lap 
congenital sac was removed and the hernia repaired- The patie: 
made an uninterrupted recovery and at a follow-up three montl 
later had no complaints. 

Commentary 

The Cough Impulse. — In a case of suspected strangulatf 
hernia the presence of a cough impulse should not necessari 
rule out the diagnosis. As in this case, the site of strangul; 
tion may be some way distal to the external abdominal rin 
leaving the proximal part of the contents unstrangulated. 

Blood-stained Hydrocele. — The collection of blood-staim 
fluid from a hydrocele is usually considered to be associate 
with some disease or trauma of the testis. The above ca 
demonstrated that it may be associated with intestinal obstru 
tion. Such a finding was of even greater interest in anoth 
case I had some years ago. A man presented with a recent 
developed hydrocele of a .hernial sac with blood-stained flui 
On lying the patient down it was found that the sac could 1 
slowly emptied into the, peritoneal cavity — i.e., the process! 
vaginalis was patent. At operation an internal strangulatic 
due to a fibrous band was found. At no rime had he ev 
noticed any descent into the hernia — the congenital sac beii 
always there, but making itself manifest only when bloo 
stained fluid formed within the abdomen. 

Heart Sounds Heard Clearly in the Abdomen. — This fact, 
believe, signifies a combination of intestinal distension and flui 
I have heard the sounds on other occasions, and these findin 
have always been confirmed at operation or strongly support! 
by other signs. 

In the case recorded the fluid in the abdomen was no dou' 
present because the strangulation was of that type which stai 
with slow venous occlusion, as shown by the thickened wate 
logged loop of strangulated bowel in contrast to the thin friab 
type of wall found in more rapid strangulation in which tl 
arteries are quickly occluded. Although in the former tyj 
of obstruction I believe the bowel is often more viable th; 
its appearance would suggest, it is this type of strangulatic 
which leads to late obstruction from interstitial fibrosis at 
constriction if the bowel is dropped back. 

If the patient’s condition warrants it, an immediate resectic 
would always seem justified. 

C. Patrick Sames, M.S., F.R.C.S., 

Assistant Director. Surgical Unit, St- Mary’s Hospita 
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CARE OF CHILDREN 

Ad.ances in Pediatrics. Volume 3. Edited by S. Z. Levine, 

A M. Butler, L. E. Holt, jun., and A. A.'Weech. (Pp. 363; 
illustrated. £2 5s.) New York and London; Interscience 
Publishers. 1948. 

£ * Handbook of Parentcraft. By Leslie George Housden, O.B.E., 
M.D. With an Introduction by Sir Wilson Jameson, K.C.B., 
F.R.C.P, D.P.H. • (Pp. 152. 5s.) London: Evre and 

Spottiswoode, 1948. 

The third volume of Advances in Pediatrics is up to the high 
standard set by its predecessors. Eight monographs, each with 
useful bibliographies, cover a wide range of interests. It is 
significant of the present-day trend that two of the eight 
are on psychological matters. The account of the treatment 
of epilepsy and the social management of children with this 
complaint is a practical contribution of great importance. A 
thoughtful essay on the effects of birth processes and obstetric 
procedures on the newborn infant is a worthy product of the 
Boston School, from which comes also an account of retro- 
. lentil fibroplasia, posthumously contributed. From Phila- 
iidelphia the pen of an expert deals with viral hepatitis, and 
J is contribution Isom Johns Hopkins is on abnormalities of 
sexual development, a study which was presented in graphic 
form at the International Congress on Pediatrics in 1947 in 
New York. A concluding essay on the osteochondroses is a 
comprehensive account of this curious group of bony 
ahnormalities. The reviewer’s only regret is that a year must 
elapse before more surveys of this type are available. 

Dr. L. G. Housden’s little volume on parentcraft makes 
a'ailable in permanent form the teachings of this keen 
ecthusiast. His general thesis is perhaps sounder than some 
of his details. Pasteurized milk is not generally regarded as 
-afe for babies without boiling, and the milk dilutions advo- 
cated (with the briefest mention of dried milk) are not those 
generally accepted. However, Dr. Housden’s object is to 
educate young parents in their job, which is a larger and more 
important theme than bottle feeding, and he has certainly 
si reeded in writing an interesting book. 

Alan Moncrieff. 

PSYCHOLOGY OF CHILDREN 

Childhood and After. Some Essays and Clinical Studies. By 
Susan Isaacs, C.B.E., M.A., D. Sc. (Viet.), Hon.D.Sc. (Adelaide). 
(Pp. 245. 15s.) London: Routledge and Kegan Paul. 1948. 

With the death of Susan Isaacs we have lost' one of the fore- 
most pioneers of child psychology and one whose originality 
of thought and powers of observation are all too uncommon 
in this or any other field of mental science. An early adherent 
.of the psycho-analytic school, she may have been regarded by 
some as too extreme in her early days, but later she became 
a wise counsellor whose knowledge and understanding of the 
^ inner workings of the human mind made her a real help to 
'jhe community. 

\ This development is reflected in this book, which is a collec- 
aon of lectures and addresses some of which have not pre- 
viously been published. One of the early essays — that on 
privation’ and guilt (1929) — is full of the extreme Freudian ideas 
\ — the Oedipus complex, the castration complex, infantile 
sadism, and so on. That there are at times waves of hostility to 
the mother and still more to the father in the mind of the young 
child, and that these moods may influence subsequent be- 
haviour, may readily be accepted, but that specific desires to 
tear the mother to pieces, to destroy her and eat her, are ever 
formulated even in the deepest layer of the unconscious is 
*- less credible, though the hostility may later be expressed in 
.some such way during psychotic fantasies. In a later essay 
940) on temper tantrums we find a less extreme attitude when 
) the author is discussing tantrums in young children, but she 
' returns to somewhat extravagant Freudian explanations in 
respect of the emotional outbursts of a young schizoid adult. 

The last two essays — on fatherless children and children 
in institutions — are wholly admirable — sensible, instructive, 
and constructive. The last is the full text of a memorandum 


to the Curtis Committee and must have influenced and 
impressed that body considerably. This volume is of great 
interest in showing the development not only of the author’s 
mind but also of the whole modem attitude to abnormal 
psychology. 

R. G. Gordon. 

HODGKIN’S DISEASE 

Hodgkin’s Disease and Allied Disorders. By Henry Jackson, jun, 

A.B, M.D, and Frederic Parker, jun, A.B, M.D, Oxford 

Medical Publications. (Pp. 177; 14 plates. £2 5s.) New York: 

Oxford University Press (Geoffrey Cumberlege). 1947. 

This attractively produced monograph embodies .the authors’ 
observations on a series of 259 cases of Hodgkin’s disease. 
The “ allied disorders ” discussed successively in shorter sec- 
tions are reticulum-cell sarcoma, giant-follicle lymphoma, 
lymphocytoma, lymphosarcoma, plasmocytoma, and endo- 
thelioma. The authors describe all these conditions from their 
combined clinical and pathological aspects and illustrate them 
by radiographs and photomicrographs. 

While the text is full of interesting and authoritative observa- 
tions which will be of value to the practising specialist and 
pathologist, there is nothing revolutionary in these pages. The 
most controversial aspect of the account of Hodgkin’s disease, 
perhaps lies in their distinguishing three forms of the condition 
— paragranuloma, granuioma, and sarcoma. Tbe authors con- 
sider that each of these displays a distinctive pathological and 
clinical picture. While “ paragranuloma *’ has been regarded 
by others as “ early Hodgkin's disease,” the authors claim that, 
although it may pass on to the granuloma phase, it mav 
persist unchanged for many years, and they quote an instance 
where the patient is alive and active 39 years after the diagnosis 
was established by biopsy. The paragranuloma and granuloma 
together conform to the prevailing conception of Hodgkin’s 
disease. It may be, however, that some examples at least of 
the paragranuloma are rather to be regarded as the equivalent 
of Robb-Smith’s lympho-reticular medullary reticulosis. 

The interpretation of what is called Hodgkin's sarcoma is 
a difficulty that confronts ail pathologists ; we read (p. 32) 
that the spleen was involved in only 9 of 32 cases, but it seems 
likely that this croup would be broken down by other authori- 
ties into different categories. Doubtless this and other con- 
troversial points will be resolved only when tbe aetiology of 
the disease is known. 

Dorothy S. Russell. 

ANALYTICAL PSYCHOLOGY 

Studies in Analytical Psychology. By Gerhard Adler, Ph.D. 

(Pp. 209; illustrated. 21s.) London: Routledge and Kegan 

Paul. 1948. 

The contributions of C. G. Jung to psychiatry and psycho- 
pathology are so extensive that a summary of some main con- 
cepts is welcome. The summary presented in this volume is 
given in the setting of clinical experience, and in consequence 
the account is vivid and avoids the dullness of an epitome. 
It is not a book for the beginner. Throughout the author 
assumes that the reader is familiar with the terminology of 
analytical psychology and psycho-analysis. 

In the opening chapter, “ A Comparative Study of Analytical 
Psychology,” the author criticizes chiefly the Freudian point of 
view, and he competently discusses the differences between the 
teaching of Jung and of Freud. The exposition of Jungian 
theory and clinical procedure in the later chapters is more 
useful and gives the book its practical value. Psychiatrists 
have the unusual opportunity of observing a colleague at work 
and noting just how he tackles the well-known problems. Now 
and then, however, the author’s enthusiasm outruns his critical 
faculty and we find a tendency to generalize from particular 
instances. It is probably true, for example, that some — perhaps 
many — children go through ceremonies with their dolls and 
animal toys before going to sleep in order to allay dimly felt 
anxiety of the powers of darkness. But not every child is 
afraid of the dark, and not every child who says good niaht 
to its doll is carrying out a protective ceremony" customary’in 
primitive races (p. 101). 

Drawing and painting have been used for years in psychiatry 
Its a form of diversional therapy, but the*ir use in expressing 
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hitherto unrecognized thought and feeling, for which no other 
vehicle will serve, is more recent. The illustrations in this 
volume, drawn by the author’s patients in an attempt to under- 
stand their dreams, are of this type, and the commentary upon 
them is clear and informative. The final chapter,-on “ Jung’s 
Contribution to Modern Consciousness,” takes us beyond the 
limitations of psychiatry and describes how much psychology 
as a whole has gained by Jung’s teaching. The book is worthy 
of serious attention and will be of special interest to post- 
graduate students who require a lucid statement on such sub- 
jects as symbolism, the collective unconscious, archetypes, 
amplification, the opposites, and dream analysis. 

E. A'. Bennet. 

TELEKINESIS 

The Reach of the Mind. By J. B. Rhine. (Pp. 188. 10s. 6d.) 
London : Faber and Faber. 1948 

Psychology is indebted to Professor Rhine for his pioneer 
scientific work on telepathy, clairvoyance, and, most recently, 
telekinesis. This work, extensively confirmed elsewhere, could 
not be seriously discussed until the combination of controlled 
experiment and statistical analysis showed, as it now has done, 
that effects are being obtained which cannot be accounted for 
by any present theory of mental and physical interaction. They 
demand further inquiry. The late Sir James Jeans once 
remarked that any experiment should be regarded with the 
greatest caution until it was confirmed by theory. This is 
the present standing of these studies of “ psi ” phenomena. 
The reader receives the impression that Professor Rhine is 
studiously avoiding the statement of any working hypothesis 
and that he is best pleased when the results of experiment are 
apparently senseless. 

He has, for instance, performed a great number of experi- 
ments on the power of his subjects to influence the fall of 
rolling dice, and he shows that they can at will secure an 
excessive proportion of high or of Sow numbers on the top 
faces of the dice when they have come to rest. He has experi- 
mented with dice of various shapes-— e.g., with sharp or rounded 
edges — and found no difference between them. Telekinesis is 
unaffected by such mechanical factors. He also says, however, 
that he gave up experimenting with disks because he got no 
statistically significant results ; so it seems that the shape of 
these experimental objects does have some effect after all. If 
mental operations have some direct effect on isolated physical 
systems, then they must be to Some extent subject to the laws 
of physics ; if Professor Rhine has not found this, it may be 
because he has not looked in the right direction, if his views 
arc correct, there is no reason why the pure willing of one of 
bis subjects should not be able to roll over a single dice after it 
has come to rest and turn tt so as to show another face. 
A single successful experiment of this kind would be a clearer 
demonstration to the vulgar than a thousand experiments whose 
validity depends on statistical analysis. 

Professor Rhine is enthusiastically concerned to demonstrate 
tiic paramountcy of mind and the “ psychocenlric ” nature of 
man, as well as to dethrone materialist systems of philosophy. 
Although the phenomena he reports are extremely interesting, 
their theoretical interpretation is still so doubtful that no radical 
change In the basic philosophy of science seems yet to be 
called for. 

Euot Slater. 


Dr. Frederick Christopher's Minor Surgery (sixth edition, 
PP 1.05S; 937 illustrations on 595 figures; £3. Philadelphia and 
l ondon; XV. B. Saunders) includes much more than is usually found 
m the house-surgeon's manual. As the author points out, the distinc- 
tion between minor and major surgery is at times almost impossible 
to make. He has overcome this difficulty by giving the term a 
comprehensive meaning. As a result the book will be useful not 
only to the newly elected house-officer but to the majority of 
practitioners and assistant surgeons. This edition has been brought 
thoroughly up to date. Indeed, the author considers such procedures 
•’ the me of oxidized cellulose for the control of haemorrhage and 
other-, which have not yet established themselves, but he always gives 
• Acre revs to recent work. The chapters on the surgery of the 
extremities make lhc book a useful treatise on minor orthopaedic 
work perhaps as good ns is to be found anywhere. This book has 
" J " f 'ccn popular: in its new revised form it is likely vp be. 
r* ' ,, c 


BOOKS RECEIVED 

[Review is not precluded by nonce here of books recently receiutd] 

A Course in Practical Therapeutics. By M E. Rehfuss, M.D., 
F.A.C.P., and others (Pp 824 82s 6d.) London: Bailliere, 

Tindall and Cox. 1948. 

Systematically arranged and fully illustrated. 

The Diagnosis of the Acute Abdomen tn Rhyme. ’ By ZetaJl 
2nd ed. (Pp. 93. 6s.) London: H. K. Lewis 1949. 

A second edition of the well-known epic. 

An Introduction to Public Health. By R. W. Caryl Thomas, 
M.D., B.Sc., D.P.H. (Pp. 261. 15s.) London: Simpkin Marshall. 
1949. 

A short book for students. 

Cunningham's Manual of Practical Anatomy. By 3. C. Brash, 
M.C., M.A., M.D., F.R.C.S.Ed., F.R.S.Ed. Vat. i. llth ed. 
(Pp. 387. 21s.) London : Geoffrey Cumberlege. 1948. 

General introduction, and the upper and lower limbs 

Pediatric Anesthesia. By M. D. Leigh, M.D., and M. Belton, 
M.D. (Pp. 240. 27s. 6 d.) London: Macmillan. 1948. j 

Theory and practice of anaesthesia for children 

. / 

Eat and Grow Beautiful. By G Hauser. (Pp 233. 9s. 6d.) 
London; Faber and Faber. 1949 

A book for the non-scicntific reader. 

Practical Orthoptics in the Treatment of Squint. By T. K, Lyle, 
M.A., M.t>„ M.Chir., M.R.C.P., F.R.C.S., and S. Jackson. S R.N.. 
D.B.O. 3rd ed. (Pp. 271. 35s) London : H. K. Lewis 1949 

An extensively revised edition. 

Common Sense About Hair. By G. Reeson, and C. 

Bedeman, M.f.T. (Pp. 78. 3s. 6d.) London : Walding Press. 1949. 
For the layman 

Psycho-Analysis Today. Edited by S. Lorand, M.D. (Pp. 404. 
25s.) London: George Alien and Untvin. 1948. 

A survey of the development of psycho-analysis. 

La Marihuana en la America Latina. By P. O Wolff (Pp, 55. 
No piice.) Buenos Aires: E) Ateneo. 1948. 

Extended version of a lecture given to the Medico-Legal Society oi 
Buenos Aires. 

The Neurosis of Man. By T. Burrow, M.D., Ph.D. (Pp. 428 
28s.) London: Routledge and Kegnn Paul. 1949. 

An analysis of the causes of neurosis 

N 

Klittische Infcktionslehre. By F. O. Hdring 2nd ed. (Pp. 245. 
M. 18.) Berlin: Springer. 1948. 

A study of the pathogenesis of infection, 

Index-Catalogue oj the Library of the Surgeon-General's Office- 
United States Army. Edited by C. F. Mayer, M.D, (Pp. 994.4 
$4.25.) Washington: LLS. Government Printing Office. 1948. * 

The tenth volume of the fourth series, which is also the fifty-seventh 
volume of the entire publication since its inception in '1880. 

Anaesthetics and the Patient. By G. Ostlere, D.A. (Pp. 166. 
7s. 6d.) London: Sigma Books. )949. 

A monograph for nurses, junior medical students, and the layman. 

Yearbook of General Surgery, ro 48 . Edited by E. A. Graham, 
M.D. (Pp; 717. 25s.) London : H. K. Lewis 1949. 

A review of the year's literature. 

First Steps in Childhood. By G. M. Kerr, M.B., B.S., D.A. 1 . 
(Pp. 120. 3s. 6d.) London: Cierke and Cockeran. 1949 
For mothers. 

Tuberculosis of the Knee-Joint. By 3. Mortens. (Pp. 550. 
Kr. 30.) London : -H. K.. Lewis. 1948. 

English translation of a recent Danish monograph. 
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THE SYMPATHETIC TRANSMITTER 


Adrenaline is an amine m which one hydrogen atom is 
replaced by a methyl group ; the same amine in which this 
h\drogen atom is not replaced is known as nor-adrenaline 
or arterenol Evidence is accumulating to show that the 
substance which transmits sympathetic impulses to the end 
organ is nor-adrenahne, and not adrenaline as many have 
thought several workers 1 * 1 have obtained results indica- 
ting that nor-adrenalme is the transmitter at sympathetic 
nerve endings m the liver. Recently von Euler 5 has 
demonstrated by colorimetric and biological tests that 
extracts of sympathetic splenic nerve fibres of cattle con- 
tain 1-nor-adrenaline — a finding which again emphasizes 
the importance of this substance. To be set in the balance 
against this evidence is that of Gaddum and his colleagues,* 7 
who found the substance liberated by the stimulation of 
sympathetic nerves to the vessels of the rabbit’s ear to be 
adrenaline 

All this work might seem at first sight to be of academic 
importance only, but Goldenberg and his colleagues* m 
the U S.A have been quick to see its possible clinical 
significance They have made a clinical study of the 
effects of intravenous infusion of nor-adrenaline, compar- 
ing them with those of adrenaline. The vasodilator effect of 
adrenaline has been demonstrated in man by Allen, 
Barcroft, and Edholm” and by other workers. 10 * 1 " The 
action of nor-adrenahne is different: intravenous infusion 
causes vasoconstriction and a rise in pressure For example, 
in one patient Goldenberg and his colleagues found that 
infusion of adrenaline caused a fall in the total peripheral 
resistance (expressed m dynes cm.* 5 sec) from 1,000 to 
500 , the mfusion of nor-adrenaline on the other hand 
caused a rise from 1,250 to 1,750. When both adrenaline 
and nor-adrenaline were infused there was a fall ; the 
presence of adrenaline appeared to block the constrictor 
action of nor-adrenalme From these and similar obser- 
vations in other patients they put forward the highly specu- 
lative theory that essential hypertension may be considered 
to be a disease of deficient transmethylation, though they 
admit that their study provides no "definitive evidence" 
for this view. They suggest, that is, that nor-adrenahne 
is a precursor of adrenaline, and that essential hypertension 
results from a failure to effect the conversion. Recently 
Holtz and Kroneberg 15 put forward the view that epinine 
rather than nor-adrenaline is the precursor of adrenaline. 

l - - T ' ** ** / Pharmacol , 1937, 59. 114 
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5 < « .1 Physiol . 1947. 105. 357 
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Obviously, until there is evidence that nor-adrenaline can 
become adrenaline by methylation, the theory, however 
interesting, must remain insecure. The difference between 
nor-a'drenaline and adrenaline is not confined to the action 
on the vessels, for Barcroft and Konzett 1 * have shown that 
intravenous infusion in man of nor-adrenalme causes a 
slowing of the heart rate, while that of adrenaline causes a 
quickening 

If nor-adrenaline is the sympathetic transmitter and is 
a purely constrictor substance, how then is sympathetic 
vasodilatation to be explained ? It has been known since 
the time of Dastre and Morat 15 that the stimulation of 
certain sympathetic fibres produces vasodilatation The 
experiments of Bulbnng and Bum 15 threw light on sympa- 
thetic Vasodilatation in the dog. They found that the vaso- 
dilatation was due to the liberation of acetylcholine Folkow 
and UvnSs 17 in Sweden have now studied sympathetic vaso- 
dilatation in the cat and have come to the conclusion that 
in this animal as well as in the dog the transmitter is 
acetylcholine They and their colleagues 18 have also shown 
that the sympathetic vasodilator fibres in the coronary 
vessels liberate acetylcholine. They regard nor-adrenahne 
as the transmitter of all constrictor impulses in the cat and 
acetylcholine as the transmitter of all sympathetic dilator 
impulses. 

The most recent observations on nor-adrenahne concern 
the medulla of the suprarenal gland Holton 10 has shown 
that medullary tumours contain much more nor-adrenalme 
than adrenaline Meier and Bern 30 have found that the 
dilator action of adrenaline on the limb vessels disappears 
if the suprarenal glands are removed, but it reappears if 
nor-adrenahne is infused intravenously , thus they suppose 
that the suprarenal medulla must liberate not only adren- 
aline but also nor-adrenahne. Schumann 71 has reported the 
presence of nor-adrenaline in the suprarenal of the pig 
Bulbring and Bum 37 have shown that stimulation of the 
splanchnic nerve in the cat liberates from the suprarenal 
medulla a mixture of nor-adrenahne and adrenaline — on 
an average about 50% of each Thus nor-adrenahne is 
rapidly becoming a substance of unexpected importance, 
and the rate at which new discoveries m this field are 
appeanng is so great that conclusions of clinical interest 
seem bound to emerge very soon. 


DIPHTHERIA PROPHYLACTICS 

From 1911 to 1940 the number of cases of diphtheria 
notified in England and Wales was consistently round 
about 50,000 a year. In 1940 the Ministry of Health intro- 
duced its immunization scheme — the prophylactic most 
commonly used being alum-precipitated toxoid (A.P.T.) — 
and in 1942 the number of notified cases was 41,404 ; after 
that it fell steadily — 34,662 in 1943, 29,949 in 1944, 18,596 
m 1945, 11,986 in 1946, and 3,941 in 1947, the last year 

is Ranges, H A . and Bradley, S E-, ibid , 1943, 22. 637. ' 
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for which full returns are available. The number of deaths 
from diphtheria showed a similar trend : between 1911 and 
1940 there had been a fairly steady fall, but the figure 
appeared to be attaining stability at about 2,500 (2,133 in 
1939, 2,480 in 1940, 2,641 in 1941). In 1942, two years 
after the Ministry’s campaign had started, deaths from 
diphtheria in England and Wales had fallen to 1,827, and 
the decrease continued : 1,371 in 1943, 934 in 1944, 722 in 
1945, 472 in 1946, and 198 in 1947. 

Since this remarkable change in the incidence and 
mortality of diphtheria took place to a large extent during 
a war in which food shortages, movements of population, 
and bombing had added greatly to the difficulty of con- 
trolling infectious disease, it is clear that A.P.T. possesses 
the essential feature of a good diphtheria prophylactic — 
the capacity to reduce to very small proportions the inci- 
dence and mortality of diphtheria. Recently, however, 
some disquiet has been expressed at the ■variability oi 
A.P.T. as an immunizing agent. 1 Much of this seems to 
have been due to the use of some preparations of low 
potency in the 1941 immunization campaign. Though 
batches of A.P.T. produced by the method of Barr, Glenny, 
Pope, and Linggood 2 show little variation in antigenic 
power in guinea-pigs, whether tested by a one- or two- 
dose method, 3 there is clearly some substance in the con- 
tention that the composition of A.P.T. is not accurately 
known, that it is not reproducible with certainty in different 
laboratories, and that the amount of carrier (according to 
Holt, 1 aluminium hydroxide and phosphate) cannot be 
controlled. There is also some complaint of reactions after 
A.P.T., particularly in older children and in adults ; these 
are said to be due partly to bacterial protein in the prophy- 
lactic. Obviously, therefore, it would be a great advantage 
to have a diphtheria prophylactic the composition of which 
was constant and controllable and which caused few 
reactions — always provided that the immunizing effect was 
at least as good as that of A.P.T. 

These considerations led Mr. L. B. Holt to devise a 
new prophylactic, 1 and to this he gave the name P.T.A.P. 
(purified toxoid, aluminium phosphate precipitated). The 
purified toxoid, produced from the toxin of C. diphtlteriae 
grown in a semisynthetic medium, is precipitated by the 
addition of aluminium phosphate in controlled conditions. 5 
By this method toxoid of consistent purity can be adsorbed 
on known and controllable amounts of aluminium phos- 
phate. The latter point is of considerable importance, since 
Bousfield 6 has shown that if a constant amount of toxoid 
is injected as P.T.A.P. the Schick-conversion rate rises with 
increase in the amount of carrier used. When testing 
P.T.A.P by a one-injection method in children Bousfield 
and his colleagues 1 found that different batches did not 
vary in antigenic potency, that the Schick-conversion rate 
by this method was from 94.1% to 100%, and that the anti- 
genicity of P.T.A.P. improves on keeping. Reactions' to 
P.T.A.P. arc reported to be trifling in children and in adults, 
and in individuals sensitive to A.P.T. are less than those 

1 Bousfitld. G , Puhl Htlh, Lend , 1947, 50, 121. 
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caused by the latter prophylactic. (Complete freedom from 
reaction to diphtheria prophylactics is hardly likely to be 
achieved : Pappenheimer and Lawrence 8 have shown that 
some individuals are sensitive to pure diphtheria toxoid.) 
Nodule formation becomes more obvious as the dose of 
carrier is increased, and the Schick-conversion rate tends 
to rise as the incidence and extent of nodule formation 
become greater. 

In this issue of the Journal Mr. L. B. Holt and Dr. Guy 
Bousfield give an account of the present position of 
P.T.A.P. First, they show that there is no significant dif- 
ference between batches of P.T.A.P. of the' same age as 
judged by the Schick-conversion rate in children 28 days 
after a single injection. They also found no difference 
between the six batches of A.P.T. tested in parallel, but 
P.T.A.P. did give a significantly higher mean value for 
the Schick-conversion rate (96.6%, as compared with 87.5% 
for A.P.T.) 2% days -after owe foyeetioo. They the?* con- 
sider the method of injection, and show that if 5 Lf doses 
of toxoid are used as antigen in a single dose intramuscular 
injection gives a higher Schick-conversion rate than sub- 
cutaneous injection whatever the quantity of carrier, pre- 
sumably because muscular movement not only may ’dis- 
perse the antigen but also delays its encapsulation. There 
is evidence that 5 Lf doses of toxoid adsorbed on 5 mg. 
aluminium phosphate give the best results. An interesting 
finding is that even with such small doses of toxoid (15 Lf 
doses plus 7.5 mg. A1PO,) a Schick-conversion rate of 95% 
may be obtained three months after a single intramuscular 
injection. Moreover, even with this small dose the Schick- 
negative state is maintained in at least 95% of the children 
for at least 15 months. The authors suggest that these 
observations indicate that a prophylactic effective against 
diphtheria by a single injection may be practicable — a 
matter o'f obvious importance, since many children never 
appear for their second injection. At present, however, 
there are still strong theoretical objections to giving the 
first course of immunization by a single-dose method. The 
earlier batches of P.T.A.P. (at pH 5) produced some stinging 
on injection, but it was found that adjustment to pH 6.5-7 
not only abolished the stinging but made no difference to 
the antigenicity. From their experience so far Holt and 
Bousfield recommend a prophylactic containing in -1 ml. 
50 Lf doses of toxoid (2,000 Lf doses per mg. protein 
nitrogen), 10 mg. of AlPCb, 0.85 g. of NaCl, and 0.0001 g. 
of preservative, adjusted to pH 6-6.5 and stored for three 
to six months in the cold-room before issue. 

This work shows what advances have been made in the 
study of diphtheria prophylactics. There is, however, still 
a need for caution : the test of a diphtheria prophylactic 
is its efficiency in the field — its capacity to reduce to a 
negligible level the incidence of diphtheria and its mor- 
tality. Large amounts -of bacterial protein in prophylactics 
undoubtedly increase the frequency and severity of "re- 
actions ” after injection ; removal of all bacterial protein, 
though it reduces reactions to a minimum, may reduce the 
immunizing power even though the Schick-conversion rate 
is raised. It is therefore exceedingly important that exten- 
sive trials of the immunizing, power of this new prophy- 
lactic should be carried out, preferably over a number 
of years, in parallel with A.P.T. If the incidence of 
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diphtheria m children injected with P.T.A.P. is as low as, or 
lower than, the incidence in those injected with A.P.T. then 
the case for P T A P. will have been conclusively proved. 


AN UNFORTUNATE PRECEDENT 

Ul.ord Moran was last week re-elected President of the 
Royal College of Physicians of London and thus enters 
his ninth \ear in this distinguished office. President during 
a time of storm and stress, he has by his skill in negotiation 
rendered the profession notable service. Lord Moran has 
been at the head of affairs longer than any recent presi- 
dents. the nearest to him in duration of office being Lord 
Dawson ot Penn, who was P.R.C.P. for seven years. There 
is, of coup>e, no fixed term of office, the election being 
annual But a glance at the history of the College shows 
that some former presidents had considerable staying 
powe' tor example, William Baronsdale (1589-99) and 
Sir Ldw J Alston (1655— 66") each served for a term of 
11 vc rv Sir Hans Sloane, founder of the British Museum, 
was P'e'tdent for 16 years, from 1719 to 1735. The presi- 
dent longest tn office was Sir Henry Halford, who was 
elected i nanimouslv everv year from 1S20 to 1844. He was 
physivnn to four sovereigns, and mainly responsible for 
the removal in 1825 of the College from Warwick Lane to 
its present habitation in Pall Mall East. 

PoV.es and economics now invade professional life and 
thought m a way that would have made our ancestors sit 
uneasily in their chairs of office. Presidents now have to 
beat a heavy burden and responsibility. As guardians of 
the gates of ancient and learned institutions they have, 
Janus-hhe. to look two ways at once, within and without, 
at ihe internal affairs of the Colleges and at the external 
relations between these and the State. This dual obligation 
is illustrated by the fact that the present President of the 
Roval College of Physicians is also the Chairman of the 
Distinction Awards Committee, a committee which has the 
difficult — and. as some think, impossible — task of selecting 
from the body of consultants and specialists in this country 
those thought fit to receive money prizes. It says much 
for Lord Moran's strong sense of duty that he has con- 
sented to act in these two capacities ; and that the Comitia 
of the College last week re-elected him shows that they do 
not disapprove of this situation. 

( The times are exceptional, and exceptional measures and 
men must be found to match them. Nevertheless we may 
hope that this is a precedent which will not be followed. 
Fellows must be able to feel free to criticize the presidents 
of the Royal Colleges in. Council and Comitia, and by 
tearless advocacy of contrary opinions be able to take part 
in the needed evolution of these institutions. Those with 
great expectations for a prize may at times feel constrained 
to remain silent when it is a question of voicing an opinion 
thouaht to be unacceptable to a president who also holds 

■ ffie chairmanship of the Distinction Awards Committee. 
And, human nature being what it is, some may even be 
tempted to handle the base coin of adulation. A presi- 
dent's first duty' is to promote the interests of his own 
College, and at times he may, not unnaturally, be uncon- 
sciously biased in favour of his own Fellows when it comes 


to choosing for a prize one or two out of several candidates 
of almost equal merit It is true that there is the safe- 
guard of a strong committee and the most careful assess- 
ment of claims from the periphery. We have no doubt 
that the strictest fairness will be observed. Yet many 
people think that the presidents of the Royal Colleges 
should not be placed in an invidious position. It may be 
questioned whether they should serve even as members of 
the Distinction Awards Committee. It is not impossible 
that in future the decisions of this committee will be 
challenged, and it would seem to be important that the 
presidents of the Royal Colleges should remain free to 
criticize these decisions, and not be involved in them. The 
principle, we think, is important enough to deserve careful 
consideration. 


CONGENITAL HEART DISEASE: A NEW . 

APPROACH 

The surgical treatment of congenital heart disease has been 
one of the most remarkable developments in recent years. 
In cyanotic heart disease, including Fallot’s tetralogy, the 
Blalock-Taussig operation has proved of great value. The 
object is to provide an anastomosis between a systemic 
artery’ and a pulmonary vessel so that a proportion of the 
systemic “ blue ” blood can be shunted into the lung and 
there oxygenated. In the standard Blalock operation a 
subclavian artery is joined by an end-to-side anastomosis 
to the corresponding main pulmonary trunk, while in Potts’s 
operation a side-to-side opening is constructed between the 
aorta and left pulmonary artery. In addition to these opera- 
tions there have been successful attempts, including that 
described by Brock 1 in this Journal some months ago, to 
divide or excise a stenosed pulmonary valve and thereby 
to increase the blood flow from the heart into the lung.* 

In the operation in which an anastomosis is to be per- 
formed it is essential that the vessels concerned should be 
large enough for the making of a satisfactory junction ; 
unfortunately in a number of patients with cyanotic disease 
one or other pulmonary' artery may be so small that such 
an operation becomes impracticable. In these cases the 
body itself makes an effort to improve pulmonary oxygena- 
tion by establishing numerous fine collateral channels in 
the region of the lung root, and the importance of these 
may be gauged by the fact that if they are divided and 
there is no adequate pulmonary artery death may 
result. Elsewhere in this issue Mr N R. Barrett and 
Dr, Raymond Daley describe a method of treating the 
cases in which pulmonary arteries are too small for anasto- 
mosis by establishing new vascular channels along adhesions 
between the mediastinum and lung. The adhesions are 
made by stripping the parietal pleura from the upper part 
of the chest, then powdering the raw surface with asbestos 
dust, and re-expanding the lung. This can be done on 
both sides, and it seems probable that considerable revascu- 
larization over the raw area may occur. As an alternative 
method, omentum has been brought up from the abdomen 
and applied to lung, since it is known that vascular adhe- 
sions can also be established in this manner. Barrett and 
Daley have treated six patients by one or other of these 
methods, and they consider that the results were good in 
two cases and that there was clinical improvement in three. 
It is too early as yet to say whether the improvement will 
be permanent. 

This form of operation may well be valuable in the 
treatment of patients in whom the more generally accepted 

1 British Medical Journal, 194S, 1, 1121. 

2 ScDots, T. H-, Lancet, 1948, 1, 9S3. 
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type of anastomotic operation is not possible, but at the 
same time modern methods of investigation must be 
employed in order to obtain before operation as much 
information as possible about the condition of the vessels. 
There are many variations of Fallot’s tetralogy and other 
cyanotic conditions, and- no hard-and-fast decision about 
the type of operation can be made until the chest is opened 
and the exact abnormality defined. 


TOXOPLASMOSIS 


Although the toxoplasma was known to be a .parasite in 
certain animals as long ago as 1908, 1 2 it was not until 
1939 that toxoplasmosis was reported in a human patient, 
the case having been first diagnosed as encephalitozoic 
encephalomyelitis. 3 Interest in the condition led to a 
careful review of some earlier case reports and in some 
cases to re-examination of necropsy material. As a result 
toxoplasma infection has been suggested as the cause 
of some previously, obscure conditions ; among these 
was a case of “ coloboma of the macula lutea in a 
microphthalmic eye, with parasites in the'retina ” reported 
by Janku 4 in Prague in 1923. Since 1939 several authors 3 ' 10 
have reported cases of this infection, and recently Jacoby 
and Sagorin 11 have described the first case of congenita! 
toxoplasmosis diagnosed in this country. 

The first cases of toxoplasma infections to be recognized 
were in newborn babies* but later the condition was diag- 
nosed in older children' and adults. 'While in the latter the 
signs and symptoms may be diverse (pneumonia, fever, 
exanthema, gastro-enteritis), in children the usual clinical 
picture is that of meningo-encephalomyelitis, almost always 
accompanied by affections of the eye-— the most frequent 
being bilateral chorioretinitis in the central area of the 
fundus. In a series of 15 cases identified by Wolf and 
his colleagues 12 as toxoplasmosis, 11 patients were 
examined ophthalmologically and of these 10 had 
chorioretinitis. Most lesions were in the healed state 
and took the form of atrophic pigmented areas resembling 
macular colobomata. In another report Wolf and his 
colleagues 8 give the following criteria as typical of toxo- 
plasmosis in infants: (1) onset very early in life ; (2) symp- 
toms of meningo-encephalomyelitis ; (3) affections of the 
eye (especially chorioretinitis) ; and (4) cerebral calcifica- 
tion noticeable on radiographs of the skull. A certain 
diagnosis depends on the finding of the protozoon by 
biopsy or necropsy, either directly or after passage through 
animals. According to Binkhorst 13 this had been accom- 
plished in 18 cases up to 1945, 13 being con- 

genital and five acquired infections. In the case reported 
by Jacoby and Sagorin the protozoon was not isolated, 
but neutralizing antibodies were found in the mother’s 
serum. 

While ocular disorders such as pupillary abnormality 
and paresis of ocular muscles have been described in cases 
of encephalitis, chorioretinitis has seldom been reported 
as a complication. Its discovery, therefore, in a case of 
encephalitis of unknown origin should at any rate bring 
the possibility of toxoplasmosis to mind, especially if 
cerebral calcification is present. The same would apply 


1 Nicollc, C., and Manceau, L-, C.R^Acad. Sci., Paris . 1908. 147 763. 

1 Splendore, A., Rev. Soc. sci. S. Paulo, 1908, 3, 109. * 

3 Wolf, A., Co wen, D„ Paice. B. H., Amer. J. Path., 1939 15 657. 

«C7ir. Lek. ces., 1923. 62, 1021. * 

5 Pinkerton. H., und Weinman. D., Arch. Path., 1940 30 374 

J so"T 194 ’> S07 '- 

:&r. .wS:#?: "• 1942 - «• 689 - 

BioVhont. C. I).. Ophtkalrro'los'ica, Basel, 1946. 113 239 
U Outer:. 194S, 2, 926. 
t: 4ri h OrhtkaU Chicago, 1943, 29. 1. 

Beset, 1948. 115, 65. 


if central chorioretinitis was found in a mentally defective 
child or in a child with Little’s disease. The first report 
in the European literature of a case in which the diagnosis 
was confirmed intra vitam by the demonstration of toxo- 
plasma-like parasites in animals inoculated with the 
cerebrospinal fluid came from Binkhorst in 1946. 10 The 
patient was a 6-years-old girl who had been brought to 
hospital for treatment of a convergent squint. It was 
noticed that she stumbled when walking, had a copious! 
(low of saliva, and a marked impediment of speech when 
she endeavoured to talk, which was seldom. Her stature 
was slight, and she had general motor weakness. Nothing 
abnormal was found in the lungs, the blood, or the cere- 
brospinal fluid. Microphthalmus and chorioretinitis were 
present, and radiographs of the skull in the bi-temporal 
and fronto-occipital planes showed multiple small and large 
opacities, with the density of calcium shadows, situated 
intracerebrally. Micro-organisms resembling toxoplasma 
were found in a cerebral granuloma in a guinea-pig after 
the intracerebral injection of cerebrospinal fluid from this 
case. 

Infections of domestic animals in this country have nol 
hitherto been reported, but Jacoby and Sagorin mention 
that a dog in Kent was recently found to have toxoplasmic 
encephalitis, the diagnosis being confirmed by identification 
of the protozoon. Toxoplasmosis in human beings maybe 
more common than is thought, and it -should be considered 
as a possible cause of visual disability in children in whom 
no dire.ct interference with the light path is immediately 
noticeable. 


BRITISH HOSPITALS ASSOCIATION 

Voluntary hospitals having passed into history, it was 
inevitable, though none the less to be regretted, that the 
British Hospitals Association should follow them. The 
association, which is now being wound up, can look bad 
upon a fine record of service extending over 65 years. It! 
end is in no sense due to any failure or shortcomings o: 
its own. It is a political casualty, and the voluntary hos 
pitals, whose interests the association so effectively repre 
sented, have now been taken over as a going concern 
continuing their service into the new era of regions 
administration. 

The British Hospitals Association was formed to focu 
the views of hospitals under voluntary management, am 
with the help of a very large council, representative of hos 
pitals all over the country, it brought them to the attentioi 
of Government Departments and public bodies generally 
Its patron was the Duke of Gloucester, and its presiden 
for not far short of 30 years was the late Sir Arthur Stanley 
who had a lifelong enthusiasm for all hospital causes. Th 
association also owed much to the wise guidanfce of it 
chairman. Sir Bernard Docker. It had 25 area committee 
in England and Wales, a branch in Scotland with five com 
mittees, and a branch in Northern Ireland. The task i 
undertook was a difficult one. Voluntary hospitals wer 
always highly individualistic institutions, proud of thei 
traditions and jealous of their area of local or specis 
appeal. It was no small matter to get them to combin 
for a common purpose, even for such a thing as the adop 
tion of a uniform system of accountancy or statistics. I 
all the work connected with hospital financing and develop 
ment of recent years, such as the growth of contributor 
and provident schemes, organized collections, the trainin 
of almoners, dietitians, and administrators, the associatio 
has exercised a useful influence. Under its auspice; 
together with the Joint Council of the Order of St. Joh 
and the .British Red Cross Society and other bodies, ther 
was established a Central Bureau of Hospital Tnformatioi 
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which has been responsible since about 1930 for the 
compilation of the Hospitals Year Book, incorporating 
Burden’s Hospitals and Charities, founded in 18S9. This 
annual publication; alike as a directory, a financial review, 
and a statistical record, has made itself indispensable to 
all concerned with hospital administration, voluntary or 
municipal. 

Early in the planning which led up to the National 
Health Service the British Hospitals Association put for- 
ward its own views. It recognized the value of a system 
of regional hospital councils, each council with its medical 
advisory committee, being set up as statutory' bodies and 
charged with the duty of planning in detail for the hos- 
pital, consultant, and specialist service in their areas. It 
saw no difficulty in the continuance of two hospital systems 
side by side, with equal representation on the regional 
councils. The voluntary hospitals had never set out to 
establish a comprehensive service for the whole nation, and 
the association was fully aware of the enormous scope for 
local authority effort in the field of hospital provision. At 
the same time it urged that as the voluntary hospitals had 
accumulated a long tradition and experience, while local 
authority enterprise in this field was of comparatively recent 
origin, the voluntary hospitals might well form a touch- 
stone against which the efficiency of the newer service could 
0 e judged. That was in 1944. Events have moved swiftly 
since then, and one of the unfortunate results is that, the 
voluntary hospitals having lost their voluntary status, the 
British Hospitals Association can no longer exercise its 
representative function on their behalf. 


SAFETY IN CARS 

tn the aircraft industry physiologists and engineers have 
co-operated to design apparatus to eject pilots from the 
cockpits of high-speed aircraft and to reduce the effects of 
over-violent acceleration, whether in turning or pulling 
out of a dive. Another safety measure is the fitting of 
shock absorbers strong enough to take the strain of a bad 
landing even by a heavy aircraft. But, according to 
Woodward, 1 in automobile engineering “ the only influ- 
ence of aircraft design apparently so far adopted ... is 
the erroneous one that the aerodynamic principles of a 
let-propelled aircraft should be applied to a vehicle the 
speed of which should be limited to 55 miles per hour on 
the ground.” Taken by itself there might appear to be 
an element of the dogmatic in the speed limit proposed. 
But in an inquiry conducted by the Safety Department of 
the American Automobile Association, out of 4,102 replies 
received four drivers favoured the introduction of governors 
limiting top speeds for every three which opposed such a 
device ; and the highest speed favoured by the supporters 
of governors was 55 m.p.h. This, however, is only one 
factor and not perhaps the most important : for, though 
,peed was found to be a contributory cause in two out of 
rive fatal accidents, the proportion of accidents in which 
ihe speed had exceeded 50 m.p.h. was only one in five. 

Woodward suggests that physiological and psychological 
principles should now' be applied in automobile design in 
the same way as they have already been successfully 
applied in the case of aircraft. If all-round vision is 
important, then front supporting columns should be moved 
to the rear. If low windows lead to fractured elbows due 
to “ side swipe " — a suggestion supported by radiographs 
—then windows should be higher. On the other hand, they 
should be wide enough to serve if necessary as emergency 
exits, and perhaps it is for this reason that Woodward 


prefers a single door to two doors on each side. It might, 
however, be thought that two doors on each side would 
offer an improved chance of escape if one or more of the 
doors jammed as a result of an accident To prevent front 
seats crashing forward in emergency stoppages and increas- 
ing the impact of knees or legs on dashboard would seem 
to be an elementary' precaution. It would also be wise to 
include on speedometers an indication of the stopping dis- 
tance appropriate to the speed of travel. It is not easy' to 
provide a good view of the roadway from a “ streamlined ” 
car, and in the inquiry already referred to only one in six 
of American drivers voted for appearance as an important 
factor in body design. Some of us may feel impelled to 
cut a dash, in appearance as well as speed, when we take 
the road. If the American inquiry is anything to go by 
both qualities could be dispensed with without user pro- 
test provided that the more important quality of accelera- 
tion was retained. No doubt safer cars could be designed, 
and it would be interesting to see how far a campaign 
for a safe car, as opposed to one which looked and per- 
formed like a speed-track monster, could be commercially 
successful. 


TREATMENT OF GONOCOCCAL 
VULVOVAGINITIS 

The treatment of gonococcal vulvovaginitis before the 
introduction of the sulpbonamides and penicillin was very 
unsatisfactory ; it was always a prolonged process and 
often taxed the ingenuity of the most experienced practi- 
tioner. Relapse was all too common, and in some cases 
cure was delayed till the vaginal epithelium had changed 
its character from that of the infant to that of the adoles- 
cent. Even the sulphonamides were by no means always 
effective, and sulphonamide resistance was not unusual: 
whether this was due to resistant strains of bacteria or lack 
of reaction on the part of the host was often not clear 
With the advent of penicillin the whole picture changed ; 
a few injections of the drug in aqueous solution cured most 
patients, and even orally administered penicillin was often 
successful. Clarke and Eisenberg 1 treated 20 girls aged 
2-10 years with a single intramuscular injection of 100,000 
or 200,000 units of penicillin in oil-wax and obtained last- 
ing cure in all but one case. The failure was in a girl most 
probably reinfected about four months after apparent cure, 
and she was finally cured by a second injection. Unless 
penicillin-resistant strains of gonococci develop — and up to 
the present there is no suggestion that they have — the out- 
look for controlling this previously intractable condition 
is bright Moreover, much of the danger of cross-infection, 
so much feared in the past in residential nurseries and 
other institutions for young girls, will have gone, since 
infected children can now' be rendered non-contagious in 
a matter of days or even hours. 


The Moyniban Lecture will be given in the Riley-Smith 
Hall of the University Union in Leeds on Monday, April 25, 
at 3 p.m., by Professor G. Grey Turner, Emeritus Professor 
of Surgery in the University of London. His subject will 
be “ Moynihan and the Training for Surgery.” 


Dr. N. Hamilton Fairley, F.R.C.P., F.R.S., will deliver 
the Croonian Lectures before the Royal College of Physi- 
cians of London (Pall Mall East, S.W.) on Tuesday and 
Thursday, May 3 and 5, at 5 p.m. His subject is “ Malaria, 
with Special Reference to Recent Experimental Clinical 
and Chemotherapeutic Investigations.” 


1 J. Amcr. nti. An., 194S, 133 , 637. 


tAmrr. S. DU. Child. 1947 74 707 
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G. R. G1RDLESTONE, D.M., F.R.C.S. 

A few months ago this Journal (Oct. 23, 1948, p. 751) approved 
a short publication of mine on the organization of a Regional 
Orthopaedic and Accident Sendee within the National Health 
Service, and asked for further information. 1 am now trying 
to answer the questions ; but as that article was written a 
year ago, when we knew very little about regional machinery, 
it is best to include a brief general review. 

An Outline of the Service 

A comprehensive orthopaedic and accident service should 
cover : (a) Acute diseases affecting the locomotor system, to- 
gether with accidents of all kinds. These conditions require a 
24-hour service in all the area hospitals of the region, best run in 
each such hospital finder an orthopaedic and accident surgeon 
who lives in its vicinity. While the great majority of accidents 
involve the locomotor system, there may be damage to eye. 
brain, thorax, abdomen, etc. : thus the man in charge often 
requires the expert assistance of his colleagues in other branches 
of surgery. ( b ) The multiplicity of cases of congenital or 
acquired deformity, insidious disease, and so on, which may- 
be termed the “ cold ’’ orthopaedics of the scattered clinics 
and the orthopaedic hospital. 

There may be one or several orthopaedic hospitals in a 
region. In the Oxford region there are two — the Manficld, at 
Northampton, and the Wingfield-Morris, at Oxford. My 
illustrations are taken from the latter, for which I have worked 
in a regional service for nearly 30 years. 

In order to understand and appreciate the organization of a 
modern orthopaedic service the reader should bear in mind 
from the beginning two rather special considerations which arc 
easily overlooked. The first is the necessity for widely scattered 
out-patient facilities for diagnosis and treatment. In “ cold ” 
orthopaedics children form a majority of the patients, and in 
this work very early discovery, prompt effective treatment, and 
prolonged aftercare are the three fundamental conditions of 
success. Now, a mother finds great difficulty in taking her 
child to a distant hospital ; indeed, she will seldom do so unless 
the doctor’s advice is reinforced by the child's obvious need. 
Thus the lack of a clinic within easy reach may be very harmful. 
If an early diagnosis is to be made the patient should be 
seen by an experienced specialist long before anything serious 
or painful is evident, and if cure is to be assured attendance 
must be kept up long after the success of treatment is apparent 
(and to the mother fully satisfying). For these reasons clinics 
within easy reach of every village in the region are regularly 
attended by the staff of the central orthopaedic hospital. In 
these neighbourly clinics early diagnosis is achieved much more 
often than would otherwise be possible, and the prolonged 
periodic follow-up which so many orthopaedic cases require is 
facilitated. This is no theoretical statement, but the outcome 
of ample experience. , 

Though many of these clinics are held in hospitals they 
are, taken together, the out-patient department of the central 
orthopaedic hospital, extended for the benefit of its distant 
patients. For three reasons it is essential that members of the 
senior surgical staff should visit the clinics : first, because very 
early diagnosis of major conditions is a matter demanding 
considerable experience and judgment ; secondly, because the 
achievement of a full correction of these innumerable minor 
cases demands much co-operation from the parents, which can 
seldom be achieved without the authority and influence of a 
senior specialist ; and, thirdly, because prolonged follow-up is 
far better carried out by a senior man who attends the clinic 
continuously year after year. 

The second consideration concerns “cold” orthopaedics — 
a slow-moving complex field of work, in which sound judg- 
ment grows very slowly with experience and much failure 
and frustration, or fairly quickly and without failure and 
frustration by membership of a team of men, seniors and 
juniors, with all the opportunities of guidance and discussion 


(hat this gives. It i* char.ictcri-'tic of cold orthopasl-o 
that a surgeon is often unable to distinguish between tire cli- 
mate success or failure of his treatment, or to assess the rebti.s 
value of different methods of treatment, until years h-,: 
passed. Furthermore, the great variety of disorders of {;■ 
locomotor system afford a dangerously aside scope for ins:: 
tion : indeed, much ingenuity has been exercised in nun 
centres for many years, ssith results varying from beneficial t 
disastrous. This is a potent reason for the frequent demor.-.tn 
tion. examination, and free discussion of cases which will sa- 
thc younger men from trying over again methods which appr 
excellent hut have prosed unsound. At the Wingfield t ! 
whole stall meets twice a week, spending about an hour and 
half on the examination tin one room) and discussion | 
another) of fisc or six pdients. new and old. This is tl 
soundest possible source of learning. 

A regional orthopaedic and accident service can he organic 
on the following pattern. 

A. Central Orthopaedic Hospital 

The whole organization is built round the central ofthnpaec 
hospital, winch in a regional centre is likely to form t 
clinical field of the medical school. It is probably better th 
it should be under the Regional Hospital Hoard than 
regarded as part of the teaching hospital, and that it shot 
have its own individual hoard of management. There may- 
more than one first-class orthopaedic hospital in a region, ea 
the centre of its own regional organization. 

These hospitals have a number of special characteristic; 
(a) wards designed for treatment in open air and sunvhir 
(/>) theatres with every possible means of promoting ascr 
and. preferably, a Plenum system of filtcred-air ventilatic 
(c) plaster-rooms with much special equipment ; (d) first-cl 
radiographic and photographic departments ; (<■) physiothera 
with treatment baths for -anterior poliomyelitis and much oft 
special equipment, and staffed by experts ; (/) occupatio; 
therapy ; (g) school teachers for the education of children 
school age (2-16) grouped suitably by ages in wards ; (It) wo 
shops equipped and stalled for the quick and exact manufacti 
and fitting of splints, and research into new designs and n 
material. 

Hospital Records. — That clinical records should be full s 
accurate is of particular importance in an orthopaedic hosp 
because many of its patients arc under treatment from ti 
to time over many years, and without explicit and relia 
records the progress, whether improvement or detcriorati 
may be impossible to assess with any accuracy. Here the vis 
records of photographs ” before and after ” and of sir 
individual “before and after” loops of .cinematograph f 
are of extraordinary value ; for by these demonstrative : 
realistic means the surgeon is made fully aware of the effe 
good or bad, of his treatment. 

Research. — The opportunities for clinical research are m.i 
the need is great — perhaps especially for more exact knowle 
on the relative value of different methods of treatrfient, ba 
on written, radiographic, photographic, and cincphoto rccc 
before and after. Each orthopaedic hospital ought to k 
such records and make accurate assessment of its end-res' 
in complete scries of cases. It would find the material win 
some for its own consumption ; and it could thus contrib 
to tile genera) knowledge of orthopaedics. It is desirable t 
members of the surgical stnfT should be given an opportui 
of taking part in animal research in university laboratories. 

Library. — There should be a good medical library, with f 
litics for reading, writing, and dictation for all members 
the staff. 

Pathology. — For regional work the clinical pathology- 
carried out in laboratories under the supervision of the set 
clinical pathologist of the teaching hospital. This seems pre 
able to a completely independent system of laboratories. 

II. Regional Staff — Central Orthopaedic Hospital 

Director of Orthopaedic Services. — The clinical adminis 
tion of the Regional Orthopaedic Service within the cen 
orthopaedic hospital and throughout the region is best entnu 
to one of the surgeons, who will of course work in the ej 01 
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touch with his colleagues as a member of the Staff Committee. 
Much of his work is clinical administration ; some of it is 
clerical, to co-ordinate and facilitate the working of the organ- 
nation. Most of his decisions are made after full discussion 
with the Staff Committee ; particularly will this be so when 
something has to be done to improve an unsatisfactory service. 
It he should turn out to be too much of a “ director ” he can 
be replaced. The post should not itself carry any extra emolu- 
ment : so that if a change of directorship should be desirable 
•Jt may be made without financial disturbance. 

Regional Consultants . — Several of the senior surgeons of the 
central orthopaedic hospital should be recognized as regional 
consultants and be responsible for the orthopaedic depart- 
ments in the area hospitals. Each of these men will visit one 
or more such hospitals every week. Here he will have the 
assistance of the local orthopaedic and accident surgeon, and 
they should work intimately together in the wards, theatre, and 
out-patient department. 

Specialist Surgeons. — A number of surgeons who have not 
yet reached regional consultant rank complete the surgical 
staff of the central orthopaedic hospital, which should provide 
about one surgeon to every 50 beds. The work of the staff 
covers the intramural work of the central orthopaedic hospital, 
the orthopaedic and accident departments of the. central and 
^ area general hospitals, and the outlying, clinics. 

Professor of Orthopaedic Surgery . — Where the regional hos- 
pital is closely associated with a teaching hospital its staff may 
include a professor of orthopaedic surgery, who, with his first 
assistant, can be given charge of one of the units of the hos- 
pital. He thus plays his part in the regional work of the 
hospital. He is responsible to the university for the organiza- 
tion and carrying out of all academic activities throughout the 
hospital. In an article so general as this it is hardly possible 
to specify the relations between the regional director, with his 
widespread administrative and co-ordinating duties, and the 
professor, with his academic interests. Much will depend on 
individual circumstances. Their functions should always be 
mutually helpful. 

The establishment of resident staff is as follows. At the 
central orthopaedic hospital, with, say, five surgical units : 
one resident of senior registrar status and five house-surgeons 
of junior registrar status. At each of the area hospitals with 
accident and orthopaedic departments the services of a man 
of senior registrar status and a house-surgeon are required. 

C. Area Hospitals 

In the area hospitals — i.e., the principal generat hospitals of 
the region — there are (1) the orthopaedic department, mainly 
for out-patient service, but -with some beds for short-stay cases ; 
and (2) the accident service. 

The staffing of these outlying units is of particular concern. 
The orthopaedic and accident work should be closely co- 
ordinated. It is essential that the surgeon in charge of the 
service should be a member of the regional orthopaedic team. 
The best arrangement is that the visiting regional orthopaedic 
consultant who is responsible for the orthopaedic department 
. of the area hospital should also be consultant to its accident 
I service and be prepared to see (Jifficult cases and discuss 
problems with the accident surgeon, and that the latter, in 
turn, should work in the orthopaedic department as assistant 
surgeon (to use the old term), and be on the staff of the 
central orthopaedic hospital. For these outlying posts it is 
possible to pick from a strong field of candidates a man with 
sound experience of the accident side of orthopaedics, with 
a Fellowship, and with a background of sound surgical training. 
But for the most part, when appointed, he has not had very 
much experience of “cold" orthopaedics. 

Nevertheless these men are from the first active and valuable 
members of the orthopaedic staff of the region, not only taking 
l care of orthopaedic emergencies (their primary' service), but 
also helping the visiting consultant to cope with the flood of 
“ cold ” orthopaedics which comes to an area hospital. Their 
value in this field will increase as they accept the opportunities 
of absorbing orthopaedics from their association with the 
central orthopaedic hospital. Whenever possible, they take 
part in the clinical conferences at that hospital as a member 


of its staff and on sessional duty. Even if the pressure of work 
makes some of these visits to the centre impracticable they 
have the advantage of close association with an orthopaedic 
specialist who has been working in that intensive school for 
years. Thus, for example, in the southern part of the Oxford 
region there is in view a staff of five whole-time surgeons living 
at the centre, with four men working in and living near the 
area hospitals. 

There is a tendency to speak of major and minor orthopaedic 
cases and to set up a distinction between them in regard to 
their need of specialist skill — let us say between the lesions 
of the spine and the larger joints and those of the hand or foot. 
This is a mistake. The smaller tasks are often the more deli- 
cate and intricate, requiring as much judgment and more exact 
technique — and what happens to his hand or foot is of major, 
not minor, importance to the patient But many of these short- 
stay cases make no special demands on hospital design and 
equipment, and therefore need not be admitted to the central 
orthopaedic hospital. 

D. Outlying Clinics 

A certain number of ad hoc orthopaedic clinics in the smaller 
towns have been found necessary, in addition to the ortho- 
paedic out-patient clinics of the general hospital, in order to 
bring the means of specialist diagnosis, treatment, and after- 
care xvrfirm 'itit easy readn eft -ptfnms, partictffitiVy tWifirai, 
in every part of the region. 

E. Proportion of Beds to Population 

It is probable, judging from our own experience at the Wing- 
field, that about 300 beds per million population are sufficient, 
provided that the beds in the central orthopaedic hospital are 
supplemented by provision of a total of 40 or 50 beds for 
short cases in the associated general hospitals. Orthopaedic 
hospitals do, however, differ considerably in regard to the 
type of cases they admit In the Wingfield we have always 
had a considerable proportion of active orthopaedics — i.e., 
acute inflammation or injury of any part of the locomotor 
system — a good many cases of difficult fractures, non-unions, 
mal-unions, and so on, and internal derangement of joints. 
On the other band, by a very closely knit system of orthopaedic 
clinics we are able to allow patients to leave hospital very much 
earlier than is otherwise possible. Almost all our patients go 
home a few days after first getting out of bed. 

F. Aftercare Sisters — Orthopaedic Physiotherapists 

These are highly trained girls who have obtained a certi- 
ficate in orthopaedic nursing, are members of the Chartered 
Society of Physiotherapy, and have had a postgraduate train- 
ing in the great variety of plaster and splint work used in 
orthopaedics. This triple training makes them invaluable in 
out-patient orthopaedic work of every kind, as well as in the 
piaster-room of the central and area hospitals. Their responsi- 
bilities and duties have hitherto been primarily those of work- 
ing for the orthopaedic surgeons in the plaster-rooms of the 
central orthopaedic hospital, in the out-patient departments of 
the area 'hospitals, and in the outlying clinics. But they have 
carried in addition the responsibility of attending the outlying 
clinics weekly between the surgeon’s periodic visits and carry- 
ing on treatment by remedial exercises, plaster work, and the 
supervision of splintage. Their remedial exercise work is 
largely class-work, made effective by their capacity to impress 
upon the mothers of the children the importance of keeping 
up these exercises and maintaining good posture during the 
intervening period. This is simple and economical, and can be 
a most effective way of getting rid of postural defects, with far 
less interference with school-tune than is necessitated by the 
regular attendance of children at the hospital or clinic for daily 
remedial exercises. It is noteworthy that, at a census taken in 
1927, of 540 children under treatment at clinics in Berks, Bucks 
and Oxon, 509 were attending school. 

The number of children attending the clinics is, of course, 
only a small proportion, probably a very small fraction, of the 
number who need remedial exercises. Here we see the immense 
advantage of close liaison between the orthopaedic personnel 
and the School Medical Service, with organizers of remedial 
exercises associated with that Service. This association is 
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valuable both in regard to the supervision of the right sort 
of exercises in schools by the School Service and in promoling 
the recognition of those types of deformity which call for 
the attendance of the child at an orthopaedic clinic for 
diagnosis and treatment. 

Our staff numbers five fully trained members and one under- 
going postgraduate training. They live in the neighbourhood 
of the central orthopaedic hospital. Their time is divided 
in about equal proportions between work in the central ortho- 
paedic hospital and the outside hospitals and clinics. 


Three Important Questions 


Three questions remain to be answered — those of cases of 
acute anterior poliomyelitis, combined pulmonary and skeletal 
tuberculosis, and workshops. 

Acute Anterior Poliomyelitis . — In general, cases of acute 
anterior poliomyelitis can be admitted and isolated in the 
central orthopaedic hospital as soon as they can safely be 
moved. It is probable that more can be done to minimize the 
severity of paralysis during the first three weeks than at any 
subsequent stage. In a time of epidemic, however, there is 
likely to be too great a rush of cases for this immediate admis- 
sion and isolation to be practicable ; therefore a sufficient 
number of beds in an isolation hospital within easy reach of the 
central orthopaedic hospital should, be allocated to meet this 
need, and the patients placed under the joint care of the isola- 
tion medical and nursing staff on the one hand and the ortho- 
paedic surgeons and aftercare sisters on the other. Where such 
ready co-operation can be promoted the effect is admirable. 
As the patients pass out of quarantine they can be admitted 
to the orthopaedic hospital. 

Combined Pulmonary and Skeletal Tuberculosis. — Pul- 
monary tuberculosis is best treated in a sanatorium, and skeletal 
tuberculosis is best treated in an orthopaedic hospital where 
the surgeon and his resident staff devote their whole time to 
the study and care of the locomotor system, and where con- 
stant practice makes the nurses capable of ensuring the 
comfortable, effective, and long-continued immobilization of a 
hip or a spine on a frame or in plaster. It is recommended 
that a special unit should be developed for this work in every 
region, as convenient as possible for the physicians and 
-ssurgeons concerned. Experienced nurses, prepared for long- 
~rm service, are necessary, for only thus can their patients be 
iv^u comfort and confidence through a lengthy period of 
confinement which is always difficult and can be very 
distressing. 

Workshops . — I can best answer this question by saying that 
our Wingfield workshops have been fulfilling the needs of the 
Wingfield Hospital and its clinics, together with some work, 
mainly but not exclusively orthopaedic, for the RadclifTe 
Infirmary, Oxford, the Royal Berkshire Hospital, Reading, the 
Royal Buckinghamshire Hospital, Aylesbury, the R.A.F. Hos- 
pital at Halton, and the Ministry of Pensions Hospital at Stoke 
Mandeville. It is probable that this workshop staff and equip- 
ment could serve a regional orthopaedic and accident service 
for a population of at least a million. Our staff and space 
consist of : 


■superintendent . . 
Clerks (2) 

Boot repair dept. (9) 
Machine shop f6) 


Carpenter’s shop ( 1 ) 
Saddlers (3) 

Stores 

Fitting-room 

Waiting-room 

Dispatch-room 


Office, 68 sq. ft. (6.3 sq. m.) 

General office, 220 sq. ft. (20.4 sq. m. 
680 sq. ft. (63 sq. m.) 

(including one blacksmith) machine shop 
864 sq. ft. (80 sq. m.); forge, 130 sq. ft 
02 sq. m.); welding, 81 sq. ft. (7,1 
,/sq. m.) x 
490 sq. ft. (45.5 sq. m.) 

432 sq. ft. (40 sq. m.) 

306 sq. ft. (28.4 sq. m.) 

180 sq. ft. (16.7 sq. m.) 

54 sq. ft. (5 sq. m.) 

80 sq. ft. (7.4 sq. m.) 


Conclusions 

A Regional Orthopaedic and Accident Service can render a 
high standard of service if the personnel is first-rate and works 
as a team in a well-planned and complete organization. The 
orthopaedic and accident services should be closely articulated 
in those parts of the region where they are not fused, i In 
the area hospitals a local orthopaedic and accident surgeon is 


in immediate charge of the work as a member of the regional 
team. The orthopaedic service is directed from the central 
orthopaedic hospital, with an out-patient department in every 
hospital and in sufficient additional clinics to bring a consultant 
frequently within reasonable reach of every village in the region 
This arrangement and other extramural organization arc neces- 
sary to bring about early diagnosis, regular attendance, ane 
thorough follow-up. The 1 efficiency of treatment depends on 
the ability, spirit, and character of the members of the team . 
for in truth much of the clinic work will prove tedious to the 
staff, and largely ineffective to the patient, unless it is tackled 
with obvious and infectious interest. Though organization can 
facilitate their attendance, patients will keep coming only if 
they understand what is being done for them and why it must 
go on so long. 

Orthopaedic w6rk must he very good or it is marred by 
frequent failure and much disappointment. It demands a great 
deal of skill and effort from all concerned, and particularly 
is this true of “cold" orthopaedics, for in this field there i> 
often a strong tendency towards recurrence of deformity, with 
as much harm as help from vis mcdicatrix naturae. 

My work for the E.M.S. in two regions during the war made 
me acutely aware of the need less sulTcrin g that was being 
endured and the disablement that was being promoted in 
reputable hospitals as a result of members of their surgical staff 
treating fractures in an atmosphere of isolation and seclusion 
For example, 1 found a young soldier who had suffered a 
compound fracture of the femur a few days before, in great 
pain and distress. His lower limb was tightly bandaged to a 
long Liston splint, the upper part of which was completely 
free in the bed and some distance from the trunk. The fracture 
was uncontrolled and in obvious varus deformity, and I wa* 
told that the splint was detached daily for dressings. 

Regional Hospital Boards have indeed grave responsibility— 
and great opportunity. They can put an end to a long epoch 
of isolation and seclusion in which the work of individual sur- 
geons all over the country has been good. bad. or indifferent 
Isolation bred incompetence, seclusion hid it, and no one could 
do anything about it. 

Each Board must aim at a sound organization, staffed by c 
team of men who share their advance in knowledge and clinical 
experience, a team who will thus come to be distinguished by 
the diffusion of a high standard of skill and a spirit of whole- 
hearted service. In order to achieve such a team there must 
be some devolution of authority step by step from the Director 
of Orthopaedic Services right through his senior and juniot 
colleagues, the resident staff, and all the personnel of ancillary 
departments and clinics. Since the, team is animated by a com- 
mon purpose this authority can be exercised almost entirely 
by the guidance and personal influence of the senior men 
When, however, a man continues to prove himself unable tc 
render first-class service his appointment must be terminated 
by the Board. 

The regional organization on which this article is based has 
been- tried over many years, and has earned the approval of 
local authorities, voluntary hospitals, and all concerned. How 
far it can be applied to other specialties I do not know — prob- 
ably only in some of its features. It seems likely that a con- 
siderable number of autonomous areas will be required for 
medicine, for surgery', and for gynaecology. No doubt, too, a 
pattern which suits the country as a whole will be modified 
for the service of industrial areas with great density of 
population. 

In many regions local associations for the care of cripples 
will be found ; these are voluntary bodies capable of giving 
most valuable help to the secretaries, almoners, and surgeon* 
of orthopaedic hospitals. 


The American people are contributing funds to finance a campaign 
against heart disease. The American Heart Association is seeking 
five million dollars to carry out research, to spread information about 
the disease, and to provide community services for its victims 
President Truman has urged that the utmost support of governmental 
and voluntary organizations be given, and said recently, " Combating 
the nation’s leading cause of death has become our most seriou* 
national health problem.” 
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TRAINING OF NURSES 

NURSES’ BOX 

The Nurses’ Bill, which is sponsored by the Minister of Health, 
was given a first reading in the House of Lords on April 12. 
The Bill is intended to improve the training of nurses, and its 
provisions follow closely some of the recommendations of the 
report of the Working Party. 1 This report 5 criticized the present 
constitution of the General Nursing Council which was first 
set up 5 under the Nurses Registration Act of 1919. It urged, 
for example, that elections to the Nursing Council should be 
by hospital regions. The report also proposed the reorganiza- 
tion of the present methods of training nurses. These pro- 
posals. which we commented on in a leading article,* have 
oow been put before Parliament in the form of this Bill, of 
which the full title is “ An Act to reconstitute the General 
Nursing Council for England and Wales and otherwise to 
amend the Nurses Acts. 1919 to 1945, and to make further 
provision with respect to the training of nurses for the sick.” 

Reconstitution of General Nursing Council 

The proposed new Council will consist of 34 members, of 
whom 17 are to be elected by nurses, 12 appointed by the 
Minister of Health, three by the Minister of Education, and 
two by the Privy Council. Of the elected members, one will 
be drawn from each of fourteen areas designated by the 
Minister. There will also be special representation for mental 
nurses, sick children’s nurses (by election), public health nurses, 
sister tutors, ward sisters, and male nurses (by appointment). 

A Mental Nurses Commitlee of the General Nursing Council 
will consist of six members of the Council (including two mental 
nurse members), two elected mental nurses, and four persons 
appointed by the Minister — a matron, a mental nurse tutor. 
“ a doctor teaching psychiatry,” and a chief male nurse. 
Matters mainly concerning mental nurses other than questions 
of registration or removal from the Register will be referred 
to this committee. 

If this Bill is enacted the General Nursing Council will not be 
ible to refuse approval, or to withdraw approval, from a train- 
ing institution without giving the managing body written notice 
and an opportunity to be heard. Appeals against such refusal 
or the withdrawal of approval will be heard by a person 
nominated by the Lord Chancellor, instead of being made to 
the Minister of Health. The General Nursing Council will be 
empowered to admit to the Register nurses trained anywhere 
abroad to a standard considered by the Council to be satis- 
factory, or, if below that standard, after such further training as 
the Council may direct. This proposal will replace the pro- 
visions of the 1919 Act, which restricted such admission to the 
Register to those Dominions that granted reciprocal treatment 
to British nurses. 

Male nurses, who are at present only admitted to a special 
supplementary part of the Register, will in future be admitted 
to the general part of the Register. A minor but important 
change is that the General Nursing Council will be empowered 
to charge nurses already registered or enrolled fees for life 
registration or enrolment. These fees will take the place of 
the present annual retention fees. The General Nursing Council 
will no longer be under an obligation to publish the Register 
but will publish periodical lists of admissions and removals. 

Proposals for Training 

The Minister will be given power under this Bill to constitute 
by order standing nurse-training committees for each of the 
fourteen hospital areas in England and Wales. The members 
of these committees will be representative of regional hospital 
boards, boards of governors, the General Nursing Council, the 
Central Midwives Board, local health authorities, local educa- 
tion authorities, and universities. Among the duties of these 
committees will be the promotion of improvements in nurse- 
training and research into methods of training; advice and 
issistance to training institutions in preparing and carrying out 

1 Report e f the tl ’orktr.s Party on the Recruitment and Trainins of Xurses, 1947. 
H.M.S.O. 2s, 6d. 

» Bettis/: Medina! Journal, 1947, 2, <26. 

•Ibid., I9:0, 1. 616. 

« Ibid.. 1947, i, 412. 


training schemes ; and advice and assistance to the General 
Nursing Council on the approval of training institutions. 

These regional nurse-training committees, which are very 
much as envisaged by the Working Party, will also allocate 
among the training institutions the money provided by .the 
Exchequer through the General Nursing Council for training. 
By this means the finance of nurse-training will so far as practic- 
able be independent of the finance of hospital administration 
Experimental schemes of training which are not in accordance 
with the rotes in force at the time may be adopted by these 
committees subject to the approval of the General Nurstnc 
Council. 

One of the last clauses in the Bill empowers the Council to 
.pay to its members and to members of the Assistant Nurses 
Committee sums in respect of the loss of remunerative time as 
w r ell as travelling and subsistence expenses. The Bill, which is 
a short one of 19 clauses and three schedules, will have the 
effect of repealing many of the provisions of the Nurse- 
Registration Act, 1919, and the Nurses Act, 1943. 


Preparations and Appliances 


VAGINAL DILATORS 

W. McKim H. McCullagh, F.R.C.S., F.R.C.O.G., senior 
obstetric surgeon. City of London Maternity Hospital, writes : 
The standard glass vaginal dilators are readily broken anc 
occasionally an undiscovered crack causes their disintegration 
in the vagina, with difficulty jn removing the fragments. In 
addition, the glass dilators have no handles, and, as half of 
those patients requiring their use have psychological inhibition; 
in regard to the entry of anything into their vagina, it is 



important that their phobias be considered and that the instru- 
ments used be as little fearsome as possible. Handles inserted 
at right angles to the penis replica assist in instructing the 
patient in the location and direction of her vaginal passage, 
which is an important factor in curing dyspareunia and assisting 
coitus. The upjjer and anterior surface of the dilator is 
grooved, to lessen pressure on the urethra. 

One is surprised at finding not a few long-married patients 
each year still virgincs intactae and others ignorant of the fact 
that a happy marriage necessitates painless complete physical 
union. 1 find these new forms of dilators here illustrated 
of great assistance in treating such cases, and especially so in 
vaginismus cases, where even after dilatation of the vagina by 
operation the introduction of a small dilator causes vaginal 
spasm. Persona) attention by the surgeon is psychologically 
necessary, and these safe dilators give extra confidence and 
extra mechanical knowledge to the patient when introduced day 
by day in order of size, after operation, till a sufficiently large 
one is employed. 

The metal dilators are hollow, and are supplied in nests by 
Allen & Hanburys, of Wigmore Street. W.l, and tbe Coldlite 
sets are supplied by Vann Bros., of Weymouth Street, W.L 


During the first quarter of this year 276 thildren were admitted to 
Dr. Bamardo’s Homes. The number of children rescued from 
destitution by these Homes in March was 114. 
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Diabetic Coma 

St R, — I have read with great interest Dc. J. G, H. Sheppard's 
account (April 2, p. 576) of a case of diabetic coma treated 
with 56,000 units of insulin, and congratulate him on both bis 
courage and its reward. In view, however, of the great 
potential dangers associated with the use of active insulin in 
such heroic dosage I would like to ash whether a control test 
for potency was carried out on the insulin used in this case. 

It is important to remember that the giving of 56,000 units 
of insulin does not prove that this dose was necessary or, in 
view of the severe delayed hypoglycaemic reactions described, 
even desirable. It seems probable that in the very severe type 
of case described by Dr. Sheppard a large proportion of the 
insulin given in the resistant phase is destroyed before it has 
time to act, and I know of no convincing evidence that the 
amount of insulin utilized can be increased by increasing the 
dose above a certain optimum level. Experience would suggest 
that this level is far below the dose given by Dr. Sheppard. 
No mention is made of the volume of fluid administered intra- 
venously, and the persistence of a very high pulse rate suggests 
the possibility that more rapid clinical improvement might 
have resulted from more intensive treatment of the dehydration. 

I find it difficult to believe that the sudden collapse was due 
to the accidental substitution of 5% glucose for normal saline 
in the drip, especially in view ‘of the controlled observation? 
on the mode of action in diabetic coma of saline and glucose 
respectively published by Drs. J. Lee, D. Naidoo, and J. A. 
Torrens in the same issue (p. 565). Incidentally, in the article 
referred to, the authors correctly include the name of Dr. R. D. 
Lawrence among those who “ administer glucose as a beneficial 
procedure” in diabetic coma, but 1 would like to point out 
that in the department of which he is the director it has been 
the custom for the past ten years to give normal saline for the 
first three hours of treatment of cases in diabetic, coma, — 
I am, etc,, 

London. SE.5. WILFRID OAKLEY. 

Sir, — Professor H. P. Himsworth (April 9, p. 632) considers 
our glucose-treated and saline-treated cases (April 2, p. 565) 
not comparable because he feels that the age levels, the alkali 
reserve, and the blood-pressure readings can be interpreted 
' differently. 

First, with regard to the age, the mean for group A is 35.9 
(standard error of mean ±5.15, standard deviation 16.3) and 
for group B 33.3 (S.E. of M ±3.74, S.D. 15.9). These are com- 
parable. It is true that mortality rises with age, but there can 
be no justification for making a special choice of 50 years, 
which taken by itself can give little information about the 
duration and severity of the diabetic process and the degree 
of its detrimental effect on the cardiovascular-renal and nervous 
systems. Had Professor Himsworth chosen 40 as his neces- 
sarily arbitrary critical age he would have been faced with 

9 r„ses in the saline series and only 3 in the glucose series, 
producing the very opposite impression. Nevertheless, the over- 
50’s in the saline cases did not die. 

Secondly, the errors inherent in the estimation of- the alkali 
reserve at such low figures make the alleged difference of 
2.2 vol. CO, per 100 ml. between 9.8 vol. and 12 vol. meaning- 
less. But this difference is only the result of Professor Hims- 
worfh s arithmetic. In fact, the actual averages for the fatal 
cases in each group are 9.8 vol. and 9.5 vol, — very similar 
figures. Joslin [Diabetes Mellitus, 1940, 7th ed., London, p. 388) 
says that among unconscious patients the percentage of deaths 
Was essentially the same in the group with CO, values above 

10 vol; as with the group with low values." No single factor 
is all important, and even in a combination of factors each 
will assume a different relative importance. We have used 
Couen s index, which is not an absolute standard, but as it is 
equally applied to both series it is governed by no more logic 
than a yard-stic')^ 

Thirdly, the average systolic and diastolic blood pressures 
m each group are comparable. Any special selection on the 


basis of an arbitrary figure can be of little value. A con- 
sideration of the diastolic pressures might equally be taken 
to indicate that the fatal saline cases ucrc more serious than 
the fatal glucose cases. 

We do not wish to claim that our contention is "mathemati- 
cally significant," because for this purpose we should have 
required almost twice the number of cases. Over fifty cases 
treated under strictly similar conditions would have been 
impossible to collect in a period which included the final 
months of the svar, with its attendant nursing difficulties, and 
which saw the introduction of penicillin. Our poorly docu- 
mented wartime cases which were treated with glucose but 
were not included in the scries because of the special difficulties 
encountered in their management bear out the mortality figures 
given for the group A cases. Group B cases now total 20 
with 2 deaths. 

Wc agree emphatically with Professor Himsworth that glucose 
is a potent weapon for the correction of disordered carbo- 
hydrate metabolism,, that the depleted electrolytes should be 
supplied, and that the rapid fail in plasma potassium and 
phosphorus may lead to serious symptoms. 

Wc wash to point out that although it was not possible to 
provide a sufficient number of cases for strict mathematical 
proof our cases provided evidence that the administration of 
glucose to seriously dehydrated cases of diabetic coma in the 
early stages of treatment increases the water output, interferes 
with rehydration, worsens the state of circulatory collapse, 
and in some cases may indeed precipitate death. — Wc are, etc., 

J. Lrr.. 

D. Naidoo. 

I«le»onli. Middlesex. I- A. TORRENS. 


Sir. — D rs. 3. Lee, D. Naidoo, ant) J. A. Torrens (April 2. 
p. 565) have endeavoured to demonstrate that the administra- 
tion of glucose to serious cases of diabetic coma in the early 
stages of treatment “increases the mortality significantly.” For 
this purpose they took 28 comparable cases and found that, 
using glucose, 10 cases suffered a 40% mortality, whilst 18 
cases, using saline, suffered an 1 1 % mortality. They have then 
“proved" their point. 

However, if wc examine their results statistically it can be 
shown that these two scries of cases have a standard error of 
16.2%. The difference between the percentage mortalities 
(40% - 1 1 % — 29%) is less than twice the standard error, and 
it is generally accepted that this difference might easily have 
arisen by chance and is not significant. The scries of case' 
quoted is much too small to justify the authors’ claims. — 
I am, etc., 

London. W.9. C. A. ROVDE. 

Sir, — 1 quite agree with Drs. J. Lee, D. Naidoo, and I. A. 
Torrens (April 2, p. 565) in the conclusions of their valuable 
contribution to the question whether or not to use glucose as 
a preliminary measure in treating diabetic coma. Although 
the comparison is somewhat difficult because of a slight differ- 
ence in the ago of both groups, this difference is more marked 
by the lower figures of the alkali reserve in group A, the 
glucose-treated cases. The common feature in the fatal cases 
of both groups is the very low alkali reserve (with one excep- 
tion 10 or under 10 vol. CO, per 100 ml.}. Though the Collen 
index is equal in both groups, this index takes no account 
of the depletion of the CO, reserve — a most important factor 
in assessing the severity of the case and the chances of recovery. 
If the CO, reserve is very low and does not improve markedly 
within the first 4-8 hours, the chance of recovery is poor. It 
is, therefore, more important to give an alkali intravenously 
as a preliminary measure. The absorption by the stomach 
is often very much impaired in diabetic coma, and any solu- 
tions given are either vomited or found many hours later in 
a greatly dilated stomach, as proved at necropsy, 

The importance of the alkali reserve in the treatment of 
diabetic coma has .been pointed out by Professor H. P. Hims- 
vvorth (April 9, p. 63 2), who refers to the recent investigations 
by Butler and his colleagues. — I am, etc., 

Wembley. Middlesex. ' S. P. BaRTFELD. 
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The Intervertebral Disk 

Srn. — The Journal of Feb. 12 has three contributions that 
illustrate the increasing importance of the intervertebral disk. 

(1) When a stooping man begins to extend his spine, says 
Sir H. E. Griffiths (p. 255), the posterior margin of the disk is 
compressed between the posterior margins of the vertebral 
bodies. 

Comment. — This could happen only if the vertebral body pivoted 
on the disk, as the tibia pivots on the talus. The vertebral bodies, 
in fact, move apart during extension of the joints, which are situated 
three centimetres behind the posterior margins of the bodies; 
pressure on the disk is therefore reduced. 

(2) Perforation of the annulus fibrosus by a spinal needle is 
followed by seepage of the nucleus pulposus through the hole 
(Dr. C. Langton Hewer, p. 283). 

(3) When pain in the leg follows septic infection of the 
lumbar canal we are required to believe (“ Any Questions ? ” 
p. 292) that the disk must have been injured during a 
supposedly ill-performed lumbar puncture. 

Comment. — The annulus fibrosus must disobey the rules of healing 
that are observed by all other tissues. Puncture even of an artery — 
whose contents are fluid and under high pressure — does not lead to 
escape of its contents. The nucleus, too, must be unlike all other 
tissues: it is fluid enough to seep out through a tiny puncture in a 
ligament and at the same time solid enough to interrupt nerve roots 
by pressure. 

In order to make possible behaviour that is without parallel 
in biology, the quality of “ turgor ” — self-expansibility — is 
often attributed to the nucleus. But “ to ascribe turgor or 
power of expansion to the nucleus is to invoke some property 
quite unknown in the physical world and takes medicine back 
to the obscurantism of the Middle Ages. ... If the volume 
of a fluid increases, something must have been added to it 
from without ; if it decreases, part of its substance must have 
been removed.” 1 

The disk is nothing but a resilient bit of fibrocartilage, more 
cartilaginous in its centre and more fibrous at its margins. It 
cushions sudden or intermittent pressure by flattening and it 
is restored to its previous shape when the compressing force 
is removed. Its resilience is shown by the rarity of disk lesions 
in compression fractures of vertebral bodies. It is rarely seen 
as a whole because of its inaccessibility, and — on the principle 
omne ignotum pro magnifico — fairy tales have been invented 
about it that can be disproved only by the expenditure of much 
labour. We are a credulous profession and often prefer the 
incomprehensible to the simple explanation. 

In other parts of the body pain that appears during muscular 
effort is due to strain of muscles or ligaments. In many cases 
of back strain the same cause can be demonstrated by local 
analgesia. Yet the recent fashion demands that we invoke a 
complicated mechanism whose reality cannot be proved, that 
makes of the vertebrochondral relationship a ball-and-socket 
joint, and that takes away from the pedicles and articular 
processes their historic function of weight-bearing. 

We take advantage of this weight-bearing function when we 
allow a patient with a crush fracture to walk about with bis 
spine in extension. Narrowing of an intervertebral space is 
always secondary to failure of the weight-bearing structures 
through decalcification, with sagging and sometimes the 
appearance of linear stress fractures. 1 The disk, which is not 
constructed to bear continuous pressure, accommodates itself 
by flattening. Narrowing of the space, therefore, is not the 
cause of the pain but a later effect of the decalcifying process. 
— I am, etc., 

Melbourne. Australia. ' MICHAEL KELLY. 

Reterescss 

1 Roberts. Ft. Brit. J. Radial.. 1944, t7, 54. 

* Roberts. R. A., Chronic Structural Lore Backache , 1947, London. 

Bronchography and Surface Analgesia 

Sir, — Mr. R. C. Brock (March 12, p. 454) strongly condemns 
bronchography by direct tracheal puncture. He' favours the 
use of an indirect method in which the iodized oil is trickled 
into the glottis from the nose or pharynx, and he areues that 
direct puncture is unnecessarily dangerous, more complicated, 
and gives no better results than the indirect method. Never- 


theless, after trying both techniques, we are convinced that 
tracheal puncture is a safe procedure and that it has definite 
advantages over the indirect methods. 

In the past our experience on the resident staff of the 
Brompton Hospital covered a period of thirteen years, during 
which time we saw almost all the bronchograms performed 
there. These amounted to over 10,000, the large majority of 
which were done by direct puncture. The only serious com- 
plications were four cases of cellulitis of the neck ; all these 
occurred in patients with large amounts of heavily infected 
sputum, which we now regard as a contraindication to the 
use of this method. All recovered satisfactorily, although they 
occurred before the days of chemotherapy. 

Direct puncture requires a little more apparatus than the 
indirect method, but in our opinion the superior results more 
than compensate for this. The method itself is easy to master 
with proper tuition, and its speed commends it to both doctor 
and patient. Our criterion of a good bronchogram is that 
every segmental branch of the appropriate bronchial tree shall 
be outlined. There is always an element of luck in broncho- 
graphy, and it is impossible to guarantee one hundred per cent 
success with any method. Nevertheless, after long experience 
we are convinced that tracheal puncture produces a higher 
percentage of good bronchograms, particularly of the upper 
lobes, than the indirect transglottic methods. The direct punc- 
ture technique has the great advantage that the patient can 
be placed in the appropriate position for outlining each lobe 
before the oil is introduced. 

Properly performed, tracheal puncture is painless, and 
patients w>ho have had experience of both methods often prefer 
it because it is quicker. We have done bronchograms by direct 
puncture under local anaesthesia on intelligent children as 
young as six years without causing them any distress. 

We agree with Mr. Brock that the cricothyroid membrane is 
best avoided ; the needle should be inserted into the trachea 
just below the cricoid cartilage. A few minims of procaine 
are sufficient to anaesthetize the skin, and we agree that many 
patients will tolerate the introduction of the iodized oil wilhout 
further anaesthesia. But a few will not, and it is not possible 
to pick these out beforehand. One good cough can ruin a 
bronchogram. and therefore we inject 0.5 to 1 ml. of 2% 
“ butyn ” into the lumen of the trachea as a routine measure. 
Tracheal puncture should not be used if the patient has large 
quantities of fetid sputum, and in such a case an indirect 
transglottic method is preferable. — We are, etc., * 

G. S. Todd, 

Kins Edward VII Sanatorium. Midiram. 

A. F. Foster-Carter, 

Brompton Hospital Sanatorium, Frimley. 

Penicillin-resistant Staphylococci 

Sir, — D rs. A. Voureka and W. Howard Hughes (March 5. 
p. 395) state that they identified 315 distinct strains of staphylo- 
cocci obtained from 241 patients on the basis of colonial 
appearance, haemolysis, and coaculase production. I find this 
difficult to believe, and thought that such nice distinction could 
only be obtained by phage-typing. I should be glad if anyone 
could confirm that such results are possible. Staphylococci are 
of major importance in Saskatchewan and constitute an 
important part of the work in bacteriology in Regina. Since 
phage-typing is not readily available it is important to know 
if such distinction in typing can be achieved by the naked eye 
For myself, I think not. — I am, etc., 

Resina, Saskatcfcewzn. N. G. B. McLETCHit. 

Adoption 

Sir, — The Adoption Bill is evidently intended both to facili- 
tate desirable adoptions and to safeguard children from being 
placed out unsuitably ; it may be hoped that in its ultimate 
form, after the incorporation of desirable amendments, it will 
do both more effectively. 

It starts with the statement (Section 1 (1)) that a child may- 
be adopted by his mother with or without her husband, or 
by his natural father with or without his wife. Adoptions 
of a child by bis mother and her husband are already frequent 
and no doubt the great majority of legal adoptions by a child’s 
own mother, which were stated in the debate in the House 
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to be a third of the whole number, are by her and her husband 
together Those who come professionally into contact with 
mothers in difficult circumstances can sometimes help them 
to take heart about the future by emphasizing to them and 
their relatives the truth that a man who marries a woman who 
already has a child often wishes to bring up her child as 
though he were his own, and can with her legally adopt the 
child and so give hint his mother’s new married name It is 
not true that a mother who rises to her responsibility for her 
own child is less likely to marry happily in the future than 
if she gives her child away , on the contrary, a happy marriage 
is much more likely to be founded on candour and responsi- 
bility accepted than on secrecy and responsibility evaded. 

Adoptions by a mother and her husband also include some 
where a married woman has given birth since her marriage to a 
child by another man. Such a child already has a claim to 
his mother's married surname even without adoption by her 
husband, and his birth certificate, if the new short form is 
used (available since 1935 in Scotland and 1947 in England) 
need not reveal any irregularity. Therefore a husband who is 
prepared to accept his wife’s child out of mercy towards him 
or love of his mother may not feel any necessity to adopt 
him legally, but it is perfectly compeicnt for him to do so 
with his wife, and the point of Section 1 (I) is not to make 
this legal but to call attention to the fact that it is legal 
already. Knowledge that it is possible may come as a great 
relief to a husband who wishes to express in action his 
reconciliation with his wife and good will to her child. 

This Bill will be valuable if it stimulates adoption by a 
child's own kindred, but no legislation is needed to stimulate 
offers of adoption by strangers Wotild-bc adopters who appear 
suitable at first sight already exceed m number the suitable 
children available There is accordingly never any need to 
jump at the first offer of adoption that presents itself, and 
Section 5 of the Bill is apparently designed to lessen the risk 
of over-hasty or unsuitable adoptions 

Negotiations for (he adoption of a child into the family of 
strangers should not be entered mto before he is born or 
without the sponsorship of a registered adoption society or 
local authority, for the following reasons 

1 No final judgment that a child is suuable for adoption can be 
made until he is born and has been carefully tested and observed 
The placing of children who prove physically or mentally unstiilablc 
causes very great disappointment and difficulty 

2 The decision whether a particular offer from would-be 
adopters should be encouraged should be made by a body which 
receives many offers and is m a position to select The paramount 
consideration Miould always be the welfare of die child, and no 
adoption should be promoted for its possible therapeutte c{Jccts on 
the adopt cts The wise bringing up of an adopted child calls for 
great integrity of chaiaclcr and suability of purpose, especially during 
the strains of adolescence 

3 A mother should not be encouraged (o consent to the proposed 
adoption of her child under .any duress of circumslnncc or family 
pressure, or lo airnc at a final decision while she is still pregnant 
or befoie she has fully recovered from her confinement It is not 
until her child is bom that many a mother understands the strength 
of her own love for him, and she may afterwards bitterly rcgict and 
resent a separation from liei child which she bad previously seemed 
to desire Parenthood, even unmarried parenthood, brings privileges 
as well as burdens, and to remove a child from bis mollicr is not only 
to relieve her of a burden, it is lo rob her of a privilege and maybe 
to indict a wound on tile integrity of her nature 

Where circumstances seem at first sight too difficult to permit 
a mother s bringing up of her own child, the National Council 
for the Unmarried Mother and her Child, 21, Coram Street, 
London, WC 1, or the Scottish Council for the Unmarried 
Mother and her Child, 17, Wester Coates Avenue, Edinburgh, 
12, should be consulted Through these bodies and the local 
societies working with them many nlothcrs of all social types 
and degrees of education are helped to rise to the responsibility 
and some measure of the privilege of their motherhood Some- 
times, though much less often than the inexperienced might 
suppose, the adoption of the child is the right ultimate solution 1 
but always with proper safeguards and never in a hurry— I 
am, etc, 


edmburRh 


Anne Ashley, 

General Secretary, 
Edinburgh Council of Social Service 


Physiological Basis of Vagotomy 

Sm,— Mr. A. Davis Beattie (April 9, p 607) attempts to 
justify vagotomy as a physiological procedure for the treatment 
of peptic ulcer by relying on the neurogenic elements of its 
aetiology. He admits, however, tii.it ulcer may occur both in 
(he asthenic and sthenic types, and rcjccis the inborn diathesis 
in favour of a psychosomatic type with parasympathetic pre- 
ponderance brought about by nervous stress. He refers to 
the work of McCrc.i and his associates, who emphasise that 
there is no true antagonism between the vagus and the 
sympathetic nerves McCrca' states : 

“ Pach nerve is undoubtedly both efferent and afferent, transmit- 
ting ccninfupil and ccmnjicinl impulses, and concerned with motor, 
vasomotor, secretory, and sensory functions of the organ . . . The 
cutting out of one system of regulators (therefore) gradually results 
in the diminution and in almosl a disappearance of control by the 
remaining system, the final results approaching but not attaining the 
effects nf section of both In this complete denervation, the intrinsic 
automatic mechanism la) cs on the proper functioning of the stomach 
no longer guided by external reflexes " 

McCrca points out that the disorders of gastric function may 
be produced by cither hypo- or hypcrfunction of the extrinsic 
nerves, and that the primary cause which gives rise to such 
disorders may be located 0) peripherally. (2) in the nerve 
paths, or (3) centrallv. To lake these in reverse order : dis- 
orders of central origin mav be constitution il, as suggested 
by Eppingcr .and Hess, and arc possibly a result of endocrine 
instability ; there is no evidence tint they ever result in peptic 
ulcer formation Disorders of the nerve piths are obviously 
loo rare to be taken into serious consideration The peripheral 
irritation, according to McCrca, is the most common cause, and 
is the result of mfl linm.ation which he riehtly interprets n< 
the pre-ulccrativc stage 

Tiiis inflammation cannot be produced by the sccrcton 
response of v.igd stimulation since acid by itself cannot pro 
ducc the ulcer, and Beattie recalls that Draestedt lias showr 
that peristaltic activity and gistric secretion alone arc not suffi 
cient to delay physiological healing It cannot bo too strongh 
emphasized that the cause which is responsible for the local 
inflammation (which starts in the mucous membrane') is alsc 
responsible for the initiation of the ulcer and the maintenance 
of its chronicity. 

In which way then, may it be asked, docs vaga) section arres 1 
the progress of this morbid process, and what mechanist! 
will be available to record whatever may go wrong in the 
stomach, since its immediate effect is the abolition of pain ' 
It is difficult to follow the argument that by severing the 
stomach from its vagal control it can be claimed that therr 
is “physiological basis for vagotomy.’’ — I am, etc, 

London. \V1 J.-Jxcnirs SriRX 

Hrrrncscr 

> Brit J Surg , l«;6. 13, 621. 

Artificial Insemination 

Sir, — I n his letter (April 2, p 590) Dr. Robert Forbes ngaii 
refers to the Archbishop of Canterbury’s Commission or, 
Artificial Insemination. This was a mixed body of clergy and 
laymen — among the latter lawyers — whose sole dissentient fcotr 
findings otherwise unanimous and unacceptable to Dr. Forbe 1 
was one of the clergy, the Dean of St Paul’s. He furthei 
ignores (hat the whole Commission, including the Dean, had 
nothing to say against artificial insemination by the husband’! 
semen. This is not fair controversy. 

All systems of jurisprudence have admitted the existence ol 
two systems of law . one called the Divine, or God’s, oi 
natural ; the other that of the realm or State. Apart from any 
theory as to the origin of the former , a court of the latter car 
and will on due occasion hold that what may or may not br 
right or admissible m the latter is contrary to the natural right' 
of the person or persons concerned and therefore inadmissible 

Whatever system of natural or Divine law any system ol 
jurisprudence admits, it ordinarily holds that law is unalterable 
and all that remains is to ascertain what it is. The propel 
persons to enunciate what on any particular point it lays dowm 
are clearly those concerned principally with the system in ques- 
tion ; and in this country the division which arose about fom 
centuries ago between the clerical and the legal profession 1 
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leaves the clergy with the duty concerned. Once the Divine 
law on any particular matter is known it is open to the different 
Slates of the world to leave their individual systems in accord 
or discord with it, or to bring them into accord or discord, as 
the State chooses. The risk of a divided loyalty on the part of 
its subjects, who in the last resort, all experience shows, will 
obey the law of God rather than the law of man, is wittingly 
Tin by the State which chooses discord. 

In the debate in the House of Lords to which Dr. Forbes 
refers it appeared common ground that artificial insemination 
by a donor's semen constitutes adultery until doubt was thrown 
upon this view by, 1 believe. Lord Merriman. This is also the 
lew of the Archbishop's Commission with the exception of 
the Dean of St. Paul's. Adultery in some systems of State law 
has been both a criminal and a civil offence (that is, an offence 
against the State and also against the offended spousel ; in 
others, among them our own, it is a civil offence, the remedy 
being divorce, but no criminal penalty attaching. But in every 
system of Divine law adultery has in one way or another been 
regarded as sinful. The Greeks, whom we revere as the fathers 
of medicine, worshipped (practically as well as by offering and 
oblation upon her altars') a goddess of fornication whom they 
admitted had no power over the goddess of the home and who 
was at constant enmity with the goddess of the marriage bed 
and of childbirth in wedlock. 

It is therefore incorrect to say that the doctor in attendance 
alone can determine whether A.I.D. is fitting and proper. He 
is no more entitled than anyone else to transgress either the 
Divine or the secular law. No matter how many legal pre- 
cautions may be advised by Dr. Forbes or used by the practi- 
tioner. either he is doing right or he is doing wrong ; and with 
exceptions only of individuals on certain relatively minor points 
all who have examined this subject consider he is doing wrong 
to advise or execute it, Answerably it is incorrect to say the 
taw may require alteration. The Divine law can neither require 
nor receive alteration : it is laid down for ever. Our secular 
taw on this matter appears in substance to be in accord with 
the Divine law ; and if Dr, Forbes and his associates procure 
a deviation they are by so much further extending that discord 
between the Divine law and the law of the counlry already 
mentioned as a source of danger through the imposition of a 
divided loyalty. — I am, etc., 

London. S.VV.6. C. T. NORRIS. 

Sir, — Whether Lord Merriman was right or wrong in describ- 
ing as worthless the document approved by the Medical Defence 
Union for use by the parties concerned in A.I.D., his opinion 
coincides with that of the eminent legal experts who advised the 
Archbishop of Canterbury. 1 They state (p. 40) that the “ assur- 
ance suggested by the Medical Defence Union as proper to be 
obtained by the doctor — that the birth of a child will not defeat 
the claims of any person to any titles, estates, interests, or 
funds — is one that could never be properly given or accepted." 

This, however, is a matter that only the lawyers can settle. 
It is otherwise with the ethical aspects of A.I.D. Dr. Robert 
Forbes asserts (April 2. p. 590) that the “ decision whether 
artificial insemination will constitute appropriate treatment for 
» any given patient rests within the judgment of the doctor in 
’ attendance. He and he alone can determine, whether or not it is 
fitting. . . .” But this is to beg the very question at issue: 
it is, in the last resort, society as a whole that must decide 
whether or not it is "fitting." Few can doubt that serious 
moral considerations are involved. Yet Dr. Forbes upbraids 
the Church for making its views plain before A.I.D. has been 
“properly examined by competent authorities and either con- 
demned or confirmed.” 'Who these authorities are and by what 
standards they are to “ condemn ” or “ confirm ” Dr. Forbes 
does not say. But to condemn the Church for forming its own 
judgment, after taking into account all the available evidence — 
medical, social, legal, and psychological — is surely illogical. If 
the Church is not a " competent authority " in such a matter as 
this, vvith the right to declare its views, will Dr. Forbes tell us 
why ? — 1 am, etc., 

ReUhrtl. Surrey. G. L. RUSSELL. 

Rnrpr.a 

l Attifichl Insemination, 194S. London: S.P.C.K. Sec also B T i ish Medical 
l Jawr.al. WS, 5, $13. 


Painless Childbirth 

Sir, — T he subjects of painless childbirth and analgesia are 
very much in the forefront at present in the Press and in 
parliamentary circles. Varying opinions have been expressed 
as to the relative merits of different agents and whether it is 
advisable to allow midwives to be equipped vvith “trilene” 
inhalers. 

I should like to express my appreciation of the Minnitt 
gas-air apparatus, which is the one in use most frequently at 
present. This apparatus, designed by Dr. Minnitt, does just 
what is claimed for it. It provides a safe and suitable method 
of analgesia for use by midvvives when no doctor is presenL 

According to the Central Midwives Board regulations, the 
midwife must be accompanied by an assistant when analgesia 
is to be administered. The most important part of the mid- 
wife's duty is the delivery of the baby, and a method of 
analgesia which had a definite risk to the mother would demand 
too much of her attention at a critical point in the conduct 
of the case. With the exception of the small percentage of 
non-cooperative patients, the rule is to find that patients express 
appreciation of the relief afforded by this method of analgesia. 
Transport difficulties seem to be the stumbling block, since 
the apparatus is somewhat heavy to carry. 

There are two attachments for use with the Minnitt apparatus 
which enhance its analgesic effect and still keep the apparatus 
within the limits of safety. One is the Chassar Moir attach- 
ment, which allows the patient to have a few breaths of pure 
nitrous oxide followed by the 50% gas-air mixture. This initial 
nitrous oxide deepens the analgesic effect at the right point, 
and yet recovery from it is rapid. This method is very suitable 
for the time when, as a rule, inhalation analgesia is com- 
menced — that is, towards the end of the first stage. There 
is a sufficient interval between pains for the reservoir bag to 
refill. 

The other supplementary method is the Rowbotham bottle 
with a Walton fitting, into which 6 dr. (21 ml.l of trilene is 
placed. This method was demonstrated to me by Dr. Minnitt 
and I have used it in a considerable number of cases. In the 
second stage, and for delivery, the gas-air mixture is diverted 
over the surface of the trilene and affords marked relief. 

Midwives receive a very comprehensive and excellent train- 
ing. and a high standard of proficiency is demanded from them 
at the end of it. Analgesia is now included in the curriculum. 
The two supplementary methods I have mentioned for use wi!h 
the Minnitt apparatus could be included in the category of 
safe and suitable methods for the trained midwife. 

From my experience of observing their work in hospital 1 
should say that they are very careful when using analgesia 
and tend towards under- rather than overdosage. They could 
have a somewhat wider range than at present to help them in 
conducting the normal midwifery which is their province. I 
do not think that they would abuse the privilege or that any 
harm would come to the mother or infant. — I am. etc., 

Bcanden, Glasgow, ELLEN COWAN. 

Psychiatric Indications for Abortion 

Sir. — T he annotation (March 19, p. 489) entitled “Psychiatric 
Indications for Abortion," 'arising from changes in Swiss law, 
is of great interest. 1 hope I may be permitted to comment 
upon certain points. 

1. Where pregnancy is the result of rape, the fact of rape does noi 
in itself constitute a reason for termination. The mental strain con- 
sequent upon the birth of a child so conceived roust, however, be 
a potent factor in determining the post-natal condition of the mother’s 
psychic, and therefore also her physical, health. That 'his view is 
admissible under English law was upheld by Mr. Justice Macnaghten 
in the Boume.case (reported in the Journal of July 23, 1938, p. 199). 
Considered in this sense the Swiss law does not seem dissimilar- 

2. It is very' hard for a socialized State to admit that economic 
grounds for termination can exist. Here again, however, under even 
the best social safeguards very great inequalities roust always con- 
tinue. As your annotation rightly points out, no system of family 
allowances and maternity benefits can be adequate for the over-prolific 
family. The income which is reasonable for the average family, pro- 
viding not only shelter, clothing, and food but the opportunity of rest 
and convalescence for the mother, will not be enough to secure the 
same benefits as the mother with repeated pregnancies — whose need 
is none the less the greater. 
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' 3. When the question of defining admissible psychiatric grounds is 
raised, we are upon even more uncertain terrain. As Dr. Ellis 
Stungo (April 2, p. 590) very sensibly points out, each ease must be 
considered upon its merits. Those “ merits ” cannot be judged only 
from the patient as a “ body," or even as a “ mind,” without 
consideration of the total picture. 

How did the act of conception come about ? In what sense is the 
mother, married or unmarried, emotionally involved with the father ? 
Is the mother, if unmarried or deserted, on good terms with her 
parents, or has she friends who can accept the situation 7 Will the 
emotional trauma likely in many cases to follow thwarted motherhood 
have greater repercussions in the long run than the immediate , 
difficulties leading to the request for termination 7 These arc some 
of the questions which must be faced. In order to face them the 
doctors concerned cannot be too fully informed regarding every 
aspect of the background. - This is where the “ family doctor " can 
be invaluable and by his information and advice has it in his power 
to contribute enormously to the prevention of much misery. 

4. Where a patient is in so disturbed a mental condition, as to 
warrant continual watching for the prevention of suicide, that in itself 
would seem to be strong evidence of such severe mental conflict as 
may lead to complete breakdown. I would, however, like to put 
on record my disagreement with Dr. Stungo that in doubtful cases 
it is always wiser not to resort to termination, but to endeavour to 
reconcile the expectant mother with the reality factors of her situation. 
In genuinely doubtful eases I consider it wiser to give the mother the 
benefit of the doubt. 

1 should like to conclude by asking you. Sir, whether it might 
not be appropriate for medical men throughout the country to 
seek the establishment of a Royal Commission to investigate 
md, if possible, to suggest amendments of the law concerning 
termination of pregnancy. There can be few doctors, and even 
members of the general public, who do not feel it an anomaly, 
that pregnancies, the result of positively illegal acts — c.g., rape 
or seduction of a girl below the age of consent — cannot be 
terminated, if the demand is made, upon that ground alone. 
Similar considerations would scent to apply in the case of 
insane patients desirous of termination, and in those instances 
where congenital syphilis or a long-standing family history of 
insanity make it reasonably certain that the offspring will be 
tainted — with consequent serious repercussions upon the mother, 
the child, and the community as a whole. 

It would also protect doctors and safeguard the general well- 
being of the mothers of the nation if at the same time the whole 
question of psychiatric indications for abortion could be sub- 
mitted to public examination with suggested positive reforms in 
law. — I am, etc., 

London. W.l. EUSTACX ClIESSHR. 


POINTS FROM LETTERS 

Prescription of Barbiturates 

Dr. Nathan Finn (Johannesburg) writes: Dr. H. II. Margulics 
(Feb. 19, p. 325) in his constructive criticism of my communication 
(Jan. 29, p. 195) exaggerated the emetic dose of pulv. ipecac. In my 
experience many people complain of nausea even after 4 gr. (5.4 mg.), 
and many actually vomit from such a dose. In my humble opinion, 
shared perhaps by others, there is some contradiction in the argu- 
ments put forward by Dr. Margulics, who docs not tell us if his 
statements were made from observations on patients. Theoretically 
he may be right, but every theory must be proved, otherwise it just 
remains a theory utterly useless to a practitioner. The question is 
one of great practical importance. The solution cannot be to stop 
prescribing a so well-established and also most useful preparation, 
fn my experience “ ersatz ” preparations arc far from satisfactory. 

Irreducible Umbilical Hernia in Pregnancy 

Dr. Margaret M. Nolan (Anua, S. Nigeria) writes: On July 16, 
•1948, an Anang woman of the Calabar Province, agEd about 26, 
was admitted to the antenatal ward. She was 5 months pregnant 
and was complaining of much pain in the umbilical region. On 
examination she was found to have a medium umbilical hernia which 
was tender but apparently reducible. On Aug. 2 she complained 
of no bowel movement for 24 hours, and she had much abdominal 
pain; the hernia wag now irreducible. After an injection of 
“ omnopon ” 4 gr. (22 mg.) and under local infiltration with 

nupercaine,” the hernial sac was isolated and removed with a 
portion of adhering gangrenous omentum. The hernia was repaired 
according to the Mayo technique, chromic catgut No. 0 being used. 
The wound healed by first intention. The pregnancy continued to 
te ™> . ( b e patient having a normal delivery of a living female infant 
weighing 64 lb, (2.8 kg.) on Jan. 2, 1949, The puerperium was 
normal, and the patient went home on the tenth day. 


Obituary 


JOHN W. BONE. LL.D.. M.B.. C.M. 

Dr. John W. Bone, whose record of service for the British 
Medical Association was outstanding, died at his home in 
Luton on April 14 at the age of 79. He had been treasurer 
for nine difficult years, and for thirteen years before that he 
had been chairman of the Medico-Political Committee, which 
afterwards became the General Practice Committee. 

John Wardlc Bone was born in 1869. and in 1891 he gradu- 
ated M.B., C.M. with first-class honours at the University of 
Edinburgh. Four years later he took the B.Sc. in public health. 
After serving in some resident appointments, including one at 
Clayton Hospital, Wakefield, he settled in general practice at 
Luton in Bedfordshire. He was kindly and painstaking, and 
yet the sort of man who 
would " stand no non- 
sense," and he had an 
admirable way with him, 
particularly in dealing with 
children. From 1896 
onwards he was closely 
identified with the Luton 
Children's Hospital, though 
he did not actually receive a 
stafT appointment there until 
1899. In 1905 he became 
honorary medical super- 
intendent of ’the hospital, 
and during his tenure of 
office he was responsible 
for various extensions and 
improvements. He resigned 
the position of medical 
superintendent in 1933, 
while remaining a member of the committee of management 
and continuing to take a great interest in the hospital. He 
was also honorary consulting surgeon to the Bute Hospital, 
Luton, and a co-opted member of the maternity and child- 
welfare committee of the town council. 

Dr. Bone did not become a member of the British Medical 
Association until 1905, but he quickly made his personality felt 
in his own Division, of which lie was chairman in 1910. He 
also represented the Bedfordshire and Hertfordshire Division 
at annual representative meetings from 1911 onwards, and 
entered the Council in 1920. In 1922 he was president of 
the South Midland Branch. When the Association was called 
upon to choose from a number of candidates the two who 
should have its support at the 1928 election of direct representa- 
tives for England on the General Medical Council, Dr. Bone 
was one of those selected, the other being the late Sir Kaye 
Lc Fleming ; both were returned by large majorities. On the 
General Medical Council he was a very active member and 
most skilful in the examination of witnesses. Often after 
counsel on both sides had completed their examination Dr. 
Bone would rise and with a few questions, asked through the 
chair, give a quite fresh aspect to the case. 

- He was not a great platform man, and confessed that he was 
never happy with the microphone in large assemblies, but he 
was an ideal member of committees. His tongue was occa- 
sionally caustic and his manner dour, and when in the chair 
he never concealed his impatience at undue protraction of the 
business. Nevertheless, he had a great sense of fun, and his 
delight in some quip would often relieve a tedious afternoon. 
The gradual serpentine movement of committee procedure 
really interested him ; he knew that it was there, and not in 
larger and more showy gatherings, that the business was done. 
His work for the British Medical Association in the committee- 
room, usually at Headquarters but sometimes at the House of 
Commons or on deputations to Government Departments, was 
of great value. His own contributions to debate were always 
persuasive and critical, and he had the capacity for working 
in a team and throwing his whole weight into a cause. 

The list of John Bone’s Headquarters activities would run 
parallel with the medico-political activities of the Association 
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from 1920 onwards. In addition to his work in the General 
Practice Committee, which at one time had as many as twenty 
subcommittees, he had been a member at various times of the 
Central Ethical Committee, of the committee concerned with 
certification under the Workmen's Compensation Act, of the 
committees on Health Services, on Lunacy Law and Mental 
Disorder, on Medical Education, on Poor Law Reform, and 
many others. Bone’s membership of the Insurance Acts Com- 
mittee dated from 1923, and there again he served on a bewilder- 
ing number of subcommittees, A useful piece of work in which 
he took particular interest was his chairmanship of the com- 
mittee which put up so effective an opposition to the Osteopaths 
Registration Bill when it came before the Select Committee of 
the House of Lords in 1935. On all questions connected with 
pharmacy and dangerous drugs he was an acknowledged expert. 
He was a member of the Advisory Committee on the Pharmacy 
and Poisons Act, known as the Poisons Board, and brought to 
the work a surprising amount of detailed knowledge. Earlier 
he had been a member of the watching committee set up by 
the Association in regard to the revision of the British Pharma- 
copoeia. He was also one of the five members nominated by 
the Association on the Board of Directors of the British Medical 
Bureau. Another excellent achievement was his part in the 
settlement of the dispute at Llanelly, which arose in 1934 
between the local profession and the Workmen's Committee. 
He was one of the three or four representau'ves of the Associa- 
tion who visited the area and spent three days in hearing evi- 
dence and making the fullest possible local inquiries. 

Dr. Bone was a roan of considerable business sagacity. He 
succeeded the late Mr. Bishop Harman as Treasurer of the 
Association, and for nine years showed his mastery of the 
financial policy of a great organization. His treasurership 
included the anxious period of the second world war, when 
important decisions had to be made almost from day to day. 
He managed to combine, in a way that carried general approval, 
a firm control of expenditure with a policy of expansion adapted 
to meet the great demands on the Association which he foresaw 
as likely to arise in the post-war years. His presentation of 
the financial report year by year was never seriously criticized. 
He was also treasurer of the National Insurance Defence Fund, 
and one of the treasurers of the Genera! Medical Council. 

At the Cambridge meeting in 1948, when he retired from the 
treasurership, the Council unanimously decided to award him 
the Gold Medal of the Association for his exceptional services 
— a decision which evoked enthusiastic approval when it was 
announced to the Annual Representative Meeting. In 1946 
Dr. Bone received the Hon. LL.D. of his own University of 
Edinburgh. 

Dr. Alfred Cox writes: For some weeks now Dr. Bone’s old 
friends have been sorrowfully awaiting the inevitable end, but 
nevertheless it is very sad to think that B.M.A. House will 
see him no more. For many years, as is well shown by the 
preceding narrative, he was there nearly every day and there 
were few of the Association’s activities in which he did not 
take an active part. He was not easy to know intimately. He 
had the old-fashioned idea that a man’s private life was his 
business, and would have resented intrusions on it. But it was 
a pleasant revelation to see him at home as I did occasionally 
when he was in active practice. We had some kindred interests 
which helped me to get behind the somewhat ’’dour’’ Bone. 
He was a North Countryman and could always be drawn on his 
early days in the North. He never got rid of his Northumbrian 
“ burr ” and never tried. He was a great collector of books, 
which, unlike some collectors, he read, and he could talk, and 
talk well, about his favourites. I should put Bone high among 
the men of business capacity who have served the Association. 
He was eminently a man of orderly and logical mind and hated 
waste, though he could always be converted to ^approval of 
large expenditure by the Association once he saw its possibili- 
ties. This was brought out before he became treasurer in the 
enthusiastic support he gave to his old friend Sir Robert Bolam 
when he fathered the ambitious scheme for the extension of 
B.M.A. House. From what I saw of his methods of practice 
it did not surprise me to learn that he had built up one of the 
most successful general practices in the provinces. Bone was 
no lover of the limelight— nor indeed of those who obviously 
sought it. But he was sound all through, and no man ever more 
faithfully earned the Gold Medal of the Association. It is a 


grief to all his friends that he never received it in due form 
amidst the applause of all of us who knew him and who would 
have been delighted to have been able to say to him, “Well 
done, goad and faithful servant.” 

DONALD GEORGE HALL, M.D., F.R.C.P. 

Dr. Donald Hall died very suddenly at bis home in Hove od 
April 7 from coronary thrombosis at the age of 72. His early 
years were spent at Gatabouse-of-Fleet, a lovely spot in 
Kirkcudbrightshire, where was nurtured his intense attachment 
to his native land. He was educated at the Edinburgh Academy, 
and from there gained a scholarship in natural science at 
Emmanuel College, Cambridge, where in 1897 he took a first- 
class tripos in the same subject Returning to Edinburgh to 
complete his medical course, he graduated M.B., B.Cb. in 1900. 
There followed resident appointments at the Royal Infirmary 
and the Royal Hospital for Sick Children, Edinburgh, and then, 
like many a Scot, Hall migrated southwards and became house- 
physician at the Royal Sussex County Hospital, Brighton. 
Subsequently he put up his plate in Hove, and thus began a 
general practice which was iafer to bring him such a well- 
deserved reputation. 

In 1903 Hall proceeded M.D., and in the following year he 
was elected assistant physician to the Royal Sussex County 
Hospital. Soon after the 1914-18 war he began to make a 
special study of the treatment of pulmonary tuberculosis by 
artificial pneumothorax, and of the use of the electrocardio- 
graph. He became a recognized authority on both subjects, and 
his election in 1945 as chairman of the Cardiac Society of Great 
Britain and Ireland was a tribute to his profound knowledge of 
the diseases of the heart. Dr. Hall was elected F.R.C.P. in 1923 
and thenceforth confined himself to consulting practice. He 
was the trusted adviser of an ever-widening circle of doctors 
and their patients, and the esteem in which he was held was 
reflected in the frequency with which his colleagues called upon 
his help in their own illnesses and those of their families. 

Donald Hall was an able physician and consultant Kindly 
and inspiring confidence, he had a remarkable memory which 
enhanced the value of his wide experience, his incisive mind, 
and a sure clinical instinct His opinion and advice were equally 
clear and decided, and whenever possible he offered a reassuring 
and optimistic outlook to the patient When the chairmanship 
of the Royal Sussex County Hospital became vacant in 1938. 
Hall, though still an active member of the honorary staff, was 
unanimously elected to this important and onerous post He 
filled it with conspicuous success for eight years, and it was 
largely due to his wise guidance that the hospital was able to 
fulfil its many obligations during the difficult years of the recent 
war. In 5946 his services to the hospital were recognized by Ins 
appointment as its president Hall was president of the Brighton 
and Sussex Medico-Chirurgical Society in 1927, chairman of 
the Brighton Division of the B.MA in 1926-7 and again in 
1931-2, and president of the Sussex Branch in 1933-4. In the 
Boer War he had served on the hospital ship Nubia, and in the 
1914-18 war in the Second Eastern Hospital, with the rank of 
major. In his younger days be captained his college rugby 
team, and later played forward for the famous Edinburgh 
Academical side, which included several internationals. Hall 
was a good shot and a keen fisherman. For many years he spent 
his holidays shooting and fishing in Scotland or Northumber- 
land with his friends. Many will remember his and Mrs. Hall's 
hospitality and kindly thoughtfulness on these occasions. His 
family circle was ideally happy, and in all he did he was con- 
stantly supported by his wife. For her and her family deep 
sympathy will be felt by many friends. For forty-four yean 
Donald Hall devoted his great gifts to his hospital, its patients, 
its nurses, and to many others. The gratitude and affection he 
inspired will not soon be forgotten. 

A. HEDLEY VIS1CK. F.R.C-S. 

Mr. Arthur Hedley Visick died after a brief illness at York 
on April 4 at the early age of 51. He came of a medical 
family. His father was well known in North London as an 
anaesthetist, and on his mother’s side he was related to Sir 
Albert Cook and the late Mr. I. Howard Cook, of Uganda. 
He was educated at Epsom College and St. Bartholomew’s 
Hospital, gaining an entrance scholarship there in 1915. He 
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did not take up his studies, however, until 1918, as he served 
in the Army during the war. From the first Hedlcy Visick 
showed his interest in surgery. He won easily the Treasurer’s 
prize and later the Foster prize for anatomy. In his final year 
he had the unusual distinction of being awarded the Walsham 
prize and the Brackenbury surgical scholarship as well as the 
Willett medal for operative surgery. He qualified in 1922, and 
served as house-surgeon first to Sir Hoiburt Waring and then 
to the ear, nose, and throat department at St. Bnrtholomesv’s. 
He graduated M.B., B.S. in 1924, and immediately afterwards 
took the F.R.C.S. He then gained valuable surgical experience 
as chief assistant to Sir Charles Gordon-Watson and demon- 
strator of anatomy at St. Bartholomew's. In 1926 he went to 
Michigan as an instructor in surgery at the university there. 
After this year in America he settled in York, and in due course 
( was put on the staff of the York^County Hospital and was made 
surgical specialist to the Military Hospital. He was also con- 
sulting surgeon to the York City Hospital and to a number of 
smaller outlying hospitals. 

From his earliest days as a medical student Visick had set his 
heart on being a surgeon. Even before he qualified he used to 
watch surgeons at work in other hospitals. This he continued 
to do at all stages of his career; he would often come up to 
London for a few days for this purpose. He was a keen and 
regular member of the surgical travelling club to which he 
belonged. When Hedlcy Visick started in York it was as a 
general practitioner, but he gradually did more surgery, gave 
up general practice completely, and quickly built up a reputa- 
tion not only in York but in a wide area around the city as a 
first-rate surgeon. At first he interested himself in thyroid 
surgery, but over the last ten years he became especially 
expert in gastric surgery and was w'clf known for his work 
on this subject. As a Hunterian professor at the College of 
Surgeons last year he lectured on gastrectomy, and he contri- 
buted to this and other journals a number of thoughtful and 
valuable articles on the surgery of peptic ulcer. His follow-up 
clinic was a model of completeness in detailed rccord-kccping. 
Every Wednesday, with medical and radiological colleagues, he 
personally saw all the patients who attended this clinic. Each 
interview and examination was quick and informal but 
thorough. Each patient was called by his Christian name and 
was glad to come. In his earlier days Visick was an unusually 
good teacher, while in later years he showed the same ability 
as a lecturer. 

One of Hedlcy Visick’s characteristics was his great and 
genuine enthusiasm for any subject he took up. This was 
combined with an excellent pair of hands, which made his 
operating a pleasure to watch. He was a man of even temper 
who greatly delighted in meeting old friends and making new 
ones. He was highly esteemed by his colleagues, and from 
1938 to 1943 he acted as chairman of the York Division of the 
8.M.A. The place he made for himself as a consulting surgeon 
m York will not easily be filled. He was very happy with his 
family at his old house at Fuiford and at his cottage in the 
country. The sympathy of all his colleagues and friends will 
be given to his wife and three children. 

MAURICE SORSBY, M.D., F.R.C.S.Ed. 

Dr. Maurice Sorsby, who died at Los Angeles on April 6 at the 
xge of 50, qualified M.B., Ch.B. at Leeds in 1922. proceeding 
VI. D. in 1925. In the same year he aiso obtained the Edinburgh 
F.R.C.S. Devoting himself to otolaryngology, he held staff 
appointments at the Metropolitan Ear, Nose and Throat Hospi- 
tal. the London Jewish Hospital, and the Plaisiow Children’s 
Hospital. He was also for a time consulting ear, nose, and 
throat surgeon to the L.C.C. hospitals. A sound early training 
in general surgery turned his interest mainly to the intracranial 
complications of ear disease and to the general aspects of the 
cancer problem. His study of the incidence of cancer in Jews, 
embodied in his excellent Cancer and Race . was a valuable 
contribution to a subject on which previously there had been 
more opinions than critical data. This detailed study of the 
incidence of cancer in Jewish communities in different parts of 
the world showed that the total cancer rate in Jews was every- 
where approximately the same as that of the general popula- 
tion. though the distribution according to the organs affected 
varied considerably. These latter differences could in most 


cases be explained by environmental factors. The low inci- 
dence of cancer of the tongue, for instance, could be correlated 
with a low incidence of syphilitic Icucoplakia, which so often 
precedes it. Maurice Sorsby’s study on Beethoven's deafness 
was characteristic of his wide interests, and a busy professional 
career still left him time for much social activity. As a presi- 
dent of the London Jewish Hospital Medical Society he was 
largely instrumental, together with the late Dr. M. D. Eder, in 
forming the Emergency Medical and Dental Association for the 
relief of victims of Nazi persecution in the years before the 
war. A large circle of friends will feel sympathy with his 
widow and his two sons. 


Medico-Legal 


DAMAGES FOR A DOCTOR 
[From Our Mi ijico-I.i ost. CoRRt sposdi nt] 

Dr. L. M. Dillingham, of Great Waltham, Chelmsford, was 
run down by an Army i chicle on Nov. 28. 1947, and suffered 
serious injuries, including a fractured pels is. He had previously 
worked in general practice and as a radiologist ; as a result 
he was physically unfit for general practice but not for 
radiology. 

In the action which he brought in the High Court against 
the driver and the War Office, Mr. Justice Croom-Johnson 
awarded him £4.000 damages for pain and r tittering and 
£20.000 compensation for estimated loss of earnings for the 
remainder of his working life. This amount was computed 
on the basis of £2.000 loss of earnings for each of fifteen 
more years, less £10.000 to allow for contingencies, his 
increased earnings as a radiologist, and the large capital sum 
down uhich he was to rcccise. The defendants appealed on 
the ground that the damages were excesshe, and that the 
judge had failed to take into account the fact that the plaintiff's 
fees would base been reduced by taxation. 

Lord Justice Tucker, going judgment' in the Court ot 
Appeal, said that the judge could not have ghen sufficient 
weight to the fact that the doctor could now devote the whole 
of his time to radiology. The court thought the amount 
awarded for loss of earning capacity should be halved, making 
the total damages £14.000 instead of £24,000. 

On the second point, that the judge had failed to allow 
for the reduction of the doctor's fees by income tax, his lord- 
ship said that this argument had been rejected twice by High 
Court judges sitting alone but had never come to the Court 
of Appeal for decision. It had been accepted in a Scottish 
case, but he thought with respect that it was fallacious. The 
principle of restitutio in integrum required that the doctor 
should be put in the same position vis it vis his patients as 
that in which he would hate been but for the fault of the 
defendants — that is. that he should receive his fees in full. 
Questions of ultimate liability to the Revenue did not concern 
the defendants, though different considerations might arise in 
cases of P.A.Y E. 

Lord Justice Singleton, agreeing, said that general damages 
for loss of future earnings wpuid not be subject to income 
tax, but that in assessing them no reduction should be made 
in respect of the tax which would have been payable on such 
earnings. He thought that cases of P.A.Y.B. would be in the 
same position. Mr, Justice Birkctt concurred. 

This action, incidentally, is a reminder of the convenience 
of the reform introduced by the Proceedings against the Crown 
Act last year, whereby a Government department can now be 
sued in the same way as a subject of the King, and the 
cumbrous procedure by petition of right is no more. 

■ rriPrimcs, MnrcM!,"t9« 


H.M. Customs and Excise state that from April 5 preparations 
appearing in the National Formulary, whether or not compounded 
with substances appearing in the monographs and formularies ot me 
other publications specified in Provision 1 of Notice 78 M> or ' vl ’” 
an excipient, vehicle, base, or preservative, are exempt from purchase 
lax so long as they comply with the remaining provisions of Notice 
78 M or 78 K 
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PBEGMAVITE 

A single* supplement 
for safer pregnancy 


CLINICAL USES 

To improve the nutritional itate where circumstance? 
prevent consumption of all the protective foods required 
to prevent hypochromic anserma. 

Indications in the history of previous pregnancies : to xem ia , 
previous premature births, inability to breast feed, and 
dental caries. 

The recommended daily -dose provides : vitamin A 
2,000 Lu., vitamin D 300 La., vitamin B, 0.6 mg, 
vitamin C 20 mg., vitamin E 1 mg , nicotinamide 25 mp, 
calc, phosph. 480 mg., ferr. sulph. erxic. 204 mg., iodine, 
manganese, copper, not less than 10 p.pm. ea c h. 


Upper Mali, London, W.6 
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MEDICINA 
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The art of medicine is gen- 
erally a question of time. 
With the peptic ulcer patient, 
as is well known, the rate of 
healing is determined by the 
ulcer’s freedom from irrita- 
tion. By rapidly buffering 
excess acid and at the same 
time avoiding acid rebound, 
‘ALUDROX,’ a suspension 
of 5 6% colloidal aluminium 
h> droxide in gel form, ensures 
rest for the ulcer. Pain is re- 
lict cd and time taken for heal- 
ing reduced to a minimum. 



ALUDROX 

Aluminium h) droxide gel 


JOHN WYETH & BROTHER LIMITED 
Clifton House, Euston Road, London, N.W.I 
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An anti- 
histamine 
of wide 
application 



histostab is one of the most satisfactory antidotes 
for histamine now available. 

In the treatment of a wide range of allergic 
conditions Histostab has few undesirable side- 
effects. It may be given orally, or by injection when 
rapid action is required. It will control allergic 
urticaria and eczema, and will relieve the itching in 
certain cases of pruritis. It has proved of value in 
cases of sensitivity to Insulin, Liver and Penicillin, 
suppressing the unpleasant effects and allowing 
treatment to be continued. 

As Compound Solution of Histostab it is 
available for nasal and ocular instillation in vaso- 
motor rhinitis and hay fever. 

Histostab Tablets. Bottles of 25 x 0.1 G. tablets. 
Injection of Histostab. Boxes of 6 ampoules of 
2 ml. (0.1 G.}, 

Solution of Histostab Compound. Bottles of | fi. oz. 


HISTOSTAB 



Literature and further information gladly 
sent on request to the Medical Department 
BOOTS PURE DRUG CO. LTD. 
NOTTINGHAM, ENGLAND 
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Although the potency of each batch of Anah.xmin 
B.D.II. has always been established clinically before 
issue, further confirmation of ns htcmopoictic 
activity is notv Afforded by the isolation of the anti- 
pernicious tmtemia factor in crystalline form from 
routine batches of Atiahxmin B.D.H. in the B.P.H. 
Research Laboratories*. This factor is identical 
with the substance named vitamin B,, by RiAes 
n al.-f Since its introduction twelve years ago 
Anahxmin B D.H. has given outstanding results in 
the treatment of macrocytic anxmm. 

* J. Fharm. Fhamseot , Jan. tgig. p So 

♦ Science, 1 6 th April, m 4 ', P 397 
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GLYCODEINE 


GLYCODEINE IS A VALUABLE SEDATIVE 

FOR THE RELIEF OF IRRITABLE COUGH, 
ESPECIALLY IN PHTHISIS. BRONCHITIS AND 
DYSPNOEA. 

,,tT IS ALSO A USEFUL UNCTUS FOR THE TREAT- 
MENT OF ASTHMA AND LARYNGITIS. 

GLYCODEINE IS EXEMPT PROM THE 

REGULATIONS OF THE DANGEROUS DRUGS ACT. 

*ORA\ULA. Cotfetn* Phosp. 0.4, Uq, Com 13.5. 

Syr. Prunl Serot, 13.5, Glycerin *d 10D 
tath drum contiim $ train Codeine Phosphite; 


It is supplied tor dispensing 
In bottles of Jib. and 
I lb. in bulk. 



fBUUDHELD CHEMICAL WORKS • EDINBURGH! 
ALSO AT LONDON AND GLASGOW 


6 



APRIL 23, my 


UNIVERSITIES ANU CULDhtjES 


BK ITXSH 

Medical Journal 


/:>! 


Universities and Colleges 


UNIVERSITY OF OXFORD 

The George Herbert Hunt Travelling Scholarship for 1949 has been 
warded to Derek Rawlins Wood, B M , of Brasenose College 

UNIVERSm' OF ST ANDREWS 
Chairs m Child Health and in Public Health and Social Medicine 
are to be established in the University as a result of the offer of the 
James Mackenzie Institute for Clinical Research, St Andrews, to 
provide capital sums of over £15,000 for their endowment Two 
>ears ago the assets of the institute, founded by Sir James Mackenzie 
in 1919, were realized and invested, and, after the transfer of the 
above sum to the University, the balance wall be allowed to accumu- 
late so that further projects may be considered in due course Both 
the new Chairs wall bear the name of Sir James Mackenzie 

UNIVERSITY OF GLASGOW 

Postgraduate lectures in ophthalmology wall be delivered in the 
Department of Ophthalmology of the University on Wednesdays, 
Mav 4, 11, IS, and 25, at S pm, and the general arrangements wall 
be similar to the senes held last year A discussion wall follow each 
lecture Details wall be published m the diary column of the Journal 
week by week 

UNIVERSITY OF DURHAM 

Professor C F M Saint, sometime Professor of Surgery m the 
University of Capetown, wall deliver the fifth Rutherford Monson 
Lecture at the Royal Victona Infirmarv, Newcastle upon-Tyne, on 
Thursday, May 12, at 5 15 pm His subject is ' The Monson 
Approach to Hydatid Disease 

UNIVERSITY OF LONDON 

Nicholas Henry Martin, BM.BCh.MRCP, has been appointed 
to the University Readership in Chemical Pathology tenable at St 
George's Hospital Medical School from Apnl 1 
Dr E W R Steacie, Director of Division of Chemistry , National 
Research Council of Canada, gave the first of three lectures on 
Gas Phase Reacuons of Organic Radicals” at King's College, 
Strand, W C , on Apnl 21 He will deliver the second lecture to-day 
(Fnday, Apnl 22) and the third on Monday, Apnl 25, at 5 30 pm 
A lecture on “ Bacteriophage and Antibiosis” will be delivered 
by Professor A Gratia, Professor of Parasitology and Bactenology 
in the University of Ligge, at the London School of Hygiene and 
Tropical Medicine, Keppel Street, W C , on Apnl 25 at 5 30 p m 
Professor K.1 Gollwitzer-Meier, of the University of Hamburg, will 
deliver a course of three lectures on physiology at King's College, 
Strand, W C , on May 1' 16, and 18 at 5 30 pm 
A course of two lectures on “Applications of Polarography to 
Medicine” wall be delivered by Dr Rudolph Brdiika, Associate 
Professor of Physical Chemistry in Charles University, Prague, at 
Westminster Medical School, Horseferry Road, S W , on May 24 and 
26 at 5 30 p m 

All the above lectures are addressed to students of the University 
and to others interested m the subjects Admission is free, without 
ticket 

The following candidates have been approved at the examination 
indicated 

R ' 

H 

University College 

The following lectures, admission to which is free, without Ticket, 
will be given m the phvsiology theatre of University College, Gower 
Street W C Apnl 25, May 2, 9, 16, 23, and 30, and June S and 13, 
at 4 45 pm, “Selective Toxicity, with Special Reference to Chemo- 
therapy,’ by Professor Adnen Albert (Australian National Univer- 
sity) May 3, 10, and 17, at 5 15 p m , “ Physiological Properties of 
Ethyl Alcohol" by Dr M Grace Eggleton, May 31 and June 7 
and 14, at 5 15 pm , “ Muscular Contraction ’ by Professor A V 
Hill, F R S , June 2, 9, 16 and 23, at 4 45 p m , “ Some Aspects of 
Nitrogen Metabolism in the Mammal,” by Dr J S Bach 

UNIVERSITY OF LEEDS 

Professor G Grey Turner wall deliver the Moynthan Lecture in the 
Rilev Smith Hall of the University Union on Monday, Apnl 25, 
at 3 p m His subject is “ Movmhan and the Training for Surgery ” 
Members of the medical profession are invited to attend the lecture 

ROYAL COLLEGE OF PHYSICIANS OP IRELAND 
On Apnl 5, with Dr Bethel Solomons, President in the chair, the 
Honorary Fellowship of the College was conferred on Baron Bovd- 
Orr, FRS The oration was delivered by Dr T P C Kirkpatrick, 
Registrar of the College Baron BoydOrr then delivered a iec'ure 


on “ Medicine m a Changing World ” A vote of thanks was pro 
posed by Dr P Moran, President of the Medical Association of 
Eire, and seconded by Dr A It Parsons, Senior Fellow of the 
College, and was passed by acclamation 

The following candidates have been admitted Licentiates in 
Medicine and Midwifery, having passed the Final Examination in 
Medicine, Surgerv, and Midwifery of the Conjoint Board of Ireland 

J G Campbell C A Cusack J 1 Dotlond, M M Marts, C V\ R Murray, 
J B McCaffrey VV J Mckeogh Joan M O Conrelk E J M O Conner, F J 
O'Hasan E. O Rafferty, Juba O Reilly, W P Timmon 


Medical Notes in Parliament 


Foreign Visitors and the N.H.S, 

Sir Waldron Smithers on April 8 raised the question of 
National Health Service Leaflet No 2 The cover of this 
promised to provide all medical, dental, and nursing care for 
visitors to this country, whether of British nationality or not, 
no insurance qualifications being necessary Sir Waldron said 
he understood that the pamphlet was available to all visitors 
on arrival in this country He pointed out that the National 
Health Service Act, 1946, declared that the duty of the Mimster 
of Health should be to promote the establishment of a compre- 
hensive health service to secure improvement in the physical 
and mental health of the people of England and Wales He did 
not find in the Act any permission to the Ministry of Health 
to offer medical services free to the whole world Sir Waldron 
said he had received letters asserting that people came here, 
got false teeth and spectacles, and then went to Antwerp or 
Amsterdam and sold them A French doctor told him that 
patients who could afford the fare from Calais went over for 
treatment He asked the Mimster how many foreigners had 
taken advantage of these services, and at wbat cost 
Dr Haden Guest asked vvhetlier Sir Waldron had anv evi 
dence of large-scale improvident supply of wigs, artificial teeth, 
and other things to people coming from abroad He suggested 
Str Waldron's protest was frivolous 
Mr Kenneth Ltndsav thought the leaflet embodied an 
excellent idea He hoped to see the Mmistrv of Health make 
the Service reciprocal and suggested a start with Belgium 
Western Union should extend to the whole of the social services 
Mr Blenkinsop, replying for the Mmistrv of Health, said 
one of the virtues of the National Health sefieme was that, so 
far as the patient was concerned, little red tape and form-filling 
were required Sir Waldron Smithers’s proposal would require 
an elaborate organization The legality of the issue was pro- 
vided for m Sections 3, 27, 33, 38, and 41 of the Act There 
was no invasion of our shores by persons anxious to obtain 
glasses, false teeth, wigs, artificial limbs, and so on Similar 
fears had been expressed when the National Insurance Act was 
introduced in 1911 There had then been stones about false 
teeth being sold in the bazaars of the East Up to date 750,000 
copies of the leaflet had been printed and 170 000 distnbuted 
He could not give the number of foreigners treated under the 
National Health Service Act because the Ministry' did not 
intend to disenminate between one section of the people who 
were m the country and another To get the statistics Sir 
Waldron Smithers washed would require completion of difficult 
forms and would require people of all nationalities inside this 
country to submit to examination about their nationality Regu- 
lations of that kind would cost more than the minor provision 
now being made Americans, Canadians and others who had 
experienced the value of the service provided expressed them 
selves dehgh ed He agreed with what Mr Kenneth Lindsav had 
said Last vear some 633 000 foreign visitors had come to these 
shores Assuming that they stayed about a month — which was 
too long an average — and made the averaee use of the Service 
which was made by the ordinary population — which, again, 
was unlikely — the cost would run at something like £200 (X)0 a 
year That sum should not arouse anv anxiety The Govern- 
ment was satisfied that for the small expenditure inv olv ed it was 
doing good service to friends of this country throughout the 
world 

Reciprocity 

Mr Hlgh Fraser on Apnl 7 asked what Mr Bevan 
intended to do for members of the Merchant Navy who, 
although contributors to the National Health Service, were 
unable to make full use of the benefits of that Service 
Mr Bevan said that merchant seamen, like anv one else 
who went abroad, were unable to obtain treatment under the 
National Health Service Act while out of this country The 
Government intended to negotiate reciprocal arrangements with 
other countries wherever the opportunity arose ~He thought 
that one such arrangement was being negotiated at the momenL 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

Wc print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 2. 

r igurcs or Principal Notifiable Diseases for the week and those for the corre- 
iponding week last year, for: (a) England and Wales (London Included) (b) 
London (administratis c county) (c) .Scotland (d) Eire, (e) Northern Ireland 
Fhures of fllrlhs anti Deaths, anti of Deaths recorded uniter each Infectious disease 
are tor: (a) The 126 great towais In England and Wales (including London)' 
(b) London (administratis c county) (c) The 16 principal towns In Scotland’ 
(dlThc 13 principal towns in Eire. (c)Tbe 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return asailable 


Disease 

1949 

1948 (Corresponding Week) 


(a) 

(b) 

; <c) 

(d) 

[(e) 

(a) 

| (b) 

(c) 

| (d) 

|<e> 

Cerebrospinal feser 

3o! 5 

16 

4 

j n 

51 

6! 35 

li 2 

Deaths 



' 




i 1 

I 

1 

i 

Diphtheria 

10J 

16 

2S 

3 

4 

161 

23 

46 

12 

1 

Deaths 

1 

— 

1- 

— 

- 

3 


1 

i- 

1 _ 

Dysentery 

62 

5 

23 

3 

— » 

168 

14 

38 

, 1 

' __ . 

Deaths 





— * 


! 


1 w 

' — 

Encephalitis lethargies. 











JJCDJC 





J 

— . 

1 


J 



Deaths 


~ 





- 




Erysipelas 



25 

4 

4 



37 

9 

3 

Deaths 


— 





— 




Infccmc enteritis or 











diarrhoea under 2 











years 




51 





31 


Deaths 

30 

1 

2 

— 

' 

40 

4 

6 

— 

— 

Measles* 

15,819 14S7 

396 

154 

151 

10.874 

1719 

295 

90 

53 

Deathst 



~ 

— 




3 














Ophthalmia neonatorum 

29 

5 

12 

— 

| 

72 

4 

22 



Deaths 











Paratyphoid finer 

- 

— 

1(D) 

— 



1 

— 

KB) 


. 

Deaths 


* 



— 

— 

— 

— 

— 

— 

Pneumonia, influenzal 

1.481 

58 

21 

10 

12 

764 

44 

3 

13 

7 

Deaths (from mfiu- 











enzaU 

274 

20 

6 

I 

— 

15 

*> 

1 


— 

Pneumonia, primary . 



210 

37 




263 

27i 

Dcaihs 

333 

45 


8 

14 

214 

35 


7 

13 

Polio-encephalitis, acute 

2 

1 




4 

— 




Deaths 











Poliomyehus, acute 

13 

1 






15 

_ 

2 

t 


Deaths? 

2 

— 




4 

t 




Puerperal fever 




9 




1 

18 


__ 

Deaths 











Puerperal pyrcxiall 

110 

6 

5 

1 



123 

7 

12 




Deaths 







— 




Relapsing fever 

— 







. 

_ 



— 

Deaths 











Scarlet fever 

1,257 

87 

186 

80 

. 93 

1,421 

108 

305 

46 

43 

Deathsf 




— 

— 



1 



Smallpox 

— 








. , 

. 






Deaths 




— 

— 





— 

Typhoid fever . 

1 



I 

1 



5 




1 

1 

Deaths 

— 

~ 


— 


— 

— 

— 



Typhus fever . . 

— 







. 





. 




Deaths 




— 





— 

— 

Whooping-cough* 

2,998 

247 

276 

121 

64 

2,639 

166 

22 

52 

13 

Deaths 

13 

2 

1 

1 

— 

It 

1 

1 

1 

— 

Deaths (0-1 year) 

280 

37 

45 

21 

a 

344 

48 

33 

21 

20 

Infant mortality rate 











(per 1,000 live births) 











Deaths (excluding still- 











births) 

6,101 

814 

644 

211 

158 

4,777 

730 

620 

183 

103 

Annual death rate (per 











1 .000 persons living) 



129 

13-1 




12-5 

11-4 


Live births 

7,927 

1272 

3028 

441 

258 

8,659 

1351 

1 191 

377 

289 

Annual rate per 1,000 











persons living 



20 6 

27 3 




24 0 

23 6 


Stillbirths 

205 

29 

23 



232 

26 

34 



Rate per 1,000 total 




- 







births (including 











stillborn) 



22 





28 




W * “ » - . •"> luuma 

are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published 
t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
an ii r i s * *- on ^ on (administrative county), are combined 
II Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 


EPIDEMIOLOGICAL NOTES 

Smnllpox 

As was anticipated in these notes (April 9, p. 640). there have 
been further cases of smallpox following the infection and 
death of a passenger on the s.s. Moohan. Among the person 1 
exposed to infection while on board the following secondary 
cases have been reported. The notifying authority and the date 
of onset of illness arc given in each case: Port of London. 
3.4.49; Paddington M.B., 5.4.49; St. Pancras M.B., 5.4.49. 
Isle of Axholme R.D.C.. 5.4.49 ; Paddington M.B., 6 4.49 ; Liver- 
pool C.B., 6.4.49 ; Wembley Borough, 7.4.49 ; Sutton and Chcarr 
Borough, 7.4.49 ; Torquay Borough, 8.4.49 ; Aylesbury Borough 
12.4.49 ; and Richmond Borough, 12.4.49. There is still somt 
uncertainty about the diagnosis in patients reported from South 
wark M.B, and Abertillcry. In many other persons who travelled 
on the s.s. Moolian and who subsequently came under observa 
lion the suspicion of smallpox has not been confirmed. The 
above list contains information available up to April ?9, wher 
aii the confirmed cases of smallpox in England and Wales had 
been in contact on the s.s. Moolian and should therefore be con 
sidcrcd as imported cases. In other words, there have so fai 
been no secondary cases infected in this country. These are 
expected to appear at any time. 

Tltc disease is a severe form of variola major. Five of (ht 
patients have died, two of them in the prodromil stage. Thr 
disease has been haemorrhagic in some; with others there ha> 
been extreme modification resulting from vaccination. 

Suspected Smallpox 

Two patients arc under observation at Laccby Smallpox Hoe 
pital. They arc in no way associated with the s s. \1ooltat 
and furthermore the diagnosis is uncertain. They come from 
Brigg and BoIton-on-Dearnc and were taken ill on April 13 and 
14, respectively. 

Discussion of Table 

In England and I Fairs increases were recorded in the notifica- 
tions of measles 512 and dysentery 28. There were decreases 
in the incidence of scarlet fever 100 and acute pneumonia 66. 

After declining for four weeks the incidence of measles rose; 
the rise was mainly confined to the Home Counties. The 
largest increases in the notifications were Middlesex 260. London 
213, Yorkshire West Riding III, and Surrey 107; the largest 
decreases were Staffordshire 189 and Leicestershire 147. 

A small decrease in the number of notifications of scarlet 
fever was recorded in most areas of the country : the only 
notable exception was a rise in Essex due to 62 cases in 
Billcricay U.D. There were only very small fluctuations in 
the local trends of diphtheria. The only large variations in 
the local incidence of whooping-cough were rises in Londor 
66 and Warwickshire 51. 

No new outbreaks of dysentery were reported during the 
week. The increased incidence was due to scattered cases; 
18 counties notified the presence of a case compared with 
9 counties in the preceding week. 

In Scotland an increase was recorded in the number ol 
notifications of measles 56, whooping-cough 32. and scarlet 
fever 13. There were decreases in the incidence of acute 
primary pneumonia 32 and diphtheria 12. The rise in the 
notifications of scarlet fever was mainly due to the experience 
of the south-eastern area, and the decrease in the incidence of 
diphtheria occurred in the western area. 

In Eire there were rises in the incidence of measles 36 and of 
diarrhoea and enteritis 15 and a fall of 20 in the notification' 
of scarlet fever. There were 28 cases of measles notified ir 
Donegal, Stranorlar R.D. ; otherwise these changes were mainly 
due to the experience of Dublin C.B. 

In Northern Ireland the .only appreciable change was a fall 
of 27 in the notifications of measles, due to a small decrease 
throughout the country. 

Week Ending April 9 

The notifications of infectious diseases in England and Wale' 
during the week included: scarlet fever 1,191, whooping-cough 
2,608, diphtheria 106, measles 14,724, acute pneumonia 1,093. 
cerebrospinal fever 39, acute poliomyelitis 14, dysentery 63, 
smallpox 4. paratyphoid 5, and typhoid 1. 


Charter Travelling Scholarships, value £300 for one year, have 
been awarded by the Pharmaceutical Society to Miss Joan Mary 
Rhodes, B.Pharm., Ph C., of Worthing, to enable her to study the 
conditions of pharmaceutical practice in Denmark, and also, subject 
to his passing the final examination for the B.Sc. (Pharm ) Degree of 
the University of Manchester in the summer of 1949. to Robert 
Guest Baker, of Manchester, to study in New York, The Charter 
Travelling Scholarship was founded in 1943 to mark the 100th 
anniversary of the granting of a Royal Charter to the Society. 
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Blood Test for Cancer 

At the annual meeting of the American Association for Cancer 
Research, which was held in Det-oit last week. Professor Charles B 
Huggms, of the University of Chicago, is reported by the Manchester 
Guardian (April IS) to have described a blood test for cancer The 
test is said to be based on a change in the coagulability of the serum 
of patients with cancer, “ due to a disturbance m the albumin con- 
tent ” It is positi\e not only in cancer, but also m tuberculosis*, lobar 
pneumonia, meningitis, and other acute infections Associated with 
Professor Huggins in this work were Dr G M Miller and Dr 
E V Jensen 

Central Midtmes Board 

At its Apnl meeting the Central Midwives Board re-elected Mi 
•\rnold Walker as chairman and Mr J P Hedley as vice-chairman 
vOr the ensuing year 

American Conference on Handicapped Children 

A conference sponsored by the Child Research Chmc of the Woods 
Schools, Langhome, Pennsylvania, was held on Apnl 22 to discus' 
the effect on handicapped children of the emotional attitudes of 
parents and such environmental influences as school, church, and 
community The conference programme was under the direction of 
Dr Charlotte E Grave, Director of the Woods Schools Child 
Research Clinic 

Lmctus Diamorphinae 

There is no linctus diamorphinae m the new National Formulary , 
which will replace the National War Formulary as from May 1 
Pharmacists will therefore be unable, under the Dangerous Drugs 
Regulations, to dispense the War Formulary preparation unless the 
formula is written out in full To overcome this difficult} the Pharma- 
ceutical Societ) has released its formulae for the two lmctuses which 
are scheduled for inclusion m the B P C 7949, which has not yet been 
published A notice of their composition appeared m the Pharma- 
ceutical Journal of March 26 They are linctus diamorphinae BJ 3 C 
(the same strength as the A IV JF linctus but with a different base), 
and linctus diamorphinae et hyoscyami BJ*C After May 1, there 
fore, when a doctor prescribes linctus diamorphinae or linctus 
diamorphinae N XV JF , pharmacists will dispense linctus diamorphinae 
B PC unless a formula is written out m full 

Victor Horslev Memorial Lecture 

The Victor Horsley Memorial Lecture is held tnenrually and is 
usually given about the time of Sir Victor Horsley's birthday, which 
is in July The lecture this year will be delivered by Sir Hugh Cairns, 
KBE, DM, F.R C S , Nuffield Professor of Surgery, Radchffe 
Infirmary Oxford The lecture wall be m December, under the 
chairmanship of Dr. F M R Walshe, and the exart time and place 
will be announced later 


COMING EVENTS 

Royal Medico-Psychological Association 
A meeting of the Child Psychiatry Section of the Royal Medico- 
Psychological Association wall be held at the Royal Society of 
Medicine (1, Wixnpole Street, London, W) to-day (Saturday, Apnl 
2>), at II 15 am, when Dr E Mildred Creak and Dr Richard H 
Dobbs will read papers on “The Psychiatric Aspects of Maternity 
and Child Welfare Work’ At 2 15 pm papers will be read by 
Miss Anna Freud and Dr A G Watkins on “ Effects of Hospitakza 
tion on the Child ’ Members of the Bntish Paediatric Association, 
the Section of Paediatrics of the Roval Society of Medicine, and the 
Maternity and Child Welfare Section of the Society of Medical 
Officers of Health arc invited to attend the meeting 

Edinburgh Lectures 

A senes of Honvman Gillespie Lectures in association with Edin- 
burgh postgraduate courses will be given in the Anatomv Theatre, 
Universitv New Buildings, Teviot Place, Edinburgh, on Thursdavs, 
fit 5 pm, from Apnl 28 to June 9 (except May 19) The lectures 
are open to all graduates and senior students, and details will be 
published week b\ week in the diary column of the Journal 

Care of Cnpples 

The Central Council for the Care of Cnpples will hold a conference 
on “ Planning the Future for the Phvsicallv Handicapped ” on 
Fndav, Apnl 29, at the Conway Hall, Red Lion Square, London, 
W C l Speakers include Mr H Osmond Clarke and Dr G S 
Wide* Information mav be obtained from the Secretary of the 
Central Council, 44, Eccleston Square London, S W 1 


Vt nght-Fleming Institute of Microbiology 

The following cour'e of six Altnroth Wright Lectures on “The 
Bactenal Cell ” has been arranged for the Summer Session, 1949 
They will be given in the Lecture Theatre of the Institute at St 
Mary’s Hospital on Tuesday afternoons at 5 pjn May 3 Professor 
E W Rideal, FJR S , “Surface Properties of Bacteria” May 10- 
Mr E F Gale, Ph D , “ Biochemical Properties of the Bacterial Cell 
Wall ” May 17 Mr W T J Morgan, FJLS , Ph D , “ Bactenal 
Antigens ” May 24 Dr M R Pollock, “ Bactenal Nutrition ” 
May 3t Mr F C Bawden, FRS, " The Nature of Plant Viruses ” 
June 7 Dr A S McFarlane, “ Electron Microscopy of Bactena 
and Viruses ” These lectures are open to a// members of the medical 
profession and to all students in medical schools, without fee 

St. George’s Hospital Medical School 

A senes of lecture demonstrations will be held in the large lecture 
theatre of St George s Hospital Medical School (Hyde Park Corner, 
London, S W ) on Thursdays, at 4 30 p m , from May 5 to July 7, 
both dates inclusive The senes is open to all medical practitioners 
and senior medical students, without fee Details will be published 
m the diarv column of the Journal week by week 

Musical Recital 

A recital on behalf of the Princess Tsahai Memorial Hospital will 
be given by the St Michael’s Singers on May 11 at 6 p m. at the 
Church of St Michael, Comhill, London, ECT More than half 
the equipment for the Memorial Hospital, which has been built 
at Addis Ababa by means of Bntish subscriptions, has been shipped 
from England More is still required, and donations will be grate- 
fully received Thev should be addressed to the Honorary Treasurers 
Lord Horder and Lord Amulree, c/o H Reynolds and Co , 1, 
Bloomsbury Court, London, W C 1 

Royal Medical Benevolent Fund 

The annual general meeting of the Royal Medical Benevolent Fund 
will be held at 11, Chandos Street, Cavendish Square, London \\ , 
on Friday, May 13, at 5 15 pm, with the President, Lord Webb- 
Johnson, in the chair The statement of accounts for 1948 will be 
presented and officials and committee of management elected for 
the ensuing year 


SOCIETIES AND LECTURES 

Fndar 

London University— At King’s College, Strand \V C April 22, 
5 30 pm, " Gas Phase Reactions ol Organic Radicals ' b) Dr 
E W R Sieacie, Director of Division of Cbemistrv, National 
Research Council of Canada 

Saturda) 

British Association of Allergists At Medical Institution Mourn 
Pleasant, Liverpool April 23, 11 IS am, (1) " The Management 
of Some Allergic Manifestalions of the Upper Respirators Tract" 
by Dr R Donald (Melbourne) (2) ' Asthma in Childhood- 
Experiences m a Lnerpool Pla\ Clinic by Dr C A Clarka, 
(3) " Some Aspects of Nasal Allergy " by Dr E Travers (4) 'The 
Skin Reactions — Its Uses Limitations and Standardization bv 
Dr D B Macauley , (5) " The American Approach to Allerg , 
by Dr A E Bemstien 

Monday 

Hunterian Society —At Talbot Restaurant, 64 London Wall E C , 
April 25, 7 for 7.30 p m , dinner and annual general meeting 
" Speech Defects and Voice Affectations ’ address bv Mr H St 
John Rumsey 

Leeds University— At University Union (Riley-Smith Hal!) Apnl 
25, 3 pm, "Moymhan and the Training for Surgery ' Movnihan 
Lecture by Professor G Grey Turner 

London University— II) At King’s College, Strand. WC„ Apnl 25, 
5 30 pm, " Gas Phase Reactions of Organic Radicals " by Dr 
E W R Steacie, Director of Division of Chemistry, National 
Research Council of Canada (2) At London School of Hvgicne 
and Tropical Medicine, Keppel Street W C , April 25, 5 ”0 pm, 
" Bacteriophage and Antibiosis " by Professor A Gratia (Liege) 

London University College— At Physiology Theatre, Gower 
Street, WC, Apnl 2\ 4 45 pm, " Selectne Toxicity tilth Special 
Reference •- •~t- — •' ~ - > • ’’ ofes'or Adnen Albert 

Westminsti . Medicine, Meverstem Lecture 

The atre t SW- Apnl 25. 520 pm.. 

Discussiot ■ chmeo pathological meeting 

Tuesday 

Institute of’ Lafvngology and Otology, 340-332, Gray s Inn 
Road London. W C, Apnl 26 2.30 pan, " Maligrant Diseases 
and Radiotherapy " by Mr W A Mill 

WednesJav 

Roval Institute of Public Health and Hygiene— At 23. Portland 
Place, London W , April 27. 3 70 pm " Occupational Ey e 
Diseases and Inpines " (2) Illustrated, by Mr Joseph Minton 
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Thursday 

fc ,, A N M U Jf wu University.' — At Anatomy Tlicatrc, University New 
Buildings, Teviot Place, April 28, 5 p.m'., "A Workshop jur 
Severely Disabled Men, Honyman Gillespie Lecture by Professor 
T. Ferguson. 

Faculty op ft ■ . 7 • *y Section. — At British 

Institute of : . ’ . ; 1 ect, London. \V„ April 28, 

S.15 p.m., S. . 1 i . . by Dr. F. Gordon Spear. 

Medico-Leg, m. Society.— At 26. Portland Pltfcc, London, NV., 
April 28, 8.15 p.m., " Medico-Legal Aspects of the Problems of 
Everyday Denial Practice," joint paper by Surgeon Licutenant- 
Comnmndcr John Bunyan, R.N.V.R., and Mr. C. W. Stidson 
Broadbent. 

Royal College op Surgeons op England, Lincoln’s Inn Fields, 
London, W.C. — April 28, 5 p.m., “ Stomatodncnl Ruminations. 
Clinical and N on-clinical .” Hunterian Lecture by Professor Charles 
F. M. Saint (late Professor of Surgery in the University of 
Capetown). 

Friday 

Faculty or Radiologists : Therapy Section. — April 29. joint meet- 
ing with Section of Radiology, Royal Society of Medicine, Discus- 
sion : ” The Method oj Presentation of Results in the Treatment 
of Cancer." (1) At Royal College of Surgeons of England, 
Lincoln's Inn Fields, London, W.C., 2.15 p.m., to be opened by 
Professor B. \V. Wmdcycr and Drs. J. S. Fulton and Percy 
Stocks. (2) At Royal Society of Medicine, 1, Wimpolc Street, 
London, \V„ 8.15 p.m., to be delivered by Dr. Ralston Paterson, 
Miss M. C. Tod, and Professor R. McNVhirlcr. 

Kent and Canterdury Hospital, Canterbury. — April 29, 5 p.m. to 
7 p.m., clinical meeting. 

Medical Society for the Study or Venereal Diseases, 11. 
Chandos Street. London, W. — April 29, 8 p.m., “ Reiter's Disease," 
by Dr. A. H. Harkncss. 

Royal College, of Surgeons or England. Lincoln’s Inn Fields, 
London, W.C. — April 29, 5 p.nt., ” Spondylolisthesis," Hunterian 
Lecture by Professor R. I. Harris, Professor of Orthopaedic 
Surgery in the University of Toronto. 

Royal Institute op Philosophy. — At University Hall, 14, Gordon 
Square, London, W.C., April 29, 5.15 p.m., "The Relevance of 
Psychical Research to Philosophy," by Professor C. D. Broad. 

APPOINTMENTS 

Mr. J. L. B. Anscll has been appointed Surgeon-Apothecary to his 

Majesty’s Household at Sandringham in succession to Sir Frederic 

J. Willans, K.C.V.O., deceased. 


Donovan, W. T„ M.B., Ch.B., D.P.H., Medical Officer of Health, Metropolitan 
Boroughs or Bethnal Green and Poplar. 

East Anglian Regional Hospital Board. — Chest Physician, Peterborough 
Area : G. B. Royce, M B., Ch.B. Medical Superintendent, Hellesdon Hospital : 

F.J. Napier, M.B., B.S., D.P.M. ", E * ~ borouph Area : G. M. 

Barling, M.B., Ch.B., D.O.M.S. ■ ■ Peterborough Area: 

Norman Kimbcll, M.B., Ch.B., V < 1 1 1 . ■■ notmcemenl). 

Hostital for Sick Children, Great Ormond Street. London; W.C. — House- 
physicians, H. G. Dunn, M.B., B.Ch., M.R.C.P., O. D. l-isher, M.B., B.S., 
M.R.C.P., D.C.II. House-surgeon, Mrs. Christine B. A. John, M.B., Ch.B. 
Assistant Resident Medical Officer (Tadn orlli Court), Joan F. D'Arcy, M.B., B.Ch. 

Lees, David Hugh, M.B., Ch.B.. F.R.C.S.Ed., M.R.C.O.G., Assistant 
Surgeon, Jessop Hospital for Women, Sheffield. 

Locan, Daniel Crawford, M.B., Ch.B., D.T'.H., Medical Officer of Health, 
Whittlesey, Cambridgeshire. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Ilallc. — On March 21, 1949, at Sheffield, to Frances and Hugh, a daughter — 
Elizabeth Anne. 

Hulbcrt, — On April 5. 1949, at West Hill Hospital. Dartford. to Elizabeth, wife 
of K. F. Hulbcrt, F.R.C.S., a dnuuhtcr. 

O'Sullivan. — On April 11, 1949, Una (nde O’Leary), wife of Dr. J. G. 
O'Sullivan, Manchester, a daughter. 

Pooler. — On April 10, 1949, at Eastcrholmc. Strctton, Dcibyshire, to Pamela 
(nee Rclton), wife of H. E. Pooler. M.B., D.A., a brother for Rosamund. 
Taylor. — On April U. 1949, in Edinburgh, to Helena (n£c Lauder Thomson. 
M.B.. Ch.B., D.P.H.). wife of Dr. A. W. O. Taylor. M.R.C.P.Ed., 9. 
Frogston Road East, Edinburgh, a son. 

Whalley. — On March 10, 1949, to Joy (n£c Brooks), wife of Dr. G. Hamilton 
Whatley. Newcastle, a son. 

DEATHS 

Burn. — On April 10, 1949, at Bryansburn House, Bangor, Co. Down, 

Mrs. Alice M. Burn, M.B., Ch.B. Ed.. D.p.H. 

Cuthbert. — On April 7. 1949, at a nursing-home, Glasgow, Charles Campbell 
Cuthbert, M.D., M.B.. Ch.B.. formerly of 3, Buckingham Terrace, Glasgow, 
W.2, and his wife Jean Copeland. 

Davies. — On April 6, 1949, after a short illness, John Christopher Davies, 
M.B., B.Ch. 

D'Esterre. — On April 12, 1949, at Westwinds, 31, Alleyn Park, West Dulwich, 
S.E.21, William Henry Daniel Patrick D’Estcrrc, M.D., B.s£, M.R.C.S., 

L. R.C.P., aged 79 

Groome. — On April 10, 1949, at Canterbury. Walter Groomc, M.B.E., M.B., 
C.M.. aged 81. 

Mackay. — On April 12. 1949, at Rockbank, Campbeltown, Argyll, Duncan , 
Matheson Mackay. M.D.Ed., aged 79. , 

April 9, 1949, at Coonoor, South India, the Rev. Charles Neill, 

M. A. M.B., formerly of Craigavad, Co. Down, aged 80. 

Sorsby. Ort April 6, 1949, at Los Angeles, Maurice Sorsby. M.D., F.R.C.S.Ed. 
r» r * 1949, peacefully after a long illness, Harold Wacher, 


Any Questions ? 


Correspondents should give their names and addresses ( not for 
publication) and include all relevant details in 'their questions, 
which should be typed. IV c publish here a selection of those 
questions and answers which seem to be of general interest. 

PcniciHin-Plithalylsiilplintliisi/oIe Antagonism 

Q . — The National Formulary, 1949, on page 13 states that 
’’ there is evidence that it [phthalylsidplialltiazolc] should not 
be given with penicillin." Would you please quote the 
evidence ? 

A. — Polli, Wise, and Slattery (Surgery, 1946, 20, 147) gave 
phthalylsulphathiazolc to six patients and succinyl sulpha- 
thiazolc to five patients to reduce the coliform organisms in 
the large bowel. Penicillin was then given intramuscularly 
(20,000 units at two-hourly intervals) while the administra- 
tion of the sulphonamidc was continued. There was no demon- 
strable effect on the reduced flora induced by succinyl- 
sulphathiazolc, but there was an abrupt and significant increase 
in the coliform flora in all the cases treated with phthalyl- 
sulphathiazole. The phenomenon could not be explained. The 
authors recommend that penicillin should not be administered 
simultaneously with phthalylsulphathiazolc if it is important to 
maintain a reduction in the coliform flora of the bowel, as in 
the treatment of chronic coliform infections of the urinary tract 
or ulcerative colitis. 

Strcichcr (J. Amcr. tiled. Ass., 1947, 134 , 339) in an investiga- 
tion on the effect of orally administered penicillin in chronic 
ulcerative colitis found that the antibacterial effect of penicillin 
was impeded by the administration of phthalylsulphathiazolc. 
The organisms studied were Bacterium coli. Staphylococcus 
albtts, and streptococci of gamma type. When 3 g. of phthalyl- 
sulphathiazolc was given in addition to 225.000 units of penicil- 
lin by mouth, 300 units of penicillin was needed to inhibit the 
Bact. coli in vitro as compared with 20 units when the penicillin 
was given alone. Nevertheless, Strcichcr considers that in 
practice oral penicillin and phthalylsulphathiazolc may be com- 
bined with advantage. More recently Stewart and Jones (Ann. 
trop. Med. Parasit., 1948, 42 , 33) have studied the effects of 
combining penicillin and phlhalylsulphathinzole in the treat- 
ment of experimental amoebic infection in the rat. Both drugs 
were effective prophylacticaliy, with a possible additive effect. 
Therapeutically, phthalylsulphathiazolc enhanced the action of 
penicillin without itself having any effect on the established 
infection. 

There is thus no definite confirmation of the observations 
reported by Poth and his co-workers suggesting that the com- 
bined use of penicillin and phthalylsulphaihiazole is undesirable 
in clinical practice, but until further evidence is available 
succinyl sulphathiazolc would appear to be a wiser choice in 
combined therapy. 

Xanthomatous Biliary Cirrhosis 

Q . — What arc the features of the condition known as 
" primary biliary xanthomatosis ” ? 

A. — “ Primary biliary xanthomatosis ” is more often termed 
“ xanthomatous biliary cirrhosis.” It is a disorder in which 
chronic obstructive jaundice and hcpato-splenomegaly are 
associated with cutaneous xanthomata (plana or tuberosa), 
and less frequently with xanthomata in the tendons, bones, or 
coronary arteries. The serum cholesteroi level is greatly 
raised, owing mainly to an increase in the quantity of chole- 
sterol ester. This uncommon condition is placed by Thann- 
hauser in the group of hvpercholcsterolaemic primary essential 
xanthomatoses. This author’s monograph ( Lipidosis : Diseases 
of the Cellular Lipid Metabolism, 1940, Oxford University 
Press) contains a full bibliography and should be consulted. 

Petroleum Products and the Skin 

Q , — Can you give any information on the reactions which 
may'' occur when one of the following is applied to the skin : 
(a) light, liquid paraffin, (b) liquid pnrnjjin B.P., mid (c) soft 
paraffin ( yellow or white),? 

A. — Light liquid paraffin, liquid paraffin B.P., and soft 
paraffin (yellow or white) do not usually give rise to any 
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Advertisement 


Safe, effective bacteriostasis with 



in nasal and sinus infections 

The intranasal use of ‘Sulfex’ ensures prolonged local bacteriostasis and prompt 
vasoconstriction. The microcrystalline (‘Mickraform’) sulphathiazole forms 
a fine, even ‘frosting’ over the nasal mucosa, and makes possible the 
maintenance of high local concentrations with the minimum of systemic 
absorption. The shrinking action of ‘Paredrinex’ renders the tissues 
more accessible to the sulphathiazole and promotes ventilation and drainage. 
‘Sulfex’ is indicated in nasal and sinus infections — particularly those 
secondary to the common cold — and in sore throat. It is equally suitable 
for children and adults. 

‘Sulfex’ is an aqueous suspension of micro- 
crystalline (‘Mickraform’) sulphathiazole, 5%, 
in an isotonic solution of ‘Paredrinex’, 1% 

(pH 5.5 to 6.5). Issued in 1-oz. and 8-oz. bottles. 

Sample and literature on request 

MENLEY & JAMES, LIMITED 

123 Cotdharbour Lane, London, S.E.S 

For Smith Kline <5 French International Co., Owner of the trade mark ■ Sulfex ’ 




Why Uibena in 
Skin Disorders ? 

Because the beneficial role of vitamin C in 
I maintaining the integrity of the Shin has been 
I evidenced by the good results reported from 
1 its use in various skin disorders. 

Notably, because excellent results are reported 
with natural vitamin C, in the form of ‘Ribena* 
blackcurrant fcjTup in specific cases of skin disorder, 
for example acne rosacea, allergic skin manifesta- 
tions, and even psoriasis. Cases of dry skin and 
flexual eczema, too, in a large group of school 
children cleared up rapidly when their dietary was 
supplemented with Ribena. More specific 
information will be gladly supplied on request. 

Ribena is the pure undiluted juice of fresh 
ripe blackcurrants with sugar, in the form of a 
delicious svrup. Being freed from all cellular 
structure of the fruit, it will not upset the most 
delicate stomach. It is particularly rich in natural 
vitamin C (not less than 20 mgm. per fluid ounce) 
and associated factors. 


ik 


ena blackcurrant syrup 


H.W. CARTER & CO.. Ltd. (Dept 8 A.- 
The Royal Forest Factory, Coleford, Glos. 

Eire.- — -Inq tints sh'u d b’ eddresttd in P- *prteiaria (Eire) Li a 
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Hepolon is produced by special processes which 
conserve all the known hrematopoietic principles of 
the whole liver. It approximates to the extract 
described by Gansslen. 

Hepolon not only passes the highest clinical tests for 
potency against pernicious anemia but contains 
Whipple’s factor, Wills's factor, riboflavine, nicotinic 
acid, and the hsmatinic minerals of liver ; it gives no 
reactions for histamine or undesirable protein matter. 


Araroeles of 2 fLC. : box of 6. 6 box of 12. 11 5. aad box •! 24, 22. - 
Habb«r-c»; Till of lt> 5 *o.i of 3%J e.fc^ 12 <L 

HEPOLON 

CoD t x hu fa 100 C-C. the total eolible ertrvtf-e zz*ileT of 2SQ g. tmb Lra. 

ALLEN &HANBURYS LTD. LONDON. E.Z 
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THE INTRAVAGINAL TAMPON 
IN MENSTRUAL HYGIENE 


An important 


clinical 


study 


Significant facts 
obtained by the close 
observation of 25 parous 


and nonparous women 


In view of the increasing use of the intravaginal 
tampon for the absorption of tho monstrual flow, the 
following important study was undertaken t> deter- 
mine whether or not this method of sanitary control 
to nafo and not prejudicial to health. 

Twenty-five women — parous and nonparous — 
were solocted and wore under daily institutional 
observation during two successive catamenial periods. 
Ranging in age from twenty-one to forty-five, some 
had previously used tampons, others had not. 

The following summary indicates clearly the 
findings of the study. 

i. In not a Binglo instanoo was tboro any ovidono of local 
irritation brought about by tho uso of tho tampons. 

2. No uterino cramps, suggestive of 
block of tho utonno llow or damming 
baok into tho tubes woro reported in 
any caso of this series. 

3. No bladder irritation was reported. 

4. Tho average number of tampon* 
used in a period was ton. 

5. In coses in which a corvi a! erosion 
was present, neither tho amount of 
blooding nor tho character of the 
erosion was altered by the uso of th* 
tampons. 

0. There was no appreciable difforenoe 
in the bacterial flora of tho vagina and 
cervix, as determined by smear and culture, before menstru- 
ation and after the uso of the tampons during the monstrual 
period. 

7. There was no appreciable difference in tho pH of tho vaginal 
or cervical secretions before menstruation and after the use of 
t-he tampons during the period. 

fl. Absolute comfort and complete absorption of tho flow wa* 
obtained by the proper correlation of the size of tho tampon 
with the length and calibre of the vagina. 

9. The evidence is conclusive that the tampon method of menstrual 
hygiene is safe, comfortable and not prejudicial to health . 

TAMPAX 

U you ore not acquainted with Tampax, descriptive literature and 
samples of both absorbency sizes will gladly be sent on request. 

MEDICAL INQUIRIES : TAMPAX LTD., 110 JERMYN ST., S.W.l 


Reprinted 
from the 
Medical Record, 
U.S.A. 

for May, 1942 
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CRUDE 

LIVER 

EXTRACT 


‘CAMPOLON’ 

(2 U.S.P. units per c.c.) Trade Mark 

PIL a — 

In pernicious anaemia this crude liver extract has proved to tx 
both potent and reliable. Administration of “ Campolon ” I 
followed by a prompt and satisfying change in the blood picture 
and a parallel improvement in the patient’s general condition. 

‘CAMPOLON FORTE * (15 U.S.F. units per e.e.) 

A concentrated preparation, this is of especial value in severe 
cases of pernicious anaemia and in those with neurological 
symptoms. 

.IMInt I llrra'urc, glrtng details o[ packings, gladly amt on request 

BAYER PRODUCTS LIMITED 

AFRICA HOUSE, KINGSWAY, W.C.2 (HOL 2730 


r ^ 

★ AMPLE SUPPLIES * 

ARE AVAILABLE 


HEPARIN 

— : — (EVANS) 


A pure pyrogen-free preparation evolved 
at The Evans Biological Institute. 

Solution — 1,000 i.u. or 5,000 i.u. in r.c 
bottles of 5 c.c. 

Powder — containers ot 100,000 i.u. 


Further details on request 


EVANS MEDICAL SUPPLIES LTD 

Liverpool and London 
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reaction when applied to intact skin, even for prolonged 
periods. These oils collect in the mouths of the hair follicles, 
and, when their use in association with cosmetics is accom- 
panied by insufficient attention to skin cleansing, aggregates of 
oil and particulate matter may give rise to mechanical plugging 
of the follicle opening. The occurrence of follicular hyper- 
keratosis, comedones, and sometimes pustular eruptions has 
been recorded following the use of impure paraffin oils in 
tair oil ( Year Book of Dermatology and Syphilology, 1946, 
). 277) and also as a result of the application of impure 
letroleum jelly (yellow soft paraffin). It is likely that the 
typerkeratotic reaction in such instances is due to the presence 
if aromatic hydrocarbons which the refining process has failed 
o remove. This defect should not occur in medicinal prepara- 
ions. The introduction of even highly refined paraffins into 
he subcutaneous tissues gives rise to an oleogranuloma, and 
:onsequently this must be borne in mind when application of 
hese oils to damaged skin is considered. The ill effects of 
laraffin oils on damaged or diseased skin are otherwise due to 
heir physical properties. In general it is undesirable to apply 
jaraffin oils to skin which is inflamed or weeping, as they retain 
he heat, fail to mop up the exudate, and thus render the skin 
noist and soggy — a condition in which it is especially liable to 
nfection. 

Safe Dose of Acetylsalicylic Acid 

Q , — What is the largest dose of acetylsalicylic acid that can 
be taken within twelve hours without endangering health ? 

A. — The amount of acetylsalicylic acid which can be taken 
with safety varies for different people. Single doses of 20 g. 
l300 gr.) have been fatal, and some susceptible persons have 
bad a severe allergic reaction after 0.6 g. (10 gr.). The principal 
danger is from haemorrhage, owing to a fall in the blood pro- 
thrombin level. If this is counteracted by giving menaphthone 
beforehand it is probably safe to take from 5 to 10 g. (75 to 
150 gr.) in 12 hours. 

Dyspareunia 

Q. — A woman aged 28 has always had severe pain on inter- 
course. She is normally developed, and no structural abnor- 
mality of uterus, ovaries, or parametrium can be felt. 
Endometrial biopsy also shows no abnormally. The pain 
can be elicited only by moving the cervix, but is not felt when 
the uterus is squeezed without being moved. The patient also 
complains of frequency of micturition, and has had bouts of 
mild pyrexia. A recent abortion has not altered the pain. Any 
advice on this problem would be welcome. 

A. — Tenderness of the cervix and the production of pain on 
moving that organ strongly suggest the presence of disease in 
the cervix or neighbouring tissue. The other clinical features 
of this case also point to a diagnosis of chronic cervicitis. If 
this is deep-seated in the glands, and there is no superficial 
evidence of it, it may be difficult to exclude. The presence 
or absence of intermenstrual discharge should help. If chronic 
cervicitis is present, treatment with surgical diathermy or a 
graduated course of medical diathermy should be tried. 
Another possibility is endometriosis in the pouch of Douglas 
or utero-sacral ligaments ; even intermittent pyrexia can be 
associated with this. For this condition another pregnancy 
should be encouraged, and if it progresses satisfactorily spon- 
taneous retrogression of the endometriosis might occur. In 
either of the above conditions, if the pain proves intractable, 
injection of the paracervical ganglia with a local analgesic is 
sometimes useful. If no organic disease is present the dis- 
comfort might be explained by a congenitally short vagina 
which exposes the vault and the cervix to an unusual degree 
of trauma during coitus, or by an inherent hypersensitivity of 
the cervix. There might also be a psychogenic basis leading to 
aversion to coitus. 

Pig as Vector of Ascaris 

Q. — Is there a greater risk of human infection with round- 
worm from vegetables grown in soil containing pig manure as 
compared with other manures ? How long do the ova remain 
viable in manure, and is there any means of destroying them ? 

A. — In spite of the fact that the roundworm ( Ascaris suis) 
occurring in the pig is morphologically indistinguishable from 
the roundworm (Ascaris htmbricoides) occurring in man, it 
does not normally develop to maturity in the human host. 


although it has been shown that A. htmbricoides may reach 
maturity in the pig if the animal is placed on a vitamin-deficient 
diet. The pig cannot therefore be regarded as a reservoir for 
human ascariasis, but it is believed that pigs play a part in the 
dissemination of eggs of A. lumbricoides which have been 
ingested previously with human faeces. The ova of Ascaris 
commonly remain viable in buried manure for at least a year, 
although much longer periods have been recorded. During 
this resting period they are very resistant to chemicals, but may 
be destroyed by drying, and perish almost immediately if heated 
to 55“ C. 

Thickening of Palmar Skin 

Q. — Art unmarried female aged 49, well developed and active, 
is greatly distressed by the formation on both palms of a 
thickened, dry, rough skin with a tendency to crack and fissure. 
The condition appears to be hyperkeratosis. What is the 
treatment ? 

A. — A diagnosis is necessary before suggesting treatment in 
this case, and cannot be made without more knowledge of the 
patient's general condition, menstrual history', past medical and 
dermatological history, and family history. The condition 
might be psoriasis, lichen simplex, constitutional eczema, lichen 
planus, or keratodermia climactericum, among other things. 
A patchy hyperkeratosis of palms and soles is occasionally 
associated with the climacteric and is responsive to oestrogen 
therapy. Treatment should be undertaken with care, starting 
probably with 0.5 mg. of stilboestrol daily. It should not be 
carried to the point of provoking uterine haemorrhage if the 
periods have stopped. It would, perhaps, be advisable to sub- 
mit the case to a dermatologist for clinical review before 
undertaking treatment. 

Intravenous Calcium Chloride and Gluconate 

Q. — (a) I understand that intravenous calcium chloride is 
dangerous to the digitalis-controlled heart. Does this apply to 
the rapid intravenous injection of calcium gluconate to deter- 
mine the circulation time ? (b) Have fatalities been recorded 
with this drug, or with ether, saccharin, dehydrocholic acid 
C decholin "), or magnesium sulphate ? (c) Which is the safest ? 

A. — (a) There are numerous reports, both clinical and experi- 
mental, on the synergic effects of calcium chloride with digitalis; 
and fatalities have been recorded in animals and in human 
beings. On the other hand, many observers have used calcium 
gluconate without any fatal result in large numbers of patients 
suffering from serious cardiovascular disease which was fully 
controlled by digitalis (Goldberg, Amer. J. med. Sci., 1936. 
192, 36; Baer and Slipakoff, Amer. Heart J„ 1938, 16, 29; 
Berliner, Amer. J. med. Sci., 1936. 1 91, 117). H. C. Wail 
(Amer. Heart 1939, 18, 228) pointed out that calcium 
chloride contained three times as much calcium, weight for 
weight, as calcium gluconate ; and in the former ionization 
was much greater. The rare fatalities in human beings occurred 
in extremely ill patients with advanced heart disease. In heart 
failure the blood volume is greatly increased and the circula- 
tion time slowed, these factors acting as safety-valves to the 
sudden rise of calcium concentration in the chambers of the 
heart, which apparently causes the fatal outcome (Mcguigan 
and Higgins, I. Lab. ctin. Med., 1938, 23, 839). These fac- 
tors, however, also tend to prevent a precise end-point 
being attained, and in patients with slow circulation time, 
and taking less than 5 ml. of calcium gluconate, no subjective 
sensation may be noticed. Thus, to be safe, intravenous 
calcium should be given slowly, but this would vitiate the 
result. Bernstein and Simpkins (Amer. Heart }., 1939, 17, 
219) showed that magnesium sulphate had none of the dangers 
incidental to the use of calcium salts, and gave more exact 
readings at the slower circulation rates. 

(b) No fatalities have been reported following the use of 
saccharin, dehydrocholic arid, or magnesium sulphate, 
teinhoff (J. Amer. med. Ass.. 1935. 105.’ 1759) reported a 
fatality accompanying the injection of 2.5 ml. of 10% ether 
in saline in a case of bronchial asthma. He doubted whether 
this was alone the cause of death, but felt that it was a precipi- 
tating factor. Hitzig advises against the injection of saccharin 
and ether into the same vein, because it may give rise to 
thrombosis and local pain. If the substances are injected out- 
side the vein ses'ere local reactions occur. The only untoward 
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effects reported- after the use of dchydrocholic 'acid were in 
allergic or asthmatic patients. K. J. Norman ( Amcr . Heart J., 
1947, 34 , 740) mentioned three such eases, in one of which 
sensitization to the drug itself was acquired. 

(c) Dehydrocholic acid, magnesium sulphate, and saccharin 
are safe, provided allergy is excluded in the case of the first 
named. 

Arc us Senilis 

Q. — What significance should be attached to the presence of 
a well-developed arcus senilis in a man aged 37, with normal 
blood pressure and without signs or symptoms oj cardiovascular 
disease ? 

A. — No significance should be attached to this. The writer 
has iinder his care one of a family in the members of which 
a definite arcus senilis develops at about the age of 16 years. 
The differential diagnosis is from the Kayscr-Flcischcr ring, 
which is coloured and is associated with hepatolenticular 
degeneration (pseudo-sclerosis and Wilson's disease). 

Oestrogen Therapy of Menorrhagia 

Q, — In the article on sex hormones in therapeutics ( B.M.J. , 
Jan. 29, p. 165) it is stated that intensive oestrogen therapy 
will control heavy and prolonged menstrual bleeding. What 
would be the most appropriate synthetic drug to use orally, and 
in what dosage ? 

A. — The statement was made in reference to so-called func- 
tional uterine haemorrhage. Stilboestrol 1 mg., or ethinyl 
oestradiol 0.05 mg„ orally every four hours, might be used. 
It is emergency treatment in that it controls the bleeding 
by raising the oestrogen level above the bleeding threshold. 
There is still the problem of preventing or controlling oestrogen- 
withdrawal haemorrhage, which is likely to occur when treat- 
ment is suspended. 

Ptyalism in Pregnancy 

Q, — A patient had excessive salivation ail through her first 
pregnancy ; she could not swallow the saliva but had to spit. 
Belladonna or sedatives failed to relieve the condition. She is 
j now pregnant again and the salivation is returning. What 
treatment do you suggest? 

A. — The treatment of ptyalism in pregnancy is difficult 
because the aetiology is unknown. There is often, however, 
as in hyperemesis, a psychological underlay which manifests 
itself by the constant spitting — a conscious or subconscious 
dislike or fear of pregnancy. Usually the condition clears up 
by the time quickening is first felt, 3nd this should be impressed 
on the patient. Calcium gluconate (10 ml. of 10% solution 
daily) has been given intravenously with good results in 
some cases. After a similar query was answered some years 
ago (April 14, 1945, p. 543) one correspondent advised putting 
very thin slices of lemon between the cheeks and the teeth. 
Another reported having successfully treated a patient with 
20 drops of 25% benzyl benzoate in 90% alcohol taken in water 
every four hours. 

Treatment of Asthma 

Q . — A female patient of 43 has been subject to acute attacks 
of hay-fever from the age of 8. Six years ago she developed 
sharp attacks of asthma lasting several days, usually followed 
by bronchitis. The asthma has been successfully treated with 
subcutaneous adrenaline. Unfortunately, however, owing to the 
frequency of nocturnal mild attacks, l have for many months 
had to use maintenance doses as a suppressive, and in conse- 
quence the patient has become adrenaline-fast. She now com- 
plains af palpitation and cardiac pain, both during the severe 
attacks and for some weeks afterwards, despite prolonged rest 
in bed. A recent blood count showed R.B.C. 3,500,000 and 
W.B.C. 16,000 per c.inm., with a haemoglobin value of 75%. 

I am treating the anaemia with intramuscular injections of 
“ anahaemin." Can you make any alternative suggestions for 
prophylaxis of the mild nocturnal attacks, and what treatment' 
do you recommend during the violent attacks ? 

. A.— For the periodic violent attacks, when adrenaline fails, 
intravenous aminophylline, 0.48 g. in 20 ml., is usually effec- 
tive. For alternative nightly prophylaxis one might suggest 
aminophylline 0.2 to 0.4 g. with or without phenobarbitone 


gr. i (32 mg.) ; if there is gastric irritation after aminophylline,- 
enteric-coated aminophylline or glucophylline in similar doses 
might be tried, or the aminophylline could be given per rectum, 
0.5 g. in 10 ml. of water, with a syringe and catheter; alterna- 
tively, “ franol ” (theophylline, cphcdrinc, and phenobarbitone), 
1 or 2 tablets, might be tried, and a favourite prescription in 
such cases is “ caffncinc ” 1 drachm (3.5 ml.) in water thr 
times a day. This preparation is made up as follows : 

It Caffeine sod. iodid. . . . . 5 rt. (0-32 r.) 

Sod. iodid. .. .. .. .. 5 gr. (0 32 p.) 

Dilute hydriodic acid . . . . 5 m. (0-3 mi.) 

Decoction of Coffee . . . . 40 m. C2-d mi.) 

Water to .. .. .. .. 1 ft. dr. (3-5 ml ) 

The history and lcucocytosis suggest the presence of infcctit 
Is there infection in her sinuses ? 

Wasliing-soda in Tea 

Q . — A patient who works in a buffet informs me that it is 
widespread practice to put a handful of washing-soda in l 
tea urn at each filling to make the tea darker than the strait, 
of the brew would warrant. Would the constant drinking 
tea so treated he harmful ? 

A. — It is not likely that any harm would come of the use 
washing-soda in tea. But, as with other methods for maki 
tea go further, the resulting drink is not nearly so good as 
should be. 

NOTES AND COMMENTS 

Lactation. — Dr. Armin Rutisihuser (Dessic, Wollo Provin 
Ethiopia) writes: In a question about lactation in virgins (“A 
Questions ? ” Nov. 20, 194S, p. 925) it is stated that Margaret Me 
describes how one of the savage tribes in New Guinea adopts bab 
who are then breast-fed by women who have never had children 
their own. Before the war I spent two years at the hospital 
Dr. Albert Schweitzer, French Equatorial Africa, where I saw i 
following two cases in the obstetrical department. There was c 
woman who gave birth to a child, but after a few days bteast-feedi 
was impossible, as the breast did not produce any milk, though 
had the baby suckling. All the treatment we undertook had negat 
results. Then I was asked permission to take mother and child an- 
as the family wanted to consult n sorcerer. I agreed, seeing tl 
we were at a Standstill. After some weeks the family came bn ri- 
ba by all right and mother producing a lot of milk. Another mod 
died, and her mother, a very - old-looking woman with breasts li 
paper, started to feed the baby after having disappeared for a sir 
time in the jungle. After those experiences my curiosity was arousi 
and I found out that the women underwent treatment with i 
result that inactive breasts started to produce milk. During I 
following year we tried hard to find out what kind of plants wi 
used for this special treatment, but it was quite impossible to : 
information, as the sorcerers arc very anxious to keep their kno 
ledge for themselves. In any case, it would be very interesting 
learn more of all the drugs used in Africa, as 1 am quite sure tl 
there arc a great number of very important ones. 

Late Menopause. — Dr. Hilda M. Denholm-Young (Famingha 
Kent) writes: Regarding menstruation at age 56 (“ Any Questions ! 
April 2, p. 602), the question does not state if the woman was frt 
Shetland or Orkney, where menstruation finishes normally at abc 
60 and where children are sometimes home at that age. 


Disclaimer. — Mr. Harold Dodd (London, W.l) writes: Duri 
the past week there have been several- announcements in the pub 
press with regard to my connexion with the Fife-Openshaw Nursi 
Home. These have been made in spite of my urgent requests, 
begged the Press to confine their statement to the announcemi 
made by Princess Arthur “ that she was giving up her connexi 
with it.” My wishes were ignored. Therefore I should be grate 1 
if you would kindly insert this disclaimer. 
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THE SECRETARY REPORTS 


MEETING WITH THE MINISTRY 

Representatives of the General Medical Services Committee, 
headed by Dr. Wand, met representatives of the Ministry of 
Health on Thursday, April 14, to discuss the case for increased 
remuneration for general practitioners conveyed to the Ministry 
on March 4. The Ministry’s reply amounted in effect to a 
refusal to discuss the case until their inquiry now being 
conducted into the public moneys actually paid to general 
practitioners for the first nine months of the Service is com- 
pleted. A full report has been made to the General Medical 
Services Committee, which met on Thursday, April 21, and a 
report of the proceedings of that committee will be found in 
these columns next week. 

But, as if by a side wind, another issue arose during the 
discussion. On being asked whether, in the event of an applica- 
tion being made by the General Medical Services Committee, 
the question of general-practitioner remuneration could be 
raised through Whitley machinery and in the event of disagree- 
ment recourse had to arbitration, the Secretary of the Ministry' 
of Health stated that “it must not be assumed without further 
discussion that participation in the Whitley machinery' neces- 
sarily involves, in the event of disagreement, the right to resort 
compulsorily to arbitration on all subjects.” On being asked 
to say whether on the subject of remuneration the profession’s 
representatives on the Whitley body^ could secure arbitration on 
request, he replied to the same effect, that this must not be 
assumed. Thus it appears that on what is a crucial issue for 
the medical profession the Government is proposing to go 
back on an assurance. 

Some evidence of the Government's assurances on this point 
is given below. 

1. During the Second Reading Debate on the National Health 
Service Bill on Thursday, May 2, 1946, Mr. Greenwood (Lord 
Privy Seal), replying to the debate on behalf of the Government, 
said: 

“ Some references have been made to the conditions of service, 
remuneration, and so on. As Hon. Members will be aware, the Bill 
gives the Minister a general power to prescribe by regulations the 
conditions of service, remuneration, and qualifications of officers 
and servants employed by the new regional hospital boards or other 
bodies providing health services under the Bill. It is my right Hon. 
Friend's intenrion before prescribing any -terms of service or rates 
of remuneration to use the familiar machinery of discussion and 
negotiation with employees. Where suitable machinery exists and 
is in operation it will be used with such adaptations as may be 
necessary in the new circumstances. What my right Hon. Friend 
has in mind where there is no machinery is to set up some machinery 
of the Whitley Council type behind which there may be provision for 
agreed reference to arbitration should the Whitley Council not be 
able to carry it out. I think that principle will run all through my 
Rt. Hon. Friend's administration of this great new Service.” 

2. On May 25, 1948, when at a meeting between the Minister 
of Health and representatives of the profession the Minister 
was asked whether it would be open to the profession immedi- 
ately after the inception of the Service to raise through Whitley 
machinery the question of betterment, the Minister replied in 
the affirmative. 


3. In the Government's proposals for Whitley machinery 
conveyed to the Association in October, 1947, the following 
paragraphs appear: 

Disagreements 

It is necessary to prescribe the courses available where disagree- 
ment arises in any part of the Whitley machine. 

(«) 

(b) Functional Council and Central Council . — It is not possible 
to give a simple prescription and it is suggested that one of the 
first duties of the Central Council should be to draw up an agreement 
defining the field of arbitrarion. It will suffice here to say that, 
while the Government hopes that the normal working of Whitleyism 
will minimize the necessity for arbitration, it is anxious to accord the 
fullest rights to arbitration subject to the preservauon of the Govern- 
ment's prerogatives. A code of conduct is unlikely to be arbitrable, 
but a simple proposal for a change in wage or salary rates almost 
certainly is. The necessary machinery can be provided readily by 
the Ministry of Labour and National Service under the Industrial 
Courts Act, 1919. 

Arbitration 

Every effort shall be made to accommodate differences of opinion 
between the two Sides of the Council in order to reach an agreed 
decision. Where it is impossible to accomplish this, it shall be 
open to the employers or the staff organizations concerned to seek 
arbitration in accordance with the terms of an arbitration agreement. 
In such. cases. The matter should be referred to the Minister of 
Labour and National Service for action under the Industrial Courts 
Act. I 

4. In the revised proposals conveyed to the Association in 
March. 1948, the substance of the last paragraph quoted above 
was repeated. This paragraph is part of the scheme which has 
been accepted by the profession. 

5. Again and again in the last few years representatives of 
the profession have been assured by the Ministry — Dr. Dain 
has asked the question on many occasions — that there would 
be devised permanent conciliation machinery backed by arbitra- 
tion to avoid the kind of dispute which has characterized 
National Health Insurance in the past. 

Breach of Undertakings 

It is true that the Ministry's statement begins with the words 
“ that it must not be assumed ” and refers to further discussions, 
but it is a departure from a position hitherto maintained and 
promises given by Ministers and officials. To withdraw the 
promise of automatic arbitration in the event of disagreement 
on matters of remuneration would be a breach of many under- 
takings, a departure from modem negotiating practice, and 
potentially dangerous to the profession. 

Why has this change of front occurred ? Clearly, the associa- 
tions of local authorities have hitherto understood the meaning 
of the Minister’s assurances in terms of compulsory arbitration. 
We are in good company in the interpretation of the Govern- 
ment’s promise on this poinL But is the change of front the 
first sign of an attempt by the Ministry to get the associations of 
local authorities out of their present difficulty? Clearly an 
issue of great importance arises. 
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National Health Service 


LABOUR POLICY 

When the annual conference of the Labour Party meets at 
Whitsun it will have before it a pamphlet published by the 
Party last week entitled Labour Believes in Britain. The elec- 
tion programme will be drawn uP in the light of the con- 
ference's discussions, and before the end of next year the 
electorate will have an opportunity of deciding whether Britain 
believes in Labour. 

The pamphlet states that as soon as circumstances permit 
an industrial health service will be set up to "bey in" with 
the National Health Service. 

“ Some industrial firms have made a praiseworthy start, but over 
much of industry (including not only factories but offices, ware- 
houses, shops, marshalling yards, and the rest) health standards arc 
far too low. Non-medical factory’ inspectors and doctors must 
work hand in hand to achieve a steady improvement in working 
conditions. Experiments in local organization should be encouraged. 
As sickness and accident rates fall there will be gain not only in 
individual health but in production. All who manage industry, 
whether socialized or private, must place healthy working 
conditions in the forefront of their plans." 

The programme includes the steady development of every 
part of the National Health Service, including the building 
of health centres. Enough hospital beds must be provided in 
properly equipped buildings, and health education of the general 
public must be extended. “ Training of those who wish to 
enter the medical professions must be brought within the 
reach of all who can benefit from it, regardless of their 
incomes. As with the rest of university education, at least 
three-quarters of the places in the medical schools should be 
scholarship places.” 

The Party pats itself on the back again for the lowered infant 
and maternal mortality. Some of the “ first victories of peace,” 
under the Party’s four years of rule, arc : “ Fair shares of 
necessities. The people, and especially the children, healthier 
than ever. Record low figures for infant and maternal 
mortality.” The list ends with the piquant statement •. ' Our 
new National Health Service is the envy of the world. 


COMPENSATION 

No claims for the assessment of compensation, sn'ornYAti tor 
the first time, and received by the Ministry after April 30, will 
be considered. Applications for advanced payment on grounds 
of hardship may be made at any time. 


ADVISORY APPOINTMENTS COMMITTEES 

FEES REDUCED 

Members of advisory appointments committees set up under 
Section 14 of the N.H.S. Act, 1946, will in future be paid 
4 guineas for work lasting about half a day instead of the 
7 guineas that used to be paid for work lasting a day or less. 
If the work takes less than an h°ur or so no payment is to 
be made. The change has been made because the Ministry of 
Health has found that the work 0 f a committee rarely exceeds 
half a day. Members of regional boards or of hospital manage- 
ment committees serving on advisory appointments committees 
are not debarred from being paid at these rates. 

ASSISTANTS DOING OBSTETRICS 

Executive councils are empowered by the N.H.S. (General 
, Medical and Pharmaceutical Services) Amending Regulations, 
1949, as an exception to permit a practitioner providing 
maternity medical services to employ for those services a 
deputy or assistant whose obstetric experience has not been 
approved by the local obstetric committee. The Ministry of 
Health states that permission should not be given if it is reason- 
ably practicable for a doctor to use a deputy or assistant whose 
experience has 'been approved by the committee. 


HOSPITAL BOARD APPOINTMENTS 

The following arc the medical men appointed to fill (he 
vacancies caused by the retirement in rotation of one-third of 
the members of the fourteen regional hospital boards in 
England and Wales. They hold the office until March 31, 1952. 

Newcastle Regional Hospital Board. — Rcappo'ntcd : Mr. D. C 
Dickson, Dr. W. Fraser. 

Leeds Regional Hospital Board. — Reappointed- Dr. D. C. Muir. 
Professor M. J. Stewart. New member: Dr. \V. W. A. Kelly. 

Sheffield Rrgionnl Hospital Board. — B.etvppo'vn'ie'A'. Ait. J. \’t. 
Brown, Dr. J. G. McCric. 

Hast Anglian Regional Hospital Board. — Reappointed: Dr. J. V. 
Morris. 

North-West Metropolitan Regional Hospital Board. — Reappointed: 
Mr. A. C. Morson, Dr. II. Joules, Dr. H. E. A- Boldcro. 

North-Cast Metropolitan Regional Hospital Board- — Reappointed: 
Mr. Somerville Hastings, M.P. 

Sonth-Cast Metropolitan Regional Hospital Board. — Reappointed : 
Mr. J. R. H. Turton. New member: Mr. H. C- Edvards. 

South-West Metropolitan Regional Hospital Board. — Reappointed: 
Mr. P. H. Mitchincr, Mr. J. M. Wyatt. 

Oxford Regional Hospital Board. — Reappointed Professor A. D 
Gardner, Dr. J. S. Skottovc. 

South-Western Regional Hospital Board. — Reappointed: Mr. A. L. 
Candler,. Dr. R. E. Hemphill, Dr. S. McCIcments. New member: 
Mr. N. L. Capcner. 

. Welsh Regional Hospital Board. — Reappointed'- Mr. R. D. Aiyar, 
Mr. A. II. Coleman, Dr. II. G. Davies'. 

Birmingham Regional Hospital Board. — RcnPPointcd •’ Mr. N. 
Duggan, Professor II. F. Humphreys, Professor S |r Leonard Parsons. 
F.R.S., Dr. J. J. O’Reilly. 

Manchester Regional Hospital Board. — Reappointed : Dr. \V 
Briggs. New member: Professor W. F. C. Morris. 

Liverpool Regional Hospital Board. — Reappointed: Dr. D. Brown. 
Dr. J. F. Motmtford, Mr. D. R. Oven, Professor H. II. Stones. 


AUSTRALIAN HEALTH SERVICE 

Since the Australian Pharmaceutical Benefits Act was passed in 
June. 1948. providing free medicines for patients prescribed on 
a special form, the B.M.A. in Australia has consistently objected 
to the limited number of medicaments and appliances that may 
be prescribed in accordance with the formulary- The Times 
(April 13) reports that the B.M.A. and the Government are 
'■’o wwsyixsxw>Yix. saw \V>t vssxvt. wwi IV,'.’-'- ft.UA. bas. 
decided to test the constitutional validity of the measure in the 
High Court. The Minister for Health and Social Services, 
Mr. McKenna, has stated that since the Act came into force 
only 117 doctors have prescribed free medicine, and nearl) 
6.000 have declined to do so. 

MEDICAL FILMS 

The Film Committee of the Association is anxious to obtain 
news of medical films that are planned or in the course of 
production. A number of interesting films ha ve been produced 
from time to time by practitioners who are authorities on parti- 
cular subjects. These films are often shown at scientific meet- 
ings during the course of a lecture by the author, but with 
suitable commentary and captions they could be used on other 
occasions. Sometimes they are the property of particular 
medical schools and are used in the course of routine lectures. 
Often, for reasons of expense, only one copy of the film is 
made, and this copy deteriorates rapidly with frequent projec- 
tion. Commercial and scientific firms who produce films 
usually prepare a master copy from which any number of 
copies can be_made. The master copy is never used except 
for the purpose of taking prints. Failure to adopt this policy 
has resulted in the loss of motion-picture material, and the 
Association wishes to bring to the notice of members -and 
others who intend to produce films at any time that it is 
anxious to give advice and help on the production of films 
and the provision of copies. 

Any information or inquiries in this connexion or any 
requests for assistance should be addressed t° the Secretary 
of the Association. 


I 
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Medical Ethics - Questions Answered 


Eje Testing at Factories 

Ihe Central Ethical Committee has considered the practice 
in some industrial concerns of having the services of an ophthal- 
mologist at a factor}' at stated times and of notifying the 
- employees that his services are available for eye testing. In 
" some cases Forms O.S.C.f are being signed by the industrial 
medical officer. The committee has expressed disapproval of 
,uch arrangements when they do not safeguard the general 
practitioner's recognized custom of referring his patients to the 
specialist of his own choice, and when they tend to operate 
to the exclusion of other ophthalmic practitioners in the area. 


HEARD AT HEADQUARTERS 


Test Case? 

Anyone who has studied the various opinions of learned 
counsel taken by the Association on the question of medical 
o trade unionism will have discovered how complicated the whole 
• ' issue is, and indeed how much depends on the interpretation 
that the courts might give to a few words such as workmen, 
masters, and trade. The Medical Practitioners’ Union, which 
is a properly registered trade union and claims the full protec- 
tion of the Trade Disputes Act, 1906, has also taken counsel’s 
opinion recently. Their counsel met the Association’s to dis- 
cuss the problem, but they could not reach agreement. Com- 
menting on this deadlock, the Medical World of April 1 hints 
of further action, saying, “The Medical Practitioners’ Union 
remains unshaken in its certainty of a sure legal foundation, 
but it will now have to take the necessary steps to make this 
certainty manifest to the profession.” These words seem to 
suggest that the M.P.U. will bring a test case of some kind in 
the courts. 

Fit for What ? 

It is a far cry from the lowing of cattle on primeval plains 
to our administrators’ utterances, but these still bear traces of 
iheir ancestry. The emotional and ambiguous connotations of 
words make it difficult to phrase instructions precisely, and the 
regulations that so voluminously govern the activities of N.H.S. 
doctors are labyrinths of saving clauses designed to exclude all 
meanings but one. Precision of this kind, which is usually 
schieved only at the expense of clarity, is out of place in 
letters — a point made by Sir Ernest Gowers in his admirable 
book Plain Words. Imitation •• legalese ” is far more annoying 
to read than the genuine article/ yet it abounds in letters run- 
ning on administrative errands throughout the health sendee. 
A correspondent tells us that a regional hospital board sent 
him a letter asking him to certify that the candidate for a job 
is ‘ free from any physical defect or disease which now impairs 
her capacity satisfactorily to undertake the duties of the post 
t-’ for which she is a candidate.’ ” The writer of the letter appar- 
ently quoted this curious phrase from another document, pre- 
, Ti mutably because he felt that he would be sailing across an 
uncharted sea if he asked our correspondent to certify that the 
candidate was fit for the job. 

Up to Capacity’ 

The proposed increase in the size of the Council, as a result 
of bringing in a larger number of directly elected members, 
the increase not being quite offset by the decrease in other 
categories, will tax the seating capacity of the council chamber 
»t Headquarters to the full. At present the chamber seats 64 
members, with four others — the Chairman, the President, the 
Chairman of the Representative Body, and the Treasurer — on 
the dais, but seats have also to be provided for officials, 
t ' (f the recommendations are approved the new Council will 
be almost equal in number — within two or three — to the first 
Council of the Association when it w-as founded in 1832. That 
Council numbered 70 members. It was widely drawn from all 
parts of the country, including Edinburgh and Norwich and 
Swansea. Each member of Council then represented between 
four and five members of the Association. Each member of th- 
present Council represents between 800 and 900. 


Services without Charge 

Q . — (!) Patients frequently ask for smallpox vaccinations and 
T.A.B. injections as required by shipping companies before 
they go on pleasure cruises. These people are not “ patients ’’ 
because they are perfectly healthy. 

(2) Patients ask for advice and prescriptions on birth control, 
mostly in cases where the delaying of conception has nothing 
to do with their health but ts prompted by other considera- 
tions. They not only require to be filled with caps, they also 
require repeatedly prescriptions of chemicals. 

(3) Patients are found to need some sort of physiotherapy— 
e.g., diathermy or ultra-violet light. The doctor has the appli- 
ances on his premises. He cannot for 3d. a week treat these 
cases as part of the N.H S.. though he may be willing to do 
this for a small fee. 

in which of these cases is a fee chargeable ? 

A. — (1) With very few exceptions — namely, those quoted in 
paragraph 10 of the First Schedule of the General Medical and 
Pharmaceutical Services Regulations— a doctor may not demand 
a fee from one of his public patients. Thus a practitioner will 
be required to curry out vaccination and T.A.B. injections on 
one of his public patients without further charge. He can 
demand a fee if the patient is not included on his public list 

(2) At present it appears that practitioners are expected to 
give advice and prescriptions on birth control, both for medical 
and sociological reasons, without charging an additional fee 
Representations have been made to the Ministry on this point, 
and the matter is now under consideration. 

(3) At present a practitioner walling to undertake diathermy 
or ultra-violet therapy on one of his public patients must do so 
without any additional fee. Representations have been mads 
to the Ministry on this point, and the matter is still under 
consideration. 

Compensation 

Q. — The Ministry of Health has notified me that " your claim 
tor compensation under Section 36 of the National Health 
Service Act, 1946. has been duly considered and the amount 
of the annual value of the goodwill of your practice for the 
purpose of calculating compensation has been determined at 
£2279." The amount £2279 represents the average gross 
receipts for the last three years. Would you please advise 
me if there are any grounds on h inch l am entitled to claim 
any increase on this figure ? 

A. — The annual loss is the value of the practice at one year's 
purchase and is arrived at by taking the average gross receipts 
for the last two accounting years. This was the usual method 
of valuing a practice for sale. The actual amount of compensa- 
tion payable will be a multiple of this sum, hut the factor to bt 
applied cannot be determined until the aggregate of all claims 
is known. 

Salary for Trainee Assistant 

Q . — What salary is payable by the principal to his trainee 
assistant, if ihe salary paid is exactly the amount of ihr 
grant payable to the principal under the trainee assistant 
scheme ? 

A. — The financial arrangements for the trainee assistant 
scheme provide for the salary and boarding expenses of the 
trainee together not exceeding £750 p.a. It is envisaged that 
in some circumstances it might not be appropriate for the 
maximum permitted remuneration to be paid. Where the full 
salary of £750 is paid the example shown in the Supplement 
of Oct 30, 1948 (p. 149), should be amended as follows: 


(a) Assistant’s salary £600 

(5) Board and lodging £100 

(c) Additional car £150 

Total £S50 

Less 

(d) Employer's superannuation contribution .. £56 

(e) Employer’s National Insurance contribution . . £10 Ss 

If) Trainee’s contribution to superannuation (6%) . . £42 

Net total ; .. £743 12s 

or £61 16s. 
per month 
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HARROGATE AND ITS ENVIRONS 

BY 

T. G. REAH, M.D., M.R.C.P. 

" There is nothing in our profession of Physickc more usefitll, 
nor in the workes of nature more admirable, than natural! 
baths and mineral waters.” — (E. Jorden, 1569-1632.) 

Since the sixteenth century, when William Slingsby advocated 
the use of its iron-containing waters, Harrogate has been recog- 
nized as a health resort, and until quite recent years its reputa- 
tion depended mainly upon the internal and external application 
of its waters. They rise in natural springs, of which there arc 
more than 80. 

While success was claimed in the past in the treatment of 
numerous and diverse diseases, the limitations of the uses of 
mineral waters have been increasingly recognized in recent 
years, and new methods of treatment and modifications or 
elaborations of the older treatments have been introduced as 
they have become available. A large and well-equipped estab- 
lishment, the Royal Baths, has been erected by the Harrogate 
Corporation, at a cost of nearly 
a quarter of a million pounds, 
in which the various treatments 
are given, and in 1939 an exten- 
sive new wing costing £80,000 
was opened in order to relieve 
the congestion in the main build- 
ing and to create more comfort- 
able and convenient surround- 
ings for patients. A wide range 
of hydrological, electrical, and 
accessory forms of treatment 
are thus available for the benefit 
of patients and in particular for 
those suffering from the chronic 
rheumatic disorders. 

The Royal Bath Hospital, 
founded in 1824 and rebuilt in 
1889, has 150 beds devoted to 
the care and treatment of 
patients suffering from rheuma- 
tism. Considerable alterations 
and extensions are now being 
made at the hospital, and it is 
hoped in time to provide accom- 
modation for the long-term treat- 
ment of patients confined mainly 
or entirely to bed. A Rheuma- 
tism Research Department has 
been established, and it is 


intended shortly to increase the 
accommodation for the treat- 
ment of ambulatory patients 
and to make increasing use of 
the facilities at the Royal Baths 
for the treatment of patients 
under the National Health Ser- 
vice Act. 

The Harrogate and District 
General Hospital, with 250 beds, 
provides for the general medical 
needs of the town and surround- 
ing district, and there are also 
in the town a home for patients 
suffering from incurable diseases 
and several convalescent homes. 

The town itself is situated 
half-way between London and 
Edinburgh, at about 400 ft. 
above sea-level, on the edge of 
the Yorkshire Moors. There are 
over 350 acres of open spaces, 
of which the most remarkable 
is the Stray, an expanse of 200 
acres in the centre of the town, 
which originally was part of 
the old Forest of Knarcsborough and is now preserved for all 
time by Act of Parliament. From the top of the Observatory 
Tower on Harlow Hill, at a height' of nearly 700 ft. above sea- 
level, there can be seen on a clear day the Rivers Humber and 
Tees, York* Ripon, a score of other towns, and numerous 
castles, abbeys, and parks. 

The town is also a centre unique in the number of places 
of historic and scenic interest to which it leads. Three miles 
away is Knarcsborough, rising from the precipitous banks of 
the River Nidd and crowned by its fourteenth-century castle. 
It was to Knarcsborough that Constable de Morcville fled in 
1170 after the murder of Thomas fi Bccket, and Richard II 
was imprisoned there in 1399— tradition says in the room now 
known as the King’s Chamber— before his death a year later 
at Pontefract. 

St. Robert the Hermit and Mother Shipton with her uncanny 
prophecies will always be associated with the town, and Thomas 
Hood has told the grim story of Eugene Aram, who was 
executed 14 years after his murder of Daniel Clarke. The 
Dropping Well, a petrifying spring, is one of the town’s natural 
curiosities ; the water runs over an overhanging ledge into a 
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rock bowl below, and its lime 
content impregnates the various 
articles which have been sus- 
"ended in it, converting them 
^patently into stone. 

Ripley, once an important 
arket'town. is a pleasant vil- 
ge three miles to the north of 
arrogate, and still has a market 
oss and stocks. The castle, 
ith its Cromwellian associa- 
ons, is the home of Sir William 
id Lady Ingilby, who have 
indly consented to welcome 
lose who join the excursions 
i Ripley. The church, believed 
i have been built about 1400, 
is several fine monuments to 
le Ingilby family, including a 
ble tomb bearing the mutilated 
figy of Sir Thomas Ingilby 
lied 1369), the founder of the 
imily. In the churchyard is a 
re mediaeval penitents’ cross, 
robably about 700 years old. 

The City of Ripon, 11 miles 
am Harrogate, received its first 
larter of liberties and privi- 
ges as a corporate corn- 
unity in 886, when its chief 
lagistrate was styled “NYake- 
lan.” It is therefore full 
f historic associations. The 

ithedral contains a Saxon crypt built about 670, but its 
ain structure was erected between 1154 and 1530 and later 
stored by Sir Gilbert Scott. The Wakeman’s House, in a 
imer of the market-place, is a quaint thirteenth-century build- 
g, formerly the residence of the wakemen (mayors) of Ripon 
id completely furnished in the style of the sixteenth and 
venteenth centuries. St. Anne's Hospital, St. Mary Magdalene 
ospital, and Thorpe Prebend House are all of considerable 
itiquarian interest Several ancient city customs are still 
tained, such as the sounding of a horn at the market cross 
9 o’clock every evening, a practice that originated before 
>98. A civic reception has been arranged by the Mayor for 
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. Fountains Abbey 

those visiting the city, and a particular privilege wifi be the 
sounding of the horn after the reception. 

A short distance from Ripon is Fountains Abbey, unsur- 
passed in beauty among all the mins of England and of them 
all the roost completely preserved. Magnificently situated in 
the wooded valley of the River Skell, the abbey was founded 
in the early years of the twelfth century by 13 monks from 
the Benedictine Abbey of St. Mary at York, who obtained per- 
mission from the Archbishop of York to live under the stricter 
rules of the Cistercians. After considerable initial hardships 
their conditions improved, and the house gradually grew in 
possessions and in reputation until its suppression in 1539, when 
it was surrendered to Henry VIII 
by its last Abbot, Marmaduke 
Bradley. The abbey is best 
approached through the park 
of Studley Royal, the home 
of Commander and Lady Doris 
Vyner, who have kindly agreed 
to welcome one of the parties 
of visitors. An avenue of 
limes and beeches leads to a 
thirteenth-century bridge and 
mill with near-by yews which 
gave the founder monks their 
first shelter. The Great Tower, 
built by Abbot Huby in Tudor 
days, is in the Perpendicular 
style, and there are consider- 
able remains of the church, with 
its massive nave pillars. The 
Chapel, of the Niue Altars, the 
chapter-house, and the refec- 
tory were noble buildings, and 
the cellarium is um'que in that 
in all our ruins there is no range 
of ancient arches comparable 
to it. 

Adjacent to the abbey is 
Fountains Hall, a fine example 
of Jacobean architecture, built 
by Sir Christopher Proctor in 
.1611 from stone removed from 
the old infirmary buildings after' 
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the Dissolution. There is a spacious banqueting hall with a 
minstrel gallery, a bedroom with a secret panel, rare tapestries, 
and a huge stone fireplace with' a quaint panel depicting the 
Judgment of Solomon. A museum upstairs contains among its 
original documents the foundation charter of the abbey. 

By gracious permission of H.R.H. the Princess Royal and 
the Earl of Harcwood parties arc to visit Harewood Park and 
Gardens. Above the valley of the Wharfc, in the park of 1,800 
acres with its old beeches and 50-acrc lake, are a church, 
founded early in the twelfth century, and a ruined fourteenth- 
century castle. Of the original church only the bowl of the 
font remains, and the present building is mainly fifteenth 
century, but it was restored in the eighteenth century and 
again by Sir Gilbert Scott. 

Templenewsam, the “ Tcmplestowc ” of Ivanhoe and the 
birthplace of Lord Darnlcy, husband and cousin of Mary 
Queen of Scots, is now used as an art gallery and museum by 
the City of Leeds. Its portraits, oak panelling, carved and 
gilded furniture, armoury, and ivories arc only a few of the 
treasures housed in this historic building. 

The City of York, with its magnificent minster, its Roman 
wall, and its innumerable museums and buildings of historic 
interest, is 22 miles from Harrogate. The Lord Mayor has 
kindly consented to arrange for the civic plate to be shown 
on one of the excursions to the city and to entertain the party 
to tea. 

By the River Wharfc the ruins of Bolton Abbey have been 
painted by Turner and have inspired Ruskin and Wordsworth. 
The nave of the priory church is still used as the parish church, 
but the rest of the buildings arc in ruins. Also in Wharfedale 
are Appletreewick, as attractive as its name; and Burnsall ; both 
are for ever associated with Sir Walter Craven, the Yorkshire 
Dick Whittington, who became Lord Mayor of London 
in 1611. 

At Brimham Rocks, 1,000 ft. above sea-level, on a moorland 
plateau of 60 acres, great rocks have by time and weather been 
converted into a series of grotesque and striking shapes, of 
which the largest weighs about 100 tons. 


On the site of the ancient Roman city of lsurium now stands 
,thc village of Aldborough. In its museum arc preserved the 
antiquities found in the neighbourhood ; it is to be visited 
by the kindness of Lady Lawson Tancrcd. The church has a 
fourteenth-century nave, and its fifteenth-century tower is said 
to have been built from some of the materials of the Roman 
city. 

Ricvaulx Abbey, built in 1130 by a band of Cistercian monks 
on the banks of the River Rye, is unusual in that the align- 
ment of the monastery is north and south instead of cast and 
west, because of the fall of the land. A short distance away, 
Byland Abbey, another Cistercian foundation, at the foot of 
the Hamblcton Hills, is a very early example of English Gothic. 
The village of Cowvold in the Vale of Mowbray is also near 
by, and it was here that Laurence Sterne, vicar of the parish 
from 1762. wrote the later volumes of Tristram Shandy and 
also A Sentimental Journey. 

From Harrogate to Wcnslcydalc the road passes through 
West Tanficld, with its church containing the Marmion tombs, 
to Middleham. with its Norman castle and its famous racing 
stables. Charles Kingsley was one of the last of the canons 
of the collegiate church here. In the neighbouring dale of 
the River Swale the road passes through lofty moors, steep- 
sided fells, and grey stone villages to Richmond, whose castle 
dominates the surrounding country. 

The grimness of the West Riding of Yorkshire will be seen 
on a visit to the Bronte country and the parsonage at Haworth, 
where this strange family of genius arrived in the spring of 1820 
The parsonage, overlooking the bleak churchyard, now belongs 
to the Bronte Society, and a new wing has been added, but the 
original rooms arc much as when the family lived in them. 

One aspect of the industrial life of the West Riding will be 
seen on a visit arranged for doctors’ wives to Listers Mills at 
Manninglvam, Bradford. By the kindness of the directors of the 
firm the whole process in the manufacture of a fabric (velvet) 
will be sccn~the combing of the wool and its carding, spin- 
ning. and weaving. Finally there will be a demonstration of 
the finished products of the firm. 
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ONE HUNDRED AND SEVENTEENTH ANNUAL MEETING, 
HARROGATE, JUNE 24 TO JULY 1, 1949 

Fresident-Elcct : C. W. Curtis Bain, M.C., D.M., F.R.C.P., Senior Physician, Harrogate General Hospital. 

Local General Sect etary : D. D. Payne, M.D., D.P.H. I g Office, Royal Baths, Harrogate. 

Executive Ofjicei : G. A. Peck, B.Sc. I 

Local Science Secretary : J. V. Wilson. M.D., M.R.C.P., Department of Pathology, Harrogate General Hospital. 


PROGRAMME 


Complete particulars of the programme for the Annual 
Meeting will be found in the following pages. A longer 
period is devoted to the scientific meetings, which should 
prove of exceptional interest. On the social side a very 
full programme has been drawn up, including numerous 
excursions to places of interest in the neighbourhood, civic 
receptions, dances, theatres, concerts, and every kind of 
sport. It is hoped that the programme so arranged will 
provide suitable' entertainment for visitors and make the 
meetings successful and enjoyable. 

The Annual Representative Meeting will begin at the 
Royal Hall, Harrogate, on Friday, June 24, at 10 a.m., 
continuing all day on Saturday and Monday and, if 
necessary, on Tuesday morning. 

The Representatives’ Dinner will take place at 7.30 p.m. 
on Monday, June 27, at the Grand Hotel, and it will be 
followed at 9 p.m. by the Statutory Annual General Meet- 
ing, which will be held in the Ballroom of the Grand Hotel, 
the adjourned Annual General Meeting and President’s 


Address will take place in the Royal Hall on Tuesdav. 
June 28, at 8.30 p.m., followed by the President’s Reception 
in the Lounge Hall. 

The Annual Dinner of- the Association will take plact 
on Thursday, June 30, at 7.30 p.m. in the Majestic Hotel 

The Popular Lecture will be given in the Royal Hall 
on Friday, July 1, at S.30 p.m. 

The Official Religious Service will be held in St. Peter’s 
Church at 3 p.m. on Tuesday, June 2S, and Catholic 
Benediction will be held in St. Robert’s Church at 3 p.m 
on Thursday, June 30. 

The Reception Room for registration, in the Sun 
Pavilion, will be opened on Monday, June 27, 1 at 
2 p.m. The Ladies’ Club will be at the Prospect Hotel 

The Annual Exhibition of Surgical Appliances, Foods 
Drugs, and Books will be housed in the Sun Pavilion 
The official opening will take place on Tuesday, June 28. 
at 9 a.m. ; it will remain open on June 29 and 30 ano 
July 1 from 9 a.m. to 6 p.m. 
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The Pathological Museum in the Royal Bath Hospital, 
Cornwall Road, will be opened on Tuesday, June 28, at 
9 30 a m and will remain open for the rest of the Meeting 
ft is hoped to hold a Civic Reception m the Royal Hall 
on Wednesday evening, June 29 
The local Division is giving a Garden Party open to all 
members and friends on Thursday, June 30, at 4 o’clock, in 
the gardens of the Majestic Hotel 
The President-Elect has kindly offered to give a sherry 
party at his house for the Representatives on Thursday 
evening, June 23 

There will also be a Concert for the Representatives 
in the Royal Hall on Sunday evening, June 26 
The usual Golf and Chess Competitions will be held 

HOTEL AND LODGING ACCOMMODATION 
Harrogate is fortunately placed as regards hotel and other 
accommodation to suit every requirement No booking of 
accommodation for members will be undertaken by the B M A. 
other than for overseas guests Members intending to be 
present at the Meeting who have not already booked accommo- 
dation are strongly advised to make their arrangements without 
any further delay, as hotel and boardmg-house accommoda- 
' don is becoming very fully booked up for the period of the 
conference. 

A list of guest and apartment houses can be obtained on 
ipphcation to the Executive Officer, B M A. Office, Roy al Baths, 
Harrogate 

To assist members _jn making their arrangements a list of 
hotels with accommodation still available is given below The 
-ates quoted are not guaranteed, but are those published up to 
date. In order to benefit from the special conference terms, 
iv erv member should mention when applying that he is attending 
he B M.A. Conference 
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* Licensed hotels. 

Note — ' Ration bools are required for visitors to hotels staving more than 
lour nights 


REGULATIONS REGARDING DRESS 
Robes with hoods are to be worn at: the Official Religious 
Service, Tuesday, June 28, at 3 pan ; the President’s Address, 
Tuesday, June 28, at 8 30 pm ; the President’s Reception, 
Tuesday, June 28, at 9 30 pm.; the Mayor’s Reception, 
Wednesday, June 29, at 8 30 pm , the Roman Catholic 
Service, Thursday, June 30, at 3 pm. 

Robes may be hired from Messrs Ede and Ravenscroft, Lid , 
93, Chancery Lane, W.C2, and should be sent direct to the 
hotel or other accommodation in which the hirer is resident 
and not to the Reception Office. 

E\ erring Dress (Tails or Dinner Jacket) with Decorations is 
to be wom at the President’s Reception, Civic Reception, and 
Annual Dinner Dress is optional for the Representatives' 
Dinner. 

REGISTRATION FEE AT ANNUAL MEETINGS 
The expenditure arising in connexion with the Annual Meet- 
ings has in the past been met from a guarantee fund raised by 
the local profession, supplemented by a grant from the Council 
of the Association. The Council considers that the time has 
come when the proportion of the expenses falling upon the 
local profession should be minimized With this object in view 
the Council, while continuing the central grant, has decided 
that members attending the Annual Meeting (other than mem- 
bers of the Representative Body and overseas visitors) should 
be asked to pay a fee of one guinea towards the expenses of 
the meeting The fee of one guinea will be payable when 
members register at the Reception Office, Sun Pavilion. 
Harrogate 

OFFICIAL RELIGIOUS SERVICE 
The Official Religious Service wall be held in St Peter’s 
Church, Harrogate, on Tuesday, June 28, and the sermon will 
be given by His Grace the Archbishop of York. The sendee 
will be broadcast m the Northern Programme, and the church 
is likely to be full It has therefore been decided to issue tickets 
for the Procession, for which academic dress is required. It 
will then be possible to ascertain how many seats will be avail 
able for wives and friends Application for tickets, which will 
admit to the robing-room at the Royal Hall, can be made on 
a form which will he enclosed m a future issue of the Journal 
The tickets themselves will be issued at the Reception 
Office, Sun Pavilion, from 2 pm on Monday, June 27 
Members of Council and Representatives will be able to 
obtain their tickets for robing at the ARM Inquiry Office, 
Royal Hall, from Friday, June 24 Should the number of 
members intending to take part in the procession be less than 
the seating accommodation at the church, additional tickets for 
admission to the church wall be issued on Tuesday morning in 
order of application Those receiving them must be in their 
seats bv 2 30 p m Those taking part in the procession should 
reach the Royal Hall by 2 pm, as all the congregation must 
be seated before the broadcast begins at 3 pjn 

EXCURSION PROGRAMME 

Excursions to places of interest m the neighbourhood of 
Harrogate are likely to prove a great attraction to the doctors 
and their wives attending the Annual Meeting Arrangements 
for transport and refreshments have already had to be made 
and the numbers fixed for each excursion In order to avoid 
disappointment those wishing to take part in any of the excur- 
sions* should therefore fill in the form to be issued shortly 
and send it. with the appropriate payment, to the 
Executive Officer, B M A. Office, Royal Baths, Harrogate, 
Yorks Cheques should be made payable to “The British 
Medical Association ” and crossed 
Applications wifi be acknowledged at once, but the reserved 
tickets will be collected at the Reception Office, Sun Pavilion, 
Harrogate, at any time after 2 p m. on Monday, June 27, except 
in the case of Representatives and Members of Council, whose 
tickets will be issued at the A R.M. Inquiry Office, Royal Hal), 
Harrogate, between June 24 and 27. 

Tickets for functions other than excursions may not be 
reserved in advance but will be obtained at the Reception 
Office at the time of the meeting, as in former years 

•The short morning and evening excursions may also be booted at 
the time of the meeting at Harrogate 


/ 
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SCIENTIFIC SECTIONS 

The clinical and scientific work will be divided among 
eighteen Sections, meeting on Tuesday, Wednesday, Thursday, 
and Friday, June 28, 29, and 30, and July I. 

The Sections will meet in various hotels (see programme). 

Below is a list of the names of the Sections and the officers 
.appointed to each, together with provisional programmes. 

The following Sections will meet on Four Days : 

MEDICINE 

President : Professor R. E. Tunbridge, O.B.E., M.Sc., M.D., 
F.R.C.P. (Leeds). 

Vice-Presidents: R. R. Bomford, D.M., F.R.C.P. (London); 
Professor H. W. Fullerton, M.D., M.R.C.P. (Aberdeen) ; Pro- 
fessor A. P. Thomson, M.C., M.D., F.R.C.P. (Birmingham). 

Hon. Secretaries: T. G. Reah, M.D., M.R.C.P., 4, Spring 
Grove, Harrogate; J. L. Lovidond, M.D., F.R.C.P., 81, Harley 
Street, W.l. 

Meeting-place : Harrogate Hydro. 

The following programme has been arranged: 

Tuesday, June 28. — 10 a.m., Discussion : Diabetes Mellitus. 
To be opened by Dr. R. D. Lawrence (London), followed by 
Professor R. E. Tunbridge (Leeds), Insulin and Diet ; Mr. 
H. H. Fouracre Barns (London) and Dr. Charles Rolland 
(Edinburgh), Pregnancy Aspects ; Mr. D. A. Hall, Ph.D. 
(Leeds), Rapid Blood Sugar Estimations ; Dr. R. G. Paley 
(Leeds), Skin Complications of Insulin Injections ; and Dr. 
A. J. Ballantyne (Glasgow), Ocular Complications. 

Wednesday, June 29 (Combined Meeting' with Section of 
Surgery). — 10 a.m., Discussion: Treatment of Peptic Ulcers. 
To be introduced and summarized by Sir Henry Cohen (Liver- 
pool). Opening paper by the late Mr. A. Hedley Visick 
(York) to be read by Dr. C. N. Pulvertaft (York), followed 
by Dr. Richard Doll (London), Sociological Aspects; and 
Mr. A. D. Beattie (Leicester), Surgical Aspect. 

Thursday, June 30. — 10 a.m.. Papers: (1) Radioactive Sub- 
stances in Clinical Medicine, by Dr. Russell Fraser 
(London); (2) Anticoagulants, by Professor H. W. Fullerton 
(Aberdeen) ; (3) Streptomycin, by Dr. Geoffrey Marshall 
(London). 

Friday, July 1. — 10 a.m., Discussion : Cirrhosis of the Liver. 
To be opened by Professor J. W. McNee (Glasgow), followed 
by Dr. N. H. Martin (London), Pathology ; Mr. J. E. Richard- 
son (London), Surgical Aspects ; and Dr. E. R. Cullinan 
(London), Summary. 

Thursday, June 30, and Friday, July 1. — 2.30 p.m., Royal 
Bath Hospital. Demonstration : The Role of Surgery in 
Rheumatism. “ Movement is Life ” (Lucas-Championnifcre). 

OBSTETRICS AND GYNAECOLOGY 

President: Professor A. M. Cl a ye, M.D., F.R.C.S., 

F.R.C.O.G. (Leeds). 

Vice-Presidents : Gladys Kay, M.D. (Harrogate) ; Professor 
T. N. A. Jeffcoate, M.D., F.R.C.S.Ed., F.R.C.O.G. (Liver- 
pool) ; Arnold L. Walker, M.B., F.R.C.S., F.R.C.O.G. 
(London). 

Hon. Secretaries: C. Rutherford Morison, M.D., 
M.R.C.O.G., 2, Lancaster Road, Harrogate ; Miss Josephine 
Barnes, D.M., F.R.C.S., M.R.C.P., M.R.C.O.G., 7. Wimpole 
Street, W.l. 

Meeting-place : Prince of Wales Hotel. 

The following programme has been arranged : 

Tuesday, June 28. — 10 a.m., Discussion: Breech Presentation 
and its Management. To be opened by Mr. R. Newton (Man- 
chester), followed by Mr. C. M. Marshall (Liverpool), Mr. 
B. L. Jeaffreson (Leeds), and.others. 

Wednesday, June 29 (Combined Meeting with Section of 
Radiology). — 10 a.m., Discussion : The Value of A'-ray in 
Assessing Disproportion. To be opened jointly by Professor 
Chassar Moir (Oxford) and Dr. J. Blair Hartley (Man- 
chester), followed by Miss Meave Kenny (London) and Dr. S. 
Josephs (Newcastle-upon-Tyne). 

Thursday, June 30 (Combined Meeting with Section of 

enr >atology). — io a.m., Discussion : Pruritus Vulvae. To be 
opened by Professor T. N. A. Jeffcoate (Liverpool) and Dr. 

P f rERKIN Edinburgh), followed by Dr. Elizabeth 


Friday, July 1 . — 10 a.m.. Discussion: Functional Uterine 
Haemorrhage. To be opened by Mr. V. B. Green-Armytage 
(London), followed by Dr. P. M. F. Bishop (London) and 
Dr. T. N. MacGregor (Edinburgh). 

PATHOLOGY AND BACTERIOLOGY 

President: Professor R. J. V. Pulvertaft, M.D., F.R.C.P. 
(London). 

Vice-Presidents : Professor T. F. Hewer, M.D., F.R.C.P. 
(Bristol) ; J. G. Greenfield, M.D., F.R.C.P. (London); A. H. T. 
Roub-Smitii, M.D., M.R.C.P. (Oxford). 

Hon. Secretaries: J. V. Wilson, M.D., M.R.C.P., Harrogate 
General Hospital, Harrogate; Professor H. A. Magnus. M.D.. 
Department of Pathology. King’s College Hospital, Denmark 
Hill, S.E.5. 

Meeting-place : Grand Hotel. 

The following programme has been arranged: 

Tuesday, June 28 . — 10 a.m., Discussion : The Laboratory- 
Diagnosis and Prevention of Whooping-cough. To be opened 
by Professor R. Cruickshank (London), followed by Dr. W. C. 
CoCKnuRN (London) and Dr. D. G. Evans (Manchester). 

Wednesday. June 29 (Combined Meeting with Section of 
Tropical Medicine). — 10 a.m.. Discussion: Fat Metabolism 
and the Sprue Syndrome. To be opened by Professor A. C. 
Frazer (Birmingham), followed by Dr. Douglas Black 
(Manchester), Dr. K. D. Keele (London), and others. 

Thursday, June 30. — 10 a.m.. Discussion: Chemotherapy in 
the Treatment of Malignant Disease. To be opened by Pro- 
fessor E. C. Dodds (London), followed by Sir Stanford Cade 
(London), Professor A. Haddow (London), and Professor F. 
Dickens (London). 

Friday. July 1 . — (Subjects and speakers to be arranged.) 

RADIOLOGY 

President: J. L. A. Grout, F.R.C.S.Ed., D.M.R.E., F.F.R. 
(Sheffield). 

Vice-Presidents: C. G. Hitchcock, M.R.C.S., L.R.C.P. 
(Harrogate); J. Alex. Thomson, M.B., Ch.B., D.M.R.E. 
(Harrogate); Professor Brian W. Windeyer, F.R.C.S.Ed., 
D.M.R.E., F.F.R. (London). 

Hon. Secretaries: C. N. Pulvertaft, M.B., B.Ch., D.M.R.E., 
York County Hospital, York ; John R. Nuttall, M.D., F.F.R.. 
D.M.R., Radium Department, General Infirmary', Leeds. 

The following programme has been arranged : 

Tuesday, June 25. Meeting-place : Queen Hotel (Therapeutic 
Meeting). — 10 a.m., Discussion : The Scope and Limitation 
of Radiotherapy. To be opened jointly by Dr. J. S. Fulton 
(Liverpool) and Dr. Chester Williams (Bradford). 

Wednesday, June 29. Meeting-place : Prince of Wales Hotel 
(Combined Meeting with Section of Obstetrics and Gynaeco- 
logy). — 10 a.m., Discussion: The Value of A'-ray in Assessing 
Disproportion. To be opened jointly by Professor Chassar 
Moir (Oxford) and Dr. J. Blair Hartley (Manchester), fol- 
lowed by Miss Meave Kenny (London) and Dr. S. Josephs 
(Newcastle-upon-Tyne). 

Wednesday, June 29. Meeting-place : Prince of Wales Hotel 
(Therapeutic Meeting). — 10 a.m., Discussion : Radiotherapy in 
Spondylitis Ankylopoietica and Osteoarthritis. To be opened 
by Dr. E. L. Gwendolen Hilton (London), followed by Dr. 
Margaret D. Snelling (London) and Dr. L. Janet Mallender 
(Leeds). 

Thursday, June 30. Meeting-place : Majestic Hotel (Com- 
bined Meeting with Section of Cardiology). — 10 a.m., Discus- 
sion: Angiocardiography. To be opened jointly by Dr. 
Frances Gardner (London). Interpretation of Normal Angio- 
cardiograms ; of those seen in Cases of Cyanotic Heart Disease, 
and in Aortitis and Aortic Aneurysm ; and Dr. J. Wilkif 
(Sheffield), Technical Considerations ; Demonstration of Angio- 
cardiograms. Followed by Dr. K. D. Keele (London), Angio- 
cardiograms in Acyanotic Heart Disease ; Dr. T. H. Hills 
(London), Angiocardiograms in Cyanotic Heart Disease ; and 
Dr. F. Jackson (London), Present Trends in North American 
Clinics. 

Friday, July 1. Meeting-place: Queen Hotel (Diagnostic 
Meeting). — 10 a.m., Discussion : Radiology of Joints. To be 
opened by Dr. E. Duff Gray (Manchester), followed by Dr. 
P,. H. Whitaker (Liverpool) and Dr. J. B. King (Edinburgh). 
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SURGERY 

President: T. V. Pearce, M.D., F.R.C.S. (Harrogate). 

Vice-Presidents: H. Hamilton Stewart, F.R.C.S. (Brad- 
ford) ; Ian J. Fraser, D.S.O., O.B.E., F.R.C.S. (Belfast) ; Sir 
Cecil P. G. Wakeley, F.R.C.S., F.R.A.C.S., F.R.S.Ed. (London). 

Hon. Secretaries : Gordon N. Bailey, M.A., M.B., F.R.C.S., 
2. Lancaster Road, Harrogate ; Rodney Smith, M.S., F.R.C.S., 
i' 6, Devonshire Place, W.l. 

Meeting-places: Majestic Hotel (Tuesday, Thursday, and 
Friday) and Harrogate Hydro (Wednesday). 

The following programme has been Arranged: 

Tuesday, June 28. — 10 a.m.. Discussion: Prostatic Obstruc- 
tion. To be opened by Mr. H. Hamilton Stewart (Bradford), 
followed by Mr. Wilson Hey (Manchester), Mr. Ashton 
Miller (Bristol), and Mr. John Swinney (Newcastle-upon- 
Tyne). 

Wednesday. June 29 (Combined Meeting with Section of 
Medicine). — 10 a.m.. Discussion : Treatment of Peptic Ulcers. 
To be introduced and summarized by Sir Henry Cohen (Liver- 
pool). Opening Paper by the late Mr. A. Hedley Visick 
(York), to be read by Dr. C. N. Pulvertaft (York), followed 
by Dr. Richard Doll (London), Sociological Aspects ; and 
\ Mr. A. D. Beattie (Leicester), Surgical AspecL 

Thursday, June 30 (Combined Meeting with Section of Neuro- 
logy and Psychiatry). — 10 a.m.. Discussion : The Treatment, 
After-Treatment, and Sequelae of Closed Injuries to the Head. 
To be opened by Professor Norman McOmish Dorr (Edin- 
burgh), followed by Dr. W. Ritchie Russell (Oxford), Re- 
habilitation after Head Injur)’ ; and Dr. E. Stengel (Chiches- 
ter), Psychiatric Aspects of Head Injury. 2.30 p.m.. Occasional 
Paper: The Mechanism of Speech and the Repair of a Cleft 
Palate, by Mr. Michael Oldfield (Leeds), illustrated by 
coloured film and drawings. 

Friday. July 1 . — 10 a.m.. Discussion : Pain in the Right Iliac 
Fossa. To be opened by Dr. A. Fullerton (Batley), followed 
by Professor D. Chamberlaln (Leeds), Mr. R. K. Bowes 
(London), and Mr. G. H. Macnab (London). 

Thursday. June 30, and Friday, July 1 . — 2.30 p.m.. Royal 
Bath Hospital. Demonstration : The Role of Surgery in 
Rheumatism. “ Movement is Life " (Lucas-Championniere). 


The following Sections will meet on Two Days : 

ANAESTHETICS 

President: Professor R. R. Macintosh, D.M., F.R.C.S.Ed., 
D.A. (Oxford). 

Vice-Presidents: B. L. S. Murtagh, M.B., Ch.B., 
F.F.A.R.C.S. t D.A. (Birmingham); H. B. Wilson, M.B., 
Ch.B., D.P.H., F.F.A.R.C.S., D.A. (Aberdeen) ; Geoffrey 
Organe, M.D., F.F.A.R.C.S., D.A. (London). 

Hon. Secretaries : W. M. Jones, M.B., B.S., D.A., 4, South 
Drive, Harrogate ; J. Alfred Lee, M.R.C.S., L.R.C.P., 
F.F.A.R.C.S., D.A., 73, King’s Road, Westcliff-on-Sea. 

Meeting-place : Queen Hotel. 

, The following programme has been arranged: 

Wednesday, June 29. — 10 a.m.. Discussion: Post-operative 
_ Pulmonary Complications. To be opened jointly by Dr. 
I H. J. V. Morton (Uxbridge) and Dr. E. M. Buzzard (Oxford), 
followed by Mr. Donald Barlow (London), Dr. Donald 
Teare (London), and Dr. Joan Millar (Newcastle-upon-Tyne). 

Thursday, June 30. — 10 a.m.. Discussion : Dental Anaesthesia. 
To be opened by Dr. W. S. McConnell (London), followed 
by Dr. Stephen Coffin (London) and Dr. Freda Bannister 
(Chester). 11.15 a.m.. Discussion: The Use of Continuous 
Caudal and Peridural Analgesia in Obstetrics, Surgery, and 
Therapeutics. To be opened by Dr. Robert A. Hingson 
(Johns Hopkins. Baltimore). (Note. — This discussion may be 
I continued at 2.30 p.m.) 

ANATOMY AND PHYSIOLOGY 

President: Professor John Kirk, M.B., Ch.B., F.R.C.S.Ed. 
(London). 

Vice-Presidents: Professor A. Hemingway, M.Sc., M.B., 
Ch.B. (Leeds); Professor Francis Davies, M.D. (Sheffield); 
Professor C. McLaren West, M.C., M.B., B.Ch. (Cardiff). 


Hon. Secretaries: E. J. Field. M.D., M.S., Department of 
Anatomy, University of Bristol ; R. J. Scothorne, B.Sc., M.B., 
Ch.B., Anatomy Department, School of Medicine, Leeds, 2. 

Note: On Tuesday, June 28, Physiology and Anatomy will 
meet as separate Sections, but there will be a united meeting 
on Wednesday, June 29. 

The following programme has been arranged: 

Physiology — Tuesday, June 28. Meeting-place : Cairn Hydro. 
— 10 a.m., Symposium on the Control of Activity in the Gastro- 
intestinal Tract. Speakers: Professor R. A. Gregory (Liver- 
pool), Motility of the Small Intestine in Relation to Feeding ; 
Dr. A. A. Harper (Manchester), The Control of Gastric and 
Pancreatic Secretion ; Dr. R. E. Davies (Sheffield), Secretory 
Mechanisms and Their Control ; Dr. J. N. Hunt (London), 
Studies of Gastric Motility. 

Anatomy — Tuesday. June 28. Meeting-place: Prince of 
Wales Hotel. — 10 a.m.. Symposium on Muscle Structure and 
Function. Speakers : Professor W. E. Le Gros Clark (Oxford), 
The Vascularization of Muscle, with Special Reference to 
Ischaemic Necrosis and Reparative Processes ; Dr. R. Barer 
(Oxford), The Organization of the Muscle Fibre ; Dr. R. E. M. 
Bowden (London), Some Aspects of Denervation and Re- 
innervation of Human Voluntary Muscle ; Mr. W. F. Floyd 
(London), Clinical Value of Electro-myographic Studies ; and 
Professor W. T. Astbury (Leeds), The Muscle as a Molecular 
Machine. 

Wednesday, June 29. Meeting-place : Caim Hydro. — 10 a.m., 
Symposium on the Anatomy and Physiology of the Skin. 
Speakers : Professor H. Barcroft (London), Factors Regulating 
Blood Flow in the Skin ; Dr. C. A. Keele (London), The Con- 
trol of Sweating ; Dr. R. E. Billingham (Birmingham), The 
Anatomical Basis of Epidermal Pigmentation in Man ; and 
Dr. G. Weddell (Oxford), The Pattern of Cutaneous 
Innervation. 

cardiology 

President : Sir John Parkinson, M.D., F.R.C.P. (London). 

Vice-Presidents: John R. H. Towers, M.D., F.R.C.P. 
(Leeds) ; Professor J. Crighton Bramwell, M.D., F.R.C.P. 
(Manchester) ; D. Evan Bedford, M.D., F.R.C.P. (London). 

Hon. Secretaries: D. R. Cameron. M.D., M.R.C.P., 14, 
Clifton, York ; Graham W. Hayward. M.D., F.R.C.P., 
St. Bartholomew’s Hospital, E.C.l. 

The following programme has been arranged: 

Thursday, June 30. Meeting-place : Majestic Hotel (Com- 
bined Meeting with Section of Radiology). — 10 ajn.. Discus- 
sion : Angiocardiography. To be opened jointly by Dr. 
Frances Gardner (London), Interpretation of Normal Angio- 
cardiograms ; of those seen in Cases of Cyanotic Heart Dis- 
ease, and in Aortitis and Aortic Aneurysm ; and Dr. J. Wilkie 
(Sheffield), Technical Considerations: Demonstration of Angio- 
cardiograms. Followed by Dr. K. D. Keele (London), Angio- 
cardiograms in Acyanotic Heart Disease ; Dr. T. H. Hills 
(London), Angiocardiograms in Cyanotic Heart Disease ; and 
Dr. F. Jackson (London), Present Trends in North American 
Clinics. 

Friday, July I. Meeting-place : Majestic Hotel. — 10 a.m.. 
Simulation of Heart Disease by Other Conditions. To be 
opened by Dr. Rae Gilchrist (Edinburgh), followed by 
(a) Simulation by Pulmonary Conditions, by Dr. J. Clifford 
Hoyle (London) ; (6) Simulation by Gastro-intestinal Condi- 
tions, by Dr. S. W. Patterson (Ruthin Castle) ; (c) Simulation 
by Psychoneuroses, by Dr. William Phillips (Cardiff). 
12 noon. Discussion: The Treatment of Obstinate Heart 
Failure. To be opened by Dr. D. Evan Bedford (London). 


CHILD HEALTH 

President: Professor C. W. Vising, M.D., F.R.C.P., D.P.H 
(Leeds). 

Vice-Presidents: Professor R. S. Illingworth, M.D. 
F.R.C.P., D.P.H., D.C.H. (Sheffield); 

B.S., D.P.H. (Nottincham) ; Profes 
F.R.CJ-Ed., F.R.S.Ed. (Leeds). 

Hon Secretaries : L. J. Prosser, 

Ripon Road, Harrogate ; T. Colver, 
moot Place, Sheffield, 10. 

Meeting-place : Grand Hotel. 


Newtfi, M.B., 

raig, M.D.. 

\ 

'c.H., 11, 
\ Clare- 
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The following programme has been arranged : 

Wednesday, June 29. — 10 a.m., Discussion : Common Feed- 
ing Difficulties in Infancy. To be opened by Professor R- S. 
Illingworth (Sheffield), followed by Dr. Frances Charlotte 
NarsH (York), Dr. Stanley G. Graham (Glasgow), and Dr. 
Jean Mackintosh (Birmingham). Discussion: Domiciliary 
Care of the Premature Child. To be opened by Dr. F. J. W. 
Miller (Newcastle-upon-Tyne). 

Thursday, June 30 (Combined Meeting with Section of Pre- 
ventive Medicine). — 10 a.m., Discussion ; Behaviour Difficulties 
in Childhood. To be opened by Dr. Mildred Creak (London), 
followed by Professor C. W. Vining (Leeds), Dr. H. C. Cameron 
(London), Dr. A. A. E. Newth (Nottingham), and Dr. W. S. 
Macdonald (Leeds). 3 p.m., Demonstration of Cases and 
Radiographs of Tuberculosis in Childhood, at Scotton Banks 
Sanatorium, by Dr. Vincent Ryan (Knaresborough). 

/ 

DERMATOLOGY 

President : J. T. Ingram, M.D., F.R.C.P. (Leeds). 
Vice-Presidents : Brian F. Russell, M.D., M.R.C.P., D.P.H. 
(London); P. B. Mumford, M.D., F.R.C.P. (Manchester); 
Geoffrey Hodgson, M.B.E., M.D. (Cardiff). 

Hon. Secrctaiies : S. T. Anning, M.D., M.R.C.P., 5a, Shaw 
Lane, Leeds, 6 ; H. J. Wallace, M.D., M.R.C.P., 80, Harley 
Street, W.l. 

The following programme has been arranged; 

Thursday, June 30. Meeting-place : Prince of Wales Hotel 
(Combined Meeting with Section of Obstetrics and Gynaeco- 
logy). — 10 a.m., Discussion : Pruritus Vulvae. To be opened 
by Professor T. N. A. Jeffcoate (Liverpool) and Dr. G. A. 
Grant Peterkin (Edinburgh), followed by Dr. Elizabeth Hunt 
(London). 

Friday, July /. Meeting-place : Majestic Hotel. — 10 a.m.. 
Discussion : Psoriasis. To be opened by Dr. H. W. Barber 
(London), followed by Dr. Brian F. Russell (London) and 
Dr. J. H. Twiston Davies (Manchester). Occasional Paper: 
The Uses and Abuses of Chemotherapy in Dermatology, by 
Dr. F. F. Hellier (Leeds). 2.30 p.m., Clinical Meeting at 
Royal Bath Hospital. 


NEUROLOGY AND PSYCHIATRY 
President: W. Russell Brain, D.M., F.R.C.P. (London). 
Vice-Presidents : W. R. Henderson, O.B.E., M.B., Ch.B., 
F.R.C.S. (Leeds) ; David Robertson, M.D. (York) ; R. G. 
Gordon, M.D., F.R.C.P.Ed. (Bath). 

Hon. Secretaries: James Valentine, M.B., Ch.B., D.P.M., 
Scalebor Park, Burley-in-Wharfedale, near Leeds, Yorks ; 
Helen E. Dimsdale, M.D., M.R.C.P., 41, Devonshire Street, 
Portland Place, London, W.l. 

Meeting-place : Majestic Hotel. 

The following programme has been arranged : 

Wednesday, June 29. — 10 a.m.. Discussion : Intractable Pain. 
To be opened jointly by Dr. J. Purdon Martin (London) and 
Mr. Wylie McKissock (London), followed by Dr. E. B. 
Strauss (London), Psychiatric Aspect ; and Dr. Andrew 
Wilson (London), Pharmacological Aspect, 

Thursday, June 30 (Combined Meeting with Section of 
Surgery). — 10 a.m., Discussion: The Treatment, After- 

Treatment, and Sequelae of Closed Injuries to the Head. 
To be opened by Professor Norman McOmish Dorr (Edin- 
burgh), followed by Dr. W. Ritchie Russell (Oxford), Re- 
habilitation after Head Injury ; and Dr. E, Stengel (Chichester), 
Psychiatric Aspects of Head Injury. 

OCCUPATIONAL HEALTH 

President: Professor R. E. Lane, M.D., F.R.C.P, 
( Manchester). 

Vice-Presidents : Professor G. P. Crowden, O.B.E., D.Sc., 
M.R.C.P. (London) ; F. S. Cooksey, O.B.E., M.D., D.Phys.M. 
(London); W. Blood, M.R.C.S., L.R.C.P. (London). 

Hon Secretaries; Charles Cresdee, M.R.C.S., Whs End, 
Fixby Road, Huddersfield ; R. S. F. Schilling, M.D., D.P.H., 
Department of Occupational Health, University of Manchester, 
Manchester, 13. 

Meeting-place : Majestic Hotel. 


The following programme has been arranged: 

Wednesday, June 29. — 10 a.m., Discussion: The Developmcn 
of a Comprehensive Medical Service for Industry. To bi 
opened- by Dr. Donald Stewart (Birmingham), followed b; 
Dr. Stuart Laidlaw (Glasgow) and a general practitione 
(name to be announced later). 

Thursday, June 30. — 10 a.m., Discussion: Tuberculosis an; 
Occupation. (1) Tuberculosis in the Boot and Shoe Trade 
by Dr. Alice Stewart (Harrow-on-the-Hill) ; (2) Mass Radio 
graphy in Industry, by Dr. W. Pointon Dick (Denham) 
(3) Rehabilitation and Resettlement, by Dr. F. R. G. Heai 
(L ondon). J 

OPHTHALMOLOGY 

President: James Fison, M.D. (Harrogate). 

Vice-Presidents: John Marshall, M.C.. M.B., Ch.B. 

D.O.M.S. (Glasgow) ; N. P. R. Galloway. M.B., Ch.B., D.O 
(Nottingham); A. B. Nutt, M.B., B.S. (Sheffield). 

Hon. Secretaries: Jane A. M. Shepherd, M.B., Ch.B. 
D.O.M.S., 39, Harlow Oval, Harrogate ; P. D. Trevor-Roper 
M.B., B.Ch., F.R.C.S., D.O.M.S., 126, Harley Street, W.l. 

Meeting-place : Masonic Hall, Harrogate. 

The following programme has been arranged: 

Thursday, June 30. — 10 a.m.. Discussion: Ophthalmology ii 
Relation to Diseases of the Skin. To be opened by Mr. J. H 
Dogcart (London), followed by Dr. Alice Carlton (Oxford 
and Dr. 1. B. Sneddon (Sheffield). Afternoon, Occasiona 
Papers: (1) Scleromalacia Pcrforans. by Mr. H. V. Ingras 
(Newcastle-upon-Tyne); (2) Angiomatosis Retinae, by Mr 
A. G. Cross (London) ; (3) Watery Eye, by Mr. John Marshal] 
(Glasgow). 

Friday, July 1 . — 10 a.m., Occasional Papers: (1) Toxo 
plasmosis, by Mr. A. B. Nurr (Sheffield) ; (2) Practical Oph 
thalmology in Spain and Holland in 1948, by Mr. John Fostei 
(Leeds). 

ORTHOPAEDICS 

President : R. Broomhead, M.B., F.R.C.S. iLeeds). 

Vice-Presidents: C. Gordon Irwin, M.B., F.R.C.S. Ed 
(Newcastle-upon-Tyne); H. Jackson Burhows. M.D., F.R.C.S. 
F.R.A.C.S. (London); F. W. Holdsworth, M.B., M.Ch. 
F.R.C.S. (Sheffield). 

Hon. Secretaries: Ian Lawson Dick, M.B., Ch.M. 
F.R.C.S.Ed., 2. Walmer Villas, Manningham Lane, Bradford 
J. P. Campbell, M.B., Ch.B., F.R.C.S.Ed., 1, Tavistock Avenue 
Mapperley Park, Nottingham. 

Meeting-place : Majestic Hotel. 

The following programme has been arranged : 

Tuesday, June 2S. — 10 a.m., Discussions : (I) Closed Fracture: 
of the Shaft of the Radius and Ulna. To be opened bj 
Mr. E. Mervyn Evans (Birmingham), followed by Mr., F. W 
Holdsworth (Sheffield) and Mr. Ian Lawson Dick (Bradford) 
11.30 a.m., (2) Upper Limb Pain due to Lesions of the Thoracic 
Outlet. To be opened by Professor Lambert Rogers (Cardiff) 

Wednesday, June 29 (Combined Meeting with Section oJ 
Rheumatology). — 10 a.m., (1) The Structure and Functions ol 
the Synovial Membrane, by Professor D. V. Davies (London) 
followed by The Varieties of Pathological Reactions Encoun- 
tered in Human Synovial Tissues, by Dr. D. H. Collins (Leeds) 
(2) Partial Denervation of the Hip-joint in Osteoarthritis, illus- 
trated by film, by Mr. H. Petty (Leeds) ; followed by Indica- 
tions for Vitallium Mould Arthroplasty of the Hip and Survej 
o'f End-results, by Mr. R. Broomhead (Leeds). (3) Physica" 
Treatment of Arthritis. To be opened by Dr. H. F. Turnei 
(London). 

Thursday, June 30, and Friday, July 1. — 2.30 p.m., Roya! 
Bath Hospital. Demonstration : The Role of Surgery ir 
Rheumatism. “ Movement is Life ” (Lucas-Championniere). 

OTO-RHINO-LARYNGOLOGY 

President: A. B. Pavey Smith. M.C.. M.B., F.R.C S 
(Harrogate). 

Vice-Presidents: W. I. Daggett, M.B., B.Ch., F.R.C.S 
(London); R. Garnett Passe, F.R:C.S., D.L.O. (London). 
George Seed, M.B., Ch.B., F.R.C.S., D.L.O. (Leeds). 

Hon. Secretaries: J. E. Rees, M.R.C.S., L.R.C.P., D.L.O 
10, York Place, Harrogate ; H. S. Sharp, M.B., B.Ch., F.R.C.S. 
149, Harley Street, W.l. 

Meeting-place : Cairn Hydro. 
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The following programme has been arranged: 

Thursday, June 30. — 10 aa, Discussion: Nasal Allergy. To 
, 'be opened by Mr. R. R. Simpson (Hull), followed by Pro- 
fessor R. B. Hunter (Dundee), Mr. I., Gerrie. (Aberdeen), Dr. 
N. Southwell (London), and Dr. H. H. Moll (Leeds). 

Friday, duly i. — 10 am.. Discussion: Acute Respiratory 
Obstruction in Infants and Young Children. To be opened 
by Mr. G. E. Archer (Manchester), followed by Dr. Mary J. 
WtLMERS (London), Mr. J. H. Otty (Bradford), and Dr. E. C. 
Benn (Leeds). 

PREVENTIVE MEDICINE 

President: Professor R.' H. Parry, M.D., F.R.C.P., D.P.H. 
(Bristol). 

Vice-Presidents: D. D. Payne, M.D., D.P.H. (Harrogate); 
C. Fraser Brockington, M.A., M.D., D.P.H. (Wakefield) ; 
R. H. H. Jolly, M.D., D.P.H. (Wolverhampton). 

Hon. Secretaries :p Hugh O. M. Bryant, M.B., Ch.B., D.P.H.. 
Health Department, Municipal Offices, Harrogate; H. J. 
Trenchard, M.B., Ch.B., M.R.C.P., Chest Clinic, 53, Green- 
hill Crescent, Harrow, Middlesex. 

Meeting-place : Grand Hotel. 

The following programme has been arranged : 

Thursday, June 30 (Combined Meeting with Section of Child 
Health).— "l0 a.m., Discussion : Behaviour Difficulties in Child- 
hood. To be opened by Dr. Mildred Creak. (London), 
followed by Professor C. W. ViNtNG (Leeds). Dr. H. C. 
Cameron (London), Dr. A. A. E. Newth (Nottingham), and 
Dr. W. S. Macdonald (Leeds). 

Friday, July l, — 10 am.. Discussion: Marriage and Preg- 
nancy in Relation to Tuberculosis. To be opened by Dr. 
! F.'A. H. Simm'onos (South Mimms), followed by Dr. R. C. 
Cohen (Braintree) and Dr. Jean Hallum (Birmingham). Occa- 
sional Paper: Recent Developments in Influenza, by Dr. C. H. 
Andrewes (Hampstead). 

RHEUMATOLOGY 

President : W. Yeoman. M.D. (HarTOgate). 

Vice-Presidents: G. Norman Myers, M.Sc., M.D., F.R.C.P. 
(Cambridge); G. D. Kersley, M.D., F.R.C.P. (Bath); H. F. 
Turney, D.M., M.R.C.P. (London). 

Hon. Secretaries : D. N. Ross, M.D., F.R.F.P.S., Royal Bath 
Hospital, Harrogate; Doris M. Baker. M.D., M.R.C.P., 9, 
Upper Wimpole Street, W.l. 

Meeting-place : Majestic Hotel. 

The following programme has been arranged: 

Tuesday, June 28. — 10 a.m., Discussion: (1) Rheumatoid 
Arthritis in the Young. To be opened by Dr. B. E. Schlesinger 
(London), followed by Professor W. S. M. Craig (Leeds) and 
Dr. Donald Wilson (Bognor Regis). (2) Clinical Lecture- 
Demonstration. Speakers not yet settled. 

Wednesday. June 29 (Combined Meeting with Section of 
Orthopaedics). — 10 am., (1) The Structure and Functions of 
the Synovial Membrane, by Professor D. V, Davies (London) ; 
followed by The Varieties of Pathological Reactions Encoun- 
tered in Human Synovial Tissues, by Dr. D. H. Collins (Leeds). 
• (2) Partial Denervation of the Hip-joint in Osteoarthritis, illus- 
trated by 'film, by Mr. H. Petty (Leeds); followed by Indica- 
■. tions for Vitallium Mould Athroplasty of the Hip and Survey 
of End-results, by Mr. R. Broomhead (Leeds). (3) Physical 
Treatment of Arthritis. To he opened by Dr. H. F. Turney 
(London). 

Thursday. June 30. and Friday, July J. — 2.30 pjru. Royal 
Bath Hospital. Demonstration : The Role of Surgery in 
Rheumatism. '• Movement is Life " (Lucas Championniere). 
-L30 p.m,. Report on Proceedings of International Congress of 
Rheumatology at New York, by' Dr. G. D. Kersley (Bath) 
j and others. 

, TROPICAL MEDICINE 

President: G. W. M. Findlay, C.B.E., M.D., F.R.C.P. 
(London). 

Vice-Presidents: Professor B. G. Maegraith. M.B., B.S., 
(Liverpool) ; Colonel H. E. Shortt, C.I.E., M.D., D.T.M., 
I.M.S. (Ret.) (London); J. Balfour Kirk, C.M.G.. F.R.C.P., 
D.P.H.'. D.T.M.&H. (London), 


Hon Secretaries: B. Cltve Nicholson, M.D., M.R.C.P., 
D.P.H., 24, Swan Road, Harrogate ; Clement C. Chesterman. 
O.B.E., M.D., M.R.C.P., D.T.M.&H., 7, Parsifal Road, N.W.6.' 

Meeting-place : Grand Hotel. 

The following programme has been arranged: 

Tuesday, June 28 . — 10 am.. Discussion : Tropical Diseases 
as Aftermath of War. To be opened by Air Vice-Marshal 
T. C. St. C. Morton (R.A.F.), followed by Dr. A. R. D. Adams 
(Liverpool), Dr. J. P. Caplan (London), Sir Gordon Covell 
(London), Professor G. J. Stefanopoulo (Pasteur Institute, 
Paris), and Dr. F. Hawking (London). 

Wednesday, June 29 (Combined Meeting with Section of 
Pathology and Bacteriology). — 10 a.m.. Discussion: Fat 

Metabolism and the Sprue Syndrome. To be opened by Pro- 
fessor A. C. Frazer (Birmingham), followed by Dr. Douglas 
Black (Manchester), Dr. K. D. Keele (London), and others. 


TIME-TABLE OF MEETING 

Key 

R. — events available for members of Representative Body and Ladies 
accompanying them. 

L. — events primarily arranged for Ladies. 

U. — events for all Members and Ladies accompanying them. • 

• — Academic Robes should be worn. 

Thursday. June 23 

5.00 p.m. — R. “Get-together” — Private Sherry Party — Dr. Bain's 

house, St. Ann’s, York Place. 

Friday, June 24 

9.00 am.— A.R.M. Inquiry Office open — Royal HaS. 

9.30 a.m. — Ladies’ Club open for registration — Prospect Hall. 

10.00 am. — Annual Representative Meeting — Royal Hall. 

H.OO am. — Civic Welcome to Representatives — Royal Hall. 

L. Orchestra and coffee — Lounge Hall. 

12.30 for 1.00 pm.— Lunch to Overseas Representatives — Queen 

Hotel. 

2.30 to 530 pm. — L. Coach tours. 

5.30 to 6.15 pm. — Tour of Royal Baths. 

8.00 to 10.00 pm— R. Coach tours. 

R. Bridge. 

R. Theatre. 

Saturday. June 25 

9.00 am. — A.R.M. Inquiry Office open — Royal Hall. 

9.30 am. — Annual Representative Meeting — Royal Hall. 

9.30 a.m. — Ladies’ Club open — Prospect Hotel. 

L. Orchestra and coffee — Lounge Hall. 

2.00 to 5.30 p.m. — L. Coach tours. 

5.30 to 6.15 pm. — R. Tour of Royal Baths. 

6.00 pm. — Press Cocktail Party — Fountain Court (Royal Baths). 

7.00 for 7.30 pm. — Glasgow Graduates' Dinner — Majestic Hotel. 

8.00 to 10.00 pm.— R. Coach tours. 

R. Dancing. 

R. Theatre. 

R. Bridge. 

Sunday. June 26 
R. Church Services. 

R. Tour of Royal Baihs. 

R. Tour of Royal Bath Hospital. 

R. Golf. 

R. Tennis. 

10.30 am. to 6.00 pm. — R. Long coach tours. 

2.00 to 530 p.m. — R. Short coach tours. 

8.00 pm. — R. Celebrity Concert— Royal Hall. 

Monday, June 27 

9.00 a.m. — Council Meeting — Coundl Room, Municipal Offices. 

9.00 am. — A.R.M. Inquiry Office open — Royal Hall. 

930 a.m. — Ladies’ Club open — Prospect Hotel. . . 

10.00 am. — Annual Representative Meeting — Royal Hall. 

10.00 a.m. to 1230 pm. — L. Coach tours. 

10.00 a.m. to 6.00 pm. — Coach tours. 

11.00 am. — L. Tour of Royal Baihs. 

L. Orchestra and coffee— Lounge Hall. 

2.00 p.m. — Reception Room open for registration — Sun Pavilion. • 

2.00 to 530 pm. — L. Coach tours. 

530 pm.— L. • Tour of Royal Baths. 

7.00 for. 730 p.m. — R. Representatives’ Dinner — Grand Hotel. 

9.00 p.m. — U. Annual General Meeting — Grand Hotel Ballroom. 
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Tuesday, June 28 

9.00 a.m. — Official opening of. Exhibition by President — Sun 
Pavilion. 

9.00 a.m. — Reception room open for registration — Sun Pavilion. 

9.30 a.m. — Ladies' Club open — Prospect Hotel. 

9.30 a.m. — Opening of Pathological Museum — Royal Bath Hospital. 

10.00 a.m. — Scientific Sections. 

10.00 a.m. to 12.45 p.m. — L. Coach tours. 

L. Orchestra and coffee — Lounge Hall. 

3.15 p.m. — L. Coach tours. 

3.30 p.m. — U*. Official Religious Service, St. Peter's Church. 

5.00 p.m. — U. B.M.A. Films— Grand Hotel Ballroom. 

5.30 p.m. — U. Tour of Royal Baths. 

5.45 p.m. — British Council Reception for Overseas and Foreign 
Delegates — Queen Hotel. 

6.00 p.m. — Medical Women’s Federation Sherry Party — Lounge Hal! 

(Fountain Court). — Open to all Medical Women (by 
invitation of Harrogate Members of M.W.F,.). 

8.30 p.m. — U*. Adjourned Annual General Meeting and 

Piesidcnt’s Address — Royal Hall (limited to 1,300). 

9.30 p.m. — U*. President’s Reception — Lounge Hall (limited to 

600). 


Wednesday, June 29 

9.00 a.m. — Council Meeting — Council Room, Municipal Offices. 

9.00 a.m. — Reception Room open — Sun Pavilion. 

9.00 a.m. — Exhibition open — Sun Pavilion. 

9.30 a.m. — Ladies’ Club open — Prospect Hotel. 

9.30 a.m. — Pathological Museum open — Royal Bath Hospital. 

10.00 a.m — Scientific Sections. 

10.00 a.m. — L. Notts Ladies' Challenge Cup Golf Competition — 
Starbeck Golf Club. 

10.00 a.m. — U. Childe and Leinster Cup Goif Competition — 

Oakdale Golf Club. 

10.00 a.m. to 12.30 p.m.— L. Coach tours. 

10.30 a.m. to 6.00 p.m.— L. Coach tours. 

11.00 a.m.— L. Tour of Royal Baths. 

L. Orchestra and coffee — Lounge Halt. 

2.00 to 6.00 p.m. — U. Coach tours. 

Melbourne Chess Competition— Prince of Wales Hotel. 

2.30 p.m. — Overseas Conference-Council Room, Municipal Offices. 

5.30 p.m.— U- Tour of Royal Baths. 

5.30 pan. — Empire Medical Advisory Bureau Cocktail Party for 

Overseas and Foreign Delegates—Lounge Hall (Fountain 
Court). 

S 30 p.m. — U*. Civic Reception — Royal Hall. 


Proposed amendments to council’s 

REPORT 

GENERAL MEDICAL SERVICES 
Constitution of General Medical Services Committee 

Amendment by Halifax: (1) That the General Medical 
Services Committee (formerly Insurance Acts Committee) 
should be reconstituted to form the executive body of all <,* 
general practitioners grouped within the framework of the 
B.M.A. in areas conforming to the present B.M.A. Divisional 
Areas. 

(2) That representatives on this , executive body should be 
elected direct by vote of practitioners. Each constituency 
should conform to the area of each Branch Council area of 
the B.M.A. The Central Conference may also elect 
representatives. 

(3) That this executive body should be subject to no other 
body by veto in matters which have been decided by a central 
conference composed of representatives of the practitioner 
group. 

(4) That this executive body should have direct access to the 
Minister of Health. 

ORGANIZATION t 

Election, of Central Council of the Association 

Recommendation of Council : That the number of members 
to be directly elected by members in the Branches and Divi- 
sions of the Association in Great Britain and Northern Ireland 
be increased from 22 to 37. 

Amendment by Bury: That the number of members of the 
Council elected by Branches should not be fewer than 42, and 
that these 42 or more be distributed among groups according 
to membership and strength. 

Amendment by Bury: That the term of membership of the 
ex officio members of Council be limited to three sears. 


Correspondence 


Thursday, June 30 

9.00 a.m. — Reception Room open — Sun Pavilion. 

9 00 a.m. — Exhibition open — Sun Pavilion. 

9.30 a jn. — Ladies’ Club open — -Prospect Hotel. 

9.30 a.m — Pathological Museum open — Royal Bath Hospital. 

10.00 a.m. — Scientific Sections. 

10.00 a.m — Treasurer’s Cup Golf Competition — Parmnl Golf 
Course. 

10.00 a.m, to 12.30 p.m— L. Coach tours. 

L. Orchestra and coffee — Lounge Hall. 

1.00 p.m. — Irish Graduates’ Lunch — Granby Hotel. 

2.00 to 5.30 p.m. — U. Coach tours. 

2.30 p.m. — Demonstration and tour — Royal Bath Hospital. 

3.00 p.m. — ‘Roman Catholic Service, St. Robert’s Church. 

4.00 p.m. — Division Garden Party — Majestic Hotel. 

Melbourne Chess Competition — Prince of Wales Hotel. 

5.00 p.m. — U. B.M.A. Films — Grand Hotel Ballroom.' 

7.30 for 8.00 p.m. — Annual Dinner — Majestic Hotel. 

Theatre. 

Bridge. 


Friday, July 1 

8.30 a.m. Annual Breakfast of the Medical Prayer Union — Harrc 

gate Hydro. 

9.00 a.m. Reception Room open — Sun Pavilion, 

9.00 a.m.— Exhibition open— Sun Pavilion. 

.30 a.m. Pathological Museum open — Royal Bath Hospital. 1 
a m - Ladies Club open — Prospect Hotel. 

10.00 a.m . — Scientific Sections. 

11.00 a.m. — L. Tour of Royal Baths. 

, Orchestra and coffee— Lounge Hall. 

-.00 to 6.00 p.m. — u. Coach tours. 

-.30 pan.— Demonstration and tour— Royal Bath Hospital. 

5.30 p.m.-U. Tour of Royal Baths. 

“•30 pan- — Popular Lecture— Royal Hall. 

I 


Midwives and Doctors 

Sir, — The letter from Dr. O. E. L. Sampson (Supplement, 
March 26, p. 166) is of extreme importance to the maternity 
services of this country, I am in a similar position to 
Dr. Sampson and share his fears. 

I read recently an address by Dr. Joan Moignard in Public 
Health, January, 1949, and I think that the following extract ' 
from her address is so important that it should receive much 
wider circulation among the profession. 

“ The provision of the free services of a doctor should be a great 
step forward in improving the maternity services, and I am quite 
certain that anyone who has heard the Minister of Health speak about 
it will have been convinced that it is a sincere and honest attempt 
to provide for all women advantages hitherto only available for the 
better-off sections of the community. And yet it is this provision 
that has caused most concern to everyone who is anxious about the 
quality of the service. 

“ Since July 5 there has been a remarkable eagerness on the part of 
general practitioners, many of whom previously had shown great 
reluctance to undertake midwifery, to book maternity cases, and 
yet they are the people who are complaining of being overworked. 
One cannot help having a suspicion (hat the fees for maternity work 
have a great influence on their actions. I personally have come 
across a number of cases where an expectant mother had no intention 
of booking a doctor until at a chance contact the suggestion that she 
should do so was made by the doctor himself. 

“ The consequence of this, to individual patients, who in all good 
faith are naturally anxious to avail themselves of what are under- 
standably regarded as the advantages of the" new provisions, is a 
matter for anxiety. The usual course of events seems to be this. The 
patient is advised to book a midwife to act as a maternity nurse. 
Antenatal care is undertaken by the doctor, the patient usually 
waiting in a crowded surgery for a somewhat perfunctory examina- 
tion, at which regular attendance is not insisted upon. Delivery' is 
undertaken by the midwife, who seems to change her status with 
amazing frequency, and the doctor may or may not see his patient 
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again for a post-naial visit, which only too 'often degenerates into 
merely a vagina! examination. 

“ Let us consider antenatal and post-natal care in more detail. 
Before July 5 this was carried out partly by the midwife visiting the 
patient at home, and partly at antenatal and post-natal clinics. Here 
an attempt was made to bring as many as possible of the advantages 
which maternity hospitals offer their cases to patients hating their 
babies at home. Of these 1 will mention only a few. Thorough 
general medical overhaul, routine obstetric examination, blood- 
jiressure and urine examination need no comment. Dental inspection 
> and any necessary treatment is offered by, most clinics, and the 
Ministry of Health has laid down that expectant and nursing mothers 
constitute a priority class for this service. Routine W.R., blood group- 
ing, and rhesus investigation are carried out iit most clinics, and the 
advantages of this are obvious. Welfare foods are available at the 
clinic, which is a saving of precious time and energy to the patient. 
General advice on the hygiene of pregnancy, diet, rest, exercise, 
clothing, and the requirements of the baby is given, and appropriate 
literature provided. It is very doubtful whether it is possible for a 
service of this sort of completeness to be provided other than by 
some type of clinic, and I wonder how many doctors’ patients are 
getting it at the moment. It is the sum of all these details, in addition 
to competent obstetric care, which helps to achieve healthy 
motherhood. 

“ The question of competence brings me to two other problems — 
the status of the midwife and the qualifications of doctors under- 
taking midwifery. Many of us in recent years have heard a little 
, too much of the professional status of midwives, which has been 
^exaggerated to extremes. But the fact remains that 96% of all 
confinements are normal, and I question whether anyone is more 
competent to undertake normal cases than the midwife, who is doing 
nothing but midwifery' and has the time and patience to await events 
without the thought of a long visiting list and a crowded surgery. 
One of the reasons for the very' good results obtained by midwives 
is that their work is strictly limited to what they are trained to do. 
and help must be summoned if these circumstances cease to obtain ; 
but their work must be backed up by good antenatal and post-natal 
services, and by good obstetrics when help is required. The midwife 
should be present with the patients at antenatal examinations, have 
full reports of all investigations and access to record cards, and have 
opportunities for discussing her patients with the doctor. At present 
in so many cases the midwife is booked as a maternity nurse, is 
denied all these facilities, but is left to deliver unaided, not her own, 
but someone else’s patient. 

“ One of the constant grumbles of midwives for many years has 
been that when they have needed to summon medical aid the quali’y 
of the help received has fallen far below their own standards and 
those of the antenatal arid post-natal care given at a clinic. It was 
hoped that when panels of general-practitioner obstetricians were 
formed this would be remedied. 

“The Royal College of Obstetricians and Gynaecologists has been 
considering this problem for a long time, and h3s repeatedly stated 
that in its view only suitably qualified doctors should undertake 
maternity work. .To this end it introduced the College’s Diploma 
in Obstetrics — the D.R.C.O.G. This is not in any sense a specialist 
qualification : it is a diploma awarded on the results of an examina- 
tion following a period of resident postgraduate training in a 
maternity hospital recognized by the College, and is intended solely 
Jo set a standard for general-practitioner obstetricians. I suggest lhat 
the possession of this diploma, which could be acquired with very- 
little effort by anyone who possesses the skill and knowledge he 
should have to do maternity work, should be required by obstetric 
committees from those wishing to be included in panels of general- 
practitioner obstetricians. *■ 

“ I do not propose to touch on probtems of organization and 
■v responsibility for services, but T would in conclusion like to put 
forward a scheme in outline which would meet these points that I 
have discussed. Assuming that only normal cases come under the 
domiciliary service, the midwife should be the responsible person in 
charge of the case. This provides for continuity of care, which from 
the patient’s point of view is a psychological necessity. The midwife's 
care should be backed up by an antenatal clinic staffed by a doctor 
qualified to undertake maternity cases. 'Whether these clinics are 
provided by the local authority or by groups of practitioners would 
vary according to local circumsiances. 

“There is nothing new in this. But there is one principle which 
needs to be satisfied in a good service, and that is that the person 
responsible for antenatal care should also be responsible for delivery. 
I do attach a great deal of importance to this. If no medical aid is 
needed at delivery, the requirement is fulfilled by the midwife who 
11 -has participated in the work of the antenatal clinic. But if medical 
aid is required I suggest that the doctor called should be the same 
doctor who has attended the patient at the antenatal clinic, and 
who - from that previous contact will inspire more confidence 
and bring more knowledge than someone seeing the case for the 
first time. With this type of arrangement adequate numbers of 
doctors who are suitably qualified would be available, and the quality 
of care given to each individual case would be greatly improved.’* 


I would add that the position has been aggravated by the 
profession's opposition to the recognition of the general- 
practitioner obstetrician, in spite of their lack of opposition 
to the recognition of the D.A. and D.O.M.S. I would also 
point out that there is absolutely no encouragement at the 
moment for any G.P. to undertake to become more proficient 
at this work, as the fees for his services are those that any 
G.P. can obtain. In conclusion I am sure that if things remain 
as they are, the Ministry will have to report a rise in the 
maternal and infant mortality rates after a year or two of the 
present unfortunate state of affairs. — I am, etc., 

London. N.2. , G. D. S. BiUGGS. 

Display of Hearing-aids 

Sir, — Mr. Ian G. Robin’s letter (Supplement, March 19, 
p. 157) points the case for a square deal for those manufacturers 
and distributors of hearing-aids whose standards of business, 
approved by the National Institute for the Deaf, give them the 
right, which in nearly all cases they have exercised, to be 
members of the Hearing-Aid Manufacturers Association. What 
little Press advertising is done by our members has to conform 
to our own regulations, made in the interests of the deaf public 
with the full approval of the National Institute for the Deaf. 

The policy of excluding our members' aids from hospital 
clinics is therefore a restraint upon firms who accept our rigid 
standards but not on those who do not accept them. It will 
certainly encourage doorstep sales to the detriment of sales on 
medical and personal recommendation, on which our members 
mainly rely. The policy also deprives the doctor of his 
hitherto fully acknowledged right to prescribe what is best 
for his patient. The restoration of hospital facilities for our 
members’ aids is therefore in the interests not only of the 
members themselves but also of the medical profession and 
the deaf public. — I am, etc., 

R. G. Staples. 

Secretary. Hearins-Aid Manufacturers .Association. 

London. N.21. and Soacty of Aural Technicians. 

Anticipate Legislation 

Sir. — The following appears in Harvey Cushing’s From a 
Surgeon’s Journal on p. 3?3‘ : 

" A long pow-wow afier dinner on the after-the-war problems 
of medicine, and the urgent need of formulating plans to meet the 
new situation which will doubtless arise. All agree that State 
medicine will come to play an increasingly important role, and the 
profession must anticipate legislation by formulating it themselves 
rather than having this done by politicians and lawyers.” 

The date is June, 1918, and the place Boulogne. — I am, etc., 

London. W.t HeNRY MacCorMAC. 

Plea for Moderate Lists 

Sir, — D r. J. W, O. Holmes’s letter (Supplement, March 26, 
p. 164) condemning the tapering capitation fee is so well argued 
that I feel I must attempt a reply in favour of the more 
moderate numbers. There are some cases which, there would 
be general agreement, G.P.S should cope with unaided ; there 
are others which it is their plain duty to send to hospital ; but 
there is a large group in which there can be no general 
agreement because of the personal factor. 

Let us consider a keen man aged 30 with some 2.000 patients. 
He does a little minor surgery, attempts some common-sense 
psychological medicine, and keeps at home those seriously ill 
patients whom he believes likely to do best at home. Perhaps 
he also occasionally manages to talk to a consultant or watch 
an operation when one of his own cases is involved — very- 
good for him and for the consultant and for the conduct of the 
case. These are all time-consuming activities and he is 
genuinely busy and useful. As the years go by his list grows, 
but the day remains the same length. He cannot afford to 
refuse that growing fist. 

Ten years later he will have become a second-class sorting 
machine, “ passing the buck ” whenever he can justify this to 
himself (and how easy it becomes), caring for his 4.000 to 
their satisfaction but to that of no one else, spending far too 

1 A Siren's Journal 1915-1918 , by Haney Cushing. London : Cons table. 
1936. 
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much of : his time signing thc'cettificates and prescriptions they 
demand, writing numerous inadequate little notes to the 
hospitals and clinics of the area, and, if he has much 
imagination, disliking his work and himself. 

It may be, Sir, that a man who is a naturally rapid worker 
and good organizer really can care for 4,000 — or 8,000 — ■“ pro- 
perly.” It is obvious that a muddler or leisurely worker cannot. 
The real point is that we want to encourage the average decent 
G.P. to look after a moderate-sized list well and comprehen- 
sively rather than have a huge list which he cannot possibly 
care for as he ought. 

Some sort of balance between payment per caput and pay- 
ment for work done must be our aim. The present maternity- 
case fees are a help. The payment of liberal fees for all the 
minor jobs, such as diphtheria immunization— done sometimes 
in clinics and sometimes by G.P.s — would do a little to further 
the same principle. Beyond that I see appalling administrative 
difficulties arising. 

As regards the future of general practice I have given a very 
gloomy prognosis with profound 'conviction. I have indicated 
a hopeful line of treatment, with very great difficulties in the 
way. Have we collectively a sufficient realization of what is 
happening, and is going to happen, to make us do anything 
about it ? — I am, etc., x 

Woodford Green. Essex. GROGONO. 

Different Capitation Fees 

Sir, — In the correspondence about sliding capitation fee • 1 
have seen no reference yet to what to me is a far greater 
injustice— namely, the difference in the capitation fee in differ- 
ent areas. In the Press to-day the capitation fee for the nine 
months is stated to be 13s. for Eastbourne and 11s. 5d. for 
Hastings. To have a difference of Is. 7d. for two such similar 
places seems completely wrong. Cannot some scheme be 
devised to get rid of such discrepancies, as Is. 7d. must mean 
a very marked difference in the incomes of two men who each 
have, say, 2,500 persons on their lists ? — I am, etc.. 

Faxntiam. Surrey. WARD. 

Early Bird 1 

Sir,— I really thought that the limit had been reached as 
regards requests for certificates, but I was approached last 
week for what I consider is the star turn up to date. One of 
my male patients breezed into my consulting-room (“ breezed 
in ” is the right expression) and opened up the conversation 
by saying it was a long time since he had troubled me. I got 
his medical record-card out of the drawer and found that he 
last consulted me in July, 1947, on account of eczema, and that 
this disease was the only condition for which he had consulted 
me during the last six years. He is a fit-looking man aged 53. 

He then stated that all he required was a note to say that he 
was not fit to run to catch a bus. Further inquiry elicited the 
fact that he is employed at one of those factories which are 
sufficiently large to have a private fleet of buses to transport 
the work-people to and from home, and anyone who has passed 
such a factory at closing' time will have noticed the stampede 
of employees to get to the buses. He then produced a certifi- 
cate from the works doctor certifying that he could leave work 
five minutes early in order to catch the bus, and he informed 
me that the works doctor had told him to get a similar note 
“ off his own doctor ” to put things right. The man was quite 
indignant when I refused to issue the certificate, and he stated 
that “ they were all getting them.” 

I expect the next certificate which the patient will demand 
from the doctor to whom he transfers will be one to enable 
him to leave work ten minutes early to avoid the rush of those 
leaving work five minutes early. — I am, etc., 

Manchester. JAMES O’GrADY. 

All-in Sendee 

Sir, — It appears that the public are not fully aware of what 
was promised to them when the National Health Service came 
into operation. The four following points require considera- 
tion and should be pressed for : 

(1) The insistence on the right of the community to avail them- 
selves of benefits of the N.H.S. at any level— i.e., an individual can- 
not consult a doctor privately (as many thousands would) and be 


entitled to have medicines (which are a much bigger imposition 
financially) supplied by the State. 

Of course, such an individual would not be registered with a doctor, 
and therefore the capitation fee would be saved to the State. 

(2) Patients who want to occupy private accommodation have to 
pay the full specialist and hospital charges. They cannot pay just 
the difference between private accommodation and State Service 
charges, to which they are entitled anyway. Here again a saving 
to the State would be effected. 

(3) The problem of hostels for old people, particularly the financial 
side, has not been gone into nearly thoroughly enough. It is very 
costly for an elderly person or his relatives to pay £4 or £5 per 
week for maintenance in a hostel (although those I have heard about 
are fully worth this price). Thus a prospective inmate with accumu- 
lated capital of £600 would find it swallowed up in three years. The 
fear of this must prevent quite a number of would-be aspirants from 
applying to enter such hostels. Arrangements should be made for 
them to have this accommodation even though their capital has 
dwindled away. 

(4) The plight of those in (he middle classes who are semi-invalid 
or confined to bed is indeed pitiful. The drain on their accumulated 
resources is very serious. Of course they may be admitted to a 
Social Welfare Institution or chronic-sick ward of a hospital if such 
accommodation is available, and it certainly is not to-day, or they 
(this is what happens in the great majority of cases) remain domi- 
ciliary patients in their own homes or those of their relatives. This 
in most cases entails the employment of trained or partly trained 
nurses, and changes of bed linen and other invalid accessories, which 
arc in these days unreasonably expensive. A system of nursing 
grants; say from £4 to £6 (which latter is the cost of maintenance in 
the State hospital) for those who arc unfortunate enough not to 
be able to avail themselves of hospital treatment should be instituted. 
Among this category, which cannot be regarded as being within 
the higher-income group, may be included the general practitioners 
themselves. 

Another point has occurred to me with regard to the 
economy of this “all-in” health se’rvice — that is, the reclama- 
tion of gold from dental plates on the demise of the wearer. 
In the same way glasses procured as National Health Service 
benefits should be returned. — I am, etc., 

Ruthin. DcnbiEMiire. TREVOR Hl’GUES. 

Mileage Payments 

Sir, — Surely it would take but little trouble for our executive 
to ascertain how much per mile travelled we are being paid. 
My own figure for the first nine months works out at nearly 
6d. per mile now that a final payment has been made. Can 
anyone seriously suggest that this is reasonable ? How can 
it happen that in a national service one executive council is 
able to pay 25% more than its immediate neighbour? — 1 
am, etc., 

Launceston. Cornwall. DON’ALD M. O’CONNOR. 

Abolish Assistantships 

Sir. — While 1 have contributed to the correspondence on 
abolition of assistantships ( Supplement , Feb. 26, p. 115) I can 
find little with which to disagree in the reply of the one pro- 
tagonist of assistantships (“ A. B. C.,” Supplement, April 2, 
p. 216). ^The fact is that he has completely missed the point. 
We do not object to a period of assistantship preceding a 
partnership or as training in introduction to general practice, 
but we do most strenuously object to the exploitation of young 
doctors with a view to . neither partnership nor training. 

It may be outside the experience of “ A. B. C.,” but it is 
certainly within the bitter experience of many of us, that 
doctors are employed to do the donkey work of a large prac- 
tice at a mere pittance, because the very structure of the N.H.S, 
makes it almost impossible for them to achieve the glory of 
becoming a principal. — I am, etc,. 

Another Assistant. 

Assistantships 

Sir, — The views of your correspondent “A. B. C.” ( Supple- 
ment , April 2, p. 216) are understandable, coming as they do 
from a practitioner nurtured in an age When' industry', oppor- 
tunity, and enterprise were the main ingredients of success. 
' However, it should now be obvious to all that all such arrange- 
ments as partnerships and assistantships are redundant except 
in so far as they suit the personal conveniences of the parties 
concerned. The attitude of “ I had to do it the hard way, 
why shouldn’t you ? ” dies hard, but once it has died there is 
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no clear reason why any man who' has put in many years of 
arduous and costly training should not go forth into the world 
and earn a four-figure income. 

The idea that a period of assistantship extending over months 
or years is necessary in order that he may learn his job is 
rather amusing. The period of apprenticeship is served in 
hospital under the “all work and no pay” system, and any 
doctor who has completed one or two house appointments in 
general medicine and surgery is, in my view, more than com- 
petent to deal with general practice as it is understood to-day, 
and certainly far more abreast of recent developments in 
medicine than are the rank and file of his senior colleagues. 
The junior - practitioner is more likely to err in the direction 
of over-caution as a result of his hospital training, so that, 
far from adding to his already stupendous mass of knowledge, 
a preliminary period of “ unlearning ” would appear to be 
indicated in order to enable him to arrive at a correct assess- 
ment of the clinical condition of his patients. — 1 am, etc.. 

X. Y. Z. 

Graduated Capitation Fee 

Sir, — T here have been a number of letters in the Supplement 
of late by doctors with large lists imputing to doctors with small 
lists laziness, inefficiency, and unpopularity ; also suggestions 
that such doctors are being subsidized by colleagues with large 
lists. Counter-imputations of money-grubbing, popularity- 
seeking, and hurried work could likewise be made against large- 
list doctors by small-list doctors. It is not unlikely that such 
imputations and counter-imputations more or less cancel one 
another out from the point of view of justifiability. It remains 
indisputable, however, that the smaller one’s list the greater 
one’s expenses in relation to income. Rent, rates, food and 
fuel, attendance on door and telephone, motor-car and tele- 
phone expenses — the main items of essential expenditure — are 
little affected by the size of- one’s list The case, therefore, for 
a steeply graded capitation fee rests on a secure foundation on 
the grounds of expenses alone. 

As to the charge of small-list doctors being subsidized : we 
are all paid from a common pool, and there is no need for any 
doctor, to “ subsidize ” another by accepting on to his list more 
patients than the average number available to each doctor in 
the Service. — I am, etc., 

SVaJIavry. Cheshire. LENN’OX JOHNSTON. 

Whither Medicine ? 

Sir, — May I express my modest appreciation of Lord Horder’s 
address, “ Whither Medicine ? ” ( Journal , April 2, p. 557), 
which for me is a model of lucid exposition of our case, for 
a bigger voice in any scheme of National Health Service. 
v Ignoring recorded experience, the Health Minister has 
embarked on a policy of reckless beneficence which, as 
might have been foreseen, invites abuse. 

That Lord Horder’s historical survey will have any influence 
on our lawgivers is a hope too extravagant to entertain, but its 
careful study should convey the fact that omniscience is not 
the monopoly of the best-intentioned politicians of whatever 
shade. “Striving to better, oft we mar what’s well" is perhaps 
not inappropriate. — I am, etc., 

Southampton. ARTHUR KtNG. 

Exchange Control Medical Advisory Committee 

StR, — There is a medical dictum that “ more mistakes are 
made by not looking than not knowing.” This applies even 
to panels of “ independent consultants,” tuberculosis or 
otherwise. 

It is one of the tragedies of present-day medicine that the 
opinion of the man on the job and seeing the case counts for 
so little with “ officials ’’ ranging from admission clerks doubt- 
ing a diagnosis of, say, a fractured femur, to “leading 
specialists" doubting the suitability of treatment which has 
not the rubber stamp of being under their administration. 

In tuberculosis there is another old saying, which even the 
Exchange Control Medical -Advisory Committee will have 
heard, and that is that “ each case is "a law unto itself.” which 
makes it rash for anyone to say that any case is too advanced 
to be permitted treatment. 


Furthermore, when -there is a long delay in waiting for 
sanatorium treatment (last week one of my patients with a 
T.B.-positive sputum was - told he would have to wait four 
months for institutional treatment), are not the experts adopting 
a dog-in-the-manger attitude of “ we cannot cure you and we 
are not going to let anyone else try ” ? 

The case I have just quoted is all the more ironical comment 
on “ expert panels ” in that the man was invalided out of the 
Royal Navy in 1946 (he enlisted in 1938) as a neurotic, 
although one of the x-ray reports taken in 1944 had queried 
Koch’s disease, so even "expert committees” can be in error 
about tuberculosis. Lastly, is not control interfering with the 
fundamental human right to leave any country which was 
debated at UNO ? 

Manchester. S, SHUBSSCHS. 

Tuberculosis Officers 

Sir. — The announcement in the Supplement of March 26 
(p. 160) concerning the status of tuberculosis officers will come 
as a shock to workers in this important branch of medicine. 
They are not to be called physicians and specialists but senior 
hospital officers. Consequently their salary ranee will be from 
£1,300 to £1,750. It is a pity that such a retrograde step has 
been taken at this time. 

Up to July 5 the more enlightened public authorities were 
trying to increase the status of tuberculosis officers. During 
the past ten years their clinical responsibility has considerably 
increased. There are now large refill sessions and anything up 
to 200_refills a week. The tuberculosis officer has charge 
of in-patient beds. Owing to the bed shortage he has to do a 
vast amount of domiciliary visiting and frequently to initiate 
collapse therapy in the patient's home. The pre-war days when 
the patient could be got into a sanatorium within a fortnight 
of being notified are now gone, and he is under the care 
of the tuberculosis officer for many months before going to a 
sanatorium. In addition, the tuberculosis officer is now- 
expected to have a good knowledge of all diseases of the 
chest and is asked to give specialist opinion when patients 
are sent to him whether they are suffering from tuberculosis 
br not. 

Tuberculosis is an important disease and those afflicted by 
it are usually young people. Consequently it is well worth 
while to be able to treat them efficiently and to give them 
many years of useful life. Tuberculosis has always been 
looked down on, and its care has been an offshoot of the 
Public Health Department. This classification can only reduce 
the numbers of trained physicians who will wish to specialize 
in this branch of medicine, and the patient will suffer. — 
I am, etc., 

London, WZ. P * F. KEN-MSS. 

Cause of Hardship 

Sir, — At a recent meeting of our BALA. Branch it was slated 
that 37% of doctors in the United Kingdom have less than 
1,000 patients. This is a staggering figure and would be even 
if the number were less than 2,000, and makes the Ibading of 
the first 1,000 patients a duty. One reads many indignant letters 
from doctors with the maximum number of patients against this 
suggestion, many stating that they have worked so hard in the 
past under uncongenial surroundings that they should now 
be very liberally rewarded. 

Personally, I work in an industrial town in Lancashire and I 
find neither the work nor the surroundings uncongenial. I work 
here because I like it. There are few, if any, industrial towns 
or cities without good country within a few miles. The doctors 
now hardest hit did not ask for the new Service nor did they 
complain before July, 1948. They did a job of work for which 
they must have been satisfactorily rewarded in spite of the 
small numbers of patients they cared for, and it is only the 
Dew imposed method of remuneration which has caused hard- 
ship. They are still doctors, still colleagues, still entitled to a 
decent living, and the sooner the Idea- is banished that Only the 
efficient doctor has large numbers of patients the better. If 
this last were correct, then efficiency and all the other adjectives 
applied to the doctor with the large list could be freely bought 
before July 5, 1948. — I am, etc., 

Sl Helens, Lancs. 


J. Kay. 
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ASSOCIATION NOTICES 


SUPPLEMENT to the 
British Medical Jodrial 


B.M.A. LIBRARY 

The following books have been added to the Library: 

Lyle, T. K., and Jackson, S. : Practical Orthoptics in the Treatment 
of Squint. Third edition. 1949. 

Mott, P. D,, and Roemer, M. L: Rural Health and Medical Care, 
1948. 

Novak, E. : Textbook of Gynecology Third edition. 1948. 

Ogilvie, Sir W. H. : Suigery: orthodox and heterodox. 1948. 
Otterstrom, E. : Delinquency and Children from Bad Homes. 1946. 
Roughead, W, (Editor): Burke and Hare (Notable British Trials). 
Third edition. 1948. 

Spaeth, E. B.: Principles and Practice of Ophthalmic Surgery. 
Fourth edition. 1948. 

c . <; . fintorcnchunaen fiber die Variation und Kovariation 

Menschlichen Auges. 1946. 

v • Zweite Aullage. Erstes Buch. 1948. 

i,.„ '■ i to Public Health. 1949. 

Thorner, M. W. : Psychiatry m General Practice. 1948. 

Van Hoosen, B.: Petticoat Surgeon. 1948. 

Walker, K., and Strauss, E. B,: Sexual , Disorders in the Male. 
Third edition. 1948. 

Walsh, E, B. : Clinical Neuro-ophthalmology. 1947. 

Wiener, A. S. : Rh Factor: selected reprints. 1948. 

Zinsser's Textbook of Bacteriology. Ninth edition revised by David 
T. Smith et al. 1948. 
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31 
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Diary of Central Meetings 
April 

Committee on Nursing, 10.30 a.m. 

Conference of Radiologists Group, 2 p.m. _ 
Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 

Central Consultants and Specialists Committee, 
10 30 a.m. 

Publishing Subcommittee, 11 a.m. 

Grants Subcommittee, 11.30 a.m. 

Ethical Rules Subcommittee ( Adjourned ), 3.45 p.m. 
Occupational Health Committee, 2 p.m. 

Organization Committee, 2 p.m. 

Film Committee, 2 30 p.m. 

May 

Central Ethical Committee, 2 p.m. 

Coroners Acts Committee, 2 p.m. 

Venereologists Group Committee, 2.30 p.m. 

Joint Committee of B.M.A. and National Veterinary 
Medical Association, 2 p.m. 

Council, 10 a.m. 

Scholarships and Grams Subcommittee, 11 a.m. 
British Pharmacopoeia Subcommittee, 2 p.m. 
International Relations Committee, 2 p.m. 


Branch and Division Meetings to be Held 

Cardiff Division. — At Lecture Theatre, The Engineer’s Institute, 
Park Place, Cardiff, Wednesday, April 27, 8 p.m. Mr. Ralston 
Paterson: “The Application of Radiotherapy to the Treatment of 
Squamous Carcinoma.’’ 

Greenwich and Deptford Division.— At Brook Hospital, 
Shooters Hill, Woolwich, London, S.E., Thursday, April 28, 2.30 
p.m. Dr. J. V. Armstrong : Clinical demonstration of fever cases. 
Members from neighbouring Divisions are specially invited. 

Mid-Essex Division. — At Chelmsford and Essex Hospital, 
Sunday, May 1, 10 a.m. Mr. O. S. Tubbs: “The Modem Treatment 
of Congenital Heart Disease.” 

Scarborough Division. — At Scarborough Hospital, Thursday, 
April 28, 8.30 p.m. Mr, D. W. Currie: “ Carcinoma of the Cervix.” 


Meetings of Branches and Divisions 
Dumfries and Galloway Division 
At a meeting held on March 27 Mr. W. S. Mack, Glasgow, gave 
an interesting address on “ Male, Female, and Inter-sex.” The 
lecturer briefly discussed the historical aspect of hermaphroditism, 
and then reviewed some of the more recent work on the subject. 
The lecture was illustrated by lantern slides. 


Rochester, Chatham, and Gillingham Division 
A meeting was held at Rochester on March 20, with Dr. H. J. 
Hoby m the chair. About 40 medical practitioners were present. 

J a A s ad ! res r sed by Dr. J. A. Gorsky, on (n) Constitu- 
the Legal Situation as to the Formation of a 
Medical Trade Union, and (b> Remuneration of General Practitioners, 
resolved (a) that a new body be established for the better 
- - e interests of the medical profession in disputes with 
auth n °. n , tIC ? , and , oll F r bod,es - but that in view of the funda- 
i -J co ? n ,[ a <egal opinion on some of the most.important points 
considered by the committee the matter should be referred back 


Cor further consideration ; (6) that the recommendation of the General 
Medical Services Committee as submitted 10 the B.M.A. Council with 
regard to remuneration be approved. 

The resignation of Mr. Heath as Representative was accepted with 
much regret and a vote of thanks was extended. Dr. M. Landau 
was elected Representative. . 


H.M. Forces Appointments 


TERRITORIAL ARMY 

Territorial Army Reserve of Officers: Royal Army Medicai 

Corps 

Licutenant-Coionel D. G. Rice-Oxley, M.C., T.D., having exceeded 
the age limit, has relinquished his commission, retaining the rank of 
Lieutenant-Colonel. 

Major G. M. Frizell, T.D., from Active List, to be Major, and 
lias been granted the honorary rank of Colonel. 

Majors W. R. Sprout, T.D.. and 3. M. F. Whitbv. T.D.. from 
Active List, to be Majors, and have been granted the honorary rank 
of Lieutenant-Colonel. 

Major J. A. Anderson, M.B.E., from Active List, to be Major. 

Captain (War Substantive Major) I. G. Hardingc, from Active List 
to be Captain, and has been granted the honorary rank of Lieutenant- 
Colonel. 

Captain (War Substantive Major) J. A. S. Brown, T.D., frocr 
Active List to be Captain, and has been granted the honorary rank 
of Major. 

Major B. F. Longbotham, from Active List, to be Major. (Substi- 
tuted for the first notification in a Supplement to the London Gazeilt 
dated Dec 7, 1948.) 

Captain J. Nicholson, from Active List, to be Captain, and hat 
been granted the honorary rank of Major. 

Captain J. S. Macgill has relinquished his commission on accdun 
of disability and has been granted the honorary rank of Major. 

Captain (Acting Major) G. T. Ashley, from Active List, to b< 
Captain, and has been granted the honorary rank of Lieutenant 
Colonel. (Substituted for the notification in a Supplement to th< 
London Gazette dated Oct. 12, 1948.) 

Captain (War Substantive Major) D. H. Thomson, M.B.E., frorr 
Active List, to be Captain, and has been granted the honorary rani 
of Lieutenant-Colonel. 

REGULAR ARMY : EMERGENCY COMMISSIONS 
Royal Army Medical Corps 

War Substantive Majors A. W. S. Thompson, E. G. Holmes, J 
Marshall, and E. E. Satchwell have relinquished their commission! 
and have been granted the honorary rank of Lieutenant-Colonel. 

War Substantive Major I. G. Cameron has relinquished his com 
mission and has been granted the honorary rank of Major. 

Captain G. R. Ellis has relinquished his commission and has beer 
granted the honorary rank of Lieutenant-Colonel. 

Captains H. N. Reed and J. Ryder have relinquished their com 
missions and have been granted the honorary’ rank of Major. 

Captain J. White has relinquished his commission on account o! 
disability and has been granted the honorary rank of Maior. 

War Substantive Captain R. J. Elsberg has relinquished his com 
mission and has been granted the honorary rank of Major. (Substi 
tutecf for the notification in a Supplement to the London Gazetti 
dated March 23, 1948.) 

ROYAL AIR FORCE 

Group Captains E. C. K. H. Foreman, C.B.E., and J. Mac C 
Kilpatrick, O.B.E., to be Air Commodores. 

Wing Commanders H. C. S. Pimblett, C. Crowlev, G. A. M 
Knight, F. W. P. Dixon. M.B.E., C. A. Rumball, CkB.E., K.H.P. 
to be Group Captains. 

Wing Commander G. S. Strachan has retired on account oi 
medical unfitness for Air Force service, retaining the rank of Grouj 
Captain. 

Wing Commander G. O. Williams has retired. 

Squadron Leaders W. K. Stewart. A.F.C., J. L. Roche, H. L 
Jenkins, R. C. Jackson, P. A. Wilkinson, J. 1. M. Smith, C. G 
Burgess to be Wing Commanders. , 

Flight Lieutenants W. B. Thorburn, A. J. Barwood, D. Crichton 
M.B.E., and T. N. N. Brennan to be Squadron Leaders. 

To be Squadron Leaders: J. W. Reade, G. R. Bedford, T. H 
Redfern. and P. H. Blakiston. 

Flying Officer R. I. Meanock to be Squadron Leader. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
, Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Hougbton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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luring the last thirty-five years 237 cases of rodent ulcer 
ive come under the care of one of us (C. W.) and 210 
these occurred on the face or scalp, while 27 were found 
arise outside those confines (Figs. A and B). Summaries 
the case histories of these lesions found elsewhere than 
l the face or scalp are now given. 

Umbilical Region (3 Cases) 

Case I. — A man aged 58 presented himself in 1930 with a 
rge rodent ulcer to the left side of the umbilicus. He had 
st noticed a small pimple in this region some 12 years pre- 
ously. The ulcer was irregular in outline with a heaped- 
i and rolled-over edge (Fig. C). The ulcer measured 1+ in. 
.75 cm.) at its greatest diameter, and its base was moist and 
some parts covered by small sloughs. There was no enlarge- 


Face£- Scalp 




meat of axillary or inguinal glands. Excision of the ulcer 
together with the umbilicus was undertaken through an 
elliptical incision. Recovery was uneventful. Microscopically 
the ulcer was a typical basal-cell carcinoma. This patient was 
last seen in 1939, 
when he was in 
good health and 
there was no sign 
of recurrence. 

Case 2. — A man 
aged 60 was first 
seen in October, 

1937, with a small 
rodent ulcer just 
below the umbili- 
cal margin. It 
had been present 
for two years and 
was gradually 
getting bigger. 

The ulcer had an 

irregular edge and was + in. (125 cm.) across at its greatest 
diameter. Excision was undertaken through an elliptical inci- 
sion. Recovery was rapid and the patient was 
discharged from the hospital on the fourth post- 
operative day. Microscopically the growth was a 
typical basal-cell carcinoma. The patient was well, 
with no sign of recurrence, two yea rs la ter. 

1942 
the 

>rd 



Fin C . — Case 1. Rodent ulcer of the 
umbilical region. This lesion started as a 
pimple 12 >ears previously. 


Figs. A and B— Diagrams illustrating distribution of rodent ulcers. 


Case 3. — A seaman aged 47 
with a small raised growth just 
umbilical margin. There was 
area in the centre of the tumi 
thought he had been stung by a ■ 
at Alexandria some ten months 
growth was hard, with a raised 
no palpable glands in the 
region. Excision was 1 ■ 

I A elliptical incision. Recovery _ 
Mil I x) histological report stated that 
MU typical basal-cell carcinoma, 
tinued his war service and was 
quite free from any symptoms. 

Chest Wall and Back (3 

Case 4. — A man aged 59 was s 
an irregular ulcer the size of a ha 
middle of his back on a level *, 


' X 


\ 
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angles of the scapulae. The patient had been conscious of a 
lump on the back for some five years. Excision was under- 
taken through an elliptical incision. Recovery was uneventful. 
The histology was that of a typical rodent ulcer. 

Case 5 . — A man aged 64 was first seen in the out-patient 
department in November, 1945, complaining of an ulcer on 
the anterior chest W3ll about 1) in, lateral to the right sterno- 
clavicular joint. Some 19 years previously it had appeared as 
a spot the size of a pin-head. Gradually it became enlarged, 
and a crust formed on it. It was never raised above the 
adjacent skin surface. The ulcer was treated with x rays until 
March, 1947, at fortnightly intervals for courses lasting two 
to three months each. A total dosage of 4,100 units was 
given. Apparent cure was obtained twice but was followed by 
recurrence. On examination an irregular shallow depression 
was seen 1 in. (2.5 cm.) in diameter. It was almost entirely 
healed and epithelized, but part of the surface was covered 
by dry scabs. The surface was flat. The base was not 
depressed and the margin was not thickened or elevated, but 
there was an appreciable thickness and a certain stiffness as 
compared with normal skin. The ulcer was excised in June, 
1947. The pathological report stated : "There is a central 
warty growth with several outlying nodules. It is not ulcerated. 
The cut surface shows no naked-eye evidence of infiltration 
of the subcutaneous tissue. Section shows the histological 
picture of a rodent ulcer. There is no deep infiltration of the 
underlying tissues " (Plate, Figs. 1 and 2). 

Case 6 . — A man aged 59 came under observation in Decem- 
ber, 1948, with an ulcer on the left side of the chest wall. 
Thirty years earlier a small red nodule had appeared on the 

left chest wall 
level with the 
skin, and it had 
gradually en- 
larged, Ten years 
ago a scab 
formed over it, 
and six years ago 
it became ulcer- 
ated. On exami- 
nation an ulcer 
was found on the 
left chest wall in 
the mid-axillary 
line (Fig. D). The 
size of the ulcer 
was I by I in. 
(1.9 by 2.5 cm.). 
The edge was 
i r r e g u 1 a r and 
rolled over in parts. The centre was ulcerated and infected, 
and the surrounding skin showed some inflammatory erythema. 
There was no deep fixation. The ulcer was excised in December, 
1948. The pathological report was that of a typical rodent 
ulcer (Plate, Figs. 3 and 4), 



Ho D — Coseb RwSeni ulcer of left chest 
wall This lesion had appeared as a small 
pimple 30 years before. Ic had ulcerated only 
six years before. When seen m out-patient 
department the ulcer had become secondarily 
infected 


Anal Margin (4 Cases) 

Case 7. A man aged 62 was seen in February, 1915, wit! 
a small irregular ulcer to the left side of the anal margin. 1 
was about ) in, (1.25 cm.) in diameter, and had beer? preser 
for four years. The ulcer edge was hard and “ rolled over 
in places. There was no enlargement of the inguinal gland; 
Excision was performed under general anaesthesia, and a smai 
part of (he external sphincter ani muscle was removed with th 
ulcer. Recovery was uneventful, with full sphincteric contro 
On histological examination the growth was found to be 
typical rodent ulcer. 

Case 8, A man aged 64 was seen in December, 1920, with 
small ulcer the size of a cherry stone to the right side o 
the anal margin. The patient had noticed a “ pimple ” fo 
some years, but he could not be definite about its duratior 
Excision was performed under local analgesia and recover 
was uninterrupted. The histology was that of a rodent ulcer. 

Case 9.— A man aged 56 was seen in October, 1922. with 
lrTe S u 'ar ulcer the size of a threepenny-piece situate 
, Posterior part of the anal margin. The patient ha 
noticed the lump for five years. The growth was excised unde 


local analgesia, and recovery was rapid. The histology was 
that of a typical rodent ulcer. 

Case 10 . — A man aged 59 was seen in May, 1925, with a small 
irregular indurated ulcer to the left of the anal margin. It 
had been first noticed by the patient five years previously and 
was thought to have started in an external pile. On examina- 
tion there was an ulcer with a raised edge. It was about 1 cm. 
in diameter, and in one area it involved the anal margin. 
Excision was performed under local analgesia, part of the 
external sphincter ani being removed. Healing was rapid and 
there was no anal incontinence. Histology revealed a typical 
rodent ulcer. 

Thigh (4 Cases) 

Case JJ . — A man aged 54 was seen in March, 1916, com- 
plaining of an irregular ulcer on the outer side of his right 
thigh. It was the size of a split pea, and had been first noticed 
as a pimple two years previously. The ulcer had hard “rolled 
over” edges and had been irritated by the uniform trousers 
which the patient wore. Excision was performed under local 
analgesia. Histology revealed a typical rodent ulcer. 

Case 12 . — A marine officer aged 49 was seen in February, 
1918, with a small irregular ulcer measuring 1 cm. in diameter 
situated on the outer part of his right thigh. He thought he 
had knocked his thigh against a rail a year previously, but 
was not certain of this fact. The ulcer was excised under 
local analgesia. The histology was that of a typical rodent 
ulcer. 

Case IS . — A man aged 58 was seen in 1926 with an irregular 
ulcer on the outer side of his right thigh just below the greater 
trochanter. It was about 1 in. in diameter and had grown 
from a small pimple to its present size in eight years. It 
was excised under general anaesthesia. Histology revealed 
a typical rodent ulcer. 

Case 14 . — A male clerk aged 49 was first seen in November, 
1948, complaining of a growth on his left thigh. It had started 
eight years earlier as a small pimple and had increased slowly 
in size since then. It was not painful. There was a swelling 
the size of a halfpenny on the anterior surface of the left 
thigh 4 in. {10 cm.) vertically below the left anterior-superior 
iliac spine. Its outline was irregular, with raised edges and a 
slightly depressed centre. Consistency was firm and the edges 
were well defined. It was attached to skin, but not deeply. 
It was excised under general anaesthesia in November, 1948. 
Histological section revealed a typical rodent ulcer with some 
cystic degeneration (Plate, Figs. 5 and 6). 

Legs and Feel (2 Cases) 

Case I5.—A stoker aged 62 was seen in 1923 with a smalt 
ulcer the size of a split pea on the lower part of the anterior 
surface of his left leg. A “ pimple ” had been present for 
eight years, and he had worn a bandage over it while in 
Navy during the 1914-18 war. Excision was performed under 
local analgesia. Histology revealed a typical rodent ulcer. 

Case 16 . — A carpenter aged 59 was seen in 1926 with a 
small ulcerated area on the dorsum of his left foot. It was the 
size of a cherry stone and had been present for five years. The 
edge of the ulcer was irregulai and was "rolled over” in 
parts. Excision was performed under local analgesia. Histology 
revealed a typical rodent ulcer. 

Neck (4 Cases) 

Case 17 . — A married woman aged 49 was seen in September, 
1928, with a small ulcerated area the size of a split pea situated 
on the left side of the neck just lateral to the hyoid bone. 
It had started as a pimple eight years previously, when she 
was serving as a stewardess. The ulcer was irregular, with 
hard edges. Excision was performed under local analgesia. 
Histology proved the growth to be a rodent ulcer. 

Case 18 . — A man. aged 59 was seen in December, 1931, with 
a small ulcer just above the suprasternal notch. It had been 
present for four years and had started as a pimple. It was 
about the size of a cherry stone, with irregular edges. The 
patient had not worn a collar for three years because of the 
ulcer. Excision was performed under general anaesthesia. 
Histology revealed a typical rodent ulcer. 
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Case 19. — A married man aged 62 was seen in May, 1933. 
with a small ulcer the size of a sixpence just 'to the right of 
the ala of the thyroid cartilage. It began as a pimple and 
had been present for three years. Excision was performed 
under local analgesia. The growth was a typical rodent ulcer. 

Case 20. — A stoker aged 56 was first seen in July, 1936, with 

l ulcer the size of a large pea in the midline of the neck just 
ibove the suprasternal notch. The ulcer had hard raised edges 
and had been present for over a year. Excision was performed 
under local analgesia. Histology proved the growth to be a 
rodent ulcer. 

Arms and Hands (7 Cases) 

Case 21. — A stoker aged 52 was seen in March, 1919, com- 
plaining of an ulcer on the centre of his left forearm. This 
had first appeared seven years previously while he was working 
in a tanker. The ulcer almost healed at times, but always 
broke down again. When examined the ulcer was found to 
be the size of a threepenny-piece. Its edge was irregular and 
was firm in consistency. Excision was performed under local 
analgesia. Histology revealed a typical rodent ulcer. 

Case 22. — An ex-miner aged 62 was seen in April, 1924, 
complaining of a small ulcer just above his left antecubital 
fossa. The ulcer had started as a pimple three years previously 
and had appeared to heal over at times. It was the size of 
a split pea and its edges were irregular and firm. Excision 
was performed under local analgesia. Histology proved the 
tissue to be a rodent ulcer. 

Case 23. — A man aged 66 was seen in March, 1928, com- 
plaining of a small irregular ulcer on the upper anterior surface 
of his right upper arm. The ulcer had appeared as a very 
small lump three years previously. It was now an irregular 
raised growth 1-in. (0.6 cm.) in diameter. Excision was per- 
formed under local analgesia. Histology revealed a typical 
rodent ulcer. 

Case 24. — A married woman aged 52 was seen in May, 1930, 
complaining of an ulcer on the outer side of her left upper 
arm. The ulcer had started six years previously as a pimple 
and had gradually increased in size. It appeared to heal on 
three separate occasions. The ulcer was shallow, with a raised 
“rolled over” edge, and was the size of a cherry stone. 
Excision was performed under local analgesia. Histology 
revealed a typical rodent ulcer. 

Case 25. — A man aged 60 was seen in September, 1932. com- 
plaining of a small ulcer just below his right antecubital fossa. 
It had first 'appeared four years previously after a blow on the 
forearm by a hammer. It was irregular, with a hard edge, 
and was about 1-in. (0.6 cm.) in diameter. Excision was per- 
formed under local analgesia. Histology revealed a typical 
rodent ulcer. 

Case 26. — An electrician aged 69 was seen in December, 
’.>34, complaining of a small ulcer on the back of his left 
hand. It had started six years previously, after an electrical 
bum from a live wire. The ulcer was shallow’, with an 
■ivegular hard outline, and was +-in. (1.25 cm.) in diameter. 
'LxV'sion and repair of the defect by skin grafting was per- 
for led under general anaesthesia. Histology proved the growth 
to/ le a rodent ulcer. 

J 5 as c 27. — A man aged 56 was seen in May, 1940, complain- 
ing of a small ulcer on the back of his left hand. The ulcer 
/ as the size of a split pea, and it had a hard irregular edge, 
/ixcision was performed under local analgesia. Histology 
'showed the structure of a typical rodent ulcer. 

1 

' Discussion 

Basal-cell carcinoma, or rodent ulcer, is a tumour com- 
posed of ramifying, often pointed, processes which invade 
the dermis and subcutaneous tissues : or of lobules com- 
posed of cells which have the character either of the basal 
cells of the epidermis or of the cells lining the pilo- 
sebaceous ducts. Cells of true sebaceous typ e do not 
occur. Sometimes the connexion with the basal layer of 
the epidermis can be made out in sections ; in other cases 
continuity' with the pilo-sebaceous organs is demonstrable. 
The amount of stroma is variable, but is usually relatively 


large. It may be fibrous in the chronic types and embryonic 
in the more malignant tumours '(Sequeira et al, 1947). 

Epidermal skin carcinomata, whether of basal, squamous, 
or mixed type, arise intra-epidermally (Savatard, 1931). 
They are preceded by a hypertrophic change in the affected 
area of epithelium, which' results in the formation of a 
pre-rodent keratosis, finer and flatter than that of a 
squamous epithelioma (Moleswortb, 1927). 

The natural history of rodent ulcers is well illustrated by 
the above case histories. 

In 14 of the 25 cases the lesion first noticed was a 
“pimple” or small red nodule. Over a period of years, 
ranging most frequently from four to eight years, the lesion 
grows slowly'; the shortest history in this series was of 10 
months, the longest of 30 years. For some years there is 
no ulceration, but eventually the epithelium over the lesion 
breaks down. There may be abortive attempts at healing. 
This occurred in three cases of the series. Finally, how- 
ever, the patient is seen complaining of a chronic ulcer 
varying in size from i to 1| in. (0.6 to 3.75 cm.) in diameter. 

The patient is in the sixth and seventh decade of life 
(the youngest in this series was 47, the oldest u’as 69). 
Only two of the 25 patients were female. 

The ulcer is irregular in outline, with a heaped-up “ rolled 
over ” edge which is indurated and even hard to the touch. 
The floor may show clean granulations, or may bear sloughs, 
or may be scabbed over by crusts. There may be evidence 
of epithelization. There is little or no discharge. If the 
ulcer has become secondarily infected the base may be 
necrotic and the surrounding skin may show an inflam- 
matory erythema and induration. Typically there is ,no 
fixation deeply. The regional lymph nodes are not enlarged. 

Low- and high-power views of a typical rodent ulcer, and 
of a rodent ulcer showing cystic change, are presented in 
Figs. 3, 4, 5, and 6. 

Clinical Varieties 

The clinical appearance of basal-cell carcinoma is not 
uniform. The most satisfactory classification of the different 
types is that of Sequeira et al. (1947). 

Superficial Cicatrizing Type. — (1) The lesion may present 
as an irregular sclerotic scar surrounded by a rim of small 
greyish elevations. Tbe surface is smooth, but ulcerates when 
the lesion becomes more active. (2) A flat infiltration of the 
skin may be found, underlying an ivory or waxen surface. 
Ulceration occurs late. 

Non-Cicatrizing Type. — This is the typical rodent ulcer. It 
presents as a chronic, indolent, sloulv growing ulcer, which 
spreads superficially and deeply. 

The Terebrant Type. — This lesion may be highly malignant 
from the start, or may succeed the preceding types. New 
growth and ulceration progress very rapidly, in depth rather 
than on the surface, and the tumour is of great local 
malignancy. 

Multiplicity of Lesions 

Molesworth (1927) said that multiplicity of lesions in 
cases of rodent disease was commonplace in Australia. In 
this country rodent ulcers are often single, though two or 
three lesions in tbe same patient are not uncommon. 

There is, however, a group of cases in which multiple 
rodent ulcers are found as described b>’ Sequeira et al. 
(1947) and Johnson (1945). The lesions appear to be identi- 
cal with those described by Little (1923) under the name 
“ ervthematoid benign epitheliomata.” These multiple 
lesions are basal-cell carcinomata of the superficial cica- 
trizing variety. They occur in the form of a red plaque, at 
the edge of which is seen a very faint, wax-like, shiny, 
sinuous margin, narrow and raised ; much flatter than the 
rolled edge of a typical rodent ulcer but clearly of the same 
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nature (Little, 1923). Histologically a basal-cell carcinoma 
is seen with unusually shallow invasion of the corium by 
epithelial down-growths. These multiple superficial lesions 
are usually numerous, and are diffusely placed over the 
trunk and limbs. They may be associated with a more 
characteristic non-cicatrizing rodent ulcer somewhere on 
the body. 

Site 

Bland-Sutton wrote: “Although rodent ulcer arises' 
mainly on the face ... it may occur on the neck and 
pinna, but never, so far as I know, on the limbs.” Moles- 
worth (1927) had not seen rodent ulcer on the hands or 
forearms ; epithelial tumours in these areas he found always 
to be squamous epitheliomata. Sutton and Sutton (1942) 
said that the nose, forehead, upper lip, and covered parts 
of the trunk and extremities were preferred. Sequeira et al. 
(1941) described the site of election as the face above a line 
drawn just below the lobule of the ears and crossing the 
face below the nose. The inner and outer canthi, the side 
of the nose, particularly the alae, and about the ears were 
the commonest sites ; rarely the lips were affected. Basal- 
cell carcinoma of the trunk were rare. 

We have pointed out earlier in this paper that differentia- 
tion should be made between the typical non-cicatrizing type 
of rodent ulcer and the multiple superficial type. The latter 
is found diffusely distributed over the trunk and limbs. It 
is much less common to find typical single rodent ulcers 
in these sites. 

Savatard (1923) quotes a case reported by Trimble in 
which an ulcerated basal-cell carcinoma involved a large 
area of the anterior abdominal wall. Johnson (1945) 
appears to have reported especially cases of multiple super- 
ficial rodent ulcers ; among these there appear to have been 
one deep ulcer of the chest wall and one of the back. 
Lawrence (1941) reported two personal cases of basal-cell 
carcinoma of the anus and four cases found in the literature. 
Wilson (1941) reported four cases of basal-cell carcinoma 
of the vulva, and collected 23 additional cases from the 
literature ; he included transitional-cell carcinomata among 
his cases. Newland (1936), among 600 personal cases of 
rodent ulcer, found five on the upper extremity and one 
on the buttock. Little (1923) recorded two cases of single 
superficial rodent ulcer, one on the buttock, and one on 
the thigh. Pidrard and Dupont (1948) described under the 
name “ nodular epithelioma ” what were apparently cystic 
rodent ulcers — in one case on a leg, in the other on the 
scrotum. 

Treatment 

The morphoea-like or “ card-like ” tumours may be 
treated satisfactorily with CO, snow. Sutton and Sutton 
(1942) advocate Sherweli’s treatment for small lesions: the 
lesion is curetted, and acid nitrate of mercury is applied. 
For rodent ulcers in general, however, choice of therapy 
lies between excision and irradiation. 

Factors Which Influence Choice of Therapy 
The following points demand consideration. 

Site. — Regard must be had to both the accessibility and the 
proximity of important structures. Almost all rodent ulcers 
can be excised. With the development of skin grafting and 
plastic repair of skin defects there is now no site in which a 
rodent ulcer maV be found which is inaccessible to surgical 
excision. PlasticW-pair of eyelids or nose can be readily per- 
formed. When i'adiating rodent ulcers in some areas care 
must be taken that vital structures are not irradiated at the 
same time. 

Surface Area of Lesion. — AH small lesions are naturally 
the more readily excised. These lesions are also the more 
suitable for irradiation. Skin defects left by surgical excision 
can be readily covered by grafts or plastic repair. On occasion 


the cosmetic effect may be better from irradiation of large 
areas, but greater exposure to irradiation is necessary, with 
its attendant disadvantages. 

Depth of Penetration of Lesion .— This is difficult always 
to determine accurately. The more superficial a lesion the 
more accessible it is to irradiation, cither by radium or by 
x rays. But superficial lesions arc also readily treated by- 
surgery. Surgery' is the treatment of preference where penetra-'j 
tion is deep into bone or cartilage. 

Multiplicity of Lesions— in certain cases multiple super- 
ficial lesions may be adequately treated with CO- snov — 
namely, those of jnorphoca or “card-like” type, in some 
cases superficial irradiation may have practical advantages 
over multiple excisions. But in the cases with deeper multiple 
lesions (and there are not usually more than two or three 
deep rodent ulcers in the same patient) surgical excision is 
not only practicable but the method of choice. 

Age and State of Health of Patient .— Advanced age is nob) 
a contraindication to surgery, if the state of health of the 
patient is poor, local analgesia can almost always be used. 
Only rarely need a patient be condemned to irradiation on 
account of poor health. In patients of younger age groups 
surgical excision finds favour because with their longer cxpccta-, 
lion of life there is greater likelihood of the development of 
late complications of irradiation of the skin. 

Availability of Apparatus and Trained Staff . — The amenities 
of surgery and persons trained in their effective use are more 
generally available than adequate rndiothcrapeutic apparatus 
and trained radiotherapists. 

Surgical Excision and Irradiation Compared and Contrasted 

Surgical excision is applicable to any lesion, and is 
directed to the area involved and no more. Irradiation 
becomes technically more difficult the deeper a lesion pene- 
trates and the closer it lies to vital structures. Whereas one 
operation is required when surgery is practised, and the 
extent of excision necessary is readily gauged, multiple 
attendances for irradiation arc often necessary, and dosage 
of irradiation is not standardized. Owing to uncertainty of 
depth of involvement irradiation may fail to destroy the 
deeper layers of cells. Some cells of the tumour may be 
resistant to irradiation. The peripheral extent of the growth 
may not be appreciated without surgical excision, and an 
adequate area of tissue may not therefore be irradiated. 

The complications of surgical excision of rodent ulcers 
are negligible. Irradiation produces radiodermatitis, which 
may be followed bv telangiectasis and atrophy ; damage to j 
vital structures not involved by the growth may be e.wsfSl 
by gamma or x rays. 

By surgical excision confirmation of diagnosis is obtained. 
Montgomery (quoted by MacKee and Cipollaro, 1946) 
showed that 13% of skin carcinomata, diagnosed clinically, 
as basal-cell epitheliomata, contained prickle cells. These 
mixed or basal-squamous-cell epitheliomata are more 
radio-resistant than pure basal-cell tumours. 

Recurrences occur consistently in 5% of cases treated 
‘ by x rays. There should be no recurrence with adequate 
surgical excision. 

With regard to time, lost from work, admission to hos- 
pital, and mental trauma, the advantages are with surgery. 
In almost all cases rodent ulcers may be treated in the 
out-patient department under local analgesia. ‘ Arrange- 
ments can readily be made for premedication of the patients 
to diminish their worry. There is no danger of failure to 
complete the treatment with surgery as there is with the 
repeated visits so often necessary with radiotherapy. 

Lastly, in the treatment of the recurrences after failure of 
irradiation, surgery is the only satisfactory choice. Recur- 
rences tend to be more radio-resistant than the primary 
• growth. 
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Summary 

Twenty-seven cases of basal-cell carcinomata (rodent ulcers) 
are described occurring in sites other than the face and scalp. 
. The clinical varieties of rodent ulcer, the multiplicity of 
lesions, and their site are discussed. 

Treatment by surgical excision and that by irradiation are 
! compared and contrasted. 

, Surgical excision of all rodent ulcers is recommended. 

'Ve wish to express our thanks to the late Dr. ff. Creed, lately 
Director of Pathology, King’s College Hospital, to Dr. H. A. Lucas, 
and to Professor H. A. Magnus, Professor of Pathology in King's 
College Hospital, for their assistance with the histology of these 
tumours. We wish to acknowledge the assistance of Mr. W. Smith, 
of the department of photography, King's College Hospital, who 
prepared the photomicrographs. 
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STREPTOMYCIN TREATMENT OF 
TUBERCULOUS BRONCHOPNEUMONIA 
IN CHILDHOOD 

BY 

r. McLaren todd, m.d. 5 m.r.c.p., d.ch. 

Senior Lecturer in Child Health, University of Liverpool 
[With Photogravure Plate] 

This report is concerned with the use of streptomycin for 
tuberculous bronchopneumonia in childhood, and is based 
upon the treatment of eight patients admitted between 
January, 1947, and April, 1948, to the streptomycin centres 
under the auspices of the Medical Research Council at 
Alder Hey Children’s Hospital, Liverpool (7 cases), and the 
Royal Hospital for Sick Children, Glasgow (1 case). Two 
1, of the patients died, and the six- survivors have been fol- 
vpHowed up for periods of between 6 and 22 months sub- 
sequent to admission. 

Diagnosis 

Tuberculous bronchopneumonia simulates other types of 
j bronchopneumonia closely, the main clinical differences 
being the insidious onset, steady progress of symptoms, 
increasing pallor, flabbiness, and weakness, and the pro- 
gressive character of the abnormal pulmonary signs in 
1 tuberculous bronchopneumonia (Naish, 1933). The evidence 


upon which the diagnosis was based in our cases was as 
follows. 

History of Contact . — The tuberculosis officer of the local 
authority co-operated with us closely during this investiga- 
tion, and in seven cases a history of contact with a proved 
case of pulmonary tuberculosis was obtained (Table I)- 
History of Illness . — A period of ill-health varying from 
27 to 90 days before admission to hospital was a feature. 


Table I . — Contact History 


Contact j 

Site 

Film , 

| Sputum 

Details of 
Contact 

Stepfather 

Lungs 

Active 

tuberculosis 

| Positive 
| 

Living in same h ousa , 
has bad sanator- 
ium treatment 

Stepfather’s 

sister 

Lungs 



Living in same house 
until death from 
pulmonary tuber- 
culosa two yean 

2gO 

Mother 

Luncs 

Quiescent 

Negative 

Living in same house 

Brother 

(18 yean) 

Lungs 

Active 

Posiuve 

Living in same house 
and nursing the 
child for one 
month before en- 
tering sanatorium 

Grand- 

mother 

Lungs 

Acme 

Positive 

Living in same house 
for tint 15 months 
of child’s life 

Father 

Lungs 


i ~ 

Living in same house. 
Died of pulmon- 
ary tuberculosis. 
July. 194S 

Father 

No known 
contact " 

Lungs 


Positive 

Living in same house 

Mother 

Lungs 
Glands in I 
neck 

Quiescent 

Negative 

»• " 

Brother 
(3 years) 
Brother 

Lungs 

Acme J 

Negative 

- 

Lungs 



Lived in same house 
until death, at age 
of 15, from pul- 
I monary tuberculo- 
sis. 1945 

Brother 
(8 years) 

Lungs 

Cervical 

glands; 

d3Ct}Ims 

Acme 

Positive 

(Guinea- 

pis) 

Lived m same house, 
but now m hos- 
pital with pul- 
monary tuberculo- 
sis 

Sister 
(7 yean) 

I Mother — 
refused 
examination 

1 

Lungs 

Quiescent 

t 

Living in same house 


Case 

No. 


and in two cases the illness followed aD attack of measles. 
All the patients had shortness of breath severe enough for 
the parents to remark upon it ; cough of several weeks' 
duration was present in seven cases, sputum was noted in 
one case, and loss of weight had been observed in half the 
cases. 

Clinical Signs . — The most striking signs were pallor (7 
cases), variable degrees of dyspnoea (7 cases), cough (7 
cases) accompanied by vomiting (2 cases), and poor nutri- 
tional state (3 cases). The pulmonary signs were those of 
bronchitis (4 cases), consolidation (3 cases), and collapse 
of the left lower lobe (1 case). (See Table II.) 

Radiography . — Radiographs of the chest showed patchy 
shadowing of the lung fields in all patients : in Case 4 it was 


Table II. — General Clinical Signs on Admission of Cases to Hospital 


Case 

No. 

Nutrition 

Colour 

Dyspnoea 

Clubbing 

Glands in Neck 

Cough 

Sputum 

Chest Signs 

1 

Poor; very 

Pale; no 

Slight 

Fingers and 
toes 

Small 

Moderate 

— 

Consolidation both bases Cavitation right 
upper lobe anteriorly 

2 

Poor 

Pale: slight 
evanosis 

•• 

Absent 


Severe. with 
vomiting 

Yellow 

Consolidation lift Iang anteriorly; bronchi tie 
signs right side 

3 

Fair 

Pale: no 

Stridor 


None 

Absent 

— 

Bilateral bronchitic signs 

4 


Very pale 

Slight 



Moderate 

Swallowed 

Consolidation upper two-thirds left lung 

5 

Poor 

Pale 

Marked 


Enlarged and bila- 
teral 

Severe 

— 

Generalized bronchitic signs 

6 


No cyanosis 

Slight 


None 

Moderate 

— 

Generalized bronchitic signs 

7 


Pale 

” 

Small 

Severe, with 
v ormting 

— 

Bronchitic signs at both basts 

S 


•• 

Absent 

* 


Marked enlarge- 
ment, with dis- 
charging sinuses 

Slight 

Swallowed 

Clinical evidence of collapse of left lower lobe; 
bronchitic signs in other lung fields 
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associated with massive consolidation of the left lung, in 
Case 8 with collapse of the left lower lobe, and in Case 2 
with partial collapse of the left lung and compensatory 
emphysema. In Cases 3, 7, and 8 enlarged hilar glands were 
visible. A fine miliary type of mottling in addition to the 
coarse patchy shadowing was present in Case 5. (See 
Table ILL) 

Isolation of Organism. — Mycobacterium tuberculosis was 
obtained from stomach washings or sputum in all cases, 
was seen on direct film examination (Cases 1, 2, 5, and 6), 
and was isolated by culture (Cases 3, 4, and 8) or by 
guinea-pig inoculation (Cases 4 and 7). The tubercle bacilli 
were of the human variety in seven cases and bovine in 
Case 3. 

Tuberculin Reaction. — In five cases strong positive 
reactions to 1 in 10,000 old tuberculin were obtained ; in 
two cases a dilution of 1 in 1,000 was positive; and in 
one case the test was negative at 1 in 10,000 but was not 
tested with higher concentrations. 

Course of Illness After Admission to Hospital and Before 
Starting Streptomycin 

Case 2 received streptomycin from the day of admission 
to hospital, but the remaining seven cases were observed for 


periods varying from 17 to 102 days before streptomycin 
administration was started. An assessment of the clinical 
condition during this period before streptomycin treatment 
has been made in Table IV. 

Case 3 was admitted for the treatment of suppurative 
otitis media, and initially no abnormal chest signs were 
noted. Bronchitis first developed on the 48th day of obser- 
vation. Fever was minimal except on the 97th day, when 
a temperature of 104° F. (40° C.) was recorded. No 
obvious deterioration in general condition was observed. 
In contrast; the course in Case 1 was progressively down- 
hill : this patient lost 1£ lb. (570 g.) in 17 days, his tempera- 
ture reached 102° F. (38.9° C.) daily, and the respiratory 
signs increased in severity. Similar evidence of increasing 
consolidation was noted in Case 4 and the temperature was 
raised to 102° F. daily, but this patient's general condition - 
was fairly satisfactory throughout. In the remaining four 
cases weight was stationary, appetite was fairly good, 
temperature was normal except for an occasional rise to 
100° F. (37.8° C.), and no alteration in the chest signs was 
observed. 

Streptomycin Administration 

The streptomycin used was in the form of the hydro- 
chloride, obtained from America (Merck), and the dosage 


Tabu HI — Details oj X-ray Findings on Admission to Hospital (Radiologist's Report) 


/> s ii 

5-1 


OP 


Case 1. — Gross changes in 
both lung fields typical of 
tuberculous bronchopneu- 
monia, with cavitation on the 
left. 


/ jf'V > 

Um 


w . A 

Nx^j .-S -.T \ 

W ..1 


Case 5. — Diffuse broncho- 
pneumonic tuberculous infil- 
tration with finer miliary 
mottling. 


r.r 

* % d 


Vw, R \ 

V4P ** w 


Case 2. — Consolidation and 
partial collapse of left lung 
with compensatory emphy- 
s e m a . Bronchopneumonic 
changes in the right lung. 


t \ 

' at \ 

W< " % t \ 

^ ft? \ 

V» W' .. . \ 


Case 6. — Bronchopneu- 
monic changes in both lungs, 
but especially the left. Some 
de-aeration of left lower lobe. 
? Tuberculous. 


(.$ PS 

tw 


Case 3 — Opacity in left 
upper lobe and in right lower 
lobe due to consolidation of 
bronchopneumonic type ; well- 
marked pei'pheral hyperaemia 
in all areas due to broncho- 
pneumonic c<. n g est j on . Both 
hilar shadows enlarged* 


A r -’I 

/ u jyk'/ 

L * 

. v 


Case 7. — Bronchopneu- 
monic consolidation of both 
lungs. Enlarged right media- 
stinal shadow'. 


/ $ 

/,* * 'I 

•j * * ( 
* 


mm 

mmm 


«§ a 


wm 


tetf 


Case 4. — Mediastin lm en- 
larged to the left ; areas of 
consolidation in right lung 
and massive consolidation of 
left lung. v 


^ sv 

a 


J 

A ^ w. \ 


Case 8. — Enlarged right 
hilar gland with infiltration at 
right base. Collapse of left 
lower lobe and broncho- 
pneumonic shadowing in left 
upper lobe. 
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Table IV . — Clinical Course of Patients from Day of Admission until Start of Streptomycin Therapy 


Case 

No 

Period of i 

| Observation 

General Observations 

^ i 

Temperature 

. 

Weight 

Appetite 

Chest Signs 

1 \ 

< 2 1 

H day* 

Treatment started 1 
on day of ad- 
mission 

Lethargic and apathetic. Frequent bouts 
of coughing Increasing pallor Pro- 
gressive loss of flesh 

Up to 102° F (3S 9= C.) 1 
daily 

Loss of) 1 lb (570 g) 

Good 

Evidence of ccmsoLdatsoa 
with cavitation 

3 j 

! 

102 days 

Superficial skm sepsis Right suppnrame J 
otitis media Measles. Occasional ! 
bouts of sw eating Cough and dyspnoea 
from 48th day ; later became cyanosed 
Inspiratory stndor noted on 7*2nd day 

Up to 99’ F (37 2° C) 
daily. KM" F <40° C) 
on 97th day 

i j 

Poor 

f 

Developed bronchitic signs 
on 4Stb day 

4 

21 days 

Fair general condition Loose cough 
Dyspnoea No cyanosis 

Up to 102® F. (38 9 9 C ) 
dailv 

i 

Poor 

Signs of increasing con- 
solidation 

5 

4! days 

1 

Admitted as whooping-cough (17/7/47) 
but not confirmed On 1 ff&<47 devel- 
oped marked cervical adenitis (No 
local cause in throat) 

99-100° F (37 2-37 S°C ) j 

j Stationary 

Poor 

Bronchitic signs (RacLo- 
graph on 1 6 47 sbowed 
primary complex) 

_ 6 

20 days 

[ Quiet — resents examination Occasional 
| *« yspnoea 

Normal 


Good 

Bronchitic signs 

V 7 

42 days 

No dys- 

99 to 100 5 F , with occa- 
sional spikes to 101° F 
<3S 3° C) 


Fairly good 


f * 

4S days 

Discharging sinuses xa neck and axilla 
Bouts of coughing Dyspnoeic. No 
cyanosis 

[ Normal 

i ; 

i 


CoUapse of left lower lobe 


I 


Table V 


Case 

No. 

streptomycin 

TUBERCLE BACILLI 

Sens,ti\ity Weeks after 

in Vitro starting 

(units ml ) Streptomycin 

I Daily Dose 

and Route 

Duration 

Total Dose 

Soura iJStak 

1 

0 S g i m 

1*0 g i m 
j 1 0 g i m 
> Olg im 

22/8/47-3,9,47 1 I 

4/9/47-l5/l0'47 ( 
l 25/10 47-21 /I /4S f 

30' 10/47-28/11/47 J j 

i 

Gastnc lavage 6 ; S/47 

. Sputum 10 7 8 47 

|3 ° E ., 29,1/48 

30/1 '48 

.. 31(1/48 

2/4/48 

1 , 26’4'4S 

27/4,48 

4 23 

i 6i 23 

6* 23 

1 25 32 

50 , 35 

50 35 

2 

0 3 g t m 

05b ira 

| 22/1/4S-1/4 4$ \ i 

2'4,48~12/4/4S / j 
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adopted was 0.02 g. per lb. (454 g.) body weight every 24 
hours, intramuscularly. The drug was dissolved in distilled 
water and was given in divided doses six-hourly. This 
{-regime was continued for a period ranging between 12 and 
)Vi2 weeks, making a total dosage of 27 to 130 g. of streptq,- 
mycin. Three patients showed evidence of mild sensitivity 
to streptomycin. In Cases I and 7 a maculo-papular rash 
was present on the limbs, face, and trunk. In Case 4 
■ 'I albumin, red cells, white cells, and hyaline casts were 
present in the urine, and in Case 1 albumin and pus cells 
were found ; these reactions quickly disappeared when the 
drug was suspended temporarily. Eosinophilia was not a 
feature, and no effects on the vestibular apparatus were 
observed. Local soreness, erythema, and induration at the 
site of injection occurred in one case. 

Sensitivity of M. Tuberculosis to Streptomycin 
The method of testing was that used in two investiga- 
tions undertaken by the Medical Research Council (1948) 
> m which the sensitivity was compared with that of the 
standard culture H37Rv. In half the cases tubercle bacilli 
were not isolated after treatment with streptomycin had 
started. In three of the remainder (Cases 2, 4, and 8) the 
tubercle bacilli showed no increased resistance to the action 
of streptomycin, but in Case 1 increased resistance was 
observed. The details of the sensitivity tests are recorded 
in Table V. 


Clinical Course 
(a) Fatal Cases (2) 

ClSE 1 

A boy aged 5 years 4 months had a history of measles 26 
day's before admission, followed by anorexia, loss of weight, 
apathy, and refusal to play. Unproductive cough continued 
from the lime of the measles The child’s father, suffering 
from active pulmonary tuberculosis, was living in the same 
house. On clinical examination, nutnUon was poor and loss of 
weight was obvious. The axillary and inguinal glands were 
enlarged and clubbing of fingers and toes was present There 
was flattening and diminished movement of the nght side of 
the chest, and dullness to percussion at both bases with rales. 
Cavernous breathing was noted at the right apex anteriorly. 

Tubercle bacilh were seen in direct films (and later cultured) 
from stomach washings. Chest radiographs showed “gross 
changes in both lung fields typical of bronchopneumonia, with 
cavitation on the left side.” The cerebrospinal fluid showed 
no abnormality (total protein 30 mg. per 100 ml., sugar normal, 
cells 2 per cam.), Intramuscular streptomycin treatment in a 
dosage of 0 02 g. per lb. body weight per day (0.8 g.) was 
started His condition deteriorated, and 23 days after the 
beginning of treatment a generalized erythematous rash was 
observed, albumin appeared in the urine, and treatment was 
temporarily suspended. One month later 
of the left fifth metacarpal bone was noted 
condition had deteriorated. Two weeks ’ 
puncture revealed changes typical of ■ n, 

although there was no suspicion of Alter 

abnormal neurological signs To - o p ;r 
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and bronchopneumomc shadowing in the left upper lobe The 
cerebrospinal fluid was normal. The Mantoux reaction (1 in 
10,000) was positive (12 by 15 mm.) 

Streptomycin treatment was started (1 g. daily in divided 
doses six-hourly), and after six weeks of treatment all the 
sinuses m neck and axilla had healed. There was a marked 
improvement in the general condition and appetite was good, 
but the chest signs were unchanged. After twelve weeks 
streptomycin was discontinued ; the sputum still contained 
tubercle bacilli. 

The patient was sent to a convalescent hospital. Her sputum 
has remained positive, and x-ray films of the chest show little 
change. Since streptomycin treatment has been discontinued 
there have been bouts of pyrexia up to 103° F. {39 4° C) and 
her genera! condition has slightly deteriorated 

Discussion 

1 The diagnosis of tuberculous bronchopneumonia 
presents difficulties because the clinical signs and radio- 
logical appearances may closely resemble those of non- 
tuberculous bronchopneumonia In one of our cases, for 
instance, the radiographs were suggestive of staphylococcal 
pneumonia, and the correct diagnosis was reached by iso- 
lating tubercle bacilli from gastric washings after a pro- 
longed course of sulphathiazole had produced no obvious 
radiological improvement Patchy areas of atelectasis 
associated with bronchopneumonia or with allergic con- 
ditions may present similar radiological shadows 

In addition to areas of bronchopneumonia of varying 
size, the finely mottled appearance of miliary tuberculosis 
may also be apparent on the x-ray film, as in Case 5 The 
experience of Blacklock (1932) was similar. In his study of 
148 tuberculous children who came to necropsy 5S showed 
mixed miliary and bronchopneumomc lesions Mncro- 
scopically there was often much difficulty in distinguishing 
between an early bronchopneumomc lesion and a subacute 
miliary one, and histological examination was frequently 
essential for differentiation This same difficulty was found 
in the radiological assessment and diagnosis of our cases 

Scattered bronchopneumomc areas with cavitation are 
occasionally observed radiologically in the shadowed area 
surrounding a primary focus These areas may progress 
to extensive pulmonary destruction (Caffey, 1945), and 
thus may be confused with the cavitation of tuberculous 
bronchopneumonia — a condition in which dissemination of 
the infection has occurred to parts of the same lung or the 
opposite lung through rupture of a caseous lymph node 
into a bronchus 

2 As to prognosis it is generally considered that recovery 
is improbable, and the usual course is a progressive deterio- 
ration (Nelson, 1946) The seven cases studied at Alder 
Hey Hospital during these trials were the only examples of 
tuberculous bionchopne/imonia admitted in this period, 
and they were ail (reeled with streptomycin The only 
control-, that we am offer, therefore, were similar cases in 
the hospital during the two years preceding the trials 

(a 1 Dm anon of Sur\ ha) and Mortality Rote — During the 
two years (1945 and 1 94j6) preceding this trial eight proved cases 
of tube.culous bronchopneumonia were admitted to Alder Hey 
Hospital The length ojf stay in hospital and results of treat- 
ment were as follows- \ 


a. -j, 
« 

HF" 

Stay in 
! Hospital 

J ResuJr 

T D 1 Male 

3 W 

J N 

D H 

M M Female 

f R Male 

B B Female 

M D 

8 monthi\ 

; • wionuvj * \ 

> yesr J mor\K 
- tear 8 months 
t year 9 months 

! year 10 months 

5 years 9 months 1 

6 >ears 5 months 

4 weeks 

9 d\vs 

4 u eeks 

7 da><? 

8 v.eeks 

4 

2 i 

! 4 

J Died 

Taken home 
against adt ice 
Died 


Seven of these eight patients died in hospital after a slay of 
seven days to four weeks, and the remaining case was taken 
home tn poor general condition after eight weeks. 

The results of streptomycin treatment of our patients com- 
pare favourably with these figures, both in the duration of Me 
and in the more favourable outcome. The two fatal cases 
survived for 12 weeks and 9] months respectively after the 
beginning of streptomycin therapy. The five cases making 
good progress have survived 16, 15, 10, 8, and 4 months after 
cessation of streptomycin therapy, 

(b) Change m )Vcig!>t.~ Gam in weight is considered a reliable 
guide m assessing improvement in these cases The details of 
increase in weight arc recorded in Table Vi. 

(c) Isolation of Tubercle Bacilli. — Gastric lavage was per- 
formed at regular intervals both during and after streptomycin 
therapy. In the two fatal cases tubercle bacilli were isolated 
on every occasion. In Case 8, which showed temporary 
improvement, tubercle bacilli reappeared after two months oj 
streptomycin therapy. In only otic of the five cases showing 
marked clinical improvement were tubercle bacilli isolated from 
gastric washings after streptomycin therapy had begun ; tbit 
was Case 4, in which tubercle bacilli were isolated 16 and 2~ 
weeks after the starting of streptomycin therapy. 

(if) Radiographs. — Radiographs taken at regular interval- 
during the trials showed a gradual clearing of the broncho 
pneumonic areas over a period of months (see Plate) In 
Cases 3, 5. and 6 calcification appeared 14, 13}, and 12 month' 
after treatment was begun 

(c) Pyrcua — The temperature records were of little value ir 
assessing progress of the cases. In Cases S. 6, 7, and S tempera 
ture was normal during and after streptomycin administration 
In Case 4 the temperature was normal during treatment excep 
on five isolated occasions. In Case 3 temperature was norma 
during the first eight days of streptomycin therapy, and Iher 
figures of 10T F. (38 3° C.) were recorded daily. Clinically 
otitis media and tonsillitis had developed, and the temperature 
remained raised until these conditions had subsided Three day 
later the temperature again rose to 101° F,, and clinically the 
general condition of the patient had deteriorated and there was 
an increase in the chest signs. A transfusion of 300 ml. ol 
fresh blood was given ; thereafter the temperature remained 
normal. In Case 1 the temperature at 6am and 6pm wa< 
above 100° F. (37.S° C.) for the first 25 days and often as high 
as 102° F. (38.9° C.) During the next SO days it rose to 100° T 
on three or four occasions each week ; subsequently , normal 
temperatures were recorded In Case 2 the temperature wav 
normal except during the first three days of treatment and foi 
the three day's preceding death. 

3 Tuberculous meningitis -developed in one of our cases 
and was diagnosed by routine examination of cerebrospina' 
fluid before any abnormal neurological signs were present 
It is suggested that the cerebrospinal fluid of all cast*! 
of tuberculous bronchopneumonia under treatment with 
streptomycin should be examined at two-weekly interval' 
during the first two months of treatment and at monthly 
intervals thereafter to detect early spread of disease to the 
meninges 

Summary 

Streptomycin has been given to eight children suffering from 
tuberculous bronchopneumonia. Their ages at the beginning 
of treatment varied from 5 months to 12 years 

Two of these patients have died, and the six survivors have 
been under observation for periods of from 6 to 22 months 

The diagnosis of tubercufous bronchopneumonia presents 
difficulties because it closely simulates non-tuberculous broncho- 
pneumonia, patchy collapse of the lung, and confluent miliary 
tuberculosis 

Gain in weight and radiological improvement m the long 
fields are the two most valuable means of assessing progress 

In one child tuberculous meningitis developed during 
treatment and the organism became resistant to streptomycin 

This investigation was carried out under the auspices of the 
Medical Research Council Streptomycin in Tuberculosis Tunis Com- 
mittee {chairman, Dr Geoffrey Marshall) at the centres at Alder 
Hey Children’s Hospital, Liverpool, and the Royal Hospital for Sick 
Children, Glasgow These two centres were under the charge of 
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only one such case has been discovered.” It appears that 
in this case vaccination has not given enough resistance 
because of deficient power of reaction. Frappicr, of 
Montreal, hopes in the course of the next few years to 
have every child in the province of Quebec vaccinated 
with B.C.G. vaccine. 

B.C.G. vaccination has been criticized and subjected to 
condemnation largely as a result of unfortunate experiences 
which can be eliminated by the observance of better 
technique in the preparation of the vaccine and its adminis- 
tration. Complications of the inoculation undoubtedly 
arise, but they can be avoided by proper precautions. 
Wilson (1947) has been critical of the suggestion that the 
practice should be adopted in this country, and has been 
replied to by Wallgren (194S). It would seem only fair 
that a scientific investigation of its efficiency in this 
country should be carried out with proper controls before 
embarking upon a national venture which by its biological 
nature wifi be damned outright by a section of the 
community 

Streptomycin 

Streptomycin seems to have some control over the pro- 
gress of tuberculosis in that the original experiments on 
guinea-pigs proved that the drug would arrest and even 
partially eradicate well-established tuberculosis in that 
animal. Hinshaw and Feldman (194S) recorded a favour- 
able response in two-thirds of 75 cases, in some a clinical 
cure being recorded. Apart from a few unpleasant reactions 
depending upon dosage, impurities in the preparation, and 
idiosyncrasy, there is the disadvantage (and it is a dis- 
quieting one) that some types of tubercle bacilli are resis- 
tant to streptomycin. It would appear that these resistant 
strains, freed from the dominant restraint of the previously 
active ones, may infect other individuals and multiply in 
spite of streptomycin administration and account for much 
of the deterioration of cases under treatment after the 
initial improvement (M.R.C., 1948). There is the further 
consideration that a resistant strain can initiate the disease 
in other individuals and account for the widespread dis- 
semination of the disease in a form for which streptomycin 
is innocuous. 

„ In miliary tuberculosis a favourable response is obtained 
|jn a number of cases, but post-mortem examinations of 
*al cases of tuberculous meningitis do not provide any 
jpstological evidence that the tuberculoma has been influ- 
enced by the drug ; the associated meningeal exudate, how- 
ever, may show considerable organization and thus account 
for the clinical improvement. There is a suggestion of a 
field of usefulness for streptomycin in primary infections, 
but it will be necessary to review the evidence when an 
extended trial has been made and a critical review is 
possible 

Conclusion 

I have now completed my task within the limits of time 
and my competence. I shall not have failed, however, if I 
have focused attention upon some of the practical aspects 
of a common disease in infants and children, a disease 
which carries a heavy responsibility for death, sickness, 
and incapacity. If I began at the beginning it was because, 
as Aristotle said, “ He who sees things from their beginning 
will have the finest view of them.” If we study and under- 
stand tuberculosis in all its aspects in the young we will 
appreciate all the better the disease in the adult; so that 
nothing is lost, but perhaps much may be gained, by this 
approach. By concentrated effort in the preventive field 
and the use of all available facilities for diagnosis and 
treatment we can look forward with more hope for its 
eventual eradication. 
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THE EFFECT OF ENDOCRINES ON 
FIBRO-ADENOSIS 

nv 

H. J. B. ATKINS, D.M., M.Ch., F.R.C.S. 

Director of the Department of Surgery, Guy's Hospital 

A clinic for the investigation and treatment of the painful 
nodular breast was established at Guy's Hospital in 1937, 
and except during the years 1941-5 it has been function- 
ing weekly since that date.' At different times I have been 
assisted in the running of the clinic by various workers 
but my thanks are due particularly to Dr. P. M. F. Bishop, 
endocrinologist to the hospital, who launched the projecl 
with me, and whose advice has always been available. Al! 
expenses incurred in the investigations have been defrayed 
by an annual grant from the British Empire Cancel 
Campaign. 

I originally set out to investigate the effect of endocrins 
preparations on the disease which we now call fibro- 
adenosis, defined as “a painful or nodular condition oi 
the breast not due to new growth, bacterial inflammation 
or fat necrosis ” (Atkins, 193S). As this part of the' invest! 
gation is complete I am submitting a‘ report of the findings 
The clinic is at present devoted to a clinico-pathologica’ 
investigation into the effect of endocrines on established 
cancer of the breast and to following up the non 
considerable series of cases of fibro-adenosis. 

A report has already been given of the early work ir 
connexion with the administration of oestrogens, and andro 
gens in the form of injections of testosterone propionah 
(Atkins, 1940), but a brief recapitulation of our finding! 
may not be out of place. 

Bearing in mind the importance of the psychologica ; 
aspect of this condition and the subjective nature of man) 
of the manifestations, together with the absence of an) 
absolute standards of such objective phenomena as “ nodu 
larity,” we were careful to control our results by submitting 
a parallel series of cases to a course of injections of sterile 
olive oil if the subsequent therapeutic agent to be investi- 
gated was to be injected, and to a course of chalk pills if 
the agent was.to be taken by mouth. 

In nearly every case a random sample of breast tissue 
was taken by biopsy from that part of the breast where 
the disease was judged to he most advanced, and submitted 
to histological examination, A second sample was taken 
at the conclusion of the treatment and at a corresponding 
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eriod in the menstrua! cycle. In this way we were able 
3 assess the clinical effect of the substance being investi- 
ated and, because the pieces of tissue removed for section 
.•ere only random samples, to a limited extent the histo- 
3gical changes. ' 

Oestrogens 

Thirty-three patients were given oestrogen therapy. They 
eceived at least 80 mg. of oestradiol benzoate by injec- 
ion in four weeks or 280 mg. of stilboestrol by mouth in 
ight weeks ; 19 of these patients had much higher doses. 

Our conclusions, based on a clinical follow-up of these 
3 cases and set out in detail in the above paper (Atkins, 
940), were that oestrogens were harmful if given in doses 
irge enough to be effective, and that the larger the dose 
he more harmful was the effect. We formed the impression 
hat histologically the fibroblastic reaction, the epitheliosis. 
nd the adenosis all tended to increase. 

Androgens 

Thirty-four patients received injections of testosterone 
iropionate ; 22 of them had at least 400 mg. in four weeks, 
nd many received considerably higher doses. 

It was found that the majority of the patients" benefited 
smporarily by these injections but tended to relapse some 
.•eeks after the cessation of treatment. Further, eight of 
lese patients suffered hirsuties, amenorrhoea, and deepen- 
ig of the voice, and two of the eight had received only 
□nail doses of testosterone propionate. 

One patient receiving large doses (1,200 mg. in six weeks) 
eveloped-a carcinoma of the breast at the site of the origi- 
al fibro-adenosis one year later, the only case at that time 
3 develop carcinoma following fibro-adenosis. 

Histologically some of the features of fibro-adenosis 
:emed less advanced after androgen therapy than before, 
ut of this we were uncertain, and the acid test of sort- 
ig the pairs of slides with the labels obscured into “ before 
ndrogen ” specimens and “ after androgen ” specimens was 
quivocal. It was concluded, therefore, that the risks 
ntailed in this form of therapy did not justify the 
:mporary relief obtained. 

It was at this stage that the war interrupted the investiga- 
ions. They were resumed in 1946, when it was decided to 
avestigate other methods of androgen administration, using 
he same techniques of clinical and histological control as 
hose described above. The effects of administering andro- 
;ens by mouth, by inunction, and by implantation were 
herefore explored, with the following results. 

Twelve patients received 15 mg. of methyl testosterone by 
south daily for two months : seven were relieved of their 
ymptoms for an average of seven months, the longest being 
leven months ; one was relieved of her symptoms only while 
he tablets were being taken, the symptoms returning imme- 
iiately afterwards ; three" had no relief from their symptoms ; 
nd one did not attend the clinic again and cannot be traced. 

Nineteen patients received 400 mg. of testosterone propionate 
t the form of " neo-hombreol ” ointment applied to the breast 
a divided doses daily for a period of one month. Six of 
hese were relieved for an average period of four and a half 
nonths after treatment stopped, the longest being nine months ; 
even said that the pain was relieved while the ointment was 
leing used, but recurred as soon as the treatment stopped ; and 
ix said that there was no relief of symptoms. 

Eleven patients received 100 mg. of testosterone implanted 
leep into the breast tissue at the time that the first biopsy 
ras performed. Of these, four were relieved of their symptoms 
or 1, 2, 3, and 6 months, followed by a relapse ; two showed 
fight improvement for the follow-up period (4 and 5 months) ; 
our were not relieved of their symptoms (one extruded the 
ablet after three months); and one complained that the - 
ymptoms were made worse. 


The impression gained was that the patients receiving 
androgen therapy enjoyed a real though slight and only 
temporary improvement in their symptoms as a result of 
the androgen absorbed. 

None of the cases receiving androgen in the above doses 
by mouth, by inunction, or by implantation developed 
symptoms or signs of masculinization, nor in this series was 
there any constant difference in the histological picture 
between the original biopsy specimen and the specimen 
taken after the administration of the androgen. It will be 
recalled that the histological changes effected by large 
doses of testosterone propionate by injection were not con- 
vincing, and this finding is directly at variance with that 
of Pricolo and Goisis (1946), who claimed substantial 
changes in the histological picture as the result of adminis- 
tering androgens in smaller doses than we had been using 
m our first series. 

It must be emphasized that the only crucial test, where 
random samples of the breast are taken for biopsy, is for 
an independent histologist to examine the pairs of slides, 
each of which is given a code number, and to succeed in 
diagnosing these slides correctly as representing tissue 
before and after androgen therapy in a significant number 
of cases. The possibility that androgen therapy modifies 
the histological picture of the breast is not denied, but the 
extent to which it does so is far less than the paper cited 
above would lead one to expect. 

Degrees of nodularity are not susceptible to exact 
measurement, but undoubtedly in a few cases the nodu- 
larity was less after androgen therapy. Before claiming 
these few findings as evidence of the effect of androgen 
therapy, however, it must be remembered that in a sub- 
stantial proportion of cases of fibro-adenosis natural 
remissions occur. Furthermore, the feel of the breast in 
the majority of our cases receiving androgen therapy did 
not alter. 

Discussion 

In a high proportion of cases oestrogen therapy makes 
the symptoms and signs of fibro-adenosis worse and 
advances the histological changes characteristic of the 
disease. 

In a substantial proportion of cases androgen therapy 
causes temporary improvement in the symptoms of fibro- 
adenosis. The safest, most effective, and most convenient 
way of administering androgens is in doses of 15 mg. of 
methyl testosterone by mouth daily for two months. 
Androgen therapy has less, if any, effect on the nodularity 
and no constant detectable effect on the histological 
picture. 

My view is, nevertheless, that androgen therapy is not 
worth while in the disease fibro-adenosis. The pain, 
divorced from the apprehension, is rarely excessive, and 
the vast majority of patients, relieved justifiably of their 
apprehension, forget it. Where the pain is “ intolerable " 
or “agonizing” it is not relieved even temporarily by 
androgens, and my experience during the early days of 
the clinic of removing in desperation both breasts in six 
cases so complaining, after everything else bad been tried, 
has led me to believe that it is doubtful whether the pain 
is due to fibro-adenosis. Four of these patients still com- 
plain of “intolerable” or “agonizing” pain where the 
breasts were, and the remaining two have transferred their 
agony to other sites. 

It is not justifiable to administer androgen therapy to 
these patients in the hope that this will prevent the onset 
of cancer (Loeser, 1938), as the case cited above exemplifies. 
It is not proposed here to enter into the question of the 
liability to malignant change in this disease, as this subject. 
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together with a full discussion of the pathology, signifi- 
cance, and natural history of fibro-adenosis, is to be made 
the subject of a further report elsewhere. Experience in 
the clinic has, however, led me to believe that, whatever 
views are taken about the possible precancerous nature of 
fibro-adenosis, these patients should be seen by their medi- 
cal attendant at least every six months. I had thought 
originally that these continuous visits to the doctor might 
serve to emphasize and fix the fear of cancer in the patient’s 
mind, but I find in practice that the effect is quite otherwise. 
Psychologically the patient is able to transfer the whole 
burden of responsibility to the shoulders of the medical 
attendant, where it should properly rest, and in the mean- 
time cease worrying, in the knowledge that, in the remote 
chance of anything sinister developing, it will be dealt with 
without delay. 

If the view is accepted that breast pain is due to the 
stimulation of nociceptic nerve endings by adjacent fibro- 
blasts, and that these fibroblasts are elaborated in response 
to epithelial changes in the ducts, as many of the clinical 
features suggest (Atkins, 1939), then it is easy to see why 
androgens can have only a limited and temporary effect. 
Such effect as they do have is presumably the inhibition of 
oestrogenically stimulated epithelial growth, but without any 
modification of pre-existing epithelium, hence the absence 
of histological change. So long as the androgen is being 
administered inhibition will continue ; but at a variable 
period after it is withheld the natural hormonal balance of 
the individual is resumed, and oestrogen-stimulated epi- 
thelium appears in the ducts with a consequent reactionary 
fibrosis and recurrence of symptoms. 

There is really nothing that we know of at present which 
permanently modifies these processes apart from pregnancy 
and lactation, which revolutionize the physiological pat- 
tern, and the passage of time. Particularly about the 
menopause, fibroblasts disappear from the breast (there 
being no longer any considerable epithelial activity for 
them to restrain, if we care to think of it in that way) 
and they fulfil their natural function of being converted 
into inert collagen fibrils. When this happens the pain 
ceases. The administration of endocrines in an attempt to 
modify fibroblastic pain of this sort is not unlike the pre- 
scription of penicillin for an inflamed keloid scar — it may 
affect a little something, but does not get to the root of 
the trouble and is scarcely worth while. 

Like fibroblastic pain in general, the pain of fibro- 
adenosis, which often varies with the weather, can fre- 
quently be relieved temporarily by radiant heat. A'-ray 
treatment, on the other hand, is disappointing, and it cannot 
be denied that the most efficacious treatment is still that of 
Sir Astley Cooper (1829): a scrupulously careful examina- 
tion, a confident diagnosis, a justifiable reassurance, and 

the return of the patient with delighted affection to her 
family." 

Conclusions 

The effect of oestrogens on fibro-adenosis is harmful. 

The effect of androgens may be temporarily beneficial, but 
it is not sufficiently so to encourage the use of these substances 
therapeutically in this disease. 

The histological effect of androgens in therapeutic doses on 
breasts in cases of fibro-adenosis is inconstant. 
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CURARE-MODIFIED ELECTRIC 
CONVULSION THERAPY IN CASES 
WITH PHYSICAL DISEASE 

BV 

PETER D. W. SHEPHERD, M.B., B.S., M.R.GS. 

, AND ^ 

DAVID C. WATT, M.B., Ch.B., B.Sc., D.P.M. 

Assistant Physicians, Shcnlcy Hospital 

Many mental patients are denied the benefits of electric 
convulsion therapy (E.C.T.) because of physical contra- 
indications. The purpose of this article is to show that, 
with few exceptions, even the most severe physical dis- 
ability should not debar such patients from the use of 
this method. We here report the results obtained at ShenleyT 
Hospital in 50 cases in which the physical condition of the i 
patients rendered them unsuitable for ordinary E.C.T., but^ 
in which, nevertheless, this treatment, modified by curare, 
was used. 

Review of Literature / 

Textbooks contain few detailed instructions regarding 
contraindications to E.C.T., and wider literature shows a 
striking diversity of opinion. Thus Herskovitz (1943) is 
unwilling to treat with E.C.T. patients over 60 or those 
with any kind of heart disease (past or present) or tuber- 
culosis. Cook (1944) considers tuberculosis an absolute 
contraindication. On the other hand, Feldman et al. (19461 
have given E.C.T. to patients over SO, and Kalinowsky 
and Hoch (1946) do not think it contraindicated when the 
systolic blood pressure exceeds 200 mm. Hg or in the pres- 
ence of active tuberculosis. In the main, however, its use 
in impaired cardiac function, chest disease, old age, and 
frailty is regarded as requiring careful consideration and 
as involving considerable risk (Sargant and Slater, 19441 
Fractures, except slight vertebral crush fractures, ate 
generally regarded as an absolute contraindication to E.C.T. 
A number of deaths have been reported where unmodified 
E.C.T. has been given to patients with heart disease (letter, 
1944 ; Napier, 1944) and to elderly patients (Evans, 1943 ; 
Mayer-Gross, 1945), and sometimes treatment has had to 
be discontinued (Jones, 1943). Will and Duval (1947) 
report a death due to reactivation of old tuberculosis fol- 
lowing E.C.T., and mention several other cases in which 
inactive tuberculosis became active and spread rapidly aftci 
treatment. Twenty-nine deaths due to unmodified E.C.T] 
have been collected by Will, Rehfcldt, and Neumann (1948), 
This bears out the general conclusion that in such patients 
unmodified E.C.T. is not without danger. 

Respiratory paralysis, which accounts for most of the 
deaths so far resulting from curare-modified E.C.T., appar- 
ently presents no danger if the technique described bj 
Hobson and Prescott (1947), and employed by us, is used 
The electrocardiographic evidence that curare should nol 
be used in cases of heart disease (Jones and Pleasants 
1943) is not borne out by clinical experience or by physio- 
logical experiment (McIntyre, 1947). Kalinowsky and 
Hoch (1946) state that patients dislike the sensation oi 
curarization, but we have found that many patients pre- 
fer the modified treatment here described to ordinary E.C.T., 
as the anaesthetic eliminates the unpleasant feelings asso- 
ciated with E.C.T. as well as those associated witli 
curare. 
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Technique 

Our technique is the same as that employed by Hobsor 
and Prescott (1947), except that a greater quantity of curare 
is used in order to modify the convulsion more effectively 
In this way not only is the risk of fracture abolished but 
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the muscular effort is so slight that there is little or no rise 
in blood pressure. No cyanosis occurs throughout the treat- 
ment. tf-Tubocurarine chloride is used to modify the 
convulsion. This is mixed with thiopentone and atropine, 
nd the whole is given by rapid intravenous injection. 

Routine investigations before starting treatment include 
-ray examination of chest and spine, electrocardiograms, 
nd of course physical examination. Treatment is carried 
ut on an ordinary bed with one pillow under the head, 
iestraint'is not necessary. 

The initial dose of curare is based upon the body weight : 
.5 mg. per stone (6.35 kg.) for females, 3 mg. per stone 
or males. This is varied in subsequent treatments accord- 
jg to the effect on the individual case. We have not so far 
eea any case unduly sensitive to curare, but one patient 
Case 43), weighing 7 st. 5 lb. (46.7 kg.), required 45 mg. 
if the drug. Ini the females of our series 0.35 g. of thio- 
lentone and 1/100 gr. (0.65 mg.) of atropine was the 
tandard dose, but in the males an initial dose of 0 15 g 
if thiopentone was found to be satisfactory. The doses 
,re altered in subsequent treatments if necessary. 

Thiopentone is given to avoid apprehension and the very 
opfeasant sensation of curarization, also to facilitate arti- 
icial respiration. Atropine is employed to maintain a 
lear airway. ' Unconsciousness supervenes as curarization 
egins and is usually prolonged enough to allow full curar- 
tfttion to take place, while artificial respiration is earned 
ut before the electric shock, is given. 

A Phillips airway is introduced as soon as breathing 
eases, and oxygen is insufflated by means of the Lucas 
esuscitator. This’ allows a positive and a negative pres- 
ure to be given, while the bag automatically fills with 
xygen when necessary. An ordinary 5- or 8-Utre bag 
lied with oxygen, fitted to a three-way valve and face- 
iece and manipulated by the elbow — as in playing the 
agpipes — is quite satisfactory, but the Lucas resuscitator 
i a distinct advantage. 

Two to three minutes after the injection the electric 
timulus is given and a major fit ensues. In a well- 
urarized patient there is no movement of the spine or 
mbs, but there are always some clonic movements of 
te face, enabling one to see whether or not a major fit 
; taking place. 

Oxygen resuscitation is then continued until respiration 
srtarts spontaneously. The phase of apnoea lasts from 
vo to 45 minutes. The majority of cases, however, are 
reathing again within 10 minutes. Movement begins first 
i the diaphragm, spasmodically and ineffectively, but 
ipidly becomes full and adequate. Prolonged apnoea 
ives rise to no real difficulty or anxiety, and unless a fall 
f blood pressure or other complication occurs there is 
o need for further intervention. 

Nikethamide and neostigmine are kept at hand should 
ley be needed, but we have had little use for them. In 
nly two cases of our series — No. 5, in which there was 

progressive fall in blood pressure during a period of 
rolonged apnoea, when nikethamide was given intra- 
enously to initiate spontaneous respiration, and No. 17 
-were further drugs found necessary. 

Ten to 15 minutes after the recovery of respiration, 
uring which time the airway has to be carefully' watched 
nd the jaw held, consciousness is regained. The patient 
ten generally feels more comfortable sitting up. 

Patients are able to get up and walk one to two hours 
fter treatment. The frequency and number of treatments 
re the same as in unmodified E.C.T. — i.e., initially twice 
■cekiy. This is cut down to once a week after improv ement 
as been secured. 


With regard to the additional time taken for the method 
we have found that one doctor with an experienced nurse 
can treat six patients in two to two-and-a-half hours. We 
have not found the complication of laryngeal spasm, men- 
tioned by Hobson, at all common. In fact, we have had 
only one such case, which was only partial and required 
no extra treatment 

The accompanying Table shows all tbe patients who 
received treatment here between July, 1947, when it was 
started, and August, 1948. They are arranged in the order 
in which they first received treatment. The Table gives 
an idea of the material selected and the results obtained. 
Physically the results are all favourable. There were no 
deaths or serious complications, and it will be noted that 
the number of mental recoveries is higher than is generally- 
claimed for E.C.T. This is due, on the one hand, to the 
fact that no cases were treated unless the prognosis appeared 
favourable, and, on the other, to greater certainty of the 
diagnosis. Many of these patients had been here months 
or years and had been rejected for straightforward E.C.T. 
through physical disability. Thus the mental diagnosis had 
become established with the help of time. 

Summary of Cases 

1 Cases of Skeletal Disease .-— Twenty such cases were 
treated. Ten of these had old fractures of the spine: in 
three tbe injury was known to have been due to previous 
E.C T. Seven cases had other diseases of the spine— e.g., 
prolapsed disk, spondylitis ankylopoietica, tuberculosis, and 
Paget’s disease of the spine. The remaining three had 
recent or malumted fractures of the pelvis or femur. 

Sixteen of the twenty have been discharged recovered ; 
three of the remaining four are recovered but have 
nowhere to go ; the other discharged herself before treat- 
ment was finished. The average age of this group is 63 
years, and their stay in hospital varied from a few weeks 
in some cases to many months in others. Case 26 had 
been continuously in hospital for 15 years and has now been 
discharged. All the cases were x-rayed before treatment 
and some afterwards, but as no movement of the spine 
took place further radiographs were not thought necessary. 
No case developed fresh symptoms or signs of the original 
bony lesion. 

2. Cases of Hypertension and Cardiac Disease . — Seventeen 
cases with cardiovascular disease were treated. Twelve of 
these were hypertensives whose systolic pressure recorded 
at rest was over 200 mm. Hg ; all had electrocardiograms 
which showed changes varying from uncomplicated left 
axis deviation to those of frank coronary and myocardial 
insufficiency The E.C.G. of Case 45 showed a low voltage 
and inverted T waves m all leads without any severe left 
axis deviation, and suggested an old coronary thrombosis. 
Case 35 had well-marked bundle-branch block. These cases 
were given larger doses of curare, but the blood pressure 
did not as a rule rise more than 10 mm. even during the 
fit— when with full curarization it is possible to take an 
accurate reading of the blood pressure. In most cases the 
blood pressure and pulse rate remained unchanged. 

Three cases of this group bad auricular fibrillation— two 
secondary to hypertension, tbe other to a rheumatic heart. 
T he pulse rate was controlled by digitalis, and although it 
was increased during treatment no case gave cause - for 
anxiety. 

The two remaining cases were of congestive failure: one 
(Case 17) is reported in full ; the other (Case 29) was that 
of an old man of 77 who presumably had myocardial 
failure. 

All patients in this group recovered mentally except two, 
who are only improved. 
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3. Frailty and Senile Cases . — Eight cases fall into this 
group. There were no fixed criteria, but five of these 
patients were under 5-j- st. (34.9 kg.) at the start of treat- 
ment, and the others were more than 2 st. (12.7 kg.) below 
normal weight. In addition to this emaciation, half these 
patients were over 65 years, one ~was recovering from a 
gastro-enterostomy, and two had osteoporosis. All improved 
physically with treatment. Four recovered mentally ; three 
of the others improved but have since relapsed ; the 
remaining case was unchanged. 

4. Pulmonary Cases . — Four cases of pulmonary tuber- 
culosis were treated. Case 27 is reported in detail. Two 
were of quiescent pulmonary tuberculosis, both having 
symptomless fibrotic lesions ; the other (Case 48) had 
chronic apical tuberculosis with cavitation. Case 14 had 
developed an empyema four months previously which 
was still present during treatment. No changes occurred 
clinically or radiologically with treatment. All five cases 
recovered mentally. 

Complications . — Case 28 improved considerably, but 
treatment had to be stopped owing to repeated local 
thromboses at the site of injection. Congestive cardiac 
failure of mild degree occurred during treatment in four 
cases ; but these were in patients with known cardiac 
disease, and no permanent disability ensued. 


Four cases are reported in detail. These represent th< 
four main types of case treated, and those that were mos 
seriously ill are chosen. 

Case 3. Depression and Hypertension 

A business woman aged 54 became mentally ill in April. 
1947, and was admitted as a voluntary patient in June, 1947. 
with a diagnosis of agitated depression. She was very rcstles' 
and required much sedation. She had delusions of guilt and 
was mentally retarded. Her blood pressure on admission was 
280/130, and an E.C.G. showed marked left axis deviation 
with inverted Tl. An A-ray film of the chest revealed an 
enlarged heart. Her exercise tolerance was fair. Curare- 
modified E.C.T. was started on Aug. 8. She was given 23 mg. 
of curare on each of eleven occasions, and her blood pressure, 
which varied from I SO/ 1 10 to 250/120 before the treatments, 
never rose more than 5 mm. during or after E.C.T. She 
recovered mentally and was discharged on Nov. 3. Eighl 
months later, while still at home, she apparently relapsed 
and committed suicide by gassing herself. 

Case 18. Depression and Fractured Spine plus Hypertension 
and Frailty > 

A housewife aged 64 first became mentally ill at Christmas, 
1938, when she had insomnia and a tendency to worry unduly 
over trivial things. While in a general hospital having the 
B.M.R. taken she became suicidal and had to be admitted to 


Case 

No. 



Indication 

Mental 

Diagnosis 

Result 

No. of 
Treatments 

Length of 
Stay Prior 
to Treatment 

Remarks 

1 

58 

F 

Hypertension 

Depression 

Recovered 

urmm 

2 years 

E.C.G, ; depressed ST segment and inverted Tl f T2, T3 

2 

57 

F 

Fractured spine 



afl jH 

I month 

Fractured spine was the result of E.C.T. three month' 









before 

3 

53 

F 

Hypertension 

51 



4 months 

Committed suicide 1 1 months after 

4 

42 

F 

Pulmonary tuberculosis 

Mania 



3 „ 


5 

71 

F 

Frailty 

Depression 

Improved 


9 

Subsequently relapsed 

6 

70 

F 

Pulmonary tuberculosis 

t 

Recovered 


2 „ 


7 

66 

M 

Spondylitis ankylopoietica 

it 



10 


8 

60 

F 

Hypertension 




2 „ 


9 

64 

F 

Frailty 



'CivlUB 

3 „ 


10 

52 

M 

Fractured femur 

' 



13 


11 

60 

F 

Prolapsed disk 


M 

8 

3 


12 

50 

F 

Frailty 


Improved 

II 

1 year 

Subsequently had prefrontal leucotoms 

13 

67 

M 

Tuberculosis of spine 


Recovered 

5 

1 1 months 


14 

33 

F 

Healing empyema 



6 

5 „ 


15 

49 

F 

Prolapsed disk 



10 

7 * , 


16 

72 

p 

Hypertension 

,, 


6 

6 „ 

E.C.G : left axis deviation 

17 

60 

M 

Congestive failure (bronchitis 


,, 

5 

2 M 

E.C.G. : low voltage and notched QRS in Lead 1 




and emphysema) 






18 

65 

F 

Hypertension and fractured 

,, 


3 

10 years 

E.C.G.: marked left axis deviation and multiph 




spine 





extrasystoles. Also emaciated 

19 

67 

F 

Frailty 


Unchanged 

14 

2 months 

Improved physically 

20 

70 

F 

Fractured spine (old lung 


Recovered 

6 

I }ear 

Subsequently relapsed and readmitted 




abscess) 






21 

71 

F 

Frailty 


Improved 

8 

3 months 

E.C.G. : pathologically low voltage in all leads 

22 

65 

M 

Hypertension 

,, 

Recovered 

8 



23 

63 

M 


,, 

,, 

10 


E.C.G.: many ventricular extrasystolex; marked let 









axis deviation 

24 

74 

F 

Fractured pelvis 



9 

3 years 


25 

59 . 

F 

Fractured spme 

,, 

Improved 

4 

2 months 

Left hospital against advice 

26 

63 

F 

Fractured femur and ununited 


Recovered 

9 






fracture of pelvis 






27 

57 

M 

Pulmonary tuberculosis 



9 



28 

62 

M 

Hypertension 

It 

Improved 

10 


Also myocardial degeneration. E.C.G.: flattened T 









and low voltage in all leads 

29 

77 

M 

Cardiac failure (frailty) 

r 1 

Recovered 


8 years 

E.C.G.: marked left axis deviation with inverted T 

30 

66 

F 

Hypertension 


„ 

scHEefSI 

2 months 

E.C.G.: inverted T waves in all three leads 

31 

64 

F 

Auricular fibrillation (hyper- 
tensive) 

” 

>• 

|| 

4 „ 

Subsequently had a cerebral embolism (recovering) 

32 

61 

M 

Frailty (gastro-enterostomy) 


,, 



E.C.G.: flattened TL Nothing else 

33 

63 

M 

Auricular fibrillation (mitral 

!• 

Improved 

5 


E.C.G.: auricular fibrillation 5/4/47: normal rhvthn 




stenosis) 





29/4/48 

34 

59 

M 

Fractured spine 


Recovered 

8 

5 years 

Subsequently relapsed 

33 

71 

M 

Frailty 


s , 



E.C.G. : bundle-branch block 

36 

56 

M 

Hypertension (old hemiplegia) 

,, 

,, 



E.C.G.: inverted T3. Nothing else 


40 

F 

Fractured spine 

Mania 



2 months 

_ 

38 

69 

F 

Hypertension; emaciated 

Depression 



2 „ 


39 

68 

F 

Fractured spine 






40 

64 

M 

Frailty 





E.C.G.: left axis deviation 

41 

61 

F 

Wedged vertebrae and "pro- 


- 

6 

1 „ 





lapsed disk 






42 

70 

F 

Hypertension (spondylolis- 

n 

„ 

8 

2 months 

Also very emaciated and was requiring tubc-feeduu 




thesis) 






43 

63 

M 

Hypertension 

,, 

,, 

5 




68 

M 

Auricular fibrillation 

„ 


5 


E.CG.: auricular fibrillation and low voltage in al 

43 

64 

F 

Hypertension 


„ 

7 


leads 

E.C.G.: inverted T waves in all leads; myoenrdia 

46 

64 

F 

Fractured spme 



6 


degeneration 




» »» 

„ 

,, 

6 


Fractured spine occurred as a result of an attempt a 

48 

54 

M 

Pulmonary tuberculosis 

Mania 


1 


suicide by a fall 



M 

Paget’s disease of the spine 

Depression 

(| 

6 



30 

58 

F 

with wedging of D5 and L5 
Fractured spine 


•• 

6 

I year 

. 
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a mental hospital. Since that time she has been continuously 
ill, having on three occasions been admitted to this hospital 
as a certified patient during her worst phases. On each admis- 
sion her case was diagnosed as depression. She was apathetic, 
querulous, suspicious, and deluded. She expressed delusions 
that she was covered with lice and that her food was being 
doped by her husband. 

- Physically she was a poor specimen, weighing 6 st. 8 lb. 
(41.7 kg.). Her blood pressure was 170/95, An E.C.G. showed 
inverted TI, upright T2 and T3, marked left axis deviation, 
and multiple ventricular extrasystoles. A radiograph of the 
spine revealed an old wedge fracture of D7 with a synostosis 
of D3, 4, 5, and 6 and marked kyphoscoliosis of dorsal and 
lumbar regions. 

In February, 1948, she had an attack of bronchitis, which 
brought about congestive cardiac failure with venous con- 
gestion in the neck and persistent mild cyanosis. On her 
.recovery from this her mental condition remained the same. 
Treatment was started on March 16. She was given 20 mg. 
of curare with 0.25 g. of thiopentone and 1/100 gr. (0.65 mg.) 
of atropine followed by E.C.T. The convulsion was well 
modified, but after this her blood pressure rose to 220/130 
and the pulse rate to 130 a minute. She developed severe 
, engorgement of neck veins, which persisted for 20 minutes. 
With the administration of oxygen, however, these signs of 
cardiac embarrassment subsided. 

At the second treatment, which was given three days later. 
21 mg. of curare was given, as it was thought that the rise 
of blood pressure indicated an insufficient curarization. This 
time the onset of venous congestion was delayed five minutes 
after the E.C.T. It was then more severe than on the first 
occasion. The pulse rate became 150 a minute, blood 
pressure 180/100. and in addition she became very cyanosed 
in spite of adequate oxygena'tion of the lungs. Venesection 
was performed, 100 ml. of blood being removed. Her condi- 
tion gradually improved, and 75 minutes after treatment she 
recovered completely. In view of her steady mental progress 
she was again treated four days later. On this occasion she 
was given 16 mg. of curare. She began to breathe spon- 
taneously four minutes after treatment, but 10 minutes later 
her previous symptoms recurred. Venesection (200 ml.) was 
performed and she rapidly responded. 

She recovered mentally, and it was decided not to treat 
her again unless she relapsed. In fact, in spite of getting a 
peripheral neuritis and, later, a cystitis, both of which cleared 
up, she has remained well and was discharged home two months 
later. A radiograph of the spine showed no change. It has 
been suggested that these attacks of congestive failure were 
initiated by attacks of paroxysmal ventricular tachycardia. 
Added to that, the fact that the heart failure was delayed 
up to 15 minutes after the injection makes it appear unlikely 
that the curare itself was responsible. 

Case 27. Depression and Pulmonary Tuberculosis 

A process engraver aged 57 developed malaise and fever 
in July, 1947. The fever-settled and he went on holiday, where 
the symptoms recurred. He was admitted to hospital, pul- 
monary tuberculosis being diagnosed. The sputum contained 
tubercle bacilli. He was given a left phrenic crush and 
returned home after three months. 

-He was admitted to a sanatorium in March, 1948, Radio- 
graphs then showed slight apical mottling in the right lung, 
with extensive infiltration of the upper and middle zones of the 
left lung. He began to complain of “nerves.’ and that he 
w-as worried and could not sleep. Heavy sedation did not 
.mprove him. and as there was thyroid enlargement a thera- 
peutic lest of thiouracil was started on May 3. He became 
more depressed and agitated, and on May 8, after he had 
inflicted a wound on his left wrist with a razor, he was admitted 
to this hospital as a voluntary patient. 

On admission he was depressed and sleepless, and would not 
eat his food. He continually worried over imaginary misdeeds 
and -felt that the future was hopeless for him. His pulse 
remained over 100 and his B.S.R. was 30-65 (Westergren). His 
temperature remained normal except during . an attack of 
erysipelas in the beginning of May. 


'Curare-modified E.C.T. was started on May 21. Before 
each shock he was given 20 mg. of curare, 0.15 g. of thio- 
pentone, and 1/100 gr. of atropine intravenously. His pulse 
usually rose to 160, but his blood pressure rose no more than 
20 mm. The convulsion was limited to clonic movements of 
the face and to arm rigidity. Oxygen was administered before 
and after the fit ; his colour remained good throughout. He 
recovered within 30 minutes and gave no cause for anxiety. 

He had nine treatments, and by June 21 he was cheerful and 
co-operative and ate well. He slept well, and showed no 
trace of his former delusions. He was able to be occupied 
in bed. His B.S.R. at the end of July was 13-26 (Westergren), 
his pulse remained between 80 and 100, and he had no pyrexia. 
He gained 3 lb. (1.36 kg.) in weight, and x-ray appearances 
showed no extension of the area of infiltration. He was dis- 
charged on July 21 One month later the x-ray appearances 
were unaltered. 

Case 17. Depression and Heart Failure 

A postman aged 60 was admitted to a general hospital on 
Dec. 14. 1947, suffering from heart failure. He had had 
bronchius for 20 years. For three years before admission he 
complained of dyspnoea, and latterly he could not walk more 
than 100 yards (91.4 m.) without becoming breathless. On 
admission he was dyspnoeic. his neck veins were full, and 
rhonchi were heard throughout the chest, which was barrel- 
shaped and hyper-resonant. On Dec. 15 he got up in the 
evening and walked home in his dressing-gown and slippers 
because he “did not wish to wear hospital pyjamas without 
paying for them.” He became suspicious and refused food. 
He declared that his case was hopeless and that he had caused 
all the deaths in the ward. 

On Jan. 12, 1948, he was transferred to this hospital, under 
certificate, and was found to be in the state described above. 
On Feb. 24 modified E.C.T. was started, at which time be 
weighed 7 st. (44.45 kg.). Before each shock he was given 
25 mg. of curare with 0.15 g. of thiopentone and 1/100 gr. of 
atropine intravenously. Artificial respiration with oxygen was 
carried out and the shock given three minutes after injection. 
The convulsion was limited to clonic movements of the facial 
muscles and slight arm rigidity. There was no cyanosis. 
Respiration had to be assisted for about 30 minutes after the 
convulsion. He was then propped up, and be usually recovered 
completely in one to two hours after the fit. On one occasion 
he was given 2 ml. of neostigmine and 2 ml. of nikethamide 
intravenously, as he had not recovered consciousness an hour 
after the fit. He had five treatments, by which time he 
became cheerful, was interested in his surroundings, and was 
eating and sleeping well. His physical condition had improved 
enough to allow moderate exercise, and he weighed 9 st.' 
(57.15 kg.) when he was discharged on May 9 

Discussion 

The cases of this series fall into two main groups: 
(1) those especially susceptible to bony injury, and (2) those 
in whom death is a possible outcome of E.C.T. In the 
former the advantages of diminishing the muscular con- 
tractions are obvious. Bennett (1940) and others first 
used curare in E.C.T. solely with this object. In the latter 
group the advantages are less obvious and are even open 
to question. 

Hypertensive cases, which form a large part of this 
group, are given curare because, by diminishing the power 
of the muscular contractions, the blood pressure is less 
affected than during a fit unmodified by curare. It has 
also been shown by experiments on rabbits (Gross and 
Cullen, 1945) that curare has a direct effect on the smooth 
muscle of blood vessels and tends therefore to reduce 
the blood pressure. 

In cases with established congestive heart failure the 
same argument app!ies-~that the strain on the circulation, 
and particularly the heart, is lessened. Also, by abolishing 
cyanosis a theoretical advantage, at any Tate, is gained. 
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Will and Duval (3947) have reported the treatment with 
unmodified E.C.T. of a patient with pulmonary tuberculosis 
in whom there was a rapid spread of disease. They quote 
experiments on rats and cattle which show that E.C.T. 
causes petechial haemorrhages in the lungs and they say 
these account for the activation of tuberculosis. They also 
suggest that curare might, by abolishing the violent move- 
ments and post-convulsive hyperventilation, provide a 
greater degree of safety in the shock treatment of the 
tuberculous patient. The avoidance of cyanosis with our 
technique is a further logical advantage. 

We would like to stress the absolute importance of 
having available, and being familiar with, a suitable oxygen 
resuscitation apparatus before this treatment is undertaken. 

Summary 

The literature concerned with contraindications to E.C.T. and 
complications arising from it is discussed. 

The technique of E.C.T., modified by d-tubocurarine 
chloride and thiopentone with assisted respiration, is described. 

Fifty patients, untreatable by ordinary E.C.T., many of whom 
have been in a mental hospital for a considerable number 
of years, are reported as having been successfully treated by 
curare-modified E.C.T. 

Four cases are reported in full. 

The advantages of curare-modified E.C.T. in the various 
types of cases reported are discussed. 
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ACTING AS AN AID TO THERAPY 
IN A NEUROSIS CENTRE 

BY 

MAXWELL JONES, M.D., M.R.C.P.Ed., D.P.M. 

Consultant Psychiatrist, British Postgraduate Medical School, 
Hammersmith ; Senior Psychiatrist, Industrial Neurosis Unit, 
Belmont Hospital , Sutton 

It has been known for many centuries that drama may 
effectively release emotional tensions in actors and audience 
or both. Since 1921 Moreno has been attempting to use 
drama for psychotherapeutic purposes, and in 1942 he 
founded his Theatre for Psychodrama in New York 
(Moreno, 1946). 

We started to employ group methods in 1942 at Mill Hill 
Emergency Hospital, and began using plays for therapeutic 
purposes. At that time we had no knowledge of Moreno’s 
work, but in. recent years we have borrowed freely from 
him. 

The Industrial Neurosis Unit at Belmont Hospital has 
100 beds (two-thirds male and one-third female), and the 
patients stay in hospital for an average of two to three 


months. The organization of the' unit has been described 
elsewhere (Jones, 1947). The patients suffer from various 
neurotic complaints, mostly of a long-standing character, 
and the term “ industrial ” is used to indicate that the case 
represents a job-placement problem when the time comee 
to leave hospital. Patients of this type have usually a poot 
social adjustment, and may be actively antisocial. It has 
been found that group methods of treatment are particu- 
larly useful in treating this type of case. Only the use o! 
drama will be considered here, although, of course,- othei 
types of individual and group treatment are used whert 
indicated. - . 

The Rehearsed Play 

The plays arc written and produced by the patients wit! 
the help of the nurses. About one week is spent in pre- 
paration and a play is presented weekly. The three wards 
on the unit take it in turn to produce one. A patieul 
usually volunteers to present his own problem, but he may 
if he chooses, remain anonymous, or even write a play 
which presents some problem other than his own. The 
patient, having volunteered, is free to choose his own cast, 
producer, etc. ; in other words, all the resources of the 
unit are put at his disposal so that he may be given every 
help to re-enact his problem as realistically as possible. 
No stage, curtains, or elaborate props are used, and the 
room is just large enough to hold the players and the 
audience. This is done to obtain an “ intimate ” atmo- 
sphere -and avoid any suggestion of amateur theatricals ; we 
want actors and audience to merge, and as many patient; 
as possible to act or discuss or “ act out ” during the 
discussion. All the patients in my ward attend, and wit! 
the nurses and visitors about 100 people are usually present 
Various production devices may be used — e.g., a whispercc 
voice over the microphone to portray thoughts while the 
player mimes his anguish, etc., or a divided stage where 
two separate scenes are acted simultaneously, dialogue 
and mime being used alternately by each group o: 
players. 

Following the play, which represents a' social or persona 
problem but never offers a solution, the group is asked b) 
the psychiatrist to help the players to resolve the problem 
The psychiatrist plays a largely passive part, content tc 
allow the discussion to flow freely, intervening only if tin 
discussion is becoming irrelevant or is being monopolize< 
by one or two patients, etc. During the discussion it oftei 
helps to ask a contributor to demonstrate his point o 
view by working it out with the actual players. Thus 1 
girl with a partial hemiplegia, the result of a birth injury 
wrote a play around her basic problem of social insecurity 
She preferred not to act her own part, but during the dis 
cussion after the play found it impossible to remain anony 
mous. She was glad to re-enact several situations W’ll 
the players, taking over her own role from the patient whe 
had played it previously ; such “ acting out ” allows tff 
audience to “ test out ” a point of view much more realisti 
cally than by mere verbal discussion. At the end of thi 
meeting, which lasts an hour, the psychiatrist tries to sun 
up and, if possible, to bring the various views expressed iht< 
something approaching a poinl of view acceptable to tin 
group as a whole, or at least to the majority. 

Reproduction of a Psychiatric Out-patient Interview 

The psychiatrist simply reproduces an out-patient inter- 
view and a nurse usually plays the part of the patient. An 
old case record is used, preferably one where (he psychia- 
trist has done a "fof/ow-up ” inquiry. The psychiatrist 
and nurse run through the interview beforehand. The 
psychiatrist knows the case well, and it is enough for the 
nurse to know the general trend of the interview, as she 
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gets her cues, from the doctor ; she must try to act the 
part of the depressed patient or whatever is called for. If 
necessary, other psychiatric help can be invoked, and the 
psychiatric social worker, probation officer, disablement 
rehabilitation officer, etc.-, can appear in person. 

Experience has shown that only simple situational prob- 
tems“should be raised, and there should be no attempt to 
develop any complicated treatment situation. At the end 
of the interview, lasting up to thirty minutes, the patients 
are asked what they would do if they were faced with this 
particular problem in the role of the psychiatrist. Again 
the discussion lasts until the end of the hour period, and 
the psychiatrist sums up, bringing the various points of 
view together, if possible, into an integrated whole. As 
before, there is opportunity for the patient taking part in 
the discussion actually to play the part of the doctor or 
patient and develop the interview along some particular 
line to demonstrate points more graphically than can be 
done by discussion alone. 

Spontaneous Acting in a Small “ Analytic ” Group of 
about Eight Patients 

Group treatment of an “ analytic ” type has been 
developed in recent years by many workers, including 
Schilder (1940), Wender (1940), and Slavson (1947) in the 
U.S.A., and Bion and Rickman (1943), Foulkes (1946), and 
Jones (1948) in Britain. Here a group of six to eight 
patients of both sexes meet for an hour a day for approxi- 
mately two months. Patients are selected who have some 
form of social maladjustment, a good intelligence, and not 
a severe neurosis. The patients come to know something 
of each other’s, backgrounds -and emotional difficulties. 
There is a common purposive goal — i.e., that the group 
should try to understand and help the- individual. The 
. atmosphere is essentially permissive, and the group stands 
for public opinion, which in time comes to be perceived as 
a much more friendly and understanding abstraction than 
when the group was first formed. Intimate confidences 
begin to be expressed and instinctual needs can be con- 
sciously formulated. Guilt is found to be much more 
universal than was at first realized, and is shared by all 
members of the-group with obvious advantage — e.g., guilt 
over masturbation or hostility towards parents which pre- 
viously may have been strongly suppressed. In this setting 
it is comparatively easy to get people to start “ acting out ” 
their problems. Thus a bus-driver who had a difficult 
• domestic situation which he could not deal with 
satisfactorily was helped considerably by the group. 

This man, aged 40, had been fairly happy in his home life 
before going overseas on active service. He was away from 
home for' six years and returned to find the domestic situation 
completely altered. His wife had ceased to ' spend all her 
energies on her household duties: she now enjoyed the.com- 
pany of various women neighbours and was often away from 
home. Their son, now aged 17, went his own way, paying 
scant attention to his father or any other member of the family. 
Their little girl had been a baby when the father left home, 
and now regarded him as a stranger: the mother had done 
nothing to keep his memory alive. He returned to find he had 
no place in the family hierarchy. Added to this, conditions at 
work had changed ; he now had a conductress in whom he had 
no confidence and who persistently gave the starting signal as 
some old lady was stepping off the bus. and so on. He felt 
tense and apprehensive all day when driving, and began to be 
quite obsessional about his time schedule. By the time he was 
off duty he felt exhausted and went home only to feel unwanted 
and frustrated. Finally he developed digestive symptoms 
suggestive of peptic ulcer, and was sent to hospital. 

In the group this patient showed a good understanding of the 
other patients and a rare sense of humour. A scene was re- 
enacted when he returned home to his rather unfriendly wife 
and children and suggested that the whole family spent his day 


off on Sunday at Kew Gardens. His son met the proposal with 
frank derision-, and the little girl, taking her cue from the 
mother, showed a striking lack of enthusiasm. It was painful 
to witness Ihe-patient’s suppressed anger, and one could almost 
visualize, his red engorged stomach churning furiously. After 
this scene the group derided that somehow the patient would 
have to get to know his wife all over again. Various approaches 
were acted out, the patient often becoming completely inhibited 
as his hostility got the upper hand : it was much more difficult 
than just an intellectual understanding, and feelings seemed to 
crowd out his thoughts. But he made definite progress, which 
he began to apply when in the real setting of his home. At a 
foliow-up six months after he left hospital he claimed proudly 
that he had “ worked through ” his domestic difficulties, and 
said that the family had had a most enjoyable outing at Kew 
Gardens. 

Discussion 

It is difficult to assess the value of any psychotherapeutic 
method, and in an in-patient unit such as the one at 
Belmont, where so many other factors — environmental, 
social, vocational, etc. — are at work, evaluation is particu- 
larly difficult. No critical, assessment of our acting tech- 
nique has as yet been attempted, but we are convinced 
that, taken in conjunction with other individual methods of 
psychotherapy, dramatic methods can aid treatment 

The rehearsed plays and the reproduction of a psychia- 
tric out-patient interview are carried out in the presence 
of the entire personnel, patients and staff, of the unit. The 
patients are given a common social goal, and are asked 
to try to help with a real life problem concerning a fellow- 
patient. It must be remembered that the industrial unit 
is largely composed of unemployed disheartened antisocial 
neurotic people, and one of our chief aims is to try to 
achieve some degree of resocialization: we believe that 
the plays bring the patients together and give them a social 
responsibility which, being shared, amounts to a group aim. 
The fact is that the patients are a remarkably good audience, 
and there is a large degree of participation in the discussion 
afterwards. 

This group has definitely changed during the years we 
have been using a dramatic technique : the attitude now is 
one of much greater responsibility than formerly towards 
the person whose problem is being dramatized, and the 
group participation in the discussion afterwards is corre- 
spondingly greater.. The other striking change is from 
anonymity to personal presentation, the latter now being 
the rule. This suggests the development of a group culture 
which is accepted by the group as a legitimate medium for 
the expression of personal problems. The plays usually 
raise very intimate problems and often invite censure ; the 
fact that great tolerance and understanding are invariably 
shown must help to restore social confidence not only in 
the individual directly concerned but in all the patients 
who have identified themselves with their fellow patient. 

The problems presented by the plays are of general 
interest, and it is easy for the individuals in the audience 
to project themselves into the situation enacted. In the 
discussion following the play various points of view are 
expressed, and the individual has an opportunity of gaining 
a more objective idea of the problem. 

In the small analytic group of eight patients, meeting 
daily for up to two months, there is a much better oppor- 
tunity for more specific therapy. We find it comparatively 
easy to pass from discussion to spontaneous re-enactment 
of some incident described by a member of the group. In 
this way it has been found possible to achieve mastery 
of a situation which in real life had overwhelmed the 
individual patient By re-enactment in a friendly environ- 
ment, in the presence of the psychiatrist, and with the know- 
ledge that it is make-believe anyway, the individual may 
feel strong enough to cope with the problem enacted. 
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I doubt if an exact explanation can be given of the 
emotional relief felt subjectively on some occasions after 
“ acting out," any more than the exact mechanism for the 
relief of anxiety following a painful abreaction during an 
analysis can be wholly explained — it is a fact, however, 
to which all those who have been analysed can testify. 
Where emotional “ catharsis ” actually occurs there is 
usually a sense of relief similar to the everyday experience 
of getting something off one’s chest. 

Conclusion 

The various dramatic techniques described all aim at 
giving the individual an opportunity of expressing his 
thoughts and feelings in direct action or at least of project- 
ing himself into a situation that is being enacted by others. 
Some of the advantages from these methods include the 
increase of group consciousness resulting from the patient’s 
participation in a socially valuable group endeavour, an 
increased objectivity, the opportunity afforded for mastery 
of neurotic difficulties, and the liberation of pent-up 
emotions. 

Many other techniques involving the same principles 
could be evolved, and Moreno has shown how valuable 
the psychodramatic method can be in many social spheres 
besides that of treating the neurotic— e.g., in the training 
of social workers by rehearsing home visits, etc. I have 
simply attempted to describe our use of psychodramatic 
methods to date, designed to meet our own particular needs 
in treating an in-patient neurotic population. No attempt 
is made to claim any specific therapeutic results by these 
methods. I do feel, however, that they have real value in 
supplementing short-term individual methods of treatment, 
and as the experience grows they may make a serious con- 
tribution to that most desirable goal — successful treatment 
of the neurotic in a reasonably short time. 

t would like to thank Dr. Louis Minski, physician superintendent 
at Belmont Hospital, for his friendly co-operation in this work. 
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Medical Memoranda 


Perforation as the First Manifestation of a 
Gastric Carcinoma 

Perforation of a carcinoma of the stomach is an unusual event. 
We owe a classical description of the subject to Aird (1934), 
who collected details of 71 cases and described eight others 
treated at Edinburgh Royal Infirmary during the preceding ten 
years. It is significant that of the 71 references listed by Aird 
only five are from the British literature, and the most recent 
of these was published in 1904. The series of 506 cases of 
gastric cancer collected by Payne (1939) from the records of 
St. Bartholomew's Hospital includes six cases in which suture 
of a perforated carcinoma was performed, but no clinical details 
are given. 

The diagnosis of the lesion may be considered in two parts: 
(a) diagnosis of the perforation, and (6) recognition of the 
presence of a carcinoma. 

Symptoms consequent on the perforation generally follow on 
classical lines, but some cases pursue a more or less silent 
course, resembling in this respect perforations of the small 
bowel occurring in typhoid fever. However, in' this event the 
primary growth or its metastases will already have undermined 


the patient’s health, and it is hardly likely that perforation of 
an early carcinoma will pass unnoticed. As regards recogni- 
tion of the carcinoma, in a considerable percentage of cases its 
presence is already known and the perforation is but an inci- 
dental and terminal result of its extension. If the pre-operative 
findings have not already made the diagnosis certain, a laparo- 
tomy is nearly always bound to do so, either by inspeclion of 
the lesion or by the observation of metastases, which have 
been present in approximately half the recorded cases. A small 
residuum remain. in which the history is inconclusive, meia- 
stases are not seen, and the perforated ulcer itself lacks the 
stigma of malignancy. It is the latter group which the follow- 
ing case is designed to illustrate. The case is unusual because 
the first evidence of gastric disease was provided by the perfor- 
ation, the carcinoma was not recognized at the operation for 
its closure, and the patient made for a short time a complete 
recovery to normal health. 

Cxst Report 

A man aged 60 was admitted to the Sheffield Royal Hospital on 
Nov. 26, !946. He had been in his usual state of health until 
the day of admission, and although he had suffered from a mild 
degree of silicosis, due no doubt to bis occupation as a grinder in a 
Sheffield cutlery works, he denied any past history of indigestion or 
of other symptoms immediately or remotely connected with his 
stomach. Ten hours before admission he was prostrated by sudden 
severe generalized abdominal pain which made him fall to the ground. 
It doubled him up and made him sweat, and during the course of the 
day pain was also felt at the tip of the left shoulder. After a few 
hours it decreased in intensity and he ate a little food, which 
caused him to vomit. 

Examination showed an elderly-looking man lying quietly in bed. 
He had a good colour and was not sweating. The pulse was 100, 
regular, and of good volume ; respirations 20. Generalized abdominal 
tenderness and board-likc rigidity were present. Peristaltic sounds 
'were heard, but the area of liver dullness was diminished. The 
clinical history therefore made it evident that a hollow viscus had 
perforated. 

-The abdomen was opened two hours after admission — 12 hours 
after the attack began. Dirty free fluid containing fragments of 
undigested food welled up from the peritoneal cavity. Astride the 
lesser curve of the stomach, near the pylorus, was an ulcev_ which 
had perforated in its centre, the perforation admitting the tip of the 
little finger. An area of induration - about \ in. (2.5 cm.) in diameter 
circumscribed the central perforation. The stomach was mobile, with 
no suggestion of fixity, and the visible extent of the stomach wall 
at a distance from the lesion had a normal appearance. The liver 
adjacent to the stomach looked healthy, and in view of the apparently 
simple nature of the lesion the abdominal cavity was not explored. 
The perforation was oversewn with three catgut mattress sutures and 
the abdomen closed. 

The post-operative course was uneventful. Gastric suction and 
intravenous infusion were maintained for 48 hours, and penicillin 
and sulpliadimid'me were given until the eighth post-operative day. 
The patient was discharged on Dec. 10, 14 days after admission. 

On Jan, 6, 1947, he was examined in the out-patient department 
and appeared to be in good health. He complained of occasional 
epigastric pain after meals, and while it was considered that he 
might eventually be a candidate for partial gastrectomy the possi- 
bility of malignancy had not yet been entertained. A further exam- 
ination on Feb. 17, however, showed a change for the worse. The 
pain, though still occurring only after meals, had become severe, 
vomiting had supervened, and he had evidently lost weight. A 
barium meal showed “ chronic pyloric stenosis associated-mth a large 
gastric ulcer. The condition is probably due to adhesions arising 
from the previous perforation of the gastric ulcer, but the possibility 
of malignancy cannot be ruled out.” 

In view of the deterioration in his health, the patient was readmitted 
to hospital. A laparotomy on March 6, 14 weeks after the first 
operation, showed a carcinoma of the lesser curve of the stomach, 
fixed to and infiltrating the fiver, and numerous tiny seedling deposits 
of growth scattered over the anterior wall of the stomach and 
throughout the peritoneum, omenta, and mesentery. The abdomen 
was closed and he was discharged to his home two weeks later, where 
he died on April 30, 1947. 

-\ 

Comment 

Whatever one's views may be on the frequency of malignant 
change occurring in a simple gastric ulcer, there is no doubt in 
my. mind that in this case the ulcer was malignant from the 
beginning. Considering that the primary lesion tvas so small 
when first observed, the rapid course of events after the perfor- 
ation is remarkable. It is tempting to think that flooding of 
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the peritoneal cavity consequent on the perforation accounted 
for the diffuse seedling deposits scattered throughout the cavity. 
It is more likely that the rapid and, silent penetration of the 
stomach wall, the early onset of fixity, and the widespread 
appearance of metastases were alike due to a rapidly develop- 
ing anaplastic growth. 

Cases occur from time to time in which the differentiation 
between an indurated simple ulcer and an ulcerating carcinoma 
cannot be made with certainty, and in such circumstances 
Bochus (1943) advises that a small section of tissue should 
be removed for biopsy. But it is in the very case in which 
carcinoma is unsuspected that one may be let down, and it 
would seem more prudent to make biopsy a routine in all gastric 
perforations treated by operation. Certainly, histological exami- 
nation may yield equivocal results, but its employment in the 
case now described might have led (o a more fortunate 
conclusion. 

I thank Mr. J. C. Anderson for permission to publish the case 
treated in his wards, and Dr. J. L. A. Grout for the x-ray findings. 
Dr. Hart, of Sheffield, kindly informed me of the patient’s progress 
at home. 

Louis A. Ives, M.B., F.R.C.S., 

v - Late Sorsica! First Assistant. 

Royal Hospital, Sheffield 
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Oesophageal Foreign Body in a Baby 

The following case illustrates the importance of careful exami- 
nation in cases of laryngeal obstruction in babies. The only 
satisfactory method of examining the larynx of a baby is that 
of direct laryngoscopy. 

Case History 

The patient, a baby aged 1 year, was admitted to hospital on Dec. 9, 
1947, with a history of stridor which had been present since Dec. 6, 
after he had been spoon-fed with hot soup. Soon after admission 
the baby was seen by Dr. Robert Hughes. His temperature was 
102° F. (38.9° C.), pulse 140, respirations 40. The breathing was 
noisy and stertorous, laryngeal obstruction being obviously present ; 
wet sounds were heard all over the chest. 

I examined the baby later on the same evening in the operating 
theatre. The pharynx was seen to contain a lot of pus and debris 
when the direct latyngoscope was introduced ; the suction tube con- 
nected to the steam vacuum apparatus was used to dear the field. 
There appeared to be no membrane or gross laryngeal oedema, the 
obstruction being caused by the presence of pus and debris. Suction 
was employed continually to clear the field, which was being repeat- 
edly obscured by pus welling up from behind the Jarynx. Eventually 
the field was cleared, and a foreign body svas seen wedged behind 
the cricoid. After disimpaction this was removed, and an acute 
erosion of the posterior wall of the oesophagus was observed from 
which pus was exuding. 

The foreign body was a piece of bone, part of the lamina of the 
tail vertebra of a sheep. The small dorsal process shad been 
responsible for causing the pressure ulceration of the posterior wall 
of the oesophagus. The piece of bone measured i in. (1.6 cm.) in 
length, and its greatest diameter was ( in. (1.25 cm.). The baby 
was returned to the ward, and the administration of penicillin, 
50,000 units four-hourly, was begun. The temperature fell to 98° F. 
(36.9° C.) by noon on the following day, and remained normal after 
this. 

On the day after operation it was found impossible to spoon-feed 
the baby, but he could gulp fluids down from a cup. Debris from 
the pharynx had to be swabbed away continually. On Dec. 1 1, two 
days after the operation, spoon-feeding was attempted, but coughing 
was again caused, and it was found that drinking from a cup was 
preferable, as the coughing was not initiated. By Dec. 15 the baby 
looked perfectly well and took food easily, and thereafter made an 
uninterrupted recovery'. 

The history was completely elicited from the mother after the event. 
On Dec. 6 the child was given- a plate of .soup in a cafd, and the 
bones in the soup were allowed to remain on the spoon while feeding, 
as the mother was convinced that he would reject .any; but the 
child choked after one spoonful, and was immediately taken to the 
casualty department of a hospital, where it was stated that there was 
no bone in the throat. She oiled her own doctor in to see the child 
two days later, and, being afraid of further ridicule if she mentioned 


(he bone again, suggested to him that the baby had been scalded by 
the hot soup. 

Comment 

The interest of this case lies in the diagnosis of the cause of 
the laryngeal obstruction present The suggested causes were 
laryngeal diphtheria, retropharyngeal abscess, and exudative 
pronchitis. The diagnosis of retropharyngeal abscess was 
correct, abscess formation having followed the ulceration 
paused by pressure of the foreign body. 

The presence of a foreign body in the oesophagus of the 
paby of 1 year in the absence of a history was a surprise. 
From the technical point of view the use of efficient suction 
enabled the field to be properly cleared, a correct diagnosis 
(O be made, and the efficient removal of the foreign body to 
pe effected. 

G. A. Moulden, M.B., D.L.O.. 

Assistant Laryngclopiri, 

Victoria Central Hospital. Wallasey 


Thymoma Simulating Laryngeal Diphtheria 

While there are many conditions which by pressure on the 
trachea or otherwise may simulate laryngeal diphtheria, 
thymoma is a very rare cause. 

Case Report 

The patient, a boy aged 4), was admitted to this hospital on 
fan. 8, 1947, with the history of sore throat off and on for nine 
days, occasional vomiting, and troublesome irritating cough. His 
mother had noticed a faint pink rash on the trunk, which disappeared 
in twenty-four hours. On the night of Jan. 7 he developed dyspnoea 
and was admitted to a general hospital in a state of extreme cyanosis. 
Tracheotomy was performed, and 40,000 units of antidiphtheria 
serum were given intramuscularly. His condition improved, and on 
arrival at this hospital his colour was good, pulse of good volume 
hut rapid, and he was breathing normally through the tube. He 
was a very well nourished child; physical examination revealed 
nothing abnormal except a few scattered rales in the chest. A few 
hours later he developed another attack of dyspnoea and became 
extremely cyanosed. He was nursed in an oxygen lent, but his 
condition became steadily worse and he died soon after. Swabs 
from the nose, throat, and larynx were all negative for Klebs- 
Loeffler bacilli- 

At necropsy a large capsulated pear-shaped tumour of the thymus 
was found. It extended from the lower poles of the thyroid (not 
structurally continuous with it) in front of the trachea to the anterior 
mediastinum. Adjacent structures were not invaded. There were 
prominent Malpighian corpuscles in the spleen but no genera! 
jymphadenop3thy. Microscopically the tumour showed the general 
Structure of a lymphosarcoma. 

Comment 

Tumours of the thymus are rare; in 17,000 necropsies 
Symmers (1911) found 25 thymic tumours — i.e., 0.14%. Diag- 
nosis during life is difficult, as symptoms are few 3nd not patho- 
gnomonic. Cyanosis, paroxysmal dyspnoea, and cough are the 
commonest ; there may be pain, dysphagia, or hoarseness due 
to mediastinal pressure, and sometimes a swelling in the neck 
is found. Ewing (1928) reports a case with a history of repeated 
attacks of tonsillitis (cf. histology of tonsils and thymus). In 
myasthenia gravis, abnormalities of the thymus are found in 
about 30% of cases, and thymectomy has produced good results. 
i have not found any reports of cases in which laryngeal 
diphtheria was simulated. 

-Treatment is difficult; the scope of surgery is limited, but 
(he sarcomata are radiosensitive and the prognosis is much 
more- favourable than in the case of carcinoma or 
endothelioma. 

I am indebted to Dr. Dawbam, Walton Hospital, Liverpool, for 
(he report of the post-mortem findings, and to the medical superin- 
tendent, City Hospital, Fazakerley, Liverpool, for permission to 
publish. ' 

Alxvyn Griffith. M.B., Cb.B., C.P.H.. 

Late R.M.O., Ciry Hospital, Fazalerley. 
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PREGNANCY TESTS 

Pregnancy Diagnosis Tests: A Review. By Alfred T. Cowie, 
B.Sc., M.R.C.V.S., Ph.D. Commonwealth Agricultural Bureaux 
Joint Publication No. 13. (Pp. 283. 15s.) 

By the publication of this book the Commonwealth Agri- 
cultural Bureaux once more justify the claim of their organ- 
ization to provide a service of great value to those for whose 
assistance it was designed. But many more than these will 
be grateful. The review is well done and well arranged. The 
author describes every kind of test and considers every kind 
of animal involved in the test. The magnitude of his task 
is indicated by the fact that one-third of this book (100 pages) 
is occupied by a list of the books and scientific papers that 
he has had to read and critically assess. It is of interest to 
note in passing that included in this list are two references 
to “ unpublished observations " by the author himself. 

Towards the end of the book he presents a summary and 
conclusions. These are somewhat disappointing, for they 
would seem to suggest that out of the enormous literature on 
ibis subject there is but little firmly proved that is sufficiently 
trustwoithy and immediately applicable in the routine of 
pregnancy diagnosis. In the main this is due to the fact that 
in this summary the author omits all reference to pregnancy 
diagnosis in human medicine. In the veterinary field it seems 
that only in the case of the mare have these early laboratory 
diagnostic tests been shown to be of any considerable value. 

This is indeed a book that was needed. Since anxiety can 
be stilled and hope sustained in the human subject, and since 
the management of his stock by the livestock breeder could 
be simplified and made more economical, by a confirmation of 
the existence of pregnancy at the earliest possible moment after 
conception, it is not surprising that there is a great and ardent 
demand for these tests. Since the demand for them is so 
great it is not surprising that biological scientists have every- 
where been so busily engaged in refining the older tests and 
devising new ones. So much work of this kind has been 
proceeding during the last 25 years that it was high time that 
omeone made a review of this kind and wrote a book like 
j is one. It is the sort of book that everyone hopes that 

meone else wifi write, and therefore there will be very many 
who will be most grateful to the author. 

F. A. E. Crew. 


PHYSIOTHERAPISTS 


The Growth of a Profession. Being the History of the Chartered 
£><wv of Physiotherapy. 1894-1945. By Jane H. Wicksteed. 
OBE, F.C S.P. (Pp. 212. 6s.) London: Edward Arnold 

and Company. 1948. 


In this little book Miss Wicksteed traces the history of the 
Chartered Society of Physiotherapy from 1 894 to 1945. A 
good deal of the book is taken up by character sketches of 
the leading personalities, which will interest a limited circle of 
readers but which will be of great value to future historians. 
Her descriptions of the conditions in the middle of the last 
-entun are illuminating, when “medical rubbing” was a dis- 
reputable feature of the social life of that period. Under the 
influence of Weir Mitchell and of the Swedish School the 
new Society of Trained Masseuses was conceived at a time 
when the emancipation of women released a large number of 
cultivated and intelligent women of the right type lookihg for 
a career outside their own homes. An examination paper 
‘Or obtaining the certificate of the Society is of some interest as 
an indication of the desire to place (he training on a scientific 
basis : “ Describe the circulation of the blood ” is quite a 
broad question for a would-be masseuse of 1895. 

From “medical rubbing" the training of the masseuse has 
had to be expanded to include the use of all the modern 
paraphernalia of physiotherapy in a relatively short period— 
the complexities of medical electricity as well as the far more 
ancient art of hydrotherapy. Perhaps Miss Wicksteed is more 
concerned with the administrative and medico-political aspects 


of the relations of the society with the medical profession, 
however, than with stressing the continued need for a scientific 
and critical approach to these techniques. 

It is satisfactory, as she so rightly points out, that the presi- 
dents during the past twenty years have all been outstanding 
members of the medical profession. It is a pity that she has 
not been able to discuss the tremendous significance of the 
National Health Service Act, whether for good or ill, with 
its effect on the public, or State, demand for physiotherapy to 
become more widely available. ' Perhaps in a second edition 
the situation can be brought up to date. But there is no doubt 
that all those, whether medical or lay. concerned with the 
organization of the care of patients requiring physiotherapy at 
the present time will have a wider appreciation of this 
important aspect of treatment when they have read the book. 

W. C. Cope man. 


DISEASES OF THE EYE 

Lehrbuch der Attgcnhcilktmdc. Edited by M. Amslcr, A. 

Bruckner, A. Franccschetti, H, Goldman, and E. B. StrcifT. 

(Pp. 858; 342 figures. 85 Swiss francs.) Basle: Vcrlag Von S. 

Karger. 

This volume on diseases of the eye, edited by the occupants 
of the five chairs of ophthalmology in Switzerland-, arose out 
of the need of a textbook on the subject during the war, when 
books from abroad were not readily available. Swiss ophthal- 
mology is of high quality, and the fortuitous circumstances 
which led to the production of this book are an unnecessary- 
excuse for its appearance. The eighteen contributors, with 
the exception of Professor Weve. arc all Swiss. The book 
is beautifully produced, and even if it broke no new ground 
it would have been a welcome addition to the literature on 
ophthalmology. 

Most of the subject matter is presented in the way usual 
to textbooks. A completely modem book would reflect the 
three formative influences which are remoulding present-day 
ophthalmology — fuller appreciation of physiological principles, 
a better understanding of the significance of genetics in 
ophthalmology, and the imperceptible changes in pathological 
conceptions consequent on the therapeutic revolution experi- 
enced during the past decade. The first two of these influences 
are strongly reflected in the present' text. The chapters on the 
physiology of the eye by Professor A. Briickner, . Dr. R 
Bruckner, and H. SUUmann, as also the general tone of the 
account, do full justice to the .considerable recent develop- 
ments in ocular physiology and their bearing on diseases of 
the eye. The extensive chapter on heredity in relation to the 
eye by Professor Franceschetti and Dr. Klein likewise reflects 
satisfactorily the developments in genetics. However, the texi 
is less satisfactory in revealing the changes in our conceptions 
of pathology. The distinction betw-een infection and inflamma- 
tion, though recognized, is hardly sufficiently emphasized 
There is therefore some confusion on the possibilities ol 
modern therapeutics, and undue prominence is given to methods 
of treatment that might well be rejected. None the less this 
book is the best short exposition available of present-day 
ophthalmology. Unlike many collective works, the text read"; 
smoothly and is devoid of redundancies and overlapping. 

Arnold Sorsby. 


PSYCHOPATHOLOGY 


I oitnjem otudtcs irt Psychopathology, ax x^omrtouuon to the 
Aetiology of Neurotic Illness. By Henry V. Dicks, M.A.. M,D, 
F.R.C.P. Second edition. (Pp. 238. 15s.) London: Edward 
Arnold. 1947. 


The second edition of Professor Dicks’s book has no niajo 
changes and its success will be as assured as that of the first 
As the title indicates, it is not a systematic presentation o 
psychopathology but a collection of case studies illustratim 
the author’s views on some of the chief manifestations of thi 
psychoneuroses. Professor Dicks takes his main inspiratioi 
from the work of the psycho-analysts, to whom he makes gener 
ous acknowledgment although not belonging officially to thei 
group. Indeed, the brevity of the present work — one of it 
many attractive features — is chiefly due to the assumption tha 
the reader has a genera! knowledge of the basic psychopntho 
logical theories of Freud and his school. The author’s mail 
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contribution consists in a greater emphasis than that given, he 
thinks, by the psycho-analysts on the conflicts at the early oral 
phases of development. He suggests that there are three bio- 
logical needs — a self-preservative tendency, a sexual tendency 
(Freud's libido), and aggressiveness — and suggests that it is the 
self-preservative tendency that has to be satisfied by adequate 
feelings' of security in the infant’s earliest relations with its 
mother. When this security is absent the result is anxieties 
which can have great effects on the future growth of the per- 
sonality. He also suggests that Freud's libido theory' does not 
do justice to the full instinctual forces that enter into love 
relationships at all ages, a particularly important omission being 
the role of tender as distinct from sensual elements. 

In the main text the author appears to take psycho-analytic 
views as much_more definite and "* official ” than they are. 
Thus the work of Mrs. Klein and other psycho-analysts of 
the English school on the earliest stages of psychic develop- 
ment has met several of the points raised against Freud's 
earlier views. (In the preface to this edition, however, the 
author appears to have recognized this as an omission he would 
like to make good in any more comprehensive re-writing.) He 
makes many other interesting theoretical suggestions, and. 
although primarily for the psychotherapist, the cases are 
described so clearly that even the tyro in this field cannot fail 
to get a vivid impression of the psychological forces under- 
lying neurotic itlness. 

J. D. Sutherland. 

REFORM OF MENTAL HOSPITALS 

~ That Which is Caesar's. By_H. G. Woodley. (Pp. 15S. 8s. 6d.) 

Oxford : Pen-in-Hand, St. Michael's Street. 

No doubt there is a good case for the reform of institutional 
psychiatry. In a civilized and prosperous country the practice 
of herding thousands of certified patients in huge compounds 
can scarcely -be justified. With a decentralized system, and 
the services of five, or preferably ten. thousand suitably trained 
• psychiatrists, it would no doubt be possible to treat the certified 
population of Great Britain in a way which might satisfy the 
author of this book. But to judge from his own presentation 
there appears Lo be grave doubt whether the case for reform 
can be stated either temperately or effectively by someone who 
has spent a year in a mental institution as a certified patient. 

Outraged by the circumstances of his certification, and 
horrified both by the routines of treatment and by what he 
regards as a glaring lack of individual psychological attention, 
Mr. Woodley came to the conclusion that the only way to 
bring all this home to the pubtic was to employ shock tactics, 
using for this purpose a scriptural variety of journalese which 
is certain to alienate the fastidious and to arouse suspicion in 
the minds of professionally trained persons. This is the more 
regrettable since the author has quite dearly grasped the 
desirability of maintaining whatever rapport is possible with 
even advanced or deteriorated cases, an understanding which 
he has jwidently fortified with some reading in clinical 
psychology. Apparently, however, his reading has been 
vitiated by a persistent bias in favour of exclusively environ- 
mental causes of insanity. He is consequently altogether too 
optimistic about the accessibility of the psychoses even to the 
most understanding treatment. In fact the main virtue of the 
book is that the author attempts, however unsuccessfully, to do 
what would be much better done by psychiatrists themselves, if 
only they were so disposed. 

Edward Glover. 


■ Volume 2 of Advances in Internal Medicine, edited by Dr. William 
Dock and Dr. 1. Snapper (Interscience Publishers, £2 I7s.), contains a 
series of reviews by first-rate authors on clinical subjects where 
there have recently been considerable advances. The articles vary 
from about 5,000 lo 20.C00 words in length and cover a wide field. 
The ones ot greatest interest to the reviewer, who is not a cardiologist, 
were " Circulatory Failure Studied by means of Venous Catheteriza- 
tion ” (McMichnel). “ Angiocardiography " (Sussman and Grishman), 
and “ Surgical Treatment of Hypertension ’’ (Grimson). These pro- 
vide the ordinary' consulting physician or clinical lecturer with an 
admirably clear picture of the present situation. The article on angio- 
cardiography is illustrated by remarkably fine x-ray photographs. 
Anyone looking for up-to-date accounts of disease and its treatment 
will now have to keep an eye on Advances in Interna 1 Medicine. 


BOOKS RECEIVED 

{Review is not precluded by notice here of books recently received] 

An Atlas of Traumatic Surgery- By Joseph Tracts. M.D., D.Sc., 
F.R.C.S.Can. (Pp. 150. 30s.) Oxford; Blackwell Scientific 

Publications. 1949. 

A short, fully illustrated volume. 

A Textbook oj Pathology , General and Special. By J. M. 
Beattie, MA, M.D., D.Sc., and W. E. C. Dickson. M.D.. 
F.R.C.PJEd. Vols. 1 and 2. 5th ed. (Pp. I.SS2, I6$s.) London: 
William Heinemann. 1948. 

Revised and enlarged 

The Thyroid and its Diseases . By J. H. Means, M D. 2nd ed. 
(Pp. 571. 72s.) London; J. B. Lippmcott. I94S. 

From the Thyroid Clinic of the Massachusetts General Hospital. 

TWryx to Better Hearing • By L. Brentano. (Pp. 212. IGs. 6d.) 
London : George Allen and Unwin. 1948. 

For the deaf. 

Management of Common Gastro -Intestinal Diseases. Edited 
by T. A. Johnson. (Pp. 280. 42s.) London : Lippincott. 194$. 
From the American Practitioner series. 

Taylor's Principles and Practice of Medical f/cris prude nee. 
Edited by Sir S. Smith , MX)., F.R.C.P., D.P.H. Voi. 2. 

10th ed. (Pp. 841. 50s.) London: J. and A. Churchill. 194S. 
Considerably revised. 

Surface and Radiological Anatomy. By A. B. Appleton, MA., 
M.D., and others. 3rd ed. (Pp. 332. 35s.) Cambridge: W. HefTer. 
1949. 

For students and general practitioners. 

British Surgical Practice . Edited by Sir E Rock Carling, 
F.R.C.S.. F.R.C.P., and J. P. Ross, M S., F.R C S. Voi. 5. (Pp 494. 
60s.) London: Butterworth. 194S. 

This volume contains the section Hodgkin*s Disease-Lympho- 
granuloma. 

Bacterial and Mycotic Infections of Man. Edited by R. J. 
Dubos, Ph.D. (Pp. 785. 45s.) London: J. B. Lippincott. 194$. 

For medical students. 

Handbook of Midwifery. By M. Puxon, M.D, M R-C.O.G. 
(Pp. 326. 25s.) London : Sylviro Publications. 1949. 

For general practitioners and students preparing for qualifying and 
higher examinations. 

Technic of Medication . By A- Smith, M.D., C.M., M.Sc. 
(Pp. 255. 30s.) London : J. B. Lippmcott. 194S. 

A brief guide to practical therapeutics. 

Practical Aspects of Thyroid Disease. B> G. Crife, jun., M.D., 
FA.C.S. (Pp. 355. 30s.) London: W. B. Saunders. 1949. 

A short volume for physicians and surgeons. 

Refraction of the Bye, By A. Cowan, M.D. 3rd ed. (Pp. 287. 
27s. 6d.) London: Henry Kimpton. 1948. 

The third edition has been revised and brought up to date. 

Obstetric Analgesia and Anesthesia. By F. F. Snyder, M.D. 
(Pp. 401. 32s. 6d.) London: W. B. Saunders. 1949. 

Includes a large section on respiratory accidents to the child.- 

Irish Medical Directory and Hospital Yearbook , 

10th ed. (Pp. 404. 15s. 6d.) Dublin : The Parkside Press. 1949, 

The Scientific Paper . By S. F. Trejease. (Pp. 152. 11s.) 

London: Bailliere, Tindall and Co<- 1947 
A short guide for research workers. 

Essentials of Dermatology. By N. Tobias, M.D. 3rd ed. 
(Pp. 5IS.~ 36s.) London: J. B. Lippmcott. 1948, 

A <hort account for students and practitioners. 
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BREACH OF FAITH 

Ever since the profession agreed to enter the Health Service 
and to work it as successfully as the administration would 
allow, it has assumed that the Government would meet its 
just claims for adequate remuneration. Both general prac- 
titioners and the Government have accepted the recom- 
mendations of the Spens Committee. The Report on 
Remuneration prepared by the General Medical Sendees 
Committee, 1 which was approved by the Conference of 
Representatives of Local Medical Committees on March 3 
and received the fullest support of the Representative Body 
on March 29, gave cogent reasons for believing that the 
remuneration of general practitioners is inadequate, since 
the central pool is too small. The report has been in the 
hands of the Ministry since March 4, and a deputation of 
members of the General Medical Services Committee went 
to the Ministry on April 14 prepared to discuss remunera- 
tion m the light of the report. At that meeting the Ministry 
refused to consider the document until it had obtained and 
studied returns from executive councils showing the exact 
> ounts paid to practitioners on their lists. At the same 
i eeting an issue was raised — almost incidentally — of much 
deeper importance. When the Ministry was asked whether, 
in the event of a dispute on remuneration, the profession’s 
claims could be submitted through Whitley machinery and 
finally, if necessary, to arbitration, the reply given was as 
follows : “ It must not be assumed without further discus- 
sion that participation in the Whitley machinery necessarily 
involves, in the event of disagreement, the right to resort 
compulsorily to arbitration on all subjects.” The profes- 
>on will be disturbed at the negative caution of this reply. 
Vithout the right to resort compulsorily to arbitration on 
a subject such as remuneration the Whitley machinery may 
"ell be reduced to mere trifling, the correction of minor 
administrate e errors here and there and the removal of 
the occasional straw from the camel’s back. It is diffi- 
cult to see how any claims on which the two sides of the 
Whit/ev Council fail to agree can be justly decided if, on 
the Government’s prerogative, resort to independent arbitra- 
tion is denied. Indeed, not only the claim but justice itself 
would be denied. The profession would lie at the mercy 
of any Government in power and might have no other 
course to take but that which it has always most disliked 
and regarded as a last resort — refusal to work the Service 
^or_somti_Mrt of it 

Some evu&i}t'" of the Government’s assurances was given 
bv the Secreta>S<ie_ > the Association last week, 2 and he 

19. P S3. 

- ibid „ April 23, p 237rv 

3 Ibid , Junr 5 t 19-*8, p t4/> 


made this comment : “ To withdraw the promise of auto- 
matic arbitration in the event of disagreement on matters 
of remuneration would be a breach of many undertakings, 
a departure from modem negotiating practice, and poten- 
tially dangerous to the profession.” The Chairman of 
Council said 3 at the Special Representative Meeting on 
May 28, 1948: “The Minister has agreed that when the 
Service starts on July 5 we can immediately raise with the 
Whitley Council which will be set up to consider general- 
practitioner remuneration this matter of the betterment fac- 
tor and the implementation of the Spens Report. There- 
fore we are not bound to the present conditions as set 
out in the remuneration offer if we can prove to the Whitley 
Council that the amount is not the proper one.” Nobody 
then supposed it to be the Minister’s conception of Whitley 
machinery that a claim should be submitted to it and then, 
in the event of disagreement, left unsettled or determined 
arbitrarily by the Minister himself. The assumption that 
the profession’s claims would be justly met was a prime 
factor influencing doctors to co-operate in working the 
Service, and a refusal to have them submitted to arbitra- 
tion would be, as the General Medical Services Committee 
recorded last week, a gross breach of faith. The formation 
of the British Medical Guild is therefore particularly oppor- 
tune, and, fully supported by the profession, it will provide 
them with a much-needed source of strength. 

The profession will be surprised to learn that more than 
nine months after the Service started the Ministry does not 
know how many effective principals are on executive coun- 
cils’ lists. It declines to discuss the general practitioners’ 
claims until it has gathered and analysed the information 
from the executive councils, which it hopes to have done 
by the middle of May. This delay is particularly remiss 
because the Ministry’s estimate of public money paid out 
falls considerably short of the profession's moderate 
demands, which are based on the betterment factor of 
170 to take account of the increased cost of living since 
1939. The Ministry could surely have consented to begin 
discussions on the general merits of the case apart from 
its details. The deputation was further dissatisfied to learn 
on April 14 that the Ministry could give no assurance 
that there would be an addition to the pool on account of 
the increased number of general practitioners in the Ser- 
vice, and that, if remuneration is improved, the increase 
will not necessarily be retrospective to July 5, 1948. Since 
there have always been considerably more than 17,900 
general practitioners in the Service — the estimate on which 
the size of the central pool was originally based — refusal 
to make the increase retrospective to July 5, 194S, when 
the necessity for it now is clear, would be a grave injustice. 

Government spokesmen have admitted that there are 
grounds for general practitioners’ being dissatisfied with 
their remuneration. On Jan. 21 Mr. Messer said in the 
House of Commons, “Clearly everybody knows that the 
situation cannot remain as it is." The profession knows 
that well ; the Minister's further delay in acknowledging 
it and his lack of assurance that pay would be adjusted 
for the first nine months of the Service are in lamentable 
contrast to the speed with which he acted, without carrying 
-out a full inquiry, to cut the remuneration of the ophthalmic 
medical practitioners. „ 
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AURE05IYCIN 

We have alreadj' referred 1 to the preliminary account by 
Rryer and his colleagues- of the new antibiotic aureomycin 
ir. as it is sometimes termed, duomycin. Further informa- 
ion is now available. Like chloramphenicol (chloro- 
nvcetin). aureomycin is produced by a new member of the 
:enus Slreptomyces, for which the name Streptomyces 
wrofaciens n. sp. is proposed. There are a number of 
pecies included under the category' of “ yellow ” strepto- 
nyces and most of them are soil inhabitants. The anti- 
liotic aureomycin is a crystalline powder and is dispensed 
n the form of a yellow hydrochloride. The salt is soluble 
n> distilled water and in 5% glucose in distilled water: 
iolutions in normal saline precipitate when a concentration 
treater than 1% of the drug is reached. The powder is 
fable at room temperature, and in aqueous solution at 
jH 4.0 no loss of potency occurs after two weeks at 4° C. 
X the solution is neutralized or rendered alkaline the loss 
n activity is rapid. Aureomycin is not adsorbed by filters 
which retain bacteria - 1 

When injected intramuscularly solutions of aureomycin 
in di?tilled ’water or glucose cause acute pain lasting for 
some'minutes, followed by a dull pain which may continue 
for half an hour* even if the drug is dissolved in 1 % 
procaine : with repeated administration the sites of injection 
become red and tender. Intramuscular medication in man 
is thus hardly feasible, but fortunately aureomycin is well 
tolerated and active by mouth. A single dose of 0.5 g. of a 
:rude preparation caused a loss of appetite and nausea, but 
these symptoms occur only rarely after the administration 
of more purified preparations in gelatin capsules : they are 
entirely absent if 4 oz. (15 g.) of colloidol aluminium 
hydroxide is given with each 100 mg. of the drug. In this 
way a dose of 100 mg. has been given without any signs of 
toxicity every two hours to a patient who weighed 40 kg. 
Difficulty in determining concentrations of the drug in 
serum or plasma has been reported : loss of activity occurs 
an incubation at 37° C., serum proteins have a neutralizing 
iffect, and a relatively high concentration of the antibiotic 
is necessary for minimal inhibition of growth of the test 
organism, Klebsiella pneumoniae type A. Some observers 5 6 
prefer a strain of Bacillus cereus var. mycoides as the test 
organism, others 11 the strain of Bacillus stiblilis 219 which 
is used in the assay of streptomycin, or a haemolytic strepto- 
coccus. A level of 0.6 ng. per ml. of serum is the lowest 
concentration of drug that can be measured with K. pneu- 
moniae. This concentration is obtained by an oral dose of 

l British Medical Journal, 194S, 2, 1112. 

2/. An ter. tried. A*s., 194S. 13B, 117. 

3 Scbocnbacb, E. B., Bry«> M. S.» and Long, P. H., Am. N.Y, Acad. Sci. r I94S, 
>1,267. 

* Finland, M., Collins, H. S., and Paine, T- F. r Jr., /. Amer. med. Ass., 1948, 
138, 946. 

5 Dornbusb. A. C„ and Pelcak, E. J., Am. .V. Y. Acad. Sa., 194S, 51, 218. 

« Dowling, H. F., Lepptr, M. H., Sweet, L. K., and Briclcbonse, R. L., ibid., 
I94S, 51, 241. 

? Chandler, C. A., and Bliss, E. A . ibid., 194S, 51, 221. 

* Little, P. A., ibid., 194S, 5?. 246. 

* Brser, M. S., Schocnfcach, E. B.. Bliss, E. A., and Chandler, C. A., ibid., 194S, 
51. 254. 

10 Long, P. H-, Schoenbach. E. B., Bliss, E. A., Bryer, M. S., and Chandler, 
2. A., Calif. ; Med.. 1945. 70. 157. 

« Price, C. W„ Randall. W. A., and Welch, H„ Ann . A r .K Acad. Sd., 1945, 51, 
III. 

is ibid., 194S.5t.23t. 

is Ibid.. 1948, 51. 3 IS. 

i * Ibid., 194S, 51.290. 

Anigstein, L-, Whitney, D. M„ and Bcninsoa, I., ibid., 1945, 51. 305. 

Lennette, E. H., MeiUejohn. G., and Thaler*. H. M.. ibid., 1943, 51 , 331. 

n Braley, A. E-, and Sanders, M.. ibid.. 194S, 51, 250. 


().5 g. and an intramuscular injection of 40 mg. : after oral 
administration alone repeated doses of 1 g. every six hours 
give detectable amounts in the blood — about 2 «g. per ml. 
Aureomycin appears rapidly in the urine, and excretion 
<:ontinues for two to three days after a single oral dose of 
().5 g. In adults given repeated oral doses of 1 to 2 g. daily 
concentrations up to 256 «g. per ml. may be found in the 
(irine. After intravenous injection aureomycin passes into 
the cerebrospinal fluid. 

The antibiotic range of aureomycin is a wide one and 
pas been studied by a number of observers. 1 - 11 Pneumo- 
cocci, gonococci, meningococci, and Streptococcus pyogenes 
ere all inhibited by 1 pg. or less of aureomycin per ml. 
Staphylococci and most strains of Gram-negative bacilli, 
including species of salmonella, are inhibited by concentra- 
tions varying from 1 to 25 eg- per ml. Strains of two 
apecies, Proteus vulgaris and Pseudomonas aeruginosa, are 
,-noderately resistant, requiring from 125 to 250 eg. per ml. 
/or complete inhibition. There is no cross resistance with 
penicillin- and streptomycin-resistant strains,, nor with 
Strains that have become resistant to polymyxin or baci- 
tracin. Resistance to aureomycin is difficult to produce 
either in vivo or in vitro. Some increase in resistance, how- 
ever, has been induced against Proteus vulgaris. Pseudo - 
ptonas aeruginosa, and Bacterium colt: such aureomycin- 
fesistant strains do not produce any aureomvein-inhibiting 
Substance corresponding to penicillinase. In experimental 
animals the toxicity is very low: mice tolerated by mouth 
1,500 mg. and rats 3,000 mg. per kg of body weight. 

Accounts of the treatment of numerous human infections 
with aureomycin have now been published. Collins and his 
colleagues 12 reported the results obtained in 66 cases of 
gonorrhoea: only six failed to respond, and these had 
been given treatment for one day with a total of only 
1.0 or 1.5 g. of aureomycin. Pneumococcal pneumonia has 
been successfully treated with 0.5 a. every six or eight hours, 
(he total dos£s being from 10 to 20 g. Good results have also 
been obtained in meningococcal septicaemia. Claims have 
been made for the curative action of aureomycin in brucella 
infections: but in view of the difficulties in assessing the 
(rue value of any drug in these infections further controlled 
studies are required. In bacteriaemia due to Bacterium coli 
pnd in salmonella infections aureomycin has failed: in the 
(reatment of typhoid and paratyphoid it is thus inferior to 
chloramphenicol (chloromvcetin). On the other hand 
Wright and his colleagues 15 have shown that granuloma 
jnguinale is readily controlled by aureomycin, and in view 
Of its low toxicity it may well prove superior to strepto- 
piyci n. The chemotherapeutic activities of aureomycin are 
pot restricted to bacteria. Wong and Cox, 14 as well as 
Wright and his associates. 15 have shown that aureomycin 
pas an effect on the viruses of lymphogranuloma venereum 
pnd psittacosis and also on rickettsial infections, including 
epidemic and murine typhus, scrub typhus. Rocky Moun- 
tain spotted fever, Q fever, and rickettsialpox. 11-14 There 
js also some evidence that non-specific urethritis can be 
controlled by aureomycin. Finally, Braley and Sanders 11 
pave reported on the use of a 0.5% solution of a borated salt 
pf aureomycin in 100 patients with conjunctival and cornea! 
infections. This was very effective in coccal infections, and 
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difficult to reduce the bacterial count on standard agar to 
less than 500 bacteria per millilitre and to secure the 
absence of coliform bacilli from 1 ml. The cost should 
be about a penny for 200 glasses. 

Shortage of glasses, space, and assistance makes the ideal 
of a clean, dry, sterile glass for each customer impracticable, 
but a step in the right direction can be made if the results 
of the investigations referred to are sensibly applied. 
Finally, a word might be said about the bartender’s towel. 
If it cannot be abolished it should be frequently changed, 
and used solely for glasses which have been treated with 
antiseptic. 


THE RELIABILITY OF LABORATORY TESTS 
If a decision is to be based on or influenced to any extent 
by a laboratory test, then it follows that the result obtained 
must be precise and that the test should not be so complex 
that many possible sources of error are present. Belk and 
Sunderman 1 have checked the accuracy of the results of 
some common chemical measurements made in hospitals 
throughout the State of Pennsylvania. The 59 laboratories 
co-operating in the investigation were asked to analyse the 
following : solutions of glucose, sodium chloride, urea, and 
calcium (in concentrations similar to that found in human 
blood) ; serum for the measurement of total protein, 
albumin, and globulin ; and citrated whole blood for the 
estimation of haemoglobin concentration. The figures 
received from the laboratories were surprisingly inaccurate. 
The results were grouped by the referees into three cate- 
gories — satisfactory, unsatisfactory, and gross error. The 
sodium chloride analysis was done best — 68% of the results 
being satisfactory. The albumin estimation was the worst 
— 20% being satisfactory, 64% unsatisfactory, and 16% 
having a gross error. A questionary was sent to 95 patho- 
logists in order to obtain their explanation for such unreli- 
able results, and they included the following as contributory 
factors: (1) poorly trained technicians (in 82 answers); 

(2) inadequate number of technicians (in 80 answers) ; 

(3) lack of understanding between pathologist and staff 
(in 64 answers) ; (4) poor equipment (in 63 answers) ; and 
(5) insufficient floor space (in 57 answers). 

In this country Biggs and MacMillan 3 have assessed the 
v racy of some common haematological methods used 
- routine laboratory work. These included : haemoglobin 
Tarnation, red cell count, and packed cell volume (from 
which errors in estimating the colour index, mean cor- 
puscular volume, and mean corpuscular haemoglobin con- 
centration could be calculated) ; mean cell diameter derived 
from the Price-Jones curve ; reticulocyte count ; platelet 
count : whole-blood coagulation ; and red-cell fragility. 
The white cell count was not included, because it is widely 
recognized that this has a large error. The results obtained 
in these tests by laboratory technicians and doctors were 
analysed in detail. As might be expected, the disagreement 
between observers was an important source of error. For 
some of the variables the variation around the mean value 
was large, and it was evident that some tests cannot be 
expected to mea < " 011 mall differences reliably. The red-cell 
count had an 'Samsms nan. anc j t j ie co j our ; nc j ex and 
mean corpu«-<her streptomycin ueamiolird on to record the 
small diTTccdnt. In the three other cases in which cdocyte 
counts m.Vained during treatment no significant ris-fhat 

platelet ^ yCin resistance was shown after 6 ' 15, an‘. d in 
spicuoi trcatmcnt . Of the surviving cases, five out of~^ 
sienifiit-w, ws, 7 . 582 ~ ~ ~~ 

™ Medical Journal. 1948 , 2 , 769 . 

( t»rd, C . Debr,x R„ and Lctong.’M , Bull Acad. MJrl., Paris, 1925, 93, 


the reliability of routine work will follow the selection ol 
those methods which give the best results in the hands of 
the average laboratory worker." If the results of any test 
are to be of value to the clinician, then the test must be 
able to detect differences smaller than those which arc of 
clinical significance. It seems that not all laboratory tests 
meet this requirement, for some of them demand more 
skill than the average laboratory technician possesses. 


MELANOMA OF THE CHOROID 

In a series of papers from 1931 to 1942 Callender and 
his associates in the U.S.A. stressed the significance of 
reticulin in the prognosis of melanomas of the choroid. 
The richer the reticulin content the better they found the 
prognosis to be. They also held that prognosis could 
clearly be assessed by the cell type : the lowest mortality 
was in the group of cases with spindle-cell A tumours ; 
it was considerably higher with spindle-cell B, and highest 
with epithelioid tumours. The importance of the melanin 
content as a prognostic aid was not so marked, though the 
mortality was higher in the group of cases in which the 
pigment content of the tumours was classed as heavy. 
Callender’s method of classification has proved of value, 
and is confirmed in broad outline by Benjamin, Cumings, 
Goldsmith, and Sorsby 1 in a study of 250 cases of 
melanoma of the choroid. Their statistical assessment, 
however, does not confirm Callender’s results in detail. 
In the first place they found a much better prognosis — a 
survival rate of 80.7% in a period of five years in their 
series, against 52% in that of Callender. The discrepancy 
in survival rates is still more noticeable if a period of 
10 years is considered, the respective rates being 73.4% 
and 34.0%. Again, while Callender was able to grade 
mortality in relation to each of the cell types, melanin 
content, and reticulin content, the British workers obtained 
a more distinctly limited relationship. The only statisti- 
cally significant findings they could extract were an in- 
creased mortality in the group of cases with epithelioid- 
cell tumours, a lower mortality in cases where the pig- 
ment content of the tumours was classed as light, and a 
higher mortality when the reticulin content was low. In 
criticizing assessment of mortality they rightly point out 
the need to take into account macroscopic features such 
as vascularity, haemorrhage, necrosis, and above all exten- 
sion beyond the uvea. 

Melanomata of the choroid are puzzling tumours. The 
high survival rate in this condition is probably unique in 
cancer statistics. It is difficult to grade the tumours owing 
to their histological complexity, and their relationship to 
melanomata elsewhere in the body is not readily assessed. 
On the one hand it has been suggested that the tumours 
are of mesodermal origin, on the other that they are of 
ectodermal origin. These complexities are discussed fully 
by Reese, 2 who attempts to sort out three distinct varieties 
of choroidal melanoma. Two varieties he considers to 
be neurogenic in origin ; these are the tumours arising from 
the Schwann cell and the naevus cell, and tire tumours 
arising from the pigment epithelium of the retina and 
ciliary body. These two varieties are therefore not strictly 
speaking choroidal tumours at all. The third group 
he regards as mesodermal in origin — chromatogenic 
melanoma arising from the uveal tract. His classification 
is largely a compromise between tire conflicting hypotheses 
of ectodermal and mesodermal origin of choroidal tumours, 
and it would gain more ready acceptance if it could be 
shown to possess a prognostic significance. 

1 Bril. /. Orhlh !?., 1948, 32, 729, 

-Amcr. J. Ophtlml., 1947, 30, 537. 
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ANOPHELES ERADICATION IN CYPRUS 

BY 

HORACE SHELLEY, F.R.F.P.S., M.R.C.P., D.T.M.&H. 

Director of Medical and Health Sendees, Cyprus 

AND 

MEHMED AZIZ, M.B.E., As.R.S.1. 

Executive Officer, Anopheles Eradication Scheme, Cyprus 

The history of- the malarial fevers in Cyprus has been long 
and tragic, and over the centuries these fevers have cost the 
island much, in human life and have been the major cause 
of chronic ill-health and invalidism. It is on record that 
“fevers and bad air” were a source of much trouble in the 
year 1394, and in a letter written by Namik Kemal, who was a 
Turkish poet of national reputation, a few years before the 
British occupation of the island in 1878 it is stated that “the 
hum of noxious pests sounds like that of the most modem 
weapons, and the diseases, the mildest of which is fever, are 
capable of killing a person much quicker than bullets.” In 
the early days of occupation the British Army suffered severely 
from malaria, and steps were taken to reduce the breeding 
places of mosquitoes by draining and filling of swamps and 
planting of trees, particularly in the vicinity of the main towns. 
These operations brought some improvement, but the villages 
remained open to the same menace as previously. 

In the year 1900 the District Medical Officer, Larnaca, Dr. 
G. A. Williamson, discovered malaria parasites in the blood 
of 470 out of 503 patients diagnosed clinically as cases of 
malaria; infestations were divided almost equally between 
Plasmodium falciparum and P. vivax, plus an occasional 
P. malariae. The three main species of parasite were thus 
proved to be present in the island. During 1912 the High 
Commissioner, Sir Hamilton Goold-Adams, informed the 
Secretary of State that he had recently ascertained the wide- 
spread prevalence of malarial fever in the inhabitants of the 
island, and that, though steps had been taken by Government 
to combat the menace, he considered that more could be done, 
and requested that an expert malariologist be sent to Cyprus 
to study the disease and advise concerning necessary preven- 
tive measures. In reply to this request Sir Ronald Ross visited 
the island in 1913 and found that 25.4% of the children had 
splenic enlargement On his recommendation certain marshes 
were drained and a special staff was trained to undertake 
mosquito-control work. These drainage works were carried out 
in various places which were ideal breeding-centres for 
Anopheles elutus, a known vector of malaria. It was noted 
that coincident with these measures the incidence of enlarged 
spleen and active cases of malaria underwent a great diminu- 
tion, and conditions remained apparently much improved until 
after the 1914-18 war, when they rapidly deteriorated for 
various causes and remained unsatisfactory until the beginning 
of the Anopheles Eradication Campaign in 1946. 

There were three principal vectors of malaria in Cyprus : 
A. snperpicttis, breeding in shallow collections of water exposed 
to full sunlight; A. elutus. breeding in temporary collections 
and marshy collections of water ; and A. hirfitreatus, breeding 
in heavily shaded and cool water, including both wells and 
surface collections. 

In 1935 Dr. Barber, of the International Health Division, 
Rockefeller Foundation, found a parasite incidence of 70% in 
certain village children, and sickness due to malaria at times 
assumed almost epidemic proportions. Careful dissections of 
A. superpictus indicated a sporozoite rate seven times greater 
than that of A. gambiae in certain malarial regions in Africa. 

From the above information it is obvious that the problem 
of anopheles eradication in Cyprus was both complicated and 
urgent ; nevertheless Dr. R. E. Chevcrton, a former Director 
of Medical Services in the island, strongly believed in the 
possibility of obtaining the total eradication of anopheles 
vectors of malaria, and he therefore arranged for one of us 
(M.A.) to visit Egypt in 1945 and to study the campaign for 
the eradication of A. gambiae being carried out in the Nile 
Valley. Later Dr. F. L. Soper, of the Rockefeller Foundation. 


visited Cyprus and expressed the view that there was every 
possibility of eradicating the anopheles from the island. 

In 1946, working on this basic advice, an experimental area 
was chosen about 500 square miles (1,295 fcra/) in extent and 
the species eradication carried out with vigour and with com- 
plete success ; it was thus considered justifiable to extend the 
campaign to the whole island. Funds for the experimental 
w-orkin 1946 came from the Colonial Development and Welfare 
Scheme. It was estimated that £310,000 would be tbe approxi- 
mate cost of securing island-wide freedom from anopheles 
vectors. 

Organization of Campaign 

After the preliminary selection and training of staff and a 
comprehensive survey of breeding-places the island was divided 
into six districts, subdivided into 39 sections. Ill zones, and 
556 blocks. One block was the area which could be covered 
by one man in twelve working days. A group of blocks consti- 
tuted a zone under a zone officer, and a group of zones consti- 
tuted a section under a section officer. Each section officer 
was assisted by special checkers of larvae and adult mosquitoes. 
Each district was under the direct administration of head- 
quarters through the medium of the district officer, and in 
order that close and accurate supervision could be maintained 
the executive officer had under his immediate direction inde- 
pendent checkers, who could be sent to any district, section, 
zone, or block as considered advisable. 

The executive officer (M.A.) was in entire charge of the 
whole operation, including the purchase and issue of stores, 
equipment, and larvicides, and the maintenance of records, and 
it was only necessary for him to approach the Director of 
Medical and Health Services in case of difficulties necessitating 
extra assistance and advice and to report progress. 

The larvicides used during most of the campaign consisted 
of a 3 to 4% solution of D.D.T. in gas oil. “ Malariol," Paris 
green, and simple fuel oil were used on certain occasions, and 
during 1948-9 D.D.T. and gammexane smoke were utilized in 
the case of buildings with high ceilings and in certain inacces- 
sible places. Major drainage schemes were not attempted, 
though several marshy areas exist. Spraying was carried out 
with locally made or imported “ Hit guns.” preference being 
given to those with a long handle. 

The campaign proper started in April. 1946. with a direct 
attack on all breeding-places, the results being noted with parti- 
cular care and the presence of one larva being sufficient to 
declare a block still positive A protective zone about ten 
miles wide, situated between the eradication area and the rest 
of the island, was subjected to intense mosquito control with 
the object of preventing any remfestation of the eradication 
area. During the winter months of 1946-7. and also in subse- 
quent years, hibernating adult anopheles were attacked by sub- 
jecting all human and animal shelters to light treatment with 
D D.T., the object being to destroy any adults and thus reduce 
the possibility of any widespread breeding in March and the 
later months. 

It has to be appreciated that, as not all species of anopheles 
m Cyprus are necessarily frequenters of houses, search and 
attack had to be made in caves, both natural and artificial, 
tombs, tree trunks, etc.. and checking could not be limited to 
villages and other settlements but had to extend o'er every 
part of the island. This needed both courage and ingenuity 
on the part of these concerned, who had on occasion to be 
lowered by ropes to deal with breeding- or sheltering-places 
which could be approached only from the perpendicular heights 
of cliffs or mountains. 

Results 

The effect of the campaign on the incidence of malaria has 
been remarkable. During 1944. two years previous to the 
opening of the scheme, 7,686 cases were reported, and this 
figure was reduced during 1948 to 406. of which number only 
three were considered to be recent infections. 

In 1944 the percentages of school-children examined who had 
splenomegaly and parasitaemia were 32.4 and 51.9 respectively, 
figures which by 1948 had fallen to 10.6 and 1.3 respectively. 
In 1948 blood films from 655 infants (under 2 years) living in 
formerly highly malarious villages were examined and found 
negative for parasites. 
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At the time of writing this account not a single anopheles 
larva or adult had been discovered in the whole island for 
thirteen weeks, and it is anticipated that, apart from main- 
tenance work, the campaign proper will end within two months. 

It is not possible in a brief article to ' detail the numerous 
and unexpected difficulties which were encountered. At one 
stage the political situation in the Near East caused an inter- 
ruption in the regular supply of oil, which for a period had 
serious repercussions on the task in hand. Delays also occurred 
in the receipt of essential larvicides and other items, but 
fortunately these difficulties were gradually overcome. 


Our grateful thanks are due to Professor G. Macdonald, Director 
of the Ross Institute of Tropical Hygiene, London, for lus advice, 
criticism, and assistance ; to Drs. L. Soper and Bruce V. llson, of the 
Rockefeller Foundation, for their great help in the initial stages; 
to Dr J R Busvine for his independent and confirmatory checking 
during 1948 ; and finally to all those who have given assistance and 
encouragement. 


THE RED CROSS UNDER REVISION 

[From Our Correspondent in Geneva] 


A diplomatic conference for the establishment of new inter- 
national conventions for the protection of war victims was 
opened in Geneva on April 21, and is expected to last for 
six weeks Forty-five States, including Soviet Russia and the 
Vatican, are participating. The United Kingdom delegation is 
headed by Sir Robert Craigie and consists of representatives 
of the War Office, Admiralty, Ministry of Transport, Home 
Office, and Foreign Office. Several international organizations, 
including WHO, are observers. The first meeting was held at 
the Hotel de Ville, in the same room in which the Red Cross 
was established in the middle of the last century. 

Three draft conventions are under consideration. Two of 
them, for the relief of the wounded and sick in the armed 
forces in the field and for the treatment of prisoners of war, 
are proposed revisions of the conventions concluded at Geneva 
in 1929. The third is a convention for the protection of civilians 
in time of war. All three were considered at the eighteenth 
ternational Red Cross Conference held recently at Stock- 
1m, and now they are being critically reviewed by the 
presentatives of Governments. 

Already the United Kingdom delegation has put forward 
some criticisms ot the International Red Cross proposals. It 
has suggested that certain passages in the draft convention for 
the relief of the wounded and sick, while appropriate' to the 
circumstances of war as it was waged in the middle of the 


The draft convention for the protection of civilians in time 
of war is a document of 140 articles. It deals large y with 
ffie care of internees. It is laid down that every place of 
internment must have an adequate infirmary under the direction 
of a qualified doctor. Isolation wards must be set aside I 
contagious disease. Where special treatment, surgical opera- 
tion, or hospital care is necessary, internees must be admitteL 
to institutions where such treatment ts given, and the care they 
receive must no. be inferior to that provided for the general 
population. Internees, says one article, shall have the attention 
preferably of medical men or women of their own nationality. 
£ costs Of treatment, including those of any apparatus neces- 
sary for 'the maintenance of internees in good health parti- 
cularly dentures and other prostheses. and spectacles shall be 
borne by the detaining power. Medical inspections of ernees 
are to be made at least once a month, with the object of 
supervising their general health, nutrition, and cleanliness, and 
deteefing contagious diseases, especially tuberculosis, malaria. 

' and venereal conditions These inspections are to include 
wherever possible, periodical radiological examination and 
checking of weight. It is also provided that international 
standards of nutrition may be applied to the quantity quality 
and variety of food for internees with additional food 
expectant and nursing mothers and children. 

This important conference has hardly yet got into Us stride. 
The first days, as is usual in these big international assemb lies, 
were frittered away over exasperating points on procedur , 
objections, validity of credentials, and admission of observers. 


A HEALTH SERVICE' FOR CHILDREN 

CHADWICK PUBLIC LECTURE 
A lecture under the auspices of the Chadwick Trust was 
delivered at Westminster Hospital Medical School on March 2_ 

bv Dr. Helen Mackay. 

Dr Mackay said that a hundred years ago there were n 
children’s hospitals in this country and general hospitals dis- 
couraged the admission of children ; half the inmates 
housed were children. Eighty years ago the forerunners o 
infant-welfare centres made their appearance, but not until 
1924 was the first chair in paediatrics established. Nowadays 
every child had a doctor, but there were still some deficiencies 
in the service. Undergraduates received a minimum of training 
n child cTre, and were often in difficulties when confronted 

with the sick child. Before last July doctors m most dimes 
with tne sick. un. Now, in many areas they had to 


could treat minor ailments. - , • mot j ler 

circumstances of war as it was waged in the middle of the sa y that they were not allowed to do s °’ a " out . 

nineteenth century, bear no evident relation to the conditions mbst take the sick baby to some overcrow e E different 
of war usual in the middle of the twentieth century. The Inter- patient department. School medical wor • v r , , — 


national Red Cross, in the view of the British delegation, 
appears to consider that all those^Avho are charged with caring 
for the wounded and sick am,''outside the combatant forces 


tut mw vv uuiiucu auu oiu\ at v uuuiui, niw vvtuuuwuv 

altogether and can therefore /be regarded as neutrals in any 

» i. t - . I • r • * I I 


conflict. In fact medical se rvices now form- an integral and 
necessary part of the whole fighting machine, and their primary 
purpose is to ensure the fitness of combatant personnel to 
carry on the conflict. Hen'e, of course, there is a distinction 
between the medical services of an army and of a humanitarian 
organization like the I^ed Cross. "The United Kingdom 
Government recognizes That, in the presence of wounded and 
sick, medical personnel should behave in the tradition of 
the Red Cross and should treat without distinction, except on 
grounds of need, the pt>rsonnel of their own forces and those 
of the enemy.” But thp delegation goes on to urge that this 
fact should not be allot. ed to obscure the fundamental change 
which has taken placr) since the Red Cross emblem first 


nitiLU tiaa lurtLit auibC llIC l\cu unuiviii iuol 

appeared on the battlefield — namely, that the medical services 


of military' forces are ’now organized with positive duties 
designed to maintain and v increase the fighting efficiency of 
such forces. It presses strongly the view that all personnel, 
whether “ protected ’’ or notk falling into the hands of an 
advene belligerent should be Vudsoners of war ; that among 
prisoners of war all those reqij r ^t to care for the sick and 
wounded in the hands of the enemy \hould have the necessary 


ST some school doctms showing initiative others being 
tied up by regulations which were not to the benefit 0 
child In many hospitals there was no specially trained nurse 

charge of ffie children’s ward; in others children wera 
scattered throughout the wards for adults ; and in some hos 
n mls wards wera overcrowded with children who could have 
been nursed at home. The selection of cases for hospital should 
be controlled by doctors with experience of paediatrics. 

The first essential in planning a health service for children 
was a well-trained staff with good facilities working as 
team. A few fairly large hospitals were more economical 
in staff than numerous small ones. It was important to buff 
un a small number of really adequate hospital units as quickly 
as the financial position allowed. Each region should have an 
overall plan and the people on the spot must get together 
not only on principle but on detail. It was important also 
that the general practitioner should have adequate paediatric 
training A large part of the clinical work in schools and 
welfare centres should be done by general practitioners 
• merested in paediatrics, their numbers being augmented by 
those who took service as child-welfare and school medical 

° ffiCerS ' Hospital Planning 


in me nanus ot tne enemy should pave tne necessary 
freedom and facilities for carrying their work, and that 
surplus doctors and nurses should b e repatriated. 


The hospital service. Dr. Mackay continued, should have 
nnediatric units in large hospitals, and regional centres foi 
ES U m ".«! hospital .ns ths ps«*»w 
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unit would have beds in one hospital, and if a management 
committee area 1 did not contain such a unit it should have a 
branch paediatric out-patient department based on a unit else- 
where. Beds should be provided for nursing mothers, and 
all in-patient children under puberty should be dealt with in 
the children’s department. Beds for neonatal cases should be 
under the direction of one or two paediatricians, one of whom 
might be the children’s health officer. As soon as a unit could 
function in isolation it must be provided with- the services of 
all the necessary specialists and sub-departments. Units sh’ould 
not be too small, and they should be so sited as to make 
the best possible use of existing facilities, which should be 
within reasonable travelling distance from every part of the 
region. 

Dr. Mackay also pleaded for paediatric regional centres with 
the outlook and status of university units. These centres 
should be equipped for highly specialized forms of treatment 
and investigation. Fever hospitals and general children's 
hospitals should be fused into paediatric units ; the present 
division was artificial and served no good purpose. Long-term 
patients should be treated in general children’s hospitals staffed 
and equipped to deal with all types of cases. Some children 
needed treatment in orthopaedic wards, others might lie in 
cottage homes v under the care of house mothers. 

Psychiatric treatment should be undertaken by paediatricians 
and general practitioners, but there should be fully staffed 
child psychiatric units adjacent to children's hospitals. Many 
children" with psychiatric symptoms needed a full physical 
investigation. Psychiatrists working in these units should have 
had practical training in general paediatrics. 


Initial Steps 

Much could be done to obtain such a service in the imme- 
diate future. The first step was the overall planning, at least 
in outline, and the provision of facilities for training was a 
primary obligation. Adequate undergraduate training units 
should be set up, and this would necessitate the provision of 
much larger departments than existed at present. Properly 
staffed and equipped regional beds would also be needed for 
postgraduate training. Appointments should not be filled 
unless the candidates were of the right calibre and adequate 
facilities were available. If each hospital sought to create 
its own department and train its own staff regardless of the 
larger needs the future of the service might be in jeopardy. 

The nursing must be done by nurses who w-ere fond of 
children, wanted to look after them, and were trained for the 
work. School nurses and health visitors should also be given 
the opportunity of keeping up their knowledge of sick children. 
The interchange of nurses working at clinics or in hospitals 
should be encouraged. She thought also that mothers should 
be brought into hospitals to help with the nursing of their 
own children. “ Play ” people should be appointed who could 
provide the children with amusement and occupation. A 
central bureau should be set up in each region where statistics 
of child health would be available. 

Hitherto there had been little inducement to nurses, medical 
students, or doctors to undertake paediatric work. If the 
National Health Service offered in paediatrics the same pros- 
pects as it offered in other branches of medicine, said Dr. 
Mackay in conclusion, the work, which in itself was so 
rewarding, would gain all the recruits needed. 


The National Association for the Prevention of Tuberculosis 
discusses in a memorandum recently issued the policy for mass 
radiography in the future. Groups that should receive priority in 
being radiographed include nurses, doctors, and workers in certain 
dusty occupations, and entrants to the military and civil services. 
Other groups might include secondary-school leavers, food handlers, 
and expectant mothers. The memorandum admits that the work of 
mass radiography is often monotonous for those who do it and 
suggests that it should not be regarded as a career in itself but as part 
of the experience necessary for a fully qualified physician of a chest 
clinic. More propaganda is favoured to encourage the public to be 
radiographed, since there is evidence that the initial enthusiasm is 
waning. 


Nova et Vetera 


GENERAL ANATOMY, MICROSCOPIC ANATOMY, 
OR HISTOLOGY ? 

In Great Britain textbooks of histology have been designed 
almost entirely for medical students. They have been un- 
substantial, as they usually figure tissues and organs from 
domestic and laboratory animals rather than from man. On 
the other hand, in Germany at the end of last century, and 
still more so in the U.SA. of recent years, comparative histo- 
logy has attracted the attention of many zoologists. This has 
largely been responsible for the fact that experimental embry- 
ology blossomed in Germany and is now bearing fruit in North 
America. 

Undoubtedly that great French genius Bichat (1771-1802) 
founded the subject of general anatomy or histology by concen- 
trating on tissues rather than organs, with a hand lens rather 
than a microscope. The cell theory of the structure of tissues, 
both animal and vegetable, was founded by Schwann and 
Schleiden in 1838. Histology bore the name “general 
anatomy” for some years. Fr. Gerber, of Berne, wrote his 
textbook of general anatomy in 1840. This was translated by 
George Gulliver in 1841 with considerable additions. Gerber 
is worth remembering if only for the statement, “Anatomy 
and physiology, however, ought never to be regarded as separ- 
ate sciences, altogether disjoined and different ; they are indeed, 
so closely linked together, that they are all but one and the 
same; in anatomy, we study the organs in repose, in physio- 
logy, we study them in action.” As an example of early team- 
work Dr. Gulliver registers his thanks for the engravings to 
“ Mr. Siddall, a zealous micrographer and the worthy veterinary’ 
surgeon to the Blues,” and to “ Dr. Boyd, the excellent resi- 
dent physician of the St. Marylebone Infirmary, for his friendly 
assistance on various occasions." 

In 1837 William Sharpey was appointed to the chair of 
anatomy and physiology at University College, London, at the 
time when Richard Quain (180O-8T) held the chair of practical 
anatomy and served as surgeon to the hospital. Sharpey, with 
tremendous energy, established a course in microscopic anatomy. 
The large round table was fitted with a lamp at the centre and 
a brass rail near the edge, along which the microscope circulated 
from one student to the other. Sharpey instituted a lectureship 
in practical physiology “ with a view to supplying medical 
students with instructions in the use of the microscope in 
examining the texture and fluids of the body.” Sharpey, having 
become professor of physiology, took over the teaching of 
histology and neurology, so that the department of anatomy 
was left with no equipment beyond the cadaver, and sank to 
be the handmaid of surgery, 

William Sharpey and Richard Quain published the fifth 
edition of Jones Quain's Anatomy in 1848 with the assistance 
of Potter, Viner Ellis, and John Marshall, This edition had 
a new section on general anatomy and also one on surgical 
anatomy. 

The first distinct work in English on general anatomy was 
that of Dr. Craigie, of Edinburgh (1828). The second was 
that of Mr. R. D. Grainger, of St. Thomas’s Hospital (1829), 
followed almost immediately by Robert Knox's translation of 
the textbook of Beclard (1785-1825), which, passed through 
successive editions to 1895. Knox also wrote anonymously 
one of the earliest books on prostitution, ” the greatest of serial 
evils,” translated Cloquet's Descriptive Anatomy, and wrote 
on The Races of Man. It is sad that this great anatomist is 
remembered scandalously only as a resurrectionist. 

That strange man A. H. Hassall. who not only described the 
corpuscles of the thymus but wrote the History of the British 
Freshwater Algae, published his two volumes (text and atlas) 
On the Microscopic Anatomy of the Hitman Body in 1846-9. 
From the point of accuracy of delineation the lectures on 
histology delivered by John Queket! at the Royal College of 
Surgeons in 1851-2, and published in two volumes in 1852, 
“how an improvement on Hassall’s work and covered both 
Vertebrate and invertebrate forms, so that the study was com- 
barative in the broad sense. This was followed ’ by the 
blaster!}’ works of Kolliker. who published his compendium, . 
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Mikroskopische Anatomie. in 1850-4 and his shorter Handbuch 
der Gewebelehre des Menschcn in 1852. The latter was trans- 
lated by George Busk and Thomas Huxley and published for 
the Sydenham Society in 1 853. Another translation, by Dr. 
George Buchanan, of Glasgow, was published in 1860. 

There is some doubt when the term histology came to replace 
the older terms general anatomy and microscopic anatomy, 
H. D. Roileston, in his history of the Cambridge Medical School, 
attributes the origin of the word histology to Michael Foster 
(1836-1907), who deserted the chair of practical physiology at 
University College, London, to become Prae-elector of Physio- 
logy at Trinity College, Cambridge, in 1870. Roileston says: 
"In addition to creating the Cambridge School of Physiology 
and making physiology an aspect of biology, instead of the 
younger sister of anatomy, he set the example of practical 
classes in physiology ; the work in these classes included histo- 
logy, a word introduced by Foster in consultation with F. B. 
Westcott (1825-1901), Regius Professor of Divinity” — and later 
the most liberal Bishop of Durham. This statement is obvi- 
ously wrong, since as early as 1853 Theodor von Hessling pub- 
lished a paper entitled “ Histologische Mittheilungen ” in Vol. 5 
of Zeitschrift }iir Wissenschaftliche Zoologie, and in 1859 
Arthur Farre, professor in medical obstetrics at King’s College, 
refers to “ histological changes " in the uterus after labour 
(Todd and Bowman’s Cyclopaedia, Supplement, 1859), Whereas 
Hassall spoke of microscopic anatomy in 1849, Quekett spoke 
of histology in 1851, as did W. B, Carpenter in his book The 
Microscope in 1856. Who really established the usage of the 
term histology ? 

The word histology, as distinct from general anatomy or 
microscopic anatomy, seems to have been introduced by 
A. F. J. K. Mayer in his book, Ucbcr Histologie und eine 
neue Eintheilnng der Gewebe des Mcnschiichen Kdrpcrs bei 
Gelegenheit der Eroffnung seiner Vorlesungcn fiber Anatomie, 
an octavo volume of 40 pages published in Bonn by A. Marcus 
in 1819. This book is not in the University Library at Cam- 
bridge or in the British Museum, It is to be hoped that a 
copy may be unearthed somewhere amidst that dust which is 
the bloom of age. 

The greatest of all textbooks is still the Manual of Human 
and Comparative Histology, edited by S. Strieker (1869) and 
Published post-haste in an English translation by Henry Power, 

'hthalmic surgeon to St. George's Hospital, in 1870. The three 

’umes mas still be bought for a song, like so many other 

.stone publications of the New Sydenham Society. The 
contributors to Strieker’s Manual included such men as 
L Arnold, S. Briicke, Cohnheim, Eberth, Engelmann, Gerlach, 
Klein. W. Ktifine, Ludwig, Meynert, W. Muller, Obersteiner, 
Pfliiger. Preyer, Recklinghausen, Rudinger, Max Schultze, 
Schwalbe, Schweiger-Seidel, Toldt, Waldeyer, and others. The 
book is a joy because of the conflicting views of the contribu- 
tors, the different methods of approach to the subject, and the 
rich historical background. As Strieker said, “ Controversy is 
the mother of inquiry.” 

The most exhaustive textbook of comparative histology at 
present is the Lehrbuch der vergleichenden Anatomie der 
WirbelUere, by Albert Oppel and his contributors. Eight 
volumes appeared over the years 1896-1914. 

The third edition of Professor Ken- 


“ chondroid issue,” and “ pseudo-cartilage " are used. The 
weakest part of the book is the section dealing with the 
female reproductive system, a field in which most of our 
knowledge is due to American workers such as Edgar Allen, 
Leo Loeb, Stockard, H. M. Evans, and the various contribu- 
tors to the Carnegie Contributions to Embryology. It is 
confusing to talk of the tunica albuginea of the ovary' rather 
than of the tunica propria, for the former term really belongs to 
the inelastic coat of the testis. As Astley Cooper pointed out 
so long ago, this inelastic tunic of the testis has much in com- 
mon with the dura mater, in that haemorrhage into either testis 
or brain inevitably leads to destruction of tissue. The placenta, 
that organ which, like the ideal University of Comenius, sup- 
plies sap, vitality, and strength to all, deserves a little more 
space if only because of its importance in classification of the 
mammals. The decidual cells are said to develop after the 
onset of pregnancy, whereas they really develop in every pre- 
menstrual phase as well and are heavily stored with pabulum 
for the nourishment of a fertilized ovum which may never 
arrive. Nature does not ration essential amino-acids, fats, 
lipoids, or glycogen. She lays a feast, and is prepared to 
discard it in toto in the menstruum. 

It is a useful book for any zoology department, and would 
be better for the inclusion of a brief historical introduction 
so that the student might appreciate the part played by the 
original founders of the subject. The book is on the whole 
well illustrated, but a few of the diagrams are not up to the 
level of the photomicrographs. The high-water mark of histo- 
logical diagrams is found in the woodcuts of Todd and 
Bowman’s Cyclopaedia of Anatomy and Physiology (183 5-59) 
and their Physiological Anatomy and Physiology of Man (1845). 

H. A. Harris. 


Preparations and Appliances 


A SWITCH AND WIRING CIRCUIT FOR UNIPOLAR 
LEAD ELECTROCARDIOGRAPHY 

Mi. A. G. Bmm, electrocardiographic technician, Royal 
Infirmary, Sheffield, writes : The use of unipolar lead electro- 
cardiography in the diagnosis of cardiac disorders is 
rapidly becoming recognized as a standard procedure. Its 
adoption in this country has been hindered by the difficulty 
in obtaining suitable apparatus. It is laborious and time- 
consuming when carried out on a standard electrocardiograph. 
Records are simple to obtain with the Sanborn Viso-Cardiette, 
but it is doubtful if the instrument is robust enough for heavy' 
routine work. It was felt, therefore, that it would be advan- 
tageous to convert a full-size standard type of Cambridge 
electrocardiograph so that unipolar leads could be taken rapidly 
and easily. 

An electrical circuit has been constructed in which the sub- 
stitution of a rotating lead-change switch for the existing one 
in the Cambridge electrocardiograph has made it possible for 
standard, unipolar extremity, bipolar, and unipolar precordial 


dall’s book, the Microscopic Anatomy of 
Vertebrates ,* which provoked this brief 
historical review of general anatomy and 
histology, is a sound attempt to present 
the students of zoology with an' interest 
in the wider fields of the lowlier verte- 
brates as wed as mammals. His chapter 
on the integument deals with the skin of 
dogfish, bony fish, frog, reptiles, and 
birds as well as mammals. The excre- 


tory system of pronephros, mesonephros, 
and metanephros is pictured in the hag- 
fish, the frog, and the mammal. In the 
skeletal system the terminology is not 
clear, as such terms as “ pr ecartilage,” 

Microscopic Anatomy of Vertebrates. By 
lames I. Kendal!, Ph.D,. D.Sc. Third edition, 
horouehlv re vise d. (f> P . 3 S4; 225 illustra- 
notis t\ 10s.) London: Henry Kimpton. 
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leads to be taken with ease. There is thus no need to inter- 
change the -leads, the only adjustment necessary being the 
alteration of position of the chest electrode. 

The circuit has been devised by utilizing a 4-pole, 11-way 
radio switch, which is cheap and easily obtainable. The 
accompanying schematic diagram outlines the method of 
wiring. 

A four-lead cable runs from the patient’s couch to the electro- 
cardiograph, and the R.A., LA., L.L., and chest leads are attached 
in this order to the common terminals of each pole. Starting at 
position I, a pair of wires leading from the galvanometer circuit is 
connected round the switch as illustrated. A single-pole short- 
circuiting switch is incorporated in the circuit to allow the 
electrocardiograph to be tested without a patient in the circuit. 
Provision is made for the inclusion, if required, of three 5,000-ohm 
resistances in the unipolar lead circuits, so that Wilson or Goldberger 
augmented leads may be taken as desired. No provision has been 
made for taking lead CL., as various authorities have stated it to be 
unreliable. 

An additional stop has been placed in the film-lowering mechanism 
on the camera so that only half the film is exposed on each occasion, 
giving a shorter record of each lead. Instead, therefore, of having 
only three leads on a film, it is possible to record up to six leads. 
It has often been convenient to record leads I— Til with precordial 
leads on one film. Alternatively, when unipolar leads are being 
taken leads I— III, aVR, aVL, and aVF are recorded on one 
film and leads V,_, on a second -film. 

Some types of valve-amplifier electrocardiograph, such as the 
Sanborn Cardiette, are fitted with an interference suppressor that 
is automatically switched to the lead which is out of the patient’s 
circuit. This may be provided for by connecting the L.L. lead 
from the machine to the LA. lead and then connecting this junction 
to the terminal I (LA.) above. The electrocardiograph is then used 
with its switch in the lead I position, and all alterations are made 
on the rotating snitch. 

The apparatus has proved very suitable for routine electro- 
cardiography, and the saving in time and effort expended on 
each examination has been considerable. 

This adaptation was carried out in the electrocardiography Depart- 
ment of the Sheffield Royal Infirmary under the direction of Professor 
E. J. Wayne. I am indebted to him and Dr. A. G. Macgregor for 
their help and encouragement. 

[Since writing this description I leam that a device incorporating 
a similar switch for use in unipolar lead electrocardiography was 
demonstrated at the autumn meeting of the British Cardiac Society 
by Dr. V. Edmunds, of the cardiac department of the Charing Cross 
Hospital.] 


Under new regulations the maternity grant of £4 can now be 
claimed at any time within eleven weeks before (instead of seven 
weeks before) the expected week of confinement and three months 
after the confinement. The attendance allowance of £1 a week for 
four weeks after confinement can now be claimed at any time between 
the eleventh week before the expected date of confinement and the 
fourth week afterwards. Previously the allowance could be claimed 
only within ten days after the birth. If the allowance is claimed 
in advance it must be accompanied by a certificate of expected 
confinement, and the same claim form will do for the attendance 
allowance and maternity grant. The attendance allowance, unlike the 
maternity grant, cannot be paid in advance or until a certificate of 
confinement is received. The time limit for putting in this certificate 
is 2S days after confinement. The maternity allowance — a special 
benefit in place of attendance allowance for mothers who usually 
work for employers or in their own business — can now be claimed 
between the eleventh and sixth weeks before the expected confinement 
instead of only between the seventh and sixth weeks. This allowance 
of 36s. a week begins six weeks before confinement and continues for 
thirteen weeks provided the mother gives up work for this period. 
If the claim is late and good cause cannot be shown for the delay 
the allowance may be reduced or withheld. The certificate of 
expected confinement should be completed by the doctor or midwife ; 
as the examination on which this is based can now be carried out 
at any time between the eleventh and sixth weeks before confinement 
instead of only during the seventh week before, the certificate can 
be obtained after a routine antenatal examination and should not 
require a special visit. The time for notifying the date of confine- 
ment on the certificate enclosed in the order book has now been 
extended from 21 days to 2S days after confinement. The regulations 
have been made provisionally, pending the report on them by the 
National Insurance Advisory Committee. The committee will" con- 
sider objections to them sent before May 10 to the Secretary, National 
Insurance Advisory Committee, 6, Curzon Street, London, W.l. 


IMPERIAL CANCER RESEARCH FUND 

ANNUAL REPORT 

The annual general meeting of the Governors of the Imperial 
Cancer Research Fund was held on April 20. when the Earl of 
Halifax was re-elected President of the Fund. Dr. W. E. Gye, 
who is retiring on Aug. II, will be succeeded as genera! superin- 
tendent of investigations and director of the central laboratory 
by Dr. James Craigie. 

Much of the forty-sixth annual report of the Fund is devoted 
to the work which was undertaken by the present director, his 
successor, and Dr. A. M. Begg and Miss Ida Mann on the 
propagation of mouse tumours by means of dried tissue. This 
work was the subject of an article by Dr. W. E. Gye which 
appeared in our opening paces in the Journal of March 26 
(p. 511). 

The report mentions the continuing investigation of mam- 
mary tumours in hybrid mice by Dr. L. Foulds ; studies of the 
carcinogenic action of azo-compounds by Mr. H. G. Crabtree ; 
and work by Mr. P. C. Williams on endocrinology. Dr. C. C. 
Spicer has completed an investigation into the incidence of lung 
cancer in some London teaching hospitals. The last investiga- 
tion of this kind made in England by Passey and Holmes 
and by Bonser showed that the great increase in lung cancer 
recorded by the Registrar-Genera! was not paralleled by the 
incidence of the disease in teaching hospitals, where the possi- 
bilities of errors in diagnosis are presumed to be reduced. Over 
the 20 years that have elapsed since Passey and Holmes pub- 
lished their findings the increase in the incidence of lung cancer 
recorded by the Registrar-General has continued. Dr. Spicer’s 
investigation, which is now being prepared for publication, sug- 
gests that there has also been an increase in the incidence of 
lung cancer in London teaching hospitals. 


CLASSIFICATION OF DISEASE 

SIXTH REVISION OF THE INTERNATIONAL LIST 

The first of the two volumes of the new Manual of the Inter- 
national Statistical Classification of Diseases. Injuries, and 
Causes of Death' was published this week. The work of pre- 
paring this new list was fully described a few months ago in a 
leading article in the Journal (Sept. 4, 1948, p. 480). The first 
International List of Causes of Death was compiled towards the 
end of the last century and was revised at ten-yearly intervals. 
The present manual represents not merely the sixth revision of 
the old International List : it now’ provides a single list which 
is applicable to morbidity as well as to mortality statistics. 
This new classification, together with international regulations 
about its use, was adopted at the First Assembly of the World 
Health Organization in August, 1948. 

The manual contains an introductory historical review and a 
description of the methods by which the classification has been 
worked out. The purpose of a statistical classification is to 
provide a list of disabilities for compiling statistics and not a 
nomenclature of diseases and injuries. In the words of the 
introduction : 

"Not every condition receives a particular number, but there is 
a category to which every condition can be referred, and this has 
been achieved by the method of selective grouping. For instance, a 
broad group of conditions such as the psychoses is given a two-figure 
number and is then divided into nine categories corresponding to 
fairly well defined types of psychoses, and lastly there is a tenth or 
residual category to which the psychoses which are not already- 
characterized or are ill-defined can be allocated. The principles of 
determining what conditions should be specified as definite categories 
are based on frequency, importance, and clarity of characterization 
of the condition.” 

The detailed list consists of 612 categories of diseases and 
morbid conditions, plus 153 categories for classification of the 
external cause of injury and 189 categories for characterization 
of injuries according to the nature of the lesion. A decimal 
system of numbering has been adopted in which the detailed 
categories of the classification are designated b y three-digit 

x H.MS.O., 1949, London. Published by arrangement with the World Health 
Orga niza tion. Genera. Price for the two volumes. 3Ps. net. 
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numbers. In many instances the first two digits designate 
important broad groupings. The third digit divides each group 
into categories which represent specific disease entities or a 
classification of the disease according to some characteristic, 
such as anatomical site. This first volume also contains (1) a 
tabular list of diagnostic terms included within each category 
(many of the three-digit categories are here subdivided into 
four-digit categories) ; (2) three special lists for tabulation of 
morbidity and mortality data ; (3) a section on medical certifi- 
cation and rules for classification provided to assist the com- 
piler of medical statistics ; (4) a suggested form of multiple- 
cause tabulation ; and (5) the text of the regulations adopted 
by the World Health Organization which will govern the use 
of the classification and the presentation of official statistics 
from Jan. 3, 1950. The second volume, which is now in the 
press, will be an alphabetical index of terms and the code 
number assigned to them. 

In the preface to the manual it is stated that the World Health 
Organization is offering it in the expectation that “it will be 
not merely an object of interest to medical statisticians, but 
the instrument for collecting information into a common pool 
of knowledge from which in time all mankind will benefit.” 
The Registrar-General has expressed the hope that on its publi- 
cation in this country it will have the widest use among the 
medical profession, hospital officers, and all others interested in 
medical statistics. 


Reports of Societies 


RESECTABLE CARCINOMA OF THE STOMACH 

In the Section of Surgery of the Royal Society of Medicine on 
April 6 a discussion was held on “ Resectable Carcinoma of the 
Stomach.” 

Professor John Morley mentioned, in opening, that he had 
thought it right to hand over cases of carcinoma of the cardiac 
end of the stomach to those of his colleagues who were accus- 
tomed to the transpleural approach. Whether the transthoracic 
approach to carcinoma of the upper half of the stomach, which 
d so greatly extended the scope of surgery in this field, was 
, 'er left to the thoracic surgeon or whether the abdominal 
geon should accustom himself to this route was a matter 
or serious discussion. The ideal solution, that the two 
specialists should work together, was hardly feasible in most 
hospitals, because the harvest was so great and the labourers 
so few. But it might be agreed that all surgeons who under- 
took transpleural gastrectomy must be well versed not only in 
the technique of gastro-intestinal suture but also in the after- 
care of patients suffering from a thoracotomy wound. 

There was in the profession a widespread feeling of pessimism 
about the end-results of gastrectomy for cancer. This was not 
altogether justified, and it did tend to hamper their efforts by 
leading to undesirable delay before the patient was brought to 
operation. Doctors who believed that all patients suffering 
from cancer of the stomach were bound to die within two 
or three years were not likely to send the patient to the surgeon 
as a matter of urgency. 

As for the proportion of cases in which the cancer could be 
resected, out of Harnett’s (British Empire Cancer Campaign) 
cases from London hospitals resection was undertaken in only 
17.3%, but Harnett himself considered that 26% 'might be con- 
sidered as the average rate at present. That accorded with 
Professor Morley’s own experience over the last thirty years. 
Figures from the Mayo Clinic for cases operated on in 1947 
showed that of 275 patients 148, or 53.8%, had growths that 
were resected ; these figures were not comparable with Harnett’s 
or his own because they referred only to the cases operated on 
and not to all cases diagnosed. 

Mortality and Results 

The operative mortality in his own list of 140 cases of 
gastrectomy for cancer was 21,4%. This was far too high,, 
judged by present standards, but these cases included a large 
proportion operated on in the dark ages of gastric surgery, 
before much account was taken of such things as the state of 


the patient’s blood, the serum-protein, etc., and before the 
“ sulpha ” drugs and penicillin had Tobbed chest complications 
of their terrors. He had always felt that where there was a 
remote chance of radical qure the patient should be given the 
benefit of surgery without too tender a regard for one’s own 
statistics. In a series of cases at the Manchester Royal Infirmary 
from 1940 to 1948 the mortality from gastrectomy was 19.7%. 
It was worth noting that the mortality rate for the palliative 
operations was very much the same as for the radical operation 
— a clear enough indication of the poor material these patients 
presented. Of those of his patients who survived operation, 
just over one-half died within three years. Once the patient 
had got through the first three years the chance of permanent 
cure was not inconsiderable. 

Of the 110 survivors of the operation among bis 140 cases. 
64 died within three years, but one died after twenty-one and a 
half years without any recurrence, and the cause of death was 
coronary thrombosis^. Two were alive and well after twenty- 
one years, two after twenty years, and one after eleven years. 
Of the late recurrences one was eight years after operation ; 
three were four years after operation. With cancer of the 
stomach there was not the same remarkable .tendency to late 
recurrence as in cancer of the breast, where local recurrences 
were not at all uncommon after ten, fifteen, twenty, or even 
twenty-five years. The main problem in these cases of cancer 
of the stomach, Professor Morley continued, was to refer them 
to the surgeon early, though it must be admitted that in the 
early stages clinical diagnosis amounted to nothing more than 
a shrewd guess, and they were entirely dependent on radio- 
logical findings, fortified on occasion by gastroscopic studies. 

Hypertrophic stenosis of the pyloric canal in adults Professm 
Morley mentioned as closely simulating early cancer of fhe 
stomach. Some of these pyloric stenoses were associated with 
ulcer, some witfi no other lesion, and in these cases it was diffi- 
cult to account for its aetiology. The condition might disappear 
spontaneously. In one of his cases diagnosed radiologically in 
1934 in a woman who had complained of indigestion for 
fifteen years previously there was the typical radiological 
appearance of hypertrophic pyloric stenosis. He operated on 
her nine years afterwards and found a chronic nicer on the 
lesser curvature, but by that time there was no sign whatever 
of the hypertrophic pyloric stenosis. 

The type of gastrectomy for cancer which he had found most 
satisfactory was a modification of the Billroth I operation 
usually associated with the name of Schoemaker, who devised - 
it. He thought that after this operation there was less tendency 
for post-gastrectomy anaemia to appear. For cancers of the 
cardiac end of the stomach, transthoracic gastrectomy was the 
method of choice. Many of these operations would be total 
gastrectomies, but in his view the real hope of controlling this 
condition lay not in ever more extensive operations' but in 
diagnosing the condition so early that as far as the more favour- 
able pyloric growths were concerned a subtotal gastrectomy 
would be effective. Some surgeons had suggested that total 
gastrectomy ought nowadays to be preferred to subtotal gastrec- 
tomy even for neoplasms in the pyloric half of the stomach. He 
thought that was wrong. Total gastrectomy would mean a 
greatly increased operative mortality, without much --prospect, 
if any, of a compensating increase in the number of permanent 
cures. Ultimately, in the back of their minds at any rate, they 
might cherish the hope that the biochemists would find a 
remedy which would make the surgeon’s efforts in this field no 
longer necessary. 

Truly Radical Resection 

Mr. N. C. Tanner agreed with Professor Morley that a 
pessimistic attitude was wrong. Radical resection of the 
tumour, even if death took place within five years, as it did 
in the majority of cases, relieved pain, vomiting, and anaemia, 
and restored the patient to his home and usually to his work. 
In view of the age at which gastric carcinoma usually appeared, 
a year or two of this relief represented a valuable addition to 
the patient’s life. Diagnosis was little or no better than it was 
ten years ago, but the operative mortality had diminished for 
operations on all parts of the stomach, so that with the much 
higher number of resections and the higher proportion of 
survivals an increase in the number of patients surviving for 
five years or more could be predicted. ' 
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Whatever the cause of iron deficiency anaemia, Fersolate provides the certain, simple 
answer. Fersolate was the first tablet to combine iron, copper and manganese, and this 
same formula has been adopted in the National Formulary. Indeed, Fersolate has held a 
unique reputation with the medical profession for sixteen years. Following a new govern- 
ment regulation, Fersolate is again available in dispensing sizes under the brand name, 
and can be supplied against your prescriptions without being subject to purchase tax. 

Once again, therefore, you can specify Fersolate by name on all iron prescriptions 

ensuring that your patients receive the original, well-proven preparation. 


In tins of 1 .000 & 5.000 
for dispensing purposes 


if The dispersing size of the vitamin-mineral Ionic, Syrup Minadex, 
GLAXO LABORATORIES LTD., is also now freed from purchase tax, together with all sizes of 
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Doctors today find that a large number of 
their patients complain of constant tired- 
ness, of ‘ finding everything too much ’, of 
‘feeling generally run down’. Cases of 
debility and lassitude caused by present-day- 
conditions are becoming increasingly 
prevalent. For these conditions ‘ Vibelan ’ 
is of particular value. It counteracts 
B vitamin deficiencies, containing as it does 
the principal members of the B group in the 
balanced proportions which are necessary 
for effective utilisation of proteins, fats and. 


more especially, carbohydrates. Each tablet 
contains vitamin B, 0.5 mg., riboflavine 
0.75 mg., nicotinamide 7.5 mg., in a yeast 
extract base. Four tablets provide the 
normal daily requirement of these vitamins. 
‘ Vibelan ’ is available in bottles of 50 
tablets. Further details are available on 
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HE self-imposed arbitrary standard set tor 
Jl London Hospital Catgut at its inception 
is above that of the B.P. Codex and the 
\ UiS.A. Pharmacopoeia. The London Hospital 
s^idard has never been departed from and is 
still maintained. 
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elasticity (.cioag-.iion; i-’-pi oMm'-.ting 40%, 
affords the Surgeon perfect safety in using 
fine sizes compatible with modern technique. 

When using London Hospital Catgut we 
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sizes 2/0, 0, and 1 for general surgery' and 
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Although total gastrectomy by the abdominal route had been 
successfully carried out for many years, there was no doubt 
that, except in a few cases with lax viscera, it was technically 
difficult, and the end-result was often an insecure anastomosis 
For truly radical resection it might be desirable to remove some 
part of the lower oesophagus, whtch was often difficult or even 
impossible by the abdominal route. The more liberal oeso- 
phageal resection had almost eliminated that unfortunate group 
of cases m which recurrence took place on the suture line Of 
'ate years there had been a exeat widening of the limits of 
resection; upward and downward extensions to the oesophagus 
and the duodenum had taken place, but after these massive 
resections the patients as a rule remained in good condition 
Professor F. A. R. Stamjxers said that the chief hope lay m 
early diagnosis in these cases of gastric cancer. When a person 
of 50 developed some dyspepsia unexplained by x rays or 
gastroscopy laparotomy should be undertaken to make certain 
that the opportunity of eradicating a growth was not being 
missed. Most patients died of secondaries m the liver or wider 
metastasis, but a few died of recurrence in the stomach itself 
In a small group of cases in Birmingham, in 12 subtotal gastrec- 
tomies there had been one post-operative death, and in 7 total 
gastrectomies two operative deaths. The decision as between 
total and subtotal gastrectomy was best left to the surgeon at 
the time of exploration Of post-operative features he men- 
tioned regurgitation, especially when the operation went a little 
above the diaphragm This often led to glossitis, which, how- 
ever, responded to the exhibition of vitamin B This regurgita- 
tion was most marked after total gastrectomy. Another post- 
operative effect was a feeling of fullness after meals 
Mr. R C. B. Ledlie showed a film illustrating the operation 
which be carried out at the Royal Cancer Hospital, and sum- 
marized a series of cases which had been under his care 
Unfortunately, owing to a technical hitch, Mr. Ledlie’s 
interesting film was not well shown. 


OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM 
ANNUAL CONGRESS 

The annual congress of the Ophthalmological Society of the 
United Kingdom was held at the Royal Society' of Medicine 
from March 31 to April 2 Mr. Frank A Juler, who presided, 
welcomed the visitors from other countries, and announced that 
a medal would be presented to future Bowman lecturers and 
that meanwhile one of these tokens was now available for each 
of the former lecturers Sir John Parsons, FRS , who was 
the Bowman lecturer in 1924, thereupon received his medal 
from the president. So also did Professor H. J. M. Weve 
(1939) and Professor Marc Amsler, last year's Bowman 
lecturer. Arrangements were made to send medals to the other 
surviving lecturers: Sir Arthur Keith (1930), Professor van 
den Hoeve (1932), and Dr. Arnold Knapp (1946) 

Scientific Papers 

The presidential address embraced two subjects of wide 
clinical significance: “Some Points in the Operation for Acute 
Glaucoma” and “Some Reflections on Refraction.” Mr. Juler 
emphasized the enduring value of von Graefe’s work on 
glaucoma and stressed the dangers which might arise from 
operative wounding of the comeal endothelium He put in a 
plea for prompt surgical treatment in cases not responding to 
miotics and other medical remedies. On the subject of refrac- 
tion, certain fallacies in connexion with retinoscopy were men- 
tioned, and the need for accuracy, especially in working with 
children, was discussed The president also reviewed the special 
problems of presbyopia and anisometropia. In considering 
oblique astigmatism he dwelt on the possibility of exploiting 
the work of Bielschowsky and others on ocular torsion conse- 
quent upon tilting of the head towards either shoulder. 

A lucid and w eU-illustrated survey of the technique of plastic 
operations in the neighbourhood of the orbit was contributed 
by Mr. D.N. Matthews He demonstrated some of his results 
m cases of congenital ptosis treated by a modification of 
Bhskovvicz’s operation, and described his method of treating 
epicanthus. Other subjects touched on were the reconstruc- 


tion of damaged eyelids and tear-ducts and the plasuc repair 
of a socket 

Dr. S P Meadows described the symptoms and signs arising 
from internal carotid artery aneurysms Two other neuro- 
ophthalmological contnbutions were read by Dr Macdonald 
Crttchley. In discussing the problem of awareness or non- 
awareness of visual field defects he emphasized the importance 
of associated disturbances m cerebral function whereby large 
gaps in the visual field might be masked In ordinary clinical 
practice patients complaining of metamorphopsia w ere usually 
found to be suffering from macular lesions, but Dr Critchley's 
second paper served as a reminder that changes in the apparent 
shape of objects could be earned by intracranial disorder 
Toxic, traumatic, vascular, and neoplastic disturbances of the 
occipital cortex could all produce metamorphopsia, to say 
nothing of elaborate hallucinations 

Dr. E. Hartmans', of the Hopital Lanboisiere, Pans, spoke 
on the clinical estimation of pressure in the retinal artenes. 
He admitted that Baillart’s ophthalmodynamometer was not 
entirely accurate, but pointed out that few clinical methods 
were foolproof If the observer leamt the technique of applica- 
tion and realized its limitations, then BaiUart’s instrument would 
serve as a guide to the comparative pressure m the retinal 
artenes of different subjects or of the same subject at different 
times. 

The reduction of intra-ocular tension by curare, retrobulbar 
procaine, and di-isopropyl fluorophosphate was the subject of 
a review by Mr J. R. Wheeler. Mr Eugene Wolff showed 
some excellent histological pictures to illustrate his notes on 
normal and pathological ocular pigment Mr W. J. Wellwood 
Ferguson and Dr. Ala stair G. MacGregor spoke about con- 
genital total colour-blindness, with otosclerosis and hypertension 
as associated hereditary abnormalities They desenbed four 
cases and discussed the genetical significance of this syndrome. 

Dr. A. C. Copper (Leiden) read a paper on the measure- 
ment of the retrobulbar resistance He discussed the concept of 
orbital tension, explained how the results of orbitonometry 
could be set out in graphic form, and stressed the value of the 
orbitonometer in distinguishing between inflammatory and 
neoplastic proptosis 

Dr G. Karpa (Stockholm) desenbed his work on clinical 
electroretinography, and indicated its practical importance in 
diagnosis and prognosis. Some problems in ophthalmic 
dispensing were discussed by Mr. J Pike from the standpoint 
of a dispensing optician Dr. J. Berkson read a paper dealing 
with the clinical significance of retinal artenolar spasm in (he 
toxaemias of pregnancy 

Cornea] Grafting 

Intensive work on corneal grafting has been facilitated in 
many countries by permission to obtain donor material from 
the fresh cadaver. Those who attended the discussion on this 
subject were fortunate in being able to hear the experiences of 
so many recognized authorities Professor A Franceschetti 
(Geneva) gave a brief historical review of corneal grafting, and 
pointed out that equally good results might be obtained from 
techniques exhibiting many differences in detail, so long as the 
operator worked with discrimination They were now m a 
position to give a more accurate prognosis than had been 
possible formerly. It was generally realized now that aphakic 
cases and those with traumatic leucoma were not good subjects 
for grafting Some of the best results, on the other hand, had 
been obtained in cases of corneal dystrophy, although Fuchs's 
endothelial dystrophy was m this respect an unfavourable 
exception 

Details of operative technique were discussed by Mr. J. W. 
Tudor Thomas, who said that m his experience the chances 
of a successful graft were enhanced by the presence of opaaue 
cornea at the site of implantation. He also pointed out the 
danger of trvmg at the time of operation to remove the mem- 
brane which is so frequently found behind the cornea in cases 
of old tndocvclitis. Professor G.-P. Sourdille (Nantes) d's- 
cussed the influence of associated ocular and palpebral lesions 
upon the outcome of comeal grafting, and made special refer- 
ence to the adverse effect of aphakia and of a large svm- 
blepharon. Dr. L, Palotque (Lyons), who was part authorwith 
Professor G.-P. Sourdille and Dr. G Offret of the 194S report 
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of the Soci^te Frangaise d’Ophtalmologie on corneal grafts, 
showed a film of a peripheral lamellar graft to demonstrate 
his technique. Such grafts might directly improve the vision 
in cases of superficial scarring, or prepare the way for a subse- 
quent whole-thickness graft, or exert a therapeutic effect upon 
certain disorders of the cornea — especially neurotropic lesions. 

Other films of operative technique were shown by Dr. J. I. 
Barraquer (Barcelona), Dr. A. Fritz (Brussels), and Mr. B. W. 
Rvcroft. Mr. D. P. Choyce described the work which he is 
doing at the Institute of Ophthalmology on superficial lamellar 
keratoplasty in rabbits. Dr. R. Castroviejo (New York) showed 
colour photographs of his operative results after whole- 
thickness grafting. The possibility of encouraging a graft by 
the administration of vitamins and amino-acids was mentioned 
by Professor G. B. Bietti (Pavia), who also gave an account of 
his technique and operative results. 


THE LIPOIDOSES 

At a joint meeting of the Liverpool Medical Institution and the 
Manchester Medical Society on March 2 Professor Sir Henry 
Cohen delivered an address on the lipoidoses. 

He said that interest in the lipoidoses began nearly a century 
ago with the description by Addison and Gull of the lesion 
now labelled xanthoma multiplex. Several diseases were subse- 
quently regarded as lipoidoses, their common feature being the 
“ foamy ” cell. Increasing knowledge of lipoid metabolism and 
more intensive histological study had helped towards a clearer 
understanding of these conditions, which though superficially 
diverse had been shown to be different facets of a uniform 
process. Excluding neutral fats, the lipoidoses revealed 
disturbances in the metabolism of (i) phosphatides, of which 
the monoaminophosphatides, lecithin and cephalin, and the 
diaminophosphatide, sphingomyelin, were of major importance ; 
(ii) cerebrosides, among which kerasin was significant; and 
(in) cholesterol, which played an important part in sex hormone 
disturbances and in connexion with bile and vitamin D. 

In disease excess of lipoid might appear in the intercellular 
spaces or within the cell. Extracellular lipoid deposits were 
seen in such degenerative changes as lipoid proteinosis and 
necrobiosis lipoidica diabeticorum. Accumulation of lipoid 
within the cell could arise from hyperlipaemia, the excess 
poid being taken up by cells of the reticulo-endothelial 
ystem ; from abnormal cellular metabolism leading to exces- 
sive production of lipoid within the cell ; or from both factors. 

It seemed that in disease one of the lipoids was primarily 
involved and that the others were affected in lesser degree. 
Thus phosphatide metabolism was disturbed in Niemann-Pick 
disease and Tay-Sachs’s disease ; in Gaucher’s disease, kerasin 
appeared the predominant cellular lipoid. 

Xanthomatoses , 

The xanthomatoses associated with disturbances of cholesterol 
metabolism fell into three groups. The first appeared to be the 
direct outcome of a hyperlipaemia, and disappeared when its 
cause was removed ; this group included familial types and 
those associated with diabetes mellitus, hepatic inadequacy, - 
glycogen storage disease, lipoid nephroses of all types, and 
myxoedema. In this group extensive and diffuse cutaneous 
xanthomatosis of the neck, back, palms, and soles was often 
found. The second group comprised xanthoma palpebrarum, 
xanthoma tuberosum et planum, xanthoma tendinosum, 
xanthoma of blood vessels and endocardium (often responsible 
for familial and hereditary forms of coronary occlusion), and 
xanthomatous biliary cirrhosis. These, though associated with 
hypercholesterolaemia, showed evidence of intrinsic cellular 
dysfunction ; they were not separate diseases and all the types 
might be found in the same patient. In these cases there was 
no significant reversal of the changes on withholding lipoids. 
In the third group were included xanthoma disseminatum, 
Hand-Schllller-Christian syndrome, and eosinophilic granuloma 
of bone ; in these the blood cholesterol was normal. The patho- 
logical changes had a common pattern ; all variations and 
gradations of change occurred, depending on the sites of the 
lesions and whether the predominant cell was the primary, 
histiocyte or its acidophil or " foam ” cell modification. 


Correspondence 


An Unfortunate Precedent 


Sir, — I n the leading article headed “An Unfortunate Pre- 
cedent” (April 23, p. 717) you suggest that Fellows of the 
Royal College of Physicians may hesitate in future to criticize 
the President lest they be passed over when distinction awards 
are made. This is regarded by us as an unwarranted insult. 

If, as is suggested, the presidents of the Colleges are not 
to 'sit on the Awards Committee because they might favour 
their own Fellows, it is a little difficult to see why you raise 
no objection to the presence on the committee of the President 
of the British Medical Association, who presumably might 
be tempted to hold a brief for those specialists connected with 
his Association. The three surgeons on the Awards Committee, 
. who represent English surgery, are prominent Fellows of their 
College. Are they too to resign ? The logical issue of your 
argument is that no one who holds office of any kind or is 
connected with any university or medical school should serve 
on the committee, because he is liable to a charge of 
favouritism. It would be convenient, of course, to those who 
have been hostile to the Awards Committee from the outset 
if its authority were undermined in this way, for it would 
hardly command the confidence of the profession and of the 
public if no one who was anyone was a member. 

It was Lord Moran who proposed in the House of Lords 
that there should be a Spens Committee on the remuneration 
of specialists, and, as you yourself admit, “ he has by his skill 
in negotiation rendered the profession notable service.” Though 
he would be the first to admit how much he owed to the 
sympathetic attitude of the Minister of Health, his efforts have 
been rewarded by terms of service which are considered by 
most consultants and specialists to be just and even generous. 
Of these terms the awards are an essential part. It is easy, 
of course, before the committee has got to work, to excite 
suspicion that it will not be in possession of the necessary 
information and that it will not be impartial. But when a 
'responsible medical journal fosters that mistrust we believe it 
is doing a grave disservice to consultants and specialists. 

We are convinced that the Awards Committee will eventually 
disarm any opposition there may be to what is, after all, a novel 
idea by its care in sifting evidence and by its desire to be just 
to every, section of specialists. 

It is surely unfortunate that, at a time when the presidents 
of the Colleges have been trying to help to get more favourable 
terms for general practitioners, particularly in the matter of 
betterment, there should be attacks of this kind which threaten 
unity. — We are. , etc.. 


Donald Hunter, 

J. Crighton Bramwell, 
J. Forest Smith, 

R. V. Christie, 

Censors. 

Royal College of Physicians, London, S.W.l. 


W. G. Barnard, 

* Treasurer. 

H. E. A. Boldero, 

Registrar. 

W. D W. Brooks, 

Assistant Registrar. 

Archibald Gilpin, 

Harveian Librarian 


Sir, — You are not alone in feeling some disquiet at the 
appointment of the President of the Royal College of Physi- 
cians as chairman of the Committee for Distinction Awards 
to Specialists. Many young specialists,, especially physicians, 
who incidentally, if they are members of the College, have no 
voice in the election of their president, must feel that a cloud 
no bigger tthan a man’s hand has risen on their professional 
horizon. 

That no one. questions for an instant the integrity of Lord 
Moran, that his services to the profession command respect 
if not always approval, are matters beside the point : the fact 
is that from now on a young man with an eye to his future 
will have to think twice before he criticizes, . however legiti- 
mately, any matter within the province of the President of the 
Royal College of Physicians, and even the mildest terms of 
approval, not normally to be reckoned as the “ base coin of 
adulation,”’ must be suspect in the eyes of his own contem- 
poraries and competitors. 

There, is no reason to believe that Lord Moran wishes to 
make himself immune not only from the criticism of the 
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ambitious but also from the praise and openly expressed admira- 
tion of the self-respecting. Therefore it is to be hoped that he 
, will reconsider his acceptance of this chairmanship, which may 
not only undermine the high esteem in which he is held both 
by his own contemporaries and by many younger specialists 
but also — and perhaps this is more serious — prove a heavy blow 
to the integrity and independence of the great College of which 
he has the honour to be president. 

Finally, Sir, under the circumstances I beg to be allowed to 
sign myself. Young Specialist. 

Second Thoughts on Proguanil 

Sir, — Owing to the fact that the Journals of Jan. 15 and 29 
have only just reached me, having had to be returned to 
England from my'station in Nigeria, the article on proguanil 
by Sir Gordon Covell, Dr. W. D. Nicol, and Messrs. P. G. 
Shute and M. Mary on (lan. 15, p. S8), your leading article 
(p. 106), and Sir Gordon Covell’s letter (Jan. 29, p. 192) have 
only now come to my notice. I have had considerable clinical 
experience of the prophylactic use of proguanil, as well as its 
therapeutic use in the treatment of subtertian malaria, .during 
my last tour of eighteen months on the plateau in Nigeria. 

I think that you were perfectly correct in stressing in your 
leading article the question of lack of appetite, etc., caused by 
the drug as a matter of moment. In my experience a complaint 
of lassitude, lack of appetite, and, quite often, looseness of 
-stool is common in Europeans taking a 100-mg. dose of 
proguanil daily prophylactically. Examination of these cases, 
including blood and stool examination, revealed nothing except, 
in rare cases, an occasional Plasmodium falciparum parasite. 
.1 diagnosed them as “low fever” and prescribed mepacrine, 
100 mg. thrice daily for five days or more. The effect of this 
was spectacular, and about the fourth day the symptoms had 
cleared up so much that in several cases I was asked if 
mepacrine was a “ tonic." It was interesting that in most cases 
the symptoms did not appear until the patient had been taking 
proguanil for at least two or three months, so it is to be pre- 
sumed that the effect of the drug is cumulative. Or are the 
symptoms due to malaria breaking through the prophylactic ? 

In the clinical treatment of malaria X was very much dis- 
appointed with the results when using proguanil alone, and 
finally gave up its use as a sole cure when one patient showed 
ring forms of the sublertian parasite after 800 mg. of the drug 
on the three previous days (that is, two tablets four times 
daily). It was obvious from a clinical point of view that there 
was a time lag in the disappearance of clinical symptoms. This 
is a serious defect, especially in cases where cerebral symptoms 
are present. 

The cases in which vomiting is a symptom of acute malaria 
are very common, and my records show that over 50% of 
Europeans met with have this symptom. In many cases the 
vomiting is not severe, and a little sedative premedication 
allows the oral administration of the antimalarial drug. In 
probably about 10% of cases the parenteral administration of 
a remedy becomes necessary, either because of vomiting or 
because of the need to obtain immediate action of the drug 
owing to the presence of cerebral symptoms. In these cases 
quinine or mepacrine has had to be used, as no soluble 
proguanil was available. I stress this point in order to empha- 
size that any drug for the treatment of acute subtertian malaria 
must be available for use either by the intravenous or intra- 
muscular route. In unconscious cerebral cases immediate 
action by intravenous methods is essential, so up to the 
present we have been limited to the use of quinine in such 
cases. 

I have seen Dr. John Lowe's letter (April 2, p. 589). I am 
judging the efficacy of proguanil by its use in controlling and 
eradicating malaria in Europeans. Nearly all my practice has 
been among such people since the drug was introduced, but 
i small supply used in the infant-welfare clinic at Aba early 
in 1947, during my previous tour, did not impress me with its 
efficacy. The cases Were, however, more allied to the non- 
immune European, as they had not lived long enough to acquire 
the immunity that the adult indigenous populations of malarious 
ireas in the Tropics do acquire, so I can say that I have had 
practically no experience of the treatment of malaria with 
proguanil in a native population. 


British 

Medicju. Journal 


775 


I agree with Dr. Lowe that mepacrine is much more toxic 
than proguanil, but the toxic effects of the latter are not as 
negligible as he and Sir Gordon Covell sueeest I do not 
think that your leading article overstated the case, and great 
care will be required in introducing proguanil on a large scale 
m the already undernourished populations so often found in 
malarious areas of the Tropics.— I am, etc., 

Souihboroojh, Kent. GaVIN SHEARER. 


Fish Poisoning 

/n S ' R ' — response to the annotation on fish poisoning 
(Feb. 19, p. 317) I am stimulated to record my experience in 
another Pacific island— namely, Niue or Savage Island. During 
the early nineteen-thirties, long before there was any possi- 
bility of dumped war materials, I would occasionally see practi- 
cally a whole native village down with fish poisoning. The 
toxin was presumably neurotoxic, as paralysis of the legs and 
extreme bradycardia (pulse rate 30-40) were common 
symptoms. Poisonous fish fed to cats gave rise to paralysis 
of the hind legs. 

. Poisoning occurred through the consumption of a fish known 
to the natives as “ meito.” The interesting feature was that, 
although on the “liku" or windward side of the island this 
variety is never poisonous, yet on the leeward side of the 
island the fish is poisonous at certain times of the year which 
were quite unpredictable. The Niueans, although well aware 
of the danger, were always ready to take the'risk, possibly 
on account of the shortage of protein in their diet. Taking 
into consideration the geographical and seasonal distribution, 
I concluded that the fish became poisonous through eating 
some poisonous marine growth. — I am, etc., 

Dunedin, New Zealand. G. O. L. DEMPSTER. 


Hospitality for Overseas Visitors 

Sir,— T he response to my appeal last year (Journal, April 24. 
1948, p. 809) for hospitality in doctors’ homes for our medical' 
visitors from the Dominions and Colonies was most generous 
and, in fact, more than covered our needs at that time. The 
Empire Medical Advisory Bureau is now well established, and 
a report of its work (vide Annual Report of Council, 1948-9, 
Supplement, April 2, p. 199) shows that we are in touch with 
some hundreds of overseas doctors and families with corre- 
spondingly great opportunities of getting to know one another. 

Most of our overseas medical visitors are in this country for 
postgraduate education lasting at least a >ear and often 2-3 
years, and while the more fortunate ones may get about and 
see the country during vacations many do not, and in any case 
“sight-seeing” is not getting to know one another in our 
homes. A week-end in the country or by the sea is a most 
welcome change to men wurking hard in unaccustomed grimy 
cities. 

May I appeal again, therefore, through your columns to 
the generously hospitable instincts of our members to help 
make our visitors welcome in their visits to “ the old country." 

I shall be very glad if doctors willing to offer hospitality to 
our overseas visitors for one or two dajs. or even longer, 
would write to me stating what they are able to offer. — 1 
am, etc., 

Hugh A. Sandiford. 

Empire Medial Advisory Bureau. B.M.A House. 

Tavistock Square. London. W.C.l. 

The Deaf-blind 

Sir —I n England and Wales there are more than 4,000 deaf- 
blind persons on the official register. This number may be 
a matter of surprise to many. These doubly handicapped 
people present a problem of peculiar difficulty to the local 
authorities responsible for their welfare. Obviously thev need 
special attention in addition to financial help. Teachine the 
manual alphabet is one of the services which local authorities, 
through their home teachers, provide for the deaf-blind. 

Last year an appeal for the deaf-blind on the wireless was 
made by a deaf-blmd man, Mr. Arthur Sculthorpe. His voice 
was normal and his articulation perfect His letter in reply 
to an inquiry about how long he had been deaf was of unusual 
interest, and some of the points in it seem deserving of wider 
publicity. He is 44 years of age, had perfect hearing up to 
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the age of 24, and had been "stone-deaf” since he was 27. 
He writes : 

“ I was able to live an ordinary life until I lost my sight also ten 
years ago. I cannot explain why it is that I retain normal speech, 
unless it is that I have never ceased to use my voice. Most deaf 
people are forced, by the shunning of them by ordinary people, 
to seek their company among other deaf people, where the voice is 
not used, and so there is a lack of that practice which is absolutely 
essential when the hearing is not there, to keep the voice in proper 
condition. I never went into the deaf world, but determined that 
I would have normality or nothing. I have some idea of control of 
pitch and volume by the feel of my throat. But although 1 can 
speak noimally, I find I cannot sing. The range has so contracted 
that I cannot now reach beyond one octave, nor can I control the 
pitch of a note to hold it ... I have noticed since I became deaf 
that I can ‘ hear ’ and ‘ see ’ a nerve shock. If I have a sudden 
nerve shock (as when someone taps me when I thought I was 
alone) I hear a sound like the banging of a heavy door, and I can 
see a flash of light. This also occurs when dropping off to sleep. 
‘Noises’ aie always there, but normally are so much of the 
background that one does not worry about them. They increase 
when one is tired or under some special strain.” 

There is admittedly considerable room for development in 
this very' difficult field of welfare. The need for and importance 
of voluntary helpers are recognized. Our profession has its 
share of responsibility in seeing that these unfortunates are 
placed on the official register so as to be able to obtain the help 
provided by the authorities, and also in forming a more 
informed public opinion in this regard so that the voluntary 
helpers needed may be forthcoming. 

Information about ways of assisting these doubly handicapped 
sufferers can usually be obtained by getting into touch with the 
home teacher employed by the local authority or by writing to the 
National Deaf-Blind Helpers League, 40, Green Road, Hall Green, 
Birmingham, 28. 

— We are, etc., 

Herbert Caiger. 

L. Haden Guest. 

Smallpox Contacts 

Sir, — I had to deal with four smallpox contacts from the 
s.s. Mooltan. Fortunately — with their consent — I was able to 
keep them under close observation at our isolation hospital. 

This is an age of travel, and it seems to me that if certain 
countries insisted on the protective inoculation of persons leav- 
ing their shores the procedure would be of the highest prac- 
tical importance in preventing variola major from entering this 
country. This applies particularly to ships calling at Indian 
ports. 1 take it this is a matter for the World Health Organiza- 
tion. — I am, etc., 

G. C. F. RoE, 

Halifax. Medical Officer ot Hcalita 

Dosage of Heroin 

Sir, — D r. Cranston Walker’s memorandum (April 9, p. 619) 
entitled “ Dangerous Symptoms after Injections of Heroin 
(Diamorphine) ” must not be allowed to go unchallenged. It 
must be pointed out that in Case 1 a dangerous overdose was 
given. The official dose by injection is 1/24 to 1/8 gr. (3 to 
8 mg.), and here in a woman already very ill — “ pale and rather 
limp, pulse rapid and breathing shallow and rapid ” — X. Y. Z. 
gives a dose of ^ gr. (22 mg.). Now this is equivalent to nearly 
1 gr. (65 mg.) of morphine in effect, and the signs and symptoms 
that followed could only have been expected. In Case 2 a 
woman obviously unfit and aged 65 is given a dose greater than 
the pharmacological one, again with alarming results which 
might have been foreseen. 

Heroin is a very potent and very valuable drug, and it would 
be a great misfortune for it to be brought into disrepute on 
account of these two cases. Its chief disadvantage, of course, 
is the liability to bring about addiction because of its pleasant 
effects, but if this is borne in mind it is the analgesic of choice 
in many cases. — I am, etc., 

Ho\e. Sussex J. H. CRAWFORD. 

Sir, — I was interested to read the memorandum by Dr. 
Cranston Walker (April 9, p. 619) in which he describes two 
cases of severe and dangerous respiratory depression produced 
by heroin. Might I suggest that the cause of the trouble in both 
cases was overdosage ? 


Most authorities nowadays regard heroin as being about four 
to five times as powerful as morphine. Cushing, 1 for example, 
states that “a study of the analgesia resulting from the use 
of the opium group of alkaloids showed that to produce equal 
degrees of effects heroin in 1.5-mg. doses was as efficient as 
8 mg. of morphine.” The maximum official dose of heroin, 
incidentally, is J- gr. (8 mg.). Is it any wonder, then, that a 
tvoman of 40, in a state of exhaustion, should develop alarming 
symptoms after a dose of \ gr. (22 mg.) ?— an equivalent dose of 
morphine would be H gr. (87 mg.). Dr. Walker mentions that 
in three or four previous cases X.Y.Z. had injected i gr. (II mg.) 
of heroin with little apparent effect. If this is true, those cases 
must either have been habituated to the drug or have had an 
abnormally high metabolic rate. In the second case reported by 
Dr. Walker a woman aged 65 developed severe respirator) 
depression after a dose of i gr. of heroin. 

I submit that in both these cases it was the dosage which 
was at fault and not the drug. An important point to remember 
is that the dose of any of the opium derivatives per pound of 
body weight is directly proportional to the metabolic rate. 
Guedel, 5 pointing this out, writes : 

“ The employment of a routine dose of morphine is folly. With 
a low metabolic rate (hypothyroidism), morphine i gr. (16 mg.), or 
even /- gr. (1 1 mg.), may paralyse respiration in an apparently rvell- 
developcd adult With a high metabolic rate, morphine 4 gr. will', 
make but little impression. For example, morphine l gr. (24 mg.) 
will produce no more effect in a patient with a metabolic rate of 
25% above normal than -J gr. will produce in normal, or i gr. 
with metabolism 10% below normal.” 

In this connexion it is worth noting that the metabolic rate 
of a woman in labour is greatly increased. It is possible, 
therefore, to give relatively large doses of heroin with safety 
during labour 5 4 and thus exploit the analgesic properties of 
the drug to the full. — I am, etc., 

Garlands. Carlisle. JAMES ROSS. 

Refercncls 

1 Pharmacology and Therapeutics , 1940, Philadelphia, p. 3S9. 

- Inhalation Anaesthesia, 1937, New York, p 65. 

3 llruish Medical Journal , 1944, 1, 59. 

* Ibid , 1947, 1, 738. 

Marriage Neurosis 

Sir, — I was very glad to read Dr. R. Macdonald Ladell’s 
condemnation (April 9, p. 635) of the indiscriminate use of 
E.C.T. and of the equally dreadful operation of leucotomy. It 
has become apparent to me in practice that there is a great 
increase in the use of E.C.T. in difficult cases without any 
previous attempt at psychiatry. Surely the resort to E.C-T. is 
a confession of failure on the part of the psychiatrist, as it is 
purely a mechanical operation divorced from all conception 
of the aims of psychology. I am grateful to Dr. Ladell for 
calling attention to a practice which must bring discredit to 
psychiatrists in particular and to the profession in general.-y 
I am, etc., X 

Manchester, 12. J. I. MlLNE. 

Sir, — I t was with considerable pleasure that I read Dr. R. 
Macdonald Ladell’s letter on “ marriage -neurosis ” (April 9, 
p. 635), and I would like to affirm his contention that E.C.T. 
in out-patient use is in danger of being used as a short cut 
to alteration of behaviour which leaves hidden the real dis- 
tortions of relationship which are the core of a neurosis. His 
letter is the more timely in that in the psychiatric clinic of the 
future the temptation to use E.C.T. more and more instead of 
less and less will be considerable. 

E.C.T. is still an empirical treatment. I have been using it 
as an adjunct to psychotherapy since 1943, and I have come 
to the conclusion that it has many effects, of which the most 
noticeable both to psychiatrist and patient is the physical 
rejuvenating effect, which may be through activation of basal 
metabolism per se or may be an action on the endocrine system 
via stimulation of the subthalamic structures. In the purely 
psychic field it seems- to have the property of putting a brake 
on a vicious circle of intolerable anxiety, and it also has a 
later effect of bringing together the cracking fagade of a per* 
fectionistic attitude. It would be a pity if psychiatry took only 
the narrow view of the first, and perhaps the second, effect, 
and in. this lost sight of the disturbed psychodynamics Ijehind 
the third, and even the second, effect. If the wider outlook 
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is not taken and enough psychotherapy, simple and direct as 
it may have to be, not given to inelastic mentalities, what 
we are doing is no more a “ cure ” than is the giving of opium 
to a case of phthisis the curing of consumption. 

There is no denying that for some cases E.C.T. is an indicated 
therapy, but this should nev er blind us to the fact that the 
end of therapy for the neuroses is an improvement of human 
relationships, even though this may mean the offering at the 
clinic of a stable relationship once a week for a year or more. 
Marriage is one of the largest of human relationships, and to 
nljeixmt Jo assess and deal wj/h the difficulties of one partner 
\».-i'ouiV coming to know something of the other, and without 
a regard ; to the relationship between them, is like trying to 
tilt a ’.dag by one end only.--I a m, etc., 

&yTcr. L. F. Dontjan. 

Jr Tuberculous Meningitis 

• Sir. — 1 have been reading with interest the excellent article 

on 'tuberculous meningitis by Drs. J. Rubie and A. F. Mohun 
(Feb. 26, p. 338) and the annotation (p. 357) that remarks, 
“ Perhaps the strongest impression made by this paper is the 
necessity for early diagnosis and the skill which may be 
required in reaching it." The authors stated that the commonest 
interval between the first appearance of signs or symptoms and 
•he dav of diagnosis was 8-15 days. We should not be satis- 
Jsd Kith these results. We are compelled to admit that strepto- 
mycin has brought about a revolution in treatment but not in 
diagnosis. The revolution to be made in diagnosis consists of 
not waiting till the diagnosis is sure, but sending the child to 
hospital without delay where there is the slightest suspicion of 
tuberculous meningitis. It would be too much to suspect a child 
in out-patients', at the first examination, of having tuberculous 
meningitis because he has slight fever or is complaining of 
headache, constipation, diarrhoea, or anorexia. But when the 
child is under 4 years of age and the Mantoux reaction is 
positive, the situation is changed ; then irritability, listlessness, 
fatigue, failure to gain tor loss of) weight might be symptoms 
of tuberculous meningitis. 

The means of reaching the earliest diagnosis of tuberculous 
meningitis is: (I) To perform the Mantoux reaction on all 
eft who come to examination. (2) To send nil Mantoux- 
po'jie children for regular supervision in the first year of the 
ir-jftion. (3) The mothers must be taught to bring these 
, tjfdren for occasional examination whenever they are unwell, 
affn a young tuberculin-positive child all symptoms might 
erelong to tuberculous meningitis unless an alternative diagnosis 
fis clearly demonstrated. So thinking, we should not attribute 
" minor degrees of irritability to teething and feeding difficulties 
before excluding tuberculous meningitis. Should fits occur, we 
should perform lumbar puncture without delay. When a child 
has the symptoms of appendicitis we should not hesitate to 
perform the operation, but careful investigation whether or not 
the abdominal signs are those of tuberculous meningitis is 
necessary. When we see a child with otitis media and menin- 
gitis it is not certain that the meningitis is of otic origin : there 
may be two separate illnesses — otitis media and tuberculous 
meningitis. I have seen two unnecessary operations. 

I stated in 1923 that the low sugar level may be the earliest 
informative change in the C.S.F. in tuberculous meningitis. 1 
The low and falling sugar curve I described w-as often helpful 
in the diagnosis of tuberculous meningitis. I learned for the first 
time in 1925 that convulsions can increase the sugar level in 
the C.S.F. 5 For this reason I do not accept a normal or high 
level of sugar in the C.S.F. as a sign excluding the diagnosis 
when convulsions have appeared before lumbar puncture was 
made, but we repeat it two days later, ft was pointed out in 
investigations by Beck and myself in 1924 that the chloride 
content of the C.S.F. is often insignificantly lowered at the early 
stage, and a falling chloride content occurs in meningism also.’ 

It is important to separate tuberculoma of the meninges 
sod bruin from tuberculous meningitis. In the former iliness 
the protein level and the number of the cells could be elevated, 
but the sugar level in the C.S.F. is normal. In tuberculous 
meningitis the protein is raised, the cell count increased, and 
the sugar is low. Acid-fast bacilli can be detected in the C.S.F. 
in both illnesses. When the prodromal stage lasts as long as 
three months and the child recovers completely we should 
consider this the first seeding of a tuberculoma in the meninges 


or in the brain. The long duration argues against the tuberculo- 
toxic meningeal irritation. In my cases, when the first lumbar 
puncture was normal and the C.S.F. became abnormal five to 
fifteen days later (after the onset of the symptoms), it appeared 
that the first symptoms originated from the small caseous corti- 
cal tubercles and caseous meningeal plaques. Meningitis 
developed when these foci broke down, with the dissemination 
of organisms. — I am, etc.. 


Budapest. 
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Whither Tuberculosis? 

Sir, — W hile Agreeing with Dr. S. G. Tippett (April 9, p. 634) 
in his desire to eradicate tuberculosis and his implied desire 
to see the end of sanatoria, several points in his letter provoke 
comment. If it is expected to discover every case of tuber- 
culous infection in its infancy or before it has a chance to 
manifest itself in tuberculous disease — though the overwhelm- 
ing majority of such infections nev e r do so antavay— tuberculin 
testing would have to be reapplied every few months to the 
entire tuberculin-negative population, for in young people the 
development of tuberculous disease can be a pretty rapid 
process. 

Would the information gained have any value in preventing 
the onset of the disease, which more often than not manifests 
itself in persons who have had thej r primary infection (positive 
reactors to tuberculin) years before ? I think we should still 
have to rely for early diagnosis on the awareness of the patient's 
relatives and the medical practitioner. 

Dr. Tippett proposes a questionary for the consideration of 
the public, and unless I am being over-imaginative the framing 
of his questions appears to suggest ibat the public would have 
something here to smack its lips ov er . It is evident to all tuber- 
culosis workers that the public j s already superficially and 
embarrassingly informed in all aspects of the disease through 
the medium of the lay press, and much time has to be spent 'in 
correcting ill-digested impressions of a malady and its handling. 
which is, after ail, a difficult and Specialized matter. 

The Ministry of Health’s criterion for '‘arrest” of pul- 
monary tuberculosis demands a period of two years’ "quies- 
cence ” ; and a cured or “ recovered ’’ case must have been 
arrested for three years. The Ministry's caution in classifying 
a case as “ recovered ” — i.e., five years since the last symptom 
or sign of activity — truly indicates the uncertain outcome of 
this "foul” disease. It will be calculated, then, that a case 
discharged from a sanatorium in ] 94 g as “recovered” must 
have been continuously inactive since 1943, and an “arrested” 
case since 1945. Any sanatorium that claimed such cases 
would, with the present demand for a quick turnover, be an 
unusual institution. In reality, sanatoria have never aimed at 
anything curative beyond returning their patients home well 
set to continue their progress towards recovery, A few could 
be labelled “quiescent" on discharge. 

So far as I am aware all cases discharged from public 
sanatoria in this country' are regularly followed up by the local 
tuberculosis officer, and a good number of statistics on their 
progress have been compiled by local authorities and others. 
They tend on the whole to indicate that despite the good work 
of the sanatoria and the vigilance of the tuberculosis officers 
the poor man’s home is, so far, not a very’ good -environment 
for the ultimate cure of tuberculosis. 

If. therefore, we cannot to-day afford sanatoria, then the 
need for a substitute is overwhelmingly urgent before we let 
loose on the community, as w-e did in 1939. all the potentially 
infectious inmates — many of them advanced chronic cases given 
refuge therein often for lack of anyone at home either willing 
or able to feed and nurse them. There is in all conscience 
enough tuberculous infection being spread about by lack of 
sanatorium facilities without our inviting an epidemic through 
hasty action. By all means let us welcome any new well- 
considered step in the prevention of tuberculosis, but in the 
meantime let no well-intentioned spanner be throrvn into the 
groaning, though still working, machinery of the tuberculosis 
service. — I am, etc., 

Hertford. 


T. V. R. Philip. 
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Diagnosis of Phthisis in General Practice 

Sir, — A ttention has been drawn by Dr. Peter Stradling (Nov. 6, 
1948, p. 832) and Dr. Bertram Mann (Nov. 20, p. 917) to the 
practitioner’s duty and delay in the diagnosis of phthisis. As 
one who has been specially interested in this condition 1 make 
the following comments with the hope that useful knowledge 
may be added for those who write such articles and have no 
sustained experience of general practice. 

X Rays- — Hopelessly overworked departments have been the 
rule in most areas visited, and they are usually under-stalled ; 
since the State Service came into being chaos has prevailed. 
How can one therefore send cases up — other than to a mass 
x-ray unit — for a host of suggested symptoms without con- 
siderable sifting? Shortage of films is another factor. 

Cough. — Where this is found to be due to disfease of the upper 
respiratory system, chronic bronchitis or heart failure, smoking 
to excess with or without alcohol, or secondary to acute infec- 
tions, x-ray examination is not recommended unless the cough 
persists with other signs or symptoms. When one considers 
the huge numbers of cases of bronchial catarrh in the English 
climate, this can hardly be regarded as pathological ; no x-ray 
examination is suggested for these. Dyspnoea and laryngitis 
are so common in non-tuberculous conditions that other causes 
should be eliminated first. Some four patients with tubercu- 
lous laryngitis have been seen in my practice in twenty-two 
years, two before the chest condition was diagnosed. Of the 
"■’•my pneumonias, a similar number proved to be due to 
phthisis. 

Lassitude. — For every case found to be tuberculous in origin 
many hundreds are due to other conditions, especially functional 
causes. 

H aemoptysis. — Whilst this indicates x-ray examination, many 
other conditions such as neoplasm, mitral disease, bronchi- 
ectasis, papilloma of bronchus, and acute bronchitis are 
commoner causes by far. 

Pain in the chest, pleurisy, loss of weight, anorexia, and 
anaemia, while being symptomatic of tuberculous disease, so 
commonly occur in other conditions as often to rule it out 
without further thought. Ischio-rectal abscess, erythema 
nodosum, and phlyctenular conjunctivitis have become so 
increasingly rare for a number of years in my practice that 
as signs they seem remote compared with the commoner 
features. P.U.O. cases have mostly proved blanks to all 
investigations. Very few cases of influenzal and recurrent 
febrile chills have been found to be tuberculous. 

Before condemning the practitioner in the delay of diagnosis 
of phthisis we must remember that there are other illnesses 
which take up his time. Any cough unaccounted for by multi- 
tudinous other causes and which persists for 2 to 4 weeks 
is investigated for phthisis by any reasonably modern or ancient 
competent family doctor, especially when accompanied by wast- 
■t> night sweats, and haemoptysis. Far too many criticisms 
e levelled at the family doctor by those who are quite 
j.norant of prevailing conditions of general practice, and what 
is more have no prolonged practical experience of this branch 
of medicine. — I am, etc.. 

Hove, Sussex. J. HARTSILVER. 


Living Anatomy 

SiR.—In the review of Living Anatomy, a Photographic Atlas 
of Muscles in Action and Surface Contours (April 2, p. 577), 
Professor H. A. Harris, discussing the piatysma muscle, states! 
“ This muscle is not figured.” In point of fact, the piatysma 
is shown with a photograph and title to itself in Fig. 8, p. 12.— 
I am. etc., 

Aberdeen. R. D. LOCKHART. 


B.C.G. 

Sir,— Before we get carried away in our enthusiasm for 
spending large sums on B.C.G, vaccine and subjecting large 
numbers of helpless people to it. let us take note of one aspect 
of the matter that seems to have been ignored. What are the 
facts ? We know that a person with a naturally acquired posi- 
tive Mantoux reaction is not so likely to develop the disease 
unen exposed to further doses of tubercle bacilli. But Is not 
this only what one would expect in any case ? After all, the 


individuals with a positive Mantoux arc those who — to use a 
biblical simile — have been tried in the fire and not found 
wanting. In other words, they have demonstrated that they 
already have an innate resistance to the disease, or they would 
not have survived to tell the talc. Obviously they will continue 
to show that resistance, and there should be nothing remark- 
able in that. 

1 A naturally acquired Mantoux reaction, therefore, is merely 
a certificate, as it were, that they have successfully come 
through this ordeal ; and in that sense it is, of course, of great 
value, say, in the selection of nurses. But does it follnv that 
by inducing positive Mantoux reactions artificially ■ flose - --m 
imitate that same degree of resistance ? The Ma ave h ac * ‘ 
itself does not confer the immunity but is merely a c.''P or 3 ec * ' 
phenomenon. By analogy wilh other disease we can sP iraI ° 
that it may indicate resistance, but we can be by no nit. 
certain as yet. We know that the Mantoux reaction can , * 1 ' 
positive with the patient going steadily downhill ; we also kno\’ 
that the dividing line between immunity and allergy in tuber- 
culosis is a fine one. Until we have some really convincing 
proofs of the efficacy of B.C.G. let us remember that we are— 
I continue my metaphor in all seriousness — playing with fire. 
By all means let us have experiments, but let them be properly 
controlled ones with the full realization of the risks involved — 
3 am, etc., 

Fori Hare, Cape Province, W. Norman Taylor. 

I 

Repetitive Auricular Flutter 

Sir, — In a recent paper in this Journal (Ian. 1, p. 10) two 
of the undersigned (G.P.-S. and DAV.) reported a case ol 
a boy who developed a cardiac dysrhythmia following con- 
tusion. The case was unusual in that an embolic hemiplegia 
had followed the contusion — the embolus presumably having 
arisen from a mural thrombus above the damaged endocardium, 
Electrocardiographic records which illustrated that paper were 
described as demonstrating an unusual example of heart block. 
We have heard from Dr. Comelio Papp that the records were 
characteristic of repetitive auricular flutter, 1 and this opinion 
has since been confirmed by examination of a longer section 
of the necond. / . 

Dr. Papp’s information is of particular interest, si need 1-eti- 
live auricular flutter is generally held to be a conV *t a ] 
arrhythmia, although there were good reasons for beii> m >t 
that in this case it followed a blow on the chest. As \ve n 8 
unable to find any other record of this aetiological associat V 
we thought it desirable to correct the opinion which w, ' 
expressed in the Journal, particularly in view of the fact thai 
the mechanism responsible for the repetitive auricular fluttei 
in this case was an unusual one.— We are, etc., 

Gerald Parsons-Smith. 

Denis Williams. 

London, S.WL ALASTA1R HUNTER. 

Rctertnce 

1 Parkinson, J., and Papp, C., Brit. Heart J„ 1947, 9, 241. 


Diparcol in Parkinsonism 

Sir,— I read with interest Dr. R. S. Duffs report (April 9, 
p. 613) dealing with the results of treatment with ‘'diparcol’' 
in some cases of Parkinson’s syndrome, and consider that the 
details of the following case, which came under my care 
recently, are of sufficient interest to warrant publication. 

A female patient, 57 years of age, developed encephalitis 
lethargica twenty years ago. Before diparcol was given she 
was unable to attend to the simplest personal duties, gait was 
markedly affected, and there was excessive salivation Treat- 
ment commenced on Jan. 4, 1949. Initially, one tablet of 
0.05 g. was given daily for three days, then later one tablet 
of the same size night and morning. The patient appeared 
to be \ery depressed, and salivation became more'troublesome 
On Jan. 25 the dosage was increased to three tablets of 0.05 g! 
daily, and dextro -a mphelaminc sulphate was also given three 
times daily one hour before the diparcol. Six days later a 
further increase to four tablets of 0.05 g. per day was made, 
and slight improvement followed.. From this date dosage was 
progressively raised, until three tablets of 0.25 g were being 
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given each day. On Feb. 22 there was a marked improvement : 
the patient was sleeping well, was able to use a knife and 
fork and do some housework, and had become much more 
cheerful. On March 1 five tablets of 0.25 g. were given daily, 
and this dose has been maintained ever since. Withdrawal of 
the dextro-amphetamine sulphate seemed to cause slight 
deterioration of the patient’s condition, and for this reason it 
was continued. The patient can now cook for herself and 
can walk considerable distances. Before treatment her speech 
was almost unintelligible, but it has now, after diparcol therapy, 
become practically normal. — 1 am, e.v' 

Wlshaw. Lanarkshire. OLIVER GRAY. 

. . Amoebic Hepatitis 

Sir, — The correspondence in the Journal on pre-suppurative 
amoebic hepatitis has just reached me here. From the evidence 
of the cases described there would appear to be no doubt that 
amoebic hepatitis can arise primarily in the British Isles, and this 
is not surprising, as it occurs in the U.S.A. in areas of similar 
climate. The correspondence, however, shows that the discovery 
of cysts morphologically resembling those of Entamoeba histo- 
lytica is still reported as clinching the diagnosis of amoebiasis. 
It is most unfortunate that this opinion is still widely held, as it 
was in the late war responsible for more unnecessary treatment 
in the Tropics than any other single factor. 

lust as in the first world war the confusion of macrophages 
with vegetative entamoebae gave rise to a great deal of mis- 
diagnosis, so in the late war the identification of yeasts and 
non-pathogenic cysts as E. histolytica led both to widespread 
incorrect treatment and to the disrepute into which the emetine 
treatment fell. It was also responsible for the introduction of 
the prolonged courses of ineffective polytherapy in the so- 
called cases of amoebiasis. which were sometimes apparently 
effective, since in many cases the patient never had the disease 
at all. 

Dobell' estimated that 10% of the population of England, 
where the disease is a rarity, bad E. histolytica cysts in their 
stools, and Craig 1 has stated that 95% of the population of 
the warmer States of the U.S.A. are infected. So the search 
for, or the discovery of, cysts in the stools is in reality a 
complete waste of time, and though the clinical accounts of the 
cases reported leave little doubt that the conditions described 
were of amoebic origin the discovery of cysts in the gut wall or 
in the stools was a finding of no importance. Amoebiasis, 
particularly in its chronic form, must be diagnosed clinically, 
and the laboratory is of little value, though this is undoubtedly 
one of the conditions where a therapeutic test with adequate 
emetine injections can be of the greatest value. — I am, etc.. 
Nelson. New Zealand. R, L. HAVtLVND MlNcrilN, 

Rettrencis 

1 Spec. Rep. See, med. Res. Court ., Lonrf., No 59, 1921, London. 

1 Etiology, Diagnosis and Treatment of Amebiasis , 1944, Baltimore. 


What is Normal? 

Sir, — I think the letter of Dr. David Pyke (April 16, p. 6S2) 
under this heading should not go unchallenged. Exaggerated 
materialism has given rise to many unpleasant and reprehen- 
sible practices and much moral deterioration — as we know to 
our cost in this enlightened twentieth century — but I never 
expected to see an opinion put forward by a member of the 
medical profession such as that expressed by your corre- 
spondent. 

Homosexuality used to be known commonly by a very 
different name and its indulgence recognized as a very 
unpleasant, immoral, and unnatural practice. Your correspon- 
dent suggests that il is not abnormal and “can hardly be 
regarded as a grave menace to social security.” Apart from 
other considerations, a practice which runs counter to normal 
procreative activities must be considered abnormal ; and, as 
regards the statement that it is not a menace to social security, 
the absence of moral control in its devotees and weakening of 
moral fibre associated with it is a sufficient answer. 

I refuse to bel eve that “37% of all American males have 
homosexual experience after adolescence (and more before),” 
and. even if it were true, there is no reason for condoning this 
loathsome practice or suggesting us normality. It can only 


lead to moral and, in the long run, to physical deterioration. 
In that sense it is a distinct menace to social security. 

Those of us who have been to boarding school know of its 
existence among some of the degenerate, or immature and 
ignorant, youth of the nation and have seen some of its evil 
consequences. The fear of it has been an anxiety to many 
conscientious parents and schoolmasters, and it is incumbent 
on us all to try to help the young, by advice and example, to 
a better understanding of their impulses and the necessity of 
keeping them under control. Where responsible adult offenders 
are concerned, sterner measures for the repression of this odious 
vice, by classing it as a criminal offence, should be enforced. — 
I am, etc., 

Dilchlins, Sussex. W. BARRINGTON PROWSE 


Shoulder-harness 


Sir, — Having had the fortune to break a collar-bone for the 
third time, and having experienced the discomfort of strapping, 
plaster, and bandages — on the last occasion most carefully and 
efficiently applied by the surgeon according to Robert Jones's 
approved method and adjusted every two or three days in the 
beginning — the idea of the shoulder-harness occurred to me. It 
vvas carried out by the local saddler — Mr. L. O. Illsley — in 
one day. 

The harness 

consists of two 5 XRAP AND 
soft leather mw-yir. 
rings 2\ in. Buuu - 
(6.4 cm.) wide, jQpp 
the circumfer- 7^. -run 
ence of which LEATHt 
can be adjusted 
by a strap and 
buckle or by 
press-stud fast- 
eners and need 
pot be stitched ; 
they are lined 
with sponge- 


SP ONCE 
RUBBER' 



EVERTED 

RUBBER 


rubber glued to the under surface of the leather with rubber solution 
ana evened with a few stitches to fit comfortably in the axillae. Each 
ring has two buckles 
with runners from which 
the tongues have been 
removed to facilitate the 
sliding of the adjusting 
strap. The adjusting 
strap is of similar 
leather but not lined, 
about 60 in. (132 cm.) 

Jong, with a buckle at 
one end and a number 
of holes punched at the 
Other end for adjustment 
as required. This strap 
Is threaded through the 
runners as shown in the 
sketch. This device holds the shoulders back most efficiently and 
comfortably, and an ordinary arm sling may be worn in addition if 
considered necessary. 



HARNESS APPLIED 


The advantages claimed for this harness are: fl) Its perfect 
comfort whether worn on the bare anatomy or preferably over 
a thin vest or shirt. (2) Its easy removal and reapplic3tion by 
any person who may be assisting the patient in his or her 
toilet and dressing in the earlier stages of the disability, or 
even by the patient himself. (I was able to do this for myself 
after the third week.) (3) The rapidity with which it can be 
applied and adjusted without discomfort to the patient caused 
by the application of plaster or yards of roller bandage, 
AJthough my bandage was most efficiently applied, carefully 
padded with plenty of cotton-wool, and readjusted with infinite 
care every second or third day during the first fortnight, the 
cotton padding invariably lumped under the armpits and the 
bandage rucked up or slackened or chafed ; this did not occur 
with the rubber padding, which retained ils resilience even on 
sweaty occasions, I have ridden a push bicycle or a horse after 
the fourth week of the injury wearing the harness over my 
shirt, having applied it myself without any assistance. — I am, 
etc., _ ' 

Oikfcrn. H. J. Manockjee Cursettee. 
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Complication of Podopbyllin Therapy 

Sir, — S ince the appearance of the article by Mr. J. E. Semple 
entitled “Papillomata of Bladder Treated with Podophyllin ” 
(June 26, 1948, p. 1235) a trial has been given to .this form 
of treatment, using weekly instillations of 15 ml. of 4% 
podophyllin. 

A woman, aged 63, was first seen in 1935, when she had three 
papillomata near the left ureteric orifice. During the next thirteen 
years she had regular treatment with perurethral diathermy. At 
cystoscopy on Aug. 16, 1948, a tiny seed-like recurrence high up on 
the left wall was seen. Five weekly instillations of 15 ml. 4% podo- 
phyllin were then given. The last instillation was on Dec. 16, 1948. 
Twelve days later the patient passed a mass about the size of a date 
stone per urethram, with considerable pain and difficulty. Analysis 
reports this to consist of podophyllum resin. On Jan. 5, 1949, the 
patient passed a further mass equal in size to the first. The weight 
was about 0,7 g. Each instillation of podophyllin contained 0.6 g. 
Approximately 50% of the podophyllin was therefore returned in 
the form of the calculi. Cystoscopy on Jan. 10 showed no evidence of 
further podophyllin. High up on the left side of the bladder three 
tiny papillomata were seen in a group about the size of a pin-head. 

While there has been no apparent destruction of the growths 
by podophyllin, it was not for this reason that the treatment 
was adopted. It was felt that podophyllin may destroy the 
microscopic recurrences still not visible. It will therefore take 
several years to assess the ultimate value of such a course. 

I shoutd like to thank Mr, Hugh Donovan for permission to publish 
this case. 

— I am, etc., 

Birmingham, 15 A. G. JaRRAMS. 


Teaching First Aid 

Sir, — At the recent conference of first-aid workers and 
instructors held under the auspices of the ambulance depart- 
ment of the National Fire Brigades Association, some 150 
delegates from all parts of Great Britain and Northern Ireland 
attended. Many of them were emphatic that the standard and 
teaching of first aid in this country are seriously handicapped 
by the inadequate number of doctors who are prepared to 
spare time for this purpose. 

ft is true that first-aid treatment ends where medical treat- 
ment begins and that many of us know very little about first 
aid. Yet we rely (especially those of us on the staff of a 
casualty hospital) even more than the general public do upon 
efficient first aid for those who are brought in under our care 
or are transferred by ambulance at our request. 

It is therefore a disservice both to the public whom we 
serve and to our medical colleagues if we cannot find time — 
busy as we may be in these days— -to take an interest in and 
instruct those (whether St. John, Fire Service, or other 
ambulance workers) who seek our help and guidance in this 
matter. The medical background which we doctors can supply 
to the practical common sense of first aid makes all the differ- 
ence to the enthusiasm with which the subject is approached 
by those who learn it. 

May I therefore appeal through your columns to those 
doctors who are approached by any organization for first-aid 
lectures or examinations to do their utmost to lend a helping 
hand and so encourage the voluntary spirit on which this sort 
of work must always rely? — I am, etc., 

F. J. Curtis. 

Retthill. Surrey. Hon. Chief Surgeon, 

National Fire Brigades Association. 

Approach to the Frontal Lobes 

Sir. I am amazed at Dr. Max Valentine’s enthusiastic 
support (March 5. p. 411) of Dr. Freeman’s assumption that 
transorbital (obotomy cuts only the thalamic connexions of 
areas 9 and 10. Everyone who has some experience in experi- 
mental brain surgery knows the difficulty in producing a pre- 
dictable lesion even under favourable circumstances. 

I certainly do not want to belittle the neurosurgical work 
done in the past to alleviate mental illness, but it has always 
been a medical practice to give a specific indication for an 
operational intervention. The present state of frontal-lobe 
psychosurgery may be compared with the procedure of an 
abdominal surgeon who introduces a knife through a small 
abdominal incision in the hope of cutting certain portions of 


the intestine and thus curing consfipafional trouble for which 
no organic basis can be found. No one would defend such a 
procedure, even if temporary relief were obtained, yet a similar 
procedure within the brain cavity seems to attract many 
followers. 

I entirely agree with Dr. Valentine that appropriate teams 
in excellent collaboration are working in this field in the States. 
An example of critical teamwork can be found in a paper by 
the Connecticut Lobotomy Committee.' As Dr. Valentine has 
misunderstood my plea for this collaboration I would like to 
restate the main points of my letter (Jan. 29, p. 193) — namely, 
that further advances in the field of lobotomy can only be 
hoped for if the operational route chosen allows a clear assess- 
ment of (he anatomical regions which have been undercut 
or removed. Only if one is reasonably certain about this 
can a correlation of psychiatric results and the operation be 
attempted. The desirability of this becomes obvious if one 
reads Freeman and Watt’s remark that “each surgeon seems 
to have his own preference.” 

Dr. Valentine quotes the favourable results of Dr. Freeman’s 
100 cases started in 1946. It is certainly too early yet to draw 
definite conclusions from this material. A surgical intervention 
at the highest level of human personality — the frontal lobes 
(cf., Halstead’s Brain and Intelligence , 1947, Chicago) — should 
be done with great caution, and only very critical evaluation of 
the results can lead to progress and prevent disappointment in a 
method which raises high hopes at present. I do not want 
to deliver a counterblast to psychosurgery, as Dr. Valentine 
suggests ; I only maintain that this branch of neurosurgery' 
is still in an experimental stage and any new blind approach 
will delay the understanding of the underlying mechanism of 
mental recovery after lobotomy. — I am, etc., 

Oxford. F. Glees, 

Rr.FERtNcr. 

1 Proc. Ass. Res. nerv. merit. Dls., 1948 17, Ch. 35. 


Injury' Caused by Ear-rings 

Sir , — The following case is reported on account of its rarity. 

A young lady, aged 23, complained that the lobes of both ears 
had been severed following the use of spring ear-rings. The photo- 
graph shows the condition of 


one car. The other was similar. 
She stated that she had been in 
the habit of wearing stud ear- 
rings which fastened on with 
spring clips. She never noticed 
any unusual pain or discomfort, 
but after wearing the ear-rings 
for some weeks without remov- 
ing them (exaet time unknown) 
she found them difficult to take 
off. When they were taken off 
she found the ears had 
sloughed under the clips. Both 
ears healed rapidly, but she 
felt they were so unsightly that 
she did not go out in public 
without her head and ears 
being covered. Surgical repair 
was easily accomplished. 

Ear-rings of this type are in 
ears are insensitive, and dama 
discomfort unless such clips are 



universal use. The lobes of the 
ge can occur without noticeable 
removed frequently. — I am, etc., 


Dublin. 


C. Somerville-Large.' 


Diathermy Prong Forceps 

Sir, — Mr. A. Wilfrid Adams (April 9, p. 631) has added a 
new diathermy appliance to our list of special instruments. I 
have always been interested in the surgical uses of diathermy, 
and 1 have described 1 how any instrument may be used for 
diathermy by simply soldering to a convenient spot on it a 
length of ordinary electric flex. (Stainless-steel instruments 
cannot be soldered.) 

Since writing that paper 1 have found that it is unnecessary' 
to solder the lead to the instrument. Two inches (5 cm.) of 
insulation is removed from a piece of lamp flex and the bare 
wire is then fixed to the instrument bv windme and held in 
position by covering the union with surgical adhesive tape. If 
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‘Tineafax’ brand preparations contain undecylenic 
add — a new, specific antifungal agent of proved 
effectiveness in “athlete’s foot” and similar 
dermatophytoses. 

‘Tineafax’ brand Ointment is intended for the 
treatment of established infection; ‘Tineafax’ 
brand Powder as an adjunct to the Ointment 
and for prophylactic use. Both products are clean 
and pleasant to use, non-staining and free from 
objectionable odour. The Ointment is issued in 
collapsible tubes of 1 oz. (approx.) ; the Powder in 
tins of 2 oz. 
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COMPOUND UNDECYUNATE OINTMENT AND UNDECYUNATE POWDER 




BURROUGHS WELLCOME & CO. (The Wellcome Fou-datton I LONDON 
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J. R. CURRIE, M.D., F.R.C.P.Ed. 

John Ronald Currie, who was the first professor of public 
health at Glasgow University, died in Edinburgh on April 13 
at the age of 78. Professor Currie had retired from the chair 
in 1940, but until just about a year ago he had retained the 
posts of medical officer of health for the county of Bute and 
the burgh of Rothesay, thereby completing almost a haif- 
century in. the field of public health. His emergence as a 
teacher came only in 1922, when he accepted the chair of pre- 
ventive medicine at Queen’s University, Kingston, Canada. 
A year later the Henry Meehan chair of public health was 
founded at Glasgow, and Currie returned to Scotland to be 
its first occupant. His early academic training reflected that 
scholarly and humanistic approach to medicine — so rare nowa- 
days — which was to mark his later life. After receiving his 
early education at Ayr Academy Currie went to Edinburgh 
University, to graduate M.A. there in 1891. A period at Oxford 
followed, and he obtained first-class honours in Classical 
Moderations, taking his B.A. in 1896. Returning to the West 
of Scotland, he studied medicine at Glasgow and won many 
distinctions as a student, graduating in 1898 with commenda- 
tion. He took his D.P.H. from Birmingham in 1904. 

During the early ]900’s the fever hospital at Belvidere in 
Glasgow had as its physician superintendent Dr. John Brownlee, 
who collected round him a group of men most of whom were 
later to make their own reputations in the public health service. 
At that time to be chosen as one of Brownlee’s residents was 
itself a mark of distinction. Currie came under his influence in 
1905, and in the succeeding few years he made his first contribu- 
tions to medical literature, writing a number of scholarly papers 
on the new subject of serum disease. In 1910 he presented for 
the M.D. a thesis which was highly commended. It was on 
this firm foundation of experience in infectious diseases, then 
so important to a public health career, that he proceeded to 
build further practical knowledge from posts at Stirling, 
Dumbarton, Chester, and Fife. During the first world war 
Currie served as a sanitary specialist in the R.A.M.C., return- 
mg to Scotland to work with the Board of Health, which 
later became the Department of Health for Scotland. Such 
ki breadth of practical experience, added to his earlier classical 
|fcducation, made an academic career a natural choice. It may 
^have been something of an accident that caused Canada to be 
the scene of his first teaching post, but it was most appropriate 
that he should return so speedily to his old medical school. He 
was elected F.R.C.P.E d. in 1934, and on his retirement from the 
chair he received the honorary degree of LL.D. For many 
tears he was a valued anonymous contributor to this Journal. 

It was easy to overlook Professor Currie’s many excellent 
qualities. Natural!/ shy and retiring, his erect, rather soldierly 
appearance made j him a somewhat forbidding figure to his 
students. But thw stern exterior was an easily displaced mask 
behind which la'f a sense of the absurd which would emerge 
to reteal a very lovable personality. His mind, nurtured on a 
course of " fine, confused feeding,” had that richness which 
comes from a reverence of the classics ; and his breadth of 
outiook was best appreciated in after-dinner conversation. 


FELIX D’HERELLE, M.D. 

Professor Felix d’jfjerelle, who tvas well known for his wor 
on bacteriophage, rfied in Paris on Feb. 22. 

Felix d’Herelle was born at Montreal, Canada, in 1873 o 
Frcnch-Canadian,'ps.v.ntage, and though he retained throughou 
life his British, nationality, of which he was always proud, h 
gave to his acquaintances the impression of being rather mor 
French than 'British in temperament and outlook. Educated a 

CC f Gr ? nd < jUris, he took, his baccalaureate i 

1SSS, and then returned to his native-Ganada to study medicint 
and graduated M.D at Montreal. He was professor of bacteric 
lema}a> frC! ? 50 !907 - and bacteriologist to th 
wr nf ,L.°r fnmCn ! f °- r ‘, he - nm ^ars. .He joined th 
rhr) £ Past . eur . Iw,, “if “■ Paris > a 1909. There he tvs 
services « r,ra ' 0lr ( from 1914 to 1921. During these years hi 
services v crc often at the disposal 0 f foreign Government 


Thus he went on special missions to the Argentine in 1911-13, 
Turkey in 1914, Tunis in 1915, and to Indo-China in 3921. 
After leaving the Pasteur Institute, d’Herelle went to Leiden 
University, Holland, as professor extraordinary in 1922. Two 
years later he was appointed to the International Quarantine 
Council, Egypt, as director of the laboratory service, which was 
based on Alexandria. There he remained until 1926, when he 
went to India on a special mission at the request of the British 
Government. He was appointed professor of protobiology at 
Yale University in 1928, retiring from that post in 1933 in order ■ 
to found his Bacteriophage Laboratory in Paris. In the years 
that followed he was entrusted by the Government of the 
U.S.S.R. with the setting up of bacteriophage research institutes 
at Tifiis, Kiev, and Kharkov. 

It was in 1917, in a note to the French Academy, that 
he published his observations, “ Sot un Microbe Invisible, 
Anfagoniste des Bacilles Dysentdriques." The phenomenon of 
bacteriophage had been discovered earlier by Twort (1915), 
who spoke freely of it during his war service, but the graphic j 
description given by d’Herelle, and his insistence that he wa?w 
dealing with what is now recognized to be a virus, startled the A 
scientific world, and the importance of his findings nvas imme- 
diately appreciated. He received many honours. Doctorates ’ 
were conferred upon him by the Universities of Montreal, 
Quebec, Yale, Leiden, Tiflis, and Bakou. He was an honorary! 
member of several learned societies — the Royal Society, 
Canada ; the Socidtd de Biologie, Paris ; the Socidtd de Micro- 
biologie, Leningrad ; and the Scientific Club, Winnipeg. But 
he was specially proud of the Locwenhoek Medal of the 
Academic des .Sciences, Amsterdam, which he was awarded in 
1925. Tire only French scientist to have received this 
distinction before d’Herelle was Louis Pasteur. 

Of d’Herelk’s better-known English writings, mention may 
be made of “Immunity in Natural Infectious Disease” (3924), 
which was followed by “The Bacteriophage and its Behaviour” 
(1926), “The Bacteriophage and its Clinical Applications” 
(J930), and "Studies on Asiatic Cholera,” the latter in con- 
junction with Malone (1930). His most important writings in 
French were: “ Le Bacteriophage, son Role dans llmmunitd" 
(1921); “Les Ddfences de 1’Organisme” (1923); “Le Phdno* 
mine de la Gudrison dans les Maladies Infectieuses ” (1938); 
and £ tude d'une Maladie : le Clio kVa, Maladie aux Paradones ” 
(1948). A clear thinker, with an impeccable laboratory tech- 
nique, and endowed in high degree with the logical outlook of 
his race, d’Herelle appeared at times somewhat intolerant to 
those who differed from him. Yet to his friends and associates 
he was one of the kindest and most loyal of men. 


Dr. Arthur Ernest Whitehead died at Bridlington on 
March 13 at the age of 75. Educated at University College, 
Sheffield, he qualified in 1900, and after the usual house appoint- 
ments and a short period in practice at Almondbury he settled 
in Bridlington in 1905. He soon built up an extensive practice 
and became prominent in the social life of the town. He 
served the Lloyd Hospital for forty-four years as a medical 
officer on the staff and as a member and later chairman of the 
board of management. Dr. Whitehead had many interests. 
He was a keen yachtsman and an active freemason. After his 
retirement from practice in 1938 he was elected a member of 
the East Riding County Council, and he became a J.P. and acted 
for some years as chairman of the juvenile court. During the 
1914-18 war he served, in the R.A.M.C. at Salonika, and in the 
1939-A5 war he was in charge of the civil defence scheme for 
Bridlington. Dr. Whitehead's interest in mankind — especially 
(he local variety— -remained with him to the end, and confinement 
indoors he found a sore trial. He must have known and been 
known by neatly everyone in the East Riding, and his short, 
stocky figure and cheerful smile were very much part of the 
local scene. He leaves a widow, two sons,, and a daughter, and 
to them the sympathy of his colleagues and friends will be 
extended. Both sons were awarded the Military Cross in the 
recent war. — C. J. G. T. 

Frank Griffith Thomas, who died at his home at Bourne- 
mouth on March 22 at the age of 76; was a native of Swansea 
and a son of Dr. Jabez Thomas, the founder of the first eye 
hospital in that town. He succeeded his father as ophthalmic 
surgeon to the Swansea General and Eye Hospital in 1900. He 
remained in Swansea until about eighteen months ago, when he 
retired because of ill-health, which unfortunately left him un- 
able to enjoy to the full a well-earned rest. Frank Thomas 
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faduated M.B.. B.Ch. in 1897. He was a student at Cambridge 
nd at Guy’s Hospital, where he became house-physician and 
linical assistant. He was also clinical assistant at the Royal 
iondon Ophthalmic Hospital, and later registrar at the Royal 
iVe Hospital. After studying in Vienna he returned to Swansea, 
nd was the ophthalmic surgeon to the hospital there until 
924, when he was appointed consulting ophthalmic surgeon, 
le was also ophthalmic surgeon to the'Gorseinon, Aberdare, 
'ort Talbot, and Brecon hospitals as well as to the Swansea 
nstitution for the Blind, the Cambrian Institution for the Deaf 
nd Dumb, and the Orphan Home. In addition. Thomas was 
n ophthalmic medical referee for the South Wales courts and 
or the Ministry of Pensions. During the 1914—18 war he held 
he rank of captain in the R.A.M.C., and in the last war he 
aok his full share of responsibility in the E.M.S. As Swansea 
uffered badly from air raids this meant a great deal of work 
or a man of advancing years, but he never shirked it Frank 
"homas was an ophthalmic surgeon of exceptional ability, and 
is knowledge of ophthalmology, and of medicine in general, 
• as profound. He was a man whose opinion on difficult eye 
onditions was always worth having, and, apart from his large 
;xperience arid his love for the subject of ophthalmology, he 
lad an almost uncanny flair for spotting the cause of, and for 
mowing the best treatment for, many puzzling diseases. He was 
we of the originators of the Oxford Ophthalmologicai Con- 
fess, arid he was a vice-president of the Ophthalmologicai 
lection when the Annual Meeting of the B.MlA. was held in 
Swansea in 1928. His wide experience of compensation cases, 
in which he reported with strict impartiality, made his findings 
if great value to both employers’ and workmen’s representa- 
ives. Frank Thomas was good at games, and rowed for Caius 
ehile an undergraduate. His golf was sound, and he also 
ilayed a very' good game of billiards and excelled at croquet. 
: rank Thomas was very fortunate in meeting his future wife 
‘•■hen she, a doctor's daughter and a doctor herself, was a 
esident at the Swansea Hospital assisting him in the eye 
epartment. Throughout his life she looked after his welfare 
ievo\edly, and in addition was able to assist him at his work, 
leing on the honorary staff of some of the hospitals he visited, 
ihe survives him with two daughters and two sons, one of the 
ons being an orthopaedic surgeon in Hereford and the other 
n ophthalmic surgeon at Bournemouth. Although Frank, as 
us friends knew him, or “ Dr. Frank,” as his patients affection- 
tely called him, has passed away, his memory will always 
emain green in Swansea and, indeed, in South Wales. To work 
vith him was a privilege. — R.T. 

H. H. Q. writes: Frank Thomas was a skilful diagnostician 
nd an accomplished operator. He will long be remembered by 
iis colleagues on the hospital staff and by general practitioners 
n South Wales as well as by his patients for his ready help and 
dvice. Outside his professional work his chief interest for 
nanv years was golf, and he was closely associated with the 
levelopment of Pennard Golf Club from its earliest days until 
. few years ago, when failing health put an end to his active 
larticipation in the game. 

Dr. Harold Wacher, who died on April 11 after a long 
liness, was the son of a well-known physician. He was born 
it Canterbury in 1876, and educated at the King’s School. 
Canterbury, St. John’s College, Cambridge, and Guy’s Hospital, 
le joined his father in practice in Canterbury shortly after he 
iraduated M.B., B.Ch. in 1903. Apart from service in Egypt 
nd France from 1914 to 1918, he practised continuously in 
Canterbury until the onset of his illness nearly two years ago. 
-or many years Dr. Wacher was senior physician at the Kent 
md Canterbury Hospital, and he worked hard at the planning 
nd financing of the new hospital which was opened in 1937. 
le also served as poor-law officer and medical officer to the 
nunicipal hospital, Canterbury, from the time of his father’s 
etirement, A bom actor, he was well known at Guy’s in the 
1 Disguvsed Minstrels ” and as one of the founders of the 
estdents’ play. He was even better known in Canterbury for 
iis acting with the “Old Stagers " in the last forty sears. As 
in antiquary and a fellow of the Society of Antiquaries he had 
tudied the history of Canterbury, and he wrote his M.D. thesis 
n 1928 on the medical history of Canterbury. To a wide circle 
if friends he svas a lavish entertainer, and his good fellowship 
ind his artistry as a raconteur and after-dinner speaker made 
tim welcome at many social gatherings. Canterbury' has lost a 
mod friend and servant and one who did a great life’s work in 
iractical medicine, in common humanity, and in lightening the 
ives of his fellows with good humour and laughter. 

Dr. Foster Coates died at the age of 6S at his home in 
lelfast on March 23. The son of Dr. Stanley Coates, he was 
ducated at the Methodist College and Queen's College, Belfast, 
le graduated B.A. in 1900, M.B., B.Ch,. BA.O. in' 1905, and 
iroceeded M.D. in 1907. He took the D.P.H. in the same vear. 


also in the Royal University of Ireland. He was an R.M.O. 
and afterwards ’a registrar at the Royal Victoria Hospital, and 
on his return in 1919 from active service in France he was 
appointed an assistant physician. He was also for some years 
a visiting physician to the Forster Green Hospital for Diseases 
of the Chest. In 1946 Foster Coates was elected an honorary 
consulting physician to his old hospital, which he had served 
so faithfully for over forty years. An active member of the 
B.M.A., he was president of the Ulster Branch in 192S-9, and 
vice-president of the Section of Medicine at the Belfast Meeting 
in 1937. He was also a member of the Association of Physi- 
cians, and in 1935-6 was president of the Ulster Medical Society. 
Dr. Coates was a lecturer in clinical medicine in the Queen’s 
University of Belfast and a member of the Senate. A sound 
physician with a greater iove for purely clinical than for labora- 
tory or even radiological methods of diagnosis, he gained the 
respect and affection of generations of house-physicians and 
students, who quickly appreciated his integrity and bis acumen. 
These qualities were much valued by his Majesty’s judges and 
members of the legal profession when he gave evidence in many 
medico-legal cases', particularly under the Workmen’s Compen- 
sation Acts. Those who were his colleagues will not soon for- 
get his kind heart and unselfish comradeship. He is survived 
by his widow, two sons, and a daughter. 

Saravanamuttu Thamblah. who died on Feb. 18, was born 
in Ceylon in 1891. After taking his B.A. at Madras University- 
in 1913 he entered the Medical College there and qualified in 
1917. He served in the Army from 1918 to 1926 and was 
awarded the Military Cross. Until 1929 he was lecturer in 
materia medica at the Stanley Medical School, Madras, and 
then he came to Britain to continue his studies. Dr. Thambiah 
took the Scottish triple qualification in 1929 and the Edinburgh 
M.R.C.P. a year later. Returning to India, he was appointed 
professor of medicine at the Prince of Wales Medical School at 
Tanjore, and six months later was posted to the Government 
General Hospital at Madras as lecturer in dermatology and 
physician in charge of the skin department. He was responsible 
for the organization of this clinic, which he raised to a very- 
high standard of efficiency. In 1940 he was made an additional 
professor of medicine at the Madras Medical College, and in 
1945 professor, though he still continued to hold the post of 
dermatologist to the Government General Hospital. In recog- 
nition of his services he had conferred on him in 1945 the title 
of Rao Bahadur. A year later he left the service on completing 
his fifty-fifth year, and led a quiet life in retirement, though 
continuing his consulting practice in Madras. In October, 194S.- 
he was elected F.R C.P.Ed., and shortly afterwards his final ill- 
ness began. Dr. Thambiah’s popularity was such that he was 
consulted by patients from the north of India, Malaya, and 
Ceylon. His untimely death at the age of 58 leaves a gap which 
it will be difficult to fill. He is survived by his widow, two 
daughters, and a son. 


Medico- Legal 


DEATH FOLLOWING TREATMENT WITH 
DICOUMAROL 

What seems to be one of the first cases of death following the 
administration of dicoumarol to be considered by a coroner's 
court was reported recently. The evidence was heard by the 
Battersea coroner. Dr. R. B. Hervey Wyatt, on April 4. 

A woman of 70 went to her doctor on March 7, 1949, com- 
plaining of pain in her left leg. Her general practitioner, in his 
evidence, said that he found a deep thrombosis of the left 
femoral vein from the calf right up to Poupart’s ligament. He 
ordered her to stay in bed and gave her some glycerin and 
belladonna paint He also left a prescription for 100 tablets 
of dicoumarol and told her to take six tablets on the first day 
and then four tablets daily. 

On March 14 the patient was restless and excitable, so he 
told her to discontinue the glycerin and belladonna paint and 
to take only two tablets of dicoumarol a day. The doctor said 
that the dose he ordered was that recommended by the makers, 
and he also consulted the British Encyclopaedia of Medicine. 
He had used the drug on four other cases in a similar dosage, 
and in one of them for 16 days without ill effect He did not 
recall hearing of the danger of the drug or that its effect should 
be checked by examinations of the patient’s blood. 

On March -26 he saw the patient again, diagnosed renal colic, 
and sent her into hospital. She b3d "had severe pain in the left 
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loin and haematuria. On the following day, according to the 
medical registrar at the hospital, she vomited a small amount of 
blood on two occasions, and after passing blood per rectum she 
collapsed. She was given three pints of whole blood and a 
vitamin-K preparation. Her general condition improved but 
the blooding-clotting time was still prolonged. On March 31 
she again collapsed and quickly died. 

At necropsy there were a few petechial haemorrhages 
scattered over the trunk. There was a haemorrhage beneath 
the pericardium and one or two subendocardial haemorrhages. 
There were also subpleural haemorrhages and evidence of exten- 
sive retroperitoneal bleeding. The stomach was full of blood 
and there was a large haemorrhage into the mesentery of the 
small intestine. There was also extensive haemorrhage into and 
around the pelvis of the left kidney. In the view of the patho- 
logist the cause of death was “ haemorrhage from the stomach 
and intestines due to treatment with dicoumarol.” A verdict of 
misadventure was returned in accordance with the pathologist’s 
findings. 


Universities and Colleges 


UNIVERSITY OF EDINBURGH 
The eighth Sharpey-Schafer Memorial Lecture will be delivered by 
Professor H. S. Raper, F.R.S., Professor of Chemical Physiology and 
Dean of the Medical School in the University of Manchester, in the'' 
anatomy classroom of University New Buildings, Teviot Place, 
Edinburgh, on Thursday, May 19, at S p.m. His subject is “ Fat 
Absorption and Some of Its Problems.” All interested are invited to 
attend the lecture. 


UNIVERSITY OF LONDON 

Sir James S. Ross (Ministry of Health) will deliver three lectures 
on “ The National Health Service ” at the London School of 
Economics and Political Science, Houghton Street, Aldwych, W.C., 
on Tuesdays, May 3, 17, and 24, at 5 p.m. 

A Special University Lecture on “Some Advances in Chemotheia- 
peutic Research at the Pasteur Institute" will be delivered by 
Professor Jacques Trdfouel (Pasteur Institute, Paris) at the London 
School of Hygiene and Tropical Medicine, Keppel Street, \Y.C„ on 
Tuesday, May 10, at 5.30 p.m. ’ *• ’ 

A senes of special lectures will be given, in connexion with a 
course on neurosurgery, at the Institute of Neurology, National 
Hospital, Queen Square, London, W.C., on May 30, June 2 9, and 30 
“ d ii. i\ at 5 pm> as follows: May 30, Professor H. Olivecrona 
(Stockholm), Artenovenous Aneurysms of the Brain”; June 2 
ITofcssor A. M Boyd, "Intermittent Claudication”; June 9, Sir' 
Hugh Cairns, Surgical Principles in Intracranial Surgery ” ; June 30 
JefF £ rson - FRS -. "Rathke’s Pouch Tumours”; 
HrL/c'- T, “ y Keynes - “Surgical Treatment of Myasthenia 
uraws rhe fee for a single lecture is 10s. 6d. Lectures on “ Some 
hen Facts on ihe Pamful Stump," by Professor Rend Leriche (Paris), 
a,o on Hemiplegic Patients as seen by a Neurosurgeon,” by 
H Rrd > enbuhl (Zurich) will be delivered on dates to be 

nxeo uitcr 

The Si Cvres Lecture on “ Withering ” will be delivered by 
~ K ?' Wilkinson at the Institute of Cardiology, National 
Westmoreland Street, London, W., on Wednesday, 
June 15, at 5 p.m. Admission to the lecture is free to all medical 
practitioners and senior medical students. 

u Ct “ r ® on “ Normal and Pathological Physiology of the Kidney ” 

Ini s d u by D [: D ’ D - van S,yke <Rod«felter Institute for 
cdical Research) at the London School of Hygiene and Tropical 
Medicine Keppel Street, W.C., on Monday, July 18, at 5.30 p.m 

Trnnfrnixw"? candld ? tes at ! ’ ne London School of Hygiene and 
lropical Medicine have been approved at the examination indicated; 

academic Postgraouatt Certificate in Public Health.-A. O. Abushamma, 

J T Navaratnam. I H ' J ’ W ’ McA, lan, * R Mayer?! 

UNIVERSITY OF BRISTOL 
of , ,lle University has decided to establish a Chair of 

Heller '^ Ph n' iTn n and has ap P™* d « £ 

. h.D , MB, B.Ch , M.R.C.P., to be its first occupant. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 

L^rd WrbH n fnh° f the o' ° U A dl oE thc Co,lege held on April 7, with 
if.e ^ c bb ' Joh , ns , on ' P/esident, m the chair, the Jacksonian Prize for 
!?£ * as a "? rded H. L. M. Roualle (St. Bartholomews) for his 
• 0n m;!,l " nam disease of the thyroid gland. A certificate of 


honourable mention and an honorarium.were awarded to C. G. Rot 
(St. Thomas’s) for his essay on the same subject. The John Huntei 
Medal and Triennial Prize were awarded to 'Peter M. Danici (Oxford] 
for his research work on “ The Discovery of Afferent Nerves and 
Muscle Spindles in the External Ocular Muscles: also Contribution; 
to the Discovery of Shunt in the Rena] Circulation.” 

The following were elected Fellows of the College without examina- 
tion: Mr. Arthur Woo (Hong Kong), Mr. R. J. Cann (Guy’s 
Hospital), Professor Robert Bradlaw (Newcastle), Professor Thomas 
Yeates (Middlesex Hospital), Professor D. E. Derry (Cairo), and Mr 
A. B. Nutt (Sheffield). 

Mr. P. H. Mitchiner was elected an Examiner for the Primary 
Fellowship Examination. 

Professor Kurt Thoma (U.S.A.) was appointed Charles Tomes 
Lecturer for 1949. 

Thc Fellowship of the Faculty of Anaesthetists was granted to Dr. 

G. F. V. Anson (New Zealand). 

The Begley Prize for Anatomy and Physiology was awarded tc 
W. H. McBay (King’s College, London). 

The following hospitals were recognized under paragraph 23 ol 
the Fellowship Regulations: East Grinstead— Queen Victoria 
Hospital (R.S.O.) ; Worthing — Worthing Hospital (R.S.O. and senioi 

H. S. for six months only); Khartum and Omdurman — Civil 
Hospitals (surgical registrar to the two hospitals). 


Diplomas 

Diplomas in Public Health, in Tropical Medicine and Hygiene, ir 
Ophthalmic Medicine and Surgery, in Child Health, in Physica 
Medicine, and in Medical Radio-Diagnosis were granted jointly witl 
the Royal College of Physicians of London to the followinj 
successful candidates : 

Diploma in Public Health. — I. H. F. Norbury and Atexandrina M. M. Parker 

Diploma in Tropical Medicine and Hygiene. — M. H. M. Abdulcader 
A. Z. Abduttam, P. B. Adamson, Doreen M. Bottone, W.-H. Chao, M. J 
r ■' ' " ~ C. Draper, G. M. Edincton.R.T. D. Emond. M.K.D 

C. Jeffrey. V. V. Kaibfan. S. F. Liu, M. F. McDowall 

1 Mills. G. P. Mohanty, I. S. Mudie, E. J. D. Nariman 

M. isumu, v. U. is.au, tv. G. Row-ben:. A. B. Roy, E. Shirajian. G. Skinner 
A. J. W. Spitz, C. Suarez. C. K. M. Thacker, A. H. Wahba. A..A. Zaki, 

Diploma in Ophthalmic Medicine and Surgery.— A. L. Alban, A. E. Barrett 
G. T. Bedford, P. L. Blaxter, H. A. Bramwetl, B. Brodkiewicz, A. N. Cameron 
M. A. Carpenter, H.-H. Chang, D. P. Choyce, L. N. Deshmukh, B. K. Dbir 
G. C. Gulati, Florence I- Henry. A. P. K. Homayouni. P. L. Kieue. J. Levy 
Kathleen M. Long, A. J. A. McCormick, F. E. McLaughlin, J. McMillan. G. P 
Mann. V. A. F. Martin, S. B, Mukhopadhaya, D. P. North, AbinaT. O’Connor, 
I W. Payne, T. J. G. Price, S. A. Qadecr, T. J. Ricgcle. W. L. Robinson, C. M 
Ruben/R. P. Sarda, M. D. Scngupta, \V. A. M. Smith.'I. B. Taylor, R. A. Trope 
K. C. Wybar. 

Diploma in Child Health.— Unity R. Allen. M. Anderson, Mary V. Ashton 

G. N. Barsden, Aleida E. 'M. M. R. Bisschop, Margaret E. M. Blanden, J. H 

n t .... i r, I>. brown, Elizabeth R. McF. Brown 

v ' ‘ 1 I, Alice M. Bush. C. D. Cassimos, Phoebi 

• 1 ‘ ■ mell. Dorothy J. Cooper, A. H. C. Couch 

: \ * * ■ - y N. Cummins, Joan P. D’Arcy, K. K 

” • ” ’ 1 1 '■ . . Debney, M. Elyan, A. D Fair, Margare 

. *•’ ’• ! ■ “ crith. Betty B. Glansfield, Jean F. Gordon 

N ■ ■ • ’ \ ■ Gupte. G. J. H L. Hall, A. G, Hesting 

A. Humer. W. N. Ingham, S. E. M. Jarvis, H. R. Jolly, Mary P- L. Karney 
Barbara M. Kiltick, Alison B. King, Catherine M. R. Kirkpatrick, A. A. Lewis 

H. W. Mscinlyre, Ma Po Po, P. L. Masters, R. M. Mayon-White, Brenda M 

Mead, P. Micallef, Mok Hing Yiu, J. P. Mostyn, P. Nanavatty, Jean S Isbister 
D. N, Patel, D. T. Pitt, J. N. Pohowalla, Diana Powell-Cotton, T. M. Pritchard 
Helen Rennie. Catherine P. Schofield, L. G. Scott, Joan N. Scragg, N. Sen 
C. S. Shaw, K.-H. Siu, L. Solomon, R. Spielsinger, Maude Stevenson. T. K 
Sundaram, W. P. Sweetnam, Alexandra Tobert, D. Q. Trounce, S. Waybunte 
J. A. Waycott, L. R. Whittaker, Edith H. Williams, Alice E. Wihnot, Margare 
Wilson. , 

Diploma in Physical Medicine J. W. Byrne, C. W. Coplans, H. R. Davies 

H. J. Gianvilie, G. SaviU. 

Diploma in Medical Radio-Diagnosis \V. Stachurko. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
. GYNAECOLOGISTS 

The following candidates have been awarded the Diploma ir 
Obstetrics of the College: 

P. Allebone, Margaret Bagshaw, U, C. Bardolai, E. L. Barr. Aileen V. Barrett, 
W. A. Benson, Kathleen N. Berger, S. W. Beswick, G. F. Bigwood, P. M. Brett, 
D. M. Brodie, Margaret Brodigan, G. H. Burgess, Elizabeth B. Butler, Rachel 
Camerom K. G. Casey, Jean Cleghorn, W. W. Coppinger, A. C. Coullbard 
J. K. Craig, S. Daiziel, J. A. R. Debenham, D. S. Desai, G. Dison, Janet McK. 
Donald, Freyda F. Dougail, R. W. Drewer, Mary E. Egan, T. H. Eustace, 
Marjory F Foyle, R. L. Gadd, J, E. Gilbert, Philippa A. Glyn, Beryl J. Goff, 
L Goodman, G. E. L. Graham, E. P Griffiths, W. Gross, H. Hanson, J. G. 
Harrison, A P. B. Harston, Vivien P. Helme, M. J. T. Hewetson, Mary Higgb 
Agnes M Highet, T, R. Hunt, Rachel Jacobs, S. T. James, C. M. Jones. N. M. 
Jones, D. H. Joseph, S. Kanaparhippittai, C. H. Kaye, Katie Keane, Katherine M. 
Kelly, H. A. Kent, R. F. Kingston, A. I. I. Klopper, H J. Knight, G. W. Korn, 
G D. Lees, Lillian J. Letty, J. C. S. Leverton, M* G. H. Lewis, G. H. Lloyd, 
H. J. Love, Jessie B. Macaulay, A. MacLellan, R. L. Macpherson, D. Magnet 
A. Mathew, Mary I. Milne, M. Mirchandani, Catherine H. Mitchell, LI. O. 
Morgan. Monica M. A. Murphy, Barbara J. Nathan, LI. M. Norburn, Susan B. O. 
Ofori-Atta, H O’Hara. N. L. Owen, Ethel W. W. Owston, T.-C. Pang. W. M. 
Patterson. Pauline M. Philpott, G. D Pinker, Jessie McA. Pope, B. Pownafi. 
D. B. Price, D Pufieti, E. Quehl, Mairead M. Robinson, O. Rosensweig, W. 1. 
Russell, Margaret M. P. Ryan, Jean M. Sandei, Eileen P. Scanlan, R, D. Simpson, 
J. M. Slattery F. G. M. Smith. J. S. Smith, Roberta A. Stewart, R. J. Still, 
K S. Subbalakshmi, H. P. Tamesby, J. S. Taylor, Alice P. Thomas, Glenys M. 
Thomas, T. A. Thompson, H. S. Trafford, Doreen G. Wamock, J. L. Wan 
P. F. A. Watkins, N, E. Wood. 
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Hospital Endowments Commission 

The Secretary of State for Scotland announced on April 14 
that Professor Sir Svdney Smith, dean of the Faculty of Medi- 
cine at Edinburgh University, had been appointed chairman of 
the Hospital Endowments Commission Dr A Greig Anderson, 
of Aberdeen, who is a member of the North-Eas.ern Regional 
Hospital Board, is the only medical member The Hospital 
Endowments Commission is a purely Scottish body. There is 
no corresponding body under the National Health Service in 
England and Wales 

Clinical Details Confidential 

Mr John Lewis reported on Apn! 14 that the senior admini 
strum e medical officer of the Manchester Regional Hospital 
Board had advised the secretary of the Bolton Hospital Manage 
ment Committee that if medical officers of health asked for 
information about patients discharged from hospital and in need 
of aftercare only the address need be given 
Mr Bevan replied that the Board had encouraged manage^ 
ment committees to co operate fully with local authorities but 
had rightly advised them not to disclose to them clinical details 
of patients, which should generally be treated as confidential 
On the same date Mr Lewis further asked whether 
Mr Bevan knew that the senior administrative medical officer 
of the Manchester Regional Hospital Board had instructed 
medical officers at venereal disease clinics in the area that 
information about patients attending the clinics should not be 
disclosed to medical officers of health, even if requested for 
purposes of contact tracing Mr Lewis said that medical 
officers of health m all parts of the country had always had 
free access to information about patients 
Mr Bevan answered that the Regional Hospital Board had 
rightly taken this step to ensure that the statutory regulation 
about the secrecy of V D treatment was scrupulously observed 

Private Practice 

On April 14 Dr Segal asked whether Mr Bevan was aware 
that medical practices were still advertised by private agencies 
for sale and purchase, and what steps he proposed to take to 
put an end to this practice He further asked if Mr Bevan 
could make arrangements to establish official agencies for the 
transfer of medical practices partnerships, and a'ssistantships 
Mr Bevan said there was no prohibition on the sale and pur- 
chase of purely private practices He saw no objection to such 
transactions being handled by private agencies The transfer 
of practices and the introduction of new partners and assistants 
m the National Health Service were already controlled by the 
appropriate official bodies 

Industrial Injuries Special Hardship Allowance — The Minister of 
National insurance, Mr James Griffiths, has laid before Parlia 
ment regulauons which enable the special hardship allowance pro 
vidcd under the National Insurance (Industrial Injunes) An to be 
paid with industrial disablement grammes whatever the period for 
which the disablement has been assessed The new regulauons came 
imo operation on April t3 Previously the allowance could only 
be paid with a disablement gratuity based on an assessment of 
disablement for a period of over two years This special hardship 
allowance is an allowance of up to 20s a week which can be paid 
with an industrial disablement pension or gratuity if the disabled 
man or woman is unable to return to his regular occupation and 
cannot w ork at a job of a similar standard 

Vaccination — Mr Bossow inquired on Apol 14 what was the 
approximate proportion of the population now vaccinated as com 
pared with that which was immunized aeainst smallpox before the 
last war Mr Bevan answered that records were available up to 
1946 at present, only on infant vaccination These showed that 
about 42% of children bora m 1946 were V3ccmaied in infancy as 
against about 34% m 193S 


The Samuel Kress Foundation has given about £2,000 000 to the 
New York University Bellevue Medical Centre for the development 
of postgraduate medical cducauon on a nauonal and international 
scale The Kress Foundation stated “Privately financed medical 
education is more effective, more economical, and more in keeping 
with the essential tradiuon of American democracy, now subject to a 
radical challenge m our country and throughout the world, th3n 
Government financed medical education ’ Mr Kress is the founder 
of a chain of stores 


EPIDEMIOLOGICAL NOTES 

Smallpox 

The period of surveillance of passencers and crew ot the 
sa MooUan ended on April 19 The total of confirmed cases 
of smallpox arising from the first fatal case on board is 11 
Four of the fatal cases were in persons who were unvaccinated 
at the time of infection the fifth being a m3n of 61 who was 
vaccinated in infancy In other cases there is evidence that 
vaccination has produced considerable modification of the 
disease, and this has sometimes given rise to difficulty in 
diagnosis It is advisable that all contacts showing doubtful 
lesions should be isolated for observation and bactenological 
evammauon Contacts with such signs have been admitted to 
hospital from Southwark Sut'on and Cheam Romford. 
St Pancras, and West Ham Up to Apnl 25 there has been 
no confirmauon of the diagnosis of smallpox m any person 
who vv as not on board the s s Mooltan Further clinical obser 
vauon and laboratory investigahon have removed anv suspicion 
that the two patients in Laceby Smallpox Hospital mentioned 
last week (Apnl 23, p 732) are suffering from smallpox 

Influenza 

The number of deaths provisional!! ascribed to influenza in 
the 126 great towns m the week ended Apnl 16 was 95 
compared with 192 m the preceding week The peak figure of 
360 deaths was reached in the week ended March 19. and since 
then there has been a fairly rapid decline Noufications of acute 
primary and influenzal pneumonia reached a peak of 918 cases 
in the week ended March 12 and have since declined to 522 m 
the week ended Apnl 9 

No further reports of outbreaks have been received recently, 
and it would appear that the outbreak of virus influenza is now 
ov-r It was characterized by a high incidence in the Midlands 
and North, with, however, a low fatality rate In several out- 
breaks a strain of virus A nearly related to the strain isolated 
m this country in 1947 was found There were also a few 
isolations of virus B from outbreaks in semiclosed communities 


First Quarter of 1949 

The number of stillbirths registered in England and Wales 
dunne the first quarter of 1949 was 4 418 mine a rale of 23 1 
per 1,000 total live and soli births, the lowest rale ever recorded 
for a March quarter m this country For the same period a 
year aeo the rate was 24 3, and there has now been a progres 
sive fall in the rate for the first quarter for the past mne vears 

The number of deaths of children under 1 year of age was 
7,462, represenUng a record low rate of 40 per 1 000 related 
live births This compares with the previous record of 41 in 
the corresponding quarter a year ago and 55 in the March 
quarter of 1947 

There was again a fall in the number of live births registered 
in England and Wales For the March quarter of 1949 the 
figure was 186 561 compared with 202 184 in the March quarter, 
1948, and 241,530 in the first quarter of 1947 The correspond- 
ing rates per 1 -000 total population were 17 4 18 7 and 22 8 
respectively In the following table the numbers of live births 
sullbirtbs. total deaths, and deaths of infants under 1 year of 
age registered in the March quarter, 1949 and ihe correspond 
mg rates are compared with those for the March quarter 1 
1948 1947. and 1938 


D-aths 

Live Births I Stillbirths 1 ftrJjdmg 
Noa-cn Irons) 


Deaths o r 
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To a! 
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1 86.561 

17-4 

441$ 

23 I 

161,2-9 

15-0 

7 462 

4*0 

„ „ I94« 

202, !S4 

18 7 

5 043 

2- 3 

12.2,70* 

12 3 

8.35S 

41 

„ 1947 

2-. 1,52.0 

22 S 

6.447 

256 

IS! 7 •»& 

17 I 

12^61 

55 

« r 193 S 

1*5 1S7 

15 3 

6 185 

3«3 

137 «97 

r-6 

10,5*5 

69 


Discussion of Table 

In England and IT ales infectious diseases were le*s prevalent 
during the week. There were decreases in the notifications of 
measles 1 095, acute pneumonia 388, whooping-cough 390, and 
scarlet fever 66 
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The largest decreases in the notifications of measles 
Yorkshire West Riding 326, Middlesex 240, Essex 223, Sta 
shire 177, Surrey 171, Lancashire 164, and Glamorganshire 
the largest increases were London 266, Derbyshire 134, Wat 
shire 101, and Hertfordshire 76. In most areas the incider 
whooping-cough was unchanged, the decline being due 
experience of a few counties, notably Lancashire 101, Ke 
and London 76. 

There were decreases in the notifications of scarlet fe' 
Essex 31 and London 22. The chief feature of the retun 
diphtheria was an increase of 9 in the notifications in Du 
The decrease in the incidence of acute pneumonia was gt 
throughout the country. 

An outbreak of dysentery affecting 10 persons was n< 
in Norfolk, Norwich C.B, ; other large returns were Londc 
Yorkshire West Riding 11, and Lancashire 10. 

In Scotland a decrease was recorded in the notificatio 
whooping-cough 54, measles 10, and diphtheria 9. Ther 
an increase in the incidence of acute primary pneumon 
Of the 23 cases of dysentery 20 were notified in Glasgow 

In Eire there were increases in the incidence of meas 
and scarlet fever 28, and a decrease of 10 was recorded 
notifications of whooping-cough. Notifications of diar 
and enteritis in Dublin C.B. were 10 fewer than in the p ret 
week. 

In Northern Ireland increases were reported in the no 
tions of measles 42 and whooping-cough 40. The i 
increases in the incidence of measles were in County 
24 and County Tyrone 21. A rise of 25 in the notific 
of whooping-cough was also recorded in County Dowi 

Corrected Notifications 

Corrected notifications have been given in the qut 
reports of the Registrar-General since the June quarter of 
These show, except in the case of diphtheria, that the p 
tion of diagnostic errors has remained fairly constant cm 
period. In the notifications of diphtheria, however, thei 
been a continuous increase in the proportion of 
Corrected notifications amounted to three-quarters o 
original notifications in 1944, but to only two-fifths at tb 
of 1948. Of the other common infectious diseases of 
hood, measles and whooping-cough have a negligible 
nostic error and scarlet fever an error of about 2 %. 
corrected notifications of cerebrospinal fever recorded 
percentage of the original notifications ranged from 53.6 t 
during the period. During the epidemic of acute poliom 
in the third quarter of 1947 there was an error of 20% 
notifications, which increased to 30% in the second a 
of 1948. 

orrectcd Notifications Expressed as a Percentage 0 } the O 
Notifications 

were No. 14 

®° 0 r f; INFECTIOUS DISEASES AND VITAL STATISTICS 

wick- We print below a summary of Infectious Diseases and Vital 
ice of Statistics in’ the British Isles during the week ended April 9, 

0 the figures of Principal Notifiable Diseases for the week and those for the corre- 
ct 79, — — r— (a) England and Wales (London included), (b) 

I ' y)- (e) ScoUand. (d) Eire, (e) Northern Ireland. 

and of Deaths recorded under each infectious dispose, 
in • ' owns in England and Wales (including London). 

IS for 0*) London (administrative county), (c) The 16 principal towns in Scotland. 

1 m (d)The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland, 

mam. ^ <jash — denotes no cases ; a blank space denotes disease not notifiable or no 

menu return available. 
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M 
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2 
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1 
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2 

19 
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— 

43 

7 

8 
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25 

1 

4 

43 

2 

3 

48 

5 

6 

30 

1 

{ 
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I 

194 

I 

I" 

11,193 
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2 
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1 

44 
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56 

6 
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— 
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7 
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— 

— 

Paratyphoid fever 
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Week Ending April 16 

The notifications of infectious diseases in England and 
during the week included: scarlet fever 1,039, whooping 
..—67, diphtheria 10 3, measles 13,066, acute pneumoni 
cerebrospinal fever 27, acute poliomyelitis 5, dysente 
smallpox 7, paratyphoid 1, and typhoid 2. 


* Measles and whooping-cough are not notifiable m Scotland, and the return* 
are therefore an approximation only. 

WoW , t De ? ths from measles and scarlet fever for England and Wales, London 

waies (administratnc county), will no longer be published. 

cough t Includes primary form for England and Wales, London (administrative 

1 73 | county), and Northern Ireland. 

rv dri' $ The , nun ^ >cr deaths from poliomyelitis and polio-encephalitis for England 

y and Wales, London (administrative county), are combined. 

!! Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 
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British Journal of Urology 

The British Journal of Urology celebrates its coming-of-age with 
important editorial changes. Mr. H. P. Winsbury- White, who had 
edited the journal since its beginning in 1929, at first in collaboration 
with the late Frank Kidd and later with the assistance of Mr. A. E. 
Roche, has retired from the editorial chair to become consulting 
editor. Mr. David Band will in future edit the journal, assisted by 
Mr. 3. D. Fergusson and Mr. N. M. Matheson, and supported by 
an editorial committee drawn from all parts of the Commonwealth. 
The journal will in future by published by Messrs. E. and S. 
Livingstone, of Edinburgh, and will include original papers from 
urologists in Britain and the Commonwealth. The issue of the 
journal for March, 1949, which appears under this new regime, 
incorporates several improvements in style, with a very high 
standard of production. The valuable abstracts from current litera- 
ture and the index of current urological literature appear as usual. 
The British Association of Urological Surgeons, which was formed in 
' 1945, adopted the British Journal of Urology as its official publica- 
tion in 1946, and its support should assure the future of the journal. 
British urologists owe a debt of gratitude to Mr. Winsbury-White for 
his most able editorship for a period of 20 years, as also to Mr. 
Roche, who has assisted him for the past 15 years. 

National Formulary 

The National Formulary comes into operation on May I. The 
Ministry of Health is anxious that the use of the N3VJ?. and the pre- 
war edition of the .Y.P. should be discontinued. The use of old titles 
which differ from those in the new NJF. will inconvenience the 
chemist and may necessitate reference back to the doctor. It will be 
a help if all formulae which are not BB.. B.P.C., or N.F. are written 
out in full by the prescriber. Where a formulary preparation is being 
prescribed the new N B. should be used. No formula for Iinctus dia- 
morphinae is included in the new National Formulary. From May 1, 
a prescription for Iinctus diamorphinae N. IV B. described by title does 
not meet the requirements of the regulations under the Dangerous 
Drugs Acts, and where the preparation of the NWB. is required 
the formula must he written out in full. The Ministry of Health has 
-announced that, in agreement with the medical profession, where 
Iinctus diamorphinae or Iinctus diamorphinae NWB. is prescribed by 
title the new Iinctus diamorphinae of the B.P.C. will be dispensed. 

New Radiographic Department at Qneen Square 
The chairman of the National Hospital gave a dinner on April 5 
at the Staff Residence in celebration of the opening of a new radio- 
graphic department on the third floor of the building in Queen 
Square. Among the guests were Dr. S. Cochrane Shanks, consul- 
lam adviser in radiology to the Ministry of Health, and Dr. Cecil 
Teall, President oi the Faculty of Radiologists. In a speech after 
dinner. Dr. Erik Lindgren paid tribute to Dr. Erik Lysholm, of 
Stockholm, the celebrated neuro-radiologist, who planned and 
designed the layout of the new radiographic floor. " His tragic 
death a few weeks after the plans were finished," he said, “robbed 
medical science of one of its outstanding figures." Dr. Lindgren 
1 succeeded Dr. Lysholm as head of the Radiological Department m the 
ft Seraphimer Hospital in Stockholm and assisted him in the design of 
'the National Hospital's new department. In thanking all who helped 
in bringing the scheme to fruition Dr. Hugh Davies, President of 
the British Institute of Radiology and radiologist to the National 
Hospital, paid a special tribute to Mr. Shdnander, who co-operated 
v with Dr. Lysolm in the manufacture of skull table apparatus. He 
' supplied four, as requested, but would accept payment for only three. 
He presented the fourth to the National Hospital in memory of Ms 
great friend. Dr. Lysholm. 

COMING EVENTS 

' Edinburgh Lectures 

In connexion with the postgraduate courses in medicine and surgery 

- a series of open lectures on subjects of wide biological interest will 

* be given during the summer term in the Anatomy Lecture Theatre, 

• University New Buildings. Edinburgh. The first lecture was given 

- by Sir James Learmonth on April 19, on Reflections on Portal 
Hypertension." Details of the remaining lectures to be given on 

' May i, 17, and 21 and June 7 and 21 will be published m the diary- 
column of the Journal week by week. All graduates and students 

- arc invited to attend the lectures. 

Tropical Medicine Course at McGill 

A course for the Diploma in Tropical Medicine and Hygiene at 
v McGill Universitv win start in October. Applications _ should be 
received by June \ by the Dean of the Faculty of Mtdinne, McGill 
' University, Montreal, P.Q., Canada. 


Hospital Administrators 

The Annual Conference of the Institute of Hospital Administrators 
will be held at Southport on May 6-7. Papers to be re3d include 
“ Administrative Problems of the Hospital Service ” and “ Hospital 
Development — Present and Future.” Information may be obtained 
from the Secretary of the Institute at Tavistock House North, 
Tavistock Square, London, W.C.l. 

Marriage Guidance Conference 

The National Marriage Council will hold a conference, a counsel- 
lors’ training course, and the annual general meeting at the 
Esplanade Hotel, Belmont Road, Scarborough on May 14-21. 
Subjects to be discussed at the conference include sex education, 
the divorce law, and artificial insemination. particulars may- 
be obtained from the Conference Secretary". National Marriage 
Guidance Council, 78, Duke Street, Grosvenor Square, London, W.l. 

Hospital Chaplains’ Conference 

The Annual Conference of the Church of England Hospital 
Chaplains’ Fellowship will be held at St. Edward’s House, 22, Great 
College Street, Westminster, S.W.l, on May 17-18. Clergy doing 
hospital work will be welcome whether they are members of the 
Fellow-ship or not. Information may be obtained from the Rev. 
J. Gordon Cox, Horton Hospital, Epsom, Surrey. 


West London Medfco-Chirurgical Society 

The annual banquet of the West London Medico-Chirurgica! 
Society will be held at the Royal College of Surgeons of England, 
Lincoln's Inn Fields, London, W.C., on Wednesday, May 18, at 
7.30 pan. for 8 pm. The Triennial Gold Medal will be presented 
by Lord Moran to Professor R. A. McCance, FJR.S-, Professor of 
Experimental Medicine, University of Cambridge. The Right Hon. 
Sir Norman Birkett, P.C., and the Right Hon. the Lord Burghley 
will also speak. 

Conference of M.Os.H. 

The County Borough Croup of the Society of Medical Officers of 
Health will hold their annual meeting and conference under the 
presidency of Dr. R. M. Galloway (Bolton) at “Low Wood." 
Windermere, on May 6-9. The programme includes talks on The 
Working of the National Health Service Act, 1946,” by Drs. C. 
Metcalfe Brown and John A. Guy; on maternity and child welfare; 
by Mrs. Baker, formerly Matron of St. Mary’s Hospital, Manchester; 
on “Mental Health Service Responsibiliues of Part III Authorities 
under the National Health Service Act, 1946," by Dr. W. Rees 
Thomas, Ministry of Health; on "The Care of the Deaf in the 
Communitv," by Drs. A. W. G. and Irene Ewing; on "The Training 
of Health Visitors,” by Professor I. G. Davies ; and on “ Medicine- 
Social and Anti-social— in West Africa,” by Professor ^Andrew 
Topping. The honorary secretary is Dr J Greenwood Wilson, of 
Cardiff. 

Professor J. C. Spence 

Professor J. C. Spence, Nuffield Professor of Child Health at 
Newcastle-upon-Tyne, has been appointed by the President and 
Fellows of Harvard College as Cutter Lecturer in Preventive 
Medicine for 1948-9, and will visit Boston to deliver the lecture on 
Mav U He will serve also as Visiting Physician-tn-Chisf for a week 
ro the Boston Children’s Hospital, and then travel to Canada to 
deliver the Blackader Lecture in the general session at the Annual 
Meeting of the Canadian Medical Association in Saskatoon. 

Charities Ball 

A Charities Ball organized by the Metropolitan Counties Branch 
of the B.MA. will be held at B MA. House. Tavistock Square, 
London, W.CL on Thursday, May 26, at S P-m. for $..*9 pan ire 
proceeds will be devoted to medical charities in urgent need ot 
support. Patrons include the President of the Association and tne 
Presidents of the three Royal Colleges. There will also be a cabaret 
and facilities for bridge. The cost of tickets including a outre 
supper is iwo guineas each. Applications should be sent to the 
Secretary', the Charities Ball Committee, Metropolitan Counties 
Branch B MA. House. Contributions to charities from those unable 
to attend the ball would also be most welcome and should be sent to 
the same address. 


SOCIETIES AND LECTURES 

Monday 

Edinburgh University.— A t Physiology Lecture Theatre, University 
New Buildings, Teviot Place, Edinburgh. May 5 pn., i he 
Value of History in Medicine,” by* Dr. Douglas Guthrie. , 

’NSimrrE of Urology.— At St. Paul’s Hospital, Endell Street, 
London, W.C., May 2, 5 pan., “ Congenital Defects of the Kidney 
and Ureter” by Mr. J. G. Sandrey. 

London : University Collects.— At physiology Theatre Gower 
Street, W.C., May % 4.45 pan., ” Selective Toxicity wth Spend 
Reference to Chemotherapy ” by Professor Adnen Albert. 
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Tuesday 

Edinburgh Postgraduate , Board for Medicine. — At Anatomy 
Lecture Theatre, University New Buildings. May 3, 5 p.m., “ Anti- 
coagulant Therapy," by Professor H. \V. Fullerton. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, London, 
W.C. — May 3, 5 p.m., “ Psonasifoim Eruptions" by Dr. F. R. 
Bettley. 

Institute of Urology. — At St. Paul's Hospital, Endell Street, 
London, W C , May 3, (1) 1 1 a.m., ” NeurosyphtUs ,” by Dr. H. 
Nicol, (2) 5 p m , "injuries of the Kidney and Ureter," by Mr. 
A \V. Badcnoch. 

London University — At London School of Economics and Political 
Science, Houghion Street, Aldtvycli, W C., May 3, 5 p.m., " The 
National Health Service," by Sir James S, Ross (Ministry of 
Health). 

London. University College. — At Physiology Theatre, Gower 
Street, \V C , May 3, 5 15 p m., *' Physiological Properties of Ethyl 
Alcohol," by Dr M. Grace Eggleton. 

Royal College of Physicians of London, Pall Mall East, S.W. — 
May 3, 5 pm, “ Malaria • with Special Reference to Recent 
Experimental Clinical and Chemotherapeutic Imcsngahons” 
Crooman Lecture by Dr. N Hamilton-Fairley, F.R.S. 

Wright-Fleming Institute of Microbiology, St. Mary’s Hospital 
Medical School, Paddington, W. — May 3, 5 pm.. "Surface 
Properties of Bactena," by Professor E. W. Rideai, F.R.S. 


Wednesday 

Glasgow University: Department of Ophthalmology. — May 4, 

8 pm," Emopean Vacation," by Professor W. J, B. Riddell. 

Institute of urology — At St. Paul’s Hospital, Endell Street, 
London, WC, May 4, (1) 11 am., ’’ Sy plults of the Skeletal 
S)stem," by Dr W N Maseall; (2) 5 pm., “Hydronephrosis," 
b> Mr H P Wmsbury- White. 

London County Medical Society. — At Bethnal Green Hospital, 
London, E, in conjunction with St. Leonard’s Hospital, May 4, 
4pm, clinical meeting 

Thursdaj 

Edinburgh University. — At Anatomy Theatre, University New 
Buildings, Teviot Place, May 5, 5 p m., " Developments in 
the Surgery of the Labyrinth Honyman Gillespie Lecture by - 
Dr A Brownlie Smith. 

Falulty of Homoeopathy — At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W C., May 5, " Homoeo- 
pathy and General Practice," by Dr O. E Manasse. 

Institute of Dermatology, 5, Lisie Street, Leicester Square, London, 
W C —May 5, 5 p m , “ Physio- and Electro-therapy," by Dr. R. T. 
Brain 

Institute of Laryngology and Otology, 330, Gray’s Inn Road, 
London, WC — May 5, 5 15 pm, “The Surgical Treatment of 
Otosclerosis," bv Dr I Simson Hall 

Institute of Urology— At St. Paul’s Hospital, Endell Street, 
London, WC, May 5, (I) 11 am, "Syphilis in Pregnancy,” by 
Dr W N Maseall ; (2) 5 p m “ Anaesthesia in Urology ," by 
Dr T A B Harris 

Royal Coijice of Physicians of London, Pall-Mall East, S.W.— 
May 5, 5 p m l , “ Malaria, with Special Reference to Recent 
uxpcnmentai Chmcol and Chcmolherapeulic Investigations,'* 
Crooman Lecture by Dr N Hamilton Fairley, F.R.S. 

Royal Photographic Society Medical Group, 16, Prince’s Gate, 
London, S\\_— May 5, 7 pm, “ The Future of Medical Photo- 
graph}," by Dr R G W Ollerenshaw 

H ?f r,T J L . H CD,CAL School, Hyde Park Comer, 
non bs ’ Dr D J a \v,)hams P “ ’ ” Ncuro!o S>'-" lecture-demonstra- 


Saturday 

' '’LVV, 5 !* \r At , Oeparunen* of Biochemistry, University 

Ksmt,T ' °V ord ’ Ma > 7 - 1 Pm, 276th meeting. 

ii Laryngology and Otology, 330, Gray’s Inn Road, 
, . ^l a 5' 7 - 11 30 am, "The Rehabilitation of the 

0 \ S R Siherman, Ph D 
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BIRTHS, MARRIAGES, AND DEATHS 

births 

V? 1 3 ' r ' li 11 f 949 at 119. Moss Road. Northm'oS. 10 May, will 
ur R Ar, hi bald a (touchier 

■«J\ ,\ rr 1 6 J 949 > n London, to Renate late Lokm). M.B.. B S . wifi 
1 1 RCS a son 
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nd Gt t Vf 
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MARRIAGE 

S "lir 5 d~ I f J ' U 'r°r. n A £l! 16 }? 49 - at Dunfermline Abbey. Dunfermline, Scoi- 
R A Mr ,'r r l v L R C P AS Ed.. DTMAHtd. Major 
R-A M C i(tf r. and Miss [lores Baxter, MB, Ch 13 Ed 

DEATHS 

\ a)C5m '>n Barker, M.B , of Fair Hasea, 9, 

PcYcnscj Ro'.d, YVonhins ased SO 

W Mi , 3 ' , tj1c Luton and Dunstable Hospital. John Ward!? 
Cntiflre H 1 ^ ?ojq M Kookwcod. Luton, ased 79. 

1 ■ tf'erleuh Place. Edinburgh. John Romld 

iiivwtl 1 ! P \ '- L R 'r-P ! 14 ' r R C P Ed , Emeritus Professor of Public 
Health. Unliresity of Glasgow. 

Correction. ’-L^ nr on a press repot which wc vow Jccon’ to be inaccurate, 
»e erred in reco.d me in our issue of April 16 <p 6SS) the death of Dr William 
Thomas Baker, in hastening to correct the error we scry much regret an> 
dis'tms Ibai i.his ma> hate caused Dr. and Mrs W T. Baker. 


Any Questions ? 


Correspondents should give their names and addresses { not for 
publication) and include all relevant details in their questions, 
which should be typ'cd. We publish here a selection of those 
questions and answers which seem to be of general interest. 

Vitamin D and the Skin 

Q , — Is it possible to say how much ergosterol is present in 
the skin, and how much vitamin D is produced after exposure 
to natural or artificial ultra-violet light ? Does the ergosterol 
in the skin play any major part in contributing to vitamin-D 
metabolism ? 

A. — Only traces of ergosterol occur in the skin. It forms 
about 0.5% of skin sterols, the most important of which are 
cholesterol an d 7-dehydrocholestcroL It is the latter, and not 
ergosterol, which provides the vitamin D produced by irradia- 
tion of tlie skm — that is, vitamin D,. It is not possible to say 
hmv much vitamin D is produced by exposure of the skin 
sterols to natural or artificial ultra-violet light, because the 
amount formed depends, among other things, on the quantity 
of sebum secreted, the time of exposure, and the concentration 
of the light rays. It is known, however, that rickets can be 
both prevented and cured by exposing the skin to ultra-violet 
irradiation without vitamin D being taken by mouth. Vita- 
min D appears to be formed by irradiation on the surface of 
the skin rather than in it, because if the sebum is removed 

from the skin surface little or no vitamin D is formed. 

' 

“Bat” Ears 

Q. — IV hat are the latest views on the treatment of "jumbo" 
ears ( winged pinna) ? What operation is performed, and is it 
Yvfse to correct one car at a time? 

A; — “Jumbo” ears presumably means what are more com- 
monly called “ bat ” ears. These should be reduced and set 
back in the proper position by means of careful excision of 
the ear cartilage and of the skin posteriorly. Both ears arc 
done at once. The operation is far from easy and is best under- 
taken by an experienced plastic surgeon. The difficulty is, of 
course, to get the ears evenly placed ; even more troublesome 
is the question of reducing each one in size, for they are usually 
hypertrophied. 

Feeding Difficulties in a Small Child 

Q . — What is the best treatment for a child with persistent 
anorexia? I have in mind a girl aged 4 whose two brother i 
are at boarding-school, so that for most 'of the time she i: 
virtually an only child. She shows very little interest in food 
She is active and has a lively imagination , but because she it 
thin and does not gain weight her parents arc naturally anxious 
They avoid pushing food into her because this results only it 
vomiting or regurgitation, and they feci that there is a dangei 
of inducing a permanent dislike of certain foods, as happened 
in the case of one of the parents. The child does not ask foi 
food between meals, and eats few sweets. The standard text 
book advice to offer food, and to remove it unconcernedly ant 
without comment if not eaten, appears to be a counsel of perfec- 
tion, for if this is done she would have no meals. At children': 
parties the example of other children leaves her unmoved, 

A. — It is misleading to consider the symptom of anorexia ir 
isolation. As in adult life worry leads to loss of appetite anc 
digestive disturbances, so in childhood any persistent lack ol 
emotional ease is likely to be reflected in feeding difficulties 
Factors affecting a child of 4 lie almost certainly in the home 
background, and especially in the mother-child relationship 
It is significant not only that the parents are anxious about tbs 
child's lack of appetite but that this anxiety about food in om 
parent goes back to childhood and is now reflected upon thii 
youngest child and only girl. It is highly probable that fron' 
early infancy parental over-anxiety about feeding has sensitizec 
her to go off her food whenever she is herself anxious. In tb< 
absence of her brothers^ it may be that too much emotiona' 
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response is demanded from her , her activity raav he the hyper- 
activity commonly reactive to such a demand Remedies should 
be directed to reducing the parents’ disturbance bv every means 
lossible, and to ending the “ only child " position by the 
lompanionship of other children in a nursery school or similar 
trotip, preferably one where meals are provided At home the 
outme of meals should be changed to provide novelty of 
etting, time, and food, and the “ Do-eat-to-please-Mummy ” 
ittitude strictly avoided If these measures are tried without 
mccess a child-psy chiatnst should be consulted ' 

Blood-pressure Readings at Altitude 

Q. — How does eleiation aboie sea-leiel influence the read- 
ngs of a sphygmomanometer of the Baumanometer type’ Is 
here any formula by u Inch the readings could be reduced to 
ea-le\el \alues in a locality at a considerably higher altitude ’ 

A. — The only effect of altitude on the readings of mercury 
,phy gmomanometers is that due to the decrease in the value of 
iravity with altitude At altitudes up to about 10,000 ft 
3,000 m ) this effect is negligible in comparison with the 
iccuracy obtainable from ordinary sphygmomanometers 
Instruments of the aneroid type are unaffected by this change 
n gravity 

It is useful to keep in mind tbe distinction between “ blood 
iressure ” and “ the absolute pressure of the blood ” “ Blood 
iressure” as recorded by a sphygmomanometer is the amount 
>y which the “ absolute pressure of the blood ” exceeds the 
imbient atmospheric pressure Since atmospheric pressure 
anes with altitude, roughly by 25 mm of mercury per 
,000 ft. (300 m), and also changes from day to day, it 
ollows that the “ absolute blood pressure ” may vary con- 
lderably although the observed “ blood pressure ” may remain 
onstant This statement is based on the assumption that the 
iressure on the sphygmomanometer — that is, the pressure m 
he sleeve applied to the patient — does represent the “ absolute 
iressure of the blood ’ 

Paritv and Uterine Cancer 

Q . — Is cancer of the uterus more common in it omen who 
a\e borne many children than in a omen who have had few 
•r no children ’ 

A. — Mamed women are more likely to die from cancer of 
he uterus than single women, but it is not possible, from 
fficial statistics, to determine whether the risk increases with 
le number of children the women have borne, since data are 
ot available The following compares the death rates per 
ullion among single and married women 


Age Group 

19 J 1-20 

1930-2 

Single \\ omen 

Marn-d 

V\ idowcd or 
D»\orced 

Single \\ omen 

Mamed 

W idowed or 
Di\orced 

> — 

14 

49 

12 

39 

5 — 

89 

259 

85 

215 

5- 

296 

62S 

220 

473 


537 

864 

405 

654 

$- 

60S 

932 

522 

SI7 

5 4* 

709 

811 

626 

856 


he improvement during this period m the married womens 
lortality cannot be attributed to the declining birth rate since 
le mortality of single women improved, relatively, at the same 
ite as that for married women 

Concretion Obstructing Milk Duct 
Q . — A healths woman aged 29 had been lactatmg normalh 
ir fl\e months, when a swelling dei eloped in the upper and 
liter part of the left breast due apparenih to distension of 
nc of the lobules It was rchcicd after about 24 hours b\ 
^pressing from the nipple a shiny white rubbers concretion 
mm m diameter, during massage of the nipple this object 
i ot out, and was followed bs a profuse discharge of mill, from 
i c affected duct The obstruction occurred almost daily for 
re next two months affecting alwaxs the same duct On some 
ays as many as a dozen concretions would be expressed At 
o time did infection arise although the engorgement was often 
rolonqcd and painful The duct has now gn en no trouble for 


seieral weeks Lactation was normal after a pres tons preg- 
nancy What are the pathology and significance of the 
condition ’ 

A. — The condition described is clearly one of milk engorge- 
ment of a lobule of the breast secondary to an obstruction of 
the main duct The unusual features about the case are, first, 
the development of the trouble so late m lactation (it usually 
occurs m the earlier weeks) and, secondly, the character of the 
obstructing agent The commonest causes of obstruction to a 
breast duct are either inspissated milk or a keratin plug at the 
skin orifice White rubbery concretions must be an exceedmglv 
rare cause of duct obstruction The presumption is that thev 
were derived either from inspissated milk or from a keratin 
plug In view of the fact that the duct has now gnen no trouble 
for several weeks, and of the normal lactation after the previ- 
ous pregnancy, it would be reasonable to hope that a subsequent 
lactation would be normal 

Sterilizing Syringes for Procaine Penic illin 

Q. — The instructions for giving procaine penicillin specify 
the need for a dry sterile sy nnge and needle How could this 
best be obtained under busy general-practice conditions’ 

A. — The oily preparation of procaine penicillin should not be 
mixed with water, which mav dissolve out some of the penicil- 
lin , a dry syringe is therefore recommended for injection For 
the general practitioner the syringe may be sterilized by boiling 
in the evening and after assembly placed in a sterile glass tube 
of such a diameter that the flange of the syringe rests on the 
top of the tube The syringe is then secured by a piece of 
adhesive cellulose or Scotch tape Needles are similarly steri- 
lized and can be left m small sterilized plugged test tubes with 
the mount resting on the bottom of the tube During the day 
the syringe, provided it is used only for injections of penicillin, 
need not be re-stenlized, but a fresh sterile needle must be 
used for each injecuon For further advice about the steriliza- 
tion of syringes the Medical Research Council Memorandum 
No 1 5, issued bv H M S O (pnee 4d ), may be consulted 

Proctalgia Fugax 

Q. — Could you give me tbe latest information on the 
aetiology, course, prognosis, and treatment of proctalgia 
fugax ’ 

A. — By proctalgia fugax is meant a pain, located in the 
rectum, occurring in attacks which last from a few minutes 
to an hour and often make their appearance at night The 
symptom is without organic basis, and, because it commonlv 
attacks middle-aged tired, overworked, and over-anxious men, 
many doctors are among its victims It has been described 
as a ‘ visceral neurosis,” but the pain must arise w some 
neuromuscular disturbance in the rectal wall, because many 
sufferers have found that distension of the rectum relieves it 
instantly The symptom will often recur during periods of 
anxiety or emotional stress General measures aimed at con- 
trol of the factors noted are the basis of treatment It is 
important to maintain a regular bowel habit Sedatives mav 
ensure an undisturbed night in minor cases , many sufferers are 
forced to use some local means of relieving the pain, such as 
distension of the rectum with air or saline by a Higemson’s 
svringe Sometimes a glvcenn suppository is effective 

Indications for Thyroidectomy 

Q. — Is thyroidectomy eser called for in the absence of symp 
toms of thyrotoxicosis ’ A married >< Oman aged 41, not yet at 
the menopause, has for two years had a moderate degree of 
enlargement of both lobes of the thyroid i\ T o cssts are present 
in the substance of the gland which is soft and uniform in 
texture There are no signs of thxro/oxicosis but it has been 
suggested that a hemirh) roidectomy should be performed Is 
this ad\ isable ’ 

A. — This patient would seem to have wbat in old temninolocy 
was called a small parenchymatous goitre As its consistence 
is uniform, and there are no pressure signs and no evidence of 
tovicity, it would seem that the only possible grounds (and 
these are slender) for advising operation would be appearance 
Even in this case a hemithvroidectomv would certainly s r.ot 
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produce the required result. Such a goitre as that described in 
a patient aged 41 obviously needs to be kept under observation, 
but in the absence of signs and symptoms no operative treat- 
ment would appear to be indicated at present. 

• 

Terpenes as Industrial Hazards 

Q . — I am medical adviser to a chemical factory producing 
insecticides. It is proposed to subject pinene, terpene , and 
cam phene to chlorination by exposure to chlorine gas, and 1 
have been consulted about the potential danger of absorption 
through the skin to workers or customers. The product would 
be used as an insecticide spray. I would be glad of any 
information. 

A. — The substances named are constituents or derivatives of 
turpentine oils, and consist of the essential or volatile oils of 
numerous plants. Camphene, a colourless crystalline terpene, 
is prepared from pinene hydrochloride by treating with alcoholic 
potash. The irritant action of terpenes on the skin is well 
known. Chlorinated camphene is highly effective against the 
codling moth and Mexican bean beetle and also against human 
body lice. In the latter case, human research subjects wore 
arm and leg coverings which had been treated with chlorinated 
camphene in concentrations of 0.0025% in an inert base, and 
under which lice were also placed. All the lice were killed, but 
apparently no damage was suffered by the human volunteers 
with this low concentration. No toxicological study has as yet 
been published regarding the effects of chlorinated terpenes on 
the human subject, though their insecticidal effect is well estab- 
lished. There may be a toxic risk in the manufacture and 
handling of the concentrated material, and it would be wise to 
exercise precautions until experiment has shown that there is no 
danger, especially since highly chlorinated phenols, diphenyl, 
and naphthalene are known to have certain toxic properties. 
For the effects of chlorinated camphene on insect pests the 
recent papers by Stearns and others (J. econ. Ent., 1947, 40, and 
1948. 41) should be consulted. 


Infertility 

Q- What is the explanation of the following case of infer- 
tility 7 The husband’s post-coital urethral smear shows normal 
active spermatozoa. In the wife's vaginal-vault specimen one 
hour after coitus all spermatozoa are dead and show swollen 
heads. There is no leucorrhoea, and the hysterosalpingogram 
is normal. 

A- 'The important factor is the condition of the sperma- 
tozoa after they have invaded the cervical mucus plug. Provided 
e test is made at about the time of ovulation, the cervical 
mucus should be well populated by active spermatozoa for 
manj ours following coitus, ff spermatozoa are few or 
’ . f a 'l ure may be caused by factors in the cervical 
L • it U * S more ! ,kel >’ t0 , b e due to initial seminal deficien- 

h_ j':_ ,S ,. not P° ss, N e to judge seminal efficiency merely by 

, ih aC " 6 s P e . rma,ozoa : their quantity, longevity, mobility, 
<• , e P'PPojtmn of abnormal sperms are the diagnostic 
r \ _ e ,n 9 u, rcr might refer to Problems of Fertility in 
General Practrce. b\ Margaret Jackson et al. (1948, Cassell). 


Tonic Effect of Neoarsphenamine 
Q. War neoarsphenamine anv virilizing effect or does it act 
<n 1 , " n ' r " hcn d'en to a healthy individual? 

v. I he writer knows of no evidence that neoarsphenamine 
increase;, virility, but it is a common observation that it has 
u- ,0nic effect on patients suffering from syphilis. 
c ,er '" ,s ,s due to a direct effect of the drug on the patient 
or o its antisy philitic therapeutic effect is not'clear, since the 
r rug is rarely used, except in comparatively low dosage, in 
conditions other than syphilis. 


in dust. The larval worms, together with the adults of both 
sexes, occur in the small intestine, but the females, when gravid, 
make their way to the rectum and from there pass through 
the anus to lay their eggs on the perianal skin, a proportion of 
the “ spent ” worms regaining the rectum. Treatment with 
suppositories containing gentian violet would thus affect directly 
only the gravid females in the rectum and not those higher up 
in the colon. Though gentian violet may be absorbed by, the 
rectal mucosa and excreted in the gall-bladder, as is suggested 
by the destruction of liver flukes after oral administration, it 
seems unlikely that a high concentration in the gut would be 
attained. 

NOTES AND COMMENTS 

Leukoplakia and Kraurosis Vulva e. — Mr. Stanley Way (Newcastle- 
upon-Tyne) writes : Dr. Elizabeth Hunt (March 5, p. 422) attempts 
to defend her untenable thesis concerning the value of excision of 
the leukoplakic vulval skin as a prophylaxis against cancer, and again 
repeats her erroneous claim that when cancer occurs in association 
with leukoplakia only the mucous surfaces are involved with tumour, 
and she calls to her aid two rather ancient references. Even though 
Blair Bell states that cancer has never been observed in extragenital 
lesions, I hardly think that this supports Dr. Hunt's thesis, for I 
do not think that Blair Bell would include the skin of the labium 
majus as extragenital; in fact in the earlier editions of his textbook 
(1910 and 1917) he states (p. 411 in both editions) that leukoplakia 
is pre-malignant and may spread from the vulva to the skin of the 
neighbouring structures. Dr. Hunt has not correctly followed the 
statement I made concerning my recent personal experiences. Indeed, 
on reading again my letter I feel that some ambiguity may arise 
from my wording, and I would like to repeat my figures more simply: , 
total cases, 20; tumours involving mucous surface only, 2; tumours 
involving both surfaces, 6; tumours involving skin surfaces only, 
12 . 

Because Dr. Hunt has never seen cancer associated with leuko- 
plakia arising on the skin of the vulva, that does not appear to me 
a valid reason for her to adopt an ostrich-like attitude and deny its 
existence. Since writing my first letter I have operated on two 
further patients who showed small cancers limited to the outer 
surface of the labium, both of which were associated with leuko- 
plakia. Dr. Hunt hopes that few people will have undergone what 
she describes as the “ ordeal ” of Taussig, She will no doubt be 
horrified to learn that I regularly carry out this operation, not only 
as a prophylactic against cancer but "also to relieve women from the 
intolerable symptoms of leukoplakia ; and I shall continue to do it 
until some effective alternative as a cure for leukoplakia is forth- 
coming. As a gynaecologist, I often see these women after the 
dermatologist has failed to cure them, and the only “ ordeal ” which 
many of the patients go through is that of going from dermatologist 
to dermatologist, from ointment to ointment, and from x-ray tube 
to x-ray tube, until in the end they either go mad or develop cancer. 
Finally, I would suggest that Dr. Hunt joins with me in persuading 
the Sections of Pathology, Dermatology, and Gynaecology of the 
Royal Society of Medicine to set up a committee to thrash out this 
vexed problem of terminology which is causing so much confusion 
at the present moment. 

Family Planning Association. — The general secretary states that 
the address of the Family Planning Association’s Seminological v 
Centre is now 64, Sloane Street, London. S.W.I. Extension of the ■ 
facilities previously provided (for the investigation and treatment of 
male subfertility) will include a laboratory for the diagnosis of early 
pregnancy. The results of the pregnancy test will normally be avail- 
able within 24 hours of receipt of the specimen of urine. Practi- 
tioners wanting to avail themselves of these services or to refer 
patients are invited to write to the director of the laboratories at the 
above address. Introductory forms for patients will be sent on 
request. i 


Correction. — In the paper entitled “ Medical Fitness for Air 
Travel,” by Sir Harold Whittingham, Dr. A. Buchanan Barbour, and 
Wing Commander J. C. Macgown (April 9, p. 603), the words “ into 
each site " should be deleted from the sentence, “ Pneumo-peritoneal 
refill cases should not have more than 2,000 ml. of air introduced 
into each site.” The same words should be deleted from column 2 
of the Table at the cross-heading ** Pneumoperitoneum ” (11, viii). 


Oxyuriasis 

Q. Would suppositories of gentian violet be efficacious in 
!i e !rcat ’ ncn t of oxyuriasis ? My impression is that none of 
tnc regular treatments in this country is specific. 

cases of infection with Enterobius vermicularis several 
members of the same family are usually infected, this com- 
munal infection being maintained by the ingestion of infective 
eggs, both by direct transfer from hand to mouth and by scatter 
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LETTER FROM A DIVISION CHAIRMAN 

he chairman of a Division with a fine record of service to the 
association has felt impelled to send a personal letter to the 
lembers of his Division It is of more than local interest, and 
; reproduced here m full 

Dear Sir, 

' There was a meeting of the Division of the B MA last Sunday 
>ut of a possible attendance of 157, exactly 19 practitioners attended 
here was no apology As you received an agenda paper there is 

0 need for me to emphasize the importance of the meeting 

“ Naturally the paucity of the attendance caused comment, and four 
vplanations were proffered First, that the men m the Division 
ere so satisfied with the conditions of semce that no change was 
xpedient, or, secondly, that doctors were so ovenv helmed with 
r ork that the> could not possibly spare the time to attend even so 
nportant a meeting as this Both these suggestions were received 
ith derision The third explanation, that the Division placed such 
onfidence in *ts executive that even a formal assent to the policy 
dvocated would be supererogatory, though flattering to the officers 
ancemed, was rejected by them as contrary to every known trait 
f \he medical profession 

“The fourth explanation, and the most reasonable, was that a 
andmon of complete and profound apathy pervaded the bulk of 
le doctors 

‘ After fort} four > ears’ semce to my colleagues in the BMA I 
;el that I am entitled to a little plain speaking The Association is 
isentially democratic All its actions are governed b> the whole 
od} of medical practitioners expressed at Divisional meetings 
iroughout the country Each Division elects its officers and appoints 
s representative, who is charged with the dut> of expressing the 
ill of the Division at the meeting of representatives This meeting 
insiders an agenda consisting of resolutions emanating from the 
ouncil of the BMA together with amendments and further resolu 
ons sent up by individual Divisions The Council s resolutions are 

1 matters referred to it b> a previous Representative Meeting and 
n matters which arise between such meetings The Council is 
self elected and has power to institute the most complete mvestiga 
on in all matters m its purlieu, calling in expert and professional 
dvice wherever this is indicated as necessary The amount of work 
one bv the Council is literally enormous and involves a heav> 
ram on its members, whose services are entirely unpaid This 
nportant fact — the full and complete anal} sis and scrutmv of an> 
latter put before it — is not infrequent!} overlooked by Divisions 
hich light-heartedly burden the agenda paper with resolutions which 
little knowledge of the facts would have shown to be foolishlv 

'June There is no excuse for this, because full data are published in 
le Jot ma!, and an} member who has failed to grasp the full implica 
on of a resolution can alwi)s seek enlightenment from one of the 
divisional officers at the meeting 

“ Don’t imagine for a moment that even a Divisional officership is 
sinecure far from it, and I speak, as I have said, with over fort} 
ears’ expedience The work is often tedious and exacting and 
requentl} thankless 

“ Now, arc >ou doing }our share ? Are >ou assisting in the task of 
'utting State medicine on a proper basis or are }ou just letting 
luncs slide The verv least }ou can do if onh as some mark of 
ppreciation for the unpaid work of }our fellow doctors on }our 
ehalf, is to tum up to the meetings and take an intelligent interest 
i the matters under discussion Make everv possible effort to attend 
know that sometimes — but not reall} often — this is impossible In 
u*.h case, let the honoraiy «;ecrctar\ — please no*e the word honorarv 
-know so that I e mav absohe }ou of apathv 
"Me are frequentlv asked to test the feeling of general practitioners 
n our Division on important matters of policv How can we do 


this if we have to report that 8° 0 of our members approved 
unanimously, 92°& did not tum up to the meeting and their wishes 
are accordingly unknown ? 

Please think this over We shall inevitablv have impo-tani 
meetings ahead Do }our bit 

Yours sincerel}. 

Chairman, 

Division BMA 

Payment for Treatment of Miscarriages 

In its determination to secure satisfactoiy terms and condi 
tions of service the General Medical Services Committee con- 
tinues to press upon the Ministry a number of points which 
have emerged during the earl} months of the new Service For 
example, it was reported m these columns in January that the 
committee was contesting the Ministry s view that treatment 
for a miscarriage should be regarded as part of the ordinary 
obligations of a general practitioner under his terms of service 
In order to meet the situation where a doctor is called in 
(otherwise than by a local health authority midwife) to deal 
with miscarriage in a woman with whom he has not made prior 
arrangements to provide matemtv medical services (or to deal 
with some other Part I emergenc} in similar circumstances), the 
Ministry has agreed to allow form E C 24 or 24 A to be com 
pleted afterwards so as to enable the doctor to claim payment 
of the Part I fee, provided that the miscamage (or emergenev) 
occurs after eight weeks from the beginning of pregnancy 
Before that time any case requiring treatment would be dealt 
with as an emergency under ordinarv general medical service* 
If the doctor called in is not a General-practitioner obstetrician 
and not the patient's own NHS practitioner (or his deputy) 
the former would hand over responsibility to the latter as soon 
as possible the latter would claim the appropriate fee, to be 
divided up with his colleague bv mutual agreement 

The Ministry has agreed that emergenev confinements will 
qualify for Part II payments bv the same procedure, provided 
that the woman had not booked with anv other doctor and that 
the doctor was not called in by a local health authontv midwife 
If the doctor called in is not a general practitioner obstetrician 
and not the patient's own NHS doctor (or his deputv), the 
position as regards claiming and apportioning the appropriate 
fee would be the same as that described for miscarriages 

Bulk Prescribing 

The question of bulk prescribing for residential schools and 
institutions has al o been urder discussion The Mimstrv s 
first reaction was that provision could be made for the prescrip- 
tion on a single form of drucs needed for a number of persons, 
the number to be specified -by the practit oner The G M S 
Committee objected to the sucgesMon that the prescription 
should relate to a precise number of people It argued that if 
there was to be economv m public funds from bulk prescribing 
the practitioner should be able to prescribe for the c chool or 
institution as a whole and should not be limited to the actual 
number of persons m respect of whom medicines, etc., are 
necessarv The Mimstrv his accepted this proposal in principle 
It has not however, agreed to the inclusion of dressings in the 
bulk arrangements* it expects that even home or institution 
would earn a small stock of equipment of this lind for its own 
purposes 
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INCIDENCE OF SICKNESS 

Some have thought that there has been a large increase in the 
number of persons consulting a doctor since the Health Service 
started last July. Among the suggestions for this rise are that 
it is partly due to an increase in the number of women and 
children seeking advice and partly because treatment is sought 
for minor ailments more frequently than before. The Decem- 
ber issue of the quarterly return of the Registrar-Generat 
includes the Survey of Sickness for the September quarter of 
1948. The experience of this quarter may be compared with 
that of the corresponding quarter of 1947. A slight rise in 
sickness has occurred among adults ; the percentage of persons 
interviewed, aged 16 and over, who reported no sickness during 
the month was 31.0 for the three months in 1947 and 29.4 in 
1948. The rise in sickness was reported by persons of working 
age and occurred in each of the three months. The distribu- 
tions are as follows : 


Table I . — Percentage of Persons Interviewed Who Had an Illness 
during the Month 



1947 

1948 


Ages 16-64 

[ Ages 65 + 

Ages 16-64 

Ages 65 + 

Jufy 

69-0 

! 85- 1 

73-0 

St-3 

August 

65-9 

83-0 

69-3 

800 

September , i 

64-9 

83-6 

t 67-2 

84-2 

Average . j 

66 6 

1 83 8 

1 68-7 

SI-8 


The increase in incidence was accompanied by an increase in 
the number of medical consultations and by a rise in the pro- 
portion of sicknesses which incapacitated for one day or more, 
as Table II shows. 


T mi e II —Percentage of Illnesses among Persons Aged 16 and Over 



Medical Advice 
Sought 

! 

One or 

More Days of 
Incapacity 

( 1947 | 

1948 

1947 

1948 

July | 

142 

15 7 

60 

6-7 

August 

no 

54-8 

5-2 

7-1 

September 

1 1 1-9 

1 14-9 

59 

7-6 

AAcragc 

no 

| .5-1 

5-7 ! 

7-1 


The increase in medical consultations was due to the females, 
who showed an increase in each of the three months, while the 
males showed a decrease (Table III). 


T able III — Medical Consultations per 100 Persons Aged 16 and 

Over 


S Females 

Males 

j 1947 

1948 

i 1947 i 

1948 


I 37 0 

43 S 

36 3 

36-0 

L St 

36 3 

39 2 

! 33 8 

1?'l 


l 350 

42 3 

1 33-4 i 

30*8 

x verace 

| 36 1 

41 8 

! 34-5 

330 


An cxamin. non of the age distribution of the females 
(Table IV t ■•hows that the increase in consultations rvas mainly 
due to the older women. 


Table IV .— Percentage of Women Interviewed Who Consulted a 
Doctor during the Months } uly-September 


Ages 


16- 
25- 
35- 

* 5 - 
55 — 
65 - 
75 — 
AM 


¥■ 


1947 


29 8 
29 5 
20-4 
37-7 
4S-4 
41-1 
57-9 
36-1 


1948 


30-7 
30 4 
33-7 
46 6 
SIS 
55-7 
7S-4 
41-8 


The Survey of Sickness shows that, compared with the corre- 
sponding quarter of the preceding year, an increase of abou* 
4% has occurred in the 'numbers of adults seeking medica: 
advice. This is a- smaller increase than would be expected 
from individual doctors’ reports, but no account has been taker 
of sickness among children, which may account for the differ 
ence._ The increase has been due to the females, and the rise 
has been largest among the older women. This is not quiti 
in accord with expectation, which was that a considerable par 
of the increase was due to rvomen with families, mother anc 
child both attending as patients' more often now than in th< 
past. 

NUMBER OF PRESCRIPTIONS 


The Ministry of Health has supplied the following informatioi 
on the prescribing done by doctors in England only from July : 
to Sept. 30, 1948. 


- 

July 5-31 

August 

September 

(Partly 

Estimated) 

No. of patients on doctors’ pre- 
scribing lists 

33,501,762 

33,501,762 

33,501.762 

Total no. of prescriptions 

10,059,903 

11,088,781 

12,668,403 

£693.123 

Not available 

Not available 

■ 

£525,771 

Not available 

Not available 

■ 

£104,743 

£115,317 

£131,746 

Total prescription costs .. 

£1.323,637 

£1,471.386 

£!,677.9S4 

Average cost per prescription . . 

3I-57Sd. 

31-844d. 

31-7S9d. 

Average no. of prescriptions per 
patient on doctors’ prescribing 
lists 

0-300 

0-311 

- 

0-378 


The Ministry adds that it has no exact figures for the numbe 
of patients on prescribing lists. It has taken the estimate! 
number of people who decided to make use of the genera 
medical services and assumed that 90% of them are on pre 
scribing lists, 90% being approximately the percentace undei 
N.H.I. 

The figures show an average of one prescription for eacl 
patient on doctors’ prescribing lists for the quarter endim 
Sept. 30, 1948. 

HIGHLANDS AND ISLANDS 

The Standing Advisory Committee on Health Services in thi 
Highlands and Islands held its first meeting on April 8 am 
elected Councillor Donald Macpherson chairman and Dr. Isaai 
Maciver vice-chairman. (Members were listed in the Supple 
merit of March 5, p. 123.) The committee is to advise thi 
Secretary of State on problems in the Highlands and Islands 
It will meet next at Inverness on May 14. 


N.O.T.B. ASSOCIATION 

The N.O.T.B. Association, representing 594 ophthalmic medica 
practitioners and dispensing opticians, held its first Genera 
Meeting on April 1, A resolution was unanimously passei 
by the medical members urging a fuller representation of th 
part-time ophthalmic medical practitioner, and ophthalmi 
medical practitioners solely concerned in the Supplemental 
Ophthalmic Service, on the Ophthalmic Group Committee o 
the B.M.A. and the Ophthalmic Negotiating Committee. 


TRADE UNION MEMBERSHIP ' 

The following is a list of local authorities which are under 
stood to require employees to be members of a trade unioi 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplai 
Non-County Borough Councils. — Dartforcf, VCaf/sencf. 

Urban District Councils. — Denton, Droylsden. Houghton-le 
Spring, Huyton-wilh-Roby, Redditch (restricted to new appoint 
ments), Tyldesley. 
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and work done on public relations was also expressed by 


GENERAL MEDICAL SERVICES COMMITTEE 

ARBITRATION AND SPENS 

At a meeting of the General Medical Sendees Committee held 
on April 21 at B.M.A. House the chairman. Dr. S. Wand, gave 
a report of the unsatisfactory meeting which the committee's 
representatives had had with officials of the Ministry on the 
remuneration of general practitioners, and referred to a state- 
ment from the Ministry that “ it must not he assumed without 
further discussion that participation in the 'Whitley machinery 
necessarily involves, in the event of disagreement, the right to 
resort compulsorily to arbitration on all subjects.” 

Before the committee considered the business of the meeting 
members stood in silence for one minute in tribute to the (ate 
Dr. Bone, and a message of sympathy has been sent on its 
behalf to Dr. Bone’s relatives. 

The committee also received with regret the resignation owing 
yb pressure of other work of Dr. J. Hallam.and expressed 
appreciation of his assistance on this and the Insurance Acts 
Committee. 

Giving his report of the meeting with representatives of the 
Ministry of Health on April 14. at which the committee’s repre- 
sentatives presented a memorandum on the inadequacy of the 
central pool and its distribution, the chairman said that it was 
very unsatisfactory. The Ministry did not discuss the docu- 
ment at all. Despite the statements made in the House of 
Commons, the Ministry said it was unable to state precisely 
how many doctors were in the Service. It was asking 
executive councils for information on this and the total 
remuneration received by general practitioners from National 
Health Sendee funds, and they anticipated that this information 
would be available about the middle of May. Until the 
Ministry had this information it could not state whether 
Spens was being applied, and it could give no assurance 
that any adjustment which might be made would be retro- 
spective to the appointed day. 

After referring to the Ministry’s statement that Whitley 
machinery did not, in all circumstances, carry the right to 
arbitration. Dr. Wand pointed out that the profession had 
always understood that on matters of remuneration arbitration 
could be claimed. Dr. Dain (Chairman of Council) indicated 
that, had they known it was not, a different decision might have 
been made about joining the Service. 

The Ministry estimated that about £49.41 million was being 
received by general practitioners, a sum which included induce- 
ment money, additional mileage, superannuation, and other 
remuneration, such as maternity fees, grants for trainee 
assistants, etc. 

The Chairman of Council, who was also a member of the 
j deputation to the Ministry, agreed that the interview was "very 
Unsatisfactory.” The Ministry' was obviously aiming to meet 
* trie profession’s claims by the suggestion that it was already 
implementing Spens, and it would not agree to any adjust- 
ment or discussions until its present inquiry had been 
^completed. 

■ “We must wait until the Government knows the numbers in 
the Service,” continued Dr. Dain. Then it would be for the 
committee to decide whether Spens was in fact being imple- 
mented. If it was not they should ask for the matter to be 
put to arbitration ; there the Association could develop the 
argument for the betterment factor in public. Whitley machi- 
nery or no Whitley machinery, they should ask for arbitration. 
The Ministry had stated that it must not be assumed, without 
further discussion, that Whitley machinery necessarily involved 
the right to resort compulsorily to arbitration " on ail subjects.” 
“ But,” ■ remarked Dr. Dain. " we never asked for arbitration 
on all subjects, but on remuneration it was essential.” 

’ Dr. W. lope thought a firm stand should be taken against 
the Ministry's attitude that whether they had been underpaid 
or not the 1948-9 period was finished and they would get no 
more money for it. 

Dr. H. H. D. Sutherland felt the ground for a probable 
dispute with the Government should be prepared at once. The 
view that the profession should be taken into confidence 


Dr. F. M. Rose. 

Dr. J. A. Brown recalled that at an earlier meeting at 
the Ministry the Minister had been asked whether remunera- 
tion was an appropriate matter to bring before a Whitley 
Council, and Mr. Bevan replied : " Yes.” " His promise did 
not seem to have any strings to it.” said Dr. Brown, “and be 
should be held to it.” 

Summing up, the chairman remarked that the Ministry could 
have given the profession what it asked, or given a smaller 
sum. or nothing at all. In fact, the Ministry gave nothing at all 
— and raised the crucial issue of arbitration. " Although the 
discussions with the Ministry had been unsatisfactory,” said 
Dr. Wand, " I think the Ministry has underestimated the 
feeling of the profession on arbitration. On this question we 
have got the consultants, the public health people, and the 
nurses with us.” 

The committee then passed the following resolution, to be 
sent to the Ministry of Health, local medical committees, and 
(for their information) to the Public Health Committee and 
Consultants and Specialists Committee: 

The committee records its dissatisfaction with the Ministry's 
inability to state, rime months after the appointed day, the number of 
principals taking part in the Service, and the statement that, in so far 
as the pool may prove to have been inadequate for the first nine 
months of the Service, any increase may not be adjusted 
retrospectively to the appointed day. 

In view of the statements made by responsible Ministers prior to 
the appointed day, the committee is of opinion that the Ministry’s 
view that disputes concerning remuneration referred through Whitley 
machinery do not carry the right of arbitration on either side is a 
gross breach of faith. 

In considering the Executive Subcommittee’s report, the com- 
mittee passed a resolution expressing concern at the delay in 
bringing forward the amending Bill. 

The subcommittee considered it was ’’ not in the interest of 
private practice that facilities for seeing private patients should 
be available at health centres.” A number of members of the 
committee, however, pressed for the right of private patients 
to he seen at health centres if they and their doctor wished it 
and subject to any safeguards that they should not receive 
preferential treatment. The matter was referred back. 
Dr. A. T. Rogers also raised the question of what might 
happen if a doctor gave up a lock-up surgery to go into a 
health centre and the local executive council allowed another 
doctor to take over his premises. This was referred to the 
executive subcommittee. 

The subcommittee's attention had beeD drawn to a letter 
issued by a regional liaison officer of the Ministry of Health 
stating that the executive council could, under certain circum- 
stances, acquire compulsorily an outgoing doctor’s premises. 
Legal advice is being sought to find whether councils have in 
fact this power. 

On the question of certificates for corsets, it was explained 
that a certificate was stili needed if the garment was made with 
certain materials. It was agreed to take the matter up. 

Dr. A. T. Rogers presented the minutes of the Subcommittee 
on the Training of Assistants, of which he was chairman. The 
subcommittee reported that the Ministry’s scheme was primarily 
for the benefit of the trainee and should be regarded as such. 
Any financial benefit which the principal might hope to derive 
from the help given by the assistant could and should be met in 
other ways. The present scheme should be reviewed within 
12 months of its commencement. 

The report of the Rural Practitioners Subcommittee was given 
by its chairman. Dr. J. C. Pearce. The subcommittee con- 
sidered that areas with geographical difficulties should be given 
extra payment for mileage. The committee agreed with a 
recommendation from the subcommittee that a -practitioner 
practising in an area where a mileage scheme normally oper- 
ates, whether he is on the obstetric list or not, should be entitled 
to a single payment for each maternity case booked, at the rate 
of 3s. per mile (outward) over two miles, from the practitioner’s 
residence -to the patient’s address, such payment being a first 
charge on the Central Mileage Fund. The subcommittee 
thought that, having regard to the alternative open to doctors 
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of being paid for dispensing on the drug tariff, no action should 
be taken on a motion from Hexham at the Special Representa- 
tive Meeting in March calling for an increase in the dispensing 
allowance. The Ministry of Health has agreed to claims for 
special payment where the cost of dispensing for a patient is 
abnormally high, the minimum now to be 20s. a quarter instead 
of 10s. under National Health Insurance. The committee is 
asking that the 10s. minimum be retained. 

The minutes of the Scottish Subcommittee were received. 
One resolution called for priority treatment under the Supple- 
mentary Ophthalmic Service ; this is to be discussed with the 
Department of Health. 

A letter from the Ministry referring to the treatment of 
foreign visitors under the National Health Service declared 
that there was “ no question of change of view or of a Govern- 
ment Department 'making or breaking the law.’” In discus- 
sion members complained that people on extended visits abroad 
were being taken olf their doctor’s lists, although their absence 
was only temporary. 

A resolution from the Private Practice Committee asked the 
committee to consider a War Office suggestion that officers and 
men who fell sick on leave should be treated as “temporary 
residents.” The committee favoured adhering to existing " 
arrangements. 

The committee received with concern the decision of the 
Ophthalmic Group Committee not to take any action in the v 
matter of provision for an appeal against the decision of the 
Ophthalmic Qualifications Committee, and asked the Group to 
reconsider their view and allow members of the General Medical 
Services Committee to discuss the matter with them. 

The chairman described as “ not satisfactory ’’ a refusal by 
the Board of Inland Revenue to make any general arrangements 
for the collection of tax from doctors by quarterly instalments, 
but said if any doctor had difficulty in paying owing to reduced 
earnings he could discuss the matter with the Inspector of 
Taxes, and any local refusal would be taken up centrally by 
the Association on the basis of the letter. The Chancellor had 
declined to recognize that conditions under the National Health 
Service were comparable to those in the war. The committee 
asked for evidence of specific cases of financial difficulties, on 
which the Association could ask the Ministry of Health to 
advise the Chancellor to alter his attitude. 

Arising out of a motion passed at the last Annual Confer- 
ence which the committee had sent to the Central Consultants 
and Specialists Committee for their observations, the com- 
mittee decided that a practitioner should be able to engage a 
consultant for domiciliary consultation either through an official 
channel or directly, as he wished. 

- Vf was ..inounced that the Central Consultants and Specialists 
and Public Health Committees agree to the setting up of a joint 
subcommittee with the General Medical Services Committee 
on the report of the Working Party on Midwives. 

National Insurance Defence Trust 

As Trustees of the National Insurance Defence Trust, the 
Committee voted £500 to start the funds of the British Medical 
Guild Dr. W. D. Steel felt it might be better to choose the 
executives of Divisions as local executives of the Guild. The 
chairmin explained, however, that the view had been expressed 
that the Guild should not have the same constitution as the 
Association all the way through ; some doctors in an area who 
utre not members of the Association might not regard the 
executive of Divisions as the proper “task force” to raise 
subscriptions from all medical men and women. The committee 
postponed further' consideration of the Guild until its next 
meeting. 

It was agreed that under the new Trust Deed a simple 
majority of the trustees (that is, the members of the General 
Medical Services Committee) should be sufficient to vote sums 
tip to £1.000. and that for sums over £1,000 a quorum of 50% 
and a majority of two-thirds of those present and voting should 
be necessary.. Further legal advice is to be obtained before {he 
present arrangements are formally wound up and the new .Trust 
established. /T he chairman suggested that in the future the 
Trust should continue to raise funds from general practiiione'rs 
and vote sums to the Guild as desired. , . - 


PRIVATE PRACTICE COMMITTEE 

The Private Practice Committee met at B.M.A. House ot 
April 20, with Dr. I. D. Grant in the chair. 

A number of items on the agenda concerned increased fee: 
for medical examinations. Communications from the Ministries 
of Labour and National Service, Pensions, and National Insur- 
ance contained proposals for mileage payments of Is. per mile'i 
with a maximum of 20s., for any one journey for doctors attend- 
ing panels and boards. In view of the urgency, these proposals 
had been accepted by the chairman on behalf of the committee 
and took effect from March 17. 

The Admiralty has agreed to pay 25s. for the medical exami- 
nation of candidates for Civil Service appointments. 

Territorial Army , 

There was some discussion about, medical examination tv, 
recruits for the Territorial Army. The. chairman said the War* 
Office agreed that where possible these examinations should be 
carried out by medical boards, and arrangements would be 
made to use the boards administered by the Ministry of Labour 
and National Service. In exceptional circumstances, however* 
such as in rural areas, it might be necessary for the examination 
to be made by a single practitioner. The committee agreed that 
it was most desirable that the Pulheems examination should be 
carried out by a board wherever practicable. The Association 
had suggested £1 11s. 6d. as the fee for such an examination; 
the War Office doubted whether the Treasury would sanction 
more than £1 Is., as the fee had already been raised to 10s. 6d. 
The committee agreed to give further consideration to this 
question when Ihe reply of the War Office was received. The 
Chairman of Council (Dr. H. Guy Dain) explained that 
any proposal received regarding fees would go first to the 
Co-ordination Committee for their examination. 

The committee again considered the medical report required 
by licensing authorities in the case of applicants to drive public 
service vehicles. A letter from the Ministry of Transport 
stated : “ I believe the Association and the Ministry are at one 
in desiring a uniform and reasonably low fee . . . ” for such 
a report, and asked for suggestions. The committee agreed 
that, as the fee for this report would ordinarily be paid by 
the applicant and was therefore a matter between doctor and 
patient, no recommendation as to fee should be made. 

The committee considered that the fee for a “certificate of 
health ’’ required for-prospective employees of a certain county 
council — a matter raised by the Yorkshire Branch — ought to 
be paid by the employing authority. 

A reply from the Treasury stated that the purpose of the 
new Treasury Health Service would be to advise Departments, 
regarding the health of individual officers and on environmeiA 
and working conditions in relation to the health of the stafi) 
and to provide emergency attention in cases of accident or 
sudden illness occurring on Government premises. The com- 
mittee agreed to a scale of fees for local Treasury medical 
officers. - 1 

v Criminal Justice Act 

It was reported 'that practiiioners had been asked to make 
examinations of prisoners under Section 26 of the Criminal 
Justice Act, 1948, for a fee of £1 Is. and that appropriate 
action had been taken to inform these practitioners that in 
the view of the Association the fee for this service should be 
£2 2s. In reply to a question the view was expressed that when 
a local medical committee was asked to help in forming panels 
for work of this or any other kind the fairest way xvas for 
them to circularize all general practitioners, who could then 
apply or not, as they wished. 

A letter from the National Deposit Friendly Society stated 
that, .despite the National Health Service, the Society wished 
to' continue to pay grants in aid to its members in respect of 
private doctor’s bills. The committee approved the Society's 
proposals in principle and decided to recommend that doctors 
who did not do their own dispensing should make arrange- 
ments with the chemist regarding the supply of medicines 
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so that the patient might receive an inclusive account. The 
patient would pay the doctor and receive from the Society 
the grant-in-aid to which he or she was entitled. 

It was agreed that, when a statement of the future policy of 
the National Coal Board with regard to the terms of service 
-of part-time colliery' medical officers had been obtained, a con- 
ference of part-time colliery medical officers should be called 
to discuss the method and rates of remuneration. This had 
been recommended by a joint subcommittee of the Private 
Practice and Occupational Health Committees. It was revealed 
that there is at the moment much variation of practice in 
different divisions of the board. 

Further discussion took place on the recommendation that 
a distinctive motor badge should not be made available to 
members of the Association, but the committee saw no reason 
for changing its views. The chairman thought they had ful- 
filled the remit from the Representative Meeting, for they had 
had a badge designed. which could be available for inspection 
at the meeting at Harrogate. 


Questions Answered 


Study Leave 

‘ Q. — Employed in a National Health Service hospital, I am 
training to become a specialist. Am I entitled to any time ofj 
work {in addition to my annual vacation ) in order to sit an 
examination (a) in my chosen specialty, and (b) in 'general 
medicine — i.e., for a higher medical qualification ? 

A. — The proposed terms and conditions of service of hospital 
medical and dental staff ( Supplement , March 19) contain pro- 
visional proposals for “study" leave. Professional examina- 
tions are included in the purposes for which such leave may be 
granted. Study leave additional to annual leave cannot be 
claimed as a right but may be granted for periods up to 
seven days 

(1) without pay or expenses, at the discretion of the board 
of governors or hospital management committee ; 

(2) with pay, but with or without expenses, at the discretion 
of the board of governors or regional hospital board, subject 
to certain qualifications regarding the payment of expenses. 
Authority to grant leave with pay but without expenses may- 
be delegated to the hospital management committee. 

For periods between seven days and three months study 
leave may be granted with- or without pay and expenses at the 
discretion of the regional hospital board or board of governors, 
again subject to the conditions regarding the payment of 
expenses. Periods of study leave in excess of three weeks 
involve the surrender of a proportionate amount of annual 
leave. Periods 'of study leave with pay in excess of three 
months may be granted only with the sanction of the Ministry 
of Health. 

Dental Anaesthetics in Hospital 
Q. — l recently administered an anaesthetic for a dental case 
in'a hospital. The dentist, under his contract with the hospital, 
is entitled to a fee of 2 guineas plus mileage, as the case was 
an emergency to which he tear summoned by the hospital. I am- 
informed that as I hold no specialist appointment for anaes- 
thetics my remuneration is covered by the £25 per bed stag 
fund. Dental anaesthetics in the dentist’s surgery are regarded 
as outside the terms of service and are the subject of special 
payment. I submit that dental anaesthetics in the hospital 
should likewise be subject to special payment. Am I correct ? 

A.— A general practitioner appointed to the staff of a cottage 
hospital is required to attend his own patients in the hospital, 
sharing with the other members of the staff any attendance on 
the patients of practitioners not on the staff and taking the 
appropriate share in any necessary emergency in-patient or 
out-patient work. In order to provide remuneration for this 
work the hospital management committee creates a staff fund 
by making a payment of £25 per annum for each bed occupied 
on the average in the hospital, and the fund is shared between 
the general-practitioner staff as they may themselves determine. 


An anaesthetic rendered for a dental emergency - would be 
regarded as part of the normal in-patient work undertaken by 
the general practitioner for which he is remunerated out of 
this staff fund. 

Compensation 

Q. — / have received the compensation value of my practice 
under Section 36 of the National Health Service Act, but not 
the number of years purchase payable to me. Will the increased 
number of doctors serving lessen the compensation originally 
calculated at I if years ? If so, is it known by how much ? 

A. — It is impossible for the time being to determine the rate, 
-expressed as years’ purchase, applicable to individual assess- 
ments. The factor to be applied to the annual loss cannot be 
ascertained until the aggregate of all claims is known. The 
increased number of doctors serving does not necessarily affect 
the calculations, since compensation is payable only to those 
who were on the list of executive councils on July 5, 1948. 

Prescribing Syringes 

Q. — What are the arrangements under the N.HS. for the 
repair of broken glass barrels of hypodermic syringes pre- 
scribed for diabetic patients for the self-administration of 
insulin ? 

A. — The patient's practitioner may prescribe another syringe 
on Form E.C.IO. 


HEARD AT HEADQUARTERS 


A General Practitioner in Natal 
The Science Committee, which decides on the award of the 
Association prizes, found itself confronted with a little diffi- 
culty over the Sir Charles Hastings prize this year. The prize 
is supposed to be awarded for general practitioner work, but 
lately hospital records have been rather prominent in the 
essays submitted. An outstanding essay was submitted this 
year on a series of operations ; it was a remarkable record 
of 2,844 operations carried out over a number of years by 
a general practitioner in Natal. They had been performed 
many miles from his home, some of them in fairly large 
hospitals, but more than half in small hospitals or in the 
patient's home or in a hut. In view of the resourcefulness and 
skill displayed by a general practitioner the adjudicators had 
no hesitation in considering it worthy of the prize which bears 
the name of the founder of the Association. The prizewinner 
is Dr. C. E. L. Burman, of Pietermaritzburg, a graduate of 
Durham University'. 

The “ Medresco ” Hearing-aid 

A correspondent recently stated (Supplement, March 19. 
p. 157) that the Government-sponsored Medresco hearing-aid 
is being sold abroad, but the Ministry of Health denies this: 
it is available only through the National Health Sendee. At 
present there are insufficient to meet the large demand quickly, 
but considerably more are expected to be available shortly. 

Reluctant Patients 

There are indications that the National Health Sendee is caus- 
ing some illness to be missed — illness th3t did receive medical 
attention before. In the old days, if people wanted a doctor 
they sent for him and paid him for his sendees and so felt 
themselves under no obligation. Now a lot of people are 
reluctant to send for the doctor early in illness for fear of 
imposing on him. for whatever may be said about abuses of 
the Service many people are like that. When the child wakes 
up ill in the morning, the mother, anxious not to trouble the 
doctor, waits in the hope that as the day goes on the trouble 
will disappear, and eventually very often has to send for the 
doctor at night. One busy- urban practitioner told us that 
during the first six weeks of the new Sendee there were only 
two evenings on which he was not calied out to see such cases. 
He has now made it known among his patients that if there is 
illness in the morning, even if it seems to be of only a 
temporary- character, he would rather be called in at once so 
that he could see the case on his rounds than be called at a 
late stage when the illness had become worse. 
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Status of Specialists 

Sir, — 1 have noted with some surprise that so far no one 
has made any comment on the current trend of events in 
official circles with regard to hospital specialists and their 
classification and salary scales. 1 am well aware that the Iron 
Curtain is still the order of the day so far as the policy-makers 
of the N.H.S. are concerned, but the pattern for the immediate 
future is emerging with increasing clarity, even though it may 
not be displayed in its unsavoury entirety. 

Wide publicity has been given in the general press to the 
proposed salary scales for hospital specialists, which are suffi- 
ciently generous to meet with uniform approval ; but the public 
has not been informed of the stringent and arbitrary limitations 
which are being contemplated on the number of individuals 
who are to be officially recognized as specialists. It has 
already been stated — in an unobtrusive amendment to the first 
announcement — that the category of senior hospital officer may 
include whole-time members of hospital staffs employed in 
specialized duties, and it is becoming abundantly clear that 
the Minister intends to relegate the maximum number possible 
to this status. This implies that on completion of the specified 
term as a trainee specialist one is automatically “ graded ” as 
a senior hospital officer, in which category one may continue 
indefinitely unless a vacancy “ on the establishment ” occurs. 

In this way. by the time the age of 40 is reached the Govern- 
ment is saving £1,000 per annum. 

In the proposed terms of remuneration no definition is made 
of a specialist. This is a much too convenient omission, which 
I suggest should be rectified, and I would offer this as a possible 
definition : “A specialist is one who is wholly employed in 
a particular branch of medical science in which he has, over 
a period of years, acquired experience and training of a 
scientific and technical nature which is not catered for in the 
ordinary course of undergraduate training 

It is utterly indefensible to suggest that any individual should, 
on the completion of a prolonged apprenticeship in a recognized 
specialty, be then placed on the same footing as other members 
of the profession who have not undergone such training. The 
Government recognizes the existence of specialized duties, but 
if, as it would appear, it proposes to pay specialists’ salaries 
only to a minute percentage of the staff who perform these 
duties, then the B.M.A. is under an immediate obligation to 
make it clear that this cannot be tolerated. 

It has been obvious of course that, having committed itself 
o the allocation of merit awards to a fixed percentage of 
peciahsts, the Government would take steps to ensure that 
s financial liabilities in this respect should be kept to the 
arevt minimum However, when the steps envisaged amount 
o compelling the vast majority of the members of specialized 
lepartnients in the N H.S. to give their services without recog- 
nizing tlieir right to be paid accordingly, the strongest possible 
tction is called for — 1 am, etc, 
ci «i, * D. M. McClure. 

Pay of Service Medical Officers 

Sir —The B.M.A. Council's proposed increased scale of • 
remuneration for medical officers of the armed Forces 
(para 1 51 of the Annual Report of Council, Supplement, 
April 2) will be received with little enthusiasm by most 
sen me officers. The proposals, so apologetically summarized 
in the last paragraph of the memorandum, confirm the 
prophecies of the sceptical and are unlikely greatly to change 
present dissatisfaction. They suggest rather a lack of real 
appreciation by the Council of the true feelings of many 
sening officers. As a medical officer serving in the armed 
Forces has sb few opportunities of expressing his views on 
his own remuneration, perhaps you will permit me to record 
a few facts as I see them as a regular officer neither very 
junior nor very senior. 

There exists to-day widespread dissatisfaction among serving 
officers both at conditions of service and in particular at 
lemtmeration. While the former is largely reluctantly accepted 


as an unavoidable consequence of special post-war circum- ' 
stances shared by all Service personnel, the latter has been 
pointedly brought to a head by the publication recently of the 
Government’s proposed scale for full-time specialists in the 
National Health Service. 

The Council now proposes that all regular Service officers 
should be classified as the equivalent of average general practi- 
tioners for purposes of remuneration. This I most strongly 
challenge. However accurately it may reflect the opinion of 
the civilian profession on Service doctors as a whole, it is far 
removed from fact. The regular Service doctor of to-day, by 
the time he reaches field rank or its equivalent, is a specialist 
if ever there was one, in no way inferior professionally to his 
civilian counterpart in the National Health Service. In most 
cases, with the completion of the 18 months’ postgraduate 
studies (to take the Army for example) which follow his 
selection for a permanent commission, he becomes .a recog- 
nized full specialist with a higher qualification. Service or 
civilian. As often as not he has already been a graded specialist 
for some years previously. In the remainder of cases he has 
chosen medical administration, itself a skilled special branch 
of medicine which must receive official recognition as such.- 
As one who has had some experience both as an administrator 
and as a specialist, I would have little hesitation in putting the 
former' among the most exacting and important of all special 
branches of medicine. In brief, the Service doctor, -after the 
age of, say, 35, rightly considers himself to be in every way 
the equivalent of the full-time specialist in the National Health 
Service, and he expects, differing merely in the Government 
Department in which be is employed, to be remunerated at a 
strictly equivalent scale.- His case for this is unassailable. 

Voluntary recruitment to the medical branches of the armed 
Services is unsatisfactory. There have been resignations since the war, 
including some very able and experienced officers whose loss the 
Services can ill afford. Other resignations have not been accepted, 
because of the continued existence of the “emergency.” In nearly 
all cases the real reason has been financial. These facts are well 
known to the Defence Ministry. What is perhaps not so well known 
is that there are at present many more officers “ sitting on the fence '* 
waiting to see what is going to happen about their pay. -They are 
profoundly disturbed by the financial situation in which they have 
found themselves since the war. Their pay at home is so inadequate, 
with their many commitments, as to make living, even with greatly 
restricted standards, extremely difficult without Tunning into debt. 
Service abroad has for various reasons, one of which is the enthusi- 
astic abandonment of a large part of the Empire, lost much of its 
pre-war attractions. Now it usually means just more separation from 
one’s family and extra expense. They feel they did not become 
doctors for this. 

Loyalty to the Service is all very well, but one has other loyalties, 
in particular to one’s family. Can, therefore, the specialist regular 
doctor be blamed if he quietly waits for a suitable job to turn up 
under the National Health Scheme and then puts in his papers ?_ As 
things are at present it is not a question of if, but when. He will get 
congenial work in his specialty ; with luck he will double his pay ; he 
will have a permanent home with no more family separation; his 
superannuation will compensate for the loss or reduction of his 
pension; and, finally, he may rest assured, from experience during 
the last war, that his recall in another emergency will involve him in 
loss of neither status nor promotion. .This is wvhat most Service 
medical officers are shirking at present. This is why they arc con- 
templating resignation. This is why recruitment is poor and will 
remain so. Refusal to accept resignations, except under special 
circumstances, is no cure for it. The emergency cannot last for ever. 
Meanwhile it merely strengthens doubts as to the wisdom of accepting 
a permanent commission. 

There can be but one cure for this. That is for the senior Service 
doctor to receive exactly equivalent remuneration, to his civilian 
specialist counterpart in the National Health Service. Nothing shows 
-if this will attract the type of officer required or even retain many 
serving specialists who, still young enough to be ambitious and with 
little wish for compulsory retirement while still in their professional 
prime, now know of another Government service in which they can 
obtain employment with remuneration appropriate to their profes- 
sional skill and qualifications. Until this is done, the armed Forces 
will attract only the very wealthy (!), the adventurous bachelor, or 
the failure elsewhere. The proposal of a scale already rejected by 
G.P.s as inadequate may perhaps attract young graduate doctors to 
a temporary short-service commission, but it leaves the more senior 
officer cold. And this from the B.M.A., which has made such a 
principle of equity within the profession ! 

There must be a uniform scale for all doctors of equivalent status 
who are paid by the Treasury whether in the armed Forces or the 
Health Service. Let this be Principle I. Although the G.P. equivalent 
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is appropriate for more junior officers below substantive field 
rank, thereafter all Service officers must be accorded full specialist 
status for which they are fully qualified. Only officers suitable for 
this should be selected for permanent commission. Let this be 
Principle II. Subsequent promotion, being by selection, represents a 
well-earned rise in professional status and should carry a Special 
Distinction Element as in the Health Service (accepting that medical 
administration is itself a specialist branch of medicine). Let this be 
Principle III. This would give a Director-General the full £5,200 
(adjusted as necessary for pension and betterment) which his position 
certainly demands. Substantive majors, etc., the equivalent of full 
specialists, would receive £2,000-£2,500 according to service, and 
more senior ranks appropriate increases corresponding, with suitable 
modifications, to the Special Distinction Awards of the N.H.S. The 
distinction between general duty and specialist officers would cense to 
exist once substantive field rank had been reached. Below field rank 
the rates proposed are not unsatisfactory. 

This represents quite a rise. The Treasury' will not like it (but with 
little justification, as they have already . accepted it for N.H.S. 
specialists), and claims for rises in other arms will no doubt follow. 
These facts, however, interest neither the serving officer contemplating 
resignation nor the potential regular volunteer looking for a suitable 
specialist career. And they in the long run are the only ones who 
really matter. 

It is what must come eventually, and it is a pity that B.M.A. 
leadership, which is all the serving officer has, has only been 
able to take us half-way. — I am. etc., 

R.A.M.C. 

Marriage Allowances for Medical Officers 

Sir. — T he Secretary of the Association stated in a footnote 
to my letter ( Supplement . Jan. 1, p. 8), referring to the marriage 
allowance of National Service officers, that the matter was not 
decided. May I point out that this is no longer so. and that 
the;Minister has now attempted to clarify this point ° 

Although the increased scale of allowances was alleged to 
offset the high cost of living, the Minister states hat (hey 
■cannot apply to -National Service medical officers 'h'h<h are 
apparently tod young to incur any increased costs o. in vine). 
To quote his own words in the House of Cci^Vons on 
March 23, 1949 : “ If at this very young age men w Ac married, 
knowing the basis of the allowances, then they came into the 
Services knowing what they were doing." It would be easy 
to argue with this bizarre statement in many ways, but I would 
like to draw attention to one point. 

Prior to this recent increase full marriage allowances were 
payable to all officers over the age of 25 years, regardless of 
rank or type of engagement. A doctor joins the Service as an 
officer and has an officer's expenses during his Service engage- 
ment, whether that engagement lasts 14 or 44 years. No differ- 
ence in these expenses exists other than that they -may fall 
rather more heavily upon the man with the shorter ferm of 
service, and yet this makes a difference of 6s. per day to the 
Service doctor. 

j A medical officer’s responsibilities and duties, within his own 
rank, are in no way minimized by the fact that he is on 
national service. He is, in fact, not comparable with the 18- 
year-old National Serviceman who enters the Service from 
school or apprenticeship — i.e.j completely untrained and 
unqualified for any immediate useful service. This, I feel, 
makes the Minister's ruling appear both unfair and false. 

Finally, I can see medical officers on national service look- 
ing longingly to the Association's proposed increases in pay, 
which might ease their penury- I humbly suggest that they 
purge their minds of such adventitious thoughts, as these 
increases will apply only to the regular or semi-regular minority 
and not the National Service majority of medical officers. — 
I am, etc., 

London. N.S. E- J. TRIMMER, 

V At a recent meeting the Armed Forces Committee con- 
sidered the fact that National Service officers are not entitled 
to the recently announced increases in marriage allowances in 
the Forces, and the fact that their leave entitlement is sub- 
stantially less than -that of regular and short-service officers. 
This discrimination reacts especially hardly upon medical 
officers, many of whom, because of the relatively late age at 
which they do their national service, are married before enter- 
ing the Forces. A recommendation on the subject has been 
forwarded to the Council. — ED.. BJtfJ. 


Graduated Capitation Fee 

Sir, — I cannot believe that Dr. J. W. O. Holmes ( Supplement . 
March 26, p. 164) really means what he implies, for he has 
made a gratuitous insult to about 90% of the G.P.S. So any- 
body who does not run a large N.H.I. list is either lazy or 
incompetent 1 Is that really so ? The doctor with a very 
large list will always give reasons, flattering to himself, why he 
figs a large list — viz., he is a good doctor, he is a hard worker, 
ho has a pleasing personality, patients like him ; he has, in fact, 
all the virtues. It might also occur to him that the possession 
of a large list may be really due to chance. Before the N.H.S. 
came into being the commonest way of getting a large practice 
was to buy one. To-day the only way is to walk into one, 
and what a chance ! Conditions now are static, and, since 
all patients are equal from the remuneration aspect, those 
doctors with medium- or small-sized lists have little hope of 
increasing their practices however hard Ihev are prepared to 
w'ork and however excellent they may be as clinicians. Those 
who are practising in “ over-doctored ” areas and have suffered 
a sharp fall in income might like to transfer to “ under- 
doctored” areas. Just let them try and se e what happens ! 

In pre-war days owners of swarming panel practices were 
hardly considered to be the dlite of the profession, and with 
good reason. What does Dr. Holmes mean by being able to 
qianage 5,000 with ease ? As Dr. Joad might say, it all 
depends on what is meant by “ manage.” If general practice 
is to consist in writing certificates and Forms E.C.10 and making 
spot diagnoses, then it should be possible to “manage” even 
10,000 patients, in which case the profession is grossly over- 
manned ; and yet we are told that there are not enough doctors 
to run the N.H.S. properly. 

No doubt the owners of large lists will protest that they 
deal adequately with every patient, but I would never believe 
them. Owing to the very nature of their practices they are 
pound to deteriorate as doctors, using the title “doctor" in 
the truly professional sense. 

Viewpoints such as those of Dr. Holmes are irritating and 
depressing, as they show the difficulty of getting all G.P.S to 
organize and work together for better conditions, and inci- 
dentally for a better National Health Service. A few more such 
letters and some people may start thinking about the advantages 
of a salaried service. A doctor can only work well when he 
»s free from financial anxieties and able to give full attention 
to a reasonable number of patients, since there are only twenty- 
four hours in the day. These are the two things we strive for, 
and we are not asking for the moon- I see that the specialists 
have obtained these conditions, neatly 3nd quietly. “Man- 
aging” a list of four to five thousand is not medical practice. 
— I am, etc;, 

London. N.I2. A, J, ROUSE. 

A Form of Absenteeism 

Sir, — I am in no way connected with the National Health 
Sen-ice. and perhaps for that very" reason am impressed by 
the difficulties of a colleague who joined the Service some 
months ago. 1 asked him how he was liking it, and he said 
his life was a series of explosions which brought his wife to 
him with cups of strong coffee and words of comfort. He 
gave me the latest example, which he said was typical. 

An apparently healthy young woman presented herself and 
demanded an iron tonic. He refrained from the obvious remark 
— that she had come to the wrong place — and spent some 
ten minutes or so in unravelling her symptoms, when the fact 
was revealed that she had a young man in the Merchant Navy 
who was away on a voyage and she was feeling his absence. 
My friend suggested that a mild sedative might be more helpful, 
but she persisted in her demand for an iron tonic, which he 
then refused her. 

Then she asked for a certificate for a new body-belL He 
spent a further ten minutes in examining her. and, finding no 
trace of visceroptosis or hernia or even undue adiposity, said 
that he did not feel justified in prescribing a belt for her. 
Whereupon she expressed herself dissatisfied with the interview 
and demanded her card. 

By trying to administer this Service in a fair and intelligent 
manner, as it is intended to be administered, and by acting as z 
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responsible individual instead of a dog's body, my friend wastes 
20 minutes and loses a patient. At the same time the patient’s 
new doctor will gain another capitation fee without expending 
more than two minutes on the transaction. 

What a system 1 What a magnificent encouragement to the 
upholding of professional integrity ! What a noble career for 
an aspiring student ! 

Can nothing be done to encourage my friend and those like 
him ? Can nothing be done to penalize a man who is content 
to distribute the taxpayer's money in a reckless, slipshod 
manner without even troubling to examine his patients ? My 
friend receives letters from his headquarters asking him to 
explain his reasons for declining to prescribe (he showed me 
such a letter). Surely he might be saved this additional burden 
on his time by the investigation of complaints by a medical 
umpire or umpires, and if it were found that the doctor's 
refusal was reasonable he could be reimbursed for the time 
and trouble he had taken in preventing an abuse and in saving 
the taxpayer’s money. — I am, etc., 

London, SAV.7. 3, N. 1.0 RING . 

Telephone Costs 

Sir, — Does the Minister intend to reimburse us with the 
increased costs of telephones in view of the fact that the 
Chancellor states that the increases on the budget are necessi- 
tated by the cost of the social services ? Unless my arithmetic 
is more than usually wrong I can only assume that in paying 
an increased charge to the P.M.G. I am really paying a contri- 
bution towards my own income. If this is so, then equity has 
been made subservient to law, whereas it is a maxim laid down 
over centuries that “ where equity and law are in conflict 
equity shall prevail.” — I am, etc., 

Carbis Bay, Cornwall U. P . LOCKHART. 

The B.M.A. War Memorial 

Sir -At a recent meeting of the Harrow Division held on 
April 5, 1940, paragraph 6 of the Annual Report of Council 
( Supplement , April 2, p. 174) was discussed at length, and 1 
have been asked to express the views of the meeting. 

It is fitting that an organization such as the B.M.A. should 
express its appreciation of those who have served and given 
their li\cs in the second world war, and the monetary sum 
of £10,000 is but a token of that appreciation, but that this 
sum should be spent on a fountain is a most inadequate expres- 
sion of our feelings By all means let us record the names of 
those who served on a Roll of Honour to be kept at B.M.A 
House, but let us do something far more active and tangible 
for the dependants of the fallen. One suggestion would be to 
.use the fund for scholarships to educate the dependants. 

Whatever may be the eventual use to which we put the 
■poncy it is essential that a much fuller and more widely pub- 
lished discussion should first take place, and for this purpose 
■1 is desirable that the Council should refer the matter to the 
' t Annual General Medina of die Association before 
at CcCdi r , further — 1 am etc 

J. S. Lindsay. 

Hon Sec . Harrow Division 


Domiciliary Midwifery Payments 

s ’• r ’’ P->vment of the G.P. with regard to domiciliary 

r ”‘ > '■ ls anom ileus, there being no comparison between 

die M'S fee- and the emergency fees payable through the 
Midwives Medical and Emergency Summons. 

Lnder the N.H.S. scheme a fee of 7 guineas is payable 
for everv booked case, and although this is a very low fee it 
does in fact average fairly satisfactorily if the doctor is only 
called to a proportion of these cases. 

The position with regard to the Midwives Medical Aid 
request is in a totally different category. The doctor is only 
paid for the actual case that he attends — invariably a com- 
plicated one or he would not have been summoned — yet the 
maximum fee that he can claim to cover every attendance to 
the mother and child during the confinement, and puerperium 
is 4t guineas. Either this fee should be increased to bring it 
into line with present-day values or the doctor should be paid 
a retaining fee for every case booked by a midwife. — 1 am, etc.. 

LcrJo-. s \v ts Harris Avery. 


Senior Hospital Officers 

Sir. 1 was amazed to find in a medical journal this week 
an advertisement for a specialist stating that the omc 
appointed would hold the rank or grade of senior hospital 
officer. I was under the impression that the Ministers pro- 
posals based on the Spens Committee Report (I could find no 
basis in this report for -the insertion of this grade in these ^ 
proposals) was under discussion by the profession and that no c 
action would be taken until negotiations had taken place and 
agreement had been reached. . 

At two meetings which 1 have attended recently the specialise 
present unanimously condemned this grading, expressed an 
opinion that it was contrary to the spirit the Spens Report, 
and stated that it was unnecessary and um^strabte. I hope. 
Sir, that you will not accept any advertisemeniWi your Journal 
for such posts, and I hope that ail young speci.Jfcts will refrain 
from replying to such advertisements. It is qu^» obvious that, 
alarmed at the annual bill for the Hcallh Servi^»(the cost of f 
which was so grossly underestimated by the exV^erts), the 
administrative side are trying !o ** P U M a f asl one 
specialist side of the profession. Many of us have seen capabTF X, 
young men in the Forces working as graded specialists with a 
junior rank and lower pay than their merits deserved. Surely ( 
these young men will take warning from their wartime experi- 
ence and will refuse to go into the blind alley of senior hospital 
officer appoiniment. — I am. etc.. 

Mens Sana. 


V The Secretary of the Association states : Pending the 
completion of negotiations with the Government on the per- 
manent scales, no advertisements inviting applications for 
specialist posts, the successful applicant to be graded as a 
senior hospital officer, will be accepted for publication in the 
British Medical Journal. 
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PATHOGENESIS OF ESSENTIAL HYPERTENSION* 

BY 

F. H. SMIRK, M.D., Ch.B., F.R.C.P., F.R.A.C.P. 

Professor of Medicine Unnersit } of Otago, New Zealand 


Die purpose of this paper is to present in a preliminary 
v. av some suggestions in regard to the pathogenesis of essen- 
tial hvpertension An introductory historical review of 
the subject is omitted, as several reviews are available 
already 

1. Evidence that Physiological Elevation of Blood Pressure 

Predisposes to Essential Hv pertension in Later Life 

Even when the blood pressures lie within limits regarded 
as normal, individuals whose pressures are higher than the 
average have a higher-than-average incidence of hyperten- 
sion and circulator} disorder in later life, whereas those 
whose pressures are below the average have a decidedly 
lovver-than average incidence of essential h> pertension and 
of circulatory disorders in later life (Svmonds, 1923 
Association of Life Insurance Medical Directors and the 
Actuarial Society of America, 1925 , Diehl and Hesdorffer, 
1933 , Trans Internat Congress Life Ass Med , 1935 , 
Actuarial Society of America, 1939 , Robinson and Brucer, 
1939 Hunter, 1939, Hines, 1940, Actuarial Societ} of 
America. 1941) 

Reference will now be made to some of the factors influ- 
encing the blood-pressure level Especial attention will be 
given to the relationship of such factors to the expectation 
of the development of essential hypertension in later life 

Race and Geographical Environment 

European and North American white people have somewnat 
higher average and modal casual blood pressures than certain 
Indian Chinese African Philippine, and American Indian 
peoples and the incidence of high blood pressure is decidedlv 
lower among the latter group The differences between the 
average blood pressures of such groups mav be 10 to 20 mm 
s}stohc and S to 15 mm diastolic for comparable ages While 
race seems to influence the liability to essential h} pertension 
(Kirk 1931, Shattuck, 1933 , Flaxman 1934 Kean 1941) 
environment also has a strong influence, and this predisposi- 
tion seems to be closeh related to the levels of the blood 
pressures encountered m the populations under consideration 

For example China appears to provide an environment 
favouring lower blood pressures and less essential hvpertens on 
North America favours higher levels of the normal blood 
pressures and much essential hv pertension The blood pressure 
of Chinese in China is below that of Canadian and United 
States citizens resident in their own countries (Cadburv, 1922 
1923 , Ying 1926 Kilborn, 1926 Foster 1927 Tung 1928 
1930) Essential hv pertension in much of China is also 
uncommon (Cadburv 1922 1923 Cru'ckshank 1923 Kilborn 
1926 Foster 1927, 1930) even among well fed sections of the 
commumtv (Houston 1929) Krakower (1933^5) states that 
the blood pressure of Chinese after long residence m Canada 
resembles that of other Canadian residents and that essential 
hvpertension is common Tung (1928) found that 30 Chinese 
resident in the United States had falls of pressure on returning 
to Peking Tung (1927) reported that sg Americans had a 
distinct fall of blood pressure on taking up residence in China 
and Foster (1927) found that 120 Americans m Hunan had 
an average pressure close to that of the local Chinese 

African negroes have lower blood pressures than those of 
their Tace who live m America (Donmson 1929) ard the 

•The subject mailer of lectures delivered as visiting Profe-sor of 
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incidence of high blood pressure is low among negroes in 
Africa (Heimann Strachan, and Heyman, 1929 , Shattuck, 
1930, Schulze and Schwab, 1936) He latter authors also 
quote personal communications from Tavlor, Odalev, Drv 
and Wakeford American negroes after the age of 20 have 
higher blood pressures than American whites (Alvarez and 
Stanley, 1930, Adams, 1932), and the incidence of high blood 
pressure is greater m negroes than in white residents of the 
United States (Stone and Vanzant, 1927 , Donmson 1929 , 
Alvarez and Stanley 1930, Allen 1931 , Holmes, 1931 Kirk 
1931 Adams 1932 , Laws, 1932-3 , Flaxman 1934 Wei" 
and Prusmack 1938 , Hedle), 1941) Hypertension of a few 
davs’ duration after exposure to explosive blast was more 
common in negroes than whites (Rusktn, Beard and Schaffer, 
1948) Hvpertension is greater among town dwellers than 
among countrv dwellers of the same race and land (Holmes 
1931 , Flaxman 1934) East Africans also have lower blood 
pressures and less essential hypertension than North American 
or Western Europeans (Donmson 1929 Williams 1944a, 
1944b) Egyptians on the whole have lower blood pressures 
than Anglo Saxon peoples and a somewhat lower incidence of 
essential hvpertension (Ismail, 1928 , Smirk, unpublished 
observations) British residents in Eevpt have slightly lower 
blood pressures than the average in Great Britain (Smirk, 
unpublished observations) 

The blood pressure in Filipinos and in Porto Ricans is lower 
than in people of the United States (Concepcion and Bulatao. 
1916 Ashford and Dowling 1929 Toreerson 1929. Salcedo 
and Pascual 1932 , Lantin, 1933) and hvpertension is protubly 
less frequent (Ashford and Dowling, 1929 , Torgerson 1929 , 
Lantin, 1933) 

Among the poorer classes m India blood pressures are lower 
(McCav, 1907) and essential h> pertension is less common than 
in Anglo Saxon lands (Raghavan 1941) 

The South American Indians of Yucatan have low blood 
pressures and a low incidence of essenual hvpertension 
(Shattuck, 1933) The Cuna Indians living relative]} isolated 
had an average pressure of 105/69 for 407 adults, and no case 
of h}pertension was discovered among them (Kean 1944) The 
Zuni Indians have low blood pressures and little hvpertension 
(Fleming 1924) _ 

Hicks (personal communication) found a svstolic bloo, 
pressure of 110 was the most common in voung Australia 
aboriginals, and in 120 aboriginals between 60 and 65 he fom 
no blood pressures higher than 130 svstolic Benign h>p 
tension is not uncommon in Australian Whites Nve 1I C 
also remarks on the low incidence of hvpertension in Austr" 
aboriginals 

Certain enuronnients Jaiour higher "normal blood 
surcs and other enuronnients faionr lower normal' 
pressures Populations exhibiting higher ' normal ’ 
pressures ha\e a higher incidence of essential h\pe 
and those with lower "normal ’ blood pressures hate 
ircidence 

Hereditv 

Hereditv influences the level of the blood pre«sur 
ding to Avman (1936) the children of two hvperten' f 

have higher blood pressures and a 47% chance 
hvpertension in later life When both parents are i 
the blood pressures of the children are lower ar 
of essential hvpertension is onlv 3 % This eviden 
ported bv observations on identical twins though 
differences mav sometimes lead to different bio 
identical twins Addmonal evidence is cited b’ 
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Obesity 

Obesity is statistically associateciMth *1927 ; 

pressure ievels (Dublin, ^ 19 |j. Nuzum and Elliot, 

Hartman and Ghrist, 1929 , K > Brucer, and Mass, 

,931 ; Short and Johnson, 1939 , Th is ’ relation is 

,940; Adlersberg, Coler, of obesity but also in 

found not only in the com cortical hyperadrenia. 

the obesity of Cushing s syn r d w ; t h under-average 

Under-average body weight ,s Huber, 1927 ; 

levels of the blood pressure (Symonds mJ . > d 

Robinson, Brucer. and Mass, 1940). Over zs erag r- 

sures in children of over-average weight is a.so 
(Stocks and Karn, 1924 ; Short and Johnson,^^). J ^ 
essential hypertennon ts go morc^ ^ ^ ^ 

(Symonds, 1923 ,T V^ 1923^ j mer , 1929 . Gager, 1930 ; 

KirklVM ; Nufum and Elliot,1931 ; Palmer, 1931 ; Short and 

Johnson, 1939 ; .J oki "’ A 2 1946). 

1940 ; Moschcowitz, 1945 , Aatersoerg, - > neneti- 

Essential hypertension and obesity are to re latilnship 

cally determined (Gates, 1946) althougn m ^ 

vES 1924* ; PagTand Comoran, M* ^ 

;:eLn“usuany y aS the samJ’level (Weitz, .923 ; Hines, 
1937-8 ; Klemola, 1938). . . 

The relationship of obesity to h.perieroton l.ooever ti noi 
pnrely E e„e,ic, for loss and 

This" relationship 'between ,»«a.io» RMfJf - JfS 

Miles, Roth, and Smith, 1919 Preble, ■ and 

Master and Oppenheimer 1929 , Moschcowitz ), 
hypertensives , Preble, 19M t • « • ’SSf.BW t 

and Oppenheimer, 1929, MaUeuW . ^ dQgs and in 

Adlersberg ^.'^^^VdoS'. Wood and Cash (1939) 
hypertensive (Goldblatt, WO b associated with 

showed that gams and ^ Xt of overweight 

S5SsShrs 

essential hypertension rises. 

The blood-pressure fall corresponding to an average reduc- 
tion of 24 lb. (10.4 kg.) was about 32 mm. systolic and 16 m . 
a' fniJr- in the 72% of obese hypertensives in the senes of 
AdSbnr” CoJ atd L.v.1 (I9«), who had a fall of blood 
pressure. \he difference in the average blood pressure between 
more or less unselected groups of overweight and underweight 
individuals is about 10 mm. systolic and 8 mm. diastolic. Th 
effect of obesity is more obvious, however, whentheoD 
prison is made between the percentage of byper ensives 
^countered in individuals who are over the normal standaru 
height as compared with the percentage among subjects wno 
arc under the normal standard weight. 

It ,S clear that overweight is associated with a tender icy to 
higher blood-pressure levels, and in the course of 1 
higher incidence of essential hypertension. p„ r reased 

weight is associated with lower blood pressures * c "" e rf . 
tendency to essential hypertension m later hfe. Err ° rs ” 
pressure measurement by cuff methods and due to , PP 
obesitv require further evaluation. 

1. 

Transient Blood Pressure Increases 


oc Of the blood pressure rises which occur in 
allemotion most are transient, but many are of long ^r 
llvon Monakow, 1920; Fahrenkamp, 926; Wettz and Sieben, 

[he mes of pressure of 10 or 20 mm. are common, and nses of 

is 4V mm. or more are encountered. 

into" Hsuch transient pressure increases are exhibited 

a retai. t h e first visit in connexion with an examination ry 


— * * saift.'Si: it s. “ 

highly probable, bccause nearly al sub .de, som sicben 

minutes, if the subject « n B bc . nd Pratt, 1931-; 

1926; Mueller and f • Smirk^ 1944 1947 ; Kilpatrick, 

Alam and Smirk, 1943a. 1943b , P 

1948). . The pressure often can be made to P 1 

again if emotion be pro > .. a tray 0 f instruments 

rlT ark °«d th SnS!k ry 1943a - Kilpatrick, 1948). Those who 
(Alam and Smirk, t wLlpressure elevations have a much 
exhibit such transient blood p arterial hypertension 

greater chance of dev r rlop.n SK, ffio ; »««?■ 
later (von Monakow, 1920 , ,010. Hines 1940). Even in 

litz, 1930; Robinson am d . ® rU «r^ an enhSSd expectation of 
young people transient nses c > rPalmer 1930 ; Diehl 

developing essential hypertension sheoherd 1937 ; Master, 
and Hesdorffer, 1933 ; MacKenzje and Sheph^ 93 ^ 

1943; Rogers and Palmer, 1944, Levy, wnuc, 

Hillman, 1945a, 1945b). ■ , to the existence 

I am aware of no evidence w 1 P g ex hibiting tran- 
of any pathological process in > . jn - t Transient blood- 

sient hypertension and which individuals under the 
pressure elevations in otherwa n h v siological responses of a 
age of 25 probably represent P hy^ e might occur if vaso- 
magnitude greater than average- physical stimuli or 

motor reactions or the mental reactions v 
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when compared with supporting troops, and somewhat similar 
results have been reported by others (Gelshtein, 1943 ; 
Ehrstrom, 1945 ; and Graham, 1945). It has been claimed by 
Farris, Yeakel, and Medoff (1945) that repeated exposure of 
rats to an air blast may set up a lasting arterial hypertension. 
This has been confirmed by Restall and Smirk (unpublished 
observations), who have shown also that this hypertension is 
not abolished by anaesthesia. 

The tendency to exhibit transient hypertension in response 
to mental and other stimuli may be taken to indicate a physio- 
logical make-tip which is likely to express itself in daily life 
by abnormally strong and frequent blood-pressure elevations. 
The balance of evidence suggests that such elevations, if suffi- 
ciently frequent or prolonged, predispose the subjects towards 
the development later of essential hypertension. 

2. Casual, Basal, and Supplemental Pressures 

If the level of the blood pressure in health is an impor- 
tant indication of the future liability to essential hyper- 
tension, it will be important to know what significance 
should be attached to single or to multiple readings of the 
blood pressure. 

The blood-pressure level in a ward or consulting-room 
is not an accurate guide to file average Wood pressure oi 
the patient throughout the day and during the night (Brooks 
and Carroll, 1912 ; Muller, 1921 ; MacWilliam, 1923 ; 
Campbell and Blankenhom, 1925-6 ; Friedlander, 1927 ; 
Atman, 1931 ; Master, 1943 ; Gubner, Silverstone, and 
Ungerleider, 1946). Were it possible to obtain some indica- 
tion of the average of the pressures to which the vascular 
system was exposed a much closer correlation between this 
average pressure and the subsequent development of essen- 
tial hypertension might be possible. It is, however, possible 
to discover the ranges over which the blood pressure is 
likely to fluctuate. 

The blood pressure, even in health, is not to be regarded 
as an indivisible unity but as having two components. If 
the blood pressure (systolic and diastolic) taken under 
ordinary clinical conditions be considered as the casual 
blood pressure and that taken under defined basal conditions 
as the basal blood pressure, the difference between the 
casual and the basal blood pressure may be. described as 
the supplemental pressure (Alam and Smirk, 1943a ; Smirk, 
1944). The supplemental blood pressure is, by definition, 
that part of the casual blood pressure which represents the 
response to the person’s physical, metabolic, and cerebral 
activity at the time of measuring the pressure. Kilpatrick 
(1948) has confirmed and extended my observations on the 
basal blood pressure and has shown that in health the 
basal blood pressure is a physiological constant for the 
individual. In a series of 50 normal subjects (Smirk, 1944) 
the basal and supplemental pressures were independent 
variables in the sense that the possession by an individual 
of a high basal pressure neither increased nor appreciably 
diminished the expectation of that individual haring a high 
supplemental pressure. Analysis of further experiments bv 
Kilpatrick gives the same result. In a sense, therefore, 
among normals a person comes into the higher pressure 
range through the statistical coincidence of having both a 
high basal and a high supplemental pressure. 

During undisturbed dreamless sleep the supplemental 
pressure falls to, or almost to, zero, whereas the basal 
pressure is substantially unaffected. The cardiovascular 
strain will be less if a given level of the casual blood 
pressure is derived from a low basal pressure and high 
supplemental pressure than if the reverse holds. Clinical 
experience (Alstad and Smirk, unpublished) suggests that 
high casual blood pressures due chiefly to a higher basal 
pressure are of more serious significance than casual blood 
pressures of equal height caused chiefly by an increase in 


the supplemental pressure, but the latter may be associated 
with pathological sequelae of hypertension. 

Further relevant observations on basal and supplemental 
pressures have been reported elsewhere (.Alam and Smirk, 
1943a, 1943b ; Smirk, 1944, 1947 ; Kilpatrick, 1948). State- 
ments are made that blood pressures over 135 in young 
adults are to be regarded as abnormal. It is suggested that 
the decision rests to some extent on our concept of abnor- 
mal. I believe some confusion would be avoided if the 
decision about the normality or abnormality' of a blood- 
pressure level were held to depend upon whether it is 
attained through the normal operation of physiological 
processes or whether it is elevated to some extent by patho- 
logical processes. Moderate elevations of the blood pres- 
sure may at first be induced entirely by the operation of 
physiological processes. Some of these physiological pro- 
cesses are intrinsic and represent a physiological set or a 
resultant of the many intrinsic factors influencing blood 
pressure. Some factors influencing the blood pressure, such 
, as geographical and social environment, are extrinsic, and 
others, such as obesity, are probably both intrinsic and 
extrinsic. 

The hypothesis suggested by the circumstantial evidence 
outlined above is that physiological elevations of the blood 
pressure, if high enough or of sufficient duration, predispose 
strongly to. or in some cases cause, the development of a 
pathological elevation of the blood pres sure ^-namely, 
essential hypertension. Those influences which lead to 
elevation of the basal pressure probably predispose more 
strongly to the subsequent development of essential hyper- 
tension than influences which elevate only the supplemental 
pressure. 

3, Evidence that in Essential Hypertension Blood-pressure 
Elevation Sometimes Precedes the Development of 
Arteriolosclerosis 

The evidence comes partly from the many clinical reports 
of high-blood-pressure tendencies at an early age, when 
primary pathological changes in the vessels are unlikely 
(Glomset, 1931 ; Ayman, 1934 , Hines, 1940 : Kerley and 
Lorenze, 1942 ; Levy, Hillman, Stroud, and White, 1944 ; 
Graham, Hines, and Gage, 1945 : Platt, 1948), and partly 
from histological and renal function studies. The tem- 
porary’ nature of the blood-pressure rises initially also 
suggests that an established humoral mechanism (e.g., 
Goldblatt) is not operating at this early stage. 

Cases of essential hypertension in which the kidney taken 
at necropsy was normal have been reported by many 
authors (Pal, 1919 : Bell and Clawson, 1928 : Moritz and 
Oldt, 1937 ; Fishberg, 1939 ; Garreton-Silva, Rodriguez, 
and Aspillaga, 1941), although most of them regarded this 
as an exceptional finding. When, however, cases are 
selected deliberately from patients in the early stages of 
the disorder, normal kidneys or those showing minimal 
changes are often encountered (von Monakow, 1920 : Wall- 
gren, 1922). Thus kidney samples from early cases, removed 
at biopsy in the course of sympathectomy operations by 
Castleman and Smithwick (1943), have shown few of the 
findings characteristic of the more advanced cases encoun- 
tered at necropsy. 

Scott (1944) and Goldblatt (1947) criticized Smithwick 
(J944), in that his biopsy samples were too small. 
Smith wick’s histological observations, however, are sup- 
ported by the finding of almost normal diodrast excretion, 
which corresponds with results published by Page and 
Corcoran (1945). My histological observations on post- 
rrtortem material from moderate hypertensives under the 
age of 40, and dying of unrelated disorders, suggest that 
recognizable defects in arterioles may be lacking. Where 
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arteriolar changes were found they were much less in 
degree than those exhibited by the arterioles of elderly 
normotensives. 

Cox and Dock (1941) perfused the kidneys of patients 
with essential hypertension and of controls and found the 
flow through the kidneys decreased with age, the decrease 
being but little greater with essential hypertension kidneys 
than with control kidneys from the same age group. 
Kimmelstiel (1933), perfusing kidneys, found little vascular 
obstruction in many early cases of benign hypertension, 
with equal or greater vascular obstruction in some elderly 
normotensives. McGeorge (1945) demonstrated a decre- 
ment in the renal function with increasing age, and pointed 
out that the renal function of young hypertensives was 
similar to that of young normotensives and both exhibited 
a better capacity to concentrate urea and chloride simultane- 
ously (Smirk, 1933-4, 1934) than either old normotensives 
or old hypertensives. The decrease in renal function pro- 
gresses more rapidly in cases of essential hypertension than 
in non-hypertensive controls. It seems very probable that 
the decrements in renal function with advancing years in 
normotensives and in essential hypertensives are due largely 
to decrease with age in the blood supply to the kidneys, with 
a more rapid decrease in the latter. Aitken in his unpub- 
lished work for a New Zealand M.D, thesis in 1944 
ndertook at my suggestion some observations on injected 
specimens of kidneys from young subjects of essential 
hypertension and also found the vascular beds to be sub-^ 
stantially normal. 

Indeed, it would seem that the evidence of gross 
pathology, microscopical pathology, intra-arterial injection 
studies of kidneys, biopsy studies of kidneys, perfusion of 
dead kidneys, renal function tests of various kinds, and the 
intermittent character of the blood-pressure increase in its 
early stages all suggest that the degree of permanent renal 
ischaemia in the early stages of essential hypertension in 
young subjects is unimportant and is not to be regarded as 
an adequate explanation of the blood pressure increases. 
The evidence available at the present time suggests that 
when the disorder starts or when a " pre hypertensive ” state 
is present in comparatively young people the elevation of 
the blood pressure is often, probably usually, manifest 
before the characteristic pathological changes make their 
appearance in the kidney and in other organs. 

In many patients, bon ever, the blood pressure does not 
start to rise appreciably unfil after the age of 40 or 50. 
When the blood pressure first rises after the age of 45 
pathological changes in renal arterioles of one kind or 
another will almost certainly be present before the blood- 
pressure increase has reached the level ordinarily regarded 
as abnormal. It is possible, therefore, that in at least some 
ol the cases in which the blood pressure begins to rise 
appreciably for the first time in middle life the renal 
ischaemia may have initiated the increase. 

4. Evidence that High Blood Pressure Accelerates or 
Causes the Development of Arteriolosclerosis' 

In almost every muscular organ an increase in work 
beyond the physiological range of any kind of muscle- 
cardiac, voluntary, or involuntary — leads to *hypertrophy. 
1 he cardiac hypertrophy in hypertension and the develop- 
ment of voluntary muscles with physical labour are well 
known. In the alimentary, urinary, and biliarv tracts partial 
obstruction leads to hypertrophy of the muscle behind the 
obstruction. In the larger vessels of well-established cases 
of essential hypertension hypertrophy of the media is 
encountered. Vascular hypertrophy is seen in small 
pulmonary arteries obstructed by the bilharzia ova (Shaw 
and Gharecb, 1938). 


The walls of veins hypertrophy when exposed to raised 
pressure in arteriovenous aneurysm, the portal veins in 
cirrhosis of the liver, and the great systemic veins in con- 
gestive heart failure (Pei-Lin Li, 1940). In high blood 
pressure of varying types, essential hypertension, glomerulo- 
nephritis, pyelonephritis, polycystic kidneys, medullary 
hyperadrenia, cortical hyperadrenia, and in experimental 
hypertension of different types the typical thickening in the 
walls of arterioles has been described. Such changes may 
occur even in young children with hypertension of various 
origins. It seems that this hypertrophy also is due to the 
effect of increased pressure on the walls of blood vessels. 
Although the vast majority of observations strongly favour 
the idea that high blood pressure can cause hypertrophy ol 
the walls of arterioles and of larger arteries a certain amount 
of evidence is either opposed to or fails to support this 
idea. In coarctation of the aorta it is stated (Graybie! 
Allen, and White, 1.935) that the arterioles in muscle sample; 
taken in the upper part of the body showed no hypertrophy 
when compared with muscles taken from the lower part ol 
the body. On the other hand, arteriolar hypertrophy ir, 
coarctation cases has been reported (Heyer and Keeton 
3941). 

Again, there are a number of instances in the literatun 
of high blood pressure of appreciable duration with few 
changes in the arterioles. In experimental hypertension ii 
animals of various types arteriolar changes are sometime! 
found and sometimes lacking (Hamperl and Heller, 1934 
Wilson and Pickering, 1937— S : Wilson and Byrom, 1939) 
Negative results may mean that there has not been enougl 
time for hyperplasia or that the degree of increase in th< 
blood pressure was insufficient. It seems that the dog oftei 
can tolerate prolonged experimental hypertension withou 
exhibiting substantial arteriolar changes ; on the othe 
hand, it has been shown by Wilson and Byrom (1939), ii 
the rat, that high blood pressure induced by ischaemia o 
one renal artery may lead to typical changes in thi 
arterioles of the non-ischaemic kidney. 

The observations of Wilson and Byrom were not acceptec 
by GoldbJatt and Kahn (1940), on the grounds that whiti 
rats are particularly susceptible to pyelonephritis, and thi 
latter workers considered that the results obtained migb 
have been explained by the development of this condition 
Restall (unpublished observations) has shown that rat: 
rendered hypertensive for a period of approximately oni 
year by unilateral renal ischaemia exhibit arterial change: 
in the other kidney. His histological observations and th< 
bacteriological studies by Kirschner rule out pyelonephriti: 
in most of the experiments. 

That high blood pressure gives rise to medial hypertrophy 
in the smaller arteries and in arterioles may be regarded s: 
proved. There is also evidence that other arterioscleroth 
changes, such as increase of elastic tissue and perhap. 
intimal hyperplasia ( Restall , unpublished observations), met) 
develop as the result of increased intravascular tension 
The literature is summarized by Hueper (1944). Tin 
arteriolar changes secondary to high blood pressure an 
usually more pronounced in the kidneys than in othei 
organs. 

5. Ways in which Pathological Changes Induced or 
Accelerated by Hypertension may lead to 
Further Elevation of Blood Pressure 

It seems probable that, irrespective' of the cause, pro 
longed elevations of the blood pressure of sufficient degree 
both physiological and pathological, tend to be followed b 
processes which lead to the further elevation of the blooi 
pressure, with the ultimate development of essential hyper 
tension. Any pathological or physiological changes brougb 
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about by the primary hypertension and leading to secondary 
rises of blood pressure could set up a vicious circle. At 
least five such mechanisms must be discussed. 

(i) Inelasticity of Larger Arteries 

In hypertension, arteriosclerosis of great vessels is accelerated 
with the loss of distensibility (Bramwell, 1924 ; Fahr, Davis, 
Kerkhof, Hallock. and Giere, 1932 ; Wiggers, 1938) causing 
systolic hypertension. It is stated that the mean blood pressure 
is not raised (Fahr, Davis, Kerkhof, Hallock, and Giere, 1932), 
and therefore it is uncertain whether such hypertension will 
or will not tend to accelerate arteriosclerosis and arteriolo- 
sclerosis further. It is not suggested that this systolic hyper- 
tension caused by decreased elasticity of large arteries is 
sufficient to explain the progressive increase of blood pressure, 
but that it is a factor which participates. 

(ii) Exaggerated Contraction of Hypertrophied Arterioles 
.Measurements of arterioles and small arteries in almost all 
tissues of the body, and notably in muscle, indicate that at a 
certain stage in the development of essential hypertension there 
is medial hypertrophy. It seems likely that more vigorous 
responses by hypertrophied blood vessels would account for 
the fact that both rises and falls of blood pressure in response 
to various stimuli are commonly exaggerated in essential hyper- 
tension. Experimental evidence in favour of this has been 
obtained by Restall (unpublished observations), who compared 
the response to adrenaline of blood vessels from chronically 
hypertensive and control rats, and found greater responses 
from the vessels of hypertensives, especially renal vessels. 
Even if medial hypertrophy does not of itself raise the blood 
pressure it seems probable that it would render other hyper- 
tensive agents more effective. If the medial hypertrophy caused 
by blood-pressure elevations leads to further increase of the 
blood pressure another vicious circle has been set up. 

(Hi) The Goldblatt Mechanism and Variable Reactivity of Blood 
Vessels to Pressor Agents 

' The suggestion has been made that essential hypertension 
might be due to the liberation of pressor substances from 
kidneys rendered ischaemic by arteriolar changes in the renal 
blood vessels (Goldblatt, 1947). The arteriolar changes in 
essential hypertension are most prominent in the kidnev (Fahr. 
1922 ; Fishberg. 1925 : Russell, 1929 ; Moritz and Oldi, 1937 ; 
and others). I favour the view that such arteriolar changes, 
more particularly in the later years, may occur primarily, but 
some at least of them may be caused or accelerated by the 
prodromal rises of blood pressure referred to in the first part 
of this paper. 

The experimental evidence that ischaemic kidneys sometimes 
liberate pressor substances is so strong that it may be taken 
as proved. The presence of some degree of renal ischaemia 
in almost all advanced cases, especially elderly cases, may be 
regarded as established. It seems probable that such renal 
ischaemia will cause a rise in blood pressure at certain stages 
and in certain cases of established essential hypertension. The 
suggestion has been made also that functional renal vasocon- 
striction might initiate a Goldblatt type of hy pertension (Gold- 
ring. Chasis, Ranges, and Smith, 1941). At my suggestion 
Restall (unpublished observations) studied the response to 
adrenaline of blood vessels in rats rendered chronically hyper- 
tensive by unilateral renal ischaemia and in control rats. He 
found that vasoconstriction was much more pronounced in the 
vessels of the unoperated kidneys of the hy pertensives than in 
the renal vessels of controls. Such observations indicate a 
means by which renal vascular changes may become 
progressive. 

On the other hand, renal ischaemia is not always associated 
with an elevation of the blood pressure (Kimmelstiel, 1933 ; 
Cox and Dock, 1941). Whether the absence of hypertension 
is due to failure of the kidneys to release pressor agents, to 
the subsequent inactivation of such agents (Fasciolo, Houssay, 
and Taquini, 193S : Katz, Mendlowitz, and Friedman, 1938 ; 
Rodbard and Katz. 1941), to the operation of homoeostatic 
controls preventing an elevation of the blood pressure, or even 
to antipressor agents, it is impossible to say at the present time. 
The experimental study of renal hypertension is made more 
difficult by the fact that the available experimental animals 


behave dissimilarly (Braun-Menendez, Fasciolo, Leloir, Munoz, 
and Taquini, 1946). In the rat and rabbit it has' been suggested 
that, whereas the initial rises of blood pressure following renal 
ischaemia are due to the Goldblatt mechanism, the subsequent 
maintenance of the high blood pressure is effected by some other 
means. /The application of the results to human hypertension 
remains uncertain. The processes whereby renal ischaemia 
leads to hypertension in experimental animals is complicated 
and not yet fully evaluated. Liberation of an enzyme-like 
substance, renin, from the ischaemic kidney acts upon a 
substrate-like substance, preangiotonin, which is a constituent 
of plasma, to form a pressor agent, angiotonin. The angiotonin 
causes vasoconstriction by a direct action on smooth muscle, 
but has a limited period of action owing to its enzymic 
destruction. 

From the observations of Black (unpublished) it seems that, 
apart from destruction, the amount of circulating angiotonin 
could not be the only factor deciding the magnitude of blood- 
preskure increase. Black has shown that there is no consistent 
difference between hypertensives and normotensixes in respect 
of their sensitivity to the pressor action of intravenous angio- 
tonin. Some individuals are insensitive to doses of angiotonin 
which in others cause large rises in blood pressure. Vascular 
sensitivity to the pressor action of angiotonin runs parallel with 
sensitivity to the pressor action of S. methyl isothiourea. A non- 
specific reactivity of blood vessels governs the pressor response 
as well as the amount of circulating angiotonin. 

The formation of hypertensive agents depends upon the 
degree of ischaemia and the amount of renal tissue involved ; 
and the rate of destruction of hypertensive agents is related 
to the amount of non-ischaemic renal tissue in the body. The 
kidneys both of essential hypertension and of elderly normo- 
tensive cases may have within them areas which are ischaemic 
and areas which are adequately supplied with blood. It is 
therefore possible that while parts of the renal tissue are 
forming, other parts may be destroying, the hypertensive agents. 
Increased formation of V.E.M. or decreased elimination of 
pressor amines by amine oxidase have been suggested as alterna- 
tive or additional mechanisms by which renal ischaemia could 
cause blood-pressure elevations. It seems clear, however, that 
elevated blood pressure favours renal arteriolosclerosis, and if 
this in turn gives rise sometimes to further elevations of the 
blood pressure due to the renal ischaemia a vicious circle 
would be set up. 

(hr) Elevations of the Blood Pressure Persisting After the Initial 
Cause has Ceased to Operate 

(а) Hypertension Persisting After Removal of a Single 
Ischaemic Kidney. — In the rat the removal of the ischaemic 
kidney after several months of experimental hypertension did 
not usually restore the blood pressure to normal (Wilson and 
Byrom, 1941 ; Grollman. Harrison, and Wiliams. 1943 ; 
Patton, Page, and Ogden, 1943). It seems that in many cases 
pathological changes have developed in the unoperated kidney 
(Patton, Page, and Ogden, 1943 : Restall, unpublished observa- 
tions), and the persistence of the blood-pressure elevation has 
been attributed to these. Pickering (1 945) has indicated the 
possibility of a non-renal mechanism. Likewise in the rabbit 
Grollman (1944) found that nephrectomy after ten weeks of 
hypertension from renal compression does not abolish the 
hypertension. In the dog the evidence is insufficient. It has 
been shown that removal of a single ischaemic kidney abolishes 
the hypertension in the dog if the removal is carried out within 
the first few weeks (Goldblatt, Lynch, Hanzal. and Summerville, 
1934 : Blalock and Levy, 1937; Houssay and Fasciolo, 1937; 
Vemey and Vogt, 1938. 1943 ; Rodbard and Katz. 1939). 
Isolated experiments suggest that, in the dog. hypertension may 
persist if removal of. the ischaemic kidney is postponed for 
three months or more. Goldblatt, however, reported an- 
experiment in a dog with unilateral reDal hypertension of nine 
months’ duration which was completely cured by nephrectomy. 

(б) Hypertension Persisting After Bilateral Nephrectomy . — 
Pickering (1945) has shown that blood-pressure elevations may 
be made to outlive the stimulus which produced them. He 
raised the blood pressure in rabbits by unilateral nephrectomy 
and constriction of the main artery of the remaining kidney, 
and noted that if hypertension had lasted but a few days and 
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the remaining ischaemic kidney was removed the blood pres- 
sure fell to normal in a few hours. If the hypertension had 
lasted seven weeks or more excision of the ischaemic kidney 
no longer removed the hypertension. The response of the blood 
vessels was altered as the result of the prolonged hypertension. 
There are clinical experiences which may be analogous. For 
example, where the blood-pressure rise due to toxaemia of 
pregnancy has been of short duration, even if high, termination 
of the pregnancy often is associated with a comparatively rapid 
fall of the blood pressure back towards normal. If, however, the 
blood-pressure rise has been of long duration the blood pres- 
sure may not return to normal for several months afte r the 
termination of the pregnancy, and in some cases a permanent 
hypertension results. The incomplete fall or absence of a fall 
of blood pressure following the removal of a unilateral 
ischaemic kidney even when there is good evidence that the 
remaining kidney is healthy (Abeshouse, 1941a, 1941b) may 
be another example. 

Some observations concerning the effect of bilateral nephrec- 
tomy by Flemming (unpublished observations) on hypertensive 
rabbits confirm the observations of Pickering. 

fcl JZiirwMtwua' ir mud HyptecMvcidn. 

— Medoff and Bongiovanni (1945) and Farris, Yeakel, and 
Medoff (1945) showed that rats subjected for long periods t 0 
intense intermittent audiogenic stimuli developed elevations of 
blood pressure. Restall and Smirk (unpublished observations) 
confirmed these findings and found in agreement with Medoff 
md Bongiovanni that the blood-pressure elevations were not 
abolished by light or ether anaesthesia. We noted that the 
blood-pressure increase persisted for at least several months 
after the audiogenic stimulation ended, that there was no histo- 
logical evidence of renal damage in the early stages of the 
experimental hypertension, and that the blood pressure 
remained elevated for 36 hours after bilateral nephrectomy. 
The possibility that the nervous system was damaged by 
supersonic waves has not yet been eliminated. 

In some other experiments, however, rats were exposed first 
to a signal noise (buzzer), no question of supe rsonics being 
involved. The signal noise was followed by electrification of- 
the cage causing a mild-to-moderate faradic stimulation of the 
rats’ feet. This also led within a few weeks to a rise of blood 
pressure, though of smaller degree, which was not abolished 
by light ether anaesthesia. It seems that the initial blood- 
pressure elevation is due in this case to nervous stimulation, 
and that this has given rise to an increase in blood pressure 
which apparently is maintained by some process other than 
that which initiated the hypertension. 

This would appear to be experimental confirmation in \the 
rat of the suggestion that certain blood-pressure increases if 
frequent or prolonged enough may outlive the stimuli Which 
vaused them. These persisting blood-pressure increases in rats 
following audiogenic and electrical stimulation often persist 
alter bilateral nephrectomy, and in this resemble those 
described by Pickering (t 945) in rabbits after hypertension 
induced by renal ischaemia. Apart from the general resem- 
blance there is as yet no evidence of a single underlying 
mechanism. The significance for human hypertension j s 
undetermined. 

(i) Absence of Appreciable Increase of Passive Resistance in 
Hypertrophied Vessels 

The idea that pathological changes in the arterioles may 
result in a permanent increase in the peripheral resistance and 
thereby be responsible for continued elevation of the blood 
pressure was discussed by Volhard (1931). The elevation was 
looked on as being passive and anatomical rather than con- 
tractile in origin. The changes in the blood vessels outside 
the kidney, however, are thought to be insufficiently advanced 
to give support to this explanation. The considerable fall in 
blood pressure which may occur for a short time after syrnpa- 
hectomy, after nitrates, or from thiocyanate overdo sa ge 

SSests fhat no great part of the peripheral resistance is the 
result of purely passive changes in the vascular bed. Re s tall 
pt-stmed threngh Abe acres the hind quarters of rat's which 
had been hypertensive fora period of 12 to 18 months (appr 0 xi- 
rr one ' t * 1 kd to one-half of the normal duration qf a 
rat s life), and, compared with normal rats, he found but little 


difference in the peripheral resistance. It appears from this 
experiment that the continued high blood pressure was main- 
tained by active vasoconstriction and even after one year only 
a minor part of the peripheral resistance of the lower limbs 
was of a passive character, f have not, therefore, been able 
to find experimental support for the idea that pathological 
changes in vessels lead in time to the development ' of any 
important generalized increase of passive peripheral resistance. 

6. Other Factors which may Elevate the Blood Pressure 

1. Increased Reactivity to Blood-Pressure-Raising Reflexes 
in Cases of Arterial Hypertension . — High reactivity to the 
cold pressor test (Hines and Brown, 1935) and to the blood- 
pressure-raising reflex from muscle (Alam and Smirk, 1938) 
is often encountered in essential hypertension, but this 
does not by itself explain a high level of the resting blood 
pressure. It is probable that a high degree of reactivity of 
the blood pressure to blood-pressure reflexes may express 
itself in daily life by abnormally strong and frequent blood- 
pressure variations. The blood pressure from this cause 
may be found at s higher level ia the nan-basal conditions 
which ordinarily are present at the time of measurement. 
The reactivity to blood-pressure-raising reflexes increases 
with age, but to a greater degree in essential hypertension 
than in health (Alam and Smirk, 1938 ; Russek and Zohman, 
1945). 

2. Natural Increase of Blood Pressure with Age . — The 
recorded blood-pressure averages increase with age. To 
some extent this is due to the effect of including the 
pressures of hypertensive individuals in the figures. The 
general impression, however, is that there is also an increase 
in the average blood pressure with age which does not 
depend on the inclusion of hypertensives. This “ natural ” 
blood-pressure increase with age is likely to 1 be one of the 
several factors responsible for the increase in the incidence 
of essential hypertension in the later years of life. 

3. Alteration in the Response of the Carotid Sinus to 
Blood-Pressure Increase . — While my observations confirm 
Pickering, Kissin, and Rothschild (1936) in their view that 
the carotid sinus mechanism in cases of essential hyper- 
tension responds to digital stimulation, I found that in 
response to blood-pressure increases produced reflexly the 
pulse rate tends to rise instead of falling in most cases of 
essential hypertension, the natural relationship between 
pulse rate and blood pressure being reversed (Alam and 
Smirk, 1938). A corresponding observation was made 
previously by MacWilliam (1925). A possible interpreta- 
tion of this is that the carotid sinus offers a less effective 
control over the blood-pressure level in cases of essential 
hypertension. 

4. Increase of the Secretions of the Suprarenal Gland.— 
The suggestion has been made that cortical hyperadrenia 
may be concerned in the pathogenesis of essential hyper- 
tension (Perera, Knowlton, Lowell, and Loeb, 1944 ; Perera 
and Blood, 1947a, 1947b). In terms of the present hypo- 
thesis, blood-pressure increases of suprarenal origin or any 
other, if sufficiently frequent and prolonged, would be 
expected to play their part in pathogenesis. 

Comment 

If elevation of the blood pressure in essential hypertension 
depends upon the total effect produced by the combined 
action of several components, it becomes important to know 
whether the magnitude of the total effect is equal to the 
sum of the effects of the various components acting sepa- 
rately. The answer appears to be that the blood-pressure 
rise produced by two blood -pressure-raising stimuli acting 
simultaneously is less than the sum of the blood-pressure 
rises produced by the two stimuli acting separately (Bruce, 
Martin, and Smirk, 1945). This may be a part of the 
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explanation of why the rate of increase of the blood 
pressure is slowed up as higher levels are attained. 

No reference has been made earlier in this paper to 
malignant hypertension, largely because it is thought that 
malignant hypertension is something other than a severe 
or accelerated form of essential or benign hypertension. 
After a survey of 169 consecutive deaths in hypertensive 
individuals, residents of the province of Otago, New Zea- 
land, and on the basis of clinical experience in that province, 
Istad and Smirk (1948) reached the conclusion that, 
hereas benign hypertension is a very common condi- 
sn, malignant hypertension and the classical advanced 
omerulonephritis are both most exceptional, particularly 
e former. It is sometimes stated that malignant hyper- 
nsion is an accelerated form of benign hypertension. But 
:perience goes to show that benign hypertension in Otago 
ovince does not differ fundamentally from benign hyper- 
nsion in other countries, although its course appears to 
: rather milder ; yet malignant hypertension is decidedly 
icommon. It seems very probable, therefore, that the 
mdition of malignant hypertension is not merely an accele- 
ted form of benign hypertension but involves some addi- 
anal factor over and above those responsible for benign 
’pertension. It is of great interest that there is also a 
irrespondingly low incidence of chronic glomerulonephritis 
Otago province. It is clearly worth considering whether 
e infrequency of advanced chronic glomerulonephritis 
id of malignant hypertension in this province is in some 
ay related to the absence of a common aetiological factor. 


of large arteries ; (6) exaggerated contraction of hypertrophied 
arterioles ; (c) the release of pressor agents from ischaemic 
kidneys ; (d) to a very minor degree, increased passive resistance 
of hypertrophied arterioles ; and (e) an unknown non-renal 
factor or factors capable of perpetuating certain blood-pressure 
increases after the primary exciting causes of these increases 
have ceased to operate. Other factors are referred to which 
probably contribute increments of pressure increase. 

The fundamental unity of the clinical picture in essential 
hypertension is not dependent upon the blood-pressure eleva- 
tion being regarded as the result of a single or simple patho- 
logical process. It is due to the fact that the clinical mani- 
festations and complications are due almost entirely to events 
which are secondary to a single characteristic of the disorder 
— namely, high blood pressure brought about mainly by 
vasoconstricU'on. 

The above general hypothesis holds that elevations of blood 
pressure in man and certain other mammals tend to be self- 
perpetuating. It is to be expected, therefore, that the cycles 
of changes concerned in the secondary elevations of the blood 
pressure which occur in essential hypertension will be respon- 
sible in part for the perpetuation, and perhaps for the further 
increase, of blood pressure in certain other conditions such as 
post-toxaemia of pregnancy, cortical hyperadrenia, and some 
cases of chronic pyelonephritis, medullary hyperadrenia, and 
chronic nephritis. 

There is evidence suggesting that malignant hypertension is 
something other than an accelerated form of benign or essential 
hypertension. 

Grateful acknowledgment is made to Miss Walsh and Mrs. Tyson 
for extensive secretarial help, and to the Medical Research Council 
of New Zealand for grants-in-aid. 


Summary 

It seems probable that there is no single or simple primary 
use of essential hypertension. 

It is thought that the disorder may originate in some cases 
om the simple overactivity of physiological processes, whereas 
other cases pathological changes such as renal arteriolo- 
lerosis may he. primary. 

It is suggested that the blood-pressure increases are of compo- 
te origin but that these increases, if frequent, high, or prolonged 
tough, give rise to a number of pathological and functional 
tanges which tend to maintain or elevate the blood pressure 
irther. Once this self-perpetuating cycle of changes has been 
:t up the condition may be described as essential hypertension, 
nder-average blood pressures are associated with a much 
ecreased incidence of essential hypertension in later life. It 
difficult to explain this protective influence of low blood 
ressure except by the hypothesis that the tendency to develop 
igh blood pressure in later life is influenced strongly by the 
recise level of the blood pressure even when this lies within 
le normal range. 

Examples of factors various combinations of which may 
lise the level of the blood pressure enough to enhance strongly 
te liability to the subsequent development of essential hyper- 
nsion include: certain geographical environments, race, 
eredity. emotional lability or disposition to over-alertness and 
nseness, occupations or domestic environments involving a 
mdency to stress and strain, over-average liability of the 
isomotor system to respond by vasoconstriction to tenseness 
nd emotion, physical activity or metabolic stimuli, over- 
verage body weight or sthenic habitus. 

Elevations of the basal pressure are likely to throw greater 
train on the heart and on small arteries and arterioles than 
re elevations of the supplemental pressure. 

The degree to which blood vessels are able to withstand 
xposure to over-average blood pressure or vasoconstriction 
•ithout undergoing pathological change varies from one indi- 
tdual to another and is likely to have an important influence 
oth on the rate of increase of the blood pressure and on the 
development of complications. 

Examples of a number of pathological and functional 
hanges which in various combinations it is thought might be 
esponsible for further elevations of the blood pressure are 
ited and discussed in the text. These include : (a) inelasticity 
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THE ROLE OF INFECTION IN 
GRANULOPENIA 

BY 

KENNETH ROBERTSON, M.D., F.R.C.P. 

Physician. Royal Hants County Hospital. Winchester, anti 
Royal South Hants Hospital. Southampton 


In 1922 Schultz first reported a condition of severe and 
progressive oral sepsis associated with granulopenia, which 
often ended fatally. There can be no doubt that in the 
earlier cases the importance of sepsis was realized and 
stressed, but during the twenty years which followed 
Schultz’s paper the aetiological emphasis shifted from infec- 
tion to the leucotoxic drugs, the administration of which 
often coincided with the appearance of “ malignant 
neutropenia,” as this syndrome was now called. 

Reports of cases associated with the taking of compounds 
( containing amidopyrine began to appear on the Continent 
in 1930, and later in this country. The evidence against 
: these drugs seemed irrefutable, particularly when it was 
, shown that, in some patients who had recovered, a further 

• small dose immediately produced a profound fall in the 
** number of circulating granulocytes. With further experi- 
i; ence other therapeutic agents fell under suspicion, and 

cases of dangerous neutropenia were reported after the 
use of organic arsenic, gold salts, sulphonamides, and, more 
T recently, the thiouracils. This list is by no means complete, 
r ; but is sufficient for the present purpose. 

As familiarity with the condition increased, more and 
'■ more importance was focused upon the leucotoxic agent, 
while the infection which invariably accompanied the con- 
i'- dition came to be regarded as a purely secondary' matter, 
, due to invasion of the defenceless organism by bacteria. 
ir-Thus Wilkinson (1936) uses such phrases as “the primary 
cause is clearly not bacteriological ” and “ it is apparently 
.-.'true, however, that the oral, throat, and other ulcerative 
,.cr necrotic lesions are secondary to the blood condition, 

* and not vice versa." 

This view has undoubtedly held the field with little or 
no question, though all writers on the subject have referred 
to the fact that malignant neutropenia is from time to 


time encountered in certain severe infections, particularly 
staphylococcal septicaemia and osteomyelitis, pneumonia, 
and liver abscess, when none of the usually accepted leuco- 
toxic drugs have been used. Witts (1936) points out that 
patients whose white cells have been depressed by one of 
these drugs may or may not develop the acute illness, 
depending upon chance exposure to infection. He also 
refers to animal experiments which seemed to show that 
such drugs make impossible the normal leucocyte response 
to infection. 

Dameshek and Wolfson (1942) made a preliminary report 
on the treatment of agranulocytosis by sulphonamides. 
Nixon, Eckert, and Holmes (1943) described three cases 
in which agranulocytosis developed while infections were 
being attacked by sulphadiazine. Instead of withdrawing 
the drug, it was continued in larger doses, with the result 
that the blood pictures returned to normal and the patients 
recovered. 

Since these papers, the part played by infection in 
granulopenic conditions has assumed increasing importance. 
There can be no doubt that many physicians have accepted 
Dameshek's advice regarding treatment and no longer worry 
about the blood picture, concentrating their efforts in over- 
coming the infection which is threatening to overwhelm 
the victim. 

Boland, Headley, and Hench (1946) reported the cure 
of a case of total' agranulocytosis following the use of 
gold — a particularly fatal combination — by means of peni- 
cillin. In the same paper they refer to fourteen other cases 
associated with various drugs successfully treated in the 
same way. 

Nevertheless, Israels (1948), writing of penicillin treat- 
ment, says : “ Several cases have been reported in the litera- 
ture, but the results are not very convincing. If there is 
evidence of sepsis, it is clear ’that penicillin should be given 
promptly.” Acute agranulocytosis unassociated with sepsis 
must be exceedingly rare, though Hickie (1948) has 
described the case of a 70-year-old man whose blood 
appears to have been almost devoid of cells of the granular 
series for a period of three years, and in whom it seems 
that sepsis was infrequently seen, and only as mild 
superficial episodes. 

In March, 1946, I had under my care a woman who 
developed a complete agranulocytosis while undergoing 
treatment with gold for rheumatoid arthritis. Two pre- 
vious similar cases under my care had quickly ended fatally 
in spite of vigorous treatment, using all the recognized 
methods of bone-marrow stimulation. In this case peni- 
cillin was added to the treatment, and recovery was prompt 
and complete. 

A Series of Cases 

While serving on the Medical Division of'a military hos- 
pital during 1947 I had the opportunity of treating a number 
of cases in which severe granulopenia complicated arsenical 
treatment of syphilis. In addition to N.A.B. all these cases 
were receiving bismuth, an agent which appears in the list 
of ieucotoxic materials given by Beaumont and Dodds 
(1947), though I have been unable to discover the report 
of any case in which granulopenia followed the use of 
bismuth without arsenic. 

In the earlier cases British anti-Lewisite (BAL), “ pen- 
tide,” blood transfusion, ascorbic acid, liver extract, and 
other bone-marrow stimulants were used in addition to 
penicillin. In six subsequent cases penicillin alone was 
employed, with very satisfactory results. McManus (1946) 
records a similar experience. A case of “ arsenical agranu- 
locytosis ” treated with BAL and pentide failed to improve 
until penicillin was added to the treatment. In a second 
case cure was rapidly achieved by the use of penicillin alone. 
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In every instance sepsis, particularly in the mouth, was 
striking and severe, and haematological improvement went 
hand in hand with resolution of the infection. This was 
so striking that I wondered if the infection was of greater 
importance in the causation of the condition than the 
arsenic. I wondered, too, if it could be shown that cure 
could be assured, provided the infection was controlled, 
even when further arsenic was administered. Further cases 
of arsenical granulopenia provided the material necessary 
to put this view to the test. 

Several doses of N.A.B. were given to a man (Case 1) 
immediately after his recovery from the acute illness, for 
which he had been treated with penicillin alone. These 
produced no untoward effects either clinically or in the 
blood picture, and he went on to complete his full 
course of antisyphilitic treatment. In Case 2 the same 
procedure was followed, with the same result. 

It now remained to observe the effect of arsenic 
administered before the acute illness had been controlled. 
In Case 3, 0.6 g. of N.A.B. was given 24 hours after- 
starting penicillin. This appeared to make no difference 
to the patient’s response to treatment. In Case 4 a full 
dose of N.A.B. was given before starting penicillin treat- 
ment. In this case recovery was somewhat delayed, but 
it was discovered that the infection involved a penicillin- 
resistant strain of staphylococcus, and the local sepsis did 
not respond until very large doses of the antibiotic had 
been given. The haematological improvement followed 
immediately upon control of the local infection. Reports 
of the four cases are given below. 

Case 1 

A private soldier aged 25 was admitted seven weeks after 
starting routine treatment for a dark-ground-positive chancre. 
Treatment had been interrupted by mild febrile reactions to 
arsenic injections, and on admission he had received 3.15 g. of 
N.A.B, and 1.4 g. of bismuth in addition to 4 mega units of 
penicillin. 

He presented with gross oral sepsis, the gums, which were 
swollen and congested, being particularly affected. His tem- 
perature was 104° F. (40° C.) and his pulse rate 110. There 
was considerable adenopathy involving all the superficial 
glands, his spleen was palpable, and he was covered with (t well- 
marked pigmented secondary syphilide. His white cells num- 
bered 5,000 per c.mm., only 5% of which were of the granular 
series (total polymorphs 250). The Kahn test was positive, two 
nits, and the Paul-Bunnell test negative. He was treated with 
0,000 units of penicillin three-hourly. At the end of 48 hours, 
nth his temperature falling and his mouth improving, his white 
ells numbered 6,000, 24 of which were granulocytes (total 
.440) On the fifth day his temperature was normal, and his 
nouth almost normal, while his white count had risen to 7,600, 
13°, polymorphs (total 3,268). Two days later, the penicillin 
'ung continued. 0 3 g. of N.A.B. was injected intravenously, 
(here uus a slight febrile reaction, but his white cell count 
emained satisfactory ; indeed, when comparing counts made 
mmcdiately before the injection with those made at 12 and 18 
hours after the injection there was a definite increase in the 
number of circulating polymorphs. 

Two da\s later a further injection of 0.45 g. of N.A.B. was 
given To this injection there was no reaction, but 36 hours 
later he showed a leucocytosis of 20,000 with 65% polymorphs 
(total 13.000) During this stage of treatment penicillin cover 
had been maintained. This was now discontinued, and he 
subsequenth completed his course of antisyphilitic treatment 
with N A B and bismuth without further incident, his blood 
count remaining normal throughout. 

Case 2 

A soldier aged 24 should have received his final dose of 
N.A.B. and bismuth on July 5. This was withheld because of 
swollen cums, and he was referred to the dental department. 
He was admitted three days later with a temperature of 104" F. 


(40° C.), .pulse 130, -and showing gross swelling of his lower 
jaw, gingivitis, and many boils on the arms and trunk. He had 
received 7.5 g. of N.A.B. and 2.6 g. of bismuth. His blood 
showed 3,650 white cells per c.mm., with 10% polymorphs (total 
365). The Kahn test was negative. Penicillin was started 
50.000 units being given every three hours. His response was 
immediate, and in 24 hours his temperature had fallen tc 
100° F. (37.8° C.) and there was considerable local improve 
ment, while his polymorph count had risen to 896. Three day; 
later the condition of his mandible and gums seemed normal 
while all his boils had healed and his white cell count showei 
that 56% of 3,600 cells were polymorphs (total 2,016). Penicil 
iin was discontinued, and two days later, with a normal whit 
cell count, he was given 0.45 g. of N.A.B. intravenously. Thirty 
six hours after the injection he showed a leucocytosis of 14,000 
with 64% polymorphs (totaj 8,960). Two w>eeks later his whit 
cell count was normal. 

- Case 3 

A 43-year-old officer received his fifth injection of arseni 
on Oct. 16. The total amount of arsenic received was 2.55 i 
On the 18th his mouth and gums became painful. He wa 
admitted on Oct. 25 with high fever, great swelling of the gum! 
and buccal ulceration. His white cell count was 6,200 per c.mm 
with 18% polymorphs (total 1,116). Treatment was withheld 
and the next day his count had fallen to 5,100, with 161 
polymorphs (total 816). Penicillin was now started — 50.00 
units three-houriy — and by the 27th, with clear-cut clinics 
improvement, his white cells had increased to 6,000, 32% c 
which were polymorphs, 9% being eosinophils (total granule 
cytes 2,460). N.A.B. 0.6 g. was given intravenously on thi 
day. An urticarial rash resulted, lasting 24 hours. Next da; 
with his temperature normal and showing marked Iocs 
improvement, his white cell count had improved to 7,100 (52° 
polymorphs, 7% eosinophils; total granulocytes 4,189). Froi 
this point his illness rapidly resolved, and he was discharge 
to continue his course of antisyphilitic treatment, without furtbi 
episode. 

i 

Case 4 

A private soldier aged 20 was admitted on Dec. 3. F 
had received 1.95 g. of N.A.B. and 0.8 g. of bismuth. T I 
earlier stages of his arsenical treatment had been decelerate 
on account of some skin reactions. Two days before admissio 
he had felt ill, with pain in his left cheek. The next day tt 
cheek was swollen and a sty had developed on the right lo\v< 
lid. He reported sick and was sent to hospital 24 hours late 
He then had a temperature of 104° F. (40° C.) and showe 
all the signs of considerable toxaemia. On the buccal surfac 
of the left cheek there was a deep painful ulcer. The Je 
lower lid had a staphylococcal infection, and furuncle wt 
present on his chin. A blood count showed 4,200 white cel 
per c.mm., 2% of which were polymorphs (total 84). Before th 
beginning of treatment he was given 0.6 g. of N.A.B. Two hout 
later penicillin was started in 100.000-unit doses every thre 
hours. The' next day his white count had fallen to 2,400 an 
no polymorphs could be seen in a smear. Subsequent coun' 
were as follows : 


Date 

Leucocytes 

Polymorphs 

Eosinophils 

Total Granulocytes 

Dec. 5 

2,600 

4% 

13% 

442 

„ 6 

4,300 

6% 

8% 

602 

„ 7 

4,000 

10% 

3% 

520 

„ S .. 

5,500 

15% 

7% 

1,210 

..9 

4,400 

17% 

4% 

924 

„ 10 

8.SOO 

14% 

9% 

2.024 

„ 11 

7,000 

36% 

4% 

2.800 

., 12 

7.! 50 

35% 

8% 

3,074 

.,15 

9.350 

46% 

6% 

4.842 

.,20 

8,000 

60% 

2% 

4,960 


On Dec. 6 the staphylococcus obtained from his lesions wa 
reported to be penicillin-resistant. The dose of penicillin wz 
immediately doubled. At this time, though his temperatur 
had subsided and his general condition was excellent, the bucc; 
ulcer was showing no signs of healing. During the next fe' 
days this situation was reversed and the ulcer healed steadil; 

It will be seen that restitution of the blood picture w< 
delayed, and it seems reasonable to assume that this w: 
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related to the fact that the infecting organism proved rela- 
tively resistant to penicillin and that it was not subjugated until 
the dosage was considerably increased. This patient received 
in all 15 mega units of penicillin. 

Discussion 

In this small investigation it appeared that infection was 
playing the major part in the aetiology of the condition, 
and that its control allowed recovery of the bone marrow, 
a recovery which further arsenic was unable to prevent. 

In other .conditions associated with granulopenia I have 
noticed serious deterioration as a result of superadded infec- 
tion. A man convalescent from glandular fever sustained 
a streptococcal infection of his throat. His polymorphs 
promptly fell from 1,800 to 90 per c.mm., to rise again 
immediately the infection had been subdued by penicillin. 
A woman suffering from chronic lymphatic leukaemia 
developed gross infection in her mouth and throat. This 
resulted in a grave illness, with high fever, widespread pur- 
pura, and a rapid fall in the haemoglobin level, which 
reached 25%. Treatment with parenteral and intraoral 
penicillin rapidly overcame the infection, the fever fell to 
normal, the mouth lesions healed, the purpura vanished, 
and the haemoglobin began to rise, eventually reaching 
over 100%. She has remained well during six months’ 
subsequent observation, though her blood picture is still, 
of course, that of chronic lymphatic leukaemia. In other 
cases of leukaemia acute and threatening episodes have 
been initiated by sepsis, the control of which has resulted 
in temporary improvement in the patient’s condition. 

There seems to be little doubt that a functionally damaged 
bone marrow is particularly vulnerable to the toxins result- 
ing from sepsis. It is well known, for example, that infec- 
tion can interfere with the full therapeutic effect of liver 
extract in the treatment of Addisonian anaemia. 

The factors giving rise to neutropenia are doubtless 
multiple. In addition to the part played by leucotoxic 
drugs — and no one will challenge this factor — it seems that 
idiosyncrasy, sensitization, age, sex, and endocrine factors 
must all be taken into account. But it may well be that 
infection, which is, I believe, the only factor common to 
almost every case, is the most important of all. A recog- 
nition of this possibility is clearly of considerable therapeutic 
and preventive importance. It would seem wise to exclude 
sepsis in cases of rheumatoid arthritis and thyrotoxicosis 
before embarking upon treatment with gold or the thioura- 
cils. At the same time patients undergoing treatment by 
any of the recognized leucotoxic drugs should be warned 
to avoid infection and to report the smallest infective pro- 
cess immediately. Printed instructions might be' valuable 
from this point of view. It is doubtful if the white cell 
count is of any value in giving warning of white cell 
depression, and may even lead to a false sense of 
security. 

It has always been said that the appearance of a blood 
dyscrasia while undergoing treatment by any of these drugs 
precludes for ever the use in such a patient of the par- 
ticular material thought to have been causative. The obser- 
vations recorded here suggest that this dictum may not 
need to be adhered to when there are indications for 
further administration of the offending preparation. 
McGibbon and GIvn-Hughes (1943) came to the same 
conclusion after describing a case of agranulocytosis 
following arsenic. 

In 1942 a fulminating case of agranulocytosis under 
my care, following the use of sulpbapyridine, was given 
after recovery 3 g. of the drug by intravenous injection. 
Frequent white cell counts made during the subsequent 4S 
hours revealed no fall in the number of granulocytes. 


Conclusions 


It is suggested that in conditions of serious neutropenia 
infection plays a predominant part ; that in its prevention, 
while undergoing treatment with possibly leucotoxic drugs, 
avoidance of infection, both endogenous and exogenous, 
is of more importance than repeated blood examinations ; 
and that in the treatment of the established condition atten- 
tion should be centred upon the immediate arrest of the 
infective process by the free use of the most suitable specific 
drug, which at present is likely to be penicillin in most 
cases. It should be given in large doses, in the region of 
1 mega unit daily. In these circumstances pentide, blood 
transfusion, etc., may with advantage be withheld during 
the first 72 hours. If there has been no response at this 
stage pentide should be started and continued until response 
is well established. Fresh blood, folic acid, pyridoxin, 
ascorbic acid, liver extract, and thyroid may all be useful 
in individual cases. Where there has been satisfactory 
response to penicillin alone it may be possible to resume 
the supposedly leucotoxic drug, if necessary. 


My thanks are due to the Director-General, Army Medical Services, 
foT permission to publish this paper, and to Brigadier F. 3. O’Meara, 
Consulting Physician, BA.O.R., Colonel C. A. Gavan Dairy, Officer 
Commanding Medical Division, 94th (Hamburg) British Military 
Hospital, Colonel F. E. BuckJand, Director of Pathological Services, 
B.A.O.R., and Captain W. T. Hendry, for their interest and help 
in this investigation. 
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INSTRUCTION OF THE MEDICAL 
STUDENT IN PAEDIATRICS 
an insight into family practice 

BY 

W. S. CRAIG, MX)., F.R.CP.Ed., M.R.C.P. 

F. CHARLOTTE NAISH, M.D. 

AND 

M. F. G. BUCHANAN, M.B., Ch.B.Ed.. D.CE 

Instruction of the medical student is concerned primarily 
with the training of the future family doctor. Undergrad- 
uate training suffers from having to be provided under 
conditions dominated by hospital considerations of disease. 
As a result the recently qualified doctor entering general 
practice has to adjust his outlook. He is not long in prac- 
tice before he realizes that many of the problems which 
appeared simple -of solution when seen in hospital are 
complex when considered in relation to the needs of the 
home. Short of restoring the old-time apprenticeship system 
it is difficult to see how this handicap can be completely 
offset. 

The handicap applies particularly to undergraduate study 
of health and disease in infancy and childhood. Ward 
instruction is deficient because of the absence of the mother 
and of any visual reminder of home conditions. The 
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deficiency is made good in part, but only in part, by teach- 
ing in hospital out-patient departments, at infant-welfare 
sessions, and at school medical inspections. These sessions, 
no matter how efficiently they are run, are apt to suffer 
from a routine intended to cope with a considerable num- 
ber of children in a set period of time. Health and disease 
in childhood are studied in an atmosphere of organized 
efficiency rather than one of intimacy of understanding. 
The student is left with an impression of a limitless tide 
of “cases,” some of interest, others of doubtful interest. 
The tide is apt to flow with such speed that in his concern 
over physical findings the student is insufficiently impressed 
by the human family problem presented by each child. 
Nor can the hospital clinician, be he ever so able a teacher, 
convey to the students that full depth of understanding of 
mother and child and family circle which makes for suc- 
cessful care of child life in general practice. 

Experiment at Leeds 

The medical student taking out his course of clinical 
instruction in paediatrics and child health at the University 
of Leeds is given opportunities of seeing healthy and ailing 
children in hospitals and at clinics, handicapped and 
“ deprived ” children in day and residential homes, and 
some of the homes from which sick children have been 
admitted for treatment in hospital wards. In the course 
of his studies the same student meets practitioners on the 
visiting staffs of hospitals and in the employ of local 
authority child-health services, nurses working in hospital 
or as health visitors, school nurses, and district nurses or 
district midwives. He is given a didactic lecture by a 
family doctor on the theme of paediatrics as met with in 
general practice, but until recently has not seen the family 
doctor at work. 

We are convinced that the family doctor has a vital part 
to play in care of the child in health and disease. We are 
equally convinced that training of the future doctor in 
paediatric care would derive immeasurable benefit from 
early insight into such care as is provided in the course of 
everyday general practice. Ourselves (W.S.C. and F.C.N.) 
brought up from childhood in the households of family 
doctors, we are acutely aware in our professional work 
to-day of the debt we owe to that privileged experience of 
the past. Over a number of years one of us (F.C.N.) has 
made a special study of infants and children seen in the 
course of day-to-day family practice. Study pointed to the 
desirability of expanding the range of service offered to 
mothers and children in practice. One way in which expan- 
sion was developed was to reserve an afternoon each week 
for consultations for mothers and their children. In effect 
a clinic was established as an integral part of the activities 
of the family practice. The clinic proved a success from the 
start and has now run uninterruptedly for almost two years. 
There is implied recognition of its value in the authority 
recently given by the local executive council to continue 
the established policy of reserving one afternoon each week 
for mothers and children. 

We felt that the training in paediatrics of. the future 
general practitioner would benefit by insight into the work 
of a clinic conditioned by the circumstances of family prac- 
tice. Experimental arrangements were therefore made to 
enable students, while attached to the University Depart- 
ment of Paediatrics and Child Health, to visit the clinic, 
wc arc satisfied that the arrangements have proved their 
value. The purpose of this paper is to give an outline of 
the arrangements and their results, because it is considered 
they indicate means whereby undergraduate, and indeed 
postgraduate, instruction of the medical student can be 
widened and improved 


The General Practice 

The practice is one of a number in a non-university city 
with an approximate population of 100,000. The bulk 
of the work is concerned with the families of manual 
labourers, clerical workers, and shop employees. Of other 
persons on the' practice list a small number are members 
of professional and military families. Midwifery consti- 
tutes an important part of the activities of the practice, 
and in the matter of social groups reflects the distribution 
characteristic of the practice as a whole. 

The Clinic 

The clinic is held in the family doctor’s private house, 
which is situated in a working-class district. Accommoda- 
tion consists of a yveighing-cum-secretarial room, a waiting- 
room, and a consulting-room with screened examination 
couch. The accommodation is in fact the “surgery.” 
Furnishings include low seats suited to use by nursing 
mothers. 

Sessions are held weekly. The family doctor (F.C.N.) 
has the assistance of a secretary and burse, and has recently 
been offered the services of a health visitor by the maternity 
and child-welfare authority. Attendance is on a voluntary 
basis and by appointment. Mothers who attend with their • 
babies consist of those delivered by the doctor, of those 
who are on the doctor’s National Health Service list but 
who have been delivered in hospital or by a midwife, and a 
few referred by the doctor's partners in -the family, practice. 
Of newly born infants in the practice approximately 80% 
attend the clinic. Mothers are advised to attend weekly 
until the baby is 3 months old, fortnightly during the next 
three months, and thereafter at monthly intervals until the 
baby reaches his first birthday. Older children attend at 
longer intervals or at any time, prior to school age, when 
their mothers wish advice on account of any difficulties- in 
upbringing. 

Attendances average twenty-six a session. All children 
are weighed, and individual records are kept on separate' 
cards. Duplicate cards are kept by the mothers. At any 
one session rather more than 50% of those attending are 
seen personally by the doctor at the request of the mother, 
at the instigation of the nurse, or in accordance with 
arrangements made by the doctor at the time of a previous 
visit. 

Work of the Clinic . — The ages of children attending 
range from a few weeks to 5 years. Infants predominate. 
All children are accompanied by their mothers, who know 
that they must not bring any child thought to be incubating 
or harbouring infection. It is one of the objects of the 
clinic not to divorce care of the infant from care of the 
mother or family. Health and disease are not arbitrarily 
differentiated. General management, the promotion of 
health, and the prevention of disease receive equal atten- 
tion. The indications for consultations arise from ' an 
infinite variety of circumstances. They include comprehen- 
sive routine inspections ; the supervision of infant feeding, 
whether breast, complementary, or wholly artificial ; atten- 
dance for vaccination or immunization ; requests for advice 
concerning symptoms which, were there not a clinic, might 
be ignored ; family problems such as those arising from 
ill-health of the mother or from enuresis on the part of the 
child ; and social problems such as those concerned with 
adoption and illegitimacy. 

Arrangements for Medical Students 
Attendance at the clinic is entirely voluntary. Provision 
is made for three students accompanied by a registrar 
(M.F.G.B.) to be present at each session. A number of 
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factors, including those related to distance and transport, 
make it impossible to arrange for any one student to be 
present at more than one session. At the time of his visit 
the student is encouraged to discuss the individual problems 
he has seen and any general considerations which particu- 
larly interest him. 

All students have taken advantage of the opportunities 
offered them. They know they are taking part in an educa- 
tional experiment. No attempt has been made to influence 
them in their views, and particular care has been taken not 
to initiate comparisons concerning different sendees for the 
care of child life. The students have willingly co-operated 
when asked after their visit to give a written account not so 
much of their impressions concerning detail as of their 
reactions to inclusion of the visit in the course of their 
training. 

The Student’s Reaction 

A point of practical importance is that at no time has 
there been any unfavourable reaction to the presence of 
students on the pan of mothers attending the clinic. As 
to the students themselves, while some few were construc- 
tively critical of certain aspects of the arrangements made 
for diem, all testified to the value of their visits to the clinic. 
Many were unreservedly enthusiastic. Significance attaches 
to the reasons given for their opinions. 

Almost all the students stressed that the visits had given 
them their first opportunity to " see general practice in 
operation.” Of those who made this comment a number 
wrote of having appreciated for the first time the part which 
the family doctor can play in the care of child life in health 
and disease. Reading their remarks, it is evident that a 
number of students had had borne in on them how many 
of the children they see in the hospital out-patient depart- 
ment could be properly dealt with in the more suitable 
environment of a family doctor’s consulting-room. Others, 
again, were impressed bv seeing conditions which are rarely 
encountered in hospital but which, although they may have 
no serious immediate clinical significance, bulk more largely 
in general practice. 

Most of the students remarked upon the advantages to 
child care of the mutual understanding and trust which it 
ts within the power of the general practitioner to establish 
with the families he attends. Other students appreciated 
the initial advantage possessed by the family doctor whose 
care of children starts in the form of antenatal supervision 
of the mothers and who knotvs the background and capa- 
bilities of families in his practice. A number of students, 
men and women, sensed the benefits to infant feeding of 
supervision being undertaken by a doctor herself the mother 
of a family. Women among the students realized that 
marriage and a family do not necessarily debar a woman 
from making a vital and special contribution to child care 
in general practice. 

We consider that the various views expressed by those 
visiting the clinic support the opinion that the experiment 
has justified itself. Evidence in favour of this opinion is 
10 be found from the following extracts from notes sent 
in by three of the students who have taken part in the 
experiment. Telling of his outlook before visiting the clinic, 
one student WTOte: “As a medical student one of the im- 
pressions I had conceived of general practice was that any 
( case which required a little more trouble taken over it than 
normal was immediately referred, especially in paediatrics, 
to the already overworked hospital.” 

Another student wrote : “ It [the visit] helped my sense 
of proportion In realizing the great value of the general 
practitioner in the promotion of child health.” A third 
student summed up his impressions as follows : “ The visit 


made me realize that general practice is not static and can 
be made progressive , . . and can provide intellectual 
satisfaction.” 

Summary 

Measures for the care of child life must be based upon the 
home. The family doctor has a vita! part to play in any such 
measures. If it is to fulfil its primary function medical train- 
ing of the undergraduate must be directed towards preparation 
for family practice. Teaching instruction in the care of child 
life is handicapped by difficulties in the way of giving the 
medical student practical insight into conditions prevailing in 
family practice. 

An educational experiment is described which is intended to 
offset these difficulties in part at least. It is considered that the 
experiment has been a success, is capable of further develop- 
ment, and might be extended to a wider field of medical train- 
ing than that concerned solely with health and disease in 
childhood. 


INTERMENSTRUAL PAIN (THE “MITTEL- 
SCBMERZ”) AND THE TIME ' OF 
OVULATION 

BY 

P, L. RROHN, B.M., B.Ch. 

(From rite Department of Anatomy, the Medical School, 
Birmingham University) 

Cyclically recurring pain in the pelvis which can be related 
to the phases of the menstrua! cycle is not uncommon in 
women. The condition was described by Priestley as long 
ago as 1872, although it is just possible that his observations 
were confused by the coexistence in his patients of chronic 
appendicitis, which at the time he wrote had not been defined 
as a clinical entity. Subsequent reports, in which corre- 
sponding pelvic pains have been referred to, mainly concern 
acute conditions that have called for operation, and in many 
instances laparotomy at the time of the pain has disclosed 
a recently ruptured ovarian follicle. 

The periodicity of interroenstrual pelvic pain is one of 
the many signs that have been taken to indicate the time 
of ovulation in women. In view of the very clear-cut 
symptoms over a long period it is of interest to report the 
following case history. 

Description of Present Case 

The patient is a married woman aged 28 in whom cyclical 
intermenstruaf pain has been recorded without interruption 
during the last 4t years. It has occurred over at least 
seven years, but at first it was irregular. She has no recollec- 
tion of similar pains before the age of about 16. 

The pain is characteristic and easily recognized. It lasts 
for no more than 24 hours, and varies somewhat in intensity 
from time to time. It is never severe and can be controlled 
with simple analgesics. It begins suddenly in one or other 
iliac fossa and is gradually referred to the pubes, from which 
it spreads as a generalized pelvic pain. 

The occurrence of the pain and the 'menstrual periods from 
April, 1944, to November, 1948, are charted in Fig. 1. The 
Table shows the duration of the two “ phases ” of the cycle. 
The following points may be noted. 

Table Showing Distribution of Duration of Phases of Menstrual 
Cycle 
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1. The onset of the pain is regular. The mean interval 
from menstruation to the onset of the pain is 17.3 ±0.33 days, 
and from the pain to the beginning of menstruation 13.0 ±0.1 5 
days. In agreement with most other statistics on the duration 
of the pre-ovulatory and post-ovulatory phases of the menstrual 
cycle, the second phase has a significantly smaller variance than 
the first pre-ovulatory phase (see Table). Although the length 
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of one of the later cycles was prolonged to 39 days, the mittel- 
schmerz occurred as usual 13 days before the next period. 
Presumably the extra length of the cycle was due to some 
interference with normal follicular development. 

2. In July, 19,44, the patient wished to become pregnant 
and was advised to regard the mittelschmerz as the most likely 
indication of the time of ovulation. Ten days after the mittel- 
schmerz in that cycle, and 
before the next period was' 
due, the patient correctly 
believed- that she was preg- 
nant. No ' further pains 
were noted during either 
her pregnancy or her lacta- 
tion. About three weeks 
after the end of lactation 
the pain was again re- 
corded, and was followed 
ten days later by the rs- 
t u r n of menstruation. 
Since then it has continued 
its regular rhythm without 
interruption. 

3. The pain has occurred 
29 times on the right side 
and 14 times on the - left. 
This predilection for the 
right side is significantly 
different from a 1 : 1 ratio 
for the two sides. Similar 
differences in favour of the 
right side have been re- 
ported for ovulation in the 
sheep (McKenzie and Ter- 
rill, 1937) and the monkey 
(Morse and van Wagenen, 
1936), and, assuming that 
the pain indicates ovula- 
tion, the observed ratio in 
this case does not differ 
significantly from the 
figures reported by these 
workers. There does not 
seem to be any regularity 
of alternation from left to 
right side. The pain has 
never occurred twice in 
one cycle. 







Fig. 1. — Menstrual cycles 
from 1944 to 1948. Occur-, 
rcnce and side of mittel- 
schmerz arc indicated by the 
arrow and R or L. 

Fig. 2. — Fluctuation in 
daily waking oral tempera- 
ure con-elated with mittcl- 
-chmcrz, which is indicated 
by arrows. 
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Correlation of Mittelschmerz with Fluctuations in the 
Waking Oral Temperature 

Since fluctuations in the body temperature are non widely 
used to indicate the time of ovulation a record of the daily 
waking oral temperature has been kept for the last 13 cycles 
The results are plotted in Fig 2, the mittelschmerz being 
indicated by arrows 

The temperature recordings conform in general to the usually 
accepted pattern, though they are not so clear-cut as some 
that have been published In the middle of the cycle, how- 
ever, there is usually a slight fall in temperature, followed by 
a steep rise to a plateau, which is maintained until near the 
onset of the subsequent period Occasionally this rise is 
indistinct 

An independent observer was asked to estimate the most 
likely time of ovulation fro m temperature charts alone. In 
eight of the 14 cycles ovulation, as judged in this way, agreed 
with the day of onset of the mittelschmerz. In three cycles 
the estimate was one day early, and in three it was one day late. 

A change in the temperature curve, particularly when the 
whole chart is available and when attention is directed to the 
mid-cycle, is at best only indirect evidence of ovulation, but 
the close relation between the temperature change and the 
mittelschmerz is of interest 

Discussion 

Early workers who described the mittelschmerz were m 
difficulties in ascribing a cause to the pain. This was due 
primarily to the fact that ovulation was thought to be 
closely related temporally to the onset of menstruation It 
is now known from both direct and indirect evidence that 
ovulation occurs at some moment in the middle of the 
cycle Intermenstrual pain, like changes in hormone excre- 
tion in the urine, physical changes in the cervical mucus, 
electrical potential changes, and so on, is obviously an 
indication of some alteration in the reproductive tract, and 
may be accepted as further evidence that ovulation occurs 
in the middle of the cycle. 

The cause of the pain is still obscure It is abolished by 
ovariectomy, but is not affected by operations that interfere 
with nervous pathways from the uterus Painful tubal 
contractions may, however, be a possible explanation 
If, as the evidence suggests, the pain is connected with 
ovarian changes, the immediate cause may be either the 
pressure of a distending follicle just before ovulation or 
the actual rupture of the follicle 
It seems probable that the pain gives a closer indication 
of the time of ovulation in those women who are aware 
of it than any other method In view of the experience of 
McSweeny and Wood (1940) that 21 out of 134 women 
could identify some discomfort in the mid-cycle, careful 
questiomng about the mittelschmerz of patients who attend 

l > fettihty chmcs would seem to be worth while Cases have 
certainly been reported (Wharton and Henrtksen, 1936) in 
which the pain had been severe enough to prevent inter- 
course and in which advice to disregard the pain was 
immediately followed by conception 

Summary 

i The cvclical occurrence of intermenstrual pain (mittelschmerz) 

1 has been followed for 44 years m a mamed woman aged 28 

1 The onset of the pam is closely correlated with changes in 

1 the waking ora! temperature, and is taken to be a reliable 
index of ovulation 
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SYNDROME OF DIAPHRAGMATIC 
HERNIA AND ANAEMIA 

BV 

A. D. CODOUNIS, M.D. 

Associate Professor of Clinical Medicine, Unnersuy of Athens; 

Director of Medical Clime III of the Red Cross Hospital, 

A thens 

No medical or surgical disease presents a clinical sympto- 
matology so varied and unstable as that of congenital or 
acquired diaphragmatic hernia. Harrington (1945) studied 
320 cases of oesophageal hiatus hernia and found that an 
average of three previous erroneous diagnoses bad been 
made before the correct diagnosis was established In 
order of frequency the most common erroneous diagnoses 
were : cholecystitis, cholelithiasis, gastric ulcer, secondary 
anaemia, duodenal ulcer, hyperacidity, cardiac disease, 
carcinoma of the cardia, stricture of the oesophagus, appen- 
dicitis, and intestinal obstruction Chevalher and Danel 
(1944) reported that diaphragmatic berma was commonly 
associated with anaemia. 

Katsigras (1946) reviewed the published reports of 955 
cases of oesophageal hiatus hernia and observed that 
anaemia was associated with the hernia tn 80 cases, a 
proportion of 8.3%. 

In my view (Codoums, 1946) diaphragmatic hernia can 
provoke the appearance of microcytic or hypochromic 
anaemia, or of macrocytic or hyperchromtc anaemia The 
personal case here described appears to be unique in medi- 
cal literature. A severe anaemia persisted for 24 years, 
as did the diaphragmatic hernia. At first there was a 
microcytic anaemia and later macrocytic anaemia 

Case Record 

J A , a man of 60, bad previously suffered from malaria 
and jaundice He had three children in good health, two 
born after the beginning of the anaemia. His present ill- 
ness started in April, 1922 After an emotional distur- 
bance he had been feeling increasingly weak, tired, and 
anxious His skin was pale and his eyes yellowish These 
symptoms, with anorexia and loss of weight, became more 
serious, and he consulted Professor Schlestnger in Vienna, 
who diagnosed hypochromic anaemia and prescribed iron 
aDd a change of climate 

Phase of Microcytic Anaemia — After three months' rest at 
Semmenng J. A. returned feeling better In December, 1922, 
pallor and progressive weakness reappeared, with vomiting, 
nausea, and epigastric swelling after meals In February, 1923, 
be went to Vienna to consult Dr Eppmger. who diagnosed 
Banti’s disease and advised splenectomy .V-ray examination 
of the gasfro-intestmal tract revealed no abnormality — probably 
due to a technical defect. 

I A. later went to France, where the diagnosis of hypo- 
chromic anaemia was confirmed. After four months’ rest in 
the country he came home in good health and noticed no 
symptoms during the year J923 

In 1924, after the same clinical and haematologicai svmptoms 
and some loss of weight (100 kg to 82 kg), he'returned again 
to France and consulted Dr. P. E. Wed!, who confirmed the 
diagnosis of hypochromic anaemia The patient was given iron 
and liver extracts, which improved bis condition " His red 
ceil count fell to 3 000 000 per cm m in J925, and Dr. Weill 
gave him a blood transfusion, after which the improvement 
was nearly complete. Between 1926 and 1938. during which 
twelve vears he had iron therapy and a chance of air each 
summer, the patient was free from svmptoms and lost no 
more weight His usual weight was 100 kg, which was con- 
sidered normal in relation to his height 

After an attack of influenza in November. 1938, J. A. 
felt very weak and dizzy. There was marked pallor of the skin 
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and mucous membranes, and a generalized oedema. Iron and 
liver extracts were prescribed and he was given three blood 
transfusions ; the second provoked a severe anaphylactic shock, 
which was nearly fatal. Five days later the; red cell count 
was only 900,000 per c.mm. Slowly the anaemia improved 
again ; large doses of iron, 10 to 12 g. daily, were prescribed, 
but the patient could take only 4 to 5 g. daily. 

He felt no pain between 1939 and 1941, but because of war- 
time food shortages he lost 25 to 30 kg. in weight. 

In July, 1941, apart from weakness and pallor, J. A. com- 
plained of pains in the left upper abdomen and palpitations. 
Dr. Maroulis, a colleague who saw him during this period, 
noted besides the anaemia hyperresonance in the left chest. 
The same iron therapy was continued and the patient improved 
again over the next five years (October, 1945). 

Altogether the evolution of the first phase of microcytic and 
hypochromic anaemia included three long periods in which the 
condition was absolutely quiescent ; after the appearance or 
reappearance of symptoms improvement was brought about by 
treatment with iron, and the patient could live a normal life. 

Phase of Macrocytic Anaemia . — Marked pallor and oedema 
reappeared in November, 1945, together with pain in the left 
upper abdomen radiating to the scapular and lumbar regions. 
A blood count showed: r.b.c., 4,120,000; w.b.c., 6,400; Hb, 
70% ; colour index, 0.85. His symptoms grew rapidly worse, 
however, and on Dec. 26, 1945, J. A. came under my care. 

At that time his temperature was 38.4° C. (101.2° F.), pulse 
rate 80, and he had slight tachypnoea. His face was like 
that of a case of nephritis, oedematous and very pale. His lips 
were bloodless, he was very weak and, besides the puffiness 
of the face, there was marked oedema of legs and meteorism. 
He had a slight thoracic kyphosis. His chest was of the 
emphysematous type ; the percussion note was tympanitic ; 
rales were heard at both bases. 

Blood pressure : 170/90 mm. Hg. X-ray examination of the 
chest and heart indicated no abnormality. Radiographs of the 
spine revealed changes in the third and fourth dorsal vertebrae, 
probably due to a healed spondylitis. Examination of the 
urine showed some white cells and some calcium oxalate 
crystals. 

Final Diagnosis 

With this history and the findings here tabulated it was 
easy to assume a relapse of the anaemia which had affected 
the patient for 24 years. But we were surprised to see 
that instead of a microcytic and hypochromic anaemia 
here was a macrocytic and hyperchromic anaemia. Then, 

■ Jan. 5, 1946, an x-ray examination by Dr. Xanthakis, 
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Table II. — Bone-Marrow Picture 
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I. — Dec. 27, 1945. Mitosis chiefly among the basophilic erythroblasts and , 
anisocytosis with predominance of Naegeli's macrocytes. Vacuoles in the * 
protoplasm and in the cellular nuclei. 

II. — Jan. 17, !946. Normoblasts present with relatively few mature nuclei in 
comparison with the protoplasm. Mitosis. Rods of giant cells and a good 
number of cells with lobulated nuclei. 

III. — -Immediately after death on April 10, 1946. Majority of reticulocytes cue 
of Ferrata type. Majority of nuclei of polychromatophilic erythroblasts are in 
mitosis. Macroblasts rarely found. Asynchronism in maturation. Immature 
megakaryocytes noted with basophilic protoplasm and without lobulation of the 
nucleus. 

undertaken to exclude the possibility of gastric ulcer or 
cancer, explained clearly the anaemia and the digestive 
symptoms and thoracic pains. 

Immediately after the patient had taken the barium meal j 
a displacement to- the right of the lower end of the oeso- 
phagus was observed. A large pocket of air in the ' 
herniated and distended stomach extended seven finger- 
breadths above the diaphragm. The stomach was elongated, 
and immediately below the diaphragm, on the lesser curva- 
ture, a diverticulum was noted. Another small diverticulum 
was observed in the descending part of the duodenum. 
Here then was a case of diaphragmatic hernia in a man who 
had been treated for anaemia for over twenty-four years. 
This is the fortieth case of this syndrome to be described in 
the literature and the first case to be observed in Greece 
up to April 16, 1945, when a preliminary communication 
was made to the Medical Society of Athens. Reviewing 
the long history of this case, it may be seen to fall into 
six successive stages. 

Stage 1 . — Apparently perfectly healthy until the age of 36. 

Stage 2. — Onset of hypochromic anaemia, from 36 to 39 
years of age. It is at this stage that J. A. complained of the 
first dyspeptic disturbances — post-prandial discomfort, epi- . 
gastric fullness, and occasional vomiting. Over these four ' 
years improvement in the anaemia would be followed by recru- 
descence, followed again by rapid improvement. 

Stage 3 . — The twelve years from the age of 39 to 51 are I 
characterized by almost normal good health. 

Stage 4 . — From the age of 52 to 54 there was a new and 
intense recrudescence of anaemia, following a 'severe attack 
of influenza in 1938. He lost 25 to 30 kg. in weight and his 
red cell count fell to 900,000 per c.mm. Later, on consulting 
the patient’s wife’, we were told that at this period she heard 
some gurgling in his stomach, even at some distance away 
from him. At the same time he complained of acute pains 
in the left hvoochondrium. disappearing a few minutes after 
protracted belching. Physical examination at that time showed 
a pronounced hyoerresonance of the left hemithorax. 

Stage 5 . — Quite well again from 55 to 60 years of age. 

Stage 6 . — The final stage lasted six months, and coincided 
with a hyperchromic and macrocytic anaemia. 

In our opinion this hernia was congenital, favoured by 
the patient’s kyphosis, and it progressively dilated through 
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the diaphragmatic hiatus over a period of 24 years and 
was responsible for provoking the alternating anaemic 
syndrome. Diagnosis in these cases is extremely difficult. 
Often a secondary anaemia due to cancer is suspected, but 
an x-ray examination reveals the diaphragmatic hernia 
instead of cancer. This was true with our case as with 
the cases of Welti and Mahoudeau (1948). The discovery' 
of a diaphragmatic hernia must often lead to surgical 
intervention. In fact, according to Welti and Mahoudeau, 
the only effective cure is surgical. In addition, the results 
of operation prove that the diaphragmatic hernia is the 
cause of the anaemia, since the latter disappears after 
operation. 

Cause of the Anaemia 

To explain the mechanism of this anaemia, Anglo-Saxon 
authors have invoked repeated haemorrhages. But in our 
case, and in many others, analysis of the stools has not 
revealed the least evidence of melaena. Chevallier (1944) 
suggested that the anaemia might be due to atrophy of 
the gastric mucosa and gastric achylia. Chevallier could 
not determine this point in his case, and the same applied 
to 3. A. We tried several times to withdraw gastric juice, 
but failed to do so because of the extreme nervousness of 
the patient. Nevertheless, it was possible to withdraw 
gastric juice from another patient of approximately the 
same age and with a diaphragmatic hernia. This showed 
a complete achylia, even after the caffeine test. This patient, 
in spite of his pronounced emaciation and severe illness, 
paradoxically does not show any anaemia. His red cell 
count was 4,200,000 per c.mm., with haemoglobin 100%. 

It is the fact that a proportion of cases of diaphragmatic 
hernia show some degree of anaemia. In most cases this 
is a microcytic hypochromic anaemia responding as rapidly 
to iron therapy as to surgical treatment of hernia. Hyper- 
chromic macrocytic anaemia is very rare in these cases. 
Only one case was mentioned by Cain and his collabora- 
tors (1939), with a colour index of 1.50 and a severe 
hypercbromic and aplastic anaemia. This hyperchromic 
macrocytic anaemia has nothing in common with Biermer’s 
anaemia. The anisocytosis is not accompanied by megalo- 
cytosis but by normobtastosis and macrocytosis, although 
to-day, according to some authors, megalocytosis and 
macrocytosis are almost synonymous. This anaemia also 
presents a distinct resemblance to that of avitaminosis B, 
and B, and to certain other primitive or secondary 
anaemias. In the case described by Cain liver therapy 
proved ineffective, whereas cure was effected by gastric 
extracts. 

In the macrocytic stage in our patient liver extracts and 
small direct transfusions of fresh blood over 27 days raised 
the red cell count from 1,800,000 to 3,430,000 per c.mm. 
■ and notably improved the myelogram (see Table ID 
The improvement was remarkable, both clinically and 
haematologically. 

In the 44 days following admission our patient received 
350 ml. of fresh blood (by direct transfusions!, 48 g. of 
iron, and 78 ml. of liver extract (by intramuscular injection). 
Clearly our patient needed not oniy anti-anaemic factor 
but also iron, owing to the presence of alternating 
microcytic and macrocytic anaemia. 

Crisis and Death 

• After his discharge on March 6, 1946, with 4,180,000 
red cells per c.mm., the patient remained well only until 
March 15. 

He then began to feel slight pains in the left hemi- 
thorax and in the abdomen, which from time to time svas 
distended. These pains were intermittent, and were relieved 
by belching. On March 30 the patient complained of 
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severe pains in the right and', left chest ,,At.the same time 
he presented pallor, anorexia, insomnia, .'^and extreme 
asthenia.- v 

On March 31 he was much worse an’d;wa's''readmitted. The 
radiologist's examination showed that the intratboraric gastric 
pouch seemed more voluminous. There was also a gross dis- 
tension of the ascending and transverse colon, displacing the 
liver to the left. We were obliged to assume that a sudden 
dilatation of the intrathoradc hernial pouch due to fermenta- 
tive gases had provoked diaphragmatic spasms at the level 
of the oesophageal hiatus, which, by exciting the vago- 
sympathetic system, affected in turn the abdominal segment of 
the stomach as also the small and large intestines. 

These spasms, being repeated, disturbed the function of the 
digestive tract and respectively, by compression, the circulatory 
and respiratory functions. It is possible that this spasm con- 
tributes (by a mechanism which we have still not explained) 
to the production of putrefaction and fermentation (given the 
existence of an obstinate constipation), and so to the dysfunc- 
tion of the haematopoietic system. In a case of this nature it 
may be that haemolytic factors discharged by the digestive 
tract into the circulatory’ system contribute to the production 
of this kind of anaemia. In any case, this last stage of severe 
anaemia was provoked from the second day by an intense 
hernial crisis simulating a strangulation. Once and only once 
we noted a positive Meyer’s reaction in the faeces after an 
enema. There had been such obstinate constipation that we 
were obliged to extract the faeces digitally, and this probably 
caused small anal erosions which would explain this positive 
reaction. 

We claim that this stage of the disease in our patient 
furnished indisputable proof that a diaphragmatic hernia can 
provoke an anaemia so severe that it may lead, with or without 
strangulation, to a fatal issue. On the eleventh day of this 
intense crisis I. A. died. We regret to say we could not 
proceed to necropsy owing to the objections of the relatives. 

Conclusion 

During the evolution of any form of diaphragmatic 
hernia different anaemic syndromes can occur. These 
ordinarily take the form of a microcytic or hypochromic 
anaemia — rarely the hyperchromic or macrocytic anaemia ; 
and sometimes these syndromes alternate, as in our case. 

In any case of anaemia in which the aetiology is not 
known a complete x-ray examination should not be omitted. 
This may reveal a diaphragmatic hernia. Conversely, when- 
ever a diaphragmatic hernia is found we should not neglect 
a complete study of the patient's blood and hone marrow. 

Summary 

A case of diaphragmatic hernia is described in which a long- 
standing microcytic anaemia was succeeded by a severe and 
ultimately fatal macrocytic anaemia. 

1 am indebted to the Director oi tbs laboratory of the Red Cross 
Hospital, Dr. S. Papagcorgiou, for his help in the detailed study of 
the blood and the bone marrow. 
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The Ministry of Health has issued a circular drawing the attention 
of hospital management committees and boards of governors to the 
importance of dose liaison with the resettlement services of the 
Ministry of Labour. During the war the Ministry of Labour set up 
a staff of disablement resettlement officers to rive advice and assis- 
tance on the employment of disabled people who have difficulty in 
getting or keeping a job. Jn many cases the disability was mental 
or complicated by mental factors. This service will now be extended 
as widely as the mental health resources of the 'National Health 
Service permit. The Ministry hopes that psychiatrists and D.P..O.S 
will get into personal touch with each other and cc-orerate in working 
the scheme. 
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AMOEBIC VAGINITIS 

BY 

N. C. SEN, M.B., D.G.O., FJR.C.S.Ed. 

Sancloria Hospital, Bttrdwan, West Bengal 

Amoebic vaginitis is rare. In a study of 200 cases 'of 
Ieucorrhoea Bickers (1943) observed that 0.5% were due 
to Entamoeba histolytica, but he did not report any case. 
Between 1916 and 1948 only fourteen cases have been 
recorded, notably by May (1943), Morse and Seaton (1943), 
Cleland (1944), de Rivas (1944), Weinstein and Weed (1948), 
and others. Most textbooks are silent about a condition 
which should receive more attention, particularly in the 
Tropics and subtropics, where the incidence of amoebic 
infestation is fairly high. 

Case Report 

A nulliparous Nepalese widow, aged 35, was seen in May; 
1948. She complained of a profuse seropurulent vaginal dis- 
charge first noticed in January of that year. There was some 
soreness of the vulva and a slight burning sensation in the 
vagina and during micturition. The discharge was almost 
continuous, and there was no alteration in its character or 
amount before or after menstruation. 

She had had a severe attack of dysentery, presumably 
amoebic, in December, 1947, when she was treated elsewhere 
and no specific remedy was administered. Soon afterwards 
she noticed swelling and pain in the perineum and the lower 
parts of both labia majora. The present symptoms followed 
and the discharge increased until she was forced to come to 
the hospital for treatment. 

Pelvic examination had to be undertaken under general 
anaesthesia. The lower part of the right labium majus was 
slightly swollen. The fourchette presented a small ulcer In 
its right half. In the vagina there were many linear ulcers, 
lying mostly transversely m the furrows between the folds of 
mucosa. They were superficial, punched-out ulcers with slightly 
overhanging edges which bled easily. The bases were raw and 
red except for a few ulcers near the f or n ices covered with' a 
thin yellowish slough. The cervix was slightly enlarged, soft, 
and ulcerated over the whole of its surface except for a small 
rim near the reflection of the vaginal mucosa on the portio. 
The externa! os could not be detected. The uterus was bulky, 

ft, and anteverted. 

Examination of the thick seropurulent vaginal discharge, 

oth dry and hanging-drop smears, disclosed many active forms 
of E histohtica The discharge was acid in reaction and pre- 
sented a few pus cells, many eosinophils, red blood cells, and 
vaginal cells, with Gram-positive cocci and a few Gram- 
negatne bacilli Scrapings from the ulcers again revealed active 
£ histohtica The discharge obtained by milking the urethra 
presented, both by dry and hanging-drop smears, active forms 
of E histohtica. Biopsy of an ulcer showed evidence of 
subacute inflammation but no E. histolytica. 

Examination of the stools revealed cysts of E. histolytica, 
but proctoscopy showed no ulcer in the lower anorectal canal. 
Other evidences of amoebiasis were the enlarged tender liver 
and slight tenderness and thickening of the descending and iliac 
colon. There were a few leucodermic patches in the region of 
the waist. 

Treatment 

Treatment with emetine hydrochloride was started. It was 
given in daily doses of I gr. (65 me.) intramuscularly. The 
vagina was cleaned twice daily with warm normal saline 
douches. After five days the discharge and discomfort were 
much relieved and examination could be undertaken without 
anaesthesia. The ulcers were healed or healing. The cervical 
lesion looked smaller and the external os could be detected. 
The cervical discharge was aspirated and showed a few 
E. bhtnhnca v-i'.h very sluggish movement. They were almost 
round, ard looked like the precystic forms of the parasite. 

The patient was complaining of some vague hypogastric pain 
accented wnh frequent micturition. A catheter specimen 


showed a number of entamoebae again moving sluggishly. No 
local treatment was given for this amoebic trigonitis or cystitis 
Treatment yvith emetine was continued, and “ stovarsol ” vagina! 
compound was given every night after the saline douches. She 
was also given an alkaline mixture. 

After 12 gr. (0.8 g.) of emetine in fifteen days the ulcers were 
completely healed and the patient felt perfectly well. No 
urinary symptoms remained, and examination of urine and 
vaginal discharge revealed no abnormality. 

Discussion 

Three points favour the diagnosis of amoebic vaginitis 
(J) Vegetative forms of E. histolytica in the discharges and 
scrapings from the ulcer. (2) Rapid cure with specific 
amoebicidal drugs. (3) The punched-out character of the 
ulcers, with slightly overhanging edges and sometimes yel- 
lowish bases, situated mostly in the furrows between the 
folds of the vaginal mucosa, which shows very little 
inflammatory reaction. 

Infection of the vagina is presumably by continuity and 
contiguity with the anorectal canal, and this may be helped 
mechanically by the method of ablution practised in Bengal 
to cleanse the part after defaecation. 

The cervix is involved in about 70% of the reported 
cases, and the ulcer is usually placed eccentrically and away 
from the external os. The uterus is often enlarged, 3nd it 
may be that many or all of the cases in which the uterus is 
enlarged, soft, and tender have some infection of the uterus 
Uterine aspiration was not done in any of the reported 
cases. 

Leucorrhoea due to E. histolytica may be fairly common 
in India. Cases should be investigated thoroughly from 
this point of view. 
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Perforation of Stomach in Scrotal Hernia • 

Owing to the rarity of this condition (only one other case of 
this type occurs in the literature: Jayle, 1893) 1 feel that the 
following is worthy of record. t 

Cxsfe Report 

The patient, a man aged 66, was sent into hospital for ? strangulated 
left inguinal hernia. He had had a left inguinal hernia for 35 years. 
Two months previous to his admission he had undergone prostatcc- < 
tomy here, with an uneventful recovery. At the time it was noticed 
that he had a small left inguinal hernia ; since the operation he had 
been perfectly well. Twenty-four hours before admission the hernia 
had descended into the scrotal sac, and one hour before admission the 
patient experienced a sudden severe pain over the left inguinal region, 
accompanied by nausea and vomiting, the vomitus being gastric con- 
tents. The pain was continuous; he was crying out in agony, and 
disliked being moved. His last bowel motion had been twelve hours 
before admission, and he had passed urine that day. 

Examination showed a well-covered muscular man. His general 
condiu’on was reasonably good, but he was dehydrated. Temperature 
96.4° F. (35.8° C.); pulse 126; respirations 44. He had a large 
scrotal swelling 12.5 cm. in diameter, which filled the whole of the „ 
scrotum. The scrotum was tender, but not excessively so, and was ^ 
resonant on percussion. The patient complained of severe pain and 
tenderness over the region of the external inguinal ring. There was 
some slight abdominal rigidity. Peristaltic sounds were heard and 
the abdomen was generally resonant. The tongue was furred and 
dry, and the lungs and heart were norma), A diagnosis of strangu- 
lated left inguinal hernia was made, and the patient was given l gr. 
(16 mg.) of morphine, W3S put on a glucose-saline drip, and was 
prepared for the theatre. 
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Operation . — This was done by Mr. Ganz (anaesthetic: thiopen- 
tone, cyclopropane, and curare, administered by Dr. Waters). A 
T-shaped incision was made over the left inguinal region — the hori- 
zontal part of the incision parallel to the inguinal ligament and the 
vertical part over the scrotum. The coverings of the hernia were 
separated and the peritoneum was opened. Fragments of yellowish 
inspissated material and about 4 oz. (56 g.) of golden-coloured fluid 
were present in the scrotal sac. The bowel was delivered from the 
scrotum and found to consist of a portion of the stomach, some coils 
of small intestine, the transverse and pelvic colons, also the descend- 
ing colon, which was provided with a mesentery. There were also 
small pieces of food in the scrotal S3C. The bowel was returned to 
the abdominal cavity and the skin incision prolonged upwards; a 
large perforation 5 cm. by 5 cm. was found on the lesser curve of 
the stomach. The adjacent stomach wall was extremely thin. The 
perforation was sutured and oversewn with a double layer of stitches 
and an omental graft. The wound was closed and nylon skin sutures 
were inserted. On the return of the patient from the theatre he was 
ghen penicillin, sulphathiazole, and continuous oxygen, but his 
condition deteriorated and he died the following -day. 

Secropsy . — The abdomen was moderately distended. On opening 
the peritoneum a purulent acute generalized peritonitis was found, with 
much pus under the right lobe of the liver and m the right paracolic 
gutter. Inspissated yellowish-brown faecal-looking lumps of material 
were scattered all over the peritoneal cavity. A large hernial sac 
was occupied by loops of both small and large bowel and a number 
of similar lumps of material as mentioned above. The orifice of the 
sac was three fingerbreadths and was surrounded by a firm fibrous 
ring. The stomach was exceedingly mobile and elongated, with a 
scarcely definable lesser omentum. A piece of greater omentum was 
sutured over and partly closed a long oval hole (8 cm.) about the 
centre of the lesser curve. This perforation was through a blackened 
gangrenous area of stomach wall, and gastric contents bad exuded 
into the peritoneal cavity and lesser sac. Obviously necrotic stomach 
wall extended 4 cm. around the perforation. There was no evidence of 
a chronic peptic ulcer. A few small thrombosed veins were present in 
the affected stomach wall, but no other vascular occlusion could be 
found. The right and left gastric arteries were normal. No pressure 
ring could be discerned to suggest the site of strangulation. 

Examination of the C.V.S. failed to show any source of embolism. 
The pathologist’s comment was: “It appears that this was a 
Richter’s hernia in which the stomach was strangulated followed by 
perforation.” 

Comment 

The probable course of events was that a portion of the large 
bowel had entered the hernial sac, this being rendered easy by 
its mobile mesentery ; the stomach had been dragged into the 
sac by the gastrocolic omentum, and the lesser curve had been 
strangulated at the neck of the sac, with subsequent perfora- 
tion of the stomach wall. Though the perforation vvas sealed at 
operation it is apparent that a further area of stomach wall had 
necrosed and subsequently perforated, resulting in the death 
of the patient. 

My thanks are due to Mr. J. B. Marinan, medical superintendent, 
for his permission to publish this case and for his interest and helpful 
suggesuons, and to Dr. J. Ennis for bis post-mortem report. 

H. Simmons, L.R.C.P., L.R.C.S.Ed., 

Late House -surgeon. Dryburn Hospital. Darfcam 
Reteresce 

Jayle ( 1 853). Bull. Sac. Anat. Paris, 68, 42. 


A “ ThirdyUreter ” in Prostatectomy 

Despite the sanguine views of many of my surgical confreres 
regarding the control of haemorrhage in the various forms of 
prostatectomy with bladder closure, I am dissatisfied in this 
respect. While not unmindful of the wholesome effects of the 
closed bladder after prostatectomy, sisters and house-surgeons 
have come to regard it with no little concern and even appre- 
hension ■ because of reactionary bleeding and clots lodging in 
the urethral drain, with distressing results. One finishes' the 
operation with a gratifying degree of haemostasis, yet a day 
or two later one too often meets with disquieting reports of 
catheter difficulties, and evidently the staff have been somewhat 
anxious and harassed. The patient shares in the agitation 
instead of resting quietly after his ordeal. For his comfort 
and safe healing, and for the contentment of the surgical team, 
something more is needed in post-operative technique. 

Catheter drainage depends on two factors — paucity of blood 
and plenitude of urine delivered by the ureters. Unfortunately. 


owing to the shock of operation and the subnormal intake of 
fluids, the kidney action is all too often in abeyance. Accord- 
ingly 1 have tackled the problem from this direction. Since we 
cannot rely on adequate repression of bleeding, the logical 
remedy is to compensate for surgical oliguria by artificial 
” diuresis,” using a rubber tube drip of dilute antiseptic from 
a bedside reservoir. This "third ureter" pleases everyone, 
including the patient, who prefers an automaton to intermittent 
service by nurses punctuating his repose for a day or so after 
operation and sometimes resorting to regrettably forceful 
syringing and sucking to clear his clogged drain. 

The technique is not intended to cover slackness in surgical 
haemostasis but to confer on residents and nurses a feeling of 
calm confidence instead of anxiety that taxes their energies 
unduly during aftercare. I use the procedure after all three 
operations (Harris, Hey, or Miltin), and even after resecto- 
scopy occasionally insert a smalf suprapubic drain. As ''third 
ureter” I employ a Jacques (No. 4) catheter, the orifice of 
which rests on the base of the bladder. 

Method 

A small Lister bougie is introduced (via the bladder-neck in 
Millin's operation) and pressed up against the dome of the bladder, 
which is incised for the up to protrude. On this I slide the catheter 
by ns open end after having cut off the tip. The sound is with- 
drawn with the catheter into the bladder and then detached. A 
stitch tethers the catheter to the skin, add anchorage is reinforced by 
“ elastoplast ” to prevent its being dragged out by inadvertent pulls. 
A glass connexion joins the outer end with light rubber tubing, 
which is interrupted by a glass drip an its way to a douche-can 
of irrigaiing fluid on a stand by the patient’s bedside. The urethral 
catheter (24E) draining the bladder is suspended by a single nylon 



Photograph showing the “ third ureter ” on the day after Millin's 
prostatectomy. 


thread which piierces the bladder and abdominal walls about 1 in- 
(2.5 cm.) from the midline and is tied to a Harris metal rod. The 
outer end of this urethral drain is joined to a rubber tube of about 
the same calibre and not too readily compressible (see Figure), which 
ends a foot from the bottom of the bucket. Irrigation is set going at 
about 50 drops a minute for the first few hours, and the speed 
is adjusted by a screw-clamp to the safe degree of dilution. To 
dispel doubts arising about a clear channel, release the clamp and 
flush through the system. 

Die constancy of the irrigation is assured no; only by the staff’s 
seeing the issuing drip, but the patient or the nurse, even in the dark, 
can also tell by the friendly sound of the drops. This continnes for 
about 4S hours, by which time the water is generally a pale red hue 
or clear. The vital injunction to the nurse is, “ Never leave the drip 
running in unless there is a corresponding outflow,” The procedure 
can continue with the patient sitting out of bed, or it may be inter- 
rupted while he moves about. The ” third ureter ” is removed 
on the third or fourth day. Subsequent leakage is absent or . 
negligible. 

A. Wilfrid Adsms, M.S. 
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STATE MEDICINE IN THE U.S.A. 

Voluntary Medical Care Insurance in the United States. By 

Franz Goldmann, M.D. (Pp. 228. 16s.) New York : Columbia 

University Press. London : Geoffrey Cutnberlege. 1948. 

AJJ tire signs point to the early provision of some form of 
national health insurance in the U.S.A. There is a voluminous 
literature on the subject, and Dr. Goldmann has added to it 
a useful objective examination of how far voluntary schemes 
have provided, or failed; to provide, medical care for the com- 
munity. Every writer on the topic agrees that the usual system 
of payment per service rendered fails to meet the needs and 
financial capacity of a considerable section of the community. 
The organized medical profession, while admitting this, has 
claimed that the problem would be manageable by a voluntary 
system of prepayment. 

This book shows that efforts to achieve such a solution have 
been numerous. Some have been sponsored by commercial 
insurance companies, some by combinations of employers and 
employees, some by organized groups of doctors. The majority 
of the schemes provide only for hospital cases. At the end 
of 5946 over twenty-four million persons were enrolled in 
hospital service schemes, as against some five million in schemes 
providing home and general treatment. Dr. Goldmann says 
that many practitioners view with apprehension the popularity 
of the hospital schemes, which could, and sometimes do, favour 
practice from as well as in the hospitals. The author comes 
to the conclusion that so far as plans for general medical care 
are concerned “ the lower income groups are not reached to any 
considerable extent.” and that most of these schemes are “ far 
from comprehensive in the benefits they oiler” The difficulty 
with all these projects is that of attracting, and retaining, the 
more favourable risks. In order to remain solvent the sponsors 
must restrict either the fieedom to join or the scope of the 
service. The low premiums wirhin the reach of the poorer 
classes yield funds which will not allow of a complete service. 
The author is of opinion that the group practice schemes have 
been the most successful from the point of view of scope of 
service. The objections of the medical profession and others 
to compulsory insurance arc stated and appreciated, but' one 
is left with the impression that Dr. Goldmann is driven to 
the conclusion that no complete system of medical care can be 
brought within the reach of a considerable section of the 
population without the help of the State The question now 
to he debated is. How much help, and in what form ? 

Alfred Cox. 


MALARIA IN AFRICA 


Uultirnr ll'ith Special Reference to the African Forms. By 
W K Blackie. MD.Ph D., F R.C.P.Ed., D.T.M.&H. (Pp. 104. 
tits ™ * Copeiown “The African Bookman." P.O. Box 

Ma'arin Control b i Coastal Swamp Drainage in West Africa. 

A " O.B.E., M.B., B.S.(Melb.), D.T.M.&H.tEng.). 

UP >t: .2 plaies No price.) London: Ross Institute of 
Tropical Medicine. 


U in the past Africa has had a reputation for backwardness 
this should not apply to the future. For if Africa could be 
ridded, as now seems possible, of malaria and tsetse fly it 
promises to play in the future a large part in the economic 
..Hairs o{ the world. These two small books are indicative of 
the interest now taken in Africa in the control of the first of 
the-e adverse conditions. Dr. Blackie gives a good short 
description of malaria. It is likely to be useful to the practising 
tried ca! man as providing an up-to-date account of modern 
.iPtimalannl treatment; though the reviewer would have 
thought it better to refer to the intramuscular administration of 
uiv-’ine only as a form of treatment that need never now be 
twed. since, if intramuscular injection must be given, mepacrine 
‘v rrcfeniblc. 

Ti e seccird work is more unusual. Dr. Gilroy gives an 
account of nraLna control operations carried out since 1942 
1 e-'> l/iges is a town originally crowded on to a small 


sandy estuarine island, but vvith its increasing population and 
importance it has lately extended on to the only land available 
— low-lying tidal swamp, much of it mangrove. Fortunately 
recent research on malaria under these conditions has been 
helpful, and the study of the mangrove and of the special 
habits of the species of anopheles concerned in transmission 
has given a clear indication of the kind of measures to be 
adopted. The description given of the natural history of the 
different kinds of mangrove, the kinds of swamp they give 
rise to, and the relation of these to the tides and the breeding 
places of anopheles makes interesting reading, as also do the 
very clear accounts of the different operations undertaken. The 
book is enlivened vvith some clever sketches of operations in 
progress and vvith photographs giving the different types ol 
swamp and the nature of the engineering work carried out. 

S. R. Christophers. 

PRACTICAL GUIDE TO LEPROSY 

Manual of Leprosy. By Ernest Muir, C.M.G., C.I.E., M.D., 
F.R.C.S.Ed. (Pp. 208 : 70 illustrations, several in colour. 
17s. 6d.) Edinburgh : E. and S. Livingstone. 1948. 

This small book has been written for the guidance of doctors, 
nurses, and lay workers who undertake leprosy work. For this 
reason the author discusses mainly clinical features, treatment, 
and the methods of prevention m common use, find devotes little 
space to history, prevalence, and epidemiology. His account of 
the histology and the reaction of the tissues to the infection is 
good and illustrated by sections — some in colour — showing the 
tissue changes and the causative bacilli. He has adopted the 
recent South American classification based on histological 
changes instead of the clinical one of the Cairo Conference. The 
former is the more scientific, but it will prove to be rather 
confusing to the large proportion of field workers vyho have 
neither time nor facilities for making such examinations. 

The clinical chapters are the most detailed and useful part 
of the book, and they are illustrated by photographs taken by 
the author. He' records the treatment that he has long used, 
but omits to mention some preparations that other authorities 
have given with advantage. Dr. Muir advises injections of 
hydnocarpic oil intradermally and into the deeper tissues ; he 
also mentions the use of the ethyl esters, which are generally 
relied on by American workers but are more expensive. He 
differs from some authorities in recommending intermissions 
in the courses of injections. He advises sulphone treatment 
in lepromatous cases and also suggests that it be tried in the 
" uncharacteristic ” type with negative lepromin reactions. 
Recent trials of sulphetrone indicate that it is less toxic than 
other forms, but it is still too early to decide on the precise 
value of this new line of' treatment. The concluding section 
of the book is a practical account of the methods now in 
general use for the control of leprosy. He advocates com- 
pulsory segregation in endemic areas when accommodation is 
available, and also discusses home isolation. He recommends 
the examination of school-children and gives much good advice. 
This book embodies great practical experience and will be 
of value to those for whom it is intended. 

Leonard Rogers. 

ESSAYS IN PSYCHIATRY 

The Yearbook of Psychoanalysis. Edited by S. Lorand, M.D., 
and others. Volume 3, 1947. (Pp. 308. £1 10s.) London : 
Imago Publishing Company. 1948. 

The third volume of this series maintains the standards set 
by the first two. It is to be regretted that the publishers 
persist in describing it as a compendium of recent advances 
in the theory and practice of psycho-analysis. Although it 
contains few research contributions of value, it is certainly an 
interesting collection of essays on a wide 'range of subjects 
from a correlation of the basic ideas common to Freud and 
to Spinoza (Bernard, New York) to such curious matters as 
the charming away of sties by means of barley and wedding- 
ring rituals (Inman, London). Of the clinical papers the most . 
outstanding are those by Garma (Buenos Aires) and by 
Jacobson (New York) on various aspects of melancholia and 
on the effect of disappointment on depressive development, | 
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d one by Schonoerger (Budapest) on the nightmare syndrome, 
summary by W. C. Menmnger (Topeka) of modem coo- 
pts of war neurosis is notable mainly as demonstrating the 
>sence of any significant advances m this field despite the 
iporlunities afforded by the second world war. 

Although yearbooks of this sort usually cemand consider- 
•le technical understar, drng on the part of the reader, this 
rticular issue contains a number of papers of more general 
terest, in particular Ernest Jones’s valedictory address and 
D Adrian’s lecture on the mental and physical origins of 
haviour. A number of articles on applied psycho-analysis 
\ among others, Wittels (New York). Marie Bonaparte 
aris), and the late Hanns Sachs provide additional attractions 
r the non-ana!ytical reader. 

Excellent as it is, the volume would have been greatly 
iproved by the omission of several rather platitudinous short 
tides and of a longish but very superficial and unilluminating 
udv on the anti-Semitic character. 

Edward Glover. 

MENTAL DEFICIENCY 

A Tc\tbook of 'Am: cl Deficiency ( Amentia f. By A. F. Tredgold, 
MD, FRC-P, FRSEd Seventh edition (Pp. 534; 47 
plates 70s) London: Bailltere, Tindall and Cox 1947. 

ar forty years Dr. Tredgold’s scholarly textbook on mental 
•ficiency has held a unique position. A medical subject which 
is tended to be neglected m the writings of neurological and 
lediatric specialists receives attention here in a manner 
irticularly well adapted to the needs of both clinicians 
id administrators. In the new edition the original 
ustrations — many of them wisely chosen from Dr. Brush- 
ild’s and Dr. Turner’s case photographs — have been supple- 
ented by other excellent pictures. New features include note-, 
l amentia due to Rh incompatibility and on the Laurence- 
oon-Biedl and Rud syndromes, but the discussions on pre- 
ital infections haxe not been expanded. The author provides 
ipious information on legal and administrative problems and 
is brought it up to date by including an account of the effects 
the Education Act of 1944. 

Readers will be glad to find that the attractive discussions 
l isolation amentia and idiot savants still hold their places 
the book. The onlv disappointment is that the classification 
: the clinical varieties of amentia summarized on p. 65 is 
ibstantially unaltered. The grouping is not easy to justify in 
e 1 ght of modem genetical thinking, though it is admittedly 
fficult to find any really logical method of classification, 
r. Tredgold's lucid style of writing makes the book a pleasure 
i read This is most fortunate in a textbook which it is 
.sential for all serious students of the subject to master, 
hether or not they agree with all the views expressed. 

L. S. Penrose. 

HOSPITAL MANAGEMENT 

On Hospitals By S S Goldwater, M D (Pp. 395 , illustrated 
59 00 or 45s 1 New York and London : The Macmillan 
Company 1947 

T. S, S. Goldwater, who died in 1942, had a distinguished 
ireer as a health-service and hospital administrator, having 
een Superintendent and Director of the Mount Sinai Hospital, 
lew York. Commissioner of Health of the City of New York, 
id Consultant in Hospital Organizations and Planning. This 
ook is a collection of the essays, papers, and reports written 
y him during his long career, together with plans of many 
F the hospitals for which he was responsible 
He discusses the whole range of hospital management and 
.instruction. and every word is inspired by his obvious devotion 
i the cause he had at heart. Most of his ideas were far ahead 
f his time, but very few have not now been accepted; those 
ancemcd with the social aspects of hospital administration are 
iscs in point and most of them are now implicit in all our 
linking While many of the essavs arc lucid expositions of 
le whole philosophy underlvmc provision of care for the sick. 
ic author never loses sight of the material aspects. His infiu- 
ace on the development of community health care and on the 
hnning of hospital-, was probably greater than that of any 
ther man of his time 

Andrew Topping 


BOOKS RECEIVED 

{Review is not precluded by notice here of books recenth re cm ed] 

New and Nonoffiaal Remedies, 19 - 1 3. (Pp 800 21s ) 

London: J. B Lippmcott. 1948. 

Issued by the Council on Pharmacy and Chemistry of the American 
Medical Association. 

Pcdiatrtcs and the Emotional Needs of the Child, Edned by 
H L Winner. (Pp 180 8s 6d) London: Geoffrey Cumberlege 
1948 

Papers read at a joint discussion by American paediatricians ami 
psychiatrists 

The Biology of Bacteria. By A. T Henna, M.D 3rd ed 
(Pp 577. 25s.) London: George G. Harrap 1948 
An introduction to general microbiology 

The Management of Binocular Imbalance. By E Knmslcv, 
M D (Pp 464. 63s ) London : Henry Kimpton 1948 
From the New York Polyclinic Medical School 

Primary Anatomy. By H. A. Cates, M B (Pp 478 33« ) 

London: Bailhire, Tindall and Cox. 1948 

For nurses, physiotherapists, and others of similar interests 

Psychiatry. By H C. Beccle, M.B., M.RCP, D.PM (Pp 245. 
17s 6d ) London : Faber and Faber 1949 
Theory and pracuce for nurses and students 

Surgical Pathology. By P A. Herbut, M D (Pp 710 60s ) 

London: Henry Kimpton 1948 
A new Amencan work. 

The Plant Alkaloids. By T A Henry, D Sc 4th ed (Pp 804 
63s) London: J. and A. Churchill 1949. 

Tbe new edtuon is largely rewritten 

Kayne, Pagel, and O’Shaughnessy’s Pulmonary Tttbei cttlosis. 
Revised by W, Pagel, I D„ and others 2nd ed (Pp 720 6'-, ) 

London- Geoffrey Cumberlege. 1948 
An extensively revised ediuon 

The Third Mental Meastnrements Yearbook. Edited by O K 
Buros (Pp 1,246 $12.50) New Brunswick Rutgers Universitv 

Press 1949. 

A guide to recent work. 

Penicillin and Other Antibiotics. By G W S Andrew-, 
M.B , BS. and J. Miller, B.Sc (Pp 160 7s 6dl London 
Todd Publishing Group 1949 
A short survey of antibiotics 

Science in Liberated Europe. By J G Crowther (Pp ; 3 r 
18s.) London: Pilot Press 1949 

An account of the activities of European scientists before and alter 
liberation 

Medical and Nursing Dictionary and Encyclopaedia B- 
E Pearce 9th ed (Pp. 723 17s 6d ) London • Faber and Fabe- 

1949. 

A further edition of the well-known dictionary for nurses 

Polio and its Problems By R. H Berg (Pp 174 ISt i 
London: J. B Lippmcctt. 194S 
A popular account of poliomyelitis 

Widening Horizons in Medical Education. A Report ol ’he 
Joint Committee of the Associa’ed American Medical Colleges and 
the Amencan Associa ion of Medical Social Workers (Pp 228 
15s.) London: Geoffrey Cumberlege 194S 

A study of the leaching of serial and environmental factors in 
medicine 


The Situation in Biological Science. (Pp 631 9s 6d 1 
London: Collet's Holdings 1949 

Proceedings of the Lenm Academv of Acncultural Saer.ce- ol the 
USSR, 1948 
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Rheumatoid arthritis is known to have existed in pre- 
historic times, and the search for a cure has presumably 
continued ever since. In the course of time much infor- 
mation has accumulated about the natural history, patho- 
logy, and the provocative factors of the disease, but since 
the waning of belief in an all-important infective factor 
little certain information exists about its aetiology. In his 
recent Oration before the Heberden Society in London, 
Dr. P. S. Hench 1 reiterated the known facts and pointed 
out that rheumatoid arthritis has two sharply contrast- 
ing characteristics — that of potential chronicity and that 
of potential reversibility. He divided the causes of 
rev crsibility into spontaneous, therapeutic, and accidental. 
Spontaneous remissions have always been recognized as a 
possible occurrence even in cases in which the prognosis 
seems hopeless- . therapeutic remissions can be induced in 
a proportion of cases by means of gold therapy or blood 
transfusion ; whilst accidental remission may frequently 
occur in pregnancy and in jaundice of certain types. 

Consideration of these facts makes it increasingly diffi- 
cult to harmonize the microbic theory of the origin of 
rheumatoid arthritis with modern knowledge. It seems 
more probable that the disease is part of a basal bio- 
chemical disturbance of unknown type which is acciden- 
tly an d transiently corrected by some biological change 
ommon to a number of apparently unrelated condi- 
tions— piegnuncv and jaundice being the most notable. 
Hoping to reproduce the beneficial effects of pregnancy, 
plnsicians ha\e administered fairly large doses of female 
hormones to non-pregnant sufferers from rheumatoid arth- 
ritis, but the results have mostly proved to be disappointing, 
as has the employment of transfusions of blood from 
pregnant women — a form of therapy which was recently 
advocated 1 


I ast year workers at the Mayo Clinic put forward the 
conjecture that the anti-rheumatic factor might prove to 
be one of the adrenal hormones. Recent work by Selyc 1 4 
and others on the biochemical changes induced in animals 
exposed to a wide variety of noxious agents has shown 
that the changes vary with the intensity and the duration 
of the stress but are independent of its nature. This has 
been termed the "genera! adaptation sy'ndrome," and has 
been shown to be due to excessive secretion by the anterior 
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pituitary gland of corticotropin, which in turn stimulates 
increased adrenocortical secretion. Continued application 
of the stress is accompanied by continued hyperactivity of 
the hypophysio-adrenal mechanism, and for a time there 
is high resistance to the particular agent used and increased 
susceptibility to all others. Ultimately all resistance breaks 
down when the adaptive energy is exhausted. 

Interest in this syndrome was aroused when Selyc 
pointed out that it lent itself to a concept of “ adaptation 
diseases." By various experimental procedures he produced 
in animals changes in the joints and the heart similar to 
those observed in human rheumatism, and concluded that 
“ the adrenal cortex may play an important role in the 
pathogenesis of rheumatic and rheumatoid conditions in 
man.” c Further experiments have shown that the essential 
requirement to enable these and other pathological changes 
to be brought about is, an excess of salt-active cortieoid 
hormone. This would suggest that during the phase of 
resistance the increased corticoids, which are normally 
beneficial, are capable in certain circumstances of producing 
recognized disease syndromes. Knowlton,’ searching for 
the modifying factors which in most cases presumably pre- 
vent tlie effect of stress resulting in “ adaptation ” disease, 
suggests that such disease is the result of a dual mechanism, 
the one factor being the non-specific effect of corticoids and 
the other a, property specific for the given stress and the 
determinant of the site of the effect. 

In September, 1948, Kendall was able to provide for 
Hench and his colleagues at the Mayo Clinic a supply of 
17-hydroxy-ll -dehydrocorticosterone (compound E) for 
clinical trial.® This was administered to a female patient, 
aged 29, who had had severe rheumatoid arthritis for 
4| years. She had not responded satisfactorily to any method 
of treatment, and many joints were swollen, stiff, and very 
painful on- any movement. Radiographs disclosed severe 
destructive changes in her right hip and less severe lesions in 
other joints. The blood sedimentation rate was 10S mm 
(Westergren), and the patient's condition appeared to be 
deteriorating. On Sept. 20, 1948, she could hardly get 
out of bed, and on that day intramuscular injections of 
compound E were started in daily doses of 100 mg. No 
change i was noted until Sept. 30, when she rolled over 
in bed for the first time with ease and reported much less 
muscular stiffness and pain. On the next morning all 
muscular stiffness had left her, her appetite returned, and 
she was able to walk with only a slight limp. By the 
seventh day of treatment all tenderness and pain on move- 
ment and even swellings were greatly lessened. The next 
day she went out shopping for three hours, returning tired 
but with no stiffness or pain. The progress made by this 
patient was for various reasons not fully maintained, but 
since' then a total of 14 other cases have been treated, in 
all of which considerable and rapid improvement has been 
noted. Since January, 1949, compound E acetate, a more 
easily prepared and less expensive product, has been used 
in place of compound E, with equally good results. 

Two female patients with severe rheumatoid arthritis 
were also treated with 100 mg. of pituitary adrenocortico- 
tropic hormone (ACTH) intramuscularly for 12 days. The 
results of metabolic studies on these patients have yet to 
be published, but it is reported that clinical improvement 
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similar to that resulting from the use of compound E 
iccurred promptly in both. 

The number of patients so far treated by this new method 
s small. .This is due principally to shortage of supplies of 
be hormone ; great efforts have been made to. overcome 
his, but the technique of preparation is difficult, time- 
tonsuming, and expensive. As a control experiment the 
njections of compound E were at times, unknown both 
to the patient and the administrator, replaced by an 
inactive solution. When this was done articular and 
muscular symptoms recurred within a few days, and the 
sedimentation rate rose in every case. No serious toxic 
reactions have been noted as the result of administration 
of compound E or its acetate, with the exception of 
transient oedema. Nevertheless much more experience is 
needed before sufficient knowledge will be acquired about 
its efficacy and safety with prolonged administration. 

The effects of related compounds such as dehydro- 
corticosterone (compound A), 17-hydroxycorticosterone 
(compound F), desoxycorticosterone (DCA), and pituitary 
adrenocorticotropic hormone (ACTH) are being investi- 
gated by Hench and his colleagues. Some years prior to 
the recent war a small-scale trial of the effect of desoxycorti- 
costerone on .rheumatoid arthritis was carried out by the 
Empire Rheumatism Council in this country, with- negative 
results, but, so far as is known, none of the other compounds 
mentioned have. yet been applied to the treatment of the 
rheumatic group of diseases. 

It would appear from the information so far available 
that a therapeutic discovery of the greatest importance has 
been made. It is of course unfortunate that the amounts 
available of both compound E and of the adrenocortico- 
tropic hormone are so small, and are likely to remain so 
until these substances can be synthesized. However, arrange- 
ments are in hand for a thorough trial in this country when 
supplies are adequate. 


ESSENTIAL HYPERTENSION 
Since Sir Clifford Allbutt 1 first recognized 50 years ago 
that arterial hypertension sometimes arises in the absence 
of renal disease research into what is now called essential 
hypertension has gained such impetus, especially during the 
last decade, that it has become a difficult task for the clini- 
cian to keep in touch with the rapid advances being made, 
and still more difficult for him to correlate their signifi- 
cance. Clamping of the renal arteries in animals seems far 
removed from non-renal hypertension in man, and the 
recognized influence of heredity is at first glance a para- 
dox, since there is a growing impression, recently referred 
to in this Journal by Ogilvie,’ that hypertension is a stress 
disease. It is not even clear whether it is a single disease 
or a symptom complex. The lectures given by Professor 
F. H. Smirk at the British Postgraduate Medical School 
and reported elsewhere in this issue of the Journal are 
therefore welcome, since they help to put the many current 
problems of essential hypertension in clear perspective. 

» Abstr, TrarJ. Haarrlm 1595-96, 3S. 

' BrUUh MrJlcal Jrurnjl. 1949. 1, 645. 

> Studltl cf tht Hrral Clrmbtlen, 1547, Oxford. 

* Quart. J. MeJ., 1947. 16, 111. 

» Hfrrrtaaim er.d S^rlris, 1939. fhilsdrl-htj. 


It is generally accepted that the raised blood pressure 
in essentia! hypertension frequently precedes pathological 
changes in the arterioles, and that sustained hypertension 
causes or accelerates the development of arteriosclerosis. 
It follows that renal ischaemia due to vascular changes 
cannot be the' initial factor in the production of essential 
hypertension in young subjects. In later life, however, 
pathological changes in the renal arterioles are always 
present. Essential hypertension arising after the age of 
45 may possibly be secondary to these changes, and it is 
conceivable that the disease in youth is aetiologically dis- 
tinct from that arising after middie age. It is fundamental 
to the understanding of essential hypertension to realize 
that an increase in the blood pressure due to any cause, 
physiological or pathological, may be followed by a further 
increase, this secondary hypertension often persisting after 
the primary cause has ceased to operate. The mechanism 
by which the secondary rise in blood pressure is brought 
about is not clearly understood. Arteriosclerotic changes 
in the large vessels are not the cause, for they increase 
only the systolic pressure ; and Volhard’s theory that patho- 
logical narrowing of the arterioles causes increased peri- 
pheral resistance has now been disproved. It is known that 
ischaemic kidneys liberate renin, a pepsin-like enzyme ; this 
is activated by a substrate (pre-angiotonin) found in normal 
serum to form a polypeptide, angiotonin, which causes 
vasoconstriction. Thus any stimulus producing vasocon- 
striction, and therefore renal ischaemia, will lead to angto- 
tonin formation, further vasoconstriction, and an additional 
rise in the blood pressure. 

The stimuli capable of starting this vicious circle may 
be functional rather than pathological, and the possible 
role of the renal shunt demonstrated by Trueta and others'’ 
is plain. Another important factor is that the enlarged 
arterioles in hypertension respond excessively to vasocon- 
strictiDg stimuli, so that once medial hypertrophy has taken 
place vasoconstriction is more readily maintained. The 
relative importance of these two factors is difficult to assess, 
but the variable response of different experimental animals 
subjected to the Goldblatt clamp serves as a warning against 
the unreserved acceptance of this mechanism in man. The 
persistence of hypertension after the cessation of the 
primary stimulus is usually attributed to renal arterio- 
sclerosis, which develops during the period of primary 
hypertension. However, a non-renal mechanism is also 
possible, as shown by the persistent raised blood pressure 
in rats after bilateral nephrectomy. 

Though the exact nature of these complicated - 
mechanisms may not -be clear, the implicatieas are 
plain: any stimulus producing vasoconstriction will in 
time lead to permanent hypertension, and essential hyper- 
tension may arise either from exposure to excessive stimu- 
lation or from exaggerated vascular response to normal 
stimuli. The basic causes of hypertension are therefore 
to be sought in undue stress or in individual diathesis. The 
hypertensive diathesis can often be demonstrated clinically 
by an abnormal rise in the blood pressure following immer- 
sion of the arm in ice-cold water — subjects showing a posi- 
tive response to this test being more liable to develop 
hypertension than those who respond normally. It is well 
known that the incidence of essential hypertension is higher 
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in some races than in others, and Platt 4 has recently shown 
that hypertension is largely a hereditary disease, being 
transmitted as a Mendelian dominant. But stress factors 
are equally important ; for example, African negroes lose 
their immunity to hypertension when living in the environ- 
ment of Western civilization. The link between obesity 
and hypertension is not purely genetic : the obese hyper- 
tensive patient may become thin and normotensivc through 
dieting alone — a fact sometimes overlooked in the treat- 
ment of the obese middle-aged patient with hypertension. 
Response of the blood pressure to emotion and mental 
effort varies greatly, but it has been shown that those who 
react to such stimuli with the greatest rises of blood pres- 
sure are more liable than others to develop permanent 
hypertension in later years. 

Malignant hypertension is regarded by most authorities 
as a form of essential hypertension with a great increase 
of the diastolic pressure and acute arteriolar necrosis, and 
Fishberg 5 prefers to call it the malignant phase of essential 
hypertension. Professor Smirk does not accept this con- 
cept as proved. He points out that malignant hypertension 
is rare in the province of Otago, New Zealand, and so also 
is chronic glomerulonephritis. He suggests that the two 
diseases may have some aetiological factor in common. 
Whatever may be the outcome of further studies on this 
possible relationship, the suggestion is in keeping with the 
theme of Professor Smirk’s hypothesis : essential hyper- 
tension is not a single disease but a clinical state arising 
as the end-result of numerous primary causes. The cause 
may be physiological, as in environmental or emotional 
stress, or pathological, as in renal and endocrine disorders. 
The disease perhaps arises for different reasons in old age 
and in youth, and it may well be that malignant hyperten- 
sion has a different primary cause. This wider concept of the 
disease should lead to further investigations of the factors 
in everyday life which are responsible for essential hyper- 
tension ranking so high in the diseases of civilization. 


STILBOESTROL THERAPY IN PREGNANCY 

Another contribution to the study of gynaecological and 
obstetrical endocrinology comes from O. W. Smith, 1 who 
now describes the results of four years’ clinical and labora- 
tory research on the action of diethylstilboestrol in preg- 
nancy. Having persuaded clinicians in various parts of the 
U.S.A. to join in the work she is in a position to assess the 
value of giving stilboestrol as a routine from the results 
obtained in 632 pregnancies. The theoretical basis of the 
investigation lies in the claim by O. W. Smith and G. V. 
Smith- to have shown that oestrogens increase production 
of progesterone in non-pregnant women by stimulating the 
pituitary and in pregnant women by bringing about better 
“ utilization of chorionic gonadotropin.” In this respect 
diethylstilboestrol is held to be superior to the naturally 
occurring oestrogens because its action is not depressed 


1 JTobstetTGyncc., 1948, 55, 82L ‘ “ ' 
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by progesterone already in circulation. O. W. Smith postu- 
lated that stilboestrol should be beneficial in pregnancy not 
by virtue of its own oestrogenic properties but by stimula- 
ting the placenta to secrete both oestrogen and progesterone. 
She therefore administered stilboestrol in cases of threatened 
and habitual abortion in “ physiological " dosage, calcu- 
lated according to the period of gestation. The results 
were good. Of 127 patients who had had at least two 
previous consecutive abortions, 102 (80%) were still preg- 
nant after 28 weeks and 98 (77%) bore living babies; 
while of 38 women who had had three successive abortions 
33 produced living children. 

These are higher figures than the rates for spontaneous 
cure calculated by Malpas’ and Eastman 4 in similar series 
of cases. Moreover, there was no evidence that the hor- 
mone treatment of threatened and habitual abortion 
increased the incidence of viable malformed foetuses 
Vatix and RakofP had previously reported good results 
with combined oestrogen and progesterone therapy in habi- 
tual abortion, as also had White' in pregnant diabetic 
women. These writers regarded their form of treatment 
as substitution therapy, whereas Smith looked upon hers 
as stimulative — which should give better results, since the 
secreted hormones are likely to be supplied at a more uni- 
form rate and in closer conformity to physiological needs. 
Many of Smith’s patients received small daily doses ol 
stilboestrol during the cycle of conception in order tc 
improve luteal secretion and thereby provide a more 
thorough preparation of the endometrium for the fertilized 
ovum. This theory might therefore be used to explain the 
successful results recently reported in this Journal b\ 
Christie Brown, 7 who treated sterility and abortion wit! 
small doses of dienoestrol and progesterone, thougl 
according to Smith the progesterone is unnecessary. 

Since the Smiths had claimed* that the toxaemias ol 
late pregnancy arc invariably preceded by a state of ocstro 
gen and progesterone deficiency, it was natural that the; 
should also inquire into the value of stilboestrol in the pre 
vention of these conditions. They argue that it is unlikch 
to cure established toxaemia, because by the time sign: 
appear syncytial degeneration and placental vascular dam 
age are already present and the placenta is incapable o 
increasing its hormone production even under an extr; 
stimulus. Encouraging results were obtained in the pro 
phylactic treatment of 95 patients, only IS of whose pre 
vious 197 pregnancies had been normal. Late pregnane; 
toxaemia and premature labour are relatively common it 
women with essential hypertension, yet in 17 hypertensivi 
patients a 42% foetal loss sustained in previous pregnancie 
was reduced to 12% with this treatment. Again, 11 preg 
nant diabetic women, whose 13 previous pregnancies hai 
resulted in only two living babies, produced eight livin; 
children following routine stilboestrol therapy, and non 
of them developed toxaemia. Three of the babies wer 
large, which tends to support the statement by Barns* ii 
a paper recently published in this Journal that there is n 
apparent connexion between the large size of babies o 
diabetic mothers and the presence of hormone imbalanc 
or toxaemia in the mother. 

The complicated theoretical basis of Smith’s work ma: 
not meet with general acceptance. For instance, there i 
little evidence as yet to support the idea that the productio: 
of hormones by the placenta is under endocrine contro 
Again, other workers 9 have failed to find that a fall ii 
oestrogen and progesterone output invariably precedes th 
development of toxaemia. Furthermore Davis and Fugo 1 
gave stilboestrol to ten pregnant women and found n< 
increase in pregnanediol excretion, though after the adminis 
tration of progesterone this was increased. Their cases 
however, were normal pregnancies, while Smith’s origins 
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work” was carried out on pregnant diabetic women ; 
and their dosage of stilboestrol was considered by Smith 
to be so excessive that it might depress rather than enhance 
- placental function. It could also be argued that the general 
care and close supervision which inevitably accompany 
any special therapeutic trial might in part explain the good 
results. Indeed, all manner of theoretical and practical 
questions arise, but the latter at least might be settled by 
observing the results of giving stilboestrol as a routine 
during pregnancy in further large-scale, carefully controlled 
clinical experiments. 


GONORRHOEA IN WAR 
The management of gonorrhoea in the second world war 
was very different from that in the first The sulphon- 
amides, which became available in 1937, and penicillin, 
which was first used in the treatment of gonorrhoea about 
May, 1943, completely changed the outlook. Whereas in 
the first world war enormous numbers of patients lan- 
guished in large hospitals for weeks or even months, in 
the second a few days in hospital was the rule, and many 
Service patients were not even admitted to hospital but 
particularly in the U.S. Forces, were treated on a “ duty 
status.” The incidence of complications fell from 28% 
in 1937 to less than 1% in 1944, and after the introduction 
of sulphonamide therapy the proportion of “ carriers ” 
decreased from between 5-20% to negligible figures. The 
progress made in World War II has been described by 
Altshuler, 1 who explains what lay behind the various orders 
issued for the management of gonorrhoea in the U.S. 
Army. The first of the sulphonamides to be used for this 
purpose was sulphanilamide, and this was succeeded in 
turn by sulphapyridine, sulphathiazole, and sulphadiazine. 
In 1941 the usual course of treatment was 19 g. of sulpha- 
thiazole in nine'days, but it soon became apparent that 
20 g. in five days gave better results, being successful in 
something like 75% of cases. When the first course failed 
a second similar one was given after five days, and in 1943 
this second course was increased to 33 g. in five days. 
About this time sulphonamide resistance became a serious 
problem, with increasing numbers of patients failing to 
react. Many hospital beds were blocked, and morale suf- 
fered considerably. Almost the only effective treatment in 
such cases was hyperpyrexia ; this meant maintaining the 
patient’s rectal temperature at 105.8° F. (41° C.FT06.2" F. 
(41.2" C.) for eight hours — a procedure requiring much 
labour and skill, and by no means without risk. 

Early in 1943 penicillin was found to be very effective 
against the gonococcus, and by June in that year 1,600 
patients had been successfully treated on various dosage 
schedules. At first 10,000 units of penicillin were given 
every three hours for five doses, and if this failed 10,000 
units were injected every hour for ten hours. These 
schedules were modified from time to time. One retained 
for a long period was 100,000 units in 15 hours. Later 
this was increased to 200,000 units, with correspondingly 
larger total doses in cases of relapse. Towards the end 
of 1945 there were indications that the gonococcus was 
developing some slight degree of penicillin resistance, and 
it was feared that the sulphonamide experience would be 
repeated. However, no well-authenticated case has yet 
been recorded, and most of the supposed cases have been 
due to faulty technique, insufficient dosage, or relatively 
inactive preparations of the drug. Relapse and develop- 
ment of the carrier state both proved to be much less 
common after penicillin than after sulphonamide therapy. 
In order to save the trouble of repeated injections various 
, methods of prolonging the action of penicillin in the body 
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by delaying absorption or excretion were investigated. 
Penicillin in peanut oil and beeswax proved effective and 
popular, though the viscidity of the preparation is trouble- 
some ; recently procaine penicillin in oil has come into use. 
With this preparation penicillin in the blood can be main- 
tained at an effective level for 24 hours or so. At room 
temperature the solution will pass easily through an ordi- 
nary intramuscular needle. The use of penicillin made 
practicable the out-patient treatment of Servicemen suffer- 
ing from gonorrhoea, and in the U.S. Forces this became 
the rule in 1945, though in the British Army the patient 
was normally seen by a specialist venereologist and 
“detained” for 24 to 4S hours— a more economic pro- 
cedure than admission to hospital. Diagnosis in the Ser- 
vices has always presented a problem, since the normal 
“ medical inspection room ” or other centre to which a 
Service man ordinarily reports sick contains no facilities 
for smear or culture work, and a diagnosis of gonorrhoea 
is never justified (either in the U.S. or British Forces) on 
clinical grounds only. In the male a smear alone is usually 
sufficient, but in the female a culture is frequently neces- 
sary as well, particularly in subacute or chronic cases. 
However, the great majority of Service women suspected 
to be suffering from gonorrhoea were admitted to hospital 
for examination and treatment. 

Criteria of cure were more exacting in the British than 
in the U.S. Forces. In the former three months' observa- 
tion, with periodical clinical and pathological examinations, 
was the rule for both sexes ; in the latter, three weeks’ 
observation for men and three months' for women were 
considered adequate. One reason for this discrepancy was 
the much freer availability in the American Forces of peni- 
cillin, which was provided for the treatment of gonorrhoea 
in the latter long before similar provision was made for 
the British. The remaining problem was to determine the 
necessary period of observation in order not to miss a 
concurrently acquired syphilitic infection in patients who 
developed gonorrhoea and were treated with penicillin : 
opinions differ about how long this should be. but most 
authorities consider the period should be four months at 
least, and preferably six, while some put it at twelve. There 
can be no doubt that the treatment of gonorrhoea was 
one of the great medical triumphs of the war. Penicillin 
reduced what was a very serious medical problem to negli- 
gible proportions, and if it did not appreciably reduce the 
incidence of the disease it must have saved many thousands 
of hospital days, and thus much expense and manpower. 


MUSCLE BIOPSY IN RHEUMATOID ARTHRITIS 
The comprehensive term “ rheumatism ” has long been 
recognized to include a variety of conditions of different 
aetiology, and any unification that may be attempted ir« 
future must depend on something more than tbe common 
factor of pains in the limbs. One promising method of 
investigating the rheumatism problem was evolved by 
Curtis and Pollard 1 in America. They obtained from 
patients with rheumatoid arthritis pieces of skin and 
calf muscle in parts remote from the affected joints : these 
biopsies showed the presence of small foci of round cells 
of chronic inflammatory type. Two years later Freund and 
his co-workers 1 demonstrated similar inflammatory nodules 
in the nerve sheaths of patients with rheumatoid arthritis, 
and they followed up this work by confirming the results 
of Curtis and Pollard. 3 In this country Gibson, Kersley, 

" 1 Aim. IrJ. Med., 1940 . 13 . 2265 . 

1 Anar. I. Pah, 1942. IS, ESS. 

3 Sclrttt, 1945, 1M, 202. 

< Am. Phrum. Dir.. 1946, 5, 131. 

5 Ibid., J94S. 7, 132. 
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and Desmarais carried out a series of similar investigations 
and showed that the pathological lesions in muscle were 
of two kinds: (1) pericapillary collections of lymphocytes, 
plasma cells, and sometimes eosinophils, between the muscle 
fibres ; and (2) paravascular collections of lymphocytes 
only, associated with sclerotic arterioles in the perimysium. 
They also found similar lesions in the perineurium of the 
radial nerve and in the fat surrounding the synovial 
membrane of the knee-joint. 

More recently the same authors’ have examined biopsy 
material obtained, not only from patients with rheumatoid 
arthritis, but also from patients suffering from joint pains 
caused by other conditions, which included non-specific 
polyarthritis, post-gonorrhoeal arthritis, acute and subacute 
iheumatism, osteoarthritis, spondylitis ankylopoietica, gout, 
and Still’s disease Fifteen non-rheumatic patients were 
used as controls. The patients with polyarthritis were 
divided into two groups, one with a diagnosis of idiopathic 
rheumatoid arthritis and the other with a diagnosis of non- 
specific infective arthritis. Typical lesions were found in 
the muscles of 34 of the 56 cases in the former group 
(60.7% \ but their incidence appeared to have no relation- 
ship to the activity of the disease as estimated by the 
severity of the symptoms, muscle wasting, or the blood 
sedimentation rate. The duration of the patients’ symp- 
toms, however, seemed to be a more closely connected 
factor. Clear-cut negative results were obtained in spondy- 
litis ankylopoietica, rheumatic fever, and post-gonorrhoea! 
arthritis, as welt as in the fifteen non-rheumatic controls. 
Out of the seven cases of osteoarthritis and the five cases 
of gout there was only one doubtful muscle lesion in each 
group ; in the four cases of non-specific infective arthritis 
there were changes in muscle and synovial membrane in 
one, and in the synovial membrane only in two ; there was 
a muscle lesion in one of the three cases of Still’s disease 
and a skin lesion in another ; and out of the four cases 
with subacute rheumatism and cardiac involvement a skin 
lesion only was found in one. 

These lesions, therefore, are not specific, but occur 
in a significantly high proportion of cases of rheumatoid 
arthritis, hardly at all in osteoarthritis, and not at all in 
spondylitis ankylopoietica Kersley and his colleagues 
suggest that muscle biopsy might be used as an aid to 
diagnosis in difficult cases, but since muscle lesions were 
ijound in less than two out of three of their patieats with 
•pumatoid arthritis it is difficult to see what significance 
^negative finding would possess. The value of the work 
-lies in its demonstration that rheumatoid arthritis is not 
localized to periarticular tissues but is a disease causing 
widespread pathological changes in mesodermal' tissues, of 
which lesions in muscle are only a part. The negative 
results obtained from muscle biopsies in the case of osteo- 
arthritis and spondylitis ankylopoietica suggest that the 
origin of these diseases differs from that of rheumatoid 
arthritis 


RADIATION AND LYMPHOCYTES 

A method of detecting changes in the blood of persons 
exposed to ionizing radmtionS~ v bas been described by 
Dickie and Hempeljnann. 1 They carried out blood 
examinations on 364 individuals, 195 of whom were either 
exposed to small dosek of various kinds of radiation, or 
worked with radioactive material, or were exposed to 
uranium in the form of oxide fumes ; the remaining 169 
individuals were not so exposed, and acted as controls. 
Using supravital staining methods, they recorded the 
presence or absence nt newtonl xed gtanvAes fOaVV’-s 
granules) in the lymphocytes, and they were able to 

*J. tab. din Med., 1947, 31, 1045. 


show that in the lymphocytes of the individuals exposed 
to radiation and uranium fumes abnormally large num- 
bers of these granules were present before any change in 
the total lymphocyte count occurred. In order to obtain 
satisfactory preparations the authors had to use stronger 
solutions of dyes than arc customarily employed, and 
they found that phase-contrast microscopy was of much 
assistance in detecting the inclusions, which they believed 
to be granular in composition. Analysis of their findings 
also showed that there was a significant reduction in the 
total number of leucocytes in the workers exposed to radi- 
ations compared with the individuals in the control group. 
If the results of this research arc confirmed, a further 
method of checking the health of workers in these 
dangerous occupations will be available. 


THE TREATMENT OF NOMA 

’S-m v,?,, « cmwtv.w, wife, vs fostowA ‘A'i vxse. va \V<ka« 5, 
Europe, though during the war it was not uncommor 
among those confined in internment camps. It can still 
be seen in children and occasionally in adults in Africa 
South America, and India, and in the last country' it some- 
times occurs as a complication of kaia azar. Its exaci 
aetiology is not known, but the associated infection is du« 
to spirochactes and fusiform bacilli, accompanied by diph 
theroids and streptococci — organisms also present in tropica 
ulcers, ulcerative stomatitis, and Vincent’s angina. If thesi 
organisms arc removed the lesions heal. A decrease in th< 
numbers of polymorphonuclear leucocytes, such as occur: 
in inanition and agranulocytosis, appears to be an essen 
tial precursor of noma. Good results were occasional!! 
obtained with local applications of cod-liver oil or wifi 
sulphonnmidcs, 1 but in 1944 Findlay, Hill, and Macphersow 
reported the successful treatment with parenteral penicillir 
of two cases of noma in tropical Africa. Confirmation o 
the value of penicillin came from Bcnhamou and his col 
leagues’ in North Africa, who successfully treated five cases 
and from Vaizey,* who cured two children and one adul 
in Ethiopia. Among the starving prisoners in Belsen then 
were several with noma. Dawson’ treated five patients wifi 
penicillin intramuscularly and sulphonamides and penicillir 
locally. Four were cured, but one did not respond to thi: 
treatment. For children 300,000 units of penicillin in threi 
days would appear to be a minimal dose. The results ar< 
often quickly apparent, as in the case recently reported bj 
Dr. D. Mackay* in this Journal, in which improvement wa: 
obvious within 24 hours. Dana and his colleagues’ usee 
penicillin to cure a child who developed noma after beini 
treated for syphilis with bismuth. There have been similai 
good reports from many parts of the world, ’• ,e but i 
sometimes happens that although the lesions clear up anc 
the toxaemia decreases the patient may die from theextrenu 
inanition which is probably responsible for the onset ol 
noma. Only one failure to respond to penicillin treatmen 
has so far been recorded, and it is clear that the mortality 
of noma, previously a very fata! disease, can be reducer 
to negligible proportions. 

1 La Scaln, F., An. paulist. Ated. Chirurg., 1945, 49, 523. 

3 Nature , Lond .. 1944, 154, 795. 

8 AlgJrle m?d., 1946, p. 264. 

4 British Afedical Journal , 1946, 2, 14. 

*Brlt. dent. J., 1945, 79, 151. 

8 British Afedical Journal, 1949, 1, 223. 

'Bun. AUm. Soc. mid. H6p. Paris, 1945, 61, 348. 

8 Klossner, A. R., Ann. chlr. gyn. fern., 1946, 35, 5. 

8 Sen Gupla, I'. C., and Chakravarty, N. K., Indian med. Gaz.. 1945, 99. 542 

loChaudhuri, K. C„ Indian J. Paedlat., 1946. 13, 124. 

UDajanl, M. T., J. Palestine Arab. med. Ass., 1946, 1, 183. 

« Sh-.vnz. Salna, dn. Aip., V... tew. demt,. s !t., VJ-Vt.. 1%, VJl. 

raPeroetta, C., el al„ Hopllat , Bio de Janeiro, 1945, 23, 709. 

u Cnrnevale, A., Pedlatrla, 1946, 54, 303. 
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18 Should, H., Clin. Proe., 1947, 8, 197. 
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ISRAEL’S BEVERIDGE PLAN 

NEW HEALTH SERVICES 

he Beveridge Plan of 1942 aroused great interest in Palestine, 
specially among Jewish Agency leaders, who were then wcrk- 
ng on the assumption that they would form the nucleus 
f a Cabinet when Jewish independence was achieved. The 
leveridge report was immediately translated into Hebrew by 
dr. I. Kanievsky, an expert on social welfare and administration. 

Social insurance in Palestine is exactly as old as it is here, 
n 1912, while Lloyd George was initiating national health 
nsurance in this country, the Histadruth, which is the trade 
inion confederation embracing most Jewish workers, founded 
ts Ktipai Cholim or sick fund. The pioneers in this movement 
vere a handful of agricultural workers in Judaea and Galilee 
rho were opening up a desolate and undeveloped area, 
’alestine was still under Turkish rule ; settlers were rare 
lirds distrusted not only by the Arabs but also by the old 
ewish population in the towns. Such medicine as there was 
n this environment was synonymous with witchcraft, though 
irobably less honoured. From these beginnings there developed 
. comprehensive health service covering 75% of all Jewish 
vorkers in Palestine, all paying a unified contribution accor- 
ling to earning capacity. Under the aegis of the Histadruth 
here were established health insurance schemes providing 
ratemity benefit, an invalid fund, unemployment fund, and 
ild age, widows’, and orphans’ funds. 

Health services in Palestine, however, suffered from the lack 
f a single co-ordinated system of insurance. Many Jewish 
odies outside the General Federation of Labour provided fad- 
ties that did not always work in harmony with the main organ- 
tation, and many schemes were still dependent on outside 
harity. The British were themselves developing social services 
3 include the Arab population, which in Palestine was perhaps 
erved better than anywhere in the Middle East. Some Arabs 
ame within the framework of the Kupat Cholim, especially 
/here Jews and Arabs were employed together. In these cases 
trab workers received medical care against compulsory pay- 
rents by their employers. 

The Kaniessky Plan 

A Cabinet subcommittee is now working on draft proposals 
o centralize these different schemes so as to include all the 
itizens of Israel. Administration will be the responsibility of 
he Ministry of Sodal Welfare under Mr. I. M. Levin, the 
dinister, a comparatively new immigrant to Israel who escaped 
rom the Warsaw ghetto. This special subcommittee has the 
ask of putting the “ Plan for Social Insurance in the State of 
srael,” commonly called the Kanievsky Plan, into operation, 
"his plan was first submitted to the Histadruth executive, which 
ponsored the research, in May, 1948. It includes the following 
nain points : 

1. — Free medical aid, including hospital treatment, for all dtizens 
if Israel. 

2. — Compulsory ^social insurance for all wage-earners, including 
□embers of the free professions, artisans, etc. 

This insurance scheme will include medical treatment; workmen’s 
ompensation ; spedal allowance for expectant mothers and maternity 
id ; assistance to invalids ; unemployment insurance ; old age pensions 
nd assistance to widows and orphans. According to the original 
dan the scheme will be financed from contributions by employees, 
mployers, and the State. These contributions would correspond to 
8% of the employee’s wages; 5% contributed by the employee, 8% 
iy the employer, and 5% by the State. 

Taking into consideration the rapidly changing structure of 
srael's population, which is expected to be doubled within the 
text four years, such a plan can be carried out only step by 
tep. The general opinion is that the first step would be the 
irovision of free hospital treatment for the whole population, 
it present the available accommodation in Israel’s civilian 
ospitals is only 2 beds per 1,000 population. However, there 
re a number of military hospitals which should soon be at 
he disposal of the Government. In addition, the Government 
nd existing medical organizations are already considering plans 
or the early establishment ot many new and modern hospitals, 
nd to this “capital investment" it is expected that the Jewish 
kgency, the international Zionist fund-raising organization, will 
lake its contribution. 


In implementing this scheme it is not intended to 'abolish the 
present status of physicians in private practice. A large pro- 
portion of the country’s medical profession may find employ- 
ment in these Government schemes, but the remaining private 
practitioners will not lack work. 

The Cabinet subcommittee, headed by Mr. Kanievsky, is 
composed of the Directors-General of the Ministries of 
Finance and Health and Social Welfare, three specialists whose 
experience during the Mandate and in the government depart- 
ments of other nations should prove valuable. The main 
employers’ associations have not yet had time to consider the 
plan officially and so far have not made their views known. 
But in view of the fact that such schemes are already in opera- 
tion in almost all progressive countries it is believed that 
opposition to the plan will not be too strong, although some of 
the employers’ representatives feel that the introduction of such 
a comprehensive plan may be premature. 


WOUNDED AND SICK PRISONERS 
OF WAR 

DRAFT RED CROSS CONVENTIONS 

A Red Cross draft convention which the diplomatic con- 
ference referred to last week (p. 768) is studying at 
Geneva lays down regulations concerning the mixed 
medical commissions appointed on the outbreak of 
hostilities to examine wounded and sick prisoners of war. 
Each of these commissions is to be composed of three mem- 
bers — two belonging to a neutral country (one of whom is to 
be the chairman) and the third to the detaining power. The 
neutral members are to he appointed by the International Com- 
mittee of the Red Cross and approved by the two belligerent 
powers. If possible, one of the neutrals should be a physician 
and the other a surgeon. They are required to be entirely 
independent of the warring powers, which must grant them all 
facilities in discharge of their duties, including a visit to each 
prisoner-of-war camp at intervals not exceeding six months. 
These mixed medical commissions may either propose repatria- 
tion or may refer a prisoner for a later examination, and the 
detaining power is required to carry out these decisions within 
three months. A proposed regulation not in the existing (1929) 
Geneva Convention for the Wounded and Sick is that prisoners 
of war who, in the opinion of the medical authorities of the 
detaining power, are manifestly in a serious condition shall be 
repatriated without haring to be examined by the commission. 

Prisoners of war who are to be repatriated direct, according 
to a draft model agreement which has been drawn up, include- 
all wounded prisoners suffering from lesions equivalent at least 
to the loss of a hand or foot, and all sick and wounded in whom 
recovery appears to be unlikely within a year. Prisoners of 
war eligible for accommodation in a neutral country include 
those who have better chances of recovery in such a country 
than in captivity ; those suffering from any form of tubercu- 
losis and whose treatment in a neutral country is likely to lead 
to recovery or to considerable improvement; those suffering 
from other conditions in which treatment would clearly have 
better results in a neutral country ; those who have undergone 
a nephrectomy as prisoners ; cases of osteomyelitis latent or on 
the way to recovery, of diabetes mellitus not requiring insulin, 
and of exanthematic typhus acquired in captivity. Cases cf 
captivity neurosis not cured or on the way to complete cure 
after three months in a neutral country are to be repatriated. 
Excluded from accommodation in a neutral country are all cases 
of duly verified mental affections ; prisoners with nervous affec- 
tions, whether organic or functional, considered to be incurable ; 
chronic alcoholics ; and all cases of contagious disease during 
the infective period, with the exception of tuberculosis. 

A list of conditions has been set out in which the decision of 
the mixed medical commission must be based to a great extent 
on records kept by camp physicians and prisoner doctors of the 
same nationality, or on an examination by medical specialists 
Of the detaining power. These include chronic asthma and 
bronchitis, chronic cholecystitis, serious chrome diseases of the 
Central and peripheral nervous system, and auditory disorders, 
such as total unilateral deafness, if the other ear does not 
discern the spoken word at a distance of one metre. 
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Marking of Hospital Ships 

Some work on the visibility of hospital ships has been under- 
taken by the research laboratory of the Admiralty and laid 
before the conference. The present convention states that 
hospital ships shall be painted white and display vermilion red 
crosses, three of them, of a height of three metres, on each side 
of the hull, two others in a horizontal position so as to be 
plainly visible from the air, and two more vertically above the 
main deck, one to be seen from astern and the other from 
ahead. During darkness or reduced visibility the crosses on 
each side of the hull arc to be floodlit and the crosses on the 
superstructure to be made luminous by means of lamps. There 
are also provisions for an automatic switching mechanism to 
give flashing or alternating illumination. 

The Admiralty experiments suggest that these devices may 
not be the best possible. In daylight, at the range at which a 
ship is first seen, there is no possibility of identifying a vessel 
as a hospital ship. In many cases the range must be halved 
before recognition is possible, and sometimes, as with the white 
hospital ship of the Geneva convention, which is most difficult 
to identify because it can easily be confused with a warship 
painted a light grey, the range must be reduced to one-third or 
one-quarter before identification can be certain, and even then 
the first recognition is not of the painted red cross. The 
proposal is that a hospital ship should be painted black and 
light yellow (or white) on either side of a vertical line drawn at 
the mid-point of the length of the ship, and that the black half 
should carry a yellow or white cross and the yellow or white 
half a black cross. With such a design the unmistakable half- 
and-half pattern first shows itself, and the crosses appear later. 
The object of introducing yellow, with its high reflectivity, is to 
obtain any advantage due to colour. Some complicated experi- 
ments have been carried out on the required dimensions of the 
cross if it is to be seen under varying conditions of meteoro- 
logical visibility. Under some conditions if the cross is to be 
seen at all it would have to be of a height which is usually 
impracticable. The only recommendation on the point which 
can be made is that the cross should be the full height of the 
freeboard of the ship and larger if possible. The most con- 
spicuous cross is one which has a thickness of limb equal to 
one-quarter of its height, and a red cross must be about 10% 
larger than a black cross to give equal ease of recognition under 
the same viewing conditions. 

For visibility of hospital ships at night the Admiralty workers 
advise against floodlighting, and consider that luminous signs 
are preferable. However well floodlighting may be arranged, 
® red cross on a white ground will at a distance, if any atmo- 

Kheric haze is present, give a whitish glow with few distin- 

•ishing features. The better plan is to use diffusing glass with 
s of lamps behind it. 


Preparations and Appliances 


EXPULSION OF VACCINE LYMPH FROM CAPILLARY 
TUBES 

A medical officer of the Ministry of Health writes : Anti- 
smallpox vaccine lymph is now put up in capillary tubes which 
are not of uniform size, and the special device that used to 
be sold for expelling the lymph from the tubes is not always 
readily available and is sometimes ineffective. A simple- 
alternative is to use a baby’s feeding-bottle teat, the open end 
of which is easily occluded by the thumb. The teat can be 
sterilized by boiling, and the nipple hole is usually about the 
right size to make an airtight joint with a capillary tube. 

Another method, suggested by Dr. O. H. Bowen, - of 
Kingsbury, N.W.9, is to break off both ends of the lymph tube 
and then to insert into one of the open ends the sterilized 
needle of a hypodermic syringe with the plunger pulled out. 
If the junction of tube and needle is surrounded by a small 
sterile pledget of wet cotton-wool to make an airtight joint 
the lymph can be expelled without difficulty by pushing down 
the plunger of the syringe. It is obvious that care must be 
taken to sterilize needle and syringe before they are used for 
other purposes. 


Reports of Societies 


PATHOLOGICAL TESTS IN RHEUMATIC 
DISEASE 

A meeting of the Scclion of Physical Medicine of the Royal 
Society of Medicine on April 13 was devoted to a discussion 
of the significance of pathological tests in rheumatic disease. 
The president. Dr. L. C. Hill, was in the chair. 

Dr. D. H. Collins discussed the contribution which the 
histologist or cytologist could make to the diagnosis arc 
management of the patient who presented himself at the 
rheumatism clinic. Investigations requiring the removal ol 
material by aspiration or excision biopsy were not applicabli 
in all cases, but where they could be employed usefully direc 
information about the pathological process could often b< 
obtained. 

If the fluid in an acutely inflamed joint was withdrawn and 
examined, septic arthritis could be identified by the presence 
of pus and organisms. Traumatic effusions always contained 
either blood or blood pigments. Many investigations had beet 
made on the muctn content of synovial effusions. Althougt 
generally the mucin content and viscosity of an inflammatory 
effusion were low and of an effusion due to osteoarthritis high 
this examination was of little value in differential diagnosis 
because it was never known to what extent the bulk" of the 
effusion was contributed to by watery transudate. 

Synovial biopsy in cases of suspected .tuberculous arthriti 
was a routine procedure. It should be used in all cases o 
arthritis where there was a possibility of tuberculosis, especial!; 
in monarticular disease. A positive histological diagnosis couk 
almost always be made in cases of rheumatoid arthritis whei 
the following five features were found together: hvpetplasi: 
of the synovial membrane and villi ; hyperplasia of the synovia 
lining; massive lymphocytic or plasma-cell infiltration; in 
flammatory hypcracmia and oedema varying in degree wit! 
the duration and intensity of the inflammatory process ; am 
absence of other specific histological characters. This histo 
logical diagnosis of rheumatoid arthritis must be considered 
of course, in relation to the clinical features, but he was sur 
that it had prognostic value and probably diagnostic value, eve: 
in the monarticular case; but unless the five features wer 
clearly recognizable the diagnosis of rheumatoid arthritis wa 
not justified. 

Relative Viscosity of Blood Plasma 

Dr. H. J. Gibson confined himself to a discussion of th 
relative viscosity of blood plasma in comparison with othe 
empirical tests of rheumatic disease. The estimation of plasm 
protein changes was of value in diagnosis, especially in fir 
rheumatic group, and in the objective assessment of activity 
Such estimations were also important tests of cure. The bloc 
sedimentation rate had been the sheet anchor in investigation 
it had stood the test of time, and there must be few rheumatisn 
clinics in which it was not used extensively. Its advantage 
were the ease with which it was carried out and the undet 
standing they had of its interpretation. The disadvantage c 
the blood sedimentation test was that it was an indirect estima 
tion: a plasma abnormality was tested for by the effect on 
second reagent — namely, the red blood cells. Plasma was alread 
a very complicated physico-chemical system, and when re 
blood, cells were added the picture became still more compl : 
cated. If a test could be found which would eliminate the us 
of red cells and would estimate abnormalities in the plasm 
directly, a great advance would be made. A formalin gel tes 
and a colloidal gold test had been described. The latter migt 
be positive in about 75% of cases of rheumatoid arthritis— 
strongly positive reaction being found only in about 50%— hu 
this test did not correlate well with the blood sedimentatio: 
rate. It appeared to estimate a different abnormality, althoug' 
both abnormalities might be the result of the disease. 

■ The increase of plasma viscosity was an -old observation, bu 
recent work had revived interest, in it. The test was applie 
first in cases of tuberculosis, and a high correlation was fouo 
between clinical activity and the viscosity zone — a rather nano' 
zone — associated with pleural effusions. It was found" i 
tuberculosis that normal viscosity might be found first in th 
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tarty stages and later in remissions, and also, rather paradoxic- 
ally, in the terminal stages of the disease. 

This work seemed to be of interest as proposing a relatively 
ample test which might replace the blood sedimentation rate 
rr supplement the information it afforded. It was an estimate 
af the viscosity of plasma relative to distilled water, carried out 
it 20’ C. with undiluted oxalated plasma. Dr. Gibson showed 
;he results obtained in 365 observations on 286 cases of rheuma- 
toid arthritis, the relative viscosity and the sedimentation index 
being correlated. The activity of the disease was reflected in 
Ihe results with both tests, though detailed correlation was 
difficult to discern. In this series of cases, if die blood sedi- 
mentation rate only was examined, abnormalities shown by 
viscosity readings would have been missed in 13 observations, 
and if the viscosity only had been taken abnormalities shown 
by the blood sedimentation rate would have been missed in 
20 observations. Abnormalities were demonstrated by both 
tests in 94 1% of the observations. There was thus an advan- 
tage in carrying out both tests if the maximum abnormality 
was to be ascertained. The inferences to be drawn from the 
tests were concurrent, and yet the tests were not testing quite 
the same thing. 

Indeed, the value of the viscosity test was that it did not 
appear to be estimating the same abnormality as the blood 
sedimentation rate. The abnormalities were different, or at 
least were different facets of the same plasma abnormality. 
He was not advocating that the biood sedimentation rate be 
abandoned. ' There was a place for both tests, especially in 
cases where it was desired to have close supervision and con- 
trol, as, for example, in therapeutic trials. If there were two 
different indices of improvement or deterioration to hand to the 
statistician it was a great advantage. The tests should be 
regarded as complementary. 

Asked whether the cases in which there was a discrepancy 
between the relative 'viscosity and the sedimentation rate had 
been checked back clinically to exclude the possibility of some 
other infection such as a cold or influenza. Dr. Gibson explained 
that it was not a single observation which was made in these 
cases, it was a follow-through observation, and the discrepancy 
existed throughout. He added that he bad avoided mentioning 
individual cases, because in rheumatism “ almost anything can 
be proved by selecting your cases." 

The brief ensuing discussion, in which Dr.- NV. S. Tegnek, 
Dr. J. Haskness, and Dr. Coke participated, was mostly con- 
cerned with the types and use of viscometers and the desirability 
of standardization. 


ULSTER PAEDIATRIC SOCIETY 
The inaugural meeting of the Ulster Paediatric Society was 
held in the Royal Belfast Hospital for Sick Children on April 5. 
Dr. Rowland Hill was elected chairman, and Dr. NV. A. B. 
Campbell honorary secretary. The main business of the meet- 
ing was to draw up the constitution and rules of the Society, 
after which the film “Patent Ductus Arteriosus" was shown. 
It is planned to hold at least three clinical meetings in each 
year. - 

A meeting of the North of England Obstetrical and Gynaecological 
Society was held in the Jessop Hospital, Sheffield, on March IS, with 
the president, Mr. S. B. Herd, in the chair. Mr. O. V. Jones, of 
Bangor, described a case of hydatidiform mole. The pathological 
findings in this case were discussed by Dr. G. Evans. Dr. C. G. 
Paine described a case of haemolytic- disease in a newborn child 
with group A Rh-positive blood, the mother's blood being group O 
Rh-positive. Mr. P. Malpas reviewed the gynaecological aspects 
of regional ileitis. 


The Nurses and Midwives Whitley Council announces that it 
has agreed on the following revised rate of remuneration for 
student district nurses: £140 per annum plus emoluments valued 
at £100 per annum, or a living-out allowance of £100 per annum 
for non-resident students. As this is part of the student-nurse settle- 
ment, which came into operation on Sept. I, !948, the new rates will 
apply retrospectively to that date. If in any case an existing student 
would receive a lower rate of remuneration under these arrangements 
than before, the present rate may be continued on a persona! basis. 
The new rate is provisional and may be revised. The rate previously 
paid to student district nurses in training for the certificate of the 
Queen’s Institute of District Nursing was £95 per annum plus 
emoluments valued at £100 per annum. 


Correspondence 


An Unfortunate Precedent 

Sir, — T he fear of favouritism in respect of the Awards Com- 
mittee is probably quite unfounded and, in tbe case of Lord 
Moran, of course ridiculous. But it seems to me that the ideal 
future composition of such a committee would include a chair- 
man who was not a medical man at all but either an eminent 
jurist used to. weighing evidence or a Fellow of the Royal 
Society of accepted standing and experience. The presidents of 
the Royal Colleges should be ex-officio members while in office, 
and the other members of the committee should be elected 
annually, biennially, or as seemed most practicable. This would 
minimize, if not abolish, any fear of favouritism and would 
probably also be acceptable to such people — of whom I happen 
to be one — as believe that the Royal Colleges should be mainly 
concerned with preserving and fostering the educational and 
ethical standards of the profession and not meddle — qua 
colleges — with such questions as salaries, fees, and mileage. — 
I am. etc., 

Easton Rural. Wilts. H. H. BaSHFORD. 

Sir, — Y our courageous and pertinent leading article 
{April 23, p. 717) on the above has produced an undignified 
reply from the inner cabal of the Royal College. The eight 
signatories of this reply not unnaturally regard themselves as 
the henchmen or hodyguard of their President ; but in their 
haste to express their sharp resentment of your free criticism 
they expose the weakness of the regulations by virtue of which 
they hold office. And it is to these weaknesses that I wish to 
address myself rather than to the question whether you had 
not expressed simply and clearly what so many of us have 
felt and thought. 

1 wonder if the general body of practitioners, including tbe 
large number of Members, realize how the R.C.P. is actually 
governed in practice, dt how much of their professional life 
is affected by tbe senior Royal College. Put as briefly as 
possible, it is as follows. In theory the whole body of Fellows 
rule and govern the College. In practice they do nothing of 
the kind. So archaic are some of their procedures that even to 
the present day the assembled Fellows at the meeting of the 
Comitia for the election of a President are solemnly presented 
each with a half-crown. By all means revere and venerate 
long-established custom when no harm is done thereby. But 
this ancient custom is merely a reminder of the time when the 
College of Physicians was essentially the College of the 
Physicians of London and attendance by the great majority 
could be expected. 

It is still tbe rule that those actually present and voting 
are tbe only Fellows who can elect tbe President. But to-day 
Fellows of the highest repute and learning live and direct the 
studies of rising generations in parts of the world not even 
discovered when the charter of the Royal College was granted. 
These have no say or place in framing the policy of the College, 
nor have they even a representative committee, and still less 
nominees to the Council of the College. Are these exponents 
and judges of good medicine to be excluded merely because 
some rule was laid down before their country ms known to 
exist 7 

From this one defect comes tbe majority of all the other 
defects in the College constitution. Once the President is re- 
elected the cabal reassumes its hold on all policy ; and by 
diffusing an atmosphere of “Touch not established custom” 
subsequent meetings of the Fellows in Comitia all too often 
become formal and routine acceptance of the Council's recom- 
mendations. It is true that printed agenda are circulated to 
ever)’ Fellow containing the recommendations of the Council, 
and that these recommendations are technically open to dis- 
cussion. But to question these instantly produces a sense of 
trespassing on strictly preserved coverts and using time that 
will produce no change. 

- What is the obvious result of such an atmosphere ? It is and 
must be that unless a Fellow is persona grata to the inner 
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council, however good a counsellor lie may be, or however 
anxious to give his best to the College, there is no probationary 
forum where he could be welcomed and tried out, and so he 
will probably remain outside. It is equally obvious that the 
whole body of Fellows scattered all over the world cannot 
run the day-to-day business of the College, Hut there is much 
room between the two extremes for moderate and sensible 
development without offence to our ancient foundation. In 
this gap there is ample space to make the rules of the College 
more consistent with twentieth-century methods of true 
democratic government. 

To introduce changes that would bring the knowledge and 
advice of a wider circle of Fellows into the policies and 
development of the Royal College would find an immediate 
response from many who now realize that they have no means 
of contributing to these matters and arc, therefore, irregular 
in their attendance at Comitias. The College would then 
rapidly become the deeply loved and respected head of all that 
is best in true world medicine. 1 feel that it is only dormant 
and waiting to be led back into its true path. Had this been 
the trend of the last nine years instead of efforts to entrench 
the established rules and to combine local and parochial 
medico-politics with the high office of President to which 
5 'our article refers, then there would have been no occasion for 
your leading article. The joint position of P.R.C.P. and 
Chairman of the Awards Committee would have been 
unthinkable. 

There are many other matters besides those that I have 
raised, such as conditions for the membership examination, that 
have long called for readjustment to the changed conditions of 
medicine. 

The recent meeting of the Prime Ministers of the Common- 
wealth and the nature and result of their deliberations give 
true point to my argument. —I am. etc., 

London. W.l. C. B. Hrxt n. 

Sir, — T he reply (April 30, p. 774) provoked by your leading 
article (April 23, p. 717) on the above subject and published 
over the signatures of the censors and other officials of the 
Royal College of Physicians will doubtless provoke much 
correspondence. May I, as a surgeon with no personal interest 
in merit awards, say that I believe you, Sir, in your article to 
have voiced the real views of the consultants and specialists 
in the country ? 

It is quite obvious to me that the gentlemen who have written 
the reply are, like too many distinguished members of the 
profession, completely out of touch with the realities of the 
situation that faces us and with the opinions of the rank and 
file of specialists. “The sympathetic attitude of the Minister 
of Health ” — the expression is almost humorous, if the situation 
were not so serious. “ Terms of service which are considered 
by most consultants and specialists to be just and generous ’’ — 
when the truth is that most consultants and specialists are 
seriously perturbed and gravely dissatisfied with those terms. 
when they are examined intelligently. 

Like some of the signatories, I am getting on in years, but 1 
am not yet in my dotage and I do go to meetings and listen to 
the views of my younger colleagues. Whilst I appreciate the 
loyalty which rallied these gentlemen to the defence of their 
President, I tremble for the future of my profession when those 
who should be among its leaders are obviously so gravely mis- 
led as to the facts which face us and as to the feelings of their 
colleagues. I would beg them all to read, mark, learn, and 
inwardly digest your leading article at p. 762 of the Journal 
of April 30. Surely that will open their eyes a little. — I am, etc.. 

Southpon. R. R. M. Porter. 

Sir, — If the fears expressed in your leading article (April 
23, p. 717) and “Young Specialist’s” letter (April 30, p. 774) 
are well founded the moral condition of our profession is such 
that the particular composition of an Awards Committee seems 
of small importance. The picture of the President on the one 
i hand dispensing “awards for the boys,” and a group of 
aspiring young specialists on the other silently stifling their 
valuable criticism or warm-hearted admiration with a weather 
eye on the awards barometer, should certainly cause concern ; 


though I suspect the reaction may generally be a rather more 
light-hearted one. 

1 do not share your pessimism, but fear that arguments of 
this sort if taken seriously may encourage faction at a time 
when harmonious unity for the main purposes of our profes- 
sion is more important than it has ever been. — I am. etc., 

otfnni C. W. M. Wirrnv. 

The Intervertebral Disk 

Sir, — M r. Michael Kelly misquotes me in his letter (April 23. 
p. 725) on the subject of the intervertebral disk. In the 
Mackenzie Lecture, an abridged edition of which was published 
in the Journal of Feb. 12 (p. 255), I did not say that “when 
a stooping man begins to extend his spine the posterior margin 
of the disk is compressed. ...” Tills would imply that this 
condition invariably happened. In fact, it is only in excep- 
tional circumstances, as I was at pains to prove, t that this 
circumstance docs arise. — I am, etc., 

London. W.l. HUGH E. GRtrriTHS. 


Use of the Term “ Coliform ” 

Sir, — T he term " coliform ” has for some time had an 
obscure meaning and it has become increasingly dear that a 
definition is desirable. Those interested in medical and veterin- 
ary bacteriology have used it to embrace only the morpho- 
logical characters of many species, not of Bacterium coll alone 
but of the dysentery bacteria, the salmonella, and other Gram- 
negative rods similar to Bacterium’ coli. On the other hand, 
the term “coliform” is restricted by many water and dairv 
bacteriologists to those organisms which arc not only morpho- 
logically similar to Bacterium coli but which resemble it in 
its cultural and biochemical characteristics ; some have even 
regarded it as being synonymous with Bacterium coli of faecal 
origin. 

Because of this confusion, and also because there is now a 
closer liaison between all those who study bacteria- from what- 
ever aspect, a committee of nine, representing this variety of 
interests, was appointed by the Society for General Micro- 
biology and by the Society for Applied Bacteriology. Thi' 
committee met on several occasions and discussed the matter 
from wide angles, and the relevant portion of their report 
is quoted below. 

1. The term "coliform” means “like Bacterium coli." or 
“ coli-like.” 

2. “ Coliform " is an adjective and as such has no generic or 
ecological significance. 

3. It is proposed that the term “ coliform ” should refer to 
Gram-negative rods resembling Bacterium coli in morphology 

' and staining reactions but not necessarily in cultural and bio- 
chemical characteristics. 

4. It is hoped that the widest publicity will be given to this 
definition to prevent the term being employed to define different 
specific types by different workers, or to restrict the term to 
particular branches of bacteriology. 

The committee are convinced that the proposed definition is 
the only one satisfactory to all interests in bacteriology and 
are opposed to any definition based on ecology or biochemical 
reactions. They hope that bacteriologists in general will under- 
stand and agree upon the meaning of the term “conform.” 
Existing systems allow for classification of organisms grouped 
under the wide term now proposed.— We are, etc.. 

Rpginald- Lovbll, 

(Society for General Microblolofty) 

Royal Veterinary Collccc. London, N.\' 

C. B. Taylor, 

(Society for Applied Bacteriology) 
Butterwicfc Research Laboratories. 

Weltvyn. Herts. 


Needle Biopsy of the Liver I 

Sir,— In his excellent paper on liver biopsy Dr. Richard 
Terry (April 16, p. 657) recommends local anaesthesia, and tins 
seems to be the usual practice. However, it is worth considering 
whether this procedure is ; ot better done under thiopedtone 
anaesthesia. During the war years overseas, when mysterious 
diseases with enlargement of the liver were so common, u 
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was sometimes desirable to examine material by biopsy of 
liver, spleen, gland, or marrow before a diagnoses (e.g., of 
kala azar) could be determined. These procedures are all 
rather unpleasant, and tend to be associated in some measure 
with anxiety to patient and doctor alike. It was found that, 
f needs be, even three to four such procedures could be 
afely and expeditiously carried out by a team of workers 
ising thiopentone anaesthesia. 

There are several advantages : anxiety, pain, or discomfort 
ire eliminated, and the operator is free to concentrate on the 
•arious manoeuvres without worrying about the patient’s feel- 
ngs. This added confidence also means a surer thrust, and 
f by any chance no tissue is obtained the puncture can be 
mmediately repeated. Safety is increased, because absence 
>f 'movement of the patient and his liver can be assured if 
:he sole duty of one member of the team is to press firmly 
upwards from below the right costal margin, so that the liver 
is held fast against the diaphragm. The patient is always 
grouped first, and vitamin K is given no matter what the pro- 
thrombin time. Very firm pressure over the site of puncture 
is maintained for a few minutes as a precaution. 

There has been only one untoward incident, and that not 
directly related to the biopsy. During the early phase of the 
anaesthetic, when the patient was apparently semi-conscious, 
he suddenly swung left and dealt the anaesthetist a shrewd 
blow amidships which crippled him, and then knocked the 
needle out of my waiting hand with his elbow. An able 
assistant restored the situation by reinserting the thiopentone 
needle into the vein whilst the biopsy needle was boiled up 
again. Liver tissue was then obtained without difficulty. 

In this country liver biopsy alone is usually all that is 
required ; but, if at all likely to be necessary, sternal puncture, 
for example, may conveniently be carried out at the same time 
under the same anaesthetic. Many will testify to the satis- 
factoriness of this technique, which has been used consistently 
over the past five years. — I am, etc.. 

Edinburgh R W - D. TURNER. 

' Herpes Zoster Recurring in a Baby 

SIR,— The following cast is reported, as it appears to be 
unusual. 

The mother of a baby who was bom on April 17, 1948, developed 
varicella when four months pregnant; she caught this from her 
daughter, who was attending day school. There were no complica- 
tions, The gestation was otherwise normal. The child was delivered 
at full term — a spontaneous breech. She was breast fed for seven 
weeks and then given modified cow’s milk four-hourly. 

On June 7, 1948, the child developed a rash on the left side of the 
chest and back. This I first saw on the following day, when I found 
a typical herpes zoster with a distribution over the left scapular 
region, the left lateral chest wall, and the left breast. The lesions were 
kept dry, and cleared up spontaneously in about 14 days, leaving 
no scars. During the illness the feeding was changed to National 
dried milk, on which the child thrived. 

On Dec. 29, 1948, the mother noticed a similar rash on the right 
scapular region. I saw the child the following day and found a 
similar typical herpes zoster rash distributed over the right scapular 
region, the -right axilla, the right inner arm, and the left forearm 
and inner side of the wrist. Over the scapula the lesions were few- 
and discrete, but the axilla and arm were covered with confluent 
patches of vesicles which faded out towards the ulnar border of the 
hand. At no time did I find any constitutional disturbance: there 
was no raised temperature, no anorexia, no loss of sleep, no apparent 
pain. The baby remained just as active as ever. 

Vaccination was performed in August, 194S — i.e., about 8 weeks 
after the beginning of the first attack of shingles. There have been 
no sequelae. 

— 1 am. etc., 

London. N. is C. H. Johnson. 

' Diparcot in Parkinsonism 

Sir. — The article by Dr. R. S. Duff (April 9, p. 613) has 
been of great interest to me, as I too have been using the drug 
for some considerable time. After reading the paper by 
Sigwald, Bovet, and Dumont 1 I sent for the original French 
drug “ novocainique " (29S7 R.P.). and have since been able 
to continue the treatment for over a year now by the courtesy 


of the manufacturers of “ diparcol ” (the corresponding pre- 
paration), who kept me supplied until the drug was put on the 
market. 

My experience, 1 must admit, consists of one case only, but 
as it is at great variance to that of Dr. Duff, and the result 
seems to have been more favourable, I feel I should put my 
own observations on record. 

My patient was not a case of post-encephalitic Parkinsonism, 
but of Parkinson’s disease proper (paralysis agitans). Like 
Dr. Duff, I started with a small amount, but then, according to 
the suggestion of Sigwald and Bovet, 1 gradually increased the 
dosage until the limit of tolerance was reached, which in this 
case I found to be 3 g. daily (12 tablets of 0.25 g.). Above 
that dosage the patient became very giddy, whereas a dosage 
below that amount increased the tremor. As advocated by 
the French authors, I also gave the patient tab. amphetamine 
sulphate, 5 mg., one tablet before breakfast and one before 
lunch. Further, I gave a sleeping-tablet at night, and like 
Dr. Duff continued for a while with the alkaloids. The results 
have been most striking. The tremor has disappeared for 
periods of one or two hours at a time— amounting to a total 
of about 12 hours per day — and was much reduced in severity. 

The patient is a woman aged 64 who has been suffering from 
Parkinson’s disease for about II years. It started with an accident, 
when her hand was caught in a wringer. The symptoms were aggra- 
vated during an air raid and two years later by an accident to her 
husband. At the time treatment was started she was quite helpless, 
could not walk, and was trembling all day. She was in a state 
of persistent stupor, did not take any notice of her surroundings, and 
was unable to remember anything. She had to be carried from her 
bedroom downstairs. Now, apart from the considerable reduction in 
her tremor, she is able to walk about, walk up and down stairs, wash 
up, set the table, cook a little, change her shoes, read a little, and 
even knit. She is very bright, and can take full part in everyday life. 

In conclusion I wish to point out that, apart from the cases 
of post-encephalitic Parkinsonism, the drug appears also to be 
applicable in cases of Parkinson's disease. The maximum 
dosage should be assessed individually by very gradual increases 
or decreases. It can be much higher than 1 g. (given as 
maximum dose by Dr. Duff), as proved in my case, where the 
optimum dose was 3 g. Drowsiness, cramp, and depression in 
the initial stages seem to be controlled by the addition of 
amphetamine sulphate, which is well tolerated by patients with 
Parkinson’s disease. Indeed, these side effects seem to be 
more pronounced with the smaller dosage, and disappear as the 
amount of diparcol is being increased. — I am, etc., 

. Spennymoor. Co Durham E- BjtXDER, 

Rtmisct 

1 her. Mura/., 1946, 78, 581 


Vertigo and Influenza 

Sir. — D: x 11. Gregson (April 16, p. 683) mentions vertigo 
as a symptom in some cases of influenza. In the last few 
■weeks I have seen four patients in whom severe vertigo was 
the presenting symptom, and in two of them the only symptom. 
Whether they were cases of influenza I cannot say, but at 
the time I regarded them as cases of acute influenzal 
labyrinthitis. 

The first case will serve as typical of the others. He was a man of 
70, who came staggering into the surgery as though drunk. He had 
been perfectly fit the night before on going to bed, but was woken 
up in the night by violent giddiness. The furniture appeared to be 
going round from right to left, and when he tried to walk be alwav,- 
fell towards the left side. He vomited and retched the whole night. 
He had s!igbt_ nystagmus on looking to the right, but no other 
abnormalities in the C.N.S. On inquiry, be admitted to a fairly 
severe lumbosacral backache and a frontal headache, but bad no 
other influenzal symptoms. Temperature and pulse were normal. 
The vertigo gradually wore off after some three days, and for a 
further week he got short attacks if he turned his head suddenly. His 
wife and daughter went down with typical influenza five davs later. 
It will be seen that the evidence for ibis being a case of influenzal 
labyrinthitis rests only on the presence of the concomitant head- 
ache and backache, and the -fact, which incidentally I ■ prophesied, 
that other cases of influenza followed in this household. 

The other three cases were similar. In all the" ons« was 
unexpected; -one moment the patient was perfectly .well, the next 
moment he would be banging on to the furniture to keep upright. 
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The experience was apparently very alarming. Three of the patients 
were elderly, and two of them said afterwards that they had thought 
they were going to die. The fourth was a child of 3, and her 
mother said that she was terrified during the attack. Three of the four 
had severe vomiting, and all were very consistent in describing objects 
as rotating about a vertical axis, and always in the same direction. 
All tended to fall towards the side to which objects seemed to rotate. 
After the acute attack, which lasted one to three days, all tended 
to get minor recurrences on rapid rotation of the head. Two had 
nystagmus on looking away from the side to which they tended to 
fall. Subjectively, none complained of deafness. Objectively, one 
had been stone deaf for years, and two others showed differences in 
auditory acuity between their two cars, but in view of their ages this 
was of doubtful significance. The child was not tested. Tltrcc of the 
four occurred in influenzal households, but two of them had no 
concomitant influenzal symptoms. 

In any household in which some members have influenza it 
is a common occurrence for olhers to develop either a lumbo- 
sacral backache, frontal headache, muscle pains, or giddiness. 
If one .assumes that these arc abortive eases of influenza it 
seems reasonable to suppose that severe vertigo may also occur 
as the sole manifestation of influenza. — I am, etc., 

Great Dunmow. Essex. PETER A. WaI-TORD. 

Marriage Neurosis 

Sir, — Dr. R. Macdonald Ladell (April 9, p. 6351 revives 
the old controversy of E.C.T. versus psychotherapy. There 
are, I fear, many wrong assumptions in Dr. Ladcll's communi- 
cation. In the first place he appears to suggest that if a 
psychic stress can be unearthed there is no place for E.C.T. 
This is really a dangerous doctrine. 

Those of us who use E.C.T. daily are often only too well 
aware of stresses which have at least helped to produce, say. 
an anxiety state or a condition of involutional melancholia. 
Often the patients themselves arc only too conscious of these 
stresses. (A few days ago 1 saw two sisters who had both 
displayed anxiety symptoms from the death of their mother 
one and a half years ago. Both, I feel sure, will rapidly clear 
up with E.C.T.) To withhold E.C.T. in such eases could result 
in much unwarrantable suffering on the part of the patients, 
not to speak of risks of disasfer — e.g., suicide. 

E.C.T. intelligently applied, with, whenever possible, the 
patient’s co-operation and aficr a careful physical and psycho- 
logical examination, is one of the great boons of modern 
psychiatry. It can cut short all varieties of anxiety and depres- 
sion, and in many eases the patient is more efficient mentally 
after its use than almost at any time in his life. (Old, unnoticed, 
mild states of depression and apprehension which may have 
existed for years before the acute breakdown arc usually also 
swept away.) It can be used in extreme old age, and is usually 
a life-saver in delirious cases, which may be almost moribund 
on admission. Therefore, because some may use this treat- 
ment unintelligently, I would deprecate Dr. Ladcll’s suggestion 
that “ the advocates of E.C.T. made no attempt to understand 
the cases and thus were turning their backs on all we have 
learned about the origins and meaning of neurosis during the 
last fifty years.” — I am, etc., 

Armagh. N. Ireland. RORERT THOMPSON. 

Treatment of Varicose Veins 

Sir, — In his letter on the treatment of varicose veins 
(March 19, p. 500) Dr. H. M. Hanschell sets forth his experi- 
ences and disappointments with sclerosing agents. He (and 
others) describes how recanalization of veins takes place 
in a high percentage of cases following their apparent oblitera- 
tion by this method. He goes on to describe an operation 
which in his hands, over a large series of cases, has given 
excellent results. 

This most interesting letter was answered by Mr. R. Rowden 
Foote (April 9, p. 635), who, although obviously disagreeing 
with Dr. Hanschell, fails to put forward any evidence refuting 
Dr. Hanschell’s argument against the use of sclerosing sub- 
stances, and who instead devotes the major part of his letter 
to the irrelevancy of ulcer, which Dr. Hanschell never men- 
tioned. He ignores the real point at issue, which is whether 
or not the injection of sclerosants is justifiable, in jriew of the 
high recurrence rate as compared with the very much better 


results following ligation or extirpation by the method which 
Dr. Hanschell advocates. 

In Mr. Rowden Foote’s book on this subject it is stated 
that 85% of varicose veins treated by sclerosing injections had 
recurred, and furthermore he accepts figures which show that 
these recurrences arc for the most part due to rccanalization 
of the thrombosed veins. It seems reasonable, therefore, to 
assume that by removing a varicose vein entirely any recurrcnc 
can be due only to the formation of new varices in the super 
ficial venous system— an event which is responsible for on! 
15-25% of recurrences and eliminates the large group o 
recurrences due to rccanalization. 

Dr, Hanschell has described a reasonable operative tcchniqu 
which in his hands has given splendid results, but Mr. Rowdc 
Foote has scorned it on the grounds that this treatment ha 
a long history of failures. Granted the principle of the opera 
tion may be associated with lack of success when older opera 
live methods are used, but judging from Dr. Hanschell’s result 
it would appear that his method has overcome most of th 
disadvantages associated with other operations designed t 
eradicate this condition and at least is worthy of more con 
siderntion than has been accorded to it by Mr. Rowden Foot! 

Finally, may l draw attention to the virtues of the operatior 
which in the past few months I have carried out a number c 
times ? The operation itself is simple, the patient suffers ver 
little pain and the minimum of inconvenience, and the cosmeti 
results arc good. Thus far have I satisfied myself that Dt 
HanschcH’s claims for this method of treatment are wel 
founded. What percentage of my own eases will recur I cannc 
know until I have foltowed them up for some years, but if m; 
results arc as good as Dr. Hanschcll’s I shall be satisfied thi 
sclerosants have indeed a limited place in the treatment of thi: 
condition ; and this has already become more than a men 
suspicion, following some years’ experience of injection therapj 
in treating varicose veins. — I am, etc., 

Dublin. Norman Rutherford. 

Pressure Cooking 

Sir. — The paper by Miss Gweneth M. Chappell and Miss 
Audrey M. Hamilton (April 2, p. 574) and your annotatior 
(p. 582) on the effect of pressure cooking on vitamins are r! 
topical interest, but consider only one aspect of pressure cook- 
ing. Some years ago Dr. P. Kouchakoff described experiment: 
he had undertaken to determine the relationship between 
cooked food and post-prandial leucocytosis (Lancet, 1937. 1 
425). He was able to prove by a large number of tests that 
post-prandial leucocytosis occurs only after the ingestion ci 
cooked food, but not after the same food consumed raw, and 
that in order to produce a post-prandial leucocytosis the foos 
has to be heated above 83°-87° C., according to the kind ol 
food. 

Kouchakoff therefore assumed that heating of food abovt 
the critical temperature of S3 S7 0 C. produces toxic substance: 
in the food and that the leucocytosis is a defensive readier 
against these toxins. Furthermore, he found that no leucocytes!: 
occurs when raw food is consumed simultaneously with th: 
cooked food, as, for example, when eating a raw salad wiff 
cooked meat. But when the food has been heated abovt 
100° C., as in the case of canned food or of pressure cooking 
no amount of added raw' food is capable of preventing th< 
post-prandial leucocytosis. If Dr. Kouchakoff ’s' main thesis a 
right, then routine pressure cooking should be condemned, even 
though it does not destroy the various vitamins. 

I know that a number of physiologists deny the existenc: 
of a post-prandial leucocytosis, but this is perhaps because lB 
their tests they failed to differentiate between raw and cooked 
food. — I am, etc.. 

Si. Peter Port. Guernsey. A. .OR1.EI, 

Handling of Corned Beef 

Sir, — I have been appalled at the way tinned corned beef- 
used to make up the meat ration, is served to the public. Th' 
procedure in the majority of butchers’ shops is to open a IajF 
tin of corned beef and place the contents on a wooden cuttis* 
board. The same knife used for cutting uncooked sausage*- 
uncooked beef, uncooked mutton, uncooked pork, and sis-* 
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Undecylenic Acid in tlie 
treatment of fungous infections 
of the skin 


THE study of possible fungicidal agents 
in sweat led to the use of naturally occurring 
fatty acids in therapeutics. 

It has been found that undecylenic acid 
and its derivatives arc among the most 
effective fungicidal agents, especially valu- 
able in the prophylaxis and treatment of 
tinea pedis and other dcrmatophytoscs. 

Fungicidal Ointment-Boots contains 5% 
undecylenic acid and 20% zinc undccy- 
lenate in a vanishing cream base. Fungicidal 
Powder-Boots contains 2% undecylenic 
acid and 20% zinc undccylenate in a starch 
and kaolin base. They do not irritate the 
skin and may be used safely by patients for 
self-treatment over long periods. 


Fungicidal Ointment-Boots 

Tubes of approx. 1 oz. 

Fungicidal Powder-Boots 

Sprinkler containing approx. 2\ oz. 


Literature and further information sent 
on request to the Medical Department 

BOOTS PURE DRUG CO LTD. 
NOTTINGHAM ENGLAND 
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WORKS REUABIY ANP WELL 


Long experience has taught us how to make X-ras 
apparatus on which the user may rely implicitly. Electri- 
cally and mechanically, it is built for continuous use 
under all climatic conditions with the minimum of 
interruption for maintenance. 

Radiologists throughout the world specify NVatson equip- 
ment certain in the knowledge that it embodies tire best 
features of contemporary design. 

We will gladly submit proposals for the layout of modern 
X-ray departments on request. 
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X-RAY EQUIPMENT 


WATSON & SONS (Electro-Medical) Ltd.. SUN.C HOUSE. PARKER STREET 
KINGSWAY. LONDON. W.Ci 
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of sausage meat is used, without any- attempt at cleaning it, 
for cutting slices of corned beef. The corned beef is then 
placed on the weighing-machine plate, which quite normally 
in a butcher’s shop is covered with blood. The corned beef 
is next, in some cases, wrapped in a small piece of grease- 
proof paper and placed on top of the raw meat, but in other 
cases it is placed in direct contact with the raw meat. 

The recent Ministry of Food Circular MF5/48, “ Cysticercus 
in Meat,” is in my opinion of minor importance compared 
with the procedure stated above. Most, if not all, raw meat 
in this country is cooked before consumption by human beings, 
but cooked corned beef supplied to make up the meat ration 
is not usually recooked. If parasitic worms or cysts are present 
in the meat, offal, sausage, etc., and evade the meat inspector 
during inspection, they will be transferred to the corned beef 
by knives, by butchers’ hands, by the scales, and by contact 
with the raw meat In 1941 it was proved after the outbreak 
of trichiniasis in Wolverhampton that this disease was endemic 
in the Black Country. I consider that the Ministry of Food 
and the. Ministry of Health should give careful consideration 
to the serving of cooked corned beef. — I am, etc., 

Sotitiull. Warwickshire IAN McLaCHLsN. 


Dystocia after Amputation of Cervix 

Sir. — With reference to Dr. Robert S. C. Fergusson's letter 
(Feb. 5, p. 241) and Mr. Walter Calvert's memorandum (Jan. 8. 
p. 58), I believe that the extensive scarification of the cervix 
resulting from trachelorrhaphies, and even amputations, done 
so often for chronic endocervicitis associated with milder 
degrees of lacerations, can be avoided by resort to the opera- 
tion known here as the Sturmdorf procedure or tracheloplasty. 
This is fully described in American textbooks on gynaecology, 
and involves the cutting out of a conical segment of the cervix, 
extending if necessary to the level of the internal os. The 
diseased and infected tissues are thus effectually eliminated 
and the greater portion of the circular muscular fibres retained. 
There is little or no scar tissue left to impede adequate dilata- 
tion in subsequent pregnancies. I have delivered many women 
subsequent to this operation without difficulty. 

Unfortunately the operation is not well known abroad, but 
may be recommended in appropriate cases as a way to avoid 
the dystocia described by your correspondents. — I am, etc.. 

Nr* Volk. N V GEO. W. KOSM IK. 


POINTS FROM LETTERS 

Temperature Recording 

Mr. H. J. Rwner (London, W.l) writes: As one of the students 
who performed some of the experiments summarized by Professor 
Samson Wright (April 9, p. 610) perhaps I might suggest that the 
common practice in recording temperatures is not so misleading as he 
indicates. He points out that a thermometer inscribed “ half-minute “ 
or “ two minutes ” will not accurately record the blood temperature 
when kept in, the mouth (or axilla or groin) for the time indicated. 
He also suggests that it is undesirable to have a mark at 98.4? F. 
(36.9* C.) on clinical thermometers, because the “ normal ” tempera- 
ture varies greatly with individuals and with external conditions. 
The experiments performed do certainly show this to be true, but as 
regards the clinical assessment of an abnormal temperature they may 
not be of great importance. In the surgery, the home, or the 
hospital a “half-minute’* thermometer is normally placed in the 
mouth for one minute, or in the groin or axilla for two minutes, and 
a reading of over 98.4° F. is then generally considered to be above 
normal. The reading may not be the same as that of blood tempera- 
ture, and perhaps if it were then a reading of 100* F. (37.8* C.) 
might not necessarily indicate pyrexia, but it is a reading taken under 
fairly standard conditions, and both the doctor and the layman have 
some idea of what such a reading is worth. I think that a further fact 
shown by the series of experiments was that in most people in health 
the average figure was lower than 98.0* F. (36.7* C.V~even when 
a thermometer was held in the mouth until a steady rea cling was 
obtained. For, this reason any reading above the “normal’* mark 
on the thermometer could be considered as abnormally high, .except 
late in the evening, personally I should favour retaining both the 
“ half-minute ” or “ two minutes “ inscription and also the mark at 
9S.4* F., because I think th3t a reading above this mark obtained in 
the lime indicated does show an abnormal temperature 
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A. E. BARCLAY, O.B.E., M.D., F.R.C.P. 

Dr. A. E. Barclay, who died at Oxford on April 26, was one of 
the outstanding figures in the world of radiology. Barclay of 
Manchester, as he was often known, though the later years of 
his life were spent at Oxford, was interested in every aspect of 
radiology. His special subject was the radiological study of the 
alimentary canal, on which he published papers as early as 
1912. He was too young to be one of the original founders of 
the Roentgen Society, but he can be said to have belonged to the 
second rank of pioneers, eagerly interested in the rapidly open- 
ing field of radiology in the early decades of this century. He 
was one of those who saw the necessity for ensuring that those 
who set out to use x rays in medicine had the proper back- 
ground of knowledge and the required standard of skill in the 
interpretation of what they saw. Barclay had much to do with 
the establishment of training courses in radiology and with the 
integration of this new discipline in the medical curriculum. He 
played an important part in the setting up of the diploma in 
medical radiology and electrology at Cambridge, which he him- 
self took in 1921, and for which he was examiner for many 
years. His voice was heard more and more often in the counsels 
of radiologists in those early years. In 1919 he was elected 
president of the Electrotherapeutic Section (now the Section of 
Radiology) of the Royal Society of Medicine. He was president 
of the Roentgen Society in 1924, and, after the reorganization, 
president of the larger body, the British Institute of Radiology, 
in 1931. His work was recognized beyond the confines of this 
country, as attested by his honorary fellowship of the American 
College of Radiology and his honorary membership of mam 
radiological societies in the Dominions and elsewhere. It was 
not only his scientific ability which brought him to the front 
rank, but also his attractive personality and his readiness on all 
occasions to help colleagues and juniors. 

Alfred Ernest Barclay was born in Manchester on 
Sept. 30. 1876. He went to the Leys School, Cambridge, 
and from there to Christ’s College. His clinical years were 
spent at the London Hospital, and he graduated in 190A 
He was house-surgeon and clinical assistant in the aural and 
skin departments at the London Hospital, and it was probably 
his assistantship in the electrical department there and in the 
Finsen light department which aroused his interest in radio- 
activity. Barclay proceeded M.D. in 1912, and many years 
later, in 1937, he was incorporated D.M. at Oxford. In 1935 
he became a member, and six years later was elected a fellow, 
of the Royal College of Physicians. Early in his career he 
returned to Manchester, where he became a consultant in 
radiology in private practice and honorary radiologist to the 
Manchester Royal Infirmary, with charge also of the x-ray 
department at Ancoats Hospital. He was appointed lecturer 
in radiology to Manchester University, and later held a similar 
position at Cambridge. The Nuffield Institute for Medical 
Research was established at Oxford in 1935 for the study of 
clinical, physiological, pharmacological, and anatomical prob- 
lems by means of radiological and allied techniques, and 
Barclay was appointed honorary radiologist, serving also for 
a time during the war as acting director of the Institute. Here 
he collaborated in some important work with Trueta and others. 
It was in 1946 that Trueta, Barclay, and their colleagues 
demonstrated the renal shunt which may carry such a high 
proportion of the arterial blood into the renal vein that the 
cortex is left too anaemic to function properly. Subsequently, 
in spite of his serious illness, Barclay continued this work 
and applied the same technique of microradiology of injected 
blood vessels to the study of the human stomach. In collabora- 
tion with F. H. Bentley he was able to show what appears to 
be the same type of arterio-venous shunt in the gastric sub- 
mucosa. Their work on this subject was published as recent! > 
as February of this year. 

During the firs) world war Barclay served as a captain. 
R.A.M.C., and during the second world war be was consultant 
adviser on radiology to the Ministry of Health, and travelled 
all over the country" inspecting hospital departments. His pub- 
lished work was chiefly on the application of x rays to the 
study of the abdominal viscera. In 1912. withW. J. S. Bythell, 
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a fellow radiologist of Manchester, he published X-ray Diag- 
nosis and Treatment, for many years a standard textbook on 
the subject. The Digestive Tract: A Radiological Study oj its 
Anatomy, Physiology, and Pathology appeared in 1933, and 
there was a second edition in 1936. He was the author of 
many other publications in British and foreign medical journals. 
In 1920 at Cambridge, and again in 1930 at Melbourne, he was 
president of the Section of Radiology at the B.M.A. Annual 
Meeting. 

Barclay had been chosen to deliver the Mackenzie Davidson 
Memorial Lecture under the auspices of the British Institute of 
Radiology in March, 1949, but when the time came he was far 
too ill to do so, and the Institute as a mark of respect to him 
met only for formal business, arranging no other c\cnt to take 
the place of the expected lecture. Its president travelled to 
Oxford to present him with the lecturer's medal, and brought 
back a story of a long and painful illness most bravely and 
cheerfulh borne. It was characteristic of Barclay that within 
two days of his second operation he was sitting tip in bed 
tracing out on paper exactly what the surgeons had done to him. 

^ The university of his native Manchester intended to confer on 
him the honorary degree of D.Sc. on founder's day. May 18. 
The DSc of Oxford was conferred on him in 1947. In 1946 
he was made an honorary member of the Liverpool Medical 
Institution, and on that occasion the public orator described 
Barclay as one of the pioneers who had helped to build “a well- 
fitted dark-room in the house of Medicine." He went on: 
“ Once upon a time he was a Manchester man, but he has long 
lived that down in the genial air of Oxford. He has given us 
the work of a master in his book on the radiology of the diges- 
tive tract. . . To craftsmanship he adds a scholar's integrity. 
He has alwavs taught that the study of the normal is the 
beginning of radiological u'isdom. ... As Socrates felt about 
words, so he feels about x-ray shadows. To use them in the 
improper sense is not only a bad thing in itself, but it also 
generates a bad habit in the soul." 

Dr. S. Cochrane Shanks writes: Others will tell the story of 
Alfred E Barclay's life, I want to record some aspects of his 
character that won for him his outstanding reputation as a 
radiologist and the affection and regard of all who knew him. 
Barclay was a man irrepressibly good-humoured and benign. 
It was impossible for a normal individual not to like him. As 
a consultant adviser in the E.M.S. during the last war he was 
inevitably subject to occasional ill-informed criticism. I well 
remember his reaction to one vicious letter: that of sympathetic 
concern for the state of mind of the writer. It simply didn’t 
occur to him to take offence, and the charm of his personality 
rallied the radiologists of the country round him when he 
organized the x-ray services of the E.M.S. His success in 
mat task was due also to two other qualities — imaginative 
■thusiasm and untiring industry ; qualities which were also 
responsible for his deserved reputation as a young radiologist 
at Manchester and as a researcher in the last phase of his life. 
The generation who knew Barclay only as a doyen may no! 
appreciate how much he contributed to the radiology of the 
alimentary tract His two early books on that subject, pub- 
lished m 1012 and 1914, are classics of their time. In them 
there is much that is now quaint, but much more that was new 
then and has stood the test of time. That Barclay, an able 
young man with an inquiring mind, should contribute to the 
knowledge of a new and growing subject is not so very remark- 
able. Many young men have done the same. What is remark- 
able is that he should, after the age of 60, re-enter the field of 
research and. in the Nuffield Laboratories at Oxford, lead a 
team in a series of brilliant anatomical researches on the foetal 
circulation and on hitherto unknown vascular shunts in the 
kidney and stomach. Very few have done that. Indeed, alike 
in youth and in age, he flamed into recurrent brilliance, and 
radiology is the richer for his long and active life. 

SIR SIDNEY SEWELL, M.D , F.R.C.P., F.R.A.C.P. 

Sir Sidney Sevvell, one of the best-known physicians in the 
State of Victoria, died on March 13. The prominent part he 
took from 1928 to 1938 in the formation of an Association 
of Physicians of Australasia, which led finally to the foundation 
of the Royal Australasian College of Physicians, will long be 
remembered. He was Vice-President of the College from 
1938 to 1940 and President from 1940 to 1942. 


After a brilliant undergraduate career Sidney Valentine 
Sewell completed bis medical course in 1905 and graduated at 
the head of his year with first-class honours in medicine, 
surgery, nnd obstetrics, sharing 
the exhibition in medicine with 
G. C. M. Mathicson and win- 
ning the exhibition and the 
Heaney Scholarship in surgery. 

He was appointed senior resi- 
dent medical officer to the 
Koval Melbourne Hospital in 
1906, and clinical assistant to 
medical out-patients in 1910, 
after his return from two years' 
postgraduate work in England 
and Germany. Sewell's public 
hospital work w.is almost exclu- 
sively confined to the Royal 
Melbourne Hospital. He be- 
came physician to out-patients 
in 1911, and when he retired in 
1939. after nearly thirty years 
of unremitting service, he was 
made consuliing physician to the hospital. Like many of the 
senior men, he returned to full duty in the wards during the 
recent war. Sewell obtained his M.D. in 1910. He became a 
foundation fellow of the Royal Australasian College of Physi- 
cians in 1938. nnd in 1939 was elected F.R.C.P. He was 
knighted in 1945. 

Sewell’s ambition was to follow in the footsteps of his guide 
and friend, the late Sir Richard Stavvell. Sir Richard had set a 
high standard of medical teaching in Melbourne, based on the 
best English tradition and practice. Sewell followed his 
example and never spared himself or his students. His teaching 
at the bedside will not easily be forgotten by medical practi- 
tioners now scattered over all the States of the Commonwealth. 
The first world war of 1914-18 always held painful memories 
for Sewell. Owing to a persistent infection following an acute 
attack of appendicitis in early manhood, his health from his 
early student days was far from robust. It was remarkable 
that he subsequently accomplished so much in spite of this 
constant handicap. He volunteered for active service in the 
war, but, after more than one medical examination, acceptance 
for military service overseas was refused on the ground of 
unfitness. This was a severe blow to him. He served at home 
and was particularly successful in his treatment of “shell- 
shocked ” cases. 

Sir Sidney Sewell had been interested for more than twenty- ' 
five years in the management and treatment of tuberculosis. 
His proclaimed aim was a constructive scheme to wage war 
against tuberculosis in Victoria so as to stamp it out within 
a defined number of years. He endeavoured by every means 
in his power to obtain the co-operation of Federal and State 
Governments together with the understanding and sympathetic 
assistance of the community in general. Sevvell fought 
vigorously and uncompromisingly -against what he considered 
to be the apathy', ignorance, and inertia of Government depart- 
ments on this subject. His crusade was not popular in official 
circles and it earned him some enmity. He was ultimately 
effective, however, in arousing general interest in this most 
difficult problem. He took up vigorously the question of 
money allowances for public patients during their stay in 
sanatoria. Here he was in advance of his time in recognizing 
that often when medical treatment was refused by patients, 
or its acceptance delayed, the reason was financial. He also 
insisted that treatment when it was accepted lost much of its 
beneficial effect if the family breadwinner carried with hint 
into the sanatorium anxieties about the financial welfare of his 
family. Sevvell fought strenuously for adequate monetary 
allowances for these patients, and was rewarded with a con- 
siderable measure of success. During the last few months of 
his life Sir Sidney was recognized by the State Government of 
Victoria as its unofficial adviser and consultant on questions 
connected with pulmonary tuberculosis. Official recognition of 
his work has also been made in the decision to establish “The 
Sir Sidney Sevvell Pathological Wing ” in the new sanatorium 
for 400 male patients, to be erected at any early date at 
Watsonia, near Melbourne. 
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Sir Sidney Sewell died from a malignant growth of the lung, 
which was diagnosed several months before his death. Know- 
ing all the facts, he determined to put his affairs in order and 
to die in harness. During the final three months, and under 
increasing difficulties, he was true to his ideals and continued 
to work for the better management of tuberculosis. Sir Sidney 
was in the first flight of physicians in Australasia. His know- 
ledge was extensive, his intellectual gtasp of medical problems 
was profound, and he kept well abreast of all major develop- 
ments in his subject. Many patients and colleagues will mourn 
his passing and miss his inspiring help in time of need. — 
•C. V. M. 

C. W. M. HOPE. O.B.E., M.D., F.R.C.S. 

Mr. C. W. M. Hope, consulting surgeon for diseases of the 
ear, nose, and throat to King's College Hospital, London, died 
at his home in Knaresborough on April 21 at the age of 68. 
A memorial service was held at the Hospital Chapel on 
Monday. May 2. 

Charles William Menelaus Hope was educated at Clifton 
College and the University of Durham, where he graduated 
M-B.^B-S. in 1903. He took the F.R.C.S. in 1908, and pro- 
ceeded M.D. a year later. After holding three resident appoint- 
ments at the Royal Infirmary, Newcastle-upon-Tyne, he came to 
London in 1908, where at first he was resident anaesthetist at 
St. Mary’s Hospital and then clinical assistant to Mr. William 
Hill in the ear, nose, and throat department. Hope was registrar 
and later assistant surgeon to the Throat Hospital. Golden 
Square. In 1914 he was appointed to the honorary- staff of 
King’s College Hospital as assistant surgeon for diseases of 
the nose and "throat under the late Sir StClair Thomson. He 
became the first head of the combined nose and throat and 
aural departments in 1932, and remained in charge until his 
retirement in 1941. He was also consulting surgeon to the 
Finchley Memorial Hospital and the Royal Eye Hospital, 
Southwark. • 

Mr. Hope served in the two world wars. In the 1914-18 
war he was a surgeon with the rank of major, R.A.M.C., 
attached to the St. John Ambulance Brigade Hospital, B.E.F. 
For his services he was awarded the O.B.E. and was made an 
officer of the Order of St. John of Jerusalem. At the outbreak 
of the second world war he at once joined the Emergency 
Medical Service as a full-time surgeon, and he was posted to 
Horton Emergency Hospital, Epsom, where he worked until 
continued ill-health led to his retirement in 1941. 

Hope was a very fine operator, and all who worked with 
him, whether as students, residents, clinical assistants, or 
registrars, will always remember his kindliness, thoroughness, 
and patience, and his meticulous attention to every detail 
affecting the welfare of his patient, whether in the out-patients 
department or the theatre. Until ill-health compelled him to 
slow down, he was a hard and conscientious worker, and 
though he did not write a great deal he gave a fine training to 
all who worked under him, and set an example to students 
and junior staff that they will always remember. He was 
interested in all the students' activities of King’s College Hos- 
pital Medical School, and was associated with the Students’ 
Club and Societies Union for nearly twenty years, first as secre- 
tary and later as president. 2n this work he came into close 
contact with the students, who always knew him affectionately 
as “Charlie Hope.’’ _ . 

Outside medicine he had many interests, including fishing, 
cardening, and carpentry-. He enjoyed using his hands, in play 
as welt as in w-ork, and no matter what he did he always did 
it thoroughly. He had a keen appreciation of values and 
• always insisted on the best. His annual holiday- was spent in 
the north of Scotland salmon fishing, and many friends will 
remember the fine fresh salmon which came to them in late 
June or early July from Brora. He was a bachelor whose 
kindliness cenerositv, and compelling personality ensured him 
a wide circle of friends. He will be greatly missed, though 
never forgotten, by all those who worked under him and 
learned so much from h im. T. C. 

The Joint Committee of the Order of St. John of Jerusalem and 
the British Red Cross Society has issued its Register of Ambulance 
Stations listing the addresses and telephone numbers where ambu- 
lances may be obtained. The service covers many types of cases 
that do not fall within the ambit of the National Health Service. 
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DEATH FOLLOWING ABORTION 

Verdict of Misadventure 

At an inquest held at Slough on April 4 and April 13 evidence 
was given that the death of a girl of 19 was due to shock 
resulting from an operation for the induction of premature 
labour. 

The mother of Marianne Elise Gotzky said her daughter had 
not told her that she was pregnant. One day her daughter 
had turned on the gas. Only after this incident did she confide 
in the mother, and .she said that she would rather end her life 
than continue with the pregnancy. Her own father, an elderly- 
medical man, arranged for her to take her daughter for examin- 
ation by a psychiatrist. The psychiatrist had arranged for her 
to see Mr. Norman Haire and she had given Mr. Haire her 
own cheque for £150. After her daughter’s death Mr. Haire 
sent her a cheque. 

Dr. Ellis Stungo said that he saw Miss Gotzky on three 
occasions. She was so distressed and unbalanced that he felt 
she might make another attempt at suicide. He came to the 
conclusion that her pregnancy should be terminated, and he 
accepted full responsibility for having advised this. He 
suggested to the mother that the case was one which would 
be dealt with by- any hospital, but that if she wished he would 
make arrangements for the girl to be operated on as a private 
patient. He'said that he was paid 12 guineas for these con- 
sultations. So far as he knew there were no ill effects following 
skilled therapeutic interference. It was impossible to treat a 
patient by psychotherapy in such circumstances. The treatment 
was the removal of the cause of her symptoms. She could 
have been admitted to a mental hospital, but he would not have 
advised that. 

Evidence was then given by the night nurse at the Parkside 
Nursing Home, Upton Court Road, Slough, and by the matron 
of the home, who explained that she had no certificates and 
her knowledge of nursing had been acquired by experience. 
Miss Gotzky was admitted on the evening of April 1 and the 
operation was performed the following morning. As a general 
rule, the matron said, she received her fees from the patients, 
but in this case her account for £7 18s. was paid by Mr. Haire. 

The anaesthetist. Dr. Oswald Stuart Thompson, said that the 
patient was given thiopentone intravenously. He then adminis- 
tered gas and oxygen and a minimum quantity of trileoe. The 
operation took ten or fifteen minutes. He was dismantling 
his apparatus and packing it away when he noticed that the 
patient had changed colour and was gasping for breath. Pure 
oxygen, coramine, and adrenaline were administered, and 
finally adrenaline was injected into the heart muscle, but with- 
out effect. Artificial respiration was continued for probably 
three-quarters of an hour. The patient had recovered from the 
anaesthetic to the extent that she was trying to push the airway- 
from her mouth, and her laryngeal reflexes had returned. 

Mr. Norman Haire, who reported the death to the coroner, 
said there was some uncertainty about the period of pregnancy. 
He judged that the patient was approaching the 28th week 
and it seemed possible that the child might be saved. For that 
reason he took good care not to rupture the membranes before 
injecting the paste. It was extremely rare for shock to take 
place in connexion with these operations. He said that he 
did “ quite a lot of this kind of work — more than the average 
gynaecologist.’’ 

Findings at Necropsy 

Dr. Keith Simpson reported that at necropsy the most careful 
routine examination failed to reveal any evidence of organic 
disease of any kind. There was no deformity or disproportion 
of the pelvis likely to interfere with the normal termination of a 
full-term pregnancy. A seven-months gestation was present 
and in a healthy state, capable of continuation to term. The 
cervix had been dilated and a gelatinous paste introduced, 
separating the sac of the pregnancy for about an inch around 
the internal orifice of the neck of the womb. There was no 
pulmonary embolism and only the slightest bleeding had 
occurred. The entire absence of any organic cause of death 
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gave proper grounds for the inference that death was due to 
reflex shock. Shock would not reflect lack of skill in the pro- 
cedure, but light anaesthesia in an emotional subject would 
predispose to it. In his opinion the cause of death was shock 
due to artificial abortion. It would have been perfectly easy 
to deliver this child alive by immediate operation on the 
apparent death of the mother. It was viable in law, having 
reached the 28th week, and his examination revealed no reason 
to suppose that it was not alive in the uterus. 

Shock was a well-recognized possible consequence of either 
dilating the cervix or of injecting any substance into the uterus. 
Death in such cases was quite sudden, unheralded, and might 
ensue within a few seconds. He thought it was remotely pos- 
sible, but unlikely, that death did not take place until ten 
minutes after the operation, as had been suggested bj' the 
matron. There was no evidence that what had been done had 
not been done skilfully. There were facilities in any general 
hospital for performing such operations if they were necessary. 
This could come under the National Health Service without 
cost to the family of the patient. 

The jury returned a verdict of misadventure in accordance 
with the medical evidence and added a rider recording its 
opinion “ that decisions to undertake operations of this type 
should be more strictly safeguarded, and such operations should 
be carried out only in State hospitals under the National Health 
Scheme." 


Medical Notes in Parliament 


LONDON CENTRE FOR TROPICAL MEDICINE 

Mr. Ivor Thomas on April 27 recalled how in 1898 Mr. Joseph 
Chamberlain, Sir Patrick Manson, and Sir Pcrcival Nairne had 
founded at the Albert Dock Hospital the London School of 
Tropical Medicine. Manson's idea was that teaching, treat- 
ment, and research should be carried on by one organization in 
one group of buildings. When the first world war ended, the 
Hospital for Tropical Diseases was established in Gordon 
Street, and the school was reopened there in 1920. In 1924 
the school was merged in the London School of Hygiene and 
Tropical Medicine. This separated teaching from the treatment 
of tropical diseases, but nevertheless Britain maintained a high 
place in both teaching and treatment until the outbreak of the 
second world war. The building in Gordon Street then had to 
be closed because it was unsuitable as a hospital under threat of 
air attack. A little later a land mine fell behind it. It then 
became necessary to consider what provision should be made 
after the war, and in April, 1941, Lord Moyne appointed an 
Merdepartmental committee to go into the question. After the 
ml of the war a temporary hospital was opened in Devonshire 
Mteet. Good work had been done there and the staff had 
tendered devoted service, but accommodation was very limited, 
and no one would claim that the hospital was an adequate 
centre. He thought there should be set up in London a compre- 
hensive hospital for tropical diseases with the status of a post- 
graduate teaching hospital and with its own board of governors. 
It should be erected within the curtilage of the University of 
London to be close to the London School of Hygiene and 
Tropical Medicine. It would probably cost £1,000,000, but 
nothing short of such a scheme would meet the need. 

Mr. Bevan had told him on Feb. 10 ( Journal , Feb. 19, p. 328) 
that it was proposed to develop a tropical diseases centre as a 
unit of the University College Hospital group. What was wanted 
was a tropical diseases hospital with 150 beds and an out- 
patient department of the polyclinic type. 

Dr. Haden Guest said Mr. Thomas was out of touch with 
the present difficulties in regard to staffing. Anything like the 
scheme Mr. Thomas suggested was out of the question at 
present. 

Dr. Stephen Taylor said, as a comparatively recently 
appointed governor of University College Hospital, that the 
collection of tropical cases was a practical difficulty. Until 
recently places in the existing temporary hospital were nothing 
“ke fined. This was due in part to the fact that many medical 
officers and specialists had- had experience in the Forces of the 
treatment of tropical diseases and were anxious to use that 
experience iu treating eases in non-tropical disease hospitals 
and general wards in London. On behalf of the governors of 
university College Hospital he assured Mr. Thomas that their 
desire -was to-'see a worthy tropical diseases hospital and unit 
developed as part of that hospital. The governors hoped the 


new location of the tropical diseases hospital would be in the 
o!d_ St. Pancrns Hospital not much farther away from the 
University of London than the old building was. 

Mr. IJLCNKf.vsor, replying to the debate, said everybody 
desired proper provision in London for the treatment of 
tropical diseases and the teaching of tropical medicine. After 
the report of the interdepartmental committee had been sub- 
mitted a decision was taken that instead of going forward on 
the line then suggested, which was out of keeping with the 
development of the National Health Service, it would he prefer- 
able not to develop a completely isolated and separate hospital 
but to have a separate unit in close association with one of the 
large teaching hospitals. In accordance with that decision the 
Devonshire Street Hospital had been associated with the 
University College Hospital group. It was true that the 
accommodation at Devonshire Street was too crowded, although 
some very good equipment was available and very valuable 
services had been given there. It was proposed to improve the 
facilities by adding a more adequate inoculation centre. The 
proposal now being considered by the University College Hospi- 
tal group would provide a considerable unit distinct from but 
at the same time associated with St. Pancras. The suggestion 
was that a modern block could be utilized there which would 
have the facilities of a great hospital by its side. The Ministry 
hoped a decision would be reached on this soon. Quite proper!) 
University College Hospital must have regard to other factors 
If this accommodation was used for tropical medicine other 
plans must be re-examined. But, after seeing both premises and 
meeting some of those concerned , Mr. Illcnkinsop was satisfied 
that University College Hospital was as anxious as was the 
Ministry' to ensure that proper facilities shpuld be available as 
rapidly as possible. As it became possible to undertake larger 
building projects larger schemes could be undertaken. He 
thought the proposal under consideration would meet immediate 
needs adequately. 

Beds Not in Use 

Mr. Bevan said on April 28, repl)ing to Colonel Stoddari- 
Scott, that the number of beds closed for want of staff in hos- 
pitals in Great Britain on Dec. 31, I94S, was 59,903, made up 
as follows : 


Tuberculosis sanatoria . •• 5.669 

Fever hospitals .. ... 15.915 

General hospitals . 21.642 

Other specialized institutions . . 16,677 


59,903 


Colonel Stoddart-Scott further asked how- much of the 
£15,000,000 required to staff and maintain these 60,000 hos- 
pital beds had been included in Mr. Bcvan's estimates for the 
coming year. 

Mr. Bevan said the annual budgets of the hospital manage- 
ment committees did not specify separately anticipated expendi- 
ture on the reopening of closed beds, so that he was unable 
to give the information desired. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
On April 23 the degrees of M.B., B.Chir., were conferred on Muriel 
E. Sidaway. 

A Pinsent-Darwin Studentship has been awarded to John McFie, 
M.B., B.Chir. 

A course in paediatrics and obstetrics will be held at Addcnbrooke’s 
Hospital, Cambridge, from May 16 to 27. Eleven half-day'sessions 
will consist of lectures and demonstrations. Details of the course, 
the number attending which is limited, may be obtained from the 
secretary, the Medical School, the Naval Hut, Downing College, 
Cambridge. * 

UNIVERSITY OF BIRMINGHAM 

Professor E. B. Verney, F.R.S., Slieild Professor of Pharmacology 
in the University of Cambridge, will deliver the William Withering 
Lectures in the Anatomy Theatre of the Medical School of the 
University on May 12, 13, 16, and. 17, at 4 p.m. His subject is "The 
Excretion of Water by the Kidney, with Special Reference to its 
Neurohypophysial Control.” 

The Ingleby Lectures will be delivered by Mr. Charles D. Read. 
Director of Postgraduate Studies, Chelsea Hospital for Women, in 
the Anatomy Theatre of the Medical School of the University on 
May 19 and 26, at 4 p.m. His subject is “ The Problems of Stress 
Incontinence of Urine in the Female.” 

Members of the medical profession and students of medicine are 
invited to attend the lectures. , 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Apnl 16 

Futures of Principal Notifiable Diseases for the week and those for the corre 
s ponding week last year, for (a) England and Wales (London included) (b) 
London (administratis e county) (c) Scotland (d) Eire (e) Northern Ireland 
Figures of Births and Deaths, and of Deaths recorded under each trtfecuojs dueas* 
are for (a) The 126 great towns in England and %\ales (including London) 
(b) London (administrative county) (c) The 16 principal towns ta Scathad 
(d) The 13 principal towns in Eire (e) The 10 principal towns in Northern Ireland 
A dash — denotes no cases, a blank space denotes disease not notifiable or no 
return available 



1949 

1948 (CorrespoodingWeek) 


(a) 

w 

(c) 

(4) 

(e> 

(a) 

(b) 

(c) | (d) j (c> 

Cerebrospinal fever 

Deaths 

27 

2 

8 

1 

2 

— 

47 

3 

1 

15 

3 

2 

3 

Diphtheria 

Deaths 

103 

1 

7 

2S 

1 

4 

4 

136 

2 

12 

1 

53 

11 

Dysentery 

Deaths 

49 

7 

16 

Z 

3 

110 

30 

47 

' 

z 

Encephalitis lethirgica, 
acute 

Deaths 

- 

. 

- 

1 

- 

- 

3 

- 

J 

- 

Erysipelas 
• Deaths 


— 

19 

7 

4 


— 

46 

L 

S Infective enteritis or 
diarrhoea under 2 

5 ears 

Deaths 

24 

3 

3 

22 

3 


35 

3 

5 

27 

5 


Measles* 

Deathst 

13,066 

1635 

- 

20 ; 

172 

9,6S 1 

1360 

315 

2 


45 

Ophthalmia neonatorum 
Deaths 

44 

2 

13 

— 


54 

I 

13 

— 


Paratyphoid fever 

Deaths 

' 

Z 

1(B) 

— 

z 

7 

z 

1(A) 

Pneumonia, influenzal 
Deaths (from influ 
enzaU 

731 

95 

30 

6 

9 

2 

21 

2 

is 

639 

10 

54 

8 

2 

12 

1 

2 

1 

Pneumonia primary 
Deaths 

277 

36 

202 

43 

10 

9 

205 

43 

213 

30 

9 

8 

Poho-cncephalms, acute 
Deaths 

2 

— 




1 

— 




Poliomvehtxs, a-ute 
Deaths? 

5 

2 

l 

~ 


19 

3 

I 

2 

1 


Puerperal fever 

Deaths 


— 

5 




2 

11 



PueTpcral pvrexiaj 

Deaths 

81 

9 

3 

2 

1 

114 

4 

8 

6 

_ 

Re’apsng fev er 

Deaths 






— 

— 


i 

Scarlet fever 

Deathst 

1,039 

65 

162 

73 

36 

1.290 

" 

252 

37 

3S 

Smallpox 

Deaths 

7 

3 

— 

— 

z 


— 



— 

Typhoid fever 

Deaths 

2 

— 

“ 

— 

J 

9 

-’-1 2 
-IL!- 


Typhus fever 

Deaths 

— 

— j — 

z 

— 

— 

-M= = 

a Whooping-cough* 

Deaths 

2^67 

U 

194 

3 

150 

1 

79 

3 

73 

1 

3 88S 
13 

2 1i ‘lii’fi 2 

Deaths (0 1 year) 

Infant mortality rate 
(per I 000 live births) 

335 

33 

30 

27 

b 

338 

5i 

44 

25 

12 

Deaths (etcludtng still- 
births) 

Annual death rate (per 

1 000 persons living) 

5,187 

753 

642 

129 

206 

12 8 

130 

4,651 

73S 

619 

12 5 

ISO 

11 3 

120 

Live births 

Annual rate per l 000 
persons living 

6 SS0 

irt* 

S94 

17 9 

375 

23 2 

253 

8 469 

1366 

1062 

21*4 

341 

21 3 

259 

Stillbirths 

Rate per 1 000 total 
births (including 

t stillborn) 

* 

180 

27 

22 

24 



211 

30 

31 

2$ 



• Measles and vhoorms-co u ?h are not notifiable in Scotland and the returns 
are therefore an approximation onl> , , . , „ . 

t Deaths from measles and scarlet fever for England and Wales London 
(admm.wtn.tive counts) will no loncer be published 

t Indud-s prtmarv form for England and Males, London (adnumstratne 
count >) and Northern Ireland , . N „ 

I The number of deaths from pobomvelitis and pobo-cr cephalitis for Ln eland 
and \\ ales, London (administrative county) are combined. 

3 Includes Tuerperal fever for England and 33 ales, Eire, and North-m Ireland- 


EPIDEMIOLOGICAL NOTES 

Typhoid Fever at Crowtborne 

The diagnosis of typhoid fever was confirmed on April 30 in a 
patient admitted to the Royal Berkshire Hospital from Crow 
thome, which has a population of 3,500 During the next two 
days the diagnosis was confirmed in four other patients, and a 
total of 32 persons were suspected of suffering from the disease 
Die earliest of the dates of onset so far mentioned is Apnl 21 
The usual steps have been taken by way of prevention and 
control, but in any event an outbreak of considerable magni 
tude is to be expected It cannot be assumed that the disease 
will remain confined to Crovvtborne until the source and vehicle 
of infection have been identified 

Cron thome is at the junction of the territory of three regional 
hospital boards North nest Metropolitan, South-west Metro 
pohtan, and Oxford Cases are known to have been admitted 
to hospital at Winchester as well as at the Reading hospital 
The organism has been identified as Vi-pbage Type El 

Smallpox 

The last of the eleven cases of smallpox imported on the 
s s Mooltan was removed to hospital on Apnl 16 The penod 
of surveillance of the numerous contacts with these cases has 
now expired without notification of the disease in any of them 
Although there is reason to hope that the infection has not 
passed to anyone in this country it is too early to exclude the 
possibility of a missed case, because at least one of the patients 
may have been in contact with persons who could not be 
brought under surveillance Special vigilance should therefore 
continue for a further two or three weeks 

Fortunately the passengers and crew of the ss A too! tan gave 
the public health authorities helpful co-operation The persons 
who developed the disease were removed early and before thev 
could do much damage With very few exceptions contacts 
accepted vaccination promptly and remained under surveillance 
The several public health departments concerned, particularh 
those for the ten districts in which the imported cases were 
taken ill, appear to have earned out the routine measures for 
tbe control of smallpox without a hitch 

The patients who survived are now making satisfactory pro 
gress, and the case fatality, 6 out of 12, is unlikely to alter In 
two patients modification by previous vaccination had reduced 
the disease to a triviality , vanola virus was recovered, however, 
on egg culture Virus was also recovered from the remaining 
cases except the one at Liverpool 

Future Population Trends 

The birth rate during 1948 was 17 9 per 1.000 and 2 7 below 
tbe post-war peak of the preceding year Except for 1946 and 
1947. however, this rate was the highest since 1922 The nse 
m the birth rate following the war was apparently of a tern 
porary nature and was not, as has been sugeested, due to 
a permanent increase in the average size of families The 
effective reproduction rate corresponding to tbe births which 
occurred in 1948, after making allowance for a continuing 
improvement in the likelihood of survival, has been provision- 
ally assessed at 1 070 With present trends this rate will fall 
during the next year or so to below 1 0. which is the level 
of replacement The marriage rate at 18 1 remained fairlv 
high From 1921 to 1937 this rate varied between 14 3 and 
17 5 The maintenance of a high marriage rate means that 
the birth rate may remain above the level of the years imme- 
diately preceding the war. 

A forecast bv the Recivtrar General based on the present 
trends, suggests that in 1960 there will be 22 3% of tbe popu- 
lation under the age of 15 and 12 1 0 0 aced 65 and over, com- 
pared with 21 4% and 10 7 % in 1948 The school population 
will be at its peak, and with the present trends a decline must 
be expected after this date On the other band the m mber 
of pensioners will conunue to increase and become propor- 
tionately more important, placing a gradually increasing burden 
on the social services 

Notifications During First Quarter 

In the first thirteen weeks of this vear whooping-cough and 
acute pneumonta hate been unusually prevalent, 'and so has 
measles The fall m tbe incidence of diphtheria has conlinued, 
and the notifications were onlv one-quarter of the number 
recorded four vears aeo and about one fou"eerth of the 
number recorded m the first thirteen weeks of '9*8 Notifica- 
tions of dvsentery and of cerebrospinal fever were the lowest 
of recent first quarters The incidence of acute polio-melnis 
showed a considerable improvement on tbe precedms vear bul 
remains above the pre-epidemic level The numbered deaths 
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attributed to influenza in the great towns was higher than in 
recent first quarters. The figures for the first quarters of the 
past five years were as follows: 


England and Wales 

1945 

1946 

!947 

1948 

1949 

Scarlet fever 

19,163 

16,952 

15,527 

23,348 

16,087 

Whooping-cough . . 

19,780 

20,033 

27.922 

35,034 

37,221 

Diphtheria . . 

6,06! 

6,220 

2,832 

2,466 

1,523 

Mcastes 

247,455 

17,652 

165,895 

88.489 

201,140 

Acute pneumonia . . 

14,782 

16,278 

15,500 

1 0,969 

17,147 

Cerebrospinal fever 

968 

906 

1,110 

629 

479 

Acute poliomyelitis 

61 

104 

114 

381 

224 

Dysentery . . 

4,681 

4,444 

93 1 

2,100 

686 

Enteric (typhoid and 




paratyphoid fevers) 

140 

138 

98 

103 

too 

Great Towns 






Influenza deaths . . 

693 

2,156 

1,335 

272 

2,278 


Discussion of Table 

In England and Wales infectious diseases were less prevalent 
during the week, and there were decreases in the incidence of 
measles 1,658, whooping-cough 341, acute pneumonia 362, 
-scarlet fever 152, and dysentery 14. 

Large decreases in the notifications of measles were recorded 
in Southampton 213, Lancashire 150, Hertfordshire 138, London 
118, and Essex 111 ; the chief exception to the genera! decline 
was an increase of 109 in Middlesex. There was a fall in the 
incidence of whooping-cough in every area except in London 
and the south-eastern counties, where an increase of 39 in the 
notifications was reported. 

An outbreak of diphtheria affected 8 persons in Berk- 
shire, Wokingham R.D., and there was an increase of 9 in 
the notifications in Staffordshire. A small decrease was recorded 
in the notifications of scarlet fever in most areas, the largest 
exceptions to the general trend being rises in Lancashire 15 
and Yorkshire 11. A fall in the incidence of acute pneumonia 
was general throughout the country'. 

The chief centres of infection for dysentery' were Lancashire 
11 (Liverpool C.B. 8) and Yorkshire West Riding 13 (Hudders- 
field C.B. 11). 

In Scotland there was a rise of 9 in the incidence of diph- 
theria, and there were falls in the notifications of _ measles 87, 
whooping-cough 72, scarlet fever 31, and acute primary' pneu- 
monia 31. Dysentery reappeaicd in Edinburgh, where 8 eases 
were notified during the week. In Glasgow the notifications 
of dysentery fell from 20 to 5. 

In Eire decreases were recorded in the notifications ofscarlet 
fever 35, whooping-cough 32, and diarrhoea and enteritis 21. 
These changes were mainly due to the experience of Dublin C.B. 

In Northern Ireland decreases were reported in the notifica- 
tions of whooping-cough 31 and measles 21. In contrast to the 
general trend, increases in the notifications of measles were 
reported from Belfast C.B. 10 and County Antrim 11. 

Week Ending April 23 

The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 953, whooping-cough 
" ' ' ' - <) 5 i measles 13,5(4, acute pneumonia 759, 

■ ■ 34, acute poliomyelitis 8, dysentery 52, 

' • ihoid 7, and typhoid 3. Deaths from influ- 

enza in the great towns numbered 51. 


The Services 


DEATHS IN THE SERVICES 

Surgeon-Lieutenant John Michael Alderton, R.N., was killed in 
action in H.M.S. Amethyst on April 20. Bom at Colchester on 
Oct. 19, 1924, he came of a medical family, his father, grandfather, 
and great-uncle all being members of the medical profession. He 
was educated at Epsom College, having gained the Lcverhulme 
Scholarship there in 1938. On leaving Epsom he won a scholarship 
at University College Hospital, London. After graduating M.B., 
8.S. in 1946, he held the post of casualty officer at the British Post- 
graduate Medical School, Hammersmith. John Alderton was com- 
missioned in the Royal Navy in September, 1947, and sailed for 
Hong Kong to join H.M.S. Amethyst in the following January, 
Outside medicine his two main interests were music and yachting. 
He was a keen member of the United Hospitals Sailing Club, He 
also played hockey for University College. He was of a naturally 
shy disposition but had a lovable character and keen sense of humour. 
All who knew him well will not be surprised that he merited the high 
tribute paid to him by the Admiralty : " He moved round the ship 
unflinchingly, aiding the wounded until he himself was killed." 
Our sympathy goes out to his parents and younger brother. — M.H.C. 


Medical .News 


Dr. Douglas Fairley 

Dr. Douglas Fairley has been appointed a Nominated Member 
of the Executive Council of the Island of St. Helena. 

Dr. John Gillies 

Dr. John Gillies, one of the doctors in attendance on the King 1 
at his recent operation, has been appointed a Commander of the 
Royal Victorian Order. 

Spectrographtc Research Unit 

By arrangement with the London Hospital, the Medical Research 
Council has established there a Specuographic Research Unit under 
the direction of Dr. E. R. Holiday, The primary function of the 
unit is to undertake original research work in the field of absorption 
spectrophotometry as applied to biological problems of medical 
interest, but advice and assistance will also be given to other branches 
of the Council's organization using such methods. The unit has been 
based on the spcctrogtaphic department originally established by the 
London Hospital, anil during the last five years partly supported by 
the Council for the purposes which are now being developed. 

Invitation from Professor C. R, Marshall i 

An insulation is extended to all members of the class of materia j 
mcdica at Aberdeen University from 1919 to 1930 inclusive who arc 
attending the B.M.A. Meeting in Harrogate to a dinner at the 
Troutbcck Hotel, Ilkley, on Friday, July 1, at 7 p.m. Buses from 
Harrogate will be provided. Those wishing to accept should write, 
saying if accompanied by a lady, to Professor Marshal). Annisholme, 
Manor Park, Burley-in-Wharfcdale, Yorkshire, before June 7. 

Lecturing in Italy 

Dr. Margaret Tod, Deputy Director of the Holt Radium Institute, 
Manchester, is visiting Italy between May 5 and 21 to meet Italian 
radiotherapists in preparation for the International Radiological 
Congress to be held in England in 1950. She will also lecture for 
the British Council in Milan, Bologna, Florence, .and Rome on 
" Cancer Organization and Our Clinic System " and " Accurate 
Dosage in Radium and A-ray Therapy." 

Royal Commission on Capital Punishment 

Dr. Eliot Slater has been appointed a member of the Royal Com- 
mission on Capital Punishment. The following arc the other 
members: Sir Ernest Gowers (chairman), Mrs. E. D. C. Cameron, 
Mr. N. R. Fox-Andrcws, K.C., Miss Florence Hancock, Mr, William 
Jones, Mr. Horace Macdonald, Mr. John Mann, Sir Alexander 
Maxwell, Professor G. A. Montgomery, K.C., Lord Peel, Professor 
Leon Radzinowicz. The secretary is Mr. F. L, T. Graham-Harrison, 
of the Home Office. The terms of reference of the commission arc : 
To consider and report whether liability under the criminal law in 
Great Britain to suffer capital punishment for murder should be 
limited or modified, and, if so, to what extent and by what means; for 
how long and under what conditions persons who would olhenvise 
hayc been liable to suffer capital punishment should be detained, 
and what changes in the existing law and the prison system would be 
required ; and to inquire into and take account of the position in- 
those countries whose experience and practice may throw light on 
these questions. Those wishing to give evidence should apply to the 
secretary, submitting a written statement of the evidence which they 
wish to give. Communications should" be addressed for the present 
to the secretary, Royal Commission on Capital Punishment. Home , 
Office, Whitehall, London, S.W.l. 

Control of Tropical Diseases 

In accordance with proposals agreed to by the Economic Co-opera- 
tion Administration in Washington to aid development of certain 
areas in the British Empire, Dr. Frederick J.- Brady, of the U.S. 
Public Health Service, and Mr. Harry H, Stage, of the U.S. Depart- 
ment of Agriculture, will visit Africa to study the control of 
trypanosomiasis and malaria. They will leave New York on May 
and after consulting the Colonial Office in London will visit East 
and West Africa, will survey the conditions there, and make recom- 
mendations on further U.S. assistance in combating the tsetse fly and 
mosquito. 

i 

Aftercare of Delinquents 

The Home Secretary has approved the establishment of a Central 
Aftercare Association for England and Wales to supervise persons 
released from Borstal training, corrective training, and preventive, 
detention, and young prisoners released on licence. The Borstal 
Association, the Aylesbury Aftercare Association, and the Central 
Association for the Aid of Discharged Convicts are to be merged 
in it. 
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Streptomycin under Marshall Aid 
The Economic Co-operation ' Administration has stated that 
streptomycin to the value of £2,500,000 has been provided under 
Marshall Aid for the treatment of tuberculosis in Europe. E.CA. 
funds are also financing the reconstruction of two French plants to 
produce the drug. 

Soap for Bedridden Patients 

On the recommendation of his medical advisers the Minister of 
Food has decided that bedridden patients who suffer also from a con- 
dition for which extra soap is granted may receive both the special 
a lowance of soap appropriate to their condition and the one extra 
ration of soap to which they are entitled because they are bedridden. 
Doctors are asked, when authorizing extra soap for their bedridden 
patients, to write the word “ bedridden ” on the R.G.50 and not 
quote the classification of this condition in MED.2 (Revised 1948). 
If a bedridden patient also qualifies for soap under another classifi- 
cation in the MED.2 (Revised 1948), that classification should be 
quoted and the word “ bedridden ” added to it, so that extra soap 
can be made available to the patient on both counts. Patients whose 
condition requires the liberal application of ointments, pastes, or 
similar preparations qualify for one extra soap ration a week. They 
must present at the Local Food Office a medical certificate stating 
that soap is required for that reason. 

Director of Army Health 

The- title of Director of Hygiene at the War Office has been 
changed to Director of Army Health. The titles of Deputy Directors, 
Assistant Directors, and Deputy Assistant Directors have been 
changed similarly. Specialists in Hygiene are now entitled Specialists 
in Army Health. The present Director of Army Health is Brigadier 
A. E. Richmond. 

Association of Independent Hospitals 
The independent hospitals and kindred organizations — by which 
is meant hospitals, convalescent homes, epileptic colonies, and other 
institutions that have either been disclaimed from, or were not 
;ransferable under the Acts to, the National Health Service — have 
formed an Association of Independent Hospitals and kindred organ- 
zations. Its objects are to safeguard and develop the interests of 
hese hospitals, which are the remaining voluntary' hospitals of the 
•ountry and therefore are wholly dependent on the public and on 
hemselves for maintenance. 

*eruvian Academy Honours Medical Historian 
At a special meeting of the Peruvian Academy of Surgery held in 
.ima on Feb. 11 Dr. Douglas Guthrie, lecturer on the history of 
aedicine in the University of Edinburgh, whp has been acting as 
tsiting professor to the University of San Marcos, was admitted 
} the honorary' membership of the Academy. Dr. Guthrie is the 
*st British surgeon to receive this distinction, which was accompanied 
y the presentation of an enamel badge bearing the emblem of the 
cademy, the spade-shaped knife or “ tumi ” which was used by the 
teas for their primitive trephining operations. 

'orld Federation for Mental Health 

The first number of the Bulletin of the World Federation for 
!enta] Health has been issued as a successor to the series of twelve 
illetins distributed by the International Congress on Mental Health 
■Id in London last year. The Bulletin is intended to serve as a link 
•tween the Federation and member associations in different 
• ‘untries. It is also intended for the exchange of ideas and informa- 
: in on the principles and practice of mental health throughout the 
orld. In each issue it is proposed to publish at least one original 
rticle on some topic relevant to the Federation’s work. It may be 
btained for 5s. a year (post free) from the editor, at the World 
deration for Mental Health, 19, Manchester Street, London, W.l. 

ackaded Berlin 

\n official pamphlet, Notes on the Blockade of Berlin, I94S. 
tches on the public health problems of the blockaded area. So 
8,652 undernourished children have been flown out to the Western 
acs by the British air lift. The first medical supply to be flown 
was ether, which had formerly come from the Eastern Zone. A 
nber of patients have been removed from hospitals to the Western 
ics so that the beds in Berlin may be used so far as possible 
cases of serious or acute sickness. The chief types of cases 
mated arc those requiring specialized treatment unavailable in 
In or a long rest and good food, and cases of early and 
ulatory tuberculosis and of convalescent poliomyelitis. 

ignition for War Service 

ie President of the Czechoslovak Republic has conferred the 
ration of Chevalier of the Order of the White Lion upon Drs. 
‘ or Macdonald Walker, O.B.E., and Thomas Forrest Cotton in 
| tnition of services rendered during the war. 


>berdeen Children’s Welfare Council 
At a recent conference at Aberdeen of organizations whose 
principal objects include the care of children it was derided to form 
a Children’s Welfare Council. It will help to correlate the work of 
rjae various bodies concerned with child care, in all its social aspects. " 
professor John Craig, of the Department of Child Health, Aberdeen 
University, is chairman, and Mr. Auld, of the Association of Social 
Service, is secretary. 

\Vills 

Dr. Theodore Shennan, Regius Professor of Pathology at Aberdeen 
University 1914-36, left £4,561. Dr. Herbert John Pulling, of 
Brighton, left £37,909 ; Dr. Archibald Deane, formerly of Eastbourne, 
£18.907; Dr. Frederick Henry Healey, formerly medical superinten- 
dent of Hellesden Mental Hospital, £4,226; and Lieut.-Col. Henrv 
Smith, late I.M.S., £57,240. 

COMING EVENTS 

ploval Society Lectures 

The Bakerian Lecture for 1949 will be delivered on May 12 by 
professor H. Raistrick, F.R.S., Professor of Biochemistry at London 
University. The Croonian Lecture for 1949 will be delivered on 
June 30 by Dr. D. W. Bronk, Foreign Member of the Royal Society. 
j)r. Bronk is Foreign Secretary of the National Academy of Sciences 
a nd Chairman of the National Research Council of the U.SA. -The 
\VUkins Lecture for 1949 will be delivered on Dec. 15 by Professor 
N . da_ C. Andrade,, ER2T, Qiiain. Pr/ifessor. of. Physics, at. London. 
University. 

Rational Industrial Safety Congress 
The Royal Society for the Prevention of Accidents will hold the 
National Industrial Safety Congress on May 13-15 at Scarborough. 
It is open to non-members as well as members. Speakers include 
fjir Geoffrey King, Deputy Secretary at the Ministry of National 
Insurance, and Sir Charles Bartlett, managing director of Vauxhall 
Motors Limited. Particulars may be obtained from the Industrial 
Safety Division of the Royal Society for the Prevention of Accidents* 
)31, Sloane Street, London, S.W.l. 

lectures on Psychology 

The Institute for the Scientific Treatment of Delinquency has. 
arranged a course of eight lectures on “ Selected Topics in- 
psychology” to be given by Miss Gertrude Keir, MA., at the: 
Institute, 8, Bourdon Street, Davies Street, London, W. f on Thurs- 
days, commencing May 26, at 6.30 p.m. The lectures are intended’ 
(or students who have some basic knowledge of elementary- 
psychology, and the fee for the course is 10s. Those wishing to attend’ 
should make early application to the Education Secretary- 

Charities Ball 

A Charities Ball organized by the Metropolitan Counties Branch 
pf the B.MA. will be held at B.M.A. House, Tavistock Square* 
Condon, W.C.l, on Thursday, May 26, at 8 p.m. for 8.30 p.m. The- 
proceeds will be devoted to medical charities in urgent need of 
support. Patrons include the President of the Association and the- 
presidents of the three Royal Colleges. There will also be a cabaret 
/md facilities for bridge. The cost of tickets including a buffet 
*upper is two guineas each. Applications should be sent to the- 
Secretary, the Charities Ball Committee, Metropolitan Counties 
Branch, B.MA. House. Contributions to charities from those unable- 
(o attend the ball would also be most welcome and should be sent to 
(he same address. 

Tuberculosis Meeting at Liverpool 

A joint meeting of the British Tuberculosis Association and the 
North-Western Tuberculosis Society will be held at the Medical’ 
Institution, Mount Pleasant, Liverpool, on Friday and Saturday, 
May 27 and 28. The programme is as follows: May 27, 2 p.m., Sir- 
ffenry Cohen, “Tuberculosis and General Medicine”; 2.45 pjn.,. 
discussion on “ Domiciliary Treatment of Pulmonary Tuberculosis.” 
(o be opened by a representative of the British Tuberculosis Associa- 
tion, followed by Dr. R. Heller and Dr. C. H. C. Toussaint: 
4.45 pan., discussion on “Tuberculosis in Seamen,” to be opened by* 
Pr. R. N. Walker; 5.45 p.m., extraordinary meeting of British 
Tuberculosis Association; 7J0 for $ pan., informal dinner at Reece’s. 
Restaurant, Parker Street, Liverpool. May 2S, 9 a.m., general meet- 
ing of British Tuberculosis Association; 9.15 a.m., demonstration of' 
$ series of cases of pulmonary tuberculosis treated by the more recent 
developments of surgery’, as follows: “ Th ora coplastic Operation 
using the Polythene Pack,” by Mr. H. Morriston Davies and Mr. 
Leslie J. Temple, and (1) ** Periosteo-plastfc Pnenmonolysis ” and. 
(2) “Lung Resection,” by Mr. F. Ronald Edwards; 10.45 a.m.," 
Rehabilitation in Surgical Tuberculosis,” by Mr. J. P. Heron; 
12 noon, colour film, “Surgical Treatment of Tuberculous. 
Rpididymitis ” (by courtesy of Mr. J. Cosbie Ross). 
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SOCIETIES AND LECTURES 

/• 

Monday 

Edinburgh University. — At Physiology Lecture '! lien I re. University 
New Buildings, Tcviot Place, Edinburgh, May 9, 5 p m., " The 
Prehistory of Mrdicutc” by Dr. Douglas Guthrie. 

London: University College.— At Physiology Theatre. Gower 
Street, W.C., May 9, 4.45 p.m., " Selenite Toxicity with Special 
Reference to Chemotherapy by Professor Adrien Albert. 

Medical Society or London, 11, Chnndos Street, Cavendish Square, 
\V. — May 9, S pm., annual general meeting; 8.30 pm, 

" Temperament,'' Annua! Oration by Mr. A. C. Palmer. 

West London Mloico-Chirurgical Society.— A t Royal Society of 
Medicine, 1, Wimpolc Street, London, W., May 9, 8.30 pm., 
Cavendish Lecture: ” The Contribution of Law to Literature,'' h> 
The Rt Hon Mr Justice Birkett. 

Tuesday 

CMLLifcA Clinical Sociliy.— At South Kensington Hotel, queen's 
Gate Terrace, London, SW, May 10, 7 for 7.30 pm. Annual 
dinner. 

Institute or Dermatology, 5, Lisle Street. Leicester Square. 
London, W.C —May 10. 'pill, " The Sclerodermas," by Dr. C. 11 
Dowling 

Institute or Laryngology and Oioiogy, 330. Gray's Inn Road. 
London, W.C —May 10, 2.15 pm., " 7 he Respiratory Tract ttt 
Infectious Diseases, by Dr. E 11. R. Harries. 

Institute or Urology— At St. Paul’s Hospital, Endcll Street, 
London, \V C , May 10, (1) 11 am, "Serological Tests in the 
Diagnosis of Syphilis," by Dr. R Thomson; (21 ? pm., " Genito- 
urinary Tuberculosis, 1," by Mr. F. J. F- Barrington. 

London University —At London School of Hygiene and Tropica) 
Medicine, Kcppcl Street, W.C , May 10, 5.30 p.m.. ” .Soim 
Adianccs tit Chemotherapeutic Research at the Pasteur Institute," 
by Professor Jacques Trdfouel (Pasteur Institute, Paris). 

London: University Collcgi —At Physiology Theatre, Goner 
Street, W.C, May 10, 5.15 pm, "Physiological Properties of 
Eth\l Alcohol," by Dr. M. Grace Egglelon. 

WrigiiT'Fleming Institute or Microbiology. St. Mary's Hospital 
Medical School, Paddington, W—Mny 10, 5 pm., " ihochemieal 
Properties of the Bacterial Cell Wall," by Dr H F. Gale 

Wednesday 

Glasgow University : Department or OftmtAEMOtoav.— May 11, 
8 pm," Pupillary Mo\ enients," by Dr. Fergus Campbell. 
Institute op Urology.— A t St. Paul's Hospital, Endcll Street, 
London, W C„ May II, (I) II am, "Biological Falsc-positne 
Reactions for Syphilis," by Dr. R Thomson ; (2) 5 p.m , 
" Calculous Disease of the Kidney am! Ureter, I," by Mr. H. P. 
WinsburyAVhite 

South-West London Medical Society. — At Boltngbroke Hospital, 
Wandsworth Common, S W„ May 11, 8.30 pm. Seventh meeting 
of session in conjunction with Wandsworth Division of B.M.A. 
Subject : Demonstration of eases by the honorary medical staff 
of Bolmgbrokc Hospital. 

Thursday 

Birmingham University — At Ana'omy Theatre, Medical School, 
Birmingham, May 12, 4 pm, " The Excretion of 1 Voter by the 
Kidney with Special Reference to its Neurohypophysial Control." 
William Withering Lecture by Professor E. B Vcrncy, F.R S. 
i Durham University — At Royal Victoria Infirr . — *’* • — 

Tyne, May 12, 5 15 pm, "The Mouson ’ 

Disease," Fifth Rutherford Mori son Lecture . > : ’ 1 

Saint (Capetown) 

Edinburgh University. — At Anatomy Thcatie, University New 
Buddings, Tevtot Place, May 12, 5 p.m., " Medical Aspects 
of Splenectomy," Honyman Gillespie Lecture by Dr, H. N. Robson. 
Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W C — May 12, 5 p m , " Anogenital Piiirims," by Dr. B, 
Russell 

Institute of Urology— A t St Paul’s Hospital, Endell Street, 
London, WC, May 12, (1) 11 am., "Congenital Syphilis," by 
Dr S M Laird ; (2) 5 pm , " Genito-urinary Tuberculosis, by 
Mr F J F Barrington. 

Royal Society, Burlington House, Piccadilly, London, W. — 
May 12, 4 30 p m., " A Region of Biosynthesis," Bnkcrian Lecture 
by Professor Harold Rmstrich, F.R S 
St George’s Hospital Medical School, Hyde Park Comer, 
London, S W — May 12, 4 30 pm, " Psychiatry," lecture-demon- 
stration by Dr D Curran 


Friday 

Birmingham University.— At Anatomy Theatre, Medical School 
Birmingham, May 13, 4 pm, "The Excretion of Water by tin 
Kidney, with Special Reference to Us Neurohypophysial Control 
William Withering Lecture by Professor E. B. Verney, F.R S. 


Iondon University.— At King’s College, Strand, }V.C., May 13 
m., Heart Metabolihm and Coronary Disease" by Profess o 


■ "30 pni-, ^ mm 

Kl. Gollwitzer-Meier (Hamburg). 

Royal Medical Benevolent Fund.— At Medical Society of London 
11, Chan dos Street, Cavendish Square, W„ May 13, 5.15 pm 
U3lh general meeting 


Saturday 

South-East Miiropoiiun Regional Tuberculosis Socieiy — 

At Royal Sea Bathing Hospital, Margate, May 14 clinical session. 

presided over by Dr, B. W. Armstrong, followed by luncheon at 

Nnylnnd Rock Hotel, Margate. . 

APPOINTMENTS 

Mitwi rvms, J, 11, , M.D., D.M.R.D., F.F.R., Director of 
Rndiodiagnostic Department, United Bristol Hospitals. 

Dr. Miitiilemlss sraduated nt Durham University in 1940 ami rmeecdcd ,M D 
m 1942, He was formerly Assivinnt Rndiotciput ot the Rojal Viciorn Jnfirmarj, 
iVeweajtle-upon-Tync, and Is the author or severat papers on radiodiagnosu 

Dr. James A. Doull, Medical Director, U.S. Public Health Service, 
lias been appointed Medical Director of the Leonard Wood Memorial 
(American Leprosy Foundation). Dr. Doull succeeds Dr. H 
Windsor Wade, who, because of ill health, has been relieved of 
administrative duties and appointed associate medical director. Dr 
Wade will continue his pathological studies at Culion, Philippine 
Islands, and the editorship of the International Journal of Leprosy 
The headquarters of the medical department of the Memorial has 
been transferred from Culion, P.I , to 1832 M Street, NW, 
Washington 6, D C , U.S A. 

Baird. Miss fas Cmurtos, M tt . Ch B . I> P.H , Assistant Medical Ofl.rr, 
Durtfi of Hamilton. Lonark shire. 

Tay, I.ro, M D , D PA I , Deput) County Medical Officer, Somerset Count* 
Council. 

Lasws, T. O P. D * M H , Ch (1 . D Obit RCOO.DPH, Medical Q*bccr 
of Health and School Medical Officer, County Borough of Dudley. 

PAHKm, \V S , M B , Ch B , D P H , D f H , Oeput> Medical Officer of Health 
County Borough of Brighton 


BIRTHS, MARRIAGES, AND DEATHS 

DIRTHS 

\rmitt,—On April 18 1949. to Dr. Margaret Armln <n£c Conwa>). wife cl 
Dr Richard Annin, a third duighfcr. 

Brownlee.— On April 1, 1949, at Edinburgh, to Margot, uifc of T. J Brtmnlcc 
F R C 5 Ed , twin sons 

GlanUlk — Oa Anri' 10. 1949. at Maternity Wing. Genera! Hospital. Sunler- 
land, to Dr. Catherine Ghoul!, wife of Dr Tern Giant ill, a daughter 
Green.— On April 2*, 1949, to Dn Mildred and Norman Green, of Stoke-on- 
Trent. n son 

Rich}.— On April 19 1949, at Igwidnm. to Joan, wife of Dr J . P. V R»gb* 
n daughter 

Woodmff.— On April 25. 1949. at the Middlesex Hospital, London, \V to 
Helen, wife of Dr A Waller Woodruff, a daughter 
Yeatex.— On April 3. 1949, at Ncwcn5tIe-upon-T>nc. to Mr and Mrs W Keith 
Yentev n daughter 

MARRIAGES 

Gordon—lfjirris-MVghl. — On April 23. 1949. at St George’s, Hanover Square 
London. W„ Ian Jama Gordon. MB. Ch B . Aberdeen, to Pamela Nonette 
Hnrrts-Wrtetr, MB, US. MR CS. LRCP, London. 

Thoimon— Mowit.— On April 14, 1949, nt Heath Congregation'll Church 
Halifax. George William Rossljn Thomson, MB, BS. to Mary Stefan 
Mow at, M B , Ch If. 

DEATHS 

Barcla>.— On April 26, 1949. at Oxford Alfred Ernest Barclay, OBC, MB 
D Sc., r.Jt CP, of Oxford and Manchester. 

Churchill. — On April 23. 1949. Joseph Henry Churchil!. MRCS, UCP 
of Bylnnd House, CIc\ eland Walk, Bath. 

De’vn. — On April 21. 1949, at Ficldcn House, London Hospital. Joseph IXhi 
M D , of Hatherley House. Central Park Road, East Ham, E 6 
Holliday. — On April 18, 1949, at Highlands, Lacey Green, near Princes Rts 
borough, Bucks, John Rutherford Hal I id ay. M D 
Ifocfcen,— On April 16. 1949, at S. Trernena Road. St Austell, Cornwall 
Mehtlle Hockcn. MB, BS, formerly of Halcsworih, Suffolk 
Hodson, — On April If?. 1949, nt his home. Snarcsb T ook. Bcrgholt Road. Col 
Chester. Essex, Howard Bluntisham Hodson. M D , D P H . aged 42 
McKrttrick. — On April 14. 1949, Frederick John McKcttrtck. MB. CM U. ot 
Dane View, Danbury, Chelmsford, Essex, aged 84 
MetrifK, — On April 14, 1949, at MUIbank Military Hospital. London, SWl 
very suddenly, Charles William Francis Mchillc. CB, MB, Ch B fd 
Mnjon-Gencral IMS, Ret , aged 72 

NeBson. — On April 13. 1949, at Waking, Surrey. Henry John Nedson, C B F 
M D.. aged 86 

Patibon, — On April 9, 1949, at 39. Montpellier Villas, Cheltenham, Blanche 
Sutton Pattison, MRCS, L.R C.P , aged 52. 

Panson. — On April 12, 1949, at Djserth, Flintshire, Edward Basil Paw son 
M B., B Chlr. 

Peach.— On April 5. 1949. at Palmerston North. New Zealand. Charles WiHnnt 
Peach, M B , C.M . aged 76 

Richards. — On April 18. 1949, at Downes, Monkleigh, Bideford, Deson. Owen 
William Richards, C M.G.. D SO. M Ch . F.R.C S. 

Sewell,— On March 13, 1949.* Sir. Sidney Valentine Sewell ME), FRCP 
FR.ACP., of Victoria. Australia. 

Sjme.— On April 14. 1949, at Bnmcllan. Bardowie. Stirlingshire, William Snt/th 
Syme. MC. M R . Ch B , FRF.PS Glas 
Tomer, — On April 17, 1949 (Easter Day). n\ Ty Newydd, Ruabem. North Wale* 
Annie Catharine (nde Lyon), the faithful and belovcd^wlfe of Dr A n 
Turner, and mother of Arthur and Isabel. 

Warner.— On Apni 20. 1949, at Royal Devon and Exeter Hospital. 

Percy Warner, MB, B S , of Rydal, Woodford Green, Essex, aged 63 
IVllb. — On holiday at St Hefier, Jersey, James Robertson Wills MB, B Ch 
aged 46 
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HAY FEVER 


e Benadryl 9 

It has been found possible to control the symptoms of 
hayfever in many patients by the oral administration of 
* Benadryl.’ This potent histamine antagonist is also 
invaluable for those who hate not had time to acquire 
complete tolerance to grass pollen after desensitizing courses 
with pollen extract. 

One 50 mgm. capsule of ‘ Benadryl ’ taken when hayfeter 
symptoms first appear often gi\es relief for from three to 
five hours. Subsequent dosage depends on the response of 
the patient and on the prevailing atmospheric conditions 
For infants and children Elixir ‘ Benadryl ’ or 25 mgm 
capsules are available. 

Capsules : (25 and 50 mgm.) in bottles of 50 and 500 
Elixir: In bottles of 4 and 16 fluid ounces 

Parke, Paris & Co., Hounslow, Middx. 


Inc USA, Liabi!il> Ltd 


Telephone: Hounslow 2T6 (II lines) 


An important 
advance in 
Antisepsis 


Streph is an important 
advance in antisepsis, 
being non-selective in 
action and effective 
against a wide range of 
pathogens. 

Its activity is maintained 
in the presence of proteins 
and it is non-necrotic, non- 
toxic and non-staining. 

It is miscible with water, 
normal saline and alcohol. 
Streph is a powerful deo- 
dorant and approximately 



three times as effective 
as Liq. Chlororyienolis or 
lysol. 

These advantages make 
Streph the better anti- 
septic for medical, surgical 
and obstetrical use. 


STREPH 

THE BETTER ANTISEPTIC 
literature and sample on application to 

JEYES’ LABORATORIES LIMITED 

LONDON, E.I3 
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JELONET is an improved non-adhesive, 
open-mesh dressing evenly and thoroughly saturated with 
petroleum jelly and I per cent Balsam of Peru. It is sterilized 
ready for use. When used as a dressing for shadow wounds 
or skin grafts its unique ‘ventilating’ character provides 
optimum conditions for the delicate epithelium or trans- 
planted graft. Jelonet is obtainable in tins containing 36 cut 
pieces (3| x 3|) or 6 yd. continuous strips. 

SPECIAL PRICES TO HOSPITALS 

JELONET 

T»AT>* WAD IT 

PETROLEUM JELLY GAUZE DRESSING 

WADE IN ENGLAND BV T. j. SMITH AND NEPHEW LTD., HULL 
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* non’ II Oleovum, In \ 

intramuscular injection, pro- 

wdcs complete oestrogen replacement therapy \\ ith absence of 
toxic eifeets. It exertv a beneficial psychological action which is 
not found in treatment \\ ith sj mhetic ocstrogens. Presented in 
strengths of t mg. (10,000 b ttn at.ot a! Brnzcatc Ur.:!,), :nd 
5 mg. (50,000 b'.ltrr.stinul Beiz^'r.lt Un/h), ‘l’rogs non’ B Oleostim 
is indicated in all conditions associated with oestrogen de- 
ficiency, such ns the menopause, hypomenorrhoea.amcnorrhoca, 
ce-rtain forms of dvsmenorrhoe-a, oligomcnorrboea, etc. Tor 
local therapy, in atrophic \aginitts, kraurosis vulvac, etc. 
‘Progv non’ Ointment and Vaginal Suppositories are available. 


ORIGINAL PACKS 

BRITISH SCHERING 

, J II U in 1 Cl* ampoules) 

L 1 M I T C 0 lines 0(1 &. y 

167/169 CHEAT PORTLAND STREET, LONDON. \Y.l 
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INTRAMUSCULAR 

INJECTIONS 

e.g. of PENICILLIN, LIVER EXTRACTS, 
ARSENO-BENZOLS, BISMUTH, etc. 

Many substances create some pain on intramuscular 
injection. Novutox injected at the same time will 
prevent this pain. 

Most substances are compatible with Novutox, 
which is also non-destruccible to penicillin during 
the time that the latter is undergoing absorption. 

Mixtures with Novutox should be made 
immediately before use ONLY. 

NOVUTOX 

ScHfi-StcuU&iaQ 

£acat CUiaedtheUc 

Each c c. of Novutox 2% contains 0 02 gm. ethocame hch, 
0.00002 gm, epinephrine and 0 00002 gm. capryl hydro- 
cupreinotoxln hd. Other strengths of Novutox contain these 
elements (with or without epinephrine) In varying proportions. 

PHARMACEUTICAL MANUFACTURING CO. LTD. 

THE LABORATORIES. CHELTENHAM, GLOS. 
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Any Questions? 


Correspondents should give their names and addresses ( not for 
publication ) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 

First Aid for Carbolic Poisoning 

Q . — What first-aid treatment should be given in cases of 
poisoning by phenol and by cresol antiseptics ? 

A. — The object of first-aid treatment in poisoning by phenol 
or related antiseptics must be to evacuate from the stomach as 
much of the ingested poison as possible and so prevent or 
minimize its absorption and its local effects. The main form 
of first-aid treatment is therefore gastric lavage. Repeated 
large quantities of lukewarm water should be used until the 
washings are free from the smell of carbolic. This end-point 
may be difficult to determine, as the operator, often working 
in an atmosphere laden with the smell of carbolic, will fail to 
detect by smell the relatively faint traces of the substance in the 
later washings. After this repeated lavage one of the reputed 
antidotes may be introduced into the stomach — for example, 
magnesium sulphate or sodium sulphate, 1 oz. (31 g.), or sugar 
of lime, -I oz. (15.5 c.), in half a pint (284 ml.) of lukewarm 
water. The value of these substances is not satisfactorily estab- 
Tished, however, and in any case they should be removed from 
the stomach after an interval of 10 to 15 minutes, and renewed 
if considered advisable. Alternatively, white of egg in milk 
may be administered, or liquid paraffin, either of which may 
be of some use in diminishing absorption and protecting the 
alimentary mucosa. If the respiration is failing, artificial respira- 
tion should be maintained and respiratory and cardiac stimu- 
lants can be injected. Caffeine and fluids may be given by 
rectum. The administration of fluids intravenously is of value 
but can hardly be considered a first-aid measure. 

It must be emphasized, however, that the feature of first-aid 
treatment most likely to be of substantial value is the prompt 
evacuation of the poison before absorption and severe local 
necrosis have taken place. Too much must not be expected 
from the routine use of any known antidote. It should be 
remembered that carbolic is absorbed through the skin and 
also by inhalation. Where the skin surface has been contami- 
nated the area should be thoroughly cleansed, and for this 
purpose alcohol is recommended. 

Intravenous Saline in Intermittent Claudication 

Q. — What is the rationale of the use of intravenous hyper- 
tonic saline in cases of intermittent claudication ? Has this 
method of treatment proved of any value in cases with arterio- 
sclerotic changes? 

A. — Intravenous injections of hypertonic saline have been 
used widely in the treatment of intermittent claudication, 
whether due to thrombo-angiitis or to arterial degeneration. 
Temporary benefit has often been reported. The effect is 
thought to be produced by suddenly increasing the blood 
volume and thus promoting vasodilatation, which favours the 
collateral circulation in the affected limb. The results obtained 
with saline are transient, and the method has fallen into disuse 
because it was often necessary to infuse a litre daily. Promising 
results were reported with plasma transfusion, but enthusiasm 
was damped when several patients developed homologous serum 
jaundice. 

Serological Diagnosis of Whooping-cough 

Q . — To what extent can the serological diagnosis of whooping- 
cough be relied on ? What recorded experiences are there 
bearing on this subject ? 

A. — Various methods have been used to demonstrate the 
presence of specific antibodies in the blood of patients with 
whooping-cough. These antibodies develop rather late in the 
course of the infection, usually from the third week onwards, 
and are therefore of little value for early diagnosis. The two 
methods which have been most commonly used in this country 
are the complement-fixation test and the agglutination reaction. 


In a child a positive reaction to the complement-fixation test in 
a dilution of 1 in 4 or more of the patient's serum, using a 
killed culture of Haemophilus pertussis as antigen, is very 
suggestive of infection. The agglutination reaction is more 
variable and requires a fresh living culture for its perform- 
ance. In the U.S.A. the opsonocytophagic reaction and a mouse 
test for protective antibody are also used. British references to 
the use of the complement-fixation test and agglutination re- 
action in pertussis are, respectively, Donald, A. B., British 
Medical Journal, 1938, 2, 613 ; and Evans, D. G., and Maitland, 
H. B., /. Path. Bad., 1939, 48, 468. 

Teaching Writing to the Left-handed 

Q . — Is there any standard method of teaching writing to the 
left-handed child? I know that such children should not be 
forced to use the other hand for writing, as this may lead to 
stammering or other forms of hesitancy. 

A. — In teaching left-handed children to write, the following 
method has been found useful : (1) Place the paper slanting to 
right, not left (2) Hold the pencil II to 2 inches (3.75 to 5 cm.) 
from the point, so that the hand does not block the view of 
what is being written. (3) Train the child to visualize before- 
hand what he is going to produce, as he would if drawing an 
object. (4) To encourage the movement from left to right, start 
by using both hands at the same time, making circles and 
strokes. Practise slope towards right. (5) Write from a copy, 
very slowly and carefully, beginning with repeated single letters 
and without lifting the pencil from the paper. (6) Develop 
ambidexterity in other slrills, such as woodwork and games. 

It is very important to avoid fatigue and hurry. Exercises 
should be carried out slowly and for short periods. The 
mechanical difficulties of left-handers are sometimes made 
worse by the anxiety of feeling an oddity, so this should of 
course be avoided so far as possible. It may be useful to 
stress the fact that the left-handed cricketer or tennis-player 
may confound his opponents by his sinister dominance. 

Borning Buddleia 

Q . — When old Buddleia wood was burned in the garden I 
noticed a sweetish smell in the air and was affected in the nose 
and chest (/ am a hay-fever subject). Not only did I sneeze, 
but I was rendered heavy and drowsy and " queer in the head." 
What particular ethereal oils or alkaloids in the tree would 
cause these reactions ? 

A. — Hypersensitivity to odours of plant origin has often been 
recorded as a cause of asthma and rhinitis. Thus asthma may 
occur in carpenters working with the wood of coniferous and 
other trees. With regard to Buddleia. however, no record can 
be found in the standard botanical reference books of any 
ethereal oil or alkaloid occurring in any species growing in 
this country. A Mexican species — Buddleia perfoliata — has 
leaves which contain an oil with a peculiar but pleasant odour, 
due apparently to the presence of fatty aldehydes. This species, 
so far as is known, is not in cultivation in this country. 

Weight Increase in Pregnancy 

Q - — What is the normal gain in weight of a pregnant woman, 
and what are the limits of normal variation? How is the 
increase accounted for? 

A.— The gain in weight during normal pregnancy is subject 
to wide variation, but for practical purposes is cenerally 
reckoned 'as 24 ± 10 lb. (10.9 ± 4.5 kg.). According to L. G. 
Cheslev (Amer. ]. Obstet. Gynec.. 1944, 48, 563) two-thirds of 
normal women gain between 13 and 35 lb. (5S and 15.9 ke.) 
but one-sixth more than 35 lb. The total increase in any one 
case, however, is to some extent dependent on the woman’s 
initial bulk, and Stander, H. J., and Pastore. J. B. (ibid. 1940, 39, 
928), suggest that it should not exceed 25% of the pre-precnancv 
weight. There are, however, many exceptions even to this’. 
The gain does not take place regularly throughout precnancy. 
In the first three months there is often little change, and even 
a loss may be recorded, especially when the woman has vomit- 
ing or anorexia. In the last two or three weeks there is also a 
tendency to lose, or to cease to gain, weight, probably as a result 
of increased fluid excretion. It has been said that at no time 
should the monthly increase exceed 5 lb. (2.26 kg.), otherwise 
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it may indicate occult oedema and the threatened onset of 
toxaemia. In fact this sign is quite unreliable, and there may 
be a gain of as much ns 10 lb. (4.5 kg.) in any. one month 
without the development of toxaemia. 

The increase in weight is accounted for by: full-term child, 
7j ib. (3.4 kg.); liquor amnii, 21 lb. (1.1 kg.); placenta, 1 lb. 
(0.45 kg.) ; enlargement of uterus, 2 lb. (0.9 kg.) ; breast develop- 
ment, 31 Ib. (I.5S kg.); protein retention not included under 
otlter items, 4 lb. (1.8 kg.); increase in blood volume, 31 lb. 
<1.58 kg.); while the remainder is due to fluid retention in the 
, tissues and a general deposition of fat. 

Sterilizing Skin before Injection 

Q,-— iVhat do you consider the best method of sterilizing the 
skin before immunization ? 

A. — For sterilization of the skin before subcutaneous or 
intramuscular injection of antitoxin, toxoid, or vaccine used 
in passive or active immunization a quickly acting disinfectant 
is needed, and preferably one which stains the skin so that the 
sterilized area can readily be seen. For this purpose tincture of 
iodine, or 1 to 2% iodine in 70?.', alcohol, is undoubtedly the 
most effective, since it sterilizes the skin in the least time it 
takes to dry — about 15 to 20 seconds. The skin should not be 
previously washed. Alternatively, 70 to 80% alcohol by itself 
may be used ; absolute alcohol and methylated spirit arc 
much less effective. Some cationic detergent preparations like 
" cetavion ” or “ zephiran " are also quickly effective if used 
in >70% alcohol. The mercurial preparations, antiseptic dyes, 
hypochlorite, ether, and ” dcttol ’’ have a slower or otherwise 
imperfect disinfecting action on the skin. 

Hyoscinc Hydrobromide for a Child 

Q . — Is it safe to give hyoscinc hydrobromide to a child of 
23 months? If so, in what dosage? The child in question is 
always travel-sick, and is shortly going to Ireland. 

A. — It would be quite safe to give hyoscinc hydrobromidc to 
a child of 23 months. A suitable dosage would be 1/400 gr. 
(0.16 mg.) half an hour before sailing, and a second 1 /400 gr. 
at sailing time. 


each rat received 80 mg, per kilo of body weight daily, which 
is large by human standards. During the first week the drugged 
rats ate more than the control animals ; after the first week 
they ate less. Cessation of injections after the sixth week 
caused a drop in the food intake in the experimental but not 
in the control groups. This decrease in food intake may be 
permanent, for the lower rate of growth persists. 

Treatment of Gout 

Q . — What treatment is likely to benefit an active man aged 60 
who has suffered for years from rheumatism and had his first 
nfinck of gout in the left big toe eight weeks ago? He has 
lived for some years in a hotel, and any request for a special 
diet, or any serious disability, would almost certainly result in 
his being asked to leave. 

A.— The presumption in this case appears to be that all the 
patient’s previous “ rheumatism *’ has in fact been due to latent 
gout, which has at last declared itself in its true colours. With 
regard to treatment, this of course implies a permanent regimen, 
although this need not be made unduly difficult in this case, 
for the reasons given. The patient should, however, avoid 
alcohol, lead as quiet and regular a life as possible, with early 
bed, and feed on simple, plainly cooked food without condi- 
ments. He should endeavour to avoid “ offal,” such as liver, , 
heart, kidney, etc., and should considerably increase his intake. * 
of non-alcoholic fluids, preferably between meals. If in the 
future he has an acute attack, it will be essentia! to put him 
to bed for a day or two. Even if it is possible for him to struggle 
along, it is more likely to become chronic if he does so. For 
one day he should be given cinchophcn 74 gr. (0.5 g.) thrice 
daily. During this period he should also start taking tab. 
colchicin. 1/64 gr. (1 mg.) hourly until he develops slight 
diarrhoea or vomiting ; he should then drop the colchicine to 
one tablet thrice daily for two weeks. In the intervals between 
the acute attacks, as regards medicinal treatment (provided 
there is no contraindication, such as liver disease), he should 
continue one day every month (say, Sunday) on cmchopficn 
for the next six months ; if the cycle can thus be broken, he 
may then develop no further acute attacks. 


Disturbed Micturition in Disseminated Sclerosis 

Q . — Can yon suggest any treatment to counteract precipi- 
tancy and frequency of micturition in a case of disseminated 
sclerosis ? 

A. — The precipitancy and frequency of micturition in dis- 
seminated sclerosis arise, of course, from interference with 
the pathways concerned with the higher control of the bladder 
reflexes. As the cause is the actual damage to or loss of 
These fibres, medical treatment is of necessity disappointing, 
■theoretically, decrease in sensation of the bladder will improve 
jp complaint, but this is difficult to attain, and the nearest 
(approach to it is the use of sedatives, which the patient has 
probably already tried. Any infection, ill-health, or deteriora- 
tion in general well-being makes these symptoms worse, and 
iherefore should be prevented if at all possible. Limitation of 
fluid intake within reasonable limits also helps. Atropine has 
been used, but is disappointing. 

Toxicity of Phonobarbitone 

Q. I am interested in the toxic reactions to phetiobarbitonc 
(soluble). What symptoms have been reported so far? IVhat 
effect, if any, has it on the appetite ? 

A. — Most of the reported cases of phenobarbitone poison- 
ing by ordinary doses have occurred in people who have an 
idiosyncrasy to the drug. The most frequent symptoms have 
been various types of sktn eruptions, often accompanied by 
fever, mental disturbances, and sometimes nausea, gastric pain, 
and diarrhoea. There is much variation in the central nervous 
symptoms, which include delayed effects, extreme depression, 
excitement, and sometimes even mania. As with alcohol, there 
is a certain amount of habituation, but little real tolerance 
develops, and withdrawal reactions characteristic of ‘morphine 
have not been observed. Prolonged use may lead to the 
development of psychical degeneration and nausea. 

Us effect on appetite has been studied only in rats (M. R. 
Jones, 1. comp. Psychol., 1943 . 35, 1). In these experiments 


NOTES AND COMMENTS 

Spread of Tuberculosis by Books. — Dr. T. Peikson (Plymouth) 
writes : With reference to the question and answer on the possibility 
of books handled by tuberculous patients carrying tubercle bacilli 
(" Any Questions ? " April 2, p. 601), I was surprised to see the state- 
ment made in your answer : “ Fortunately the bacilli become non- 
viable in about 4S hours when they arc dry. ._. - Surely this is 

not in accord with accepted teaching. For instance, Muir and 
Ritchie (Manual of Bacteriology, 1937, London, p. 414) state that 
dried phthisical sputum has been found to contain virulent bacilli 
after two months. Another authority gives a life of ten days or more 
in road dust, or up to two months if kept in the dried state in the 
dark. The latter condition might well be found in an untreated 
library book. I may say that this question is of particular interest 
to me, since I have for some time been considering the problem 
of the provision of separate library facilities for tuberculous patients 
not in hospital. 

Cause of Rib Fracture.— Dr. Kevin Byrne (Lakembn, New South 
Wales) writes : A patient— muscularly strong — owner of a dairy, used 
to collect as cow-feed waste" cabbages from Sydney’s ** Paddy s 
Markets," tossing them on a large fork over n high-sided receptacle 
fitted to liis lorry. One day a particularly heavy forkful slipped oh 
as he started to toss. The anticipated exertion was used on the 
lightened load. Muscular effort alone accounted for six very badly 
fractured ribs, three on each side. 
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THE WORLD MEDICAL ASSOCIATION 

In the week following Easter I was away in Spain attending 
the council of the World Medical Association. It may be of 
interest to members of the Association if I describe some of 
the work that this body is doing. But first a few words about 
its history. Before the war there existed a useful inter- 
national body, the Association Professionnelle Internationale 
des Medecins, which provided a convenient medium for the ex- 
change of ideas and information among the national medical 
associations of European countries. Towards the end of the 
war the need was felt for an even more comprehensive body 
which would not only continue and extend the work of the 
AiU.M. but would make available to the international govern- 
mental organization — the World Health Organization — the con- 
sidered views of the profession. After preliminary conferences 
in London in July, 1945, and in September, 1946, at the latter 
of which 33 countries were represented, it was resolved to build 
upon the basis of the' old A.P.I.M. a more ambitious body, to 
be called the World Medical Association, and a committee was 
appointed to prepare a constitution. In Paris in September, 
1947, the constitution was approved and the first formal meet- 
ing of the assembly of the association was held. Over 40 
countries were represented, and almost all of them have become 
members of the association. A council of 10 members, with 
ex officio members, was elected. 

Objects of JVMA 

The assembly adopted the following as the objects of the 
association : 

(i) To promote closer ties among the national medical 
organizations and among the doctors of the world by personal 
contact and all other means available. 

(ii) To maintain the honour and protect the interests of the 
medical profession. - 

(iii) To study and report on the professional problems which 
confront the medical profession in the different countries. 

(iv) To organize an exchange of information on matters of 
interest to the medical profession. 

(v) To establish relations with, and to present the views of the 
medical profession to, the World Health Organization, Unesco, 
and other appropriate bodies. 

(vi) To assist all peoples of the world to attain the highest 
possible level of health. 

(vii) To promote world peace. 

The World Medical Association is supported partly by the 
subscriptions of its members — national medical associations of 
the different countries — and partly by a very generous annual 
donation from a mixed medical and lay committee in the 
United States of America. The headquarters was established 
in New York and Dr. Louis Bauer appointed secretary-general. 
In its first year the World Medical Association was necessarily 
preoccupied with problems Of organization, though it managed 
to deal with at least two subjects of wide interest. The council 
met in New York in the spring of 1948, and prepared for the 
second general assembly, held in Geneva last year, a report 
on German war crimes and another giving information about 
the medical profession and forms of State medical provision 
in 23 countries. The Geneva assembly, like its predecessor, 
was well attended, and the British representatives included the 
Chairman of Council of the B.M.A. and the Chairman of the 
Representative Body. 

Madrid Meeting 

The Madrid meeting of the WMA council, which was attended 
by Dr. Pridham as a member of that body and by myself as 
president-elect, got down to a number of important problems 


in preparation for this years general assembly, to be held in 
London from Oct. 11 to 14. Following preparatory work by 
subcommittees, conducted by post, the council completed a 
report on the standards of medical education, an analysis of un- 
qualified practice and such limitations as are applied to it, and 
a report on what we should call the patent-medicine problem, 
both these reports embodying information from many of the 
countries of the world. In addition it approved, for report to 
the general assembly, a document in which the national health 
or soda! security schemes of 20 countries were analysed in 
relation to the principles adopted in Geneva last year. 

A committee of the council, over which Dr. Cibrie presides, 
is at present at work on a draft international code of ethics, 
and Dr..Pridham is chairman of a committee on postgraduate 
medical education. 

My impression of the recent council meeting is that although 
its members come from different parts of the world, with aii 
the difficulties of language which that involves, they have really 
begun to get down to problems of mutual concern and to col- 
lating information. Dr. Routley, secretary of the Canadian 
Medical Association, is chairman of the council, and its mem- 
bers are : Dr. Henderson, of the United States ; Dr. Pridham. 
of Great Britain ; Dr. Bustamante, of Cuba ; Dr. Yui, of 
China ; Dr. Sen, of India ; Dr. Cibrie, of France ; Dr. Knutson, 
of Sweden ; Dr. Glorieux, of Belgium ; Dr. Tomel, of Spain ; 
with, as ex officio members, Dr. Leuch, of Switzerland 
(treasurer) ; Professor Marquis, of France (president) ; and 
Dr. Hill, of Great Britain (president-elect). Every member 
of the council turned up, almost all having travelled by plane. 
The expenses of council, meetings are met, as are the expenses 
of the New York office, from the moneys provided by the 
American committee. The expenses of delegates attending 
the general assembly are met by the member countries which 
send them. 

The World Medical Association publishes a Bulletin, which 
is to appear quarterly. The first issue has just been published, 
and a copy of it will be sent in due course to members of 
Council, members of the Representative Body, to Division 
Secretaries, and to any individual practitioner who cares tc 
send me a postcard. 

Contact with WHO 

One of the most interesting reports made to the Madrid 
council meeting was that of its observer at the World Health 
Organization, Dr. Maystre, of Geneva. From what he said it 
is clear that, just as the British Medical Association needs to 
maintain a close if somewhat critical association with the 
Ministry of Health, so the profession throughout the world 
needs, through the World Medical Association, to maintain 
close touch with what is a purely governmental body — the 
World Health Organization. For the most part the World 
Health Organization consists of governmental representatives, 
although it is significant that in the case of the United States. 
Canada, and India the governments have thought fit to include 
in their delegation practitioners not in governmental employ- 
ment. While the World Health Organization meets for weeks 
at a stretch, the World Medical Association can meet only 
twice a year, once in assembly and once in council, and the 
need for its existence — if only to maintain this liaison — is 
becoming pretty clear. 

The present position can perhaps be best su mm ed up by say- 
ing that thanks to some very enthusiastic workers and America’s 
generosity-, the World Medical Association has made a good 
start and has begun to get down to some very useful work, not 
the least of which is -the preparation of factual reports des- 
cribing and comparing what is going on in different parts of 
the world in a number of fields, including the relations between 
the profession and the State. 
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REGIONAL ORGANIZATION OF MINISTRY 
OF HEALTH 

The Ministry's regional organization has been adjusted to meet 
the changed circumstances due to the National Health Service 
Act and tile National Assistance Act. The Minister has trans- 
ferred the functions of the principal housing officers to principal 
regional officers, who are working in the regions. They arc 
assuming full regional responsibility for the housing work and 
carrying out (with the help of public health nursing officers, 
welfare officers, and other regional staff) the duties previously 
performed by general inspectors and the regional officers for 
health services, whose appointments as such will be ended. 

The principal regional officers have no executive func- 
tions in relation to regional hospital boards, hospital manage- 
ment committees, boards of governors, executive councils, or 
local health authorities. They collaborate with the regional 
medical officers in the regions and maintain close contact with 
these boards and committees in order to exchange information 
and keep the Minister informed of local developments over the 
whole range of the health services. They also exercise the 
powers of inspection prescribed by the National Assistance 
(Powers of Inspection) Regulations, 1948. 

Principal Medical Officers 

The functions of the principal regional officers arc comple- 
mentary to those of the principal medical officers, who work on 
the basis of hospital regions and operate mainly from White- 
hall. In general a principal medical officer deals with a group 
of three regional hospital boards and with the local health 
authorities and local authorities wholly or mainly within those 
regions. Each has a small team of nurses and medical officers 
working under him. The names of the principal medical officers 
and their medical staff are as follows : 

Newcastle, Leeds, and Sheffield Hospital Regions . — Principal 
Medical Officer: Dr. G. Lilico. Medical Officers: Maj.-Gen. A. D. 
Fraser (at Newcastle R.O.); Dr. K.. M. Hirst: Dr. Johnstone Jervis 
(at Leeds R.O.); Maj.-Gen. R. W. D. Leslie (at Nottingham R.O.); 
Dr. D. M. Lyon. 

East Anglian, N.W. Metropolitan, and N.E. Metropolitan Hospital 
Regions . — Principal Medical Officer: Dr. A. L. Banks. Medical 
Officers: Dr. R. M. Shaw; Dr, C. Sims-Robcrts ; Dr. D. S. 
Todd-White. 

S.E. Metropolitan. S.W. Metropolitan, and Oxford Hospital 
Regions. — Principal Medical Officer: Dr. G. E. Godbcr. Medical 
Officers: Dr. M. Manson; Dr. A. E. Martin; Dr. A. L. Winner, 
i South-Western Hospital Region . — Principal Medical Officer: Dr. J. 
‘Ferguson. Medical Officers: Dr. R. Elliott; Dr. C. Grant Nicol. 

Manchester and Liverpool Hospital Regions . — Principal Medical 
Officer: Sir Alexander Hood. Medical Officers: Dr. M. G. Gorric; 
Dr. J. M. Ross (at Manchester R.O.). ' 

Birmingham Hospital Region . — Principal Medical Officer: Dr. 
G. A Clark. Medical Officer: Dr. C. A. Seeley (at Birmingham 
R.O.). 

ANAESTHETICS FOR DENTAL OPERATIONS 

The Ministry of Health has issued a statement on payments for 
giving anaesthetics for dental operations. An anaesthetist on 
the staff of a hospital who assists a dentist holding a hospital 
appointment does the work as part of his hospital services and 
does not receive a fee from the dentist. A general practitioner 
holding an appointment at a general-practitioner hospital solely 
for the purpose of giving general medical services would receive 
payment from the dentist when the dentist holds no hospital 
appointment but is treating an in-patient in a general- 
practitioner hospital where such facilities have been given by 
arrangement with the management committee. However, if the 
general practitioner is on the staff of the hospital as an anaes- 
thetist he would not receive a fee. 

Where the patient is in a private pay-bed by private arrange- 
ment with the dentist and has not been accepted by the dentist 
u E? er ^ r V ot " /S ' ct : if *he anaesthetist is a whole-time 
officer of the hospital board or management committee and not 
entitled to private practice, he would do the work as part of 


his hospital services ; if the anaesthetist is a part-time officer 
and entitled to private practice, he may be paid by the patient 
if the patient arranges for his services privately. Where the 
patient is in a private pay-bed by private arrangement with the 
dentist and has been accepted by the dentist under Pan IV of 
the Act: if the anaesthetist is a whole-lime officer and not 
entitled to private practice, he would do the work as part of 
his hospital services ; if the anaesthetist is a part-time officer 
and entitled to private practice, he may be engaged and paid 
by the dentist. 

NATIONAL SERVICE AND N.ILS. 
SUPERANNUATION RIGHTS 

Under the National Health Service Superannuation Regulations 
a medical practitioner who joins H.M. Forces may reckon his 
service in the Forces for superannuation purposes provided he 
continues to pay the contributions he would have made had he 
remained in civilian employment. Similarly, the employing 
authority is required to continue the contributions it would 
have paid. In general, the amount of the contribution in the 
case of a practitioner is 6%, and in the case of the employing 
authority is 8%, of the salary the practitioner was receiving 
before joining the Forces. If these contributions are not 
continued the practitioner will be unable to reckon his service 
in the Forces and will also lose the right to reckon any hospital 
or other service before joining the Forces in respect of which 
he paid superannuation contributions. In this case the practi- 
tioner is entitled to claim a refund of superannuation contri- 
butions already paid plus compound interest at the rate of 
24% per annum. 

In the case of practitioners who were assistants to general 
practitioners in the National Health Service before entering 
H.M. Forces and who decide to continue their superannuation 
contributions, the employing authority’s contribution of 8% of 
the assistant's salary' is payable not by the general-practitioner 
employer but by the executive council of the area concerned. 

Practitioners entering H.M. Forces who desire to preserve 
their superannuation rights and to continue their contributions 
should send prompt notification to the hospital authority or 
executive council under whose jurisdiction they were last 
employed, and should make arrangements about the method 
of paying their own contribution of 6% to these bodies^ 


LOWER FEES FOR OPTICIANS 

Opticians’ fees for sight-testing and for dispensing glasses under 
the National Health Service have been reduced by an agreement 
of the Optical Whitley Council. The revised fees are being 
paid from May 1 pending the results of a fact-finding inquiry 
by a working party, on which opticians will be represented, 
, under the chairmanship of Mr. W. Penman, a past president of 
' the Institute of Actuaries. The working party will investigate 
the average time taken to provide the services, and there will 
be a separate investigation into the cost of overheads. The 
revised rates are as follows : 

New rate Old rote 

Sight-testing by ophthalmic optician . . . . !4s. 15s. 6d- 

Dispensing glasses .. 24s. 2.s. 

Dispensing second pair of glasses of different 

power for same patients . . . . . . 10s. ~Ss. 

Altering one lens, following n sight-test . . . . 12s. 6d. 25s. 

In the case of bifocal glasses the fee has been increased from 
£1 5s. to £1 11s. fid. Where the optician is not a dispensing 
optician, or where it is not necessary’ to prescribe glasses, t e 
fee for sight-testing remains at 1 5s. 6d. 

CLOSED AREA 

The Medical Practices Committee has decided that the number 
of doctors providing general medical services is adequate in the 
Minchinhampton district of Gloucestershire. 
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CONTROL OF HOSPITAL EXPENDITURE 

The Ministry of Health states that hospital management com- 
mittees should not in future, without the prior approval of 
the regional board, incur expenditure on 

(а) specific items and increases in staff not included in their 
estimates, even though the total for the particular sub-head is not 
likely to be exceeded; or 

(б) extension of services likely to involve supplemental estimates. 
Where the board considers a particular development to be essential, 
the Ministry should be consulted, full details being supplied with 
an estimate of the maintenance expenditure likely to be incurred in 
the particular year and the subsequent annual cost. 

.This does not apply to expenditure outside the control of the 
management committee — e.g., wage awards, changes in policy, 
or sudden emergencies, 

RHEUMATISM AND THE N.H.S. 

MINISTER’S ASSURANCE 

The Liaison Committee of the Empire Rheumatism Council 
and the British Rheumatic Association has written to the 
Minister of Health on the development of schemes for the 
specialist diagnosis and treatment of rheumatism and received 
his reply. The two letters are published below. 

From Lord Horder, chairman of the Empire Rheumatism 
Council, and Dr. F. Hemaman-Johnson, chairman of the 
British Rheumatic Association: 

“ We are writing on behalf of the Empire Rheumatism Council and 
the British Rheumatic Association at the unanimous request of our 
Liaison Committee to beg you to safeguard the interests of the 
rheumatic patient in the present economy drive. 

“ We recognize the need for economy in the administration of the 
Health Service Act. We are cognizant that your policy is to meet 
proportionately.the needs of the different types of sick persons. We 
wish to point out that the rheumatic sufferers are in a particularly 
unfortunate position and are likely to suffer disproportionately unless 
a definite assurance is given that such is not your intention. 

' “ fa recent years new knowledge has been acquired, but when the 
health services and hospitals were taken over these had not been 
made available tbroughout the country - . The absence of facilities for 
up-to-date diagnosis and treatment increases the economic burden 
of the country by the steady drain from productive work due to 
preventable disablement. Regional hospital boards have already, by 
the guidance and encouragement of the Ministry, started to provide 
schemes for the specialist diagnosis and treatment of rheumatism. 
Twd have already done so, some others have them in preparation. 
There is a real danger that on grounds of economy all schemes other 
than those already approved will be dropped and those boards that 
have no schemes will continue to do nothing. 

“ We hope it is your intention that the rheumatic patients should 
have their fair share of service under the Act, and in the interests of 
national economy and of human suffering we ask that you will 
safeguard their position.” 

Reply from the Minister of Health: 

" I appreciate the representations you have put forward in your 
letter of March 21 on behalf of the Liaison Committee of the 
Empire Rheumatism Council and the British Rheumatic Association 
about the. provision of diagnostic and treatment facilities for rheu- 
matic patients. As no doubt you will be aware, I have made it 
known to regional hospital boards that in seeking economies in the 
administration of the hospital and specialist services they should 
Ijave particularly in mind the safeguarding of the interests of patients ; 
and I have had no indication that the boards contemplate singling 
out for curtailment the services for the treatment of rheumatism, or 
that developments in this field will not continue so far as medical 
and other resources allow.” 


INCOME TAX 

A proposal has been put to the Board of Inland Revenue that, 
as the financial position of many doctors has been adversely 
affected by the National Health Service, practitioners should 
have the opportunity, if they wish, of paying income tax by 
quarterly instalments. The Board has replied that it cannot 
authorize any general arrangement for the collection of tax 
from doctors by quarterly instalments. It suggests that any 
■doctor who. becaust of reduced earnings, is unable to meet 
his tax liability on the due date should explain the position 
to the Collector of Taxes, who wall consider each case bn 
its merits. 


PUBLIC HEALTH COMMITTEE 

The Public Health Committee met on April 22 under the 
chairmanship of Dr. J. Fenton. 

On the present position with regard to negotiations with the 
associations of local authorities no progress could be reported, 
and the policy of the Association with regard to advertisements 
for appointments in the public health field was being applied. 
It was reported that no advertisement in accordance with the 
Association’s recommendations had been received, but that 
twelve had been refused. Ten advertisements had appeared 
in the lay press and had been made the subject of an 

Important Notice ” in the Journal. 

The Chairman of Council reported that representatives of 
the G.M.S. Committee had recently met officials of the Ministry 
of Health, and in the course of their discussions a statement 
was made regarding arbitration ( Supplement , April 23, p. 237). 
The profession had regarded arbitration as an integral pan of 
the Whitley machinery. Dr. Dain suggested that the refusal 
of the associations of local authorities to participate in the 
approved Whitley machinery might be on account of the 
associated method of arbitration, in addition to other reasons. 
The chairman stated : “ I think the Public Health Service to a 
man would never have agreed to Whitley machinery if we had 
known we were not to have arbitration.” The committee agreed 
unanimously to express to Council its concern and dismay at 
the Ministry’s attitude on this whole matter. 

The committee was asked for advice on the position of 
medical officers shortly due to retire who have been requested 
by their local authority to remain in office in view of the 
Association’s policy and the non-acceptance of advertisements 
for public health appointments by the medical press. The 
committee agreed that no exception be taken to any such 
arrangement made before Feb. 28. 1949, the remuneration being 
in accordance with the Modification of the Interim Revision of 
the Askwith Agreement. Where, however, such a request is ' 
made after that date the remuneration must be at the appropri- 
ate step on the scales as recommended by the Association. Any 
other arrangement would be unacceptable. 

A “historical review,” circulated by the County Councils 
Association regarding certain discussions on Whitley machinery 
and the question of negotiating permanent scales of remunera- 
ton for medical officers employed by local authorities, was 
discussed. The chairman called attention to a number of 
inaccuracies, but as these points had already been dealt with 
in correspondence by the Association and the Society of Medi- 
cal Officers of Health the committee derided to take no further 
action. 

Occupational Health Service 

Dr. D. Stewart, chairman of the Planning Subcommittee of 
the Occupational Health Committee, attended by invitation and 
spoke on the subcommittee's report on the establishment of 
a co-ordinated occupational health service. The committee 
expressed general approval of the report, which will be pub- 
lished when it has been approved by the Occupational Health 
Committee and the Council. 

British Medical Guild 

The committee next considered the position of medical officers 
in the Public Health Service in connexion with the British 
Medical Guild. Dr. Dain referred to the method of contribu- 
tion by general practitioners through the N.I.D.T., but stressed 
that other methods would be required for consultants and 
specialists and public health medical officers. The committee 
discussed the problem, together with the suggestions before 
them regarding the local committees. It was agreed to discuss 
the matter further with the Society - of Medical Officers of 
Health before making final recommendations. 

Other business included the reception of several reports of 
outside bodies and the information that an amendment of 
the Local Government (Compensation) Regulations, 1948. now 
enabled a period of war or national service to count in the - 
appropriate period necessary to qualify for compensation on 
loss of employment or diminution of emoluments. 
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The Country Money 

Abuse of the Health Service by some patients seems to be 
worrying the Treasury. It annoys doctors too, for it tends to 
break up the relationship of trust that all agree should exist 
between doctor and patient. A doctor tells us that the wife of 
a diabetic patient on his list asked a few weeks ago for a pre- 
scription to replace a broken Record syringe for her husband. 
She produced the broken syringe and the doctor gave his 
prescription. A week later she returned with another broken 
syringe and asked for another prescription. 1 he doctor pointed 
out that he had supplied one only a week before, but neverthe- 
less gave it. When the same thing happened a week later he 
declined to give yet another prescription. A few days later he 
received the following letter from the patient: "Dear Doctor. 
In future please note if I send over to you for anything which 
l am entitled to I do not want you to tell my wife that I should 
buy a syringe, when 1 want to buy anything 1 dnnt want your 
advise or your complaints as 1 pay 9s. 8d. per week for your 
services and everything that goes with it, and I intend to have 
every ounce of flesh this is the second time you grumbled at 
my wife and please dont try and save the country money hoping 
vou will keep this in mind.” 

Trend 

A doctor sent us the following letter he has received from a 
patient “ to show,” as he says, ” the trend of general practice ” : 
“ Gauze (large roll), powder for my foot, lint, tablets for 
reducing, have you anything to take a quicker effect than the 
tablets I am now taking. 1 have a skin rash of small pimples 
mostly on the fingers round the nails, they itch very much also 
on my face, please could I have something for it, also a note 
for glasses, my old ones are broken, one of the lens have come 
out, I need them urgently. Thanking you. Please could my 
daughter have a large bottle of Bland’s Pills." 

Health Service Tax 

We have recently heard suggested another scheme for saving 
money spent on the Health Service and commend it also to the 
Chancellor of the Exchequer, whose hints in the Budget speech 
about a special tax are unlikely to deter any Englishman from 
altering his accustomed ways until disaster, in this case financial, 
is upon him. The patient would be taxed fid, when he visited 
the doctor, or the doctor visited him, by making him buy a 6d. 
postage stamp from the doctor. Doctors would buy sheets of 
them from the post office and stick one on their patients’ cards 
on each occasion. There are some drawbacks: the scheme 
would make more work for already harassed doctors, and the 
patients might forget to bring their cards. Again, the Govern- 
ment might think it rather unsocialistic — but many Labour 
members thought that of Sir Stafford’s Budget. 

Brass Plates 

The brass plate, although there is a certain flourish about it. 
is not always the most legible means of conveying information. 
In a doctors’ quarter in a provincial town the other day we had 
occasion to look at a number of brass plates, and on some of 
them the name could only with difficulty be made out, and the 
surgery hours were quite indecipherable. Small wooden panels 
such as have come into vogue in Harley Street, and on which 
the name can be painted and repainted, although they may 

ave a certain temporary look, can at least be read, as a good 
many names “ writ in brass " cannot. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Bo-ough Councils.— Fulham, Hackney, Poplar 

Non-County Borough Councils.— Dartford, Wallsend. 

Urban District Councils.— 'Denton, Droylsden, Houghton-le- 
Pnng, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 


Medicines for Private Patients 

(}. — hi " Medical Notes in Parliament *’ (Journal, Nov. 20. 
1948. p. 921) Mr. Bryan, in reply to a question on the above 
subject by Sir H'avcll Wakefield on Nov. 1 ], is reported to 
have stated that “ he would not (cel justified in supplying [l/-- 
privatc patients] medicines or appliances ordered by doctor 
who were not taking part in the Service. . . May it ti 
understood from this that doctors who arc taking part in tht 
Service may order medicines and appliances on Form E.C.W 
for such private patients as may remain to them ? 

If the answer to the above is in the negative, what is the 
position with regard to the supply of medicines and appliances 
by a doctor ( who is taking part in the Service ) to a patient who 
wishes to be Ids private patient and has previously registered 
on the Jut o} another practitioner? 

A. — The reply given by the Minister to Sir Wave!! Wakefield 
on Nov. 11, 1948, is one of many which have been given on 
the subject of medicines for private patients. In other replies 
the Minister has nude it clear that he is not prepared to admit 
the right of private patients to receive drugs, medicines, and 
appliances under the public Service, irrespective of whether or 
not the practitioner concerned is taking part in the public 
Service. Under the present regulations a practitioner cannot 
issue a prescription on E.C.10 to a patient who is consulting 
him privately, even though that patient may be registered with 
another practitioner. 

Call from Police 

Q —Is it in order for the police to question a doctor on 
whether he is going to attend a patient on his list ? I recently 
received a telephone call to visit a patient — no statement 
whether it was urgent or not. J replied that cases requiring 
visiting should be sent before JO a.m. An hour later the police 
rang up to say they understood / had had a call to visit the case 
and was l going to attend? Thinking it was urgent I went at 
great inconvenience, to find the man had been in bed for jour 
days with influenza. His chief anxiety was that he wanted c 
note to say he was unable to attend before the Regional Medical 
Officer the next day. 

A. — No statutory duty is vested with the police to question 
a doctor on whether he is going to attend a National Health 
Service patient. In this case it is presumed the patient got on 
to the police and asked them to find out whether the doctor 
intended to visit him, and the police, not knowing whether the 
case was urgent or not, thought it right to get in touch with 
the doctor. The onus of deciding when a patient is visited must 
rest with the doctor, and the patient has his remedy if he con- 
siders his request to the doctor has not been reasonably dealt 
with. 

EamiDgs and Superannuation 

Q. — / am employed by a regional board, as a part-time 
consultant. My work includes hospital sessions and domiciliary 
consultations as a surgeon. Does the amount I earn front 
domiciliary’ consultations count for pension in the same way 
as the salary for hospital sessions? f 

A. — Yes. Superannuation deductions and benefits are related 
to remuneration, and the ■ Superannuation Regulations denne 
the term “remuneration” to include all salary, wages, tees. 
and other payments paid or made to an officer as such for fits 
own use, and also the money value of any apartments, rations, 
or other allowances in kind appertaining to his employment 
It does not include payments for overtime or any allowanc 
paid to him to cover the cost of providing office or laboraloT) 
accommodation or clerical or other assistance, or any travel!! . 
or subsistence allowance or other moneys to be spent, or 
cover expenses incurred by him, for the purposes of 
employment. 


Correction. — Under the heading ** Salary for Trainee Assisian 
in the Supplement of April 23 (p. 239) the figure £ 7.50 should n 
been £700 as the maximum sum payable to a trainee assistant to P 
vide for salary and boarding expenses. The figures tabulated ® 
examplejare correct. 
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Loading by Age 

Sir, — I n the Journal of April 16 (p. 685). under “ Medical 
% <es in Parliament,” Mr. Bevan is reported as saying that 
here were doctors with lists of 4,000 who had fewer patients 
attend than had some doctors with a list of only 3,000. In 
rts of the country where the average age of the population 
is high, a higher percentage of people would need to see 
; doctor.” 

This is clearly a statement of fact, but it is not easy to 
less the amount of extra work involved by having older 
tients, and this would only be possible by means of a com- 
cated analysis of work done for patients at all age levels, 
le issue which arises is whether doctors should be paid more 
r caput if their practices contain high proportions of old 
ople, and this could be done in two ways -. (a) by increasing 
: number on the list by multiplying by the average age, or 
giving the district concerned a larger local pool in propor- 
n.to the average age of the local population ; (6) by giving 
extra capitation fee for patients over a certain age, say 
years. Both of these methods involve complications and 
Ira administrative work and therefore must be justified as 
cessary. 

Offsetting them is the theory that the older age groups con- 
egate only in the more desirable areas, and that the doctors 
io practise in these areas should not expect to be as well paid 
their colleagues who practise in other less desirable places. 
Jw can this factor be evaluated ? I suppose that the answer 
to allow doctors to distribute themselves as freely as possible. 
>ich has been B.M.A. policy, but 1 am surprised that the 
itter of loaded capitation fees for older patients has been 
little discussed. — I am, etc., 

'itxnlon, Demo. J. F. BURDON. 

Medical Service Committees 
Sir, — W e read under the heading “ Medico-Legal” ( Journal . 
wit 9, p. 63S) that a medical service committee has investi- 
ted a complaint of negligence. We read that “ the committee 
und as follows. ..." Finally we learn that representations 
s to be made to the Minister to withhold £10 from a certain 
petitioner's remuneration. In plain English, he is to be fined 
: sum of £10. 

Certain thoughts arise from this affair, which is not the first 
its kind. It is odd to find a committee, or for that matter 
Minister of the Crown, assuming the robes of justice. 1 had 
ways thought that in this country the executive and the 
Jiciary were widely apart in their functions. 

We may expect cases of this kind to multiply in the future, 
rhaps with consequences that will be diverting and instruc- 
e. Suppose that a complainant also institutes proceedings 
common law. What will the position be if the court finds 
negligence proved after a “ committee ” has recommended, 
d the Minister has imposed, a fine for negligence ? 

Some of your readers with legal qualifications may have 
metbing to teli us if they think it worth while, and will 
rhaps correct me where I am wrong. — I am, etc., 
lutbr. W. J. Bold. 

" ’Whitley Machinery 

Sir, — At the Special Representative Meeting on Wednesday, 
arch 30, when opposing the formation of a Medical Guild, 
minted out that the policy of the British Medical Association 
is in favour o! Whitley Council machinery involving nego- 
tions between employers and employees, and. in the event 
dispute, recourse to independent arbitration. 

In his reply the Chairman of Council stated ( Supplement . 
nil 9, p. 223) : “If it were true that the Whitley Council 
vered all possibility of disagreement with the Government 
ere would be no need for this new body. But the Whitley 
mncil would cover only certain aspects of their contract and 
:re would be a field outside Whitley Council procedure which 
ist be covered by themselves." 

This reply is quite beyond my comprehension, as I have 
vays been led to believe that the function of the Whitley 


Council would be all-embtacing. Adherence to the Whitley 
Council machinery being the accepted policy of the Associa- 
tion, I feel it is essential that the position be clarified at once. 
What are the items of service or salary conditions with which 
that Council will not be competent to deal ? It is known, of 
course, that the proper interpretation of the Spens Committee 
findings is being argued at present ; but. once Whitley 
machinery’ were in existence, what matters, as I say, would not 
come under their purview ? 

Our greatest asset as a democratic organization is our moral 
strength, and recourse to independent arbitration would inevit- 
ably ensure our just demands being met If the proposed 
machinery cannot meantime deal fully with the position, th er> 
surely our efforts should rather be directed towards any 
alteration necessary to ensure that this defect is remedied.-— 

1 am, etc . 

Wmburth ' . JOHN RlDDELL. 

V The Secretary of the Association writes : It is not 
expected that there will come within the ambit of Whitley 
machinery every' question which arises between the Ministry 
of Health and the profession. For example, the terms of 
service of the general practitioner go into considerable detail 
about certification, prescribing, forms of records, and alloca- 
tion of patient. It is probable that discussions on such matters- 
as these will take place directly between the Ministry and the 
profession's representatives. On the oiher hand it has been 
clearly understood that major issues of remuneration do fall 
within the ambit of Whitley machinery. It was with this in 
mind that the Chairman of Council made his statement. The 
whole picture is now -changed by the Ministry’s change of 
attitude on the subject of arbitration in association with 
Whitley machinery, a point which has been fully dealt with in- 
recent issues of the Journal. 

Breach of Faith 

Sir, — I wish to congratulate you on your leading article in 
the Journal of April 30 (p. ”62). Some of us, who have never 
ceased from warning the profession, never expected any other 
result from the Ministry. However, I do not agree with your 
contention of the value of the British Medical Guild, and 1 
have no intention of supporting it as it stands. Many changes 
are needed badly, and 1 do not support men who do not know 
their own minds from one Saturday to the following Wednes- 
day, nor understand the meaning of ihe word freedom. Surely 
the time is fast approaching when the dictatorial methods of 
the Minister must cease, or the profession will put an end to 
his Health Service. — I am. etc.. 

tondan. NW.3 H. V. DEAKIN 

Position of Registrars 

Sir.—! heartily endorse all that Mr. 1. Langdale Gregory 
states with regard to the position of registrars ( Supplement . 
April 9. p. 227), and entirely agree that the B.MA. should do 
something for the registrar class. So much notice is beinc 
t3ken of the complaints of the G.P.s and consultants. It u 
disappointing to read that negotiations concerning the appoint- 
ments and remuneration under the N.H.S. Act for registrar^ 
are few and far between. 

I beg to disagree with Mr. Langdale Gregory that war 
service in the armed Services should count towards seniority 
in any new appointment. 1 am sure there w«e many men who 
were graded out of the Services on medical grounds. Many 
of them immediately joined the E.M.S. and served their country 
in that way. I feel that it would therefore be unfair if a 
new appointment was denied to a man who had not been 
admitted to the Sendees simply on medical grounds. No 
“ grant ’’ was given to those who served in the E.M.S.. which 
would have helped towards paying the expenses of gaining 
a higher degree. 

It has been stated that registrars are to be divided into three 
grades. We do not know, however, whether a registrar is to 
be graded according to the number of years he has held 
registrar posts or according-to the post he holds at the time ’ 
of grading. The former is much the fairer method, and I fee! 
that the B.M-A. should urge that point. If a registrar is to be 
graded according to the post he holds, then that man may 
never have held a registrar post before and yet find he is 
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Rules for patients 
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Senior Hospital Officers 
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Under these circumstances it would be only fair if in order 

to avoid a widespread sense of frustration, the appropriate 
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Night Sen ice for Doctors 

Sir. Having practised medicine continuously for fifty yean 
and intermittently for the last ten years, 1 advise young doctors 
to try to combine and secure a night service of doctors for 
patients, and to take thc strain off their nervous system. At 
the age of 82 all my confreres seem to be dead — as far as 1 
know. In towns of a small population one doctor could do 
night duty for one week and so have a rotation, but in a 
the best plan would bc special doctors to be appointed 
night work. 

I have advocated all midwifery to be handed over 
specialists in thc interest of the, patient as well as of 
doctor. Thus a medical man would not be continuouslv 
the chain and would get some relief from the daih ; 
exhausting grind of day and night work : and I believe tl 
expectation of life would rise at least ten years.— 1 am, etc. 

J. T. Maclachlan 
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Sickness Benefit 
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incapacitated just after and had ^ P. atle pt who became 
is receiving and will continue tn 6 contributions to his credit 
rate, for one year (3°2 Tv S ) K* but ata red uced 
be must make 13 contributLs ih” e Can t , afford a relapse 
benefit for a further period of 312 dJys. be enUtled to 

monary tubercMosbTn June falling sick with pul- 
152 ,o y ,55 

selves to be incamrJtot^ ♦ appears that if they allow them- 

for 312 days oniy vvherfas if 0 ^ 6 rCCeive benefit 

i>, whereas if they postpone it until they have 


Special Tax 

Sir. Sir Stafford Cripps in his Budget speech mention 
the possibility’ of having to introduce a special tax or char 
io help pay for the cost of the National Health Service. \ 
George Schwartz has elaborated this theme in an extreme 
enlightening article in the Sunday Times of April 24. 1 

suggests that a charge of 10% of the cost of treatment shoe 
be made to the patient, and argues that this would cut dov 
the demands on the Health Service besides helping to pay fori 

Collection of fees by hospitals, institutions, and chemis 
would bc simple, but payment for general-practitioner servio 
would be more difficult unless a flat rate of, say. Is. per Iter 
of service was introduced— payable at the time to the doctor. 

There is no doubt that the Service is being somewhat abuse 
by’ the public and that the cost to the country’ is likely I 
increase in the future. Under these circumstances the prosper! 
of an increase in remuneration for the medical profession mi 
become more and more remote. 

1 suggest that the British Medical Association should vert 
seriously consider this principle of contributory’ payments H 
the patient for use of the Health Service, and urge its intro- 
duction in due course. — I am, etc., 

F. G. Wood-Smith 


London. S W.I 


Assisfantshlps 

Sir, May I again express some of my views regards? 
assisfantshlps and partnerships ? I agree heartily with “ Anotfri 
Assistant ” and “ X. Y. Z.” ( Supplement , April 23, p. 250) W 1 ® 1 
regard to hospital experience I consider this to be an invaluatU 


apprenticeship to any branch of medicine and surgery and 
especially to GL work. The last sentence in “ X. V. Z.'s 
contribution is in my opinion absolutely correct. 

My own experience as an assistant is that, if adequate pro - 
vision is not made for G.P.s, “ partners,” and “ assistants" 
\ t0D ’ aIre ady well advanced in the process of “unlearnin?" 
(very aptly put by " X. Y. Z”) because I have no time or leisure 
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i which to study, keep up to date, or even re-leam, shall soon 
; s “ reduced to the ranks ” of those whose panacea for most ills 
ppears to be a certificate and a bottle' of medicine. Is this 
hat the N.H.S. wants ? Incidentally I am not encouraged to 
ttend confinements or do vaccinations or immunizations, and 
: I am rash enough to undertake the latter I am asked to 
etum the cards to my “ boss " for signature. The answer to 
ais is surely obvious. 

May I again make a few suggestions for serious consideration 
y the B.M.A. ? 

(1) Proside adequate capitation fee and no sliding scale. 

(2) Restrict doctors’ lists to 3,000 or under. 

(3) Let doctors with lists in excess of this be advised, later 
irected if necessary, to take on another doctor (not assistant), but 

(4) In the name of ail justice and fairness (not to mention common 
ease) let executive councils pay the new doctor for the number 
f patients he is brought in to take over. 

(5) If a sliding scale of capitation fee is to be used the new 
octor, even with a list of 1,000, should benefit from the increased 
apitation fee for the first 1,000. I am sure no doctor with a sense 
f fairness would object to this. 

(6) Regarding the free choice of doctor one hears so much about, 
his is liable to cut both ways. A good “ new doctor ” with an 
tterest in his work would soon have more patients than he could 
andle. But patients who wish to transfer to him should put his 
ame on their cards, and executive councils should pay him for 
rese patients who transfer. This would encourage all doctors to give 
I their best. Why make it all one-sided and study the old G.V.s 
inly ? 

Give the younger men, married and single, and in particular 
he ex-Servicemen with wives and children who are here to get 
: start and do a good job of work, encouragement and a fight- 
ng chance. Surely it is the object of the N.H.S. to provide a 
;ood service. Let it then provide for the men and women 
rilling to give that service and make it a success. — 1 am, etc.. 

Assistant. 


Trainee Specialists Association 

Sir. — A Trainee Specialists Association in the North-West 
detropolitan Region has been formed. The objects of the 
ssociation are to further the professional interests and vvell- 
leing of the trainee specialists. Will al! hospitals which have 
tot been notified to date accept the apologies of the Working 
Committee ? 

The next meeting will be held at Charing Cross Hospital on 
rionday. May 9, at 5 p.m. in the board-room, and it is hoped 
hat all hospitals in the Region will send representatives. — 

am, etc., 

A. B. Backus, 

25. Hospital Bridge Road, Chairman. Working Party. 

Twickenham, Middlesex. 


POINTS FROM LETTERS 

?ay or Go Without 

Dr. R. E. M. Coke Harvey writes: Mr. X, who required merely 
i new frame for spectacles which suit him perfectly, called at an 
jptician’s shop. There he was informed that under the NJI.S. be 
:outd not have a new frame without making an appointment with the 
aptirian to test his eyes (unless he demanded to see a specialist); 
hat such an appointment could not be made before April ; that the 
specialist’s prescription for the spectacles X does not need to change 
eounted for nothing as against the optician’s test. When X protested 
that the lenses were sound and all he needed was to have a fresh 
frame, the optician'told him, “ It is up to you to pay for them if 
you want them quickly.” Ibis, Sir, looks to me like the beginning 
of a racket which, unless nipped in the bud, will be able to trade 
on the urgency of the need of the myopic. I do not like the implied 
threat of " Pay or go without ” ; I do not see why an optician should 
ae able to question a specialist’s prescription, and indeed 
eprescribc. . . . 

Foreign Visitors 

Dr. G. R. Faber (Maidstone, Kent) writes: It is reasonably 
obvious that public opinion is against free medical provision for 
foreign visitors, and I believe that if the profession would mutually 
decline to accept such persons as Health Service patients the general 
public would acclaim us, and the Government would alter their 
present attitude to this problem. 


BALA. LIBRARY 

The following books have been added to ihe Library; 

Adrian, E. D.: Physical Background of Perception. 1947. 
Advances in Military Medicine. Two volumes. 1948. 

Appleton, A. B., Hamilton, W. J., and Tchaperoff, 1. C. C. : Surface 
and Radiological Anatomy. Third edition by A. B. Appleton et al. 

1948. 

Bailey's Textbook of Histology. Twelfth edition revised by P. E_ 
Smith and W. M. Copenhaver. 1948. 

Bancroft, F. W., and Wade, P. A. (Editors): Surgical Treatment of 
the Abdomen. 1941. 

Barton, B.: And Now to Live Again. 1948. 

Berson, M. I.: Atlas of Plastic Surgery. 1948. 

Bigzart, J. H.: Pathology of the Nervous System. Second edition. 

1949. 

Blackie, W. K.: Malaria: with special reference to the African 
forms. 1947. 

Buchanan, A. R. : Functional Neuro-anatomy. 1948. 

Cameron, H. C. : Joseph Lister: the friend of man. 1948. 

Clarke, H. T., et al.-. A Symposium on the Use of Isotopes in 
Biology and Medicine. 1948. 

Corlette, C. E. : A Surgeon’s Guide to Local Anaesthesia. 1948. 
Corner, G. W. (Editor): The Autobiography of Benjamin Rush. 

1948. 

Cowan, A.: Refraction of the Eye. Third edition. 1948. 

Craig, C. F. : Laboratory Diagnosis of Protozoan Diseases. Second 
edition. 1948. 

Crew, F. A. E. : Measurements of the Public Health : essays on social 
medicine. 1948. 

Cunningham's Manual ol Practical Anatomy. Eleventh edition 
revised and edited by J. C. Brash. Volume 1. 1948. 

East, T. : Cardiovascular Disease in General Practice. Third edition. 

1949. 

Eecl, P. F.: Technique of Treatment for the Cerebral Palsy Child. 
1948. 

EggstoD, A. A„ and Wolff, D. : Histopathology of the Ear, Nose, and 
Throat. 1947. 

Flack, 1. H.: Lawson Tail. 1845-1899. 1949. 
franklin, K. J. : Cardiovascular Studies. 1948. 

Gigtioli, G. : Malaria, Filariasis, and Yellow Fever in British Guiana. 

1948. 

Gilroy, A. B. : Malaria Control by Coastal Swamp Drainage in West 
Africa. 1948. 

Guttmacher, A. F. : The Story of Human Birth. 1949. 

Hale- White, W. : Materia Medica. Pharmacy. Pharmacology, and 
Therapeutics. Twenty-eighth edition revised by A. H. Douthvvaite. 

1949. 

Heaton, T. G. : Artificial Pneumothorax in Pulmonary Tuberculosis. 

Second edition. 1947. 

Herbut, P. A.: Surgical Pathology. 1948. 

Hess, W. R. : Die funktionelle Organisation des vegetaliven Nerven- 
systems. 1948. 

Hevesy. G. : Radioactive Indicators. 1948. 

Housden, L. G.: Handbook of Parentcraft. 1948. 

Huffman, E. K.: Manual for Medical Records Librarians. Second 
edition. 1948. 

Ilgenfritz, H. C. : Preoperative and Postoperative Care of Surgical 
Patient. 1948. 

Isaacs, S. : Childhood and After. 1948. 

Israels, M. C. G. : An Atlas of Bone-marrow Pathology. 1948. 
Jones, E. : Papers on Psycho-analysis. Fifth edition. 1948. 

Joslin, E. P. : Diabetic Manual for the Doctor and Patient. Eighth 
edition. 1948. 

Kayne, Pagel, and O’Shaughnessy’s Pulmonary Tuberculosis. Second 
edition revised and partly rewritten by Walter Pagel et al. 1948. 
Kendall, J. I.: Microscopic Anatomy of Vertebrates. Third edition. 
1947. 

Kraines, S. H.: Therapy of the Neuroses and Psychoses. Third 
edition. 1948. 

Lawrence, R. D. : The Diabetic A B C : a practical book for patients 
and nurses. Tenth edition. 1948. 

Libman, E_ and Friedberg, C. K.: Subacute Bacterial Endocarditis. 
Second edition. 1948. 

Lillie, R. D. : Histopathologic Technic. 1948. 

Lnisada, A. A.: Heart: a physiologic and clinical study of cardio- 
vascular diseases. 194S. 

Martindale. H. : Some Victorian Portraits and Others. 194S, 

Means, J. H.: The Thyroid and its Diseases. Second edition. 1948. 
Mekie, E. C., and Mackenzie, I,: Handbook of Surgery. Second 
edition. 1949. 

Moss, J . : Health and Welfare Services Handbook. 194S. 

Padgett, E. C., and Stephenson, K. L.: Plastic and Reconstructive 
Surgery. 1948. 

Recent Progress in Hormone Research. Volume 3. 194S. 

Soffer, L. J. : Diseases of the Adrenals. Second edition. 194S. 

Sold, A.: Technik der Kinderarztlicben Differentialdiagnostik. 194S. 
Southgate, B. A.: Treatment and Disposal of Industrial Waste 
Waters. 1948. 

Swire. M. E, : Handbook for the Assistant Nurse. 1949. 

Whillis, J.: Elementary Anatomy and Physiologv. Third edition. 
1949. 

Wolberg. L. R. : Medical Hypnosis. Two volumes. 194S. 

Wolf, G. D.: Ear, Nose, and Throat: symptoms, diagnosis, 
treatment 1947. 

Zeta: The Diagnosis of t be Acute -Abdomen in Rhyme. Second 
edition. 1949. 
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Association Notices 


COUNCIL OF THE B.M.A. 

Election of 22 Members by Grouped Branches in the British 
Isles, of 2 Public Health Service Members, nnd of 
1 Woman Member 

The following have been elected for the session 1949-50: 
North of England Branch : Weldon P. T. Watts, Newcastle- 


East Yorkshire and Yorkshire 
Branches : 

Isle of Man, and Lancashire nnd 
Cheshire Branches: 

Derbyshire, Leicestershire nnd 
Rutland, Lincolnshire, and 
Nottinghamshire Branches : 

North Wales, and Shropshire nnd 
Mid-Wales Branches: 

South Wales and Monmouthshire 
Branch : 

Bath, Bristol, and Somerset, 
Gloucestershire, and Worcester- 
shire and Herefordshire 
Branches : 

Southern and Surrey Branches: 

Kent and Sussex Branches: 

Aberdeen, Dundee, Northern 

Counties of Scotland, and Perth 
Branches : 

Edinburgh and Fife Branches: 

Glasgow and West of Scotland 
Branch (Glasgow Division): 

Border Counties, Glasgow and 
West of Scotland (Five County 
Divisions), and Stirling 
Branches : 


upon-Tync. 

Ian G. Innes, Hull, 

Percy Malpas, Liverpool 
D. R. Owen, Chester. 

J. Cottrell, Grimsby. 


D. B. Evans, Coedpoeth. 

J. W. Tudor Thomas, Cardiff. 
H M Golding, Bristol 


N. E. Watcrfield, Little Book- 
ham. 

R. P. Liston, Tunbridge Wells. 
Mary Esslcmont, Aberdeen. 


J. G. M, Hamilton, Edinburgh 
W. M. Knox, Glasgow. 

W. Jape, High Blnntyre. 


The following candidates have been nominated: 


Bedfordshire, Cambridge and 
Huntingdon, Essex, Hertford- 
shire, Norfolk, Northampton- 
shire, and Suffolk Branches: 
Metropolitan Counties Branch : 


Dorset and West Hants, South 
Western, and Wiltshire 
Branches : 


A. Stnvclcy Gough, Watford 
J. C. Pearce, Diss. 


R. Kelson Ford, SAV.10 
J. A. Gorsky, S.W.I. 

F. Gray, W.C.l. 

R. Hale-White, N.W.l 
Lord Hordcr, W.l. 

J. F. Murphy, S.W 8 
Eric Steeler, W.l, 

G. dc Swiet, W.10. 

J A. Pridham, Weymouth 

S. Noy Scott, Plympton. 


Voting papers will be issued to the members of these Groups 
on May 14, 1949. 

No nominations have been received for Group F (Berks, 
'Bucks, and Oxford, Birmingham, and Staffordshire) ; Group R 
(Northern Ireland). 

Public Health Service 

The following have been elected : C. Metcalfe Brown 
(Manchester); R. H. H. Jolly (Wolverhampton). __ 


Woman Member 

Janet Aitken (London), being the only candidate nominated 
for election by women members, is elected as a member of 
•Council, 1949-50. 

Charles Hill, 

Secretary. 


‘1 Mon 

10 Tues 

U Wed. 
24 Tues. 
24 Tues. 
27 Fri, 

3 1 Tues 


Diary of Central Meetings 
May 

Joint Committee of B.M.A. and National Veterinary 
Medical Association, 2 p.m. 

Conference of Honorary Secretaries of Divisions and 
Branches, 11,30 a.m. 

Council, 10 a.m. 

Scholarships and Grants Subcommittee, 11 a.m. 
British Pharmacopoeia Subcommitiee, 2 p.m. 
Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 

International Relations Committee, 2 p.m. 


Bmnch nnd Division Meetings to be Held 

Bournemouth Division.— At Boscombc Hospital, Thursday 
May 12, 8.15 p.m., annual Division meeting. Agenda: (1) Report 
of Representatives to Special Representative Meeting of March 20 
and 30. (2) Instructions of Representatives to Annual Representative 
Meeting. 

Camberwell Division.— At Dulwich Hospital, Friday, May 13, 

8.30 p.m.. annual general meeting. Dr. Charles Grossc: “Black 
Medicine.' 1 

East Somerset Division.— A t Small Hall, Wells, Sunday, May 8, 

3 p.m., general meeting. 

Hastings Division. — At Royal East Sussex Hospital, Wednesday 
May 11, 8.30 p.m., annual meeting. 

Hendon Division.— At Hendon Hall Hotel, Friday, May 13, 8,3ft 
p.m., annual general meeting. 

Leeds Division. — At Medical School, Wednesday, May 1! 8 p.m, 
annual general meeting. 

Metropolitan Counties Branch.— At B.M.A. House. Tavistock 
Square, London, W.C., Thursday, May 26, 8 p.m. for 8.30 p.m . 
Charities Ball. Tickets, including a buffet supper, 2 guineas each, 
obtainable on application to the Secretary, the Charities Bali Com- 
mittee, Metropolitan Counties Branch, B.MA. House. i. 

Northern Ireland Branch. — At New Nurses’ Home. Royal 
Victoria Hospital, Grosvenor Road, Belfast, Wednesday, May 11, 

10.30 a.m., annual meeting. 1.30 p.m., at Grand Central Hotel, Royal 
Avenue, Belfast, luncheon. 

Tunbridge Wells Division. — At Kent and Sussex Hospital, 
Wednesday, May 11, 8.15 p.m. Dr. P. M. F. Bishop: “Hormone. 
Therapy." 


H.M. Forces Appointments 


ROYAL NAVY 

Roval Naval Volunteer Reserve 

Surgeon Commander H. P. Widdup, V.R.D., has been placed on 
the Retired List. 

Surgeon Lieutenant-Commander D. M. Sheppard, D.S.C., ras 
terminated his commission on transfer to the R.C.N.(R-). 

Surgeon Lieutenant-Commander N. M. Hancox has been removed 
from the Active List. . , 

Temporary Surgeon Lieutenant-Commander D. Ross has terminated 
his temporary - commission. . 

Surgeon Lieutenants W. S. Johnston, J. C. Jones, nnd E. O. Davie< 
D S,C., to be Surgeon Licutcnnnt-Commanders 

ROYAL AIR FORCE 
E. W R. Fairley to be Squadron Leader. 

Dental Branch 

D. C. P. Battersea to be Squadron Leader. 

Royal Auxiliary Air Force 

Wing Commander J. P. Huins, O.B.E., A.F.C.. has relinquished tin 
commission on appointment to the reconstituted RA.F.V.R., retaining 
his rank. „ 

Royal Air Force Volunteer Rbserve 
Squadron Leader (Honorary) H. L. Walker has relinquished n 
commission on cessation of duty. j n p 

Squadron Leaders G. B. Grayling, O.B.E., M. L. Maley, a ™G. 
Arden havo relinquished their commissions on nppomtment io ms 
reconstituted R.A.F.V.R., retaining the rank of Vtag CommmacL 
Squadron Leaders R. G. H. Cunningham and K. A- Boughton 
Thomas have relinquished their commissions on appointment w 
reconstituted R.A.A.F., retaining their rank. on 

Flight Lieutenant T. J. Evans has relinquished hiS commission on 
account of medical unfitness for Air Force service, retaining 
rank of Squadron Leader. . _ „ , , « n 

Flight Lieutenants G. A. Mandow, F. W. Ford, and S C. Fmi 
have relinquished their commissions on appointment to the rec 
stituted R.A.F.V.R., retaining the rank of Squadron Leader. 

Flight Lieutenants J. D. Nelson and R. J. Gampell have resign 
their commissions, retaining the rank of Squadron Leader. 

Flight Lieutenant J. B. Good to be Squadron Leader. 


COLONIAL MEDICAL SERVICE 


\ C. dc C 
> . P. Fol 
q Robertson 
\ :tn. M.n. 
Medi«> 


The following appointments have 
Kerr, M.R.C.S., Medical Officer, 

L.R.C.S., Assistant Medical Officer, i ! 

F.R.C.S, Medical Officer, Grade . 

Medical Officer, North Borneo; H. "'Ym8 

Officer, Grade “A" Surgeon, Trinidad; P. B, Adamson, 
Pathologist, Nigeria; T. F. Anderson, M.D., D.J-M.&H., ®eP. 
Director of Medical Services. Kenya ; D. A. Baird, M.B., 6e:i 
Medical Officer, British Somaliland; A. J. Board, M.B., *jJL n 
T. Evans, M.R.C.S., D.P.H., Senior Medical Officers, Northem 
Rhodesia ; K. Edmundson, M.B., Assistant Director of 
Services. Tanganyika; II. S. Rassim, M.R.C.S., D.M.R.E., Radidl 
gist, Hong Kong; J. I. Rerrie, M.R.C.S., D.P.H., Tuberculous 
Officer, Jamaica. 
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EXTRATHORACIC PAIN IN CARDIOVASCULAR DISEASE* 

BY 

J. L. LOVIBOND. M.D., F.R.C.P. 

Assistant Physician, Westminster Hospital; Assistant Cardiologist, London Chest Hospital 


The pain which a crippled heart can inflict is one of the 
more frightening experiences of clinical medicine. To most 
of us its essential distribution and typical radiations have 
an accepted and well-recognized pattern. But occasionally 
cardiac pain is encountered whose qualities are different, 
or a pain from other causes in a disordered cardiovascular 
system occurs, for instance, in the head, in the limbs, or 
in the abdomen, and presents a less familiar problem of 
diagnosis. 

The purpose of this paper is to present some conditions 
where extrathoracic pain is the dominant symptom of struc- 
tural or functional cardiovascular disease and to explore its 
clinical significance. In reviewing a large subject the exclu- 
sion of chest pain will serve to emphasize other clearly 
defined syndromes of pain, some of which are perhaps not 
so widely recognized. 

Pain is a prevalent symptom which is notoriously diffi- 
cult to assess, being entirely subjective and dependent on 
the acuity of the individual’s sensory perception and also 
on his ability to describe it in words. An attack of coronary 
thrombosis in a labourer may cause less constitutional dis- 
turbance than a chilblain in a typist. To judge the relative 
gravity of a pain it is therefore desirable, whenever pos- 
sible, to witness its occurrence or at least, by interrogation, 
to record accurately the patient’s personal statements ; the 
description may be graphic and, as we shall see, sometimes 
distinctive. On the other hand, a painful episode becomes 
exaggerated in the telling of it, and this is proportional to 
the number of times the subject has been interrogated ; due 
allowance must therefore be given to possible distortion of 
svmptoms. 

\ ' 

Headache 


Headache more often than not is a symptom which 
recurs without signs. We can, however, distinguish several 
varieties which are peculiar to specific circulatory disorders, 
■ though it is not easy to find a single common cause. How- 
ever, largely as the result of Pickering’s (1933) studies on 
histamine headache, we recognize that pain perception 
arises in the tissues of the dura round the meningeal 
arteries, where the sensitive trigeminal nerve-endings are 
affected by stretching or traction. Pressure changes within 
the minute vessels of the brain are probably of importance 
in the pathogenesis of hypertensive headache. 

The interpretation of headache calls for a very careful 
'■ interrogation and clinical understanding of the patient : we 
must not forget that he or she may have two kinds of 
headache — the one perhaps of little consequence, while 
the other may be' the symptom of a fatal illness. 


•From a postgraduate lecture delivered on Jan. 28. 


Temporal arteritis is a malady of older age, and appears 
to be commoner in countrymen and countrywomen. Its 
special feature is a constant, dull, and throbbing pain in 
one or both temples, at times sharp, stabbing, and severe, 
aggravated by cold winds and by movements of the head. 
The headache tends to wax and wane, often enough pre- 
venting sleep, and persists for several months before 
gradually dying away. But it is also accompanied by a 
vague sense of malaise, weakness and fatigue, bodily aches, 
loss of weight, and low fever. Indeed, the patients seem ill 
out of all proportion to their physical signs, and may at the 
height of the disease become very ill indeed. The blood 
pressure is normal and there is no significant arteriosclerosis, 
but blindness may follow, due presumably to retinal 
ischaemia from involvement of the vessels behind the globe 
(Harrison, 1948). The temporal arteries are conspicuously 
thickened, nodular, and very tender. The overlying skin 
may be reddened and oedematous. Pulsation in them is 
diminished or absent. Histologically we find an inflamma- 
tory reaction in the adventitial coat, invading the media, 
'vith focal necrosis and granulation tissue in which giant 
cells are numerous. It seems probable that the arterial tree 
throughout the body is similarly affected, and there is a 
good deal of evidence to indicate that we are here consider- 
ing a generalized disease, somewhat resembling polyarteritis 
nodosa, though with a better prognosis possibly because the 
kidneys are spared. Excision of a piece of the temporal 
artery for biopsy is followed by relief of the pain : procaine 
injections along the artery or of the stellate ganglion are 
said to have the same therapeutic effect (Roberts and 
Ashey, 1948). 

The headache of subarachnoid haemorrhage is charac- 
teristic. I recall a patient who collapsed while pumping 
her bicycle. On regaining consciousness she recollected 
stooping over the punctured tyre, but insisted that someone 
had hit her across the back of the head with a steel bar, so 
sudden and arresting had been the onset of her pain. The 
rupture of the internal carotid aneurysm usually occurs on 
physical straining. Sudden agonizing headache is followed 
bv clouding of consciousness, with evidence of meningism, 
a raised intracranial pressure, and blood in the cerebro- 
spinal fluid. Sometimes localizing signs may appear, such 
as pulsating exophthalmos with knife-like retro-orbital 
pain or a third-nerve lesion with contralateral hemiplegia. 

Aortic incompetence is occasionally attended by a trouble- 
some pulsating headache. 

A hairdresser, aged 45, had contracted a chancre at the age 
of 17 and was pronounced cured after three months’ treat- 
ment. ’ When using a hair-massage vibrator on a customer he 
was suddenly overcome by a noisy beating in his chest At 
the age of 42 his blood Wassermann reaction had been found 

4610 
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positive on routine testing as a blood donor, and antisyphilitic 
treatment was begun. In this attack he had no pain or breath- 
lessness, but when examined a loud “ twanging ” diastolic 
murmur could be hcard r all over the chest, front and back, with 
a diastolic thrill present at the aortic area. Blood pressure 
was 220/40 and the pulse regular. Radioscopy showed slight 
general enlargement with increased pulsation, but a normal 
aorta. The blood W.R. was then negative. Six months later 
he developed a continuous occipital headache with violent 
throbbing in his temples. The collapsing nature of the pulse 
in his temporal, carotid, and subclavian arteries was so pro- 
nounced that it could best be described as " detonating." This 
prostrating headache was relieved by sleeping with the head 
propped up by pillows. 

Here the symptoms were evidently related to the unusually 
high pulse pressure resulting from probable partial rupture 
of an aortic valve cusp. 

Headache develops in prolonged anoxia and in poly- 
cythaemia, but in the cyanotic plethora of superior caval 
obstruction it is perhaps uncommon. Intense headache 
may be a symptom of dissection of the aorta involving the 
carotid artery. 

Many patients with hypertension wake every morning 
with an occipital or frontal headache, which varies in 
degree from a dull ache to a savage pounding and then 
gradually wears off as the morning progresses, only to 
recur day after day for many weeks at a time. It seldom 
awakens the patient, unlike the pain of increased intra- 
cranial pressure, and is not affected by straining but only 
by posture. Possibly this particular headache is more fre- 
quent in the unstable case of early or mounting blood pres- 
sure, being a less common finding in long-established benign 
hypertension. On the other hand, it may disappear without 
any fall in pressure ; moreover, some patients with high- 
grade hypertension (Group IV), papilloedema, and a raised 
C.S.F. pressure have no headache. 

A number of remedies have been tried for this distressing 
symptom, but in my experience bed-rest with the head 
propped high on pillows, barbiturate sedation, and aspirin 
are as useful as any of the more active lines of treatment 
and have at least the advantage of simplicity. Venesection 
often relieves the patient for a few days, but lumbar punc- 
ture, intravenous sucrose, dehydration, thiocyanate therapy, 
and even thoraco-lumbar sympathectomy may all prove 
disappointing. 

Fishberg (1948) points out that the relief of headaches, 
which lumbar sympathectomy undoubtedly does achieve, 
may be due to a resultant redistribution of cardiac output, 
with a reduction of the fraction going to the head and arms. 
As evidence for this post-operative redistribution of blood 
flow he cites the clinical finding of cooler hands and warmer 
feet and the phenomenon of postural hypotension. That 
the vascular territory is not in fact denervated is supported 
by the persistence after operation of retinal arterial narrow- 
ing in the absence of headache. One of the clinical circum- 
stances where diminished blood flow to the head is usually 
attended by relief of hypertensive headache is with the 
appearance of congestive failure, when, though the systolic 
blood pressure falls, the diastolic remains high. 

Angina 

The conventional reference of cardiac pain to the throat, 
arms, or lower jaw is familiar: But problems of diagnosis 
arise when a referred p3in occurs alone or with insignificant 
pain in the chest. I have known a patient consult his 
dentist because of severe aching pain in the teeth when 
walking in the cold air This could be relieved by closing 
his mouth and resting for a few seconds, but was in fact 
a true anginal pain. Cardiac pain may arise predominantly 
in the arms. * 


A retired Army colonel of 65, three months after a coronary 
thrombosis from which he had made a good functional 
recovery, was having to get up several times a night with severe 
pain in both wrists, eased more by papaverine than by trinitrin. 
Aching pain in the left forearm and left-sided toothache had 
been a prominent accompaniment of the heavy sternal pain 
which woke him at 3 a.m. in his original attack. Seria 1 
cardiograms in this case were typical of anterior infarctisr 
of the left ventricle. 

A departmental manager, aged 63, complained of bat 
neuralgic pains on exertion, cased at once by rest, which always 
started in his left arm below the elbow and radiated up thi 
arm to the jaw, the suprasternal notch, and right chest. Th< 
pain was also brought on in bed by cold linen sheets. Hi: 
cardiogram showed changes of posterior infarction, retuminc 
later to normal. This pain syndrome is an instance of so-called 
“ reversed angina.” 


That the pain of angina may be felt in a phantom limb 
suggests that the pain reference is not a simple segmental 
sensory reflex but possibly depends on cortical connexion' 
(Harman, 194S). A patient whose left arm was amputated 
4 in. (10 cm.) below the elbow-joint developed angint 
pectoris and began to be troubled by pain on effort in the 
phantom hand of such severity that he was obliged tc 
obtain a new artificial limb, thinking that the old buckel 
was chafing his stump- 

In considering differential diagnosis it is wise to remem- 
ber that in the older age groups where coronary disease 
is more prevalent many patients are also subject to spinal- 
root pains, fibrositis, and lumbago of varying degrees, due 
to spondylarthritis and other degenerative skeletal pro- 
cesses. Effort pain may then arise in the back and, resemb 
ling cardiac pain in its distribution, be referred to the from 
of the chest or abdomen, and sometimes to the arms 
However, these pains typically come on, not on. ordinal) 
physical exertion, but with specific movements such as bend 
ing, turning, lifting weights, or straining. After prolongs 
sitting— e.g., in the cinema or at the wheel of their car 
these individuals develop a restless discomfort, eased b) 
standing up or stretching their back, not unlike the relie! 
obtained in sufferers from hiatus hernia. Such symptoms 
can be reproduced by pressure over the dorsal vertebrae, by 
hypertonic saline injection of the interspinous ligament, 
or by forced flexion of the head, and alleviated by rehabilita- 
tion and orthopaedic correction of faulty posture (Dans. 


1948). 

Upper abdominal pain on exertion, eased by rest, m 
due to .the hepatic congestion of early right heart failur • 
must also be distinguished symptomatically from 
pectoris. Patients may describe their distress as more 01 
feeling of epigastric fullness or discomfort on exertion ^, 
a pain ; or they may state that the abdomen is 
the bedclothes.” Occasionally an acute surgical a 
incident, such as a perforated gastric ulcer, closd) *“““ 
coronary thrombosis, particularly during the m *™ J 
After the first twenty-four hours, however, the distm 




tUn nnt becomes anoarent. 


Pain in the Hands 

We have seen that both angina and fibrositis can caus< 

' pain in the arms, but now and then a cramp-Jke pa « ^ 
in the arms of manual workers with repeated mis ar u 
of those limbs which is due to obliterative ar j, 

an ischaemic manifestation identical with c au i 
tlic legs. 

An upholsterer, aged 53, whose work m'ol'ed 
and stretching of heavy materials to cover sofas, ^comp^ ani 
for four years of an aching, stiff pain in t /' e ^ r . er j 
backs of the hands, mainly right-sided. He habitual^ • 
enced this pain at his work, particularly m 
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towards the end of a heavy week, yet it always subsided at 
once on resting. He had no other symptoms, and physical 
examination disclosed moderate arteriosclerosis only. 

The disagreeable, sometimes very' severe, aching pain in 
the fingers of sufferers from Raynaud's disease when exposed 
to cold is due partly to nutritional changes and areas of 
-rrcent necrosis in the fingers and partly to the sudden 
release of warm blood into chilled fingers which follows 
the release of arterial spasm (Lewis, 1936). Exquisite local 
tenderness is often associated, and can be so intolerable 
that it will reduce a man to a state of quivering sobs. Lewis 
disproved the earlier conception that arterial spasm was the 
cause of the pain in this condition, for, although digital 
arterial spasm accompanies every attack, pain is not 
complained of in the more benign cases of Raynaud's 
disease. 

The glomus tumour is a more uncommon lesion but is 
clinically important because of the paroxysms of pain which 
it produces. It consists of a benign hypertrophy of the 
microscopic arteriovenous capillary anastomoses which 
exist in the skin, chiefly of the pulp and nail-bed of normal 
fingers (Masson, 1924), and in health probably subserves 
the function of controlling skin temperature. The glomus 
tumour appears as a small slate-blue elevation on the skin, 
though if subungual in position it may not even be visible, 
and its most discriminative feature is the agonizing pain 
which the patient feels on the slightest pressure, friction, 
or exposure to cold. Now and then localized erosion of 
the terminal phalanx can be demonstrated by radiographs. 
The rich supply of nerve fibres which terminates about the 
epithelioid cells that comprise the vascular spaces of the 
glomal body would seem to be unduly sensitive to changes 
in vascular tension and so account for the inordinate pain 
which simple manipulation produces. These tumours may 
be single or multiple, and vary in size from a pin’s head to 
a cherry stone. Surgical excision is usually curative. 

Abdominal Fain 

Aneurysm of the abdominal aorta was stated by Osier 
(1905) to be seven times less common than thoracic aortic 
aneurysm. Improvements in antisvphilitic therapy and an 
increasing average age of the population are modern factors 
which have probably diminished this ratio, so that the 
present picture has somewhat altered. Aneurysm of the 
abdominal aorta seldom arises before the age of 50, and 
is generally arteriosclerotic in origin. It is said to provide 

t ome of the most varied and dramatic pictures seen in 
finical medicine (Jennings, 1941). The “ dull, boring, steady 
pain with awful paroxysms," wrote Stokes (IS54), “enables 
us to diagnosticate the disease with probable accuracy." 
The pain, he observed, could be relieved by lying 
on the face or turning on the side. The following 
personal case would appear to be an example of this 
condition. 

A housewife, aged 12 . complained of a throbbing, aching 
sacral pain of. six months’ duration, eased by walking about 
and made worse when she sat on a chair or lav down. She 
also stated that her feet had always felt cold. The only signifi- 
cant clinical finding was weak pulsation in the arteries of the 
left leg, but .r-ray examination showed a calcified abdominal 
aorta of irregular calibre. Physiotherapy has not affected 
l her symptoms. 

In these instances the pain may be due in part tc> bony 
erosion of the vertebral column, vet it is interesting to note 
how. owing to their resilience, the intervertebral disks often 
resist. Palpation of the abdomen perhaps discloses a fixed, 
expansile, tender, pulsating tumour, maybe with a murmur 
heard or a thrill felt over it. The epigastric pulsation of an 
enlarged tight ventricle must not be confused with an aortic 


aneurysm — the systolic thrust of the latter comes 'appre- 
ciably after the ventricular pulse — or with the symptomless 
dynamic pulsation of a normal aorta which is so easily 
demonstrated in the patient with a scaphoid abdomen and 
exaggerated lumbar lordosis, particularly if there is nervous 
overaction of her heart. Although an aortic aneurysm may 
rupture several months after the pain first appears, the 
prognosis is very often better, depending on the location 
and size of the aneurysm. Rupture is not always fatal. 

Dissecting Aneurysm 

During the last 25 years at Westminster Hospital there 
were 26 deaths from this cause, giving an incidence of 1 in 
152 necropsies (Pulvertaft, 1949, personal communication). 
Elsewhere the necropsy incidence has been 1 in 430 (Glendy 
el ah, 1937) and 1 in 454 (Warren and McQuowm, 1948). 
Although clearly a rare and often fatal condition, the num- 
ber of cases diagnosed during fife is steadily increasing, 
and we now realize that -survival for some years may be 
possible, especially when re-entry of the dissection takes 
place into the original aortic lumen. 

The important clinical feature to recognize is the 
dramatic suddenness of the onset of the pain and its initial 
overwhelming severity. Tearing, stabbing, choking pain 
strikes the patient usually across the chest and arms, but 
may spread to the back and down the abdomen to the 
labia or testicles, later to the legs. It may be intermittent 
and disappear gradually, to recur in subsequent attacks at 
lower levels as the dissection extends. Unlike the pain of 
cardiac infarction it is singularly maximal at its onset : a 
sense of constriction is unusual, hypertension is invariably 
present, and the dissection commonly begins during an act 
of physical exertion or sudden emotional strain. Severe 
pain in the back or spine indicates splitting up of the walls 
of the descending aorta, with rupture of the intercostal 
and lumbar arteries (Shennan, 1934). The dissection may 
obliterate the cdeliac axis to cause infarction of the bowel, 
or the renal arteries may be involved. 

From a detailed study of 28 cases Shennan decided that 
the essential aetiological lesions in this condition were 
multiple faults in the aortic media, which were filled with 
homogeneous connective tissue. Contrary to the common 
belief, the development of aortic dissection by penetration 
of the blood into the wall of the vessel through the base 
of an atheromatous plaque is extremely rare. The fact 
that the intima was sometimes intact suggested that haemor- 
rhage might originate from the vasa vasorum. 

In the symptomatology of mass thrombus of the left 
auricle, which occurs in certain cases of mitral stenosis, 
Evans and Benson (194S) point out that attacks of anginal 
pain in the chest are usual. 

■A woman, aged 57, with mitral stenosis and fibrillation, 
whom I have at present under observation, was seized with 
slernal pain for 12 hours : next day she developed an equally 
severe pain in the back and right loin. Her blood pressure 
w-as normal. The whole sequence of symptoms, from which 
she eventually made a good recot cry. was at the time striking 
enough to invite possible confusion with dissection of the 
aorta, yet the aetiology wxts probably mass thrombus causing 
acute coronary insufficiency, followed by a small right renal 
infarct. 

Embolic or Thrombotic Occlusion of t be Aorta 

In a patient with long-standing rheumatic mitral stenosis 
and fibrillation, or with a past history of coronary throm- 
bosis, the onset of an abrupt, sharp, intense, and agonizing 
pain in the legs, loins, abdomen, or back, followed by 
shock. loss of power, and gangrene, with absence of pulsa- 
tion in the abdominal aorta, suggests embolism at the aortic 
bifurcation (Morest and Rubin, 194S). 'Multiple viscer 
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embolic incidents may have preceded or may accompany 
it. Thrombosis of the aorta, on the other hand, is charac- 
teristically of gradual onset and develops usually in an 
arteriosclerotic subject ; it is often preceded by symptoms 
of claudication in the legs (Banowitch and Ira, 192S). These 
features are illustrated by the following case. 

A stock foreman, aged 50, with 2! years' history of bilateral 
saphenous thrombophlebitis, followed by a coronary throm- 
bosis and increasing claudication in the right calf, was in 
hospital for treatment of gangrene of the right big toe. He 
had clinical signs of generalized arteriosclerosis with an 
impoverished arterial circulation in both feet. Electrocardio- 
grams showed fibrillation and left bundle-branch block. One 
morning a month later a mild griping umbilical pain developed, 
gradually increasing in intensity. By midday it was severe, 
and vomiting, bloody diarrhoea, and shock came on. By 
evening morphine cased the pain, but two days later a sudden 
haematemesis closed the scene. Necropsy revealed an old 
apical infarct of the left ventricle with a large mural thrombus. 
An extensive thrombus occluded the aorta from above the 
origin of the superior mesenteric to below the bifurcation of 
the iliac arteries. The whole of the small intestine was infarcted. 
Atheroma was present in the coronary arteries, aorta, and 
right popliteal. 

From time to time, as in the following case, the pain of a 
false aneurysm presents difficult diagnostic features. 

An ice-cream manufacturer, aged 26. with 'a history of pre- 
vious rejection for military service because of a rheumatic 
heart, developed a septic rash and fever. Three weeks later, 
when admitted to hospital, the blood culture yielded haemolytic 
Staphylococcus aureus: penicillin therapy was started at once 
(500,000 units a day). 

On examination there was a loud apical systolic murmur and 
a mitral diastolic murmur. Rhythm was regular. After three 
weeks the fever was still present, so the penicillin dosage was 
doubled. He now began to complain of a series of pains which 
baffled his physicians, though admittedly examination was 
always difficult because he was a grossly obese and excitable 
subject : first a severe suprapubic pain with vomiting ; five 
days later acute cramping pain in the right leg, yet without 
any unusual physical signs. Three weeks later he had an intense 
pain in the right groin, with shock, and developed signs of 
psoas irritation. Rectal examination was negative. A week 
later, with groin pain and thigh flexion continuing, thrombosis 
became evident in the right saphenous vein, and within a 
few days his leg was oedematous. Although he repeatedly 
complained of a great deal of pain throughout the next few 
weeks, his temperature fell to normal, and a non-tender cord- 
ike thickening of the vein in the groin could then be made 
mt. Three months after admission he became suddenly 
areathless with pain in the chest ; anuria set in, and in forty- 
right hours, with signs of a left lung infarct, he succumbed. 

Necropsy showed that his attacks of pain had been due to a 
False aneurysm of the pelvic vessels, probably mycotic, A 
blood cyst the size of a large grapefruit lay against the right 
brim of the pelvis, containing laminated clot and compressing 
the right common iliac artery and vein. Venous thrombosis 
extended down the veins in the thigh and up the inferior cava 
to the right renal vein. Old infarcts were present in the right 
kidney. In the heart the left ventricle was considerably hyper- 
trophied, and the aortic cusp of the, mitral valve contained 
a perforation i in. (1.9 cm.) in diameter surrounded by healed 
vegetations. The upper lobe branch of the left ' pulmonary 
artery was occluded by recent thrombotic embolus. 

Pain in the Legs 

The uncomfortable, continuous, aching pain that arises 
in the calf of the healthy leg when walking fast in tight 
puttees, or in the shin when bicycling hard or skating, is 
identical with the pain of intermittent claudication. It is 
produced by a relative ischaemia of the working muscle. 
There are, indeed, many pathological processes in which 
this disproportion between the blood requirement of the 
leg and its blood supply is enough to induce such a pain, 


but the commonest is obliterative arterial disease. Claudio; 
tion is an occasional symptom of severe anaemia, aorti 
stenosis, arteriovenous fistula, coarctation, after ancury <■» 
thrombosis, or embolism of the femoral or popliteal artcr, 
in some cases of mitral stenosis, and, rarely, in a prolongc 
attack of paroxysmal tachycardia. The pain is describe 
as cramp-like only because of its resemblance to the pai 
of muscle cramp, for tonic spasm of the ischaemic muse] 
docs not in fact take place. 

The reason why the effects of arterial obstruction b 
intravascular thrombus arc more profound than simpl 
ligation is because the collateral vessels are usually alread 
diseased and clotting is often extensive, obliterating th 
mouths of many collaterals. 

An office worker, aged 49, for five months had a localizes 
pain in the right calf on walking, which "had gradually beconn 
so severe that slow walking for 100 yards brought it on ant 
made him stop to obtain relief. Skin temperatures of thi 
feet were normal, but pulsation in the right popliteal, tibial 
and dorsalis pedis arteries was reduced. Arteriograms showee 
an obstruction in the middle of the femoral artery wit! 
collateral channels. He was operated upon and 4.5 cm. of thi 
right femora! artery excised ; this contained organized thrombi) 
on an atheromatous plaque. The vessel was reconstituted witl 
a portion of saphenous vein from the left leg and joined b; 
vitallium tube. A month later, although he still had n< 
palpable pulse in the right foot, he was able to walk a mil) 
without pain. 

Many patients such as he provide a clear enough descrip 
tion of their symptoms to make recognition easy, but it m3; 
be remembered that various orthopaedic conditions gin 
rise, on using the limb, to pain which is also eased by rest 
It will be noted, for .example, that the pain of arthritis i: 
not relieved by simple halting, but that the patient has i< 
sit down to be relieved of it. Exercise tolerance in elaudica 
tion relates to the extent of the arterial disease, frequentlj 
an asymmetrical process: so it happens that pain in thi 
worse limb may restrict walking before the sounder liml 
is fully tested. Similarly, an advanced degree of arteria 
insufficiency in both legs can be masked by a limitation t< 
the capacity for exercise which angina or dyspnoea ma; 
impose ; the converse is also true. In arteriosclercsi 
obliterans the reduced blood supply to the limb sooner o 
later causes coldness in the foot, and the toes are oftei 
cyanosed. The skin may undergo further trophic oi 
inflammatory changes as a result of damage by cold, ant 
become glossy, telangiectatic, and unduly sensitive t< 
warmth and friction. In these circumstances pain is fel 
at rest. 

A clerk, aged 71, for two years complained of pain in h' 1 
calves which pulled him up after five minutes’ walking. Restmt 
eased it at once. For the previous nine months he had alsc 
had constant pain in the toes of the right foot — “They burnet 
in bed at night ’’ — so that he was obliged to hang his foe 
out in the cool air or stand up by his bed to obtain relict 
The toes were cold and plum-coloured, and arterial pulsatior 
was absent from both feet. 

In cases of rest pain the simple correction of a bed whosi 
mattress sags in the middle may prevent some, posture 
ischaemia of the feet. 

The third variety of pain in arteriosclerotic disease o 
the lower limbs is that of gangrene. When the vitality an< 
healing power of the tissues is so reduced that infectioi 
and necrosis may proceed unchecked, gangrene start 
readily from a superficial abrasion, a corn, or a damage 
toenail. Pain may be extreme. Lewis's advice to care fo 
the feet as though they were pieces of porcelain cannot b 
given early enough to sufferers from this complaint. 

With arterial embolism the dramatic onset of a suddei 
severe pain in the leg, becoming more intense, aching, an 
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(fuse, usually precedes the other signs. Lewis (1936) has 
linted out that this pain does not arise in the artery at 
e site of the obstruction but much lower in the limb in 
e muscles deprived suddenly thereby of their blood 
ipply, and that its onset even when abrupt is delayed, 
is relative in severity to the size of the occluded artery 
ilv because a greater territory of tissue is rendered 
:haemic, and it is relieved instantly when the blood 
tpply is restored by removal of the clot, or it is reduced 
degree if the plug passes on. Thus embolism of the 
ain or spleen is painless, because those organs contain 
j muscle. There is no evidence that arterial spasm alone 
rectly produces pain. 

The clinical associations of embolic catastrophes are well 
ustrated by the following case. 

A man aged 38. who eight years previously was found to 
rve mitral stenosis, developed auricular fibrillation and at 
e same time a sudden (painless) right hemiplegia due to 
:rebral embolus. Two years later his digitalis was inadvert- 
itlv stopped for a while and his heart began to race. Ten 
rys after redigitalization he woke with a violent pain in the 
tmiplegic leg and the foot went cold. The agony of his 
tin lasted twenty-four hours and was relieved only by hanging 
e foot down. From 4 in. (10 cm.) below the knee his leg 
as found to be cvanosed, oedematous, and icy cold. The 
agnosis of popliteal embolus was made and he was treated 
mservatively. Within ten months he could walk unaided for 
K) yards without pain, but four months later he suffered 
tother stroke and died. 

Tragic examples of this nature are only too common 
here embolic incidents have accompanied the onset of 
brillation or have followed mistakes in treatment. Because 
le pulse rate is slow or the symptoms have abated, digitalis 
aintenance therapy is stopped ; the insidious acceleration 
: the ventricular rate which ensues is fraught with 
mgerous consequences. Such accidents would happen 
ss often if we always remembered to warn each patient 
ith auricular fibrillation that digitalis was his life-line, 
i be depended upon perpetually for the rest of his days. 

Conclusions 

In those circulatory conditions where a prevailing symp- 
m is extrathoracic pain (in the head, limbs, or body) the 
:genetative arterial disorders play an important part with 
eir attendant thrombotic and embolic incidents. Hence 
e symptom of extrathoracic pain in cardiovascular disease 
ir the most part is rare in childhood, unusual in youth, 
tt commoner as age advances. The pain usually conforms 
some distinctive clinical picture. Examples are con- 
iered in this paper with the object of promoting 
miliarity with their qualities. 
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VIOFORM IN THE TREATMENT OF 
SKIN DISEASES 

BY 

I. MART1N-SCOTT, M.D. 

The quinoline derivative known as “ vioform ” (5-chloro- 
7-iodo-8-hydroxyquinoline) is a stable, almost odourless, 
greyish-yellow powder which is only slightly soluble in 
water. It contains 41% iodine and 12% chlorine, and 
its use in the treatment of amoebiasis is world-wide 
(Cameron, 1947). For several decades it has been used 
as an antiseptic dusting powder and as the active ingredient 
of Alexander’s ointment on the Continent (Perutz et al., 
1933). Only within recent years has its value in dermato- 
logy been appreciated in America (Wise and Sulzberger, 
1942; Sulzberger and Wolf, 1942; Pillsbury et a!., 
1943), and the external therapeutic uses were recorded 
by the American Medical Association in 1944. In Great 
Britain its value in dermatology has not yet been 
estimated. 

Early in 1948 I obtained a small quantity of vioform 
powder and, in a 3% strength in a water-miscible cream, 
found it to be most useful in the treatment of pyococcal 
skin infections. The importing chemists then kindly offered 
to manufacture two types of preparation for trial, and a 
clinical investigation was started in June, 1948* 

Preparations Used. — Guided by the experience of 
Sulzberger and Baer (1946), it was decided to use only the 
following two preparations: (1) vioform cream (V.C.), 
which consists of 3% vioform in a water-soluble base 
composed of sodium lauryl, stearyl alcohol, spermaceti, 
glycerin, yellow soft paraffin, and water ; (2) vioform 
ointment (V.O.), consisting of 3% vioform in a simple 
petroleum-jelly base. 

Selection of Cases. — The majority of the cases were 
treated as out-patients. The greater number and variety 
of such cases outweighed the uncertainty of proper appli- 
cation by the patient. Patients of any age or sex were 
treated, but in view of the limited supplies of vioform no 
cases of widespread dermatoses were included. With the 
knowledge that other hydroxyquinoline ointments were use- 
ful in the management of pyodermias, it is not surprising 
that many cases of this type were chosen. 

Control of Results. — It was considered that the number 
of cases would be too small to compare this remedy against 
a standard topical treatment by the method of treating 
alternate cases suffering from the same skin disease. Like- 
wise, the better method of comparing the results of two 
similarly affected and symmetrically situated lesions in the 
one person treated by two different methods was thought 
impracticable in dealing with out-patients. Where it is 
considered to be of interest, however, reference will be 
made to previous treatments which had failed. 

Classification of Cases. — A total of 115 consecutive cases 
of various skin diseases were treated. These have been 
grouped thus: 


Groan A 

Sycosis berbee 

. . IS coses 

.. B .. 

Folliculitis of other areas 

17 „ 

.. c .. 

Impetigo contagiosa . , 

.. 14 

.. D .. 

Acne vulgaris 

-- 10 

E 

Impc'J ginned eczema 

.. 14 „ 

F .. 

Post-auricular dermatitis 

.. 10 

.. G .. 

Miscellaneous group .» 

.. 35 „ 


Where more than one type of infection was present the 
case was listed under the more prominent condition. 

*1 am indebted to Messrs. Ciba Laboratories, Ltd., Horsham. 
Sussex, tor kindly supplying the applications used in this study. 
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Resulfs of Treatment 
Group A. Sycosis Barbae 

The patients were instructed to use V.C for shaving, 
and to leave a film on the face thereafter A second appli- 
cation was advised at midday, and V.O was used at bed- 
time They were told that this was a treatment under trial, 
and all piomised to report any relapse which might occur. 


Table I 


Cnse 

No 

Dura- 

tion 

of 

Disease 

Type 

and 

Seventy 

j 

Previous 

Treatment 

Bacierio 

logy 

Treat- 

ment 

Time 

Using 

Vioform 

Follow-up 

6 | 

7 months 

Avenge 

Pen , He 

— 

3 weeks 

Relapse 3 
mlhs later 

8 

1 2 years 1 

• 

Qum 

— 

4 .. 

No rclapve 

2 mlhs later 

it 

6 

Superficial 

Pen . Hr 

— 

3 ,. 

No relapse 
3 mth 1 * later 

16 

2 

An ei-age 

Pen 

Pen -sensit 
SPA 

6 

No relaptc 
reported in 

5 mths 

18 

2 \\ eeks 

Superficial 

Pen , Hg 

Pen sensit 
SPA 

3 .. 

No relapse 
in 3 mths 

13 

4 „ 

•• 

Pen cream 

SPA 

| 

1 week 

No rehpsc 

3 raths later 

37 

3 years 

1 Deep seated 

Pen Quin , : 
\ rays 

Staph 

albas 

12 weeks 

Improving 

39 

3 


Pen , Hg, 
Sulpha .Quin 

S P A + + 

8 

No relapse 

5 mths later 

41 

2 weeks 

Superficial 

Pen , Hg, 
Sulpha ,Qum 

Pen -sensit 
s pah! 

1 week 

Relapse 1 
mth later 

44 


» 

Quin .Sulpha 

— 

i . 

No relapse 

reported 

Improved 

No relapse 
5 mths Inter 

74 

15 months 

Deep sealed 

l_Pen , Hg 

SP A + 

6 weeks 

84 

6 weeks 

Superficial j 

Pen ung 
.and cream i 

Pen -sensit 
SPA 

2 

89 

IS months 

Average 

Pen cream, j 
Hg 

— 

1 week 

No relapse 
6 mills later 

90 

' 5 years 

" 

Pen , Quin , | 
A rays. Vac- 
cine 1 

~ 

2 weeks 

No relapse 
J mths later 

93 

j 2 weeks 

Superficial 

Not Known 


2 

No relapse 
2 mths later 


Hg = A mercury ointment Pen *» Penicillin preparation Sulpha «=» Sulphon- 
amide cream Quin «= Ung Qumolor Co SPA •=* Staphylococcus piogenrs 

aureus 


Table I shows that 13 out of the 15 cases had no signs 
of active disease after treatment with vioform alone Only 
two of these 13 cases had slight relapses, which quickly 
responded to further treatment The average treatment 
time of the 11 cases which were apparently cured after 
one course was three weeks, and the average duration of 
the disease before treatment was over 24 years. 

With such a short follow-up period it cannot be claimed 
that 87 % of the cases were “ cured.” It will be noted that 
'our of the cases failed to report back after apparent cure. 
These cases may be considered to have remained free from 
symptoms for the following reasons: (1) three of them 
aad suffered for several years and had been “ cured ” in 
i few weeks ; (2) vioform preparations could not be renewed 
without further consultation and were not yet on sale to 
the public , and (3) three of the cases lived in a country 
district served by one local hospital. 

The only two failures were Cases 37 and 74 The 
former patient \olunteered that it was “easily the best stuff” 
he had used in his three years of treatment In both cases 
the lesions were indurated and deep-seated, and the pus was 
caseous Case 74 was eventually cleared up by cauterizing 
the four remaining pustules with pure phenol, and Case 37 
is at present having fractional doses of x rays in conjunction 
with vioform treatment 

It is of interest to note that twelve of these cases had 
previously been treated unsuccessfully with local penicillin, 
and that m four of these the causative staphylococcus was 
found to be penicillin-sensitive. 

Table 11 shows that all 17 cases responded well to treat- 
ment The average duration of treatment was just under 
three weeks, but this includes two cases which required 
si\ w eeks , these two cases were infections of the forearms 


Group B: Tolliculilis of Ollier Areas 
Table II 


Case 

No 

Sue 

Duration 

of 

Disease 

Previous 

Treatment 

Vio- 

form 

Prep 

Used 

( 

j Bactcno- 
j fogy 

i 

Time to 
Cure 

2 

Hand 

3 weeks 

Pen cream 

VO 

— 

10 days 

14 

Legs 

3 months 

Sulpha , Pen 

VO 

Pen sensit 
SPA 

4 weeks t 

24 

Thiehs 

Few days 

Nil 

VO 

SPA 

10 days 

36 

Pubis 

2 weeks 

G V 

VO 

SPA 

7 ., 

38 


4 , 

Hg 

VO 

SPA and 
Sir haem C 

7 „ 

40 

Arms 

4 „ 

Pen syst 
and local 

VC 

SPA + + 

2 weeka 

45 

Scalp 

18 months 

Quin G V . 

Hg 

Pen ung 

VC 

Stenle 

4 

55 

Pubis 

6 weeks 

VC 

SPA 

3 

Relapse 3 
mths later 

77 

Arms, neck, 

8 davs 

Nil 

VO 

SPA 

6 weeks 

86 

Grom 

4 months 

Not known 

VO 

— 

2 ,♦ 

94 

Pubis, axilhe 

5 years 

Pen s>st 
and local 

VO 

SPA -r + 
Pen resist 

4 „ 
Improved 

97 

Back 

S months 

Hs 

VO 

Stenle (2) 

2 weeks 

101 

To rearms 

4 weeks 

Pen syst 
and local 

VO 

Pen sensit 
SP A + 

6 .. 

10S 

Nape of Deck 


Hg AgNO, 

B G . Pen 

VC 

“■* 

7 days 

110 

Temples 

2 months 

Hg 

VC. 

VO 

Pen sensit 
SPA 

2 weeks 

HI 

Groin 

5 ,. 

Hg, Pen 

VO 

— 

4 

114 


-> 

Pen local 

\ o 

— 

4 „ 


Pen Penicillin preparation AgNO, » Silver nitrate lotion He = A 
mercury preparation CV » Gentian -violet lotion SPA ** Staph 
pxogenes aureus DG ® Brilliant green Str ha n rn C haemal) tiejj 

Croup C 

in manual workers, and it was thought that the mode of 
application was unsatisfactory: both cleared up quickly 
when V.O. was applied under a “ viscopaste ” bandage All 
patients continued their normal activities whilst under 
treatment. 

Group C: Impetigo Contagiosa 
Table III 


f \ 

Case 

/ 

Site 

Duration 

of 

Disease 

Previous 

Vio- 

form 

Bacterio- 

Time to 

No 

Treatment 

Prep 

Used 

logy 

Cure 

24 

Nose 

4 months 

Pen , Hg, 
Qum 

Pen cream 

VC 

SPA 

1 week 

64 

Ears, face 

l month 

VC 

Pen -resist 

2 weeks 





SPA 


73 

Pubis 

5 days 

Pen local 

VC 

— 

3 

79 

9 months 

VC 

Pen -sensit 
Str haem C 

4 „ 


85 

Scalp 

8 weeks 

Not known 

VC 

SPA 

I week 

92 

Ears 

3 „ 

tf 

VC 

— 

96 

Face 

3 months 


VC 

Sterile 

] , 

98 


2 weeks ! 

Pen cream 

VC 

Pen -sensit 

1 , 






SPA + + 


99 

Ears, face 

4 month$ ! 

Pen .Sulpha , 

VC 

Pen sensit 

1 

100 

Scalp 

4 „ 

Qum 

Not known 

VO 

SPA 

2 weeks 

102 

Neck, cars 

6 weeks 

Pen , Res or* 

VC, 

Pen sensit 

2 it 



cm 

VO 

SPA 

1 week 

103 

Face 

3 „ 

Pen 

VC 

Pen -sensit 




SPA + + 

1 

107 

Face, neck 

5 „ 

Sulpha .Ung 

VC 

Pen -sensit 



s &s 


SPA 

2 weeks 

109 

Temples 

4 „ 

Pen local 

VC 

Pen resist 





S P-A 



Pen = Penicillin preparation SPA — Staph pyogenes aureus -ulpha 
Sulphonamide cream Str haem C — Str haemohticus Group C Quin — unt 
Qumolor Co Ung S & S = Ung sulphur and salicylic acid B P 


The results in all cases were good, and no relapses have 
been reported (Table III). In no case was any additional 
application used to remove infected crusts Six cases in 
which the organism cultured was reported to be penicillin- 
sensitive failed to respond to local penicillin therapy. In 
many cases the patients claimed to be cured m two to three 
days, and the duration shown in Table III was the time 
interval till the patient was actually seen to be cured 
Even with this possible overestimation the average treatmen 
time for all types was only 10 days. 

Group D: Acnc Vulgaris 

Ten cases of pustular acne were treated, and only fiv* 
showed some slight improvement after four weeks of V C 
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• daily. The results were not impressive, as it must 
membered that, while vioform was the only local appli- 
n, the patients were advised regarding general hygiene 
diet, and in several cases oestrogens and/or vitamins 
given simultaneously. 

formerly used “ ung. quinolor co.” (Squibb) in cases 
mstular acne with decidedly better results, possibly due 
.he benzoyl peroxide content in this preparation. 

Group E; Itnpetigiaized Eczema 
There were 14 cases of eczema (mostly exogenous) which 
d become secondarily infected, and all presented crusted 
;coid lesions. In two-thirds of the cases the hands and 
gers were affected. The more exudative cases were 
■ated with V.C. thrice daily, while the other half applied 
O. twice daily.' In the four cases investigated Staph, 
ogenes aureus was cultured. The average duration of 
:atment was just over two weeks, and during this time the 
tient was sheltering the affected area from external irri- 
its. The underlying eczema was cured in only two cases, 
t in all cases the crusting and inflammation subsided 
tisfactorily. 

Group F: Post-auricular Dermatitis 
Table IV 


ase 

« T o. 

Sex 

Age 

Dotation 
of Disease 

Previous 

Treatment 

Bacterio- 

logy 

Prep. 

Used 

Time to 
Effect 
Cure 

S 

F 

44 

6 weeks 

G.V.. Pen. 

S P.A., Sir. 
haem. A. 

V.C. 

2 weeks 

1 

F 

4! 

4 years 

jHg. Pen., 
Ag.NO, 

— 

V.O. 


19 

M 

30 

Not known 

AgNO„ Pen., 
Ung.S.&S. 

S.P.A.~ -r 

V.O. 

3 

12 

F 

72 

1 year 

Ung. S. & S. 

S.P.A. -** *r 
Strept. 

V.O. 


h 

F 

6S 

S months 

Ung. S. & S. 

S.P.A. +■ 

V.O. 

1 week 

» 

M 

37 

5 weeks 

Lot- calamin. 


VO 

2 weeks 

>1 

F 

24 

2 years 

Pen. syst. and 
local 

— 

V.O. 

lOdnyv 

17 

F 

50 

3 months 

Not known 



V.O. 

6 weeks 

11 

F 

32 

3 weeks 

Hs 

SPA. 

V.O. 

1 week 

\7 

M 

45 

2 months 

Ung. S. & S. 

Sir. haem. 

V.O. 

} .. 


Pen. = Penicillin preparation. S.P.A. Staph, pyogenes aureus. Sir. haerp. A 
* Sir- haemplytlcus Croup A. Hg *=■ A mercery preparation. AgNO, — Silver 
irate lotion }%. G.V. *=> Gentian violet Jotion. Ung-S.&S. — Ung. sulphur 
id salicylic acid BJ 3 . 

Every case had associated seborrhoeic eczema, and two 
ad menopausal symptoms. Clinically the skin behind the 
ars was found to be reddened, glazed, and often exuding 
mum. The response to treatment was very good, and the 
verage treatment time was just over Two weeks. No 
ilapses have been reported (Table TV). 

' Group G : Miscellaneous 

This group comprises a miscellaneous collection of 
ermatoses which are often rather resistant to treatment, 
here were 35 such cases. 

Angular Stomatitis.— Tom of the five cases treated with V.C. 
wice daily cleared up after an average treatment time of 
0 days ; no other therapy was given simultaneously. In two 
f the cases there was associated naso-labial fissuring, which 
Iso responded well. The one failure is discussed later when 
Sealing with toxicity. 

Intcrnatal Intertrigo. — There were five cases, which occurred 
n elderly patients. Clinically they did not suggest a fungous 
nfcction. The apposing skin surfaces were red and denuded, 
rtd in the midiine there was often some superficial fissuring. 
fbree of the five cases were considerably improved after four 
seeks" treatment with V.O. 

Furunculosis. — Three of the four cases had suffered from 
ecurrent boils for many years. In all four the septic condt- 
ions were cured within two weeks, but fresh boils occurred 
n two. These cases were found to have high fasting-blood- 
ugar levels, and when suitably dieted had no further 
"unmculosts. 

Chronic Perionychia. — Two of the four cases treated showed 
the typical chronic bolstering of the nail-folds, with dystrophy 


of the nails but no purulent discharge. Staphylococci were 
cultured in both cases, and after four weeks’ treatment they 
showed considerable improvement. The other two cases had 
purulent lesions of the nail-folds from which Staph, pyogenes 
aureus was cultured ; there were no whitlows. Both cleared 
up after applying V.O. for an average treatment time of three 
weeks, though they had been resistant to local penicillin 
treatment. 

Septic Excoriations . — Two cases of generalized pruritus and 
one of excoriated acne were treated. V.O. cleared up the 
crusted lesions in a short time but did not lessen the pruritus. 

Chronic Lichen Simplex . — Two cases of localized lichenified 
skin without any associated infection were not improved by 
the use of V.O., nor was the irritation lessened. 

Pruritus Ani . — One case, in which no changes in the skin 
could be seen, failed to be relieved after four weeks on V.O. 

Pustular Psoriasis . — Three cases of the toxic bacterids type, 
with small intra-epidermic lakes of pus and light-brown 
punctate scabs affecting the soles and palms, were not improved 
after several weeks’ local treatment with V.O. 

Pustular Epidermophytosis . — Two cases of secondarily 
infected epidermophytosis interdigitalis in which Staph, 
pyogenes 1 aureus was cultured from the pus. but in which 
there was no acute pain or lymphangitis, were treated. AU 
evidence of sepsis had gone when seen 14 days later. 

Ulcers . — Two simple chronic ulcers of obscure origin, one 
of the chin and one of the thigh, were slightly improved after 
dressings with V.O. twice daily. 

Acne Necrotica . — One case showed improvement after treat- 
ment with V.O., but was not cured. 

Furfuraceous Impetigo — One case of four years’ duration 
showed no significant improvement after four weeks’ treatment 
on V.O. 

Herpes Zoster . — This patient was an elderly man who was 
febrile and had a large crusted plaque over the frontal region. 
Staph, pyogenes aureus was cultured. He was treated with- 
V.C. thrice daily, and within one week all evidence of infection 
had gone. 

Pemphigus Vulgaris. — In one ose V.O. was found to he a 
useful antiseptic dressing which assisted the healing of the 
raw areas after rupture of the bullae. 

Mode of Action ; Toxicity 

Animal experiments in the past (Ciba, Ltd., I94S) and 
also the following observation on a patient have failed to 
support the theory that the disinfecting action of vioform 
is due to the liberation of free iodine. A patient who had 
a severe contact dermatitis due to tincture of iodine and 
who reacted with an extensive vesicular eruption to paint- 
ing 1 sq. in. (6.45 cm.-) of her arm with liquor iodi miffs 
had no reaction after 48 hours' contact with 3% V.O. 

About 5% of the patients treated admitted that there 
was a mild initial stinging of short duration, but in none 
of these cases was treatment discontinued. 

In only one of the 115 cases was there severe primary 
irritation when V.O, was applied to the diseased skin. This 
patient was a nervous man who had had a long history of 
sycosis barbae, and his clinical record indicated that he was 
sensitive to sulpbathiazole and " elastopiast.” He reported 
with a slight aDgular stomatitis and erythema, scaling, and 
fissuring of the naso-labial folds. He was advised to apply 
V.O. twice daily to the affected areas, and when be reported 
two weeks later the condition was unchanged and he com- 
plained of intense irritation on each application of the oint- 
ment— he had stopped using it after only ten days. V.C. was 
applied in the consulting-room and he complained of irrita- 
tion, though no inflammation was noted after 40 minutes. 
A patch test of V.O. applied to the healthy skin of the arm 
was negative after 48 hours. This is similar to the case of 
irritation reported by Reque (1947) in which true epidermal 
sensitivity was also absent. It seems probable that in my 
case the irritation was due to the vioform and not to the 
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paraffin base, as he subsequently improved on ung. hydrarg. 
ammon. dil. 

Saunder (1946), who used vioform 1% in petrolatum in a 
mixed series of 14 cases, did not attempt any further study 
of the medication, because the incidence of irritation was 
too high and the beneficial results too poor. 

No systemic toxic effects due to absorption from the 
skin were encountered. In view of the internal use of 
“ enterovioform,” this was not surprising. 

Comment 


Sulzberger, Marion B., and Baer, R. L. (1946). Year Book of Derm 
tology ami Sy philology. Year Book Publishers, Chicago. 

(1947). Report on Vioform in Dermatologic Therap; 

to Ciba Pharmaceutical Co., Summit, N.Y. 

and Wolf, J. (1942). Dermatologic Therapy in General Practia 

2nd cd. Year Book Publishers, Chicago. 

Wise, I-., and Sulzberger, M. B. (1942). Year Book o / Dermatob p 
ami Sy philology. Year Book Publishers, Chicago. 


THE TOPICAL USE OF VIOFORM IN 
DERMATOLOGY 


In a study of a comparatively small number of cases in 
which the results of treatment were not controlled it is not 
possible to evaluate the efficiency of vioform scientifically. 
The clinical impression, however, in the management of 
several dermatological problems was extremely good. The 
ability to confront the chronic case of sycosis barbae and 
persistent post-auricular dermatitis without foreboding 
signifies at least the possession of a therapeutic agent of 
prowess. A safe and relatively non-irritant antiseptic or 
antibiotic is always welcome in dermatology ; thus peni- 
cillin became the practitioner’s friend. Later many pyo- 
cocci were found to be resistant to it. It is probable that 
since the introduction of penicillin the number of skin infec- 
tions referred to hospital has diminished — c.g., no cases of 
impetigo of children’s faces have been seen in the last six 
months for inclusion in this scries. No doubt the propor- 
tion of penicillin-resistant cases seen in hospital has 
increased. Whether' vioform is superior to penicillin in the 
treatment of pyodermias cannot be assessed from this report, 
but it is a fact that in at least 37 cases in which penicillin 
had failed vioform produced the desired result. In the 16 
cases in which penicillin sensitivity was estimated four were 
resistant and 12 were sensitive to penicillin. In 11 of these 
12 cases penicillin had previously been used and had failed 
to improve the skin infection. 


Summary and Conclusions 

The value of 3% vioform in an ointment and in a cream base 
has been studied in 115 dermatological cases. 

The results indicate that vioform is a valuable therapeutic 
agent in dermatological practice, and particularly in the treat- 
ment of pyococcal skin infections such as impetigo, folliculitis 
(especially sycosis barbae), impetiginized eczema, angular 
stomatitis, and post-auricular dermatitis. The cases of acne 
vulgaris in this series were not greatly improved. 

It is relatively non-irritating, and the occurrence of epidermal 
sensitization is rare. 

While it relieves the prickling of infected eczemas, it does 
not seem to have any antipruritic effect on non-infected 
dermatoses. 

The only slight disadvantage revealed was the yellowish- 
, ey colour. The cream is easily washed out of cotton fabrics, 
but stains from the use of the ointment are more difficult 
to remove. 

Further study is required to estimate its value in other 
vehicles in dermatology, and also in other branches of medicine 
where antiseptic applications are^ required. 

It is concluded that 3% vioform is a valuable addition to 
the medicaments at present used in this country for pyococcal 
dermatoses. 
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BY 

JAMES OVERTON, M.D., B.Sc., M.R.CP. 

Honorary Chief Assistant, Skin Department, 

Leicester Royal Infirmary 

The present investigations have been prompted by tht 
shadow of Nemesis which now looms on the dermato- 
logical horizon, threatening retribution, in the forms of 
drug sensitization and drug-resistant organisms, for the 
indiscriminate topical use of sulphonamides and antibiotics. 

A spate of literature has indicated that drug sensitization 
may follow the external application of sulphonamides 
( Army Med. Dept. Dull., 1943 ; Barber, 1944; MacKenna, 
1945 ; Phillips, 1946 ; Tzanck et al., 1947 ; Council on 
Pharmacy and Chemistry, 1947) and penicillin (Canizares, 
1945 ; Fricdlaendcr et a)., 1946 ; Chu and Cutting, 1946; 
O’Donovan and Klorfajn, 1946; Goldman et al, 3946; 
Hellier, 1947 ; Templeton et al, 1947 ; Phillips, 1948) and 
so seriously interfere with their later use in lethal disorders 
Drug resistance, a sequel of sulphonamide therapy and the 
use of many antibiotics, has been shown by Barber (1947) 
and Barber and Rozwadowska-Dowzenko (1948) to occur 
when penicillin is used ; their work foreshadows many more 
strains of penicillin-resistant Staphylococcus aureus. 

My attention was directed by the work of Ingram (19381 
and of Sulzberger and Wolf (1942) to an entirely different 
group of drugs — namely, the halogen-substituted quinolines. 
An attempt has been made to assess whether these drugs 
may be used to replace the sulphonamides and penicillin 
in external applications so that the aforementioned undesir- 
able sequel may be avoided. The two members of this 
group under investigation are “ vioform ” and “ sterosan. 
This paper deals with the former drug only. 

Quinoline derivatives have been used for topical appli- 
cation in dermatology for a number of years. “ Ung 
quinolor co.” (Squibb) contains a mixture of 5-chlor-8- 
hydroxyquinoline, 7-cblor-8-hydroxyquinoline, 5 : 7-dichlor v * 
S-hydroxyquinoline, together with 10% of benzoyl peroxide 
in a paraffin-lanolin base. It is useful in the treatment of 
sycosis barbae, impetigo contagiosa, eczematized psoriasis, 
and psoriasiform or lichenoid neurodermite (Peck, 1934; 
Carpenter, 1938 ; Ingram, 1938). 

Vioform has the chemical formula: 5-chloro-7-iodo-S- 
hydroxyquinoline. 


Cl 



It is an amorphous, greyish-yellow, voluminous powder 
containing 41% of combined iodine. Tasteless and colour- 
less, it is insoluble in water and only slightly soluble in 
alcohol. It has a melting-point of 156° C. and can be 
sterilized at 100-310° C. Light and moisture 'cause a 
darkening in its colour. Oxidizing agents are chemically 
incompatible. 
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Pharmacology. — Widespread oral use of the drug for 
__ ,rmoebiasis has shown that it is relatively non-toxic in man 
' {David et ah, 1944). In vitro it inhibits Staph, aureus and 
-'•-Bad. coli in a dilution of 0.025%, and Pseudomonas 
pyocyanea in a dilution of 0.5%.* 

Mechanism of Action. — Repeated experiments have been 
performed to ascertain whether the antiseptic action of 
, vioform is due to the liberation of iodine. The investiga- 
-'tions reveal that iodine can be liberated only with great 
difficulty, and that free iodine plays little or no part in its 
antiseptic action (Bachem and Kriens, 1921 ; Chargaff, 
1929; Jadassohn and Planner, 1945). 

■ Clinical Application. — Vioform has been employed on 
the Continent for the last forty years, and its virtues have 
been extolled in the treatment of pyodermia, fungous 
infections, eczematous conditions, and other dermatoses 
(Jadassohn, 1930 ; Bertlich, 1939 ; Sulzberger and Wolf, 
1942). Montigel (1910) found it a more effective antiseptic 
tooth-stopping" dressing than iodoform. Sulzberger and 
Wolf (1942)^ after extensive clinical trials, stated it to be 
“one of the-hest anti-eczematous, mildly soothing, and 
antiparasitic ranches.” 

Types of Bases Employed and Mode of Application . — 
Vioform was used in this trial in a strength of 3% in 
a water-miscible creamf and a soft paraffin ointment. 
An identical cream and ointment, suitably coloured to 
camouflage the absence of vioform, were used as controls. 

The type of application employed was determined by 
the characteristics of the lesions. The cream was mainly 
used to produce a drying effect ; in dry, scaly, or lichenified 
lesions the greasy ointment was prescribed. Occasionally 
a more neutral effect was obtained by alternating the two, 
using the cream by day and the ointment by night. The 
cream was applied three or four times a day, the lesions 
being kept open wherever possible. The ointment was 
applied twice a day, and in view of its greasy staining 
qualities was covered with linen or calico. No other local 
measures were in use at the same time. 

Mode of Assessment. — The only cases included in this 
series are those which have been adequately controlled by 
using the active preparation on one side of the body and 
a control (the ointment or cream base) on the other side. 
By this means spontaneous improvement becomes evident, 
the effect of the conveying medium is readily assessed, 
and aggravation by the active ingredient is apparent, except 
where the base itself proves irritant, thus sometimes mask- 
. ing any similar action of the drug concerned. Unfor- 
1 tunately, some disorders do not admit of this simultaneous 
assessment — e.g., pruritus ani — and these have been omitted. 
The major practical difficult}’ lies in persuading the patients 
to adhere strictly to instructions in spite of any difference 
in response on the two sides. Results were assessed only 
in terms of visible improvement. 

* Results 

Group I : Coccogenic Sycosis Barbae . — Ail these cases 
had received previous treatment, many with penicillin cream 
or ointment. A number were chronic cases complicated 
by sebOrrhoea oleosa. All were investigated for focal 
sepsis, and this when found was treated simultaneously. 
Patients were instructed to shave daily and to apply the 
cream after shaving, at midday, late afternoon, and night. 
The face was washed in the normal manner. Among 30 
cases, 22 showed a definite improvement, 3 chronic cases 

•Information supplied by Messrs. Ciba, Ltd. 

(This was supplied by Messrs. Ciba Laboratories, Ltd., and was 
stated, to contain sodium lauryl sulphate, st ratal alcohol, spermaceti, 
glycerin, soft yellow paraffin, and water. 


Table of Results 


Diagnosis 

Total 
No. of 

No. of Patients 
Affected by 
Vioform 

No. of Patients 
Affected by 
Control Base 

No. of 
Patients who 
Showed no 


Treated 

. 

Im- 

proved 

| Aggra- 
; vated 

Im- , Accra- 
proved vated 

Vioform or 
Control Base 

(Co ccogcmc syco- 
sis barbae . . 

30 

22 


. : 

r 

seborrhoeic der- 
matitis. 

22 



s ; 

3 

<3titis externa . 

14 

8 


4 


pityriasis facie) 
simplex 

2 

2 


1 


,\cute vesicular 
and papular 
eczema 

33 

IS 

. 

i 

10 I 2 

5 

(Sravitational 

eczema 

18 

12 


4 ! 

A 

^beiropom- 

pholyx 

13 

3 

1 


9 

(Tronic papular 
and Assuring 

eczema 

impetigo . . j 

Infantile eczema J 

5 

16 

! 

3 

t 

s i 

6 

5 

•s'cmmular ec- 
zema 

2 j 

4 

2 

i . 


Weurodermatitis 

s ; 

1 

1 



jJchen byper- 
trophicus .. 
psoriasis: 
Classical 

3 

1 

2 , 


f 

3 j 

i » 

1 *• ' 

3 

2 

Seborrhoeic 

6 

2 


3 

Pvmutar 
Permatius her- 




* ! 


petrformis . . 

4 


1 

2 J 

< 



improved temporarily, and then relapsed during treatment, 
j showed equal improvement on the base, and 4 exhibited 
n o gross change. 

Group 2: Seborrhoeic Dermatitis. — These represented 
typical examples of the disorder with lesions in the scalp, 
0 n the face and ears, and in some cases on the trunk as 
tv'elk’ Many of the facial lesions were eczematized. The 
s calp was treated in the routine manner, the vioform appli- 
cation being used only for the face. Of 22 cases, 14 showed 
a marked improvement, 5 improved equally on both sides, 
a nd 3 showed no change. 

Group 3 : Otitis Externa. — This group was mainly com- 
posed of patients exhibiting the signs of streptococcal otitis 
eXteraa as described by Kinnear and by Mitchell. In a few 
tfie external manifestations followed an attack of suppura- 
ffve otitis media, and some had a superimposed contact 
dermatitis. A search was made for evidence of focal infec- 
tion, and where necessary this was treated. Among 14 
cases, 8 showed marked improvement, 4 equal improvement 
0 n both sides, and 2 no change. 

Group 4 : Pityriasis Faciei Simplex.— The two children 
suffering from this disorder made a slow response. 

Group 5 : Acute Vesicular and Papular Eczema. — This 
comprises a mixed group of endogenous and exogenous 
eczema, comparable in the appearance of their eruptions. 
They were usually given sedative treatment by^mouth. 
Fifteen patients showed much improvement on the vioform 
preparation, 10 responded equally to the vioform and the 
control preparation, 2 were aggravated by both, 1 improved 
ipore rapidly on the control cream than on the vioform 
cream, and 5 showed no improvement on either side. ' 

Group 6 : Gravitational Eczema. — Among these patients 
suffering from bilateral gravitational eczema without active 
ulceration, 12 showed much improvement, 4 equal improve- 
tfient on both legs, and 2 no change. 

Group 7: Cheiropompholyces. — These were all of con- 
stitutional origin. Three appeared to improve more rapidly 
oh the vioform preparation, 1 appeared to be aggravated, 
a(id in 9 the course of the disorder was unaffected on 
ejther side, spontaneous remissions and exacerbations occur- 
ring- Concurrent sedation by mouth was used in this 
g (Oup. 
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Group S: Chronic Papular and Fissttring Eczema . — 
These were 7 chronic cases of endogenous eczema. One 
showed some improvement, the remainder no change. 

Group 9 : Impetigo . — Five cases cleared satisfactorily 
with vioform cream. 

Group 10 : Infantile Eczema . — The results of the treat- 
ment of this condition were unsatisfactory. Eight cases 
improved equally on the cream and on the cream base, 5 
showed no change, and 3 displayed some irritation on the 
\ioform cream. 

Group II : Nummular Eczema . — Four showed marked 
improvement ; tw'o appeared to be irritated by the vioform 
and one by the cream base. 

Group 12 : Neurodermatitis . — One showed improvement, 
three showed equal improvement on both preparations, 
whilst in one patient the base proved the more effective. 

Group 13 : Lichen Hypertrophicits . — In three patients no 
change was noted. 

Group 14 : Psoriasis . — In tu-o patients with classical - 
psoriasis no improvement could be attributed to the vio- 
form. In psoriasis involving the flexures (seborrhaeic) two 
appeared to be improved, and four showed no change which 
could be attributed to the vioform. Two patients with 
pustular psoriasis found the active preparation and the 
vehicle equally effective. 

Group 15 : Dermatitis Herpetiformis . — Lesions in two 
patients tvith this disorder responded equally to the vio- 
form cream and base, one patient was aggravated by both, 
and one appeared to be aggravated by the vioform cream. 
In view of the sensitivity of these patients to potassium 
iodide locally, this measure was tried at first very carefully, 
but the action expected from an iodide preparation was not 
noted. 

Comments 

Unfortunately, vioform is yellow and it stains. When 
dispensed in a water-miscible base the staining tendency is 
less marked. It darkens on exposure to air ; this does not 
seem to interfere with its therapeutic efficiency. A few 
patients stated that on application they experienced a mild 
burning sensation, which quickly disappeared ; when there 
was intolerance this symptom was more pronounced. 

Vioform proved antipruritic in eczematous conditions and 
soothing in the treatment of contact dermatitis ; it showed 
" marked antiseptic action in pyodermia and secondarily 

f ected dermatoses In the media used it was found to 

well tolerated. 

Conclusions 

The effect of 3% vioform in a water-miscible base or in 
petroleum jelly has been assessed under carefully controlled 
conditions on a variety of dermatoses in 176 patients. It 
proved a useful local application in the treatment of the 
following conditions: coccogenic sycosis barbae, sebor- 
rhoeic dermatitis, otitis externa, acute vesiculo-papular 
eczema, gravitational eczema, impetigo, and, occasionally, 
in nummular eczema. The incidence of cases of intolerance 
was low (4.5%). This investigation suggests that vioform 
merits more extensive use in these conditions. 
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DISSEMINATED SCLEROSIS IN SOUTH 
AFRICA 

ITS RELATIONSHIP TO SVVAYBACK DISEASE AND 
SUGGESTED TREATMENT, 

BY 

GEOFFREY DEAN, M.B., Ch.B., M.R.C.P. 

It has long been believed, and rightly, that disseminated 
sclerosis very rarely occurs among the white population of 
South Africa and that it is most rare among those white 
people who have been born and bred there. Indeed, some 
physicians deny that it occurs at all in such people. These 
opinions, however, were based on individual clinical 
experience ; there were no reliable and exhaustive figures. 
Therefore the available evidence relating to the incidence, 
geographical distribution, etc., of the disease among white 
South Africans during the last ten years has been collected 
and assessed. It may be said here that disseminated 
sclerosis is unknown in the native and other coloured 
peoples of the country. 


Incidence and Geographical Distribution 

In order to discover the incidence, etc., of the condition 
it was decided to search the medical records of all the main 
hospitals in the country for the last ten years. Records of 
a diagnosis of disseminated sclerosis could be found only 
af Groote Schuur Hospital, Capetown, at Johannesburg 
General Hospital, and at the Pretoria Hospital— in fact, 
at the three university teaching hospitals. In addition, three 
isolated cases— two at Port Elizabeth and one at Durban— 
have been reported. The cases are here summarized. In 
all cases, unless otherwise stated, the Wassermann reaction 
was negative and the blood count normal. 

Groote Schuur Hospital, Capetown .— Between 1938 and 1948 
eight patients were diagnosed as suffering from disseminate 
sclerosis. These cases are summarized in Table I. nvo os 
these patients were white women born in South Ainca 
(one lived at Capetown and one at Vryburg) ; one was a Soutn 
African who had spent six months abroad ; and two otners 
were South Africans of German origin, though in the casc o 
one of these the diagnosis was doubtful. Of the remaining 
three cases, in one the diagnosis was probably wrong an 
the other two the records were jncomplele. 

Johannesburg General Hospital . — In the files at Johannes 
burg General Hospital 22 cases were classified as suffering trom 
disseminated sclerosis between the years 1938 and • -4,5. 
cases are summarized in Table II. Five of these patients ' 
indigenous white South Africans, 14 were immigrants, and _ 
the three others the diagnosis was in my opinion definite y 
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i mistaken. These last three cases will not be considered further. 

Of the five indigenous patients, the diagnosis is considered to 
' be correct in three and doubtful in two. 


Table I — Coses in Capetown 


Case 

Sex 

Age 

“Race 

Diagnosis 

■*1 Cl 

F 

46 

j 

; s a. 

i 

Symptoms of weakness in legs for 20 years, periods 

1 of remission; nystagmus, intention tremor. 

! posterior column and pyramidal tract invcrte- 
tneni Seen by me (DS) 

C 2 

F 

; -tO 

S A 

; 

Symptoms of paraesthesia on trunk, a visual epi- 
sode, dragging oflegs, with remissions, for seven 
years Sensory loss, pyramidal tract and posterior 
! column involvement (DS) 

C 3 

F 

I 

35 

SA (a) 

In England for sue months when aged 8 A five- 
years history, with remissions, of diplopi3, 
tingling in hands, and weakness of both legs 
Nystagmus, temporal pallor, and pyramidal 
tract mvohement (DS) 

C 4 

F ; 

54 

t 

IMM 

Of German origin Temporary blindness 20 5 ears 
ago, tremor, clumsiness, weakness right leg, loss 
of sensation m foot, remissions- Pallor of 
temporal half of optic disks ; cerebellar, sensory, 
and pyramidal tract involvement (DS) 

„ C.5 

t 

F 

30 ] 

IMM 

Of German ongin Giddiness and anaesthesia of 
nght side of face. On examination no lesion of 
central nervous system (Doubtful) 

C.6 

C 7 | 

cs 

F 

1 . 

; ; 

47 

S A 

! 

i * 

Twelve 5 cars ago had a temporary total paralysis 
and severe pain affecting both legs, a year later 
the right arm was similarly affected, & year ago 
blindness of nght e>e with pam No physical 
signs. (Set DS) 

; Case records incomplete 

Case records incomplete 


SA « South African white who has never been abroad S A (a) <= South 
African who has been abroad IMM = Immigrant DS = Disseminated 
sclerosis diagnosed 


Pretoria Hospital, Pretoria — The records reveal one definite 
case of disseminated sclerosis tn an immigrant who entered 
the country when he was 2 rears old, and two doubtful cases 
(Table III) 

Port Elizabeth . — Two cases were found here The first was 
that of a woman, aged 60, who was bom in South Afnca but 
had spent the greater part of her life up to the age of 39 >n 
England. First one eve then the other became affected by 
temporary loss of vision more than 20 years ago while in 
England Since then she had had attacks of weakness in the 


Table II — Cases in Johannesburg 


Case 

Sex 

Age 

Race 

Diagnosis 

J 1 

M 

39 

S A 

Weakness in nght leg, nystagmus, optic pallor, 
intention tremor, posterior column and pyramidal 
tract involvement (DS) 

J 2 

M 

40 

S A 

Unsteadiness of gait, bvperaesthesia of nght thigh 
and weakness of nght leg, nystagmus and 
pyramidal tract involvement (DS) 

J 3 

F 

43 

S A 

Blurring of vision, paraesthesia, and weakness of 
both legs, remissions, urinary incontinence 
Temporal pallor, intention tremor, sensory loss 
and pyramidal tract involvement (DS) 

J 4 

F 

37 

S A 

A two-years history of difficulty with micturition 
and dragging of feet No physical signs 
(Doubtful) 

J 5 

M 

27 

S.A 

Cramp in legs. (Doubtful) 

16 

M 

50 

IMM 

Temporary blurring of vision six years ago, now 
drags the nght leg Nystagmus, temporal pallor 
and pyramidal tract involvement (DS) 

J7 

M 

30 

IMM 

Loss of sensation tn finger tips of nght hand drags 
the nght leg. remissions Sensory loss in fingers 
and pyramidal tract involvement (DS) 

JS 

r 

37 

IMM 

Weakness of both legs and precipitancy of micturi- 
tion, remissions Pyramidal tract involvement 
(DS) 

Twenty years ago had temporary blurring of vision 
m one e> e Weakness m nght arm and nght leg. 
Pyramidal tract involvement (DS) 

J9 

F 

45 

IMM 

J to 

F 

47 

IMM 

Blumng of vision a few years ago; weakness in 
nght arm and nght leg- Nystagmus and pyra- 
midal tract involvement, (DS) 

J 11 

M 


IMM 

Insufficient details available 

J 12 

F 

31 

IMM 

Insufficient details available 

J 13 

M 

35 

IMM 

History suggestive of disseminated sclerosis but 
details of examination are insufficient 

J 14 

F 

43 

IMM 

Weakness nght leg a~d difficulty m starting 
micturition Insufficient details available 

J 15 

M 

35 

IMM 

Not disseminated sclerosis 

3 16 

F 

40 

IMM 

Historv suggestive of disseminated sclerosis. bat 
details of her physical examination are insufficient 
for diagnosis 

Insufficient evidence 

J 17 

M 

4S 

IMM 

J IS 

M 

6* 

IMM 

Weakness in both legs and difficulty with micturi- 
tion Pyramidal tract and posterior column 
involvement W R positive A svphihuc cause 
for the symptoms has not been excluded 

i 19 

M 

.31 

IMM 

\\ eakcess m left leg Left Babmsia response 
extensor; W R positive Acam a syphilitic 
cause has not been excluded 


legs and arms, with remissions, and hyperaesthesia of the left 
leg. On examination a classical case of disseminated sclerosis 
was seen : nystagmus ; temporal pallor ; and cerebellar, 
pyramidal tract, posterior column, and sensory involvement. 


Table III — Cases in Pretoria 


Case 

Sex ; 

Age j 

Race | 

Diagnosis 

pi 

M 

44 

IMM 

Immigrated from Australia when 2 years old- In 
the last nine years attacks of transient blindness 
and hemiparaestbesia. Nystagmus, intention, 
tremor, ataxia, and pyramidal tract involvement 
(DS) 

Fifteen years ago pyrexia and polyarthritis. Agglu- 
tinations for Brucella abortus positive He 
developed ataxia wnh nystagmus and Rotnbcrg- 
tsnj, is occasionally incoutment of unite, and has 
transient paraesthesiae There is pyramidal 
tract, posterior column, and cerebellar involve- 
ment This seems to be a case of focal demyeUra- 
lion following brucellosis 

P2 

M 

53 

SA 

1 

P 3 

M 

1 

j 

; 

59 j 

i 

S A 

Account translated from GtneeskurdJze T/dsk-n* 
Thirty five years ago be had weakness and loss of 
sensation in both legs, with retention a r once; 
lumbar laminectomy was performed, a short 
time later he bad double vision for a few days 
Six years ago he developed a sudden hemiplegia, 
since when he has been bednddsa. On examina- 
tion there w3s nght sided hemiplegia with bila- 
teral pyramidal tract involvement, the postena’* 
columns » ere no~maJ In ray opinion there is not 
enough evidence to diagnose dasecmmusd 
; sclerosis- The hemiplegia was probablv due to a 
cerebral thrombosis 


The second patient was the brother of the first case. He was 
also seen by me He developed a slowly increasing weakness 
starting at the extremities, over a period of three years ; this 
increased until he died following paralysis of his intercostal 
muscles There was a bilateral extensor response, with absent 
reflexes and slurring of speech. In view of the fact that his 
Sister had disseminated sclerosis this may have been a " forme 
fruste ” of the disease 

Durban . — Dr J Drummond, medical specialist, has informed 
me that he treated a case of disseminated sclerosis in a South- 
Afncan-bom girl who had not been abroad UnfortunateK 
the records have been lost, and she has long been dead As 
the records are not available, this case will have to be included 
m the doubtful" group. 

Comparison with England and Wales 

My opinion, based on the above analysis, is that dis- 
seminated sclerosis does occur among South Africans who 
have never been abroad, but the incidence ts extremely law.. 
There have been two cases at Groote Schuur Hospital, 
Capetown, both women — one who bad spent all her life 
in Capetown, and one from Vryburg — and three cases at 
Johannesburg General Hospital — one from Lichtcnburg, 
one from Rouxville, Transvaal, and one of unknown 
address: five cases tn all, scattered throughout the Union, 
and out of a white population of 2,400,000 This number 
ts too small to enable one to draw any conclusions Concern- 
ing the geographical distribution of the disease. There may 
of course have been other cases, but an obscure long- 
lasting disease would usually be discussed by the local 
doctor and eventually sent to a specialist in one of the big 
centres ; and because of its rarity the specialist would 
normally send the case to hospital for investigation. 

In South Africans who have heen abroad two cases were 
diagnosed at Capetown, five at Johannesburg, one at 
Pretoria, and one at Port Elizabeth — making trine cases in 
all (Table IV) Of the doubtful cases in South Africans 
who have never been abroad there are two at Johannesburg, 
two at Pretoria, and one at Durban — five in all. There are 
ten doubtful cases among South Africans who have been 
abroad — one at Capetown and nine at Johannesburg. 
Probably the majority of these patients do suffer from dis- 
seminated sclerosis. A striking factor about all cases is 
the mildness of the disease ; only one “‘doubtful " case is 
bedridden 
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It has already been noted that the disease is unknown 
among the native and coloured peoples of South Africa. 
Two cases have been reported in East African natives. 


Tabix IV . — Classification of Cases Diagnosed as Suffering from 
Disseminated Sclerosis in South Africa 


1 

Capetown 

Johanncsburc 1 

1 

Pretoria 

Elsewhere 

Total 

Disseminated sclerosis 1 
in South Africans who 
have never been abroad 

2 

I 

3 1 

0 

i 

i 

0 

5 

Disseminated sclerosis 
in South Africans who 
have been abroad, or 
immigrated . 

i 2 

5 

1 

f 

9 

Doubtful cases in South 
Africans who have 
never been abroad . . 

0 

2 j 

*» 


5 

Doubtful cases in South 
Africans who have 
* been abroad, or immi- 
grated 

. 

t 

9 

0 

I 

0 

10 


Brain (1940) gives statistics on the incidence of dissemi- 
nated sclerosis. His figuies arc for the year 1930. He 
estimates the incidence as 160 per million for England and 
Wales. His method of computation, based on that of 
Bramwell, assumes an average expectation oFlifc of eight 
years after diagnosis of the condition — in«my opinion a 
very modest estimate. Therefore the annual number of 
deaths from disseminated sclerosis multiplied by eight 
million divided by the population is the incidence per 
million. Later figures give approximately the same inci- 
dence. Deaths from disseminated sclerosis in 1935 were 
781 ; in 193S, 764; and in 1945, 760. The population of 
England and Wales in 1942 was 42,600,000. On the con- 
tinent of Europe the disease is widespread in Germany, 
France, Scandinavia, Austria, and especially in Switzerland. 

The figure of 160 per million in England and Wales may 
be compared with the South African figure of five cases 
out of an indigenous white population of 2,400,000. 

Swayback Disease of Lambs 
Campbell et al. (1947) reported the occurrence’ of four 
cases of disseminated sclerosis among seven workers 
engaged on research into swayback disease of lambs. This 
is a demyelinating disease, known to be associated with a 
deficiency of copper in the soil on which the affected lambs 
are bred, or with a defective absorption of copper. 

In order to obtain some information at first hand 
about swayback disease I visited Onderstepoort Veterinary 
'esearch Station and consulted Dr. de Kock, the Director, 
d Dr. Schultz, one of the research workers concerned 
• - ith this disease. 

Swayback disease is, as far as present knowledge goes, 
confined in South Africa to three small areas — a small 
coastal strip around Mossel Bay from Knysna to Bredas- 
dorp, along Saldanha Bay up to Vredenberg, and around 
Stellenbosch. It will be noticed that the five proved cases 
of disseminated sclerosis in native-born white South’ Africans 
are not confined to these “ swayback ” areas. 

South African farmers call swayback disease “ Lamkruis,” 
which means paralysis of the lumbar region ; also “ S\vaai- 
gat, or swaying back ; and “ Litsiekte,” or joint disease. 
Adult sheep are seldom affected by it, but newborn lambs 
commonly are. The incidence is never high, although it 
does vary from year to year. Affected lambs are unsteady 
m their gait and spastic in their movements. Post-mortem 
examination often discloses cavities in the cerebrum filled 
with a yellowish fluid. The cerebellum is always involved, 
though there is never cavitation there. Histological exam- 
ination of the central nervous system reveals a widespread 
round-cell infiltration and de'myelination. Much more 
detailed work is still required on the pathology’ and 
histology’ of the disease in South Africa. ' , 


Relationship between' Swayback Disease and Coppc, 
Deficiency — For many years the farmers in the “sway 
back ’’ areas have given pregnant ewes copper sulphati 
solution by mouth in order to prevent the occurrence o 
the disease in their lambs. Further, it has been showi 
at Onderstepoort that there is a relationship between th 
copper content of the grazing and the presence of th 
djscasc. In the Karroo areas, where swayback disease i 
unknown, the ruminal copper content (which is an inde: 
of the copper content of the soil) is 13 parts per million- 
a high proportion ; but in the coastal areas, where th 
disease docs occur, it is only 5 parts per million. Thi 
relationship has also been noted in England ; and there, toe 
copper sulphate is given in certain areas to pregnant ewe 
as a means of prophylaxis against the disease. Less com 
monly, but successfully, it has been used in the treatmen 
of established cases. A point of interest is that in thi 
Karroo a form of jaundice occurs in sheep, known a: 
enzootic icterus, with gross haemolysis and haematuria 
Post mortem, the copper content of the liver is found to b 
over 200 times the normal. Enzootic icterus seems to be 
form of copper poisoning, although why the copper, whicl 
is normally fixed in the bones, should be suddenly mobilize! 
is not known. Experiments arc now being carried out b 
find if copper can be mobilized in the same way as Iead- 
by giving acid salts. This research is of particular interes 
because of the possible toxic results of copper therapy i 
man. 

Relationship between Disseminated Sclerosis and Swa] 
bach Disease.— No explanation can yet be given for tl 
occurrence, as reported by Campbell et al. (1947), of foi 
cases of disseminated sclerosis among seven worke 
engaged on research into swayback disease. A low’ copp 
content of their food could hardly be more than a predi 
posing factor, as in a highly developed country such 
England the copper content of the diet cannot be supposi 
to vary much from one region to another, while the in< 
dcnce of the disease among the general public is certain 
much less than it was among these research workers. 

Margulis, Soloviev, and Shubladze (1946) claim to ha 
isolated a virus responsible for disseminated sclerosis , a' 
perhaps, therefore, an infective factor is comihon to bo 
diseases, a relative copper deficiency in the host being t 
predisposing factor. A possible explanation of the observ 
tion of Campbell et al. would then be that a copper conte 
of the body sufficient to*protect against chance infectio 
was not sufficient to do so when the infection was massr 
This of course is purely hypothetical ; but it is not at va 
ance with the known facts and does provide a hopeful ba 
for future w’ork on the problem. 

Suggested Form of Treatment for Disseminated Sclero 

Whatever the precise relationship between the two disea: 
may be, the observation 5f Campbell et al., supported 
the facts recorded in this article, does strongly suggest t 
there is some relationship, and that it resides most probai 
in there being a common causative factor (or factors), 
is therefore reasonable to suppose, that a form of treatin' 
effective against one disease will be effective, against 1 
other. Also, there is at present no form of treatment ’ 
disseminated sclerosis that is of proved value. 

Thus, while mass prophylaxis against dissenuna 
sclerosis by ensuring an adequate copper content of 
diet is neither indicated nor practicable at the. monte 
there is in my opinion much to be said for treating es ■ 
lished cases with copper sulphate. A daily dose of 4 
(16 mg.) is suggested. Even bigger doses than this have bi 
found to be safe when given therapeutically over a peri 
of many 'months to the four research workers w 



L May 14, 1949 


DISSEMINATED SCLEROSIS IN SOUTH- AFRICA 


Ewrcsa 

Medical Joukxal 


845 


'contracted the disease. However, in view of the occurrence 
of enzootic icterus in sheep from copper poisoning, the 
-possibility of overdosage with copper in man must be borne 
:in mind 

Summary 

Campbell et at. have recorded a striking incidence 0 f 
disseminated sclerosis among workers engaged on research into 
ernavback disease. 

In South Africa disseminated sclerosis is very uncommon 
So also is swayback disease ; and except in those small areas 
v. here it occurs the copper content of the soil is high. Further- 
more, treatment with copper is well known to be an effective 
means of preventing the disease and also of treating it. 

It is therefore suggested that copper therapy of established 
cases be given a trial. 
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THE USE OF PROCAINE PENICILLIN 
IN CHILDREN 

BY 
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Clinical Pathologist; Lecturer m Pathology, Unnersity of 
Sheffield 

S. M. STEWART, B.Sc. 

Bacteriologist, Demonstrator in Bacteriology, University oj 
, ^ Sheffield 

AND 

D. G. H. STONE, M.B., M.R.C.P. 

Resident Clinical Assistant to the Department of Child Health 

( From the Children's Hospital, Sheffield) 

A penicillin preparation that will give a bacteriostatic blood 
level between infrequent injections has obvious advantages 
There have been many attempts to increase the time interval 
between injections bv suspending soluble penicillin in 
various media such as beeswax and peanut oil : these pre- 
parations have not been -satisfactory 

Salivar el c/.(1948) described the formation of an insoluble 
compound by the chemical combination of procaine ant) 
penicillin in equal molecular proportions. This substatfcg 
dissociates gradually to liberate soluble penicillin, and when 
suspended in oil gives prolonged blood-serum penicillin 
levels in animals (Hobby et a!., 1948) 

Several reports have been published on the use of an 
oil suspension of procaine penicillin in man. Since a singly 
daily injection is aimed at, an analysis of the recorded 
24-hour blood-serum penicillin levels has been made anq 
is given in Table I. The only paper that is concerned with 
children is that of Carson cl at. (1949). It will be seen that, 
in the larger adult series, 34 of 62 patients (Hewitt et at., 
194S), 33 of 7S patients (Thomas el aL. 19481, and 21 of 29 
patients (I ones and Shooter, 194S) gave penicillin levels of 
over 0.03 unit per ml. 24 hours after the injection of 
procaine penicillin 

This communication reports an investigation at the Child-, 
ren’s .Hospital. Sheffield, of the serum penicillin levels 


Table I — Summary of Published IVorL 






No ■ 

of Patients 

Ratio of 
Cases 
Ghrmg 
24-hr. 
Levels 
of Over 

0 03 u (znL 





with 24- hr Serum 

Reference 

Dose m 
Units 

Type of 
Patient 

No of 
Patterns 

Levels a-/ ml 





<0 03 

0 03- 
02 

>0*2 

Herrell et at 

300,000 

Mixed 

10 

1 

6 

2 

E of 9 

(1947) 







Bo per et al 

f 300 000 

Ambulatory ; 

9 

8 

I 

0 

1 of 9 

(1948) 

i 300 000 

In-patients 

10 

4 

6 

0 

6 of 10 

fJSOOOO i 

Normal 

10 




9 of 10 

Carson et ot ' 
(1949) 

1-11 Kg I: 
( 300,600 

children j 
Bed cases ! 

41 




"The great 

| over U 1 
t Kg 






majority ” 
(740 cf 41) 


Hewitt et at 
(1948) 

/300,000\ 

1600,000/! 

In-patients 

62 

28 j 

30 

4 

34 of 62 

Hobby et al 
(1948) 

Jones and 

300,0(50 

Ambulatory 

3 

0 ■ 

3 

0 

i 3 of 3 

300,000 

Mixed 

29 

8 j 

16 

5 

21 of 49 

Shooter 

(1948) 






i 


Sulln an et al 

f 300.000 

i In patients 

17 

1 1 

14 

2 

16 of 17 

J 600,000 

2 

o ! 

2 

0 1 

2 of 2 

(I94S) 

1 900.000 


1 

0 * 

0 

i 

1 of I 


1 i ,200 ooo 


l 

0 

0 

i i 

1 of 1 

Thomas et al 

300,000 



78 




} 

33 of 73 

(1948) 





1 



obtained in 50 children following the administration of 
procaine penicillin m arachis oil To enty-five ii ere referred 
from the casualty department, and the remainder were cases 
in bed 

Method 

, The preparation of procaine penicillin in arachis oil is 
viscid, and accurate measurement is difficult Accordingly 
empirical dosage on an age basts was adopted The dosage 
was: 75,000 units (0.25 ml.) to children under the age of 
18 months, 150,000 units (0 5 ml) to children between 
18 months and 5 years, and 300,000 units to older children 
Eight of the youngest age group received 150,000 units. 
The injections were made into the vastus lateralis. The 
penicillin serum levels were estimated by the capillary-tube 
method described by Fleming (19431, using whole blood 
inoculated with Richard’s strain of Streptococcus pyogenes. 
The blood used for assay was collected in Wright’s capsules 
and was taken at varying tunes In eight children the levels 
in the first few hours were followed to assess the rapidity of 
absorption In all cases the serum levels were estimated 
at the end of 24 hours. 

Results 

In the eight cases which were observed during the first 
few hours after injection of procaine penicillin the penicil- 
lin serum levels rose rapidly, to reach a peak between two 
and six hours. Of a further eight cases in which the serum 
level was estimated 12 hours after injection, all had a 
concentration greater than 0.25 u./mt. 

An analysis of the 24-hour penicillin serum levels is pre- 
sented in Table II In 29 of the 50 patients the 24-hour 


Table II — Analysts of the 24-hour Blood Pentcdhn Letelon SO 
Children Following Intramuscular Injection of Procaine Penicillin 



Dose 

1 

« No of 

1 Patients 

Patients snth 

Age 

Units of 

1 Penicillin 

24-hr Levels 
over 0-03 n./ml 

0-17 months 

/ 75,000 

T 150 000 

1 8 
i 8 

6 

7 

IS raanths-4 5 ears 

150000 

j IS 

9 

5 >ears-I5 >ears 

300 000 

I 16 

7 

In patients 18 months-15 jears 


1 19 

U 

Out-patients 18 months-15 >ears 


i 15 l 

5 


levels vvere above 0 03 u/ ml. Of the 16 children under 

18 months, six of the eight given 75,000 units and seven of 
the eight given' 150,000 units had a 24-hour level over 
0.03 u./ml. Of the children over the age of IS months, 
16 of 34 had a level above 0.03 u./ml In. this group 11 of 

19 in-patients showed levels over 0.03 u /ml. compared 
with five of 15 out-patients 
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Thirty-six children received a further injection at 24 hours, 
and 26 of these showed an adequate concentration at 
48 hours. Twenty-three were given a third injection at 48 
hours, and 19 of these gave a level of over 0.03 u./rnl. at 
72 hours. The children presenting a low level after a second 
'injection were not always those having a low level at 24 
hours. 

No patient showed a general reaction to the injection. 
In one child there was a localized swelling at the site of 
injection which resolved in two days. 


Discussion 

This study was confined to the investigation of serum 
penicillin levels, and no attempt was made to relate clinical 
change to the concentrations obtained. We have assumed 
that a minimum bacteriostatic scrum level of 0.03 u./ml. 
is required. Although this level is that most generally 
accepted, the minimal penicillin level approved in some 
studies of procaine penicillin varies from 0.1 u./ml. (Carson 
et ai, 1949) to 0.01 u./ml. (Hewitt et a!., 1948) ; the direct 
comparison of results is therefore difficult. 

The results that we have obtained arc very similar to 
those reported in adults — i.c., that penicillin is present in 
the blood stream in significant amounts in approximately 
half of the cases 24 hours after an injection of procaine 
penicillin in arachis oil (see Table I). 

A difference in 24-hour serum levels between ambulatory 
patients and in-patients was seen in our cases. These groups 
are small, but when considered with the cases described by 
Boger el al. (1948) they yield results which arc just signifi- 
cant and indicate a more rapid absorption and excretion in 
ambulant cases. This point is important, as this prepara- 
tion is most likely to be used in ambulant patients. 

The results of Carson et al. (1949) differ a little front ours. 
The dose of penicillin that they gave to their children was 
approximately twice that given in the present series. 
Although they noted no exact correlation between serum 
penicillin titres and the amount of penicillin administered, 
the levels maintained at 24 hours were higher than ours, 
whereas the levels they obtained during the first six hours 
after injection were lower. This discrepancy may be due 
to the use of a penicillin preparation of a different 
particulate size. 

By greatly increasing the dose of procaine penicillin it 
may be possible to attain a reliable 24-hour serum penicillin 
level. Higher doses have not been given in this series, 
because of the bulk of the injection, the possible toxic effects 
of absorbed procaine, and the inhibitory action on sulphon- 
amides of procaine hydrolysed to para-amino benzoic acid 
(Carson et ai, 1949). 

We conclude that procaine penicillin, owing to the varia- 
tion of the 24-hour serum penicillin levels seen in this 
series and those of others, is not suitable for once-daily 
injection. 

Preliminary trials with a procaine penicillin preparation 
containing aluminium stearate indicate that it may main- 
tain more reliable blood levels. 


Summary 

The serum penicillin concentration after the intramuscular 
injection of procaine penicillin in arachis oil has been followed 
in 50 children. 


Procaine penicillin was absorbed rapidly, but penicillii 
titre m the blood after 24 W s .w as extremely' variable. 

P r ^ ca * n j' penicillin in arachis oil is nol an "ideal preparatio; 
childre a ^ m,nis ^ ra ' !0n penicillin by once-daily -injection i; 


In-patients in this investigation were under the care of Profes-.cr 
R. S. Illingworth. Wc would also like to thank Dr, S. Doxiadis of 
the Department of Child Health, and Professor E. J. Wayne, of ’the 
Department of Pharmacology, University of Sheffield, for the inters 
they have taken in this investigation. 
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ACUTE PORPHYRIA AND ASSOCIATED 
ELECTROLYTE CHANGES 

BY 

DEWI DAVIES, M.B., M.R.C.P. 

The porphyrias arc attracting increasing interest in Britain, 
though most of the work on the subject still appears in 
Scandinavian and American literature. The history of the 
porphyrias is reviewed by Nesbitt (1944). 

Acute and latent porphyria arc different phases of one 
disease, a chronic disorder of pyrrole metabolism which 
is sometimes familial. " The aetiology remains unknown. 
Barbiturates, often cited as precipitating factors of the acute 
phase, seem to have been given following the onset of 
clinical manifestations in .most cases. Symptoms usually 
appear between the ages of 20 and 45. The chemistry and 
reactions of the porphyrins have been reviewed by Dobrinei 
and Rhoads (1940), Prunty (1946), Jorgensen and With 
(1947), and Discombe (1948). 

The case of acute porphyria here presented showed mosi 
of the classical features of the disease. The presence ol 
testicular atrophy, not previously reported, may be coiner 
dental. Some cases may show only some of these features 
and urinary discoloration may be inconspicuous, so tfia" 
only increasing awareness of the condition and of the test 1 
described by Discombe will lead to early and more freqnen 
diagnosis. 

Chronic porphyria and porphyrinuria, distinctly separat 
entities from acute porphyria, are respectively described b; 
Mason, Courville, and Ziskind (1933) and by RimingM 
(1943). 

Case History 

A man aged 20 was admitted to a Royal Naval hospit-i 
on Nov. 14, 1947, -with abdominal pain of four days’ duration 
His father had suffered • from bouts of abdominal pain j° 
several years and died at the age of 43 after a “ cold ” appends 
ectomy. His mother, two brothers, and a stepbrother by in 
same mother were well. Their urine showed no porphobilin 
ogen or spectroscopic evidence of porphyrins. His alcono 
consumption was negligible, and there was no evidence tM 
lie had taken -drugs at any time. 

' He had been quite well until June, 1947, when he com 
plained of periumbilical pain, vomiting, and constipation, an 1 
two days later (June ll)<Tie was admitted to hospital. 
symptoms continued for two weeks.- The day after admiss'^ 
his pulse rate rose to 90-100. It remained so for three ' veS . 
and then fell to 85-90. The only findings were a mild anaerm 
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nd achlorhydria. He was symptom-free on discharge on 
uly 25. 

Apart from the loss of some 10 lb'. (4.5 kg.) in weight he 
remained well until Nov. 11, when he was admitted on the 
fourth day of this illness. He complained of constant aching 
pam in the lower abdomen. He had vomited thrice and had 
obstinate constipation. The temperature was 97.4° F. (36.3° C.) 
'and pulse 80. He looked thin and ill. The sclerotics had an 
• unusual brownish tint, not due to biUrubinaemia. There was 
no pigmentation of the skin. He had generalized abdominal 
tenderness and considerable borborygmi. The testicles were 
small, measuring about 2 cm. in their long diameter. No other 
abnormality was noted. The temperature remained normal 
throughout the illness. 

On the sixth day his pulse was 80. He was restless at night 
and was found sleep-walking. The next two days his pulse 
was 80-100 and the blood pressure 140/90. He was very 
miserable, lying curled up and complaining of his pain. All 
tendon-jerks were found to be sluggish. On the ninth day, 
after being delirious during the night, he had hallucinations. 
Acute porphyria was at this time first considered as a diagnosis 
on the combination of abdominal and nervous symptoms. 
The urine was macroscopically normal, but no chemical tests 
were done. . The nightly administration of pentobarbitone 
(“nembutal”) was stopped. On the 10th and 11th days his 
pulse was 90-120 and. the blood pressure 115(85. Delirium and 
hallucinations continued, but pain had subsided. The urine on 
the 11th day had a pinkish tinge. 

Examination with a Hartridge reversion spectroscope showed 
no definite absorption bands (but had a thick layer been used 
as recommended by Chandler, Harrison, and Rimington (1939) 
a positive .result might have been obtained). The porpho- 
bilinogen test was not done. A psychiatrist diagnosed schizo- 
phrenia and advised transfer to a psychiatric hospital. This 
was done, but as it was still considered that the diagnosis was 
acute porphyria urine was kept for further examination. In 
three days this became dark brown in colour, and spectroscopy 
showed the absorption bands of acid porphyrin. 

He was brought back to the general ward on the 16th day. 
He was mentally clear, and had noticed weakness of the arms, 
with difficulty in sitting up, for the previous two days. The 
urine appeared normal when passed. The pulse was 80-120 
and the blood pressure 120/80. There was only flickering 
contraction of deltoid and pectoralis major muscles, with slight 
weakness of all the arm muscles. Biceps-jerks were absent. 
Flexion of the spine was very Weak. On the 20th day the 
knee- and ankle-jerks were absent and there was some weakness 
of the legs. 

Between the 22nd and 24th days he was again restless and 
delirious. Impaired pain sensation was found on the inside 
of the thighs. His condition was critical between the 24th 
and 28th days, and his pulse rate rose to 140. Thereafter there 
was very gradual improvement. By the 36th day he was 
mentally alert, there was some increase in power in arms and 
legs, the knee and ankle reflexes were normal, and no sensory 
changes were found. The pulse was still 110-135. By the 
55th day the pulse was 85-100 and the blood pressure 
115/80. 

In the 10th week there was transient nausea and abdominal 
pain and a phase of hypotension ; the blood pressure was 95/70. 
By the 17th week there was still considerable weakness of the 
deltoids, and the pulse rate ranged between 85 and 100. During 
the 21st week he had another attack of abdominal pain lasting 
about a week. Twenty-six weeks after the onset he was gaining 
weight and his arms were improving in strength. 

Porphobilinogen and porphyrins were found in the urine- 
throughout the period following diagnosis. Detailed examina- 
tion of the porphyrins was not undertaken. 

Subsequent History . — On July 3, 1948, he was admitted to 
hospital under the care of Dr. G. A. Emmerson with a recur- 
rence of abdominal pain and severe insomnia. Hypertension 
and tachycardia were present and low serum sodium and 
chlorides were recorded. His abdominal pain gradually sub- 
sided. but the pulse* rate rose to 110-130. On July 14 he 
complained of hoarseness. Phonation appeared to be weak, and 
there was weakness of extension of the right wrist: He died 


■ suddenly and unexpectedly on the morning of July 16. No 
barbiturates had been administered. 

Post-mortem examination showed pulmonary oedema and 
some bronchopneumonia and a flabby, thin myocardium. The 
testicles were not examined. Dr. F. T. G. Prunty reported on 
some of the tissues sent for examination. The lungs showed 
bronchopneumonia. There was some old and active tubercu- 
losis in a tracheo-bronchial lymph gland. The liver showed 
early central necrosis in some lobules, and the liver cells 
contained brownish pigment granules not yet identified. The 
kidneys contained epithelial debris in some capsular spaces 
and there was capillary congestion. The convoluted tubules 
were the site of cloudy swelling, and in some places atrophy and 
pyknosis of nuclei had occurred. The adrenals were greatly 
hypertrophied, and the cells of the fasciculata in places gave 
evidence of lipoid depletion. 

Investigations. — Body weight : 13th day, 104 lb. (47.2 kg.) ; 
27th day, 91 lb. (41.3 kg.) ; 40th day, 88 lb. (39.9 kg.) ; 75th day, 
89 lb. (40.4 kg.); 110th day, 92 lb. (41.7 kg.). Urinary 
creatinine : 5th to 7th weeks, 0.5-1. 4 g. per 24 hours. Urinary 
creatine : 42nd day, nil. Wassermann reaction negative. 
Fourth week : Serum bilirubin less than 0.5 mg. per 100 ml. : 
cephalin flocculation and Takata-Ara reaction negative ; 
alkaline phosphatase, 3.8 King-Armstrong units. Quick’s 
intravenous hippuric acid test : (30th. day) excretion, 0.78 g. 
hippuric acid (as sodium benzoate); (107th day) excretion. 
0.97 g. hippuric arid. Serum proteins (42nd day). 7.6 g. — 
albumin 5.3 g., globulin 2.3 g. Glucose-tolerance test (35th 
day) : fasting, 74 mg.; 4 hour, 110 mg.; 1 hour, 158 mg.; 
14 hours, 146 mg. ; 2 hours, 128 mg. per 100 ml. White blood 
count, 7,900-14.000 per c.mm. Red blood cells : — 9th day : 
red cells, 4,790,000 : Hb, 1 2.6 g. 1 7th day : red cells, 4.670,000 ; 
Hb, 12.7 g. ; P.C.V., 46/100; M.C.V., 98.5 c>* ; M.C.D., 7.4 
42nd day : red cells, 5,130.000; Hb, 14 g. ; P.C.V., 50/100. 
79th day : red cells, 4,600,000 ; Hb, 12.6 g. ; P.C.V., 46/100; 
M.C.V., 100 c/». Electrocardiograms showed left axis deviation 
and very low T waves in leads I and CR4. 

Electrolyte and Renal Function Changes in Acute 
Porphyria 

The occurrence in acute porphyria of low serum sodium 
and chloride was described by Abrahams, Gavey, and 
Maclagan (1947) and Linder (1947). They also noted that 
despite low serum levels the urine still contained consider- 
able quantities of chlorides. Both suggested that there was 
adrenal insufficiency. 

In the present case low serum sodium and chloride levels 
were confirmed. The patient was placed on a special diet 
with a varied chloride intake. Desoxycortone acetate and 
adrenal cortical extract were given in addition for two 
periods. During the investigation there was no vomiting, 
diarrhoea, or excessive sweating. The urinary excretion 
of chloride was estimated daily and the serum levels were 
estimated at intervals (see Table). Sodium balance might 
have been of greater value, but chloride estimations taxed 
laboratory facilities considerably less. 

It was found that the chloride output was directly pro- 
portional to the intake, and that cortical extract and des- 
oxycortone acetate had no effect on this. During the first 
period of administration the patient’s condition was deteri- 
orating, and during the second period spontaneous improve- 
ment had already started. During both periods there was a 
rise in serum sodium, but this seemed to be part of a 
gradual rise that took place throughout the period of 
observation rather than an effect of drug administration. 
Chloride levels showed considerably less change through- 
out. Potassium had fallen before the administration of 
desoxycortone acetate, and the initial high level may have 
been produced by increased tissue breakdown, as there was 
a pronounced loss in . weight at this time. Dehydration was 
not obvious clinically, and red-cell estimations suggested 
its presence about the 42nd day only. The alkali reserve 
was normal throughout. These findings indicate that 
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Table, showing Chloride Estimations and Serum Levels 


Day: 

17 

18 

m 

20 

21 

22 

23 

24 

25 

26 

27 

28 

39 

47 

53 

57 

64 

, 71 

79 

107 

Fluid intake (litres) 


7-50 

2-35 

2-55 

2-27 

1-48 

3-10 

2*30 

3*10 

2*45 

1*94 

1*94 



m 

Hi 

■ 




Urine vot. (litres) . . _ . . 

1-01 

1-13 

1-65 

1-90 

1*88 

1-64 

? 

2*02 

1-82 

215 

7 

2*10 

9 

9 


■ 

9 


1 


Chloride intake (as g. NaCl) 

2-75 

4-10 

4-75 


160 

11-3 

20*5 

14*0 

18*0 

16*5 

12*4 

12*3 

■ 

104* 

■ 

■ 

9 

mm 

■ 


Urine Cl (as g. NaCl) . , 

3-8 

4*4 

4-75 


10*5 

12*4 

7 

19-3 

17*8 

15*6 

7 

20*6 

i 


1 

■ 


u 

■ 



Na 

K 


225 

25 


■ 

■ 

■ 

230 

20 

II 

■ 

_ 

W 

244 

19*4 


265 

21*4 

280 

21-6 

282 

280 

320 

20*0 

330 

18*2 

325^ 

Ca 


7*5 





8-1 

HI 

IiU : ' 


'M v 



9*8 

10*0 

10*0 


9*8 

10*0 


si 

Cl as NaCl 


495 


505 



495 

■ 


■ 


495 

500 


515 

495 

495 

520 

528 

,490 

HCOi as vol. CO, . . 


69 


72 



69 





73 


65 

72 

74 


65*5 

67 


It 

POi . 



■ 



■ 

■ 

■ 




4*4 

4*0 

4*05 


3*96 

3*65 


Urea . . 


50 


52 

■ 

m 

43 

H 

1 . 


m 

43 

46 

39 

26 


28 

68 

32 

38 

Pulse ranee 

120 

"flO 

NO 

no 

120 

120 

120 

140 

140 

135 

135 

f£2 

120 

110 

100 

95 

no 

90 

105 

100 



80 

90 

98 

98 

115 

too 

105 

no 

120 

no 

120 

m 

105 

100 

90 

85 

100 

80 

95 

85 

Blood oressure 


_ 120 


135 




125 

120 

125 

115 

120 

120 

120 

125 

115 

105 

110 

no 





80 


110 




95 

90 

95 

85 

95 

85 

fli 

90 

80 

70 

80 

SO 



23rd to 27th days: 10 mg, of desoxycortone acetate were given by injection daily. 48th to 53rd days: 10 mg. of desoxycortone acetate plus 5 ml. 
cortin B.P.C. were given daily. A total of 500 mg. of pantothenic acid was given intramuscularly between the 57th and 70th days. 


adrenal deficiency played no part in the production of the 
electrolyte picture. This is in harmony with the post- 
mortem findings, which suggested adrenal overactivity rather 
than underactivity. 

Broch (1945), in a varied collection of conditions, found 
similar electrolyte changes without any appreciable response' 
to salt therapy. He could find no harmful effect attributable 
to the electrolyte changes in themselves, and warned of the 
danger of giving intravenous saline, in the absence of dehy- 
dration, in an attempt to correct the electrolyte levels. 

Oliguria and a moderately raised blood urea are very 
often found in acute porphyria and are usually attributed 
to circulatory disturbance. Albuminuria occurs in the 
minority and is usually slight. It was absent throughout 
in the present case. Water balance and serum-urea levels 
are shown in the Table. 

The urea clearance test on the 58th day' showed 60% 
of average normal function in the first hour and 62.5% in 
the second hour, on the 78th day 64% and 56%, and on 
the 107th day 58% and 51%. Thus in this case there was 
evidence of relatively persistent renal disorder. The find- 
ings suggest that attention should be directed to the kidneys 
for the explanation of the alteration in serum electrolytes. 
That the kidneys are responsible is perhaps further sup- 
ported by the findings in a recently observed case, not 
yet fully investigated, in which only minor changes in serum 
electrolytes were found and renal function appeared to 
be normal. 

Pantothenic Acid Deficiency and Porphyria 

Liver and vitamin B have been recommended for acute 
porphyria, but little improvement attributable to their 
administration has been recorded. 

Pantothenic-acid deficiency in animals results in failure 
to grow, porphyrin deposits on whiskers, gastro-intestinal 
symptoms, tachycardia, prostration, neurological changes, 
and coma, associated with low bipod chloride and raised 
urea. Post mortem there is myelin degeneration of the 
nervous system, degeneration of the liver, adrenal cortical 
exhaustion, and renal tubular degeneration (Deane and 
McKibbin, 1946). No defect in sodium conservation is 
revealed (McQueeney, Ashburn, Daft, and Faulkner, 1947). 
In this state there is at least superficial resemblance to acute 
* 5( ?. r I '^ r * a ‘ ^ ur! ^ er > & was shown that pantothenic acid 
will reduce or abolish porphyrin excretion produced by 
drugs (Hoesch, 1947). Its effect in acute porphyria was not 
studied. 

In the present case 500 mg. of pantothenic acid was given 
by intramuscular injection between the 57th' and 70th -days, 
there ' vas no appreciable change in the rate of clinical 


improvement or in the pulse and blood pressure. It was 
not practicable to assess the quantitative excretion of 
porphyrins, but the depth of colour produced in the 
porphobilinogen test, though of little value in assessing 
quantitative excretion, showed no appreciable variation. 
Between the 64th and 71st days the sodium level, previously 
steady, rose from 280 to 320 mg., and this level was main- 
tained. There was a temporary rise in urea (see Table). 

Thus the only evidence of a beneficial effect from panto- 
thenic acid was given by the serum sodium level. Whether 
this was therapeutic or coincidental can be assessed only 
by its trial earlier in a crisis. That a deficiency of the 
vitamin is a factor in precipitating a crisis seems unlikely. 

The conclusions arrived at are: (1) that the changes in 
serum electrolyte levels in acute porphyria are not depen- 
dent on adrenal cortical deficiency but are probably due to 
renal damage ; (2) that pantothenic acid, reported as bene- 
ficial in chemically induced porphyrinuria, .is of doubtful 
value in acute porphyria, though further trial is advisable. 
I realize that conclusions drawn from the investigation ol 
a single case may require modification with further 
experience.* ” 

Summary 

A classical case of acute porphyria is presented. The previous 
finding of low serum sodium and chloride is confirmed, and 
it is shown that these are not due to adrenal deficiency but 
are probably dependent on renal damage. 

The relationship between pantothenic acid and porphyria it 
discussed and observations during pantothenic acid therapy arc 
described. 

I am indebted to the Medical Director-General of the Navy and tc 
Surgeon Captain J. G. Holmes, Royal Navy, for permission tc 
publish this case, and to Surgeon Commander H. J. Bennett, Dr 
G. A. Emmerson, and Dr. F. T. G. Frunty for use of their findings 
I wish to thank Dr. Philip Hamill and Dr. A. J. Shillitoe for advict 
and criticism in the preparation of this paper, and, above all 
Sick-Berth Petty Officer J. G. Scott for his valuable laboratory work 
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RETAINED PLACENTA AND POST- 
PARTUM HAEMORRHAGE 

BY 

H. L. SHEEHAN, M.D., D.Sc,, F.R.C.P. 

Professor of Pathology, University of Liverpool 

Though the complications during the third stage of labour 
and immediately after it are really the province of the 
obstetrician, it may perhaps be of interest to consider them 
from the somewhat different point of view of the patho- 
logist . The following observations are based on a series 
of 98 patients with such complications who died and were 
studied at necropsy at Glasgow Royal Maternity Hospital. 
Sixty-six of these patients died as a direct result of haemor- 
rhage and shock, nearly always within 12 hours after the 
delivery of the baby. The other 32 had similar haemor- 
rhage and shock but recovered temporarily ; they died later 
in the puerperium from other causes. 

It will of course be clear that the relative frequency of 
.be complications of the third stage in the present series of 
fatal cases is probably not the same as that in patients 
who do not die. It should also be remarked that the 
present data cannot be compared directly with those of 
Glass and Rosenthal (1948), as the cases have been 
classified on quite different lines. 

Retained Placenta 

For the present analysis the placenta has been considered 
as “ retained ” if there was delay or difficulty in its delivery, 
and also if severe haemorrhage occurred early in the third 
stage and necessitated emergency measures for the removal 
of the placenta. The cases have been divided into five 
groups according to the main factors causing the retention. 
These factors were determined from the necropsy findings 
when all or part of the placenta remained in the uterus 
at the time of death, and from the obstetrician’s description 
of the details of removal when the placenta had been 
removed during life. 

Constriction Ring (2 Cases). — In this type the placenta 
separates completely but is held in the uterus by a constriction 
ring (Fig. 1). This is only a rare cause of death. Both patients 
had manual removal, but died a few hours later 

Atonic Non-detachment (45 Cases).— This failure of separa- 
tion of a normally attached 
placenta is a common 
cause of death. If the 
placenta is still in the 
uterus at necropsy the 
uterus does not appear 
well retracted : the upper 
three-quarters of the 
placenta is attached as it 
had been during the preg- 
nancy. but its lower por- 
tion (about one-quarter) is 
usually separated. The 
placenta is not pathologic- 
ally adherent anywhere, 
and can be peeled off quite 
easily from the opened 
uterus (Fig. 2). When the 
placenta has been removed 
before death the uterus 
appears quite norma! at 
necropsy and is well re- 
tracted ; it does not con- 
tain placental remains, 
though if the patient has 
lived for a few hours after 




Tic. 2 — Attached non-ndhcrcru 

placenta 


the removal there is the usual small mass of clot attached to 
the placental site. 

The haemorrhage that occurs in many of these cases is well 
accounted for by the separation of the lower edge of the 
placenta. The failure of separation of the whole placenta 
appears to be due to uterine atony during the third stage. 
The present series of cases give no clear information why this 
atony occurred. Throughout the second stage the uterus had 
functioned excellently; the labours were nearly always normal, 
though a few were unduly short, and only two of the patients 
had an anaesthetic for the delivery. During the third stage 
there is clear evidence of atony, and it might reasonably be 
expected that this atony would continue subsequently. How- 
ever, as soon as the placenta is delivered the uterus appears 
to act normally; none of the patients in the present series 
had haemorrhage after the placenta was removed. 

A study of the general data shows that a rather high propor- 
tion of the patients were advanced multiparae and' that two 
of them bad bad a retained placenta at the last delivery: the 
evidence from the present series is insufficient to allow of valid 
conclusions on the significance of these factors. 

Partial Adhesion (38 Cases). — This group of cases is 
characterized by an abnormality of attachment of the placenta 
at one part of the uterus, usually in its upper half. The 
placenta bulges out into a bay in the uterine wall so that the 
myometrium is thin, sometimes only 2-3 mm. The placenta 
can be removed from this site at necropsy only by fearing 
through the attachment, leaving small tags behind. The under- 
lying myometrium is quite tough ; in the present series the 
wall was never perforated in the course of manual removal 
during life or in tearing off the placenta at necropsy. Occasion- 
ally the whole placenta is found in the uterus at necropsy, but 
the commoner condition is that most of the placenta has been 
removed, leaving a mass adhering in its bay in' the uterine wall 
(Fig. 3). If the placenta has been completely removed during 
life the only remaining evidence is the area of very thin 
uterine wall. 


Complete Adhesion (6 Cases). — This is the condition knoWD 
as placenta accreta. The adhesion is similar to that in -the 
previous group, but is almost universal instead of being limited 
to only one or two areas. The uterine wall is scalloped out 


into a series of bays, each 
(Fig. 4). The adhesion is 
sometimes so complete 
that no separation occurs 
at all and there is thus no 
haemorrhage. Usually the 
patient dies with the 
placenta in the uterus, or 
she has 3 hysterectomy. 
However, in two of the 
present cases the condition 
happened to be met with 
mthe course of a caesarean 
section, and the operator 
removed the placenta by 
blunt dissection 

The last two groups, 
the partial and the com- 
plete adhesions, appear 
pathologically to be 
merely different degrees 
of the same process. This 
seems to originate early 
in pregnancy, as it occurs 
in some abortions. It 
was associated with pla- 
centa praevia in eight of 
the present cases ; the 
adhesion in these was 
commonly in both the 
upper and the lower seg- 
ments. Previous re- 
tained placenta and 
previous puerperal 


of which may be very extensive 



Fig ? — Partially adherent 
placenta 



4 — Accrete placenta. 
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infections do not appear to be important factors, as 
adhesion occurs in primiparae with the same relative fre- 
quency as in muitiparae. The condition has no' obvious 
effect on uterine function : many of the labours were short, 
and the average duration of the first and second stages 
together was 15 hours. 

Intraperitoneal Rupture (2 Cases). — These were ruptures of 
the uterus with escape of the placenta into the peritoneal 
cavity so that it could not be delivered. 

Factors Leading to Death from Retained Placenta 

Most of the patients die within eight hours after the 
birth of the baby ; the particular manner of death appears 
to be a combination of shock and haemorrhage in varying 
proportions. There are three factors to be considered in 
this connexion : blood loss, traumatic shock due to the 
manner of removing the placenta, and the length of the 
third stage of labour. 

Blood Loss 

Some patients have brisk haemorrhage ; others have a 
gradual but continued blood loss which may be much 
greater than is appreciated. These patients may die from 
haemorrhage unless treated early by adequate blood trans- 
fusion. But many patients have relatively little blood loss, 
and death in these cases seems to be due essentially to 
shock. 

Trauma of Interference 

Every obstetrician has seen patients who collapsed 
shortly after forcible expression of the placenta or after 
manual removal. This has led to the widespread con- 
demnation of both these procedures : it is usually main- 
tained that manipulations such as these are of their very 
nature almost bound to lead to shock. On the other hand, 
the trauma involved cannot be compared with that which 
occurs in the ordinary process of delivery of the baby, and 
this does not cause shock. The present series of cases 
happens to give some information on the problem of 
whether these methods of removing the placenta are in 
themselves productive of serious shock. 

In the hospital where these necropsies were performed 
there were three obstetric units, each of about the same 
size and with the same intake of patients, so that their 
results may fairly be compared. The chief obstetrician of 
one of these units held very strong views on “ mismanage- 
ment of the third stage.” His guiding principle was to 
leave the placenta to separate naturally even if this took 
a long time. He made strict rules in his unit that there 
should be no interference with the uterus. Control of the 
fundus was allowed, sufficient to prevent bleeding, and 
gentle expression was permitted when the placenta was 
obviously lying free in the lower segment or vagina. Apart 
from this, there was a clearly stated policy against expres- 
sion, Crede s manoeuvre, or manual removal. On the other 
hand, in the other two units the staff was allowed consider- 
able freedom in attempts to get the placenta away. 
Expression of various types was attempted, probably in 
many cases with ascending grades of force, and, if this- was 
unsuccessful, manual removal was performed. (Intravenous 
ergometrine had hot become a recognized treatment at the 
time these cases occurred.) The Table shows the number 
of deaths in the three units. 


Results of -Treat mem of Retained Placenta 



Interference 
Unit 1 

| Interference 
Unit 2 

Non-interference 

Unit 

Deaths within 12 hours: j 




Placenta delivered . . . ! 

9 

9 

5 

Placenta In utero . . . . • 

4 

2 

11 • 

Deaths after 12 hours: 




Placenta delivered 

6 

12 


Placenta In uirro 

1 0 

0 

4 


The 16 early deaths in the unit where non-interference 
was the rule are not significantly different from the 13 
1 1 early deajhs in the other two units (which are termed, 
purely for contrast, “interference units”). The only 
obvious effect of the policy of non-interference was a ten 
dency for the patients in that unit to die with the placenta 
still in utcro. So far as these figures go, they suggest that, 
though forcible expression and manual removal may no 
be ideal procedures, their omission in cases of retaine! 
placenta is at any rate just .as harmful to the patient a 
their performance. It does not appear that progress-in thi 
treatment of retained placenta will be achieved along thi: 
particular line of non-interference. 

Duration of Third Stage 

The most striking point in the present series of necropsie 
is that, with certain special exceptions which are discusset 
below, the third stage of labour had been allowed to con 
tinue for three hours or more. This is shown in Fig. 1 
which deals 
only with 
the patients 
who died of 
haemorrhage 
or shock. The 
clear parts of 
the columns 
indicate the 
time of re- 
moval of the 
placenta ; the 
patients lived, 
on the aver- 
age, about 
two hours 
longer. The 
black parts of 
the columns 

represent patients who died with the placenta still in uien 

The six deaths following immediate removal of th 
placenta form a special group — three cases of caesareai 
section in which the placenta was found to be' gross!, 
adherent, and three cases of enormous haemorrhage whicl 
necessitated immediate manual removal but which wa 
followed by rapid death, purely from blood loss. Ther 
were no deaths of patients who had the placenta remove 
between a half and two hours after the delivery' of th 
baby. Most of the deaths occurred in cases in which th 
placenta had been left in utero for three to seven hour: 
The particular kind of treatment, whether removal of tV 
placenta or leaving it in the uterus, did not seem to be 
significant factor at this stage. 

A great variety of interpretations can be placed on th 
significance of this prolonged third stage, but they are a 
speculative. The important question is whether the mo: 
tality would be reduced if the third stage was always con 
pieted in less than one . hour — by oxytocic drugs or b 
expression or by manual removal. Unfortunately th: 
question cannot be answered, as there does not seem t 
be' an adequately controlled investigation of the matte: 

Post-partum Haemorrhage 

In the series there were 25 cases of severe haemorrhag 
following delivery of the placenta : 16 of these patient 
died within seven hours mfter delivery ; the other nin 
recovered temporarily but died later in the puerperiun 
These fall into two groups. 

Rupture of Uterus (6 Cases). — In. these patients the cause c 
the bleeding was found at necropsy to be rupture of the uten 
or significant cervical tears ; the amount of the haemorrhas 
varied. 





TIME OF REMOVAL OF PLACENTA 

HOURS AFTER DELIVERY 

I-ig. 5. — Duration of third stage of laboui 
Clear parts of column = time of removal o 
placenta ; black parts — patients who died wit 
placenta still in utero. v 
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MYOTONIA 

'« ;tonia. Thomsen's Disease (Myotonia Congenita), Paramyo- 
’ • f, and Dystrophia Myotonica. A Clinical and Heredo- 

- .,‘gic Investigauon. By Eivind Thomasen. Translated from 

■' ‘ , 'utch by Finn Brink Carlsen. (Pp. 251 ; 17 figures. £1.) 

A" " irk: Unitersiteisforlagei i Aarhus. London: H. K.. Lewis 
' -* '1. 194S. 

' / v is defined as a peculiar functional disturbance of 

- , * - tusculature characterized by an abnormal protracted 

* ,'ntraction. It is accompanied by a typical electrical 
‘n whereby muscular contraction continues for 
, • > mds and then subsides gradually. Myotonia is a 

- ■ , j ' manifestation of the hereditary disorders 

- y j igenita (Thomsen’s disease), paramyotonia (Eulen- 

- 1 - ' 1, and dystrophia myotonica (myotonia atrophica). 

. _ ’ . -s, though admittedly rare, are among the most 

- ' leurological affections. Dr. Thomasen’s mono- 
. - ble contribution to the literature of this subject, 

- " - he English-speaking reader a detailed account 
- . ‘.nanifestations. The author was fortunate in 

• - ' ' . his personal experience of these affections. 

• - - f dystrophia myotonica are drawn from 21 

- ' th 874 living members, among whom there 

■ ses of the disease. In the case of Thomsen’s 
,. . irveyed five families, comprising 465 living 
29 were afflicted with the disorder. Dr. 
- . * s attention to the syndromes described 
■ . Debre and Semelaigne in which muscle 

' otonoid features are associated with 

J ■ ■ 'or is particularly interesting when dis- 

on’s views on the identity of Thomsen’s 
• 'yotonica. He discusses the arguments 

* > res to the conclusion that the two 
_ ’ ' -lions. 

r - - Macdonald Critchlcy. 
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vL OBSTETRICS 

•tries. By O’Donel Browne, M.D., 
C.P.I., F.R.C.O.G. 2nd edili- 
■ 35s.) Bristol: John Wright 


In this be ,J~ onel Browne has set himself an 

extremely din ... .tempting to cover the management 

and treatment all obstetrical conditions, normal and 
abnormal, within me limit of 250 pages. Even when theoretical 
considerations are omitted as far as possible, the field is large 
and much of it must of necessity receive a thin and unsatis- 
factory covering. In a work of this size it is perhaps a better 
policy to deal adequately with a few common obstetrical 
problems. This book has, of course, many good features, and 
among these may be mentioned the clear and well-illustrated 
accounts of the technical details of obstetric manoeuvres. In 
many respects, however, it invites adverse comment, despite 
criticism being forestalled to some extent by the author’s 
pointing out that the book presents unqualified personal 
opinions and that it should be read in conjunction with the 
more standard textbooks rather than in place of them if the 
reader is to obtain a proper perspective. 

Twelve years have elapsed since the first edition was pub- 
lished, and this period has seen great changes in outlook and 
practice in midwifery. To bring the book thoroughly up to date 
would therefore have necessitated rewriting it almost com- 
pletely. As it is, it gives the impression that the revision has 
been patchy, and the effect is a rather curious mixture of 
ancient and modem. To take two examples only : penicillin 
is used for puerperal sepsis but not for acute mastitis ; the 
modern classification of pelvic shapes is included, but the treat- 
ment of thrombophlebitis is the same as practised twenty years 
ago, and there is no mention of anticoagulant drugs. The 
absence of any attempt to indicate the relative importance of 
different conditions is also noticeable. 

It may be that the author has often deliberately described 
treatment which is not ideal, having in mind those of his 
readers who will be called to practise under circumstances far 


from perfect in- some of the remoter parts of Eire. Indeed, 
the book is primarily intended for Professor O’Donel Browne’s 
own students and to supplement his personal instruction to 
them. It may serve this purpose well, but the general reader 
will find it less helpful. 

T. N. A. Jeffcoate. 


ECLAMPSIA 

Eclampsie et Eclampsisme. By Henri Vignes. (Pp. 220. 450 
francs.) Paris: Masson et Cie. 1948. 

By this new publication Henri Vignes has increased his already 
great reputation. He has compressed into some 200 pages most 
of what has been written or recorded about eclampsia. Indeed, 
one cannot recall any comparable work on the subject, and it 
is hoped that it will be translated into English. The book is 
a typical French publication, with little effort to produce a 
table of contents and with none of the precise classification 
usually provided by German writers. Its success depends 
essentially upon clarity of expression and the wide knowledge 
of the author. References are ingeniously incorporated in the 
text, with references to the important papers placed at the 
bottom of each page. No publication of importance seems to 
have escaped notice, and proper stress is placed upon work 
done in Great Britain, though (on page 70) F. J. Browne is 
referred to as “ Browe.” The author stresses no particular 
theories and no particular therapies. His attitude is one of 
an impartial judicious summing-up. The volume merits the 
highest praise. 

Wilfred Shaw. 

VITAMIN DEFICIENCY SYNDROME 

A Nemo-Vascular Syndrome Related to Vitamin Deficiency. By 
Hendrik Smitskamp. (Pp. 114. No price given.) Amsterdam: 
Scheltema and Holkema’s Boekhandel. 

During the recent war a group of Dutch medical men made 
a study of the malnutritional syndromes which were met with 
among the inmates of a Japanese P.O.W. camp at Bandoeng, 
Java. This group included Dr. O. L. E. De Raadt, otoneuro- 
Iogist, Dr. J. Schwartz, ophthalmologist, the iate Dr. Buitelaar, 
neurologist, who did not survive the hardships of war. Dr. Van 
der Hoeven, neurologist, and Dr. H. Smitskamp, general 
physician. One section of their observations has already been 
published and reviewed — an M.D. thesis (Leiden, 1947) entitled 
“ Pellagra in the Oto-neurology and Rhino-laryngology,” by 
De Raadt. This book is also an M.D. thesis, and the author 
discusses the condition commonly known as “ burning feeL” 

In Part 1 successive chapters are on the clinical manifesta- 
tions, the results obtained by means of capillaroscopy, labora- 
tory findings, and therapy ; in Part 2 on history, current 
literature, aetiology, pathogenesis, the differential diagnosis 
from erythromelalgia, acrodynia, and acroparaestbesia. In 
1943 some 700 patients were seen at a clinic set np for malnutri- 
tional disease ; from these 347 were selected and formed the 
subject for study. The observations made by Dr. Smitskamp 
do not differ materially from those made by our own medical 
men in other P.O.W. camps in the Far East, but they form a 
very interesting and detailed complementary contribution to 
the subject. He noted that optic neuropathy occurred in 42.8% 
of the cases of “ burning feet,” and in 27.8% of those with 
“ otoneurological aberration.” “ Epithelial lesions ” (cheilosis, 
scrotal dermatitis) were very’ common, but occurred also among 
those not suffering from the syndrome — 31% and 25% respec- 
tively. He remarks on the close association of the syndrome 
with signs of hyporiboflavinosis to the exclusion of beriberi and 
pellagra. 

This paper will interest those who are familiar with the 
literature of the deficiency syndromes. 

/ Hugh S. Stannts. 

A POPULAR SIGNPOST 

Anaesthetics and the Patient. By Gordon Ostlere, M.A., M.B., 

B.Chir.. DA. Sigma Introduction to Science 15. (Pp. 166. 

7s. 6d.l London: Sigma Books. 1949. 

This is one of the “ Introductions to Science ” series, and fills 
a real need in being addressed to that large section of the 
intelligent lay public which is repelled by the sentimentality 
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and inaccuracies of most of the “popular” works on anaes- 
thesia but cannot follow the highly technical style of scientific 
textbooks. Dr. Ostlere sets out in lucid and sober fashion the 
present position of anaesthesia and should reassure many a 
nervous patient about to undergo an operation. The author 
has considered his public to be of the average intellectual status 
of a prechnica! medical student, and he has succeeded admir- 
ably in presenting his subject accurately without the use of 
technical terms — a task which must have been difficult. All 
the latest advances of proved worth have been included, and 
the book should do much to impress upon the public the 
importance of being looked after by a highly trained specialist 
anaesthetist. The type is clear, and four plates on glossy paper 
are included in the middle of the book. 

C Langton Hewer 

PRE- AND POST-OPERATIVE CARE 

Prcoyeratne and Postoperative Cate o) Surgical Patients By 
Hugh C Ilgenfritz, AB, MD, FACS Foreword by Urban 
Macs, M D , D Sc , F A C S (Pp 898 . 1 10 iliustra ions. S10 or 
£2 1 2s fid) St Louis The C V Mosby Company London: 
Henry Kimpton 1948 

During the last twenty-five years the risk in undergoing a major 
surgical operation has been much reduced, an improvement 
due in large part to the preliminary study of the patient and 
his pieparation and aftercare This book deals with these 
subjects, and is divided into two parts. The first thirteen 
chapters describe matters from a general standpoint, and the 
later sections gi\e information about the management of disease 
in various parts of the body This makes the book convenient 
for reference on any p irticular occasion, but increases its size 
and leads to a certain imount of repetition. Having said this, 
one can only praisp the manner in which the subject has been 
presented The physiological basis for each particularly recom- 
mended procedure is clearly explained, which makes the book 
readable and acceptable. And should the reader need more 
detailed information there is a good list of references at the 
end of each chapter Every house-surgeon will want this book. 
It is of little use to hint in a reference library. But it is 
expensive 

C. A Pannett. 

MEDICAL ANNUAL, 1948 

The Medical Annual 4 Yearbook of Treatment and Practt- 
''Oner’s Index l94\ Editors, Sir Henry Tidy, KBE, M A, 
ID FRCP ind A Rendle Short. M D . B S , B.Sc.. F.R.C S. 
Pp >68. 117 illustrations £1 5s ; subscription price £1 2s. fid.) 
Bristol John Wright and Sons 1948 

In us sixty-sixth year the Medical Annual maintains the high 
standard it has long established and the reviewer’s task in 
selecting particular contributions for comment is not facilitated 
bi the general excellence of the work. Professor Tytler's 
authonfatne renew of B C G will be read with interest by ail 
ubo^e work brings ihem in contact with tuberculosis. Dr. 
Mackenna's article on the treatment of cutaneous tuberculosis 
with vitamin D., and Mr Barretts on the surgery of the 
heart and great vessels, are both topical and instructive. Pro- 
fessor Crew's report on social medicine reflects the growing 
appreciation of the importance of this branch of practice. The 
book closes with the customary indices of pharmaceutical pre- 
parations marketed, and of British and American books 
published, during the year. The book production is of the 
high order expected from John Wright, and the half-tone and 
colour plates desene particular commendation. 

The hied teal Annual for 1948, as usual, faithfully mirrors 
the advances in medicine and surgery for the year. 

R. Bodley Scott. 


The number of books on 'chiropody— until iccemfy a rather neg- 
lected literary field— grow s apace The Textbook of Chnopody, by 
Mrs Swanson (E and S Livingstone: 20s), represents the teaching of 
the Edinburgh School ofxChiropody. The book covers the subject 
adequatciv if briefly within ns 200 pages, an outstanding feature being 
the excellence of the illustrations ; the use of a high-grade paper has 
allowed of almost perfect reproduction of the many photographs and 
skiagraphs The production is up to the usual high standard set by 
Messrs Livingstone. 


BOOKS RECEIVED 

(/forfeit is not precluded by nonce here o) books recently rerenerij 

Lcs Plain da Ccrveatt. By J.-E. Padlas and J. Bonna! (Pp 361 

1,100 francs) Paris: Flammanon. 1948 

From the Faculty of Mcdicme of Marseilles 

Clearance Tests in Renal Disorders and Hypertension By 
O. Hogcman (Pp 264, No price) Uppsala : -Appelbergs 194S 

English translation of a work originally appearing in Acta Medicu 
Scandium ica. 

Tortschritte det Tuberkuloscforschnng mid Bella ltd lung. 
By H. Birkhauser Vol. 2 (Pp 446 27 Swiss francs) Basle- 

S Kargcr 1948 

Aspects of tuberculosis, by Swiss authors 

Renewal Rages for the Nelson Loose L eaj Mediant Vots 1 
and 2 

Letters to Margat et. By T. FatlhfulJ, M.R.C.V.S , Ps F (Pp WS 
8s 6d ) London : Rylcc 1948. 

Psychological enlightenment for juveniles 

A Handbook oj Self Analysts. By T. Faithful!. MRC.VS. 
Ps F (Pp 116 8s 6d ) London: Ryiee. 1948 
Tor the layman. 

Religion mid Rsychotherapy. By A G. lkin, M A . M Sc . Ps F 
(Pp 112 8s 6d ) London: Rylec 1948 

Reprint of the book first published in 1935 

The Value oj Neurosis By C W. Wall Ps.F. (Pp. 116 8s 6d ) 
London: Ryiee 194S 
Mainly for the layman. 

Hadden’s Health and Welfare Services Handbook. By ) 
Moss, C BE. (Pp 376 25s) London: Hadden Best. 194S 

A guide to the law relating to the health and welfare services 

The Anatomy oj Semuopithccus Emelins By A A Ayer. 
B.A , M.B, BS, M.Sc. (Pp 182 20 rupees) Madras: Indian 

Publishing House 1948. 

A study in comparative anatomy 

Aids to Psychology. By 3. H Ewcn, F.R C P.fcd , D P.M 
3rd ed. (Pp 192. 5s) London: Bailhfcre, Tindall and Cox 1948 

From the familiar series 

Modern Child Psychology By A. H. Bow ley, BA, PhD 
(Pp. 159 7s fid) London: Hutchinson's University Library 1949 
An outline for die general reader 

Biomptou Hospital Repent-, VoL 16, 1947 (Pp 248 10s) 

London • Research Department. Brompton Hospital 

Papers from the Brompton Hospital in the year 1947. 

The Medical Clinics oj North A met ica.- Chicago Number. 
Edited by J H Mitchell, M D. (Pp 292. No price ) London • 
W. B Saunders 1949 

This volume is confined io dermatology 

Your Hospital Heritage and Fitting. ByA 8 J Wise (Pp 239 
15s.) London : Hemcmann 1949 

A general survey 

Methods of Psychology. Edited by T. G Andrews (Pp 716 
30s ) London • Chapman and Hall 1948 

For students 

Experimental Air-Borne injection. By T. Rosebury (Pp. 222 
22s ) London : Bailhere, Tindall and Cox. 1947 
Report of an investigation earned oul at Camp DetricK, Maryland, 
between 1943 and 1945 

Skeletal Tuberculosis. By V. Sanchis-Olmos, M.D (Pp. 261 
27s. 6d ) London: Bailhere, Tindall and Cox 1948 
A short treatise translated fiom Che Spanish 
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PREVENTION OF SEA-SICKNESS 

A dramatic account of a large-scale experiment on sea- 
sickness has just heen published by Drs. Gay and Carliner, 1 
of Baltimore. The American soldiers who cross the Atlantic 
in army transports often suffer from the rough seas. The 
conditions, according to the authors, are very different 
from those on ordinary passenger vessels, in which suf- 
ferers remain in their cabins and receive attention from 
stewards and nurses. In the troopship General Ballou 
(13,000 tons), 12 hours out of new York on Nov. 27, 1948, 
“ the corridors of compartments were congested by sick men 
so ill that they were unable to reach the latrines. The men 
who reached these areas were unable to return to their com- 
partments and remained stretched out m a semiconscious 
condition on the floors until more seaworthy individuals 
managed to drag them to the sick bay or back to their 
hammocks. The latrines became temporarily indescribably 
repulsive. ... On the previous trip of the General Ballou 
from Bremerhaven more than 100 intravenous injections 
of saline solution were required to relieve a number of 
dehydrated persons.” 

During the voyage which began on Nov. 27 a series of 
tests were carried out with a drug known as '* dramamine ” 
— a compound of theophylline (with chlorine substituted 
for one hydrogen) with the substance well known as the 
antihistamine agent “ benadryl.” As soon as the ship left 
harbour a group of 134 men in one compartment of the 
ship were given 100 mg. of the drug four times a day for 
two days ; none of these developed nausea and vomiting 
in this time. They were then left without treatment for 
IS hours, and 41 by that time became sick. Dramamine 
was given again, and 40 regained their normal well-being 
within one hour of the first dose. These men were com- 
pared with a group of 123 men in another compartment 
who were given a placebo. Of these, 35 were sea-sick 
within 12 hours of leaving harbour. At the end of two 
days the sick men were given dramamine and obtained 
complete relief within one hour of the first dose. 

In addition to this experiment in prophylaxis another 
experiment was carried out in which men were treated after 
they became sick ; they were in a third compartment of the 
ship. Out of 129 men 15 became sick after 12 hours at 
sea. These were given 100-mg. doses of dramamine every 
five hours, and all but one were completely relieved. The 
one was partially relieved. In a fourth compartment con- 
taining 99 men 33 reported sick in 12 hours. They were 
given a placebo, which cured 19 whose complaints had 

> Bull. Johns Hapk. Hasp . 1949, *4 (Mart . 

5 Lcrcrt, 1044 . 1 , |; 7 . J 


been merely of nausea and dizziness. The placebo, how- 
ever, did not relieve the remaining 14, who became steadily 
worse until they were given dramamine, when all were 
cured. Further evidence of the curative value was obtained 
by treating 195 men who became sick out of 881 in other 
compartments. Of these there were only eight who were 
not relieved by taking 100 mg. of the drug every five hours. 
The 187 men who were relieved were treated for two days, 
after which administration of the drug ceased ; 44 of them 
then became sick again within 12 hours. 

These experiments justify' the conclusion that dramamine 
is a non-toxic drug which can be used to control sea- 
sickness. It is interesting to observe that it can be taken 
by mouth or be given per rectum. This route was used 
successfully in men brought to the sick bay in a semi- 
conscious state. The capsule was punctured at each end, 
inserted in the rectum, and 30 ml. of saline was injected. 
Some of the conditions of the experiment with dram- 
amine interfered with the fairness of the test. Thus in 
the first test described every man in one compartment was 
given dramamine and every man in another compartmeni 
was given the placebo. It would clearly have been better 
to give the drug and the placebo to men in the same com- 
partment. Some men are sick when they see others sick 
and not before. The arrangement adopted therefore 
favoured dramamine. 

During the late war much experience was gained in this 
country in the testing of remedies for sea-sickness, and a 
modest report of that work was published by Holling. 
McArdle, and Trotter in 1944. They made no statement 
more definite than that, of a number of drugs examined, 
hyoscine “ appears to be the most generally useful.” The 
principal question which therefore arises is whether the 
new substance dramamine is a better remedy than hyoscine. 
The war experience made it clear that reports of the excel- 
lence of any one drug when not compared with another 
were untrustworthy. Some observers were convinced from 
their experience that amphetamine was of great value for 
sea-sickness. When compared directly with hyoscine, 
Holling, McArdle, and Trotter found it to be of no value 
at all. A comparison is valid only when the two drugs are 
used at the same time in the same ship, each being given 
to a sufficiently large group of men. It is therefore impos- 
sible to say whether dramamine is superior to hyoscine or 
not, for experience since the war in sea and air transporta- 
tion has fully confirmed the value of hyoscine, of which 
proprietary preparations are on the market 

Gay and Carliner refer to the work of Holling and his 
colleagues on hyoscine and say that “ the side effects from 
hydscine were such that they did not recommend repeated 
doses.” There is no statement of this kind to be found in 
the paper, and the only reaction which was observed was 
dryness of the mouth, though a careful watch for side 
effects was kept The usual dose of hyoscine was 0.6 mg. 
(of hyoscine hydrobromide), but even after 1.2 mg. it “ had 
no obvious effect on physical performance, ability to shoot, 
or on near vision.” Although dramamine was not found 
to cause any reactions it seems unlikely that a substance 
so closely related to bena „ryl taken in doses of 100 mg. 
every five hours ‘will be mind as free from unpleasant 
effects as hyoscin.’ 
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WHITTLING DOWN 

The difficulty already experienced of getting acutely ill 
patients into hospital will be increased by the 10% reduc- 
tion in hospital costs recently imposed by the Minister of 
Health. For example, the cut in the budget of St. Bartholo- 
mew’s Hospital is as much -as £300,000. The original gross 
estimate for the budget of the United Manchester Hospitals 
was £1,224,720 ; with allowance for the Spens recommenda- 
tions and domestic wage increases the total bill comes to 
£1,292,904. This group of hospitals has now been ordered 
to impose a cut of about £200,000. As some 60% of the 
total gross estimates is accounted for by wages, all of which 
are laid down by law, it follows that a heavy cut has to be 
made in the rest of the hospital budget. It is worth observ- 
ing that according to Dr. R. D. Vanderwarker, 1 Director 
of the Passavant Memorial Hospital in Chicago, the pay- 
roll in U.S.A. hospitals is estimated to account for 60% 
of total hospital costs. Speaking before a section of the 
American College of Surgeons Dr. Vanderwarker also pre- 
dicted that hospital costs would continue to rise. It is of 
interest to note that for the United Manchester Hospitals 
the medical salaries amount to £182,000, nurses' salaries to 
£183,000, and all other salaries to £349,000, making a total 
of £714,000. To illustrate the position in different parts 
of the country we give details of the 1949-50 budget 
for some of the provincial teaching hospitals. Oxford, for 
example, suffers a cut of £170,000 on an estimated expendi- 
ture for maintenance of £960,000 ; Bristol a cut of 
£120,000 out of an estimate of £970,000; Birmingham a 
cut of £87,708 out of an estimate of £1,308,329. Leeds and 
Liverpool on the other hand are incurring no cut in their 
estimate for maintenance, but on capital expenditure the 
former is to undergo a cut of £2,000 out of £52,000, and 
*he latter £180,000 out of £300,000. The Provincial Group 
f the Association of Teaching Hospitals is requesting the 
linistry of Health to give it information about the basis 
l^vhich the cuts have been made, ranging from nothing 
1 ° 25%. A Ministry of Health official is reported as 
iying" that even with the £9,500,000 cut the hospitals are 
etting more than they did last year. In 1948-9, it is 
tated. they received £172,796,000. and for 1949-50 they 
nil be receiving £177,531,000 
the arbitrary fashion in which these cuts have been 
nade suggests that hospital finance has got out of hand 
md the Minister of Health has temporarily lost command 
)f the situation. There is much to be said for the sugges- 
lon made by Sir Frederick Menzies that a survey of hospital 
:oxts should be made by such bodies as the King Edward’s 
Hospital Fund for London and the Nuffield Provincial 
Hospitals Trust, organizations with great experience in 
ihis field. There has, of course, been an increase in 
the cost of hospital administration. It may be asked 
whether at a time whbn hospital building is almost 
out of the question it is necessary to have architects 
appointed to Regional Hospital Boards ; they receive 
salaries appropriate to architects but their furictiorUn fact 
seems to be that of clerks of works. The expense of out- 

1 Science Sen slater, April 1 6, 1949, p 254 

2 Dully Telegraph, AprT 28, 1949 


patients’ dispensing is heavy, in one group of hospitals 
amounting to £30,000 a year for patients who should be 
treated by their general practitioners. In an important eye 
hospital in London the annual bill for providing spectacles 
is £63,000, although the dispensing is done more economi- 
cally than in the Supplementary Ophthalmic Service. It is 
difficult to see how this hospital can cut its expenditure 
without curtailing the work in the out-patients' department 
and closing some wards. In fact, real economy would be 
effected if it was possible for its work to. increase. 

The most serious outcome of all this is the threatened 
closure of hospital beds. The Manchester Regional Hos- 
pital Board, for instance, has decided that if the cuts in 
capital and maintenance estimates are put into effect there 
will be 2,019 fewer hospital beds available for the already 
long waiting-list of patients. St. Bartholomew's Hospital 
had planned to reopen 330 beds, but the heavy cut in its 
budget now makes it necessary to keep this block closed. 
According to reports in the Press, Regional Boards fear 
that some hospitals will also have to be closed. If blocks 
of wa'rds were to be shut down the cost per occupied bed 
in the wards remaining open would increase and hospital 
economy would be in a still more parlous state. All this 
comes at a time when it has been estimated that nearly 
60,000 hospital beds in the country are out of use principally 
because of the shortage of nurses. 

The Minister of Health has said that the reducer 
expenditbre must be met with the least possible detrimen 
to the welfare of patients. But at first glance it is difficul 
to see how the hospitals in this country can save nearh 
£10,000,000 without curtailing the sendees they provide fo 
the public. The present situation should give the country 
some measure of the monetary value of the voluntary un 
paid services rendered by hospital staffs to the communit; 
before July 5, 194S. If the Treasury and the Ministry 
of Health now find themselves unable to meet the bil 
Mr. Bevan may find it necessary to start once more hos 
pital flag-days. The whole matter calls for urgent exami 
nation by those with long experience in hospital adminis 
tration ; it is deplorable that the National Health Servic 
should suffer such a severe setback within a year of it 
inception. 


OCCUPATIONAL DISEASES 

It is over forty years since the principle of compensatio 
for industrial diseases was first accepted in this country 
when, with the passage in 1906 of the Workmen’s Con 
pensation Act, six diseases were listed as entitling a wort 
man to compensation. A new step forward was made b 
the introduction last year of the National Insurance (Indu: 
trial Injuries) Act, 1946. This Act introduces a new princip 
of workmen’s compensation, for it establishes a system < 
insurance with contributions from both employer ar 
employee to a central fund ; the workman no longer seel 
compensation for his injury from his employer but clain 
special insurance benefit from the State. 

4 Report of the Departmental Committee on Industrial Diseases, 194 
London: H.M.SO. 



May 14, 1949 


OCCUPATIONAL DISEASES 


Bxrnsa 

MEDICAL. Jocxhai 


857 


In March, 1947, the Minister of National Insurance set 
p a Departmental Committee* under the chairmanship of 
udge E. T. Dale to review the policy of scheduling diseases 
mder the old Workmen's Compensation Act and to give 
dvice on the principles which should govern selection of 
liseases under the National Insurance (Industrial Injuries) 
)ct. The report of this Committee has recently appeared 
nd contains much of medical interest Evidence was given 
>y numerous bodies, including the Royal College of 
’hysicians, the British Medical Association, and the Royal 
'ollege of Nursing. The Committee rejected as outside 
ts terms of reference the suggestion that benefit should 
>e paid under this Act for every disease that can be shown 
o be due to employment (a scheme known as “blanket 
over"). The report points out that the Committee was 
oncemed with the selection of diseases, and that therefore 
he inclusion of all diseases was not contemplated. The 
Committee then considered the three tests recommended 
>y the Samuel Committee of 1906, which have guided those 
barged with the addition of new diseases to the schedule 
;mce the 1906 Act became law, and it decided that these 
ests were no longer appropriate. In the new Act the word 
‘ disease ” is defined as “ any departure from health 
tapable of identification by its signs and symptoms.” 
This wide interpretation should make it no longer necessary 
:o label as accidents conditions (for example, ill effects due 
:o the use of vibratory tools) which medically are regarded 
is diseases, a practice which leads to confusion. 

The Committee rightly welcomes the use of the term 
' occupational disease " to replace the older term “ indus- 
trial disease,” with its narrower application, and lays down 
the criterion for judging a disease to be a risk of the occupa- 
tion. Here again the move to widen the interpretation of 
the Act is seen ; the Committee recommends that a disease 
be considered for inclusion in the list of “ prescribed " 
diseases if the occupation entails special exposure to risk, 
such risk being inherent in the conditions under which the 
occupation is carried out — subject always to the proviso 
that individual cases of the disease can be attributed to the 
occupation with reasonable certainty. Incidence of disease 
alone is not to be regarded as confirming the relationship 
of a disease to an occupation, for it is recognized that 
incidence in a potentially dangerous occupation may be 
within normal limits because special precautions have been 
taken to control the risk. The report makes only passing 
reference to the difficult question of “ aggravation,” but it 
was agreed that the Minister was not precluded from taking 
it into account. 

The report gives the impression that a rigid interpretation 
of the terms of reference might have been used to exclude 
consideration of the two highly controversial issues 
“ blanket cover " and aggravation. The Committee does 
not, however, interpret these terms of reference with the 
same rigidity in other directions ; this adds to the value of 
the report, for a useful expression of opinion on “ time 
limits ” is given, and the recommendation made that a 
workman whose employment in the relevant occupation 
ceased at a date outside a specified period should not be 
automatically excluded from benefit The old rule often 
entailed great hardship and injustice (for example, to 
patients with malignant occupational disease with a long 


latent period). The Committee also suggests that the time 
limits within which it may be presumed that a worker has 
developed a prescribed disease should have “ closer rela- 
tion to the nature of the particular disease.” 

The report concludes by recommending that the Minister 
should set up a specialized standing committee to consider 
the advisability of adding to the prescribed list diseases 
specifically referred to it, to keep under review the schedule 
of prescribed diseases, and to make suggestions about 
subjects for research. It is gratifying to find this emphasis 
being placed on the duty of the Minister to help forward 
research. Most industrial disease is preventable, and, while 
everything must be done to care for those who suffer from 
these conditions, such work can only be regarded as pallia- 
tive — prevention must be the constant aim, and this should 
not be hindered by shortage of men or of money. 


TOO SOLID FLESH 

It is perhaps not surprising that in the U.S A. interest in 
obesity as a medical problem is more acute than in this 
country. Even before the days of rationing American 
achievement had outstripped British, for Daniel Lambert, 
of Leicester, who died in 1809 at a weight of 52 st. 11 16 
(336 kg.), has long since yielded the palm to Miles Darden, 
of Tennessee, who weighed 72 st. 13 lb. (463 kg.). For 
all this, obesity remains to every physician a problem of 
more than academic interest: its aesthetic disadvantages 
need no elaboration, but its influence on longevity and on 
th ; degenerative diseases are perhaps less well appreciated. 
American insurance statistics’ show that the increase in , 
the observed over the expected death rate appears to be 
closely related to the degree of obesity, particularly above 
the age of 45 years. A man 90 lb. (41 kg.) overweight 
is twice as likely to die in the next year as one of normal 
weight. In addition to arthritis and other disorders of an 
overtaxed locomotor system, obesity predisposes to diabetes 
mellitus, 2 hypertension, arterial degeneration, 3 pulmonary 
emphysema, 4 and cirrhosis of the liver. 5 Its control is 
therefore an essential part of the prevention of these 
important and common disorders. 

Reduced to the simplest terms, obesity can be regarded 
as the consequence of the body’s energy intake exceeding 
its energy output. When opportunity is unrestricted, energy 
intake is a function of appetite, and obesity will result 
when appetite is not geared to the body’s metabolic needs 
This is true of all forms of obesity, and von Noorden’s 
division into exogenous and endogenous varieties must be 
discarded. This statement, however, like most simplifica- 
tions, obscures the intricacies of the problem. The obese 
do not absorb or utilize nutriments more completely than 
the normal ; their mechanical efficiency is less rather than 
greater. The only variables are calorie consumption, which 
ordinarily depends on appetite, and calorie expenditure 
The second may be affected by the actnity of the endo- 
crine organs, but in most obese patients it is in no way 
abnormal. Appetite must be accepted as the determinant 

1 Brooks, G, Mrd 3. Asa!.. 194S, 1. 327. 

3 Joslm, £. P., Dabhn. L. X., and Marks, H. H., Amtr J. r-.ei Sci , 1935, 12J, 
163. 

1 Levy. R- L-, Wfcue, P. D., Stroud, W. D-, and H Hfcaan, C C.. I. Ar-*r. rnrd 
Aa% 1946.131,951. 

* Kerr. W. J-„ and Legm, J„ B.« Arjs. Irsem. Mrd-, 1936, JO, 569 

5 Dublin, L. L, ffun Bhi. , 1930. 2. 159, 

« Med J. Aust., 1947, 2, 649. 

Hered^ 1927, 18, 153 

* Aktt. I. d gtst. Dls.. 1947, 14. 397. 

» Freed. S. C., J. Amer. mrd. Ass^ 1947, 133, 369. 

10 Pjychosoru Med , 1940, 2, Ml. 

U Lcdwig, A. O., Sew Engl. J. Med. 1948, 233. 175 
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Nevertheless, it is a matter of common observation that 
the liability to obesity may be familial, and is often com- 
bined with a tendency to deposit fat after a definite pattern. 
The forms taken by this regional lipophilia may be deter- 
mined by the endocrine organs, and Graham, 6 in robust 
Australian idiom which spurns the spurious refinement of 
terms derived from the Greek, recognizes the “super- 
droopers, the spare tires, the big pants, and the grand 
piano legs.” Danforth’s 7 account of a strain of yellow 
mice in which obesity is inherited as a Mendelian dominant 
confirms the clinical view that heredity is important. 

If a constitutional, and often inherited, predisposition is 
admitted, appetite must still outpace metabolic needs to 
provide the material. It has been urged that familial 
liability is no more than a habit of overeating acquired 
from parental example. Bauer 8 is unable to accept this 
view, and holds that there is a. constitutional abnormality 
of adipose tissue throughout the body — a generalized lipo- 
philia — of which voracity is the expression. Hypothalamic 
lesions, the result of disease or injury in man or experi- 
mentally inflicted in animals, are often followed by obesity. 
Here again increased appetite is mainly responsible, though 
reduction of basal metabolism and of physical activity plays 
a minor part. 

In conformity with the trend of medical thought, the 
excessive appetite of many obese persons has been regarded 
as psychogenic. Neurotic traits are said to be common,® 
and Bruch 10 claims that the mothers of fat children are 
emotionally starved women who overfeed their offspring 
to compensate for a repressed feeling of hostility. Others 
see overeating as a form of addiction, the more insidious 
and dangerous as it carries no social stigma. Eating, they 
claim, can assuage a sense of loss, depression, or depriva- 
tion, 11 and the frustrated victim finds peace in directing 
his aggressive propensities against the good things of the 
table. 

Whatever view is taken of the cause of the excessive 
appetite which results in obesity, there is no debate about 
the basis of treatment. Restriction of calorie intake alone 
will reduce weight. The too, too solid flesh will melt only 
when its possessor submits to an unbending discipline and 

•arts a rigid control over his appetite. There is no easy 
ivay. 


TREATMENT OF PYOCOCCAL DERMATOSES 

Some of the most troublesome and depressing dermatoses 
to practitioner and patient are the chronic follicular and 
flexural seborrhoeic infections, such as sycosis barbae, 
external otitis, and retroauricular, axillary, and inguinal 
dermatitis. Any treatment holding out hope of success in 
these conditions is welcome and must be investigated. 
Chemotherapeutic and antibiotic remedies have proved 
disappointing, even when laboratory tests have shown the 
infecting organisms not to be resistant. There is also a 
risk of aggravation resulting from specific epidermal sensi- 
tization to the drugs employed. The halogen-substituted 
quinolines, as “quinolor” ointment, have been used for 
several years with some success in the treatment of sycosis 
barbae. Recently American dermatologists have reported 
favourably on “ vioform," a related quinoline derivative 
containing iodine and chlorine (5-chloro-7-iodo-8-hydroxy- 
quinoline). This substance has for long been used inter- 
nally in the treatment of amoebiasis, and on the Continent 
it is prescribed as an antiseptic powder and paste for septic 
infections. Elsewhere in this issue Dr. I. Martin-Scott 
(p. S37) and Dr. J. Overton (p. 840) report promising results 
with an ointment or cream containing 3% vioform in the 
treatment of sycosis barbae and allied seborrhoeic infec- 
tions. The response appears not to be due to the iodine as 


such, for vioform can be applied to the skin ot patients 
sensitive to iodine. The number of cases reported on is 
small, and the period of observation is too short to form 
any final conclusions, but in most of the patients the 
improvement was rapid. A few failed to make progress, 
and in some relapses occurred while under treatment, but 
the general response was clearly superior to that obtained 
from most other forms of local therapy. Application ol_ 
vioform only rarely caused aggravation of symptoms or 
irritation : in general the treatment appears to have a 
soothing effect, which is desirable in treating sycosis or 
flexural dermatitis'. 

It is unlikely that the promise of these early trials will be 
maintained. Sycosis barbae, like most constitutional ills, 
has its fluctuations and is apt to improve temporarily with 
any new form of treatment. A psychogenic, endocrine, 
nutritional,, or toxic influence plays a major part in the 
aetiology of most of these dermatoses, and the surface 
infection is secondary'. The cure is not likely to be found 
among the local antiseptics, but any measure of relief is a 
comfort to those afflicted with such ills. 


MORTON’S METATARSALGIA 
In 1876 T. G. Morton 1 described a severe type of metatar- 
salgia in which the pain was felt in the region of the fourth 
metatarso-phalangeal joint. In 1940 the late L. O. Betts, 1 
of Adelaide, reported nineteen cases of metatarsalgia in 
which he bad exposed the plantar digital nerve to the cleft 
between the third and fourth toes: in each case he found 
and resected a fibrous swelling of the nerve proximal to 
its point of division. In 1898 Robert Jones and A. H. 
Tubby 3 advocated resection of the fourth metatarsal head 
for this condition ; they feared that nerve resection would 
leave a painful scar and disliked making an incision through 
the sole of the foot. In a recent review, of this condition 
Nissen 3 records that in 1935 the late Sir Harold Stiles, 
who suffered from severe metatarsalgia, had the nerves 
to the interdigital cleft between his third and fourth toes 
explored by Mr. N. H. Dott, who found fibrosis of the 
epineurium of the branch from the medial plantar nerve: 
resection gave complete relief. Of the twenty-seven cases 
investigated by Nissen twenty-one were women and su 
were men. The ages of the patients varied between 23 
and 55. The pain was severe and confined to the third 
and fourth toes and that part of the sole distal to th< 
necks of the third and fourth metatarsals. The most con 
stant physical sign was pain on upward and backward 
pressure at the base of the third and fourth toes. Nissei 
treated these cases by resecting the plantar digital nen’i 
as it approaches the interdigital cleft between the thin 
and fourth -toes — a short vertical incision being mad 
through the sole directly over the nerve. Histological find 
ings proved that the lesion was ischaemic in nature. Tb 
digital artery may degenerate to no more than a fibrou 
strand. Thickening of the epineurium accounts for th 
bulk of the swelling. Local resection gives complete relic 
from pain, and the plantar scar is not a source of trouble 
Similar findings have been reported by McElvenny 5 an 1 
by Winkler and his colleagues, 6 who regard the lesion a 
traumatic. Nissten’s investigations, however, sboiv that th 
lesion is caused by local ischaemia. He prefers the nam 
“ plantar digital neuritis ” ; the condition, however, i 
undoubtedly that described by Morton over eighty yea 1 
ago. 

1 Amcr. J. wed. Sc!., 1876, 71, 37. 

"Med.J.Aust.. 1940,1, 514. 

3 Arm. Surg., 1898, 28, 297. 

, * J. Bone Jt Sues., 1948, 30B, 84. 

3 Ibid., 1943, 25,675. 

8 Ibid., 1948, 30 A, 496. 
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POSTURE AND THE CIRCULATION 
Postural hypotension is an expression of an imperfect 
adjustment of the circulation to bipedal existence. The 
tuo conditions in which a falling blood pressure on stand- 
ing is the predominant sign are fainting and the much 
rarer orthostatic hypotensions associated with chronic 
neurological and endocrine disease. In the second group 
there is a state of long-standing apparent sympathetic 
paresis. Stead and Ebert 1 concluded that there was an 
abnormal response to the normal pooling of blood, and 
that as vasoconstriction failed the blood pressure fell. In 
the case described by East and Brigden" neurological 
disease was not present, but anhidrosis -and impotence 
were accompanying symptoms. As in similar cases, there 
was no change in pulse rate with change in posture or the 
administration of atropine. They suggested that a central 
lesion of the sympathetic nervous system, possibly in the 
hypothalamus, would explain the findings. Vega Diaz 5 
recently reported in this Journal a case in which juvenile 
orthostatic hypotension disappeared with the development 
of slight hyperthyroidism, only to reappear after treatment 
for the latter condition had been given ; he ascribed both 
conditions to hypothalamic disturbance. 

Nylin and Levander 1 have studied the circulation in a 
case of hypotension with the aid of tagged erythrocytes. 
Their findings were inconclusive, for the delayed equilibra- 
tion of tagged cells after a change of posture might be 
explained by the fall of blood pressure per se rather than 
by a redistribution of blood. These authors give to the 
two conditions already referred to the names sympathetico- 
tonic and asympatheticotonic orthostatism. They place in 
an intermediate group the cases in which orthostatic hypo- 
tension, often with tachycardia, develops after sympathec- 
tomy. Currens 5 has measured the blood pressure of 1,000 
men and women lying and standing. His findings confirm 
that a diastolic hypertension is common on standing ; this 
may be a self-perpetuating mechanism leading to established 
hypertension. Man spends a large part of his time standing 
up, and the maladies mentioned are some part of the price 
paid for his assumption of the upright position. 


AUTONOMIC RESPONSES TO BLADDER 
DISTENSION 

In their paper on the automatic action of the bladder in 
patients with gross injuries of the spinal cord Head and 
Riddoch 6 noted that in low cervical lesions distension of 
the bladder caused profuse sweating of the face, neck, and 
arms. Guttmann and Whitteridge 7 have recently investi- 
gated the autonomic responses to bladder distension in a 
number of patients with severe injuries of the spinal cord, 
using cystometry, skin-temperature readings, and plethysmo- 
graphic studies of fingers and toes, and at the same time 
recording the pulse, the blood pressure, subjective sensa- 
tions of the patient, and the appearance of sweating and 
pilo-erection. The autonomic responses were found to be 
related to bladder pressure rather than bladder volume. 
The invariable response to distension in patients with cord 
injuries at any level was vasoconstriction in the toes. When 
the spinal lesion was at T.6 or lower, that is below the 
sympathetic outflow to the arms, there was vasodilatation 
of the blood vessels in the fingers, little if any change in 

l Arch. him. Med . mi. 67, M6. 

t B-il. lifer! 1946. 6, 103. 

3 B-lttik Me£ccUo--~rrJ. 1949. 1. 169. 
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blood pressure, and sometimes sweating of the loner part 
of the trunk and the legs. 

It was in lesions above T.6, particularly in low cervical 
injuries, that the responses to distension were most con- 
spicuous: in three men with severe spinal cord injuries in 
the upper thoracic region distension of the bladder caused 
patchy flushing of the face, the lateral aspects of the neck, 
the shoulders, and the upper part of the chest, and profuse 
sweating over the same areas and the arms. The naso- 
pharyngeal mucosa became engorged, making breathing 
difficult, the pulse became slow, with extrasystoles, and 
the blood pressure rose. In these patients the vasocon- 
striction in the fingers was intense, and the considerable 
rise of blood pressure was thought to be due to widespread 
vasoconstriction caused by the reflex activity' of the isolated 
distal segments of the spinal cord. The slowing of the 
pulse rate was explained as a reflex response to the rising 
blood pressure through the carotid sinus and aortic nerves, 
but it was more difficult to account for the vasodilatation of 
the face and neck and the congestion of the nasal mucosa. 
The sympathetic supply to the face and neck emerged from 
the spinal cord distal to the lesions, and vasoconstriction 
similar to that in the fingers might have been expected. 
These autonomic responses were considered to be an 
“adaptive mechanism,” but their physiological basis remains 
uncertain. They are of some importance in the management 
of patients with spinal injuries, for they warn the patient 
and his attendants that bladder distension should be 
relieved. As Guttmann and Whitteridge say, “ They 
represent alarm symptoms indicating abnormal activity 
of a viscus in the anaesthetic area below the level of the 
lesion.” 


THE KING’S DOCTORS HONOURED 
Honours for seven of the doctors who attended the King 
during his recent illness were gazetted on May 3. Sir 
Maurice Cassidy, „Sir Thomas Dunhill, and Sir Morton 
Smart now become Knights Grand Cross of the Royal 
Victorian Order. Sir John Weir, who also attended his 
Majesty, was awarded the Grand Cross, which is the 
highest rank in the Order, in 1939. Dr, Horace Evans 
and Professor Paterson Ross have been appointed 
K.C.V.O., and the M.V.O. (Fourth Class) has been con- 
ferred on Mr. C J. Longland and Mr. A. J. Siessor. 
It will be recalled that his Majesty invested Professor 
Learmontb with the insignia of Knight Commander of 
the Royal Victorian Order some weeks ago, and later 
Dr. John Gillies was made a Commander of the Order. 
Promotions in and appointments to the Royal Victorian 
Order are for extraordinary, important, or personal ser- 
vices to the Sovereign or to the Royal Family. The medi- 
cal profession will welcome the announcement of these 
honours and the recent news of a continuing improvement 
in the King’s health. 


Sir Edward Mellanby, F.R.S., Secretary of the Medical 
Research Council, will deliver a lecture to commemorate 
the bicentenary of the birth of Edward Jenner at the Royal 
College of Surgeons of England (Lincoln's Inn Fields, 
London, W.C.) on Tuesday, May 17, at 4 p.m. He will 
speak on “ Jenner and His Impact on Medical Science." 


The next session of the General Medical Council will 
open on Tuesday, May 24, at 2 p.m., when the President," 
Sir Herbert Lightfoot Eason, will take the chair and deliver 
an address. 
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HEALTH PROPAGANDA 

A new and nation-wide scheme of health propaganda was intro- 
duced by the Central Council for Health Education on May 1 
and put at the disposal of all local health authorities in England, 
Wales, and Northern Ireland. Dr. E. K. Macdonald, chair- 
man of the Council, explained at a recent press conference 
that under the Public Health Act, 1936, and the National Health 
Service Act the duty of providing health education was laid 
upon the local health authority, a grant being obtainable from 
the Ministry of Health for this purpose. The Council’s func- 
tion was to provide advice and assistance to the health authori- 
ties, and with this object in view it was arranging the free, 
extended, and indefinite loan to them of exhibition material. 
This was in the form of transportable stands on which would 
be superimposed posters concerned with a series of topics. The - 
material for each of these topics would remain with the 
authority for two months, after which it would be returned 
to the Council, refurbished, and reissued to other authorities 
so that there would be four sets of topics running the whole 
time for the first eight months of the campaign. New topics 
would be dealt with as occasion required. 

The four topics on which posters had already been pre- 
pared were diphtheria immunization, the services provided in 
Part III of the National Health Service Act, food and drink 
infections, and sleep. Material relating to other topics was 
being planned so that each local health authority would receive 
further exhibition material (in exchange) every two months. 
The stands were constructed of wood and metal, attractively 
designed, self-lit, portable, and easily erected and dismantled. 
Each stand would have boldly inscribed on its fascia the name 
of the authority to which it was issued. It was suggested by 
the Council that they should be erected in large shops, show- 
rooms of gas and electricity companies, schools, cinemas, and 
other places where people congregated. Such exhibitions should 
be reinforced by a local campaign, and suggestions for ensuring 
good publicity as well as literature suitable for the particular 
topic, lecture-slides, posters, and other material were being 
offered to the local health authorities. In addition, the Council 
was preparing a number of leaflets for the use of medicai 
practitioners. It was often helpful for a doctor to be able to 
hand to a patient a leaflet explaining what he had been 
telling him. «• 

Medical officers of health who would like ntore information 
about the present campaign and other aspects of the Council’s 
x should write to Dr. Robert Sutherland, the Secretary, 

Tavistock House North, Tavistock Square, W.C.l. 


RED CROSS SAFETY ZONES 

[From Our Correspondent in Geneva] 

The Red Cross is seeking to enlarge the bounds of its responsi- 
bilities and privileges. Its guardianship has been primarily con- 
cerned with the wounded and sick on the field and with 
prisoners of war. Now a new convention is being constructed 
for the protection of civilians in wartime — a big undertaking 
when the totalitarian shape of modern war is considered. Apart 
from providing for the protection of sick persons, the aged and 
infirm, children, and maternity cases, the convention sets out 
the rights of aliens, refugees, internees, and people in occupied 
territories. The draft convention was worked out at the Inter- 
'u.ional Red Cross Conference at Stockholm last autumn in 
the course of ten days, and now at Geneva 250 delegates from 
56 governments, with 30 observers, are scrutinizing the draft, 
together with the drafts of the older conventions. But law- 
making by international assemblies is an exasperating business. 
Apparently innocent phrases open up unsuspected difficulties, 
amendments go backwards and forwards between principal 
commissions and drafting committees and subcommittees, with 
the result that in ten days the commission which is studying 
ihis new convention has considered only 18 articles out of 
140, and many of the points which it has discussed have been 
left undecided. , 

One question which has come forward is the protection of 
civil hospitals from attack. Another is the right of free passage 


of consignments of medical and hospital stores intended for 
civilians in an enemy country ; a third, the setting apart of 
safety zones in regions where fighting is taking place, so that 
wounded and sick, whether combatant or non-combatant, ma> 
be ' sheltered, and those responsible for the supervision and 
food supply of such zones protected ; a fourth, the permission 
to medical personnel of all categories to carry out their duties, 
and, again, the removal from encircled or besieged areas of 
mothers and children, the sick, and the aged. i 

In the article which proposes the immunity of civil hospitals 
it is stated that such hospitals must be as far away as possible 
from military objectives. But what are mititary objectives ? 
In total war may not factories and industrial undertakings come 
within that category, and is there to be no hospital within easy 
reach ? The objection was raised by the British delegate that 
the requirement was impossible in a highly industrialized com- 
munity. Another article states that civil hospitals and their 
stores and materials must not be requisitioned or diverted from' 
their purpose. But may not a military commander, faced with 
a sudden need for medical or hospital provision, seek the trans- 
fer of civil hospital accommodation or equipment? Another 
article lays it down that civil hospitals as well as all vehicles 
used for the transport of the wounded or sick must carry the 
Red Cross emblem (or the Red Crescent or Red Lion and 
Sim, as the case may be), and all medical and other personnel 
engaged at hospitals shall wear the Red Cross armlet. But, 
as the Canadian delegation pointed out, this seems to be 
unnecessary in countries which are not themselves the scene 
of conflict. During the last war Canada suffered no air raids 
and saw no land fighting, yet by this provision all its hospitals 
from the Atlantic to the Pacific and all their staff would have 
to be decorated with the Red Cross. This may not seem very 
onerous, but if the Red Cross is too widely and familiarly 
distributed it may tend to lose its value and privilege. These 
and like points have engaged the commissions in hours of 
discussion, and one can only hope that the result will be an 
instrument which, if necessity arises, will be strong and avail- 
ing. Perhaps it should be added that the five delegates of 
Soviet Russia are taking a useful and co-operative part in the 
conference. 


BACTERIOPHAGE AND ANTIBIOSIS 
PROFESSOR GRATIA’S LECTURE 
A special university lecture in pathology was given at the 
London School of Hygiene and Tropical Medicine on April 2‘ 
by Professor A. Gratia, of the University of Lidge. Sit 
Alexander Fleming presided. 

Professor Gratia said that the word “ bacteriophage ” was 
first used some 45 years ago. This was in 1903, when Vuillemir 
used the phrase “une acraside bacteriophage." Then in 19L 
the late Professor d’Herelle coined anew the word “bacterio 
phage” as describing the transmissible agent responsible fo 
the lysis of Shiga bacilli. Two years later, during an epidenw 
of dysentery, d’Herelle observed that the filtrate of stools o 
recovering patients, when added to a new broth culture o 
Shiga bacilli, would bring about its dissolution. If the dis 
solved culture was then filtered and added to a second fires! 
culture of Shiga bacilli the same dissolution occurred agair 
and so on indefinitely through a series of repeated passages. I 
the course of these passages the activity of the agent of lysi: 
so far from weakening, was enhanced. Moreover, d’Herell 
succeeded in obtaining the dissolution of typhoid, paratyphoic 
and other bacilli by passages of the active filtrate of thes 
different bacteria. As this filterable lytic agent was endowe 
with the power both of multiplication and of adaptatioi 
d’Herelle claimed that it was a virus of bacterial cells — th 
same virus for all bacteria — and called it “ bacteriophage.” 

Two Aspects of One Phenomenon 
The lecturer then described the opposition to the virus theor 
in the early ’twenties, which was reminiscent of the famoi 
quarrel about spontaneous generation. About this time tl 
lecturer by chance came upon a forgotten' paper by Twort c 
an attempt to cultivate vaccinia virus. Twort had observe 
that colonies of micrococci isolated from crude vaccinia pu! 
underwent a curious form of degeneration, thik being carrie 
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5 hi on indefinitely from one vitreous colony to a normal colony. 
Struck by the similarity between Twort's observations and those 
made later by d’Herelle, Professor Gratia repeated Twort’s 
observations, and then, transferrins a vitreous colony of micro- 
cocci isolated from vaccinia pulp into a broth culture of 
Staph, anretts, he was able to duplicate all the typical features 
of d’Herelle's phenomenon. He obtained a true bacteriophage 
active on almost any strain of Staph, aureus but entirely in- 
active on any bacteria of the enteric group. Thus it appeared 
that Twort’s and d'HeveUe’s observations were two different 
aspects of the same phenomenon, and, contrary to d’Herelle's 
claim, there was not one single bacteriophage for all bacteria 
but there were different bacteriophages for different groups. 

Later work demonstrated that bacteriophages were specific 
entities, behaving like germs. Nevertheless there appeared to 
be something of fundamental importance in the fact that phages 
seemed to multiply only in the presence of living cells of sensi- 
tive bacteria. An attempt was made to find out whether 
a staphylopbage would work on dead cultures of a 
staphylococcus. The first attempt seemed successful : broth 
cultures of staphylococci killed by heat underwent lysis when 
a small amount of phage was added. But it soon became 
evident that the phage was not directly responsible for that 
clarification, and that the real cause was the presence of a few 
living staphylococci in the mixture. 

Approach to Antibiosis 

This work suggested that there might be organisms endowed 
with the' power of dissolving large quantities of bacteria. The 
question was how to detect them. The lecturer described at 
some length work then undertaken which showed finally that 
active strains of streptothrix or actinomyces, isolated on bac- 
terial agar, could dissolve as much as 10 times their own weight 
of bacterial suspensions in plain water of most saprophytic or 
pathogenic micro-organisms. But while living suspensions of 
Gram-positive bacteria were as easily dissolved as dead suspen- 
sions, Gram-negative bacteria were only dissolved when pre- 
viously killed. Lysis was strongly inhibited by serum and also 
by electrolytes. As heavy bacterial suspensions when dissolved 
by actinomycetes maintained strong antigenic activity and at the 
same time lost their toxicity, he used them successfully, under 
the name “ mycolysat,” for the treatment of staphylococcal 
infections and in cases of typhoid, paratyphoid, or dysentery, 
and for carriers. 

Thus, starting from research on bacteriophage, the field of 
antibiotics was entered. Those first steps showed the way and 
gave rise to the appropriate techniques for later discoveries. 
Finally,- in 1944, Actinomyces g riseus was isolated by Schatz, 
Bugie, and Waksman, and produced streptomycin, and now 
other antibiotics such as Chloromycetin were being investigated. 

Actinomycetes were not the only organisms which in the early 
investigations were found growing on plates of agar: there 
were also moulds as well as micrococci of all kinds. It was 
at this time (January, 1925) that the lecturer and his colleagues 
observed a contaminated culture of anthrax bacillus completely 
dissolved by a green mould, some kind of penicillium. At 
this time also he isolated a strain of Bad. coli which he called 
“ coli V," producing an active substance which was not a phage, 
properly speaking, but some antibiotic agent, and this he called 
the “ V principle." It was diffusible through “ cellophane," while 
phages were not ; it was remarkably stable to heat, while phages 
were thermolabile. and. again, it had no antigenic activity and 
was not transmissible in series. Even at that early date be 
had been impressed by certain similarities which led him to 
consider the relationship between the two phenomena of 
bacteriophage and antibiosis, and this relationship had been 
confirmed by further work. 

Investigations with a number of collaborators had shown that 
the antagonism between strains of coliform organisms, for 
example, was less specific than was originally supposed. Hun- 
dreds of active strains had been isolated from diluted human 
and animal faeces. The antibiotic products of these different 
active strains were not all identical: the appearance of their 
inhibition zones, their diffusibility into agar or through cello- 
phane, their resistance to heat, to digestive enzymes or bacterial 
proteases, and the specificity of the resistant colonies appear- 
ing in the zones of inhibition showed great variety. These 
observations suggested th3t there were several different active 


principles, to which -the generic name “ colicins ” had been 
given. At least 17 different “colicins” had been recognized 
and studied, and as a result of further work some 60 new 
bacteriophages had been obtained and classified into groups. 

The lecturer showed a table giving the results of extensive 
tests of resistant colonies — resistant to “colicins” on the one 
hand or to bacteriophages on the other. He had previously 
shown that resistant colonies of coliform organisms selected 
by his “V principle” remained sensitive to phage and that 
other colonies which were resistant to phage remained sensi- 
tive to the “ V principle.” An investigation was then under- 
taken of all the resistant variants in this mass of material, com- 
prising at least 17 “ colicins ” and 60 bacteriophages. He found 
that all mutants resistant to certain colicins were also resistant 
to certain phages, and his conclusion was therefore that, while 
there w-as no complete identity between the phenomena of 
antibiosis and bacteriophage, there was evidence of common 
factor;, confirming the intuition which he had had 20 years ago 
that there was a relationship between the two. He resisted the 
temptation to enter into philosophical speculation about the 
nature of this relationship, and ended his lecture with a 
quotation from Craigie: 

“ Most of us probably feel that what is known about these 
various subjects (bacteriophages, nucleoproteins, transformation 
of pneumococcal types, genes) represents, so to speak, isolated 
jigsaw-puzzle pieces belonging to the same picture. When the 
missing intervening pieces are found and assembled in place 
a map of new territory will be revealed.” 


REHABILITATION OF THE DEAF 

AMERICAN VIEWS 

A postgraduate lecture with a transatlantic flavour was 
delivered at the Institute of Laryngology and Otology in 
London on May 7 by Dr. S. Richard Silverman, director of 
the Central Institute of the Deaf, St- Louis, Missouri. 

Dr. Silverman began with the remark that, “with all due 
respect to ray otological friends, the fenestrators, the irradiators, 
and the puffers and squirters,” there was very little, medically 
and surgically, that could be done for the deaf ; yet the otologist 
had great opportunities in dealing with the problem of the 
deafened. In the United States many factors bad caused a 
recent surge of interest in this subject. Among them were the 
rapid developments in the science of electro-acoustics ; the 
evolution of different surgical techniques, particularly the 
fenestration operation ; new investigations into the physio- 
logy of bearing — despite the glib expositions in the textbooks, 
it was not yet known how the ear worked or how sound 
was converted into a nervous impulse ; the popularity of motion 
pictures and the radio ; and, finally, the tendency for “ peri- 
pheral workers ’’ (meaning politicians, social workers, and 
psychologists) to come together to do something for war 
casualties. 

Hearing-aids 

The greatest help offered to the deafened person was the 
vacuum-tube hearing-aid. There were two types of deafened 
persons : one requiring amplified sound, and hearing better when 
the voice was raised, the other able to hear speech of ordinary 
loudness but hot able properly to distinguish syllables. With 
this second type, mere amplification only intensified the babel. 
The majority of persons who had purchased hearing-aids and 
discarded them belonged to this second group. On the other 
hand, certain people even in this category could be helped by 
a hearing-aid. 

He had been quoted as saying that audiometers should be 
thrown out of the window, but that was a misinterpretation. 
The audiometer was a valuable instrument, but its limitations 
must be remembered. It could help in deriding in a given case 
whether a hearing-aid would be useful and to which ear it 
should be fitted. Broadly speaking, if a person lad a loss 
across the speech -range of 30 to 35 decibels or more in 
the better ear the use of a hearing-aid should be con- 
sidered. Putting aside cosmetic considerations, statistics would 
show that about 90% of patients needed air conduction instru- 
ments and 10% bone conduction. 
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No hearing-aid was perfect, and no hearing-aid could enable 
a person to hear as though he had normal hearing. Auditory 
training for the user of a hearing-aid must be insisted on not 
merely in manipulating the instrument but in obtaining .what 
the lecturer called “cerebral reorientation” to speech. The 
user of a hearing-aid must learn to listen. Three levels of 
hearing might be defined : the primitive level, at which the 
person knew there were sounds but was unable to differentiate 
them ; the awareness level, exemplified in the person about 
to cross the street ; and the highest level, as shown in the 
exchange of speech. One of the most common expressions 
among deaf ex-Servicemen was that the world had gone dead ; 
there was an eeriness in not hearing the traffic in the streets 
or the wind in the trees, and even at the primitive level to get 
some kind of sound appreciation was helpful. 

Lip-reading 

Dr. Silverman believed in the value of lip-reading, or 
“speech reading” as it was called in America. There was 
not much correlation between native intelligence and ability 
to lip-read. Many intellectual people — people in the profes- 
sions— were poor lip-readers. Dr. Silverman tried an experi- 
ment on his highly educated audience. He wrote on the board 
the words “ bat,” “ man," and “ pan,” then moved his lips with- 
out sound, and asked his audience which word he had pro- 
nounced. Opinion was about equally divided between the 
three words, and then he explained that they were all right 
and all wrong, because in the movement of the lips there could 
be no distinction between the three. Lip-reading was of value 
because it evoked some effort from the patient. Too often 
people supposed that treatment was something which was to 
be done to them. But rehabilitation, with hearing as with 
other things, was not effective unless the patient got hold of 
the idea that he was doing something for himself. 

In addition to hearing-aids, auditory training, and lip-reading, 
one other thing was essential — namely, speech conservation or 
correction. The ears were the governors of speech. With 
impaired hearing speech began to deteriorate. He regretted to 
find in England speech correction so far divorced from the 
organization for helping the deaf. Finally, if hearing could not 
be improved or corrected, at least the patient might be taught 
to live with his disability graciously. Otologists and others 
otten became so engrossed with decibels and frequency responses 
and articulation tests that they forgot that the patients them- 
selves were not particularly interested in these things. The 
K ad J“sttnent of the social and emotional life to the hearing defect 
was the important thing. The otologist should remember that 

'* P? rson wbo was hard of hearing was a person with a ' 

iective ear not an ear with a person attached to it. 


VISIT OF SWEDISH PAEDIATRICIANS 

Last week the British Paediatric Association entertained as 
l h , clr gu . est / 30 distinguished paediatricians from Sweden. 
1 he British Medical Association held a reception on May 2, 
and later in the week Swedish paediatricians joined the B.P.A. 
! n Jts annual meeting at Windermere. Many British doctors 
nad the opportunity of meeting our Swedish guests at a dinner 
, h£ld in 'hew honour on May 3 in the Apothecaries Hall, 
London. Dr. Hugh Ashby, President of the B.P.A., in a speech 
of welcome said that this was the first time his association 
nad invited a group of paediatricians from another country to 
attend its meetings. This event happily coincided with the 
-1st anniversary of the founding of the B.P.A. Great advances 
aU , dc< \ n /hade in paediatrics in Sweden during recent years 
and had been followed with intense interest by workers in 
At th ®. same ''me he thought that the fall in infant 
mortality m this country from 150 to 34 per thousand in 

nni, yea t u WaS pretty good suing.” New Zealand was the 
inlSni'm^ uuuntry With which the record of Sweden for small 

most £ nW y u^ U d . b l COmp:ired - Sweden had perhaps the 
c uded nr a ^ l d T S u h ? ital in thc wor]d - Medicine, con- 
wouid be" hM n^i'’ *h°uld become more international, and this 
dcliehtful vk-f d , suc! ? Vis,ts as tbe Present one and the 
Sueden L) pa,d by the British Paedia 'ric Association to 
n last scar, where they had been so hospitably treated. 


In reply Professor Lichtenstein said that during the seven- 
teenth and early part of the eighteenth centuries Swedish 
doctors were in thc habit of visiting the country of Sydenham 
and Glisson. He mentioned the Swedish indebtedness to 
British workers, observing that international co-operation was 
more necessary now than ever before. He ended by saying, 
“ We know in Sweden that if we enjoy freedom of thought and 
speech and science we owe that to Britain.” 

Professor E. C. Dodds, Master of the Apothecaries, paid his 
tribute to Swedish science and said that in no country in Europe 
did they owe so much in the matter of collaboration. Pro- 
fessor Dodds made some interesting remarks on the history of 
thc Society of Apothecaries. Lord Moran also spoke, and 
Lord Webb-Johnson praised the Manchester School of Paedi- 
atrics, saying that he had sat at the feet of Dr. Ashby’s father, 
thc author with G. A. Wright of that weli-known work Diseases 
of Children. 


Reports of Societies 


PROBLEMS OF CHILDHOOD 

The problems of young children engaged the attention of the 
Section of Paediatrics of the Royal Society of Medicine on 
April 22, Dr. James Smellie presiding, and of the Child 
Psychiatry Section of the Royal Medico-Psychological 
Association on April 23, when Dr. Maberly was in the chair. 

Toilet Training 

The Paediatrics Section first heard Mr. Adam Curle, of the 
Institute of Human Relations, give an account of the methods 
of training in primitive societies. In the more aggressive com- 
munities the belief in the necessity for cleanliness was enforced 
by threats and punishment, while in peaceful communities there 
was a more easy-going attitude, the child being allowed to 
acquire good habits in its own time. In the more sophisticated 
communities in the last 60 to 80 years better amenities in home 
life had heightened the impulse towards toilet training at an 
early age, using methods varying from threats of punishment 
or ostracism to rewards for success. Mr. Curie described some 
studies he had made of communities in isolated villages where 
everyone showed great interest in all the children. Some of 
the practices of the primitive societies, such as elaborate initia- 
tion ceremonies into adult life, gave the members a strong feel- 
ing of unity with the group in contrast to the practice in a more 
highly civilized society of surrounding a child with protective 
care and then leaving it to its own devices at adolescence, 
which produced a feeling of isolation. 

Miss Agatha Bowley, of the Foundling Hospital Research 
Centre, said that habit training was a misnomer ; it was not a 
mere matter of conditioning, the emotions were involved. She 
quoted opinions of workers in this field that the child who was 
allowed to develop without training would, if provided with the 
appropriate utensils, train himself after the age of 18 months. 
It was possible to condition small babies to be clean, but 
with intellectual development the habit broke down and this 
caused distress to the mother and might damage the mother- 
child relationship. “Placid but not premature potting” \vas 
her advice, and the pot should not be too much in evidence 
until the baby was a year old and had formed a steady 
emotional relationship with one adult. Approval and dis- 
approval should be only mildly expressed. 

The discussion that followed showed a cleavage of opinion. 
Dr. R. S. MAcKeith pointed out that if no training was under- 
taken for the first 18 months there was an enormous amount 
of washing to be done. Dr. I. Helman spoke of the results of 
a survey she carried out to discover whether the attitude of 
“saving the washing” was justified. She found that few 
children were clean before the age of 2, regardless of when 
training was begun. This was important, because a great deal 
of energy was wasted by too early a start, and the happy 
relationship between mother and child might be jeopardized. 
With children whose training started nearer the age of 2 the 
training seldom took more than a few months. 

Dr. Lindsay Batten said that as soon as a child got on to a 
mixed diet its urine became more irritating, and it was extremely 
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common for children of over eight months to have very sore 
genitalia. If they could be persuaded to be wet less often it 
would be an advantage. Dr. Patricia Holman said that it 
was not good enough to say that the mother should put up 
with the washing, especially in a working-class home. That 
might be the last straw which destroyed her health. 

Dr. Let im Fairfield teminded the meeting that life was not 
only for babies ; adults were entitled to some considera- 
tion. It was doubtful whether a child would correct itself 
automatically; some gentle pressure and direction from adults 
were needed. Dr. Felix Brown said that children should 
achieve habit training sooner or later, but excessive pressure 
should not be put upon them. Dr. Smellie said that there 
was such a thing as the gastro-colic reflex, and normal 
physiological functions could be encouraged, promoted, and 
trained. 

Psychiatric Aspects of Infant Feeding 

At the meeting of the Child Psychiatry Section of the Royal 
Medico-Psychological Association, Dr. Richard H. Dobbs said 
that after birth the most important happening in the child’s life 
was feeding. The mother bad comparativefy simple instincts, 
but superimposed on them there might be emotional difficulties ; 
she might have fears that she would fail, or she might have 
feelings of prudery and disgust which would complicate the 
process of breast-feeding. Breast-feeding was of great impor- 
tance for the future character of the child. Breast-fed children 
suffered much less from ailments and had a lower mortality 
rate than bottle-fed babies, but the disadvantages of bottle- 
feeding disappeared as poverty was left behind and there might 
come a time when it would be difficult to point to a better 
survival rate as one of the advantages of breast-feeding. Regu- 
lar feeds were not essential nutritionally or medically, but a 
certain routine and habit in feeding was a good thing if it 
could be achieved without any great disturbance either to lacta- 
tion or to the child’s comfort. Motherless babies did not miss 
their mothers for the first six or seven months, but in later 
years they might suffer harm if there was a constant stream of 
nurses ; even if there was only one she would not provide the 
extra love and care which a mother bestowed, and this was of 
importance in later years. 

Dr. Mildred E. -Creak said that the hurried impersonal 
routine carried out in many maternity units where the baby 
was kept in the nursery and given to the mother only at feed- 
ing times had created many difficult situations. The baby 
should be kept near its mother. Dr. Maberly said that it 
was desirable that the child-guidance clinics and the maternity 
and child-welfare centres should work closely together. 

Children in Hospital 

Dr. A. G. Watkins, Royal Infirmary, Cardiff, said that 
every child should be seen first in the privacy of a small room 
by a responsible medical officer and an experienced sister. The 
child who caused trouble in the ward was usually the child 
who was already maladjusted. Normal children settled down 
quickly, and the grossly defective child did not give much 
trouble, but the mildly defective child was sometimes difficult. 
A great deal depended on how the parents had approached 
the child regarding its need for hospital treatment. The acutely 
ill child adjusted quickly to the new surroundings and appre- 
ciated the comfort provided. The child should be allowed to 
bring its own toys, especially the ones it usually took to bed. 
If a child was old enough, any procedure to be carried out 
should be explained beforehand. A full explanation should 
also be given to the parents by the doctor ; they were more 
satisfied and then the child was more contented. Certain types 
of children were upset after visits ; others were better after a 
visit from tbe parents. This was something one could not 
be too dogmatic about. It should be left in the hands of the 
sister to decide whether a child should be allowed visitors or 
not. He never hesitated to allow visitors when a child was 
desperately ill. 

Miss Anna Freud said that when a child was ill it was easy 
to forget how harmful it was for the child to be in a state 
of anxiety, separated from its home surroundings. Those svho 
worked in hospitals said that children were better behaved, 
they resented less what was done to them, they were less easily 


emotionally upset, and they usually ate and slept better, but 
this was because the child became all body and its individu- 
ality retreated. Mind and body worked together and it was 
not profitable to treat them separately. There was a great 
deal of evidence that in the child, whether ill or well, the life 
of the body was accompanied by a rich life of the mind. 
Young children separated forcibly and for a long period from 
their mothers showed all the signs of a melancholic state, 
including even the signs of arrested bodily development The 
child was not only separated from familiar people, he was 
separated from all his habits, and this might create as grave a 
disturbance. 

Children of school age put much of their feeling into their 
interests ; in hospital their interests had to be left at home, 
and such occupation as they had would not take up more 
than a few hours in the day. Children of that age needed 
continuous occupation. When a child was ill it lost interest 
and had the experience of being nursed again. Some children 
reacted by sinking back into babyhood or else they reacted 
against nursing care. Many children regarded the pain they 
suffered and the restrictions imposed upon them as punishment, 
and to such children the experience of being ill was dangerous. 
When children went through an illness at home they were 
helped by the people who knew them. In hospital they went 
through a difficult experience in isolation. 

Dr. Maberly felt that nurses preferred the depressed melan- 
cholic child because it was easier to manage. He mentioned' 
the possibility of the mother coming into hospital and taking 
part in the nursing of the child, which seemed to be a successful 
solution to one part of the problem. Dr. Hunter, of the 
Tavistock Clinic, said that children were much less keen on 
seeing their parents after six or eight weeks in hospital. The 
problem of the child who had to be nursed in a cot was 
interesting ; such children appeared to suffer from a particular 
form of withdrawal not experienced by children who were up 
and about. 


CARE OF THE ELDERLY 

The Medical Society for the Care of the Elderly held a confer- 
ence 3t Liverpool on April 1 and 2, in Belmont Road Hospital. 
Tbe meeting was opened by Sir Henry Cohen, who paid tribute 
to the work of Dr. Lloyd Hughes, the regional medical officer 
for Liverpool, and praised the work which had been done at 
Belmont Road Hospital. 

Dr. Lloyd Hughes described the steps which were being 
taken to meet the problems of old age in the region. He men- 
tioned the setting up of a geriatric advisory committee to start 
work on these matters and outlined the progress which had 
already been made. Dr. Lloyd Hughes stressed the importance 
of finding bousing and accommodation for those elderly patients 
who could be discharged from hospital. Tbe Nuffield Founda- 
tion were contemplating the creation of experimental “ half-way 
houses ” for such cases in Liverpool. 

Lord Amulree told the conference of the interest which the 
Ministry of Health was taking in the prevention and treatment 
of sickness in the elderly. It was important for those who were 
doing the work to make their needs and their plans for future 
development known to the hospital management committees 
and regional boards. The Ministry would lend a sympathetic 
ear to any suggestions likely to free beds badly needed for other 
patients. 

Dr. C. O. Stallybrass spoke on tbe work of the geriatric 
advisory committee. The members had made it their duty to 
look into matters personally and had tried to formulate some 
general principles. They had found that with old people social 
and psychological problems were as important as the purely 
physical ones. When all these bad been investigated and 
assessed, treatment of the old person could begin. 

Dr. D. G. Henry, who had been medical officer to the 
Belmont Road Hospital for eighteen years, spoke as a genera! 
practitioner. More old people had to be cared for by fewer 
young ones. At tbe same time, the sense of responsibility 
within the family had altered. Besides tbe temperamental diffi- 
culties arising in the aged, current social conditions some- 
times led to malnutrition. Extended social welfare activity 
was needed. 
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Miss Caple, almoner to the Leeds Geriatric Unit, also empha- 
sized this aspect, while Dr. R. N. Tattersall gave an account 
of the medical work in this unit. He stressed the need for 
preliminary investigation and assessment of all elderly patients 
coming into hospital, mentioning the wide variety of patho- 
logical conditions encountered. 

Inactivity in Old Age 

On the second day Dr. J. W. Affleck, of Leeds, read a paper 
on “Personality Factors in the Senile Psychoses." The patient 
must be regarded as a personality and not just as a case of 
senile dementia or paranoia. The various types were inter- 
mingled in the elderly and were modified by the social sur- 
roundings of the old person. Dependence on others, loneliness, 
and physical disability complicated the picture and gave the 
patient little opportunity to regain lost self-esteem. 

Dr. Marjory Warren levievved the results of inactivity in 
old age. After describing some aspects of physiological 
deterioration she mentioned the psychological apathy associ- 
ated with prolonged rest in bed. Active treatment of all 
physical disabilities which limited a patient’s mobility was 
necessary. All social and domestic agencies which could 
lighten the mental or bodily burden must be recruited, and 
team work was needed to tackle the life problem of the patient 
in a happy, congenial, and stimulating atmosphere. Whenever 
possible old folk should be kept at home and not sent to 
hospital. 

Psychological difficulties were mentioned by Dr. R. Kemp. 
Hitherto the medical profession had turned away from the care 
of old people, and this neglect had led to many false ideas about 
disease in the aged. The troubles of the elderly were often more 
mental than physical. If bedfastness and demoralization were 
prevented, active treatment would often produce a surprising 
change in the patient’s activity, health, and happiness. 

Dr. T. H. Howell urged the need for more out-patient clinics 
for elderly patients. These, especially when combined with 
domiciliary visits, diminished the numbers of patients needing 
to enter hospital. He agreed with Dr. Kemp and Dr. Warren 
on the need to keep old people active and alert in their own 
homes. 

After a discussion on chronic bronchitis by Dr. R. M. Evans, 
a paper on malnutrition in the elderly was read by Dr. H. 
Fuld. He compared his experiences at Belsen camp with some 
of the cases seen in Liverpool. Discussing the physiology of 
nutrition in old age, he criticized recent experimental work on 
-v. diet in rats when applied to human beings. A low protein 
.take was often found in patients admitted to Belmont Road 
''spital with tissue wastage, anaemia, and oedema. A v 'ta- 
t ’ f ’' ' vere not uncommon, especially among the many old 
.ieople who appeared to live on bread-and-jam and tea. 


ALCOHOLISM AS A NEUROTIC SYMPTOM 

Dr. R. D. Newton, speaking at the annual general meeting of 
the Society for the Study of Addiction held on April 19, said 
that there was still little agreement on the causes of addiction 
and little progress had been made in prevention or treatment. 
A primary difficulty seemed to be that alcoholism was scme- 
ttmes regarded as a disease in itself, while at other times 
it was viewed as a symptom. Alcoholism or drug-taking 
might be included among other reactions in a psycho- 
pathic personality or might be symptoms of a neurosis or 
psychosis. 

Addiction to alcohol was a behaviour disorder closely related 
to other behaviour disorders of hysterical origin. In investi- 
gating cases of addiction one would expect to find a history 
of hysterical personality. Children who were over-indulged or 
who had been starved of affection and fearful of punishment 
might have a character structure in which the sense of personal 
helplessness was so deeply embedded that it lasted throughout 
life. Their reaction to difficulties was to retreat within them- 
selies and build up a world of illusion, and alcohol helped 
them to do this. Patients who alternated between self-pity and 
an aggressive anxiety which made it difficult for them to 
establish contact with their fellows took alcohol to blunt their 
sensiUvities a significant difference in the use of alcohol. 


Dr. Newton gave some case histories showing addicts to 
alcohol as normal people in abnormal circumstances. No 
evidence was found of any constitutional or hereditary factors, 
and all the information available suggested that these patients 
could have been successfully treated for their psychological 
disorders in childhood, adolescence, or early adult life/ 

Mr. Stanley Lee, F.R.C.S., secretary" of the Society, in 
presenting the annual report, said that Professor Golla of 
the Burden Neurological Institute had accepted the office of 
president for the ensuing year. Money had been made available 
for research into the causes of the craving for alcohol. To 
carry on the Society’s work it had been necessary to dip deeply 
into its reserves, and an appeal was made for new members and 
increased support. 


HEBERDEN SOCIETY 

The Heberden Society held a “ Case Conference " on April 8 
at the West London Hospital. This was an endeavour to 
approach the problem of rheumatic disease from a dinico- 
social aspect, and the technique used was that developed by 
the School of Social Medicine at Oxford. Dr. Alice Stewart, 
from this department, took the chair at the invitation of the 
president of the Society, Dr. W. S. C. Copeman. Dr. Copeman, 
in opening the meeting, drew attention to the effect of the 
concentration by the teaching hospitals on the pathology of 
disease and on good teaching material to the neglect of the 
social implications of illness. 

Two cases, one of rheumatoid arthritis and one of ankylosing 
spondylitis, were presented by Dr. R. M. Mason, and the social 
case work carried out was described by Miss M. W. Edminson, 
head almoner of the Arthur Stanley Institute, Middlesex Hospi- 
tal, and Miss B. E. Leman, out-patient almoner of the West 
London Hospital. Dr. Alice Stewart questioned whether such 
cases would have occurred at .all if social research work had 
been carried out as actively as had pathological. She thought 
that an epidemiological study of the rheumatic diseases in the 
community would be a valuable advance in the investigation of 
these conditions. She suggested that a committee of interested 
doctors and almoners should be set up to work out the main 
headings to be used in social case reports. These should include 
the family constitution, an assessment of major financial stresses, 
housing arrangements, relevant public services available, and 
follow-up arrangements. Finally, the results achieved by the 
various social services available, as distinct from the purely 
medical aspect, should be assessed at some time in each 
individual case. 


Preparations and Appliances 

— — 

SET OF NESTED RETRACTORS 

Sir Heneage Ogilvie writes : In my Bradshaw lecture in 1947 
I described a set of nested retractors. The ones I was then 
using were a home-made set made before the war by my 
chauffeur. Since the lecture I have been working out the 
design with Dr. Greville, of the Medical Supply Association, 
and have, I think, got 
as satisfactory' a pat- 
tern as is possible 
within the limits of 

compactness. I and . jj'f jf| , \ •- i 

my colleagues at ■ ■ >1 

Guy’s Hospital find 'j. t w y 

these retractors very V ’. 

useful for all opera- V IP! 

tions at the bottom of yj 

a deep cavity, such as 

abdomino-perineal resection of the rectum, nephrectomy, 
vagotomy, and all operations on the oesophagus and cardiac 
end of the stomach, and. operations on the thoracic and 
lumbar sympathetic systems. 

The set consists of twelve retractors of similar curve but 
varying length, held together by a folding bolt for sterilizing 
and until they are needed. 
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Correspondence 


An Unfortunate Precedent 

Sir, — T o doubt the impartiality of Lord Moran in his 
rapacity as chairman of the Committee for Distinction Awards 
:o Specialists verges on the imbecile ; but the letter (April 30, 
?. 774) published over the names of eight officers of the Royal 
College of Physicians does indicate a cause for apprehension. 
Thus (quoting your leading article of April 23, p. 717), they 
assert- that it is insulting to suggest that in future Fellows of 
the Royal College of Physicians may hesitate to criticize the 
President lest they be passed over when distinction awards are 
made. 

Of course, such a idea is ludicrous, but it has always been 
supposed that not Fellows but Members live in the shadow 
of dangers of such a type ; and now their liberty is in even 
greater jeopardy, because, as the letter from the eight officers 
suggests, at least by implication, merit awards for physicians 
will go to Fellows. 

Is there anyone so temerarious as to suggest that all Fellows 
have attained to their glory because of greater professional 
merit than any Member? I think the answer must be No. It 
is notorious'that luck (perhaps, as many supposed, biased by- 
prejudice) plays an even greater part in elections to the fellow- 
ship than in the examination for the membership. In the past 
this mattered little, except to the amour-propre of senior 
Members ; but in the future it will involve financial loss. 

Is it not time that the Fellowship of the Royal College of 
Physicians of London should be awarded for professional 
eminence, and that it should not be unreasonably withheld from 
those who have attained the necessary professional position ? 
The present procedure by which a nomination can be held back 
by the Council and so never come before the Comitia reeks 
of totalitarianism. 

All the Members with whom I have discussed the matter 
agree with me, but, being less senior than I, fear that the 
Fellowship will be for ever out of their reach if they become 
vocal. — I am, etc., 

London, W.l. f >I!s ' EY - 

Sir. — I t is surprising to read (April 30, p. 774) that no less 
than eight officials of the Royal College of Physicians missed 
the object of your leading article (April 23, p. 717) in which 
you expressed doubts as to the wisdom of the P.R.C.P. hold- 
ing the chairmanship of the Distinction Awards Committee. 
I feel sure few would object to Lord Moran in a personal 
capacity serving on that Committee on an equal level with his 
colleagues, and the propriety of such membership was never 
questioned in your article. The difference between chairman- 
ship and membership of that Committee seems to me to be of 
the greatest importance, because the holding-of the chairman- 
ship as well as the presidency of the College would place him 
in a commanding and probably an unenviable position. It is 
not clear whether the eight officials write on behalf of other 
Fellows and Members of the College or in a personal capacity, 
but, whether or not they regard the suggestions in your article 
about favouritism and fear of criticism as a persona! insult, 
it is surely of greater importance that these dangers which many 
specialists fear are rieariy foreseen, and you will no doubt 
be congratulated by many specialists who are Fellows and 
Members of this ancient College for pointing them out. 

As a Member of the College, it appears to me that the pos- 
sible dangers that might arise are twofold. First, that while 
no one. least of all the writer, wants to criticize Lord Moran’s 
sincerity and integrity, which no doubt would be shown as 
chairman of the Committee, the possibility must be foreseen 
that the distinction awards may excite criticism and, -rightly 
or wrongly, perhaps a sense of grievance among distinguished 
aspirants to awards. It does not require much imagination to 
foresee a condition of affairs arising when specialists become 
divided up into cliques and undesirable rivalries. Secondly, 
our position as Fellows and Members of the College is entirely 
changed directly we become dependent on our fountain-head, 
the President, for possible financial advancement. Some may 


feel that the presidential chair should remain above the level 
of financial remuneration, and one shudders to imagine the 
views of our forefathers were they able to survey the situation 
arising. 

Those who have served in the Forces are well aware of the 
dangers of any form of criticism of superior officers ; this is so 
much realized that no criticism is ever contemplated. It is fear, 
either conscious or subconscious, which prevents any form of 
criticism or even undue initiative. On active service such con- 
ditions are regarded as a necessary’ evil. But where they per- 
vade civilian life, and indeed are instituted by the profession 
itself, it is not surprising that specialists may view the situation 
with dismay and apprehension. Already by compulsion much 
of our financial remuneration is subject to the officialdom of 
the Ministry of Health, and no doubt there are some Fellows 
and Members who hope that their relationship to the College 
may not develop on a similar footing. — I am, etc., 

SPECIALtST AND M.R.CJP. 


Treatment of Basal-cell Carcinoma 

Sir, — T he final sentence in the article by Sir Cecil Wakeiey 
and Mr. Peter Childs on basal-cell carcinoma (April 30, p. 737) 
states that “surgical excision of all rodent ulcers is recom- 
mended." I feel bound to challenge so sweeping a statement. 

Small basal-cell carcinomata can sometimes be eradicated by 
a wide variety of therapeutic procedures, but surgical excision 
and irradiation are the most consistently effective. Patients 
have no particular bias in favour of a treatment method, and 
ask only that their tumour shall be dealt with adequately from 
the first and that they shall he left with as little scarring as 
possible. The tragedies that still occur with this disease are 
nearly always due to incomplete excision or inadequate irradia- 
tion at the time that the first treatment is given. It is more 
important that the first treatment should be efficient than that 
either method should be preferred. Both surgery and irradia- 
tion have a useful part to play, hut I did not think that 
anyone who bad an extensive experience of the treatment of 
basal-cell carcinomata would to-day deny that radiotherapy 
was the more suitable method of treatment for the majority 
of these patients. 

Sir Cecil ’Wakeiey and Mr. Peter Childs give particulars of 
27 cases of basal-cell carcinoma occurring at sites other than 
the face and the scalp, selecting for special mention ihe uncom- 
mon sites where these tumours are more suitable for surgical 
excision. They give the result in only three of these cases 
(recurrence-free at 9 years, 4 years, and 2 years) and in none 
of the other 210 cases referred to where the tumour was 
situated on the face or scalp. If categorical statements of the 
kind contained in this article, which contradict accepted practice 
in most centres where large numbers of these cases are seen, 
3 re to be made, they should be backed by a clear statement 
of fact and not merely by an expression of hope that “ there 
should be no recurrence with adequate surgical excision." 

It would require considerable space to take up each point 
quoted by them in favour of excision — in my opinion some 
of these are misleading and others are untrue. I agree that 
recurrence after failure of irradiation is an indication for sur- 
gery — unfortunately the recurrences that we see after surgery- 
are not often suitable for radiotherapy. Important considera- 
tions of relative cosmetic effect and the occasional need for 
extensive plastic repair following excision are passed over 
lightly. Only one concession is made, when it is suggested that 
in some cases of multiple superficial lesions irradiation may 
have practical advantages over multiple excisions. Shortly 
afterwards the really dreadful sentence, “Only rarely need a 
patient be condemned to irradiation on account of poor 
health," occurs. What kind of radiotherapy C3n they have 
seen? To take only one common example, patients with basal- 
cell carcinomata of the eyelids have generally a better chance of 
cure and less deformity with irradiation than with surgery, 
quite apart from “less time lost from work, admission to 
hospital, and mental trauma,” which, in these cases at least, 
are wrongly claimed as surgical advantages. “ Mental trauma " 
is surely special pleading— at least I have never had to give 
"premedication" to my patients with rodent ulcers “to 
diminish their worry'-” 
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The following table is presented to show, the results obtained 
with 474 patients treated by x rays up to the end of 1944, and 
to indicate what has been done with one method of radio- 
therapy. 

The policy of treating the majority of these tumours by 
radiotherapy when they occur on the face, neck, or scalp, and 
of excising most of the solitary ones that occur elsewhere, as 
Well. as those few which fail to respond to irradiation, has 
resulted in the eradication of the disease in nearly all the 
previously untreated patients whom 1 have seen since 1935. I 
know of only one which persisted and contributed towards the 
patient’s death, and this, treated by both surgery and irradia- 
tion, was extensively involving bone when the patient was first 
seen. This may, of course, have also happened in some others 
which were lost sight of during the war and which we are now 


Results of Treatment by X Rays of Nerv Cases of Basal-cell 
Carcinoma, 1935-44 



No. of 
Cases 
Treated 

Lost 

Sight 

of 

Died of 
Inter- 
current 
Disease 

Recurred 

Recur- 

rence* 

free 

Percentage 
free from 
Recur- 
rence 

Patients treated more 
than 10 years ago, 
1935-37 .. 

68 

21 

9 

3 

35 

i 

n 

Patients treated more 
than 7 years ago, 
1935-40 .. .. 1 

256 

69 

56 

18 

143 

89 

Patients treated more 
than 5 years ago, 
1935-42 .. 

368 

72 

57 

27 

212 

89 

Patients treated more 
than 3 years ago, 
1935-44 , . 

474 

89 

49 

36 

300 

89 


One old lady died of mtercurrent disease with some residual tumour present, 
»nd one died with an nctivt growth which hastened her death. All other patients 
whose tumours recurred were re-treated by surgery or irradiation and were disease- 
free when last seen. 

trying to trace. The table needs to be brought up to date, 
but the available facts are there to be examined and inter- 
preted; every known recurrence, however trivial, is included, 
even if dealt with successfully by further irradiation. 

A number of other large series of patients with rodent ulcers 
treated by radiotherapy have been published in recent years. 
If surgical excision of every rodent ulcer is to be recommended, 
it is desirable that the facts on which this recommendation 
is based be presented for assessment and comparison. 

Surgical excision and irradiation are both available for 
patients with rodent ulcers ; a judicious selection of the method 
r combination of methods best suited to each individual 
tient produces not only freedom from recurrence but excel- 
t cosmetic results as well. Surgeons and radiotherapists do 
etter by working together than by claiming exclusiveness. — 

I am, etc., 

London. S W 3 D. W. SMITHERS. 

Resection of the Fallopian Tube 

Sir, Lately, after salpingostomy, instead of inserting catgut 
to keep the tube open I have been using a thin strip of oxycel. 
I have only done this in a limited number of cases, and they 
are too recent to be able to forecast about pregnancy, but the 
x-ray reports have been satisfactory with regard to patency. 

I am not sure if this is an original procedure, but I have 
not seen a note of it elsewhere. — I am, etc., 

Dublin. Bethel Solomons. 

Statistics and Health Education 

Sir, Dr. F. Gray's letter (April 16, p. 680) brims over with 
ideas some very good — but he has not subcultured and 
isolated the better ones for close and critical analysis. He 
appears to chafe unduly at the prevailing practice among public- 
health workers of collecting and examining morbidity statistics 
before taking preventive action in certain fields. Inquiry, sort- 
ing, and computation are as necessary- preludes to the logical 
planning of prophylactic measures as diagnosis is to treatment. 
His suggestion that " the problems of real life ” .would be 
solved by subsidizing selected general practitioners to under- 


take research into these problems can surely, if carried out, 
get us no further than to convert this creme de la creme o! 
G.P.s into clinical specialists or social statisticians — very good 
in itself but not really what Dr. Gray and I are aiming at. 

Let each cobbler stick to his most accustomed last. Let the 
Ministry of National Insurance (and any others who can and 
care to) collect and publish morbidity statistics ; let G.P.S (anc 
others) treat the sick and discover and make known the infunati 
social pathology influencing recognizable physical and menta 
disorders. Then Dr. Gray may leave the health educator tc 
use this (and other) information and to ascertain where, anions 
which sections of the community, and on what aspects ol 
health and disease ignorance is most manifest. In this wav 
health instruction to the laity can be most appropriately am 
effectively planned. 

Dr. Gray asserts that “ attempts at preventive medicine ar< 
being made in a sort of vacuum — hence their ill success.” Thi 
disappearance from this country of leprosy, typhus, malaria 
plague, and cholera ; the considerable diminution in smallpox 
typhoid, scurvy, rickets, tuberculosis, and diphtheria ; togethei 
with the progressive decline in the mortality rates for all 
age groups, and especially among infants, are apparently amont 
the forgotten achievements of applied preventive medicine. 1 
suggest that any remaining “ vacuum ” can be filled by accurati 
social and medical statistics. Well-conducted sample survey 
among most types of community will yield reliable data.oi 
the prevailing needs and will' provide a measure of the effective 
ness of health education measures. Health education of tb 
individual is not quite the same matter as teaching health ti 
community groups. They are related subjects but based o: 
different criteria (statistics), and each calls for a separat 
technique. — I am, etc., s 

London. S.XV.l. W • HaRTSTON. 

Food, Health, and Education 

Sir, — I t is now known that the streams of advice and inform; 
instruction upon the choice and the cooking of food to whic 
since 1940 the Ministry of Food has treated the housewives ai 
to be strained into a melting-pot and left to simmer awhil 
Some of the work will be taken over by those of the loci 
education authorities who are sufficiently interested to find 
place for it; and the Ministry of Food will apparently l 
maintaining a small central staff and a dispersed body of volui 
tary “ food leaders," whose real activities have never bei 
precisely assessed. Presumably the Ministry will also contim 
to use the Press and radio. 

So long as the conditions of supply and rationing were liab 
to abrupt changes it was natural that the task of instructing tl 
public should fall to the Ministry of Food, for, after all, i 
other Ministry could have handled the shifting situation. B 
it is now pertinent- to ask what part, the local health depai 
ments will be expected to play ; and it is no less necessary ' 
point out that the country is faced with some serious and inte 
related problems- in the nutritional field of public health, 
the time has come to take stock of what is in the melting-p< 
then we had better decide what kind of educational brew t 
need. 

The advice services initiated by the Ministry of Food we 
plainly intended to shepherd the housewife through the coi 
plexities of wartime rationing. But the quality of the proble 
has now changed ; and this change in quality is best sui 
marized under three propositions : (1) The published figur 
suggest that the average diet has been remarkably well balano 
on a day-to-day basis ; that is to say, while there has been 
certain element of monotony, the constituents of the diet ha 
somehow combined to sustain a reasonable level of stami: 
and a good growth record. (2) But a shift in the proportion 
supplies (e.g., more sugar and less meat) might have the effe 
of throwing the average diet out of balance, and it is difficult 
see how this is to be prevented in a free community exce 
through a process of education. (3) Even more important is 
for us to face the fact that what we believe to be our trai 
tional pattern of diet may have passed away for ever. T 
typical British diet of 1970 may, in brief, have to be someth! 
very different from the typical middle-class diet of 1930 (whi 
was presumably the standard most working-class families wor 
have aimed to reach if their means bad permitted). 
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It is no longer a matter of persuading a people to adjust itself 
i the vagaries of wartime rationing. The concept we need is 
tat of a long-term process of formal and informal education 
ie components of which are integrated into a continuous 
heme. The problem has become less administrative or purely 
lucational than medical. It concerns neither the worries of a 
linister of Food nor the natural wish of a few people to attend 
asses on cooking and food management ; it concerns the subtle 
id elusive question of the precise part played by a balanced 
etary in maintaining and improving health and working 
ipacity. For, this reason it is, in some measure at least, an 
fair of the Ministry of Health and of the local health 
jthorities. 

What are the elements in our present diet that have combined 
i give it balance? We can only surmise ; but if we prefer to 
■r on the safe side we may mention the larger and far more 
,-en consumption of milk, the provision of welfare foods, the 
ghtly milled flour, the higher (though still inadequate) con- 
lmption of vegetables, the higher consumption of potatoes, 
ie restricted consumption of sugar, and, finally, a trend towards 
ie made-up or “ mixed protein ” type of dish in place of the 
unday roast followed by a week of scraps, cereal products, 
nd oddments. Physiologically it is the day-to-day fare that 
tatters, not the total components of a dietary as estimated 
ver the course of a week or month. Nutrition is a continuous 
rocess. And while an occasional feast day and an occasional 
ieiio6 of austerity dieafty mafte for most comunreTS Nery Yi\\Vt 
Inference, one may assume that the nutritional level is better 
naintained where the day-to-day or even the meal-to-meal diet 
> a soundly balanced one. 

Partly by luck and partly by judgment the people of this 
ountry have been since 1939 manosuvred closer and closer to 

dietary that approximates to what we should approve. Can 
hey be persuaded to stay there and to make further progress ? 
4ow, if the task of instructing the public on food matters is to 
ie divided between the Ministries of Food and Education, there 
s a certain risk involved. The Ministry of Food may tend to 
iew the task, so far as it retains its powers, as merely a con- 
inuation of its wartime activities and not to appreciate the 
:hange that has come over the quality of the problem. The 
Ministry of Education, on the other hand, may tend to concen- 
rate on the provision of more or less formal classes under its 
cheme of adult education ; and it is evident that such classes, 
ndispensable as they are, do not reach more than a very limited 
ection of the housewives of the country. Such classes were 
n any case normally provided before the war by a number of 
he education authorities, and we should merely have an exten- 
ion of the same practice without due consideration of the 
trgent medical problems with which we are now faced. 

It is surely desirable that someone or some committee should 
ntervene. What we need is a careful and objective assessment 
>f the real effect of the “ advice ” work of the Ministry of Food 
ind the outlines of a broad scheme of formal and informal 
nstruction and advice that will gradually leaven the thoughts 
if the consuming public over a term of years or even of 
tenerations. It should be the aim of any community to make 
srch generation better nourished than was its predecessor, and 
hat is partly a matter of food supplies and greatly a matter of 
:ducation. But the leaven must begin its work in the schools 
md influence every age and condition of life. A scheme of 
his nature cannot necessarily be implemented without delay 
—patently in present circumstances it could not — but that is 
10 reason why it should not be foreshadowed in broad outline. 

If the intervention comes, it should be medical ; and prefer- 
iblv it should be extra-ministerial. Not that the Ministries are 
mfitted to look after their own affairs, but this is a case where 
he public interest would be best served by a frank, inclusive, 
md unhurried review of all the complex factors involved. — 
I am, etc., 

Oxford. F. Le GrOS CLARK. 

Treatment of Rheumatoid Arthritis by Vasodilatation 

Sir, — The results of treatment for rheumatoid arthritis -have 
remained unsatisfactory. Recently a number of therapeutic 
measures have been tried, all attempting to produce increased 
blood supply to the diseased joints. Thus spinal pumping, 
blood and plasma infusions, and intravenous T.A.B. injections 


have been given to promote vasodilatation. It is possible that 
tpe remissions caused by jaundice and by infusions of blood 
fyom pregnant women are also caused by improved blood 
supply to the diseased joints. The ordinary physiotherapeutic 
measures, such as radiant heat, wax baths, short-wave 
diathermy, etc., as a rule only given for short periods, also 
a id in increasing the circulation of blood in the joints. The 
usually short-lived benefit is probably based on this factor. 

All these methods have only a temporary effect. We there- 
fore sought for means of applying beat to the body which 
w'ould be well tolerated by the patient and would produce 
sustained vasodilatation. The method we adopted is the appli- 
cation of a large electric blanket to the lower half of the body. 
The patient’s feet, legs, and pelvis are well protected by sheets 
0 f cotton-wool bandaged on to the limbs and body. The 
electric blanket is then wrapped round the patient and kept 
iii position by bandages. The blanket is left in position for 
prolonged periods — up to four weeks in some cases — and the 
patient only taken out of it for toilet purposes. The tempera- 
ture between the cotton-wool and the blanket is between 108° 
a nd 110° F. (42.2° and 43.3° C.). This type of application of 
heat produces generalized vasodilatation with pronounced 
sweating. The resulting fluid and salt loss is made good by 
additional fluid and salt intake. A fluid intake and output 
c hart is kept and a check made on the chloride excretion 
iP the urine. 

Vift. •paVft.Ti'rs 'ohcnftt 'hih VrKiVmwfi -«dfi. Tft tove Yreateii 
eight patients so far, mostly cases suffering from advanced 
rheumatoid arthritis with severe joint deformities and marked 
limitation of movement. In every case the improvement was 
,<idrked. The range of movement is increased, the swellings 
subside to a large extent, and the stiffness and pain also improve 
considerably. Three women, whose hands had been fixed for 
five years, after three weeks’ treatment were able to-knit again, 
gince the patients so far treated have all been advanced cases,' 
3 complete cure could hardly be expected. Although improve- 
ment appears to have been maintained it is impossible to say at 
this stage whether further relapses may occur, and it is there- 
fore suggested that this method is tried out at a special centre 
Cin a number of patients who could be followed up carefully. 
\Ve have no doubt that this treatment is more promising than 
Other measures which are at present available. An additional 
gdvantage is that this treatment can be given to the patient in 
pis home under the supervision of his own doctor. 

We feel that the electric-blanket treatment should be given a 
\vider trial and be used experimentally in conjunction with 
Other methods at our disposal for increasing the blood supply 
(O the diseased joints — for instance, plasma and blood trans- 
fusions, nicotinic acid infusions, the administration of tetra- 
cthvlammonium bromide, sympathetic block by injecting the 
sympathetic ganglia, and gold or vaccine therapy. 

We have approached the makers of the ’electric blanket to 
piake us special trousers, which include the feet, out of the 
material, since such an appliance could more easily be kept 
in position and also allow for nursing purposes. The electric- 
planket method of producing vasodilatation may be also useful 
jn other conditions in which a constant increase in the blood 
(low to certain areas is beneficial. — We are, etc., 

Eric Frankel. 

London, E 11. D. L.ANG STEVENSON. 

Vaccine Treatment of Rheumatoid Arthritis 

Sir. — My old chief. Sir James Kingston Fowler, used to say 
that every new remedy of value is recognized as such by the 
profession within six months of its introduction. One has only 
to think of antidiphlheritic serum, salicylates for rheumatic 
fever, salvarsan, insulin, liver therapy, the sulpbonamides. , 
penicillin, radiotherapy, and E.C.T. to realize how very true 
this aphorism has proved itself to be. 

But what about treatment with vaccines ? This was first 
suggested, I think by Sir Almroth Wright, about forty years 
ago. It was used for diseases of infective origin — furunculosis, 
typhoid fever, Bact. coti infections of the urinary tract, and (as 
tuberculin) for tuberculosis. In each of these success should 
have been certain, for the vaccine was specific, but it bad to be 
confessed that in each case the treatment was useless, if not 
jpdeed harmful. 
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In rheumatoid arthritis, however, most astonishingly, vaccines 
are still employed. Here is a disease, or group of diseases per- 
haps, of unknown aetiology which, upon a hypothesis un- 
supported by evidence, is being treated with complex chemical 
bodies whose action is not known and which have never been 
proved to be of more value than boiled tap water. After years 
of consistent failure and disappointment many hours of time 
and hundreds of pounds are still being wasted every year upon 
their preparation and administration. Perhaps even more signifi- 
cant is that the ideas underlying their use obstruct the intro- 
duction of new conceptions. — I am, etc., • 

Beckenham. Kent. W. MAXWELL PENNY. 

Perforation of Gastric Carcinoma 

Sir, — M r. Louis A. Ives’s edifying communication (April 30, 
p. 758) touched on an exciting topic, but may give a rather 
pessimistic impression to young surgeons. 

On May 5, 1938, I operated on a man, aged 55, for perfora- 
tion. It came “ like a bolt from the blue ” when he, a publican, 
was seized with agony while serving in the bar, and called his 
doctor, who rushed him to the nursing-home. To my surprise 
a mid-lesser-curve ulcer, obviously cancerous, was found with 
a large hole in it. Partial gastrectomy was undertaken forth- 
with. Smooth healing followed. Biopsy by Dr. A. D. Fraser 
confirmed carcinoma. 

This may seem bold surgery, but the patient was seen on 
April 12, 1949, by his doctor and found perfectly well — 
11 years later. I am only sure of three other patients of mine 
with gastric cancers (non-perforated) surviving over 10 years 
after operation. — I am, etc., ' 

Bnstoi A. Wilfrid Adams. 

Sir.— P erforation is not a common complication of carcinoma 
of the stomach. Mr. Louis A. Ives’s case (April 30, p. 758) 
emphasizes the need to be on the look-out for the condition in 
apparently straightforward perforations. 

A similar case was recently admitted to Lymington Hospital. 
The patient, a man aged 54, was admitted on April 26, 1947, with a 
typical story of a perforated peptic ulcer of four hours’ duration. 
He gave a history of many years’ dyspepsia, for which he sometimes 
took, alkaline powders, but he ate a fairly full diet. He had never 
previously been in hospital. At operation a perforation i in. (0.6 cm.) 
in diameter was found in tbe pyloric antrum. This was closed with 
a plug of omentum. The ulcer had a wide proliferating margin which 
could be felt through the stomach wall. It was considered to be 
malignant, but a gland removed for biopsy showed no malignant 
invasion. Convalescence was uneventful. 

^ In view of the operation findings, gastrectomy was performed on 

y 20, 1947, and microscopy of the ulcer confirmed the diagnosis — 

icnsive adeno-carcinoma and simplex carcinoma.” He made a 

d recovery from the operation and was discharged from the 

..pita! on June 14,. 1947 When seen later in the year he was free 
1 ram symptoms and back at work as a chauffeur, and he ultimately 
left the district However, in April, 1948, I heard from his doctor in 
Northampton that he had had a recurrence and died shortly 
afterw ards 

The interval of three weeks between the operations is con- 
venient. as the patient has time to get over the shock of his 
perforation but the growth has not long to extend ; nor is there 
time for the gastrectomy to be complicated by well-established 
adhesions — I am, etc.. 

Lira astern. Hants GEOFFREY ST. J. HaLLETT. 

, The Treatment of Tetanus 

Sir, — I would like to question the remarks of Drs. M. H. 
Armstrong Davison and A, B. Ward and Professor E. A. Pask 
(April 9, p. 616) concerning the value of penicillin in tetanus. 
It would seem logical that if the toxin elaborated by Cl. tettmi 
can reach the blood stream, then penicillin can diffuse to the 
responsible bacilli. If the latter were completely shut off from 
the blood stream there should be no clinical problem. It would 
be sounder to argue that it is unlikely that further toxin, formed 
afier the massive intravenous injection of antiserum. Would 
teach the central nervous system unneutralized, While admit- 
ting this argument. I still believe that heavy dosage with 
penicillin is indicated as an adjunct to tbe other treatment in 
order to suppress the responsible organisms, not merely as a 
prophylactic against respiratory infection. 


As far as treatment with curare is concerned, I too hast 
encountered the same respiratory embarrassment, and it would 
seem that “ myanesin ” is the present drug of choice. In a 
case currently under treatment with curare (myanesin not 
available) the patient was much distressed initially by saliva 
and mucus in mouth and throat — so much so, in conjunction 
with the respiratory difficulties, that the question of tracheo- 
tomy was seriously considered. At that time I was giving 
cf-lubocurarinc by intermittent injection into the tubing of an , 
intravenous drip, but in view of the mucus production it was 
thought wiser to restrict fluids. 1 have since been injecting the 
curare intermittently through a short lumbar-puncture needle, 
with stylet, left in the vein. This does not interfere with the 
patient’s movements and requires little attention. While not an 
ideal aseptic procedure, it spares the patient from repeated 
needling and ensures the instant availability of a vein.— 1 am, 
etc., 

Victoria, British Columbia. JAMES FlDDESS. 

Physiology of the Orgasm 

Sir, — I am obliged to Dr. P. D. Eeman for his letter (April 2, 
p. 593) drawing attention to my Reichian assessment of the 
physiology of the orgasm as published in my book Clinical 
Psychology, though I think it would have been more polite 
as well as more accurate to call my remarks “incomplete” 
rather than “ incorrect." , 

Dr. Eeman’s quotation is also naturally incomplete, in the 
following paragraph (p. 95) I say, ”... It seems from this 
patient’s experience that an anxiety discharge can actually pro- 
duce relief of tension comparable to that of an orgastic dis- 
charge. Perhaps this discovery is not so strange when we 
reflect that many a woman speaks of a ‘ good cry ’ as a relief 
for her pent-up emotions.” Surely this is at least indicative 
that I consider that the orgasm may be regarded as “a brief 
period of acute sympatheticotonia occurring at the end of a 
period of parasympathetic predominance," and that my view 
is therefore not contrary to that of “Kuntz, White, and 
Smithwick.” 

Although my book is in no way devoted to the physiology 
of the orgasm I still think that it is impossible to give too 
much attention to the details of this much neglected psycho- 
physical phenomenon. The stress laid on abreaction by every 
fonn of psychiatric treatment, mental and physical, should 
remind us that there is a perfectly normal form of abreaction 
provided by Nature for the maintenance of optimum intra- 
psychic tension. — I am, etc., 

London. W.l. G. CHARLES BERG. 

s B.C.G. 

Sir; — Dr. W. Norman Taylor in his letter about B.C.G. 
(April 30, p. 778) is rightly anxious for facts about the effi- 
cacy of vaccination ; Professor W. H. Tytler’s recent article 
and the “Memorandum on B.C.G.” produced by a joint 
committee of the Tuberculosis Association and the Joint 
Tuberculosis Council (1946, London) both give excellent sum- 
maries of the evidence. He is also afraid that we may “ gel 
carried away in our enthusiasm for spending large sums on 
B.C.G. vaccine.” In a country that has adopted a waiting 
policy for 25 years there is little danger of this. 

But it is less clear why he thinks that we are “ playing with 
fire ” until the efficacy of the vaccine has been proved, or that 
experiments to test its efficacy should be conducted “ with full 
realization of the risks involved ” ; these are questions of safety, 
not efficacy. With the global figure of vaccinated standing at 
ten million (excluding the figures from Japan), 2 the safety of 
the vaccine is no longer in question. — I am, etc., 

Henley-on-Thames. Oxon R. NEVILLE IRVINE. 

Rifirinces 

1 Medical Annual, 1948, Bristol, p. 32. 

5 Rosenthal, S. R., Amer. Practit., Phila., 1948, 2, 462. 

Sir, — Dr. W. Norman Taylor (April 30, p. 778) asks what 
are the facts about B.C.G. Until we have some really con- 
vincing proofs, he says, let us remember that we are playing 
with fire. Dr. Taylor must be familiar with the investigation 
by Hyge, quoted by Wallgren, 1 of an epidemic of tuberculosis 
in a girls’ school due to exposure to an infected teacher. Of 
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05 pupils tuberculin-positive before exposure, two fell ill ; of 

06 vaccinated with B.C.G., two fell ill; and of 94,tuberculin- 
egative, 41 fell ill — morbidity rates of 1.9%, 1.9%, and 43.6% 
tspectively. Is this not proof 7 

He speaks of playing with fire. Malmros 1 states that, using 
t’allgren’s method of vaccination, small abscesses occur in 
,8% of cases and large abscesses in 0.8%. Is this playing with 
re ? 

There seems no reason why tuberculosis could not be wiped 
ut in civilized countries, and it is good news that experiments 
,-ith B.C.G. are to be carried out here, though it is difficult 
a understand the necessity for these. The time for experi- 
lentation was surely 20 years ago, and the grudging attitude 
dopted in this country towards B.C.G. can only be considered 
ue to its having been discovered elsewhere, or to inability of 
re medical profession in this country to appreciate a concep- 
on that depends on prevention rather than on treatment. — 
am, etc., 

Tavistock, Devon. JOHN SLEIGH. 

Rcferes-ces 

1 British Medical Journal, 1948, t, 1124. 

* , >Ibid., 1948, 1, 1129. 


Treatment of Varicose Veins 


Sm, — I must protest, with due respect to -Mr. R. Rorvden 
dote (April 9, p. 635), that ulcer of leg cannot really be 
fed as one affliction harsh enough to warrant certain measures 
i treating varicose veins, for any relationship that may exixt 
etween ulcer and varicose vein has yet to be demonstrated, 
i is true the notion of varicose ulcer is of hoary antiquity 
Vfr. Foote will perhaps have looked into the temple papyrus, 
200 B.C.); nevertheless it is but an easy-going repetition 
tunded on no more than too hasty observation, and the 
olion dodges our incomplete knowledge of the aetiology of 
leers of the leg. 

A proper follow-up after treatment and proper control com- 
arisons of thus treated and thus untreated cases of leg ulcer 
ccompanied by varicose vein, at all ages, will show that ded- 
uction of the varicose vein, by whatever method, has had 
o effect on the healing or extension of the ulcer nor on its 
tcurrence. Of course, waiting — over some years perhaps-- 
ar this evidence, rendered reliable because cross-examined 
y time, follow-up, and controls, is tedious. But after all theie 
re the immediate commonplace facts ; that the great majority 
f patients with varicose veins, at all ages, have and have had 
o leg ulcers, while the great majority of patients with leg ulcer, 
t all ages, have and have had no varicose veins ; that in 
s clinical features, under all conditions, there is no discernible 
ifference between nicer with, and ulcer without, varicose 
eins; that Providence affords us often enough the spectacle 
t one human of chronic recurrent ulcer in one leg, and the 
nlv varicose vein (long-standing and down to the malleolus) in 
ie other, and otherwise healthy, leg ; that the ulcer, for its 
art, has no effect on its companion varicose vein, however 
lose the proximity. I note that Mr. Foote's tale of dreadful 
leers in the varicose clinic could not be enlivened by a story 
f thrombophlebitis of a varicose vein set up by its septic ulcer, 
or of a sloughing ulcer eroding into its varicose vein. Why 
ot? 

I recorded my observations on the danger of a ch3tri- 
eaction-Iike necrosing, not sclerosing, thrombophlebitis. Mr. 
-oote would avoid this by diminishing his dose of sclerosant, 
chile risking starting it by his proper prior scarification of the 


enous intima. — I am, etc., 

lxmdon, W.l. 


H, M. Hanschell. 


Pain in Childbirth 

Sir, — While fullv agreeing with what Dr. Grantlv Dick Read 
ays (Aptit 16, p. 651 ) about fear underlying most of the di 5 - 
:omforts of childbirth, I would like to point out how much 
tcediess pain is caused by our neglect of the mechanical factors 
nvolved in the process." It seems very strange that Newton 
md his apple and his deductions therefrom are disregarded j n 
he obstetric world of to-day. The chief cause of unbearable 
iair\ connected with a normal birth depends so much on this 
teglect of his teaching— that bodies fall to the earth by their 
awn weight. 


, If Newton had laid his tree on the ground how could his 
apple fall ? The child's weight (7 lb. odd) accomplishes the 
delivery and numbs the parts as it is bom by the uniform 
pressure it exerts ,on the nerve endings in the stretched and 
distended perineum, but is it allowed to do so ? No. Tne 
mother is laid upon her side and now has to supply the seven 
pounds of propelling force from her own muscles. Further- 
more, because she is laid on one side, the left, it is thus 
put out of action, is kept rigid, becomes congested, and easilv 
tom. I think it will be found that nearly all tears whether of 
cervix or of perineum are on the left. 

Like using a bedpan, the act of excretion becomes difficult when 
lying down. Normal childbirth became both difficult and dangerous 
when the lying-down position became general; it is so contrary to 
Nature. During the war, in using the natural position for child- 
birth — squatting and kneeling— the members of the antenatal class 
at Paddington were offered the choice of having an anaesthetic 
or of seeing their baby born. All chose to see the baby bom — and 
did not regret it. Several of the mothers, all primigravidae lone 
over 40), volunteered the statement that as the foetal head was 
passing the vulva they felt no pain down there, but only suffered pain 
from the contractions in the abdomen. 

When the child is being bom with the mother kneeling or squatting 
the pelvis is delicately balanced upon the heads of the femora and 
can move backwards and forwards on the hip joints, thus keeping 
the plane through which the foetal head is passing parallel to the 
ground and ensuring equal pressure on all parts of the muscular 
opening. At the same time the sides of the pelvis lift (just as the 
ribs lift in inspirau'on), the pubic arch widens, and consequently the 
outlet of the pelvis broadens. Simultaneously the perineum is 
stretched transversely, and as the mother rounds her back for the 
expulsion it is relaxed antero-posteriorly as the tip of the coccyx 
comes forward. When all is thus ready, the weight of the child 
brings it through the birth canal quickly and with a minimum of 
suffering to the mother. 

A class in which birth is prepared for by exercise and is 
looked upon as a test of nerve and courage never fails to 
find recruits who ask for no anaeslhetic but long to see their 
baby born. — I am, etc., 

LOTdoc.NAv.n. Kathleen Vaughan. 

Curare-modified E.C.T. 

Sir. — T he technique of curarization propounded by Du. 
Peter D. W. Shepherd and David C. Watt (April 30, p. 752). 
must in the following particulars be called into serious question. 

(I) Their recommended initial dosage of 2.5 mg. per stone (635 kg.) 
for females and 3 mg. peT stone for males is dangerously high. 
They have never, they say, seen a case unduly sensitive to curare. If 
they had, their technique might well have led to consequences more 
severe than the prolonged apnoea of a number of their patients, as 
a fairly recent article in the Journal (April 24, 194S, p. 7S4) by Gray 
and Halton portends. These authors not only counsel a maximum 
initial dose of d-tubocurarine chloride of 15 mg., but advise also 
a trial dose of not more than 5 rog. followed by a watching period 
of two minutes. They rite a fatal case of respiratory arrest after 
the administration of 15 mg. of d-tubocurarine chloride and 0.5 g. of 
thiopentone, and a case showing apnoea with diminishing doses of 
3-tubocurarine chloride — indeed, with as little as 2 mg. at the third 
induction. Yet Drs. Shepherd and Watt would submit a man of 
10 stones (63.5 kg.) to an initial curarization of 30 mg., and a !0-rtone 
woman to one of 25 mg. 

At the Wameford and Park Hospitals my technique at first 
curarization is to give 5 mg. of d-tubocurarine chloride at two-minute 
intervals until a total quantity has been administered sufficient 
to prevent any movement of the upper arms and forearms 
except forearm flexion. Adequate muscular relaxation without severe 
respiratory depression results. The full dost thus calculated can be 
rapidly administered at reinductions without harm. Moreover, this 
technique has failed to demonstrate any exact correlation between the 
patient's weight and the needed dose of curare. Thus a male patient 
weighing 94 stones (60.4 kg.) required a maximum dose of 15 me. 
of d-tubocurarine chloride for excellent relaxation: another of 
15 stones (95,15 kg.) never needed more than 25 mg. Drs. Shepherd 
and Watt would presumably have almost doubled these doses at the 
first induction. On the other hand, a frail roan weighing 74 stones 
(47.6 kg.) required 35-40 mg., and Case 43 in Drs. Shepherd and 
Watt’s series showed an even greater tolerance. 

It is therefore submitted that it is dangerous to calculate the initial 
dose of d-tubocurarine chloride by weight alone, particularly at so 
high a value as that employed by Drs. Shepherd and Watt. The 
above-described technique of small doses slowly administered obviates 
all danger of fatal drug sensitivity. 
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(2) I can see no rationale for the technique described by Drs. 
Shepherd and Watt of mixing d-tubocurarine chloride with thio- 
pentone and atropine, if I have Understood them correctly. Id the 
first place it alters the amount of fluid in which each drug is dissolved, 
complicating calculation. Secondly, it prevents variation of one drug 
without a proportionate variation in the others. Yet it is as important 
to reach by calculation the correct end-point with thiopentone as it 
is with curare. 

My technique with thiopentone is to give tire drug at a stead}' /ate 
of about 0.1 g. every five seconds, making the patient count rapidly, 
and to stop the injection as soon as the patient’s voice starts to tail 
off. In this simple way unconsciousness with the minimal amoiftu of 
thiopentone is achieved. To do this effectively it is essential fc> r the 
thiopentone to be administered separately from the curare, although 
through a single venepuncture. For in-patient therapy it has been 
found most simple to give a standard dose of atropine, 1/75 gr. 

• (0.9 mg.), subcutaneously 1$ hours before treatment, as is done 
pre-operatively. 

(3) Drs. Shepherd and Watt have had little use for neostigmine, 
while, it appears, tolerating apnoea in their patients of up 1° 45 
minutes. Patients begin to come round from the post-convulsive 
coma in 5-10 minutes. There can surely be no justification lot sub- 
mitting a patient to the distress of waking up weak and aph°ejc, 
ami owe’?, tteSL to the. needless, Imposition ot eontinmn?, artificial 
respiration for up to 45 minutes, when a routine intravenous dose of 
“ prostigmin ” ( i 1-2 mg.), given immediately upon cessation df the 
convulsion, so rapidly and effectively abolishes the curare-effect that 
artificial respiration, in my experience, can invariably be discontinued 
directly after the injection, and no patient wakes conscious of paving 
been curarized. 

— I am, etc . 

Oxford S. J. G. SPENCER. 

Transfusion Compatibility Tests 

StR, — The commonly employed direct compatibility test, 
using the patient’s serum and a saline suspension of donor's 
cells, is unsatisfactory and dangerous. The transfusion reaction 
described by Drs. A. C. Buchan and John Wallace (April. 16. 
p. 660) illustrates the danger attending its use, and emphasizes , 
the absolute necessity of using a compatibility test that will 
detect incompatibilities due to Rh and other irregular BSElu - . 
tinins, both of the saline- and albumin-agglutinating types. 

The application of the indirect Coombs test would probably 
provide the greatest safety, for it is apparently the only test that 
detects the rare cryptagglutinoids, but it seems too laborious for 
routine use and too involved for many who might have to 
perform urgent cross-matching. In this laboratory saline 
suspensions are never used, all compatibility tests being per- 
formed with albumin suspensions by the open-slide method of 
Diamond and Ableson. For the past six months we have 
simplified our arrangements for this test, so that it can be 
easily performed by anyone wishing to cross-match in the 
absence of laboratory staff. Our procedure is as follows : 

Blood in the citrated pilot tubes, supplied attached to the bottle, 
is allowed to settle, and two drops of the sedimented cells are trans- 
ferred aseptically to sterile plugged tubes (2 X J in.; 5 X 0.9 cm.) 
containing two drops of 30% bovine albumin; care is .taken not to 
include any supernatant fluid. These small tubes are fixed to the 
pilot tubes with adhesive tape. All blood is treated in this way before 
being made available in the “ bank.” 

Compatibility is tested for by mixing equal volumes of this albumin 
suspension and the patient’s serum or plasma on a slide and reading 
after 15 minutes in a 37° C. incubator or over a lamp — precautions 
being taken against drying. Advantages are that the suspension is 
ready for immediate use and no additional reagents are needed. 

Specific agglutinability is retained for at least 10 days; W e have 
made no tests over a longer period. Owing to the optical properties 
of albumin the cells in the tubes may appear haemolysed although 
they arc well preserved. 

Dangerous reactions are likely only in the presence of pro - 
formed agglutinins. The use of a satisfactory compatibility 
test is therefore a more important safeguard against dangerous 
reactions than is routine Rh testing with a limited range of sera, 
for only in this way can the reactions due to the rarer Rh anti- 
bodies and other irregular agglutinins be avoided. A test on 
the above lines can provide a considerable measure of safety ; 
U teamws ov.lv to "yywlwc.t. oil lixoBe. k,l<wi 

the inescapable obligation of employing a compatibility test. — 
We ate. etc., 

Patholocical Deaartincm " ‘ GODWIN. 

North SmlTi Royal Infirmary, Siokc-on-Trtnt. A. J. McCALL. 


Routine Medical Examinations 

Sir, — A conference was recently held under the auspices of 
the British Council for Rehabilitation on “The Problem of the 
Cardiac Patient in Industry.” One of the principal speakers 
inferred that the routine medical examination of individual' 
in industry had very little value except for the supervision of 
special cases under specialist direction. He spoke, perhaps 
tjnintentionally, with somethingof the disdain of a certain type 
of specialist for anyone not equipped with specialist training' 
and a battery of scientific apparatus. The specialist has been 
described as one who knows more and more about less and 
less, and certainly many specialists know far too little about 
the indivisible problem of health as opposed to the specific 
classification of disease. The specialist too often is concerned 
primarily with cure and salvage, after neatly fixing a label. 

The doctor in industry, as team-mate of the general practi- 
tioner, is concerned with very different problems— -how to help 
people to keep out of range of the specialists by promoting 
health and preventing disease. The value of the routine 
medical examination is not primarily to detect disease.. The 
good doctor "has to develop a fine clinical sense in conjuncnon 
with knowledge of men and a sound training in examination 
and the taking of a full history. This enables him to select 
a certain proportion of cases for reference to their G.P., and 3 
smaller number of these are sent for detailed investigation b> 
the specialist. Often the cases are sent to him not so much 
for his advice as for the special investigation by apparatus 
which the ordinary doctor has not at his disposal. Such casts 
would otherwise come forward at a much later stage in their 
disease. 

, This is only a very small proportion of the cases seen by tht 
industrial doctor. Primarily, I think, the value of roufim 
examinations lies in reassurance, guidance, and general healtl 
education. In every consultation the doctor learns somethin! 
of human nature, and may have an opportunity of using hi 
knowledge for the aid of his patient. 

We hear much to-day of the stress diseases which causi 
such vast national loss. The industrial doctor is in the fron 
line in the study and prevention of these diseases, which ow 
so much to bad mental hygiene and disharmony of intei 
personal relations. In this capacity he is a catalyst in industri: 
affairs. Beyond this, the routine examination gives great oppoi 
tunities for the study of the natural history of disease and tb 
practice of social medicine. If improvements are to be mad 
much will depend upon the quality and the philosophy c 
those who guide the development of students into doctors. 1 
this role, is it too much to say that the specialist has perhaj 
his greatest opportunity, for good or ill, as the teacher and 
ultimately the support of the front-line doctors ?— I am, etc., 
Firniham Royal, Bucks. M. E. M. HeRFORD 

POINTS FROM LETTERS 

Diet in Disseminated Sclerosis 

• Dr. C. D. Ross (Stafford) writes: The study of the geographical 
distribution of disease has brought to light many important facts i r 
its aetiology. It has been pointed out by Snapper ( Chinese Lesson 
to Western Medicine, 1941, New York) that arteriosclerosis occur 
rarely in Northern China, in spite of the fact that diabetes is common. 
He suggests the fundamental differences in dietaries to be the undo- 
lying cause of this phenomenon. It is known that the Chinese die 
contains only small amounts of cholesterol but considerable quantise 
of unsaturated fatty acids, especially linoleic and linolenic acids 
From the available literature it is found that disseminated sclerosis 
is rare or absent in China, where the staple diet is rice. It would 
appear that disseminated sclerosis, as well as arteriosclerosis, is con- 
nected in some way or other with diet and metabolism. Would is 
be wishful thinking to assume that in a case of disseminated sclcrosi 1 
the substitution of an average Chinese diet would prevent the furthw 
ravages of the disease ? " 

Diathermy Prong Forceps 

Mr. A, Wilfrid Adams (Bristol) writes: I am- grateful to M r 
David Aiken (April 30, p. 780) for giving his further experience 
with diathermy devices for haemostasis. They will help T 
emergency, but do not allow me to dispense with a pattern special!' 
designed and correspondingly efficient. The prong forceps ne»c 
fails me, and is a well-warranted adjunct which is in incessant U* 
when operating. 
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G. SECCOMBE HETT, M.B., F.R.C.S. 
dr. Geoffrey Seccomhe Hett died suddenly in London on 
day 3, at the age of 70. He received his medical education 
.t University College Hospital, where he qualified in 1903. 
de graduated M.B. a year later and went on to take the 
'.R.C.S. in 190S. Before finally settling down to consulting 
iractice as an ear, nose, and throat specialist, Hett under- 
ook postgraduate study in this specialty in several European 
:entres, including Vienna and Freiburg. He was appointed 
ssistant surgeon for diseases of the ear, nose, and throat at 
Jniversity College Hospital in 1912 under the late Mr. Herbert 
Tilley. He was also at different times on the staff of the Throat 
Hospital, Golden Square, the Royal London Ophthalmic 
Hospital, Mount Vernon Hospital, the Cassell Hospital for 
Nervous Diseases, the Ear, Nose, and Throat Hospital at 
•astbourne, and the Cottage Hospital, Cranleigh. During the 
irst world war Hett served in the R.A.M.C. with the rank of 
najor, and was at one time officer-in-charge of the Middleton 
3 ark Convalescent Hospital for Head Injuries. He became 
nterested in the plastic repair of facial, and especially nasal, 
njuries, and was for some time attached to the facial injuries 
rentre at Sidcup. Sir Harold Gillies, with whom he worked 
here, said that his work on nasal injuries was outstanding. 

Hett soon achieved a large consulting practice, and attended 
members of the Royal Family on more than one occasion. 
He was a fine operator, a stimulating teacher, and contributed 
:o the literature many valuable studies, the most outstanding 
af which were concerned with the comparative anatomy of 
the tonsils and with injuries and diseases of the nose and 
accessory sinuses. He had wide interests outside Medicine, 
being particularly devoted to exploration and natural history. 
He was a Fellow of the Royal Geographical Society and of 
the Zoological Society. He was recognized as an authority on 
bats, "and had carried out an extensive investigation into the 
problem of basking sharks off the Scottish coast. Hett was also 
a keen fisherman and a practised shot. He was a kind and 
courteous chief, a good host, and an entertaining talker on 
almost any subject. All his patients had a great affection for 
him because of his charm of manner and gentleness, and there 
are many who have received kindnesses from him who will 
mount his loss. He leaves a son and a daughter. — T.C. 

LUDWIG HALBERSTAEDTER, M.D. 

Dr. Ludwig Halberstaedter, one of the early pioneers in the 
field of experimental radiology, died in New York on April 20 
at the age of 72, Halberstaedter was born in Beuthen, Silesia, 
in 1876, and he studied medicine at Breslau University. His 
research career began with an investigation of the action of 
x rays on the ovary, the results of which he published in 1905. 
Bergonnie and Trebondeau published their work on the effects 
of radiation on the reproductive system later in the same year. 
In i907 Halberstaedter went on a research expedition to 
Batavia and with von Prowaczek published a description of the 
inclusion bodies in trachoma (Halberstaedter-Prowaczek bodies). 
On his return to Europe he specialized in dermatology, taking 
a particular interest in radiation as a therapeutic agent. After 
the first world war he became director of the radiotherapy 
section of the Berlin Cancer Institute, and in this capacity he 
attended as an official delegate the First International Con- 
gress of Radiology* which was held in London in 1925. At 
this time his work was mainly concerned with the treatment 
of malignant disease by thorium (as a substitute for radium and 
radon), and his work in this field was outstanding. He was 
also interested in the treatment of carcinoma of the larynx by 
a fenestration method which attracted some attention. His 
experimental work included studies on the radiation of small 
organisms such as algae and trypanosomes. 

As early as 1932 Halberstaedter began preliminary work on 
the biological action of million-volt x rays, and he also used 
the cathode-ray tube as a source of radiation. He left Germany 
in' 1933 and took charge of the radiotherapy department of 


the Hadassah Hospital in Jerusalem, which developed into the 
largest radiotherapy centre in that part of the world. He con- 
tinued his work at the cancer research laboratories of the 
Hebrew University and published many papers from this 
department. His interest now lay in irradiation of tissue cul- 
tures and other relatively simple biological materials, such 
as blood corpuscles. 

His department was destroyed in 1948, shortly after his 
colleague and collaborator, Doljanski, lost his life, and these 
calamities affected his general health. Just when he was about 
to retire he died suddenly while on a visit to the United States. 
Altogether he published over a hundred papers in the period 
from 1903 to 1947. He was fond of teaching, and his students 
benefited from his wide experience. He found recreation in 
photography and music, and while he loved serious conversa- 
tion he had a great sense of fun and a gift of quick repartee 
which was the delight of his circle of close friends. He is 
survived by his wife, a daughter, and two sons, one of whom 
is at St. Mary’s Hospital, London. 


Dr. Frederick Gordon* Cawston died on March 19 at 
Durban, where he had practised for many years. He was-one 
of the pioneer workers in Natal on the pathology, prevention, 
and treatment of bilharzia. There was hardly a river in Natal 
which he had not patiently and laboriously investigated. Caw- 
ston was bom in Kent, and was a student at Caius College. 
Cambridge, and St. Thomas’s Hospital. He graduated M.B.. 
B.Ch. in 1910, proceeding M.D. in 1917. He settled in South 
Africa at the age of 26, and was a resident at Grey’s Hospital, 
Pietermaritzburg, subsequently practising in Greytown, in 
Krugersdorp, where be was medical officer of health, and in 
Durban. During the first world war he was a captain in the 
S.A.M.C. Apart from his scientific work, on which he pub- 
lished many articles, Cawston was a fine organist and piano 
player, 'and a very devout Christian. For twenty years he 
assisted at the services at the Durban gaol, and he gave a great 
deal of his time to lecturing to various youth organizations and 
the Y.M.C.A. He was also a member of the Juvenile Affairs 
Board at Durban. When still a young man Cawston lost the 
sight of one eye following an accident, and he had badly 
impaired hearing, so that for the rest of his life he fought — 
and fought bravely and cheerfully — an uphill fight against these 
handicaps, which never checked his enthusiasm for research. 
He leaves a widow, who was founder, and is still president, of 
the Natal Bantu Blind Society. 

Dr. Duncan Mathe son Mackay died at Campbeltown. 
Argyllshire, on April 12 at the age of 79. He was born in 
Hull, and graduated M.B., C.M. at Edinburgh University in 
1895, proceeding M.D. in 1903. He had also studied at the 
Middlesex Hospital, and later in Vienna and Berlin. Return- 
ing to Hull, be specialized in diseases of the eye, ear, nose, and 
throat, but subsequently restricted his work to ophthalmology. 
He was on the honorary staff of Hull Royal Infirmary from 
1909 to 1929, and in the absence ,of one of his colleagues he 
was recalled to full and arduous duty from 1939 to 1945. With 
his customary fortitude he went on with his work in the centre 
of the city of Hull undeterred by enemy air attack, and he had 
to endure the loss of his only son in the North African campaign 
and the complete destruction of his home, equipment, and 
personal property. Dr. Mackay went back to Scotland in 1945. 
and he continued until recently to practise ophthalmology' for 
the benefit of those for whom the journey to Glasgow might be 
difficult or inconvenient. He was a devout Presbyterian, taking 
a deep and generous interest in the affairs of his church. His 
considerable influence .among his colleagues in Hull derived 
from their respect for his loyalty and high principles. Dr. 
Mackay was elected chairman of the East Yorkshire Division of 
the B.MA. in 1927-8. and was president of the East Yorkshire 
and North Lincolnshire Branch in 1931-2. Subsequently, until 
he left the district, he was elected as often as he was eligible 
to the Branch Council, where bis sincerity and honesty were of 
special value in the consideration of ethical and other problems. 
Assiduous in his attendance at all medical meetings. Dr. Mackay 
took an active interest in the purchase of permanent premises 
by the Hull Medical Society to serve as a centre of medical 
life in the district and as a regular meeting-place for the discus- 
sion of professional matters. He represented the B.M.A. on 
the Council of Hull University College, and instituted the fund 
from which a BALA, prize is offered to medical students of 
that college. As local charities secretary of the Association 
and local secretary of other medical chanties and benevolent 
associations he set a fine example. These engagements in addi- 
tion to his busy professional life left little time' for his literary. 
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historical, and antiquarian interests. His work for the B.M.A. 
is permanently commemorated by the gold and enamel badge 
of the Association which he presented and which is part of m e 
official insignia of the president of the East Yorkshire Branch, 
Dr. Mackay regularly attended ophthalmic meetings and con- 
gresses, particularly those of the North of England Ophthrdmo- 
. logical Society, of which he was president in 1933. If hd had 
any ambition it was for a lifetime of service to humanity, and 
this he can truly be said to have achieved. He will be especially 
remembered for his modest demeanour, for the courtesy he 
extended to all, and for his encouragement of younger men. 
— D. S. S. 

Dr. Christopher Thackjuy Parsons, of Havant, Hants, 
died suddenly as a result of an accident at Cheltenham at 
the age of 78 on April 22. As a student he won a scholarship 
at St. Mary’s Hospital and qualified L.S.A. in 1892. After 
. holding a number of resident appointments he graduated M.B. 
in 1894, with honours in physiology and materia medica, and 
proceeded M.D, in 1895. Early in 1898 Dr. Parsons served 
in Bombay on special plague duty and on his return took up 
general practice for a few months. Later in the same year, 
however, he was appointed medical superintendent of Fulham 
Infirmary, where he remained until his retirement in January', 
1%4. Yne infirmary had by then been taken over by the 
London County Council and renamed Fulham Hospital. 
Dr. Parsons was highly esteemed by all his staff, who came 
to regard him with real affection. During the 1914-18 war he 
served in the R.A.M.C. with the rank of lieutenant-colonel and 
was in command of the Fulham Military Hospital ; later he 
commanded a field hospital in Mesopotamia and was awarded 
the O.B.E. He was honorary secretary of the Infirmary Medi- 
cal Superintendents’ Society in 1908 and 1909 and president in 
1912 and 1913. He was examiner in medicine to the General 
Nursing Council from 1934 to 1945 and the author of seven*! 
reports on Poor Law relief and on workhouses and similar insti- 
tutions. Dr. Parsons became a freeman of the Worshipful 
Society of Apothecaries, by redemption, in 1907, and was Master 
for a year from August, 1946. He was very proud of this 
honour and took the greatest interest in the traditional 
ceremonies which take place in the historic hall of this medi- 
cal guild. Parsons was a man of small but dignified stature, 
of original thought always fearlessly expressed, kindly, and 
with an almost puckish sense of humour. He was endowed 
with a philosophical mind and unquenchable optimism. Widely 
travelled, he had a working knowledge of more than one Con- 
tinental language, was well versed ip the classics, and was 
informed on archaeology and painting. In addition to these 
accomplishments he was a man of affairs and a most able 
, chairman. He was perhaps at his best as an after-dinner 
speaker, when his colourful phraseology and apt quotations 
were listened to with careful attention by all who had the 
privilege to hear him. He will be missed by many, and the 
sympathy of his friends will go out to his widow. 


, A memorial service for the late Dr. A. E. Barclay has been 
■ anged by the British Institute of Radiology at St. Peter’s 
urch, Vcre Street, London, W.l, on Friday, May 20, at 
a.m. Members of the institute, of other radiological bodies, 
,id all who desire to do so are invited to attend. It was 
Dr. Barclay s wish that mourning should not be worn. 


Medico-Legal 


NEGLIGENCE BY A SURGEON 
Loss of a Little Finger 

Mr. Justice Pritchard in the King’s Bench Division on April 1 1 
heard a case in which a 7-year-old girl, Jennifer Leggatt, 
brought an action against Mr. Kenneth Aird Ross. 

At the age of IS months the child sustained a bum on the 
right little finger which left a scar on the proximal phalanx 
and part of the middle phalanx. It seemed likely to produce 
a contracture, and on Dec. 17. 1946, Mr. Ross operated id the 
Hospital for Sick Children. Great Ormond Street. At some 
time after that date the finger became gangrenous, and finally 
the distal phalanx and part of the middle 'phalanx had to be 
amputated on March 14, 1947. The child, through her father, 
took action to recover damages in respect of the loss of part 
of the finger. 


Judgment 

In his summing up Mr. Justice Pritchard said that negligent: 
was alleged on six points : (1) that Mr. Ross failed to stop 
the bleeding before sewing up the operation wound ; (2) that 
he sewed it up too tightly ; and (3) that he failed to arrant: 
for a sling to be worn by the infant after the operation. In 
his view there was no substance in these three allegations. H: 
went on to consider the allegations (4) that after the operation 
Mr. Ross bandaged the finger too tightly ; (5) that on Dec. 23 
he saw the finger, which was then swollen and painful, and 
took no steps to remedy the excessive tightness of the bandact 
or of the stitches ; and (6) that on that same' day he sent the 
infant away until Dec. 31, when her condition was such that 
he should have examined her at frequent intervals during that 
week. 

After reviewing the conflict of evidence on a number of 
points the judge found the following facts. The finger was 
bandaged too tightly ; the strapping was applied not merely io 
keep the gauze dressing in place but tightly enough to act 
as a splint. On Dec. 23 the bandage was cut open to reveai 
the site of operation, but it was not cut right up to the top 
or the finger so as to allow examination of the proximal 
phalanx. On Dec. 31 the finger showed dry gangrene. Since 
the child had pain from Dec. 17 to Dec. 23, 1946, and had 
no pain thereafter, the gangrene must have set in between the 
date of operation, Dec. 17, and Dec. 23. 

There was some dispute between Dr. Courtenay Bell and 
Mr. Ralph Marnham for the plaintiff and Mr. Denis Biowne, 
Mr. Dickson Wright, and Mr. Joseph Fathi for the delendants. 
It was suggested by the defendants that the bandage could not 
have caused the dry gangrene and that it might have been due 
to an arterial spasm in one of the small arteries of the finger. 
The judge preferred the evidence of Mr. Marnham and Dr. 
Courtenay Bell, and held that the gangrene was caused by a 
tight bandage. In putting that bandage on as he did, Mr. Ross 
was negligent, and on Dec. 23 his examination of the girl was 
not thorough and was a negligent examination. Mr. Justice 
Pritchard went on to say : 

“ Nobody likes saying of a surgeon that he has been negligent. 
I am quite sure that this case has been a matter of great sorrow and 
great anxiety to Mr. Ross. I hope that he will find at any rate some 
comfort in this expression of my view, that there are very few 
professional men — and I do not exclude lawyers when I say that— 
who have not at some time or other during the course of the practice 
of their profession been negligent. It happens I am sure many, 
many times. It does not always happen that .ah act of negligence 
committed in the bustle .of a busy day results in an unfortunate 
chain of circumstances such as occurred in this case. . I hope that 
Mr. Ross will go away from this Court not feeling that he is an 
isolated person because I have found that he is negligent, and imagine 
that I think he is unlike other people, because he is not. I hope 
he wall go away, on the contrary, realizing what I really do think, 
which is that his negligence on these two particular days was some- 
thing which might have been done by any surgeon without the 
unfortunate results which did occur in this case, and he has been 
unfortunate because those unfortunate results did occur." 

He assessed the damages at £175, and gave judgment also for 
£8 14s. 1 Id. for the father, whose damages were not disputed. 
Mr. Felix Denny, instructed by Messrs. Milles Day and, Co., 
appeared on behalf of the plaintiffs. Mr. Cecil R. Havers, K.C-, 
and Mr. E. Garth Moore, instructed by Messrs. Hempsons, 
appeared for the defendants on behalf- of the Medical Defence 
Union. . 


The International Hospital Federation is holding a congress to 
Holland on May 30-June 4. The Minister of Health does not con- 
sider that the expenses of members and officers of boards and 
committees attending the congress should be met from Exchequer 
funds, but he would have no objection to appropriate officers being 
granted special leave with pay to attend. Any regional board « 
board of governors that wishes to join the International Hospital 
Federation may pay the subscription from their Exchequer funds 
Any association of boards or of management committees which may 
be formed would also be able to join the Federation, but individual 
hospital management committees should not join or subscribe front 
Exchequer funds. Details of the activities of the Federation and ol 
the congress can be obtained from Captain J. E. Stone, honorary 
secretary and treasurer. King Edward’s Hospital Fund for London 
10, Old Jewry, London, E.C.2. 
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Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
ank George Young, D.Sc., F.R.S., has been elected to the Sir 
illiam Dunn Professorship of Biochemistry in the. University, from 
:t. 

UNIVERSITY OF LONDON 

r. J. W. P. Harkness, Medical Adviser to the Comptroller for 
2 velopment and Health in the West Indies, has been appointed 
:ath Clark Lecturer for 1950. 

Professor J. M. Mackintosh has been appointed representative of 
e University on the Council of Management of Slough Industrial 
;alth Service, Ltd. 

Professor S. Ncvin has resigned the post of Professor of Pathology 
Mental Diseases at the Institute of Psychiatry, from Sept. 30. 

The William Julius Mickle Fellowship for 1948-9 has been awarded 
Dr. Francis Avery Jones, F.R.C.P. The Fellowship, which is 
the value of approximately £250, is offered annually to the man or 
aman who, being resident in London and a graduate of the 
Diversity, has in the opinion of the Senate done most to advance 
edical art or science within the preceding five years and has 
erein shown conspicuous merit. 

UNIVERSITY OF MANCHESTER 
iie following candidates have satisfied the examiners at the 
;amination indicated: 

t> * • i) — - ti i"- . n-.t.f J n — . n r 

. . . ' .... , . »• 

A . - • 


UNIVERSITY OF SHEFFIELD 
he following candidates have been approved at the examination 
idicated : 

FlN'.t M.B., Ch.B.— Paris 11 and 111: R. G. Ball, A. A. Belton, J, D. Bird, 
P. Catey. P. Cauthery, Barbara J. Green, Mary A. Le C. Hilts. J. D. Howard, 
ansi M. Hutchinson, J. C. Johnson, L. C. W. Kershaw, R, G. F- Lampari, 

, P. Lee, Margaret B. Fees, S. C. L. Ramesar, K. E. Spittlehoose, Betty M. Wylie, 

ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 
.t a meeting of the College held on May X with the President, Dr. 

D. D. Small, in the chair, the following were elected to the 
ellowship : G. Ormiston (Southampton), R. Y. Keers (Tor-na-Dee), 
I. R. Griffith (Caernarvon). 

Diplomas of Membership were conferred on W, M. Harrowes 
.oanhead), J. C. Hogarth (Dartford, Kent), A. R. Piracha (Lahore, 
akistan), R. M. Hayes (Alberta, Canada), J. Pepys (Capetown), 
. L. De P. Carnegie (Jamaica, B.W.I.), Ethel E. Robertson (Edin- 
urgh), E. G. McIntosh (Edinburgh), H. M. Brown (Edinburgh), 
I. H. Murray (Liverpool), J. M. Smith (Alexandria), J. Rabkin 
Capetown), J. H. Haldane (Dumfries), F. Stem (Natal), I. R. 
i’ilson (Glasgow), L Gordon (Port Elizabeth), H. T. G. Strawbridge 
Portobello), G. H. M. Thornton (Edinburgh), D. G. Illingworth 
Edinburgh), R. D. T. Cape (West Linton), R. P. A. Cumming (Elie), 
. W. Gibb (Lockerbie), R. C. Nimmo-Smith (Edinburgh), S. Rae 
Edinburgh), R. M. Jhala (Baroda, India), R. D. Rowe (Dunedin, 
Jew Zealand), W. R, St. Clair (Swansea). 

At a meeting o( the Royal College of Surgeons of Edinburgh held 
n May 3, with Mr. Frank E. Jardine, President, in the chair, the 
ollowing candidates, having passed the requisite examinations, were 
dmitted Fellows: J. A. MacLeod, H. G. A. Almond, J. W. Boland, 
V c. Clark, M. E. A. El Kharadly, H. J. Fisher, H. H. Gilbert, 
( A Graham, H. Hazra, B. Jofte, L. A. Key, P. Kinnear, T. H. 
.awton, J. C. Miller, I. P. Munro, A. S. Oscier, E. W. Party, R. P. 
chach, A. J. Sinclair, V. Tabone. 

(OYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

It a meeting of the Roval Faculty of Physicians and Surgeons of 
Jlascow held on May 2, with Dr. W. R. Snodgrass, President, in the 
hair, J. F, Mair, M.B., and W. Roy, M.B., were admitted Fellows 
if Faculty qua Physician. 


The Services 


Major E. L. O, Hood, and Captain G. D. Powell, R A.M.C., have 
«en mentioned in dispatches in recognition of gallant and 
listinguishcd services in Malaya during the period July 1, 194S, to 
Dec. 31. 1948. 


Medical Notes in Parliament 


.NURSES BILL 

In the House of Lords on May 3 Lord Shepherd moved the 
second reading of the Nurses Bill. The Bill was summarized 
in our issue of April 23 (p. 723). 

Recalling the reports of committees which had considered 
the recruitment of nurses between the two world wars. Lord 
Shepherd said that the Horder Committee of the Royal Col- 
lege of Nursing had 'suggested that there should be a" student 
nurse status and regional and local committees for carrying 
out the work of training. The Bill sought to bring into opera- 
tion regional training committees. The Whitley Councils had 
greatly increased the allowances to be paid to nurses in train- 
ing ; but, despite all that had been done, the country still 
needed another 46,000 trained nurses, and of the 127,000 full- 
time nurses only 45,000 were fully trained. 

The Working Party under the chairmanship of Sir Robert 
Wood had reported in 1947. Most of their proposals needed 
legislation which would ultimately come before Parliament, 
but the Government bad put into operation some of their 
proposals. It was experimenting in the selection of student 
nurses and in the further training of registered nurses for higher 
positions. The Nuffield Hospital Provincial Trust was carry- 
ing on research, as recommended by the Working Party, to 
decide the kind of jobs that had to be performed in hospital 
and the staff required. Other important recommendations of 
the Working Party, however, would have to be dealt with by 
legislation. 

The first feature of the Bill was the decision to increase the 
status and strength of the General Nursing Council and to 
make it more widely representative. The Government accepted 
the view that under present arrangements the training of nurses 
tended to be subordinated to the staffing of the hospitals, and 
also accepted the conclusion that so far as practicable train- 
ing should be dealt with independently of hospital administra- 
tion. The Bill left open the question of how far a student 
nurse could be given full student status, but created the con- 
ditions in which the answer to this question could be evolved 
by trial and experiment. It provided regional committees, 
independent of the hospital authorities, whose main duties 
would be to co-ordinate training arrangements. Membership 
of these nurse-training committees would be defined by the 
Minister, and these committees would advise hospital manage- 
ment committees, boards of governors of teaching hospitals, 
and any other authorities on schemes of training. The General 
Nursing Council would control the conditions of admission to 
the register, conduct examinations, and prescribe the grounds 
for removal from the register. It would be the duty of the 
Council to lay down in rules to be approved by Parliament 
the kind of training which would operate in general, but the 
Council would have authority to sanction experimental train- 
ing schemes. Power was given to the General Nursing Council 
to register nurses from abroad who had undergone the appro- 
priate training. That part of the register which concerned 
male nurses would be closed shortly after the Bill became law, 
and male nurses would be transferred to the general register. 
The Council was to be relieved of the obligation to publish 
the register, but they would not be prevented from doing so, 
and the register would be maintained in the office of the 
Council. 

Lord Lt.FWEU.rx welcomed the Bill. He said that previously 
the register of nurses had been published annually at a cost to 
the General Nursing Council of about £6.000 a year. He 
suggested that it should be obligatory to publish this register 
every five years, a year before the election to the Council took 
place. He inquired whether the Minister intended to appoint 
any doctors to the General Nursing Council, it was important 
that the liaison between doctors and nurses should be com- 
plete and that doctors should be able to give advice to the 
Council and have a say in training. The Working Party put 
the wastage of student nurses who did not finish the course 
at 35% in the cld voluntary hospitals and 43% in the old 
municipal hospitals. They would retain more of these student 
nurses if imagination were shown in their training in hospitals 
and there W3s less drudgery. He was glad that mental nurses 
were to be given their own statutory committee and a place 
on the General Nursing Council. He suggested that the replace- 
ment of out-of-date mental institutions should receive a better 
place in the Government’s programme of capital expenditure. 
The Working Party estimated that, while the percentage of the 
population which was mad was now 2.1, it might well” increase 
to 4.1 over the next fifty years. 
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Lord Amulree also welcomed the Bill. He said it seemed 
that medical practitioners were not represented on the General 
Nursing Council. There was a provision that two teachers 
should be appointed by the Ministry of Health. These teachers 
might be doctors but need not be. It would greatly strengthen 
the Council if there were medical representation. There still 
was a deficit of 50,000 nurses, although there were now 51,000 
student nurses compared with 42,000 before the war. He was 
not sure whether the country could afford to take a greater 
number of well-trained and well-educated young women to 
care for the sick. The Council might given attention to the 
position of young girls who had a vocation for taking care of 
the sick but were not good at passing examinations. It was 
not necessary for all ihe junior nurses to know as much as the 
doctors did. It might be useful if there was a linking of 
management committees and boards of governors on the 
question of training. 

Lord Moran said the crux of the Bill was in the clauses 
which for the first time separated funds for the training of 
nurses from the general hospital budget. The nurses were 
thereby given self-government so far as their training was con- 
cerned. In the past hospitals had too often treated the nurse 
as a pair of hands. What the nurse did was governed not by 
her training but by the need of the hospital for cheap labour. 
Every nurse and doctor thought that the Bill was a milestone 
in the history of the training of nurses. He congratulated the 
Minister of Health in doing what he himself had impatiently 
awaited for forty years. Almost equally important was the 
provision in the Bill for bringing the standard of efficiency of 
the smaller hospitals up to the level of the best. Everyone 
would welcome the bridge between the teaching hospitals and 
the smaller hospitals in the standing nurse-training committees 
which were not under the regional hospital boards. If the 
nurses were in a majority on these committees everyone would 
welcome their establishment and the financial powers given to 
them. , 

When they came to the other executive function, that of 
examining, the position was different. In 1919 a central State 
examination for nurses had been established which had done 
much to raise minimum standards everywhere. Under the Bill 
there would be no national minimum standard, and he feared 
there might be a lowering of the standard by regional com- 
mittees under the pressure of local opinion. The more they 
were driven to shifts and expedients for meeting the shortage 
of nurses the more necessary it was to preserve somehow the 
standards they had known in the past. That was why he was 
concerned that the teaching hospitals were put into the regional' 
machinery for the purpose of training nurses. This was the 
first departure from the principle Mr. Bevan . had laid down, 
in the Health Service Act that teaching hospitals should ’ be 
kept outside the regions. The teaching hospitals in the past 
spent ten times more money in training nurses than did the 
other hospitals.. In the teaching hospitals was the “growing 
e -uw ' °\_ nursing, and he looked with misgiving on the pos- 
sibility that that edge would be blunted by putting these 
hospitals under the regions. 

Lord Crook feared that the experiments which the General 
Nursing Council would authorise might cause delay in making 
decisions on general principles. In the next few years the 
held of recruitment would be more restricted. The number 
or women available for all kinds of employment in this country 
would drop by 300,000 in the next four years. The House was 

r U f!r as * ! hat , ^ ec ’ s 'ons on the general staffing problems 
ot me hospitals should come from the Government within 
the next twelve months. He was surprised that the Bill omitted 
an> suggestion of an annual report from the General Nursing 

( rMt r)oi 1 u 


Independent Financing 

Lord Webb-Johnson said he had long pressed for thi 
independent financing of the training of nurses, and he hac 
urged that the status of the nurse in training should be equa 
to that of an undergraduate in a university. He had had the 
privilege of planning a nurses college given by Colonel Johr 
Astor, which provided in a London hospital a college equal tc 
any m (he o dcr universities. He was disappointed that the 
Minister of Health had selected the General Nursing Council 
as the body for general control of the funds for bringine aboul 
this improvement. He thought that something comparable tc 
the University Grants Committee would be more suitable, 
Clause _ of the Bill made it inevitable that the nurse-training 
committees m each area would be largely under the control oi 
the regional boards. He agreed with Lord Moran that if teach- 
ing hospitals were brought under the control of such a com- 
mittee and of the regional board it would be a matter of area! 
anxiety. He hoped th3t Clause 5 would provide for educa- 


tional grants to hospitals not vested in the Minister. He trusted 
that the Government would consider accepting on Clause, 
an amendment empowering the General Nursing Council t 
recognize postgraduate courses and to register extr 
qualifications. 

Lord Shepherd said that, although publication of the nursin 
register cost £6,000 a year, only 200 copies were published, o 
which only 140 were sold. The policy of the Government ti 
relieve nurses of all work not requiring nursing skill had beei 
announced in 1945 and in notes recently issued for the guid 
ance of hospital management committees. Since June, 194/ 
domestic employees in hospital had increased from 117,000 ti 
123,000. The Government intended that grants should be mad 
to the General Nursing Council and through that Council ti 
the training committees to cover the cost of training. Tb 
expenditure of hospital management committees in relation ti 
training within the hospitals would also be chargeable to tin 
Government. A Bill for Scotland would be introduced late; 
In making appointments by the Minister to the General Nursini 
Council or to the standing nurses training committees then 
would be prior consultation with organizations representing thi 
medical and other professions. In the past medical men hat 
found their way on to these committees, and under the new 
dispensation there would be no change. The Minister had foi 
many years included both medical representatives and hospita' 
administrators among his nominees to the General Nursim 
Council. There was no reason to suppose that any change ir 
this practice was likely. It would be open to regional hospita’ 
boards or boards of governors of teaching hospitals to include 
medical representatives among members appointed by then 
to the standing nurse-training committees. The constitution ol 
nurse-training committees would be settled by Order. 

There was no reason to think that disclaimed hospitals would 
be prejudiced, and Lord Moran need not fear that the standard 
of training would be lowered by regional examinations. In th< 
National Health Service Act teaching hospitals were dealt will 
separately because of their unique position in the teaching ol 
medicine. The same analogy could not be drawn with refer- 
ence to the training of nurses, of whom only a small proportion 
were trained in teaching hospitals. The Bill did not providt 
that the General Nursing Council should publish a report tc 
the Minister, but the matter was being considered, and some- 
thing more might be said about it before the committee stage 

The Bill was then read a second time. 

Fitness- of German Generals 

The Bishop of Chichester on May 5 in the House of Lord; 
called attention to the cases of Field-Marshal Von Rundstedt 
General Strauss, and Field-Marshal Von Manstein. He askec 
whether these men were fit to stand trial. The Lord Chancellor 
Lord Jowitt, said- that since he had stated last November tha 
the duty of the British Government was to put these three mer 
on trial reports had reached him indicating that two were no: 
fit to stand trial. Even .these reports were not unanimous, anc 
he got the doctors concerned to see him, along with the Attorney 
General and Professor Sir Henry Cohen. , Having heard sever 
or eight of the doctors, they came to the conclusion that tnf 
health of Von Rundstedt arid of Strauss was not such as tc 
justify the ordeal of a trial which would last six to eight weeks 
Everyone agreed that Von Manstein was perfectly fit to stanr 
his trial. Von Manstein was accused of breaches of the usage: 
of war, with the murder of vast numbers of people.' 

MILK BILL 

On April 29 the Milk (Special Designations) Bill passed throucl 
the Report Stage in the House of Commons after minor amend 
ments had been moved , on the motion of Dr. SUMMERSKiU 
The Third Reading debate followed immediately. 

Dr. Summerskill said that the Bill would assure consumer 
of a safe milk supply and the producer would know tha 
milk would be guarded during all stages of distribution. Thi 
Bill was a charter to safeguard young lives from the effects o: 
bovine tuberculosis and to safeguard the community from tin 
risk of milk-borne disease. 

■Captain Crookshank said the real remedy was to clean uj 
the herds. Until that happy result could be obtained the Bn 
would certainly serve its purpose. 

Mr. Somerville Hastings was astounded that the countrj 
had taken so little interest in the Bill, When the Bill came 
into operation, presumably on Oct. 1, it would become ilSeea: 
for the accredited producer to mix milk from two or three 
herds before bottling. That would be a real advance. If mill 
from more than one herd was mixed the distribution of possible 
infection was widened and the difficulty of tracing that infection 
was increased. The term “accredited” would go in October, 
1954, and in one area after another, as pasteurizing plant became 
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Preoperative Management of 

Umbilical Hernia 

This male child, age 2i, was presented for treatment because 
of constipation and abdominal discomfort. Examination 
revealed an umbilical hernia. Surgery delayed for one year. 
The Spencer shown (right) was prescribed as adjunct to 
preoperative treatment to control the hernia and support 
abdominal organs in position to improve function. 

In a Spencer, abdominal support is from below, upward and 
backward and is properly correlated with back support. Made 
of non-elastic material it will not yield or slip under strain. 
Because the Support was individually designed for this child, 
“ it stays in place,” is comfortable and safe. Thus patient 
co-operation is assured. Each Spencer Support is individually 
■ designed, cut and made for each patient. 

Thousands of doctors prescribe individually designed Spencer 
Supports for back derangements ; following spinal, abdominal 
or breast operations ; displaced internal organs ; movable 
kidney ; maternity and following childbirth ; certain hernia 
cases ; and other disabilities. 


SPENCER (BANBURY) LTD. 

Consultonr Manufacturers of 

Surgical and Orthopaedic Supports 

Spencer House • BANBURY * Oxfordshire 

Spencer copyright designs are original and distinctive and for more than 20 years have been recognized by the Medical 
Profession as a symbol of effective control for abdomen, back and breasts 

SUPPLIERS TO HOSPITALS UNDER THE NATIONAL HEALTH SERVICE ACTS OF 1946 

Trained Fitters available throughout the Kingdom 
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POWER IN ACTION 


Where the urgent treatment of an 
anaemia calls for powerful action, the 
physician can rely on ' Folvite ’ (Folic 
Acid, Lederle) as a potent haematinic. 

■Folvite’ rapidly restores normal red 
cell development and maturation — a 
fundamental factor in the successful 
treatment of the macrocytic anaemias. 

Issued as a parenteral solution of 15 mgm./cc., 
in tablets of 5 mgm. and as an elixir con- 
taining 5 mgm. in each teaspoonful (4 cc.). 

‘Fohite' gisteral Trade Mark. 
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ELIXIR METHADON (SMITH) is a palatable 
preparation containing as its active ingre- 
dient 2.5 mgm. per fluid drachm of 
Methadon, the high potency synthetic 
analgesic. Methadon has proved effective 
in relieving a wide variety of painful 
conditions and administration as elixir has 
definite advantages. 

DESCRIPTIVE LEAFLET ON REQUEST 



Elixir Methadon (Smith) is available in 
4-oz. and 1 6-oz. bottles and is exempt 
from purchase tax It is within the 
regulations of the Dangerous 
Drugs Acts. 
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‘Progynon’ B Oleosum, by 
intramuscular injection, pro- 
vides complete oestrogen replacement therapy with absence of 
toxic effects. It exerts a beneficial psychological action which is 
not found in treatment with sjnthetic oestrogens. Presented in 
strengths of i mg. (10,000 International Benzoate Units), and 
5 mg. (50,000 International Benzoate f 7 «/Vr),‘Prog\ non’B pieosum 
is indicated in all conditions, associated with oestrogen de- 
ficiency, such as the menopause, hypomenorrhoca, amcnorrhoca, 
certain forms of dysmenorrhoea, oligomenorrhoea, etc. For 
local therapy, in atrophic vaginitis, kraurosis vulvac, etc. 
‘Progynon’ Ointment and Vaginal Suppositories are available. 



BRITISH SCHERING 

' t I m Vt e d 


ORIGINAL PACKS 

1 mg. (x 0,00a I B U. in 
3 cc. ampoules) Boxes of 
3 5 ; j mg (jo.ooo 

I B U. m 1 cc. ampoules) 
Boxes of x & 5. 


j 167/169 GREAT PORTLAND STREET, LONDON, W.l 

j — - 

I 



5 May 14, 1949 


MEDICAL NOTES IN PARLIAMENT 


Bxmss 

Medical Jovjsxu. 


87: 


tvailable, an order would be issued that only designated' milk 
might be sold. But even pasteurized milk was not safe if put 
nto churns and transferred to another bottling plant. He 
regretted that for the time being this practice was permitted 
under the terms of the Bill. If it was shown that pasteurized 
milk could be a source of danger, the whole idea of pasteuriza- 
tion might be discredited. Dr. Summerskill had said during the 
Committee Stage that she proposed to issue a regulation that 
after 1954 all milk must be bottled on the spot immediately 
after being pasteurized. Mr. Hastings regretted that this was 
not stated in the Bill. 

Dr. Broughton felt sure the Bill would help to eradicate 
bovine tuberculosis. Dr. Hades Guest believed the Bill would 
prove a landmark in the health of the country and especially 
in the health of the children. 

The Bill was then read a third time and passed. It had 
already passed the House of Lords. 

Irish Qualifications 

By the Ireland Bill, introduced by Mr. Attlee on May 3, 
it is proposed that, “ notwithstanding that the Republic of 
Ireland is not part of His Majesty’s dominions, the Republic 
of Ireland is not a foreign country for the purposes of any 
law in force in any part of the United Kingdom or in any 
colony, protectorate, or United Kingdom trust territory.” This 
is interpreted in Whitehall as implying that Southern Irish 
medical qualifications will continue to be valid in the United 
Kingdom. 

Alien Doctors 

On May 5 Mr. William Wells asked how many applica- 
tions had been made for registration under Section’ 3 of the 
Medical Practitioners and Pharmacists Act, 1947 ; how many 
such applications were pending ; for bow long they had been 
pending; and when they would be decided. 

Mr. Bevan replied that in all there had been 174 medical 
applications, of which 39, made at varying dates during the 
last year, were still pending. The decision on nine of 'these 
had been deferred for the ume being in the applicants’ own 
interest. These applicants, being abroad, could not be registered 
unless resident in the U.K. Further information was awaited 
from 10. An early decision was expected on 3. One applica- 
tion was received a few days ago. The remaining 16 involved 
legal questions of some difficulty which the G.M.C. was 
endeavouring to resolve as speedily as possible. 

Mr. Wells asserted that one application had been delayed 
for a year. Mr. Bevan remarked that as he did not know this 
case he could not say that the delay was unreasonable. 

Homoeopathy 

' On May 5 Mr. Skinnvrd asked whether Mr. Bevan would 
arrange that lists of homoeopathic medical practitioners, similar 
to publicly exhibited lists of practitioners in other specialized 
fields of medical service, were provided for the information of 
persons desirous of homoeopathic treatment. 

Mr. Bevan refused to do this. He said it would not be in 
the public interest to seek to distinguish different forms of 
therapy practised by doctors providing general medical ser- 
vices. Various forms of treatment often differed with the 
doctors who gave them. It was undesirable to distinguish 
between one form of treatment and another. Homoeopathic 
treatment could be given by registered medical practitioners. 
There was no reason Why it should be distinguished from other 
forms of treatment. 

Colonel SroDDARr-ScoTT asked Mr. Bevan to assure the 
House that he would add no names to the list except those of 
practitioners who had adequate medical education and appro- 
priate medical qualifications. 

Mr. Bevan said no one was allowed to practise who was 
not on the Medical Register. It was assumed that those regis- 
tered had an adequate medical education. 

Dr. Segal said it was felt to be unethical for any doctor to 
advertise himself as a practitioner in a particular form of 
treatment 

Mr. Skinnvrd said he did not ask that a doctor should 
advertise himself, but that information should be given to 
patients under the 143110031 Health Service. 

Mr. Bevan said the action suggested by Mr. Skinnard would 
tend to advertise certain forms of treatment 

Milk in Scotland. — Mr. Woodburn staled on April 26 that there 
were 100 pasteurizing or heat-treatmem plants in Scotland. The milk 
from these was tested fortnightly and the results generally were 
satisfactory. Or the milk sold off Scottish farms, some 70% was 
from tuberculin-tested herds. Milk os sold to the public comprised 
approximately 10% sold as " T.T.," 70% pasteurized or heat treated, 
and 20% sold as ordinary non-pasteurized milk. . 


No. IS 

INFECTIOUS DISEASES AND VITAE STATISTICS 
We print beiow a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 23. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding ^eek last year, for; (a) England and Wales (London included), (b) 
Lomdon (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (3) The 1 26 great towns in England and Wales (including London). 
(b> London (administrative county), (c) The 16 principal towns in Scotland, 
(d) The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireiaud- 
A dash ~ denotes no cases ; a blank space denotes disease cot notifiable or no 
return available. 


Disease 

1949 

1 94 8 (Corresponding Week) 

(a) 

(b> 

(c> | (d) 


(a) j fb> ) (c> j (d) 

(C) 

Cerebrospinal fever 
Deaths .. - 

34 

3 

V 


43; 5* 17 

I j 1 

1 

2 

Diphtheria 

Deaths 

95 

8 

-Vi-' 

179! 13 
'1- 


J7 

4 

Dysentery 

Deaths 

52 

j 

1-' 

2 

252j 29 

16 

1 

— 

Encephalitis Ietharpca. 
acute 

Deaths 

- 

_ . 

f 



- 

1 

- 

- 

Erysipelas 

Deaths 


— 

2 °i 6 j £ 


— 

43 

6 

2 

Infective enteritis or 
diarrhoea under 2 
years 

Deaths 

23 

2 

9 

46 

4 

, 

33 

3 

6 

n 

7 


Measles* 

Deathst 

13,514 

1699 

265 

1 

323 

1 

187 

1 

9,092 

1147 

236 

1 

H J 

47 

Ophthalmia neonatorum 
Deaths 

St 

5 

16j — 

— 

52 

1 

9 

, 

1 

— 

Paratyphoid fever 

Deaths 

7 

1 

— 

— 

— 

- 3 


2(B) 

r 

Z 

z 

Pneumonia, influenzal . . 
Deaths (from infla- 
enzaK 

759 

51 

47 

2 

13 

“ 

11 

5,3 

10 

3 ; 

1 

1 

; 

J 

Pneumonia, primary . . 
Deaths 

185 

27 

269 

1 

.0 

192 

* 

192 

32 

13 

7 

Polio-encephalitis, acute 
Deaths 

J 

— 




2 





Poliomyelitis, acute 
Deaths | 

8 

1 

2 


2 ! ' 

16 

2 

2 

5 

1 

— 

Puerperal fever . . 

Deaths 



5 





9 



Puerperal pyrexia,"! 

Deaths 

94 

K 

5 


131 


1J 

s 

— 

Relapsing fever 

Deaths 

... 



r 

— 




“ 

Scarlet fever 

Deathst 

953 

65 

174 

9f! 30 
-1- 

1435j in 257 

d 1 

35 

Smallpox .. 

Deaths 

5 

I 

— 


| ■ 


— 

Typhoid fever . . 

'Deaths 


2 

- 2 

I 



z 

Typhus fever 

Deaths 



b 

-|r 

~ 

! 

- 

z 

Whooping-cough* 

Deaths 

2^46! 157 

A 1 

"f 

'% 2 C 

3,727| 27 1 j 55 


Deaths (0-1 > ear) 

Infant mortality rate 
(per 1,000 live births) 

3011 4+ 

_ L 

Jl :44 

2o 

< 

' 

3l?j 36 
1 

42 

p 

10 

Deaths (excluding still- 
births) 

Annual death rate (per 

1 ,000 persons livieg) 

4.71S- 67S 

12-9 



205 

.35 

4,5$ 1 

- 

62. 

12-5 

1 

195: 121 

12-2. 

Live births 

I Anneal rate per 1,000 
persons living 

S,671|1352 1050 

! h-? 

335 

23-5 

26S 

8.701 1393 
! 

1115 

22*5 

361 

22-6 

272 

Stillbirths 

Rate per 1,000 total 
births (including 

stillborn) . . 


2S 

17 

11 



219! 26 

l 

; 

33 

29 




* Measles and whooping-cough are cot notifiable in Scotland, and the reform 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and W ales, London 
(administrative county), will no longer to published- 

£ Includes primary form for England and Wales, London (adnrnistml** - 
county), and Non. hem Ireland. 

( The number of deaths from poliomyelitis and pollo-eucephsiitia for England 
and Weirs. London (administrative county), are combined. 

3 Includes puerperal fever for England and Wales, Eire, and Northers Ireland. 
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EPIDEMIOLOGICAL NOTES 
Typhoid Fever at Crowfbome 

Cases of typhoid fever associated with the outbreak at Crow- 
thorite (May 7, p. 827) have been reported from Camberley, 
Didcot, and Ramsgate, and the total is now 38. Although the 
source and mode of infection have not yet been discovered, 
the evidence so far obtained suggests that the vehicle of infec- 
tion was distributed only in Crowthorne and over a limited 
period of time, probably about April 16. The fears at first 
entertained of there being a very large number of cases may 
therefore prove to be unwarranted. 

Smallpox 

No further cases have been reported among passengers from 
the s.s. MooUan. On May 7 an unvaccinated woman 
aged 20 was admitted to Liskeard Smallpox Hospital in Corn- 
wall as a suspected case of smallpox. The diagnosis has since 
been confirmed by laboratory tests. It has not been possible to 
establish the connexion between this patient, who resided in a 
small village a few miles from Liskeard, and any of the patients 
previously" reported among the passengers from the Mooltan. 

Discussion of Table 

In England and Wales there were increases in the notifications 
of measles 448 and whooping-cough 279, with a decrease of 86 
in the notifications of scarlet fever. 

Decreases in the notifications of measles were recorded in 
Essex 162, Middlesex 153, and Glamorganshire 112 ; there were 
increases in Surrey 131 and Kent 117. A small increase in 
the incidence of whooping-cough was recorded in most areas — 
for example, Essex 41 and Middlesex 34; the only noteworthy 
exception to the general trend was a decrease of 37 in London. 

The notifications of scarlet fever showed very little change 
from the preceding week ; the largest changes were decreases in 
Lancashire 33 and Essex 25. There was no variation of any 
sice in the local returns of diphtheria. 

No large outbreaks of dysentery were notified during the 
week. The chief centres of infection were Lancashire, Liver- 
pool C.B. 8 ; Yorkshire West Riding, Huddersfield C.B. 8 ; 
Cumberland, Penrith R.D. 5 ; Essex, West Ham C.B. 5 ; and 
Norfolk, Norwich C.B. 5. 

In Scotland infectious diseases were more prevalent during 
the week. There were increases in the notifications of acute 
primary pneumonia 67, measles 34, cerebrospinal fever 15, 
scarlet fever 12. and dysentery 10. There was a fall in the inci- 
dence of whooping-cough 31. These changes in the trends of 
infectious diseases were mainly contributed by Glasgow. The 
rises in the incidence of dysentery were in the cities of Glasgow 
6 and Stirling 5. The chief feature of the notifications of 
diphtheria was an increase of 10 in Glasgow. 

In Eire increases were recorded in the notifications of measles 
20, whooping-cough 70, diarrhoea and enteritis 24, and scarlet 
ever 22. In Dublin C.B. there were increases in the incidence 
)f measles 107, whooping-cough 62, scarlet fever 18, and 
liarrhoea and enteritis 17. 

In Northern Ireland the notifications of measles rose by 15 
and the notifications of whooping-cough fell by 23, The inci- 
dence of measles declined in Belfast C.B. 17 and County 
Armagh 17. The decrease in the incidence of whooping-cough 
was fairly general throughout the country. 


! Tuberculosis, Cancer, and Maternal Mortality 

The provisional death rates per million population for England 
and Wales during 1948 were as follows : 



Males 

; Females 

Persons 

Rcspirator\ tuberculosis 

Other tuberculosis 

Cancer 

55 5 
! 72 

i 1,965 

! 

335 

62 

1,761 

440 

67 

1,858 


The maternal mortality per 1,000 total live and still births in 
England and Wales tn 1948 was : 

Posr-aboravc inftfcuon , .. .. .. 0-1 j 

Xboru'O'i \Miho\j\ mention of septic conditions . . . . 0*05 

infection during childbirth and the puerperium . 0*13 

Other maternal causes . . . , . . . q . j $ 

1-02 

Excluding abortion 685 mothers died in childbirth in 1948, 
ana deaths due to abortion numbered 123. 


Week Ending April 30 

The notifications of infectious- diseases in England and Walt 
the w«k included : scarlet fever 785, whooping-couc 
*'$05* diphtheria 9S, measles 11,436, acute pneumonia 45* 
cerebrospinal fever 32, dysentery 38, acute poliomyelitis U 
paratyphoid 1. and typhoid 6. Deaths from influenza in th 
great towns numbered 39. 


Medical News 


Research into Home Analgesia 

The Medical Research Council has set up a committee to j.,* «. 
research into analgesia suitable for use by mid wives .on a recomnra 
dation in the Report of the Working Party on Midwives. Th 
chairman is Sir William Gilliatt, P.R.C.O.G., and the secretary Mi 
G. S. W. Organe, anaesthetist to Westminster Hospital, who is a!s< 
secretary of the Council’s Anaesthetics Committee. The otte 
members are : Dr. Josephine Barnes, Dr. Albertine Winner, Professo 
R, R. Macintosh, Dr. E. A. Pask, Professor A. D. Macdonald, am 
Dr. F, H. K. Green. The committee’s terms of reference will includ 
the study, if thought desirable, of modified methods of administerin 
existing analgesic agents as well as the initiation of further researo 
for new agents. Investigations are likely to lake a considerable time 
Before a final decision can be reached on any new methods by whicl 
midwives could safely administer analgesics without medical super 
vision, extensive clinical trials will probably be necessary. These ma; 
have to be conducted at home confinements in charge of midwivel 
At present the Central Midwives Board — upon whom responsibilit 
rests for approving drugs and apparatus for the adminisiratio 
of analgesics by midwives — has approved the gas-and-air method fo 
midwives specially trained in its use. The Board has been advised b; 
the Royal College of Obstetricians and Gynaecologists, and so fa 
five different types of gas-and-air machines have been approved. 

Award of Mickle Fellowship for Dr. Avery Jones 

Dr. Francis Avery Jones has been awarded the William Julie 
Mickle Fellowship by the University of London for 1948-9. It is c 
the value of approximately £250, and is offered annually to a man c 
woman resident in London and a graduate of the University who i 
the opinion of the Senate has done most to advance medical ai 
or science within the preceding five years and has therein show 
conspicuous merit. Dr. Avery Jones is Physician and Deputy Medic 
Director at the Central Middlesex County Hospital. He graduate 
in 1934, taking the M.R.C.P. and proceeding M.D. two years later 
- he was elected F.R.C.P. in 1946. His Goulstonian Lectures o 
“ Haematemesis and Melaena ” were published in this Journal o 
Sept. 20 and 27, 1947, 

American National Health Council 

At the 29th Annual Meeting of the American National Healt 
Council held recently Mr. Philip R. Mather was elected presides 
Dr. Ernest L. Slebbings vice-president, Dr. Haven Emerson treasure 
Dr. Franklin M. Foote assistant treasurer, and Dr. James E. Perku 
secietary. Four additional organizations were elected to roembe 
ship in the Council, which consists of leading national heal 
agencies, voluntary and governmental. Those elected were* u 
American Medical Association and the National Infantile Paralyi 
Foundation, both elected to active membership; the Amend 
Physical Therapy Association and the National Multiple Sclera 
Society, associate members. 

index to National Formulary 

The Northern Ireland General Health Services Board has issu 
to general practitioners in the Northern Ireland Health Service t 
index to the National Formulary. The drugs are listed under su 
headings as “ Formulae Containing Penicillin,” " Used in Trcadw 
of Coughs,” and “ Analgesics, Anodynes, Hypnotics, and Sedative: 

Peckham Health Centre Bulletin 

Peckham Health Centre has issued the first number of a montl 
bulletin entitled Peckham. It is attractively produced and illustrati 
and includes short articles on the health centre’s work and histoi 
The subscription for twelve issues is 7s. 6d., post free. It may 
obtained from the Editor, Peckham , 8F, Hyde Park Mansioi 
London, N.W.l. 

Argentine Society of Pathology 

Professor Humberto R. Rugiero has been elected President of t 
Argentine Society of Pathology. 

Diamorphine Liocfuses: Correction 

The Home Office has drawn the attention of the Ministry 
Health to an error in the information it has recently issued ( fount 
April 23, p. 733, and April 30, p. 787) about the dispensing of line! 
diamorphinae N.W.F. The only prescriptions for Dangerous Drr 
which may be ordered by title are those named in the B.P.. the B-PS 
or the Drug Tariff. All other prescriptions not written out in * 
cannot be dispensed but must be returned to the doctor for amp’™ 
tion. Since the N.W.F. is no longer a recognized formulary, 
chemist would be acting illegally in dispensing linct. diamorph. B-P. 
when linct. diamorph. N.WJ which is no longer included in t 
Drug Tariff , is prescribed. 
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Jzechoslovah Award 

The President of the Czechoslovak Republic has conferred the 
_eco ration of Chevalier of the Order of the White Lion upon Dr 
-redenck Himmelweit in recognition of services rendered during 
he war 

COMING EVENTS 

bicentenary of the Birth of Edward Jenner 

The Royal College of Physicians of London and the Royal College 
>f Surgeons of England are commemorating the 200th anniversary 
3f the birth of Edward Jenner on May 17 During the afternoon at 
-he Royal College of Surgeons (Lincoln’s Inn Fields, London, WC), 
hr Edwnrd Mellanby, FRS, wall deliver a commemorative lecture 
mtitled “Jenner and his Impact on Medical Science ” In the even 
ng there will be a reception at the Royal College of Physicians (Pal) 
Mall East, London, SW) Admission to both these functions is 

invitation only 

Medical Golf 

^ The Annual Compeution of the Manchester and Distnct Medical 
Golfers’ Association will be held on the course at Mere, Cheshire 
in May 25 The Challenge Cup wall be competed for by medal pla> 
Jnder nandicap The Walter Gold Medal wall be held for one year 
3} the member returning the best gross score; the Walter Silver 
Medal wall be held for one year by the member returning the best 
gross score from among those wath handicaps of ten and upwards 
Two prizes wall also be presented (1) for the best net score for holes 
1-9, and (2) for the best net score for holes 10-18 The annual 
subscription is 7s 6d , and comprises the entrance fee of the Annual 
Competition New members are required Any medical man is 
eligible for membership provided he is a member of a recognized 
golf club within the area Particulars may be obtained from the 
hon secretaries, Manchester and District Medical Golfers 
Association, c/o British Medical Association, 33, Cross Street 
Manchester, 2 

Association oF Surgeons of Great Britain and Ireland 

The annual meeting of the Association of Surgeons of Great 
Britain and Ireland will be held at University College (Physics 
Theatre), Earlsfort Terrace, Dublin, on Ma> 26, 27, and 28 The 
programme is as follows May 26, 9 30 a.m, business meeting, 
10 ajn , discussion on “ Surgical Ritual,” to be opened by Sir Hugh 
Caims, Sir Reginald Watson-Jones, Mr Julian Taylor, Mr F Gill, 
and Mr D M Douglas, 2 15 p m , operating sessions or demonstra 
non of cases at various Dublin hospitaJs, 4pm, at Tnmty College, 
lecture by Professor Geoffrey Jefferson, F.RS, “Descartes and the 
Localization of the Soul ”, 5 pm to 7 pun., reception at Tnmty 
College by invitation of ihe Provost, 7 45 pm, annual dinner at 
Gresham Hotel May 27, 9 30 a jn , discussion on “The Use and 
Abuse of Streptomycin (excluding Pulmonary and General Tuber 
culosis),” to be opened by Sir Alexander Fleming, F .R S , Mr E W 
Riches and Mr A Dickson Wncht, II 45 ajn , alternative meetings 
at (a) University College, discussion on “ Resection and Reconstruc- 
tion of the Trachea,” to be opened by Mr C G Rob and Mr 
R H R Belsey, and at (6) Royal College of Surgeons in Ireland, 
short paper by Mr Geoffrey L Kevnes, “ Tumours of the Thymus 
Gland ’ , 2 15pm, operating sessions or demonstrations of cases at 
various Dublin hospitals, 5 pm to 7 pm , reception by the Minister 
of Health May 28, 930 am , short paper by Professor J Adarns- 
Ray (Stockholm), “ Hypertonus in Venous Capillaries,” followed by 
discussion on “ Treatment of Injuries to Peripheral Nerves,” to be 
opened bv Professor J Z Young, FRS (“The Process of Nerve 
Repair ”), Mr H J Seddon (" Indications for Exploration, Suture, 
and Gm[tmg Sir James Lcarmonih (“ Neurovascular Injuries ”), 
Mr R B Zachary (‘Results of Nerve Repair”), and Miss Ruth 
Bowden (“ Certain Factors Influencing Recovery * ) Full particulars 
of the meeting may be obtained from the honorary secretary’ of the 
association (Mr H W S Wright, FRCS) at 4*, Lincoln’s Inn 
Fields, London W C 2 

St Cyres Lecture 

Professor K D Wilkinson wall deliver the St Cyres Lecture on 
“Withering” at the Roval Societv of Medicine (Barnes Hall), 1, 
Y. impole Street, London, W , and not at the Institute of Cardiology 
as announced in the Journal of Apnl 30, (p 784), on Wednesday, 
June 1^ at 5 p m 

Simpson-Smith Memorial Lecture 

The second Alexander Simpson Smith Memorial Lecture will be 
delivered bv Mr R C Brock at the Medical Society of London, 
11, Chandos Street, W , on Wedne*dav, June 15, at 830 pm , with 
Lieutenant-General Neil Cantlie, Director-General, Arrav Medical 
Services, in the chair His subject is “The Surgical Treatment of 
Congenital Pulmonarv Stenosis " Admission is by ticket onlv Early 
application should be made to the Dean, West London Hospital 
Medical School 1 and 3, Wolverton Garden*, Hammersmith W6 


Lectures on Pituilarv Hormones 

Professor Mmam E Simpson, of Berkeley University, California, 
wall give a senes of lectures at the Hopital Laennec, Pans, on 
June 27-JuIy 9 The lectures will be m English The fee for the 
course is 3,000 francs Particulars may be obtained from 
Dr Loubhe, 20, Rue Marbeau, Pans, 16 Registrations cannot 
be accepted after June 20 

Summer School in Austria 

The Bmish Social Hygiene Council wiU hold a summer school on 
“The Family and the Nation ” at Pertisau, m the Austnan Tyrol, 
from Aug 17 to Sept 1 Subjects to be discussed include nutrition 
human heredity, the welfare of old people, and juvenile delinquency 
The school is intended pnraanly v for magistrate*, almoners, nurses 
and teachers The inclusive cost is about £34 Information mav be 
obtained from the BSHC, Tavistock House North, Tavistock 
Square London W C 1 

SOCIETIES AND LECTURES 

Mondav 

Birmingham University — At Anatomy Theatre, Medical School 
Birmingham, May 16, 4 pm, * The Excretion of Water by the 
Kidney, with Special Reference to its Neurohypophysial Control’ 
Wiiiiam Withering Lecture by Professor E B Vemey, FRS 
Edinburgh University — A t Physiology Lecture Theat e. University 
New Buildings, Tewot Place, Edinburgh, May 16, 5 pm , “ Mayc 
and Inca Medicine by Dr Douglas Guthrie 
Iondon University — A t Kings College, Strand, WC May 16 
530 pm,*' Venous Return in Health and Disease, by Professor 
KJ Gollwitzer-Meier (Hamburg ) 

London University College — A t Physiology Theatre, Gower 
Street, WC, May 16, 4 45 pm, * Selectne Toxicity with Spectal 
Reference to Chemotherapy bv Professor Adnen Albert 

Tuesday 

Birmingham University — A t Anatomy Theatre, Medical School 
Birmingham, May 17, 4 pm, "The Excretion of Water by the 
Kidney, with Special Reference to its Neurohypophysial Control ’ 
William Withering Lecture by Professor E B Vemey, FRS 
Edinburgh Postgraduate Board for Medicine — A t Anatorm 
Lecture Theatre, University New’ Buildings, May 17, 5 pm 
• Viruses and Acute Pulmonary Disease in Man,’ bv Professot 
C H Stuart-Hams 

Institute of Dermatology, 5 Lisle Street, Leicester Square 
London, W C — May 17, 5 p m , Sex Hormones in Dermatology ’ 
by Dr D I Williams 

Institute op Urology — At St Pauls Hospital, Endell Street 
London, W C , May 17 11 ajn , “ Modern Interpretation of Sero 
logical Reactions ” bv Dr R Thomson 
London University — At London School of Economics and Political 
Science, Houghton Street, Aldwych, W C , May 17, 5 p m , “ The 
National Health Sen ice * by Sir James S Ross 
London University College — At Physiology Theatre, Gov?er 
Street, WC, May 17, 5 15 pm, “ physiological Properties of 
Ethyl Alcohol" by Dr M Grace Eggleton 
Roval College of Surgeons of England, Lincoln’s Inn Fields, 
London, WC — May 17, 4 pm, "Jenner and His Impact on 
Medical Science ’ by Sir Edward Mellanby, F.R.S Lecture to 
commemorate the bicentenary of the birth of Edward Jenner 
Wright Fleming Institute of Microbiology, St Mary’s Hospital 
Medical School, Paddington, W — May 17, 5 p “ Bacterial 
Antigens” by Dr W T J Morgan, FRS 

Wednesday 

Glasgow University Department of Ophthalmology — M ay 18 
8 pm, “ The Structure of the Vitreous Rumour ” by Dr 
Antoinette Pine 

Institute of Urology* — A t St Pauls Hospital, Endell Street 
London, WC, May 18, 11 a dl, “ Cerebrospinal Fluid Tests for 
Syphilis” by Dr R Thomson 

London University — At Kings College, Strand, WC, May 18 
5 30 p.m , “ Blood reaction and Blood flow in Musculxr Actiuty * 
by Professor K1 Gollwitzer-Meier (Hamburg) 

Oxford University'— A t Radcliffe Infirmary, Oxford, May 18 
5pm," Neuros ir steal Problems of Childhood ” by IF Franc D 
Ingraham (Harvard) 

Rot al Society of Arts, John Adam Street, Adelphi, London, W C 
— May 18, 230 pm, "Scientific Information Sen ices” Aldred 
Lecture bv Sir Allred Ecenon , F.R.S 
Royal Microscopical Society — A t B.MA Hou*e, Tavistock 
Square, London, \\ C-. May 18, 530 pm , Discussion* ** Meehan 
ism of Cell Division” to be opened by Dr. A F W. Hughes 
F.R M S 

Society of Chemical Industry • Food Group — At London School 
of Hvcncne and Tropical Medicine, Keppel Street, Gower Street, 
\\ C , Mav IS, meeting of NutnbOn Panel (1) 6 pjn , annual 
general meeting, (2) 6 15 pm, " Biscuits , Cakes, end other Flom 
Conf as F - W S Butterworth (Introdu 

Mr . Full Messrs D M Freeland and 

Bradl ; Yudkin (Nutritive Value £t( 

Conf 
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Thursday 

Birmingham Uwversity.— M ^jBThobhm%^resf Incontin’- 

Ingjeby Lecture b'y Mr. Charics D. 

British Assoc.at.oh 

Dr - Graham 

BrYtSInstitute of Radioloc y », Welbeck Street 

May 19, 8-30. P-<P-, " ^ e JX v Hugh Davies ; followed by 

Brg&ssagi^nfe 8 v &• *• e - •«» ” a 

SS : K-ffl 'MSffl" to P»ta» H. S. 

Raper, F.R S Hospital. Endel) Street, 

‘“pond" °V.c“ M«“l9, U «.»:. " nw»<"' ■>/ *"*“>• to D-. 

M S„2sb“ M r » »«„, *. Chgd F,™ Hospital, 

The Ridgeway, Enfield, May 19, 3 p.m., rneeui b Pnrt- 

Royal Society of TR0 $ a L NeWCIne .^ tjv™fcol Diseases in 
StPft S,'i SCoslKS Illustrated by M» 

ST 3oT E S S .Ma T y L wTOo &£ * » 

demonstration by Dr. A. Felling. 

Friday 

Faculty of Radiologists : Therapy |ec«on.— At Royal College of 
|ur| e ons of England Lmcoln Unn „■ f n Bronchogenic 

Cancer ” Skinner Lecture by Dr. P. F. Moller (Copenhagen). 


Any Questions ? 


appointments 


JT.A *■ V »» ” — — 

POSTGRADUATE MEDICAL SCHOOL OF LONDON 1 DEPARTMENT OF ANAEYmCT.CS 
-Senior Lecturer H Woodfield-Dav.es, LM^ ^ % feb £ D.A.’; 

M.RCS.LRCP. D.A.. J. A. Smith, M B , B Chir.. D.A. 


BIRTHS, MARRIAGES, AND DEATHS 


Correspondents should give their names ^ jg ££ 

publication) and include o r selection of those 

s sst re »/ — — 

«— r “St SS*. -E. W.P » 

. #»rSU=«!g 

dosage would you sugges f w i noa ,latc agains 

SSSJ-ii ZSir » 4i- • «■** - 

■'T-.tco.a.io" > f « 
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BIRTHS 

Eorewaroc.-On Aprd 12, 1949, at 26. Latchctt RMO Woodford, London, 
p liifhnra tt ife o£ Dr D D. Roscwnmc, £i d8U?«iicr. 

NVilton —On Ann! 29 1949, at the Queen Elizabeth Hospital, Oitminsham, 
(nec'Motis)! wife o. Kenneth Walton, M-B- B S a daushter^ 
Wand.— On May 2. 1949. at Wellhouse Hospital. Bamct, to Betty (n<e X 
wile of Dr L O R Wand, a daughter— Penelope Jane. 

MARRIAGES 

Go! there — Wight. — On March 20. 1949. at St Lukes. West Norwood. c J | m p “ 

A H Goldacre. M R C.S . LRCP. to Mtss Barbara Wight. M.C.S.P.. 

O’Reilly — Gavin. — On April 30, 1949 at St Edmunds Bolton. P. O.O'ReiUy. 
MB . B.Ch.. deputy R.S.O . Bury Infirmary, and 42. Bolton Street, Dublin, 
to Miss Margaret Gatin. Bolton Royal Infirmary 

DEATHS 

tg.— On April 23 1949 at Royal Sussex County Hospital, Barry Alexander 
Craig, L R C P AS I and L.M . Lieutenant-Colonel R-A.M.C., retired, or 
Bccch Cottage. Burgess Hill, Sussex 

Dens. — On April 23 1949, Horace Charlton Dcvas, M.R.C.S., L.R.C.P.. 

Surgeon Captain RN retired . 

Cedes. — On April 24, 1949. at Driffield. Robert Burton Eccles, M.R.Ch, 
LRCP _ 

Gcmmclf. — On April 20 1949, Leonard Woodburn GemmcH. M.B.. Ch.a.» 

Surgeon Commander R N . retired t 

Hope. —On Apnt 2t 1949 at 5. The A\enue. Knaresbo rough, Charles William 
Mcnelaus Hope ODE, F R C S . aged 6S - n tv c 

Kay.— On Apnl 24, 1949, at Leamington Spa. Winifred Julia Kay. M.B.. u-s- 
McEntlre.— On April 25. 1949. m London, following an operation . Samuel 
Drummond Greer McEmire. LRCP AS I and L.M.. of Great Baddow. 
Chelmsford. Essex _. . 

McGregor. — On April 23 1949, at a Glasgow hospital. George Charles 

McGregor. MB, CM. laic of Kuala Lumpur. F.M.S. 

MacKeflar. — On Apnl 21. 1949. at Ash Tree House, Savilc Town. Dewsbury, 
John Donald Mathcson MacKcllar. M B . Ch.B. 

Nightingale. — On March 30, 1949. at Thurnby. 17. Devonshire Road. St. Anncs- 
on-Sca, Wilfrid Nightingale, M.B.. Ch B 
Farvons. — On Apnl 22, 1949, at Cheltenham. Christopher Thacfcray Parsons, 
OBE..MD. of South Leigh Road. Havant, aged 7S. 

Patervon.—On Apnl 20. 1949. at Liberton Hospital, Edinburgh. Thomas 
Cicrkson Paterson. MB. C.M., aged S9. _ . 

Phillips.— On Apnl 25. 1949. at The Pnoty, Roehampton. Charles Moricj 
Phil ir', M D . fermerh of BnstoL aged SO 
Fetlock. — On Apnl 22. 1949. Edward Stoute Tollock. M.D.. of Hdcot. Rydon 
La-c. Exeter. _ _ . 

Former. — On April 26. 1949. at 20. Hatel^ood Lane, Palmers Green. London. 
N. Maurice Aloysius Power, ,'f C., MB, B Ch, 

April 19. 1949. at Ecrkbamsted, Ida B. Saxby. D Sc . M.R.C S., 

LRCP 

Trr*»bj. — CM Apnl 17. 1949, Henry William Trcwby. M R.C.S , LRCP.. 
LOS of HuT.hcvme. Tarrant. Andover Hants 
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that covers a damaged area and extends down to its severed 
vessels. Clot formation of this sort cannot occur if there is 
an uninterrupted flow of blood, and normally a period of 
temporary vasoconstriction following injury provides time for 
•firm coagulation to occur. If, for any reason, this vascular 
response is incomplete — or, more rarely, if blood coagulation 
is defective — loose, inefficient clots are produced, from beneath 
which bleeding continues. Such clots should therefore be 
regarded as being usually the result rather than the cause of 
•defective haemostasis. Nevertheless, their mechanical removal 
will often achieve haemostasis, probably by direct stimulation 
of the cut vessels, with consequent constriction and the forma- 
tion of a new and firmly attached clot. Removal of loose dots 
also allows any dressings, styptics, or simple pressure that may 
be applied to come into direct, and therefore effective, contact 
with the bleeding vessels. 

Subarachnoid Haemorrhage 

Q . — Is it reasonable to expect a large quantity of blood in 
the spinal subarachnoid space and a very small quantity in the 
cerebral subarachnoid space in a person with subarachnoid 
haemorrhage who died five days after being found unconscious 
in the street ? 

A. — The question does not state the cause of death, or 
whether the case was one of head injury or of “ spontaneous ” 
subarachnoid haemorrhage. But it is a very common post- 
mortem finding that intracranial subarachnoid haemorrhage has 
occurred into or has gravitated into the large subarachnoid 
cisterns about the base of the brain. The admixture of cerebro- 
spinal fluid retards clotting. As the individual, survived for 
five days after being found unconscious, and as there is no 
information about his posture or condition during that time, 
the blood may well have drained from the intracranial sub- 
arachnoid cisterns, by means of the very adequate communica- 
tions which exist, into the spinal subarachnoid space. 

Absorption of Mercury 

Q . — It has recently been reported that the use of teething 
powders containing mercury may be the cause of pink disease. 
Is there any likelihood of absorption of mercury by a woman 
using a contraceptive containing it? 

A. — The evidence that pink disease is due to mercury 
poisoning is very incomplete, and amounts to little more 
than a suggestion that this may be so. If mercury is a cause, 
it acts in this way only in those children who have an idio- 
syncrasy to it. The possibility that mercury is absorbed from 
a mercury-containing contraceptive is another matter about 
which there is no certainty. Some consider that there is no 
danger. of mercury absorption; others, that there is a real 
danger. It is certainly true that the body has a remarkable 
capacity for absorbing mercury in circumstances in which such 
absorption would seem unlikely. The risk of absorption would 
be increased in cases in which the remains of the contraceptive 
were not removed by douching. 

North American Blastomycosis 

Q. — 7 have a patient in whom, after any superficial injury, 
an ulcer with much scabbing has always formed in the scar. 
Last December she underwent herniotomy and the scar had 
almost healed, when a similar reaction took place ; the presence 
of Blastomyces dermatitidis was demonstrated microscopically 
in the scab. I would welcome any information about treat- 
ment, particularly with regard to the newer antimycotics. 

A. — Potassium iodide is the sheet-anchor in the therapy of 
North American blastomycosis. It is administered in gradu- 
ated dosage, increasing almost to the limit of tolerance and 
continued beyond the period of apparent clinical recovery. One 
method is to start with 15 minims (09 ml.) daily of a saturated 
aqueous solution of potassium iodide divided into three 5- 
minim (0.3-mI.) doses well diluted with water, and increasing 
by 1 minim (0.05 ml.) daily (not 1 minim per dose daily) until 
the dosage of 60 minims (3.6 ml.) daily is reached. At this 
point, or earlier if symptoms of iodism appear, the dosage 
reverts to the original 15 minims daily and the series is repeated. 
Treatment should be continued for several weeks or months, as 
determined by its effects. Sodium iodide intravenously and 


ethyl iodide by inhalation may be given alternatively or in 
conjunction with the orally administered potassium iodide. 
Pau'ents with blastomycosis frequently show a high degree of 
allergic sensitivity to the causative fungus, and. in such cases 
the administration of iodide may cause' a severe and even 
dangerous reaction. It is advisable, therefore, to apply the 
blastomycin test of dermal sensitivity before instituting treat- 
ment and, if necessary, to desensitize the patient by graduated 
doses of Blastomyces dermatitidis vaccine. Iodide treatment 
should be combined with, or in fact preceded by, specific 
vaccine therapy, supplemented by surgical and radiotherapeutic 
measures when indicated, and by general supporting treatment 
with appropriate diet, vitamins, and rest. The systemic form 
of the disease requires hospital treatment The questioner 
should consult Clinical Mycology, by Conant and others 
(Saunders, 1945), for a detailed account of the treatment. 

Blastomycosis (Gilchrist’s disease) is indigenous to North 
America, and reports of the infection from other parts of the 
world have usually been based on wrong diagnoses. The litera- 
ture contains only two well-authenticated records of the infec- 
tion haring been contracted in the Old World — one in London 
in 1925 and the other in France in 1947 ; both the patients had 
been engaged in handling materials imported from the United 
States. Therefore, unless the microscopical diagnosis in the 
present case has been made by a competent mycologist, it 
should be confirmed by isolation of Blastomyces dermatitidis 
from the lesions or by serological tests. 

Grading of Catheters 

Q . — How do the various catheter scales compare, and are 
they all related to any basic measurement ? Would it not be 
possible to standardize and unify these systems? 

A. — The majority of urologists use French catheters. The 
Charriere scale expresses its measurement in multiples of one- 
third of a millimetre ; thus No. 5 indicates a diameter of If mm. 
It is true that some of the French catheter-makers have recently 
adopted the Beniqud scale, in which a No. 10 represents No. 5 
Charriere, but the majority of French catheters in this country- 
are marked in the Charriere scale. The English scale is 
approximately one-half of the French, a No. 10 French being 
represented by a No. 5 English. It would, of course, be of 
advantage if English and American manufacturers would adopt 
the Charriere scale. The American scale is rarely used even 
by American instrument-makers. Its numbers correspond tc 
two-thirds of the French numbers — that is to say. No. 20 
American represents No. 30 French. 


Angina of Effort 

Q . — A retired doctor aged 74 has the classical symptoms of 
effort angina, for which the usual remedies, such as nitroglycerin 
and potassium iodide, have been tried. Any further advice on 
treatment and climate would be welcomed. 


A. — On the whole, patients with angina pectoris are better 
in warm climates than in cold, but far less so than those with 
intermittent claudication ; in fact, Lewis denied that cold 
weather had any' demonstrable effect on angina, but this, how- 
ever, is contrary to clinical experience. When conservative 
measures fail to the extent that the patient is incapacitated by 
angina, more drastic treatment is indicated. At the present 
time there are two methods that are perhaps most •favoured: 
(!) administration of thiouracil, and (2) bilateral stellate? 1 " 
upper dorsal sympathectomy. It is doubtful, however. "; (■ 
either method of treatment should be recommended > t,: 1 
the advice of a specialist in cardiology. _ ^ 

(1) Methyl or propyl thiouracil may be aver ’ r 
02 g. thrice daily until improvement is noted. " y” 
may be gradually reduced to the minimise: “"t> ^ j 

(0.05 to 0.2 g. daily). If there is no improver’^ f 0 .„ 
weeks treatment should be abandoned. 7oV‘ 
particularly fever and rash, are rare with wc || 
but less so with methyl thiouracil, and r’> ^ NC1 v \ v 

ated by those subject to angina. Agr3r^\ , i ‘ l .>j\. 0(m( .. 
common and there is no peed for weeih " j n ( | u t ‘ wp 
the patient should be instructed to i jVcn immouateh 
of -a sore throat when penicillin -**=" J t<MM 

ana a white-cell cou 


880 May 14, 1949 


ANY QUESTIONS? 


British 

Medical Jocrnal 


withheld. The object of thiouracil treatment is not only to 
reduce the oxygen requirement ancT hence the work of the 
heart, but also to minimize the physiological response to 
adrenergic substances. 

(2) If thiouracil fails, the pain pathways from the heart may 
be excised. The type of sympathectomy named above appears 
to reduce the risk of ventricular fibrillation and may improve 
the efficiency of the collateral coronary circulation as well as 
relieve pain ; moreover, patients are not deprived of a warn- 
ing signal when the coronary circulation is overtaxed, although 
the sensation experienced is rarely described as pain. 

<3 

Inheritance of Werdnig-Hoffmann Paralysis 
Q , — A couple whose first two children died in the first yeai 
of life as a result of progressive spinal muscular atrophy 
( Werdnig-Hoffmann paralysis) are naturally apprehensive about 
having another child. What advice should be given ? Having 
regard to normal marital relations, is sterilization of the wife 
indicated ? 

A. — Inheritance of this disease is recessive, and the chance 
that any subsequent child will be affected is one in four. If 
the parents should feel — as they well may — that this is a risk 
that they dare not face, there is undoubtedly a case for steriliza- 
tion. The writer believes that in Denmark, where enlightened 
eugenic laws have been in operation for some years, steriliza- 
tion would be granted in this instance if the parents requested 
it. There is, however, no more reason for sterilizing the wife 
than the husband, for both are transmitting the gene. One 
-point should be remembered, perhaps: should the sterilized 
-riner chance to remarry, and hence the risk of the defect's 
.■pearing be reduced to negligible proportions, he or she might 
regret having taken such a step. It should also be understood 
that this is the medical answer to a medical question and does 
not pretend to deal with the legal and ethical considerations 
which obviously arise. 

Testosterone in Gynaecomastia 

Q . — Arising out of the question about adolescent gynaeco- 
mastia (Nov. 27, 1948, p. 968), what dosage of methyl testo- 
sterone, and what method of administration, would you 
recommend for a boy of 15 who is considerably embarrassed 
by enlargement of the breasts. He is already 6 ft. 1} in. ( 1.84 
metres ) tall, and one hesitates to use a preparation which may 
stimulate growth still further. He is also well developed 
sexually, and one wishes to avoid excessive stimulation of the 
sex organs, 

A. — The usual dosage of methyl testosterone is 5 mg. three 
times a day. This may result in some increase in size of the 
penis and some erections, but these effects are more likely 
to occur in hypogonadism v than when sexual development is 
normal. The same is true of the accelerating effect of methyl 
testosterone on growth. If testosterone proprionate is givers \ 
in very large doses, however — for example, SO mg. injected 
daily — it has a tendency to accelerate union of the epiphyses. 
In the particular case in question, local inunction of testo- 
sterone ointment, 25 mg. per gramme, should be a safe pro- 
cedure, limiting the total dosage to 100 mg. weekly. Testosterone 
therapy is based on the theory that the gynaecomastia is due 
to an actual or relative excess of oestrogens, the source of 
which may be the adrenal cortex. There is experimental evi- 
dence that, in some species at least, the breast is also stimu- 
lated by androgens, and by the anterior pituitary gland itself 
in the absence of the gonads, so that the problem is a compli- 
cated one. 

Respiration in the Newborn 

Q -—Could you explain exactly how the work of Sir Joseph 
Barcroft proved the value of canvulsant drugs in asphyxia 
neonatorum ? 


and the mouth, extend to the diaphragm, but only as an item 
in a generalized movement. After the 40th day the response of 
the foetus to a tap is not merely a spasm but a rhythm of 
successive spasms, increasing in number and rate as days go 
by •, the intercostals then begin to contract. In the next stage, 
after the 45th day, the response to stimulation Is an initial 
movement of the body followed by an after-discharge which 
resembles a respiratory rhythm. Thus the respiratory move- 
ments are separated in time from the body movements, but are 
still part of a response to a stimulus. Between the 50th and 
60th days there is a change from a condition in which rhythmic 
movements of the chest come and go with little obvious cause 
to one in which .the foetus has become inert. It can, however, 
be thrown into activity by occlusion of the umbilical cord. No 
further change takes place till birth. Only when this state of 
inhibition, which persists for the second half of gestation, has 
been reached does occlusion of the cord start respiratory move- 
ments. The inhibition is exerted from a level at least as high 
as the posterior corpora quadrigemina. From the time of onset 
of inhibition, Barcroft says that the issue “ whether the foetus 
did or did not exhibit respiratory movements depended on 
whether stimulation or inhibition had the upper hand" When 
the foetus is delivered, a flow of sensory impulses beats upon 
the brain and must exert a profound'effect in raising the general 
sensitivity of the central nervous system. 

From the foregoing it could be argued that if the stimulation 
of birth is not enough to overcome the inhibitory impulses 
acting on respiration, then the injection of a convulsant drug 
might serve to tip the balance and start respiration. 

NOTES AND COMMENTS 

Water-pitressin Test in Epilepsy. — Lieutenant-Colonel M. Chandra 
(Jullundur City, India) writes: With reference to the question and 
answer regarding the waier-pitressin test in epilepsy (“ Any 
Questions ? Feb. 12, p. 291), I have notes on 24 cases on whom 
this test was carried out in the M.E.F. in 1945-6. Eighteen had 
epileptic fits during the test. In most the fits came on during the 
course of the first three or four injections of pitressin, provided a 
positive water balance had been established first, before injections 
were started. I found that jf cases tested were close together in a 
group the hysterics-seeing the epileptics and determined not to be 
outdone — had sorts of fits as well. This vitiated the value of the test, 
especially if the description of the fits given by the nursing stall 
was vague. So the value of the test is enhanced if the suspects ate 
tested singly and if they do not know what is coming to them. Some 
epileptics, after having a fit during the test, carried on afterwards 
having frequent fits. These were controlled by dehydration and 
sedatives. 

Horse-riding for the Infirm. — Dr. W. J. Hastings Sayers (Edin- 
burgh) writes : I have become interested in the possibility of horse- 
riding for the infirm. I have noticed of late in various journals adver- 
tisements, both " For Sale ” and “ Wanted," of mounts suitable for 
the in firm rider. Whilst on war service I remember seeing an elderly 
gentleman, who was recovering from a heart attack, riding in the 
manfege. The appearance of ease on the part of the rider whilst 
cantering has caused me to wonder if carefully regulated riding might 
not be made use of early in the convalescence of certain types of 
patients. I would like to see the cob becoming as indispensable to the 
lame as the dog has become to the blind — both can become more 
independent of their fortunate neighbours. Possibly if the infirm 
horsemen were -less individualistic it would not be necessary to vntt 
this letter. I wonder if any of your contributors could help me. 
either from personal experience or observation. I am particular!) 
interested in the possibility of riding for a patient with paralyse 
due to disseminated sclerosis, who wishes to visit in the countf) 
places where no invalid carriage or car will go. 
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A.— Sir Joseph Barcroft's book Researches on Pre-natal Life 
oiscusses in the last chapter the onset of respiratory movement 
JL'T newborn. There is no reference to the use of convulsant 
muss, and the answer to the question therefore appears to be 
- TotVs worti d!d not P Iove the value of such drugs in 
aspnyxia neonatorum. The chapter describes the development 
w respiratory movements in the foetal sheep. By the 38th dav 
me movements evoked by a tap on the face, between the eye 
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SENIOR HOSPITAL OFFICERS 

li is perhaps one of the dangers of a comprehensive National 
Health Service that some of the main difficulties arise not from 
the wording of the Act or its more important regulations but 
from the twists and turns of the bureaucratic machine. It has 
been said of big administrations that, composed as they are of 
kindly and thoughtful men who would not harm a cat, let alone 
a fellow human being, once they go into action as an aggrega- 
tion of kindly human beings they become, through the machine, 
capable of unfairness, harshness, and indeed cruelty of a kind 
which as individuals they would promptly disown. One recalls 
that the London County Council, having committed itself to 
the principle of adapting the remuneration of its district medical 
officers in any one year to the number of items of service 
undertaken in the previous year, discovered that in a year of 
unprecedented bombing certain D.M.O.S in Central London had 
put in a reduced number of items of service. Disregarding the 
fact that these D.M.O.s were required to continue to live at 
their peril in these dangerous areas, ignoring the fact that a 
night visit which counted as one on the record might involve 
dangerous hours in the black-out exposed to bombing, the 
council proceeded to reduce the remuneration of these D.M.O.S 
by applying the customary mathematical formula. Fortunately 
an inspector of the Ministry of Health was wiser, and the 
proposed reduction was ruled out. 

Are we in for similar twists of the administrative screw ? 
The senior hospital officer grade was put forward by the Minis- 
try as a necessary one, bearing in mind that a proportion of the 
members of hospital staffs taken over on the appointed day 
would not be classified as specialists or as trainees. Thus a 
reasonable case for the grade was made out. But already there 
are signs of a move to make new appointments to this grade, 
practitioners of specialist rank being invited to apply for posts 
with this non-specialist grading and remuneration. An inno- 
cent proposal immediately becomes a dangerous one. If any- 
thing is done directly or by implication to create two types of 
specialist — the full specialist and the sub-specialist — the hospital 
service of the country will suffer. If the senior hospital officer 
grade is to serve its intended purpose without damaging future 
quality the grade must be a declining one, no new appointments 
being made to it, or, if such appointments are made, only 
appointments within a defined field, there being no circum- 
stances in which those of specialist status are invited or 
appointed to posts in this grade. It may well be that the best 
of motives lie behind the current tendency to continue and 
expand the senior hospital officer grade. But good intentions 
have often led to warmer places. It is with these considerations 
in mind that a decision has been reached not to accept for 
publication in the British Medical Journal advertisements for 
hospital appointments involving specialist duties which state 
or suggest that the successful candidate may be placed in the 
senior hospital officer grade. 

Public Health 

There is nothing to report on the public health front. As 
yet the associations of local authorities have shown no sign 
of agreeing to the opening, of negotiations for public health 
remuneration through Whitley machinery. We for our part 
continue to decline advertisements for whole-time public health 
posts which do not conform to our own recommendations. 
Some local authorities are seeking to circumvent their diffi- 
culties by inviting general practitioners to undertake public 


health work on a part-time basis. No doubt any general prac- 
titioner so invited will appreciate the importance of taking no 
steps which would make more difficult the task of the Associa- 
tion in defending the interests of the Public Health Service. On 
this issue of Whitley machinery and arbitration all branches of 
the profession are concerned, and they must stand together. 

Dispensing Practitioners 

Our postbag reveals that there is a good deal of doubt about 
the circumstances in which a practitioner becomes a dispensing 
practitioner, and even more doubt about the choice which is 
presented to every dispensing practitioner between accepting 
the annual dispensing capitation fee and securing remuneration 
on the basis applied to the chemist. ~ _ 

There are two circumstances in which a practitioner may be 
called upon to supply drugs and appliances — that is, to become 
a dispensing practitioner — to a particular patient. First, the 
patient may satisfy the local executive council that, by reason 
of distance or inadequate means of communication, he would 
have serious difficulty in obtaining drugs and appliances from 
a chemist ; secondly, that he is resident in an area regarded by 
the local executive council as rural, at a distance of more than 
a mile from the premises of a registered chemist 

If, in either of these circumstances, the patient applies and 
the doctor agrees, the doctor becomes a dispensing practitioner 
in relation to this patient. In the absence of the doctor's agree- 
ment the local executive council may require a practitioner to 
dispense for a patient covered by one or other circumstance, 
the practitioner being exempted from the requirement on satis- 
fying the local executive council that he is not in the habit of 
supplying drugs to his patients or that, ip a case in which dis- 
tance is the criterion, the patient can with reasonable facility 
obtain drugs and appliances from a chemist. The practitioner 
has the right of appeal to the Minister. 

Where a practitioner has arranged or is required to supply 
drugs and prescribed appliances, he may elect to be paid on 
the basis of the actual drugs supplied, plus a dispensing fee. 
or he may elect to receive a capitation fee in respect of 
each “ dispensing patient ” to cover the liability of supplying 
drugs and prescribed appliances (with additional payments for 
specially expensive .items). The dispensing capitation fee is at 
the rate of 6s. 6d. per year in England and Wales and 5s. in 
Scotland. The capitation fee method of remuneration is per- 
haps more straightforward for those moderate mathematicians 
who have not studied the official Drug Tariff (“ Provisions rela- 
ting to the Calculation of Charges for Drugs, Preparations Con- 
taining Drugs, and Appliances Supplied to National Health 
Service Patients ”). 

The other method, though perhaps more cumbersome for 
the dispensing doctor, has some features to commend it, and 
incidentally some curious anomalies. In Scotland, I am told, 
the dispensing practitioner who opts to be remunerated on the 
same basis as the chemist may receive Is. 3d. for supplying 1 lb. 
of bicarbonate of soda in bulk, while for dispensing a single 
powder of 10 gr. of the same ingredient the fee is 2s. In both 
cases an additional fee of 2jd. is payable for the container. 
Similarly, one teething powder costs Id., plus 2s. dispensing 
fee, plus 2id. for the container — that small piece of paper which 
so often is blown away when a door or window is opened. For 
ointments and creams the dispensing fee is Is. 3d., for tablets 
or pills Is., for non-proprietary mixtures Is. 6d„ plus in each 
case the container fee of 2fd. For proprietary articles the 
dispensing fee is Is. It is for the dispensing practitioner to 
select the method of remuneration which he prefers. 
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PROPOSED CUT IN DENTISTS’ FEES 

The Minister of Health has informed the dental associations 
that a reduction of 25% of the gross earnings of dentists in 
the Service would be justified. The dental associations have 
declined to meet the Minister to discuss the reduction pending 
the issue of a report by the working party which is investigating 
the timing of dental operations. 

MATERNITY OUTFITS 

A patient being confined at home and wanting a maternity out- 
fit should be advised to call at the nearest welfare clinic, or, if 
this is not possible — e.g., in remote rural areas — to write to 
the local health authority. 

BIRTH DATES ON MEDICAL CARDS 

Following representations made by the General Medical 
Services Committee, the Minister of Health has asked local 
•executive councils to enter the date of birth of each person 
on the medical recoid card before it is sent to the doctor. 

CLASSIFICATION FOR MILEAGE PAYMENTS 

The Ministry of Health has informed executive councils that a 
classification of practices for the purpose of mileage payments 
<is contemplated. It will be similar to that under the N.H.I. 
Act— -rural practices (A), semi-rural practices (B); and urban 
practices (C). To determine the classification of any practice 
the total number of persons on a doctor’s list is divided by the 
total number of mileage units credited to him. If this calcula- 
tion results in a figure less than 0.75 the practice should be 
classified (A) ; if between 0.75 and 2.5, (B) ; if over 2.5, (C). 

OPHTHALMIC SERVICE INQUIRY 

The Minister of Health has set up a working party to carry out 
an inquiry into the length of time taken for ophtbalmological 
examination, and has appointed as chairman Mr. \Y. Penman, 

F. I.A., past-president of the Institute of Actuaries. The 
Association and the Faculty of Ophthalmologists have nomi- 
nated the following as members of the working party: Mr. 

G, W. Black, Dr. J. J. Healy, Mr. O. Gayer Morgan, Dr. 
R. Gordon Simpson. 

The fee for examination by an ophthalmologist under the 
Supplementary Ophthalmic Service was reduced by the Govern- 
ment from £1 11s. fid. to £1 5s. a case in spite of the protest 
■of the Association and before any inquiry had been made into 
the average length of time necessary for ophthalmological 
examination under the scheme. 

The fee of £1 1 Is. fid. was based on the assumption that two 
cases would be examined in one hour, the rate being £3 3s. an 
hour, thus implementing generally the Spens recommendations 
on specialists’ remuneration. 

By reducing the fee to £1 5s. the Ministry assumed that more 
than two cases could be examined in one hour — in other words, 
twenty-four minutes would be the average time for each case. 

The working party has started the inquiry, and the Minister 
had promised to readjust the cut fees retrospectively if the 
inquiry shows that to be necessary. , 

The names of doctors who give information will be con- 
fidential to the working party, as will the details they supply. 


TRADE ' UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 


Metropolitan Borough Councils.— Fulham, Hackney, Poplar 
A on-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils.— Denton, Droylsden, Houghton-le 
Hugon-with-Roby, Redditch (restricted to new appoint 
mcr.ts), Tyldcsley. . 


SCOTTISH CONSULTANTS AND 
SPECIALISTS COMMITTEE 

Members of the Central Consultants and Specialists Committe 
(Scotland) at a meeting at B.M.A. House, Edinburgh, oi 
April 25 considered the Government’s proposed terms am 
conditions of sendee of hospital medical and dental staff; 
The meeting had before them comments received from regions 
consultants and specialists committees. Various resolution 
were passed for consideration by the Central Committee. 

t 

Betterment 

In regard to specialists, it was decided that the bettermen 
factor was unsatisfactory and should be accepted only withou 
prejudice to future negotiations, and that the matter be left It 
the Joint Committee subject to this proviso. 

The committee regretted the absence in the proposals ol 
any recognition of the principle of responsibility payment anc 
considered that this omission should be corrected, either b; 
moSification of the Distinction Award system or otherwise. 

During the discussion on trainee specialist grades objectioi 
was taken to the use of the word “ trainee," the view beinj 
expressed that it was inappropriate to have young person! 
entered as specialists in training when only about 25% would g( 
on to specialist practice. The committee resolved to recom 
mend that the class described as Grade 3 Trainee Specialist; 
should be abolished and replaced by an additional category to lx 
known as Senior House Officers, entitled to the same salary anc 
conditions as defined for Grade 3 Trainee Specialists. 

Senior Hospital Medical Officers 

In connexion with the grade for senior hospital medica’ 
officers, the chairman, Dr. I. Simson Hall, said it had beet! 
made clear by the Department of Health for Scotland that 
this grade was expected to be a diminishing one, intended foi 
those who were content to take senior posts not of specialist 
rank. There were certain transferred local-authority medica: 
officers whose appointments could appropriately come withir 
this grade. The committee felt that so far as possible nc 
further appointments of this type should be made. 

Medical Superintendents 

In considering the proposals for medical superintendents 
and deputy medical superintendents the committee had before 
it the report of a special subcommittee. The view of the 
subcommittee was that the proposals as they, stood could 
only lead in time to the elimination of the role of medical 
superintendent in the field of hospital administration. This 
would mean the end of the traditional system in Scottish 
hospitals, and in the view of the subcommittee would be con- 
trary to the best interests of the hospital service. It was con- 
sidered wrong in principle and unwise in practice to determine 
in this oblique fashion what should be determined directly anc 
on merit — namely, the future of medical superintendents. 

Tlie report was accepted. 

The committee endorsed the view expressed by the Westen 
Regional Consultants and Specialists Committee that the fee foi 
obstetric operations be 6 guineas for a minor and 10 guinea! 
for a major operation. 


Clinical Teachers 

The committee felt that the position both if whole-time ant 
of part-time clinical teachers was far from satisfactory, h 
particular, it was felt to be unacceptable that the determina' 
tion of what was appropriate remuneration for the teachin? 
duties of part-time clinical teachers should be left solely to <h £ 
university or teaching school. 

It was reported that at a meeting with representatives of the 
Department of Health Dr. Simson Halt had asked for an assur- 
ance that, after the permanent contracts had been presented tc 
the individual specialists, a reasonable period would be allowec 
for them to consider the terms offered and, if dissatisfied, tc 
discuss them with the regional hospital board concerned. Su 
George Henderson, for the Department, hoped that by the time 
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the actual contracts were issued individual specialists would for 
the most part already have been made aware of the terms 
offered. 

In connexion with the other items in the proposed terms, the 
representatives on the Central Committee were asked to sup- 
port resolutions from the various regions in England which 
coincided with the views of the Scottish Central Consultants 
and Specialists Committee. 


Questions Answered 


Request for Proprietary Preparation 
Q . — The mother of an AM/ S. patient subject to chronic 
asthma brought a pamphlet from a chemist saving they could 
obtain a certain proprietary remedy or anything else by getting 
n prescription from their doctor. I did not consider it necessary, 
dm l in order in refusing ? 

A. — A practitioner is required to render to his patients all 
proper and necessary treatment, but the actual treatment and 
drugs prescribed are entirely at the doctor's discretion. A 
practitioner is therefore quite in order in refusing to prescribe 
i proprietary remedy which he considers is not necessary for 
!he proper treatment of 'his patient. 

Employment of Doctor’s Wife 
Q. — If a doctor pays his wife for services rendered in the 
conduct of his practice, must he stamp a card for Iter? 

A. — No, under the National Insurance Act employment of a 
wife by her husband, or vice versa, is not employment within 
the meaning of the Act, and no contributions (employer's or 
employee's) are payable. 


HEARD AT HEADQUARTERS 


Reception to Swedish Medical Society 
On May 2 the President and Council gave a reception in 
honour of the Paediatric Section of the Swedish Medical 
Society, whose members were visiting London at the invitation 
of the British Paediatric Association. The guests were received 
in the Old Library’ by Sir Lionel and Lady Whitby. Films of 
paediatric interest were shown in the Hastings Hall, and there 
was a small exhibition of objects of interest in the Members’ 
Common Room. These included a handsome volume presented 
by the Swedish Medical Society on the occasion of the opening 
of B.M.A. House in 1925 ; a gavel made from Charles Dickens’s 
mulberry tree, which was cut down to make way for the 
South Wing ; an unofficial Medical Register of 1783 contain- 
ing the name of Edward Johnstone, M.D., of Birmingham, 
who in 1832 became first President of the Provincial Medical 
and Surgical Association (forerunner of the B.M.A.) ; and a 
historical exhibit tracing the development of the Journal from 
the Transactions of the Association, which were first published 
at its foundation. On the same evening Pandit Nehru was the 
guest of the India League at a reception in the Great Hal!. 

Do They Know ? 

The Association is making further efforts to dispel the pub- 
lic’s ignorance of what everyone pays towards the cost of the 
Health Service and how much the doctor gets out of it. It 
is sending a leaflet to every general practitioner in the Service, 
who can obtain from the Association as many copies as he 
wants for distribution to his patients. It makes the point that 
the doctor gets just 4}d. a week for looking after a patient for 
a year ; out of that he must pay for his surgery, his equipment, 
his transport, and part of his pension. About Id. comes from 
the employed worker’s insurance contribution and 3Id. from 
taxes. As the Gallup Poll showed recently ( Supplement , 
April 16, p. 229), a large number of people still think that the 
whole insurance contribution goes to the doctor. This leaflet 
will help them to understand what happens to their money. 


Corr esp ondence 


Specialists and the Health Service 

Sir, — Y our leading article (Journal, April 23, p. 717) on the 
dual obligation undertaken by the President of the Royal 
College of Physicians in acting also as the chairman of the 
Distinction Awards Committee concerns but one of the causes 
of uneasiness among specialists as to their present position. 
The high hopes aroused at the A.R.M. of last June by the 
constitution of the Central and Regional Consultants and 
Specialists Committee, that at last specialists, like the general 
practitioners, would have their affairs determined in a unified 
and democratic manner, have not been fully realized. For the 
Central Consultants and Specialists Committee at once became 
subordinated to a Joint Committee with the Royal Colleges and 
Scottish Corporations, with the democratically elected element 
in a small minority ; and in consequence older representative 
associations of specialists, such as that of the staffs of the 
major non-teaching hospitals, recognized a breach of faith on 
the part of the B.MA and felt obliged to continue and to act 
independently. Moreover, there have been indications that 
eminent individuals have continued to advise the Minister with- 
out instruction from the profession, and that the College coun- 
cils, true to their oligarchic constitutions, have been, as in the 
case of the distinction awards, willing to approve of a matter 
of great importance without waiting to leam the views of the 
specialists in general or even of their own Fellows. 

There are a number of features in the proposed terms and 
condifions of service for specialists which may imperil their 
freedom and perhaps lower the status and income of many 
who are at present doing specialist work. It is hoped that 
negotiation will alter these features ; but it seems likely now 
that the method of I remuneration, including the distinction 
awards, as proposed in the Spens Report will be implemented. 
Specialists should realize what the application of this method 
will mean, for it may well be that widespread discouragement 
and discord will be a result. It should be noted that the method 
makes no additional allowance of salary for seniority over the 
age of 40 in a branch of the profession in which length of 
experience is particularly valuable and maturity in knowledge 
and skill are not usually reached before the age of 50. Nor is 
there allowance for the great difference between the specialties 
in length of training, degree of responsibility, arduousness of 
work, and age to which work can be carried on. Notwithstand- 
ing the wide differences in the past between incomes in the 
specialties, all specialists will in this method be paid on the 
same basis, and after the age of 40 all but those receiving dis- 
tinction awards will be on the same income level. 

The distinction awards of additional remuneration for one- 
third of specialists have been called an “ imaginative ” method 
of providing incentive and reward to those of extra ability. In 
fact, no more certain way of causing discouragement and dis- 
harmony among hospital staffs could have been conceived. 
Based on a false assumption that a specialist requires the incen- 
tive" of extra pay to seek distinction in his work or that extra 
pay is a proper kind of reward for distinction in a scientific 
profession, and incurring the risk of a certain element of 
patronage, the method of awards may well prove to be not 
capable of application in the fair and even way idealistically 
envisaged by the Spens Committee. While it may be possible 
for the Awards Committee to select the few specialists for the 
top grade without difficulty, it is inconceivable that the com- 
mittee, which, it may be noted, in its present composition con- 
tains at most one member connected with the non-teaching 
hospitals, could even with the aid of regional subcommittees 
select properly from among some thousands of specialists 30% 
"'ho could be said to be better than their colleagues. The 
result of such selection among hospital staffs is not hard to 
imagine. 

It has been said that if this method of remuneration does 
prove to be unpopular it can be changed. But it may not be 
easy to do so, for the awards are to be bound up with super- 
annuation and apparently will fee given not for a term but for 
the whole length of the contract. It would seem that to alter 
or withdraw the method would mean a breach of contract. 
It would be wise therefore for specialists to ask themselves- 
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again whether this and other features of the terms of remunera- 
tion proposed for them will really provide them with incentive 
and contentment in their work and make for harmony with 
their colleagues. In my view also they should not enter into 
permanent contracts until the amending Act has been passed, 
for that Act should include provisions to secure the specialist 
from becoming a whole-time officer and that he will have a 
proper part in the administration and development of the Ser- 
vice ; also to ensure that facilities will be continued for private 
practice, for on the preservation of that alternative his freedom 
must ultimately depend. If such points are not secured before 
the contracts are signed, it may be difficult to secure them later. 
—I am, etc., 

Bournemouth N. ROSS-SMITH. 

Provident Scheme for Medical Men 

Sir, — I t will, I believe, be of interest to your readers to learn 
that the British United Provident Association has recently 
extended its service by providing a special range of scales for 
medical practitioners. B.U.P.A. is a non-profit-making mutual- 
aid organization whose object is to relieve from financial worry 
ali who in the event of serious illness would want private 
specialist and in-patient treatment. It has been represented 
by medical men from various parts of the country that their 
needs differ from those of the general public, in that the cover 
they require for themselves and their families is normally 
against maintenance charges only. 

This is the position which the new scales are designed to 
meet. It is our hope that they will provide a solid sense of 
assurance to a section of the community which inevitably is 
especially aware of the anxieties attendant on serious illness. 

„ Full particulars will be supplied on application to the Asso- 
ciation’s Registered Office. Provident House, 61, Bartholomew 
Close, London, E.C 1 

t ondon C C I A. H. koWELL, 

Chairman 

Delivery of Cars 

Sir,— 1 enclose a cutting from one of to-day's papers 
advertising a post-war car for sale because the owner has just 
taken delivery of his new car. I would like to point out that 
I own a similar make of car which is now well into its eleventh 
vear and has done over 80,000 miles. I am on the waiting-list 
for a new car (since July, 1947), and have recently been told 
bv the makers with much rudeness that there is no 'chance of 
my obtaining delivery of a new car this year unless 1 can 
obtain a certificate that my present car is no longer roadworthy. 

1 have had to spend over £200 during the past two years to 
maintain my car in a roadworthy condition, and cannot afford 
to continue in this way. Is it not about time that the B.M.A. 
pressed for an inquiry to be held into the delivery of new cars 
by manufacturers ? It would seem that being on the B.M.A. 
priority list means nothing at all. — I am, etc., 

Moor Park, Herts R. S. NICHOLSON. . 


Association Notices 


SCOTTISH COMMITTEE 
1949-50 Session 

Election of three representatives by the Group of eight Divi- 
sions comprising Orkney, Shetland, Caithness, Sutherland, 
Inverness, Outer Islands, Ross and Cromarty, and Argyllshire. 

In accordance with the Standing Orders of the Scottish Com- 
mittee nominations for these three vacancies shall be in writing 
and may be made (a) by a Division or (/>) over the signatures 
of not less than three members in the grouped Divisions. 
Nomination under (a) does not invalidate nomination under 
(b) or vice versa. Nomination forms have been sent to the 
Honorary Secretaries of the Divisions in the Group, and can 
also be obtained on application to the Scottish Office. If 
more than three members are nominated the election shall be 
b> voting papers sent by post from the Scottish Office to 
each member of every Division in the Group. Nominations 
riiouM be sent to me at the Scottish Office, 7, Drumsheugh 
Gardens. Edinburgh, not later than Saturday, May 28, 1949. 

E. R. C. Walker, 
Scottish Secretary. 


PROPOSED DISSOLUTION OF LANCASHIRE AND 
CHESHIRE BRANCH AND THE FORMATION 
OF A “MERSEYSIDE” BRANCH AND A 
“MANCHESTER” OR “LANCASHIRE ' 
AND EAST CHESHIRE” BRANCH 

Notice is hereby given by the Council to all concerned of a 
proposal made by the Council of the Lancashire and Cheshire 
Branch that that Branch should be dissolved ; that two new 
Branches should be formed— namely, a “Merseyside” Branch, 
and a “ Manchester ” or “ Lancashire and East Cheshire ” 
Branch ; and that the area of the proposed new Branches should 
be coterminous with that of the following Divisions of the 
Lancashire and Cheshire Branch: 

“ Merseyside ” Branch : Birkenhead and Wirral, Cheshire, Liver- 
pool, St. Helens, Southport, Wallasey, Warrington: 

“Manchester” or "Lancashire and East Cheshire” Branch: 
Ashton-under-Lyne, Blackburn, Blackpool and Fylde, Bolton, 
Burnley, Bury, Crewe, Furness, Hyde, Lancaster, Leigh, Macclesfield 
and East Cheshire, Manchester, Mid Cheshire, Oldham, Preston, 
Rochdale, Salford, Stockport, Wigan. , 

Any Division or member affected by the proposed changes 
and objecting thereto should write to the Secretary of the 
Association by June 14, 1949, stating the objection and the 
ground therefor. 

, Charles Hill, 

• Secretary. 
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Diary of Central Meetings 
May 

Scholarships and Grants Subcommittee. 11 a.m. 
British Pharmacopoeia Subcommittee, 2 p.m. 
Occupational Health Committee, 2 pan. 

Committee on the Postgraduate Education of General 
Pracdtioners, 2 p.m. > 

International Relations Committee, 2 pan. 

June 

Library Subcommittee, 12 noon. 

Science Committee, 2 p.m. 


Branch and Division Meetings to be Held 

Dartford Division. — At Nurses’ Recreation Room, Livingstone 
Hospital, Thursday, May 19, 8.45 p.m., annual general meeting. 

East Yorkshire Branch. — At the Trocadero Restaurant, Silver 
Street, Hull, Wednesday, May 18, 7.30 pan., annual general meet- 
ing preceded by a Supper. Agenda: Instruction of Representatives 
to Annual Representative Meeting at Harrogate, etc. 

Hendon Division. — At Hendon Hall Hotel (Ballroom), Wednes- 
day, May 18, 8.30 p.m., joint meeting of Division with Hendon ano 
Edgware Branch of Pharmaceutical Society of Great Britain, bum- 
“ Sulphonamide Therapy.” Principal speaker. Dr. E. w. iapie> 
Members are invited to bring guests. 

Marylebone Division. — At Medical Society of London, Chanoos 
Street, London, W., Tuesday, May 17, 8.30 p.m., general meeting 
Agenda: To report on Special Representative Meetings on Mnrcn at 
and 30; Consideration of motions and amendments for Annua 
Representative Meeting, etc. 

Metropolitan Counties Branch. — At B.MA. House, Tavistock 
Square, London, W.C., Thursday, May 26, 8 p.m. for 8.30 pjn-> 
Charities Ball. Tickets, including a buffet supper, 2 guineas eacn, 
obtainable on application to the Secretary, the Charities Ball Lom- 
mittee, Metropolitan Counties Branch, B.M.A. House. 

Metropolitan Counties Branch. — At B.MA. House, Tavistock 
Square, London, W.C., Tuesday, June 7, 2.30 p.m., annual general 
meeting. Agenda : Induction of Dr. C. G. Martin as President oi 
the Branch and President’s Address, etc. 

Northern Ireland Branch. — At New Nurses Homes, Royal 
Victoria Hospital, Belfast, Wednesday, May 18, annual meeting. 

South-West Essex Division. — At Clinic Hall, Thorpe Coombe 
Maternity Hospital, Forest Road, Walthamstow, E., Wednesday. 
May 18, 8.30 p.m., lecture by Professor A. Moncrieff: Some 
Diseases of the Newborn.” 


Meetings of Branches and Divisions 
South Bedfordshire Division 

At a meeting held by the South Bedfordshire Division on April 22 
Mr. Peter Casson gave a talk on “ Hypnotism,” which was followed 
by a demonstration. 


ANNUAL MEETING BANKING FACILITIES 
The Westminster Bank will have a Lmporary office at the 
exhibition to be held at the Associatiot’s Annual Meeting a' 
Harrogate this year. 
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EDWARD JENNER : THE MAN AND HIS WORK 

BY 

E. ASHWORTH UNDERWOOD, M, A ., B.Sc., M.D„ D.P.H., F.L.S. 

Director oj the Wellcome His, or ; ca i Medical Museum 


The two-hundredth anniversary of the birth of Edward 
Jenner, “the discoverer of vaccination,” was celebrated 
on Tuesday, May 17, and the time is opportune for a brief 
review of Jenner's life and the beginning of the new idea 
which he inaugurated, and which he was fortunate in seeing 
widely established in his lifetime. No man has suffered 
more from the excessive eulogy of well-meaning friends 
and later admirers, or from the invective of those who 
for some reason or other did not subscribe to his views. 

Early Life 

Edward Jenner was the son of the Rev. Stephen Jenner, 
rector of Rockhampton and vicar- of Berkeley, in 
Gloucestershire. Bom on May 17, 1749, he was educated 
at first at Wotton-under-Edge under a Mr. Clissold, and 
then went as a pupil of the Rev. Dr. Washbourn at Ciren- 
cester. When he was 5 his father died, and the boy was 
looked after by his elder brother, who was also in Holy 
Orders. It was decided that Edward was to practise 
medicine, and at the age of 13 he was apprenticed to 
Daniel Ludlow, a surgeon of Sodbury, near Bristol. In 
1770 he became a student at St. George’s Hospital, 
London, and was for two years a house pupil of John 
Hunter. During this period a warm friendship sprang up 
between master and pupil, and after Jenner left London 
he and Hunter corresponded regularly for 20 years — until 
Hunter’s death in 1793. Jenner’s letters to Hunter base 
all been lost or destroyed. But Jenner preserved carefully 
Hunter’s letters to him. They are now in the Royal College 
of Surgeons, and were printed by Baron in his biography of 
Jenner. The correspondence was occasioned by the fact 
that Jenner was no longer in London. In 1772 Jenner left 
London and settled in his native town of Berkeley as a 
country practitioner. 

It should be said that this translation appears to have 
been made because he wanted to be a country practitioner. 
He had many of the qualities which are essential to a 
successful physician or surgeon in town. He had had a 
long training in a practice which probably gave him plenty 
of experience, and he had been a favourite pupil of the 
great John Hunter. Statements are still being made that 
Jenner was not “ a doctor." This is of course nonsense. 
If by “doctor" is meant a man who has qualified for a 
doctorate in medicine, then a considerable proportion of 
-ihosc who legally — and successful!} — practise medicine 
to-day would not be entitled to this appellation. In Jenner's 
time this entry by apprenticeship was the normal course of 
training for all general practitioners — that is. “ doctors.” It 
is true that Jenner did become later on M.D. of St. Andrews 
University, and that he did not sit any examination or 
present any thesis for the degree. But this was also quite 
a usual practice, and many other famous men have obtained 


l ^eir doctorate in the same way and at the same university. 
Jenner never became a Fellow of the Royal College of 
Physicians. He was asked to do so, but by the iron ruling 
°f the statutes he could not be admitted without sitting 
a h examination Tn Latin — and this trial he declined to 
u hdertake 

Jenner as a Country Practitioner 
Jj was certainly his deep love of the county of his birth 
"'hich induced Jenner, to return to it and — with bnef 
exceptions — to spend the remainder of his days there He 
w as by birth and breeding a countryman. He soon settled 
dbwn in practice, and took an interest in what we would 
n bw term “ current 'medical literature." He joined a medical 
society at Alveston, near Bristol, and was largely instru- 
m ental in the founding of a similar society at Rodborough. 
Tp the meetings of this latter society he contributed papers 
“-especially one on ophthalmia and another on angina 
Pectoris. There is every reason to believe that Jenne' was 
a conscientious and successful practitioner. He also took 
a h interest in music, played the flute and violin, and was 
a good fellow at social gatherings. 

Jenner as a Naturalist 

Love of nature was instilled into Jenner from his earliest 
V 6 .ars. We do not hear about it. during his apprentice years, 
b’jt when he was a pupil of John Hunter an event occurred 
"hich might have altered the course of his life Captain 
Cook returned from his first voyage to the Pacific in 1771. 
A “ Mr. Joseph Banks ” — later Sir Joseph Banks, president 
°f the Royal Society for 41 years — and a Swedish naturalist, 
Dr. Solander, had accompanied Cook on the voyage and 
^ad brought back a very large collection of botanical and 
zoological specimens. Edward Jenner was offered the jab 
— -no doubt a part-time one — of arranging th£ botanical 
s Eiecimens, and he did it well. According to one account 
h% was even offered the post of naturalist to Cook’s next 
expedition — but this could hardly have been the case 
When Jenner returned to Berkeley he carried on with 
h(s natural history pursuits, and from Hunter he received 
n bt only encouragement but repeated and insistent demands 
f c >r specimens. We read of requests for the nests of various 
birds, a nest with a cuckoo's egg in it. for hedgehogs, and 
f £ >r all the many other animals or objects which John Hunter 
Squired in the course of his experiments. He even asked for 
a bustard — then becoming a rare bird — and got it. Jenner 
a 'so carried out experiments under Hunter's directions. It 
"as in a letter replying to comments or suggestions which 
^nner had made that Hunter gave him the famous advice: 
But why think ? Why not try the experiment ? “ 

In 17S3 Hunter suggested to Jenner that he “must pursue 
'he cuckoo this summer.” and asked for “a true and 
Particular account ” of that bird. Jenner carried out his 

'4611 
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observations over a few years, and these resulted m a paper 
which was published in the Philosophical Tiansaclions of 
the Rosal Society in 1788 and for which Jenner was elected 
a Fellow in 1789 This paper contains many original 
observations of importance — especially those in which he 
' describes how the young cuckoo actually throw's its foster- 
< brothers, or the egg^ of its foster-parent, out of the nest. 
He described the extreme sensitivity of the wing tips of the 
voting cuckoo during the performance of this opeiation, and 
ilso the tact that it has a depression between its scapulae 
which appealed to him to be designed to assist the per- 
lormance When the young cuckoo was 12 days old this 
depression had entirely disappeared Accepted rather scepti- 
callv after their publication, these observations of Jenner's 
were supposed during the middle of the nineteenth century 
to have been quite discredited In the last thirty yeais the 
acuteness and accuracy of Jenner's work have been 
vindicated— latgely b> the aid of photography. 

In his latei vears Jenner took up the question of the 
migration of birds He gave instances of various birds 
having been seen far out at sea, and showed that the same 


birds will return to the same place on; 
summer after another. This paper was pub 
hshed in the Philosophical Transactions in tht 
year after his death. 

Smallpox and Inoculation 
The incidence of smallpox in this countrj 
reached its peak in the eighteenth century 
Although there were outbreaks all over tht 
country, it was in London that the disease 
showed such a constant prevalence. In tht 
SO years between 1721 and 1S00 the annual 
deaths from smallpox in the Metropolis were 
less than 1,000 in only five individual years 
In 1772 it caused 3,992 deaths in London 
But the pock-marked faces of so many dwel- 
lers in the great city bore'striking witness to 
the prevalence of the disease — in contradistinc- 
tion to its mortality. ’ 

The practice of inoculation for preventive 
purposes was well recognized during the 
second half of the eighteenth century. The 
", prevention ” desired was of course that from 
death, and not from the disease, which was transmitted 
during the operation to the individual to be inoculated 
Inoculated smallpox was often fairly mild, and the theory 
was that it was better to obtain protection as a result of a 
mild attack at a convenient time than to risk a severe and 
possibly fatal attack when one wanted it least. Practised 
m the East from ancient times, inoculation was introduced 
into this country by Timoni (1714) and by Pylarint, and a 
renewed effort to popularize it was made by Lady Mao' 
Wortley Montagu (1721), who had just returned from seeing 
it performed in Constantinople. After 1738 the practice 
increased, 1 but nothing, could get over the fact that the 
inoculated disease was often not mild and deaths were not 
infrequent. In 1S40 the practice of inoculation became 
illegal 

The Beginnings of Vaccination 
While he was an apprentice at Sodbury Jenner was struck 
by the fact that a young countrywoman had said that she 
could not take smallpox because she had had cowpox. He 
mentioned this curious statement to John Hunter, bpt the 
latter was apparently not interested. Years later Jenner 
began to collect examples of persons whom he 
could not inoculate successfully because they 
had had cowpox at some time during the course 
of their lives. Even at this early stage he seems 
to have been obsessed by the feeling that cow- 
pox, ought to give complete and permanent 
immunity to smallpox. This is indeed strangc t 
since every practitioner knew that smallpox 
did not always give complete and permanent 
protection against itself. By this time John 
Hunter was dead, and there was no one of his 
experience and acuteness with whom Jenner 
could discuss the matter. 

Jenner therefore set out to show that cow- 
pox protected against smallpox, and also that 
cowpox could be transmitted from one human 
being to another just as smallpox could 
There should be no misconception of w'hat 
was in Jenner’s mind. Though his arguments 
and deductions are possibly not too well 
expressed, his line of thought clearly was con- 
structive and of considerable originality. 1} 
was one thing to show that a person who had 
had a natural attack of cowpox was thereafter 
possessed of considerable immunity to smallpox 
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Cchvpox was a disease of cows, and only a fraction of the 
population ever has any direct contact with these animals. 
Furthermore, cowpox was present only in certain counties 
of England, and only at intervals. It was quite another 
thing to set out deliberately with the intention of showing, 
that cowpox, naturally acquired, could be transmitted arti- 
ficially from person to person so that there would result an 
increasing reservoir of persons who had been given the 
opportunity of becoming invulnerable — or “ immune," as 
we would say — to smallpox. There is no doubt that this 
was what was in Jenner's mind. At a later date opponents 
of his views put forward counter-claims to priority. For 
example, there was the case of Benjamin Jesty, a fanner 
who twenty years before had inoculated his wife and 
children with cowpox to prevent them from contracting 
smallpox. But Jesty had no notion of perpetuating the 
cowpox from one individual to another. This was the 
cardinal factor in Jenner's doctrine, and it was an idea 
which had probably not occurred seriously to anyone 
before ; at least, no one had ever attempted to put it into 
practice. 

V Once this point is clearly grasped certain interesting'ques- 
tions arise. To show the pitfalls in Jenner's path it is 
sufficient to take one example. Only a few months after 
the publication of his famous book Jenner sent to a friend 
in London some lymph from the cowpox vesicle on a 
child’s arm. The lymph was dried and preserved in a 
quill. Before long people were discussing the methods of 
transmitting lymph to a distance — dried on lancets, and in 
other ways. If lymph from the human pock could be 
stored and transmitted in this way, why could not lymph 
from the pock on the cow ? After all, this is essentially 
the method which we use to-day. The answer appears to 
be that Jenner was impressed early in his investigations 
by the fact that there are two types of cowpox in the cow 
— the true disease, and another form which he called 
“ spurious cowpox." We now know that this view is 
wrong ; but Jenner believed it, and he also believed that 
the spurious type does not give immunity to smallpox. On 
the other hand, true cowpox in the human bred true. He 
was therefore afraid that if the practice of using dried 
lymph from cows was widely adopted numerous failures 
might result. There was also the possibility that septic 
diseases might be transmitted or that the lymph might be 
taken at the wrong time. Difficulties of this type must have 
caused -Jenner much reflection — and are ignored by many 
who arc wise ISO years after the event. 

The Inquiry 

In May, 1796, Jenner found that the dairymaid Sarah 
Tielmes had a “ typical " cowpox lesion on her finger, and 
on the 14th of the month he inoculated the boy James 
Phipps with matter from this lesion. The local result was 
similar to that following variolous inoculation. On July 1 
Jenner inoculated the boy with matter from a case of small- 
pox. The inoculation was unsuccessful. Jenner drew up 
in 1797 a short treatise embodying his results, and it was 
presented unofficially to the President of the Royal Society 
(Sir Joseph Banks). Two manuscripts of this first draft arc 
in existence — one in the Royal College of Surgeons and 
the other in the Wellcome Historical Museum. The paper 
was refused, and Jenner in the following spring added 
further material and published the work privately in July, 
179S. The book bears the title: An Inquiry into the Causes 
anti Effects of the Variohc Vaccinae, a disease discovered 
in some of the Western Counties of England particularly 
plottcestershirc, and known by the name of the Cow Pox. 

A second edition was published in 1S00 and a third in 
1801. The work was also translated into many languages. 


After the publication of this work Jenner spent three 
months in London (1798) looking for volunteers for vac- 
cination. In this he was quite unsuccessful. But he left 
in the hands of Henry Cline, the surgeon, the quill of dried 
lymph referred to above. Cline used it as a measure of 
counter-irritation in a case of hip disease, and found that 
the patient had become immune to inoculated smallpox. 
From this case the practice of vaccination began to spread. 
Very soon a difficulty arose, since Dr. Woodville had been 
distributing lymph derived from vaccinations carried out 
at the smallpox hospital, and not unnaturally it produced 
mild smallpox eruptions. Dr. Pearson, a fashionable 
physician, had taken up vaccination enthusiastically, and 
in 1800 he proposed to establish an institution for gratuitous 
vaccination. Jenner was offered the post of “ Extra Con- 
sulting Physician.” From this and other incidents it was 
apparent that Pearson was trying to filch from Jenner the 
credit for the discovery. But events such as these could not 
rob him of the many honours which soon came to him, 
and which he received modestly but with due appreciation. 
Jenner spent some time in London in 1S00, and he was then 
requested to vaccinate the 85th regiment, which he did 
personally. 

About the same time the practice spread to the United 
States, where Professor Benjamin Waterhouse was largely 
instrumental in obtaining results. France, Spain, and the 
Mediterranean countries soon followed. 

Jenner’s Later Life 

Vaccination was now becoming an established practice 
throughout the world, and Jenner was kept busy with a 
very voluminous correspondence. There is no doubt that 
his practice and his affairs had suffered as a result of his 
devotion to the cause which he had made. His friends 
advised him to petition Parliament for a grant, and in 
1S02, after a thorough inquiry', he was voted a sum of 
£10.000. In the following year he presided at the annual 
meeting of the Royal Jennerian Society, but a few years 
later its affairs were found unsatisfactory', and it was 
replaced by the National Vaccine Establishment. For a 
brief period he "took a house in London and carried on a 
London practice. In IS06 Parliament again considered his 
case, voting him a sum of £20,000. Between that date and 
1815. when his wife died, he resided at Berkeley and at 
Cheltenham. He now settled finally at Chantry Cottage, 
Berkeley— in which so much of his work had been done — 
and there he died on Jan. 26, 1823. 


Epilogue 

Jenner was indisputably the " discoverer of vaccination " 
—the promoter of the deliberate practice which he had 
been the first to envisage and to carry out. It is true that 
his Inquiry is a record of a very small number of cases 
and even fewer deliberate experiments. But an investiga- 
tion must be judged by its results. The Inquiry led almost 
immediately to far more experiments in many countries 
than a regiment of individual investigators could have 
undertaken. When once the practice had been launched 
Jenner helped it forward in every possible way. He per- 
sonally vaccinated individuals almost daily ; in the early 
stages he attended meetings, and helped by interviews with 
all those in authority who could further his end — the aboli- 
tion of smallpox. From 179S until his death he carried on 
an extensive correspondence with scientists and physicians 
in many lands. 

It may be considered a tragedy that Jenner in his first 
book maintained that cowpoxing — if properly carried out 
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urine, with a delay of 15 minutes before adding the acetate 
solution. 

(v) The addition of hydrochloric acid of analytical quality, 
2.5 ml. of 22% aqueous solution to 2.5 ml. of urine. Hydro- 
chloric acid of this standard of purity is subsequently referred 
to in the text as hydrochloric acid A.R. 

(vi) The addition of hydrochloric 'acid, corresponding in 
quality to the standards laid down in the British Pharma- 
copoeia, in the same concentration and proportions as in test v. 
Hydrochloric acid of this standard of purity is subsequently 
referred to in the text as hydrochloric acid B.P. 

(vii) The addition of hydrochloric acid of analytical quality 
as in test v, together with small amounts of an oxidizing 
agent, hydrogen peroxide. 

All the aldehyde reagents used were made up with 
reagents of analytical quality. In tests v, vi, and vii large 
amounts of hydrochloric acid were used (actually equal to 
the amount in Watson’s test), as it was thought that colour 
reactions due to substances other than urobilinogen w'ould 
be more likely to appear at this high level of acidity. It 
is well known that the pigment produced by the uro- 
bilinogen-aldehyde reaction is soluble in chloroform. 
Accordingly, all the specimens were extracted with chloro- 
form after submission to the tests described. A total of 
5,600 tests were carried out on the 100 urines. The results 
are shown in Table IV. 

A study of Table IV indicates the following points: 

1. Out of the 100 urines tested 29 gave colour reactions of 
varying hues with Ehrlich’s rosindole reagent; Savory and 
Moore’s reagent, or Watson's test. A pink or red colour, 
however, was obtained in only 16 urines. 

2. Colour reactions with all aldehyde reagents were more 
readily demonstrated at 35” C. than at room temperature. 

3. Colour reactions with aldehyde reagents were more readily 
demonstrated in fresh than in old urines. 

4. Delay in addition of acetate to specimens tested with 
Watson’s reagent resulted in a considerable increase in the 
appearance of colouring substances insoluble in chloroform. 
This phenomenon was noted by Kelly et al (1946). It was 
obviously due to colour reactions induced by the large amount 
of hydrochloric acid present in Watson’s reagent which had 
not been neutralized until 15 minutes later. 

5. Substances giving colour reactions with hydrochloric acid 
alone were more readily demonstrated in warm urines than in 
cold urines, and this applied both to, fresh and to old specimens. 

6. Of the 100 urines tested at room temperature with 22% 
hydrochloric acid A.R., 9 specimens gave a pink colour not 
extracted b> chloroform, whereas when the same urines were 
tested under the same conditions with hydrochloric acid B.P. 
69 gave a pink colour not extracted by chloroform. A 
similar high incidence of colour changes was noted when hydro- 
chloric acid A.R. was added to the urines in the presence 
of a small quantity of hydrogen peroxide. From this it may 
be assumed that the principal impurity in hydrochloric acid 
B.P. leading to colour reactions is an oxidizing agent, and 
indicates the essential need for using hydrochloric acid A:R. 
in making up the Ehrlich aldehyde reagent. The substance 
which gives rise to a pink or red colour following the addition 
of impure hydrochloric acid to urine, and which is insoluble 
in chloroform, is believed to be an indole derivative, urorosein 
(Meiklejohn. 1948 — personal communication). The production 
of urorosein depends both on the presence of an oxidizing 
agent and on the strength and quantity of hydrochloric acid 
used in the test. The high incidence of chloroform-insoluble 
pink substances observed when the addition of acetate was 
delayed in Watsons aldehyde test can possibiv be explained 
on this basis. 

In a previous investigation of the Ehrlich aldehyde test 
a different series of 45 urines had been tested with the 
rodndole reagent. Twenty positive colour reactions were 
recorded, and in six instances the colour observed, although 
macroscoptcally indistinguishable from that produced by 
urobilinogen, was not extracted by chloroform. Thus in 


one-third of cases this reagent gave false positive results. 
On inquiry it was found that hydrochloric acid B.P. had 
been used in making up the reagent, as no instructions had 
been given to use analytical reagent. When the tests were 
repeated with rosindole reagent containing hydrochloric 
acid A.R. no colouring substances that were insoluble in 
chloroform were obtained. 

Terwen (1925) and Watson (1931, 1936) have pointed' 
out that the rapid conversion of hydrochloric acid to 
acetic acid by the addition of sodium acetate inhibits 
colour reactions due to indole. This procedure apparently 
also inhibits colour reactions due to indirubin. Thus when 
Watson’s test is carried out the only important substances 
apart from porphobilinogen contributing to colour re- 
actions are unidentified compounds having in general the 
same clinical significance as urobilinogen. The 15 urines 
which had given pink or red colour substances soluble in 
chloroform with rosindole reagent and Savory and Moore’s 
reagent were accordingly submitted to the following pro- 
cedure : 0.5 mi. of Savory and Moore’s reagent was mixed 
with 5 ml. of urine followed immediately by 1 ml, of a 
saturated aqueous solution of sodium acetate. If a red oy 
reddish-pink colour developed urobilinogen was considered 
present in an abnormal amount. In two of the 15 urines 
the colour reaction was inhibited and therefore the pink 
colour originally observed in these specimens was due to 
substances other than urobilinogen. In both instances the 
colour reactions had been, only weakly positive, the colour 
change in one being perceptible only at 35° C., and in the 
other after several minutes at room temperature and at 
35° C. This would 'suggest that weak delayed colour re- 
actions with aldehyde reagents should be discarded as 
negative. The suggested lowest criterion of positivity is 
the development of a definite reddish-pink colour within 
five minutes at room temperature or within one minute 


at 35° C. 

Table V. — A Comparison of Typical Colour Reactions Obtained 
, from 100 Urines with the three Aldehyde Reagents Tested 


Reagent 

Temperature 

Positive 

Results 

Urobilinogen 

Proved 

Present 

False 

Positive 

Results 

Rosindole . . ■ 

r 

u 

14-13° C. 
35° C. 

10 

15 

9 

13 

1 

2 

Savory and Moore’s 

r 1 

t ■ 

14-18° C. 
35° C. 

10 

15 

9 

13 

T 

2 

Watson’s . . «j 

n 

i 

14-18° C. 
35° C. 

6 

8 

6 . 

8 

0 

0 


1 

! 



— — 


Table V gives results which enable the sensitivity of the 
three tests to be compared. It shows that tests with 
Ehrlich’s rosindole reagent and Savory and Moore’s reagent 
are more sensitive, although less specific, than Watsons 
test when read by the naked eye. The reduced sensitivity 
in Watson’s test must be due in part to the threefold 
dilution of the' urine with reagents. 

The substances which are most likely to give rise .to a 
reddish-pink colour when urine is 'tested with Ehrlichs 
aldehyde reagent are urobilinogen, indole, the precursors 
of two indole pigments — indirubin and urorosein — and 
porphobilinogen. Urorosein and porphobilinogen-alde- 
hyde are insoluble in chloroform. The other pigments 
produced are soluble in chloroform. If the hydrochloric 
acid employed in the reagent is pure and free from oxidiz- 
ing agents, and the reagent is used in small amounts, or i*L 
as in Watson’s test, the acid is immediately neutralized 
with sodium acetate, the reddish-pink colour developing !tl 
urine is unlikely to be due to any substance other than 
urobilinogen. Since, however, it is never possible to be 
certain that excessive amounts of hydrochloric acid or 
impure acid have not been used in making up the aldehyde 
reagent, and since the latter may become contaminated 
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' oxidizing substances, it is essential that the red or 
n-pmk colour developing in the test should invari- 
re submitted to chloroform extraction. By this means 
lost important single fallacy — namely, a pink colour 
to urorosein — can be excluded. If it is suspected that 
substance giving rise to a pink colour soluble in chloro- 
n is not urobilinogen (an exceptional finding if the re- 
nts are properly prepared and if very weak delayed 
aur reactions, are disregarded), then a saturated solu- 
l of sodium acetate should be added immediately after 
aldehyde reagent to ensure” the specificity of the test 

Conclusions 

hrlich's aldehyde test is a simple and valuable clinical 
cedure for the detection of abnormal amounts of uro- 
nogen in the urine. The reaction is more sensitive if 
les are tested in the fresh and warm state. 

"he following precautions should be rigidly obsened . 
The hydrochloric acid in the test reagent should be 
nalytical standard and used in appropriate amount. 
The reagent should be put out for use in small drop- 
les, and contamination with pipettes, etc., should be 
ded. (3) The reaction should be considered negative 
■xs a definite reddish-pink colour develops within five 
ites at room temperature or within one minute at 
C (4) Chloroform extraction should be undertaken 
-ery urine giving a red or reddish-pink colour subse- 
nt to the addition of aldehyde reagent. (5) Sodium 
iic solution should be added immediately after the 
on of Watson's reagent if Watson's test is employed 
ddition of sodium acetate is unnecessary if Savory 
(core's reagent is employed in the : amount used in 
experiments. (6) The reagent should not contain 
■>' ol as this is unnecessary and more likely to produce 
positive results with indole. 

ther work is required to determine the optimal quan- 
k ot p tradimethylammobenzaldehvde and hydrochloric 
i to be included in reagents used for qualitative estima- 
i of urobilinogen and the relative amounts of reagent 
1 urine to be employed in the test. Having been deter- 
red. these quantities should be strictly adhered to, as by 
, means the inhibition of specific urobilinogen colour 
etions and the production of colour reactions due to 
oles and other unknown substances will be reduced to a 
iimum. 
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RETENTION OF URINE* 
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E. W. RICHES, M.C., M.S„ F.R.C.S. 

Surgeon and Urologist to the Middlesex Hospital 

Among the many possible causes of inability’ to pass urine 
prostatic obstruction is the most frequent m everyday prac- 
tice. Paralytic or neurogenic causes occupy second place, 
and stricture nowadays comes third because its principal 
cause, gonorrhoea, is more effectively treated Retention 
from prostatic obstruction can be taken as the example 
for description, but the same principles of treatment are 
applicable to other cases. 

Retention implies a full bladder from which either 
nothing can be passed, as m acute retention, or only a. 
dribbling overflow escapes, leaving a large amount of 
residual urine, as in chronic retention It must be distin- 
guished from the more serious condition of suppression of 
urine in which the bladder is empty It is therefore neces- 
sary at the outset to be able to recognize a full bladder, 
and to do it without having to pass a catheter, the method 
recommended in some gynaecological textbooks It is 
generally easy by ordinary clinical methods There is a 
rounded or irregular swelling arising from the pelvis, fixed 
below, dull on percussion, cystic, either tense or soft, and 
sometimes translucent from side to side In cases of doubt 
examination with the foot of the bed raised will occasionally 
make it more evident Sometimes, however, there are diffi- 
culties, especially in a fat patient, and particularly where 
there are no urinary complaints and the condition is not 
suspected 

A man of 64 went to his doctor complaining of general 
ill-health, with loss of weight, morning vomiting, and loss of 
laste He had no urinary symptoms and did not have to get 
up at night lo micturate. He was vent for a complete barium- 
meal examination, and the radiologist discovered a pelvic 
tumour, outside the bowel but pushing it up The tumour 
was an enlarged bladder The prostate was moderately 
enlarged and the blood urea was 84 mg per 100 ml the urine 
having a specific gravity of 1002 After the bladder had 
been gradually decompressed through a small suprapubic 
catheter his symptoms ceased, the blood urea fe)l to 30 mg 
per 100 ml. and after prostatectomy he recovered 

Clinical Types of Retention 

Acute Retention —There is often no sharp dividing-line 
between acute and chronic retention, and while the amount 
of residual urine is generally large in chronic retention this 
factor alone does not give a complete definition Acute 
retention is of sudden onset and is painful. It follows con- 
gestion and is brought about by cold. wet. and alcoholic, 
dietary, or sexual excess Brodie in 1822 said. “The 
exciting cause is soroenmes cold One gentleman will be 
affected after drinking punch, another after drinking more 
wine than usual One gentleman I knew was seized after 
two or three days’ costiveness The cause is often too 
minute to be detected." Other potent causes of acute reten- 
tion are enforced holding of unne when the call comes and 
confinement to bed for some intercurrent disease such as 
bronchitis, pneumonia, or heart failure. A painful acute 
retention may be superimposed on a degTee of chronic 
retention. The clinical picture of acute retention is 
unmistakable: there is a constant urge to micturate, but 
inability to expel more than a few bloody drops, with 
severe pain in the penis and lower abdomen, restless changes 

•Based on a lecture given to the Leeds Branch of the British 
Medical Association on Feb. 9. 
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of posture, sweating, and apprehension. The relief when 
the bladder is emptied is dramatic. 

Chronic Retention '. — By contrast chronic retention is, 
relatively painless, although there is sometimes a history ' 
of loin pain, and the patient may have no idea that he has 
an abdominal swelling. The term “ chronic ” denotes that 
the condition has been present for a long time ; the bladder 
has become gradually distended and is decompensated ; it 
can be detected on clinical examination, and other symptoms 
such as have been mentioned will probably be present ; loss 
of weight and alteration in the sense of taste are frequent 
signs of uraemia. Chronic retention is the more dangerous 
state of the two. 


Treatment of Acute Retention 

From the general practitioner’s point of view the treat- 
ment of acute retention consists in relieving the pain of 
retention and sending the patient into hospital. The reten- 
tion, and the consequent pain, can be relieved in more than 
one way. 

/) hot bath and a nwtphine suppository (1 gr. — 32 mg .). — 
This is not always possible, and is seldom successful in prostatic 
cases. It is more likely to succeed in retention from stricture, 
where the congestive element plays a large part. 

Catheter . — This is the time-honoured method, and it is still 
correct provided that gentleness and strict asepsis arc main- 
tained. A gum-elastic bicoude catheter is more likely to pass 
easily than a soft rubber one ; the silver prostatic catheter 
should not be used. A fairly stiff rubber catheter of the 
Tiemann type is effective, and it can be boiled. 

Aspiration . — A serum or lumbar-puncture needle is inserted 
under local analgesia through the abdominal wall into the 
bladder and the urine withdrawn by a syringe. The needle' 

should be inserted well 
above the symphysis 
pubis and should be 
directed obliquely down- 
wards and backwards 
(Fig. 1). This procedure 
can be repeated if abso- 
lutely necessary, but the 
needle should be inserted 
in a slightly different spot 
and the bladder should 
not be allowed to fill up 
as much as before. 
Aspiration is less likely 
to introduce infection 
than is the passage of a 
catheter. The danger lies 
in repeated catheteriza- 
tion, and even ' when 
sulphonamides are given, 
as they should be. catheterization under home conditions is 
almost certainly followed by infection if continued for more 
than two days. An indwelling catheter increases the certainty 
of infection, which in a closed bladder may cost the patient 
lus life. 

Carbachol is unlikely to relieve retention when there is 
mechanical obstruction. 

After the relief of acute retention micturition approach- 
ing the normal may be re-established, but the patient should 
still be sent into hospital. One attack of acute retention is 
the precursor of others and is an indication for prostat- 
ectomy before the condition becomes chronic. If micturi- * 
lion is not re-established the condition is more urgent and 
the man who has had repeated catheterization becomes a 
bad subject for prostatectomy. 



Treatment of Chronic Retention 

It is of fundamental importance to realize that the blad 
should not be emptied just because it is found to be i 


Although it may be done with impunity on many occasions, 
there is always the risk of producing renal haematuria and 
suppression of urine, even if infection is not introduced. 
The patient should be sent into hospital without undue 
delay ; the condition has probably been present for some 
time, and a day or two more may make little difference, br 
the sooner treatment is instituted the better. Under prope 
surroundings the surgeon is faced with the decision of drair 
ing the bladder first or of doing an “ immediate ” proslat 
ectomy after a minimum of time in assessing renal functio 
and preparing the patient." The important principles to b 
followed in drainage are to avoid sudden decompression, t 
avoid urethral trauma, to prevent infection, especiall 
ascending infection, and to plan ahead. I am a firm believe 
in preliminary drainage in chronic cases provided it i 
carried out in such a way as not to prejudice the subsequen 
prostatectomy. 

There has recently been a tendency to make light c 
the dangers of sudden emptying of the bladder in chroni 
retention, but cases of suppression of urine from thi 
cause still appear only too often. If there is hydronephrosi 
and hydroureter the release of pressure affects the uppe 
urinary tract as well as the lower. The renal blood vessel 
have become adapted to an increase of pressure, and wher 
it is suddenly released intrarenal haemorrhage may follow, 
leading to tubular blocking. 

Preliminary decompression and drainage may, be carried 
out by urethral catheter, by urethrostomy, by suprapubic 
cystostomy, or by suprapubic catheterization. 


Urethral Catheter 


This is the simplest method of drainage and allows of slow 
decompression. If it could be forecast with certainty that it 
would .not be required for more than two days it would be 
relatively safe. A rapid estimation of renal function is neces- 
sary before it is used ; the blood urea figure does not 
show minor degrees of renal impairment, but a high value— for 
example, over 80 mg. per 100 ml. — is an indication of renal 
damage and generally means that a longer period of drainage 
will be necessary before prostatectomy. A persistent specific 
gravity of the urine of about 1010 is also an index of severe 
renal insufficiency. These are the tests of most practical value 
when time is a factor. Even a short period of catheterization, 
however, is followed by urethritis, and this may lead to prosta- 
titis, cystitis, and finally to pyelonephritis from ascending 
lymphatic infection. 

Wilson Hey (1945), who has done so much to make urologists 
conscious of the dangers of infection, is opposed to any form 
-of urethral instrumentation before prostatectomy. The added 
danger of urethral trauma is also present. If a urethral catheter 
is used it must be of good rubber and must be small enough 
to allow of free drainage around it ; even a catheter of suitable 
size may produce a meatal stricture. i 


'1 

Urethrostomy » 

Sandrey (1949) has drawn attention to the value of draina^ 
by a catheter inserted from the bulb of the urethra, and Jr 
finds great advantages in the dependent drainage achieved ovt 
the uphill drainage of suprapubic cystostomy. In a series t. 
58 poor-risk cases there was a mortality of 8.6% and the/, 
were no deaths from urinary infection. The method has obvious 
advantages, but it still leaves one-third of the urethra exposed 
to the friction of a catheter. It is not so easy to keep the 
patient ambulant — an important feature during the period o 
drainage — and there is a leak lasting from four to five days after 
removal of the catheter. There are also possible nursing 
difficulties. 

Suprapubic Cystostomy 

While drainage is effective, the decompression by 
tion is not always gradual. The main disadvantages, Ik_ 
are in the frequent leakage around the catheter and in * 
scarring of the operation field for the prostatectomy 1 this 
especially so when the tube is placed low on the abdomin , 
wall, as is so often the case. The low suprapubic tube, entering 
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| just above the symphysis and passing horizontally into the 
bladder from the lower end of a long vertical incision, is 
j something which' should be banned from modem surgery. It 
leaks, it smells, and it makes a clean prostatectomy impossible 
(Fig. 2). . 



Suprapubic cystostomy as a first stage of prostatectomv has 
a high mortality. Rees (1947) reported 30 deaths in 106 cases 
■ sb treated — a mortality of 28%. of which more than one-half 
were infective. He also recorded IS deaths during gradual 
tTvlecompressior. by urethral catheter. 

Suprapubic Catheterization 

The method devised originally for cases of spinal injury with 
bladder paralysis (Riches, 1943) has now been used extensively 
for decompression and dra.nage of the bladder in chronic 
retention. A small rubber suprapubic catheter (16 F.) is 
inserted by a special trocar, the catheter itself acting as the 
cannula. It gives a watertight fit and can be advanced to the 
base of the bladder by an internally exmindine advancer 
(Fig. 3). It is inserted obliquely downwards' and backwards, 



Fig 3. — (o) The suprapubic catheter introducer. (6) The catheter 
stretched on the introducer, (c) The advancer. 


starting from the highest point of bladcer dullness cr the mid- 
point between the umbilicus and the symphysis, whichever is 
the lower. If there is any doubt about the fullness of the 
“ bladder a small incision is made at the same point and the 
instrument and catheter are inserted under direct vision. The 
d^atheter is held in place by a loop stitch through the skin, 
the ends of which pass twice around the catheter (Fig. 4): a 

small rubber shield 
held on by a strapping 
corset serves to retain 
a dressing around it 
and prevent move- 
ment. Kidd's U-tube 
has been found the 
most effective method 
o f decompression , 
which is completed in 
12 hours, after which 
Ftc. 4 — Suprapubic catheter in position the patient can cet up 

if other conditions 
permit. The danger of injury to the peritoneum is minimal 
if the bladder is distended, as is the ca«e when the operation 
is needed, and as an added safeguard the foot of the bed or 
operating table is raised during the insertion. When the bladder 
: -ontains I pint (425 ml.) there is usually a bare area devoid of 
ritoncum for 3 in. (7.5 cm.) above the symphysis. 



This method fulfils all the suggested principles of treatment : 
decompression is slow ; there is no urethral instrumentation ; 
ascending infection is avoided, as there is no direct lymphatic 
pathway from the track of the catheter to the kidney ; and the 
field for the second operation is left intact. It can be done 
safely under a local anaesthetic however ill the patient, it is 
leak-proof, and it can be prolonged as long as necessary. If 
the drainage has to be maintained for more than two weeks 
the catheter is changed on the fourteenth day. The old one 
is removed, and an open-end rubber catheter of the same or a 
larger size is immediately passed along the track. There must 
be no delay about this, as the fistula closes rapidly owing to 
its obliquity ; after prostatectomy it closes spontaneously in 
a few hours, and it is exceptional for it to leak. There has 
been no apparent disadvantage from the ‘■uphill” drairage. 
and the bladder urine has often remained steole for a fortnight. 
Where renal function can recover it will do so, and the 
improvement in appetite and general well-being is often 
remarkable. The blood chemistry gives an indication of the 
need and type of intravenous fluids. 

During the five years 1943-8 I have used this method for 
the drainage of chronic retention in prestatic obstruction in 
227 cases ; there were 12 deaths — a mortality' of 52 % — and 
none were from urinary infection. If three cases in which the 
drainage was purely palliative — in patients dying from heart 
failure or advanced carcmcma— are excluded the mortality 
was 4%. and if those who had never been catheterized or 
cystoscoped could be excluded it would be 2.6'- There will 
always be a mortality in dealing with these patients by what- 
ever method, and it is remarkable hew they get along so well 
until they are subjected to surgical intervention 


Immediate Prostatectomy 

There is no doubt that the benefits of preliminary drain- 
age have in the past made surgeons too cautious about 
prostatectomy in one stage : there are still those who prac- 
tise a two-stage operation in every case. Their results in 
terms of mortality are excellent, but in playing for safety 
thev lose many advantages. The modern dry prostat- 
ectomy, by whatever route, is a vastly different procedure 
from "the two-stage Freyer from which it has developed. 
There need be no suprapubic leak, the patient can be up 
on the second day, and the convalescence is smooth and 
relatively painless. The horrors and discomforts of the 
older operations arc still vividly recalled, and have made 
the operation one which men dread and in consequence 
defer until something has to be done. 

The work of Wilson Hey (1945) in stressing the impor- 
tance of asepsis has done much to reduce the number of 
two-stage operations. He himself advises a one-stage opera- 
tion, following his own technique in every case, whether 
retention is acule or chronic; his figures are instructive, 
showing a total mortality of 6% in all cases. Where the 
blood urea was below SO mg. per 100 ml. it was only 
3.4% ; with a value between SO and 200 mg. it rose to 
16.1%, and over 200 mg. it was four out of six cases 
(66.6%). It is evident that whilst a one-stage aseptic 
operation is applicable to many cases there are also a 
number of bad-risk cases that will no! survive it. Some 
of these cases with chronic retention and considerable renal 
damage can be saved by preliminary drainage. 

In one patient with a blood urea of 420 mg. per 100 ml. 
suprapubic catheterization with slow decompression brought 
it down to 3S mg. after eight weeks’ drainage, and he came 
safely through a Harris prostatectomy and made a good 
recovery: I do not think he would have survived a one- 
stage operation. His wound was dry on the day after the 
suprapubic catheter was removed and his convalescence 
was both comfortable and uneventful. By contrast a man 
with a blood urea of only 20 mg. per 100 ml. but with a 
chronic retention of 46 oz. (1.3. litres) died from uraemia 
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on the ninth day after a one-stage prostatectomy (retro- 
pubic), with a blood urea of 300 mg. I am therefore not a 
convert to a universal one-stage operation although I 
practise it whenever it seems safe to do so. 

In an uncomplicated case the convalescence after a retro- 
pubic prostatectomy (Millin, 1945), or a Harris operation 
with closure, or a Wilson Hey prostatectomy can be as 
uneventful as that after an interval appendicectomy, and the 
mortality should not exceed 5%. When there is chronic 
retention of urine or much renal damage or gross infection 
preliminary drainage will give the patient a better chance 
of survival. Drainage by the small suprapubic catheter has 
proved a safe and satisfactory method, and it does not 
interfere with the full exposure required for any of the 
modern methods of prostatectomy. 

If endoscopic resection is to be done the presence of the 
suprapubic catheter makes the operation much simpler, as 
continuous lavage can be employed to keep the field clear 
of blood. Where intercurrent cardiac, pulmonary, or other 
disease makes a long period of drainage necessary it gives 
the greatest chance of getting the patient fit for operation. 
In cases of bladder paralysis it allows for adequate drain- 
age during the critical period and does nothing to prevent 
the return of voluntary micturition or the establishment of 
automatic micturition. Its main advantages lie in the high 
insertion of the catheter, the oblique track, and the absence 
of leakage. 
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OGILVIE’S SYNDROME OF FALSE 
COLONIC OBSTRUCTION 

A CASE WITH POST-MORTEM FINDINGS 

BY 

J. A. DUNLOP, M.B., F.R.C.S. 

(From Chase Farm Hospital, Enfield, Middlesex) 


A syndrome of large-bowel colic thought to be due to 
sympathetic deprivation was recently described by Sir 
Heneage Ogilvie (1948), with a report of two cases, inclu- 
ding laparotomy findings but without the possibility of 
full confirmation of the suggested anatomical diagnosis by 
post-mortem examination. The case now reported had 
been operated on before the first description of Ogilvie’s 
syndrome, and its striking similarity to the original two 
cases (particularly to Case 2) was immediately apparent. 
When the disease had run its inevitable and very short 
course a full and careful post-mortem examination was 
performed. This third case may therefore be considered 
worth recording. 


Case Report 

The patient, a tall lean fitter aged 56, had long suffered froir 
constipation, but had otherwise been in good health and fre< 
from pain until three months before his admission to hospital 
Since that time he had noticed that his constipation was becom 
mg more and more stubborn, and he suffered repeated attack: 
ot colicky loner abdominal pain without diarrhoea or vomiting 
i nese symptoms became increasingly severe and were attendee 
,L 3 r T ro S r «s[ve loss of weight, which he could ill afford, until 
Sem r r ufw S v. abs0 UtC cons,ipation 3nd a da >'’s vomiting, oi 
Free V " aS ,nt ° hos P ital as a case of chroni, 

«rge oowel obstruction due to carcinoma, becoming acute 

admission showed a very thin, ilt-lookim 
‘ ^ unhealthy muddy complexion, in obvious sp 3 s 


modic pain. The abdomen was not at all distended generally, 
and the wall relaxed normally. There was a tender fullness 
corresponding to a distended caecum and transverse colon, 
but no lumps could be made out through the abdominal or 
rectal walls. Peristaltic sounds were exaggerated. The only 
olher significant positive finding was a small area of consolida- 
tion at the base of the left lung. The speech was slow, slurry, 
perhaps slightly dysarthric, but otherwise the nervous system^ 
seemed normal. This examination made it clear that any ' 
obstruction was not complete, and an enema produced a" 
constipated result and flatus, with relief of pain. On the 
following days the symptoms recurred, and, although disten- 
sion was never present and flatus was- passed spontaneously, 
defaecation could be induced only by cnemata. 

Plain radiographs of the abdomen and chest showed some 
increase in normal colonic gas shadows not amounting to a 
picture of true obstruction, an area of collapse at the base of 
the left lung, and an enlarged lower mediastinal shadow, inter- 
preted as being due to a primary or secondary neoplasm 
obstructing the left lower bronchus, with secondary media- 
stinal glands. After some days in hospital the patient com- 
plained of dysphagia, which he said had been present for a' 
few weeks, but very mildly, and was now becoming more 
noticeable. A barium swallow and .v-ray screening showed 
some hold-up in the lower thoracic oesophagus, again though^ 
to be due to a mediastinal new growth. 

Follow-up of this barium seemed to indicate a complete 
hold-up in the pelvic colon, with gross colonic distension 
proximally. However, on further screening the radiologist 
reported that he did not think there was an organic obstruc- 
tion at this level, and suggested a barium enema. Meanwhile 
the general condition and the morale of the patient were 
deteriorating, the severe pains continued, the bowels remained 
immovable, and there were repeated requests for any operation 
which offered a dliance of relieving his symptoms. It was felt 
that even with a negative barium enema laparotomy would 
eventually be forced by these facts, although, in view of the 
chest condition, at best a very temporary palliation- was all 
that could be hoped for. 

Laparotomy was performed on Sept. 21 through a midline 
incision. Below the level of the gastro-hepatic omentum the 
whole abdomen was normal. The colon showed neither disten- 
sion nor spasm. The liver was studded with secondary growths, 
and an apparently carcinomatous mass was palpable in the 
pre-aortic region about the level of the coeliac axis. A small 
piece of liver secondary was excised for microscopy and the 
abdomen closed. After operation the patient became more and 
more cachectic, a terminal chest infection appeared, and he died 
on Oct. 21, one month after operation. 

Post-mortem Examination. — The primary lesion was found 
to be an extensive carcinoma of the left lower bronchus, with 
secondaiy glands in the mediastinum invading the oesophagus, 
a large secondary in the right lobe of the thyroid, multiple 
secondaries in the liver, and some secondaries in the pre-aortic 
region. Theiapex of the left and base of the right lung showed 
an acute tuberculous process, which presumably had hastened 
the end. Microscopically the growth was highly anaplastic, 
and consisted of sheets and cords of spherical cells with round 
pyknotic nuclei and very little cytoplasm. The splanchnic 
nerves were very carefully dissected throughout, and were found 
to be entirely free from any involvement in growth in their pre- 
ganglionic course. On tracing down the connexions of the semi- 
lunar ganglion distally. the mat of efferent nerve fibres leaving 
the left side of the ganglion passed direct into a carcinomatous 
mass, presumably deriving from an affected pre-aortic gland. 
After fixation this relation was even more striking and definite. 
The left vagus was probably involved by growth in the thorax, 
although visible as a normal nerve uninvolved by carcinoma 
below this level ; the right was uninvolved throughout its 
course. The brain and meninges were normal. 

Discussion 

The similarity of this case to those in the original descrip- 
tion needs no emphasis. After laparotomy in my case twe 
explanations seemed possible: (1) colonic muscle imbalance 
caused by interruption of sympathetic pathways (stated thus 
vaguely, with none of Sir Heneage’s precision), or (2) that 
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suggested by Cushing's demonstration of acute peptic ulcer 
due to spasmodic and incoordinated contractions of stomach 
muscle in the presence of vagal overaction and sympathetic 
paralysis caused by lesions in the hypothalamic region 
(Cishing. quoted by Bockus, 1944). In view of the sugges- 
tion of dysarthria, it was thought that cerebral secondaries 
plight be present, one of -which could be causing a similar 
(disturbance of colonic innervation and function. This 
explanation disposes of the difficulty about sympathetic 
aberents mentioned by Ogilvie, and may be thought to 
r main a theoretical possibility. The lesion actually demon- 
s ated bears out Ogilvie’s speculations about causation very 
a curately, including his forecast of its post-ganglionic posi- 
ti jjq, where the fibres are non-medul/ated and presumably 
n ore vulnerable. Clearly the syndrome can occur only 
where efferent sympathetics are affected and afferents 
spared. This fact perhaps accounts for its rarity, while 
malignant disease of coeliac and pre-aortic glands is all 
too common. 

In the absence of post-mortem findings the original 
description suggested that the dysfunction lay in the left 
jaolon. The symptoms irresistibly suggest a lesion of the 
Meft colon by analogy with those of an obstructing cancer 
of that organ. But if the wasting, distension, colic, and 
constipation are not due to organic obstruction, they may 
as easily originate in the mid-gut as in the hind-gut. That 
, in fact they do is suggested by the following points. 

(1) The sympathetics demonstrably affected were the 
splanchnics ; these supply the bowel nourished by the 
• superior mesenteric artery. (21 A subdiaphragmatic lesion 
of the ganglionated sympathetic chain deneryating the left 
colon should also denervate and cause vasodilatation in the 
left leg (Telford. 1948). This effect is not recorded in any 
. of the extant cases. But none of the cases had any 
' carcinoma sufficiently distal to interfere with the “ lumbar 
splanchnics " or the inferior mesenteric plexus — i.e.. the 
left colon's sympathetic supply after leaving the chain. 
Thus a sympathetic denervation of the left colon seems 
anatomically very unlikely. (3) In the present case a radio- 
graph taken 48 hours after a barium swallow showed a 
colon dilated up to the splenic flexure (the lower limit of 
the mid-gut) and normal or spastic thereafter, and gross 
dilatation of a smali-bowel loop in the position of the 
terminal ileum. The plain radiograph taken on admission 
shows substantially the same picture. 

It seems certain, therefore, that in this case the dysfunc- 
tion involved the lower ileum and pr.oximal colon, and it 
is probable that this will be found to be a general rule. 

If it is objected that sympathetic deprivation should cause 
sp 3 sm, not dilatation, it can be argued thus: (1) That, since 
all these cases were characterized by colic, spasm obviously 
rv.ee urs : the bowel is normally a 'rhythmic organ, and 
abnormal diastole may follow abnormal systole. (2) That 
(he physiology of the human bowel’s response to autonomic 
stimuli is still obscure, and its response to depriva! of its 
\ sympathetic efferents while retaining sympathetic afferents 
much more so. (3) That, in this case, it is an experimental 
fact that a gross lesion of the sympathetic efferents to the 
mid-gut, in the presence of at least an intact right vagus. 
■ was followed by dilatation of the'distal part of the mid-gut. 
, (4) That more accurate study of further cases is needed 
before ativ final conclusion is possible. 

> ’ 

'. Summary 

A third case of Ogilvie's false large-bowcl-obstruction syn- 
drome is presented in which the primary lesion was a carci- 
noma of bronchus and there was post-mortem proof of 
, carcinomatous infiltration of sympathetic post-ganglionic fibres 
, 'e!ow the semilunar ganglion. An alternative theory of enusa- 
•*n of the syndrome is postulated, but it was proved incorrect 


in this case. Evidence suggests that the lesion affects the 
mid-gut rather than the hind-gut. 

My thanks are due to Mr. H. O. Biauvelt for permission to publish 
this case, to Dr. Doe I for the radiological opinions, and to Dr. 
Prendiville for the post-mortem and pathological findings. 
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CHRONIC ILEUS CAUSED BY MALIGNANT 
INVASION OF THE POSTERIOR 
ABDOMINAL WALL 

BY 

R. S. HANDLEY, M.B., F.R.C.S. 

Assistnni Surgeon. Middlesex Hospital; Surgeon. Bolingbroke 
Hospital 

Sir Heneage Ogilvie (1948) has described, under the title 
"Large-intestine Colic due to Sympathetic Deprivation ; 
A New Clinical Syndrome,” two cases in which invasion 
of the crura of the diaphragm, coeliac axis, and semilunar 
ganglia by malignant growth produced a functional paralysis 
of the bowel which mimicked obstruction. The following 
case history reports invasion of the same area by what was 
probably a carcinoma of the pancreas, producing symptoms 
which suggested obstruction of the small intestine. 

f Case Report 

The patient, a man aged 56, had suffered from mild dyspepsia 
all bis life. His appendix was removed in 1936. A barium 
meal in 1943 had shown a scarred duodenal cap. Apart from 
occasional discomfort after food and a tendency to vomit if 
he was mentally disturbed, be had been healths until two 
months before he visited me. He had then begun to suffer 
from attacks of colicky pain centred around the umbilicus, 
with tenderness in the right iliac fossa. The attacks came 
every few days, lasted a few hours, and left a sensation of 
abdominal distension. These attacks had become more fre- 
quent during the past fortnight and he had vomited every other 
day. A barium meal had shown a normal stomach and duo- 
denum. and a barium enema a normal colon. He had lost 
half a stone (3.18 kg.) in weight. There had been no constipa- 
tion except during the past week. His own doctor had thought 
he could feel a vague mass to the right of the umbilicus. While 
the history was being taken borborygmi were audible. 

Examination showed a right paramedian appendicectomy 
scar, tender in the centre, and slight abdominal distension ; 
borborygmi were well heard without a stethoscope, but there 
was no visible peristalsis or other abnormality. The remainder 
of the physical examination was negative. A provisional 
diagnosis of subacute intestinal obstruction due to adhesion of 
a segment of terminal ileum to the back of the paramedian 
scar svas made, and operation was advised. 

The patient was admitted to a nursing-home and a small 
barium meal requested with the object of locating the point 
of obstruction in the small intestine. Dr. T. V. Crichlow 
reported on the screening examinations and' films as follows : 
“At three hours there are some coils of dilated small cut in 
the left hypochondrium and left iliac fossa. The mucosa is 
swollen and the calibre of the gut enlarged. In the right iliac 
fossa tbeTe is one loop of gut which appears to be contracted. 
At five hours there is still some dilatation of the loop seen at 
three hours, but there is no adherent portion to be seen. At 
eight hours this loop is completely empty, but the terminal 
ileum in the region the ileo-caecsl valve and also in the 
region of the hepatic- flexure shows a moderate degree of 
enlargement. There is a fair amount of delay in the passage 
of the barium through these loops. At twelve hours the barium 
is completely in the colon. Conclusions . — There is definite 
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evidence of enlargement of some of the coils of the small 
gut, probably involving only the ileum. The appearances are 
consistent with partial obstruction such as could be produced by 
adhesions. No definite filling defect was seen in the lumen 
of the small gut.” 

Operation (anaesthetist, Dr. O. Carden Sibley ; gas, oxygen, 
ether). — At laparotomy the small intestine was seen to be 
moderately distended but no obstruction was found. Hard 
glands were palpable in the upper part of the mesentery of 
the small intestine and a growth was found in the body of 
the pancreas, spanning the aorta, fixed to the posterior 
abdominal wall and quite irremovable. The large intestine 
was of normal size. A gland was taken for section and the 
abdomen was closed. 

The patient became progressively distended after the opera- 
tion despite gastric suction and intravenous glucose and saline, 
partly burst his wound, and died on the fourth post-operative 
day. No necropsy was obtained, but the gland removed at 
operation showed replacement by masses of undifferentiated 
carcinoma. 

Discussion 

A somewhat cursory search of the literature shortly after 
the patient had died, and discussion with colleagues, failed 
to throw any light on the matter. Ogilvie, who likewise 
failed to find any reference to the subject in the literature, 
appears to be the first to publish a description of this 
unusual syndrome. The manner of its production is of 
great but academic interest, since the symptoms are pro- 
duced only after inextricable invasion by carcinoma of a 
relatively inaccessible region of the. body. Ogilvie con- 
siders three methods by which the symptoms might be 
produced: (1) by parasympathetic stimulation from inva- 
sion by the tumour ; (2) by secretion of a cholinergic sub- 
stance by the tumour cells ; or (3) by sympathetic paresis 
from invasion by the tumour. He believes, despite' some 
contrary points, that the last is the probable explanation. 

A fourth explanation might be considered in my case — 
that interference with the blood supply by pressure of the 
tumour on the superior mesenteric vessels might have 
evoked the symptoms. Mesenteric thrombosis will cause 
colic, borborygmi, and distension, though the picture is 
more acute. Against this theory is the fact that my patient’s 
intestine showed no cyanosis. In Ogilvie’s first case there 
was evidence that the pelvic colon was greatly affected, 
though the tumour cannot have caused interference with 
the inferior mesenteric artery. It seems, therefore, that the 
vascular hypothesis must fall down. 

A carefully detailed post-mortem examination of a similar 
case might clear up the mystery, and it is to be hoped that 
it will be forthcoming. 

RErERTNCC 

Ogilvie, W. H. (1948). British Medical Journal, 2, 671. 
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A six-months training course for hospital records' officers is being 
jointly run until about the end of July by the Association of Medical 
Records Officers, the King Edward’s Hospital Fund for London, and 
the Board of Governors of the Middlesex Hospital. It is hoped 
that similar courses will be organized later. The Ministry of Health 
states that the Minister welcomes the growing interest of hospitals 
m the proper maintenance and organization of patients’ records and 
the decision of many of them to overhaul their records systems and 
appoint designated records officers. If this development is not to go 
astray only adequately trained or experienced officers should be 
appointed ; and boards and committees thinking of making such 
appointments should defer doing so, unless there are exceptional 
reasons for immediate action, until there are enough really suitable 
candidates. Some boards and committees may be considering buying 
more or less elaborate equipment, such as punched card machinery, for 
their records departments. The Minister appreciates the value of such 
equipment where the volume of work makes it an economic proposi- 
tion, but he is advised that the circumstances of a single hospital, or 
rn^vn rt P n p’ n .' ;t3nces . of a management committee group, do not 
normally jus.ify us purchase. No steps or this kind should therefore 

- management committees without consultation with the 
recrcnal hospital board. 


THIOURACIL IN THYROTOXICOSIS 

BY 

D. VEREL, M.D., M.R.C.P. 

(From the Department of Medicine, University of Aberdeen) 

In Ibis department 62 patients with thyrotoxicosis havft ( 
been under treatment with thiouracil or methyl thiouracill 
for periods between 6 months and 44 years. The series 
includes all cases of thyrotoxicosis admitted to the ward 
except a few so mild that phenobarbitone alone was used 
in treatment. The general results of treatment are here 
briefly recorded, and certain aspects of management in 
relation to auricular fibrillation, pregnancy, and granulo- 
penia are discussed in the light of the experience gained. 

Particulars of a Series of Cases 
The distribution of cases by age, sex, and the presence or 
absence of exophthalmos is shown in Table I. Ten of the 
patients were males and 52 were females ; their ages varied 
from 16 to 66 years. Exophthalmos was more common 
among the younger patients. No attempt was made ti<~ 
differentiate between primary and secondary thyrotoxicosis, 
and in only one case was there a definite history of an 
enlargement of the thyroid preceding the thyrotoxicosis by 
several years. • 

Table I 


Age: 

10-19 

20-29 

30-39 

40—39 


50- 

-59 

&)~69 

Sex: 

M, 

F 

M 1 

! r 

! M 

F' 

M ! 

F 

M 

1 F 

! w 1 

F 

Eyes 

No. 

E 

II 

! 

[oj 

Vi 

E 

> 

i 

Ej 

h 

i° 

i 

E 

7 

0 | 

E 

s s 

O 

3 

E 

I 

o' 

2 

E 

H 

o 

6 

Ej 

1 

0 

1 

Ej 

4 

i° 

3 

E 

joj 


lo 

7 


E = Exophthalmos present. O = No exophthalmos present. 


All cases were admitted to the ward for treatment, and 
the effect of rest in bed and 1 gr. (65 mg.) of phenobarbi- 
ionl three times a day was observed for one to three weeks. 
When the sleeping pulse had settled to a constant level for 
several nights, and the patient’s symptoms showed no 
tendency to abate further on this treatment, the basal 
metabolic rate was estimated with the Benedict-Roth 
apparatus on two successive mornings, and treatment with 
thiouracil or methyl thiouracil was begun. The dose of 
thiouracil used at first was 0.6 g. daily, and this proved 
effective in all cases. Later 0.2 g. was tried, but, while this 
would control thyrotoxicosis of mild or. moderate degree, 
it failed to do so in two severe cases. It was. found, how- 
ever, that 0.4 g. of thiouracil daily was as effective an initial 
dose as 0.6 g. Methyl' thiouracil proved equally satisfac- 
tory in doses of 0.2 g. daily, and is now used for all cases. ■* 
Each patient’s progress was followed clinically and assessed 
every ten days, when the basal metabolic rate was esVA 
mated. After three weeks on thiouracil the patient was 
usually discharged on a maintenance dose of 0.2 g. of 
thiouracil or 0.1 g. of methyl thiouracil daily, and was 
seen thereafter at intervals of six weeks. White cell counts 
were done twice a week in hospital, and at each out-patient 
attendance, although it' was realized that they were of no 
value as indicators of impending agranulocytosis. They 
served to remind the patients of the possible dangers of the 
treatment, which had been explained to them in the ward, 
and revealed several cases of granulopenia. 

Most cases v.'fere adequately controlled by 0.1 g. o? 
methyl thiouracil daily or less ; some required 0.15 g. The 
dose was decided on a clinical estimate of the patients’ 
condition when they reported to the follow r -up clinic. No 
single observation w>as found to be completely trustworthy, 
but a reasonably accurate idea of the state of the patients 
was obtained by asking them how' they felt, how’ much 
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work the) could comfortably do, and whether they got any 
palpitations , also by noting the weight, resting pulse rate, 
state of the skin, and presence or absence of tremor The 
size of the thyroid gland was also noted 
Thiouracil effectively controlled the thyrotoxicosis in all 
cases, and the majority were back in full employment 
■’i thin six weeks of starting treatment All patients were 
lid that they should regard themselves as restored com- 
letely to normal as a result of the treatment, and onlv 
\o of the 59 cases given thiouracil alone have not returned 
o full activity One is a woman with advanced spondylitis 
nkylopmetica who cannot do heavy housework, and the 
ither a country postman who could not continue his 
ucycle deliveries He is now working as a taxi driver 
lost of the patients are housewives, and all except a 
ew over 60 do their own housework, including scrubbing 
nd polishing floors Four are crofters’ wives and had 
eturned to full activity within six weeks of starting 
tuouracil, as had two men m very heavy emplovment — 
'tie a cyclist messenger, and one who does a full day’s 
orh shovelling igramte into a crusher A railway -track 
lyer was doing light work m four weeks and full work in 
lght weeks after starting thiouracil The two patients 
till at school also lead normal lives without any restrictions 


T»nu: II — The Position in 194S 


Duration of 

Trcatmsnt 

(Months) 

Group 1 

Group 2 

Group 3 

Group 4 

Total 

5-12 

2 

7 

0 

0 

9 

2-1$ 

9 

3 

0 

0 

12 

S-24 

$ 

3 

1 

0 

9 

4-uO 

4 

7 

0 

0 

II 

>-35 

2 

* 1 

0 

0 

3 

5-42 

4 


0 

D 

6 

2-4$ 

3 

0 

0 

0 

3 

3-<4 

2 

0 

1 

1 

4 

l~60 

2 

0 

0 

0 


Totals 

33 

23 

2 1 1 

1 

59 


Group I Off thiouracil for three months or more and satisfa-tory 
Group 2 On ibiouractl and satisfactory 
Group 3 On thiouracil and unsatisfactory 
Group 4 Off thiouracil and unsatisfactory 

The position of the cases in the senes in June, 194S, is 
hown in Table II Of 13 patients who have been under 
mservation for three years or more, five have taken no 
hiouracil for 33 to 39 months and have not relapsed , three 
lave taken none for 21 to 31 months three relapsed off 
hiouraciktvvo of them again being controlled bv thiouracil 
nd two have been taken off thiouracil within the last six 
nonths Three patients are classified as unsatisfactory 
1) The patient off thiouracil is the onlv one in the senes 
iho developed a granulopenia with infection She refused 
iperation, and although living a normal life looking after 
ler family, is moderately thyrotoxic (21 This patient is 
dequatelv controlled bv thiouracil, but has manv symp- 
oms caused by her life being spent in three rooms with 
icr husband, two children, and her mother-m-Iavv (3) This 
latient feels well and does all her own housework, but has 
; persistent tachycardia and appears to be slightly toxic 
be states that visiting the hospital always makes her 
lervous 

Three cases are not included m Table II, and arc 
ccountcd for as fol’ows One man aged 23 died of 'uc 
lurahve bronchiectasis His thvroto\icosis was urder 
ontro! at the time of death Thvroidectomy has been 
terformed on tnc other two patients One of these was a 
inn aged 30 who had previouslv been treated by deep 
:-ra\ thcrapv for polycvthiemia rubra vera and developed 
i persistent granulopenia on thiouracil Before thvroid- 
■ctomv. when taking thiouracil, he was fit and doing full 
mtdoor work as a gas-meter inspector Now, fifteen 
nonths after thy roidectomv , he feels fit, but can onlv do 


clerical work indoors, ana is easily made breathless bv 
exertion In addition, the fins tremor of the fingers ha- 
retumed, the skin is silken and sweaty, and there is a slight 
increase in the pulse rate, which, however, was ne.er 
reduced below 90 per minute by thiouracil The basal 
metabolic rate is 95% of normal In the other case 
thyroidectom,’ was performed because of the great increase 
in the size of the thyroid 

Size of Thyroid 

The size of the thvroid was estimated at each visit bv 
inspection and palpation Four categories were made 
slight enlargement, when there was no visible goitre slight 
to moderate enlargement, when the enlargement was 
noticeable only when the patient swallowed , moderate 
enlargement, when an obvious goitre was present , and 
large In most cases there was some increase m the size 
of the thyroid after treatment began, but usually this was 
onlv slight and regression occurred after six months to a 
vear 

At present two patients have large goitres which cause 
no inconvenience No thy roidectomv has been advised, as 
in both cases some decrease in size is expected Two other 
patients had large goitres, but one of these has been 
removed surgically and the other has regressed to slight 
to moderate size, thiouracil administration having ceased 
One patient with a moderate enlargement underwent 
thvroidectomy, and five patients at one time showed 
moderate enlargement, but w all these cases the thvroid is 
now small Four patients have thyroids of slight to 
moderate size, and in eight the thvroid has shrunk from 
this size to onlv slight enlargement In the remaining 40 
cases the enlargement is slight. 

Complications dne to Thiouracil 

In five cases skin rashes have occurred in the early weeks 
of thiouracil tberapv Unfortunatelv , as all the patients 
were at the time taking phenobarbitone it is impossible to 
be sure whether this drug or the thiouracil was responsible 
In all cases the rashes faded in ? few davs after with 
holding phenobarbitone 

An unexplained fc\er occurred in four ca'es. but the 
temperature settled to normal m a few days without anv 
alteration in treatment 

Granulopenia (less than 1,000 neutrophil polvmorphs per 
c mm of blood) has been noted m eight ca'es O-e patient 
reported because she had developed a 'ore throat She 
had onginaliv presented with thv-rotoxico^is m Ju!v, 1944, 
and had been treated with thiouracil for 16 months, 
thiouracl then being stopped S^e bad remained in good 
health without thiouracil for IS months when a rmld 
relap-e occurred Th'ouracil, 0.2 g dailv, was given once 
more On the sixth dav after beginning thiouracil her 
granulocyte count was 2,100 per emm three days late- a 
'ore throat developed, and the rext day 'he was found to 
have 1S5 granulocvtes per emm of blood Thiouracil 
therapy was stopped and pen.cillin was given The cell 
eoant ro'c rapidlv and on the third dav after stopping 
thiouracil 'hawed 2 600 granulocvtes 
In the remairunc sc en ca'es of granulopenia there were 
no svmptoms o' signs of anv infective process, the cranulo- 
penia being revealed bv routine blood examination Tne 
duration of treatment before the on'et of granulopenia ,n 
these cases varied from four weeks to 16 months In 
three cases the polvmorph count was 3S4, 400, ard 
440 cells per cjnm , but the patients felt in their usual 
state of health In all seven cases the cel! count rose 
rapidlv when thiouracil was stopped, and none dev cloned 
an infection or was given anv antibiotic treatment 
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The further management of patients who have had 
granulopenia has varied. As already mentioned, the one 
who developed an infection refused operation and is 
moderately toxic, and one with granulopenia and no infec- 
tion has bad a thyroidectomy. Four patients have resumed 
treatment with thiouracil or methyl thiouracil, and over 
periods varying from six to 18 months have shown no 
further granulopenia. One patient proved sensitive to both 
thiouracil and methyl thiouracil, but after a slight relapse 
off thiouracil his condition is satisfactory. In the last case 
the granulopenia occurred on the day that thiouracil was 
stopped for a period of observation, and so far no thyro- 
toxic symptoms have recurred. In cases given thiouracil 
after having had a granulopenia the white cell count has 
been observed three times weekly for the first month and 
thereafter every six weeks. 

Other Complications 

Myxoedema occurred in a woman aged 66 who ivas 
admitted with severe thyrotoxicosis complicated by an 
acute mania. She responded rapidly to thiouracil, and 
medication was stopped after seven months. Nineteen 
months after cessation of the thiouracil she was found to 
be severely myxoedematous, with a basal metabolic rate 
71% of normal. The myxoedema in this case is not likely 
to be the result of thiouracil administration. 

Diplopia occurred in two cases. In one it lasted for only 
a few weeks during the early months of treatment. In 
the other it was a troublesome symptom that persisted for 
about six months. The cause was probably exophthalmic 
ophthalmoplegia. 

Pregnancy 

There have been three pregnancies in women taking 
thiouracil. In the first case the mother was kept on 
thiouracil throughout pregnancy. The infant was born 
alive with an easily palpable, rather hard thyroid. This 
became impalpable after feeding for one month on pooled 
human milk, and the infant is now a normal child of 2% 
years. In the second pregnancy thiouracil was not given 
for two months before delivery ; Lugol’s iodine, 10 minims 
(0.6 ml.) daily, was given instead. A normal infant was 
born. la the third pregnancy thiouracil was stopped four 
months before delivery and iodine was not given. A normal 
infant was born in this case also. Both pregnancies in 
which the thiouracil was stopped before delivery were 
followed by relapse of the thyrotoxicosis within three 
months of delivery. 

, \ 

Auricular Fibrillation 

Ten cases of thyrotoxicosis complicated by auricular 
fibrillation have been treated. In four the fibrillation was 
continuous and was associated with congestive heart 
failure, but in all cases the history suggested that failure 
had been present for only a few weeks. In the first case 
regular rhythm was established after 15 days’ treatment 
with thiouracil alone. In the second, auricular fibrillation 
persisted after nine weeks’ treatment with thiouracil alone, 
although the thyrotoxicosis appeared to have been con- 
trolled. When regular rhythm was restored by quinidine 
after digitalization a transient motor aphasia occurred, 
presumably the result of a cerebral embolism. The third 
and fourth cases were treated successfully by quinidine on 
admission to restore regular rhythm, and then by thiouracil 
to control the thyrotoxicosis. In five patients paroxysmal 
fibrillation was shown by electrocardiography to be present 
In four of these the fibrillation was controlled by thiouracil 
alone, but in the fifth the paroxysms of fibrillation were 
so frequent and the patient's condition so distressed by 
cardiac failure that digitalis was given, and regular rhythm 


was restored by quinidine before thiouracil was used. In 
the tenth case fibrillation was known to have been present 
for three years and heart failure for two months. The 
patient had been receiving digitalis since the onset of the 
fibrillation. She was treated by complete rest in bed and 
injections of mersalyl, and methyl thiouracil, 0.2 g. daily, 
with steady improvement. After three weeks the digitalis ■' 
was stopped and the improvement continued. The oedema 
had gone after six weeks. ’ 

In all ten cases, once the thyrotoxicosis was adequately 
controlled, the administration of digitalis and quinidine, if 
they had been given, was stopped, ahd treatment was con- 
tinued with thiouracil alone. In the last case slow fibrilla- 
tion continues without evidence of heart failure, but in 
the others no recurrence of fibrillation has been observed 
while on thiouracil. -The periods of observation since 
restoration of regular rhythm vary from seven to 27 months. 

Koilonychia 

Koilonychia has been noted in seven of the 51 cases seen 
between October, 1945, and January, 194S (Table III). All 

* t’j 

Table HI . — Showing the Haemoglobin Level in the Patients having 
Koilonychia 







Case 

Haemoglobin on Admission 

Haemoglobin After 1 Year 

i .. .. 




86% 

5 '. ; '. . 

•. !I 



86% 

6S% 

4 .. .. 

7S% . 



94% 

s .. .. 

94% 





6 .. .. 

45% 



— 

7 .. .. 

86% 





were in women, and a history of thyrotoxicosis lasting a 
year or more before reporting for treatment was usual. 
Only Case 6 was given iron. The haemoglobin level 
(Haldane) on admission is shown in the table. In four of 
the cases in which one year’s follow-up has been possible 
the koilonychia has entirely disappeared and a normal 
strong nail has grown. None of these cases was given iron, 
and in three there was no rise in the haemoglobin level. 

Discussion 

In this series of cases thiouracil has proved satisfactory 
in the treatment of thyrotoxicosis, and only one patient 
of those given thiouracil alone has had to obtain lighter 
employment because of the disease. The disability in this 
case was probably less than that of the first patient who 
had a thyroidectomy and in whom symptoms returned 
after the operation despite a basal metabolic rate 95% of 
normal. The symptoms in this latter case are similar to 
those described by Martin (1948), and it is curious that 
they were not present when the basal metabolic rate was] 
reduced to 100% by thiouracil. 

The one serious complication encountered- has been 
granulopenia, and only a high degree of co-operation on 
the part of the patients has avoided a catastrophe. Several 
have reported to the hospital or to their own doctors with 
sore throats, but only one was found to have a granulo- 
penia. The position of those In whom a granulopenia was 
discovered by routine blood examination is not certain. 
Agranulocytosis usually occurs with great rapidity, as in 
the case in the present series, and in the only patient- with 
granulopenia whom it was possible to keep in hospital for 
observation the neutrophil polymorph count remained low 
for IS days while thiouracil was given, rose when thiouracil 
was withheld, and remained normal when methyl thiouracil 
was used. This suggests that granulopenia is not neces- 
sarily a prelude to agranulocytosis. Five patients who 
developed granulopenia' were again given thiouracil or 
methyl thiouracil after an interval off the drug had allowed 
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:covery. Only one of these developed a further granulo- 
enia, which appeared in the first few days after starting 
le drug. B 

' The management in pregnancy is a matter requiring 
'further observation. The enlargement of the infant thyroid 
"that was found when thiouracil was given throughout 
pregnancy, has been previously reported by Eaton (1945). 
It is probably best to stop thiouracil administration some 
months before delivery. As thiouracil is excreted in 
maternal milk no mother taking thiouracil should suckle 
,her child (Williams et a!., 1944; Chesley, 1944). 

Although thiouracil alone may restore regular rhythm 
jin thyrotoxic auricular fibrillation it does not always do 
so, and sometimes, when the thyrotoxicosis is slow in 
' responding, may take a long time, during which there is 
some danger of embolism. After the episode of embolism 
which occurred in the second case with auricular fibrilla- 
_ lion it was thought safest to establish regular rhythm with 
quinidine at the earliest possible moment in all cases where 

• the fibrillation was not of long duration. Accordingly such 
cases were admitted as emergencies to the ward, digitalized 

• on admission, and then given quinidine. In many cases, 
j however, like the one here reported, the fibrillation may 
' be allowed to continue and the heart failure will respond 

to thiouracil alone (Cookson and Staines, 1947). 

Koilonvchia has been noted previously in thyrotoxicosis 
and its disappearance after treatment with thiouracil 
reported by Cooke and Luty (1944). It is evident from 
their records, and from the observations on the first three 
leases shown in Table III, that the koilonychia in thyro- 
toxicosis is unrelated to the haemoglobin level. 


Summary 


A series of 62 consecutive cases of th> rotoxicosis were treated 
with thiountcil or methyl thiouracil. All cases responded to 
the drug, and only one man treated with thiouracil alone had 
to obtain lighter employment. The time spent off work was 
i usually less than six weeks from starting thiouracil therapy. 
: In three cases the results were regarded as unsatisfactory. 

Thyroidectomy was performed in /two cases, the indications 
being persistent granulopenia and excessive thyroid enlarge- 
ment respectively. One patient died from suppurative 
bronchiectasis. 


•h 


Granulopenia occurred in eight cases. In one there was 
infection, which was controlled by penicillin ; the others were 
found on routine blood examination. Four of these cases 
have resumed thiouracil therapy without further granulopenia. 

One patient developed mvxoedema after being off thiouracil 
for 19 months. 

Two patients developed transient diplopia, probably due to 
exophthalmic ophthalmoplegia. 

Three pregnancies occurred. Thyroid enlargement was noted 
in the child in the only case in which thiouracil was given 
throughout pregnancy. 

The treatment adopted for continuous auricular fibrillation 
of short duration was to restore regular rhythm with quinidine 
as soon as possible, and to stop quinidine administration when 
the thyrotoxicosis was controlled. Paroxysmal fibrillation 
responded to thiouracil alone. 

Koilonychia was noted in seven of 51 cases. In three of these 
normal nails were formed in about one year without any rise 
in haemoglobin. 

I wish to thank Professor R. S. Aitkcn for giving me charge 
of these patients during my term as his assistant. 
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THYROTOXIC AURICULAR FIBRILLATION 
TREATED WITH THIOURACIL 

BY 

J. F. GOODWIN, M.D., M.R.C.P. 

( Research Fellotv and Tutor in Therapeutics. University of 
Sheffield; First Assistant, Royal Infirmary, Sheffield) 

Thiouracil compounds have been shown to be. effective in 
causing reversion to sinus rhythm in .cases of thyrotoxic 
auricular fibrillation. Cookson (1945) secured reversion in 
three out of 10 cases treated with thiouracil alone, but 
noted that one of his failures had mitral stenosis. Out 
of Nussey’s (1944) three patients sinus rhythm was restored 
by thiouracil in one. In a later paper Cookson and Staines 
(1947) claimed reversion to sinus rhythm with thiouracil 
alone in eight out of 16 patients after an average of 35 
days’ treatment, the longest period being 15 weeks and the 
shortest four days. Associated cardiac disabilities (mitral 
stenosis) are reported in only one of the patients with per- 
sistent fibrillation, McGavack and others (1945) reported 
reversion to sinus rhythm with thiouracil alone in 12 out 
of 18 patients, one of the 1'2 having bundle-branch block. 
Grainger’s (1945) two patients with fibrillation both reverted 
spontaneously to sinus rhythm. Clarke (194SI achieved 
reversion to sinus rhythm in three out of six patients with 
thiouracil alone, while Wilson (1946) reported reversion to 
sinus rhythm in five out of six cases included in the present 
series. 

The object of this communication is to present briefly 
the effect of treatment with thiouracil drugs on cases of 
auricular fibrillation due to thyrotoxicosis, and to determine 
the value of certain associated factors in assessing the 
likelihood of reversion to sinus rhythm without additional 
therapy. Out of 144 thyrotoxic patients attending the 
endocrine clinic 28 fI9%) had auricular fibrillation. All 
had been treated with thiouracil compounds (thiouracil, 
methyl thiouracil, or propyl thiouracil) for not longer than 
two years, and were cases of secondary thyrotoxicosis. 
Their ages ranged from 32 to 6S years (average. 50). 
Thirteen patients reverted to sinus rhythm with thiouracil 
treatment: quinidine was deliberately omitted in order 
to investigate the long-term effects of thiouracil on 
auricular fibrillation. The average amount of thiouracil 
compound given was 50 mg. daily. Six of the patients 
received digitalis to control ventricular rate ana congestive 
failure. * 

Apart from 1 1 patients who had a systolic blood pressure 
of 160 mm. Hg or greater, there was no clinical evidence 
of cardiovascular disease. Cardiomegaly was present in 
18 cases. In no case was the systolic blood pressure 
greater than 190 mm. Hg. Two patients with persistent 
auricular fibrillation have been excluded from the analysis, 
as the thyrotoxicosis is not yet under control. 

Group I : Patients in whom Auricular Fibrillation Persisted 

In each of the 13 patients in this group the thyrotoxi- 
cosis was well controlled but the fibrillation persisted. The 
average age was 52 years, and the duration of symptoms 
before treatment varied from three months to 12 years, the 
average being 77 months. The duration of treatment up 
to the present has varied from one month to two years, the 
average being 1 1 months. Before treatment was started 
five patients had a systolic blood pressure of 160 mm. Hg 
or greater, while slight to moderate cardiomegaly was 
present in nine patients. The cases are summarized in 
Table I.' 
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Table J. — Group 1 Cases 


Case! 
No. ; 

i 

Age 

Duration 

of 

Disease 

Before 

Treatment 

Duration 

of 

Treatment 

[ 

b:p. 

Before 
Treat- ' 
ment 

Heart 

Enlarged 

Before. 

Treatment 

Digitalis 

Given 

E.C.G. 

Before 

Treatment 

I 

55 

9 years 

[ 8 months 

170/75 

4- 

— 

! AF only 

2 

57 

d 

1 2 years 

120/60 

170/? 

— 

— 

RBBB 

3 

68 

3 ., 

1 6 months 

4- 

D 

AF only 

4 

52 

3 months 

' 8 99 

I month 

i „ 

140/70 

4- 

D 

CCI 

5 

60 

Not known 
j exactly 

170/110 

+ 

~ 

6 

52 

18 months 

. 

— 

D 

— 

1 

61 , 

i 1 Shears . 

6 „ 

130/100 

+ 1 

D 

— 


49 

12' „ 

1 9 

140/75 

+ 

— 

— 

9 i 

35 

12 „ 

1 year 

150/85 

— 

D 

: 

Ah only 
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D = Digitalis. CCI = Chronic coronary insufficiency. RBBB = Right bundle' 
branch block. AF = Auricular fibrillation. 


Electrocardiographic Changes . — Electrocardiograms were 
recorded from nine patients before treatment. Apart from 
auricular fibrillation, four were abnormal: right bundle- 
branch block was found in one subject, while three others 
showed chronic coronary insufficiency. Of the four patients 
showing abnormal curves, only one had hypertension, 
and of the five patients with hypertension only one had 
electrocardiographic abnormalities other than auricular 
fibrillation. 

Fig. 1 is an electrocardiogram of Case 12, representative 
of the more severe type of changes seen ; Fig. 2 (Case 4) 
is iepresentative o t_ minor changes ; and Fig. 3 is an electro- 
cardiogram of Case 2, showing right bundle-branch block. 

Group II : Patients in whom Auricular Fibrillation 
Reverted to Sinus Rhythm 

The average age of the 13 patients in this group was 
49 years. The duration of the disease (but not necessarily 
of the fibrillation) before treatment varied from four months 
to 10 years, the average being 50 months, while the dura- 
tion of treatment before sinus rhythm was restored varied 
from one week to four months, the average being six weeks. 
Only one patient received digitalis. Six patients had a 
systolic blood pressure of 160 mm. Hg or greater before 
treatment. Case records are summarized in Table II. 




Fig. 2. — Lao 4 Auucular fibrillation. There is a small Q wave 
(1 mm. anmir.t. ie) in Lead II. There is 0.5 mm. elevation of the SI 
segment in I «_vJs I! and HI and I mm. elevation in Lead CF, (1 cm 
= 1 mv.) I : c r wave is inverted in Lead CF«. One premature 
ventricular omi- taction in Lead If. (No digitalis.) 
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D = Digitalis. SR = Sinus rhythm. CCI = Chronic coronary insufficient.' 
AF = Auricular fibrillation. 


Electrocardiographic Changes . — Electrocardiograms wer 
obtained in 11 patients before treatment. In two subject 
(both with slight hypertension) changes indicating chroni 
coronary insufficiency in addition to auricular fibrillation 
were present, while in a third patient first-degree A- 1 
block was seen after sinus rhythm had been restored. 

It may be said, therefore, that six patients showed som 
evidence suggesting cardiovascular disease associated wit 
but not due to thyrotoxicosis. 

Discussion 

These results indicate that' reversion to sinus rhythm tna 
be expected from thiouracil treatment alone in appro.v 
mately 50% of cases, and show that thiouracil compound 
are at least as effective as surgery in this respect (Hurxtha 
1930 ; Anderson, 1932). Reversion is not, as Cookso 
(1945) suggests, a satisfactory measure of the control c 
the disease, although no patient has been shown to revei 
to sinus rhythm unless the disease is fuliy controlled. 0 
the 28 cases, 26 were rendered clinically non-toxic b 
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thiouracil drugs, so that persistence of auricular fibrillation 
suggests that some other cardiac abnormality might be an 
important factor in the cases in the second group. Six 
patients in this group showed clinical or electrocardio- 
graphic stigmata suggesting associated cardiovascular dis- 
ease, compared with seven patients in the first group. 
Systolic blood pressures of 160 mm. Hg or over occurred in 
five patients in Group I and six patients in Group II ; but 
electrocardiographic abnormalities were present in four out 
of nine patients in Group I and two out of 11 patients in 
Group II. 

The average period of treatment to obtain reversion in 
this series was six weeks, while the average duration of 
symptoms before treatment was greater in Group I than in 
Group II. It is unfortunate that the duration of fibrilla- 
'ion before treatment could not be ascertained. Digitalis 
was given to a larger number of patients in Group I than 
m Group II. No difference in the ability to abolish fibril- 
lation was detected in any one of the three thiouracil com- 
pounds used. Finally, there was a higher incidence of 
electrocardiographic abnormalities in the patients with 
persistent fibrillation. 

Conclusion 

In view of these findings it seems reasonable to conclude 
that if sinus rhythm is not restored by thiouracil alone after 
i maximum period of four months auricular fibrillation 
may become permanent unless other measures are taken. 
In these circumstances it is suggested that quinidine should 
be given to restore sinus rhythm if the thyrotoxicosis is 
under control. If thyrotoxicosis has not been effectively 
controlled by thiouracil, alternative treatment should be 
considered. There appears to be no reliable method of 
gauging the prospect of stopping fibrillation with thiouracil 
alone in any given patient, but the presence of electro- 
cardiographic abnormalities indicating associated cardio- 
vascular disease lessens the chance of reversion. Sinus 



Fig 1 — Cam 2 — There is rich! axis deviation. Auricular fibrflb- 
uon The QRS duration is 0.12 sec in Leads III and CF., and 0 1 sec. 
in Leads I and II. The T \va\c is biphasic in Lead III and is sfcarpb 
inserted in Lead CF.. There is a secondary R wave in Leads II. 111. 
and CF,. One premature ventricular contraction can be 'cen in 
Lead 111. These char.pcs are indicative of intraventricular block, 
prebabh right bundle-branch block (No did alis ) (1 cm. = Lmv.l 
(It IS of interest that further studies two pears later, urine augmented 
unipolar leads, showed complete rich, bundle-brarch block ) 


rhythm is also less likely to return if the patient has a 
history of symptoms for more than 44 years before treat- 
ment. It is possible that digitalis tends to establish fire 
arrhythmia, and its use should be a\ oided except where 
there is associated congestive heart failure 

I -ish to thank Professor E. J. V.ayr.e for helpful criticism, ard 
Dr Andrew Wilson for his notes on the earlier cases n the serio- 
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PHENOLOGY OF BRITISH HAY-FEVER 
PLANTS AND ITS SIGNIFICANCE 
TO ALLERGISTS 

BY 

H. A. HYDE, M.A., F.L.S. 

( From the National Museum nf Wales Cardin ) 

It is generally accepted that polien can cause hay-fever only 
if it is actually present in the air and in significant quantity : 
in other words, that hay-fever is exclusively an inhalant 
allergy. Skin tests, it seems to be agreed, are very helpful 
in diagnosis but are by no means infallible. Even if a 
patient gives a positive reaction to a reliable pollen extract 
it is necessary before making the diagnosis to show that 
his symptoms coincide in time with the incidence of pollen 
of the type concerned ; if they do not he should be pre- 
sumed non-allergic to that type of pollen. It is therefere 
important that those interested in hay-fever and pollen 
asthma shou'd know what pollens are likely to be present 
m the air at various times and in what relative quantities. 

The study and recording of periodical phenomena of 
this kind is known as phenology. 1 During the past seven 
years the phenology of BnUsh hay-fever plants, and in 
particular of atmospheric pollen, has been studied clcseiy 
by the method of pollen-trapping. The polien caught on 
glass microslides, exposed day by day for a year or more 
at some fourteen stations in Great Britain — from South 
Wales and London to as far north as Aberdeen — has been 
analysed at Cardiff. Some of the results so far obtained 1 
are summarized in the accompanying diagram. 

The prine.pal pollen types can be grouped under three 
headings — trees and shrubs, grasses, and other herbs. All 
the most important tree pollens are liberated in the spring 
Grass pollens dominate in the months of June and July 
Thereafter relatively little pollen is present in the air except 
locally. 

The thick lines in the diagram indicate the periods during 
which the respective pollens are likely to be present in the 
air in lowland localities in the south of Great Britain. 
The thinner extensions of the thick fines indicate that the 
pollens are usually present in smaller quantities both before 

'Or pbenomr".o* 02 j. Gree\. phee^orrtnon, an appen^onec; loza. 
a discourse. 

: H\de, H A., and Williams. D. A. “ S'ud es in 
Pollen,” MIL Xew Phyzo’ozisr. 43-5. 1944-6 H>de, H A. 
“ Stnd'es in Atmospheric Pollen,” IV- V. Unpublished. 
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filter through good-quality filter paper. The filtrate should be 
clear. Add 0.5 ml. of the filtrate to 5 ml. of Benedict’s qualita- 
tive reagent and treat--as before. __ 

With a Duboscq colorimeter set the unknown at 10 and 
read the standard. Let the reading be R. 

. (40 - R)X 5 (dilution) (40 - R) x 5 grammes 

‘ 2 (for using (L5 instead of 0.25) 2 P cr ' ltrc 

That is, we can read the amount direct as if we are using 
0.1 ml. of urine (from the table and Fig. 1). 

With the Lumetron 2 ml. of file supernatant fluid is mixed 
with 8 ml. of water (as usual). The transmission is read on 
the line of 0.1 ml. of urine. For the amount of sugar in milk 
divide by 10 to get grammes %. The result is multiplied 
finally bv 67/50^ the reduction factor for lactose. 
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Medical Memoranda 


Surgical Treatment of Rabies 

Cauterization of bites by rabid animals, as recommended by 
the Pasteur Institutes, might advantageously be combined with 
the modem surgical technique of excision of contaminated 
wounds. Complete destruction of the virus by cauterization 
alone is at best fortuitous, and unlikely in extensive, deep, and 
punctured wounds. 

I have recently seen three fatal cases of rabies following 
dog-bites. One patient received no prophylactic treatment, but 
the other two (Anglo-Indian children aged 2 years 3 months 
and 2 years 5 months) had their wounds thoroughly cauterized 
shortly after infliction. They were also given a full course of 
anti-rabic vaccine (5 ml. subcutaneously every day for 14 days), 
although there was an unavoidable delay of two days in institu- 
ting vaccine treatment in one case, and of nine days in the 
other. The risk of rabies in these two patients was admittedly 
serious, as the bites were facial and of considerable severity. 

I suggest the following procedure in the treatment of wounds 
inflicted by rabid or ‘presumably rabid animals : 

(1) Thorough cauterization of the wound with concentrated nitric 
or pure carbolic acid. This is done immediately, and on no account 
delayed until preparations for operation have been completed. 

(2) The skin is carefully sterilized over a wide area with pure 
rectified spirit, and then with tincture of iodine. 

(3) The aim of surgical treatment is complete excision en bloc of ail 
lacerated and potentially infected tissue. All dissection takes place in 
uncontaminatcd tissue-planes, with an ample margin of clean tissue 
to act as a barrier, a fresh knife being used for each wound. 
Scrupulous care is required to keep contaminated instruments sepa- 
rate (e g., those used to put tension on the edges of the original 
wound), and at the earliest moment all contaminated instruments 
arc treated with pure lysol, washed, and re-sterilized. 

(4) The surgical wound resulting from excision is then cauterized 
with the same- agent that was used originally. After haemostasis has 
been secured the wound is left unsutnred and dressed. 

This technique is open to certain objections. Dr. N. 
Veeraraghavau, director of the Pasteur Institute, Coonoor (per- 
sonal communication), observes in experimental animals that 
rabies i~. produced as quickly by inoculation of the sciatic nerve 
as of the subdural space. He raises the question of similar 
inoculation of nerve trunks during surgical excision of the 
wound, although it seems likely that this danger could be 
avoided by immediate cauterization of the surgical wound and 
careful technique to avoid contamination in the operative field 
by the surgeon and his instruments. 

There seems ground for experimental work to establish the 
value or otherwise of the above procedure. If proved to be 
effective, the method would be indicated in cases with strong 


presumptive evidence of infection with rabies ; in cases "here 
the wounds were amenable to radical excision ; and in centres 
possessing adequate surgical facilities. In more remote areas 
the present method of treating wounds by cauterization alone 
would continue to be employed. In either case, a full course of 
anti-rabic vaccine would be necessary. 

Kolar Gold Field. India. W. B. ROAN7REE, M.D., F.R.C.S.Ed. - 


Hypnosis and Suggestion in Obstetrics 

Below are given the histories of three cases in which use was 
made of the power of suggestion to the subconscious mind so 
that the activity of the normal conscious levels and the con- 
comitant highly developed critical faculties were temporarily 
suspended. 


Case Reports 

Case 1. — The patient, a priniigravida aged 21, was admitted tQ 
hospital as an emergency with a diagnosis of obstructed labour, having 
been in the second stage of labour for six hours after' a first stage 
of about twenty-four hours. On examination rather painful uterine 
contractions were still present, although they were much less severe 
than they had been, the vertex was engaged but a large caput had,’ 
formed, and there was excessive moulding of the foetal head. The' 
cause of the delay appeared to be a relative disproportion between 
the presenting part and the outlet, together with incomplete anterior 
rotation of the occiput. The head was fitting extremely tightly in 
the birth canal and seemed completely “ stuck.” A condition of light 
hypnosis was induced and the patient was instructed to relax, which 
she did sufficiently well to enable the occiput to be rotated more to 
the front and the forceps to be -applied correctly. During delivery 
of the baby the mother was able to co-operate and use her own 
expulsive muscles while traction was being made. She later stated 
that she had had no actual pain but that she felt “ like another 
person.” Although the tissues of the perineum were very thick, 
only a very small episiotomy was required. The placenta was expelled 
naturally after 20 minutes, and the baby, which cried lustily, 
weighed just over 10 lb. (4.5 kg.). 

Case 2.— A primigravida aged 32 with a twin pregnancy it as 
admitted to hospital as a booked case, having regularly attended 
the antenatal clinic. Her membranes ruptured two hours after' 
labour pains had started, and progress was very slow, as is often the 
ease with multiple pregnancies, so that towards the end of the third 
day of labour she was much distressed and exhausted in spite of the 
administration at intervals of pethidine hydrochloride in doses of 
100 mg. each and other sedatives such as chloral hydrate and 
potassium bromide. The cervix was then a little more than two- 
thirds dilated but was very oedematous, and the patient constantly 
reiterated her strong desire to bear down with each contraction. 
Doubtless this inability to relax properly during the first stage was 
partly responsible for the oedema and slow dilatation of the cervix. 
In spite of the presence of painful uterine contractions therapeutic 
suggestion was attempted, and after about fifteen minutes the patient 
began to respond and became much quieter and more relaxed. A few 
minutes later she was sleeping, although strong contractions were 
still occurring. The suggestion of “ No pain ” was continued at 
intervals for another ten minutes or so, and she remained asleep 
for some, hours. When re-examined later, on awakening, her con 
dition was much improved, the cervix being nearly fully dilated anc 
the oedema having disappeared. She then stated that she fell 
much refreshed and that all she could temember was a feeling ol 
drowsiness associated with a sensation of being “ far away — as if 1 
were floating in space.” The rest of the labour progressed normal!) 
and satisfactorily and both babies were- born in good condition. 

Case 3 . — A primigravida aged 24 was admitted to hospital owing 
to a prolonged first stage and an impending uterine inertia.' She 
had been in labour for between two and three days and was becoming 
exhausted and depressed. On examination the cervix was nearly 
three-quarters dilated and the membranes were still intact. A light 
hypnotic sleep was then induced and the suggestion made that she 
would sleep until it was time to “ push the baby out.” She slept, 
although slightly restless now and then, for some hours.'and soon 
after waking second-stage contractions began and labour then con- 
tinued normally and uneventfully. 

These three cases illustrate to some extent 'what can bf 
achieved if the so-called “ subconscious mind ” can be utiHzcci- 
in aiding the removal of fear and tension and the promotion 
of relaxation both of mind and of body. , 

George Newbold, M.R.C.S., D.R.C.O.G., M.M.S-A. 
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CLINICAL ENDOCRINOLOGY 

Clinical ’ ■ ' ’ ' “■ " 'oners and Students. By 

’ Laurence " " ' ■ ‘..C.P., and Martin Hynes, 

M.D.(Car ' 1 bv Sir ’ Lionel Whitby, 

C.V.O., M.C., M.D., F.K.C.P., D.P.H. '(Pp. 222; S plates and 
22 text-figures. 15s.) London: J. and A. Churchill. 1948. 

There have been many books on endocrinology in recent years, 
and a fresh one therefore needs to be considered critically. 
But this work fully justifies itself, and will be of great value 
to those who need an uhbiased survey of the subject in compact 
form and at a very reasonable price. 

This book is a model of conciseness without irrelevance. 
Within its 220 pages wilt be found a clear' presentation of 
the present state of orthodox clinical experience in endo- 
crinology. The authors rightly coniine themselves to recognized 
sound knowledge, and speculation and hypothesis are reduced 
to a minimum. The book is divided into the traditional 
sections, and at the end of each is a well-chosen list of- modern 
references, the value of which is increased by the inclusion of 
--the full titles of all papers quoted. Perhaps the severest test 
‘ of a work of this type lies in its handling of the complex dis- 
turbances referable to dysfunction of the sex glands. Nearly 
half the book is devoted directly or indirectly to such dis- 
turbances, and a clear account is given of this difficult subject. 
The Uses, and equally the shortcomings, of the sex hormones 
in therapy are critically, presented, and undue enthusiasms are 
avoided. The relations between Cushing’s syndrome and 
the adrenogenital syndrome are well described. Pseudo- 
hermaphroditism is included in the latter section, and the rela- 
tionship of this to adrenal hyperfunction is lucidly explained. 
In discussing the relative places of surgery and of thiouracil in 
- the treatment of thyrotoxicosis, the author rightly stresses the 
importance of considering the social and domestic circumstances 
and the quality of available surgery. 

There are few omissions of importance. The value of urinary 
calcium excretion in the diagnosis of hyperparathyroidism is 
not adequately stressed, and references to the recent work of 
Albright on this disease are not given. But elsewhere the 
treatment is up to date and well balanced. There is an 
excellent index, which adds to the value of a book which can 
be thoroughly recommended to all who need a straightforward 
guide to modern clinical endocrinology. 

CnHBEKT Cope. 

PRACTICE OF ENDOCRINOLOGY 

■ The Practice of Endocrinology. Edited by Raymond Greene. 
M..-Y. D.M., M.R.C.P. The Practitioner Textbooks. (Pp. 366 : 

52 illustrations. £2 12s. 6d.) London: Eyre and Spottiswoode 
(Publishers), Ltd. 194S. 

This is one of the Practitioner series. It is edited by Raymond 
Greene, xvith the collaboration of A. C. Crooke, Donald 
Hunter, R. D. Lawrence, J. M. Robson. F. F. Rundle, and 
r ~P. H. Sandifer. As often the case in a work written by several 
people, authors of the different sections vary greatly in the 
way they handle their subjects. 

Raymond Greene's contributions are scholarly and practical, 
and pleasantly seasoned with wit. His chapters on the thyroid 
gland and on adiposity are outstandingly good. The description 
of thyrotoxicosis is full, and enlivened by short but vivid 
descriptions of cases ; and his account of treatment not only- 
gives a very fair assessment of the relative merits of thiouracil 
and thyroidectomy but also affords due attention to preventive 
and psychological factors, including the patient’s private worries 
and the dangers of disciplinarian ward sisters. Little is said 
/ about’ the management of the ophthalmic form of Graves's 
disease (which can be a major clinical problem), and Ida 
Mann’s views on treatment with thyroid or testosterone are 
not discussed. 

The sections on the pituitary and the adrenal by A. C. Crooke 
are in an entirely different style. For one thing, they cpntain 
more references than are provided by all the other chapters 
put together. As the book is for general practitioners, to' pro- 
vide them with so much detail and so many references seems 


rather like giving the complete sixteen-volume Oxford Dic- 
tionary to a foreign tourist For example (radiological changes 
in the chiasmal syndrome, p. 31) : “ Kombium and Osmond 
said that the anterior clinoid processes were elongated and 
eroded in 37.9% of their cases, and in 23% they were elongated, 
but otherwise normal. In 18.9% they were affected differently 
on the two sides. . . . [They] found erosion of the tuberculum 
in 58.2% of their cases.” This standard of detail is kept up for 
pages on end, smothering the essentials in minutiae. 

Among the other contributors, Lawrence writes on diabetes 
with his usual simplicity and brevity, and in one of the shortest 
articles of the book manages to include all the major facts 
and practical points the practitioner could wish for. Donald 
Hunter and P. H. Sandifer give equally succinct accounts of 
the parathyroids and the thymus respectively. There are more 
than fifty excellent plates in the book, and the coloured print- 
ing is beautifully done. The book sets a high standard and 
is a welcome addition to the- literature of endocrinology. 

Richard Asher. 

INTRODUCTION TO ENDOCRINOLOGY 

General Endocrinology. By C. Donnell Turner, Ph.D. (Pp. 604 : 
illustrated. £1 15s.) Philadelphia and London : \V. B. Saunders 
Company. 1948. 

The author is Associate Professor of Zoology at North Western 
University, and this determines the keynote of a biological 
approach. The book “ is intended primarily for advanced 
in\ estigators and practising physicians.” The introduction 
contains a historical review, and the second chapter, on biology, 
ranges over many zoological species. The chapter on the thyroid 
is sound and comprehensive, though brief, and includes a con- 
sideration of the mechanism of thyrotropic hormone, radio- 
active iodine, and thiouracil. The renal theory of action of 
parathormone is well presented. The account of the physiology 
and biochemistry of the adrenal medulla 1's particularly good. 
The adrenocorticotropic factor of the pituitary is not ade- 
quately dealt with, when account is taken of the experimental 
and clinical work of the past two years ; the “ alarm reaction ’’ 
is given but a small paragraph. The section on the physiology 
of the ovary is one of the best contributions to this subject. 

On the whole the book is an excellent and sound introduction 
to endocrinology, providing as it does all the advantages of a 
comparative morphological' approach. Some 160 illustrations 
and diagrams augment its value and clarity. 

S. Leonard Simpson. 

PSYCHOBIOLOGY 

The Psychology of Behaviour Disorders. A Biosocial Inter- 
pretation. By Norman Cameron, M.D., Ph.D. (Pp. 622. 25s. 1 
New York: Houghton Mifflin Company. London: HR. Lewis 
and Co 

The psychobiological school of psychiatrx, initiated by Adolf 
Meyer, attempted to interpret the behaviour of psychiatric 
patients as that of unitary individuals. No symptom could be 
referred to as solely the effect of, say, a lesion in the brain or 
the manifestation of an abnormal hereditary tendency ; every 
phenomenon was the product of an interaction between an 
individual, a psychobiological unity, and the total environment 
This teaching provided a valuable corrective tendency, but it 
has not proved very productix-e in research. Dr. Cameron’s 
work stems from this school, but takes a more extreme posi- 
tion. Every phenomenon in human behaviour is related to 
the psychological aspects of serial relations. This means a 
complete break with psycho-analysis, no less than with 
neurological psychiatry, genetics, constitutional medicine, and 
physiological pathology. There are no instincts, no conditioned 
reflexes. In an infant the act of sucking has no reflex basis, 
it is a manifestation of his attitude to his mother. The special 
abilities of the surgeon are solely the result of learning and have 
no basis in innate dexterity. There is no brain pathology for 
schizophrenia ; it can be derived from norma! behaviour on 
the basis of adjustive insufficiency and habit deterioration. 
Personality is .the organization of interlocking behaviour 
systems that each of" us develops through learning processes. 

The author sees the xvorld in shades of light and dark and 
xxithout colour, though his analysis of the factors of strain, the 
processes of habituation, which arise from human relations 
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and play their part in psychiatric illness, is often acute and 
instructive. It is not in fact germane to his case to' pretend 
that this is the whole of the picture, and his thesis would have 
been much stronger if he had left room for specific effects 
from specific agents. As it is, he is unable to explain how in 
indistinguishably different environments one patient becomes 
an obsessional, another schizophrenic, 

Eliot Slater. 

GYNAECOLOGICAL HISTOLOGY 

Gynaecological Histology. By Josephine Barnes, M.A., D.M., 

M.R.C.P., F.R.C.S., P.R.C.O.G, (Pp. 242; 162 illustrations. 

£1 10s.) London; Harvey and Blythe. 

This small volume contains 162 photomicrographs which are 
intended to illustrate the histology of gynaecology. The selec- 
tion has been made with care and is fairly representative. In 
addition to short descriptions below each illustration Miss 
Barnes has given a brief resume' of the normal histology of 
the female pelvic organs, with a brief classification of 
gynaecological affections. 

The best feature of the book is the quality of the majority 
of the photomicrographs, and students should have little diffi- 
culty in learning the peculiarities of the different types of 
histological material if the illustrations are studied carefully. 
Figures 22, 23, 24, 26, and 63, however, are flat and below 
standard. 

The book is much too short, and is uninspiring. The 
classification and description of tumours of the ovary is far 
too elementary and unsound in many ways. The description 
of affections of the vulva is not up to date. The book reflects 
none of the erudition of a Robert Meyer, of an Oscar Frank!, 
or of an Emil Novak, and the price is perhaps too high for a 
work of this kind. 

Wilfred Shaw. 


BOOKS RECEIVED 

(Rciveir is not precluded by notice here of books recently received 

Current Therapy 1949- Edited by H. F. Conn, M.D. <Pp. 672 
50s.) London; W. B. Saunders. 1949. 

A symposium of the latest approved methods of treatment. 

Pharmacopoeia of the University College Hospital, *949 
Edited by T. D. -Whittet, Ph.C.. D.B.A. (Pp. 147. 7s. fed. 

Shrewsbury : Wilding. 1949. 

Extensively revised. 

Atomic Energy Year hook. Edited by J. Turin, D.Sc. (Pp. 237 
21s.) London; Temple Press. 1949. 

Contains sections on the radioactive isotopes. 

Cornell Conferences on Therapy. Edited by H. Gold, M.D. 
and others. Vol. 3. (Pp. 337. !7s. fed.) London; Macmillan 

1948. 

Verbatim reports of fifteen conferences' at the Cornell Mcdica 
College. 

Symposium de Hematologia y Hemoterapia, 194a. By 3. Guns! 
and others. (Pp. 522. No price.) Madrid Miguel Servct." 1948 
The Spanish text is provided with summaries in English. 

The Dentists Register, 1949. Issued by the Dental Board of thi 
United Kingdom. (18s.) London; Constable. 1949. 

Transactions of the Third American Congress on Obstetric, 
and Gynecology. Edited by G. W. Kosmak, M.D., and N 
Rutherford, M.D. (Pp. 412. S9.00.) Oregon : The Western Journal 
of Surgery Publishing Company. 1949. 

Full proceedings of the 1947 Congress. 

Public and Personal Hygiene. By F. A. E. Crew, M.D., D.Sc., 
Ph.D., D.I.H., F.R.C.P.Ed., F.R.S. (Pp. 12S, 2s. Sid.) London: 
The St. John Ambulance Association. 1949. 

Twelve lectures for laymen. 


HISTOLOGY FOR MEDICAL STUDENTS 

Human Histology. A Guide for Medical Students. By E. R. A. 
Cooper, M.D. Second edition. With foreword by F. Wood 
Jones, F.R.S., F.R. C.S. (Pp. 432 ; 4 coloured plates and 257 
in text. £1 7s. fed.) London; H. K. Lewis and Co. 1948. 

This book claims to be a guide ; its subject is human histology ; 
and it is written for medical students. Practically alt the 
illustrations are from human material, and for the most part 
are photomicrographs at low magnification of the kind of pre- 
paration given to students in the average histology class. The 
style of the book is simple and direct. The text is enlivened 
by short appropriate physiological explanations, and some basic 
general pathology is included. Each chapter is followed by a 
short, concisely written practical section. In ( this, the second 
edition, the chapter on the blood, marrow, and haemopoiesis 
has been rewritten. The general character of the book is 
unaltered. It remains a reliable and companionable bench book 
of adequate size and compass for the medical student taking 
an ordinary pass examination. 

Geoffrey Hadfjeld. 


Dr. Windsor C. Cutting in bis Manual of Clinical Therapeutics 
(second edition; pp. 712; illustrated; £1 5s, Philadelphia and 
London : W. B. Saunders Company, 1948) has tackled with some 
success the difficult task of presenting encyclopaedic information in 
a form small enough for the pocket. Without attempting to go into 
great detail he presents a rational system of therapy, and the book is 
refreshingly free from the recipes for complicated cough mixtures 
that are apt to form so prominent a part of similar manuals. The 
diseases are classified according to aetiology or the system involved ; 
each disease is clearly and concisely described, some of the articles 
being masterpieces o( condensation. Only minor criticisms can be 
made of the treatment and management recommended, A white 
cell count twice weekly during thiouracil therapy is now generally 
regarded as an excess of caution, and it is interesting to read that 
expense may be a limiting factor in testing the urine and blood 
during chrysothcrapy. The use of D.D.T. in louse infestation is 
curiously omitted, though it is listed in the appendix of recommended 
drugs. There are useful sections on poisons and clinical procedures, 
but the value of those on diet and drugs is limited for the English 
reader, as the former refers to the American dietary and the latter 
to the US. Pharmacopoeia. Without attempting too much, the 
author has written a useful and readable guide to modem 
therapeutics. 


Hints on Prescribing Under the National Health Service Act. 
By J. B. Primmer, M.B., Ch.B., D.P.H , 3.P. (Pp. 51. 3s. 6d.) 
London: Research Books. 1949. 

A short book of prescriptions. 1 

Tire Mentally 111 in America. By A. Dcutsch. 2nd ed (Pp. 555. 
30s.) London : Geoffrey Cumbcrlege. 1949. 2 

History of the care and treatment of menial patients since colonial 
times. 


Tire Midwife's Text'book. By R. W. Johnstone, C.B.E., M.A„ 
M.D., F.R.C.S.Ed., M.R.C.P.Ed., F.R.C.O.G., F.R.S.Ed. 4th ed. 
(Pp. 400. 20s.) London: Adam and Charles Black. 1949. 

Further revision has been undertaken in this edition. 

The Medical Register, 1949. Issued under the direction of the 
General Council of Medical Education and Registration of the 
United Kingdom. (43s.) London: Constable. 1949. 

Now published in two volumes for convenient reference. 


Evolution of the Forebrain. By G. W. H. Schepers, D.Sc., M.D. 
(Pp. 212. 50s.) London: John Clark. 1948. 

From Johannesburg. . 


A Manual for Teaching Dietetics to Student Nurses. Prepared 
by a Joint Committee of the American Dietetic Association. 
(Pp. 487. 20s.) London: W. B. Saunders. 1949. 

Elementary dietetics. 


Early Recognition of Disease. Edited by Sir H. Ogilvie, K.B.E., 
D.M., M.Ch., F.R.C.S., and W. A. R. Thomson, M.D. (Pp. 134. 
10s. 6d.) London: Eyre and Spottiswoode. 1949. 

A new handbook in the Practitioner scries. 


Collateral Circulation. By D. P. Quiiing, Ph.D (Pp. 142. 
25s.) London: Henry Kimpton. 1949. 

An anatomical study 

Gods and Men . By Sir R. Gregory, Bt„ F.RS (Pp. 2N. 

12s. 6d.) London ; Stuart and Richards. 1949. 

A discussion on science and religion. ) 


Searchlights on Delinquency. Edited by K. R. Eissler, M.D., 
Ph.D. (Pp, 456. 30s.) London : Imago. 1949. 

Thirty-six papers on juvenile delinquency. 

Gcrman-EtigHsli Medical Dictionary. By F. S. Schocncwald, 
M.D, (Pp. 241. 27s. fed.) London : H. K. Lewis. 1949. 

A new work. ‘ 
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SURGEONS IN RESIDENCE 

New Development at Lincoln’s Inn Fields 

r f.e President and the Council of the Royal 
"niece of Surgeons have for some years now 
"c-h following a policy of providing facilities 
nd amenities for young surgeons, particularly 
Pose from the Commonwealth, the U.S.A., and 
iher countries, who come to Britain for advanced 
-tady The need for residential accommodation 
tv as obvious if graduates were to be able to make 
e fullest use of the library, museums, and 
jboratones of the College and at the same time 
- ive the advantages of collegiate life. The impor- 
nce of providing a collegiate centre for post- 
.raduate students has often been stressed by Lord 
A ebb- Johnson. A step towards the creation of 
uch a centre was taken on May 2, when the first 
-osicraduate students vv ere installed in new residen- 
lal quarters immediately adjoining the College. 

H e two houses used for this purpose are 
Voj 44 and 45, Lincoln's Inn Fields. They are 
.e\t to ihe main buildings of the College, the 
orecourt of which has been extended to incor- 
-o-ate them. They provide accommodation for 
!2 students, with separate bedrooms, and include 
wo common-rooms and a study room. The 
oound floor of No. 44 is occupied by a committee-room, the 
Kwtgraduate education office, and other administrative offices. 
Ihe rooms have been furnished with an eye to both taste and 
jmfort, and offer accommodation far superior to that generally 
ivailable to students Indeed the difficulties encountered by post- 
raduate students in finding any kind of suitable accommodation 
n London nowadays are well known. Some fine paintings have 
-een hung in the common-rooms, one of which also accommo- 
iates a handsome bookcase, formerly the property of Sir John 
Jland-Sutton The three illustrations here reproduced are of 
his particular common-room, a typical bedroom, and a general 
new from Lincoln's Inn Fields, showing the relation of the two 
louses to the College itself. 

Among the first to take up residence are students from 
Australia and New Zealand. Canada, South Africa, Ireland, and 
English provincial centres. The hostel will enable its residents 
o make informal contact with their teachers, whom they might 
jtherwise meet only in the lecture theatre. The College club in 
he main building will now allow members and residents to 
unch and dine together. 

Architecturally the houses are interesting. No. 44, built 
inginally in 1638 and rebuilt in 1700, has a fine oak staircase 
During the process of redecoration before the opening of the 
evidential quarters the contractors discovered (having previ- 
vusly been warned of its possible existence) a fine painting 
vccupying the ceiling at the top of the staircase. This painting, 
vv Sir James Thornhill (1675-1734) or one of his pupils, has 
veen carefully restored. Thornhill, perhaps best remembered 
’or his paintings at Greenwich Hospital, was the father-in-law 
vf William Hogarth and a great-nephew of Thomas Sydenham. 
The latter was responsible for launching him on his artistic 
:areer, for when Thornhill was sent to London by his 
impoverished parents Sydenham apprenticed him to Thomas 
Highmore, sergeant-painter to William III and cousin of 
S’athaniel Highmore, remembered for his description of the 
naxiliary antrum. 

The residents of Nos 44 and 4S will for the most part be 
studying for the primary or final Fellowship, but accommoda- 
tion is equally open to more senior students. The provision of 
this new accommodation sees the completion of the first stage 
in the larger scheme of which the Nuffield College of Surgical 
sciences will be the ultimate development The first warden 
to be appointed is Mr R J Last, lecturer in anatomy to the 
College. 

It is hoped that those who have the privilege of living in the 
College will be imbued with something of the spirit of the 
:ollegiate life of , the older universities, and that they will meet 
the leading teachers of Great Britain and distinguished visitors 
from other countries Thus they will make contacts which will 
he valued throughout their lives 
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THE AMENDING BILL 

When the Negotiating Committee met the Minister of 
Health in November, 1947, one of the matters it drew 
his attention to was the obscurity of the Act in relation 
to partnership agreements. The wording of the relevant 
Section was so ambiguous that no one, not even Mr. Bevan 
himself, knew what it meant. But at that time he was 
intransigent and said that the interpretation of this 
Section would have to be made in the Courts. The 
Negotiating Committee presented the Minister with a 
detailed analysis of the consequences that might flow 
from the various interpretations of Section 35 of the 
N.H.S. Act of 1946, and the Minister finally had to acknow- 
ledge the justice of the Negotiating Committee’s contention 
and appointed the Slade Committee to report on the posi- 
tion and make recommendations. The Amending Bill pro- 
mised by the Minister a year ago and now laid before 
Parliament includes the recommendations of the Slade 
Committee and adds a Clause on agreements with medical 
assistants. Clause 12 of the Bill provides for arbitration 
in case of dispute about remuneration or conditions of 
service for those working in the National Health Service. 
Any difference or dispute will be regarded as a trade dispute 
within the meaning of the Industrial Courts Act of 1919 and 
under this the Minister of Labour and National’Service has 
power to refer matters for settlement by arbitration. 

In the early months of last year the B.M.A. copducted a 
campaign against the introduction of a whole-time salaried 
medical service, which under the present Act would have 
been possible through the issue of Regulations. It did 
not accept the assurance of the Minister that this was 
not the Government’s intention, knowing that what one 
Minister said would not be binding on any other Minister. 
Mr Bevan once more bowed before the storm and 
promised to introduce an Amending Act that would safe- 
guard this position. His promise is now fulfilled in 
Clauses 10 and 11 of the Amending Bill. Subsequently 
the Minister agreed to include in the Amending Bill a pro- 
vision that executive councils should have the right to 
elect their own chairmen, that the professional member of 
a tribunal should be one of a panel of persons with suit- 
able experience, and that power should, be given to the 
executive councils to cover the costs of local medical com- 
mittees by the deduction from practitioners’ remuneration 
o. a small sum to meet this. These promises have also been 
met by appropriate Clauses in the Bill. 

1 M rj.ca! 1948. 1. 742. 
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The medical profession will be relieved that at last t 
Bill has been introduced which gives statutory protectior 
against the introduction of a whole-time salaried servici 
and that the ambiguities of partnership agreements havi 
been resolved. Partners who have not joined the Servici 
may enter now and receive compensation for the loss o 
their right to sell the goodwill of their practices. 

There were, however, many more matters which thi 
B.M.A. wished to have included in the Amending Bill, ant 
these were listed in the Supplement of April 2 this year 
What is disturbing is not so much that nearly all thesl 
points have been omitted from the Bill as that the Ministe 
has failed to fulfil his promise to discuss their inclusion wit! 
the medical profession: To begin with, the Minister said 1 -: 
“ There has not yet been time to work out the actual word 
ing of the new measure, and when he does so the Ministe; 
will welcome the help of the profession.” In spite of hi: 
promise the B.M.A. did not know what were the contents 
of the Bill until it was published at the end of last week 
On May 4 last year Sir William Douglas, Secretary to the 
Minister, wrote as follows to the Secretary of the B.M.A. : 
“ You will remember that when the Minister' saw representa- 
tives of the Association recently he said that he hoped thal 
he would have the profession’s help when he came to the 
task of settling the contents of the Amending Bill. ... In 
addition, as you are aware, we are also most anxious to 
begin discussions as soon as possible on the other matters 
which are still outstanding.” On May 25 last year representa- 
tives of the B.M.A. met the Minister and on the following 
day were informed by Sir William Douglas of some of the 
points which the Minister had agreed to include in the 
Amending Bill. Sir William Douglas stated that it was 
“ inevitable that there will be found other matters on which 
adjustment is needed in a measure of this magnitude.” He 
went on to say that it would be necessary to limit the 
Amending Bill so that it could be passed quickly in order 
to alleviate the anxiety of those in partnership. As there 
has been a delay of a year in producing the Bill there has 
clearly been ample time for the discussion of its contents, 
but no such discussion has 'been held since May, 1948. 
The Secretary of the B.M.A. in November last year asked 
the Ministry of Health when the Association might be 
given the opportunity of examining in draft the proposed 
clauses of the N.H.S. Amending Bill — asked Sir William 
Douglas, in other words, when it was proposed to fulfil the 
promises made by Mr. Bevan a year ago. Sir William 
Douglas replied that it was not usual for the actual drafts 
of clauses to be discussed except within the Government 
Departments concerned, and added, “ But we hope very 
shortly to discuss with the B.M.A. — or rather with the 
Negotiating Committee, I suppose — the proper effect and 
content of any new legislation on this subject.” Mr. Bevan, 
in reply to a question put by Sir Henry Morris-Jones last 
December, observed : “ This matter of an Amending Bill 
has been under discussion with the representatives of the 
medical profession, and when full agreement has been 
reached — or when full agreement has not been reached 
then the Bill will be presented to the House.” As the medi- 
cal profession has, since this statement was made, been 
given no opportunity to agree or disagree, Mr. Bevan’s 
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observation was pointless. He has again committed a 
breach of trust with a profession that has loyally collabo- 
rated vnth the Government in operating a Service full of 
imperfections. 

There is no need here to enumerate once more the many 
matters the B.M.A. had hoped to see included in the 
Amending Bill. From the point of view. of the genera! 
practitioner one of the most important of these was the 
need for statutory confirmation of the Minister’s written 
promise that in areas not closed automatic consent should 
be given to the practitioner's choice of his partner or assis- 
tant Euless this statutory confirmation is given it wilhstill 
be possible for the Medical Practices Committee to put a 
practitioner in the position of having to accept a partner 
chosen by it. Another matter of importance not only to 
prjcntioners, but to patients also, which the B.M.A. wished 
to have included in the Amending Bill was the right of 
pnvjte patients, who incidentally contribute much to the 
.o' of the Health Service, to obtain drugs and appliances at 
the public expense. It is most regrettable that in the 
Xmending Bill the Minister has refused to recognize repre- 
•ent.Uixe specialist staff committees which would have 
analogous functions to those of the statutorily recognized 
local medical committees. It is regrettable, too, that boards 
of gov ernors and hospital management committees are not 
to be trusted to elect their own chairmen, although this right 
has been given to local executive councils. The farce con- 
tinues of allowing the foreign visitor to obtain free of 
, narge medical services to the cost of which he contributes 
exactl v nothing ; the obvious course is that such a visitor 
should be treated as a private patient, and the Act specifi- 
cally provides for private treatment by medical men in the 
Service. 

The Minister of Health may, of course, argue that an 
Amending Bill at this stage should be free of controversial 
matters so that it may be passed quickly, or at least before 
the end of the life of the present Government. The medi- 
cal profession, While approving in genera! of the present 
Bill, cannot fail to be disquieted by important omissions 
from it and will no doubt press for a further amending 
measure drawn up after proper and full consultation with 
representatives of the organized profession. 


JENNER AND VACCINATION 
The story' which began with the birth of Jenner two 
hundred years ago is not yet complete. Dr. E. Ashworth 
Underwood recalls the early part in the opening pages of 
this issue. Since Jenner first put his theory to the test the 
facts accumulated about vaccination are voluminous, but 
the conclusions to be drawn from them are imprecise, for 
no controlled experiment has ever been carried out. 
Furthermore, as Professor Greenwood has written, “ The 
use of this instrument (vaccination) has been one of the 
factors, but not the sole, perhaps not the most important, 
factor in modifying the epidemiological history of smallpox 
during the last hundred years." 1 

, -J R Jtaffc,. Joe., 1930. S3, 233. 

5 Epidemics end Crowd Diseases , 1935, London. 

3 British Medical Jotmet, 194$, 2. t(P' 

* Ibid., SuppL, 1935, 1,282. 


Jenner published in 1798 the results of his early experi- 
ments. His ideas were quickly accepted both in this 
country and abroad. Even before the end of 1799 many 
hundreds of Londoners had been vaccinated, and by 1S25 
it is believed that nearly half the children born in the large 
towns were being vaccinated. The first Vaccination Act 
was passed in 1840, seventeen years after Jenner’s death. 
This empowered Boards of Guardians to vaccinate persons 
free of charge. In 1853 vaccination was made compulsory. 
The first relaxation of compulsion was contained in the 
amending Act of 1898, and this was taken a stage further 
in the Act of 1907 : both Acts allowed for conscientious 
objection. The Local Government Act of 1929 put an end 
to Boards of Guardians, and their vaccination duties were 
transferred to local health authorities, though many of these 
authorities delegated their powers to the public assistance 
committees, which inherited the Poor Law. The National 
Health Service Act, 1946, repealed the law requiring vac- 
cination to be compulsory, but left local health authorities 
with the duty of carrying out vaccination and revaccina- 
tion both as part of the ordinary child-welfare service and 
•is an emergency public health service for the control of 
epidemics. 

Between 1854 and 1905 the proportion of infants vac- 
cinated was seldom below 70° o of those bom. By 1914 
(he figure had fallen below 50%, and for some years before 
the end of compulsory vaccination in 1948 only about one- 
third of the infants born in this country were being vac- 
cinated. This decline was not due to the success of 
anti-vaccination campaigns, though the distaste which 
Some have felt for everything connected with the idea of 
vaccination has been responsible for a controversy that has 
Simmered for more than one hundred years and boiled 
Over on several occasions. During this time the opposition 
to vaccination was far from being negligible in quality. For 
instance, Creighton, who called vaccination “ a grotesque 
Superstition," has been described as the most learned 
medical scholar of the nineteenth century. Bernard Shaw’s 
remark about “ an amazing empirical stunt ” is the sort of 
half-truth which irritates more than it enlightens. Most 
probably the decline in vaccination was due to the freedom 
of this country after 1902 from epidemics of variola major 
and to the increasing awareness among the public that 
Vaccination itself was not always a harmless procedure. 

Though improved living conditions and advances in medi- 
cal and sanitary science must have played an important 
part in reducing the incidence and mortality of small- 
pox, the discovery of vaccination will remain one of the 
great achievements in the history of preventive medicine. 
Professor Greenwood has stated that it can safely be 
inferred from the evidence that Jenner was directly or 
indirectly the means of saving many hundreds of thousands 
of lives. 1 In England and Wales the death rate per million 
from smallpox in 1856-60 was 180: in 1S71-5 (there was 
h severe epidemic in 1S72) the rate was 392: and in 
(S96-1900 it was 7. Only 28 persons died from smallpox 
between 1933-46, and among the fatal cases there was no 
infant under one year of age. KiUick Millard 3 has pointed 
Out that in the same period there were 51 deaths of infants 
from the complications of vaccination. 
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The effect of vaccination on the incidence of smallpox is 
difficult to assess. The B.M.A. Committee on Immuniza- 
tion, including Vaccination, 4 which reported in 1935, con- 
sidered that the relatively incomplete immunity which was 
a result of the vaccination of most of the infants born in 
this country up to the beginning of the present century 
was usually sufficient to limit the volume of outbreaks. It 
would certainly be foolish to suggest that we have seen 
the end of deadly smallpox in this country, but those who 
would accuse the Government of rashness in putting a stop 
to compulsory vaccination are probably in a minority. 
Eleven years before the National Health Service Act was 
passed Greenwood wrote, “ Provided we keep our powder 
dry, that we have always available a completely sufficient 
supply of potent lymph, I think we may view the passing of 
even nominally compulsory vaccination with equanimity.” 2 

The responsibility for persuading parents that vaccina- 
tion of infants is still advisable rests with general practi- 
tioners and local health authorities. If there is danger of 
an epidemic the success of the steps taken by local 
authorities to limit its spread will depend very much on the 
way they approach the public. A population which is kept 
well informed will be much more amenable to advice than 
one which has been left in the dark. The public should 
be given more information about the importance of revac- 
cination, for belief that vaccination in infancy protects 
throughout life is still quite common. Since Jenner’s day 
opinion has changed about the duration of the immunity 
conferred by vaccination, and no dogmatic ruling can be 
given. It is usual now for members of the Forces to be 
revaccinated every two years when serving abroad. The 
methods which port health and local authorities use to 
control the spread of smallpox have been well illustrated 
during the last few weeks since the arrival in the Port 
of London of the s.s. Mooltcin on the day after the death 
of a passenger from smallpox. The action taken seems 
to have been effective, though one case of smallpox noti- 
fied in a rural area on May 7 may have some connexion 
(as yet unexplained) with the outbreak among the Mooltan’s 
passengers. 

Smallpox has been a dreaded disease for hundreds of 
years, and the greatest encouragement to vaccination has 
been fear. There is still no specific treatment for the dis- 
ease, but it seems probable that some chemotherapeutic 
or antibiotic substance will be found which will attack the 
variola virus in vivo . 


RADIOTHERAPY 

It IS just over twenty years since the National Radium 
Commission took charge of the radium which the National 
Radium Trust bought for the nation with part of the fund 
collected in thanksgiving for the recovery of George V from 
a serious illness. By the N'.H.S. Act the Minister dissolved 
the National Radium Commission, and by the Amending 
Bill Section 3 of the Cancer Act, 1939, empowering the 
Minister to lend money to the Trust, will cease to have 
effect. 1 o the Commission must be given the credit for the 
wise development of radiothcrapeutic services throughout 
Britain. One of the results of its activities is that all 
patients requiring radiothcrapeutic treatment for cancer are 


within reach of a centre where radium and x-ray apparatus 
are under the control of a skilled radiotherapist and where 
adequate treatment and follow-up records are kept. 

One of the last acts of the National Radium Commission 
was to approve publication of Dr. Margaret Tod’s report 1 
on “ the extent to which cancer patients in Great Britain / 
receive radiotherapy." The report is in three parts: theX, 
first is an attempt to assess the number of patients requir- 
ing radiotherapy, the second a statement on the number of 
patients treated in all hospitals which reported to the 
National Radium Commission, and the third a comparison 
of the two previous figures with the object of assessing how 
the needs of the population were met. In order to deter- 
mine the number of patients requiring radiotherapy it is 
necessary' first to estimate the incidence of cancer and, 
secondly, the proportion of patients requiring radio- 
therapy according to the site of the growth. Cancer regis- 
tration figures from Liverpool, Oxford, and Connecticut 
show that the cancer incidence appears to be 2,000-2,350 
per million. Dr. Tod also uses an indirect method of 
calculating the incidence of cancer from combined death 
rates and survival rates : she obtained the data for this 
from a table of deaths, from cancer in 1944 supplied by 
Dr. Percy Stocks (the death rate being 1,748 per million) ; 
from the estimated rates of survival of patients in Man- 
chester, New York, and Liverpool with cancer of acces- 
sible sites ; and from Sholto Mackenzie’s 2 figures of patients 
with untreated cancer of various types. The incidence is 
in this way assessed at 2,122 per million. This figure is 
lower than the registered rate for Oxford but similar to that 
for the Liverpool area. There is good reason- to think that 
these registered rates are low, and some unpublished figures 
from Edinburgh suggest that the incidence may be about ‘ 
2,500 per million. Accuracy of death registration by doctors 
is not as great as accuracy of cancer registration by those 
particularly interested. v 

The need of patients for radiotherapy depends largely 
on the site affected. Dr. Tod estimates the number of 
cases treatable by radiotherapy from the rates of incidence 
and from figures supplied by radiotherapists. The overall 
figure is 40%, but it varies from 85% for a group including 
lip, skin, mouth, and uterus,- to 0% for the group includ- 
ing stomach, intestine, liver, etc. The total number of . 
patients requiring radiotherapy per million of the popula- 
tion is 840 ; this is higher than the figure Paterson 3 calcu- x 
lated in 1942, but, as he suggests, it is probably more 
accurate. The numbers of patients treated in various regions - 
show that the proportion of treatable cases actually treated 
is about 77% — being 95% in London. The fact that the 
figure is 127 % for one region and 1 1 % for another suggests 
that the estimated incidence of cancer may be about 30% 
too low, but there seems no doubt that at least 40,000 new 
patients require radiotherapy each year and that about 
9,000 of them do not get it. This takes no account of ( 
radiotherapy for non-malignant conditions and of the \ 
retreatment of certain cases ; both these needs must be 

_ 1 An inquiry into the Extent to which Cancer Patients in Great Britain Recche 
Radiotherapy , 1949, Altrincham, price 3s. 6d. net. 

_ 1 An inquiry into the Extent to which Cancer Patients Receive Treatment , 195 • 
Reports on Public Health and Medical Subjects, No. 89. London tH.M.S.O. 

3 Publ . Writ, Lend., 1936, 50. 
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considered in assessing the requirements in any region. 
Informative tables are included in Dr. Tod's report show- 
ing the facilities at present in existence in England, Wales, 
and Scotland, and of the cases treated in clinics in this 
country and in a few abroad. It is emphasized that cen- 
tralization of treatment, avoiding the inefficient dispersal 
t of facilities, should be the aim, and that no centre treating 
11 less than 800 new cases of cancer annually should be 
encouraged. 

The estimate provided by this report of the radio- 
therapeutic needs of the country must provide a 
basis for arrangements to be made in the future. The 
distribution of both apparatus and beds is still very 
uneven. The less well equipped areas should be brought 
up to the standard of the better equipped. In this connexion 
it must be remembered that the safe use of radiotherapy 
apparatus is expensive, and it might be desirable for the 
Ministry to allot funds for radiotherapy direct Budgeting 
for heavy expenditure by hospitals which already have 
1" difficulties in making ends meet may retard development 
of radiotherapy departments. There is no doubt that many 
patients alive now would be dead but for the fact that 
they have been treated by radiation, and no doubt that 
most cases of cancer die of their cancer in spite of all 
that can be done by surgery, radiation, and chemotherapy. 
At present only surgery and radiation can be considered 
curative : other methods do not cause complete disappear- 
ance of cancer. What, then, is to be done for the large 
groups of patients (with, for instance, cancer of the stomach 
and lungs) in whom cures are very few ? Further develop- 
ment of radiotherapeutic methods and close liaison between 
radiotherapist, surgeon, and physician are essential if treat- 
ment is to be given to all the 40,000 new cases of cancer 
which need radiotherapy during the course of each year. 


STREPTOMYCIN IN TUBERCULOSIS 
Workers in Switzerland have made a notable contribution 
to the literature on the streptomycin treatment of tubercu- 
losis in a massive and profusely illustrated volume 1 con- 
taining 20 papers by various authors, of which four are 
on the theoretical or experimental aspects of the subject 
and the remainder on the results of treatment in various 
forms of the disease. Two are on the treatment of 
meningitis : Loffier and Piotti treated 13 cases by con- 
ventional methods with only three ultimately successful 
results. Dolivo and Rossi, on the other hand, after failure 
in eight out of nine cases given the usual dosage, treated 
13 further patients with much smaller doses in a prolonged 
but intermittent course combined in the later cases with 
a sulphone ; in six of these patients the result was good. 
This modification evidently deserves close attention. The 
writers emphasize the necessity for early diagnosis, without 
which treatment is liable to fail — even though life is pro- 
longed — owing to the development of cerebral lesions 
which were never seen when the disease was fata! in 
about three weeks. These, and in particular the arterial 
lesions and their consequences, are well described by 
Zollinger. 

The volume reveals a general tendency to regard the 
indications for streptomycin in other forms of tuberculosis 
as rather .more numerous than is generally agreed : the 

3 Streptomycin izrd Taberkulose, I94S, edited by Franco ni, G. f and LofUcr, W. 
Basle: Schwa be and Co. 

* J. Amer. rr.ed . Ass., 194S, 138, SOS. 


editors in their introductory chapter give five absolute indi- 
cations, which include all febrile infections in infants and 
certain categories of urogenital disease, nine relative indica- 
tions, and four requiring further study. They mention 
only four conditions in which treatment is definitely not 
indicated. In advanced renal disease streptomycin is recog- 
nized as being to a large extent only palliative : nothing is 
clearer than that bacilli in massive caseous lesions, wherever 
situated, cannot successfully he attacked. There are three 
papers on the treatment of pulmonary disease, in one of 
which Tanner commends the instillation of streptomycin 
solutions into cavities undergoing Monaldi drainage. Russi 
also advocates local treatment for disease of the middle 
ear. The whole work is profusely illustrated by excellent 
photographs and a number of coloured plates. 

Whether and when to use streptomycin in chronic pulmo- 
nary disease is likely to remain the most difficult question. 
Levine and his colleagues 2 are very emphatic that it should 
be used only as part of a concerted plan for the entire 
conduct of a case — as an adjunct, in fact, to other forms of 
treatment Only one course is likely to be of benefit, and 
if this is given at too early a stage and the disease again 
becomes active later a valuable resource has been lost. 
They themselves have used it only in cases with extensive 
and spreading lesions, and with the sole object of arrest- 
ing extension and so improving the general condition for 
the time being that appropriate surgical treatment became 
safe and feasible. The choice of such cases must always 
be difficult, but the principle that streptomycin should not 
be given alone, merely in the hope that it may perhaps 
do some good independently of other treatment, is clear 
enough and worthy of serious consideration. 


NECROPSIES AND TUBERCULOUS INFECTION 


The risk of contracting tuberculosis at post-mortem exami- 
nations, both for participants and onlookers, may have 
been underestimated. At Lund University, as elsewhere in 
Sweden, medical students attend a general pathology course, 
which includes necropsies on tuberculous cases, before they 
start their regular clinical work. Prior to wholesale B.C.G. 
vaccination many of the students were tuberculin-negative 
on entry, and the Students’ Tuberculosis Bureau, by 
analysing figures of conversions from tuberculin-negative 
to positive and of tuberculosis morbidity, was able to show 
an association between these and attendance at the patho- 
logy course, quite apart from any association with the period 
of clinical training. 1 = Direct bacteriological examinations 
showed that many objects in the post-mortem room were 
contaminated 24 hours after examination of the body of 
a tuberculous patient, in spite of routine cleaning. Follow- 
ing the introduction of stringent precautions at such 
necropsies there was a decrease in the tuberculin-test con- 
version rate among the students attending the pathology 
course. Among these precautions were exclusion of 
students from actual participation in the post-mortem 
examinations of known tuberculosis cases, the fitting out of 
a special necropsy room with improved cleaning facilities, 
and injection of formalin into the pulmonary artery of the 
cadaver. 

More recent evidence from the University of Rochester 
medical school in the U.SA. amplifies the Swedish experi- 
ence. 3 At this medical school, where there was a h? 
tuberculin-test conversion rate and a high tub— ■ 
attack rate among the students, tuberculin-testing r- 


3 HcdvaH, E-, He r. Tuber <- 

- Lindtiu, A., , * 1941, 

* Meade, G. , ^ 

4 Sixth Annual 
London- 

* Montgomerie, 
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that most' of their primary infections occurred during the 
second year, when a 20-weeks pathology course was taken, 
but before the practical clinical work was started. All 
these students had opportunities for coming into frequent 
contact with tuberculous material. At the end of the first 
year an average of 54% of the students were positive 
reactors, and the figure rose to 92% at the end of the second 
year. After exclusion of second-year students from par- 
ticipation in the necropsies of tuberculous cases and from 
the handling of tuberculous tissues it was found that on 
an average 36% of the students were positive reactors at 
the end of the first year, 39% at the end of the second, and 
52% at the end of the fourth year. 

In British medical schools the students usually do not 
attend post-mortem examinations regularly until their clini- 
cal course has begun, and it would be difficult to assess 
the separate danger of developing a tuberculous infection 
as a result of taking an active part at such examinations. 
However, bacterial spread around the cadaver and post- 
mortem table should be investigated in order to identify 
the most risky procedures. Meantime, though the Scandina- 
vian and American results do not constitute proof, they 
provide grounds for revising the general opinion that the 
rapid conversion of medical students from tuberculin- 
negative to tuberculin-positive during their hospital studies, 
as well as their liability to contract tuberculosis, is solely 
the result of their contact with living patients. Tuberculous 
necropsy material must now be regarded as a source of 
infection, and all possible steps should be taken to reduce 
the risks to which medical students may be exposed. Few 
medical schools in this country can claim to conduct post- 
mortem examinations according to a rigorously stricf 
hygienic routine. The adoption of operating-theatre pro- 
cesses (partially in reverse) should be considered: for the 
participants, masks (and, of course, gloves) and no smoking 
on the job ; for the onlookers, a glass screen, care in the 
display of tuberculous viscera when removed from the 
body, and the application of disinfectants to supplement 
the customary hosing down with water afterwards. Such 
precautions should be supported by periodic x-ray exami- 
nation of the students and by tuberculin-testing — pro- 
cedures which still await full application in some medical 
schools. 1 

Quite recently a new danger arising from tuberculous 
tissues has been reported, this time involving a large sec- 
tion of the public. There is little meat for pets in house- 
hold scraps, and uncooked beef from tuberculous carcasses 
unfit for human consumption is finding its way from 
knackers' yards to pet-food stores. 5 The unsuspecting or 
uninformed purchaser may contaminate her kitchen and 
endanger the health of her family. Moreover, cats and 
dogs can contract tuberculosis from eating raw infected 
meat. The National Veterinary Medical Association has 
given warning of these risks and has suggested that all 
meat sold at pet-food stores should be sterilized by boiling 
before sale. 5 In Birmingham the Corporation has obtained 
powers to enforce sterilization. 


CONTROL OF PARADOXICAL RESPIRATION 

The dancers of making a wide opening through the chest 
wall into the pieural cavity and the method of overcoming 
thorn b> inflating the lungs through the trachea were known 
huVesahus in 1555, 1 but until recent years— long after 
successful general surgery had become commonplace — 
surge- \ in the open thorax was a dangerous procedure 
attempted only by the venturesome. Brauer 7 ensured 
adequate filling of the collapsed lung by making the patient 
b.va.h- gas,. 1 ! under positive pressure — so-called "positive- 


pressure breathing ” — while Meltzer and Auer 5 and later 
Elsberg 1 solved the problem of paradoxical respiration by 
continuous intratracheal insufflation. This so reduced the 
alveolar carbon dioxide that spontaneous respiratory move- 
ments practically ceased. With the latter method the 
patient remains adequately oxygenated in spite of the 
apnoea, and in fact recent work 5 6 show's that oxygen 
will diffuse through the length of the tracheobronchial tree 
and into the blood (thus maintaining life) provided the 
nitrogen is first removed from the upper respiratory tract. 

Since the beginning of this century, when thoracic 
surgery was in its infancy, the methods of maintaining 
adequate respiratory exchange b) . ‘ ■■ . "v breath- 
ing and intratracheal insufflation 1 ■ .■ . . 1 . iproved, 

and anaesthetic machines permitting a very accurate 
control of positive pressure were developed from Brauer's 
early pattern. With the introduction of cyclopropane and 
of the closed-circuit apparatus it was soon discovered how 
easily apnoea could be induced by a little hyperventilation. 
This made possible intermittent inflation of the lungs and 
provided an excellent method of avoiding paradoxical 
respiration and its evils. Tracheal insufflation soon gave 
way to this new technique, which became known as “ con- 
trolled respiration” and is now the method of choice in 
this country for making an open pneumothorax safe. Fill- 
ing the' lung no longer depends on diaphragmatic move- 
ment; paradoxical respiration does not occur, and both 
lungs may be inflated equally. Positive-pressure breathing 
and controlled respiration both have their advocates, 7 8 and 
the fact that both have remained in use for so many years 
shows that either method, in the hands of experts, will give 
good results. Recent reports from anaesthetists in this 
country 9 10 confirm tire efficacy and safety of controlled 
respiration, while good results are claimed for positive- 
pressure breathing, particularly in the U.S.A., in major- 
operations such as lobectomy and pneumonectomy, 7 

Whichever 'method is used, there is much interference 
with the normal processes of respiration : in the case of 
controlled respiration ventilation is no longer dependent 
on the metabolism of .the patient but on the judgment of 
the anaesthetist; and with pressure breathing the lungs 
cannot empty properly and the whole physical mechanism 
of respiration is upset. Neither method should be attempted 
except by skilled anaesthetists. 


SPECIALISTS’ CONTRACTS 

During the past few weeks the Central Consultants and 
Specialists Committee has been considering the Ministry's 
proposals about terms of service for hospital medical staff 
in the light of the views received from the periphery 
through the Regional Consultants Committees, The com- 
mittee has now submitted to the Joint Committee with the 
Royal Colleges a statement of the points on which it 
wishes representations to be made to the Ministry. A 
further announcement will be made as soon as the negotia- 
tions which are about to take place with the Ministry are 
completed. In the meantime consultants and specialists 
are again advised not to sign permanent contracts, if they 
are invited to do so, before the final terms have been 
published and approved by the profession. 

i Dc corporis human! fabrtea, liber septem; ciled by Bradshaw, H, H., 
J. thorac. Slug., 1939, 8, 293. 

- Mill. Grcnzxeb. Med. Chir. 1904, 13, 4S3. 

3 1. exp. Med., 1909, 11, 622. 

* Med. Rcc.. A'.l’., 1910. 77, 493. 

- Draper, W. P., and Whilchead, K. W., Anesthesiology , 1944, 5, 262, 

' Draper, W. B., et ah. ibid., 1947, 8. 524. 

T LKingstone. H., et ah. Arch. Surg., Chicago, 1947, 65, S45. 

» Lena!) an, N. E., ibid., 1945, E6, 14. 

* Nos-eorthy. M. D., Proc. R. See. Med.. 1941, 34, 479. 

io Rink, E H.. el ah, Guy's Hasp. Rep , I94S, 87, 48. 
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A mirror reflects the operate e field into the CPS Emitron camera, which 
is remotelx controlled 

TELEVISED OPERATION'S “ n b c e £ 

_ therefore 

Demonstration at Guy s Hospital ma ^ t, ec 

What is said to be the first permanent installation of telex lsion taml> th 
equipment for medical teaching purposes was demonstrated at than is i 
Gut s Hospital last week At present four xiewng sets are of telexi! 

installed at the hospital — one in the surgeons’ room, one in the matter f< 

library and exhibition room, and two in one of the lecture televisior 
theatres In groups round each receixer some 30 or 40 persons to enabh 

may new an operation from a \antage point “as rood as that but the 

of the surgeon himself ’ permanei 

The apparatus has been designed bx Electrical and Musical operatior 
Industries, Ltd of Hayes, Middlesex, in collaboration with the 


For those interested in telex lsion a few o’her 
! technical details mas be added Transmission is 
bv cable, so that there is no queshon of an 
operauon being watched by las people or their 
| home receiters The camera is compleielx 

| enclosed and is built in, together with a micro- 

- _ — ,,i phone for the surgeon’s sound commentan as 

>, < ’ an integral part of the shadowless light unit oxer 

A the operating table The whole assembly can be 

i rotated through 60 degrees for operation- on an 

, inclined table or rnoxed on an oxernead track. 

^ I A surface reflecting mirror is mounted or the 
centre of the lamp and at 4e degrees to its axis, 
so that a new of the operation along the axis of 
' the lamp is presented to the camera The camera, 

which requires no special lighting, has a cable 
which, with the lighting, sound and control 
cables is taken through to a control point m a 
room alongside the theatre The wbole apparatus 
, in the theatre has been designed -o that it max 

1 easily be kept clean and sterile (Fig. 1) In the 

control room the unit is operated by a hospital 
technician, who by means of a monitor unit can 
' watch the picture In this room al-o the lens 

/ * unit in the camera is operated, with a choice of 

three magnifications and the surgeon m the 
which, with the lighting, sound, and control 
. ~ room \xhich picture he wishes shoxvn whether an 

, oxerall field of approximately 30x35 in ('Ox 
, 87 5 cm ) an approximately hfe-Mze reproduc 

^ tion, or a magnified close up of an area of about 

ra which 5x6m (13 5~x 15 cm) 

The telexised operation has an adtant3ge in 
spontaneity oyer the film, but the latter, of course, 
can be edited whereas the former cannot The two methods 
therefore are complementary, and it is considered that television 
may become important and useful in medical teaching Cer- 
tainly the spectators can see more detail m greater comfort 
than is exer possible in a crowded theatre The possibilities 
of telex isiou as an aid to medical instruction base long been a 
matter for conjecture On a few special occasions in America 
television has been temporarily installed in an operating theatre 
to enable groups of surgeons to watch a particular operation, 
but the installation at Guv’s ts the first properly engineered 
permanent equipment, and this was the first occasion on which 
operations haxe exer been telexised in Europe 


Department of Surgery at Guy’s The uewang sets are standard 
HM V models, with a 15 in (37 5-cm) emi-cope tube, slightly 
modified to xxork on signals receixed bx cable The equipment 
delivers television signals of the standard waxe form used bx 
the London telex ision service of the BBC, but a higher defini- 
tion can be made available when required There is provision 
for a demonstrator to supplement the surgeon’s comments or 
altematixely to be responsible for the v hole description of the 
operation This demonstrator mav be stationed in one of the 
xiexving rooms, and he is able to select at xxill the most suitable 
size of field as the operation progresses 

It is intended to build up a repertoire of standard operations 
suitable for television and to invite surgeons from hospitals 
throughout the country to watch the telexised operations and 
comment on the installation Certain types of operation, such 
as cerxical svmpathectomx are not considered suitable for tele- 
xision as xet, although an image can be obtained The installa- 
tion x\ ill be mainly for the benefit of postgraduate students and 
visiting surgeons 

When the camera is mounted aboxe the table a picture is 
gixen looking directly down on the operation site, as opposed 
to the oblique view from the galleries It is, of course, a dis- 
advantage that transmission cannot take place in colour, but 
the technical problems of picking out in monochrome the 
different shades of tissue are being surmounted successfully 
Subject to this reserxation xxith regard to colour — xxhich no 
doubt xxall be oxercome in time — the picture obtained is xerx 
good and the definition is such that the procedures can be 
clearlx followed Special precautions haxe been taken to 
prexent interference from other electrical apparatus in the 
hospital 


Students and nurses watch the ojxration on the telexa ion screen 



X 910 May 21, 1949 


CORRESPONDENCE 


A. 


. > Biuna 
Mebjcu. JotXH 


Correspondence 


An Unfortunate Precedent 

Sir, — S ince its foundation some four centuries ago the Royai 
College of Physicians, through its Comitia, has been consulted 
by ail British Governments on all important problems of public 
health and medical teaching and practice. The appointment of 
its actual president to the Awards Committee is thus not an 
'' unfortunate precedent ’’ but a justified historical custom. To 
reproach Lord Moran because he has been entrusted with this 
duty and to call the officers of the College, distinguished 
scientists and upright men, “henchmen" of the President and 
“ inner cabal ” of the College is to attack the dignity of that 
great institution whose role in the history of medicine — not 
only of British medicine — has been preponderant. 1 am con- 
vinced that most Fellows will resent this attack, whether they 
have accepted the Health Service or whether, like myself, they 
wish to maintain the independence and the freedom of medicine 
It is not a x question of party. 

I do not'tbink Dr. C. B. Heald (May 7, p. 819) has accurately 
described the inner workings of the College, because on all 
important matters there are lively discussions in Comitia. The 
“ recommendations of the Council ” bear usually on secondary 
matters, and, if they are accepted mechanically, this is due to 
the fact that the Council has thoroughly studied these questions, 
whereas the majority of the Fellows come totally unprepared. 
If Dr. Heald had made his interesting suggestions in committee 
instead of resorting to the medical press he could be assured 
of the support of many of his colleagues, and the thanks of all, 
for rendering the meeting of the Fellows as lively as the dinner 
that follows it. 

In the course of its long history the senior College hasTaced 
all medical problems, adapting its policy to changing conditions 
with an elasticity which is certainly not “ archaic." In our days 
the problems are more acute because, as individual physicians, 
we have concentrated too much on our test-tubes and micro- 
scopes and have neglected social medicine. The task of the 
College is thus more difficult than it was in the days of Linacre, 
when it had simply to uphold the Hippocratic and Galenic 
doctrines against Arab scholasticism, or, as later, to struggle with 
the University of Oxford for the programme of medical teach- 
ing, to consider the seaworthiness of the physicians of the 
Elizabethan fleet, or to legislate on variolization or hypnotism. 

However, the College has to take a stand and contribute to 
the adaptation of medical practice to our new highly indus- 
trialized and mechanized society. History shows that human 
groups that have not responded to the challenge of changing 
environment have died out, and the senior College, founded by 
the most brilliant intellects of the Renaissance" and built up 
stone by stone in the course of five centuries by men of out- 
standing brain and heart, cannot die out. As in the course of 
centuries the College changes its mode of action, abandoning 
the academic ivory tower, it has to come more into the open 
social struggle. It may be difficult in these conditions to pre- 
serve its ancient dignity, but it is not a good thing, not only for 
British medicine but for world medicine, if in these disturbed 
times of political and economic passions the role of this solid 
bulwark of the highest medical standards is made more difficult. 
The laws of history', little known and even less heeded, warn us 
against any such action. — I am, etc., 

London. Wl A. P. CaWADLas. 


Research in Renal Disease 

Sia While Sir Hcnrv Cohen, as reported in the Journal of 
, April 2 tp sg~)_ grudgingly admits that there is some justifica- 
tion for a man pursuing research in renal disease, it would be 
.ntere-ding to learn upon what grounds he so confidently asserts 
that there can be no justification for a man confining his prac- 
tice of medicine to the kidneys. I do not know to what extent 
Sir Hegry's personal experience of this kind of practice entitles 


him to make this pronouncement, but 1 can assure him tbr 1 - 
is in error 

Anyone who endeavours to achieve, such proficiency in t- 
in g patients suffering from renal disease as current kmnka 
permits will find that bis time is so fully taken up that fee >’ 
no alternative but eventually to confine his practice tot 
branch of medicine. Unless he does it is unlikely that be r 
be able to handle sufficient material to acquire adequate erpr , 
ence ; nor will he realize the unceasing attention to detail, c 
even the nature of the detail itself, that is so often necessity? 
all that is possible is to be done for these patients. He si 
find it an additional handicap that there is probably no 
in the country that is suitably organized, staffed, or eqmpji 
for obtaining the best results from modem methods of tie., 
ment It must be remembered also that nephrology can: 
be practised effectively without at the same time engage 
research for sundmltzed methods of treatment are ed 
successful in 3 minority of renal disorders. 

It is singular toot Sir Henry should have selected the kidesp 
and none of the ssi tnhshed specialties for his strictures. Tb 
accusation so frequently levelled against the specialist that b 
is not sufficiently n contact with general medicine canhiti'. 
be maintained >n r -pea of the kidneys, where the relatoiy 
with oihcr vital cwcim md processes is too intimate and tR 
obvious -o be ignored But the recognition of nephrology 
ene of the major med.Cal specialties in no sense implies lb 
we must lose the valuable contributions to the knowledge cf 
r. na! disease that the general physician may confidently H 
c^pe^’ou to make in the future as in the past. There is nr; 
tom i m. ugh roam ir medicine for all degrees of emphasise 
‘he *ujv ot. anu pr .ct,e in, renal disorders. 

It is . itnmon kno.vVdge that patients suffering fromrtd 
disease , "en conic under the care of those who have madew 
serious study of their p oblems and who, indeed, are not ot: 
interest d in them Patients are frequently “ written ofi" 05 
sight <" efter a mote or less perfunctory investigation, and m 
hustled out of hospital without systematic provision for !h ;: 
future weltare f 1 1 ■ acucoe of defeatism is particu lift' 
dangerous in undergrade^, c teaching hospitals, for it i' 
accepted by students and forms the basis of their outlook 03 
renal d, ease. 

What - needed is the pto vision of postgraduate uaivemt' 
hospital*. or institutes for r. na! disease, adequately federated 
in the genetai hospital services and based on departments rf 
renal _ anatomy physiology, pharmacology, and clinical 3 "’ 
experimental nephrology These hospitals should event#' 
staff and work in close liaison with subsidiary renal rails r 
other postgraduate hospitals, in undergraduate teaching hosp* 
tals, and in some of the larger non-teaching general wJ 
appropriate special hospitals. The need, moreover, is urgent. 
cf/ft thC ua ' n . ,n 8 °f ’be necessarv medical, nursing, and tecta 35 ' 
s must mevntabk take much time, A beginning, ho^' c f< 

i£u 


could be made 
centre. 


at once u uh the establishment of one sC ‘ 


training of a nephrologist must necessarily be long 

™“ us ' shouid include at least six years' postgrad^ 

e*n^r Ct,C V n ? reSearch »n general medicine, and sf^ 13 

behevr f C hs t 1 l b, r C u emiStry and c!in ical pathology. I do k 

eieht f, e fu C0Urse could be accomplished in lest ft® 

eight years after registration. 

It concern £ enal d * sease one of national import*®* 
DonlZ he , W , dfarc and bves of a large section of * 
direcfv and • n g r many youn S Persons. Kidney disease, 
co U „S P " J eC *i y ’ probabI V causes more deaths in 
The iminini, U ear ‘If" cancer > heart disease, or tubercokf- 
and the nrovis' a s i lfficient number of competent nephrolO? 1 
f „J ° n of adet !uate facilities for their work are am®? 


the most pressing needs 


m medicine to-day. 


litwfc 


I n - A liteuicn 

cravitv and'' '^ ,r , Henry bas faded to appreciate the magni. 
rof ,y couri C r PkXIty ° f the P r °blem of renal disease. T»«? 
aptitude to conW ,l ustlficatIon for those with inclination® 
kidneys, ° f medfctae 

so if thev find ? ' hou d be given every encouragement to 

fiv. £2“«S.T™ v f"; c ttel ,he5 ™ "”" b! ““ 


London. W.l 


A. A. Os'(* R 
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Thymoma Simulating Laryngeal Diphtheria 

Sir, — D r. Alwyn Griffith (April 30, p. 759) has described an 
instance o£ what he interprets as a “ thvmama simulatin',: 
laryngeal diphtheria "mi child aged 44. His account of 
the patient suggests to me that this was almost certainly an 
example of acute myasthenia gravis, and that the child's death 
was not due to pressure caused by the presence of the tumour. 

It is not generally known that an acute form of myasthenia 
gravis occurs in young children, the leading sign being failure 
of respiration with cyanosis. The condition described by 
Dr. Griffith would probably have responded dramatically to 
an injection of “ prostigmin.” as it did in two children, aged 
44 and 2, under the care of Dr. W. G. W’yllie at Great Ormond 
Street Hospital for Sick Children a few years ago. I operated 
on both these children for thymectomy, and the elder one has 
been well since ; the younger one afterwards died in a relapse 
of myasthenia because t had failed to remove the whole of 
the gland. 

Dr. Griffith's description does not convince me that the organ 
found in the mediastinum was really a tumour in the sense of 
being a neoplasm. It may have been simply a large thymus 
gland, which would normally be of considerable size at the age 
of 4. Thymic tumours usually become closely adherent to 
surrounding structures and show an obvious proliferation of 
epithelial or reticular cells. — I am, etc., 

London. VV.t. GEOFFREY KEYNES. 

Endocrmes and Fibro-Adenosis 

Sir. — I n his interesting paper on this subject (April 30, p. 7501 
Mr. H. J. B. Atkins ascribes to me opinions which I do not 
hold, and I would be grateful for the opportunity of correcting 
this misapprehension. I am. quoted as having advocated 
androgen therapy for fibro-adenosis, “ in the hope that this will 
prevent the onset of cancer” ( British Medical Journal, 1938. 
2, 319) — a view which I have never held, even in the most 
optimistic moments, much less propagated. What I actually 
recommended (and I think I was the first to do so) was the 
routine implantation of testosterone in the wound after a radical 
mastectomy in cases of breast cancer as a prophylactic against 
recurrence, and repeated implantations from time to time — a 
view- substantiated by Adair at a meeting of the Section of 
Surgery, Royal Society of Medicine, on March 23 (reported m 
the Journal of April 9, p. 631), and others. 

In spite of this disclaimer, however, I cannot agree with 
Atkins that testosterone can be actively cancerogenic in cases 
of fibro-adenosis. Both theoretical considerations and practical 
experience are to the contrary, and the one case quoted is 
most likely, in my opinion, coincidental. It is hoped that 
Atkins’s condemnation will not have the effect of depriving 
patients of the advantage of a hopeful, if temporary, therapeutic 
agent. — I am, etc.. 

London. VV.t. A, A. LOESER. 


Diathermy Prong Forceps 

Sir, — A s the originator of the principle of diathermy haemo- 
stats, it is easy to settle the differences between Mr. A. Wilfrid 
Adams (April 9, p. 631) and Mr. David Aiken (April 30. p. 780). 
They are both right. In 1924, at the Christie Hospital, Man- 
chester, I first used artery forceps connected by fiex to diathermy 
to seal vessels. From 1932 onwards most of my patients have 
been connected to diathermy,' and two pennyworth of British 
electricity has done just as well as, and probably better than, 
four dollars’ worth of American catgut. Minute vessels have 
been dosed at a depth of even a foot in the lower abdomen, 
and a tiny piece of sterile carbon has replaced a ligature, which 
is always liable to go septic. Haemorrhage, time, and labour 
have been saved. Wounds have healed better because sepsis 
has been avoided. 

Why the principle has not been more widely used I have 
never understood. In my long surgical experience, by the use 
of diathermy I have avoided the tedious tying of millions of 
ligatures : for example, in a cancer of the breast it is unneces- 
sary to tie more than twelve ligatures, and in a subtotal 
thyroidectomy five. The technique is easily acquired — far 
more easily than to learn to drive a motor-car. The simple 


harmonious use of one foot and one hand is all that is required. 
Bnt a full knowledge of the dangers of diathermy and the 
protection of the patient are essential. 

As the method advanced, I used one thin fiex which could 
be attached to many instruments of varying depths and type. 
Mr. Adams has produced another instrument to his Eking, and 
so w ill any surgeon who uses the principle. Mr. Aiken came 
as resident to the Christie Hospital during the war, when I 
could not have diathermy instruments made for special pur- 
poses and had therefore to return to fiex attached to any instru- 
ment by adhesive or insulating tape. He did a great service by 
publishing 3 my principles in an immature form. He is still not 
aware that adhesive tape, although boiled, will still retain 
microbes in its depths, and naturally will occasionally become 
unstuck. That is why attachment fcv tape, as described in his 
letter, may become dangerous. And it is far safer.^though 
possibly a little cumbersome, to use an attachment like that 
of Mr. Adams. — f am, etc.. 


MancJi ester. 


Wilson H. Ely. 
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A Danger to Public Health 

Sis. — The remarks of your correspondent. Dr. G. C. F. Roe 
(April 30, p. 776), on the spread of smallpox prompt me to 
draw attention to another point which would seem to require 
attention. Shortly before the importation cf smallpox on 
ss. Mooltan. a certain person who in recent months became 
somewhat of a national character left this country in a mysteri- 
ous manner. Despite the fact that his picture had been in 
every newspaper and periodical aver a period of weeks, he was 
able to leave by an unknown ronte and without the knowledge 
of police, emigration officials, or customs. This cccnrred 
within a reasonably short interval of the disappearance cf 
aircraft in some numbers and by unknown routes from this 
country without the knowledge of the authorities, and it is 
reasonable to suppose that the whale of this illegal traffic has 
not always been and will not always be in cue direction. 

In view of the fact that the farthest point in the world is now 
within the incubation period of the major infectious diseases, 
illegal entry into this country by air creates a grave risk to the 
public health. It is suggested, therefore, that everyone should 
co-operate in preventing a continuation cf such traffic in the 
future, and that offences, when detected, will be met by such 
penalties as to deter people from committing what may appear 
an adventurous crime but which may have grave and far- 
reaching consequences. — I am. etc., 

Bnit. Bucks V O. B. GaRTSEE- 

Treatment of Basal-cell Carcinoma 

Sir. — I would like to record my appreciation cf the excellent 
paper on the surgical treatment of rodent ulcer by Sir Cecil 
Wakeiev and Mr. Peter Childs (April 30. p. 7371. The authors 
state that there should be no recurrence with adequate surgical 
excision and recommend that treatment for all rodent ulcers. I 
think the authors are to be congratulated cn the uniform success 
of their treatment, which is a tribute to the combination cf their 
good judgment and technical skill. 

I have no criticism of their recommendation as it applies tc 
lesions on the neck, trunk, and limbs, where wide excisicn is 
relatively uncomplicated, and would merely add that many- cf 
the superficial rodent ulcers in these sites run a very slow benign 
course, and elderly, timid patients may be safely treated by 
irradiation or. if the lesions are very superficial, by freezing 
with CO = snow for two or three minutes. 

Apparently rodent ulcers occurring on the face, especially 
about the temples, the eyes, and the nasc-la'chl folds, are net so 
readily treated by simple excision as the authors suggest, and 
marv cases of recurrence after surgery have attended dermato- 
logical departments and radiotherapy censes. I have seen a 
considerable number, some of which had relapsed after two 
excisions and one after three excisions by- a competent surgeon. 
I do not agree with the authors that the extent of excision neces- 
sary is readily gauged, and I believe that the extent cf seme 
rodent ulcers, with the presence of neighbouring nn’crcsecpic 
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nodules, cannot be discerned with the naked eye. It would 
also appear that the surgical disturbance of tissue balance has 
a markedly activating effect upon any residual malignant cells, 
and relapses after incomplete excision usually run a more rapid 
course. 

It should be remembered that towards the end of the nine- 
teenth century the surgical treatment of rodent ulcers of -the 
face had fallen into considerable disrepute, and the expression 
“ noli-me-tangere ” had been applied to rodent ulcers and con- 
siderable thought had been given to other measures of treat- 
ment. Burning-irons of various shapes were used by the 
surgeons of the London Hospital instead of excision, and the 
introduction of radium and x-ray treatment was welcomed by 
the surgeons. In fact Dr. Sequeira was invited to an Inter- 
national Congress of Surgery at Stockholm in 1905 to read a 
paper on his technique with radium in the treatment of 
malignant diseases, especially of the skin. 

Since that time by far the greater number of rodent ulcers 
have been treated by dermatologists or radiotherapists. Treat- 
ment with the unscreened radium plate, or with x-ray therapy 
alone or after preliminary curettage, is not tedious, nor as a 
rule is the reaction at all severe, and the resulting scar is rela- 
tively inconspicuous, Many elderly patients are much less 
bothered by non-operative treatment, and in the sites most suit- 
able for wide excision the results of such treatment are almost 
uniformly satisfactory. It is admitted that, in any large series of 
rodent ulcers treated by irradiation, recurrence may account for 
5 to 10%. The small squamous-celled lesions are not usually 
more radio-resistant than the true rodent ulcer. 

No doubt some further comment will come from radio- 
therapists with considerable experience in the treatment of these 
lesions, but as a dermatologist I think the above remarks are 
fair comment. — I am, etc., 


London. W.I. 


R. T. Brain. 


Smallpox Contacts 

Sir, — 1 think that the majority of doctors will agree with 
Dr. G, C. F. Roc’s suggestion (April 30, p. 776) that protective 
vaccination of travellers before leaving any country infected 
with smallpox would be the surest safeguard against the intro- 
duction of variola major to this country. 

1 was interested in his treatment of contacts by voluntary 
isolation in the isolation hospital. With a considerable number 
of contacts arriving from abroad over the past few years, and 
depending upon the safeguard of timely vaccination, I have 
relied upon an immediate home visit, with advice and instruc- 
tions to report immediately any symptoms or signs, however 
trivial a complete examination being made only in exceptional 
cases. I have not interfered with the liberty of the person to 
pursue his ordinary avocations, believing that smallpox is not 
infectious unless or until a rash appears. People from affected 
countries abroad are well aware of the risks of smallpox, and 
all arc anxious to co-operate in every way. 

It may be that stricter measures are desirable in congested 
towns than in rural areas. I feel that the views of other medical 
officers would be useful. — I am, etc., 

Gupdtord. Surrey. J. HaiNE. 
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. ppcarmg m The Tones of May 10 about the outbreak of small 
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I-rgc section of our populatio 


is unvaccinated, and, now that vaccination is no longer compul- 
sory, this unvaccinated population will grow larger. While such 
a state of affairs exists in this country it is only fair to the 
public to insist that quarantine be adequate and complete. I 
feel sure that much of the present anxiety and alarm in the 
country to-day would not have occurred if the Mooltan 
passengers had been kept on board until April 16. — I am, etc., 

Launceston. Cornwall. / E. RICH, 


Ankylosing Spondylitis 

Sir,— I n his letter (April 2, p. 591) under this heading Dr. 
F. Hernaman-Johnson asks, “Is their sole resort to be the 
orthopaedic surgeon, who, after all, deals with the results of 
the disease rather than the disease itself ? ” I am sure Dr. 
Hernaman-Johnson did not intend this sentence to be as 
disparaging as it sounds. 

Fortunate is the patient with ankylosing spondylitis who 
comes under the care of an orthopaedic surgeon at an early 
stage in his disease. The latter clearly enjoys an advantage over 
certain of his colleagues in knowing that he is unable to cure 
the patient. He also knows that the end-result of the disease 
is a “poker back,” and that there is a grave risk of costo- 
vertebral ankylosis and a consequent lowering of resistance to 
respiratory infection. He knows too that in most cases radio- 
therapy is effective in relieving the patient's pain. He therefore 
takes steps to ensure that the spine ankyloses straight and to 
maintain the respiratory excursion of the chest by appropriate 
exercises until the disease has “ burnt out.” He will also, in 
all humility, refer the patient to the radiotherapist. By such 
means the tragedy of the patient with a “ question-mark ” spine, 
unable to see more than five yards in front of his feet, can be 
avoided. 

Of patients treated in the' orthopaedic department of the 
Sheffield Royal Infirmary, I quote two examples. One served 
in the London Fire Service throughout the “.blitz,” being 
treated without avail by a variety of medical methods. Happily 
his spine flexion was controlled in time by a brace, and, now 
ankylosed, he works actively in an important position. The 
other is still serving as first mate on an oil-tanker. Although 
his spine' is rigid from sacrum to skull, he stands straight. — 
J am, etc., 

Sheffield. F. Godsalve Ward. 

Adoption of Children 

Sir, — In a court case reported in the newspapers recently a 
childless couple were bound over for neglecting an adopted 
child aged 6} years. The child, adopted at the age of 14 months 
through an adoption society, proved to be educationally sub- 
normal. Medical examination of children for adoption should 
at least ensure that mentally subnormal children are not passed 
as fit for adoption. 

At present the examination of such children may be carried 
out by any medical practitioner, who may or may not be 
familiar with the norms of mental development in children. 
I would like to make a piea that examination of children for 
adoption is only carried out by doctors who have a specialized 
knowledge of the developmental assessment of children. Only 
in such a way can the repetition of a disaster as described in 
the newspaper reports be avoided. — I am, etc., 

London. S.E.13. G, G. JONES. 


Dosage of Heroin 

Sir, — Dr. J. H. Crawford and Dr. James Ross (April 30, 
p. 776) are right in emphasizing that in the two alarming cases 
reported by me (April 9, p. 619) the doses of heroin adminis- 
tered were excessive. The administrator had been led towards 
excess by three circumstances. (1) The opinion, which certainly 
has been current, that heroin is a safer and milder drug than 
morphine. (2) His possession of tubes ’ of heroin tablets of 
1/6 gr. (11 mg.) issued by a long-established and reliable firm 
of chemists. (3) His previous experience that this dose had 
produced little obvious effect. Dr. James Ross’s shrewd 
reasoning that this experience may have related to patients 
with vigorous metabolism is correct — they were pregnant and 
parturient women. 
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I venture to suggest these conclusions. Patients differ con- 
siderably in their resistance to the depressing effects of heroin, 
chiefly according to tb/'r metabolic vigour. The margin of 
safety, never too wide for care, may become narrow enough 
for anxiety in a patient with lowered metabolism. A large dose 
of heroin in a much debilitated patient may cause dangerous 
symptoms. Heroin should not be administered to such a 
patient without special consideration, and only in reduced 
doses. Tablets and other unitary preparations of drugs 
should not be issued containing doses in excess of the official 
maximum. — I am, etc., 

Blrminshflm. CRANSTON W at RFR . 

Approach to the Frontal Lobes 

Sir, — The restatement of his views by Dr. P. Glees (April 
30, p. 780) seems to leave us less ground for disagreement. 
HoweVer, I am not convinced he has established his main 
point, that abolition of transorbjtal lobotomy would accelerate 
our understanding of other lobotomy processes — or, as he puts 
it, that “any new blind approach will delay the understanding 
of the underlying mechanism of mental recovery after 
lobotomy.” No. one suggests that the transorbital technique 
should be used in 100% of cases, and it is difficult to believe 
that its occasional employment will seriously retard the 
advance of knowledge. Electro-convulsive therapy is also a 
treatment where the rationale is not clear, but its empirical 
use did not stultify research nor delay the present refinements 
of technique. This is to my mind a more fair analogy than 
Dr. Glees’s comparison of transorbital lobotomy with a blind 
abdominal operation for the relief of constipation. 

It seems better to me to give help where we can rather than 
withhold it on perfectionist grounds. There is a section of 
patients which one judges might benefit from psychosurgery 
and from nothing else, yet at the present level of medical 
sendees, and for a long time to come, they cannot be given 
the staffing and organization demanded by elaborate operative 
research. Since we have reasonable grounds for believing that 
the simple and relatively safe procedure of transorbital 
lobotomy might assist them and that at the worst it is unlikely 
to do harm, as a temporary expedient, pending the development 
of more definitive techniques, I see no very good argument 
against giving it at least a more extended clinical trial — 
I am, etc., 

IlTtey. Yorks. MaX VaLENTIXE. 

Shoulder-harness 

Sir. — Fortunately it was the need for improvisation and not 
personal injury and discomfort, as in the case of Sir H. J. 
Manockjee Cursetjee (April 30, p. 779), which suggested to me 
an appliance for fractured clavicle or clavicles which would 
obviate the discomfort caused by the usual methods. 

When such accidents have occurred during the last ten years 
I have invariably made use of two rubber “ deck tennis ” rings. 
An arm is inserted in each, and the shoulders are braced by a 
strap or webbing band connecting them across the shoulders. 
They are soft, pliable, and easily washed, and the comparative 
comfort is endorsed by a patient who had previously fractured 
one clavicle once and the other twice. — I am, etc., 

Cardiff. J- P- H. Davies. 

POINTS FROM LETTERS 

Hereditary Cheiropompholjx 

Dr. S. H. Curry (Surbiton) writes: I have recently seen a case of 
hereditary cheiropompholyx which I feel must be very unusual. The 
case was a male child of 6 months, and on examination he showed 
a vesicular eruption of the right hand. Some of the resides were 
secondarily infected. I ensured that there was no fungus infeefion 
by microscopic examination. I treated the patient with a coal-tar 
ointment applied to the affected parts, and penicillin injections. The 
following day I saw the father of the child, and he complained of a 
similar eruption on the hands from time to time. He said it first 
occurred in hot weather 3nd was diagnosed in India as cheiro- 
pompholyx. Again the base of the vesicles showed no evidence of 
fungus, and I was thoroughly satisfied that this was a case of 
cheiropompholyx. He responded well to the same treatment as his 
child, and both were discharged on the same day, after three weeks’ 
treatment. 


Obituary 


Sir FREDERICK MENZIES, K.BE., M.D., F.R.C.P. 

Former Medical Officer of Health and School Medical 
Officer, London County Council 

Sir Frederick Menzies, formerly medical officer of health and 
school medical officer of the London County Council, died 
suddenly on May 14 at his home in London at the age of 73. 

Frederick Norton Kay Menzies was bom in 1875, the son of 
a civil engineer at Caernarvon, North Wales. He graduated 
M.B., Ch.B. at Edinburgh University in 1899, proceeding M.D. 
with distinction in 1903. He took the M.R.C.P.Ed. in the same 
year, and the fellowship four years later. He had postgraduate 
experience in the universities of Vienna, Berlin, and Paris, and 
held residenl posts at the Royal 
Infirmary, Edinburgh ; the 
Brompton Hospital ; the Child- 
ren’s Hospital, Great Ormond 
Street ; and at the Western 
Fever Hospital, Fulham. For 
five years he was demonstrator 
and lecturer in the public 
health laboratory at University 
College, London. After taking 
his D P.H. in 1905 Menzies be- 
came in 1907 deputy medical 
Officer of health for the 
borough of Stoke Newington. 

He held also part-time 
appointments as examiner 
in public health and hygiene 
to the Board of Education, 
the City and Guilds Institute, 
and the Royal Sanitary 
Institute. 

Menzies began bis long service with the London County- 
Council in 1909 as a part-time school medical officer. Two 
years later he was appointed a whole-time assistant medical 
officer on the Council’s staff. By 1914 he had become principal 
assistant medical officer, and in 1926 he succeeded his chief, 
the late Sir William Hamer, as medical officer of health and 
school medical officer. His main task in 1911 was to organize 
the first of the five areas — east and north-east London — into 
which the county was divided for the purpose of the school 
medical service. A year later he drew up the scheme for the 
diagnosis and treatment of tuberculosis, and during the war of 
1914-18 the scheme for the provision of facilities for the 
diagnosis and treatment of venereal diseases. Menzies was 
also responsible in those early years for all the work in con- 
nexion with maternity and child welfare, infant life protection, 
and the midwifery service. Just before his appointment as 
chief medical officer there came a short period of broken ser- 
vice under the L.C C. In 1924 Menzies resigned bis position 
as a principal assistant medical officer and was appointed to 
the temporary post of consultant to the CoLnril in connexion 
with Us tuberculosis and venereal disease-, schemes. During 
the ensuing 21 months he undertook n area: deal of work on 
behalf of the Voluntary Hospitals Cc ~i ,ston, the joint Coun- 
cil of Ibe British Red Cross Society --.j the Order of St. John , 
and the United Services Fund. 7 ese three organizations at 
that time were either distributin- r had recently distributed 

large grants of money, arising ; war funds, to voluntary 

hospitals throughout England .r _ t ales His visits of inspec- 
tion took him to all kinds of ah and convalescent homes 

in different parts of the cc _-d was a valuable, thoueh 

an unintended, preparation r ; new duties that awaited him 

in London within the nev ears His return to the full- 

time work of the Counri . “out owing to representations 
which were made by p- -_->t members of that body who 
realized that great hoso.-a. * opments were impending Thev 
felt that the enlarged - - Ptltty which would fall' to the 

Council called for an v." — ,n the public health department 
who had bad experer-e . large-scale hospital administration 
and organization. Mr. N.-.ue Chamberlain, then Minister o- 
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Health, had brought forward just at this time his provisional 
proposals for the reform of the Poor Law. These proposals 
were eventually embodied in the Local Government Act, 19.29. 
Menzies agreed therefore to rejoin the Council’s service at the 
end of 1925, when Sir William Hamer retired. 

Menzies undertook then the preparatory work needed in view 
of the approaching legislation. Under the Act of 1929 the whole 
of the general and special hospitals and medical services of the 
metropolitan boards of guardians and the Metropolitan Asylums 
Board were taken over by the L.C.C. A new hospital authority 
came into existence overnight on April 1, 1930, and with such 
smoothness was the transfer accomplished that hardly any of 
the 20,000 staff or the 42,000 patients realized that anything 
unusual had occurred. About 80 hospitals and other institu- 
tions came under Menzies’s direction and control. But that was 
only the beginning, ‘and as the hospital service went on develop- 
ing, its efficiency increasing year by year, it became the largest 
service under unified control in the world. 

The work of building up an efficient department both for the 
public health and for the hospital services of London continued 
steadily. An important step forward was taken with the estab- 
lishment of the British Postgraduate School and its attachment 
to the Hammersputh L.C.C. Hospital, and in this development 
Menzies played his part. Then in 1939 the war brought about 
a disruption which Menzies felt deeply. Perhaps he took a 
too sombre view when he saw what had almost been his life- 
work frustrated. In a private letter at the time he spoke of 
the sendee as being " completely smashed up as a unit organiza- 
tion,” and of “ a tragic end to a long career in the service of 
London.” He had suffered under a handicap of physical 
infirmity for some years, and on several occasions he had 
described himself as a very tired man and had expressed his 
desire to be released. He therefore, after nearly fourteen years 
at the head of the L.C.C. public health department, tendered 
his resignation, which took effect on his sixty-fourth birthday, 
Nov. 2, 1939. The Emergency Committee of the Council, 
which owing to the war was then in charge of all the Council’s 
business, in accepting the resignation, reported that “ it was in 
no small degree due to the preliminary work and foresight of 
Sir Frederick Menzies that the transfer of the hospitals was 
effected so smoothly,” The report added : “ His retirement 
will deprive the Council of the services of an officer in whom 
it has justifiably placed the highest confidence. The strength 
and graciousness of his character and personality have won the 
respect and esteem of the members of the Council and of the 
members of his staff both at the central office and at the hos- 
pitals.” The Council added five years to his period of pension- 
able service as a mark of its special regard, and when he bade 
it farewell high tribute was paid to him by the leader of the 
Council, Mr. Herbert Morrison, who declared him to have 
been one of the greatest chief officers the L.C.C. ever had. 

Among the many offices which Sir Frederick Menzies held 
at one time or another outside his Council work were the 


chairmanship of the Central Council for Maternity and Child 
Welfare, membership of the Council of the National Associa- 
tion for the Prevention of Tuberculosis, and chairmanship of 
the committee of management of its Burrow Hi!! Colony. He 
''as a member of the board of governors of the London 
Hospital and of Queen Mary’s Hospital, Roehampton. He 
represented Great Britain at the international congresses of Rec 
Cross Societies. The Government committees upon which he 
served included the Trevethio Committee of inquiry intc 
'enerea! diseases, the Ministry of Health Committee on the 
raining and employment of midwives, the Home Office 
' cm } tn,t,ce on the scientific investication of crime 
”, , J n, V dep: ‘Jt m cntal Committee on nursing services. He 
t ^ 1c Voluntary Hospitals Commission from 
th- Pcmt 7-LL a member of the Committee of Reference oi 
or'w-su!-anr«-:^ , f dej, ' ns " <th th . : r ' cruitra£ « and aliocatior 
V C-Vit WJCwnice in 1939 ‘ For >’«» he server 
v„‘J u i ' d ' U '‘ ci Board and thc General Nursint 

Kn r Vr~, ar ' d decorat,ons his way. Ht 
Ur ~ ,n 19j -- and in 1937 was one of the severs 
* ■ 7 tr “ K , m S appointed from members o 

5 ’• v- .. t?p L L r St - John of Jerusalem in 5934 

- *’ * ^ m^Jcr the by-law uh»ch admit 

’ “ rurn ber c-f persons, not member 


of the College, who have distinguished themselves in any 
branch of the science or practice of medicine. In 1941 the 
College awarded him its Bisset-Hawkins gold medal for his 
work in the public health field. He was a Fellbw of the Royal 
Society of Edinburgh, and in 1934 he received from the Royal 
College of Physicians of Edinburgh the Cullen Prize awarded 
every four years “for the greatest benefit done to practical 
medicine.” In the previous year he received the honorary 
LL.D. of his old university on the occasion of the 350th anni- 
versary of its foundation, when only one nomination was 
allotted to each of the various faculties, and he was chosen 
as representative of medicine, the Public Orator describing him 
as “ one of the foremost exponents of preventive medicine in 
this country.” 

In his social as well as in his public life' Sir Frederick 
Menzies was a forceful and decisive but very likeable person- 
ality. At his country home in Norfolk he revealed himself 
as something other than the dominant high official of County 
Hall ; here he was a gentleman farmer, finding his recreations 
in gardening, farming, estate management, and country sport. 

Sir Allen Daley writes : Sir Frederick Menzies was probably 
the greatest hospital administrator which this country, or indeed 
any other, has ever known. He set himself the task of welding 
the hospitals of the Metropolitan Asylums Board and those 
of the 25 Metropolitan boards of guardians into a compre- 
hensive hospital service for London which would be the finest 
as well as the largest under local government administration 
in the world. Many of the hospitals were almost obsolete, and 
the standards of staffing varied greatly ; the economic crisis of 
1931 added to his difficulties. Nevertheless, by the time that 
he retired in 1939 he had made substantial progress towards 
the implementation of his plans, and had it not been for the 
war bis ambitions would by now have been fully attained. He 
had had long experience in- the best voluntary hospitals and 
remained actively associated with many of them. He was active 
in the affairs of the King Edward Fund and the Nuffield Pro- 
vincial Hospitals Trust. This close association with the volun- 
tary hospital world helped substantially his organization of the 
municipal hospitals and his efforts to reach a working arrange- 
ment with them. Menzies bad no patience with recent changes 
in the hospital world, and enlivened discussion by many caustic 
comments upon them. He had enormous influence and 
prestige at County Hall. He was not dependent financially on 
his official position, and this enabled him to take a strong line 
whenever he felt that this was necessary. He was a genial- but 
exacting chief. He left a great deal to his staff, but always 
supported them when they ran into difficulty. His knowledge 
of when to press forward with a scheme and when to defer it 
until a more propitious moment was uncanny. At heart 
Menzies was a countryman. He was an expert in estate manage- 
ment, and nothing gave him greater pleasure than a day in 
the open air with a gun and a dog. This form of recreation, 
however, had been curtailed since 1934, when he had a serious 
illness as a result of which he could not walk more than a 
quarter of a mile without resting. Since he sold his Norfolk 
estate he had lived in London except for the war years, when 
he returned to his native ’Caernarvonshire. For the past few 
years he had lived quietly in Kensington. In March he went 
to Port Said to see there the British Hospital, of thc committee 
of which he was chairman. He developed pneumonia on the 
way back, and never completely regained his strength. His 
former colleagues mourn the loss of a great-hearted friend 
and a truly great man. He left a mark on the public health and 
hospital services of London which can never be effaced. Our 
deepest sympathy goes to his widow and to his son and 
daughter. His elder son, a regular soldier, was killed soon 
after the landing in Normandy in 1944. 

\V. N. WEST-WATSON, M.D. 

Dr. William Norman West-Watson died at his home in Bradford 
on March 20. He was bom at Birkenhead, and graduated 
M.B., Ch.B. at Glasgow University in 1903, proceeding M.D. 
in 1908. He was house-surgeon to Sir Hector Cameron,- and 
later R.M.O. to the Jaffray Hospital, Birmingham. As a 
medical student he served in the South African War with a 
Scottish hospital unit, and was awarded the Queen’s Medal with 
clasps. Before starting in general practice he was ship surgeon 
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lo the Union Castle Line in 1908. On the outbreak of war 
West-Watson joined the R.A.M.C. and went to France in 1915. 
In this year he was appointed honorary assistant -physician to 
the Bradford Royal Infirmary’, becoming later physician and 
consultant. He joined the St. John Ambulance Brigade as 
corps surgeon, and was later assistant commissioner for the 
Midland Area (West Riding). He was made a commander of 
the Order of St. John of Jerusalem in 1946. 

West-Watson will be best remembered for his work in con- 
nexion with the British Medical Association. He was a tower 
of strength to the Bradford Division, of which he was secretary 
from 1920 to 1932. He kept alive locally interest in the work 
of the Association. Many will recall the annual meeting'-held 
in Bradford in 1924, which owed much of its success to West- 
Watson's administrative ability and genius for organization, he 
was honoured the following year at Bath by' being made vice- 
president of the Section of Medicine. A member of several 
central committees from 1921 onwards, and a member of 
Council from 1930 to 1943, he attended fourteen representative 
meetings between 1921 and 1938. He was chairman of the 
Bradford Division in 1933-4, and president of the Yorkshire 
Branch at the time of his death. At the meeting of Council 
last week Dr. Dain paid tribute to the work West-Watson 
had done for the Association, locally and centrally, for over 
twenty years. 

When his full and active life ended, West-Watson was deputy- 
chairman of the Bradford Executive Council. He never spared 
himself, and even his holidays were few and short, and mostly 
devoted to golf. He played a good game, and up to recently 
had a handicap of ten. No record of his life would be com- 
plete without mention of his work for St. Luke’s Church, 
Bradford. He was a regular attender, a warden, and gave 
characteristically devoted service. West-Watson suffered a 
cerebral haemorrhage in January last, made a study of his 
disability, and won through to attend meetings of the Executive 
Council and of the Division. Only a fortnight before his death 
he spoke at one meeting with his customary force and lucidity. 
Truly he died in harness. West-Watson never shirked responsi- 
bility, and when in the process of time he handed over his 
duties to others he continued to give freely of his ripe experience 
and wisdom. He owed much to his wife, who was always a 
gracious hostess on the many occasions when they dispensed 
hospitality. He is survived by her. three sons, and a daughter. 
All three sons served in the recent war. — G. P. 

OWE N W. RICHARDS, C.M.G., D.S.O., D.M., M.Ch., F.R.C.S. 

Mr. Owen William Richards, one of the distinguished surgeons 
of the 1914—18 war and later director of the Egyptian Govern- 
ment School of Medicine in Cairo, died at his home in BidefOrd 
on April IS after a long and distressing illness. Owen Richards 
was the son of the Rev. H. W. P. Richards, Prebendary of 
St. Paul’s. He was bom at Isleworth vicarage on Sept. 30, 
1873, and there he passed his early boyhood until he went to 
Eton as a King's Scholar. At New College, Oxford, he obtained 
first-class honours in physiology and became Wykeham Prize 
Fellow. He was then a student of Guy’s Hospital, where he 
graduated in 1902, proceeding M.D. in 1905 and taking the 
F.R.C.S. in the same year. His studies were interrupted for a 
time by the South African War, when he served as a dresser 
and gained the Queen’s Medal with three clasps. In 1905 
Richards was appointed professor of clinical surgery at the 
School of Medicine in Cairo, and there he was responsible for 
some outstanding work. He was accustomed to ride out to 
the military hospital of the Egyptian Army at Abbassia, and 
he employed his leisure hours in practising operations on the 
intestines of a cow in order to perfect his technique. He did 
yeoman service in Cairo for the next nine years, and then on 
the outbreak of war in 1914 he retired from the Egyptian Ser- 
vice and took a commission in the R.A.M.C. He was posted 
to Versailles as a subaltern, and there he was found by 
Sir Arthur Sloggett and promoted to captain. His surgical 
skill soon became apparent, and by 1917 Richards was a 
colonel and finally a consultant surgeon and a member of 
the advisory council of the D.G.M.S. in France. He won 
the D.S.O., was appointed C.M.G., and was three times men- 
tioned in dispatches. He did splendid work at No. 6 C.C.S. 
at Mervillc and also in Bethune and Arras. He told Sir Cuthbert 


Wallace and Sir Anthony Bowlby that if only he were given 
some extra equipment and placed nearer the front he thought 
he, might do good work on abdominal cases close to the line 
without ’giving them the trying journey back to a clearing 
station before operation. His request was granted, though he 
was told, of course, that no sisters could be risked so far 
in advance ; but the extra equipment and some additional 
orderlies made the arrangement he suggested possible, and in 
these circumstances some of his best work was done. After 
the war Richards returned to Egypt as director of the medical 
school and hospital at Kasr-el-Aini, being decorated later with 
the Order of the Nile (Second Class) for his services to medical 
education. He left the service of the Egyptian Government 
in 1924 under the arrangements made when Egypt became 
independent. In 1927 he settled at Downes, near Bideford, 
where he could indulge not only in his favourite sport of 
yachting but in the art of forestry. He planted many trees 
and supervised their growth ; so much so that a forestry inspec- 
tor once said that among small estates Downes was “ one of the-- 
show places so far as forestry 7 was concerned.” The sympathy 
of many friends and colleagues will be extended to Mrs. Richards 
and her daughter. — S. L. C. 


The Services 


INDIAN MEDICAL SERVICE DINNER 
The annual dinner of the Indian Medical Service will be held at 
the Connaught Rooms, Great Queen Street, Kingsway, London, 
W.C., on Wednesday, June 15, at 7 p.m. for 7.30 p.m., when the 
chair will be taken by Major-General Sir Gordon Corel]. The cost 
of a ticket to subscribing members of the dinner club is 16s. 6d. 
and to others £2 2s. These charges cover drinks before and during 
the dinner, cigarettes, and gratuities to waiters. If possible full 
evening dress, with decorations, should be worn, the alternative being 
dinner-jacket, with which miniatures may be worn, or Service dress. 
Applications, with remittance, should be sent to Mr. A. W. Brown, 
of Grindlays Bank, Ltd., 54, Parliament Street, London, S.W.l, as 
early as possible. 


Medical Notes in Parliament 


Special Rations for Invalids 

Answering Mr. Driberg on May 11, Dr. Summerskjll 
announced that the Food Rationing (Special Diets) Advisory 
Committee had reviewed the present meat ration in relation to 
the needs of invalids and had recommended that no extra meat 
rations additional to those already allowed need be granted for 
diabetics or for cases of spontaneous hypogr^aemia. They 
were satisfied that the protein available in the present allowances 
of meat and cheese was quite adequate to construct any Vrind 
of diabetic diet. The Committee had also recommended that 
one further extra ration of meat should be allowed in cases of 
nephritis with gross oedema and gross albuminuria, for both 
types of hepatitis, and in cases of steatorrhoea. 

Eyes and Ears . — It is estimated that up to March SI about 
5,620,000 sight tests had been made under the National Health Act. 
It is not known how many of these were examinations for the first 
time. About 19,000 patients in England and Wales have been 
supplied with Medresco hearing-aids since July 5, 1948. The number 
needing such aids is not known, but is not likelv to be less than 
150,000. 

Leprosy . — Replying to Mr. Hubbard on May 13 Mr. Bevan said 
he was considering making leprosy notifiable. It was not notifiable 
at present, and reliable information about the number of cases was 
not available. There was one leper hospital in England, run by a 
voluntary' body, -which could accommodate 13 cases and had 12 there 
now. Arrangements were being made to supplement this by another 
provided as part of the National Health Service. 


The two Sides of the Ancillary' Staffs Council of the Whitley 
Councils for the Health Services have agreed that domestic staffs 
directly engaged in the care of smallpox and typhus patients, and 
who therefore have to be isolated and to undergo other inconveni- 
ences which the work involves, shall receive a 50% increase in wages 
while so engaged. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 30. 

Figures of Principal Notifiable Diseases for the week and those for the «ktc- 
snondme week last year, for: (a) England and Wales (London included) (b) 
LondonWnumstrative tounty). (c) Scotland (d) Eire, (e) Northern Ire land. 

figures ef Births and Deaths , andoj Deaths recorded under each infectious disease \ 
arc for ; (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16, principal towns m Scotland, 
(d) The 1 3 principal towns m Eire, (c) The 1 0 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 


Disease 

1949 

94S (CorrcspoodingWeek) 

(a) 

H 

(0 

«o 

(e> 

(a) 

(b) 

(c) 

(0) 

(e) 

Cerebrospinal fever 

De it bs 

32 

! 

18 

3 

2 

57 

5 

1 

IS 

5 

1 

Diphtheria 

Deaths 

98 

1 

20 

20 

6 

8 

134 

2 

16 

49 

8 

7 

Djccntcry 

Deaths 

38 

4 

35 

1 

15 

119 

26 

57 

—** 

— 

Encephalitis lethargies, 
acute 

Deaths 

— 

_ 

1 

— 

— 

— 

— 

1 

— 

- 

Erysipelas 

Deaths 


— 

21 

7 

4 


— 

27 

13 

4 

Infective enteritis or 
durrhoca under 2 
jenrs 

Deaths 

26 

3 

3 

37 

2 

1 

30 

4 

9 

32 

7 



Measles* 

Dcaihst 

11,436 

1541 

513 

1 

255 

1 

171 

10,169 

1101 

228 

1 

113 

62 

Ophthalmia neonatorum 
Deaths 

44 

2 

6 

— 

I 

62 

4 

15 

2 

2 

Paratyphoid fever 

Deaths 

i 

~ 

— 

1(B) 

i 

* 

3 

i 

— 

— 


Pneumonia, influeirrat 
Deaths (from influ- 
enza)* 

453 

39 

21 

I 

13 

2 

)5 

_ 

546 

7 

33 

3 

13 

2 

7 

Pneumonia, primary 
Deaths 

176 

li 

162 

33 

9 

10 

155 

23 

201 

1 

5 

f’otio-cnccphatius, acute 
Deaths 

1 

— 

‘ 



— 

— 




Polipmjclms, acute 
Dnths5 

14 

1 

— 

2 


13 

1 

1 

— 

* 

Puerperal fi'er .. 

Deaths 


— 

10 




' 

10 


l 

n 

Puerperal pyrtxi.i'l 

Deaths 

80 

7 

8 

1 

— 

112 

7 

11 

' 

Relapsing fever 

Deaths 

— 

— 





— 

— 


0 


Scailct fever 

Deathst 

7S5 

66 

145 

60 

29 

1,538 

104 

259 

37 

41 

— 

Smallpox 

Deaths 


— 

— 

— 

— 

— 

— 


— 

- 

Typhoid fever .. 

Deaths 

£ 

J 

— 

"> 

— 

12 

1 

— 

1 

— 

— 

Typhus fe»cr «. 

* Deaths 

— 

— 

— 

— 

— 

— 

— 


— 

— 

Whooping-cough* 

Deaths 

2,90* 

S 
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249 

153 

a 

88 

3,6S4 

4 
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37 

55 

15 
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3- 
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14 

Deaths (excluding still- 
births) 
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EPIDEMIOLOGICAL NOTES 

Tj plioid Fever at Crovvthomc 

Further cases of typhoid fever associated with the Crovvthome, 
Berkshire, outbreak have been found at Ottershaw and Didcot. 
The total of conhrmcd cases is now 39, and two of these may 
prove to be secondary infections 

The foodstuff suspected of carrying the infection was on sale 
in the village on April 15, 16, and 19, and was all consumed in 
that period. The outbreak was self-limiting. The source is 
still under investigation. 

A controlUd trial oE chloromycetin (chloramphenicol, Parke 
Davis) is in progress on patients in infectious diseases hospitals 
at Winchester and Mogden, Middlesex. The reports will not 
be published for some weeks, but there is every reason to believe 
that the encouraging icstilts obtained by Woodward and his 
colleagues' will be confirmed by the present investigations. 
There yvere no undesirable side-effects from the use of the drug. 

At Maidenhead 7 patients in hospital have received “thera- 
peutic anti-typhoid (VirOl serum (Felix)," which appears Jo 
have influenced the third week of the disease. 

Smallpox 

The unvaccinatcd woman admitted to the Liskeard Smallpox 
Hospital on May 7 developed a semiconfiuent rash and is 
severely ill. Three close contacts, all unvaccinatcd until five 
days after first contact, agreed to precautionary isolation in the 
Liskeard Smallpox Hospital. It was reported, on May 16 that 
all three are sickening, and smallpox is expected to develop in 
two of them. In the third case vaccination after contact may 
have influenced the course and resulted in an infection without 
eruption. 

A suspected case was admitted to the Ashey Smallpox Hos- 
pital, near Ryde, Isle of Wight, on the evening of May 24. 
This was on the third day of a severe illness, and the patient 
showed a confluent macular rash with the characteristic distribu- 
tion of smallpox, except for a striking “ butterfly ’’ rash on the 
face. There was early vestculafton of some of the macules. On 
the fourth day there was extensive pustulation, and a diagnosis 
of acute disseminaied lupus erythematosus was made. A nega- 
tive complement-fixation test for variola-vaccinia was reported 
from the Central Public Health Laboratory on May 16. Con- 
firmation of this negative result by egg culture is awaited. 

Although several suspected cases have been seen elsewhere 
in England and Wales the only confirmed focus of infection is 
at Liskeard, Cornwall. The circumstances are in no way dis- 
turbing, but there is still a remote possibility of further 'cases 
of smallpox appearing, and special vigilance’ is necessary. 

Discussion of Table 

In England and Wales a decrease was reported in the notifica- 
tions of measles 2,078, acute pneumonia 306, scarlet fever 168, 
and dysentery 14. There was an increase in the incidence of 
whooping-cough 359. 

The largest falls in the notifications of measles were York- 
shire West Riding 236, Surrey 226, Southampton 171, Middle- 
sex 160, London 158, Sussex 153, Kent 132, Derbyshire 121, 
and Oxfordshire 1 14. The only notable change in the incidence 
of scarlet fever was a fall of 47 in Lancashire. 

The largest increases in the notifications of whooping-cough 
were Derbyshire 73, Kent 52, and Warwickshire 41. 

An outbreak of dysentery affecting S persons was notified in 
Buckinghamshire, Aylesbury R.D. In Lancashire 10 cases were 
notified. 

In Scotland large increases were reported in the notifications 
of measles 248 and whooping-cough 130, while decreases were 
recorded for acute primary pneumonia 107, scarlet fever 29, 
and diphtheria 13. Notifications of diphtheria were down to 
the record low level of 20 ; in Glasgow there were 14, fewer 
cases notified than in the preceding week. The increase in the 
incidence of dysentery was contributed by Glasgow, where the 
notifications rose from 1 1 to 23. 

In Eire decreases in the notifications of measles 68 and scarlet 
fever 35 resulted from a decreased incidence in Dublin C.B. 

In Northern Ireland an increase of 38 in the notifications of 
whooping-cough was the only large change in the trends of 
infectious diseases. This increase was confined to Belfast C.B. 
and Co. Antrim, 

Quarterly Returns for Northern Ireland 

Births during the December quarter were equivalent to a 
rate of 20.2 per 1,000, which was 0.3 below the rate for the 
preceding December quarter and 1.5 below the average for 

’Woodward. T. E., Smadcl, J. E., Lee, H, L., Green, R., and 
Makckar, D. S (194S). Ann. intern. Med., 29, 13!. 
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The 4-factor preparation 


aneurine hydrochloride 
riboflavine - 
nicotinamide 
pyridoxine hydrochloride 


capsules 
i.o mg. 
i.o mg. 
- 15.0 mg. 
0.5 mg . 
ampoules 


aneurine 

I c.c. 

2 c.c . 

hydrochloride 

io mg. 

50 mg. 

ribo flavine 

i mg.: 

4mg. 

nicotinamide - 

40 mg.: 

200 mg. 

pyridoxine 
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1 mgj 

5 mg. 


"Vitamin Therapy — its uses and ItmtatiensP 
42 pp.y zoith therapeutic index, rzay It obtained 
on application to Medical Dept. 44 A 
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Stimulant action 
in emergency 

Anacardone (Injection of Nikethamide B.D.H.) 
should be at hand in the surgery and in the 
doctor’s bag ready for immediate use. 

Nikethamide B.D.H. exerts a rapid stimula- 
tory effect on the respiratory and vasomotor 
centres thus raising the depth and rate of 
respiration and improving the blood supply to 
the heart in acute collapse. 

Anacardone is available in ampoules as 
Injection of Nikethamide B.P. and as a ay per 
cent, solution, flavoured, fororaladministration. 
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(INJECTION OF NIKETHAMIDE B.D.H.) 
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‘Roche’ B- Complex 

for oral and parenteral use 


‘Becosym’ presents fit e important factors of the Vitamin 
B-Complex in two forms : Tablets and Twin-Ampoules. 


EACH TABLET 

CONTAINS: 

B-C0HPLEX FACTORS 

TWN-AHP0UIE5 

CONTAIN : 

5 mg. 

vitamin B, (aneurine, thiamin) 

10 mg. 

2 mg. 

vitamin B 2 (riboflavine) 

4 mg. 

20 mg. 

nicotinamide (P.P. factor) 

40 mg. 

2 mg. 

vitamin B 6 (pyridoxine) 

4 mg. 

3 mg. 

pantothenic acid 

6 mg. 


‘BECOSYM’ 

Tablets are sugar-coated aod issued in bottles of 25, 
100 and 500. ‘Becosym’ for injection (intramuscular or 
intratenous) is stable and well-tolerated and is issued in 
boxes of 6 and 50 twin-ampoules. 

ROCHE PRODUCTS LIMITED 
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hepastad forte is a highly concentrated c\tri' ct 
of liver which has heen prepared 'in otir 'Nouingti :mi 
laboratories as the result of research conducted by 0 ur 
own chemists in co-operation with clinicians in t' lis 
country and abroad. It contains all the known at 111 * 
anarmic factors of liver, is highly refined, painless on 


injection, and highly concentrated. I'acti I c.c. of 
YrepnSrdn Y-vne rs dttiamcli “mmi ’I'tKj X<. ofi ’uver rmti 
is therapeutical]) equivalent to 4, 000-5, (XY) G. of fresh 
liver by mouth. 

Ampoules of 1 c.c.: single ampoules, boxes of.', 6 anJ 
12 ampoules. Rubbcr-capreJ vials of 10 ex. 



Literature and further information gladly on request to Medical Department. 
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CESSANTE 
CAUSA, CESSAT 
EFFECTUS {COKE) 

By neutralizing the cause 
you neutralize the effect. 


Neutralization of the excess acid 
in the stomach without impair- 
ment of the normal digestive 
processes is the key to the satis- 
factory treatment of hyperacidity 
and peptic ulcer. 

‘ALUDROX,’ a suspension of 
A i. colloidal aluminium hydro- 
xide in gel form, rapidly controls 
this free acid without interfering 
with combined acid. A. peptic 
ulcer quickly heals and pain is 
promptly relieved. The alumin- 
ium hydroxide is excreted later 
unchanged, thus avoiding all 
risk of alkalosis. 



ALUDROX 

Aluminium hy droxidc g g l 


JOHN WYETH & &ROTHER LIMITED 
Clifton House, Euston Road, London, N.W.l 
BEPLEX - ENDRINE - PETROLAGAR . PLASTULES 









terms of TONIC VALUE 


First and foremost, Minadex is a children's tonic, it 
takes the short cut to a child’s favour with its delightful 
orange tang . . . ensures ' patient co-operation ’ right 
from the start. Yet Minadex is a tonic in tire truest 
sense of the word. It contains the protective vitamins 
A and D not just in nominal amounts but in therapeutic 
doses ; it provides iron to aid formation of healthy 
blood ; and, in addition, the glycerophosphates of cal- 
cium, potassium, sodium and manganese, together 
with copper sulphate. N.H.S. prescriptions are re- 
vealing more and more preference for Minadex . . 
and are showing that doctors realise how the same 
qualities that commend Minadex for the youthful 
patient are just as valuable to grown-ups ! 


in 6 oz. and 
12 oz. bottles 


G.L.AX.O 


'Syrup MINADEX 


Eoch /laid ounce contains • Vitamin A / 6,000 f.u. Vitamin D 3.t?CO i.u. 
iron and ammonium citrate I3± crams. Co/cium gf/ccrophaspbatc 2 prams . 
potassium, sodium, and manponcse ri/cercphosphates ; coppersu/phate. 
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tlu: un^.h quarters of the five years 1943-7. Infant mortality 
’4 per 1.000 registered births and was 18 below the average 
ot i’’c fourth quarters of the five preceding years. Maternal 
nio r .jlity was 1.6 per 1,000 births and was 0.8 below the five 
a'erage. The general death rate at 10.9 per 1,000 was 
1 relow the five years' average. The death rate from tuber- 
cu , sis, 61 per 100,000, was the lowest ever recorded, except 
for the December quarter of 1947, and was 12 below the five 
\ ears’ average. 

For the whole of 1948 the birth rate was 21.9 per 1,000, a 
decrease of 1.4 on 1947 and 1.2 below the average of the 
jive preceding years. The death rate, 11.3 per 1,000, was the 
'owest ever recorded' in Northern Ireland. The infant mor- 
ality, 46 per 1.000 live births, was also the lowest ever recorded, 
oeing 7 below the rate for 1947, the previous lowest level. 

Week Ending May 7 

Notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 898," whooping-cough 
3,053, diphtheria 87, measles 9,217, acute pneumonia 494, 
cerebrospinal fever 21, acute poliomyelitis 13, dysentery 59, 
paratyphoid 3, and typhoid 37. 


Medical News 


The Centenary of the Brompton Hospital 
It is hoped to hold a dinner in November of this year to celebrate 
the centenary of the Brompton Hospital. All those who jiave been 
on the medical staff or residents of the hospital who would like to 
be present at the dinner are asked to send their names and addresses 
to the House Governor, who will in due course give them further 
details of this notable occasion. 

Honorary Fellow * 

Professor Grey Turner has been elected an Honorary* Fellow- of the 
American Surgical Association. 

Irish Medical Graduates 

A general meeting of the Irish Medical Schools and Graduates 
Association was held in the South Kensington Hotel, London, on 
April 21. This association of Irish medical men was inaugurated 
in 1878 and is the oldest Irish medical society in England. It has 
in its gift the presentation of the Arnott Memorial Medal, and 
among its recipients have been many famous Irishmen. An Amott 
Memorial Medal was presented by Colonel George Moore to the 
president of the association, Mr. Johnston Abraham. It was 
unanimously agreed at the meeting that the association, which has 
held no functions since 1938, should resume its activities. Those 
qualified to become members and wishing to join are asked to wTite 
to the secretaries, Dr. J. Bodkin Adams, 6, Seaside Road, Eastbourne, 
or Mr. W. McKim H. McCullagh, 149, Harley Street, London, W.l. 

Committee on Radioactive Substances 
Sir Henry Dale, O.M., F.R.S., has been appointed chairman of the 
Radioactive Substances Advisory Committee, which will advise on 
protective measures against radioactivity. The committee has been 
appointed by four Ministers — the Minister of Health, the Secretary of 
Slate for Scotland, the Minister of Supply, and the Minister of Health 
and Local Government for Northern Ireland — to advise the Ministers 
on measures to safeguard workpeople and the public generally against 
the danger of exposure to radiation from radioactive substances 
and certain irradiating apparatus. The appointments made under 
Section 6 of the Radioactive Substances Act, 1948, are for three 
years. The other members are: Mr. J. P. Baxter, Ph.D.; Mr. W. 
Binks, M.Sc. ; Sir Ernest Rock Carling; Mr. D. G. Catcheside, 

M. A.; Lord Chenveli, F.R.S.; Sir John Cockcroft, F.R.S.; Professor 

N. Feather, F.R.S.; Mr. L. H. Gray, Ph.D.; Captain Mark Hewitson, 
M.P.; Dr. J. F. Loutit; professor \Y. V. Mayneord; Professor R. 
McWhirter ; Dr. E. R. A. Mereweather ; Dr. Ralston Paterson ; Mr. 
H. S. Souttar; Sir George Thomson, F.R.S.; Professor B. W. 
Windeyer. 

Honours Conferred by the Society of Apothecaries 
Two eminent scientists were honoured by the Society of Apothe- 
caries in London on May 11 in the presence of a distinguished 
company, including the French Ambassador. In presenting the Gold 
Medal in Therapeutics to Professor Jacques Tr£fou*el, Director of the 
Institut Pasteur, the Master of the Apothecaries, Professor E. C. 
Dodds, referred to Professor TrdfoueVs clarification of the funda- 
mental rules of chemotherapy. His work on the sulpha nil amide 
preparations, in which his wife collaborated, led to the development 
of the sulphonamidc group of drugs, and was the keystone on which 
all later research on these drugs was built. Professor TrfifoueTs 
reply In English was brief, modest, end to the point. The Honorary 
Freedom of the Society was then conferred on Sir Charles Harington, 


Director of the National Institute for Medical Research. The Master 
of the Society said that all the work on thyro toxicosis being done 
to-day would have been impossible without an understanding of the 
way in which the thyroid gland works ; that understanding was owed 
to Sir Charles Harington, who first succeeded in characterizing thy- 
roxin and later in synthesizing it. His chemical studies on immunity 
were also of the greatest importance in medical research. Sir Charles 
Harington expressed his gratitude for the honour conferred on him. 
He pointed out that the position of biochemistry as an independent 
branch had not been achieved without great efforts. Now the work 
of biochemists was recognized and appreciated, and they could 
look back with pride along their line of descent from the apothecary. 

Chelsea Clinical Society 

The annual dinner of the Chelsea Clinical Society was held on 
May 10, the president, Mr. Nils Eekhoff, being in the chair. In 
proposing the health of the society, Mr. H. G. Strauss, K.C., M.P., 
said that the Iaw r had every reason to be grateful to the expert 
witness. Continuing his crusade against the misuse of English, he 
said he understood that the word “ hospitalized ” did not mean being 
converted into a hospital but being sent to one. He gave the society 
this definition of an intellectual — a man educated beyond his intelli- 
gence. In reply, the president referred to the activities of the society 
during the past year, mentioning the discussions that had taken 
place on empiricism, films, radioactive isotopes, Graves's disease, 
and prefrontal leucotomy. He paid tribute to the work of the secre- 
taries of the society for making it a flourishing concern. The health 
of the guests was proposed in the wittiest speech of the evening by 
Mr. Frank Cook, and responded to by Air Marshal Sir Richard 
Peck. The evening concluded with the inauguration of the president 
for the coming year. Dr. Maurice Bewley. 

Hospitals May Close 

As a result of the 10% cut in hospital expenditure ordered by the 
Minister of Health, a number of hospital boards and management 
committees have announced that they can economize only by closing 
hospitals or beds. According to Press reports the Manchester 
Regional Hospital Board has announced that the Stretford Memorial 
Hospital and the Eccles and Patricroft Hospital may have to close. 
Others in that region that may be closed are the Victoria Hospital, 
Accrington; Coplow View, Clitheroe; Parkside, Lancaster; and St. 
Anne’s-on-Sea Memorial Hospital. The Aruqdel Hospital, in the 
Worthing Group, may have to close, and the Salisbury Group 
Hospital Management Committee thinks that it may have to close 
a small hospital, and that it w r ouId be unable to open a new' exten- 
sion ward in a tuberculosis sanatorium for which staff is available. 
The Windsor Group Management Committee considers that it must 
dose 158 beds if it is to economize further. The North-West 
Regional Hospital Board is reported to be asking the Minister how 
it can make the economies required without closing 500 beds. 

Streptomycin Royalties for Rutgers University 

Dr. S. Waksman, who discovered streptomycin, has presented the 
money which patent rights on the drug bring him to Rutgeis 
University, New Brunswick. The university wifi use the money to 
establish an Institute of Microbiology, with Dr. Waksman as its first 
director. A new milljon-dollar building will be erected and the 
balance will be used to cover operating expenses. Dr. Waksman has 
handed his patents to the Rutgers Research and Endowment Founda- 
tion, on the understanding that any further income will l)e used to 
promote research, particularly in microbiology. Royalties on the 
drug, computed at 2\% of the sale price, totalled between £175,000 
and £200,000 last year, according to the B.U.P. report which gives 
these figures. Dr. Waksman, who was bom in Russia, came to the 
United States in 1910 and has been on the staff of Rutgers University' 
for twenty-five years. 

Postgraduate Medical Education 

Sir John Anderson is the chairman of a Joint Board which has 
been set up by the three Royal Colleges and the British Postgraduate 
Federation. The Joint Board is “ to consider the existing provisions 
for the postgraduate education and training of specialists, and invite 
the attention of medical schools and institutes, hospital authorities, 
and other bodies providing postgraduate medical education, to such 
modifications as may from time to time appear desirable.” The 
members of the Joint Board are: Lord Moran and Dr. H. E. A. 
Boldero; Lord Webb-Johnson and Mr. Julian Taylor; Sir William 
Gilliatt and Mr. G. F. Gibberd; and Professor Sir Francis Fraser 
and Mr. J. B. Hunter. 

Attending Congress in Turkey 

Sir Howard Florey, Professor of Pathology in the University of 
Oxford, left Oxford on May 10 for Istanbul to attend the Fifth 
International Congress of Comparative Pathology as a delegate of the 
Royal Society. He wifi visit Greece between May 21 and^ 28 under 
the auspices of the British Council to lecture to the University of 
Athens medical faculty on 44 Antibiotics in the Treatment of Tuber- 
culosis ” and " Recent Progreso in the Investigation of Antibiotics.*’ 
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Association for the Paraljscd 

The British Council for Rehabilitation has recently set up the 
National Association for the Paralysed, which will be concerned with 
the care, treatment, and rehabilitation of the paralysed. Hie National 
Association would be helped in compiling a register if all ivlto arc in 
touch with patalyscd persons would ask them to send their names and 
addresses, with a statement of the type of paralysis from which they 
suffer, to the Registrar, the National Association for the Paralysed, 
British Council for Rehabilitation, 32, Shaftesbury Avenue, Condon, 
W.l. 

Wills 

Professor Arthur Robinson, formerly professor of anatomy at 
Edinburgh University, at King's College, London, and at Birming- 
ham Uniscrsity, left £23,453 Dr. Henry Morrison, of North 
Walsham, Norfolk, left £26,409; Dr. Dm id Carlyle Sutton, late of 
Chester, £46,430; and Dr Richard Burges, of Stoke Bishop, Bristol, 
£20,005. 

COMING EVENTS 

Medical Art Society 

The annual exhibition of the Medical Art Society will be held at 
Walker's Galleries. IIS, New Bond Street, London, W„ from Friday, 
May 20, to Thursday, June 2. All inquiries should be addressed to 
the honorary secretary of the society. Dr Henry Wilson, 142, Harley 
Street, London, W 1. 

Charities Ball 

A Charities Bali organized by the Metropolitan Counties Branch 
of the B M A will be held at B M A House, Tavistock Square, 
London, W C 1, on Thursday, May 26, at S pm. for 8 30 p.m. The 
proceeds will be devoted to medical charities in urgent need of 
support Patrons include the President of the Association and the 
Presidents of the three Royal Colleges There will also be a cabaret 
and facilities for bridge The cost of tickets including, a buffet 
supper is two guineas each. Applications should be sent to the 
Secietary, the Chanties Ball Committee, Metropolitan Counties 
Branch, B.M A House Contributions to chanties from those unable 
to attend the ball would also be most welcome and should be sent 
to the same address. 
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APPOINTMENTS 


Monday 

London: .University College. — At Physiology Theatre, Gower 
Street, W.C , May 23, 4 45 pm, " Seketoe Toxicitv with Special 
Reference to Chemotherapy," by Professor Adrien Albert. 


Tuesday 

Eugenics Society. — A t Royal Society, Burlington House, Piccadilly, 
London, W„ May 24, 5 30 p.m , " Some Biological Considerations 
nt Social Evolution," by Professor H, J. Fleurc, FR S. 

Institute op Dermatology, 5, Lisle Street, Leicester Square, 
London, W C. — May 24, 5 p.m , " Choice oj Vehicles for Topical 
Application," by Dr. W H. Goldsmith. 

Institute of Urolooy. — At St. Paul’s Hospital, Ended Street, 
London, W.C., May 24, (1) 11 a.m., ” Prognosis of Syphilis 
(Tieated and Untreated)." by Dr. V. E. Lloyd; (2) 5 p.m., 
"Infections of the Urinary Tract other than Tuberculosis, l." by 
Mr. A. Clifford Morson 

London University. — A t London School of Economics and Political 
Science, Houghton Street, Aldwych, W.C., May 24, 5 p.m., 
"The National Health Service," by Sir James. S. Ross. 

London University. — At Westminster Medical School, Horseferry 
Road, S.W., May 24, 5 30 p m., " Applications of Palaeography to 
Medicine," by Dr. Rudolph Brdicka (Prague) 

Wright-Fleming Institute of Microbiology, St. Mary’s Hospital 
Medical School, Paddington, W. — May 24, 5 pm, ** Bacteria! 
Nutiition," by Dr. M. R. Pollock. 


Wednesday 

Glasgow University- Department of Ophthalmology. — May 25, 
S p.rn., " Bleeding and Clotting within the Eye," by Dr. W, O, G. 
Taylor. 

Harveian Society of London. — A t Royal College of Surgeons of 
England, Lincoln’s Inn Fields, London, W.C, May 25, 5 p.m., 
“ The IVar Collection, " Harveian Lecture by Sir Gordon Gorelon- 
Taylor. 

Institute of Urology.— At St. Paul’s Hospital, Endcll Street. 
London, W.C., May 25, (1) 11 a.m., " Toxic Manifestations due to 
Treatment of Syphilis," by Dr. W. N. Mascall ; (2) 5 n m.. 
" Calculous Disease of the Kidney and Ureter, ll," by Mr H P 
Winsbury-White. 

Royal Microscopical Socwty . — At B.M.A. House, Tavistock 
Square. London, W.C., May 25, 6 pm., Combined meeting of 
Biological and Industrial Sections. " The Theory and Practice oi 
Section Cutting," by Mr. G W. Moore. 7 


Drown-, John Krnt,. M R . Ch D , D P.H . Medical OT.cer of Hah, Met-o- 
politan Horough of Greenwich 

Cattt i vrv J . r . . MB.Chn.DMf. Medical Officer of HeihK B>rouch of 
Bailey, and Di\isionTl Medical Officer. West Rldms County Council 

LpKCY, IUnjuRA M.» MB, B.S , Assistant County Medical Officer. \Ne<t 
Riding of > orhsture* 

Rurv JAMn r.. M.D , T.R.C.S td . D.M.R.T., Aiilstaat Radhtheraght, 
Ro>al Infirmary. Dundee. 


BIRTHS, MARRIAGES, AND DEATHS 

MRTitS 

Collin,. — On May I, inis, ai Moorland, N’n-vinr Home. Kenilworth, lo Vlc’et. 
wife or Dr. W. Collinv. n ,on 

Evan,. — On May tt. \W. at Nu(Tield Home. Guv’, Hospital. London. SE.. 
to Winifred (ni!c Groom) wife of Dr M. L. Itudvon Evans. Lew .Mm, a 
sister for Ttmoihy — Sara. 

Hoptdmon.— Or .April 22, 1949, nt rreston Infinnon. to Silvia, wife of Dr. 

J. 1. HopUnson. a dauctilcr — Susan 

DEATHS ' 

Dale.— On April 38, 1949. at ’’ Arley.” Sdboumc Road West. Worcester. 
Arthur James Dale. M D , need 7 ’L 

Torrvvt. — On Apr!! 30. 1940. James Torrest. M.B.. Ch B., of t, Duke S’.net. 
London, W„ need 73. 

Hell,— On May 3, J949. in London. GeofTrey Scccombc Hen, TRCS. need 70 
Hume.— On May 2. 1949. at 27. ITizrov Square, London. W„ John Gotvion 
Hume. MRCS. I. R.C.P.. need 7S 

Jones. — On April 30, 1949. at a nursinc-homc. Joseph Jones. M D , of Hoaitth 
CroSi, Lcisti. Lanes. 

Ncjton.— On May 3, 1949. in London. Michael Louis Nevlnn LRCTAStd . 

L R.F.P.S.G!as , of Sidney. Australia, and !aie of Assouan Tcvpt. 

O’Dovvd. — On April 27. 1949. at Jersey, C.I., Trancis John O’Dowd. DSO. 

M.R.C.S , L R C r„ tale IMS., .need 3S. 

Riddell. — On May 4, 1949, at LnnebanJ;. Bonncsj-on-Windcrmcrc. David 
Riddell. MD, need 71. 

Snook.— On April 29, 1949. nt Salisbury’. Wilts, Samuel Penny Snook. MRCS. 

L.R C.P.. of Wcvmouth. Dorset 

Sfmehan. — On Feb. 20. 1949. at Johannesburg. South Africa. Archibald 
Sutherland Strnchan, M D 

VYhHwnm. — On April 22, 1949, at Pnifinton, Leonard SvKcs XVhitvvam, MB. 

Ch.B , Surgeon Commander R.N . retired, nacd 74, 

Wilson. — On April 26, 1949, at Gw-jnfryn. Denbigh, Robert Scott Wilson 
L.R.C P.AS.Ed . L.R F.r.S Gins. 

Wood,— On April 17, 1949, Charles Crudeo W’ood, MB, CJi B , of 16 , Trevor 
Street. London. SAV.7. 

Woodvaright. — On May 2, 1949. nt 13, Colllncham Rond, London. S W . 
Charles Sharman Woodvvrieht. CB E . L.R C PAST., A L ft.. Surgeon Rear- 
Admiral R.N., retired 
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Any Questions? 


Correspondents should give their names and addresses ( not for 
publication) and include all relevant details in their questions, 
which should be typed. IVe publish here a selection of those 
questions and answ'crs which seem to be of general interest. 

Penicillin Inhalations 

Q. — Is inhalation of penicillin by means of ' an electric 
pneumostat recognized as part of the successful treatment of 
bronchiectasis ’ If so. can you tell me the strength of the 
penicillin solution employed, the period of daily treatment, and 
the average lime required to produce improvement ? What 
other diseases benefit from this method ? 

A. — Inhalations of penicillin with the help of various types 
of apparatus have been usefully employed in the treatment of 
many respiratory' infections. In bronchiectasis they will dimi- 
nish the quantity of sputum and produce general symptomatic 
improvement ; these benefits are transient, and within a few 
days of stopping the inhalations the patient will have returned 
to his previous condition. Their main value is as a pre- 
operative measure to diminish the risks of lobectomy. Many 
different methods of inhalation have been used ; in most about 
30.000 units in a volume of some 10 ml. is vaporized and 
inhaled twice a day. 

Apnoea on Tracheal Intubation 

Q. — IV hat is the cause of prolonged apnoea on passing an 
intratracheal lube orally ? The cnaestlietic sequence was 
cocaine, thiopentone, cyclopropane, and ether given by a 
closed-circuit machine. An attempt was made to establish 
respiration by forcing a little ether vapour into the lungs. 
What is the danger of the condition and how can it be prevented 
or trcctcd ? 

A. — The passage of an endotracheal tube through the larynx 
is commonly followed by a period of apnoea. This is reflex in 
origin and, as might be expected, is usually encountered when 
intubation is performed under light anaesthesia. As a rule the 
apnoea is of short duration and spontaneous respiration soon 
starts. Should the apnoea persist or cyanosis develop, one or 
two gentle inflations of the lungs with oxygen will usually 
restore the patient’s colour and be followed by spontaneous 
respiration. An attempt to force ether vapour into the lungs 
in light anaesthesia may result in generalized bronchoconstric- 
tion as well as a persistence of the apnoea. The occurrence of 
this reflex may be prevented by effective surface analgesia of 
the laiynx or deeper general anaesthesia before intubation is 
attempted. Certain risks are attached to the passage of endo- 
tracheal tubes under light anaesthesia. In addition to the 
anoxia associated with the apnoea described above, cardiac 
arrhythmias are frequently seen, while sudden death has been 
reported as occurring in these circumstances. 

Iridocyclitis 

Q . — What is the treatment for recurrent attacks of irido- 
cyclitis with conjunctival oedema? In one of my patients the 
condition starts in the right eye and slowly clears up with 
" olbucid ” drops, but before it is entirely cured the left eye 
becomes affected. “ Benadryl " has been tried, also a mercury 
end atropine ointment. The condition now recurs every 
' fortnight. 

A. — There is no clear answer to this question. Iridocyclitis 
is an inflammatory affection, and, as with other inflammatory 
diseases of the eye and elsewhere in the body, little is known 
of the pathology. A parallel to iridocyclitis is rheumatoid 
arthritis. Both conditions are distressingly common, and in 
both a mass of hypothetical causes, mainly of ,an infective 
character, have been postulated. Evidence in support of these 
views is scanty! and therapeutic measures have proved dis- 
appointing. Treatment must therefore be symptomatic. 
Albucid drops are useless, as there is no ocular infection in 
these cases. Benadryl has likewise no rational application, as 
there is nothing to suggest that iridocyclitis is allergic in 


character. Atropine must be the standby to prevent complica- 
tions consequent on iris adhesions and the formation of exu- 
date. Iridocyclitis is sometimes found in association with 
low-grade pulmonary tuberculosis, and also with rheumatoid 
arthritis and ankylosing spondylitis. The patient should be 
examined for the possible presence of these condiuons. As 
empirical measures, heat in the form of short-wave diathermy 
in the acute phase, and x-ray treatment possibly in the quiescent 
phase, may have to be considered. 

Inoculation in Pregnancy 

Q . — A woman three months pregnant is joining her husband 
in Malta. Is vaccination or T.A.B. inoculation likely to lucre 
any adverse effect on mother or foetus? 

A. — The theoretical risk is that in the event of a very severe 
reaction the hyperpyrexia might kill the foetus. In practice, 
however, noharm usually results, and the general view is that 
vaccination or T.A.B. inoculation is not contraindicated at any 
stage of pregnancy. J. A. Urner (Amer. J. Obstet. Gynec., 1937, 
13, 70) vaccinated 129 pregnant women, and there were no cases 
of abortion or premature labour. A Villarma and J. S. Galang 
(J. Philipp. Is. med. Ass.. 1930, 10, 311) found no ill effects to 
either mother or foetus following immunization of pregnant 
women during a typhoid epidemic. In neither case, however, 
does the procedure convey immunity to the child, which has to 
be protected independently after birth. 

Bilateral Pulmonary Cysts 

Q . — A patient has bilateral pulmonary cysts, end it has been 
suggested that a phrenic nerve avulsion would lead to healing 
of these cysts. He has a poor chest expansion and also some 
muco-purulent sputum at times. Have you any information 
about the end-results of this operation in such a case? 

A. — The use of phrenic paralysis in cystic conditions of the 
lung must be regarded at present as a method which may be 
tried in a very few special types of case, but not as an estab- 
lished therapeutic procedure. Some types of pulmonary cyst, 
congenital and acquired, enlarge by becoming inflated by air 
as a consequence of valvular mechanisms in their bronchial 
communications. This applies especially to those which arise 
peripherally in the broncho-pulmonary tree and approximate to 
bullous emphysema. In certain cases of this type where symp- 
toms are produced by inspiratory inflation of a localized cyst or 
cysts, especially at the base of the lung, some benefit has been 
claimed from phrenic paralysis. This, by diminishing the force 
of inspiration, and possibly also by altering the position of the 
cyst in relation to the hilum of the lung and hence the con- 
formation of its bronchial communication, may interfere with 
the mechanism by which the cyst becomes inflated, and thereby 
relieve those symptoms which arise from over-inflation of the 
cyst. If the condition is accurately described as a cyst, there 
can be no question of its “ healing,” since there is an epithelial 
lining which effectively prevents obliteration. The factors con- 
cerned in these cases are so difficult to evaluate that the brief 
account of the case given in the question is not enough to per- 
mit a dogmatic opinion on the likelihood of benefit resulting 
from phrenic paralysis, though the following observations can 
be made. With bilateral cysts it seems unlikely that phrenic 
paralysis will be beneficial, unless symptoms are being pro- 
duced by recurrent or persistent inflation of the cyst or cysts 
on one side only. In the unlikely event of this being the case, 
a temporary paralysis of the phrenic nerve by crushing might be 
tried on the side on which the over-inflation occurs ; permanent 
paralysis without a preliminary trial of temporary paralysis 
would be very unwise. 

It will be clear from the foregoing account that phrenic 
paralysis can be expected to relieve only symptoms due to infla- 
tion of the cyst, such as paroxysmal increase in dyspnoea ; it 
could do nothing for constant dyspnoea on exertion or for such 
symptoms as cough and expectoration. The account of the 
case given suggests that there may be a considerable degree of 
generalized emphysema, or widespread cystic change which 
would preclude radical surgical treatment. If this is not so, 
and the parts of the lungs not occupied by the cysts are normal, 
resection of the pulmonary segments containing cysts might be 
considered, even though this might involve operations on both 
sides of the chest. 
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Pediculosis Pubis 

Q . — What is the most effective treatment of pediculosis 
.pubis? 

A.— If the hair is shaved off, only soap and water arc neces- 
sary. If tire hair is not removed, 2% D.D.T. in an emulsion is 
effective. 

Non-specific Urethritis 

Q. — (a) What treatment is most likely to cure non-specific 
urethritis of virus origin in a male ? (/>) ll'/tut percentage of 

success is claimed for neoarsphenamine ? (r) What is the likeli- 
hood of relapse after alcohol or exercise ? (a) What is the 

corresponding condition in the female ? An unmarried man 
aged 29 has non-specific urethritis. As his reactions to the 
Wassermann, Kahn, and gonococcal complement-fixation tests, 
and a prostatic smear, arc all negative, the condition was pre- 
sumed to he of virus origin. It cleared up after treatment with 
sulphadiazinc, abstention from alcohol and exercise, mist. sod. 
cit. et hyoscyam., and large quantities of fluids, but relapsed. 
For the last two months there has been only slight discharge at 
the end of micturition, usually aggravated by alcohol. 

A. — (n) Streptomycin appears to be the most effective anti- 
viral agent, so that it should be well worth trying, if available. 

( b ) From time to time reports of successful treatment of non- 
gonococcal urethritis with neoarsphenamine have appeared, but 
the writer knows of no scries of cases so treated, so that it is 
impossible to give a percentage figure, (c) Either alcohol or 
exercise might cause a recurrence, the former because it is an 
irritant to the urethra, and the latter because inflamed tissues 
generally do better when placed at rest, (d) Presumably lcucor- 
rhoea in the female is the counterpart of non-gonococcal 
urethritis in the male ; neither is a medical entity, and both 
are probably due to a variety of causes. 

As regards the patient whose condition is described, it would 
be as well to carry out further investigations before resuming 
treatment. The urethral discharge and prostatic fluid should 
be examined microscopically and culturally ; it may be that 
the condition is essentially a prostatorrhoca. If not, a urethro- 
scopy should be done ; if this shows a “ sago-grain ” urethritis, 
dilatation with a Hoffmann's dilator should be carried out, 
followed by irrigation with mercury oxycyanidc 1 in 6,000, 
once a week for several weeks or until the condition clears up. 
If a stricture is discovered, appropriate measures should be 
taken. If the above examinations arc negative, no further treat- 
ment is indicated, since ovcractivc treatment often tends to 
perpetuate signs and symptoms. 

Oesophageal Stricture 

Q. — A woman of 51 has had increasing oesophageal obstruc- 
tion with frequent spasmodic complete blockage for the past 
eleven years. This war recently demonstrated radiologically as 
a tight stricture, with no ballooning above it, probably due to 
1 cicatrization of a peptic ulcer with no x-ray evidence of activity, 
though there is slight bleeding during oesopbagoscopy and 
dilatation. The obstruction is £ inch ( 1.25 cm.) above the 
i diaphragmatic aperture ; there has never been actual pain, so 
that it is difficult to accept the peptic ulcer theory. Instru- 
mental dilatation under general anaesthesia has given relief for 
t only a day or two. Passage of bougies did not prevent com- 

, plete closure by spasm at the following attempted meals. What 

I further treatment is advised ? 

[. A. — The significant points in this case would appear to be: 

) (a) The absence of any appreciable dilatation of the oesophagus 

as shown by a barium swallow ; therefore cardiospasm is un- 
likely. (b) The generally good condition of the patient after 
eleven years’ history, practically ruling out neoplasm, (c) The 

I presence of a stricture in the last inch of the oesophagus, which 
■ is resistant to dilatation — suggesting an organic aetiology, 

’ which, in tte absence of other history, points to a peptic ulcer. 

V Such ulcenVean exist without appreciable pain, but after such 

: r ; a long history anything other than excision is unlikely to yield 

II results. Fibrosis and pert-oesophagitis occur just as with other 

1 peptic ulcers. For this reason cauterization of the stricture 

n seems definitely contraindicated. In view of the facts (1) that 

i all other methods have received a more than fair trial, (2) that 

fi ’" e Patient’s general condition makes her a good operative risk, 

;a 


(3) that the lesion is situated in the optimal position for com- 
fortable surgical technique, anil fit) that surgery for oesophageal 
lesions (with suitable anaesthetic methods) has in latter year- 
become a reasonably safe procedure, excision of the stricture 
and ocsophapo-pastrostomy would seem to be strongly indicated. 

Sacral Oedema 

0.— (/) Hirer level of thrombosis in the inferior vena cr.v.i f 
will produce sacral oedema? (2) What is the commonest cause 
of sacral oedema ? 

A. — (I) 'IhromboMs of the inferior vena cava would no! 
cause sacral oedema alone, but only ns part of a general oedema 
below the umbilicus. 

(2) The common cause of sacral oedema is prolonged sitting- 
decubitus necessitated by illness. Any illness for which a 
patient has to be kept in bed for a long period may lead to the 
development of sacral oedema. 

NOTES AND COMMENTS 

Ocstrngrn Ttirrapv of Menorrhagia. — Dr. G. 1. M. Swun 
(London, \VC‘ 1) writes: In reply to a question regarding oestrogen 
therapy for prolonged and heavy uterine bleeding (" Any Ques- 
tions ? ” April 2L p. 736), the statement is made that "... i: h \ 
emergency treatment in that it controls ihc Weeding by raising the 
oestrogen level above the bleeding threshold. There is stilt the 
problem of pis-vcnting or controlling oestrogen withdrawal haemor- 
rhage, which t.v likely io occur when treatment is suspended.” These , 
remarks are unjustified, and show little grasp of the true rlaec of 
oestrogens in ihc treatment as well as the control of so-called 
functional uterine bleeding. Indeed, the initial control is merely 
the commencement of treatment, the essence of which consists in the 
production of regular withdrawal bleedings (which are not “haemor- 
rhages " in the sense of uncontrolled floodings). In the climacteric 
phase the judicious continuation of this treatment with gradual reduc- 
tion in dosage is frequently sufficient to produce a calm and 
satisfactory menopause. In the reproductive years, however, treat- 
ment cannot claim to have produced a cure without having 
re-established ovulation, and there is no doubt that with the proper 
dosage of oestrogens and, later, of oestrogens and progestogcr.s, 
ovulation can be induced in an encouraging number of patients 
treated in this way. It is on these grounds that I would regard 
treatment with oestrogens ns being something more than merely 
palliative or " emergency " : in many cases it is truly curative. 

Granuloma Annulare. — Dr. F. Piers; (Nairobi) writes: In "Any 
Questions ? ” (March 12, p. 4f4) a correspondent asks about the 
modern treatment of granuloma annulare. For some obscure reason 
this condition is not uncommon here. I have found that infiltration 
of the lesions with a 2% solution of procaine (without adrenaline) 
in most cases results in a complete disappearance of the plaques. 
The amount of fluid one has to inject varies according to the sire 
of the lesions, and some force is usually required to get the fluid fit. 
and under, the hard plaques. Tint the method is easy to apply and . 
entirely innocent. The rationale of this treatment is perhaps that 
lymphatic drainage is facilitated, and the quick and complete 
disappearance of the disk-like infiltrations supports this view. 

Convulsions. — Dr. Ernst Guthvner (Gatton, Queensland) writes: 
The answer given to the inquirer on convulsions (“ Any Questions ? ” 
March 12, p. 463) mentions the traditional hot bath, though 
apparently irrelevant, ns useful in occupying the mother until the 
arrival of the doctor or the spontaneous end of the convulsions. This 
hot bath, often reinforced by mustard, is absurd when the convul- 
sions are brought on'by pyrexia as the foreninner of infection, and 
can be decidedly harmful. The writer lias seen one case where 
after a hot mustard bath the child was brought to the surgery with a 
hyperpyrexia of 105° F. (40.6° C.). It was limp, comatose, and died 
after a few hours in hospital. It is more rational to bring the 
temperature down in these cases by lukewarm sponges or anti- 
pyretics. On no account should they he given a hot bath, as it is 
against the dictum of nil noccre. 
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THE AMENDING BILL 

Just before the Special Representative Meeting held in May. 
1948, the Minister promised that he would include in the 
Amending Bill the following provisions : 

(1) Whatever clarification of the position of partnerships 
may be found necessary' in the light of the report of the Legal 
Committee which is now examining that question; so far as- 
is at all practicable, this clarification will be made to operate 
retrospectively to July 5. 

(2) Provision to make clear that a whole-time salaried general 
medical service cannot be introduced by regulations — i.e., 
would need a further Act of Parliament. This would include 
provision precluding the imposition by regulation of any univer- 
sal full-time consultant service. 

(3) Provision for executive councils to have the right to select 
their own chairmen, after the term of office of the present chair- 
men expires in March next. 

(4) Provision to enable the professional member of the tri- 
bunal to be one of a panel of available members and not a 
fixed individual — so that the member may in each case be suit- 
able in experience and otherwise to the particular issue before 
the tribunal. 

(5) Power to the executive councils, where the local practi- 
tioners agree, to cover the costs of the local medical com- 
mittee (by the necessary deduction from the practitioners’ 
remuneration). - 

The Amending Bill which has just been presented to Parlia- 
ment gives effect to the recommendations of the Legal Com- 
mittee on Partnerships ; prohibits a full-time salaried general 
practitioner sendee (with an exception for “ special circum- 
stances ") ; precludes the imposition by regulation of any uni- 
versal whole-time specialist service ; gives executive councils 
the right to select their own chairman and to determine his term 
of office ; prorides for the professional member of the tribunal 
to be selected from a panel of available members, and empowers 
executive councils, on the request of the local medical, dental, 
or pharmaceutical committee, to make deductions from the 
remuneration of doctors, dentists, or chemists to defray the 
administrative expenses of those local professional committees. 

In addition to these amendments which had been promised 
by the Minister the Bill contains certain other proposals, 
including : 

1. Clarification of the position obtaining under agreements 
between principals and assistants. The Legal Committee on 
Partnerships made no recommendation on this point, but 
expressed the view that the relationship between principal and 
assistant seemed to be analogous to that of partners, adding that 
“ it would seem that the Act may cause considerable hardship 
to such assistants if no protection is afforded.” 

2. Under Section 12 of the Amending Bill any difference or 
dispute arising in respect of remuneration or conditions of ser- 
vice of those employed or engaged in the new Service is deemed 
to be a trade dispute within the meaning of the Industrial Courts 
Act, 1919, and to be a difference or dispute to which the 
Conciliation Act. 1896. applies. In effect this means that, where 
a dispute exists or is apprehended, either party may report it 
to the Minister of Labour and National Service and he may 
refer it, if both parties consent, to an Industrial Court for settle- 
ment. On the other hand, if both parties do not consent, he 
may refer it to the Industrial Court for advice. The composi- 


tion of the Industrial Court is prescribed by the 1919 Act. The 
Minister of Labour and National Service appoints an indepen- 
dent president or chairman and also appoints a panel of other 
persons, some independent and others representing employers 
and workers respectively, to be members of the Court. The 
members to sit as the Court on any particular occasion are 
selected from this panel by the president. 

This proposal deserves careful scrutiny. At first sight it 
seems to me that only where the Minister agrees can arbitra- 
tion take place, and where he does-not so agree all that can 
happen is that an outside body, set up for the purpose, gives 
advice. This proposal appears to fall short of the original 
Whitley proposal that in the event of disagreement being regis- 
tered recourse could be had to arbitration whether the other 
side agreed or not. 

3. The omission in the original Acts of any provision for the 
removal from the lists of executive councils of doctors, dentists, 
or chemists who have ceased to provide services in the areas 
concerned is rectified. 

4. The extension from two months to three months of the 
period within which doctors called in by midwives under the 
Midwives Act, 1918, are required to submit their account to the 
local supervising authority for payment. For many years the 
profession has been seeking an extension of the two-month 
time limit. 

With the exception of these last two items (3 and 4) none of 
the additional points which have been pressed upon the Ministry 
by the General Medical Services Committee and by the Joint 
Committee for Consultants and Specialists are included in 
the Bill. 

Review of Hospital Staff — Right of Appeal 

During the past few months professional review committees 
have been assessing the status of members of existing hospital 
medical staffs with a view to advising Boards which practitioners 
should be offered permanent contracts as specialists. The work 
of these review committees is now nearing completion and in 
some regions the result has already been notified to individual 
practitioners. 

The issue is one of vital importance to all those who are 
adversely affected by the decision of a review committee, yet 
there is no right of appeal from the assessment except to the 
body which made it.' The principle which the Central Con- 
sultants and Specialists Committee seeks to establish is that 
aggrieved practitioners should be given a right of appeal to an 
independent body. The committee — through the Joint Com- 
mittee — has consistently pressed the Ministry to establish a 
professional appeal committee for this purpose. This right 
of appeal is regarded by the committee as of fundamental 
importance. 

Practitioners who claim specialist status and who are 
aggrieved at their assessment should at once appeal to the 
Regional Hospital Board or Board of Governors concerned. 
They are also invited to inform the secretary of the Central 
Consultants and Specialists Committee (BALA. House, Tavi- 
stock Square, W.C.ll. so that the committee may be in a posi- 
tion to assess the size of the problem. Clearly the Central 
Consultants and Specialists Committee could not be expected 
to judge the merits of individual cases, nor could such an 
expression of opinion be of any practical value to the 
practitioner. 
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FINANCIAL MEMORANDUM 


Part I of the Bill clarifies flic position of general medical 
practitioners practising in partnership. 

Clause 1 (5) provides that, as between partners who arc taking 
part in the new Service and whose partnership agreement pro- 
vides for options or obligations to putchasc shares in the good- 
will of the practice from one another, such shares shall be 
transferred in accordance with the terms of the agreement, 
except as to the payment of the purchase price, and as soon as 
possible after the completion of the transfer the appropriate 
amount of compensation shall be paid in full discharge of the 
purchase price. 

This provision will not impose any additional charge on the 
Exchequer, but, as the compensation is normally payable only 
on the death or retirement of the practitioner concerned, it has 
the effect of accelerating payment in these cases. 

Clause 1 (7) and (S). Clause 1 (S) provides that a doctor 
who joined the Service on the appointed day, and who is later 
required or exercises an option under the terms of a partner- 
ship agreement to purchase the share of a doctor who had not 
entered the service on that day, shall be entitled to compensa- 
tion in respect of that share. This compensation will be paid 
out of moneys piovided by Parliament but will be additional to 
the £66 million provided under Section 36 of the National 
Health Service Act, 1946. Under Clause 1 (7), however, 
compensation is not payable in respect of the share in a prac- 
tice owned by a doctor in the Service which is purchased by a 
partner not in the Service, and the sum of £66 million will he 
diminished accordingly. 

The amount of compensation which will not be payable by 
reason of the provision of Clause 1 (7) will be a set-off against 
the additional money which may become payable under Clause 
1 (8), but it is not possible to say whether there will be a balance. 
It is estimated that about 50 practices arc involved and that the 
number of doctors concerned is nearly 150. 

Clause 6 deals with the position of assistants to doctors who 
joined the Service by the appointed day, and provides for pay- 
ment of compensation to a principal in lieu of the purchase 
price in a case where an assistant who is providing general 
medical services under the Act of 1946 or the National Health 
Service (Scotland) Act, 1947, is required or exercises an option 
under his agreement with the principal to purchase the good- 
will or part of the goodwill of the practice (Clause 6 (3) ). No 
additional expenditure will be incurred, but the payment of 
compensation will be accelerated. 

Clause 6 (5) provides that where ,an assistant who is not 
providing general medical services in pursuance of an option 
purchases the whole or part of the goodwill of his principal 
compensation shall not be payable in respect of that goodwill 
or the part thereof which is purchased. Here again the global 
sum of £66 million will be diminished, but it is not possible to 
say by Jiow much. 

Clause 7 provides that every partnership agreement or agree- 
ment between principal and assistant shall be deemed to con- 
tain a provision enabling any person who was a party to the 
agreement immediately before the appointed day and who 
claims that he has suffered or will suffer hardship as a result 
of the operation of the Act of 1946 or of the Act of 1947, or 
of this Bill, or of the regulations governing the calculation of 
compensation under Section 36 of the Act of 1946 or Section 37 
of the Act of 1947, to refer the matter to the arbitration of an 
arbitration committee consisting of an arbitrator appointed by 
the Lord Chancellor or by the President of the Court of Session, 
a medical practitioner appointed by the President of the British 
Medical Association, and a qualified accountant appointed by 
the Minister or by the Secretary of State. The expenses of the 
Committee, including the remuneration and allowances payable 
to the member, will be met out of moneys provided by 
Parliament. The number of cases referred to the Committee 
is likely to be very small and the expenditure insignificant. 

Clause 17 provides for payments by local health authorities 
of remuneration and expenses' to medical practitioners who 
examine persons for the purposes of Sections 11 and 16 of the 
Lunacy Act. 1890, of the Mental Deficiency Act, 1913, or of 
section 1 (2) or 5 of the Mental Treatment Act, 1930. 


Provision is made in the .Schedule to tiic Bill for payments 
to medical practitioners for the notification to local health 
authorities of certain diseases. 

Most local health authorities arc already making payments 
for the examinations referred to in Clause 17 and for the 
notification of infectious diseases, and the additional expenditure 
to be incurred will be very small. Under the provisions of 
section Fifty -three of the Act of 1946 as amended by section 
seven of the Local Government Act, 1948, and the provisions of 
section fifty-three of the Act of 1947 ns amended by section 
twenty -three of the l.ocn! Government Act, 194S, 50% of the 
cost will be borne by the Exchequer. 

Clause 19 empowers the Minister and the Secretary of State 
to recover costs of maintenance from inmates of hospitals who 
arc absent during the day from hospitals in which they arc 
resident for tiic purpose of engaging in employment for which 
remuneration is received. It is not possible to estimate the 
amount which may be recovered. 

The Schedule also amends the provisions of the Act of 1946 
and of the Act of 1947 relating to the payment of travelling 
and subsistence allowances and for the toss of remunerative 
time to members of the several statutory bodies set up under the 
Act of 1946 and the Act of 1947, bringing those provisions into 
line with those relating to members of local authorities under 
the Local Government Act. IP'S. The additional expenditure 
is likely to be very small. 

Provision is also made in the Schedule for payments by 
Regional Hospital Ronrds, Boards of Governors of Teaching 
Hospitals, Hospital Management Committees, and Boards of 
Management of subscriptions to any association svhosc objects 
are approved by the Minister or the Secretary' of State. The 
expenditure involved will be very small. 

PART I 

MEDICAL PARTNERSHIPS 

1.—U1 This section applies to any partnership agreement in 
force on and immediately before the appointed day between 
medical practitioners one at least of whose names was entered 
on that day on a list of medical practitioners undertaking to 
provide general medical services. 

(2) In this section : 

the expression “ listed partner ” means a partner whose name was 
entered on the appointed day on a list of medical practitioners 
undertakine to provide general medical services; 

the expression “new listed partner" means a partner whose name 
was not entered on such n list as aforesaid on the appointed day 
but lias been so entered before the relevant date; 

the expression “ outside partner ’’ means a partner whose name 
was not entered on any such list as aforesaid on the appointed day 
and has not been so entered before the relevant date; 

and each of the said expressions shall, in the case of a deceased 
person who immediately before his death was a listed partner, 
n new listed partner, or an outside partner, be construed, where 
the context so requires, as referring to the personal representa- 
tive of that person. 

For the purpose of the aforesaid definitions the relevant date 
shall, in relation to any obligation imposed or option conferred 
on any such partner by the partnership agreement, be deemed 
to be the date on which the obligation is required to be per- 
formed or would but for this .section be required to be per- 
formed, or, as the case may be, the ’date on which the option 
is first exercisable. 

(3) Section thirty-five of the National Health Service Act, 
1946 (hereafter in this Act referred to as “the Act of 1946"), 
which prohibits the sale of medical practices, shall not affect, 
and shall be deemed never to have affected, the exercise or 
performance under any partnership agreement to which this 
section applies of any right or obligation of a partner to sell to, 
or purchase from, another partner any share in the goodwill of 
the partnership practice, but any such agreement shall have 
effect subject to the following provisions of this section. 

(4) Notwithstanding anything in section thirty-six of the Act 

of 1946 or in the last preceding subsection: ' ' 

(a) there shall be determined in accordance with regulations made 
under the said section thirty-six the compensation payable in respect 
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of any share of the goodwill of the partnership practice earned on 
under any a'grcement ro which this section applies, in all respects as 
if the said section thirty-five of the Act of 1946 prohibited the sale 
of any such share, whether under the agreement or otherwise; and 
(6) the payment of the compensation so determined and of interest 
thereon shall be subject to the following provisions of this section. 

(5) Where any agreement to which this section applies 
imposes an obligation or confers an option on a listed or new 
listed partner to puichase the share of another partner being a 
listed partner in the goodwill of the partnership practice, and. 
in the case of an option, the option has been exercised, that 
share shall be transferred at the time and on the terms (except as 
to the payment of the purchase price) proxided in the agree- 
ment, and there shall be paid to the partner from xxhom the 
share is transferred, on or as soon as possible after the com- 
pletion of the transfer, in complete satisfaction of the purchase 
price, the compensation determined as aforesaid in respect of 
that share. 

(6) Where any agreement to which this section applies; 

(a) imposes an obligation on an outside partner to purchase the 
share of a listed partner or a new listed partner in the goodwill of the 
partnership practice; or 

(£>) imposes an obligation on a new listed partner to purchase the 
share of another new listed partner in the goodwill of the partner- 
ship practice; 

the obligation shaii be deemed to be an option exercisable by 
notice in writing to purchase that share not later than three 
months after the time at which, and otherwise on the same 
terms as those on xxhich, the obligation would haxe had to be 
performed. 

(7) Where the share of a listed partner in the goodxvill of 
the partnership practice carried on under any agreement to 
which this section applies has been purchased by an outside 
partner in pursuance of an option conferred by the last preced- 
ing subsection or by the agreement, the compensation deter- 
mined as aforesaid in respect of that share shall not be paid and 
the interest thereon shall cease to be payable as from the date 
xxhen the option was exercised: 

Proxided that the amount of compensation payable in respect 
of any other medical practice or share thereof under section 
thirty-six of the Act of 1946 shall not be increased in conse- 
quence of the said compensation not being paid. 

(S) Where the share of an outside partner or new listed 
partner in the goodwill of the partnership practice carried on 
under any agreement to which this section applies has been 
purchased by a listed partner in pursuance of an obligation 
imposed or option conferred by the agreement, there shall be 
paid to the listed partner out of moneys provided by Parliament 
(but not as part of the compensation payable under section 
thirty-six of the Act of 1946) compensation of an amount bear- 
ing to the compensation determined under subsection (4) of this 
section in respect of the share of the listed partner in such 
goodwill the same proportion as the share of the outside partner 
or. as the case may be. new listed partner in such goodwill 
bears to the said share of the listed partner : 

Proxided that; 

(u) if the compensation pax able under this subsection exceeds the 
purchase price, the compensation shall be reduced by the amount of 
the excess ; 

(b) if the share purchased is that of a new listed partner, and the 

purchase price exceeds the amount of the compensation payable to 
the listed partner under this subsection, the amount of that excess 
shall be deducted from the purchase price and, if already paid, shall 
be repaid ; , . . , 

(c) this subsection shall not apply in a case where at the time ot 
the purchase or, if the listed partner has died before the time of the 
purchase, at the time of his death, the name of the listed partner is or 
was no longer entered on such a list as aforesaid. 

(0) The compensation payable under the last preceding sub- 
section shall be payable at or as soon as possible after the time 
when the purchase price for the said share is paid: 

Provided that, if the purchase price is payable by instalments, 
the said compensation shall be payable at such times and in 
such manner as may be prescribed. 

(10) Where an agreement to which this section applies pre- 
sides for the purchase of a part of any partner's share in the 
goodxvill of the partnership practice by another partner, the 
preceding provisions of this section shall have effect, in relation 


to that purchase and to any right or obligation in respect 
thereof, as if references to a share of such goodxvill xxere con- 
strued as references to a part of such a share and as if refer- 
ences to the compensation determined in respect of such a 
share were construed as references to a proportionate part of 
that compensation. 

(11) Where an agreement to xxhich this section applies pro- 
vides for the purchase of a share or part of a share in the 
goodwill of the partnership practice by two or more partners, 
the agreement shall have effect for the purposes of this section 
as if it provided for the separate purchase by each of those 
partners of such part of that share as will, in accordance xvith 
the agreement, be added to the existing share of that partner 
after the purchase, and the preceding proxisions of this sectior 
shall apply accordingly. 

(12) Where any agreement to which this section applies con- 
tains proxisions xxhich take effect on the purchase of any share 
or part of a share of the goodwill of the partnership practice, 
those proxisions shall take effect in like manner on the transfer 
of that share or part in accordance with this section, notwith- 
siandmg that the transfer does not constitute a purchase. 

(13) For the purposes of this section and the folloxxing pro- 
visions of this Act relating to medical partnerships, a member 
of a medical partnership shall, if the partnership agreement 
defines his share in the'goodxxill of the partnership practice 
and distinguishes that share from his share in the profits of the 
partnership, be deemed to haxe the share in the goodwill so 
defined, and in any other case his share in that goodxxill shall be 
deemed to be the same as his share in the profits of the 
partnership : 

Provided that, if the partnership agreement contains a pro- 
vision which was in force immediately before the appointed day 
and divides into shares the aggregate compensation payable in 
respect of the goodxxill of the partnership practice or, as the 
case may be, payable in respect of the shares in that goodwill 
of the persons entitled to such compensation, that provision 
shall be deemed to effect a corresponding division of the good- 
will of the partnership practice or, as the case may be. the 
aggregate of those shares therein. 

2. Where any partnership agreement to which the last pre- 
ceding section applies is subsequently modified or is replaced 
by a subsequent agreement, the agreement as so modified or, 
as the case may be, the new agreement shall, so long as at 
least two of the partners to whom the agreement relates were 
partners under the original agreement on and immediately 
before the appointed day, be deemed for the purposes of the 
last preceding section to be the original agreement, and any 
subsequent modification or replacement shall be treated in like 
manner so long as the condition aforesaid remains satisfied: 

Provided that the last preceding section shall only apply in 
relation to the purchase, and rights and obligations in respect 
of the purchase, of a share in the goodwill of a medical part- 
nership carried on under any such agreement, if the persons 
who are or would be parties to the purchase were members of 
the partnership on and immediately before the appointed day 
and the provisions of the agreement relating to the purchase 
are substantially the same as they were immediately before the 
appointed day. 

3. — (1) Where any medical practitioner was practising in 
partnership on and immediately before the appointed day but 
did not -make an application before the appointed day for 
inclusion in a list of medical practitioners undertaking to pro- 
vide general medical services, he shall, if he has made or makes 
on or at any time after the appointed day and before the 
expiration of the period of two months beginning with the date 
of the passing of this Act an application in the prescribed 
manner to the Executive Council for any area in which he was 
practising on the appointed day, be entitled to be included in 
the list of medical practitioners undertaking to provide general 
medical services for persons in that area, and section thirty- 
four of the Act of 1946 shall not apply to any such application 
and, if any such application made before the passing of this 
Act has been refused, the refusal shall not haxe effect and the 
application shall forthwith be granted. 

(2) For the purposes of section thirty-six of the Act of 1946 
(which provides for the payment of compensation for the loss 
of rights to sell medical practices), any medical practitioner 
who was practising in partnership on the appointed day and 
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•whose name was subsequently, but before the expiration of 
the period aforesaid, entered on any such list as aforesaid 
•(whether by virtue of the preceding subsection or otherwise) 
shall be treated in like manner as if his name had been so 
entered on the appointed day, and compensation shall be deter- 
mined in respect of his share of the goodwill of the partnership 
practice as at the appointed day, 

(3) This Part of this Act shall apply, and shall be deemed 
always to have applied, to any such medical practitioner, and 
to the partnership agreement under which he carried on his 
practice on and immediately before the appointed day, in like 
manner as if his name had been entered as aforesaid on the 
appointed day, and he shall be deemed, for the purposes of 
section one of this Act, to be a listed partner and not to be 
a new listed partner. 

4, — (1) Section one of this Act shall apply in relation to rights 
and obligations which were exercised or performed, or were 
required to be exercised or performed, on or after the 
appointed day and before the passing of this Act, unucr an 
agreement to which that section applies, subject to the follow- 
ing modifications: 

(а) for subsection (5) (here shall be substituted the following 
subsection : 

“ ( 5 ) Where, under an agreement to •which this section applies, 
the share of a listed partner m the goodwill of the partnership 
practice has been purchased (whether before or after the passing 
of this Act) by another listed partner, the compensation determined 
under subsection. (4) of this section in respect of that share shall 
bo paid as soon ns possible after the completion of the transfer 
of the share or the passing of this Act (whichever is the later), 
to (he partner by whom it was purchased : 

Provided that if the amount of the compensation exceeds the 
purchase price the excess shall be paid to the partner whose share 
was purchased ’’ ; 

(б) subsection (6) shall not apply ; 

(c) in subsection (7), the reference to an option conferred by the 
agreement shall include a reference to an obligation imposed by the 
agreement, and the reference to the rate when the option was 
exercised shall be construed as a reference to the passing of this Act ; 

(<f) the reference in subsection (9) to the time when the purchase 
price is paid shall be construed as a reference to that time or the 
passing of this Act, whichever is the latter; and 
((-) for subsection (11) the following subsection shall be substituted: 

“ (11) Whcic an agreement to which this section applies provides 
for the purchase of a share or part of a share in the goodwill of 
the partnership practice by two or more partners, any purchase 
made in pursuance of such a provision shall be treated for the 
purposes of this section as if it were two separate purchases by the 
two respective partners of such parts of that share as will, in 
accordance with the agreement, be added to the existing shares of 
those partners after the purchase, and tlic preceding provisions of 
this section shall apply accordingly.” 

(2) The preceding subsection shall, in relation to any agree- 
ment which, by virtue of subsection (3) of the last preceding 
section becomes, at any time after the passing of this Act and 
before the expiration of the period of two months beginning 
with the date of the passing of this Act, an agreement to which 
section one of this Act applies, have effect as if the references 
to the passing of this Act were references to the date on which 
the agreement becomes an agreement to which that section 
applies, 

5. — (1) Where, in the case of a medical partnership carried on 
under an agreement in force on and immediately before the 
appointed day, the name of none of the partners has, before 
the expiration of the period of two months beginning with the 
date of the passing of this Act, been entered on a list of medical 
practitioners providing general medical services, but the name 
or names of one or more of the partners has or have subse- 
quently been entered on such a list, section thirty-five of the 
Act of 1946 shall not affect, and shall be deemed never to have 
affected, the exercise or performance under the agreement of 
any right or obligation of a partner to sell to, or purchase from, 
another partner any share in the goodwill of the partnership 
practice, but any such agreement shall have effect subject to the 
next following subsection, 

(2) Where any such agreement imposes an obligation on a 
partner whose name has .not, at the time when the obligation 

would have had to be performed, been entered on any such 

list as aforesaid, to purchase the share or any part of the share 


of any such partner whose name has been so entered in the 
goodwill of the partnership practice, the obligation shall be 
deemed to be an option exercisable by notice in writing to 
purchase that share not later than three months after the time 
at which, and otherwise on the same terms as those on which, 
the obligation would have had to he performed. 

6.— (1) Where an agreement in force on and immediate)} 
before the appointed day provides for the performance of 
services by a medical practitioner (hereafter in this section 
referred to as ** the assistant ") ns an assistant to another medical 
practitioner (hereafter in this section referred to as "the 
employer"), and the . name of the employer was on the 
appointed day, or has subsequently been, entered on a list of 
medical practitioners providing general medical services, section 
thirty-five of the Act of 1946 shall not. affect, and shall be 
deemed never to have affected, the exercise or performance of 
tiny right or obligation conferred or imposed by the agreement 
on the assistant to purchase the goodwill or any pan of the 
goodwill of the practice of the employer, or any right or obliga- 
tion conferred or imposed by the agreement on the employer or 
his personal representative to scli the goodwill of his practice 
or any part thereof to the assistant, but any such agreement 
shall have effect subject to the following provisions of this 
section. 

(2) Where, in the case of any such agreement, the name of the 
employer was entered on the appointed day on a list of medical 
practitioners undertaking to provide general medical services, 
then, notwithstanding anything in section thirty-six of the Act 
of 1946 or in the preceding subsection: 

( n ) there shall be determined in accordance with regulations made 
under the said section thirty-six the compensation payable in respect 
of the goodwill of die practice of the employer, in all respects as if 
the said section thirty-five of the Act of 1946 prohibited the sale 
of that practice, whether under the agreement or otherwise; and 

(i>) the payment of the compensation so determined and of interest 
thereon shall be subject to the following provisions of this section. 

(3) Where any agreement to which the last preceding sub- 
section applies imposes an obligation or confers an option on 
the - assistant to purchase the goodwill of the practice of the 
employer or any part thereof and, in the case of an option, 
the option is exercised, that goodwill or part shall, if the name 
of the assistant has, before the time when the obligation is 
required to be performed or the option is first exercisable, been 
entered on a list of medical practitioners undertaking to pro- 
vide general medical services, be transferred to him at the time 
and on the terms (except as to the payment of purchase price) 
provided in the agreement, and there shall be paid to the 
employer or his personal representative, on or as soon as 
possible after the completion of the transfer, in complete 
satisfaction of the purchase price, the compensation determined 
as aforesaid in respect of the goodwill of his practice or, in the 
case of the transfer of a part of that goodwill a proportionate 
part of that compensation. 

(4) Where any agreement to which subsection (2) of this 
section applies imposes an obligation on the assistant to pur- 
chase the goodwill of the practice of the employer or any part 
thereof and the name of the assistant has not, before the time 
when the obligation would have had to be performed, been 
entered on such a list as aforesaid, the obligation shall be 
deemed to be an option exercisable by notice in writing to pur- 
chase the goodwill or part not later than three months after the 
time at which, and otherwise on the same terms as those on 
which, the obligation would have had to be performed. 

(5) Where the goodwill of the practice of the employer or 
any part thereof has been purchased by the assistant in pursu- 
ance of an option conferred by the last preceding subsection or 
in pursuance of an option conferred by the agreement and 
exercised at a time when the assistant was not entered on such 
a list as aforesaid, the compensation determined under sub- 
section (2) of this section in respect of that goodwill, or as the 
case may be, a proportionate part of that compensation, shall 
not be paid and,- in so far as it has been paid, shall be repaid 
to the Minister, and the interest on the compensation shall cease 
to be payable as from the date when the option was exercised : 

Provided that the amount of compensation payable in respect 
of any other medical practice or share thereof under section 
thirty-six of the Act of 1946 shall not be increased in conse- 
quence of the said compensation not being paid. 
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BARBITURATES? 


The frequently reported losses of barbiturates 
announced by the B.B.C. are considered to be, 
more often than not, attempts by addicts to obtain 
additional supplies of the drug. The medical 
profession is therefore rightly reluctant to pre- 
scribe this drug frequently or for long periods. 

The best means to stop such undesirable 
practice is to restrict prescriptions of barbiturates 
to cases which are not likely to respond to other 
sedatives or hypnotics. 

Persomnia, a combination of two open- 
chain ureides* — bromisovalerylurea and car- 
bromal — has been proved by long clinical 
practice to be as effective as barbiturates in 
practically all cases in which a sedative or mild 
hypnotic is indicated. The preparation discloses 
a marked synergistic enhancement of effect as 
compared with the therapeutic value of the two 
component drugs individually employed. 

*Bcr 'n titrates are closed-chain ureides 

Some of the advantages of PERSOMNIA over 
barbiturates are the following : 

• Safety m use, even in doses largely in 
excess of therapeutic requiranmts 

• Not habit-forming 

• No after-effects 

• No effect on the normal circulation 

• Minimal risk of brornism * 

© No cumulative action 

• IFe// tolerated 

• Rapid absorption and excretion 

• Induces quiet sleep without preliminary 
excitement 

NOTE: — Persomnia has no official B.P., 
B.P.C., or N.(W.)F. equivalent. 

Free clinical sample* and literature tn U be gladlr tent cn request. 

CLINICAL PRODUCTS LTD. 

RICHMOND, SURREY, ENGLAND 
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Child Afjxtutum 

It is now recognized that diet plays an 
important role in the health and development 
of children, and that good nutrition is particu- 
larly vital during the early years of life. 
Among the nutrients known to be essential 
for the maintenance of health are the vitamins 
of the B. complex. 

One of the most useful, natura' dietary 
sources of the B, vitamins is to be found in 
Marmite, which is a concentrated yeast extract. 
It has been shown that the systematic inclu- 
sion of Marmite in the diet is especially bene- 
ficial for expectant and nursing mothers, and 
for babies. Marmite is also ordered exten- 
sively for children of all ages 


H yeast extract A 

I contains 'A 

H Rtbcflcvm (wtemm B s ) 1.5 mg per cz ^ 

H Niacin ( mcctmic cad) 16.5 mg. per cz. \\ 

f Jars: I-oz. 8d., 2-oz. 1/1, 4-oz. 2/-. 8-oz. 3/3. 16-ox. 5/9 Vk 
( Obtainable from Chemists and Grocers \ 

Special terms for packs for hospitals, welfare centres and schccU 
Litercture cn request 

THE MARMITE FOOD EXTRACT CO., LTD. 

35, Seething Lane, London. E.CJ 
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‘Vasano* consists of 


a mixture of hyoscine, hyoscyamine j 

ind camphoric acid in balanced combination which affords 

optimal central and peripheral action. Hyoscine, acknowledged 
as one of the most effective single agents for the prevention 
or travel sickness, exerts a sedative influence on the higher 
centres and is a parasym pathetic depressant, while 
hyoscyamine acts peripherally upon the vagus. 


s IlUlfl.il V is a proven remedy for all forms of tra\el 
•.ickness, by land, sea or air, and is also widely prescribed for the 
treatment of Meniere's Disease. 


BRITISH SCHERING 


ORIGINAL PACKINGS 
tablets: 10 & 100 
suppositories: 10 
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12. — (1) Any difference or dispute arising will) respect to the 
'enumeration or conditions of service of persons employed or" 
engaged in the provision of services under cither 'the Act of 
1946 or the Act of 1947 shall be deemed to be: 

(a) a difference or dispute to which the Conciliation Act, 1896, 
applies; and 

lb) a trade dispute within the meaning of the Industrial Courts 
Act, 1919. 

(2) The power of the Minister of Labour and National Ser- 
vice under paragraphs ( b 1 and (el of subsection (2) of section 
two of the said Industrial Courts Act, 1919, to refer matters 
for settlement to the arbitration of one or more persons 
appointed by him or to a board of arbitration constituted in 
the manner specified in the said paragraph (r) shall be deemed, 
in the case of any such difference or dispute as aforesaid, to 
include power to refer the matter for advice to one or more 
persons appointed by him or to such a board of arbitration, 
and subsection (3) of section three of the said Act (which 
excludes the Arbitration Act, 1S89, in relation to the references 
therein mentioned) shall extend to any reference made by virtue 
of this subsection. 

13. — (1) Subsection (21 of section thirty-three of the Act of 

1946 and subsection (2) of section thirty-four of the Act of 

1947 (which enable regulations to be made with respect to the 
provision of general medical services) shall be amended by the 
addition at the end of each of those subsections of the following 
paragraph : 

■■ (r) for the removal from the list of medical practitioners under- 
taking to provide general medical services for persons in any area 
of the name of a medical practitioner in whose case it has been 
determined in such manner as may be prescribed (hat he has never 
provided or has ceased to provide general medical services for 
persons in that area." 

(2) Subsection (2) of section thirty-eight of the Act of 1946 
and subsection (2) of section forty of the Act of 1947 (which 
enable regulations to be made with respect to the provision of 
pharmaceutical services) shall be amended by the addition at 
the end of each of those subsections of the words "and 

(c) for the removal from the list of persons undertaking to provide 
pharmaceutical services for persons in any area of the name of any 
person in whose case it has been determined in such manner as 
may be prescribed that he has never provided or lias ceased to 
provide such services for persons in that area." 

(3) Subsection (2) of section forty of the Act of 1946 and sub- 
section (2) of section thirty-nine of the Act of 1947 (which 
enable regulations to be made with respect to the provision of 
general dental services) shall be amended by the addition at 
the end of each of those subsections of the following para- 
graph ; 

“ (f) for the removal from the list of dental practitioners under- * 
taking to provide general dental services for persons in any area 
of the name of a dental practitioner in whose ease it has been deter- 
mined in such manner as may be prescribed that he has never 
provided or has ceased to provide general dental services for persons 
in that area.” 

(4) Subsection (3) of section forty-one of the Act of 1946 and 
subsection (3) of section forty-two of the Act of 1947 (which 
enable regulations to be made with respect to the provision of 
supplementary ophthalmic services) shall be amended by the 
addition at the end of each of those subsections of the following 
paragraph : 

“ (if) for the removal from the list of medical practitioners, ophthal- 
mic opticians or dispensing, opticians undertaking to provide supple- 
mentary ophthalmic services for persons in any area of the name of 
a medical practitioner, ophthalmic optician, or dispensing optician, 
as the case may be, in whose case it has been determined in such 
manner as may be prescribed that he has never provided or has 
ceased to provide supplementary ophthalmic services for persons in 
. that area.” 

, The Seventh Schedule to the Act of 1946 (which 

relates to the constitution of the Tribunal established for the 
purpose of inquiring into cases that may involve the removal 
of any person from a list prepared under Part IV of the Act) 
shall have effect with the substitution for paragraphs 4 and 5 
of that Schedule of the following paragraphs: 

“4. The remaining member (hereinafter referred to as ‘the 
practitioner member ‘) shall be appointed by the Minister from such 


one of the panels appointed as hereinafter provided ns the Ministei 
considers appropriate having regard to the profession or calling 
of the person whose ease is being investigated. 

f : or the purposes of this paragraph, the Minister shall, aftei 
consultation with such organizations as the Minister may rccogmVt 
as representative of the several professions or callings concerned 
appoint the following panels, none of which shall exceed six person' 
— that is to say: (n) a panel of medical practitioners; (b) a panel o: 
dental practitioners; fe) a panel of registered pharmacists; (d) : 
panel of medical practitioners having the qualifications prescriber 
under section forty-one of (his Ac!; (e) a panel of ophthaimu 
opticians; and (/) a panel of dispensing opticians. 

5. if any of the members of the Tribunal is unable (o act in anj 
ease, a deputy may be appointed by the Lord Chancellor or ths 
Minister ns in the ease of the appointment of the member in qticstior 
and, if the member is the chairman, the deputy shall possess tin 
professional qualifications required for the office of chairman, and 
if the member is the practitioner member, the deputy shall N 
appointed from the same panel." 

(2) Nothing in this section shall affect the constitution of tin 
said Tribunal for the purpose of inquiring into any case thi 
inquiry into which has commenced before the passing o 
this Act. 

(3) This section shal! apply to Scotland with the xubstitutim 
for references to section forty-one of and to the Seven!) 
Schedule to the Act of 1946 of references to section foriy-twi 
of and to the Eighth Schedule to the Act of 1947 and for tin 
expressions “ Lord Chancellor" and " Minister," wherever She; 
occur, of the expressions ” Lord President of the Court o 
Session " and “ Secretary of State " respectively. 

15. — (1) It is hereby declared for the removal of doubts tha 
any power conferred by the Act of 1946 to prescribe the quniift 
cations to be possessed by any medical practitioner or ophthal 
mic or dispensing optician includes a power to prescribe ; 
requirement that the practitioner or optician shall show, to thi 
satisfaction of a' committee recognized by the Minister fo 
the purpose or to the satisfaction of the Minister acting on thi 
advice of such a committee, that he possesses such qualifications 
including qualifications as to experience, as may be mentions 
in the regulations. 

(2) In the application of this section to Scotland for reference 
to the Act of 1946 and to the Minister there shall be rcspec 
lively substituted references to the Act of 1947 and to lh. 
Secretary of State, 

16. Notwithstanding anything contained in the constitution o 
rules of any voluntary organization formed for ihc purpose o 
providing a service of nurses for attendance on the sick in thei 
own homes or of midwives, or in any trust deed or other instru 
ment relating to any such organization or service, any propert; 
vested in the organization or held by any persons on trust fo 
the organization or service or for any specific purposes con 
nected with the organization or service may be transferred to ; 
local health authority, on such terms as may be agreed betweet 
the authority and the organization or trustees, with a view t< 
the property being used by the authority for purposes sirnila 
to the purposes for which it was previously used. 

17- — (1) Where a medical practitioner : 

(a) carries out a medical examination of any person with a vice 
to an urgency order being made under section eleven of the Lunne 1 
Act, 1890; 

(by is called in by a justice of the peace under section sixteen o 
the said Act and carries out a medical examination of any persot 
brought before the justice under that section; 

(c) carries out n medical examination, of any person with a vicy 
to his being placed in or sent to an institution within the meanin; 
of the Mental Deficiency Act, 1913 ; or 

(d) carries out a medical examination of any person with a viev 
to his treatment as a voluntary patient under subsection (2) of sectior 
one of the Mental Treatment Act,. 1930, or his treatment as t 
temporary patient under section five of that Act; 

the local health authority for the area where tlie^ persor 
examined resides shall pay to that medical practitioner reason 
able remuneration in respect of the said examination and it 
respect of any certificate or recommendation given by him wit) 
regard to the person examined and the amount of any expense; 
reasonably incurred by him in connexion with the exnminalior 
or the giving of any such certificates or recommendation: 

Provided that: 

, (a) no payment shall be made under this subsection to a medica 
practitioner in respect of an examination carried out as part of hi: 
duty to provide general medical services for the person examined; 
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(6) this subsection shall only apply in a case where it is intended, 
when the medical examination is carried out, that, if an urgency 
order or a summary reception order is made or the person examined 
is placed in or sent to such an institution as aforesaid or is treated 
as a voluntary or temporary patient as aforesaid, the whole cost 
of his maintenance and treatment will be defrayed out of moneys 
provided by Parliament under the Act of 1946. 

(2) Section two hundred and eighty-five of the Lunacy Act, 
,1890 (which provides for the payment of remuneration and 
'expenses to medical practitioners called in under the said section 
sixteen, if the justice of the peace so orders), shall cease to have 
effect 

IS. — (1) Where the Board of Control have, before the com- 
mencement of this Act, purported to make an order under sub- 
section (2) of section eleven of the Mental Deficiency Act, 1913. 
providing for the continuance of any detention order, but the 
Board have failed to make the order within the time limited by 
the said section eleven, then, unless it is shown that the order 
purported to have been made under the said subsection (2) was 
not made in good faith, the detention order purported to have 
been continued shall be deemed not to have expired and to have 
been duly continued as if the order purporting to continue it 
, had been made within the required time and otherwise in con- 
formity with the provisions of the said section eleven. 

(2) In this section the expression “ detention order ” means 
'an order made under the Mental Deficiency Act, 1913, that a 
defective be sent to an institution for defectives, and the expres- 
sion “ institution for defectives " has the meaning assigned to it 
by that Act as amended by the Act of 1946. 

19. Notwithstanding the provisions of subsection (2) of 
section one of the Act of 1946, or subsection (2) of section one 
of the Act of 1947, it shall be lawful, in the case of any person 
for whom the Minister or, as the case may be, the Secretary 
of State is providing hospital and specialist services as an 
in-patient and who is absent during the day from the hospital 
where he is a patient for the purpose of engaging in employment 
for which he is remunerated, for the Minister or Secretary of 
State to require that person to pay such part of the cost of his 
maintenance in the hospital and any costs incidental thereto, 
as may seem to the Minister or Secretary of State reasonable 
having regard to the amount of the remuneration, and the 
Minister or Secretary of State may recover the payment so 
required. 

20. — (1) The amendments specified in Part I and Part II 
of the Schedule to this Act, being amendments of a minor 
character, shall be made in the Act of 1946 and the Act of 1947, 
respectively : 

Provided that the amendments of the Fifth Schedule to the 
Act of 1946 and the Sixth Schedule to the Act of 1947 relating 
to the Chairman of an Executive Council shall, except in a case 
where the office of such a chairman is vacant at the passing 
of this Act, only take effect, in relation to each Executive 
Council, when the appointment of the person holding office 
as chairman at the date of the passing of this Act comes to 
an end. 

(2) Subsection (2) of section fourteen of the Midwives Act, 
1918, as amended by subsection (2) of section two of the Mid- 
wives and Maternity Homes Act, 1926 (which requires a medical 
practitioner called in to assist a midwife in case of emergency 
to submit within two months his claim for the payment of a 
fee by the local health authority), shall be amended by the 
substitution for the words “ two months” of the words “three 
months." ^ 

(3) Section three of the Cancer Act, 1939 (which empowers 
the Minister to lend money to the National Radium Trust), 
shall cease to have effect. 

(4) In the application of subsection (2) of this section to Scot- 
land. for the references to subsection (2) of section fourteen of 
the Midwives Act, 1918, and to subsection (2) of section two 
of the Midwives ’and Maternity Homes Act, 1926, there shall 
be respectively substituted references to subsection (2) of sec- 
tion twenty-two of thq Midwives (Scotland) Act, 1915, and to 
subsection (2) of section four of the Midwives (Scotland) Act. 
1927. 

21. (I) There shall be defrayed out of moneys provided by 
Parliament any increase attributable to the passing of this Act 
in any grants or sums payable under any other enactment out 
of moneys so provided. 


(2) Ail sums received by the Minister or Secretary of Stale 
under this Act shall be paid into the Exchequer. 

22. (1) In this Act : 

the expressions “ the Act of 1946 ” and “ the Act of 1947 " have 
the meanings assigned to them by section one and section nine of 
this Act respectively; 

the expression “ the appointed day ” means the day appointed 
for the purposes of sections thirty-three to thirty-seven of the Act of 

1946 and sections thirty-four to thirty-eight of the Act of 1947. 

(2) Other expressions used in this Act shall, in the applica- 
tion of this Act to England and Wales, have the same meanings 
as in the Act of 1946 and, in the application of this Act to 
Scotland, have the same meanings as in the Act of 1947. 

(3) Any reference in this Act to any other enactment shall be 
construed as a reference to that enactment as amended by any 
subsequent enactment including this Act. 

23. (I) This Act may be cited as the National Health Service 
(Amendment) Act, 1949, and this Act, so far as it applies to 
England and Wales, and the Act of 1946 may be cited together 
as the National Health Service Acts, 1946 and 1949, and this 
Act, so far as it applies to Scotland, and the Act of 1947 may 
be cited together as the National Health Service (Scotland) Acts, 

1947 and 1949. 

(2) This Act shall not extend to Northern Ireland. 

(3) Subsection (3) of section eighty of the Act of 1946 (which 
provides for the extension of that Act to the Isles of Scilly) 
shall have effect as if the references to that Act includes 
references to this Act. 


SCHEDULE: MINOR AMENDMENTS OF THE 
ACTS OF 1946 AND 1947 

PART I : MINOR AMENDMENTS OF THE ACT OF 1946 

In subsection (2) of secuon five (which provides for the treat- 
ment, at hospitals providing hospital and specialist services, of 
the patients of medical practitioners on the staff of such hos- 
pitals), after the words “ medical practitioner," wherever they 
occur, the words “ or dental practitioner ” shall be inserted. 

In subsection (2) of section twenty-two (which empowers a 
local health authority to recover from persons availing them- 
selves of maternity and child welfare services charges in respect 
of articles provided by the authority) for the words “any 
articles" there shall be substituted the words “residential 
accommodation, food, or articles.” 

In subsection (4) of section thirty-one (which empowers the 
Minister to establish a joint committee for the areas of two 
or more Executive Councils and to provide, in relation to that 
committee, for any of the matters for which, in relation to an 
Executive Council, regulations made under the Fifth Schedule 
to the Act may provide), for the words “ matters for which, in 
relation to an Executive Council, regulations made under the 
Fifth Schedule to this Act may provide " there shall be substi- 
tuted the words " matters for which, in relation to an Executive 
Council, provision is or may be made by or under the sup- 
plementary provisions of the Fifth Schedule to this Act.” 

At the end of section thirty-two (which relates to local repre- 
sentative committees) there shall be added the following sub- 
sections : 

“ (3) The Executive Council m3y, on ihe request of the Local 
Medical Committee or the Local Pharmaceutical Committee or the 
Local Dental Committee for their area, allot to that Committee out 
of the moneys available to the Council for the remuneration of 
persons of whom that Committee is representative and who provide 
general medical services, pharmaceutical services or, as the case 
may be, general dental services under this Part~of this Act, such 
sums for defraying the administrative expenses of the Committee, 
including travelling and subsistence allowances payable to members 
of the Committee, as may be determined by the Executive Council 
with the approval of the Minister and the amount of any such sums 
shall be deducted in such manner as may be so determined with such 
approval, from the remuneration of the persons aforesaid. 

(4) Any such Committee as aforesaid may, with the approval 
of the Minister, delegate any of their functions, with or without 
restrictions or condiuons, to subcommittees composed of members 
of the Committee.” ♦ 

In subsection (5) of section fifty-four (which provides for 
defraying out of moneys provided by Parliament any payments 
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made in respect of loss of remunerative time or travelling or 
subsistence expenses to members of any body constituted under 
the Act) 'or the words “ any loss of remunerative time or any 
travelling or subsistence expenses ” there shall he substituted the 
words “any loss of earnings or additional expenses (including 
travelling and subsistence expenses).” 

At the end of paragraph (h) of subsection (11 of section sixty- 
seven (which relates to the superannuation of, among others, 
officers of voluntary' organizations providing sen ices tinder cer- 
tain enactments) there shall be added the words “ or under 
Part III of the National Assistance Act, 1948.” 

In paragraph 2 of the First Schedule (which enables the 
Minister to make regulations for the making of payments to 
members of the Central Council and of standing advisory com- 
mittees constituted under the Act and of committees and sub- 
committees set up under that Schedule in respect of loss of 
remunerative time and travelling and subsistence expenses) for 
the svords “ any loss of remunerative time or any travelling 
or subsistence expenses " there shall be substituted the words 
“ any loss of earnings they would otherwise have made or 
any additional expenses (including travelling and subsistence 
expenses) to which they would not otherwise have been subject, 
being loss or expenses necessarily suffered or incurred by them 
for the purpose of enabling them to perform duties as members 
of the Central Council or standing advisory committee, or 
committee or subcommittee set up as aforesaid.” 

-.For sub-paragraph (c) of paragraph 2 of Part IV of the Third 
Schedule (which enables the Minister to make regulations for 
the making of payments to members of Regional Hospital 
Boards, Boards of Governors of teaching hospitals, and Hospital 
Management Committees in respect of loss of remunerative 
time or, if special circumstances justify it, in respect of travci- 
ling or subsistence expenses) there shall be substituted the fol- 
lowing sub-paragraph : 

“ (c) for the making of such payments as may be prescribed to 
members of those bodies or committees in respect of 

(i) any loss of earnings they would otherwise hate made or 
any additional expenses (other than expenses on account of tratcl- 
ling or subsistence) to which they would not otherwise have been 
subject, being loss or expenses necessarily suffered or incurred by 
them for the purpose of enabling them to perform any approved 
duty ; or • 

(ti) any travelling or subsistence expenses necessarily incurred by 
them for the purpose of enabling them to perform any approved 
duty required to be performed at a distance of more than three 
. miles from their usual place of residence ” 

At the end of the said paragraph 2 there shall be added tlie 
following sub-paragraph : 

“ (e) for the payment by a Regional Hospital Board, Board of 
Governors of a teaching hospital or a Hospital Management Com- 
mittee of such sums as may 'be approved by the Minister, as sub- 
scriptions to the funds of any association whose objects arc approved 
by the Minister for the purpose of this sub-paragraph.” 

At the end of the said Part IV of the Third Schedule the 
following paragraph shall be added: 

“ (5) In this Schedule, the expression ‘ approved duty,’ in relation 
to a member of a body corporate constituted under the foregoing 
provisions of this Schedule or any committee of that body, means any 
of the following duties — that is to say: 

(а) attendance at a meeting of the body or any committee 
thereof ; 

(б) the doing of any other thing approved by the body for the 
purpose of, or in connexion with, the discharge of the functions 
of the body or any committee thereof ; 

(c) in the case of a member of the body, attendance as a repie- 
sentative of the body at a conference or meeting convened by one 
or more such bodies or by any association of such bodies.” 

Paragraph 1 of thq Fifth Schedule (which relates to the 
constitution of Executive Councils) shall be amended as 
follows : 

(n) for the words “ a chairman appointed by the Minister and 
twenty-four other members” there shall be substituted the words 
twenty-five members ” ; 

(b) in sub-paragraph (b), for the word “four” there shall be 
substituted the word “ five ” ; 

end Ae paragraph, the following words shall be 
added: The members of an Executive Council shall from time to 
time,_ in accordance with such procedure as may be prescribed, 
appoint one of their members to be chairman of the Council.” 


After paragraph 2 of the said Fifth Schedule there shall b; 
inserted the following new paragraph : 

“ 2A. 1 he term of office of the chairman of an Executive Council 
shall lx: such as the Council, when nnlinr the appointm.a:, 
determine : 

Provided that if the chairman ceases to be a member of the 
Council lie shall also cease to he chairman.” 

For sub-paragraph (c) of paragraph 3 of the said Fifth 
Schedule (which enables the Minister to male regulations for. 
the making of payments to members of Executive Councils or'x 
committees thereof in respect of loss of remunerative time, or, 
if special circumstances justify it. in respect oT travelling or 
subsistence expenses), there shall be substituted the following 
sub-paragraph ; 

" (l) for the making of such payments as may be prescribed to 
members of the Council or any such committee in respect of any 
loss of earnings they would otherwise have made or any additional 
expense, (including travelling and subsistence expenses) to svhich they 
would not otherwise have been subject, being loss or expenses ncces- 
nrily suffered or incurred by them for the purpose of enabling them 
to perform any approved duty," 

In sub-paragraph (c) of the said paragraph 3 the words ” and 
for the payment at the prescribed rates of any expenses reason- 
ably incurred by representatives in attending meetings of any 
such association ” shall be omitted. 

At the end of the said paragraph 3 the following proviso shall I 
be added: 

“Provided tint: 

(i) a member of an Executive Council for the area of a local 
health authority who nrc the council of a county borough or a 
member of a committee appointed by such an Executive Council 
shall not be entitled to any piyments under sub-pirngraph (e) of 
this paraernph in respect of travelling and subsistence expemes in 
respect of a duty performed within the area of the Executive 
Council: and 

(ii) a member of an Executive Council for the area of a local 
health authority who nrc the council of a county or for the area 
of two or more local health authorities or a member of a com- 
mittee appointed by such an Executive Council shall not be 
entitled to any payments under the said sub-paragraph (e) in 
respect of travelling or subsistence expenses in respect of a duty 
performed within the area of the Executive Council except in 
respect of duties performed at a distance of more than three 
miles from his usual place of residence ” 

At the end of the said Fifth Schedule the following paragraph 
Shall be added: 

“ 7. In this sclrcdulc, the expression ‘approved duty,’ in relation to 
a member of an Executive Council or any committee thereof, means 
any of the following duties — that is to say : 

(o) attendance at a meeting of the Council or of any committee 
thereof ; 

(b) the doing of any other thing approved by the Council for 
the purpose of, or in connexion with, the discharge of the functions 
of the Council or any commiltce thereof; 

(c) attendance ns a representative of the Council at a conference 
or meeting convened by one or more Executive Councils or by 
any association of Executive Councils whose objects arc approved 
by the Minister.” 

The provision of the Tenth Schedule, which imposes a duty 
on medical officers of health xvho receive certificates or notices ^ 
under certain sections of the Public Health Act, 1936, relating 
to infectious diseases, to send copies thereof within twelve hours 
after receipt to the local health authority, shall be amended as 
follows : 

(ff) after the words “ a certificate or notice under section one 
hundred and forty-four, section one hundred and forty-six, or section 
two hundred and forty-two of the said Act” there shall be inserted 
the words “or in respect of n disease notifiable in accordance with 
regulations made under section one hundred and forty-three of the 
said Act ” : 

(i>) for the wotds “within twelve hours” there shall be substituted 
the words “within twelve hours, if possible, and. in any case within 
forty-eight hours.” 

PART II : MINOR AMENDMENTS OF THE ACT OF 1947 
In subsection (2) of section'five (which provides for the treat- 
ment, at hospitals providing hospital and specialist services, of 
the patients of medical practitioners on the staff of such hospi- 
tals), after the words “ medical practitioner,” wherever they 
occur, the words “ or dental practitioner ” shall be inserted. 
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In subsection (2) of section twentv-two (which empowers a 
local health authority to recover from persons availing them- 
selves of matermtv and child welfare services charges in respect 
of articles provided bv the authority) for the words from ‘ the 
aforesaid " (o “prescribed ” there shall be substituted the words 
“under the aforesaid arrangements there is provided anv thing 
that maj be prescribed including residential accommodation, 
food or any other thing” for the words so supplied there 
Ahall be substituted the words for whom such provision is 
made” , and for the words of suppty " there shall be substi- 
tuted the words “of such provision 
In subsection (4) of section thirtv two (which empowers the 
Secretary of State to establish a joint committee for the areas 
of two or more Executive Councils and to provide, in relation 
to that committee, for anv of the matters for which, in relation 
to an Executive Council, regulations made under the Sixth 
Schedule to the Act mav provide) for the words “matters for 
which in relation to an Executive Council regulations made 
under the Sixth Schedule to this Act ma; provide ” there shall 
be substituted the words “matters for which, in relation to an 
Executive Council, provision is or mav be made by or under 
the supplementary provisions of the Sixth Schedule to this Act” 
At the end of section thirtv -three (which relates to local 
representative committees) there shall be added the following 
^subsections. 

“(3) The Executive Council may, on the request of the Local 
Medical Committee or the Local Dental Committee or the Local 
Pharmaceutical Committee for their area allot to that Committee 
out of the moneys available to the Council for the remuneration of 
persons of whom that Committee is representative and who provide 
general medical services, general dental services or, as the case may 
be, pharmaceutical services under this Part of this Act, such sums for 
defraying the administrative expenses of the Committee, including 
travelling and subsistence allowances pavable to members of the 
Committee, as may be determined bv the Executive Council with the 
approval of the Secretary of State, and the amount of anv such sums 
shall be deducted, in such manner as may be so determined with such 
approval, from the remuneration of the persons aforesaid 

(4) Any such Committee as aforesaid may, with the approval of the 
Sccretarv of State, delegate anv of their functions, with or without 
restrictions or conditions, to subcommittees composed of members 
of the Committee ” 

In subsection (3) of section fifty four (which provides for 
defraying out of moneys provided by Parliament payments made 
in respect of loss of remunerate e time or travelling or subsis- 
tence expenses to members of any body constituted under the 
Act) for the words “any loss of iemunerative time or any 
travelling or subsistence expenses” there shall be substituted 
the words “any loss of earnings or additional expenses 
(including travelling and subsistence expenses) ” 

At the end of paragraph (b) of subsection (1) of section sixty- 
six (which relates to the superannuation of, among others, 
officers of voluntary organizations providing services under 
certain enactments) there shall be added the words “or under 
Part III of the National Assistance Act, 1948 ” 

In paragraph 2 of the First Schedule (which enables the 
Secretary of State to make regulations for the making of pay- 
ments to members of the Health Services Council and of stand- 
^ mg advisory committees constituted under the Act and of 
committees and subcommittees set up under that Schedule in 
respect of loss of remunerative time and travelling and sub- 
sistence expenses) for the words “any loss of remunerative 
time or any travelling or subsistence expenses” there shall be 
substituted the words " any loss of earnings thev would other- 
wise have made or any additional expenses (including travelling 
and subsistence expenses) to which thev would not otherwise 
hav e been subject, being loss or expenses necessarilv suffered or 
incurred by them for the purpose of enabling them to perform 
duties as members of the Health Services Council or standing 
advisory committee, or committee or subcommittee set up as 
aforesaid " 

For sub paragraph (c) of paragraph 2 of Part TV of the 
1 Fourth Schedule (which enables the Secretary of State to make 
regulations for the making of pavments to members of Regional 
i Hospital Boards, Medical Education Committees, and Boards of 
1 Management in respect of loss of remunerative time or, if 
specnl circumstances justify it, in respect of travelling or 
! subsistence expenses) there shall be substituted the following 
sub-paragraph : 


“ (c) for the making of payments to members of tho^e bodies or 
committees in respect of 

(!) anv loss of earnings thev would otherwise have made or any 
additional expenses (other than expenses on acan.ii. o. travelling 
or subsistence) to which they would no' otherwise have been 
subject, being loss or expenses necessarily suffered or incurred for 
the purpose of enabling them to perform anv approv ed dutv , or 

(u) any travelling or subsistence expenses neces anly incurred 
for the purpose of enabling them to perform anv approved duty 
required to be performed at a distance of more than three miles 
from tbeir usual place of residence ” 

At the end of the said paragraph 2 there shall be added the 
following sub paragraph 

“ (e) for the payment bv a Regional Hospital Board or Board of 
Management of such sums as may be approved by the Secretary of 
State, as subscriptions to the fund of any association whose objects 
are approved by the Secretary of State for the purpose of this 
sub-paragraph ” 

At the end of the said Part IV of the Fourth Schedule the 
■following paragraph shall be added 

“5 In this Schedule, the expression ‘approved duty,’ in relation 
to a member of a body corporate constituted under the fo-egoing 
provisions of this Schedule or any committee of that body, means 
any of the following duties — that is to sav 

(a) attendance at a meeting of the body or anv committee 
thereof , 

( b ) the doing of any other thing app-o ed bv the bodv for the 
purpose of, or in connexion with, the discharge of the functions 
of the body or any committee thereof, 

(c) m the case -of a member of the bodv, attendance as a repre- 
sentative of the body at a conference or meeting convened by one 
or more such bodies or bv any association of such bodies ’ 

Paragraph 1 of the Sixth Schedule (which relates to the con- 
stitution of Executive Councils) shall be amended as follows 
(a) for the words “ a chairman appointed bv the Secreta-v of State 
and twenty-fonr other members ’ there shall be substituted the words 
“twenty -five members”, 

(f>) in- subparagraph (fc), fo r the word ‘four” there shall be 
substituted the word “ five ’ , 

(c) at the end of the paraeraph, the following words shall be 
added “ The members of an Executive Council shall from time to 
time, in accordance with such procedure as may be prescribed, 
appoint one of their members to be chairman of the Council ’ 

■\fter paragraph 3 of the said Sixth Schedule there shall be 
inserted the following new paragraph 
“ 3 A The term of office of the chairman of an Executiv e Council 
shall be such as the Council, when making the appointment, 
determine 

Provided that if the chairman ceases to be a membe- of the 
Council he shall also cease to be chairman ” 

For sub paragraph (c) of paragraph 4 of the said Sixth 
Schedule (which enables the Secretary of State to make regu- 
lations for the making of payments to mem r era of Executive 
Councils or committees thereof in respect of loss of remunera- 
tive time, or, if special circumstances justifv it in respect of 
travelling or subsistence expenses), there shall be substituted 
the following sub paragraph 

“(c) for the making of payments to members of the Council or 
anv such committee in respect of any loss of earnmes thev would 
otherwise have made or any additional expenses including travel- 
ling and subsistence expenses) to which they would not otherwise 
have been subject, being loss or expenses necessanlv sufiered o' 
incurred for the purpose of enabling them to perform anv app-oved 
duty ” 

In sub-paragraph (e) of the said paragraph 4 the words “and 
for the payment at the prescribed rates of anv expenses reason- 
ably incurred by representatives m attending meetings of any 
such association ” shall be omitted 
At the end of the said paragraph 4 the following proviso 
shall be added 
“ Provided that 

(0 a member of an Executive Council for the area of a local 
health authontv who are the town council of a large burgh or a 
member of a committee appointed by such an Executive Council 
shill not be enutled to any pavments under sub-paragraph (e) of 
this paraeraph in respect of travelling or subsistence expenses in 
respect of a duty pe-formed within the area of the Executive 
Council, and 
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(is) a member of an Executive Council for any area other than 
as aforesaid, or a member of a committee appointed by such an 
Executive Council, shall not be entitled to any payments under the 
said sub-paragraph (c) in respect of travelling or subsistence 
expenses in respect of a duty performed within the area of the 
i Executive Council except in respect of duties performed at a 
distance of more than three miles from his usual place of 
residence." 

At the end of the said Sixth Schedule the following paragraph 
shall be added : 

•' 8. In this Schedule, the expression ‘ approved duty,’ in relation 
to a member of an Executive Council or any committee thereof, 
means any of the following duties— that is to say: 

(a) attendance at a meeting of the Council or any committee 
thereof ; 

(i) the doing of any other thing approved by the Council for the 
purpose of, or in connexion with, the discharge of the functions 
of the Council or any committee thereof ; 

(c) attendance as a representative of the Council at a conference 
or meeting convened by one or more Executive Councils or by any 
association of Executive Councils whose objects arc approved by 
the Secretary of State.” 
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PROCEEDINGS OF COUNCIL 

Wednesday, May 11, 1949 

A meeting of the Council was held on May 11. Dr. H. Guy 
Dain presided, supported by the President (Sir Lionel Whitby), 
the Chairman of the Representative Body (Dr. E. A. Grcgc), 
and the Treasurer (Mr. A. M. A. Moore). 

Obituary 

The Chairman referred to the deaths of Dr. J. W. Bone, the 
late Treasurer, and Dr. W. N. Wcst-Watson, a former member 
of Council. He recalled the various offices which Dv. Bone 
had held in the Association, especially his nine years as 
Treasurer, and the many years over which he had guided 
the work of the Medico-Political Committee. 

It was agreed that the Gold Medal of the Association and 
the illuminated address which it had been intended to present 
to Dr. Bone should be presented posthumously to a son, a 
member of the medical profession, at the Annual Meeting. 

Appointment of Delegates 

Dr. O. C. Carter was appointed as the delegate of the Asso- 
ciation at the forthcoming centenary celebrations of the 'Nether- 
lands Medical Association, and Mr. R. L. Newell at the cen- 
tenary celebrations of the Medical Society of the Hospitals of 
Paris, to be held later in the year. 

The Chairman of Council and Dr. J. A. Pridhnm were 
appointed delegates to the General Assembly of the World 
Medical Association, which is to be held in London in October. 
The Chairman of the Representative Body and Dr. S. Wand 
were appointed alternate delegates. 

Empire Medical Advisory Bureau 

Sir Hugh Lett presented the report of the first year's work 
of the Empire Medical Advisory Bureau. It had been, he said, 
a year of very satisfactory progress. Contact had been made 
with very many bodies interested in overseas affairs. The Medi- 
cal Director (Dr. H. A. Sandiford) had been most assiduous in 
this respect and had convinced all concerned that the purpose 
of the Bureau was not to supplant but to supplement the work 
of other bodies. Especially were they indebted to the British 
Postgraduate Federation and the Fellowship of Postgraduate 
Medicine. Some eight or nine “At Homes” had been held 
in the course of the year, each attended by about 100 overseas 
visitors and some 50 other people in this country. The Council 
had been extremely generous to the Bureau, both in the matter 
of finance and of accommodation, and as a result the prestige 
of the Association overseas had been distinctly raised 

The President endorsed what Sir Hugh Lett had said. This 
Empire organization was one of the best things the Council had 


Popular Health Journal 

The Chairman of the Journal Committee (Dr. Carter) brought 
forward a proposal that the Association should in due time 
undertake the publication of a monthly popular health journal. 

A journal of this sort, he said, would be practical public rela- 
tions of the first order. It would give the profession an oppor- 
tunity to put over to the public advice on healthy living in a 
way the individual doctor might have difficulty in doing. 
gave certain particulars relating to the technique and costs of 
production, and acknowledged indebtedness for advice given 
by experts in the printing and publishing business. It was not 
expected that the first number would appear until some time 
in 1950, the date to be determined by the Council at its meeting 
in March, 1950, in the light of the financial position at that time. 

The Council approved the proposal, which is to go to the 
Representative Meeting. The Council also agreed that the Asso- 
ciation should undertake the publication of a monthly periodical 
for the speedy announcement of research work under the title 
“ Current Research in the Medical Sciences," provided the 
Publishing Subcommittee, to which the matter was referred, 
was satisfied that the project was feasible. 

Before the Journal report was completed Dr. Pridham 
expressed the Council’s appreciation of the high standard of the 
Journal in recent months as a means of serving the general, 
practitioner. In his view it stood comparison with any other 
medical journal in the world. 

British Medical Guild 

Dr. Dain presented to the Council a statement on the local 
organization of the British Medical Guild — the functions, areas, 
and constitution of local committees — and the raising of funds. 
He said that the trustees of the National Insurance Defence 
Trust had made a grant to form the nucleus of the fund of the 
Guild. If the proposals set out in the statement were approved 
for transmission to the Board of Tmstccs of the Guild the 
members of Council acting as trustees would be invited to sign 
the trust deed that day. 

Dr. J. B. \V. Rowe, referring to a passage in the statement 
concerning contributions from practitioners outside the three 
main sections of the profession engaged in the work of the 
National Health Service, such as non-spccialist hospital resi- 
dents, whole-time industrial medical officers, and general prac- 
titioners undertaking only private practice, said that the Guild 
would function largely as a protection for those in the National 
Health Service, and he could not see the justification for bring- 
ing in practitioners from outside. 

Dr. Dain said that the Guild would protect practitioners of 
all types. 

Dr. J. C. Arthur commented on what he called the amorphous 
relationship of the National Insurance Defence Trust to the 
Guild. He thought they were still in a position to continue 
the voluntary levy, but was the levy to be paid to the Guild 
or to the N.l.D.T. ? 

Dr. Dain replied that this matter had been discussed with 
the trustees of the N.I.D.T., and the question of the title was 
under consideration as well as the question of transfer. Con- 
tributions from genera! practitioners in the Service would con- "5 
tinuc to be made to the N.I.D.T., under whatever name it might 
function. 

Dr. S. Wand said he was quite satisfied that if there was any 
confusion at the periphery’ with regard to the Guild and its pur- 
poses it was not due to the statement which had gone out. 
The role of the Guild was perfectly clear. 

The resolution, “That the proposals relating to the British 
Medical Guild contained in the memorandum be approved for 
transmission to the Board of Trustees of the Guild,” was carried 
new. con., two not voting. The trust deed was then signed by ( 
members of the Council present, except two, and at a later 
stage the first meeting of the trustees was held. 

Remuneration of General Practitioners 

Dr. S. Wand, chairman of the General Medical Services 
Committee, made a statement on the discussions with the Minis- 
try on general practitioners’ remuneration. The discussions, he 
said, had been unsatisfactory. The Ministry stated that it was 
not known riiow many doctors (principals) there were in the 
Service— this nearly 50 months after the Service started. The 
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inquiry form which the Ministry' had circulated to executive 
councils was a- formidable document, and the Ministry now 
stated that the figures would not be available within a month, 
as it had at first predicted. The refusal to give an assurance that 
. any improvement in remuneration would have retrospective 
effect and the statement that the profession must not rely for a 
certainty on arbitration in the event of dispute were most dis- 
quieting. The refusal of arbitration meant that the profession 
. would be forced into the taking of direct action should negotia- 
tions break down. Those who took part in the discussions 
before July 5, 1948, had no doubt whatever about the under- 
standing that conciliation machinery' would be set up, including 
arbitration, which the profession could invoke if it was dis- 
satisfied. 1 

It had been consistently held out to the profession as one of 
the advantages of the new arrangement that the issue of remu- 
neration would without doubt come within the field open to 
arbitration. Those who participated in the earlier discussions 
had no shadow of doubt on that point, that a permanent con- 
ciliation machinery, with arbitration in the background, would 
be set up. 

The report of the Public Health Committee, introduced by 
Dr. James Fenton, included a recommendation that the Council 
-should take the strongest exception to the Ministry’s statement 
► on this point. The whole matter was crystallized in the follow- 
ing resolution, which was carried unanimously : 

That the Council deplores the recent statement of the Secretary of 
the Ministry of Health on the subject of Whitley machinery and 
arbitration, regarding it as a breach of faith on the Ministry’s part 
. because it involves a withdrawal of official assurances and under- 
takings, repeatedly given to the profession, that the conciliation 
machinery for the new Service should provide, in the event of 
disagreement between the .parties, for arbitration an questions of 
remuneration. 

In a further resolution the Ministry was reminded of the 
promise that representatives of the profession would be con- 
sulted on the contents of the Amending Bill, and was asked for 
an early fulfilment of the promise given. 

Grading of Specialists 

Mr. R. L. Newell, chairman of the Central Consultants and 
Specialists Committee, said that the committee had held two 
fully attended meetings, and was to hold another the following 
' day, to discuss the proposed terms and conditions of service. 
A question of considerable importance concerned the Ministry's 
proposal for a grade of senior hospital medical officer for senior 
officers performing general clinical duties, but who were not 
of specialist status and were not trainees. He thought the 
Ministry had now been convinced that this grade should be a 
diminishing one and should be used only as a temporary 
expedient. 

Dr. Wand said it was rumoured that under the Government 
drive for 'economy in hospitals certain hospital appointments 
had been down-graded. Was there any evidence that this had 
been done on a wholesale scale ? Mr. Newell said that there 
was no such evidence. Grading committees decided entirely 
on the basis of a 'man’s qualifications. 

Mr. Lawrence Abel said that his information was exactly the 
opposite. Men who had considered themselves consultants or 
specialists had been down-graded in a large number of cases. 
In two regions, out of about 100 men who had been doing 
general surgery’, only five had been designated specialists. On 
the board which decided the grading there was a Ministry repre- 
sentative, whose attitude might well be, “ Keep the numbers 
down as much as possible." 

Mr. Dickson Wright said that while there had been no 
instruction to down-grade there had been an intimation that 
the hospitals must save £9 million. The Ministry might agree 
to the profession’s terms but keep up its sleeve the number of 
specialists. Dr. Pridham, Dr. Carter, and Mr. Weldon Watts 
spoke of disquiet in their areas. 

The President said that the unevenness of the grading appeared 
to constitute the main problem. The discussion would 
strengthen the hands of the Joint Committee, of which he 
was chairman, in pressing for a proper means of appeal for 
the man who thought he had been badly treated. What his 
committee wanted to know was whether, to the man who had 
been graded a specialist, the terms and conditions were satis- 


factory. The man who had been down-graded would not, of 
course, find the terms acceptable, but the other point was of 
extreme importance. 

Some discussion took place on the question of filling 
vacancies on regional boards and the desirability of consul- 
tation with the local medical committee when it was a question 
of replacement of general-practitioner members of the boards, 
and it was promised that this matter would be looked into at 
Headquarters. 

Occupational Health Service 

Dr. J. A. L. Vaughan Jones, chairman of the Occupational 
Health Committee, presented a report embodying the views of 
the Association on the question of a comprehensive occupational 
health service. The report will be published in the Supplemen- 
tary Report of Council. 

The need for an occupational health service, said Dr. Vaughan 
Jones, had long been recognized by the Association and by 
other informed opinion. Various Government Departments had 
developed such services, as had mines, railways, and other indus- 
trial undertakings. Many large firms had developed satisfactory 
services, but such services were most lacking in the smaller 
factories. The committee was not acting rashly in this matter : 
the question had been under consideration for the past five- 
years. General practitioners, suitably trained, and acting in a 
part-time capacity, must be the basis of this service in the future. 
The bulk of the work would inevitably be done by general 
practitioners. 

No effort was made in the report now placed before the 
Council to enter upon detailed plans, but it was felt that the 
central authority responsible for the planning of the occupa- 
tional health service should be the Ministry of Health, and 
that a survey of the whole country should be made in relation 
to need. Such a survey would involve considerable outlay, and 
various suggestions had been made — one that the Nuffield 
Foundation might assist. But it was fundamental, before going 
any further in relation to such a service, that a survey be made- 
in which due regard would be paid to the question of available- 
medical man-power and to the extent of the demand in different 
areas for such a service. 

Dr. Frank Gray said he entirely agreed with the conclusion' 
stated in the memorandum that the Ministry' of Health was 
the appropriate central authority to plan and supervise a 
national occupational health service, but the most important 
argument for this proposal seemed to have been omitted. 
Occupational health was, after all, a sort of fiction. Health 
services dealt with people ; it was not possible to separate the 
man at work from the man at home, and whatever affected his 
health would affect him both when he was at work and when 
he was at home. He wanted to see that argument accepted and 
stated. Also, in para. 12 of the document, he thought the words 
should be “ the Government Department ” (as the supervising 
body) — not “a Government Department.” 

The Council unanimously agreed to recommend the report 
to the Representative Body. 

The chairman of the Occupational Health Committee 
explained that recent discussions with the National Dock 
Labour Board had removed certain misunderstandings that 
had arisen as to the work which the Board had authorized 
its medical officers to carry out at Avonmouth Docks. The 
committee, while still opposed in principle to work of this 
kind being performed by public-health medical officers in 
receipt of full-time salaries, was now satisfied that no excep- 
tion could be taken to the policy of the Board in regard to 
the scope of the duties undertaken by its medical officers. In 
these circumstances the Council, on the recommendation of 
the committee, decided that advertisements of medical appoint- 
ments under the Board should be accepted if offered for publica- 
tion in the British Medical Journal. 

Loan to Medical Association of Eire 

The Treasurer stated that an application had been received 
for a loan to assist the Medical Association of Eire to establish 
an Association House in Dublin. The house which the associa- 
tion was endeavouring to obtain was in the neighbourhood of 
Merrion Square, and was of a design which lent itself for" 
easv conversion into offices. The Finance Committee, said 
Mr. Moore, recognized that as a corporate body analogous tc* 
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an organized Branch of the Association the Medical Association 
of Eire should be given all possible help to obtain accommoda- 
tion in keeping with the dignity of the profession and of the 
two Associations, and accordingly recommended that a loan of 
£10,000 for the purchase of the house on a long-term lease 
should be made without interest. The redemption of the loan 
within a stated period would be guaranteed by a sinking-fund 
policy. 

The Finance Committee’s recommendation was agreed to 
unanimously. 

Medical Ethics 

Dr. J. G. Thwaites, for the Central Ethical Committee, 
brought forward a memorandum on “ Ethics and Members 
of the Medical Profession,” with a suggestion that it be distri- 
buted to those who had qualified within the last ten years. 

Dr. Pridham suggested that the “ Declaration of Geneva,” 
which the World Medical Association wanted every doctor to 
accept on qualification, should be incorporated in the docu- 
ment. The World Medical Association had elaborated a code 
of ethics for acceptance by all national medical associations. 
The document was unanimously approved. 

Organization 

For the Organization Committee Dr. Pridham presented a 
report on the conduct of business at Representative Meetings. 
It contained suggestions for possible methods of dealing with 
the problem of congested agenda, but no recommendations. He 
said that the report would be presented to the Representative 
Body, w'hich w'ould decide for itself on the method to be 
adopted. It was agreed to include in the report a note on the 
manner in u’hich other large public assemblies dealt with the 
same problem. 

The Council set up a special committee to consider and report 
upon the constitutional position of Branches of the Association 
overseas, other than corporate Branches, with special reference 
to the question of affiliation of the Association with the Indian 
Medical Association. 

Dr. Pridham called attention to a memorandum on the role 
of Divisions in the medico-political work of the Association, 
which he hoped would be published in the Journal. He reported 
that the Association membership was now at its highest peak 
—60,441. 

The Council authorized its Chairman to forward a suitable 
letter to 13 honorary secretaries of Divisions and Branches who 
have recently relinquished office. 

Association of General Practitioners with Hospital Work 

A report was made by the Joint Committee on Association 
of General Practitioners with Hospital Work. One of its recom- 
mendations was that certain hospital wards in or attached to 
general hospitals, to be used in association with the specialist 
staff of a hospital, should be made available to general practi- 
tioners. Dr. G. MacFeat considered this to be a very “milk- 
and-water ” recommendation and urged, on the lines of an 
earlier proposal, that a general-practitioner hospital or wards 
in a general hospital should be provided in suitable areas at 
the request of the local practitioners where all doctors in the 
area might treat their in-patients. He considered that there 
was now an opportunity of doing something of real value in 
connexion with general-practitioner hospitals. 

Dr. Wand, a member of the Joint Committee, said that the 
recommendation now brought forward was likely to be the 
first of a number, and as there was no special urgency he was 
willing to take it back to the committee, together with the more 
definite proposals put forward by Dr. MacFeat. The same pro- 
cedure was followed in connexion with another recommendation 
concerning general-practitioner specialists. 

Other Committee Reports 

On the report of the Scottish Committee Dr. MacFeat said 
that the committee was collecting by means of a questionary 
sent to all practitioners in Scotland in receipt of mileage pay- 
ments particulars of actual mileage travelled, special mileage, 
car expenditure, and other details, and the replies would be 
considered by a special subcommittee. 

Recommendations by the Armed Forces Committee protest- 
ing against the existing discrimination against National Service 


officers in the armed Forces in matters of marriage allowance 
nnd leave entitlement (which it was said reacted particularly 
harshly upon medical officers, many of whom, owinc to the late 
age of call-up, were married before entry to the Forces) were 
agreed lo by the Council. 

Dr. Mary Esslcmont said that the Committee on Nursing 
had examined the Nurses Bill and would endeavour to arrange 
for certain amendments in accordance with views previously 
approved by the Council. 

Certain paragraphs dealing with health centres in rural areas 
were approved for inclusion in the Council’s final report on 
health centres. 

The terms of reference of the Internationa! Relations Com- 
mittee — " to foster international friendship in the sphere of 
medicine and to make recommendations to that end" — were 
agreed ; also that the committee should report to the Council 
in April of each year proposals for international receptions. 

For the Colonics and Dependencies Committee it was 
reported that the memorandum already approved on the remu- 
neration of officers in the Colonial Medical Service had been 
Submitted to the Colonial Office, which had agreed to open 
negotiations as soon as certain preliminary investigations had 
'been completed. 

Reports dealing with routine and domestic matters were sub- 
mitted by the Staffing, Office, Public Relations, and Building 
Committees and were approved. 

Annual Meeting. 1950 

An invitation from the Executive Committee of the Liverpool 
Division to hold the Annual Meeting of the Association in 
1950 in Liverpool was received. It was stated that the South- 
port Division desired to be associated with the invitation, which 
should be regarded as a combined Cnc from both Divisions. 
The Council gratefully accepted the invitation and endorsed 
the Liverpool nomination for President of Professor T. P. 
McMurray, of the University of Liverpool, for recommenda- 
tion to the Representative Body. 

The British Medical Guild 

Dr. H. Guy Dain was appointed Chairman of the Trustees, 
and Dr. Frank Gray Treasurer. A committee of 12 — members 
of the Tmst — was set up with power to act, within the frame- 
work of the document just approved, to initiate peripheral 
machinery' and undertake other detailed work. 
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Diary of Central Meetings 
May 

Scholarships and Grants Subcommittee. 11 aan. 

British Pharmacopoeia Subcommittee, 2 p.m. 

Joint Committee of the Royal Colleges, the Royal 
Scottish Corporations, and the Central Consultants 
nnd Specialists Committee, 10.30 n.m. (at Ministry 
of Health, Whitehall, S.W.). 

Committee on the Postgraduate Education of General 
Practitioners, 10.30 n.m. ( change of date). 

Joint Committee of B.M.A. nnd Pharmaceutical 
Society, 11 a.m. 

Occupational Health Committee, 2 p.m. 

Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 

International Relations Committee, 2 p.m. 


Branch and Division Meetings to be Held 

Blackpool and Fylde Division. — At Royal Lytham nnd St. 
Anncs Golf Club, Tuesday, May 24, Treasurer’s Cup Golf 
Competition. , 

East Suffolk Division. — Friday, May 27, 8.15 p.m., lecture by 
Mr. Lionel Cosin : “ Geriatric Care.” 

Monmouthshire Division. — At Newport Golf Club, Rogerstone, 
Sunday, May 22, Spring meeting of Newport and Monmouthshire 
Medical Golfing Associadon. 

Norwich Division. — At Museum, Norfolk and Norwich Hospital, 
Friday, May 27, 8.30 p.m., annual meeting. Instruction of Represen- 
tatives to Annual Representative Meeting, etc. 

Oxford Division. — At Lecture Room, Rndcliffe Infirmary 
Maternity Home, Wednesday, May 25, 8.15 p.m. Mr. N. S. Barron, 
Ph.D. : “ Some Diseases of Animals Communicable to Man.” ' 

Scarborough Division. — At Scarborough Hospital, Thursday, 
May 26, 8.30 p.m., clinical meeting. Dr. Hugh Garland: “The 
Intervertebral Disk.” 

Sheffield Division. — At Royal Victoria Station Hotel, Friday, 
May 27, 8.30 p.m., annual general meeting. 



JENNER AND HIS IMPACT ON MEDICAL SCIENCE^ E/v 

BY ^ - .. . _ - 

Sir EDWARD MELLAN’BY, G.B.E., K.C.B., F.R.C.P., F.R.S. 

We are assembled here to-day to celebrate the life and work A Brief History 

af Edward Jenner, who was born in Gloucester 200 years Edward Jenner was the son of a country parson living 
igo on May 17, 1749. We come to pay tribute to a man j n Gloucestershire, and at the age of 13 was apprenticed to 
vho discovered that vaccination protected against small- 3 doctor with the intention of becoming an apothecarv. 
rax, and thereby placed in the hands of any community’ Under Ludlow, a surgeon at Sodbury, near Bristol, he 
vhich cared to make proper use of it the means of eliminat- stu died pharmacy and surgery. In 1769, at the age of 20. 
ng from their midst a deadly and disfiguring disease. The h ac j jfi e good fortune to become an apprentice to John 
nethod was effective as Jenner presented it, and all the Hunter, then a surgeon at St. George’s Hospital and the 
tew knowledge and technical skill that have been added in owner of a menaserie at Brompton, where he made his 
he last 150 years have not changed its fundamental basis or world-famous studies on the structure and habits of animals, 
idded much to its efficiency. Hunter was then 41. Hunter and Jenner dated their inti- 

Apart from the value of vaccination in controlling or mate friendship from this time and began a correspondence 
:ven eliminating smallpox, this discovery’ of Jenner’s has which only ended with Hunter’s death in 1793. Hunter 
nuch wider significance. It was one of the earliest instances expected much from his assistants, but he was equally good 
>f preventive medicine and of the public control of disease, in giving them help and opportunities for advancement, 
ts value on the scientific side of medicine is just as impos- Thus, in 1771, when Captain Cook returned from his voyage 
ng, for Jennerian vaccination can be regarded as the parent to the great southern continent with a large cargo of natural 
if modem work on viruses and virus diseases and even of history’ specimens, mostly collected at Botany Bay’, it fell 
nodem immunology. Indeed, it would be difficult to to Jenner's lot, through the influence of Hunter and of Sir 
nention any discovery that has had a greater impact both Joseph Banks, then President of the Royal Society, to 
in public health and on medical science, and it is but right prepare and arrange these specimens. This he did with 
hat we should pay tribute to the man who was responsible such skill that he was offered the appointment of naturalist 
or this important advance in knowledge. to Captain Cook’s next expedition, which sailed in 1772. 

So much emphasis is nowadays placed on technique and Other evidence of Jenner’s capability is seen in the fact 
tatistical approval of investigations that it is well for us that Hunter also suggested that he might become his partner 
o take this opportunity of reminding ourselves that the first and give additional lectures on comparative anatomy and 
ibject of research is discovery’, and that such discoveries surgery. Both these invitations were rejected, however, and 
nay come not only from systematic and prolonged investi- Jenner preferred to return to his native village to become a 
:ation, involving the use of standard methods with elaborate country’ doctor in the vales of Berkeley and Gloucester, 
pparatus, but equally well from methods of observation Throughout his life one of Jenner’s main interests was 
nd experiment of the simplest kind. Jenner himself was natural history, and it was in 1787 that he sent his manu- 
io professional research worker but a man with exceptional scr ipt on the behaviour of young cuckoos through Hunter 
lowers of observation and perception, who had also the t o the Royal Society. In this publication, it will be remem- 
mtstanding quality’, remarkable for this period and bered, he showed that fledgling cuckoos heaved out of the 
^.parently innately developed, of appreciating the value of unnatural nest in which they were bom other fledglings and 
be experimental method. eggs, a’murderous instinct they lost by the twelfth day after 

There is a vast amount of information about Jenner's life, hatching. It was not only Fellows of the Royal Society 
ndeed, it would be difficult to find anybody of that period who found difficulty in believing this observation, and its 
vhose actions, experiences, and thoughts were better docu- complete acceptance had indeed to await the arrival of the 
nented, and it would have been easier to centre this lecture cinematograph. 'However, a year later, in 17SS, the work 
ound his history’. I do not propose to do this, however, was published by the Royal Society in its Philosophical 
lecause I am anxious to paint a broader picture of his Transactions, and Jenner was elected to the Fellowship of 
Cork and its influence on medical science. It would, how- the Society. 

ver, be wrong to eliminate all such references, because. While a medical student at Sodbury, Jenner heard the 
Iearly, a proper appraisal of his work must depend in part local traditional rumour that milkmaids who had suffered 
n the state of knowledge at that time and on the conditions from cowpox never took smallpox. There is much 
nder which he was brought up and laboured. There has evidence that he was not only intensely interested in this 
een a tendency to write about and discuss Jenner as if statement but that he brooded on it and studied the matter 
e had the knowledge, outlook, and facilities of later days, closely during the next twenty years. In 1796 he made the 
wish therefore to refer briefly to some of his experiences, first vaccination — that of a bov — with Ivmph made from the 
specially during the formative years of his life, in order vesic i e on the hand of a milkmaid infected with cowpox. 
a convey an idea of his training his equipment, and the In !7 97. when he was 47. he sent to the Royal Societv for 
ircumstances tn which he made his observations. publication a record of his observations on the natural 

* Lee lure given at the bicentenary meeting held at the Royal Collece history’ of cowpox, and this was rejected. It is said that 
t Surgeon' of England on May 17. ' the refusal to publish this work was accompanied 
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by an admonition that “as he had gained some 
reputation by his former papers to the Royal Society, 
it was not advisable to publish this one, which would injure 
his established reputation.” The paper, revised and 
extended, was published by Jenner in 1798 as a private 
pamphlet with the title An Inquiry into the Causes and 
Effects of the Variolac Vaccinne, a Disease discovered in 
some of the western counties of England, particularly 
Gloucestershire, and known by the name of the Cow Pox. 

Jenner lived in Gloucestershire as a busy country 
practitioner all his life, except for a short period in 
1802, when he was tempted by the importunity and 
promises of his friends to become a specialist in London. 
This was a failure, financial and otherwise, and caused a 
return to his own countryside after three months. It must 
be added that Jenner did not retain the status of an apothe- 
cary, but in 1792 took the M.D. degree of St. Andrews 
University and did some consulting work in Cheltenham. 
From the time he published his paper on smallpox in 179S 
Jenner, although living a secluded life in the country, was 
a notorious public figure, much applauded and much 
criticized. He spent most of the rest of his life vaccinating 
people and promoting vaccination as a preventive of 
smallpox. He died at the age of 74. 


His Association with Hunter 


This, then, is a brief outline of his career. It would be 
wrong, however, to pass without further discussion Jenner's 
interest in natural history and especially his relationship 
to Hunter. There might appear at first sight to be nothing 
exceptional about Jenner’s interest in nature at that time, 
for, as is well known, there was a tremendous outburst of 
activity in this field dating from the middle of the eighteenth 
century and probably stimulated largely by the systematiza- 
tion of animals and plants by Linnaeus. The literature of 
that period is full of works, often of a very high standard, 
on natural history. Most of this, however, was of an obser- 
vational type, and investigations were largely directed to 
the classification and description of the natural life of the 
country, including the birds, butterflies, and flowers. But 
Jenner’s interest in natural history was due neither to the 
fashion of the times nor to Hunter, for at the age of 9 he 
had made a collection of dormouse nests and one of 
fossils from the oolite. 

In the long correspondence with Hunter, of which only 
Hunter’s' l letters are extant, it is possible to see not only 
the close personal relation between these two men but also 
how they reacted on one another and constantly stimulated 
each other t6 further action. Most of Hunter's letters are 
full of requests for animals and birds of one sort or another. 
He asks Jenner to send him young blackbirds of different 
ages, crows’ and magpies’ nests, an old cuckoo and a nest 
with a cuckoo's egg in it, a live heron or bittern (“ see how 
they make file noise 1 ”), a porpoise, white hares (a buck 
and a doe) from Jenner’s friends in Newfoundland, bats 
from the old castle at Berkeley, and fossils, more hedgehogs 
— “a colony of them” — and even a bustard. Besides 
asking for these things, he was constantly telling Jenner to 
do things, to send him "a true and particular account of 
the cuckoo and, as far as possible, under your own eye,” 
to take temperatures of hibernating animals; and, above 
alt, as is well known, it was in this correspondence that he 
told Jenner not to think but to try the experiment. 


Hunter's letter of June 7, 1773 or 1774 

I thank you for your experiment on the hedgehog; 

i /lo • i n minrtinn Kv tllA rtf r rtl 


why do 
1 thi 
the f 
as s' 


ask a question by the way of solving it 
o j\)st ; but w v think ? Why not ti 

ai,‘-fhe mm?nts upon a hedgeht 

and\ Nat e ' ve y° u 'he solutU 

suit o /hole -” 


There were, however, sonic more human touches abo : 
these ietteis of Hunter’s: for instance, when Jcnr,r 
announced that he had had a severe disnppointrrx: 
in marriage Hunter wrote to him: ”1 own 1 v-i. 
glad when ! heard that you was married to a woman c 
fortune but let her go ; never mind. 1 shall employ yo. 
with hedgehogs, for 1 do not know how far 1 may ln>‘ 
mine.” 

On anot' r occasion Jenner asked Hunter to be god- 
father to l.i- Juld. Hunter replied, accepting the office s- 
follows ■’ i wish yon joy; it never rains but it pour- 
Sooner tli n the brat should not be a Christian I will surd 
Godfather tor I should he unhappy if the poor little thin; 
should go to ’he Dessl because 1 would not stand Gndf&th” 

I hope Mr-- inner is well and that you begin to look erase 
now you ’tv a father.” On the whole, however, th.v 
letters are ver much to the point and concerned aim: 1 ' 
entirely wun either ordering or acknowledging the recei;'. 
of natm d history specimens or criticizing Jenrr’s 
experiment 

One ot Je n ner’s great characteristics was that he scerr.ce 
to make iso if every opportunity that was offered toil” 
For instance when he met Hunter in Bath on one 
occasion tie s ivv at once that Hunter was suffering frerr 
angina peeto is. which w.is the ultimate cause of his death 
The orditu'v man would have been greatly perturbed ” 
seeing this condition in a friend but would have da*J 
nothing about it. Jenner, however, did not take this line, 
but wrote to Heberden, who was in medical charge e: 
Hunter, about his diagnosis, and, moreover, began to take 
nn interest n the condition of the heart which ws 
associated with tilts disease. 

The result « as that he made the first observation on the 
thickening and calcification of the coronary arteries in Ibis 
disease, and. although out of a natural reticence he did 
not pass on this information to Hunter, he told Home. 
Hunter's brother-in-law, of the fact. After the post-mortem 
examination on Hunter, Home wrote to Jenner in the fol- 
lowing words: “It is singular that the circumstance you 
mentioned to me and were always afraid to touch upon 
with Mr. Hunter should have been a particular part of 
his complaint, as the coronary arteries of the heart were 
considerably ossified.” When we remember the long period 
of, time that elapsed before it was generally accepted that 
the pathological basis of angina pectoris was coronary 
disease, it is remarkable that this observation should have 
been made by Jenner at that time. 

Although the records of Jenner's observations on natural 
history which he wrote in his notebook between 1787 and 
1806 are meagre, from them it can be seen at once that 
he was no mere collector or casual observer of nature but 
a man who observed accurately and persistently and had 
the faculty of picking out the essential from the dross. 
His post-mortem records of the egg-forming organs of 
birds and of the abnormalities to be observed in dogs which 
had died of distemper show these qualities. Nor did he 
hesitate to put his ideas to the test, as, for instance, when 
he exchanged eggs and fledglings from one nest to another 
or when he marked birds before migration and observed 
the results. Where Jenner made simple observations ot 
experiments his recorded results can be regarded as correct. 
When he had preconceived ideas on subjects about which 
there was little or no knowledge, . he made mistakes in 
deduction, as, for instance, when he decided that tubercles 
in the lungs were derived from hydatids. 

The general impression to be derived from these notes is 
that Jenner had the mental outlook and qualities of 
genuine discoverer, and that it is no mere chance that he 
did in fact make discoveries. 
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Discovery of Vaccination 

' Probably one of the simplest ways of focusing attention 
on Jenner’s great discovery of vaccination against small- 
pox, and especially upon its basis, would be to recall the 
criticism that has often been brought against him for having 
given the name variolae vaccinae to cowpox. Even the 
fact that he put this into Latin has caused criticism. The 
further charge was that, by giving such a name, he insinu- 
ated into the minds of medical men that cowpox was small- 
pox. He was accused of having introduced “ an unblushing 
invention of a misleading name,” that he was “ wanting in 
the rudiments of common candour,” that this was an action 
of sheer trickery, and that the profession were thereby 
mystified and hoodwinked about the true nature of cowpox. 
Had it turned out that the facts upon which Jenner had 
. given this name were incorrect, these critical scholars would 
certainly have had some cause for rejoicing, but, as we all 
, now know, Jenner was right on almost every practical and 
scientific point. 

Let us first see what he himself thought on this matter 
when he introduced the words variolae vaccinae. He 
wrote: “There are certainly more forms than one (with- 
out considering the common variation between the con- 
fluent and distinct) in which the smallpox appears in what 
is called the natural way. It will be inquired (if the fore- 
going reason be a priori correct) in what way can the action 
of cowpox (or the equine pock) in preventing subsequent 
smallpox be reconciled with the established laws of the 
animal economy ? My reply is, for the reasons which I 
have stated on the basis of fact, that they were not bona fide 
dissimilar in their nature but, on the contrary, identical. 
On this ground I gave my first book the title of ‘An 
Inquiry into Causes and Effects of the Variolae Vaccinae,’ 
a circumstance which has since been regarded by many 
as the happy foresight of a connexion which was destined 
by future evidence to become warranted.” 

Let us now see what modern scientific evidence has 
proved and what posterity has had to say about this claim 
of Jenner’s, which in reality was the essential basis of his 
discovery of vaccination for smallpox. In 1902 Copsman 
inoculated a monkey with smallpox virus, vaccinated a calf 
from the monkey, and produced typical cowpox. Later 
Blaxall found that both alastrim (variola minor) and variola 
major viruses from human subjects produced a papulo- 
vesicular lesion on the skin of a monkey but not on the skins 
of calves or rabbits. Either of these two variola viruses 
protected the monkey against vaccinia and. conversely, vac- 
cinia protected it against both of them. He then succeeded 
in increasing the virulence of both, forms of variola virus 
for the calf, so that in the space of three successive passages 
the calf developed the typical lesions of cowpox. 

Thus it was demonstrated that the biological difference 
which specimens of alastrim and variola viruses exhibited 
when removed from man disappeared when they were 
passed through the calf. As a control virus Blaxall used 
material from varicella (chicken-pox), which he found, as 
previous observers had done, to be without effect on the 
skin of the monkey or other animals. Similarly, by employ- 
ing the specific test of allergy introduced by von Pirquet, 
he showed that the viruses of vaccinia, variola, and alastrim 
behaved alike but were sharply differentiated from the virus 
of varicella. 

Later Gordon showed that vaccinia protected the monkey 
against other strains of mild and severe types of smallpox 
better than these strains of variola protected the animal 
against vaccinia. He further showed- that the variola 
virus from five outbreaks, including three of the mild and 
two of the severe types of smallpox, reacted positively 


with antivaccinia serum in the complement-fixation and 
agglutination tests. 

The Father of Modem Virus Studies 

In a lecture of this kind it is possible to refer to only 
a trivial amount of evidence on this question, but Jenner 
would indeed derive much fun and satisfaction from the 
mass of investigation on vaccinia and variola viruses if he 
could visit us to-day. He would see the unassailable evi- 
dence of the truth of his observations on man in 179S that 
vaccinia protected against variola. He would find that we 
now know more about the morphology and the biological 
properties of vaccinia virus than of any other virus. He 
would greatly appreciate modem methods of altering the 
type of lesions produced by vaccinia virus and of selecting 
different strains of virus which, although antigenically 
and immunologically indistinguishable, can cause under 
appropriate conditions cutaneous lesions, meningo- 
encephalitis, orchitis, pneumonia, or keratitis — i.e., degrees 
of difference in biological action of one virus greater than 
those of the smallpox and cowpox virus with which he was 
familiar. 

He would be greatly interested to learn that, in spite 
of all these different biological properties that can be 
induced in vaccinia virus and in spite of the remarkable 
cross-immunization properties and the closely related anti- 
genic and immunological actions of variola and vaccinia, 
it is widely believed that variola and vaccinia viruses are 
different entities, and that the evidence that one is ever 
completely transformed to the other is insecure. 

At this stage of my reading about pox viruses I also 
began to feel insecure, and decided to call in an expert 
bacteriologist for the latest stop-press views about 
the interrelation. He provided me with the following 
statement : “ It has been generally assumed, since the days 
of Jenner, that vaccinia is variola modified by passage 
through the calf. For this there is good evidence, supported 
by modern experimental work. The further assumption, 
however, that vaccinia is the same disease as naturally 
occurring cowpox virus is more doubtful, since Downie has 
shown that vaccinia and cowpox viruses differ in their heat- 
, labile antigens and give rise to different lesions in animals. 
Both viruses can. of course, protect against variola. Thus 
vaccinia virus is almost certainly a derivation of human 
smallpox \irus, but cowpox virus is a naturally occurring 
and rather different virus belonging to a much larger group 
of animal pox viruses.” 

Jenner would be amazed to learn of the present enormous 
field of knowledge of other virus diseases and of the 
information that has been accumulated about the properties 
of these viruses. He might just be a little uneasy about 
some of the new knowledge. For instance, he might think 
that, from the scientific angle, it was fortunate his particu- 
lar problem concerned smallpox and cowpox and not the 
influenza viruses A and B, which, while producing similar 
morbid effects in man, do not protect against each other. 
He would realize that he probably would not have made 
much headway in preventing distemper in dogs — a disease 
which did interest him intensely — on learning that when the 
virus of this disease is transmitted to ferrets the infected 
material from the ferret will not protect against distemper 
in the dog nearly so well as the dog's virus itself, in spite 
of the fact that the infective agent is the same in each case. 

However, Jenner in fact did -choose smallpox as his 
objective, and, in spite of the complexity of virus problems 
which now face the scientific world, some due to their 
innate properties and some to the various species of animals 
and the different tissues in which their biological reactions 
have been studied, he would have the supreme satisfaction 
of realizing that he started all this work, that his Mews on 
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the relationship of smallpox and vaccinia have been 
generally confirmed, and that indeed he can well be regarded 
as the father of modern virus studies and of the biological 
and pathological reactions they produce. 


Official Approval 

So far as the subsequent history of vaccination 
is concerned, I shall simply recall that Jcnncr's triumph 
was great when the National Vaccine Board, consisting of 
the President and four Censors of the Royal College of 
Physicians and the Master and two Governors of the Royal 
College of Surgeons, was set up in ISOS by tbe Government. 
The immediate stimulus to this action was the report of 
the Royal College of Physicians, published in 1807, which 
concluded with the following words: 

- ** The College of Physicians feel it their duty to strongly 
recommend the practice of vaccination. They have been led 
to this conclusion by no preconceived opinion, but by the most 
unbiased judgment, formed from an irresistible weight of evi- 
dence which has been laid before them. For when the number, 
the respectability, the disinterestedness and the extensive experi- 
ence of its advocates are compared with the feeble and imperfect 
testimonies of its few opposers ; and when it is considered that 
many, who were once adverse to vaccination have been con- 
vinced by further trials, and are now to be ranked among its 
warmest supporters, the truth seems to be established as firmly 
as the nature of such a question admits ; so that the College of 
Physicians conceive that the public may reasonably look for- 
ward with some degree of hope to the time when all opposition 
shall cease, and the general concurrence of mankind shall at 
length be able to put an end to the ravages at least, if not to 
the existence, of the smallpox.” 

In the light of this edict it is strange that variolation— 
namely, the inoculation of smallpox material as a prophy- 
lactic against the disease — which had been practised in the 
East from time immemorial and introduced into England 
largely owing to the influence of Lady Mary Wortley 
Montagu about 1722, continued to be practised in England 
until it was made a penal offence by the Vaccination Act of 
1840 The long continuation of inoculation for smallpox 
for a period of over 30 years after the official acceptance of 
vaccination is an example of official inertia, especially in 
view of the truth and force of Jenner’s arguments that it 
was a more dangerous procedure to the individual than 
vaccination, and that it allowed the continuation of small- 
pox itself throughout the community. However, in most 
ways vaccination had a rapid and world-wide acceptance. 


Influence of Jcnner' s' Discoveries 
When we turn to the wider /question of the influence 
°f Jenner’s discoveries on epyclemiological and scientific 
advance of knowledge we /nd a different and more 
depressing picture which, t /cause of its ultimate great 
triumph, makes us realize njore fully how long before its 
tune, front a scientific anglof Jenner’s discovery was made, 
ror SO years, apart from ss/tallpox itself, Jenner’s work was 
wt out influence in the wider field of protection against 
mtechve and infectious iiisease. In 1S77, however, the 
wh™ WaS chan8ed ’ for was in that year that Pasteur, 
on ff reputat J on vy as air Vciy very high because of his work 

ntteST*? 0 " and int V tion of P ianl life, turned his 
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and* Jenner Immunit >' smalfoox following variolation 
work wh?I vacc ' na tion\ andVhat it was Jenner’s 
state of a L Pnman ’ y cau s''Vd N him to think that a similar 
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It Will be rem * u *! s an « ]e was chicken cholera. 

London at the ™ bered that 10 1SS] he gave an address in 

lion in relation Mcdica! Con S ress on vaccina- 
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was on this occasion that he explained his adoption of the 
words “ vaccine ” ami “ vaccination ” to denote the process 
of prophylactic inoculation in general and expressed his 
indebtedness to Jcnncr’s work in the following words ; 

“1 cannot complete tin's address, however, without testifying 
the great pleasure ! feel that it is as a member of an inter- 
national medical congress meeting in England that 1 finally 
communicate to you the vaccination of a disease probably more ’ 
terrible for domestic animals than smallpox for man. 1 have 
given to the term vaccination an extension which science, I 
hope, will consecrate as a homage to the merit of and to the 
immense services rendered by one of the greatest of English- 
men, jour Jenner. 1 am indeed happy to be able to praise this 
immortal name in the noble and hospitable city of London,” 

It may not be without interest to mention that the presi- 
dent of this congress, the late Sir James Paget, in thanking 
Pasteur for his address, pointed out that what Jenner had 
done for the good of the human race Pasteur had done for 
the good of animals, but. whereas Jenner had had to fight a 
his bailie for tbe benefit of men’s lives against a vehement 
opposition. Post eur had met with no such opposition in his 
work for the benefit of cattle. We still meet with this kind 
of relative reaction — an indication that human nature has 
not changed very much in the last 150 years. 

Pasteur follows Jenner 

In developing a treatment for fowl cholera Pasteur 
followed Jenner in first producing enfeeblement of the virus, 
which he called attenuation. As in the case of smallpox he 
noticed that if fowls recovered from the effects of inocula- 
tion of the virus the disease was not likely to recur, and 
that if relapses did occur they were in inverse ratio to the 
severity of the first attack. If the virus was transplanted 
from medium to medium at intervals varying from days 
to a month or two, no change was observed in the virulence 
for fowls. If, however, the interval was prolonged to three, 
four, or five months the cultures became less and less 
virulent and the fowls, even if they fell ill, recovered 
and if they were now injected with a virulent cholera 
culture they survived the injection. By this means he 
discovered prophylaxis of fowl cholera by attenuated virus, 
a principle which he also established for anthrax, swine 
erysipelas, and rabies. 

In the case of anthrax he noticed that domestic animals 
occasionally recovered from the disease, which suggested 
that they developed natural immunity. He observed that 
the anthrax bacillus did not grow at 45° C. but grew well 
at 42-43° C. At the latter temperature, however, the cul- ^ 
ture became asporogenous and died out altogether in a 
month. When a virulent anthrax culture was kept at a 
temperature of 42-43° C. for eight days it was found to 
have lost much of its, potency and was innocuous when 
injected into guinea-pigs, rabbits, and sheep. 

Pasteur then proceeded to give a public demonstration of 
this work on 24 sheep, 6 cows, and 1 goat. On May 5, 
1S8L these animals were each inoculated with a living 
attenuated culture of anthrax bacilli. On May 17 the ani- 
mals were reinoculated with a less-attenuated culture. On 
May 31 all 31 animals received a highly virulent anthrax 
culture, which was also inoculated into 24 sheep, 1 goat, 
and 4 cows not previously inoculated ‘ and serving as 
controls. On June 2 all the vaccinated animals were well, 
21 of the control sheep and the goat were dead from 5 
anthrax, 2 of the control sheep dying in the presence of, 
the spectators, which included a correspondent of The' 
Times. The result of this test created an enormous sensa- 
tion, and from this time immunology may be regarded as 
having been established. Pasteur himself said of this work 
that it was “ un’progris sensible sur le vaccin Jennerien.” 

In this final phase of his work Pasteur, although a cripple 
following a cerebral haemorrhage, but mentally as alert 
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lever, turned his attention to rabies. Making use of-.the 
ft discovered by Galtier in 1881 that rabies was trans- 
ssible to rabbits, he first showed with Chamberland and 
bus that the virus of rabies entered the central nervous 
fstem. His next key observation was that spontaneous 
ecovery very occasionally happened in dogs, and in five 
l -such dogs he found that subsequent intracerebral inocula- 
tions were without effect. Here again he had a disease 
' with an immunity factor and with a virus transmissible to 
animals and therefore with a basic similarity to smallpox 
and anthrax. Clearly the principle of attenuation of the 
virus was presented. 

As is well known, he proceeded on the one hand to 
exalt the activity of the virus by passage through rabbits, 
ind on the other hand to attenuate its activity by suspend- 
ng infected spinal cords in dry, sterile, and still air. After 
inoculation of emulsions of the attenuated cord he found 
it possible to inject emulsions of less-attenuated cord, and 
finally emulsions of the most powerfully active virus, with 
impunity. In 1885 he extended these observations to 
human beings, when he treated a boy aged 9 who was 
brought to him suffering from extensive bites inflicted by 
a dog with rabies. The boy was first injected with attenu- 
ated rabbit spinal cord which had been kept for 14 days. 
In a further series of 12 injections he received virus that 
was stronger and stronger until he was injected with the 
most virulent spinal cord, which had been taken from the 
rabbit after one day only. This boy remained well. That 
was the beginning of the modem method of treating this 
disease. 

1 have given this brief summary of Pasteur’s work on 
the production of immunity on the basis of attenuation of 
virus because it seems to me that Pasteur’s public recog- 
nition of Jenner's influence on his great work should be 
widely recognized. The same basic principles underlying 
Pasteur’s remarkable discoveries are obviously present in 
Jenner's work on vaccination and smallpox. In all the 
diseases studied by Pasteur, as in Jenner’s discover)’, there 
was evidence of the invasion of the animal body by a virus 
(using the word in its older sense), and of the animal’s power 
to build up a natural resistance to the disease, and the 
problem in each case was to find or produce a virus in an 
attenuated form which on injection promoted immunity to 
the fully virulent agent. The subsequent development of the 
whole subject of immunology since Pasteur's day has of 
course been enormous, not only in what are now known as 
virus diseases but also in diseases due to other types of 
pathogenic micro-organisms. Should we therefore be far 
wrong if we extended the suggestion previously made that 
Jenner was the father of modern work on virus disease to 
the proposition that he might also well be regarded as the 
father of the whole domain of immunology ? 

Unjust Criticism 

So far I have refrained from discussing the personal 
qualities of Jenner, except to say that his mental charac- 
teristics were clearly those of a potential discoverer ; I 
have been content to deal with his experiences, his work 
and its results, and allowed them to speak for themselves 
It is impossible, however, to read the extensive literature 
about Jenner without finding that he has been subject to 
more than his share of criticism and even of defamation, 
m regard to both his work and his character. This criticism 
has come not only from ignorant people with strong views 
about vaccination but also from some who would be 
regarded as scholars of medicine. In other words, into this 
literature scholasticism has entered. 

We have been fortunate in medical science in having had 
only a minimum of the kind of writing which was such 
a prominent feature in theological studies of the Middle 


Ages. One of Jenner’s critics who has been described by 
Greenwood as “ an exact scholar and a highly educated 
man ” and by W. Bullock as “ a scholar and philosopher — 
the most learned man I ever knew,” in the course of what 
has been described as an exposure of Jenner wrote about 
him as follows : “ They would probably have found Jenner 
to be the vain, imaginative, loose-thinking person that he 
certainly was by nature, and they might have so acted as 
to prevent him from becoming the impostor and shuffler 
that the course of events made him.” 

If this accusation stood alone it might well be disregarded, 
but I find that my friend Greenwood fully accepts the 
statement as regards Jenner being “ vain, imaginative, and 
loose-thinking,” though he suggests that the words “ im- 
postor and shuffler ” in the second part of the sentence 
might be replaced by the description “ fact-blinded 
enthusiast.” In my view these judgments are not only 
imbalanced but wrong, and could have been made only 
by those who have little knowledge of and make but little 
allowance for human nature. We all know instances of 
writers of this type, and I want to take this opportunity 
of saying that it will be a sad day for medical science 
if such writing becomes a prominent feature, for there 
is but little room in scientific work for this sort of 
scholasticism. “ Killing Kruger with your mouth ” is at 
any time a poor game and in scientific work has no place. 
This was well recognized by the Royal Society when they 
adopted the motto “Nullius in Verba.” 

If a man thinks that the facts described by an investigator 
are wrong, then it is no good simply writing about them. 
The critic must go into the hospital or laboratory and make 
better observations or better experiments in order to prove 
his contention. The test of the acceptability of a discovery 
depends upon whether it is true and not whether it seems 
sensible or even whether it can be verified by the statisti- 
cian. Most of Jenner's deductions from his work proved 
to be true. A few of his observations, such as, for instance, 
that a condition called “ grease,” a disease of the heels of 
horses, is the initial source of cowpox, have, I believe, 
proved to be untrue (although he was right in believing 
that there .is a pox disease of horses), and occasionally his 
deductions, especially those concerning the infallibility of 
the protecting influence of vaccination against smallpox, 
were exaggerated, but this kind of defect will be found in 
the works of most scientific investigators, and the more 
fundamental their discoveries in medicine and biology the 
more likely are they to make mistakes at some time or other. 

Speaking on the basis of my own experience in medical 
research, it seems to me that most facts published by scien- 
tific men are true but that they are apt to make two 
types of error, especially in the early accounts of their work. 
The first is that they sometimes forget that their results 
are true only for the conditions under which they are work- 
ing. and the second is that they are apt to make unwar- 
ranted deductions regarding the implications of their results. 
In the latter case these often prove to be wrong. As regards 
the first source of error, it is clearly the object of the critic, 
if he once finds that the first man’s results no longer hold, to 
search out the conditions which may have modified the 
earlier results. This is the normal method of procedure 
in research, and nearly always leads to new knowledge. 

If, on the other hand, a man is to be condemned and 
denigrated because the implications of some discovery 
'prove to be unsound, then I can only say that very few 
scientific men, even of the finest type, will have a shred 
of reputation left when they have been handsomely dealt 
with by our scholars. No part of a man’s work in biologi- 
cal and medical science is more difficult than that of fore- 
seeing the implications of a new fact which Opens up a new 
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branch of knowledge, for, unlike research in (he physical 
sciences, it is often impossible to realize the complexity 
of the conditions or to prejudge the relative importance of 
the factors concerned. 

When the critic goes further and extends his criticism 
from the man’s experimental work to his character and to 
his motives the position becomes intolerable, and it is this 
feature of the criticisms of Jenner which induced me to 
make this protest. I have read a good deal about the life 
and the work of Jenner in the last few days, and I find 
that the judgments of the above-mentioned scholars on 
this man are just incredible. My views about Jenner 
as an investigator can be seen from what I have 
said, and I think I should add that my judgment about his 
character is that he was a fine type of man. The whole 
of his life’s history seems to me to point to this : his desire 
to avoid the scurry and publicity of life, his kindness to 
his family and relations, the time and trouble he took over 
his patients, his readiness to participate in the local life of 
his village community, his interest and participation in the 
arts, including poetry and music, his social relations with his 
fellow doctors, as judged by the local medical societies he 
formed — all indicate a man who both appreciated the best 
things in life and wished to help to the utmost his fellow- 
man. Independently of any of his discoveries and their 
results, he could be regarded as the best type of country 
doctor. 


Outstanding and Successful Pioneer 
It is, however, the man in relation to his discoveries 
whom we celebrate to-day, and I have tried to picture one 
who was bound to make discoveries wherever he was placed 
and who deliberately chose the circumstances where in fact 
he made the greatest of discoveries. This not only gave 
direct control of one of the most devastating of diseases 
but it also formed the basis of all modern work on 
immunology and of the fruitful field of virus disease. 

Apart from Jenner’s distinction, may I add how' proper 
it seems to me that the Roj'al College of Surgeons and 
the Royal College of Physicians should participate in this 
celebration to-day, even if it serves only as a counterblast 
to the constant reiteration of public men in Parliament, in 
the Press, and on the radio that scientific research has as 
its main object the discovery of weapons and machinery 
for the destruction of man. All public attention seems to 
be given nowadays to this point of view, and it is useful to 
take the opportunity, such as is afforded to-day, of remind- 
ing the world that there is at least one branch of science 
which is wholly directed to the good of man, to the cure 
and elimination of disease and the prevention of untimely 
death. Up to the present, even if war is taken as a criterion, 
medical science in its work for the protection of man 
against disease and for his defence against injury has 
nothing to fear from comparison with that prostitution of 
the physical sciences which has been concerned with the 
production of methods of destruction. 

In this beneficial work we proudly proclaim Jenner as 
an outstanding and successful pioneer. 
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TUBERCULOSIS IN INDUSTRY: AN 
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During the last 100 years information about death rates in 
various industries has steadily accumulated, and it is now 
clear that certain trades arc constantly associated with a 
high tuberculosis mortality. In some cases the exceptional 
findings arc due to a specific industrial hazard, such as 
silicosis, but in others no causal factors have yet been 
isolated. A typical example of the latter is the shoe trade, 
and, although the disease incidence is even higher in other 
occupations (Registrar-General’s Decennial Supplements, 
1890-1932), this has been selected for the first of a series 
of investigations into tuberculosis in industry. 

So far working arrangements have been studied only in 
boot and shoe factories, but there arc several reasons for 
believing that similar conditions prevail elsewhere, and that 
a systematic examination of other occupational groups will 
eventually reveal results very much like those which have 
been discovered during' the course of this investigation. 
Meanwhile a brief account of the findings up to date may 
serve as a general introduction to the subject.' 

Present Investigation 

The first indication that pulmonary tuberculosis was unduly 
prevalent in the shoemaking industry of this country was 
given in 1892, when the Registrar-General showed that the 
death rate among boot and shoe workers was nearly twice 
as great as the average for all occupied and retired males. 
Again, in 1902 arid 1912 the Occupational Mortality returns 
for England and Wales showed a similar excess, and one of 
the first actions of the newly formed Medical Research 
Committee {forerunner of the present Medical Research- 
Council) was to appoint a group of workers to investigate 
the industry. 

In the M.R.C. report (1915) the investigators gave a 
detailed account of the manufacturing processes and 
described the general working arrangements in factories. 
They were satisfied that there was more pulmonary tuber- 
culosis among boot and shoe factory operatives than in the 
rest of the population, and came to the conclusion that “ the 
individual worker is predisposed to infection by the seden- 
tary nature of his employment and possibly by the attitude 
he adopts at work.” It was also suggested that “ infection 
might be favoured by want of light, the presence of infected 
dust, and inadequate ventilation in the workrooms,” but no 
attempt w’as made to produce any experimental or statistical 
evidence in support of these contentions. 

Subsequently, despite the fact that the Registrar-General 
continued' to report a high mortality, no further interest 
seems to have been taken in the subject until 1946, when 


•Interim Report of an investigation initiated by representatives of 
the boot and shoe industry and public health authorities in 
Northamptonshire. The investigation, which is being financed by 
the Medical Research Council, is still incomplete. 

t With a grant from the Medical Research Council. 
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the finding of the first Miniature Mass Radiography Survey 
in Northamptonshire once again drew attention to the pre- 
valence of the disease among men and women employed in 
boot and shoe factories (Smith, 1947). On this occasion 
it w»as possible to make a direct comparison between shoe- 
makers and other factory workers in the county, and it was 
found that, “ compared with all other occupations, there was 
"a statistically significant excess of newly discovered cases 
of active pulmonary tuberculosis in the boot and shoe ' 
industry.” 

The present investigation was a direct outcome of this 
survey and was undertaken at the request of the industry in 
order to discover whether the high rate of infection among 
boot and shoe operatives could be traced to working condi- 
tions or whether it is due to factors outside the control of 
the industry. Most of the work has been done in North- 
amptonshire, where shoemaking has long been the staple 
•'industry and where at present over one-third of the factory' 
population is employed in this industry' ; but the section on 
general physique includes men from the neighbouring 
county of Leicestershire. The first part of the paper deals 
with recruitment into the boot and shoe industry, and shows 
how shoemakers as a whole compare with other workers in 
respect of their general physique and home environment. 
The second part relates to findings within the shoe trade, 
and shows how infection is transmitted from carriers to 
other workers. 

I. Selective Recruitment into the Boot and Shoe Industry 

It has often been argued that, because shoemaking pro- 
vides a light occupation for men and, like old-established 
industries, is essentially a family trade, a vicious circle has 
been established which is alone sufficient to account for the 
high incidence of pulmonary tuberculosis amongst its work- 
ing population'. The argument runs as follows : in the first 
place, the nature of the work attracts men of poor physique, 
some of whom are suffering from chronic phthisis ; these 
, carriers, by propagating the disease in their homes, pass it 
on to their wives and children, many of whom, by reason 
of strong family tradition, become shoemakers and thus 
replenish the pool of infection. 

Before the present investigation was begun no one had 
attempted to confirm or refute this theory, and even the 
suggestion that shoemaking was more of a family occupa- 
tion than other trades was based largely on conjecture. 
Therefore, before embarking on a detailed study of factory 
• conditions, an attempt was made to discover, first, whether 
an unusually high proportion of men with tuberculosis 
and/or low physique are recruited into the industry; 
secondly, how strong is the family tradition in the trade ; 
and, thirdly, to what extent these factors are responsible 
for the high incidence of pulmonary tuberculosis among 
boot and shoe factory operatives. 

Fitness for Military Service. — During the war years the 
Ministry of Labour and National Service instituted a scheme 
for examining men called up under the National Service Acts 
in order that they might be classified according to their fitness 
or otherwise for military service. The actual examinations 
were carried out by regional medical boards, who were respon- 
sible for placing men in four medical grades — namely. Grade I 
— fit for all forms of active service. Grade 11 — fit for active 
service but not for duties involving heavy strain. Grade 111 — 
.. unfit for active service : possible reservists. Grade IV — unfit 
■ for active service : rejected outright. Realizing that these 
records might contain valuable data relating to general physique 
of shoemakers, two batches of case sheets were inspected. The 
first referred to 22,620 men examined by one medical board 
in Northamptonshire, and the second to 33,350 men examined 
by two similar boards in Leicestershire. Both sets of records 
had been filed in chronological order,' and a convenient sample 
from each batch was obtained by taking consecutive case 


sheets of men employed in boot and shoe factories and pairing 
them with alternate records for men from other trades. The 
first sample comprised 2,785 Northamptonshire shoemakers 
and an equal number of controls, and the second comprised 
1,635 Leicestershire shoemakers and 1,635 other men. When 
these record's were inspected it was discovered that in each 
sample there was a slight but statistically significant difference 
between the medical grading of the two groups, the controls 
being more robust than the shoemakers (see Table I). 


Table I. — Genera! Physique of Men called up for National Service 
during 1942-3 . Comparison of Boot and Shoe Operatives with 
Other Workers 


Region 

Occupation 

| Medial Grade 

1 

No. 

| Examined 

| I ; 

| n | di j xv j 

Northampton- J ! 

shire y 

Leicestershire < \ 

Both counties /j 

i 

Boot and shoe j 
Other .. 

Boot and shoe 
\ Other . . 

, Boot and Lhce 
Other . . 

1 % 

74 ' 
5S i 
1 70 . 
, 63 i 
1 73 | 

y. { 

19 

14 1 
21 1 
i 14 I 

1 19 ; 
! 14 j 

% ! X | 

8 1 8 

6 ( 6 1 
10 f M j 
6 10 

9 9 

16 7 

£735 

£735 

£635 

1.635 

4.420 

4.420 


Northamptonshire Miniature Mass Radiography Survey 
{1945-6 ), — Most of the men examined by the regional medical 
boards of the Ministry of Labour and National Service were 
under 40 years of age. In order, therefore, to obtain a more 
representative sample of shoemakers to compare with other 
workers the records of men examined by the Northamptonshire 
Mass Radiography Unit during 1945-6 were inspected. Apart 
from the high incidence of active pulmonary tuberculosis 
already reported by Smith (J9471. there was nothing in these 
records to suggest that either heart disease or lung disease 
other than tuberculosis is more frequent among shoemakers 
than among other factory workers, and there was no evidence 
from the x-ray findings to suggest that leather dust causes 
pulmonary fibrosis. On the other hand, besides the “newly 
discovered cases of active pulmonary tuberculosis" mentioned 
in Smith's report there were several men who had already been 
notified, most of whom were found to be working in boot and 
shoe factories. 

Family History of Shoemakers.— In order to discover to what 
extent shoemaking is a family trade, a sample of the 
Northamptonshire boot and shoe factory population and a 
control group of workers in other factories were asked about 
the occupation of their immediate relatives. The sample of 
boot and shoe workers comprised 1,233 persons from factories 
in various parts of the country, and the control group consisted 
of 1,027 workers from other factories in the same towns and 
villages. Each worker was also asked to state whether he or 
she knew of any near relative having had tuberculosis. In the 
boot and shoe sample over 90 of the workers who were 
interviewed stated that they bad a near relative in the same 
trade, whilst in the sample taken from other industries over 
half had no family association with the trade in which they 
were employed. There were also a few more home contacts 
with tuberculosis among the shoemakers than among the other 
workers, so it is possible that the disease incidence in the shot 
trade has been slightly augmented by passage of the disease 
through successive generations of workers. 

Summary.— From the foregoing account it is evident -that 
there are rather more tuberculosis carriers and men of sub- 
normal physique in the shoe industry than in most occupations. 
There also seems to be some indication that shoemakers in 
Northamptonshire, being more often interrelated than other 
factory workers in this 3rea, are more frequently exposed to 
infection in their homes. Since shoemaking in other parts of 
the country also tends to be an old-established industry the 
family tradition so clearly demonstrated in Northamptonshire 
probably exists elsewhere. 

n. Spread of Infection in Boot and Shoe Factories 

Early in the present investigation it was decided that if 
infection was not being transmitted during working hours 
it should be possible to demonstrate a disease pattern in 
the boot and shoe working population which was dependent 
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solely on home conditions. On the other hand, if carriers 
of the disease were infecting fellow workers the disease 
incidence should be related to factory conditions. 

Smith had already shown that, according to the results 
of the first survey of the Northamptonshire Mass Radio- 
graphy Unit, the rate of infection in certain occupational 
groups was higher than in others. Since this finding sug- 
gested the possibility that working conditions might be 
contributing to spread of the disease, it was decided in the 
first instance to make a more detailed study of the mpss 
radiography findings. 

Between March, 1945, and Jan. 1, 1947, the Northamp- 
tonshire Mass Radiography Unit visited 162 boot and shoe 
factories and examined 15,911 skilled factory operatives, 
or 70% of the working population.* They also discovered 
101 new cases of pulmonary’ tuberculosis, which represents 
an overall rate of 0.6% of the workers who were examined. 

The number of newly infected persons in any one factory 
ranged from 0 to 14.3%, but since most of the factories 
employed fewer than 100 workers it was impossible to draw 


Table It. — Incidence of Pulmonary Tuberculosis in La rye ami Small 
Boot and Shoe Factories (Mass Radiography! 


Group 

■ Size of Factor)’ 
(Working 
| Population) 

No Examined 
(Mass 

J Radiography) 

Cases 

of 

Tuberculosis i 

Pulmonary 
Tuberculosis 
| Rate per 1,000 

l 

1-100 

2.934 

9 

3-1 

2 

101-200 

1 3. SI J 

20 

i 5*2 

3 

201-350 

| 3.522 

*T) 

6-2 

4 

I 351-600 

1 2.580 

19 

7-4 

5 

| Over 600 

1,064 

31 

t0-1 


Total 

1 15.911 

101 

6 3 


any conclusion from the experience of individual firms. 
When, however, factories of different sizes were compared 
it was found that the overall rate of infection was consider- 
ably higher in large factories than in small ones. This is 
clearly shown in Table II, in which the factories have been 
classified according to the number of persons employed. 

According to this arbitrary arrangement the overall 
incidence of pulmonary tuberculosis in factories employing 
more than 600 workers (group 5) was over three times 
as great as in factories with fewer than 100 employees 
(group 1), factories of intermediate size showing! a steady 
gradation between these two extremes. 


Before deciding that this remarkable relationship was 
due to any fault in the working arrangements of large fac- 
tories the following alternative possibilities were considered. 

Age and Sex of Workers. — According to the records of the 
Mass Radiography Unit the age and sex constitution of each 
\ factory group shown in Table II was remarkably constant. 
Hence the greater incidence of pulmonary tuberculosis in large 
ictories (which was found to apply to both sexes) was unlikely 
* *o be due to more “ susceptible ” persons in these factories. 

Occupation. — Since boot and shoe factories are equipped 
with a uniform type of machinery and tend to relegate the 
“ me Proportion of workers to each process, it was unlikely 
mat the uneven distribution of infection was due to certain 
lactones having unusual working arrangements. Such an 
explanation became quite untenable when it was found that the 
Qttierence between large and small factories applied to every 
shoemaking occupation. 


Regional Distribution of Large and Small Factories. — There 
were no factories with more than 600 employees in country 


North?mSmn l i S ^ eci ! i epo i t the medical officer of health f 
Northamptonshire, already referred to in the first part of this nnv 

K 8 n f 0d , M2rCh >’ >.?«, <0 June 30 1946 by wh'M 
closS? eu- n ? e k fact0 — s 5 nd . 17 subsidiary factories (heel-makir 
in subsidiaiv d , been Vls,ted - In the following account all works 
factori« cs ? S ."'5 U as thc office staff of boot and sb 

operatives faces' ****** ^ ° n ’ y l ° ^ 


districts, so that it was possible that thc higher rate of infec- 
tion in larger factories was due to differences between urban 
and rural populations. There was, however, a sufficiently large 
number of small and medium-sized factories in both regions 
to show that, whether the factories were in tossns or villages, 
the rate of infection was largely determined by thc number 
of workers. 

' Factory Conditions. — The next discovery was that ihe disease 
incidence bore no relation to at least one estimate of working 
conditions in thc factories. This particular estimate was made 
by regional representatives of H.M. Inspector of Factories, who 
visited 114 boot and shoe factories in Northamptonshire during 
1945 and compiled a detailed set of records for thc Working 
Party which had been appointed by the Board of Trade to 
report on thc industry. Thc work was done by trained 
inspectors, who made systematic notes about thc lighting, 
ventilation, method of dust extraction, sanitation, spacing of 
workers, cleanliness, and general working arrangements in each 
factory. On thc basis of these notes thc working conditions 
in each factory were graded as “ good,” *• average,” or 
“unsatisfactory.” According to this assessment 24% of the 
factories with fewer than 200 operatives were thought to pro- 
vide unsatisfactory working conditions, whilst in all the 
factories with more than 600 operatives thc working conditions 
were well above thc average. In these same factories the inci- 
dence of pulmonary' tuberculosis, as discovered by the Mass 
Radiography Unit, was over four times as great in the large 
factories with “good” conditions of work as in the small 
factories, where thc general layout was so much less “satis- 
factory.” There remained one obvious difference between 
large and small factories which might account for the higher 
rate of infection in larger factories — namely, the greater number 
of persons in any one workshop. At first sight thc more 
spacious rooms in large boot and shoe factories look more 
attractive and seem to offer better working conditions than 
rooms in small factories, which by comparison often seem dark 
and dingy. On thc other hand, since infectious diseases usually 
spread more rapidly in large than in small communities, it was 
decided to explore the relation between number of workers 
per room and the incidence of pulmonary tuberculosis. 

Size of Working Units in Large and Small Factories. — When 
thc factories were arranged according to the average number 
of operatives per room a close correspondence between the 
overall working population and the size of the working units 
within the factories was found to exist. Thus, over S0? o of 
thc factories with fewer than 100 workers had fewer than 20 
operatives per room, and all thc factories with more than 
600 workers had more than 60 operatives per room. It follows, 
therefore, that there is a close association between the inci- 
dence of pulmonarv tuberculosis and the size of working units.* 
(See -Table III.) 


Table 111. — Incidence of Pulmonary Tuberculosis in Boor and Shoe 
Fnctoiies with Large and Small Workshops 


Workshops 

Mass Radiography Survey 

Pulmonary 
Tuberculosis 
Rate per 1,000 

Workers 
per Room 

Floor Area 
per Worker 
(sq. ft.) 

No. 

Examined 

Cases of 
Pulmonary 
Tuberculosis 

1-20 

115(10-7 m”) 

3,474 

to 

2-9 

21-30 

91 (S-5 m.S) 

2—78 

11 

4*S 

31-40 , 

84 (7-8 m.=J 

2,763 

14 

V M 

41-60 ' 

82 (7-6 m.=5 

3.266 

24 

7*3 

61-SO 

101 (9-4 m. ! ) 

2,205 

21 

9*5 

Over 80 

95 (8-8 m.») 

1,925 

21 

10-4 

Total 

96 <8-9 m=) 

15.911 

tot 

% 

6-3 


More statistical work will have to be done before we can 
be sure that this is the fundamental cause of the high rate of 
infection in large factories. But the findings suggest that, 
under conditions which prevail in boot and shoe factories, 


*In very small factories the space allotted to individual workers 
is usually greater than in larger factories, but where there are more 
than 20 persons per room the floor space per worker remains fairly 
constant. A more detailed study of the relation between floor area 
and workers per room is at present under consideration, and results 
wilt be published later. 
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operatives often become infected during working hours, 
and that in factories with- large workshops carriers have 
actually caused local epidemics of tuberculosis. 

Since there also seems to be some relation between rate 
of infection and factory size In the clothing industry (see 
Table IV) it is likely that the high death rate from pulmonary 


Table IV. — Incidence of Pulmonary Tuberculosis in Large and Small 
Clothing Factories 


. , 1 

Factory S\rt j 

(Woridng Population) j 

No. Examined 
| (Mass Radiography) 

j Pulmonary Tuberculosis 

1 (Rate per 1 ,000) 

| Males ! 

1 Females 

* Males | Females 

1-100 

'103 1 

i 636 

— j 4-7 

101-500 

60 

S10 

1 — I 62 

Over 500 

166 

1 1,312 

' — j 9-2 

Total . . 

329 

1 2.75S 

, — I 7-3 


tuberculosis in other occupational groups (Registrar- 
General’s Decennial Supplements, 1890-1932) is also due 
to spread of infection from carriers to fellow workers, and 
that' there is nothing fundamentally different between the 
working arrangements in boot and shoe factories and those 
in other industrial communities. There can also be no 
doubt that mass radiography statistics contain valuable 
material for studying disease incidence in various occupa- 
tional groups and that there is an urgent need for a more 
detailed study of these records. 

Summary' 

An investigation has beert made in Northamptonshire in 
which mass radiography records and other statistics have been 
explored. The investigation is still incomplete, but the findings 
to date suggest that the death rate from pulmonary tuberculosis 
in the shoe industry, which is high compared with all occupied 
and retired males but not much higher, than other industrial 
communities, is due partly to selective recruitment and partly 
to working conditions. 

There seem to be three aspects to selective recruitment : 
first, boot and shoe factories employ more men with 
chronic " pulmonary' tuberculosis than most other trades ; 
secondly, the physique of the men is slightly subnormal ; and. 
thirdly, there is a strong family tradition in the shoe trade, so 
that the workers are often interrelated. 

There is no evidence of a specific industrial hazard in boo! 
and shoe factories, and the death rate for diseases other than 
tuberculosis is below average. 

. Although workers with poor physique and chronic tuber- 
: culosis are found throughout the shoe industry, the incidence 
of active tuberculosis is not uniformly distributed, men and 
women employed in factories with large workshops contracting 
the disease more often than those who work in factories with 
small workshops. 

In the clothing industry there is also more pulmonary tuber- 
culosis in large factories than in small ones, so that it may 
yet be shown that size of working unit is an important factor in 
determining disease incidence in any occupation. 

NVe arc deeply indebted to Dr. Smith, medical officer of health for 
Northamptonshire, who was chiefly responsible for initiating the 
investigation and who allowed us free access to the records of the 
Northampton Mass Radiography Unit: also to the Incorporated 
Federated Associations of Boot and Shoe Manufacturers, the National 
Union of Boot and Shoe Operatives, the Bridsh Boot and Shoe and 
Allied Trades Research Association, H.M. Inspector of Factories, 
V tnd owners of individual boot and shoe factories, who have provided 
t us with invaluable assistance at every stage of the investigation. 
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SOME ASPECTS OF PARTIAL 
GASTRECTOMY 

, BY 

JOHN HOSFORD, M.S., F.R.C.S. 

Surgeon, St. Bartholomew's Hospital 

Although a number of series containing several hundred 
cases of partial gastrectomy have been reported in detail 
from time to time in this country there are still some points 
which worry the occasional gastrectomist and about which 
gastric experts differ — points that have only been lightly 
touched upon. In the hope of understanding certain tilings 
more fully I have reviewed my own cases again recently, 
but the truth is very elusive. 

The material under review is the first 200 consecutive cases 
of my own upon which a partial gastrectomy has been per- 
formed for a peptic ulcer at St. Bartholomew’s or Hill End 
Hospitals. The first was in 1936 and the last at the end of 
1947. The number is not large, but the cases have been 
carefully considered. They were not treated and operated 
on in any special wards or gastric clinic, but were simply 
included in the ordinary run of cases in a general surgical 
ward of a teaching hospital. The sex incidence is shown in 
Table I. ' 

Table 1 . — Sex Incidence 



Males 

1 Females 

Total 

Duodenal ulcer 

99 

! s 

107 

Gastric ulcer 

« 1 

2$ 

S3 

Anastomotic ulcer 

9 , 

1 

10 

Total . . 

163 

37 

200 


The proportion of duodenal to gastric ulcers is not nearly 
so high as in some reported series, probably owing to the 
fact that the former were not so readily accepted for opera- 
tion, and certainly not until medical treatment had been 
given a very fair trial. The average age of the patients at 
the time of operation is shown in Table H. The youngest 
was a girl of 16 with a very tough adherent duodenal ulcer 
of seven years’ standing which had resisted several courses 
of strict medical treatment. The oldest was a man of 69 
with a duodenal ulcer. 


Table II. — A verage Age of Patients 



, Males I 

| Females 

Duodenal ulcer 

- • I 44 years 


Gastric ulcer 

' 4S 


Anastomotic ulcer 

. . i 45 

25 „ • 


• One case only. 


Twenty years ago the position of partial gastrectomy as 
a treatment for gastric ulcer was not fully recognized ; 
ten years ago the same applied to duodenal ulcer. The 
operation is now fully acknowledged by physicians as well 
as surgeons, but it is still uncertain whether it will be 
replaced, at any rate for duodenal ulcer, by vagotomy 
before the true and whole cause of peptic ulceration is 
revealed and operations finally give way to a certain aDd 
easy cure by some balm, wave. atom, or other undreamed- 
of agent. 

In an endeavour to obtain the best results from a pro- 
cedure such as partial gastrectomy attention must primarily 
be given to the causes of post-operative mortality, and, 
secondly, to planning of the operation so that the type of 
gastrectomy chosen is that which will give the best results 
after weeks, months, and years. This paper is devoted to 
these, two aspects of partial gastrectomy. 
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Cause of Death 

In 1935 an investigation of post-mortem findings after 
partial gastrectomy (Payne, 1936) showed that the com- 
monest causes of death in order of frequency were: genera! 
peritonitis, including infection around the duodenal stump ; 
pulmonary infection ; shock ; and haemorrhage. 

It is interesting to note that the causes of death after 
partial gastrectomy arc still very similar. In three scries 
of gastrectomies for peptic ulcer published in this country 
in 1948, giving details of 1,068 cases in which the opera- 
tions had been done within the last ten years, the causes 
of death in order of frequency were: pulmonary infec- 
tions ; peritonitis from leakage ; uraemia ; embolus ; and 
haemorrhage. It is worth while analysing each of these 
causes of death m turn and the steps taken to guard against 
them. In my present series, tn which there was only one 
death (mortality 0 5%), every effort was made to guard 
against a fatality. 

Pulmonary Infections 

This was the commonest and most serious complication 
in the series. At least 20% of the cases had some degree 
of atelectasis after the operation and there was usually 
some superadded infection. In the earlier cases the diag- 
nosis of atelectasis was rarely made, but l feel sure that 
this was because the condition was not so well appreciated 
or so carefully looked for. This applies to many conditions 
m medicine uhich appear to be occurring more commonly 
but are really only being recognized more frequently. 

The treatment of atelectasis with infection can be divided 
into prophylaxis and treatment of the established condition. 
Under the former heading may be mentioned careful train- 
ing in correct breathing, abstention from smoking, and 
treatment of any cough or bronchitis. The treatment of 
an atelectasis is to remove the plug of mucus which is 
obstructing the bronchus. Deep breathing, whether pro- 
duced by inhalation of carbon dioxide or done by the 
patient's own efforts, is not nearly so good, either theoreti- 
cally or in practice, as coughing. It tends to suck the mucus 
further in rather than push it out. With a high abdominal 
incision a patient does not readily cough ; but a good nurse 
or physiotherapist can assist enormously by persuading and 
helping him to cough up a quantity of thick mucus which, 
if the patient was left to himself, would otherwise remain 
for days, acting as a bung. If one is fortunate enough to 
have the services of a physiotherapist skilled in pummelling 
the chest, so much the better, for this is a most valuable 
procedure in loosening the mucus plug before coughing 
it up. These simple procedures are often overlooked. 

If the patient cannot or will not cough he can be made 
to do so most violently by the injection of 4 ml. of niketh- 
amide intravenously: this should be combined with a few 
millilitres of thiopentone — enough to make him drowsy so 
that coughing will not hurt him too much. We have 
carried this out in only two cases in the present series, with 
satisfactory results so far as the lungs were concerned, 
but in the second case the great violence of the coughing 
produced a hernia through the midline incision, which was 
repaired at a later date. Aspiration of the mucus plug 
can be carried out through a bronchoscope ; but this is 
not often called for, and was done only three times in this 
series, i 

The infection which so often follows atelectasis is dealt 
with by sulphonamides and penicillin. Seven years ago 
during the whole of one winter 1 used sulphonamides pro- 
phylactically in every case, but it was difficult to assess 
with certainty the value of this step, and now I use them 
only prophylactically in poor-risk cases. , 


Peritonitis from Leakage 

There arc two places from which a leak may occur m 
a Polya type gastrectomy—fhe duodenal stump and the 
gastro-jejuna! anastomosis. Jt occurs more commonly from 
the former. 

There is probably more variation in the technique of . 
dosing the duodenum than of any other step in the opera- ^ 
tion, and undoubtedly a great many of the methods are 
equally good and safe. There should be no difficulty in 
the duodenal closure in the case of a gastric ulcer nhcre 
the duodenum is healthy and of average length and mobil- 
ity, but in the case of a chronic duodenal ulcer this step 
is usually the most exacting in the operation and fraught 
with more danger afterwards than any other. However, 
by not sacrificing time and patience to speed, or improvisa- 
tion to standard technique, a reasonably satisfactory, 
closure can be made even in difficult cases. Nevertheless, 1 ^ 
a leak at the duodena! stump is an accident that 
continues to occur from time to time, and it still ranks 
high as a cause of death after partial gastrectomy, as it 
may lend cither to genera! peritonitis or to a subpbrenic 
abscess. 

A simple manoeuvre which 1 believe greatly lessens the 
danger of a leaking duodenal stump is the putting of a 
rubber drain into the abdomen. In no single instance in 
the present scries of 200 cases have I failed to do this. 
Most surgeons look upon it as entirely unnecessary, and 
probably in 95% of cases it is; but it is a harmless pro- 
cedure, and as, 1 believg, it saves a few lives and helps to 
reduce the mortality of the operation to nearer zero it is 
well worth doing. A drain must not be put in haphazard 
but must be most carefully placed (this applies equally to 
all parts of the abdomen), A “ slab ” incision is made on 
the right of the abdomen over the duodenum by cutting 
down on to the thimblcd fmger, and a long thin corrugated 
rubber drain is introduced ; it is placed so that it lies 
immediately inferior to and against the liver — it lies directly 
over the duodenal stump and then runs across the abdomen 
upwards and to the left to the site of the anastomosis. It 
is removed after four days if the abdomen seems quite 
satisfactory. 

If a duodenal leak occurs the fluid is likely to track along 
the drain to the surface and a fistula to form : continuous 
suction is then applied to a rubber tube with several holes 
in it which is inserted just into the opening of the fistula ; 
this prevents the fluid running all over the skin, with the, 
consequent extreme soreness. The fistula then gradually 
closes. In four cases in this series there was a leak at 
the duodenal stump ; but in none was it necessary to open 
[he abdomen, and all recovered after a fistula had formed 
along the line of drainage. 

Many surgeons dislike putting a rubber drain into the 
abdomen, the two chief objections being that it causes 
adhesions which may later lead to small-intestine obstruc- 
tion, and, secondly, that it is as likely to do harm by letting 
infection in as it is to do good by letting infection (or 
other things) out. I do not for one moment believe that 
the second reason holds good, provided asepsis is observed. 
So far as adhesions are concerned they may cause obstruc- 
tion later if a drain is placed near the centre of the abdomen 
and particularly supraptibically, but never when placed 
against the liver as described above. ( 

Increased pressure from accumulation of fluid in flu 
. stomach or duodenum after operation is another possible 
cause of leakage occurring at the anastomosis or at tin 
duodenal stump. This is obviated by leaving a Ryle’s o: 
similar tube in the stomach and using suction for 24 ti 
48 hours. 
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Uraemia, Embolus, and Haemorrhage 

Uraemia.— I d every case an estimation of the amount of 
urea in the blood is made, and if this is found to be raised 
or if for any other reason it is suspected that there is 
an alkalosis or acidosis, the alkali reserve and the blood 
chlorides are also estimated. In a number of cases (some 
of them quite unsuspected) the blood urea is raised, some- 
times strikingly so. In Case 192 at one stage before opera- 
tion it was as high as 530 mg. per 100 ml. (believed to be 
accurate). It is often due to a long-standing dehydration 
or to excessive use of alkalis or to vomiting. 

With rest, time, adequate fluids, and control of 
alkalis most cases will improve greatly and the 
blood chemistry return to normal ; but there 
should be no hurry to operate provided there 
is no stenosis at the pylorus. 

Embolus . — It has been most fortunate that 
in this series there has been no fatal pulmo- 
nary embolus. In one woman an embolus that 
must have been large very nearly caused death, but she 
gradually improved after papaverine. There seems little 
evidence for the old teaching that" emboli commonly 
arise in the abdominal wall. It is far more probable that 
'the most frequent site of formation is in the veins of 
the calf and foot; and certainly since the calves of all 
patients have been under careful observation one has been 
surprised at the number which have shown the characteristic 
pain or tenderness of thrombophlebitis. In some doubtful 
cases this has been confirmed by phlebograms. Active 
exercises and early ambulation are employed in the hope 
of preventing thrombosis. Heparin and/or dicoumarol are 
used as a routine when thrombosis is detected, but not as 
prophylactics. 

Haemorrhage — Haemorrhage at the suture line of the 
anastomosis is always a possibility, though it should -not 
occur if care is taken. In every case the clamps which are 
used are not only loosened but are taken off after the 
posterior row of sutures has been completed. Ail bleeding 
points can then be clearly seen and ligated, especial care 
being paid to the Jesser curve of the stomach, even though 
the left gastric artery has been well and truly tied. Taking 
off the clamps makes the operation look less neat, but it 
is without doubt a safer procedure and the anastomosis is 
easier to complete. There has been no trouble or alarm 
at all about post-operative haemorrhage in this series except 
in Case 47, in which about a pint of fresh blood was 
vomited an hour after the operation, in addition to some 
blood which had already been aspirated from the stomach 
by the Ryle's tube. The patient, a woman of 47, with a 
duodenal ulcer, then made an uninterrupted recovery after 
a transfusion of blood. 

Best Type of Operation 

" In an endeavour to determine the type of partial gastrec- 
tomy which will be found most satisfactory it is obviously 
necessary to determine and compare the results of opera- 
tions done by a variety of methods. In assessing and 
classifying the results of any operation so many factors 
have to be taken into consideration that nearly always 
some difficulty arises. A surgeon who grades the results 
of his own operations may be too optimistic owing to his 
surgical enthusiasm, while another may be too modest to 
claim the wonderful results of the enthusiast. 

In all of the 200 cases a similar type of partial gastrec- 
tomy has been performed, in that the open end of the 
duodenum has been invaginated and a blind end formed. 
But at the anastomosis there has been a variation of method, 
for, although an end-Io-side union between the remains of 


the stomach and jejunum has been made in each case, the 
arrangement and details of this step have varied. It has 
been carried out in the five different ways shown in 
Table III and in the diagrams. 

Table HI. — Types of Anastomosis Used 

A- Retracolic anastomosis with valve . , 18 

B. Reriocolic anastomosis without valve - - . . . . 77 

C. Antecolic anastomosis with the afferent Joo? to the 

greater curvature without valve 6 

D- Antecojic anastomosis with the loop to the 

lesser curvature with valve . ... 23 

E. Antecolic anastomosis with the a .rv loop to the 

lesser curvature without valve . . . 76 _ 


Most surgeons seem to keep to one type of anastomosis, 
are usually quite satisfied with it, and believe it to be 
the best. Lake (1948) almost invariably does a retrocolic 
anastomosis with a valve, and indeed was one of the 
earliest to do this, so that the operation is often, and rightly, 
known by his name. Ogilvie (1947), who does a similar 
operation, admits that an antecolic anastomosis is a satis- 
factory operation when a moderate amount only of; the 
stomach has been resected, but says that, " when the gastrec- 
tomy is not merely radical but also valvular, an anterior 
anastomosis is incompatible with proper routing of the 
afferent jejunal loop.” On the other hand. Wells and 
Brewer (1948), who do a very radical gastrectomy with 
excellent results, prefer an antecolic anastomosis with a 
valve ; and Visick (1948), who has reported in much detail 
his series of over 500 cases, always does an antecolic 
anastomosis without a valve: he leaves very' little of the 
stomach, and the functional results of his cases are also 
excellent. 

The obvious conclusions to be drawn from these facts are 
that good results are being obtained with either an ante- 
colic or a retrocolic anastomosis and with or without a 
valve. 

Results 

Of the 199 patients in this series who survived the opera- 
tion the results after a period of between one year and 
eleven years are available in 177. 

To make an exact classification of results after partial 
gastrectomy is very' difficult. They can be divided quite 
simply into good 3nd bad, but there are so many degrees 
of goodness and badness that this is inadequate. It is easy 
to subdivide them into a greater number of grades, taking 
into consideration such things as age, work, social condi- 
tions, psychological outlook of the patient, as well as the 
position, size, and cbronicity of the ulcer, etc. ; and this is 
possibly wise when the purpose is purely to give an account 
of the results of partial gastrectomy. Here, however, I am 
largely absolved from many of these difficulties, because I 
am not so much endeavouring to say how good or how 
bad the results of partial gastrectomy are as striving to 
compare the results of one type of gastrectomy with 
another. 

I have divided the results arbitrarily into three groups : 
(1) excellent, where the patient is free from all trouble and 
well in every way ; (2) satisfactory, where there are some 
residual symptoms of a greater or less degree but where 
the patient is able to continue at his work and is definitely 
improved as a result of the operation ; and (3) bad, where 
the patient is worse or no better than before operation. As 
years go by a patient is more likely to improve than to 
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deteriorate, and some who could previously have been in 
group 3 are now rightly placed in group 2, and similarly 
some have moved from group 2 to group 1 . A continuous 
follow-up of all patients has unfortunately not been carried 
out, and the number of patients in whom a result is not 
known (8%) is somewhat high ; but there have been great 
difficulties in the London area with evacuation and popula- 
tion movements, and returned letters marked “ house 
destroyed ” have not been rarities. 

For the purpose of simplicity the results from one to 
eleven years have all been put together. The results for all 
types of gastrectomy for gastric, duodenal, and anastomotic 
ulcer according to the above grouping arc shown in 
Table IV. 

Table IV 


Result 

i 

! 

1 Cases 

Percentasc of 
Case* 

Followed UP 

Exot'AcrA 1 

m 

V ll 

Satisfactory 

45 

25 

Bnd 

5 

3 

Died in hospital (operative mortality) 

1 <0-57,1 


Died of intercurrent disease a year or more 
later 

5 (2'57) 

— 

Not traced . . . . . . . . . | 

16 <87,1 


Total . . 

200 



Table V gives the results of the antecolic and rctrocolie 
anastomoses grouped together and of those cases with a 
valVe (erroneously called Hofmeister) and without a valve 
grouped together. The results in these several groups arc 


Table V 



J Result 


Excellent 

Satisfactory’ 1 

B»d 

Retrocobc anastomosis 
Antecolic anastomosis 

59 (74%) 

69 (70%) 

16(21%) 

29 (29%) 

4(5%) 

1 (1%) 

With a valve . . 

Without a valve 

24 (69%) 

104 (73%) 

10 (28%) 

35 (24%) 

1 (5%) 

4 (5%) 


so similar as to suggest that no one type of anastomosis 
has any appreciable advantage over another, and that the 
addition of a valve does not make any significant difference. 
We have to consider the results not only months and years 
afterwards but also in the first few days after the operation, 
while the patient is still in hospital. At this time there is 
not, so far as I can detect, the slightest difference in the 
comfort of the patients or the smoothness of their con- 
valescence whatever the kind of anastomosis, so long as 
it has been properly done. 

Many objections to one or other type of anastomosis are 
theoretical and are not based on a careful study of sympto- 
matic results. The importance of peristalsis seems some- 
times to be forgotten and intestinal contents to be thought 
to move along by the same mechanism as the water in a 

arden hose. 

"The feeling of fullness with or without nausea after meals 

an be shown by radiographs to occur either with a slow 
emptying or with a rapid emptying of the stomach into the 
jejunum, though it is commoner with rapid emptying. It 
Is often said that the feeling of fullness is due to part 
or a meal entering the afferent loop and distending the 
duodenum ; but against this are the facts that in some 
People screening of a barium meal after partial gastrectomy 
will show some barium entering the duodenum without 
the patient being aware of it, while in others -the patient 
experiences the feeling of fullness without any barium 
ocvag observed to enter the duodenum at all. The clinical 
result is more important than the radiological. These 
remarks appear to apply equally to a retrocolic or an ante- 
colic anastomosis. 


A number of advantages arc attributed to a “Hof- 
meister” valve: («) It obviates the feeling of fullness by 
preventing food entering the duodenum ; but the fallacy of 
this has just been mentioned, (b) It delays the emptying of 
the stomach because the exit is smaller; but this is fallacious, 
because the size of the exit is really the width of the jejunum 
at the entrance to the efferent loop, (c) It prevents, or at 
least diminishes, the regurgitation of bile into the mouth. 
From the results of my cases in w'hich a valve has and has 
not been used there does seem to be slight statistical 
evidence for the belief that the List-mentioned is true. 
When food passes quickly out of the stomach the latter 
may be empty when the bile reaches it from the duodenum, 
and, should the patient be one whose stomach is intolerant 
to bile, regurgitation is likely to occur. If, however, a valve 
has been made, the flow of bile along the jejunum is so 
directed that if may pass the opening into the stomach 
without entering the latter at all. i 

Summary' f 

A series of 200 eases of partial gastrectomy for peptic ulcer 
is reviewed with special reference to the causes of post-operative 
mortality, and to the comparative merits of an antccolic and a 
rctrocolie anastomosis. 

The commonest (so believed) causes of death after partial 
gastrectomy in this country arc reviewed and means for prevent- 
ing them discussed. 

Emphasis is laid on the value and importance of draining the 
peritoneal cavity after partial gastrectomy. 

Jt is unsound and apt to lead to error to compare the results 
of one type of operation performed by one surgeon with a 
different operation performed by another surgeon. 

. Figures arc shown comparing the symptomatic results of ante- 
colic and rctrocolie anastomoses in this series. It is believed 
that the results are equally good. 

There is little practical evidence that a valve at the anasto- 
mosis makes much difference to the symptomatic result, except 
possibly by decreasing the liability to bile regurgitation. 

I am much indebted to a series of house-surgeons and chief 
assistants for their painstaking work in looking after these patients; 
but I owe an even greater debt of gratitude to the nurses for their 
endless skill and care, without whom many patients would have 
j>crished. They arc far loo numerous to name, but I make special 
mention of Miss E. M. Constable, sister of my male ward for almost 
the whole period.' 
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The National Council for the Unmarried Mother and her Child has 
published a Directory of Homes and Hostels in which those organ- 
izations and institutions existing primarily for the care of unmarried 
mothers and illegitimate children are listed, together with information 
on their scope, limitations, and methods of admission. The list 
includes all the Homes and Hostels which the N.C.U.M.C. has been’ 
able to trace, whether affiliated to it or not. Homes which are 
primarily shelters have been omitted even though they may occasion- 
ally take a case of this type. The Directory is in three parts. First - 
is the main list of Homes and Hostels, with particulars, arranged 
under counties, with London at the end. Then comes a classified list 
showing Maternity Homes (confinements take place in the Home), 
Before- and After-care Homes (confinements take place in hospital), 
and After-care Homes. Finally there is a general index. Although 
the denomination of the Homes is given where applicable, in nearly 
every case Homes will take cases of denominations other than their ( 
own. The Directory is not intended to facilitate the direct approach 
of outside agencies to Homes without prior reference to social 
workers. This would not be in the interest of either patients or 
institutions. Rather is it intended to facilitate the work of ail in 
this field. The National Council would be grateful to hear about 
inaccuracies and omissions, and to receive criticisms and suggestions 
on how the list could be improved. The list may be obtained for 
2s. 6d. from the N.C.U.M.C. at 21, Coram Street, London, W.C.L 
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PERFORATION OF THE RECTUM 

BY 

J. D. T. JONES, M.S., F.R.C.S., F.R.C.S.Ed. 

Assistant Surgeon, Royal Victoria Infirmary, 

Newcastle- u pon-Ty nr 

Traumatic perforation of the rectum in civilian practice is 
not a common injury. The literature on the subject is 
scanty, especially in this country, and consists largely of 
single caie reports. This is not surprising, for very few 
surgeons see more than one case. In the ten-year period 
1938 to 1947 four cases of perforation of the rectum have 
been treated in the surgical wards of the Royal Victoria 
Infirmary ; the total number of surgical admissions during 
this period was 74,000. 

Of these four cases three have come directly under my 
care ; one was the result of perforation by an enema tip, 
one occurred during sigmoidoscopy, and one followed 
impalement on a broom-handle. The fourth case was also 
an enema injury. 

Anatomical Details 

Whatever the wounding agents may be, the resultant per- 
forations are either extraperitoneal or intraperitonea!, and 
their management presents many problems which are 
peculiar to this region. Anatomically, the rectum is for 
the most part unprotected by peritoneum, it traverses a 
tissue which is highly vulnerable to infection, and it is 
difficult of surgical access. The pelvic floor, through which 
the rectum passes, is shaped rather like a trough, the sides 
of which are formed by the levator ani and coccygei origi- 
nating from the internal surfaces of the pelvis on each 
side arid-joining in a median raphe below. The triangular 
anterior wall is formed by the urogenital triangle, while 
the triangular posterior wall is formed by the sacrum and 
coccyx. Over these structures the pelvic peritoneum is 
loosely draped as a cover. The potential space which exists 
between the pelvic floor and the pelvic peritoneum is known 
as the infraperitoneal space ; should this space become dis- 
tended with pus or blood rigid fascial planes will prevent 
its expansion in any direction except superiorly. 

Laterally, the fascial planes are formed by the medial 
investment of the levators ; these layers join inferiorly over 
the raphe and become continuous at the rectal and urogeni- 
tal outlet with a similar layer of fascia loosely investing 
these viscera, the endopelvic fascia. By common usage the 
term fascia propria is applied to the rectal sheath of the 
endopelvic fascia. Anteriorly, the levator fasciae fuse with 
the deep layer of the urogenital triangle and posteriorly 
with the sacrococcygeal fascia. 

Expansion of the infraperitoneal space is therefore limited 
inferiorly, laterally, anteriorly, and posteriorly by fascial 
planes, but is unrestricted superiorly. Even the pelvic peri- 
toneum, however, is rather firmly adherent laterally along 
the line of origin of the levators at the so-called “ white 
line," where levator fascia fuses with obturator fascia : it is 
most loosely attached over the sacral promontory' on each 
side of the rectum, and it is here that the infraperitoneal 
space readily communicates with the retroperitoneal space, 
and infection arising in one may easily spread to involve 
the other. 

Surgical Treatment ' 

These anatomical details vitally affect the surgical treat- 
ment of extraperitoneal perforations. Free drainage of the 
perirectal cellular tissues is essential if spreading infection- 
is to be avoided ; adequate exposure of these tissues can 
be obtained by an incision parallel to the side of the sacrum 
and coccyx, dividing the fibres of the gluteus maximus near 


its origin. Removal of the coccyx is not necessary in most 
cases, ,and indeed coccyaectomy may be followed by 
unpleasant sequelae, such as intractable pain in the scar. 
Some maintain that adequate drainage can be obtained by 
a transverse curved incision inferior to the tip of the coccyx 
and incision of the fascia propria by blunt dissection. 
Having exposed and divided the fascia, it will be possible 
in some cases to demonstrate the perforation in the bowel 
wall ; if it is readily found and is large it should be sutured, 
but if it is small and cannot be easily seen it need not be 
sutured, because contraction of the muscle fibres will bring 
its edges together and allow healing. 

Opinions differ considerably about the value of a tem- 
porary colostomy as a part of the treatment. My feeling 
is that in any but the most trivial injuries it confers an 
additional safeguard which should never be omitted whether 
the perforation be extraperitoneal ori intraperitoneal ; its 
purpose is to divert the faecal current and place the rectum 
at rest 'by preventing any newly formed faeces being packed 
into it and distending its walls. In addition, the rectum 
should be drained from below by stretching the external 
sphincter and stitching in a large soft rubber tube : this 
should reach up for an inch or so beyond the level of the 
perforation. 

Perforation by Enema Tips 

Twenty cases of perforation of the rectal wall by enema 
tips have been reported in the literature. They fall into 
two groups: (1) pregnant women at term, and (2) persons 
from the sixth decade on. 

Perforation of the normal bowel of the conscious patient 
can take place without the patient feeling much pain and 
without the use of much force ; this is especially true of 
the older age groups, and of these 20 cases more than 
half were 55 or over. Twelve of the 20 cases were extra- 
peritoneal, with five deaths (mortality 41.7%), and eight 
were intraperitoneal, with three deaths (mortality' 37.5%). 

While these cases are rare, it is impossible to guess at 
the real number that have occurred, because they form a 
group of cases that are only reluctantly spoken of and rarely 
reported. The perforations that do occur are generally 
complicated by the admission of the highly irritating enema 
solution into either the pelvic cellular tissues or the peri- 
toneal cavity. In the absence of adequate treatment the 
result is either a fulminating pelvic cellulitis or a chemical 
peritonitis which turns very' quickly into a purulent peri- 
tonitis from faecal contamination. Occasionally the solu- 
tion has been injected beneath the mucosa or muscularis, 
and this has caused widespread sloughing of the rectal 
walls, with subsequent cellulitis and later stricture formation. 

Case 1 

A previously healthy man aged 74 was admitted with acute 
appendicitis of 48 hours’ duration. An acutely inflamed non- 
perforated retrocaecal appendix was removed and he made a 
good immediate recovery. On the evening of the fourth day 
after operation a nurse gave him a soap-and-water enema by 
means of a Higginson syringe with a bone nozzle. About 6 oz. 
(170 ml.) of enema solution was injected. A few minutes later 
he felt a violent pain in his perineum and left groin ; this 
persisted, became more severe, and radiated to his left loin 
and lower abdomen. He felt ill and nauseated. I was asked to 
see him six hours later. Examination at that time showed that 
he was very ill. The appendix scar was healthy, but the skin 
in the perianal region, perineum, left groin, left iliac fossa, and 
flank was dusky' red, oedematous, and extremely tender, and 
there was well-marked left-sided abdominal guarding. 

Immediate operation was advised: proctoscopy, performed 
under the anaesthetic, showed a relaxed external sphincter-with- 
copious mucoid discharge from the bowel.' On the left ; 
wall of the anal canal, J in. (15 cm.) from the anal 
a circular' clean-cut perforation I in. (0.S5 cm.) 
the nozzle of the Higginson syringe fitted 
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perforation. The perforation extended through all coats of 
the bowel, and a vertical track passed upwards from its outer 
extremity in the perirectal tissues alongside the rectal wall for 
approximately 2 in. (5 cm.). The rectal mucosa was acutely 
inflamed, oedematous, and crepitating ; the upper limit of these 
changes was not ascertained. 

An incision was made alongside the coccyx on the left side 
and extending down through the left ischio-rccta! fossa to the 
posterior anal margin : the posterior fibres of the levator ani 
were divided, the fascia propria incised, and the perirectal 
cellular tissues widely exposed. The perforation was identified, 
but owing to the sodden and friable condition of the bowel 
wall no attempt was made to suture it. The cellular tissues 
contained enema solution, and there were, in addition, acute 
inflammatory changes with already, in several places, greenish 
slough formation ; the whole area was irrigated with hydrogen 
peroxide, dusted with sulphathiazolc powder, and lightly packed 
with gauze. 

A muscle-cutting incision was then made in the left iliac 
fossa; the extraperitoncal tissues contained thin turbid crepitant 
fluid, and similar fluid was present in the peritoneal 'cavity ; 
there were several patches of green slough on the back of the 
anterior abdominal wall in the suprapubic region ', the rectum 
and lower 2 in. of sigmoid colon were acutely inflamed, 
oedematous, and covered with large fibrin flakes. A large nibber 
tube was placed down to the pelvis and brought out through a 
separate small midline incision ; a left iliac spur-type colostomy 
was then performed and opened immediate!)'. The patient’s 
condition at the end of the operation was critical ; in the next 
few hours the cellulitis spread to involve almost the whole of 
the abdominal wall and lower part of the chest wall. Intensive 
administration of anti-gas-gangrene scrum and soluble sulpha- 
thiazole intravenously appeared to have no effect whatsoever, 
and death tool, place eighteen hours later from overwhelming 
toxaemia 

Case 2 

This case repoit is taken from the hospital records, which 
are unfortunately incomplete. This patient, a man aged 65. 
had been confined to bed at home for some days because of 
anginal attacks. He became constipated and was given a soap- 
and-water enema by the district nurse. This was administered 
by means of a Higginson syringe with a bonfe nozzle. During 
the administration he felt a sudden violent pain across the lower 
abdomen and in the left iliac fossa ; this was accompanied by 
severe nausea and vomiting. He was admitted to hospital 
twelve hours later and was then very ill and collapsed ; the 
exact cause of his condition was apparently not appreciated 
before operation. This was performed two hours after admis- 
sion. It was then seen that the pelvic peritoneum was raised 
up by a large collection of greenish frothy fluid in the pelvic 
cellular tissues ; this fluid was obviously enema solution. A left 
iliac Mikulicz-type colostomy was performed and opened 
immediately ; the pelvic cellular tissues were not drained. 
Death occurred eight hours later. 

These cases emphasize once again the dangers involved 
m the use of a Higginson syringe with a hard nozzle of 
any kind ; they also emphasize the extreme gravity of this 
type of injury. Adequate surgical treatment in Case I had 
no apparent effect on the course of the infection, and. 
moreover, it would seem that a successful outcome can 
only be expected if the catastrophe is recognized and treated 
immediately. A delay of even seven hours would appear 
o make a fatal result almost inevitable. 


Perforation during Sigmoidoscopy 
Perforation of the rectum during diagnostic or the 
pcuic procedures is probably very rare and little has b< 
written about it. While perforation is more likely to oci 
in cases presenting weakening of the bowel wall by discs 
many cases have been reported without any discovera 
, e ” * n the boweI - Thus, in a series of 46 cases repor 
by Andresen (1947), 21 showed no rectal lesion, 13 shov 
carcinoma, five diverticula, three ulcerative colitis, < 
5$ ? s ’ a ? d °. n . e each lymphopathia venereum and haem 
rhoids. In this series 19 died and 27 recovered, givin. 


mortality of 41.7%. The mortality rate is closely related 
to the time interval between perforation and operative 
repair. In Crohn and Rosenak’s (1936) series the mor- 
tality was 47% if operation was done within seven' hours 
of perforation ; delay beyond this period results in a 
generalized septic peritonitis, with a mortality approaching 
very nearly 100%. 

Diagnosis . — In most cases diagnosis is made at the time 
of perforation ; the rent may actually be seen or a loop 
of small bowel or other organ may come into view when 
the end of the sigmoidoscope has passed completely through 
the rent. In a few cases there has been no suspicion of 
perforation at the time of the examination. Furthermore, 
there may be a delay of several hours in the onset of symp- 
toms suggestive of perforation : an immediate onset of 
acute pain occurs only in about half the cases, even though 
subsequent operation shows that there has been a complete 
rent in the bowel wall. Once perforation is suspected ancil- 
lary methods of diagnosis may prove helpful. A flat x-ray 
film of the abdomen may show gas under the diaphragm ; 
the sigmoidoscopy may be repeated and the rent seen. 
Air inflation during this procedure should be avoided if 
possible, as it may increase the risk of spreading infection. 

Case 3 

This patient was a previously healthy man aged 64. with a 
history of recent onset of ill-defined left-sided abdominal pain 
accompanied by diarrhoea and the passage of mucus but no 
blood per rectum. No abnormality was discovered on clinical 
examination, but a routine barium enema and sigmoidoscopy 
were advised. 

Sigmoidoscopy was performed a few days later by a sur- 
gical resident. There was no abnormality, apart from some 
congestion of the mucosa in the recto-sigmoid region : a punch 
biopsy of this was taken from the anterior rectal wall, approxi- 
mately 12 cm. from the anal margin. No suspicion of perfora- 
tion of the rectal wall arose during this manipulation, which 
was of course performed without an anaesthetic. 

Approximately four hours later the patient was seized with 
intense pain across the lower abdomen, accompanied by 
extreme rectal tenesmus, nausea, and vomiting. During an 
attack of straining lie developed a prolapse of the rectum 4 in. 
(10 cm.) long ; this was reduced by the house-surgeon, who. 
however, failed to notice whether the prolapsed portion showed 
any evidence of perforation. Reduction of the prolapse did 
not relieve his symptoms, and 1 was therefore asked to see 
him, eight hours after the sigmoidoscopy. 

He was now obviously a very ill man and in severe pain ; 
the abdomen was completely immobile and .there was dsflitss 
tenderness and board-like rigidity. The perineum was normal 
there was no bleeding from the rectum, but a profuse discharge 
of clear mucus. No tear could be felt within the reach of the 
examining finger. It was also noticed that extensive surgical 
emphysema affected the neck and upper part of the anterior 
chest wall. In view of its distribution it was felt that this 
was probably due to the rupture of an emphysematous bulla 
during straining at stool. A pre-operative diagnosis of intra- 
peritoneal rupture of the rectum during sigmoidoscopy was 
made/ 

Operation was performed ten hours after the original 
sigmoidoscopy. A left paramedian incision was made: there 
xvas a large collection of thin yellowish sero-purulent fluid 
in the pelvis and in both flanks ; a circular perforation i in. 
(0.85 cm.) in diameter with clear-cut margins was found on 
the right antero-Iateral surface of the pelvi-rectnl junction, 
approximately 3 cm, above the peritoneal reflection. There 
was no other lesion of the large bowel to account for the 
patient’s original symptoms,- and these were presumably due 
to a mucous colitis. The perforation was closed with a purse- 
string suture of catgut and the pelvis drained with a wide sheet 
of corrugated rubber. A left iliac spur-type colostomy was 
performed and opened immediately. - Apart from a moderately 
severe wound infection, the patient, made an uneventful 
recovery; the colostomy was closed after two months, and 



May 28, 1949 


PERFORATION OF THE RECTUM 


Bxrrtre 

SixrrCAL. Jouxxal 


935 


nine months later he was known to be well and with normal 
bowel action. Biopsy of the specimen removed at sigmoido- 
scopy showed a portion of normal rectal mucosa. 

Comment . — This case' emphasizes again the dangers 
inherent in the use of a sigmoidoscope. These dangers 
can be lessened, if not eliminated, by a thorough training 
in the use of the instrument, a sound knowledge of the 
anatomy of the area, gentle handling without force, and, 
above all, good lighting to visualize the direction of the 
intestinal canal. If good visualization is impossible owing 
to persistent angulation of the bowel, or to faeces, blood, 
new growth, or other objects obscuring the lumen, the 
examination should be discontinued. 

Treatment . — If operation is decided upon it should be 
performed as soon as the patient has sufficiently recovered 
from the shock of perforation. Treatment consists essen- 
tially in suturing the perforation, draining the pelvis, and 
performing a proximal colostomy. In a very few cases it 
may be considered wiser to treat the patient conservatively, 
these will mainly be cases in which perforation has not 
been recognized for twenty-four hours or so, and in 
which localization of the infection already appears to be 
cvxwmag. 

Perforation by Impalement 

These bizarre wounds are of interest because of their 
comparative rarity and possible sequelae. The methods by 
which they are sustained are as numerous as the instru- 
ments which cause them, but it is curious to note that the 
majority of reported cases resulted from a fall from a hay- 
loft on to the handle of a pitchfork Men are affected 
in 75% of cases, and according to Habhegger (19121 
approximately half of them are farm-workers. 

There is an anatomical reason for the occurrence of this 
type oE injury ; the thigh surfaces, the ischial tuberosities, 
and the soft parts surrounding the anus tend to form a 
funnel-like contour which directs penetrating objects, especi- 
ally those that are blunt, through the anus into the rectum. 
Because of the oblique relation of the rectal wall to the 
pelvic outlet the anterior wall of the rectum is the most 
frequent site of perforation, and the reported cases fall 
roughly into one of five categories: (1) The impaling object 
merely enters the lumen of the rectum and causes an abra- 
sion or tear of the mucous membrane only. (2) Penetration 
cf the rectal wall occurs at a low level and the urethra in 
the male or the vagina may be lacerated. (3) At a higher 
level, penetration of rectum and bladder occurs without, 
however, entering the peritoneal cavity. (4) If the force 
is greater the bladder may be complete!; traversed and the 
impaling object enters the peritoneal cavity through the 
dome of the bladder. (5) High rectal or even sigmoid pene- 
tration occurs, missing the bladder altogether and reaching 
the peritoneal cavity direct. 

The immediate effects are often surprisingly slight ; there 
may be very little pain, bleeding, or shock, and this may 
be most misleading. The seriousness of these injuries 
depends largely on whether the peritoneal cavity has been 
penetrated or not: Habhegger reported a mortality of 
26.S% in 179 cases, but with peritoneal involvement the 
figure reached 7S.5%. 

Case 4 

A ;outh aged 17 was admitted with a history that- five hours 
previously he was walking downstairs in his dressing-gown 
when he slipped and slid downwards feet first: at the bottom 
of the stairs a broom had been left lying, and the handle of 
this went in between, his legs and into his rectum. He 
immediately withdrew it, and as he did so felt an acute pain 
across the lower abdomen. Very free bleeding occurred from 
the bowel and severe rectal tenesmus developed. 

On admission he looked and felt ill. The lower half of the 
abdomen was tender and rigid ; the perineum appeared normal 


and there was no bruising round the anal margin ; the external 
sphincter was undamaged. There was still considerable bleed- 
ing and also a copious mucoid discharge. A diagnosis of intra- 
peritoneal rupture of the rectum was made. Sigmoidoscopy 
was not performed. 

At operation, two hours after admission, the bladder was 
catheterized and 8 oz. (230 ml.) of clear urine withdrawn. On 
opening the abdomen free seropurulent fluid was found in 
the pelvis and there was a tear 1 in. (2.5 cm.) m diameter in 
the peritoneum of the recto-vesical pouch m the midline. This 
opening was enlarged laterally on each side, and a circular 
tear 1 in. in diameter was seen in the anterior rectal wall. 
1 in. below the peritoneal reflection. The bladder was intact, 
but there were early inflammatory changes in the pelvic 
cellular tissues. 

Owing to the position of the perforation deep m the pelvis, 
adequate suture proved impossible , a large sheet of corrugated 
rubber was therefore laid against the side of the bowel and 
brought out through the abdominal incision ; the peritoneum 
of the pelvic floor was left unsutured A soft rubber tube was 
inserted through the anus, and its proximal end was guided 
up to above the level of the perfora’ion A left iliac spur-type 
colostomy was then performed and opened immediately. 

The patient made an uneventful recovery ; the colostomy 
was closed oiler three months, and he was Xnonn to be well 
and with normal bowel function two years later 

Discussion 

Important points in the management of these cases are 
to determine immediately whether the rectum has been 
perforated and whether there are injuries to other viscera, 
especially the bladder or urethra. If no gross blood is 
present m the unne serious bladder injury’ is unlikely, but 
if there is doubt cystoscopy should be performed. 

The rectal laceration when found should be sutured if 
possible, adequate drainage provided, and a temporary 
colostomy performed If the bladder is involved the rent 
should be sutured and suprapubic or transurethral drainage 
instituted, depending on the degree of injury. 
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TREATMENT OF PERFORATIONS OF THE 
OESOPHAGUS 

REPORT OF THREE CASES 

BV 

LESLIE J. TEMPLE, F.R.C.S. 

Assistant Surgeon, Ln erpool Thoracic Surgical Unit 

Perforation of the oesophagus, particularly of its thoracic 
portion, was until recently regarded as a condition asso- 
ciated with a very high mortality rate Perhaps for this 
reason there has been little eagerness to diagnose the lesion 
m its early stages. Barrett (1946) stressed the possibility of 
early recognition and radical treatment for spontaneous 
perforation. Goligher (194S) proved that early suture of 
perforation of the pharyngo-oesophageal waii due to crush- 
ing between the gastroscope and the cervical vertebrae is 
feasible. Fish (1946) recorded the successful suture of a 
gunshot wound of the oesophagus. 

Tearing by foreign bodies, including oesophagoscopes, 
still remains the commonest cause of perforation. 
Mosher (1935) reported 19 deaths in 938 oesophagoscopies, 
two of these deaths occurring among the 285 cases examined 
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for foreign body. Occasionally patients with perforations 
produced in this way survive, with the formation of empy- 
emata or mediastinal abscesses, which have been success- 
fully drained (Churchill, 1935 ; White, 1941 ; Adams, 1946 ; 
Dorsey, 1948). However, the majority of patients with 
such perforations have died. Case 1 below illustrates the 
fact that perforation of the thoracic oesophagus — even 
multiple perforation — can be dealt with successfully by 
primary suture. 


Case 1 

The patient, a man aged 39, was a criminal in the “escape” 
category serving a sentence of three years' penal servitude. He 
reported to the prison medical officer on Aug. 23, 1948, that 
he had swallowed three safety-razor blades five days previously, 
and complained of dysphagia and precordial pain. On other 
occasions in prison he had swallowed pieces of glass and half 
a spoon, which he had passed without difficulty. v 

He was admitted to hospital, and a radiograph showed one 
razor blade in the oesophagus and at least two in the abdomen. 
The same morning oesophagoscopy was undertaken and an 
attempt made to remove the blade. The endoscopist reported 
that a grip was obtained on the blade, but it broke on attempt- 
ing to move it and only several fragments were recovered. 
Haemorrhage put an end to any further intra-ocsophageal 
manipulations. 

Wien seen cm the afternoon of the 24th he was shocked 
and there were signs of a right hydropneumothorax, which was 
confirmed by x-ray examination. He was transferred to this 
unit and operation was undertaken immediately. 

Anaesthesia was induced with thiopentone and curare, and 
the lungs were then distended by using a facepiece and bag 
before passing an endotracheal tube. A right tension pneumo- 
thorax developed, respiration ceased, and the pulse almost 
disappeared. On inserting a large-bore needle in the right chest 
air hissed out and the patient rapidly recovered. An endo- 
tracheal tube was then passed and anaesthesia maintained. 

The right sixth rib was resected and a large quantity of fluid 
containing pus and altered food was aspirated from the chest. 
The right lower lobe appeared to be consolidated. The 
mediastinal tissues were inflamed, and the pleura overlying the 
mediastinum and oesophagus showed jagged tears in a number 
of places On incising the mediastinal pleura the oesophagus 
was seen to be cut open from 2 in. (5 cm.! above the azygos 
vein to 4 in. (10 cm.l below it. The vein itself was intact, and 
to facilitate exposure it was doubly ligated and divided. 

The oesophagus was then opened up by joining the main 6-in. 
(15-cm.) tear to several small ones above and below it. At 
the upper part of the slit area there was a large abrasion on the 
right side of the oesophageal wall, with some necrosis. On 
the left side of the oesophagus there were four deep slashes 
penetrating the mucosa and musculature into the mediastinal 
tissues but not opening into the left pleural cavity. A further 
^abrasion was present on the posterior wall towards the lower 
. of the oesophagus. At this point a broken half of a razor 
was found and removed. The cuts on the left side of 

' „i° e ^ 0p ' lapU f - were ^ured from inside that organ, using a 
‘ pe ‘ l - ver °* interrupted silk and turning the edges of the 
. 10,0 !,v iumen A good repair was apparently 


f , c "tutston on the right was then sutured, leaving the knots 
e S ' ’ ?-V t . ures "ithin the lumen of the oesophagus 'so, far 
aS poss j bie Hie necrotic-looking -area was excluded by 
m V a . nd . left outside the oesophageal lumen. The 
linn '; ere widely opened up by forceps dissec- 

."T . 'he n §ht pleural cavity, and a closed water-seal drain 
‘?„ Sert< ; d up to the oesophagus, with side holes for draining 

diKtPri r? 1 T’! 0 ' l s ulP ho namide and penicillin powder was 
dusted in and the chest wall was closed. 

remfflMm ,en£ u' VaS maintained on intravenous and later on 

thrived greatly.' ^ T" Penid ” in ' ^ ^ gC " eral conditi °" 

On Aug. 28. four days after operation, a small amount of 
fluid was given by mouth and it immediately appeared throtmh 


the tube draining his chest. He returned to parenteral fluids, 
and on Aug, 30 a laparotomy was performed. Three halves 
of razor blades were removed front various portions of his 
intestine, and a Kadcr-Senn gastrostomy was carried out. He 
was subsequently fed through his gastrostomy opening, but the 
lower lobe of his right lung failed to expand and he remained 
pyrcxinl. 

On Sept, 6 bronchoscopy was performed, and a large amount 
of pus was sucked out of the right lower-lobe bronchus, 
following which pyrexia subsided and the lung rc-cxpandcd. 
In spite of this, on testing the healing of his oesophagus b> 
giving him a small amount of water coloured with indigo- 
carmine the dye immediately appeared through his tube. 

Since healing was unsatisfactory, oesophagoscopy was carried 
out on Sept. 21. The ocsophagoscope was passed between 
two rows of sutures, which were clearly seen, but no fistula 
was apparent and there was no tendency to stricture formation. 
The oesophagus contained fragments of half-chewed apple, 
and on subsequent search of his room quantities of food and 
cigarettes were found concealed — this in spite of the fact that 
a warder was in constant attendance. Security measures were 
tightened up and his oesophagus now very rapidly healed, as 
shown by the dvc test, and on Oct. 4 the gastrostomy tube was 
removed: 

There was still a small sinus into his chest, but this was 
rapidly healing and there was good aeration of his right lung. 

Accordingly he was returned to prison on Oct. 7. where he 
made good progress. He subsequently developed a small 
localized empyema in the anterior part of his right chest, pre- 
sumably a residual pocket left by the expanding lung. It was 
found possible to deal with this without removing him from 
the surveillance that seemed to be so necessary for his welfare. 
Oesophagoscopy on Dec. 20 showed good healing and no 
stricture, although the sutures were still present. 

Recovery in this case is somewhat surprising in view of 
the extent of the damage, the long delay that took place 
between perforation and repair, and the considerable degree 
of infection that had already occurred, as well as the 
uncooperative attitude of the patient, who was anxious to 
prolong his stay in hospital indefinitely. 

Comment on Case 1 

The treatment of this case can be epitomized as drainage 
of the mediastinum and repair and defunctionalization of 
the oesophagus. Drainage of the mediastinal tissues should 
always be into the pleural cavity, opening the mediastinal 
pleura from top to bottom. The posterior extrapleural 
route — unless it is to resemble a Sauerbruch thoracoplasty 
— cannot effectively drain the mediastinum. In .an early 
sutured tear of the cervical oesophagus with only slight 
upper mediastinal involvement mediastinotomy might, be 
considered justified, but as soon as the mediastinitis extends 
so that the drainage is no longer dependent thoracotomy 
would be necessary. In view of this and of the difficulty 
in appreciating the extent of the infection, it is probably 
wiser in all cases to open the thorax at the outset. 

. The ideal time. for exploration seems to be either before 
complications can develop or as soon as measures have 
been taken to deal with such urgent complications as tension 
pneumothorax. The surgeon who believes he has perforated 
the oesophagus during an endoscopy should, if facilities are 
available, have the anaesthesia continued, turn the patient 
over, and open his thorax. In such a case it should be 
possible to proceed with a gastrostomy immediately. If 
the patient is not fit to stand a gastrostomy, rectal or intra- - 
venous feeding should be continued for a few days and 
then the gastrostomy performed. Even if primary suture 
is carried out disappointments are only too common, and 
are likely to remain so until the diagnosis is made before 
serious infection has intervened. Case 2 illustrates a tragedy 
of this type. 
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Case 2 


A woman aged 54 was admitted to hospital complaining that 
she had swallowed a chicken bone on Sept. 21, 1948, and that 
it was sticking in her chest. 

Oesophagoscopy was carried out the next day under a general 
anaesthetic. No foreign body was found, but an abrasion of 
. the mucosa was seen low down in the oesophagus/ She was 
returned to the ward and 1 shortly afterwards, at 4 p.fn., 
suddenly complained of difficulty with breathing and of pain 
in the left side and back. She was reported as being obviously 
shocked, and oxygen and nikethamide were administered. Her 
condition did not improve very greatly, respirations became 
increasingly difficult, and diminished air entry was nojed on the 
left side. 

On Sept. 23 she was somewhat easier. When seen later that 
day she was pyrexial, and obviously her oesophagus was per- 
forated into the left pleural cavity. A'-ray examination shfiwed 
j hydropneumothorax and mediastinal emphysema. There were 
' many moist sounds throughout the right lung and no breath 
sounds on the left. The heart and trachea were displaced 
> somewhat to the right She was not fit to be transferred to 
the chest unit and was treated in the hospital of admission. 
A needle was inserted into the left chest immediately and 
attached to an under-water drain. Air bubbled up under pres- 
sure and there was a considerable improvement in her 
condition. 


Operation was then undertaken. The seventh left rib was 
resected. The pleural cavity appeared to be grossly infected 
and large quantities of thin pus and fibrin clot were present. 
A hole was noted in the pleura just in front of the aorta, 
and through this area the mediastinum was laid widely open. 
Thin pus gushed from the interstices of the mediastinal tissues. 
On retracting the aorta a tear 1 in. (2.5 cm.) in length was seen 
in the posterior aspect of the oesophagus just above the 
diaphragm. This was sutured with five interrupted silk sutures, 
and a rubber tube leading to the mediastinal perforation, with 
side holes to drain the pleura, was inserted and attached to 
a water-seal. Penicillin powder was dusted in and the chest 
closed. Large doses of penicillin and a rectal drip were 
administered. Morphine and its derivatives were avoided 
owing to the considerable degree of lung oedema, and cough- 
ing was encouraged for the same reason. > 

When seen next day her condition had greatly improved. 
The left lung was aerating well, and fluid still escaped from the 
drainage-tube. Rectal fluids were being returned, and owing 
to the condition of her lungs intravenous therapy was contra- 
indicated. For the same reason I was not anxious to subject 
her to another operation, so a soft Ryle’s tube was passed into 
the stomach and feeding was continued by that means, 
i She remained well until 10.45 p.m., when she suddenly 
• collapsed While talking to somebody in the ward and died 
within a few minutes. 

At necropsy the torn area in the oesophagus was found to 
be adequately sutured and watertight, but both lungs were 
very oedematous and the left lung was partly consolidated. 
There was of course mediastinitis and inflammation of the 
left pleural cavity. I believe that death in this case was due 
to the lung oedema of acute heart failure resulting from the 
effect of her severe infection and from toxic absorption. It 
was difficult to see what other measures could have been taken 
to prevent a catastrophe, but it is some encouragement to know 
that the suture itself was effective. ' 


Conservative Treatment 

Whilst it has been stressed that a perforation or a 
^suspected perforation of the thoracic oesophagus should 
}[ he explored without awaiting the development of signs of 
- that condition, suspected perforation of the cervical oeso- 
phagus is possibly in a different category. Here the part 
concerned is under more direct observation and there may 
in some cases be a place for conservative treatment. No 
criteria can be laid down for this, and at the very first 
indication of infection or extravasation outside the oeso- 
phageal wall the surgeon must be prepared t to explore the 


oesophagus and suture the tear. Case 3 illustrates success- 
ful conservative treatment. 

Case 3 

A woman aged 20 reported at hospital on Nov. 6, com- 
plaining that whilst eating stew the previous evening a bone 
had stuck in her throat and had remained there ever since. 

Under a local anaesthetic she was examined with a laryngo- 
scope, but it was not possible to pass the 'upper oesophageal 
sphincter and no foreign body was found. She was kept in 
bed and developed a pyrexia up to 100.4° F. (38° C.) ; there 
was some fullness in the tissues of her neck. She was put on 
penicillin the same day. On Nov. 8 a radiograph showed the 
swallowed bone just above the sternum on the right, but there 
were no signs of surgical emphysema either on the radiograph 
or clinically. Under a general anaesthetic an oesophagoscope 
was passed with ease. Just below the sphincter on the right 
side there was an area of oedema and redness. On pressing 
the folds apart a piece of bone was seen lying on the surface 
of the oesophageal wall. This was gripped with forceps and a 
long spike If by f in. (3.2 by 1.9 cm.) was withdrawn from its 
position transfixing the wall of the oesophagus. A small piece 
of bone was also found lying loose ; this was removed. After 
removal the small perforation made by the spike of bone could 
be clearly seen. 

The patient was given 1,000,000 units of penicillin daily and, 
after twenty-four hours, sterile water by mouth. Her tempera- 
ture subsided immediately after oesophagoscopy and remained 
down. At no time was there any x-ray evidence of surgical 
emphysema, and her clinical condition gave no cause for alarm. 
After ten days she was allowed a full diet and was discharged 
from hospital. 

In this case there were very considerable doubts whether 
further surgery should be undertaken when such an obvious 
perforation of the oesophagus was seen, but the site was so 
accessible that had any infection arisen it would at once 
have been apparent and could have been dealt with. The 
conservative policy adopted was justified by the end-result 

Summary - 

The importance of' early diagnosis and primary suture of 
instrumental or foreign-body tear of the thoracic oesophagus 
is discussed. Lines of treatment are suggested, and two cases 
are described, one of which had suffered multiple oesophageal 
perforations from a razor blade and had recovered after 
primary suture. 

Conservative treatment for suspected damage to the cervical 
oesophagus is suggested, and is illustrated by a successful case. 

My thanks are due to members of the Liverpool Chest Unit, in 
particular to Mr. F. Ronald Edwards for his assistance and advice 
with these cases, and to Mr. Horace Mather for his advice in the 
preparation of this paper. 
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The Government has issued a pleasantly illustrated pamphlet 
entitled The Budget and Your Pocket (H.M-S.O.. 3d.) describing what 
money is collected from the taxpayer and how it is spent. It says 
that the tax money spent on health services is 7s. 9d. a family a 
week. The hospital service accounts for about 5s. a week of this, 
over half being the pay of doctors, nurses, orderlies, and other staff ; 
rather over Is. a week goes to general practitioners, and 9d. to the 
dentists the remaining Is. covers medicines, appliances, spectacles, 
eye testing, and so on. “ It may seem strange,” concludes the 
pamphlet, “ to keep some prices high by taxation so as to raise 
money which is partly, for a budget surplus to keep prices down. 
But that is exactly what must be done. . . . The final remedy will 
come when we are producing more, and producing it more efficiently 
so as to keep our prices down — earning more money, and getting 
more for it.” 
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SIMULATED AMNESIA FOR IDENTITY 
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INDUCED EPILEPSY 
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Inability to recollect identity is commonly complained of 
in hysterical fugue states, and sometimes by borderline 
hysterics and malingerers. It is occasionally seen after an 
epileptic fit or with serious organic brain damage or 
wasting. 

Clouding of consciousness (as in epilepsy and concussion) 
or intellectual impairment (as in senility) is characteristic 
of the organic type. As an organic phenomenon inability 
to remember one’s identity implies such a profound dis- 
turbance of brain function that memory, judgment, and 
even simple intellectual processes are bound to be impaired. 

Inability to identify oneself, with clear sensorium and 
intact intellect, cannot be attributed to a local brain defect. 
Titus a patient who persists that he does not know who he 
is and has no recollection of his life’s history up to the 
time of the examination, but is otherwise intellectually 
clear, is either feigning or suffering from a true hysterical 
amnesia. In the latter case it should be possible to restore 
memory easily by hypnosis or other usual psychothera- 
peutic procedures within a few days, especially if full use 
is made of the associations of everyday life, such as press 
news, sporting events, and the like. 

Almost certainly, all continuously resistant subjects are 
malingerers. It is very doubtful if a genuine psychological 
amnesia persisting for years has ever occurred, although 
this idea has proved a plot for various successful novels 
and screen plays. A good account of amnesic states 5s 
given by Parfitt (1944). 

Malingering 

We have never seen a case of “ primary malingering ” — 
that is, deliberate denial of knowledge of identity without 
some previous hysterical state. We .believe that it is very 
rare and that it is likely to be used only in situations where 
an individual wishes to escape recognition and is unable to 
establish another identity or think of a better excuse. For 
this form of amnesia is bound to bring the individual 
immediately to hospital — where his movements will be 
restricted and he will be under the notice of the police — 
and to stir up interest and stimulate research into his past. 
Thus it will not be used by a criminal with a previous police 
record who wishes to escape detection for a recent crime ; 
the fingerprint service and the B.B.C. would make it use- 
less. Nor will a malingerer simulate loss of identity near 
his home, where he can be recognized by others or con- 
fronted with his parents. The lie has purpose only if a 
patient wishes to make use of a hospital or plead a psychi- 
atric excuse for c'onduct. Thus we find it used by hysterics 
who wander from home unable to face some situation, by 
ex-gaolbirds seeking temporary lodging, or by deserters 
from the Forces. . 

The pretence is difficult to keep up and can succeed only 
if the patient has had experience, of being treated for 
hysterical amnesia and knows the kind of investigation that 
will be made and the questions he will be asked. 


In our experience the simulation is always secondary, and 
is cither the continuation of a hysterical episodc-~ihe 
patient keeping up the pretence after his memory has been 
restored because he finds it convenient to do so or 
because he cannot face the results of exposure— or is used 
by hysterics who have had previous attacks of genuine 
hystcricahamncsin. , 

•Hysterical behaviour is facilitated by previous attacks,"* 
and the pattern of each is usually the same. This is as 
true for psychic as for motor manifestations. Thus amnesic 
or wandering .states arc rarely isolated episodes in the 
history of the hysteric, and, after having occurred a few 
times, a very trivial stimulus may suffice to produce an 
attack. This probably accounts for the ease with which 
professional mediums pass into trances, for states of dis- 
sociation arc easily induced by frequent rcpcVition. 

Hysterics feigning amnesia may even come to doubt theirt 
own reality and- so develop a perplexed cloudy state. Our'' 
patient, for example, would repeat his name over and over 
again to himself, and told us subsequently that at one time 
he used to write down his reai name on a small piece of 
paper and pin it to his pyjamas at night, lest he should 
forget it. 

Simulated loss of identity is therefore a lie that comes 
easily only to the hysteric, and it may be a pattern of 
conscious behaviour in a certain situation established by a 
previous unconsciously motivated habit. 

These cases are most difficult to treat. They handle 
hypnosis and narco-analysis in the most guarded way, and 
usually reveal false clues. They become more expert with 
every subsequent session. If the intravenous narcotic or 
ether is pushed they may feign sleep so that the drug 
will be withdrawn. They attempt to learn about con- 
temporary life from the papers, the radio, and other 
patients, and are ready to point out that they have learned 
about past and current world affairs since entering hospital. 
This remarkable ability to learn and remember effectively 
rules out organic bfain damage as a factor. 

The man whose case is described below kept up his act 
for many weeks and in three different hospitals. He behaved 
true to type, improving in co-operation with every session, 
supplying more and more useless information. He was 
bold enough to describe real episodes of his life, withholding 
essential details. He spoke of his experiences in the R.A.F-. 
of accidents and illnesses, described hospitals where he had 
been treated, and even suggested that he had heen a male 
nurse. Ail these statements were true, but were given with- 
out dates or names of hospitals, so none of his clues could 
be followed up. , s 

He suggested a name for himself which was false, but it 
was by this false name that he agreed to be known when he 
was admitted to hospital. 

Case Report 

The patient, a man aged 24, was admitted as a voluntary 
patient to Barrow Hospital, Barrow Gurney, near Bristol. His 
medical history' as known to us at the time of his first examina- 
tion there was as follows. On the night of June 22, 1948, he 
reported to the police in Bath, saying that he had a headache 
with loss of memory. He was taken to a hospital, and stated 
that he did not know who he was or where he came from, noi 
could he recollect any facts of his life before reporting to thi 
police. He had some money, but was without identity care 
or ration book ; there was no name or mark on his garments 
except a name — afterwards found to be incorrect — on his tie 
He was dressed in flannel trousers, sports coat, shirt and tie 
shoes, socks, and underclothes. He had no hat. Narco-analysi 
was attempted on several occasions at this hospital, and he wa 
afterwards transferred to another hospital, where he underwen 
ether abreactiqn and other psychotherapeutic procedures, H 
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informed us that he was still unable to recollect an> thing 
relevant in spite of all attempts 
Examination on his admission to our hospital revealed no 
organic disease or change in the central nervous svstem, and 
the electroencephalogram was within normal range He had 
a well-healed operation scar of the left forearm, and his nose 
had been broken 

He gave a clear account of all events subsequent to being 
brought in bv the police about six weeks before He related 
episodes of his past life, which he said had been told him b> 
doctors after sessions of ether abreacuon and narco analvsis 
He stated that he had been an orderly in the RAF, and had 
had an injury to his left arm, for which he was treated He was 
discharged from the R A F on psychiatric grounds, and later 
was a male nurse at a hospital “somewhere in the country 
He gave the name and number of the ward in which he worked 
but not the name of the hospital He gave the Christian names 
of manv relatives, but not their surnames 
J H?. persisted that he was most anxious to ascertain who he 
was and stated that his desire was to be made well so that 
he could return to work While in hospital he read indus 
tnouslv He showed no obvious concern about being m hos- 
pital, and his indifference to the seriousness of his condition 
was in marked contrast to the concern that he stated he felt 
Obviousl) further psvchotherapeutic sessions were contra- 
indicated, and we were able to prove that the patient was lying 
He probablv did not have an important criminal record, for 
he willingly allowed fingerprints to be taken and a description 
circulated in the Police Gazette Proof of feigning was supplied 
in the following conversation 

Q — What would vou do if I discharged you from hospital to-day 
with ten shillings ’ 

A — I suppose go back to the doctor m Bath 
Q — But if I warned you that no hospital would accept you, how 
would you make a start in the world 1 
A— I suppose I would have to go to the police 
Q — How would you set about getting an identity card "> 

A — 1 suppose from the police 
Q — How would you get food ? 

A — I do not know 

Q — You must know Please think What would you do about 
paving for food as soon as you left hospital ’ 

A — I do not know I cannot remember I suppose I would get 
help 

Q — Would vou get a rauon book, and if so where "> 

A — I would have to ask the police where to get it 
Q — \\ hat is rationing ? 

A — A svstem for the fair distribution of food 
Q — Then what is a ration book 0 

A — You forget that since I came to hospital I have read a let 
to find out what I am and what I should do 1 have 
studied Picture Post and other papers since 1939 
Q — Whv 1939 *> What has that got to do with it 0 
A — I do not know I cannot remember 

In this wav he was caueht He probablv knew about iden- 
tity cards and certainly knew about rationing and the outbreak 
of war, although pretending that he did not 

He gave his consent to anv measure being employed that 
could restore his memory, includinc electric convulsion therapy 
We are not aware that induced epilepsy has been applied in 
this way before 

The rationale for induced epilepsv was as follows During 
the post-convulsive phase of an epileptic fit neural function is 
re-established according to Jacksonian rules Thus, after 
breathing his returned and while unconsciousness is still deep, 
spontaneous movements and motor restlessness appear Speech 
functions return with a period of aphasia , knowledge of parts 
of the body is restored before that of external objects (Hemp- 
,hill and Walter, 1941) The patient becomes aware of himself 
ind therefore is able to establish his identity before he can be 
aware of his surroundings or has anv other recollection of ante- 
cedent events Thereafter there is an increasing awareness of 
external reality, with diminishing amnesia , finally, the amnesia 
contracts until it covers little more than the period from the 
onset of the fit until cerebral function has been fulh restored 
Having regard to the order in which psvchic functions return, 
it was fairlv certain that our patient would recollect his name 
and address and probablv something of his family affairs. 


before brain function was sufficiently restored to enable him 
to remember that he must lie, in other words to apprehend 
the situation which demanded the be and the impbcatiom of 
restored identity requires a much higher degree of cerebral 
integration and activity than merely to recollect name and 
address 

It was therefore probable that if the patient disclosed his 
identity in the post epileptic state he would be unable to 
recollect that he had done so — for with cerebral function still 
low he would be unable to form clear memories, as is seen 
in alcoholism and m concussion — and that he would persist m 
his he as soon as he had sufficiently recovered from the 
epileptic state This is in fact what occurred 
Treatment 

A major epileptic fit was induced electrically As soon as 
breathing was re-eslabhshed and he was responsive to external 
stimuli questions about his identity were repeated until finally 
he gave his name As brain function improved he was able 
to give his home address, his brother's name, and his father’s 
occupation He then slept He was interviewed 14 hours later, 
when he was completely free from the effects of the epileptic 
fit He then said he could not remember anything about the 
treatment except that the electrodes had been applied to his 
head When themame and address he had given were told to 
him he stared blanklv and said they meant nothing to him 
The interview then terminated Check-up proved that he had 
disclosed his correct name and address He was informed of 
this and told that m his own interests he must remain in a 
closed ward in case there should be a further fugue state He 
still denied that the remembered name was correct The follow- 
ing dav he sought an interview, stating that he realized “the 
game was up,” and he then gave a detailed account of his 
early life Briefly this was as follows 

The Patient’s Previous History 

He had been employed in a large electrical firm m the Mid- 
lands A few days before leaving home he had been offered 
promotion to a responsible post He felt inadequate to take 
the post, but as his colleagues knew of the offer he felt that 
he could not refuse without loss of prestige Further, he lived 
m constant dread of his father, whom he could not face He 
decided to get away from his place of work and his home 
There appears to have been a genuine fugue state similar to 
what had occurred on previous occasions He stated that there 
had been a period of amnesia following mental stress in 1945, 
when the amnesia was cured by narco-analvsis There were 
other incidents of a similar nature Early m 1948 he left home 
after a quarrel with his father, and was apprehended by the 
police in another town, where he was standing alone on a 
nver bank He appears to have feigned loss of memory, and 
was subsequently admitted to the county mental hospital, where 
he said he had difficulty in convincing the authorities of his 
correct name He admitted that he had once been in the hands 
of the police as a juvenile for some minor civil offence 

From our assessment and bis history, which was confirmed 
by bis parents, he was above the average in intelligence, but 
alwavs self centred and prone to hysterical reactions His home 
was comfortable It appeared that tbe father had always 
expected much of the son On the whole the patient enjoyed 
being in the RAF, and it is probablv true that there was 
no amnesic episode until his arm bad been injured 

Points of clinical importance in his history are (1) The 
patients basic personality was hysterical and immature, but 
in spite of poor adjustment at home there was no history of an 
amnesic episode until he actually came under medical treatment 
in the RAF (2) The first attacks seem to have been true 
hysterical dissociation, with true loss of memory, and tbe<e 
were cured quickly by narco analysis (3) The patient improved 
on his medical knowledge by serving as a male nurse even 
after he had had hysterical fugue states (4) His apparent loss 
of memory for identity appeared onlv after a wandering state 
had brought him well away from home (5) It was easy for him 
to simulate loss of memory for identity, because be had had 
previous true hysterical episodes with hospital treatment. 
(6) His carefully conducted defence became stronger as he 
became more adroit at evading the issues with even attempt 
at psychotherapy 
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Discussion 

. Induced epilepsy is likely to be of value only in the case 
of simulated inability to remember identity. The usual 
procedures should be employed in true conditions of 
psychogenic amnesia. Induced epilepsy is valueless in 
restoring truth in any other kind of lie (except perhaps 
hysterical mutism, deafness, or blindness) because it uses 
a neural phenomenon which makes the patient able to 
identify himself correctly before he is capable of remem- 
bering external events and sorting them out. 

Summary 

A case is described in which induced epilepsy was employed 
to establish identity in a patient who feigned amnesia for his 
name and the total previous period of his life. This type 
of amnesia and the neuro-physiological rationale of the treat- 
ment are discussed. 
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AN UNUSUAL CASE OF CHRONIC 
MYELOID LEUKAEMIA 

BY 

R. A. RUSSELL TAYLOR, F.R.C.S. 

Medical Superintendent and Surgeon, Ptnderfields General 
Hospital, Wakefield 

The interesting feature of the following case is the response 
to treatment devised for a mixture of cirrhosis of the liver 
and myeloid leukaemia. 

Case History 

The patient, a man aged 61. was admitted to this hospital 
on March 13, 1946, with chronic myeloid leukaemia, marked 
splenomegaly, and ascites. A careful history revealed that he 
had been treated for pernicious anaemia since 1931, but the 
report of a blood count taken on Dec. 8, 1931, failed to sub- 
stantiate this diagnosis. It was as follows : haemoglobin, 76% ; 
red cells, 3.820,000 ; colour index, 1 ; white cells, 9,600 (poly- 
morphs 75%, lymphocytes 15%, eosinophils 1%, basophils 2%, 
large hyaline cells 2%, transitional cells 5%). 

The next report to which we had access was dated March 11, 
1941, and the blood count was as follows : haemoglobin, 98% ; 
red cells, 4,300,000 , colour index, 1.14 ; mean diameter of red 
cells, 7 m; nucleated red cells, 1,000 per c.mm. ; poikilocytes 
and polychromatic cells ; white cells, 26,000 (polymorphs 56%, 
eosinophils 1%, basophils 2%, lymphocytes 9%, monocytes 


6%, neutrophil myelo- 
cytes 20%. eosinophil 
myelocytes 1%, baso- 
phil myelocytes 3%, 
myeloblasts 2%). The 
report stated : “ The 
white cell picture 
tends towards that of 
chronic myelogenous 
leukaemia." 

On June 14, 1941, 
the white blood count 
had increased to 
36,000, but the differ- 
ential percentages re- 
mained constant. 

No further reports 
were available until 
Nov. 3, 1944, when 
the blood picture was : 
haemoglobin, 69% ; 
red cells, 3,420,000 ; 
colour index, 0.99 ; 
nucleated red cells, 

1,270; reticulocytes, 2.2%; white cells. 35.700 (polymorphs 
44%, eosinophils 1%, lymphocytes 25%, monocytes 12%. myelo- 
blasts 4%, neutrophil myelocytes 11%, eosinophil myelocytes 
1%, basophil myelocytes 2%). Blood counts were then taken 
at fairly regular intervals; these are recorded in Chart 1. In 
the differential counts the percentage of myelocytes varied 
between 6 and 30%, while that of the myeloblasts varied 
between 1 and 23%. 
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withdrawn. 


The most characteristic blood count was that taken on 
Aug. 24, 1948, and is therefore given in detail : red cells. 
3,100,000 ; haemoglobin, 61% ; colour index, 0.99 ; white cells. 
17.130. Differential count was as follows : neutrophil poly- 
morphs, 9,350 (55%) ; basophils. 510 (3%) ; neutrophil "staffs." 
850 (5%); neutrophil metamyelocytes, 1,800 (10.5%); neutro- 
phil myelocytes, 3,150 (18.5%); myeloblasts, 950 (5%); 
lymphocytes-, 340 (2%) ; monocytes, 0 ; normoblasts, 90 (0.5 %f ; 
erythroblasts, 90 (0.5%). 

On March 14, 1946, paracentesis abdominis was performed 
and 12 pints (6.S litres) of ascitic fluid were remosed. The 
very marked and extensive oedema of both lower limbs was 
not affected in any way even after massage. On March 15 
a blood transfusion of 2 pints (1.14 litres) of blood was gi\en. 
and this was repeated on March 29. April 4, and May 24. The 
patient also received massive doses of iron daily. 

Paracentesis abdominis w-as repeated on April 16, and 14 pints 
(7.95 litres) of ascitic fluid were removed. This process was 
repeated at rapidly diminishing intervals during the next three 
months, until as much as 24 pints (13.6 litres) were being 
removed every five days. The exact dates and amounts are 
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given in Chart 2. The protein content o£ the ascitic fluid varied 
between 2 and 2.5 g. %. 

By this time the patient was markedly emaciated and the 
abdomen was grossly distended by ascitic fluid and a large 
. spleen, which reached right down into the pelvis. His liver, 
however, was only slightly enlarged. 

On July 2 an estimation of the plasma protein gave a reading 
X_of 5.1 g. %, and a hippuric-acid test showed that the amount 
' of hippuric acid passed in the four-hour period was only 
2.7922 £., with the maximum excretion in the second hour. 
It was therefore decided to give 1 g. of choline chloride and 
I g. of cystine twice daily. This was done on the assumption 
that choline and cystine can help to prevent hepatic cirrhosis 
• due to a very low protein intake. 

The hippuric-acid tests were repeated, with the following 
results : 


Dale 

Amount of Hippuric Acid 
Passed in 4-houriy Period 

Maximum Excrerion 

12/7/46 

2-7504 b - 

3rd hour 

19/7/46 

3-1794 g. 

3rd „ 

30/7/46 

3-0220 g. 

2nd „ 

6/8/46 

3-0468 g. 

2nd 

20/8/46 

3-34S4 g. 

2nd 

29/8/46 

3-5S82 B- 

2nd 


It was therefore concluded that there had been a great 
improvement in the liver function during this period. 

Attempts were also made to raise the low plasma protein 
level by repeated plasma transfusions, high protein diet, and 
the addition of “ casydrol ” by mouth. Plasma protein estima- 
tions were as follows : July 2, 1946, 5.1 g. % ; July 12, 
5.6 g. % ; July 15. 5.4 g. % ; July 19, 5.5 g. % ; July 29, 
6.2 g. % ; Aug. 6, 6.2 g. % ; Aug. 20, 6.8 g. % ; Sept. 2, 
6.85 g. % ; Oct 1, 1947. 7.8 g. % ; Jan. 1, 1948, 8.8 g. %— 
i.e., 5.2 g. of albumin per 100 ml. of serum and 3.6 g. of 
globulin per 100 ml. of serum (albumin-globulin ratio = 
1:1.5); March 9,' 1948, 6.25 g. % — i.e., 4.5 g. of albumin 
per 100 ml. of serum and 1.75 g. of globulin per 100 ml. of 
serum albumin-globulin ratio = 2.6 : 1. It was. however, 
noticed that although the plasma protein level was 6.8 g. by 
Aug. 20, 1946, the ascites persisted. 

■ The patient felt very much better, and it was then decided 
to try to keep the white blood cells within reasonable limits 
by the administration of urethane by mouth. He was given 
1 g. daily for four weeks and the white blood count was 
recorded daily. After that he was placed on a maintenance 
dose of 1 g. thrice' weekly and weekly blood counts were 
recorded. 

The remarkable fact was that the ascites after tapping took 
much longer to recur, and when he was tapped on Nov. 12, 
1946, 24 pints (13.6 litres) of ascitic fluid were removed. Since 
that date he has been receiving two “ fersolate ” tablets three 
times daily, 1 g. of choline chloride daily, 1 g. of cystine daily, 
and 1 g. of urethane thrice weekly, with occasional rest periods 
as determined by blood counts. 

He was seen again on March 31, 194S, when he was admitted 
to hospital for another paracentesis — i.e., after an interval of 
16 months.’ Fourteen pints (7.95 litres) were removed on this 
occasion, and he remained free from signs and symptoms of 
ascites until Sept. 4, when he was last seen. His liver was just 
palpable at the costal margin, whilst his spleen extended only 
a hand’s breadth below the left costal margin. His weight has 
remained fairly stationary in spite of his excellent appetite, and 
he feels very fit though his haemoglobin is low. 

Since May, 1948, I have administered, in addition to the 
other medicines, 4 ml. of “ anahaemin ” intramuscularly at 
weekly intervals in an attempt to raise the haemoglobin and 
red blood cells, but so far without success. It has also been 
necessary to administer the urethane in doses of 1 g. daily to 
keep the white blood count within reasonable limits. 

Discussion 

This case is most interesting because when the patient was 
first seen in April, 1946, it was thought that he would live 
only a few weeks. The remarkable change which took place 
in his general condition after the administration of the 


cystine and choline chloride was astonishing. His plasma 
protein rose fairly rapidly’, the ascites became less pro- 
nounced and required less frequent tapping, his Ever became 
normal in size, and he rapidly put on weight. After the 
addition of urethane his white blood count was kept within 
reasonable limits and his spleen rapidly. diminished in size. 

It is impossible to draw any conclusions from only one 
case, but I consider that there is a very fruitful field for 
the treatment of such cases with cystine and choline chloride 
in combination with urethane. 

As pointed out by Cheney (1934), the presence of ascites 
in cases of chronic myeloid leukaemia seems to be rare, 
and very few cases have been recorded in the literature. He 
gives a detailed description of two such cases, and mentions 
the close resemblance of this condition to Banti’s disease. 
The importance of making a correct diagnosis is stressed, 
as also is the institution of the appropriate treatment He 
considers that the only probable causes of the ascites in 
these cases are portal thrombosis and low colloidal osmotic 
pressure of the blood plasma. 

I would like to express my deep appreciation to Dr. F. Young 
tor her invaluable help in the pathological investigations in connexion 
with this case. 
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RUPTURE OF THE LIVER ASSOCIATED 
WITH PARTURITION 

BY 

JEAN R. C. BURTON-BROWN, M.D., M.R.C.O.G. 

F.R-C.S. 

Assistant. Nuffield Department of Obstetrics and Gynaecology. 

Oxford 

AND 

JOHN A. SHEPHERD, ME)., F.R.C.S.Ed. 
Lecturer in Surgery and First Assistant. Department of Surgery, 
University of Liverpool 

A case is described in which an unusual complication 
developed during or after labour, giving rise to an acute 
abdominal condition. A rupture of the liver associated 
with haemoperitoneum was found at operation. 

Case History 

The patient, a 6-para aged 32, was admitted on Sept. 11, 
1948, 17 hours after parturition, with severe upper abdominal 
pain. The onset was sudden, occurring one hour after expul- 
sion of the placenta and after the midwife had left the house. 
The patient became collapsed and vomited several times. She 
described the pain as sharp, radiating to the back and right 
shoulder, and increasing in severity on movement and respira- 
tion. All six previous pregnancies and labours were normal. 
During the last month of the present pregnancy she had 
suffered from a persistent epigastric pain. 

On examination the patient was pallid and weak and was 
prevented by the pain from moving in bed or sitting up. The 
temperature was 97° F. (36.1° C.). pulse 112, and blood pressure 
110/85. There was generalized abdominal tenderness and 
guarding, and shifting dullness was detected. The liver was 
palpable and tender, projecting H in. (3.75 cm.) below the 
right costal margin. Peristaltic sounds were active. The pelvic 
organs were normal, although considerable peritoneal tender- 
ness was elicited by palpation of the lateral fomices. The 
haemoglobin was 51%. A catheter specimen of urine contained 
100 mg. of protein per 100 ml. 

Since the precise diagnosis was undetermined, it was decided 
to transfuse the patient with 4 pints (2.27 litres) of blood and 
keep her under close observation. Heroin in small doses was 
given periodically. 
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RAw!?t d riono h ,Cad J" S rupturcs spontandes ” Dcvic and 
Btncl (1906) have discussed liver rupture and made partial- 
ar reference to the pathological condition of the organ a! 
the time of its rupture and to the possible association with 
syphilis. Of the 21 cases reviewed by them onlv one- 
Abercrombies c'asc, to which further reference 'will be 
made was associated with pregnancy, 

Dcvic and Bdricl suggested that when definite trauma- 
could be excluded the term “ apoplexie hdpatique ” might 
be used. They expressed a clear opinion that in traumatic 
rupture it is the rupture which causes the haemorrhage, but 
mat in spontaneous rupture the haemorrhage is the cause. 

! ne sequence of events leading to spontaneous rupture is 
they suggest, as follows. Rupture of a blood vessel leads to 
intrahepatic haemorrhage ; this in turn causes local lacera- 
tion of hver tissue and the formation or a subcapsular 
acmatoma ; finally, the capsule of the liver may rupture 
and blood escape into the peritoneal cavity. 

Such intrahepatic haemorrhage, they suggest, may be 
caused by a variety of conditions— for example, vascular 
disease, necrosis of the liver associated with septicaemia, 
or hepatic malignancy. In some cases minimal trauma may 
cause haemorrhage in diseased liver comparable with the 
haemorrhage that is known to occur in the diseased spleen. 

Abercrombie’s (1S43-4) case, to which reference has 
already been made, was associated with pregnancy. He 
gives a vivid account of a woman aged 35 who suffered 
from epigastric pain, abdominal distension, and belching 
aUhe eighth month of pregnancy. He says of the patient? 
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Discussion 

matte* or as°“ spontaneim aS ” been described eit her as trau- 
recognized condition mJL ™- P!ure : The first is a well- 


round her body she desired one of her servants to' puli 
it as tight as she possibly could. The wish was complied 
with, but to an extent that made me fear some injury 
under existing .circumstances. I therefore begged it might 
be removed. I then prescribed for her a draught composed 
of Calcined Magnesia, Liquor Opii Sedativus, Spt. Etlher, 
Slllph., and Ao. Cinnamnmi in h/> fil-on 


- 1.0 general condition appeared satisf-mfnrv ’ r 2, , . ” , . r ul . ,w, - u a uraugnt composed 

Investigations .— The Wassermann reaction and v u of Calcined Magnesia, Liquor Opii Sedativus, Spt. Etlher, 
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imbered 22.000 a A . 1 ."' and ."bite blood cells ordered hot fomentations to the 
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ordered hot fomentations to the epigastrium. Bv tljese 
means the pain gradually abated.” A few hours later labT *! 
began and was soon followed by' the successful bretiL " 
delivery of the foetus. An hour after the expulsion of nhg 
placenta the patient collapsed. Haemorrhage was sit, 
pected, but there was no evidence of its coming from tL; s 
birth canal. Two days later the patient died, and~a poCas 
mortem examination revealed a large unruptured su.Sc 
capsular haematoma on the superior and anterior surface.® 
of the liver, jp. 

Abercrombie was of the opinion that the damage to thf- 
hver might have been caused by the tight bandaging, bU . 
that haemorrhage did not occur until the pressure of thl 
gravid uterus on the upper abdomen had been removed' 
He also put forward an alternative suggestion that haemorl' 
rhage : took place in a liver that was already so disease^ 
readlly in J ured by the muscular compression^' 

Alessandri (quoted by Rademaker, 1943), writing on this ? 

. -- ^uuwueous • rupture The firef • „ SU agr . ees tbat ru Pture of the liver may occur as thef 

recognized condition due to dhec inimv S !?■ * W ?“' f"" ° f -T ,olent oscular activity during parturition orf 
f !t 15 irrelevant in this article TTe sen ’r m » USS, ° n 'Z'" 8 eP ‘ IeptIC Seizures > but he gives no case report orl 
aneous” rupture-is the tvpe 'to which T h he SP ° n ' reference to supp °rt his views. V 

nasvrfn In lhis type the trauma is either** shchT^r __ Rademaker (1943) describes the case of a woman aged ' 
Nnn d t UnreC0 ? BEe<! by tbe Patient. This use o> t ^ 3 ~ adtoltted t0 hospital in the eighth month of pregnancy 

/ ntan ^? us ” ^fortunate, and mav , e . a pressure of 260/160 and albuminuria. After 

t0 ^ v «r rupture, as it certainlv « u i S 63 ln f a severe bout of vomiting she became collapsed and the 

Hnr<> eSC !j lb j 3 spienic rupture attributed to minim diagnosis of a ruptured uterus was made. At operation a 

unrecorded traumata. attributed to mrnimai or rupture of the liver (the exact site is not specified), with 

blood in the peritoneal cavity, was found. The haemor- 
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rhage was controlled by a pack, and after a stormy con- 
valescence the patient recovered. In this case hypertension 
was thought to be the cause. 

Raderriaker submits the interesting suggestion that sud- 
den death during eclampsia may sometimes be due to a 
ruptured liver. We doubt, however, whether this specula- 
tion can be sustained, for, although scattered areas of 
necrosis and small subcapsular haemorrhages are not infre- 
quently found in eclampsia, severe haemorrhages of the 
liver are not a feature of this disease. 

Links (1946) describes a case of rupture of the liver during 
the fourth month of pregnancy. The patient developed 
acute abdominal pain with signs of blood in the peritoneal 
cavity. At operation the blood was found to be coming 
from the foramen of Winslow. On exploring the lesser sac 
a laceration of the caudate lobe of the liver was seen ; the 
liver tissue itself appeared to be normal. Haemostasis was 
effected by covering the site of bleeding with muscle tissue. 
The patient made a good recovery. The cause of the liver 
damage was obscure, but Links suggests that it may have 
been due to a transient hypertension. 

Conclusion 

We have been able to trace three cases of ruptured liver 
associated with pregnancy, two of which survived as the 
result of operative intervention. To these three cases we 
have added a fourth, in which also the patient recovered 
after surgical treatment. 

We believe that in our case the injury was the result of 
trauma produced by violent contraction of the diaphragm 
and abdominal muscles during labour. But it is interesting 
to note that there was also an element of toxaemia, 
evidenced by the raised blood pressure (found after the 
initial shock had been overcome) and by the presence of 
albuminuria. It is probable that this toxaemia produced 
changes in the liver, making it particularly liable to injury. 
(The complaint of epigastric pain for one month before 
parturition and the report on the liver biopsy obtained at 
the time of operation strengthened this suggestion.) There 
jWas, in our case, no evidence of syphilis or other constitu- 
, e( ')nal disease. 

jo Regarding operative treatment, we believe that the appli- 
reation of “ oxvcel ” gauze, fibrin foam, or muscle tissue is 

•eferable to suture. It is also obvious that blood transfu- 
mon is an indispensable part of the treatment. Our patient’s 
Tttisfactory recovery bears out the statement of Rademaker 
s hat in cases of liver rupture operation affords a good 
^hance, and probably the only chance, of survival. 

8 ' Summary 

( A case is reported of rupture of the liver, with haemo- 
peritoneum. occurring in association with parturition. Only 
one comparable case has been found in the literature. 

The immediate cause of the rupture was probably the 
muscular compression that occurs with the expulsive efforts of 
labour. A predisposing factor may have been the presence of 
liver damage brought about by pregnancy toxaemia. 

The use of the term “ spontaneous ” rupture is deplored. 
Liver ruptures may be divided into two main groups : traumatic 
rupture and hepatic apoplexy — the first usually affecting a 
healthy liver and the second occurring because of haemorrhage 
in a pathological liver. A subgroup may be added in which 
minimal trauma causes rupture of a pathological organ. The 
case reported may be. regarded as an example of this subgroup. 
This classification of liver rupture might usefully be applied 
to ruptures of the spleen. 
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Medical Memorandum 


Treatment of a Chronic Typhoid Carrier 
with Chloromycetin 

Good clinical reports upon the use of Chloromycetin in the 
treatment, of typhoid fever have naturally aroused interest in 
the possibility of dealing with the chronic typhoid carrier by 
similar means. Unfortunately there is no literature available 
on the efficacy of this form of treatment ; nevertheless as a 
suitable case had recently come under our care it was decided 
to try the effect of the substance in doses which had been 
successful in dealing with the acute disease. 

Case Report 

A child aged 9 years, son of a flight sergeant in the Royal Air Force, 
contracted typhoid fever in Egypt in June, 194S, from which he made 
a good clinical recovery, though he was left a chronic faecal carrier. 
He came under our care in the spring of this year. He was a well- 
nourished healthy-Iooking boy. His stools consistently yielded a 
heavy growth of Salmonella typhi, though over 40 specimens of urine 
were sterile. In vitro sensitivity tests with the isolated organism 
showed it to be very susceptible to traces of Chloromycetin : dilutions 
in excess of 2.5 pg. per ml. inhibited bacterial growth. It was derided 
to follow a therapeutic course which had been successful in treatment 
of the acute disease in the adult, using 19.1 g. of Chloromycetin in 
8.1 days. As the child weighed 4 st. 7 lb. 128-5 fcg.) it seemed 
appropriate to give half the adult dose, which was administered 
orally in 0.25-g. capsules four-hourly day and night for seven days — 
a total of 10.5 g. Stools were cultured on alternate days while 
undergoing treatment, and we were disappointed to find the organism 
present in all of them: failure was evident before treatment was 
completed. In view of this finding, a second course, using three 
times the dose, was instituted — viz., 0.75 g. for seven days (total, 
32.25 g.). Stools became negative almost immediately after starting 
treatment and remained negative until two days after withdrawing 
treatment, after which he continued to excrete rite organism daily in 
his stools. 

While undergoing the course of treatment his blood serum inhibited 
growth of the isolated organism in dilutions rising from 1 in 2 on 
the first day to I in 32 by the third day. This inhibition of growth 
disappeared 16 hours after the last dose of Chloromycetin was given. 

Comment 

Chloromycetin in doses of 30 mg. per kg. of body weight for 
seven- days has failed to eliminate the organism in a chronic 
faecal typhoid carrier. This dose is about three times that 
which has been successful iD treatment of the acute disease. 
The cause of the failure is not clear, especially in view of the 
marked sensitivity of the organism to Chloromycetin in vitro. 
It is possible that much heavier doses for longer periods are 
advisable. Further clinical trials are necessary before any con- 
clusions can be drawn regarding the efficacy of the substance 
in treating the chronic faecal carrier. 

C. A. Rumball. O.B.E.. M.R.C.P., D.T.MAH., K.H.P.. 

Group Captain. R.A.F. 

L. G. Moore, M.B., B.Ch.. B.A.O.. 

Squadron Leader. R.A.F. 

R.A.F Hospiial. Halion. Bucks. 


In a referendum the Swiss electorate has rejected by a proportion- 
ate majority of three to one a controversial law to make x-ray 
examinations and tuberculosis treatment compulsory. The draft law 
(according to a B.U.P. report) provided for the periodic examination 
of the population for tuberculous infection, for the compulsory 
insurance of the poorer classes against the economic effects of 
tuberculosis, and for removal to an isolation hospital of sufferers 
who might endanger others. The law would have been costly: 
besides its insurance provisions, of which part of the cost would have 
been borne by the Government and employers, the law required the 
cantons to contribute to the support of poor families when the wage- 
earner was suffering from tuberculosis and to pay the costs of x rays 
when the family concerned had too low an income to afford them. 
There would also have been the difficulty that many Swiss peasants 
have never been, and do not want to be, treated by a doctor. A 
number of Swiss doctors also criticized the drafr law, pointing out 
that people can hardly be compelled to undergo examination and 
treatment when there is no acknowledged method of either. 


944 May 28, 1949 


REVIEWS 


British 

Medical Journal 


Reviews 


PROTOZOAN DISEASES 

Laboratory Diagnosis of Protozoan Diseases. By Charles 
Franklin Craig, M.D., F.A.C.S., F.A.C.P. Second edition. • 
(Pp. 384; 56 illustrations and 7 coloured plates. £1 7s. 6d.) 
London; Henry Kimpton. 1948. 

There are few, if any, workers in the United States who have 
contributed more to the study of amoebiasis than Colonel Craig, 
and his chapters devoted to this subject constitute one of the 
best expositions on the laboratory (and certain clinical) aspects 
of the condition that can be found in the literature. Over 
one-third of his book is devoted to this subject, which is 
considered in seven chapters. 

The author gives descriptions of over a dozen methods of 
cultivating amoebae, but very wisely warns the reader that 
he should concentrate on one technique, and without dogma- 
tism gives an indication of the methods he prefers. 

Not long ago an ex-Service contributor of an article on 
amoebiasis in the Journal mentioned that he believed there 
was a complement-fixation test for amoebiasis. If he reads this 
book he will see how right he was. Colonel Craig first pub- 
lished the results of his observations on this subject in 1927, 
and he gives 16 references to other workers up to 1946. Never- 
theless, although the test has come of age, it has not, in the 
reviewer’s opinion, reached stabilized maturity. It would be 
hard to say that it has yet earned a place in the diagnosis of 
amoebiasis, though Colonel Craig considers that it has. Any- 
one who proposes to take' up work in this line — and there is 
obviously still room for it — must certainly study this chapter 
very carefully. The only criticism is that the wartime work 
at the National Institute of Health has not been given the 
prominence that it deserves. 

There can be no question that a reliable standardized comple- 
ment-fixation test would be of very great value in this country 
to-day. During the war hundreds of thousands of our troops 
were infected with amoebiasis in the India-Burma area ; liver 
abscess is a not uncommon late sequel to this infection ; and 
when this condition is suspected a stool examination is of little 
value one way or the other. In over 60% of cases amoebae 
are not found, and when they are found their presence may 
be incidental Colonel Craig emphasizes this reason and gives 
many others — to all of which the reviewer cannot subscribe — 
for the wider employment of this test. 

The other subjects covered are ; the leishmaniases, the 
trypanosomiases, malaria, coccidiosis, and balantidiasis. The 
author’s close contact with South America and South American 
workers has given him opportunities of which he has taken 
full advantage in the sections on Chagas’s disease, and there is 
much more information on this subject than is found in most 
other textbooks on protozoal diseases. The other chapters are 
useful but not distinguished. It is a useful laboratory textbook 
f°r reference purposes. 

L. E. N. 


DICTIONARY OF GENETICS 


Dictionary of Genetics. Including Terms used in Cytology. 
Animal Breeding and Evolution. Compiled by R. L. Knight, 
f, § c ,’ Ph J?, > A LC.T.A. (Pp. 183. 54.50.) Waltham, Mass., 
Ki 5 A Chronica Botamca Company. London ; William 
Dawson and Sons 1948. 


Genetics in its earlier years was a highly specialized branch of 
biology and to a large extent remains so to-day. Its students 
made up their technical vocabulary as they went along. Some- 
times the result was reasonably felicitous, though by no means 
. "? ys i “non-disjunction” stands for a hallowed landmark 
in the development of the subject, but remains a horrid word. 
But whether the results were happy or unhappy, the new 
terms have always been a stumbling-block to those outside 
the field of genetics, and even geneticists have to pause at times 
m order to make sure of precise meanings. Different terms 
have sometimes been coined to describe the same thing, and 
occasionally a word has been used with different meanings, 
in short, there is probably no specialty in biology which has 


so urgently demanded a dictionary. That dictionary has nov, 
been produced, and an admirable volume it is. It is 
compIctc-~fcw genetic terms indeed can have escaped defini- 
tion ; the definitions arc brief and lucid ; there is ample use 
of cross references. Dr. Knight has produced a volume which, 
with slight revision in subsequent editions, should remain a 
standard work for many years to come. It should be included 
in every biological library. 

Dr. Knight has, probably wisely, not felt that it is any par! 
of his task to be critical. He accepts the words in use, oi 
which were previously in use, and defines them all. One hopes 
however, that in the second edition, perhaps after studying the 
reactions of geneticists to the first, Dr. Knight may be ablest 
guide his readers to the better use of words. He may indicate 
for example, that certain alternatives arc to be preferred t< 
others, or that certain terms arc unnecessary and should not bi 
employed. I have detected only one downright mistake. It i 
a pity that Dr. Knight gives the sanction of his dictionary 
to the word “ expressivity.” The correct word is “ expressive 
ness ” — the only form given in the Oxford Dictionary 
Similarly, the Oxford Dictionary gives “recessiveness" ani 
not “ rcccssivity,” though Dr. Knight, less than complete fo 
once, docs not give cither. 

There arc a few brief appendices. One, on the internationa 
rules for symbolizing genes and chromosome aberrations, i 
particularly useful. A number of statistical formulae are ah' 
included. It is perhaps helpful to have the more purel 
genctical of these in this volume, but one questions the necessit 
of including such familiar formulae as those for the correlatio 
coefficient or the standard deviation, given, at that, in a forr 
inconvenient for practical computation. This is a trivial poin 
however, and this book can be recommended very warmi 
indeed. 

J. A. Fraser Roberts. 


NEUROPATHOLOGY FOR STUDENTS 

Atlas of Neuropathology. By Wm. Blackwood, M.B., 
F.R.C.S.Ed., T. C. Dodds. FJ.M.L.T., F.I.B.P., F.R.P.S., and 
J. C. Sommcrvillc, A.I.MJL.T. With foreword by Professor A. 
Murray Drennan, M.D., F.R.C.P.Ed., F.R.S.Ed. (Pp. 199: 
262 illustrations. 35s.) Edinburgh; E. and S. Livingstone. 
1949. 

Expositions of pathology in atlas form appear popular to-da 
In no branch is such presentation better justified from tl 
student's point of view than in neuropathology, because fix 
tion of the brain in bulk is usually essential for a satisfactoi 
demonstration of most lesions. But the brain thus become 
divorced from the rest of the necropsy findings, to the deti 
ment of teaching. The atlas edrries the additional advantai 
of being a method f° r bringing microscopical demonstratk 
into conjunction with the naked-eye appearances. In tl 
present work Dr. Blackwood has enjoyed the expert technic 
help of Mr. Sommerville and the photographic skill of M 
Dodds, The result is a satisfying display of most of tl 
commoner pathological conditions in the nervous systei 
Many of the most successful illustrations are in colour, at 
o£-these the examples of meningitis are specially commendi 
as life-like representations. In addition to photographs a co 
siderable number of explanatory diagrams have been include 
The general arrangement of the subject matter follows th 
of Professor J. H. Biggart’s Pathology of the Ncrro 
System, which, as one of the shorter treatises on this subjei 
is unsurpassed. The student is recommended to use this 
one of the fuller texts in conjunction with the atlas, sin 
Dr. Blackwood’s supplementary notes are in most instanc 
brief. This advice is given in the preface. ' 

Dorothy S. Russell. 


PATHOLOGY FOR STUDENTS 

Essentials of Pathology.- By Lawrence W, Smith, M.D., F.C.A.P., 
and Edwin S. Gault, M.D., F.C.A.P. With foreword by the late 
James Ewing, M.D. Third edition, (Pp. 764 ; 740 illustrations. 
S12.00.) Philadelphia and Toronto : The Blakiston Company, 
1012 Walnut Street, Philadelphia. 1948. 

The .first edition of this book was to a large extent an expe 
ment. To quote the foreword, written by lames Ewing, it \v 
a serious attempt “ to take the teaching of pathology out 
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lhe realm of absiract philosophy and make it an effective force 
in the professional equipment of the medical student.” The 
method employed was to illustrate the basic text, which was 
that of a standard textbook, with carefully selected case- 
histories. complete with histological, clinical and x-ray photo- 
graphs. Almost every' illustration in the book was therefore 
related not only to the text but to a clinical account of an 
-actual case. The business of correlating the academic patho- 
' logy of the textbook with clinical observation is for the most 
part left to the student himself, and this book was the first 
serious attempt to help him materially in this most difficult 
task. 

The second edition was considerably expanded to deal fully 
with the principles of general pathology. This greatly added 
to the value of the book. The number of case reports was 
reduced by omitting those in which most of the clinical detail 
was irrelevant to the pathological condition under discussion. 

In this, the third edition, the case-history' method of teaching 
I has been preserved and the book has lost none of its indivi- 
’ duality. Many illustrations have been replaced and sixty-one 
new ones added, and wherever feasible the case-histories have 
been condensed. There has been some judicious pruning, and 
the page size, weight, and number of pages have been reduced. 
This book will be read with interest and profit by both junior 
and senior students. 

Geoffrey Hadfield. 

ESSAYS ON ANAESTHESIA 

Anaesthesia lor lhe Poor Risk, and Other Essays. By William W. 

Mushm, M.A., M.B., B.S., F.F.A.R.C.S., D.A. Being included 

as No. 49 in the American Lecture Series. (Pp. 65. 7s. 6d.) 

Oxford : Blackwell Scientific Publications. 1949. 

In these days of hurry and bustle it is refreshing to note that 
someone has had time to write a book of essays on a medical 
subject. The author is to be congratulated on having had the 
time and ability to sit back and survey the field on anaes- 
thesia from a detached and objective viewpoint. Nowadays it 
is all too easy for the busy anaesthetist to be so preoccupied 
with the details of complicated techniques which may be 
essential to cope with the demands of difficult operations that 
he loses his sense of proportion and cannot see the wood for 
the trees. It is salutary to escape for a time from the cramping 
effects of individual problems and to gaze on the wider aspects 
of modern anaesthetic practice and teaching. 

Dr. Mushin does this in twenty-eight short essays which can 
be read through at one sitting. The title of the book refers 
only to the first essay and is thus somewhat misleading. 
Actually, an immense range of subjects is discussed, and while 
some readers may not always agree with the author’s views on 
certain controversial matters they will enjoy his method of 
“ debunking " many popular fallacies held not only by some 
’ - anaesthetists but also by not a few of the less progressive 
physicians and surgeons. 

C. Langton Hewer. 


Professor E. F. Du Bois in his Fever and the Regulation of Body 
TeinymtUire (pp. 6$; 10>. 6d.; Springfield. Illinois: Charles C. 
Thomas: Oxford: Blackwell Scientific Publications, 194S) gives an 
excellent survey of the field while sparing the reader the confusion 
and detail which abound in the voluminous literature relating to 
thermal regulation. As a professor of physiology, a notable experi- 
menter, and an authority on the topic, Du Bois is well fitted to 
present this American lecture in physiology. It should be equally 
appreciated by the student freshly introduced to this subject and the 
graduate interested in the question of body temperature. The author 
presents the difficulty of comprehending a ” normal ” body tempera- 
ture, with its extensive gradients and fluctuations. The relation 
. between heat production and heat loss with varying environmental 
:/* temperatures is analysed to show the relative parts played by radia- 
j -lion, convection, and vaporization. The normal balance is compared 
with that in exercise and in disease, with special reference to the skin, 
clothing, chills, and tissue metabolism. As one would expect, clinical 
a-pects are not stressed : but clinical details arc used for illustration 
and mention in connexion with fever, fever therapy, cold therapy, and 
the management of febrile patients. The lecture is short and easy to 
read, with helpful diagrams and adequate references to original works 
of significance.' “ There is much to Be learned about fever," but this 
is an interesting and stimulating prdcis of what is known. 
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K.B.E., C.B., Di>c. t F.R.C.S., F.R -S.Ed., F-A.C.S-, F.R.A.Ci. 
(Pp. 338. 15s.) London: The Medical Press. 1949. 

Contains 41 articles on present-day treatment. 
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TUBERCULOSIS IN INDUSTRY 

Many of the theories put forward to explain the prevalence 
of tuberculosis in certain industries are accepted as facts 
on insufficient evidence. For instance, it is commonly 
believed that the tuberculous person must be provided with 
open-air employment, but the experience gained at Pap- 
worth Settlement and the British Legion Village at Preston 
Hall has shown that such conditions of employment arc 
not only unnecessaiy but are often harmful owing to the 
strenuous nature of the work and poor working conditions, 
including exposure to all kinds of weather. Certain trades, 
too, have been condemned as being unsuitable for the' 
tuberculous on the grounds that there is a high mortality 
from tuberculosis among the workers. The few studies 
made on this problem have shown that an increased inci- 
dence of tuberculosis among employees often has little 
connexion with the manufacturing process but is mainly 
due to domiciliary and industrial environment. A good 
example of such a trade is that of printing, which when 
carried out under proper conditions, as found in the work- 
shops of industrial settlements, is one of the most suitable 
occupations a tuberculous person can follow. 

The high death rate from tuberculosis among workers 
in the boot and shoe industry has been known for over 
50 years. The Medical Research Committee (forerunner 
of the Medical Research Council) published a report 1 on 
the subject in 1915, but beyond confirming that there was 
more pulmonary tuberculosis among workers in this 
industry than in the general population they were able to 
ut forward only conjectures about the cause. In 1947 
Smith 2 published the findings of the mass-radiography 
survey in Northamptonshire, and again the statistical 
evidence showed that there was a higher proportion of 
workers with active tuberculosis in the boot and shoe 
industry than in other industries in the county. The report 
by Drs. Alice Stewart and J. P. W. Hughes which appears 
elsewhere in this issue is a direct outcome of the mass- 
radiography survey — the work having been undertaken at 
the request of the industry. 

Drs. Stewart and Hughes first turned their attention to 
proving or disproving two of the commonly accepted 
opinions about the workers in the boot and shoe industry 
.—that many men of poor physique are employed, and 
that there is a strong family tradition in the industry, with 
the result that two or more members of a family are often 

* First Report of the Special Comrrjttec upon the Incidence of Phthisis in 
Relation to Occupations, 1915, London. 

- Med. Oflr., 1947, 77. 109. 

3 iJcfa tuberc. scar.d., 1947, 31, 1. 

* British Medico! Journal. 1943, 2, 346. 

3 Tubercle, 1946, 27, 114. 

* England. N. ibid.. 1946, 27, 207. 

“ Hardy, R., ibid., 1948. 29, 3. 


employed in the same factory. i° ns brief and lucid 
they concluded that more men of St j n ' su , n ’ G lt has prodi 
employed in the shoe factories than fony y ears c <h’h'oi 
lions, and that there was some indictfrO’. c ' ^ 

makers arc more often interrelated tl>J9' Msejy, not fe| 
workers in the area and arc more frcqucjj® a ^ Ce Pts th 
tuberculous infection in their homes. ’•'t/on^'T ^ 
The next step in the investigation was to find *.t, p> r 
infection was spread in the factories, and, if so, i?f words, 
spread. The incidence of tuberculosis in those t Cs ar e t 
in factorics of different sizes was studied, and it \va?” r -V 
that the overall rate of infection was considerably Uq^ 1 
in large factories than in small ones. Having sattvyoi 
themselves that the difference was not due to the kP-» 
factories employing workers whose age and sex constiTt 
tion differed front those in small factories, Drs. Stewa 
and Hughes then compared the working conditions in t! 
large and small factories from reports supplied by factoi 
inspectors. Thc s information obtained was valuable. 1 
24% of the factories with fewer than 200 operatives tl 
working conditions were not altogether satisfactor 
whereas in all the factories with more than 600 open 
fives the working conditions were well above the avera* 
standard. But the study of the results obtained in ff 
mass-radiography survey showed that the incidence < 
tuberculosis was over four times as great in the lari 
factories with “ good ” conditions of work as in the smn 
factories where the conditions were not so good. 

In a large community more people are at risk than in 
small community, and Drs. Stewart and Hughes's investig: 
tion of the factories according to the number of open 
lives per room suggests a probable explanation for tl 
difference in the incidence of tuberculosis in large ar 
small factories. All the large factories had .more than 
60 operatives per room, and 80% of the small factories 
had fewer than 20 per room. Drs. Stewart and Hughes 
are careful to state that further work will have to be done 
before they can be certain that the size of the working unit 
is the core of the problem. It is clear, however, that 
workers with active tuberculosis could cause much harm 
among the young employees from rural areas who are non- 
infected when they take up work, especially if .resistance 
to infection is lowered by unsatisfactory nutrition, over- 
fatigue from long journeys to and from work, and poor 
living conditions. 'In fact, infectious persons working in 
a room with 60 or more employees may be the cause of 
local epidemics of tuberculosis. Such an epidemic in a 
school in Copenhagen was reported by Hyge 3 in 1947 and 
referred to in an annotation in the Journal 1 some months 
ago. 

The boot and shoe industry is to be congratulated on its 
admirable collaboration in this important pioneer research. 
The report now published is a preliminary one and is con- 
cerned with conditions in only part of one industry ; from 
the evidence so far collected it would be unreasonable tci' 
deduce that in the shoe industry, the incidence of tubercu- 
losis ,is greatly different from that in many other industries. 
For all we know, similar working conditions in other 
industries are as likely to favour the spread of tubercu- 
losis among the workers. Surveys carried out at Uxbridge, 5 
Oxford, 5 and Hull 7 have shown that considerable numbers 
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' The j? VOLUNTARY ACTION IN WAR 
•MtMhtjritish Red Cross Society and Order of St. John of 
,^ v( . salem are to be congratulated on the prompt appear- 
of the official history of their Joint War Organization. 1 
L is a document of more than passing interest, for it illus- 
trates on a gigantic scale the nature of the problems which 
arise in the integration of voluntary and governmental 
activities in conditions of emergency. The initial aim of 
the “ Red Cross movement " — embodied in the first Con- 
tention of 1864 — was to ameliorate the conditions of the 
"ounded and sick in armies in the field. Other objects, 
tided later and without weakening the primary purpose, 
ave included the- care of prisoners in time of war, the 
improvement of health, the prevention of disease, and the 
litigation of suffering. The Red Cross and St. John 
rganizations in this country became the national repre- 
entatives of a movement which in its ideals is supra- 
national and in privileges international — with the notable 
•xception of Japan in the last war. 

Inevitably the first impression gained from this record 
s the size of what was done. The Joint War Organization 
iegan the war with a fund of £2,000, contributed equally 
>y its parent bodies. It ended with an expenditure of £64 
nillions — the largest charitable fund ever collected in Great 
3ritain. Of this enormous sum, over £20 millions came 
rom perwy-a-week collections, which from January, 1944, 
mwards were yielding £500,000 or more per month. On the 
iisbursement side, £51 millions vras spent on current war 
iervices during the lifetime of the organization, and the 
malahce of £124 millions was handed over to the parent 
todies for expenditure over a longer period for purposes 
permitted by the War Organization. A rough indication of 
he scope of the different services provided can be obtained 
rom the outlay on them. Services for the wounded and 
ick of British and Empire Forces absorbed £17 millions ; 
or British and Empire prisoners of war, £14 millions ; for 
Mlied Forces, £5 millions : and for civilian relief overseas. 
;I3 millions. 

The record neither conceals nor over-emphasizes the 
lifficulties which arose. It was a general and logical policy 
hat, whereas it was for the Service and civilian departments 
o provide for basic needs, it was the business of the War 
Organization to supplement. In addition to comforts, this 
ncludcd on the hospital side “ additional stores . . . ambu- 
'ances, x-ray apparatus, and the like . . . convalescent hos- 
pitals for officers, and convalescent homes and auxiliary 
lospitals for other ranks," From the nature of this speci- 
ication it can be judged that there was often consider- 
ible uncertainty about the extent of the task confronting 

l Ofhcisl Record of the tlu^arsstcrisn Sr?**'" * r TV ~* 

hr British fird Cross Society end Order of St. Jt ■ 
isictj by P. G. Camfcrav and G. G. B. Brigs*. ■ ■ 11 
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the War Organization. For example, by March, 1940, 
the War Organization had 20 ambulances in France — the 
intention being that Army ambulances should be relieved 
for w'ork in the forward areas. By the middle of May the 
D.M.S. was pressing the Commission in France for further 
ambulances ; but when the existing vehicles were abandoned 
and their personnel evacuated in the following months the 
negotiations with the War Office, which were begun in the 
preceding November, were still not concluded. In June of 
the same year — the time of Dunkirk — an offer of 100 
ambulances was made and accepted for service with the 
Home Forces, and by December, 1941, the total was 239. 
In the evidently delicate matter of supplies to Service hos- 
pitals it took some months before “ the happy medium " 
was reached. Thispvas an arrangement by which a D.D.M.S. 
might forward indents directly to the War Organization 
and which officially encouraged liaison with “ Red Cross ” 
officers in Commands. It was at first thought that motor 
x-ray units would not be required : later a request was 
made for 20. 

In the provision of additional hospital and convalescent 
facilities there was a precedent from the 1914-18 war, when 
"an extensive system of auxiliary hospitals . . . for officers 
and other ranks ” was established. It was at first suggested 
that convalescent homes for officers would be all that was 
needed, and that six with about 100 beds each would be 
sufficient. In March, 1940, it was stated on behalf of the 
Ministry of Health that the War Organization would prob- 
ably not be asked to establish auxiliary hospitals. Later 
the War Organization was asked to “obtain, adapt, and 
equip suitable buildings as convalescent homes for other 
ranks," with a target first of 10,000 beds, then 20,000. 
Later still it appeared that “ as between auxiliary hospitals 
and convalescent homes there would be little or no dif- 
ference of staffing and equipment ” — due, in part, to great 
emphasis on rehabilitation. The directory of convalescent 
homes and auxiliary hospitals, as finally established, runs 
to six closely written pages in an appendix to this volume. 
The number of beds equipped reached 14,000, that, of beds 
occupied just over 8,000— a by no means insignificant addi- 
tion to total hospital services. 

The failure of the Japanese Government to abide by its 
undertaking to observe the provisions of the Prisoners of 
War Convention — which, however, it had never ratified — 
was the outstanding and tragic feature of the prisoner-of- 
war services. In the “ occupied territories ” the Japanese 
High Command was “ the sole unquestionable authority.” 
This explanation cannot, however, be invoked in the case 
of Japan itself. Notification of camps was not made to the 
delegates of the International Red Cross Committee : and, 
where only forty-two prisoner-of-war camps had been 
known, there were found after the surrender to be more 
than one hundred. Similarly, “ information about the 
receipt of relief came almost wholly from prisoners them- 
selves after their liberation ” : there were no camps where 
more than irregular, and even solitary, issues had been 
made, but when concealment was no longer possible 
“ quantities of relief supplies were brought to light." 

Other services can be mentioned only briefly. Those for 
British civilians raised a number of problems without prece- 
dent. In this category were members of the Forces 
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dissimilar contemporaries." On the other side Professor 
R. B. Onians 0 pointed out that fees provide a very small 
part, and endowments and public funds a very large part, 
of the capital value and running costs of a university, and 
“justice and the national interest demand that university 
education be given to those who bring to the university not 
mere fees but gifts of mind and personality most worthy of 
development." Professor J. D. Bernal 7 gave it as his opinion 
that the policy of providing university education for all 
students who can profit by it will not lead to a lowering of 
the standard of entrance, and he stated that even with the 
post-war expansion barely one child in 40 in this country 
has a chance of university education. “This,” he writes, 
** is one of the lowest proportions in Europe, and a quarter 
of what it is in the U.S.A." 

One method of easing the pressure on the universities was 
mentioned in the Journal recently by Professor L. J. \Vitts s 
in a review of a book entitled The Problem Foci rig British 
Universities. The need for more scientists might be met 
by a more ruthless separation of university and technical 
education and the creation of more technical colleges. So 
"far as medical students are concerned he suggests that the 
Oxford and Cambridge practice of preclinical education 
within the university followed by clinical work in autono- 
mous teaching hospitals may become the pattern for 
medical education in Britain. 


albumino-cytological dissociation in the cerebrospinal fluid 
as a diagnostic point is not justified ; in Bradford’s 7 cases, 
which were clinically similar to those of Guillain and Bara', 
the protein content was normal, while in such conditions 
as diabetic and diphtheritic neuritis the C.S.F. protein may 
be raised. 8 5 10 It is possible, though no't yet proved, that 
the raised protein indicates involvement of spinal roots; 
it is certainly not indicative of any particular reason for .» 
such involvement. 

Histological investigations have revealed changes in the 
anterior horn cells 11 in addition to degeneration in spinal 
roots and peripheral nerves, and for this reason the term 
** neuronitis ” has been used to describe the disease. No 
infective agent has yet been demonstrated. Guillain and 
Bnrrd’s views on the invariably good prognosis have not 
been confirmed, since a proportion of patients die of 
respiratory' paralysis in the acute stage, while in a small 
number the disease becomes chronic, with long-standing 
muscle-wasting and weakness. Children arc occasionally 
affected, 11 and in them the prognosis is said to be more 
favourable than in adults. Acute infective polyneuritis is 
the commonest cause of the syndrome to which the name 
Landry’s ascending paralysis is sometimes given, though 
there is some reason 13 to believe that Landry's original 
patient was suffering from the polyneuritis of acute beri- 
beri, and other pathological conditions such as polio- 
myelitis and porphyria may cause the same symptoms. 


ACUTE INFECTIVE POLYNEURITIS 


The cause of acute infective polyneuritis is still unknown, 
but the signs on which to make a diagnosis are reasonably 
clear. A mild upper respiratory infection often precedes 
the onset of the neurological disease. There is a fairly 
rapid development of symmetrical flaccid paresis, usually 
starting in the legs and ascending to the trunk and arms, 
and often accompanied by considerable muscle pain and 
paraesthesiae. In some cases the paralysis affects the 
proximal more than the distal muscles of the limbs. Sense 
of position and stereognosis are frequently more severely 
disturbed than is cutaneous sensation, though some diminu- 
tion of sensation over the glove-and-stocking areas can 
usually be demonstrated. Bilateral facial weakness occurs 
in a number of cases, but involvement of other cranial 
nerves, causing palatai and pharyngeal weakness and 
external ophthalmoplegia, is much rarer. In the majority 
of cases neurological disability reaches its maximum in 
two to three weeks or less, and gradual improvement then 
takes place, with eventual complete recovery. 

One of the problems connected with this disease is its 
nomenclature : a recent review 1 mentions 30 different 
mes which have been given to it. In France and to 
me e xtent in the United States the eponym Guillain-Barre 
syndrome is used, since these authors 2 in 1916 described 
two cases, stressed the good prognosis, and drew atten- 
tion to the finding of a high protein content in the 
cerebrospinal fluid without any increase of cells. Clinical 
descriptions had been published previously, 3 4 5 but the 
cerebrospinal fluid findings were not reported. Detailed 
case histories appeared in British journals in 1917 s and 
191 S. 7 The stress which some authors have laid on the 
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'"'CHLORAMPHENICOL (CHLOROMYCETIN) AND 
CHOLERA 

Evidence is accumulating that chloramphenicol is of value 
in the treatment of typhoid. Woodward and his colleagues 1 
have reported on its use in the Tropics, and Murgatroyd 2 has 
recently recorded in this Journal a case successfully treated 
with the new antibiotic in this country- Bradley 3 also has 
given an encouraging preliminary account of its employ- 
ment under controlled conditions in the epidemic at Crow- 
thornc, in Berkshire. Elsewhere in this issue Rumball and 
Moore report their lack of success in the treatment with 
chloramphenicol of a chronic typhoid carrier. Gauld and 
his collaborators 1 now bring forward evidence to show that 
chloramphenicol is active against cholera vibrios. Mice 
injected with cholera vibrios and given chloramphenicol 
by mouth within two hours of infection were practically all 
saved — only 3 died of the 120 mice so treated — whereas 25 
of 60 mice treated with sulphadiazine succumbed, and 22 of 
30 controls given no treatment at all. In the application of 
these findings to human cholera it must be recalled that it is 
not possible to reproduce the human disease in laboratory 
animals. Intraperitoneal injection of large doses of vibrios 
in mice causes peritonitis and septicaemia, but the vomit- 
ing, diarrhoea, and extreme dehydration characteristic of 
cholera in man are lacking. In human cholera the vomiting 
might make the administration of- the drug by mouth 
impracticable and it might be necessary to give it parenter- 
ally. Indeed, it is probable that if chloramphenicol proves 
of use in the human disease its principal value may be as a 
prophylactic during epidemics. - In the next outbreak of 
cholera chloramphenicol should certainly be given to 
exposed contacts in order to appraise its value for this 
purpose. 

Professor Geoffrey Jefferson, F.R.S., will deliver the Lister 
Oration on “The Mind of Mechanical Man.” before the 
Royal College of 'Surgeons of England, Lincoln’s Inn 
Fields, London, W.C., on Thursday, June 9, at 5 p.m. 

1 Ann. intern* Med., 1948, 29, 131, 

2 British Medical Journal, 1949, t 851, 

* Lancet, 1949, 1, 869. 

*J. Bact., 1949, 57, 349. 
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RESEARCH ON VITAMIN E 

INTERNATIONAL conference 

n 'International Conference on Vitamin E, organized by Pre- 
ssor K. E. Mason, was held recently at the New York 
cademy of Sciences. About 60 papers were contributed on 
e morphological lesions in vitamin-E deficiency, the part 
ayedby the vitamin in enzyme systems, its protective action 
conditions of metabolic stress, its significance in practical 
ttrition, and its possible value in clinical medicine. While 
any interesting additions to our knowledge of the mode of 
ition of the vitamin in experimental animals were presented, 
le conference remained undecided on the efficacy of vitamin-E 
lerapv. 

Enzyme Systems 

It has long been known that when the muscles of vitamin-E 
fficient animals are incubated in vitro they respire more rapidly 
ian tissues from normal animals. Hickman and others have 
eld therefore that vitamin E has a general role as a “mentor" 
reventing oxidation in the tissues from proceeding through 
^normal channels. Observations that a-tocopherol phosphate 
ifiibits several enzyme systems might seem to support this view, 
ut Ames and Risle.v have commented that thephosphate radical 
td not tocopherol may be responsible for the inhibition, while 
e detergent. action of the compound introduces another compli- 
itiott. According to Miller and his colleagues, however, the 
iccinate of tocopheryl has the same effect as the phosphate in 
hibiting hyaluronidase, while Zierler et al. found that toco- 
lerol in the uncombined form inhibits trypsin. These workers 
>ticed that rats given large doses of a-tocopheryl phosphate 
:come drowsy within a few hours ; when they were killed in 
is condition the rates of oxidation of the tissues in vitro were 
jnormally slow. Boyer agrees with the conclusion that the 
hibilorv action of a-tocopheryl phosphate on the succin- 
ridase system of heart and liver is due to its detergent power, 
id has observed similar inhibition with dodecyl sulphate, a 
percent bearing no chemical relation to vitamin E. 

Experimental Animals 

In middle-aged female rats Kaunitz and his colleagues found 
at the tendency of the oestrous cycle to lengthen from 4 days 
as much as 17 days could often be corrected by giving 
tocopherol in amounts ten lo twenty times greater than those 
quired for young rats. The same treatment also improved 
e fertility rate, which decreased progressively with age in 
limals receiving normal amounts of the vitamin. On the other 
md Telford found that deprivation of vitamin E decreased 
e incidence of artificially induced lung tumours. Evans 
infirmed that the muscular dystrophy caused by vitamin-E 
ificiency was accompanied by neural lesions, with demyeliniza- 
m of the spinal cord. In reaching the same conclusion Mason 
und that oxidized lard, although highly toxic to rats, was less 
five than fresh lard in causing neural lesions. Lecoq and 
idor found changes in the haematopoietic organs of deficient 
ts which may indicate a defence mechanism against anaemia. 
In-studying the significance of protein in vitamin-E deficiency 
oore found that an adequate casein allowance ensured rapid 
owth in young rats even when abnormalities in the incisor 
eth plainly indicated deficiency of vitamin E. The admini- 
ration of tocopherol ensured norma! teeth even in rats stfimed 
growth by severe protein deficiency. Interaction between 
olein and vitamin E was shown by a slight improvement 
growth when rats moderately deficient in protein were dosed 
ith tocopherol, and also by a clear superiority in the teeth of 
ts deprived of vitamin E but given adequate protein as com- 
ired with those of animals deprived of both nutrients. Animals 
rvived for long periods on a diet extremely low in protein 
aen tocopherol was administered, but died with massive 
crosis of the liver, as described by previous workers, when 
> vitamin E was given. No liver abnormalities were found 
vitamin-E deficiency when the protein intake was adequate ; 
ificiency of protein with the administration of tocopherol 
used severe fatty infiltration in the liver in spite of the good 
neral health of the animals. Hove reported that rats deficient 
both protein and vitamin E developed zonal necrosis of the 
er and fatal lung haemorrhages within two months, and that 


these lesions occurred after only three to four weeks if the 
3 bimals were dosed with carbon tetrachloride, benzene, or 
alloxan. The injuries were prevented by tocopherol or by an 
adequate protein allowance, but casein oxidized by treatment 
w ith hydrogen peroxide was ineffective, as also were cystine, 
tfiethionine, and tryptophan. 

Schwarz claimed that three fundamentally different types of 
fhtal fiver injury may be produced in rats (1) by giving a 
diet containing casein treated with alkali, (2) by feeding large 
amounts of cod-liver oil, or (3) by using dried yeast, which is 
deficient in sulphur-containing amino-acids, as the source of 
Protein. When cod-liver oil was given in conjunction with yeast 
Protein, death occurred from severe degeneration of the heart 
a hd acute oedema of the lungs before the fiver changes had time 
tq develop. Lesions caused by restriction to yeast protein could 
be prevented by cystine or methionine, while tocopherol pre- 
vented all the lesions mentioned. Gyorgv and Rose found that 
'he red blood corpuscles of rats kept on diets deficient in vita- 
ffiin E, even for short periods, were rapidly haemolysed either 
°h injecting, tbe animals with alloxan or its reduction products 
°r on treatment of the corpuscles in vitro with dlaluric acid. 
'Virile tocopherol prevented the tendency to haemolysis, it did 
not prevent the development of diabetes. 

t 

Farm Animals 

Experiments on farm live stock have suggested that deficiency 
of vitamin E in the pregnant female ‘does not cause resorption 
of the foetuses or abortion, although the vitamin is important 
m maintaining the health of both young and adult animals. In 
bpvines kept on a deficient diet, consisting mainly of rice straw, 
Gtillickson noticed no failure in spermatogenesis, nor in the 
s >ze or vigour of calves which were carried to term. A high 
Proportion of the heifers, however, died suddenly, usually during 
Of shortly after pregnancy ; one bull also succumbed. Electro- 
cardiograms taken at frequent intervals suggested that the deaths 
"ere due to heart failure. Carpenter and Lundberg observed, 
'hat the incidence of " baby pig disease.” which is probably a 
'ires disease of the influenza type, was significantly reduced 
by supplementing the sows’ diet, which was of good quality,” 
"ith additional allowances of tocopherol. Loosli found that 
'he lambs of ewes kept on a diet of alfalfa hay and beans 
developed a muscular dystrophy which could be cured or pre- 
vented by tocopherol. Although the diet was not deficient in 
vitamin E, the levels of tocopherol in the blood plasma of 
untreated animals were abnormally low. 

Loosli also confirmed the effect of tocopherol in improving 
'be storage qualities of the body fat ; in cows’ milk" the tendency 
'o the development during storage of an objectionable flavour 
dije to oxidative changes was checked, these observations may 
H correlated with the investigations of Dam, in which peroxi- 
dized fats have been detected in the adipose tissues of rats and 
chicks given diets deficient in vitamin E and containing large 
ar nounts of cod-liver oil. 

Human Investigations 

Quaife. Swanson, and Harris, in a study of the distribution 
°f tocopherol in cases of accidental death, showed that most 
°f tbe human body’s stores of tocopherol, amounting to 3.5-8 g-, 
"hre in the fat deposits. They estimate the daily intake of 
vitamin E in America at 10-25 mg., which is in substantial 
agreement with Engel’s estimate of 15 mg. for the population of 
Holland. These data imply that vitamin E is quantitatively 
important as a constituent of the unsaponifiable fraction of 
bttrnan fat, approaching cholesterol in amount. Darby and his 
colleagues have found that the level of tocopherol in the blood 
Plasma is influenced by disease, being lowered in conditions 
associated with an impaired absorption of fat and raised in 
metabolic disturbances characterized by hyperchoIesterolaemi3. 
-x’prmal values were found in women who had recently aborted, 
but Scrimsbaw, Greer, and Goodland observed low levels in 
"bmen who aborted between the seventeenth and twenty-fourth 
vvt *ks of pregnancy as compared with those of pregnant women 
lv ?io did not abort during this period. 

Claims that vitamin E is effective in the treatment of heart 
&$ease, of thrombophlebitis, arteriosclerosis and thrombo- 
URciitis obliterans, and of burns were put forward by E. V. and 
A. Shute. No controlled j investigations were undertaken 
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by these workers, and critics suggested that the frequent 
occurrence of spontaneous remissions or cures could not be 
overlooked. The same criticism may perhaps be applied to 
several other investigations. Thus Ant and di Cyan formed 
the impression that in 100 cases of rheumatic diseases treatment 
with vitamin E mitigated pain, improved the mobility of the 
joints, and caused the regression of nodules and the reduction 
of swellings. Steinberg noticed improvement in 37 out of 40 
cases of Dupuytren’s contracture of the fingers after treatment 
with tocopherol, although he had no success in treating dis- 
seminated lupus erythematosus, diffuse sclerodermia, ordermnto- 
myositis. Scott and Scardino found that about 40% of their 
cases of Peyronie’s disease, with painful erections and abnormal 
curvature of the penis, were improved. Pennock thought that 
vitamin E was possibly of value in treating six cases of thrombo- 
angiitis obliterans. Scardino and Hudson considered that some 
benefit was obtained in about half the cases of urethral stricture 
which they treated with vitamin E. Stritzler reported improve- 
ment in 14 cases of stasis dermatitis and in 11 out of 13 cases 
of stasis ulceration. Investigations by Dowd deserve attention 
on account of his impressive claims and his caution in using 
• a control group of patients. After treatment with vitamin E all 
members of a group of 18 children with chorea, aged 6-17 years, 
were cured of choreiform motions, and their sleep ,and appetite 
were improved ; out of 17 untreated subjects only two showed 
similar improvement. 

The claims that tocopherol is valuable in the treatment of 
heart disease were contested by Travers and her colleagues, who 
found no differences in the serial electrocardiograms, exercise 
tolerance tests, or blood-pressure readings in groups of patients 
with heart disease treated or not treated with tocopherol. 
Donegan, too, had equally negative results in the treatment of 
cardiovascular diseases. Baer, Heine, and Gelfond examined 
patients with angina pectoris, hypertensive heart disease, and 
cardiac failure by physical examination and by electrocardio- 
grams and ortho-diagrams over periods of three to six months. 
Treatment with a-tocopherol was invariably ineffective in causing 
improvement in the electrocardiograms or in decreasing the 
- size of the heart. In the few patients in whom angina pectoris 
appeared to be improved equally favourable results were later 
obtained by the administration of a placebo. 

Vogelsang claimed that when adult diabetic patients were 
given vitamin E their insulin requirements were decreased, and 
that after treatment for a year insulin was often no longer 
necessary. In contrast to a claim by Butturini, tocopherol did 
not decrease the blood sugar in normal subjects. In juvenile 
diabetic patients Guest observed no improvement after treat- 
ment with tocopherol. 


POSTGRADUATE MEDICAL EDUCATION 

NEW JOINT BOARD 

A Joint Board has been established by the Royal College of 
Physicians, the Royal College of Surgeons, the Royal College 
. of Obstetricians and Gynaecologists, and the British Post- 
kEraduatc Medical Federation. As announced briefly last week 
917), the Board, under the chairmanship of Sir John 
Jpiderson, has been set up in order to effect co-operation 
between the three Colleges and the Federation in providing 
postgraduate education in the medical and dental specialties. 
The Joint Board is to consider existing provisions for the post- 
graduate education and training of specialists, and to invite the 
attention of medical schools and institutes, hospital authorities, 
and other bodies providing postgraduate medical education to 
such modifications as may from time to time appear desirable. 

Since its establishment the Joint Board has paid particular 
attention to the procedure for giving postgraduate students 
advice on suitable hospital appointments and programmes of 
study. For this purpose the sendees of the staff of the central 
office of the Federation are available, and each Royal College 
has arranged to provide expert advice and guidance for suitable 
candidates ;for its higher qualifications and for other graduates 
visiting this country for the purpose of further study. In addi- 
tion a small central advisory committee has been formed to 
assist the central office of the Federation to deal with other 
postgraduate students and to consider problems of common 


interest. The Board is concerned especially to establish co- 
operation with medical schools, boards of governors of teaching 
hospitals, regional boards, and hospital management committees 
in order that potential specialists may obtain suitable hospital 
appointments. It is hoped that the new arrangements may 
prove of value not only to graduates of the United Kingdom 
but also to those from universities overseas. 


LEPROSY IN THE BRITISH EMPIRE 

LONDON EXHIBITION 

The “ Bclra ” (British Empire Leprosy Relief Association) 
Exhibition at the Academy Hall, Oxford Street, London, was 
opened by the Prime Minister on May 13. The exhibition, 
which is designed to bring home to the public the incidence of 
leprosy throughout the world, and especially in the British 
Empire, is far more than a collection of pictures. An African 
hut, made of real Nigerian mud, with palm-mat roofing, shows 
the type of home normally shared by a family of nine or ten 
people. The incidence of leprosy in different parts of the world 
is shown by relief maps. The history of the disease is also 
traced from the earliest records of its incidence in the Nile 
delta. A large-scale replica of the famous Itu colony, started 
by Dr. McDonald and his wife in Southern Nigeria twenty 
years ago, is another interesting exhibit ; it shows a doctor, a 
nurse, and two assistants, who were responsible for treating over 
5,000 in-patients. Stress is laid on the increasing number of 
cases of leprosy in Great Britain. The medical secretary of 
the association. Dr. Gordon Ryric, stated at a press conference 
that he knew of over 50 detected cases, and that there are 
almost certainly as many more unknown to his association. 
This increase is due to the return of Servicemen and prisoners- 
of-war from abroad, to the arrival of both British and Eurasians 
from India and Pakistan, and to the presence in this country of 
a much larger number of foreigners than before the war. 
Dr. Ryrie pleaded for a section of a modem hospital in London 
where these patients could receive treatment under a whole- 
time leprosy expert. All the facilities of modem laboratories 
would then be available for the study of the newer drugs, and 
postgraduate courses could be arranged for doctors and nurses. 


THE MEDICAL ART SOCIETY EXHIBITION 

[From our Art Critic] 

Judging from the Medical Art Society exhibition, which is or 
view at Walker’s Galleries, 118, New Bond Street, London, W.l 
until June 2, doctors are apt to pack'their paint-boxes in theii 
holiday suitcases and appear to find landscapes a pleasani 
retreat from surgeries full of their fellow creatures. Some are 
technically expert, some less so ; but evidently they have ali 
enjoyed themselves. 

Perhaps the biggest difficulty for an amateur painter is tc 
decide just what he really wants to make of a picture. Pictures 
after all, can be so. many things: a sketch to remind you of i 
pleasant holiday, an accurate representation carefully carried out 
or something quite new and of its own, the result of looking a 
familiar objects as if for the first time. The majority of th< 
doctors showing their work in this exhibition set out to recorc 
a scene, but a few here and there seem to have attempted the 
far more absorbing and fruitful task of seeing. Mr. Fran! 
Forty, for instance, in his two canvases “ Pont de la Concorde ’ 
(35) and “ Sheephaven, Co. Donegal ” (29) has created scene; 
consistent within themselves. His “ Thames at Richmond ” (2F 
was a more difficult subject, and here he has not been sc 
successful in bringing the various parts into harmony. Dr 
Edith R. Magill’s “ On the River Test near Houghton Villace ’ 
(1) is an extremely sensitive picture which has caught the subtle 
' play of tones between water, trees, and sky. Dr. L. Woodhouse 
Price’s “ A Surrey Barn ’’ (13) has also a harmonious composi- 
tion. Dr. Norman Patterson enjoys the texture .of paint, anc 
in “ Pyrus Floribundus ” (43) has used it to good effect. Hi; 
“ Glass Ball and Oranges " (67) is an interesting but rather less 
successful effort. Among the water colours, Dr. E. Goodwir 
Rawlinson’s “Near Watford” (99) has an almost Chinese 
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restraint, and Dr. Henr>' Wilson's “ Rainy Evening, Islington ” 
(100) has exactly the glistening shimmer of a wet London night 
that can often make magic of the dreariest streets. 

There are other exhibitors who have tried to create some- 
thing but seem to have had difficult)' in deciding just what was 
important in their compositions. For instance. Dr. Francis 
Roles has two paintings of the Thames (36, 55) which look rest- 
less because there are no predominating lines or colours. This 
fault may have come from too much preoccupation with tech- 
nique, so that simplicity has been lost. Another artist who 
appears to have become too preoccupied with technique is 
Dr. Lorna King, whose exhibits'last year were more spontaneous 
than her present Kentish landscapes (4, 9). 

Among some traditional and extremely competent paintings 
are Mr. T. Holmes Sellors’s “ Winter, 1949 ” (75), Dr. R. Foster 
Moore's “ Laksfors, Norway ” (93), Dr. Reginald Morshead’s 
“ In Holmwood Park " (106), Dr. Hugh S. Stannus’s “ The 
Coast Path, Jersey” (109), Dr. C. Branwell's “Harvesting in 
Cornwall ” (32), Dr. R. A. Beaver’s “ Porte de Halles, Brussels ” 

1 (50). Sir Henry Bashford as usual has produced three very 
individual compositions which are not so intricate as at first 
sight they appear. His “Autumn Evening, Wiltshire” (122), 
for example, is almost as simple a composition as Dr. J. D. W. 
Pearce’s delightfully naive “Early Morning in Tessin" (17). 

On the whole the doctors seem to have cast their vote for . 
Munnings against the modems ; the few who have not done so 
do little credit to modem art. Dr. W. J. Benzimra in “Still 
Nature” (53) has produced an attractive painting with colours 
derived from Gauguin, but those who show signs of being 
influenced by anyone of a later period than the impressionists 
seem to have_reached the facile conclusion that anything dragged 
up from their subconscious minds is worthy to be put on record! 

As the titles of the pictures show, landscapes predominate 
in this exhibition. It is remarkable that hardly anyone has 
thought of painting familiar objects in homes and surgeries. 
Dr. Cecil M. Ruben in “Daily Event” (16) has attempted a 
difficult domestic scene not unsuccessfully ; but there must be 
many unexplored possibilities in medicine bottles, “ old crocks ” 
in waiting-rooms, laboratory benches, or — an obvious subject 
which has been almost entirely neglected — the human form. 


ROYAL MEDICAL FOUNDATION OF EPSOM 
COLLEGE 

PENSIONS, SCHOLARSHIPS, GRANTS 
The Council of Epsom College invites applications for a 
“ Hadlow ” pension of £70 per annum for a medical practi- 
tioner or the widow of a medical man fully 60 years of age, 
and one or two St. Anne’s Scholarships for girls attending 
Church of England schools. Candidates must be fully 9 
• years of age and the orphan daughters of medical men who 
have been in independent 'practice in England or Wales for not 
less than five years. The value of each scholarship is dependent 
upon the means of the applicant and the locality and fees of 
the school selected. 

There are also available : (a) pensions for necessitous medical 
men fully 55 years of age, provided they have been registered 
for five years, for the widows of medical practitioners fully 
60 years of age, and for the spinster daughters of medical 
practitioners of 55 years and upwards. Awards are made as 
vacancies occur. (6) Scholarships and grants for children of 
either sex, not necessarily orphans. Candidates must be of 
public-school age and in need of such help, (c) Grants from 
the Eastes Trust for the relief of registered members of the 
■profession of any age, their widows and orphans, and for the 
educational assistance of their daughters or sons. 
r Full information and forms of application are available, on 
^request, from the secretary, Epsom College, Surrey. 


The Ministry of Health has appealed to hospital boards and 
management committees to start National Savings groups and to 
increase the activities of those in existence. Information can be 
obtained from the local Assistant Commissioner for National Savings, 
whose district office address can be obtained from the telephone 
directory under “ National Savings Movement.” 


Preparations and Appliances 


“PERSPEX” OXYGEN TENTS 

Dr. G. M. Komrower, visiting paediatrician. Royal Manchester 
Children’s Hospital, writes : Considerable effort has been made 
in recent years to improve oxygen therapy, but not many effi- 
cient and cheap appliances that can be used for neonates and 
infants have been produced. With the assistance of Peak 
Plastics, of Manchester, 1 have evolved two types of perspex 
oxygen tents. The first (Fig. 1), which is a total cover. 



Tig. 1 — "Total co\cr" t>pe of ox>gen tent. 


measures 26 by 141 by 111 in. (66 by 36.8 by 28.5 cm.) and 
has been found most useful for premature and newborn infants. 
The second type (Fig. 2) covers the head and shoulders and 
has a skirt attached around the opening (E) to minimize oxygen 
loss. This type is made in two sizes, the larger measuring 



Fig. 2. — Bell-tent type. 
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24 in. (61 cm.) in diameter by 121 in. (31.5 cm.) in height, and 
the smaller 181 in. (47 cm.) in diameter by 11 in. (27.5 cm.) in 
height. The tents are blown ; this eliminates any riveting, and 
consequently they are inexpensive, unbreakable, and easy to 
wash and keep clean. 

We find that an oxygen concentration of 40% can be 
achieved by running at 4 litres a minute for 30 minutes and then 
reducing' to 2 litres (oxygen inlet D). 

As perspex is a poor conductor of heat, the cot should first 
be heated by an electric pad or hot bottles and the tempera- 
.ture then maintained by the latter if necessary. In this way 
it should be possible to avoid the simultaneous use of oxygen 
and an electrical appliance, and thus the danger of explosion 
should be averted. The oxygen can be used direct from a 
cylinder or passed through coils which are surrounded by ice, 
and if a high humidity is required it could be bubbled through 
a water-bottle. Excess humidity can be dealt with in one of 
two ways: (1) opening outlet A and blowing oxygen through 
quickly for 10 minutes, or (2) the use of soda lime in con- 
tainer B. This will deal also with any possible increase in 
concentration of carbon dioxide. 

The great advantages of the tents are : (1) the excellent view 
one obtains of the infant ; (2) they are easy to handle, and 
can be disinfected with “ dettol ’’ solution, weak potassium 
permanganate, or mercuric iodide solutions ; (3) they are very 
durable and cannot be damaged easily ; and (4) they are very 
light and can be removed without any effort by the handles (C). 
It is suggested that the “ total cover ” tents be mainly reserved 
for premature and neonate infants, the smaller bell-tent for 
infants up to 10 lb. (22 kg.), and the larger for infants up to 
16-17 lb. (35-37 kg.). 


Nova et Vetera 


THE MEDICINE OF MACROBIUS 

The number of authors who attain immortality at second hand 
because their names have been mentioned by better writers is 
large. One of these unread immortals is Ambrosius Theodosius 
Macrobius. It is certainly a good mouth-filling name, but that 
would not have saved him. Macrobius, tout court, is read every 
year by thousands because it occurs twice in Boswell's Life of 
Johnson (see Powell’s revision of Hill’s edition, Oxford, 1934, 
vol. 1, p. 59 ; vol. 3, p. 25). Johnson surprised his teachers 
when he came up to Oxford as a lad by quoting Macrobius, and 
Boswell many years later quoted Macrobius to the doctor. We 
are not told what passage Johnson quoted to the Oxford dons, 
but may be sure it was not the one Boswell quoted, which the 
chaste editors of Boswell left in the obscurity of a learned 
language. Macrobius was edited by a learned German in the 
middle of last century ( Macrobii Ambrosii Theodosii, Opera 
quae supersunt, ed. Ludovicus Janus. 2 vols. QuedUngburg 
d Leipzig, 1852), and embedded in much dullness one finds 
mething of medical or at least physiological interest. 

~ Historians of literature have not much to say of Macrobius. 
He was apparently a contemporary of the great Augustine of 
H'Ppo, and he may have been a very important person — a man 
of the same imposing name certainly was — but the case is made 
doubtful by the fact that to be a high imperial officer at that 
time it would have been necessary to be a professing Christian, 
and nothing in Macrobius’s writings suggests that he was a 
Christian. It is probable that Macrobius, like Augustine, was 
a North African, and certain that, unlike Augustine, he was a 
good Greek scholar. The first volume of von Jan’s edition may 
be left to philologists. 

The second volume, containing the Saturnalia, is much better 
reading for an amateur. The plan is that a party of friends shall 
pass the Satumalian public holidays as what the British Broad- 
casting Corporation would call a Brains Trust, discussing ques- 
tions of general interest. Since Plato’s day it was a favourite 
scheme, and, although schoolmasters would not think much of 
Macrobius’s Infinity, he carries out the plan with a good deal 
more vivacity than Cicero showed. He gets on good terms with 


the reader quite early. When ■ the friends arc assembled a 
visitor is announced who is not pleased to find a party and says 
rather cattishly that he hopes he is not intruding on some secret 
meeting. Thereon one of the party remarks that certainly 
there are no secrets and, indeed, that he follows the rule Sic 
loquendum est cum hominibus, tanquam dii aiidiant; sit 
loquendum cum diis, tanquam homines aiidiant. This may bs 
borrowed, but the learned editor does not say so ; anyhow, ii 
is a good phrase. The party then settles down to an account o! 
the origin of the Saturnalia and other archaeological and philo 
logical matters, and next (after dinner, by the way) to the good 
ness or badness of jokes. Some of the jokes do not seem ver j 
funny, but the learned editor docs now and then introduce s 
note of unconscious humour. One of the jokes is the story o 
Augustus, who, seeing a young man in Rome much like him 
said : “ Was your mother ever in Rome ? ” and received thi 
reply, “ No, Caesar, but my father often was.” The editor ha 
a footnote pointing out that this was an aspersion on fin 
legitimacy of the emperor. Eventually the brains _ trus 
settles down to medical or physiological questions ; it is thi 
part — from chapter 4 of the seventh book to the end — whic 
has medical interest. The radio doctor is Disarius, a Greel 
who is treated with that mixture of respect and faint mocker 
which is in the Roman tradition. 

The first question proposed is whether a simple or a comple 
diet is the more hygienic. The doctor leads off with a plea ft 
simplicity ; he remarks that cattle fed on simple diet are muc 
healthier than human beings, but those fattened on mash (offt 
compositac ) do suffer from diseases. Then no doctor wou 
give a patient in a fever anything but a simple diet. Agar 
everybody knows that mixing drinks is unsound. 

These are matters of observation, but scientific reasonir 
leads to the same conclusion. There are four stages of digestif 
(we should say assimilation) — the coction in the stomach, tl 
change into blood by the liver, changes in and transport by tl 
blood vessels to the tissues, and, finally, assimilation by i 
tissues. But if the stomach has to deal with' a great variety 
foodstuffs, some needing more, some less coction, there is like 
to be more trouble than when the diet is simple: the wro 
ingredients may reach the tissues and the result may be humoi 
changes which produce gout and rheumatism. 

This exposition (of course it is much longer than this abstra 
is well received, but another member of the brains tru 
Eustathius, is urged to try his hand as a critic. He scores 
bull’s-eye with his first shot by reminding Disarius that 1 
so-hygienic sheep and cattle live shorter lives than men, a 
that according to Homer some pestilences which destroy 
men began in cattle. (The authority of Homer or Virgil v 
as formidable a weapon in such debates as a quotation fr< 
Marx or Lenin in modern communist circles.) Also, is 1 
diet of herbivora so very simple ? Are not the pastures 
different fields very different ? 

Warming to his work, Eustathius points out that man is 
highly complex animal and surely needs a complex diet, tl 
eating the food one enjoys favours coction. Gluttony is alwi 
wrong, but a glutton can stuff himself- with olives alone 
cabbage alone. If variety is bad, what about medical preset 
tions 7 Eustathius evidently has the majority with him, £ 
Disarius tactfully congratulates him on his knowledge 
medical dialectic and adds: “Whoever wishes to choose 
right path let him learn from practice ; what will be good 
health, experience will decide (Qui volet eligere sequenda us 
consulat, et quid sit utilius sanitati experientia docebit)." 

The brains trust dealt with many dietetic problems, some 
which are mysterious. Thus Disarius is invited to explain v 
minced meat is difficult to digest. He does not dispute the f 
but attributes it to the propensity of finely divided food to p 
into the semi-fluid contents of the stomach and so to esc 
contact with the wall of the stomach, the heat of which p 
motes digestion. The explanation is not satisfying, but one \ 
remembers, minced chicken as a diet for invalids might disp 
the fact the doctor attempted to explain. However, Disarius r 
have been right ; in these days of austerity in England m 
meat dishes with pleasant names are — mince. But the meat 
through the mincing machine is hardly of the quality of 
meat minced for invalids in nursing-homes of long ago. 

Major Greenwooi 


May 2S, 1949 


CORRESPONDENCE 


British 

Medical Journal 


955 


Correspondence 


Treatment of Basal-cell Carcinoma 

Sir, — I must quarrel with Sir Cecil Wakeley and Mr. Peter 
Childs’s treatment (April 30, p. 737) of basal-cell carcinoma. 
Their assertion that “ there should be no recurrence with 
adequate surgical excision ” is fair enough, and, indeed, pro- 
viding sufficient emphasis is made on the word adequate, it is 
true in the case of malignant disease anywhere, no matter how 
advanced. Having gone so far, I am surprised they go on to 
say, “ In almost all cases rodent ulcers may be treated in the 
out-patient department under local analgesia.” This, of course, 
is not adequate treatment of a basal-cell lesion, and if this 
advice were faithfully followed the recurrence rate would shoot 
up from 5% (following radiotherapy) to something well over 
50%. 

The majority of rodent ulcers occur on the skin of the face 
— the inner canthus, eyelids, ear, and nose being particularly 
common sites. The “adequate" surgical excision of such 
lesions is very often mutilating, and most surgeons, quite 
naturally, tend to preserve as much normal tissue as possible 
for cosmetic reasons. Inevitably a few cells will be left behind 
in quite .a fair percentage of cases, and the lesion recurs or, 
more accurately, residual cells continue to grow and divide. 

Sir Cecil Wakeley and Mr. Childs state, “ Only rarely need 
a patient be condemned to irradiation on account of poor 
health." In actual fact radiotherapy is a first-class treatment 
for practically all basal-cell carcinomata, and the only excep- 
tions are those lesions which occur in sites which are particu- 
larly sensitive to irradiation, such as the foot, and also those 
lesions which recur after irradiation. The great majority of 
the lesions can be treated by a simple, single 15-minute expo- 
sure of x-irradiation. Seldom does depth of penetration of the 
lesion interfere with effective radiotherapy, and cure is not 
uncommon even in those quite inoperable lesions, now happily 
rare, of very many years’ duration which have extensively 
destroyed normal tissues. The cosmetic results following 
radiotherapy are excellent on the whole, and in many cases it 
is not easy to detect the treated skin. Gross skin damage due 
to irradiation is uncommon except in the case of those exten- 
sive recurrences, previously irradiated and beyond surgery, 
which inevitably have to be re-irradiated. - 

Finally, I think it is true to say that from the treatment point 
of view there has in the past twenty years been a steady and 
impressive improvement in the malignant situation in several 
sites, and I think this is more due to improvements in radio- 
therapy techniques than anything else. It is a fact that only 
5% of basal-cell carcinomata recur following good radiotherapy, 
and I maintain that this is a real achievement. To return to the 
days of excision under local analgesia in out-patient depart- 
ments would be a step backwards. — I am, etc., 

Hun. Kenneth W. Beetham. 

Cow's Milk and Tuberculosis 

Sir, — Agriculture, the journal of the Ministry of Agriculture, 
in its number for May, 1949, gives the following corroborative 
evidence of the danger of infection from cow’s milk. Under 
the heading, “ Farming Affairs — Whey-fed Pigs,” it says : 

“ The incidence of tuberculosis in pigs fed on whey is high, 
and in such pigs the disease is often acute. Consequently, the 
carcases of pigs fed on whey are more frequently condemned on 
account of tuberculous infection than those of other pigs. To guard 
against this danger, all whey should be boiled before it is fed to 
pigs.” 

— I am, etc., 

Winchester. 'V. E. C. Lunn-Rockcliffe. 

An Unfortunate Precedent 

Sir, — The profession, for good or for ill, has chosen the 
path of socialization and planning. Instead of a natural spon- 
taneous growth, with extension here or recession there in con- 
formity with the strains and stresses of supply and demand — 
cause and effect — there has been substituted a central control 


to take over these functions. This central control has to try to 
foresee and to provide for every professional activity and 
contingency, small and large, imminent or remote. 

Previously a professional man’s reputation depended upon 
ability, industry, personality, opportunity, and luck. Now it 
will depend not inconsiderably upon the organized plans and 
dictates of authority. However omniscient, omnipotent, and 
benevolent the central authority may be, it remains the central 
authority ; and so long as its decisions and opinions rule and 
organize medicine the profession will have lost its freedom. 

These are the reasons basically for the present variously 
expressed reactions against the Committee for Distinction 
Awards. But the profession has, by and large, voted for this 
regime or regimen, and it must swallow the dose and like it. It 
has substituted political expediency for scientific principles, and 
will leam only by long and bitter experience that the change is 
scientifically and professionally for the worse. — I am, etc., 

London, w.t. Geoffrey Bourne. 

Sm, — The letter from the eight distinguished physicians who 
are Censors or other officials of the Royal College of Physicians 
would not deceive a politically immature rabbit, and should 
not bamboozle a single licentiate of the College. It is really a 
defence of presidential infallibility. Lord Moran’s personal 
integrity has not been attacked, but the idea of the Awards 
Committee as such, and of his chairmanship, is open to exami- 
nation in the light of history’ and of common sense. I will 
certainly defend the President’s personal integrity, industry, or 
administrative ability, but I will not defend his slews on the 
Health Service, his relation to the Government, or the relation 
of the College to the Government 

The centralized grading of the medical profession is non- 
sense. The language and methods of the cattle market or of 
Cruft’s have no place in a liberal profession, whatever the 
integrity, intelligence, or ability of the graders, or their capa- 
city to weigh evidence. How is it possible to equate the claims 
of the teacher, the research worker, the writer, the originator, 
the thinker, the administrator, the clinician, and the artist? 
Are we to breed for beef or for brain, for quietness in harness 
or for originality ? It would take the wisdom of Solomon to 
arrive at anything more than the roughest and readiest of 
answers. The Censors’ comment on this grading is that it is 
a “ novel idea,” though the phraseology suggests the lucky dip 
or the Christmas cracker. But at least the “ novel idea ” was 
sponsored by Lord Moran, and Lord Moran becomes the first 
chairman of the Awards Committee at a salary of three 
thousand guineas for the first year. 

The history of the Royal College of Physicians is largely a 
history of medical monopoly and patronage. As long as these 
things are safe, the rest can go haDg. UDder the Health Act the 
monopoly instinct of the College is fused with the monopoly- 
loving instinct of a politicai phiiosophy. The infallibility of 
the President is, however, now subject to the still greater infalli- 
bility of the Minister. The College has proved a great conveni- 
ence to the nationalizers of medicine, but it has taken good 
care to establish control over consultants through the State 
monopoly of the hospitals. Sir Henry Halford was, as you 
point out, the longest in office as President, with 25 years to 
his credit. George TV was certainly a man who knew his way 
about town, and this is how he wrote to Sir Henry : 

"The King sends his kind regards to Sir Henry Halford and 
acquaints him that it is the King’s intention to take an opportunity 
of appointing Dr. Southey, one of his pbysidans-m-ordinajy, in the 
room of Sir William Knighton, who has desired, from the heavy 
pressure of bis other sitoation, to retire from the responsibility of 
this. 

“The King would have been glad if Dr. Southey had been a 
graduate of either of the English universities, and the King wishes 
that Sir Henry would supply this deficiency by making him a fellow 
of the College. The King mentions this as a continuation of the 
same feeling, which induced him on a former occasion to stale to 
Sir Henry that the President of the College of Physicians should in 
future, for the time being, always be a physirian-in-ordinary to the 
King. 

“The King desires to express how sensibly he feels Sir Henry’s 
constant attention, and the benefit which the King at all time derives 
from his great judgment and skill in his profession.” 
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Dr. Southey received a Fellowship a few weeks, later and 
shortly afterwards became;'physician-in-ordinary to George IV. 
The Royal Family soon got tired of having Presidents as heredi- 
tary physicians-in-ordinary,'and the arrangement was cancelled. 

The clue to the Censors’ letter is contained in the statement 
that Lord Moran would be the first to admit how much he 
owed “ to the sympathetic attitude of the Minister of Health." 
This statement suggests that the Minister is already a likely 
candidate for canonization by the College. Supposing the Col- 
lege had been asked to work out a design for patronage under 
the Health Act, how better could it have achieved this than 
by making the President the chairman of a Distinction Awards 
Committee ? It is ridiculous to expect that the College will 
suddenly abandon its pretension to medical monopoly or to 
the exercise of its patronage. It is ridiculous to expect that 
Presidents will not be biased in favour of their own Fellows. 
It is ridiculous to expect that candidates for honours will not 
refrain from criticism of Presidents if it is likely to diminish 
their chances. 

These criticisms are criticisms of the whole conception of the 
Awards Committee and the relations that now exist between the 
profession, the College, and the Slate. But they are not criti- 
cisms of Lord Moran’s personal integrity. The College is now 
an organ of Government, and its proper place is inside the 
Ministry of Health, which is already the home of the Awards 
Committee. The College has abandoned all pretence of moral 
leadership, and again, behind the plea of unity, it asks for 
support for the Awards Committee in exchange for College sup- 
port in getting more favourable terms for general practitioners. 
Perhaps we are not as green as the Censors think. At any 
moment I expect to get Captain Nye’s “noon wire" recom- 
mending Plastic Lad, Sycophant, and College Boy for the 
Summer Meeting, with Sheer Merit as an outsider. But 1 
shall keep my money till times are better. — I am, etc., 

London, W 1 REGINALD T. PaYNE. 


Statistics and Health Education 

f 

Sir, — I must have expressed myself very badly, for Dr. W. 
Hartston (May 14, p. 866) has completely missed the point of 
my letter (April 16, p. 680). Of course all our schemes must 
be based on a knowledge of the facts — the wider the better — 
but what I am concerned with is the usefulness of the facts. 
Small boys collect numbers — of motor-cars or Tailway engines 
— and Government departments collect numbers — of everything 
they can think of. (In fairness to small boys it should be 
added that they only waste their own time and do not pretend 
that the results are of national importance.) The real question 
is. Are the most useful facts being collected ? 

Suppose the Ministry of National Insurance were concerned 
with the prevention of road accidents. According to their 
present method they would begin by collecting statistics as to 
the causes of death — fractured skull, crushed thorax, shock, etc. 
7~fP T . proceed to devise means of preventing each 

individual injury. We might then see each bus passenger com- 
pelled to don a crash helmet and, indeed, a complete suit of 
wf>e ” ( ^ c ste< 4 situation permitted. Meanwhile there 
u have been no baffle lights, no warning signs, no cambered 
and no attention to brakes. Fortunately, Sir, the pre- 
’ , . roaci accidents has been tackled by intelligent, if 

m ! at Ine ffective, l ay people, or the position would be 
much worse than it is. 

^‘ r L ' vby . should *ot the same method that is used to 
road accidents be applied, but with much more vigour, 
nn-ve lll ”£ ss . 7 Lam far from belittling the results which 
the mm o medtcme . h as achieved, though I do sometimes regret 
bene ? Z T Ci ' Wbich the - v 3 re put forward. How much 

Or if oW- f - e ' Ve 1 P e ople get influenza instead of malaria 1 
crease mhn!. 1 decrease in scurvy and a marked in- 

from rind v, ° , 1 e ! une 7 We a >'n at keeping people free 
& ml , '-Z eV . Cr the P a rbolo 0 i4 condition pro- 
h _ f? c a . im „ at keeping them free from disease, 
whatever form' it takes ? ’ 

Now this involves a knowledge of why people net ill at all 

« 0p rT d t0 what articular «ta«s they get Have we that 
T Sfint? , EVery t, 8eneraI Practitioner could 
Hatton of cases where the strains and stresses which a 
patient has endured before he became ill have been a major 


factor in producing that illness, but, as I said before, general 
practitioners arc not-giv.cn- enough time to think. If a few of 
them were given time for research they could produce enough 
evidence to revolutionize our approach to preventive medicine. 
But would it 7 Dr, Hartston suggests that it would “get us no 
further than to convert this crime de la crime of G.P.s into 
clinical specialists or social statisticians ” — in other words that 
whatever evidence they produced nobody would take any notice 
of it. Critical as I sometimes am of my colleagues in the public 
health field, I cannot but believe that on this occasion Dr. Hart- 
ston is doing them an injustice. 

On another aspect of health education Dr. Hartston has 
completely — and perhaps wisely — evaded my question about 
the “lumbagos,” but in his original suggestion he has raised 
an issue which cannot be evaded. If he starts “calling all 
lumbagos ” from Luxembourg— or any similar propaganda to 
the sick — what about the G.M.C. ? Now that body, which 
exists for the protection of the public, is displaying horse sense 
when it objects to treatment in absentia, for every patient is 
different from every other, and the doctor who has not seen 
the patient cannot treat him properly. Many of us must have 
wondered how some of our public health confreres have got 
away with it so far. One can only assume that the G.M.C. 
has hitherto regarded them as well meaning and relatively 
harmless people, but if they are to start radio propaganda in 
this way, can the blind eye be turned on them much longer? 
—I am, etc., 

Bail Ho3ihl>, Sussex. E- GRAY. 


Malaria Prophylaxis with Proguanil 

Sir, — T he recent correspondence in the Journal regarding 
the occurrence of malaria in persons on prophylactic proguanil 
makes the case reported here one of some interest. 

Both Dr. E. S. Walls (July 24, 1948, p. 225) and Dr. A. M. 
Best (Feb, 19, p. 324) report attacks of falciparum malaria in 
persons taking more than 0.1 g. of proguanil every other day, 
and both advise 0.1 g. daily as a prophylactic. The Colonial 
Medical Research Committee implements this advice in their 
recommendations {Journal, April 2, p. 585). The following 
case records a break-through of falciparum malaria in an 
expatriate taking 0.1 g. daily of proguanil as a prophylactic 
in an area in which falciparum malaria is endemic, 

A European nursing sister had had several mild attacks of a fever 
of short duration. The fever was accompanied by headache, back- 
ache, and nausea, and characterized by a leucopenia, urobilino- 
genuria, and the presence of Turk cells in the thin films. No malaria 
parasites were found in thick blood films taken during the attacks, 
and in the absence of a definite parasitaemia the dengue group of 
fevers was considered as a probable cause of the pyrexia. Subse- 
quent to the last pyrexial attack she had increased her dose of 
proguanil to 0.2 g. daily and had continued this for_ eight days, 
reverting to 0.1 g. daily thereafter. Thirty days after this attack she 
had an evening temperature of 101° F. (38.3° C.), and a thick 
blood film taken at this stage showed from 2-20 parasites in every 
microscopical field. All’ the parasites were young ring forms 
(trophozoites). The thin film showed some red cells containing twe 
and three parasites per cell, parasites with double chromatin dots 
and accold forms. The film was typical of an acute faidparum 
infection commonly seen in children in this area. The white blood 
count was 3,800 per cm, and the urine gave a strongly positive 
test for urobilinogen. Treatment with increased proguanil and 
mepacrine aborted the attack, and the temperature became normal 
the following day, and has remained normal up to the time ol 
writing. Gametocytes appeared in the blood on the fourteenth da) 
after the commencement of the attack. 

Since her arrival in the country nine months ago the sister 
had been taking 0.1 g. of proguanil regularly daily. She admits 
to having missed an occasional tablet, but states that at the 
maximum this did not amount to more than one a week, and 
usually was much less than this. It would appear in this case 
that a daily dose of 0.1 g. of proguanil was not sufficient tc 
prevent the break-through of falciparum malaria. 

We are indebted to the D.M.S., Nigeria, for permission to publisl 
this account. 


— We are, etc., 

Uzuafcotf, 5.E. Nigeria. 


Frank Davey. 
Michael Smith. 
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Princess Tsahai Memorial Hospital 

Sir. — May, I beg the hospitality of your valuable columns to 
announce a reception at the Cora Hotel, Upper Woburn Place, 
W.C.l, on June 16, from 3 to 5 p.m., to welcome Lord Winster, 
the chairman of the Memorial Hospital council, on his return 
from Cyprus, and General Cottam, who has just concluded 
seven years’ magnificent service as head of the British military 
mission to Ethiopia ? His Excellency, Ato Abeba Retta, the 
Ethiopian Minister in London, has kindly consented to be 
present. Brigadier G. S. Parkinson will preside, and Dame 
Irene Vanbrugh, Lord Amulree, and Mr. Hermon Ould will 
speak. 

I should be pleased to send invitations to the reception on 
application by your readers, so far as accommodation permits. 
More than half the equipment for the Memorial Hospital (built 
in Addis Ababa by British subscriptions as a tribute of friend- 
ship to a gallant ally) has now been shipped from this country, 
and other goods will shortly sail. But the full target has not 
. yet been reached ; further purchases to make possible the open- 
ing of the hospital must still be made. Donations should be 
drawn in favour of the Princess Tsahai Memorial Hospital Fund 
and addressed to the honorary treasurers, Lord Horder and 
Lord Amulree, c/o Messrs. Gould & Prideaux, 88, Bishopsgate, 
London, E.C.2. — I am, etc., 

E. Sylvia Pankhurst, 

3, Chartcris Road. Honorary Secretary. 

Wood ftiM. Essex. Princess Tsahai Memorial Hospital. 

Carare-modified E.C.T. 

Sir, — Drs. P. D. W. Shepherd and D. C. Watt (April 30, 
p. 752) give an excellent account of their technique for curare- 
modified E.C.T. I have had very little experience of E.C.T. 
in any form, but as an anaesthetist I feel that some comment is 
required on their method of induction and recovery. 

The rapid intravenous injection, all in one syringe, of 
atropine, curare, and thiopentone is not to be recommended 
and sooner or later will lead to complications. They should 
be given in separate syringes : this gives a little more 'time for 
the atropine to develop its maximum effect (drying of secretions, 
etc.), and also enables a small test dose of curare (3-5 mg.) 
to be given without its effect, if any, being blurred by the 
accompanying thiopentone. After a pause of 1-2 minutes the 
remainder of the curare is given and immediately followed by 
the thiopentone — as recommended by Gray (Ann. roy. Coll. 
Surg. Engl.. 1947, 1, 191). 

The use of an artificial airway should rarely be necessary. 
In most cases, and with a little practice, the airway of a 
dualized patient can be adequately maintained by holding the 
jaw forward, combined with gentle insufflation of oxygen : the 
slightly increased pressure of oxygen does, of itself, tend to 
push past a drooping tongue. The insertion of an artificial 
airway into a curarized patient who has had very little anaes- 
thetic drug (e.g., 0.2 g. of thiopentone) can lead to regurgitation 
of stomach contents, or partial laryngeal spasm — rare occur- 
rences, but not to be forgotten. 

Finally, I should like to suggest more frequent resort to 
neostigmine: 2.5 mg. and 1/100 gr. (0.65 mg.) of atropine 
given as soon as the fit is completed neutralize the major portion 
of the curare in two minutes. To the best of our knowledge 
neostigmine has no toxic effects given in this way, and the 
early restoration of the patient’s reflexes reduces the amount 
of supervision required per patient. — I am, etc., 

Liverpool E. H. WlNTEREOTTOM. 

Sir. — We have read with great interest the article on curare- 
modified electric convulsion therapy by Drs. Peter D. W. 
Shepherd and David C. Watt (April 30, p. 752). After con- 
siderable experience of the method we are convinced of its 
value, but would like to join issue with Drs. Shepherd and 
• Watt on several points in their article. 

V Like them, we originally based our technique on that 
described by Hobson and Prescott, but, unlike them, we have 
found it advantageous to use doses of curare somewhat smaller 
rather than larger than those advocated by them. The object 
of the curare is to soften rather than to abolish the convulsion, 
and only in very rare cases is any advantage gained by the 
complete abolition of muscular activity. It seems to us that 
the larger dosage renders the treatment unnecessarily time- 


consuming and hazardous, and in unskilled hands may bring 
a valuable method into disrepute. 

We have found the majority of cases could be adequately 
controlled by doses of 12 to 20 mg. of d-tubocu ratine, and only 
in the case of very muscular individuals, active tuberculosis, or 
recent fracture did We consider it necessary to use larger doses. 
It has not been our experience that patients treated with these 
small doses are prone to develop troublesome laryngeal spasm. 

With such doses of curare spontaneous respiration returns 
rapidly, and the patients can be left in charge of a trained 
nurse after a very short period of time. In this connexion we 
would also suggest that neostigmine or some similar preparation 
should be administered if there is any delay in the return of 
spontaneous respiration. The authors appear to have had it 
available but not to have used it. 

It has been our practice to give doses of atropine intra- 
muscularly from three-quarters to one hour before treatment 
is given. We have formed the opinion that the drying effect of 
the atropine is much more pronounced if it is given in this way 
than when combined with the curare and thiopentone injections. 

In conclusion we should like to join with Drs. Shepherd and 
Watt in emphasizing the absolute necessity of having some 
suitable oxygen resuscitation apparatus available before the 
treatment is undertaken. This apparatus may be of the very 
simplest type, consisting of a face-piece and reservoir bag con- 
nected to the oxygen cylinder by a simple length of pressure 
tubing. — We are, etc., 

V. O. McCormick. 

Dubhn J. N. P. Moore. 

Living Anatomy 

Sir, — I apologize to my professorial colleague at Aberdeen 
for my temporary amaurosis (v. letter in the Journal of 
April 30, p. 778). I can only plead the recent acquirement of 
my first pair of bifocal spectacles — which I paid for. Would 
that I had waited six months for the free N.H.S. pair. Mea 
culpa . — I am, etc., 

Cambridsc. H. A. HARRIS. 

Spermatolysis 

Sir. — The article by Dr. Cafer Yildiran on spermatolysis 
(April 2, p. 575) raises several questions before one can accept 
the author’s statement that this phenomenon alone was the 
cause of the sterility. There is no indication in the article that 
the wife was investigated, or that a Sim’s post-coital test had 
been undertaken. 

If his theory is correct, then lysis should take place in the 
vagina. Has this been investigated 7 Otherwise (since in the 
clinical notes the semen is reported as normal at the beginning 
of the investigation) clearly there is a possibility that such 
normal spermatozoa can escape into the uterus away from the 
lysin and so escape disintegration. 

It would be interesting to know what the invasion qualities 
of such sperm were when tested by the Harvey method against 
known normal cervical mucus. It is rather dangerous to suggest 
that this factor (admittedly a new and interesting factor) may be 
the cause of sterility in the absence of any evidence that the 
wife was at faulL In any case, even on the evidence presented, 
it seems difficult to accept this theory altogether, since, after all, 
it is the spermatozoa and not the surrounding seminal fluid 
which enters the uterus, and there is no evidence to suggest 
that the sperm could not do this immediately after being passed. 
■Much more evidence would be required before spermatolysis 
could be accepted as the sole cause of sterility in these cases. — 
I am, etc., 

Mancbcsta. BERNARD SANDLER. 

Idiosyncrasy to Amethocaine Hydrochloride 

Sir, — The recent correspondence on anaesthesia for broncho- 
scopy left the impression that there was little danger from 
amethocaine hydrochloride, provided the dosage was reason- 
able. This was not in agreement with my experience in four 
cases showing toxic signs, as the dosage in these cases had been 
normal. And this week it was driven home to me forcibly that 
idiosyncrasy, not overdosage, is the danger. 

A young woman sucked a 1-mg. “ nupercaine ” lozenge 
before laryngeal examination. As she was uncooperative, this 
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was supplemented by two puffs from a fine de Velbis spray 
containing 2% amethocaine hydrochioride. Five minutes later 
she had a convulsion, and two minutes later a further con- 
vulsion was checked by intravenous thiopentone. Her conditjon 
remained alarming for a further 20 minutes. 

The total dosage of amethocaine or its equivalent in this case 
was less than 10 mg. — i,e., less than 0.5 ml. of a 2% solution. 
The standard “ decicain ” lozenge contains 70 mg. of ametho- 
caine hydrochloride, the equivalent of 3.5 mi. of 2% solution. 

I think it is worth reiterating that any time amethocaine is 
used, whatever the dosage, a syringe and thiopentone should be 
ready for immediate use.— I am, etc., 

Market Drayton, Salon. A. CLARK PENMAN. 


Pressure Cooking 

StR,~-In reading Dr. A. Orley’s letter (May 7, p. 822) on the 
subject of pressure cooking, there appears to be an error of 
judgment. The supposed evils (post-prandial leucocytosis) of 
pressure cooking are surely applicable to all cooking. Dr. 
Orley states that “food has to be heated above 83°-87° C„ 
according to the kind of food.” These temperatures are 
approximately those of simmering in normal cooking. The 
boiling and baking of foods, for which much higher tempera- 
tures (up to 260° C.) are used, must on his reasoning result 
in a perpetual state of post-prandial leucocytosis for the 
majority of the population. Few people consume raw food 
with all their meals. — I am, etc., 

G. H. Donald. 


H 11 in Malignant Disease 

Sir, — T he appearance in the Intelligence Digest of April l 
of an account of the H 1 1 treatment of cancer has brought 
to a head a doubt that has been chronically festering in my 
mind since the publication. (Journal. Oct, (6, 1948, p. 70t) 
of the report on this subject by the Medical Research Council 
— shortly followed by further data from the Hosa Laboratories 
which could not be answered on the basis of the Medical 
Research Council’s conclusions. 

What angers me is not any conflict between the views of the 
M R C. and any personal views of myself, for I have none ; 
it is that the Council, in what should have been one of the most 
important investigations it has undertaken, should so signally 
have failed to perform that one function which is the sine qua 
non of such a report — namely, the resolution of doubt. It is 
both ludicrous and outrageous that a body, performing only the 
function for which it was created, should be guilty of such, a 
defection that neither the inquiring practitioner nor the fer- 
vently hopeful relative can feel that his mind has been put at 
ease by a final and lasting opinion. 

It requires but one proved cure of a proved case of cancer 
by H 11 to necessitate an exhaustive ciinical and biochemical 
investigation of its properties, and I have met no one who 
shares with the investigator appointed by the M.R.C. her con- 
fidence in the felicity of conclusions drawn from a superficial 
examination of a small and random selection of cases. 

The decision must be made one way or the other ; it must 
e shown beyond further question which of the parties is 
right. The present situation is intolerable. — I am, etc., 

. ,, „ Thomas Barrie, 

BA0R Cap!.. R.A.M.C. 


Pain in Childbirth 

l ^ ave k° en very interested in the numerous letter: 
pubiis}- -d m recent weeks about analgesia in labour. Liki 
r. Mary Herford (April 9, p. 634), I am a woman doctor wit! 
st f a!i children. aRd I too gave much thought to muscli 
control and relaxation during the process of labour. 

My first confinement proved very painful after the first fev 
Uours, because there was scarcely any pause between painfu 
contractions I was more than grateful for the application o 
, ' °ung-Simpson inhaler, which gave me complete relief 
l was able to continue for a further five hours with no opera 
tne assistance other than double episiotomy, in spite of the fac 
that the baby weighed 9* lb. (4.3 kg.) and was persistent oecipito 
pos tenor. 

The second confinement was naturally much more easy 
was able to relax during the contractions up to a point, bu 


again found I needed some relief. Crushing chloroform cap 
sules gave some relief, but usually too late — their full effee 
coming on after the contraction had ceased. The Young- 
Simpson inhaler then proved perfect. The minute the pain 
becomes severe enough to cause deep breathing, the anaesthetic 
of choice (chloroform in my case) comes over, but as breathing 
becomes normal the inhalation of anaesthetic ceases and pare 
air is drawn in. The degree of pain controls the amount of 
anaesthetic. The result is perfect analgesia with rapid return ' 
to normality afterwards. If for any reason anaesthesia is 
required, all that is needed is adjustment of the valve by the 
professional attendant. On both occasions the Young-Simpson 
inhaler afforded me complete relief with no subsequent ill effects 
on myself or the infant. 

From observation of patients in the labour ward and from my 
own experience and that of my friends I believe labour can be 
very painfu) in a great proportion of women. Understanding 
of the mechanism of labour, muscle control, and relaxation 
reduce the pain considerably, but when analgesia is desired, as 
is so often the case, 1 can think of nothing more simple for the ( 
attendant and more effective for the mother than this inhaler. 
Like Dr. Caiger Smith (April 9, p. 637), 1 cannot think why it is 
not in more general use. I am sure every mother who has used 
it would agree with me. — I am, etc., 

Cardiff. Doreen H. Annear. 

Continuous Irrigation in Prostatectomy 

Sm, — The account by Mr. A. Wilfrid Adams of “a third 
ureter” in prostatectomy (May 7, p. 809) leads me to describe 
the use of a double catheter for continuous bladder irrigation 
following any method of “ closed prostatectomy." The reasons 
which led to the use of this method are those described by Mr. 
Adams; and, as a registrar, these post-operative troubles of 
bleeding and catheter blockage have concerned me rather 
closely. I am aware that the method is not a new one. 

It consists of using a Foley catheter (for want of any other two- 
way drain), which is passed through the penis and then has the bag 
cut so that fluid can pass through the smaller rube into the bladder 
and out via the large passage. The end of the catheter is cut off 
obliquely towards the two small holes, and two lateral holes are also 
cut toward the end, so that one or other will not be blocked by 
lying on mucosa. The catheter can be re-used by " railroading " it 
through the penis attached to an ordinary catheter. 

At the end of the operation the usual precautions are taken to see 
that the tube is draining well, citrate- is left in the bladder, and as 
soon as the patient is returned to the ward the small tube is con- 
nected to an ordinary transfusion set, using sodium citrate, and a 
continuous drip begun. The outlet tube is connected to a bedside 
bottle with a “ dripper ” attached, so that the nurses can see at a 
glance that all is well. 

The advantages of this method are that clotting does not take 
place in the bladder and there is no longer the ever-present 
anxiety of a blocked catheter ; the bladder is closed ; and the 
irrigation is really sterile — being a closed system requiring only- 
the changing of the citrate bottle, as in any intravenous 
therapy. The nursing staff, too, appreciate the saving of work 
and worry. 

There has been no difficulty in estimating the urinary output. 
Although the lumen of the large section of the Foley catheter 
is smaller than that of a similar single-bore catheter of equal 
outside diameter, it is more than compensated for by the fact 
that any blood present is kept liquid and is diluted by citrate 
and urine. The results have been, so far, most satisfactory. 

I would like to thank Mr. D. A. Abernefhy for his permission to 
use this method and write this letter. 

— I am, etc., 

oxford. H. D. Moore. 

Natural Childbirth and Sjmpatheticotonia 

Sir,— I n the leading article entitled “Natural Childbirth'’ 
(April 16, p. 669) you refer to the contention made by Dr. 
Grantly Dick Read (p. 651 of the same issue) that rigidity of 
the cervix is a consequence of sympatheticotonia, and you point 
out that “ not everyone will agree that this argument is correct 
on anatomical and physiological grounds." 

In this connexion the experiments reported last year by the 
Swiss obstetrician Sauter 1 are of considerable interest. He 
found that atropine administered to women in labour never 
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produced a relaxation of the cervix, but in 14 out of 16 cases 
increased the rigidity. Conversely, "prostigmin” caused 
relaxation in 12 out of 14 cases and no effect in the other two. 
Yohimbine likewise effected a relaxation. These findings 
undoubtedly strengthen Dr. Read’s argument. 

Sauter found, however, that atropine simultaneously raised 
the tone of the corpus uteri, vyhile prostigmin and yohimbine 
lowered it, and he concludes that the entire uterus is innervated 
both by' sympathetic and by parasympathetic fibres and that 
both segments respond similarly to changes in vegetative tone. 
He also objects, on anatomical and physiological grounds, to 
the comparison between the cervix of the uterus and the 
sphincters of the bladder and rectum. 

In ’another paper Sauter reports the effect of dihydro- 
ergotamine (a sympathicolytic agent devoid of the uterotonic 
action of ergotamtne) in 43 cases of cervical spasm. Relaxation 
of the cervix occurred in all cases, and the basal tone of the 
uterus was generally lowered, with a corresponding increase in 
amplitude. The response to oxytocic preparations remained 
unimpaired. 

There thus seem to be good experimental grounds for Dr. 
Read’s contention that cervical rigidity, and hence much of the 
pain - of childbirth, are the result of high sympathetic tone. 
Perhaps the sympathicolytic drugs wall turn out to be valuable 
not only for relieving true cervical spasm but also, in selected 
cases, for promoting “natural’ childbirth."— i. am. etc.. 

Baste. Switzerland. A. M. WOOLMAN. 

Refzrznces 

1 Scbtciz. med. IVschr.. 1948, 73, 512. 

* Ibid., 194S, 78, 475. 

Medical Journals for German Doctors 

Sm, — Grateful acknowledgment is made to those doctors 
whose names 1 have not had, but from whom journals, like 
sands of Pactolus, have descended on me. 

Letters and other parcels are being individually acknowledged. 
All parcels leave this month of May for medical schools of 
Germany and Austria, in the libraries of which they will be 
generally available. But all the schools — Freiburg, Gottingen, 
Berlin, Leipzig, etc. — are in need. The vacuum, in fact, is 
such that, should any doctor be in doubt as to where he may 
direct his aid, he may rest assured that, addressed to any of these 
university schools, journals would have much ado to stray. 

If, in sending gifts to Germany, doctors here will provide a 
clue to the donor they will confer upon brethren across the 
Rhine an added grace in enabling them to express their thanks. — 
I am, etc., 

London. S.XV.I - J. P. S. DuNN. 

POINTS FROM LETTERS 

Vertigo and Influenza 

Dr. H. S. Gaskell (Stowmarket, Suffolk) writes: I am surprised 
that Dr. Peter A. Walford (May 7, p. 821) should find anything 
unusual in vertigo as a symptom of influenza. Although I find it 
mentioned in few, if any, books, influenza is by far the most common 
cause of giddiness. In a p3per published in 1935 ( Practitioner . 134 , 
646) I mentioned that it was not recognizable in 1932-3 but was “ a 
constant feature ” in 1934-5. It has been a constant feature ever 
since. If a patient walks into the consulting-room holding on to 
the furniture and complaining of a pain in the back of his neck 
there is no need for the G.P. to spend much time on the diagnosis. A 
few years ago, when I had a mild attack, I was afraid that I should 
be had up by the police, as I could not walk straight from the 
patients’ houses to my car. 

Vaccine Lymph 

Mr. John C. Braybrook-Norman writes from the Pioneer Health 
Centre, Peckham: We have overcome the difficulty of expelling 
lymph from capillary tubes with an apparatus consisting of a smaU 
rubber bung the larger diameter of which is about 4 in. (1.25 cm.). 
Starting at the wider end, a hole is burned for three-quarters of the 
length of the bung. Haring chosen a piece of glass tubing to fit an 
available teat, one end is reduced to fit this hole. The glass tubing 
is cut off sufficiently long to allow for the teat to be affixed (total 
length about 1 in.). A slit is pierced with a Hagedom needle through 
the remaining solid end of the bung to meet the larger hole. In use, 
one end is snapped off the lymph capillary tube and the open end 
is pushed through the slit to meet the larger-bore hole. The slightest 
pressure on the teat is sufficient to expel the lymph, which is under 
control for the whole while. The adaptor may be sterilized complete 
or the parts treated separately. 


Obituary 


D. LLEWELYN WILLIAMS, C.BE., M.C., 

LL.D., FR.C-S.Ed., D.PJI. 

1 

Dr. Llewelyn Williams died at Liverpool on May 12 in his 
eightieth year. From 1920 until his retirement in 1935 he was 
a member of the Welsh Board of Health and the senior medical 
Officer of the Ministry of Health in Wales. He will be remem- 
bered as an administrator. The smooth running of the old 
National Health Insurance scheme in Wales was due in no small 
measure to his administrative skill, bis tactful diplomacy, and 
his unfailing good humour. He knew nearly every general 
Practitioner in Wales, and he travelled the length and breadth of 
the country, especially in the early years, and did much to 
smooth out the difficulties of the hard-pressed practitioner con- 
fronted with a mass of new regulations. 

David Llewelyn Williams was bom in 1870, the youngest 
Son of a Welsh Presbyterian minister. He was at school at 
Llandudno, and after some years as a pharmacist he entered 
Surgeons’ Hall, Edinburgh, in 1895. A brilliant student, he 
look every medal and prize in each class he attended, and quali- 
fied in 1900. He was a house-physician at the Edinburgh Royal 
Infirmary, and he took the F.P-.C.S.Ed. in 1904 and the D.P.H. 
it) 1905. After a period at Leith General and Fever Hospitals 
he was appointed medical officer of health for the borongh of 
Wrexham in 1905, and in the following year married Miss M. 
Price, of Rhyl. It was a happy marriage, and over forty years 
of comradeship ended only last year, when Mrs. Williams died. 
Ih 1907 Llewelyn Williams was appointed medical officer of 
health for the County of Denbigh, and was thus the first county 
medical officer in Wales. He did a great deal of pioneer public- 
health work in Denbighshire, and when the National Insurance 
Commission for Wales was formed in 1912 he was invited to 
join it as deputy medical officer. In Aupst, 1914, he raised 
the Hygiene Section of the 38th (Welsh) Division, serving in the 
F..A.M.C. with the rank of captain. For his gallantry at 
Mametz Wood he was awarded the M.C., and the President of 
tlie French Republic honoured him for his work for French 
civilians behind the lines by awarding him the Medaille des 
Epidemies and the Medaille de la Reconnaissance Francaise. 
Dr. Williams was a member of the University Court of the 
University of Wales for many years, and was vice-chairman of 
file Council of the Welsh National School of Medicine from 
its creation in 1930. The University conferred the honorary 
degree of LL.D. on him in 1947. He had also been associated 
with the Welsh National Memorial for the Prevention and 
Treatment of Tuberculosis from its inauguration in 1912, serving 
on the council and on many committees. 

A deeply religious man, Llewelyn Williams did a great deal 
of work for the Church in the mission field. He was an elder 
of his church, and spoke up and down the land on temperance 
and purity to enthusiastic gatherings of young people. On his 
retirement in 1935 he was appointed a member of the com- 
mission sent out by the Presbyterian Cburch of Wales to investi- 
gate their mission fields in India. When the second world war 
came in 1939 Llewelyn Williams, although 70 years of age, 
worked unceasingly on medical boards, making the difficult 
journey to Wrexham on six days a week from his pleasant home 
at Old Colwyn. To the end his interest in the University and 
tbe medical school continued. He will be greatly missed in 
Wales. He leaves two sons and a daughter. 

Professor R. M. F. Picken writes : Public health and medical 
education in Wales have lost a staunch supporter by the recent 
death of Dr. David Llewelyn Williams. For many years he 
held a unique position in W T aIes. He was its first county medical 
officer when he was appointed to that post in Denbighshire, 
and, early recognizing the importance of public education in 
health, he travelled widely in North Wales in order to address 
meetings on the subject in the Welsh language. It would be 
impossible to overestimate the value of his influence, in this 
direction. It was enhanced by the fact that he was not only 
deeply religious and had access to the congregations of the 
chapels throughout Wales, but was also a man of great physical 
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and moral courage, as his record in the first world war showed. 
His addresses were supplemented by pamphlets on healthy 
living, written in the Welsh language. When he became medical 
member of the Welsh Board of Health at its .inception, he was 
responsible for the medical work of National Health Insurance 
as well as the .supervision, inspection, and scrutiny of the 
public health work of the local authorities. He was the most 
approachable of men, and his advice was readily available to 
medical officers of hehlth on the many difficult problems facing 
them during a period of rapid expansion of the service. Dr. 
Llewelyn Williams took a keen interest in medical education 
in Wales and supported from the time of the Royal Commis- 
sion’s Report in 1918 the proposal that there should be a 
Welsh National School of Medicine within the University of 
Wales. When it was ultimately established he became one of 
the first members of its council and subsequently its vice- 
chairman, an office which he filled with distinction and retained 
till his death. It was a matter of great satisfaction to the 
school that his services to the University were recognized by 
the award of the honorary degree of doctor of laws. 

OWEN W. RICHARDS, C.M.G., D.S.O., D.M., M.Ch., 
F.R.C.S. 

. Sir Gordon Gordon-Taylor writes : Your obituary notice 
(May 21, f- 915) of Owen W. Richards prompts the following 
additional note. We had in the former War Collection at the 
Royal College of Surgeons of England several of his early 
specimens of successful resections of bowel, one of which 
(W.O. Coll. R.C.S. 865) was described in the following words : 

“ Portion of small intestine showing twenty wounds produced 
by a fragment of shell. The piece of bowel which is 6 feet 
in length was successfully excised by Owen Richards, March 18, 
1915. This was the first successful case of bowel injury dealt 
with on the British Front. Patient walked back with his 
intestines outside his abdomen, because he ‘wanted to die in 
his own lines.’ ” The War Collection was completely destroyed 
by aerial bombs in May, 1941, and this historic specimen 
perished, but an illustration fortunately survives. Richards and 
the other “ casualty clearing surgeons ” were well acquainted 
with ileus, but their work was done in days before continuous 
gastric suction had even been dreamed of, and in the early 
war surgery of 1915 Owen Richards thought he had found an 
answer to the problem in extensive intestinal resection, carried 
wide especially on the proximal side of the damaged bowel, 
this procedure being based on Barker’s teaching in cases of 
strangulated hernia where intestinal ablation was necessary. 
Greater experience, however, led Richards subsequently to dis- 
card this opinion and practice. To me his name is specially 
associated with Barlin and 6 C.C.S. in the First Army area, 
where for more than two years he had associated with him 
another fine surgeon, Tudor Edwards, who always considered 
himself most fortunate in this particular surgical environment. 
What a scintillating constellation of brilliant surgeons revolved 
round Cuthbert Wallace in the old First Army ! There was 
none to match it for wealth of surgical talent. One of Richards’s 
aphorisms relating to abdominal cases swayed the decisions of 
forward surgeons when overwhelmed with multitudinous and 
urgent cases : “ It will be wisest to set aside those with 
abdominal wounds that are too late, too bad, or too high up.” 
Uwcn Richards and Cuthbert Wallace — wartime abdominal 
surgeons owe much to the vision and practice of the former 
and the inspiration and leadership of the latter. Ne obliviscaris. 


SA ' tG u ENS0N Twice died suddenly on Jan. 2 
Sheffi f »M e orm C ? 1V 1 cl .ii ls medlc . al education at the University i 
^ and took the conjoint diploma in 1914. He serve 
sLffi«.m e Tn r | e0n ,K nd house-physician at the Royal Hospib 
VH W t? r?t, on * e outbreak of the first world war joined tl 
nfihJ'-A ; A ed . a ™ bulance - He served in France until the er 
U^ nn !n £ en was 5" 11 out to Russia - After his demot 
,h?n^,Lr 19 h f started m practice at Hartington, and fro 
™ t0 * * l - me k 1 ? death gave devoted service to the patien 
¥C!L"L enS1Ve Practice in Derbyshire and North Staffordshii 
,- Secon ? ) vor ’ d war Jhe was M.O. to the 10th Devb 
trl'm j J a ? 9/ the Home Guard. He was hard at work i 
<9 da> , of death, which came as a great shock to 1 
iV-u V? nd P at,ent s- He leaves a widow, to whom the sympatl 
ot all his colleagues will be extended.— J. H. C 
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CUMULATIVE ACCIDENTS 
[From Our Medico-Legal Correspondent] 

The Workmen’s Compensation ' Acts allow compensation for 
personal injury by accident arising out of and in the course of 
the employment. From early in their history the courts, 
desiring to give injured workmen every possible benefit of the 
Acts, have tended to widen the concept of “ accident ” to include 
a number of mishaps which, resulting from cumulative pro- 
cesses, could not even by a great stretch of imagination have 
been called accidents by an ordinary person. These “acci- 
dents ” have included infective diseases. In 1905 a workman 
who contracted anthrax was held to have suffered an injury 
by accident, the accident being constituted by the entry of the 
bacillus. Hernia and Raynaud’s disease following the continual 
impact of pneumatic tools have both recently been called acci- 
dents. The latest development in construing infections as 
“ accidents ” was that in which the Court of Appeal, by two 
to one, granted compensation to a nurse who had contracted 
tuberculosis while nursing tuberculous patients. 1 

Lords Justices Cohen and Denning agreed with the finding 
of the county court judge that every time the nurse inhaled 
bacilli an accident was constituted. Though it might not be 
possible to fix the exact dates when the accidents occurred, they 
all took place in the course of her employment, and the effect 
was due to one or more of them. Lord Justice Bucknill 
dissented, holding that the disease was the result of a gradual 
process of breathing air containing noxious bacilli, and that 
there was no evidence to put it into the category of accidents. 
Leave was given to the corporation to appeal to the House of 
Lords. One must not presume to anticipate their Lordships' 
decision, but it is not many months since they refused compen- 
sation to a workman who had contracted si licosis at work. 5 

1 Pyrah v. Doncaster Corporation ; Yorkshire Post, March 18, 1949. 

2 Roberts v. Dorothea Slate Quarries; British Medical Journal, 1948, 2, 664. 
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UNIVERSITY OF OXFORD 

In a Congregation held on April 28 the following degrees were 
conferred : 

B.M.— A. C. M. Mann, M. J. Davies, K. B. Taylor, »M. W. Glossop. 

• In absence. 


UNIVERSITY OF CAMBRIDGE 
The following medical degrees were conferred in Congregation on 
May 7: 

M.D. — V. N. Fenton, R. J. F. H. Pinsent. 

M.Crir. — H. \Y. A. Baron. 

M.B., B.Chir. — *B. K. Madden, G. B. Barker. 

* By prosy. 


UNIVERSITY OF GLASGOW 


The following degrees were conferred on April 30: 

M.D. — Catherine I. Btylh, 1 T. McLardy, D. McPhce, 1 R. A. Shanks, 2 G . T 
Stewart, *D. Strothers, **C. Harris (Montreal), s * Jane H. Short (nio Mew 
(South China), * * W. Laurie (Tanganyika). 

Ch.M. — * T. L. Chapman. 

J With honours. 2 With high commendation. a With commendation 
* In absentia. 

UNIVERSITY OF LONDON 


The following candidates have been approved at the examination: 
indicated : 

Postgraduate Diploma in Psychological v - •> Disease 

(Psychiatry) in Part B : W. W. Black, W.A. 1 - i ! : " , - A- D 

Forrest. P. M. Jeavons, J. D. Lucy, Betty E. A ■ . : > ; - Merry 

P. Pinkerton. H. H. Robinson, J. Todd. L. P. Varma, J. M. lVime. Part A only 
J. A. Ardis, A. A. Aziz, E. Brenman, W. Odder, K. OS. Edwards, H. V. W 
Elweil, J. A. Ewing, J. Honig, D. Irwin, S. Jacobson. Elisabeth Kramer, J. D 
Morrissey. B. A. Pomiyn, A. D. Weatberbead, C. H. A. Wedeles, E. Woli 
L. Wolraan. 

UNIVERSITY OF BRISTOL 


The following candidates have been approved at the examination 
indicated : 

Diploma in Medical Radiodcagnosis. — Part A. C. E. Cole, J. B. Tot 

Part 11: J. H. E. Bergin, VV. R. Cole. 
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ROYAL COLLEGE OF PHYSICIANS OF LONDON 
Election of Fellows 

At a quarterly Comitia of the College held on April 28, with the 
President, Lord Moran, in the chair, the following were elected 
Fellows: 

J. G. Hislop, MJ3. Melbourne (Australia); C. E. Kellet, M.D. 
(Northumberland); A. J. Hawe, M.D. (Africa); Eleanor M. Creak, 
M.D. (London); G. S. Hall, M.D. (Warwickshire) ; L. H. Howells, 
M.D. (Cardiff); G. H. Jennings, M.D. (Middlesex) ; A. D. C. Bell, 
D.M. (London) ; E. W. Jones, M.D. (Liverpool) ; R. A. Jones, M.D. 
(Suffolk); A. V,'. Morrow, M.B. Sydney (Australia); \V. W. Sargant, 
M.B. (Surrey); A. Kennedy, MB. (Northumberland); C. A. Clarke, 
MD. (Liverpool); Cicelty D. 'Williams, D.M. (Switzerland) ; E. G. 
Sayers, M.B. New Zealand (New Zealand); E. P. Sharpey-Schafer, 
M.R.C.P. (London); M. L. Thomson, M.D. (Manchester); 
Surgeon Captain R. W. Mussen, M.D. (Chatham); E. M. 
Buzzard, B.M. (Oxford); F. D. Hart, M.D. (London); M. C. G. 
Israels, M.D. (Cheshire); E. AY. Hart, MD. (London); H. Nicholson, 
M.D. (London); Helen E. Dimsdale, M.D. (London); W. E. Gibb, 
D.M. (London); J. D. N. Hill, M.B. (London); S. Oram, M.D. 
' (London); H. W. Fullerton, M.D. (Aberdeen); T. A. Kemp, M.B. 
(Middlesex); J. A. Fraser Roberts, MD. (London); Hashim 
Al-Witry, M.D. (Iraq); Catherine Chisholm, M.D. (Manchester); 
A. D, Gardner, D.M. (Oxford); S. A. Smith, M.B. Sydney 
(Australia). 

Sir Arthur MacNalty and Dr. C. E. Latin were appointed as 
representatives on the Council of the Imperial Cancer Research Fund. 

Dr. B. T. Parsons-Smith was reappointed as representative on the 
Council of the Queen's Institute of District Nursing. 

Dr. J. St. C. Elkington was appointed as representative on the 
Regional Postgraduate Committee of the South-West Metropolitan 
Region. 

Dr. R. H. Dobbs was appointed to represent the Coliege at the 
Annual Conference on Maternity and Child Welfare to be held in 
London from June 71 to 24. 


Membership 

The following candidates, having satisfied the Censors’ Board, were 
elected Members: 

C. Abraham. L.R.C.P., P. G. Arblasicr. MB., M. Atkinson, 

BaBey. M3., A- J- Barnett, M.D. Melbourne. F. A. Binfcs. MD. 

M.B., P. T. Boyle, M.B.. J. Braham. M.D. (m absentia), T- M. 


. MB.. 

, A. C. 

. Brand, 


G. M. 
Boyle, 
M.B., 
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Licences 

Licences to practise were conferred upon the following 148 candi- 
dates (including 28 women) who had passed the Final Examination 
in Medicine, Surgery, and Midwifery of the Conjoint Board, and 
who have complied with the necessary By-laws: 

D, I. Acres. H. J Andersen, H. C. Anthony. G. K. Barker, Rosemary E. Barkre, 
June E. Bartlett, B. I. Statu J. D. Beecroft, B. S. Bendeth, C. A. B. Bernstein. E. 
Best'd ck. Marsaret V. Bickerton, Anne M. Bootle S. Boydett, E. I. Bremnail, 
R. McL. Brown. P. Burl. R. Bun, Sheila G. S. Buroie, J. EButter. htaruJ. Calm. 
K. J. M. Carruthers. R. H.Camuhers. G Castle. P. R- Chalk, D. G. Otaimm. 
Elizabeth P. Chisholm. B. G. B ChnsW. F. R. Coffin. C.1. Cohen P B Coek, 
B. E. D. Cooke. C. P. Cottenll.W - ~ '* 

F. G. Ellis. C. M.w. Evans, A. R 

Flemine, Marv A- Foley, B- J- F " . , , 

Gammon, A Gellert, Frances F. ( 

P. M. Goodrich, N D. Gower, : . > 

O. Hands, J. \V. S. Harris. C. J. Hart, G. k. Hearn. D. n. rtetuy, N. ui. mssm, 
r F. J, Hine E. R. S. Hooper, H. I. Howard, Margaret O. Hum, Brenda James, 
\Jnne D. James, M. E. Johmton, J. A- B. Jones. Sylvia Kerthaw, N. G. Krrby. 

M. D. Koehan. Urtula M. Kynoch, B. S. Duns. W. P- Lmnbie. J. M. Lancaster, 

P. F. R. Lankcstcf, Stephanie M. Leese.^R. C. Lernon, P.^G. \V. A. Lommene* 


R, A. Strother*. I. H. Swindelt, A. \V. la>lor. D. B. S. Taylor, 3. B. Tayior, 


B^‘e fc C.Ynfe-.?:ZcSdek k - MaIy 1 Wlish ’’ *’ "•**- P ’ M ' *■ r«*t**i 
Diplomas 


Diplomas in Child Health were granted jointly wiih the Royal 
College of Surgeons of England to R. G. Dreadon and to the 
84 successful candidates whose names were printed in the 
report of the meeting 0 f the Royal CoDege of Surgeons of England 
m the Journal of April 30 (p. 784). 

Diplomas in Tropical Medicine and Hygiene were granted, jointly 
with the Royal College of Surgeons of England, to S. A. Ko;z and 
to the 32 successful candidates whose names were printed in 
the report of the meeting of the Royal College of Surgeons of 
England in the Journal of April 30 (p. 784) ; as were the names of the 
recipients of the Diplomas in Ophthalmic Medicine and Surgery 
(38), in Physical Medicine (five), and in Medical Radio-Diagnosis 
(one). 

Diplomas in Public Health were granted, jointly with the Royal 
College of Surgeons of England, to the two successful candidates 
whose names were printed in a report of the meeting of the Royal 
College of Surgeons of England in the Journal of March 19 (p. 505). 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
At a meeting of the Council held on May 12, with Lord Webb- 
Johnson, President, in the chair, the Honorary Medal of the 
College was awarded to Professor F. Wood Jones, Sir WSliam 
Collins Professor of Anatomy in the College; to Professor V/. E. 
Gye, Director of the Imperial Cancer Research Fund; and to Mr. 
Arthur Sims, benefactor of the College, who endowed the Common- 
wealth Travelling Professorship. 

The Jacksonian Prize was presented to Mr. H. L. M. RouaBe; 
the John Hunter Medal and Triennial Prize to Mr. P. M. Daniel; 
and the Begley Prize to Mr. W. H. McBay. 

Dr. A. Wai-tak Woo, Mr. R. J. Conn, Professor T. Yeates, and 
Mr. A. B. Nutt were admitted to the Fellowship, having been elected 
as medical practitioners of 20 years’ standing. Dr. Woo, who made 
a special journey from Hong Kong to receive the award, is the first 
Chinese to be elected to the Fellowship. 

A Leverbnlme Research Scholarship was awarded to A. T. 
Andreasen. 

Diplomas of Membership were granted to the 148 successful candi- 
dates whose names are listed above in the report of the meeting 
of the Royal College of Physicians of London as recipients of the 

L. R.C.P. 

Diplomas of Fellowship id Dental Surgery were granted to Htria 

M. Pickard, MJR.C.S, L.R.C.P., T. T. Schofield, MJLC.S-, 
L.R.C.P., and T. H. Blennerhassett, M.R.C.S., L.R.C.P. 

A Diploma in Tropical Medicine and Hygjene ryas granted, jointly 
with the Royal College of Physicians of London, to S- A. Katz; 
in Child Health to R. G. Dreadon ; and in Physical Medicine to M. 
Fletcher. 

The following hospitals were recognized under paragraph 23 of the 
F.R.C.S. regulations: Tindal General Hospital, Aylesbury (house- 
surgeon); St. Peter’s Hospital, Cbertsey (registrar and first and 
second house-surgeon in the Orthopaedic Division); the Guest 
Hospital, Dudley (first and second house-surgeon); West Norfolk 
and King’s Lvmn General Hospital, King’s Linn (resident surgical 
officer); Royal Lancaster Infirmary, Lancaster (orthopaedic and 
casualty house-surgeon); the Bolingbroke Hospital, London (resi- 
dent surgical officer, first, second, and third house-surgeon); Cornelia 
and East Dorset Hospiial, Poole (resident surgical officer, first 
and second house-surgeon); the Royal Infirmary, Sunderland (resi- 
dent surgical officer, first, second, and third house-surgeon, and cto- 
rfuno-faryogoJogica! house-surgeon). 

Professor Robert I. Harris, Associate Professor of Surgery in the 
Umversiiy of Toronto, was admitted as an Honorary Fellow of the 
Royal College of Surgeons of England on April 29, prior to delivering 
a Hunterian Lecture on spondylolisthesis. 


Nearly £2,250,000 worth of streptomycin was supplied to European 
countries under Marshall Aid in the first year of E.RJ'. operations, 
according to a British United Press report. France alone received 
£1,500,000 worth and Italy some £500,000 worth. Smaller quantities . 
■went to Holland, Austria, and Greece. In addition, France is to 
receive more than £125,000 worth of U.S, equipment needed for the 
reconstruction of two French factories to produce _ . * 

These factories, both near Paris, wiB produce enough 
to supply France’s minimum needs and at the 
valuable Marshall Aid dollars. Cultures for the 
mydn-producing fungus must continue to 
States for these factories, however, until Fi„i 
cultures. 
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Medical Notes in Parliament 


NURSES BILL 

The Nurses Bill was considered by the House of Lords in 
committee on May 17. 

Lord Llewellin moved an amendment to Clause 2 which 
would put the boards of governors of teaching hospitals into 
the same category as other authorities. His amendment pro- 
vided that the standing nurse-training committee for the 
hospital area should advise and assist boards of governors of 
teaching hospitals if those boards made a request to the com- 
mittee. He said it was no use for a committee to approach 
Guy’s or Bart’s Hospital and proffer advice to people who were 
not prepared to receive it. If it was thought that because they 
held the purse strings the standing nurse-training committees 
were to dictate to the great teaching hospitals the Bill would 
not succeed. 

Lord Shepherd replied that the leaching hospitals were 
specially designated as future members of the committee and 
were therefore in a special category. These committees, when 
established, would probably consist very largely of persons 
engaged in hospital work. If the regional hospital boards and 
the boards of governors got together and discussed the interests 
of their region, there need be no fear of victimization of one 
side or the other. The Government wanted the relationship of 
teaching hospitals to the nurse-training committees to be exactly 
the same as that of the hospital boards. They were anxious to 
benefit from the experience, influence, and leadership of the 
teaching hospitals. 

Lord Shepherd mentioned that in the North-Western Metro- 
politan Hospital Board area there were in training 3,179 student 
nurses and 676 mental nurses. If the hospital services in that 
area were to be kept going with an efficient nursing service 
there must be an intake every year of 1,200 on the general 
nursing side and 450 on the mental nursing side. He feared 
that if the amendment was accepted a number of hospitals which 
needed help and assistance might take the opportunity to remain 
outside. 

Lord Webb-Johnson said Lord Shepherd had not indicated 
the piecise composition of a standing nurse-training committee. 
Rumour had it that the representation of the teaching hospitals 
would be meagre. He believed that the committee would be 
practically a committee of the regional board, and the regional 
board was to be responsible for providing its officers and 
servants. 

Lord Llewellin said that under the Act of 1946 the teaching 
hospitals went direct to the Ministry and not through the 
regional boards. Now Parliament was to set up standing nurse- 
training committees to which teaching hospitals must go if 
they required any sort of grant. These hospitals feared they 
would have to go cap in hand to a committee on which they 
might have perhaps one representative. Lord Llewellin there- 
upon withdrew his amendment. 

On Clause 3 Lord Shepherd moved amendments, which were 
accepted. One of these was drafted, he explained, to ensure 
that nurses who went through training under an experimental 
scheme should be given opportunities of becoming really 
efficient and that the approved schemes should give that 
guarantee of efficiency. 


Proposed Hospital Grants Committee 
Lord Luke then moved to omit Clause 4 and to substitute : 

.. P! ’, e Minister may, by order, constitute in accordance with 

Schedule of this Act (Constitution of Hospital Grants Com- 
rnuteej a Committee (in this Act referred to as a Hospital Grants 
committee) for the purpose of approving expenditure by a Hospital 
lanagement Committee appointed by the Regional Hospital Board 
■ r 1 he area or by the Board of Governors of a teaching hospital 
situated in the area, being expenditure : 

(n) wholly or mainly for the purposes of, or in connexion 

tra,mn § of nurses; and 

(o) of such description as the Minister may specify for the 
purposes of this subsection.” 

it seemed illogical to depart from the principle 
Ll t fc- the Natlonal Health Service Act of placing teach- 
SdenSnrV” ™- ep om ,e cate ,? ory and of giving them a certain 
e ’ j ^ 1S Bl sought to give those hospitals money 

VatfonM d w»^i d .w! n | tea ^ of 4 dlre ? £ f /° m the Minister. Under the 
between v h Service Act had there not been co-operation 
m ' hospitals and the rest ? Why was Parliament 

now departing from the principle laid down in that Act ? The 
amendment he proposed sought to set up a hospital grant; 


committee to administer the funds required by each institutio: 
for the training of nurses. This would leave the standing nurse 
training committee and the General Nursing Council entire! 
free to concentrate on nursing standards, but there would b 
full consultation between the hospital grants committee and tb 
standing committees. 

Lord Shepherd said there was a desire that the training o 
nurses, instead of being provided entirely by the hospitals 
should be carried out by a body representative of the nurse 
and of other bodies but acting independently. To give that inde 
pendence the expenditure to cover the training of nurses wouli 
come from the Government through the General Nursin; 
Council to the training committees. It would not be right t< 
compare the payment of these moneys with the method adoptet 
by the Government in the case of the universities. When thi 
Government decided to place moneys at the disposal of lb 
universities no national organization existed for that purpose 
and therefore a body had to be created to carry out the alloca 
tion. This was not the case with nurse-training, because thi 
Genera] Nursing Council could well undertake the business o 
superintending the allocation of Government aid. 

There were 600 training schools in this country, and a serie 
of standing nurse-training committees was to be established 
These committees would be agents of the General Nursini 
Council. These training committees would not rule the roast 
and the teaching hospitals would not have to go cap in banc 
to them. 

Lord Webb-Johnson said that the University -Grants Com 
mittee had been conspicuously successful, and its grants enorm- 
ously benefited medical schools and the medical faculties. Ths 
medical profession would have been sorry to see placed in tht 
hands of the General Medical Council the distribution of fund' 
for the benefit of medical education. 

Lord Moran said the original decision to keep teachinf 
hospitals outside the regions was made so that they roigbi 
continue to give a lead in medical education. Every argument 
used . on the Government side in favour of that course was 
applicable to the issue now before the House. His friends wert 
concerned to see that the teaching hospitals, which in the past 
were mainly responsible for progress in the training of nurses 
did not lose their opportunities to advance the art of nursing 
The analogy between medical education and training of nurse; 
was extremely close. 

Lord Llewellin suggested that Lord Luke’s amendmen 1 
should be accepted and that thereafter between the committee 
and the report stages they should discuss who would be the 
right people to form the new body. 

Lord Addison said he had much to do with the creation oi 
the University Grants Committee, and during that period he 
met a committee of deans of the London teaching hospitals who 
with one accord exhorted him not to go on with “ the dreadful 
thing.” To-day they had the same kind of apprehension. The 
thirty-six teaching hospitals were not the only hospitals that 
taught nursing. There were 600 institutions which did that 
Why should the people who had been pioneers wish to be 
isolated from the rest ? The only object of the amendment 
was to put the teaching hospitals in a separate class. But the 
Government desired the benefit of their guidance and experience 
in the whole scheme. The Government was willing to have 
further discussions on the subject, but it must not be understood 
that it would change its view that its own proposal was the 
right one. 

On a division Clause 4 in its original form was retained by 
48 to 19. 

Amendments were made in Clause 5, and on Clause 8 the 
House agreed to an amendment dealing with persons who had 
not fulfilled all the standards of training. 

, Lord Webb-Johnson moved to insert after Clause 9 a new 
clause as follows: 

“ . — (1) The Council may if they think fit make rules prescrib- 

ing or approving courses of training and prescribing or approving 
and for conducting or regulating the conduct of examinations tc 
be undergone and passed by registered nurses desirous of specializ- 
ing in particular branches of nursing, and may insert in the entry 
in the register relating to any registered nurse who has under- 
gone the course of training and passed the examination prescribed 
or approved as aforesaid with respect to any particular branch ol 
nursing such special signification as the Council may determine. 

“ (2) The provisions of subsections (1) and (2) of section sixteen 
of the Act of 1943 shall extend and apply to any rules made undei 
this section.” 

He said anxiety was felt lest nurses sent to fever hospitals oi 
mental hospitals or those nursing children for short periods 
during their training should thereafter be, regarded as experts. 

Lord Addison said what the Government desired was a good 
standard qualification. If in the course of time these extras 
were found to be necessary they could be provided. It would 
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DEFINITION FOR DIAGNOSIS 

For a wide variety of radiographic procedures, a suitable contrast 
medium can be found in the Glaxo range. Individual diagnostic 
requirements can thus govern the choice of preparation ... an 
all important factor in achieving dense, well-defined shadows. 
And testimony to the success of Glaxo radiological products is 
their growing use all over the world. 


PYELOSIL Brand solution ofDiodono 35% a 50% solutions for excretion pyelography. 
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’Syncurine' brand Injection of Decamethonium Iodide (bistrimethyl- 
ammonium decane diiodide) presents a new synthetic compound (also 
known as C. 10) with a curare-like action. A single intravenous injection 
produces full muscular relaxation lasting from 15 to 25 minutes; repeated 
doses may be given as required. 

, Preliminary clinical investigations suggest that ’Syncurine' is a safe and 
highly satisfactory muscle-relaxing agent both for major surgery and for the 
control of electrically-induced convulsions in psychiatry. It. is free from hista- 
mine-Iike activity and has no significant effect on the' cardiovascular system. 
’Syncurine’ is issued in boxes of 6 and 25 ampoules, each containing 
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- ANTIDOTE. An effective antidote, ‘Wellcome’ brand injection of C. 5, 
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not be wise at present to incorporate in the Bill the words 
proposed by Lord ,Webb-Johnson. 

Lord Lleweixtn said that in some cases additional certificates 
were thought to be essential. Would it not be possible for a 
special certificate to be given for the nursing of infants ? 

Lord Amulree said the Hospital for Sick Children in Great 
Ormond Street and the similar ones in Manchester and Liver- 
pool were at present recognized as full training schools for 
children's nurses. They should receive an assurance that there 
was no proposal to change that status. 

Lord Addison said he had a strong prejudice against the 
multiplication of trimmings. They should view with misgiving 
people who collected large numbers of letters after their names. 
He was willing to discuss the problem again before the report 
stage. He said he could give Lord Amulree the assurance for 
which he asked. 

Lord Webb-Johnson then withdrew his amendment. 

Clause 10 was approved with drafting amendments. 

Lord Shepherd moved an amendment on Clause 11 to 
empower the General Nursing Council to charge a fee to 
organizations which asked for inspection and consideration, 
even though they were not finally given recognition by the 
Council. The amendment was agreed to. 

Lord Webb-Johnson moved an amendment, to ensure that the 
complete cost of operations by the General Nursing Council 
under this clause should be borne by the Minister. Lord 
Shepherd said the Government could not accept the amend- 
ment, and it was withdrawn. Clause 12 and Clause 13 were 
approved. 

On Clause 14 Lord Llewellin moved an amendment to ensure 
that the register of nurses should be published once every five 
years and the Council should not be relieved of their duty to 
keep an up-to-date list of alterations to the registry. He said 
that unless there was a register it would be very difficult to run 
an election for the General Nursing Council. Lord Shepherd 
said that if this amendment and the following one in the name 
of Lord Wolverton were withdrawn the Government would 
immediately appoint a working party representing the organiza- 
tions involved, and he ‘hoped this working party would report 
in time to permit an amendment being made to the Bill when 
it reached the House of Commons. 

Lord Wolverton said his amendment proposed that amend- 
ing lists should be printed as well as the present register. Lord 
SHEPHERD said a copy of the existing register could be obtained 
so long as copies remained. Lists of new registrations and lists 
of names removed from the register would be published three 
times a year, after the four-monthly examinations had been 
held. The amendment was withdrawn and Clauses 14, 15, and 
16 ware agreed to. 

On Clause 17 Lord Shepherd explained that the Minister 
would be prepared to meet expenses incurred by the Genera! 
Nursing Council in training nurses. Purely professional 
expenses should be borne by the General Nursing Council out 
of its own funds. If the Government gave way on this matter 
it would open the way for demands on the Exchequer from 
other sources. The clause was agreed to. as was Clause 18, 
with minor- amendments. 

A new clause was inserted in the Bill on the motion of Lord 
Shepherd to provide that the Council should annually make a 
report of their functions in connexion with training nurses 
during the preceding year, and that the Minister should lay this 
report before Parliament. 

On the second schedule of the Bill Lord Lleweixtn moved 
that the majority of each committee should be registered nurses. 
He said th3t the British Medical Association, so far as he knew, 
was entirely composed of qualified doctors. Lord Shepherd 
said the Government accepted the amendment in principle, and 
suggested a discussion about its wording before the report stage. 
The' amendment was withdrawn and the second schedule was 
approved. 

Lord Luke moved to insert a new schedule as follows ; 

" Constitution of the Hospital Grants Committee 
“ A Hospital Grants Committee shall consist of such number of 
persons appointed by the Minister of each of the following 
classes, as may be specified in the order constituting the Committee, 
that is to say: 

(a) Persons selected from lists submitted by the Royal College 
of Nurses, 

(b) Persons selected from lists submitted by the Central 
Midwives Board, 

• (c) Persons appointed after consultation with the Minister of 
Education, and 

<yn Persons appointed after consultation with such Universities 
as the Minister thinks fit. 

and the said order may contain provisions with respect to the 
qualifications of members of the Committee.’ - 


The amendment was accepted, though Lord .Shepherd re- 
marked that the Government agreed to it but did not approve 
of it. 

On the third schedule Lord Shepherd moved an amendment 
to ensure that a mental-hospital matron appointed to the Mental 
Nurses Committee should be the matron of an approved train- 
ing institution. The amendment was accepted. A second 
amendment to secure that the chief male nurse appointed to the 
same committee was a chief male nurse in a mental hospital 
which was an approved training institution was also accepted. 
•The third schedule and the remaining schedule were approved 
and the committee stage ended. 


Revised ' Estimates 

Answering Mr. Sharp on May 11 Mr. Bevan stated that 
regional hospital boards were revising their estimates, subject 
to a general directive that the welfare of the patients must not 
be affected. Detailed reports on the effect of the revisions pro- 
posed by the Ministry of Health had not yet been made by all 
boards. In the light of information so far received the Ministry 
was _ considering how far the proposed revisions should be 
carried out Data were not yet sufficient for comparison of one 
regional hospital board with another. At least one year’s full 
working was needed before such comparisons could be made. 

Parkinson’s Disease 

Asked by Dr. Segal on May 12 whether the claims of Dr. 
Klemme in America to have cured cases of Parkinson’s disease 
by operative treatment had been substantiated, Mr. Bevan said 
the methods were well known but present experience did not 
justify their general adoption. 

Dr. Segal asked whether, in view of exaggerated hopes raised 
by statements in certain sections of the Press, Mr. Bevan would 
appoint a commission of inquiry into this method of treatment. 
Mr. Bevan replied that if he appointed a commission of inquiry 
each time a newspaper made exaggerated claims for some 
particular form of therapy he would have a nnmber of 
commissions running all the time. 

Mr. Francis Noel-Baker asked whether Mr. Bevan knew 
that Dr. Voelier, in Germany, had had similar claims made 
about him. He asked Mr. Bevan to have the claims' investi- 
gated, and if they were substantiated to make representations 
to the Treasury to give facilities for people to go to Germany 
to take this treatment. 

Mr. Bevan replied that that claim was of a different kind 
entirely. He had previously said that he was having it 
investigated. 

Health Services in Northern Ireland 

The number of persons registered with doctors under the 
Northern Ireland Health Scheme exceeded 1.200,000 and repre- 
sented about 95% of the population, according to a statement 
made by the Minister of Health and Local Government in the 
Northern Ireland Parliament. During the first nine months of 
the Health Scheme about 230,000 people received dental atten- 
tion, which was equivalent to more than 20% of the people in 
a full year. In the same period pharmacists dealt with 2.800,000 
prescription forms containing nearly 4,000,000 prescriptions. 

If the Hospital Authority’s hopes were realized, plans for the 
construction of new hospitals and the extension of existing 
establishments would result in the provision of about 300 addi- 
tional beds this year and about 1,250 during the next five years. 
At the moment there were 7,840 general beds available, as 
against 7,590 when the Authority took over control of hospitals. - 
The total number of beds available for cases of tuberculosis 
was 1,380, or 275 more than when the Authority assumed 
control. The Authority estimated that about 700 additional 
beds were required, and it was anticipated that existing plans 
would provide some 250 to 300 of these within the next year. 

Remuneration of General Practitioners 

On May 19 Major Tufton Beamish asked whether Mr. Bevan 
knew th3t the East Sussex Local Medical Committee, represent- 
ing about 360 general practitioners in the National Health Ser- 
vice in East Sussex as well as others not in the Service, agreed 
with the General Medical Services Committee regarding their 
views following his recent meeting with them to discuss the case 
for increased remuneration of general-practitioners, and what 
action he proposed to resolve the deadlock. 

Mr. Bevan answered that there was no question of deadlock. 
He was in the midst of negotiations with the General Medical 
Services Committee on the remuneration of general practitioners. 
He preferred to defer his statement till the conclusion of these 
negotiations. 


964 May 28, 1949 


EPIDEMIOLOGY SECTION 


BiUTBI!' 

Medical Jocamu. 


No. 18 

INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 7. 

Figures of Principal Notifiable Diseases for the week and thosc_ for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eiro. (e) Northern Ireland. 

Figures of Btnhs and Deaths, and of Deaths recorded under each Infectious disease, 
are for : (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county), (c) The 16 principal towns in Scotland. 
(d)The 13 principal towns in Eire. (e)The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


Disease 


1949 


1948 (CorrespondingWeek) 



(a) 

(b) 

(c) 

(d)| 

Co) 

(a) 

(b) 

(C) 

(d> 

(O 

Cerebrospinal fever 

21 

2 

20 

2 

1 

46 

4 

13 

3 

— 

Deaths 


w. 

2 




* 

1 



Diphtheria 

87 

5 

31 

1 

13 

143 

15 

44 

6 

S 

Deaths 

3 

— 

— 

— 

— 

1 

1 

* 


— 

Dysentery 

59 

10 

41 


— 

108 

28 

49 

2 

— 

Deaths 




— 

— 




— 



Encephalitis lelhargica, 



1 








acute 

2 

— 

— 

— • 



— « 

— 

— 

Deaths 


1 





— 




Erysipelas 



18 

5 

5 



15 

8 

2 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 




58 





23 

1 

Deaths 

21 

— 

J 

4 

2 

30 

1 

3 

— 

Missies* 

9,217 

1170 

460 

227 

169 10,156 

936 

204 

116 

90 

Deaths! 



— 

3 




1 

— 

— 

Ophthalmia neonatorum 
Deaths 

47 

2 

9 

— 

2 

59 

5 

12 

1 

— 

Paratyphoid fever 

3 

— 

2(B) 



5 

— 

2(B) 

— 

— 

Deaths 


‘ 

— 

— 


‘ 

— 

— 

— 


Pneumonia, influenzal . . 

494 

24 

8 

12 

7 

509 

27 

1 

4 

— 

Deaths (from influ- 











enzalt 

25 

— 

2 

2 


4 

— 

— * 




Pneumonia, primary . . 



159 

33 




191 

31 


Deaths 

153 

22 


7 

5 

172 

24 


3 

9 

Polio-encephalitis, acute 

1 

— 




3 

_ 




Deaths 











Poliomyelitis, acute 

13 

2 

4 

1 

. 

9 

1 

2 

1 

— 

Deaths) 

1 

— 




1 





Puerperal fever 




10 




2 

11 


— 

Deaths 











Puerperal pyrexiall 

91 

8 

3 




99 

9 

12 

2 


Deaths 


— 





— 




Relapsing fever 

— 

. 










— 

Deaths 











Scarlet fever 

898 

63 

126 

67 



E£ 

249 

46 

34 

Deathst 



— 

— 


■ 

1 


— 

Smallpox 



__ 

. 

, 



B 



„ 


Deaths 




— 

B: 


B 


— 

— 

Typhoid fever . . 

37 



- 2 



8 

i 



3 



Death* 

I 

— 


— 

— 



— 


— 

Typhus fever . . 










, 

Deaths . . • 



3 

— 

— 




— 

— 

Whooping-cough 4 
. Deaths . . # ’ 

3,053 

3 

196 

1 

229 

1 

123 

5 

76 

3,110 

16 

221 

34 

50 

1 

15 

1 

eaths (0-| year) 
tnront mortality rat- 

259 

32 

39 

25 

*7 

274 

21 

51 

16 

14 

(per 1,000 live births) 











eathi (excluding still- 











Annual death rate (pir 

4,537 

699 

599 

181 

124 

4,290 

639 

629 

175 

137 

I >000 persons living) 



120 

11*2 




12-7 

io-y 


Live births 

Annual rate per 1,000 

8,188 

1264 

1017 

484 

274 

8,307 

1292 

1055 

467 

254 

persons living 



20-4 

300 




21-3 

29-2 


itdibirths 

Rate per 1,000 total 

218 

_ 26 

33 



237 

29 

27 



btrths (including 

stillborn) . . 



31 





25 




are twin,, - B ■ sn ) re noc notifiable in Scotland, and the retur 

me ui.reiore an approximation onlv. 

(adndStAtUemtmfvi , ^-i? nd , 5Car!e ‘ f«er for England and Wales, Lond. 
- it..!.; , county), will no longer be published. 

cour,!l). £d SEg/fS# Ensl “ d Md WaI ". London (administrati 

e" dVVales “ lY, af/SSt - 9 °™ Poliomyelitis and polio-encephalitis for Engla: 
..rl'fX 1 London (admmistrauve county), are combined. 

• puerperal fever for England and Wales, Eire, and Northern Irelat 


EPIDEMIOLOGICAL NOTES 

Smallpox 

Four cases of smallpox have now been notified in Liskeard ; 
the original case admitted on May 7 and the three close family 
contacts who had been isolated in hospital as a precautionary 
measure. None of the other contacts showed any sign of the 
disease on the sixteenth day of surveillance. 

A case of suspected smallpox has been reported on board 
the s.s. Mooltan, at present outward, bound to Australia. The 
liner left this country on April 28, and this patient was taken 
ill on May 18. 

Discussion of Table 

In England and Wales there was an increase in the notifica- 
tions of whooping-cough 148, scarlet fever 113, acute pneumonia 
41, typhoid fever 31, and dysentery 21. There Was a decrease 
of 2,219 in the notifications of measles. 

The largest declines in the incidence of measles were London 
371, Essex 225, Middlesex 185, Lancashire 162, Yorkshire West 
Riding 139, Cheshire 127, and Sussex 102. 

The rise in the notifications of whooping-cough was most 
marked in the southern section of the country ; in the south- 
western counties 70 more cases were notified than in the pre- 
ceding week. A small rise in the incidence of scarlet fever was 
reported from most areas. 

Notifications of diphtheria fell to the record low level of 87, 
which was 5 below the previous lowest total recorded in January 
of this year. 

An outbreak of dysentery affecting 14 persons was notified in 
Warwickshire, Warwick R.D. The only other large centre of 
dysentery was London, where 10 cases were notified from eight 
boroughs. The rise in the notifications of typhoid fever was 
due to the outbreak in Berkshire (Easthampstead R.D. 15 and 
Wokingham R.D. 16). 

In Scotland decreases were recorded in the incidence of 
measles 53, whooping-cough 20, and scarlet fever 19. There 
was an increase of 11 in the notifications of diphtheria. The 
increase in the incidence of diphtheria was contributed by 
Lanark county and the city of Glasgow. Notifications of 
dysentery were practically confined to three cities : Glasgow 14, 
Edinburgh II, and Dumfries 11. 

In Eire there were decreases in the incidence of measles 28 
and whooping-cough 30. Notifications of diarrhoea and enteritis 
increased by 21, and the total was the largest in recent months. 

In Northern Ireland only small variations were reported in 
the trends of infectious diseases. 

Week Ending May 14 

Notifications of infectious diseases in England and Wales 
during the week included.: scarlet fever 993, whooping-cough 
2,906, diphtheria 90, measles 8,363, acute pneumonia 406, 
cerebrospinal fever 44, acute poliomyelitis 11, dysentery 77, 
paratyphoid 10, and typhoid 7. 


Medical News 


Royal Society of Edinburgh 

The following members of the medical profession were elected 
Fellows of the Royal Society of Edinburgh on March 7:, Dr. D. P. 
Cutbbertson, Dr. A. MacA. Gillespie, O.B.E., Dr. Harold Sington, 
and Dr. R. H. A. Swain. 

New Journal of Medical Records 

The Association of Medical Records Officers has started a new 
quarterly journal called the Medical Record, which is issued free to 
members. It is edited by Mr. D. G. Davies, F.S.S., Records Officer 
of the United Leeds Hospitals. The journal will give news of the 
association’s activities and provide an opportunity for the exchange 
of views for those working in medical records departments in 
hospitals and other medical establishments. Dr. Percy Stocks, Chief 
Medical Statistician of the Genera! Register Office, contributes an 
article on “ Records and Research,” and emphasizes the importance 
of accurate initial records if statistical treatment of them is to be of 
use. The journal appropriately includes a crossword puzzle. 

To Visit East Africa 

i Professor R. C. Browne, of the NuffieJd Department of Industrial 
Health, University of Durham, will visit East Africa during June 
and July under the joint auspices of the Nuffield Foundation and the 
Colonial Office. He will represent social medicine among a panel 
of specialists visiting doctors in the Colonial Medical Service. 
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R cst London Medico-Chirargical Societv 

The annual dinner of the West London Medico Chirargical Society 
was held at the Royal 'College of Surgeons, Lincoln’s Inn Fields, on 
Mav IS Dr W S_C Copeman, the President, and Mrs Copeman 
received the guests, who included Lord Moran, Lord Burleigh, Sir 
William Gilliatt, Sir Cecil Wakeley, Sir Norman Birkctt, Mr Somer- 
ville Hasungs, M P , the presidents of various kindred societies, and 
the editors of the Loner! and the British Medical Journal The 
health of the society was proposed by Lord Burleigh, who took 
occasion to acknowledge the help given bv members of the medical 
profession m connexion with the recent Olympic Games He 
referred in particular to the work of Mr Arthur Pomtt, a member 
of the society, who was chairman of the medical committee Dr 
Copeman, in response, spoke of the liaison between the society and 
the British Postgraduate Medical School, as a result of which the 
society had had a considerable accession of new members, and the 
dean of the school was present at the dinner that evening not as 
a guest but m his own right Lord Moran then presented the 
triennial gold medal of the society to Professor McCance for his 
work in the field of nutritional studies He reminded the company 
that in the early part of the war Professor McCance had conducted 
experiments upon himself, living on a starvation diet in order to 
discover what was the minimum diet compatible with health In a 
world menaced by food shortage the work of Professor McCance 
was of extraordinary value Professor McCance, in acknowledgment, 
briefly discussed the special problems of experimentalists in medicine 
He laid it down that any experiments made on patients not only must 
be undertaken with the object of curing the patient but also must 
proceed in consultation with the patient, who must be regarded not 
only as a subject but as an ally He spoke feelingly of the searchings 
of conscience which this field of medicine demanded — embarrass- 
ments from which the ordinary practising physician or surgeon was 
free Dr Doyne Bell proposed the health of the guests Mr Justice 
Birkett, in response, told some excellent after-dinner stones, and 
also referred to his apjiearance this year as the society’s Cavendish 
Lecturer Mr Somerville Hastings also responded as a member 
of the governing body of the group of hospitals of which the West 
London Hospital was one He said that so far as he had any mflu 
ence the traditions of the West London Hospital would be maintained 
in the new regime 

More Rehabilitation 

The Minister of Health is encouraging hospitals in the Service to 
increase facilities for rehabilitation He has sent a memorandum to 
hospital boards and management committees saying, “ The Hospital 
Service is responsible for the medical aspect of the problem ra 
respect of the prevention or limitation of disablement by efficient 
medical rehabilitation concurrently with medical or surgical treat- 
ment It is for the Health Service to prevent the large number of 
patients whose prolonged and ill-directed convalescence, after 
relatively minor disorders, causes so much absenteeism and often 
sows the seeds of a permanent disability neurosis ” He emphasizes 
that practitioners should see patients through to the point where they 
can either resume their former employment or be passed to the 
Ministry of Lhbour’s Displacement Resettlement Officers for placing 
in some suitable alternative occupauon The memorandum makes 
the following suggestions (t) Appointment by each regional hospital 
board of a small committee to advise on development of facilities for 
, medical rehabilitation; (2) nomination of responsible member of 
the medical staff at all larger hospitals to supervise the rehabilitation 
services , (3) extension of arrangements for long stay patients to 
undertake productive industrial work, (4) holding short courses for 
doctors to demonstrate modern methods of rehabilitation and 
resettlement 

Book on Health Service 

A new book entitled The National Health Sen ice, bv Dr Charles 
Hill, secretary of the British Medical Association, and Mr John 
Woodcock, will be published at 16s by Christopher Johnson, Ltd , at 
the end of June The authors expound m simple terms the National 
Health Service Act and its subordinate legislation, with reference to 
the Scottish Act where its provisions differ from those of the English 
Act 

The Osier Club 

At the S'rd meeting of the dub on May 13 Dr D Evan Bedford 
-r cave an illustrated address entitled “The Ancient Art of Feeling the 

\ Pulse ” He reviewed the history of pulse taking from the time of the 

Chinese phvsicians, who wrote on the sublet 2,000 yeaTS sc , to Sir 
James Mackenzie’s work, published at the beginning of ibis century 
He also showed books on this subject from his own library Mr 
Geramt Griffith cave a biographical sketch of Sir James Mackenzie, 
md Mr Peter Thomas spoke on “ Inventors of the Sphy gmograph ” 
Lord Amulree spoke briefly of Mackenzie, and concluded a moA 
interesting evening bv demonstrating his uncles original 
together with some of his tracings and notebooks 


Nurses’ Pay Increased 


Salaries for hospital nurses have been increased with retrospective 
effect from Feb 1 as shown in the following tables 
Women 



Previous Annual Rates j 

New Anneal R2'rs 

Ward sister 

Cash salary 

1 Emoluments 

£180-260 

£120 

£375 rising by 7 enocaJ 
increments c r £15 
and 1 mcrosteat cf 
£20 to £500 

Staff nunc 

Cash salary 
Emoluments 

£140-200 : 
£100 

£315 nsmg by S an 
nual mc-em-nts of 
£12 I 0s to £415 

Enrolled assistant nurse 

Cash salary 
Emoluments 

£120-170 

£100 

£285 rising by 8 an 
nual increments of 
£12 10s to £3S5 



Men 


...1 

Previous Annual Rates i 
on Non resident Basis j 

New Annual Ratfis 

Charge norse 

£312-380 

£385 nsing bv 7 annual 
increments of £15 find J 
increment cf £10 to £-00 

Staff corse i 

£260-312 

£325 rising b> S annual 
increments of £12 10s to 
£425 

Enrolled assistant nurse ' 

£239-291 

£3 00 nsing by S annual in~e- 
weats of £12 10s to£-*0Q 


Ward sisters and charge nurses will pay £130 a year Cothe-s £120) 
for board and lodging and other services provided by the hospital 
Non resident nurses will pay £20 a v ear for meals on duty and the 
use and laundry of uniform 

The Association of the British Pharmaceutical Industry 
At the annual dinner of the Association of the Bnush Pharma- 
ceuucal Industrv, which was held at the Savoy Hotel on Apt! 27, 
several speakers referred to the need for co-operation between the 
medical and pharmaceutical professions In projxjsing the toast of 
the Pharmaceutical Services the chairman of the association, Mr 
C A O Rideal, spoke of the great need for standardization m the 
pharmaceutical industry One of the problems was a complicated 
system of weights and measures, including some peculiarly named 
containers The doctors’ liking for writing then- scripts in Latin was 
an added difficulty In reply Dr H Davis, chief pharmacist to the 
Ministry of Health, paid tribute to all who had helped to provide 
the pharmaceutical services of the NB S so successfully up to date 
Mr J C Hanbury proposed the health of the guests, and said that in 
facing the problems of the day in the Nil S the medical and pharma- 
ceutical professions shared much common ground Sir Harrv 
Jephcott, m reply, said that the pharmaceutical industry was making 
every endeavour to co-operate in the steps being taken towards 
social and industrial progress Dr D P Stevenson, Deputv Secretary 
of the BJM-A , proposed the toast of the Association of the British 
Pharmaceutical Industry Both associations, he said, were quietly 
performing the task of looking after the interests of the public This 
did not stop them from being regarded as Aunt Sallies at times, but 
nevertheless they had the satisfaction of knowing that m the field 
of humarutv their work was of great importance The pharma- 
ceutical industrv had never failed the medical profession yet One 
of the rights which the doctor would always claim for himself was 
his absolute freedom to prescribe any drug in any form which he felt 
was needed bv his patient In his replv Sir I V L Ferguson said 
that for some of the services provided under the NFS the patient 
had to n ait days, weeks, or months, but from the mdmdusl doctor 
and chemist he could alwavs expect to obtain immediate help 

Pharmaceutical School 

The Pharmaceutical Society of Great Britain has authorized its 
council to sell to the University of London for £255,000 the new 
building going up in Brunswick Square, begun before the war to 
house the society’s college, a school of the Universitv of London, 
and its othe- activities The school, now an independent institution, 
will occujiy the building when completed and the question of the 
society’s own headquarters is under consideration 

Markle Foundation 1 

Thirteen voung scientists have been appoin'ed as the recoid group t 
of scholars m medical science, under the plan becun in 1928 bv the i 
John and Marv R Markle Foundation (14, Wall Street, New T ork, 5) 
to assist qualified men and women wishing to remain in academic 
medicine The scholars were selected from candidates nomma’ed by 
accredited medical schools re L rated States and Canada The 
of $325,000 h3S been, ited for their support, to be 

m grants of o’ - of S5,000 a year, to 

cultv appointments 
1 e British Medical 
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Register— namely, Dr. John Davis Green, whose interest is in anatomy 
and physiology, and Dr. Donald Richards Wilson, internal medicine 
and endocrinology. The grant. for Dr. Green has been allotted to 
the Wayne University College of Medicine, Detroit, and that for 
Dr. Wilson to the University of Alberta Faculty of Medicine, 
Edmonton. 

Wills 

Sir William Hale- White, for many years physician at Guy's 
Hospital, left £62,920. Dr. John Richard Tarrant Conner, formerly 
editor of the Clinical Journal, left £1,082; Major-General John Weir 
West, formerly professor of military surgery at the Royal Army 
Medical School, £4,920 ; and Dr. Arthur Graham Foljambe Forster, 
of Cheltenham, £28,036. 


COMING EVENTS 

Consultants’ Meeting at Birmingham 
There will bo a general meeting of consultants in the Birmingham , 
Region No. 12, at Nuffield House, Queen Elizabeth’s Hospital, 
Birmingham, on Saturday, June 11, at 2.30 p.m., to discuss the 
proposed terms of service. 

Cambridge Graduates’ Medical Club 

The Cambridge Graduates’ Medical Club, which was founded in 
1883, will hold its annual dinner at Cambridge in July. The council 
of the club believes that many Cambridge men who graduated m 
the war years are unaware of the club’s existence, the objects of 
which are to further the interests of the medical and natural science 
schools of the University and to promote good fellowship among its 
graduates. Medically qualified male graduates are eligible for 
election, the fee for life membership being £1 Is. Those interested 
should get in touch with their hospital representative or with one of 
the honorary secretaries, Dr. R. A. Hickling, 99, Harley Street, 
London, W.l, or Dr. A. Willcox, 66, Harley Street, London, W.l. 


SOCIETIES AND LECTURES 


Monday 

Edinburgh University.— At Physiology Lecture Theatre, University 
New Buildings, Teviot Place, Edinburgh, May- 30, 5 pm., 
‘’Salerno: The First Medical School," by Dr. Douglas Guthrie. 

London University.— At Institute of Neurology, National Hospital, 
Queen Square, London, W.C., May 30, 5 p.m., ''Arteriovenous 
Aneurysms of the Brain," by Professor H. Olivecrona (Stockholm). 

London: University College.— At Physiology Theatre, Gower 
Street, W.C., May 30, 4.45 p.m., " Selective Toxicity with Special 
Reference to Chemotherapy," by Professor Adrien Albert. 


Tuesday 

Edinburgh Postgraduate Board for Medicine. — At Anatomy 
Lecture Theatre, University New Buildings, May 31, P-™:* 

*' Some Observations on Paroxysmal Tachycardia," by Dr. I. G. W. 
Hill. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — May 31, 5 p.m., “ Lupus' Erythematosus,’ by Dr. 
H. J. Wallace. 

Institute op Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C., May 31, (1) 11 a.m., " Aetiology and Diagnosis of 
Gonorrhoea," by Dr. W. N. Mascall; (2) 5 p.m., " Penicillin and 
SnlpUonamide Therapy in Infections of the Urinary Tract," by 
Dr. A. H. Harkness. 

London: University College. — At Physiology Theatre, Gower 
Street, W.C., May 31, 5.15 p.m., “ Muscular. Contraction," by 
Professor A. V. Hill. 

Medical Society for the Study of Venereal Diseases. — At Royal 
Society of Medicine, 1, Wimpole Street, London, W., May 31, 

> 5.10p.m., joint meeting of Society with Section of Experimental 
Medicine of Royal Society of Medicine. “ Recent Advances in the 
Study of Venereal Diseases," by Dr. J. Earle Moore (Baltimore). 

Westminster Hospital School of Medicine, Meyerstein Lecture 
Theatre, Hqrseferry Road, London, S.W. — May 31, 5.30 p.m., 
cjmiro-path^jpgical meeting. Discussion : “ Appendicitis," by Mr. 

' V w G, J T ~*j LEMWG Institute of Microbiology. St. Mary’s Hospital 
<5^1 School, Paddington, W. — May 31, 5 p.m., "The Nature 
of I Unit Viruses," by Dr. F. C. Bawden, F.R.S. 


Wednesday 

Urology.— At St. Paul’s Hospital, Endell Street, 
London. W.C June 1, (1) 11 a.m., " Signs, Symptoms, and 
Asymptomatic Carrier State of Gonorrhoea," by Dr. A. H. 

!-). 5 p.m., " Congenital Malformations of the Bladder 
and Urethra,’ by Mr. J. E. Semple. 


Thursday 

L oi S °\vr °i F ™ E , Ro ™; Free Hospital. Gray’s Inn Roac 
5 ' 15 P SV’ " Mammapiasty," by Di 
. Ma 'bec (Director of Plastic Surgery at Hospital c 
Ramos Mejia, Buenos Aires). Visitors welcomed. 

Et Bu?!dffics l Tcvim S, m’'' _At r Ana ' om i' Theatre, University Ne 
r* • Place, June 2 , 5 pjn., ** Chemoihtropy l 

Rruculout. Honjman Gillespie Lecture by Dr. James Inncs. 


Faculty op Homoeopathy. — At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W.C;, June 2, 5 pan., 
" The Problem of Mental Illness,” by Dr. T, H. B. Gladstone. 
Institute of Urology. — At St. Raul's "Hospital," Endell Street, 
London, W.C., June 2, (1) 11 a.m., "Pathology of Gonorrhoea," 
by Dr. A. H. Harkness; (2) 5 p.m., "Diseases of the Female 
Urethra," by -Mr. H. G. Hanley. 

London County Medical Society. — At Southern Hospital, Dartford, 
Kent, June 2, 3 p.m., clinical meeting. 

London University. — At Institute of Neurology, National Hospital, 
Queen Square, London, W.C., June 2, 5 p.m., " Intermittent 
Claudication," by Professor A. M. Boyd. 

London: University College.— At Physiology Theatre, Gower 
Street, W.C., June 2, 4.45 p.m., " Some Aspects of Nitrogen 
Metabolism in the Mammal," by Dr. J. S. Bach. 

St. George's Hospital Medical -School, Hyde Park Corntr, 
London, S.W. — June 2, 4.30 p.m., “ Neurology," lecture- 

demonstration by Dr. D. J. Williams. 

Friday " 

Whipps Cross Hospital Medical Society.— June 3, 8.30 p.m., 
" Modern Diagnostic Radiology," by Dr. G. White Phillips. 

APPOINTMENTS 

Lewis, Cecil W. D,, M.B., B.Ch., F.R.C.S., Junior Assistant, Surges! Unit, 
Royal Infirmary, Cardiff. 

Hospital for Sick Children, Great Ormond Street, London, W.C, — House - 
surgeon : Miss J. F. Cambell, M.B., Ch.B. House - physician : D. Q. Trounce, 

M.B., B.S., M.R.C.P., D.C.H. Registrar to Department of Plastic Surgery : 
M. H. Kinmonth, M.B., F.R.C.S. 


BIRTHS, MARRIAGES, AND HEATHS 

BIRTHS 

Brintou. — On May 15, 1949, in London, to the wife of Dr. W, D. Brinton. a 
daughter. 

Fraser, — On May 3, 1949. at Aberdeen, to Dr. Mary E. Fraser (ntfe Chalmers). 

wife of R, J. A. Fraser, F.R.C.S.Ed.. a daughter. 

Friedlandcr. — On May 15, 1949, at Loma Lodge, 133. Barlow Moor Road, 
Manchester, 20, to Jean L. Broughton, M.R.C.S., L.R.C.P., wife of H. A- 
Fnedlandcr. M.R.C.S., L.R.C.P.. a daughter. 

Lloyd-Owcn. — On May 9, 1949. at the Undo Wing. St. Mary’s Hospital, to 
Helen, wife of Dr. Morus Lloyd-Owcn, a daughter. 

Macrae. — On April 8. 1949. to Dr. and Mrs. J. O. F. Macrae, Church of 
Scotland Mission. Ichang. Hupeh, China, a daughter— Gillian -Kirctetn. 
MacVlne. — On April 29, 1949, at the Central Middlesex Hospital, London, 

N. W., to Daphne (ndc Vicusseux), wife of J. Sinclair MacVine* F.R.C.S.Ed., 
a second daughter— Virginia Anne. 

Schorstein. — On May 8. 1949, to Mr. and Mrs, J. Schorstdn. of Dumgoyne 
Cottage. Dumgoyne, Stirlingshire, a son. 

SmnOpelcc.— On May 17. 1949, to Olive L. Smallpeite, L.D.S., R.C.S.Ens. 
(nde James), wife of Dr. John Smallpcice, a son. 

DEATHS 

Atkinson, — On May 7, 1949, Hugh Norman Crowley Atkinson, M.R.C.5., 

L. R.C.P., of Queniborough, Leicestershire. 

Babonau. — On May 9. 1949, at “ Ruapuna.” Songhor, Kenya. Alexander 
Frederick Babonau, C.I.E.. O.B.E., M.B., Ch.B., Colonel, l.M.S.fret.). 

Bate#. — On April 7. 1949, at King George V Hospital, Durban, Robert 
Fosbrookc Bates. M.B., aged 31. 

Brasher. — On May U, 1949, at St, Leonards, Charles William James Brasher. 

M. D., aged 83. 

Clark.— On May 10, 1949, at Crossways, Brimstage Road, Spical. Bromborougb, 
Cheshire, George Clark, M.B.. Ch.B., D.T.M., D.T.H., D.P.H. 

Cookson. — On May 15, 1949, at Toronto, Canada, Henry Anstey Cookson, 
C.B E., F.R.C.S.Ed., F.R.C.P.Ed., F.R.S.Ed. 

Copeman. — On May .6, 1949, at Salisbury Lodge, Hove, Alfred Heathcote 
Copeman, M.D., aged 80. 

Court— On May 3, 1949, at Raigmorc Hospital, Inverness, Edward Percy 
Court. M.R.C.S., L.R.C.P. 

Dahell. — On May 18. 1949, Philip Dalzcll. M.B., B.S.. of 1, Raymond Road. 
Wimbledon, London, S.W., aged 43. 

Davidson.— On May 7, 1949, at Woodville, Shettlcston Road ;* Glasgow, E.2, 
William Tennent Gairdner Davidson, M.D., DP.H. 

Edlesfon. — On May 8, 1949, at The Mount, Haiherton, Nantwich, Richard 
Shafto Chambers Edleston, M.R. C.S., L.R.C.P.. 

Goss.— On May 12, 1949, at R.N. Hospital, Plymouth, Leslie Stewart Goss. 

O. B.E., L.M.S.S.A., Surgeon-Captain R.N, Ret. 

Hoffman. — On May 17. 1949, at Axminsfer Cottage Hospital, Harry Drum- 
mond Hoffman, M.B., aged 72. x x 

Leicester; — On" May 19, 1949, at Clare Cottage, Cold Ash. Newbury. Berks. 
John Cyril HoidSch Leicester, M.D., F.R.C.P., F.R.C.S., Lieutenant-Colonel,' 
l.M.S.fret.). aged 77. 1 

Macfoy. — On May 8. 1949, at 9, BeHord Avenue, Edinburgh, George Mackay. 

M.D., F.R.C.S.Ed. . , 

McKee, — On May 7, 1949. at St. Many's Bay. Kent, William Cowan’ McKee. 

M.B., B.Ch., Ueutenant-Cotonel I.M.S. retired. 

Mackle. — On May 8, 1949, at a nursing borne, Edinburgh, Elspeth MacLeod. 

M.B., Ch.B., wife of F. J. B. Mackle, 1, McLaren Road, Edin burgh. 
Maclagan. — On May 8, 1949, at Kello Hospital, Biggar, Lanarkshire. Patrick 
Alexander Maclagan, M.B., Ch.B.Ed. 

Macnaughton-Joncs, — On May 15. 1949, at Amersham. Henry Macr.aughtcn- 
Jones. M.B., B.Ch., aged 80. 

Martin. — On May 22, 1949. at 10. York Gate, London, N.W.l, Ernest William i 
Martin, M.B., Ch.B.. aged 72. 

Maitland. — ©n May 16, 1949. at a nursing-home near Darlington, William 
Lionel Martland, M.B., Ch.B., aged’ 50. 

Menzlcs. — On May 14, 1949. at *41. Mel bury Court. London, W.. Sir Frederick 
Norton Kay Menzlcs. M.D., F.R.C.P., aged 73. 

Phipps,— o n May 14. 1949, Border. Cawsand. H. H. Phipps, M.R.C.S., L R C.P , 
aged 85. 

Rogers. — On May 14. 1949. at Namouna, West Cliff Road, Bournemouth. 
Kenneth Rogers, O.B.E., M.D, 

On May 12. 1949, at Lherpool, David Llewelyn Williams, C.B E , 
M.C., LL D., F.R.C.S.Ed.. agtd 79. 
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Correspondents should give their names and addresses ( not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 

Treatment of Osteoarthritis 

Q. — What is ihe usual modern treatment for osteoarthritis of 
the knee-joint? 

A. — The treatment of osteoarthritis of the knee-joint may be 
non-surgical or surgical. 

Non-surgical Treatment. — It should be appreciated that the 
joint changes of osteoarthritis are permanent, and treatment 
can be only palliative. The following measures are available, 
and each has its indications: (1) Rest. — This will always lead to 
improvement in the symptoms. In some cases avoidance of 
prolonged standing or walking is all that is required. In the 
occasional case, particularly after recent injury or when there 
is some degree of fixed flexion deformity, temporary immobi- 
lization in plaster — if necessary after gentle straightening of 
.the knee — is of value. (2) Physiotherapy. — The most effective 
form of physiotherapy is a combination of short-wave diathermy 
with intensive active exercises designed to improve the muscle 
control of the knee. In cases of moderate severity this often 
gives satisfactory relief, and it is probably the most widely 
applicable method of conservative treatment. (3) Acid Injec- 
tions. — 10 to 20 ml. of acid potassium phosphate or other 
appropriate arid solution — often combined with procaine — is 
injected into the joint. A course of treatment commonly con- 
sists of six to twelve injections at weekly intervals. The method 
is still on trial; while improvement has been claimed by a 
number of workers, there is probably a majority of orthopaedic 
surgeons who feel that its value is very doubtful. (4) Y-ray 
Therapy. — Improvement has been obtained, but not constantly. 
This treatment should be tried only when other measures have 
failed to secure adequate relief. 

Surgical Treatment. — Operative measures are not often 
required, though in the occasional case with severe disablement 
the result may be eminently satisfactory to the patient. 

(1) Excision of the patella is indicated in certain cases where 
the arthritic process is confined to the patello-femoral com- 
partment — particularly after malunited fractures of the patella 
with distortion of its articular surface ; but it is unlikely to 
be of benefit when the arthritis has reached an advanced stage. 

(2) Arthrodesis is advised only when pain or deformity is 
causing such a severe degree of crippling that a stiff knee 
becomes acceptable to the patient. In cases of this severe 
type — where degenerative arthritis is often secondary to a 
previously existing infective arthritis — the results of arthrodesis 
are often very satisfactory, sometimes even in bilateral cases. 

(3) Arthroplasty gives such inconstant results that it is indicated 
only exceptionally, if at all. It is possible that in the future 
improved fnelhods of performing the operation may increase 
its usefulness. 

Post-gastrectomy Diet 

1 

Q. — l(7tai diet and what medicine should be prescribed for a 
patient who has just had a partial gastrectomy ? 

A. — It is assumed that the question does not refer to the 
immediate post-operative period hut to the time, 14 to 21 days 
after operation, when the patient is beginning to lead an active 
life again. At this stage the usual type of " post-Eenhartz ” 
diet is suitable ; meals should be frequent, regularly spaced, and 
small in bulk. Gradually the volume of individual meals may 
be increased and the interval between them lengthened until 
only four are taken daily. Their composition should be bland 
at first, but over two or three months more dishes can be added 
until a virtually normal diet is being taken. Most patients who 
have undergone partial gastrectomy are eating normally two or 
three months after operation. There is no general indication 
for medicines, but in some instances a vitamin concentrate and 
iron may be advisable. 


Threadworms 

Q. — Would you please tell me the dose and the method of 
administration of carbon tetrachloride followed by saline purga- 
tion for a child of 7 and her mother? Is this treatment for 
threadworms always successful, and, if not, how soon can it be 
repeated ? 

A. — Carbon tetrachloride is highly toxic and possesses few 
advantages over the less toxic and almost as effective anthel- 
mintic tetrachlorethylene, but it is doubtful if either treatment 
should be given unless the patient is in hospital. The oral 
dose advised for tetrachlorethylene is 3 ml. (in three 1-ml. soft 
gelatin capsules) for an adult, and 3 minims (0.18 ml.) per year 
of age for a child. Alcohol and all fats, including milk, should 
be withheld for two days previous to giving the dru|, which 
should be administered before food is taken on the morning 
after a saline purge has been given. The patient should remain 
in bed throughout the treatment In cases of failure treatment 
should not be repeated until three weeks have elapsed. > 

An alternative treatment is with hexylresorcinol orally com- 
bined with enemata. The dose is 1 g. for adults and for children 
over 10 years ; below 10, for each year of age 0.1 g. The drug 
should be administered in hard gelatin capsules. If the oral 
dose is taken in the morning, a soap-sud enema should be given 
the same evening, to be followed by another enema of a 0.1% 
solution of hexylresorcinol crystals in water, which shodld be 
retained for fifteen minutes. The treatment of threadworms, 
particularly in children, has been fully investigated by Wright 
and his colleagues in America, and the results of their investiga- 
tions have been published in a series of articles. After trying 
many lines of treatment they consider that the one yielding the 
best results with the minimum of risk is the administration of 
gentian violet The method of administration and the prepara- 
tion of the patient are fully described in a paper which appeared 
in the Journal of the American Medical Association (1940, 114, 
861). No known form of treatment is always successful. 

Effect of Mandelic Add 

Q. — Are any ill effects likely to result from taking mandelic 
acid over long periods? 

A. — No ill effects are to be expected from taking mandelic 
arid over long periods. Mandelic acid is a fatty acid which is 
excreted unchanged. However, when it is taken, it is usually 
given as ammonium mandelate or calcium mandelate, and in 
this form it produces an acid urine, which is necessary if it is 
to be effective bactericidally. The maintenance of an arid urine 
for long periods may be harmful in persons suffering from some 
degree of renal damage ; this may be further aggravated by 
restriction of the fluid intake. To maintain full treatment with 
fluid restricted to 2 pints (1,136.5 ml.) and a unne of aridity 
pH 5.5 is often very depressing for the patient. 

Green Staining of Hair 

Q. — It has been suggested that an impregnating varnish con- 
sisting of an oil-modified phenolic resin dissolved in white spirit 
might be the cause of the green staining of the hair which occurs 
in men with white hair who come into contact with it in a 
factory ■ the discoloration is confined to the front of the 
hair, it is probably connected with perspiration. Could you 
give any information, with references, on pigmentation of the 
hair which would help in tracing the source of the trouble ? 

A, — The inquirer does not give sufficient data TO' enable fair 
comment to be made. It would be helpful to have been told 
if copper is actually handled by the affected workera or is 
present in the shops as dust; if the staining washes out with 
soap and water ; and the colour of the varnish. It seems un- 
likely th3t the varnish, unless it is actually green in colour and 
is carelessly handled by the workers, is the cause of the green 
pigmentation of the hair. 

Copper has been known to cause green staining of the hair 
and perspiration. Flinn and Inouye (1. biol. Chem., 1929, 84, 
107) refer to the statement in the literature that “ copper dust, 
or alloys rich in copper, generally produce in workers green- 
stained hair, greenish deposits on the teeth, and a green tint 
to the perspiration which may persist even after a thorough 
bath, while the skin may be actually bronzed.” Mallory (Arch, 
intern. Med.. 1926, 37, 336) states that continued exposure to 
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copper, such as is experienced by workers in copper foundries, 
will cause haematochromatosis. I. J. Cunningham ( Biochem . 
1931, 25, 1273) remarks on the catalytic effect of copper on the 
oxidation of “dopa” (3 : 4-dihydroxyphenylalanine), which is 
the precursor of melanin, the pigment in hair. Copper and 
its effect on health is discussed in Industrial Medicine, 1947, 16, 
368. A detailed discussion on hair-colour change can be found 
in J. Amer. wed. Ass., 1943, 121, 161. 

Malignant Deposit in Pelvis 

Q , — For the last year a woman of 51 who had a carcinoma 
of the breast removed three years ago has been having back- 
ache, never localized, but most frequently in the lumbar region. 
X-ray examination reveals an osteoarthritis of the spine; there 
is also a “ spot ” in the pelvis which may indicate the presence 
of malignant deposits. A blood examination shows her alkaline 
phosphatase level to be 5 units per 100 ml. — this, I am told, does 
not support a diagnosis of malignancy. Would you please give 
your view ? 

A. — Osseous metastases during the early phase of their 
development give rise to indefinite signs on radiological 
examination, and in such cases repeated radiography at 
monthly intervals is of value. Estimations of the alkaline 
phosphatase concentration in the blood are of limited value. 
It is true that in some cases of osseous metastases the figure is 
raised, but it may be normal, and conditions other than this 
may cause changes in the alkaline phosphatase level. This 
patient should be kept under careful observation and further 
radiological examinations of the pelvis carried out at intervals. 

Blood Transfusion in CO Poisoning 
Q. — Has replacement blood transfusion ever been tried in 
cases of coal-gas poisoning? Six to eight pints (,3.4 to 4.5 
litres) would seem to be enough if the patient is in real danger. 

A. — Blood transfusion has been used in the treatment of 
carbon-monoxide poisoning. Special care must be exercised to 
ensure that the circulation is not overloaded, because such over- 
loading would have serious, and very possibly fatal, effects on 
a heart already dilated and weakened by anoxia. The method 
adopted must therefore be one of replacement, as the question 
suggests, but the quantities mentioned are excessive. Blood 
transfusion should not be regarded as a routine requirement 
in cases of coal-gas poisoning. Most of the patients reaching 
hospital alive will have eliminated a considerable proportion 
of the carbon monoxide, and other lines of treatment, such as 
the administration of oxygen with carbon dioxide, will give 
satisfactory results in the majority of cases. 

Allergy to Animal Fat 

Q . — Is it possible to desensitize a patient who is allergic to 
animal fats ? He is unable to eat an average amount of animal 
fat without developing small pustules on his chin ; this also 
occurs after shaving with soap containing such fat. He is not 
allergic to vegetable fats. 

A, — Desensitization to a food is of doubtful value and is 
rarely advisable. The best treatment is its complete avoidance, 
"hen the hypersensitivity is frequently outgrown. It is most 
unusual for a person to be allergic to all animal fats, nor are 
pustules a common manifestation of spontaneous allergy. More 
usually the sensitivity is to the products of individual species 
of animal. 

Penile Herpes or Verrucae 

Q* ri young man aged 24, with no history or signs of specific 
\ encreal infection, has developed a chain of papilla-like pro- 
cesses about the size of a pin's head in the coronal sulcus. These 
bodies do not resemble venereal warts; there is no phimosis 
and no other evidence of balanitis. Applications of glacial 
acetic acid caused temporary • "whitening" of these papillae, 
but they have not disappeared. What alternative treatment 
would you suggest ? Is the condition progressive, and are any 
serious sequelae likely in ike patient or his wife ? 

. •^•~^ rorn information given, the lesions appear to be 
either herpes or verrucae— probably the former. Unless they 
arc giving rise to unpleasant symptoms, no treatment is indi- 
cated ; should treatment be deemed advisable, keeping the parts 
ary and powdering with talcum are recommended. Such 


methods as circumcision, excision of the affected epithelium, or 
destruction with the electrocautery are unnecessarily drastic and 
are contraindicated. For warts such as are commonly seen in 
connexion with a chronic urethritis, podopbyllin resin B.P. 25% 
or less in liquid paraffin is remarkably successful; the sur- 
rounding parts should be protected with a film of petroleum 
jelly and the podophyllin applied with a swab and allowed to 
dry ; if necessary, a second application may be made after a 
few days. 

The condition described is not likely to be progressive, though 
it may take a considerable time to clear up ; nor is it likely to 
cause any serious sequelae in either the patient or his wife. 

, Transient Giddiness 

Q. — What are the causes and treatment of momentary 
transient vertigo ? I have many patients — non-smokers, non- 
drinkers, with normal blood pressures, and aged 40 to 60—whc 
complain of momentary giddiness after stooping, on looking u; 
to the sky, or on rotating the head. 

A. — Probably some of these are not cases of true vertigo. 
Thus, momentary dizziness after stooping is often caused by a 
temporary cerebral anaemia due to poor vascular tone, and the 
subject should derive benefit from physical exercises, particu- 
larly for the abdominal muscles. The other cases are probably 
due to abnormal proprioceptive or ocular impulses. Thus 
rheumatic affections of the cervical joints and muscles may hi 
a factor. In the ocular cases, or in those with true postura 
vertigo, phenobarbitone or other sedatives should help. 

NOTES AND COMMENTS 

Keloid. — Dr. F. Piers (Nairobi) writes: A correspondent asket 
which was the best treatment for keloids (“ Any Questions 7 ’ 
Feb. 26, p. 377). Your expert, in his reply, advised x-ray treatmen 
and excision of the scar. With great respect I beg to disagree mil 
him, especially as regards excision. Keloids invariably recti r acc 
assume a more unpleasant character after surgical interference. ! 
have recently seen a young Greek woman from Abyssinia who had 
originally, a small keloid over the sternal region. This was twi« 
excised by competent Italian surgeons, and each time the result hac 
been a more extensive and unsightly recurrence of the keloid. Tht 
method of choice is, in my opinion, radium treatment: repeater 
surface applications with heavy filters (to exclude all but the hardest 
beta radiation). A report of two cases in which this method gavt 
excellent results was published by W. Lutz ( Dermatologica , 1947 
94, 315). The pictures accompanying the article supply convincini 
evidence of the value of this method. 


Corrections 

In the leading article on “ Diphtheria Prophylactics,” which wai 
published in the Journal of April 23, p. 715, it was stated that thi 
number of notified cases of diphtheria in 1947 was 3,941 and o 
deaths 198. These figures, however, relate to children under K 
only. The figures for the whole population, obtained from thi 
quarterly returns (corrected notifications) issued by the Registrar 
General, are 5,609 cases of diphtheria notified in 1947 and 24- 
deaths. 

Dr. D. Davies writes: In my paper on “Acute Porphyria am 
Associated Electrolyte Changes ” (May 14, p. S46) in the fourtl 
paragraph “ chronic porphyria " should have read " congenita 
porphyria.” 

Dr. James Overton writes: In my recent article on the topics 
use of “ vioform ” in dermatology (May 14, p. 840), an error ha 
been brought to my notice. In the first paragraph on p. 841, deal 
ing with the pharmacology-, “ In vitro it inhibits Staph, aureus an 
Bacl. coli in a dilution of 0.025%,” should have read "0.025? 
‘ vioform ’ in bouillon.” This is another method of .stating 0.02 
parts per thousand. 
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CHANGES IN SUPERANNUATION 

uperannuation is a somewhat dusty and complicated topic, 
lut to those who see daylight — as well as eventide — in the 
uperannuation provisions a note on some contemplated 
hanges may be of interest There has been published a draft 
if amending regulations which the Minister proposes to make, 
nd the amendments include a number of points of interest to 
he profession. It will be recalled that general practitioners 
.’ho entered the list of an executive council on or before 
uly 5, 1948, and who had already made provision for retire- 
lent by endowment or deferred annuity policies were given the 
ption to remain outside the Government superannuation 
cheme and to receive from the Ministry an amount equivalent 
o the employer's contribution (8% of net remuneration) 
awards the payment of their policy premiums. This option 
.as limited to medical and dental practitioners (and their 
ssistants) on executive council lists. 

In the proposed amending regulations the option is extended 
o “ persons rendering specialist services pursuant to Section 3 
if the Act.” This means that a specialist in contract with 

regional hospital board or board of governors will be entitled 
o apply to the Minister to be excluded from the superannua- 
ion scheme and to receive the equivalent of the Government’s 
ontribution. towards the continuance of a private insurance 
olicy. Specialist services are not defined in the Act, but it 
eems that the extension of the option will be limited to those 
.’ho are appointed as specialists, as distinct from those holding 
ion-specialist posts. 

The conditions governing the option under the original 
egulations were as follows : 

(a) The policies must be endowment assurances or deferred 
nnuitv policies. 

( b ) The policies must not mature at an earlier age than 60. 
Vhere a policy would under its original terms have matured 
iefore age 60, it can be recognized if its terms are modified 
o that it matures at or after age 60. 

(c) (i) The premiums (or total premiums) must not be less 
ban £150 per annum. 

(c) (ii) Alternatively, if the total annual premiums on existing 
toiicies are less than £150 per annum but not less than £50 
>er annum, these policies will be recognized on condition that 
he practitioner takes out forthwith a further policy which will 
iring the total premiums to at least £150 per annum on policies 
atisfying the conditions set out in («) and (6) above. 

(d) The policies must not be assigned to any other person, 
ir surrendered before maturity. 

(e) Payment by the Minister of an amount equal to 8% of 
he practitioner's remuneration will continue only so long as 
he premiums on the policies continue to be payable. 

(f) The policies must be produced for inspection on a request 
nade to the practitioner by the Minister or by the executive 
:ouncil on his behalf. Alternatively, a statement from the 
issurance company as to the nature of the policies may be 
ubmitted. 

(g) Premium receipts must be submitted to the Minister or 
o the executive council for examination within one month 
fter the date on which each payment of premium falls due. 

It is probable that similar conditions will apply to specialists, 
vith the substitution of “ regional hospital board or board of 
tovernors ” for “ executive council " in paragraphs CO and (g). 


Another important provision concerns specialists who con- 
tinue to work after the normal retiring age of 65. Representa- 
tions were made to the Ministry that in such cases the specialist 
should be able to continue to pay contributions and to build up 
further pension. The Ministry proposes to vary the original 
regulation to enable practitioners to earn another five years’ 
pension reckoning above the normal maximum of 40 years. 
For this purpose “ pensionable age ” is increased by five years 
and the maximum amount of a pension is increased from 
40/S0ths to 45/S0ths in the case of praccitioners-on a whole- 
time salaried basis, and, in the cases of general practitioners — 
and part-time specialists — on the 14% basis, the period reckon- 
able is increased from 40 years to 45 years. In other words, 
instead of the G.P. pension being based on 11% of the total 
net remuneration received throughout 40 years of service, it 
will be based on 11% of the total net remuneration received 
throughout 45 years of service. 

Theoretically, the right to reckon 45 years’ service is a 
valuable extension of the 40-year maximum which has been. a 
prominent feature of previous superannuation codes. But in 
the case of medical practitioners who, by reason of the long 
years spent in qualifying, are unable to enter the Service until 
25 or more years of age, few will be able to attain the maximum 
pension. The new provision, however, will enable those who 
do cany on until aged 70 to count those later )ears for an 
increase in pensions. 


Town and Country Planning Act, 1947 
This Act imposes a development charge, which will be 
assessed by and be payable to the Central Land Board, where- 
ever development improves the value of land. “ Develop- 
ment ’’ includes a material change of use of the land or of 
any buildings on it. The State has set aside a sum of £300 
million for the compensation of those owning or leasing pro- 
perty on July 1, 1948, the value of which is substantially 
reduced by the Act. The underlying principle of the Act is 
that all land in future, when bought or sold, should pass at a 
price equal to its value for existing use. Broadly, the develop- 
ment charge will be the difference between the value for the 
existing use and the value when the permitted development has 
taken place. Claims for the loss of development value in 
consequence of the Act must be in the hands of the Board 
by June 30, 1949. A further note on the implications of the 
Act, with special reference to the position of members of the 
profession, will appear in these columns next week. 


The Grading of Hospital Staffs 
_ A good number of letters are reaching this office from practi- 
tioners who object to the grading proposed for them on the 
recommendation of Review Committees. The bulk of the letters 
come from members of hospital staffs who find themselves 
graded, not as specialists, but as senior hospital officers. In 
many cases hospital staffs who have regarded themselves as 
equals for many years now find that they are being graded 
unequally. The Joint Committee is continuing to press' for a 
proper appeal machinery, and in the meantime any practitioner 
who objects to his grading should communicate at once with 
the regional hospital board or board of governors concerned. 
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CHANGES OF HOSPITAL STAFF 

MINISTER’S OBLIGATION 

The Ministry of Health has informed hospital boards that the 
Minister has a moral obligation for seeing that displaced mem- 
bers- of staffs are given, so far as is practicable, the opportunity 
of undertaking similar duties elsewhere. This move follows 
representations made by the Joint Committee of Consultants 
and Specialists. 

Displacement or serious disturbance may occur where the 
'board proposes to change the use of particular premises or to 
carry out the work with fewer staff. The Minister considers 
that regional hospital boards should be able in almost every 
case to arrange for the displaced specialists to be offered duties 
of similar scope and extent in some other hospital. It is 
more difficult for boards of governors to do this, because their 
administrative control is over a much narrower field, but they 
should seek the co-operation of neighbouring regional hospital 
boards, and he asks the regional boards to do all they can 
to help. 

The Minister’s obligation was affirmed in one of the replies 
that he gave in April, 1948, to the B.M.A. Questionary 
( Journal , April 17, 1948, p. 742) : After the appointed day 
“it will be the duty of the boards to review the specialist 
services of their regions, and they will offer pew appointments 
to their staffs either in their existing or other hospitals, which 
they will be free to accept or refuse as they will.” 

DENTISTS’ FEES 

20% CUT PROPOSED 

The Minister of Health proposes to cut the gross fees of dentists 
by about 20% from June 1. He has prepared a new scale in 
detail of reduced fees for dental examinations and operations. 
The Ministry has analysed the earning's of 5,078 dentists from 
October, 1948, to March, 1949. The figures in the following 
table show the annual rate of payment based on this analysis, 
and do not take account of the cut of 50% in dental earnings 
over a rate of £400 monthly which was imposed in February, 
and do not make allowance for superannuation. 


No. of 
Dentists. 

Range of Gross 
Earnings 

Range of Net Earnings 
(Assuming 52% Practice 
Expenses) 


£ 

£ 

209 

0-1,200 

0-576 

712 

1,201-2,400 

577-1,152 

1,128 

2,401-3,600 

- 1)153-1,728 

1,122 

3,601-4,800 

1,729-2,304 

841 

4,801-6,000 

2,305-2,880 

479 

6,001-7,200 

2,881-3,456 

254 

7,201-8,400 

3,457-4,032 

333 

Over 8,400 

Over 4,032 


The original fees for dentists were devised to fulfil the Spens 
Committee’s recommendations on the basis of 33 chairside 
hours a week being worked. In February the Minister con- 
sidered that some dentists were earning excessive fees, and he 
therefore halved the amount that could be earned over the 
maximum of £4,800 a year. It seems questionable whether the 
present reductions, which will affect the earnings of all dentists, 
"ill enable the Spens recommendations to be implemented, 
since cne of those recommendations was that the optimum 
chairside hours that a dentist should work was 33 a week. It 
would appear that dentists may now have to work more hours 
u their incomes are to conform with the other Spens 
recommendations. 

Meanwhile a working party set up by the Minister is investi- 
gating the timing .of dental opdrations. The British Dental 
Association announces that such arbitrary reductions “ demon- 
strate the essential unsoundness of the dental scheme.” The 
association would prefer giants to be paid towards the fees, 
the latter being agreed between the patient and the dentist. 


HEARD AT HEADQUARTERS 


Mr, Bevan with the Midwives 

The midwives did not “ boo ” Mr. Bevan, as some of tl 
newspapers said, when he addressed them the other da> 
their exclamations were rather directed against the doctoi 
Mr. Bevan, who, by the way, was • careful throughout i 
speak of “ general-practitioner obstetricians,” not “ gener 
practitioners," said -that the woman who had made an arrang 
ment with the general-practitioner obstetrician would look 
him for his share of antenatal and post-natal care and for h 
attendance at confinement if, and only if, he thought this nece 
sary. This statement called forth a derisive chorus of “ He ! 
The woman, Mr. Bevan said, would still require the servic 
of a midwife, who would carry out her share of maternity wo; 
and normally conduct the confinement, calling in the genen 
practitioner obstetrician in case of need. His statement th 
midwives suffered no loss of professional status was greeted wi 
loud expressions of scepticism, and Mr. Bevan went on, “ I hoi 
the doctors are listening to this. The doctor who will be calk 
in in case of need will be one already acquainted with the patiei 
and may well be her own family doctor.” He repeated that 
was never the intention of the Government that any developmei 
of the National Health Service Act should denigrate — his ov 
word — the status of the midwife. The development of tl 
general-practitioner obstetrician scheme, in which he himse 
had taken a keen personal interest, was never intended to d 
more than provide by the side of the midwife a local pool < 
skilled obstetrical knowledge available to her when she wantc 
it. “ But they are all in the pool,” cried the midwive 
Mr. Bevan said that if that was so it was, an abuse of tl 
scheme. 

Literary Doctors 

A departure was made this year in the Cavendish Lectui 
delivered before the West London Medico-Chirurgical Sociel 
in that, for the first time in its long history, it had nothing 1 
do with medicine. Mr. Justice Birkett was the lecturer, an 
addressed the company on the contribution of lawyers to liter! 
ture. Henry Cavendish, whose name the lecture bears, had n 
particular interest in either law or literature, but for that matti 
he had no particular interest in medicine either, being a chemi 
and a philosopher. The proposer of the vote of thanks 1 
Mr. Justice Birkett took occasion to remark that the medic 
as well as the legal profession had made great contributions 1 
literature, and he mentioned a string of names — Sir Thom; 
Browne, Oliver Goldsmith, John Keats, Oliver Wendell Holme 
Robert Bridges, Conan Doyle, A. J. Cronin, Brett Youn 
Somerset Maugham. Sir Norman Birkett, in reply, said that 1 
was astonished that from this list the greatest name of all ha 
been omitted — St. Luke, the beloved physician. “Yourpn 
fession is more beloved than mine,” he went on. “ The wor< 
‘ beloved physician ’ have a most appropriate ring, but it wou 
come as a great shock to me to hear in common use the won 
* beloved lawyer.’ ” 

International Relations 

The international affiliations of the Association are increasin 
The Council is to give a dinner in the Great Hall to the del 
gates to the General Assembly of the World Medical Associ 
tion in October. In the earlier years of occupancy in Tavistoi 
Square several dinners were given in the Great Hall, and 
was generally felt that there was some special advantage in tl 
Association entertaining its guests in its own home. ■ 
addition there will be an afternoon reception at B.M.r 
House in July for the Commonwealth and Empi 
Health and Tuberculosis', Conference. The International Rel 
tions Committee is to consider at the beginning of each ye 
the occasions on which receptions may be given to visitii 
congresses. An advisory bureau for foreign medical visito 
on the lines of the Empire Medical Advisory' Bureau is ah 
projected. 
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PRELIMINARY 
? Annual Meeting, 1950 

172. The Council has gratefully accepted an invitation from 
the Liverpool and Southport Divisions to the Association to 
bold the Annual Meeting in 1950 at Liverpool and Southport. 
The meeting will be held from July 21-29. 

• The Council recommends: 

Recommendation : That Professor T. P. McMurray, C.B.E., 
M.Ch., F.R.C.S.Ed., be elected as President of the Associa- 
tion, 1950-1. 

Representation of Medical Branch, Royal Navy, on the Council 
•173. The Council recommends: 

Recommendation : That Surgeon Rear-Admiral C. H. M. 
Gimlette, R.N.Ret., be elected as the representative of the 
Medical Branch, Royal Navy', on the Council forthe period 
1949-52. 

Centenary Celebrations of Netherlands Medical Association 

174. The Netherlands Medical Association celebrates its 
centenary’ at Amsterdam in July, and the Association was 
invited to appoint a delegate to attend. The Council appointed 
Dr. O. C. Carter to act in this capacity. 

Medical Society of the Hospitals of Paris 

175. Mr. R. L. Newell has been appointed by the Council to 
attend the centenary celebrations of the Medical Society of the 
Hospitals of Paris in October. 

Portrait of Dr. H. Guy Dain 

176. The Council is making arrangements for the painting of 
a portrait of tire Chairman of Council. 


NATIONAL HEALTH SERVICE 
The Amending Bill 

177. The National Health Service (Amendment) Bill was 
presented to the House of Commons on May 11, 1949. The 
content of the Bill was not discussed before publication of the 
Bill with representatives of the profession, as was promised, 
and a strong protest has been made to the Ministry. Discus- 
sions with the Ministry have begun and all possible steps will 
be taken to extend the scope of the Amending Bill to include 
a number of points put forward by the profession. 

The Bill, which was published in the Journal ( Supplement . 
May 21, p. 274), gives effect to the recommendations of the 
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Legal Committee on Partnerships ; prohibits a full-time salaried 
general-practitioner service (with an exception for “ special 
circumstances ”) ; precludes the imposition by regulations of 
any universal whole-time specialist service ; gives executive 
councils the right to select their own chairman and to determine 
his term of office ; provides for the professional member of the 
tribunal to be selected from a panel of available members, and 
empowers executive councils, on the request of the local medical, 
dental, or pharmaceutical committee, to make deductions from 
the remunerau'on of doctors, dentists, or chemists to defray the 
administrative expenses of those local professional committees. 

In addition to these points, provision for which had been 
promised by the Minister, the Bill contains certain other 
proposals, among which may be mentioned: 

(1) Clarification of the position obtaining under agreements 
between principals and assistants. The Legal Committee on 
Partnerships made no recommendation on this point, but 
expressed the view that the relationship between principal and 
assistant seemed to be analogous to that of partners, adding 
that “ it would seem that the Act may cause considerable hard- 
ship to such assistants if no protection is afforded." 

(2) Under Section 12 of the Amending Bill any difference or 
dispute arising in respect of remuneration or conditions of 
service of those employed or engaged in the new Service is 
deemed to be a trade dispute within the meaning of the 
Industrial Courts Act, 1919, and to be a difference or dispute 
to which the Conciliation Act. 1896, applies. In effect this 
means that, where a dispute exists or is apprehended, either 
party may report it to the Minister of Labour and National 
Service 3nd he may refer it, if both parties consent, to an 
industrial court for settlement. On the other hand, if both 
parties do not consent, he may refer it to the industrial court 
for advice. The composition of the industrial court is pre- 
scribed by the 1919 Act. The Minister of Labour and National 
Service appoints an independent president or chairman and also 
appoints a panel of other persons, some independent and others 
representing employers and workers respectively, to be members 
of the court. The members to sit as the court on any particular 
occasion are selected from this panel by the president. 

This proposal deserves careful scrutiny. At first sight it seems 
that only where the Minister agrees can arbitration take place, 
and where he does not so agree all that can happen is that an 
outside body, set up for the purpose, gives advice. This appears 
to fall short of the original Whitley proposal that in the event 
of disagreement being registered recourse could be had to 
arbitration whether the other side agreed or not. 

(3) The omission in the original Acts of any provision for the 
removal from the lists of executive councils of doctors, dentists, 
or chemists who have ceased to provide services in the areas 
concerned is rectified. 
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(4) The extension from two months to three months of the 
period within which doctors called in by midwives under the 
Midwives Act, 1918, are required to submit their account to 
the local supervising authority for payment. For many years 
\the profession has been seeking an extension of the two-months 
time limit. 

With the exception of these last two items (3 and 4) none 
of the additional points which have been pressed upon the 
Ministry by the General Medical Services Committee and by 
the Joint Committee for Consultants and Specialists were 
included in the Bill. 

General-practitioner Remuneration 

Reference is made in the General Medical Services Com- 
mittee’s section of this Report to the delay in dealing with 
the General Medical Services Committee’s representations for 
an increase in the Central Practitioners Fund in the light of 
the report of expert economists on the betterment factor which 
should be applied to the Spens recommendations to convert 
them to present-day values. 

The General Medical Services Committee has asked for. an 
interview with the Minister himself with a view to expediting 
a settlement of the Committee’s claim. 

The Joint Committee for Consultants 

The Joint Committee of the Royal Colleges, the Scottish 
Royal Corporations, and the Central Consultants and Specialists 
Committee submitted to the Ministry early in May a state- 
ment of the considered views of its constituent bodies on the 
proposed terms and conditions of service for hospital medical 
and dental staff. During the last week in May discussions 
opened between the Joint Committee and representatives of 
the Ministry, and a report of developments in the light of these 
discussions will be submitted to the constituent bodies in due 
course. 

GENERAL MEDICAL SERVICES 
Remuneration 

178. The memorandum ( B.M.J . Supplement, Feb. 19) 
approved by the Special Conference and Special Representa- 
tive Meeting in March was sent to the Ministry of Health on 
March 4. At an interview with officers of the Ministry on 
April 14 it was learned that the Ministry had decided that 
insufficient information was available on which to assess how 
far the Spens recommendations were being implemented. The 
main factors were the nurnber of doctors in the Service and 
the total amount each doctor was receiving from N.H.S. funds. 
Neither of these factors was known to the Ministry with any 
degree of precision, and a national inquiry had been instituted, 
from the result of which it was anticipated definite conclusions 
could be drawn. The Ministry hoped the result of its inquiry 
would be available within a month, when its representatives 
would be in a better position to discuss the profession's claim 
for an increase in the Central Pool. 

Two disturbing features of the interview referred to above 
were, first, an indication by the Ministry’s representatives that 
there could be no assurance that any improvement in the 

enumeration of general practitioners which might emerge from 

egotiations would be applied retrospectively to July 5, 1948. 
Secondly, when asked what the position would be if, having 
raued the question of general-practitioner remuneration through 
Whitley machinery and, in the event of disagreement, the pro- 
fession^ representatives sought arbitration, the reply given 
was : ‘ It must not be assumed without further discussion that 
participation in the Whitley machinery necessarily involves, in 
the event of disagreement, the right to resort compulsorily to 
arbitration’ on all subjects.” 

The Ministry's representatives were informed that the state- 
ments on these two points were very unsatisfactory. It was 
regarded as unreasonable to inform the profession that it might 
not receive any increase in the “ pool ’’ retrospectively to July, 
194S. The Ministry received ample notice of the profession’s 
intention to raise the question of “ betterment,” and the pro- 
fession was entitled to arrears of payment on this issue and 
on any increase in the number of general practitioners in the 
Service over and above the number (17,900) which was a factor 
in calculating the Central Pool before the appointed day. 


On the question of arbitration it was pointed out that tl 
Ministry’s statement was in conflict with repeated assuranc 
given by Ministers, both in Parliament and personally, 
representatives of the profession. 

It has been decided that no positive action can usefully 1 
taken until the result of the inquiry undertaken by the Ministi 
is available. It was felt, however, to be necessary to place c 
record the profession’s dissatisfaction with certain statemen 
made to its representatives, and the following resolutions i 
the General Medical Services Committee of the Associatic 
were sent to the Ministry : 

V That the committee records its dissatisfaction with the Ministrj 
inability to state, nine months after the appointed day, the numb 
of principals taking part in the Service, and with the statement th; 
in so far as the Central Pool may prove to have been inadequate f 
the first nine months of the Service, any increase may not be adjusti 
retrospectively to the appointed day. 

“ That, in view of the statements made by responsible Ministe 
prior to the appointed day, the committee is of opinion that tl 
Ministry’s view that disputes concerning remuneration referri 
through Whitley machinery do not carry the right to arbitration < 
either side is a gross breach of faith.” 

(See also paragraph 177 qf this report.) 

Volume of Work Done by General Practitioners 

179. A statistical inquiry into the volume of work done l 
general practitioners, covering a period of one year, is to 1 
undertaken in the near future. 

Mileage r 

ISO. The resolutions of the Special Representative Meetir 
in March on the adequacy of the present mileage grant hat 
been considered, and as a first step an inquiry has been inst 
tuted for the purpose of showing, by comparison with tl 
position which existed under the N.H.I. Act, the increase i 
the total number of patients in respect of whom mileage 
claimed, the number of doctors claiming mileage, and tl 
total number of mileage units claimed. Proposals for dealir 
with claims for special difficulties, such as footpaths unde 
winter conditions, are also under consideration. 

The existing mileage grant covers mileage for attendance o 
maternity cases, and it is proposed that a practitioner practisin 
in an area where a mileage scheme normally operates, whethe 
or not he is on the Obstetric List, shall be entitled to a singl 
payment for each maternity case booked at the rate of 3s. pc 
mile (outward) over two miles from the practitioner’s residenc 
to the patient’s address. 

Training of Assistants - 

181. The scheme for providing grants for training assistant 
has been examined with the object of suggesting improvement: 
The general conclusion reached is that the scheme as at preser 
designed is primarily for the benefit of the trainee and shoul 
be regarded as such. Any financial benefit which the principe 
may hope to derive from the help given by assistants- (a 
suggested in the Spens report) could and should be met in othc 
ways, such as an adequate capitation fee. The scheme wifi b 

- reviewed in the light of experience within a year of its inceptior 

Miscarriages and Obstetric Emergencies 

182. The Ministry has now agreed that treatment for a mis 
carriage is outside the range of a general practitioner’s term 
of service, and that a doctor may claim a Part I fee for attend 
ing a miscarriage after the eighth week of the commencemcn 
of pregnancy. 

As in the case of miscarriages, the Ministry has agree 
that emergency confinements will qualify for Part II payments 
provided the patient is not booked with any other doctor am 
the doctor is not called in by a Local Health Authority midwife 

Medicines and Appliances for Doctors’ Surgeries 

183. The Ministry is investigating the possibility of allowin 
a doctor to order on an official prescription form stocks o 
medicines for use in surgeries. Details of the arrangements ii 

• force in Scotland have been sent^to the Ministry.^ 
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Specialization of General Practitioners 
184. Discussions are continuing with the Ministry in further- 
ance of the policy that some degree of specialization in general 
practice should be encouraged. 

Frivolous or Unjustified Emergency Calls 
1S5. Representations have been made in favour of the reintro- 
duction of rules for the conduct of patients, with disciplinary 
machinery to be applied in the event of non-observance. The 
revision of the medical card has been suggested as a first step. 

Treatment of HAL Forces on Leave 

186. The War Office has been informed that its proposal 
to treat as temporary residents members of the Forces who are 
obliged to seek treatment by civilian doctors whilst on leave 
is not acceptable. 

CONSULTANTS AND SPECIALISTS 

Proposed Terms and Conditions of Service of 
Hospital Medical Staff 

(i Continuation o/ para. 60 of Annua! Report) 

187. The Central Committee has received no fewer than 400 
comments , and recommendations from Regional Consultants 
Committees and Special Groups of the Association upon the 
proposed terms and conditions of service issued by the Ministry 
and published in the Supplement of March 19. Many of the 
comments and suggested amendments were in similar terms and 
revealed a considerable measure of agreement throughout the 
country. The committee, having examined the recommenda- 
tions in detail, has submitted to the Joint Committee a state- 
ment of the points upon which it desires representations to be 
made to the Ministry. 

The Joint Committee, after considering the views of the 
Central Committee together with those of its other constituent 
bodies, will enter into immediate negotiations with the Ministry, 
and it is hoped that the Ministry’s reply will be available for 
publication early in June. Pending the outcome of these 
negotiations and the final approval of the terms of service by 
the profession, individual consultants and specialists have been 
advised not to accept permanent contracts if invited to do so. 

Security of Tenure 

0 Continuation of para. 61 of Annual Report) 

188. The Ministry proposes that no fixed period of tenure 
shall be specified in the contract of service of a specialist, but 
that where he felt his appointment was being unfairly terminated 
he should be entitled to send a statement of the facts to the 
Minister, who would obtain the views of the Board and seek 
the advice of a professional committee consisting of repre- 
sentatives of the Ministry and of the profession under the 
chairmanship of the Chief Medical Officer. 

The committee has reaffirmed its view that there should be 
security of tenure until retiring age, except for professional 
misconduct or incapacity, and has asked the Joint Committee 
to make further representations to the Ministry to this effect. 

A problem associated with security of tenure is the avoid- 
ance of appreciable variations in the amount of work rendered 
by specialists in contract for part-time services. The committee 
is recommending that where for any reason, such as a change 
of hospital user, the number of sessions performed by a 
specialist at any one hospital is curtailed, the responsibility of 
finding alternative sessions shall be with the Regional Board, 
or alternatively with the Ministry. The Minister has reminded 
the Boards of his moral obligation to ensure that specialists 
displaced as a result of hospital reorganization are given 
alternative duties. 

Betterment 

189. The proposed basic salary scale for specialists repre- 
sents a betterment of approximately 20% on the scale recom- 
mended by the Spens Committee, with no betterment added to 
the special distinction awards. This the committee considers 
grossly inadequate, and it is wholeheartedly supported by the 


Regional Committees in continuing to press for a betterment 
factor consistent with the rise in the cost of living since 1939. 
Failing agreement by the Ministry for an increased betterment 
factor the committee proposes that the issue shall be raised 
through the Whitley Council machinery at the appropriate time. 
The committee is also urging that the betterment should be 
applied to the merit awards as intended by the Spens Committee. 

Selection of Specialists 
Senior Hospital Medical Officers 
( Continuation of para. 62 of Annual Report) 

190. The Ministry’s proposals include a senior hospital 
medical officer grade (£1,300-£1,750) for senior officers per- 
forming general clinical duties but who are not of specialist 
status and who are not trainees. 

The committee feels that the creation of this grade, necessary 
as it may be for the appropriate classification of certain trans- 
ferred officers, is fraught with danger in that it might lead to 
the establishment of two grades of specialist, involving a process 
of dilution which would be most undesirable. 

It is therefore insistent that the grade shall not be applied to 
practitioners of specialist status, and has recommended to the 
Joint Committee, that the grade should be used only as a 
temporary expedient, and that no future appointments should 
be made in this grade. For the time being advertisements for 
appointments involving specialist duties in this grade will not 
be accepted for the Journal. The committee has also proposed 
that machinery should be set up whereby the status of practi- 
tioners graded as senior hospital medical officers may be 
reviewed from time to time, with a view to their up-grading to 
the rank of specialist in appropriate cases. 

The assessment of status of members of hospital medical 
staffs undertaken by professional review committees is nearing 
completion, and in some regions practitioners, hitherto prac- 
tising as specialists and holding interim contracts as such, have 
already been informed by their boards that they are to be 
placed in the senior hospital medical officer grade. 

The committee is strongly of the opinion that there has been 
an absence of uniformity as between the regions in assessing the 
status of hospital staff. It believes also that the grade of senior 
hospital medical officer has not been clearly defined, and that 
review committees have regarded it as a junior or associate 
specialist grade. 

At the moment there is no right of appeal from the arbitrary 
decision of a review committee, except to that body. The 
Ministry has been strongly urged to establish an independent 
appeal machinery in the form of a central professional com- 
mittee, or alternatively three or four area committees to investi- 
gate the claims to specialist status of practitioners who are 
aggrieved at the decision of a review committee. 

Pay-beds 

(i Continuation of para. 59 of Annual Report) 

191. A number of cases have been reported where patients, 
having agreed to receive hospital treatment privately, have 
subsequently appealed to the board to be relieved from the 
necessity of paying the specialist’s fee and to be regarded as 
public patients. In some instances the specialist has been handi- 
capped in pressing his fee by the absence of any written under- 
taking by the patient to pay him professional charges. The 
committee has drawn up a model form of undertaking which it 
proposes to make available to the Regions. 


PRIVATE PRACTICE 

Examination of Candidates for the Women’s Land Army 

192. After representations from the Council the Ministry of 
Agriculture and Fisheries has increased the sessional rates for 
the examination of volunteers to the Women’s Land Army from 
£2 2s. for a session covering five to eight examinations, and a 
special fee of £2 12s. 6d. where ten cases were examined, to 
£2 12s. 6d. for a session of six to eight cases, with a further 
increase of 10s. 6d. for each additional examination after the 
eighth, up to a maximum of £5 5s. for a session of 14 to 16 
examinations. 
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Independent Referees of the Ministry of Labour 
( Continuation of para. 81 of Annual Report ) 

193. Following arrangements made by the Ministry of Labour 
for the payment of a fee of 12s. 6d. in both disputed and 
undisputed cases where persons are referred for medical exami- 
nation to determine their fitness for a particular employment, 
the Council has now accepted a proposal of the Ministry that 
with effect from April 1, 1949, payment for these examinations 
where they are undertaken on a sessional basis be increased 
from £2 2s. to £2 12s. 6d. for a two-hour session involving the 
examination of five to eight persons. 

Forms of Examination for Transport Personnel 

194. At the Annual Representative Meeting, 1948, a proposal 
by South-east Essex Division was referred to the Council, sug- 
gesting that forms for the examination of transport personnel, 
bus drivers and conductors, etc., should be uniform, that the 
amount of the fee should be clearly stated, and that the com- 
pany or transport authority should be responsible for payment 
thereof. The Council has considered a statement from the 
Ministry of Transport that the forms of report for the medical 
examination of an applicant for a licence to drive a public 
sendee vehicle and an applicant for a licence to act as con- 
ductor of a motor omnibus or a motor coach, which were 
agreed between the Ministry and the Association in 1931, are 
still in use and that no major amendments to these forms are 
proposed. The Ministry also stated that it is aware of certain 
instances where individual transport undertakings are using 
different forms of report for the re-examination of drivers and 
conductors. The Ministry added, however, that it would not 
be possible to consider the standardization of these reports for 
some considerable time, until the nationalization of public 
transport undertakings has been completed. The Council has 
had regard to the fact that the initial medical report is required 
to support an application to the licensing authority by a private 
individual and not by a company or transport authority, an d 
that in some instances ,tbe applicant may not become an 
employee of a company or transport authority until he has 
obtained the required licence. The Council proposes to take 

'no action to press the transport authorities to accept responsi- 
bility for the payment of an agreed fee where an application 
is made for a licence to drive a public service vehicle or to act 
as a conductor of a motor omnibus or motor coach, or to press 
for the introduction of standard forms and agreed fees for the 
re-examination of transport personnel until the nationalization 
of transport undertakings has been completed. 

OCCUPATIONAL HEALTH 
A Comprehensive Occupational Health Service 

195. The Council now submits, in Appendix VII, a report on 
a comprehensive occupational health service. It thinks that an 
attempt to plan the detailed structure of a comprehensive ser- 
vice would be premature at the present time. Its report there- 
fore cemtain, recommendations of a general character only, the 
th t * % ^ c h are (1) that the central authority responsible for 
ne planning and supervision of a national occupational health 
service should be the Ministry of Health, and (2) that, before 
’* ®*'shng occupational health service is expanded, surveys 
' r ,?I ran 8 e ^ ^ the Ministry of Health to ascertain the 

c ds of different areas. The Council recommends: 

Recommendation : That the Report on a Comprehensive 
ccupational Health Service (Appendix VII) be approved. 


The National Dock Labour Board 
( Continuation of para. 98 of Annual Report ) 

hJ.! 6 ;^ en !, d5scUS . sions ' vith tbe National Dock Labour Boar, 
,hl „ f i* u certain rn ' sun derstandings that had arisen as t, 
th„ work which the Board had authorized its medical officer 

on “IS • at A '', onmouth Docks. The Council, while stil 
nnhtv'h iD | being performed b 

now ! f 5 0{r,eers in recei P l of full-time salaries, i 

tha5 no exception can be taken to the policy o 
:. °T r , in I5 £ard 1° 'be scope of the duties undertaken b' 
medical officers. In these circumstances the Council ha 


decided that advertisements of medical appointments under the 
Board will be accepted if offered for publication in the British 
Medical Journal. 


NURSING 

(, Continuation of para. 104 of Annual Report ) 

197. The Nurses Bill has now been presented in the House 
of Lords. It main object is to improve the training of nurses. 

(a) by reconstituting the Genera! Nuring Council, providing for 
a stronger educational element and for the representation of nurses 
on a territorial basis; 

(b) by setting up Standing Nurse-Training Committees for 
regional hospital areas with the duties of promoting improvements 
in the methods of nurse-training and advising and assisting the 
training institutions and the General Nursing Council in matters 
connected with such training; 

(c) by empowering the General Nursing Council to adopt by 
resolution approved experimental schemes of training differing 
from the training prescribed by their Rules; 

(d) by providing funds for nurse-training, for expenditure of 
such descriptions as the Minister may specify, through the General 
Nursing Council and the Nurse-Training Committees instead of 
through the administrative budgets ,of the Regional Hospital 
Boards and Boards of Governors. 

The Bill, which does not extend to Scotland or Northern 
Ireland, has been described by a Government spokesman as a 
“ finely balanced ” document designed to meet, so far as possible, 
the views expressed by various interested bodies when the draft 
legislative proposals were under discussion. Although differing 
in important ways from the draft proposals it does not fully 
meet the criticisms which were made by the Council. 

In the first place the Council thought it inappropriate that the 
administration of the special funds to be provided for nurse- 
training should be included among the duties of the reconstituted 
General Nursing Council. It recommended that a new body, 
comparable with the University Grants Committee, should be 
set up to perform this function. This recommendation has not 
been accepted. 

Secondly, the Council, while agreeing that, so far as is prac- 
ticable, nurse-training should be freed from the limitations that 
have been imposed on it in the past by the staffing requirements 
of the hospitals, considers that training cannot be divorced 
entirely from staffing. It has therefore been anxious that the 
new regional training committees should be essentially advisory 
and should not have wide executive powers such as would 
enable them to impose their requirements on the statutory 
authorities responsible for the provision of hospital services. 
The Bill seems to meet the Council’s views on this matter by 
making it the duty of the nurse-training committees to “ advise 
and assist ” the Hospital Management Committees and Boards 
of Governors of teaching hospitals. 

Thirdly, the Council, although it welcomes the proposal to 
provide separate funds for nurse-training, thinks that it is 
inadvisable to include in the training budget the whole of the 
expenditure incurred in the payment of training allowances to 
student nurses. The student nurse is in part an apprentice or 
employee, and the Council considers that part of her “ training 
allowance ” should be received from the hospital authority as 
salary for services rendered to the hospital. The Hospital Man- 
agement Committee or Board of Governors is liable for acts of 
negligence by its student nurses, and unless its status as employer 
is clearly established it will be unable to exercise .the control 
over the student nurse which its legal responsibility for her 
actions renders desirable. The intention of the Bill in this matter 
is not clear, but the Council will endeavour to secure any neces- 
sary amendment at the Committee stage in the House of Lords. 

The Council will seek also an amendment to ensure that 
experimental schemes of nurse-training will be instituted only 
in agreement with the Hospital Management Committees or 
Boards of Governors concerned, and certain amendments of the 
First and Second Schedules to the Bill, which set out the pro- 
posed constitution of the General Nursing Council and the 
nurse-training committees. Its objects here are to ensure that 
certain classes of persons — and, in particular, medical practi- 
tioners — will be represented on these bodies and ■ that the 
General Nursing Council will have the power ’(granted by the 
Bill to the nurse-training committees) of appointing its own 
chairman. j 
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PUBLIC HEALTH 
Salaries in the Public Health Service 
(Continuation of para. 105 of Annual Report) 

198. Certain local authorities have requested their medical 
officers who are due to retire in the near future to remain in 
office for the time being. This action may have been taken as 
a result of the policy of the Association, which includes the 
refusal by the medical press to publish advertisements of 
appointments in the public health field which do not comply 
with the Association’s recommended new scales. 

The Council has given consideration to this matter and has 
decided to take no exception to arrangements made prior to 
Feb. 28, 1949, for a medical officer to remain in office after the 
date on which he is due to retire, provided the salary conforms 
to the modification of the Interim Revision of the Askwith 
Agreement. Similarly, the Council would take no exception to 
arrangements made after Feb. 28, 1949, provided the medical 
officer is remunerated at the appropriate step in the new scales 
recommended by the Association. No other arrangement is, 
however, regarded as acceptable. 

Fees Payable by Local Authorities for Part-time Work 
(Continuation of para. 106 of Annual Report) 

199. Negotiations on fees for part-time work undertaken by 
medical practitioners for local authorities will take place on 
May 31. 

Midwives Acts — Fees for Attendances and Post-natal 
Examinations 

(Continuation of para. 108 of Annual Report) 

200. The National Health Service (Amendment) Bill makes 
provision in Clause 20 (2) for the extension to three months of 
the period during which claims may be submitted by practi- 
tioners called in to assist a midwife. The Council is pleased to 
note that the Ministry has acted upon its representations in this 
matter. 

’ Joint Committee on Equal Pay 

201. The Association is represented on the Joint Committee 
on Equal Pay established in 1946 to consider the question of 
equal pay in all its aspects. In addition to the Association, the 
following bodies are also represented on the Joint Committee : 
Medical Women's Federation, Civil Service National Whitley 
Council (Staff Side), Educational Institute of Scotland, National 
Association of Local Government Officers, National Federation 
of Professional Workers, and National Union of Teachers. 

Information has been received that the Joint Committee is 
considering an approach to the Government and to the political 
parties on the policy of equal pay in the professional field, and 
the Council has decided to give its full support to the Joint 
Committee on the understanding that any approach should be 
to all political parties and should be strictly non-political in 
character. 

The Council is also recommending the inclusion in the Joint 
Committee of representatives of the nursing profession, medical 
auxiliaries, and certain important teaching organizations. 

Lunacy Act 

202. The Ministry was recently approached on the question of 
the responsibility of local health authorities for the payment 
of fees to medical practitioners carrying out examinations or 
issuing certificates or recommendations under the Lunacy, Mental 
Deficiency, and Mental Treatment Acts. The Council is glad 
to note that provision has been made in Clause 17 of the 
National Health Service (Amendment) Bill for the payment of 
such fees by local health authorities. 

Local Government (Compensation) (Amendment) Regulations 

203. Amending regulations have been made to enable a period 
of war service or national service to count in the eight-year 
period necessary to qualify for compensation on loss of employ- 
ment or diminution of emoluments under the Local Government 
(Compensation) Regulations, 1948. This omission from the 
original regulations was brought to the attention of the Ministry 
by the Association. 


“BRITISH MEDICAL JOURNAL” 

Popular Health Journal 

204. The proposal to publish a popular health journal was put 
forward by the Science Committee in January, 1948, and 
referred to the Journal Committee for its consideration. The 
Journal Committee later reported to the Council that it had 
under sympathetic consideration the possibility of publishing 
such a journal under the general editorship of the Editor, 
British Medical Journal. A preliminary memorandum on the 
subject, reviewing existing health journals and giving some 
preliminary estimates, was put before the Journal Committee 
in October, 1948. A subcommittee was then appointed to go 
into financial and other details. This subcommittee consisted 
of the Chairman of Council, the Treasurer, the Chairman of the 
Journal Committee, the Chairman of the Publishing Subcom- 
mittee, and the Chairman of the Science Committee. The sub- 
committee, after taking expert advice, finally recommended to 
the Journal Committee the publication of a popular health 
journal. The Journal Committee carefully examined the pro- 
posals put forward by the subcommittee, and endorsed its 
recommendation. 

At its meeting on May 11, 1949, the Council was presented 
with a full account of the proposals and a detailed provisional 
estimate of income and expenditure. It also bad before it a 
“ dummy ’’ of the proposed journal. The Council approved the 
Journal Committee’s recommendation and accepted also a 
related recommendation from the Finance Committee. The 
Finance Committee had raised no objection on financial 
grounds “ on the understanding that the date for the inception 
of the new journal is determined by the Council at the meet- 
ing in March, 1950, in the light of the financial position then 
obtaining.” 

Recommendation : That the Association undertake the 
publication of a popular health journal, and that the date 
for the inception of the new journal be determined by the 
Council in March, 1950, in the light of the financial position 
of the Association then obtaining. 

ORGANIZATION 
Agenda of Representative Meetings 
(Continuation of para. 128 of Annual Report) 

205. Criticism of the conduct of business at Representative 
Meetings and particularly Special Representative Meetings has 
been received from a number of sources. It has been suggested 
that on several occasions the Agenda has been so long and some 
items so controversial that it has been impossible for many 
motions or amendments submitted by Divisions to receive 
adequate discussion. This situation has led to a feeling of 
frustration and to demands for review of the machinery for 
dealing with the Agenda. 

The Representative Body appointed a small Committee to 
consider this problem. A report was submitted by this Com- 
mittee to the A.R.M. 1946, when it was derided that no action 
should be taken to modify the functions of the Agenda Com- 
mittee, but to vary the constitution of that Committee by the 
addition of two members elected by the Representative Body. 
The A.R.M. 1948 decided that the number of members elected 
by the Representative Body to the Agenda Committee should be 
increased from two to four. 

The Constitution and Functions of the Agenda Committee 
It is important that the position of the Agenda Committee 
should be clearly understood. The Committee consists, under 
the Standing Orders of the Representative Body, of the Chair- 
man and Deputy-Chairman of the Representative Bod}', the 
Chairman of Council, and four members appointed by the 
Representative Body. The Committee has power to co-opt 
from among (he Chairmen of Standing Committees not more 
than four additional members having regard to the nature of 
the business to be transacted. 

The Standing Orders of the Representative Body explicitly 
provide that the function of the Agenda Committee is to arrange 
the Agenda so that motions by Divisions and Branches shall 
be strictly relevant to paragraphs of reports submitted by the 
Council; and the Committee is empowered to place other 
motions not strictly relevant to the Council’s report in an 
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appropriate order on the Agenda. In the case of Special Repre-' 
sentative Meetings the instruction to the Agenda Committee is 
to report as to the method of dealing with the Agenda of the 
Meeting. In short, the sole function of the Agenda Committee 
is to arrange the order of business. The Committee submits a 
formal recommendation of its proposals to the Representative 
Body, but it is always open to that body to vary the order of 
business. 

It will be clear, therefore, that the Agenda Committee has no 
power of veto. It cannot exclude a motion on the ground that 
it is already covered by another, it cannot combine motions 
which are similar in intent and differ only in wording, nor has 
it authority to frame a composite motion covering a number of 
motions from Divisions in the same field. As matters stand 
every Division of the Association has an absolute right to have 
its motion included in the Agenda, provided the motion is 
submitted within the prescribed period laid down in Standing 
Orders. 

The Business of Annual and Special Representative Meetings 

Experience has shown that there is no special difficulty in 
dealing with the business at the Annual Representative Meeting, 
which extends over 3| days ; but that the problem of congestion 
of the Agenda is more likely to arise at Special Representative 
Meetings. In the case of the Annual Representative Meeting 
the business centres upon the Annual Report of the Council ; 
in the ordinary course of events there is ample time for Divi- 
sions to consider that report and to submit motions for inclusion 
in the Agenda and for the meeting to deal with all the items on 
the Agenda. Special Representative Meetings, however, are 
invariably called at short notice to deal with special problems, 
.erae of which are of an urgent nature. It is not unusual for a 
wry large number of motions to be put forward at Such meet- 
ings by Divisions and Branches, and it is this situation which has 
gi’.en rise to proposals for modifying the present procedure 

* j as to simplify the consideration of the questions which the 
■meting has been called to discuss. 

in recent years the Agenda Committee has endeavoured to 
m- et the problem by “ starring ” particular motions which, in 
its >'ew, covered a number of motions on the same subject and 
on --.hich the main discussion should take place. It has been 
left m the Chairman of Representative Body to determine which 
motions were covered by the starred motion or other motions 
and to rule that the representatives of constituencies submitting 
motions held to be covered should speak to the selected motion. 
This has led to a position where, in speaking upon the selected 
motion, a number of representatives have covered the same 
ground There has thus been repetition and a badly balanced 
debate. “ Starring ” has also been found unsatisfactory', as the 
representatives of some constituencies have felt that the 
“ starred ” motion on which the discussion took place did not 
bring out the precise point made by their constituency. 

It will, however, be agreed that an Agenda containing several 
hundred motions is unwieldy, that it adds considerably to the 
burden of chairmanship, and is conducive to an atmosphere of 
Pressure and a feeling of working against time. 

A further problem arises when constituencies submit long 
lotions covering a number of subjects. Such motions are not 
conducive to the expeditious conduct of Representative Meet- 
X in ®, and it is ordinarily to the advantage of constituencies to 
. their motions as precisely as possible. 

Possible Methods for dealing with the Problem of the Congested 
Agenda 

, . T "o methods have been suggested for dealing with the pro- 
>.*2 the congested Agenda at Representative Meetings — one 
■ the other central. 

A ■ WDuId ra^e use of the large local groupings of the 
Com ^ti° n as a Uter between the Divisions and the Agenda 
• m ? D 1 | Ww._ Divisions would be required to refer their motions 
* , “stance to, say, Branch Councils or to a body corn- 
ier ^ e P resent atives of grouped Branch Councils selected 
1 Counrit pUrp cse— c.g., using the groups for election to the 

• redundi* The s P ecia i body might have power to exclude 

! to Propositions, to combine similar motions, or itself 

1 in the * a P^nposite motion embodying the points contained 
\ Bmnch t ! n 0 t 4S ns submitted by its constituent Divisions and 
» The method at first sight has an attractive appear- 


ance of tidiness and, since it would operate through elected 
regional bodies of the Association, suggests a proper democratic 
responsibility. In practice, however, it would probably be 
rather cumbrous and would require considerable time for 
function. Tbc Council is convinced that this proposal is 
unsound. The Divisions are rightly jealous of their autonomy, 
and any interference with the direct access of a constituency 
to the Representative Meeting would lead to resentment and 
delay. $ 

The second method would give to the Agenda Committee 
similar powers and is open to the same objections. Even if 
the power were conceded and the Agenda Committee were to 
recommend to the Representative Body in its report that cer- 
tain motions should be altered or eliminated, this might lead 
to so much discussion by representatives of affected consti- 
tuencies that it would be better to discuss the actual motion. 
The Council believes that it would be undesirable and possibly 
dangerous to place in the hands of the Agenda Committee 
the power to exclude or to alter motions submitted for the 
Agenda. , 

The following is a possible method of dealing with the 
problem : 

(i) To broaden the basis of the Agenda Committee. 

(ii) To give the Agenda Committee power to compose an additional 
motion covering a number on the same subject, or where this is 
unnecessary to decide (by starring) the particular motion in a group 
on which discussion should take place, it being understood that the 
right of a Division to include a motion in the Agenda of Representa- 
tive Meetings is retained ; 

(iii) To give suitable opportunity for representatives whose motions 
have been grouped, or held covered, to choose from among their 
number a proposer who would move the motion and be allowed to 
sppk for ten minutes. Other speakers would be limited to five 
minutes ; 

(iv) The report of the Agenda Committee would not be subject 
to the approval of the meeting ; 

(v) Divisions and Branches should be encouraged to seek the advice 
of the Regional Secretaries at Head Office in the framing of 
resolutions for the Agenda of Representative Meetings. 

The Council in submitting this report is anxious that this 
complex problem should be fully understood in the Divisions 
and Branches. The essence of the problem appears to avoid 
restricting in any way the right of a Division or Branch to sub- 
mit a motion for inclusion in the Agenda, but to give 'he 
Agenda Committee such modified powers as will secure that the 
business of the Meeting is dealt with expeditiously and that 
there is reasonable time for the consideration of the views of 
the local units of the Association. 

The Council makes no recommendation, as it feels that it 
would be more appropriate for Divisions to submit motions to 
the A.R.M. for dealing with the problem when full considera- 
tion has been given to the various aspects of the question dealt 
with in this report. 

Procedure followed by Other Bodies 

206. Members may wish to know the procedure followed^'' 
other organizations in dealing with this problem. • 

.. National Union of Teachers. — Some 600 local bodies wi® 
conference of over 2,000 members. Prior to the confer® 
the local bodies are informed of the motions and amende®, 
before the conference and are invited to vote so as to djf 
mine the order in which subjects are to be dealt with. 1 ,- 
agenda is arranged in the order thus determined, subject t®,] 
right of the executive to bring forward matters of urgency. m r 
Agenda Committee must admit motions, etc., of local bodi® r 
the agenda ; it has no power of veto, but in the case of me®, 
covering much the same ground it invites the local bodie»cj S- 
cemed to select the morion on which the discussion shoujfthat 
place, and this procedure is usually followed. J 0 nly 

The National Association of Local Government Q| es or 
Some 1,000 local units with a conference of notJT 0 f the 
1,200 members. The Agenda Committee has no pow,},e pro-r. 
but it may, without consulting the local units, groB anc j the,~ 
under one morion or amendment, motions or amendl ure that-; 
have a similar object. p ra cti-" 

Labour Party. — 800 local units ; conference of LCjthat thfy 
unit may submit only one morion for the agenda 0*3 by th t$ 
ence and one amendment to the preliminary agendX j ts ow , ' 
the proviso that where a question has b'*» r ’ ' 
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>y the Annual ConferepjCe'no motion or amendment concerning 
uch principle may be included in -the agenda from a local unit 
rithin a period of three years unless with the approval of the 
lational executive. 

Arrangements are made for consultations of local units prior 
o the conference with a view to simplifying resolutions and 
mendments covering the same subject ; there is similarly prior 
onsultation by correspondence on resolutions of local units, 
fhe results of such consultation must be forwarded to the 
lead office, failing which resolutions, motions, or amendments 
rill be deleted from the conference agenda. 

The Conference Arrangements Committee allocates a time- 
able for the discussion of subjects and indicates the motions, 
imendments, etc. (which are not necessarily all those on the 
igenda paper on the subject in question), to be discussed within 
he time allowed. 


Grouping for Direct Election of 37 Members of Council 
( Continuation of para. 124 of Annual Report) 

207. The Council has given further consideration to the plan 
or the grouping of Branches and Divisions for the direct 
dection of 37 members of Council. 

The Council recommends : 


Recommendation : That the following plan for the group- 
ing of Branches and Divisions for election of 37 members of 
Council be approved : 


Group 

A 


B 

C 


D 


E 


F 

.. G 
a 

? 

» H 


I l 


i.3 

•ea 


% 


•«rs 

Vt’ 


i 


Proposed 

Area in terms of BJiI A . Branches No. of Member- 

or Divisions seats ship 

(i) England and Wales 

Divisions of North of England 2 1,764 

Branch in North Eastern Region 
(it being left to the -discretion of 
the Branch to suggest a division 
of the Group into 2 electoral 
areas) 

Cumberland 
Westmorland (part) 


East Yorkshire Branch 

Yorkshire Branch 

2 

2,767 

Lancashire and Cheshire and Isle of 
Man Branches (it being left to the 
discretion of the Branches to 
suggest any appropriate electoral 
divisions for the are3) 

4 

4,305 

Lincolnshire Branch 

Derbyshire Branch 

Nottinghamshire Branch 

Leicestershire Branch 

2 

1,599 

Birmingham Branch 

Staffordshire Branch 

Worcester and Hereford Branch 

2 

2,473 

Berks, Bucks, and Oxford Branch 
Northamptonshire Branch 

I 

1409 

Cambs and Hunts Branch 

Norfolk Branch 

Suffolk Branch 

1 

995 

Metropolitan Counties Branch 
(Divisions in Middlesex) 

(it being left to the Metropolitan 
Counties Branch to suggest any ap- 
propriate electoral division of the 
area) 

2 

1,913 

Metropolitan Counties. Branch 
(Divisions in London, Stratford, 
and S.W. Essex) 

(it being left to the Metropolitan 
Counties Branch to suggest an f ap- 
propriate electoral division of the 
area) 

4 

5,273 

Hertfordshire Branch 

Essex Branch 

Bedfordshire Branch 

1 

1,393 

Surrey Branch 

a 

1,838 

Kent Branch 

i 

1,271 

Sussex Branch 

1 

1,062 

Southern Branch 

Dorset and West Hants Branch 

1 

1494 

Bath, Bristol and Somerset Branch 
Gloucestershire Branch 

Wiltshire Branch 

2 

1,618 

South Western Branch 

1 

999 


Proposed 

Area in terms of BAf-A. Branches 
Group or Divisions 

Q North Wales Branch 

Shropshire and Mid-Wales Branch 

R South Wales and Monmouthshire 
Branch 

(ii) Scotland 

S Aberdeen Branch 
Dundee Branch 

Northern Counties of Scotland 
Branch 
Perth Branch 

T Edinburgh and South-East of Scot- 
land Branch 
Fife Branch 

U Glasgow and West of Scotland 
Branch (Glasgow Division) 

V Border Counties Branch (Dumfries 
and Galloway) 

Glasgow and West of Scotland 
Branch (6 County Divisions): 

Argyllshire 
Ayrshire 
Dumbartonshire 
Lanarkshire 

Renfrewshire and Buteshire 
West Wigtownshire 
Stirling Branch 

(iii) Northern Ireland 

W Northern Ireland Branch 

SCIENCE 
Association Prizes 
(Continuation of paras. 139-142 of Annual Report) 

208. The Council thanks the following, who have assisted in 
judging the awards for the Association Prizes made in 1949: 
Dr. Janet Aitken, Dr. G. O. Barber, Professor F. J. Browne, 
Professor Sir Henry Cohen, Miss M. H. Cordiner, Mr. Ernest 
Finch, Dr. R. G. Gordon, Sir Gordon Gordon-Taylor, Professor 
C. W. Illingworth, Mr. R. Kennon, Dr. J. C. Matthews, Miss 
E. J. Merry, Dr. C. E. Newman, Air. F. A. Williamson' Noble, 
Sir Leonard Parsons, Miss Agnes Pavey, Professor Arnold 
Sorsby, Mr. R. W. D. Turner, Professor R. J. Willan, and 
Professor James Young. 

The Council also thanks those who have visited and reported 
on the Association’s Research Scholars — namely. Professor 
J. H. Burn, Professor Sir Henry Cohen, Brigadier D. B. 
McGrigor, Professor T. J. Mackie, Professor E. D. Telford, 
and Professor R. Milnes Walker. 

Foreign Corresponding Members 

209. In the list of Foreign Corresponding Members contained 
in para. 144 of the Annual Report of Council Professor Adolf 
Meyer is described as Professor of Psychiatry, Phipps Institute, 
Baltimore. This is incorrect Professor Meyer is Professor 
Emeritus of Psychiatry in the Johns Hopkins University School 
of Medicine, Baltimore. 

ARMED FORCES 
National Service Officers 

210. The Council has been informed that the new rates of 
marriage allowance for members of the Armed Forces which 
came into operation on Nov. 24, 1948, and were granted to 
meet the increased cost of living, do not apply to those called 
up under the National Service Acts since Jan. 1, 1947. Discrimi- 
nation also exists in the matter of annual leave: the Council's 
view is that the amount of leave granted should be comparable 
to that which the officer would receive in civilian life. 

The Council has informed the Ministry of Defence and 
Service Departments that it deplores this discrimination, which 
reacts particularly harshly upon medical officers, many of whom, 
owing to the relatively late age at which they are called up for 
National Service, are .married before entry into the Forces. 

Pensions 

(Continuation of para. 151 of Annual Report) 

211. The Council has now received from an actuary a report 
comparing retirement benefits in the Armed Forces with those 


i ’o.of Member- 

eats ship 

1 699 

t 1,293 

1 1,333 


1,544 

1,157 

1469 


1,2(2 
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in the National Health Service. In view of his conclusion that 
they compare satisfactorily the Council has decided to take no 
further action at the moment. The matter will be reopened, 
however, if current negotiations lead to any marked increase in 
the remuneration of National Health Service practitioners. 


SCOTLAND 

Representation of Scotland on the Council of the Association 
( Continuation of para. 124 of A nnuai Report ) 

212. The proposals for modification of the constitution of the 
Council of the Association as they affect the direct representa- 
tion of Scotland on that body have been considered by the 
Scottish Committee and accepted. 


Organization of Consultants and Specialists in Scotland 
(Continuation of para. 153 of Annual Report) 

213. The Central Consultants and Specialists Committee (Scot- 
land) has considered in their relation to Scotland the proposed 
terms and conditions of service of hospital, medical, and dental 
•staffs, and has referred its comments to the Central Consultants 
and Specialists Committee. It has appointed an Ophthalmic 
Services Subcommittee to replace the former Ophthalmic Ser- 
vices Subcommittee of the Scottish Negotiating Committee ; and 
has prepared, by means of a special subcommittee, a report on 
the remuneration and status of medical superintendents and 
the policy which should govern their appointment in the future. 
The question of a Joint Subcommittee with the General Medical 
Services Subcommittee (Scotland) to deal with the problem of 
general practitioners in Scottish hospitals and institutions is 
under consideration. 


Organization in Respect of General Medical Services 
under National Health Service in Scotland 
(Continuation of para. 154 of Annual Report) 

214. The General Medical Services Subcommittee (Scotland) 
is discussing with representatives of Scottish Local Authority 
Associations the circumstances under which fees should be 
payable to genera! medical practitioners for services rendered to 
local authorities and the question of what services are covered 
by the fees payable to such practitioners under the Health 
Service. A number of other matters connected with the general 
medical service in Scotland have been discussed with the Depart- 
ment of Health — e.g., expenses of local medical committees, 
the method of application to and scope of the Inducement 
Fund in Scotland, telephone charges in rural practice, and the 
remuneration of general practitioners giving emergency dental 
treatment in the Highlands and Islands areas. The question 
of the direct access of general practitioners to x-ray facilities 
without prior reference to physicians and surgeons at out-patient 
departments of hospitals is under consideration, and is also 
under discussion by the appropriate Advisory Committee of the 
Scottish Health Services Council. 


Health Centres and Group -Practice 
(Continuation of para. 155 of Annual Report ) 

215. Resulting from the discussions with the Secretary ol 
fnr S> ° Ca • raedlc;d committees in Scotland have been askec 
• ^SScstions with a view to easing practice difficulties pend 
' , c ocvciopment of health centres, in order that the matte- 
™ rther discussed with the Department of Health. Th< 
question has also been referred to the Scottish Health Service: 

a £ d ,S under consideration by one of the Standim 
Advisory Committees of the Council. 


Scottish House 

are ™ der consideration for alterations to 

bureh USe -5 l N ° S - 6 Md 7 ’ Drums beugh Gardens, E. 
t0 prov,de common-room, reading-room, and writi 

avalhbir°nT° d3 , t,0n i f °, r members > which at present is 

caterin'’ fariTT** 16 <?°. ak ' ro °® and storage accommodat: 
Bering facilities, and increased accommodation for the si 


HEALTH CENTRES 

(Continuation of para. 3 of Annual Report) 

217. When the Council issued its Interim Report on Health 
Centres in July, 1948, certain matters remained to be considered. 
These have since been dealt with and the Council has approved 
the paragraphs below for inclusion in its final report, copies of 
which will be available at the A.R.M. The association of£ 
general practitioners with hospitals is a subject which is >o 
receive separate attention and is now excluded from the report. 


Health Centres and Health Education 

In the Council’s Interim Report a brief reference was mads 
to health education as an item in the minimum range of service 
that health centres should provide. Further consideration has 
since been given, and the Council’s view is that it is essential 
to preserve the personal and private nature of medical attention 
which is such a valuable feature of existing family medical,; 
practice. It believes that this is also the view of the general j 
public. While realizing that family practice as it exists to-day 
is incomplete when separated from the work of the Jocal 
authority clinics, and urging their reunion, the Council wishes 
to find in the resulting health centre none of the impersonal, 
institutional atmosphere of the clinic or hospital out-patient 
department. At first sight the health centre offers opportunity 
for all methods of health propaganda, but many of them are 
incompatible with this ideal. 

The Council is therefore definitely opposed to the use of 
posters, exhibitions, gramophone records, and films in health 
centres. It regards the individual education continually carried 
on in the family doctor’s everyday work as probably the most 
effective kind ; under the conditions of close co-operation envis- 
aged by the Council its influence would be extended by the work 
of the health visitors attached to the health centre. Leaflets, in 
the hands of both doctors and nurses, would be of value, 
especially if compiled by those who used them. Group instruc- 
tion and discussion might be useful and compatible with the 
Council’s ideals if the groups were small, confined to the 
patients of the centre, and concerned with specific subjects such 
as infant care, minor ailments, and first aid ; their success would 
no doubt vary with the personality and ability of the doctor 
conducting them. In considering the question of public lectures 
it should be remembered that general practitioners as a class 
are not experienced at handling audiences, nor likely to find the 
time to become so. Also the Council feels that public lecturing 
at a health centre by the staff might transgress the ethical 
principles accepted by the profession. This would not apply 
to lectures by the medical officer of health or other visitors’, 
but the Council believed that advertised public lectures on 
health topics are seldom well attended, with the sole exception 
of those on venereal disease. 

The Council is of opinion that, excepting the intimate 
methods of personal instruction, health education should be 
conducted not from health centres but from educational centres 
It does indeed already start in the schools ; should it not cor, 
tinue to be associated with other subjects of education for a 
ages, through such agencies as the technical colleges, the 
W.E.A., the cinema, and the radio? It seems likely that in 
this way a larger proportion of the public would be reached 
and a more balanced knowledge of the place of hygiene in human 
life would be imparted. After all, most people will not go near 
a health centre unless they have some specific medical need, 
and it is probably not desirable that they should. 

To sum up, the Council has come to the conclusion that the 
private health education inseparable from personal medical 
attention is more important and is the only kind appropriate 
to a health centre. Any attempt to use the centre for public 
health propaganda should be actively discouraged in the experi- 
mental period, lest the public be given quite a wrong impression 
of the type of health centre the Council hopes to see evolved. 

Section 21 of the National Health Service Act, 3946, places 
upon local health authorities the duty of providing health 
centres at which facilities shall be available for all or any of a 
number of purposes, including the publication of information 
on questions relating to health or disease, and for the delivery 
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'f lectures and the display of pictures or cinematograph films 
a which such questions are dealt with. The wording of this 
lection, however, leaves the Council in no doubt that its pro- 
visions are permissive and not compulsory so far as they relate 
o health education in health centres. 


Health Centres in Rural Areas 

The scattered nature of medical practice and' the limited 
neans of transport available to the lay public in country dis- 
ricts materially affect the advisability of the establishment of 
ural health centres. Patients would be unlikely to attend a 
lealtli centre situated in a less convenient place than the 
esidence of the nearest practitioner. The problem therefore 
esolves itself into one of geography, and it is recognized that 
lifferent localities must vary in regard to the above factors, 
-urthermore, health centres of the communal surgery type are 
tnsuitable in village communities. For these reasons it is 
mpossible to lay down any hard-and-fast rules for the establish- 
nent of health centres in rural areas. 

One of the disadvantages of rural practice is the difficulty 
n obtaining specialist opinion. The Council is inclined to the 
dew that in rural areas a cottage hospital at which a consultant 
iervice is available might well be combined with 'a health centre 
md thus serve a dual purpose. 

The Council is interested in the experiment of the Joseph 
downtree Village Trust, which is providing a mobile unit to 
visit outlying districts. It is to be used primarily for maternity 
md child-welfare clinics and is staffed by a nurse and orderlies 
md is available for the doctors of the locality. The Council 
! eels that this experiment should be watched with interest and, 
I successful, copied in suitable localities, perhaps with extended 
iunctions. 


Specialist Services 

When a general-practitioner specialist is a member of a health 
centre staff his special qualifications will increase the range 
of service provided for the patients, and his colleagues in the 
centre will refer cases to him for consultation and treatment 

The Council considers, however, that no advantage would be 
gained by specialists who work exclusively as such holding 
sessions at health centres. Except for visits to patients con- 
fined to their homes, it will be much more efficient for their 
work to be concentrated at the hospital, which contains all the 
equipment and the auxiliary services they require. There 
should, however, be organized co-ordination between the health 
centre and the local hospitals. When consultation, investiga- 
tion, or specialist treatment at the hospital is required the 
health centre patient will be referred to the hospital out-patient 
department, or if necessary his family doctor will call out 
the specialist to see him in his home. The health centre may 
occasionally form a convenient meeting-place for the three. 

Radiology is an example of a specialty which should in the 
Council's opinion usually be conducted by a specialist devoting 
to it the whole of his time. The field of his work is so great, 
md adequate equipment to cover the field so expensive, that the 
iospital is his sole appropriate place. The Council is, there- 
fore, opposed to the provision of any x-ray apparatus at health 
centres, except possibly in the isolated rural areas. It should 
be possible for a health centre doctor to refer a patient direct 
to file radiologist as to any other hospital specialist. 

In the same way the pathologists and their elaborate equip- 
ment must be situated in the hospital. The Council considered 
various ways of improving the very inadequate pathological 
services now available to the genera! practitioner. It came to 
the conclusion that only simple tests usually carried out by 
nurses and doctors should be done on the health centre 
premises. Various forms of ramification of the hospital labora- 
tory to the periphery were considered, and rejected in favour 
of the frequent and rapid transport of specimens to the labora- 
tory and telephoning of repons. This would be cheaper than 
any other method as well as more efficient, even if done on 
an, elaborate scale involving, for instance, the employment of 
a motor-cycle messenger by the laboratory. Whenever it is 
desirable the patient himself should be sent direct to the clinical 
pathologist, or the clinical pathologist called to his house. 


OVERSEAS 

Private Practice by Colonial Medical Officers 

218. The Connell has considered the report of the Commis- 
sion on the Private Practice of Medicine and Surgery by Officers 
of the Department of Medical Services, Nigeria (by Sir Sidney 
Phillipson), and has noted with satisfaction that the Com- 
mission’s conclusions on this difficult subject are broadly the 
same as its own — namely, that private practice by Colonial 
medical officers should be forbidden where private practitioners 
of good standing are available, but that where this alternative 
does not exist and Colonial medical officers are obliged to attend 
private persons, they should be authorized to charge and retain 
fees for so doing. 


INTERNATIONAL RELATIONS 


219. The Association has continued to send distinguished 
British practitioners to lecture abroad. The following list shows 
the lecturers and countries visited since June, 1948, and the 
subjects of the lectures : 


Lecturer 

R. G, Pulvertaft, 
FR.C.S. 

I. Lawson Dick, 
F.R.C.S. 

Professor G. Jeffer- 
son, F.R.C.S. 

Dr. J. S. Heller 
Professor M. J. 
Stewart 


Country 

Portugal 

Norway 

Austria 

Austria 

Czechoslovakia 


Subject 

Orthopaedic Surgery 

Orthopaedtc Surgery 

Nenrology 

Pharmacology 

Pathology 


Mr. StJ. D. Buxton, F.R.C.S., has been sent to Greece 10 
lecture on orthopaedic surgery, accompanied by a limb-fitting: 
technician, whose visit was arranged by the British Council. 
Reports received by the Association indicate that these lectures 
and visits continue to be highly appreciated. 

Receptions were given at B.MA. House to the International 
Congress of Industrial Health in September, 1948, and the 
International Congress of Mental Health in August, 1948. 


MEDICAL BENEVOLENCE 

220. The sum of £8,972 10s. 4d. was received during 1948 by 
the Charities Trust Fund of the Association for medical chari- 
ties, and the following statement shows the amounts collected 
and distributed during the twelve months : 


t . 1 ^ , r ■ *,? f**' 

■■ ; ■ • • ? ■ ,f the B.M.A. Charities 

;n «; »»- 1 ,s! ; j - ; 

i'.-J ■* M"' I’.* I • *•: r! : , mCoUcgt 

(.e) :U:> -• . i . i ! Ireland 


1943 


4,455 19 
3,573 8 
3 

62 19 

£8,972 10 


£ s. d. 

Amounts distributed to : 

(a) Royal Medical Benevolent Fund — 

(1) Allocated from B.M-A. Charities Trust 

Fond for General Fend .. .. 2J66 14 3 

(2) Earmarked for Fund 3,573 8 8 


(5) Royal Medical Foundation of Epsom College : 

(1) Allocated from B.M.A. Charities Trust 

Fund for General Fond . 1,950 0 10 

(2) Allocated from B.M.A. Charities Trust 

Fund for Sherman Bigs Fund .. 216 13 4 

(3) Earmarked for General Fund . . . . 856 16 0 

(4) Earmarked for Sherman Big* Fund . . 23 7 0 


(c) Royal Medical Benevolent Fund: 
Society of Ireland — 

Earmarked for Fund . . 
(cf) Sir Charles Hastings Fund . . 


194S 

t i d. 

5,740 2 11 

3,045 17 2 

62 19 6 
122 10 9 


£8,972 10 4 


The amounts received through the Fund are gratifying and 
show that the interest in the medical charities is being main- 
tained. The medical charities are constantly receiving demands 
on their funds, and the Council hopes that members of the 
profession will do all they can to help. 

H. Guy Dais, 

Chairman. 



296 May 28, 1949 


SUPPLEMENTARY REPORT OF COUNCIL 


SUPPLEMENT 10 mi 
British Medical Jomm 


APPENDIX Vn 

A COMPREHENSIVE OCCUPATIONAL HEALTH 
SERVICE 

Introduction 

J. It is the considered opinion of competent authorities, both 
medical and lay, that there should be an expansion of occupa- 
tional health services. This is the opinion of important groups 
such as the Trades Union Congress, the Royal College of 
Physicians of London, the Association of Industrial Medical 
Officers, and the Association of Certifying Factory Surgeons, 
That it is also the general policy of the Government is shown 
by statements made by Ministers of the Crown at the Inter- 
national Congress on Industrial Medicine held in London in 
September, 1948. For example, the Minister of Labour and 
National Service, according to a report in the British Medical 
Journal of Sept. 18, stated that he strongly supported the 
formation of a national industrial medical service, and that this 
was part of the Government’s policy. 

2. No detailed plan of how any expansion could take place 
has as yet been published. It is known, however, that the 
Factory Department of the Ministry of Labour is collecting 
information on the present medical situation in factories, and 
that a series of questions relating to the future development 
of factory medical services was sent to employers by the 
Industrial Health Advisory Committee of the Factory 
Department. 

3. For various reasons the contributions of the Factory 
Department to the promotion of health in industry are neces- 
sarily limited. The Factories Acts of 1937 and 1948 lay down 
minimum rather than optimum standards ; there are many 
working communities which are not within their scope ; and 
there are only about 350 inspectors available for visiting the 
280,000 work -places covered by the Acts. Moreover, owing to 
the nature of its relationship with industry, the Factory 
Department, through its visiting inspectors and Appointed 
Factory Doctors, can make only a very limited contribution to 
the solution of the psychological problems of individual and 
group character which recent experience has shown to be 
important in the industrial world. . In short, advice, inspec- 
tion, and statutory medical examination, although important, 
form only part of an occupational health service. 

4. In view of the limited scope of the Factory Department, 
nationalized industries and certain private industries, Govern- 
ment Departments, and public bodies responsible for the health, 
safety, and welfare of their employees have established their 
own medical services, realizing that a medical service for the 
group is necessary for promoting health at work. The 800 
part-time and 165 whole-time medical officers in factories are 
now a vital part of the existing occupational health service. 


General Principles 

5. It is the view of the Council that there are certain genera 
principles which are basic to any plan for expansion of occupa 
tional health services. These principles should form a guidi 
to those persons on whom the responsibility may fall for plan 
mng, initiating, or supervising such services. 

0. In the first place, the term “ occupational health,” anc 
Us scope, needs definition. Occupational health is concernec 
' V v h t individuals in relation to the physical anc 

sichoiogiwl demands of their occupations, and of work anc 
k work environment in relation to their effects on health 
ccupattonal health now includes the subjects of industrial o; 
ccupational medicine, industrial surgery, industrial physiology 
oncology in relation to industrial hazards, industrial rehabili 
ion and resettlement, industrial or occupational psychology 
hy 8'ene and engineering. It must be clearl; 
, ,, 0 , l “ at n on-medical experts, in collaboration with th 

health* ^ ’ 30 act ‘ vc part ' n the promotion of occupationa 

riJ'r-,’!? ° CC n P - 3tionai hcalth service is'Rrimarily preventive ii 
in the concerrled withal human problem; 

n P ' Srou P- 11 includes, o -should include 

env ' ron mcntal sendee; (2) the •>-v T1 ent o' 
for different forms of employment ; (3) a co-or^natec 


rehabilitation and resettlement programme ; (4) measures for 
the emergency treatment of injuries and illness occurring at 
the place of work ; and (5) participation in research and 
educational schemes. 

8. Occupational health services should no longer be confined 
to the practice of medicine in factories. Already schemes 
operate in coal-mines, in the transport and shipping industries, 
in public utility companies, for the staff of hotels, restaurants, 
and shops, for large groups of clerical workers, and for uni- 
versity students. Evidence of the need for development outside 
the industrial field is contained in the recently published final 
report of a Committee of Inquiry set up by the Home Secre- 
tary and the Secretary of State for Scotland ( Health , Welfare, 
and Safety in Non-Industrial Employment ; and Hours of 
Employment of Juveniles, Cmd. 7664). 

9. No occupational health service can be successful without 
the full collaboration of all sections of industry. In any future 
plans, schemes for the provision of services, and the services 
themselves, must be acceptable to both managements and 
employees. 

10. Further development and co-ordination by some central 
authority will be necessary before existing services can -become 
comprehensive, before there can be broad integration of one 
type of service with another, or before a positive link can be 
created between occupational health and the. National Health 
Service. 

11. In the opinion of the Council, the Ministry of Health is 
the appropriate central authority to plan and supervise a 
national occupational health service. 

12. This- -view is taken for the following reasons. First, it 
is considered a fundamental principle that an occupational 
health service should be supervised by the Government Depart- 
ment which already- has' general responsibility for the national 
health. 

13. Secondly, the hospital and specialist sendees and the 
general-practitioner service now play an active part in promot- 
ing occupational health and will make an even' greater contri- 
bution in the future. For example, the modem conception 
of the rehabilitation and resettlement of disabled workers and 
the need for expert clinical assessment of occupational diseases 
make an intimate link with the hospital services essential. 
So far as the general-practitioner service is concerned, a close 
liaison between the National Health Service and the occupa- 
tional health service is important because any considerable 
expansion of the latter service can be effected only by the recruit- 
ment of general practitioners adequately trained to undertake 
work among occupationa] groups on a part-time basis. 

14. Thirdly, the public health service administered by the 
local health authorities is likely to have increasing responsi- 
bilities in relation to occupational health. For Instance, health 
services for small occupational units might be based on health 
centres provided by local health authorities. These authorities 
already have responsibility for the health of the school child, 
and it is generally accepted that a closer link between the school 
medical service and the health services for juvenile workers is 
desirable. Further, the public health service, by training and 
experience, has the preventive approach to health problems 
which is essential in the sphere of occupational health. Again, 
the responsibilities of the local authorities in connexion with the 
location of industry and the provision of residential accommoda- 
tion and transport services are intimately concerned with the 
health of industrial workers. 

25. Finally, the Council considers that, so far as their contri- 
butions to the promotion of occupational health in any future 
occupational health sendee of a national character are con- 
cerned, the closest possible integration of the three divisions of 
the National Health Service should be effected. 

16. The Council considers it essential that, before there is 
any expansion of the existing occupational health service, the 
Ministry of Health should arrange surveys to ascertain the 
further needs of different areas and the particular character 
of the service required. Even after such surveys have been 
conducted, experiments in methods of providing services will 
be necessary before plans for a comprehensive service can be 
made. It is for this reason that the Council considers it 
inadvisable to advance detailed proposals at the present time. 
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CONFERENCE OF HONORARY SECRETARIES 

A Conference of Honorary Secretaries of Divisions and 
Branches was held at B.M.A. House, London, on May 10 
under the chairmanship of Dr. William Hunter (North of 
England Branch). 

- The Chairman of Council (Dr. Guy DainL after welcoming 
the secretaries, without whose work, he said, the Association 
would crumble to pieces, reviewed the important events of the 
past year. He referred with pride to the steadiness of Associa- 
tion membership ; the resignations expected in some quarters 
had not come about, and the membership was now at the peak 
of 60,441 ; one thousand members had been recruited during 
the last three months. On the question of general-practitioner 
remuneration, it appeared that the Ministry was not yet ready 

■ to give an answer. A strong protest had been made against 
this unreasonable delay. It looked as if the Ministry was 
endeavouring to put off a settlement for as long as possible. 
Experience had shown that some modification of the machinery 
for central bargaining was necessary, and accordingly it had 
been decided to set up the British Medical Guild. The National 
Insurance Defence Trust would continue to function ; general 
practitioners who were subscribing through that chinnel would 
not, of course, be asked to subscribe to two funds, but means 
were being created for collecting subscriptions from members 
in other branches of the profession. The constitution of the 
Association was being revised, and the proportion of directly 
elected members of Council would be increased. Dr. Dain 
also referred to the setting up of the Empire Advisory Bureau 
and to other services, including the organization, with offices in 
London, Manchester, and Edinburgh, for putting practitioners 
in touch with assistants and locumtenents. In view of the great 
financial strain upon the Association owing to the work con- 
nected with the National Health Service, as well as the special 
sendees which the Association itself had inaugurated, it was 

- proposed to raise the genera! subscription by one guinea. 

Many questions were asked by the secretaries about the new 
Sendee and also about the Guild. The Chairman of Council 
said he hoped it was understood that all practitioners should 
be invited, and indeed vigorously persuaded, to allow deduc- 
tions to be made from their executive council cheques in order 
that a fund might he created substantial enough to support the 
profession in case of need. With the increased number of per- 
sons now at risk the deduction per person on a doctor’s list 
would enable the fund to increase more speedily than the N.I.D. 
fund had done. 

Questions were also asked with regard to the proposed Asso- 
ciation war memorial, which it was suggested should take the 
shape of an ornamental fountain in the courtyard at Head- 
quarters. A strong feeling was manifest that instead of a 
memorial in stone it should take the form of educational 
scholarships for the children of fallen members. The Chair- 
r- man of Council said it would be open to the Representative 
‘ Meeting to decide exactly what form the memorial should take. 


Regional Offices 

The Secretary (Dr. Charles Hill) explained the method now 
in operation for making available in the regions the sendees of 
Headquarters secretarial staff. The idea of resident regional 
secretaries had been canvassed, but it was felt that it would be 
more useful for the Divisions to have the periodic visits of 
a secretary who spent two-thirds of his time at Headquarters 
and thus was able to have and convey a close and detailed 
knowledge of what was happening at the centre. Offices for 
clerical purposes in the regions were being started, the idea 
being to have in each region a place where clerical and 
General utility services could be provided, and possibly from 
these beginnings a visiting headquarters for regional secretaries 
mieht be created at which they could meet Divisional sec- 
retaries and members. Such offices had been established at 
Oxford, Cambridge, Leeds, Manchester, Sheffield (a tentative 
arrancemenO, and Liverpool ; negotiations were proceeding in 
Newcastle, and in Wales an Association House was to be taken, 
probably at Cardiff. In Northern Ireland a satisfactory' arrance- 
| ment obtained with an office in the Whitla Institute at Belfast. 


Dr. W. Hunter said that the North of England Branch 
Council feared that tiffs policy of regionalization might over- 
weight the administrative machinery' of the Association and 
require a gradual increase of clerical staff on Civil Service fines. 
The North of England had had its own office system in oper- 
ation for many years, and saw go reason for this upheaval. He 
was very proud of the Divisions and Branches and felt that 
these were the units that counted — not the administrative 
regional office. Interference from Headquarters was not desired. 
“We want not a man from Headquarters to keep an eye on 
the periphery but a man from the periphery to keep an eye 
on Headquarters." The regional secretary must not act as a 
buffer to soften the impact of criticism of centra! policy from 
Divisions and Branches. The North of England appealed to 
Division secretaries to stir up inactive Branches and replace 
lethargic Branch officials at annua! meetings by live men. A 
Branch could do much to help its Divisions ; in practice the 
Branch was the Divisions and should act as a co-ordinating 
body. 

Dr. R. G. Gibson (Winchester) urged that members of the 
secretarial staff should stay a reasonable length of time in the 
regions, visiting practitioners in their homes if possible. To 
address a meeting of 10% of the members of the Division was 
not satisfactory. 

In further discussion the value of regional offices for clerical 
purposes was questioned in some quarters. The secretary of 
the Gloucestershire Branch said it would be as easy for him 
to communicate with London as with a regional office situated, 
say, at Bristol. Dr. Hill, in reply, said he thought it was a 
fair summary’ of the discussion that there was approval of the 
central-ritm-local method. He agreed that ideally more time 
should be spent in the Divisions by the assistant secretaries, but 
it must be remembered that they were primarily servants of 
the centre, and that in so far as the periphery sought ^influ- 
ence central policy this must be done through the Representative 
Body. The visiting secretary was not in a position to accept * 
instructions from a Division on an issue of policy if that policy 
differed from what had been decided centrally. He also felt 
that visits to Divisions should continue to be by invitation. No 
doubt a case could be argued for the creation of more central 
staff, but this would mean that each member of the staff was 
only fully aware of a smaller segment of central activity. 

The Future Role of Divisions 
Dr. J. A. Pridham, chairman of the Organization Committee, 
drew attention to a memorandum compiled by Dr. L. S. Potter, 
Assistant Secretary, on the role of the Divisions in the medico- 
political work of the Association. It was in his view- an excel- 
lent one. He went on to describe the altered organization which 
had arisen consequent upon the introduction of the National 
Health Service, in particular the creation of two autonomous 
committees — the General Medical Services Committee and the 
Central Consultants and Specialists Committee. It was impor- 
tant to emphasize that in this new set-up the roie of the Divi- 
sions was still going to be of enormous importance. It was 
the Division which would canalize the general feeling of practi- 
tioners at the periphery. One of its functions would be to pre- 
vent what he described as the splintering of the profession and 
to harmonize at the local level the work of general practitioners 
aDd of consultants and specialists. 

Many questions relating to methods of conducting secretarial 
business were asked and answered. Some of the secretaries 
requested a more intimate method of communicating informa- 
tion. such as a revival of the Secretary's letter. Opinions were 
requested on possible improvements of the Supplement, but the 
only suggestion elicited was the old one. that the Supplement 
should be detached and have an exclusive circulation. The 
technical reasons against this were explained. Dr. Frank Gray 
(London) suggested that in future membership of the Division 
executive might well be considered as a step towards member- 
ship of the local medical committee. 

Dr. A. S. Wilson (Holland Division) was unanimously elected 
chairman of the 1950 conference. Dr. Pridham mentioned that 
the chairman of the conference would receive all the documents 
of the Organization Committee and be invited to attend its 
meetings, thus ensuring a closer liaison between Headquarters 
and the Secretaries Conference than had hitherto obtained. 
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Correspondence 


Part-time Specialist Work 

Sir, — S ome years ago, at a time of anxiety, this country was 
assured by a statesman that his efforts would bring “ peace in 
our time,” a pronouncement soon proved to be merely wishful 
thinking and completely out of tune with the times. Now the 
best part of a year has passed since the hospitals of the country 
were taken over by the State under the National Health Service, 
accompanied by much publicity and trumpetings. At that time, 
and since, leaders of our profession hastened to assure the rank 
and file that all was well, and that as a result of their efforts 
they saw a future full of promise for all who whole-heartedly 
co-operated. But are we again to witness politicians’ inability 
to control circumstances ? 

The Service has accepted the principle of continuance of 
some private practice. From the practitioner’s -point of view 
this appears secure in that his remuneration relates to the 
number of patients he attends under the Service and limitations 
are not imposed upon him preventing him from developing a 
certain, limited, private practice. Recently (he proposals for 
the remuneration of consultants have been published, and our 
leaders and notably the medical press have hastened to say 
how generous the proposals are. Machinery for the paying 
of full- and part-time staff of specialist rank has been worked 
out to separate the personnel at specialist level into two groups 
—namely, full- and part-time. 

The time has now come when regional boards are trying to 
fix hospital establishments. The power now lies in the hands 
of the bureaucrats as to whether they favour full- or part-time 
posts, for by their handling of hospital establishment part-time 
service and private specialist practice may perish. Where, for 
example, can a part-time specialist look for help for a private 
patient if he, engaged in part-time service, cannot look about 
him to obtain help from a part-time radiologist, radiothera- 
peutist, pathologist, bacteriologist, or biochemist, or even 
venereologist, in the area if the patient wishes to have a 
private-patient relationship with one of these, unless they too 
are on part-time work ? 

Clearly the trend is towards a full-time service. All young 
men will start their careers under full-time service, and part- 
time service can persist only if they are allowed to take up 
part-time posts as they get older. In the practice of medicine 
and surgery it would be a tragedy if promotion or retirement 
were conducted on the lines of the armed Services so that full- 
time workers, perhaps at the age when their energies were 
flagging, but certainly at the age^vhen experience was most ripe, 
were retired to make way for younger men, as might be the 
case if it was full-time for all. Surely the more sensible and 
more economic method of stabilizing the profession would be by 
peysonal contracts so being arranged that a full-time worker 
could, as he gets older, reduce his contract to part-time so as. 
perhaps, in one case to protect his health, in another to take 
part in local government work or charitable or other public 
work not directly within his professional life. Can the present 
trend which we are witnessinc be considered to make such 
transfer likely ? 

In actual fact a gulf has been put between full- and part- 
• im f ''. or ^' A full-time worker is subject to regulations debar- 
ring him from certain privileges even outside his hours of 
contract. His pension is dependent upon his last three years’ 
remuneration, which surely is a strong deterrent to reduction of 
working hours in the later years of life. If the future develops 
a scheme of mainly full-time clinicians, is it not likely that the 
responsibilities and strains of clinical life, so little appreciated 

- 5 c . lcc worker, will produce a generation of clinicians 
near retirement unable to keep up the pace, clinging, even against 
tneir wm and perhaps in poor health, to full-time employment 
av the only alternative to complete retirement. Perhaps we will 
se- them falling back on that so-called occupation of orcan- 
izatton. which will all too frequently mean interference with 
the doctor-patient relationship of other specialists in a manner 
calculated to keep them seises as much as possible in the centre 
of things without exposing themselves to the full strain of 
clinical work. 


Will it not be desirable to have some assurance from our leadi 
and from the Minister of Health as to the security in the future 
private practice and part-time work ? I suggest that it is necessa 
to have some guarantee of the following nature : 

(1) That there is agreement between the Ministry and the prof 
sion that the principle of part-time work is to be encouraged a 
that there is opportunity for conlinuance of some private practi 
including the provision of some private beds. 

(2) That the division between full- and part-time work be abolishi 
together with the restrictions imposed upon full-time employme 
and that all consultants arc offered a contract which can be van 
jup to a maximum of five-and-a-balf days’ work a week, and : 
allowed to work outside these hours in a doctor-patient relations! 
without restriction. 

(3) That the establishment of hospital staffs be kept fluid, so tl 
when hospital appointments are made they are not made rigidly 
follow some established precedent, but are made to fill the nc 
holding at that time; so that in practice a specialist holding 
part-time appointment may on retirement be replaced by a special 
holding a full-time appointment, or alternatively a specialist hold! 
a full-lime appointment may, if the local need justifies it, be follow 
by one holding a part-time appointment. 

(4) That nil appointments at specialist level are made accepti 
the principle that the individual has the option of being employ 
for less than a full working week if he so desires, or can exerci 
his option at some later date. 

(5) That the pension machinery be reviewed to abolish tni 
distinction between the present full- and part-time schemes. 

I feel certain that the Royal Colleges and other leaders o 
our profession have been too interested in what happens' in th< 
centre of each Region and at teaching hospitals to inquire int< 
the conditions tinder which the vast majority of specialists it 
this country', who are working in non-teaching hospitals, may bi 
asked to work. I trust that the working members of the pro 
fession, looking for leadership to the Royal Colleges and t( 
the British Medical Association, are not merely going to hea: 
shouts of “security in our time" from men who have the! 
eyes only on their next few years. — I am, etc., 

Nottingham. - A. N. BlRKETT. 

Grading of Specialists 

Sir,— I am instructed by my committee to send you a copy ol 
the enclosed letter which has been sent to the Liverpool 
Regional Hospital .Board : 

“ My committee wish to draw the attention of the regional board 
lo the rising tide of indignation felt widely amongst the regions 
board's specialists at the method and results of the grading oi 
specialists by the assessmem committees in this region. Furthermore, 
we wish to draw attention to the following points: 

“ The use of the grades senior hospital medical officer and juniw 
hospital medical officer to describe those performing specialist work. 
These grades have been applied to many persons holding specialists’ 
appointments in regional board hospitals. 

“ There _arc many anomalies in the gradings which have been circu- 
lated, and'it would appear that in particular insufficient weight has 
been given to specialist experience in the armed Forces.” 

— I am, etc., -~ 

v V. Cotton Cornwall. 

Liverpool. Hon. Secretary. Liverpool Regional 

' Hospitals Medical Association. 

\ 

• Honour of Profession 

Sir, — From reading the Supplement to the Journal and talk- 
ing to my colleagues I find a great measure of agreement upon 
various matters in the new Health Service which require rectifi- 
cation. Apparently .the majority of us think that 4,000 patients 
cannot be cared for properly by one doctor who also wishes 
to keep abreast of his medical reading, go to an occasional 
clinical or doctors’ meeting, and have some leisure. It follows, 
of course, that we will require a much higher capitation rate if 
we are to have smaller numbers. The majority of us think that 
as mileage allowances stand at present a country or even a 
semi-urban practitioner is not being paid much more than half 
as well as a city doctor. 

The younger men at least, both principals and assistants, are 
agreed that the present system which’ allows a doctor to bold 
6,400 patients and pay a young doctor five, seven, or nine 
hundred a year to do half the -work is far from satisfactory. 
We would all agree to an assistant being employed in order 
that an ailing doctor could carry' on til! his son took over, or 
Jo the case of a “ trainee assistant ” where there is likely to be 
“ training." 
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There does not seem to be agreement among us one way or 
the other as to a sliding scale of capitation fees. 

But far more important than any of those matters, and one 
which Mr. Sevan (Mr. Grant in Northern Ireland) would require 
to ponder over very seriously, is the fact that a gradual coarsen- 
ing of the fibre of the general practitioner is at present in pro- 
gress. "It happens in this way: In the past week I have lost a 
patient who required me, without success, to give her posterior- 
pituitary extract for alopecia areata without specialist advice, 
another because I did not deal myself with a wart very near 
the limbus of the eye. An entire family left me because I could 
not get them coal. 

I am at present waiting to find out if two insolent people will 
make good their threat of leaving me because I would not 
certify them as unfit to travel to the medical referee (in my area, 
there being no travelling medical referee, the certificate would 
have made them safe to continue to draw benefit). 

I am continually being asked for single injections of penicil- 
lin, for jars of malt, certificates for corsets, certificates of 
incapacity when the illness is doubtful, letters requiring patients 
to be x-rayed for whatever they determine, and I know that, if 
I refuse, their cards will be transferred and they will have their 
demands fulfilled elsewhere. 

It is a bitter experience for one who could not, and never 
would have the slightest desire to, earn his living away from 
medicine to feel that this professional prostitution is being 
forced upon him. Indeed. Sir — and the thought of it does not 
appeal to me — I am afraid that, if safeguards for our profes- 
sional honour cannot be found within the present system, we 
will be forced in time into asking our Minister to convert us 
into a fully salaried Service. — I am, etc., 

' Dungannon, Co Tyrone. CONN McClUSKEY. 

Trainee Specialist Associations 

Sir. — It is becoming apparent from the numbers of trainee 
specialist associations springing up all over the country that 
doctors in this category are aware of their present uncoordi- 
nated. unrepresented position, and are realizing that unless they 
help themselves no one else will. 

At present the grading of posts, and of trainee specialists 
themselves, is going on without the methods and criteria by 
which these things are done being either uniform or public. 
■Nor are trainee specialists themselves having any say in the 
matter except in the few areas where they are represented upon 
the medical advisory committees of their hospitals. 

It is high time, therefore, for trainee specialists to organize 
themselves on a national basis so that their opinions may carry 
weight and that they may obtain the representation on medical 
committees in the National Health Service which their numbers 
and responsibilities justify. 

It seems necessary' that trainee specialist groups should 
be formed as soon as possible in every region, and I would be 
glad if anyone in this category wishing to form one for this 
region would get in touch with me. — I am, etc., 

ZO. Norham Gardens. Oxford. II. A. W. FORBES. 

The Dental Sendee 

Sir, — My dentist, who recently entered the Health Service, 
has attended to my teeth for many years. He has by various 
forms of treatment kept my teeth and gums in good condition. 
He found, under the regulations of the Service, that he had to 
apply for special permission to be paid for this form of treat- 
ment. The reply was to ask for an examination by an inspector 
from the Dental Estimates Committee, and this duly took place 
. Now, although I was in my 6Sth year, I still had twenty-three 
teeth, many of them, of course, with fillings in them. The 
result of the inspector’s examination was that he recommended 
that' eighteen teeth should be removed. This included my nine 
remaining molars, which were quite useful teeth, and many of 
which my dentist held to be serv iceable for a number of years. 
My dentist’s reply was that he would absolutely refuse to do 
this, as he considered it dangerous to my health, was unneces- 
sary. and also bad dental treatment. I quite agreed with him 
and told the inspector that I should on no account consent to 
such a procedure. 1 am in excellent health and there seemed 
absolutely no reason for removing the teeth. There was. it is 
true, alveolar absorption, but the gums were in-a healthy con- 
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dition and the teeth were useful biting teeth. There was only 
one — under treatment — which was causing any active trouble, 
and also one which required to be filled. My dentist considered 
(hat it might cause very severe injury to my health to remove 
all these teeth, and I have personally known cases in which this 
occurred when a large number of teeth were removed. 

Surely it is absolutely wrong that the Ministry officials should 
attempt to dictate to a dental surgeon what his treatment should 
be? If the Act leads to proceedings like this it must 'be a 
very bad Act. — I am. etc., 

London. VV.l, N. S. FlNZI- 

Discipline in N.H.S. 

Sir. — ( 1) A doctor was held by a medical service committee 
(o have given a patient pre-dated certificates {Journal, Feb. 26, 
p. 371); if true, an inexcusable, blameworthy, albeit what may 
be called a technical, offence. Penalty: 150 guineas fine and 
revere censure. Savage and senseless when compared with (2). 

(2) A doctor according to the report (Journal, April 9, p. 638) 
was held by a medical service committee to have persistently 
failed to attend a small child when called. As a result it is 
alleged the child died of bronchopneumonia. Penalty: £10 
fine and censure. 

Comment on these two examples of disciplinary action is 
needless. If we are to be drilled and dragooned for all manner 
of things under the N.H.S. (and one does not dispute the need 
for it in the above two cases if (he facts are true) let justice 
not only be done but let it also appear to be done. — I am, etc.. 

Hove, Sussex. G. L, Davies. 

Steering Committee for Representative Meetings 

Sir,— W ith the near approach of another Representative 
Meeting it is worth while considering whether these meetings 
can be made more satisfactory' than they are, for I find after 
the score or so I have attended a fairly general feeling that a 
Jot of time has been wasted. Some representatives also have 
a legitimate grievance that though their motions may have 
commanded general support they have been defeated for some 
technical reason or, more often, because they have embodied an 
unfortunate phrase or clause. There is also sometimes a feel- 
ing that the Agenda Committee has manipulated the result by 
(he order in which notions have been discussed. 

Now doctors are usually busy people, and some of us feel 
(hat no efforts should be spared to economize time and yet 
stimulate useful discussion of matters which concern us all 
vitally. Various steps have been taken towards this end by 
’‘starring" motions or by grouping them, but the ideal has 
not so far been reached. I would like to suggest the employ- 
ment of a sort of “ steering ” committee, and after some 
experience of the way they work I would suggest the following. 

The steering committee should consist of a few officials or 
members of the Council, who should from time to time 
throughout the meeting call together representatives support- 
ing a group of motions dealing with a certain subject, together 
with one or two members of the Council particularly interested 
or briefed in that aspect of medical policy. These motions 
should then be discussed informally, and as a result the repre- 
sentatives would probably be able to agree among themselves 
on the best-worded motion to support, or cerhaps they might 
frame an alternative resolution which would embody the 
general conclusion and at least not be technically invalid. 
The Council members would be able in pro ate to give any 
required information to the representatives, so that a lot of 
time would not be wasted — as it often has been — through 
heated discussion due to ignorance or misconstruction of the 
facts. 

No representative should be debarred from putting the 
special motion to the A.R.M. if he thinks it right to do so. 
put this preliminary discussion would prevent the interminable 
waste of time involved in putting almost similar motions, and 
plso prevent the occasional seeming arbitrariness of the chair- 
man in deciding on which of a similar series the discussion 
pnd voting should take place. It would put the proceedings 
much more in the power of the representatives and also ensure 
that those who propose resolutions are in possession of the' 
necessary facts for their proper presentation. 

Any motion so agreed upon in the steering committee should 
not be just’ formally put and passed without explanation- 
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indeed, it should be incumbent on the proposer to explain the 
point of his resolution and the objections and modifications 
urged against it. Having put the A.R.M. in possession of 
the salient facts it would then be open for any representative 
to speak as at present, and the chances are that by limiting the 
number of motions in this way fuller discussion would be 
promoted and important matters of principle .properly venti- 
lated and decided. As such, the results should be more worthy 
of our profession and of that humane temper and thorough 
examination of evidence that cur work demands. — I am, etc., 

Winsford, Cheshire. W. N. LEAK. 

Large and Small Practices 

Sir, — In view of the many sharp divisions between men who 
run large practices and doctors who care for small ones, which 
it would seem, in answer to the Minister’s dearest unspoken 
wish, are becoming a weekly feature of this and other columns, 
it would surely be wise to establish it as an axiom that the man 
with 2,000 patients runs his practice himself, and the man with 
4,000 patients does not. This, in 19 cases out of 20, is fact, 
not argument ; and, for better debate, it should be accepted as 
such by both sides before the shouting starts. 

I have no doubt that the 4,000-plus man can run a practice 
“ successfully ” — that is, without killing his patients by neglect 
or himself by overwork. Indeed, with a small area to serve, a 
good secretariat, a State-subsidized assistant, and a biisk pro- 
fessional manner, he should have a shorter day than his brother 
in the country, for a large part of his daily work is in fact done 
for him by a drove of specialists and technicians, house-men, 
sisters, nurses, and medical students, all of whom, except the 
last, are separately paid by the State. The country doctor with 
a small list sends few of his patients to hospital or clinic, and, 
when he does so, often finds that it is to his colleagues or to 
himself that he has referred them. 

There is room for both classes of doctor in the community ; 
indeed, the 4,000-plus kind is in type the beau-ideal of the 
Welfare State. But it is to the country doctor with his smaller 
list, his greater distances, and his long working day that we owe 
our sympathy and support: sympathy and understanding if he 
sees in one who is paid twice as much for doing with outside 
help what he must do alone, a cross between a chemist’s 
assistant and a reception clerk, with that most dangerous of 
vestiges — enough medical learning still clinging to his ink-soiled 
fingers to prompt an occasional and risky sortie into genuine 
medicine ; practical support and sympathy from the lucky few 
who, like myself, are little affected by the sickle of reform ; 
support and sympathy, in speech and writing, above all from 
the many who, by a stroke of luck and the passing of an Act, 
have been made financially secure for the first time. Let the 
Big Man in medicine new style, as, with his assistant “ in ” for 
him, he sits at ease before his televisor, instructing his' secre- 
taries, or chatting easily with his manicurist — let him spare a 
thought, a word, a letter on behalf of his brother in the country 
toiling late to bring cheer to some lonely farmstead and' a 
crust to his wife and family. The fight for his welfare is on 
and he needs our help, not our rivalry. 

To autocracy we have lost every battle ; let us do our best to 
win this last. — I am, etc., 

Burlcj. Surrey. GUY CaRRELL. 

Special Tax 

Sm, It is with great apprehension that I have read Dr. F. G. 

ood-Smith s letter (Supplement, May 7, p. 266) suggesting 

iat patients should pay to the doctor a flat rate of, say, Is. 
jpe. item of serwee I believe that we should be absolutely 
c'crrun by our patients if this suggestion were adopted. Our 
P-i lents have to overcome a certain amount of inhibition at 
p.Lsent uhen they call on us. This hypothesis may be a little 
utticult to believe when one looks into the crowded waiting- 
room : however, it appears quite reasonable when one compares 

•li-' number of calls to-day with the number of calls one year 

. 11:0 

If the patient has to pay a fee to the doctor, I am certain 
that this inhibition will diminish reciprocallv with the amount 
paid; our patients will feel that for Is. of 2s. 6d. they can 
demand from us even more than they do now. I quite agree 
that a contributory pavment at the time of attendance would 
deter the patients to a certain degree from abusing the Service, 


but in my opinion they should contribute a certain percentage 
of the cost of the prescribed medicine, and this should be paid 
to the chemist. — I am, etc., 

Bristol. Peter H. Keppich. 

Assistanfships 

Sir, — As a, previous letter of mine ( Supplement , April 2, 
p 216) in defence of the practice of employing assistants as a 
very good method of entry into practice has brought forth 
several replies, may I be permitted to answer two which 
appeared in the Supplement of April 23 (p. 250) signed 
“ Another Assistant ” and “ X. Y. Z.” ? 

My original letter was written in answer to a suggestion that 
all assistantships should be abolished as evil institutions. I am 
aware from what applicants for our own vacancy told us that 
there are many principals who are grasping, unscrupulous, and 
- ill-mannered. 

Because one occasionally hears of an immoral parson one 
does not condemn all parsons as immoral. An assistant’s 
lemedy is obvious: as soon as he becomes aware that his 
principal is not prepared to behave fairly he can give notice. 
My belief is that, in any populous area, a live assistant can 
soon increase a practice to provide a just claim for a partner- 
ship, and where accountants’ figures show this the principal 
has no right to decline. If he pleads incompatibility of 
temperament he should have said so within a reasonable 
period. 

To “ X. Y. Z.” I would say this. My reference to a man 
learning the intricacies of general practice did not refer to 
learning fresh knowledge of medicine and surgery. In fact 
1 agree with his remark about “unlearning.” Wien I left 
Guy’s my physician made the remark that I knew more' medi- 
cine and surgery then than I should ever know again, but that 
in ten years I’d have learnt to be a “ doctor.”. s 

The young man we have just admitted to partnership is good 
— very good. He is on the list of practitioner-obstetricians 
and has a very sound knowledge, yet he quite frequently has to 
ask help from my partner or 'myself because he lacks personal 
experience of dealing with people — the sick, their friends and 
lay advisers, relatives, and what not. It takes years to know 
what local consultants are most suitable to certain types, be- 
cause consultants vary greatly, and to introduce the wrong type 
of surgeon or physician is often disastrous. As to all work 
and no pay, I know of no principal who pays less than £750 
plus a house and often a car allowance. 

But to my main points: how do these people , suggest we 
should proceed? In the past one bought; that is all done 
away with except for one’s house, but that is still one’s own 
property and one can elect to remain in residence after dis- 
posing of one’s practice. A death vacancy is advertised — many 
apply. Who is most likely to get it ? Someone known locally 
or someone who knows someone who knows someone locally. 
Are the general run of young aspirants better off ? “ X. Y. Z.” 
talks of “ the hard way.” I never found it >so bard. I knew 
my obligations — the bank and finance company worked out 
that I’d have about £750 a year (pre-war) out of an income of 
£1,300 or so. But the practice just kept ahead and 1 never had 
.so little as that even in the first year. 

It seems to me it is now much harder to get established as a 
principal. It depends on chance. But take our own practice: 
if our new partner is really successful there is no doubt we 
shall need an assistant again, but this time we cannot offer a 
“ view ” unless and until the new assistant enables the practice 
to extend to provide for him. We are surrounded by six or 
seven other principals, and there must be a saturation point 
Is this to exploit the young man who has so much to learn ? 
I don’t see it. If after a year or two he wishes to pass on to 
an assistantship with view, he will have learnt a great deal from 
a practice with 11,000 patients in a town with a large medical 
school with many well-known surgeons and physicians to call 
on in consultation. 

No, Sir, the path of the assistant should be cleared of un- 
necessary obstacles. It should be an established custom for all 
principals with an assistant to have a quarterly audit, and, as 
soon as the returns show that the income has increased 
sufficiently, the assistant should have the right to claim a 
share. But assistantships cannot be abolished. — I am, etc., 
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CORRESPONDENCE 


SUPPL.E\fE\T TO the Ini 
B?msii nodical Jo rs*l 


Whither Medicine ? 

Sir, — L ord Horder, *n a dinner adaress to the West London 
Mcdico-Chirurgica! Society on Feb 18 entitled “Whither 
Medicine 0 ’ ( Journal , Apnl 2, p 558) presents a ver> good 
case for the high moral tdeals that the medical profession 
are aiming at It should be read and studied by all thinking 
men and women, including politicians of all parties I fully 
agree with “Medical Practitioner” ( Dath Telegraph April 4) 
and Dr J P Matthews {Supplement April 2, p 216) These are 
extremely inspiring letters and express the views of many of 
us who base gixen the subject the serious consideration that 
it deserves 

Dr Semple, speaking at a general meeting of the Lincoln 
Division on March 17 ( Supplement , April 9, p 228) aske- 
“Do we want lists of 4 000 and an earlv attack of coronary 
thrombosis, or lists of 2 000 and a high standard of medicine “> ' 
In my opinion this is no exaggerated statement Many of us, 
though, are attempting a high standard of general and pre- 
ventive medicine too, with what the B M.A calls the 
“ average ’ list, and no private practice 
“Medical Practitioner” suggests two solutions to the pro 
blem that is facing our profession Others have thought on 
similar lines hesitated to write the Press or the Journal, but 
have written to the Secretary' of the B MA , Dr Charles Hill 
The first is concerned with some method of improving the re- 
muneration, and the other is “ to educate the public by all the 
devices of propaganda, etc ’ I would also add, from personal 
experience, improvement of the hospital side of the Service 
This does concern the general practitioner, and I wnte as a 
GP of many years’ experience tn an industrial district 
I cannot do better than draw the attention of vour readers 
to what Lord Horder in his address calls the “ basic needs ” 
of the citizen and the doctor “ Medical Practitioner ’ does not 
state who is to “ educate the general public in how the new Ser- 
vice should be used ” Lord Horder suggests that if the politi- 
cians won’t be guided we have “no alternative but to appeal to 
public opinion,” continuing to serve the patient tn the manner 
which the doctor believes to be in the patient’s best interests 
I am in full agreement with that course but would wish to 
be more emphatic m our claims In this connexion I am 
inclined to agree with the attitude of Dr John Hale Power 
whose letter also appears in the Supplement (April 2, p 215) 
with the exception that refusal to sign any State certificate 
would jeopardize the patients best interest Again quoting 
from Lord Horder’s address "We physicians must lead 
vve must guide the politicians, since they cannot act without 
expert help , we must keep the citizen s end up, since he learns 
to relv upon us for support.” 

Finally, and most important of all problems, and mentioned 
by Dr, Matthews, is the apathy in the profession itself I 
attribute this also to that “ fed up ” feeling due to the long- 
drawn-out negotiations but also to the lack of unity m the 
medical profession and the ability merely to “ grouse ’’ in 
private so beauufullv put by one of the elders of the profession 
at a recent Divisional meeting ’We are all a set of twerps” 
I do not agree with the word "all” This remark was made 
after the meeting Let us all 'peak freely at our Divisional 
meetings of our difficulties etc 
I wish to state that any observations I have made are purely 
in mv capacity as a general practitioner with no other profes 
sional allegiance but' to the BM A for the past 27 years — 
I am etc , ~~ 

UedJ Hvrrv Slgvre. 

Domiciliary Midwifery Pavmenfs 
Sir— D r Hams Avery draws attention to the discrepancv 
tn midwifen payments ( Supplement Apnl 30, p 260), and 
points out that under the N H S scheme a fee of 7 guineas 
is pavable for every booked case compared with the fee of 
44 guineas pavable on a * medical aid,” which usuallv involves 
more work for the doctor 

On the other hand there is a further discrepancy m which a 
practitioner called by a midwife to attend in connexion with 
an abortion or miscarriage receives 4 guineas, but under the 
NHS he would receive only 34 guineas No wonder there 
are some practitioners who having ‘uccessfullv applied to be 


included on iheir obstetric lists have little interest in this side 
of medicine other than to be called id bv a midwife to deal with 
a miscarriage It is usuallv an easy 4 guineas 
These anomalies are presumablv due to the Minister s jnordi 
nate haste to have the scheme ready for Julv 5 last — I am, etc 

Plymouth C R BvRXER 

Charge Patients for Service 

Sir— S ome lime ago (Stipplen ent Dec 4, 1948 p 211) you 
published my letter regarding the suggestion that patient, 
should pay Is per service to the doctor It now appears tn„t 
the Government are considering some similar step in order 
to reduce the cost of the Service, but it seems to be their idea 
that the State should keep the shilling 
An opportumtv like this is unlikely to occur aga n The 
Government are m a mood to consider levying a charge per 
service While this is so 1 would suggest that we offer to accept 
this charge in lieu of an increased' capitation fee It is said 
that we render 5-7 services per patient per year, which means 
on an average that the charge would be equivalent to a 6s 
increase in the capitation fee Counting 40 million people as 
being in the Service, this is equal to an increase in the pool 
of 12 million pounds a year — which is roughly the increase 
we need to bring the betterment factor up to l'O'o 
This svstem would have many advantages 

(11 Patients would appreciate the Service more bv having to pav 
a little, and the weekly cough bolile ivpes would dwindle m numbers 

(2) Remunerauon would be more adequate without cost to the 
State 

(3) The excellent principle of more work more pay would appb 
a little more markedly 

(4) Costs over the G P service as a whole would fall, as 
prescribing would diminish 

Could there be a more fair and reasonable solution of ours 
and the Government’s problems "> 

Further, as regards a sliding capitation fee, this could then 
be applied to our present one if it were still felt that smaller 
lists needed further assistance, and tn this respect, in my view, 
the more that is put on the first thousand the better, as average 
lists are sure to fall when the number of doctors increases as 
increase they will m the next 10-20 years The more there is 
on the first thousand the less wilt our individual incomes fall 
in the future Action will, however, have to be swift before 
Sir Stafford Cnpps makes up his mind — I am, etc 
Lewis S A Smith 

The Amending Bill 

Sir — T he National Health Service Act was described recentlv 
bv a High Court judge as a miracle of ineptitude The Minister 
of Health promised us doctors that he would introduce an 
amending Bill, and that be would give us doctors an oppor- 
tunity of discussing with him and hts officials the proposed 
amendments to be in'roduced m the Bill before it was finally 
drafted for presentation to Parliament This he has failed to 
do, and the amending Bill has now been tabled 
This amending Bill can onlv be described as a miracle of 
evasiveness and bluff Many of us G Ps cast our minds to the 
early 1920’s, when after repeated attempts to obtain better 
remuneration the old Insurance Acts Committee — now the 
General Medical Services Committee — called for mass resigna- 
tions of doctors serving under the NH1 — got them and held 
them — to be used if doctors' terms of service were not improved 
and better pay given for work done The result we all know 
The position now is exactlv comparable to that existing then 
m the early 1920 s, and similar action is called for Let us 
waste no more time We want deeds not words — I am, etc , 
Gvfcndee Midd c--x H VjCKERS 


FEES FOR FIRST-AID LECTURES 
It is stated in paragraph 85 of the Annual Report of Council 
( Supplement Apnl 2, p 174) that the St John Ambulance 
Association has adopted the mileage rate of Is a mile (each 
wav) bevond two miles The Bntish Red Cross Soctetv informs 
us that it also adopted this mileage rate when the fees for 
lectures and exammattons were increased 
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H.M. FORCES APPOINTMENTS 


SUPPLEMENT to the 
British Medical Journal 


H.M. Forces Appointments 


Association Notices 


ROYAL ARMY MEDICAL CORPS 

Lieutenant-Colonels L. S. C. Roche, H. W. Daukes, and R. R. 
Leaning, O.B.E., have retired on retired pay and have been granted 
the honorary rank of Colonel. 

' Lieutendnt-Colonel H. Clain has retired on retired pay on account 
of disability. (Substituted for the notification in a Supplement to the 
London Gazette dated Feb. 8.) 

Major H. A. Ferguson, retired, re-employed, has been restored to 
the rank of Lieutenant-Colonel on ceasing to be re-employed and 
has been regranted the honorary rank of Colonel. 

Majors R. E. Waterston, H. N. Perkins, R. J. G. Morrison, J. W. 
Orr, M.C., and J. L. Gordon, O.B.E., to be Lieutenant-Colonels. 

Major D. J. H. Jones has retired on retired pay and has been 
granted the honorary rank of Lieutenant-Colonel. (Substituted for 
the notification in a Supplement to the London Gazette dated July 9, 
1948.) , 4 ^ u 

Major J. A. Davidson has retired, receiving a gratuity, and has been 
granted the honorary rank of Lieutenant-Colonel. - ' 

Major J. Davidson has relinquished his commission, retaining 
the rank of Major. 

Major G. L. Ritchie has been restored to Establishment. 

Temporary Commissions . — Majors R. S. de C. Bennett and J. H. 
Robinson have relinquished their commissions, retaining the rank of 
Major. 

Major J. A. Manifold has been seconded with the Foreign Office. 
Captains C. C. Corfield, J. H. Brodie, and H. M. Upshon to be 
Majors. 

Short Service Commissions .— Captain W. S. Rhodes has retired, 
receiving a gratuity, and has been granted the honorary rank of 
Major. Captain S. J. Nathan to be Major. 

Short Service Commissions (Type " B "). — Majors H. Shield, M.C., 
T.D., from T.A., and S. J. Nathan, R.A.R.O., to be Majors. 

Women's Forces Employed with R.A.M.C.: Short Service Com- 
mission (Type “ B "}. — Captain (Mrs.) H. McKendrick to be S. 
Commander. 

REGULAR ARMY RESERVE OF OFFICERS 
Major-Generals O. levers, C.B., D.S.O., F. D. G. Howell, C.B., 

D. S.O., M.C., F. Casement, D.S.O., W. B. Purdon, D.S.O., O.B.E., 
M.C.. H. H. A. Emerson, C.B., D.S.O., and T. S. Coates, C.B., 
O.B.E., late R.A.M.C., having exceeded the age limit for liability 
to recall, have ceased to belong to the Reserve of Officers. 

Colonels (Honorary Brigadiers) C. C. Crawford-Jones, C.B.E., 
A. A. M. Davies, R. K. Mallam, O.B.E., E. U. Russell, M.C., A. D. 
Stirling, D.S.O., and J. B. A. Wigmore, late R.A.M.C., having 
exceeded the age limit of liability to recall, have ceased to belong 
to the Reserve of Officers, retaining the honorary rank of Brigadier. 
Colonels A. Dawson, O.B.E., L. Dunbar, O.B.E., A. Jackson, 

E. C. Lang, D.S.O., VV F. M. Loughman, M.C., L. Murphy, D.S.O., 
R. E. U. Newman, C.B.E., M.C., S. D. Reid. J. Rowe, O.B.E., M.C., 
G. F. Rudkin, D.S.O., E. D. K. Seaver, R. W. Vint, and J. M. 
Weddell, C.B.E., late R.A.M.C., having exceeded the age limit of 
liability to recall, have ceased to belong to the Reserve of Officers. 


INDIAN MEDICAL SERVICE 


Colonel A. V. Lopes has retired. 

Lieutenant-Colonels J. McM. Wilder and E. G. Hurd-Wood have 
retired and have been granted the honorary rank of Colonel. 

Lieutenant-Colonels R. A. Wesson and W. J. Webster, C.I.E., 
M.C., have retired. 

Majors J. G. Thomson, D. G. McCaully, and W. H. A. Thorne. 
O.B.E., have retired and have been granted the honorary rank of 
Lieutenant-Colonel. 

Majors A. H. Barzilay, D. McCarthy, J. O’Neill, R. J. Jarvie. 
M. M. Mansfield, M. K. Bryce, W. J. Stewart, R. I. Reid, and F. C. 
Jackson to be Lieutenant-Colonels. 

Major A. M. McGavin has retired. 

Captains E. L. Wilson, H. C. Rogers, J. J. Woodward, S. H 
Heard, M.B.E., J. E. Ennis, R. D. D. Birdwood, M.C., J. M. M. 
Drew, O.B.E., R. M. McCullough, H. V. Morris. F. W. Snedden, 
O.B.E., J L. M. Whitbread, S. G. Nardeil. L. E. Elkerton, H. F. T. 
MacFctnilgc. D.S.O., P. M. Kirkwood, M.B.E., W. D. P. Griges. 
A ,,l: r !’ c ' son ' P- W. Kent, R. O. Yerbury, J. P. O’Riordan. H. 

* C-i'nt : Nw^ tcott- W. S. Hacon, and L. H. Cooper to be Majors, 
kink of Major Todd *’ as retired and has been granted the honorary 

* Emergency Commission 


‘ J- Jones has relinquished his commission and has been 

granted the honorary rank of Lieutenant-Colonel. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils— Fulham. Hacknev. Poplar. 
Son-County Borough Councils.— Dartford. Wallsend. 
urban District Councils. — Denton, Droylsden. Houghton-le- 
- pring. Huvton-with-Roby, Rcdditch (restricted to new "appoint- 
ments!, Tyldcslev. 


GROUP OF DERMATOLOGY 
A conference of members of the Group of Dermatology will be 
held at B.M.A. House on Thursday, June 16, 1949, at 2 p.m. 
to receive a report from the Group Committee and to discuss 
matters of interest to members. All members of the Group 
are invited to attend. 


ELECTION OF MEMBER OF COUNCIL, WEST INDIAN 
GROUP OF BRANCHES, 1949-52 


The following is the result of the election for a member of 
Council by the Grouped West Indian Branches, 1949-52 : 

H. B. Morgan (London) 77 votes ( elected) 

J. B. Wrathall Rotve (Harrow) 37 votes 

No. of voting papers issued 36L 

No. returned 114 

Charles Hill, 

, Secretary. 
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Diary of Central Meetings 
May 

International Relations Committee, 2 p.m. 

June 

General Medical Services Committee, 41 a.m. 
Proprietary Medicines Committee, 2 p.m. 

Joint Committee of the B.MA. and National 
Veterinary Medical Association, 3 p.m. 
Committee on Psychiatry and the Law, 2 p.m. 
Publishing Subcommittee, 11 a.m. 

Library Subcommittee, 12 noon. 

Science Committee, 2 p.m. 

Public Health Committee, 2 p.m. 

Dermatologists Group Committee^ 11.30 a.m. 

Group of Dermatology Conference, 2 p.m. 


Branch and Division Meetings to be Held 
Bolton Division. — At Bolton Royal Infirmary, Tuesday, May 31, 
8.30 p.m., annual general meeting. Consideration of Annual Report 
pf Council, election of officers, etc. 

East Herts Division.— At County Hospital, Hertford, Thursday, 
June 2, 8.30 p.m., annual general meeting. 

Leicestershire and Rutland Branch. — At Nurses’ Recreation 
Room, Leicester Royal Infirmary, Wednesday, June 1, 8.30 p.m., 
annual general meeting. Address by Dr. E. Grey Turner. -- 

Metropolitan Counties Branch. — At B.M.A. House, Tavistock 
Square, London, W.C., Tuesday, June 7, 2.30 p.m., annual general 
meeting. - Agenda : Induction of Dr. C. G. Martin as President of 
the Branch and President’s Address, etc. 

Mid-Essex Division. — At Chelmsford and Essex Hospital, 
Sunday, May 29, 10 a.m. Dr. R. Sleigh Johnson: “Streptomycin 
in the Treatment of Chest Diseases.” ~ " 


North-East Suffolk Division. — At Nurses’ Lecture Room, 
Lowestoft and North Suffolk Hospital, Sunday, May 29, 3 p.m., 
annual general meeting. Consideration of Annual Report of Council 
of B.M.A. (Supplement,' April 2, p. 174), etc. 

Oxford Division. — The Oxford Division is celebrating - the 
centenary of the birth of Sir William Osier on Tuesday, July 12. 
The programme includes a medical meeting in the Sir William Dunn 
School of Pathology at 2.15 p.m., when Lieutenant-General Sir 
William MacArthur and Sir Henry Cohen will speak; tea in Osier 
House at 4.30 p.m. ; and a dinner in Christ Church at 7.30 p.m,, at 
which Professor J. A. Ryle will propose “ The Art and Science of 
Medicine,” Sir Hugh Cairns “ Sir William Osier,” and the Regius 
Professor of Medicine, Professor A. D. Gardner, ** The Guests.” 
The price of the tea is 2s. per head and that of the-dinner £1 12s. 6d. 
A limited number of tickeis arc still available, and anyone washing to 
attend should write at once to Dr. C. W. M. Whitty, 121, Woodstock 
Road, Oxford. 

Wandsworth Division. — At Stanley’s Masonic Halls, 51, 
Lavender Gardens, Lavender Hill, London, S.W., Tuesday, May 31, 
8.30 p.m. Annual meeting. Election of .officers, etc. 

Winchester Division. — Wednesday, June 1, (1) At Royal Hamp- 
shire County Hospital, 3 p.m., clinical meeting. Address by Mr. 
A. M. A. Moore: “Applied Anatomy in General Practice”; (2) At 
Norman Mode Hotel, 7 p.m,, annual meeting: 8 p.m., chairman’s 
sherry party; 8.30 p.m., dinner. Talk by Dr. S. J. Hadficld : 
“ Current Events.” 


RETURN TO PRACTICE. 

The Central Medical War Committee announces that Dr. A. W. J. 
Houghton, M.R.C.P., Draper’s Hall, Shrewsbury (Shrewsbury 2129), 
has resumed civilian practice. 
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SURGICAL ASPECTS OF MENINGITIS* 

by 

Sir HUGH CAIRNS, K.B.E., D.M., F.R.C.S. 

Nuffield Professor of Surgery, University of Oxford 


here is general agreement that in the last 50 years adequate 
urgical treatment of infections of the' middle ear and 
rastoid has greatly reduced the incidence of meningitis and , 
ther intracranial infections. This can be confirmed by 
omparing cases of the present day with those described 
y William Macewen in his classic work, Pyogenic Infe'c- 
ive Diseases of the Brain and Spinal Cord, published in 
893. Similarly, improved surgical cleansing and suture 
if open wounds of the head have effectively prevented 
lanv cases of meningitis. These facts are so well known 
hat all that is necessary here is to remind ourselves what 
valuable procedure it can be to release pus from the 
ar by prompt incision of the ear-drum or to spend time 
in careful treatment of the simple scalp wound. 

Historical 

Horsley (1890) seems to have been the first in modem 
imes to operate for meningitis ; a year before lumbar punc- 
ure was introduced he established continuous drainage of 
he cerebrospinal fluid (C.S.F.) through a laminectomy 
round ; and he also irrigated the subarachnoid space with 
eeak bichloride of mercury. About the same time Mayo- 
lobson (1890) and others drained the lateral ventricles. 
Tiese pioneer efforts were important for the development 
if neurosurgical technique, but did not save lives. 

Surgical methods were employed for three main purposes : 

1) the application of antiseptics and antisera ; (2) drainage 
if C.S.F.. continuous or intermittent ; and (3) irrigation of 
he cerebrospinal pathways with “ physiological ” fluids, 
'he only antibacterial substance whose use seems to 
lave been attended by any success was Flexner's meningo- 
occal antiserum. It was introduced into the lateral ventricles 
Cushing and Sladen, 1908) and later, with more success, 
nto the cisterna magna (Ayer, 1920): the advantage claimed 
or these routes over the usual lumbar route was that the 
erum might more easily spread to all parts of the cerebro- 
pinal pathways, especially when there, was a spinal block. 

Dandy (1924) concluded that antiseptics were of no value 
or pyogenic meningitis, but wrote : “ Despite past and 
iresent failures, one cannot but feel that the future treat- 
nent of septic meningitis may yet lie in antiseptics or sera, 
fhough seemingly impossible from our present knowledge, 
he detection of a specific antiseptic or of a specific serum 
;o accurately balanced as to be without injury to the naked 
lervous system seems no more unlikely than Flexner’s 
emarkable antimeningococcic serum, or the recent brilliant 
liscovery by Sicard that.lipiodol could be injected into the 
subarachnoid space, cast a dense shadow, and still be harm- 
ess to the delicate host.” 

•University of London Lecture delivered at Westminster Hospital 
an Feb. 10. 1940. 


Continuous drainage from the cisterna magna or lumbar 
subarachnoid space was tried by a number of workers 
(Dandy, 1924 ; Spurting, 1928 ; Thompson, 1937), while a 
few favoured continuous ventricular drainage, particularly 
when hydrocephalus was developing (Hampson, 1935). The 
reasons advanced for drainage were: to provide exit for 
the inflammatory products : to reduce intracranial pressure ; 
and to promote increased flow of C.S.F. and thus to dilute 
the toxins. Kubie (1928) advocated that during drainage 
large amounts of hypotonic fluids should be given by vein 
or subcutaneously, as well as water by mouth, to promote 
the flow of C.S.F. 

Irrigation with Ringer’s solution was tried — from lumbar 
region to cisterna magna (Murphy, 1907), from ventricles 
to the lumbar subarachnoid space (Day, 1913), and from 
cortical subarachnoid space to cisterna magna (Eagleton, 
1921)— but without any clear evidence of benefit; though - 
Hampson (1935) mentioned a case in which, after blocking 
at the foramen magnum by presumed tonsillar cone, the 
flow of C.S.F. was re-established by instilling fluid into the 
lumbar space under positive pressure while intracranial 
pressure was reduced by ventricular drainage. 

In small groups of cases good results were reported after - 
the use of one or more of these methods, and in meningo- 
coccal meningitis the results in larger series indicated a 
modest improvement on what had been obtained before 
(Ayer, 1920 ; Hampson, 1935 ; Tripoli, 1936). However, 
the “ surgical ” methods were not generally adopted, and 
their use in acute meningitis was largely abandoned as 
soon as sulphonamides showed their worth — an event which 
indicates that the subject of meningitis is dominated by 
bacteriological considerations and that surgical methods 
can play but a subsidiary’ part. Destroy the bacteria, and 
the inflammatory products and toxins can be looked after 
by the meninges without drainage of the C.S.F. or irrigation 
of its pathways. 

Since the advent of penicillin in -1942 there has been a 
revival of surgical methods of treatment ; for penicillin 
does not pass the blood-C.S.F. barrier in sufficient amount, 
and thus must be directly introduced. Surgical methods 
have also proved their worth in the application of strepto- 
mycin ; though in the case of this drug it is difficult to 
understand why the intrathecal route should be necessary, 
as it clearly is, since good levels of' streptomycin in the 
C.S.F. can be obtained by intramuscular administration 
alone. 

Post-operative Meningitis. — The interests of the neuro- 
surgeon in meningitis develop naturally from his concern 
to prevent meningitis after head wounds or “ clean ” opera- 
tions such as removal of cerebral tumour. When the first 
cerebral glioma was removed bv Godlee in 1884, “a slow 
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infection of the wound occurred, and after four miserable 
weeks of disappointed hopes the patient died of meningitis ” 
(Trotter, 1934). At one time in my practice one-quarter 
of the operative deaths were from intracranial infection, 
in particular from meningitis (Cairns, 1939b). The local 
application of penicillin before closure of the wound has 
reduced the incidence of infection in our major cerebral 
and spinal operations from 4.4 to 0.9% (Pennybacker et ah, 
1947). This subject need not be considered in detail, but 
there are a few points of general application. 

Pathology and Anatomy of Meningitis 
I do not propose to describe the pathological anatomy 
of meningitis, but rather to touch upon some aspects of it 
which arise from surgical experience. 

I. The Resistance of Brain Tissue to Infection 
From our work on operative infections we concluded 
that the brain itself is relatively resistant to bacterial 
infection, whereas the large cerebrospinal pathways — the 


certain'- Gram-negative bacilli. In these infe J'ctiom fe 
general symptoms may at first be slight, and _so also i; 
the cellular reaction in the C.S.F. But the menij rgitisisd 
an adhesive type : it blocks the cerebrospinal pat mvajs 2*3 
thus produces progressive hydrocephalus, perpetl uating th: 
lesion for which operation was undertaken mV {fie first 
instance. This slow progressive post-operative ij neningitis 
has become less common since the introduction of anti-, 
biotics, a point confirming its bacterial origin, for st ms were 
wont to regard it as “ aseptic meningitis.” 

The condition is important in adding to our understand- 
ing of certain cases of spontaneous progressive hydro- 
cephalus of infective or probably infective origin (Dott 
and Levin, 1936). In these cases there is often no initial 
acute illness or obvious history of meningitis, and the case 
may masquerade as non-infective hydrocephalus. But in 
her important review of the pathology of hydrocephalus 
Dorothy Russell (1949) has shown that at least some of 
them" are of bacterial origin. 


ventricles- and basal cisterns — are much more prone to 
become infected, 

I. Culture plates exposed in the operative field always yielded 
bacterial growth and showed that even with the most careful 
aseptic technique it is impossible to prevent bacterial contamin- 
ation of the wound during long intracranial operations 
(Cairns, 1939b). 

' 2. On occasions cocci have been seen in films and cultures 
of material aspirated from the bed of a cerebral tumour in 
the first days after operation, yet no sepsis has developed. 

3. In the days before penicillin the incidence of infection 
after posterior fossa operations was 1 in 12, all of them cases 
of meningeal infection, whereas after operations on the cere- 
bral hemispheres it was 1 in 30, and the majority of these 
were infections of the bone and scalp (Pennybacker et ah, 
1947). In other words, most of our cases of intra-crania} 
infection have been cases in which there was a wide opening 
of the arachnoid cisterns or ventricles, though it is likely that 
just as many bacteria fell into the brain tissue as into the 
cerebrospinal spaces. 

The relative resistance, of the brain tissue, which may 
be due to the speed with which large numbers of micro- 
glial phagocytes gather at any injured part of the brain, 
may account for the remarkable freedom of the brain tissue 
from gross infection in many forms of non-surgical lepto- 
meningitis. In pyogenic meningitis bacteria often get into 
the brain as well as into the leptomeninges ; for example, 
in pneumococcal meningitis they can be seen at necropsy in 
the brain tissue itself beneath the pia-arachnoid and around 
the walls of the ventricles, yet in the cases which survive an 
early death abscess within the brain is an event of great 
rarity. Furthermore, drainage or excision of an abscess of 
the cerebral hemisphere is rarely followed by meningitis, 
although the brain must often be contaminated at the time 
of operation. 

It is astonishing to see what a perfect intellectual recovery 
can often follow the most intense meningitis. In most bac- 
tt^ n k * I ?^ ect ’ ons hie leptomeninges it seems as though 
te brain looks after itself. Indeed, as regards subsequent 
ram- function the complication most to be feared is 
arteritis 0 f the penetrating vessels, .with resultant cerebral 
in arction, rather than any purulent cerebritis (Cairns and 
Russell, 1946; Daniel, 1949). 


III. The Influence of Raised Intracranial Pressure 


In the acute stage of any form of meningitis intracranial V, 
pressure is raised- This rise of pressure is not usually an ( 
important cause of symptoms in the early stage— that is, 
before there has been time. for adhesions to form— though 
it may become so later. In tuberculous meningitis we tried 
continuous drainage of the lateral ventricles in the acute 
stage in the hope of lessening the coma and other severe 
symptoms. There was no improvement; Dandy (1924) 
had the same experience on draining the cisterna roagoa 
in acute purulent meningitis. 

In tuberculous meningitis we also found that withdrawal 
of the ventricular C.S.F. at its source was immediately 
followed by a very great rise of the protein content of. 
the lumbar C.S.F. (from 100 to 4,000 mg. per 100 ml.) 
(Fig. -1) and an unusually early deposit of fibrin in the 
cistemae ambiens 


and interpeduncu- PnUinmgmV, 
laris. Evidently, if 11000 ' 

C.S.F. is to be drained 
away in the acute 2000 ' 
stage of meningitis 
it should, if possible, 
be taken from the 
site of maximum m 
inflammation and sm ■ 
not from the ven- too ■ 
tricles. The diluting 600 q 
action of the newly ioo \ 
formed ventricular zpp- 

fluid with its small" _ c 

protein content . is 


probably useful in 
preventing deposition 
of fibrin and pus, 
with- blockage of the 
cerebrospinal path- 
ways. 1 must empba- 


” ’ u I (Nseorm ce veutkicviM 

DRAW 

Fig. 1. — Two cases of tuberculous 
meningitis, showing rise of protein in 
lumbar C.S.F. following continuous 
drainage of lateral ventricle. 


size that these conclusions relate only to the acute stage: 
ventricular drainage may be of great value in the subacute 
and chronic stages of meningitis. 


• I- “ Saprophytic ” Bacteria May Produce Meningitis IV. Blockage of the Cerebrospinal Pathways r 

bacterio °vw C ? pera ^ ve infections we have also learned 'that Any part of the cerebrospinal pathways may become 
uo m-cJ,,!/ 3re fPf osed !>’ saprophytic to man may set blocked in meningitis, butthis is not serious unless it affects 
19331- so cven . tata: I meningitis and ventriculitis (Cowan, the main bottlenecks and thus interferes with the onward 
cocoas ZZ OTSzni l ms as L Micrococcus tetragenus, Diplo- flow of the bulk of the cerebrospinal fluid. The blockage 
ostts, aenromobaefer, Staphylococcus albus, and may be due to fibrin' and inspissated pus or to granulation 
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tissue in various stages of organization, and symptoms 
may arise during the stage of active infection or sub- 
sequently. In the latter case the stage of active infection 
may have been inconspicuous, or it may have occurred many 
years before the onset of symptoms of obstruction. Thus, 
Baker (1934) reported a remarkable case of death from 
hydrocephalus after three weeks’ illness in a girl of 17 

who had had 
meningococcal 
meningitis at 
the age of 18 
months. 

X-ray studies 
after air 
injection have 
enabled the site 
of obstruction 
to be deter- 
mined with 
precision (e.g.. 
Smith et al., 
1948, Figs. 5 
and 6). Dyes 
have also been 
used, and we 
have found the 
use of anti- 
biotics as trace 
substances con- 
venient and 
helpful. 

The main 

sites of obstruction are: (1) foramen of Monro, (2) aqueduct 
of Sylvius, (3) foramina of Magendie and Luschka, (4) cist- 
erna ambiens, and (5) spinal canal. (Fig. 2.) It is possible 
also that obstruction as a result of meningitis might take 
place at the arachnoid granulations alongside the venous 
sinuses, but we have not obtained any convincing proof 
of that. 

At the first three sites mentioned obstruction prevents the 
escape of C.S.F. from the ventricular system, with the result 
that there is little C.S.F. in the lumbar subarachnoid space, 
and the spinal pressure may fall. Dyes or antibiotics 
injected into the ventricles cannot be detected in the spinal 
C.S.F., and passage in the reverse direction is also blocked. 
These obstructions give rise to what Dandy (1918) called 
“ obstructive hydrocephalus.” On the other 
hand, if the obstruction is in the cistema 
ambiens at the tentorial opening, C.S.F. 
escapes from the ventricular system and 
distends the infratentorial basal cisterns and 
spinal subarachnoid space, but cannot reach 
the subarachnoid space over the cerebral 
hemispheres whence it is absorbed. There 
is then abundant fluid on lumbar puncture, 
and dyes or antibiotics injected into the 
ventricles pass freely into the spinal C.S.F. 

This condition Dandy termed “ communica- 
ting hydrocephalus.” 

Obstruction of the spinal subarachnoid 
space does not interfere seriously with the 
circulation of the C.S.F. or cause rise of 
-intracranial pressure, but it is important in 
preventing antibiotics administered by the 
lumbar route from reaching tfie cerebral 
subarachnoid spaces and ventricles. Spinal 
block can be easily studied in life, and thus 
provides us with an indication of the course 
of subarachnoid obstructions in general. 


From daily lumbar 
puncture in our cases 
we have learned that 
the obstruction may 
be incomplete ; that 
it may disappear 
within 24 hours or 
last several weeks 
or even longer ; and 
that there is a strong 
tendency for it to 
disappear long before 
all the inflammatory 
granulation tissue 
has resolved. 

V. Foramina! 

Herniations of Brain 
Substance 

In the obstructions 
which produce rise 
of intracranial pres- 
sure a complicating 
factor is introduced 
by herniation of parts 
of the brain through 
foramina, such as 
the foramen magnum 
and the tentorial 
opening. These 
obstructions have 
been mainly studied 
in relation to intra- 
cranial tumours 
(Spatz and Stroescu, 

1934 ; Vincent et al., 

1936; Jefferson, 

1938; Caims, 1939a), but the same factors may operate 
in meningitis (Hampson, 1935). When the lateral ventricles 
are dilated the hippocampal gyri tend to be displaced into 
the tentorial opening (Fig. 3) and thus may convert a partial 
obstruction of the cistema ambiens into a complete one. 
When the foramina of Magendie and Luschka are 
obstructed the fourth ventricle dilates, with displacement 
downwards of the cerebellar tonsils through the foramen 
magnum (Fig. 4), thus perhaps converting a partial block 
into a complete one, or adding yet more compression upon 



Fig. 5a. — Upward herniation of cere- Fig. 56. — Norma] tentorial opening, 
bellar vermis through tentorial opening For comparison, 
in a case of communicating hydrocephalus 
due to occlusion of the cistema ambiens 
by tuberculous granulation tissue. 



Fig. 2. — Sites of obstruction of cerebrospinal 
pathways. (1) Foramen of Monro; (2) aque- 
duct of Sylvius ; (3) foramen of Magendie (and 
foramina of Luschka); (4) cistema ambiens; 
(5) spinal subarachnoid space. 


KERtJlA TED TEMPORAL LOBE 



Fig. 3.- — Downward herniation of 
temporal lobe through the tentorial 
opening. 



Fig. 4. — Downward herniation of cere- 
bellar tonsils through the foramen 
magnum. 
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the adjacent medulla oblongata ; or the cerebellar vermis 
may be displaced upwards through the tentorial opening, 
adding obstruction of the subarachnoid bottleneck around 
the midbrain to the already existing obstruction at the exits 
of the fourth ventricle. This type of obstruction is also 
seen in communicating hydrocephalus from obstruction of 
the cistema ambiens (Figs. 5a and 56). i 

These additional obstructive factors may operate inter- 
mittently, with corresponding fluctuations in the clinical 
state of the patient. At an early stage the brain herniation 
can be relieved by one or more ventricular tappings, and 
the patient may thus be tided over a dangerous period of 
obstruction. At a later stage the herniated brain may 
become impacted and then, though dangerous symptoms 
may be circumvented by continuous ventricular drainage, 
the patient usually dies from compression of the brain stem. 
Death is often quite sudden, the clinical events leading 
up to it being inconspicuous. 


VI. Relapse 


Relapse has long been recognized as a feature of meningo- 
coccal meningitis, and since other varieties of meningitis 
have been brought under control by sulphonamides and 
antibiotics they also have been shown to i elapse. Thus it 
has been seen at Oxford in a high proportion of cases of 
pneumococcal meningitis (Smith et ai, 1946a), in meningitis 
due to Pseudomonas pyocyanea and other Gram-negative 
saprophytes (Lewin and Vollum, 1948), in tuberculous 
meningitis (Cairns and Taylor, 1949), and in influenzal 
meningitis (Neligan and Ounsted, 1949 — personal communi- 
cation). 


POSTERIOR HORN' 

OF LATERAL VENTRICLE 


Relapse or recurrence of meningitis may be due to infec- 
tion from without, as in certain cases of chronic pneumo- 
coccal infection of the petrous bone and overlying dura, 
or to repeated infections through fractures involving the 

paranasal sinuses 
with tearing of 
the overlying dura. 
More commonly it 
is due to recrudes- 
cence of an infec- 
tive focus within 
the central nervous 
system. These 
foci are minute 
abscesses, or col- 
lections of fibrino- 
purulent material 
containing bacteria 
in the subarachnoid 
space (Smith et al., 
1946a, Fig, 3) or 
within the lateral 
ventricle (Fig. 6) ; 
or, in the case of 



, P'o. 6. — Fibrino-purulent clot contain- 
ing Gram-positive cocci, in posterior 
nom of lateral ventricle in a case 
of pneumococcal meningitis after head 
injury. The patient was recovering 
A™. ''I' 5 r st attack of meningitis, when 
nc died of traumatic fat embolism 


, , . or, in me case <- 

erculous infection, fibrino-caseous material -containin 
oactena m the meninges or brain (Fig. 7). 

arZ« C P (° UC r ant *biotics to penetrate such non-vascub 
nntihtr,? infcct| on is very limited, and the approprial 
untfl rl USt therefore be maintained in the C.S.I 
with r<h ' ™° us area bas been completely * absorbei 
orr ■ ” sc a lts ba cteria, or until the lesion has becom 

in S i!! d ? r enclosed in dense fibrous tissue, as may happe 
the ° US J ncaing ' t is. This principle is important i 

i“f.!? atm . enl °J a11 =ascs of meningitis which are prone t 
n lub crculous meningitis, a disease which undt 

,. runs u V; r A s,ow cours e, streptomycin must I 
maintained in the C.S.F. for many months. 


///. 



Fig. 7. — Fibrino-cascous material containing numerous acid-fast 
bacilli in cisterna ambiens. From a case of tuberculous meningitis 
which was fatal on the 70th day of streptomycin treatment. 
(Diagram by Dr. Dawn Bosanquet.) 

The Part of Surgical Operations in Meningitis 

Operative procedures may be undertaken in connexion 
with meningitis for the following reasons: to prevenl 
meningitis, to assist in rapid diagnosis of meningitis and of 
some- of its complications, for the introduction, of anti- 
biotics, and to relieve or circumvent obstruction of the 
cerebrospinal pathways and the associated rise of intra 
cranial pressure. 

1 

Prevention of Meningitis 

/ 

The importance of prompt surgical treatment of scalj 
wounds and infected ears has already been mentioned 
During the recent war, as a result of segregation and follow- 
up of Service patients with head injuries, we learned that 
meningitis was more common after head injury than wt 
had formerly thought, and especially after fractures of the 
anterior fossa. Further evidence on this point was forth- 
coming when patients with pyogenic meningitis began tc 
recover as '-a result of penicillin treatment. Five of oui 
first 38 cases of pneumococcal meningitis followed head 
injury. 

Case Report 

A man aged 44 (No. 20301/43) was admitted in a confused 
but not comatose state to the Radcliffe Infirmary on Dec. 17; 

1943, on the third day of an attack of pneumococcal meningitis. 
He was treated with penicillin intrathecally and intramuscularly 
and made a prompt recovery. By Dec. 27 he was lucid, and 
neurological testing showed severe hyposmia, which he said 
dated from a head injury due to a motor-cycle accident some 
seven years before. Inquiries revealed that at that time he had 
had a bruise on the left eye and temple with epistaxis. but no 
fracture had been seen in the radiographs, and there had been 
no leakage of C.S.F. from his nose. 

The story suggested that his meningitis might have resulted 
from bacterial infection through an old fracture involving the 
paranasal sinuses. Radiographs taken after he had recovered 
from the meningitis showed no definite signs of an old fracture, 
but it was thought that there might be a deficiency in the 
posterior wall of the left frontal sinus. .At operation on Feb. 15, 

1944, the left side of the anterior fossa was explored intra- 
durally through a frontal osteoplastic flap. No abnormality 
was found in the dura over the left frontal sinus, but further 
back, over the ethmoidal sinus region, there was a smooth- 
edged cleft (1 by 0.3 cm.) in the dura into which passed a 
diverticulum of arachnoid, of the inferior surface of the left 
frontal lobe (Fig. 8). This was evidently the remains of a 
brain herniation through a dural tear and fracture 'at the time 
of the head injury seven years before, but all that it now con- 
tained was a leash of small blood vessels and some C.S.F. 
When the vessels had been divided and the sleeve of arachnoid 
had been detached from the bone it was possible to pass a 
probe down into the ethmoidal sinus. The cleft was closed 
with a graft of temporal fascia. 

The patient made an uneventful recovery and returned to 
work in April, 1944. During the next five years,, up to the 
time of his last report in February, 1949, he had remained 
well and at work, though suffering occasionally from 
headaches. 
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Fig S —Dural tear and fracture tmo the left middle ethmoidal sinus 
Repaired with graft of fascia lata. 


1 have seen meningitis develop at all stages between one 
day and 10 years after fractures of the anterior fossa invok- 
ing the paranasal sinuses, with tearing of the overlying 
dura. Thus no one with an unclosed dural tear over a 
, fractured ethmoid or frontal sinus can be regarded as safe 
from 'this risk. The meningitis, usually pneumococcal, 
may follow a cold m the head, but often it comes when 
the sinuses are not infected In certain cases it is easy to 
predict the presence of a dural tear : cases with persistent 
cerebrospinal rhinorrhoea or with intracranial aerocele 
after head injury (Cairns, 1937), or cases like that just 
described in which there has already been one attack of 
meningitis. But there are other patients with anterior fossa 
fracture and loss of smell, but no rhinorrhoea or aerocele. 
who will get meningitis at some future time if a dural repair 
is not carried out. Much work was done on these cases 
during the war (Cairns, 1942 , Calvert, 1942, 1947 ; Stewart 
and Botterell. 1947 : Johnson and Dutt, 19471 Successful 
diagnosis depends largely on the radiographic evidence of 
fracture lines across the anterior fossa, and interpretation 
of these is still very difficult 

Fractures of the middle cranial fossa maj establish a 
connexion between the middle ear and the subarachnoid 
space and thus give rise to meningitis, with or without 
escape of C.S F. from the ear. In these injuries, other than 
those due to gunshot wounds, meningitis usually arises 
within the first few weeks if at all. In blunt injunes the 
path between ear and brain usually closes spontaneous!; 
But after gunshot wounds operative dural repair may be 
necessary (Johnson and Dutt, 1947). 

While on the subject of meningitis after head injur; I 
must mention an uncommon complication which requires 
f uTgent surgical intervention. In a few cases the escape of 
' 2.S.F. from the nose may be so profuse that it is impossible 
do maintain an adequate level of penicillin in the C.S.F 
by the usual intrathecal dosage. If meningitis has ahead; 
begun in such a case it may be necessary to give penicillin 
by lumbar puncture twice or thrice daily in the usual doses 
i and to operate to close the C.S.F. leak immediate!; the 
■ acute siage of the meningitis has been overcome. 

Diagnosis of Meningitis 

Ventricular estimation and ventriculography are some- 
• times important in diagnosis. Now that there is an effective 
lyleatment for most varieties of meningitis, early diagnosis 
'.■has become a matter of great importance. The advice of 
Goodhart and Still (1913) on the diagnosis of tuberculous 
! 'meningitis — to wait for the disease to declare itself — is 
■no longer sound. Every hour of delay in applying the 
-■appropriate antibiotic intrathecal); seriously diminishes the 
patient’s chances of recovery. To arrive at the correct 


diagnosis there is no need in most cases to employ opera- 
tive methods ; all that is required is lumbar puncture and 
bacteriological examination of the C.S.F., the whole pro- 
cedure being carried through with all the sense of urgency 
that would be applied to the investigation and treatment of 
a patient with perforated duodenal ulcer. But in some cases 
the diagnosis cannot be quickly solved without the use of 
ventricular estimation or ventriculography 

For example, if the meningitis begins with focal symp- 
toms and raised intracranial pressure, as it may occasionally 
do in both tuberculous and pyogenic meningitis, there may 
be need to exclude the presence of tuberculoma or brain 
abscess ; for in the presence of a space-occupying lesion 
intrathecal injections of antibiotics may so alter the intra- 
cranial pressure as to precipitate catastrophic herniations of 
the brain. Streptococcal mentngitis seems to be particularly 
dangerous in this respect, since it often coexists with a 
brain abscess whose symptoms are masked by the presence 
of meningitis (Smith et al„ 1946b) ; these cases must be 
distinguished from those in which meningitis and ventricu- 
litis are the terminal events following rupture of a brain 
abscess into the ventricle. 

There are also the cases in which ibe association of run- 
ning ears with meningitis arouses suspicion that the menin- 
gitis is secondary to a bram abscess There is yet another 
group of cases in which rapidly growing gliomas alongside 
the ventricles or basal cisterns may produce pleocytosis of 
the C S F , drowsiness, headache, and vomiting, and so 
simulate tuberculous meningitis. Red herrings are strewn 
across the path of clinical diagnosis in meningitis no less 
than in other diseases By clinical methods, given time, 
they can be recognized for what they are but time is not 
to spare 

The doubts and difficulties can be promptly solved by 
tapping the lateral ventricles. If both ventricles yield 
abundant C S F it is safe to assume that there is no space- 
occupying lesion in the cerebral hemispheres (ventricular 
estimation! if the result of ventricular tap is equivocal 
there should be no hesitation in injecting air for ventriculo- 
graphy We have used this method on many occasions in 
cases of acute meningitis and suspected meningitis and can 
report nothing but good from its use It does not seem to 
upset the patient or aggravate the meningitis, whether tuber- 
culous or pneumococcal. If there is no evidence of a space- 
occupying lesion the appropriate antibiotic can be promptly 
given by lumbar or ventricular route And if a brain abscess 
is revealed, prompt evacuation or removal of the abscess 
combined with intrathecal chemotherapy may be life-saving. 

Burr-holes for ventricular studies may on occasions dis- 
close some unsuspected condition in the subdural space. In 
one case of very severe pneumococcal leptomeningitis burr- 
holes for the introduction of penicillin into the ventricles 
disclosed free pus in the subdural space, which was there- 
upon treated by local instillations of penicillin through an 
indwelling rubber catheter (Cairns and Russell, 1946, 
Case 51. In another case, of an infant with pneumococcal 
meningitis who could not retain penicillin m her C.S.F. for 
more than a few hours after lumbar injection of the usual 
amounts and thus could not get rid of her meningitis, burr- 
holes revealed a large subdural hydroma into which the 
subarachnoid penicillin was shown to be leaking (Smith 
el a!., 1946a, Case 8). After the subdural hydroma had been 
drained the arachnoid leak evidently closed, for the patient 
regained the power of retaining penicillin in her subarach- 
noid, space and then her pneumococcal meningitis promptly 
subsided. 

It was from this case that we learned that there is no 
barrier to the passage of penicillin from blood stream to 
subdural space, or in the reverse direction, as there is 
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between blood stream and C.S.F. The dura and subdural 
space behave like somatic tissues. This fact has since been 
repeatedly confirmed by studying the transmission of 
penicillin from the blood stream to subdural haematoma 
(Schiller et al., 1948). 

The cases which I have cited in this section are uncom- 
mon ones, and ventricular studies are not often needed in 
diagnosis of meningitis. But they may be required urgently 
in any case, and no hospital can regard itself as fully 
equipped to diagnose meningitis unless it has neurosurgical 
facilities readily available. 

There is one further point: bacteriological diagnosis of 
the type of meningitis may sometimes be obtained from the 
ventricular fluid when repeated examination of the spinal 
fluid has failed. This applies especially in tuberculous 
meningitis, though in most forms of pyogenic meningitis 
also the organisms are abundant in the ventricular fluid. 

Introduction of Antibiotics by Surgical Operation 
(a) Into the Lateral Ventricles 

In our first cases of pneumococcal meningitis to be treated 
with intrathecal penicillin, early in 1943, the ventricular 
route was used ; but we soon found that penicillin injected 
into the lumbar subarachnoid space spread quickly into the 
ventricles “ against the flow,” and also into the cerebral 
subarachnoid space (Cairns et al., 1944). Thereafter the 
lumbar route was used routinely, the ventricular route being 
reserved for those cases threatened with spinal block. The 
signs of impending block have already been described 
(Smith et al., 1946a), and subsequent experience has 
strengthened our belief that, whenever there is suspicion 
that penicillin injected into the lumbar subarachnoid space 
is not spreading freely to all parts of the cerebrospinal 
pathways, frontal burr-holes should be made for tapping 
the anterior horns ; of the lateral ventricles. When the 
earlier impure preparations of penicillin were injected into 
the lateral ventricles they occasionally produced a reaction, 
but nothing of importance seems to attend the injection of 
the crystalline preparations in the usual dose (for adults, 
10,000-20,000 units). 

The cisternal route can be equally effective in cases of 
spinal block, but when there is severe head retraction or 
restiessness it may be difficult or dangerous ; and we have 
observed a greater liability to severe reaction to antibiotics 
— stupor, pin-point pupils, incontinence of faeces — from 
cisternal than from ventricular injection. 

In tuberculous meningitis the ventricular route for strepto- 
mycin has proved of great value in a small proportion of 
the cases, particularly in those in which the daily lumbar 
puncture becomes difficult. For a variety of reasons, which 
have been described elsewhere (Cairns and Taylor, 1949), 
we believe that, though they may not prove necessary, it 
is nevertheless an advantage to make frontal burr-holes 
at the beginning of streptomycin treatment in all cases of 
tuberculous meningitis. 

These burr-holes are useful for other purposes than diag- 
nosis and therapy : by ventricular estimation, supplemented 
nt a later date by ventriculography, something can be learnt 
of the condition of the lateral ventricles in meningitis. At 
the beginning of pneumococcal meningitis the ventricles 
arc smaller than normal, but within a few days they 
become slightly larger than normal. In tuberculous menin- 
gitis the ventricles are usually already dilated by the time 
there are signs of meningitis — a fact which suggests that 
the initial stages of this disease are relatively symptomless. 

We learn from ventricular studies that there is always 
some progressive dilatation of the ventricles in meningitis, 
esen in cases which show little or no sign of obstruction 
and no appreciable sign of brain damage. 


(b) Into the Chiasmal and Adjacent Cisterns 

In tuberculous meningitis the main deposit of granula- 
tion tissue is found at necropsy in the interpeduncular 
space, cisterna ambiens, cisterna chiasmaticus, and the 
adjacent sylvian fissures. These spaces are continuous with 
one another, and obstruction of the cisterna ambiens by 
fibrin or granulation tissue is likely to interfere with the 
spread of streptomycin, whether administered by the ven-tj 
tricular or by the lumbar route,' to the more rostrally placed 
cisterns and to the sulci of the cerebral hemispheres. There- 
fore we have tried the effect of administering streptomycin 
direct into the chiasmal cistern through indwelling poly- 
thene tubes. Under local analgesia a small frontal flap is 
turned and the chiasmal region is exposed by lifting up the 
frontal lobe, and tubes are passed into the interpeduncular 
space and towards each sylvian fissure. Streptomycin 
solution (500 to 1,000 /ig. per ml.) is instilled through the 
tubes two to four times daily in amounts up to 6 ml. at 
a time for 10 days. Streptomycin levels in the fluid from 
the tubes at the end of six hours have usually ranged 
from 20 to 40 g g. per ml. 

We have used this method in seven patients, all but oni( 
of whom were infants or children. In one other case the - 
tubes were inserted into the cisterna ambiens through 
subtemporal approach, but very little fluid could be obtaine 
from that cistern and the method seemed inferior to th 
chiasmal approach. Of the eight patients three mad 
excellent recoveries and five died. In four of the patient! 
including one who recovered, the cisterns were already fillei 
with organizing granulation tissue, and the tubes wer 
probably of little use. The two best cases were those o 
an infant aged 20 months with intense infection and man 
positive films and cultures, and a boy of 9 years, boti 
operated on about the eleventh day of symptoms, whici 
was earlier than the others. In both cases abundant fluii 
escaped from the tubes in the intervals between streptc 
mycin instillations. 

The protein and cell content of the fluid from the inter 
peduncular region was always high, and in all except on 
case, in which there was a complicating . spinal pachy 
meningitis, it was higher than that of the lumbar ani 
ventricular fluids. For example, in one case, that of a 
infant of 8 months operated on on the fifteenth day c 
illness, samples of fluid obtained almost simultaneous! 
showed : 



Protein (mg. 
per 100 ml.) 

White Cells 
(per c.mm.) 

Mycobactetiura 

toberculotU 

Ventrcular 

40 

62 

— 

Lumbar 1 

130 

98 

1 1 

Imerpcduticulat .. . ] 

1,000 

ns \ 

++ | 


It seems reasonable to conclude that from an early stag' 
the most intense disease is in the interpeduncular aw 
adjacent cisterns, 

I have no evidence as yet that this method of administer 
ing streptomycin improves the recovery rate. If & 
cisterns are already solid with fibrin and granulation tissui 
it cannot be effective. On the other hand, if the cistern 1 
are, patent, streptomycin administered by the lumbar o 
ventricular routes should reach all parts and therefor 
there should be no need for interpeduncular applicative 
Yet, since the protein content of the C.S.F. in the ink f 
peduncular region is so high, continuous drainage of tk 
fluid from that region for some days might be advantageo u ' 
This remains to be proved. From the experience to 
we are satisfied that the method can be carried out withe 
harm even in young infants who are seriously ill. 
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(c) Into the Subdural Space 

In purulent pachymeningitis there is free pus in the sub- 
dural space and the condition is usually due to strepto- 
coccal infection, rarely /?-haemolytic forms, and is second- 
ary to spreading osteomyelitis of the skull following 
pansinusitis The leptomeninges are often not infected 
- until the terminal stages. Sometimes, however, the condi- 
tion may accompany or follow leptomeningitis. The clinical 
picture is a sharply defined one, now modified, though not 
usually to an unrecognizable extent, by penicillin (Schiller 
et al , 1948 ; Cairns and Schiller, 1948). Before the intro- 
duction of penicillin we treated 18 patients with this disease, 
and all died. Since early in 1943 ten cases have been treated 
with penicillin by the systemic, subdural, intraventricular, 
and subarachnoid routes, and seven recoiered. In view of 
the fact that penicillin passes freely from the blood stream 
to the subdural space, it should theoretically be possible 
to treat this condition by the intramuscular route alone 
But so far in practice it has proved necessary to instil 
penicillin solution into the subdural space at frequent 
intervals for several days through an indwelling catheter 
One of the advantages of this method may be to prevent 
the formation of loculated subdural abscess, which is a 
common and dangerous complication. 

Obstruction of C.S.F. Patliwajs with Rise of Intra- 
cranial Pressure, and their Treatment 
There are two varieties of obstruction to consider: 
(i) obstruction by inspissated pus or granulation tissue 
which arises while the infection is still active, and (li) 
obstruction by fibrous adhesions which comes on after the 
infection has subsided, sometimes years later. In addition 
the effects of these obstructions may be intensified by 
herniations of brain tissue, which have already been 
described. In general, treatment of obstructions in the 
purulent stage of meningitis should be by intermittent or 
continuous drainage of C S F , open operations being 
reserved for the cases which ha\e reached the stage of 
fibrous adhesions and clear C S F 
It will be convenient to consider the obstructions accord- 
ing to site, but first some general remarks must be made 
on the question of diagnosis. In a case of acute meningitis 
which is not progressing favourably frontal burr-holes 
should be made. The onset of obstruction should be sus- 
pected from changes in the pressure and content of the 
ventricular and lumbar fluids. If pressures are rising and 
the lumbar fluid is still abundant, it is probable that there 
is blockage at the cisterna ambiens If the lumbar fluid is 
scanty the hydrocephalus may be due to obstruction -at the 
foramina of the fourth ventricle Further information can 
' be obtained from observing the spread of antibiotics. For 
example, if the fourth ventricle is obstructed an antibiotic 
injected into the lateral ventricle cannot be detected m the 
spinal fluid two to six hours later ; or the test may be 
applied in the reverse direction To be sure, the patient 
will already be having the appropriate antibiotic before 
the test is required, but with forethought doses can usually 
be so spaced that a satisfactory test situation is provided. 
If not, then a different antibiotic can be used as the test 
substance : for example, penicillin in tuberculous meningitis 
, (Smith and Daniel, 1947). 

\ 1 In infants ventricular punctures can be made through the 
anterior fontanelle, which also serves as a useful guide to 
the state of intracranial pressure. In children the degree 
of separation of the cranial sutures as shown by radiographs 
is a reliable guide to the onset and course of hydrocephalus. 

The onset of ventriculitis is apparent from the rise of 
protein, and usually also of cells, in the ventricular fluid. 


The site of obstruction can be determined precisely only 
by ventriculography or encephalography. 'With skill in its 
manipulation a relatively small amount of air will suffice. 
In meningitis that is chronic from the start air studies should 
usually be made at an early stage of the investigations. 

1. Foramen of Monro 

Dott (1927) has described a case of unilateral hydrocephalus 
following fibrous obstruction of one foramen of Monro in aD 
infant, due to an inflammatory process of infective origin, though 
there was no previous history of meningitis The obstruction 
was successfully relieved by making a hole in the septum 
lucidum so that all fluid from both ventricles drained away 
through the healthy foramen of Monro of the opposite side. 

There is another variety of obstruction of the lateral ventricle 
which we have observed after penetrating wounds of the body 
of the lateral ventncle (Cairns, et al- 1947) and which Dorothy 
Russell (1949) has seen after haemorrhage at birth. A septum 
forms between the roof and floor of the ventncle, closing off 
a part of the ventncle which contains choroid plexus, with 
the result that there is progressive hydrocephalus of that part 
of the ventncle. I know of no evidence that tt may follow 
meningitis, (mt it is possible that it might do so. It is 
important to recognize this condition, since it is easily cured 
by removing the choroid plexus in the obstructed part of the 
ventncle 

2. Aqueduct of Sylvius 

If a patient with purulent ventricular fluid begins to deterior- 
ate, with rise of ventncular pressure and increase of the 
protein content of the ventncular fluid, the probability of 
obstruction of the aqueduct of Sylvius by a plug of inspissated 
pus is considerable. The outlook is bad in such cases, and I 
cannot lay claim to any success The treatment which we 
advocate in such a case is drainage of the C S F. from the 
ventricles in the hope that the purulent obstruction of the 
aqueduct of Sylvius will resolve first, intermittent drainage 
by means of repeated ventncular taps ; if that is not sufficient, 
as judged by the clinical condition of the patient and the 
ventricular pressure, then continuous ventncular drainage. 
Imgation with Hartmann’s solution (Sachs. 1942-3) might also 
be tried I have heard it suggested that insufflation of air by 
the lumbar route might be attempted, to blow the plug of pus 
out of the aqueduct into the third ventncle, but ibis is probably 
more than most patients with this condition could stand. 

Ghal stricture of the aqueduct of Sylvius is not uncommon, 
but there is no evidence that it anses as a sequel of meningitis 
(Russell. 1949) 

3. Foramina of Magendie and Luschka 

Obstruction at the outlets of the fourth ventncle may arise 
as a sequel of acute infection, when it is usually meningococcal, 
or from chronic forms of bacterial infection, when the variety 
of infecting organism is often undetermined. The obstruction 
may take place dunng the purulent stage, from silting up of 
the foramina by inspissated pus and fibnn , or at a later stage, 
when the C.S.F. has already become clear, from organization 
of granulation tissue. The site of the obstruction can be 
determined by air injection 

It is easy to reopen the foramen of Magendie by open 
operation in these cases, but if possible the operation should 
be deferred until the C.S F has become clear, the patient being 
tided over the acute stage by means of intermittent or con- 
tinuous ventricular drainage. Operation at the stage of fibrous 
or glial adhesions is attended by the risk of recrudescence of 
the infection, and thus it should be accompanied by active 
chemotherapy. 

If for any reason it seems inadvisable or impossible to deal 
direct with an obstruction in the fourth ventricle or in the 
aqueduct of Sylvius, an alternative pathway for the CS F. can 
be provided by ventriculo-cistemostomy, a procedure intro- 
duced by Torkildsen (1947). A catheter or polythene tube is 
passed into the posterior horn of the lateral ventricle and its 
other end is led into the cisterna magna. It is left in situ. 
This operation usually gives excellent results. 
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4. Cisterna Ambicns 

Obstructions at the cisterna ambiens cannot be removed 
surgically. Alternative pathways for the C.S.F. can be pro- 
vided by various routes, of which probably the most satis- 
factory is an opening of the anterior wall of the third ventricle 
(third ventriculostomy) so that fluid escaping front the third 
ventricle passes into the sylvian fissures, thence over the con- 
volutions of the cerebral hemispheres to be absorbed. This 
■operation is sometimes successful, but may fail for a variety 
of reasons — closure of the ventricular opening, escape of the 
C.S.F. into the subdural instead of into the subarachnoid space, 
or because entry to the sylvian and other cerebral fissures is 
still obstructed as a result of the previous meningitis. 

With obstruction at the cisterna ambiens there is a great 
collection of C.S.F. in the posterior fossa and spinal sub- 
arachnoid cisterns. In the purulent stage of the disease 
repeated lumbar punctures with withdrawal of large amounts 
of fluid may tide some patients over from the stage of complete 
obstruction until the cisterna' ambiens partly reopens itself. 

5. Spinal Block 

Spinal block does not usually produce symptoms, and its 
importance is that it interferes with the intrathecal administra- 
tion of antibiotics. I have already indicated the alternative 
measures for continuing intrathecal therapy. 

Risks and Advantages of Operations 

The operative methods now used in meningitis carry little 
risk. Cases requiring major operations are infrequent, 
and by far the most common procedure is the fashioning 
of burr-holes for access to the ventricles. In our experience 
intermittent drainage of the ventricles is preferable to con- 
tinuous drainage, which carries with it the risk of secondary 
infection, now lessened by the use of antibiotics, and in 
infants the risk of cerebrospinal fistula once the drainage 
tube is withdrawn. The use of air to localize obstruction 
in the subacute and chronic cases is followed by the risk 
of reactionary rise of intracranial pressure, which must be 
guarded against by intermittent or continuous ventricular 
drainage for a few days, if the obstruction is not immedi- 
ately dealt with surgically. Another risk is recrudescence 
of acute infection following operative relief of obstruction 
in chronic meningitis, but this can be countered by appro- 
priate chemotherapy. For the rest the risks of surgical 
intervention in meningitis are very small. 

In acute meningitis operative methods may be useful in 
preventing sedimentation of pus. In the unobstructed case 
withdrawal of C.S.F. from the ventricle, the lumbar region, 
or any other part of the cerebrospinal pathways and injec- 
tion of antibiotic must increase considerably the circulation 
of the C.S.F. and its mixture with the antibiotic, especially 
if fluid is aspirated and reinjected several times. This effect 
may be the explanation of the puzzling fact that intrathecal 
streptomycin treatment is necessary in tuberculous menin- 
gitis although a theoretically adequate level of streptomycin 
in the C.S.F. can be obtained by systemic administration 
alone. 

The extra mo\ement and attention which patients with 
meningitis receive when they have ventricular burr-holes 
may well be good for them, particularly if they are inert 
and comatose. There is considerable evidence that gravity 
acts unfavourably on the course of meningitis. In fatal 
pneumococcal or other forms of pyogenic meningitis a mass 
of gelatinous material is often found in the posterior horns 
of the lateral sentricles containing pus cells and bacteria 
which must for the time being be impermeable to penicillin 
and hence a possible focus of relapse. In fatal tuberculous 
meningitis it is almost invariable to find that exudate is 
more intense upon the dorsal than on the ventral surface 
of the spinal cord. The reasonable explanation of these 
phenomena is that they are caused by gravity ; and it may 


well be that the deposition will be prevented by frequent 
movement of the patient, and that restlessness is, within 
limits, a good thing for a patient with meningitis. I have 
been struck with the excellence of the results in patients 
with pneumococcal meningitis who are violently restless in 
the acute stage of the disease. The nursing of inert patients 
should therefore include frequent changes of position. 


Conclusion 

1 have tried to indicate the surgeon’s approach to the 
subject, based on anatomy and morbid anatomy, without 
defining any particular province which shall be his and 
his alone. The techniques employed in treatment and the 
sense of urgency which is required in any particular case 
come easily to the neurosurgeon by virtue of his training 
and his daily work, but they are not his exclusive province. 
The contribution which operative methods can at times 
make to the diagnosis and treatment of meningitis is con- 
siderable, but it must always remain subservient to the main 
problem, which is one of bacteriology and chemotherapy. 
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In a recent issue of the Journal of the American Medical Associa-''' 
lion (April 30, 1949, p. 1284) there is a description of the' United 
States Navy’s scheme to set up bone banks in some of its hospitals. 

It is considered that the plan, which has been made possible by the 
improved methods of freezing and preserving bone, will assist 
hospitals in which bone grafting is undertaken. Frozen human 
bone has been preserved for as long as 30S days in an ordinary' ice- 
cream cabinet, and then used successfully in bone-graft operations. 
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AYERZA’S DISEASE, SILICOSIS, AND 
PULMONARY BILHARZIASIS 

BY 

Sir HENRY TIDY, K.B.E., M.D., F.R.C.P. 

Consulting Physician, St. Thomas’s Hospital 

Ayerza’s disease was first fully described in a monograph by 
Arrillaga, of Buenos Aires, in 1913. Arrillaga claims that 
it is a morbid entity with a fairly constant clinical course and 
picture terminating with cardiac failure and an extreme 
degree of cyanosis, the latter feature leading him to give it 
the name “ cardiacos negros.” The subjects are adults. The 
predominant pathological change is sclerosis of the pulmon- 
ary artery and its branches. The lungs also show chronic 
changes, a fact which brings the entity into the group of 
cardio-pulmonary diseases. The aetiology and the cause of 
the extreme cyanosis have been regarded as somewhat of a 
mystery. Syphilis was formerly thought to be the cause of 
the pulmonary' arteritis, but this has been disproved. 

Since the publication of this monograph a number of 
cases considered to be of a similar nature have been 
recorded under such titles as Ayerza’s disease, pulmonary 
arteriosclerosis, and sclerosis of the pulmonary vessels. 
These cases form a motley group. They come from various 
parts of the world in small numbers, often single examples. 
-The subjects are of all ages, many in very early life. In a 
few instances the aetiology is obvious — such as those cases 
with congenital cardiac lesions. An occasional case is 
claimed to be syphilitic. Many are ascribed to the end- 
results of chronic lesions of the lung parenchyma, thus 
belonging to the cardio-pulmonary' group. When advanced 
cor pulmonale has developed and the heart fails there is 
inevitably cyanosis, but only in a few instances has it 
approached the extreme degree described by Arrillaga. 

This heterogeneous collection of cases of varying aetiology 
and manifestations clearly cannot explain the frequency and 
the consistent features of the disease described in Brazil. 
What, then, is the explanation of its presence in this geo- 
graphical area ? 

Pulmonary Bilbarziasis 

In the course of the last twenty years studies by mem- 
bers of the Faculty of Medicine of Cairo have gradually 
uncovered manifestations of lesions of the pulmonary 
artery' and its branches produced by the action of biharzial 
ova. Modern progress started in 1928 with the description 
by Sorour (1932) of the pathology, and Azmy and Effat in 
1932 gave the first clinical account of two cases diagnosed 
during life. These pioneer communications were followed 
by clinical records by Day (1937) and by a very full patho- 
logical study by Shaw and Ghareeb (1938). 

Since that time progress has been rapid, with studies 
by Moussa (1942), Bedford el at. (1946), Khattab (1946), 
Kenawy (1947), Erfan (1948), and others. These communi- 
cations are of great interest and may be referred to for full 
details. 

The clinical symptoms and physical signs, the radiological 
appearances of the lung and cardiovascular system, and the 
course and progress have been pieced together and corre- 
lated with the morbid anatomy. It is now' possible to 
diagnose the condition clinically and radiologically at a 
fairly early stage during life, and numerous cases are being 
recognized. 

Briefly, the initial morbid process may be said to be 
obliterative endarteritis of the small branches of the 
pulmonary' artery resulting from the action of ova which 
reach the site as emboli. With repeated reinfections the 


process extends centrally. Finally, the main branches of 
the pulmonary artery may become dilated to aneurysmal 
proportions and cor pulmonale develops., The lung paren- 
chyma, however, remains uninvolved or only slightly 
affected, and fibrosis is completely absent. So long, 
therefore, as the right ventricle, by hypertrophy, is able 
to force enough blood past the obstruction the lung tissue 
can oxygenate it < satisfactorily. Hence cyanosis does not 
develop till the heart fails, and even at that stage cyanosis 
never reaches the degree described in cardiacos negros. The 
gross changes in the pulmonary artery and its branches led 
Shaw and Ghareeb to suggest the name of Egyptian Ayerza’s 
disease for advanced cases. This has often been used, 
but the condition is now more generally known as cardio- 
pulmonary or pulmonary bilharziasis. 

These cases prove that advanced disease of the pulmon- 
ary artery and its branches does not of itself produce 
cyanosis. The cases in Egypt also differ substantially from 
those in Brazil in the mildness or absence of pulmonary 
symptoms, though certain allergic manifestations such as 
asthma are now being studied. 

Is Silicosis the Primary Factor? 

Thus there are two geographical areas in which sclerosis 
of the pulmonary artery and branches occurs with consider- 
able frequency but with certain differences in the clinical 
course. The Egyptian group proves that the special features 
of Ayerza’s disease in Brazil cannot be ascribed solely to 
the changes in the pulmonary artery and its branches. 

The Egyptian delta is a fiat country lying little above sea- 
level and completely devoid of mines, and the subjects of 
pulmonary bilharziasis are nearly all farmers or from the 
families of farmers. The Brazilian subjects, on the other 
hand, are gold-miners working in valleys at an altitude of 

14.000 feet (4,270 metres) in the Andes.' The occupation 
suggests that silicosis may be the primary aetiological 
factor, while the tremendous altitude may account for the 
unusually high degree of cyanosis. Ayerza’s disease thus 
can be reasonably explained as the result of silicosis occur- 
ring at great altitudes. 

Dr. K. O. Courtney, of the Canal Zone Medical Service, 
who is familiar with the locality, states in a verbal com- 
munication that the cases with cardiac failure were formerly 
brought down to the plain by train. The railway rises to 

16.000 feet (4.880 metres) before starting the descent, and 
deaths during the journey were not uncommon. Patients 
are now brought down by air. It is observed that on reach- 
ing the plain the cyanosis improves. 

Pulmonary.. bilharziasis is unlikely to be the principal 
factor in Brazil in view of the long pulmonary course. 
Billtarzia mansoni is the only type present in Brazil, and 
ova of this variety cannot reach the lung until after the 
development of bilharzfa! cirrhosis of the liver, which is 
accompanied by splenomegaly, but it is possible that the 
condition of the liver and spleen respectively might have 
been erroneously ascribed to alcohol and malaria, both of 
which are mentioned by Arrillaga as aetiological factors. 
The existence of pulmonary' bilharziasis, so far as I am 
aware, has not been reported in Brazil, though it must 
almost certainly occur there, and a case in Porto Rico 
was reported by Clark and Graeff (1935). The histology 
of pulmonary bilharziasis is so specific that it can be readily 
diagnosed when the possibility of its presence is once 
recognized. The differentiation of silicosis and pulmonary 
bilbarziasis radiologically would certainly present difficulties 
and has not yet been studied, but there are several parts 
of the world where the two processes may coexist. 

It is therefore suggested that Ayerza’s disease as seen in 
Brazil is the result of silicosis occurring at high altitudes. 
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while the possibility of pulmonary bilharziasis as a main 
or contributory .factor should also be borne in mind. 
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THE INCIDENCE OF CANCER OF THE 
UTERINE CERVIX 

BY 

R. G. MALIPHANT, M.D., M.R.C.P., F.R.C.S. 

F.R.C.O.G. 

Gynaecologist, Cardiff Royal Infirmary 
(From the Department of Obstetrics and Gynaecology, Welsh 
National School of Medicine) 

Although cancer of the uterine cervix when taken early is 
to a large extent curable, the proportion of cases coming 
to treatment at an early stage is so small that little impres- 
sion is being made on its mortality rate. Not one case in 
ten reaches hospital with the disease confined to the uterus, 
and many come with such extensive lesions that only pallia- 
tive treatment is possible. In spite of the efforts expended 
in educating the public on cancer, and the emphasis placed 
on the subject in our medical schools, much delay is still 
due to ignorance and neglect, but late diagnosis is also 
attributable in large measure to the insidious manner in 
which the disease develops. In cancer of the cervix there 
is no close correlation between the length of history and the 
extent of the disease, and more than half the women seen 
at Cardiff Royal Infirmary within three months of the first 
symptom are classified as having a stage 3 or stage 4 cancer 
(Maliphant, 1947) 

Whereas early cervical cancer is usually symptomless, 
many cases are devoid of symptoms until they are far 
advanced, and this clinically mute phase is one of the main 
obstacles to early diagnosis. It is for this reason that in 
some countries, and notably in the U.S.A., women of cancer 
age are now being encouraged to undergo periodic gynaeco- 
logical examination as the best and often the only means of 
ensuring prompt diagnosis. Cancer detection clinics have 
been established m most large centres, and the number of 
cases of cancer discovered in presumably well individuals 
has been so high that the representative character of the 
persons attending the clinics has been questioned (Jones and 
Cameron, 1947) 

In the extensive literature on cancer of the cervix very 
t e information is available on the number of living 
ersons afflicted with the disease, and the purpose of this 
s in 9 ulr V to ascertain its incidence rate, together with the 
re ativ c probabilities of the disease developing in the various 
•tge, civil state, and parity groups of the population. Such 
oata would not only provide information on the number of 
nL " casc '' that would be expected in a particular group of 
women but ma\ also have a practical bearing on problems 
relating to tUVtiology and control of the disease. 

Women who envelop cancer of the cervix are measurably 
different from otner women, and an attempt is first made 
to ascertain the degree to which the cancer hazard is affected 


by such variants as age, marital status, and parity. Many 
reports have shown the distribution of such characteristics 
in women who develop or die of the disease, but they have 
rarely shown the distribution of the same characteristics in 
the community from which the cancer patients have been 
drawn. It is with this object in view that our patients have 
been examined against the background of the local popu- 
lation. At Cardiff Royal Infirmary 1,200 consecutive cases 
seen during the 25-year period 1922-46 have been analysed : 
80% were residents of Glamorgan. As 1931 was close to 
the middle year of this observation period the 1931 Census 
figures were used in the main as the standard of comparison. 
The age, civil state, and child-bearing experiences of the 
community are then correlated with the tendency to develop 
cervical cancer. 

Age 

In this series 98.5% of the patients were married, and 
their ages ranged from 20 to 80 years. Their distribution 
by age is shown in Table I, together with that of married 
(widowed and divorced) women in Glamorgan at the 1931 
Census. 

Table I. — Distribution by Age 


Age Group ! 
(Y ears) 

i 

Cancer of Cervix. 
C.R.I., 1922-46 j 

1 

Married Women of 
^Glamorgan .* 

193 1 Census 

Estimated Relative 
Risk of Contracting 
the Disease > 

(a) as % of (b) 

(c) 

No. 

X(n) 

No. 

%<W 

20-24 

5 

0-4 

15,877 

5-2 i 

7 

25-29 

14 

1-2 

j 32,306 

10-7 

ii 

30-34 

53 

4-4 

38,399 

12-7 

35 

35-39 

123 

10-2 

38,540 

12-7 

80 

4Q-44 

162 

13-5 

35,692 

11-8 

114 

45-49 

205 ] 

17- 1 

33,164 

11-0 

155 

50-54 

211 

17-6 

30,214 

10-0 

176 

55-59 

JS7 j 

1 5-6 

25 443 

8-4 

186 

60-64 

126 I 

10 5 

19,798 

6-5 

161 

65-69 

75 j 

6-2 

1 14,603 

4-8 

129 

70 + 

39 

1 3-5 

18,509 

6 2 

56 ? 


1,200 

100 

302,485 

100 



Although cancer of the cervix may be seen at extremes 
of age, it is predominantly a disease of middle life, and 
only 20% of the patients had reached the age of 60. A 
little less than one-third (30%) were under -45, a little over 
one-third (36%) were 55 or over, and the remaining one- 
third (34%) were in the decade 45-54 years. It is not so 
much the age of tire individual as the senescence of the 
uterus which determines the occurrence of the disease, and 
if regard be paid to the number of women living at a given 
age it is observed that the cancer hazard continues to rise 
until the age of 60. The risk in the various age groups may 
be expressed by showing column (a) of Table I as a per- 
centage of column (b). It is noted that the relative risk of 
the disease developing increases enormously from age 
groups 25-29 to 30-34, and at ages 35-39 it is more than 
twice as high as at ages 30-34. The rate of increased 
relative risk continues to rise until the peak is reached at 
ages 55-59. From this point it shows a steady decline, the 
rate becoming steeper and steeper in older women. Beyond 
the age of 70 this gradient is probably fictitious, as' our 
series, in common with others compiled from hospital 
figures, is likely to be deficient in women over this age. 

Lane-Claypon (1927) has drawn attention to the diver- 
gence between the age incidence of uterine cancer as shown 
by hospital figures and by mortality rates. The older the 
individual the less likely is she to attend hospital, but 
Mackenzie (1939) has shown that it is not until the age of 
70 is reached that age as such acts as a serious deterrent to 
obtaining treatment. The inclusion of missing cases at ages 
of 70 and over in the above series would mean an adjust- 
ment throughout the entire percentage distribution, and 



June 4, 1949 


INCIDENCE OF CANCER OF .THE CERVIX 


British 

Medical Journal 


979 


this in turn would reflect on the relative risks given in 
column (c), but it is unlikely that the main deductions 
would be falsified. 

Civil Stale and Child-bearing 
Of the cancer patients 18 (1.5%) were unmarried and 
non-parous. Two single women who had borne children 
were regarded as “ married ” for the purposes of this 
r . inquiry. At the 1931 Census 22% of Glamorgan women 
v over 20 years were unmarried, and at ages 35-64 years — the 
time of Ufe in which cervical cancer is most common — 10% 
were unmarried. The low incidence of the disease in single 
women is probably attributable to the comparative infre- 
quency of cervical infection in this group. That cervical 
cancer does occur in single women, and apparently in 
virgins, recalls the inherent tendency of some individuals 
to develop malignant disease in the absence of any recog- 
nizable extrinsic predisposition. 

That the increased risk in married women is due solely 
to child-bearing has been disputed, and sexual intercourse 
has been indicated as a factor of some aetiological impor- 
tance. Here an attempt has been made to measure the 
> relative importance of these two factors — sexual inter- 
course and child-bearing — by comparing the relative 
risks of the cancer developing in single women, 
' nulliparous married women, and parous married women. 
The proportions of the cancer patients falling into these 
three groups were known directly, but the numbers in the 
community were estimated in the following manner. In 
March, 1946, a Family Census was conducted by the Royal 
Commission on Population, and on request the secretary' 
of the Commission supplied Dr. Greenwood Wilson, medical 
officer of health for the City' of Cardiff, with a duplicate 
set of those Census cards which related to Cardiff women. 
From an analysis of these by age, social class, and number 
of live births the proportion of married women in Cardiff 
who were childless in 1946 was calculated. It was found 
to vary within the limits of 13 to 18%, according to age 
and social class, but the mean figure for those over 40 in 
all classes was precisely 15%. The 1931 Census returns for 
the County of Glamorgan showed 21,613 unmarried women 
and 182.851 married women of cancer age (35-64 years), 
and on the assumption that 15% of the married women were 
childless the proportions of single women, childless married 
women, and parous married women in the community were 
obtained (see Table II). 


Table II. — Comparison of Civil Stale and Parity of Glamorgan 
Women of Cancer Age (35-64 years ) (1931 Census), with 1.114 
Women of Same Age Group with Cancer of Cervix , 



Cancer of Cervi* 

(a) 

. 

Community 

(b) 

Estimated Relative 
Risk of Contracting 
the Disease 
(a) as % or (b) 

Unmarried .. 

15 (1-3T) 

21.613 (10-5 ’/.) 

12 

f nulliparous 

45 (4-0%) 

27.4JS (I3-4;;) 

30 

M4mcd^ p 3r0 us 

1,054 (94-7%) 

155,4*3 (76-1%) 

125 


1,114(100%) 

204,454 (10O;3 



From this it may be seen that for women of 35-64 years 
(1) approximately 99% of the cancer patients were married, 
as compared with only 90% of the community ; (2) of 60 
nulliparous women in the cancer series only 25% were 
unmarried, the corresponding figure for all nulliparous 
women in the community being 44% ; (3) 94.7% of the 
cancer patients, as compared with 76% of the women of 
the community, gave a history of one or more confine- 
ments ; and (4) only 4% of the married women with cancer 
were childless, as compared with 13.4% of the women of 
the community. The figures showing the relative risks run 
by the three groups indicate that when a woman has reached 


the age of 35 or more her risk of contracting cancer of the 
cervix is twice as great if she has been married, and ten 
times as great if she has also had children, than if she were 
single. 

Repeated Child-bearing 

As child-bearing is so closely correlated with cancer of 
the cervix some addition to the risk would be expected after 
each confinement, but previous studies have failed to estab- 
lish any association between the number of pregnancies 
and the supervention of cancer (Lane-Claypon, 1927). 

The average number of births (excluding abortions) 
among 1,182 married women with cervical cancer was 
4.5, while the general average fertility of married women 
aged 40 and over in the community was 2.8 (Cardiff, 1946). 
But the deduction from this evidence that cancer of the 
cervix is related to large families could be challenged on 
three grounds: 

1. The two series differ in point of timer-the cancer series 
relating to a 25-year period, 1922-46, and the Family Census 
to the end-point of this period. During the interval covered 
by the cancer series there has been a decline in the average 
size of family, and the difference between the two means may 
reflect merely this decline in fertility. 

2. The Family Census figures, which formed the only avail- 
able standard of comparison as regards parity, relate to Cardiff 
women, whereas S0% of the cancer patients came from outside 

Table III . — Average Number of Births per Married ITomait. Three 
Groups of Patients with Cervical Cancer Compared with the 
Wives of Manual Workers in Cardiff generally (Family Census 
1946) 


Group 

Family Census 
1946 

Women Suffering from Cancer of Uterine Cervix 

Glamorgan Women 

Cardiff Women 
Only 

1922 

-36 

1937-46 

1933-46 

No. of 
Women 

_J 

Mean 
No. of 
Births 

No- of 
Women 

Mean 
No. of 
Births 

No. of 
Women 

Mean 
No. of 
Rirtbs 

No. of 
Women 

Mean 
No. of 
Births 

20-29 

69? 

0-93 

6 

2-0 

9 

i-s 

3 

1-6 

30-39 

1,135 

1-83 

88 

3-1 

S3 

3 0 

29 

2-83 

40-49 

t.0S2 

2-55 

170 

4-7 

206 

3-7 

91 

3-7 

50-59 

95? 

3-0 

163 

5-4 

210 

4-3 

84 

4-4 

60-69 

693 

3-5 

91 

7-15 

118 

4 4 

38 

4-5 

*70- 

443 

4-0 

>5 

5-9 

23 

vs 

23 

4-3 


5,016 

2-4 

533 

5-0 

649 

4*0 

263 

4-0 



T*wi ef 


X> 


73 
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the city boundaries, so the differences could be explained if 
it were shown that the average size of family was greater among 
women outside the boundaries, from which most of the patients 
were drawn. 

3. The Family Census figures relate to all social classes, while 
the cancer cases were patients seen in hospital, so the larger 
families in the cancer series could be attributed to their 
belonging to the lower-income groups. 

To meet the first two points a separate analysis is made, 
subdividing the cancer series into three parts: those seen 
before 1937, those seen during the period 1937-46, and a 
separate group relating to Cardiff women only (Table III). 
For each group the average number of births per woman 
was calculated, and a comparable standard is provided from 
the Family Census. To meet the social class objection the 
Family Census figures were formed into two groups: 
(a) the wives of professional men, salaried workers, and 
employers of labour (1,765) ; and ( b ) the wives of skilled 
and unskilled manual workers (5,016). This second group 
is considered to be a suitable standard of comparison for 
the hospital patient series. 

It is to be observed that no difference in fertility is 
apparent between Cardiff women suffering from cervical 
cancer and those residing in other parts of Glamorgan. 
When the fertility of the more recent group of cancer 
patients is compared with that of the lower-income groups 
of the community it is noted that the average size of family 
is always slightly greater in women with cancer, and this is 
true whether women of the same age groups are compared 
or whether cancer patients are compared with Census figures 
applicable to women ten years older. The consistency of 
the excess in every age group obviates the need for any 
arithmetical tests of significance. 

In Table IV the relative risk of incurring the disease is 
calculated in women of 40 and over according to parity. 
Women under 40 have been excluded from this table, as 
the community figures would be weighted by large numbers 
whose families would not be complete and in whom the 
hazard of cancer would be small. These figures indicate 

Table IV. — Percentage Distribution by Number of Children for (a) 
Married Women Suffering from Cervical Cancer and (b) Wives 
of Manual Workers (Cardiff, 1946 ) Women of Completed 

Fertility Only, Aged 40 and Over 


No of 
Children 

Cancer of Cervix 
Glamorgan, 1937-46 
(a) 

Family Census 
Cardiff, 1946 
(b) 

Estimated Relative Risk 
of Developing Cancer 
(a) as % of (b) 

0 

32 (5 1%) 

464 (14-5%) 

35 

I 

34 (13-5%) 

549 (17-2%) 

78 

2 

115 (18 5%) 

596 (19 0%) 

97 


05 (15-2%) 

463 (14-5%) 

105 

4 

69 (II 1%) 

342 (10-7%) 

104 

5 

58 (9 3%) 

228 (7-1%) 

130 

6 and over 

171 (27-3%) 

540 (17-0%) 

160 

1 624(100%) 

3,182 (100%) 



that Women with many children suffer from cervical cancer 
more frequently than do women with few children or only 
one child, and the relative risk increases slightly with each 
onfmement, so that the woman who has had six or more 
■iildren is exposed to a risk twice as great as the woman 
, " h0 ^ as h a d only one child. They do not support the view 
that one childbirth is as effective a cause of cancer of the 
cer\i\ as repeated labours. 

It is generally acknowledged that cancer of the cervix 
also has social and racial distinctions, but these hax’e not 
been explored in this survey. There can be little doubt that 
the disease is more common in the poor of any community 
and this is n0t attributable solely to increased 
child-bearing As the social scale is descended there is a 
small increase in the number of children per family, but 
other factors are probably operative in the lower-income 


groups, and more would seem to depend on bad environ- 
mental conditions and defective personal hygiene than on 
the bearing of larger families. It has also been claimed 
that habits and customs are responsible for the relative 
infrequency of the disease in women of the Hebrew race. 
If Jewesses were as susceptible as Gentiles to cervical cancer 
the local Jewish women might have'been expected to con- 
tribute to the series under review, but not one of the 1,200 
patients was Jewish. The relative immunity of Jewesses to 
cervical cancer is not clearly understood. It has been 
attributed to the observance of the Mosaic Code by married 
Jewesses, with its laws of separation and insistence on genital 
cleanliness, and it has also been ascribed to the practice of 
ritual circumcision, but the view that it is a fundamental 
racial character acquired through inheritance is perhaps 
still the most acceptable. 

Estimated Incidence 

The incidence rate of the disease — the relative number 
of new cases occurring annually — may be determined on the 
basis of mortality or morbidity records, but mortality tables 
for cervical or uterine cancer are still difficult to interpret. 
Neither is it easy to obtain data directly concerning the 
number of living persons suffering from the disease. The 
number of women with cancer is larger than the number 
with diagnosed cancer, and still larger than the number seen 
at hospitals. In country districts relatively more persons 
with cancer fail to obtain hospital attention, and, in order 
to keep the number of such persons as small as possible, 
an estimate is best made in an area with good hos- 
pital facilities, reasonably accessible to all groups of the 
community. 

Cardiff, with its relatively compact population, seemed 
to lend itself to this form of inquiry. Its sick and infirm 
are received by three large hospitals, and from their com- 
bined records it xvas found that during the 12-year period 
1935-46 the mean annual number of new cases of cancer 
of the cervix diagnosed in Cardiff women was 22. This 
figure required adjustment to allow for the few cases which 
may have been treated elsewhere, and also for those who 
may have died at home, untreated or undiagnosed. With 
these adjustments, it was computed that 30 new cases of the 
disease develop each year in the women of Cardiff. As no 
evidence was found that patients coming to the Infirmary 
from outside Cardiff made the series less representative of 
cancer of the cervix cases in Cardiff, the distribution by age, 
marital status, and fertility of these 30 women is assumed 
to correspond with that of the main series as shown in 
Tables I and II. Relating tile distribution so obtained to 
the population as recorded in the 1939 Register, the cancer 
hazard in women of ages 35 to 64 years, according to civil 
state and parity, is shown in Table V. 


Table V. — Estimated Risk of Cancer of the Cervix Developing at 
Ages 35-64 Years for Single and Married, and for Parous and 
Non-parous, Women 


Civil State 
and Parity 

Cardiff C.B. j 
Population, : 

Estimated No. of ] 
New Cases of Cervical • 
Cancer per Annum | 

Estimated Annual 
Risk of the Disease 
Developing at Ages 


No. 

% of Total 

35-64 Years 

Married women: 
Non-parous 

7,294 

1-128 

4 

1 in 6,500 

Parous . . 

41,333 

26-705 

94-7 

1 in 1,500 

Total married women 

48,627 

27-833 

98-7 

I in 1,700 

Single women 

7,907 

0;367 

1-3 

1 in 21.500 

Total women 

56,534 

28-2 

100 

1 in 2,000 


From the foregoing it would seem that the probability of 
the disease developing in any one year in women of this 
age group ranges from 1 in 1,500 in parous women to 
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1 in 21,000 in single women. In Table VI a more detailed 
examination of the risk in married women is made accord- 
ing to age, against the 1931 Census figures. 


T vrle VI : — Estimated Risk of Cancer of the Cervix Developing in 
Married 'Women at Increasing Years of Age 


Age 

Cardiff C-B. ! Estimated No. of 
Population. | New Cases of Cervical 
1931 Census » Cancer per Annum 

Estimated Annual Risk 
of the Disease 

De\ eloping 

20-29 

8,131 

0'4S 

1 in 17.000 

30-34 

7,147 

1*32 

5,400 

35-39 

7,022 

3-06 

2,300 

40-44 

5.522 

4'05 

1.360 

45-49 

6,113 

513 

1,190 

50-54 

5,690 ; 

5*2S 

1,080 

55-59 

4,724 , 

4-6S 

1,000 

60-64 

3.932 1 

3*15 

1,250 

65-69 

3.1 17 * l 

1*86 

1,700 

70-74 

2.103 t 

0-75 

2.S00 ? 

75-79 

1.214 1 

0*18 

6.730 ? 

SO- 

S65 

006 

14,400 *> 

( 

, 3000 


It will be observed that the cancer hazard is maximal 
during the sixth decade, when it is of the order of 1 in 1,000. 
Attention has been drawn earlier to the probable deficiency 
of patients of 70 and over in this series. This may require 
some adjustment of the number of new cases — increasing 
the numbers at ages 70 and over, and lowering by a corre- 
sponding amount the numbers under 70. As a result the 
risk of the disease developing at 70 and over is probably 
greater than the figures in Table VI suggest, but it is unlikely 
that the small adjustments required at ages under 70 would 
materially affect the calculated risks. 

Discussion 

Although cancer of the cervix does occur in unmarried 
women, and apparently in virgins, it is predominantly a 
disease of married life, showing a predilection for women 
who have borne children. What influence child-bearing 
has on the cervix to render it especially susceptible to 
cancer is not known, but the operative factor, whether 
traumatic, infective, or hormonal, has to exert its action for 
many years before the specific effect is shown. In this 
series 157 of the cancer patients were confined on only one 
occasion, and a mean interval of 20 years elapsed before 
the malignancy was discovered. 

In 11% cancer appeared within 10 years of parturition, 
in 17% the interval exceeded 30 years, and in the remain- 
ing 72% the interval between the confinement and the 
cancer ranged from 10 to 30 years. The length of this 
interval had no influence on the morbid anatomy of the 
lesion or on the clinical course of the disease (Maliphant, 
1947). Neither did the nature of the confinement seem to 
be significant: S2% of the parous cancer patients had 
normal obstetric histories, with in average of over four 
unassisted deliveries per patient; 15% had at least one 
instrumental delivery ; and in 3% one or more of the con- 
finements were described as difficult. It is highly probable 
that figures of this order would be found in a control series 
of women not suffering from cancer, which would not lend 
support to the view that trauma itself is an important 
causative factor in cervical malignancy. 

Although the severe tears which may accompany a diffi- 
cult instrumental delivery do not seem to be any more likely 
to lead to cancer in later years than the small lacerations 
concomitant with natural birth, they both allow organisms 
easy access to the cervical tissues. Infection, by stimu- 
lating h.vperplasia, heteroplasia, and heterotopia of the 
glandular epithelium, disturbs the epithelial equilibrium 
it the squamo-columnar junction, and the resulting erosion 
has been described as a battlefield on which two types of 


epithelium are the contestants. Erosions are commonly 
inflammatory in origin, but similar epithelial changes may 
result from hormonal influences, aDd, once established, 
such areas of epithelial restlessness seem to be of para- 
mount importance as forerunners of cancer. Nevertheless, 
the percentage of erosions which become cancerous is very 
small. It has been estimated that more than half the adult 
female population have infected cervices, and for every 
Woman with an infected cervix who develops cancer there 
would appear to be approximately a thousand who do not 
(Table V). 

Chronic cervicitis is a precursor of cancer only if it exists 
in conjunction with some unknown factor of individual 
susceptibility. This may be some form of hereditary pre- 
disposition or be dependent upon some underlying meta- 
bolic or nutritional disturbance. In this connexion it is 
noteworthy that Ayre (1947) found evidence of excessive 
tissue oestrogens coupled with low thiamin excretion, in 
women suffering from cancer of the cervix, and he suggests 
that the disease may prove to be the abnormal response 
of cervical epithelium to chronic infection when it exists 
in the presence of nutritional deficiency of thiamin and a 
consequent excess of the specific growth hormone, oestrin. 
In any event, chronic cervicitis may be regarded as only 
one of several aetiological factors, and, even if it were 
established that clearing up cervical infection would prevent 
cancer, to prevent one case it would be necessary to main- 
tain in a healthy state the cervices of about a thousand 
women. It is probable that the medical profession, by 
treating cervicitis, is daily making a small contribution to 
prophylaxis, but there can be little prospect of any appre-. 
ciable reduction in the incidence of the disease by such 
measures. 

The only immediate hope of reducing the persistently 
high mortality from cervical cancer is by discovering more 
cases at an early stage. There is room for further educa- 
tional effort to persuade women to report symptoms and 
to see that every woman who reports suspicious symptoms 
is thoroughly investigated. Diagnosis at the earliest phase 
could be possible only by routine examination of the 
apparently healthy. The annual or semi-annual examina- 
tion of parous women over 35 — the age at which the pre- 
valence of the disease shows a rapid rise — could not fail 
to lead to the discovery of many cancers still in their silent 
phase, but the practical difficulties in instituting such 
measures for the community are evident. On the basis 
of the incidence rate found in this inquiry, it would seem 
that even in the more vulnerable fraction of the community 
— parous women aged 35 to 64 — only one cervical 
cancer would be found annually in every 1,500 women 
examined, although no doubt other lesions, both benign 
and malignant, of the exposed sites would also be 
discovered. 

Considerable interest is being shown in the various smear 
techniques as developed by Papanicolaou and Traut (1943) 
for the diagnosis of malignant disease of the genital tract, 
and in their applicability to mass surveys. In suspect cases 
these cvtological methods cannot displace biopsy, but they 
may make an important contribution to the control of 
cancer' as a screening test for the detection of symptomless 
cancer in the community. 

Summary 

The distribution of certain characteristics in a series of 1,200 
women suffering from cancer of the uterine cervix is compared 
with the distribution of the same characteristics in the com- 
munity, and the differences are -considered to measure the 
differences in the risk of incurring the disease. 

Cancer of the cervix is a disease of middle life, but the risk 
of contracting the disease continues to rise until (he age of 60. 
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i Beyond this age the risk shows a steady decline: while the 
| female population is decreasing, the incidence of cervical cancer 
is decreasing at a faster rate. 

The cancer hazard is increased by marriage irrespective of 
I child-bearing, but the disease shows a predilection for women 
I who have borne one or more children. Its occurrence seems 
j to be independent of the nature of the confinement, but each 
| pregnancy adds slightly to the risk of cancer developing in later 
) years. Whether the responsible agent associated with child- 
bearing is infective or hormonal, it takes an average period of 
| 20 years to produce its effect. 

| In women of cancer age (35-64 years) the probability of the 
> disease developing in any one year seems to range from 1 in 
j 21,000 single women, through 1 in 6,500 in childless married 
| women, to 1 in 1,500 in parous women. 

1 There is little prospect of effecting any appreciable reduction 
in the incidence of the disease by prophylactic measures, and 
j the pressing need is diagnosis at a stage when cure is not only 
(possible but probable by existing therapeutic methods. The 
i role of periodic health examinations in the detection of 
j symptomless cervical cancer in the community is discussed. 

j I am indebted to Dr. Lewis-Faning, statistician to the Department 
jof Preventive Medicine of the Welsh National School of Medicine, 
j for invaluable advice on the statistical aspects of this paper. My 
I thanks are also due to Dr. Greenwood Wilson and to his chief clerk, 
(Mr. Brain, for analysing the Family Census returns; to Dr. D. G, 
'Morgan for details of cancer admissions to Llandough and St. 
(David’s Hospitals; and to my colleagues in the department of 
'obstetrics and gynaecology for access to their case records. 
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' PSYCHIATRIC PATIENTS AND THE 
DISABLED PERSONS (EftIPLOYMENT) ACT 

BY 

A. HARRIS, M.A., M.D., D.P.M. 

Assistant Physician 

AND 

MARY A. LANE 

Psychiatric Social Worker 

The Bcthlcm Royal Hospital and the Maudsley Hospital 

In December, 1946, a system of weekly conferences 
between us and the disablement rehabilitation officers of 
^ am ^ erwe " Labour Exchange was instituted at the 
Maudsley Hospital for all patients presenting problems in 
the finding and choice of work. 

The patient was prepared for the conference by at least 
one preliminary interview with the psychiatric social 

n° r eT ,/ n thc purpose of registration under the 

twilled Persons (Employment) Act was explained and 
is aspirations in the field of possible employment dis- 
cussed. At the subsequent conference, when the medical 
an rf! L as P ects ( he patient’s needs could be explained 

o the D.R.O., doctor and social worker were able to con- 
nbute suggestions which seemed indicated as the inter- 
wcw proceeded. This arrangement was of particular value, 
atone would not have been, in a. position to 
tu cc what concessions he should make to the patient’s 
objections or hesitations. It was also useful for the hos- 
pital team to be able to modify the plans and recommenda- 
tions tor the patient when, as a result of listening .to the 


interview, it became apparent that the type of work 
suggested was not in fact suitable or readily available. 

As a result of early experience in the working of the 
scheme a form was introduced for all in-patients in which 
sections were to be filled in by the doctor, the occupational 
therapist, and the remedial gymnast, the aim being to collect 
all possible information concerning the patient’s employ- 
ability. The information available for out-patients was 
necessarily much more scanty. 

Results 

A follow-up inquiry was made not less than six months 
after the conference, chiefly by means of a questionary 
filled up by the patients. This paper is based on an analysis 
of ’the patients dealt with in this way who were first seen 
by the D.R.O. before Dec. 31, 1947. 


Table Showing Results of a Follow-up 


Diagnosis 

In Employment 

Unemployed 

Untraceable 

Total 

Settled 

Pre- 

carious 

Men 

Women 

Men 

I 

ts 

o 

S 

Women 

Men 

Women 

_ . 

Depression 

16 

3 

i 

3 - 

4 

2 

I 

0 

30 

Anxiety state . . 

y 

2 

4 

2 

3 

2 

1 

0 

23 

Hystcna 

4 

0 

4 

0 

1 

3 

0 

l 

13 

Obsessional state 

0 

0 

0 

0 

1 

0 

0 

0 

1 

Psychopathic personal- 










ity \ 

3 

0 

4 

1 

6 

1 

4 

I 

20 

Mania ... - .. 

I 

0 

0 

0 

0 

0 

0 

0 

l 

Schizophrenia 

7 

3 

3 

0 

7 

4 

0 

1 

25 

Organic states, inelu- 










ding epilepsy 

2 

i 

0 

•o 

3 

2 

0 

1 

9 

Total 

42 

9 

16 

6 

25 

14 

6 

4 

122 

Age; 

Under 20 . . 

5 

0 

n 

0 

5 

3 

0 

i 

16 

20 -30 

20 

J 

4 

1 

7 

4 

J 


45 

30-40 

6 

2 

4 

4 

7 

3 

I 

0 

27 

40-50 

6 

1 

6 

I 

4 

3 

0 

0 

21 

Over 50 

S 

i 

0 

0 

2 

l 

0 

1 

10 

In-patient ? 







- 



Yes 

35 

7 

10 

4 

15 

9 

4 

3 

87 

No 

7 

2 

6 

2 

10 

5 

2 

1 

35 

Civil state : 










Married 

19 


8 

1 

8 

3 

3 

0 

44 

Single 

23 

7 

8 

5 

17 

10 

3 

4 

77 

Widowed (women? 


0 


0 


l 


0 

/ 

Occupational therapist’s 










upon: 










Favourable 

21 

3 

4 

1 

3 

2 

0 

0 

34 

Doubtful . . 

4 

0 

3 

0 

1 

0 

0 

0 

8 

Poor 

2 

1 

1 

1 

6 

1 

0 

t 

f3 

Previous work record: 



. 







Good 

28 

7 

6 

2 

7 

6 

1 

0 

57 

Fair 

3 

0 

3 

0 

0 

0 

0 

1 

7 

Boor 

n 


1 

3 

18 

6 

3 

I 

50 

Recommendations of 










hospital: 










Carried out 

36 

7 

12 

3 

7 

6 



71 

Not oarried out 

6 

1 

4 

3 

16 

8 



38 

No specific rec. made 

0 

1 

0 

0 

2 

0 



3 


Of the men 31 had changed their occupations and 27 
were doing the same type of work as they did before their 
breakdown ; 23 of the former were well settled and eight 
were in precarious work, and 19 of the latter were well 
settled and eight precariously employed. There is no evi- 
dence, therefore, that change of occupation in itself has 
any particularly harmful or beneficial effect. Two reverted 
to their previous occupation after attempts had been made t 
to settle them in something thought to be more suitable 1 ' 
Eight were well settled in work of a type inferior to that 
they had undertaken before their illness. Ten were trades- 
men and artisans, seven clerical and shop workers, 12 out- 
door agricultural workers, drivers, etc., IS labourers and 
unskilled workers, four were in training, and seven were 
following miscellaneous occupations. There were eight 
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- paiients of subnormal intelligence : three of these were in 
settled employment, three were in precarious employment, 
and two were unemployed. Of the 25 unemployed men 
12 had had no work since they had been seen at the con- 
ference, whereas 13 had had some. Thirteen had had two 
or more jobs, but five of these were now regarded as well 
settled, while only three were unemployed. 

Of the 14 women unemployed nine had had some work 
and five no work at all. Of those in employment, of the 
six women with depression three had clerical jobs, two shop- 
assistant jobs, and one was in domestic service ; of those 
with anxiety state three had clerical jobs and .one was in 
domestic service ; the three schizophrenics w r ere working in 
clerical jobs ; the'patient with organic disease was working 
as a domestic servant ; and the psychopath was undergoing 
training for' clerical work. The results were worse than in 
the men perhaps because women are not subjected to the 
same degree of economic pressure and find a position of 
dependence more acceptable socially. 

Discussion 

The diagnosis of psychopathic personality seems to carry 
' an unfavourable occupational prognosis, as one would 
expect considering the implications of erratic and antisocial 
behaviour that it usually conveys, but the numbers are too 
small for the results to be statistically valid. 

Age appeared to have surprisingly little effect. Examina- 
tion of the age-diagnosis distribution showed little rela- 
tion between them, the diagnoses being scattered diffusely 
through the age groups. 

The relative lack of success with those who had merely 
attended the out-patient department compared with the 
ex-in-patients is probably due more to the high propor- 
tion of mild chrome cases ,which they contain— -the more 
acute cases of favourable prognosis usually being admitted 
to the wards — than to any other factor, although they 
undoubtedly receive on the average less attention than the 
in-patients and information about them is less complete. 

Failure to carry out the recommendations of the hospital 
was usually due to circumstances beyond the patient’s or 
the D.R.O.’s control, but it was occasionally due to the 
patient’s change of mind. Housing shortage is one of the 
chief factors limiting mobility and consequently choice of 
work at the present time, and one finds in practice that many 
patients have in fact only one or two possibilities to con- 
sider. The results are strikingly better in the cases where 
the recommendations of the hospital were carried out, but 
caution must be exercised in interpreting these figures as 
showing what could be achieved if a greater choice of jobs 
were available. A defect of the patient, such as difficulty 
in the interview with a prospective employer, might prevent 
e* both the carrying out of the hospital’s recommendations 
and the effective settlement of the patient anywhere. 

The 17 patients who never succeeded in getting any work 
necessarily fell into the “recommendations not carried 
out" group, but a considerable proportion of them were 
unemployable by ordinary standards. The small group who 
did well in spite of rejecting the advice given to them — for 
exampte, the man who was told that he should take up 
training in agricultural work but found himself a clerical 
job, and the telephone engineer who was told that his job 
w was too difficult for him but nevertheless persisted in if — 
A form a useful corrective to dogmatic attitudes. Nevertheless 
the figures suggest that a widened range of choice would 
substantially increase the chances of successful settlement. 

An occupational therapist's report was available on 55 
patients ; the proportion of these who were at work was 
slightly higher than for the whole group because of the 


refusal of some of the most difficult patients to do occupa- 
tional therapy. Nearly three-quarters of those who were 
given favourable reports were in settled enployment and 
two-thirds of those who were given poor reports were 
totally unemployed. It seems that the opinion of the 
occupational therapist affords considerable help in assessing 
the patient’s employability in ordinary life. 

The previous work records weie classed as good, fair, 
and poor according to the amount of unemployment, the 
length of time that jobs were held, and the degree of suc- 
cess attained ; in some cases information was not adequate 
for classification. They were, of course, progoostically 
significant, but the comparatively high proportion of those 
with poor records who achieved settled jobs is noteworthy. 

In view of the general impression of the value of persona! 
contact it would appear worth while to compare the results 
in the group of patients who were dealt with at the 
Camberwell Exchange, and so by the D.R.O.s who had 
attended the hospital conference, with those who were 
settled by other exchanges. Of the 11 male Camberwell 
patients eight were in satisfactory employment, one had 
had some work, one had been totally unemployed, and one 
was untraceable. Of the seven female Camberwell patients 
four were in satisfactory employment, one bad bad some 
work, one had had none at all, and one was untraceable. 
These figures show a statistically significant superiority in 
the results of the Camberwell group, which suggests that, 
where placement can be made by the D.R.O. who has been 
to the conference it is on the whole more successful. 

The general impression is that success or failure in any 
one case depends on the complex interaction of a wide 
variety of factors — social attitudes, family circumstances, 
environmental accidents, and personality qualities inherent 
in the patient — so that the finding of a method of approach 
to resettlement in employment applicable to the group as a 
whole is likely to prove extremely difficult. Although the 
patients remain stubbornly individual in the problems which 
they present, they cannot, of course, avoid being affected 
by processes influencing the general level of employment 
in the country. As the demand for labour rises it becomes 
progressively easier for them to obtain and keep jobs, and 
the removal of brakes on mobility, such as the provision 
of adequate housing, would help them as well as the healthy 
workers. This is a preliminary inquiry aimed at defining 
the problems and not at discovering a solution for them ; 
the results may prove of some interest to those planning 
larger undertakings. 

Summary 

A follow-up of 122 psychiatric patients placed on the 
Disabled Persons Register was made — 73 were employed. 39 
were unemployed, and 10 were untraceable. Of those in employ- 
ment 51 appeared well settled in their jobs and 22 to be 
holding on to them precariously. Seventeen had had no work 
at all since being put on the register. Groups separated on 
the grounds of age, diagnosis, and civil state showed no signi- 
ficant differences, and even those patients of dull intelligence 
seemed as likely to keep a job as the brighter ones, although 
the numbers were so small that there might well be differences 
which a more extended inquiry would make evident. The 
previous work record and the occupational therapist's report 
while the patient was in hospital had prognostic value with 
regard to employment. It seems that the fullest advantage of 
the hospital conference method is obtained when the D.R.O. 
who attends the conference is the one responsible for the actual 
resettlement of the patient. 

Our thanks are due to the D.R.Os of Camberwell Exchange, who 
have co-operated with us enthusiastically and offered us every help 
and courtesy ; and to Mr. Lubin, of tbs Psychological Department of 
the Institute of Psychiatry, lor a statistical examination of cur 
figures. 
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PHYTO-PHOTO-DERMATITIS 

BY 

H. E. BELLRINGER, M.B., CJi.B.N.Z. 

Wing Commander, R.A.F. 

Phyto-photo-dermatitis is a bullous eruption appearing on 
parts of the body which have been, in contact with certain 
plants and simultaneously exposed to sunlight some 48 hours 
previously. Until recently (Roxburgh, 1947) standard text- 
books on skin diseases have paid little attention to this 
relatively common dermatitis. We owe the term phyto- 
photo-dermatitis to Klaber (1942). It is an adequate name 
which describes the aetiology of an eruption caused by a 
variety of plants. The term phyto-photo-dermatitis includes 
dermatitis bullosa striata pratensis (Oppenheim), Oppen- 
heim’s disease, meadow dermatitis, parsnip dermatitis, and 
berloque dermatitis. 

The incident described below is recorded because of the 
large number of cases occurring within a few days, and 
because of a surprising lack of familiarity with the condition 
shown by many practitioners and the patients and their 
relatives. 

The disease is by no means unknown to country folk. 
However, many inquiries made over the past eight years 
in Wiltshire, Somersetshire, Devonshire, and Lincolnshire 
revealed that none of the people with whom discussions 
have been held realized the true causes of the dermatitis. 
In the country, children running bare-legged through long 
grass in the summer months are quite often affected, but 
as the parents are familiar with the signs and symptoms 
the doctor is seldom consulted. It is not common for adults 
to be afflicted in such circumstances. Whether this can be 
attributed to the style of clothing or whether some degree 
of desensitization occurs during childhood has not been 
ascertained. Another point of interest is that it seems to 
be more prevalent in districts where heath-land and moors 
exist. 

Oppenheim ( 1926) gave the first clear and detailed description 
of the condition, which had affected a number of his patients 
sunbathing on the grass in the Viennese suburb of Ottakring. 
Two years later he realized the significance of contact with 
plants m the production of dermatitis, when he thought that 
siliceous compounds in the plants might be the important factor 
(Oppenheim and Fessler, 1928). From this time various plants 
in many different countries have been incriminated. Although 
Philadelphy (1931) seemed to have recognized that sunlight 
might be a factor in the production of the dermatitis, it was 
not until Kitchevatz (1934a), in France, carried out experiments 
with ultra-violet rays that the dermatitis was known to be due 
to a photosensitization arising from contact with the juices of 
certain plants. He later (1936b) ingeniously utilized the advent 
of an eclipse of the sun to strengthen his arguments. 

Botanical Aspects . 

As further cases are published it is possible that many more 
plants possessing photodynamic properties will be recorded, but 
the following list of those involved in phyto-photo-dermatitis 
mas be of \ alue References are also given as an aid to more 
detailed studv 

I he wild parsnip, Pastinaca saliva, appears to have been the 
plant first, and most commonly, associated with photosensitivity 
(Stowers. 1S97 , Hartmann and Briel, 1927; Heye, 1929: 
Hirschhercer and Fuchs. 1936; McKinlay, 1938 ; Jensen and 
Hansen. IW) kl.iber. 19421. Cultivated parsnips have been 
reported bv Whittle, Helher, and Lee (1946) as being responsible 
for ihe dermatitis in some instances. Other plants accused are 
yarrow or milfoil. Achillea millefolium (Philadelphy, 1928 ; 
Cans. 1029. Spillman and Weiss, 1931); angelica, Angelica 
J’. .6 cirri; (Bogdanositch or al.. 1935). buttercup. Ranunculus 
bulhocus. and mustard. Sinapis arvensis (Spillman and Weiss. 


1931); bindsyeed, Convolvulus arvensis (Klaber, 1942); com 
mon rue, Rut a graveolens (Oppenheim, 1932); the alliei 
fraxinella, Dictamnus fraxinella (Baronovysky, 1929), and gas 
plant, D. albus (Cummer and Dexter, 1937) ; cow-parsnip 
Heraclettm sphondylium, and its cultivated relative? 
H. giganteum (Slraton, 1912) and H. mantegazzianum (Miesche 
and Burckhardt, 1937 ; Kuske, 1938) ; figs, Ficus carica (Straton 
1912; Legge, 1921; Kitchevatz, 1934c; Behcet et al., 1939 
Klaber, 1942) ; meadow grass, not identified specifically (Oppen 
heim, 1926; Hartmann and Briel, 1927; Corsi, 1933 ; Corson 
1935 ; Kitchevatz, 1936a); Persian or Tahitian lime (Sams 
1941); agrimony, Agrimonia eupatoria (O’Donovan, 1942). 

It will be noticed that, although a considerable number ol 
species are involved, they belong to a few families only: 
Umbelliferae (wild parsnip, cultivated parsnip, cow-parsnip 
yarrow, angelica); Rutaceae (common rue, gas-plant, limes) 
Rosaceae (agrimony) ; Mora ceae (figs) ; Ranunculaceae (butter 
cup) ; Cruciferac (mustard). The majority of these plant 
belong to the families Umbelliferae and Rutaceae. 

Geographical Distribulion 

Phyto-photo-dermatitis has a wide geographical distribu 
tion. Following on Oppenbeim’s first communication it 
Austria in 1926, cases were soon reported from German; 
and France. In the latter country Jacowski collected sever 
cases from the airfield at Etampes and its neighbourhood 
Five were French airmen who, between June 23 and 29 
1935, sunbathed or walked bare-legged in the grass. Tw< 
further cases were children belonging to French Air Fora 
families living on the same station, exposed to the sunligh 
and grass at the same time. A number of other people s< 
exposed were not affected (Jausion and Jacowski, 1936b) 
Cases were also reported from Italy, Yugoslavia, Russia 
Switzerland, Denmark, Spain, and the United States o 
America. 

From the time of Stowers (1897) no cases were recordet 
in Great Britain until Straton (1912) reported a case ii 
Wiltshire following contact with figs. Corsi (1933) describee 
the typical skin eruption in a student who indulged in sun 
bathing after a swim near Tunbridge Wells. McKinla; 
(1938) described several similar cases from Salisbury Plain 
where, later, O'Donovan (1942) reported some dozen more 
Until O’Donovan’s cases' occurred in the hot summer o 
1940 no importance had been attached to the disease 
Public interest at this time had been aroused to the danger: 
of noxious war gases, and the appearance of blisters on th< 
skins of unsuspecting people — Service and civilian — gav< 
concern to the local public authorities, who at first had th« 
impression that the victims had come into contact wit! 
mustard gas. At that time I attended eight cases amongs 
Army personnel who were doing airfield guard duties ir 
the heart of the Plain. These soldiers were undergoing 
intensive field training, stripped to the waist in the ho 
sunshine. They had thus come into contact with patche: 
of cow-parsnip, which they used for concealment and cover 
Within forty-eight hours the affected men’s chests and bellie: 
were covered with the characteristic striate, criss-cros: 
weals and blisters. Whittle et al., quoted above, have also 
mentioned some cases occurring in France in 1944 among 
A.T.S. girls peeling cultivated parsnips in bright sunshine 
Klaber (1942) recorded two cases due to contact with wild 
parsnip in 1940, and another in 1941 in which bindweed 
appeared to be involved. 

Biochemical and Biophysical Aspects 

The nature of the photosensitizing substance in these 
plants which causes the dermatitis has not yet been full)' 
elucidated. Kitchevatz (1936a) showed that it is not chloro- 
phyll, but that alcoholic extracts from figs had this proper iy- 
Jausion and Jacowski (1936b) suggested that sweating as 
well as exposure to strong sunlight was required before 
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erv thema and vesiculation followed an application of watery 
extract of grass Obvious sweating was not found to be 
essential in the experiments detailed below'. Following the 
production of bullae some forty-eight hours after the appli- 
cation of the undiluted juices of rue, wild parsnip, and figs 
in bright sunlight, Kushe (1938) began to imestigate the 
photodynamic properties of a group of ketonic compounds 
known as furo-cumarms Chemically pure compounds 
were obtained from oil of bergamot to produce bergapten, 
o\\-peucedoin from masterwort ( Peucedanum ostruthwm), 
and ficusm from figs, while others ha\e been isolated from 
a number of essential oils as well as from dill and parsley 
All these substances when applied to the shm m sunlight 
produced bullae or erythema after forty-eight hours, fol- 
lowed by prolonged pigmentation It would be interesting 
if these complex ketones could be isolated from all the 
plants producing phyto-photo dermatitis, but that is bevond 
the resources of most clinical workers in this field 

Jensen and Hansen (1939) have elucidated the bsophvsical 
aspects of the problem in a series of carefully conducted 
experiments They showed that the active range of the 
solar spectrum required to produce the dermatitis lies 
between 320 and 366 millimicrons in the Iong-wa\elength 
end of the ultra-violet section, with a less active band 
between 264 and 2S0 millimicrons These findings probabh 
account for the incidence of the disease at the height of 
summer, when these rays are able to penetrate the atmo- 
sphere, and also explain the failure of a number of workers 
to reproduce the photodynamic effects with ordmarv 
artificial ultra-violet rays Jensen and Hansen further 
demonstrated that irradiation of alcoholic extracts of wild 
parsnip did not render the extract active of itself Indiv idual 
susceptibility to the plant was found to be unlikely in that 
all the subjects tested gave similar results 

Present Series 

The cases occurred ai a Royal Air Force station m Lincoln- 
shire during the summer of 1947 Two different squads, with 
forty airmen m each, were sent by their physical-training 
instructors on a twelve mile race — the first on July 15 and 
the second on the 16th The first mile or two was across fields 
and then over an assault course thickly overgrown with_wild 
parsley (Anthriscus s^heslns) and yarrow, while the remainder 
of the run was along roads where an occasional patch of cow- 
parsnip was found in an immature stage of growth The race 
on both davs was held in brilliant sunshine, and the airmen 
ran m short trousers, many without vests or stockings On the 
morning of the 17th an airman who had taken part m the first 
run reported sick, complaining of intense irritation and weals 
on the legs the previous evening, some thirtv-six hours after 
exposure " By the moming'large blisters had developed During 
the next two days twenty three more airmen were found to be 
suffering from ihe same symptoms with varying degrees of 
seventv At the same time four officers' children and seven 
children from the married airmen’s quarters, some of whom 
had been reported as having contracted chicken-pox, were found 
to be suffering from minor degrees of phvto photo-dermatitis 
Subsequent inquiries from the parents elicited the information 
that three of these children had been diagnosed as suffering 
from vancelh m the same month a year previously, and that 
the skin eruption was identical with that of the present outbreak 

The clinical features of this senes of cases were a sudden 
onset of itching or burning in areas of the skm exposed to the 
plants and sunlight simultaneously tvventv four to forty -eight 7 
bourn previously Yfithin six hours oi the onset long linear 
weals with a bordenng zone of erythema appeared followed 
in a few hours by bulhe The bullae varied in size from dew 
drops to large wrinkled blisters 5 m (12 5 cm ) m diameter 
'The blisters were surrounded by an areola of bright red 
ervthema 4 in (1 25 cm) wide, merging imperceptiblv into the 
surrounding skm The smaller bullae tended to be strung along 
straight weals like necklaces on a cushion, while ihe larger 
ones were oval or linear m shape and 4 to 10 in (10 to 25 cm) 


long The largest blister completely encircled the left lone- 
leg, and had a length of 5 in above the ankle and a depth of 
3 in (7 5 cm) Seven ounces (200 ml) of straw-coloured fiuid 
were removed by aspiration The same airman also had 
numerous weals and smaller blisters on both legs, extendme 
half-way up the thighs, and on the chest and abdomen down to 
the waistline A pattern of scarlet stripes and long blisters ens* 
crossing one another, or with a tendency for several adjacent 
ones to run m parallel lines, was the characteristic picture The 
■Taw he.we.en. the texvaws, awi the parts wot exposed appeased vo 
be normal There was no associated conjunctivitis or rhinor 
"rhoea Seven severe cases required treatment m hospital, but 
within ten days the largest blisters had healed. Minor cases did 
not seem to be troubled for more than two or three davs A 
deep-purple pigmentation remained at the site of the lesions for 
the several weeks it was possible to keep most of the victims 
under observation Four cases still showed faint but easilv 
discernible pigmentation, faded to a violet hue, six months later 

Patch-tests were earned out on two hospital patients and two 
unaffected volunteers The flowers, leaves and stalks of wild 
parsley, yarrow, and cow-parsnip were applied to the arms, 
control areas were protected from sunlight by adhesive plaster 
and test areas were exposed to the sunlight Only the wi’d 
parsley exposed to sunlight gave positive results to the fiov er- 
leaves, and stalks in all four subjects Erythema appeared ir 
twenty four hours, followed bv small vesicles in forty-eight to 
seventy two hours The patches were left on for six hours, and 
the subjects under observation spent most of that time in bneht 
sunlight For the remainder of the time under observation they 
remained covered The tests were repealed on four more volun- 
teers m much Ihe same manner, but the flowers? leave* and 
stalks were only rubbed on to the normal skm All four gave 
much stronger positive results with wild parsley than did those 
m the previous test on exposure to sunlight. This time, in one 
person, cow parsnip produced erythema m seventy -two hours 
followed m a few days by desquamation and faint residual 
pigmentation Aqueous and alcoholic extracts of the same 
plants were then painted on the arms of four subjects, one arm 
exposed to sunlight and the other covered All four again 
produced erythema followed by slight vesiculanon with both 
extracts of the wild parsley but not with other plants One of 
ihe volunteers on to whose skm the plants had been rubbed 
still after eight months, has pigmentation of the areas which 
gave positive results with wild parslev 

The results obtained from these patch tests seem to confirm 
the observation made in the field that wild parsley was the 
offending plant in this senes of cases It would also appear 
that the photo sensitizing substance is present in alcoholic and 
watery extracts Support is given to Jensen and Hansen’s 
suggestion that phyto photo-dermatitis is not due to individual 
susceptibility to the particular plants giving rise to it. The fact 
that yarrow and cow-parsnip, both of which have been found 
by other workers to possess photodynamic properties, did not 
produce any result, or m the latter case produced only a weak 
one, is difficult to explain It suggests that the same species of 
plants may possess photodynamic properties m one location and 
not in another, or that they possess these properties at a certain 
stage of maturity or at different periods of the summer Further 
work is required to solve these problems 

Differential Diagnosis and Treatment 

Since the effects of noxious gas warfare have become more 
widely known phyto pholo-dermatihs has more than once erven 
nse to the belief that the patients have come into contact with 
mustard gas It is, however, easily disunguished by the absence 
of erythema m the axillae and groins, of conjunctivitis or of 
respiratorv and other systemic symptoms The blisters of 
pYi\\o-p'novo-dermaU‘us, though sometimes very taige, are 
wrinkled like the folds of a slack tent and not ten*e and 
dome shaped as with mustard gas 

Phvto-photo-dermauus is sometimes confused with varicella 
especially when children have one or two small bullae on the 
hands and legs The characteristic mixture of fresh lesions 
crusting and healing vesicles of varicella is absent while the 
distribution of phyto photo-dermatitis is on the exposed parts 
onlv 
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Treatment consisted of aseptic aspiration of the large blisters 
and the application of sedative lotions such as calamine or 
calamine and lead, which tend to dry up the lesions. Liniment 
of calamine or zinc cream is useful in the late stages to keep 
the skin soothed yet supple. 

Summary 

Thirty-six cases of phyto-photo-dermatitis are recorded. A 
further eight cases are noted. 

Wild parsley ( Anthriscus sylvestris ) was found to be the plant 
responsible for the outbreak. This was confirmed by patch' 
tests. 

The history, the geographical distribution, and the biochemical 
and biophysical factors of the disease are briefly discussed, 
along with the species of plants indicated as causing it. 

Differential diagnosis and treatment are also mentioned. 

I wish lo thank the D.G.M.S., Royal Air Force, Air Marshal 
P. C. Livingston, for permission to publish this article. Special 
thanks are due to Senior Sister Miss V. M. Ashworth, A.R.R.G-. and 
to Flying Officer A. J. Beale for their interest and help in the 
investigations. 
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Addendum. — Since this article was prepared for publication 
three more cases have occurred on the same Royal Air Force 
station. Three aircraft apprentices, lying with rolled-up shirt- 
sleeves on the grass watching athletics on May 19, 1948, in 
bright sunshine, developed typical vesicles on the forearms 
on May 21. Investigation has not been completed in these 
cases. 
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In a clinical survey of 600 cases of sprue during the last 
war it was noted that only 31% had reached complete 
remission of the disease before evacuation from India, and 
it was believed that the relapse rate in England was high. 
The object of this paper is to assess the prognosis and 
results of treatment in a further series of 62 cases treated 
by me in India in 1945-6 and followed up for a period 
of two years in England. Their fate may be representative 
of that of the 1,073 cases sent "back to England between 
1943 and 1946. The value of the methods of treatment 
used in these cases can now be judged in perspective: 
and since these cases are likely to be the last treated with- 
out folic acid they may provide a basis for assessing the 
results of folic acid or other treatment. 

Scheme of Treatment 

Cases were treated on admission by diet alone or b) 
diet with parenteral liver and other substances, accordinf 
to the severity of the symptoms of relapse. Whenevei 
possible, cases were treated by diet alone (Group 1). 11 
diet failed and symptoms of relapse persisted, the patieni 
was given for a preliminary period an “ investigation diet,' 
from which such therapeutic substances as liver v'eri 
omitted (Group 2). With this diet the effect of parentera 
liver, nicotinic acid, and riboflavin was assessed, particulai 
attention being paid to clinical features such as weight 
stools, and blood count, as well as to fat-balance, glucose 
tolerance, and, in 10 cases, nitrogen balance. Ten case 
showed such severe signs of relapse that no preltminar) 
control period was possible and parenteral therapy wa: 
begun immediately (Group 3). 

This grouping demonstrated the value of dietetic treat 
ment alone. Cases which responded satisfactorily weri 
classified as mild sprue. Those which failed to respont 
to a trial of dietetic therapy, or were so ill on admissioi 
that,it could not be considered, were given parenteral live 
and classified as severe sprue. It was therefore justifiable 
to attribute any improvement that occurred in severe sprue 
as due to parenteral therapy and not to dietetic measure 
alone. At this stage various remedies were tried in orde 
’to obtain preliminary assessment of their potency and/o 
mode of action. It was intended to do further trials o 
apparently active substances alone under controlled condi 
tions in an adequate number of cases, but this proved t 
be impracticable. 

These observations form the basis of the brief remarks i 
this paper on the value of various therapeutic methods usei 
Further details may be found in the report on spri 
submitted to G.H.Q. India (in press). 
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Criteria of Progress 

(a) Short Term . — Response to treatment was indicated by the 
ppearance of the signs of the remission phase of the disease, 
hese have been described in detail in a previous paper, in 
'hich it was emphasized that, besides gain in weight and 
essation of diarrhoea, transient glossitis, desquamation of the 
kin, and increased abdominal distension almost constantly 
ppeared. Steatorrhoea and abdominal distension were the 
ist signs to disappear before completion of the remission 
hase. Thus the criteria for complete remission were (1) 
estoration of weight to within 10 lb. (4.5 kg.) of normal, (2) 
tools normal in number, colour, and fat content, (3) absence of 
bdominal distension, (4) ability to maintain Nos. 1-3 on a 
ormal diet. 

(b) Long Term ( ajter 2 Years ). — Details have been obtained 
rom each patient ‘after two years in England as to (1) complete 
itness since return from India, (2) loss of time from work with 
ymptoms suggestive of sprue or any other disease, and (3) 
lecessity for hospital treatment with relapse. In the first 
roup remission may be considered complete, and in the second 
lartial ; in the third treatment has failed. I am indebted to 
latients, doctors, and hospitals for details of cases which I 
lave been unable to examine myself. 

Results of Dietetic Treatment 

(a) Short Term ( 3 Months). — Fifty-two patients were treated 
initially with diet alone, by means of the Napier high protein- 
low fat sprue diets 3, 4, and 5. (See Table, (a).) The fat content 


Blood transfusion was successful in two cases in which response 
to liver therapy was not adequate. All these cases were treated 
for some six months before being evacuated from India. Of 
the 25 cases 10 were in complete remission, 13 in partial 
remission, and two failed to respond. All those in partial 
remission continued to have steatorrhoea and abdominal 
distension. 


Long Term (2 Years ). — During two years 14 have been in 
complete remission, one has had symptoms keeping him from 
work, and six have relapsed and received further treatment in 
hospital. Three cases have not been traced. Of the two evacu- 
ated in a state of relapse, one has been in complete remission 
since his return, and one has developed pulmonary tuberculosis, 
entering a -sanatorium in June. 1947, where he has since died. 

The following summarizes these results : 


Short Term 
(6 months) 

Cases! n complete remission . 10(40%) 

Cases in partial remission . . . . 13 (52%) 

Cases having relapse . . . . 2 (8%) 

Died of pulmonary tuberculosis . . — 

Cases untraced . . . . . ■ — • 

Total 25 


Long Term 
(during 2 years) 
14 (56%) 

1 ( 4 %) 

6 (24%) 

1 

3 

25 


Of 62 cases of sprue, therefore, 43 (69.4%) have remained 
well for two years in England, and a further five (8%) have had 
mild gastro-intestinal symptoms. Ten (16.1%) cases have 
s-rfrapaArinss. Vcuvn/j, hn«ji/aJ. Tx India.. Virus, of. 'hrsss, xsJaJjsniL 
on the ship during evacuation to England under conditions of 
crowding, excessive heat, and dietetic insult. Five have suffered 
further relapses during their second year 'in England. 


Diet 

. 

Calories 1 

j 

C 

1 

P 

F 

| 

Vit. A 

1 (l.u.) j 

Thiamine 

(mg.) 

1 Rjbofia\in 
| (mg.) 

Nicotinic 

Acid 

(mg.) 

^ Ascorbic 
Acid ! 

(mg ) | 

, 3 

1,513 

359 

ns 

45 

14,000 

i 

60 

| 38-3 

31 

4 

2.109 

233 

139 

69 

16.000 

1-4 

6*3 

25*5 i 


5 

Investigation 

2,584 

308 

149 

84 

17,000 

1-6 

6-3 


43 

i 

I 

2,037 

215 ; 

139 

69 ; 

1,900 

M 

3*2 

1 5*4 

28 

II 

2,620 

290 | 

149 

96 

3,500 

1-3 

! 3*2 




Diets used in routine treatment (include 
liver 4 oz. orally da3y) 


(t> 

Investigation diets used in therapeutic trials 


(a) Napier’s Diets 3, 4, and 5, as used in the dietetic treatment . . . , . 

(b) Investigation Diets. These modified Napier Diets were us^ * or patients on parenteral therapy. 


was checked at intervals by analyses of milk, fish, and meat. 
Thirty-seven of the patients were evacuated to England after 
about three months’ treatment, 23 of them in a state of com- 
plete remission and 14 in partial remission. The remaining 
15 failed to respond to treatment. Of the 14 in partial remis- 
sion six had persistent abdominal distension alone and four had 
steatorrhoea alone ; the remainder had a combination of these 
and failed to regain weight. However, all were progressing well 
at the time of embarkation, a date not governed by medical 
considerations. 

(b) Long Term (2 Years ). — During two years 29 cases have 
been in complete remission, four have periodically developed 
symptoms keeping them from work, and four more have 
relapsed and returned to hospital. It is noteworthy that the 15 
which failed to respond in the first instance were treated with 
parenteral liver as severe cases. The following summarizes 
these results : 


Short Term 
(to 3 months) 

Cases in complete remission 23 (44*2%) . . 

Cases in partial remission . . 14 (26-9%) . . 

Cases having relapse .. 15(28*9%) .. 

Total cases 52 


Long Term 
(during 2 years) 

29 (55*8%) 

4 (7*7%) 

19 (IS -r 4) (36*5%) 


Results of Parenteral Therapy 

Short Term (6 Months ). — This group of 25 cases comprised 
those previously mentioned who had failed to respond to 
dietetic treatment (15 cases), and those too ill on admission 
to be treated by diet alone (10 cases). All these cases were 
given investigation diets similar to the Napier sprue diets (see 
Table, (b) ), but without foods with possible therapeutic value, 
such as liver, bananas, and vitamin concentrates. They 
received liver over long periods, and some were given trials of 
injections of nicotinic acid and riboflavin for a short time. 


Effective Factors in Treatment 

Much of the confusion regarding the treatment of sprue 
can be avoided by appreciation of the cyclic evolution of 
the disease. The characteristics of the relapse and remis- 
sion phases of the disease have been previously described 
and will not be further discussed, but, as an example, the 
recognition that a glossitis usually lasting 2-3 weeks occurs 
early in remission has obvious bearing on assessing the 
efficacy of a therapeutic substance. Liver therapy is drama- 
tic, and may be life-saving when giveD in relapse, but has 
no detectable action when remission has developed. All 
therapeutic effects must therefore be assessed according to 
the point in the disease which has been reached at the 
time of treatment. A patient in relapse will always pass 
through remission at a variable rate before reaching com- 
plete symptomatic cure. The therapeutic factors briefly 
noted below will be assessed from this aspect. 

Diet ( Napier's sprue diets 1 to 5 ). — Of 52 cases treated 
by diet alone, 37 (71%) underwent remission, but only 23 
(44%) completed this phase in three months. Further 
cases recovered later, however, and 29 (56%) have remained 
well for two years in England. The effective factors in 
the diet are difficult to assess. Fifteen cases which relapsed 
or failed to improve on diet were deprived of liver, bananas, 
and vitamin extracts for periods up to 12 days as a pre- 
liminary to liver therapy, without any deterioration in their 
condition in this time. 

Protein . — In 10 cases undergoing remission during liver 
therapy a positive nitrogen balance was found by Dr. R. C. 
Clutton. In one of these a negative nitrogen balance had 
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been present during relapse, due to increased faecal 
nitrogen. In spite of dehydration, several cases in relapse 
exhibited low plasma proteins, which rose during remis- 
sion. These facts may indicate the value of a high protein 
diet in both phases of the disease. 

Fat. — During relapse, in cases where fat balance was 
possible, absorption of fat still remained in the region of 
50%. There was no evidence of fat excretion during remis- 
sion in two cases on a fat-free diet. Raising the fat intake 
from 69 g. to 96 g. daily, when justified by the clinical 
state, did not alter the percentage absorbed. 

Carbohydrate. — A glucose-tolerance curve is doubtful 
evidence of carbohydrate absorption in a disease which may 
involve liver function. Such curves, however, have been 
flat in relapse and often remained so for at least the first 
two weeks of remission, later rising to normal. Two cases 
since returned to England have had glycosuria, and one, 
since recovered, has been treated for diabetes for some 
months. This case had typical flat glucose-tolerance curves 
in India. 

Vitamins of the B Group. — Nicotinic acid (150 mg. daily) 
and riboflavin (5 mg. daily), added to parenteral liver, pro- 
duced no change in fat absorption or the clinical state in 
five cases, which were static in early remission. An impres- 
sion that yeast extract slightly accelerated tire already 
slowly increasing fat absorption needs confirmation. 

Salt. — In one case in severe relapse the effect of 10-15 g. 
of sodium chloride daily by mouth was tried for ten days. 
During this time fluid stools rose from three to nine a day, 
weight dropped from 88 to 86 lb. (39.9 to 39 kg.) (normal 
weight 1561b. (70.8 kg.)), anorexia increased, weakness became 
extreme, and there was vomiting. The blood pressure rose 
from 100/70 to 105/75 mm. Hg. Serum sodium rose from 
258 mg. per 100 ml. to 310 mg. per 100 ml., the plasma 
volume rising from 2.1 to 2.5 litres. This patient responded 
well to subsequent liver therapy. The serum sodium changes 
well illustrate how improvement may be found in one facet 
of the case in the presence of gross clinical deterioration. 

Sulphaguamdine. — This drug, given as for bacillary dysen- 
tery, improved the diarrhoea of relapse in sprue, often 
within 24 hours. The danger of dehydration was thus 
rapidly overcome, an invaluable advantage during the 
period of four days needed for liver to take effect. Sulpha- 
guanidine was only partially effective alone, and diarrhoea 
returned when it was stopped. It did not produce remis- 
sion of symptoms and its usefulness lay solely in controlling 
diarrhoea until liver became effective. 

Liver Therapy 

Although it has been known for some 20 years that 
parenteral liver is effective in sprue, its mode of action 
has never been clear. It has been presumed to be analogous 
to its effect in pernicious anaemia. As the haemopoietic 
acnon of fiver was found to be delayed in these cases an 
attempt was made to ascertain the reason for its undoubted 
f t c,' t i,,,er preparation used was a crude extract 
ot Indian manufacture, and a sample assayed in England 
v ' a ' rc P° r ted as equivalent to a standard proprietary pre- 
paration as regards haemopoietic activity. Dosage used 
"•as 10 ml dads for four days intramuscularly, followed in 
most cases b\ a further 4 ml daily for some weeks. 

f he effects ot liver depend on the phase of the sprue 
c - e during which it is gnen. It is active and beneficial 
in relapse but affords little benefit, if any, to a patient in 
remission This is confirmed in the present group of cases 
v the fact that 13 of 25 patients were still in partial remis- 
Mon aftcr some six months’ treatment, during which liver 
"as given over long periods. The more marked the relapse 
wndrome the more effective was liver therapy: its action 


was not proportional to the severity of the anaemia. The 
effects of liver and the times of their occurrence are shown 
in the Chart. There was a latent period of 3-4 days ; then 
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glossitis, if present, disappeared rapidly, whether post or 
propter hoc is not clear. Mental improvement was early 
and marked. Skin pallor changed to a warm flush and 
desquamation appeared at the end of about one week. The 
appetite improved, and became large. Gastric hydrochloric 
acid increased. Highly acid resting juice with hyperchlor- 
hydric curves — never found in relapse — were common. 
Abdominal distension increased for 3-4 weeks. After six 
weeks’ liver therapy the intestinal pattern reappeared on 
barium meal in one case in which it had been absent during 
relapse. In four other cases showing good response to liver 
it was also normal. Transit time of a marker through the 
gut was prolonged. 

Stools, though pale,, became normal in number and con- 
sistency within 3-7 days. This diminished loss of water 
in the stools coincided with the beginning of gain in weight. 
In one case nitrogen balance became positive within, a 
week of starting liver therapy. Fat absorption, apart 
from initial improvement with the cessation of diarrhoea, 
increased only slightly. The part that liver played in this 
is doubtful. Blood sugar curves improved inconstantly 
after two weeks, but it seems doubtful if this can be 
attributed to increased carbohydrate absorption alone. 

Haematological changes have been described in a pre- 
vious paper. Reticulocytosis was slight (not above 3%), 
but the red cell count slowly rose over a period of weeks, 
with steady diminution in the mean corpuscular volume 
to normal. It was remarkable how the blood count ami 
the weight of the patient approached normal values 
together. On two occasions liver failed to produce the 
effects described, which were, however, initiated by a 
subsequent blood transfusion. 

Conclusions 

In these cases the action of liver manifested itself on the 
gastro-intestinal tract from tongue to colon, producing evi- 
dence of increased absorption of water and water-soluble 
substances. No such marked effect was seen on fat absorp- 
tion. Haemopoietic response was slow and unlike that 
produced in pernicious anaemia. The effect of liver was, 
in short, to reproduce with remarkable accuracy the syn- 
drome of remission which occurred in the mild cases on 
diet alone. Such observations supply strong prima facie 
evidence of the action of an intestinal factor in the crude 
liver extract used. Should such action be due to folic acid, 
this substance will be shown to produce a comparable 
therapeutic action in cases of sprue in relapse. 

Summary 

The results of treatment are described in 62 cases of sprue 
in India, later followed for two years in England. Complete 
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remission following dietetic and/or parenteral liver therapy 
occurred in 69.4% of these cases and definite relapse in 16.1%, 
nearly all of whom first relapsed during transit to England. 

A brief review of the effective factors of treatment is given 
and the action of parenteral liver therapy analysed. 
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A Case of Thrombophlebitis Migrans 
The following case report may be of interest because it draws 
attention to the association of thrombophlebitis migrans with 
neoplasm, and because of an unusual event simulating an 
arterial block which occurred late in the illness. 

Case Report 

A married shorthand-typist aged 25 was admitted to the hospital 
. on April 16, 1948, with a three-weeks history of pain in the right 
side of the chest, an irritating dry cough, and increasing dyspnoea. 
In the past she had had bronchitis. 

On examination she was febrile — 100” F. (37.8° C.) — and was 
found to have a right pleural effusion with displacement of 
the mediastinum to the left. There was no dubbing of the fingers 
or evident enlargement of glands. A blood count showed : haemo- 
globin, 14.2 g. (96%); white cells, 12,300 (polymorphs 77%, 
lymphocytes 15%). The erythrocyte sedimentation rate was 6 mm. 
in one hour. The sputum showed mixed organisms, and $ haemolytic 
streptococci in culture. Tubercle bacilli were not seen. An x-ray- 
film confirmed the presence of fluid but was otherwise unhelpful. 
Pleural tap produced clear fluid, mainly lymphocytic, with some 
endothelial cells and an occasional polymorph. Culture was sterile. 
A provisional diagnosis of tuberculous effusion was made. 

Owing to increasing dyspnoea, fluid was withdrawn from the chest 
on April 26 and 29 and May 4, 7, 12, and 14, always from the right 
side, although the effusion was bilateral by May 14. The specimen 
taken that day contained a fair number of red cells and 15% of 
endothelial cells. 

On April 22 the patient developed pain in the right calf, thrombosis 
of the saphenous and femoral veins becoming complete over the next 
four days. Then thrombosis was detected in the left calf, and two 
days later there was swelling of the right arm, with pain over the 
right side of the chest, and haemoptysis, followed the next day by- 
thrombosis in the left antecubital fossa. In view of the migrating 
form of the thrombosis a neoplasm in the chest was considered 
likely, but could not be demonstrated. 

During the next week there w-as considerable improvement in the 
swelling of the legs ; but a week later thrombosis of the right external 
jugular veins occurred, and after another week thrombosis of the 
innominate vein with dilatation of the veins over the front and back 
of the upper part of the chest. 

On May IS she complained of pain in the right hand, which was 
found to be blue and cold from the lower third of the forearm. No 
arterial pulsation could be felt with certainty below the axilla. There 
» were no objective sensory changes over the affected hand or wrist. 
An arterial block was diagnosed, but embolectomy was out of the 
question, and the patient died some seven hours later. 

Necropsy . — The principal findings were: (1) Bilateral pleura! 
effusions and pericardial effusion. (2) A primary growth 1 cm. in 
diameter with a necrotic centre was growing from a minor bronchus 
of the right middle lobe of the lung. It was anaplastic, being 
partly spheroidal and partly squamous. (3) Multiple small nodules 
of growth were found in the parietal pleura and in the visceral surface 
' of :he pericardium. (4) Metastases were also found in the liver, 
both suprarenals, the left ovary, the head of the left femur, the lower 
deep cervical, paratrachcak mediastinal, and para-aortic glands, and 
the lymphatics of the pericardium and myocardium. (5) The super- 
i v fidal veins of the thorax were thrombosed, as were the jugular, the 
{ innominate, the vena azygos, and the main branches of the pulmonary- 
veins. There was a large ante-mortem thrombus protruding from 
the superior vena cava into the right auricle of the heart. (6) Ante- 
mortem thrombus was also found in the axillary, brachial, and 
antecubital veins on the left, and also for about 1 in, (2.5 cm.) in 
the left femoral vem beneath the inguinal ligament. (7) The left 
nxillary-brachial-radiat artery was patent throughout its entire length 
and there was no evidence of embolus in it. (8) There was a very- 


small patent foramen ovale. (The skull was not opened, and other 
veins were not observed). 

Discussion 

Two points of minor interest are -. the youth of the patient— 
she was only 25 — and the silent onset and rapid dissemination 
of the growth ; for, apart from a recent bronchitis, from which 
she had made a complete recovery’ with a clear x-ray picture, 
she had been well. 

The likelihood of a bronchial carcinoma being the primary 
cause of the pleural effusion was suggested by the onset of 
thrombophlebitis migrans, and was of course confirmed at 
necropsy. x 

Finally there was the occurrence of what appeared to be an 
arterial block in the left brachial artery, as evidenced by a 
cold, blue, painful hand and wrist, with a vague line of 
demarcation and absent arterial pulsation. It was debated 
at the time whether the block was due to an embolus from 
the lung or through a patent foramen, or whether it was due 
to an extension of the infected process to the artery wall from 
the neighbouring thrombosed vein. However, at necropsy no 
obstruction to the artery was demonstrable, nor could anything 
be found to account for this terminal episode. 

C. A. Hinds Howell. D.M., M.R.C.P.. 

Physician. Ashford County Hospital, 

Otitis Externa Granulosa 
The presence of granulations within the external auditory- 
meatus is usually regarded as indicative of chronic suppura- 
tive otitis media, and this disease is in fact the commonest cause 
of their formation. It seems less well known that such granula- 
tions may be found in the presence of an intact drumhead and 
normal middle ear. 

Clark (1946) described a granulomatous type of purulent 
otitis extema which he had seen when in charge of a British 
Army E.N.T. centre in India. He reported “ a sessile plaque 
attached to the outer surface of the drumhead itself, or small 
pedunculated masses arising from the meatal walls." Moffett 
(1943), also from India, described and illustrated cases of 
•• granulating myringitis,” but he emphasized that in this condi- 
tion no diffuse external ear inflammation was present. He did. 
however, state that "granulations in the external auditory 
meatus associated with various types of otitis externa are by 
no means uncommon." 

While Command otologist for Austria (and for part of the 
time for North Italy as well) over a 12-months period 1 observed 
13 cases of otitis externa granulosa. During the same period 
l saw 118 cases of otitis extema without granulations and 82 
cases of chronic otitis media. (Cases of chronic otitis media 
with otitis extema secondary to the middle-ear discharge have 
been recorded only under chronic otitis media. Cases of 
furunculosis occurring without a pre-existing otitis extema 
have been excluded. Cases of otitis extema confined to the 
pinna were often dealt with by the dermatologist and have 
also been excluded. The term " chronic otitis media " has been 
used comprehensively to include long-standing chronic suppura- 
tive otitis media and cases of " old dry perforations " that had 
become reinfected.) 

Most of my cases, in all three groups, were seen during the 
hot weather, and an association with swimming generally- 
seemed to be aetiologically significant. The cases with mith 
extema granulosa were usually those in which the cutaneous 
inflammation was especially severe or neglected and in which 
there was a foul-smelling purulent discharge. Such a case was 
very likely to be diagnosed and treated as C.S.O.M. by the 
unwary- 

The granulations in my cases were more often of the peduncu- 
lated type, arising from any part of the deep meatus and only 
in the minority of cases having attachment to the drumhead. 
Three of my 13 cases were associated with a meatal furuncle. 
No cases of Moffett's “granulating myringitis" were seen. 

The differential diagnosis from chronic otitis media was made 
bv cleaning with wool mops (using olive or arachis oil) and the 
gentle removal of granulations with aural crocodile forceps. 
One could then see (though perhaps not till the second or third 
treatment! an intact drumhead with normal landmarks. The 
extema cases responded to cleansing much quicker than cases 
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of chronic otitis media with granulations. Another point was 
that the odour of the pus in some cases early raised a suspicion 
that one was dealing with an entirely external otitis. Also the 
transmitted pulsation often seen on observing the pus coming 
from a middle ear is absent in a purely cutaneous suppuration. 
The presence of mucus in the discharge sometimes indicated 
that there was a middle-ear infection before the perforation 
could be seen. * 

A variety of C.S.O.M. that one must be very Careful not to 
confuse with otitis externa granulosa is that with granulations 
protruding from an attic perforation or from a meatal fistula. 
One can diagnose the latter by noting that the discharge comes 
from a fistula or attic perforation on using Siegle’s speculum. 
Gentle use of a probe will confirm this. 

Much has been written on the subject of treatment of otitis 
externa, and I do not intend to enter into details. In my cases 
I became convinced that by far the most important thing was 
gentle but thorough daily cleansing of the meatus. But granula- 
tions, when present, were removed with crocodile forceps, and 
occasionally use was made of a silver nitrate bead fused on to 
a probe. This alone rapidly cured most cases. 

Norman A Bum, F.R.C.S.T.6., D.L.O., 

Late Major. R A M C 

Note — Since the submission of this paper Johnston (1948) has 
written an excellent article on ear condiuons, including otitis externa 
granulosa 
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Pre-pubertal Gonococcal Peritonitis 

Peritonitis and salpingitis are rare complications of gonorrhoeal 
infection in female children (Bidwell, 1904; Hamilton, 1910; 
Koplik, 1910; Fraser, 1923 ; McLachlan, 1947) Few case 
reports have been published (Comby, 1901 ; Dowd, 1902 ; 
Hunner and Harris, 1902 . Bidwell, 1904 ; Carpenter, 1904 , 
Wclt-Kalels, 1904), and statistics regarding incidence are diffi- 
cult to obtain, but most would agree with McLachlan (1948, 
personal communication) that there is peritoneal involvement 
in about 1%. The following is the report of a case in which 
unilateral tubal involvement following an untreated gonococcal 
vulvo-vaguims of short duration simulated acute appendicitis 
so closely that laparotomy was indicated. 

Case Report 

A girl agtd 7 was brought to the casualty department by her 
mother on April 27, 1948, with the complaints of vulva! soreness 
which had begun twenty-four hours previously, abdominal pain of 
twelve hours’ duration, and dysuria for three days The mother had 
noticed that the child had a vaginal discharge at the time of com- 
plaining of dysuna; vomiting had occurred twice shortly before 
being brought to hospital The bowels had been acting regularly. 
The mother denied having any symptoms, and stated that her 
husband was also healthy 

On examination the child appeared toxic The face was flushed, 
die tongue furred and dry. The temperature was 101 8° F. (38.8° C.) 
and pu'^e rate 140 On abdominal exammauon, limitation of 
respirator, movement affecting the lower abdomen was seen and 
general abd miml pam complained of, but on palpation the maxi- 
mum tenderness and rigidity were loealtzed in the right iliac fossa 
Inspection m the lithotomy position revealed a red, oedematous 
vulva, purulent vulvo-vagmal'discharge, and redness of the vagina 
and ureihra! meatus A film of the discharge showed pus cells and 
scanty Gram negative intracellular diplococct morphologically indis- 
unguistnblc from gonococci Culture confirmed that this organism 
was Ncme'ta yonorrhoene 

A dngncsib of acute peritonitis was made, but, as appendicitis 
could noi be excluded because of the major localization of pain in 
the right iliac fersa and a rising pulse rate, further examination under 
genera! anaesthesia, and possible laparotomy, were advised. 

Under nitrous-oxidc-oxygen-cthcr anaesthesia no abnormality 
could be felt m the nght iliac fossa Examination of the cervix by 
means of a small Fergusson-ty pc speculum showed marked injection 
Cl , )4 c ' in: d portion but no obvious discharge from the cervical 
canal. This suggested appendicitis rather thaw the raver gwrocaccal 
salpingitis as the cause of symptoms The abdomen was therefore 
openei. th-ouph a right paramedian incision. A small amount of 
turb J odourless free fluid was found in the pelvis. In the right 


iliac fossa the caecum and small bowel showed some patches of 
exudate and congestion. The right Fallopian tube was thickened and 
distended with purulent material, which was leaking from the fim- 
briated extremity. Bacteriological examination of this exudate 
showed numerous pus cells and typical Gram-negative diplococd, 
but no growth was obtained on culture. The left tube and ovaiy 
were normal, as was the appendix, which was not removed. The 
wound was closed in layers without drainage after a suspension of 
penicillin solution (500,000 units in 10 ml. of normal saline) had been 
introduced into the peritoneal cavity. 

Convalescence was uneventful after the institution of a course of 
peniciiim-sulphamezathine therapy, the child being discharged on 
the fifteenth day with a well-healed wound and no genito-urinary 
symptoms. Repeated examinations during convalescence and subse- 
quently have shown no clinical or bacteriological sign of relapse. 

Both parents were examined for gonorrhoea, with negative results; 
the epidemiological aspects could not, however, be satisfactorily 
completed, as the child had been on holiday some distance from 
home and it was impossible to tiace contacts. As no history of 
interference was elicited, the inference was “ accidental infection.” 

Comment 

In the published reports the reason most often given for 
laparotomy has been the difficulty of accurate differentiation 
between acute appendicitis and salpingitis. Bloch el al. (1938) 
state that since Hatfield's case in 1886, 56 cases had been 
reported up to 1938, and in 20 of these laparotomy was 
performed because of incorrect or uncertain diagnosis. Notes 
(1938) added 16 cases of his own, in none of which did 
he perform laparotomy. Weill-Halte et al. (1940) reported a 
further case treated successfully with sulphapyridine. A 
comprehensive summary of the condition is provided by Norris 
(1913) and by Maguire (1944), who stress the difficulty of exclud- 
ing appendicitis as the cause of peritoneal signs and symptoms. 
The latter adds two cases, and mentions another of interest in 
which appendicitis was misdiagnosed as gonococcal peritonitis, 
principally because of the presence of leucorrhoea, and treated 
conservatively for four days before the need for laparotomy 
became evident. 

In the case reported by us the possibility of the symptoms 
being due to gonococcal salpingitis was fully realized. The 
history, the localization of the abdominal findings, and the lack 
of cervical discharge made it impossible to exclude appendicitis 
completely. A therapeutic test with penicillin was considered, 
but, with a rising pulse rate, the delay of even a few hours which 
would have been prejudicial in a case of acute appendicitis 
seemed a contraindication to conservative treatment. 

Our thanks are due to Dr. A. E. W. McLachlan for much helpful 
advice and encouragement, and to Mr. P. H R. Ghey for permission 
to publish details of the case. 

Michael Solomons, M.B., B.Cb., 

Assistant Master, Rotunda Hospital ; 

Late Gynaecological Registrar. 

Addcnbrookc's Hospital, J. F. R. WlTHYCOMBE, F.R.G.S , 
Cambndg. Resident Surgical Officer 

References 

Bidwell, L A (1904) Bril, J. Child. Dis , 1, 435. 

Bloch, H , Pacell3, B. L , and Locastro, B (1938). Arch. Pcdiat., 55, 714. 
Carpenter, G (1904) Bril J. Child Dls , 1, 437. 

Comby, J. (1901 >. Arch. med. Enf , 4. 513. 

Dowd, C. N. (1902) Ann Stirg , 35, 276 

Fraser, A R (1923) A Me — -’. - f" — ’ ' Kimpton, London. 
Hamilton, B. W. (1910) J i i 31 l'-<- 

Hatfield, M. P. (1886). Arc l <' •..I'-!:. 

Hunner, G L , and Hams, N MacL (1902). Bull Johns Hopk. Hasp , 13, 121. 
Kophk, H.(1910). Discasesaf Infancy and Childhood, Sided Kimpton, London 
McLachlan, A E. W. (1947) Handbook of Diagnosis and Treatment of Venereal 
Diseases, 3rd ed Livingstone 
Maguire, D L.(1944). J. Pedtat , 24, 650 

Noras, C. C, (1913) Gonorrhoea m Women Saunders. Philadelphia. 

Notes, B (1938). Amer, J. Obstet Gy rec . 35, 331 

Wedl-Halle, B , Papaioannou, A , and Lagroua (1940) Bull Soc. Pedial., 37, 511. 
Welt-Kakels, S (1904). N. V. med J , 80, S23 


The U.S medicinal chemicals industry manufactured £50,420,000 
worth of drugs and other medical products during 1947, according to 
a report just compiled by the Bureau of the Census of the U.S 
Department of Commerce. This represents an increase of 860% 
over the output for 1939, when the last census was taken. This 
phenomenal growth is partly due to the discovery of penicillin and 
other antibiotics and the increased use of other” medical products, 
such as vitamins. The average number of workers, in the iwiustr) 
for 1947 was 9,414 as compared with 1,802 in 1939, wages were 
12 times larger than in 1939, and the total expenditure for new pta ! 
and equipment during the year totalled £3,375,000. — B.V.P. 
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ESSAYS ON SOCIAL MEDICINE 

Measurements o! the Public Health. Essays on Social Medicine 
By F. A E. Crew, M.D, DSc., Ph.D , F.RCPEd, F.RS 
(Pp. 243 ; 57 figures. 18s) Edinbureh and London: Oliver and 
Boyd. 1948. 

Professor Crew follows the excellent plan of taking as the 
text for his book the data published by the Registrar-General 
for Scotland. He reproduces the more important tables, com- 
ments on their contents, points out how the vital statistics 
differ from those of other countries, and discusses their social 
and biological implications. For instance, the figures of 
multiple births lead the author to explain the difference between 
identical and fraternal twins and triplets, and that leads on to 
the question of Nature lerrns nurture. The chapter on the 
sex ratio opens with statistics of the ratio at birth and m the 
post-natal population, and common-sense remarks on the imme- 
diate causes are followed by a lucid account of the sex- 
determining mechanism. This leads to a brief study of the 
inheritance of haemophilia, and the chapter ends with a dis- 
cusston of the usefulness of sex No doubt one travels a long 
way from mere figures — thus, the statistics of divorce lead to 
observations on the origin of the family — but for readers with 
no passion for sums (perhaps a majority of medical students) 
it is surely the right method. It will persuade many that dull 
arithmetic can be both a foundation for and a means of testing 
very interesting social theories It was the method of that great 
pioneer, John Graunt. 

It may be a little ungracious to criticize the detail of an 
interesting book, but, as actuaries are often amused by lav 
misunderstanding of that overworked phrase "the expectation 
of life,” it is necessary to say that the lower half of p 15 is 
incorrect The expectation of life at any age is not the 
“ probable number cf years " a person of that age mav expect 
to live, and actuaries do not construct life tables for the primary 
purpose of computing expectations of life. The expectation 
of life at age x is the sum of the lengths of life of all who 
died older than x, divided by the number who reached age 
x ; that is, it is the arithmetic mean of the frequency distribu- 
tion of lengths of life where x is the origin of measurement 
If, and only if. the frequency distribution were symmetrical, 
mean and mode (the tallest ordinate qf the frequency curve) 
would coincide. The distribution of ages at death is very 
skew, and at different ages the mode is greater or less than the 
mean. For instance, at age 30 (E L. No 10, males) the expecta- 
tion of life is 38 21 ; the mode of the curve of deaths is between 
age 74 and age 75, so the “ probable ” after-life time is some- 
where between 44 and 45 years But at age 75 the expectation i~ 
6.43 y ears, and the “ probable ” after-life time is less than a y ®ar 
However, a reader will not come to this book to learn 
statistics, but to gratify curiosity as to what vital and medical 
statistics suggest to an inquiring mind, and his interest should 
be stimulated by it On the whole. Professor Crew's outlook 
is optimistic — possibly over-optimistic. He does indeed wam 
the reader that great pestilences may arise again, but he has 
confidence in our defences “ The freedom from the epidemic 
diseases which the Scottish population now enjoys rests on the 
unremitting attention of the public health authorities and their 
medical staffs and upon the intelligent awareness of the general 
public concerning the nature of these diseases and the means 
that have been made available for their control ” But there 
is always the possibility that “flu” may become influenza 
Between 1S4S and 18S9 nobodv m Great Britain bothered his 
head over influenza, and by 1914 the vounger generation had 
forgotten or never knew the influenzas of 1S90 and 1891 Young 
i people now do not remember the autumn of 19IS 
, Mxjor Greenwood 

THE STRUGGLE TO SURVIVE 

'( Reproduction and Survival By R Christie Brown. FRCS. 

' F R C O G (Pp. 10S 6s.) London : Edward Arnold 194S 

* The author believes that the statement that reproduction is a 
i physiological and a healthy process requires amplification. 
i Without wishing to stress the dangers of childbearing, he thinks 
it necessary at the present time, when the public is being taught 


that childbirth is simple and safe and should be more or less 
painless, to call a halt and review Nature’s purpose in repro- 
duction : to ensure survival of the race. In doing so Nature 
has no care for the parent. Numerous examples are cited in 
support of this view, from the mites that eat their mothers 
during hatching to the salmon that, after spawning, rapidly 
ages and dies, and the drone which, after fertilizing the queen, 
falls back to the earth dead, leaving most of his entrails 
attached to his mate. Nature, besides being ruthless, is on the 
whole stupid, favouring the survival of the physically strong 
and eliminating the weak. Medicine has different values, how- 
ever, and recognizes that the physically weak are often mentally 
superior and therefore worth preserving 

While generally supporting this view — that Nature needs 
watching — the author makes a cunous exception. He assumes, 
probably correctly, that the embryo elaborates its own hor- 
mones and is therefore dependent on itself for its intra- 
uterine survival. Although he administers hormones m early 
pregnancy to prevent miscarriage, he would withhold endocrine 
therapy after the eighteenth week, when elaboration of 
hormones by the corpus luteum ceases and the foetus has to 
rely on its own resources He advances the interesting view 
lhal the stronger and healthier the foetus the more abundant 
the hormones produced in the placenta, and in consequence the 
more the mother suffers during her pregnancy ; and, on the 
contrary, the less she suffers in pregnancy the less effective are 
the foetal hormones But as the mother is then less prepared 
for labour — the cervix less softened, the pelvic joints less 
relixed, and the utenne contractions less efficient — she lo c es 
in labour what she gams in pregnancy 

In the final chapter the philosopher becomes again the 
practical obstetrician who gives wise advice on how Nature's 
attempts to eradicate those she considers least fitted to survive 
may be frustrated The work will appeal to those who want 
something different from the ordinary textbook. To others 
who are not interested m the arguments and speculations of 
the earlier chapters the last three will more than justify the 
small expenditure necessary to give it a place on their 
bookshelves 

F. J. Browne. 

ELEMENTARY ANAESTHESIA 

Elementart Anesthesia By W N Kemp, MD, CM 

(Pp 259, 100 figures S5 00 or 27s 6d ) Balumore: The 

Williams and Wilkins Company London BaUlftre, Tindall and 

Cox 1948 

This hook gives a good picture of the modern transatlantic 
practice of anaesthesia and analgesia. It opens with a brief 
historical resume, which is followed bv an account of the 
phvsiological and pharmacological background to anaesthesia, 
and a description of the signs of narcosis Premedication and 
modem techniques with general and local agents are well 
described, although no mention is made of refrigeration beyond 
a passing reference to ethyl chloride sprays Curare is dis- 
cussed adequately, but it is unfortunate that both “standard” 
and ” high potency ” solutions are referred to in “ Squibb 
units” and not in milligrams It should surely be possible 
bv now for international agreement to be reached on such 
an important matter as the standardization of curare solutions. 

It is perhaps inevitable that many British readers will not 
agree with some of Dr. Kemp’s conclusions. He has, for 
example, a low opinion of tnchlorethylene— “ the only indica- 
tion for the use of this agent is the total absence of other 
less toxic and more reliable general anaesthetic drugs such as 
ether, chloroform, cvclopropane, etc ” Under anaesthesia for 
thvroid surgery the somewhat startling statement is .made : 
“With the advent of propyl thiouracil. thyroidectomy will soon 
be a rare operation ” This does not appear to be the present 
view of such American authorities as the staff of the Lahev 
Clinic Dr Kemp is a staunch supporter of the existence of 
“status Iymphaticus ” and devotes a whole chapter to the 
subject, including an account of some original work. He 
regards the came of the condition as a temporary hypofunetion 
of the adrenal cortex in a child already handicapped by inade- 
quate thyroid function, the latter due to insufficiency of dietary' 
iodine 

The binding, priming, paper, ard illustrations are all firs! 
class, but there are many typographical errors, particularly in 
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proper names. For example, a casual reading showed that 
Henry Hill Hickman, Humphry Davy, von Liebig, Fourneau, 
R. R. Macintosh, R. Machray, and Joseph Priestley are all 
misspelt. This is a pity, as it tends to convey an impression 
of slovenliness which the book does not deserve. 

C. Lanqton Hewer. 

ABDOMINAL HERNIA 

The Surgery of Abdominal Hernia. By George B. Mair, M.D., 

F.R.F.P.S.G., F.R.C.S.Ed. (Pp. 408. 138 figures. £1 5s.) 

London : Edward Arnold. 1948. 

We can recommend this book as a reasonable and well- 
documented consideration of present views on all types of 
abdominal hernia. The author is for the most part justifiably 
critical of many modern methods, but he shows considerable 
partiality for the method of repair by whole skin grafts — a 
method of which he was a pioneer in Britain. It is perhaps 
unwise to allow thirty pages in a small book to such a full 
description of a type of operation which yet has to prove its 
merit in the surgical world. 

After a chapter of genera! observation we are instructed in 
the management of strangulated hernia, and then chapter by 
chapter the author describes the various types of hernia, 
including their complications and a full account of the best 
line of treatment. It is impossible in a short review to discuss 
the many debatable views expressed, but it is clear that he 
has made a conscientious and informed attempt to assess 
correctly the merits of the various operations. The author 
states (p. 20) that a cold abscess will not give an impulse on 
coughing. The reviewer well remembers every member of 
an intelligent Fellowship class diagnosing as a femoral hernia 
what was in reality a cold abscess simply because it gave a 
good impulse on coughing. 

The book is of handy size, printed on good paper, well 
Illustrated, and there is a good list of references at the end of 
each chapter. In the bibliography of diaphragmatic hernia we 
missed the most valuable contribution of Dunhill. 

Zachary Cope. 


BOOKS RECEIVED 


[■Review is no! precluded by notice here of books recently received) 


Text-Book of Ophthalmology. By Sir W. S. Duke-Elder, 
K.C.V.O., M.A., D.Sc., Ph.D., M.D., Ch.B., F.R.C.S. Vol. 4. 
(Pp. 1,154. 70s.) London : Henry Kimpton. 1949. 

This volume is concerned with the neurology of vision and motor 
and optical anomalies. 


Nutrition and Physical Fitness. By L. J. Bogert, Ph.D. 5th ec 
(Pp. 610. 21s.) London: W. B. Saunders. 1949. 

A non-technical work. 


A Comprehensive Review of Dentistry. Edited by V. J 
Trapozzano, D.D.S., F.A.D.P. (Pp. 661. 32s. 6d.) London 

W. B. Saunders. 1949. 

In catechism form, written for United States dental students. 

Histopathology of Irradiation from External and Interm 
Sources. Edited by W. Bloom, M.D. (Pp. 808. 48s.) London 
McGraw-Hill. 1948. 

Report of three years’ research under the direction of’ the Atomii 
Energy Commission. 

Muscles: Testing and Function. By H. O. Kendall and F. P 
Kendall. (Pp. 278. 41s.) London: Baillifcre, Tindall and Cos 
1949. 

Illustrated descriptions of muscle-testing procedures and th 
functional significance of muscle weakness and contracture.’ 

Diagnostische und Therapeutische Eingriffe des Internistci 
By E. Regenbogen. (Pp. 262. M. 14.40.) Stuttgart: Geor 
Thieme. 1949. 

Clinical methods for the house officer 

Foundations of Psychology. Edited by E. G. Boring and Other 
(Pp. 632. 24s.) London: Chapman and Hall. 1948. 

An elementary textbook. 


BACTERIOLOGY 

Zinsser's Textbook of Bacteriology. Ninth edition. Revised by 
Das id T. Smith, M.D., Donald S. Martin, M.D., Norman F. 
Conant, Ph D., Joseph W, Beard, M.D., Grant Taylor, M.D., 
Henry I. Kahn, Ph D., M.D., and Mary A. Poston, M.A. 
(Pp 992. illustrated. $10.) New York: Appleton-Century- 
Crofts, Inc 1948 

This well-known textbook, first published in 1910, the work of 
Zinsser, together with Hiss and later Bayne-Jones, is now dedi- 
cated to its original authors and re-compiled by seven of the 
present staff of the Duke University School of Medicine. It 
has been extensively revised, and its illustration, lavish even 
b\ American standards, includes many beautiful photographs 
and much useful graphic and tabular matter, particularly with 
reference to the epidemiological and public health aspects of 
its subject. In scope and scale it is much more than an ordinary 
textbook, and the professional bacteriologist will find it a use- 
ful guide to the best current American practice. The section 
on fungi, often lacking or inadequate in other textbooks, is 
particularly full, and nearly a fifth of the whole book is devoted 
to rickcttsiae and viruses. There is very little to criticize, but 
we nv.\ note that " reversed selective bacteriostasis ” is a myth, 
that the pigment produced by Bact. melaninogenicum is not 
mclin.n, and that "B subtilis, as far as we know, has nothing 
to do with hay fever. There are very extensive lists of refer- 
er^ev md an appendix on methods : the table of contents 
ccaip :v 30 pages and the index 40. 

L. P. Garrod. 


Lung Dust Lesions ( Pneumoconiosis ) versus Tuberculosi 
By L. G. Cole, M.D., FA.C.R. (Pp. 474. $10.00.) New York 
American Medical Films. 1948. 

Differential diagnosis is emphasized. ' 

Cirugia de las Paralisis Espdsticas. By F. B. Mora. (Pp. 15 
65 cents.) Jose Janes. 1948. 

Surgery of spastic paralysis. 

L’Anestltesie au Cyclopropane. By Dr. Lavoine. (Pp. 126. N 
price.) Paris: Vigot. 1949. 

A short account of cyclopropane anaesthesia. 

Hematology. By C. C. Sturgis, M.D. (Pp. 915. 63s.) Oxford 
Blackwell. 1949. 

A comprehensive work. 

Atlas der Augenkranhheiten. By R. Thiel. 5th ed, (Pp. 22: 
M. 60.) Stuttgart : Georg Thieme. 1948. 

An atlas of diseases of the eye. 

Les Maladies de L'Appareil Cardio-Vasculaire el les Maladit 
du Sang. By J. Trabaud and J. R. Trabaud. Vol. 4s 2nd ct 
(Pp. 216. No price.) Paris: Vigot. 1949. 

A handbook of treatment. 

DieDurchieuchtungstechnikderThoraxorgane. By E. A. Zimme 
(Pp. 119. 12.50 Swiss francs.) Basle: Benno Schwabe. 1949. 

An account of the uses of fluoroscopy. 


I S.-rgeon’s Domain, by Dr Bertram M. Bemheim (pp. 217; 
n « 6d Ktncsuood. Surrey: The World’s Work (1913), Ltd.), is a 
berk a-d amuvng commentary on American surgery as seen through 
it ,• e»c\ of one who, as he admits himself, came in by the back door. 
D- Oc-rhcim has been for many years attached to the Johns 
Her- tfs Medical School, ami gives personal reminiscences of many 
ot Its great men His cheerfully tolerant attitude towards dichotomy, 
com tverciaUzed operating, and slipshod diagnosis may alarm some 
cf I is readers in Britain and embarrass some of his colleagues in 
America, but the narrative runs with a cheerful swing that cannot 
is’ t ’ i -'crest t’-e su-eical reader 


Dermatologische Kosmetik. By L. Kumer. (Pp. 192. Sch, 30 
Vienna: Wilhelm Maudrich. 1949. 

A short book on dermatology, mainly concerned with treatment. 

Society and the Criminal. By Sir Norwood East, M.D 
F.R.C.P. (Pp. 315. 10s.) London: H.M.S.O. 1949. 

Anaesthetics for Medical Students. By Gordon Osllere, M.B 
B.Chir., D.A. (Pp. 108. 7s. 6d.) London : J. and A. Churchil 
1949. 
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AN A3 NATION? 

The physical measurements and state of health of recruits 
to the fighting Services have often been used as evidence of 
the general health of the nation. In fact, in both peace 
and tsar such figures are of very doubtful value. In peace- 
time — before 1939, that is — the recruits offering themselves 
were self-selected and certainly not a cross-section of the 
young male population. In addition, the standards set for 
their acceptance or rejection varied from time to time with 
the needs of the Services for men. During war the exami- 
nations are spread over a very much wider field, but many 
occupations are reserved and the men in them not called 
up. Once more this limitation of the men medically 
examined must seriously affect the picture and make it 
inapplicable to the male population as a whole. The best 
"example of such bias was probably the famous “ C3 
nation ” report 1 of the first world war, for this was based 
upon the medical boards' returns for 1918, when the men 
examined were the residue of repeated examinations and 
the physically fit had already been enlisted. 

With the coming into force in 1939 of the Militia Train- 
ing Act a much more hopeful prospect of obtaining satis- 
factory statistics at once became apparent. Under the 
regulations every male aged between 20 and 21 years of 
age was obliged to register for military training. Owing 
to the outbreak of the second world war the examination 
of the, roughly, 300,000 young men concerned was not com- 
pleted, but some 90,000 had been through the medical 
boards, their priority being based merely upon date of 
birth. A few exempted or deferred trades — the most 
important of which would be farm workers — prevent this 
sample being strictly representative in the statistical sense, 
but it is certainly good enough to give a reliable picture 
of the young men of 1939. These data were therefore made 
available to the Medical Research Council by the Ministry 
of Labour and have been fully analysed by Dr. W. J. 
Martin, 5 working in the Council’s Statistical Research Unit 
at the London School of Hygiene and Tropical Medicine. 

Martin's report is certainly a sound corrective to the 
pessimism created by the “ C3 ” report of 1920, and, indeed, 
is encouraging in that it is based upon data obtained so 
soon after the years of economic depression in the early 
nineteen thirties. Slightly over 81% of those examined 
were put in Grade I — men fully fit or with remediable and 
only minor disabilities. Nine per cent, fell in Grade II — 
men with poor eyesight, deformities of the feet, or other 
moderate defects — while 52% came into Grade III and 
2.7% into Grade IV — men with marked disabilities or 
serious disease. (A proportion of these would, of course, 
have been absent from the examinations — in sanatoria and 

1 Ph\ Examination of Men of Military stge t\ National Service Medical 
Boj'ds \92\ London: H M5 O 

* The Ph\siqu~ of Yoons Ad dl Males. Med Res Coun Memo No, 20, 1949. 
London: H M S Q. Price ts 3d 


hospitals — and consequently there is some understatement 
of the number in the final grade.) Subdivision of these 
figures shows a rather higher standard of fitness in the 
countryman as compared with the townsman, and it is 
interesting to note that this superiority is quite, indeed 
particularly, distinct in the measurements of eyesight 
Thus men with a visual acuity of 6 '6 or better in both 
eyes formed 73% of the total in the rural districts, 67.5% 
in the small towns, and only 62.5% in the large towns. 

The average physical measurements of all these young 
men are expressed by a weight of 135.7 pounds (61.6 kg.), 
a height of 5 ft. 7.5 in. (1.69 metres), and a chest circum- 
ference of 35.6 in. (89 cm.). In these measurements, too, 
the country dweller holds some advantage, and migrants 
from their place of birth were on the average physically 
superior, though slightly, to the stay-at-homes. This dif- 
ference may bear upon the level of local mortality and 
morbidity rates, the migrants being, as has beep believed 
in the past, the more physically fit It is this mobility of 
the population that perhaps accounts for the relatively 
small differences in physique displayed by Martin’s detailed 
regional analyses. The maximum difference in the mean 
stature is only about one inch (2.5 cm.) — from a mean of 
68.1 in. (1.70 metres) in the home counties to 67.0 in. 
(1.68 metres) in Lancashire. In weight the differences are 
rather larger but not really great, the highest averages being 
1384 to 1384 lb. (62.88-62.99 kg.) in the southern and home 
counties, and the lowest 132 lb. (59.93 kg.), again in 
Lancashire. Taking the three countries as a whole, there is 
surprisingly little difference between England, Wales, ^and 
Scotland. 

These figures, though confined to males of a particular 
year of life, are on an unprecedented scale for this country, 
and should clearly form a very' useful yardstick against 
which to measure progress or deterioration. It may be 
hoped, therefore, that further analyses will some time be 
made of the post-war generation of young men. The value 
of this field of observation has also been recently, perhaps 
unexpectedly, shown in quite another connexion. In the 
investigation by Drs. Alice Stewart and J. P. W. Hughes of 
tuberculosis in the boot and shoe trade, published in this 
Journal last week (p. 926), it was found that the physique 
of men called up in 1942-3 was rather lower in the shoe- 
makers than in other trades. Thus it seems that this occu- 
pation may to some extent attract men of subnormal 
physique — a fact which might well contribute to the excess 
of phthisis among them. Martin’s pre-war figures will also 
be of interest to the worker in anthropology and to those 
who have the rather more prosaic, but very important, task 
of seeing that machines, benches, uniforms, etc., are made 
to fit the man. 


SURGERY IN THE TREATMENT OF 
MENINGITIS 

The development of the different sulphonamides, penicillin, 
and streptomycin has been of such rapidity that it is diffi- 
cult to appreciate the improvement in the prophylaxis and 
treatment of many types of infections which have followed 
their introduction. Improved prognosis has emphasized 
the importance of early diagnosis and stimulated invest!- 
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gators to determine the most efficient methods of systemic 
and local chemotherapy; In infections of the meninges, 
formerly so often fatal, the alteration in prognosis has been 
remarkable. Further, the risks of meningeal infection fol- 
lowing brain wounds, basal skull fractures, and the surgical 
therapy of brain abscesses, as well as in other intracranial 
operations, have been greatly reduced. In a University of 
London lecture published in the opening pages of this issue 
Sir Hugh Cairns discusses the pathology and treatment of 
meningitis in the light of the knowledge gained since the 
introduction of chemotherapy. 

Apart altogether from the infection of the meninges, 
there arises in most cases a varying degree of obstruction 
to the circulation of the cerebrospinal fluid. This is impor- 
tant not only because it leads to an internal hydrocephalus 
but also because it may prevent antibiotics introduced into 
the meningeal spaces from being adequately distributed 
through them. While in the early stage of the inflammatory 
processes such obstruction will be due to pus and fibrin, 
organization of granulation tissue at a later stage may cause 
permanent obstruction by fibrous adhesions. Such a possi- 
bility must be borne in mind and treatment given if neces- 
sary, for death from hydrocephalus may occur in spite of 
successful sterilization of the meninges. Even minor degrees 
of obstruction to the flow of cerebrospinal fluid from the 
ventricles to the subarachnoid space may be associated 
with the formation of a pressure cone at the tentorial 
opening or the foramen magnum, with a consequent aggra- 
vation of the block. Cairns stresses the tendency for 
meningitis to recur. This may be due to the persistence 
of the infective process which gave rise to the meningitis. 
The importance of adequate therapy for the primary lesion 
— for example, a chronic otitic infection — is thus clear. 
But recrudescence of infection may be the result of the 
encapsulation of organisms by non-vascular fibrin, which 
protects them from antibiotics : therapy must continue until 
the fibrin is absorbed or organized into a fibrous tissue 
capsule for the contained organisms. Alteration of the 
patient’s posture may prevent the gravitation of pus and 
fibrin into the posterior portions of the ventricles and sub- 
arachnoid space. 

The operations which may be required during the course 
of meningitis include such diagnostic procedures as lumbar 
and ventricular puncture and pneumo-encephalography, as 
v,ell as the introduction of antibiotics into the cerebro- 
spinal-fluid spaces. While lumbar injection of the latter 
may suffice, evidence of a developing spinal block, obtained 
manometrically and by examination of the cerebrospinal 
fluid, indicates the need for cisternal or ventricular injec- 
tions. Meningitis may often follow read injuries in which 
there is a fracture of the anterior /cranial fossa, and in 
cases of cercbrospmal-fluid rhinorrhoea or of aerocele dural 
repair must be carried out early to prevent this complica- 
tion. If these signs are absent, and if there is no clear 
radiological indication of the site of a fistula between the 
meninges and the nose or one of its accessory sinuses, the 
indications for prophv lactic surgery are by no means clear. 

Perhaps in due course the most important aim of surgery 
in the treatment of meningitis will be to overcome obstruc- 

l Ari SU - Z : ISIS. CS, 

•-A< . J. Dir. Cir’J, 1947, 63. 297. 


tions to the cerebrospinal-fluid circulation. In the acute 
stage of such obstruction drainage of the inflammatory 
exudate by lumbar or ventricular puncture will suffice, but 
in the stage of formation of fibrous adhesions more radical 
treatment will be required. The site of the obstruction 
must be accurately determined — pneumo-encephalography 
is useful for this purpose — and it is also important to dif- 
ferentiate between the cases of communicating and non- 
communicating hydrocephalus. In this connexion Cairns 
suggests that antibiotics may be used as trace substances 
to replace the better-known Dandy dye test. 1 It seems likely 
that the obstruction to the circulation of cerebrospinal fluid 
in many cases of meningitis will be in the subarachnoid 
space — even when the hydrocephalus is of the non- 
communicating type ; and when an obstruction in the 
neighbourhood of the cisterna magna exists it is probable 
that other cisternae in the posterior cranial fossa and above 
it will frequently be stenosed. In such circumstances an 
opening into the fourth ventricle through the obliterated 
cisterna magna will do no more than bring the ventricle 
into continuity with the subdural space. The recent 
advances in the treatment of meningeal infection may thus 
lead to the extension of the pioneer work of Dandy in the 
treatment of internal hydrocephalus. Perhaps a reduction 
in the secretion of cerebrospinal fluid which Dandy and, 
later, Putnam and Scarff 2 have obtained in cases of com- 
municating hydrocephalus by cauterizing the choroid plexus 
may provide a solution in some cases. 

INDUSTRIAL REHABILITATION 

Occupational health may be difficult to define, but those 
whose aim it is to promote it are concerned, in the words 
of the Council’s useful report on “ A Comprehensive 
Occupational Health Service,” 1 with the study of indi- 
viduals in relation to the physical and psychological 
demands of their occupations, and of work and the 
work environment in relation to their effects on health.’ 
Many industrial workers with some sort of disability 
mental or physical, suffer from ill-health rather thar 
occupational ill-health. They have made the best o! 
things ; they work in a job where their limitations are 
recognized and their capabilities allowed full expression 
and they feel content. There are others — and in mam 
cases their physical disabilities arc slight — who find i ! 
impossible to get back to work after an illness or accident 
The industrial rehabilitation service takes care of these 
and it can also help those who, because of some long 
standing condition, 3 re gradually overcome by a sense o: 
inadequacy to such an extent that they feel incompeten 
to continue working even if the physical disability may bt 
no worse. This service is run by the Ministry of Labour 
which established a centre at Egham, Surrey, in 1943 aw 
since August of last year has opened eleven others, including 
the one at Leicester described on another page. 

The work is still in the experimental stage, but the result: 
so far seem to justify its being continued and indeec 
expanded. Most of the cases admitted to the Leiceste 

* British Medical Journal Supplement , 1949, 1, 296. 

2 British Medical Journal, 1949, 1, 965. 

3 British Medical Journal Supplement , 1946 1, 187. 
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unit have some mild psychological disability. The unit 
finds that a considerable number of these have become 
neurotic since being given a certificate for “light work” 
by their doctors. In many factories light work is menial 
work, and workers are apt to become demoralized by 
having to do it for long. Unfortunately, the only alterna- 
tive open to most of them is to stay at home, though some 
of the Leicester staff thought that this would be the lesser 
evil. The ideal would be to send all those who wish it to 
a local rehabilitation unit, facilities for which do not exist 
at present in most places. Though giving the temporarily 
disabled light work seems to help the production drive, 
it may well in the end hinder it by creating a large body 
of men who, having once slipped from their industrial 
niche, are unable to return to it. 

The Government's policy of full employment is too 
limited in scope : it refers to men rather than to ability. 
Many industrial workers are vaguely discontented because 
their talents are not fully employed. The rehabilitation 
services can help to solve the problem, though the best 
solution may lie deeper — in modifying industrial methods, 
on which much investigation is being done by industrial 
psychologists. An important function of these units is 
assessing ability. They give the man a chance to show 
what sort of work he is best able to do, and this is an 
important factor in restoring his self-confidence. It is 
essential also for doctors to know something of condi- 
tions in the factories where their patients work, and they 
can gain useful information and help from employment 
exchanges and the Ministry' of Labour's Disablement Re- 
habilitation Officers. The fruitful results of collaboration 
with these officers are recorded by Dr. Harris and Miss Lane 
at page 9S2. 

Whether the Ministry of Labour ought to be in charge 
of rehabilitation is questionable. It has established these 
units under the Disabled Persons (Employment) Act, 1944. 
Meanwhile the Minister of Health is urging hospitals 
to increase their facilities for rehabilitation. Though 
both Ministries are in Whitehall it sometimes seems that 
technical advances in the last 100 years have done little 
to speed communication between them, and it is unlikely 
that each could run its own rehabilitation sendee without 
duplication, confusion, and waste. The Minister of Health 
has stated recently in a memorandum 2 to hospitals that 
“ every' practitioner should assume responsibility for seeing 
his patients through to the point where they can either 
resume their former employment or be passed to the 
Ministry of Labour’s disablement resettlement officers for 
placing in some suitable alternative occupation.” Yet 
many of these are precisely the patients that ought to 
go to industrial rehabilitation units. The report 3 of the 
Association’s Rehabilitation Committee in 1946 emphasizes 
that the medical services of industry should be part of a 
comprehensive health sendee administered by a single 
Government Department, and the Council in its report on 
a comprehensive occupational health service expressed its 
opinion that the Ministry of Health is the appropriate 
central authority to plan and supervise such a sendee. It 
would seem to be proper for industrial rehabilitation to 
be a part of that service and come under the Ministn' of 
Health. 


SECRETARY OF THE MEDICAL RESEARCH 
COUNCIL 

Under the National Health Insurance Act of 191 1 provision 
was made for a medical research fund, and in 1913 the 
Medical Research Committee was established to administer 
this fund. Walter Morley' Fletcher was appointed the first 
secretary of the committee in 1914, and when the Ministry 
of Health was established in 1919 the responsibility for 
Government-aided medical research was placed in the 
hands of a committee of the Privy Council. In 1920 the 
Medical Research Committee was reconstituted as the 
Medical Research Council and incorporated by Royal 
Charter. The secretary of the M.R.C. is also secretary 
of the Committee of the Privy Council for Medical 
Research. The Medical Research Council itself is respon- 
sible for the election of the secretary'. It consists of twelve 
members, nine of whom are chosen for their scientific 
and medical distinction ; of the other three one must be a 
representative of the House of Lords and one of the House 
of Commons. This rule of election removes the risk of 
political influence and interference with the work of the 
M.R.C., and the fact that its secretary is also secretary of 
the Privy Council committee provides for direct contact 
between him and the Lord President of the Council, the 
Minister responsible to Parliament for the work of the 
M.R.C. These sound provisions were the result largely of 
the wise statesmanship of the late Sir Walter Fletcher. 

Sir Edward Mellanby retires from his position as sec- 
retary of the Medical Research Council on Oct. 1 and 
will be succeeded in this onerous and responsible post by 
Professor H. P. Himsworth, now Director of the Medical 
Unit of University' College Hospital. Edward Mellanby, 
the second secretary of the M.R.C., was appointed in 1934. 
At that time he occupied the Chair of Pharmacology' at 
Sheffield and was honorary physician to Sheffield Infirmary 
and a member of the M.R.C. At the time of his 
appointment he had already had a distinguished career as 
a research worker, research that had been largely directed 
to nutritional problems. In 1918 he showed that rickets 
was due to the absence from the diet of a fat-soluble factor, 
which McCallum and his co-workers subsequently proved 
to be vitamin D. He found phytic acid was one of the 
factors responsible for the rachitogenic influence of cereals 
which he had demonstrated in 1922. Mellanby summarized 
in his Croonian lectures to the Royal Society in 1943 his 
work on the effect of vitamin A on the growth and shape 
of bones and so indirectly on the function of the central 
nervous system. In 1946 we had the privilege of publish- 
ing 1 his discovery’ of the ill effect of agenized flour on 
dogs, observations subsequently confirmed by himself 1 and 
other workers. One outcome of this is that the food ana 
drug administration in the U.S.A. has introduced legisla- 
tion against the use of agene in the bleaching of flour. It 
is indeed remarkable that Sir Edward Mellanby, in spite 
of the heavy and growing administrative duties of the sec- 
retary’ of the M.R.C., has nevertheless during his period of 
office been able to make such important contributions to 

1 British Medlzd Jotrrjd, 1946. 2.SS5 

- IKd-, 1947, 2, 2S5. 

* Ibid-, 194$. 1. 9A2. 

194$, 1, 983. 



996 June 4, 1949 


SECRETARY OF THE GENERAL MEDICAL COUNCIL 


British 

Medical Journal 


research ; and it is of interest to note that his distinguished 
wife, Lady Meilanby, has shared his interest in nutritional 
problems in her series of investigations into dental caries. 
The severest testing-time for the Medical Research Council 
came in the war of 1939-45, and under its secretary’s 
enlightened guidance the Medical Research Council threw 
itself into solving the many problems of health and 
disease confronting this country during that period of 
storm and stress. The work done during this time was 
recorded in a special report of the Medical Research Coun- 
cil and summarized in these columns. 3 

Professor H. P. Himsworth, whose election as the new 
secretary of the M.R.C. will be widely welcomed by the 
medical profession, has a difficult but inspiring task in 
succeeding to such eminent predecessors in his office. His 
published work gives an impressive record of research into 
various aspects of diabetes, on which subject he gave the 
Goulstonian lectures of the Royal College of Physicians in 
1939. Another subject to which Professor Himsworth has 
made important contributions is liver disease, and in a 
review in these columns 4 of his monograph on this, pub- 
lished in 1947, it was stated : “ The crucial moment in Pro- 
fessor Himsworth 's researches was when he decided that 
the best way to begin studying T.N.T. poisoning in man 
was to feed T.N.T. to rats.” His contribution on another 
of his themes — thiouracil in thyrotoxicosis — to the Annual 
Meeting of the B.M.A. at Cambridge last yeaf was pub- 
lished in the Journal of July 10, 1948. His work made him 
ideaiiy suited as President of the Section of Experimental 
Medicine of the Royal Society of Medicine. In greeting 
Professor Himsworth as his successor the medical pro- 
fession will wish Sir Edward Meilanby years of success 
in the research work to which he will now be able to give 
much more of his time. 


CANCER OF THE CERVIX 

The study of the social factors associated with cancer of 
specific sites has piovided clues which have made possible 
the prevention of vs hole groups of cases, as, for example, 
industrial cancers of the skin, and there 'is evidence to 
suggest that in a similar way the commoner cancers of the 
mouth, stomach, lung, and uterus may be discovered to be 
preventable Elsewhere in this issue Dr. R. G. Maliphant 
reports on a series of 1.200 cases of cancer of the uterine 
cervix which he has studied in order to determine the rela- 
tion of this condition to age, marriage, and child-bearing. 
The Registrar-General's mortality figures have shown that 
" 'neer ot the uterus is commoner in married than in single 
women, and that under the age of 55 it is relatively rarely 
ussou ited with infertility. It is unfortunate that these 
figures cannot be separated into cases of cancer of the 
ccivix and cincer of the body of the uterus, but probably 
the differences would be even greater in the case of cancer 
ot the cervix Nor can it be determined from the Registrar- 
General s data whether marriage contributes to the produc- 
tion of cancer ot the uterus in any way other than by 
predisposing to child-bearing On such points a clinical 
inquiry can be of great value. 

Ihe possibility that marriage could be of importance in 
itself,-^; part from childbirth, has recently been stressed by 

1 f-lr J Cc-if-. 194^. 2, 177 ~ 

■ Ue-e:, 193ft. 1.SS7 

1 Ca-ee' Q r t kf L Mia-itry of Health Rcpo-t No. 40, 1927, London. 


Kennaway. 1 He has collected statistics from many countries 
indicating that the incidence of cancer of the uterus in 
Jewesses is only about a third of that in other sections of 
the community — a low incidence which appears to be due 
entirely to the infrequency of cases of cancer of the cervix. 
Handley 2 believes that this is a consequence -of the male 
practice of circumcision, and he cites the low incidence of 
the condition in the natives of Fiji, where the men are 
circumcised, in contrast to that in the Hindu immigrants. 
Kennaway, on the other hand, suggests that the Jewish 
practice of abstention from intercourse during the first half 
of the menstrual cycle is a more likely .explanation. If 
either of these hypotheses are true (and there are some who 
maintain that they are unnecessary and that heredity is a 
sufficient explanation) it must be expected that marriage 
will contribute to the development of cancer of the cervix 
even in the absence of child-bearing. 

According to Maliphant’s findings marriage does so con- 
tribute. In his series of cases marriage more than doubled 
the risk, while child-bearing increased it tenfold ; moreover, 
the greater the number of children the greater the risk 
became. To obtain these results he compared his series, 
collected over the years 1922-46, with the Family Census 
conducted by the Royal Commission on Population in 1946. 
This difference in time detracts from the confidence which 
can be placed in the results, particularly that of increased 
risk with each addition to the size of the family — a finding 
contrary to Lane-Claypon’s 3 experience. For though the 
marriage and infertility rates may not have altered appre- 
ciably, the average size of family has certainly fallen. 
Maliphant recognizes the difficulty and makes such allow- 
ances as can be made, but, good though his reasoning is, 
some doubt must remain until a more exactly controlled 
series can be obtained. 

He does not believe his findings indicate that any 
prophylactic measures are practicable other than early 
diagnosis. Yet if marriage in itself increases the risk, and 
Jewish women, who do not notably refrain from marriage, 
are largely immune, it would seem reasonable to inquire 
whether there is not something that can be learnt from' 
Jewish customs. There remains also the Registrar-General’s 
observation that uterine cancer is commoner among women 
of the poorer social classes, single as well as married, and 
this observation may also suggest methods of prophylaxis. 


PREGNANCY AND THE THYROID GLAND 

The role of the thyroid gland in pregnancy, and the changes 
it undergoes, have been the subject of much speculation 
though but little careful investigation. Certain facts are 
undisputed : for example, complete absence or extirpation- 
of the thyroid gland causes sterility in both sexes, though 
once pregnancy is established thyroidectomy does not 
interrupt it ; clinical hyperthyroidism does not prevent con- 
ception or alter the normal course of pregnancy ; and 
hyperplasia of the gland occurs in pregnancy, though there 
is no certainty that this hyperplasia is associated with 
hyperfunction. On the other hand, the evidence is much 
less conclusive for the widely held belief that hypo- 
thyroidism, even of “ subclinical ” degree, may cause 
impaired fertility and that administration of dried thyroid 
extract corrects the condition, or for .the perhaps less 
generally accepted opinion that hypothyroidism may be ( 
responsible for abortion, toxaemia, and other disorders of 
pregnancy. 

In order to gain more certain knowledge of some of 
these relationships Peters, Man, and Heinemann 5 studied 

l Yale J. Biol. Med.. 1948. 20. 449. 

J. blot. Chen,., 1947. 171. 439. 
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* L s precipitable iodine of the serum in several groups 
women. They found that in normal non-pregnant 
mien the precipitable iodine varies between 4 and 
y per 100 ml. of serum. In 22 pregnant women, 
am the second month of gestation to full term, the 
nge was from 6.2 to 11.2 y (mean 8.3 y). This 
;e in serum precipitable iodine was found not to run 
rallel with the rise in the basal metabolic rate, since the 
rmer occurs very early in pregnancy whereas the latter 
gins only after the fourth month. Twelve precipitable 
dine estimations on the sera of women with threatened 
lortion, or who actually aborted, ranged from 2.8 to 
5 y per 100 ml. ; in eight of these cases the figure was 
a than 6.2 y, which was the lowest concentration found 
nong normal pregnant women. None of these women 
owed signs of hypothyroidism. Seven patients in whom 
rum ihdine concentrations of less than 6 y per 100 ml. 
:re discovered early itt pregnancy were treated with 
yroid extract ; in all cases the treatment raised the level 
' precipitable iodine in the serum, and the pregnancies 
oceeded without interruption. With commendable 
ution the authors suggest that deficiency of precipi- 
ble iodine in the serum may be the cause of some, 
ough certainly not all, miscarriages. They estimated 
e concentration of precipitable iodine in the serum 
women with histories of repeated miscarriages in the 
tervals between pregnancies, but they found no signifi- 
nt differences when these figures were compared with 
ose obtained in the case of normal non-pregnant women, 
?r did they find the serum precipitable iodine below 
trmal in any of a group of 20 women who sought 
Ivice because of infertility. The latter finding lends no 
ipport to the belief that thyroid deficiency is a frequent 
mse of infertility. In four cases of toxaemia of preg- 
incy the values were again within the normal limits for 
regnancy. 

It cannot be regarded as proved that the amount of pre- 
pitable iodine in the serum closely reflects the thyroid 
ormone content of the blood. However, there is evidence 
> support this contention, notably that provided by Taurog 
ad Chaikoff, 2 who by means of the technique of isotope 
ilution — using thyroxine labelled with radioactive iodine 
-have directly identified the precipitable iodine of normal 
:rum with thyroxine. Though the number of cases studied 
y Peters and his colleagues was small (as they fully admit), 
ieir investigation of the thyroid gland in pregnancy is a 
;eful contribution to the subject Since the technique of 
isaying the precipitable iodine in the serum is relatively 
mple, there should be no practical difficulties to prevent 
milar studies being undertaken on larger groups of cases. 


TREATMENT OF ANGINA WITH THIOURACIL 
he treatment of angina pectoris by total removal of the 
lyroid gland was introduced by Blumgart, Levine, and 
erlin in 1933, and though it met with some success it has 
nee been abandoned, even by its authors, owing to the 
irious and irrevocable nature of the operation, the diffi- 
alty of estimating the required dose of thyroid extract in 
atients with spontaneous variations in the severity of their 
agina, the raised blood cholesterol, and occasional unfor- 
inate complications such as tetany and recurrent laryngeal 
aralysis. Nevertheless, the idea that angina pectoris could 
e improved by reducing the circulatory demands of the 
ody and by depressing the physiological responses to 
drenaline was sound. When thiouracil began to be used 
linically it was an obvious step to try it in cases of angina 
ectoris, for if the result was unsatisfactory the drug could 
e abandoned and the status quo restored. The usual dose 
; 0.2 g. t.d.s. until there is demonstrable improvement. 


when it may be reduced to 03-0.1 g. daily. With propyl- 
thiouracil toxic reactions are rare, but fever and rashes are 
not uncommon with methylthiouracil, which may not be 
well tolerated by patients with angina. The usual pre- 
cautions against agranulocytosis must also be faken. Treat- 
ment should not be considered a failure unless there is no 
improvement after six weeks ; most patients are better after 
14 days. 

Fisher and Zukerman 1 strongly support the claims made 
for thiouracil in the treatment of angina pectoris : they 
obtained good results in 14 out of 16 cases. Last year 
in this Journal Dr. G. Sboenewald 2 also reported good 
results in three cases. In a series of 10 cases Hollander 
and Mandelbaum 3 noticed improvement in only four after 
treatment with propylthiouracil, but they consider further 
trial of the drug is warranted. It is time a large series of 
cases was treated under scientifically controlled conditions. 


THE ROYAL SOCIETY 

The guests of the Royal Society at its Conversazione on 
May 26 once again enjoyed an exhibition of intellectual 
grace and wit without having to endure the many hours 
of patient research that lay behind it. Several advances in 
microscopy of interest to medical men were demonstrated. 
Mr. J. Dyson, of the Associated Electrical Industries 
Research Laboratory, showed how a microscope could be 
adapted by means of a special optical system for examining 
material some distance from the objective lens. Surgeons 
may find such an instrument useful for scrutinizing more 
closely the tissues displayed at operation if sufficient illu- 
mination can be obtained. Phase-contrast microscopy, 
by which the structure of living unstained tissues and 
organisms can be clearly discerned, was a feature of last 
year’s exhibition. On Thursday Dr. J. R. Baker and his 
colleagues, of the Department of Zoology, Oxford, showed 
how an ordinary microscope can be adapted to the method 
with simple apparatus and at low cost. Their ingenuity 
should be of help to medical schools, where all the micro- 
scopes could readily be used for routine teaching by the 
phase-contrast technique. 

The National Institute of Medical Research was display- 
ing beautiful electronic micrographs of viruses adsorbed 
on the membranes of fowl red cells, and in a quiet corner 
it illustrated with skiagrams and photographs the dire 
effects of rickets on Xenopi/s lam's toads. When xenopus 
toads were bred in this country after their importation had 
been prevented by the outbreak of war they were found to 
have bony deformities and fractures, characteristic features 
being enlargement of the lower jaw and arched back. 
Investigation showed that, unlike rats, they must be supplied 
with vitamin D as well as calcium and phosphorus for 
bone formation. Dr. Lester Smith, of Glaxo Laboratories, 
showed how the anti-pernicious-anaemia factor, vitamin B,„ 
is extracted by means of partition chromatography from 
liver, which contains only about one part per million. 

A notable contribution to the amity of man was a 
machine that played noughts and crosses with a human 
opponent The Fellows were to be seen battling bravely 
against its electrical circuits, but logic triumphed, and it 
always won or drew, though on one occasion a spirit of 
slightly embarrassed satisfaction ran through the audience 
when it made a mistake because of a technical hitch. The 
suggestion, the possibility, of imperfection seemed to illu- 
minate a more distant horizon, and to add wonder to 
contentment. 


1 BriOA Medical Jcrjncd, 194S, 1, 251. 
5 J. Mick. r-td. See.. 1947, 48. 1059. 

» Ann. tel. M«L, 1943, 43, USO. 
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HEALTH SERVICES UNDER THE NEW ACT 

The annual Health Congress of the Royal Sanitary Institute, 
held at Brighton during the week beginning May 23, attracted 
an attendance of about 2,400, including delegates from foreign, 
dominion, and colonial governments, home Government depart- 
ments, nearly 1,000 local authorities, and universities and volun- 
tary organizations. The eight sections were devoted respectively 
to preventive medicine, engineering and architecture, maternal 
and child health, veterinary hygiene, food and nutrition, housing 
and town planning, tropical hygiene, and hygiene in industry. 
There were special conferences for medical officers of health, 
engineers and surveyors, sanitary inspectors, and health visitors. 

Preventive Services “ Played Down ” 

In the Preventive Medicine Section Professor Andrew 
Topping, of Manchester University, devoted his presidential 
address to the National Health Service. He declared him- 
self an ardent protagonist of a State medical service. 

“ I was, and still am, in favour of a salaried service, and, although 
the profession as a whole has violently opposed this view, 1 believe 
that more and more of the thinking element are beginning to realize 
that the advantages would far outweigh the disadvantages, and that 
were it introduced, it would immediately remove many of the diffi- 
culties, financial and otherwise, which now beset the Service.” 

Professor Topping’s criticism of the present Service was that 
its emphasis was entirely wrong. Curative medicine was very 
generally given pride of place, and prevention was very much 
the poor hanger-on. “The great majority of doctors would 
welcome the opportunity of taking an active part in disease 
prevention, but they are so snowed under with routine treat- 
ment of trivialities that the urge quickly dies and consciences 
become hardened.” He found it depressing to read of com- 
plaints from a doctor that if he was called to see a child the 
mother expected him to discuss her own health and that of 
other members of the family. The complaint was understand- 
able under present conditions of overwork, but it would have 
shown a better appreciation of realities if the doctor had 
regretted his inability to meet the mother’s wishes and had 
not dismissed them as intrinsically wrong. 

” The Minister of Health has tacitly given his blessing to the 
present state of affairs by taking unction to his soul for the astro- 
nomical increase in the number of' bottles issued since the inception 
of the Service. We all know perfectly well that this feature is very 
far from being indicative of an improved health service, and it is 
unfortunate that the great mass of the unthinking public are being 
confirmed in their erroneous impression that it is so. With very few, 
if any. exceptions, major improvements in the health of the people 
have been attributable to betterment of the general standard of 
living and to the preventive health services rather than to the work 
of general practitioners or hospital staffs." 

The marked fall in the number of students taking the D.P.H., 
Professor Topping added, was indicative of the difference 
between the remuneration offered to the 1 newly qualified 
assistant in general practice, who could get a salary of about 
£1.000 a year, and to the assistant medical officer, who must 
ha ' c * ,een Qualified for at least three years, and preferably 
a higher qualification, and was offered a salary 
of -/DO. it was tragic that one of the immediate, though un- 
foreseen, effects of the new Act had been to “ play down ” 
e rrcX f ntixc services and dissuade young medical men and 
vomett from making preventive medicine their career. 

tie attached with equal vigour the Minister’s mistake in not 
gtwng priority to health centres with housing, and concluded 
I! , rema A that “ if we are still demanding more hospital 
- s ten years from now our health services have been a 
i .>iuj re. 

Research in Public Health 

The opportunities for research in the sphere of public health 
dt. cussed by Dr. C. Metcalfe Brown (M.O.H., Man- 
vm-fc.' ?’ cntioncd the recenl investigation in which 
* '*'**" ''**' co-operated \Mth a number of other towns 

m various parts of the country in research, originated and 


controlled by the Medical Research Council, into the efficacy 
of whooping-cough vaccines. This was an admirable example 
of teamwork, bringing in several universities, public health 
laboratories, and local authority health departments. In Man- 
chester alone 6,000 children had been included in the trials. 
Again in Manchester and in other areas trials were being made 
of a British gamma globulin for the prevention and modifica- 
tion of measles in young children, and in the near future an 
investigation into the safety and antigenic potency of new 
diphtheria prophylactics was to be undertaken Twelve county 
boroughs had agreed to use in their respective areas one of two 
new phosphate-adsorbed toxoids and to investigate over one or 
two years the reaction rates, any untoward sequelae, and the 
incidence of diphtheria among the inoculated. 

Sir W. Allen Daley (Chief Medical Officer, L.C.C.), in an 
address to a conference of medical officers of health, said that 
the new Act had come into operation with much less disturb- 
ance and friction than many expected. This was due to the 
abundant good will which had been displayed by all concerned 
and a single-minded desire to make this great experiment a 
success. Medical officers of health were anxious to proceed 
with the provision of health centres, and in this connexion joint 
consultations between the executive council and the local 
medical and dental committees were needed. Except on large 
new housing estates, to which doctors would have to be 
imported, it was necessary to ensure that the local doctors 
wanted to work in and from a health centre before steps were 
taken to acquire and adapt property or erect new buildings. 
Some health centres must be got into commission quickly so 
that" experience might be gained by experimenting with various 
types. 

One of the most important sections of the Act, Sir Allen 
Daley continued, was that which dealt with “care and after- 
care.” This had already created many difficulties. First, there 
was the differentiation between convalescent-home treatment 
provided free of charge by the hospital authority and admission 
to holiday homes for which the health authorities were recom- 
mended by the Ministry' to make a charge. Medical opinion on 
whether convalescence or a holiday was needed in an individual 
case might well differ; He looked forward to the day when 
preventive measures could be applied to many more diseases 
than was now possible, and when every patient discharged 
from hospital would pass to the joint care of the general practi- 
tioner and the aftercare officers of the health authority. 

In a reference to the midwifery service, Sir Allen Daley urged 
that there should be greater uniformity in the criteria required 
for admission to the list of general-practitioner obstetricians. 
Some committees, he understood, had approved all applicants, 
while others had been quite rigid in requiring that those 
admitted to the list should have had special postgraduate 
experience in obstetrics. The extent of the responsibilities 
to be carried by the midwife and whether or not she was 
allowed to be the “specialist in normal midwifery” would 
determine the quality of future entrants to the profession. 

Institutional Midwifery' 

The case for and against institutional midwifery was argued 
by Dr. J. Stevenson Logan (M.O.H., Southend-on-Sea). A high 
proportion of institutional deliveries was not necessary for the 
achievement of low maternal and neonatal death rates or still- 
birth rates, as was shown by experience in Holland, where 80% 
of the babies were born at home. The abnormal or compli- 
cated pregnancy would always call for treatment in hospital, 
and, while overcrowding existed, the ordinary' decencies 
demanded maternity beds. But on the other hand the woman 
confined in hospital or in a maternity home was deprived to a 
greater or less degree of the close contact with her baby in the 
early days of its life, and opinion among paediatricians and 
psychologists alike seemed to be that the importance of this 
factor had been overlooked by the more enthusiastic advocates 
of institutional confinements. 

“ Looking at it from the community point of view, can we afford 
at this juncture, when hospital provision is so desperately needed 
for those who cannot in any circumstances be adequately cared for 
and relieved at home, to contemplate the unregulated increase of 
maternity beds, which can only be made at the expense of other 
hospital provision ? ” 
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Dr Logan also touched on the question of analgesia and 
mentioned that one of his midwives told him that since the 
publication of details about the recent roval confinement the 
demand for analgesia had been stimulated If this was at all 
true of the country as a whole, it showed how perilous it was 
to be dogmatic about what was reallv necessary or what women 
reallv wanted It was clear, however that arrangements for 
analgesia required strengthening, and it might be that the aware 
( ness of the midwifery profession as a whole required quicken- 
'v mg The state of affairs when a woman who genuinely desired 
analgesia was denied it should be ended as quickh as possible 

Points from Other Contributions 

A section under the presidenci of Professor Thomas 
Ferguson, of Glasgow University,. discussed hygiene in 
industn Professor Ferguson said that the total number of 
disabled persons in the United Kingdom was about 900,000, 
of whom 8 to 9°o were unemplo>ed About 40 T, of the dis- 
abled were surgical cases, and 25° a medical, with smaller pro- 
portions falling into psychiatric and other groups He described 
the \ arious residential centres for rehabilitation and the 
sheltered workshops, such as Hillington, near Glasgow 

Mr William Gissane ga\e an account of the work of 
yi Birmingham Accident Hospital He urged that the staffs of 
r ' casualti and fracture departments should be trained at a central 
accident hospital Some of these departments, he said, were 
first-class, others good, and some frankly bad, but the\ were a 
Mtal part of an> regional accident service Dr Maxwell Jones 
described the work of the industrial neuroses unit which had 
been established for two rears at Belmont Hospital Sutton 
The average length of stay was about three months It was not 
expected to cure these patients, who were generallt chronic 
neurotics, but to help them to become reasonablr independent 
and self-supporting 

Under the presidency of Professor P A Buxton, a Tropical 
Diseases Section discussed pnncipallr the question of malaria 
control Dr P. C C Gamham said that in Northern Greece 
the present steep fall in the incidence of malaria was ascribed 
to natural conditions and only to a very limited extent to the 
DDT campaign At the same time the attack on the mosquito 
bj the new insecticides seemed to be fulfilling its early promise 


INDUSTRIAL REHABILITATION UNIT 


The Ministry of Labour opened an Industrial Rehabilitation 
Unit at Leicester in the middle of September, 1948 At first 
only non-resident cases were accepted, but from Jan 17 of this 
year residents ha\e been accommodated also The non-rewdents 
are men and women from the surrounding area within a radius 
of about 15 miles At present there are between 50 and 60 of 
them The residents come from am part of the countrv — 
chiefly the North and Midlands — and only men are taken , 


there are 43 

* The unit is controlled and financed b\ the Mimstrv of Labour 
and National Semce The manager has been chosen for his 
l> long experience of industnal condiuons and additional expen 
, ence of training men He is not medicalh qualified A part 
time medical officer emploved bv the Minister of Labour Msits 
the unit dailv He also has a wide knowledge of industn 
There is a rehabilitation officer, whose background again is 
mdustml, not medical, and a Mimstn of Labour DRO is 
also part of the team A whole-time State reentered nurse 
looks after the patients and does am first aid that mat be neces- 
snr\, and a trained dietitian is in charge of the kitchen, which 
' can provide special diets — for example, for patients recovered 

( from peptic ulcer A trained social welfare worker helps the 

■ patients over then domestic difficulties, visiting their homes to 

\ gain further information if necessarv There are in addition 

group supenisors who look after the patients in the worl'bops 


and garden 


Source of Patients 


The patients fall into two main groups though the distinc- 
tion is perhaps artificial, since there are all grades between the 
extremes First, there are men who have passed the conva- 
lescent stage of some disorder but are left with a residual 


disabihtv, often only psychological These patients ma have 
suffered from anything — fractured bones, the lo-s of a limb, 
tuberculosis — any medical or surgical disorder Secondlv there 
are the patients who may have some long-standing detect ard 
who have gradually become unable to work sati'factonh in 
mdustrv The condition itself mav have become no wor.e, but 
the man’s attitude to it has More than half of the patients m 
both categories suffer from some form of neuro-u, o' have 
psychopathic personalities 

The mam channel of entry is through the emplovmem ex- 
changes These are pnmanlv men who have suffered some t’^e'S 
or accident and find they are unable to obtain a job in mdustrv 
Sometimes factories get into touch with the I R U direct In 
both circumstances the opinion of the employment exchange or 
factory must be backed by a medical opinion from the man's 
own general practitioner or a Ministry of Labour medical officer 
or a factory medical officer If the man is referred bv a factory 
or in any other way — for example, bv his general practitio-er — 
the unit then refers the matter to the mans local emplovment 
exchange and obtains information from them 

In assessing whether a man is suitable for rehabilitation the 
unit’s first consideration is the ultimate chance of tne nrn'j 
employment when he leaves the unit This is a-s^sed on the 
information obtained from his local employment exchange and 
great w eight is attached to it If there is little hkelihooa or the 
man’s being employed in his trade m his own locahtx, and if 
he is unwilling to move elsewhere, he would not be accep'ed by 
the I R U The I R U does not tram him for a new trade 

Vi ork at the Unit 

When a man arrives at the unit the medical officer examines 
him and tells the manager what the man cannot do — for 
example, work in a dusty atmosphere, sit in draughts, or 'land 
for long He also lays downs a scheme of remedial exerc^es 
and treatment if necessary The man is given an informal 
welcome to put him at his ease and put on diversionary 
work ” This consists of some simple task, usuallv m the garden 
under the supervision of the gardener Meanwhile the social 
welfare worker investigates his domestic difficulties and the 
group supenisors watch his behaviour His characteristics are 
then assessed, and the man is put on to more specialized work 
such as handicrafts, bench or machine engineering wood- 
work, and so on He mav be tested with Ravens matrices if 
necessan 

The course lasts up to twelve weeks, though the average is 
seven to eight Towards the end of this time the men is put 
on a job in the unit, but often in contract with a firm outside 
He then earns the normal wages and works the norma! hours 
of industry This stage is introduced to mal e him feel that he 
is once again a part of mdustrv, and his future emplover mav 
be invited to see him at work and talk to him So far 90 c o 
of the men and women have been returned to their old jobs, 
placed m other jobs, or sent for vocational training Onlv 
intelligent and voung patients pass to the vocational training 
centre Of the remaining 10°o some are discharged as medicalh 
unsuitable before the course ends, and a verv few le-ve of 
their own accord 

The unit seems to be successful in making the patients fit for 
mdustrv again, and particularly m overcoming the feelings of 
madequaev from which so mans of them suffer It rs following 
up the results at three- and six-monthly intervals Tbouc 1 ' it is 
too earlv vet to sav how significant thev are, thev seem to be 
verv encouraging 


The scheme under which new entrants to the Sol h Wales ccal 
fields have to Lndergo clinical and x rav examinations is to be 
extended to recruits at all coalfields m Great Britain This was 
announced by Mr Alfred Robens, Parhamenlarv Secrelarv o the 
Ministrv of Fuel and Power, who slated ilia: the National Coal 
Board was building up ns own medial <emce, which ahead* con- 
sisted of a chief medical officer at headquarters and a med’caj c^cer 
m all the larger coal divisions He said that fa.almes in tmne> had 
gone down from the ave-age of 1,200 a year be’ween 1°00 a-d 1910 
to 467 m 194S, the lowest figure ever recorded It sbo„’c not 
be overlooked, however, that coal-nuning is relaii.elv sun :h' i-os: 
dangerous occupation and accounts fo' abont cne-quarte- of the 
total fatal accidents occurring in industry 
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A BRONCHIAL SUCTION CATHETER 

Dr. J. L. Griffin, senior anaesthetist, Taunton Hospital, writes : 
The instrument here described was designed primarily for 
routine use by the anaesthetist towards the end of upper 
abdominal operations and in chest cases, with the aim of 
preventing atelectasis. The catheter consists of a straight metal 
tube 27 cm. long, with a bore of 3 mm. The distal end is a 
rubber-covered flexible cable 7 cm. long, with an inherent curve 
and an atraumatic sucker end. A pointer at the proximal end 

indicates the direction 
of the curve (see dia- 
gram). The instru- 
ment is light in weight, 
so a heavier screw-on 
handle extension is 
„ supplied, which helps 

to counterbalance the rather heavy tubing from the sucker 
machine. Delicate control is thus obtained. 

This catheter, tried out on the bronchial tree of the dissected 
lung, passed with certainty each time into the desired bronchus. 
X-ray photographs following a partial gastrectomy confirmed 
this. When air alone flows unobstructed through the catheter 
the suction apparatus develops a negative pressure of 8 in. Hg: 
It picks up thick mucus easily, and will pass down a No. 6 
Magill tube if required. 

Technique of Use . — The instrument should be well lubricated 
for its whole length by a water-soluble jelly. Extra lubricant 
is required if it is to pass through a Magill tube. The larynx 
is exposed by a laryngoscope (Macintosh) and, if necessary, the 
upper lip is held out of the line of vision by an assistant. 
Once the tip of the catheter is through the cords the laryngo- 
scope may be withdrawn if desired and the suction switched 
on. By moving the catheter gently up and down the trachea, 
and rotating it at the same time, any mucus lying there is 
removed, since the sucker tip is constantly in contact with the 
tracheal wall. (For this reason it is more effective than the 
standard gum-elastic endotracheal catheter for tracheal toilet.) 
The catheter is next passed down into the right and then the left 
bronchus by making use of the pointer, and for more efficient 
suction of the branches may be rotated in this position ; it 
should be kept moving while suction is applied. 

The instrument is very useful in cases wher6, owing to faulty 
technique or mishap, blood or pus enters the trachea, and when 
stomach contents are inhaled. Its use in children for the instilla- 
tion of lipiodol has not been investigated, but it may have 
possibilities. Probably less lipiodol would be needed, with 
consequently less interference with respiration. Any excess 
lipiodol could be immediately aspirated. 

Messrs. Charles King have arranged to make this instrument 
for me. 


Reports of Societies 


TREATMENT OF CARCINOMA OF VULVA 

r), 1 a mcctln S °f the Section of Obstetrics and Gynaecology of 
t Ko>aI Society of Medicine on May 20, Professor Hilda 
' LO ' D Presiding, a discussion took place on the treatment of 
carcinoma of the vulva. 

^Mr Stvnllv Way, of Newcastle-upon-Tyne, said that it was 
, 1 C " jear^ since the subject was discussed in the Society, and in 
• * c inters ening period there had been considerable changes 
c p r>nion. There was an increasing awareness that radium 
-r r ra\s could do little to effect cure of carcinoma of the 
1-11 ,• . Th * fearful necrosis which so often followed their 
application, even in reasonable doses, must be well known. It 
appeared that surgery was the method of choice. No other 
-:te. no: even excluding the breast, was more suitable for radical 
surgical attack. Mr. Way then confined his remarks to the 
e’, creed radical operation which he had practised for the last 


'six years. It involved a very wide removal of the vulva and 
resection of all superficial inguinal and sub-inguinal lymph 
nodes. He had devised this extended operation as the result 
of studies which he was able to make in Newcastle. The results 
of less radical procedures were not encouraging, and the futility 
of minor surgery he thought was fully demonstrated. The 
incidence of lymph-node involvement in 88 cases which he 
took over while working out his technique was found to be 
51%. 

Cases in which he had carried out his extended operation 
numbered just over 60. He had rejected or excluded 11 cases, 
so that his operability rate was 85%. After 64 operations 
there were 10 deaths before discharge from hospital, including 
one after uncompleted operation and one death from cerebral 
haemorrhage three months after operation. The operative 
mortality might be considered high, but it must be remembered 
that these patients had very little hope without surgery. The 
chief cause of death had been wound infection. He hoped 
that streptomycin would help in this connexion, but it was 
certainly not a drug to be used indiscriminately as penicillin 
was used at present. Only 12 of these cases had been operated 
on five years ago. The five-year survival rate was 83% ; the 
three-year rate 88%. " 

Most of the extended operations were done in one stage, and 
lie was very much in favour of this if it could be done safely. 
He had no wish to minimize the difficulties of the operation if 
it was to be carried out thoroughly in one stage. The longest 
time he had taken for the one-stage operation was three hours ; 
the shortest, one hour and 10 minutes. But far more com- 
plicated and exacting than the operation itself was the aftercare 
of the patient. 

Incidence > 

The Registrar-General’s figures, Mr. Way said, showed that 
about 400 women in England and Wales died from this form 
of cancer every year. This was almost certainly an under- 
estimate, for often such deaths were returned as due to cancer 
of the vagina or uterus. He believed that there might well 
be 600 cases annually, but even this was not a large figure when 
distributed over the whole country. At the previous discussion 
in the Section in 1939 Professor F. J. Browne had suggested 
that, as the disease was not common, all the cases in an area 
should be sent to one hospital where special interest was taken 
in such conditions. The speaker had been able to persuade 
his colleagues in Newcastle to do this, with the result that he 
had seen 127 cases of carcinoma of' the vulva in the last ten 
years. He had recently written to a number of centres in Great 
Britain to find out how often carcinoma of the vulva was seen, 
and he found that in a number of teaching hospitals in London 
the gynaecological surgeon saw an average of only about one 
case a year ; in provincial centres the average was slightly 
larger. Whatever method of treatment was employed, one case 
a year for each gynaecological surgeon would not offer suffi- 
cient experience in either treatment or nursing. He concluded 
by expressing the view that many more cases could be treated 
surgically than at present. 

On the question of incidence, Mr. A. P. Bentall said that 
possibly the incidence varied in different parts of the country, 
and it might be that in the eastern' counties it was higher than 
elsewhere. In 1945 in the Norfolk and Norwich Hospital there 
were 10 cases of carcinoma of the vulva, 11 in 1946, 6 in 1947, 
and 11 in 1948 — an average of 9.5 cases a year out of an 
average of 707 cases of malignant disease. 

Mr. J. B. Blaikley presented an analysis of cases seen, at 
the Chelsea Hospital for Women and the Royal Cancer Hospital 
during the period 1933-47. Anything like a complete analysis 
was impossible owing to deficiencies in the follow-up. At 
Chelsea out of 29 patients treated during this period the number 
of five-\ear survivals was 11 (38%). Early cases with no 
clinical evidence of involvement of the inguinal glands and 
treated by simple excision numbered 10 ; of these, 5 patients 
had died and 1 was untraced, giving a five-year survival rate 
of 40%. The results at the Royal Cancer Hospital were 
similar. Out of 49 patients the five-year survivals were 23 
(47%); again a number of cases were untraced. Among 8 
early cases treated by simple excision of the vulva or some 
part of it there were 4 deaths, giving a five-year survival rate 
of 50%. 
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The choice in treatment lay between radical surgery and, 
if the patient was unfit for excision of the vulva, teleradium. 
In fact, with modern anaesthesia, few elderly women were unfit 
for surgery'. He hesitated to disagree with Mr. Way, but he 
did not think that in the majority of cases it was necessary 
to remove the iliac glands, which were involved only very late. 
He also drew attention to the Stockholm technique, especially 
a paper by Berven in 1947 on electrocoagulation of the vulva 
and the application of teleradium to the groin. With electro- 
coagulation there was surprisingly little shock and pain, and a 
good deal of sepsis was avoided. 

The first general principles for treatment of cancer of the 
vulva were that the whole vulva must be excised, preferably 
with the diathermy knife, or else destroyed by electro- 
coagulation. He preferred the former technique in most 
- cases. The inguinal glands must always be removed. It was 
possible to start .treatment with teleradium one week after 
excision. 

Radical Excision 

Mr. Alan Brews said that he encountered very few cases 
of malignant disease of the vulva, but like Mr. Way and many 
others he was dissatisfied with the poor results of superficial 
surgical procedures and with radiotherapy. In recent years he 
had been practising a moderately radical surgical excision of 
1 the vulva, with block resection of superficial and deep lymphatic 
glands from both groins. He had performed this type of 
operation 12 times — on an average two or three times a year. 
He had always used combined spinal and light general anaes- 
thesia. He had used diathermy extensively for all skin incisions, 
and coagulation for all but the largest vessels. He had aimed 
at the removal of all superficial inguinal and femoral glands ; 
he had not as yet removed the external iliac gland. He had 
always removed the upper part of the internal saphenous vein. 
The wound was kept at rest for as long as possible. Only after 
three weeks, with healthy granulations everywhere, did he allow 
the patient up, wearing a loose linen garment. She was then 
sent to a convalescent home for about six weeks, when healing 
was usually complete. 

His cases were too few and recent for useful statistics, but 
he thought the results encouraging. He had had one primary 
death, with very' extensive local recurrences within a month of 
the original operation, but he had had no other serious compli- 
cations as yet. The absence of pyrexia and serious infection 
and the complete freedom from pain had been notable. His 
small series included two cases of malignant melanoma ; both 
died within a year of operation, one with a mass of recur- 
rences in the bladder and the other with widespread visceral 
secondaries in the lungs and liver. He endorsed Mr. Way’s 
plea for concentration of these cases in a few units where an 
experienced team would give each patient a greater chance of 
useful survival. It might be that in each region only one such 
team would be needed. 

After some general discussion, Mr. Way, in reply, said that 
he could not help feeling that there was still an element of 
caution abroad. On the subject of palpable nodes, 36% of 
his cases in which nodes were not felt in the groin were never- 
theless found to have cancer. The Berven treatment relied on 
the palpation of lymph nodes to ascertain whether or not there 
was involvement. He had never seen lymph-node involvement 
respond to x-ray or radium therapy. Until the cautious attitude 
towards the surgery of carcinoma of the vulva was overcome 
results would not improve. He added that this was a disease 
which could be practically eliminated by the surgical treatment 
of leukoplakia beforehand. 


The Minister of Health is worried about the amount of time spent 
by members and officers of local authorities attending conferences. 
A letter from the Ministry asks local authorities to send representa- 
tives only to those conferences at which attendance is desirable in 
the interests of the council and that the number sent is no more 
than is sufficient for this purpose. Save in very exceptional circum- 
stances the Minister would not sanction payment for sending 
representatii cs to conferences held abroad. The Minister hopes that 
councils nail use their influence where possible to limit the duration 
of conferences and to sec that they are held in reasonably- accessible 
places. 


Correspondence 


Jerrner and Medical Science 

Sir, — Sir Edward Mellanby’s oratorical contempt (May 28, 
p. 921) wall not suffer him even to name the man whom 
Bulloch (not Bullock) thought the most learned man he ever 
knew. Poor Creighton ! I must face alone, with such forti- 
tude as I possess, the charges of forming “imbalanced” 
(“ unbalanced ” ?) and wrong judgments, of having little 
knowledge of and making little allowance for human nature, 
and of killing Kruger with my mouth. I do not suppose many 
people have read my book — it is out of print and likely to 
remain so. I am not sure Sir Edward has read much of it. 
I dare say righteous anger led him to cast it aside before he 
reached my final conclusion that “Jenner was, directly or 
indirectly, the means of saving many hundreds of thousands 
of liyes”; I added, “That is a less grandiose conclusion than 
some others have reached, yet, I submit, quite enough to entitle 
Englishmen to take pride in the recollection that Jenner was 
their countryman.” 

However, I still think Jenner was loose-thinking and, ulti- 
mately, fact-blind (not fact-blinded, as Sir Edward writes), and 
to explain how I reached this imbalanced, or unbalanced, 
judgment will not take much space. In 1798 Jenner wrote 
to a foreign physician : “ At present I have not the most 
distant doubt that any person who has once felt the influence 
of perfect cowpox matter will ever be susceptible of that of 
smallpox.” 

As Sir Edward so rightly says, we must judge a man by 
what was known, or probable, when he wrote, not by what later 
experience proved. When Jenner wrote, it was known that 
natural smallpox did sometimes attack inoculated persons, and 
instances of two attacks of natural smallpox in the same person 
had been recorded. It was, I suggest, loose thinking to infer 
from his experiments that the new prophylactic was more 
efficient than the “ natural ” prophylactic. He might reasonably 
have hoped that it was equally efficient and less dangerous. 

It was, I suggest, to be fact-blind to have written a quarter 
of a century later, after all that had happened : 

“ My opinion of vaccination is precisely as it was when I first 
promulgated the discovery. It is not in the least strengthened by 
any event that has happened, for it could gain no strength ; it is 
not in the least weakened, for if the failures you speak of had not 
happened, the truth of my assertions respecting those coincidences 
which occasioned them would not have been made out.” 

Sir Edward tells us that “ the test of the acceptability of a 
discovery depends upon whether it is true and not whether it 
seems sensible or even whether it can be verified by the statis- 
tician.” Or, in other words, a discovery is acceptable if it 
is a discovery. Certainly many discoveries — e.g., in the field 
of ethics — cannot be verified by statisticians, or even by bio- 
chemists, but is the discovery of a prophylaxis one of them ? 
Pearson and Woodville in Jenner’s time did not think so; the 
Medical Research Council in our time does not seem to think 
so. — I am, etc., 

Loocblpn, Essex. MAJOR GREENWOOD. 

Treatment of Basal-cell Carcinoma 

Sir, — In our article in the Journal of April 30 (p. 737) we 
stressed in the title the “ especial reference to lesions on the 
neck, trunk, and limbs.” For this reason we made no further 
reference to the 210 cases in which the tumour was situated 
on the face or scalp. 

It is as a primary treatment of rodent ulcer that we especially 
recommend surgical excision. The following two tables are 
compiled from the personal case records of one of us (C. W.). 
They refer to basal-cell carcinomata on the face ahd scalp 
treated between 1915 and 1935 : a complete "follow up” was 
conducted in 193S. 

The first table shows the results of surgical excision as 
primary treatment of rodent ulcer ; they are surely better than 
those shown by radiotherapy. The statement that “ there 
should be no recurrence with adequate surgical excision ” is 
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Table I . — Results of Treatment by Primary Excision 



No. of 
Cases 
Treated 

Not ^ 
Traced | 

Died of 
Inter- i 
current i 
Disease 

! 

Recurred 

1 Recur- 
| rence 
Free 

| Percentage 

1 Free from 
Recurrence 

Patients treated be- 
tween 1915-1925 : 

51 

IS I 

10 

1 

22 

96% 

Patients treated be- 
tween 1925-1935 

62 

20 

16 

0 

26 

100% 


Table II . — Results of Treatment by Excision Following Failure of 
X-ray Treatment 



No. of | 
Cases 

1 Treated | 

Not 

Traced 

Died of 
Inter- 
1 current 
Disease 

Recurred 

Recur- 
rence 
Free | 

Percentage 
Free from 
Recurrence 

Patients treated be- 
tween 1915-1925 

25 

to 

4 

5 

6 

54% 

Patients treated be- 
tween 1925-1935 

35 

14 

7 

8 

6 

43% 


more than an “ expression of hope.” If the excision is' ade- 
quate there is no pathological basis for recurrence — all the 
tumour cells have been removed. Professor D. W. Smithers’s 
figures (May 14, p. 865) show how difficult it is to eradicate 
all the tumour cells by radiotherapy. 

The second table illustrates one of the special hazards of 
radiotherapy. Recurrences following x-ray therapy as the 
primary treatment are much more difficult to eradicate. Further 
recurrences are only too liable to occur. This is the sort of 
case that Professor Smithers will pass over to the surgeons. 
Perhaps this is what Professor Smithers means when he says, 
“ Surgeons and radiotherapists do better by working together.” 
In many fields we are only too ready to agree with him, but 
not in the treatment of basal-cell carcinoma. 

We do not agree that irradiation gives a better chance of 
cure in lesions on the eyelids. Surgical excision will cure the 
patient, with far less chance of recurrence than irradiation. 
In the past irradiation produced a good cosmetic result more 
often than surgery ; but with the development of plastic sur- 
gery the cosmetic results of surgery can now compete with 
those of irradiation. 

So often, and Professor Smithers’s figures show how often, 
irradiation results in delay in cure and makes further treatment 
more difficult. Therefore we recommend that all rodent ulcers 
should be excised when first seen. And if the patients are 
“ worried ” they may be “ premedicated,” for it is worth curing 
them at their first treatment. — We are, etc., 

Cecil Wakeley. 

London. W.l. PETER CHILDS. 


The interesting point about this case seems to be the recur- 
rence of the same disease in different but close areas, and the 
possibility of minute traces of active pathological tissue being 
still in situ after apparent healing gives rise to the suspicion 
that direct spread has insidiously taken place. The directions 
of spread are such as to make this supposition improbable, 
so that. one is forced to assume each lesion was a neo-neoplasm 
per se. Perhaps some reader might clarify this ppint. — I 
am, etc., 

Winwick. Lancs. P- A. M. ROBERTSdIM. 


Penicillin-resistant Staphylococci 


Sir, — D r. N. G. B. McLetchie (April 23, p. 725), in criticizing 
our use of the word “ strain,” has raised a matter of general 
interest. He appears to wish to limit its use to that usually 
given to “ type.” 

The word appears to have two slightly different meanings, 
both of which may be used without ambiguity. This was done 
by Dr. G. Martyn (April 23, p. 710), who writes, “The high 
incidence of penicillin-resistant strains probably reflects the 
strain circulating in the hospital.” Here strain in the second 
place bears the meaning “ kind ’’ or “ sort ” and suggests that 
had typing methods been available the circulating strains might 
have belonged mainly to one particular type. 

Allison and his colleagues use “ strain ” in a quite different 
sense from “ type ” — a type including many strains from differ- 
ent patients. In summarizing an outbreak of staphylococcal 
food-poisoning these authors state that “ the 125 strains sub- 
mitted or isolated were typed by serological and bacteriophage 
methods. ... 113 belonged to the serological type III, phage 
type 6/47” (Mon. Bull. Min. Hlth, 1949, 8, 38). 

It is legitimate to regard any single organism on a swab as 
potentially a strain, just as in horticulture each individual seed- 
ling in a stand may give rise by vegetative propagation to a 
clone. It is here that difficulty arises in comparing the figures 
given by different authors. While one worker may accept 
into a series several strains from swabs and cultures from 
different parts of the body of a single patient, another will 
add only one to his collection. The figures will then require 
very careful analysis if a comparison is to be made. 

We have taken a total of 315 strains from 241 persons. This 
in practice means that each patient gave at least one strain 
and sometimes two. The second was added if some definite 
difference in colonial appearance could be observed and repro- 
duced in subculture, or if some definite difference in penicillin 
sensitivity or in coagulase production were present.— We are, 


etc., 


London, W.2. 


A. Voureka. 

W. Howard Hughes. 


Sir, — O n reading the recent correspondence concerning the 
treatment of rodent ulcer I was reminded of an interesting 
case, a female mental patient, who was admitted to hospital 
at the ace of 51 in 1938. 

. At this time she showed a pale scar in the left infra-orbital area 
of the face about which she was unable to give any information, and 
as there were no signs of any pathological activity it was ignored. 
Towards the end of the year 1944 a new lesion was observed, this 
time on the forehead over the left eyebrow, but it showed little 
reaction and did not appear to' warrant much closer investigation. 
However, its chronicity led to the calling of a consultant, who 
mapnosed rodent ulcer in 1947, and radium therapy was prescribed. 

1 |s was carried out in the Christie Hospital, Manchester, the patient 
visiting for sessions of treatment once a month, commencing in 
September, 1947. , 

In December of that year a third ulcer appeared in the right infra- 
mw'" . re?,on ’. an d therapy was applied to this also. In January, 
-•„t, ’ , ,rra diation produced a conjunctivitis and blepharitis on the 

rig.tt sice necessitating local palliative treatment, and the sessions were 
li • vontmued temporarily. In March, 1948, a further lesion appeared- 
ca the Hit side of the nose, which was watched carefully; surprisingly 
it regrc--cd. and healed of its own accord. In June, 1948, the 
00 ^ " :r : ‘‘ c eyebrow succumbed to a simple pyogenic infec- 
^ was treated locally with gentian violet with success, and 

^T-cmbcr the irradiation therapy was discontinued, as the ulcers 

The r-rt.rr: has been examined by the consultant at three-monthly 
ir.erVyS and no further activity has been observed, nor has 

L ere been any glandular involvement up to March, 1949. She will 
• v a.-tm in June, but the prognosis is considered very good. 


Transfusion Compatibility’ Tests 

Sir, — A recent case observed at hospital illustrates how ar 
rror in rhesus grouping, together with reliance on the saline 
ompatibility test, led to the administration of rhesus-positive 
ilood to a rhesus-negative individual previously immunized by 
epeated blood transfusions. 

A man aged 34 had suffered froni ulcerative colitis since 1944 
)n four previous occasions 19 pints (10.8 litres) of group A moot 
lad been transfused without any reaction other than mild Pyrexi; 
vithout rigor ; on the last occasion the temperature after transfusioi 
md reached 102° F. (38.9* C.), and a mild asthmatic attack hai 
iccurred. On April 6, 1949, the patient was again admitted for trans 
'usion. An experienced laboratory technician recorded his b!oo< 
p-oup as A rhesus-positive, and accordingly a compatibility tes 
jsing patient’s serum and donor cells suspended in saline only wa 
imployed. This showed no incompatibility after one hour at 37 l 
rhe blood was accordingly issued as compatible. After about 50 mi 
ind been transfused the patient experienced a rigor and complainci 
3 f severe throbbing headache with pains all over his body, m 
emperature rose to 102" F. (38.9" C.). In view of this rcactio 
he ward sister stopped the transfusion after 150 ml. of blood na 

Dccn given. Recovery was uneventful. The following day a samp^ 
sf patient’s serum was again incubated with the donor cells, ait 
.vhich an indirect Coombs test was done. This showed very stron 
icglutination of the donor erythrocytes. Subsequent investigatio: 
showed the patient to be in reality rhesus-negative, and his serur 
:o contain anti-Rh (anti-D) blocking antibody active against the ccti 
transfused in a dilution of 1/80. The donor cells suspended in 25 ; 
oihnmm were <;tronclv anclutinated at 37° C. by his scrui 
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within five minutes. On April 11 the tttre of the antibody had risen 
to 1/5120. 

This case strongty endorses the plea made by Drs. B. Godwin 
and A. J. McCall (May 14, p. S70) that all compatibility tests 
should be made as a routine with the donor cells suspended m 
bovine albumin. Had this been done in the above case the 
error in rhesus grouping would have been easily detected and 
the false sense of security engendered by the erroneous rhesus 
test on the patient would have been rapidly dispelled. Now 
n that 30% bovine albumin is available commercially in this 
country it would seem to be the duty of all pathologists ana 
transfusion officers to abandon the time-honoured but fallacious 
sahne compatibility test — I am, etc , 

VYurcestr' P. K.IDD 

Sir, — M any will disagree with the statements made by Drs 
B. Godwin and A. J McCall (Mav 14, p. 870) The case 
reported by Drs. A. C. Buchan and John Wallace (April 16, 
p. 660) can hardly be said to illustrate the danger attending 
the use of saline cell suspensions in a direct compatibility test 
There is no evidence that albumm-agglutinatmg antibodies were 
present in the circulation before the transfusion . and even if 
they were it is by no means certain that they would have been 
vy detected by a rapid compatibility test using an albumin cell 
suspension. 

What it does illustrate is the danger m omitting to test the 
patient’s Rh type. Had this test been done there should have 
been no transfusion reaction, since Rh-negative blood would 
presumably have been administered 

Any rapid direct compatibihtv test is likely to prove “ unsatis- 
factory and dangerous ” if too much is expected of it Such 
a test should provide a safeguard against gross technical or 
clerical errors — e g , a mistake in ABO grouping or the wrong 
label on a bottle of blood— errors happily rare and, indeed, 
rarer than those inherent in the compatibility test itself It 
is not, however, an adequate test for detecting Rh antibodies 
and wilt often fail to do so. 

Thousands of tests on pregnant women carried out m this 
laboratory, using Diamond and Abelson's technique in parallel 
with the standard tube and Coombs techniques, have shown 
that while the first is an excellent rapid method of ABO group- 
ing and Rh typing when potent antisera selected for the purpose 
are employed it not infrequentlv fails to reveal the presence 
of Rh antibodies even when sensitive cell suspensions are used 
It will fail more often in direct compatibility tests, where 
one is dealing not only with antibodies of unknown potency 
and speed of reaction but with stored cells of unknown 
sensitivity. 

Nearly all dangerous transfusion reactions, not due to ABO 
incompatibility, occur m Rh-negative (D-negattve) persons, and 
these can be avoided by D-typmg and transfusing Rh-negative 
blood. In urgent cases the method of Diamond and Abelson 
is satisfactory for this purpose : and since supplies of suitable 
anti-D sera are available there is little excuse for failing to 
carry out a test of this kind before blood transfusion is 
undertaken. 

The problem of the rare Rh antibodies occurring m 
D-positi'e persons, and the still rarer anti-Kellecher and anti- 
Lutheran, is not solved by the albumin compatibility test. Such 
a test, if carried out in the hope of detecting rare anubodies rn 
caves requiring urgent transfusion, might well be confined to 
those with a history suggestive of immunization (transfusion or 
pregnancy) or where no history can be elicited. And its limita- 
tions must be appreciated. In the case of planned transfusions 
more accurate and sensitive techniques would naturally be 
employed. 

It cannot be emphasized too strongly that D typing is of 
prime importance and should never he omitted. By the use of 
V this test Rh-neg3tive blood will be conserved, dangerous imme- 
s diate reactions' due to the presence of anti-D eliminated. and 
the more remote but equallv real danger, so often ignored, of 
immunizing patients against the D factor will be av oided 
Drs Godwin and McCall state : “ The use of a satisfactory- 
compatibility test is therefore a more important safeguard 
against dangerous reactions than is routine Rh testing with a 
limited ranee of sera, for 'only in this wav can the reactions 
due to the rarer Rh antibodies and other irregular agglutinins 


be avoided.” If this is taken to mean that D typing can he 
omitted provided the direct compatibility test recommended by 
them is carried out, those who follow this advice will be 
casting away the substance for the shadow, and the artificial 
immunization of Rh-negative persons will still continue. — I am, 
etc . 

B ood Transfusion Centre, Sheffield R U ■ MxLOVE. 

An Unfortunate Precedent 

Sir,— Dr. A. P. Cavvadias (May 21, p 910) refers to the 
appointment of the President of the Royal College of Physicians 
to the Awards Committee as not an “ unfortunate precedent." 
Later on in his letter he states. “ As in the course of centuries 
the College changes its mode of action, abandoning its academic 
ivory tower, it has to come more into the open struggle.’ 
Surely the “ unfortunate precedent ” is tn reality this fact, and 
that the College has seen fit in doing so to act in a manner 
m direct opposition to the expressed desires of the whole medi- 
cal profession , in consequence it has lost m some degree the 
respect and confidence of the profession. 

The College of Physicians is a very specialistic body and 
as such should not presume to meddle with professional 
administration, which requires wide knowledge and practical 
experience of affairs not to be gained by the examination 
and training necessary for acquiring a specialistic diploma. 

I am, etc . 

Si \la«5 Cornwall ® ^ SHAW. 

Curare-modified E.C.T. 

Sir,— Dr. S J G. Spencer says (May 14, p 869) that the 
dosage of d-tubocuranne chloride used by us is “ dangerouslv 
high,” but mentions no danger other than respiratory arrest. 
Our purpose in mentioning the prolonged periods of apnoea 
which we have occasionally encountered was to show that we 
do not consider this to be a senous danger if an adequate 
method of artificial respirauon with oxygen, such as we describe, 
is at hand. 

The disadvantages of giving 5 me of tubocuranne at tvvo- 
minute intervals seem to us to outweigh any possible benefit. 
He states that his method produces " adequate muscular relaxa- 
tion without severe respiratory- depression ” Adequate for what 
purpose The patients whom we treated had physical illnesses 
which make an insufficiently modified convulsion 3 much greater 
potential danger than hypersensitivity It takes eight minutes 
to inject 20 mg d-tubocuranne chloride by- his method Slow 
injection of this drug is stated to increase the danger of broncho- 
spasm , its effect on an agitated, uncooperative, depressed 
patient seems to us to make the treatment unnecessarily 
unpleasant. The same quanuty of the drug injected quickly 
will not have the same effect as when injected slowly. We 
agree that the correlation between weight and effective dosage 
is low, and we now use a standard initial dose of 18-20 me. 
for females and 25 mg for males This is varied occasionally- 
when the physical condition would make greater modification 
desirable. 

Dr Spencer does not sav why he considers “ it is important 
to reach by calculation the correct end-point with thiopentone.’ 
Rapid administration of 0 25 g of thiopentone ensures uncon- 
sciousness in every patient, while the (remote) danger of pro- 
longed respiratory arrest is adequately guarded against by the 
Lucas respirator The method he describes is more time- 
consuming We do not use neostigmine as a routine, because of 
its unpleasant side-effects. Artificial respiration is always 
earned out by a doctor and with a Lucas respirator is an easy 
procedure 

We should like to add that since our report we have treated 
another fifty cases of a similar character with no casualties, 
and also to refer Dr. Spencer to the large number of cases 
treated by Drs Hobson and Prescott. 1 1 to whom we are grateful 
for our knowledge of the technique we have described. — We 
are, etc, 

P. D W. Shepherd 

Stsrstey. Hens D C. W VTT. 

Rmstsos 

‘ Brtmh Mc&tz! 1947, 1, 44J 

t Lcrctl, 1949, 1, $19. 
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“ Death Following Abortion ” 

Sir, — W ill you grant me space to Comment on a report 
(May 7, p. 825) and to correct any misapprehensions which 
may arise from it ? Is it correct to head the report “ Death 
Following Abortion ” ? The certificate from the general practi- 
tioner stated that the patient was pregnant about five months. 
On examination I formed the opinion that the pregnancy was 
approaching the twenty-eighth week, and sent her into the 
nursing-home for induction of premature labour. 

The patient was referred by the G.P. to the psychiatrist, with 
a letter stating that she was mentally disturbed and suicidal. 
She was referred to me by the psychiatrist, who sent me the 
G.P.’s original letter, together with a letter from himself say- 
ing : “ I am perfectly satisfied that her pregnancy should be 
immediately terminated.” Some hours later he sent a detailed 
report stating : “ I consider that it is absolutely essential to 
terminate this pregnancy, even although it is advanced, to 
safeguard this young woman’s mental stability." I was 
informed that she had already attempted suicide, but that her 
mother had unexpectedly arrived in time to rescue her. On 
the basis of the two medical reports, and the impressions I 
formed when I saw the mother and the girl, and examined the 
latter, I decided that immediate termination of the pregnancy 
was indicated, whether or not the child was viable. 

It was not until the inquest, eleven days after the patient’s 
death, that I learned that the matron was not a registered 
nurse. The certificate of registration of the nursing-home 
hangs in the entrance hall, and I presumed that the matron 
herself was registered. 

The fact that death did not take place till ten or fifteen 
minutes after the operation was not only “suggested by the 
matron," as stated in your report. This was stated on oath 
by both the anaesthetist and myself. 

The Home Office pathologist stated in evidence that an 
operation of this kind could be carried out at a public hospital, 
under the National Health Service, without any cost to the 
family of the patient. That is true. So could any other surgical 
operation. So could all the operations, of any kind, that are 
carried out in all the private nursing-homes in the country. 
But many patients who can afford to pay private fees prefer 
to have a doctor of their own choice and the amenities of a 
private nursing-home. — I am, etc., 

London, W 1. NORMAN HAtRE. 


The Lock Hospital 

Sut, — It is difficult to entertain with even a modicum of 
seriousness the idea of closing the National Gallery and trans- 
ferring the pictures that hang therein to the foyer of the 
Odcon Cinema. I feel that I am one of the very few who can 
speak upon the subject of the London Lock Hospital with 
both a knowledge of, and a disinterest in, the subject. I have 
been a medical officer in the Lock, but my material association 
with it terminates within a matter of days. 

The Lock is not without a few of the many faults possessed 
jy every hospital. It is served by some doctors who have a 
■vealth of experience not known elsewhere, and by some 
venereologists whose ability is indisputable ; it is also served, 
md this may be looked upon as one of the hospital’s few 
faults, by some general surgeons whose interest in venereal 
diseases is secondary. But why pull down a house when the 
installing of electricity would perfect its structure ? 

As a teaching centre the Lock has facilities and clinical 
materia! which makes it unsurpassed and insurpassable. And 
me patients a minor detail — what of them ? They range 
socially from the highest to the lowest, from the stage to the 
street from the sublime to the pediculous. Are they to be 
consulted ? It is a simple matter to take one’s spirochaetes 
around the comer to another clinic — but confidence lacks the 
motility of the spirochaete, and the confidence of the patients 
in the Lock is one of the most striking aspects of the hospital. 
Many patients have been attending for sixty years ; the fact 
that they still attend, indeed the fact that they still live is 
testimony of Lbe bights! north. The Lock was tree built ft, a 
day : to it all roads lead. Let wisdom prevail !— -I am, etc., 

l— w.i. Raymond Oliver. 


Treatment of Rheumatoid Arthritis 

Sir, — I was interested in the leading article (May 7, p. 812] 
on a new treatment for rheumatoid arthritis. In 1927 the hos- 
pital to which I was attached was seeking information regarding 
the value, if any, of ultra-violet light in the treatment of 
tuberculous arthritis in children. Attention was drawn to some 
similarity between certain of the cases and Addison’s disease, 
and it was decided to give whole suprarenal gland to certain 
cases. The clinical improvement in the first case so tried was 
so startling that 1 have always been convinced that there was 
here a line for further research. 

Schafer 1 suggests that the suprarenal capsules have what he 
calls an “antitoxic” property. The improvement in a series 
of eleven cases was not so convincing, but was not exactly 
negative. The work was controlled by blood sedimentation 
rates, etc. ; it was published in the Archives of Disease in Child- 
hood (1929, 4, 47). — 1 am, etc., 

Omaskirk, Lancashire. JOHN D. CRAIG. 

Reference 

I J:,v^rrrj’:r Orsm\ J 924, kondon, p.S> 3. 


Sir, — Y our timely leading article (May 7, p. 812) speaks of a 
“ waning of belief in an all-important infective factor ” in the 
aetiology of rheumatoid arthritis. With all due respect to the 
belief of others, may I as one who for nearly thirty years has 
devoted himself to the intimate study of rheumatism reiterate 
my often expressed view that the role of infection in the 
causation of rheumatoid arthritis is a very important one?" 

Years ago I drew attention 1 " to certain clinical aspects of 
rheumatoid arthritis which in my opinion point quite clearly 
to an infective origin. Consequently 1 laid down certain thera- 
peutic principles (systematically carried out and strictly 
observed rest, nutritional treatment, etc.) which soon found 
general acceptance and stood remarkably well the test of time 
ever since. In the course of years I saw many thousand 
patients who had been either .completely cured or at least 
saved from permanent crippledom with the help of treatment 
on these lines. It was thus possible to demonstrate the “ reversi- 
bility” of rheumatoid arthritis more than twenty years ago. 

It is therefore quite impossible for me to understand why 
it should be “ difficult- to harmonize the microbic theory of 
rheumatoid arthritis with modem knowledge." One has, of 
course, to bear in mind that rheumatoid arthritis is a disease of 
complex character and of multiple origin. In a small mono- 
graph’ I stressed the point that in addition to infection other 
aetiological factors have to be, considered. In this connexion 
I was much impressed by the fact that certain types of rheuma- 
toid arthritis could be found almost exclusively in young 
females and others in women in or near the menopause. Nor 
did I fail to notice the striking differences in the clinical picture 
of rheumatoid arthritis according to the age of the patient 
(“ growing pains ” of early childhood with little or no changes 
in the joints and practically never a raised temperature ; very 
marked swellings of the joints and tendency to higher tempera- 
ture in adults ; slight clinical changes without high temperature 
but coupled with extreme painfulness of the joints in old 
patients). All these facts have clearly pointed to a certain 
correlation with, and an involvement of, the endocrine glands. 
It was logical to assume that the disturbed correlation of these 
glands and the resulting biochemical changes must play a very 
important part in the pathogenesis of the disease. 

It is therefore erroneous to say that “ the disease is part 
of a basal biochemical disturbance of unknown type." In 
reality “ the basal biochemical disturbance ” forms part, but 
one part only, of this complex disease. The fact of the matter 
is that the two main causative factors, infection and endocrine 
disturbance, under the additional influence of climate, environ- 
ment, occupation, etc., bring about an almost capricious variety 
of clinical picture in rheumatoid arthritis ; but in every case 
it is the impact of the infection which “ starts the ball rolling.” 

In the interplay of the two main aetiological factors the 
bacterial toxins are playing the role of the “noxious agents” 
which Selye and others found lately to be able to produce a 
“ general adaptation syndrome.” These experiments are really 
just another proof of the correctness of the “ microbic " theory. 
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The complex aetiologies! origin of rheumatoid arthritis 
makes it obvious that no unilateral therapeutic approach can 
ever yield satisfactory results, and I never missed an opportunity 
of pleading for a multilateral one. Impressed by the fact 
that patients suffering from rheumatoid arthritis — if there is no 
complication by other disease — have almost invariably low 
blood pressure (in contrast to cases of gouty arthritis, who 
almost invariably display high blood pressure), also bearing in 
mind the always present derangement of the internal secretory 
balance of these patients, for more than fifteen years I used 
to administer systematically natural anterior pituitary and 
adrenocortical extracts and have found these hormones to be 
very effective in the advocated multilateral therapeutic 
approach. 

On the other hand, having seen during thirty' years many 
“new treatments” emerge triumphantly and also disappear 
“ unwanted and unwept,” I hope to be forgiven if I utter a 
word of caution. One must realize that every therapeutic 
principle — powerful as the action may be within its own sphere 
— can be effective in one definite direction only, and must of 
necessity be inadequate to deal with a complexity of patho- 
logical factors, as represented in- the aetiology of rheumatoid 
arthritis. When planning treatment for a case of rheumatoid 
arthritis it will be always necessary to assess and evaluate the 
ad hoc composition of the aetiological mosaic and to arrange 
the therapeutic, arsenal accordingly. As far as \ can see — 
lit falsa vales sim — there will never be a “ blue print ” for the 
treatment of rheumatoid arthritis, the successful treatment of 
which for a long time to come will require much special 
knowledge and circumspection from the physician. — I am, etc., 

London. tV.I. 1" SCHMIDT. 

References 


1 British Medical Journal, 192S, 1, 493. 
a Prescribe \9iU 25,213. , , 

* Clinical Aspects and Treatment of Articular Rheumatism, 1924, Vrtnna. 


Morton’s Metatarsalgia 

Sir, — I n the introductory' sentence of the annotation on 
Morton’s metatarsalgia (May 14. p. 85S). there is an implica- 
tion that T. G. Morton was the first to describe this syndrome 
in 1876. Possibly some of your readers may be interested in 
the following : . 

“Another form of neuralgic affection occasionally attacks the 
plantar nerve on the sole of the foot, between the third and fourth 
metatarsal bones, but nearest to the third, and dose to the articula- 
tion with the phalanx. The spot where the pain is experienced can 
at all times be exactly covered by the finger. The pain, which cannot 
be produced by the mere pressure of the finger, becomes very severe 
whilst walking, or whenever the foot is put to the ground. 

“ Relief can only be afforded by the application of lateral com- 
pression, a strip of plaster about an inch wide being drawn tightly 
over the foot and round the sole. I believe ibis application acts 
by drawing the metatarsal bones closer, and thus affording protec- 
tion to the affected nerve, which, when the parts are capable of 
expansion, is more exposed to pressure.” 

This occurs on page 52 of A Treatise on Corns, Bunions, the 
Diseases of Nails, and the General Management of the Feet, 
bv Lewis Durlacher, Chiropodist to the Queen, and published 
by Simpkin, Marshall and Co. in 1S45. thirty-one years before 
Morton published his description. — I am, etc., 

London. SAV.3 E. REMP. 


Thiosemicarbazone 

Srn, — In the many various publications about tuberculosis 
there is no mention of the drug thiosemicarbazone. This ts 
a new compound suggested by Professor Domagk, of Wupper- 
tal, Germany, for the chemotherapy of tuberculosis. While 
serving with the R.A.M.C. in Germany I attended the congress 
of the West German E.N.T. specialists at the University of 
Bonn. Professor Domagk (inventor of “ prontosil ”) was the 
main lecturer. He gave a detailed account of his experiments 
in the treatment of tuberculosis with thiosemicarbazones. He 
did not disclose the formula of the compound. 

Following his lecture, papers were read by clinicians from 
various medical centres where this drug is used experimentally 
for treatment. A report from the clinic for the treatment of 
lupus in Munster stated that the new drug cured lupus in a 
short time. A professor of qtolaryngology reported his ex- 


perience in treating laryngeal tuberculosis with thiosemicarba- 
zone. Dysphagia disappeared in 3-4 days after the commence- 
ment of treatment, even in the very severe cases. Treatment 
of pulmonary tuberculosis was disappointing so far. 

There is little we can leam nowadays from German medicine, 
which is unbelievably backward. But there are a few things 
of importance, and it may be useful to know more about them. 
It is a great pity that so many British doctors now in Germany 
with the R.A.M.C. make such little use of their stay there 
from this point of view. — I am, etc., 

Norwich. L. FtSH. 

V An abstract of a paper on thiosemicarbazone by Professor 
Domagk ( Nord . Med., 1948, 39, 1322) appeared in Abstracts of 
World Medicine (Feb., 1949, p. 246).— Ed., BMJ. 

Treatment of Varicose Veins 

Sir, — I cannot let this correspondence pass without putting in 
a good word for injection therapy. 1 feel that letters on any 
subject in your columns should be helpful rather than con- 
demnatory, and that it would be a pity if such an excellent 
method of dealing with varicose veins should be damned either 
by a theoretical bogy of deep thrombosis — which I have never 
seen — or by the charge of almost certain recurrence. 

I have been injecting varicose veins for over nineteen years, 
and have done well over 20,000 injections, of which I have 
regretted only a few. Five out of six of my patients come to 
me or to my clinic at Battersea Central Mission on the recom- 
mendation of former patients whose varicoses I have completely 
cured to their own satisfaction. 1 even injected my own varicose 
vein three years ago, and to-day there is not a sign of what 
was a very large and twisted varix. 

I think that the secrets of success are : (a) inject as high as 
possible; (b) inject very’ rapidly with the leg in a horizontal 
position and sweep the wave of sclerosing fluid down the vein 
and into its tributaries with the hand (this needs considerable 
practice and confidence) ; and (c) always apply a compression 
bandage, usually of the adhesive type, and keep this on for 
a fortnight. In certain cases this means strapping the limb from 
the foot to the tbigb, or at least as high as the upper limit of 
the varicosity. 

It would be useless to deny that in a small proportion of 
cases there is a recurrence due to recanalization. But this 
occurs quite early — usually within six months — and it will be 
found that the vein wall is thickened and that a second injection, 
made with the same precautions, will produce a lasting hard 
sclerosis, and that the offending vein will disappear completely 
in a few months. 

Recurrences also occur after ligation, and quite a number of 
my patients have had the Trendelenburg operation done pre- 
viously. But I do not on that account condemn the operation, 
and it may be that a combination of both methods would result 
in fewer recurrences than either alone. Finally, let each con- 
tinue to practise and try to perfect his own technique, and if 
his results are good he will have no lack of a steady flow of 
well-satisfied patients. — I am, etc., 

London. S.W.7. R. SlMPSON HaRVEY. 

Dried Plasma for Domiciliary Midwifery 

Sir. — E ven in these days of antenatal clinics and x rays cases 
of unexpected twins continue to occur in general practice. 1 
recently aw such a case, and found myself delivering uniovular 
twins in a bedroom at night. 

Both arrived without difficulty, but in the third stage there 
was considerable post-partum haemorrhage due to atonic non- 
detachment of the placenta. Manual removal was not feasible, 
and it was then that I was truly thankful that I had with me a 
supply of plasma to give without delay. Resuscitation, com- 
bined with ergometrine, was successful, and the placenta was 
eventually removed in hospital the next morning. All three 
are doing well. 

May I suggest that all who practise domiciliary midwifery 
should earn,' with them a special bag containing at least two 
pints (1.1 litres) of dried plasma, the necessary' sterile water, 
and a giving set ? May I also suggest that midwives should’ 
carry plasma and be trained to give it ? And it should, of 
course, be a stock possession of every maternity home. 
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I am a firm believer in analgesia, but if 1 had to choose 
between having a gas or trilene apparatus for the comfort of 
my patient or a supply of plasma for the safety of her life I 
should undoubtedly select the plasma. Furthermore, I believe 
many more women would volunteer to give their blood to the 
banks if they knew it would be devoted to making plasma for 
obstetric emergencies in the home. Because of recent 'political 
arguments, the general public knows how important analgesia 
in childbirth is considered. The provision of dried plasma for 
domiciliary midwifery is, in my opinion, of even greater 
urgency. — I am, etc., 

Item? Bay, Kent. C. T. bj. WHITESIDE. 


Reform of Mental Hospitals 

Sir, — I have read the review (April 30, p. 761) by Dr. Edward 
Glover of Mr. H. G. Woodley’s book on the above subject 
with considerable interest. The review starts off with the 
phrase, “ No doubt there is a good case for the reform of 
institutional psychiatry,” and concludes, “ In fact the main 
virtue of the book is that the author attempts, however 
unsuccessfully, to do what would be much better done by 
psychiatrists themselves, if only they were so disposed.” 

This is the root of the problem. Mental patients are inarti- 
culate, and even when they recover and become articulate their 
appeal is discounted as being that of persons lacking in judg- 
ment ; while unfortunately those who are in charge of large 
mental institutions naturally tend to accept things as they are, 
and the spirit of radical reform is conspicuous by its absence 
from the recommendations of the great majority of those who 
have the care of our unfortunate mentally sick brothers and 
sisters. 

It would be of considerable interest to know how much the 
National Health Service expends per head on those who are 
physically ill and how much we spend per head on those who 
are mentally ill. I feel sure that if the figure were known the 
public conscience would be startled by the abyss between our 
concern for the ailing in body and those who are ailing in mind. 

The root-and-branch reform of our mental institutions is 
long overdue, but it will not come until the public conscience 
is aroused to the urgent need for classification and individual 
treatment of mental patients in a much greater number of 
units far smaller in size than the great barracks where to-day 
all types and degrees of mentally sick persons are herded 
together for mass control. — I am, etc., 

Wrexham. Denbishshue. CYRIL O. JONES, 

Paediatrics and Family Practice 

Sir, — We are very glad that Professor W. S. Craig, Dr. F. 
Charlotte Naish, and Dr. M. F. G. Buchanan (May 7, p. 801) 
are attempting to bring the medical student into touch with 
the problems of family practice. At the same time we fear 
their initial premise “that the instruction of the medical student 
is concerned primarily with the training of the family doctor” 
will not go uncontested. The Medical Curriculum Committee 
of the B.M.A. states bluntly, “The object of undergraduate 
teaching is not to train general practitioners, but to provide 
the student with a foundation for his later career in any branch 
of medical practice," and it can count on weighty support 
within the profession. 

^ et ' lacking a clear directive principle, the insatiable curri- 
culum daily devours apace, threatening the efficiency and zest of 
teacher and student alike. The nature of this principle is per- 
haps the most important issue in medical education to-day. As 
teachers, we frequently ask ourselves the question, “ What 
exactly are you trying to do ? ” and more and more we are 
Iflmed to answer with Professor Craig and Drs. Naish and 
Buchanan, "To train a family doctor.” Once this view is 
accepted an effective principle of intecration is introduced in 
the curriculum. 

Wc are now trying to discover the amount and kind of disease 
m children encountered by practitioners in different kinds of 
practice, and Dr. Naish could probably help us on this point 
straight away. With this information added to out-patient 
a"d ward experience we shall be able to see the paediatric 
reed- of P-e family doctor in better perspective and arrange 
cur teaching accordingly. Further, deliberate practitioner 


training would also permit a more'precise ansxver to the funda- 
mental question which any reform of the curriculum must 
raise — namely, What should be considered undergraduate and 
what postgraduate subjects ? Nor does this apparently utili- 
tarian approach deprive the student of that basic foundation 
which the B.M.A. Committee rightly desires. “ Medical educa- 
tion, like all education, is primarily an appreciation of method, 
and secondly a knowledge of fact,” and a variety of subjects 
can provide material equally suitable for the development of 
that appreciation. 

In this department we are engaged also in studying a number 
of common disorders in childhood as they present to the family 
doctor, and we are increasingly impressed by the refreshing 
effect that this has on our work and teaching. What is more, 
the consistent appreciation of the students .during the past two 
years has convinced us that their essential curiosity and zest 
for learning have not been weakened by our preoccupation xvith 
those common disorders which will be the concern of the 
majority for the rest of their lives. 

The need is not to give the student just a glimpse of yet 
another ciinic, but rather to give him substantial contact with 
the day-to-day work of family practitioners. We understand 
that for some lime the Edinburgh Medical School has used 
the domiciliary practice in this way, and their observations 
would be very welcome. Valid assessment of the success or 
failure of this method cannot be made quickly,; it will be 
shown in the rising or failing standard of family practice in the 
years ahead. For this reason we should set little store on the 
immediate comments of the students pr the apparent toleration 
of their presence by the patients. There is need for careful 
preparation, experiment, and prolonged observation in this 
matter. With these reservations, we would like to join with 
Professor Craig and Drs. Naish and Buchanan. in their plea for 
the fuller use of family practice in undergraduate teaching, and 
we hope their paper will promote fresh consideration of this 
important question. — We are, etc., 


Newcastle-upon-Tynt. 


S. D. M. Court. 
F. J. W. Miller. 


Sir, — I read with great interest the article oy Professor W. S. 
Craig and Drs. F. Charlotte Naish and M. F. G. Buchanan 
entitled “ Instruction of the Medical Student in Paediatrics ” 
(May 7, p. 801). When I entered my present practice in a 
working-class district of London in 1937 1 found that I seldom 
saw an infant or young child unless he was acutely ill. Many 
of my patients were so poor that they waited until their children 
were very ill indeed before consulting .me. I therefore 
encouraged them to join the London Public Medical Service, 
in order that, by paying a few pence a week, they would be 
entitled to medical attention whenever necessary. 

Early in 1938 I started to hold my own children’s clinic 'ohe 
afternoon a week, which my P.M.S. patients were urged to 
attend as part of the service. Except for, my four years’ absence 
in the Forces, the Clinic has been held regularly ever since. The 
work done is practically identical with that described by Dt 
Charlotte Naish in her own clinic — examination and weighini 
of infants, advice on infant feeding, vaccination, and immuniza 
tion, and discussion of general health and behaviour problems 
Careful records are kept of each case. 

I find the mothers most appreciative. They prefer the intimat 
atmosphere of their own doctor's consulting-room to the rathe 
impersonal one of the infant-welfare centre. Moreover, if 
am called in to a sick child my work is made the easier b; 
the fact that I know the family, and mine is a familiar fac 
to the child. 

Nevertheless, there is one problem which I should b 
interested to know if Dr. Naish shares. Despite the fact tba 
I stress the importance of regular routine examination I fin' 
that when the infants reach the age of one year it is almos 
impossible to persuade the mothers to bring them to the clini 
regularly. Whether because of lack of time or because of diffi 
dence in troubling the doctor, older infants and children ar 
rarely brought to see me unless they appear unwell. 

I was, however, most gratified to read of the work being don 
by Dr. Naish and her partners. My colleagues have often mad 
me feel that my interest in positive health in paediatrics wa 
an amiable eccentricity and that such work belonged rather ti 
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the province of the local health authorities than to that of 
general practice. To learn that I share the views of such 
well-known paediatricians is indeed encouraging. — I am, etc., 

London. W.6. B. ROSEFIELD. 

' Routine Medical Examinations 

Sir. — I read with interest Dr. M. E. M. Herford's admirable 
letter (May 14, p. S70) entitled " Routine Medical Examina- 
tions.” He has not mentioned one use of the examination with 
regard to prospective employees which is, I consider, of great 
importance. It is that the examination, when accompanied by 
a full health history of the applicant, enables a Pulheems 
system to be used. This system may be either that used in the 
Army (see the Journal of Jan. 15, p. 83) or one which the 
industrial medical officer has compiled as specially applicable 
to the industry with which he is concerned. 

It is then possible to make a recommendation to the personnel 
department with regard to the job (or jobs) which the applicant 
is fitted best to fill. This ensures the most economical use of 
the man’s labour, and guards him against any industrial hazard 
which might be specially dangerous to him in view of any 
departure from the normal in his physical or mental state. — 
I am, etc., 

London, S.XV.7. R* FRANK GUYMER. 

Death Following Neostigmine 
Sir, — J ust before reading Professor R. R. Macintosh’s note 
(May 14, p. 852) on death following injection of neostigmine, 
sudden death occurred under very similar circumstances, on 
the operating table, in a patient whom I was anaesthetizing. 

A deeply jaundiced woman of 62 was being operated on for the 
relief of common bile-duct obstruction. The anaesthesia was 
" kemithal ” 1 g., rf-tubocurarine 25 mg. in divided doses, and 50% 
nitrous oxide and oxygen. Assisted respiration was maintained 
throughout. 

There were a few cardiac irregulariues during the operation, which 
lasted about 60 minutes, but otherwise nothing of note. Some 
cyclopropane was given at the end of the operation to afford com- 
plete relaxation for the sewing up of the peritoneum. The patient's 
condition was satisfactory. 

When this was finished Z mg. of neostigmine mixed with 1/100 gr. 
(0.65 mg.) of atropine was injected intravenously. A short while 
after this the patient quite suddenly became grey and pulseless. The 
abdomen was reopened very’ rapidly and cardiac massage was per- 
formed, together with the usual remedial measures. No response 
whatever was obtained. 

At necropsy the operation area was perfect, and the only finding 
was said to be a very poor myocardium. 

This, of course, was highly unsatisfactory' and disturbing 
from the anaesthetist’s point of view, and in view of Professor 
Macintosh’s case I feel this should be published as a possible 
further example of death caused by the rapid injection of 
neostigmine. 

I have made a practice, since hearing of Professor Macin- 
tosh’s case, of giving the neostigmine and atropine in very 
small divided doses. It might also be remarked that we have 
found that slowing of the pulse occurs much less commonly 
if the proportion of atropine to neostigmine is that of 1/100 gr. 
(0.65 mg.) to 2 mg. — I am, etc., 

Lincoln. L Clutton-Brock. 

Research in Renal Disease 

Sir, — D r. A. A. Osman (May 21, p. 910) has drawn attention 
to a number of matters which far transcend in general import- 
ance the particular one which prompted him to write to you — 
hence this present note. We ourselves stress, as he has done, 
the leading role played by renal disorders in the incidence of 
crippling disease and of death ; we also think, as he obviously 
does, that there should be far fuller integration of knowledge 
about the kidney, more systematic planning and co-ordination 
of research to add to that knowledge, and expert transmission 
of the results in the ways best calculated to ensure that renal 
irregularity is recognized and, if possible, checked before 
irreversible changes have occurred. 

These objectives demand co-operation between a wade variety 
of preclinical. clinical, and other workers, very much more 
cenerous endowment than has hitherto been available, and one 


or more research and teaching headquarters. From the experi- 
ence of two of us at Oxford during 1945-7, and of the three 
of us in London from early in 1948 to date, we can testify 
whole-heartedly to the value of the many-sided approach to 
renal problems. The story’ of the Oxford co-operative effort 
is well enough known,- and we need not give it again here. 
In the current renal researches our own main contributions are 
necessarily those of a physiologist, a comparative physiologist, 
and an orthopaedic surgeon, and we are very conscious of the 
widening of our scope which association with other workers 
— pathologists, obstetricians, renal-clearance experts, and so 
forth — is making possible. 

Because of our experience on a small scale with relatively 
scanty research time and financial support, we can envisage the 
sort of success which could attend the efforts of a far wader 
association of researchers with fuller time, proper accommoda- 
tion, adequate endowment, and centralized direction. In the 
same building or buildings, as a correct counterpart to all this, 
the knowledge secured by past and current research could be 
made available in clear-cut form to postgraduates and students, 
and they could be briefed in the best methods for the prevention 
and arrest of kidney malfunctioning. 

Is it too much to hope that the necessary steps will before 
long be taken, and that some more radical kind of halt will 
1 thereby be called to the disablement and fatalities produced by 
renal disorders 7 There are many institutes ol cardiology but 
few, if any, of nephrology, though the heart is more often than 
not the victim of the kidney’s initial malpractice. — We are, etc., 

K. J. Franklin, 

St. Bartholomew's Hospital Medical CoUese. 

E. C. Amoroso. 

Royal Veterinary CoHesc 

J. Trueta, 

Wlngfield-MoTTis Onhopaethe Hospital. 

Hereditary Ch eiropompb olyx 

Sir,— T he case seen by Dr. S. H. Curry (May 21, p. 913) 
appears to be the local variety of epidermolysis bullosa more 
or less completely localized to the hands or feet or both hands 
and feet, characterized by a recurrent bullous eruption in 
summer — the exciting cause being the hot weather more than 
local trauma. 

The familial incidence was first pointed out by E. A. 
Cockayne, 1 who could find only one similar case previously- 
recorded, 1 and that without known family incidence. This was 
in a boy, then aged 4 years, under my care, who, I hear, 
suffered very much from the complaint in summer when he 
was in the Royal Air Force during the late war. I have been 
told of a similar case in a boy aged 6 years, but with hereditary 
incidence. Many cases have been recorded in America — see 
especially Waisman’s’ report entitled “ Recurrent Bullous 
Eruption of the Feet and Hands (Weber-Cockayne).” The 
striking pedigree given by J. B. S. Haldane' should also be 
seen. — I am, etc., 

Lordon. \v i F. Parses Weber. 

RxFnuNcts 

I Bril. J. Derm. Syph ., I93S, £0, 358. 

* Proc. R. Soc. Med., J926, t9, 72. 

* /. Amer. med. Ass., 1944. 124, 1247. 

' J. Hered.. 1942. 33. 17. 

POINTS FROM LEXTERS 

Treatment of Spondylitis with Cortical Extract 

Dr. J. Thomson Shirlaw (Wigan) writes: After reading the lead- 
ing article (May 7, p. S12) I am constrained to mention a case 
of ankylosing spondylitis treated by me last year with an extract of 
suprarenal cortex. The patient’s own statement of its effects is that, 
whereas his symptoms were aggravated by previous injections of gold 
and the application of r rays, they were improved after the adrenal 
cortex injections. I was led to adopt this treatment by the appear- 
ance in him of thick, solid limbs, shoulders, and buttocks, loss 
of sexual desire, and exhaustion after little effort. Owing to the 
high cost of the remedy I gave 40 minims (2.4 mi.) twice weekly; as 
he improved I reduced this to onoe weekly. Such doses were too 
small and too widely. spaced. Now, encouraged by the results of the 
clinical trials mentioned in your leading article, I hope to resume the 
treatment and will make it more intensive. There is little doubt 
that in my case, at any rate, there is a break in the harmonious 
relations of the functions of the pituitary and adrenal glands. 
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NATIONAL HEALTH SERVICE (AMENDMENT) BILL 

The National Health Service (Amendment) Bill was given a 
second reading in the House of Commons on May 24. 

The Lord Advocate, Mr. John Wheatley, said the purposes 
of the Bill were broadly three. First, to clarify and amend the 
application to partnerships of those sections of the National 
Health Service Acts which prohibited the sale of practices by 
doctors in the Service and which compensated them for the 
resulting loss of the selling value of the goodwill. Secondly, to 
carry out certain promises of amendment made to the medical 
profession in the discussions both before and since the beginning 
of the Service. Thirdly, to make certain minor administrative 
changes which experience had shown were desirable, 

Mr. Wheatley then described m detail the effect on medical 
partnerships of Part I of the Bill, which was printed in full in 
the Supplement of May 21 (p. 274). There were only 50 “mixed 
practices,” of which only one was in Scotland, and the new 
fund required for compensation in these cases was not likely to 
be large. He drew attention to the opportunity given to all 
members of partnerships who had not yet joined the Service to 
do so before the second appointed day, which would be two 
months after the date on which the Amending Bill became an 
Act. The committee under the chairmanship of Mr. Justice 
Slade had recommended that assistants should be treated in 
the same way as partners, and effect had been given to this 
recommendation. 

It was realized that, despite all the attempts which had been 
made to secure justice as between one party and another, there 
might be the odd case in which the operation of the principles 
laid down by the Slade Committee and incorporated in the Bill 
might lead to hardship. Provision had therefore been made for 
arbitration in such cases, and, failing agreement between the 
parties on a single arbitrator, the issue would be referred to a 
committee consisting of a legal chairman appointed by the 
Lord Chancellor or the Lord President of the Court of Session, 
a medical practitioner appointed by the President of the British 
Medical Association, and an accountant. Finally, in Part I of 
the Bill it was made clear that Section 35 of the principal Act, 
or Section 36 of the corresponding Act in Scotland, did not 
prevent a doctor who had never been in the Service from 
selling the goodwill of his practice even although part of that 
goodwill was acquired from a partner inside the Service. 

It was possible under the Health Service Acts, and in point 
of fact under the National Health Insurance Acts ever since 
1912, to introduce by regulation a whole-time salaried service. 
The pledge given by the Minister of Health that it would be 
made clear in legislation that a full-time service could not be 
instituted by regulation alone was fulfilled in relation to general 
practitioners by Clause 10 and in relation to specialists by 
Clause 1 1 of the Bill. 

Amonn other minor matters which arose under Part II of the 
Bill professional members of the tribunal were to be drawn 
from a standing panel of members of the profession selected to 
cover the different types of practice involved, whether rural, 
industrial, or some other type. All executive councils were in 
future to elect their own chairman from among their own mem- 
bers. Provision was made for the removal from the lists of 
executive councils of doctors or others who had removed from 
tnc district and were not, in fact, available for that or any 
other reason to provide services in that area. The period for 
claiming fees under the Midwives’ Act was extended from two 
months to three months. 

Under Clause 12 they bad put the coping stone on the struc- 
ture of Whitley Councils built up for the negotiation of the 
I terms and conditions of service of all of the many types of 
pomcers engaged in the National Health Service by enabling 
arnuration machinery to be set up where disagreement arose 
octueen the official and the staff sides. The intention was to 
up a tribunal for the Health Service on the lines of the Civil 
service \rhitration Tribunal, the details of its constitution and 
procedure to be sealed by the terms of an arbitration agree- 
ment nude between the two sides. He was confident that the 
inn would receive support from all sides of the House. It was 
but a further step in the development of a scheme which, in its 
snort span of ten months, had already invoked the admiration 
■md) respect not only of the people of this country but of the 
rropic of the whole world. 


Buying and Selling Goodwill 

‘hr Heart Lt css-Tooth said he did not feel strongly about 
'•* ftiemion or otherwise of the power of a doctor to sell the 
: ' '■''an! o, his practice. This was not really a question of 


principle in his view — a view generally shared by the Opposition. 
The members of some professions had been able at all times to 
sell and to buy the goodwill of their practices. • The members 
of other professions had Dot been so able. That applied, -for 
example, to the legal profession, and he thought that it was a 
pity that there had not been the same state of affairs in the 
medical profession. He recapitulated the criticisms of Sections 
35 and 36 of the principal Act put forward by Mr. Willink in 
the committee stage and on report. It was a pity the Minister 
of Health had not consulted with the law officers on these points 
at the time they were discussed. 

After the principal Act was passed lengthy discussions took 
place between the Minister and the doctors. The doctors had 
three main objections to coming into the new Service : the fear 
of a full-time salaried service ; their objection to the abolition 
of buying and selling of practices ; and their fear of direction. 
The doctors had quite properly and democratically held a 
plebiscite at which general practitioners voted by an over- 
whelming majority of the order of 12 to 1 against coming into 
the scheme. The doctors meant business, and the Minister had 
had to give way. On every principal objection which the doctors 
raised the Minister had had to give way. 

Subject to detailed consideration in committee the Opposi- 
tion thought this was a good Bill and they desired to give it 
their support. Clause 10 said : “ The remuneration to be paid 
. . , shall not . . . consist wholly or mainly of a fixed salary.” 
He thought that effect would be given to those words if the 
fixed or basic salary did not exceed half the total emoluments. 

Concluding, he said that the fundamental trouble with the 
Health Service Acts was that the choice of priorities was wrong. 
The Acts were founded on two fallacies: that unlimited money 
would be available, and that only expenditure was needed to 
provide a good health service. Free spectacles were admirable 
things, but were very rarely matters of life. The more free 
spectacles were available to the people the longer the queues 
would become at the hospitals. The hospitals were matters of 
life in this connexion. 

Mr. Bevan, intervening, said that it was perfectly competent 
for the Opposition to put down an amendment to the Bill 
removing from the range of free issues any part of the Health 
Service. If they wished to do that they should take the oppor- 
tunity. If the Opposition wished to restrict the range of free 
health treatment it was quite open to them to put down an 
amendment. 

Mr. Frank Byers said that the question of the direction of 
doctors had been used as a sort of political propaganda stunt. 
The National Health Service was a long-term project and he 
deplored irresponsible political sniping at the Health Service 
and at the Government in their administration of it. He thought 
that there were many things that would have to be amended. 
The position of the rural doctor would have to be looked at 
again. The Bill ought to have been called the National Health 
Service (Amendment No. 1) Bill, because there would have to 
be amending Bills Nos. 2, 3, and 4, and then a consolidating Bill. 

Specialist Services 

Mr. Messer thought that the Minister in this Bill bad given 
the doctors more than most people would consider necessary. 
Discussing specialist services, he said that part-time specialist 
services were tied up with the paid beds provision. Children 
who required tonsillectomy might have to wait for nine months 
to two years for the operation but could be admitted to hospital 
at once if the operation were done privately at a cost of from 
£30 to £50. That was one of the dangers of part-time specialists. 

The part-timer could undertake work which entitled him to 
9J/llths of the salary he would earn as a full-time specialist. 
He was entitled to up to 800 guineas per annum for domiciliary 
visits. He could make special visits on behalf of the regional 
board at 5 guineas per visit. He could work as a locumtenent 
at 5 guineas per half-day, and he was entitled to work in bis 
own private practice. There were also such things as income 
tax allowances for expenses that were denied the full-time 
specialist. 

He mentioned these things because he thought too much 
importance was being placed on the proviso that in no circum- 
stances would there be introduced a regulation which would 
make all specialists full-time. Mr. Messer went on to suggest 
that consideration might be given to placing on the regional 
hospital boards the responsibility for tne provision of facilities 
for postgraduate study. 

Mr. Peter Thorneycroft criticized not so much what was 
in the Bill as what was left out. On the question of analgesia 
in childbirth he had a proposition to put to the Minister of 
Health. Two new Clauses had been placed on the Order Paper, 
and if the Minister would accept them on the committee stage 
he would withdraw his Analgesia in Childbirth Bill. Those 
new Clauses gave him 75% of what he wanted. 
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Mr David Renton, speaking as the son of a general practi- 
tioner, took objection to the \agueness of Clause 10 It would 
be useful if the Minister were to give the House some idea of 
what he had in mind when he said that m special circumstances 
the proviso with regard to there being no fixed salary or not 
mainly a fixed salary should not prevail If these * special 
circumstances” were to be interpreted too broadly the whole 
effect of this amendment would go by the board 

The Minister and the Medical Profession 

Dr Broughton welcomed the Bill but he also thought that 
the Minister had gone too far in trying to meet the demands 
of the medical profession He quoted extracts from a leading 
article in the British Medical Journal of May 21 (p 904) “ The 
B MA conducted a campaign against the introduction of a 
whole-time salaried medical service ” “It did not accept 
the assurance of the Minister that this was not the Government's 
intention “ Mr Bevan once more bowed before the 

storm . 

The Act of 1946 was arranged so that the Minister could 
conform to the wishes of the medical profession and the best 
interests of the country The day might come when the pro 
fession wanted a full-time medical service, and it would have 
difficulty in obtaining one if Clause 10 became law He 
suggested that the Minister was pampering a section of the 
profession most politically prejudiced and panic-stricken He 
quoted again from the same B \f J leading article 

The only other criticism he made was m regard to the pro 
posal that the executive councils should allot to the medical, 
dental, and other local committees such sums for deferring the 
administrative expenses, including travelling and subsistence, as 
were necessary Why should the administrative expenses of 
these committees and the travelling and subsistence allowances 
of the members have to be met by compulsorv deductions from 
the salanes of doctors, demists, and pharmacists 1 This should 
be a public expense Doctors were not wealthy men, and they 
must not be judged by their cross incomes because mans of 
them had heavy practice expenses They asked only that their 
remuneration should be sufficient to allow them to give freely 
their shlf-sacnficmg service in accordance with the tradiuons of 
an honourable profession 

Mr Baird said he was astonished to hear Mr Renton deplor- 
ing the fact that the Nauonal Health Service Act had been 
treated as a political issue The Health Service scheme had 
been political right from the very beginning and up and down 
the country before the Bill was introduced the Tory Party and 
the B MA were misrepresenting what was in the minds of 
Labour members He referred especially to the dental services 
under the N HS It was written into the original Act of 1946 
that the Minister should provide a pnonty service for expectant 
mothers and voung children, but the fact was that the establish- 
ment of dentists employed by local authorities for this purpose 
for treating the pnonty classes was under 50°o The Minister 
should take over the treatment of these pnoritv classes and run 
it on a regional basis There were perhaps 10% of the dentists 
who were guilty of acting in a most unprofessional manner 

Conciliation Machinery 

Mr Linstead said it was hopeless to think of attracting 
dentists into a salaned service while there was the enormous 
dispanty between official salanes and what could be earned in 
pnvate practice The Minister’s mam task now was to earn 
the professions with him He had gone some wav to meet 
the doubts of the medical practitioners, and it was of value to 
have a statutory guarantee that a full-time salaned sen ice 
should not be introduced save by Act of Parliament He 
thought that some gesture to the dentists was very badly 
needed The dentists felt that they were faced with a unilateral 
alteration of terms of semce bv regulation 

He felt that Clause 12 should be carefullv considered because 
it brought into the N H S a large section of the conciliation 
machinery applied to mdustnal disputes This raised two impor- 
tant points of pnnciple First, the Minister of Labour was 
brought in under the Conciliation Act and as a matter of 
constitutional propriety he wondered whether it was ncht or 
proper for one Minister to purport to arbitrate in a dispute 
where one of the parties was a Minister of the Crown This 
wanted looking into on the committee stage to ensure that thev 
were not putting either the Minister of Health or the Minister 
of Labour into "a false position 

The second and more important point was that if the 
mdustnal court was chosen under the Industnal Courts Act, 
1919, as 3 means for resolving a dispute between the Minister 
ind 'anv section of emplovees in the National Health Service 
then there wis no provision for the enforcement of anv award 
which might be made' He hoped the Minister would be able 
to give son e assurance that m these arbitration proceedings. 


whatever form they took, he would as party to them regard 
himself as bound in advance by the decision of the arbitrator 

Mrs Mann referred again to the question of analgesia under 
the Midwifery Service, and quoted freely from the report of 
a subcommittee of the Medical Women s Federation which 
appeared m the opening pages of the British Medical Journal 
of Feb 26 (p 333) 

Mr Howard welcomed the amendment to the Bill allowing 
hospital boards and management committees to subscribe to 
certain approved associations He hoped that the right accorded 
to certain committees to elect their own chairmen would ne 
extended He asked the Minister to explain the significance 
of another minor amendment the removal of the words ‘ loss 
of remunerative time ” and their substitution bv “ any loss of 
earnings which would otherwise be made. ’ Was this amend 
ment significant, sinister, or merelv silly , 

He also made the point that in some of the Acts recently 
imposed by the Munster the question of war damage had been 
treated unfairly One hospital had put in its original budget 
provision for capital expenditure which included £100 000 of 
war damage That item had now to be cut to £90 000 There- 
fore the board of that hospital must leave a vast amount of war 
damage unrepaired for yet another year This difficulty applied 
to every hospital in every blitzed area In conclusion, he urged 
the Minister to carry out his declared intention of delegating 
responsibility as widely as he possiblv could Without such 
delegation the Service could not possiblv work satisfactonlv 

Safer Motherhood 

Dr Haden Guest said it had been contemplated from the 
beginning that it would be necessary to introduce not only one 
but a senes of amending Bills There were two simple and 
important things that had been done since the N H S came into 
operation Women and children who had previouslv had to 
pay for medical treatment were now able to get treatment 
without paying fees at all The other great gam was m the 
reorganization of the hospital system 

He thought that some Members were inclined to attach too 
much importance to the question of analgesia in childbirth It 
was desirable that women should be relieved of the pain of 
childbirth, but that was by no means the only thing of value 
about a properh organized matermtv service Analgesia was 
not necessaniv wanted for all women but safer motherhood was 

They wanted to reduce to nil the number of deaths in child 
bed and the number of cases of injury to mother or child at 
the time of birth This could be done He referred to a senes 
of 5,000 consecutive deliveries without a maternal death reported 
recently by Mr Norman Embhn in the British \Jedical Journal 
of Feb 12 (p 260) These results had been achieved not bv 
anaesthetics or analgesics only, but b. the setting up of an 
organization which meant that everv difficult case had a doctor 
and a medical and surgical specialist team in attendance 

He pointed out, however that a great increase in the use of 
analgesia had been brought about by administrative methods 
under the National Health Service In 1938 the proportion of 
women who received analgesia in childbirth was only 04% Bv 
1943 it was 1 2% and by 1945 3% The 1946 figure was 6 9°Z 
By 1947 it was 13 3% and m the last six months of 194S the 
figure had gone up to 35% He thought that this was one of 
the advantages that had flowed fromthe NHS 1* was not 
true to suggest that the Ministry of Health was failing in us dutv 
in this respect 

Colonel Stoddvrt Scott thought the Bill improved the 
original Act, but be hoped that hospital management com 
mittees and governing bodies of teaching hospitals would also 
be able to choose their own chairman He referred to the fact 
that before Julv 5 1948 it was obligatory upon local authorities 
to provide accommodation for the aged sick The 1946 Act 
took this responsibility a wav from the local authorities and put 
it into the hands of die regional hospital boards He did not 
believe that the boards had earned out these duties in the same 
way as thev were earned out before 

When people were old and a little muddled it was found that 
the onlv hospital accommodation available to them was in a 
mental hospital At one Birmingham ho<p al in 1947-S onlv 
20 people over the age of 64 were admitted In the period of 
1948-9 the figure was 93 and of these old men and women 30 
had died from pneumonia, heart trouble and similar condilions 
It wus difficult to get old people who were chronically ill into 
other accommodation such as previouslv existed 

In the N H S the first pnontv must oa an adequate hospital 
service It was remarkable that a drastic cut imposed on tbe 
Health Service by the Minister should have been on that element 
of the Service which had borne the brunt of increasing atten- 
dance At some general hospitals in the North out-patients 
attendances had increased bv 100% He thought it more impor- 
tant that hospital accommodation should be available than that 
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people should be able to obtain two pairs of identical spectacles, 
or that Mgs should be given to foreigners. 

Drugs for Private Patients 

Mr. Henry Strauss welcomed the Bill and so did Sir Wavell 
Wakefield, who said that there was one matter which he had 
raised previously at question time. When the Service was intro- 
duced the Minister stated that people would be free to have 
the Service in whole or in part. Members of the public who 
wished to pay for the services of a doctor and therefore did not 
use that part of the Service felt a great grievance because they 
were debarred from having the free appliances or drugs avail- 
able to patients who took advantage of the whole Service. 

It was wrong that because a person elected to be a private 
patient he should be debarred from the benefits that the Minister 
had stated very definitely would be available to him. Many 
doctors while in the State service had private patients. In treat- 
ing State patients doctors could not prescribe appliances or 
drugs which were not acceptable to the State. Surely the same 
set of rules and the same administrative requirements could be 
applied to the person who was a private fee-paying patient. _ 
Foreigners who made no contribution received the service 
free of charge. Private patients could not receive drugs and 
appliances which they had paid for by way of taxes. The 
Minister ought to remove this grievance and make if possible 
for people to receive drugs though paying fees for private treat- 
ment from doctors. He also suggested that whatever expense 
there would have been to the State ought to be allowed for in 
any charges made for private paying-beds. 

Lieut.-Colonel Walter Elliot said that there were now about 
454,000 hospital beds in the country. The Emergency Medical 
Service had run this number up to well over half a million, and 
so long as there were 50,000 hospital beds in existence but not 
staffed all the steps which could be taken towards solving the 
problem of producing an adequate Health Service had not 
been taken. 

There had been considerable uneasiness and distress among 
the medical profession. There was still a deep Freudian bruise 
in the mind of the medical profession about the negotiations, 
which were conducted more as a military operation than as a 
kind of negotiation. However, the Bill before them carried out 
the promise of the Minister, and he did not think there was any 
breach of faith in the Bill. 

Dr. Broughton, he said, had early acquired the political trick 
of using that part of a quotation which suited him and leaving 
out the rest. He had quoted from the British Medical Journal 
leader to the effect that they had refused to accept the assurances 
of the Minister. He had left out the explanation in the second 
half of the sentence, which was that although the Minister might 
not remain he could not bind his successor. He might perhaps 
have quoted also another leader in the British Medical Journal 
(May 14, p. 856) dealing with the actual reduction in beds which 
would follow the recent circular from the Minister. 

He quoted at length from this leading article on the effect of 
the recent cuts on St. Bartholomew’s Hospital, Oxford, Bristol, 
Birmingham, and Manchester. The cost of the health services 
was still rising and had not yet reached its peak. The Opposi- 
tion did not propose any cuts in the health services ; the money 
to complete them would have to be found. The Bill before 
them certainly implemented the promises made by the Minister 
•during the passage of the Bill, promises which the Opposition 
believed to be necessary. If they had not been implemented 
then it would have given rise to a grave breach of faith. 

The Minister’s Reply 

Mr. Bevan said that most of the doubt which arose in 1946 
md subsequently and most of the anxieties which the doctors 
Kid been suffering were a direct consequence of the unbridled 
ropacanda of some leaders of the medical profession at that 
" n . 1c - They created suspicion and doubt where none in fact 
ixistcd. The Amending Bill was necessary not because of the 
.’tiscuruj. of the original Act but because of the complexity of 
.‘I 4 ^ubject. \t the same time, although there were between 
[i.OOO and 18,000 G.P.s in the country,' this Bill affected only 
-0 partnerships. 

Tbe proposed new Clauses about analgesia he would deal 
auh at the committee stage. He could certainly not accept the 
NCiiJnr bargain of agreeing to admit those Clauses in return 
r k c ''•""drawal of a Private Member's Bill that might never 
reach the Statute Book. The country was being given the 
impression that if only these new Clauses were in operation 
more women would be relieved of pain in childbirth. This 
trt - e - They were up against the physical limitations of 
!. r He ». ot sufficient trained midwives and general facilities. 

I-' 4 "- s’.ct. person must feel that he or she was receiving as 
'"re. atierrrjor. as any other person. It was wrong to suggest 
'*• " certim group of paticnLs vs ere to have prioritv over any 


other group. Before many* years had passed every woman in 
this country would be able' to have analgesia or anaesthesia if 
she wanted it. 

The Minister then went on to discuss the question of expendi- 
ture. One member had asked, “ Why on earth should we cut 
the hospital service and issue free spectacles ? ” By what con- 
ceivable alchemy could he transmute a citizen without a pair 
of spectacles into a trained nurse looking after a patient ? He 
could not get trained nurses by letting half the country go blind. 
If the Opposition wished to economize at the expense of the 
provision of one of the free services let them have the courage 
to put down an amendment. 

The administrative expenses of the National Health Service 
Act worked out at 2.3% of the total cost. The administrative 
expenses of private insurance companies were anything from 
91 to 40%. This 2.3% total included the Health Division of 
the Ministry of Health, the price-fixing machinery for the 
pharmaceutical services, the Dental Estimates Board, all the- 
executive councils, all the regional hospital boards, and ail the 
management committees and secretarial expenses. 

Administrative expenditure should be scrutinized narrovyly, 
but there were no great savings to be obtained on the admini- 
strative side.' The financial cuts were an attempt by the central 
administration progressively to exercise financial discipline over 
the whole Service while at the same time leaving the utmost 
amount of independent action at the periphery. 

To the extent that abuses existed in the Health Service, to the 
extent that there were faults, they arose directly from those parts 
of the Health Service that had to be articulated through private 
enterprise — opticians, dentists, chemists, but not so much the 
chemists. He believed that before long everybody would take 
pride in the Health Service. It was already an inspiration to 
other nations. 

The Bill was read a second time and committed to a Standing 
Committee, and the Money Resolution was agreed to in 
Committee. 


Overcrowding in Mental Hospitals 

On May 19 Mr. Sorensen asked to what extent mental hospi- 
tals in London and the Home Counties were overcrowded ; 
approximately what proportion of beds and wards was not 
being used through lack of staff ; and whether recruitment for 
the mental hospital services was progressing or not. 

Mr. Bevan answered that accommodation in use was over- 
crowded by 4,048 beds (approximately 11% of the total). The 
proportion of bedspace available but not used because of lack 
of -staff was 4.1%. Separate figures for wards not in use for 
this reason were not available. Recruitment of nurses was pro- 
gressing. In 1948 there were 15% more nurses employed in 
these hospitals than in 1945. 

Artificial Limbs 

Answering Lord Willoughby de Eresby, Mr. Marquand 
stated on May 24 that about 50 patients had worn artificial 
legs fitted with suction sockets for periods ranging up to about 
two years. As a result of observations made during these 
trials a number of modifications had been made, especially in 
the valve. A supply of the improved valves had just been 
received. He intended to ask a number of limb-makers through- 
out the country to fit suction sockets to their particular make 
of legs for trial by not less than another 100 patients. 

Mr. Marquand further said that six mechanical hands of one 
type had undergone trials by selected amputees since April 
of last year. Reports were available for consideration by the 
Standing Advisory Committee on Artificial Limbs at their next 
meeting. Another type of mechanical hand had been produced 
and was being tested. If the Standing Advisory Committee was 
satisfied with the performance of either or both of these types 
of mechanical hand they would be made available to all dis- 
abled war pensioners and National Health Service patients for 
whom they were suitable. 

Administrative Staff. — Mr. McFarlane inquired on May 17 what 
was the number of persons engaged on hospital administration in 
Scotland on July 1, 1948; and the number at present engaged. Mr. 
Woodburn replied that information on the number at July 1, 1948, 
would have to be obtained specially and he did not feel justified in 
asking hospital authorities for it. The present number of officers 
engaged in administration (including clerical and typing staff) was 
about 2,200, which comprised the staffs of the five regional boards, 
the 84 boards of management, and the 425 hospitals in the Service. 

Dental Services . — There were 9,347 dentists on the dental lists in 
England and Wales on May 1. The Ministry of Health Estimates, 
Class V(2), provide £28,204,000 for the cost of the general dental 
services in England and Wales. 
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INFECTIOUS DISEASES AND 'VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vita! 
Statistics in the British Isles during the week ended May 14 

Figures of Principal Notifiable Dtseases for the week and those for the corre- 
sponding week last \ear, for: (a) England and Wales (London included) (b> 
London (administrative county) (c) Scotland (d) Eire (e) Northern Ireland 
Ft cures of Births and Deaths, erd of Deaths recorded trrder each infectious disc as*, 
c-e Jor ; (a) The 126 great towns in England and Wales (including London) 
(b) London ( adsnini strata e county) (c) Use 16 principal towns in Scotland 
(d»The 13 pnrcjpal towns in Eire (e)The 10 pnnopal towns in Northern Ireland 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available 


Disease 

1949 

194S (Corresponding W e?K > 

<a) | (b) j (O j (<J) , <e) 

(a) j (b) j (c) | (d) M 

Cerebrospinal fever . . 
Deaths 

44 d 17 3 — 

1 

36 2 2! 2 — 

! — 

Diphtheria 

Deaths 

90 16 24 i ( 5 

I i 

IS3‘ 14 57 10 3 

tj ! 

Dysentery 

Deaths 

77 7 35 1 — 

1 

inj 24 59 — — 

Encephalitis letbargica, 
acute 

Deaths 

A- 


2 — 

1 

i 1 

i 

i 

I 

Erysipelas 

Deaths 


— 

j 19 9 

1 

V 

fniectiVe enteritis or 
diarrhoea under 2 
Jears 

Deaths 

1' !' 

. I 47 1 

35 7 8, 1,_ 

1 9 is ' 

30 3 9, 6 1 

Measles* 

Deathst 

S.363 H0S 444 1 213, 202 

I “ » 1| - 

11.S79 1040 202 177 68 

2 l — 

Ophthalmia neonatorum 
Deaths 

46 2 10 lr 1 

i 1 

46 7 9 _ — 

Paratyphoid fev er 

Deaths 

10 — 
J i“ 

— j — 

— 

_ 7 I - 1 - 1 - ; z 

Pneumonia, influenzal . . 
Deaths (from in9u- 
enzatt 

406' ;o 2' s 

,s ! », - 3 

U 

611 30 2 5 5 

Pneumonia, primary , i } 165 46, 

Deaths . | 171 I9j 7j E 

i 219 20 

169, 2S, (4 10 

Policntrcepkalius. acute I I, — 1 I I 

Deaths .. j j j , [ 

2 I 

, » l 


Polio mjehus. acute .1 !I 

Deaths? . j — 

_,J 

». - 2 I 

- I-, f 

Puerperal fever | j — 

Deaths . 1 | 

9 


1 _ ! 5! ■ - 

.. .1 1 1 

Puerperal pyrexia'I . j 7$ 6 

Deaths . | j — 

5, — 

1 


l°lj 5 2 - , - 

Relapsing fever . \ — \ — 

Deaths .. j j 

; 


~ I - ' 1 

Scarlet fever . ..1 993. 70 

Deathst . , ( 

177 55 

j 5 

1,675, 134 2S3, 47 45 

1 

Smallpox .. } lj — 

Deaths { ’ 



-1- 

~\z z 

Typhoid fever . 

Deaths 

7 — 


-1 = 


- 

Typhus fever . 

Deaths 

~ 1 ~ 

~'Z\Z 

~ I” 

t 

i 


Whooping-cough* 

Deaths 

2^06 183 20S 129 82 

II* ! f — 5-1 

3,117 217 45 124 15 

9 3 — 1 2 1 

Deaths (0-1 3 ear) 

Infant mortality rate 
(perl ,000 live births) 

297/ 42. 52 26 8 

H i 

276 41. 62. 25 

1 f 

‘ ! 1 

to 

Deaths (excluding still- 
births) 

Annual death rate (per 
1,000 persons Imng) 

4,655 

6S1 ( 62S, 202j 116 
!l2 6 ! 12-5, 

|||! 

4,4311 6SS SSI. 17S 131 

1 ', 11 - 711 - 1 ! 

Lne births 

Annual rate per 1,000 
persons hvmg 

8.177 1319 1056 4$7 235 
J U1C30C 

8,504 1344 1107 471 247 

1 { 

22*3,29*5 

Stillbirths 

Rate pec 1,000 total 
births (including 

stillborn) . . 

2!0| 25, 34 

1 | 3, j 


2,7 

42 

i 

} 

25 f 

I 



* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation onlv 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes primary form for England and Walts, London (administrative 
courjw), and Northern Ireland 

§ The number of deaths from pollotns elitis and polio-eccephahus for England 
end Wales, London (administrative county), are combined. 

” Includes puerperal fever for England and "Wales. Eire, and Northern Ireland. 


EPIDEMIOLOGICAL NOTES 
Analysis of Deaths in 1947 

The Medical Tables of the Registrar-General's Statistical 
Review for 1947 record that 515.591 civilians died in England 
and Wales during that year, an increase of 26.537 over 1946 
This gave a crude_ death rale of 12.3 per 1,000 civilian popula- 
tion, compared with 12 0 in 1946 and an average rate of 12.1 
for the 10 years 1929-38. Of these deaths 144,570 were due 
to heart diseases and 77,649 to cancer. These two groups thus 
accounted for 28.0% and 15.1% of the total respectively; in 
1938 these proportions were 24.3°; and 13.9%. 

Deaths due to diseases of the coronary arteries and angina 
pectons showed an abnormal increase, numbering 33.16S in 
1947, compared with 28,580 in 1946 and 15,409 in 1938. To 
get a true comparison between those two years it is necessary 
to discount the changes in the sex and age structure of the 
population. When this is done, taking the 1938 incidence as 
1 000, the corresponding figures in 1947 are 1.851 for men 
and 1.765 for women, indicating a total increase of about 80% 
in mortality attributed to this cause over the nine years. 

Deaths from cancer show that male mortality is still increas- 
ing. and that the halt in the decline of female mortality seen in 
1946 has been maintained. While for cancer of some sites, such 
as the mouth and pharynx, mortality is falling for both sexes, 
the mortality from cancer of other sites shows great increases. 
Among the 77.649 deaths in this group cancer of the lung 
contnbuied 9.535 17,805 men and 1,730 women), compared 
with 4,658 (3,609 men and 1,049 women) in 1938. This accounts 
for three-fifths of the increase in male deaths from cancer. 

Deaths from appendicitis numbered 1.491, le«s than half 
the total recorded in 1938, when there were 3.027 

Food Poisoning 

The Ministry' of Health memorandum on food poisoning 
<188/Med) was issued tn 1935. Since then there have been 
two important developments in connexion with the control of 
disease conveyed by food — namely, the notification of food 
poisoning under Section 17 of the Food and Drugs Act. 1938, 
and, more recently, the establishment of the Public Health 
Laboratory Sen ice. The memorandum has therefore been 
revised and issued to all medical officers of health. 

Section 17 (1) of the Food and Drugs Act. 1938, provides 
that if a medical practitioner suspects that a patient is suffering 
from food poisoning he shall send to the medical officer of 
health a certificate stating (o) the name, age, and sex of the 
patient, and the address , and (h) particulars of the food 
poisoning. 

The main object of Section 17 is to ensure that the M.O.H. 
is informed of outbreaks of illness occurring m his district 
and believed to have been caused by food. Although food 
poisoning is not defined in the Act of 1938. the Minister does 
not think that notifications under Section 17 need include cases 
in which food causes an infectious disease which is otherwise 
statutorily notifiable as such. In practice this has not happened 
except on occasions when cases of illness clinically and 
epidemiologically indistinguishable from food poisoning have 
been so notified but have" proved on investigation to be cases 
of bacillary’ dysentery. This is unavoidable, and in general the 
experience of the last 10 years has shown that the notification 
of food poisoning has achieved the purpose intended— -namely, 
that circumstances requiring further investigation and action of 
a kind which a general practitioner cannot be expected to under- 
take are brought promptly to the notice of the local M.O.H.. 
who can then enlist the help of the Public Health Laboratory- 
Service. 

The Registrar-General has requested medical officers of health 
from the beginning of 1949 'to include the notified cases of food 
poisoning in their weekly returns and also to make a quarterly 
return of the total of such cases amended by reason of cor- 
rected diagnoses. The publication of these figures at regular 
intervals by the Registrar-General may help to bring to light 
hitherto unrecognized factors in the causauon of food-borr.e 
disease. 

Discussion of Tabic 

In England and I Pole's a decrease was recorded in the notifica- 
tions of measles 854. whooping-cough 147, acute pneumonia 88. 
and typhoid fever 30. There was an increase in the incidence of 
scarlet fever 95. cerebrospinal fever 23, and dysentery IS. 

A fall in the incidence of measles was reported in most areas : 
the largest falls in notifications were Southampton 116 and 
Middlesex 100. The only notable exception to this general 
trend was a rise of 190 in Kent. 

A small rise in the incidence of scarlet fever occurred in the 
South and North and a slight fall in the Midlands : the only large 
variation in local returns was an increase of 43 in Lancashire. 
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There were small variations in the notifications of whooping- 
cough, the largest being a decrease of 91 in the total for the 
south-west counties. ' 

The largest outbreaks of dysentery were Lancashire 30 (Old- 
ham C.B. 27) and Yorkshire West Riding 15 (Sedbergh R.D. 10). 
The next largest return was Cornwall, Bodmin M.B. 7. 

In Scotland there was an increase of 51 in the notifications of 
•scarlet fever, and decreases were recorded for whooping-cough 
21 and measles 16. The rise in the incidence of scarlet fever 
was confined to the western area. Notifications of dysentery in 
Glasgow increased from 14 to 25. 

In Eire there were decreases in the notifications of measles 
14, scarlet fever 12, and diarrhoea and enteritis 9. In Dublin 
C.B. an increase of 26 was recorded in the notifications of 
measles. 

In Northern Ireland an increase of 33 in the notifications of 
measles was the chief feature of the returns. The incidence of 
measles increased in County Tyrone 30, Belfast C.B. 20, and 
County Antrim 10 ; in the remaining areas a decrease was 
reported. 

Quarterly Return for Eire 

During the December quarter of 1948 the birth rate was 20.0 
per 1,000, which was 0.3 below the rate for the fourth quarter 
of 1947. The infant mortality rate was 48 per 1,000 registered 
births, being 17 below the rate for the preceding December 
quarter. The general death rate was 11.4 per 1,000 and was 
0.2 below the rate for the preceding fourth quarter. 

For the whole year the birth rate was 21.9 per 1,000 and was 
1.3 below the rate for 1947. The infant mortality rate was 
49 per 1,000 registered births and was the lowest rate ever 
recorded. The general death rate was 12.2 per 1,000, and this 
also was the lowest ever recorded. 

The death rate from tuberculosis was the lowest on record. 
Deaths from pulmonary tuberculosis numbered 2,3 9S, and 
from other forms of tuberculosis 619 ; these figures were 433 
and 250 respectively below the totals for 1947. Deaths attri- 
buted to* the principal epidemic diseases numbered 651 and 
included 340 from diarrhoea and enteritis in infants under 
2 years (80 in Dublin C.B.) ; 196 from whooping-cough ; 61 
from measles , 31 from diphtheria ; and 14 from typhoid fever. 

Week Ending May 21 

The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,008, whooping-cough 
2,824, diphtheria 92, measles 8,478, acute pneumonia 441, 
cerebrospinal fever 34, acute poliomyelitis 11, dysentery 55, 
smallpox 6, paratyphoid 8, and typhoid 4. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 

In Congregation on May 28 the honorary’ degree of D.Sc. was con- 
ferred on Viscount Addison, K.G., P.C., M.D., F.R.C.S., Lord 
Privy Seal and Chairman of the Medical Research Council ; Pro- 
fessor C F Cori, professor of biochemistry in the Washington 
UnncrMi) School of Medicine; Sir Charles Hanngton, PhD., 
I RS, Director of the National Institute for Medical Research ; 
Knj Lmdcrsirom-Lang, Director of the Carlsberg Laboratory, Copen- 
hagen , Professor A. W K Tisebus, professor oE biochemistry in 
the Royal University of Uppsala ; and Professor Jacques Trdfouel, 
Director of the Insutut Pasteur 

UNIVERSITY' OF LIVERPOOL 

The following vindidates have been approved at the examination 
irtKatcd 

Duyou is TpoPtt, u. Medicine and Higicnx — Tt Buri, J. A. Byrne, H. A. 

1 - ’’ XI Li e or-coi. F J Reucher-Dioleto, W, J. Foote, J. Gemrocll 
_ *j f t. f.ir the Milne Medal in Tropical Medicine), J. Haworth, J. C. V, 
,, , • '■ " t> Ffiukan, G Pringle. K L. Stuart (recommended For 

- "'a \o-Ve Medal n Tropical Hygiene). S W. Thomson, R. C. Troup. 

UNIVERSITY OF SHEFFIELD 

V a r-ee’ -y of the University Council held on May 20 the fofiow- 
Tr<’ a verts to part-time posts were made: Lecturer in Social 
‘ ’ * f* - I'd' 'itcd.cire, Dr. James Sharpe; Clinical Teacher rn 
n tv:- - (tie ,vci>'o?>. Mr David H. Lees; Clinical Teacher 
’ Unm, Mr R I) 7achnry 

p . - te-icnations f rom posts indicated in parentheses 

M-r mcval D- J H. Bowse (Lecturer in Bacteriology); Dr. J. 

* tTu-o- n Medical Pathology); Dr. T. Stapleton 
1 ‘ ' >” U ’! Hc-ih’tl ; ard Dr. Joan Laird (Research Assistant in 

t * D-g of Mrd are) 


Medical News 


Association of Scientific Workers 
Lord Boyd-Orr has been elected president of the Association of 
Scientific Workers. * 

Scholarships in Norway 

The Norwegian Government is offering two scholarships to British 
university graduates or students intending to graduate this year. A 
knowledge of Norwegian is desirable though not essential. The 
scholarships are tenable for the academic year Sept. 1, 1949, to 
June 15, 1950. Applications should be sent before June 13 to the 
Controller, Education Division, The British Council, 3, Hanover 
Street, London, W.l. 

Visit of Italian Pathologist 

Professor Guido Vemoni, Director of the Rome Institute of 
General Pathology and Professor of Pathology in the University of 
Rome, is spending a fortnight in Britain under the auspices of the 
Britislj Council visiting pathology and biochemistry laboratories. He 
lectured on “ The Pathogenesis of Cancer ” at the Chester Beatty 
Research Institute on May 23 and on “ Die Pathogenesis of Fevers ” 
at the Royal Society of Medicine on May 24. 

Memorial to Army Nurses 

Field-Marshal Sir William Slim, C.I.G.S., unveiled on May 28 
at the Queen Alexandra’s Military Hospital, Millbank, a memorial 
plaque to the nurses of Queen Alexandra’s Royal Army Nursing 
Corps who lost their lives during the war of 1939-45. 

International Health Control 

The Public Health Committee of the Brussels Treaty Permanent 
Commission has simplified the health control measures for those 
travelling by sea or air between Britain, France, Belgium, Holland, 
and Luxembourg. Each country will inform the others of all diseases 
notifiable in its territory, and provide a list of its main seaports and 
airports, the names, addresses, and telephone numbers of the medical 
officers in charge, and details of the sanitary equipment at each port. 
The countries will adopt a uniform type of warning postcard on 
which passengers landing in an “ infected ” area or from a 
“ suspected ” ship state the address to which they are going. 

The Centenary of the Brompton Hospital 

It is hoped to hold a dinner in November of this year to celebrate 
the centenary of the Brompton Hospital. All those who have been 
on the medical staff or residents of the hospital who would like to 
be present at the dinner are asked to send their names and addresses 
to the House Governor, who will in due course give them further 
details of this notable occasion. 

Society for General Microbiology 
At the annual general meeting of the society the following acre 
elected officers for the coming year: President: Professor J. W. 
McLeod, F.R.S.; Hon. Treasurer; Mr. H. J. Bunker; Hon. Secre- 
taries: Dr. J. G. Davis (general) and Dr.' W. E. van Heyningen 
(meetings). Full particulars of the work of the society may be 
obtained from Dr. Davis, 35, Villiers Road, Southall, Middlesex. 

Register of Chiropodists 

The 1949 Register of Chiropodists has now been published and 
medical practitioners can obtain copies free on application to the 
Registrar of the Board of Registration of Medical Auxiliaries, 
Tavistock House (North), Tavistock Square, London, W.C. 

Honoured by Medical Library' Association 

Mrs. Eileen R. Cunningham, Librarian of Vanderbilt University 
School of Medicine, is the first recipient of the Medical Library 
Association's Marcia C. Noyes Award — a silver tray — in recognition 
of her outstanding achievements in medical librarianship. The award 
is named after one of the Association’s charter members and its first 
woman president. A past president of the Medical Library Associa- 
tion (1947-8), Mrs. Cunningham is the author of Classification jor 
Medical Literature, now in ils third edition, as well as many papers 
on medical librarianship, medical bibliography, and medical history- 

Medical Statistics 

The General Register Office states that the classification of occupa- 
lions to be used for the 195! census will be similar to the one used 
for 1931. There are about 600 unit groups classified in 28 main 
groups. Each unit group has a three-figure code number. The Press 
Officer at the Ministry of Health can five further information on 
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PROCAINE 
HYDROCHLORIDE B.P. 


Procaine Hydrochloride is one of the safest and most reliable 
of local anaesthetics. Its effect is rapid and powerful, but 
it has no central toxic action, it is non-cumulative and causes 
no liver damage. 

Because of these advantages procaine is widely used, and is 
regarded by many authorities as the drug of choice for such 
purposes as regional, infiltration and spinal and dental anaesthesia. 
It has useful applications also in ophthalmology and rhino- 
laiyngology. 

For these and other uses as a local anaesthetic, ‘Avion’ brand 
procaine hydrochloride is available in powder form and in 
sterile isotonic solutions of several strengths with or without 
adrenaline (i in £0,000). 

Powder : Bottles of io, 5 °» aD d 100 grammes. 

Sterile Solutions: o,£%, i%, 2%, (with or without 
adrenaline ) in bottles of 2£ c.c . and 50 c.c., and ampoules 
of 2 C.C., 3 c.c. and f c.c. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 

A subsidiary company of Imperial Chemical Industries Ltd. 

WILMSLOW, MANCHESTER 



ph.209 
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Because hypovitaminosis-C inhibits formation 
of reticulum and collagen, thus retarding healing 
and adversely affecting the condition of the re- 
sulting scar. Similarly it interferes with normal 
callus formation Because, too, ’ Ribena ’ is a 
particularly rich source of the natural vitamin-C 
complex ‘ Ribena ’ consists solely of the un- 
diluted juice of fresh npe blackcurrants and sugar ; 
it provides a minimum of 20 mgm. of vitamin-C 
per fluid ounce. 

Many surgeons employ ‘ Ribena ’ both pre- 
and post-operanvely, particularly in operations on 
the gastro-mtesUnal tract and in orthopaedic 
procedures. Important indications also are cases 
on acute and chrome sepsis, such as contaminated 
wounds and mfected sinuses. More detailed 
informanon will be gladly sent on request. 

Ribena is the pure undiluted juice of fresh ripe 
blackcurrants with sugar, in the form of a delicious 
syrup. Being freed from all cellular structure 
of the fruit, it will not upset the most delicate 
stomach. It is particularly rich m natural vitamin 
C (not less than 20 mgm per fluid ounce) and 
associated factors 
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lUOma BLACKCURRANT 
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CONTROLLED SLEEP 


H. W CARTER & CO, Ltd (Dept. II A.) 

The Royal Forest Factory, Coleford, GJos, 

Eire — Inquiries should he addressed to Proprietaries (Eire) Ltd., 
17 22, Parkgate Street , Dublin 


The Bayer group of hypnotics, three members of which 
are described below, covers all degrees of insomnia. 

‘ E V I P A N’ A som nifacient of medium strength, 
rapidly absorbed and excreted. 
Sleep is induced in 10-20 minutes 
and the hypnotic effect lasts 3-6 
hours. 

< PHAMOnORM ’ A fairly powerful hypnotic for 
rnHiiiuuunn general use> inducing sleep wjthin 

30-60 minutes and maintaining it 
for 6~§ hours. 

‘ E V I DORM’ A rapid-acting hypnotic of medium 
‘ 11 strength. Sleep is induced in 
10-20 minutes and lasts 6-S hours. 

The above products are supplied in packings of 10, 50, 
and 250 tablets. 

A booklet entitled “ The Bayer Range of Hypnotics ” is 
available upon request. 

BAYER PRODUCTS LIMITED 

AFRICA HOUSE • KINGSWAY * W.C.2 (HOL. 8730) 
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FOR THIS RELIEF MUCH THANKS.. 


HAMLET. ACT 1 . Scene 1. 






Francisco’s remark can find ample 
application in everyday usage and 
might well express the feelings of 
those who have obtained rapid relief 
from PAINFUL SPASMS of smooth-muscled organs. 


cUfdOt 


Contains an important new synthetic antl- 
spasmodic, offering outstanding advantages over 
papaverine in the symptomatic treatment of 
SPASMS AND SPASTIC DYSMENORRHCEA. 


I. RAPID AND PROLONGED X NON- HABIT FORMING. 
THERAPEUTIC ACTION. 3 . WELL TOLERATED. 

(| tablet taken orally gives prompt 4. EFPECT IS MAINTAINED 

relief lutlnr from 3 to 6 houra). By a SMALL DOSE. 

Packings of 10 tablets. 

Samples end Literature on request 

FORMULA : Each tablet contain* l — (3 :4 : 5, trlethoxyphenyl) — 6, 7 — 
dimcthoxy^joqufnollne, 0 04 gm. ; Hyoidna Hydrobrom, 0 0001 gm. J 
Ext. Belladonna, 0 001 gm. ; Rhizone, Rhef, 0 005 gm. 

Manufactured by 

Gg£ COATES & COOPER LTD. 

PYRAMID WORKS - WEST DRAYTON - MIDDLESEX 
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ic classification to those concerned with medical statistics By 
rangement with the World Health Organization HM Stationery 
ffice is obtaining copies of the International Statistical Classification 
f Diseases, Injuries, and Causes oi Death It will be published in 

10 volumes and will replace the Manual of the International List of 
auses of Death and the Prousional Classification of Diseases and 
■juries issued by the Medical Research Council The Ministry urges 

11 hospitals to use this list, particularly in connexion with the 
ationaj morbidity inquiry One copy is being sent to regional 
nspital boards and boards of governors for each of their hospitals 
thing part in the inquiry Information about the new list may be 
blamed from the Genera! Register Office, Somerset House, Strand, 
ondon, W C 2 

tills 

Mr Lionel Colledge, of Upper Wimpole Street, London, W 1, left 
6S.6S2 Dr Mul Raj Som, of W'lthington, Manchester, left 
27,227, Dr John Rea Henrv, of Blaby, Leics, £13,100, and Dr 
ieorge Williamson, of Murtle, Aberdeenshire, £48,741 

COMING EVENTS 

toyaHFree Hospital School of Medicine 
The Duchess of Gloucester wall present the prizes and certificates 
.warded by the Royal Free Hospital School of Medicine in the 
levendge Hall, Senate House, University of London, Malet Street, 
VC, on Wednesdav , June 8, at 3 pm 

Medical Superintendents’ Society 

The annual general meeting of the Medical Superintendents Society 
nil be held at B M A House, Tavistock Square, London, W C , on 
rhursday, June 9, at 10 am On Friday, June 10, also at BMA 
House, there will be a conference to discuss ‘’The Problem of the 
2hromc Sick. Patient ’ The annua! dinner of the society wall be held 
it Frascati s Restaurant, 32, Oxford Street London, W , on the 
netting of June 10 

British Association of Phrsical Medicine 
A short course of lectures on the tanous aspects of phvsical 
medicine has been arranged on Tuesdays and Thursdays from June 9 
to July 19, inclusive, at 5 pan They wall be suitable for candidates 
preparing for Pan It of the Diploma in Phy sical Medicine Further 
details can be obtained from the honorary secretary, British Associa- 
tion of Physical Medicine, 45, Lincoln’s Inn Fields, London, W C.2 

Consultants’ Meeting at Birmingham 
There will be a general meeting of consultants m the Birmingham 
Region No 12, at Nuffield House, Queen Elizabeth's Hospital, 
Birmingham, on Saturdav, June 11 at 2 30 p m , to discuss ihe 
proposed terms of service 

Faculty of Radiologists 

The annual meeting of the Faculty of Radiologists will be held at 
the University of Sheffield on Friday and Saturday, June 17 and 18 
The programme is as follows June 17, 10am, annual general meet- 
ing, 11 am, meeting of Diagnosis Section, discussion on "The 
Pulmonary Mamfestauons of Tuberculosis in Children," to be 
opened by Dr R Margaret C Macpherson Dr John L Emerv, and 
Dr Thomas Lodge , meeting of Therapy Section, demonstration on 
“ The Clinical Use of Radioactive Iodine ” by Professor E J Wayne, 
Mr G W Blomfietd, and Dr H Miller, 2 20 pm, meeting of 
Therapy Section, discussion on “ The Problems of Organization 
Involved m the Use of Therapeutic Quantities of Artificial^ Radio- 
active Isotopes, ’ to be opened by Dr A S McFarlane on Distn 
bution,” Dr W Arrol and Mr K Fearaside on “ Production, and 
Dr W K Sinclair and Dr J J Nick von on “ Hospital Organiza- 
tion ” , 4.30 p m , tea at and tour of Sheffield National Centre for 
Radiotherapy ,7pm for 7 30 p m , dinner at Royal Victoria Hotel 
June 18, 10 a m , joint meeting of Diagnosis and Therapy Sections, 
discussion on “ Metastatic Tumours of Bone,” to be opened by 
Professor S L Baker, Dr F Campbell Golding, Dr A C Crooke, 
and Mr G W Blomfield An exhibition of radiographs, pathological 
demonstrations, and techniques in radiotherapy wall be open through- 
out tile meeting in the Department of Geography of the University 
Full particulars' of the meeting mav be obtained from the secretary of 
the Faculty at 45, Lincoln’s Inn Fields, London, W C 2 

Films at London School of Ilvgiene and Tropical Medicine 

Two films entitled “The African Schistosomiases" and “Still 
Waters ’ intended for the instruction of the medical profession and 
for public education respectively, wall be shown at the London School 
of Hygiene and Tropical Medicine, Keppel Street, WC, on 
Thursday, June 30, at 3 pm The films have been prepared by the 
Health and Public Relations Departments of the Government of 
Southern Rhodesia 


Course in Bronchoscopy and Oesopbagoseopy 
A course in the theory and practice of bronchoscopy and 
oesopbagoseopy wall be given in Pans on Julv 3-14 bv Professor 
Chevalier L Jackson and Dr A Soulas Particulars may fce 
obtained from Dr Soulas. 184. Avenue Victor-Hugo, Pans, 16= 

Congress of Obsfetncs and Gynaecology 
The twelfth Bntish Congress of Obstetrics and Gynaecology will 
be held at Fnends House, Euston Road, London, NW 1, on July 
6-8 The programme is as follows July 6, 10 am. Congress 
opened by the Minister of Health “ Modern Caesarean Section,” 
introduced by Mr McIntosh Marshall 2 pm, (1) Guest Paper — 
Endometriosis,” by Dr Joe V Meigs (Boston, Mass ) , (2) “ The 
Methods of Assay and Clinical Significance of Pregnanediol 
in the Urine,” introduced bv Professor G F Maman and Dr 
G I M Swyer 8 45 p m , reception bv the President and Council 
of the Royal College of Obstetricians and Gynaecoloa-ts at the 
Senate House, University of London, W C 1 Julv 7, 9 a m , meeting 
of the Central Committee of the Congress 930 a m , general 
business meeting of the Congress 10 am , " Essential Hypertension 
m Pregnancy,” introduced by Professor George W' Pickering and 
Professor F J Browne 2 pm , (1) “ The Management of Pregnancy 
m Diabetics,” introduced by Mr John Peel and Dr W G Oahlev; 
(2) “ Hernia of the Pouch of Douglas ’ introduced by Mr Charles 
Read 8-10 30 pm , reception by the President of the Congress and 
the London Committee -a the Zoological Gardens, Regent’s Park, 
N W 1 July 8, 9.30 am, ” Modern Concepts m Diagnosis, 
Prognosis, and Treatment of Carcinoma of the Uterus, ’ (1) “ The 
Diagnosis of Uterine Cancer by Cvtologv,’ by Dr J Ernest Ayre 
(Montreal) , (2) “ Pre cancerous Changes m the Cervix,” bv Professor 
Gilbert I Strachan , (3) “ Prognosis Based on Biopsies” by Dr A 
Glucksmann, (4) “Partial and Complete Peine Exenteration for 
Uncontrolled Uterine Cancer a Preliminary Report,” by Dr 
Alexander Brunschwig (New York), (a) “Surgical Treatment of 
Carcinoma of the Cervix,” bv Dr Joe V Meats (Boston Mass ) A 
discussion will follow, to be opened by Mr Victor Bonnes (London), 
and continued by Professor Subodh Mitra (Calcutta) and others 
2pm, discussion on “ Maternal Mortality,” introduced by Sir 
William Gilhatt 7 15 pm for 8 pm , Congress banquet at Guild- 
hall, City of London Those intending to be present are asked to 
notify the honorary secretaries of ihc congress as soon as possible 
at 58, Queen Anne Street, London, W 1 The cost of the banquet at 
the Guildhall is 45s Applications for ladies’ tickets should reach 
the honorary secretaries by June 20 Associate memb-rship entitling 
the holder to attend the meetings costs one guinea 

Medical Association of Eire 

The annual meeting of the association wall be held at University 
College, Cork, on July 7-9 The meeting wall be addressed on July 7 
by Dr Charles Hill, secretary of the Bntish Medical Association 

SOCIETIES AND LECTURES 

Mondav 

Edinburgh University —At Ph>sioloe> Lecture Theatre, University 
New Buildings, Teviot Place, Edinburgh June 6 5 pm, The 
Renaissance and its Teaching ' b> Dr Douglas Guthne 

Tuesday 

Edinburgh Postgraduate Board for Medicine — At Anatoms 
Lecture Theatre, University New Buildings, June 7, 5 pm. 
Tuberculosis of Joints bv Professor Walter Mercer 
Institute of "Neurology, National Hospital Queen Square London, 
V, c — June 7, 5 p jn “ Surgical Pnrciptes in Intracranial 

Surgery ' b> Sir Hugh Caims 

Institute of Urology — At St Pauls Hospital, Endetl Street, 
London \\ C , June 7, (1) 11 am," Pathological and Serological 
Diagnosis of Gonorrhoea ** bv Dr R Thomson (2) 5 pan , 
*' Disturbances of Micturition Due to A enoits Disease and 
Injun J* b> Mr Harland Rees 

London University College— At Ph>siolog> Theatre, Gower 
Street, W C , June 7, 5 15 pm, ' Muscular Contraction “ by 
Professor A V Hill 

W rzght-Fleming Institute of Microbiology, St Man’s Hospital 
Medical School Paddington, W — June 7, 5 p m„ “Electron 
Microscopy of Bacteria and Viruses ” bv Dr A. S McFarlane 

Mednesdar 

Institute of Urology — At St Pauls Hospital EndeB Street, 
Londor, WC, June 8, (1) 11 ajn, “Local Comp* cattors of 
Gonorrhoea in the Male *' bj Dr A H Harkne<$, (2) 5 pm, 
** Infertility of the Mrle ,** b> Mr ARC Higham 
London University College — At Phvsiolocv Theatre, Gower 
Street, WC, June 8, 4 45 pm, Select ne Toxicity yuth Special 
Reference to Chemotherapy ’ b> Professor Adnei Albert 
South-West London Medical Society — At BolmtrbroLe Hospital, 
Wandsworth Common SW, June 8, 8 1 5 pm, “Modern Treat- 
ment of Heart Disease “ Bolmgb-oke Lecture bv Dr R E Rodgers 
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Clinical Society' or the Royal Free Hospital, Gray’s Inn Road, 
London, W.C.— June 9, 5.15 p.m., “ Mammaplasty," by Dr. 
Ernesto F Malbec (Director of Plastic Surgery at Hospital of 
Ramos Mejia, Buenos Aires). Visitors welcomed. ( Change o j 
dale.) 

Edinburgh University. — At Anatomy Theatre, University New 
Buildings, Tcuot Place, Edinburgh, June 9, 5 p.m., “ Mental 
Deficiency and Social Medicine," Honyman Gillespie Lecture by 
Dr. R. Bailey 

Institute op Urology. — At St. Paul’s Hospital, Endell Street, 
London, W.C , June 9, (1) 11 a.m., “ Ano-rectal Gononhoca." by 
Dr. A. H. Harkness ; (2) 5 p.m , “ Fistula of the Bladder 
(acquired)," by Mr. F. R. Kilpatrick. 

London: University College. — At Physiology Theatre, Gower 
Street, WC, June 9, 4.45 p.m., " Some Aspects of Nitrogen 
Metabolism m the Mammal," by Dr. J. S. Bach. 

London University — At Institute of Neurology, National Hospital, 
Queen Square, London, W.C., June 9, 5 p.m., “ Surgical Principles 
in Intracranial Surgery," by Sir Hugh Cairns. 

Research Defence Society — At Royal Society of Tropical Medicine 
and Hygiene, 26, Portland Place, London, W., June 9, 3.15 p.m., 
annual general meettng; ” Physiological Research and the Fivisec- 
non Act” Stephen Paget Memorial Lecture by Professor C. 
Lovalt Evans, F R.S. 

Royal College of Surgeons of England, Lincoln’s Inn Fields, 
London, W.C— June 9, 5 pm., “ The Mind of Mechanical Man," 
L'ster Oration by Professor Geoffrey Jefferson, F.R.S. 

St. George’s Hospital Medical School, Hyde Park Comer, 
London, S W. — June 9, 4 30 p m., ” Psychiatry,” lecture- 

demonstration by Dr D Curran 


APPOINTMENTS 

Dr Hugh W Jones has been appointed Director of the Depart- 
ment of Pathology and Clinical Laboratories of the Mason Clime, 
Seattle, Washington, D C , U.S A. 

Dr Jones was formerly Chief of Pathology at the Walter Reed General 
Hospital. Army Medical Centre, Washington 


ruuiAM and Kensington Hospital Management Committee —The following 
appointments at Fulham Hospital are announced: Senior Surgical Registrar, 
N N Tereshchenko, F R C S House-surgeon, Margaret V. Bickerton, MRC S., 
L R.C P 

Miller, Riciiaro Graham, M H , Ch B , D P H, Divisional Medical Officer 
North-East Division, National Coal Board 
Parker, Thomas, L.R CP AS Ed , L.R F P &S Glas .D.P.H , Administrative 
Medical Superintendent to Board of Management for Paisley and District 
Hospital, 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Buchanan. -On Ma> 16 1949 at Birmingham, to Joan (n£e MacauJcy). wife 
of i in BiKli.in.in a daughter 

KHdjlaiu On Mai 22 1949 at Queen Victoria Nursing Institute. Woher- 

hampton tu Dotcitt Ekzabcth, wife of Wing Commander A Khdjian. 
f K C s i <un 

Monc. <>m Mav ly 1949. at 12, Atcnue Road, London. NW, to Lynn, 
wilt, t Or i O Stone of Upmmster, a sister for Gillian — JflCQuclmc 
Slum 


) 


MARRIAGES 

Cathie Hit!ar> - On Ma> 14, 1949. at St Marun-tn-ibe-Fields, London. W.C , 
j 1 ® ' I j um Carhk MB BS DRCOG, R>ton-on-Tyne. to June St 
Hiiaiu Hjliar> B S*. Auckland, New Zealand 
((oilman Lar»e —On Mi> 28 1949. at the Chapel Royal. H.M. Tower of 
*‘f* » v ifu' (Liftman MB. M R C P . to Catharine Elizabeth Larg. 
M ft \\ 
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DEATHS 

ou - »<>49 a i 4 Vallcj Road West Bndgford. Notts, John 

Burt t MB J P aged 87 icaw 
<,n Mit 21 (949 at Upper Grange, Hmstock. Shropshire. Thomas 

“ ‘ v n Botin L R C P ikS Ld LRFPS Glas., late Wing Cora- 
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Mai 2 q 1949 at Oxford Sreicnson Lyle Cummins. CB, 
5 ‘ U Ml) Co’oncl late A M S . of the Priory, Thaxtcd Essex 
v • t Q 49 at Queen Alexandra’s Military Hospital. MtUbawk. 

'a 4 Cotmn McCul.och Ellies, MB, BS, F R C S . 
R ' * * 

at Rcial East Subset Hospital, Hastings. Non-nan 
LRCP DM RE LDS.RCS. aged 62 
at Southend Gcrcral Hospital, Jemima Brown 
ct |, Tudor Was, Hockley Essex. 
t„Jderl> at ha home. 109. Lavington Road, 
L S \ laic of \\ cm Green, London, aged 70 
3 ‘ 4 Oare^d^n Villas. Cheltenham. John Curts 
- aged mi 

Cadman Whstex c!e. CB MRCS. 
\dmraj R.N (retted), of 20 . FcstinK Road, 
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Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Abdominal Pregnancy 

Q , — A recent question on abdominal pregnancy ( March 5, 
p. 422) led me to read more about the condition. In none of 
the books consulted ‘was a description of the diagnosis given. 
How is the diagnosis made, and what are the difficulties in 
diagnosis ? 

A. — The diagnosis can be difficult, and the condition is 
frequently overlooked if only because its rarity tends to put 
it out of mind. Many cases are recorded in which the real 
state of affairs was discovered only when an attempt was made , 
to induce labour by rupturing the membranes. The patient may 
recall an attack of one-sided lower abdominal pain together 
with a little vaginal bleeding, regarded perhaps as threatened 
abortion, early in pregnancy — that is, at the time of extra- 
tubal rupture. Throughout pregnancy there may be attacks of 
abdominal pain with faintness and perhaps occasional decidual 
bleeding from the uterus. The patient sometimes complains of 
an undue amount of nausea, vomiting, flatulence, or colic, and 
the foetal movements cause pain ; the pregnancy is “ uncom- 
fortable.” The abdominal tumour tends to be asymmetrical 
and its borders are less well defined than those of an intra- 
uterine pregnancy. Contrary to the common account, foetal 
parts are not as a rule more easily palpated, but malpresenta- 
tions are common. The gestation sac, unlike the uterus, does 
not contract, and another swelling—the uterus — may be felt 
alongside it. 

On bimanual examination the key to diagnosis is identifica- 
tion of the uterus, moderately enlarged, separate from the main 
swelling. Ballottement of the presenting part cannot be elicited 
in the uterus. At the time of spurious labour the foetus dies ; 
the cervix may open to some extent and the decidua be cast off. 
A'-ray examination is often helpful. Instead of the uterine 
shadow around the foetus there may be translucent areas due 
to gas in the neighbouring bowel. The foetus is often in an 
abnormal position and shows unusual attitudes — “the flying 
foetus.” Hysterosalpingography can confirm the diagnosis, but 
is rarely employed so long as there is any possibility that the 
pregnancy is intrauterine. 

Urticarial Reaction to Penicillin 

Q , — How common are urticarial reactions to penicillin, and 
are they likely to recur if a second course of penicillin is ever 
necessary ? A patient received 200,000 international units of 
penicillin intramuscularly daily for eight days for a carbuncle 
in the neck. Ten days after the first injection a severe urticaria 
and angioneurotic oedema appeared. What is the position with 
respect to giving the patient penicillin again, either alone or 
with antihistamine drugs ? 

A. — Urticarial reactions to penicillin occur in a small' propor- 
tion of cases. The rash usually clears up satisfactorily even if 
the penicillin is continued, and as a rule does not recur if a 
second course is given (Lyons, C., J. Amer. med. Ass., 1943, 
123, 1007). Intradermal tests with penicillin often have nega- 
tive but occasionally positive results. An injection of 0.1 ml. 
of a solution of penicillin in a strength of 1,000 units per ml. 
of physiological saline may be made intradermally in the fore- 
arm, with 0.1 ml. of saline as a control in the other arm. The 
test areas should be examined after one hour and after six 
hours. If there is no marked weal or Dare the test may be 
repeated in a strength of 10,000 units per ml. If the reactions 
to both tests are negative it may be assumed that urticaria is 
unlikely to recur should a further course of penicillin be given. 
If cither is positive and a further course of penicillin is required, 
it is worth while giving antihistamine drugs from the beginning 
of treatment. 
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Absence of Abdominal Reflex 

Q. — Is the loss of the abdominal reflex, either on one side or 
on both, evidence of an organic lesion ? 

A. — Bilateral absence of the abdominal reflexes does not 
necessarily indicate organic disorder, and is common in people 
beyond middle life, particularly if they are obese. The 
abdominal reflexes are very often lost after pregnancy, and 
in otherwise normal people they are occasionally absent or 
very difficult to obtain. Asymmetry of the reflexes is always 
evidence of organic disorder, but it must be bome in mind 
that this disorder may be anywhere in the structures subserving 
the reflexes, so that local injury — including abdominal opera- 
tions — may lead to abolition of the reflex from one segment 
of the abdomen. After local causes have been excluded, 
asymmetrical loss of the abdominal reflexes may be taken as 
evidence of disorder in the peripheral or central nervous 
system, but usually such a diagnosis would not be made on 
the evidence of abdominal reflexes alone. Assessment of their 
significance can usually be helped, if there is associated 
asymmetry in the tendon reflexes or the plantar responses, or 
in the appreciation of sensory stimulation. Most neurologists 
make use of the abdominal reflexes in demonstrating a mild 
lesion of the pyramidal tracts based on observation of disturbed 
function or of a disorder of the deep reflexes, rather than the 
other way round. 

Carriers of Salmonella 

Q. — What is the best method of clearing up a Salmonella 
enteritidis infection in the intestine ? A girl aged II, who 
had diarrhoea for a fortnight and is now quite well apart from 
an occasional evening temperature of 99° F., is passing heavily 
infected stools. I understand she is likely to remain a carrier for 
many months unless this is treated. What treatment would you 
advise ? 

A. — Persistent carriers of the salmonella food-poisoning 
organisms are rare, but a fair proportion of cases excrete the 
organism for four to twelve weeks after the acute infection. 
These convalescent carriers become negative spontaneously, and 
it is doubtful if any local bowel therapy will accelerate the cure, 
since the focus of infection is probably the gall-bladder. How- 
ever, a course of succinyl sulphathiazole or other poorly 
absorbed sulphonamide may be tried, while laxative or chola- 
gogue medicaments may be prescribed to encourage a good 
flow of bile. If the carrier state persists for twelve weeks or 
longer the patient may become a permanent or chronic carrier. 
In such cases duodenal bile-stained contents should be aspirated 
to find out if the gall-bladder is in fact the seat of infection. 
If it is, it will usually be diseased, and cholecystectomy, which 
should carry very little operative risk in a healthy child of 
11 years, may be advised with good prospects of cure. 

The salmonella bacteria of the food-poisoning group are 
more resistant to penicillin and streptomycin than is the typhoid 
bacillus, and for this and other reasons chronic carriers of these 
organisms are unlikely to respond to treatment by antibiotics. 

Nocturnal Frequency in a Diabetic 

Q . — A patient aged 68 has had diabetes mellitus for twenty 
years, and despite 80 units of insulin daily has a fasting . blood 
sugar level of over 200 mg. per 100 ml. He was for two months 
recently in bed with angina pectoris. He dreads the nights 
because he is unable to sleep, as he has to rise every (wo hours 
to urinate. What treatment do you advise to help him get a 
good night's rest ? 

A. — Further investigations are necessary before a diagnosis 
of the cause can be made. The question of enlarged prostate, 
either benign or malignant, and any other obstruction at the 
neck of the bladder, must first of all be excluded by a compe- 
tent genito-urinary surgeon. If no abnormality is present, it is 
possible that the patient’s blood sugar level during the night 
is very low indeed, as hypoglycaemia sometimes causes great 
frequency of micturition. The fact that the blood sugar level is 
over 200 mg. per 100 ml. fasting does not exclude the possi- 
bility that it may be very low between midnight and 8 a.m. If 
hypoglycaemia is the cause, an extra 10 to IS g. of carbohydrate 
on going to bed will prevent the hypoglycaemia, and a further 
15 g. of carbohydrate could be taken later on in the night if the 
patient is still troubled by frequency. 


Pain after Coronary Thrombosis 

Q. — Is short-wave diathermy of Value in relieving the pain 
often present after an acute attack of coronary thrombosis? 
This pain may be in the substerna!, submammary, cervical, or 
suprascapular region. Is there any contraindication to this form 
of treatment ? For how long should it be continued ? Can you 
suggest any drugs for the same purpose? Nitrites have been 
found not to give relief. The patient I have in mind is aged 53. 
with a blood pressure of 125/85 mm. Hg. 

A. — Pain, apart from angina pectoris or a cardiac neurosis, 
is an uncommon sequel to an acute attack of coronary throm- 
bosis. In the case mentioned the pain is not described as inter- 
mittent, nor is it affected by nitrites, so that angina of effort is 
unlikely. Its distribution is widespread for the pain of a cardiac 
neurosis, but if the pain during the thrombosis occurred over 
this area then this diagnosis is quite possible. Causes in the 
skeletal and muscular systems giving rise to referred pain in 
this area should be looked for, and, if none is present, reassur- 
ance and sedative drugs, such as phenobarbitone with theo- 
bromine and belladonna, should be tried. Short-wave diathermy 
has been used for the pain of angina of effort, with varying 
results. It is of little use, however, in cases following coronary 
thrombosis. 

Dyspareunia 

Q. — A married woman aged 26 complains of difficulty in 
coitus. She is keen to have a child, but some shock when she 
was 9 seems to have created a psychological reaction. I thought 
that graded glass vaginal dilators might help, but she -wonders 
whether there is any danger of their brealdng and has heard 
that they are painful in use. How should these dilators be 
employed, and should cocaine ointment be used with them, or 
would this be likely to have any adverse effect ? 

A. — Graduated glass or plastic vaginal dilators might well be 
helpful, but it is doubtful whether a patient of this type will be 
able to use them herself without first being shown how to do so 
by a doctor or nurse. The risk of their breaking is negb'gible. 
The smallest dilator should be passed tint, and only when this 
can be done easily should the next size be tried. Any difficulty 
due to muscle spasm can be minimized if the patient adopts the 
dorsal position with the knees drawn up and concentrates on 
abducting the thighs. The muscle usually relaxes in response 
to gentle but firm continuous pressure on the dilator, and the 
dilator should be left in place for about fifteen minutes. Having 
reached the largest size, the dilator should be used once or twice 
daily, and left in for fifteen to thirty minutes each time, for two 
or three weeks before coitus is attempted again. It might be 
passed, too, immediately before the first few attempts at inter- 
course. A lubricant should be used with the dilators, but 
cocaine or other analgesic ointments are not very helpful, 
because the problem is not superficial tenderness but muscle 
spasm associated with nervous inhibition. If cocaine is used it 
is likely to be absorbed in small amounts, and might therefore 
produce a reaction in an individual sensitive to it. 

Psychonenrosis and Neurosyphilis 

Q. — Is the Ministry of Pensions entitled to a frank diagnosis 
of " neurosyphilis" in a patient to whom they have paid a pen- 
sion for psychoneurosis for the past twenty years ? If not, will 
the interests of the patient suffer if a non-committal answer 
is given ? 

- A. — The first part of the question seems to be ambiguous. 
Presumably what is meant is that the patient, who has for 
twenty years suffered from psychoneurosis, has recently been 
found to have neurosyphilis. There does not seem any valid 
reason why this should be communicated to the Ministry of 
Pensions unless they specifically ask for it The medical board 
examining the patient should be able (o diagDOse nturosyphilis ; 
but if it asks for, say, the results of pathological examinations 
of the cerebrospinal fluid the information can hardly be with- 
held. It seems very unlikely that the patient has had neuro- 
syphilis for twenty years unless he has h3d a considerable 
amount of treatment. There is no reason why a person 
suffering from psychoneurosis should not contract syphilis and 
subsequently develop neurosyphilis, but this latter could hardly 
account for mental symptoms lasting for twenty years, and the 
medical board would surely appreciate that. 
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Thyrotoxicosis and Pregnancy 

Q . — A woman aged 35, who has had a swelling in the neck 
since the age of 21, has the classical signs of hyperthyroidism, 
but with a rise in the basal metabolic rate of only 22%. She is 
now five months pregnant. Is it advisable to treat such a case 
with thiouracil during pregnancy? Are the risks to the mother 
increased, and is there any risk that the foetus will be affected ? 

A. — It is usually wise to withhold thiouracil during preg- 
nancy, as reports suggest that the drug may lead to goitre in 
the foetus. The patient in question, whose basal metabolism is 
elevated by only 22% in the fifth month of pregnancy, cannot 
have a severe grade of thyrotoxicosis, and it seems doubtful 
whether much additional risk will be incurred by allowing her 
to go to term. 

Inheritance of Renal Calculi 

Q . — A man aged 40 has suffered from oxalate calculi in the 
kidneys since the age of 16. He has had operations on both 
sides, but has been told that more stones may form. His father 
suffered from the same trouble, and he has avoided marriage 
for fear of transmitting the tendency to his offspring. I would 
be glad of information about the chances of inheritance of this 
disability. 

A. — This is not an easy question to answer. The condition is 
relatively common, yet references to heredity in the literature 
are infrequent and vague. One would be tempted to dismiss 
inheritance as a factor of much importance and to conclude 
that the chances for any children of this patient are little worse 
than those for any random child, save that sometimes condi- 
tions in whose causation heredity appears to play little part do, 
ver\ rarely, >ield a history pointing to the operation of a gene 
in a particular family group. A fuller family history would 
probably help. 

Painful Nodules on Heels 

Q . — A woman aged 46 has for three years suffered from small 
painful subcutaneous nodules on the back and sides of both 
heels. Each nodule starts as a very tender spot, and a body 
the site of a pin's head can be felt, freely movable under the 
skin For a month or two it increases in size and becomes less 
tender ; at the end of three to four months it is the size of a 
grain of rice and comparatively painless, in the meantime 
another nodule has started which goes through the same slow 
process. The patient is otherwise in perfect health. 

A. — Plantar warts would seem to be the most likely cause of 
the signs and symptoms described, and may be treated by 
soaking the affee’ed areas in 3% formalin solution for ten 
minutes each mala for six weeks. If this is not the diagnosis, 
b’opss and hiao.ogical examination are suggested. Xanthoma- 
k’si' or calcinosis cutis are possible but rare causes of such 
liNton* 


Argyria 


Q . — In 1 1 . ase of argyrosis in which the pigmentation is con- 
fined to tin -ace. conjunctivae, and neck, is the condition likely 
to become > orse on expdsurc to sunlight although the drug has 
been stopped .’ What lines of treatment do you advise ? 

'Y discoloration in argyria tends first to affect exposed 
TV'e ‘ ' d °* s occur on 0( her sites and in internal organs. 

" Y ftach literature on the question raised, but experi- 
; ► ^ su S?cst that, once established, pigmentation is not 

i Pr °Stcssively worse. There is no effective treatment. 


^''-branch Block and Hypertension 

Y' V[ J ^ bundle-branch block with pro- 

i '* per,ro pliv and a blood pressure of 170! 


lL 

distress, an 
that rdcht t - 


7r. c ’<ccki 


. - of " palpitations " cause him great 
v ' Cst a week. Can you suggest anything 


hipertrttston ard ^ houId bt fueled 10 the 

a e ird W bv ^ ” / erc m > ocardiaI damage which 

b ' ock and th* rrr - <1 h ' p ' rtro P h - v - ^ bundle-branch 
th- condu-tim* ^ r ‘ utlon are a sff 4 ueI to damace to 

^ to £^:-:^i P1>0Card,um rcs P ect ' v ely, probably 

!nl /he soronarj vascular supplv. There 

no s\mp<o...s of burric-cM-./n block, and no treatment for 


it apart from the treatment of its cause. The attacks of palpita- 
tion may be due to the onset of complete heart-block, or more 
probably of paroxysmal tachycardia, fibrillation, or flutter. The 
exact condition should be determined by an electrocardiogram 
taken during an attack, the treatment being decided by its cause. 
This is essential. 

Generally the pafient should exert himself only within his 
cardiac reserve, and avoid undue fatigue, excitement, alcohol, 
and tobacco. He should have phenobarbitone gr. 1 (65 mg.) 
twice a day, “ cardophylin ” 0.2 g. three times a day, and be 
adequately controlled by digitalis. He should avoid causes 
known to induce attacks. For the attack, if due to paroxysmal 
tachycardia, experiments to discover a mechanism to cut short 
the attack should be tried, such as carotid-sinus pressure, not 
too vigorously undertaken in such a patient, abdominal pressure, 
cold drinks, and other well-known procedures. For this and 
for paroxysmal flutter or fibrillation, quinidine 6 gr. (0.4 g.) 
two-hourly for five doses should be given on two or three 
successive days. Potassium salts and phenobarbitone should 
be tried 'at the same time. If the attack is due to complete 
heart-block, adrenaline may be given. This is absolutely contra- 
indicated should the attacks be caused by tachycardia, fibrilla- 
tion, or runs of extrasystoles. The prognosis appears to be 
very grave. 


NOTES AND COMMENTS 

Auricular Fibrillation in the Elderly. — Dr. Max Winternitz (Ustf 
nad Labem, Czechoslavakia) writes: Your questioner (“Any 
Questions ? ” April 9, p. 643) is told that “ the only drug likely to 
prevent attacks (of auricular fibrillation in a man of 64 with no 
other signs of cardiac disease) is quinidine 3 to S gr. (0.2-0.32 g.) 
three times a day indefinitely.” While this is a recognized scheme of 
treatment in such patients, there are other possible ways. My patients 
are asked to keep careful notes on the occurrence and duration of 
attacks for a control period during which sedatives only are given. 
When the spontaneous course of the disease has been established a 
test dose of quinidine is given to exclude idiosyncrasy, followed by 
3 gr. thrice daily. This dose is increased to 6 gr. (0.4 g.) if the 
smaller dose has not reduced the frequency and duration of attacks. 
This treatment is continued if effective; if not it is discontinued. 
If attacks are infrequent and/or of long duration an attempt is made 
to shorten the individual attack by taking quinidine after the onset 
of an individual attack only — 3 gr. every two hours until the attack- 
ceases. Alternative attacks are treated at first, to deride whether 
quinidine has any shortening effect on attacks. If quinidine 
should prove ineffective a single dose of pulv. fol. digitalis gr. 25 
(1.65 g.) is given, followed after two days by maintenance doses of 
1.5 gr. (0.1 g.l per day. This may abolish the liability to further 
attacks in some cases; in others permanent fibrillation will be 
established. Most patients of the stated age will prefer a digitalis- 
controlled permanent fibrillation to the insecurity of sinus rhythm 
with frequent paroxysms of rapid arrhythmia. If neither quinidine 
nor digitalis prove helpful, and if the attacks are frequent and 
incapacitating, an attempt with thiouracil is justified, irrespective of 
the presence or absence of thyrotoxic signs. The dose should be on 
the higher side, and treatment must be protracted, in order to reduce 
the B.M.R. to subnormal levels, but the proneness to fibrillation will 
be significantly reduced in a high percentage of patients. 

Vaccine Lymph. — Dr. L. G. Jacob (Bracknell, Berks) writes: An 
even simpler method of expelling vaccine lymph from capillary tubes 
than that described under “ Preparations and Appliances " (May 7, 
p. S18) is by breaking off one extremity, passing the broken end of 
the tube through a flame, and then warming the contained air of the 
other end over the flame. With care there is no risk of inactivating 
the lymph by heat. 

Dr. E. F. Blumberg, of King’s Road, London, has also sent us a 
description of this method. 


All communications with record to editorial business should be addressed lo TW 
EDITOR. Bstmsi! Medical Journal. B.M.A. House. Tavistock Squ*«- 
London, W.C.I. Telephone: EXJSTON 2111. Telegrams: Alnolot) 
Western!. London. ORIGINAL ARTICLES AND LETTERS forwarded It 
publication arc understood to be offered to the British Medical Journal ales 
unless the contrary be stated 

Authors desiring REPRINTS should communicate with the Publishing Marias^ 
BALA. House. Tavistock Square. W.C.l, on receipt of proofs. Auth^ 
overseas should indicate on MSS. if reprints arc required, as proofs arc r 
sent abroad, , 

ADVERTISEMENTS should be addressed to the Advertisement Manar- 
B M.A. House. Tavistock Squares London. W.C.l (hours 9 a.m. to 5 PJ 
Telephone: EUSTON 2111 Telegrams; BrUmedads. West cent. Land- 
MEMBERS' SUBSCRIPTIONS should be sent to the SECRETARY of < 
Association. Telephone: EUSTTON 2111. Telegrams: Medisecra , Wester 
London. 

B M.A. Scottish Omar: 7, DrumriteuRh Gardens. Edinburgh, 


SUPPLEMENT TO THE 


BRITISH 


MEDICAL JO 

LONDON SATURDAY JUNE 4 1949 



THE SECRETARY REPORTS 


PLUGGING 4 WAY 

The General Medical Sen ices Committee is in continuous 
negotiation with the Ministry, endeavouring to clarify the 
various points which hare arisen during the first ten months 
working of the Senuce While some of these points — taken 
by themselves — maj not be regarded as of first importance 
they form in the aggregate part of the steady improvement 
in the terms and conditions of sen ice 

For example, the Ministry has been urged to relieve the 
rural practitioner of what in some cases is an unusually heavv 
expense — namely , the charges incurred in telephone calls in 
making arrangements for a patient s admission to hospital 
Evidence is being collected on the extent of this problem and 
particularly on the extent to which it has been aggravated by 
the National Health Sen ice It has been suggested to the 
Ministrj either that a practiuoner should be directlj reimbursed 
for telephone calls made in connexion with the admission of 
his patients to hospital or that general authority should be 
given for the charges to be reversed 

The problems arising from the inflation of doctors’ lists have 
also been the subject of discussion between representatives of 
the General Medical Sen ices Committee and officials of the 
Ministrj This inflation arises from the inclusion in doctors’ 
lists of names in duplicate which in turn arose from the fact 
that many insured persons under the old NHI scheme who 
were automaticallj transferred to the National Health Senice 
list of their old panel doctor also completed a form E C 1 
applying for inclusion in his list 

Other reasons for such inflation include 

(1) Existence of a certain amount of inflation before the appointed 
daj, partlj from warume difficulties and parllj from the failure of 
some approved societies to noufj “exits” 

(2) The decision not to remove from doctors’ lists the names of 
persons whose insurance was due to terminate on June 30 194S 
The numbers were fairly substanual, consisting largclj of people who 
had taken up work during the war or had continued to work when 
they might otherwise have retired, and who ceased to be emploved 
between June 30, 1946, and Dec 31, 1946 

(3) The appearance of some persons’ names on more than one 
doctors hst within the same execuuve council area Some of these, 
were insured persons before Jul> 5, 1948 

(41 Removal of a person from one executive council area to 
another where registration is effected with a doctor in the new area 
without disclosure of the fact that the patient is on fhe hst of a 
doctor in the other area 

Though strenuous efforts have alreadj been made to improve 
the position there is still evidence of inflation in manj areas 
For example, in each of some tvventj counties or countv 
boroughs the number of patients on doctors' NHS lists is in 
the aggregate more than the population of the area Dis 
cussions have taken place on possible means of checking this 
inflation, and the subject is still under review In manj areas 
the elimination of duplication will be a long process, owing to 
the need for inquiry where duplication is suspected but cannot 
be established from executive council records The absence 
of the national identity number, the inclusion or omission of 
an initial, or change of address or marital status all give nse 
to difficulties in identification Many cases will be resolved 
onlj bv personal inquiry 

Another subject on which representations have been made 
to the Ministry is that of mileace in matemitj cases The 
committees view is that a practitioner practising in an area 
where a mileage scheme normally operates should be entitled 
to a single payment for each maternity case booked, at the 


rate of 3s a mile (outward journey) for the distance in excels 
of two miles between the practitioner’s surgery and the patient’s 
address These mileage payments will be a first charge on the 
Central Mileage Fund 

At present a practitioner requiring an Aschheim Zondek test 
for pregnancy is required lo refer his patient to the hospital, 
the decision whether or not the test can be undertaken resting 
with the hospital consultant As a result of the Committees 
representations the Ministry has agreed that general practi- 
tioners requiring an Aschheim Zondek test can obtain this by 
making direct application to the appropriate department of 
the hospital concerned, subject of course to the reservation that 
adequate facilities are available 

The Ministry has been asked to lake action to relieve the 
position of those practitioners practising m the neighbourhood 
of a school who are frequently being asked to attend children 
for emergencies occurring at school without the patient s doctor 
having been given the opportunity of attending the case The 
Ministry has undertaken to approach the Ministry of Education 
with a view to the issue of suitable instructions to school 
authorities to ensure that where possible tne child s own 
doctor shall be called in for such emergencies 

One of the more unsatisfactory repercussions of the introduc 
tion of the National Health Service has been the delay in 
settling an appropriate fee for vaccination and diphtheria 
immunization undertaken bv general practitioners The Minis- 
try's view has been that these services form part of the general 
practitioner’s normal obligations to his patients under his terms 
of service and that any fee involved would be payable onlv 
in respect of the report to the local health authority and not 
on account of the actual service rendered Discussions with 
the associations of local authorities could not proceed further 
on this basis But as a result of further talks between the com- 
mittee and the Ministry of Health it has been agreed that 
the submission of a report to a local health authority is ret 
ihe only factor to be taken into account in assessmg the fee 
In the committees view it would be appropriate for discussions 
to be reopened with the associations of local authorities, and it is 
hoped that a meeting for this purpose will be arranged shortly. 

Hospital Medical Staffs 

The Joint Committee of the Roval Colleges the Roval Scot 
tish Corporations and the Central Consultants and Specialists 
Committee, after reviewing the comments and recommendations 
of ns constituent bodies, has conveyed to the Ministry of 
Health its observations on the proposed terms and conditions 
of service for hospital medical and dental staff The Govern- 
ment's projxisals in their final form are expected to be issued 
to hospital authorities and to the profession next wee! As 
soon as the final document is received the Joint Committee 
will seek the view of its constituent bodies on tne advice to fce 
given to the profession on the question of acceptance of service 
The Central Consultants and Specialists Committee has 
decided to circulate the document to its regional committees 
together with a factual statement bv its secretary 
The Joint Committee will meet on the morning of June 22 
to consider the views of its constituent bodies on the question 
of acceptance of service 

Consultants and specialists have been asked not to enter into 
any form of permanent contract until the profession has 
determined its attitude 

A note on the Town and Country Planning Act will appear 
m these columns next week 
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ADMISSION TO HOSPITAL 

The following resolution was passed by the Local Medical 
Committee for the County of London on May 24 : 

(a) That the Committee regrets that the letter dated March 15, 
1949. from the Ministry of Health does not contain any con- 
structive proposals for overcoming the difficulties which at 
present exist in connexion with providing hospital beds for 
acute cases, and draws attention to the fact that although 
four months have nearly elapsed since the matter was discussed 
with t}ie Department’s officers apparently nothing has been 
done ; it therefore calls upon the Minister to take immediate 
and effective action. 

(b) That, since the National Health Service Act gives no 
individual citizen the right to treatment in hospital, however 
acute the illness, and as hospital authorities are failing to pro- 
vide such treatment and the service is thus lacking in an 
essential safeguard for the public, the Committee requests that, 
by administrative action and if necessary by amendment of the 
law, a duty should be placed upon hospital authorities which 
will ensure that cases in urgent need of admission to hospital 
are, in fact, admitted. 

(c) That the Local Medical Committee makes the following 
suggestions regarding the admission of urgent cases to 
hospital : 

(i) That an “ admission medical officer ” be appointed for each 
group of hospitals 

(ti) That when the admission medical officer has received a request 
from a practitioner to admit a patient, and has satisfied himself that 
it is an urgent case, he shall take over from the practitioner the 
responsibility for finding a bed. 

(in) It shall then be the duty of the admission medical officer to 
endeavour to find a bed in one of the hospitals of the group. 

(iv) That if no bed m the group be available the admission medical 
officer shall approach the admission medical officers in the adjoining 
groups 

(\) That if die admission medical officer is still unable to secure a 
bed he be instructed to approach the Emergency Bed Service, who 
shall then become responsible for obtaining admission of the patient 
to any hospital 

(d) That in order to minimize the difficulty occasioned by 
shortage or unequal distribution of nursing staffs, the Com- 
mittee considers that as an emergency measure endeavours 
should be made to form a general pool of nurses, and, further, 
that authority should be given to the regional hospital boards 
to engage trained nurses at salaries in excess of the Rushcliffe 
Scale. 

(e) That the Committee is of opinion that unless immediate 
action is taken there is a grave possibility of a complete break- 
down of the service during next winter, which will prevent 
practitioners from carrying out their obligations under 
Clause 7(1) of the Terms of Service. 

(/) That the foregoing resolutions be transmitted to the 
Ministry of Health, the General Medical Services Committee, 
the Public Relations Department of the B.M.A., the Executive 
Council, the four Metropolitan Regional Hospital Boards, and 
he Emergency Bed Service. 

MATERNITY MEDICAL SERVICES 

EMERGENCIES 

\\ here a doctor has been called in under the National Health 
Service, otherwise than by a local health authority midwife, to 
c.-dl with a miscarriage in a woman who has not made previous 
arrangements for maternity medical services (or to deal with 
v’-ne other Period I obstetric emergency in similar circum- 
' a "wi CS '’ tTu ^ c °mplete Form EC.24 or 24A afterwards to 
cea. e him to claim payment of the Period l fee, provided 
'"’-rfcncy occurs after the end of the eighth week of 
^ crc 'bat time cases requiring treatment would 
ce trait with urd:r the normal arraoccments for general 

r-:J cal .erv s ;e< 

s’-7 confinements qualify for Period II payments 
1 ‘ ~ rahrr: his not made previous arrangements for 
r i mn. r ed cal service-- and the doctor is not called in bv a 
au-K-ritv nvjv.ife. 


If the doctor called in is not on the obstetric list and not the 
patient’s own Service general practitioner or his deputy, ht 
would be expected to hand over responsibility to the patient’s 
own doctor as soon as possible. The latter claims the fee anc 
divides it with his colleague by mutual agreement. 

TEMPORARY RESIDENTS 

Payment for the medical treatment of temporary resident* 
under the National Health Service, in respect of the first twe 
quarters, was similar to that made under the National Health 
Insurance Act, each area receiving from the Central Pool 
the sum of 8s. for each temporary resident. It has since been 
decided, on the recommendation of the General Medical Ser- 
vices Committee, that the payment from the Central Pool shall 
be 15s. for each ordinary temporary resident and (provi- 
sionally) 2s. 6d. for each temporary resident in a convalescenl 
home. The last figure will be reviewed in the light of experi- 
ence and further information on the number of claims received 
The local distribution of the money received by each execu- 
tive council under this heading will, as in the past, be entirely 
a matter for each area to determine by joint consultatior 
between the executive council and the local medical committee 
Mileage for temporary residents will be a charge on the 
Mileage Fund and not on the Central Pool for treatmeni 
purposes. 

HOSPITAL EYE SERVICE 

OPHTHALMIC OPTICIANS 

The Ophthalmic Group Committee has considered certain ques 
tions relating to the staffing of hospital eye departments, am 
has expressed the view that ophthalmic opticians employed ii 
the hospital service should be appointed on a full-time basis 
It recognizes that in many areas this can be achieved only i 
the staffing arrangements are co-ordinated throughout the regioi 
in such a way as to provide scope for full-time posts, and fo 
this reason the Group Committee considers that the appoint 
ment of ophthalmic opticians should be made at Regional level 
The committee is also of the opinion that, pending the estab 
lishment of the permanent eye service, ophthalmic surgeon 
should be required to give systematic instruction only t< 
ophthalmic opticians employed at hospitals in a full-tinv 
capacity. 

Regional hospital boards and boards of governors are beinj 
informed of the views of the Group Committee. 

TRAINEE ASSISTANTS AND NATIONAL 
SERVICE 

The Ministry of Health, after consultation with the Genera 
Medical Services Committee, has introduced a new conditiot 
into the conditions on which training grants are payable ii 
respect of trainee assistants — namely, that in future the gran 
’will not be payable in respect of trainees who are liable fo 
military service. 


HARROGATE MEETING RAIL TRAVEL 
ARRANGEMENTS 

Members travelling by train to Harrogate are advised by tb< 
North-Eastern Regional Officer of British Railways to obtaii 
seat reservations as soon as possible, as the normaf" traflii 
on these trains at this time of the year is heavy. These rcserva 
tions should be made at the local railway station or througl 
travel agents. 

There are two pullman trains from London to Harrogati 
daily — viz., the Queen of Scots Pullman, which leaves King’ 
Cross at 11.30 a.m., arriving at Harrogate at 4.2 p.m. ; and thi 
Yorkshire Pullman, leaving King’s Cross at 5.30 p.m., arrivini 
at Harrogate at 10.17 p.m. 

The Queen of Scots Pullman also leaves Glasgow (Qucei 
Street) daily at 10.15 a.m., Edinburgh (Waverlcy) at 11.24 a.m. 
and arrives at Harrogate at 3.48 p.m. 

For the return journey a member of British Railway 
staff will be in attendance at Stand No. 12 in the Exhibitior 
to be held in the Sun Pavilion throughout the period of th 
meeting, to make reservations on trains leaving Harrogate fo 
various parts of the country. 
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GENERAL MEDICAL COUNCIL 

ONE HUNDRED AND SEVENTY-FIFTH SESSION 

The summer session of the General Medical Council opened at 
44, Hallam Street, W„ on Tuesday, May 24, 1949. Sir Herbert 
Lightfoot Eason presided. 1 

PRESIDENT’S ADDRESS 

The President delivered his address, of which an abstract 
follows : 

Dr. J. W. Bone 

My colleagues on the Council will, I have no doubt, have 
heard with the deepest regret of the death of Dr. Bone on 
April 14 after a long and serious illness. 

During the twenty years of his membership he served con- 
tinuously on the Public Health Committee, for whose work 
he was specially qualified as the holder of a Diploma in Public 
Health granted by the University of Edinburgh, of which he 
was a medical graduate, and on the Pharmacopoeia Committee, 
in whose work he took an unfailing interest as a general practi- 
tioner* When the Council appointed him a Treasurer in 1939 
he become a member of the Finance Committee, and he 
was a skilful and vigilant chairman from 1944 until his death. 
He was a no less active and useful member of the Executive 
Committee from 1940, and he made well-informed and judicious 
contributions to the work of the Special Committee on the 
Curriculum from 1944 to 1947, and of the Legislation Com- 
mittee first appointed in 1944. He had, further, been chairman 
since 1944 of the English Branch Council. 

My own impression of him when he was first elected to 
the Council in 1928 as a direct representative for England was 
that he felt it was his mission to instil more life into, and 
effect some reforms in, what I think he considered rather an 
antiquated body. But as the years went on, and he got more 
familiar with the traditions and procedure of the Council, he 
mellowed considerably, and by the end of his long term of 
service he had become one of the' stoutest defenders of the 
Council against uninformed criticism and misdirected schemes 
for its reformation. 

His advice to the Council in their judicial work was invalu- 
able in matters affecting general practice and the mis- 
demeanours and errors that might be committed by members 
of his profession ; and his opinion in this sphere rightly carried 
much weight, in that for many years he had been a most 
successful and honourable representative of general practice. 
We personally shall miss him very much owing to his sterling 
honesty, his kindliness, and the enthusiasm with which he 
entered into every aspect of the Council’s business. I feel sure 
that my very deep personal regrets at his death are shared by 
all my colleagues. 

Other Personal References 

The Council also have to deplore the death on April 10 of 
Mr. Edward Sheridan, a past president of the Royal College 
of Surgeons in Ireland and professor of dental surgery in 
University College, Dublin. Mr. Sheridan was an original 
member of the Dental Board established under the Dentists 
Act, 1921, and was the first member of the dental profession 
to be chairman of the Board when he succeeded Sir Francis 
Acland in 1939. 

The death on Nov. 15 of Dr. Stuart McDonald, Emeritus 
Professor of Pathology in the University of Durham, will have 
reminded the senior members of the Council of a valuable 
service which he rendered to medical education on our behalf, 
though he was never one of our number, after his retirement 
from' his Chair. 

Members who knew Mr. Charles George Andrews as an 
officer of the English Conjoint Board or here will share the 
deep regret of his colleagues on the staff of the Council at his 
sudden death in the office on Jan. 14. 

The Council will regret that we have lost the services and 
the presence of Mr. Robertson, who came here as a Crown 
nominee in 1946. 

The Council have to congratulate Sir Wilson Jameson, who 
contributed so much to our counsels as a Crown nominee' from 


1942 to 1947, on being appointed a Knight Grand Cross of the 
Order of the British Empire. I think no man has had to serve 
the Minister of Health as Chief Medical Officer in a period of 
greater stress during his tenure of office than has Sir Wilson 
Jameson, and I think both those with whom he has worked 
and, the public at large will realize what magnificent work he 
has ''done for the public health of England both before and, 
more especially, since he filled his present post. We ourselves 
deplored the day when he felt it incumbent on him to retire 
from the Council, and the honour that has been bestowed on 
him has given the greatest pleasure to all his former colleagues 
here. 

We also have to congratulate our colleagues Sir Henry Cohen 
and Sir Sydney Smith on the honour of knighthood wnich has 
been conferred upon them. In their presence I will raise no 
blush on the cheeks of either of them by saying more than this, 
that in our opinion both of them have exceedingly well deserved 
this distinction. 

The Medical Register 

Members will have seen with interest that the Medical 
Register, which was a book of 335 pages when the first issue of 
it was published ninety years ago, has become so bulky that 
this year, for the first time, it is published in two volumes. 

At the end of 1947 the Register contained the names of 
77,929 practitioners, of whom 67,261 were registered on qualifi- 
cations granted in the British Islands, 6.509, including 813 
temporarily registered, in the Commonwealth List, and 4,159, 
including 3,748 temporarily registered, in the Foreign List. 

The number whose names were added or restored to the 
Register in 1948 was 3,984, over 1,000 more than in 1947, and 
the highest on record. But at the end of 1948 the number of 
names in the Register was 76,292, or 1,637 less than at the end 
of 1947, and exactly the same as at the end of 1946. 

This result follows from the substantial completion during 
1948 'of the heavy task of determining the position of practi- 
tioners eligible to apply for normal registration under the 
Medical Practitioners and Pharmacists Act, 1947, either by 
virtue of their temporary registration under Defence Regula- 
tion 32B or the Polish Resettlement Act, 1947, or as persons 
who served in a medical capacity in H.M. Forces overseas, or 
rendered analogous service to the Allied cause during World 
War II. 

The primary effect of the Act was that the names of 1,396 
practitioners were added to the Foreign List in the Register. 
Registrations in the Commonwealth List and in the local 
registers for England, Scotland, and Ireland, which made up 
the total addition of 3,984, did not vary materially in number 
from those in 1947. 

So much for addition. Subtraction from the number of 
practitioners registered again turned mainly on the operation 
of the Act of 1947. 

The names of 4,467 practitioners were removed from the 
Register on the determination of their temporary registration 
under the Act. Of these 3,1 19 did not apply for normal registra- 
tion within the statutory time limit. We may safely assume 
that most of this- great number are practitioners from the 
Commonwealth or from the United States of America who 
have returned to practise at home. 

I am sure that the Council would wish me to take this oppor- 
tunity of saying that the arid details of registration and removal 
from the Register do not obscure for us the immeasurable self- 
sacrifice and devotion of these medical men and women who 
joined the ranks of their colleagues here when the need was dire. 

1,340 have become normally registered in the Commonwealth 
List or the Foreign List ; and 8 have become normally regis- 
tered on qualifications granted in the British Islands. 

About 1,000 practitioners are known to have passed from 
the profession by death in 1948 ; and the total subtraction of 
5,621 in the year was completed by two penal erasures and 
144 non-penal erasures for failure to answer statutory inquiries 
about registered addresses. 

Reciprocity with Canadian Provinces 

One of the most important duties delegated by the Council 
to the Executive Committee under Section 9 of the Medical 
Act, 1858, has been since 1887 that of taking “the steps 
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time he was thinking of going into a practice made vacant by 
death — and he consulted the clerk to the local executive council, 
who suggested the Baguley estate. Consent was given to his 
going there, and after searching round for some time he obtained 
a surgery and started practice on Nov. 7. 

He strongly denied that he had ever canvassed for patients. 
Asked why he called on Mrs. Thompson and Mrs. Winters, he 
said he was visiting a patient in the same block of flats and 
was told that those ladies wished to see him and register with 
him. He never said he was the doctor for the estate. The ladies 
welcomed him and said what an advantage it was to have a 
doctor near at hand. He did not discuss who their doctor was 
before transference, and he used no influence to get them to 
change. 

Asked by the President whether he thought it wise to make 
such a call, he said that so many patients were asking to be 
registered at that time that he regarded it as the normal thing 
on a new estate. They were strangers to each other and to 
himself. The same sort of thing could never have happened 
at Stockport. At the time he thought there was no harm in 
responding to the request, but since these proceedings started 
his point of view had changed. With regard to the case of 
Mr. Parry, he was attending a patient next door to him, and 
on leaving he was approached by Mr. Parry, who, after asking 
after the patient, said how pleased he was to have a doctor so 
near, asked him to come into his house, and registered with 
him. Afterwards he treated him at his surgery for some time. 

Tho President • Did you think it wise to go to his house in the 
first instance "> 

Dr Wiseman 1 was invited in 

The witness said that it was the same with other persons. 
He visited them because a request had been made for him to 
do so through a neighbour who was already a patient of his. 

With regard to the notice displayed in the post office, he was 
wholly unaware that it was being shown until a complaint from 
Dr Pearce was transmuted to him by the local committee. He 
did not put the notice up or ask the postmaster to do so, and 
immediately he heard about it he asked that it be taken down. 
It merely contained the words : " Messages may be taken here 
for Dr. Wiseman.” No address or surgery time was appended. 

In cross-examination, he denied that he had ever said he was 
the doctor for the estate , his words were “ a doctor on the 
estate ” In the course of further questions, Dr. Wiseman said 
he thought Dr. Pearce was the influence behind the statements 
of ihe various witnesses. Mr. Taylor was thereupon granted 
permission to recall Dr Pearce, who denied that he had any 
personal motives or that he had called upon the several women 
named and asked them to make statements. He was not present 
when they made their statements, and it was not true that he 
had inspired a common formula in the statements. He agreed 
that he had asked people who had transferred from his list 
what had led them to do so. 

At the conclusion of the evidence Mr. Richards addressed the 
Council on behalf of the respondent. Mr. Taylor desired to 
make a final speech on behalf of the complainants, but the 
President said that the custom in ordinary courts would be 
followed by the Council, whereby if no evidence other than 
tnat of the defendant himself were tendered on his behalf the 
-ounsei for the complainants would not have the opportunity 
05 m ‘king a second speech. 

Judgment 

\t er i lene'hv vonsideration in camera the President stated 
* C had found certain facts proved — namely, that 
i *b"Lt November or December last Dr. Wiseman had can- 
t ' lUcn!: ’ the practice of Dr. Pearce with a view to 
! ° become patients of his, in particular that he 
V r ’V ^ ® cor - c Parry with a view to inducing him 
I ‘ ,s become patients and had procured him to 

bts medical card and the medical cards of his 
' t , ’ f'-T into", to the transfer of himself and his family 
. ' ‘ \, !C "r * an d 'bat he had canvassed in the same 
" 'I , . M - Thompson and Mrs. Sylvia Winters. In rela- 

, ; roved the Council had judged him to have 

*’ irr ' lc '' conduct within the meaning of Sect 29 

- ar,i in contravention of para. 6 of 

‘ " lr " ‘ No: by the Council, and had instructed 


the Registrar to erase from the Register the name of Michael 
Ansel Wiseman. 

Mr. Richards : I take it that in view of that judgment the other 
charges are not proved ? 

The President : I have said the charges which are proved. 
Convictions 

The Council considered the case of Dr. Graham • George 
Robertson, registered as of Mariners Lane, Tynemouth, who 
had been convicted at Tynemouth on Jan. 3 of driving a motor- 
car when under the influence of drink and had been fined 
£20 and disqualified from driving for 12 months. Mr. F. P. 
Winterbotham, solicitor to the Council, said that Dr. Robertson 
had been before the Council previously on similar charges, and 
in February, 1946, his name was erased from the Register but 
was restored two years later. 

Dr. Robertson gave evidence as to this occurrence, which 
actually arose out of a Nevv Year’s Eve party. He submitted 
testimonials as to his excellent behaviour, and Mrs. Robertson 
gave evidence on his behalf. 

The Council found the conviction proved, “but in spite of 
this temporary lapse the Council has decided neither to post- 
pone judgment nor to direct the Registrar to erase your name.” 

The final case was that of Dr. Norman Fraser Stocks, regis- 
tered as of Priestfield Road, -Edinburgh, who appeared on two 
recent convictions of being in charge of a motor-car whilst 
under the influence of drink, one at Clay Cross in October, 
1948, and the other at Berwick-on-Tweed in December, 1948. 

Dr. Stocks, in reply to his counsel, Mr. A. W. Standing, said 
that he had had a nervous breakdown following severe war 
strain (he had been torpedoed whitst serving in the war). Coun- 
sel drew attention to his fine war record and to certain domestic 
difficulties. 

The Council found the convictions proved but postponed 
judgment for 12 months. 

ELECTIONS AND EDUCATIONAL BUSINESS 
The following were elected by Council to be members of the 
Penal Cases Committee : Sir Henry Cohen, Dr. Dain, Dr. Gregg, 
Sir Cecil Wakeley, Dr. Waterfield, Dr. Campbell, Sir Sydney 
Smith, and Professor Picken. 

Sir Henry Cohen, Dr. Brocklehurst, and Sir Andrew David 1 
son were appointed respectively chairmen of the Education, 
Examination, and Public Health Committees. 

To fill the vacancy in the joint treasurership of the Council 
occasioned by the death of Dr. Bone, Sir Cecil Wakeley was 
appointed. 

Dr. Brocklehurst, Sir Sydney Smith, and Mr. Stoney were 
appointed representatives of die three Branch Councils, for 
England, Scotland, and Ireland respectively, on the Dental 
Board. 

Professor J. H. Biggart was nominated by the Council for 
appointment by the Minister of Home Affairs, Northern Ireland, 
as a member of the tribunal constituted under the Dangerous 
Drugs Regulations, 1938 (Northern Ireland). 

Dr. Bigger, Dr. Hedley, Sir Sydney Smith, and Sir Cecil 
Wakeley were appointed to constitute the Finance Committee 
of the Council. Dr. Hedley reported that last year there was 
a substantial surplus in the Council’s income, thanks to the 
registration of a large number of foreign practitioners under 
the Medical Practitioners and Pharmacists Act. This would 
not recur. 

Sir Andrew Davidson presented a report from ‘the Public 
Health Committee in which was set out for the information of 
the Council the statistics relating to D.P.H. courses and exami- 
nations since the ne\y rules for the D.P.H. in 1946. 

Sir Leonard Parsons raised the question of the large number 
of separate courses with the relatively small number of entrants. 

Sir Sydney Smith pointed out that with the larger rewards 
now obtainable in fields of practice other than public health it 
might be increasingly difficult to attract recruits into the public 
health service. 

Professor Picken agreed that it was economically unsound to 
be running a large number of courses for a relatively small 
number of students attending any one course. But in view of 
the fact that it was not known at the moment how many people 
would be required in the public health field he thought it would 
be unwise to ask the universities to cut down their courses or 
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lo attempt to combine the courses of different universities. He 
had himself tried to divert students to other centres, but had 
found it very difficult to persuade them. It would be as well 
to let the matter rest as it was at the moment. 

The President said that the licensing bodies were indepen- 
dent. The Medical Act, ISS6 (Sect. 21), said that they might com- 
bine, but the Council had no power to enforce combination 
Such combination was certainly desirable, because a number of 
licensing bodies had only a small number of students and 
granted a small number of diplomas. The Council, however, 
could not interfere in the matter. 

The report of the Examination Committee, submitted by 
Dr. BrocUehurst, contained the usual tables, and that of the 
Pharmacopoeia Committee, by Dr. Campbell, embodied a report 
of the Pharmacopoeia Commission, setting out its recent activi- 
ties in the direction of nomenclature and of weights and 
measures. 


The Council then considered in camera reports from 
its Executive and Legislation Committees, and the four-day 
session concluded. 

Retirement of Mr, Hempson 

At the conclusion of one of the cases at this session the Presi- 
dent of the Council said that he understood this was the last 
occasion on which Mr. Oswald Hempson would appear before 
them. He first appeared before the Council as solicitor in 1918, 
and since then had appeared in many cases, either in his private 
capacity or as solicitor to the Medical Defence Union. The 
Council wished to express to him its high appreciation of his 
valuable services by his lucid presentation of the facts of a case 
and his skilful and intelligent advocacy. He carried with him 
into his retirement the best wishes of the Council. Mr. Hemp- 
son made a suitable acknowledgment and said what an honour 
he esteemed it to have appeared so frequent}}’. 


Annual Report of B.M.A. Council — Financial Statement 

Balance Sheet December 31, 1948 


1£>47 

/ 


Surplus Account — £ 

Balance at December 31 , 1947 349,355 

Less Excessof Expenditure over Income for 

the > car 194$ per annexed account ... 8,367 

349,385 , 

340,009 General Contingency Reserve 
30,000 Reserve for Development of Regional Offices ... 


1S43 
s. d. 

S 10 


- 341,018 
140.CO0 
30,000 


519,385 


Liabilities and Ptovisions- 

Loans (aeainct which investments have 
1 been earmarked per contra) 

Bank Overdraft . 14.S3S 12 

Creditors and accruing expenses .. . 8.7C7 19 

Amounts received in advance . 14,507 13 

Provision* fori 

Current Taxation (s e e Note 2) including 
£5,274 proportion of income tax 
bchedule A 194S-49 accrued to date 5.525 0 
Dilapidations and redeccration of prec n<s 46.042 0 
Lo>«eson transfer of Colonial subscriptions 1.SS2 0 


511,018 2 1 


Fried Assets at net book amount at Janu- 
ary 1, 1947, of assets acquired before 
that date (for which figures of cost are 
not readily obtainable), with additions 
since at cost, less depreciation and 
Sinking Fund instalments — Deprecwt ; . 

Set book and Sinking 
Srrou rj. etc. Fund / ttsialrrerds 


7400 0 0 


82.52: 

Notes — 1 


Leasehold premises, T?\ l,- 
tock Square and Upp^r 
Woburn Place and 
North and South Win’ 

Extensions 313,374 19 9 

Premises h*ld by feu 
charter. Nos. 6 and 7, 

Drumsheugh Gdro., 

Edinburgh, and contents 2,720 0 0 
Furniture and 02.ce 
Equipment ... . 1B.8S5 9 8 

Library* 3,765 0 4 


s. d. 


22,976 13 4 290,238 3 5 


600 0 0 2420 


2,509 9 1 
L000 0 0 


1L2SS 0 7 
2.765 0 4 


9LS33 5 2 


... Th' Association is a company limbed bv guaran- 
tee, trelrib’ltiy cf members beirg limited (except as provided in 
M rifraph G 0 / the Memorandum 0 / Asso..a!ion) to 1 guinea 
each. 

2 The Inland Hr, enue hate ratted tie question cf taxation 
ha h .Ul\ on income from the Association s pul l teal ions The 
.4s«-ai'ion mainiairs thx* shou'J there be am haltltis U is not 
sub^anl.jl to dite, ar4 ro pro -sion derefer has t en ma.ie in 
these accctr's 

3 { 1 ) The I'jfufuo comfani, ti e S.l olas'ic. Clerical and 

Medical Is social ion LI l ~as pWed in ro.’unLm liquids 
{.on on Hdh December, 1 . »n these circums‘arces U is 

cor<i iere.i that »' uoitli be misleading to deal the 
corrt*m\ m group accounts 

in) The ret aggreg j\ amount o f the profits nf’he su^si 
diar\ to lU'fc DeicrnWr U'4>, so ar as carriers ti ^ men ber s 
c f the British Med -cal Ass\u’in.i as at 31sl December, 
t **4S and during the y ear ended on that da*e, tv. ere as fuliou s 


315,003 


836,745 9 9 27476 2 5 


For tie 
&1 mi'^s 
to Idth 


hor t e Prior 
sear tried years 
31 si Mar , 


To-a' 


Dec , 1WS 

194 e 




(a) Dealt tnikmth' 
accounts o f tf e B..U A . 
for the sear 194S 

£ 

1 

i 


221,^32 

Cross 

— 


— 

2,0^3 


Less . I -cone Tax 

— 

942 

~ 

912 



_ 

1,151 

_ 

1,151 


( b ) Xoi ye dealt 
uith in the a cco.tr ‘$ oj 
tie B.M, A {a?er 





t 

ct argi>' g ta u’ 

301 

l,4e3 

10.S94 : 

12.054 

05,909 

4 So emoluments tee re 

rrcfii J 

£/<f by the 

mrmfrrs 

cf th 



Subsidiary Company (See Note 3) — 

59S shares of £10 each fully paid in Scholastic, Clenca) 
and Medical Association Ltd. (in Voluntary Liqmda- 

0,0=3 tion)atcost ... . 

— represented by net assets estimated to produce £.10,000 
Investments at cost- 
fa) Represerdir s» Resen.es 
£55,500 3% Sasun as Bonds, 19^ 0-70 . 

£.30,000 2}% Savings Bonds, 1904-07 . 

£47,500 3° 0 Savings Bonds, 39G5-75 
1 1,900 3% Defence Bonda 
t000 2i% Defence Bonds 
1 10,000 2$% National War Bond- 
1954-5C . ... 

£2,500 Bare lav? Bank “ B ” stock 
£400 Commercial Union Assurance Cc 
Ltd, stock . 5,275 0 0 

) Representing Loans per contra — 

£7,100 3% Savings Bonds, 1900-70 7400 0 0 

(Market %alu» at 31st December. 

1945, £l73,44r) 17LS93 15 0 

M Sinking fund insurance polici^ at 
premium co=t to date 53,4S7 7 11 


309,563 7 4 


6,0S3 10 0 


£9 COS 5 
20.CD0 0 
47.090 0 
L900 0 
600 0 

‘ 10,000 0 

10.512 10 


Current Assets — 

Stocks of paper for publicatious.staticrerv, 

etc. * 9,590 13 5 

Payraer ts to Advance 1,507 9 S 

Debtors (including unpaid subscriptions) 

Ie*s provision for losse- ... . 56,767 3 S 

Balances at Banks 2 nd es-h m tar' 4 952 0 3 


225,251 2 11 


f ounnl 0 * the Ass&.uafi'm other than in their fapnrr,'* Oo 
direr irs of the su*si Jury company The emoluments so 
reci <cJ in respect of the period from 1 1 ’ April, 1U47. to It V* 
D cer her, 1945, were : Fees £454 

Other emedumen’s £2,345 

£2,793 


4. M A. MOORE, 
Treasurer 


£609,951 7 3 


£609,951 7 


H. GUY DUN. 
Ckurrrjn of Council, 


CHARLES HILL, 

Sccrror 


REPORT Ol THE AUDITORS TO THE MEMBERS OF THE BRITISH MEDICAL ASSOCLAHON 
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suggestions in the lay Press that doctors might well be permitted 
to augment their inadequate Treasury payments by charging 
patients a small sum for consultations. 

In a leader in the News Chronicle of May 9, 1949. it is 
pointed out that some of the financial problems in the New 
Zealand Health Service base been solved by making patients 
pay a small charge for consultations, treatment, and the prov i- 
sion of aids to health. It is suggested that Mr Eevan should 
not shrink from similar charges if they can be shown to be 
necessary. To quote : “ Until people understand bow to use 
public services, a small contnbution from their pockets might 
sa\e the day financially, and it would be good for self-respect." 

There may be many good arguments for charging patients a 
small fee, but one is doubtful of any enhancement of their 
self-respect by such a procedure What of the doctor ? Is he 
not going to squirm at hating to stretch out his hand for his 
shilling or sixpence ? A token of the doctor-patient relation- 
ship ! In the confidential atmosphere of the consulting-room 
the patient is "to confirm hts trust in the family doctor by 
crossing his palm with silver One can hear the less sensitise 
patient muttering. "Your tip" — the ponrhone of the Paris 
taxi-driver. What of the much-advertved free Health Service 0 
Not all of our patients haunt the wuiiing-room One doe> 
see pleasant patients who. with genuine ailments, corre for the 
first time since the Service started What would the) think 
of us ? They fia\e made no demands cn the Service unm’ 
their first consultation, which is a right b) Act of Parliament 
A shilling a time from the man who requires a daily dressing 
or twice-daily penicillin injecticr' from the woman with the 
inoperable carcinoma. A shilling a time to reduce the attend- 
ance of patients and augment the practitioners’ incomes 
Jingling of silver on a salver or m an empty dressings tin, or 
to be marked down to account W hy not a shilling-in-the-slo' 
machine to open the waiting-room door 0 No, we simply 
could not prostitute ourselves in this manner 

If we are to maintain a good standard of medical practice 
and retain our self-respect we must not be unduly harassed 
by money matters. We must be paid adequately by the Treasury 
and we must not be distracted from our essential and exacting 
work by thoughts of inadequate finance or by the harsh rattle 
of coins. Let us insist on 100% action from the Wbiiley 
Council, the Association, and the democratically elected 
Minister of Health.— I am, etc., 

Kitaxrc.c*. Ayrshire IaN B.-K. MACGREGOR 


Incidence of Sickness : Correction 

Sir. — M ay I draw your attention to an error in the article 
“Incidence of Sickness” (Supplement, Apnl 30, p 354)7 

Table I is said to present “ Percentage of Persons Interviewed 
who had an Illness during the Month." These percentages have 
evidently been calculated from the data given m Table A of 
our Quarterly Return and refer not to persons ill during the 
stated month but during the three previous months. 

Tbe correct rates, which can be derived from our Table E. 
are as follows : 


Association Notices 


ELECTION OF COUNCIL 


The following are the results of the election of members of 
Council by those Groups where there were contests : 


Group E (Bedfordshire, Cambridge and Huntingdon. 
Essex, Hertfordshire, Norfolk, Northampton- 
shire, and Suffolk) 

J C. Pearce (Diss) . . 

A. Staveley Gough (Watford) 

No of voting papers issued 

No returned 

Group 1 (Metropolitan Counties) 

Lord Horder (W 1) . 

R Hale-White (N.W 1) 

Gray (W.C.l) 

Steeler (W.l) 
de Smet (W.10) . 

A. Gorsky (SW.l) 

Kelson Ford (S.W 10) 

F. Murphy (S.W 8) 

No. of voting papers issued 
No relumed 
Spoiled papers 

Group K (Dorset and West Hants, South Western 
tiftefnrej 

J A Pndham (Weymouth) 

S Noy Scott (Plympton) 

No. of voting papers issued 
No. relumed 


F 

E 

G 

J 

R 

J 


463 Elected 
26S 

2,617 

731 

1,696 Elected 
1,263 Elected 
866 Elected 
847 Elected 
699 
671 
502 
432 

7,362 

2,044 

II 


484 Elected 
350 

1,759 

Z~i 


In the following constituencies, for which no nomination 
papers were received, the Council appointed the practitioners 
named, under its powers under By-law 63 (2) : 

Group F (Berks, Bucks and Oxford, Birmingham and Staffordshire) - 
S. F L Dahne, Caversham 

Group R (Northern Ireland): N S Dickson, Templepatrick. 

Charles Kill, 

Secretory 


ANNUAL GENERAL MEETING 
Notice is hereby given that the Annual General Meeting of the 
British Medical Association will be held at the Grand Hotel, 
Harrogate, on Monday, June 27, 1949, at 9 p.m. Business: 
(1) Minutes of the last meeting, held June 29. 1948; (2) Induc- 
tion of President, 1949-50; (3) Balance Sheet and Income and 
Expenditure Account for the year ending Dec. 31, 1948 . 
(4) Appointment of Auditors 

Charles Hill. 

Secretary 

EXTRAORDINARY GENERAL MEETING 
Notice is hereby given that an Extraordinary General Meeting 
of the British Medical Association will be held on Monday, 
June 27, 1949, at the Grand Hotel, Harrogate, immediately 
following the Annual General Meeting, when the following 
resolution will be proposed as a Special Resolution : 


Percentage of Persons Jntcn ien-ed Who Had on Illness or Injurs . 
during the Month 


1947 



t 16-64 , 

65-*- 

16-64 

65 — 

July . , 

.. 1 5S 2 l 

70*2 

61 5 

79 3 


. . 1 57-7 

79 1 

602 

SO 9 

Sept. 

63 2 

SO-O 

' 

SI 1 


July — Sept, av crape 


— I am, etc., 

, Lo-don. \V C 2 


W. Logav. 

Statistician (Medical). 
General Register OfFce 


ANNUAL MEETING PROGRAMME: CORRECTION 

In the Annual Meeting Programme (Supplement. April 23, p. 242). 
Combined Meeting of the Sections of Child Health and Preventive 
Medicine, the name of Dr. H. C. Cameron (London) was included 
in error. 


Resolution 

That the Articles of Association be altered in the manner 
following: 

(i) Article N o 1 — Bj deleting the figures “ 1929 ” and b> 
substituting therefor the figures “ 194S.” 

(ii) Article No 4 (I ). — By inserting before the word “ voting *’ the 
words “ receiving notices of General Meetings or of” 

(ui) Article No. 22 . — By deleting this Article and by substituting 
therefor the following new Article to be numbered 22' 

44 22 The Association shall in each ca ! endar >ear hold a General 
Meeting as ns Annual General Meeting in addition to any other 
meetings in that >car. Not more than fifteen months shall elapse 
between the date of one Annual General Meeting and fnat of the 
next. The Annual General Meeting shall be held at such time 
and p T ace as may be fixed by the Council, and if no time is so fixed 
shall be held on Oct. 20 for if that day be a Sunday on Oct. 21), 
and if no place is so fixed shall be held at the registered office of 
the Association.” 

(tv) Article No. 24 . — By deleting this Article and by substituting 
therefor the following new Article to be numbered 24: 

“24. The Council may whenever it thinhs fit and (without 
prejudice to the provisions Of the Companies Act, 194S) it shall 
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upon a requisition made in writing as hereinafter provided by any 
one hundred or moie Members convene an Extraordinary General 
Meeting." 

(v) Article No. 25.— By deleting this Article and by substituting 
therefor the following new Adicle to be numbered 25: 

“ 25. A requisition must state the objects of the meeting and 
must be signed by the requisilionists and deposited at the registered 
office of the Association, and may consist of several documents 
in like form each signed by one or more requisilionists.'' 

(vi) Article No. 26. — By deleting this Article and by substituting 
theiefor the following new Article to be numbered 26: 

" 26. If the Council does not within twenty-one days from the 
date of the deposit of a requisition proceed duly to convene an 
Extraordinary General Meeting, the requisilionists, or any one 
hundred of them, may themselves convene a meeting for the 
objects specified in the requisition, but any meeting so convened 
shall not be held after the expiration of three months from the 
said date. A meeting convened by the requisilionists shall be 
convened in the same manner, as nearly as possible, as that in 
which the General Meetings are to be convened by the Council,” 

(vii) Article No. 27. — By deleting this Article and by substituting 
thetcfor the following new * rticle to be numbered 27; 

“ 27. In the case of an Annual General Meeting or of a meeting 
for the passing of a Special Resolution twenty-one dear days' 
notice at the least and in any other case fourteen clear days’ notice 
at the least specifying the place, the day, and the hour of meeting, 
and in the case of special business the general nature of such 
business (and in the case of an Annual General Meeting specifying 
the meeting as such) shall be given in maimer hereinafter mentioned 
to all the Members (other than those who under the provisions of 
the Regulations and By-laws are not entitled to receive the notice) 
and to the Auditors for the time being of the Association. The 
accidental omission to give notice to, or the non-receipt of notice 
by, any person entitled to receive notice shall not invalidate the 
proceedings at any General Meeting. 

(viii) Article No. 41. — By deleting this Article and by substituting 
therefor the following new Articles to be numbered 41(a) and 41(b) 
respectively : 

"41(a). The Council shall be composed of the President of the 
Association, the President-Elect, the immediate Past-President, the 
Chairman of the Representative Body, the Chairman and (during 
the year immediately following his period of office as Chairman 
of Council) the Past Chairman of Council, the Chairman of the 
General Medical Services Committee, the Chairman of the Central 
Consultants and Specialists Committee, and the Treasurer, ex 
officio, and of members of the Association elected by the bodies 
and in the manner prescribed in that behalf by the By-laws.”, 

“41(6). No Member of Council shall vacate or be required to 
vacate his office as a Member of Council on or by reason of bis 
attaining or having attained the age of 70 and any Member of 
Council retiring or liable to retire under the provisions of the 
Regulations or the By-laws and any person proposed to be elected 
or appointed a Member of Council shall be capable of being 
re-elected or reappointed or elected or appointed, as the case may 
be, as a Member of Council notwithstanding that at the time of 
such re-election or reappointment or election or appointment he 
has attained the age of 70, and no special notice need be given 
of any resolution for the re-election or reappointment or election 
or appointment or approving the election or appointment as a 
Member of Council of a person who shall have attained the age 
of 70, and it shall not be necessary to give to the Members notice 
of the age of any Member of Council or person proposed to be 
re-elected or reappointed or elected or appointed as such.” 

( (i\) Article No. 50. — By deleting this Article and by substituting 
t . tl,c following new Articles to be numbered 50(a), 50(b), 
pd 50(e) respectively : 

i •" 'nr' Cooooil shall once at least in every calendar year 
jay before the Association in General Meeting an Income and 
Expenditure Account for the period since the preceding account,' 
made up to a date not earlier than the date of the meeting by more 
than nsne month-- The Council shall also cause to be made out 
in e\ery calendar year and to be laid before the Association in 
vienern! Meeting a Balance Sheet as at the date to which the 
Income ami Expenditure Account is made up. Every such 
Balance Sheet shall be signed on behalf of the Council by two of 
l 7 Icn ™ :rs °f Council and shall have attached to it a report 
bv the Council uith respect to the state of the Association's 
nftairs and the amount, if any, which they propose to carry to 
rererxes It shall aho have attached to it the Auditors' report 
and such other documents as shall be required by the Statutes to 
be annexed thereto 

“ 5 p (M. The Council shall also annually prepare an Estimate of 
t .a probable income and expenditure of the Association for the 
coming year and a Report of the proceedings of the Association 
tor the past year and the Balance Sheet and Income and Expendi- 


ture Account and the said Estimate and Reports of the Council 
shall be presented to the Annual Representative Meeting. 

“ 50(c). A copy of each of the said documents shall be sent to the 
Secretary of every Branch and Division and published in the 
Journal not less than twenty-two days before the Annual General 
Meeting.” 

(x) Article No. 5J. — By deleting from this Article the words “ In 
addition to the above-mentioned Report." 

Cham.es Hill, 

June 4, 1949. Secretory. 
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9 
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so 

Fri. 
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Fri. 

10 
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15 
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Kx 

Thurs. 

16 

Thurs. 


Diary of Central Meetings 
June 

Nutritional Requirements Subcommittee, 11.30 a.m. 
Publishing Subcommittee, 11 a.m. s 

Library Subcommittee, 12 noon. 

Science Committee, 2 p.m. 

Public Health Committee, 2 pm. 

Coroners Acts Committee, 2 p.m. 

Dermatologists Group Committee, 11.30 a.m. 

Group of Dermatology Conference, 2 p.m. 


Branch and Division Meetings to be Held 

Furness Division.— A t Ulverston Golf Club, Sunday, June 12, 
2 p.m., annua! golf meeting. 

Greenwich and Deptford Division. — A t Miller Hospital, 
Greenxvieh High Road, London, S.E., Wednesday, June S, 8.30 p.m., 
annual general meeting. 

Metropolitan Counties Branch.— At B.M.A. House, Tavistock 
Square, London, W.C., Tuesday, June 7, 2.30 p.m., annual general 
meeting. Agenda: Induction of Dr. C, G. Martin as President of 
the Branch and President's Address, etc. 

Westminster and Hoi. horn Division.— At Holbom Town Hall, 
W.C., Thursday, June 9, 8 p.m., general meeting. Consideration of 
Annual and Supplementary Reports of Council, 194S-9 ; instruction 
of Representatives to A.R.M. 


H.M. Forces Appointments 


ARMY 

Major-Generals W. Foot, C.B., M.C., K.H.P., and Sir Edvvard , 
Phillips, K.B.E., C.B., D.S.O., M.C., late R.A.M.C., have retired 
on retired pay. _ 

Brigadier (Temporary Major-General) K. A. M. Tomory, C/.o.fc., 
late R.A.M.C., to be Major-General. 

Colonel R. D. Cameron, C.B.E., M.C.j late R.A.M.C., to be 
Brigadier. ' ", . . 

Colonel S. Arnott, C.B., C.B.E., D.S.O., late R.A.M.C., has retired 
on retired pay and has been granted the honorary rank of Major- 
General. „ 

Colonels W. W. S. Sharpe, W, Russell, M.C., and G. T. Gtmlette, 
late R.A.M.C., having attained the age for retirement, are retained 
on the Active List supernumerary to Establishment. 

Colonel W. M. Cameron, C.B.E., late R.A.M.C., has retired on 
retired pay and has been granted the honorary rank of Brigadier. 

Lieutenant-Colonels F. McL. Richardson, D.S.O., O.B.E., and 
J. \V. Eatnes, from R.A.M.C., to be Colonels. 


ROYAL ARMY MEDICAL CORPS 

Major H. M. Rice has retired, receiving a gratuity. -f 

Major S. \V. Smith has retired on retired pay on account ot 
disability. (Substituted for the notification in a Supplement to trie 
London Gazette dated Dec. 31, 194S.) 


Territorial Army Reserve of Officers: Royal Army Medical 

Corps 

Major (Acting Lieutenant-Colonel) A. Covrie, P.S.O., from Active 
List, to be Major. . 

Major E. H. Markby, from Active List, to be Major. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- , 
stood to require employees to be members of a trade union 
or other organization : 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils.— Denton, Droylsden. Houghton-Se- 
Spring, Huyton-xvith-Roby, Redditch (restricted to new appoint- ^ 
ments), Tyldesley. 
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The treatment of hypertension by resection of the dorso- 
lirmbar sympathetic nervous system has been practised for 
many years in the United States, where there is already an 
extensive literature on the subjett. This literature has been 
reviewed elsewhere (Blodgett and Cutler, 1947 ; Bassett, 
'1948). It is only recently, however, th'at this treatment has 
attracted any great interest in this country. It might be 
helpful, therefore, to review a series of consecutive cases 
operated on at Westminster Hospital. The number — 24 
■cases — is not large, and any conclusions can be only of a 
tentative nature. However, all these cases had been fully 
investigated before operation and have been carefully 
observed since, and an idea of the value of this form of 
treatment has begun to emerge. 

Analysis of Material . — Of the 24 patients 15 were men, 
and of the nine women seven were married and two single. 
The youngest patient was a girl of 17, and the oldest a man 
of 60. The average age of the group was 42 years There 
was no appreciable difference in age at operation between 
the men and the women. Six of the patients were over 50. 
The age incidence in decades was as follows . Under 20 
years. 1 case ; 20-29, 2 cases , 30-39, 4 cases ; 40-49, 1! 
cases : 50-59, 5 cases ; 60 years, 1 case. 

Diagnosis 

In five cases there seemed to be a cause for the hyperten- 
sion : three patients had chronic nephritis, one patient had 
calculi in both kidneys, and the fifth, a married woman aged 
47, had suffered from eclampsia 28 years previously. One 
patient with renal hypertension, a man aged 53 who had a 
clear history of acute nephritis at the age of 23, stated that 
his father and brother had both died from a “ stroke.” In 
this case the chronic nephritis had entered a malignant 
phase, and the familial tendency to high blood pressure 
had probably accentuated the disease. In the other 19 
cases, in spite of careful interrogation and investigation, 
the origin of the hypertension was obscure, except that 
nine had a family history of hypertensive cardiovascular 
disease, suggesting that they might be cases of essential 
, hypertension. However, when the records of these 19 
‘ patients were viewed as a whole an impression was gained 
that many were cases of chronic renal disease rather than 
essential hypertension. 

Malignant Hypertension . — There were six cases of 
malignant hypertension in this series — four primary and two 


secondary. The following criteria were •used m making 
the diagnosis : (I) The presence of papiil oedema with or 
without oedema of the surrounding retina — all six cases ; 
(2) necrosis of the glomeruli or afferent arterioles on renal 
biopsy or at necropsy — five cases ; (3) gross impairment of 
renal function — three cases ; and (4) cerebrospinal fluid 
pressure greater than 300 mm. of water — two cases. Malig- 
nant hypertension may be a primary disease in a previously 
healthy person, or it may be secondarily superimposed on 
an existing renal disease. It is useful to make this distinc- 
tion, as the primary cases have a prospect of .greater and 
more permanent relief by operation. In one other case of 
renal hypertension the presence of a malignant phase was 
in doubt : 

A married woman aged 50, who had suffered from severe 
occipital headaches for two years, had a blood pressure which 
varied, between 180/120 and 300/170 mm. Hg, but was usually 
in the region of 240/150. Retinal examination revealed severe 
vascular sclerosis with occlusion of the right superior temporal 
artery. There was considerable retinal oedema, with many 
haemorrhages but only a few exudates and no papilloedema. 
The blood urea was 24 mg. per 100 ml. and the urea clearance 
48% of normal. The cerebrospinal fluid pressure was 230 mm. 
of water. Pyelography revealed calculi embedded in both kid- 
neys. Renal biopsy performed at operation showed necrotic 
changes in the afferent arterioles. 

Symptoms 

All patients had symptoms referable directly or indirectly 
to their raised blood pressure. Headache, often accom- 
panied by severe lassitude, was the commonest Only two 
patients did not complain of it, and in 13 it was the present- 
ing symptom. Eleven patients had visual disturbances. 
Four had suffered from encepbalopathic attacks before 
operation — an index of the severity of the hypertension in 
this series. Three patients had cardiac dyspnoea — paroxys- 
mal in one and on exertion in the other two. Only three 
patients had prior knowledge (15, 14, and four years 
respectively) of their raised blood pressure. In all the other 
cases hypertension was a recent discovery. 

Physical Findings 

Blood Pressure . — In all patients the blood pressure was 
recorded on several occasions before operation. It was con- 
firmed that the diastolic pressure gave a Better indication 
of the severity of the hypertension. In onlv three patients 
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was the diastolic pressure constantly below 130 mm. Hg. 
The systolic pressure varied widely from day to day, some- 
times by as much as 60-70 mm. Hg, but it was below 
200 mm. Hg in only one patient. With rest in bed, most 
patients showed some fall in blood pressure, as shown by 
the accompanying table. 


i Blood Pressure (mm. Hg) 

On Admission 

With Bed Rest 

Systolic: 



180-199 

1 patient 

7 patients 

200-219 

4 patients 

t ’> 

220-239 

6 

7 „ 

240-259 

8 „ 

6 „ 

260-279 

4 „ 

— 

280 

I patient 

— 

Diastolic: 



UO-129 

3 patients 

10 patients 

130-149 

9 „ 

7 „ 

150-169 

9 

7 ., 

170-189 

• 3 „ 




The efiect of sedatives was investigated in five cases. 
“ Sodium amytal,” 3 gr. (0.2 g.), was given three times at 
hourly intervals, and the blood pressure was recorded at 
hourly intervals thereafter. The diastolic pressure fell 
below 90 mm. Hg in three of the five cases. The experience 
has not been large enough to estimate the usefulness of the 
test in selecting patients for operation. 

Fundal Appearances . — The retinae were abnormal in all 
24 patients — the six cases of malignant hypertension had 
papilloedema ; 13 patients had haemorrhages and exudates, 
usually with retinal oedema, as well as arterial sclerosis ; 
and five had arterial changes only ; two of the latter 
had hypertensive heart disease, and one, a woman aged 52, 
was blind in one eye from an occlusion of the central retinal 
artery 16 years previously. Her blood pressure had been 
recorded as normal at the eye hospital she attended at that 
time. 

Cardiac Stale. — This was assessed clinically, radiologi- 
cally, and by electrocardiogram in all cases. Hypertensive 
heart disease was regarded as present when there was con- 
siderable cardiac enlargement and a grossly abnormal 
electrocardiogram. Four patients were considered to have 
this condition. Minor degrees of cardiac enlargement, 
usually observed radiologically, and minor electrocardio- 
graphic changes, such as diphasic or early inversion of 
T waves, were not considered indicative of this state. Con- 
gestive heart failure was not present in any of these four 
patients, but two had increasing breathlessness on exertion 
and one had frequent attacks of paroxysmal dyspnoea with 
blood-stained sputum and radiological pulmonary engorge- 
ment, The other patient, a woman aged 49, had no cardiac 
symptoms before operation, but one month afterwards 
developed congestive failure, from which she died four 
months later. 


Renal Function . — The blood urea and the van Slyke 
urea-clearance tests were estimated in every case. The 
specific gravity of the urine was recorded daily, and often 
y epnvmg the patient of fluids for 12 hours in order to 
? am , , maximum urine concentration. Seven patients 
nad a blood urea greater than 40 mg. per 100 ml., and five 
a urcn clearance of less than 70% of normal. Both 
erc abnormal in three of the patients with malignan! 
njpertension. The intravenous pyelogram was normal ic 
0ne ot her had compensatory enlargement ol 
rJu , -j y ’ and aQ other had calculi in the lower calice: 
or both kidneys. Excretion of the dye was poor in two ol 
me patients with malignant hypertension. A retrograde 
pjeiogram was normal in one patient with an equivoca 
intravenous test. A portion of renal cortex was removec 
at operation for histological examination on 12 occasions 


Although the appearance was abnormal in every case, and 
on the whole consistent with the clinical and pathological 
findings, not enough experience of this procedure has "been 
acquired for an opinion to be given on its value. 

Lumbar Puncture . — This was performed on 12 patients 
before operation. In nine the cerebrospinal fluid pressure 
was greater than 170 mm. of water, and greater than 
300 mm. in two of the patients with malignant hypertension. 

This series therefore consists of comparatively youthful 
patients suffering from severe hypertension. There is little 
that medical treatment alone can offer such patients, and 
the prognosis is always doubtful and often grave. As in 
addition symptoms were severe enough to interfere with 
their work and daily lives, it was felt that operation was 
justified. 

Operation 

The operative procedure in all cases was that of Smith- 
wick and need not be elaborated, the coeliac ganglia, 
splanchnic nerves, and sympathetic chain being removed, 
The chain was excised in varying lengths, but never less 
than from the ninth dorsal to the first lumbar inclusive, 
The operation differs from that of other reported methods 
in that the coeliac ganglia were always excised. The ampunl 
of post-operative back pain could be diminished by resect- 
ing the twelfth (subcostal) nerve as fully as possible. All 
cases are now drained, owing to the difficulty in distinguish- 
ing between deep haemorrhage and post-operative hypoten- 
sive reaction, which undoubtedly caused the two deaths 
after operation. A blood transfusion was given only if 
there was appreciable haemorrhage from the drainage-tube 

Complications . — Two patients died as a direct result ol 
operation, both- from haemorrhage within 24 hours, h 
liability to haemorrhage due to increased capillary fragility 
is well known in severe hypertension. A pronounced fall 
in systolic pressure, with narrowing of the pulse pressure 
is a usual accompaniment of this operation, and as a result 
immediate post-operative haemorrhage is difficult to' detect. 
There is considerable loss, too, of the usual autonomic 
response to haemorrhage, and profound shock quick!; 
develops. Three patients had post-operative complication: 
severe enough to delay convalescence — two had ar 
empyema and the other developed a massive pleura 
effusion, which responded well to repeated aspiration. 

In 1 1 cases the following minor complications occurred 
pneumonia and atelectasis, 3 ; pneumothorax, 2 ; haema 
toma formation, 2 ; pleural effusion, 1 ; infection of wound 
1 ; paroxysm of auricular fibrillation lasting for two hours 
1 ; bulging of the abdominal wall due to section of th< 
eleventh and twelfth intercostal nerves during operation, 1 

Mortality 

In addition to the two post-operative deaths, three othe 
patients have since died — in two cases two months and ii 
one case five months after operation. All three were seei 
in the early stages of this investigation and were considerei 
at the time to be gravely ill ; they would not now be sub 
mitted to operation. Renal function was poor, and a 
necropsy the typical changes of malignant hypertensioi 
were found. Two died from uraemia and one from con 
gestive heart failure, and operation appeared to have n< 
effect on the progress of their disease. 

\ 

Results of Operation 

In one of the remaining 19 cases the operation remainei 
incomplete because of an empyema which developed afte 
the first stage. The other 18 have been observed for varyini 
periods : over 18 months, 1 case; 12-18 months, 7 cases 
6-12 months, 9 cases ; and 5 months, 1 case. 
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Effect on the Blood Pressure 

This has been disappointing. After a temporary fall for 
. week or two the blood pressure starts to rise again and 
vithia three months has returned to the neighbourhood of 
he pre-operative figure." In only five of the 18 cases has the 
all in blood pressure been appreciable, but even in these 
he final figure is well above normal. 

No striking blood-pressure changes with alteration of 
josture have been observed. Only three patients have 
eported dizziness on standing up, and this was transitory', 
fhere was some fall in blood pressure in most cases 
mmediately on standing up from the recumbent position, 
mt this was no greater than could be accounted for by the 
ability of blood pressure in the hypertensive patient. 

This failure to produce ’permanent lowering of blood 
iressure suggests that the effect of operation can at most 
le palliative. 

Retinal Change 

The improvement in the appearance of the fundus oculi 
las been as rapid and dramatic as that renorted elsewhere 
Bourne et ah, 1948). Retinal oedema, haemorrhages, and 
xudates have with one exception disappeared, and so far 
ave not returned. This improvement is useful for purposes 
f record, and it may also represent a diminution in the rate 
if progress of the disease. It is felt, however, that there 
as been a tendency to lay undue stress on this fundai 
nprovement, and a word of caution is necessary. The 
fading of retinal change suggested by Wagener and Keith 
1939) is useful as a guide to severity, but its limitations 
hould be appreciated. 

In benign essential hypertension, the presence of retinal 
hanges probably indicates a tendency to cerebral vascular 
icidcnts (Foster Moore, 1916-17), but not to heart failure 
r coronary artery disease. Also, many cases of benign 
ypertension have occasional exudates and haemorrhages 
vhich appear and reabsorb spontaneously over a period of 
ears. Thrombosis of the retinal veins, too, may produce a 
tartling fundus appearance without necessarily any worsen- 
ig of outlook for the patient. Again, although exudates 
nd haemorrhages cleared from the retinae of these patients, 
t was noteworthy that the vessels themselves showed little 
Iteration even when only spasm was observed. Lastly, 
typertensive retinopathy is commonly symptomless, and 
isual impairment slight unless papilloedema is present, 
t unless the patient is unlucky enough to have a patch of 
xudate or a haemorrhage over the macula or a thrombosis 
if one of the vessels, and consequently the improvement in 
undal appearance is of less interest to the patient than to 
ae observer. Therefore it is felt that this improvement 
hould be regarded with caution. 

Cardiovascular Slate 

Perhaps the most urgently required information concerns 
he effect of this operation in hypertensive heart disease, 
s there any prospect of improvement here as in the fundus 
iculi, or will the heart be as little affected as the blood 
iressure ? Unfortunately this series is too small to provide 
n adequate answer, there being only four cases of 
ypertensive heart disease. Their case records are as 
allows. 

Case 1 . — A blacksmith aged 30 had suffered from attacks of 
aroxysmal breathlessness, occasionally associated with blood- 
air.ed sputum, for a month before his admission to West- 
linster Hospital in April, 1947. Apart from a similar isolated 
Hack in August, 1946, his previous health had been good. His 
ilher had died from the effects of high blood pressure. 

His physique was good, but the heart was enlarged, and radio- 
:opy revealed pulmonary engorgement. Pulsus altenrans, 
illop rhythm, and rales at the lung bases were observed for 


4$ hours after admission, but there was no congestive failure. 
The blood pressure was 235/135 mm. He, falling to 180/120 
mm. Hg with rest in bed. There was a sharp inversion of the 
T waves in lead I and left axis deviation in the electrocardio- 
gram. The retinal arteries were thickened, and many exudates 
and a few haemorrhages were present. Renal function was 
normal. 

• Immediately after lumbo-dorsal sympathectomy in April- 
May, 1947, the blood pressure fell to 135/85 mm. Hg, but 
three weeks later it rose to 160/110. Two months later he 
was well, had gamed 12 lb. (5.44 kg.) in weight, and not only 
had the heart decreased considerably in size and the lungs 
cleared radiologically, but the T waves in lead I were large and 
upright and the retinal exudates bad disappeared. 

Eighteen months after operation there had been no further 
breathless attacks, and he had been working continuously as a 
carpenter. He was slightly breathless on exertion, probably 
due mainly to obesity, as his weight had increased from 
8 st. 12 lb. (56.25 kg.) at the time of operation to 11 st. 9 lb. 
(73.94 kg.). The blood pressure was 210/165 mm. Hg, and the 
retinae were normal apart from arterial changes. The lung 
fields were clear radiologically, but there was moderate enlarge- 
ment of the left ventricle. The T waves were diphasic in 
lead I but negative in CR„ (For chest films see special plate. 
Figs. 1, 2, and 3. Electrocardiograms of this case are shown 
in Figs. A, B, and C.) 



Fig A . — Case 1. Hypertensive heart disease Electrocardiogram 
lead I before lumbo-dorsal sympathectomy. T wave sharply inverted. 



Fig. B . — Case 1. Hypertensive bean disease. Electrocardiogram 
lead I two months after lumbo-dorsal svmpathectomy . T wave now- 
upright. 
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Fig. C. — Case 1. Hypertensive bean disease. Electrocardiogram 
lead 1 eighteen months after lumbo-dorsal sympathectomy. T wave 
now diphasic. 

This patient appeared to derive considerable benefit from 
operation, although the heart is now enlarging again and 
the fall in blood pressure was only transitory-. 

Case 2 . — A gatekeeper aged 42 had suffered from high blood 
pressure with persistent early morning headaches for five years, 
breathlessness on exertion and dizziness for four years, and for 
two months had felt very tired and unwell. The blood pressure 
was 230/150 mm. Hg, with persistent pulsus altemans, and the 
heart was considerably enlarged. The T waves in leads I, H, 
and CR, were inverted, with left axis deviation reversible by 
inspiration. Lumbo-dorsal sympathectomy was performed in 
May, 1948. Headache and dizziness ceased at once, and the 
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breathlessness slowly improved. Seven months aftir operation 
he was working, was feeling well, and became only slightly 
breathless on moderate exertion. His weight had increased 
from 9 st. 6 1R to 11 st. 4 lb. (59.87 to 71.67 kg.). The heart 
size, however, was unaltered, and the blood pressure was 205/ 
140 mm. -Hg, although pulsus alternans had not been observed 
since two months after operation. In September the electro- 
cardiogram showed that left axis deviation had disappeared 
and TCR, was uprights but T was still negative in the other 
leads. 

Here objective improvement has not been striking, 
although subjectively the patient is much better, and for 
this reason it is felt the operation was worth while. 

Case 3 . — A married woman aged 47 had suffered from 
eclampsia 28 years previously. She had intermittent headaches 
for many years, and for five months had been breathless on 
exertion. There was no family history of high blood pressure. 
She was obese and there was moderate cardiac enlargement ; 
the blood pressure was 230/150 mm. Hg. The electrocardio- 
gram showed left bundle-branch block, and there were retinal 
arterial changes. Renal function was normal. A month after 
sympathectomy in December, 1947, the blood pressure was 
145/90 mm. Hg, but a year later the figure was 240/140. fler 
heart, howeyer, had not increased in size, and her breathless- 
ness appeared to be mainly due to her obesity, as she had 
gained 9 lb. (4.08 kg.) in weight. Left bundle-branch block was 
still present. 

Case 4 . — A married woman aged 49 had suffered from high 
blood pressure for 19 months, associated with headaches, which 
ceased for three months with sedative treatment and then 
recurred. For a month she had blurring of vision in both 
eyes. The blood pressure was 220/160 mm. Hg, the heart was 
enlarged, and the lungs were engorged radiologically. T, was 
diphasic, the ST segments were depressed, and left axis devia- 
tion was present in the electrocardiogram. Sympathectomy was 
performed in May, 1948, but the blood pressure fell only to 
180/140 mm. Hg. A month later she suddenly developed 
rapidly progressive congestive heart failure, from which she 
died in October, 1948. The post-mortem findings were those of 
congestive heart failure with malignant hypertension. 


Malignant Hypertension 

Four of the six patients with malignant hypertension are 
now dead. One died as a result of operation, two from 
uraemia two months later, and one from heart failure five 
months later. These last three patients stood the operation 
well, but the course of the disease was not delayed. The 
two survivors, both women, are now well and have shown 
considerable improvement. Their case histories are as 
follows. 


Case 5 . — A married woman aged 57 had for a month suffered 
from severe headaches, worse on s'tooping, with mistiness of 
vision. Both eyes showed gross papilloedema, with extensive 
haemorrhages and a few exudates around the disks (Plate 
Fig- 4). The blood pressure was 270/140 mm. Hg, and ths 
cerebrospinal fluid pressure was greater than 300 mm. of water 
Radiological films of the skull, the electro-encephalogram 
heart, and renal tract were all normal. Sympathectomy it 
arch-April, 1948, only slightly lowered the blood pressure 
U • e P a Pilloedema, retinal haemorrhages, and exudate: 
rapt y disappeared (Plate, Fig. 5). The headaches also ceased 
se\en months later she was well, although the blooc 
pressure was still 260/140 mm. Hg. 

f' A girl aged 17 complained of early morning head 
c. otten associated with vomiting, for two years. Apar 
f tr . an j ,ei | t mistiness of the left eye in August, 1947, he 
isn ad ahv ^ s ^ een sood. The blood pressure was 260 
mm. l g. There was moderate albuminuria, but no cast 
ere seen, and the blood urea was 39 mg. per 100 ml. Mr. E. I 

ocdL r , CP ° n f- ? n , lhe / ednae fPlate . Fig. 6): “There is retina 
9t , od P3rtl « U - dle opt ‘ c nerve heads and areas immed: 

dUW ad)a , cent Th , erc !S Gross retinal exudate round the, opt: 
C„h and sphered exudates throughout the fundi, but only 
few haemorrhages. Attenuation of the arteries and congestio 
°t the veins is pronounced." 


Renal biopsy performed at sympathectomy in March, 1948, 
showed the necrotic changes of malignant hypertension. Nine 
months later she felt well, had no headache, and her weight 
had increased from 8 st. 1 lb. (51.26 kg.) at the time of opera- 
tion to 10 st. 12 lb. (68.95 kg.). The blood pressure was 180/ 
120 mm. Hg. The vision in the left eye was poor (hand move- 
ments only), but good in the right eye. Mr. King reported: 
“ Both fundi, left much more than right, show consecutive optic 
atrophy. There is extreme attenuation of the arteries, some in 
the left eye being completely occluded, and widespread retinal 
degeneration and some old retinal exudates. There are no 
recent haemorrhages and exudates ” (Plate, Fig. 7). ' 

In Case 6 the result has been particularly satisfactory, 
as the blood pressure has been significantly lowered, the 
malignant phase being replaced by a relatively benign 
hypertension. The fundal appearance, too, has considerably 
improved, although there is impaired vision due to 
consecutive optic atrophy. 

General Health 

Undoubtedly one of the most impressive features of this 
operation is the general improvement in health it causes. 
Headache, lassitude, and vertigo disappear, and the patients 
quickly acquire new energy. Most patients have returned 
to work, and often they must be deterred from working toe 
hard. A significant gain in weight was noticed in 13 
patients — sometimes of more than 2 st. (12.7 kg.) — anc 
obesity has occasionally called for dietetic restriction. Onlj 
one patient, obese before operation, lost weight afterwards 

Discussion 

Lumbo-dorsal sympathectomy has been performed in 2‘ 
cases of severe hypertension, 18 of which have beei 
observed for varying periods up to 18 months. The higl 
blood pressure has remained virtually unaltered, and fo 
this reason the operation is expected to be only palliative 
In spite of this, however, general health and vigour ar 
improved, headache and lassitude have disappeared, an< 
weight has been gained. Occasionally the heart ma] 
decrease in size and the electrocardiogram improve if hyper 
tensive 'heart disease was not too severe before operation 
Even if this does not occur, breathlessness on ex'ertion ma 
diminish and cardiac asthma disappear. 

There is as yet little information to indicate which case 
of hypertensive heart disease will benefit mo st,by operatioi 
or how long improvement will last, and the experience fror 
the four cases recorded here is too small to give a clea 
guide. It is felt, however, that auricular fibrillation, cor 
gestive heart failure, past or present, and evidence of coror 
ary artery disease are contraindications to operatioi 
Patients with considerable cardiac enlargement, persistei 
pulsus aiternans, gallop rhythm, or gross electrocardic 
graphic changes are unlikely to improve, and should t 
submitted to operation only when other strong indicatior 
are present. The following patient was refused operatic 
on account of his cardiovascular state: 

Case 7 . — A man aged 48 had known of his high blood pre 
sure and enlarged heart for five years. For two years befoi 
his admission to Westminster Hospital in February, 1947, 1 
had suffered from intermittent headache, momentary doub 
vision, and gradually increasing intermittent claudication. T1 
blood pressure was 220/130 mm. Hg, with pulsus altcrnati 
The heart was enlarged, and gallop rhythm was present. T1 
retinal vessels snowed arterial sclerosis, and no pulsation cou 
be felt in the arteries of the feet. The blood urea was 36 m 
per ’100 ml. , 

Rest in bed brought temporary improvement, but his hea 
ache recurred on discharge from hospital, and he became she 
of breath on slight exertion. In May, 1947, he developed’ a L 
hemiplegia, In May, 1948, the sudden onset of auricular fibrill 
tion caused acute congestive failure, which responded well 
treatment in another hospital. -When seen ‘in August. 19^ 
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here was considerable cardiac enlargement and auricular 
ibrillation. The liver margin was just palpable, with slight 
reek-vein engorgement but no oedema. The hemiplegia was 
mattered. The blood pressure was 180/80 mm. Hg. His condi- 
ion was considered to have advanced beyond the stage where 
ympathectomv was practicable. 

It ' is considered that operation should be limited to 
relatively young people, as- permanent arteriosclerotic 
changes are less likely to have occurred. Moreover, the 
disease generally progresses more rapidly in the young and 
intervention is more necessary'. However, an upper age 
limit has not been adhered to rigidly, although any patient 
over the age of 50 requires special scrutiny. Each case 
should be viewed on its merits, and age should contraindicate 
operation only when permanent vascular disease is present, 
which with even merely a temporary’ lowering of blood 
pressure would make arterial thrombosis a serious 
Jiazard,' 

Malignant hypertension' is not in itself a bar to opera- 
tion, In fact, when the disease is primary it is especially 
indicated provided renal function has not seriously 
deferioraied. Two of the six patients in this series, both 
primary cases, are alive and have improved considerably. 
Operation seems to have “ tiroken She vieiows <tise\e,” and 
the malignant phase for the time being has abated. The 
prospect of relief of even a few cases of this grave condition 
is distinctly promising. In three of the fatal cases the 
patients were severely ill and had poor renal function, so 
their failure to respond caused little surprise. It must be 
emphasized that patients with poor renal function should 
not be submitted to operation. The blood urea should be 
less than 60 mg. per 100 ml. and the urea clearance greater 
than 50% of normal. It is doubtful if the operation is ever 
justified where the blood urea is greater than 80 mg.- per 
100 ml. 

Operation may be performed in cases of hypertension 
secondary to some irremovable cause. There were three 
cases of chronic nephritis in this series, and some others 
may have had nephritis of the repens type, although there 
was no direct evidence of this. If the renal function is 
satisfactory progress of the disease may be slowed by 
operation. 

Lumbo-dorsai sympathectomy then seems beneficial to 
young patients with severe hypertension who have severe 
symptoms, no substantial arteriosclerosis or gross heart 
disease, and good renal function. Such patients represent 
only a minority of all cases of hypertension, and operation 
will afford only partial relief. There is, however, consider- 
able relief of symptoms, and the tempo of the disease 
appears to be slowed. Complete relief could hardly be 
expected seeing that the kidney remains uninfluenced, and 
for this reason it is felt that more extensive resections of the 
sympathetic nervous system, involving more than two 
operations' with their additional hazards, are unjustified. 

The advisability of operating on early cases of hyper- 
tension before the heart and other organs are affected may- 
be considered. Should not hypertension in its larval stages 
be sought, as early cancer is sought, for surgical treatment ? 
Such reasoning is fallacious, as the problems of cancer are 
dissimilar from those of persistent hypertension. Moreover, 
■- pathological change in response to raised blood pressure 
I varies widely from case to case, although hypertension 
starting in youth usually has a graver prognosis than that 
beginning in later life. Nor can one tell whether a young 
patient with mild hypertension will go rapidly downhill or 
will lead a useful life for 10, 20, or more years. This being 
so, a surgical procedure. involving two major operations in 
a patient who is virtually well is unjustifiable, particularly 
when the operation is hot curative, and its late effects are 


uncertain. For this reason operation was not advised in 
either of the two following cases. 

Case S . — A locomotive fireman, aged 27, for four years had 
attacks of momentary dizziness in which he did not fall. He 
pad been under observation for two years, during which time 
his blood-pressure range was 200-170 mm. Hg systolic and 
130-115 mm. Hg diastolic, except twice when figures of 140/95 
and 130/80 mm. Hg had been obtained. His family history 
was healthy and his previous health good. 

On admission to Westminster Hospital in May, 1948, he was 
rather apprehensive, and the blood pressure was 200/120 
mm. Hg, but a daily record showed a consistently high figure. 
The cardiovascular system was otherwise normal. The urine 
was normal and he could concentrate to a specific gravity of 
1030. The retinal arteries showed spasm in some segments but 
no exudates or haemorrhages. On sedation with sodium amytal 
the lowest blood pressure recorded was 130/95 mm. Hg. 

Since then his blood pressure has remained consistently high, 
and he is considered to have essential hypertension, although he 
admits that “his nerves quicken every time he has his blood 
pressure taken.” His dizzy attacks have ceased spontaneously, 
and his condition is not considered serious enough to warrant 
sympathectomy at present. 

Case 9 . — A married woman had in April, 1942, when aged 22, 
suffered for six months from high blood pressure with morning 
headache, nausea, and blurring ot virion in the right eye. On 
examination the blood pressure varied between 260/200 and 
160 '1 30 mm. Hg, and the heart was enlarged. The retinae 
showed bilateral papilloedema, numerous haemorrhages and 
exudates, with a right macular fan and narrowing of the arteries. 
There was moderate albuminuria, with occasional hyaline casts. 
The blood urea was 36 mg. per 100 ml. and the urea clearance 
49% of normal. Intravenous pyelography was normal. The 
cerebrospinal fluid was normal, but the pressure was 250 mm. 
of water. 

Whilst in hospital at that time she had severe headaches, 
vomited frequently, and had an epileptiform convulsion, but 
later improved considerably, although on discharge the blood 
pressure was still 200/150 mm. Hg. In October, 1943, a preg- 
nancy, her first, was terminated on account of her medical 
condition, but by June, 1945. her headaches had become less 
frequent and she returned to work. In February, 1946, she 
had an attack of slurring of speech and drowsiness lasting a 
week, and was readmitted to Westminster Hospital. With rest 
and sedatives her blood pressure fell from 210/130 to 160/ 
100 mm. Hg. An electrocardiogram showed left axis deviation 
with inverted T waves in leads I and CR,. Papilloedema, exu- 
dates, and haemorrhages were no longer present in the retinae, 
but her physical condition was otherwise the same. 

On discharge from hospital she returned to light work, as 
her headaches had virtually ceased, and thereafter the blood 
pressure averaged 170/110 mm. Hg. On reassessment in April, 
1948. the blood pressure fell to 140/95 mm. Hg with rest in 
bed. but the heart size was the same as in 1942. There were 
no exudates or haemorrhages in the fundi, and the cerebrospinal 
fluid pressure was 120 mm. of water. The blood urea was 
39 mg. per 100 ml. and the urea clearance 40% of normal. She 
is still under observation, and is well. 

This patient’s condition shows a remarkable spontaneous 
improvement, over a period of six years, from a severe 
hypertensive state with encephalopathy to « relatively 
benign condition. If sympathectomy had been performed 
in 1 942. as had been contemplated, her improvement would 
no doubt have been attributed to this. Her story indicates 
the difficulty of assessing such cases with a view to 
operation. 

Another reason for not operating in the early stages is 
that a high blood pressure is often symptomless, and the 
patient seeks advice only when the heart or other organs 
are impaired. The disease may' then be well advanced, even 
beyond the scope of sympathectomy, as in the following 
case. 

Case 10 . — A civil servant aged 46 had always been In good 
health until January', 1948, when he started to have recurrent 
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sore throats. In 1943 he had been accepted as a first-class life 
by an insurance company, the blood pressure then being 130/ 
90 mm. Hg. In June, 1948, he was admitted to Westminster 
Hospital for tonsillectomy, and on pre-operative examination 
was found to have a blood pressure of 230/150 mm. Hg with 
pulsus alternans. There was no other cardiovascular abnor- 
mality, except that the fundi revealed exudates, haemorrhages, 
and vascular changes. The blood urea, however, was 120 mg. 
per 100 ml., and the urea clearance 26% of normal. Whilst in 
hospital he was free from symptoms and sympathectomy was 
not performed, on account of his poor renal function. He died 
from uraemia three months later. • 


PAINFUL AMPUTATION STUMPS AND 
PHANTOM LIMBS* 

TREATMENT BY REPEATED PERCUSSION TO THE 
STUMP NEUROMATA 

BY 

W. RITCHIE RUSSELL, M.D., F.R.C.P., F.R.CP.Ed 

( From the Department of Neurology, Railcliffe Infirmary, 
Oxford) 


Summary and Conclusions 

Twenty-four cases of severe hypertension which have under- 
gone lumbo-dorsal sympathectomy are presented. Their pre- 
operative state is described, and the results of operation are 
discussed. The following conclusions are reached: (1) the 
chances of permanently lowering the blood pressure are slight ; 

(2) retinopathy, when present, may improve considerably ; 

(3) there is not enough evidence to indicate clearly the effect 
in hypertensive heart disease — some patients may ■ appear to 
improve temporarily, but this is unlikely with severe disease ; 

(4) operation causes striking symptomatic relief, with notable 
gain in weight ; and (5) in primary malignant hypertension the 
malignant phase may disappear. 

In a properly selected case the relief is greater than that which 
can be obtained by medical treatment alone. Such cases are 
not numerous. The operation should be limited to severe and 
rapidly progressive cases with severe symptoms referable to their 
hypertensive state which comply with the following conditions: 
age less than 50 years, the renal function should be good, 
there should be no evidence of coronary or cerebral artery 
disease, and there should be no severe heart disease or heart 
failure. 

Operation in early and mild cases is not advisable. 

We are indebted to Sir Arnold Stott, Sir Adolphe Abrahams, Dr. 
W. E. Lloyd, Dr. S. P. Meadows, Dr. C. J. Gavey, Dr. F. D. Hart, 
and Dr. J. L. Lovibond, under whose care these patients were 
admitted, for permission to use their case records. We are particu- 
larly grateful to Sir Arnold Stott and Dr. C. J. Gavey for their 
continuous assistance and advice, and to Mr. E. F. King for his 
ophthalmic reports on these patients. We also wish to record our 
gratitude to Mr. C. E. Drew and Miss Joan Smith for help with the 
records and follow-up; to Dr. Peter Hansell for reproducing the 
chest films and electrocardiograms; and to Miss F. E. Stevens for 
clerical assistance. 
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Dr. F. M. Foote, executive director of the United States Societ; 
for the Prevention of Blindness, said in his address to the society’ 
conference in New York: “Among the most serious eye problem 
that wc must tackle is glaucoma. We are all deeply disturbed to knov 
that at least 25,000 Americans are blind from glaucoma and approxi 
mately 150,000 more have lost the sight of one eye from this disease 
c know that untold numbers of men and women over 35 years o 
age arc working this morning in offices, in industry, in their owi 
nomes, unaware that they have early glaucoma — unaware that, unles 
.?? arc fortunate enough to be among those discovered early, the' 
will lose their eyesight so slowly, so gradually, that a large part o 
t icir useful vision will be.gone before obvious symptoms bring then 
to the attention of a competent eye specialist. . . . The best estimate 
asaitable on eye injuries in industry indicate that each year 10( 
workers arc blinded and an additional 1,000 lose the sight of ont 
c -. c - , !t should be possible, 40 years from now, to show that 90" 
ot this unnecessary cyc-loss has been prevented. If a man ha' 
defective eyesight, as in the case with 40% to 50% of industria 
v ;/ , find that safcty e ,as5cs actually help him to do hi' 
too better if the hardened lenses are ground to include the corrector 
he needs. Industry is in a position, therefore, not only to prevem 

Zv C t'tl C i ? 5S of J ,£ht ’ bul a,so t0 he, P in Preventing the loss of £ 
stciiieo employee because of a visual handicap due to disease.” 


Current surgical practice concerned with amputation 
involves many measures which are designed 'to protect th 
stump neuromata from trauma or irritation. At the opera 
tion the nerves are often divided as short as possible, whil 
most modern prostheses aim at avoiding pressure on nerves 
In spite of these precautions pain in the amputation stumi 
or phantom limb remains common (Sliossberg, 1948), arij 
is often associated with spasmodic twitchings of the stump 
The latter may become so violent that the term “ epileps; 
of the stump ” is sometimes used ; Weir Mitchell (1872 
employed the term “ chorea ” to describe them. 

The medical treatment of these cases has been disappoint 
ing, and the difficulties encountered in getting relief b; 
surgical measures is evident from the current neurosurgica 
practice of treating some of these cases by excising area: 
of the brain. 

The following case records, however, indicate that treat 
ment at the periphery may, after all, prove successful bi 
a very simple procedure. This possibility was considerec 
for three chief reasons. First, in the normal limb nervt 
endings in the skin are rendered insensitive by occupation: 
which involve repeated minor trauma or prolonged finr 
pressure on the skin.. Secondly, conduction of a mixec 
nerve is easily interrupted by repeated pressure, withou' 
the production of any spontaneous pain. Thirdly, th< 
regenerating nerve fibres in an amputation stump are likel) 
to be no less vulnerable to minor trauma or pressure thar 
are normal nerves and nerve endings. It seemed obvious 
therefore, tha't the effect of maintaining tender neuromat: 
in a chronically concussed state merited investigation.' 

The first method tried was to deaden the neuromata wit! 
procaine and to percuss them for 10 to 15 minutes with s 
piece of wood. 

Case 1 

In 1937 a man aged 25 lost portions of four fingers of the 
left hand in a machine accident. He made a good recovery, 
and remained fit for work as a carpenter until February, 1942, 
when the palm of the left hand began to sweat excessively. 
One year later, while serving in the South African Army, he 
began to experience sharp stabbing pains in the phantom fingers 
and dorsum of the hand. On Feb. 28, 1944, the stellate ganglion 
was excised. The pain was relieved for two weeks, but then 
returned with great severity. 

On examination in Cairo, four weeks after operation, 
Horner’s syndrome was present on the left and the injured 
hand did not sweat. The ends of the amputation stumps were 
very tender, especially over some palpable neuromata. There 
was no sensory loss. On April 2 the digital nerves of the index- 
finger stump were injected with procaine, and then for aboui 
15 minutes the end of the stump was hammered quite vigor- 
ously with a light piece of wood (a wooden test-tube container). 
This treatment was very successful, and the other lender stnrrips 
and scars were similarly treated. Thereafter it was found that 
if the patient two or three times daily tapped the tips of the 
amputation stump on a table for several minutes at a time, or 
if he applied prolonged pressure by handling tools firmly, he 
could keep all spontaneous pain and stump tenderness in 
abeyance. 


*A preliminary report. 
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H On April' 26 he was using his hand freely without pain, and 
after designing and constructing a small wooden hammer, which 
he gave us for the treatment of similar conditions, he was 
discharged to duty on April 29. 

i Circumstances precluded the further study of such cases 
at that time. In recent months, however, six consecutive 
cases of intractable pain in amputation stumps and phan- 
j* tom limbs have been treated with such uniform success that 
' this preliminary report seems desirable. 

Case 2 

A private aged 25 was injured by a circular saw in December, 
' 1947. Both thumb and index finger of the right hand were 

severely damaged and partly amputated. After several plastic 
’ operations further amputations were carried out and tender 
neuromata were excised in January, 1949. The wounds healed, 
but the neuromata grew again quickly and caused great pain 
. on attempts to use the hand. 

I*' On March 5, 1949, the neuromata were injected with procaine 
" and percussed lightly for about 10 minutes. The patient was 
• then given vigorous gripping exercises in order to cause pressure 
on the neuromata. Thereafter he continued to hammer the 
neuromata whenever the sensitivity returned. He found, how- 
ever, that squeezing a piece of wood with his hand was most 
effective, and even on waking in the morning, when some sensi- 
tivity had returned, a few vigorous squeezes of a cricket-baii 
abolished the sensitivity. 

Case 3 

A soldier aged 24 was wounded in Italy in June, 1944. There 
were injuries to the right frontal region of the brain, the left 
eye, and the left shoulder. The left upper limb was amputated 
through the shoulder-joint. 

When admitted to hospital in February, 1949, various aspects 
of his case were investigated, but only the state of the amputa- 
tion stump need be considered here. There was considerable 
pain in the phantom arm, which consisted of the forearm, hand, 
and fingers in a position of flexion. There was a large stump 
neuroma, measuring nearly 2 in. (5 cm.) in diameter, which 
when pressed upon caused pain in either the radial or the ulnar 
half of the phantom hand. 

Treatment by percussion to this neuroma first aggravated the 
phantom-limb pain, but after treatment for about five minutes 
the pain disappeared, and with it the phantom sensation for 
half the hand also vanished for at least an hour. A slight 
change in the position of the hammering deadened that half of 
the hand which was unaffected by the first treatment. 

The neuroma in this case was difficult for the patient to reach 
himself, and it was found that the application of local pressure 
was more convenient. A golf-ball was bandaged to lie over 
the neuroma at the shoulder, and the patient, by leaning his 
_ weight on the ball for half an hour, succeeded in making the 
neuroma insensitive for some hours. 

- Case 4 

A man now aged 47 was wounded in 1917 at the age of 16. 
He lost his right foot and had a below-knee amputation per- 
formed. The stump caused a lot of trouble, and several opera- 
tions and re-amputations were carried out. Finally in 1920 a 
mid-thigh amputation was done. Severe pain in the stump and 
phantom foot continued, and six further operations were carried 
out between 1929 and 1942 to excise neuromata and spun on 
the stump. In 1946 pain was again severe, and in August, 1946, 
the sciatic nerve was divided in the buttock and the distal part of 
the nerve removed. After this he was almost free of pain for 
a year ; but again the pain recurred, and during the past three 
years it has been very troublesome and has become steadily 
J more frequent and severe. The pain was severe during the day 
('• l and kept him awake at night. He was taking both codeine and 
phenobarbitonc tablets regularly. He could wear his artificial 
leg all day, but after walking for half a mile shooting pains and 
involuntary jerking of the stump forced him to stop. The pains 
were felt chiefly in the phantom foot, especially on its lateral 
aspect 

The patient was admitted to hospital on March 29, 1949, with 
a view to surgical division of the spino-thalamic tract It was 
decided, however, first to try the effect of percussion treatment. 


The amputation stump appeared healthy, but there were several 
tender spots which on pressure caused pain. in the phantom. 

Treatment was begun on April 2. Progress was good, and 
after three weeks he was discharged home. By this time pain in 
the phantom was infrequent, and could be quickly abolished by 
percussion. For periods of several hours the phantom dis- 
appeared entirely. The jumping of the stump also ceased. He 
had required no drugs, and had slept eight to nine hours every 
night for two weeks. A mechanical vibrator* was specially 
effective in his case, and for some hours after treatment there 
was neither pain nor awareness of the phantom. 

When seen two weeks after returning home he reported that 
one or two short periods of hammering administered daily by 
his wife sufficed to keep the pain in abeyance. 

Case 5 

This patient, now aged 54, was wounded in 1918 in the right 
thigh. Chronic infection followed, and violent jerks of the 
wounded leg — it would jump right out of bed — led to high mid- 
thigh amputation in 1947. Pain in the phantom, however, 
became continuous from the day of the amputation. A tight 
pam in the lateral three toes of the phantom was particularly 
unpleasant. He could wear his prosthesis for only an hour at 
a time. The stump was healthy, but there were medial, lateral, 
and posterior tender spots which on pressure caused pain in 
the phantom. 

Treatment was started on Apnl 7, 1949, and proved to be 
very successful. Percussion with a mallet and applicator was 
specially effective, and the patient leamt to abolish all phantom 
pain by this method. 

On discharge home on May 13 he was able to wear his 
prosthesis all day ; he slept well without drugs, and the pain 
and jactitation of the stump were controlled by self-administered 
treatment for about 15 minutes daily. When seen a week after 
returning home the amount of hammering required to allay pain 
had become even less. 

Case 6 

This patient, now aged 59, was hit in the right knee by a shell 
fragment in 1918. Chronic infection followed, and a mid-thigh 
amputation was carried out in 192 9. He remained free of all 
pain until November, 1948, when the stump began to jactitate 
in association with a “ kicking ” pain in the phantom leg. He 
found that a bandage applied to the stump so tightly that it 
ulcerated the skin was effective in arresting the jactitation of 
the stump. 

Treatment was begun on April 22, 1949, and was very success- 
ful. It was soon possible for him to wear his prosthesis all day 
without either pain or jactitation. After treatment had been 
continued for a month he found that hammering for about 
10 minutes twice daily was sufficient to keep the phantom-limb 
pain in abeyance. 

Case 7 

A man now aged 37 was wounded in the left foot on Oct. 24, 
1942, and had a mid-leg amputation. He has been conscious 
of a phantom foot ever since, and the sensation of his great 
toe nail being twisted off was most unpleasant. There was also 
some jactitation of the stump at night. 

The stump was healthy, but there were three very sensitive 
neuromata. Treatment was started on April 28, 1949. The 
sphygmometer cuff quickly rendered the neuromata insensitive 
for the first treatment, and the patient learnt to abolish both 
phantom and its pain by percussing the neuromata with a 
wooden mallet and applicator. If he treated the stump in the 
evening he could depend on having a comfortable night He 
was discharged home on April 13. and a week later the amount 
of treatment necessary was even less. 

When he was first treated percussion for 10 minutes abolished 
the phantom for about half an hour, but after two weeks one 
treatment of less duration abolished the phantom completely 
for four hours, while discomfort was avoided by one short 
period (five minutes) of treatment daily. 

During percussion of the posterior neuroma this patient gave 
a vivid account of the temporary aggravation of the phantom 
sensations. These included reopening of the old wound of his 

* The " Stance ” 'vibrator, as supplied bv Stanlev Cox, Ltd_ II, 
Gerrard Street, London, W.l. 
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foot, followed by a sensation of blood welling up between his 
toes. Percussion of a 'medially placed neuroma caused a 
temporary sensation of the nail being lifted off the phantom 
great toe. He generally felt he could move the phantom toes, 
but after treatment by percussion this subjective ability to move 
the phantom' disappeared. 

Present Plan of Treatment 

The evolution of the best plan of freatment is still a matter 
for experiment, but the following method will be successful 
in most cases. 

The use of a local analgesic before the first treatment 
has been discontinued as unnecessary, and instead a 
sphygmometer cuff is applied to the amputation stump and 
inflated to over 200 mm. Hg. Within two or three minutes 
the tender scars and neuromata become less sensitive, and 
gentle hammering with a tvooden mallet of by means of a 
mechanical vibrator can be started and continued with 
increasing vigour for about 10 minutes. The blows of 
the mallet are usually transmitted to the neuroma through 
a wooden applicator (see below). 

If the stump is too short for the - sphygmometer cuff, 
hypalgesia of the neuromata can be obtained by prolonged 
pressure on them, and indeed the application of pressure 
is just as effective as hammering in abolishing the stump 
pain, as shown by the use of a golf-ball in Case 3. 

During percussion or pressure on the neuromata a great 
variety of sensations are referred, to the phantom foot or 
hand. These gradually become less, and the part of the 
phantom affected becomes numb and painless in 5 to 10 
minutes if the strength of percussion is correct. 

There are usually at least three neuromata in each stump, 
which should all be treated in the same way. Bruising of 
the stump should be avoided if possible, but if a bruise 
develops the next treatment can be applied to the nerve just 
above the neuroma. 

After treatment the patient should wear his artificial limb 
for as long as he wishes — the more the stump is exercised 
the better. Jactitation usually ceases to be troublesome 
after the first or second treatment. 

Treatment at first must be repeated at least twice daily, 
but before long one treatment a day is usually sufficient, 
and the patient soon learns to knock away his phantom pain 
whenever it becomes troublesome. A heavy mallet is 
required to treat neuromata buried under thigh muscles, 
but in other instances a light mallet may be adequate. 

Repeated pressure is often useful, as in Case 2, while in 
a few instances the application of a sphygmometer cuff at 
a pressure of 200 mm. Hg for half an hour rendered the 
stump comfortable for many hours. This method, how- 
ever, is probably not suitable for frequent use. 

| The patients soon learn the optimum period of percus- 
sion, and should each be provided with a suitable mallet 
and a wooden applicator with a smooth metal cap. For the 
applicator, half the handle of a hammer with a “ dome-of- 
si ence on one end is very suitable if the rough edges of 
"ood arc filed smooth. The patients should continue treat- 
ment once or twice a day for several weeks ; thereafter 
t le duration and severity of treatment required should be 
ascertained by experiment in each case. Adequate informa- 
tion regarding the necessary duration of treatment is not 
yet available. 

During percussion of the neuromata, but before the onset 
ot general numbness in the stump, many ’sensations appear 
in the phantom that are of great physiological interest. 
Among these are. first, the reappearance of long-since- 
'■anished parts of the phantom, and secondly the reappear- 
ance, as in Case 7, of pre-amputation sensations of the type 
described b\ Henderson and Smyth (1948). 


Finally, it seems probable that some other painful con- 
ditions, such as tender scars, are just as easily relieved by 
this method of treatment. 

Summary 

The otherwise intractable pains and jactitations which some- 
times occur in amputation stumps and phantom limbs may be 
abolished by repeated percussion of, or pressure on, the stump 
neuromata. 

Repeated treatment by hammering or by a mechanical vibra- 
tor has proved to be highly successful in all of seven cases 
treated. 

During treatment many interesting sensations appear in the 
phantom. 

I am specially indebted to Dr. J. Spalding, who has assisted in this 
study, and to several members of the Ministry of Pensions medical 
administrative staff, who have encouraged this work and ha\e 
referred patients for treatment. 
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CHEMICAL SYMPATHECTOMY 

BY 

H. A. HAXTON, M.D., Ch.M., B.Sc., F.R.C.S. . 

Consultant Surgeon, Crumpsall Hospital, Manchester 

I 

The interruption of sympathetic activity in the extremities 
is not now a new process ; it dates back for over 20 years. 
Reviews of large numbers of cases (Telford, 1944 ; Haxton, 
1947a) have established the value ( of this treatment for a 
greater variety of circulatory disorders than is generally 
appreciated, and much discomfort and suffering can be 
relieved by its application. In addition to its beneficial 
effects in arteriosclerosis, tbrombo-angiitis obliterans, 
erythrocyanosis, poliomyelitis, Raynaud’s disease, pemiosis, 
and erythromelalgia, sympathectomy has been found to 
effect a prolonged and apparently permanent cure of hyper- 
idrosis (Adson, Craig, and Brown, 1935; Telford, 1938 ; 
White, 1939 ; Haxton, 1948). But to achieve such benefits 
one or more open operations of a major character are 
required, and although the mortality rate is very small in 
expert hands (Telford, 1944) the treatment entails a good 
deal of discomfort and a convalescence of several weeks 
at least. 

Patients who are in poor general condition are denied the 
benefits of sympathectomy, and although there is no fixed 
age limit comparatively few are treated by this operation 
after 60. Furthermore, a considerable number of sufferers 
from vascular disorders are not troubled seriously enough 
to justify the upset of open sympathectomy, and yet there 
is no doubt that their lot can be made much easier and their 
outlook improved by sympathetic interruption. It would 
seem, therefore, that there is a place - for non-operative 
interruption of sympathetic activity if this can be achieved 
with little disturbance to the patient and with a lasting effect. 

Paravertebral injections of 85 % alcohol were introduced 
by Swetlow (1926) for anginal pain’ but he aimed rather to 
anaesthetize the intercostal nerves than to block the sympS-, 
thetic chain. The latter procedure was deyeloped success- 
fully by White (1935), who used alcohol to destroy the 
upper thoracic ganglia. Although a lasting interruption of 
sympathetic activity can be obtained, the injection of alcohol 
is followed in a considerable proportion of cases by a pro- 
longed and painful neuritis. Ochsner (1943) states that the 
incidence of this complication is too high to make alcohol 
injection a justifiable substitute for open sympathectomy, 
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ind the few cases which I have treated thus have confirmed 
its conclusion. De Takats and his co-workers (1946), too, 
lave abandoned the para vertebral, injection of alcohol 
jecause of the unpleasant complications. 

Phenol in aqueous solution has been used to destroy peri- 
irterial and presacral sympathetic nerves (Doppler, 1926 ; 
Binet, 1933) mainly in gynaecological cases. Doppler 
decided to use 6% phenol after a trial of many substances, 
including acids, bases, alcohols, and ethers, and Binet 
reports experiments which demonstrated that painting with 
5% phenol interrupts the conductivity in the cervical sym- 
pathetic chain of rabbits. There was, however, a consider- 
able return of conduction within an hour. Mandl (1947) 
injected 0.2 ml. of 6% phenol into the cervical ganglion of 
rats and noted that the Homer syndrome persisted for 14 
lays. Degenerative changes were present in the ganglion 
tor up to 45 days after the injection. He states that 
his solution causes no damage to other tissues — a conclu- 
sion reached also by Binet (1933). This evidence suggests 
hat aqueous phenol should be a useful agent for para- 
vertebral injection of the sympathetic chain in cases in 
which an interruption of activity longer than that provided 
by procaine is required. So far as can be determined, 
however, it has not been thus used by previous workers. 

' 1 have used such injections in the treatment of vascular 
disorders since March, 1947, and altogether some 220 
cases .have received one or more paravertebral injections 
of aqueous phenol. This experience has shown the treat- 
ment to be of undoubted value and worthy of addition to 
the surgeon’s armamentarium. Only lower-limb cases will 
be considered here, as the application of the procedure to 
vascular disorders of the upper limb is still considered to 
be in the experimental stage and no conclusions may be 
drawn. 

Method 

'■ The method has undergone several alterations in the 
light of investigations on the cadaver and by radiography 
after the injection of a diodone-procaine mixture (Haxton, 
1947b). Now two 12-cm. needles are inserted through skin 
weals 7 cm. from the midline and opposite the second and 
third lumbar vertebrae. These points are more lateral than 
is advised by American writers (Labat, 1922 ; White, 1935 ; 
Ochsner, 1943), but trial in the necropsy room shows that 
unless the needles are inserted with considerable obliquity 
they cannot be made to pass near the sympathetic chain. 
The needle must establish contact with the side of the verte- 
bral body, and by manipulation it is persuaded to slide 
tangential to the bone for a further distance of 1 to 2 cm. 
The point may be felt to pierce the psoas fascia, and when 
it is in the correct plane a tentative injection of procaine 
should flow easily ; in fact, a drop of fluid on the end of 
the needle is often sucked in. This indicates, rather sur- 
prisingly, that the intra-abdominal pressure is commonly 
sub-atmospheric. 

A careful watch must at all times be kept for the welling 
of blood or cerebrospinal fluid from the needle. When the 
needle is correctly positioned a preliminary injection of 
2 ml. of 4% procaine is made. As a rule the patient notices 
a feeling of warmth in the limb before this is detected by 
the observer, but the sole of the foot should begin to warm 
.up within a few minutes of the injection unless there is 
severe organic arterial obstruction. Provided there are no 
symptoms of numbness or paralysis the injection is com- 
pleted with aqueous phenol. It is important, however, that 
the whole technique of inserting the needles with accuracy' 
should be mastered by careful practice in many cases before 
any injections of phenol are undertaken, because failure 
to place the needle point correctly may cause serious 
complications. 


I believe that a more lasting effect is secured with 10% 
phenol in water than with a 6% solution, but at the former 
strength the solution and syringes must be kept warm or 
precipitation will occur. A total of 10 to 12 ml. is used 
as a rule, and this is well within the toxic dose, as Binet 
(1933) often injected 50 ml. of 6% phenol without untoward 
effects. No evidence of toxic reaction has appeared in this 
series. The patient remains in the lateral position for 
15 minutes to prevent spread of the injection, and can 
then get up and go home if ambulant. 

Results 

When the needles have been accurately placed, warming 
of the corresponding foot has occurred within five minutes 
except in cases of severe arterial obliteration and when the 
feet have been very cold at the start. In more than 90% 
of cases a warm and dry foot has been obtained, and in 
60% the effect has been a lasting one, the foot remaining 
warm and dry for months. In some cases in which the 
effect has not persisted the injection has been repeated and 
a good and lasting result obtained. The longest follow-up 
is now nearly two years, and the signs of sympathetic 
denervation remain. In two cases in which subsequent 
sympathectomy by open operation has been carried out 
there has been evidence neither of further improvement in 
the blood flow in the foot nor of greater symptomatic relief. 
Successful injection therefore results in a sympathetic inter- 
ruption which is lasting and complete enough for practical 
purposes. 

In the two cases in which sympathectomy was performed 
after phenol injection of the lumbar chain the interval in 
one was two days and in the other seven days. In both 
there was oedema of the tissues surrounding the chain — 
more pronounced in the earlier case — and some opacity of 
the sheath over the psoas muscle. The sympathetic chains 
looked swollen and their rami were easily broken. Histo- 
logical examination of the chains revealed that the majority 
of the ganglion cells had lost their nuclei and were degenera- 
ting. A small piece taken from the anterior surface of the 
psoas major muscle showed some degeneration of the 
superficial fibres. A third patient, operated on five months 
after a phenol injection, had a fair amount of fibrosis in 
the vicinity of the sympathetic chain, and this made sym- 
pathectomy rather more difficult than usual. These observa- 
tions show that phenol destroys the ganglion cells of the 
sympathetic chain and thereby produces the same effect as 
sympathectomy by open operation, and, further, that it 
causes little damage to surrounding structures. 

Complications have been few, consisting for the most 
part of some irritation of the genito-femoral nerve. This 
develops in about 10% of cases and is manifest by hyper- 
aesthesia in the groin, not often severe enough to cause . 
great discomfort and lasting as a rule about three weeks. 
Only once has any more serious complication developed, 
and that was in an early case: an obese woman who 
developed signs of a low spinal analgesia lasting three hours 
and a weakness of the quadriceps on the injected side last- 
ing three months. The needle was here incorrectly placed 
and the injection must have entered an intervertebral fora- 
men. There should be no risk of such a complication if a 
12-cm. needle is used and is inserted for its full length in 
obese patients. 

A variety of conditions have been treated by “ chemical 
sympathectomy,” with the following results. 

Hype ridro sis 

One severe case affecting the feet was injected in October, 
1947, with an immediate and dramatic cure which has remained 
complete. -This demonstrates well the efficacy of phenol in i 
producing a lasting interruption of sympathetic activity. 
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Erytfarocyanosb and Perniosis 

Six cases of cold blue legs with painful nodules of fat 
necrosis and, in some, chronic ulceration were treated with 
lasting benefit in all but one. Similar relief has been provided 
in two cases of severe chilblains. 

Arteriosclerosis 

Twenty-three patients have been treated for intermittent 
claudication, and the majority of these have stated that they 
benefited, some considerably, A few have had no benefit, but 
injection is always worth a trial, since there is a good chance 
that it will help the patient and the risk of harm is negligible. 

The main field for sympathetic interruption is in the severer 
degrees of organic arterial occlusion due to arteriosclerosis with 
thrombosis in the arteries or, in younger men, occasionally to 
thrombo-angiit/s obliterans. Severe ischaemia is indicated by 
pronounced colour changes between dependent- and elevated 
positions of the leg and also by pain in the foot, which is worse 
in bed, and which, by interfering with sleep, rapidly exhausts 
the patient. This unhappy state can be greatly changed for the 
better by sympathectomy ; much symptomatic relief is pro- 
vided, and the risks of gangrene are reduced (Telford, 1944 ; 
Telford and Simmons, 1946). Chemical interruption by phenol 
injection has now been used in 65 such cases. It has given 
profound and lasting relief from rest pain in half of these and 
considerable relief in nearly all the remainder (Table I). 


Table I — Results oj Chemical Sympathectomy with Phenol in 86 
Cases of Arteriosclerosis of the Lower Limbs 


« 

{ Relieved j 

Improved 

! Unchanged 

1 Total 

Pain 

32 

27 

1 6 | 

1 65 

Claudication 

2 

21 

13 1 

1 36 

Gangrene of toe 

13 

6 

4 ! 

23 

Ulceration 

18 

7 

4 | 

29 


Pain due to inflammation in the neighbourhood of a gan- 
grenous or infected part is not, however, relieved by this treat- 
ment or by sympathectomy. Phenol injections have greatly 
improved the precarious circulation in the foot, and in several 
cases with gangrene of one toe healing has been achieved with 
loss only of the affected digit. Patches of gangrene on the heel 
and chronic ulcers on the outside of the leg have likewise 
healed, with preservation of the limb. Patients have been very 
grateful for the relief afforded, and I have no doubt that the 
method merits a high place in the treatment of arteriosclerotic 
ischaemia in patients too old or otherwise unsuitable for open 
sympathectomy, and in those in whom the impairment of the 
blood flow is not advanced enough to justify the disturbance 
of an open operation. 

Some of the arteriosclerotic cases have been complicated by 
diabetes melliftis and yet they have had good results. One 
woman with gangrene of both middle toes, with severe rest 
pain and intermittent claudication at 30 yards (27.4 metres), 
had one side injected, with resulting complete relief of pain in 
the ipsilateral fool and rapid healing of the gangrenous area. 
The patch on the other foot continued to spread and cause 
pain until that side was injected, after which rapid healing 
occurred. She was seen 18 months later and was symptom-free, 
with warm, dry, well-nourished feet and no claudication. 

Venous Insufficiency 

Fifty-eight cases of old white leg and similar deep-vein 
thrombosis have been treated by phenol injection with benefit 
to the patient in ail but a few instances (Table II), After injec- 


Tvele If. Results m SS Cases of Chronic Venous Insufficiency of 
the Lower Limbs 



; Relieved | 

Improved ; 

t 

| Unchanged 

Total 

Ulcer 

StteHing 

Pain , „ # 

19 

6 

24 

26 

16 

19 

3 

28 

3 

48 

50 

46 


tion patients have reported that there is less aching and tired- 
ness m the kg, and the warm foot is often much appreciated, 
in some the swelling has been reduced, but this is by no means 
a constant sequel. The explanation of this improvement lies 


partly in the removal of venous spasm, with a resulting fall 
in venous pressure, and partly in the improved nutrition of the 
capillary walls, with reduced transudation into the tissues. 

When chronic ulceration has been present, often for many 
years, the injection has been followed by increased vascularity 
of the ulcer base, and healing has occurred in 40% of cases, 
although the patients remained ambulant and wore only tulle- 
gras and "viscopaste” dressings, well supported by crept 
bandages. In some cases supportive treatment alone had been 
tried for many weeks without effect. Any patient in whom a 
chronic nicer of the leg due to venous insufficiency is associated 
with a cold and damp foot (evidence of sympathetic over- 
activity) now has a chemical sympathectomy as part of the 
treatment. 

Conclusions 

Sympathetic interruption by the injection of aqueous 
phenol has much to recommend it. Compared with oper 
operation it is a relatively minor ordeal for the patient 
necessitating no rest in bed (most cases have been treated 
as out-patients). Sufferers from vascular disorders will 
much more readily submit to this than to the major opera- 
tion of open sympathectomy, and the treatment can ht 
employed in cases in which operation is considered unjusti- 
fiable because of the age and general condition of th£ 
patient or because the chances of improvement are insuffi- 
cient — e.g., in claudication and chronic ulceration of the leg 

The injection results in destruction of the ganglion cells 
with a consequent interruption of sympathetic activiti 
which can persist for two years at least. It is likely that 
some sympathetic activity will return in most cases, a: 
indeed happens after open operation (Haxton, 1947b) ; bu 
the method has the merit, denied to operation, that it car 
be easily and rapidly repeated if necessary. Complication 
are slight as a rule, and apparently much less troubiesonu 
than those following alcohol injections. 

It must be strongly emphasized, however, that thi: 
method should be employed only by those who have har 
much experience with paravertebral injection of the sym 
pathetic chain with local analgesics, since injection oi 
phenol into the theca or 'a blood vessel would probabl) 
have serious consequences. In competent hands the methoc 
is a safe one, but the untried and untrained operator coulc 
easily cause disaster. 

The sum total of suffering saved by this simple treatment 
has been very large, and patients have been extremely grate, 
ful for the relief provided, particularly since their pan, 
and disablement have often been of long duration ant 
many other treatments have been tried without benefit. 

Summary 

Six or ten per cent, phenol in aqueous solution has been used 
for paravertebral injection of the lumbar sympathetic chain in 
200 cases. It destroys the ganglion cells and produces a lasting 
sympathetic interruption. Favourable results have been 
obtained in a variety of circulatory disorders, and complications 
have been few. 
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The precise nature of the Hand-Schiiller-Cbristian syn- 
drome is unknown. Originally it was thought that the 
various pathological changes were specific, and that they 
were due to abnormal intracellular lipoid metabolism 
(Thannhauser, 1940). More recently it has been realized 
that the disease is probably a phase in a generalized dis- 
order of the reticulo-endothelial system, and that it has 
certain features in common with eosinophilic granuloma 
of bone. The following case is reported as an example of 
file transition between these two diseases, and because, in 
addition to the recognized bony and pituitary manifesta- 
tions, it shows pulmonary infiltration and polycystic, or 
honeycomb, lungs. So far as is known, no similar case has 
been reported from this country, and the occurrence of the 
disease in a subject of the patient’s age is unique. 

Case History 

A boot-repairer aged 56 was admitted in September, 1948. 
In 1942 he had begun to notice breathlessness on exertion, and 
this symptom progressed slowly until his admission. In 1942 
a radiograph of the chest showed diffuse pulmonary shadows, 
and he was treated for a short time in a sanatorium. A single 
specimen of sputum was alleged to contain tubercle bacilli, but 
this finding was not confirmed. In 1944 he had a fracture of 
the right femur, which occurred without local injury whilst 
he was sawing wood. Radiographs at this time showed a cyst 
of the femur at the site of fracture, but the fracture united 
in four months and no further investigations were undertaken. 
Nine months before admission there was a return of pain over 
the old fracture. In February, 194S, he suddenly began to suffer 
from excessive thirst and, soon after, from the passage of large 
quantities of urine. His thirst was such that he would often 
drink 20 pints (11.36 litres) of fluid daily. These symptoms 
were partially controlled by a proprietary pituitary snuff. 
Before the onset of these symptoms he had suffered from no 
serious illness. One of his sisters had died from pulmonary 
tuberculosis. 

On examination he was seen to be a thin, normally propor- 
tioned man. There was no rash or abnormal pigmentation, and 
hair distribution was normal. Scattered rhonchi were heard 
over both lungs. The heart was normal ; the blood pressure 
was 120/88. The liver and spleen were not palpable. A 
thickening of the right femur was palpable over the site of 
the old fracture. The nervous system was normal. There 
Was no exophthalmos or any lymph-node enlargement. 

Investigations. — A blood count showed Hb, 104% ; red cells. 
4,700.000; white cells, 10,000 (eosinophils 1%); sedimentation 
rate, 32 mm. in 1 hour (Westergren). Plasma proteins, total 
7.8 g. per 100 ml. (albumin 5.6 g., globulin 2.2 g.). Serum 
cholesterol, 235 mg. per 100 ml. Serum calcium. 10.1 mg. 
per 100 ml. Serum alkaline phosphatase, 12 K.-A. units. The 
Wassermann reaction was negative. Vital capacity, 2,850 mi. 
(63% of normal). The hypertonic saline infusion test (Carter 
and Robbins, 1947) confirmed the presence of true diabetes 
insipidus. 

Radiological examination shewed a cystic area in the right 
11 femur immediately below the united fracture (Plate, Fig. 1). 
There was a generalized reticulation associated with miliary 
mottling through both lung fields (Fig. 2). The reticulation 
formed small annular shadows about 0.5 cm. in diameter. 
Tomography confirmed the presence of smail cystic areas in 
the lungs. There was no enlargement of the mediastinal glands. 
The skull showed irregular translucencies resembling 
exaggerated venous channels rather than lipoid deposits. The 


pituitary fossa was normal. The remainder of the skeleton 
was normal. 

Bicpsy of the right femoral cyst was made on materia! 
obtained from a small incision on the outer side of the thigh. 
Histologically the sections showed vascular granulation tissue 
with a cellular exudate. The cells were almost all eosinophilic 
granulocytes, but some lymphocytes and large mononuclear 
cells were present. No foam cells or lipoid-containing macro- 
phages were seen. The appearances were typical of eosinophilic 
granuloma of bone. 

Treatment . — The diabetes insipidus was controlled by the 
injection of 10 units (0.5 ml.) of “ pi tress in tannate " once or 
twice daily. In November, 1948, a course of deep x-ray therapy 
was given to the right femur. There was complete relief of 
pain in the leg after the third day of trea'ment. In December. 
194S, deep x-ray therapy was given to the pituitary fossa and 
then to the lungs. This produced no improvement in symptoms. 
The patient was last seen in March, 1949, when he stated that 
there had been no change in his breathlessness, and the dose 
of pitressin required to control the diabetes insipidus was the 
same. Radiographs of the chest and femur showed no change 
two and a half months after completion of radiotherapy. 

Discussion 

TVrt -verm “ ■gvzudtvnih s/> ktvtn. ” fey. 

used by Lichtenstein and Jaffe (1940) to denote a localized 
granulomatous condition of bone containing large numbers 
of eosinophilic granulocytes and giving rise to areas of 
cystic rarefaction. Otani and Ehrlich (1940) described 
similar cases earlier in the same year under the title of 
“ solitary granuloma of bone.” They found lipophages in 
biopsy materia! from one of their cases, but dismissed the 
possibility that the bony lesions were local manifestations 
of Hand-Schuller-Christian disease on the grounds that 
none of their seven cases showed evidence of generalized 
disease. 

Previously, however, Fraser (1935) had reported four 
cases of the same condition as “ skeletal lipoid granuloma- 
tosis ” and had described the pathological changes as taking 
place in three stages — namely, endotbelial-cell proliferation, 
eosinophilic infiltration, and lipoid storage. More recently 
it has become apparent that the local bony granulomata 
may be merely a part of a generalized disorder affecting'the 
skeleton and viscera, and that other generalized reticu- 
loses — namely, the Hand-Schuller-Christian disease and 
the acute reticulosis of infancy sometimes called the 
Letterer-Siwe disease (Abt and Denenholz, 1936) — may 
give rise to bony changes radiologically and histologically 
identical with those of eosinophilic granuloma. For these 
reasons it has been postulated that eosinophilic granuloma. 
Hand-Schuller-Christian disease, and Letterer-Siwe disease 
are all variants of a common pathological disorder 
(Wallgren, 1940 ; Farber, 1941 : Mallory - , 1942 ; Jaffe and 
Lichtenstein, 1944). Thus Mallory (1942) found all grades 
of transition between the three disorders and concluded that 
in infancy the disease was manifest as the rapidly fatal 
Letterer-Siwe disease, later in childhood as the Hand- 
Schuller-Christian disease, and in older children or adults 
as eosinophilic granuloma. 

Jaffe and Lichtenstein (1944) considered that the three 
disorders “represented a peculiar inflammatory reaction 
to some, as yet, unknown agent of infection,” the distinc- 
tive histological features in a given case depending on the 
duration of the disease. In their opinion the presence of 
fibrosis and lipoid-containing macrophages is merely 
indicative of chronicity. The increasing number of recorded 
cases which do not fall accurately into any one category, 
but which show features of all three diseases, has fully con- 
firmed this view'. It seems correct to regard eosinophilic 
granuloma as being a reticulosis with bony localization 
rather than a specific disease of bone. 
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As it is now accepted that these disorders are but phases 
of the same disease, it would be an advantage to have a 
single name to embrace the important features of all three. 
To avoid confusion in terminology Thannhauser (1947) 
suggested the name of “ eosinophilic xanthomatous granu- 
loma ” as being descriptive of the main histological fea- 
tures. Until further knowledge is forthcoming on the 
aetiology of the disease this name should be adopted for 
the type of case described in this paper. The present case 
shows evidence of pulmonary, pituitary, and bony disease, 
and it is to be assumed that all three organs are affected by 
the same pathological process. The biopsy material from 
the bone showed granulation tissue and eosinophilic infil- 
tration, and although lipophages were absent from this 
section it is probable, by analogy with other reported cases, 
that they may exist elsewhere. 

That pulmonary infiltration occurs in eosinophilic xantho- 
matous granuloma has been recognized since Rowland 
(1928) described the case of a child aged 2 years who died 
from pulmonary fibrosis secondary to xanthomatosis. Since 
then mans cases have been reported, and the recorded 
cases have been reviewed by Thannhauser (1940), Versiani 
et al. (1944). Weinstein et al. (1947), Ponseti (.1948), Oswald 
and Parkinson (1949), and Schafer (1949). Oswald and 
Parkinson reported a case in which the granuloma gave 
rise to diffuse small cysts throughout both lungs, and they 
were able to find three similar cases in the literature. A 
similar case was reported by Schafer (1949). The case 
reported here shows the characteristic radiological changes 
of honeycomb lungs and is a further example of cystic 
pulmonary changes occurring in a more chronic phase of 
the disorder. 

To clarity the protean manifestations of this disease it 
is suggested that eosinophilic xanthomatous granuloma 
should be regarded as a generalized disease of unknown 
aetiology, occurring in an acute or chronic form. In the 
acute variety, which occurs in infancy and early childhood, 
there is progressive infiltration of the skin, bones, lymph 
nodes, and viscera, leading to early death. The chronic 
sariety, occurring in older children and adults, may present 
in a complete or an incomplete form. In the complete form 
there is pituitary, bony, and pulmonary disease, with 
possibly other visceral manifestations. In the incomplete 
forms, which are not uncommon, pulmonary, pituitary, and 
bony lesions occur either singly or in any combination. 
Thus, when the bony symptoms predominate the disease 
will be regarded as “ eosinophilic granulomti of bone,” and 
when the pituitary alone is affected .it presents as diabetes 
insipidus. , 

It is the relation of the chronic form of this disease to . 
pulmonary disorders that is particularly emphasized, for 
the possibility that lung fibrosis and cyst formation may be 
the sole manifestation of eosinophilic xanthomatous granu- 
loma must be considered. It seems likely that such cases 
"ill arise, and confirmation of this concept is to be found 
> the associauon of pituitary disorders, transient or perma- 
ent, with honeycomb lungs (Oswald and Parkinson, 1949). 
t athological evidence on this point is difficult to obtain, 
as in the chronic phase of the disease fibrosis obscures the 
histological picture Further histological studies on this 
subject will be published elsewhere (Cunningham and Park- 
inson, in the press!. 

The response to irradiation therapy in eosinophilic xan- 
thomatous granuloma is variable. In most instances the 
bony lesions respond symptomatically, and sometimes there 
is radiological improvement. The effect of irradiation on 
the pituitary and pulmonary disease is occasionally bene^ 
ticial but usually without effect (Currens and Popp 1943 • 
Bernstein et al.. 1947 ; Ponseti, 1948). The present case had 


complete relief of pain in the femur, but the diabetes 
insipidus and the respiratory symptoms were unaffected; 
there were no radiological changes following treatment. 

A final point of interest in this case is the age of the 
patient. The oldest case previously reported was that of 
a man aged 50 (Versiani et al., 1944). 

Summary 

A case of eosinophilic granuloma of bone in a man aged 56 
is described. The patient also had diabetes insipidus and 
honeycomb lungs. 

Irradiation therapy relieved the pain of the bony lesion but 
did not affect the pituitary or pulmonary disease. 

The name “ eosinophilic xanthomatous granuloma ” should 
be used to include the three diseases commonly known as the 
Hand-Schuller-Christian disease, ' Letterer-Siwe disease, and 
eosinophilic granuloma of bone. 

The occurrence of pulmonary manifestations in this disease is 
discussed. 

T wish to thank 'Dr. Neville Oswald for permission to publish 
this case, and Mr. Norman K. Harrison, of the Department of 
Medical Photography, St. Bartholomew’s Hospital, for the photo- 
graphs. 
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BERYLLIUM-WORKER 
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[With Photogravure Plate] 

The following case of acute bronchiolo-alveolitis is thought 
to be due to working in an atmosphere containing beryllium 
dust. It is believed to be the first acute case to be reported 
in this country. 1 

Beryllium was discovered in 1797 by Vauquelin, who 
called it glucinum, owing to the sweet taste of its salts. 
It is a brittle steel-grey metal that is soluble in acids, and 
occurs chiefly as beryl, the double silicate of beryllium and 
aluminium (Be^ALfSiO.,),.). Phenacite (Be„Si0 4 ) and 
chrysoberyl (Be,,Si.,0 4 ) also occur. 1 

During the 1939-45 war beryllium was used in increasing ’ 
quantities as an important component of certain alloys and . 
for the production of phosphors for .fluorescent lighting 
and gas mantles. The exact compositions of fluorescent 
mixtures for the manufacture of strip lighting aTe trade 
secrets, but they usually contain varying 'proportions of 
beryllium, zinc, manganese, and silica. 
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J. C. HARLAND AND F. d'ABREU : LUMBO-DORSAL SYMPATHECTOMY IN SEVERE HYPERTENSION 





pathectomy : showing papiiloedema and 
numerous haemorrhages. 



Fig. 5. — Case 5. Left fundus seven 
months after sympathectomy. Normal 
appearance: 


Fig. 1. — Case 1. Before lumbo-dorsal sym- 
pathectomy. Considerable cardiac enlargement 
and pulmonary' engorgement. 



I J 

Fig. 2. — Case 1. Two months after sym- 
pathectomy. Heart size has decreased and there 
is no pulmonary engorgement. 





Fig. 3. — Case I. Eighteen months after sympath- 
ectomy. Heart still smaller than before operation, 
and still no pulmonary engorgement. 



pathectomy; papiiloedema, a haem- 
orrhage, numerous exudates, and con- 
siderable arterial spasm. 



Fig. 7. — Case 6. Right fundus nine 
months after sympathectomy. Papill- 
oedema has disappeared, and only a 
few small old exudates remain. Some 
areas of retinal degeneration and some 
branches of retinal artery in spasm. 


T. PARKINSON : EOSINOPHILIC XANTHOMATOUS GRANULOMA 
WITH HONEYCOMB LUNGS 



Fig. 1. — Cystic 

rarefaction in right 
femur below old 
fracture. 



Fig. 2. — Generalized reticulation in both lungs. 
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Case Record 

A man aged 30 had been working in the laboratory of a 
radio factory for five weeks, when he developed shortness of 
breath on exertion and a slight unproductive cough. Dyspnoea 
became progressively worse, and three weeks later, on June 27, 
1947. he attended hospital as an out-patient. There was no 
history of a haemoptysis or any symptoms of nasopharyngitis. 
His appetite was good, his bowels normal, and there had been 
no night sweats or unusual taste in the mouth. He felt per- 
fectly fit and well except for his dyspnoea, though he thought 
he might have lost a little weight. His main disability was 
his dyspnoea on effort that interfered with his hurrying for 
a bus. 

His' occupational history revealed that from 1936 to 1939 he 
worked in a rolling mills, rolling zinc sheeting. There were 
no fumes. From 1939 to 1946 he was in the Army and served 
in North Africa and Italy, having what sounded like an attack 
of infective hepatitis on returning to this country in 1946 and 
two attacks of malaria. He then worked for a year on a 
guillotine machine in a rolling mills, after which he started 
work in a laboratory' of the radio factory'. There he spent 
about two hours of each working day mixing the powders used 
for coating the insides of the tubes used for strip lighting. I 
was unable to determine the exact composition of this powder, 
as it was a trade secret, but beryllium and zinc were definite 
constituents. The actual mixing was done by hand by stirring 
the dry powders in a large bowl without a lid and without the 
aid of extractor fans or the wearing of masks. The atmosphere 
was heavily laden with dust during the mixing process. The 
dust settled in the laboratory, and during the day was no doubt 
often disturbed, becoming air-borne. 

On examination on June 27 he looked well built and was 
without any cyanosis or finger-clubbing. He had an unpro- 
ductive cough and became markedly dyspnoeic with the effort 
of undressing. Respiratory' movements were good, and abnormal 
physical signs were confined to the lungs, where rhonchi and 
medium rales could be heard scattered throughout. These 
added sounds were not more pronounced at the bases. The 
heart appeared normal, and the blood pressure was 110/65. 

As his dyspnoea was out of all proportion to the physical 
findings he was admitted on July 4 as a suspected case of 
tuberculosis. His subsequent progress was as follows. From 
July 4 until his discharge on Aug. 16 he remained afebrile 
with a normal pulse rate. By July 12 his symptoms had practi- 
cally disappeared and added sounds could no longer be heard 
in the lungs. The erythrocyte sedimentation rate (Wintrobe), 
which on admission was 22 mm. in one hour, remained 
unchanged. Three specimens of fasting-stomach contents and 
one specimen of lung juice were all negative for tubercle bacilli 
both on direct examination and on culture. Seven specimens 
of sputum were similarly negative. A blood count on July 7 
showed 104% haemoglobin (Haldane) and 8.300 white cells 
(4,814 polymorphonuclears, 2,656 lymphocytes. 332 monocytes, 
and 498 eosinophils). Cold agglutinins were present up to a 
dilution of 1 in 16 on July 10. 

The x-ray appearances were of particular interest. The first 
picture (Plate. Fig. 1), taken on June 27, showed an indeter- 
minate soft mottling, which in some areas was almost millet- 
seed. It was distributed all over the lungs, being especially 
marked in the lower zones and the axillary part of the right 
upper zone. It suggested an early miliary tuberculosis or 
possibly a sarcoid. The second picture (Fig. 2). taken a fortnight 
later, seemed to be typical of miliary tuberculosis. The appear- 
ance was unchanged on July 22. but a further picture on Aug. 7 
(Fig. 3) showed considerable resolution. On Sept. 10 almost 
complete resolution had occurred without any evidence of 
fibrosis, and it became difficult to imagine that the condition 
was tuberculous. A final radiograph on March 5, 1948. was 
perfectly normal and showed no trace of the original changes. 

Clinical Picture 

Beryllium has on several occasions been blamed for 
causing illness. Two of the first accounts were by Zama- 
khovskaya (19341 and Martinskovsky and Syroechkovsky 
(1934\ both of whom were quoted by Gelman (1936). 


They considered toxicity could be attributed to beryllium 
fluorides, of which the oxyfiuoride was particularly toxic. 
Gelman, discussing poisoning due to the vapours arising 
from the foundry method of extracting beryllium, con- 
sidered that their special physical condition (great disper- 
sion) explained their characteristic toxic effect, and that the 
tissue damage was due to the fluorine being separated from 
the oxyfiuoride at the level of the bronchioles and the 
alveoli. 

Two main types of respiratory disease have been 
described — the acute and the delayed. In the acute form 
Van Ordstrand et ah (1943) described three cases which 
they called chemical pneumonia, occurring in workers 
exposed to beryllium. The exact compounds were not 
stated, but the fluorides were specifically excluded. They 
considered the aetiology unknown, having seen a similar 
case in a worker in a rayon factory' where there had been 
no exposure to beryllium. These cases all presented insid- 
iously, with increasing dyspnoea on exertion, a dry cough, 
low-grade fever with shallow respirations, some cyanosis, 
and fine rales throughout the lower halves of both 
lungs. 

The onset of the symptoms preceded the x-ray changes 
by three weeks or more. The x-ray changes started with 
diffuse haziness of both lungs, progressing to soft irregular 
areas of infiltration accompanied by increase in the peri- 
bronchial markings. This was followed by absorption of 
the diffuse infiltration and the appearance of a small nodular 
infiltration which cleared completely within one to two 
months. Six additional patients from the same beryllium 
plant were all found to have identical radiological changes. 

Van Ordstrand et al. (1945) had 128 cases with respiratory 
manifestations over a period of four years ; 38 of these, 
including five fatalities, were described as chemical pneu- 
monitis. The onset of symptoms was insidious, with cough 
and occasional blood-stained sputum, followed by dyspnoea, 
an abnormal taste in the mouth, anorexia, and some loss 
of weight and increasing fatigue. Of the signs, cyanosis 
was usual, with rapid pulse, reduced vital capacity', and 
fine rales scattered throughout the lungs. Af-ray changes 
were not usually present until two to three weeks after the 
onset of the disease and were as already described (Van 
Ordstrand et al., 1943). They cleared in from one to four 
months, and it is emphasized that as a rule this was before 
complete subsidence of the symptoms or disappearance of 
the physical signs, though in one case they persisted for a 
further two months. In these cases they considered the 
severity to be proportional to the degree of exposure to 
chemical irritation by dust and fumes. Ninety had 
chemical nasopharyngitis and/or tracheobronchitis. This 
latter type of illness developed predominantly among 
furnace-workers. 

The laboratory investigations were unremarkable. The 
erythrocyte sedimentation rates were essentially normal, 
and blood counts and blood chemistry were also normal. 
Tubercle bacilli have not been found (Van Ordstrand et ah, 
1945). Reports on the morbid anatomy consist of five cases 
described as a typical pneumonitis (Van Ordstrand et ah, 
1945). The salient features appear to be grossly heavy 
lungs (1,100-1,380 g.) with diffuse pulmonary' oedema and 
haemorrhagic extravasation, considerable plasma-cell infil- 
tration with a relative absence of polymorphonuclear cells, 
and some evidence of organization. 

Treatment is symptomatic, with both penicillin and the 
sulphonamides being useless (Van Ordstrand et ah, 1945). 
Complete bed rest is regarded as essential, and no work 
should be permitted until all signs and symptoms of the 
disease have disappeared and the x-ray appearance of the 
lungs has returned to normal. 
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In the delayed form of the disease 17 cases of delayed 
chemical pneumonia were reported by Hardy and'Taber- 
shaw (1946) and Hardy (1947). Four of these came on while 
the patients were still exposed to beryllium after periods of 
exposure varying from eight months to five years. Two of 
these died. The remaining 13, four of whom died, developed 
symptoms from three months to three years after cessation 
of exposure to beryllium. Of the survivors only one is 
regarded as cured. Pascucci (1948), in his follow-up of the 
11 survivors, found 30% dead and the same proportion 
in statu quo. The interval between exposure and the onset 
of symptoms may be as great as six years (Wilson, 1948). 
Agate (1948) has described a case in which the chest radio- 
graph at first suggested miliary tuberculosis. 


Discussion 

On admission and for the first few weeks of observation 
this case was considered to be miliary tuberculosis ; and, 
though the patient was afebrile, felt remarkably fit and well, 
and had only a slightly raised erythrocyte sedimentation 
rate, the x-ray film of the lungs on July 7 certainly seemed 
to confirm the diagnosis. However, the subsequent course 
of the illness as shown by serial radiographs rendered the 
diagnosis of miliary tuberculosis unlikely. Not only had 
the lungs cleared radiologically in eight weeks without 
streptomycin treatment but they had cleared completely 
without any residual fibrosis. 

Eosinophilic lung is unlikely with only 500 eosinophils 
per c.mm. in the white count and the absence of bronchial 
spasm. 

Ascariasis remained a possibility, but stools were free 
from ova when examined one year later, at which time 
they might well have been expected to be positive had the 
original infection been due to roundworm larval migration. 

Miliary changes of similar distribution to those^ of miliary 
tuberculosis can occur in sarcoidosis', but though they may 
clear completely they take three to ten years to do it. 
They also tend to fluctuate over a period of months 
or years and are often accompanied by changes in other 
structures. 

Pneumoconiosis is ruled out by the occupational history, 
the mycoses by the examination of the sputum, and carcino- 
matosis by the recovery of the patient. 

It is of interest that the x-ray changes simulating miliary 
tuberculosis have not previously been described in the acute 
form of the disease but have been seen in the delayed type. 
The symptoms antedated the x-ray changes by about three 
weeks, but they cleared completely after eight days, at 
which time the x-ray miliary appearance was at its maxi- 
mum. The x-ray changes subsequently persisted for a 
further two months in spite of the apparent well-being of 

e patient. 

t seems possible that this man’s illness was due to his 
tact with beryllium. 


Summary 

A case presenting clinically as a bronchiolitis occurring in a 
described ing nuorescent P owder s containing beryllium is 

, The x-ray changes were miliary in character and completely 
cleared in eight weeks without residual fibrosis. 

The patient made a complete recovery. 

The literature is briefly reviewed. 


I am indebted to Ur. K. loutes, at whose suggestion the diagnosi: 

r.im« B ? d rf’» ,0 rP r V' T 'r, R '. R> " ley fDr his rc P° rts °n the earlier x-ra; 
films. ~nd to Dr. G. Doel for his reports on the later ones. X wisl 
also to thank Dr. C. A. Birch for permission to publish this case. 
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This paper is based on the clinical findings in 550 cases of 
infective hepatitis and necropsy findings in 22 fatal cases in 
different stages of hepatitis occurring in various theatres of 
war. The clinical types, signs, symptoms, pathology, and 
complications were discussed in two previous articles 
(Damodaran and Hartfall, 1944 ; Damodaran, 1948). The 
present paper is mainly concerned with the course of infec- 
tive hepatitis and its sequelae. • 

Infective hepatitis, as already shown, causes a diffuse in- 
flammation of the hepatic cells, varying fiom mild cloudy 
swelling to frank necrosis. Complete resolution takes place 
in a few weeks in the majority of cases. In a' small pro- 
portion, however, fibrous-tissue reaction occurs in the portal 
spaces, producing various degrees of cirrhosis. The hepatic 
cells show different stages of necrosis, which is more 
advanced in the central zones of the lobules. This centri- 
lobular zonal necrosis becomes apparent only at the later 
stage of the disease, approximately at the end of the second 
week. Round-cell infiltration is pronounced in the early 
stages, especially in the portal tracts. In later stages cel- 
lular infiltration diminishes and is almost confined to the 
periphery of the lobules, unless there has been an acute 
exacerbation or relapse. 

Fig. 1 (Plate) shows the picture of the liver in the second 
week of the disease. The section was taken from the liver 
of an Indian soldier who died of fulminating infective 
hepatitis. Note the intense infiltration by round cells, most 
marked at the periphery of the lobules. The hepatic cells 
are in the early stage of necrosis. These changes were seen 
diffusely throughout the liver. The only other organ affected 
as seen at necropsy was the kidney. Fig. 2 (Plate) shows 
the swollen glomerulus with, a few bile-pigment granules. 
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Fio. 5. — Liver x50. Centrilobular necrosis Third week. 


The accompanying Fig. 5 shows centrilobular necrosis 
in the third week of the disease. The section was taken 
from the liver of a British soldier who died at the end of 
the third week. Cellular infiltration is scanty. The centri- 
lobular necrosis is not uniform throughout the liver. Fig. 6 
shows another part of the same liver. Note the advanced 
necrosis. The lobular architecture of the liver is completely 
lost. This advanced necrosis corresponded to paler areas 
of the liver seen macroscopically. Early fibrous-tissue 
proliferation at the periphery of the lobules is noted in some 
sections. 

As the lobular pattern of the liver is distorted during the 
course of infective hepatitis fibrous tissue grows irregularly 
when healing takes place, without preserving the normal 
lobular architecture. It thus encloses multiple lobules as 
well as portions of lobules, giving the picture of portal 
cirrhosis. This was well dlustrated in the previous paper 
(Damodaran, 1948). 

Post-arsenical Hepatitis 

The effect of hepatotoxic substances hke alcohol, arsenic, 
and gold on infective hepatitis was described in detail by 
Damodaran and Hartfall (1944). Their observations agree 
with the findings of Borensztejn (1948), who described 216 
cases of hepatitis in a Polish venereal disease treatment 
centre in Germany in 1946-7 ; 65% of his cases occurred 
during the peak months of October, November, and Decem- 
ber. This figure exacdy fits in with the findings in Malta 
during the siege. Note the high incidence of the disease 
during the months of October, November, and December. 
Unless this epidemiological finding is bome in mind one 
is likely to ascribe the fall in incidence after December 
entirely to the various prophylactic measures adopted to 
combat the disease. Ten of Borensztejn’s cases of post- 
arsenical jaundice occurred so early in the course of treat- 
ment that the theory of syringe transmission is ruled out. 



Fig. 6 — Liver x50 Diffuse necrosis. Third week. 
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He ascribed them to toxic hepatitis due to arsenic — in other 
words, arsenic-precipitated jaundice. These cases ^cannot 
be attributed to the toxicity of arsenic alone, as the 
incidence of jaundice is negligible during massive arseno- 
therapy for syphilis (1,200 mg. of “mapharside” in five 
days). The most significant finding is the- difference in 
mortality between post-arsenical jaundice and jaundice not 
treated with arsenic. In the former the mortality was 
30.8%, whereas in the latter it was less than 3% in the 
same clinic, t 

This illustrates the effect not only of arsenic but of all 
other similar hepatotoxms on the seventy of infective, 
hepatitis if administered during the incubation period, as 
shown before (Damodaran and Hartfall, 1944). 

The histological appearance of the liver in post-arsenical 
hepatitis is the same as that in infective hepatitis, both in 
the early and in the late stages. Fig. 7 and Fig. 3 (Plate) 
show the late sequelae of post-arsenical hepatitis. The 
sections were taken from the liver of a Bntish soldier who 
died five years after the initial attack of hepatitis. He 
developed jaundice after completing five courses of arsenic 
treatment for syphilis in October, 1943 Penicilhn followed 
by arsenic was given in 1947 for a fresh attack of primary 
syphilis. Jaundice developed after the tenth injection of 



Fig. 7 — Liver x80. Post-arsenical hepatitis with cirrhosis. Late 
stage 


arsenic. He was treated in hospital for two and a half 
months and was discharged after the jaundice had cleared 
up. Two months later he relapsed without any obvious 
cause: bilirubin, 14 mg. per 100 ml. ; colloidal gold, 555532 : 
thymol turbidity, 12 units ; plasma proteins normal. He 
died a fortnight after admission. Note the marked cirrhosis, 
the cellular infiltration, and the islet of liver parenchyma 
enclosed by fibrous tissue. 

It seems that in this case the liver never completely 
recovered from the effects of the first attack of hepatitis in 
1943. The second course of arsenic, in 1947, brought about 
jaundice, which cleared up under treatment. The liver, 
however, did not recover completely, but progressed to 
cirrhosis. Hepatic failure gradually set in. 

Portal Cirrhosis 

A case of hepatitis sine icterus progressing to portal 
cirrhosis was described in the previous paper (Damodaran, 
1948). I came across three similar cases in a military 
hospital in India in 1946. All these patients were teetotallers 
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possible to estimate what proportion of cases develop 
cirrhosis. 

Jaundice may or may not appear during the course of 
the disease ; or it may appear in the beginning, middle, or 
towards the end. 


Discussion 

For a long time the sequelae of infective hepatitis 
remained obscure because there was no correlation between 
the clinical and pathological findings. The histological 
appearance of the liver is so different in various stages of 
the disease that the pathologist considered these as separate 
diseases. Acute and subacute necrosis of liver are in fact 
only fulminating and severe types of infective hepatitis. 

The hepatic cells are inflamed diffusely, but consideration 
of the architecture of the liver lobules shows that the 
central zones are the most vulnerable part and so naturally 
suffer most. Though there is a double blood supply, there 
is only one outlet through the intralobular (central) vein. 
In the acute stage there is not only round-cell infiltration in 
the portal tracts but also diapedesis of red blood cells show- 
ing congestion. The sinusoids are narrowed owing to swell- 
ing of the liver cells, and so the outlet is partly obstructed. 
The unnamed minute vessels in the diaphragm are opened 
up as a result, establishing communication between the 
sinusoids and the right lateral thoracic vein. The latter 
vein is seen distended in some severe cases. The bile 


iver There is no evidence to show that deficiency of 
proteins and vitamins has any aetiological significance in 
effective hepatitis and subsequent cirrhosis. The cirrhosis 
lescribed in African pellagrins by Gillman and 1 |J an 

1945) seems to resemble haemochromatosis rather man 
riassical Laennec’s cirrhosis. It is preceded by pronounced 
fatty change. - _ . , ;(Tp _ 

The external appearance of the liver may vary at 
mt stages: in the early stage it is smooth ; latent appe* 
finely granular ; and in the final stage it is grossly noduia 
and somewhat atrophic. 

Liver-function tests are occasionally unreliable in assess- 
ing the damage done to the liver. Serum from e P 
the section of whose liver is illustrated in Fig. 5 gave norm 
results for serum colloidal gold, thymol turbidity, Takata, 
Ara, and serum alkaline phosphatase tests two days belo 
his fcalb and again on the day he died. In the «*■»» 
trated in the accompanying Fig. 7 and in Fig 3 (Pla 
tests done were positive before the patient died the tes • 
in both cases were made in the same laborato y. 
severity of the cases could be assessed more accurately b. 
clinical examination alone. 

Treatment 

In no other disease has the treatment so much change! 
from time to time, according to the prevailing views .on th. 
pathogenesis of the condition, as in infective hepatitis. 
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purgatives and lacto-vegetarian diet 'were the basis of treat- 
ment dn the past, when a mucous plug in the ampulla of 
Vater and catarrhal inflammation of the bile ducts were 
thought to be the cause of jaundice. Duodenal intubation 
and lavage with magnesium sulphate solution were tried for 
the same reason. After animal experiments deficiency of 
proteins arid vitamins was blamed, patients were put on high 
protein diet and massive doses of methionine, cystine, and 
vitamin B complex. Miraculous cures were claimed for 
protein hydrolysates and plasma transfusion. Equally 
miraculous cures have resulted from transfusion of glucose- 
saline. -Rapid improvement has also been reported due to 
direct irrigation of the biliary' tract with saline during 
laparotomy. When good results are claimed for such widely 
different treatments none of these can be specific. The 
assessment of the value of any form of treatment is exceed- 
ingly difficult owing to the natural tendency of the disease 
towards spontaneous cure. It is only when large numbers 
of patients have been treated that inefficacy of certain 
methods can be proved. 

The liver has a marvellous capacity for recovery and 
regeneration. In the acute stage, when the liver cells are 
vafiasaed, vest. ka the. sstgxw vs vaAvcxtsA wxwe. tiw.w any- 
thing else. Glucose, liberal fluids, and mild laxatives are 
beneficial. The diet should be light, low in fat, but other- 
wise balanced. The patient can leave the bed soon after 
the urine becomes bile-free. 

In venereal disease treatment centres extreme care is 
essential for the prevention of post-arsenical hepatitis. 
Besides care in sterilizing syringes and needles, each patient 
receiving injections should be carefully examined before 
injection. Malaise, nausea, urobilinogen in urine, a trace 
of bile, or dark urine are all contraindications to arsenical 
treatment. If arsenic is given after the urine has turned 
dark, acute necrosis is likely to result. In relapse cases 
arsenic should be given up for good. 

Once cirrhosis is established there is nothing at our 
disposal to prevent its progress. All that can be done is to 
prevent the surviving hepatic cells from degeneration. 
Restricted activities, well-balanced but low-fat diet, and 
glucose are helpful. All hepatotoxins should be scrupu- 
lously avoided. Ascites should be tapped if there is con- 
siderable fluid. Anaemia should be treated with iron and 
liver extracts. If bleeding occurs vitamin K should be 
injected. All measures to improve general health should be 
taken. 

Morphine is not advisable even in small doses in 
cholaemia of acute necrosis and late stages of cirrhosis. 
Even 1 gr. (S mg.) of morphine is likely to cause fatal coma 
in a severe case. If delirium is present and insomnia is 
troublesome, 4 dr. (15 g.) of paraldehyde should be given in 
saline by rectum and repeated as necessary. 


Summary' 

The course of infective hepatitis and its sequelae are 
described. Post-arsenical hepatitis is discussed. The develop- 
ment of portal cirrhosis is traced from its source — hepatitis 
sine icterus. The association of infective hepatitis, subacute 
necrosis, and portal cirrhosis in areas where infective hepatitis 
is prevalent is not a chance coincidence. A clinico-pathological 
classification indicating the course and sequelae of infective 
hepatitis is given. The mechanism of the production of centri- 
lobular necrosis is discussed. The difference between Laennec's 
cirrhosis and experimental cirrhosis is stressed. The external 
appearance of the liver in different stages is described. The 
unreliability of liver-function tests in estimating the severity of 
infective hepatitis is demonstrated. Treatment is critically 
surveyed. Photomicrographs to illustrate the picture of the 
liver in different stages of the disease are given. 


I wish to record my indebtedness to Professor S. J. Hartfall for 
his constant interest and encouragement. I am indebted to Colonel 
E. Underwood and Colonel D. Murray for permitting this work 
to be carried out. My thanks are due to Lieutenant-Colonel R. 
Kempthome, Captain Krishnaswamy, Captain Bernstock, and 
Captain Dexter for valuable help. My thanks are also due to Mr. 
Dodds for the photomicrographs and to Privates Harry Castle and 
K. A. Pallister for help in procuring records and other material. 

' Bibliography 

Annotation (1948). British Medical Journal , 2, 213, 794, 988; (1949). 
1, 189, 27S. 

Borensztejn, D. (194S). Lancet. 1, 941. 

Cameron, D. G., and Newhouse, M. L. (1948). British Medical 
Journal. 1, 253. 

Coleman, P. N. (1948). Ibid., 2, 858. 

Damodaran, K. (1948). Ibid., 1, 1079. 

and Hartfall, S. J. (1944). Ibid., 2, 587.. 

Gillman, J., and Gillman, T. (1945). Arch. Path.. 40. 239. 
Goodwin, John (1948). British Medical Journal, I, 64, 

Himsworth, H. P. (1947). Lectures on the Liver and its Diseases, 
pp. 56, 156. Oxford. 

Morton, R. S. (1948). British Medical Journal. 2. 938. 

Sellers. E. A., Lucas, C. C., and Best, C. H (1948). Ibid.. 1. 1064. 
Sherlock, Sheila (1948). Lancet. 1, 817. 


TREATMENT OF ABORTUS FEVER 
WITH SULPHONAMIDES AND 
BLOOD TRANSFUSION 

BY 

C. ROMER, MB., B.S. 

Medical Registrar, Worcester Royal Infirmary 

Since the annotation in the British Medical Journal (1947, 
2, 700) on the treatment of undulant fever by sulphon- 
amides and blood transfusion two cases have been seen in 
which this new suggestion could be tried. (These are 
reported because of the satisfactory response to treatment 
and because of an interesting complication.) 

Case I 

The patient, a youth aged 16, was in perfect health until the 
beginning of June, 1948, when he began to feel cold and had 
three attacks of shivering. A week before admission he 
developed gingivitis. On June 16 he woke up to find that he 
was blind in the left eye. He had had no pain and did not 
feel ill. Two days later he was admitted to hospital. His 
previous history and that of his family were not relevant. 
He was a farm labourer, spending most of his time with cattle. 
His employer bad also been ill “ with something similar,” and 
it was subsequently confirmed that he too had had undulant 
fever. Bowels and micturition were normal. There was no 
loss of appetite or weight 

On admission his temperature was 103” F. (39.4° C.), pulse 
rate 112, and respiratory rate 28. He was flushed and was 
sweating profusely ; nevertheless, he was emphatic that he did 
not feel ill. Gingivitis was present. His tongue and throat 
were normal. Blood pressure was 130/70. The cardiovascular, 
respiratory - , and central nervous systems were normal. There 
was no enlargement of the spleen or liver, but slight enlarge- 
ment of the cervical, axillary, and inguinal lymph nodes. There 
were a few macules on the arms and calves. Hess's test was 
negative. Vision in the right eye was normal except for a 
refractive error (hypermetropia) ; the pupil acted on accommo- 
dation and to direct light, but the consensual light reflex was 
absent. The left pupil was larger than the right, and it reacted 
neither on accommodation nor to' direct fight, although the 
consensual light reflex was present. The left eye had an internal 
Strabismus (congenital) and was amblyopic. Ophthalmoscopy 
showed a recent thrombosis of the central retinal vein, and it 
was fortunate that it was in the amblyopic eye. 

Abortus fever was considered a likely diagnosis for two _ 
reasons ; the history' of working with cattle, and the little, 
discomfort associated with the marked pyrexia and sweating. 
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Investigations. — A blood count on June 18 showed: haemo- 
globin, 87% (13.5 g.%) ; colour index, 0.89 ; red cells, 4,920,000 ; 
white cells, 6,000 (neutrophils 3,600 — band forms 720, seg- 
mented forms 2,880— lymphocytes 2,280, monocytes 120). An 
agglutination test on June 18 gave a positive reaction to both 
Brucella abortus and Br. melitensis in all dilutions from 1 in 
20 to 1 in 5,120. Lumbar puncture on June 19 showed: pres- 
sure, 60 mm. ; no block ; approximately 5.5 ml. of clear colour- 
less fluid ; 1 cell per c.mm. ; red cells, very scanty— Cytology, 
lymphocytes only seen ; protein, 18 mg. per 100 ml. ; pandy, 
no increase; Lange, 100000; Wassermann, negative; chlorides, 
700 mg. per 100 ml. A blood culture on June 19, when the 
temperature was 103.6° F. (39.8° C.), gave a growth of an 
organism which was morphologically similar to Br. abortus and 
Br. melitensis. However, it refused to grow under aerobic 
conditions, but did so readily with an increased CO. tension. 
This indicated Br. abortus. Radiographs of the chest and skull 
on June 19 were normal. -The urine was normal. 


Treatment and Progress. — On June 24 he was given 1 pint 
(570 ml.) of fresh blood and 3 g. of sulphamezathine followed 
by 2 g. six-hourly. This was continued until July 1 — total, 
59 g. The pyrexia continued as shown on Chart 1, settling 
on a lower plane on July 3. A painful small effusion of the 
left knee developed on June 26 which disappeared four days 

later. Throughout, he said 


r BlOOD TOM15FUS10N 


he never felt ill. The spleen 
was never palpable. He 
was discharged apyrexial on 
July 17 after four weeks in 
hospital, or six weeks since 
the onset of 
the illness. 
He was seen 
again on 
Aug. 21 and 
Sept. 18, 
when he was 

in perfect health. In December he was reported to be still well. 
The left eye has remained blind. 

A differential white count on July 2, after sulphonamide, 
showed: white cells, 4,100 (neutrophils 1,681 — band forms 246, 
segmented forms 1,435 — eosinophils 123, lymphocytes 2,091, 
monocytes 205). 



JUNE 


I 3 
JULY 

Chart of Case 1 


Case 2 


A married woman aged 46 was admitted on Jan. 17, 1949, the 
diagnosis of abortus fever having been made two weeks previ- 
ously, the agglutination reaction being positive. She com- 
plained of pyrexia in the afternoons and evenings, with much 
sweating — sufficient to cause her to rise and change her night 
attire. Her previous history was as follows: 

In October, 1948 (12 weeks before admission), she had 
“ influenza." Her symptoms were identical with those described 
above, and she stated she had not felt well since, sweating 
having occurred on and off. This was evidently the onset. In 
December (six weeks before admission) the symptoms became 
worse, occipital headaches and ulcers in the mouth occurring 
for the first time. She had had a slight macular rash on the 
body the week before admission. No joint pains occurred. 
Her previous history and that of her family were not relevant. 


country, the milk supply being direct from a farm and not 
pasteurized. There was no known contact. On examination 
her general condition was good, with no obvious loss of weight. 
She was sweating. The temperature was 99° F. (37.2° C.), the 
pulse rate 100. All systems were normal. The spleen was not 
palpable and there was no rash. 

Investigations. — An agglutination test on Jan. 1 gave a posi- 
tive reaction in a dilution of 1 in 1,280 to Br. abortus. A blood 
count on Jan. 18 (before transfusion) showed haemoglobin, 
93% (14.5 g.%) ; colour index, 0.95 ; red cells, 4,920,000 ; white 
cells, 4,000 (neutrophils 2,320— band forms 1,240, young forms 
40, segmented forms 1,040, eosinophils 80, lymphocytes 1,160, 
monocytes 440). A blood count on Jan. 27 (after transfusion) 
showed : haemoglobin 90% (14 g.%) ; colour index, 1 ; red 
cells, 4,510,000'; white cells, 5,000 (neutrophils 2,000 — band 
forms 650, segmented forms 1,350 — eosinophils 500, lympho- 
cytes, 2,000, monocytes 500). A blood culture on Jan. 17 gave 
a good growth of Br. abortus after seven days’ incubation. A 
fractional test meal showed a low acid curve. This was done 
as it is remarkable that a milk-borne disease should be only 
sporadic, and it may be that individual susceptibility depends 
on failure of this first line of defence. The urine was normal. 

Treatment and Progress. — On Jan. 19 she was given a blood 
transfusion of 1 pint (570 ml.) of fresh blood and 3 g. of sulpha- 
mezathine followed by 2 g. six-hourly until Jan. 24 — total 47 g. 

On Jan. 27, the day she left hospital and eight days aftei 
starting treatment, she became apyrexial and has remained sc 
ever since. When seen on Feb. 26 and March 25 (two months 
follow-up) she was in normal health. 

v Discussion 

Two cases of abortus fever (one having a rare complica 
tion) successfully treated with sulphonamides and bloot 
transfusion is added to the two of Holmes and Hughe: 
(1948).- In Case 1 sulphamezathine and a single transfusiot 
of 1 pint of fresh blood were used, beginning three week: 
from the onset of the disease. Three weeks later the patien 
was discharged cured, and remained so. Holmes am 
Hughes used sulphadiazine and three small transfusions 
their cases were treated eight weeks and six weeks from thi 
onset, and were discharged after two weeks’ treatment 
This is encouraging in a disease which commonly has i 
long duration (Price gives an average length of three t< 
four months; while Saville mentions three to six months] 
In the literature no reference to thrombosis of the centra 
retinal vein in abortus fever has been. found. 

Although two swallows do not make a summer, and thi 
treatment of abortus fever has been criticized by Professo 
Debono (1949), it seems only reasonable to conclude tha 
the strain of Br. abortus met with in this country is sensi 
tive to such treatment. The results certainly justify furthe 
trial. 

My thanks are due to Dr. J. O. Terry, tinder whose care th 
patients were, and to Mr. I. Lloyd-Johnstone for his report upon th 
condition of the eyes in Case 1. 
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She had lost weight (no details available). The undulant nature 
ot the fever is well shown in Chart 2, kept by her daughter 
Both she and her husband worked in a Milk Marketing Board 
office but handled only milk return forms. They lived in the 
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The annual general meeting of the Society for Relief of Widow 
and Orphans of Medical Men was held on June 1. Dr. Aliso 
Glover, a vice-president, was in the chair. The annual report and 
financial statement for 1948 was approved. At present the member- 
ship of the society is 250. Forty-six widows are in receipt of grants, 
and the total sum distributed during the year was £4,545. Income 
exceeded expenditure by £802 9s. 2d. It was decided that by-law 4S 
should be amended so that any widow whose annual income docs 
not exceed £150 will be eligible for grants, as compared with an 
annual income of £125 as at present. The meeting concluded by 
passing a vote of thanks to Sir Robert A. Young, the president, for 
his services during the past year. Membership of the society is 
open to any practitioner living within a 20-mffes radius of Charing 
Cross, and further details may be obtained on application to the 
secretary’ of the society, 11, Chandos Street, W.l. 
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TREATMENT OF HERPES ZOSTER 
WITH LIVER EXTRACT 

BY 

H. S. GASKELL, M.B., Ch.B. 

Medical Officer, E. Slow, Suffolk 

Although the eruption of herpes zoster may appear without 
liscomfort, the pain associated with the condition is sorae- 
imes considerable ; and post-herpetic neuralgia may occur 
vith such severity and persistence that, as Osier (1898) 
ecorded, it has been known to drive a patient to commit 
uicide. The treatments recommended have been legion, 
ncluding iron, arsenic, strychnine, gelsemium, valerian, 
md aconite, as well as the customary analgesics ; freezing, 
iniments, diathermy, and the injection of distilled water 
leneath the skin have also been used. 

Dickie (1946) relieved herpetic pain in prisoners of war 
>y use of injections of liver extract, which was the only 
Irug available. I have since had the opportunity of obser- 
ing the effect of liver extract administered empirically to 
!0 patients with herpes zoster. In all cases the preparation 
ised was “ neo-hepatex,” administered intramuscularly. 

Case Histories 

Case 1. — June 19, 1946. Male aged 76. Herpes of left fore- 
tead, with severe pain. Dosage : 4 ml. The following day 
here was no pain and the lesion had not extended. A further 
! ml. was given the next day. There was no post-herpetic 
lain or recurrence. 

Case 2. — July 20, 1946. Male aged 47. Herpes of forehead. 
Dosage : 4 ml. first day, followed by 2 ml. on the two ensuing 
lays. Pain ceased after the first injection. 

Case 5. — Oct. 2, 1946. Female aged 71. Herpes involving 
he twelfth thoracic segment on the left side, with severe pain. 
Dosage : Two injections of 4 ml., with three days’ interval, 
’ain completely relieved by Oct. 7. 

Case 4. — Oct. 3, 1946. Female aged 63. Herpes of left side 
)f head and neck, with severe pain. Dosage : 4 ml. on Oct. 3 
ind Oct. 5. Completely free from pain after Oct. 5. 

Case 5. — Oct. 4, 1946. Male aged 16. Herpes of right 
mttock and thigh, with moderate pain. Dosage : 4 ml. Pain 
nd vesicles disappeared in 24 hours. 

Case 6. — Oct. 14, 1946. Male aged 77. Complained of post- 
lerpetic neuralgia for 10 months. Dosage : 4 ml., with relief 
if pain. A further 4 ml. was injected on Oct. 16. 
k Case 7. — Oct. 28, 1946. Male aged 68. Post-herpetic 
leuralgia for 15 months. Three injections of 4 ml. produced no 
liminution of pain. 

Case 8. — Nov. 28, 1946. Male aged 38. Herpes genitalis 
or 6 weeks. Dosage : 4 ml. on two successive days. By 
Dec. 3 the herpes had disappeared. 

Case 9. — Jan. 13, 1947. Male aged 23. Herpes of left chest, 
vith moderate pain. Dosage : 4 ml. on three successive days, 
’ain-free on Jan. 16. 

Case 10. — Jan. 14, 1947. Female aged 75. Three days’ his- 
ory of herpes of right thigh, groin, and lower abdomen, with 
evere pain. Dosage : 4 ml. on two successive days. Complete 
■elief of pain. 

Case II . — May 5, 1947. Female aged 56. Herpes of right 
jpper thorax, right shoulder, and neck, associated with severe 
win. Dosage : 4 ml. on May 5 and May 6 ; 2 ml. on May 10. 
the pain became considerably less by May 8, and the patient 
.vas pain-free on May 12. . 

Case 12. — July 1, 1947. Female aged 59. Two weeks’ his- 
tory of herpes of forehead, with moderate pain. Dosage : 4 ml. 
an July 1 and July 2, with diminution of pain. 

Case 13. — July 14. 1947. Male aged 66. Herpes of left face 
lor^a week. Dosage : 4 ml. on July 15, 17, and 19. Pain 
relieved after first injection. Pain-free by July 26. 


Case 14. — Sept. 8, 1947. Male aged 34. Two days' history 
of herpes of left groin. Dosage : 4 ml. on Sept. 8, 9, 12, and 
15. By Sept. 15 he was pain-free and the rash had faded. 

Case 15. — Sept. 18, 1947. Female aged 26. Herpes of left 
face, with considerable pain and constitutional disturbance. 
Dosage : 4 ml. on Sept. 20. This bad no effect on the condi- 
tion, which cleared, however, by Oct. 9. 

Case 16. — Sept. 24, 1947. Male aged 22. Herpes of left 
chest. Dosage : 4 ml. on Sept. 24 and 25, with relief of pain. 

Case 17. — Dec. 1, 1947. Female aged 67. One week’s 
history of herpes of upper right chest. Two days previously 
the rash had spread to the right side of the neck and face, 
and there was considerable pain and malaise. Dosage : 4 ml. 
on Dec. 1, 2, and 8. Pain lessened after the first dose and 
completely disappeared by Dec. 12. 

Case 18. — Jan. 21, 1948. Female aged 31. Two days’ his- 
tory of herpes of the left chest, with pain. Dosage : 4 ml. 
on Jan. 21. Pain-free, with no further extension of the rash 
by Jan. 24. 

Case 19. — July 10, 1948. Female aged 58. One week’s 
history of herpes of the left side of the neck. Dosage : 4 ml. 
on the succeeding two days. Pain was relieved by July 12, and 
had completely disappeared by July 19. 

Case 20 . — Aug. 19, 1948. Male aged 73. One day's history 
of herpes of right hip and abdomen, with severe pain and 
malaise. Dosage : 4 ml. on Aug. 19 and 21, with relief of 
pain. 
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A Case of Abortus Infection treated 
with “Aureomycin” 

Spink et al. (1948) reported a series of 24 cases of human 
brucellosis due to Br. melitensis treated in Mexico with 
“ aureomycin ” (Lederie Laboratories). They say: “In such 
a disease a long follow-up study will be necessary to 
evaluate the drug completely. . . . But the immediate 
results of treatment have been so encouraging and so 
unexpected that this report is being made.” . The following 
is an account of a case of Br. abortus infection in which 
the immediate results were striking also. 

Case Report 

The patient, a man aged 58, became ill fairly abruptly in the 
middle of February, 1949, at a time of influenza prevalence. 
The persistence of the illness led to its differentiation from 
influenza, and a blood agglutination reaction on March 16 gave 
a titre to Br. abortus of 1:500, less decisively 1:1,000. At 
this time the pyrexia was mainly at night, and often there was 
a night sweat. He was given 36 g. of sulphamezathine over six 
days without effect. The pyrexia next became diurnal also and 
the number of sweats increased to several in a 24-hour period. 
Al this stage he was admitted to hospital on March 28, about 
six weeks from the onset. 

His general condition was comparatively good, but he was 
anxious about his apparently interminable, uncomfortable, and 
incapacitating illness. Clinical examination did not reveal any- 
thing inconsistent with brucellosis : no enlargement of the spleen 
was detected. Agglutination reactions again gave 1 : 500 to Br. 
abortus, and blood culture was negative. An issue of strepto- 
mycin was obtained, but no apparent effect from the drug was 
noted with a dosage of 4 g. intramuscularly every six hours, 
and after five days the drug was stopped. Two days later 
aureomycin was started by mouth and given as follows: one 
capsule (250 mg.) every twelve hours for two days and two 
capsules (500 mg.) every six hours for 74 days (a total of 16 g. 
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of drug). The initial smaller dose was to minimize any 
1 tendency there might be to a sharp reactive rise of temperature 
on beginning treatment — a tendency reported in the 'series of 
Spink et at. 

After starting the drug the pyrexia, which had been broadly 
of an intermittent pattern swinging between limits of 97 and 
102°’ F. (36.1 and 38.9 * C.), became in about 24 hours more 
continuous and reached over 103“’ F. (39.4° C.) ; in a further 36 
hours it began to fall rapidly and reached normal in about 
another 24 hours, where it remained. It was still steadily 
normal 10 days later, when the patient’s wish to return home 
was acceded to (April 22), and on interviewing him on May 12 
he reported continued freedom from his former febrile sensa- 
tions, and a single check on his temperature gave a normal level. 

The drug was easily administered and caused no apparent 
toxic reactions. 

1 am indebted to Dr. R. E. J_nes, of the Public~Health Laboratory, 
' Coventry, for serological data and other assistance, and to Dr. 
T. H \V. Ritchie, of Bedworth, Warwickshire, for clinical 
information 

J. F. Galpine, M.D., M.R.C.P.Ed., D.P.H., D.C.H. 

Medical Superintendent, Isolation Hospital, Coventry. 
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Arteriovenous Fistula of the Lung 

[With Photogravure Plate] 

Until recently arteriovenous fistula of the lung has only 
rarely been reported. It was thought worth while, therefore, 
to record the following case, with details of the investiga- 
tions made to establish the diagnosis. The question of the 
advisability of surgical treatment in this case is discussed. 


Case Report 


The patient, a man aged 36, first came under medical care in 
August, 1947, complaining of a dull ache in the right upper 
chest which he attributed to strenuous and unaccustomed 
exercise taken some two weeks before. There was a history 
of slight morning cough for some years, with an occasional 
trace of mucoid sputum, in which he had noted streaks of 
blood once only, on the day before he was first seen. This 
streaking has since been observed on another occasion. No 
dyspnoea or other symptoms have been present. His previous 
history was not relevant, and on close questioning epistaxis or 
other evidence of a bleeding diathesis was not admitted. Gold- 
man (1948), in a review of the literature, has stressed the 
hereditary factors in the aetiology of the condition, but in this 
case the family history, so far as it could be obtained, was 
also negative. 

Physical examination did not reveal any cyanosis or, -finger- 
clubbing, and no abnormal physical signs were found in the 
respiratory system. The pulse was regular at 80 per minute 
•m was not collapsing in character. There was no evidence 
o enlargement of the heart or of cardiac murmurs. The blood 
pressure was 135/75 mm. Hg in both arms. A soft murmur, 
ic.ir only in systole, was present over a roughly circular area 

.Vu* ’-tk 5 cm ^ in d ‘ amete r in the lower part of the right 
‘he murmur was faint but could be well heard with 
c pa jent lying on his left side and extended over a pillow. 
" ot appreciably affected by respiration. Careful examin- 
* r '5 sk,n and mucous membranes revealed no evidence 
°, r haemangiomata or telangiectases. Other systems were 
normal. 


he diagnosis was chiefly established by radiography. Tb 

^ ?S .R r0 T amCn0r r ' ,m (P!a,e - Pi e- 1) showed a mottled opacit 
m the lower zone of the right lung which on the lateral filr 
i cri.iv the lower part of the heart shadow. Between tb 
‘h e vascular markings of the right hitum was 
longitudinal shadow .which on tomography (Fig. 2) could b 
ciearlj identified as consisting of two main parts represents 


branches of the pulmonary artery and vein. On screening, 
opinion was divided on whether the shadow pulsated, but it 
was noted in a bronchogram (Fig. 3) that, whereas nearly all 
the bronchial shadows, including those in juxtaposition to the 
heart, were present and clearly defined, those close to the main 
opacity were blurred. 

Mr. R. C. Brock kindly arranged for angiography at Guy’s 
Hospital, and the resulting radiograph (Fig. 4) leaves no doubt 
regarding the vascular nature of the .lesion. Mr. Brock also 
reported a normal bronchial tree on bronchoscopy. 

Blood examination revealed : red cells, 6,100,000 per c.mm. ; 
haemoglobin (Haldane), 110% ; white cells, 6,000 per c.mm., 
with a norma) differential count. Oxygen saturation was found 
to be 89% in a specimen of arterial blood. The sedimentation 
rate was 2 mm. in one hour (Westergren). Culture of sputum 
levealed a mixed growth of normal pulmonary flora. ,The vital 
capacity was 4,500 c.cm. The electrocardiogram (three stan- 
dard leads) was normal in all respects. 

The case has now been observed over a period of seven 
months without any change in the clinical or radiological 
picture. 

Discussion 

On the data available the lesion must be regarded as a 
vascular abnormality or tumour in the substance of the 
lung, with a minimal pulmonary arteriovenous shunt bui 
no evidence of similar lesions or telangiectasia elsewhere 
though the presence of such lesions cannot be excluded ante 
mortem. In view of the minimal shunt in this case fht 
possibility of the systemic (bronchial) circulation beini 
implicated, as suggested by Maier et al. (1948), must b< 
considered. The main practical problem is whether surgica 
removal should be advised. On the one hand we are deal 
ing with a virtually symptomless lesion with very little 
disturbance of the normal physiology. On the other then 
is the danger of haemorrhage and the possible extension oi 
the lesion with an increase in the shunt or even malignan 1 
change. At the moment there would appear to be nc 
general contraindications to surgery, but from the fen 
reported cases it would' seem that operative removal is no' 
without risk, particularly where there is a large pulmonart 
arteriovenous shunt. There is also no certainty that othei 
lesions are not present. 

Surgical removal has been advised but so far refused 
so that pathological data on the nature of the lesion ari 
not available. 

I would like to thank Dr. F. H. Young, physician to th 
Brompton Hospital, for permission to publish this case and fo 
his helpful criticism ; Dr. F. Prime for performing the oxygei 
saturation test; and Dr. L. G. Blair for the skiagrams. 

F. D. Beddard, M.B., B.S., 
late A.R.M.O., Brompton Hospital. 
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At a meeting of the Professional and Technical Council, B of th 
Whitley Councils for the Health Services on April 20 the followin 
agreement was reached on the salaries of medical laboratory techn 
cians employed in the National Health Service in England, Wale: 
and Scotland. Student and Junior Technician: Aged 16, £110 ps 
annum; 17, £125; 18, £145; 19, £165; 20, £195; 21, £225; 7. 

, £240 10s.; 23, £260,; 24, £279 10s.; 25 and over, £299. On passhi 
the Intermediate Examination of the Institute of Medical Laboratot 
Technology (or equivalent qualification), or the Inter. B.Sc., th 
salary is increased by £13 per annum at any point on the scale. 1 
no examinations are passed, the salary is increased to £312 per annul 
at age 30. Technician: £370x£l5-£435. On gaining the Fellowshi 
of the Institute of Medical Laboratory Technology (or equivaler 
qualification) the salary is increased by £15 at any point on the seal 
Senior Technician: £450 X £20-£530. Chief Technician: £530X£2C 
£650. London weighting : In the Metropolitan Police Area all seals 
are subiect to London weighting on the following basis - . Age 16-2( 
£10; 21-25, £20; 26 and over, £30. The new scales operate froi 
April 1, ,1949. 
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Reviews 


INFECTIOUS DISEASES 

Trane tie Medecinc. Vol. /. Maladies Infeclieuses. By A. 
Lemierre, Ch. Lcnormant, P. Pagniez, P. Savy, N. Fiessinger, 

L. de Gennes, A. Ravina. (Pp. 1,096. 2,200 francs.) Paris: 
Masson et Cie. 194S. 

The Acute Bacterial Diseases. By H. F Dowling, M.D., 
F.A.C.P. (Pp. 465; illusirated. 32s. 6d.) London and 
Philadelphia: W. B. Saunders. 194S. 

These two books cause one to reflect on the needs of the reader 
of the textbook on infectious diseases. Some will want a work 
which devotes special care to the description of all aspects of 
the infections, a book to which reference can be made when 
the unusual is encountered and which will reflect the breadth 
of the writer's experience. Such is the clinician’s book, and 
after the detail of the clinical description the reader is satisfied 
with less in the way of bacteriology, pathology, epidemiology, 
or even specific therapy. This is the classical approach, and 
the original texts of books like Ker’s Infectious Diseases and 
Ricketts’s monograph on smallpox still remain as up to date 
as when they were written because of the mastery they display 
in their clinical observation. Others, however, will be con- 
tent if the clinical descriptions are less detailed, provided there 
is adequate discussion of the most recent knowledge of, for 
. example, bacteriology or therapy. Naturally, this type of book 
tends to “date" more quickly, especially in these days, when 
treatment may change so rapidly. 

Either of the present books may be recommended to both 
groups of readers, though each has its emphasis towards one 
or other aspect of its subject. The French work tends towards 
the classical form. The present volume is the first of a series 
of seventeen which will clearly supply a comprehensive review 
of modem French medicine. The infectious diseases described 
comprise most of the notifiable diseases common to this 
country. A detailed clinical description is supplied ; and. as 
one would expect in a Continental textbook, each disease is 
carefully subdivided into every possible clinical type. There 
is no doubt that the book excels in painting the clinical picture, 
and though the British reader will not agree with all the 
interpretations he will enjoy the reading. 

The section on typhoid fever (which occupies 164 pages) 
may be used to exemplify the style. The bacteriological 
description is impoverished by an absence of reference to recent 
advances, and the importance of phage typing is not mentioned. 
This naturally weakens the section on epidemiology. The dis- 
cussion of pathogenesis is excellent ; so is the detailed descrip- 
tion of the clinical course of the disease and its treatment. 
Here, as elsewhere, the fine subdivision into different clinical 
types rather engenders the view that ’* the disease is everything.” 

' One would welcome an extended discussion on the host-parasite 
relationship and a more obvious appreciation that the form 
of the infection is not merely a question of the causative 
organism. 

Scarlet fever .is excluded from the section on streptococcal 
diseases and is described as a specific malady, the writer agree- 
ing with the Dicks on the specificity of the scarlet fever strepto- 
coccus. There is thus no concept of scarlet fever as but part 
of the whole range of streptococcal disease. The role of re- 
infection as a causative factor in many of the complications is 
not stressed, and the possible connexion between scarlet fever 
and rheumatic fever is overlooked. Finally, one notes that the 
use of laboratory methods in the diagnosis of smallpox is not 
well discussed and the place of egg-culture not mentioned. 
But these deficiencies, viewed from the classic approach, are 
/ secondary to the excellence displayed in the description of the 
,.t disease. 

' Dowling’s book, as one would expect, is a praiseworthy 
survey of the “ new look ” in fevers. Here the author turns 
away from the strictly clinical or pathological approach, and. 
because of the importance of the aetiological agent in dictating 
treatment, groups the diseases on a bacteriological basis. There 
is thus particular emphasis on the place of laboratory aids in 
obtaining a precise diagnosis. Having decided on the most 
rapid and certain methods to be used, the author discusses 


specific therapy and the effects which may be expected from 
its correct application. In the first part of the book are four 
chapters dealing with serum therapy, sulphonamides, penicillin, 
and streptomycin. These present a clear review of the subjects 
and should be particularly valuable to the person who is not 
dealing with these substances daily in infectious diseases, for 
they are essentially practical. Throughout the book there is a 
profusion of practical diagrams and individual case records, 
permitting the reader to see how his case ought to respond to 
the treatment advised. Though it is somewhat expensive for 
the student, there can be no doubt that the practical tone of 
the book and its ready appeal to the visual memory make it a 
useful volume for the undergraduate. The graduate can be 
assured of finding in it a fund of ripe experience. 

T. Anderson. 

STUDIES IN NEUROLOGY 

Critical Studies in Neurology. By F. M. R. Walshe, M.D., 
F.R.S. (Pp. 256. 15s.) Edinburgh: E. and S. Livingstone. 

1948. 

In this convenient little volume Dr. Walshe reprints some of 
his well-known contributions to neurological literature. He 
excels at writing a critical review, and the reader cannot fail 
to admire his remarkable clarity of thought, choice of words, 
and vigour of expression. Six of his studies are reprinted, 
including those on cutaneous sensibility, the motor cortex, and 
the pyramidal system, as well as his address on the integration 
of medicine. 

A prime purpose of this reprint is “ to stimulate critical 
thinking amongst postgraduate students.” While some know- 
ledge of recent neurophysiological and anatomical work is 
desirable for the full appreciation of Dr. Walshe’s reviews, 
students in many branches of medicine will welcome this 
collection of his stimulating studies. 

W. Ritchie Russell. 

AGONAL ACIDOSIS 

l in estimations on Agonal Acidosis. By I. B. Fabririus Hansen. 
(Pp. 134. No price.) Copenhagen: P. Branner, 29, St. 
Kongensgade. 1948. 

This monograph is the result of an elaborate study of blood 
chemistry in 38 cases of impending death. Particular attention 
was paid to changes in acid-base balance, and known causes of 
acidosis, such as diabetes and nephritis, were excluded from 
the series. The author concluded that a profound acidemia 
is a frequent finding in the agonal state, the value of the 
blood pH falling to 7.0 or lower. This acidosis is partly due 
to organic and inorganic acids — lactic, pyruvic, phosphoric and 
sulphuric — but decreased pulmonary ventilation is a contri- 
butory factor, causing a rise in the CO, tension of the blood. 
Azotemia is also usually present, but is not directly correlated 
with the acidosis. 

A possible criticism of the results lies in the method of 
blood sampling, which was by venesection or by cardiac 
puncture after death. Arterial blood would have been more 
appropriate for these studies. This difference would, however, 
probably not invalidate the general nature of the results. The 
relation of the findings to therapy is discussed, pnd a case is 
recorded in which an apparently moribund patient was revived 
by treatment with nikethamide and ephedrine. On the whole the 
results recorded are those which might have been expected 
from previous work, but this well-documented account forms 
a valuable record of the nature of pre-mortal changes in blood 
chemistry. 

N. F. Maclxgsn. 

GROUP THERAPY 

Introduction to Group-Analytic Psychotherapy. Studies in the 

Social Integration of individuals and Groups. By S. H. 

Foulkes. M.D. (Pp. 1S1. 21s.) London: William Hcinemann 

Medical Books. 194S. 

The author describes methods developed by him to deal with 
civilian out-patients when wartime demands, which could not 
be met by individual psychotherapy, forced psychiatrists to 
experiment with group techniques. These methods were later 
applied to military patients at Northfield Military Psychiatric 
Hospital, and after the war to patients at Bart’s. What was 
originally expedient to meet a particular situation became, in 
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Cirrhosis of the liver is not a condition which physicians 
expect to cure. ,,In fact, in a paper appearing elsewhere 
in this issue Damodaran states that once cirrhosis is 
established there is nothing at our disposal to prevent 
its progress. But the discovery of the importance of mal- 
nutrition in the pathogenesis of the condition has led to 
improvements in treatment. Since Patek 1 introduced the 
high-protein, high-vitamin regime in 1937 many reports 
have appeared on cases of hepatic cirrhosis tteated on 
similar lines. With very few exceptions these confirm 
Patek's favourable results. In the majority of the cases 
the effect of treatment was assessed only on clini- 
cal grounds, but liver-function tests were occasionally 
employed The objective evidence of improvement 
recently obtained by Beams and Endicott 2 is there- 
fore welcome. They studied a group of fourteen patients 
on high-protein, low-fat diets, nine of whom received a 
daily supplement of 4.5 to 5 g. of methionine. In all 
the patients receiving the supplement the histological 
changes indicated a favourable response, while in only 
one of the other patients were significant histological 
changes noted after treatment. This paper is illustrated 
by excellent photomicrographs which clearly show the 
improvements described. 

Two other methods of treating hepatic cirrhosis have 
recently been reported ; these are directed more towards 
improving the symptoms than towards reversing the changes 
in the liver. Schemm and Layne, 3 following the former’s 
success in the treatment of the ascites of congestive cardiac 
failure by a high fluid intake and diet low in sodium and 
high in acid ash, have used similar methods in the treat- 
ment of cirrhosis. The result in nineteen of the twenty 
cases treated was complete clearance of the ascitic fluid. 
Even when the serum protein was low and the albumin- 
globulin ratio reversed, large amounts of fluid were suc- 
cessfully eliminated, and the authors conclude with justi- 
fication that too much emphasis has been placed on the 
increased venous pressure in the portal circulation and 
on the “ critical level ” of the plasma albumin as causes ■ 
of ascites. This conclusion, at least as regards the effects 
of serum albumin, is confirmed by the report 4 that in 
three cases intravenous injection of albumin was without 
effect upon either the ascites or the urinary output. It 
therefore seems that the liv ,r plays an important part in 
water metabolism apart from its effects upon the serum 
proteins and the portal cir< ulation. The observation 3 that 
parenchymal hepatitis is associated with a fall in the anti- 
diuretic agent normally present in the urine indicates a 
possible mechanism by wNdi the metabolism of water is 
disturbed in hepatic disease. Adequate excretion of this 
tidiurctic 'factor, probably 'iff pituitary origin, may 
end upo n the integrity of the'' liver, and impairment 
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of flyer function might therefore lead to excessive water 
retention. 

The second method of treatment is directed towards the 
correction of the endocrine disturbance frequently asso- 
ciated with hepatic disease. The commonest manifesta- 
tion of such disturbance is a tendency to feminization m 
the male, as shown by gynaecomastia and testicular 
atrophy. These symptoms, together with alopecia pec- 
toralis, spider naevi, and palmar erythema, are probably 
the result of impairment of the norma] hepatic mechanism 
for the inactivation of steroids. 6 Since the.B vitamins 
.appear to be necessary for the inactivation of oestrogens 
but not of androgens, 7 the latter will be more completely 
inactivated than the former in patients with the mal- 
nutrition that frequently accompanies chronic hepatitis. 
Rosenak, Moser, and Kilgore 8 have therefore studied the 
effect of testosterone propionate on twelve cases of 
alcoholic cirrhosis. They gave 25 to 100 mg. three times 
weekly after the progress on routine therapy had been 
assessed. All of the twelve patients treated felt better, 
and in eleven of them improvement was also noted in some 
of the following features: body weight, loss of ascites, 
spider naevi, and palmar erythema. This treatment, how- 
ever, did not affect the growth of body hair or testicu- 
lar atrophy, though sexual vigour was improved. Some 
improvement in the results of liver-function tests was also 
observed. The authors, while admitting the possibility that 
the observed benefits may have resulted from an improve- 
ment in general health, considered that testosterone was 
a valuable addition to the routine treatment of these cases. 
Since an increase of the basophil granules of the liver 
cells has been observed both after high-protein feeding and 
after androgen administration 0 there may be reasons other 
than those mentioned by the authors for adopting this 
method of treatment. 


CONSULTANTS’ TERMS 

The Ministry of Health has now announced the terms and 
conditions of service for consultants and specialists in the 
Health Service, and the statement appears in the Supplement 
this week. These are the final terms formulated after dis- 
cussions held during the last few months with the profession. 
Consultants and specialists will have an opportunity of 
considering the terms before July 5, when the Central Con- 
sultants and Specialists Committee and the Joint Committee 
successively meet to consider the view's of their constituents. 
No one should sign a contract until the Joint Committee has 
expressed its opinion on the Ministry’s statement. 

The financial terms offered are substantially the same as 
those in the original proposals. 1 It will be noted that con- 
sultants appointed at the age of 31 or earlier are still 
penalized for their youth. It is questionable whether these 
terms adequately translate the Spens recommendations into 
present-day values, since the increase varies between about 
13% and 10%. If allowance is made for the Govern- 
ment superannuation contribution of 8% the betterment 
factor is between 22% and 19%. The remuneration offered 
medical superintendents is unsatisfactory in that the pro- 
portion of their time devoted to administration is to be 


1 British Medical Journal Supplement , March 19, p. 1 49 
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paid for at the rate appropriate to lay administrative staff 
(unless they devote only a small proportion of their time to 
it) : yet a medical man brings qualifications to the task that 
the layman does not, and he should be remunerated accord- 
ingly. The Ministry's document states that boards should 
try to reduce to a minimum the time given by medical staff 
to administrative duties, but if it is the Minister’s intention 
to eliminate medical superintendents from the Service he 
should say so directly instead of putting forward terms 
which may indirectly have that effect 

It is doubtful whether the security of tenure of posts 
offered consultants is adequate. The document states that 
no period of tenure or of notice should be specified in the 
contracts, and 0 consultants may consider the safeguards 
offered to be too slight. If he thinks that the hospital board 
is unfairly terminating his appointment, the consultant can 
send a statement of the facts to the Minister, who will obtain 
the views of the board and put the case before a pro- 
fessional committee. The committee may interview both 
parties. In the light of the committee’s findings the Minister 
may confirm termination, or direct reinstatement, or arrange 
a third solution agreeable to the parties concerned. It would 
be preferable if the case were put before the professional 
committee before the board considered the matter, and 
undoubtedly the consultant ought to have the right to appear 
before this committee if he wishes to. The Minister has 
included a paragraph pointing out that the board has a 
moral obligation to assist the consultant to obtain com- 
parable work elsewhere if reorganization threatens his 
displacement or the serious disturbance of his services. 
Less reassuring is the absence of any provision preventing 
boards from whittling down the number of sessions done 
by a part-time consultant. 

Consultants will be unlikely to find these terms so 
unreasonable that they wish to reject them outright. If 
this is the case, then the committees representing consultants 
and specialists may advise general acceptance of the terms 
and conditions offered, leaving open the question of 
modifying this and that detail in the light of experience. 


STREPTOMYCIN AND THE LABYRINTH 
It has been known from an early stage in the trials of 
streptomycin that damage to the labyrinth is not infrequent 
after large doses of the drug. A recent study by Bara, 
Floberg, Hamberger, and Koch 1 has shown that a daily 
dose of less than I g. and a total dose of less than 60 g. 
carry a relatively small risk of vestibular damage pro- 
vided there is no impairment of renal function. Where, 
however, the kidneys are damaged or, in cases with normal 
renal function, if the dose of streptomycin exceeds the 
above limits, the amount of the drug in the blood may 
rise to a concentration sufficient to damage the vestibular 
system. Thus these authors observed evidence of vestibular 
disturbances in 16 out of 26 cases receiving more than 
60 g. The evidence that streptomycin may affect the hear- 
ing is less conclusive. In the majority of the cases where 
deafness occurred, the disease for which the drug was 
given may equally well have caused damage to the eighth 

1 A era ctokryrrg., Srockh., Suppl., 1949, 75. 
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nerve. Nevertheless, streptomycin may occasionally dam- 
age the hearing. The site of damage to the vestibular 
system is still in dispute. Glorig and Fowler- considered 
their clinical studies showed that streptomycin injures the 
vestibular nerve peripherally.' Floberg, Hamberger, and 
Hyden, 3 using cytochemical methods, demonstrated on 
experimental animals that the localization of such injuries 
is both peripheral and central ; they found definite changes 
both in the vestibular ganglion and in Deiter’s nucleus. 

It is not often that an undesirable side-effect of a drug 
can be turned to good account, but Fowler 1 has' used 
streptomycin as a specific neurotoxin to damage the vestibu- 
lar organ in cases of vertigo unsuitable for other forms 
of treatment. In a preliminary trial, four patients suffer- 
ing from severe attacks of vertigo due to Meniere’s disease 
and not relieved by medical treatment were given 0.5 g. of 
streptomycin every three hours (4 g. per day). The total 
dose varied from 25 g. to 33 g. The effect on the vestibu- 
lar system was checked by daily caloric tests according to 
the method of Hallpike. 5 The results appear to have been 
uniformly successful: the attacks of vertigo were com- 
pletely or almost stopped for at least five to nine months, 
and in three out of the four cases the hearing was 
unaffected. In the dosage employed streptomycin pro- 
duced what amounted to bilateral vestibular nerve section : 
the patients lost all reaction to labyrinthine stimulation. 
Violent rotation caused no nystagmus, and even iced water 
syringed into the ear for five minutes produced no reaction. 
The effect on locomotion varied with the previous func- 
tional efficiency of the vestibule and the age of the subject: 
if the disease had caused slight damage to the labyrinth the 
immediate result of streptomycin administration was severe 
vertigo such as is seen after surgical ablation of the laby- 
rinth. The older the patient the less perfect was the com- 
pensation which ultimately took place. Compensation, 
however, was never complete, and all the patients sub- 
sequently found difficulty in walking in the dark. It would 
appear that this method of treatment merits further trial ; as 
Fowler points out, it should be limited to those patients 
under the age of 50 with Meniere’s disease affecting both 
vestibules in whom medical treatment has failed. Where the 
disease is unilateral the destruction of the labyrinth by 
alcohol injection or ablation is still the method of choice*. 


EXPERIMENTAL INTERVERTEBRAL DISK 
LESIONS 

It is now established that lesions of the intervertebral disk 
frequently cause low back pain and sciatica, and removal 
of the offending disk relieves these symptoms in a great 
many patients. Unfortunately this is not invariably the 
case ; furthermore, spinal fusion has not been successful in 
relieving pain in patients whose symptoms persist after the 
removal of a prolapsed intervertebral disk. Haas 1 has 
shown experimentally that excision of the disk by an 
anterior approach will result in fusion of the adjacent 
vertebrae, and other workers' 3 have reported that lesions 
similar to those noted in hypertrophic spondylitis can be 
caused by similar less extensive operations. Key and Ford 1 
have recently produced intervertebral disk lesions by oper- 
ations on dogs. They found that vigorous curettage of 
the disk space from the posterior approach did not lead to 
bony fusion between bodies of the vertebrae. The value 
of this procedure is therefore doubtful. Moreover, vigorous 
traction on the adjacent nerve root may be followed by 

v J. Bor.f J t Sar;. 1946, 2S, 544. 

! Keyee. D C-, and Compere. E. L.. ibid., 1932, 14, S97. 

5 Lob. A.. Duck. Z. Chi ' _ 1933. 240, 421. 

1 J. Barr Ji Su— I94S. 30-A. 621. 

» Arch. Dit. Ch.ildh... 1943, IB. 102. 
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excessive fibrosis in this region, and the constant presence 
of adhesions around the nerve roots in the experimental 
animals suggests that this may be a cause of post-operative 
pain. As a result of these findings Key and Ford recom- 
mend that the disk should be 'carefully and gently removed, 
and that the posterior nerve roots should be protected from 
trauma. 

These observers also found that unilateral protrusion 
of a disk will follow the surgical weakening of the annulus 
fibrosus on that side. The superficial portion of the wound 
so made heals over, but there appears to be no power of 
healing in the deeper part of the disk, probably because 
of its avascularity. In consequence a prolapse gradually 
develops. They even found it possible to produce a lesion 
of the intervertebral disk by puncturing the annular fibrosis 
with a needle. It is interesting to note that the animals 
subjected to this experiment were young, for in 1943 
Findlay and Kemp 5 described osteomyelitis of the second 
and third lumbar vertebrae with collapse of the intervening 
intervertebral disk in a 1 -month-old child. This lesion 
followed an attempt at lumbar puncture in the presence 
of skin sepsis. Recently Bromley, Craig, and Kessel 6 have 
reported in this Journal a case of osteomyelitis of the third 
and fourth lumbar vertebrae associated with partial col- 
lapse of the intervening disk. Four years previously, when 
the patient was 12 years of age, lumbar puncture had been 
performed while she was suffering from meningococcal 
meningitis. In children the short distance between the skin 
and the disk, the thin annulus fibrosus, and the protrusion 
backwards of the disk under tension when the back is 
flexed for lumbar puncture all render this structure vulner- 
able to both infection and prolapse following damage by 
a lumbar puncture needle. It is obvious, therefore, that 
great care should be taken in the performance of lumbar 
puncture in order to minimize the danger of a prolapsed 
disk. 


ABSORBABLE HAEMOSTATICS 

Surgeons have long been haunted by the spectre of haemor- 
rhage from inaccessible vessels. Much has been done by 
good lighting and exposure of the field of operation to 
reduce this danger, and much can be done by local pres- 
sure maintained with patience for many minutes if neces- 
sary. But in the rare case, even in experienced hands, 
packs or haemostats have had to be left in wounds, pro- 
longing the period of danger for the patient and of worry 
for the surgeon. If they are left for more than 24 hours 
there is grave risk of infection, while their removal may 
restart the haemorrhage. The arrival of absorbable haemo- 
statics has abolished these dangers, and several surgeons 
have reported on their usefulness. 

Of the four substances in use oxidized cellulose, fibrin 
foam, and gelatin sponge have been developed in theU.S.A., 
and calcium alginate is a British product. All appear to 
be very effective haemostatics, and comparisons of the first 
three have shown them to be about equal in this capacity. 1 

• ce !' u ' ose ’ however, has the disadvantages that it 
is 'Ehly acid and so inactivates thrombin and penicillin, 

\ it. does not adhere so firmly as does gelatin; more- 
T ' '} 10 he sterilized chemically with bacteriological 

T f L°.’ 7" ere appears to be little difference in the efficacy 
ni;- 1 ,/ 1 ! 1 ° arn 3nc * Statin sponge, but fibrin is more com- 
. J" 5. , °. use anc * to sterilize and is more easily broken 

P- t-icintm spon ge, which can be sterilized by dry heat, is 
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inexpensive, non-antigenic, non-irritant, and does not inacti- 
vate antibiotics or thrombin. Its efficiency as a haemostatic 
has been shown by its use to cover actual defects in large 
veins 2 and for wounds of the heart. 2 Large nephrotomy 
incisions, extending into the renal pelvis, healed well with- 
out leakage of urine after packing with gelhtin foam. 1 A 
further application of absorbable haemostatics is for pack- 
ing large cavities which have rigid walls. A notable example 
is the use of gelatin foam in the pleural cavity after pneu- 
monectomy. 2 Provided too large amounts are not used, dogs 
and rats tolerate it well. It stabilizes the mediastinum and 
reduces greatly the amount of fibrinous exudate, and al 
the same time it does not interfere with repair. If infec- 
tion is present the gelatin is rapidly liquefied and does not 
aid the infective process. This experimental work suggests 
that gelatin foam will have a valuable pl£ce in thoracic 
surgery. 

Calcium alginate gauze has been shown to be a useful 
haemostatic in liver wounds in cats, 6 and it has the merit 
that it can be sterilized by autoclaving. It appears to bt 
well tolerated in the tissues, and no untoward reactions 
were observed. There can be little doubt that the use oi 
these and other absorbable haemostatics will increase, 
especially for arresting troublesome haemorrhage. 


MEDICO-SOCIAL WORK IN Y.D. CLINICS 

Now that gonorrhoea and syphilis are so amenable to 
treatment, at all events in their early stages, more social 
and epidemiological studies are being undertaken with the 
object of finding out how the venereal diseases can be 
completely eliminated. Before the recent war almoners 
and social workers were .employed in only a few of the 
larger V.D. clinics, and most stress was laid on treatment 
as a means of reducing the incidence of V.D. During the 
war contact tracing became an accepted practice, especially 
after some highly trained American nurses showed what 
it could accomplish, and consequently many more patients 
attended the clinics. All patients must be impressed with 
the necessity for continuing treatment, and defaulters must 
be followed up. There is, however, • much more in the 
V.D. problem than this. Why are people promiscuous? 
Where are they promiscuous? Where do the uninfected 
meet the infected ? Why do they not report for examina- 
tion and treatment ? Why do they default ? Macfarlane 1 
has recently given answers to these and other questions in a 
report on the results achieved by a medico-social unit set 
up in connexion with the V.D. department at the Newcastle 
General Hospital. The unit consisted of an almoner 
with assistants, clerical staff, and three full-time and three 
part-time health visitors. An analysis of the records of 
1,000 patients attending the department revealed the fol- 
lowing facts : 82% received some assistance from the unit ; 
1,560 contacts were brought to examination, and of these 
70 % were suffering from gonorrhoea or syphilis or both ; 
74% of the 1,000 patients were married ; public houses 
were far the commonest meetiDg-places. Personal factors 
leading to promiscuity included unhappy homes, criminal 
tendencies, poor to moderate intelligence, irreligion, ill use 
of leisure, drab lives, drinking, and- poor moral fibre. Long- 
term plans for the reduction of V.D. must take these causes 
of promiscuity into consideration. 

Defaulters are common in all V.D. clinics, and in New- 
castle they are written to and visited. Of 3,478 defaulting 
women, 2,032 reattended as a result of' 6,344 letters and 
5,195 visits, and 70% of male patients responded to one or 
two communications. These figures indicate the amount 
of labour involved. The main reaso ns for default include 

1 Pub!. Wth, Land., 1948. 62, 4. : 

5 JT. i oner, Dts. Inform., 1948, 29, 2 96. 
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difficult^’ of leaving work, illness, domestic troubles, and 
irresponsibility : it is clear that an efficient medico-social 
unit can help patients to overcome some of these handicaps. 
Penicillin treatment is considered to have increased default- 
ing because it shortens the period during which signs and 
symptoms persist Inadequately treated syphilitic patients 
are a danger to themselves and to the community, and 
Macfarlane thinks that when adequate treatment can be 
obtained without difficulty such patients should be com- 
pelled to complete their treatment. 

There can be no doubt that education, particularly sex 
education, is likely to be the most effective single method 
of solving the V.D. problem. Stokes" considers that the 
object of sex education is “ to place reason in control of 
emotion without emotion losing its colourful and revivify- 
ing vitality.” In his opinion sex education should begin at 
an early age, and if the educators — parents, school-teachers, 
doctors, and clergymen — are themselves ill-equipped to give 
the necessary instruction they must be educated first. Since 
promiscuity is the most important cause of the venereal 
diseases, it seems unlikely that any method of control will 
eliminate them until people cease to be promiscuous. 


VOLUNTARY SOCIETIES AND THE STATE 
The place of a voluntary society' in a democratic State is 
rather like that of a doctor in his practice — the better it 
does its work the more likely it is to find its occupation 
gone. Some voluntary' associations are complaining that 
under the Health Act their work has been taken over by 
the Government and there is nothing left for them to do. 
They, do not always appreciate the compliment the State 
has paid them, and they may be inclined to overlook that 
even in a nationalized service there are plenty of outlets 
for voluntary’ effort The value of the personal touch in 
services which are likely to become more and more imper- 
sonal cannot be overestimated. As Lord Beveridge 1 has 
pointed out, a “good” society cannot be made without 
voluntary' action for social advance, even in what he calls 
a “social service State.” 

The Earl of Cranbrook, a member of the Royal Com- 
mission on Population, was announced to speak on the 
report of that Commission at the annual meeting of the 
Family Planning Association on May 28, but, because of 
delay' in the publication of the report, he gave instead an 
informative and amusing dissertation on the place of volun- 
tary' societies, of which, he said, he had learned a great 
deal while sitting on the Commission. He divided them 
into two overlapping groups— the propagandist and the 
functional. One of the earliest examples of the former was 
the society founded by Wilberforce to combat the slave 
trade. In the functional group the friendly societies were 
among the first. Lord Cranbrook admitted that sometimes 
the voluntary societies were the resort of fanatics — people 
in whose bonnets was such a buzzing that they could hear 
nothing else. But even fanatics, he said, had their purpose ; 
by their countering influences they helped a man to keep 
in the middle of the road, avoiding both intolerance on 
the one hand and indifference on the other, and he said 
that if he had a son who was a research student he would 
counsel him to subscribe to an anti-vivisectionist society 
just to maintain his poise. He had recently visited Ger- 
many, where he was unable to find any voluntary societies, 
with the result that the sort of work which such societies 
did here, and pressure groups did in the United States, was 
done by the various political parties, so that everything 
became more and more a “ party’ ” matter. It is to be 
hoped that t he tendency for local councils, which now 

1 Voluntary Action — A Report on Methods of Social A drar.ee, 194S, London. 
See also leading article in the British Medical Journal, 1945, 2, 792. 


undertake so much of the work begun by voluntary 
agencies, to divide themselves into political groups will 
not have the same result 

Another advantage which Lord Cranbrook found in 
voluntary societies was that they gave earnest people an 
opportunity to put in “ overtime ” for the benefit of the 
community. Many local health authorities have tried as 
far as possible to give the old voluntary organizations a 
place in their schemes, both because the latter had the 
experience and also because the authorities could enlist 
“ sweated ” labour without any pricking of conscience. 
Many people were glad to continue voluntary service ; 
it was not uncommon for volunteers to serve as drivers 
and attendants in ambulance services taken over by local 
authorities. Lord Cranbrook did not develop an idea which 
he left with his audience, that there might be a voluntary 
organization new to this country, which might incur as 
much odium as Wilberforce’s and yet be as successful in 
getting its idea accepted — namely, a society which would 
endeavour to ensure that useful citizens did not grow into 
a useless elderly dotage. 


CLIMATE AND RHEUMATISM 
The effect of climate on the cause and development of 
rheumatic diseases has hitherto been judged mainly by 
popular impressions rather than scientific research, though 
some papers of interest based upon careful observation, 
especially on humidity, were published in the old Journal 
of Balneology and Climatology. A serious obstacle to 
research has always been the difficulty of finding observers 
and persons willing to be kept under strict experimental 
conditions for sufficient length of time. Recently, however, 
the subject has attracted attention in Sweden, and Edstroro 
and his colleagues’ at the University of Lund have studied 
the effect of hot, dry climatic conditions on rheumatic 
patients over a period of six years. A hospital ward of 
two beds was equipped as a climatic laboratory' with double 
walls and ceiling, so that temperature and humidity could 
be maintained at any desired level. 

In this “ laboratory ” sixteen patients in a late stage of 
rheumatic fever and eighteen patients with rheumatoid 
arthritis have been treated, each of them for a period of 
about three months, during which they were not allowed to 
leave the ward for any purpose. The room was main- 
tained at a temperature of 89.5° F. (32° C.) with a relative 
humidity of 35% ; these conditions were found to be com- 
fortable. The authors observed that the skin temperature 
of the extremities became higher and that peripheral vaso- 
constriction was changed to vasodilatation ; the oxygen 
saturation of the blood rose from a level of 51% in a room 
at 68° F. (20° C.) to 82% in the special ward ; the cardiac 
output of normal hearts was unchanged ; and in most 
cases the calorie consumption and the basal metabolic rate 
were also unchanged. Cultures of the throat flora were 
taken in all cases, and ^-haemolytic streptococci were 
present at the outset in eleven of the patients with rheu- 
matic fever and thirteen of the patients with rheumatoid 
arthritis ; in 22 of these patients the streptococci dis- 
appeared. This interesting observation supports the view 
that hot, dry climates may be of benefit in rheumatic 
diseases. The principal effects on the symptoms and 
signs of disease were lessening of peri-articular swelling, 
diminished pain and stiffness, larger appetite, and improved 
circulation. No tendency to recurrence after return to 
normal room temperatures was observed in any case. The 
results of this' remarkable piece of clinical research ar 
of value as a study in ’ > but cannot be of m 
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MEDICAL SCHOOL IN JERUSALEM 

THE HEBREW UNIVERSITY’S NEW FACULTY 
[From a Correspondent] 

The Undergraduate Medical School of the Hebrew University 
of Jerusalem was formally opened by Sir Leon Simon, chair- 
man of the Executive Council, on May 17, in the presence of 
the Prime Minister and other notabilities. The Hebrew 
University has had for many years full teaching faculties of 
science, arts, and agriculture, and before the war was planning 
a faculty of medicine. 

A new hospital of some 300 beds was built on Mount Scopus 
together with laboratories for pathology, bacteriology, parasito- 
logy, and hormone and cancer research. Before teaching could 
be started it was necessary to enlarge the institutes of chemistry, 
physics, and biology, and to provide accommodation for depart- 
ments of anatomy, physiology, and pharmacology. The war 
stopped progress along these lines and post-war disturbances 
slowed down the rebuilding programme. 

At the end of the British Mandate and with the outbreak of 
Arab-Jcwish fighting the university area was completely cut 
off from the Jewish part of Jerusalem and all work there 
came to a standstill. Fearing this development, the Jewish 
authorities had removed as much of the hospital and labora- 
tory equipment as possible into the New City and had fitted 
up temporary accommodation. These makeshift hospitals cared 
for many thousands of sick and wounded in Jerusalem. 

Among the volunteers who helped the Israeli Army during 
the fighting were medical students from many countries who had 
left their work at different stages in their curriculum and who, 
when the fighting ended, either, could not or did not wish to 
return to their former medical schools. The Israeli Govern- 
ment and the University naturally - felt that they were morally 
bound to assist these men to complete their training, and so a 
medical school has been opened in what must surely be unique 
circumstances. As the University still has no access to its own 
buildings all the teaching will have to take place in the present 
temporary quarters. 

Ex-Service men who have passed their second M.B. exami- 
nation are being admitted to clinical courses which will' be 
adjusted to their special circumstances and will lead to a 
degree in medicine. Students who have done most of their 
preclinical work will be given revision courses, which will of 
necessity consist mainly of lecture work, and will proceed to a 
special second M.B. examination. Finally, new students are 
being accepted for the equivalent of a first M.B. course, which 
will extend over two years. 




Return to Mount Scopus 

It is hoped that during the coming months relations witl 
Transjordan may improve sufficiently to enable the University 
to return to its own home on Mount Scopus, where norma 
leaching and research could be resumed. The medical school 
will be quite small, admitting about 50 students a year, anc 
later may accept some dental students also. Buildings still tc 
be erected will cost about £1,000,000, and several years may 
elapse before they are ready for use. The completed medica 
school will be well equipped on modern lines. -The teachers 
are of high standing and extremely keen, and there is every 
reason to hope that the new school will become one of the 
leading institutions of its kind in the Middle East. 

‘ Present prospects for the medical profession in Israel ars 
not bnght There are more doctors in the country than art 
«t‘ : ^ ‘-’cried. The chief medical insurance organization^ the 
Fund, which employs a good many whole-time 
ninne^ IO , SC -, Ve , tfle needs °f the workers in the chief trade 
’ f ’" 55 1 f doctors badly and works them hard. Private 
all tli / 2 in dh‘ng, because all the new immigrants anc 

their " 0men Called up for National Service, anc 

S, c v vt,Z\ Jnn ,l autDrnatical >V made members of the Worker; 
L ,h. n [ he mmtmum number of additional new doctor: 

c , rv ' "fr d b - v ,hs Fund. There is talk of a National HealtV 
to . or - ca mzed by the Israeli Government. Some 
( V, ° .' h f ,s P r °P°; -11 Birna in the Journal of May 1 

nfortl,na, cIy II lie bargaining position of the doctor: 
■ - > "-cal, and there is a grave danger that most of the 


doctors in Israel may have their standard of living reduced 
below that of skilled craftsmen, taxi-drivers' or building 
labourers. It is to be hoped that the Israeli Government and 
the trade union organizations which so greatly influence 
government policy will appreciate that in the long run it is 
wise to maintain the status of medicine as a learned and 
honourable profession. 


CONTROL OF TRYPANOSOMIASIS 

INSECTICIDES AND ANTRYCIDE 

The relation of the recently discovered “ antrycide ” to the 
problem of tsetse-fly disease was* the subject of an address by 
Dr. D. G. Davey, one of the team responsible for the work on 
this drug, at a joint meeting of the Royal Empire and Royal 
African Societies on May 25. 

On the value, of insecticides in general in the control of 
tsetse-fly disease Dr. Davey expressed some scepticism. Both 
D.D.T. and gammexane killed the tsetse fly easily and quickly 
if they were brought into contact with it. Extermination was 
difficult enough even when small pockets of tsetse country were 
being treated, but in continuous stretches of bush extending 
for hundreds of miles it was well-nigh impossible. Work had 
therefore been directed to the discovery of a drug which could 
be given to domestic animals to kill any trypanosomes and 
to protect them from further infection. 

The task of fashioning the drug — very much a patter of 
trial and error — was carried out by a team of biologists, 
synthetic chemists, and biochemists, assisted by hundreds of 
mice, with some rats and rabbits. - Modem drugs, Dr. Davey 
pointed out, were “fine tools that only interfere, as it were,, 
with the free life of the organisms that calise disease, rather 
than cudgels which bludgeon them out of existence.” 

The properties which a drug for this purpose must, possess 
were : (1) the ability to cure animals infected with the disease, 
and, moreover, to cure them with a single dose, preferably 
given under the skin ; (2) an action not confined to one species 
or organism ; (3) a certain flexibility allowing a considerable 
margin of error in its use ; and (4) prophylactic powers. He 
claimed that antrycide possessed these properties in greater 
measure than any other drug. With the co-operation of\ the 
Colonial Office and the Sudan Government,- field trials of 
'‘antrycide had been made in East, Africa and the Sudan, and 
it had been shown that the curative powers of the drug were 
good, that its action extended not only to trypanosomes com- 
monly found in cattle but also to those in horses and dogs, 
that it conferred on treated cattle a protection lasting several 
months, and that it was simple to use. Not sufficient was 
known about antrycide as yet to state its positive failings. 
Only further trials would show what contribution to the 
development of Africa it could make. 

Resistant Strains 

Dr. Davey went on to indicate some difficulties which he 
foresaw. These were not confined to antrycide alone. It was 
possible, for example, - that as the use of the drug extended 
over the enormous territory of Africa strains of trypanosomes 
would be encountered which would behave differently from 
those treated already. Again, the misuse or abuse of antrycide 
might lead to the production of artificially resistant strains. 
Many of the people who would be employed in the administra- 
tion of the drug would be lacking in a sense of responsibility, 
to say the least, and others might be frankly dishonest in 
measuring doses, and, should this happen, then sooner or later 
the trypanosomes would become trained to resist . even full 
doses. -- 

A third potential failing was bound up with this possibility 
of the development of resistant strains. When a drug was 
given to confer ’protection on an animal the protection did 
not last for ever ; the drug was slowly eliminated, and 
eventually a time came when the amount present was insuffi- 
cient to help to kill trypanosomes, yet this very small concen- 
tration of drug might yet be sufficient to influence future 
behaviour to the drug, so that the trypanosomes would be 
trained to resist higher concentrations. 
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At present there 'seemed to be two main ways of settling 
a tsetse area. The first was to try to persuade people to enter 
the area without animals ; this was extremely difficult. The 
other way was to clear the area before the people entered, 
and this was very expensive. Now a third way would become 
possible. People might enter virgin tsetse country with their 
cattle protected by antrvcide. and know that their animals 
would remain fit and healthy for from four to seven months. 
They could then be re-treated and a further period of protec- 
tion obtained, and perhaps a third and a fourth, and during 
this period, covering two years or so, because of the presence 
of people the game would have receded and the reservoir of 
infection would have dwindled. 

Dr. Davey said that he had been particularly impressed 
by an experiment done in Kenya. Just over a hundred miles 
from Nairobi, lying alongside the Mombasa-Nairobi road, was 
a heavily infested tsetse area. In it was a map point — it could 
hardly be called a place — called Kiboko. Cattle were put into 
Kiboko last October, some treated and some untreated. The 
first of the untreated cattle died five weeks after it entered the 
area ; the last was dead within eleven weeks. One or more 
of the treated cattle started to look ill rather more'than four 
months after their entry into the fly area ; many of them still 
looked .fit, and some of them were apparently free of infection 
after six months amongst the tsetse fly. 


ALEXANDER PIGOTT WERNHER MEMORIAL 
TRUST FUND 

In accordance with a scheme approved by the trustees, an alloca- 
tion of £4,000 per annum has been made for the award of 
travelling fellowships or grants in furtherance of the objects 
of the Fund, which are defined as being “ the prevention and 
cure of blindness and deafness in the United Kingdom and 
British Empire, and in particular research in connexion there- 
with by financing medical men and students within the Empire 
to study methods and practices in all countries of the world.” 
These awards will be made primarily for research in ophthalmo- 
logy and otology for periods of up to a year, but grants may 
also be given for short-term visits abroad to study new methods 
of investigation and treatment in these fields. These funds will 
be administered Jby the Medical Research Council, and applica- 
tions should accordingly be addressed to the secretary of the 
Council, 38, Old Queen Street, Westminster, London, S.W.l. 


Reports of Societies 


PREGNANCY AND TUBERCULOSIS 

A joint meeting of the Newcastle-upon-Tyne Obstetrical and 
Gynaecological Society and the North of England Tuberculosis 
Society was held on March 25 in the Medical School, King s 
College, Newcastle-upon-Tyne. 

Professor E. Farquhar Murray, president of the Obstetrical 
Society, was in the chair. He said that, while no one would 
dispute the inadvisability of a tuberculous mother undergoing 
the strain of lactation, the effect of pregnancy on the tubercu- 
lous process and particularly on its ultimate prognosis was still 
obscure. In many cases where termination had been advised 
there appeared to be doubt about the activity' of the disease, and 
even when the disease was active doubt remained about whether 
fermination of the pregnancy was really justifiable or not. His 
considered opinion was that those cases which were going to 
improve did so, and those doomed from the start went steadily 
downhill whether pregnant or not and in spite of treatment. 

After stressing that young women with tuberculosis should be 
advised not to marry' or to become pregnant for at least a year 
after a clinical cure of the tuberculosis, he asked what were the 
criteria of cure. He referred to the teaching that termination 
should be undertaken before the third month but not after that, 
and pointed out that this was illogical. Finally he said that 
a case might be made out for the induction of premature labour 
and forceps delivery in cases of respiratory’ embarrassment, 
particularly in cases with a recently induced artificial 
pneumothorax. 


Analysis of Cases 

Dr. Rowlands said that in his opinion pregnancy had no 
serious influence on the course of pulmonary tuberculosis, 
provided that the patient was treated appropriately both during 
the pregnancy and after the confinement. In the case of a 
seriously ill woman who became pregnant, termination of the 
pregnancy would not prevent a fatal termination of the disease ; 
therefore the pregnancy should be allowed to go to term and 
the child, invariably quite healthy, should be allowed to survive. 

The case records of 67 women who became pregnant while 
suffering from pulmonary tuberculosis had been examined and 
the results tabulated. 


Total 

Cases 

(67) 

Condition at time of 

Following 

Confinement 

Present Condition 



Deterio- 

ration 

No 

Deterio- 

ration 

Disease 

Quies- 

cent 

Disease 

Still 

Active 

Died 

Sputum 

positive 

(32) 

Quiescent 

16 

> 

15 

15 

i 

— 

Active 

16 

12 

4 

4 

7 


Sputum 
negative 
(by direct 
smear only) 

(35) 

Quiescent 

32 

* 

2S 

30 

2 

- 

Active 

3 

3 


2 

1 



The histories of the 16 sputum-positive active cases were dis- 
cussed. They showed that when the disease was advanced and 
treatment inadequate — usually because of the refusal of the 
patient to undergo institutional treatment — deterioration took 
place. This happened with 12 of the patients, and 5 died. Four 
who had adequate treatment during and following the pregnancy- 
continued to make satisfactory progress and eventually became 
quiescent. In the case of one woman, who was delivered of 
an illegitimate child, deterioration and eventual death could 
be ascribed partly to psychological changes. Another of the 
deaths did not take place until three years after the confine- 
ment ; deterioration was not noticed until nearly two years after 
the baby was bom and could not then be ascribed to the effects 
of pregnancy. 

The great majority of the other 51 cases had had treatment 
of one sort or another before they became pregnant, with con- 
trol of the disease in most cases. Where the disease was 
quiescent before pregnancy the risk of breakdown was slight, 
and if it did take place could be checked comparatively easily 
by proper rest and treatment. Only in cases of active open 
tuberculosis was deterioration to be expected, but not more so 
than could be looked for in a comparable stage of the disease 
in non-pregnant women. 

Controlled Investigations 

Dr. Wollaston pointed out that radiological examinations 
at antenatal clinics showed an incidence of tuberculosis no 
greater than in comparable groups. Out of 379 consecutive 
female admissions to sanatoria only 24 had been pregnant within 
the previous twelve months. Breakdown of a quiescent lesion 
during pregnancy could be expected in 7% to 10% of cases, but 
follow-up of female patients whose disease was quiescent on 
discharge from sanatoria revealed a relapse rate of 11.3%. In 
the active cases most writers considered that deterioration was 
accelerated by pregnancy, but Cohen’s deterioration rate of 
30% should be compared with the relapse rate of 34% for all 
female patients discharged from sanatoria. Steward and 
Simmond’s controlled investigation showed no statistical differ- 
ence in the deterioration rate between comparable series of 
pregnant and non-pregn3nt women, in both quiescent and active 
series of cases. 

He considered that pregnancy and child-bearing played little 
part in the onset and relapse of pulmonary tuberculosis. The 
important factors were those governing the management of any 
case of tuberculosis: early and adequate treatment, environ- 
mental and economic factors, and the psychological rea ’ n of 
the mother. Pregnant women should have ’ , n 

to sanatoria so th3t the lesion could be b 
before labour. Collapse therapy should 
ever possible and without delay ; it would 
ter m ination of pregnancy. The strains a 
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and worry, and lack of rest that played so large a part in causing 
relapse were aggravated by child-rearing, and the difficulties in 
bringing up a child must be taken into account when the ques- 
tion of termination was considered. No tuberculous patient 
should bring up a child without help in the home, especially at 
night, for the early months. The mother of the unwanted child 
or the mother who was frightened of pregnancy was far more 
likely to break down than the mother who was anxious to have 
a child ; in the latter type of cases improvement might follow. 

In conclusion Dr. Wollaston suggested that termination of 
pregnancy, because of the effects of pregnancy, was indicated 
only when there was a spreading toxic lesion uncontrollable by 
treatment ; but he thought termination was often indicated for 
reasons indirectly connected with the pregnancy. 

Bone and Joint Tuberculosis 

Mr. Kenneth Stanger said there were four problems to be 
considered in cases of bone and joint tuberculosis associated 
with pregnancy : (1) Was there any evidence of pregnancy 
lowering the general resistance to tuberculosis and predispos- 
ing to the appearance of a skeletal lesion ? (2) Whether preg- 
nancy during the active phase of such a lesion had any 
aggravating effect. (3) If pregnancy occurred rapidly after 
the lesion had been considered quiescent, was there any in- 
creased risk of recrudescence, and, if so, what was a safe inter- 
val to allow before pregnancy ? (4) What were the possible 

mechanical problems which might arise and affect .pregnancy or 
delivery ? 

There were many difficulties in the study of this problem. 
He had had the opportunity of seeing and treating most of the 
cases from Newcastle, Gateshead, and Northumberland for 10 
years, numbering in all over 400 cases, but the number in which 
the relationship of pregnancy to tuberculosis could be con- 
sidered was narrowed to 18 cases. 

These 18 cases were described. In this small series pregnancy 
did seem to diminish the resistance of the patient and predispose 
to an osseous lesion. Pregnancy occurring during the active 
phase of the disease had an aggravating effect, but with careful 
management no permanent ill effects had been noted. In those 
cases of pregnancy occurring within three years of the disease 
being recorded as quiescent, two had been reactivated and two 
were unaffected, one being a case of sacro-iliac tuberculosis 
delivered normally without ill effect. Finally, the mechanical 
problems which might arise, such as a large psoas abscess or a 
lumbar kyphosis, seemed to have no ill effects on the course 
of pregnancy. 

In the discussion which followed, the question of the induction 
of pneumoperitoneum immediately following delivery, in order 
to ensure that the diaphragm did not descend too rapidly, was 
also raised. The general view was that this was an inadequate 
form of therapy and that other methods of ensuring elevation 
of the diaphragm— -for example, phrenic crush — were more 
certain and therefore preferable. 


TUBAL MOLE 

At a meeting of the North of England Obstetrical anc 
Gynaecological Society held in the Algernon Firth Pathologies 
Department, Leeds, on May 20 the chair was taken by the 
president, Mr. S. B. Herd. 

Professor Andrew M. Claye described the case of a palien 
ot S with fever and left-sided abdominal pain five days aftei 
, e ‘ v ery - Conservative treatment was instituted, but three day: 
r ’ as se '' ere P a 'r\ with fever was still present, the abdomei 
' w t c f P aad 2 lef! tubal moIe surrounded by matted gu 
'oni Jib* A”? , r t emoved - The diagnosis was confirmed micro 
id hid the patlent ma de a satisfactory recovery. Shi 
'ut she hiTn a ? e ° U i. S lntrauterine and extrauterine pregnancies 
fesior Chi <• ,? su ^ set ? uent *y had a further pregnancy. Pro 
rnont'w a rip- s > °.5 3en . tl °ned a case of ectopic gestation eigh 
portion of pi h " ri lzat *on by ligating, crushing, and excising ; 
broad licamem ^ 3f " r which thc stumps "'ere buried in th- 

N!' Ur H H Ar.°r E d-' KN d r C [‘ bed 2 of tuberculous cervicitis 
du-ir- n-p~ni d:sci : 5s ' d the spontaneous rupture of the uteru 
re £f. - i ; ln 2 Pnmigravida, and Mr. D. W. Curre 
• t,.„ treatment of stress incontinence. 


Nova et Vetera 


A SUCCESSFULLY OPERATED CASE OF MEMBRANOUS 

OCCLUSION OF THE ANUS IN THE SEVENTEENTH 
CENTURY 

The Justices of Peace in the seventeenth century were not a 
judicial body only ; they acted in many ways like the local 
government authorities of later times. Among their various 
functions was the relief of the poor. According to the Poor 
Law Act, 1601, the parishes had to supply the relief, in cash 
or in kind, and had to appoint the overseers. The general 
supervision, however, rested with the Justices of Peace, who 
had the right to levy rates on the parishes or, when necessary', 
in bigger areas such as Hundreds. 

Among the applications to the Quarter Sessions at Man- 
chester which are preserved in the Lancashire Record Office 
are a number asking for financial support. Some of the 
applicants based their claims on medical grounds. We have 
published two such applications in which it is stated that 
syphilis had been the cause of the distress (Sharpe France and 
Fessler, Brit. J. verier. Dis., 1945, 21, 177). Not only are the 
applications, with their description of illness, interesting from 
the medic a! point of view, but they are important in that 
they give some information about the social background of 
medicine. 

Below is the application* of a man from Chadderton (near 
Oldham), who, in asking for relief and complaining about the 
overseers, traces his poverty back to the expenses which he had 
when one of his children, bom with a deformity, had been 
successfully operated on. It seems that it was a case of mem- 
branous occlusion of the anus. Aggravating his plight was the 
factor that his wife could not feed any of her four babies, 
and that it was necessary' to use a “suckling-box.” The deci- 
sion of the Quarter Sessions is sometimes preserved in a 
marginal note on the application. Unfortunately in this 
instance there is not such a note, and we do not know whether 
the Justices of Peace were impressed by the facts reported in 
the application and granted help. 

Midsummer, 1677. 

" To the Right Worshipful! the Justices of peace and Quorum at the 
quarter sessions at Manchester these 

“ Humbly sheweth that your poore pettitioner John Bcxvvick of 
Chaderton being a very poore man having a wife and fovvre smalle 
children and his wife ncare down lying and the second childe that 
wass borne wass without any Ishu at his fundament which put me to 
great charges for I was forced to sell my clothes and my wifs withal! 
that I could mak any money of which w r ass the first begining of my 
poverty for this strange distemper which my child was afflicted with 
made mee think there as no help which caused mee with the advice 
of iny neybers to send for the minister to crissen my childe, which 
when he came he demanded of me the cause why I sent for him 
the childe being so livly and no syne of death which some neigbour 
women that were in the house declared the cause and did shoe him 
the greefe which when he saw he took the pains to write to Docter 
Potter which when he heard of it he sent his man with all hast 
possible to Docter Hartly of this towne and they were all three at my 
pore house that same night and taking advice one with another with 
my consent they tooke the thing in hand and by the dilligent use of 
means and the blessing of god my child is brought to his naturall 
use of voyding his excriments and forthemore my wife hath not had 
anny suck at all for anny childe that shee hath had but been forced 
to norrish them up with suckling box which hath put me to great, 
unconvenyanc as your 'Worships very well know, and I have beene 
at the overseers offten times but they height me so that I get nothing 
but faire speeches for they very well know my nessisity for it is 
very well know among my neighbours that I have been labonious and 
dilligent in my place to maintaine my family if possibly I could and 
my wife being in this condition I must needs have som woman with 
her till god inable her againe and without some relief I cannot 
therefore I humbly desire your Worships to tak it in to consideration 
and grant me some lykly thing to mentaine my wife and small 
children which otherwise are lykly to perrish and your poore 
petitioner [sic] will pray for your Worships health and happiness.” 

R. Sharpe France, F.S.A., F.R.Hist.S. 

A. Fessler, M.R.C.S., L.R.C.P. 
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A. M. D. writes : Although Dr. Cookson’s main life work was 
centred in the county of Durham he had many friends north of 
the Tweed. His association with Edinburgh began in his student 
days at the University and later was revived when he came as 
an examiner in pathology and also in forensic medicine to the 
Royal Colleges, in each of which he was a Fellow. Those who 
knew him in the early period remember him best as an all- 
round athlete ; he got a triple blue — for hockey, cricket, and 
athletics— and he played hockey for Scotland. This open-air 
interest remained with him throughout his life, when these 
strenuous activities were replaced by an intense enthusiasm for 
angling and for the study of archaeological remains. He had 
an acute and inquiring mind, and in the midst of heavy routine 
duties, of hospital and forensic work, he found time to 
make many interesting observations, only a few of which he 
published. 

In later years increasing work and responsibilities weighed 
heavily upon Cookson, and he longed for quiet and leisure to 
pursue the many problems he had encountered. His retirement in 
1948 was prompted by this desire, which he had hoped to fulfil 
after an extended holiday in Canada, seeing both his sons. To 
one of his activity retirement was merely an occasion for 
further work, for which he was beginning to chafe when he was 
suddenly struck down. Cookson was a blend of great profes- 
sional acumen and refreshing youthfulness. Even in the midst 
of heavy professional work he would interpolate some quiet 
joke. He was a delightful and amusing companion, full of 
quaint stories and pawky sayings, and he loved to act the part 
of his characters, to the great entertainment of his listeners. He 
will be greatly missed by those who knew him and who were 
privileged to be his friends. 


Medico-Legal 


DISINFECTANT IN MILK 


Three Unusual Deaths 


Three premature babies who died in Stobhill Hospital, Glasgow, 
on March 27 were accidentally fed from a bottle containing 
a mixture of breast milk and “dettol.” A formal verdict in 
accordance with the medical evidence was returned at the 
inquiry held before Sheriff Wellwood Johnston on May 12. 

A pupil midwife described how on the evening of March 26, 
after removing a bedpan from one ward, she placed on a corner 
table a bowl of “ dettol ” solution, which she intended to act 
as a deodorant. This was the first occasion on which she 
had done such a thing while at Stobhill Hospital. At the same 
time she removed a similar bowl which contained about 1 dr. 
(3.5 ml.) of expressed breast milk. This she took to the formula 
room on another floor. 

Another pupil midwife collected two bowls containing breast 
milk from two other wards, the milk being taken from the 
mothers of premature babies. She collected at the same time 
from the corner table a similar bowl which was half full of a 
white solution she assumed to be breast milk. -She was wearing 
a mask and was suffering from a cold. 

A third pupil midwife, on the same evening at about 8 p.m., 
went into the formula room and saw that each of the bowls 
contained what she believed to be milk. In one of the bowls 
there was about half a pint (284 ml.) of fluid, but this was 
not unusual. She filled two bottles from that bowl and also 
poured some of the contents into two other bottles which had 
not sufficient breast milk, AH four bottles were then placed in 
a saucepan for sterilizing. 


A staff midwife who had previously washed the four bottle: 
had not used any “ dettol ” ; she also wore a mask. Thi 
nurse in charge of the nursery ward for premature babies madi 
up the ten-o'clock feeds and the sister then tube-fed four babies 
The nurse went on to feed another child who refused to suck 
The sister meanwhile was having difficulty with another baby 
She noticed that one of the tube-fed premature babies wa 
distressed and coughing. The contents of one of the bottle' 

was then found to have an odour of “ dettol.” The obstetrica 
registrar was notified. uostetnca 


Medical Evidence 

Dr. John Henderson found that the fluid in the bottles looted 
like expressed breast milk but tasted and smelt of “ dettol."' 
He immediately treated the four babies by gastric laxagt, 
nikethamide, and the administration of oxygen. Three of tit 
babies died in the course of the morning of March 27. 1ft 
first fatal case was a month-old baby, one of twins, delivered 
prematurely at the end of the seventh month. Another prema- 
ture baby girl was aged only nine days. The third male baby 
was also a small premature child and only four days old. 

He agreed that “ dettol ” was widely used as a disinfectant 
and that in some hospitals it might be used as a deodorant 
Very similar bowls of “ dettol ” were used in the labour room. 
Steps had since been taken to prevent a repetition of this 
accident. A colouring agent had been added to all the supplies 
of “ dettol ” in the hospital dispensary. He thought that the 
mixture the babies were given would be roughly half breast 
milk and half a “ dettol ” solution of unknown strength. 

Dr. Findlay James Ford said that it would be difficult to 
distinguish between a “ dettol ” solution and expressed milk, 
particularly when masks were worn. “ Dettol ” was used so 
constantly in the hospital that everybody became accustomed 
to it : “After you had been in the hospital for about ten 
minutes I don’t think you would even notice the smell.” 

Professor Andrew Allison, who had performed the necropsies, 
presented his report. The first baby weighed 3 lb. 15 oz. 
(1.78 kg.) and had weighed 3 lb. (1.36 kg.) at birth. Deep 
lividity of the back and cyanosis of the lips were noted. 
There was partial atelectasis of both lungs. When the abdomen 
was opened a smell of “ dettol ” was observed ; the stomach 
contained a small quantity of greenish grumous fluid. The 
gastric mucosa showed several small erosions. The appearances 
were those due to an irritant poison and were consistent with 
the ingestion of “ dettol.” 

The second child weighed 4 lb. 5 oz. (1.95 kg.) and had 
weighed 4 lb. 8 oz. (2.04 kg.) at birth. There were the same 
external appearances. Both lungs showed patchy atelectasis, 
and again there was the odour of “ dettol ” when the abdominal 
cavity was opened. At the cardiac end of the stomach the 
lining membrane showed several small areas of congestion. 

The male infant weighed 5 lb. 2J oz. (2.34 kg.) at birth. The 
greater part of the middle lobe and about three-quarters o! 
the lower lobe of the right lung were atelectatic. The 
lung showed patches of atelectasis. There was considerable 
redness at the cardiac end of the stomach. 

He agreed that all three were small premature infants, The 
phrase “ irritant substance ” might perhaps have been usea 
instead of “ irritant poison ” in each report. Whisky vvob 
have been just as fatal to these children. He was not using 
the word “ poison ” within the meaning of the Poisons Ac 
but as something that started a train of circumstances that te 
to death. Any irritant would readily have been fatal with sue 
children. It was well known that “dettol” was relative y 
non-toxic substance, but even so it was not a thing 1° 
administered to newly born or premature children. , , 

Finally Mr. Archibald Robert Jamieson stated that he na 
analysed a sample received from the hospital. This proved 
contain 5% of “ dettol,” 5 to 7% milk, and the remainder wa e • 


Medical Notes in Parliament 


INDUSTRIAL HEALTH SERVICES 

On June 1 Mr. Attlee made a statement on the relationship 
between the National Health Service and the various ne 
services provided in industry which made -a call on in™ . , 
man-power. He said that, to secure that the country s uni 


medical resources were used to the best advantage 
regard to economy, it was essential that these services si 


;hould 

duplica- 


te organized in such a way as to ensure there was no pop 
tion or misdirection of effort. He had therefore appoints . 
advise the Government on this matter, a committee «n 
members were drawn from the industrial field and van 
branches of the medical profession. Judge E. T. Dme n, 
agreed to act as its chairman. He suggested to all branenes ^ 
industry that development of industrial health services snou 
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prompt treatment of the developing case and planned protection among 
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contains the powerful fungicide, phenylmercuncacetate, in aspecial water- 
soluble jelly base. It acts directly against the infecting fungi and maintains 
intimate contact with the seat of infection. Colourless and therefore clean 
to use, Mersagel does not normally irritate the skin and is suitable for the 
patient'3 personal application 
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A potent miotic and inhibitor 
of cholinesterase 


D.F.P. resembles physostigmine in promoting the 
accumulation of acetyl choline in the tissues. But 
the inhibition of cholinesterase by D.F.P. is 
irreversible and occurs at a much lower concentra- 
tion. Clinical trials show that D.F.P. gives pro- 
longed control of intraocular tension in glaucoma, 
and is often effective when other miotics fail. 
D.F.P. also increases the motility of both large and 
small intestines in paralytic ileus and may reduce 
the requirement of neostigmine in myasthenia gravis. 

Available as : 

D.F P. EYE-DROPS-BOOTS. 0.1% solution in arachis oil. 
Bottles of 10 ml. 

INJECTION OF D.F.P.-BOOTS. Sterile 0.1% solution in 
arachis oil. Box of 6 x 2 ml. ampoules. 
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and camphoric acid in balanced combination which affords 

optimal central ami peripheral action. Hyoscine, achnou lodged 
as one of the most cffecliie single agents for the pretention 
of travel sickness, exerts a sedative influence on the higher 
centres and is a parasympathetic depressant, while 
hyoscyamine acts peripherally upon the tagus. 
? 

is a proven remedy for all forms of travel 
sickness, by land, sea or air, and is also widely prescribed for the 
treatment of Meniere's Disease. 
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suppositories: 10 
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ARSENO-BENZOLS, BISMUTH, etc. 

Many substances create some pain on intramuscular 
injection. Novutox injected at the same time will 
prevent this pain. 

Most substances are compatible with Novutox, 
which is also non-destructible to penicillin during 
the time that the latter is undergoing absorption. 

Mixtures with Novutox should be made 
immediately before use ONLY. 
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cuprelnotoxln hd. Other strengths of Novutox contain these 
elements (with or without' epinephrine) In varying proportions. 
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as far as possible tie postponed until the committee’s recom- 
mendations were available He hoped that the committee would 
not take very long to survey the field 
Colonel Stoddsrt-Scott asked whether Mr Attlee would 
extend the inquiry to include the medical service of the Ministry 
of Pensions and of the Ministry of Education 
Mr Attlee said that would delay a decision which was 
needed He agreed that the industrial health services should 
be preserved What was needed was to prevent overlapping 
The members of the committee are Judge E T Dale (chair- 
man) , Mr. John T. Byrne, Electrical Trades Union , Dr T A 
Lloyd Davies, Chief Medical Officer, Boots Pure Drug Co , 
Mr R R Hyde, Director, Industrial Welfare Society , 
Dr Walter Jope , Mr K 1 Julian, Chairman, South east 
Metropolitan Hospital Board , Dame Anne Loughhn, former 
Chairman, T U C , Mr J H Pheazey, Standard Telephones, 
Ltd , Dr L Roberts, Medical Officer of Health, Sheffield , 
Dr A T Rogers , and Sir Geoffrey Vickers, National Coal 
Board The joint secretaries of the committee are Mr F W 
Beek, Ministry of Health, and Mr C H Sisson, Ministry of 
Labour and National Service 


Policy on Sight Testing 

On June 2 Mr Bevan stated that sight testing and the supply 
of spectacles should, as resources allowed, be earned out in 
hospitals and clinics provided as part of the hospital and 
specialist service in charge of ophthalmologists, with opticians 
playing in them their proper professional part Government 
policy was unchanged in this regard 


Port Health Regulations 

Answenng Mr Boyd Carpenter on May 26, Mr Bevan said 
he had no power to prevent persons from landing because of 
infectious disease The Port Health Regulations, 1933 and 
1945, prescribed separately the conditions that, in general con- 
formity with the relevant International Sanitary Convention, 
could be imposed against plague, cholera, yellow fever, typhus 
fever, and smallpox Normally the greatest risk to this country 
was presented by smallpox. If a ship arrived that had, or had 
recently had, a case of smallpox on board, any person suffering 
from the disease was disembarked and isolated Any person 
exposed to infection on board, unless in the opinion of the Port 
Medical Officer that person was sufficiently protected by recent 
vaccination or by a previous attack of smallpox, could be 
(a) offered vaccination and placed under surveillance for 14 
days , or ( b ) placed under surveillance for 14 days without vac- 
cination , or (c) offered vaccination and isolated until the resu t 
of the vaccination is known, and thereafter kept under surveil- 
lance for 14 days from the arrival of the ship , or (a) isolated 
for 14 days after the arrival of the ship 

Requirements (c) and (d) could not be imposed unless the 
Port Medical Officer considered that there was exceptionally 
senous risk of the introduction of smallpox into the country' 
Mr Bevan explained that ‘ surveillance ” was defined in the 
International Sanitary Convention to mean that the persons 
were not isolated but that the health authorities of the places 
» to which they were going were notified ot their coming. 
Port Health Regulauons imposed on such persons obligations 
designed to secure that they could be effectively supervised 
He added that he was considenng whether any further powers 
were needed to check the introduction of infectious diseases 
from overseas 


Chrome Sick in Mental Hospitals 
On May 26 Mr. Yates spoke of the inadequacy of existing 
facilities for the care of the chrome and aged sick m the city 
Of Birmingham, and asked what steps Mr Bevan proposed to 
take to improve these facilities . . . . 

Mr Bevan said, in reply, that the Regional Board had two 
groups of experts investigating the problem, and would take 
further action in the light of their reports Meanwhile, unused 
beds were being brought into use wherever possible and 
arrangements made with the local health authority for home 

Mr ~Yates said that in the past >ear more than 90 aged 
persons, chronically sick, had been admitted to mental hospitals, 
of whom about 17 had died within a month of admission 
Mr Bevan said it should not be assumed that they died 
because they went to hospital They were not in the mental 
hospital as such, but occupied the same physical accommodation 
as other people During the war a great deal of the E MS 
had been housed in separate parts of mental hospitals He 
could not accept the statement that old people were certified 
as mental cases in order to be taken into hospital That was 


a gross and offensive charge against the doctors concerned 
As for the statement that a proportion of the pauents had died 
from heart failure, people had died from that cause for millions 
of years Members should be ashamed of saying that the 
doctors and magistrates concerned with certification were certi 
fying old people who were not “ menial ” 

Asked later by Mr Yates to what extent the Birmingham 
mental hospitals were understaffed, Mr. Bevan said that at 
Wmson Green Hospital the deficiency of female nursing staff 
was 28% and of male 27% At Rubery Hill the deficiency was 
female staff 50%, male staff ml Persistent efforts were being 
made to recruit staff through the Ministry of Labour and by 
local recruiting campaigns and advertisement 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
In Congregation on May 28 the following medical degree* were 
conferred 

VLD. — E B Davies O B Applcyard, F S Carter 
VLB , B Can*-— S G, A- Forsyth (by proxy) 

UNIVERSITY OF LONDON 

The following candidates have been approved at the examination 
indicated 


" * %1 1*1 E E\ans E Fay- 

izi ■ * H Reran. ie G YVestbury, 

J McP Ashley, F R. St C 

As h im, Rosemary E. Barker, 

June E Bartlett, R.W A C Barton, K, L. Batten, D F Bedford, Janet B Bell, 
B S Bendetb, N G L Bennett, Margaret V Bickerton, S HI Birchett J A- L 
Bonnell, E F Bowers, T K. Brandreth, T B Brewm, J G Bnce J A. C Brown 
R. MacL Brown, F.na. K. Bruck, J M Brudsneli, R- Burtles, P Bun, Mana J 
Cahn, June D Cain, E J M Campbell, K.J M Canuthers, R. H. Camnhers, 
L S Cars tarn, J K, Carter, M J Catton, D Charles, B G B Christie, J 
Colquhoun, M. B Comerford, Annette M L Constantin, P B Cook, G A. 
Coombs, W E Cooper R. E. Cotton, K. J Covell D N Cow, W H Cralke, 

I B Crawford, June D Cros3, Phylhs A. M Crozier, Patricia Q Cume.J A. DafT, 
A. J Davies, Margaret K- Douglas, Romola D Dunsmore, R N Ebbing, D A 
Ellerton, I L Evans, I B T Evans, J H. Evans, H B F Fairley, S Fernando, 
Doreen C Finch, B L Finer, Margaret M F FitzPamck, Barbara J Fleming, 
P Flintan M O Forster, A. W H. Foxell, Yvette A P Franklin, P N Gai, 
P S Gardner, L K. Garstin, E Gellatiy, D D Gellman, H. J Giwelb R. YV 
Glenn, J LS Gould, S K. Gould, N D Gower, A A Graham, J M, Graham, 
P J Grant, J T Groves, G W Hadfield, \E H Handoll, R. Handy M J 
Hannan, Josephine Harper, J W S Hams, A Herxheimer, N U Higgins, 
J F Hindle, J M Hinton, J J B Hobbs A. C S Hobson, J P S Hodges, 
H- Hollis, Margaret A- Holroyde, Margaret C Horder, P Howard, A. J C Hyde, 
Margaret O Jago, D T R. James, O James, J L. Jams, D G Jenkins, R. L. 
Jiilett, YV Johnson, A. Jones, J A, B Jones, J F Jones, E R. Jordan, D YV 
Kennard, Sylvia Kershaw L. C Kreeger, Ursula M Kynoch, B S Larag, J M 
Lancaster, M. Lauchlan, L. F Levy A- J Lewis, VI J Iannett, C J Lucas, 
Elizabeth G S McDowall, A. E McLauchlan, A- K Mant, ARC Margetts 
Joan Marshall, M- D Mehta, G H. C Vlelotte A H Mendoza. G G MeyneU, 
L Michaels, D D Miller, Margaret R. Miller, O T LL Morgan D D B Moms, 
V C Moms, VI R. Muriey, C H. N eaves, G F New bold, R. G Nicholson, 
K. C Nyman, P O Oliver, JC I Padget, YV K. Pallister VL C Peterside A H 
Phillips, N H- Porter, Betty E Powe, F J Powell, D L Fryer, Colette L Rauha 
P A Reed, H H Richards, A E Richardson, P Roberts Margaret Rogers 
F C Rose, I P Ross, S S Rowell Man an YV Ruscoe, J L. Russell, a J 
Salmon. K- VI Saunders, P D Saville, Muriel J Scudamore G T Smedley 
D YV Smith, R YV Smithells, G J Sophian , VI H. Southall, Jean P Spalding. 
G C Squires E J Stafford, H. B Stafford Kemp Loraa C. Stanfield, H 
Stem dale J A* B Stewart, A G I Stockley, D Scubicgton, M H Symes 
Pamela C Tatbam, A- W Taylor, B Taylor, Brenda A. Taylor, G B Taylor, 
J B Taylor, E T Thomas, K D W Thomas, R. G Thomas, J \f Titmas, 
D O Topp, RitaD C Tozer, J C L Wade C S Ward, Catherine A YVamck 
JAG YVatson, J R. Watson, VL A. YVeUer J H. McV YVhite YV YYTnttmgham. 
D R. C WdlcoL, J D Williams, J L Williams, Molly T YVilhams F Wilsor 
Josephine P Winter, W J Wright, F R. K. Wngley 

1 With honours. 2 Distinguished in hygiene and forensic medicine 3 Dis- 
tinguished in mediant 4 Distinguished in applied pharmacology and therapeu jes 
6 Distinguished in surgery 6 Distinguished in obstetrics and gynaecology 


The Services 


The Emperor of Ethiopia has conferred the Hade Selassie I 
Military Medal with one Palm upon Lieutenant-Colonel (Temporary) 
C B Drew, MBE, RA MC, in recognition of distinguished 
services in the cause of the Aides 


The Socialist Medical Association has proposed a syllabus for a 
two year basic training in nursing The emphasis is on practical 
training rather than on teaching the nurse theoretical knowledge 
which she may never need to use Dr Hugh Gainsborough points 
out in a foreword that “a nurse does not need to memorize the 
names of pancreatic enzymes in order to care for a patient suffering 
from carcinoma of the pancreas’* He also advocates postgraduate 
education for ward sisters 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 21. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for * (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, 
(d) The 1 3 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 
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948 (Corresponding Week) 
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Measles* 
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Puerperal fever . . 
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Relapsing fever 














— 

Deaths 











Scarlet fever 
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■ 1 and v. hooping-cough Arc not notifiable in Scotland, and the returns 
.re an jppruiimalton only 

. i tro.n n.casics and scarlet fever for England and Wales. London 
.rat.se c, ‘.r.t>L u.dl r.o longer be published. 

rranary icrrr for England and Wales, London (administratis c 
-rd Northern Ireland. 

. — -ter cf deaths Irctn pol.cmyelitis and polio-encephalitis for England 
rt. Leu-, n f A-..T cnatratise county}, arc combined. 

' P-erper-1 tr.er for England and Wales, Eire, and Northern Ireland, 


' EPIDEMIOLOGICAL NOTES 
Discussion of Table 

In England and Wales there was an increase in the notifications 
of scarlet fever 115, measles 115, and acute pneumonia 35. 
There was a decrease in the incidence of whooping-cough 82 
and dysentery 22. 

A small rise in the incidence of scarlet fever occurred in most 
areas, and there were no large changes in local trends. The 
increased incidence of measles was mainly contributed by the 
south midland counties the largest rises were Middlesex 101 
and Nottinghamshire 80, and the largest decrease was in York- 
shire West Riding 51. 

There were decreases in the notifications of whooping-cough 
in Warwickshire 48 and Yorkshire West Riding 43. 

There was a decrease of 6 in the notifications of diphtheria 
in London and an increase of 5 in Lancashire and in Durham. 

Of the 55 cases of dysentery 23 were notified in Lancashire 
(Oldham C.B. 15 and Liverpool C.B. 6). Three cases of small- 
pox were notified from Cornwall, Liskeard R.D. 

In Scotland there was an increase in 'the notifications of 
measles 36 and of acute primary pneumonia 32. There were 
decreases in the notifications of scarlet fever 40 and dysentery 
16. In Glasgow a rise of 21 in the notifications of acute primary 
pneumonia was recorded, and in this city 14 of the 19 cases of 
dysentery were notified. 

In Eire notifications of whooping-cough increased by 30, while 
a decline was reported in the incidence of primary pneumonia 
12 and measles 19. 

In Northern Ireland there were decreases in the notifications 
of measles 19 and whooping-cough 11. 

Week Ending May 28 

The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,233, whooping-cough 
2; 611, diphtheria 100, measles 9,583, acute pneumonia 485, 
cerebrospinal fever 39, acute poliomyelitis 19, dysentery 85, 
paratyphoid 8, and typhoid 4. 


Medical News 


Locum Register for Tuberculosis Work 

The National Association for the Prevention of Tuberculosis has 
set up a Locum Register where names will be kept of doctors look- 
ing for temporary positions in clinics and sanatoria, together with a 
brief note of their medical qualifications. Those who want locum 
work of this kind are asked to write to the N.A.P.T. Locum Register, 
Tavistock House North, London, W.C.l, giving the necessary details 
and, if possible, a telephone number. 

Waiting-list for Mental Defectives 

The North-East Metropolitan Regional Hospital Board reports that 
there is a serious shortage of hospital accommodation for mentally 
defective patients. In that region there is a waiting-list of over 
400 ; at the present rate of admission to the existing accommodation 
those at the bottom of the list are unlikely to be admitted in less than 
8 to 10 years. The mental health committee of the board has recom- 
mended the board to obtain permission from the Minister of Health 
to start erecting temporary accommodation immediately for at least 
200 patients. There is also a long-term project for building more 
permanent accommodation. 

Special Diets for Invalids 

Doctors who have not received a copy of the Ministry of Food’s 
memorandum Med. 2 (Revised 1948), which describes the 'arrange- 
ments for granting extra rations and priority allowances of food to 
invalids and people needing special diets, may obtain it from the local 
food office. 

Pharmaceutical Society 

Mr. H. Clement Shaw, of T. C. Cornwell Ltd., has been re-elected 
president of the Pharmaceutical Society of Great Britain for twelve 
months. Mr. J. F. McNeal and Mr. W. Spencer Howells have been 
re-elected vice-president and treasurer respectively. 

Croydon Executive Council Chairman 

Dr. S. A. Forbes has been appointed chairman of the Croydon 
Executive Council, and has therefore resigned his chairmanship of 
the Croydon Local Medical Committee. The new chairman of the 
committee is Dr. R. N. Deane, and Dr. H. H. A. Elder is vice- 
chairman. 



June 11 , 1949 


MEDICAL NEWS 


Bxmsa 

Medical Joouxal 


1059 


Public Health Salaries 

The salary offered for the post of assistant medical officer advertised 
by Merthyr Tydfil in this issue of the Journal conforms to the 
scale recommended by the B.M A. It is the first to appear since the 
ban was imposed on advertisements not in conformity with that scale, 
and which continues until the local authorities have indicated that 
they will enter into negotiations on new scales. 

Hospital Cots 

Referring to the case of a baby that died from a dislocated 
neck after squeezing his head through the bars of a hospital cot, the 
Minister of Health has asked hospital boards and committees to take 
steps to prevent a similar occurrence in their hospitals, such as 
lashing two-inch twine netting to the bars of cots. Meanwhile new 
cots should not be purchased unless the maximum space between 
bars is 3^ ins. and the minimum space 3 ins. 

Visited Sweden 

Professor Alan Moncrieff, Director of the Institute of Child Health 
(University of London), has recently visited Sweden at the invitation 
of the medical faculties to lecture in Stockholm, Uppsala, and Lund. 

For Cancer Research 


Ambulance Radio 

The first ambulances in the United Kingdom to be fitted with 
radio for emergency calls and general control are being used in 
Guernsey. Radio apparatus has been installed in five St. John 
ambulances on the island, and radio calls to ambulances near the 
spot enable seriously ill patients to be rushed to hospital or to a 
doctor in a matter of minutes. Each of the five ambulances is able 
to keep in touch with the others or with headquarters, and over 4,000 
calls have been dealt with in the twelve months that the ambulances 
have been operating. 

National League of Hospital Friends 

Since the Health Service started, local Leagues of Hospital Friends 
or similar voluntary organizations bearing other names have been 
formed with the purpose of maintaining personal interest in hospitals 
and their patients. The organizations have now formed the National 
League of Hospital Friends to provide a centre through which they 
can exchange information and advice. Individuals as well as local 
leagues may join the National League. Lord Luke is president, Lady 
Monckton honorary treasurer, Mr. J. P. Wetenhal] chairman, and 
Mr. R. F. Millard acting honorary secretary. A survey recently 
made by the British Hospitals Association show’s that some SCO 
hospitals have the interest and support of 175 leagues. 


The British Empire Cancer Campaign has granted £1,865 to 
Oxford University to be used for cancer research in the Dyson 
Perrins Laboratory. 

British Medical Graduates in the U.S.A. 

The American Alumni of British Medical Schools, formed in 1940, 
has recently been incorporated under the laws of the State of New 
York. Its functions are to serve the interests of graduates of British 
schools of medicine. Doctors who are graduates of schools within 
the British Commonwealth of Nations, including the Irish Free 
State, and who wish to join this organization should communicate 
with Dr. Theodore Meltzer, secretary, 123 East 37th Street, New 
York City, 16. 


Rest for Nurses 

The following “ rest-break houses " for nurses and midwives have 
been opened under the management of the Council for the Provision 
of Rest-break Houses for Nurses and Midwives (106, St. Clement’s 
House, London, E.C.4): Barton House Hotel, Barton, New Milton, 
Hants (accommodation for 48); Drygrange Hotel, Melrose, Rox- 
burgh, Scotland (accommodation for 28, to be increased to 55); 
Peveril House, Buxton, Derbyshire (accommodation for 27). Appli- 
cations for accommodation should be made direct to the wardens of 
the houses. These houses are intended to provide a rest for tired 
nurses and midwives whose health might break down ; they are not 
for convalescents or holiday-makers. Sick leave should be granted 
with the appropriate pay when a nurse or midwife stays at a rest- 
break house, but those using the houses will not normally be eligible 
for sickness benefit under the National Insurance scheme. 


R.S.M. Photographic Unit 

The photographic unit of the Royal Society of Medicine was 
founded in December, 1945, with the aid of a generous grant from 
the Rockefeller Foundation. The short-term policy of the unit was 
to assist in the rehabilitation of medical libraries which had been 
damaged owing to the war. It has supplied, with the agreement of th® 
publishers concerned, whole volumes or issues of out-of-pnnt medical 
periodicals on microfilm. The unit can now serve other organizations, 
as well as Fellows of the Society, on a basis of non-profit-making pay- 
ment. It can do photographic work other than micro filming, such.as 
the making of a film strip, lantern slides of all sizes, , direct positive 
prints from x-ray negatives whether in the form of shdes, pnnts,_or 
microfilm, enlargements of clinical photographs, and the making 
of colour transparencies on 35-nun. film. Tn addition clinical 
photography of patients and specimens can be undertaken. 

Shortage of Doctors in U.S. Forces 
The' United States armed Forces estimate that by July 31, 1949, 
they will face a shortage of 1,600 doctors and 1,160 dentists. By 
December, 1949, the deficiency is expected to be .,200 doctors and 
1,400 dentists. The Secretary of Defence, Mr. James Forrestal, has 
therefore opened a national campaign _ to obtain volunteers from 
among the younger doctors and dentists who were educated at 
Government expense or who were deferred from military service 
because of their status as medical or dental students. Of approxi- 
mately 18.000 doctors who were given Government grants while 
students, only some 10,000 served with the Forces; several thousand 
more men were deferred in order to continue their education. 
Volunteers will be expected to serve for at least twelve months, and 
will receive S100 per month in addition to prescribed pay and 
allowances. As far as possible volunteers will be employed in posts 
for which their abilities suit them. 


Milk from Hospital Farms 

Though the Milk and Dairies Regulations, 1926-43, do not apply 
to hospital dairy farms, the Minister of Health considers that the 
hygienic requirements prescribed in. them should 6e complied with 
where possible. At present the State Veterinary Service will con- 
tinue to carry out tuberculin testing and clinical examination of herds 
at hospital farms which up to July 5, 1948, were licensed for the 
Production of tuberculin-tested milk, as well as the clinical examina- 
tion of herds which were licensed for the production of accredited 
milk and of any herds not so licensed. Local authorities have been 
asked to take at least twelve samples of milk a year from each of 
the herds at hospital dairy farms for examination by the methylene- 
blue test. Boards of governors and hospital management com- 
mittees should arrange for at least one sample to be taken every three 
months for biological examination for organisms of tuberculosis and 
for examinations for Brucella abortus. The services of the Ministry’s 
milk inspectors are available on request. 

Central Council for Health Education 

At its quarterly meeting on April 28 the Central Council for Health 
Education approved a plan for holding a conference on the objects 
and methods of health education on Nov. 8 and 9. Dr. Robert 
Sutherland will spend September and October in the U.S.A. studying 
the methods of health education there under the auspices of the 
Rockefeller Foundation. 

London Irish Golf 

The winners of the competitions held by the London Irish Medical 
Golfing Society at Sunningdale on May 26 were: Embryo Cup, 
Dr, J. T. McCarthy; Nelligan Cup, Dr. W. Houston. 

wins 

Dr. George James Irvine Linklater, formerly chief executive school 
medical officer for Edinburgh, left £1,367. Dr. Samuel Robert 
Hunter, of Dunmurry, Co. Antrim, left £35,896. Dr. Francis Henry 
Swindon Curd, who was responsible for much of the early work 
on paludrine and antrycide, left £709. Dr. Donald Hugh Cameron, 
of Sheffield, left £5,724. Dr. Norman John Boulton, of Kintbury, 
Berks, left £17,231. 


COMING EVENTS 

Birmingham Consultants’ Meeting Cancelled 
The general meeting of consultants in the Birmingham Region, 
announced to take place on June 11, has been cancelled. 

Conference on Maternity and Child Welfare 
The National Association for Maternity and Child Welfare 
will hold its annual conference at Friends House, Euston 
Road, London, N.W., on June .22, 23, and 24. The general 
theme of the conference will be ** The Effects - of Recent 
Social Legislation on Mothers and Children,” which will be discussed 
in relation to health, education, and welfare. The Minister of Health 
will deliver an address at the close of the conference, which 
will be opened by Dr. Charles Hill. Other speakers will include 
Dr. E. FC. Macdonald, Dr. Nora YVattie, Dr. Barbara Bailey, Mr. 
G. H. Sylvester, Mr. Douglas Houghton, MT., and Dr. May Baird. 
Visitors will be welcome either to the whole conference or to single 
sessions. Full particulars can be obtained from the secretary of the 
association, 5, Tasistock Place, London, W.C.l. 
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Golf Competition 

The annual competition for the North Manchester Medical Golf 
Cup will be held at Manchester Golf Club, Hopwood, near Middle- 
ton, on June 29. The cup is awarded to the player returning the best 
net score over eighteen holes. The entrance fee is 7s. 6d. Inquiries 
should be addressed to Dr. J. A. Strachan, 566, Broadway, 
Chadderton, Lancs, on or before June 25. 


Addison Lecture 

r' The third Addison Lecture will be delivered in the physiology 
theatre, Guy’s Hospital Medical School, London Bridge, S.E., on 
Thursday, June 23, at 5 p.m., by Sir Henry Dale, O.M., F.R.S., on 
“ Thomas Addison — Pioneer of Endocrinology.” The chair will be 
taken by Sir Herbert Lightfoot Eason, and applications for tickets 
should be made to the Dean, Guy’s Hospital Medical School, 
London, S.E.l, by Thursday, June 16. 


International Congress of Biochemistry 
The 1st International Congress of Biochemistry .will be held at 
Cambridge on Aug. 19-25. Information may be obtained from 
the Honorary Organizer, Lieut-Col. F. J. Griffin, 56, Victoria Street, 
London, S.W.l. The Congress is in twelve sections: (1) Animal 
Nutrition and General Metabolism: Chairman, Sir Jack Drummond, 
F.R.S. ; Secretary, Dr. L. J. Harris, Sc.D. (2) Microbiological 
Chemistry: Chairman, Dr. M. Stephenson, Sc.D., F.R.S. ; Secretary, 
Dr, E. F. Gale, Sc.D. (3) Enzymes and Tissue Metabolism: Chair- 
man, Professor R. A. Peters, F.R.S. ; Secretary, Dr. D. M. Needham, 
Ph.D., F.R.S. (4) Proteins: Chairman, Dr. K. Bailey, Ph.D.; 
Secretary, Dr. R. R. Porter, Ph.D. (5) Clinical Biochemistry : Chair- 
man, Professor E. J. King; Secretary, Dr. E. N. Allott. (6) Structure 
and Synthesis of Biologically Important Substances: Chairman, 
Professor A. R. Todd, F.R.S. ; Secretary, Dr. B. Lythgoe, Ph.D. 
(7) Cytochemistry : Chairman, Professor J. N. Davidson ; Secretary, 
Dr. Charity Weymouth, Ph.D. (8) Biological Pigments: Oxygen 
Carriers and Oxidizing Catalysts: Chairman, Professor D. Keilin, 
F.R.S.; Secretary, Dr. E. F. Hartree, Ph.D. (9) Hormones and 
Steroids : Chairman, Professor F. G. Young ; Secretary, Dr. F. L. 
Warren, Ph.D. (10) Chemotherapy and Immunochemistry : Chair- 
man, Sir Charles Harington, F.R.S.; Secretary, Dr. T. S. Work, 
Ph.D. (11) Plant Biochemistry: Chairman, Dr. C. S. Hanes, Ph.D., 
F.R.S. ; Secretary, Professor T. A. Bennet-Clark. (12) Industrial 
Fermentations: Chairman, Mr. H. J. Bunker, M.A. ; Secretary, Dr. 
P. W. Brian, Ph.D. 


SOCIETIES AND LECTURES 


Monday 

Edinburgh University. — At Physiology Lecture Theatre, University 
New Buildings, Tcviot Place, Edinburgh, June 13, 5 p.m., “ The 
Microscope: Origin and Evolution by Dr. Douglas Guthrie. 

London ■ University College. — At Physiology Theatre, Gower 
Street, W C, June 13, 4.45 p.m., "Selective Toxicity with Special 
Reference to Chemotherapy," by Professor Adrien Albert. 

Medical Society of London, 11, Chandos Street, Cavendish Square, 
W. — June 13, 8.30 p.m., Films: " The History of the Cinema Film 
in Methane "Angina Pectoris”; and “Removal of Foreign 
Doihes from the Eye." 

Tuesday 

1 -tiiute of Urology. — At St. Paul’s Hospital, Endell Street, 
London. W C , June 14, (1) 11 a.m., " Gonorrhoea in the Female," 
\ b>’ Dr W N Mascall ; (2) 5 p.m., " New Growths of the Bladder 

«■ (Benign)." by Mr C. H. Mills. 

London: University College. — At Physiology Theatre, Gower 
Street. W C , June 14, 5.15 p.m., " Muscular Contraction.” by 
Professor A V Hill. 

Wednesday 

iNsruurr of Urology — At St. Paul's Hospital, Ended Street, 
London. W C , June 15, (I) 11 a.m., " Vulva-vaginitis in Children," 
bs Dr \\ N Mascall ; (2) 5 p.m., “ New Growths of the Bladder 
iyia.igiumtX" by Mr. C. H. Mills. 

Nuioncl llt\Rr Hospitxl: Royal Society of Medicine. — At 
1. V. i m pole Street, W., June 15, 5 p.m., "Withering,” St. Cyrcs 
Lecture be Professor K. D. Wilkinson. 

i’tic sic cl Socit ty * Colour Group. — At Institute of Ophthalmology, 
", l; dd Street, London, W C., June 15, 4 p.m.. 46th Science Meeting. 

Ti.e I lister v u f Artists' Pigments," by Dr. H. J. Plenderleith. 
rol.oAcu b> dibCUssion. 

N'-i sr London II. initial Mediccl School. — At Medical Society of 
r°r‘‘." n ‘ U Chandos Street, W., June 15, 8.30 p.m., “Surgical 
ire.trentnf Congenital Pulmonary Stenosis.” Second Alexander 
• mp , n-Snutb Memorial Lecture by Mr. R. C. Brock. 
v‘. J r 1 '' snr L'n: of Microbiology, St. Mary’s Hospital 

1 ■ Paddington, W. — June 15, 5.30 p.m., "Treatment 

A't’-rra." bv Dr. Leon Unger (Chicago). 


Thursday 

Dreadnought Seamen’s Hospital, Greenwich, London, S.E.— 
June 16, 3 p.m., demonstration by Mr. D. M. Cooper. 

■ Harveian Society of London. — At Royal College of Surgeons oi 
England, Lincoln’s Inn Fields. London, W.C., June 16, 7.15 for 
7.30 p.m., Buckston Browne-Gray Hill Annual Dinner. 

Institute of Urology. — At St. Paul’s Hospital, Ended Street, 
London, W.C., June 16, (1) 11 a.m., “ Systemic Gonorrhoea." b) 
Dr. A. H. Harkness ; (2) 5 p.m., “ Congenital Defects of the 
Testicle and Epididymis,” by Mr. Harland Rees. 

London:- University College. — At Physiology Theatre, Govter 
Street, W.C., June 16; 4.45 p.m., “Some Aspects of Nitrogen 
Metabolism in the Mammal,” by Dr. J. S. Bach. 

Royal Society of Tropical Medicine and Hygiene, 26, Portland 
Place, London, W. — June 16, 7.30 p.m., Annual general meeting, 
-induction of new president; Professor H. E. Shorn, and presenta- 
tion of Chalmers Gold Medal for 1949; film, “ Chagas ’ Disease," 
shown by Dr. R. V. Talice (Montevideo). 

St. George’s Hospital Medical School, 'Hyde Park Comer, 
London, S V W. — June 16, 4.30 p.m., "Neurology," lecture- 
demonstration by Dr. A. Feiling. 


Friday 

Biochemical Society. — At Department of Chemistry, The Uni- 
versity, Nottingham, June 17, 2 p.m., 277th meeting. 

Middlesex County Medical Society. — At Central Middlesex 
Hospital, Park Royal London, N.W., June 17, 3 p.m. 


Saturday 

London Association of the Medical Women’s Federation.— A t 
Queen Mary’s Hospital, Carshalton, Surrey, June 18, 3 pan., 
clinical meeting. 


APPOINTMENTS 

Loder, R. E., M.B., B.Ch., D.A., Specialist Anaesthetist, Peterborough Area, 
East Anglian Regional Hospital Board. 

Salpield, Derek J., M.D., Assistant Psychiatrist, Crichton Royal Menial 
Hospital, Dumfries. 

Schroeder, Bernard, M.B., Ch.B., D.P.H., Assistant County Medical Officer. 
North Riding of Yorkshire County Council, Medical Officer of Health, Whitby 
Urban District and Whitby Rural District. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Allen. — On May 23, 1949, in London, to Judy (n<*c Collins), wife of Richard 
A. Allen, M.B.. B.S., a son. 

Jackson. — On June 5, 1949, at Oxford, to Barbara (n<5e Bonsey), wife of 
'Dr. C. R. S. Jackson, a son. 

Keppicb. — On May 31, 1949, at Bristol, to Enid, wife of Dr. Refer H, Keppich, 
a son — Mark Arnold. 

Lanckner. — On May 23, 1949, at East London, South Africa, to Dr. Helena 
(nde Taylor), wife of Dr. J. R. Lauckner, Lovedale. C.P., South Africa, a 
son. 

Maricn. — On May 28, 1949. at Thorpe Coombe Hospital, to Joan, wife of 
Dr. E. A. W. Manen, a daughter — Angc’a Isabel. 

Messer. — On May 27, 1949, to Olive (nde Dawson), wife of Basil Messer. M.B , 
BS., J, Undcrchffc Sweet, Bradford, a son . 

Rayner. — On May 28, 1949. at Queen Elizabeth Hospital. Birmingham, to 
Dr. Mary M. Rayner (ndc Dale) and Captain C. Stephen Rayner, Royal 
Signals, a daughter — Juliet Mary, a sister for Christopher, 

Roberts. — On May 25, 1949, at St. Chad's Hospital. Birmingham, to Margaret 
(n£c Holloway), wife of Dr. Keith D. Roberts, a daughter — Diane Mtrguentc 

Thornley. — On June 1. 1949. at Manchester, to the wife of Mr. Roland Thomlcy. 
F.R.C.S.Ed.. a son. 

Whitehousc.— On May 26. 1949, at Queen Mary’s Maternity Home, Hampstead. 
to Joan L. (n 6c Tully), wife of Dr. Dennis Whitehousc, a son — Peter John 


i DEATHS 


Fletcher. — On May 23. 1949. at ” Bcechwood,” Work.ngton, Isaac Fletcher. 

M.B., C.M., D.P.H., J.P., m his S6th year. 

Fox.— On June 1. 1949, Campbell Tilbury Fox. M.R.CS., L.R.C.P., of 
**St. Margaret's,” The Avenue, Littlcstonc, Kent, and late of Ashford, Kent, 
aged 77. 


Frost. — On June 1, 1949. at 3, Parksidc Road, Reading, Augustine Thomas 
Frost, O.B.E., M.B., B.Ch., Lieutenant-Colonel, R.A.M.C. (ret.), aged 71. 
Grayling. — On May 31. 1949. Arthur Grayling, M.B., late of Forest Hill. 
London, S.E., aged 91 years. 

Henderson. — On June I. 1949. John Henderson, M.D., F.R.F.P.S., Professor 
of Medicine m St. Mungo's College. Glasgow, from 1913 to 1947. of 6- 
Newton Place. Glasgow. 


McAllen. -On May 31, 1949. at ” The Thatched Cottage,” Llanwcm, Mon- 
mouthshire, Thomas John McAllen. M.B.. BCh., of Pontypool. 

MacLeod — On ApnJ 30. 1949. at Sydney, New South Wales. Charles Gordon 
MacLeod, M.D.. F.R.A.C S. 

Roscnbloom. — Suddenly, on June 1. 1949. at Western Infirmary. Glasgow 
Alfred Roscnbloom. M.B. Ch.B.. D.T.M.. Colonel. I.M.S. (ret.), aged 46. 
beloved husband of Leah Roscnbloom. M.B., Ch.B. 


Shannon.— On May 28. at 253. Green Lancs. Pa'mcr’s Green. London. N.. 

Frederick Shannon. M B . Ch.B . aged 64. 
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Any Questions ? 


Zorrespondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
chick should be typed. We publish here a selection of those 
juestions and answers which seem to be of general interest. 

Bee-slings 

Q , — What are the current views on bee-stings? What is 
known about the nature of the venom ; single and multiple 
slings : anaphylaxis or hypersensitivity, and any other possible 
complications? What is the best treatment? 

A. — The poison-gland system of a bee consists of a small 
alkaline and a larger acid' gland. Bee venom is a complex 
substance which, it is suggested, contains histamine and a 
rombination of lecithin with basic radicals somewhat resembling 
apotoxins and cantharidin. It does not contain formic acid. 
A single sting as a rule causes only a slight local reaction, but 
if it occurs on the tongue or fauces it may cause oedema of the 
glottis. Some people, usually as the result of repeated stinging, 
become allergic to the venom, and this will result in a large 
painful swelling at the site of the sting with or without a 
;eneralized urticaria; in highly sensitive subjects generalized 
angioneurotic oedema, severe dyspnoea, coma, and death may 
nccur. Death may also occur in non-sensitized subjects from 
txtensive multiple stinging. The sting should be gently removed. 
Local therapy consists in the application of alkali soap, weak 
ammonia, sodium bicarbonate solution, methylene blue, alcohol, 
calamine, or an antihistamine or analgesic ointment. For the 
milder urticarial reactions an antihistamine drug or ephedrine, 
or a combination of the two, should be given. For the severe 
allergic reactions, and for the collapse due to multiple stinging, 

5 to 10 minims (0.3 to 0.6 ml.) of adrenaline should be injected 
and repeated as necessary. 

Oestrogens at the Menopause 

Q.—Wilt hormone therapy preserve the secondary sexual 
characteristics of women at and after the menopause and pre- 
vent loss of youthful form, atrophy of the breasts, etc. ? Are 
there any dangers (for example, of carcinogenesis) in prolonged 
administration of sex hormones ? 

A. — Oestrogens preserve secondary sex characters to a limited 
extent in women. They prevent atrophy of the breasts afld of 
the tissues of the genital tract, and in some women at least they 
increase libido, which tends to wane with advancing years. 
Their elfect on the texture of skin and hair and on bodily figure 
is, however, less definite, and they do not significantly modify 
the general process of ageing. The danger of prolonged admini- 
stration of oestrogens is that they stimulate the uterus ^ to 
undergo hyperplasia and cause irregular and heavy uterine 
haemorrhage ; they m 3 y also stimulate the epithelium of the 
breasts to unnatural activity. Although oestrogens have been 
shown to be carcinogenetic under certain circumstances in 
animals, they have never been proved to cause cancer in the 
human being, and the risk of this was probably exaggerated 
in the past. They are nevertheless powerful stimulants of the 
epithelium of the female genital tract, and their prolonged 
administration might prove an activating factor in the presence 
of a precancerous lesion or of an inherent susceptibility to 
malignant disease. 

Loss of Ultra-violet Transparency 

Q . — Can you provide me with any data concerning the rate 
°f loss of transparency to ultra-violet rays in the quartz of a 
mercury arc lamp ? 

A.— The conversion of quartz into its isomers tridymile and 
cristobalite, which are opaque to ultra-violet irradiation, starts 
as soon as the burner is put into use. This deterioration occurs 
most rapidly during the first 500 hours of use, and then takes 
place more slowly. In the older models after 1,000 hours of 


use the intensity of radiation would be about one-half of the 
original, but in the latest electronic-discharge types only about 
20% of the irradiation would be lost in this time. Most burners 
are fitted with a rheostat by which the intensity of the arc can 
be increased as the burner grows old, thus maintaining its out- 
put. The questioner is referred to Morris's Medical Electricity 
(Churchill, 1946, p. 262) and Kovacs's Electrotherapy and Light 
Therapy (Lea and Febiger, Philadelphia, 1945, p. 352). 

Salt Intake and Peptic Ulcer 

Q. — Has any research been done on the excessive intake of 
sodium chloride as a factor in the causation of peptic ulcer ? 

I recently came across four cases of this complaint in which 
the patients were said to have an undue partiality for salt. 

A. — From time to time work has been done on the possible 
relationship between salt intake and peptic ulcer. Apart from 
the irritant effect of large doses of salt frequently administered' 
— a factor which seldom arises — the conclusion is that sodium 
chloride plays no part in the aetiology of peptic ulcer. 

Extrasystoles 

Q . — Are attacks of extrasystoles always due to sympathetic 
overaclion ? I have in mind a man of 42 who suffers from 
attacks of continued extrasystoles, sometimes passing on to 
auricular fibrillation. There is no history of rheumatism or 
venereal disease, and the heart is norma! between attacks. These 
occur about twice weekly and last from two to three hours; 
they are induced by changes of temperature and also by pain, 
and are aggravated by cigarette-smoking. 

A. — The description given is typical of frequent prolonged 
bouts of extrasystoles in a person with an otherwise normal 
cardiovascular system. In some such cases the only means of 
differentiating these attacks from auricular fibrillation is by an 
electrocardiogram taken during the phase of irregularity. These 
bouts are usually accentuated by infection, tobacco-smoking, 
fatigue, pain, etc. It is not necessarily due to overaction of the 
sympathetic nervous system, but is a functional condition of 
the myocardium, and, indeed, attacks in some people may be 
induced by overaction of the vagus. The prognosis is good and 
such patients may live to a ripe old age. 

The following treatment may be tried in varying combina- 
tions : quinidine 3 gr. (0.2 g.) three times a day, alone or com- 
bined with strychnine ; potassium sails, such as potassium 
acetate 30 to 60 gr. (2 to 4 g.) four times a day, and potassium 
bromide 10 gr. (0.65 g.) three times a day ; phenobarbitone 
i gr. (32 mg.) three times a day. The patient should be re- 
assured and told that the attacks are of no importance and that 
they may be ignored. If, however, attacks of this kind have 
been proved by electrocardiography to be due to auricular 
fibrillation the condition will probably become established 
unless preventable by quinidine, and the outlook is corre- 
spondingly more serious. In this case digitalis (which may 
increase the incidence of exlrasystoles) will have to be used 
for persistent fibrillation. 

Precipitating or Delaying Menstruation 

Q. — Can anything be done with safely to (a) precipitate, or 
(6) delay the onset of, a menstrual period? A woman who is 
to be married on June 12 had her last period on May 19 ; her 
cycle is irregular, with intervals of about three weeks. 

A. — Injection of neostigmine, 1 mg. daily on three successive 
days, sometimes precipitates the onset of a period which is 
overdue, but it is not likely to bring one on prematurely. In 
the case in question the patient is already in the luteal phase 
of the cycle, so that the best hope of deferring menstruation is 
lo give daily intramuscular injections of 10 mg. of progesterone, 
starting not less than three days before the expected onset of 
the next period — that is, about June 3, The injections will have 
to be continued so long as postponement of menstruation is 
desired, and the flow can be .expected within 4S hours of suspen- 
sion of treatment. Oral therapy with ethisterone is not usually 
powerful enough to defer a period, and, since continuation of 
injections is likely to be impracticable, there is much to be said 
for leaving well alone. This is particularly true in this case, 
because (a) if ’the patient's present cycle is a three-weekly one 
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the next period should begin about June 6 and should be 
finished, or nearly finished, by the time of the wedding ; ( b ) the 
irregularity of menstruation makes it difficult to time any treat- 
ment designed to change the time of onset ; (c) the excitement 
of marriage and preparation for it may well precipitate or post- 
pone menstruation. Even if the dates of marriage and menstrua- 
tion clash, it should be no great tragedy. Deferment of coitus 
for two or three days, when the initial emotional excitement of 
marriage has passed, may favour rather than hinder the early 
establishment of happy sexual relations. 

Resistant Skin Condition 

Q, — Could you suggest diagnosis and treatment for an 
atrophic condition of the skin of the hands in a man aged 38? 
He is inclined to be over-conscientious in his work, which -is of 
a sedentary nature, but has no definite neurotic traits. The skin 
is dry, cracked, and flaking, and the affection is limited to the 
.back of the fingers and the web area between the fingers. Thi 
condition varies much in severity ; exacerbations are heralded 
by the appearance of small white nodules deep in the surface 
of the skin. Two independent dermatologists have suggested a 
functional element, with no definite diagnosis, and prescribed 
phenobarbitone, but this has been ineffective. 

A. — The use of the term “ atrophic ” is probably inaccurate. 
It does not tally with the “ white nodules ”• — by which is 
presumably meant the deep vesicles of pompholyx — or crack- 
ing and flaking of the webs between the fingers. It is unlikely 
that two dermatologists would suggest a functional disturbance 
for an affection that was atrophic. With such loose termino- 
logy it is difficult to suggest a diagnosis, but the condition is 
probably a constitutional eczema. The question of adjustment 
to environmental conditions at home and work may need 
further attention. Fractional doses of x rays and bandaging 
the fingers independently at night, with Lassar’s paste as a local 
application, are suggested. Soap and water and unnecessary 
cleaning of the hands should be avoided, liquid paraffin being 
used for cleansing purposes. It is important to be certain that 
there are no contacts outside work which may be causing 
trouble, as gardening, photography, or other hobbies and 
occupations. 

Coronary Occlusion and Local Heat Therapy 

Q. — A patient aged SO had a coronary occlusion eleven 
months ago ; he has recovered and is now back at office work. 
He suffers from an old lumbago and I would like to try infra-red 
rays — is there any contraindication ? 

A. — If the patient is capable of a full day's work at his office 
his former coronary occlusion is no contraindication to infra-red 
ray treatment for his lumbago. His heart should be able to 
stand the increased circulation of blood induced by local appli- 
cation of heat to a small area, with the resulting vasodilatation 
and lowered peripheral resistance. 

Sensitivity to Sulphonamides 

Q ~ls n possible to desensitize an individual who is hyper- 
sensitive to sulphonamides ? A man aged 74 took prontosil 
for it cold in 1934 ; six months later he had prontosil again, 
but after taking two tablets in 48 hours swelling of the lips 
' tongue and soreness^ of the mouth developed. Six months 
' ( le [ r [ etl a Sain and with similar results. A fortnight ago, 
j .r incision of the gum for extraction of an unerupted tooth. 
u tablet of penicillin was inserted. Some degree of the same 
sunptoms ensued, and it was found that 1 gr. (65 mg.) of 
sutphapyruline was combined with the penicillin. Can any- 
uiing be done to enable hint to take sulphonamide compounds ? 

. A.— Stomatitis and glossitis sometimes accompany the “drug 
te\cr" type of reaction to sulphonamide drugs. The occur! 
rencc of these symptoms as the sole evidence of hypersensitivitji 
•' un< mmmon, though it has been reported. It seems probable' 
tii.it glossitis of this type is not due to hypersensitivity in the 
narrow sense of the word ; it has been suggested that it is 
related to an alteration in the bacterial flora of the mouth or 
to a conditioned vitamin deficiency. • Desensitization to sulphon- 
uiuidc-, has teen carried out, but the process is arduous for the 
fiticnt and would certainly be unjustifiable at the age of 74 
• ears. Ke-ort must be made to penicillin when infections need 
vO-itr.q. 


NOTES . AND COMMENTS j 

» Spread of Tuberculosis by Books. — Dr. R. Hardy (Kingston-upon 
Hull) writes : Dr. T. Parson (May 7, p. 832) is obviously dissatisfied 
with the answer given in “ Any Questions ? ” (April 2, p. 601) to a 
correspondent’s question on this subject. I want to refer him to 
the Lancet (1943, 1, 81), where editorial comment was made and 
a short review of the then available literature was given, both with 
reference to the tubercle bacillus in books. To recapitulate briefly, 
C. R. Smith ( Amer . Rev. Tuberc., 1942, 46, 549) specially studied 
the transmission of infection from books, papers, etc., and found 
that the bacillus was viable from 2 up to 15 weeks in the dark a 
room temperature, but only for a few days in room light. Printer’! 
ink did not affect survival rates of the bacillus, which lived as lonj 
on printed as on plain paper. In paper made from wood pulp th< 
pH value of 5-6 was below the optimum for cultivation of thi 
tubercle bacillus; in other words the medium was too acid for grovrtl 
and propagation. “Book quarantine” — storage of books for fou 
weeks on a dry book-shelf — was advocated as being effective in th 
disinfection of naturally contaminated books. Smith’s conclusioi 
was that the risks in lending-libraries were not very great. McCartne; 

( Lancet , 1925, 2, 212) had already expressed a similar view, regardinj 
books as insignificant transmitters of infection relatively to othe. 
fomites. Well-worn books, especially when read by children or i 
handled by infants, are potentially infective not only in regard ti 
tubercle but to a variety of other infections. They should be (am 
invariably are) weeded out continually from public and othe 
lending-libraries. The problem is less important by far as a public 
health problem than the potential transmission of infections £rou 
crockery, cutlery, glasses, etc., used communally in cafds and publi 
houses, and should be viewed in that light. Greater risk of infectioi 
by tubercle (and *' droplet ” infection at that) may be incurred during 
a 3-hour cinema or theatre show on almost any winter evening than 
by perusal of the most dilapidated book from the library shelves. 
And in the case of books “ terminal ” disinfection of hands can 
at least be done by the more fastidious of bibliophiles. 

Vaccine Lymph. — Dr. David Sacks (London. W.9) writes : I was ' 
surprised to read (May 7, p. 818) of the methods of expulsion of 
vaccine lymph from capillary tubes. The methods suggested, both by 
the Ministry of Health and Dr. O. H. Bowen, seem to be rather 
cumbersome. My method consists of snapping off both ends of' the 
capillary tube with a pair of scissors which have been passed through 
a flame, applying one open end to the patient’s linear scratch and 
the other end to my lips. A slight expiration and presto I the lymph 
is expelled. I cannot see the point of using sterilized teats, hypo- 
dermic syringes, etc., for this very simple procedure. Is sterility 
desirable for the patient’s or the physician's safety 7 My father has 
been practising this method for 30 or more years, and neither he nor 
I have had anything but excellent results. A complete vaccination, 
including the linear scratch, the lymph expulsion, and the application 
of a piece of strapping over the area takes two minutes by this 
method. 

Absorption of Mercury. — Dr. Marie C. Stopes (Dorking) writes: 
Concerning your reply to the question about the absorption of 
mercury by women using contraceptives containing it (“ Any 
Questions ? ” May 14, p. 879), may I say that very many years 
ago when I first started my work I found that women were danger- 
ously ill, some even died, because of using compounds of mercury 
as contraceptives ? I therefore profoundly deplore the recent 
recurrence of a much advertised commercial product containing 
mercury, for, although it may not injure ail women, it certainly 
injures some. Your last sentence, saying that the risk would be 
increased ‘‘in cases in which the remains of the contraceptive were 
not removed by douching,” also grieves me, for douching after 
coitus is a deplorable habit with bad psychological as well as 
physiological results, and we find it best, after over 25 years’ experi- 
ence, to advise against all douching. It is never necessary if the right 
bland suppository is used. 
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THE SECRETARY REPORTS 


THE TOWN AND COUNTRY PLANNING ACT 

'cAfter July 1, 1948, all development of land (unless specially 
^exempted) will attract a development charge which will be. 
"assessed by and payable to the Central Land Board. 

Development, for this purpose, includes building operations 
‘[such as enlarging a house or the erection of a new house, and 
"material change in the use of land or of buildings such as the 
"use of a house as an office. In general, anyone who effects a 
^change in any of these senses will need planning permission 
i before proceeding, though certain minor operations and changes 
: of use do not require permission. Information on whether 
i planning permission is needed and forms of application, when 
•’ required, may be obtained from the local council offices. 

If development which requires planning permission is carried 
’ out without such permission, the new structure may be required 
to be pulled down or the change of use of land or building may 
hate to be discontinued. 

The amount of development charge payable is determined by 
the Central Land Board. This board has established regional 
offices throughout the country, the addresses of which can be 
obtained from the local council offices. Broadly, the develop- 
ment charge will be the difference between the value of the land 
or building for its existing use and its value with permission to 
carry out the development. 

The general effect of the Act is to take away development 
value from the landowner and to provide compensation for 
those who under the scheme mentioned below are entitled to 
such compensation and who before June 30, 1949, submit claims 
for the loss of that development value. When all claims have 
been received and examined the global compensation sum of 
£300 million set aside by the Government will be the subject 
of a scheme of distribution which Parliament will be asked 
to approve. Payments from the fund will be made not later 
than June 30, 1953, in the form of negotiable Government 
stock. The claims for payment must be sent to the Central 
Land Board before June 30, 1949, on a special form — Form S.l 
—which may be obtained from the offices of any county, 
borough, urban, or rural district council. In the L.C.C. area 
the application form may be obtained from the County Hall, 
Westminster Bridge, London, S.E.l, or in the City of London 
from the Town Clerk’s Office, 55-61, Moorgate, London, E.C.2. 

Mo payment from the compensation fund can be made unless 
the development value is (a) more than £20 per acre and 
(h) more than one-tenth of the restricted value. The restricted 
value for this purpose is the market value of the interest in 
the land restricted to its existing use. The term “ existing use ” 
includes, among other things: 

fa) the rebuilding, enlargement, improvement, or alteration of any 
building existing on July 1, 1948, so long as its size is not increased 
by more than 10%, or in the case of a bouse 1,750 cubic feet* if 
that be greater ; 

(b) the rebuilding, enlargement, improvement, or alteration (with 
similar permissible increase) of a building destroyed or demolished 

since Jan. 7, 1937 ; 

(c) the use as two or more separate dwelling houses of any build- 
ing used on July 1, 1948, as a single dwelling house; 

(d) the change of use within certain classes of purpose (e g., a 
grocer’s shop to butcher's shop, a cinema to a theatre). 

Exemptions 

Certain changes of use arc not regarded as development for 
the purposes of the Act where the new use is for a purpose of 
the same class as th e existing use. One of the classes with in 

•This is the size of an average garage. 


which such a change is exempt is prescribed by the Minister of 
Town and Country Planning as follows: 

Class XVr . — Use (other than residential!}') as a health centre, a 
school treatment centre, a clinic, a creche, a day nursery or a dis- 
pensary, or use as a consulting-room or surgery unattached to the 
residence of the consultant or practitioner. 

Other classes of interest to the profession are : 

Class XV. — Use (other than for persons of unsound mind, mental 
defectives, or epileptic persons) as a convalescent home, a nursing- 
home, a sanatorium, or a hospital. 

Class XVII . — Use as a hospital, home, or institution for persons 
of unsound mind, mental defectives, or epileptic persons. 

It appears from this, for example, that the conversion to a 
health centre of a consulting-room or surgery unattached to 
a practitioner's residence would not be regarded as a material 
change of use incurring a development charge. 

The Minister has expressed the opinion that the use by a 
professional man, whether a doctor or dentist, of one or two 
rooms in his private dwelling for the purpose of consultation 
with patients would not constitute a material change in the 
residential character of the existing use so long as the pro- 
fessional use remains ancillary to the main residential use, 
though the use of the same house wholly for professional 
purposes would be another matter. 

While the use of one or two rooms in a doctor’s house for 
surgery purposes does not constitute a change of use sufficiently 
material to attract a development charge, the conversion of a 
bouse into a nursing-home or guest-house may incur liability 
to a development charge. 

Application for Compensation 

Some owners who have no intention of doing anything to 
their property may regard it as unnecessary to apply for 
compensation. The view has been expressed that in such cases 
it would be wise to submit a claim if there is a potential 
development value. For example, a house situated in a main 
street may be worth double its value if converted into a shop. 

The better view, perhaps, is that a medical practitioner who 
considers that his land (which includes the buildings on it) has 
a potentially higher value for use for a different purpose than it 
has for its existing use would be well advised to submit a claim 
for compensation before June 30, 1949. 

To sum up, the State now owns the value of all development 
rights in land. A buyer of land who gets permission to develop 
will (subject to exceptions) have to pay a development charge 
to the State. It follows that he should not pay a development 
charge to the landowner as well as to the State by paying him. 
more than the land is worth for its existing use. If the land- 
owner has lost the development value of bis land he may 
receive a compensation payment from the State. A person who 
buys land above existing use value and who fails to obtain 
planning permission for further development will be out of 
pocket on the deal. Most compulsory purchases — for example, 
by local authorities or others with statutory powers of com- 
pulsory acquisition — are, broadly speaking, to be at existing 
use value. 

The provisions of the Act and the various regulations made 
under it are complicated, and many points of difficulty which 
will arise may later come before tbe courts for authoritative 
interpretation. In a summary within the limitation of this page 
it is only possible to deal with broad general principles. For 
the individual case, the best course for those who seek to claim 
compensation or who are in doubt about their position is to use 
the services of a qualified surveyor or other person profes- 
sionally experienced in the valuation of land for the purpose 
of making their claims. 
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TERMS AND CONDITIONS OF SERVICE OF 
HOSPITAL MEDICAL AND DENTAL STAFF 
• (ENGLAND AND WALES) , 

1. Consultants (Whole-time) 

(a) Main Scale for Consultants, including Dental Consultants 

(1) Consultants appointed at age 32 or over (subject to -(3) 

below) : 

£1,700 x£ 125-£2, 075 x£150-£2,375x£125-£2, 750 per annum. 

(2) Consultants appointed at age 31 or earlier shall start at 

£1,550 or £1,400 respectively. 

(3) Consultants first appointed after age 32 : 

the board shall have discretion to fix the starting salary 
at any of the four next incremental points in the scale, 
(i) by reason of age, special experience, and qualifications, 
or 

(n) by reason of age alone, where seniority has been lost 
because of service with H.M. Forces, 
providing that the starting salary shall in no case be 
higher than the consultant would receive on age alone. 

(i>) Special Distinction Awards 

Where a special distinction award is granted, the value 
attaching to it (£2,500, £1,500, or £500 per annum) will be paid 
as an element of remuneration additional to the main scale and 
will be superannuable. 


2. Other Senior Officers (Whole-time) 

(a) Senior Hospital Medical Officers — senior officers perform- 
ing clinical duties who are not of consultant status but are not 
registrars ; and 

(b) Senior Hospital Dental Officers — senior officers perform- 
ing clinical dental teaching duties in dental hospitals or depart- 
ments who are not of consultant status but are not registrars : 

£1,300 (at age 32)x£50-£l,750 per annum, 
the position on this scale to be determined by age (subject to 
paragraph 12 (6) below). 

(c) Medical Superintendents and Deputy Medical Superinten- 
dents Medical superintendents and deputies will be paid a 
salary consisting of — 

(i) for that fraction of their time given to clinical work: 

the same fraction of the whole-time salary of a consultant 
or senior hospital medical officer according to their grading, 

plus (u) for that fraction of their time given to administrative 

work 

the same fraction of the appropriate rate for hospital 
administrative staff. 


Where, however, a whole-time officer is engaged almost 
wholly in clinical work and gives only a small proportion 
of time to administrative duties, his appropriate clinical 
remuneration shall not be affected. 


3. Registrar Grades (including Dental) (Whole-time) 
Junior Registrar : posts obtained normally not less than 
f nL ' * e3r after registration as a medical or dental practitioner 
'ind held normdly for one year only: 

£670 per annum. 

Ih) Registrar posts obtained normally not less than two 
'Lars after registration as a medical or dental practitioner and 
nc.d normilh for two years : 

t "‘' per annum in the first year; 

-iUJO per annum in the second and any subsequent years. 
to Registrar: posts obtained normally not less than 

' L ; 1 I rs ,ncr registration as a medical or dental practitioner 
nc. a normally for three years * 

tlfCO per annum in the first year; 
i-l ICO per annum in the second year; 
a!.2CO per annum in the third year; 
a!. *10 per annum in any subsequent years. 


Notes ; As each grade of post demands a distinct level cf 
ability and experience, holders of registrar posts shall not pro- 
ceed from one grade to another by automatic promotion. A 
registrar in a lower grade will be considered' on merit, along 
with other applicants, for a vacancy in a higher grade. 

A Senior Registrar subsequently appointed to a Registrar post 
will be* paid the higher salary appropriate to the Registrar grade 
(i.e., £890 per annum) whilst he holds the post in that grade. 


4. Other Grades (Whole-time) 

(n) House Officer (including Dental); 

£350 per annum for the first post held ; 

£400 per annum for the second post held ; 

£450 per annum for the third and any subsequent post 
held ; \ 

with, in each case, a deduction at the rate of £100 per annum 
in respect of board and lodging and other services provided. 
Each post shall he tenable for six months. 

The Minister will be prepared to authorize, in exceptional 
circumstances, salaries up to £50 per annum higher than the 
standard rates specified above where a post cannot be filled 
otherwise. 

(b) Junior Hospital' Medical Officers — officers who have held 
house appointments but who are not registrars, and who have 
less responsibility than other hospital officers of non-consultanl 
status : 

£700 (for an officer appointed not less than two years 
after registration as a medical practitioner) x£5O-£l,O0C 
per annum. 

5. Part-time Appointments 
(a) Part-time Consultant Appointments 
The board shall assess in terms of hours per week what it 
the average amount of time required by an average practitionei 
to perform the duties attaching to the post. In assessing the 
average amount of time to perform the duties attached to the 
post the board shall take into account out-patient clinics, ward 
rounds, operating sessions, laboratory work, and so on in theii 
hospitals, including occasional visits to outlying hospitals foi 
consultation, diagnosis, or operative work. The board shah 
also include time given — e.g., as consultant adviser to the board 
on special branches of the service or by way of “ pastora: 
visits ” to outlying hospitals — and time necessarily required ir 
travelling between home or private consulting-room (whichevet 
is the nearer) and the hospital or hospitals served (unless the 
journey is one which the consultant would undertake irrespective 
of his work for the board). There shall be excluded from the 
computation any element of time for emergency calls by con* 
sultants to patients in the beds in their charge (except where 
any exceptionally heavy liability to recurring emergency wort 
of this sort is anticipated), or for committee work, or for the 
care of private patients in pay-beds or as out-patients. Then 
shall also be excluded time required for domiciliary consulta- 
tions for which special fees are payable (see paragraph 8). 

This aggregate number of hours per week shall be expressec 
as a number of notional “ half-days ” per week. The numbei 
of notional “ half-days ” shall be arrived at from the aggregate 
of hours so assessed, by dividing the total by 31, the consultani 
being given the benefit of the marginal overlap, as follows: 

No. of notional half- 
No. of hours weekly days on which salary 

will be reckoned 


Over 

and 

up 

to and including 7 . . 

2 
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A new treatment 

for Insect Mies and stings 


B.M. A; EXHIBITION 
HARROGATE . 
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The present tendency to ascribe the painful effects of insect 
bites and stings to the action of histamine has suggested the use of antihistamine therapy in 
alleviating the symptoms. 

Encouraging results have been obtained with ' Anthisan ' administered orally. Rapid 
reduction of the wheal formation and relief of painful symptoms have been experienced 
in the majority of cases. 

Failure to respond to ' Anthisan ’ is an indication for the substitution of the more powerful 
antihistaminic, ' Phenergan '. 

Some measure of relief can be secured by the local application of ’Anthisan’ Cream. 


'PHENE II GAN' 

promethazine hydrochloride 

Oral : Containers of 100 and 
500 x 0.025 Gm. tablets 


trade 

rrcrk 

trend 


mepyramine maleate 


' 3 MTHIQ 5 N ' oral ; °- 05 Gm - a 0J0 Gm - tablets 

J , 1 n 1 3 in containers of 25. 100 &500 

treat mar< trend 

Topical : Containers of l oz. and I lb. 

2 per cent, cream 

Oi/R MEDICAL INFORJS.AT10N DUlStON V/ILL B£ PLEASED TO SEND 
COPIES OF THE MEDICAL BOOKLETS ‘ ANTHtSAN ’ AND ' PHENERGAN * 
ON REQUEST 





manufactured fa/ 

MAY & BAKER LTD 

distributors : PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD., DAGENHAM 
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Within six to ten hours of the initial 
injection a remarkable change occurs 
in the megaloblastic marrow of perni- 
cious anaemia. The nuclei of the 
megaloblasts become smaller and in 
32 to 72 hours the megaloblastic picture 
has become normoblastic. 

Neo-Hepatex is a non-toxic, highly frac- 


tionated, proteolysed extract of liver con- 
taining 10 microgrammes of Vitamin Bij 
per ml., estimatedhy a combined method 
of paper chromatography and micro- 
biological assay, using Lactobacillus lac- 
tis Dorner. Each batch is controlled by 
clinical tests on hospital cases of true, 
uncomplicated Addisonian anaemia. 


Detailed Literature 
on request , 


Ampoules of 2 c.c. in 
boxes of 3 and 25. 


Rubber- capped bottles 
of 10 c.c. and 25 c.c. 


Made in England at The Evans Biological Institute 

ffr2EOOCJ\lL SUPPLIES LTD. LIVERPOOL and London 





UCU'LCj. 


EUKffllR M 


(preparation of dl-2-dimethylamino 4 : 

- 4 diphenylheptane-5-one hydrochloride) 

ELIXIR METHADON (SMITH) is a palatable 
preparation containing as its active ingre- 
dient 2.5 mgm. per fluid drachm of 
Methadon, the high potency synthetic 
analgesic. Methadon has proved effective 
in relieving a wide variety of painful 
conditions and administration as elixir has 
definite advantages. 

DESCRIPTIVE LEAFLET ON REQUEST 

Elixir Methadon (Smith) is available in 
4-oz. and 16-oz. bottles and is exempt 
from purchase tax. It is within the 
regulations of the Dangerous 
Drugs Acts. 


AND AT 
LONDON 8c 
GLASGOW 





jiXAUSFlELO CHEMICAL WORKS • EDINB^RCH^ 



FEMERGIN 

ERGOTAMINE TARTRATE H.P. 

for the specific treatment of 

THE MIGRAINE ATTACK 


Relief from the excruciating pain is obtained in 
approximately 90 per cent, of attacks of true 
migraine by the subcutaneous injection of 4-1 ml. 
Femergin, given as early as possible in the attack. 
In mild cases 2-4 tablets taken sublingually may 
prove sufficient to abort the attack. 



§ A IV SMI Z PRODUCTS LIMITED 

'134 Wigmore Street, London, W.l 
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The part-time salary shall be the following proportion of the 
whole-time salary appropriate to the consultant concerned: 


, / number of half-days , one-quarter of number of half-days 

'! n ~ n 

' 'Or 

i - number of half-days , one-quarter of (11 — number of half-days) 

: n 1- n 


whichever is the less, together with the same proportion of the 
value of any distinction award held by him, the total being 
subject to the maximum referred to in (d) below. 

(6) Part-time Appointments as Senior Hospital Medical Officer 
or Senior Hospital Dental Officer 
The above formula for arriving at part-time salaries shall be 
applied to all part-time appointments as Senior Hospital Medical 
Officer or Senior Hospital Dental Officer. 


(c) Part-time Registrars 

In the case of part-time appointments in the registrar grades, 
i • the number of notional half-days on which the salary is 
reckoned shall be arrived at as in (a) above. The part-time 
salary shall be the following proportion of the whole-time 
salary appropriate to the registrar concerned: 

number of half-days 
11 

subject to the maximum referred to in (d) below. 

(d) Maximum Remuneration for Part-time Appointments 
The maximum remuneration for part-time appointments 

under (a) and (f>) above shall be 9J elevenths of the whole- 
time remuneration (including the value of any distinction award) 
appropriate to the officer concerned ; and for part-time appoint- 
ments under (c) above shall be 9 elevenths of the whole-time 
salary appropriate to the officer concerned. 

Where a practitioner holds part-time appointments with more 
than one board or hospital management committee which 
together do not constitute a whole-time appointment, this maxi- 
mum shall apply to the aggregate remuneration from all the 
boards or committees concerned. 

This maximum shall not, however, include payments made 
in respect of exceptional consultations performed for a board 
with whom the practitioner is not in contract, payments made 
in respect of work as locumtenent, and payments for domiciliary 
consultations, referred to in paragraph 8. 

(e) In special circumstances a board, with the Minister’s 
consent in each case, shall have discretion to offer a higher 
rate of part-time remuneration than that normally applicable. 


• 8, Domiciliary Consultations 

(а) No additional payment shall be made for domiciliary con- 
sultation by whole-time officers. Part-time officers shall be 
paid on the following basis: 

Fee for consultation, 4 guineas, with an additional fee of 

(1) 2 guineas where any operative procedure other than 
obstetric is undertaken or- where the officer uses his own 
electrocardiograph or portable x-ray apparatus ; 

(2) 4 guineas for an obstetric operation ; 

the additional fee of 2 guineas or 4 guineas to be payable once 
only in respect of each patient for the current illness. 

(б) Boards shall make payments, additional to the fees set 
out above and to the normal travelling and subsistence expenses, 
of 1 guinea for a journey to a place over 20 and up to 40 road 
miles distant, 2 guineas for a journey to a place over 40 and up 
to 60 road miles distant, and so on, with an additional guinea 
for every 20 miles. 

(c) The maximum remuneration under this head (excluding 
travelling and subsistence allowances, additional mileage pay- 
ment, and fees for the use of the officer’s own apparatus) shall 
be 200 guineas in any quarter or 800 guineas in any year, which- 
ever the officer prefers. 


9. Clinical Consultants engaged in Teaching of Medical or 
Dental Students 

1. (a) Holders of whole-time clinical posts in medical or dental 

schools, and 

(b) Teachers (including part-time clinical professors or heads 
of university clinical departments) who devote a large 
portion of their time to university work, 
shall hold honorary (unpaid) appointments with the appropriate 
hospital board or boards, but, like other consultants, shall 
receive from the boards payment of appropriate expenses for 
hospital work, and shall also be eligible for distinction awards. 
An officer under (6) above will receive that proportion of the 
value of a distinction award which corresponds to the propor- 
tion of the whole-time salary attaching to his teaching post. 

2. Part-time Clinical Teaching Posts 

Consultants performing teaching duties concomitantly with, 
or separately from, their clinical work shall be remunerated by 
hospital boards like other consultants (including distinction 
awards and expenses) in addition to any remuneration they may 
receive from the university or school in recognition of their 
teaching duties. 


6. Exceptional Consultations 

Consultants who have no contract with the board, but who 
are called in exceptionally to hospitals or clinics for a special 
visit (e.g., because of their unusual experience or interest) shall 
be paid at the rate of 5 guineas per visit (including any opera- 
tive work, etc.). This, however, shall not apply to retired con- 
sultants who hold honorary (unpaid) appointments in respect 
of exceptional calls on their services of this kind (see 
paragraph 15). . 

A general practitioner not on the staff of a hospital but 
called in exceptionally to render a specific service in emergency 
shall be paid at the rate of £2 per visit, unless the service 
rendered falls within his terms of service under Part IV of the 
Act 

7. Locum tenens Arrangements 

Payment at the rate of 5 guineas per half-day shall be made 
to a locum engaged by a board during a consultants temporary 
absence when it is impossible to arrange for his work to be 
adequately performed by other members of the board s staff 
within the terms of their contracts of service. 

A locum engaged by a board or hospital management com- 
mittee during the temporary absence in similar circumstances 
of a Senior Hospital Medical Officer, a Senior Hospital Dental 
Officer, or a genera! practitioner holding an appointment of the 
kind described in paragraph 10 (b) shall be paid at the rate of 
21 guineas per notional half-day. 


10. General Practitioners on the Staffs of Hospitals (Part-time) 

(a) General Practitioner Hospitals ( Cottage Hospitals) Other 
than Maternity Hospitals 

Remuneration" in respect of services rendered other than those 
paid for by the Executive Council: the hospital management 
committee shall create a staff fund by making a payment of 
£25 per annum for each bed (other than private pay-beds and 
maternity beds) occupied on the average in the hospital, the 
fund to be shared among the general practitioner staff as they 
may themselves determine. 

(b) Part-time Medical Officers at Convalescent Homes. General 

Practitioner Maternity Hospitals, or Other Types of 
Hospital Where no Other Rate is Appropriate 
£175 per annum per weekly “ notional ” “ half-day ” up to a 
maximum of £1,575 per annum, the “half-days” being 
assessed as in paragraph 5 (a). Where, however, the number 
of “ notional ” hours weekly is 2 or less the remuneration 
shall be determined as follows: 

1 hour or less ... ... ... ... £50 per annum 

over 1 hour but not more than 2 hours £100 per annum 

II. General Dental Practitioners employed at Hospitals 
£1-0 per annum per weekly “ half -day ” up to a maximum of 
£1.3:0 per annum, the "half-days” being assessed as in 
paragraph 5 (a). 
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12. Determination of Salaries Payable from July 5, 1948 
(a) Consultants 

Assuming there has been no -break in service (other than one 
occasioned by war service or national service on call-up), the 
salary payable from July'5, 1948, shall be the salary which the 
officer would have been receiving on that date had the above 
system of remuneration been in operation since the date on 
which he first accepted a hospital staff appointment with full 
clinical responsibility. In the case of consultants who first 
accepted such an appointment after age 32, boards, in deter- 
mining what their starting salaries at that time would have been, 
shall exercise their discretion as they would have exercised it 
had they been the appointing authority (see paragraph 1 (a) (3». 

(I,) Senior Hospital Medical Officers and Senior Hospital 
Dental Officers 

Boards or hospital management committees shall have dis- 
cretion to decide at which point in the salary scale existing staff 
should start, provided that the starting salary shall in no case be 
higher than that which the officer would receive were his 
position on the scale determined by age alone. 

(e) Medical Superintendents and Deputy Medical Superin- 
tendents 

The initial salary shall be the sum of the appropriate fraction 
of the whole-time clinical salary as determined under para- 
graphs 2 (c) and 12 (a) or ( b ) and the appropriate fraction as 
determined under paragraph 2 (c) of the minimum of the 
relevant administrative salary scale. 

(d) Junior Hospital Medical Office! s 

Existing staff who immediately before July 5, 1948, were 
receiving less than the minimum remuneration for the grade 
shall start at the minimum of the salary scale ; and those who 
were deceiving more than the minimum shall enter the scale at 
the salary they were receiving immediately before July 5, 1948, 
'rounded off, at the discretion of the board or management 
committee, to the next incremental point in the new scale. 

(c) Transferred Officers 

Officers who were transferred under Section 68 of the 
National Health Service Act, 1946, and who immediately before 
July 5, 1948, were receiving salaries better than those now intro- 
duced, shall be entitled to retain their previous salary scale and 
conditions of service (including emoluments) on a personal basis 
for as long as they remain in the same appointment or another 
appointment of the same or greater responsibility as the one 
they held at the appointed day, but otherwise they shall conform 
to the new rates of remuneration and conditions of service on 
taking up a new appointment or on promotion: provided that 
travelling and subsistence allowances as set out in paragraph 19 
shall be adopted for all officers , irrespective of the allowances 
for which they may have been eligible before„transfer. 

t 

13. Increir/ental Dates 

In the case of officers holding appointments at July 4, 1948, 
the incremental date shall tie July 5 ; in the case of new 
„ appointments or promotions/ the date on which the new post 
was entered into ; except that transferred officers who exercise 
e option under paragraph )12 (e) shall, so long as they retain 
"f previous salary seale and conditions of service, also 
i • un their previous incremental dates. 

14. Private Practhle and Retention of Fees 

1. Prhate Prat lice \ 

A whole-time officer shall Slot be entitled to undertake private 
practice. For this purpose 1 private practice” includes general 
practice unJ.r Part IV of th.4 Act (except in respect of members 
ot the ho-.pit.il stalf), and th^ldiagnosis or treatment of patients 
b) private arrangement und:r^£cction 5 (2) of the Act; but 
does not include work of the v '"•it referred to in Category II 
Below. 

2. lieu::;. on of Fees ^ 

HI A here semes, such its the r cn( j"si]ng of medical reports 
on patients who are under observ^^ '‘T^.treatment, or the 


examination, diagnosis, and rendering of reports on person 
referred to hospitals for these purposes only, are not within] 
the scope of the hospital and specialist services provided under 
Section 3 of the Act, they may be made available at hospitals 
or by members of hospital medical staffs on payment of appro- 
priate charges, but only where in the opinion of the board or 
committee their provision would not interfere with other hos- 
pital activities or with the proper discharge of the hospital duties 
of the officer concerned. Where in the provision of such ser- 
vices hospital laboratory or radiological facilities are used, the 
charges made shall represent two elements : (a) payment for 
professional services and (b) payment of hospital costs. Where 
hospital laboratory or radiological facilities are not required, 
no charge shall be made for the use of hospital premises, pay- 
ment being in respect of professional services only. 

Whether the practitioner providing such services is a whole- 
time or a part-time officer, all charges in respect of professions 
services shall be retained by him or remitted to him by the 
board or committee according as the money is received by th< 
practitioner himself or by the board or committee. 

Where hospital laboratory or radiological facilities are used 
one-third of whatever payment is made for the item of servici 
provided shall be remitted to or retained by the board or com 
mittee, in respect of hospital costs. 

(ii) Where services of the kind referred to above are within th 
scope of the hospital and specialist services provided unde 
Section 3 of the Act, they shall be performed by members o 
hospital medical staffs as part of their hospital duties an 
without charge. 

The following Schedule illustrates the principles governin 
the distinction between work of this kind which is within the 
scope of the hospital service, and work of this kind which is 
not within the scope of the service and for which, therefore, 
charges will be made. 

' SCHEDULE 

Category I : Work which is within the scope of the Hospital and 
Specialist Services provided under Section 3 of the Act 

(а) Examination and . diagnosis and the furnishing of any report 
reasonably required in connexion therewith on a person referred 
to the hospital and specialist service for this purpose from a medical 
source for a second medical opinion. Examples are : \ 

(i) examination and report on a person referred by a general 

practitioner; , 

(ii) examination and report on a person referred by a medical 
board of the Ministry of Pensions ; 

(iii) examination and report on a person, referred under the 
National Insurance (Industrial Injuries) Act, 1946, by a regional 
medical officer of the Ministry of National Insurance or by a 
medical board or medical appeal tribunal for the purposes of that 
Act ; 

(iv) examination and report on a person referred by a medical 
referee appointed under the Workmen's Compensation Act, 1925, 
or under a scheme certified under Section 31 of that Act; 

(v) examination and report on a person referred by a medical 
recruiting board of the Ministry of Labour and National Service; 

(vi) examination and report on a person referred by a medical 
interviewing committee set up by the Ministry of Health to advise 
disablement resettlement officers of the Ministry of Labour and 
National Service on the working capacity of disabled persons ; 

(vii) examinations and reports on members of H.M. Forces or 
their families referred by medical officers of His Majesty’s Forces 
who are treating them ; 

(viii) examinations and reports on patients referred (in con- 
nexion with diagnosis or treatment) by medical officers of local 
education authorities or local health authorities. (N.B. — Reports 
required on employees by these authorities in their capacity as 
. employers are included in Category IX (a) (iv) below.) 

(б) ,Y-ray examination of any person resorting to or referred to 
a mass radiography unit, and the furnishing of a report, if required, 
of the result of such examination. . 

(c) Examinations and the furnishing of written rdports on the 
mental or physical condition of offenders referred by courts under 
Sections 24 and 26 of the Criminal Justice Act, 1948. 

(d) The furnishing of a report to a patient who is under observa- 
tion or treatment at the hospital at the time when the report is 
asked for, or with his consent to an interested third party, when 
the information required can be given without a special examination 
of the patient by reference to hospital records or from knowledge 
acquired in the course of attendance on the patient. (N.B. — If 3 
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special examination of the patient is required, or the information 
requested cannot be given readily from knowledge of the case, the 
work would fall within Category If below ) 

The following are examples of reports or certificates which it 
would normally be possible to provide without special examination 
of the patient 

(1) progress reports tequired by the Ministry of Pennons on a 
pensioner who is under hospital observation or treatment, 

(2) reports required by employers (including Government 
Departments and local authorities) on emplovees who are under 
observation or treatment (eg, reports required in connexion with 
sick leave, superannuation, or retirement questions, etc) (Em- 
ployees who are not under observation or treatment are referred 
to under Category IT (a) (tv) below) 

(in) the “ first ” certificate of the cremauon certificates required 
by relauves, where death took place in hospital (N 3 — The 
‘first” certificate would normally be given by the practitioner 
who bad attended the patient in hospital, and would not involve 
a special examination For the “ second ’ certificates see (a) (x) 
of Category II below) 

Category II: Work which is not vntbin the scope of the Hospital 
and Specialist Services provided under Section 3 of the Act 

(a) The following are examples or examinations, reports, etc , 
which, when they do not fulfil any of the conditions referred to in 
paragraphs (a), (6), (c), and (d) in Category 1 abase, are outside the 
scope of the hospital and specialist service 

(0 any report on a patient not under observation or treatment 
at the hospital at the time the report is asked for, or any report 
involving special examination of the patient other than those in 

(a) , (i>), (c) of Category I , 

(li) examinations and reports for prospective emigrants — rnclud 
mg x ray examinations and blood tests , 

(hi) examinations and reports on candidates for admission to 
training colleges for teachers, 

(iv) examinations and reports required by emp'oyers (including 
Government Departments and local authonues) on employees or 
prospective employees (except employees or prospective employees 
of a board or hospital management committee at the hospital 
concerned) (N B — These would, therefore, normally be tn Cate- 
gory If where the employees or prospective employees were not 
under hospital observation or treatment but were referred to hos- 
pitals or to members of hospital medical staffs specially for the 
purpose of examination and report) 

(v) examinations and reports on private citizens in connexion 
with legal acuons, 

(vi) exanunauons and reports for coroners , 

(vu) examinations required for life insurance purposes, 

(vni) certificates required under the BUnd Persons’ Act, 

(ix) attendance at court hearings as raedteal witnesses , 

(x) die “second” certificate of the cremauon certificates 
required by relatives, where the deceased bad been under hospital 
observation or treatment (N B — The “ second ” certificate would 
not be given by the practiuoner who had been attending the pauem 
For the ** first ” certificate see (d) (hi) of Category I ) 

(b) Other work m this category includes 

(0 lectures given by members of hospital medical staffs to 
nurses, etc , or to the lay public , 

(ti) services performed by members of hospital medical staffs 
for Government Departments as members of medical boards , 

(iu) general practitioner services given by a hospital medical 
officer under Part IV of the Act to members of the hospital staff 
who are on his “ list.” 

15. Retiring Age 

When an officer reaches age 65 his regular contract shall come 
o an end, provided that. 

fa) the board or hospital management committee may, with 
his consent, extend his contract of service (or offer a modified t 
contract) for one year or any less period, and so from time 
to time until age 70, or 

(b) in the case of a consultant the board may allow him an 
honorary contract as indicated in paragraph 6 
These ages shall be reduced by five years in respect of pracu- 
toners who are “mental health officers” as defined in the 
4ation.il Health Service (Superannuation) Regulations, 1947 

IS. Tenure of Post 

Where a consultant considers that his appointment is being 
mfairly terminated by a board, he shall be enutled to send a 


full statement of the facts to the Minister, who will obtain tne 
written views of the hoard concerned and place the case before 
a professional committee (consisting of representatives or the 
Ministry and representatives of the profession, under the 
chairmanship of the Chief Medical Officer) for tneir advice 
The committee shall have discretion to interview both parties 
it they think fit In the light of their advice the Minister ma. 
confirm the termmauon of services, or direct reinstatement, or 
arrange some third solution agreeable to the parties concerned, 
such as re-employment m a different post. This procedure 
shall be completed before the board’s decision to terminate tne 
consultant’s services ts earned into effect. 

It is understood that where a local change of organization in 
the hospital and specialist services involves displacement or 
sen ons disturbance of a part-time consultant’s services, tne 
board recognizes that it has a moral obligation to render the 
greatest possible assistance to the consultant to obtain com- 
parable work in another hospital 

17. Residential Appointments 

The above rates of remuneraUon are inclusive Where an 
officer is provided with board and lodging or accommodation 
by the hospital (i e , the officer’s mam hospital) a charge shall 
be fixed by the hospital management committee (or board of 
governors) equal to the value of the services provided, except 
that live charge for house, officers shall he av a feed rate of £ACft 
per annum (see paragraph 4 (u)) In the case of officers 
appointed by a regional hospital board, the charge shall be 
fixed by the hospital management committee subject to the 
approval ot the board 

18. Leave 

(а) Annual Holiday Lease 

Officers in receipt of salaries of less than £1,000’ At the rate 
of four calendar weeks per annum (in addition to statutory and 
general national holidavs or days in beu) 

Officers in receipt of salaries of £1 000 or more At the rate 
of six calendar weeks per annum (in addition to statutory and 
other general national holidavs or days in beu) 

In the case of officers holding part-time appointments, leave 
entitlement shall be based not on the actual salarv but on me 
corresponding whole tans salary rate 
Absence tor such purposes as attendance at court shall not 
be I 2 ken into account for the purposes of annual leave 
The annual leave vear shall run from April 1 to March 31, 
except in the case ot house officers, who-e leave period shall 
correspond to the period of tenure of the post. New entrants 
to the Service shall be entitled to annual leave proportionate to 
the completed months of service during the year of entry and 
thereafter on the Dorma] scale, provided that, except in the case 
of house officers, no leave shall he taken until an officer has 
completed six months’ service An officer who enters the 
Service during the second half of the leav e v ear shall be allowed 
to carry forward the leave to which he u> entitled (on a propor- 
tionate basis) during that leave year and take it during the 
following vear. 

(б) Compassionate Leave 

Special leave with pay shall be granted at the discretion of 
the appointing authority (ie , board or management committee 
as appropriate) in cases of urgent domestic distress (e g., 
bereavement) As a normal rule, the period of absence so 
authorized shall not exceed three days, but, since much may 
depend on individual circumstances, the authority shall have 
discretion, on general and humanitarian grounds, to extend the 
period in cases of special hardship up to a further tnree day s — 
ue, up to a maximum of six days in all. 

(c) Leave jor Volunteers for the Auxiliary Armed Forces 
An officer who, with the consent of the appointing aumontv, 
volunteers for service with the Territorial and Auxiliary Forces 
shall be granted, in addition to his annual leave entitlement, ore 
week's paid leave for camp, and shall be free to choo e whether 
the second week should count as unpaid leave (not counting for 
increment) additional to hn> normal entitlement, or as part of 
his normal entitlement of annual leave with pay 
An officer posted to the Territorial Army or other Auxiliarv 
Forces after compulsory whole-tune training shall be granted 
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special leave wunout pay ior the necessary training period, 
unless he prefers the period of absence to count in whole or 
in part against his annual leave entitlement. Special leave 
without pay granted in these circumstances shall count for 
increment. 

(d) “Study" Leave, Conferences, etc. 

(i) “ Study ” leave must be for the purposes of study (includ- 
ing research), teaching, examining, taking examinations, visiting 
clinics, or attending meetings or conferences of a wholly 
scientific or clinical character. Where study leave is granted 
with pay the officer must not undertake any remunerative work 
without the special permission of the leave-granting authority. 

(ii) Subject to these conditions, study leave may be granted 
on the following basis : 

A. For short periods of one or two days, but in exceptional, 
cases up to a maximum of seven days : 

1. Without pay or expenses — in the case of officers 
appointed by a regional hospital board, at the discretion 
of the board, unless authority has been delegated to the 
hospital management committee ; in other cases at the 
discretion of the management committee or board of 
governors. 

2. With pay but without expenses — at the discretion of 
the board unless authority has been delegated to a hospital 
management committee. 

3. With pay and expenses — at the discretion of the board 
— subject to (iii) below. 

B. For periods exceeding seven days but not exceeding 
thirteen weeks : 

1. Without pay or expenses /at the discretion of 

2. With pay but without expenses/ the board. 

3. With pay and expenses — at the discretion of the board, 
subject to (iii) below ; 

provided that : 

(«) where an officer is employed by more than one board 
the leave must be approved by all the boards concerned ; 

( b ) where leave with pay is granted for a period in excess 
of three weeks, half of the excess shall be counted against 
the officer’s annual leave entitlement, the officer being allowed 
for this purpose to carry forward annual leave not exceeding 
three weeks in all from the immediately preceding leave 
year ; 

(c) not more than one period of paid leave shall be granted 
to one officer in any one leave year. 

C. For periods exceeding 13 weeks : 

1. Without pay or expenses — at the discretion of the 
board, provided that where an officer is employed by more 
than one board, the leave must be approved by all the 
boards concerned. 

2. With pay but without expenses/ to be referred to the 

3. With pay and expenses / Ministry for decision. 

(iiil Where study leave is granted for the purpose of sitting 
an. examination, no expenses (fees, travelling, or subsistence) 
will be payable. 

(e) Sick Leave 

(1) Scale of Allowances 

• officer absent from duty owing to illness, injury, or 

mher disability shall be entitled" to receive an allowance 
in accordance with the following scale: 

During the first year of service : 

One month's full pa> and (after completing four months’ 
service) two months' half pay. 

During the second year of service : 

Two months' full pay and two months’ half pay. 

During the third year of service : 

Three months’ full pay and three months’ half pay. 
During the fourth to sixth years of service : 

Four months' full pay and four months' half pay. 
During the seventh to tenth years of service : 

Five months' full pay and five months’ half pay. 

Auer completing 10 years of service : 
aix months’ full pay and six months’ half pay. 


The board shall have discretion to extend the ap^T- ■' 
of the foregoing scale in an exceptional case. 

(2) Calculation of Allowance 

(a) The rate of allowance and the period for which it is to 
be paid in respect of any period of absence due to illness 
shall be ascertained by deducting from the period of benefit 
appropriate to the officer’s service on the first day of his 
absence the aggregate of the periods of absence due to illness 
during the twelve months immediately .preceding the first 
day of absence. 

(b) For the purpose of ascertaining the appropriate period 
of benefit under (1) above, all periods of service (without any 
break of twelve months) under any employing authority 
from whom hospitals have been transferred, any employing 
authority constituted under the National Health Service Act, | 
or any local authority, or in, the Civil Service or the teaching 
service, or on war service or on national service (on call up), 
or in any other service approved by the Minister for the 
purposes of Regulation 46 (4) of the National Health Service 
(Superannuation) Regulations, 1947, shall be aggregated. 

(c) The allowance made to an officer during absence on 
sick leave when added to — 

(i) the amount of sickness benefit receivable under the 
National Insurance Act, 1946 ; 

(ii) the amount of injury benefit receivable under the 
National Insurance (Industrial Injuries) Act, 1946 ; 

(iii) compensation payments under the Workmen’s Com- 
pensation Acts where die right to compensation arises in 
respect of an accident sustained before luly 5, 1948 ; 

(iv) any element in compensation payments under the 
Employers’ Liability Acts or under Common Law which is 
attributable to immediate loss of wages ; and 

(v) any amount received as a treatment allowance from 
the Ministry of Pensions ; 

shall not exceed the officer’s normal monthly salary, and the 
sick-leave allowance shall be restricted accordingly where 
necessary. 

(i d) The benefits to be taken into account under (c) (iHv) 
above shall be those for the officer’s own incapacity, including 
allowances for adult and child dependants. 

(e) Where a married woman has exercised her option not 
to be insured under the National Insurance Act, no deduction 
shall be made from her normal sick-leave allowance during 
ordinary absence on sick leave, as she will not be receiving 
sickness benefit. 

(/) For the purposes of this clause, twenty-six working days 
shall be deemed to be equivalent to “ one month.”- 

(3) Conditions 

(a) An officer who is prevented by his illness from report- 
ing for duty shall notify immediately the officer prescribed 
for this purpose by the employing authority. If his absence 
continues after the third day he shall submit forthwith a 
medical certificate as to the nature and probable duration of 
the illness. Thereafter medical certificates shall be submitted 
at intervals of seven days or at such longer intervals as in 
any case may be decided by the employing authority. On his 
returning to duty the officer shall submit a medical certificate 
of fitness if required. 

_ (6) An officer entering a hospital or similar institution shall 
submit a medical certificate on entry and on discharge in 
substitution for periodical certificates. 

(c) A case of a serious character, in which a period of sick 
leave on full pay in excess of the period of benefit under 
(1) above would, by relieving anxiety, materially assist a 
recovery of health, shall receive special consideration by the 
employing authority. 

(d) An allowance shall not be paid in a case of accident 
due to active participation in sport as a profession nor in a 
case in which contributory negligence is proved, unless the 
employing authority by resolution decide otherwise. 

(e) A period of absence due to injury sustained by an officer 
in the actual discharge of his duty and without his own 
default shall not be recorded for the purposes of this 
scheme. 
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If) An officer who tm received an allowance under this 
scheme in respect of a period of disability and recovers 
damages in respect of the disability shall advise the employ- 
ing authority forthwith, and the employing authority mav, 
it they consider it equitable, require the officer to refund a 
sum equal to the aggregate of the allowances paid to him 
during the period of disability or such part thereof as is 
deemed appropriate, but not exceeding the amount of the 
damages recovered, and in that event the period covered by 
the sum refunded shall not be recorded for the purposes or 
this scheme 

(g) The employing authority may at any time require an 
officer who is unable to perform his duties as a consequence or 
illness to submit to an examination by a medical practitioner 
nominated by the authority Any expense incurred in con- 
nexion with such examination shall be met by the authority 
(/i) The provisions of this scheme shall cease to apply to 
an officer on the termination of his employment whether by 
reason of permanent ill-health or infirmity of mud or bodv 
or by reason of age, but without prejudice to the right of an 
officer whose employment is terminated by reason of per- 
manent ill-health or infirmity to receive the period of notice 
provided by his contract of service 
(0 If it is reported to the employing authority that an 
officer has failed to observe the conditions of this scheme 
or ihcr deeir gmily ol cm ruber prejuidmai 1 nr ihx recovery anti 1 
the authority is satisfied that there is substance in the report, 
the payment of the allowance shall be suspended until the 
authority has made a decision thereon, provided that before 
making a decision the employing authority shall advise the 
officer of the terms of the report and shall afford him an 
opportunity of submitting his observations thereon and of 
appearing, or being represented, before the authority or its 
appropriate committee If the employing authority decide 
that the officer has failed without reasonable excuse to observe 
the conditions of the scheme or has been guilty of conduct 
prejudicial to his recovery, then the officer shall forfeit his 
right to any further payment of allowance in respect of that 
period of absence 

(4) Contact with a Case of Notifiable Disease 
This scheme shall not apply to an officer who is reouired 
to absent himself from duty following contact with a case 
of notifiable disease In such a case the period oi absence 
shall be regarded as special leave with full pay 

19. Expenses 

(a) General 

Travelling, subsistence, and other expenses shall be paid to 
meet actual disbursements of officers engaged m the service of 
the board and shall not be regarded as a source of emolument 
or reckoned as such for purposes of pension 

In preparing claims officers shall indicate adequately the 
nature of the expenses involved , claims shall be submitted 
normally at intervals ot not more than one month, and as soon 
as possible after the end of the period to which the claim 
relates 

(b) Travelling Expenses v 

Travelling expenses .shall be paid by the board for any 

journey in the board s service, provided that 

(i) in the case of a whole ume officer, expenses incurred 
in travelling between his place of residence and the hospital 
where his principal duties lie shall not be allowed except as 
indicated in Id) below , 

(u) m the case of a part-time officer, travelling between his 
private consulting-room or place of residence and anv hos- 
pital where he is employed, whichever is the less, shall be 
regarded as a journey m the board’s service, provided that 
no expenses shall be allowed for any such journey or part 
of such journey which would have been undertaken by the 
officer irrespective of his employment with the board , 

(m) expenses incurred in travelling from holiday leave to 
duty or vice versa shall not be allowed unless the officer 
was recalled for special reasons , 

(iv) taxi or cab fares shall be payable only in cases of 
urgency or in other cases in which transport is reasonably 


required and an adequate public service is not available, 
but where these condihons are not lulfilled an officer using 
a taxi or cab shall be entitled to claim the sum he would 
have been paid had he travelled bv public service vehicle, 
(v) an officer making an overnight journey' by rail and 
e hgag mg sleeping-car accommodation shall receive the cost, 
but any subsistence allowance payable to him for that night 
s ha!l be reduced by one-third 

States 

(1) Except where a private car is used, the sum paid shall 
n ot exceed the amount disbursed — e g , ir the practitioner is 
e ntitled to travel first class but m fact takes a third-cla^s 
ticket he can only claim third-class fare 

(2) First-class fares shall be paid to whole-tune officers 
'Vith salaries of £760 and over, and to part-time officers of 
Corresponding status 

( c ) Car Allowances 

Officers, whether whole-time or part time, shall be classified 
as ‘ regular users” or “casual Users” according to whether 
tbeir annual official regular mileage is estimated to exceed 
2 ,OQo miles or not. 

'Vll regular users of motor-cars, of whatever horse-power, 
shall be paid an annual allowance of £52 and 3id per mile The 
ann ua { allowance sfiaff 6e paid 6y quarterfy instalments in 
adv an ce The mileage allowance shall be paid monthly or 
qur r terly The annual allowance shall continue during absences 
on annual leave or sick leave or whilst the car is out of use 
bethg repaired or overhauled, except that where any one period 
of non use exceeds two months the sum of £4 6s 8d shall 
be deducted for each complete month after the first (e g , il a 
or out of use for 3} months, £8 13s 4d should be deducted 
ftobn the allowance) 

k at the end of the year it is found that an officer who has 
fai:e n treated as a regular user has not completed 2,000 miles, 
he shall not be called upon to repay any part of the annual 
a h4wance This does not preclude revSw and re-classification 
°f any officer at any time where appropriate 

Casual users shall receive no annual allowance, but shall 
be paid 7Jd a mile for the first 3,120 miles a year and 3id a 
mil e thereafter 

’‘Vhere a regular user” has contracts with more than one 
boqrd which require him to make a claim to more than one 
fcoprd, the board with whom be has his mam contract shall 
b e responsible for paying the annual allowance of £52 and tor 
verifying from time to time from the other boards concerned 
that the officer is sull a regular user, all the boards concerned 
P a >ing 3id a mile for actual mileage in the claims appropriate 
t0 them 

If an officer uses a private motor vehicle m circumstances 
wh, ;r e travel by a public service would be appropriate, a mile- 
a £4 allowance of lid. a mile shall be pavable irrespective of 
tbe type of vehicle 

Vhere other officers, or members of an employing autnontj, 
are conveyed in the same vehicle on the business of the Nauonal 
Health Service, and where fares by a public service would 
otherwise be payable, an allowance of 4d a mile for each 
P a ‘senger shall be pavable 

Che “allowance year” for the purpose of car allowance 
sha.ll be regarded as the year to March 31 In the first year in 
"b lc h an officer is authorized to u=e he> car, a proportionate 
reduction of the 3,120 miles or adjustment of the annual 
allowance (as the case may be) shall be made 
In this paragraph and paragraph ( b ) above, “public service” 
refers to railways, steamship^, omnibuses, and tr3mvvavs 

W Payment of Mileage Allowances to Whole-time Officers 
tor Journeys from Home to the Hospital where Principal 
duties lie 

(i) Where a whole-time officer travels from his home to the 
ma ln hospital either before and/or atter an official jourrer, 
levels direct from his home to the place visited, or returns 
direct from that place to his home, mileage allowance shall be 
P a kab!e for the whole distance travelled, subject to a maximum 
b^ed on the return journey from the officer's mam nospital 
to the place visited plus 20 miles 
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I hereby accept the appointment mentioned in the letter to me 

bted from the secretary of the 

leeiona! Hospital Board 

~ta^fG^^7^^ of which the above is a copy, on the 

?rms and subject to the conditions of service referred to in that 

:tter and I undertake to commence my duties with the 

cgional Hospitai Beard Qn 

Board of Governors 

Date (Signed) 


Domiciliary Consuhand 

In addition to the above duties, I undertake/do not undertake, 
irt accordance with the conditions and rates of remuneration set out 
hi paragraph 8 of the above-mentioned terms and conditions of 
service, to undertake domiciliary consultations during the following 
times and within the following areas: . 


Date 


(Signed; 


ORM OF CONTRACT FOR PART-TIME CONSULTANTS 
|R SENIOR HOSPITAL MEDICAL OFFICERS OR SENIOR 
HOSPITAL DENTAL OFFICERS 

Regional Hospital Board 
Board of Governors 


k:ar 


Date 


Appointment of 


I am instructed by the Re jiona l Hospital Board 

Board of Governors 

»v> offer >ou a part-time appointment from the as 

subject to the terms and conditions of 

service determined from time to time by the Minister of Health 
being at present those set out in the document dated June 7, 1949, 
attached to this letter. 

The appointment is subject to the provisions of the National 
-Health Service (Superannuation) Regulations, 1947 and 1943. 

The duties attaching to the appointment are as follows: 

1. (Regular clinics, etc., setting out hospitals), days and rimes of 
duties.] 

2. [Charge of beds at 

hospital(s) together with any cases in your charge 

occupying special accommodation under the proviso to Section 5 (I) 
of the National Health Service Act, 1946.] 

3. Occasional duties arising on call at (If 

possible, specify.] 

4. [Adviser to Regional Hospital Board in ] 

5. (Advisory (** pastoral *’) visits to the following hospi ! aIs: 

1 

r i 

7. So far as is consistent with the proper discharge of the above 
duties, any additional duties undertaken from time to time as substi- 
tute for other members of the staff(s) of the above hospital(s) during 
their temporary absence. 

The average number of hours per week which the above duties are 

estimated to require is and the number of half- 

days for which payment will be made is accordingly 

Your [commencing] salary [apart from the value of any distinction 

award which may be made to you*J will therefore be 

[rising by annual increments of to Your 

incremental date will be ] 

If you agree to accept the appointment on the terms specified 
above, please sign the form of acceptance at the foot of the enclosed 
copy of this letter and return to me. 

Yours faithfully. 


J. The discussions with the medical and denial professions 
referred to in R.H-B. (49; 40/H.M.C. (49) 30/B.G. (49) 33 have 
now been completed and tbe proposals which accompanied that 
n-iemcrandum have been reviewed in the light of the further 
discussions and of comments received. The document enclosed 
with this memorandum sets out the terms and conditions of 
service of hospital medical and dental staff which will replace 
interim arrangements now operative and will form the has'* 
of new contracts of service which boards and committees will 
offer to existing staff, and of all new appointments until further 
notice. References below such as “ Document, paragraph 
[0 (a) " are references to this enclosed document. 

Offer of Contracts to Part-time St 2 ff 

2. Boards and committees should already have arranged (in 
accordance with paragraph 4 of R.H.B. (49) 24/H.M.C. (49) 16' 
B-G. (49) 18) to extend the provisional contract of all part- 
time members of the staff until Juiy 4, 1949, and they should 
now as soon as possible notify each individual concerned of the 
duties they wish him to perform as from July 5. 1949. if rhey 
cm by that date adjust details to suit the convenience of both 
boards (or committees) and practitioner. Where there is no time 
for this to be done and new contracts cannot be arranged by. 
July 5, boards (or committees) should notify each individual 
concerned that they propose to extend his interim contract for 
a further specified period. 

3. A part-time contract should not he offered to an officer 
v.ho holds a whole-time appointment with another board or 
committee. 

Offer of Appointments to Whole- time Staff 

4. At the same time boards (and committees) should inform 
whole-time staff of the duties which they wish them to perform 
apd of the new conditions of service with a view - to arranging 
that the latter operate as from July 5 or as soon thereafter as is 
practicable. If the officer agrees to the new conditions there 
will be no further action for the board or committee to take 
apart from the readjustment of remuneration, etc., from July 5. 
1(148. A transferred officer who wishes to retain his previous 
salary scale and conditions of service (including emoluments) 
ofl a personal basis as provided for in paragraph 12 fe) of the 
new terms and conditions of service should be allowed to do so 
ip connexion with any rearrangement of duties which the board 
(or committee) had included in their oner. 

Honorary Appointments 

5. An honorary’ (unpaid) appointment should involve a clear 
undertaking to render defined services. 


Secretary. 


1 hereby accept the appointment mentioned in the fetter to me 

dated from the secretary of the 

Regional Hojtpital Board of ^ , fce abo%e js a cop> . on lhe (erms 
Beard of Governors 

and subject to the conditions of service referred to in that letter and 

I undertake to commence my duties with the 

Regional Hospital Board ,, 

— — — on the 

Board of Governors 


Pro Forma Contracts 

6. In offering to consultants. Senior Hospital Medical Officers 
a pd Senior Hospital Dental Officers new contracts of service or 
the basis of the enclosed terms and conditions of service, boards 
may find it useful to consider the suggested forms of contract 
attached to this memorandum. Variations will, of course, be 
required to suit individual circumstances. The suggested form 
bps, however, been drawn up with the matters raised in discus- 
sion with the professions in mind, and the Minister expects the 
following points of principle to be observed in drawing uo the 
contracts of consultants. Senior Hospital Medical Officers’ and. 
Senior Hospital Dental Officers. 


•To be inserted in consultants’ contracts. 
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(i) No period of icnuic or period of notice should be specified in 
the, contracts. 

(n) All consultants, S.H.M.O s and S.II.D O.s arc expected, so 
far as is leasonable and practicable, to deputize for absent 
colleague, when neccsvaiy in the interests of the Seivice without 
ihe need for the foimal appointment of locunts. 

(ml (a) There is nothing in the clauses in the pro foima contiacts 
to inteifcre with the right of a pay-bed patient to make private 
arrangements under Section 5 (2) with a part-time practitioner, or 
with the lattci’s right 'to recover fees accordingly, or to entitle 
a patient who has made private ariangements under Section 5 (2) 
(o elect later to pay an inclusive charge under Section 5 (1). 

There will be circumstances in which a patient in a Section 5 
bed as tho private patient ot a consultant requites services from 
another consultant (eg, a whole-time consultant radiologist or 
anaesthetist) who is not permitted private practice. It is, there- 
fore, necessary to piovide in the contract of such whole-time con- 
sultants for treating patients m Section 5 beds who have not made 
private arrangements for that ttealment under Section 5 (2), and 
m respect of duties at any hospital wheie the patients in Section 5 
beds may need their care the acceptance of such a clause should 
be made a condition of a contiact The acceptance of such a 
clause will also enable a patient who has been referred to the 
whole-time consultant by his family doctor to arrange to be 
Heated in a Section 5 pay-bed 

( b ) In the case of both whole-time and part-time officers, the 
general duties undei taken by them include the duly of treating 
without any additional remuneiation and without any right to 
recover private fees, patients in their charge who are occupying 
Section 5 accommodation under the pioviso to Section 5 (1) of the 
Act 

(iG Where the duties of whole-time officers necessitate their 
residence at, or within reasonable distance of, the hospital, an 
appropriate clause (ns suggested in the pro forma contract) should 
be included in the contract. 

(\) In offenng contracts which include a clause relating to domi- 
ciliary consultations boards should aim at reconciling the needs of 
the domiciliary specialist service in the paiticular area with the 
wishes of the whole-time and part-time officers concerned, but they 
may find it necessary in certain areas to insist on the inclusion of 
an appropriate clause m tho contract of service of a whole-time 
officer if that is the only way in which the service in that specialty 
can be provided 

7. Further points which bear on the suggested forms of 
contract are dealt with among the following notes, which are 
intended to guide boards and committees on the application 
and interpretation of the terms and conditions of service. 

i 

Senior Hospital Medical and Dental Officers (Document, 
paragraph 2 (a) and (b) ) 

3. The term “ Senior Hospital Medical (or Dental) Officer ” 
it merely used for convenience in defining the grade, and will 
continue to be so used in official documents. It need not be 
adapted as a title describing individual offiiers holding the 
posts in this grade, and boards are free to use whatever termin- 
ology muv be preferred — e.g., an anaesthetist holding a post in 
the senior hospital medical officer grade might be given the 
titled of " Anaesthetist.” a consultant in the same field being 
called a “ Consultant Anaesthetist." 

9. It is intended that Senior Hospital Medical and Dental 
Officers in non-teachmg hospitals should be appointed and paid 
by Regional Hospital Boards, and a further note will be 
circulued about this 

Medical Super’ii.cndents (Document, paragraph 2 (c) ) 

10 The objective of boards should be to reduce to a mini- 
mum the time given by medical staff to administrative duties, 
and to entble them to devote their energies to clinical work 
n their tpproprute grade. 

11 In eompuung salary rates boards may ignore any adminis- 
trative du ies of which they find it impracticable to relieve a 
medical superintendent where these duties occupy only a small 
proportion of the officers time The Minister will be prepared 
to advise boards or committees on any point of difficulty. 

.12 The ippropriate rate for hospital administrative staff” 
will be 

(A where the hospital is the only one administered by the 
I'O'Pnal management committee, the salary scale for the secietary 
ci ihe hospital management committee, and 


(b) where the hospital is one of a group of two or nv 

administered by the hospital management committee, (In r 

appropriate to an assistant secretary in charge of the hospital. 

Registrars (Document, paragraph 3) 

(a) Terminology 

13. At present the different titles used in different hospil: 
to describe holders of “ trainee specialist " posts give rise I 
confusion ; in future, to avoid misunderstanding, the tern 
"Senior Registrar," “Registrar,” and "Junior Registrar 
should be universally adopted for all purposes, includir 
advertisements, in describing these posts as defined in tl 
enclosed document and officers holding them. At the san 
time the title of other grades of officers at present using tl 
term “ Registrar ” should be changed. 

(b) Grading of Registrars 

14. If they have not already done so. Regional Hospil 
Boards should ask their professional Review Committees 
determine, after consultation with the medical committee 
the hospitals concerned and the appropriate postgraduate de; 
or deans, the grade of post (i.e., Senior Registrar, Registrar, - 
Junior Registrar) held from time to time since July 5, 1948, 1 
“trainee specialists” (including holders of “supernumerary 
Class III posts under the scheme for postgraduate education 
demobilized medical officers) in hospitals in their region. Tl 
Review Committee should make their recommendations to tl 
Regional Board, who will then inform the Hospital Manageme 
Committees concerned. 

15. In the case of teaching hospitals, the Board of Governc 

should ask the medical advisory committee, in consultation wi 
the appropriate dean or deans, to make similar recommend 
tions with regard to the corresponding posts and practitione 
in the teaching hospital group. t 

(c) Retiospective Adjustment of Salaries ( see paragraph 91 I 

below) 

(d) Transitional Arrangements as regards “ Supernumerary 
Registiar Posts 

16. Holders of Registrar posts supernumerary to establishmt 

are expected, as soon as possible, to seek posts within a hi 
pital’s normal establishment if they need further hospital po 
in order to gain experience. To minimize hardship during t 
transitional period, however, Boards of Governors and Hospi 
Management Committees may retain men of accepted abil 
holding Class TII posts under the scheme for postgradua 
education of ex-Service officers for a further period of s 
months in “ supernumerary ” posts after the termination 
their current appointment in cases where the latter is due 
end on or before Sept. 30, 1949. , 

(e) Movement of Registrars between Specialties 

17. A Registrar in general medicine or general surgery v 
in some cases, after gaining the appropriate experience, wish 
specialize in some other branch of medicine or surgery — e. 
radiology, paediatrics, pathology, ophthalmology, thorn 1 
surgery. In such cases the post to which he is appointed 
(he new specialty will usually be the grade below that attain 
in general medicine or general surgery ; where a Sen 
Registrar takes a Registrar post in this way he will, in acco 
ance with die terms and conditions of service, be paid at I 
higher rate (i.e., £890 per annum) for a Registrar post as lo 
as he holds a post of that grading ; if subsequently he obta 
a Senior Registrarship in the new specialty, he will conunei 
at the salary for the first year of a Senior Registrar post (i 
£1,000 per annum). , 

House Officers (Document, paragraph 4 (a) ) 

18. Whatever period of tenure may have been customary 
the past for House Officer posts, they should in fun 
invariably be tenable for periods of six months. This m 
not prevent movement from one department of a hospital 
another during the six months’ period. 

Junior Hospital Medical Officers (Document, paragraph 4 (1 

19. These are whole-time appointments only. 
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' Part-time Appointments (Documents paragraph 5) 
Consultants ( Document , paragraph J (a ) ) 

20. The following is an example of the application of para- 
graph 5 (a) of the document : 

. A physician divides his time as follows : 


Work 

Estimate of Time Required by 

Total Weekly 

! an Average Practitioner 

Time (in Hours) 

2 oui -patient clinics . . | 

2 hrs. weekly hour’s travelling in 


| 1 i „ „ / each case . . 1 

One day of seven hours fortnightly. 

41 

“Pastoral visits” to , 


- outijing hospitals . . 

including travelling 

31 

Irregular hospital visits j 
Charge of beds . . i 

2 hours weekly, including travelling 

9 hours weekly — J hour’s travelling 

2 

daily for 6 days 

12 

Adviser to board . . 1 

3 hours monthly j 

2 


Total i 

24 


■ 

=» 7 “ half-days ” 


For this the physician would receive eight-elevenths of the 
appropriate whole-time remuneration — i.e., 

7 (II - 7) _ 8 
11 + 44 11 

21. It will be noted that determination of the number of 
“notional half-days" does not involve calculation of the actual 
number of hours worked on any particular day or in any 
particular week by any particular consultant. The board 
are expected to make a pre-contract assessment of the 
duties attached to the post in terms of the time which should 
be taken by an average practitioner to perform those duties. 
It follows from this that there is no need for consultants to 
“clock in and out" so as to record the hours at which they 
arrive and depart, and that differences in the length of time 
taken by different consultants for exactly similar duties will not 
be reflected in their rates of remuneration. Where consultants 
are engaged in teaching duties concomitantly with their clinical 
wock the pre-contract assessment of the time required by an 
average practitioner to perform the duties of the post will reflect 
the fact that the time required for a teaching ward round or 
out-patients’ clinic, etc., would normally be greater than that 
required by an average practitioner engaged on clinical work 
alone— i.e.; the board should not reduce the average time 
required for the work to correspond with the average time 
which would be required to do the ward round, etc., in a hospital 
where teaching is not carried on. The only factor in determin- 
ing the “notional half-days” which will be directly related to 

- the circumstances of the individual consultant is travelling time, 
which will depend in each case on the distance between the 
( consultant’s home or consulting-room and places of duty, and 
■ any other relative considerations. Time required for examina- 
tions and reports which fall within Category I in the Schedule 
to paragraph 14 of the document should also be taken into 
account in assessing the number of “notional half-days"; but 
time required for work which falls within Category II of that 
| Schedule should, like all private patient work, be excluded. 

22. It is clear that the time required for the performance of 
the duties of the post is not capable of meticulously exact 
assessment The board should agree with the consultant con- 
cerned the number of “ notional " half-days which as nearly as 
can be foreseen adequately expresses on the basis explained 
above the extent of the duties required of him, bearing in mind 

! that the table relating the “ number of hours weekly " to the 
" number of ( notional half-days " gives the consultant the benefit 
of marginal overlaps— i.e., there is no provision for payment 
for fractional half-days. 

23. This pre-contract assessment of time should be subject to 
reconsideration at any time (at the instance of either board or 
practitioner); but if re-examination is called for in the light of 
experience it should still be remembered that the assessment is 
based on the time which would be reasonably required by an 
average practitioner and not necessarily on the time which is 
actually being taken by the individual. 

24. The pre-contract assessment of travelling time will not be 
capable of precise computation ; but it is really the same as 
that for which travelling expenses are payable, and occasional 


comparison of time reckoned under paragraph 5 (a) of the 
document with the mileage allowed for expenses under para- 
graph 19 of the document would be sufficient to ensure a 
reasonable degree of accuracy. 

Part-time Registrars ( Document , paragraph 5 (c)) 

25. As a general rule all Senior Registrars, Registrars, and 
Junior Registrars will hold whole-time posh for a definite 
period. Occasionally a whole-time appointment might be divided 
between two or more hospitals ; a true part-time registrar post 
might be suitable in the following cases; 

(n) an officer who has obtained a part-time consultant appoint- 
ment on the staff of a non-teaching hospital might retain a part- 
time appointment as senior legislrar on the staff of a teaching 
hospital; and 

(b) a practitioner in general practice whose object is ultimately 
to apply for a consultant appointment might, if he could not afford 
to give up his practice to take a whole-time appointment, hold a 
part-time post in a registrar grade, in order to gain the experience 
to equip himself to make such an application. 

26. Posts in the registrar grades should normally, however, 
be reserved to practitioners who are training in a particular 
specialty with a view to attainment of consultant status. A 
general practitioner' without such a specific ambition may be 
adequately catered for with a part-time “ clinical assistantship " 
(see paragraph 43 (a) below). 

Higher Rales of Part-time Remuneration ( Document , para- 
graph 5 (<?)) 

27. The Minister would be prepared to approve higher rates 
of remuneration only in cases where some special inducement 
was necessary to fill an essential appointment and where the 
difficulty could not be avoided in any other way — e.g., by 
combining the part-time appointment with appointments in other 
hospitals. This situation might arise in the case of an essential 
consultant appointment at a hospital in a small country town 
not warranting whole-time employment, where the duties could 
not be combined with similar duties in nearby hospitals, ami 
where it would be difficult for the consultant to supplement his 
hospital appointment by private practice ; but the circumstances 
of each case will be considered on their merits. 

Exceptional Consultations (Document, paragraph 6) 

28. It should very rarely be necessary for payments to be 
made to consultants for services of the kind referred to in this 
paragraph. The “ exceptional consultation ” is intended to be 
really exceptional. In particular, such payments should never 
be necessary in the case of consultants who are in contract with 
the board on whose behalf the exceptional consultation is under- 
taken ; and in the case of consultants who are not in contract 
with the board the special payments should be necessary only 
where the consultations concerned are not the realization of ar. 
anticipated liability. The. following notes explain more fully 
what is meant by this; 

(a) Where the consultant is under contract with the board 
primarily on account of regular duties at a particular hospital or 
hospitals, his liability to be called occasionally to other hospitals 
should be allowed for in fixing the contract (on the fines of the 
entry “ Irregular hospital visits ” in the example given in para- 
graph 20 above), even though it is impossible to forecast the exact 
number of times his services will be called for. What is required 
is a rough assessment of- his liability to be called upon. 

(f>) If a consultant’s services for a board do not include regular 
dudes at any hospital but he is called upon when required, his 
liability should be assessed in exactly the same way and expressed 
in terms of notional half-days per week to form the basis of a 
contract of service. (Alternatively, in appropriate circumstances 
an honorary appointment in respect of such occasional consulta- 
tions might be acceptable to the consultant.) 

(c) The same principle applies when a consultant h3s a contract 
for regular services with one board and is called in to the hospitals 
of another board when required. Any services of this kind known 
to be required from the consultant by the latter board should be 
dcajt with as in (&) above. 

(rf) Where part-time appointments are offered which include 
(or even cover nothing more than) a liability to be called on for 
irregular visits, the appointments are subject to the norma! maxi- 
mum remuneration (9) elevenths of the appropriate wholc-time- 
salary): and where the consultant holds appointments with more- 
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57. For the purposes of the principle indicated at (a) under 
“ Category I,” the phrase “ reference from a medical source ” 
means reference from a medical or dental practitioner or prac- 
tioners (e.g., a medical board) who, having clinically examined 
a person, for any reason require a second opinion. It does not 
mean reference from a medical administrative officer svho has 
not clinically examined the person referred. 

58. The inclusion in “Category II” of general practitioner 
services given by a hospital medical officer under Pact IV of 
the Act to members of the hospital staff who are an his “ list ” 
means that either a whole-time or part-time officer may under- 
take this work and retain the Executive Council fees payable. 
This is however subject to the general overriding condition 
that officers should not be allowed to undertake <l Category II " 
work unless the amount of work involved is consistent with the 
proper discharge of their hospital duties. Where it is con- 
venient for such services under Part IV of the Act to be pet- 
formed by whole-time staff, it may therefore be necessary, in 
a large hospital, for several whole-time officers to divide the 
work between them, each applying to the Medical Practices 
Committee (through the Executive Council) for inclusion in the 
medical list and if his application is granted seeking the consent 
of the Executive Council to a limitation of his “ list.” 


Retired Consultants (Document, paragraph 15) 

59. There is nothing to prevent the offer to a consultant of 
70 or over of an honorary appointment in respect of excep- 
tional calls on his services, as indicated in paragraphs 6 and 
15 of the terms and conditions of service. 

60. In the past, the retiring age has varied from hospital to 
hospital and there will be consultants who, during the last few 
months, have retired at ages below 65 to the honorary con- 
sultant list. Officers who retired at an earlier age after July 5, 
1948, should be offered re-employment in an active capacity 
until they reach retiring age. 

61. Boards may also find it useful to offer re-employment in 
an active salaried capacity to officers who retired at ages below 
65 before July 5, 1948, until such time as they reach retiring 
age, although they would have no obligation to do so ; if there 
are such officers whom the boards cannot employ in an active 
capacity, they should be prepared to give honorary unpaid 
appointments as described in paragraph 6 to any who desire 
them. 

62. In no case could any guarantee be given to reinstate the 
officer in his former post, because it may have been filled in 
the meantime. 

63. Officers re-employed in these circumstances would not, 
of course, receive pay in respect of the period between retire- 
ment and reappointment, but upon reappointment in an active 
capacity the rate of pay should be as if there had been no 
break in service. 

64. Where a retired consultant holds an honorary appoint- 
ment, it enables him to treat private patients in Section 5 beds 
and he is not precluded from claiming travelling and subsistence 
expenses in the usual way in respect of the duties of his 
appointment. 

65. If a retired consultant agrees to undertake to give domi- 
c 'hary consultations under the board’s scheme, the appropriate 
domiciliary consultation fees will be payable. 

"X 

Tenure of Post (Document, paragraph 16) 

^66. No period of tenure should be specified in the contract 
‘ Scrvicc of any officer except Registrars, House Officers, and 
ccriam types of "clinical assistantships,” etc., arising under 
paragraph 43 of this memorandum. In the absence of any 
stipulation in the contract regarding notice of termination of 
appointment by either party, the board will be entitled to 
expect reasonable notice to be given to them by any officer 
who wishes to resign his appointment. The National Health 
tu?s lC V App0imm ° m Qf Specialists) Regulations, 1948 (S.I. 
y; *“• ) ‘ so - H56) will be amended to remove the requirement 
that Die duration of the appointment shall be stated in the 
-i-Kemscment. 


67. Where whole-time or part-time consultants are displaced 
from their appointments as a result of, e.g., a change of use 
of particular premises or a review of hospital establishments, 
or where for similar reasons a part-time consultant’s duties art 
seriously disturbed, the board should so far as practicable gne 
the consultant or consultants concerned the , opportunity oi 
undertaking similar duties elsewhere. As was explained in a 
similar connexion in R.H.B. (49) 7Q/8.G. (49) 58, it will be more] 
difficult for a Board of Governors than for a Regional Hospiti ! . 
Board to do this, as their administrative control extends over a ! 
much narrower field, but they should seek the co-opcratlon of 
neighbouring Regional Hospital Boards in endeavouring to 
arrange for the offer of similar work. 

Leave (Document, paragraph 18) 

Annual Leave ( Document , paragraph IS («)) 

68. An officer may be allowed to take, at any time up to 
Dec. 31, 1949, any balance of annual leave which may be 
due to him on the basis of the new terms and conditions of 
service in respect of the period to March 31, 1949. 

69. Where an officer moves from one employing authority 
to another within the National Health Service, his service should 
be regarded as continuous for purposes of entitlement to annual 
leave, including the six months' qualifying period. The leave 
due under the second employing authority in the year in which 
the change takes place will therefore be the amount of leave 
due for the full year less any leave taken under the first 
authority. 

70. In a year of transition from a salary of less than £1,000 
to one of £1,000 or more, the leave entitlement for the year 
should be determined on a proportionate basis. 

71. Saturday should be regarded as a full working day for 
purposes of annual leave. ' 

72. Officers must notify the board or hospital management 
committee when they wish to take annual leave, and the grant- 
ing of such leave will be subject to approved arrangements 
having been made fo^ their work to be done "during their 
absence. 

"Study ” Leave, Conferences, etc. ( Document , paragraph IS (d)) 

73. ft will be appreciated that where, on the instructions of 
the board, officers undertake teaching or examining duties; attend 
meetings or conferences, or visit clinics, etc., no question of 
special leave arises and the officers should be regarded for all 
purposes, including the payment of expenses, as being on the 
service of the board. 

74. When considering applications under the last sentence of 
paragraph 18 (rf) (i) of the document for permission to under- 
take remunerative work during a period of leave with pay, 
boards or committees should give permission as regards fees 
for examining in medical or dental subjects. 

75. A period of absence on study leave without pay may 
be allowed to count for purposes of increment at the discre- 
tion of the leave-granting authority. In general, an absence of 
this kind should be reckoned as incremental service where the 
purpose for which the leave is taken is directly connected with 
the officer's work and may be expected to increase his usefulness 
as a member of the staff of the National Health Service." 

76. In cases where study leave has been granted with pay, 
travelling expenses and/or subsistence allowances may also be 
granted where in the opinion of the board, it will be to the 
advantage of the Service to do so. Expenses may be granted 
wholly or in part. Regional Hospital Boards and Boards of 
Governors may combine to defray the whole or part of these 
expenses in an individual case. 

77. While it is desired to give boards the maximum of dis- 
cretion in the granting of study leave, it is necessary to secure 
a substantial measure of uniformity in the matter of defraying 
expenses. Boards will therefore be required, within their 
approved budgets, to limit their annua! expenditure on all 
expenses granted in connexion with study leave (including for 
this purpose the expenses of officers who are teaching, attend- 
ing meetings, etc., at the instruction of the board — see para- 
graph 73 above) to certain prescribed maxima. In the case 
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of Regional Hospital Boards (and covering also Hospital 
Management Committees in the region) these are as follows : 
£1,200 Oxford, Cambridge. 

£1,600 Newcastle, Leeds, Sheffield, Liverpool, Bristol, Wales 
£2,000 Metropolitan regions, Manchester, Birmingham. 

Each board of governors will be notified individually before 
Jut y 5, 1949, of the maximum to which they will be required to 
idhere. The maximum will vary according to the size and 
circumstances of the hospital, but will in no case exceed £1,200, 
and in the case of undergraduate teaching hospitals will in no 
ease be less than £800. 

78. Where the expenditure of a board on expenses for the 
rear 1949-50 is likely to exceed the maximum referred to above, 
ind it is not possible to meet the additional cost from “ free 
noney” at the board's disposal, application should be made by 
he board for authority to increase the amount allocated within 
he budget for this purpose. 

79. It is hoped at an early date, m the hght of expenence 
ilready gained in the Ministry, to give further guidance on the 
Sranting of study leave. 

80. The study leave arrangements provided for in the terms 
ind conditions of service and in this memorandum are provi- 
ional and will be subject to reconsideration when expenence 
las been gained of their operation 

tick Leave ( Document , paragraph 18 (e)) 

81. The holding of an honorary (unpaid) appointment — 
g ., by a specialist at a voluntary hospital prior to the 
-ppointed day — should be regarded as constituting service 
inder an employing authority for the purposes of sub- 
laragraph (2) (b). 

i pedal Extended Leave : Teaching Posts in Colonial Universities 

82. It will be open to a regional hospital board or board of 
;ovemors to allow consultants in their employment extended 
cave of absence without pay to enable them to take up leadi- 
ng posts in Colonial universities, provided they undertake to 
eturn to the hospital service immediately on the termination of 
heir Colonial employment. The period of leave granted for 
his purpose should in no case exceed three years. At the end 
if such leave the board should offer the consultant a new post 
not necessarily the one he held before his absence) or help him 
0 find a post with another board ; and the period of leave 
without pay should count for increment. The Minister will 
dvise on the preservation of superannuation rights in such 
ircumstances. . 

83. The Minister is at present considering allowing facilities 
or special leave without pay for other similar purposes, and 
loards will be advised in due course 

Expenses (Document, paragraph 19) 
iubsistence Allowances (Document, paragraph 19 (I) ) 

84. For the time being, any case in which the officer s absence 
xceeds, or is likely to exceed, 28 nights should be reported to 
he Ministry for determination of the reduced rate payable. 

expenses of Candidates for Appointment ( Document , para- 
graph 19 (!)) 

85. Payment of the expenses of candidates other than those 
efcrrcd to in paragraph 19 (0 of the document should be 
;ovemed by the normal rule — i.e., no subsistence should be 
laid, but the full cost of third-class railway fare or bus fare 
rom their ordinary place of residence (in the case of candidates 
ravelling from abroad, from the port of landing in this country) 
0 the interview may be refunded if the expenditure, calculated 
in this basis, exceeds 5s. 

Payment of Mileage Allowance to Whole-lime Officers for 
Journeys from Home to Main Hospital ( Document 
paragraph 19 (d)) 

86. Mileage allowance for journeys between home and hospital 
■vill be payable where an official journey of the kind described 
n this paragraph is undertaken and also where a whole-time 
ifficcr has a defined liability to undertake such journeys though 
n fact he may not receive a call to do so. Tn the case of a 


whole-tune officer liabilities of this sort should always be closely 
circumscribed and defined and there should be no question of 
an indefinite requirement to have the car available at the hospital 
on days other than those to which the liability is specifically 
related. 

Secretarial Assistance 

87. Questions have arisen from time to time about the pay- 
ment of expenses to consultants in respect of secretarial services 
which they have provided for themselves at hospitals. A board 
of governors or hospital management committee may provide, 
secretarial services at a hospital, on either a whole-time or part- 
time basis, for the benefit of medical staff, but neither a board 
nor a management committee has power to reimburse a practi- 
tioner for any part of the cost he incurs in engaging his own 
employee. It is for the board of governors or hospital manage- 
ment committee to decide how far they consider it necessary to 
provide such services. 

Medical Examination on Appointment (Document, 
paragraph 20) 

88. The Minister is discussing further with representatives of 
the profession the future application of the provisions of this 
paragraph to house officers, and further guidance will be given 
as soon as possible. 

Retrospective Application 

89. The intention is that so far as possible the whole of these 
terms of service should be applied with effect from July 5, 1948. 
Remuneration and detailed conditions of service are inter- 
dependent, and the application retrospectively of the former 
should ideally be accompanied by the application retrospectively 
of the latter. 

90. It is clear that this ideal will not always be capable of 
realization. It is not always possible to give retrospective effect 
to new privileges or to withdraw retrospectively privileges 
already enjoyed. Boards are therefore allowed discretion in 
making adjustments of salary, item of service payments, 
expenses, etc., relating to the period July 5, 1948, to July 5, 
1949, on the understanding that so far as practicable the general 
effect should be that which would have been achieved had these 
terms and conditions of service taken as a whole been in 
operation since the appointed day. 

91. The following notes, which are not intended to be exhaus- 
tive, give guidance to boards and committees on the way in 
which their discretion might be exercised on certain questions 
which appear to the Minister likely to arise, and which are not 
dealt with elsewhere in this memorandum. 

(i) General 

Officers will be paid from July 5, 1948, in accordance with their 
recent grading by boards (except where different posts have been 
held by the same officer during the period). Where the salary 
already paid between July, 1948, and July, 1949, exceeds the salary 
(including any distinction award) to which the officer becomes 
entitled retrospectively, boards should not attempt to recover the 
excess. JVbere, however, whole-time officers have been entitled 
under their old conditions of service to retain or have remitted to 
them private fees, the amount of such fees earned by them during 
the period to which the retrospective application relates should be 
offset against any upward adjustment of remuneration. 

Retrospective payments of salary will have to be made to officers 
who have retired, or to the estate of officers who have died, since 
July 5, 1948. 

(ii) Distinction Awards ( Document , paragraph 1 (6>) 

Retrospective payments will have to be recalculated for consul- 
tants who subsequently receive the initial distinction awards. 
Retrospective payment should not be withheld in the expectation 
of an early aw 3rd except at the consultant's request. 

(iff) Clinical Teachers holding a Distinction Award (Document, 
paragraphs 1(b) and 9) 

If the clinical teacher concerned holds an appointment of the 
kind described in paragraph 9 (1) of the document the amount of 
the award payable in his case (from July 5, I94S, or such later date 
as he first held the appointment) will be remitted by the Regional 
Hospital Board/Board of Governors concerned to the University 
or Medical or Dental School, who will include it as 3n element of 
his remuneration. 
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If he holds an appointment of the kind described in paragraph 

9 (2) of the document he receives the appropriate value of the 
award from the Regional Hospital Board/Board of Governors. 

(lv) Medical Supenntendents { Document , paragraph 2 (c) ) 

The new salary (composed of salary for clinical work and salary 
for administrative work) should be paid retrospectively according 

10 the officer's grading in the clinical and administrative fields 
respectively since July 5, 1948 (except for transferred officers 
opting to keep their old salary and conditions of service). 

(v) Senior Registrars, Junior Registrars, and House Officers 

( Document , paragiaphs 3 and 4 {a) ) 

The posts which an officer has held from time to time since 
July 5, 1948, should be reviewed and classified in accordance with 
it o new grading Remuneration should then be adjusted retro- 
spectively, but where the salary paid during the interim period 
or any part of it exceeds the salary appropriate to the post as now 
graded, the overpayment need not be recovered. This applies to 
holders of “ supernumerary posts ” under the scheme for post- 
graduate educa ion of ex-Service officers just as to holders of posts 
within hospitals’ present establishments. Where holders of Class III 
posts under the postgraduate scheme for ex-Service officers have 
held posts which are now graded as House Officer posts, the 
Class III remuneration which they have received should therefore 
be allowed to stand 

C In a small number of cases retrospective upward adjustment of 
salary will have to be regulated so as to avoid retrospective over- 
payment of Further Education and Training grants awarded by 
(lie Ministry of Educanon The hospitals concerned will be notified 
indjvrdually at the earliest practicable moment of the action they 
Jiould take in this matter ) 

In applying retrospectively the new rates for House Officers the 
period since the date of registration during which pos's in this 
grade have been held should be divided into six-monthly periods 
(irresjiectivc of the period of tenure which in practice attached 
to the posts), the remuneration for the first six months after 
registration being calculated at the rate of £350 per annum, for the 
second six months at the rate of £400 per annum, and thereafter at 
the rate of £450 per annum. 

(vi) Blood Transfusion Staff Employed on a Sessional Basis 
For these staffs, the pre-appointed-day arrangements have con- 
tinued m ojjeration throughout the interim period. If boards have 
sufficient information to reassess their sessional work during the 
period m terms of a part-time contract the new salary rates may be 
applied on that basis. (Where the number of “ notional " hours 
weekly is two or less, the provisions in paragraph 10 (i>) of the 
document may be applied.) 

(in) Payment for Exceptional Consultations (Document, paragraph 6) 
Exceptional visits to hospitals within, the area of the employing 
board were not intended, m the interim period, to attract extra 
payment where the consultant was already earning the maximum 
of £1,600. If such visits have in fact been remunerated, then if 
the consultant was employed for nine or more half-days per week 
iho payment made in respect of exceptional visits should be 
offset against the additional salary payment now due to adjust 
the interim salary to the higher rates. 

Exceptional consultations which would attract payment under 
paragraph 6 of the document should be remunerated retrospectively 
at the new rate 

Where a consultant was being paid provisionally less than the 
maximum provisional rate of £1,600 per annum, or was being paid 
£1,600 but working less than nine half-days per weejc, and has 
been paid in addition for exceptional visits to hospitals within the 
area of the employing board ; then, if the application of paragraph 
5 (a) of the document would have enabled his liability to under- 
take those visits to be taken into account in the assessment of the 
number of notional half-days per week on which his salary was 
reckoned, and an adjustment of the number of half-days retro- 
spectively on this basis is possible, the consultant should be paid 
retrospectively for ihe adjusted number of half-days, and the item 
ot service pa >' mems which have been made for the exceptional visits 
offset agamst the upward adjustment of remuneration. 

There was no provision m the interim arrangements for 
exceptional visit fees for general practitioners. Any ad hoc pay- 
m.' i'v which have been made may be adjus-ed retrospectively where 
practicable to conform with the rate of payment now laid down. 

Similar questions to the above may arise on the payment of 
locum fees during the interim period : if so, they should be dealt 
h in the same way. 


Where, however, the interim rates of payment were more favour- 
able to a consultant (whole-time or part-time) than the new 
rates (e g., the 10 guineas payment for majoi operations), the over- 
payment should be offset against upward adjustment of otter 
domiciliary service payments or of salary. 

Where records have been kept of domiciliary consultauons unde-- 
taken in excess of the maximum for which fees were payable 
during the interim period, payment for the consultations ,«c 
recorded may now be made at the new rates, subject to the revise! 
maximum. 

(ix) Retention of Fees (Document, paragraph 14) 

The Minister realizes that it will be impracticable to apply 
retrospectively the provisions of paragraph 14 of the document 
unless in particular circumstances records have been kept pending 
settlement in the light of these terms and conditions of service. 

(x) Residential Appointments (Document, paragraph 17) 

The basis of charge in place of a valued emolument should 
be retrosfiective to July 5, 1948. 

(xi) Study Leave (Document, paragraph IS (d) ) 

Any expenses granted in connexion with study leave taken after 
July 5, 1949, which was authorized by the Minister before that 
date will count against the maximum referred to in paragraph V 
above 

(xii) Sick Leave (Document, paragraph IS (e) ) 

Where the new provisions are more generous than the old, the 
balance of pay may be paid in respect of sick leave taken during 
the interim period. Where under the old conditions payments 
have been made on a more generous basis there should be no 
recovery (or offset against retrospective adjustment of salary rates). 

Retrospective payments should take into account deduction of 
National Insurance benefits payable. 

(xiii) Expenses (Document, paragraph 19) 

The higher rates of travelling allowances and expenses (and the 
conditions attaching to them) may be applied retrospectively so far 
as possible. Where detailed adjustment is impossible, settlement 
may be made by agreement between the board (or hospital manage- 
ment committee) and the officer concerned. 

Recovery need not be made from officers who have received 
subsistence allowances during the interim period at higher rates 
than those to which they are now entitled. 

(xiv) Medical Examination on Appointment (Document, 
paragraph 20) 

These provisions should not be applied retrospectively : i e , it 
is not intended that officers who obtained hospital appointments 
between July 5, 1948, and the date of receipt of this memorandum 
should now be required to undergo a medical examination. 


THE RIGHT TO ARBITRATION 

At a meeting of the General Medical Services Committee on 
June 2 the chairman. Dr. S. Wand, reported on a discussion 
which he and the Secretary had had at the Ministry of Health, 
the Minister himseif being present, on the question of the 
remuneration of general practitioners in the Service. He said 
that the Minister had insisted that it was necessary, before he 
could make any decision, that he should know exactly what each 
doctor was receiving for each item of service in addition to *he 
capitation fee. It appeared that the results of the inquiry which 
the Ministry was making into the actual earnings of general 
practitioners could not be completed and collated until the 
middle of July. The Minister had been informed that in the 
event of an unsatisfactory outcome the profession would desin 
recourse to arbitration, but the Minister had stated that such 
recourse must be subject to his consent in any given case. 

Attention was called to Clause 12 of ,the amending Bill, which 
laid it down that there could be a determination of issues by 
arbitration only when the Minister agreed that the matter in 
question should be so referred. This meant that it would never 
be possible for the profession, having disagreed with the 
Minister on any major financial issue, to insist on arbitration. 
s : ncq the Minister's approval was always necessary. 

Dr. Dain (Chairman of Council) said that until the amending 
Bill appeared it was assumed that they were entitled to take the 
Minister to arbitration on remuneration whenever they liked 
to do so. He felt that the profession must never allow itself 
to be in a position in which the Minister copld refuse its 


(wu) Domiciliary Consultations (Document, paragraph 8) 1 

\\berc whole-time officers bare been paid for domiciliary visits. 
Payments need not be offset against any upward adjustment of 
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:mand for arbitration. Higher Civil Servants were excluded 
cause of their close contact with the State, but the profession 
.as not in that position. The profession must stand on its 
ight to demand arbitration on the remuneration question when- 
ver it arose, and the Minister could do the same. He hoped 
hat the Government would appreciate that this was a funda- 
mental question to the profession and would be prepared to 
.ccept such an amendment. 

The committee unanimously resolved (hat on the remunera- 
ion issue, should no agreement be reached, the right to have 
ihe matter determined, by arbitration should be demanded, and 
[hat in the meantime in the various areas the profession should 
be informed of the position. 

it was agreed to call an additional meeting of the committee 
in July 28, but should any fresh major development arise the 
committee would be recalled at once. 

Other matters which came before the committee will be 
reported in a subsequent issue of the Supplement. 


BRITISH MEDICAL ASSOCIATION 

ANNUAL REPRESENTATIVE MEETING 

MOTIONS AND AMENDMENTS FROM DIVISIONS 
AND BRANCHES 

War Memorial 

Amendment by Harrow: That this meeting totally opposes 
the action taken by the Council with regard to the choice of a 
'ountain as a war memorial, as described in para. 6 of the 
\nnual Report of Council ; it requests that no further action 
ihould be taken by Council and suggests that the sum of £10,000 
bould be devoted- to educational scholarships for the depen- 
lants of the fallen. (Similar motions by other Divisions.) 

’ National Health Service 
Arbitration 

Motion by Reading: That this meeting advises the profes- 
ion to resign from the National Health Service unless the 
Minister guarantees that in the event of disagreement between 
representatives of the profession and himself all matters shall 
be submitted to arbitration and that, in the event of disagree- 
ment on the betterment factor, this be submitted immediately 
to arbitration. 

Motion by Richmond: That the right of arbitration must 
be an integral part of the Whitley Council machinery set up 
for the medical profession, and must be incorpprated in the 
Amending Act. 

Motion by Kingston-on-Thames: That as the Minister of 
Health has withdrawn the official assurances and undertakings, 
repeatedly given to the profession, on the question of arbitra- 
tion in the event of a dispute, this Representative Body demands 
that effective action be taken forthwith to insist that arbitration 
machinery be set up, and that demands for arbitration by the 
profession shall not be subj'ect to the Minister’s veto. 

Motion by Kensington and Hammersmith: That this meet- 
ing regrets the delay in establishing the Whitley machinery on 
the question of doctors’ remuneration, and expresses its strong 
conviction that Whitley machinery without the possibility of 
arbitration will be of little avail. 

Motion by Mid-Essex Division : That the Minister’s refusal 
to gram the right of appeal in disciplinary cases, or arbitration 
if the Whitley machinery breaks down, shows an autocratic 
attitude which the medical profession will not tolerate. 

Overseas Visitors 

Motion by Gateshead: That this meeting expresses strong 
" disapproval of the position whereby any alien has free access 
to all medical services paid for by the British taxpayer, while 
such taxpayer is denied free medicine if he elects to make a 
private contract with his general practitioner. 

The First Year of the Service 

Motion by Marvlebone: That this meeting of representa- 
tives from all parts of the country regretfully records the fact 
that, during the first year of the National Health Service, the 


Minister and the Ministry' of Health have shown little or no 
desire for co-operation with the medical profession in its efforts 
to serve the public ; that they have met the profession’s sug- 
gestions with indifference and procrastinations ; that they have 
been guilty of breach of faith ; and that, particularly for these 
reasons, the Service is falling far below the standard the public 
were led to expect. 

General Medical Services 
Remuneration of General Practitioners 

Motion by Buckinghamshire : That, unless negotiations 
result in a financial settlement satisfactory to the profession- as 
a whole before Sept. 30, 1949, this meeting instructs the Council 
to advise mass resignation of the profession from the N.H.S. 

Motion by Belfast: That, owing to the unsatisfactory situ- 
ation which has arisen, due to the indefinite postponement of 
discussion by the Ministry of Health of the reasonable and 
documented case put forward by the General Medical Services 
Committee for increasing the Central Pool by £161 million, 
this meeting demands that further delay shall not be tolerated, 
and that the Association take immediate steps to organize a 
mass withdrawal from the Service. 

Motion by Kingston-on-Thames: That, the present capi- 
tation rate never having been agreed to by the profession, the 
Representative Body demands that the contemplated improve- 
ments in remuneration shall have effect retrospective to the 
commencement of operation of the National Health Service Act. 

Motion by Blackpool and Fylde: That this meeting gives 
full support to the Conference of Local Medical Committees 
in seeking an adjustment of general practitioner remuneration 
on the basis of the report prepared by the General Medical 
Services Committee, and stresses the urgency of the matter in 
view of financial hardship which exists, particularly in certain 
parts of the area. 

Motion by Greenwich and Deptford: Para. 26. That 
this meeting deplores the Minister’s attitude regarding the re- 
consideration of remuneration. 

Vaccination and Immunization 

Amendment by Derby: That the fee for vaccination should 
be one guinea and that the fee for immunization should be 5s. 
for each injection. 

Motion by Greenwich and Deptford: That this meeting 
considers that the Minister’s continued refusal to agree to 
the payments of fees for immunization and vaccination is 
indefensible. 

Motion by Gateshead: That, until it be established that 
local authorities are responsible for the payment to practi- 
tioners of fees for the performance of vaccinations and immu- 
nizations, it is recommended that no reports of the performance 
of such services be rendered. 

Provision of Medicines and A ppliances for Private Patients 

Motion by Chelsea and Fulham : That the facilities of the 
pharmaceutical services should be free to private patients. 

Medical Treatment of Overseas Visitors 

Motion by Kensington and Hammersmith: That extra 
money be put into the Central Pool in respect of foreign 
visitors who become entitled to treatment under the National 
Health Service. 

Dental Haemorrhages 

Amendment by City of Edinburgh: That treatment should 
not be refused in cases of dental haemorrhage, but that pres- 
sure should be continued to obtain a fee for such emergency 
service. 

Motion by Gateshead : That in the event of his being called 
upon to deal with a dental haemorrhage a medical practitioner 
should be able, as a dentist is able, to claim suitable payment 
from the Dental Estimates Board. 

Frivolous or Unjustified Emergency Calls 

Motion by Lincoln: That the B.M.A. take all steps to per- 
suade the Minister of Health to set up a series of rules for 
patients comparable to those used under the National Health 
Insurance Act. ' « 



330 June 11, 1949 


ANNUAL REPRESENTATIVE MEETING' 


SUPPLEMENT TO the 
British Medical Jouium. 


General 

Motion by Mid-Essex; That this meeting presses for a 
speedy settlement of a n timber of problems which have now 
been outstanding for nearly a year — namely, (1) The provision 
of health centres, (2) Payment for mileage in maternity cases, 
(3) Payment for urban mileage, (4) Payment for mileage in 
connexion with the examination and certification of persons of 
unsound mind, (5) Payment for vaccination and immunization, 
(6) Increase in payment for temporary residents. 

Motion by Torquay : That this meeting congratulates Coun- 
cil on the vast volume of work contained in its Annual Report, 
but regrets that so little improvement in the terms of service 
under the National Health Service Act has accrued from it. 

Superannuation 

Motion by West Denbigh and Flint: That superannu- 
ation should not be deducted on the cost of expensive drugs 
supplied by rural practitioners. ' 

Motion by Blackpool and Fylde: That this meeting 
requests the General Medical Services Committee to examine 
the whole question of superannuation, with particular reference 
to the lack of “cover” provided during the first 10 years of 
service. 

Range of Service 

Motion by Gateshead: That the Ministry of Health be 
requested to correct forthwith their misinterpretation of Regu- 
lation 6 (1) of Schedule 1 of the General Medical and Pharma- 
ceutical Services Regulations. 

References to Regional Medical Officers 

Motion by Gateshead: That the attention of the Ministry 
concerned be drawn to the waste of doctors’ time caused by 
the recent great number of unnecessary references to Regional 
Medical Officers. 

Ndtice to Patients by Executive Councils 

Motion by Marylebone: That the attention of the Minister 
should be called to the fact that executive councils are giving 
insufficient notice to the patients of doctors resigning from 
medical lists. 

Allocation of Patients 

Motion by East Kent: That no patient shall be allocated 
to a practitioner from whose list he or she has previously been 
removed at the request of the practitioner concerned. 

Doctors’ Calls 

Motion by West Denbigh and Flint: That all messages 
should be sent to a doctor’s house before 10 a.m., with the 
exception of emergencies, and that this instruction should be 
printed on the N.H.S. medical cards, as was done prior to 
July 5, 1948. 

Form O.S.C.l 

Motion by East Kent: That Form O.S.C.l is redundant 
and should be abolished. 

v Purchase Tax 

Motion by Chelsea and Fulham: That there should be 
io purchase tax on drugs. 

Travelling Expenses 

Motion by Lincoln : That doctors when travelling at the 
expense of the Ministry of Health should be allowed first-class 
tares 

Domiciliary Physiotherapy 

Motion by Torquay : That as a matter of principle it should 
re wuhin the power of the general practitioner to order domi- 
ciliary physiotherapy for patients when in the practitioner’s 
opinion it is necessary. 

Consultants and Specialists 
Motion by F.\st Kent: That the democratically elected 
consultants and Specialists Committee is the body which should 
represent its constituents, and there should be no representation 
ot the Colleges as such on the Negotiating Committee. 


Motion by East Kent: That it is essential that on all 
specialists committees non-teaching consultants and specialists 
should be represented equally with members of teaching hos- 
pital staffs, having regard to the large part they play in the 
Hospital Service. 

Proposed Terms and Conditions of Service of Hospital Medical 

Staff 

Motion by Kingston-on-Thames: That this Representative'' 
Body deplores the delay in offering final terms of service io 
consultants and specialists and demands that such terms be 
offered forthwith for their consideration. 

Security of Tenure / 

Motion by Kingston-on-Thames: That the Representative 
Body protests most emphatically at the procedure, now develop- 
ing in London, in the action of a few teaching hospitals giving 
notice of termination of appointments of consulting staffs at 
smaller hospitals which have been “ designated ” by the Minister 
of Health, and demands that Council take suitable action forth- 
with to end this practice. 

Selection of Specialists: Senior Hospital Medical Officers 

Motion by Preston: That this meeting deprecates the 
arbitrary action taken by the regional hospital boards in assess- 
ing the status of the medical staffs of hospitals. 

Motion by Reading: That this meeting vieyvs with concern 
the creation of a body of senior hospital officers, without right 
of appeal against their assessment to an independent tribunal. 

Motion by Gateshead : That tuberculosis medical officers of 
standing and experience should be classified as specialists and 
not as senior hospital officers. 

Motion by Derby: (i) That an intermediate grade should be 
created between senior hospital medical officers and that of 
specialists, to include medical superintendents who are not 
already graded as specialists ; (ii) that the salary of this grade 
range between £1,500 and £2,500. 

(Further Motions and Amendments will appear in next week’s 
Supplement ) 


Association Notices 


Diary of Central Meetings 

June 

15 Wed. Coroners Acts Committee, 2 p.m. 

16 Thurs. Dermatologists Group Committee, 11.30 a.m. 

16 Thurs. Group of Dermatology Conference, 2 p.m. 

21 Tues. Conference of Anaesthetists Group, 2 p.m. 

Branch and Division Meetings to be Held 

Kensington and Hammersmith Division. — At Kensington Town 
Hall, Tuesday, June 14, 8.30 p.m. Film: “The Sulphonamides.” 
Members of Westminster and Holborn and Chelsea and Fulham 
Divisions and non-members in all three areas are invited to attend. 

Kent Branch. — At Metropole Hotel, West Leas, Folkestone, 
Thursday, June 16, 12.15 p.m. Annual general meeting. 

Macclesfield and East Cheshire Division. — At Macclesfield 
General Infirmary, Sunday, June 12, 12 noon. Instruction of 
Representative to Annual Representative Meeting; consideration oi 
proposed dissolution of Lancashire and Cheshire Branch and the 
formation of a “ Merseyside ” Branch and a “ Manchester ” oi 
“ Lancashire and East Cheshire ” Branch. 

Mid-Essex Division. — At Hoffmann Engineering Works, Chelms- 
ford, Wednesday, June 15, 2.30 p.m. Dr. Alan Heard: “What is 
Industrial Medicine ? ” To be followed by a tour of the works. 

Rochdale Division. — At Rochdale Infirmary, Friday, June 10, 
8 p.m., annual general meeting. Election of officers and instruc- 
tion of representative. 

Sussex Branch. — At Wames Hotel, Worthing, Wednesday, 
June 15, 1 p.m., annual general meeting and luncheon. 


VISITING THE U.S.A. 

The Secretary of the Association will be glad to learn if any 
medical practitioner in this country expects to visit the United 
States of America during the last week of October. 
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THE SPLEEN AND SPLENECTOMY* 
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RONALD BODLEY SCOTT, ALA., D.M., F.R.C.P. 

Assistant Physician. St Bartholomew’s Hospital; Physician, Woolwich Memorial and Surbiton General Hospitals 


It is a melancholy reflection that Galen’s only aphorism 
to remain in common currency after 1,800 years is his 
observation that the spleen was an organ full of mystery. 
Even to-day its functions in the healthy body remain in 
: part mysterious and its structure matter for argument ; 
; but, if physiologists and anatomists still wrangle, the last 
ten years have enlarged the clinicians’ understanding of 
' the spleen in disease and have enabled them to define more 
exactly the indications for its removal. It is of these clini- 
cal aspects of disturbed splenic function and of the value 
of splenectomy in its correction that this paper treats, 
i Our knowledge of these matters is built on the foundations 
s laid by Frank (1916, 1917), Eppinger (1920), and Naegeli 
(1940), but its practical application is derived largely 
j from the observations of American haematologists, and in 
particular of Doan and Dameshek. 

Anatomy and Physiology 

' The spleen may be regarded as a vast lymph node in 
which, among other specialized circulatory ‘ arrangements, 
, the lymph sinuses are replaced by venous sinuses. It con- 
| sists of a medulla in which are set the Malpighian cor- 
i puscles, globular aggregations of lymphocytes disposed 
| around a central arteriole ; it is enclosed within a fibrous 

1 capsule and scaffolded by fibrous trabeculae with a feltwork 
of reticulin fibrils. The organ is contractile, and along 
he verges of the venous sinuses are arranged elements of 

j te reticulo-endothelial system, histiocytes, and undifferen- 
A . ted mesenchymal cells. The intimate vascular anatomy 
; pi the spleen is still uncertain: some believe that the cir- 
- culation is entirely enclosed within vessels (Knisely, 1934-5, 
s 1936) ; some that there is no continuity from artery to vein, 
but that arterial capillaries open into the spongework of 
7 the splenic pulp, which in turn drains into the venous 

2 sinuses (MacKenzie, Whipple, and Wintersteiner, 1941) ; 
j and some that there is a double circulation, a closed system 

in whose walls are pores which allow escape into and return 
? from the surrounding pulp (NlcNee, 1931). 

1 Whatever the exact nature of the spleen's circulatory 
. arrangements, the organ is well designed to play the part 
")o£ a reservoir for blood cells, a function postulated 240 
''years ago by Leeuwenhoek (1708) and established by the 
■ well-known researches of Barcroft (1925). In foetal life 
the spleen is engaged in the genesis of blood cells, but, 
' although some lymphocytes and monocytes are normally 
of splenic origin, in adult life it resumes haemopoietic 

•A lecture delivered to the Ulster Medical Society on March 3. 


activity only in certain pathological states. Its large com- 
plement of reticulo-endothelial cells ensures the spleen’s 
co-operation in the many complex, and often obscure, 
activities of this system. 

These reservoir, haemopoietic, and reticulo-endothelial 
functions, although clearly of great importance in the body’s 
economy, have not the clear-cut clinical significance of 
those of the next category. These are concerned with the 
regulation of the cellular composition of the circulating 
blood. Although there is no evidence that the spleen takes 
an active part in the destruction of red blood cells, its 
removal is followed by a decrease in urobilinogen excretion, 
which suggests that it removes effete erythrocytes from the 
circulation. After splenectomy the red blood cells become 
thinner and more resistant to hypotonic salt solutions, 
“ target cells ” appear, and Howell-Jolly bodies and Cabot's 
rings may be found (Singer, Miller, and Dameshek, 1941). 

It may be concluded that the spleen normally increases 
the thickness of erythrocytes passing through it, that it 
forms a cemetery for defunct red blood cells, and that it 
exerts some control over the maturation of erythroblasts, 
particularly of that phase at which the nucleus is shed. 
Splenectomy is followed by an increase in the peripheral 
leucocyte and platelet counts. The former rises to between 
15,000 and 20,000 per c.mm., and although the neutrophils 
commonly share in this increase it is mainly due to a 
lymphocytosis. The platelet count may reach 1,000,000 
per c.mm. The explanation of neither phenomenon is cer- 
tain: there is no evidence that leucocytes or platelets are 
normally destroyed by the spleen ; the organ must either 
control delivery of these elements from the bone marrow 
or exert an inhibitory influence on their formation. 

Indications for Splenectomy 

This brief review of the spleen's functions must serve, 
as an introduction to the subject of splenectomy. First, 
tw'o general indications, unrelated to functional disturbance, 
may be dismissed. The necessity for operation in spon- 
taneous or traumatic rupture is obvious: this gross surgical 
accident is seldom the concern of the physician, but it is 
well to recall the special liability to spontaneous rupture of 
the enlarged spleen in glandular fever (Attlee, 1932 ; King, 
1941 ; Darley, Black, Smith, and Good, 1944 ; Davis, 
Macfee, Wright, and Ailyn, 1945 ; Smith a’nd Custer, 1946). 
Splenic tumours are almost invariably part of a neoplastic 
process systematized throughout the lympbo-reticular tissue 
and thus do not constitute an indication for splenectomy ; 
occasionally cysts may require excision. 
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Fig. 1. 


-Transfusion requirements in identical twins with Mediterranean anaemia. 
The effect of splenectomy is shown in one. (After Govan, 1946.) 


Of particular interest to the physician are the various 
disturbances which may be attributed to exalted splenic 
function. A resumption of haemopoietic acti- 
vity occurs in several diffuse obliterative dis- 
eases of the bone marrow: it is seen in 
metastatic carcinoma, in osteosclerosis (Albers- 
Schonberg), and, particularly and most often, 
in myelosclerosis in which there is a replace- 
ment of normal blood-forming marrow by 
fibrous tissue and fine trabeculae of new bone. 

The spleen in this disorder undergoes myeloid 
transformation and may reach massive propor- 
tions ; it is virtually the only haemopoietic 
tissue remaining, and for this reason its exci- 
sion ts strongly contraindicated. The diagnosis 
of this disease thus assumes some impor- 
tance: in addition to splenomegaly, the 
features are anaemia of the Jeuco-erythro- 
blastic type and a marrow of reduced cellu- 
larity on puncture ; a trephine biopsy of the 
sternum may be required before the diagnosis 
is assured. 

Exaltation of the reticuio-endothelial functions of the 
spleen provides no definite clinical syndrome ; it is in its 
effect on the circulating blood that hypersplenism becomes 
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of great importance. This may result in 
anaemia, in thrombocytopenia, or in kuwpe-m, 
or in any combination of these changes. 

Splenectomy in Anaemia 

The value of splenectomy in some forms of 
haemolytic anaemia has long. been appreciated; j 
but the relation between splenic activity and the 
various haemolytic states is a matter of com- 
plexity. There is first a group of haemolytic 
anaemias in which the fundamental abnormality 
is a congenital and often inherited deformity of 
the red blood cell. The most common of these 
is familial acholuric jaundice, in which, the 
erythrocytes have a shape approximating to the 
spherical. These spherocytes are retained selec- 
tively by the spleen and there destroyed in 
numbers often sufficient to lead to anaemia and 
haemolytic jaundice. 

The spleen’s activity in this disease must be 
regarded as normal but one which has a vicious^ 
effect on the organism because large numbers of the red 
blood cells, although functionally adequate, are mal- 
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Fl°. -.—Acquired haemolytic anaemia of unknown causation in girt acted 18 
Erjthrocyte fragility 0.7-0.45% NaCt. Splenectomy: recovery. 


Fig. 3. — Haemolytic anaemia of unknown cause in a man aged 43. 


formed and consequently are removed from the circula- 
tion. Splenectomy abolishes excessive haemolysis and 
usually reduces spherocytosis, for cells passing through the 
spleen are normally increased in thickness. In 
sickle-cell anaemia, which presents anafogies 
with acholuric jaundice, splenectomy is curi- 
ously and notoriously ineffective. The third 
anaemia of this type — Mediterranean anaemia. 
— occupies an intermediate position in this 
respect, and an interesting controlled experi- 
ment in which the spleen was removed front 
one of a pair of identical twins with this dis- 
ease shows how beneficial the operation may 
be (Fig. 1) (Govan, 1 °>46). 

The second category of haemolytic anaemias 
is that in which some external factor is respon- 
sible for the destruction of red blood cells. 
This may be a recognizable 'toxic agent such as 
lead or one of the suiphonamide drugs, but 
the present discussion is concerned with those 
acute and chronic forms of acquired haemolyt lC 
anaemia in which no cause is evident. There n 
reason to believe that many are due to an 
antigen-antibody type of reaction: in some 3 
haemolysin can be demonstrated in the patient 5 
serum (Dameshek and Schwartz, I93S, 1940)1 
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Fic. 4. — Acquired haemolytic anaemia of unknown cause in a woman aged 31. Erythrocyte fragility 0.5-0.45% 

NaCl. Failure of splenectomy. 


in others theCoombs 
test provides, indirect 
proof of its presence 
(Coombs, Mourant, 
and Race, 1945). 

Damage to the cir- 
culating erythro- 
cytes, falling short 
i ' of lysis, may be 
shown by sphero- 
cytosis and decrease 
in hypotonic resist- 
ance ; in others in- 
clusion bodies with- 
in the red blood cells 
are evidence that 
they have suffered 
injury (McFadzean 
and Davis, 1947). 

These cells may be 
adequate for the 
transport of oxygen, 
but they are removed 
and destroyed by the voracious and undiscriminating spleen. 

In acquired haemolytic anaemia of this type, where the 
cause is unknown and therefore insusceptible of control, 
splenectomy must be recommended if the haemolytic pro- 
cess shows no sign of abating during a period of observa- 
tion and blood transfusion. Removal of the spleen will 
remove the organ responsible for destroying damaged red 
blood cells, and it has been suggested that the haemolysin 
may be elaborated in the spleen itself. The effect of opera- 
tion cannot be foretold : it may be dramatically efficacious ; 
it may not influence the process at all ; but the patient 
whose condition is deteriorating should always be given the 
chance. Figs. 2-5 show instances of this disease in which 
the result of splenectomy varied from complete and 
immediate remission to utter ineffectiveness. 

The third group of haemolytic anaemias are those 
secondary to a splenomegaly which may be of almost 
any nature: there are records of this combination • in 
lymphatic leukaemia (Marchal, Dany, and Grupper, 1934 ; 
Singer and Dameshek, 1941 ; Feldman and Yarvis, 1944), 
Hodgkin’s disease (Holler and Paschkis, 1927 ; Kwaszewska, 
1931 ; Bensis and Gouttas, 1934 ; von Braitenberg, 1937-8 ; 
Slot, 1938 ; Stats, Rosenthal, and Wasserman, 1947), sar- 
coidosis (Crane and Zetlin, 1945), Gaucher’s disease 
(Mandelbaum, Berger, and Lederer, 1942), kala-azar 
(BurChenal, Bowers, and Haedicke, 1947), and tuberculous 
splenomegaly (Engel- 
breth-Holm, 1938). 

In many instances 
the haemolytic 
anaemia has been 
cured by splen- 
ectomy. The cause 
of this form of 
haemolysis is uncer- 
tain : in some in- 
stances it seems 
likely that red blood 
cells have become 
sequestrated in the 
labyrinthine pulp of 
a vast spleen, there 
undergoing lysis ; it 
has been suggested 
that the enlarged 
spleen elaborates a 
lysin or produces in 


greater measure its normal lysolecithin (Dameshek and 
Miller, 1943). Circumstances dictate the desirability of splen- 
ectomy : in a slowly progressive disorder in which the major 
disability is due to haemolytic anaemia it may well be justifi- 
able ; in a rapidly advancing leukaemia it would clearly be 
injudicious. 

Figs. 6-8 illustrate instances of haemolytic anaemia associated ' 
with the splenomegaly of Hodgkin's disease, reticulosarcoma, 
and lymphatic leukaemia. In the first the patient presented 
with haemolytic anaemia and splenomegaly ; splenectomy 
relieved all symptoms, but the excised organ showed the 
changes of Hodgkin’s disease (Fig. 6). He remained in good 
health for 4| years, when haemolytic anaemia recurred and 
he died from renal failure due to amyloidosis three months 
later. In this patient splenectomy resulted in nearly five years 
of normal existence. The anaemia in the second patient was 
of subacute evolution and the haemolytic process was con- 
trolled by splenectomy, although she died three months later 
from the underlying disease (Fig. 7). The patient with 
lymphatic leukaemia had four haemolytic episodes over a 
period of five years, the last proving fatal (Fig. 8) ; haemolysis 
was controlled in the first three by irradiation of the spleen and 
repeated blood transfusion. In the light of subsequent events 
splenectomy during the first episode might have been justifiable. 

Splenectomy in Thrombocytopenia 

Idiopathic thrombocytopenic purpura has long been 
recognized as a condition in which splenectomy is often 



Fio. 5. — Acquired haemolytic anaemia of unknown cause in a woman aged 57. Eryihrocyre fragility 0.55-0.45% 
. NaC!. Splenectomy was followed by remission, but fatal relapse occurred. 





British 

Medical Journal 


10 66 June IS, 1949 THE SPLEEN AND SPLENECTOMY 



followed by a rise in 
the platelet count 
and by relief of the 
haemorrhagic symp- 
toms. The relation 
of thrombocytopenia 
to the haemorrhagic 
tendency is as yet an 
unsolved problem, 
but it is true to 
say that a reduction 
in platelets below 
100,000 per c.mm. is 
usually attended by 
spontaneous haemor- 
rhages, which as a 
rule cease when 
the platelet count 
rises to normal 
levels. 

The part played 
by the spleen in 
idiopathic thrombo- 
cytopenic purpura has been the subject of much debate and 
there are still two opposed doctrines — the one holding that 
this organ is engaged in excessive destruction of platelets, 
the other that it exerts an inhibitory effect on platelet for- 
mation in the bone marrow. Injections into animals of 
extracts of spleens excised in this disease have an incon- 
stant effect in inducing thrombocytopenia ; the observations 
are inconclusive (Troland and Lee, 1938 ; Tocantins, 1939 ; 
Major and Weber, 1939 ; Pohle and Meyer, 1939 ; Hobson 
and Witts, 1940 ; Rose and Boyer, 1941), Histological evi- 
dence of excessive platelet destruction in the excised spleens 
is usually lacking, although there are claims to the contrary 
(Nickerson and Sunderland, 1937). 

Thrombocytopenia may occur independently of the 
spleen’s action: in acute leukaemia, aplastic anaemia, and 
carcinomatosis of bone it is secondary to changes in the 
bone marrow ; it may be allergic in origin (Squier and 
Madison, 1937); it may be the result of idiosyncrasy to 
such drugs as “ sedormid,” gold, or arsphenamine. Precise 
diagnosis is clearly an essential preliminary to splenectomy. 
Examination of the bone marrow will exclude leukaemia 
and similar conditions. Schwartz (1945) has claimed that 
an increase in marrow eosinophils is associated with a par- 
ticular tendency to spontaneous remission and has suggested 
that these cases have an allergic origin. His claims lack 
confirmation (Diggs and Hewlett, 1948), and the diagnosis 
of allergic thrombocytopenia must remain a matter of diffi- 



culty ; it is undoubtedly rare. A careful history will allow 
separation of the cases due to drug idiosyncrasy. 

Bone marrow examination has a more positive value in 
the diagnosis of splenic thrombocytopenia : in this condition 
the megakaryocytes, the parent cells of the platelets, an 
plentiful, although it is uncertain whether they are mors 
abundant than normal (Dameshek and Miller, 1946 ; Diggs 
and Hewlett, 1948). Although numerous, they are less mature 
than normal and show little or no evidence of active platelei 
formation. Within twenty-four hours of splenectomy 
coincident with the thrombocytosis in the blood, the mega 
karyocytes show a great increase in platelet formation anc 
in maturity. These observations seem to indicate an inhibi 
tory effect of the spleen on thrombocytopoiesis and it 
dispose of the hypothesis of excessive splenic destructioi 
of platelets. 

Granted the clinical picture of idiopathic thrombocyto 
penic purpura and the absence- of other possible cause 
splenectomy is indicated when there is no sign of spon 
taneous remission and when the bone-marrow examinatioi 
shows plentiful megakaryocytes but depressed platele 
formation. 

Two recent cases (Fig. 9) illustrate the satisfactory increasi 
in platelet count that may be expected if these criteria ar 
observed, but they stress another difficulty in the treatment o 
this disorder. Case 1 was relieved of all tendency to bleei 
and has remained well for over a year; in Case 2 there ha 
been no change in the haemorrhagic state. 

In addition to the familiar primary splenic thrombo 
cytopenia, a similar condition may occur secondary t( 
splenomegaly of many kinds: it has been noted, fo 
example, in Hodgkin's disease. Gaucher’s disease, conges 
tive splenomegaly, and reticulosarcoma. The changes. u 
the bone marrow are identical with those of the “ primary 
variety. In some instances the haemorrhagic state is o 
such intensity that it constitutes the main disability, h 
such circumstances it may be justifiable to recomment 
splenectomy, for it will often ensure additional months oi 
years of comfortable existence, although it cannot of cours< 
influence the final outcome of the underlying disorder. 

Fig. 10 shows the effect of splenectomy on the platelet coiinl 
in two examples of this secondary type of hypersplcw £ 
thrombocytopenia. The cause of splenic enlargement was 
lymphoid foil cuiar reticulosis and lymphoblastic renew 
sarcoma respectively; a similar result has been obtained in 
patient with Hodgkin’s disease. In all three a disabn S 
haemorrhagic state was satisfactorily controlled. 
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Fig. 8. — Haemolytic anaemia associated with chronic lymphoid 
leukaemia in a man aged 57. 


In the past there has been tacit assumption that thrombo- 
ytopenia following medication with such drugs as gold, 
eoarsphenamine, and the sulphonamides was due to a 
irect toxic effect on the bone marrow. The bleeding ten- 
ancy usually disappears after the drug is withdrawn, but 
i two recently reported instances, one following gold 
VIettier, McBride, and Li, 1948) and one sulphathiazoie 
'arfel, 1944-5), it persisted and endangered life. In both, 
te bone marrow was found to contain megakaryocytes 
i normal or increased numbers, although they were 
tactive and less mature than normal ; in both, splenec- 
>my;was followed by a rise in the platelet count to normal 
nd by cessation of bleeding. It may be that removal of 
te physiological splenic inhibition of thrombopoiesis was 
Dough to restore platelet formation to normal. 

Splenectomy In Neutropenia 
The effects of the spleen on the leucocytes are less well 
ppreciated than those on the red blood cells and platelets, 
rank (1916. 1917) noted a leucopenia in many patients 
ith splenomegaly and the increase in white blood cells 


which followed splenectomy. He suggested that 
the spleen exerted a toxic effect on the bone 
marrow, which might result in aplasia when it 
became intense, and proposed the term “ aleukia 
splenica ” for the condition. 

As in splenic thrombocytopenia, two forms 
of splenic neutropenia can be recognized. 
Although the first case was reported by Reiss- 
man (1938), Wiseman and Doan (1939, 1942) 
must be credited with recognition of the 
primary syndrome. This occurs most com- 
monly in women between the ages of 30 and - 
60 years, and is manifest by chronic ill-health 
with recurrent skin and oral infections. The 
spleen is usually moderately, sometimes greatly, 
enlarged. Blood counts show persistent leuco- 
penia, commonly varying between 1,000 and 
2,000 per c.cm., with less than 20% of neutro- 
phils ; in many there is a moderate thrombo- 
cytopenia. The bone marrow is of increased 
cellularity, and formation of granular cells is 
unduly active, although mature forms may be 
scanty. 

In many instances splenectomy has been 
followed by restoration of a normal leuco- 
cyte count and disappearance of all symp- 
toms (Muether. Moore, Stewart, and Broun, 
1941 ; Auger, Jobin, and Larochelle, 1945 ; Langston, 
White, and Ashley, 1945 ; Rogers and Hall, 1945 ; Salzer, 
Ransohoff, and Blatt, 1945 ; Hepp and Mallarme, 1 946 ; 
Kinsey and Bingham, 1946 ; Lotz, 1947). In this disorder 
again there is controversy over the means by which the 
spleen exerts its effect. Some hold that there is excessive 
lysis of neutrophils in the organ (Wiseman and Doan, 
1939 ; von Haam and Awny, 1948), describing phago- 
cytosis of granular cells in sections and smears of the 
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-Effect of splenectomy in idiopathic thrombocytopenic 
purpura. 


Fjg. 10. — Effect of splenectomy on platelet count in two case 
thrombocytopenic purpura due to secondary hypersplenism. 
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excised spleen. Many have reported non- 
specific hyperplasia of the organ without 
evidence of phagocytosis ; perhaps the body 
of opinion favours the view that the spleen 
controls in some fashion the emission of 
granulocytes from the bone marrow (Engel- 
breth-Holm, 1938). 

A recently reported instance, which can be 
matched by a personal experience, illustrates 
the need for caution (Hattersley, 1947). Both 
fulfilled all the diagnostic criteria of Wiseman 
and Doan, but in neither did splenectomy 
relieve the neutropenia or the tendency to 
infection. 

Secondary splenic neutropenia as an isolated 
phenomenon is rarer than the analogous 
thrombocytopenia. It has been most often 
recorded in Felty’s syndrome, wherein rheu- 
matoid arthritis is associated with generalized 
lymphadenopathy and splenomegaly. Splen- 
ectomy has been advocated for this combina- 
tion (Hanrahan and Miller, 1932 ; Craven, 

1934), but, although the neutropenia is there- 
by relieved and general health may be improved, the 
arthritis is seldom affected (Steinberg, 1942). It is justi- 
fiable only when disabling symptoms can be attributed to 
the leucopenia. The operation has even been recommended 
for rheumatoid arthritis without splenomegaly or leuco- 
penia ; it has the support neither of logic nor of experience. 

Splenectomy in Pancytopenia 

It is not surprising to find that in some instances the 
action of the spleen is exerted not on one variety of blood 
cell but on all: in these patients there is anaemia, neutro- 
penia, and thrombocytopenia. The syndrome has been given 
the title of “ splenic pancytopenia ” (Doan and Wright, 
1946, 1947). Two distinct forms of anaemia are encoun- 
tered in this disorder: in some it is frankly haemolytic, 
with jaundice, reticulocytosis, and urobilinuria ; more often 
there is little unequivocal evidence of blood destruction, 
although the daily excretion of urobilinogen is usually 
above normal. The bone marrow in splenic pancytopenia 
is of increased cellularity: granulopoiesis is active and 
megakaryocytes are present in normal numbers, although 
thrombocytopoiesis is defective ; erythropoiesis is normo- 
blastic and unduly active in the haemolytic form of the 
disease, and in the non-haemolytic variety there is often a 
predominance of the less mature grades of normoblast, 
suggesting arrest of the normal process of maturation. 

As with other hypersplenic syndromes, primary and 
secondary pancytopenia has been recognized. In most of 
the reported primary cases splenectomy has restored the 
blood to normal and the patient to health. The excised 
spleen is agreed by most observers to show no more than 
a non-specific hyperplasia. It is a rare disorder, but the 
tallowing example is characteristic in all respects but the 
unhappy outcome. 

A night watchman aged 55 was admitted with symptoms of 
anaemia and with splenomegaly. There was a normocytic 
anaemia with a haemoglobin level of 50% '(Haldane) ; leuco- 
<->tes numbered 2,000 per c.mm., of which 32% were neutro- 
phils; platelets totalled 77.000 per c.mm. There was no 
cs < ce of excessive haemolysis. Sternal puncture showed 



Fig. 11. — Splenectomy in secondary splenic pancytopenia in a woman 3ged 34.' 
Reticulum-cell medullary reticulosis. 


i 


\ “av.uiuij3u. cuemai puncture showed 

»e bone marrow. Splenectomy resulted i n a rapid rise 
ocytes to 14.500 and of platelets to 368,000 per c.mm. 
-pleen showed a non-specific hyperplasia; the liver was 
normal at operation and on biopsy. Unfortunately he died on 
me tenth day after operation from a secondary haemorrhane 
mom the wound. “ 


Secondary splenic pancytopenia is not uncommon jh 
its minor grades : it is - the rule in congestive spleno- 
megaly and occurs with many other forms of splenic 
enlargement. It does not often justify splenectomy, 
although satisfactory results have been reported w 
Gaucher’s disease (Mandelbaum, Berger, and Lederer, 
1942). The blood changes in kala-azar can best be 
explained by secondary hypersplenism of this type 
(Cartwright, Chung, and Chang, 194S), and, although 
chemotherapy will usually effect a cure, cases resistant 
to treatment and sometimes associated with a haemolytic 
anaemia occur. Several recent reports have stressed tie 
value of splenectomy in such patients (Burchenal, Bowen, 
and Haedicke, 1947 ; Morton and Cooke, 1948). 

In some of the less common proliferative diseases of 
lympho-reticular tissue secondary splenic pancytopenia u 
a prominent feature. This is so in histiocytic medullary 
reticulosis (Bodley Scott and Robb-Smith, 1939), and i" 
one instance a satisfactory remission of some months was 
secured by splenectomy (Asher, 1946). A recent example 
of a related condition has responded in like manner. 

A married woman aged 34 was admitted with massive spleno- 
megaly and moderate generalized lymphadenopathy. There 
was thrombocytopenia, neutropenia, and normocytic anaenu- 
without evidence of undue haemolysis. The bone marrow 
active. Remittent fever was present. An excised lymph aod‘ 
showed the changes of reticulum-cell medullary reticulosis. Tnr 
radiotherapist was unwilling to treat her in view of the leuco- 
penia. Splenectomy restored the blood picture to normal 
relieved all symptoms. She remains well three months aff^j 
the operation (Fig. 11). 

This mechanism has recently been suggested as th* 
explanation of the puzzling crises of acholuric jaundi# 
(Dameshek and Bloom, 1948). It has long been knot'* 
that in these “ crises de ddglobulisation ” there' is V ! °' 
found anaemia without reticulocytosis but accompanied b! 
thrombocytopenia and leucopenia. The bone marrow ntf.'i 
show changes suggesting an arrest of erythroblastic develop: 
ment while granular cells are prominent and megakaryocyte 
numerous but inactive. Splenectomy at this point is f°T 
lowed not only by rapid repair of the anaemia but fe| 
release of granular cells and platelets. The hypothesis & 
the enlarged spleen, as well as destroying the spherical rt^J 
blood cells, is exerting a secondary inhibitory effect 
bone-marrow function satisfactorily explains this puzzle 
phenomenon. 
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The indications for splenectomy in aplastic, or refractory, 
anaemia are relevant to the topic of splenic pancytopenia 
if it is allowed that the spleen normally exerts an inhibitory 
influence on haemopoiesis. The operation has been recom- 
mended from time to time for this disease and occasional 
successes have been recorded. It is the general experience 
that results are disappointing and the benefit only transient 
'van Beurden, 1935). The Italian haematologists have 
recognized an indolent form of aplastic anaemia which 
they term “ progressive myeloid atrophy ” (Ferrata, 1939a, 
1939b ; Cattaneo, 1942, 1946). Its distinction from other 
forms seems to. depend on the speed of its evolution, but 
good results have been reported from splenectomy in some 
patients. Occasional examples are seen in which a 
haemolytic element is clearly present, and this consti- 
tutes an indication for operation ; some would extend it 
to those whose bone marrow contains megakaryocytes, 
especially if they are inactive, and shows some evidence 
af erythroblastic regeneration (Estren and Dameshek, 1947). 

Splenectomy in Congestive Splenomegaly 
, The problem of splenectomy in congestive splenomegaly 
(Band’s "syndrome) is of a different order. Observations 
at the Presbyterian Hospital in New York have shown that 
the splenomegaly is here due to obstruction to the venous 
outflow from the organ (Whipple, 1937, 1945 ; Rousselot, 
1940 ; Thompson, 1940). It is in fact synonymous with 
obstruction to, and hypertension in, the portal venous 
system, apart from occasional examples due to thrombosis 
of the splenic vein. In 70% the cause is cirrhosis of the 
liver ; in the remainder various extrahepatic obstructive 
lesions are present. The main danger lies in the tendency 
to rupture of the dilated venous collaterals at the lower 
end of the oesophagus. 

It has already been pointed out that secondary hyper- 
splenism is common in congestive splenomegaly, but it is 
seldom of a degree to demand operation. Splenectomy is 
curative in thrombosis of the splenic vein, but where the 
obstruction is of the portal trunk or its branches within 
the liver this operation has little effect on portal hyper- 
tension. ' The improvement occasionally noted must be 
attributed to the relief of secondary hypersplenism, and 
perhaps to the removal of the splenic contribution to the 
portal blood flow, which is said to amount to 40% of the 
total.' Splenectomy cannot be regarded as a rational or 
effective treatment for congestive splenomegaly, unless due 
to thrombosis of the splenic vein. The operations devised 
to by-pass the obstruction by shunting the venous flow 
via the splenic vein, into the left renal vein, or by anas- 
tomosing the portal vein and the inferior vena cava, are 
more logical and more promising (Blakemore and Lord, 
1945 ; Learmonth and Macpherson, 1948). 

Conclusion 

This review has attempted to show that, with the excep- 
tion of two mechanical disturbances — rupture and throm- 
bosis of the splenic vein — the indication for splenectomy 
is an imbalance of the delicately poised equilibrium between 
the haemopoietic functions of the bone marrow and the 
inhibitory and haemolytic activities of the spleen. This 
(nay arise from a primary splenic disorder or be secondary 
to many forms of splenomegaly ; it may be due to hypo- 
plasia of the bone marrow or to the production of mal- 
formed red blood cells ; it may affect the erythrocytes, the 
granular cells, or the platelets, severally or concurrently. 
In every variety splenectomy may restore the blood to 
normal and the patient to health. 

t am grateful to my colleagues at St. Bartholomew’s Hospital for 
permission to refer to patients who have been under their care. 


References 

Asher, R. (1946). Lancet, 1, 650. 

Attlee, W. (1932). Ibid., I, 291. 

Auger, C., Jobin, J. B., and Larochelle, L. N. (1945). Canad. med. 
Ass. J„ S3, 335. 

Barcroft, J. (1925). Lancet, 1, 319. 

Bensis, V., and Gouttas, A. (1934). Sang. 8, 288. 

Blakemore, A. H., and Lord, J. W. (1945). Ann. Surg.. 122, 476. 
Burchenal, J. H., Bowers, R. F., and Haedicke, T. A. (1947). Amer. 
J. trop. Med., 27, 699. 

Cartwright, G. E., Chung, H. L., and Chang, A. (1948). Blood, 
3. 249. 

Cattaneo, A. (1942). Haematologica, 24, 995. ' 

(1946). Gazz. Osp. Clin., 67, 139. 

Coombs, R. R. A., Mourant, A. E., and Race, R. R. (1945). Brit. J. 
exp. Path.. 26, 255. 

Crane, A. R., and Zetlin, A. M. (1945). Ann. intern. Med.. 23, 882. 
Craven, E. B. (1934). J. Amer. med. Ass., 102, 823. 

Dameshek, W., and Bloom, M. L. (1948). Blood, 3. .1381. 

and Miller, E. B. (1943). Arch, intern. Med.. 72, 1. 

(1946) Blood. 1. 27. 

and Schwartz, S. O. (1938). New. Engl. J. Med., 218, 75. 

(1940). Medicine. 19. 231. 

Darley, W., Black, W. C., Smith, C., and Good, F. A. (1944) Amer. 
J. med. Sci., 208. 381. 

Davis, J. S., Macfee, W., Wright, M., and Allyn, R. (1945). Lancet, 
2, 72. 

Diggs, L. W., and Hewlett, J. S. (1948). Blood, 3, 1090. 

Doan, C. A , and Wright, C. S. (1946). Ibid., 1, 10. 

— - — - — — - (1947). J. Lab. clin. Med.. 32, 1399. 

Engelbreth-Holm, J. (1938). Amer. J. med. Sci., 195, 32. 

Eppinger, H. (1920). Die Hepato-Lienalen Erkrankungen. Berlin. 
Estren, S., and Dameshek, W. (1947). Amer. J. Dis. Child., 73, 671. 
Farfel, B. (1944-5). Texas St. J. Med., 40. 603. 

Feldman, F., and Yarvis, J. J. (1944). N.Y. St. J. Med., 44, 1693. 
Ferrata, A. (1939a). Gazz. Osp. Clin., 60, 219. 

(1939b). Ibid., 60, 415. 

Frank E. (1916). Berl. klin. Wschr., 53, 555 

(1917). Ibid., 54. 573. 

Govan, C. D. (1946). J. Pediat.. 29. 504. 

Hanrahan, E. M., and Miller, S. R. (1932). J. Amer. med. Ass., 
99. 1247. 

Hattersley, P. G. (1947). Blood. 2. 227. 

Hepp, J., and Mallarmd, J. (1946). Mem. Acad. Chir.. Paris, 72, 
359. 

Hobson, F. C. G., and Witts, L. J. (1940). British Medical Journal, 
1. 50. x 

Holler. G.. and Paschkis, K. (1927). Wien. Arch. inn. Med., 14, 149. 
King, R. B. (1941). New. Engl. J. Med.. 224, 1058. 

Kinsey, H. 1., and Bingham, J. R. (1946). • Canad. med. Ass. J., 
55, 291. 

Knisely, M. H. (1934-5). Proc. Soc. exp. Biol, N.Y.. 32, 212. 

* (1936). Anat. Rec., 65. 23. 

Kwaszewska, G. (1931). Wien. klin. Wschr.. 44. 684. 

Langston, W„ White, O. A., and Ashley, J. D., jun. (1945). Ann. 
intern. Med., 23. 667. 

Learmonth, J. R., and Macpherson, A. I. S. (1948). Lancet, 2, 882. 
Leeuwenhoek, A. van (1708). Philos. Trans., 25, 2305. 

Lotz, K. (1947). Med. Klin., 42. 274. 

McFadzean, A. J. S., and Davis, L. J. (1947). Glasg. med. J., 28, 
237. 

MacKenzie, D. W., jun., Whinnle, A. O., and Wintersteiner, M. P. 

(1941). Amer. J. Anat.. 68. 397. 

McNee, J. W. (1931). Trans, med. Soc. Lond.. 54, 185. 

Major, R. H., and Weber, C. J. (1939). J. Lab. clin. Med.. 25, 10. 
Mandelbaum, H., Berger, L., and Lederer, M. (1942). Ann. intern. 
Med., 16. 438. 

Marchal, G., Dany. H., and Gruppcr (1934). Sang, 8. 847. 

Metticr, S. R., McBride, A., and Li, J. (1948). Blood. 3. 1105. .. 
Morton, T. C.. and Cooke, J. N. C. (1948). Lancet. 2. 920. 

Mucthcr, R. O., Moore, L. T., Stewart. J. W., and Broun, G. O. 

(1941). J. Amer. med. Ass.. 11 6. 2255. 

Naegelb O. (1940). Differential Diagnosis of Internal Diseases. 
Chicago. 

Nickerson. D. A;, and Sunderland. D. A. (1937). Amer. J. Path., 
13, 463. 

Pohle, F. J., and Mever, O. O. 61939). J. clin. Invest., 18. 537. 
Reissmann, K. (1938). Med. Welt.. 12. 16. 

Rogers. H. M., and Hall, B. E. (1945). Arch, intern. Med.. 15, 192. 
Rose, H., jun.. and Boyer, L. B. (1941). J. clin. Invest., 20. 81. 
Rousselot. L. M. (1940). Surgery, 8. 34. 

Salzer. M„ Rnnsohoff, J. L., and Blatt, H. (1945). Ann. intern. 
Med., 22. 271. 

Schwartz, S. O. (1945). Amer. J. med. Sci.. 209. 579. 

Scott, R. B„ and Robb-Smi h, A. H. T. (1939). Lancet, 2. 194. 
Singer. K., and Dameshek. W. (1941). Ann. intern. Med., 15, 544. 

• Miller. E. B., and Dameshek, W. (1941). Amer. J. med. Sci., 

202. 171. 

Slot. W. J. Bruins (1938). Ned. Tiidschr. Genecsk.. 82. 38. 

Smith, E. B., and Custer, R. P. (19461. Blood. I. 317. 

Squier. T. L.. and Madison, F. W. (1937). J. AUerev. 8. 143. 

St3ls, D., Rosenthal. N., and Wasserman, L. R. (1947). Amer. J. 
clin. Path.. 17. 585. 

Steinberg, C. L. (1942). Ann. intern. Med.. 17, 26. 

Thompson. W. P. (1940). Ibid.. 14. 255. 

Tocantins. L. M. (1939). Proc. Soc. exp. Bio!., N.Y.. 42. 485. 

Troland, C. E., and Lee. F. C. (1938). J. Amer. med. Ass.. 111. 221. 
Van Beurden, A. J. R. E. Scoonhoven (1935). Folia haemal., Lpz., 
S3, 135. 


1070 June 18, 1949 


OPERATION FOR STRESS INCONTINENCE 


British 

Mtdicai. Journal 


Von Braitenberg, H. (1937-8) Frankfurt. Z. Path., 51, 515. 

Von Haam, E., and Awny, A. J. (1948). Amer. J. clin. Path , 
18. 313. 

Whipple, A. O. (1937). Surg. Gyncc. Obslet., 64, 296. 

(1945). Ann. Surg., 122, 449. 

Wiseman, B. K., and Doan, C. A. (1939). J. din. Invest., 18, 473. 
(1942). Ann. intern. Med., 16, 1097. 


AN OPERATION FOR THE TREATMENT 
OF STRESS INCONTINENCE 

BY 

WILFRED SHAW, M.D., F.R.C.S., F.R.C.O.G. 

Surgeon in Charge, Obstetrical and Gynaecological 
Department, St. Bartholomew's Hospital ; Gynaecologist, 

St. Andrew’s Hospital, Doll is Hill 

Although most cases of stress incontinence are seen in 
patients who have sustained injury during childbirth, the 
condition is by no means uncommon in nulliparae and even 
in young women. Clinically, in the average case the 
external meatus is patulous and the urethra is prolapsed 
downwards and forwards, with the result that the external 
meatus lies below and behind its normal situation. 


Anatomical Considerations 

Much work has been done by Curtis et al. (1939, 1942), 
and by Von Liidinghausen (1932), Kalischer (1900), Andina 
and Hintzche (1946), in particular. The plain muscle 
sphincter round the internal meatus consists of two series 
of loops. In one of these, muscle fibres pass behind the 
internal meatus with the arms of the loops extending 
upwards and forwards. The other loop passes in front of 
the meatus with its arms extending posteriorly and with 
each arm being pierced by the ureter. There is a tendency 
to describe this sphincter muscle as the “ lisso sphincter.” 

The striated muscle sphincter of the urethra, which is also 
known as the sphincter urethrae, the urogenital sphincter, 
and, more recently, as the “ rhabdo sphincter,” is much more 
complicated. Some of its fibres pass circularly round the 
urethra. Other fibres pass from an attachment to the back 
of the symphysis pubis area backwards to form a loop 
posteriorly round the urethra. A third group of fibres are 
looped in front of the urethra and then pass backwards 
laterally, to be attached to the lateral wall of the vagina. 
In another group the fibres are looped in front of the 
urethra to interlace between the urethra and vagina and/ 
subsequently merge into the vaginal wall. 

There is some evidence that those cases of stress incon- 
tinence which develop after anterior colporrhaphy are 
caused by the division of the nerves which supply the 
urethral sphincter. My own view of the aetiology of stress 
incontinence is that most cases are due primarily to 
amage or to loss of tone of the condensation of endo- 
pe vie fascia which lies between the urethra and the anterior 
vaginal wall, which I have called the post-urethral ligament. 

condensation consists of plain muscle tissue and is 
attached to the pubic rami on each side and to the neck of 
the bladder above. It forms a firm supporting shelf of 
assue. rhe ligament cannot be displayed at operation 
vacept m cases of cystocele of slight degree,* for if any form 
ot probpse of the anterior vaginal wall is well marked the 
hssues of the ligament are inconspicuous. It is because 
ot this weakness oi the ligament that the prolapse develops 

nlT of T th r mam CaUSe 0f stress ^continence is weak- 
a ^ n ° f 11,15 lament, although damage to the urethral 
pluncter or to its nerve supply is a contributory factor 
f ‘? dlnSS ° f dow nward displacement of the 
S? aDd ' * e nec! f ot die bladder in cases of stress incon- 
wence can be explained in this way. 


Surgical Methods 


Surgical treatment by the vaginal route has the object of 
forming a shelf of the para-urethral tissues beneath the 
urethra, and numerous modifications of this technique are 
employed. Kelly’s method of introducing mattress sutures 
into the neck of the bladder gives moderately good result! 
It is well known that stress incontinence is usually cure* 
if prolapse is treated by vaginal hysterectomy or by th 
modern modifications of the Fothergill operation. 

It is also well known that the vaginal methods are nc 
always successful, and various sling methods have beei 
employed. Stoeckel’s modification of Goebel’s methoc 
in which longitudinal strips of rectus fascia were brougl 
down behind the symphysis and sutured together below th 
urethra, did not give satisfactory results. I learnt th 
method in Vienna some years ago, but the clinical resull 
were unsatisfactory. In 1942 Aldridge employed a metho 
of bringing down transverse strips of fascia taken from th 
aponeurosis of the oblique abdominal muscles. Milli 
(1947) introduced a method whereby the operation : 
performed retropubically, and modifications have bee 
described by Millin and Read (1948), Marshall (19.48), an 
others. Studdiford.(1944, 1945) has described modificatior 
of Aldridge’s technique. These sling operations are bein 
performed extensively at the present day, and good resull 
are being reported. 


■?5inch 
J HH 


In the latter part of 1947 it occurred to me that the pro! 
lem could be approached in another way, and the ide 
behind the method which is described below is to replac 
the weakened post-urethral ligament by a strip of fasci 
lata taken from the thigh. A preliminary report has ahead 
been published (Shaw, 1949). 

Selection of Clinical Material . — A very large number c 
patients suffering from stress incontinence attend the oul 
patient department of St. Bartholomew’s Hospital. It 
important to select cases with care, for urgency and fr< 
quency of micturition .must be distinguished from stres 
incontinence. The patient should be made to cough whe 
her bladder contains urine, and if the urine can be seen t 
be discharged from the meatus when the patient cough 
stress incontinence is diagnosed. It is 
also important to exclude neurological 
causes, and in doubtful cases the 
patient is referred to a neurologist. 

Many of the patients have been 
operated upon on several previous 
occasions by the vaginal route, and 
these failures are considered to be 
particularly suitable for the operation. 


Technique 

Method of Obtaining the Fascial Strip 
The patient lies on her left side with 
the right knee flexed. An incision 7 in. 
(17.5 cm.) long is made from the lateral 
epicondyle of the femur, and the fascia 
lata is exposed by dissecting the fatty 
tissues from the fascia. A strip of fascia 
lata is then taken, not less than 6 in. 
(15 cm.) and not more than 7 in. long. 
It is shaped so that it is 1J in. (3.75 cm.) 
in diameter in the middle and decreases 
at each end to a diameter of J in. 
(0.8 cm.) (Fig. 1). The fascial strip is 
placed upon a gauze pad soaked in warm 
saline, and the cut edges of the fascia 
lata are brought together by means of 
three mattress sutures followed by a long 
continuous suture. The skin incision is 
closed with clips. As a general rule 



Fig. 1. — The stri] 
of fascia taken froo 
the fpscia lata i 
1J in. broad in th 
middle, tapering t. 1 
each end, and i 
6 in. long. 
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there are only one or two small 
vessels to ligate, and the opera- 
tion can be easily completed 
within ten minutes. In no case 
has there been infection of the 
wound or the development of 
a haematoma. Most patients 
complain of pain in the wound 
for two or three days after the 
operation, but no patient has 
complained of inconvenience of 
any sort after being up and 
about. 

Dissection of the Urethra and 
Neck of the Bladder 


Fig. 2. — The incisions in the 
vaginal wall. A midiine 
incision starts about I in. away 
from the urethral meatus. An 
incision is made on each side 
from the mental end of this 
incision. 



Fig. 3.— The lateral flaps are dissected 
away and the urethra and the neck of the 
bladder mobilized. The diagram shows 
the position of the incisions made through 
ihe pubo-coccygeus muscle on each side 
of the urethra. 


The patient is placed in the 
lithotomy position and a Sims 
speculum is introduced into the 
vagina. In the group of cases 
operated upon the cervix could 
only rarely be pulled down as 
far as the vaginal orifice. Conse- 
quently the following 
procedure was adop- 
ted. Lane’s tissue for- 
ceps are placed on the 
anterior vaginal wall 
in the midiine, about 
{ in. (0.3 cm.) above 
the meatus, and an- 
other Lane tissue for- 
ceps is attached to the 
anterior vaginal wall, 
again in the midiine, 
as high as possible 
above the neck of the 
bladder. A midline 
incision is now made, 
extending from a 
point about i in. 
above the meatus to 
the Lane tissue for- 
ceps placed on the 
upper part of the 
anterior vaginal wall 
("Fig. 2). On each side 
a lateral incision is 
then made at the end 
of the incision near 



Fig. 4. — The fascia lam strip sutured 
into position. The upper margin of the 
strip is stitched to the circular ring of 
vaginal wall left near the meatus. The 
sutures are not passed through the mdscie 
wall of the urethra. At the other side of 
the fascia lata strip the sutures are intro- 
duced between the fascia lata and the 
front of the cervix. If the bladder can- 
not be sufficiently mobilized this part of 
the fascia lata strip is stitched both to 
the post-urethral ligament and to the 
anterior vaginal wall. 


the meatus, and the 
lateral incisions ex- 
tend outwards to- 
wards the pubic rami. 
The next step is to 
dissect away the two 
triangular flaps 
marked out by these 
incisions. The dissec- 
tion must be made 
with a scalpel, except 
laterally, where the 
separation can be 
made with the help 
of a piece of gauze 
wrapped round the 
finger. If the correct 
plana of cleavage is 
reached it is rare for 
severe haemorrhage to 
be encountered. The 
haemorrhage can be 
controlled to some ex- 
tent by injecting oxy- 
tocin into the tissues 
in the neighbourhood 
of the crura of the 
clitoris. The dissec- 


tion exposes the urethra along the whole of its length together 
with the neck and base of the bladder (Fig. 3). 

Fixation of the Fascial Strip to the Urethra . 

The fascial strip is now held transversely. The middle of 
the upper margin of the strip is then sutured to the ring 
of vaginal wall, i in. thick, which remains around the external 
meatus (Fig. 4). It is customary to introduce three sutures. 
At no time is the sling sutured to the muscle tissue of the 
urethra itself. Next, the posterior edge of the sling is sutured 
to the neck of the bladder, to the upper margin of the post- 
tiretftral ligament and in some cases to the vaginal wall as 
high up in the vagina as possible. This part of the operation 
is of fundamental importance, for it is intended that the sling 
shall support the urethra along the whole of its length, together 
with the neck of the bladder. If it is found possible to mobilize 
the bladder from the front of the cervix the upper edge of the 
sling is sutured to the cervix itself. 

Attachment of the Lateral Ends of the Fascial Strip 

Much preliminary work was carried out on the anatomy of 
the symphysis pnfcis area, and plaster models of the tones were 
made. It seemed that the most suitable inclinau'on of the sling 
would be obtained if holes were drilled in the pubic bones 
just below the attachment of the adductor longus tendons. 
The method of suturing the ends of the sling to the rectus 
muscles above the pubis, ioilowing tbs cotins dsscdbsd by 
Price (1933). was discarded. The next question to consider 
was the method of approach to the bones. Initially, a curved 
incision was made through the skin of the mons with its con- 
vexity directed upwards to enclose the clitoris. It was found 
to be a simple matter to incise the soft tissues down to the 
level of the tendinous tissues attached to the bones ; but 
haemorrhage was found to be troublesome, and it was neces- 
sary to divide the suspensory ligament of the clitoris. Never- 
theless. an excellent approach is obtained by this method. 
There are. however, certain disadvantages. Complete haemo- 
stasis may be almost impossible, and it v.as found necessary 
to leave a small rubber drain wben this incision was made. 
Another disadvantage is that the lymphatic drainage of the 
vulva is cut off so that the lower flap becomes swollen, and 
this happens parficularly often in elderly patients. 

Another method which was employed on one occasion was 
to make an arched incision below the clitoris through the tissues 
which lie internal to the labia miners. The exposure obtained 
is unsatisfactory, although the operation is relatively bloodless. 
This method of approach wus not repeated. 

A third method of approach is to make curved incisions on 
the outer side of the labia majora at a level which allows 
the drill-holes to be made just below the attachment of The 
adductor longus tendon. It is found in practice that there is 
much variation in the development ar.d vascularity of the 
adductor muscles which are attached below the level of the 
adductor longus. The incision through these muscles should 
be made transversely. It is, however, by no means easy- always 
to expose the pubic bone sufficiently medially to allow- the 
drill-holes to be made near the symphysis pubis. 

The fourth method of approach is to make the skin incisions 
on the inner sides of the labia majora. This methed of 
approach is the one being practised at the mcmenL It has 
the obvious disadvantage that a considerable thickness of tissue 
must be cut through before the bone is exposed. It has, 
however, so many other advantages that it is the method which 
is recommended. 

One of the most important parts of the operation is to open 
up the retropubic space on each side lateral to the urethra. 
It is possible to separate the pubo-coccygeus muscles from 
their attachment to the pubic bones with the finger, fcqt the 
method should be regarded with disfavour. It is essential to 
cur through the pubo-coccygeus muscle near its anterior attach- 
ment with a scalpel. Tee scalpel should be introduced lateral 
to the urethra and a vertical incision about 4 in. (1.25 cm.) 
long made through the pubo-coccygeus tendon. As the patient 
is lying in the lithotomy position there is no risk of injury 
to the bladder, and troublesome haemorrhage is rarely- seen if 
a scalpel is used. A finger is cow introduced through the 
scalpel incision ar.d the retropubic space opened up. The 
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vertical incision is then made through the skin of the labium 
majus. The incision through the skin is carried down until 
the tendinous and muscular tissues are reached. These latter 
^tissues are cut through transversely until the bone is exposed. 
An assistant now introduces his finger into the retropubic space 
and a drill-hole is made through the pubic bone with a Hudson 
brace and drill. It is important to use a drill nearly i in. in 
diameter. It is possible to determine with a fair amount of 
precision the degree to which the bone has been drilled, and 
the assistant says at once when the drill emerges into the retro- 
pubic space. There seems to be little risk of bladder injury 
if ordinary care is taken. A special pair of curved forceps 
is now introduced into the skin incision, passed through the 
drill-hole, and then made to appear through the incision in the 
pubo-coccygeus tendon. The appropriate end of the fascial 
sling is now introduced into the end of the forceps and the 
forceps withdrawn so that the end of the sling appears through 
the skin incision in the labium majus. 

At this stage it is necessary to introduce a self-retaining 
catheter, because the external meatus is drawn upwards as soon 
as the other end of the sling is passed through the drill-hoie 
of its appropriate side, after which there may be great difficulty 
in finding the external meatus. 

The next step is to incise the pubo-coccygeus of the opposite 
side, to open up the retropubic space, to make a corresponding 
skin incision through the labium majus, and to make a drill- 
hole as before. The free end of the 
sling is now drawn through the drill- 
hole. If the two ends of the sling 
are pulled outwards it can be seen 
how the broad supporting hammock 
of the sling draws up the urethra and 
also brings the urethra forwards to- 
wards the symphysis pubis (Fig. 5). 
The amount of tension required is 
relatively easy to determine, for the 
catheter in the urethra indicates the 
direction in which the urethra is 
lying. 

The next stage of the operation is 
to tepair the anterior vaginal wall. 
It may be necessary to excise redun- 
dant vaginal tissue, and it is not 
always easy to obtain good apposi- 
tion in the area around the external 
meatus. The final steps of the opera- 
tion consist in suturing the ends of 
the sling with catgut sutures to the 
tendinous tissues in the vicinity of 
the bore-holes. Subsequently the redundant ends of the sling 
are excised, the tissues exposed in each of the skin incisions 
impregnated with a powder of penicillin and sulphathiazole, 
and the skin incisions closed with catgut sutures. 

Critical Analysis of the Technique 

The method would probably not have been employed 
before the discovery of antibiotics and the sulphonamides, 
for the risk of the operation is clearly the development of 
osteomyelitis. Every effort has been taken to ensure asepsis. 
Penicillin powder is distributed liberally over raw surfaces 
before the incisions are dosed, and all patients have been 
subjected to penicillin therapy prophylactically for three 
days after the completion of the operation. No case of 
osteomyelitis has developed. Nevertheless, probably 
because of failure to ensure complete haemostasis, three 
cases of mild suppuration in the pubic wounds arose. 
Unless haemostasis seems to be absolute a small rubber 
drain should always be introduced into the skin incision. 

It may be argued that the fascial strip acts as a foreign 
body and may be a source of persistent sepsis if the area 
becomes infected. This has not happened. It may also be 
argued that the fascial strip becomes replaced by fibrous 
tissue so that in time the supporting effect of the sling is 
weakened. This has not happened in any case, although 
the first operation was performed more than a year ago. 



Flo. 5. — Showing the 
mode of action of the 
strip of fascia lata. It 
pulls the urethra and the 
neck of the bladder for- 
wards and at the same 
time draws up the meatal 
end of the urethra. 


Similar remarks apply to the other sling operations, for 
it is difficult to believe that the end of the fascial strip of 
the Aldridge operation receives any blood supply from its 
abdominal attachment. Moreover, there is good reason 
to believe that the tissues of the fascia lata sling act as an 
organizer to the replacing fibroblasts, which themselves 
become similar to the cells of tendinous tissue. In favour- 
able cases the whole operation can be completed in forty 
five minutes, and none of the patients has developed shock 
and in no case has there been severe bleeding. 

Nevertheless, modifications have been tried. It was found 
to be an extremely simple procedure to expose the obtura- 
tor foramen and to introduce the special curved forceps 
through the foramen to appear through the vaginal wound 
and this obturator approach was used in a series of cases. 
The theoretical advantage is that there is no risk of osteo- 
myelitis in this method. The supporting angle of the sling 
is, however, unsatisfactory on theoretical grounds. In 
fifteen cases the obturator approach was made. In twelve 
cases complete cure of the stress incontinence was obtained, 
but in three cases the symptom was not completely 
relieved. 

An obvious objection to my method is that a separate 
incision is made along the thigh. On the other hand, a 
scar along the thigh does not compare unfavourably with 
the abdominal scar of the Aldridge operation. To meet 
this objection slings of tantalum gauze were used in two 
cases. The end-results were extremely satisfactory, but it 
was found difficult to pass the ends of the tantalum gauze 
through the obturator foramen, and the method has not 
been repeated. 

One of the great advantages of the operation is that there 
is no risk of injury either to the bladder or to the urethra, 
so that there has been no case of bladder or urethral fistula. 
Nor, indeed, has there been any haematuria in any of the 
cases. The wide hammock-like support of the fascia lata 
strip seems to be theoretically sound. Cases of persistent 
retention have not been seen, although two or three patients 
had difficulty in passing urine after being up and about. 
Experience has shown that it is necessary for the self- 
retaining catheter to be kept in the bladder for ten days after 
the operation, because patients have great difficulty in pass- 
ing urine when they are in bed. Consequently it has been the 
routine practice to give patients sulphamerazine prophy- 
lactically. Some cases have developed cystitis, but in most 
instances the cystitis has cleared up fairly soon. The 
worst complication is urgency of micturition, which tends 
to persist in some cases for several months after the opera- 
tion. Nevertheless, in only one or two cases have patients 
been distressed by this symptom. 


Results 

So far 51 cases have been operated upon. Unfortunately; 
one patient died. The case history is as follows. 

The patient, aged 60, had been married for 44 years, and 
had had 1 1 children. She had complained of stress incontinence 
for four years.. Her general condition was fairly good except 
that her blood pressure was 200/110. A fascial sling opera- 
tion was performed on July 30, 1948. using the obturator 
foramen approach, without technical difficulty. It was noticed 
that the patient was abnormally quiet during the first few days 
after the operation. On Aug. 5 she became stuporous early 
in the morning, her tongue was furred, sugar was found in' 
the urine, but Rothera's test was negative. Blood chemistrv" 
showed : blood urea 65 nig., blood chlorides 595 mg., and 
blood sugar 650 mg. per 100 ml. Rothera’s test now became 
weakly positive. She was seen by a general physician and a 
neurologist, who formed the opinion that the coma was due 
to a cerebral vascular accident rather than to diabetes, in view 
of the very high sugar content and the disproportionately low 
ketosis. The patient died at 3 o’clock that afternoon. A 
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post-mortem examination was performed by Dr. H. I. Coombs. 
The signs were regarded as those of diabetes. The operation 
area was clean, without sepsis or haematoma and with no 
evidence of injury to the bladder or urethra. The patient 
would not have died if she had not been operated upon, but 
there is no reason to believe that the especial character of the 
operation was the dominant cause of the development of 
ijvdiabetic coma. This fatal case is not included in the series. 

Of the other 50 cases, 15 have been operated upon by 
the obturator foramen approach for the attachment of the 
ends of the sling, and 35 have been operated upon using 
bore-holes through the pubic bones. Of the obturator 
foramen cases, three have not been completely cured of 
symptoms. The other cases of this group have been cured 
of their stress incontinence, but in view of the three partial 
failures the obturator foramen method has been abandoned 
Nevertheless, 12 of the 15 cases can be regarded as com- 
pletely cured, and the three cases that were not completely 
cured were greatly relieved. The tantalum-mesh cases 
belong to this group of 15. In both cases an excellent result 
T was obtained, the patients being completely cured. 

Of the 35 cases in which drill-holes have been made the 
''results have been satisfactory. One patient, aged 60, 
developed a stroke six months after the operation, since 
when she has been incontinent, although at times before she 
had the stroke she was not completely free from stress 
- incontinence. There is no doubt that this patient was a bad 
subject for operation, and it was always difficult to decide 
from the history whether she was suffering from stress 
. incontinence, urgency, or frequency. 

In one case the approach to the pubic bones was made 
by means of a curved incision below the clitoris. This led 
to the bore-holes being placed low down, and subsequently, 
although the urethra was well supported by the sling, a 
slight degree of cystocele developed above this level. Never- 
theless, the patient was cured of stress incontinence although 
she suffered much from urgency. The case is of some 
interest because there is a tendency to maintain that failure 
to support the neck of the bladder is the cause of stress 
incontinence (Muellner, 1949). Except for the patient who 
subsequently developed a stroke, the 35 patients were ail 
cured of stress incontinence. It was found that the younger 
patients were completely cured of all their urinary symp- 
toms) The older patients, however, suffered from frequency 
and urgency for some time after the operation, although 
these symptoms gradually improved with time. 

It is perhaps of some interest to record that the technical 
roblem which caused most difficulty was to decide upon 
te best method of approach through the skin of the vulva 
a reach the pubic bones. Each method of approach that 
/as tried had certain advantages, and it was only after very 
areful consideration that the incisions on the inner sides of 
te labia majora were selected as the most satisfactory. 

In my view the operation should be regarded as an excel- 
:nt method of treating stress incontinence, particularly in 
hose patients in whom vaginal methods have failed. The 
:chnical difficulties are not very great and there seems to 
e no risk of injury either to the bladder or to the urethra, 
tt first thought the operation of drilling holes in the pubic 
ones seems to be severe, but in practice it is simple to 
arry out. Preliminary work with models had shown that 
ic correct inclination of the sling can be obtained only if 
te pubic bones are drilled. It was felt from the beginning 
lat the inclination of the sling was not the best possible 
: the ends of the sling were brought through the obturator 
iramina, but as the first few patients operated upon in 
lis way were relieved of their symptoms the method was 
mployed for a small series of cases. The results, however, 
ere not satisfactory in all cases and the method has been 
bandoned. 
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STEATORRHOEA AND GLOSSITIS AFTER 
ILEOCOLOSTOMY 

EFFECT OF SYNTHETIC VITAMIN'S OF B COMPLEX, 
AUTOLYSED YEAST, AND LIVER EXTRACT 
BY 

ALEXANDER BROWN, M.D., F.R.F.P.S., M.R.C.P.Ed. 
Assistant. M airhead Department of Medicine, and Physician to 
Out-patients. Royal Infirmary, Glasgow 

Pantothenic acid and inositol have for many years been 
recognized as members of the vitamin B complex. The 
former has been shown to be an essential factor for many 
animal species, in some of which deficiency is associated 
with ectodermal defects, such as dermatitis and greying 
of the hair, and with reduced alimentary motility. Inositol 
is a normal constituent of all animal and plant tissues. The 
little that is known of its role in animal nutrition suggests 
that it also is related to the maintenance of ectodermal 
tissues. The role of both these substances in human 
nutrition is still unknown. 

The case is here described of a man who had an ileo- 
colostomy performed for wbat was most probably regional 
ileitis. He later developed steatorrhoea and signs of 
avitaminoses. His symptoms were predominantly alimen- 
tary, and the opportunity was taken to observe the effect 
on them of pantothenic acid and inositol as well as of 
other synthetic vitamins and vitamin preparations. 

Case Report 

Hie patient had apparently been healthy until September. 
1935, when, at the age of 21, he developed pain in the right 
iliac fossa. Laparotomy revealed a swollen terminal ileum and 
dense adhesions in this region and around the caecum. The 
appendLx was normal. Anastomosis was performed between 
the lower ileum and the first part of the transverse colon. The 
exact length of ileum by-passed in this procedure was not 
recorded) but from subsequent radiological examination it was 
estimated to be about 24—36 in. (61—91 cm.). He had no symp- 
toms thereafter until about twelve months later he suffered 
from diarrhoea, nausea, vomiting, anorexia, and abdominal dis- 
comfort over a period of about two weeks. Six months after- 
wards he complained for the first time of a sore tongue, and 
his mouth felt raw where it was irritated by his dentures. 
During the next five years, although abdominal symptoms never 
.amounted to more than occasional mild discomfort across the 
lower abdomen, the glossitis was constantly troublesome, 
relieved only by repeated injections of liver extract. 

Clinical and Laboratory Findings. — When I first saw the 
patient on July 21, 1945, he was in good general health. His 
longue, however, showed general atrophy of moderate degree 
and was a fiery red at the tip and edges. No significant abnor- 
mality was detected in the abdomen. Blood examination 
revealed: red cells, 4.230.GOO ; haemoglobin, 11.8 g.% : M.C.V.. 
96 p ’ ; M.C.H.C., 29% ; white cells, 7.600. A test meal showed 
free HCI. The fat content of the faeces was 46% of dry matter, 
and balance experiments revealed that he absorbed only 67% 
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of a daily intake of 50 g. of fat. The glucose-tolerance curve 
was flat. Radiological examination of the bowel revealed an 
irregular pattern resembling that often seen in steatorrhoea. 
The ileocolostomy was apparently functioning satisfactorily. 
The loop of bowel short-circuited by the operation was patent, 
but was the seat of very marked stasis. 

Treatment and Subsequent Course 

With his co-operation the patient was closely observed over 
a period of almost two years. Clinical trials were carried out 
with the following synthetic vitamins: calcium pantothenate, 
inositol, folic acid, nicotinic acid, riboflavin, and aneurin. The 
effects of yeast extract (“ marmite ”) and of a highly purified 
liver extract (“ anahaemin ”) were also observed. Details of 
this treatment and the results are presented in the Table. 

When the investigation was begun sore tongue had been 
present without natural remission for over five years. It was 
then found that a highly purified liver extract was effective, 
given intramuscularly or by mouth. Yeast extract (marmite) 
produced similar results, with a threshold of effectiveness at 
about 4 g. a day. Five courses of oral calcium pantothenate 
were given, and on each occasion benefit occurred in four days 
and complete remission of the glossitis within a week. A more 
rapid effect was obtained with a single intramuscular dose. 
Inositol on one occasion had an action on the tongue similar 
to that of pantothenate. Weekly courses of nicotinic acid, of 
riboflavin, and of aneurin, seriatim and also simultaneously, 
were without benefit. 

Before the investigation the patient suffered mild abdominal 
discomfort whenever oral symptoms improved. Throughout 
the investigation calcium pantothenate, which cured the sore 
tongue, was invariably associated with abdominal colic-like 
pain. This was so severe as to be incapacitating when a single 
dose of 100 mg. was given intramuscularly. Oral liver and 
marmite cured the sore tongue: abdominal pain previously 
present did not recur while they were being given. Parenteral 
liver treatment had an effect similar to that of oral panto- 
thenate in aggravating or producing abdominal symptoms. On 
the occasion when inositol seemed to cure the sore tongue 
abdominal pain disappeared, but when abdominal pain was the 
only symptom it was not affected by inositol. Radiological 
examination of the alimentary tract at the height of abdominal 
symptoms after the administration of 100 mg. of pantothenate 
intramuscularly revealed pronounced duodenal spasm and an 
exceedingly active and irregular spastic small bowel. There 
was no chemical evidence that calcium pantothenate improved 
absorption of fat or glucose. 


Results of Treatment 


Pantothenic Acid . — The uniformity of the response to 
calcium pantothenate on six occasions during a prolonged 
period of observation is regarded as justifying the con- 
clusion that it had an effect analogous to that of other 
known vitamins in their respective avitaminoses. The 
effects of pantothenate in this man were in some respects 
similar to those which have been attributed to the vitamin 
in animals. It had a rapid curative action on his abnormal 
buccal mucosa (ectodermal tissue) and it increased his 
intestinal motility. It did not, however, restore to normal 
the disordered intestinal motility or improve carbohydrate 
or fat absorption. 

Inositol. Inositol and pantothenic acid have been shown 
to be related biologically, and their similar actions on the 
glossitis are interesting in this respect. The fact that 
inositol did not induce abdominal pain is in keeping with 
the absence of any specific effect on alimentary motility 
m animals. 


Folic A cid. G lossitis was not present when folic acid 
was used effectively in the treatment of abdominal pain, 
the relation of folic acid to this symptom is obscure, but 
it is interesting to compare this effect with the beneficial 
action of the vitamin on the radiological appearances of 

bou,el in of the s P rue syndrome (Darby, 
tv-*? ; Ferguson and Calder, 194S). 


Date 


Treatment* 


Results 


Glossitis 


Abdominal Pain 


1945 
July 21 

„ 28 

Aug. 4 

„ 21 

„ 18 

Sept. I 


29 


Oct. 6 


„ 13 

1046 
Jan. 12 
>, 19 
„ 26 


Feb. 7 
„ 9 


.. 23 
Mar. 2 


„ 23 
„ 30 
Apr. 6 


„ 20 
May 4 

,, IS 

30 

June 1 
„ 8 
„ 15 

„ 22 
Aug. 3 


„ 20 
„ 17 

Sept.- 
Jan. 
1947 


Jan. 25 


Feb. 8 
„ 15 
»» 19 


Mar. t 
„ 15 


Before starting treat- 
ment 

Nicotinic acid, 150 mg./ 
day for 7 days 

Aneurin, 18 mg./day for 
7 days 

Riboflavin, 6 mg./day 
for 7 days 

Anahaemin, 2 ml. i.ra. 
(single dose) 


Nicotinic acid, *\ daily 
250 mg (for 

Aneurin, 18 mg. f 7 
Riboflavin, 6 rog. J days 
Marmite, 8 g./day for 
21 days 


Marmite, 4 g./day for 
7 days 

Anahaemin, l ml./day 
for 7 days 

Anahaemin, 0-5 ml./day 
for 7 days 


Calcium pantothenate, 
50 mg./day for 4 days 


Calcium pantothenate, 
100 mg./day for 5 days 


Calcium pantothenate, 
) 00 mg J day for 7 days 


Calcium pantothenate, 
100 mg. i.m. (single 
dose) 


Nicotinic acid, 400 mg./ 
day for 14 days 

Nicotinic acid, 50 mg. 
i.m. every 2nd day (3 
doses) 

Calcium pantothenate, 
100 mg./day until May 
26 

Calcium pantothenate, 
75 mg. (single oral 
dose) 

Inositol, 37*5 mg./day 
for 7 days 

Inositol, 75 mg./day for 
7 days 

Calcium pantothenate, 
100 mg./day for 7 days 


Anahaemin, 2 ml. i.m. 
(single dose) 

Inositol, 37 '5 mg./day 
for 2 weeks 


Inositol stopped 
Liver extract (i m.) from 
time to time / 


Folic acid. 15 mg./day 
for 2 weeks 


Folic acid, 20 mg./day 
Folid acid stopped 


Folic acid, 15 rag. i.m. 


Inositol, 30 mg./day for 
7 days 

Folic acid, 20 mg./day 


+ + + 

+ + + 

+ + + 

— J — J — 

+ 4-4- + 
Healed by Aug. 
23; # recurred 
within a week 

+ + + 

+ + + + 
Healed complete- 
ly in 7 days 

Still healed, but 
relapsed in 4 
days - 
+ + + 

Healed complete- 
ly by 7th day 
Remained healed 
until Jan., 1946 

+ 

+ + 

+ + + 

Healed by 5th 
day : recurred 
by lOtb day 
+ + 

+ + + + 
Healed from 5 th 
to 14th day; 
then recurred 
+ 

+ + + + 
Healed from 5tb 
to 2!st day; 
then recurred 

+ 

+ + 

+ + + + 
Improved by 48 
hours; almost 
complete remis- 
sion for 10 days 
+ + + 

No effect 
+ + + 


+ + + + 

Completely heal- 
ed from May 
25 to 28 
+ 

Glossitis did not 
respond to this 
dose 
+.+ 

Slight improve- 
ment by June 8 
+ 

No further im- 
provement 
+ 

H:aled complete- 
ly by 5th day 

Still healed; re- 
mained so till 
July 

+ + + 

Marked improve- 
ment by 7 th 
day; healed by 
14th 

Healed 

Remained healed 


Still healed 


None 

Vague 

Vague 

None 

None; then moderate 
severe almost dai 
for 7-8 days 

Remained mild 

Mild: disappeared wit 
in 7 days and r 
mained absent un 
December 


None; vague in Decer 
her 

Slight 

Slight 

Pain within 48 hours < 
1st dose almost dai 
for 6 days; gradual 
lessened to 10th d; 

Vague 

Absent. Pain within £ 
hours of 1st do 
almost daily for I 
days; then less se\e 

Less severe 

Absent. Returned with 
48 hours of 1st dos 
for 12 days alrao 
daily 

Less severe 
Slight 

None, but extreme wit 
in 24 hours; lasted 
days, then less se\e 


Less severe; gradual 
diminished 
Slight 2-3 a week 


Vague. Severe within * 
hoursNof 1st dos 
then almost daily 

Pain disappeared c 
29th, but was seve 
within 6 hours of ti 
dose' 

Pain disappeared with 
48 hours of 1st do 


Absent. Recurred with 
3 days; then mode 
ately severe alma 
daily 


Still severe daily 


Vague 

Absent 

fRarefy more than ds 
or_two without mil 
pain, which gradual! 
increased in Deceo 
ber 

Daily severe. Rap 1 
improvement. Absei 
from 5th day apa 
from mild flatidem 

Flatulence disappear 

Pain returned. Occurre 
daily 

Complete relief for 
days; then severe i 
before 

No relief 

Comnlcte relief fro‘ 
4th day 


* All treatment is oral unless other method of administration is specified. 
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In considering the effects of individual Vitamins the pos- 
sible biological interrelationships of inositol, pantothenic 
acid, and folic acid are important. Investigations on the 
role of folic acid and biotin were reviewed by Wright and 
Welch (1943), who confirmed the previous findings. It is 
evident that utilization of pantothenic acid depends on the 
availability of the other two substances, at least in the 
experimental animal ; and pantothenic acid seems to induce 
intestinal synthesis of inositol (Woolley, 1942). The results 
of these investigations are of course not necessarily appli- 
cable to man, but they at least serve to indicate the probable 
complexity of the problem. 

Yeast and Liver Extract . — The beneficial action of these 
two complex substances might at first sight be explained 
on the basis of their pantothenic acid content This is by 
no means certain, since anahaemin is stated by the makers 
to contain only about 0.001 mg. per ml., and marmite only 
about 0.06 mg. per g. Thus 1 ml. of anahaemin per day 
orally (0.001 mg. of pantothenic acid) was rapidly curative, 
and 4 g. of marmite daily (0.24 mg. of pantothenic acid) 
allowed symptoms to recur. On one occasion 76 mg. of 
calcium pantothenate by mouth failed to cure the sore 
tongue, and on several occasions the administration of 
100 mg. was no more effective than oral anahaemin or 
marmite, and the improvement was shor.t-lived compared 
with the long remission which followed oral liver therapy. 
Finally, the effect of oral liver and of yeast extract on 
alimentary symptoms was different from that of calcium 
pantothenate. Admitting the possibility of coincidence and 
of natural fluctuations in the clinical state, it does seem 
probable that anahaemin and marmite were effective by 
virtue of a factor other than pantothenic acid or inositol. 
The minute amount of this active principle required recalls 
the activity-of folic acid and of vitamin B,„ in Addisonian 
pernicious anaemia and in the sprue syndrome. In this 
case observations on folic acid did not reveal the scope of 
its action. 

Whatever this active principle is, it seems probable that 
lack of pantothenic acid was responsible for the glossitis, 
and that administration of calcium pantothenate repaired 
this deficiency and stimulated bowel activity. Pantothenic 
acid deficiency was not responsible for the disordered bowel 
activity, and when this was stimulated pain resulted. As 
an alternative explanation it might be suggested that the 
adminjstration of calcium pantothenate replaces one defi- 
ciency and at the same time aggravates other coexisting 
deficiencies in a manner analogous to the development of 
beriberi or ariboflavinosis in pellagrins treated with nicotinic 
acid (Sydenstricker, Sebrell, Cleckley, and Kruse, 1940). 

Aetiology of the Defects 

In the past, organic disease of the intestine, with or with- 
out operative intervention, has been reported in associa- 
tion with defective fat absorption, signs of deficiencies of 
vitamins of the B group, and macrocytic anaemia. In a 
review'of the literature Barker and Hummel (1939) referred 
to 51 such cases. Steatorrhoea is not a commonly recorded 
feature of regional ileitis. Bockus (1945), in reviewing this 
condition, made only passing reference to occasional 
avitaminoses and steatorrhoea in the untreated case. Nor 
is steatorrhoea a commonly recorded sequel to the opera- 
tive treatment of this condition ; but in stressing the need 
for a high protein diet and liberal intake of vitamins of the 
B complex in order to avoid the development of serious 
nutritional disorders Brown and Donald (1942) gave the 
impression that such conditions may be more common 
than is indicated by the available literature. 

Conditions such as alimentary and peritoneal tuberculosis 
and extensive infiltration by lymphosarcoma or lymph- 


adenoma may interfere with absorption in a mechanical 
fashion, but the occurrence of steatorrhoea and deficiency 
states in association with local disease or stricture is not 
so readily explained. Whether the effects are due to reduc- 
tion in the absorbing surfaces or whether there is in 
addition some other disturbance — e.g., in the bacterial flora 
— which might interfere with the requirement for optimal 
absorption is not known. In favour of some additional 
factor is the observation that massive resection of the 
intestine in man is compatible with survival and good 
health. Prioleau (1943) reported such an instance which 
followed the removal of about 12 feet (3.65 metres) of 
small bowel and 1 foot (30 cm.) of large bowel. Elman 
and Read (1945) reported extensive resection of the small 
bowel and the right half of the large bowel with sub- 
sequent gain in weight and normal alimentary function on 
an unrestricted diet. From a review of 257 cases in which 
over 6 feet (1.83 metres) of small intestine had been 
removed Haymond (1935) concluded that resection of over 
half (11 feet (3.35 metres) in the average individual) was 
likely to give poor results. 

In the present case no bowel was removed and the extent 
of the disease was relatively small, yet some time after 
operation, when activity of the disease was no longer evi- 
dent and when the t previously abnormal portion of bowel 
was found to be patent, steatorrhoea and avitaminoses 
were well established. It is impossible to be certain that 
the disease and the ileocolostomy and the subsequent ill- 
ness were related as cause and effect, but in the past intes- 
tinal strictures have been found to cause similar distur- 
bances, which on occasion have been cured by removal of 
the affected part. Barker and Hummel (1939) described the 
case of a man aged 56 who developed a megaloblastic 
anaemia and a sore tongue after ileocolostomy for “ non- 
specific ileitis.” The by-passed loop of small bowel and 
colon was left as an alternative channel for alimentary 
contents as in the present case. 

The clinical and haematological features of sprue were 
described by Wintrobe (1942) in a patient in whom exten- 
sive resection of intestine had been performed. Temporary 
improvement occurred when at a later date a blind loop 
of bowel was removed. Watson, Cameron, and Witts (1948) 
mention the occurrence of megaloblasnc anaemia without 
steatorrhoea following ileo-ileostomy performed to by-pass 
a subacute obstruction from regional ileitis. The possibility 
again arises that in some instances at least a factor other 
than reduction in surface may contribute to the develop- 
ment of deficiencies. A possible mechanism in such circum- 
stances is by the alteration in the bacterial flora. This 
raises the old idea of “ intestinal toxaemia,” but in a new 
form. 

Horsier (1935) was able to induce anaemia and hepatic 
damage in dogs by the production of strictures or blind 
pouches in the intestine, and to prevent these changes by 
the oral administration of trichlorcresol. In addition he 
made the interesting observation that intramuscular injec- 
tion of liver extract (“ campolon ”) was equally effective. 
Watson et a!. (1948) showed that in rats the production of 
blind loops in the small bowel often resulted in macrocytic 
anaemia which responded to treatment with liver extract 
(anahaemin). The development of this anaemia appears 
to be in some way related to dilatation of the loop and 
stagnation of its contents. 

Marrow smears made from rats with macrocytic anaemia 
showed normal or increased cellularity, with an increase in 
the proportion of earlier red cell precursors. Although 
none of these corresponded exactly to the megaloblasts of 
human pernicious anaemia, in some cells the arrangement 
of nuclear chromatin was looser than normal and there 
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was occasionally seen a nuclear pattern approaching that 
of the typical megaloblast. It is at least possible that in 
these animals and also in the cases discussed alimentary 
stasis in the loop led to an alteration in the bacterial flora 
of the intestine and disturbed the elaboration or utilization 
of essential vitamins. It is also possible that the liver 
extracts in experimental macrocytic anaemia, and yeast 
and liver extracts in the present case, had an effect 
analogous to that of folic acid and biotin, which have been 
shown to reverse many deficiencies produced in the . 
experimental animal by sulphaguanidine or sulphasuxidine. 


Summary 

The case is described of a patient who developed steator- 
rhoea and persistent glossitis and stomatitis after ileocolostomy 
for probable regional ileitis. The oral manifestations of the 
case were controlled on separate occasions by calcium panto- 
thenate given orally or intramuscularly, by inositol given orally, 
by yeast extract (marmite), and by oral or intramuscular admini- 
stration of a highly refined liver extract (anahaemin). 

Calcium pantothenate was effective against the glossitis but 
invariably aggravated abdominal symptoms, particularly when 
given intramuscularly. Anahaemin given parenterally produced 
abdominal pain in less degree. Given by mouth, anahaemin, 
marmite, and also inositol cured the sore tongue but did not 
provoke abdominal discomfort. Folic acid relieved the colic, 
but its action on the tongue could not be determined because 
glossitis was not present at this time. Neither fat absorption 
nor glucose absorption was improved by the administration of 
calcium pantothenate. Nicotinic acid, riboflavin, and aneurin 
had no effect on the glossitis or on the abdominal symptoms. 

It is suggested that the action of the yeast and liver extracts 
was due not to their content of pantothenic acid but to the 
presence of some other factor or factors which restored existing 
deficiencies in a more balanced manner, leading to improvement 
in both oral and alimentary disturbances. 

The possible mechanism of the development of the steator- 
rhoea and the associated avitaminoses is discussed, and it is 
suggested that alteration in alimentary flora and consequent 
reduction in the availability of essential factors may be at least 
partly responsible. 


I am grateful to Professor L. J. Davis for his advice in the prepara- 
tion of this paper; to British Drug Houses, Ltd., and the Marmite 
Food Extract Co , Ltd., for information regarding pantothenic acid 
content of anahaemin and marmite respectively ; and also to Dr. F. 
Wrigley, Director of Medical Research, Roche Products, Ltd., for 
providing the calcium pantothenate and inositol used in this 
investigation. 
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ccal l l eaUh authorities are having difficulties in providin 
sere tees, the Ministry of Health has asked hospital board 
■ committees to review their arrangements for callin 

‘.i’. 10 sec whether fewer calls can be made. Th 

' \ ‘ncrea-e m calls has been for sitting cases taken by car t 
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THE PROGNOSIS OF CERTAIN 
HYSTERICAL SYMPTOMS 

BY 

A. BARHAM CARTER, M.D., M.R.C.P., D.P.M. 

Physician to Ashford Hospital, Middlesex 


Thirty years ago MacCurdy (1918), discussing the treatment 
of hysteria, said that any physician with enough sympathy, 
interest, and common sense could obtain good results in 
many of these cases. He was referring only to the im- 
mediate outcome, and it is now agreed that even without 
the above requisites most doctors can get rid of a hysterica] 
symptom. The present psychiatric view is that this is not 
always desirable, nor does it really help the patient, as he 
or she remains ill-equipped to stand up to the future strains 
that life is bound to impose. 

This report is a simple account of what has happened to 
a number of patients who showed clear-cut hysterical symp- 
toms, who were treated in a rather superficial way, and who 
have been followed up from four to six years after dis- 
charge from hospital. 

, Material 

One hundred cases presenting various types of hysterical 
symptom were selected from 212 consecutive cases labelled 
as hysteria. All were seen either as in-patients or as out- 
patients in two large civilian general hospitals from 193S 
to 1943. The selected cas'es were followed up from foui 
to six years, to the beginning of 1947. 

The selection was made by taking only those cases show- 
ing clear-cut, isolated, and easily recognizable symptoms 
so that the symptomatological 'prognosis could not be mis- 
taken. The cases not included showed a more diffuse and 
complicated symptomatology, often with objective and sub- 
jective disorders of sensation. Each of the selected cases 
showed one of the following symptoms : amnesia, aphonia, 
blindness, fits, paralysis, tremor, or vomiting, and the prog- 
nosis was very simply judged on, the presence or absence 
or replacement of this symptom dffter a given time and on 
the rapidity and frequency of relapse, if any, during' this 
time. 1 


The follow-up was successful id 90 of these cases,’ th< 
remaining 10 being untraced. The-^ctual material for stud) 
is therefore 100 cases with immediate results and 90 with £ 
follow-up. ' ‘ ' \ 

Definition . — Hysteria is here used 1 to describe a form o 
psychoneurosis in which an emotional problem has beei 
wholly or partly avoided by the development of a physica 
symptom which in itself may be symbolic of the presum 


ably unconscious motivation, thusj 


differing from othe 


Table Showing Analysis of Cases and\ Results of Follow-up 


Symptom 

No. 

of 

Cases 

Condition , 
on Discharge 


1— — 

Folllow-up Results, 1946 
(4 to 6 \Years after Discharge) 


Rec’d 

1 Not 
Impvd. | 

Well 

Impvd. 

Unchanged j 
[ (at Work) | 

Worse 

[ Not 

I T’cd. 

Amnesia . . 

23 

23 

0 

17 

1 

0 ' 

2 

3 

Aphonia . . 

29 

29 

0 

19 

8 

1 

0 

1 

Blindness 

3 

3 

0 

3 

0 

1 o 

0 

0 

Fits 

6 

2 

4 

2 

0 

/ 1 

t 

2 

Paralysis . . 

23 

18 

5 

18 

0 

\ 2 

2 

1 

Tremor . . , 

10 

10 

0 

4 

0 

( 4 

. 0 

2 

Vomiting j 

6 

5 

1 

3 

0 

4 ° 

2 

I 

Total . . ' 

100 1 

90 

10 

66 

9 

J 8 

7 

10 


psychoneuroses in which the symptom ls are coloured b) 
a fixed or diffuse anxiety or tension, andl f rom malingering 
in which the motivation is conscious. \ 

Analysis of Cases . — The accompanying Table gives £ 
simple analysis of the cases according t? 0 th e symptoms 
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The patients were from 16 to 40 years old ; 60 were females 
and 30 were Service cases. Precipitating factors were 
present in every case ; some were more dramatic than others 
and a few were fairly difficult to elicit. Loss of memory 
often coincided with the end of a leave period ; loss of 
voice and loss, of power with direct evidence of enemy 
action ; tremor with the sudden realization of fear ; and 
blindness with the sight of something unpleasant or of 
I" someone thought dead. Since only the prognosis of symp- 
^ toms is being considered, no other analysis, such as of 
previous personality, of family, or of physique, has been 
attempted. 

Treatment 

It is generally agreed that if a hysterical’ symptom is to 
be removed it can best be done by suggestion, and the 
following methods were used: 

. (a) Direct Suggestion. — This involved the simple statement 
that a symptom will disappear and normal function return, 
followed by an examination and by a command to employ the 
previous non-functioning part. Alone this was of value only 
n cases of mild disability, such as aphonia, but was of con- 
iiderable help as part of other methods of suggestion. 

(6) Indirect Suggestion. — This implied the ignoring of symp- 
toms such as fits or vomiting either completely or by pointing 
aut that they were unimportant. One part of this method, not 
sufficiently realized by many, was to refrain from inquiry about 
the progress of a hysterical symptom. 

(c) Hypnosis. — There is no need to describe the technique of 
this form of suggestion, which, although very effective at first, 
lends to be used less and less by the physician who continues 
to interest himself seriously in psychoneurosis. It has often 
been said that the theatrical atmosphere and the unfortunate 
history of hypnosis have a tendency to produce an unusual state 
of mind in the doctor practising it. 

(d) Suggestion under Thiopentone. — This method was used in 
■all severe cases of hysteria and will probably replace hypnosis 
as the method of choice in suggestion therapy, particularly in 
general hospitals. The technique of this therapy, although well 
known to psychiatrists who practise narco-analysis, may be of 
interest to those physicians who like to do their own psychiatric 
work so far as is possible. 

The patient was usually seen the day before treatment, spoken 
to about his illness, and thoroughly examined. He was told 
that his condition was a genuine illness caused by some shock 
to his. nervous system, and that this had caused his brain to lose 
its normal control over the part of the body affected. He was 
told that he would regain normal control of all his functions 
and be well again, that his case was in no way unusual, and 
that recovery would occur the next day with treatment. 

The next day he was, if possible, removed to a single room. 
The thiopentone was prepared (0.5 g. in 10 ml.) ; 2 ml. was 
injected and the patient was told he was feeling drowsy and 
more relaxed. When he began to yawn or to snore slightly he 
was told that his ability to move or see or feel was returning, 
■ and that he was recovering rapidly. He was then given orders 
to move the limb and was shown the limb moving, and when 
normal function was established he was aroused and asked to 
say how it all happened. Not infrequently there was a rush 
of emotionally charged memory, with tears, shouts, and vivid 
descriptions. 

The above forms of suggestion treatment were all followed 
by an important routine. No one was allowed to ask the 
patient how the affected part was, and full recovery was 
accepted as a fait accompli. Then the patient was given 
two or three interviews and his or her story was listened 
, to sympathetically, with interest and without haste ; and, 
/ indeed, more good seemed to come from listening than from 
talking, as patients often found a more satisfactory solution 
to their problems without further prompting. Environments 
often needed changing, but more frequently the patient’s 
assessment of his environment was biased by his own 
feelings of self-importance, and a change in his approach to 
such problems was essential. The most difficult emotions 


to deal with were resentment and self-pity, and encourage- 
ment and stimulation of morale were needed to make many 
of these people realize that what a man believes of himself 
is more important than what others think of him. 

Analysis of Results 

The results have been analysed in the same way as the 
cases, under the headings of each symptom (see Table). 

Amnesia 

All the 23 patients showing hysterical amnesia recovered 
their memory within seven days, 18 of them on the second 
day with the help of direct suggestion or mild hypnosis. The 
remaining six were reassured, and were allowed to move freely 
about the ward and recover gradually without any active inter- 
vention. Two cases remained amnesic after six days and were 
given suggestion under thiopentone with success. 

The impression given to the physician was that many of these 
people had committed some social crime ; 12 of the patients 
were young soldiers absent without leave and were avoiding 
the consequences of their action. The value of this particular 
symptom as a protection is obvious enough, and if the patient 
can be assured of his sanity and the return of his memory it 
is perhaps better to leave him alone until he feels consciously 
or unconsciously that he can face his environment. All these 
patients were men between the ages of 18 and 30 with no 
previous history of hysterical symptoms— an interesting and 
well-recognized sex incidence. 

Follow-up . — Twenty of these patients were seen again from 
four to six years later, three being untraced. Of the 10 Service 
patients, five had been discharged from the Army as psycho- 
neurotic and had received no punishment for their crimes ; 
they had had no active psychotherapy except a sympalheuc 
attitude and a course of training for civilian work. All were 
well and at work, although their attitude towards life remained 
mildly resentful. The other five Service patients bad been 
retained in the Army, had fought in France and Germany (two 
with distinction), and eventually had been discharged well. 
They were all cheerful and at work, and were -rather embar- 
rassed at being reminded of their loss of memory. Of the 
10 civilian cases, six had not relapsed, two had relapsed once, 
one more than once, and one was in a mental hospital suffer- 
ing from schizophrenia. Of the two difficult cases that took 
a week to recover, one was the schizophrenic and the other had 
relapsed with amnesia and had developed a tremor as well. 

Aphonia 

These 29 patients, 20 of whom were women, all recovered 
their voices with direct suggestion and without very much diffi- 
culty. There was in every case a strong tendency to immediate 
relapse, but reinforcement of the suggestion dealt with this. 
A very simple technique was used. The patient was asked if 
she would like her voice back and was then requested to cough. 
She was informed that if she could cough she could speak, and 
the throat was examined firmly, often with the production of 
gagging and an inarticulate sound. This was gradually trans- 
formed into articulate speech by telling her to repeat simple 
words. Very little else was done for these patients, since the 
symptom was a minor one and not associated in this series with 
deep psychological disturbances. They all seemed reasonably 
well adapted to environment, and many were of the emotion- 
ally labile 3nd sensitive type with a tendency to tremor and 
“ nervousness.” In 15 of the 20 women the aphonia had 
followed a catarrhal laryngitis. 

Follow-up . — Nineteen of these cases had remained well, 
although they still confessed to nervousness and sweating and 
an unreasonable fear of difficult situations. Two had relapsed, 
with loss of voice persisting up to six weeks following sore 
throat and laryngitis. Seven cases were difficult to assess ; these 
patients said that they always lost their voice if they became 
embarrassed, worried, or unhappy. They did not seem to be 
inconvenienced by this, and always regained it when the trouble 
had departed. The final impression obtained was that aphonia 
by itself As 3 symptom of only mild mental dissociation and has 
a good prognosis. One case was untraced. 
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Blindness 

Only three cases of blindness were seen, and all in 1941, One 
was a battle casualty who had seen his best friend decapitated, 
one a woman who had seen her child burnt to death, and the 
third a woman whose husband, believed dead, had returned at 
a rather embarrassing moment. All were treated by hypnosis, 
recovered, and are now well and happy. A simple explanation 
was given to each one, but no other psychotherapy except an 
attempt at softening the blow and uncovering a feeling of guilt 
in the two women. 

Fits 

The six cases showing hysterical fits were more difficult to 
deal with. They were treated by indirect suggestion, no impor- 
tance being attached to the attacks. When these recurred in 
the ward the patient was moved gently out of the why and 
allowed to lie on the floor. With this treatment the attacks 
became less frequent and less severe in every case, but only two 
lost the tendency completely. The remaining four replaced the 
true fits by “ black-outs,” attacks of vertigo, and “ fainting 
attacks.” These four cases seemed to have considerable 
instability, and were referred to a psychotherapist. 

Follow-up . — The two who had improved most in hospitai 
remained well ; one committed suicide three years later after 
in-patient treatment in a mental hospital as a schizophrenic ; 
one had remained partially well and was at work, but com- 
plained persistently of black-outs. Two were untraced. 

Paralysis 

Twenty-three cases of hysterical paralysis were treated by 
hypnosis before 1942 or thiopentone suggestion after 1942. The 
cases themselves were interesting because in every one the legs 
were affected, and in three the arms as well. In 10 cases all 
limbs were freely movable in bed by the patients' own efforts, 
but walking was impossible or very difficult. 

Immediate treatment produced dramatic recovery in 15 cases. 
The remaining eight were treated again next day and the 
required result obtained in three of them. Five cases failed 
to respond, and every one of these had on admission the power 
to move the legs in bed combined with inability to walk or 
stand. These were referred to a psychotherapist. In all the 
recoveries an eventual sorting out of some of the mental con- 
flicts was obtained without much trouble. The patient was told 
his memory (or walking had now returned and had formerly 
been lost because of some worry, trouble, anxiety, or some 
situation of either real or imagined difficulty. The enormous 
confidence obtained from the removal of the symptoms seemed 
to help the patient to overcome any diffidence in his relations 
with the physician and to unburden himself of his deepest 
troubles. It was less easy to find a reasonable solution of his 
difficulties, although often it was sufficient to make a few 
suggestions and tell the patient he must choose the eventual 
path himself 

Follow-up — Fourteen cases remained well without futther 
trouble ; three became well and had relapsed twice in three 
years but were now well. One case recovered after two injec- 
tions of thiopentone, but is now paralysed again and refuses to 
see a doctor professionally, although she allows herself to be 
\v heeled up b\ her elder sister for folio w-up purposes. Of the 
live failures after thiopentone, one responded to a deep psycho- 
therapeutic regime, one became an obsessional psychotic, two 
remained apparent^ unchanged, and one was untraced, so that 

” eventually made a good recovery. 


Tremor 

Jfie Hi ^asev .it hysterical tremor were very deceptive. The' 
• t revwered with suggestion under thiopentone; four relapsei 
’ , * ,r ,hrctf t!a > s - bu t recovered again on repetition of th 

l Patients were loud in their praise of the wonder 
cjtmeni, and discussed their difficulties almost with relish 
J -hnffit out of 10 were traced. Four of thes 
.!' lm '* iear - aml st ‘ ! ' trembling away withou 

' ”‘ r ‘ ‘voracity. None is willing to see a psychiatrist. Th 

r ' i t' T V ;. C a , nd c - lrmn -' their living. This is a ver 
T; O. and rather humiliating tollow-up after an apparently ver 
beginning, and supports the psychiatric axiorr 
°t praise Horn a hysteric" 


Vomiting 

Six cases of hysterical vomiting, three of them in nurses, 
were encountered. The treatment of these was indirect sugges- 
tion — ignoring the seriousness of the” symptom, giving no special 
diet except a full normal one, and assuring the patient that 
starvation would not occur. Questions about the patient’s pro- 
gress or the occurrence of vomiting were avoided, and a general 
“ playing down ” of the whole affair seemed to start the improve 
merit. Five of these cases had tost their vomiting in a mont 
and appeared well on discharge. The sixth patient continue 
to have the symptom intermittent) y and discharged herself fror 
hospital. 

Follow-up . — Three cases remained quite well, one develops 
an obsessional neurosis and remained a burden to her family i 
spite of analytical psychotherapy, and one was untraced. Th 
sixth case was run to earth in a children’s day nursery ; she ha 
apparently been to no fewer than seven hospitals with near! 
every hysterical symptom imaginable. Her most recent exper 
ence had been a hysterical retention of urine treated b 
suprapubic cystotomy, of which she was very proud. 

Discussion 

The prognosis of neurosis is said to depend on the agi 
personality, and intelligence of the patient and on the dura 
tion, nature, and severity of the disorder. Certain of thes 
factors are constant in tins report; the age group was tht 
of the young adult ; the intelligence of each patient seeme 
not greatly above or below the average ; and the natui 
and duration of the disorder were those of acute recet 
hysteria. The variants are the personality of the patiei 
and the severity of the disorder. This report is lacking i 
any adequate personality investigation, as if this is to be c 
value it must be done by a psychiatrist ; the severity of th 
disorder is the only explored and known variant. 

In a general study of recent hysterical states Kenned 
(1940) says that it is impossible to form an opinion aboi 
the future on the basis of symptomatology alone. Forti 
nately he also says : “ Though often misleading until all th 
causative factors are known, the nature of the actual symj 
toms, apart from their general type, is of great prognost: 
value.” 

This tendency, in an estimation of the prognosis c 
hysteria, to discount the symptom and pay much greats 
attention to the previous personality and behaviour of th 
patient is supported by current psychiatric opinion, whic 
rightly holds that the removal of the symptom cannc 
possibly affect the underlying personality that produced i 
In fact, many psychiatrists condemn the formal removal c 
the disability, claiming that good psychotherapy will a Ho’ 
the patient to cast off his symptom without any direr 
reference to it. 

The wider view of prognosis in conversion hysteria ha 
been studied in military psychiatry both here and i 
America. Miller (1940) states that of all the severe neurose 
conversion hysteria showed the highest percentage of me 
returning to duty rapidly, but assessment of relapse wa 
impossible owing to difficulties of follow-up. A comprc 
hensive survey of readjustment to civilian life was mad 
in America in 1919 and 1924 on 830 cases of “wa 
neurosis ” (Medical Department of the U.S. Army, 1929 
and in the 1919 survey the majority of hysterics were havin 
difficulty in readjustment and little more than half wer 
able to earn their own living. In 1924 this group showed 
higher proportion of readaptation, 75% being at work. 

A comprehensive survey of prognosis was made by Ros 
(1936), who analysed the results of the Cassel Hospitt 
patients admitted from 1921 to 1933. Taking all the psyche 
neuroses, he finds that after one year 45% are well, afte 
three years 40%, and after five years 34%. Unfortunatel 
60% were untraced in this sixth year follow-up, so that hi 
recovery figures may be too low. Analysing cases o 



June 18, 1949 


PROGNOSIS OF CERTAIN* HYSTERICAL SYMPTOMS 


Bimsa 

Medical Joltlnal 


1079 


hysteria alone, he found that at the end of four years out 
of S9 cases 43 were well, 23 improved, and 23 unchanged. 
N'o analysis according to symptomatology was made. 

Luff and Garrod (1935) analysed the results in 500 cases 
of psychoneurosis treated at the Tavistock Clinic between 
1928 and 1931. There were 75 cases of hysteria, and on 
discharge 13 were “much improved,” 25 “improved,” 17 
' “ slightly improved,” and 20 “ not improved.” After three 
years the figures read in the same order 17, 21, 6, and 16, 
the remaining 15 having relapsed. The “much improved ” 
and- “ improved ”• groups are taken together to give a 
“relieved” figure of 50.6%, which after three years is the 
same as on discharge ; these people were at work, and the 
“ much improved ” group would here be labelled “ well." 

This present report shows a higher symptomatic recovery 
rate than that obtained by other authorities, as 83% of 
patients were still at work for four to six years after dis- 
charge. This result has occurred in spite of inadequate 
psychotherapy, and the factors determining this outcome 

■ must be considered. 

, The selection of patients with a florid, clear-cut sympto- 
p matology and the comparative absence of cases of chronic 
' hysteria in this series have probably improved the prognosis 
as a whole. Patients may also have come somewhat earlier 
and been more co-operative initially at a general as opposed 
to a psychiatric hospital, and the importance of an unusual 
precipitating factor such as aerial bombardment may not 
have been sufficiently stressed. These four considerations 
taken together form quite a weighty bias towards natural 
recovery. Moreover, although it is not always possible to 
know what standards are used by others in judging recovery 
or improvement in psychoneurotic patients the recovery or 
otherwise from a disabling symptom is easy to judge. Per- 
haps not even one out of the 66% who are here labelled 
well four to six years after treatment might be thought 
recovered at all in the psychiatric sense, although he or 
she is back at work, symptom-free and feeling well. There- 
fore this investigation of the prognosis of certain hysterical 

■ symptoms is not comparable with the results of others who 
have, given statistics regarding the prognosis of psycho- 
neurosis in general or in particular. 

Relation of Particular Symptoms to Their Prognosis 

Owing to the small number of cases and the numerical 
variation of each particular symptom only a suggestion of 
certain trends in prognosis is justified, and no one symptom 
can be labelled malignant or benign. Aphonia and amnesia 
seem to have an excellent immediate outcome — probably 
whatever treatment they receive within reason — and the 
result seems to be maintained in the follow-up. Paralysis 
^showed a slightly less favourable result, but 18 out of 23 
were well five years after leaving hospital, although these 
were not quite the same 18 that recovered immediately, as 
one of these relapsed and one of the early failures recovered 
after expert psychotherapeutic treatment elsewhere. * 

Tremor was the one symptom that supported the psychia- 
tric theory that removal of- a hysterical symptom is quite 
unrelated to improvement of the psychoneurotic illness 
itself. The immediate recovery of all 10 cases and the 
follow-up finding of only four well out of 10 speaks for 
itself. 

I Fits appear to be a more difficult immediate problem, 
as only two out of six recovered in hospital ; these remained 
well. 

Vomiting was more hopeful at first, five out of six stop- 
ping this symptom in hospital ; only three of these were 
well five sears later. 

Blindness was found in only three cases, and these seem 
to have made an excellent recovery. 


Conclusion 

There is very little to add on recapitulation. The word 
“ recovery ” will never mean the same to a psychiatrist as 
to a physician, and one can only try to correlate physical 
and psychological terms. It would seem that an acute 
hysterical episode has not the rather grave prognosis that 
it is usually stated to have, and that it does not always need 
skilled psychotherapy or psycho-analysis to produce an 
apparent recovery. It is tempting to think of the hysterical 
personality in degrees of instability with differing thresholds 
of resistance, some people needing a more powerful stimu- 
lus than others to produce the reaction — rather like cerebral 
dysrhythmia and epilepsy in which the concept of differing 
grades of liability to produce clinical epilepsy is accepted. 
Perhaps the most stable of us would under sufficient stimu- 
lus produce a hysterical symptom in the same way that we 
would produce an epileptic fit if sufficient strength of electric 
current were passed through our brain. If so, there is at 
least the suggestion that in some cases of hysteria it is 
unnecessary to do more than relieve the symptom and 
discuss the patient’s problem with sympathy, interest, and 
common sense. 

Summary 

One hundred cases of acute hysteria are analysed sympto- 
matically, and the results of treatment by suggestion are 
recorded. 

A follow-up four to six years later was successful in SO of 
these cases, and the results of this are tabulated and discussed. 

The suggestion is made that the outcome of such cases is 
better than is generally believed even although long, skilled, 
formal psychotherapy is not available. 
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NUTRITIONAL MACROCYTIC ANAEMIA 
IN TEMPERATE ZONES 

BY 

J. RUBLE, M.D., M.R.C.P. 

AND 

C. D. CALNAN, M.A., M.B., B.Chir. 

The nutritional anaemias may be divided into primary 
types, in which the dietary deficiency has been the main 
cause of the anaemia, and the secondary types, in which 
utilization by the body of a complete diet is defective, 
usually because of some organic disorder. Occasionally the 
anaemia may be due to combined causes. 

Macrocytic anaemia resulting from nutritional deficiency 
is commonest in India, Malaya, and China ; it also occurs 
frequently in Macedonia, where it presents some different 
features from the “ tropical ” variety'. A nutritional macro- 
cytic anaemia may, however, occur in temperate zones. 
Such a case occurring in England is here recorded. 

Similar cases have been described in England, U.S.A., 
Canada, Holland, and Denmark (O’Hara and Grewai, 1927 ; 
Aykroyd, 1930; Kern, 1931 ; Ungley, 1933, 193S ; Groen 
and Snapper, 1937; Alsted, 1939 ; 'Townsend and Begor, 
1942: Watson and Castle, 1946). Most of the authors 
remark on the deficiency of protein in their patients’ 
dietary. Evidence of the relation of animal protein to 
tropical nutritional macrocytic anaemia was provided by 
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.Taylor and Chhuttani (1945) in a survey of anaemia in 
Indians. 

Of the two cases in England reported by Ungley the 
first showed a slow and submaximal response to “marmite,” 
while the second was successfully treated with “ campolon ” 
liver injections. 

Case Report 

A widow aged 56 had been employed as a factory hand, but 
had not worked for the eighteen months previous to admission 
to hospital on May 14, 1947. She came with a letter from her 
doctor, which stated : “ She was investigated at another hospital 
a year ago with the ultimate diagnosis of pernicious anaemia, 
but refused treatment at the time and now turns up looking 
like death, as you can see. She has no one to look after her.” 
A letter from another hospital in London stated that she had 
attended as an out-patient on May 7, 1946, and a blood exami- 
nation then showed: red cells, 3,000,000; haemoglobin, 65% ; 
colour index, 1.08; white cells, 6,210 (P. 54%, L. 42%, E. 2%, 
M. 2%). 

On examination it was at once noticed that she was mentally 
subnormal, and no reliable history could be obtained. She was 
quite uncooperative, refused all food on the day of admission, 
and was very noisy during the first night in hospital. Her 
appearance was one of gross physical neglect ; pediculi were 
present on the scalp and body, and numerous scratch marks and 
abrasions were found. There was no abnormal pigmentation of 
the back of the hands or of the face. She was of small stature 
and of thin, spare build. The mucous membranes were pale ; 
there was no icteric tinge. The tongue was smooth and glazed 
and looked sore. The parotid and submaxillary salivary glands 
showed bilateral diffuse enlargement. There was no lymph- 
adenopathy. The nails were normal. Pitting oedema of the legs 
was present. The chest showed signs of bronchitis, and the 
heart sounds were faint. The B.P. was 105/65. Examination 
of the abdomen revealed no ascites, and the spleen was not 
palpable. Her speech was slow. 

She complained of numbness of the legs, but, so far as her 
mental state would allow, no sensory loss was found to pin- 
prick or light touch. There was no muscular, weakness or 
dystonia. The abdominal reflexes were absent ; the biceps- 
jerks were present on each side, the triceps-jerks, supinator- 
jerks, knee-jerks, and ankle-jerks were absent on both sides. 
There was no plantar response. 

The social history was difficult to elicit, but the salient features 
were: her second husband had died about eighteen months 
previously, since when she had lived alone in one room. Her 
sole source of income was from the periodic sale of personal 
valuables. According to a friend who lived near by, her room 
was in gross disorder and her culinary arrangements were 
chaotic. Her meals were irregular in quantity and quality, and 
appeared to consist mostly of tea, bread, buns, etc. Exact 
details of diet were not obtainable. She had been in a mental 
hospital on two occasions during the 1939-45 war. There was 
evidence (hat her father, stepbrother, and daughter had also 
been in mental hospitals. 

r.£ll e , "V aS .. 1 2‘° rVlew ed by a psychiatrist on Aug. 1, 1947, who 
reported : She is in a state of mild mania. She admits having 
ln Hanwell Mental Hospital twice. She has 
of „ 0r V dMs about her late husband, whom she accused 

should U' f Way j When her medical condition allows she 
-moukl be transferred to an observation ward.” 

reSd J 'ZL l "f es ‘ i V»tons.—A radiograph of the chest 
cells 1 iso onn bron ^ bllls - A blood count showed: red 

cells: M°“ r 4 nd A’ fi i !6 V vhi! 1 

MCHC'V" 11 poiki! . oc >' Iosis : P-C-V. 15%!’ M.C.V™ 130° cl 
no ; rc,lcuIoc >' tes - !«s than 1%. Stools contained 

examination resulted as^oHotvs^ 

Myelograms.— Before folic acid; MeeaJoblasfic 
sio^^normobU "! nlh of treatment : Considerable rever- 
tr.ae L ,f n-J.-in . U^hropoiesis. - Unnc shovved a faint 
W.R. ard Kahn r -a.is k “c°cytK; “ W3S sleri!e °n culture. 
k.Javht ^ ( o' A fractional test meal showed free 

* : N to HC t attr tt UP * Conccntra,ion of 38 ml. 


Myelograms 



' Percentage of Nucleated Cells 


, Before 

Folic Acid 

9th Day of 
Treatment 

Polymorph, neutrophils 

14-8 

400 

i, eosinophils 

0-8 

3-0 

Metamyelocytes 

8-3 ' 

140 

Giant metamyelocytes . . 

11-8 

0-7 

Myelocytes; neutrophil 

15-0 

30 

„ eosinophil •• 

t-a 



Lymphocytes 

7-4 

3-5 

Plasma cells 

0-6 


Late normoblasts 

4-8 

220 

Intermediate normoblasts 

1*2 

8-2 

Early „ 

0-2 

0-6 

Late megaloblasts - 

10-6 

50 

Intermediate 

18*2 



Early 

4-6 


Total nucleated cells 

126,000 


Myeloid serics/nucleated R.B.C 

.1-3/1 

1-7/1 



Treatment. — “Anahaemin,” 2 ml. daily intramuscular! y, was 
started on May 23, and two “ fersolate ” tablets,, two vitamin B 
tablets, and 50 mg. of ascorbic acid were given three times a 
day. On May 27 and 30 and June 2 the reticulocytes were less 
than 1 % and anahaemin was replaced by “ plexan ” crude liver 
extract 4 ml. daily. On June 6 the red celis numbered 780,000. 
with less than 0.5% reticulocytes. In view of this fall it was 
decided not to continue with plexan, and folic acid, 20 mg. daily, 
was started on June 9. Next day her blood count showed 
1 ,090,000 red cells and less than 1 % reticulocytes. 

• Progress.- — Following this treatment there was a rapid rise in 
the reticulocyte and red cell counts, as shown in the accompany- 
ing Graph. On July 12 there were 1,260,000 red cells ; reticulo- 
cytes, 6% ; nucleated red cells, 124 per 100 white cells. The 
stained film showed anisocytosis, poikilocytosis, and poly- 
chromasia. Clinical 
improvement pio- 
ceeded rapidly with 
t h e haematological 
response to folic 
acid. The blood 
pressure rose to 120/ 

70 and all reflexes 
were present, 
though sluggish, 
after 10 days’ treatment. The patient soon" began to eat 
voraciously and her skin lesions healed, but her mental state 
remained essentially unchanged, and it was eventually found 
necessary to transfer her to a mental observation ward. 

Comment on the Case 

Davies (1945) and Holmes (1945) have drawn attention to 
the incidence of oedema in anaemia, due to hypoproteinaemia, 
especially during the stage of recovery, when much protein is' 
being used to form haemoglobin. 

The presence of pitting oedema of both legs without ascites 
in this patient on admission to hospital was an expected 
accompaniment of the severe anaemia, low blood pressure,' and 
poor nutritional state. However, it did not improve commensu- 
rately with the clinical and haematological improvement, and 
when it did subside it reappeared on two occasions. No 
adequate explanation could -be found on the last occasion of 
its appearance, 67 days after the beginning of treatment and 
when the red cell count was rising: estimation of plasma 
proteins showed normal values. The patient was eating a full 
norma! protein diet. No conclusion could be drawn about the 
relation between the oedema and the rate of haemoglobin 
formation. Unfortunately the relationship of hypoproteinaemia 
to recovery from anaemia was not realized at the time, and 
earlier plasma protein estimation was not carried out. 

In Groe n and Snapper’s two cases oedema is not reported, 
and the plasma proteins were normal in one of them. In- the 
cases described by Alsted, by Townsend and Begor, and by 
others, oedema and plasma protein values are not recorded. 

Discussion 

The special interest of this case lies in the failure to 
respond to large doses of active liver extract, both crude 
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and of the Dakin and West type, and, in contrast, the 
immediate response to folic acid. This feature distinguishes 
the case from the previously reported cases of nutritional 
megalocytic anaemia occurring in temperate zones. 

- The rapid response to folic acid has been stressed recently 
by Kemp (1947), and the maximal reticulocyte response of 
28% on the fifth day is in agreement with his findings. 

I y It is debatable whether or not our patient would have 
responded to anahaemin or plexan if these drugs had been 
continued for longer periods. In Kemp's cases, though the 
response to “ hepatex ” was slower than to folic acid, all 
had shown some improvement within 18 days, whereas in 
our case after intense therapy not only was there shown a 
reticulocyte count of less than 1% but the red cell count 
was falling and giving rise to serious anxiety. 

Oral preparations of proteolysed liver were not tried, and 
hence it is hypothetical whether response would have been 
obtained. Watson and Castle (1946) recorded a case in 
Boston, U.S.A., of nutritional macrocytic anaemia in a 
_ woman aged 76 who responded to intravenous injections 
, of 20 ml. daily of the supernatant from the suspension 
■^.solution of liver extract (Lilly) after failure with the usual 
" liver extract, and also Lactobacillus casei factor, but the 
amount of the latter was only 1.3 mg. daily. Davis and 
Davidson (1944) have successfully treated several cases of 
otherwise refractory macrocytic anaemia, but none of them 
showed such a prominent nutritional aetiological basis as 
in our case. 

The precise role of folic acid cannot be stated with 
certainty, and the mechanism of liberation from its con- 
jugate by a liberating factor, as postulated by Davidson 
and Girdwood (1947), has not been widely accepted. Our 
patient was apparently deficient in folic acid but not in 
Castle’s haemopoietic factor. 

, Summary 

Nutritional macrocytic anaemia may occur, though rarely, in 
temperate climates, and is associated with a deficiency of pro- 
tein. Previously recorded cases are reviewed and a new case is 
reported. 

There was an immediate response to folic acid after the failure 
of intensive liver therapy. 

We wish to thank Dr. C. D. Coyle, medical superintendent of the 
Archway Group of Hospitals (Highgate Hospital), and Dr. A. L. 
Jacobs, the chief physician, for permission to publish this case; and 
Dr. J. M. Alston and his stall of the Archway Group Laboratory for 
the pathological investigations. 
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Workers at the National institute far Research in Dairying and at 
the Courtauld Institute of Biochemistry have investigated the widely 
recognized fact that cows, on “going out to grass” in the spring, 
often give an increase in milk greater than the amount ascribable to 
the extra nutrients ingested. From their preliminary results, which 
were published in Nature (1948, 162, 845), they concluded that the 
galactopoictic effects of spring grass in lactating cows may be due 
to the presence in the grass of oestrogen. 


STREPTOMYCIN IN FINGER INFECTIONS 

by 

J. BRADLEY WATSON, M.B., B.S. 

E. R. GRIFFITHS, ALB., B.S. 

AND 


L. W. PLEWES, ALA., ALD., F.R.C.S. 

( From the Hand Infection Unit, Luton and Dunstable Hospital) 

The use of penicillin in infections of the hand has besin 
shown to reduce sepsis, pain, and time of healing (Florey 
and Williams, 1944 ; Grossmark and Plewes, 1945). 

Streptomycin is as yet little known as a local therapeutic 
agent, and We have attempted to compare the results of 
treatment with this newer agent with those of penicillin. 
Two types of infection — pulp whitlows and paronychias — 
are used for comparison because these infections were more 
true to type than others and because the more serious types, 
such as deep palm infections, were admitted to hospital and 
given systemic penicillin. No case which required systemic 
chemotherapy of any kind has been included. 

Principles of Technique. — All cases presented were incised 
by standard procedures under general anaesthesia and with 
the use of a tourniquet. Streptomycin (5,000 pg. per g.) 
or penicillin (1, 000 units per g.) was applied as a cream. This 
was smeared on a vaselined gauze wick which remained 
in situ for two days. Dressings were carried out in a special 
“ perspex ” dressing-box under continuous ultra-violet 
irradiation — all the dressings of each day being done by 
the same dresser with “ no touch ” technique. They were 
changed at intervals of two days, the discharge being 
cultured each time. Streptomycin or penicillin was applied 
until culture revealed “ no growth.” 

Bacteriology 

The frequency with which various organisms are isolated 
from a wound depends to some extent on the bacteriological 
technique employed (Williams and Miles, 1945). In our 
cases it consisted in swabbing the affected site and seeding 
on blood-agar plates ; these were incubated aerobically and 
examined the following day. A very small quantity of the 
cream used in treatment was included on the plate in the 
penicillin series, and a hole containing streptomycin, 500 pg. 
per ml., in the streptomycin series ; in practice this gave 
a good indication of the sensitivity of the organism grown. 

The term “ coliform organism ” is used to include all 
Gram-negative bacilli having the cultural appearances of 
Bacterium coli. Pseudomonas pyocyanea, or Proteus ; the 
streptococci isolated were all reported as “haemolytic 
streptococci,” but grouping was not carried out as a rule ; 
a coagulase test was done on all the staphylococci isolated, 
and was positive in ali cases on first culture (coagulase- 

Table I 


Palp infections Paronychia 


Organism , Penicillin Stre?ton3>cia 1 Penicillin ' Streptomycin 

j Series I Series } Series Series 

! (60 Cases). (66 CaScs) j (49 Cases)} (7 4 Cases) 


Staphylococci . . . . - 53 

Staphylococci and strep- ' 

tococd . j I 

Staphylococci and coli- 
form ] 1 ; 

Streptococci .. .. j — j 

Coliform . . J — [ 


Streptococci . . . . — 

CcWcrm - . 12 


Primary Infection 
64 , 42 

I 2 

1 3 


Secondary Infection 

— * 11 


64 

5 
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negative staphylococci and atypical Gram-positive cocci 
were isolated from a few cases later during treatment, but 
are not included in the tables). 

Primary infection refers to the organism isolated on first 
culture ; secondary infection to those isolated from a second 
or later sample, if different from the first. 

The striking fall in incidence of secondary coliform • 
infection following the use of streptomycin is shown in two 
unselected series of 500 consecutive swabs received from 
the hand-dressing unit (Table II) ; one was taken during 
the penicillin period and one during the streptomycin 


period. 

Table II 

• 



No. of 
Swabs 

Coliform 

Organism 

% 

Coliform 


Isolated 

Infection 

Penicillin period 

500 

193 

38-6 

Streptomycin period . . 

500 

37 

7-4 


Observations 

In Table III the results of treatment and secondary 
infection rate are tabulated. The secondary infection rate 
is greatly reduced in the streptomycin group, and the 
number of days to “ no growth ” is considerably lower, 
while the average number of days off work is lower for the 
streptomycin cases. 

Table III 



! % 
Secondary 
Infection 

| No. of Days 
to 

“ No Growth " 

No. of Days 
off 

Work 

Pulp Infection: 

Penicillin (60 cases) 

20 

90 

9-4 

Streptomycin (66 cases) 

3 

7-4 

5-4 

Paronychia: 

Penicillin (49 cases) 

22 

6-7 

5-2 

Streptomycin (74 cases) 

2-7 

4-8 

2-3 


Streptomycin was not used for acute suppurative teno- 
synovitis, because of lack of knowledge of the behaviour of 
this antibiotic within endothelial-lined cavities. In addition 
to the nine cases reported in 1945 eight cases have been 
treated by repeated aspiration of the tendon sheath and 
replacement with penicillin, with excellent results. 

Conclusions 

Streptomycin is a better local agent in the treatment of 
pulp infections and paronychias than penicillin. 

Its use has resulted in a decrease in the secondary infec- 
tion rate— -more rapid healing with consequent decrease in 
the time lost from work. 


Medical Memoranda 


Perforated Gastric Ulcer Associated with 
Subcapsular Haemorrhage of Spleen 

An unusual complication of a common acute surgical con- 
dition is recorded. No report of an analogous occurrence 
has been traced in the literature. 

Case History 

A woman of 69 was admitted to hospital on April 16, 1947. 
Eleven hours previously she had been awakened by the sudden 
onset of severe abdominal pain which continued up to the 
time of admission as an agonizing upper abdominal ache. No 
vomiting had occurred, her bowels had opened the previous 
evening, and there was no disturbance of micturition. For 
forty years she had suffered from intermittent attacks of 
“ indigestion ” in the form of upper abdominal pain coming 
on two hours after food and relieved by alkalis and dieting. 
She had had no recent abdominal injury. 

She was a fragile, anaemic-looking woman in obvious dis: 
tress. Her temperature was 98° F. (36.7° C.), pulse 82, and 
respirations 28. The abdomen was rigid, moderately distended, 
and generally tender. Liver dullness was diminished ; the 
epigastrium was the most painful area ; and there was no radia- 
tion of pain to the shoulders or elsewhere. A diagnosis of 
perforated peptic ulcer was made. 

At operation gas and yellowish effusion escaped through a 
midline epigastric incision. On the anterior surface of the 
stomach, midway between the lesser and the greater curvatures 
and one inch below the oesophageal level, was a large ulcer, 
which had perforated. The spleen was found to be friable and 
surrounded by blood and clot. The perforation was repaired 
with interrupted Lembert sutures and an omental patch. A 
transverse incision was made into the left rectus abdominis. 
The anterior splenic surface was friable and presented a raw 
appearance, as if the capsule had been destroyed, and it was 
bleeding profusely. The splenic pedicle felt normal and there 
was no thrombosis of its vessels. Splenectomy was performed, 
and after draining the splenic bed through a counter-incision 
in the flank the abdomen was closed in layers.^ 

Continuous gastric suction and intravenous fluids . were 
instituted post-operatively for thirty-six hours. She thereafter 
had a smooth convalescence. Three months later she wrote 
to say that she was well and free from “ indigestion.” 

The spleen measured 10 x 6 x 2.5 cm. There was no macro- 
scopic evidence of infarction. There was a diffuse subcapsular 
haemorrhage. Microscopically, extravasation of blood was seen 
beneath a necrotic capsule. The splenic vessels were sclerotic. 
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Nimstry of Health states that patients attending out-patient 
.... °f ten referred back to their general practitioners for 

'\u o« certificates of incapacity for work required by the 
uithM?. ° ! i ‘ saIItma ' Insurance. This procedure, which accords 
. : i . , >- noles appearing on the covers of pads of certificates pro- 
v, r i ' 1 , e j'nmstry of National Insurance, is an unnecessary 
p . . , , n ° . the patient and the general practitioner, and also 
a difficult. position, since the hospital, not himself, 
PM lor the treatment. The Minister is therefore asking 

r Tw- t ;T n l° nt -C. om m l ttecs and boards of governors to make available 
h- V the out-patient departments and in clinics. 

• 1 , ,‘7 ! tst (Ned. 1) and final (Med. 2B) certificates must be 
- ■ Jjct ° r ln attendance and must show the cause of 

: r ,f -• mtermedutc certificates may be signed by the authorized 

A. J _ src ' u ‘ certificate will not be provided, and Forms 

, 5 wln P5 adapted from “ in-patient ” to “out-patient.” 
certificates contain neither the diagnosis nor the usual 
),7 ' 7“ P ' mcapacity for work, the doctor should be satisfied 

rat.cn: It in fact incapable of work. The hospital stamp 
‘ ' — eve t..c words “ out-patient department.” 


Comment 

It is tempting to ascribe the capsular necrosis of the 
spleen to peptic digestion. But Price and Lee (1947) report 
that the spleen with its capsule intact is more resistant to 
peptic digestion than the seromuscular coat of the stomach, 
intestine, or gall-bladder. Accepting such experimental 
observations, one might postulate a subcapsular. haemor- 
rhage of the spleen before perforation of the gastric ulcer. 
In a frail person with some degenerative vascular changes 
a minor abdominal injury might well have escaped notice 
and caused such an “ idiopathic ” or “ spontaneous ” 
haemorrhage. In this connexion one of two cases of 
“spontaneous rupture of the apparently healthy spleen" 
described by Babson and Morgan (1946) is interesting. A 
man of 49 had a severe subcapsular haemorrhage and 
splenic rupture following operation for a perforated duo- 
denal ulcer. The ulcer was sutured in the usual way, and 
five days later there was a sudden collapse and abdominal 
pain. After two days’ conservative treatment the clinical 
signs suggested splenic rupture, and this diagnosis was con- 
firmed at operation. A severe cough following the first 
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laparotomy was thought to be the traumatic factor, and the 
authors infer that an associated adhesive peritonitis might 
have been an additional aetiological factor in causing the 
haemorrhage. This patient, too, made a good recovery. 

Whatever the cause of the haemorrhage in the present 
case it is quite certain that the acute perforation masked 
the accompanying condition. This coincidence emphasizes 
y-'one of the dangers of the adoption of conservative treat- 
ment for perforated peptic ulcer — laparotomy alone can 
clinch the diagnosis and exclude other possibilities. 

John A. Shepherd, M.D., F.R.C.S.Ed., 

Lecturer in Surgery, University of Liverpool 
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Abacterial Pyuria Producing Bilateral 
Ureteric Stenosis 

Abacterial pyuria is well recognized as a clinical entity of 
unknown aetiology which should respond dramatically to 
injections of N.A.B. The usual clinical picture is one of 
painful micturition with pyuria and haematuria in a young 
adult male with no pyrexia. Cystoscopy reveals an angry 
red mucosa which is irritable and painful. The case here 
recorded satisfied these essential details but presented some 
peculiarities over a prolonged course of three years. 

Case Report 

The patient first came under observation in May, 1945, for 
an attack of fever. She was then 16 and in good health 
otherwise, though she had had some frequency of micturition 
for a few weeks. The pyrexia (100-103° F. : 37.8-39.4° C.) 
lasted for two to three weeks. The white cell count was normal 
and the Widal reaction negative. The urine showed traces of 
albumin and a frank thick pyuna with haematuria micro- 
scopically. No organisms could be detected on repeated 
culture. Efforts were made to demonstrate acid-fast bacil 1 ■ . 
but failed. Guinea-pig inoculation on two occasions proved 
negative for Koch's infection. Investigation of the kidney and 
bladder by descending pyelography showed no abnormality. 

She was given large doses of alkalis with sulphadiazine, and 
the pyuria was slowly reduced. Later therapeutic trials over 
the next three years revealed that alkalis alone had this effect. 
At this stage the urea concentration was over 3%, and the 
urea clearance was 80% of normal, with a blood urea of 
2! mg. per 100 ml. 

For the next two years the patient had occasional pyrexia 
with headache. The pyuria persisted with varying intensity. 
■- Cystoscopy in July, 1945, and September, 1946, showed intense 
cystitis with a few small vesicles in the region of trigone. At 
.different times she was given N.A.B., mandelic acid, penicillin, 

’ pyridium, sulpha drugs, large doses of alkalis, and bladder 
lavage. She responded dramatically every time to NA.B. : 
the thick pyuria was always reduced almost to insignificance 
but was never completely cured. She was given 0.3 g. of 
N.A.B. three times, twelve times, ten times, and twelve u'mes 
in four different courses. There was no response to any other 
drug apart from the very slow response to alkalis. 

Then after 21 years of illness she felt pain in her right lumbar 
region, which persisted for a few months to be followed by 
pain in the left lumbar region radiating to the left thigh. 
Descending pyelography at this stage showed a complete 
’^absence of renal function on the right side with early hydro- 
nephrosis on the left and dilatation of the lower end of the 
left ureter. In January, 1948, suddenly and in two to three 
days all her symptoms of pain, frequency, local irritation, and 
the slight pyrexia with headache disappeared. At the same 
. time the urine rapidly cleared up within a week, no treatment 
, being given to her during this period. Descending pyelography 
was repeated (February - . 1948) and showed still more advanced 
hydronephrosis on the left side with delayed excretion after 


45 minutes, and there was 
also a kink in the left ureter. 

The urea concentration was 
1.5%, urea clearance 23% of 
normal, and the blood urea 
45 mg. per 100 ml. 

The patient was then sub- 
jected to a left nephrostomy . 

The left kidney appeared 
normal, and the slightly 
dilated pelvis was drained 
through an indwelling cathe- 
ter for six weeks. This 
allowed renal function to 
recover till the urea concen- 
tration was 2%. v A radiograph 
taken after injecting sodium 
iodide through the nephro- 
stomy tube showed the dil- 
ated lower end of the 
ureter with an obstruction 
at its opening in the 
bladder (see Fig.). After 
suprapubic cystostomy the 
stricture in the intravesical 
part of the left ureter was 
widely opened ; the end of 
the right ureter was found 
to be entirely fibrosed and 
closed. Descending pyelo- 
graphy in August, 1948, 
three months after the 
second operation, showed a normal left urinary tract : the blood 
urea was then 30 mg. per 100 ml., with urea clearance 50% of 
normal. 



(April, 1948 ) Sodium iodide 
injected through the nephro- 
stomy tube (N). The dilated 
lower end of the left ureter is 
seen vvilh stricture (S) 


Comment 

This case presented all the essential clinical features of 
abacterial pyuria: painful micturition, frank pyuria with 
haematuria microscopically, typical appearance on cysto- 
scopy, excellent general health with no loss of weight, and 
a dramatic response to N.A.B. No organisms could be 
detected, guinea-pig inoculation was thrice negative, and 
at nephrostomy the kidney showed no abnormality Addi- 
tional features in this case which do not conform to the 
classical description were that the patient was a female ; 
the protracted course was for over three years : the fact that 
complete cure was not achieved by N.A.B. : the slight 
pyrexia ; and the ultimate development of bilateral ureteric 
stricture leading to destruction of the right kidney and 
commencing hydronephrosis on the left. The trigone of 
the bladder was intensely inflamed, and it is likely that the 
prolonged course of this inflammation led to fibrosis with 
stricture of both ureteric orifices. 

I am grateful to Professors S. N. Mathur and K. S. Nigam 
for the surgical treatment of the case. 

N. N. Gupta, M.D , 

Physician, King George’s Medical College, Lucknow, India. 


The Housing Progress Summary presented to Parliament as a 
White Paper by the Minister of Health and the Secretary of State 
for Scotland shows that the number of permanent houses com- 
pleted in Great Britain during April was 15,110, compared with 
20,160 in March. This brings the number of permanent houses 
completed during the first four months of the year to 67,522, made 
up as follows: January, 15,597; February, 16,655; March, 20.160; 
April, 15,110. During April homes were provided by new- building, 
repair of uninhabitable bouses, conversion, and requisitioning for 
16,557 families, compared with 21,626 in March. This brings the 
total number of families rehoused by these methods under the post- 
war programme to 938,644. Apart from requisitioned houses, the 
number of additional hemes provided is 909,259. 
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TRAITE DE MEDECINE 

Traite de Medecine. Volume VII. Maladies du Tube Digestif ec 
de ses Annexes. (Pp. 1,063 ; illustiated. 2,300 francs.) Volume 
VIII. Maladies du Foie et du Pancreas. (Pp, 1,166; illustrated. 
2,500 francs.) Volume XI. Maladies des Vaisseaux. (Pp. 545 ; 
illustrated. 1,400 francs.) Volume XIII. Maladies des Glandes 
Endocrines. (Pp. 1,119; illustrated. 2,600 francs.) Published 
under the direction of A. Lemierre and others. Paris : Masson 
ct Cie. 1948. 


The massive Traite de Medecine published by Masson moves 
slowly towards completion. The present volumes deal with 
diseases of the alimentary canal (VII), the liver and pancreas 
(VIII), the vessels (XI), and the endocrine glands (XIII). 

It is a justifiable comment, intended in no way to be critical, 
that French medicine, like French culture in general, has always 
been self-sufficient. Much of the interest this work has for the 
British reader is derived from this fact. Here is a system of 
medicine which presents in singularly pure form French modes 
of thought and French practice, largely unadulterated by the 
influence of foreign notions. This is less true of some sections 
than of others, but it is well shown by a study of the authorities' 
cited. A random selection of 400 consecutive references in 
Volume VIII shows that of the publications quoted 346 are 
French, 20 American, 14 German, 6 Swiss, 3 Scandinavian, and 
none British. In consequence the articles frequently reveal 
points of view at variance with opinion in this country and 
sometimes have a flavour which can only be described as 
outmoded. 

Volume VII considers in great detail the disorders of the 
alimentary tract. Clinical descriptions, as is usual in French 
works, are of unsurpassable quality. But by one author the 
surgical treatment of carcinoma of the oesophagus is dismissed 
as “ operation trbs meurtribre," though it is fully discussed in 
another section. The treatment of oesophageal peptic ulcer 
is granted but two or three lines, and only three pages are 
devoted to gastroscopy. Few physicians in this country would 
agree that an average of 200-300 ml. of blood is an adequate 
volume for transfusion in severe haematemesis. Nor would all 
endorse the opinion that peptic ulcer is an “ambulatory affec- 
tion ” not requiring a special dietetic regime. 

In Volume VIII the more recent tests of liver function are 
given scant reference — the Takata-Ara test is mentioned, but 
there is no word of the thymol turbidity or the colloidal gold 
tests. The treatment of liver aspiration biopsy is cursory. 
Homologous serum jaundice is omitted, and there is no dis- 
cussion of the dietetic factors in cirrhosis. The views expressed 
on “splenogenic cirrhosis,” or Banff's syndrome, have been 
discarded in most other countries. 

Volume XI, in discussing diseases of the vessels, follows more 
international lines. The description of hypertension is excellent 
and the author’s judicial attitude to the value of sympathectomy 
most welcome. No mention is made of clearance tests in 
assessing renal function. In this disorder, as in others, no 
appreciation of the psychosomatic aspects of disease is evident. 
The article on idiopathic hypotension suggests, in fact, that the 
importance of psychological factors in bodily disease has gained 
little acceptance by the general physician in France. 

The descriptions of the various syndromes due to disease 
ot the endocrine glands follow the conventional pattern in 
volume XIII. The reader will be interested to learn that 
thiouracil and the related drugs were discovered simultaneously 
in ranee and the United States, but puzzled when this thera- 
peutic advance is dismissed briefly as “worthy of interest.” 
Anorexia nervosa, as so often in Continental writings, is con- 
quered as a form of pituitary cachexia. Numerous syndromes 
ar- described which have not gained general recognition in this 
country’ : of these the most appealing is seasonal hyper- 
orchidtsm, which is stated to claim most of its victims in the 
'pfing. 

, rhc ‘ , ' : comments are made solely to underline some of the 
ULw.-repancies between English and French medical thought. The 
i----.al excellence of this vast system of medicine is not in 
question. It is only to be expected that five years of German 
u^upatien and isolation from the main streams of medical 


progress would show themselves by a turning inwatd of French 
views and a neglect of foreign opinion. For such a work to 
have been produced so soon after this experience says much 
for the resilience of French medicine, to which it forms a 
striking monument. 

R. Bodley Scott. 

AVIATION MEDICINE 

Medecine de V Aviation. Bases Physiologiqnes et Physio- 
Pathoiogiques. By J. Malmejac. (Pp. 330; 79 illustrations. 
1,200 francs.) Paris: Masson et Cie. 1948. 

Aviation medicine received-a great impetus in this country and 
the U.S.A. during the last war. Greater speeds and manoeuvr- 
ability of aircraft, rapid ascents and descents, high altitude 
flying, and lengthy missions have all subjected aircrews to great 
stress and strain. Much research undertaken in both countries 
has resulted in means being devised not only for selecting the 
right type for aircrew but also for ensuring their safety and 
maintaining them in a state of efficiency.. Professor Malmejac’s 
book, which treats the subject from the physiological and 
physio-pathological point of view, is based mostly on 
work undertaken by himself and French co-workers in his 
laboratory in the Faculty of Medicine of Algiers. Its main 
object is to collect together the essential physiological facts ] 
which form the basis of aviation medicine. The book aims at* 
being a guide to tl(e medical officer in charge of flying personnel 
and also of use to the doctor consulted by patients undertaking 
a flight for the first time. It should not fail to stimulate 
the biologist studying the behaviour of man under specific 
conditions and the aeronautical engineer planning future 
developments. 

The important sections are those concerning altitude and its 
attendant physical and chemical changes. The effects of cold, 
the problem of anoxia, and the expansion of gases under low 
pressure are fully discussed. Ideas are advanced for eliminating 
factors calculated to be prejudicial to the human organism. 
A chapter is devoted to some of the clinical problems 
encountered, such as fatigue and air-sickness. In the last 
chapter the medical selection of flying personnel is discussed, 
with special reference to psychological reactions. Little refer- 
ence is made, however, to the vast amount of work carried out 
in this country and the U.S.A. This is no doubt due partly 
to the restricted circulation of the reports issued during the 
war years and partly to security measures imposed on the find- 
ings contained therein, but since the termination of hostilities 
much of this work has been published and is available for 
reference purposes. This book is nevertheless a useful contri- 
bution to the subject of aviation medicine and is worthy of a 
place in" any reference library. 

E. D. Dalziel Dickson. 

HANDBOOK OF E.N.T. DISEASE 

Ear, Nose, and Throat. Symptoms, Diagnosis, Treatment. By 
George D. Wolf, M.D. (Pp. 523 ; 149 illustrations, including 
25 in colour. £3.) Philadelphia and London: J. B. Lippincott 
Company. -1948. , 

This book is “ intended for Students, Teachers, and Fracti-' 
tioners.” The author considers that a large proportion of 
diseases can be diagnosed correctly on the basis of a careful 
history and interpretation of the symptoms alone. He has 
therefore taken a novel line, and most of the 25 chapters deal 
with symptoms, their causes and treatment. Of the five parts, 
the first deals with the nose, throat, and larynx ; the second 
with the ear. Parts 3 and 4 are devoted to diseases not usually 
found in books on this specialty : part 3 concerns the salivary 
glands, lacrimation, and miscellaneous complaints, while part 
4 is on facial plastic surgery. These subjects are included 
because the author considers the domain of otolaryngology has 
been raided by other specialists. Part 5 discusses points) 
related to otolaj7ngology — barotrauma, allergy, avitaminosis, 
and the antibiotics. 

It is assumed throughout that the student is conversant with 
the examination of the various parts of the upper respiratory 
tract. The first chapter gives an account of emergencies. I ( 
describes epistaxis and foreign bodies in the ear, oesophagus, 
and air passages, but omits retro-pharyngeal abscess and 
abscess of the nasal septum. Too much attention is given to 
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: plugging of the naso pharynx There is a detailed description 
of tracheotomy and intubation in the section on the treatment 
of cocaine poisoning it is curious to be told that windows 
should be opened wide ” and injections of caffeine given intra 
venously Following chapters give instruction on headaches 
vertigo, nasal obstruction, dyspnoea, and hoarseness Lists of 
causes are drawn up, but there is no distinction between acute 
and chrome symptoms, and the student runs the risk of choosing 
rare cause instead of a common one 
Several of the author’s statements call for criticism Thus 
‘ No tonsil and adenoid operation is complete unless the 
removal of all lateral and other hypertrophied lymphoid tissue 
w effected ” Again, Bilateral abductor paralysis is a rare 
disease ” ; and no mention is made of the urgent need for 
tracheotomy, but it is merely stated that various operations 
have been devised for the relief of this condition ’ It is 
suggested that direct laryngoscopy is taking the place of indirect 
examination Laryngeal paralyses are dealt with very sketchily 
and an unfortunate substitution of abductor for adductor may 
lead the student to misunderstand the diagram In the section 
on the ear the author is not enthusiastic about antibiotics H- 
states that them use is of definite value when administered in 
_the early stage of the infection He suggests silent" in place 
, of “masked ” mastoiditis The indications for surgery are clear. 
'Y.nd the operation is described with pictures Voice and lumne- 
' xorlc tests for deafness are advised though he holds the audio 
meter has advantages when litigation is at stake 
An excellent feature is a good bibliography at the end of each 
chapter It is doubtful, however, if this work would appeal 
to the British teacher or student \y mollison 

CHILD PSYCHIATRY 

Psychiatry far the Pediatrician By Hale F Shirley M D 
(Pp 442 S4 50 or 25s ) New York The Commonwealth Fund 
London Geoffrey Cumberlege (Oxford University Press) 1948 

In this book the importance of correlating mental and bodily 
health is once more stressed The author points out how often 
those who deal with children, even if adequately trained in 
paediatrics and child psychiatry, “ wear a paediatric hat in 
the paediatric department and a psychiatric hat in the chilJ- 
guidance clinic” He sets out, therefore, to survey the field 
of child psychiatry in simple, straightforward language which 
no paediatrician can fail to understand if he will take the 
trouble to study this admirable volume The reader’s only 
possible complaint will be that the work is so comprehensive 
and so well illustrated by descriptions of cases that it has 
become too large, and he will have difficulty m finding time to 
study its 435 pages with the atten.ion they deserve The ten 
chapters comprise a study of the basic concepts in child 
guidance in which the development of the child’s personality 
is discussed , a practical and sane description of habit training , 
and a consideration of physical, intellectual, emotional, sexual, 
and environmental factors from the educational standpoint 
The methods of investigation, diagnosis, and treatment are then 
explained, with a final summing-up under the title of “ Mental 
*” Health in a Changing World ” There is no attempt to cate- 
gorize disease entities, which is always a mistake in child 
^psychiatry, since the various tendencies and reactions have not 
4 had time to crystallize, but the emphasis throughout is on the 
child s adjustment to the various circumstances to which ne 
is exposed from both inside and outside After all, much the 
same attitude is desirable in the study of paediatrics, so this 
book is to be thoroughly recommended to all physicians dealing 
with the young The production fully maintains the high 
standard we have come to expect of all Commonwealth Fund 

P ubl,cauons R G Gordon 


, In the second edition of Practical Public Health Problems by 
;Sir William Savage, B Sc , M D (pp 197, 14s , London J and A 
^Churchill, 1949), the author discusses mainlv those subjects of which 
he is an acknowledged master — namel>, water and milk supplies, 
their supervision, and the diseases spread by them, and the hygiene 
of the food industry, with particular reference to canned foods 
Chapters on housing and disinfection are included, and there is a 
new section on the implication of cntcnc outbreaks These arc all 
matters with medical implications in which the medical ofih.tr of 
health has to advise and consol hi* sanitary staff Tins, authoritative 
volume will prove of interest to bo.h 
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COST AND ADMINISTRATION OF N.H.S. 

The main conclusion of the Select Committee examining 
the administration of the Health Services is that it is 
yet too early to judge whether or not the National Health 
Services as a whole are being managed economically. It 
considers that there is room for review of their detailed 
working and of the remuneration and conditions of service 
of those engaged in providing the Services. The Com- 
mittee observes that the public should recognize that abuse 
of the Health Services gravely endangers their maintenance 
and further expansion. The Committee accepts the 
evidence that earnings of some dentists are excessive and 
criticizes those responsible for framing the original estimate 
for supplementary ophthalmic services, observing that the 
fees paid are too high. The Committee also notes that 
there has been abuse of the Pharmaceutical Services and 
remarks that to avoid this the Health Departments should 
make such regulations as are practicable to prevent exces- 
sive or wasteful prescriptions. It recommends that adminis- 
tration of hospitals should be reviewed as soon as enough 
working experience is available and advocates the setting 
up of a uniform system of costing for the hospital services 
in England and Wales ; in particular, the question should 
be considered of establishing an internal audit similar to 
that carried out by the Scottish Regional Boards. Its 
summary concludes thus : “ The conception of a free, 
comprehensive Health Service can be made to work only 
with the good will and co-operation of all the parties in 
it. All branches of the Health Service are making great 
efforts to work the new machine efficiently. Nevertheless 
there are indications of difficulty in maintaining profes- 
sional standards under the Health Service and there are 
delays and difficulties in obtaining treatment. These 
difficulties can be overcome only by constant supervision 
and the utmost endeavour on the part of all concerned — 

1 the Department, the professions, and the general public — 
to use the Service wisely. Only in this way is it possible 
to avoid waste and to make the best use of public funds.” 

The cost of administration amounts to only 2% of the 
total National Health bill, and at present it seems that the 
Executive Councils suffer from a shortage of suitable staff 
for the job. The Committee therefore considers that 
administrative costs and staff seem to be on a reasonable 
level, but recommends a review by the Ministry of Health 
when the Services have settled down, basing this observa- 
tion, no doubt, upon the remark made by Sir William 
Douglas that he hoped that “ the activities of the Ministry 
will diminish as the organizations which have been pro- 
duced get down to it and deal with the actual provision of 
Health Services themselves.” 

The introduction to the Report draws attention to the 
unprecedented nature of the responsibilities created by the 


scheme, a scheme which has to provide various benefits to 
nearly 50,000,000 people and administer over £350,000,000 
out of public funds. In February of this year the Dental 
Services in England and Wales were costing the country 
£900,000 a week, and if the public demand for them did 
not come down the estimate for a full year would be over 
£45,000,000. ft was stated in evidence that a dentist in^ 
Renfrewshire was, towards the end of last year, receiving 
between £1,300 and £1,400 gross a month. For 1949-50 
it is estimated that 9,000 dentists will cost the country 
£30,904,000, as compared with £45,800,000 paid to over 
19,000 general practitioners. 

The Report refers to the “ conflict of opinion on the 
critical issue of whether or not doctors are being paid in 
accordance with the recommendations of the Spens Report. 
... To bring them into line with present-day values 
the Department have added a percentage figure which 
doctors claim is inadequate.” It was not within the pro-, 
vince of the Committee to comment on this matter, but it, 
considers that there is scope for review of the remunera-/ 
tion and conditions of service in the family practitioner 
services. In reply to a question put to him at the Com- 
mittee, Mr. H. H. George, Accountant-General to the 
Ministry of Health, said that doctors in dense urban areas 
were much better off under the National Health Service 
than they were under N.H.I., but that those in what might 
be called a good-class practice were getting less. In reply 
to the question, “ Do you think doctors are doing as well 
as the Spens Committee anticipated they should do?” he 
replied, “ I think so, quite clearly.” When questioned on 
the betterment factor, Mr. George said that the 20% 
increase on net remuneration was prescribed by the 
Government on the basis apparently that this represented 
the average increase in professional salaries. The Report 
states, “ that in many areas patients now have to wait 
in queues for examination so that treatment is delayed 
and that in such areas doctors are seriously overworked.” 
Because of this the Committee recommend that everything 
should be done to facilitate entry into the medical profes- 
sion. We recall once more the words sof Mr. Messer in 
the House of Commons that the situation cannot remain 
as it is. It is admitted that general practitioners are over- 
worked, that the cost of living for the professional classes 
has nearly doubled since 1939, and that the Spens recom- 
mendations should be brought into line with the post-war 
value of money. It is therefore pertinent to ask how Mr. 
George arrives at the conclusion that “ doctors are doing as 
well as the Spens Committee anticipated they should do.” 
Comparison with what the dentists are earning, with their 
limited hours of work, less arduous training, and .infinitely 
less responsibility, must make general practitioners feel 
with justice that they are the Cinderellas of the National 
Health Service. It should be pointed out that only the 
medical service is a guaranteed service, the medical pro-., 
fession having accepted collective responsibility for air 
patients coming into the scheme. The dental and ophthal- 
mic services are not guaranteed, dentists and opticians 
being free to attend or not to any person who applies for 
treatment : patients cannot be allocated to them. 

Fourteen Regional Hospital Boards in England and 
Wales and five in Scotland act as agents for the Ministry 
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of Health and the Department of Health for Scotland 
in the general administration of hospitals. Under these 
Boards there are 376 Hospital Management Committees 
in England and Wales and 84 Boards of Management in 
Scotland. In England and Wales the Management Com- 
j mittees submit their annua! estimates to the Regional 
ijBoards, who, on this basis, submit Regional estimates for 
final approval by the Ministry. The teaching hospitals are 
under their own Boards of Governors and submit their 
estimates direct to the Ministry. In Scotland the teaching 
hospitals are under the Regional Hospital Boards, which 
control their Boards of Management through an internal 
audit staff which visits them and not only examines 
expenditure but also deals with questions of administra- 
tion and the statistics of costing. This provides an 
efficiency as well as a financial audit, and so it is claimed 
gives the Scottish Regional Boards an added sense of 
responsibility for controlling expenditure. The evidence 
s'^qf hospital administrators makes interesting reading and 

• shows that those responsible for it, at the moment much 
overworked, are still not clear what would make for 
greater efficiency. In the view of the chairman of a 
Regional Hospital Board it will take years before the 
system will run smoothly. He considered that “ so far as 
possible the hospitals shall be left with such measure of 
independence as they can be left with, and for that reason 

. it is necessary that you do decentralize the control of them 
into Hospital Management Committees and in fact to 
House Committees of individual hospitals, so that you keep 
as far as you can the individuality of hospitals.” Another 
! , witness stressed that the effective financial control should 
; lie with' the Hospital Management Committee, and later 
; in the discussion the chairman of a Regional Hospital 
Board remarked, “I would go so far as to say that the 

• Regional Hospital Boards are not necessary.” When it 
1 came to the question of the cuts in hospital expenditure 

recently demanded by the Minister of Health one of the 
: English witnesses said he could not see how it would be 
; possible to cut expenditure without interfering with the 
! services to patients. The Minister has now modified the 
- original plan so that beds may remain in use and urgent 
'■ development proceed. There is much yet to be learned 
V about the most efficient way of administering and financing 
5 1 the- hospital services, and the Select Committee would 
Oseem to have been impressed by the way they manage 
v these things in Scotland. 

The above are but some of the points brought out by the 
; Select Committee’s investigation into the administration of 
; the National Health Servicesmow presented in a document 
; of unusual interest, giving as it does in the Minutes of 
; Evidence the actual experience of those responsible for the 

> administration of the services at various levels. Although 
; it was not for the Committee to comment on the terms of 

lemuncration, yet it considered that the terms and condi- 
inions of service for those providing family practitioner 

> services should be reviewed. In the meanwhile practitioners 
■j, must wait until the Ministry of Health has collected its 
,• evidence before negotiations can begin on what the report 

describes as the critical issue of whether or not doctors are 
{ being paid in accordance with the recommendations of the 
v ; Spens Report. 


INDICATIONS FOR SPLENECTOMY 

The indications for removing the spleen have never been 
clearly defined. In the past there has been some divergence 
of opinion on the efficacy of splenectomy in the treatment 
of a number of diseases. About traumatic or spontaneous 
rupture of the spleen there has never been any doubt: 
although difficulties in diagnosis often arise from the delay 
in onset of symptoms or from the absence of a clear history 
of trauma, when the diagnosis is established splenectomy 
is imperative to prevent death from haemorrhage. Splenec- 
tomy is also the treatment of choice for simple or hydatid 
cysts of the spleen. The uncertainty of the results of 
splenectomy in the treatment of other diseases has arisen 
from a lack of precise knowledge of the causes and effects 
of splenomegaly, and from a tendency to group together 
diverse pathological conditions under comprehensive terms 
like Banff’s disease and von Jaksch’s anaemia. In a recent 
lecture to the Ulster Medical Society, printed in the opening 
pages of this issue of the Journal, Dr. Ronald Bodley Scott 
has summarized the current views on splenic function in 
health and disease with special emphasis on the indications 
for splenectomy. 

In the assessment of the value of splenectomy in disease 
the physiological or abnormal functions of the spleen in 
relation to the particular disease must be considered. In 
progressive occlusion of the bone-marrow by sclerosis or 
neoplastic invasion the spleen often takes over the function 
of red-cell formation, and splenectomy would be disastrous, 
since the only efficient source of haemopoiesis would be 
removed. Fortunately these conditions are usually readily 
recognized by the appearance of immature cells in the 
peripheral blood, by the sparse cellularity of marrow 
srriears, and by radiological changes in the bones ; but in 
myelofibrosis trephine biopsy of the marrow may be 
necessary to confirm the diagnosis. 

In familial acholuric jaundice the primary abnormality 
lies in the red cells, which are more spherical and more 
fragile than normal. The spleen destroys these fragile 
spherocytes in large numbers, and splenectomy is a pallia- 
tive, but uniformly successful, form of treatment in that 
it removes the main organ of red-cell destruction. Splenec- 
tomy also reduces the degree of spherocytosis, since red 
cells normally increase in thickness in passing through the 
spleen. The operation is not always so successful in 
Cooley's anaemia, and in sickle-cell anaemia, where the 
abnormality is also in the erythron, splenectomy is for 
reasons unknown quite ineffective. Acquired haemolytic 
icterus differs from the familial variety in that a circulating 
haemolysin causes the abnormal fragility and shape of the 
red cells. 1 It is not surprising that splenectomy has a 
varying amount of success in this disease, and the opera- 
tion . is indicated only in those patients whose anaemia 
persists or progresses in spite of repeated blood transfusion. 
It is important to bear in mind that excessive red-cell 
destruction may take place in a spleen which is enlarged 
from other disease. If the haemolytic anaemia in such 

1 Loutit. J. F., and Mollison. P. L., J. Path. Baa., 1946, 53, 711. 

2 l irckoHS Arch.. IS 99. 156. 5 29. 

3 /. dm. Inrest.. 1939. 18. 473. 

* Doan, C. A., and Wright. C. S.. Blood. 1946. 1. 10. 

3 Damtibik. W.. and Bloom. M. L.. ibid., 1948, 3. 1381. 

« Lancet , 2933. 1. 1330. 
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cases is severe and the primary disorder chronic, splenec- 
tomy will help the patient, and Bodley Scott cites a patient 
with Hodgkin’s disease who was restored to good health 
for five years foliowing splenectomy. 

A group of disorders in which splenectomy is of value 
is that which has become known as primary or functional 
hypersplenism. Accumulating clinical evidence suggests 
that excessive splenic action inhibits the production ol 
red cells, granulocytes, and platelets by the bone marrow, 
and that the brunt of this inhibition may fall on any one 
of these functions or on all three simultaneously. The 
suggestion that splenomegaly from any cause might inhibit 
granulocyte formation was probably first made by Bauer 
in 1899,- but the significance of splenic neutropenia was 
not fully appreciated until Wiseman and Doan 3 described 
the syndrome of splenomegaly, neutropenia, and sepsis 
occurring, as a rule, in middle-aged women. In these cases 
the proportion of granulocytes in the bone marrow is high, 
but mature forms ^re scanty. The changes in the spleen 
are non-specific. Splenectomy often leads to a complete 
cure, but in Felty’s syndrome, where there is an associated 
polyarthritis, there is seldom any improvement in the joint 
affection. Thrombocytopenic purpura is an analogous con- 
dition, in which splenic inhibition affects the megakaryo- 
cytes. The bone-marrow smears show an abundance of 
megakaryocytes, but mature platelets are absent. Splenec- 
tomy is followed by an immediate increase in the platelets, 
but the purpuric tendency does not always improve' so 
rapidly. It must be remembered that thrombocytopenia 
may also arise from drug allergy, leukaemia, and other 
infiltrations of bone marrow ; the criterion for splenectomy 
in thrombocytopenia should, therefore, be the finding of 
abundant immature megakaryocytes in the marrow. In 
splenic pancytopenia the associated anaemia may be 
haemolytic or non-haemolytic. The bone marrow is highly 
cellular, and splenectomy usually cures. 1 Neutropenia, 
thrombocytopenia, and anaemia often occur when the spleen 
is enlarged in other diseases, such as leukaemia, lymph- 
adenoma, and kala-azar. In these cases, which are some- 
times referred to as secondary hypersplenism, it is probable 
that the spleen exerts the same inhibitory effect as in 
primary hypersplenism: for example, the anhaemopoietic 
crises of acholuric jaundice might be attributed to second- 
ary hypersplenism. 5 It is possible that those cases of 
secondary hypersplenism in which the symptoms of bone- 
marrow inhibition predominate will benefit from splenec- 
tomy. It is clear that in selecting patients for operation 
,it is essential to differentiate between the symptoms of 
hypersplenism and those of the primary disorder. 

Banti s syndrome has sometimes been regarded as a 
condition amenable to treatment by splenomegaly, but 
Howells 6 showed that there was no increased expectancy 
of life after splenectomy. Views on Banff’s disease have 
altered considerably in recent years. It is known that the 
majority of cases are due to hepatic cirrhosis, and others 
follow portal hypertension caused by other conditions. It 
is better to use the term “ congestive splenomegaly,” and 
to try to find the precise cause in each case. In congestive 
splenomegaly due to hepatic cirrhosis splenectomy is indi- 
cated only when the symptoms of hypersplenism — anaemia, 
leucopenia, or thrombocytopenia — predominate over those 


of portal hypertension. In the relief of portal hypertension 
splenectomy is far inferior to operations designed to shunt 
venous return from the portal to the systemic channels. 
When congestive splenomegaly arises from thrombosis of 
the splenic vein it is cured by removal of the spleen, a 
fact which might well account for some of the earlier 
enthusiastic reports on the value of splenectomy in Banff's) 
disease. The indications for splenectomy are becoming 
clearer and the need for judicious selection of cases is 
apparent. Each case must be considered individually and 
the function of the spleen carefully assessed in relation to 
the patient’s disease. 


THE SORE TONGUE 

Soreness of the tongue is a symptom shared by a number 
of diseases patently due to, or accompanied by, nutritional 
defects. It is common in sprue and other forms of steator- 
rhoea, in pellagra, in Addisonian pernicious anaemia, in" 
chronic hypochromic anaemia, in cirrhosis of the liver, ano£ 
after the administration of folic acid antagonists. Although 
a sore tongue and a suspected or proved deficiency of one 
of the B group of vitamins links these disorders, the pattern 
of ectodermal change varies in the different diseases, and' 
only glossitis is common to all. A careful anatomical study 
would be valuable, for it is important to know whether the 
changes are similar in all these varieties of glossitis. A 
few examples will show the varied pictures encountered: 
in steatorrhoea, stomatitis accompanies glossitis, though 
this is rare in pernicious anaemia ; in the latter and in 
hypochromic anaemia there is often prematurely white 
hair, but the second of these is associated with angular 
stomatitis and with changes in the nails and hypopharyngeal 
mucosa which are not observed in the first. Again, defi- 
ciency of riboflavin is recognized as the cause of a syndrome 
in which angular stomatitis, corneai vascularization, and 
a scaly desquamation in the naso-Iabial folds and the 
perineum are combined with a sore, “ magenta-coloured ” 
tongue. Stomatitis and glossitis are also familiar signs in 
nicotinic acid deficiency. 

The relation between these various syndromes is unsettled, 
but two recent papers by Dr. Alexander Brown, one of which I 
was published in the Journal of April 23 (p. 704) and the 
other which appears in this issue, contribute to our under- 
standing of the problem, while underlining its complexity. 
He has observed seven patients with Addisonian pernicious 
anaemia in whom sore tongue was a feature. In four of 
these glossitis made its appearance while the anaemia was 
effectively controlled by liver extract — an observation 
proving that sore tongue is not necessarily related tc?J 
deficiency of the anti-pernicious-anaemia principle of liver. 
Calcium pantothenate cured the glossitis in these patients ; 
in the two to whom it was administered nicotinic acid was 
ineffective. In one patient, receiving full doses of liver extract, 
stomatitis and, glossitis were relieved by nicotinic acid, but 
when the symptoms recurred nicotinic acid was only par- 
tially effective, and the condition was cured after riboflavin 
was added ; in a second relapse riboflavin was again cura- 
tive after calcium pantothenate had proved ineffective. In 
one untreated case sore tongue was not relieved by calcium) 
pantothenate, nicotinamide, or riboflavin, though folic aci# 
and, later, Jiver. extract were completely effective. The 
seventh patient, while receiving full doses of liver extract 
for a relapse of her anaemia, developed the typical syn- 
drome of riboflavin deficiency ; she recovered rapidly when 
this vitamin was administered. In his second paper 
Dr. Brown reports the case of a patient in whom steator- 
rhoea, persistent glossitis, and stomatitis followed the 
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operation of ileocolostomy for what was probably regional 
ileitis. This patient was observed over a period of two 
years, and it was possible to prove that on separate occa- 
sions the oral symptoms were controlled by calcium 
pantothenate, by inositol, by yeast extract (“ marmite ”), 
and by intramuscular injection of a refined liver extract 
(“ anahaemin ”). 

’f The significance of these observations cannot yet be 
fully assessed. Dr. Brown suggests that in the patient with 
ileocolostomy sore tongue was due to pantothenic acid 
deficiency ; this appears to be true also of at least four 
of his'patients with pernicious anaemia. Perhaps a meta- 
bolic system should be visualized which may break down 
at different levels. The anti-pernicious-anaemia principle 
of liver corrects the? fault in most cases, but in some 
pantothenic acid, or the closely related inositol, is required. 
/ 


PLAGUE IN CALCUTTA 

.-A few weeks ago Professor S. C. Seal of the All-India 
Institute of Hygiene and Public Health warned his 
fcolleagues at the Calcutta Medical Club that the present 
'■outbreak of plague in India might assume epidemic pro- 
portions. Plague reappeared in Calcutta fourteen months 
ago and exactly fifty years after the beginning of the last 
pandemic. The disease seemed virtually to have dis- 
appeared from the city for the last twenty years. During 
this period imported cases were occasionally reported, but 
there had never been anything resembling the epidemic 
which began on April 17, 1898. Curiously enough, the first 
case of plague to be diagnosed in Calcutta in 1948 appeared 
on the same date, April 17, and in the same Colootola 
area. Later, 11 cases were shown to have occurred pre- 
viously, and of these patients 8 had died. Subsequently 
there was a much larger incidence of milder cases. 

Altogether in 1948, 276 suspected cases of plague were 
notified in Calcutta. Of these only 173 were clinically 
accepted as cases of plague, including 35 cases confirmed 
bacteriologically. There were 23 deaths, giving a fatality 
rate, of 13.3%, and the peak of the outbreak was in the 
last week of April. About 5,000 rats were examined in 
April and May, 1948, and 19 showed evidence of plague 
infection 1 ; of these, 7 were R. rattus and 12 R. norvegicits. 
The organisms in most instances, however, were scanty, 
and the same feature was observed in human cases. 

In 1949 the first cases began to appear towards the end 
of February — a little earlier than in 1948. The total num- 
ber of suspected cases recorded up to May 23 was 265, 
of which as many as 240 cases had been accepted clinically, 
- while in 70 or more the diagnosis of plague had been 
t confirmed bacteriologically. Thus the number' of cases 
r' has already exceeded the total for last year. Among the 
265 notifications there were several septicaemic cases, and 
16 were of the pneumonic type with 15 deaths. In this 
group of 16 only five cases were available for bacterio- 
logical examination, and in four of them P. peslis was 
identified ; the last patient received streptomycin before 
material for examination could be collected and is the 
only one to have recovered. In the whole series there 
have been 52 deaths, the fatality' rate thus being 19.6% as 
against 13.3% in 1948. Even if the pneumonic cases are 
^excluded the fatality rate works out at 14.75 % in spite 
1 'of treatment with streptomycin and sulphonamides. Infec- 
ted rats have also been more widely distributed than last 
. year. Among S,000 rats examined in recent months 32 
were found to be infected, including S live rats. Already 
eleven wards of the city of Calcutta besides the Durn, Dum 
and Howrah city areas are involved in the outbreak. In 

1 S«l. S. C... and Lai., R. B. InJ.mcJ.Ca:., IMS, 83, 145. 
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contrast to the findings last year the number of organisms 
in the spleen and in lymph-node smears has been much 
larger, and in fact blood smears have also revealed 
P. pestis. Another difference noted this year is that the 
incidence of the disease has not yet begun to decline. 
In brief, over the last five months in Calcutta there has 
been a geographical extension of the disease to different 
parts of the city and suburbs, a higher incidence of cases, 
and greater virulence, as evidenced by the occurrence of 
some pneumonic and septicaemic cases and an increased 
fatality rate. If may be added that plague has 
reappeared not only in Calcutta but also in many other 
towns and cities of India where the disease has been either 
absent or quiescent for many years. 

These trends provide disturbing evidence of some change 
which, if it continues, may set the stage for a major 
epidemic of plague. Calcutta had 239 deaths from plague 
in 1898 and 2,029 deaths in 1899. The following year 
there were 8,275 deaths in Calcutta and 13,285 in Bombay. 2 
The experience of the last two years does not show the 
same steeply rising incidence, but it is clearly wise for the 
public health authorities to warn local medical practi- 
tioners, as they have done, of the possibility that plague 
may again become a major problem. The last few deaths 
from plague in Bengal and Calcutta were in 1925, and 
since then a new generation of doctors has grown up 
with few opportunities of studying the clinical effects and 
epidemiology of P. peslis. Fortunately much more is 
known now about prevention and treatment than was the 
case at the beginning of the century. 


THE ELECTRONIC BRAIN 
During the past two years a mechanical brain has been 
developed at Manchester University by Professor F. C. 
Williams, of the Department of Electrotechnics, to meet the 
requirements of two of the university mathematicians, 
Professor M. H. A. Newman and Mr. A. W. Turing. The 
machine includes 1,000 wireless valves, which are able to 
retain for long periods electrical charges representing 
numbers. It is similar to, but in some respects different 
from, machines in this country and the U.S.A. in employ- 
ing the electronic method of storing information. This 
mechanism affords the machine a “ memory ” which lasts 
until it has been cleared of its charges. It can “ recall ” 
how far it has progressed in its calculation in order to 
supply the next ’Step, and is able to “choose” between two 
alternatives at a great number of points in an extensive 
chain of calculations. The valves, like nerve cells, not only 
store the messages they receive, but can be inhibited from 
action, can be arranged to transmit messages in response to 
impulses from one or several other valves, and may be 
prevented from transmitting if the impulses fail to arrive. 

The speed of the apparatus is several thousand times 
faster than that of the human brain. It can answer a 
simple problem under a second, and in half an hour is 
able to solve a calculation that would employ a mathema- 
tician for several months. It has just completed, in the 
space of a few weeks, a problem stated in the seventeenth 
century and that was in the last stages of its solution. 1 

An analogy between the human brain and its present 
electronic equivalent was made by Professor Jefferson in 
his Listerian Oration. The machine’s “ memory ” may rely 
on the same mechanism as that of man, but extensive 
damage to the human brain can occur without great loss 
of memoiy, whereas partial destruction of the machine is 
accompanied by a comparable loss of function. But we 
understand further developments of the machine may make 
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it in this respect comparable with the brain. Further, the 
machine answers only set problems, and its method of 
reply is pre-set by an intelligent staff who supply it with 
the appropriate questions. It cannot, of course, as Professor 
Jefferson points out, create its own ideas and the language 
to express them ; it will attempt the insoluble until stopped 
by the operator ; it has no opinions, no creative thinking, 
and no emotions. “ We feel, perhaps," Jefferson said, 
“ that we are being pushed, gently not roughly pushed, 
to accept the great likeness between the actions of electronic 
machines and those of the nervous system " ; but he pointed 
out that advances had been made by observation of the 
living thing itself, and stressed again and again in his 
fascinating oration that we accept likeness to mechanism 
only as analogy and not as identity. The living nerve cell 
and the nervous impulses’had no counterpart: “They are 
not exactly like anything except themselves.” Again, 
speaking of the brain, he observed that “ however its 
functions may be mimicked by machines it remains itself 
and is unique in nature." The emphasis on the unique- 
ness of the thing in nature is important, for, as Jefferson 
observed, the ill-informed may be tempted to go to great 
lengths of fantasy. It had been a hard task to dissuade 
man from reading into animals the qualities of the human 
mind ; he saw the new and greater danger threatening — 
that of anthropomorphizing the machine. 


DOCTORS TAKE THE RORSCHACH TEST 

Any data bearing on temperamental fitness for a medical 
career will be studied with interest by those who are concerned 
with the selection of medical students. The Rorschach ink- 
blot test, which has undoubted usefulness in the assessment 
of some aspects of temperament, is familiar to psychiatrists 
as an aid to the study of personality and to differential 
diagnosis. But it has not, up to the present at least, found 
much application in the field of occupational psychology. 
In a recent article Schachter 1 has described the results 
obtained when the test was given to 20 doctors practising in 
Marseilles. The subjects were mostly young, and six of 
them were women. The aims were, first, to obtain con- 
trol records from a group of highly educated normal indi- 
viduals, and, secondly, to discover how a medical training 
might affect performance of the test. Although the study 
was not primarily concerned with vocational fitness, the 
findings may be of some interest to those who aspire to 
■ select personalities specially suited to the vicissitudes of 
a medical career. 

The outcome of Schachter's inquiry was by no means 
unflattering to the medical men and women who offered 
themselves as subjects. According to the accepted code of 
Rorschach interpretation, they were found in general to 
possess a practical type of intelligence, a somewhat extra- 
verted personality, and a good capacity for adaptation. It 
is hardly surprising that some of the ink-blots were inter- 
preted as anatomical designs, which the author attributes, 
reasonably enough, to special training rather than to the 
rigid interests of the hypochondriacal. An interesting point 
was that no fewer than eight of the subjects offered occa- 
. sional responses based exclusively on the colour of the 
csigns. 1 his is a type of response commonly encountered 
"'ll u f ecords abnormal individuals and is convention- 
m l • - t0 indic ? te crude impulsive traits. It is possible 
mat this interpretation will require revision in the light of 
Schachter s findings. On the whole, however, the patterns 
ot response obtained were characteristic of any normal and 
\eil-edueated group, and the special features noted are too 
slight to be of value for vocational selection. More details 
ab out the type of work done by the subjects would have 

1 Acta ncuro!. psvehtat. belg., 1948, 43, 22. ' 


been interesting, and also about the success and satisfac- 
tion which each had attained in his professional career. 

It is to be hoped that the limited character of Schachter's 
study will not deter other Rorschach workers from follow- 
ing up the topic which he has begun to explore. A large- 
scale Rorschach study of medical students followed up 
for a number of years after qualification would be of great 
help in assessing the prognostic value of the test. There is 
to-day an urgent and understandable demand for quick 
methods in judging personality. But it is not always realized 
that long and laborious research must be undertaken before 
any test method can be trusted to give reliable indications 
of temperamental fitness. There is at present no weapon 
in the psychologist's armoury that enables him to attack 
with any confidence that most difficult problem of tempera- 
mental fitness for a career in medicine. 


DR. ELLIOTT P. JOSLIN 

The medical profession of Britain will wish to join us in - 
saluting Dr. Elliott P. Joslin on the occasion of his 80th u 
birthday, which he reached on June 6. For the past 50 * 
years Dr. Joslin has been studying the problems of diabetes 
and has won a world-wide reputation as an authority on 
this disease. In recognition of this the British Medical 
Association this year added his name to its distinguished t 
list of foreign corresponding members. Diabetics all over 
the world owe him a great debt, for in the pre- and the 
post-insulin days he has been unflagging in his efforts to 
evolve a rational treatment of this disease. Not only that, 
but he has been a great educative force, and, charmingly 
characteristic of the man, he has conferred medals on those 
who have survived with their disease for varying lengths 
of time. At Brussels last week he presented such a medal 
to Dr. R. D. Lawrence, who for 29 years has led an active 
professional life as an expert in diabetes, and was among 
the first, we understand, to receive insulin in this country. 

Dr, Joslin started practising medicine in Boston in 1895 
and taught in the Harvard Medical School, beginning as 
assistant in physiological chemistry in 189S and ending as . 
clinical professor of medicine from 1922 to 1937. In 1943 
he was presented by the American Medical Association 
with its Distinguished Services Medal and Award. In the 
words of the New York Times, “ the thousands of patients 
who have passed through the Joslin Institute in Boston 
will join physicians in wishing Dr. Joslin more years of 
activity.” 


BIRTHDAY HONOURS 

Among the Birthday Honours to medical men — a full list - 
appears elsewhere in this issue — welnofe in particular the 
knighthood bestowed upon Mr. H. S. Souttar. Mr. Souttar 
for many years gave freely of his time and energy to the 
British Medical Association. Apart from serving on its 
various committees, he was from 1934 to 1937 chairman of 
the Representative Body and from 1939 to 1943 chairman of 
Council. He was chairman of the Medical Planning Com- 
mission set up by the B.M.A. early in the war, the draft 
interim report of which was published in 1942. He created, 
we believe, a record in then becoming also president of the' , 
B.M.A., in 1945. His colleagues in the Association and the j| 
profession at large will be gratified to see his many services 
to the medical profession thus fitly recognized. The 
B.M.A., too, will welcome the bestowal of the C.B.E. on - 
Professor R. M. F. Picken, who for several years was a 
member of Council and chairman of the Public Health 
Committee, and, of the O.B.E. on Dr. Noel Waterfield, who 
for many years has been a member of Council and is also 
chairman of its Ethical Committee. 
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CONFERENCE HELD BY UNESCO 
Soon after Unesco had been established as one of the specialized 
agencies of the United Nations its Department of Natural 
Sciences began to consider the problem of abstracting in medi- 
cine and biology. During the past two and a half years it has 
held meetings composed of representatives of non-profit-making 
abstracting agencies, and its activities have been jointly spon- 
sored by the World Health Organization. The first full meet- 
ing of the Committee on Medical and Biological Abstracting 
and Indexing set up by Unesco met in Paris a fortnight ago 
under the chairmanship of Dr. Hugh Clegg, Editor, British 
Medical Journal. 

The meeting was opened by the director-general. Monsieur 
J. Torres Bodet, who said that the word “ abstract " 
nevertheless represented something very concrete. Behind the 
condensed analysis, the initials, and the abbreviations was 
hidden a useful effort of thought. After the second world war 
communications between the greater part of Europe and other 
continents had been cut for nearly five years ; a real desire had 
made itself felt to know what had been done. Earlier there 
had been much praiseworthy initiative, and international co- 
operation had existed in the sphere of medicine and biology. 
But at the end of the war there was urgent need for an immedi- 
ate and more embracing effort than there had been in the past. 
Unesco took' this question up without delay, even when it was 
only a preparatory commission. Since then, for more than 
three years it had not ceased to encourage co-operation between 
the abstracting services in medicine and biology. What had 
already been -achieved was by no means negligible, even if it 
only indicated the direction for future progress. First of all it 
was important to gather together experts on the subject from 
various countries ; jointly they sought for a solution of com- 
mon problems, and tried to resolve any conflicting interests 
there might be between different publications. As the com- 
mittee included only non-profit-making agencies in order to 
make their services available at a low price, the whole scientific 
world became its beneficiaries. As one of the aims of the 
committee was to avoid duplication of effort the director- 
general applauded the decision of the World Health Organiza- 
tion not to enter the field of abstracting without prior consulta- 
tion with the Committee for Co-ordination of Abstracting in 
the Medical and Biological Sciences. The results already 
obtained were only clearing the way. It was good to encour- 
age and co-ordinate, but what was important now was to make 
such co-operation more effective. The committee would have 
an important part to play in the International Conference on 
Scientific Abstracting to be held by Unesco on June 20. If this 
conference decided to set up an international bureau for co- 
ordination of scientific abstracting this committee would, he 
hoped, be an active element in it. But in considering this they 
would not forget the immediate tasks of the present session, 
such as the decision to prepare a complete list of medico- 
biological journals, to standardize nomenclature and abbrevia- 
tions, and to plan abstracting so that nothing would be missed 
from mcdico-biological literature. Many problems were pre- 
sented by the choice of publications for abstracting, by editing, 
by the principles of classification, and by the gradual formation 
of a scientific polyglot vocabulary. It was necessary to bring to 
this work not only expert knowledge but the spirit of con- 
sideration and tolerance. In their field he was convinced that 
the committee would surmount their difficulties and thus contri- 
bute to the progress of science and international understanding. 

Statements were then made by Dr. N. Howard Jones, director 
of Library and Reference Services of WHO, and by Professor 
F. Verzar, on behalf of the Food and Agriculture Organiza- 
tion, both of them expressing the interest of their agencies in 
the subject and aims of the committee. The meeting was then 
addressed by the director of the Department of Natural 
Sciences, Professor P. Auger, who observed that Unesco 
intended to carry on the work begun in the field of abstract- 
ing, and was conscious of the size of this task owing to the 
fact that some 50,000 scientific periodicals were now being 
published in the world. Unesco had under consideration the 
setting up of a small permanent body to put into effect the 
resolutions passed by this and other committees, and the com- 


mittee he was addressing would have to consider whether it 
would merge itself into a larger bureau on scientific abstracting, 
a matter which would come up for discussion a fortnight later. 
One of the problems of this committee was to consider how it 
should co-ordinate its work with the bigger conference. 

'Background 

Dr. Clegg, chairman of the committee, for the benefit of 
those present for the first time, then gave an account of some 
of the work that had been done since 1946. Towards the end 
of the war the British Medical Association had decided to start 
a medical abstracting service as soon as conditions permitted, 
and had learned that a similar idea had occurred to a group 
of scientists in Amsterdam, who, under the general title of 
Excerpta Medico, intended to publish a series of abstracting 
journals in the English language. It was this bilateral effort 
and the possible duplication of time and effort that might arise 
from it that had determined Unesco to set up a co-ordinating 
committee : in this Dr. I. M. Zhukova had claimed an important 
part. Other groups then became interested in the project, 
and in particular the National Research Council in Washington 
had expressed its opinion that Unesco had “ a unique oppor- 
tunity to perform a useful function in the international aspects 
of science by (a) assisting biological and medical abstracting 
services to accomplish a full coverage in biology and medicine ; 
(b) elimination of wasteful duplication ; and (c) publication at 
reasonable prices." The National Research Council thought 
that these objectives could be reached by non-profit-making 
enterprises. 

The Interim Committee passed a number of resolutions. One 
of these was to the effect that the duplication of specialist 
abstracting journals was undesirable, and another was that a 
comprehensive abstracting service in the sense of abstracting 
all articles of all journals was neither possible nor desirable. 
The abstracting services represented in the Interim Committee 
undertook to see how far they could collaborate by the 
exchange of abstracts and by avoiding duplication of abstracting 
sections. 

There had been two opposite points of view on how best to 
co-ordinate the work of abstracting. One of these was that one 
international abstracting service for biology and medicine should 
be set up, and the other that existing agencies should continue 
in being and attempt to correlate their work. Dr. Clegg thought 
it would be impossible to realize the ambitious scheme of 
setting up one international agency, and it would be much 
better first to attempt to secure agreement on small details of 
importance to those editing, publishing, and using abstracting 
journals. There was, for example, the question of adopting a 
common method of abbreviating titles of periodicals, and the 
Interim Committee had passed a resolution in favour of the 
method used by the World List of Scientific Periodicals. There 
was at the moment no uniformity in the method of abbreviating 
titles. Similarly there was no uniformity in arranging the 
bibliographical entry to an abstracL There was also confusion 
in the use of symbols and abbreviations. 

Dr. Clegg concluded by suggesting that at the end of its 
deliberations the committee might suggest that Unesco should 
provide instruments useful for all abstracting agencies. Tnose 
that seemed to be feasible were: (1) A polyglot glossary for the 
medical and biological sciences. (2) A published list of existing 
medico-biological journals and their abbreviations. (3) A hand- 
book of internationally accepted abbreviations and svmbols. 

I 

Towards Co-ordination 

Professoi M. W. WoerdemaN, editor-in-chief of Excerpta 
Medica, in a short paper on the co-ordinau'on of the work of 
abstracting services, pointed out that in medicine there were 
groups of readers whose requirements differed greatly, owing 
to increasing specialization and the consequent narrowing of 
interest on the part of the reader. It would not be possible to 
satisfy the many divergent interests by a single abstracting 
service. When a scientific article was of interest to more than 
one group of readers it might be preferable to have it abstracted 
by different experts, who alone would know the special interests 
of their particular group. Any attempt to centralize abstract- 
ing work would lead to this' being overlooked. He did not think 
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that the overlapping of fields of interest of different abstracting 
organizations was necessarily a bad thing. There should be 
avoidance of overlapping in the preparation rather than in 
the publication of abstracts. For the less well-known languages 
the various abstracting agencies might jointly use the services 
of common offices in the countries of these languages. Co- 
ordination of work would be facilitated by joint agreement 
on the arrangement of the details of an abstract, nomenclature, , 
abbreviations, classification, and indexing, and also on the 
instructions to be given to abstracters. 


even with accepted international standards authors and editors 
used many variations. She gave as an example the abbrevia- 
tions for the cubic centimetre, given variously as c.c., c.cm., 
and what she regarded as the illogical substitution of ml. In 
her view cm 3 was the only correct and logical usage, but she 
realized she was fighting a losing battle against ml. She noted 
with regret that even French writers employed gr. as a contrac- 
tion for gramme. Her recommendations that only recognized 
abbreviations should be employed, that the metric system 
should be generally adopted, and that local abbreviations should 
be avoided were endorsed by the committee. 


Arrangement of Abstract Entry 

On one of the points referred to by Professor Woerdeman — 
the arrangement of bibliographical information in abstracting 
journals— -Dr. Isabella Leitch, director of the Commonwealth 
Bureau of Animal Nutrition, read a paper which was accom- 
panied by a printed document showing the wide variety of 
usage in various abstracting journals. She considered that the 
bibliographical information should be set out in this order: 
(I) author's name ; (2) the place where the work was done ; 
(3) the full title of the paper ; (4) a translation, not necessarily 
literal, of the title ; (5) the name of the journal, year of publica- 
tion, volume, part number, first and last pages of the paper. 

In a discussion on this Dr, G. M. Findlay said the evidence 
presented to the Royal Society Conference on Scientific Infor- 
mation showed that most journals placed the title of the paper 
first in order. But the committee voted heavily in favour of 
the order suggested by Dr. Leitch, whose paper also pertinently 
referred to the sins of omission and commission of editors and 
authors, all of which had a hearing upon the problems of 
abstracting and indexing. 


The User's Viewpoint 

Mrs. Eileen R. Cunningham, of the Medical Library Associa- 
tion of the U.S.A., gave a helpful analysis of the results of a 
questionary sent to medical librarians in North America and 
elsewhere. A very large majority of librarians were in favour 
of standardizing the form of bibliographical data, and advocated 
that the author’s name should come first. They stressed the 
importance of promptness of publication both of abstracts and 
of indexes. As users thev expressed a preference for the 
informative as against the indicative type of abstract. 

The point of view of the user was also cogently expressed by 
Professor P. Lepine, a Research worker in the Institut Pasteur 
of Paris. His paper was based on his own experience and on an 
inquiry made among his colleagues. Professor Lepine urged that 
there should be speedy publication ; the users he had consulted 
would prefer a short abstract to be published quickly rather than 
a long abstract which would appear some months after the publi- 
cation of the original article abstracted. From what he said it 
seemed clear ^jhat research workers needed a quick reference 
system, and one speaker suggested that the needs of these were 
in this respect different from those of the practising physician 
or surgeon, who required full information on which he might 
have solely to depend because of his distance from a good 
library or his ignorance of the language of the original article. 
Professor Lepine stressed the need for classification under clear 
subject-headings and for cross-references in the same journal to 
abstracts bearing on the same subject. He and his colleagues 
agreed with Dr. Leitch and the librarians in preferring that the 
author’s name should come first in the bibliographical entry, 
and that this should be followed by the full title of the work in 
the original language. He laid special stress on the preparation 
re- .^ nn V a autbo J and subject indexes to facilitate bibliographical 
sim P iiE V tbe tas k of the user he considered it 
m , ~. e advantageous if a standardized method of arrange- 
. h abst t a< 4s could be adopted by abstracting journals 
shout the world. He advocated* standardization of 


-u 7 • iiv auvvtara sue 

formiti'-iV° n . S and symbols used for metric units, chemical 
scientific 'publications. 40 ad ° pU ° n ° f the metric s y stem in aii 
■> linl', Margu E!ute Lwoff read aa interesting paper on abbr'evi- 
S ^:^ 0D V nd , S r b0h used in the ntedicMand bfo- 
intermtio ti * , differentiated between those accepted 
)]| v .. ‘ J a hd those peculiar to different countries, especi- 

- In !ho Anglo-Saxon world. Dr. Lwoff pointed out that 


Editing and Informing 

Dr. G. M. Findlay, editor of Abstracts of World Medicine, 
gave the committee an interesting survey of the uork already 
done by the Royal Society Conference on Scientific Information, 
and then went on to discuss abstracting from the point of view 
of the editor. He drew attention to the difficulty there was in 
finding out what medical and biological journals were actually 
being published in different parts of the world and to the diffi- 
culty, because of currency and other obstacles, even of obtain- 
ing those known to be published. Again, there was the problem 
of finding abstracters expert in a certain subject and also having 
a knowledge of the less common languages. An undesirable 
feature was the publication of the same article in more than 
one journal. Many of his observations bore out what Dr. Leitch 
had said about the faults of authors and editors. For example, 
tables were often presented in such a way that the reader could 
not deduce results of statistical significance and they did not 
always agree with what was in the text. The varying position 
of the contents list in journals increased the labour of those 
who had to select papers for abstracting. Dr. Findlay also 
criticized the number of different proprietary names for the 
same drug and the lack of uniformity in chemical terminology. 
References to previous literature were often incomplete or 
incorrect and the nomenclature of diseases was still in a 
chaotic state. He urged that a full list of medical and bio- 
logical journals should be published and should be brought up 
to date at six-monthly intervals. He urged, too, that there 
should be full facility for the free interchange of medical and 
biological journals between different countries. The com- 
mittee agreed with these views, and in general .with his dis- 
approval of the use of authors’ abstracts. But it was pointed 
out that one of the strongest arguments in favour of authors' 
abstracts was the existence of the valuable journal Biological 
A bstracts edited by Dr. J. E. Flynn, who relied upon these very 
largely in the compilation of his useful periodical. 

Dr. Charles NVilcocks, director of the Bureau of Hygiene 
and Tropical Diseases, London, then gave an interesting talk on 
the use of the abstracting organization as an information ser- 
vice. He considered that accuracy rather than promptness 
should be, the first consideration of the editor of an abstract- 
ing journal and that continuity of interest could be maintained 
only by continuity of editing. He described how the Tropical 
Diseases Bulletin and the Bulletin of Hygiene had evolved in 
response to needs, and how bis bureau exchanged services with 
many other institutions. As examples of the invisible export 
of ‘information he instanced the facts that his bureau provided 
a professor of industrial medicine with all the titles and articles 
on his subject, and extended a similar service to the Medical 
Research Council on toxicology. • 


Conclusion 

The committee ended its three and a half days' conference 
by forwarding proposals to Unesco and making some recom- 
mendations which it is hoped will in time be adopted by abstract- 
ing organizations. It asked Unesco to publish a list of medico- 
biological journals with the system of abbreviations adopted by 
the World List. It also recommended that in such a list there 
should appear opposite the journal titles symbols to indicate 
which abstracting organizations included them in their survey. 
It asked Unesco to collect information on abbreviations and 
symbols used in medico-biological literature, and, having done 
this, to consider publication in a form suitable for use by 
abstracting services, editors, and scientists. It adopted, the pro- 
posal made by Dr. Leitch for the method of arranging the 
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bibliographical entry to an abstract ; urged that Unesco should 
continue, its effort to promote the free interchange of medical 
and biological- journals among different countries ; advocated 
the universal use of the metric system for weights and measures 
and the centigrade system for recording temperatures in medical 
and biological communications ; and advised the setting up of 
local advisory abstracting committe.es composed of editors and 
other representatives of abstracting agencies. It also recom- 
mended that editors of medical and biological journals should 
adopt greater uniformity in terms and greater precision in the 
papers appearing in their journals. 

Those taking part irl the conference were : Dr. H. Clegg ; 
Dr. E. J. Crane, Chemical Abstracts (U.S.A.) ; Mrs. E. R. 
Cunningham, Medical Library Association (U.S.A.) ; Dr. G. M. 
Findlay, Abstracts of World Medicine; Dr. J. E. Flynn, Bio- 
logical Abstracts (U.S.A.); Sir Herbert Howard, Common- 
wealth Agricultural Bureaux ; Professor L. Justin-Besancon, 
Association de l’Enseignement Medical des Hopitaux (France) ; 
Dr. L. Lampitt, British A bstracts ; Dr. I. Leitch, Commonwealth 
Bureau of Animal Nutrition ; Dr. M. Lwoff, Bulletin de 
Vlnslitut Pasteur (France) ; Dr. H. R. Viets, American Medical 
Association ; Dr. Charles Wilcocks, Bureau of Hygiene and 
Tropical Diseases, London ; Professor M. \V. Woerdeman. 
Excerpta Medica (Netherlands). Also present as observers 
were: Dr. N. Howard Jones, Director of Library and Reference 
Services, WHO ; Professor F. Verzar, University of Basle, for 
FAO ; Dr. S. V. Larkey, Welch Medical Library, representing 
the Army Medical Library (U.SA.) ; Dr. P. Lepine, Institut 
Pasteur (France) ; Professor R. V. Talice. Faculty of Medicine, 
University of Montevideo (Uruguay) ; Dr. A. Hann, Inter- 
national Federation for Documentation ; and Mde. Duprat, of 
the Bibliotheque Nationale of Paris. 


MEDICAL BIRTHDAY HONOURS 

The names of the following members of the medical profession 
were included in a Birthday Honours List published in 
Supplements to the London Gazette on June 9: 

/ 

K.B.E. (Military Division) 

Neil Cantlie, C.B., M.C., M.B.. F.R.C.S., Lieutenant-General, 
late R.A.M.C. Honorary Physician to the King. Director-General, 
Army Medical Services. 

Knighthood 

Arthur Marcellus de Silva, C.B.E., F.R.C.S., Member of the 
Public Service Commission, Colombo, Ceylon. 

Joseph Francis Engledue Prideaux, C.B.E., M.R.C.S., L.R.C.P., 
Director-General of Medical Services, Ministry of Pensions. 

Henry Sessions , Souttar, C.B.E., D.M., M.Ch., F.R.C.S., Con- 
sulting Surgeon, London Hospital. Past-President of the British 
Medical Association. 

C.B. (Military Division) 

Frederick. John Murphy, C.B.E., M.B., B.Ch., D.P.H., Air Vice- 
Marshal, RA.F. Honorary Surgeon to the King. 

Kenneth Alexander MacDonald Tomory, O.B.E., M.B., Ch-B., 
Major-General, late R-A.M.C. Honorary Physician to the King. 

C.M.G. ' 

Chaju.es Norman Atklns, M.B., Ch.B., D.P.H., City Health 
Officer for Hobart, Tasmania. 

Charles Herbert Hampshire, M.B., B.S., F.R.I.C., Ph.C., Secre- 
• tary, British Pharmacopoeia Commission. 

James Grant Smith Turner, M.B., Ch.B., D.P.H., D.T.M., 
Colonial Medical Service. Director of Medical Services, Gold Coast. 

C.B.E. (Military Division) 

Dwid Fettes, O.B.E., F.R.C.S.Ed., Brigadier, late R.A.M.C. 
Honorary’ Surgeon to the King. 

James Hamilton, M.B., Ch.B., Surgeon Captain, R.N. 

CJ3.E. (Civil Division) 

Charles Wortham Brook, Ph.D., M.R.C.S., L-R.C.P. For 
political and public services. 

Francis Henry Knethell Green, M.D., F.R.C.P., Assistant 
Secretary, Medical Research Council. 

Thom vs Keith Lyle, M.D., M.Ch., F.R.C.S., M.R.C.P., Civil 
Consultant in Ophthalmology to the Royal Air Force. 

Alexander Fleming Wilkie Millar, M.D., Chairman, Scottish 
Medical Practices Committee. 


Ralph Montgomery Fullarton Pjcken, M B., Ch.B., D.PJL, 
Provost and Mansel Talbot Professor of Preventive Medians, Welsh 
National School of Medicine. 

Thomas Edmund Alexander Stowell, M.D., F.R.C.S. For 
services to industrial medicine. 

O.B £ . (Military Division) 

William Vincent Beach, F.R-C.S.Ed., Surgeon Commander, R.N. 

Edward Alexander Rice, M.B., B.Ch., Wing Commander, RA.F. 

OMJZ. (Civil Division) 

Albert William John Craft, M.R.C.S., L.R.C.P., Principal 
Medical Officer, Ministry of Pensions. 

Kirikankanange Justin de Silva, L.M.S., JP. For public services 
in Moratuwa, Ceylon. 

Joseph Ellul, M.D., F.R.C.O.G., Professor of Midwifery and 
Gynaecology’, Malta. 

Joseph Hubert Fernando Jayasuriya, F.R.C.S., Senior Surgeon, 
General Hospital, Colombo, Ceylon. 

Alexandra Margaret Anne Joy, M.B., B.Ch., for services as 
medical practitioner in the isolated area of Lake Grace, Western 
Australia. 

Thomas Percy' Rees, M.D., MiLC.P., D.P.M., Medical Superin- 
tendent, Warlingham Park Mental Hospital, Surrey. 

Arumugam Vis waling am, L.M.S., lately Ophthalmic Specialist. 
Malayan Medical Service. 

Noel Everard Waterfield, M.B., FJLC.S., County Director, 
Surrey Branch, British Red Cross Society’. 

Edward Mllns Bainbridge West, B.M., B.Ch., Chief Officer, 
African Affairs Department, Southern Rhodesia. 

Walter Gerald WickremaSinghe, M.R.C.S., L.R.C.P., Acting 
Director of Medical and Sam" tary Services, Ceylon. 

Gerald Richard Courtenay Wilson, M.R.C.S., L-R.C.P., Acting 
Senior' Medical Officer, Tanganyika. 

Honorary OJd-E. (Civil Division) 

Ho Ko Tsun, Medical Officer in charge of the Eastern Chinese 
Public Dispensary, Hong Kong. 

M.B.E. (Military Division) 

Roblna Mary Duncan Morrell, M.B., B.S., Major, R-AAI.C. 

M.B.E. (Civil Division) 

Maurice Pennefather Brov.’NE, M.R.C.S., L.R.C.P., D.T.M.&H-, 
Colonial Medical Service, Medical Officer, Gold Coast. 

John Minto Fitton, M.B., F.R.C.S., Orthopaedic Surgeon, 
Mauritius. 

Arthur George Teas dale Matthews, Medical Officer at His 
Majesty’s Agency and Consulate a; Muscat, Arabia. 

William George Rose, LJl-C.P^LS.Ed., Medical Officer for 
Eastern Districts, Southern Rhodesia. 


The following appointments also appeared in the Honours List: 
Order of Merit, Sir Robert Robinson, MA., LL.D., D-Sc., President 
of the Royal Society since 1945. D££~, Miss Harrietie Chick, 

C.B.E., D-Sc., for services to the study of nutrition. 03£., David 
Garnet Davey, M.Sc., Ph.D., and Francis Leslie Rose, Ph.D., 
F.RJ.C., for their services in the discovery of pa ludrine and aniryddc. 


LADY TATA MEMORIAL TRUST 

International Awards for Research in Blood Dise.ases 
The trustees of the Lady Tata Memorial Fund announce that, 
on the recommendation of the Scientific Advisory Committee 
in London, they have made the following awards for research 
in blood diseases, with special reference to leukaemia, in the 
academic year beginning on OcL I, 1949. Grants for research 
expenses and assistance : Dr. Marcel Claude Bessis {France), 
fer work in Paris; Dr. Jorgen Bichel (Denmark), for work at 
Aarhus, Denmark; Dr. Pierre Cazal (France), for work at 
Mon'pelFer ; Dr. Johannes Clemmesen (Denmark), for work 
in Copenhagen ; Dr. Endrev Kelemen (Hungary), for work at 
Szeged ; Dr. Jagdish Chandra Mehta (India), for work at 
Agra ; Professor Charles Oberling (France), for work in Paris ; 
Dr. Edith Paterson (Great Britain), for work at Manchester; 
Dr. Gunther Schallock (Germany), for work at Munster; 
Professor Edoardo Storti (Italy), for work at Pavia. Scholar- 
ships : Dr. Pascou Atanasiu (Rumania), for work in Paris ; 
Dr. Claus Frederick Munk Plum (Denmark)* for work in 
Copenhagen. 
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A COLOURFUL VICTORIAN 

The memory of all but the very greatest surgeons is necessarily 
brief. Their achievements, like that of actors and musicians, 
flow into the general ocean of culture and, like ripples, are 
soon lost to vision. The achievements of even the greatest 
surgeons cannot be transmitted intact to the generations that 
follow, as can that of the poet or the sculptor. Nevertheless, 
though their work has no lasting memorial, their deeds 
become an integral part of social history. Their age cannot 
be represented by the social historian unless he understands 
what certain of them have sought to do, have done, and have 
failed to do. 

We have perhaps hardly reached the stage at which a social 
history of the nineteenth century can be constructed on scientific 
lines, but in due course the historian will need a few sample 
lives of surgeons of the period. Dr. Flack' has produced a most 
readable and exactly documented account of a very typical 
surgical figure of the period. It is worth immediate note that 
during Lawson Tait’s active years the Listerian antiseptic system 
began to be displaced by aseptic methods. Much of Lawson 
Tait’s combativeness found outlet in opposing Listerian methods 
for reasons partly good but partly irrational and indeed non- 
sensical. Nevertheless, as Dr. Flack most interestingly shows. 
Tait, a blind prophet, was quite unconsciously adumbrating 


asepsis. 

Seeking a word for Lawson Tait, none conies better than the 
journalistic neologism “ colourful." His life was so full of 
tints — varied, lively, and often crude — that Dr. Flack has diffi- 
culty in enumerating them all. Tait, in fact, would make a 
good hero for a novel or melodrama, for his were passions so 
violent, instincts so valid, skill so transcending, skin so thick, 
and emotions so strong that his character shows up with 
peculiar vividness against the humdrum background of Victorian 
provincial life. It cannot be denied that he has influenced 
deeply the science and art of surgery as well as the general 
development of medical practice. Specifically, he did more 
than any man to establish gynaecology as a specialism, he 
founded the Medical Defence Union, he introduced many 
improvements in surgical technique, he raised the standard 
and status of the provincial consultant, he set a new standard 
of case-recording, he started asepsis on its victorious way, and 
he was one of the first to see the need for the special training 
of the surgeon as artist and craftsman. 

These are among the achievements of a man whose life was 
effectively ended before he was 50. But it is much more 
pleasant to read about this turbulent genius in the well-written 
narrative of Dr. Flack than it must have been to live and work 
smoothly with him through the years. This is a type of surgeon 
that could have existed only in the medical atmosphere of the 
later nineteenth century. None of us will see his kind again. 
Any who would like to know what sort of men surgeons were 
in those days cannot do better than turn to Dr. Flack’s lively 
and often exciting pages. Charles s , nger . 


1 Lawson Toil, 1845-1899. Bv I Hnrvw ta 

17s 6d) London: William Hcinemann Medical *Books 


(Pp 148; illustrated. 
1949. 
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m all branches of the Agency's business in 1948 was marked tho 
the figures f or new life bus.ness were somewhat below the total 
1947. A branch office was set up in Le«U in th„ T.., „ 

and another branch has recently been nnencH i . . iiturrin of 19 
foil impact of the National Health Service im<?n I ' danclles j er ' J 
medical profession has not yet been felt- buf°the the n ? e , ds , of ,. 
which the Agency is now able to necotiTie f i s ^ cla f ac *h ! 
purchase of houses, cars, or equipment have n, ^ 5 l P Wards 
advantage of widely and have replaced loans forTl^ 
practices. Lord Horder, Sir Henry Tidy Dr AlfreH r- 6 P4I c ^ ase 
Fenton, Mr. A. M. A. Moore, and Mr R w S n C ° X ’ Dr ' dar 
to the commiltce for three years; Dr. Oliver Scott I!! 6 r , e ‘ ele ? 
replace the late Dr. Bone.. Dr. James Fenton * S dected 
chairman and Dr. Henry Robinson honorary secretary^ 


A NEW SURGICAL SUCTION PUMP 
Mr. David Aiken, surgical chief assistant. Royal Hospital. 
Sheffield, writes : The methods employed for producing suction 
have included water-pumps (the least efficient), steam pumps, 
and electric pumps of reciprocating or rotary type. The latter 
have enjoyed the greatest popularity, but it is not certain that 
those available were the best for theatre work. We have 
investigated several industrial pumps, and one of these, the 
Mono pump, was found to outclass the modern surgical suction 
pump on account of its reliability, simple design, easy main- 
tenance, and low initial cost. 

The apparatus (see illustration) is of such sturdy construction 
that material accidentally aspirated into the pump does no harm 



and causes no loss of the normal vacuum of 28-30 in. (71 — 
76 cm.) of mercury. Complicated valves to prevent aspiration 
into the pump are therefore eliminated and, furthermore, the 
nurse no longer dreads the consequences of allowing the 
collecting-bottle to overflow during operations or when cleaning 
out the tubing. Long delays for repairs are obviated and 
irritating failure of the suction during operations no longer 
occurs. 

A single rotor, rolling in a fixed stator, constitutes the 
mechanism of the Mono pump. The stator, which is normally 
of rubber, is in the form of a double internal helix ; the rotor 
'is also of helical design, but with a single scroll and with 
half the pitch of the stator, producing a un. form and positive 
displacement. 

This original and simple principle has produced a pump 
which embodies a single rotating element without valves, gear- 
ing,, or lubricators ; therefore maintenance charges are reduced 
to a minimum and skilled attention becomes unnecessary. The 
rubber stator may require replacement after 4,000 hours’ con- 
tinuous working, but it costs only nine shillings and can be 
quxkly and easily fitted. 

The size or capacity of the pump is governed by the number 
of theatres to be supplied with suction. For theatre work one 
large unit is neither as economical nor as reliable as numerous 
small units, and therefore it is recommended that each theatre 
be equipped with a separate unit. Mono pumps A2 and A2 L, 
wi’h a displacement of 150 and 300 gallons (680 and 1,360 litres) 
per hour respectively, will be found the most useful sizes. The 
A2 L provides a most vigorous suction because of the large 
minute-displacement. For simplicity, for noise elimination, and 
in order to lessen the likelihood of igniting the explosive anaes- 
thetics, the operating theatre should be kept free of any 
electrical equipment that can be placed in an adjoining room 
without inconvenience to the operator or his staff. This 
especially applies to suction pumps, which should be installed 
in a near-by room or basement and connected to the theatre 
by pipes. 

For the past eight months two Mono pumps have been 
used in eacli of our busy theatres ; they have given every 
satisfaction and required no attention whatsoever. 

I wish to thank Messrs. Mono Pumps, Ltdl, Mono House, 
67, Clerkenwell Road, London, E.C.l, makers of the pump, for 
their help. 
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Correspondence 


Cancer of the Cervix 


l Sir —I n his very interesting article (June 4, p. 978) on the inci- 
J^j| ence of cancer of the uterine cervix Mr. R. G. Maliphant says, 
“ In spite of the efforts expended in educating the public on 
cancer, etc.” I shall be greatly interested to hear where in the 
British Isles this effort has been made. It seems to me that 
the only method by which the public can be instructed con- 
cerning the symptoms of cancer, and at the same time fear of 
the disease allayed, is to train a very large number of lay 
people who would instruct small groups of other lay people. 

At one time I had hoped that such an experimental scheme 
would be undertaken by the British Empire Cancer Campaign 
in a limited area, but this is now very improbable, because 
it appears that certain members of the campaign consider that 
lay people should only be instructed by qualified medical practi- 
tioners. Apart from the impossibility of finding enough doctors 
— with sufficient time to instruct millions of people, it is difficult 
J-y to see how it would be possible to prevent the lay audiences 
' r from passing on the information received from the doctor to 
' other lay people, which is precisely the point to which objection 
has been taken. 


In the second paragraph of Mr. Maliphant’s article there 
seems to be. some confusion of thought concerning time and 
the stage of the disease. Surely it is probable that all malignant 
growths of the cervix give rise to bleeding approximately at the 
same time after the onset of the disease, but in the case of 
rapidly growing undifferentiated tumours the disease has 
already reached stage IV, whereas the slow-growing differen- 
tiated tumour is still stage I. Whether it is true to say that 
“ early cervical cancer is usually symptomless ” depends on a 
definition of “ early.” In a series of 859 cases of cancer of 
the cervix it was found that 54.5% of the patients bad noticed 
irregular bleeding for more than three months before going 
to see a doctor and. included in these, 33.7% waited more than 
six months and 14.9% over twelve months. There is therefore 
plenty of scope for lay education if somebody can be found 
to undertake the job. — I am, etc., 

London, W.I. MALCOLM DONALDSON. 


Sir, — T he excellent paper on the incidence of cancer of the 
uterine cervix by Mr. R. G. Maliphant (June 4, p. 978) prompts 
me to plead for two aspects of health education which 1 submit 
have neither won the response of the public nor have had 
the attention paid to them which their individual importance 
merits. 

1. The attendance at post-natal clinics is, in my experience, 
poor. Those who do attend once seldom come up for examina- 
tion again. The ravages of child-bearing — and I am sure the 
morbidity is greater than we care to admit — may well be 
glossed over, or may not be manifest' when a patient is examined 
four or six weeks after confinement. I would like to see 

^health propaganda concentrating on a second and much later 
examination at, say, six or nine months. 

2. Mr. Maliphant has shown that in the series investigated 
34.7% occurred in the age group 45-54. The encouragement 
to women to undergo gynaecological examination at the meno- 
pausal years would evidently show up early stages of cancer 
which in a relatively short time might well have been classified 

, as beyond hope. 

Finally, Sir, I would stress the fact that the gynaecological 
and even general examination undertaken at these two " danger 
j periods ” would establish not only the incidence of this parti- 
, cularly insidious cancer but the concomitant varieties which in 
j itheir train bring the same tragic result. — I am, etc.. 

, Princes RUUcroush. Bucti. E. H. M. DttMMER. 


Infective Hepatitis and Portal Cirrhosis 
\C Sir. — The paper by Major K. Damodaran (June 11, p. 1032) 

contains a general statement on the “ unreliability of liver- 
function tests in estimating the severity of infective hepatitis ” 
- which hardly appears to be justified by the facts given. This 
statement would appear to depend upon a single fatal case of 


hepatitis with negative flocculation tests and a normal serum 
alkaline phosphatase. 

Now it is well recognized that neither of these procedures 
are really liver-function tests in the strict sense, but merely 
indications of a certain type of disturbed liver metabolism. 
They are of particular value in the differential diagnosis of 
jaundice and are frequently of value in hepatitis, but it has 
never been claimed that they are specifically related to liver- 
cell damage. The serum alkaline phosphatase is often normal 
in infective hepatitis, and about 7% of cases have negative 
flocculation tests throughout. 

It is, therefore, obviously unwise to depend entirely or. tests 
of this type in attempting to assess the severity of cases of 
hepatitis. For this purpose one would also need to estimate 
serum bilirubin, albumin, and globulin, and to examine the 
urine for excess of urobilinogen. I have never seen a patient 
dying of hepatic disease with normal values for all these tests, 
and would suggest that Major Damodaran should try a more 
suitable battery of tests before dismissing them as useless for 
his purpose. — I am, etc., 

London. S.W.I. N. F. M.ACLAGAN. 

Perforations of the Oesophagus and of (he Rectum 
Sir. — The communications by Mr. Leslie J. Temple and Mr. . 
J. D. T. Jones (May 28, pp. 935 and 933) on these injuries 
are timely and usefuL I doubt if the risks of oesophageal 
instrumentation are yet sufficiently appreciated ; only a few 
months ago yet another case came under my notice. It is a 
great satisfaction and encouragement to me to read of the 
successful management of some of these erstwhile tragedies, 
for when they were regarded to be almost invariably fatal I 
enunciated what I considered reasonable principles for their 
treatment These rules were detailed in my George Halliburton 
Hume Lectures in 1943 and were set out in the brochure on 
Injuries and Diseases of the Oesophagus published in 1946. 

It is distressing to read of the rectal injuries following the 
administration of enemata. I nole that the bone nozzle is 
blamed, but the lack of appreciation of the direction of 
the anal canal, the paucity of lubricant, and the neglect of the 
significance of the production of pain are the real factors. 

In the year 1904 it fell to my lot to use for the first time the 
second of the aerosigmoidoscopes imported into this country, 
but from lack of training and experience in its use my attempts 
were mal a propos and the pelvic colon was perforated in two 
places, with fatal consequence. I have often referred to that 
accident and have many times exhibited the specimen, and in 
my presidential address in 1926 to the Subsection (as it then 
was) of Proctology of the Royal Society of Medicine the case 
was reported in full. 1 

Hermann Strauss, who devised and introduced the aero- 
sigmoidoscope to the profession, laid it down as imperative that 
as soon as the extremity of the instrument had negotiated the 
anal canal further advance must only be carried out under 
the guidance of the eye. If that was always regarded as the 
golden rule, accidents would be very infrequent. — I am, etc., 
Taptow. Bucks. G. GREY TURNER. 

REFERENCE 

1 Proc. R. See. Sled.. 1926, 1 9 (Sect. Surg.), 27. 

Treatment of Perforations of the Oesophagus 
Sir, — I n his article on perforations of the oesophagus 
(May 28, p. 935) Mr. Leslie J. Temple allows me credit for 
demonstrating that endoscopy perforations of the pharynx and 
oesophagus in the cricoid region could be successfully treated 
by suture. I had hoped that I h3d done more than this and 
had also argued a convincing case for the adoption of imme- 
diate suture in all such injuries as the treatment of choice. 
For that reason I regard as most unfortunate his qualified 
advocacy of an initially expectant attitude towards suspected 
perforations of the cervical oesophagus. 

I fear that some readers may overlook the fact that the 
perforation in his case so treated was not associated with 
surgical emphysema and therefore not actually proven 
clinically to extend through all coats of the oesophageal wall, 
how : ever definite it may have seemed at oesophagcsce,,, The 
circumstances, therefore, differer: . * those 

obtaining in the average ‘ •••eal 

perforation after " 
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the development of cervical emphysema. In other words, 
extravasation is already occurring by the time the diagnosis 
is made. To treat this type of case conservatively in the first 
instance, relying on intensive chemotherapy (a prevent or limit 
infection instead of resorting to immediate suture, is in my 
opinion strongly to be deprecated for the following reasons. 

(1) Clinically it is extremely difficult to distinguish between un- 
complicated surgical emphysema in the neck and emphysema with 
superadded cellulitis. It must be appreciated also that under the 
influence of gravity infection may spread rapidly downwards behind 
the oesophagus into the posterior mediastinum before the lateral 
pans of the neck are seriously involved. The result is that the 
clinician svho embarks on conservative treatment may well be 
deluded for two or three days into believing that the condition is 
under control by chemotherapy when in fact a dangerous 
mediastmitis has already become established. 

(2) While suture of the pharyngo-oesophageal wall within a few 
hours of the perforation is technically easy and a very satisfactory 
closure is obtained, it is quite otherwise once infection has occurred. 
The tissues then become oedematous and friable, and stitches tear 
out, so that surgical repair is no longer feasible and drainage alone 
can be performed. 

Many patients, perhaps the majority, with post-cricoid endo- 
scopy perforations will undoubtedly recover under conservative 
treatment, but there are equally certainly others who can only 
be saved by operation. I know of no means by which one 
can predict the outcome of expectant treatment with confi- 
dence, and therefore J maintain that the only safe course is 
to operate on all cases without delay, at a time when the ideal ^ 
of immediate suture can still be practised. Under this scheme 
admittedly some patients will be submitted to an unnecessary 
intervention, but as the operation is a relatively simple one. 
unlikely to carry any intrinsic operative mortality, no serious 
objection can be supported on this ground. 

A further advantage of immediate operation is the peace 
of mind and certainty of recovery that it brings— a state of 
affairs that contrasts strikingly With the anxieties, complica- 
tions, and doubts associated with an expectant regime. I 
have treated tjvo gastroscopy perforations by immediate suture, 
and the post-operative convalescence has been astonishingly 
smooth and uneventful ; so much so indeed that in the second 
case we were actually able to proceed to a partial gastrectomy 
for his gastric ulcer four days later. — I am, etc.. 

London. W I. J. C. GoLIGHER. 

Continuous Irrigation in Prostatectomy 

Sir, — T he letter of Mr. H. D. Moore about continuous irriga- 
tion after prostatectomy (May 28, p. 958) prompts me to draw 
the attention of your readers to a most satisfactory two-way 
irrigating catheter invented by Mr. E. G. Tuckwell. For those 
wishing to make use of a two-way catheter after the Millin 
type prostatectomy the Tuckwell catheter will prove extremely 
satisfactory ; it is manufactured by A. W. Hawkins and Co., 
Ltd., 15, New Cavendish Street, W.l, and was described in the 
Lancet (1946, 2, 94).— I am, etc., 

Radtnu, Hens. REGINALD S. MURLEY. 

London Lock Hospital 

Sir, it is inconceivable that, following the discovery of 
streptomycin, or, indeed, of any drug that was found to have 
a beneficial result in the treatment of tuberculosis, the Brompton 
Hospital, for instance, should promptly be closed and the 
patients transferred to local clinics and the care of tuberculosis 
o cers just because the disease could be more rapidly cured 
or arrested. 

Tlus.hawe^, is precisely what has been suggested to the 
North-West Metropolitan Regional Hospital Board in the case 

1 me London Lock Hospital ( Journal , May 28, p. 948). There 
appears to be so much confusion in the minds of many doctors 
as 'veil as the laity that the modem improved methods of treat- 
ment of venereal diseases require only routine diagnosis and 
treatment, and that these can be carried out in out-patient 
departments. It is frequently presumed that painful complica- 
uoas can always oe avoided. 

As one who has had the honour of serving the Lock Hos- 
pital for over twenty-five years, it has been possible to observe 
the different types of case and the methods of treatment that 
have indeed radically changed. Twenty-five years ago the 


majority of female patients were admitted either because they 
wete destitute and had' little chance of obtaining work while 
il! or because they came from a distance and had no oppor- 
tunity for treatment near their homes. These groups may be 
considered as having occupied “ hostel " rather than " hos- 
pital ” beds. The necessity for the provision of beds for this 
class of patient has practically disappeared, as they can be 
rapidly rendered non-infectivc, and then can at once obtain 
work if they wish, as the demand for female labour exceeds 
the supply. 

in 1923, however, there was a group of patients who are 
similarly with us to-day. They are men and women who have 
extension of their diseases causing pain and disability, and 
those on whom varying methods of treatment (some new and 
some old) require to be tried out under the direct observation 
of the specialist who has seen them in the out-patient depart- 
ment. It is of paramount importance for the retention of the 
confidence of the patient and for the most efficient treatment 
that he or she remain under the direct care of the same con- 
sultant both in the out-patient and in-patient departments. Care- 
ful clinical research is often only possible when the patient 
can be admitted into hospital. 

Nowadays what is really required is a small number of hos- 
pital beds staffed by experienced specialists who are responsible < 
for both the in-patient and out-patient care. This is the present \ 
policy of the medical staff of the London Lock Hospital. — I 
am, etc., 

London. W.l G. M. S ANDES. 

Resectable Carcinoma of the Stomach 
Sir, — C ancer is now second in command of the “ men of 
death ” in England and Wales, Scotland, Northern Ireland, and 
Eire, and in the United States of America. All the home 
countries show an almost steadily increasing mortality from 
cancer from 1937 to 1946. Comparing (937 with 1946, England 
and Wales (per 1,000 of the population) show an increase of 
0.14, Scotland 0.23, Northern Ireland 0.12, and Eire 0.10. In 
round numbers, in England and Wales the annual deaths from 
cancer were 70,000 for the years 1940-2. The figures for the 
last completed triad of years, 1944-6 (74,000 annual deaths), are 
still more alarming. 

The stomach is the commonest seat for the primary growth 
in the male, and runs a close second in females to mammary 
cancer. Against gastric carcinoma physiotherapy, including 
x rays and radium, and the most modern therapeutics are of 
no avail. Can surgical intervention be of any definite aid ? 
Harnett' states that, of 1,405 patients with cancer of the stomach 
treated in the London hospitals in 1938-9, only 56 (4.03%) 
survived for five years. Pack and Livingstone 5 contend that, 
•if every patient with cancer of the stomach were to enter the 
best surgical clinic in the world, about 95% would be dead 
of the disease within 18 months. 

But there is another and a less depressing side to the question. 
In 1937 Professor lohn Morley 5 stated that of 58 gastrectomies 
for malignant disease of the stomach one was alive and well 
134 years after the operation, but in 1949* he reported that of 
110 survivors from resection five were alive and well after 
20 years and one after 11 years. In the Mayo Clinic 5 between 
the years 1907-39, 2,772 cases of gastric carcinoma were 
subjected to resection. Of these, 2,342 survived the operation 
and were thus given a chance of cure, Of this group 28.9% 
lived for five years or longer, 20.4% lived for ten years or 
longer, 15.2% lived for fifteen years or longer, and 6.3% lived 
for twenty-five years or longer. 

The following three cases are briefly abstracted from a fuller 
report as successful examples of resection, and with a view to 
contradicting statements made in a recent surgical textbook : 
(1) that the examination of the gastric juice by test meal is 
usually valueless, for by the time free hydrochloric acid is J 
absent the disease will be inoperable, and (2) that the presence ’ 
of a palpable tumour is a late sign and usually indicative of 
advanced disease too late" for resection. 

Case I. — A man aged 30 years.' Admitted to the Royal City of 
Dublin Hospital on March 11, 1906. Profoundly anaemic, gastric 
contents contained no free hydrochloric acid; the faeces had latent 
blood. There was a palpable tumour in the epigastrium. Opera- 
tion (Jameson Johnston) on April 3, 1906; tumour excised and 
posterior gastro-enterostomy performed. Discharged May 30, 1906. 
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A letter from him on Aug. 28, 1943, s rates: “I am happy to let 
you know I am very well at present, can eat and work very well 
and do all the work which I have to, do.’* Specimen sent to patho- 
logical department, Trinity College, was reported as a typical pyloric 
carcinoma. 


Cose 2.— A man aged 51. Admitted to hospital Feb. Z, 1934, 
with shortness of breath, lightness in head, and weakness of legs. 
On palpation, a large mass was felt in the left hypochondrium and 
^epigastrium. Blood (Dr. Harvey): Hb 51%; R.B.C. 3,250,000 per 
cm; W.B.C. 47,220 per c.mm. (polymorphs 95%). Fractional 
test meal: No free hydrochloric arid. Y-ray examination (Dr. 
Hardman): “Large carcinomatous growth involving the posterior 
and probably the anterior wall of the stomach in pars media. Gross 
filling defect coincides with a palpable tumour.*’ Operation 
(Mr. Seton Pringle) on March 2, 1934: “Stomach was found to 
have a large fungating carcinoma, involving extensively the posterior 
wall of the stomach. Partial gastrectomy performed with removal 
of two-thirds of the stomach ; end-to-end anastomosis made (Polya 
1).” Blood count on March 8, 1934 (Dr. Harvey): W.B.C. 9,160 
per c.rpm. Discharged on March 12, 1934. A slight touch of bron- 
chitis brought him to the extern department in October, 1948. 
Report on a barium meal administered on Oct. 21, 1948, 14-i years 
after his operation (Dr. Hardman): “The opaque meal demon- 
strated a gastric sac about half the size of a normal stomach. It 
emptied freely through the anastomosis, and there was nothing to 
suggest any recurrence of the carcinoma.” 

Case 3 . — A man aged 67. Admitted on May 31, 1934, complain- 
.. mg of soreness and wind in the stomach, loss of appetite, weakness, 
pallor, and wasting. Examination of abdomen negative. Fractional 
test meal: No free hydrochloric arid. Faeces positive for occult 
blood. X-ray report (Dr. Hardman) * “ There is a well-defined and 
extensive filling defect involving both the lesser and greater curva- 
tures in the upper part of the stomach, but not so high as the fundus. 
The lower half of the stomach is normal radio logically, and there is 
no gastric stasis . X-ray appearances justify a positive diagnosis of 
carcinoma, and the growth is probably above the level of the costal 
margin and therefore not palpable.” Operation on June. 9, 1934: 
Mr. Pringle removed a large portion of the stomach; posterior 
gastroenterostomy was performed. Discharged in very good form 
on July 30, 1934, two months after his operation. He attended the 
extern department of the hospital frequently for bronchitis, and 
Dr, Hardman on May 11, 1944, gave the following report after a 
barium meal: “The remaining gastric sac is smalt, but there is no 
gross filling defect involving either curvature which would justify a 
diagnosis of recurrence,” He is now at least 82 years of age. The 
specimens in Cases 2 and 3 were sent to the pathological department. 
Trinity College, Dublin, where Professor O’Meara reported that they 
were, both adenocarcinomas. 


It is hoped that the publication of the above cases may do 
-something to minimize the pessimistic view held by many 
physicians and surgeons of the almost hopelessness of a radical 
cure in gastric carcinoma. If we physicians can recognize 
gastric carcinoma before secondaries form, resection offers a 
reasonable prospect of complete recovery. — I am, etc., 

Dublin. Alfred R. Parsons. 
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Partial Gastrectomy 

Sir,— I have found Mr. John Hosford’s paper entitled 
“Some Aspects of Partial Gastrectomy" (May 28, p. 929) 
most interesting and highly instructive, and his analysis of the 
various techniques with their respective percentages of excellent, 
satisfactory, or bad results is exactly what is wanted by the 
younger surgeon of to-day, for he is by no means rarely left 
with some doubt in his mind which of the various techniques 
to follow. For the average surgeon, carefully selecting his 
ulcer patients for operative treatment, it takes a relatively long 
time to collect and to follow up a sufficiently large number 
of cases upon which to base his own definite opinions, and 
Mr. Hosford ably fulfils this want. 

Mr. Hosford does not stale if he is, as a result of this investi- 
gation, going in future to favour any one type of gastrectomy, 
or perhaps, feeling as he does that it really matters very little, 
he has no fixed views on 'the subject. It would also be very 
instructive to learn if Mr. Hosford encountered any instance 
of post-gastrectomy anastomotic ulcers in the present series 
under discussion.. It would appear that the figure of 5% is 
too high for a properly performed partial gastrectomy. As 
regards the antecolic anastomosis with the afferent loop to the 


greater curvature, I had always understood this was the one 
type of anastomosis which gave rise to more post-operative 
vomiting than any other, and 1 note there are only six cases 
in this category. 

Mr. Hosford's over-all mortality of 0.5 % is exceedingly low, 
covering as it does a considerable period prior to the introduc- 
tion of penicillin, which for the bad-risk chesty patient does 
seem to decrease the incidence of post-operative complications. 
It is a figure which can hardly be bettered. - -I am, etc., 

Brrei! ry, Yorkshire- ANDREW G. BUTTERS. 


Diaphragmatic Hernia and Anaemia 

Sir, — T he paper by Professor A. D. Codounis (May 7, p. 805) 
on diaphragmatic hernia associated with anaemia is of special 
interest to me, as I have under my care a boy aged 7, weighing 
3 stone 3i lb. (20.5 kg.), with the following history- 

According to bis mother, he has been pale and apathetic since 
infancy; following an influenza-like illness three months ago these 
symptoms have been more marked. He has at no other time suffered 
from chest or gastro-intestinal symptoms and has always eaten a 
normal mixed diet. There is no family history of anaemia. 

I first saw him about six weeks ago, when, apart from the extreme . 
pallor, there were no abnormal physical signs. He was admitted to 
hospital, and special investigations revealed haemoglobin 35% (Sahh), 
red blood cells 2.96 million per c.mm., colour index 0.6, mean cell 
volume 50 c.ji, white cell count normal, red cell average thickness 
1.1 ft, fragility normal. Chest radiography was undertaken by Dr. 
Stanley Nowell, who reported on a straight film: “There is an 
opacity lying behind and to the right side of the heart shadow, which 
extends upwards to the lower border of the hilum and contains a 
fluid level. Examination on swallowing barium shows that the 
opacity is a large gastric hernia through the mid-portion of the 
diaphragm, the oesophagus entering the stomach below its upper 
border on the medial side and one inch (2.5 cm.) above tee 
diaphragm.” 

Stool examinations revealed the presence of occult biood m some 
specimens, and an alcohol-histamine fractional test meal gave a 
normal curve for gastric acidity. . 

The child was treated with full doses of iron, and a blood picture 
two weeks after the original one showed a rise in the haemoglooin 
to 58%, red blood cells 3.74 million per c.mm., and colour index 0.8. 
Re-examination of the chest after the radiological report had been 
seen showed very slight diminution of air-entry at the right base 
behind (easily missed, as in this case). Drinking half a pint of water 
failed to make the signs more definite. 


I consider that the anaemia, in this case at least, is due to 
compression, probably intermittent, of the gastric veins as they 
pass through the defect in the diaphragm. This would give 
rise to venous congestion and oozing of blood into the herniated 
portion of stomach. Long-continued chronic blood loss may 
eventually result in marrow exhaustion and an aplastic type 
of anaemia. May not this be the explanation of the macro- 
cytic phase in Professor Codounis's case ? — I am, etc.. 


Wrexham. Dcnt-.gh. 


P. R. C. Evans. 


Dystocia after Amputation of Cervix 

Sir, — Your correspondents have. I think, proved one of the 
points of my memorandum : that dystocia may follow amputa- 
tion of the cervix (if, indeed, this point were e\er in doubt). 
With respect, however, I suggest that Dr. George W. Kosmak 
(May 7, p. 823) has missed the main point, which was that 
untoward results of frequently performed operations should be 
recorded. The amputation of the cervix to which I referred 
is that which is an integral part of the Manchester operation 
for prolapse, carried out daily by most gynaecologists. The 
Sturmdorf procedure is well known and used in this country’, 
though many prefer Bonney’s amputation, of which the former 
is a modification. Neither, bowe\er, is so commonly used, nor 
could replace, the guillotine amputation, the importance of 
which former generations of Manchester g> naecologists have 
shown in the treatment of prolapse. — I am, etc.. 


MiDcheccr. 3. 


W. Calvert. 


Persistent Amnesia 

Sir. — I n their interesting article on amnesia (May 28, p. 938) 
Drs. R..E. Hemphill and J. R. Stuart state they are not aware 
that electric convulsion therapy has been applied before in the 
treatment of this condition. They are in doubt as to whether 
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genuine psychological amnesia persisting for years has ever 
occurred. Please allow me a word about an unidentified man 
whose loss of memory baffled many psychiatrists during and 
after the North African campaign. 

This man was first seen on May 8, 1943, at a front-line New 
Zealand field ambulance (214). He had no identity papers, but 
papers from a torn diary indicated he had a recent emotional 
upset. He was evacuated to a New Zealand base hospital as a 
case of hysterical stupor due to “ the effects of battle stresses 
on an overwrought mind.” He was mute and unresponsive, 
required to be spoon-fed, and had gross tremors of the right 
arm and shaking of head. Following intravenous barbiturate 
treatment his tremors disappeared and the stuporous state 
subsided, but a complete amnesia for his personal life re- 
mained. He was transferred to a British psychiatric hospital 
(41 General), where hypnosis, narco-analysis, and electric 
convulsion treatments were given on several occasions without 
benefit. He was an intelligent man (matrix S.G.l). who worked 
extremely well in the ward and showed no sign of abnormality 
apart from amnesia for his personal life. His photograph was 
circulated in New Zealand and British papers without result, 
and he was eventually evacuated to the United Kingdom as an 
unidentified British subject. Six months ago he was reported to 
be working in the North of England. Loss of identity still 
persisted — I am, etc , 

Dublin F. McLaughlin. 

Dried Plasma for Domiciliary Midwifery 
Sir,— I t is assumed by Dr. C. T. H. Whiteside (June 4, 
p. 1005) that a transfusion of plasma may be a life-saving 
measure m cases of retained placenta with post-partum haemor- 
rhage, the placenta being removed later in hospital. Undoubt- 
edly many patients do not die under this regime, but it should 
never be condoned on that account. 

I do not wish to discuss the possible dangers of plasma 
transfusion, the superiority of whole blood in cases of recent 
haemorrhage, or the efficient organization of obstetric “ flying 
squads ” and regional blood transfusion services, which will 
often allow transfusion to be given in the home at very short 
notice. I wish merely to reiterate that the correct treatment 
of the abnormal third stage of labour is the removal of the 
placenta without delay. This will usually involve a manual 
removal, which requires no special equipment beyond sterile 
elbow-length gloves (or gloves and a sterile gown), and is truly 
a life-saving operation if performed before the patient is in 
extremis. It is not sufficiently realized that a retained placenta 
may produce shock oqt of all proportion to the blood loss, 
and the rapid improvement in condition following delivery of 
the placenta must be seen to be believed. If every placenta 
were out within two hours there would be few, if any, maternal 
deaths in the third stage of labour. 

Every obstetrician who has worked with “ flying squads ” 
must have marvelled at the readiness of practitioners to under- 
take difficult forceps extractions under relatively deep anaes- 
thesia and at their obvious reluctance to remove a placenta — 
an operation often done under 0.2 or 0.3 g. of thiopentone. 
I believe the explanation lies in the fact that experience of the 
former can be gradually acquired in practice, both as an 
onlooker and through the medium of easy cases. The first 
time the hand is plunged into the uterus in search of the 
placenta is an awful experience, and one that is best encountered 
in the helpful atmosphere of a training hospital. Until domi- 
cdiary obstetrics is largely performed by those with post- 
graduate training, so long will there be a greater demand for 
plasma than for sterile gloves. — I am, etc., 

Birmingham, u. W. Q, MILLS. 

Care of the Elderly ' 

Sir, It is a complete fallacy, in my experience, to say that 
an elderly patient is of necessity more troublesome to a doctor 
than a young one, and that, were he compelled to reduce his 
°5,N-H.S. patients, a doctor would naturally try to get 
rid of his elderly patients. 

r as 1 am concerned, patients between the ages of 70 
. t ancl older if needs be) are always accepted. By the 
time they have reached the age of 70 many have steered with a 
lair degree of safety between the Scylla of carcinoma and the 


Chary bdis of cardiovascular disease. Furthermore, they are 
no longer harassed with the phobias and obsessions which often 
perplex and confuse the minds of the young and middle-aged. 
Added to that, old people have a great fear of being sent to 
bed, and therefore do not summon the doctor for trifles. 
“ Folks die in bed,” they so often say, half humorously and 
half pathetically. 

To those who have an innate sympathy and love for those 
who have passed through the fires of life, the care of old people 
is often its own reward. Unfortunaiely this is not always the 
case, even among members of their own families, to whom 
they are frequently a nuisance, and sometimes a source of 
discord between husband and wife. 

Old people cling to their own home, even if it is a single 
room, and if only a little domestic assistance could be procured 
for them to keep such rooms clean and to do a little simple 
cooking and their shopping many of these old people could 
carry on. They would also be relieved of that sense of com- 
plete isolation which many of them must feel, and this occa- 
sional intercourse with other human beings would save them 
from falling into oddities of behaviour. 

Unfortunately many old ladies living alone seem to be 
impregnated with an aroma of paraffin oil, which follows them 
wherever they go ; this is a very potent testimony to the 
dangers to which they expose themselves and to scanty meals 
cooked over a small oil-lamp. It is scarcely surprising that 
so many old people seem to live on bread and jam, and suffer 
from avitaminosis (see Journal of May 14, p. 863). Under 
present economic and rationing conditions many of them can 
scarcely do otherwise. — I am, etc., 

Ho\c s»v,cx 65. L. Davies. 

Anthisan Poisoning 

Sir, — I wish to report a rather unusual case. A child aged 
21 months accidentally swallowed six 100-mg. tablets of 
pyranisamine maleate (“ anthisan ”). Approximately two hours 
after the child had taken the tablets she lost consciousness. 
This was accompanied by a profuse catarrhal discharge from 
the upper respiratory tract and epileptiform convulsions. 
Gastric lavage and continuous administration of oxygen had 
no effect on the child’s condition. She died three-quarters of 
an hour after the onset of loss of consciousness. Post-mortem 
examination revealed general toxic changes throughout the 
body. 

I consider this case worthy of note, as there does not appear 
to have been a similar one reported. — I am, etc., 

Morlcy, Yorks. MAURICE TOBIAS. 

/ 

POINTS FROM LETTERS 

Adoption of Children 

Miss Anne Ashlby writes from the Edinburgh Council of Social 
Service: The case referred to by Dr. G. G. Jones (May 21, p. 912) 
is not an isolated one. The fact that such cases do arise is among 
the reasons why such very great care is needed not only in arranging 
adoptions but in encouraging a child's mother or relatives to assume 
that it can be suitably provided for in this way. It is not only 
children who are legally adopted who may be in a most unhappy 
position if they prove afterwards to be unsuited physically or men- 
tally, or if the adopters have not sufficient stability to maintain their 
attitude of responsibility and affection towards die child whenever 
difficulties arise; there are also children whose unfitness becomes 
apparent before the adoption goes through, but who have already 
been taken into the care of the prospective adopters and are accord- 
ingly handed back by them. In the meantime the mother and her 
relatives, having handed over the child, will have been encouraged 
to assume that it is provided for for life, and are likely to be far 
less prepared to rise to the responsibility, which is still theirs, for the 
child’s proper care than if diey had been encouraged to accept this 
primary obligation from the beginning. Many social workers can 
look back on most difficult cases of this kind. 

The Struggle to Survive 

Dr. W. P. Murray (Edinburgh, 12) writes: Your review of Repro- 
duction and Survival (June 4, p. 991) contains the words "... the 
salmon that, after spawning.-rapidly ages and dies . . .’’ This may be 
true of the eel, but it simply is not true of the salmon. When 
Professor F. J. Browne was in Aberdeen did he never hear of the 
thousands of “ well-mended Kelts ” that returned to the sea from the 
Dee 7. 
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JOHN HENDERSON, M.D., F.R.F.P.S. 

, Dr. John Henderson died in Glasgow on June 1 at the 
age of 72. Apart from the first world war, when he served 
in the R-A.’M.C. at home, in Salonika, and in France, his 
whole medical life had been spent in Glasgow. 

After studying at Glasgow University he graduated M.B., 
Ch.B. in 1898. He proceeded M.D., with commendation, 
in 1901 and became a Fellow of the Royal Faculty of 
Physicians and Surgeons of Glasgow in 1910. Already 
on the junior staff of the Royal Infirmary, he was appointed 
four years later, at a very early age, physician in charge 
■ of wards. These two interests, the Faculty and the Royal 
Infirmary, were always to take first place in a life that as 
the years passed become more and more crowded with 
duties. It was fitting that his services to the Faculty should 
have been recognized by his election to the presidency in 
1937, the year in which he retired from the staff of the 
Royal Infirmary. 

In the wards of the Infirmary there was full scope for 
Henderson’s abilities as a teacher, and there is little doubt 
that in the years between the wars there was no more 
popular ' “ chief.” He had a natural kindliness which 
endeared him to students, who soon learnt that “ Jock ” 
Henderson had an interest in their careers which extended 
beyond his work as a clinical teacher. Student societies 
, gained his ready support, and even after qualification a 
student would find himself remembered by some detailed 
recollection which gave him a sense of personal interest. 
Contacts with students became even closer when Henderson 
was appointed assistant to the Muirhead professor of 
medicine, and then later professor of medicine to St. 
.Mungo’s College. In this latter appointment he attracted 
large numbers to his class. Many American students who 
’ attended the Scottish Colleges during the late ’twenties could 
s testify to the soundness of his teaching, and they found 
something essentially native and salty in this forthright bluff 
Scot. It was natural that a revision of the students’ manual 
of that time, “ Wheeler and Jack,” should be placed in his 
hands. Even the more pedantic student who would affect 
to frown on this “ potted ” textbook and declare his 
preference for some more imposing work as examinations 
drew near turned to this concise and practical vade mecum, 
which, like its reviser, avoided the frills and stuck to the 
essentials. 

In common with so many others of his generation, 
' Dr. Henderson did not restrict himself to medical affairs. 
He took a lively interest in the life of the city, and was 
long connected with one of the ancient Incorporations — 
the Barbers — of which he was Deacon in 1933, an honour 
not often conferred on a member of the medical profession 
and a physician at that. His warm interest in all human 
activities secured for him an unusually large circle of 
friends, and his skill at golf and at the bridge table made 
him a congenial host. A keen churchman, he was, at the 
time of his death, the senior elder of Lansdowne Church. 
He was always an active member of the British Medical 
Association, serving on the Council from 1931 to 1937. 
He was honorary secretary of the Glasgow and West of 
Scotland Branch in 1929-32 and president of the Branch 
in 1934-6. He was also chairman of the Glasgow Division 
in 1935-6. He gave valuable service to the Medical 
Planning Commission in 1940, and earlier had been active 
on a number of central committees. 

It no doubt comes naturally to some men to be “ givers,” 
i and their generosity both in love and in service is well 


repaid at life’s twilight. John Henderson was one of these 
men, and his later years were made the happier by the great 
number of his fellow-citizens, patients, and students who 
regarded him with an affection often denied to the more 
austere. Unsparing of himself, it was quite in character 
that he should have continued teaching medicine to dental 
students up till almost a week before his death. 

He is survived by his widow, a daughter, and a son who 
is a member of the profession. 


Dr. Norman Grellier, who died at the age of 62 on May 27 
after a brief illness, was one of the leading radiologists in 
Hastings. Bom at Epsom in 1886, of Huguenot stock, he was 
educated at Epsom College and at Charing Cross and the Royal 
Dental Hospitals, qualifying in dentistry in 1910 and going on to 
take the conjoint diploma in 1915. He served in the RA.M.C. in 
the 1914-18 war, being awarded the Military Cross at 'the 
Battle of Passcbendaeie. During the recent war Dr, Grellier 
again joined the R.A.M.C., and served as a radiologist from 
1941 to the end of the war. On returning to England in 1918 
he was appointed dental surgeon to the City of London Police, 
and was also a demonstrator in dental surgery and later 
assistant dental surgeon at the Royal Dental Hospital. At 
Guy’s Hospital he later studied medical radiology and 
electrology, takiDg the Cambridge diploma in 1924. Then he 
and his twin brother gave up dentistry and in 1926 settled in 
St. Leonards, where they had practised as radiologists ever since. 
Dr. Grellier was honorary radiologist to the Royal East Sussex 
Hospital, the Hastings Municipal Hospital, and the Eversfield 
Chest Hospital. Dr. Grellier was chairman of the Hastings 
Division of the British Medical Association in 1938-9. Up 
to the time of his death he was president of the East Sussex 
Medico-Chirurgical Society, and he was a member of the British 
Institute of Radiology and of the Faculty of Radiology. 

He had been master of the Worshipful Company of Tilers 
and Bricklayers, one of the ancient City companies, a director 
of the French Hospital, and a fellow of the Huguenot Society 
of London. He was a freemason and bad passed through the 
chair of the Huguenot Lodge of London. Dr. Grellier’s hobbies 
were model engineering and flying, and he had recently taken 
up gliding. He and his twin brother. Dr. Bernard Grellier, 
had never been parted except during war service. They practised 
together in dentistry and later in radiology, shared the same 
interests, and had the same outlook in life. Neither was 
married, and they had always lived together. 

Dr. John Curtis Webb, who was well known as a ’radiologist 
in Cheltenham, died at his home there on May 23 at the age 
of 80. He was educated at Cheltenham College and Clare 
College, Cambridge, and was later a student at King’s College 
Hospital, London. He qualified in 1893 and graduated M.B., 
B.Cb. in 1896. He was house accoucheur at King's College 
Hospital and subsequently in practice for some years in South 
Kensington. During the 1914-18 war he served in the RA.M.C. 
as a radiologist with the rank of major. He was in charge of 
the radiological department of No. 7 Stationary Hospital at 
Boulogne and for his services there he was mentioned in 
dispatches. He was also awarded the Order of St. John of 
Jerusalem and the Cruz Vermebla of Portugal. After the war 
Dr. Curtis Webb was appointed honorary radiologist to the 
Gloucester Royal Infirmary, and he served in the same capacity 
at the Children’s Hospital and the General and Eye Hospitals at 
Cheltenham. While in practice in Cheltenham he made several 
contributions to the literature on electrotherapy, radiology, and 
radiotherapy. He retired in 1933 but continued to take an 
active part in the political life of Cheltenham, and during the 
recent war he did a great deal locally for the Red Cross. 


The Services 


Air Commodores Abraham B. Briscoe and Christopher Thomas 
O'Neill, O.BJE., R.A.F-, have been appointed Honorary Physicians 
to the King in succession to Air Vice-Marshak Sir Alan Rimer Root, 
K.B.E., C.B^ and Thomas McClurkin, R-A.F., respectively, who 
have vacated the appointments on retirement from the RAF. 
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SECRET ADMINISTRATION OF SEDATIVE 

[From Our Medico-Legal Correspondent] 

The Salisbury county court had recently to decide whether 
a patient has a remedy against a doctor who administers a 
drug without the patient's consent.’ Dr. W. J. Drummond 
sued a woman patient for £17 6s. 6d., professional fees for 
attendance on her in a Salisbury nursing-home for four months. 
She counter-claimed for £500 general and £101 4s. special 
damages. 

The patient complained that at the time she was admitted 
to the home the doctor had said that it would not be neces- 
sary to detain her there for more than a few days, but that 
he had prolonged her stay by causing to be administered to 
her in her soup and in meat extract secret doses of pheno- 
barbitone, which she had refused to take in the ordinary way. 
She had found one day an undissolved pellet, and twice every 
day from then onwards she had hidden the soup and poured 
it away. She had been nervous and frightened that this would 
be discovered and the drug put into other food instead. She 
had lost confidence in doctors and nurses, and as a psycho- 
logical and physical consequence of the secret administration 
of the drug her stay had been prolonged for sixteen weeks. 
She said on cross-examination that she had not packed up 
and left, because she had had nowhere to go. 

Dr. Drummond said in evidence that before she had gone 
into the nursing-home she had taken phenobarbitone in half- 
grain (32-mg.) tablets on his prescription. She was a nervous 
and hysterical patient, and he had prescribed the drug because 
he had to do something to soothe her. After hearing a broad- 
cast about stolen drugs and their dangers she had refused to 
take any more. She was beginning to behave in such a 
childish way and was getting into such a nervous state that 
he had considered that the simplest way was to ask the matron 
to give her the drug in her meat extract. In that dose it 
could not harm a child. 

Judge A. H. Armstrong, in a reserved judgment, said the 
doctor had committed a breach of contract. Where a patient 
expressly refused to take a particular drug there could not 
possibly be any implied authority to give it. The doctor could 
accept the refusal or he could withdraw from the case. He was 
satisfied that the drug as administered could not have any 
physical ill effects, but the discovery of the secret administra- 
tion would be very annoying and distressing to any person. 
The effect on this patient, who was to the doctor’s knowledge 
unstable emotionally and psychologically, must have been 
greater than it would have been on a normal person. He gave 
judgment in favour of the doctor on his claim for fees with 
costs, but awarded the patient ten guineas on her counter- 
claim, also with costs. 

Presumably to administer a drug without a person's know- 
ledge is a common assault, but if no ill effects were caused 
the damages could not be more than nominal unless the court 
desired to make them exemplary. The assault might also consti- 
tute a trivial criminal offence. It would not come under the 
special provisions of the Offences against the Person Act against 
the admi nistration of a noxious thing. 

1 Southern Dally Echo, March 3, 1949. 


No. 21 

INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 28. 

Figures of Principal Noiiflablo Diseases for the week and those for the corre- 
sponding week Iasi year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Dlrths anil Deaths, ami cf Deaths recorded unde each Infections disease, 
arc tor : (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, 
(d) The 1 3 principal towns in Eire. (c)The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 
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Universities and Colleges 


_ UNIVERSITY OF CAMBRIDGE 

cstablkh«.°f Ship ,? E , “ urna 1 Eco! °sy in the University is to be 
. bltshed from Oct. 1, with Arthur Leslie Banks, M.D., F.R.C.P., 

fu'st'occup7ero P f ,he S. ° f ° £ Hea,th ' as the 

r r lbe N J. inist g °f Health for the East 
si “ n ?- S VSG i T tlem - . and Eutbanasta.” Qualifying at the Middlesex 


Infant mortality rate 
(per 1 ,000 live births) 











Deaths (excluding still- 
births) 

Annual death rate (per 
1,000 persons living) 

4,330 

631 

592 

11-9 

179 

1 1-1 

111 

4,145 

658 

568 

11-5 

202 

12-6 

104 

Live births 

Annual rate per 1,000 
persons living 

• 7,930 

1269 

1024 

20-5 

341 

2t-l 

1 273 

8,281 

1383 

972' 

19-6 

449 

28- 1 

254 

Stillbirths . . . . ; 

Rate per 1,000 total 
births (including 

stillborn) . . 

220 

23 

32 

30 



,224 

33 

38 

38 




* Measles and whooping-cough arc not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 

.. .. , (administrative county), will no longer be published. 

Hospital m 1926^ he^gradua ted witiTih^London Middlesex * Includes primary form for England and Wales, London (administrative 

M.D. in 1931. He . L ^ £ i 9 C 7 “ d proceeded county), and Northern Ireland. 

Lincoln's Inn. Cambridge University conferred tha hnrfnS™ of § The number of deaths from poliomyelitis and polio-encephalitis for England 

bun in 19-16. y comma honorary degree of M. A. on and Wales, London (administrative county), are combined. 

j} Includes puerperal fever for England and Wale3, Eire, and Northern Ireland. 
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EPIDEMOLOGICAL NOTES 

Smallpox 

The date of onset in the last case of smallpox notified in 
England and Wales Mas May 16 This patient, an unvaccinated 
close contact, had been admitted to hospital on Mav 7 as a 
precaution After this interval of a month it is assumed that 
the country is again free from smallpox 

Typhoid Feier 

Three cases of typhoid fever, with onset at the end of May, 
have been notified from Fulham M B , and the disease is sus- 
pected in three other patien's The source of infection is under 
investigation 

Paratyphoid Fever 

Fifteen cases of Vi-phage Type 3A parat>phoid infection 
have been notified in Tyneside The vehicle of infection is 
believed to have been a confection manufactured in Jarrow 
and consumed about the middle of May The patients resided 
in four different sanitary districts The circumstances suggest 
that the outbreak was self limiting, and further cases are not 
expected 

Discussion of Table 

In England and Wales there were increases in the notifications 
of measles 1,105. scarlet fever 125, acute pneumonia 44, and 
dysentery 30 There was a decrease in the incidence of 
whooping-cough 213 

The largest increases in the notifications of measles were 
Kent 383, Surrey 137, and Yorkshire West Riding 92, the 
largest decreases were London 152, Middlesex 77, and 
Nottinghamshire 62 

A small rise in the incidence of scarlci fever occurred through- 
out the country, but the only increase of any size was in York- 
shire West Riding 41 The largest change in the notifications 
of whooping-cough was a decrease of 46 in Lancashire 

There was an increase of 7 in the notifications of diphtheria 
in Lancashire , the largest returns during the week were Lanca- 
shire 25, London 14, and Warwickshire 10 These three areas 
accounted for one-half of the total notifications of diphtheria 

The increase m the incidence of dysentery was due to an 
outbreak affecting 30 persons in Yorkshire West Riding, Leeds 
C B The only other large centre of infection was Lancashire 
16 (Oldham C B. 12) 

In Scotland there were increases in the notifications of measles 
117, scarlet fever 52, and dysentery 21. There were decreases 
in the incidence of whooping cough 38 and acute primary pneu- 
monia 32 Notifications of dysentery came principally from 
Glasgow 21, Edinburgh 7, and Dundee 6 

In Eire increases were reported in the notifications of measles 
45 and scarlet fever 19 There was a decrease of 45 in the inci- 
dence of whooping-cough 

In Northern Ireland only small changes were recorded 
Notifications of measles increased in Belfast C B 23 and de- 
creased m Co Down 18 The incidence of vvhooping cough 
increased in Belfast C B 13, but decreased in most other areas 

Week Ending June 4 

Notifications of infectious diseases in England and Wales 
during the week included scarlet fever 1,242, whooping-cough 
2,178, diphtheria 93, measles 9,773, acute pneumonia 493, 
cerebrospinal fever 27, acute poliomyelitis 13, dysentery 99, 
paratyphoid 7, and typhoid 4 


Medical News 


Royal Victorian Chain 

On the occasion of his Majesty’s birthday the King has conferred 
the Royal Victonan Cham on Sir John Weir in recognition of long 
and distinguished personal services The Royal Victonan Cham is 
not a part of the Royal Victonan Order, of which Sir John Weir 
was created a Knight Grand Cross King Edward VII instituted 
the Cham in 1902 *' as a personal decoration for royal personages 
and a few eminent Bntish subjects ” There have been only eighteen 
holders of the Chain, the last on whom it was bestowed being Dr 
Fisher, Archbishop of Canterbury 

Pcchham Health Centre Appeal 

Pcckham Health Centre is appealing for funds, and Lord Nuffield, 
a former president of the centre, has offered £5,000 to be paid when 
a similar sum has been raised from other subscribers. 


Medical Librarians 

The medical section of the Library’ Association, which now ha4> 
120 members, held a conversazione at the National Institute for 
Medical Research, Hampstead, on June 10, to enable its members 
to meet Dr Sanford V Larkey, president of the (American) Medical 
Library Association and librarian of the William H Welch Medical 
Library, Johns Hopkins ^ University, Dr Henry R. Viets, honorary 
librarian of the Boston Medical Library and president of the 
American Association of the History of Medicine, and Mlss Mildred 
Naylor, an officer of the Medical Library Association Both Dr 
Larkey and Dr Viets came to Europe to attend the Unesco con- 
ference on abstracting and indexing which was held recently m Pans 
(See p 1091) Dr Larkey extended to those present a cordial invita- 
tion to the next annual meeting of the Medical Library Association, 
which will be held in Boston in June, 1950 Dr Viets reminded the 
meeting that the foundation of the association had been due princi 
pally to the initiative of William Osier, and that a similar attempt 
by him in Britain had culminated in the creation in October, 1947, 
of the medical section of the Library Association Miss Naylor 
described her association’s scheme for the exchange of duplicate 
medical literature, nearly 100,000 items were distributed in 194S, 
compared with 240 when the scheme began nearly fifty years ago 

Bntish Cardiac Society 

The thirteenth annual meeting of the Bntish Cardiac Society was 
held at Newcastle, Co Down, N Ireland, on June 2, under the 
chairmanship of Dr S Boyd CampbelL At the morning session 
there was a debate on rheumatic heart disease, wxth special reference 
to the pathology of rheumniic carditis and the rheumatic heart in 
pregnancy In the afternoon, short communications arranged by the 
honorary secretary. Dr K Shirley Smith, included papers on 
ventricular septal defects, isolated (Fiedlers) myocarditis, non 
rheumatic interstitial myocarditis, diagnostic problems m congenital 
heart disease, and radiology of heart failure due to cardiac intarc- 
tion, and there wa> a demonstration of a portable apparatus for 
the treatment of peripheral arterial disease by intermittent venous 
occlusion 

Directory of Convalescent Homes 

The Convalescent Homes Committee of King Edward’s Hospital 
Fund for London has found it necessary, owing to the very large 
number of alterations arising from the establishment of the National 
Health Service, to reprint the Directory of Convalescent Homes in 
its entirety AH comum cations concerning the directory should be 
addressed to the secretary to the committee, Mr R. E Peers, at 
ID, OJd Jewry, London, E C 2 

international Health Bulletin 

The Health Bureau of the League of Red Cross Societies has jm>t 
published the first issue of a new quarterly, the International Health 
Bulletin This new journal will appear m English and French, and 
a Spanish edition is planned It is intended to keep the National 
Red Cross Societies, and particularly their medical members, 
informed about recent advances in the medical and public health 
fields This first number ulcludes articles by Dr Brock Chisholm, 
General Director of WHO, and by Dr Carl J Pottbof, the medical 
director of the American Red Cross There are a number of long 
abstracts from medical journals, the majority of them relating to 
problems of special interest to the Red Cross 

Manchester Golfers 

The Annual Competition of the Manchester and District Medical 
Golfers* Association was held at Mere, Cheshire, on May 25 There 
were 87 competitors The Challenge Cup was won by Dr T N 
Han (Bolton), with a net score of 74 The captain’s second prize 
was awarded to Dr. K S Daber (Bowdon), with a net return of 74 
Dr D C Racker (Manchester) received the Walter Gold Medal for 
the best gross score of 76, and the Walter Silver Medal was won by 
Dr C W P Magahy (Prestwich) for the best gross score of S6 from 
among those with handicaps of ten and upwards Club prizes were 
also woq by Dr H. J Wade (Manchester) and Dr M L Thomson 
(Manchester) 

COMING EVENTS 

Albert Howard Foundation Lecture 

The Albert Howard Foundation Lecture will be delivered, under 
the auspices of the Albert Howard Foundation of Organic 
Husbandry', at the Royal Society of Arts, 6, John Adam Street, 
London, \V C, by Dr A Guthrie Badcnoch cn Tuesday, June 21, 
a: a pan , with Professor Wilfrid D Newcomb in the chair His 
subject is “ Minerals in Nutrition,” and a discussion will follow 
The lecture is open to non members and no tickets are required 

Birmingham Region Consultants 

A general meeting of all consultants and specialists m the 
Birmingham Region will take place on Saturday, June 25, at 
2 15 pm at Nuffield Hou_e, Queen Elizabeth Hospital, Birmingham- 
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Oxford Graduates’ Medical Club 
Tho summer dinner of the Oxford Graduates’ Medical Club will 
be held in Brasenose College, Oxford, on Friday, July 15, when the 
chair will be taken by Professor A. D. Gardner. Lounge suits will 
be worn. The accommodation is restricted and no guests can be 
allowed. All Oxford graduates who are medically qualified arc 
members of the club. Tickets will be issued in return for an applica- 
tion card with 30s., the cost ol the dinner including wine, sent to 
Mr. E. G. Tuckwell, M.Ch., F.R.C.S., 73, Harley Street, London, 
W.l. 

Lecture on Analgesia for Obstetrics 
A combined meeting of the North of England Society of Anaes- 
thetists and the Newcastle-upon-Tyne Obstetrical and Gynaecological 
Society will be held at the Royal Victoria Infirmary, Newcastle-upon- 
Tyne, on Friday, July 1, at 7.30 p.m., when Dr. Robert A. Hingson, 
of Baltimore, will deliver a lecture on “ Analgesia f or Obstetrics." 

Cancer Course at Cambridge 

A course for general practitioners on the diagnosis and treatment 
of cancer will be held at Addenbrooke’s Hospital, Cambridge, from 
Monday, July 11, to Friday, July 22. Eleven half-day sessions will 
consist of lectures and demonstrations. The number attending the 
course is limited to 30. Details may be obtained from the secretary, 
the Medical School, the Naval Hut, Downing College, Cambridge. 

International Conference on Audiology 
The second meeting of the International Conference on Audiology 
will be held in London immediately before the Fourth International 
Congress of Otolaryngology. Meetings will be held on Friday, 
July 15, and Saturday, July 16, at the Royal Society of Medicine, 
1, Wimpole Street, London, W.l, at 9.30 a.m. and 2.30 p.m., under 
the presidency of Professor Gunnar Holmgren, of Stockholm, with 
Professor H. C. Huizinga, of Gronigen, as secretary, and an inter- 
national committee, which includes Drs. Norton Canfield and E. P. 
Fowler, jun. (U.S.A.), Professor E. Luscher (Switzerland), and Mr. 
C, S. Hallpike (England). The purpose of the conference is to 
further the investigation, prevention, and alleviation of deafness by 
means of modern instrumental, educational, and sociological methods. 
An important part of the programme will be the study of the 
problems connected with the provision and standardization, upon 
an international basis, of audiometers and hearing-aids. The-pro- 
visional programme is : Friday morning: Committee meetings. 
Friday afternoon: Papers on various aspects of audiology. Saturday 
all day: A survey of the work in the field of audiology carried out 
in England during recent years. Papers will be read by otologists, 
physicists, and by representatives of the Ministries of Health and 
Education. There will also be a demonstration of instruments 
developed and sponsored by the Medical Research Council and 
Ministries of Health and Education, including hearing-aids, group 
hearing-aids for use in schools for the deaf, pure-tone and other 
audiometers. The conference is open to all otologists. 

Westminster Medical School Centenary 
The centenary celebrations of the Westminster Medical School wifi 
be held at Church House, Great Smith Street, London, S.W., on 
Wednesday, July 13, at 3 p.m., when the Earl of Athlone, Chancellor 
of the University of London, wifi open the proceedings. Academic 
dress will be worn. ' 

Education of Maladjusted Children 
Tho Second International Congress for the Education of 
Maladjusted Children will be held at Amsterdam on July 18-22. 
The following subjects wifi be discussed: (a) sensory defectiveness; 
(b) feeble-mindedness; (e) “ difficult ”, children ; (d) one-sided 
aptitudes. Particulars may be obtained from the Secretariat, Museum 
Flat, Weteringplantsoen 2 C., Amsterdam, Holland. 


iNStnutE ot> Urology. — At St. Paul’s Hospital, Endeil Street, 
London, W.C., June 20, 5 p.m., " Injuries of the Bladder, Foreign 
Bodies in the Bladder," by Mr. J. G. Sandrcy, 

Pharmaceutical Sociljy (Rochdvlb and District Branch)- — A t 
“ The Carlton,” Great George Street, Rochdale, June 20, 8 p.m., 
“ The New Formulary" by Mr. A. G. Fishburn, Ph.C.,' F.R.LC. 
Members of the Rochdale Division of the B.M.A. arc invited to 
attend the meeting. 

Tuesday 

Albert Howard Foundation op Orgxnic Husbandry. — At Ro\al 
Society of Arts, 6, John Adam Street, London, W.C., June 21, 
5 p.m., " Minerals in Nutrition," Albert Howard Foundation 
Lecture by Dr. A. Guthrie Badenoch. A discussion will follow. 
Chadwick Trust.— At 26, Portland Place, London, W., June 21, 
2.30 p.m., " Evolution of Industrial Work for Women and Young 
Persons and its Effect on the National Health," Chadwick Public 
Lecture by Dr. Sibyl Horner. 

Ed!nburgu Postgrvduue Board for Medicine. — At Anatomy 
Lecture Theatre, University New Buildings, June 21, 5 p.m., 
” Pneumoconiosis," by Dr. E. R. Boland. 

[nstuute of Dermatology, 5, Lisle Street, Leicester Square. 
London, W.C. — June 21, 5 p.m., ” Varicose Eczema, Ulceration, 
Etc.," by Mr. A. K. Monro. 

Institute op Urology. — At St. Paul’s Hospital, Endeil Street, 
London, W.C., June 21, (1) 11 a.m.," Treatment of Gonorrhoea 
mid its Complications." by Dr. A. H. Harkness; (2) 5 p.m . 
” Calculous Disease of the Bladder and Urethra," by Mr. F. R. 
Kilpatrick. 

Wednesday 

Institute of Urology. — At St. Paul’s Hospital, Endeil Street, 

London, W.C., June 22, (1) 11 a.m., "Ocular Manifestations of 

V. D." by Dr. A. H. Harkness; (2) 5 p.m.. "Marion’s Disease 
(Bladder Neck Obstruction) and Vesical Diverticula," by Mr. 

W. K. Irwin. 

Thursday 

Guy’s Hospital Medical School, London Bridge, S.E.— June 23, 
5 p.m., " Thomas Addison — Pioneer of Endocrinology," Addison 
Lecture by Sir Henry Dale, O.M., F.R S. 

Institute of Urology. — At St. Paul’s Hospital, Endeil Street, 

London, W.C., June 23, (1) 11 a.m., ” Chancroid,” by Dr. W. N. 

Mascall ; (2) 5 p.m., “ The Aetiology, Pathology, and Symptoms of 
Benign Enlargement of the Prostate, with Indications for Treat- 
ment," by Mr. F. J. F. Barrington. 

London t University Cot lege.— At Physiology Theatre, Gower 
Street, W.C., June 23, 4.45 p.m., "Some Aspects of Nitrogen 
Metabolism in the Mammal," by Dr. J. S. Bach. 

Medico-Legal Society. — At 26, Portland Place. London, W., 

June 23, 8 p.m,, (1) annual general meeting; (2) *’ The Legal and 
Economic Status of Women," by Mrs. Florence Earengey, J.P-, 
B.A. ' 

North-East Metropolitan Regional Tuberculosis Society. — At 
“ The Harts ” Sanatorium, Snakes Lane, Woodford Green, Essex. 
June 23, 2.30 p.m., “ The Assessment of Collapse CTherapy in 
Pulmonary Tuberculosis," by Dr. Philip Ellman. 

St. George’s Hospital Medical School, Hyde Park Comer, 
London, SAV. — June 23, 4.30 p.m., " Psychiatry," lecture- 

demonstration by Dr. D. Curran. 

Friday 

Cambridge Medical Society. — At Addenbrooke’s Hospital, Cam- 
bridge, June 24, 2.30 p.m., " Some Problems in Connexion with 
Injuries to the Knee," by Mr. T. J. Fairbank. 

Royal Sanitary Institute. — At Town Hall, West Hartlepool, 
June 24, 10 a.m.. Discussions: "Post-war Legislation and its 
Effect on Local Health Authorities," to be opened by David T.' 
Jones, M.P.; " Neighbourhood Planning," to be opened by J. 
Stanley Miles, A.M.I.C.E. 

Westminster Hospital School op Medicine, Meyerstein Lecture 
Theatre, Horscferry Road, London, S.W. — June 24, 5.30 p.m., 
clinico-pathological meeting, " Haemolytic Anaemia," by Drs. 
J. G. Humble and R. H. Trinick. 


BIRTHS, . MARRIAGES, AND DEATHS 


Exhibition of Medical Photography 

^fdical Group of the Royal Photographic Society is hoidin, 
°f medical photography at the society’s house, 1£ 
v\n £ London, S.W., from July 4 to 16. Sir Cecil Wakele 
a f J open che exhibition at 6.30 p.m. on July 4. It wil 
pen from 10 a.m. to 5 p.m. and admission is free. 


SOCIETIES AND LECTURES 


BIRTHS 

Farcy; — On June 6, 3949, to Mary (n6c Maish. M.B., B.S.), wife of A. Leonard 
Farey. a daughter. 

Fleming. — On May 22, 1949, at the General Hospital, Newcastle-upon-Tyne. to 
Margaret (nde Primrose Walker), M.A., M.B., Ch,B„ and John Mansell 
Fleming, 25, Roscworth Avenue, Gosforth, a son. 

Rutter. — On June 7, 1949, to Nornic, wife of Timothy E Rutter, F.R.C.S.Ed.. 
of Penwithcn, Gcrrans, Portscatho, Cornwall, a brother for Timothy and 
Michael. 

Uhma. — On June 5, 1949, at Hammersmith Hospital, London, \V., to Halina 
(n*5e Dabrowska), wife of Dr. C. Uhma. a daughter— Joanna. 


r nv Saturday 

Queen \f- wI A Iwr,vfi T HE ' v °men’s Federation. — A 

June IS -> r ?n i r^° spit r Children, Carshalton Beeches, Surre' 

- ~->u P-m., clinical meeting. 

- Monday 

Ncw i R, i , I ;.!r NIVER ^ 1T ^-~' At Physiology Lecture Theatre, Universit 
EurYv n T ev, °5. p > ac - Edinburgh, June 20. 5 p.m "Tl, 

Guthri?. >J ° the Edsnbur sh Medical School," by Dr. Dough 




DEATHS 

Anderson. — On June 5, 1949, at 35, Richmond Hill Road, Edgbaston, Birming- 
ham. Robert Anderson. M.D.# late of Erdington, aged 82. 

Cowan. — On June 9. 1949, at 15. West Parade, Lincoln, Alister Forbes Cowan, 
F.R.C.S.Ed., formerly of Edinburgh, aged 62. 

Easterbrook, — On June 5, 3949, at Murrayfield Private Hotel, Edinburgh, 
Charles Cromhall Easterbrook. M.D.. F.R.C.P.Ed., Id his 83rd year. ' 

Fcrricr. — On June 8, 1949, at 22, Moor Road. STvanafie. Dorset, David Hyfld 
Fcmcr, M.D., late of Luton, Beds, aged 74. 

Gibson. On June 4, 1949. at ” The Gables,” New Brighton Road, Emsworth, 
Hants, Henry Wilkes Gibson, M.B., in his 82nd year. 
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Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed We publish here a selection of those 
questions and answers which seem to be of general interest 

Lupus Erythematosus 

Q. — Is there any evidence that lupus erythematosus has a 
metabolic origin, as, according to Canadian trials, vitamin E in 
large doses has influenced the process favourably 9 Has this 
finding been confirmed 9 Also, has the vitamm-B group been 
tried, and, if so, with what success 9 Finally, in the dietetic 
management of this complaint has it been noticed that any type 
of food is of special value or harm 9 
A. — There is some evidence that acute lupus erythematosus, 
which is a serious systemic disease, is a separate entity from 
chronic fixed lupus erythematosus, though it is a fact that on 
occasion an acute phase u superimposed upon the chronic 
disease The cause of lupus erythematosus remains obscure 
The very occasional finding of an organism m the blood stream 
in acute lupus erythematosus, and the occasional resolution of 
the chronic type following treatment of a focus of infection, 
have left the impression that the disease is commonly infective 
or toxic, but the evidence is not very convincing The condition 
would seem to be an essential disease of the blood vascular 
system with an unusual pathology Vitamin E has been advo- 
cated in North America, more particularly for the acute cases, 
but success has not attended its use m this country The dosage 
recommended is 300 mg daily of mixed tocopherols , a prepara- 
tion containing mixed tocopherols in 30-mg capsules is 
obtainable 

Foods appear to play no part in this disease, and vitamm-B 
therapy in ordinary dosage has not proved of any particular 
value 

Inhalation of Propylene Glycol 
Q. — lam employing propylene glycol as a solvent for sodium 
penicillin salt, and am using the solution, in aerosol form, for 
the mass treatment of chronic chest diseases in children attend- 
ing an open air day school The children are exposed to the 
aerosol for two hours every school day, and it is intended to 
continue this treatment for six months to a year or more in 
each case Is the prolonged inhalation of propylene glycol 
vapour likely to have any untoward effects 9 
A. — Robertson and his colleagues (J Pharmacol , 1947, 91, 
52) exposed rats and monkeys to continuous high concentrations 
of propylene glycol vapour for periods of 12 to 18 months The 
geneial condition of the animals, their growth rates, blood 
counts, and the results of urine examination and kidney function 
tests did not differ essentially from control groups, nor were any 
macroscopical or microscopical changes noted at necropsy 
These results, together with the absence of any reported ill 
effects in patients exposed to the vapour, make it unlikely that 
the regimen suggested will cause any trouble The children 
should, of course, be kept under close medical supervision 

Penicillin-Sulphathiazole Snuff 
Q, — The use of penicillin and sitlphalhtazole ponder as a 
snuff has proved effective m aborting colds and in preventing 
the long period of “snuffles" which so often follows a cold 
In using the preparation in this way, is there any danger of 
producing resistant organisms 9 

A. — The most common secondary bacterial invader after Ihe 
common cold (which may be presumed to be due to a virus) is 
the pneumococcus It seems possible that the pneumococcus 
and other organisms play some part m the persistent discharge 
or “ snuffles ” which is a common sequel to the cold Pemcillin- 
sulphathiazole snuff is usually given in a high enough concen- 
tration to eliminate organisms, and therefore the risk of breeding 
resistant strains would be very small The organism which 
most readily develops penicillin-resistance is the staphylococcus, 
and this of course is present in the anterior nares of 40 to 50% 
of the population It is doubtful if the staphylococcus plays 


much part in catarrhal infections of the upper respiratory tract, 
but frequent applications of penicillin to the nose might lead to 
an mcrease in the proportion of penicillin-resistant staphylo- 
cocci, and, since the nose is the natural reservoir of the staphylo- 
coccus, this might in turn lead to an increase m the incidence of 
staphylococcal infections with penicillin resistant strains 

Protecting Shin from Mineral Oils 

Q. — Would you recommend a suitable preparation for 
application to the hands and forearms before starting work 
to ensure protection from dermatitis in petrol-oil and diesel- 
otl workers 9 

A. — There is no preparation which, by its application to the 
skm before work, will “ensure protection from dermatius” 
Barrier preparations are only one of the several measures needed 
for protection against occupational dermatitis, and, where the 
skm hazard is mineral oil, barrier preparations are not as useful 
as suitable skm cleansers Many cleansers are effective in 
removing oil from the skm, but some of these will also, particu- 
larly with prolonged use, remove the skm fat A neutral 
sulphonated castor oil (98%) with a wetting agent (2%) is 
generally recommended to cleanse the slon of mineral oil 

Sterilizing Gum-elastic Catheters 

Q. — Can you recommend an efficient method, suitable for 
general practice, of sterilizing and transporting gum-elastic 
catheters 9 

A. — The most convenient way of sterilizing and transporting 
gum-elastic catheters is by the formalin vapour method A glass 
or metal tube with a rubber stopper that is hollow, so that 
formalin tablets can be inserted into it, is obtainable at most 
instrument-makers There is a disadvantage, however, in 
retaining catheters in such a receptable for too long moisture 
tends to collect on the inner surface, as well as some fine dust 
from the tablets The catheter should therefore be inserted in 
the receptacle only a few hours before transport 

Painful Breasts due to Stilboestrol 

Q. — A patient suffering from pruritus has found that an oint- 
ment containing stilboestrol gave great relief, but after using it 
for some months the breasts became painful and lender She 
is now using the ointment without the stilboestrol Although 
it is four months since she used the original preparation, the 
breasts are still sore, but not swollen or enlarged Can relief 
be obtained in this case, and is there any reason to fear that 
the condition will become malignant 9 

A. — Stilboestrol even- in small amounts is readily absorbed 
through the skin and could give rise to painful and tender 
breasts These effects, however, are not likely to persist for 
four months after discontinuing treatment, unless some other 
oestrogen was substituted for the stilboestrol It may be that 
the occurrence of symptoms produced a natural anxiety over 
the possibility of the development of cancer, and the persistence 
of discomfort is now the result of over anxiety alone There is 
no reason to believe that the present treatment or the continued 
discomfort implies an increased risk of carcinoma, and if a 
competent medical attendant has failed to find clinical evidence 
of organic disease probably all that is Decess3ry is a well fitting 
brassiere and, above, all, a comfortable frame of mind 

Sal Volatile and Eau-de-Cologne 

Q. — (a) Would you indicate the therapeutic value, if any, of 
sal volatile 9 (b) A sufferer from migraine with possible chronic 
sinusitis, gets partial or complete relief from inhalation of eau- 
de-Cologne Can this be attributed to some intracerebral action, 
or must it relieve only by action on the nose and sinuses 9 

A. (a) Spirit of sal volatile contains ammonium carbonate 
und strong solution of ammonia When smelt, so that it untales 
the mucous membrane of the nose, sensory impulses travel to 
the medullary centres, stimulating respiration and the vasomotor 
centre A discharge of sympathetic impulses quickens the heart 
and raises the blood pressure 

(b) It is very unlikely that the effect of eau-de-Cologne is due 
to an intracerebral action, but it is not impossible Eau-de 
Cologne is composed mostly of alcohol with a number of 
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volatile oils, and it may be that when it is inhaled a certain 
concentration of alcohol and these oils is formed in the blood 
and that this affects the blood-flow through the head, so relieving 
the migraine. It is difficult to understand what action there 
could be on the nose and sinuses which would takx away an 
attack. 

Treatment of Chronic Brucellosis 

Q. — In the answer to a question on persistent symptoms after 
brucella infection (Feb. 5, 1949, p. 254) you suggest simul- 
taneous administration of streptomycin and sulphadiazine. Can 
you give me references for details of dosage ? 

A. — The following papers contain details of the dosage of 
streptomycin and sulphadiazine used in the treatment of chronic 
brucellosis: Eisle and McCollough, J. Amer. med. Ass., 1947, 
135 , 1053 ; Pulaski and Amspachcr, New Engl. J. Med., 1947, 
237 , 419 ; Spink, Ann. intern. Med., 1948, 29 , 238 ; Scowen and 
Garrod, British Medical Journal, 1948, 2 , 1099. 

It seems likely that aureomycin will displace the combination 
of streptomycin and sulphadiazine in the treatment of this infec- 
tion, and details may be found in Bryer, Schoenbach, Chandler, 
Bliss, and Long (J. Amer. med. Ass., 1948, 138, 117) and Spink, 
Hall, Schaffer, and Braude (ibid., 138, 1145). The immediate 
results of treatment with aureomycin in a case of Br. abortus 
infection were also recorded in the Journal of June 11 at p. 1037. 


desiccated. The ccphalin preparation is a brown powdery material 
containing traces of other lipids. These, however, do not tako part 
in the reaction. 

Technique for Flocculation Test . — A stock solution is prepared by 
dissolving 100 mg. of sheep-brain ccphalin and 300 mg. of cholesterol 
in 8 ml. of ether. This solution can be kept many months without 
deterioration in a weii-stoppered container. An emulsion of a 
ccphalin-cholcsterol complex may be prepared by adding (slowly and 
with stirring) 1 ml. of the stock ether solution to 35 ml. of freshly 
distilled water warmed to 65° to 70° C. and then heating slowly 
to boiling. The mixture is allowed to simmer until the final 
volume is reduced to 30 ml. During the heating all coarse granular 
clumps are dispersed to a stable, milky, translucent emulsion and all 
traces of ether arc driven off. After allowing it to cool to room 
temperature the preparation is ready for testing, which consists in 
adding 1 ml. of the emulsion to a test tube (preferably a centrifuge 
tube) containing 0.2 ml. of the patient’s serum diluted with 4 ml. 
of normal (0.85 fi) saline. After being thoroughly shaken and 
stoppered with cotton, the tube is allowed to stand undisturbed at 
room temperature. At the end of 24 and 48 hours the amount of 
fiocculation and precipitation that has taken place is noted. With 
normal human sera the emulsion remains as a stable homogeneous 
suspension, but with sera from patients with diffuse hepatitis the 
lipid material tends to flocculate and precipitate to the bottom of the 
tube. A reaction recorded as + 4-4-4. indicates a complete prccipi- 
taffon, leaving the supernatant liquid water-clear. Gradations of the 
reaction between negativo and + + + + are designated -f or +-f. 
or + + +. No test should be regarded as negative until 48 hours 
have elapsed without fiocculation having occurred. 


Subconjunctival Haemorrhage in a Baby 

Q. — At birth a baby had a bilateral symmetrical haemorrhage, 
presumably subconjunctival, encircling both corneae. Now, a 
month later, the condition is clearing in the left eye, but little 
if any change is seen in the right eye. Is any treatment indi- 
cated ? Can the mother be reassured that the condition is only 
temporary, and that in course of time it will resolve completely ? 

A. — The diagnosis of subconjunctival haemorrhage is prob- 
ably correct. Its appearance in both eyes and persistence for a 
month in one eye are rather unusual. The prognosis depends 
on the diagnosis in this case, and it is impossible to be dogmatic 
without actually seeing the baby. On the whole, it is probably 
safe to assume that the condition is temporary and will resolve 
completely. 

Effects of Chemical Contraceptives 
Q. — Have any investigations been undertaken to show the 
part played by chemical contraceptives in the causation of 
abortion and foetal abnormalities '! Surely an injured 
spermatozoon must occasionally fertilize an ovum and give 
rise to an abortion or to the birth of a deformed infant? 

A. — The possibility that chemical contraceptives may have 
such an effect has been considered and discussed for many 
years, but so far there is no reliable evidence to support the 
theory that this risk exists. As the first effect of spermicidal 
agents iis on the motility of spermatozoa, it seems unlikely that 
a spermatozoon which is damaged would ever reach the ovum. 
Moreover, it has not yet been established that a high proportion 
of abnormally developed spermatozoa in the semen' is related 
to the incidence of abortion and foetal malformation, although 
many writers have suggested it, and it seems a reasonable 
possibility. 

Ccphalin-Cholesterol Flocculation Test 

, Would you kindly let me know details of the procedure 
jor extracting cephalin from dried sheep’s brain ? Would you 

a so tell me how to carry out the ce phalin-cholesterol floccula- 
tion test ? 


. f Preparation of cephalin from sheep’s brain and it 
,, ° r . , c ephalin-cholesterol flocculation test have bee 
escribed by Hanger (/. clin. Invest., 1939, 28, 261). 

cxtnctZZ 10 !!;?/ Cephalin. Sheep brains are dehydrated by thre 
extracted Lni', ' , acelone and the dl Y tissue powder is three time 
concenn "a h clhcr (free from peroxides). The ether extracts at 
addition of r ™ vac ,"° and the crude cephalin is precipitated by th 
; f° u r volumes of absotute alcohol. The resulting pretip 
uuc ix dissolved in the minimum amount of ether, and the accon 
panying cerebroside impurities are precipitated by chilling an 
.■.moved by centruugation. The supernatant ether solution is agai 
rrceipitatcd wuh four volumes of absolute alcohol, chilled an 
me precipitate is filtered, washed with alcohol and acetone an 


NOTES AND COMMENTS 

Safe Dose of Acetylsalicjlic Acid. — Dr. A. Piney (London, W.) 
writes : In “ Any Questions ? ” (April 23, p. 735) there is rather too 
sweeping an indictment of prolonged treatment with acetylsalicylic 
acid, inasmuch as mcnaphthone is mentioned as the only available 
method of counteracting the effect of a large dose on the pro- 
thrombin level. Szucs has shown (and his observations have now 
been extensively confirmed) that the addition of calcium succinate 
greatly reduces (or abolishes) this effect ( Ohio St. med. J., 1947, 43, 
1035). Thus 120 gr. (8 g.) of acetylsalicylic acid for ten days causes 
a fall of about 20% in blood prothrombin, and the addition of 
90 gr. (6 g.) of calcium succinate to the daily dose prevents the fall. 
For prolonged treatment such a mixture is obviously more 
satisfactory than is preliminary administration of menaphthone. 

Grading of Catheters. — Mr. J. A. Carr (Ashton-on-Ribble, 
Preston) writes: Your answer (“Any Questions 7 ” May 14, p. 879) 
on the grading of catheters properly advocates die use of the 
Charribro scale, and draws attention to the failings of the character- 
istically English scale which ...” follows no rule, but its numbers 
are generally about two less than the American ” (Keyes, E. L., and 
Ferguson, R. S., Urology, 1936). A difficulty arises in applying 
catheter scales, which as you point out are of diameter, to 
instruments which are not circular in cross section. These 
instruments should be given the 
grade of the catheter which has the 
same circumference, for that is 
what the urethral mucosa has to 
accommodate. Some time ago 
I devised a measuring strip for the 
purpose of checking the grading 
of urethral instruments. In the 
illustration there is an accurate 
reproduction of the measuring 
strip, and a sketch showing its 
method of use. The scale is drawn by making the distance from tho 
point of the arrow to the graduations (at the opposite edge of the 
strip) equal to the circumference of a catheter of the same grading — 
e.g., a distance of ’3.14 cm. in the case of 30F. 
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MINISTRY’S TERMS FOR HOSPITAL STAFFS 

The terms and conditions of service of hospital medical and 
dental staff, and the Ministry’s explanatory memorandum 
(Supplement, June 11, p. 314), represent the limit to which the 
Joint Committee has been able to secure concessions by 
negotiation. 

During the next few weeks consultants and specialists will 
have an opportunity of discussing the terms at meetings. 
A number of the more important issues are discussed below, 
including a comparison between the representations made by 
. the Joint Committee and the reactions of the Ministry as 
embodied in the final terms of service. 

Senior Hospital Medical Officers 
The Joint Committee has expressed the view that no proper 
distinction can be drawn between junior specialists and full 
specialists. A practitioner is either a specialist or not, and it 
is a matter for regret that the Ministry should have suggested 
■ to Review Committees that so-called junior specialists should 
be graded as senior hospital medical officers. The Joint Com- 
mittee therefore asked that a system of appeal should be estab- 
lished by which a practitioner not satisfied with his grading 
can secure a review of his assessment by a committee other 
■ than the one which made the first assessment. Further, the 
Joint Committee sought an assurance that no specialist sub- 
sequently appointed would be graded as a senior hospital 
medical officer and that no additional appointments would be 
made to this grade except in such limited field as may be agreed 
between the Ministry and the Joint Committee. 

The Ministry proposes that senior practitioners performing 
clinical duties who are not of consultant status and are not 
registrars be appointed to the senior hospital medical officer 
grade, but that the term need not be adopted as a title describing 
individual officers holding the posts in this grade. Boards are free 
to use whatever terminology is preferred — e.g., an anaesthetist 
holding a post in the senior hospital medical officer grade might 
be given the title of “anaesthetist” — a specialist in the same 
field being called a “ consultant anaesthetist." 

On the question of appeal, the Ministry has agreed that 
aggrieved practitioners shall have a right of appeal to the 
• Review Committee, the committee being enlarged for the pur- 
pose by the addition of two members — one nominated by the 
appropriate Royal College, and one drawn from the Review 
^ Committee of an adjoining hospital region. 

' Security of Tenure 

The Joint Committee has sought to secure adequate safe- 
guards for consultants and specialists holding appointments in 
the hospital service and has put forward the following proposals 
on security of tenure. 

Where the appropriate committee of a board proposes to recom- 
mend to the board the termination of a specialist’s contract, the board, 
before considering the matter, should refer it to a central professional 
committee for examination, the board being directed thereafter to 
proceed or not to proceed with the termination of the contract of the 
. practitioner in question in the light of the findings of the central 
,i professional committee. 

* The central professional committee should consist of the Chief 
Medical Officer of the Ministry as chairman, two registered medical 
practitioners selected by him, and three specialists nominated ad hoc 
by the Joint Committee. The chairman should not hate a casting 
vote. 

An aggrieved specialist should have the right to appear personally 
before the central professional committee, and to have the assistance 
of a professional colleague if he so desires. 


The Joint Committee considers that the following provision should 
be included in Paragraph 14 and embodied in the contract as part 
of the terms of service: 

In conformity with the assurance given by the Minister of Health 
that existing hospital staffs would be taken over at the appointed 
day, and that after the review of the specialist services boards will 
offer new appointments to their staffs either in their existing 
or in other hospitals, security of tenure of the number of sessions 
of specialists rendering part-time service shall be maintained. 
Where the number of sessions performed by a specialist at any one 
hospital, is substantially curtailed through no fault of the specialist, 
the regional hospital board (or board of governors either directly 
or in conjunction with the regional hospital board) shall be respon- 
sible for providing alternative sessions in another hospital in the 
region. Where the board is unable to do so the Minister shall 
assume responsibility for offering a suitable alternative post under 
another board. The same procedure shall apply to new entrants. 
Medical superintendents and senior hospital medical officers should 
have the same security of tenure in their appointments as specialists. 

The Ministry proposals do not go as far as those put forward 
above. In effect they provide that, where a consultant considers 
that his appointment has been unfairly terminated by a board, 
he shall be entitled to send a full statement of the facts to 
the Minister, who will obtain the written views of the board 
concerned and put the case before a professional committee 
(consisting of representatives of the Ministry and of the pro- 
fession, under the chairmanship of the Chief Medical Officer) 
for its advice. The committee will have discretion to inter- 
view both parties if it thinks fit. In the light of its advice 
the Minister may confirm the termination of services or direct 
reinstatement, or arrange some third solution agreeable to the 
parties concerned, such as re-employment in a different posL 
Although it is envisaged that this procedure will be com- 
pleted before the board’s decision is put into effect, the 
machinery of dismissal with its implied stigma is put into 
operation before the consultant has had an opportunity of 
stating his case to the appeal body. 

The terms include a paragraph to the effect that, where 
a change of organization in the hospital and specialist services 
involves displacement or serious disturbance of a part-time 
consultant's services, the board has a moral obligation to 
“ render the greatest possible assistance ” to the consultant to 
obtain comparable work in another hospital. 

Medical Superintendents 

The Joint Committee considers that rates of remuneration 
for medical superintendents should not be prejudiced by 
considerations of policy on what should be the appropriate 
form of hospital administration in the future. Therefore the 
remuneration attached to hospital appointments in the field of 
medical administration should be appropriate to the status and 
qualifications of a medical practitioner. 

The Joint Committee accordingly recommended: 

(i) that where a medical superintendent is classified as a specialist 
he should be remunerated as a specialist whatever the proporrion of 
tune spent on administration ; 

(ii) that a medical superintendent no: classified as a specialist 
should be on a salary scale of £1,500 to £2,500, according to the 
size and character of the hospital and the duties involved. 

The Ministry proposes that a medical superintendent be paid 
a salary consisting of a fraction of the whole salary of 
a consultant or senior hospital medical officer according to his 
grading in respect of the time given to clinical work and 
a fraction of the appropriate rate for hospital administra- 
tive staff- for the time given to administrative work. 
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The Ministry has, however, conceded the point that when a 
whole-time officer is engaged almost wholly on clinical woik, 
and gives only a small proportion of time to administrative 
duties, his appropriate clinical remuneration shall not be 
affected. 

Part-time Consultant Appointments 

In general, the Ministry has accepted the Joint Com- 
mittee’s proposals for calculating the remuneration of part-time 
specialists, and in the explanatory memorandum points out 
that boards are expected to make a pre-contract assessment of 
the duties attached to the post in terms of the time which 
should be taken by an average practitioner to perform the 
duties. There will therefore be no need for consultants to 
“ clock in and out." 

It is recognized that consultants engaged in teaching duties 
will require more time in undertaking a session than a non- 
teacher, and this factor will be taken into account in assessing 
the number of notional half-days. Arrangements will be made 
for the pre-contract assessment to be reviewed from time to 
time. 

Part-time Registrars 

Part-time appointments in the registrar grades will be calcu- 
lated on a number of notional half-days. 

This is a new point which did not appear in the provisional 
terms. 


Maximum Remuneration for Part-time Appointments 
It is proposed that the maximum remuneration for part-time 
specialists shall be 9^/11 of the whole-time remuneration appro- 
priate to the officer concerned and for registrars 9/11 of the 
whole-time salary. 

Exceptional Consultations 

The Joint Committee has urged that payments for exceptional 
consultations should be on a sessional basis at the rate appro- 
priate to the seniority of the specialist concerned — i.e., at the 
same rate as for the specialists' contractual duties. But the 
Ministry has adhered to its original proposal that payment 
should be at the rate of 5 guineas a visit, any operative work 
being included. 

Domiciliary Consultations 

The Ministry has agreed to the Joint Committee’s suggestion 
that the title “ domiliciary visit ” should be changed to “ domi- 
ciliary consultation.” This change is important because it makes 
a distinction between consultations at the request of a general 
practitioner and domiciliary visits for the purpose of routine 
treatment such as are carried out by tuberculosis officers. 

The Joint Committee considered that whole-time specialists 
should not in principle undertake domiciliary consultations 
except (n) where there is no part-time specialist available or 
(b) where the character of the specialty is such as to necessitate 
the attendance of a whole-time specialist. The Ministry pro- 
poses that whole-time officers should undertake domiciliary 
work but that their liability in this field should be clearly defined 
and limited and should not be additional to normal whole-time 
commitments but part of them. Whole-time specialists will not 
receive additional payments for domiciliary consultations. The 
terms of service provide for domiciliary consultations to be 
undertaken by senior hospital medical officers. 

The Ministry has not given effect to the Joint Committee’s 
proposal for an increase in the travelling and subsistence allow- 
ances or for the removal of the ceiling of remuneration for 
t omiciliary consultations, but specialists undertaking this work 
ann &lv - en "' e option of having the maximum calculated as 
guineas m any one quarter or 800 guineas in any one year. 


Clinical Consultants Teaching Medical Students 

Committee has pressed for a national agreemen 
Pnyrnent of clinical teaching to be negotiated and pro 
, h ? . e f ore contracts are offered. The Ministry propose 
na unoie-time clinical consultants engaged in teaching shal 
„ . i honorary unpaid appointments with the appropriate hos 
pu.ll board and shall receive from the board appropriat 
expenses lor hospital work. They will also be eligible for di< 
mcnon awards. Part-time specialists who teach will b 
remunerated by hospital boards (including distinction award 
ana expense^) in addition to any remuneration they may receiv 
lro m me university or teaching school for teaching duties. 


Clinical Consultants Engaged in Teaching (Document, 
paragraph 9) 

The University Grants Committee in making grants to uni- 
versities will have regard to the following salary rates (oper- 
ating from April 1, 1949) for holders of whole-time clinical 
posts in medical and dental schools : 

Professors : Within the range of £2,250 to £2,750. 

Lecturers; £600 to a maximum within the range of 11,500 to 
£2,000 (or £2,500 for posts carrying special responsibility). 

Readers : Within the range of £1,500 to £2,000 (or £2,500 for 
posts carrying special responsibility). 

Boards will pay no remuneration whatsoever to holders of 
these posts or to clinical professors, heads of university depart- 
ments, etc., who devote a large part of their time to university 
woik. (In cases of doubt the university or school should be 
asked whether they regard the clinical teacher as coming under 
paragraph 9 (I) or 9 (2) of the Terms of Service.) These 
officers will hold honorary unpaid appointments with the board 
and will thereby be eligible for distinction awards. Where an 
award is granted, the board will pay over to the university or 
medical or dental school the value of the award (or, in the case 
of holders of part-time teaching appointments, the appropriate 
proportion of the value) so that ihe university or school mat 
include this in the remuneration they pay to the teachers. This 
remuneration is not superannuable under the National Health 
Service Superannuation Scheme. 

The Joint Committee considers these proposals to be inade- 
quate, and have urged that discussions on a national level 
should he held as soon as possible. 


Determination of Salaries Payable from July 5, 1948 

The salaries of consultants, payable from July 5, 1948, will 
be the salary which the officer would have been receiving on 
that date had the proposed system of remuneration been in 
operation since the date on which he first accepted a hospital 
staff appointment with full clinical responsibility. 

It is stated that there must have been no break of service, 
but the Ministry has agreed with the Joint Committee's con- 
tention that war service or national service on call-up will not 
constitute a break for this purpose. 

In the case of senior hospital medical officers, boards have 
discretion to decide at which point in the salary scale existing 
staff should start provided that the starting salary shall in no 
case be higher than that which the officer would receive were 
his position on the scale determined by age alone. Officers 
who were transferred under Section 68 of the National Health 
Service Act and who, immediately before July 5, 1948, were 
receiving salaries better than those now introduced will be 
entitled to receive their previous salary scale and conditions of 
service on a personal basis for so long as they remain in Ihe 
same appointment, or another appointment of the same or 
greater responsibility, as the one they held at the appointed day. 

Car Allowance 

The Joint Committee made a number of recommenda- 
tions for improvement of the travelling allowances. These 
recommendations aie not reflected in the final terms. 


Are the Terms Acceptable? 

Only the more important points in the final terms have been 
referred to above, and the comparisons drawn between the 
recommendations of the Joint Committee and the Ministry’s 
final terms are not a substitute for the two documents pub- 
lished last week. The task before consultants and specialists 
is clear. It is for each individually to decide whether the 
terms are sufficiently acceptable to justify consultants and 
specialists signing the permanent contracts offered to them. The 
Joint Committee is seeking the views of its constituent bodies 
on this issue and will meet on July 5 to decide the character 
of the advice to be given to the profession. The Central 
Consultants and Specialists Committee, before expressing its 
view, will have before it the opinions of the various regional 
committees. In the meantime, specialists are again advised not 
to sign permanent contracts until the Central Committee has 
met and expressed its view. , 
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A NON-MERCURIAL FUNGICIDE FOR TINEA PEDIS 

Ihe summer season brings an increase in the number of cases of epidermophytoses of 
the feet (athlete’s foot) and similar mycotic infections of the axilla; and perineal regions 
MYCIL is a non-mercunal fungicide, evolved m the laboratories of The British Drug 
Houses Ltd , which is strongly inhibitive to the growth of the causative organisms of 
tinea pedis 

MYCIL is issued both as an ointment and as a powder Clinical results confirm the 
effectiveness of the combined application. 

MYCIL Dusting Powder is particularly useful as a preventive against re-infection 
when clinical cure has been obtained. 


MYCIL 


TRADE MAKE 

OINTMENT DUSTING POWDER 

Containers of if oz Sprinkler drums 

Literature will be forwarded on application 

MEDICAL DEPARTMENT 

THE BRITISH DRUG HOUSES LTD. LONDON N. 1 

TELEPHONE t CLERKENWELL 3000 TELEGRAMS t TETRADOME TELEX LONDON 



LACTALUHINA 

damps down acidity 


Lactaiumina, a 6% collo- 
idal dispersion of aluminium 
hydroxide, although palatable 
damps down excess gastric 
acidity without the excitation of appetite 
or the stimulation of “ rebound ” hydrochloric 
acid Disturbance of systemic acid base equilibrium is avoided 
Lactaiumina is the preparation of choice mthelonglermtrealmentof peptic ulcer 
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“ The anterior roots of 
the spinal nerves are 
motor, and the posterior 
roots are sensory ” 
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This illustration , drawn by Bell himself, is taken from 
bis book on the study of nerves, published in 1816. 
sir Charles bell {1774-1842) was equally 
eminent as a surgeon and an anatomist. He was Surgeon 
to the Middlesex Hospital from 181 5 until 18 jj, when 
be was appointed to the Chair of Surgery in Edinburgh. 
to b e.l l and other great pioneers of the nineteenth 
century, we owe the beginning of modern knowledge 
of anatomy and physiology. More recent and even 
more spectacular is the advance attained in thera- 
peutics since the introduction of synthetic com- 
pounds. 

In this and every other branch of drug manufac- 
ture, the Boots organisation is constantly active to 
meet the needs of modern therapy. Behind its great 
icsources for research and production there is a long 
tradition of service to the medical profession. 

BOOTS PURE DRUG CO. LTD. 
NOTTINGHAM ENGLAND 



for swift 
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Intolerance, or prejudice against fat-rich foods must ultimately 
result in a marked deficiency of vitamin A. Too often this deficiency goes 
undetected until such symptoms as dry, scaly eruptions, poor dark adap- 
tation or general susceptibility to infection bring the sufferer to your sur- 
gery. Rapid vitamin A saturation can normally be achieved by giving 
‘Prepalin’ orally in capsule form. In exceptional cases, however, ‘Prepa- 
lin ’ may be given by intramuscular injection. 

Even infants tolerate ‘ Prepalin ’ by mouth perfectly well, and * Prcpalin ’ 
Liquid given regularly in the early years is a wise precaution against the 
disorders of growth that characterise avitaminosis A. 


V. 


IP WL § PA EL 0 K1 

CAPSULES; Each capsule contains 24,000 i.u. of vitamin A. 
In bottles of 25 and tins of 100. 

LIQUID : 72,000 i.u. per cc. In 8 cc. bottles. 

I cc.AMPOULES: 100,000 i.u. 6xlcc. I2x 1 cc. 


GLAXO LABORATORIES LTD., GREENFORD. MIDDX. BYRon 3434 
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The art of medicine is gen- 
erally a question of time. 
With the peptic ulcer patient, 
as is well known, the rate of 
healing is determined by the 
ulcer’s freedom from irrita- 
tion. By rapidly buffering 
excess acid and at the same 
time avoiding acid rebound, 
* ALUDROX,’ a suspension 
, of 5’6% colloidal aluminium 
hydroxide in gel form, ensures 
rest for the ulcer. Pain is re- 
lieved and time taken for heal- 
ing reduced to a minimum. 


ALUDROX 

Aluminium hydroxide get 


JOHN WYETH & BROTHER LIMITED 
Clifton House, Eustori Road, London, N.W.l 
BEPLEX - ENDRINE - PETROLACAR - PLASTULES 
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FACTORY MEDICAL SERVICES 

Factory inspectors have recently investigated the medical ser- 
vices in different kinds of factories in Britain for the Ministry 
of Labour. The inquiry was carried out on the suggestion 
of a subcommittee of the Industrial Health Advisory 
Committee. • 

The inquiry shows that out of 243,769 factories in Britain 
4,4 99 have definite arrangements for some kind of medical 
services other than statutory examinations of young- persons. 
General medical supervision is provided in 2,525 factories, 
supervision of first-aid and ambulance-room services in 2,511. 
and in 2,274 factories particular groups of workers — e.g., those 
subject to special health risks — are given a periodical medical 
examination. 

A periodical medical examination of all workers is given at 
the factory in 229 instances, and at the doctor’s surgery in 18. 
New entrants and applicants are examined in 1,558 factories 
and at the doctor’s surgery in 225. At 1,159 factories there is 
provision at the factory for examining workers returning after 
illness, and at 141 at the doctor’s surgery. 

Group Medical Services 

The inquiry shows that there appear to be only three schemes 
of group medical services for small independent factories as 
distinct from factories run by large or closely associated con- 
cerns. These are at the trading estates at Slough, Bridgend, and 
Hillington. The Slough scheme covers 113 factories, of which 
33 employ fewer than 26 workers ; the Bridgend scheme covers 
39 factories, of which 15 employ fewer than 26 workers; and 
the Hillington scheme covers 126 factories, of which 69 employ 
fewer than 26 workers. 

Extra Supervision 

Inspectors were asked whether in their districts there are 
any industries which predominantly stand out as having 
factories with arrangements for medical supervision beyond 
legally compulsory medical examinations. Most of the replies 
were negative, but it seems that the following did fall into that 
category : dockyards and other factories occupied by the 
Admiralty, Royal Ordnance factories, the aircraft industry, 
shipbuilding, iron and steel manufacture, the metal tube 
industry, the chemical industry (particularly at factories occu- 
pied by Imperial Chemical Industries), the tobacco and cigarette 
industry, electric cable and large electrical manufacturing 
undertakings, and cotton spinning. 

Factory Doctors 

Whole-time service is given by 53 doctors who hold appoint- 
ments as “appointed factory doctors,’’ and 586 who are not 
“appointed factory doctors.” Of appointed factory doctors 
doing part-time work, 94 do a substantial amount (more than 
12 hours a week on the average), 245 between three and 
12 hours a week, and 1,397 three hours a week or less; 
of those not appointed . factory doctors, the numbers are 
respectively 111, 406, and 584. 

REVIEW COMMITTEES 

Enlarged to Hear Appeals 

When review committees of regional boards hear appeals from 
practitioners who disagree with their grading they will be 
enlarged by the addition of two members — one nominated by 
the appropriate Royal College according to the specialty of the 
practitioner, and one drawn from the review committee of an 
adjoining hospital region. This decision is a result of discussions 
between the Ministry and the Joint Committee. Similarly, the 
Ministry requests that hoards of governors will arrange that 
when cases are reconsidered the committee which originally 
reviewed them shall be enlarged by the addition of two members 
drawn from the medical staff committee of another teaching 


hospital, one of whom should be of the specialty of the practi- 
tioner whose grading is under review. 

Further Appeal 

Practitioners whose appeals were considered by a reviewing 
committee identical with the committee which first graded them 
will be given a further fortnight in which to lodge an appeal, 
so that it can be referred to the enlarged committee. 

Limitation of Appeals 

The Ministry has cancelled the proviso that remuneration 
at a higher rate as a consequence of any regrading on appeal 
shall be applicable from the date of regrading only, and not 
retrospectively, where the regrading is completed after July 5 
next. Instead, no appeal lodged with a regional hospital board 
or board of governors after July 4, 1949, or more than 14 days 
after the notification of grading to the practitioner, whichever 
is the later, will be considered. Any practitioner whose appeal 
is out of time, and who subsequently obtains a consultant post 
upon the recommendation of an advisory appointments com- 
mittee constituted under the National Health Service (Appoint- 
ment of Specialists) Regulations, 1948, will not be able to 
claim retrospective adjustment of salary at the higher rate from 
July 5, 1948. 

HOSPITAL EYE SERVICE 

The Minister has decided that reversible frames and frosted 
and Chevasse lenses may be supplied under the National 
Health Service without charge to the patient. Laminated safety 
lenses may be supplied under the Service, but the patient is 
normally required to contribute part of the cost. 

Glasses may be repaired, except when the damage is due to 
carelessness, free of charge under the hospital eye service. 
This condition applies also to those glasses for which the 
patient has contributed part of the cost. 

HOSPITAL BUDGETS 

BEDS NOT TO BE CLOSED 
The Minister of Health has sent a letter to hospital boards 
emphasizing that economies should not result in the closing 
of beds or the reduction of other services essential to the 
care and welfare of patients. In certain special cases it may 
be necessary to provide for expenditure on development now 
in hand involving the opening of additional beds, recruitment 
of staff, and the provision of other essential services which 
in the view of the boards are required in the interests of 
the patients. 

The Minister relies on the boards in preparing revised esti- 
mates to exercise close financial vigilance and to budget only 
for services which they are satisfied must be brought into 
operation during the current financial year. Estimates should 
be based on the assumption that existing services are to be 
maintained ; they should provide for developments in progress, 
opening unstaffed beds, and allow for recommended wage 
increases. 

HOSPITAL ENDOWMENTS FUND 

The Minister has made regulations fS.I. No. 4S2. 1949) which 
provide that, after the discharge out of the Hospital Endow- 
ments Fund of certain liabilities transferred to the Minister of 
Health by the N.H.S. Act, 1946, the balance of the fund will 
be apportioned between regional hospital boards and hospital 
management committees by reference to the number 'of bees 
in the hospitals which they control. The income of the fund 
is to be distributed to the boards and committees proportion- 
ately to their shares. 
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Th ? Council’s recommended plan for the grouping of Branches 
an “ Divisi ? ns lor the election of 37 members to Council was 
published in the Supplement of May 28 (p. 293). These maps 
uluslrate the grouping as it is at present, and as it is proposed. 
The figures in white show the number of members to be elected ; 
the figures in black the approximate number of electors. The 
proposed changes are shown on separate maps for England 


ELECTION TO COUNCIL 

GROUPING OF BRANCHES AND DIVISIONS 

and Wales. In the Lancashire and Cheshire and Isle of 
Man group a line on the map shows a suggested subdivi- 
sion, but it will rest with the Lancashire and Cheshire Branch 
to suggest the precise areas (Supplementary Annual Report of 
Council). 

The existing grouping for the direct election of four members 
to Council by members of the Branches, in Scotland is retained. 
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ENGLAND™.. WALES 

Proposed. Grouping 


Under the proposal submitted by the Council the representative! 
in the Representative Body of the constituencies in Scotland 
will elect two members to Council in substitution for the exist- 
ing arrangement under which Groups N and O, and P and Q, 
respectively elect one member each. The groups in Scotland 
are shown on the map lettered as they are at present Similarly, 
the representatives of Welsh constituencies will continue to 
elect one member to Council. 

At present Northern Ireland elects two members to Council, 
one by the direct method and one by the representatives of 


consutuercies. Under the proposed new plan the Northern 
Ireland Branch will elect two members to Council by the direct 
method. 

Consequent on the increase in the number of members to be 
directly elected to Council, the procedure under wh : ch the 
representatives in the Representative Body of constituencies in 
England elect eight members to Council will be discontinued. 
Further, the number of member! of Council to be elected by 
the Representative Body as a whole will be increased from 
eight to ten. 
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GENERAL MEDICAL SERVICES COMMITTEE 

Questions of remuneration and of Whitley machinery and 
arbitration occupied the early part of the meeting on June 2, 
which was reported in the Supplement of June 1 1 (p. 328). 
The assessment of payment for temporary residents was then 
considered. The Remuneration Subcommittee had found that 
the old method of adjustment as between one area and another 
no longer justified the labour involved, and recommended that 
a direct payment be made in respect of every temporary resi- 
dent, the charge — a direct one on the central fund — to be 15s. 
for each ordinary “ temporary," and, provisionally, 2s. 6d. for 
each resident in a convalescent ’home. 

The total amount paid out for temporary residents in England 
and Wales during the first quarter of the present year was 
£62,298, and for Scotland something like £10,000. A member 
said that in Blackpool during the same period the number was 
4,256, so that evidently a considerable sum of money was 
involved. Discussion took place on the definition of “ temporary 
resident " and of " treatment." Was the giving of a certificate 
“ treatment ” ? Dr. lope said that any person who resided 
within an area for a period exceeding 24 hours should be 
regarded as a temporary resident ; if the residence was for less 
than that time the case would constitute an emergency. 

The matter was referred again to the Remuneration Sub- 
committee for action along the lines of the discussion. 

Foreign Visitors 

Asked whether any steps had been taken to secure safeguards 
concerning foreign visitors who benefited from the Service 
during their stay in this country, Dr. Wand, the chairman, 
explained that the Ministry’s view was that, while at any particu- 
lar moment a certain number of foreign visitors might be in 
this country participating in the benefits of the Service, it was 
probable that a corresponding number of British people were 
abroad, and were therefore outside the responsibility of the 
practitioner on whose list they were. It was also pointed out 
that it was much easier to get on the list than off the list. 

It was reported that Professor Bradford Hill had agreed to 
undertake a statistical inquiry for one full year as from Oct. 1 
into the work done by general practitioners. Professor Hill had 
at first expressed himself as doubtful concerning the value of' 
the inquiry if it involved a comparison with pre-war N.H.I. 
figures covering less than half the population. He had been 
informed that the purpose of the inquiry was to discover how 
much work practitioners were now doing and to assess the case 
for improvement of remuneration on the basis of the number 
of items of service rendered. He had consented to undertake 
the task on the understanding that comparisons with the earlier 
period could not be justified. 

The chairman said that the Ministry realized the importance 
of the problem of inflation of doctors’ lists, particularly the 
cumulative effect of inflation when patients had gone on to 
lists in two different areas, and a careful check would be made 
in areas where this was known to occur. It had been promised 
that the possibility of a central register in line with the census 
to be taken in 1951 would be looked into. 

Position af General-Practitioner Specialists 

Dr. Talbot RogtVs, in presenting the minutes of a sub- 
committee which hai,been consGering the position of general- 
practitioner specialists said that the results of the reviewing 
boards were far worse -than he had expected. To all intents 
and purposes hardly Any general practitioners had been placed 
in the ranks of specialists. Not only that, but quite a large 
proportion of the younger people, and some of the older ones, 
who were doing only specialist work and were regarded by their 
colleagues in hospital as specialists, and in most cases would in 
private practice be recognized as such, liad been classified as 
senior hospital medical officers. 

The Secretary (Dr. Charles Hill) said that the Joint Com- 
mittee under Sir Lionel Whitby’s chairmanship had been press- 
ing for a proper appeal machinery. The standards of grading 
varied enormously in different areas, and trouble was blowing 
up all over the country, not only with regard to general- 
practitioner specialists but with regard to provincial hospital 
officers, who had always been regarded as specialists and had 


now been graded senior hospital medical officers. It had now 
been agreed that in future no appointment of senior hospital 
medical officer should be made except in a very limited field, 
and the definition of that field was being prepared at the 
moment. 

The committee dccidcdj in view of the widespread dissatis- 
faction throughout the country, to ask for a proper appeal 
machinery consisting of a committee none of whose members 
were concerned with the original assessment. 

General Practitioners on Staffs of Cottage Hospitals 

An important matter was brought before the committee by 
Dr. Howie Wood, who produced a form of contract with a 
cottage hospital in the course of which it was stated that in so 
far as a general practitioner provided general medical services 
to a patient on his own domiciliary list he was already remuner- 
ated for the work he did in hospital, and in order to provide 
remuneration for hospital work done for other doctors' patients 
the hospital management committee had set up a staff fund 
equal to £25 per occupied bed. This was for assisting at opera- 
tions and writing up case notes fQf patients other than the 
practitioner’s own. The sum mentioned was considered to be 
inadequate in itself and also in comparison with the payment 
of general practitioners attending convalescent homes. There 
was an implication in the contract that attendance at the 
surgeon’s behest was part of the general practitioner’s duty. 

The committee was fully in sympathy with the protest made, 
and noted this question as one to be dealt with as soon as the 
present negotiations on remuneration were concluded. 

Partnerships and the Inducements Fund 

Dr. Katharine Harrower asked the committee to express the 
opinion that, in the case of partners, inducement payments 
should be directly related to the work done and not modified 
by any relationship existing between the partners. She instanced 
a case in which a husband and wife were in partnership with a 
third practitioner, and the Ministry assessed the husband and 
wife together as representing 1 1 .r, whereas the third practi- 
tioner represented 1 x. It was a very short step from this to 
the cutting down of payments in any partnership, say of father 
and son. 

Dr. Harrower was asked to prepare a short memorandum 
on this subject so that the matter could be pursued with the 
Ministry. 

Other Business 

A report was made on a number of matters which had been 
discussed with the Ministry of Health. These included the 
treatment of merchant seamen, mileage payments for maternity 
cases, emergency claims where calls were frivolous or unjustified, 
and the question of telephone charges. With regard to this last 
it was mentioned that the Scottish Department had stated that 
it was prepared to make some contribution when charges were 
excessive. 

■ It was reported that a deputation b3d been received from the 
National Conference of Friendly Societies to discuss the ques- 
tion of the issue of medical certificates of incapacity to volun- ' 
tary members of the societies who were not entitled to sickness 
benefit under the National Insurance Act. These people had 
to ask their doctors for private certificates. Many doctors gave 
them gratuitously, but it was a hardship when the persons 
concerned were required to. pay a fee, for the weekly payments 
were often only a matter of a few shillings. 

The committee viewed the request sympathetically, and was 
of opinion that in such circumstances doctors should not charge 
for a pro forma certificate. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Non-County Borough Councils. — Dartford, Wallsend. 

Urban. District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyidesley. 
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For providing quick and lasting relief from headache of whatever 
origin, Veganin* Tablets are especially useful because they do not 
prevent the patient from continuing his usual occupation. Veganin does not cause drowsi- 
ness ; it mere!) obliterates the pain and quiets the nervous manifestations. 

Veganin is a compound of mini mal doses of codeine, phenacctin and ace ty L alley lie acid. The 
synergistic effect of these drugs of related action provides safe analgesic, antipyretic and 
antispasmodic medication, because the full force of the individual drug is obtained without its 
accessory manifestations. There 
is no likelihood of after-effects 
or habit formation. 

Each tablet— 1 1 8 grs —contains w w 
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We may as well face it. Meat looks like 
being very scarce for a long time. A meat- 
hungry public wonders — Does this matter ? 

We are by tradition and inclination a meat- 
eating race. Many of us — too many — have 
acquired the habit of relying mainly on 
meat for our protein. But so far as nutrition 
is concerned all experience shows that it is 
possible for mothers to bear fine children. 


for children to grow, for adults to lead full 
and healthy lives without meat provided the 
diet is well chosen. 

Bemax is a useful preparation for patients 
requiring generous protein intake. Though 
of cereal origin, its amino acid content ranks 
it as a source of first-class protein. More- 
over its protein content is higher than that of 
most other common foods. Bemax actually, 
weight for weight, supplies more protein 
than does lean beef, and its essential amino- 
acid analysis renders it of equal protein 
value with beef. 


The recommended daily ounce of Bemax 
will gi\e one and a half limes as much protein 
as the weekly meat ration (taken as steak). 
All this and vitamins, too! 
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‘AVLON’ 

PENICILLIN PREPARATIONS 


© LOZENGES OF PENICILLIN Each 
lozenge, contains 500 units either of the 
Calcium (B.P.) in containers of 2£ and £00, 
or Crystalline Potassium Salt of Penicillin in 
containers of 20 and joo. 

© CRYSTALLINE PENICILLIN WITH 
‘SULPHAMEZATHINE’ (STERILIZED) 
Containing £,000 units of Crystalline 
Potassium Penicillin per gramme. In bottles 
of 2 £ grammes. 


• ‘AVLOPROCIL’ Brand of Procaine- 
Penicillin Oily injection. In vials of 10 c.c. 
singly and in boxes of £. 

• CRYSTALLINE PENICILLIN WITH 
SULPHANILAAIIDE (STERILIZED) Con- 
taining £,000 units of Crystalline Potassium 
Penicillin per gramme. In bottles of 2£ 
grammes. 

• PENICILLIN OINTMENT FOR THE 
EYE, B.P. Containing 1 ,000 units of the 
Calcium Salt of Penicillin per gramme. In 
rubes of £ grammes. 


O OINTMENT OF PENICILLIN, B.P. Containing £00 units of the Calcium j>alt of 
Penicillin per gramme. In tubes of £ grammes. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 

A subsidiary company of Imperial Chemical Industries Ltd. 
WILMSLOW, M ANCHHb ftK 
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SUMMER DIARRHOEA 

and 

FOOD POISONING 


lAYLENE 


Kaylene (Colloidal Kaolin 100%) detoxicates the 
g astro-intestinal contents and adds bulk and Jirm- 
ness to the faeces. It is protective and sedative to 
irritated and inflamed mucous membranes. 


Samples and literature on request 


LIMITED 


Scie Distributors : AOSORBENTS, LTD., 
WATERLOO ROAD, LONDON,'- N.W.2. 
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^fliy Ribena in 
Blood Dyscrasias ? 


Because it is established that vitamin C 
is an important factor in the proper utilisa- 
tion of iron by the body, and that, in the 
treatment of iron-deficiency amcmias, an 
optimal intake of vitamin C is important. 
Because, too, clinical experience has proved 
its value as an adjunct in nutritional anxmias, 
as also in hxmorrhagic states. More 
specific information will be gladly supplied 
on request. 

Ribena is the pure undiluted juice of 
fresh ripe blackcurrants with sugar, in the 
fdrm of a delicious syrup. Being freed 
from all cellular structure of the fruit, it 
will not upset the most delicate stomach. 
It is particularly rich in natural vitamin C 
(not less than 20 mgm. per fluid ounce) 
and associated factors. 



ma 

(BIDES JflORA) 

BLACKCURRANT SYRUP 

H. W. CARTER & CO., Ltd. (Dept 6*,. 

Th« Royal Forest Factory, Coleford, GIqs 

Eire. — Inquiries should be addressed to Proprietaries {Eire) Ltd., 
IT/22, Parks ate Street. Dublin. 
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SCOTTISH G.M.S. SUBCOMMITTEE 

A proposal to introduce in Scotland the Formulary recently 
announced by Mr. Bevan as appl-inn to England and Wales 
was considered by the General Medical Services Subcommittee 
(Scotland) at a meeting at 8.M A House, Edinburgh, on 
May 26. Dr. W. M. Knox presided. 

The Department of Health for Scotland pointed out that if 
the committee approved of the Department’s issuing the 
Formulary to practitioners in Scotland they would also send 
out an accompanying letter explaining the position. 

The opinion was expressed that practitioners 'already made 
use of their, own formulae and it would be to the advantage 
of the profession to use the national ore. It was not so much 
a question of whether the Formulary should be used but rather 
whether it should be issued The covering letter made it 
abundantly clear that there was no intention of introducing 
compulsion. 

The opinion was also expressed that the introduction of the 
Formulary would lead to a general deterioration of the high 
standard of prescribing which existed in Scotland and to some 
lazy-mindedness. 

The committee agreed to the Department's proposal to issue 
the Formulary together with the covering note. 

Filling Vacancies 

After discussion the subcommittee indicated its readiness to 
take part in a meeting with representatives of the Department 
of Health and the Scottish Association of Executive Councils 
suggested by the latter body with a view to reducing to a 
minimum the delay which is taking place in connexion with 
the filling of vacancies on the medical list of an executive 
council on the death or retirement of a practitioner. It was 
decided to transmit to the Department of Health a suggestion 
that the joint meeting, if held, might take into consideration 
that where in the filling of a vacancy the local medical com- 
mittee, executive council, and the Medical Practices Committee 
are in agreement, in the interests of a general speeding up, 
there should be no appeal to the Secretary of State. Where 
there was difference of opinion in any of these bodies, however, 
appeals should be allowable. 

Other Business 

The committee received a report on discussions with repre- 
sentatives of Scottish Local Authorities on the question of 
which services are covered by the fees payable to general 
practitioners under the National Health scheme. The sub- 
committee decided to take up with the Department of Health 
the position of general practitioners under the Service in 
respect of the domiciliary treatment of venereal diseases. 

The committee rejected a proposal by the Department of 
Health and tjie pharmacists that, in future, prescription forms 
should be in duplicate or triplicate. It was admitted that the 
pharmacists had made out a case for the keeping of a record 
for their own purposes, but the view was taken that the time 
was inopportune to ask the practitioner to undertake what is 
not for his purposes an essential duty. 

Constitution of Committee 

In connexion with the constitution of the General Medical 
Services Subcommittee (Scotland) it was decided to recom- 
mend to the parent committee that in future each local medical 
committee in Scotland' should have at least one representative 
on the subcommittee. On a vote it was agreed that the 
Scottish representatives on the Central General Medical Ser- 
vices Committee should continue to be appointed on an area 
basis and not by the General Medical Services (Scotland) 
Subcommittee. 


Dangerous Drugs Act: Withdrawal of Authority 

The Home-Office announces that Dr.' Alexander Watt (Peterhead) 
is no longer authorized to be in possession of or to- prescribe those 
drugs .to which the Dangerous Drugs 'Regulations apply. 


WHITLEY MACHINERY AND PUBLIC 
HEALTH SALARIES 

A meeting of the Public Health Committee of the Association 
was held on June 3, Dr. Jaxes Fenton presiding. An explana- 
tion was given of the position with regard to Whitley machinery 
and arbitration, similar to that which had been made on the 
previous day to the General Medical Services Committee 
( Supplement , June 11, p. 328). Under Clause 12 of the amend- 
ing Bill it appeared that resort to arbitration was possible only 
with the consent of the Minister. Other types of procedure 
regarding suitable ’ means of settlement were discussed. The 
chairman said that a close watch was being kept on the situa- 
tion from every aspect — that of public health officers as well as 
general practitioners and consultants and specialists. 

The committee considered a letter which had been received 
from a county medical officer of health suggesting that the 
Association itself should make known to individual members 
of local authorities the relevant details of the present dispute 
with local authorities’ associations concerning salaries. This 
correspondent had found that some members of local authori- 
ties thought they were acting in good faith in advertising posts 
(in the local press, the medical journals being closed to them) 
at a higher salary than had hitherto obtained. The view of the 
committee, however, was that it could not approach individual 
members of local authorities, and that it was the duty of each 
medical officer of health to explain the position to his council 
or committee, as, indeed, had been done in the case of the 
correspondent concerned. 

It was reported that a communication had been addressed to 
the professors of public health at all teaching centres with a 
view to making the Association’s policy known to all successful 
D.P.H. candidates. Replies had been received from most of 
the professors testifying their full agreement with the B.M.A. 
policy and in some cases giving names of candidates so that 
the Association could communicate direct with them. 

Active steps were also being taken to counter any demand by 
local authorities to employ general practitioners on a sessional 
basis for the purpose of undertaking duties normally carried out 
by a whole-time medical officer. When it came to the notice of 
the bead office that a local authority was contemplating such a 
step, the local Division was informed and requested to advise 
practitioners in the area against the acceptance of such employ- 
ment. In the Metropolitan Counties Branch a tpecial appeal 
had been addressed to all general practitioners, and a letter 
on this subject had also been sent to all local units of the 
Association throughout the country. 

Fees for Part-time Work 

The secretary of the committee (Dr. Kelynack) gave a verbal 
report of a meeting with representatives of local authorities’ - 
associations at the Ministry of Health on May 31 concerning 
the minimum fees to be paid for part-time work. She said that 
it was the first time that ali these various matters had been 
assembled in one document. General agreement had been 
reached on the minimum fees as recommended by the Associa- 
tion for certain services. It was not possible to give a full 
report as negotiations were still continuing, a further meeting 
having been arranged for June 20. 

The committee expressed its satisfaction with the interim 
report. 

It was teported that on May 4 a meeting of the Askwith 
Advisory Committee which had been called could not proceed 
because the County Councils Association, supported by the 
Urban and Rural District Councils Associations, had refused 
to take part on the ground that the action of the B.M.A. in 
refusing public health authority advertisements implied a 
repudiation of the Askwith Agreement. The Association of 
Municipal Corporations and the London County Council were 
represented, and the absence of representatives of the other 
bodies was generally regarded as highly discourteous. The 
matter h3d been reported’ to the Minister by the independent 
chairman of the Advisory. Committee. 

' It was repotted from- the Society of. Medical Officers of Health 
that the council of that body bad' considered the basis 'upon 
which public- health service members- should contribute’ to the 
funds of the British Medical Guild. The society considered 
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that a levy should be made on the basis of £v for those .with 
salaries of £1,500 and over, by £y for those with salaries of 
between £1,000 and £1,500, and Iz for those with salaries of 
under £1,000, and that the question of the appropriate contribu- 
tions to be made should be considered by the General Purposes 
Committee of the society, when recommendations would be sent 
to the Association. 


ROLE OF THE DIVISIONS IN THE MEDICO- 
POLITICAL WORK OF THE ASSOCIATION 

The Organization Committee has prepared the following 
memorandum : 

The Association has been described as a federation of local 
medical societies, each having its own administration and rules. 
Each local unit has autonomy within the limits imposed by the 
articles and by-laws of the Association, but is linked to others 
and with the central executive. 

The Division provides the means for carrying out locally the 
main objects of the Association — the promotion of the medical 
and allied sciences and the maintenance of the honour and 
interests of the profession. It is to the Division that the indi- 
vidual member should look for help and advice and for the 
opportunity of meeting his colleagues. 

The activities of Divisions can be grouped under four heads : 
scientific, social, medico-political, and ethical. During the past 
decade, but chiefly since the end of the war, most Divisions have 
been preoccupied with medical politics, and the proportion of 
meetings held to discuss political matters has been unduly high, 
often at the expense of scientific meetings. It is to be hoped 
that the balance will be restored, because experience shows that 
scientific and social occasions attract as a rule larger attendances, 
and that where the main activity of the Division is political its 
work tends to pass into the hands of the few who are interested, 
with harmful effect both to the Division and to the Association 
as a whole. 

Nevertheless, it is important that the Division should continue 
to foster interest and to take part in medico-political work. 
Only by this means can the individual member be given the 
opportunity of criticizmg, and through his representative on 
the Representative Body of shaping, the policy of the 
Association. 

The Representative Body is the parliament of the Association. 
Once every year it meets to review in detail all the manifold 
activities of the many committees which, on behalf of the 
Council, watch over the interests of the profession. It is the 
responsibility of the Division executive, not only to provide 
the occasion for discussion of the Council’s annual report, but 
to make every member of the Division feel that his co- 
operation is needed in order that his representative may attend 
the Annual Meeting with full knowledge of the views of those 
he represents. 

Two changes likely to affect the position of the Division in 
relation to medico-political work have followed the introduction 
of 100% service and the co-ordination of the hospital, public 
health, and general medical services in a single administrative 
structure under the National Health Service Act. In the first 
place more emphasis is placed on negotiation at a national 
level, the field of local negotiation in which the Division or 
Branch could conduct its own affairs being correspondingly 
narrowed. Secondly, special machinery has been extended or 
devised to deal with terms and conditions of service in the 
three main fields of practice. 

Local Action 

While it is true that the field of local political work has been 
narrowed, much remains. In all questions affecting private 
practice or services outside the scope of the Act it is still the 
responsibility of the Division to secure the implementation of 
Association policy m its area. A review of the work of the 
Private Practice Committee in recent months will show many 
examples of questions which can be best dealt with by local 
uniis within centrally determined policy. Two instances will 
Mitiice to illustrate this point. 

, Tl'e Commissioner of Police for a northern county recently circu- 
.aruvu termer police surgeons and others and attempted to impose 


obligations which were quite unacceptable. This matter has been 
satisfactorily adjusted by the Branch with the minimum of guidance 
from headquarters. The Branch arranged a conference of secretaries 
of Divisions in the county to meet the Commissioner, who has agreed 
to correct the impression caused, by a further letter in a form agreed 
by the Branch. 

The Prison Commission, with the help of the Ministry of Health, 
is attempting to form local panels of general practitioners who may 
be called upon to certify persons on remand where the mental con- 
difion and need for detention are in question. A fee is offered which 
is quite inadequate and at variance with Association policy. Clearly 
the use of local machinery is necessary in order to warn doctors 
requested to accept these terms that by so doing they will prejudice 
the outcome of central negotiations. 

Thus the Divisions have a two-way function in local political 
activity. They may take the initiative when questions arise 
locally in the first instance, calling on the branch or Head- 
quarters for help, if need be ; or they may act as a link between 
centre and periphery and inform members where individual 
action or co-operation is required. 

In another sphere, closely related to medical politics, the 
role of the Division is very important. This is in promoting 
and maintaining good relations between the local profession 
on the one hand and local government, local institutions, and 
the lay public on the other. The B.M.A. is now generally 
accepted as the representative body of the medical profession, 
but this has not happened fortuitously, and if this position is 
to be maintained in local communities constant vigilance and 
action by the Division will be necessary. Good public relations 
are a necessary condition of success in the medico-political 
field and are by no means limited to organized press publicity. 

The second factor likely to affect the part played by Divisions 
in medical politics is the establishment of special negotiating 
machinery for general practitioners and consultants. Com- 
mittees are now established with autonomy in their respective 
fields, linked to the Association centrally but with no corre- 
sponding link between local organizations. The argument that 
this situation is not new and that the General Medical Services 
Committee is only the Insurance Acts Committee under another 
name is unconvincing. A new situation has arisen through 
the introduction of a 100% service and through the establish- 
ment of similar machinery to represent consultants and 
specialists. The G.M.S. Committee and the Central Consultants 
Committee are empowered to act independently in all questions 
affecting practitioners taking part in the Health Service. Under 
these circumstances it would seem at first sight that, in a large 
part of the medico-political field, the local units of the Asso- 
ciation must stand aside in order to avoid the dangers of divided 
counsels and duplication of responsibility. Closer examination 
of the position shows, however, that for the Division it is a 
change rather than an abdication of function. 

Link in the Profession 

Though there is usually cross-representation between the 
local medical committees and regional consultants committees, 
making them nominally representative of the whole profession 
in their areas, these areas are so different and the main interests 
of the two committees so divergent that in fact' they are as 
separate and distinct as the right and left hands of the medical 
body-politic. It is for the Division to form the link and to 
preserve the unity of the profession locally. The Division, 
because its area is designed to enable members to meet, can 
attain a much closer contact between its members and its 
executive than a county or regional committee can have with 
its constituents. In the latter case the relationship is purely 
formal, and, once the committee has been elected, formation 
of policy must remain mainly in the hands of the .executive. 
In the Division, on the other hand, there is opportunity for 
free criticism and discussion. 

Some Divisions, in order to increase facilities for discussion, 
have formed still smaller units — study groups — and there are 
clearly advantages in arranging Division areas so that members 
can meet without having to travel long distances. The pro- 
posal that the areas of Divisions and Branches should be 
revised to conform to the areas of executive councils or regional 
hospital boards should be resisted. 

Fortunately for the sake of the unity of the profession 
the members of local medical committees and regional con- 
sultants committees are usually leading members of the 



June 18, 1949 


ROLE OF DIVISIONS IN MEDICO-POLITICAL WORK *» 339 


profession in their areas and as such often hold office in their 
Divisions ; thus there can be a two-way exchange of informa- 
tion, and co-operation is assured. Passive acceptance of this 
situation, however, is not enough, and an important aim of 
the Division should be to secure that the Association is 
adequately represented on these committees. 

Another important aspect of the work of the Division in the 
medico-political field is the education and introduction to 
> medical politics of the younger members, many of whom feel 
that their interests are not fully understood by their senior 
colleagues in established practice. The L M.C. is remote from 
the assistant, and the consultants committee is far removed 
from the hospital resident, but both should feel that they can 
speak and vote at Division meetings and that their views are 
welcome. Those who are interested in political work can 
aspire to membership of the executive or office in the Division 
as a first step towards membership of one of the representative 
committees or the Representative Body of the Association. 

Clearly the role of the Division in providing a meeting- 
ground for doctors in all branches of practice and a common 
forum for the expression of medico-political opinion will be, 
if anything, more important in the future than in the past. 


HEARD AT HEADQUARTERS 


Silent Eloquence 

Many people have expressed themselves forcibly from time 
to time about the new Health Act, but hardly to the extent of 
the deaf and dumb speaker of whom Sir Allen Daley spoke the 
other day. In explaining the Act to a company of deaf and 
dumb he dislocated three of his fingers. 

B.M.A. Films 

A feature of the recent Conference of Honorary Secretaries 
was a film show. The Association is aiming to become, through 
its film library and bureau, the primary authority on medical 
films in this country. It is not merely a question of bringing 
together films which have a medical interest, but of developing 
a method of presenting medical subjects. To that end a script 
is being prepared by the Film Committee for a specimen film 
for potential film producers illustrating how best such a film 
may be made. A viewing-room at Headquarters, a B.M.A. film 
caption for attachment to Association films, and arrangements 
with a film laboratory for the titling, editing, and conversion of 
films are other activities on foot. 

■ ~ Not for Nothing 

An ' ophthalmic medical , practitioner tells us that he has 
received the following letter about one of his patients : “ I 
understand you examined my daughter’s eyes, well I am not 
satisfied with the report you gave her, do you know much about 
eyes as you say she has one lazy eye, do you not know of a 
cure for such an eye, if you do not, I will have to take my 
daughter to one who does know', and will attempt to put it 
right, and I will see that we dont pay national insurance for 
nothing.” 

One Mosquito 

One would like to have the comments of a Ross Institute 
invcsfigator on a statement made by Lord Winster, the late 
Governor of Cyprus, at a meeting of the Royal Empire Society. 
Lord Winster painted an idyllic picture of Cyprus (in every 
respect except the political) and referred in particular to its 
immunity from malaria. The island has been scourged by 
malaria for generations, and there used to be districts where 
malaria affected the entire population. But now the place has 
been cleaned up and not a case remains, as Drs. Shelley and 
Aziz recorded recently in this Journal. Lord Winster then said 
that during his governorship an invcsfigator came out from the 
Ross Institute to sec what had been done about the malaria- 
carrying mosquito, and he was able to find only one on the 
whole island. “ And I am absolutely certain,” added his 
lordship, “ that he brought it out with him 1 ” 


Questions Answered 


Emergency Fee 

Q . — 1 was summoned by the local police to appear at 'the 
station to identify a girl brought to them with “ loss of memory .” 
I went and identified the patient and took her home. As for 
payment, the officer in charge of the station said that, since I 
was a National Health Service doctor, no “ certificate " could 
be issued to me and that l therefore would receive no payment 
from the police. Is this kind of activity part of my duty under 
the NH.S. ? If not, to whom do / apply for remuneration ? 

A. — Where a practitioner is asked to attend a patient as a 
result of an accident or other emergency he is entitled to claim 
an emergency fee from the executive council if the patient is not 
on his lisL The only exception is where a fee under the Road 
Traffic Act can be claimed. The police are responsible for a 
fee only where an examination or report is undertaken at their 
request. 

Dental Haemorrhages 

Q . — During the past few weeks / have been called out on 
several occasions to arrest haemorrhage after dental extractions. 
On whom does this responsibility lie — the dentist or the doctor ? 

A. — Ti'.e arrest of dental haemorrhage is the responsibility of 
the dental surgeon who undertook the extraction. When the 
dentist is not immediately available the patient often calls upon 
his normal medical attendant. In the Ministry’s view this ser- 
vice forms part of the practitioner’s normal obligations to his 
patients, but the Association is disputing this interpretation and 
is pressing for an appropriate fee to be paid when the general 
practitioner is called out. 

Patient on Public List 

Q . — A few weeks ago 1 received a request to visit a patient 
who, although actually on my register of insured persons, had 
some time previously moved to a district in which 1 have not 
undertaken to visit Stale patients. I explained this on the 
phone, and was informed that the patient was aware of this, 
but was anxious that I should continue to attend the family as 
private patients. I visited the patient for several days. I am 
aware that I should be at liberty to refuse to visit the patient 
and instruct them to call in a doctor who attends State patients 
in their particular district, but am l at liberty to charge a visiting 
fee, notwithstanding the fact that they were at the time on my 
list of State patients? 

A. — As the patient concerned is included on your public list 
you are debarred by the regulations from receiving any fee in 
respect of medical attendance or treatment given. 


HONG KONG AND CHINA BRANCH 

The Branch has about 175 members, of whom about 6/7 are 
in Hong Kong and the rest in China. Seventeen' meetings 
have been held in Hong Kong since the war, at which mem- 
bers have read papers, films have been shown, and laboratory 
and clinical demonstrations have been arranged. The Branch 
owns a library in the centre of the town and has recently 
purchased some 50 new books. 

Each month the honorary secretary. Dr. D. W. Gould, makes 
a_ precis of the proceedings of the Branch Council, which is 
circulated to all members both in Hong Kong and China, and 
he includes with it information on any matters of general 
interest which have arisen during the month. 

The Branch Council is active and effective. Forty-five mem- 
bers of the Branch in Hong Kong are Chinese, and’ the Branch 
co-operates closely with the Hong Kong Branch of the Chinese 
Medical Association. 

Most of the members in China itself are medical missionaries. 
It appears that the Communists are allowing medical mission- 
aries^ to continue their w - ork in the areas so far conquered, 
provided^ the missionaries confine themselves to medicine and 
abstain from religious or political activity. 
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ONE HUNDRED AND SEVENTEENTH ANNUAL RffiETING, 
HARROGATE, JUNE 24 TO JULY 1, 1949 

President-Elect : C. W. Curtis Bain, M.C., D.M., F.R.C.P., Senior Physician, Harrogate General Hospital. 

Local General Secretary: D. D. Payne, M.D., D.P.H.\ BMA office, Royal Balhs Harrogate. 

Executive Officer : G. A. Peck, B.Sc. J 

Local Science Secretary : J. V. Wilson, M.D., M.R.C.P., Department of Path; logy, Harrogate General Hospital. 


PROGRAMME 


SCIENTIFIC SECTIONS 

The following Sections will meet on Four Days : 

MEDICINE 

President: Professor R. E. Tunbridge, O.B.E., M.Sc., M.D., 
F.R.C.P. (Leeds). 

Vice-Presidents : professor H. W. Fullerton, M.D., F.R.C.P. 
(Aberdeen); R. R. Bomford, D.M., F.R.C.P. (London); Pro- 
fessor A. P. Thomson, M.C., M.D., F.R.C.P. (Birmingham). 

Hon. Secretaries: T. G. Ream, M.D., M.R.C.P., 4, Spring 
Grove, Harrogate; J. L. Lovibond, M.D., F.R.C.P., 81, Harley 
Street, W.l. 

Official Reporter : Dr. K. M. A. Perry. 

Meeting-place : Harrogate Hydro. 

Tuesday, June 28. — 10 a.m., Discussion : Diabetes Mellitus. 
To be opened by Dr. R. D. Lawrence (London), followed by 
Professor R. E. Tunbridge (Leeds), Insulin and Diet ; Mr, 
H. H. Fouracre Barns (London) and Dr. Charles Rolland 
(Edinburgh), Pregnancy Aspects ; Mr. D. A. Hall, Ph.D. 
(Leeds), Rapid Blood Sugar Estimations: Dr. R. G. Paley 
(Leeds), Skin Complications of Insulin Injections ; and Dr. 
A. J. Ballantyne (Glasgow), Ocular Complications. Dr. E. P. 
Joslin (Boston, U.S.A.) will be present and take part in the 
discussion. 

Wednesday, June 29 (Combined Meeting with Section of 
Surgery). — 10 a.m., Discussion: Treatment of Peptic Ulcers. 
To be introduced and summarized by Sir Henry Cohen (Liver- 
pool). Opening paper by the late Mr. A. Hedley Visick 
(York) to be read by Dr. C. N. PulveRtaft (York), followed 
by Dr. Richard Doll (London), Sociological Aspects ; and 
Mr. A. D. Beattie (Leicester), Surgical Aspect. 

Thursday, June 30. — 10 a.m.. Papers: (1) Streptomycin, by 
Dr. Geoffrey Marshall (London) ; (2) Radioactive Substances 
in Cl'nical Medicine, by Dr. Russell Fraser (London) ; (3) 
Anticoagulants, by Professor H. W. Fullerton (Aberdeen). 

Friday, July I . — 10 a.m., Discussio/t : Cirrhosis of the Liver. 
To be opened by Dr. N. H. Martin (London), Aetiology and 
Pathology, followed by Dr. N. H. K. Haggie (London). 
Alcohol in Cirrhosis ; Mr. J. E. Richardson (London), Surgical 
Aspects ; and Dr. E. R. Cullinan (London), Clinical Aspects 
and Summary. Paper: Salicylate Therapy in Acute Rheuma- 
tism, by Dr. G. Watkinson (Leeds). 

Thursday, June 30, and Friday, July 1 . — 2.30 p.m., Royal 
Bath Hospital. Demonstration : The Role of Surgery in 
Rheumatism. “ Movement is Life ” (Lucas-Championniere). 


OBSTETRICS AND GYNAECOLOGY 
President: Professor A. M. Clave, M.D., F.R.C.S., 

F.R.C.O.G. (Leeds). 

Vice-Presidents: Gladys Kay, M.D. (Harrogate); Professor 
>• N. A. Jeffcoate. M.D., F.R.C.S.Ed., F.R.C.O.G. (Liver- 
pool): Arnold L. Walker, M.B., F.R.C.S., F.R.C.O.G. 
.London). 


Secretaries: C. Rutherford Morison. M.D., 
• -K.L.O.G.. 2, Lancaster Road, Harrogate ; Miss Josephine 
Strcet^W^ 1 ’’ F ‘ RC ' S " MRGP " M.R.C.O.G., 7, Wimpole 


Official Reporter • Dr. D. Gordon Lennon. 

Meeting-place : Prince of Wales Hotel. 

J ‘"' e — 10 3 - m -- Discussion : Breech Presentatic 
eht ‘rw n ,? Scm ? m - To be °P ened by Mr - R- Newton (Mai 
R^lir ° wcd by Mr - c - M - Marshall (Liverpool), M 
B. L. Jcu.fre.sov (Leeds), and Dr. J. Lovset (Norway). 

Rad io\cr^ ay 'in“ ne 29 < Combmed Meeting with Section i 
Kauiology). 10 a.m.. Discussion: The Value of Y-ray 


Assessing Disproportion. To be opened jointly by Professor 
Chassar Moir (Oxford) and Dr. J. Blair Hartley (Man- 
chester), followed by Miss Meave Kenny (London) and Dr. S. 
Josephs (Newcastle-upon-Tyne). 

Thursday. June 30 (Combined Meeting with Section of 
Dermatology). — 10 a.m., Discussion: Pruritus Vulvae. To be 
opened by Professor T. N. A. Jeffcoate (Liverpool) and Dr. 
G. A. Grant Peterkin (Edinburgh), followed by Dr. Elizabeth 
Hunt (London) and Dr. C. J. Mackinlay (Glasgow). 

Friday, July /. — 10 a.m., Discussion : Functional Uterine 
Haemorrhage. To be opened by Mr. V. B. Green-Armytage 
(London), followed by Dr. P.- M. F. Bishop (London) and 
Dr. T. N. MacGregor (Edinburgh). 

PATHOLOGY AND BACTERIOLOGY 
President: Professor R. J. V. Pulvertaft, O.B.E., M.D., 
F.R.C.P. (London). i 

Vice-Presidents : Professor T. F. Hewer, M.D., F.R.C.P. 
(Bristol); J. G. Greenfield, M.D., F.R.C.P. (London) ; 'A. H, T. 
Robb-Smith, M.D., M.R.C.P. (Oxford). 

Hon. Secretaries: J. V. Wilson, M.D., M.R.C.P., Harrogate 
General Hospital, Harrogate ; Professor H. A. Magnus, M.D., 
Department of Pathology, King’s College Hospital, Denmark 
Hill, S.E.5. 

Official Reporter: Professor Robert Cruickshank. 
Meeting-place : Grand Hotel, 

Tuesday. June 28. — 9.45 a.m.. Opening of Pathological 
Museum. Royal Bath Hospital. Cornwall Road, by Professor 

M. J. Stewart, LL.D., F.R.C.P., F.R.F.P.S., F.F.R. (Leeds). 
10 a m„ Discussion ; The Laboratory Diagnosis and Prevention- 
of Whooping-cough. To be opened by Professor R. CRUtcK- 
shank (London), followed by Dr. W. C. Cockburn (London), 
and Dr. D. G. Evans (Manchester). 12 noon. Discussion: 
The Care and Treatment of Laboratory Animals. To be 
opened by Dr. Jean Vintner (Technical Secretary, U.E.A.W.), 
followed by Professor A. N. Worden (Chief Biochemist to 
the Animal Health Trust). 

Wednesday, June 29 (Combined Meeting with Section of 
Tropical Medicine). — 10 a.m., Discussion: Fat Metabolism 
and the Snrue Syndrome. To be opened jointly by Professor 
A. C. Frazer (Birmingham) and Dr. Douglas Black (Man- 
chester), followed bv Dr. K. D. Keele (London) and Dr. 
A. W. D. Leishman (Sheffield). During the discussion Sir Philip 
Manson-Bahr will show lantern slides illustrating the lesion? 
of the tongue in sprue. 

Thursday, June 30. — 10 a.m.. Discussion: Chemotherapy in 
the Treatment of Malignant Disease. To be opened by Pro- 
fessor E. C. Dodds (London), followed by Sir Stanford Cade 
(London), Professor A. Haddow (London), and Professor F. 
Dickens (London). 

Friday, July 1. — 10 a.m.. Papers: (1) Tile Pathological 
Anatomy of Hypersensitivity Reactions in Man, by Professor 
Hilding Bergstrand (Stockholm). (2) Temporal Arthritis, by 
Dr. C. V. Harrison (London), (3) Vascular Chances in Diabetes, 
with Particular Reference to Retinal and Renal Changes, by Dr. 

N. Ashton (London). 

RADIOLOGY 

President: J. L. A. Grout, F.R.C.S.Ed., D.M.R.E., F.F.R. 
(Sheffield). 

Vicc-Prcsicients: C. G. Hitchcock, M.R.C.S., L.R.C.P. 
(Harrogate); J. Alex. Thomson, M.B., Ch.B., D.M.R.E. 
(Harrogate); Professor Brian W. Windeyer, F.R.C.S.Ed., 
D.M.R.E., F.F.R. (London). 
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Hon. Secretaries: C. N. PuLVEKTsn, M.B., B.Ch., D.M.R.E., 
York County Hospital, York ; John R. N'uttall. M.D., F.F.R., 
D.M.R., Radium Department, General Infirmary, Leeds. 
Official Reporter : Mr. Cooper. 

Tuesday, June 28. Meeting-place Queen Hotel (Therapeutic 
Meeting). — 10 a.m.. Discussion : The Scope and Limitation 
of Radiotherapy. To be opened join tl> by Dr. J. S. Flxton 
t (Liverpool) and Dr. Chester Williams (Bradford). 

J" Wednesday, June 29. Meeting-place Prince of Wales Hotel 
(Combined Meeting with Section of Obstetrics and Gynaeco- 
logy). — 10 ajn.. Discussion: The Value of Y-ray in Assessing 
Disproportion. To be opened jointly b > Professor Chassar 
Moir (Oxford) and Dr. J. Blair Hartley (Manchester), fol- 
lowed by Miss Meave Kenny (London) and Dr. S. Josephs 
(Newcastle-upon-Tyne). 

Wednesday, June 29. Meeting-place : Prince of Wales Hotel 
(Therapeutic Meeting). — 10 a.m , Discussion : Radiotherapy in 
Spondylitis Ankylopoietica and Osteoarthritis. To be opened 
by Dr. H. L. Gwendolen Hilton (London), followed by Dr. 
Margaret D. Snellinc (London) and Dr. L Janet Mallender 
(Leeds). 

Thursday, June 30. Meeting-place Majestic Hotel (Com- 
w bined Meeting with Section of Cardiology). — 10 a.m., Discus- 
sion: Angiocardiography. To be opened jointly by Dr. 
t Frances Gardner (London), Interpretation of Normal Angio- 
cardiograms ; of those seen in Cases of Cyanotic Heart Disease, 
and in Aortitis and Aortic Aneurysm ; and Dr. J. Wilkie 
(Sheffield), Technical Considerations ; Demonstration of Angio- 
cardiograms. Followed by Dr. K. D. Keele (London), Angio- 
cardiograms in Acyanotic Heart Disease ; Dr. T. H. Hills 
(London), Angiocardiograms in Cyanotic Heart Disease; and 
Dr. F. Jackson (London), Present Trends in North American 
Clinics. 

Friday, July I. Meeting-place ■ Queen Hotel (Diagnostic 
Meeting). — 10 a.m.. Discussion: Radiology of Joints. To be 
opened by Dr. E. Duff Gray (Manchester), followed by Dr. 
P. H. Whitaker (Liverpool) and Dr. J. B. King (Edinburgh). 

SURGERY 

President: T. V. Pearce, M.D., F.R.C.S. (Harrogate). 
Vice-Presidents: H. Hamilton Stewart. F.R.C.S. (Brad- 
ford); Ian J. Fraser, D.S.O., O.B.E., F.R.C.S. (Belfast); Sir 
Cecil P. G. Wakeley, F.R.C.S., F.R.A.C.S., F.R.S.Ed. (London). 

Hon. Secretaries: Gordon N. Bailey, M.A., M.B., F.R.C.S., 
2, Lancaster Road, Harrogate ; Rodney Smith, M.S., F.R.C.S., 
6, Devonshire Place, W.l. 

Official Reporter: Professor Ian Aird. 

Tuesday, June 28. Meeting-place : Majestic Hotel. — 10 a.m., 
Discussion : Prostatic Obstruction. To be opened by Mr. 
H. Hamilton Stewart (Bradford), followed by Mr. Wilson 
Hey (Manchester), Mr. Ashton Miller (Bristol), and Mr. John 
Swinney (Newcastle-upon-Tyne). 

Wednesday, June 29 (Combined Meeting with Section of 
Medicine). Meeting-place : Harrogate Hydro. — 10 a.m., Discus- 
sion ; Treatment of Peptic Ulcers. To be introduced and sum- 
marized by Sir Henry Cohen (Liverpool). Opening Paper by 
the late Mr. A. Hedley Visick (York) to be read by Dr. C. N. 

1 ' Pulvertaft (York), followed by Dr. Richard Doll (London), 
Sociological Aspects ; and Mr. A. D. Beattie (Leicester), 
Surgical Aspect. 

Thursday, June 30 (Combined Meeting with Section of Neuro- 
logy and Psychiatry). Meeting-place : Majestic Hotel. — 10 a.m., 
Discussion: The Treatment, After-Treatment, and Sequelae of 
Closed Injuries to the Head. To be opened by Professor 
Norman McOmish Dorr (Edinburgh), followed by Dr. W. 
Ritchie Russell (Oxford), Rehabilitation after Head Injury ; 
and Dr. E. Stengel (Chichester), Psychiatric Aspects of Head 
Injury. 2.30 p.m.. Occasional Paper : The Mechanism of Speech 
and the Repair of a Cleft Palate, by Mr. Michael Oldfield 
| (Leeds), illustrated by coloured film and drawings. 

Friday, July 1. Meeting-place : Majestic Hotel. — 10 a.m.. 
Discussion : Pain in the Right Iliac Fossa. To be opened by 
Dr. A. Fullerton (Batley), followed by Professor D. Chamber- 
lain (Leeds), Mr. R. K. Bowes (London), and Mr. G. H. 

• Macnab (London). 

Thursday, June 30, and Friday, July 1 . — 2.30 pan.. Royal 
Bath Hospital. Demonstration: The Role of Surgery in 
Rheumatism. “ Movement is Life ” (Lucas-Championniere). 


The following Sections will meet on Two Days : 
ANAESTHETICS 

President: Professor R. R. Macintosh, D.M., F.R.C.SJEd., 
D.A. (Oxford). 

Vice-Presidents: B. L. S. Murtagh, M.B., Ch.B.. 
F.F.A. R.C.S., D.A. (Birmingham) ; H. B. Wilson, M.B.. 
Ch.B., D.P.H., F.F.A. R.C.S., D.A. (Aberdeen) ; Geoffrey 
Organe, M.D., F.F.A. R.C.S., D.A. (London). 

Hon. Secretaries : W. M. Jones, M.B., B.S., DA., 4, South 
Drive, Harrogate ; J. Alfred Lee, M.R.C.S., L.R.C.P., 
F.F.A. R.C.S., D.A., 73, King’s Road, Westcliff-on-Sea. 

Official Reporter: Dr. W. W. Mushin. 

Meeting-place : Queen Hotel. 

Wednesday, June 29. — 10 a.m., Discussion: Post-operatis e 
Pulmonary Complications. To be opened jointly by Dr. 
H. J. V. Morton, (Uxbridge) and Dr. E. M. Buzzard (Oxford), 
followed by Mr. Donald Barlow (London), Dr. Donald 
Teare (London), and Dr. Joan Millar (Newcastle-upon-Tyne). 

Thursday, June 30. — 10 a.m.. Discussion : Dental Anaesthesia. 
To be opened by Dr. W. S. McConnell (London), followed 
by Dr. Stephen Coffin (London) and Dr. Freda Bannister 
(Chester). 11.15 a.m.. Discussion: The Use of Continuous 
Caudal and Peridural Analgesia in Obstetrics, Surgery, and 
Therapeutics. To be opened by Dr. Robert A. Hingson 
(Johns Hopkins, Baltimore). (Note. — This discussion may be 
continued at 2.30 pan.) 

ANATOMY AND PHYSIOLOGY 
President: Professor John Kirk, M.B., Ch.B., F.R.C.S.Ed. 
(London). 

Vice-Presidents: Professor A. Hemlngway, M.Sc., M.B., 1 
Ch.B. (Leeds) ; Professor Francis Davies, M.D. (Sheffield) ; 
Professor C. McLaren West, M.C., M.B., B.Ch. (Cardiff). 

Hon. Secretaries: E. J. Field, M.D., M.S., Department of 
Anatomy, University of Bristol ; R. J. Scothorne, B.Sc., M.B., 
ChlB., Anatomy Department, School of Medicine, Leeds, 2. 

Official Reporters: Professor A. Hemingway and Dr. E. J. 
Field. 

Note: On Tuesday, June 28, Physiology and Anatomy will 
meet as separate Sections, but there will be a united meeting 
on Wednesday, June 29. 

Physiology — Tuesday. June 28. Meeting-place : Cairn Hydro. 
— 10 a.m.. Symposium on the Control of Activity in the Gastro- 
intestinal TracL Speakers: Professor R. A. Gregory (Liver- 
pool), Motility of the Small Intestine in Relation to Feeding ; 
Dr. A. 'A. Harper (Manchester), The Control of Gastric and 
Pancreatic Secretion ; Dr. R. E. Davies (Sheffield), Secretory 
Mechanisms and Their Control ; Dr. J. N. Hunt (London). 
Studies of Gastric Motility. 

Anatomy — Tuesday, June 28. Meeting-place : Prince of 
Wales Hotel. — 10 a.m.. Symposium on Muscle Structure and 
Function. Speakers : Professor W. E. Le Gros Clark (Oxford). 
The Vascularization of Muscle, with Special Reference to 
Ischaemic Necrosis and Reparative Processes ; Dr. R. Barer 
(Oxford), The Organization of the Muscle Fibre ; Dr. R. E. M. 
Bowden (London), Some Aspects of Denervation and Re- 
innervation of Human Voluntary Muscle; Mr. W. F. Floyd 
, (London), Clinical Value of Eledro-myographic Studies ; and 
Professor W. T. Astbury (Leeds), The Muscle as a Molecular 
Machine. 

Wednesday, June 29. Meeting-place : Caim Hydro. — 10 a.m.. 
Symposium on the Anatomy and Physiology' of the Skin. 
Speakers : Professor H. Barcroft (London), Factors Regulating 
Blood Flow in the Skin ; Dr. C. A. Keele (London), The Con- 
trol of Sweating: Dr. R. E. Billing ham (Birmingham), The 
Anatomical Basis of Epidermal Pigmentation in Man ; and 
Dr. G. Weddell (Oxford), The Pattern of Cutaneous 
Innervation. 

CARDIOLOGY 

President: Sir John Parkinson, M.D., F.R.C.P. (London). 
Vice-Presidents: John R. H. Towers, M.D., F.R.CP. 
(Leeds); Professor J. Crighton Br.amv.lll, M.D., F.R.C.P. 
(Manchester) ; D. Evan Bedford, M.D., F.R.C.P. (London). 

Hon. Secretaries: D. R. Cameron, M.D., M.R.C.P., 14, 
Clifton, York; Gr.ah.asi W. Hayward, M.D., F.R.C.P., 
SL Bartholomew's Hospital, E.C.l. 



342 June IS, 1949 


ANNUAL MEETING : THE SECTIONS 


SUPPLEMENT TO THE 
British Medical Journal 


Official Reporter: Dr. Paul Wood. 

Meeting-place : Majestic Hotel. 

Thursday, June 30 (Combined Meeting with Section of 
Radiology). — 10 a.m., Discussion: Angiocardiography. To be 
opened jointly by Dr. Frances Gardner (London), Interpreta- 
tion of Normal Angiocardiograms ; of those seen in Cases of 
Cyanotic Heart Disease, and in Aortitis and Aortic Aneurysm ; 
and Dr. J. Wilkie (Sheffield), Technical Considerations: 
Demonstration of Angiocardiograms. Followed by Dr. K. D. 
Keelb (London), Angiocardiograms in Acyanotic Heart Dis- 
ease ; Dr. T. H. Hills (London), Angiocardiograms in Cyanotic 
Heart Disease ; and Dr. F. Jackson (London), Present Trends 
in North American Clinics. 

Friday, July I. — 10 a.m., Simulation of Heart Disease by 
Other Conditions. To be opened by Dr. Rae Gilchrist (Edin- 
burgh). followed by (a) Simulation by Pulmonary Conditions, 
by Dr. J. Clifford Hoyle (London) ; ( b ) Simulation by Gastro- 
intestinal Conditions, by Dr. S. W. Patterson (Ruthin Castle) ; 
(c) Simulation by Psychoneuroses, by Dr. William Phillips 
(Cardiff). 12 noon, Discussion : The Treatment of Obstinate 
Heart Failure. To be opened by Dr. D. Evan Bedford 
(London). 

CHILD HEALTH 

President: Professor C. W. Vining, M.D., F.R.C.P., D.P.H. 
(Leeds). 

Vice-Presidents : Professor R. S. Illingworth, M.D., 
F.R.C.P., D.P.H., D.C.H. (Sheffield); A. A. E. Newth, M.B., 
B.S., D.P.H. (Nottingham) ; Professor W. S. M. Craig, M.D., 
F.R.C.P.Ed., F.R.S.Ed. (Leeds). 

Hon. Seoetaries: L. J. Prosser, M.B., Ch.B., D.C.H., II. 
Ripon Road, Harrogate ; T. Colver, M.D., M.R.C.P., 4, Clare- 
mont Place, Sheffield, 10. 

Official Reporter: Professor W. S. Craig. 

Meeting-place : Grand Hotel. 

Wednesday, June 29. — 10 a.m., Discussion : Common Feed- 
ing Difficulties in Infancy. To be opened by Professor R. S. 
Illingworth (Sheffield), followed by Dr. Frances Charlotte 
Naish (York), Dr. Stanley G. Graham (Glasgow), and Dr. 
Jean Mackintosh (Birmingham). Discussion : Domiciliary 
Care of the Premature Child. To be opened by Dr. F. J. W. 
Miller (Newcastle-upon-Tyne). 

Thursday, June 30 (Combined Meeting with Section of Pre- 
ventive Medicine). — 10 a.m.. Discussion : Behaviour Difficulties 
in Childhood. To be opened by Dr. Mildred Creak (London), 
followed by Professor C. W. Vining (Leeds) and Dr. 
W. S. Macdonald (Leeds). 3 p.m.. Demonstration of Cases and 
Radiographs of Tuberculosis in Childhood, at Scotton Banks 
Sanatorium, by Dr. Vincent Ryan (Knaresborough). 


DERMATOLOGY 

President : J. T. Ingram, M.D., F.R.C.P. (Leeds). 
Vice-Presidents : Brian F. Russell, M.D., M.R.C.P., D.P.H. 
(London); p. B. Mumford, M.D., F.R.C.P. (Manchester); 
Geoffrey Hodgson,' M.D. (Cardiff). 

Hon. Secretaries: S. T. Anning, M.D., M.R.C.P., 5a, Shaw 
Lane, Leeds, 6 ; H. J. Wallace, M.D., M.R.C.P., 80, Harley 
Street, W.l. 

Official Reporter : Dr. J. T. Ingram. 

.Th^day. June 30. Meeting-place : Prince of Wales Hotel 
(combined Meeting with Section of Obstetrics and Gynaeco- 
am " Discussion: Pruritus Vulvae. To be opened 

Grant Pptbo J' £L. A (. Jeffcoatc (Liverpool) and Dr. G. A. 
(London) TERK1N (Edinburgh), followed by Dr. Elizabeth Hunt 

Diseus°fon “u . Mee !^S-P ]ace •' Majestic Hotel.— 10 a.m., 
(London) J° be opened Dr. H. W. Barber 

Dr J h* -‘ 0 lQV " :d Ey Dr. Brian F. Russell (London) and 
S'e bfe's 2 ! ST a°r Dw, ! s (Manchester). Occasional Paper. 
Dr F F ^ Abus “ of Chemotherapy in Dermatology, by 

It 2 ' !0 l 

NEUROLOGY AND PSYCHIATRY 

Sfeeni R W SEL « B r N ’ D ' M " F - R C.P. (London). 
FRCS n . a . R - Henderson, O.B.E., M.B., Ch.B. 

‘ ' Eeeds); David Robertson, M.D (York! ■ R a 
Gordon, M.d.. F.R.C.P.Ed. (Bath). ( k) ’ R ' ° 


Hon. Secretaries: James Valentine, M.B., Ch.B., D.P.M., 
Scalebor Park, Burley-in-Wharfedaie, near Leeds, Yorks ; 
Helen E. Dimsdale, M.D., F.R.C.P., 41, Devonshire Street, 
Portland Place, London, W.L 

Official Reporters: Dr. W. Ritchie Russell (June 30 only) 
and Dr. Purdon Martin. 

Meeting-place : Majestic Hole). ’ 

Wednesday, June 29. — 10 a.m.. Discussion : Intractable Pain. J 
To be opened jointly by Dr. J. Purdon Martin (London) and j 
Mr. Wylie McKissock (London), followed by Dr. E. B. 
Strauss (London), Psychiatric Aspect ; and Dr. Andrew 
Wilson (London), Pharmacological Aspect. 

Thursday, June 30 (Combined Meeting with Section of 
Surgery). — 10 a.m.. Discussion : The Treatment, After- 

Treatment, and Sequelae of Closed Injuries to the Head. 

To be opened by Professor Norman McOmish DoTr (Edin- 
burgh), followed by Dr. W. Ritchie Russell (Oxford), Re- 
habilitation after Head Injury ; and Dr. E. Stengel (London), 
Psychiatric Aspects of Head Injury. 

OCCUPATIONAL HEALTH 

President: Professor R. E. Lane, M.D., F.R.C.P. 
(Manchester). j 

Vice-Presidents : Professor G. P. Crowden, O.B.E., D.Sc., J 
M.R.C.P. (London)'; F. S. Cooksey. O.B.E.. M.D.. D.Phys.M. * 
(London) ; W, Blood. M.R.C.S., F.R.C.P., D.I.H.: (London). 

Hon. Secretaries: Charles Cresdee, M.R.C.S.. Wits End, 
Fixby Road, Huddersfield ; R. S. F. Schilling, M.D., D.P.H., 
Department of Occupational Health, University of Manchester. 
Manchester, 13, . 

Official Reporter: Dr. R. S. F. Schilling. 

Meeting-place : Majestic Hotel, 

Wednesday. June 29 — 10 a.m„ Discussion : The Development 
of a Comprehensive Medical Service for Industry. To be 
opened by Dr. Donald Stewart (Birmingham), followed by 
Dr. Stuart Laidlaw (Glasgow) and Dr. N. J. Cochran (Burton- 
upon-Trent). 

Thursday, June 30. — 10 a.m., Discussion: Tuberculosis and 
Occupation. (1) Tuberculosis in the Boot and Shoe Trade, 
by Dr. Alice Stewart (Harrow-on-the-Hill) ; (2) Mass Radio- 
graphy in Industry, by Dr. W. Pointon Dick (Denham) ; 

(3) Rehabilitation and Resettlement, by Dr. F. R. G. Heaf 
(L ondon). 

OPHTHALMOLOGY 

President : James Fison, M.D. (Harrogate). 

Vice-Presidents: John Marshall, M.C., M.B., Ch.B., 

D.O.M.S. (Glasgow) ; N. P. R. Galloway, M.B., Ch.B., D.O. 
(Nottingham); A. B. Nutt, M.B., B.S. (Sheffield). 

Hon. Secretaries: Jane A. M. Shepherd, M.B., Ch.B., 
D.O.M.S., 39, Harlow Oval, Harrogate ; P. D. Trevor-Roper, 
M.B., B.Ch., F.R.C.S., D.O.M.S., 126, Harley Street, W.l<* 
Official Reporter: Mr. J. H. Doggart. 

Meeting-place : Masonic Hall, Harrogate. 

Thursday, June 30.-— 10 a.m.. Discussion Ophthalmology in 
Relation to Diseases of the Skin. To be opened by Mr. J. H. 
Doggart (London), followed by Dr. Alice Carlton (Oxford) 
and Dr. I. B. Sneddon (Sheffield). Afternoon, Occasional 
Papers: (1) Scleromalacia Perforans, by Mr. H. V.' Ingram 
(Newcastle-upon-Tyne) ; (2) Angiomatosis Retinae, by Mr. 

A. G. Cross (London) ; (3) Watery Eye, by Mr. John Marshall 
(G lasgow). 

Friday, July 1 . — 10 a.m.. Occasional Papers: (1) Toxo- 
plasmosis, by Mr. A. B. Nutt (Sheffield); (2) Practical Oph- 
thalmology in Spain and Holland in 1948, by Mr. John Foster 
(Leeds). 

, ORTHOPAEDICS 

President : R. Broomhead, M.B., F.R.C.S. (Leeds). 
Vice-Presidents: C. Gordon Irwin, M.B., F.R.C.S.Ed. 1 
(Newcastle-upon-Tyne) ; H. Jackson Burrows, M.D., F.R.C.S., 
F.R.A.C.S. (London) ; F. W. Holdsworth, M.B., M.Ch., 
F.R.C.S. (Sheffield). 

Hon. Secretaries: Jan Lawson Dick, M.B., Ch'.M., . 

F.R.C.S.Ed., 2, Walmer Villas, Manningham Lane, Bradford ; 

J. P. Campbell, M.B., Ch.B., F.R.C.S.Ed., I, Tavistock Avenue, 
Mappertey Park, Nottingham. A 

Official Reporter: Mr. Norman Capener, . 1 
Meeting-place : Majestic Hotel. 
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Tuesday, June 28. — 10 a.m., Discussions : (1) Closed Fractures 
of the Shaft of the Radius and Ulna. To be opened by 
Mr. E. Mervyn Evans (Birmingham), followed by Mr. F. W. 
Holdswortti (Sheffield) and Mr. Ian Lawson Dick (Bradford). 
11.30 a.m., (2) Upper Limb Pain due to Lesions of the Thoracic 
Outlet. To be opened by Professor Lambert Rogers (Cardiff). 

Wednesday, June 29 (Combined Meeting with Section of 
Rheumatology). — 10 a.m., (1) The Structure and Functions of 
the Synovial Membrane, by Professor D. V. Davies (London) : 
followed by The Varieties of Pathological Reactions Encoun- 
tered in Human Synovial Tissues, by Dr. D. H. Collins (Leeds). 
(2) Partial Denervation of the Hip-Ioint in Osteoarthritis, illus- 
trated by film, by Mr. H. Petty (Leeds) ; followed by Indica- 
tions for Vitallium Mould Arthroplasty of the Hip and Survey 
of End-results, by Mr. R- Broomhead (Leeds). (3) Physical 
Treatment of Arthritis. To be opened by Dr. H. F. Turney 
(London). 

Thursday, June 30, and Friday, July I . — 2.30 p.m.. Royal 
Bath Hospital. Demonstration : The Role of Surgery in 
Rheumatism. “ Movement is Life " (Lucas-Championniere). 

OTO-RH1NO-LARYNGOLOGY 

President : A. B. PaVey Smith, M.C., M.B., F.R.C.S. 
(Harrogate). 

Vice-Presidents : \V. I. Daggett, M.B., B.Ch., F.R.C.S. 
(London) ; R. Garnett Passe, F.R.C.S., D.L.O. (London) ; 
George Seed, M.B., Ch.B., F.R.C.S., D.L.O. (Leeds). 

Hon. Secretaries : J. E. Rees, M.R.C.S., L.R.C.P., D.L.O., 
10, York Place, Harrogate ; H. S. Sharp, M.B., B,Ch., F.R.C.S., 
149, Harley Street, W.l. 

Official Reporter: Mr. Norman Jory. 

Meeting-place : Caim Hydro. 

Thursday, June 30. — 10 a.m.. Discussion : Nasal Allergy. To 
be opened by Mr. R. R. Simpson (Hull), followed by Pro- 
fessor R. B. Hunter (Dundee), Mr. I. Gerkie (Aberdeen), Dr. 
N. Southwell (London), and Dr. H. H. Moll (Leeds). 

Friday, July 1.—10 a.m.. Discussion: Acute Respiratory 
Obstruction in Infants and Young Children. To be opened 
by Mr. G. E. Archer (Manchester), followed by Dr. Mary I. 
Wilmers (London), Mr. J. H. Otty (Bradford), and Dr. E. C. 
Benn (Leeds). 

' PREVENTIVE MEDICINE 

President: Professor R. H. Parry, M.D., F.R.C.P., D.P.H. 
(Bristol). 

' Vice-Presidents : U. D. Payne, M.D., D P.H. (Harrogate) : 
C. Fraser Brockington, M.A., M.D., D.P.H. (Wakefield); 
R. H. H. Jolly, M.D., D.P.H. (Wolverhampton). 

Hon. Secretaries: Hugh O. M. Bryant, M.B., Ch.B., D.P.H., 
Health Department, Municipal Offices, Harrogate ; H. J. 
TrencHard, M.B., Ch.B., M.R.C.P., Chest Clinic, 53, Green- 
hill Crescent, Harrow, Middlesex. 

Official Reporter: Dr. G. Hamilton Hogben. 

Meeting-place : Grand Hotel. 

Thursday, June 30 (Combined Meeting with Section of Child 
Health). — 10 a.m., Discussion : Behaviour Difficulties in Child- 
hood. To be opened by Dr. Mildred Creak (London), fol- 
lowed by Professor C. W. Vising (Leeds), Dr. H. C. Cameron 
(London), Dr. A. A. E. Newth (Nottingham), and Dr. W. S. 
Macdonald (Leeds). 

Friday, July I . — 10 a.m.. Discussion :' Marriage and Preg- 
nancy in Relation to Tuberculosis. To be opened by Dr. 
F. A. H. Simmonds (South Mimms), followed by Dr. R. C. 
Cohen (Braintree) and Dr. Jean Halloa (Birmingham). Occa- 
sional 'Paper : Recent Developments in Influenza, by Dr. C. H. 
Andrewes (Hampstead). 

RHEUMATOLOGY 

President : W. Yeoman, M.D. (Harrogate). 

Vice-Presidents : (J. Norman’ Myers, M.Sc., M.D.. F.R.C.P 
(Cambridge) ; G. D, Kersley, M.D., F.R.C.P. (Bath) ; H. F. 
Turney, D.M., M.R.C.P. (London). 

Hon. Secretaries : D. N. Ross, M.D., F.R.F.P.S., Royal Bath 
Hospital, Harrogate; Doris M. Baker, M.D., M.R.C.P., 9, 
Upper Wimpole Street, W.l. 


Official Reporter: Mr. Cooper. 

Meeting-place : Majestic Hotel. 

Tuesday, June 28. — 10 a.m.. Discussion : (1) Rheumatoid 
Arthritis in the Young. To be opened by Dr. B. E. Schlesinger 
(London), followed by Professor W. S. M. Craig (Leeds) and 
Dr. Donald Wilson (Bognor Regis). (2) Clinical Lecture-. 
Demonstration. To be opened by Sir Henry Cohen (Liver- 
pool), followed by Dr. L. C. Hill. (Bath). 

Wednesday, June 29 (Combined Meeting with Section 'of 
Orthopaedics). — 10 a.m., (1) The Structure and Functions of 
the Synovial Membrane, by Professor D. V. Davies (London) ; 
followed by The Varieties of Pathological Reactions Encoun- 
tered in Human Synovial Tissues, by Dr. D. H. Collins (Leeds). 
(2) Partial Denervation of the Hip-joint in Osteoarthritis, illus- 
trated by film, by Mr. H. Petty (Leeds) ; followed by Indica- 
tions for Vitallium Mould Arthroplasty of the Hip and Survey 
of End-results, by Mr. R. Broomhead (Leeds). (3) Physical 
Treatment of Arthritis. To be opened by Dr. H. F. Turney 
(London). 

Thursday. June 30, and Friday, July 1. — 2.30 p.m.. Royal 
Bath Hospital. Demonstration : The Role of Surgery in 
Rheumatism. “ Movement is Life ” (Lucas Championniere). 
3.30 p.m.. Report on Proceedings of International Congress of 
Rheumatology at New York, by Dr. G. D. Kersley (Bath). 

TROPICAL MEDICINE 

President: C. W. M. Findlay, C.B.E., M.D., F.R.C.P. 
(London). 

Vice-Presidents : Professor B. G. MaegRaith, M.B., B.S., 
(Liverpool) ; Colonel H. E. Shortt, C.I.E., M.D., D.T.M., 
I.M.S. (Ret.) (London); J. Balfour Kirk, C.M.G., F.R.CF., 
D.P.H., D.T.M.&H. (London). 

Hon. Secretaries: B. Clive Nicholson, M.D., M.R.C.P., 
D.P.H., 24, Swan Road, Harrogate ; Clement C. Chesterman, 
O.B.E., M.D., M.R.C.P., D.T.M.&H., 7, Parsifal Road, N.W.6. 

Official Reporters : Dr. F. Hawking and Dr. Douglas Black. 

. M eeting-place : Grand Hotel. 

Tuesday, June 28. — 10 a.m.. Discussion: Tropical Diseases 
as Aftermath of War. To be opened by Air Vice-Marshal 
T. C. St. C. Morton (R.A.F.), followed by Dr. A. R. D. Adams 
(Liverpool), Dr. J. P. Caplan (London), Sir Gordon Covell 
(London), Professor G. J. Stefanopoulo (Pasteur Institute, 
Paris), and Dr. F. Hawking (London). During the discussion 
Professor H. E. Shortt (London) will show lantern slides 
depicting Jhe exoerythrocytlc cycle of the malarian parasite. 

Wednesday. June 29 (Combined Meeting with Section of 
Pathology and Bacteriology). — 10 a.m.. Discussion: Fat 
Metabolism and the Sprue Syndrome. To be opened jointly 
by Professor A. C. Frazer (Birmingham) and Dr. Douglas 
Black (Manchester), followed by Dr. K. D. Keele (London) 
and Dr. A. W. D. Leishman (Sheffield). 


HOTEL AND LODGING ACCOMMODATION 

Accommodation in Harrogate during the time of the BALA. 
Annual Meeting is now extremely limited, and members who 
have not made their reservations should do so at once. (For 
list of hotels, see Supplement, April 23, p. 243.) 

REGULATIONS REGARDING DRESS 

Robes with hoods are to be worn at ; the Official Religious 
Service, Tuesday, June 28, at 3 p.m.; the President's Address, 
Tuesday, June 28; at 8.30 p.m. ; the President’s Reception, 
Tuesday, June 28, at 9.30 p.m. ; the Mayor's Reception, 
Wednesday, June 29, at 8.30 p.m. ; the Roman Catholic 
Service. Thursday, June 30, at 3 p.m. 

Robes may be hired from Messrs. Ede and Ravenscroft, Ltd., 
93, Chancery Lane, W.C.2, and should be sent direct to the 
hotel or other accommodation in which the hirer is resident 
and not to the Reception Office. 

Evening Dress (Tails or Dinner Jacket) with Decorations is 
to be worn at tbe President’s Reception, Civic Reception, and 
Annual Dinner. Dress is optional for the Representatives’ 
Dinner. 
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REGISTRATION FEE, AT ANNUAL MEETINGS 
The expenditure arising in connexion with the Annual Meet- 
ings has in the past been met from a guarantee fund raised by 
the local profession, supplemented by a grant from the Council 
of the Association. The Council considers that the time has 
come when the proportion of the expenses falling upon the 
local profession should be minimized. With this object in view 
the Council, while continuing the central grant, has decided 
that members attending the Annual Meeting (other than mem- 
bers of the Representative Body and overseas visitors) should 
be asked to pay a fee of one guinea towards the expenses of 
the meeting. The fee of one guinea will be payable when 
members register at the Reception Office, Sun Pavilion, 
Harrogate. 

OFFICIAL RELIGIOUS SERVICE 
The Official Religious Service will be held in St. Peter’s 
Church, Harrogate, on Tuesday, June 28, and the sermon will 
be given by His Grace the Archbishop of York. The service 
will be broadcast in the Northern Programme, and the church 
is likely to be full. It has therefore been decided to issue tickets 
for the Procession, for which academic dress is required. It 
will then be possible to ascertain how many seats will be avail- 
able for wives and friends. Application for tickets, which will 
admit to the robing-room at the Royal Hall, can be made on 
the enclosed form. The tickets themselves will be issued at the 
Reception Office, Sun Pavilion, from 2 p.m. on Monday, 
June 27. Members of Council and Representatives will be able 
to obtain their tickets for robing at the A.R.M. Inquiry Office, 
Royal Hall, from Friday, June 24. Should the number of 
members intending to take part in the procession be less than 
the seating accommodation at the church, additional tickets for 
admission to the church will be issued on Tuesday morning in 
order of application. Those receiving them must be in their 
seats by 2.30 p.m. Those taking part in the procession should 
reach the Royal Hall by 2 p.m., as all the congregation must 
be seated before the broadcast begins at 3 p.m. 

EXCURSION PROGRAMME 

Excursions to places of interest in the neighbourhood of 
Harrogate are likely to prove a great attraction to the doctors 
and their wives attending the Annual Meeting. Arrangements 
for transport and refreshments have already had to be made 
and the numbers fixed for each excursion. In order to avoid 
disappointment those wishing to take part in any of the excur- 
sions* should therefore fill in the enclosed form and send it, 
with the appropriate payment, to the Executive Officer, B.M.A. 
Office, Royal Baths, Harrogate, Yorks. Cheques should be 
made payable to “ The British Medical Association ” and 
crossed. Excursions 6, 24, and 27 are fully booked. 

Applications will be acknowledged at once, but the reserved 
tickets will be collected at the Reception Office, Sun Pavilion, 
Harrogate, at any time after 2 p.m. on Monday, June 27, except 
in the case of Representatives and Members of Council, whose 
tickets will be issued at the A.R.M. Inquiry Office, Royal Hall, 
Harrogate, between June 24 and 27. 


TICKETS 

Tickets for functions other than excursions may not be 
reserved in advance but will be obtained at the Reception 
Office, Sun Pavilion, Valley Gardens, at the time of the meeting, 
as in former years. 

Tickets for entertainments and receptions to be held on 
uesday and Wednesday will be issued at the Reception Office 
from Monday, June 27, at 2 p.m. 

, 'f e f s functions on Thursday and Friday will not be 
° ! u‘«ablc before Wednesday morning. 

-i t \ \ ‘^'Presentatives and Members of Council should apply 

w ,. n e , ' M - Inquiry Office, Royal Hall, for tickets up to 

w eunesday evening. 

Cffih k p U f ° r V? die f’ Functi °ns will be issued at the Ladies’ 
tub. Prospect Hotel, from Friday, June 24. 

BADGES 

■ Hil L n ?‘ be ad,nitted to the Scientific Sections 
— --‘ ;r badges. They should therefore make a poini 

o' may als ° b °° k <* at 


of being at the Reception Office, Sun Pavilion, Valley Gardens, 
by 9.45 a.nt. on the first day of their attendance at the Annual 
Meeting in order to register and obtain their handbook, badge, 
registration card, and tickets. 

Officers of Scientific Sections should inquire for special 
badges at the Reception Office. 

LUNCHEON RESERVATIONS 
Non-resident members attending the Scientific Sections are 
invited to write to the hotel concerned, if they wish to reserve 
their luncheon in advance. Luncheon reservations may also 
be made at the hotel before 10.30 a.m. on the day in question. 


SPORTS FACILITIES 

Golf . — All particulars about the Golf Competitions may be 
obtained from the Golf Secretary, Reception Office, Sun 
Pavilion, Valley Gardens, and from the Ladies’ Golf Secretary, 
Ladies’ Club, Prospect Hotel. 

Other Sports . — Facilities for tennis, putting, miniature golf, 
bowls, riding, and boating are also available. 

Bridge . — Arrangements have also been made for bridge to 
be played at the Stray Bridge Club, II, South Park Road, it 
certain times. - i 

CAR PARKS 

Windscreen labels can be obtained by members at the 
Reception Office, Sun Pavilion, Valley Gardens. 

By kind permission of the Director, the Grand Hotel Car, 
Park, Cornwall Road, will be available for the use of members 
attending the Reception Office and Exhibition. 

Municipal car parks are available at : Harlow Moor' Drive, 
Valley Drive, Princes Square, Railway Station, “Belvedere,” 
Victoria Avenue, and the Royal Hall. 


TIME-TABLE OF MEETING 

Key 

R. — events available for members of Representative Body and Ladies 
accompanying them. 

L. — events primarily arranged for Ladies. 

U. — events for all Members and Ladies accompanying them. , 

* — Academic Robes should be worn. 

Friday, June 24 

9.00 a.m. — A.R.M. Inquiry Office open — Royal Hall. 

9.30 a.m. — Ladies’ Club open for registration — Prospect Hotel. 

10.00 a.m. — Annual Representative Meeting — Royal Hall. 

11.00 a.m. — Civic Welcome to Representatives — Royal Hall. 

* L. Orchestra and coffee — Lounge Hall, Royal Baths. 

12.30 for 1.00 p.m. — Lunch to Overseas B.M.A. Representatives — 
Queen Hotel. 

2.30 to 5,3p p.m. — L. Excursion to Harewood Park and Gardens 

(by gracious permission of H.R.H. the Pripcess Royal 
and the Earl of Harewood). Ticket 6s., including tea. 

5.30 to 6.15 p.m. — R. Tour of Royal Baths. i 

8.00 to 10.00 p.m. — R. Coach tour to Brimham Rocks. Ticket 5s. 

R. Coach tour to Fewslon and Moors. Ticket 4s. 

R. Theatre. 

i 

Saturday, June 25 

9.00 a.m. — A.R.M. Inquiry Office open — Royal Hall. 

9.30 am. — Annual Representative Meeting — Royal Hall. 

9.30 a.m. — Ladies’ Club open — Prospect Hotel. 

11.00 a.m. — L. Orchestra and coffee — Lounge Hall, Royal Baths. 

2.00 to 5.30 p.m. — L. Excursion to Ripon and Fountains Abbey. 

Ticket 10s., including tea. 

L. Excursion to Aldborough (by kind permission of 
Lady Lawson Tancred). Ticket 8s. 6d., including tea. | 

5.30 to 6.15 p.m. — R. Tour of Royal Baths. 

6.00 p.m. — Press Cocktail Party — Fountain Court, Royal Baths. 

7.00 for 7.30 p.m. — Glasgow Graduate’s Dinner — Hotel Majestic. 

8.00 to 10.00 p.m. — R. Coach tour to Ripley Castle (by kind per- 

mission of Sir William and Lady Ingilby). Ticket 2s. 6d. 

R. Coach tour to Plompton Rocks and Spofforth Castle. 
Ticket 3s. 6d. 

R. Dancing. 

R. Theatre. 
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Sunday, June 26 
R. Church Services. 

. 10.00 a.m. — R. Tour of Royal Baths. 

R. Golf. 

R. Tennis. 

10.30 a.m. to 6.30 p.m. — R. Excursion to Rievaulx Abbey and 

Byland Abbey. Ticket 22s., including lunch and tea. 

R. Excursion to Richmond and Wensleydale. Ticket, 
20s., including lunch and tea. ' 

2.00 to 5.30 p.m. — R. Excursion to Bumsall and Appletreewick. 

Ticket 10s., including tea. 

R. Excursion to Ripon and Fountains Abbey. Ticket 
10s., including tea. 

8.00 pan. — Operatic Celebrity Concert — Royal Hall. 

Monday, June 27 

9.00 a.m. — Council Meeting — Council Room, Municipal Offices. 

9.00 a.m. — A.R.M. Inquiry Office open — Royal Hall. 

9.30 a.m. — Ladies* Club open — Prospect Hotel. 

10.00 a.m. — Annual Representative Meeting— Royal Hall. 

10.00 a.m. to 12.45 p.m.— L. Visit to Templenewsam. Ticket 
7s. 6d., including coffee. 

10.00 a.m. to 6.00 p.m. — L. Visit to York. Ticket 16s., including 

lunch and tea. 

11.00 a.m. — L. Tour of Royal Baths. 

L. Orchestra and coffee — Lounge Hall, Royal Baths. 

2.00 p.m. — Reception Room open for registration — Sun Pavilion, 

Valley Gardens. 

2.00 to 5.30 p.m. — L. Excursion to Ilkley and Bolton Abbey. 

Ticket 10s., including tea. 

5.30 to 6.15 p.m. — L. Tour of Royal Baths. 

7.00 for 7.30 p.m. — R. Representatives* Dinner — Grand Hotel. 

Ticket 10s. 6d„ excluding wine. 

9.00 p.m. — U. Annual General Meeting— Grand Hotel Ballroom. 

Tuesday, June 28 

9.00 a.m. — Official opening of Exhibition by President — Sun 
Pavilion, Valley Gardens. 

9.00 a.m. — Reception Room open for registrations — Sun Pavilion, 

Valley Gardens. 

9.30 a.m. to 12 noon. — Annual Representative Meeting — Royal 

Hall (if still in session). 

9.30 a.m. — Ladies* Club open — Prospect Hotel. 

9.45 a.m. — Opening of Pathological Museum by Professor M. J. 

Stewart, LL.D., F.R.C.P., F.R.F.P.S., F.F.R., at Royal 
Bath Hospital (Laboratory), Cornwall Road. 

9.30 a.m. to 1. 00 p.m.— L. Visit to Listers Mills, Manningham, 

Bradford (by kind permission of the Directors). Ticket 
7s. 6d. 

10.00 ajn. — Scientific Sections. 

10.00 a.m. to 12.45 p.m. — L. Visit to Ripley Castle (by kind per- 

mission of Sir William and Lady Ingilby). Ticket 2s. 6d. 

11.00 a.m. — L. Orchestra and coffee — Lounge Hall, Royal Baths. 

2.00 p.m. — Members will robe in Royal Hall for official Religious 

Service, and procession will be,formed. 

2.30 p.m. — Procession leaves Royal Hall for St. Peter’s Church. 

3.00 p.m. — U*. Official Religious Service, St. Peter’s Church. The 

service will be conducted by the Vicar of St. Peter’s 
Church, and the Sermon will be given by His Grace the 
Archbishop of York. It .will be broadcast in the B.B.C. 
Northern Programme. 

3.15 to 5.30 p.m. — L. Coach tour to Fewston and Washbumdale.- 
Ticket 7s. 6d., including tea. 

5.00 p.m. — U. B.M.A. Films — Grand Hotel Ballroom. 

5.30 to 6.15 pan. — U. Tour of Royal Baths. 

5.45 p.m. — British Council Reception for Overseas and Foreign 

Delegates— Queen Hotel. 

6.00 pan.— Medical Women’s Federation Sherry Party— Fountain 

Court, Royal Baths. Open to all Medical Women (by 
invitation of Harrogate Members of M.W.F.). 

3.30 p.m. — U*. Adjourned Annual General Meeting and 

President’s Address — Royal Hall (limited to 1,300). 

9.30 p.m— U*. President’s Reception— Lounge Hall, Royal Baths 

(limited to 600). 

v Wednesday, June 29 

9.00 a.m —Council Meeting — Council Room, Municipal Offices. 

9.00 a.m. — Reception Room open — Sun Pavilion, Valley Gardens. 

9.00 a.m. — Exhibition open — Sun Pavilion, Valley Gardens. 

9 JO a.m. — Ladies' Club open— Prospect Hotel. 

9.30 a.m. — Pathological Museum open — Royal Bath Hospital, Com- 
_ wall Road. 

10.00 a.m. — Scientific Sections. 

10.00 ajn. — L. Notts Ladies’ Challenge Cup Golf Competition — 
Starbeck Golf Course. 


10.00 a.m. — U. Childe and Leinster Cup Golf Competition — Oak- 
dale. Golf Course. - 

10.00 a.m. to 12.45 p.m. — L. Visit to Knaresborough Market. 

Ticket 3s. 6d., including coffee. 

10.30 a.m. to 6.00 p.m. — L. Visit to Fountains Abbey and Ripon 
(Tea by kind invitation of the Mayor and Corporation). 
Ticket 13s., including lunch and tea. 

10.30 a.m. to 6.00 p.m. — L. Visit to York (tea by kind invitation of 

the Lord Mayor and Corporation). Ticket 13s., including 
lunch and tea. 

11.00 a.m. — L. Tour of Royal Baths. 

Orchestra and coffee — Lounge Hall, Royal Baths. 

2.00 to 6.00 p.m. — U. Visit to Ripon (tea by kind invitation of the 

Mayor and Corporation). Ticket 5s. 

2.00 to 6.00 p.m. — U. Visit to York (tea by kind invitation of the 
Lord Mayor and Corporation). Ticket 7s. 6d. 

2.00 to 6.00 p.m. — U. Excursion to Byland Abbey and Coxwold. 
Ticket 12s., including tea. 

2.00 to 6.00 p.m. — U. Excursion to Haworth (Bronte Country) 
(tea by kind invitation of Drs. J. E. Baird, M. P„ Fitz- 
gerald, and W. J. McCracken). Ticket 10s. 

2.30 p.m. — Overseas Conference — Council Room, Municipal Offices. 
5J0 p.m. — U. Tour of Royal Baths. 

5.30 p.m. — Empire Medical Advisory Bureau Cocktail Party for 

Overseas and Foreign Delegates — Lounge Hall, Royal 
Baths. 

8.30 p.m.— U*. Civic Reception — Royal Hall. 


Thursday, June 30 

9.00 a.m. — Reception Room open — Sun Pavilion, Valley Gardens. 

9.00 a.m. — Exhibition open — Sun Pavilion, Valley Gardens. 

9.30 a.m. — Ladies' Club open — Prospect Hotel. 

9.30 a.m. — Pathological Museum open — Royal Bath Hospital, Corn- 

wall Road. 

10.00 a.m. — Scientific Sections . 

10.00 a.m.— Treasurer’s Cup Golf Competition— Pannal Golf 
Course. 

10.00 a.m. to 12.30 pan — L. Visit to Ripon Market. Ticket 5s. 6d., 

including coffee. 

1 1.00 ajn. — L. Orchestra and coffee — Lounge Hall, Royal Baths. 

1.00 p.m. — Irish Graduates’ Lunch — Granby Hotel. 

2.00 to 530 pan — U. Visit to Templenewsam. Ticket 9s. 6d., , 

including tea. 

U. Visit to Harewood Park and Gardens (by gracious 
permission of H.R.H. the Princess Royal and the Earl 
of Harewood). Ticket 6s., including tea. 

U. Visit to Fountains Abbey and Ripon (by kind per- 
mission of Commander and Lady Doris Vyner). .Ticket 
10s., including tea. 

2.30 p.m. — U. Demonstration and tour — Royal Bath Hospital, 

Cornwall Road (limited to 50). 

3.00 p.m. — *. Benediction in St. Robert’s Church, Robert Street. 

The Sermon will be preached by the Right Rey. H. J. 
Poskitt, MA, D.D., Bishop of Leeds. 

4.00 p.m.— U. Division Garden Party — Hotel Majestic (limited to 

500). 

5.00 p.m. — U. B.MA Films — Grand Hotel Ballroom. 

7.30 for 8.00 p.m. — Annual Dinner-Hotel Majestic (limited to 420). 

Ticket 35s., including wines. 

Theatre. 

Bridge. 

Friday, July I 

8.30 a.m. — Annual Breakfast of the Medical Prayer Union — Harro- 

gate Hydro (limited to 100). 

9.00 a.m. — Reception Room open — Sun Pavilion, Valley Gardens. 

9.00 a.m. — Exhibition open — Sun Pavilion, Valley Gardens. 

9.30 a.m.— Ladies Club open — Prospect Hotel. 

9.30 aan. — Pathological Museum open — Royal Bath Hospital, Corn- 

wall Road. ' 

10.00 a.m .—Scientific Sections. 

11.00 a.m. — Tour of Royal Baths. 

Orchestra and coffee — Lounge Hall, Royal Baths. 

2.00 to 6.00 pan. — U. Visit to York. Ticket 10s., including tea. 

U. Coach tour to B rimhnm Rocks. Ticket Ss. 6d., 
including tea. 

2.30 p.m. — Demonstration and tour — Royal Bath Hospital, Corn- 

wall Road (limited to 50). 

530 to 6.15 p.m. — U. Tour of Royal Baths. 

830 p.m. — Popular Lecture by “ The Radio Doctor ” — Royal HalL 


The address of the Paddington Group Hospital Management 
Committee is now: Paddington Hospital, 285, Harrow Road, 
London, W.9. 
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BRITISH MEDICAL ASSOCIATION 

ANNUAL REPRESENTATIVE MEETING 

MOTIONS AND AMENDMENTS FROM DIVISIONS 
AND BRANCHES 

Consultants and Specialists 
Domiciliary Visits in Nursing-homes 

Motion by Bristol: That this meeting regrets that the 
Minister of Health has set up regulations which make a patient 
in a nursing-home both private and Service at the same time, 
and demands that this anomaly be resolved by allowing for all 
N.H.S. patients in nursing-homes either domiciliary visits by 
specialists or the charging of fees by their general practitioners. 

Motion by City of Edinburgh: That the recommendation 
of the committee in relation to domiciliary visits in nursing- 
homes (para. 71 of Annual Report) should be extended to 
include all urgent medical or surgical or other cases. 

Economy in Hospital Management 

Motion by Mid-Essex Division: That economy in hospital 
management be effected, first, by a reduction in the adminis- 
trative costs. 

Domiciliary Consultations 

Motion by Chelsea and Fulham: That a list of specialists 
willing to undertake domiciliary consultations should be circu- 
lated to general practitioners without further delay. 

Proposed Terms and Conditions of Service of Hospital 
Medical Staff 

Motion by Cleveland: That all grades of practitioners be 
paid in retrospect when final terms are agreed and that a no 
detriment clause be added. 


Selection of Specialists 

Motion by South-West Wales: .That this meeting instructs 
the Council to take immediate steps to urge the Minister of 
Health so to amend the Acts or regulations that regional grading 
committees shall by statute consult the medical practitioners of 
all classes, general practitioner or otherwise, on the merits of 
individual applicants for grading. 

Motion by South-West Wales: That this meeting instructs 
the Council to take immediate steps to urge the Minister of 
Health so to amend the Act that specialists dissatisfied by the 
decisions of regional grading committees may have the right of 
appeal to independent appeal tribunals. 

Motion by Cleveland: That this meeting strongly refutes 
the suggestion contained in the Regional Hospital Board’s 
circular (49) 70 that the profession has agreed that in the case 
of regrading on appeal it will be satisfied that payment at the 
higher grade shall be applied-from the date of regrading only. 

Private Practice 

Allowances to Medical Witnesses in Criminal Cases 
Motion by South-East Essex: That (with reference to 
para. 83 of the Annual Report of Council), in the opinion' of 
this meeting, regulations under which maximum allowances are 
quoted, but not minimum, lead to inequalities of remuneration 
for similar services and are most unsatisfactory ; and that the 
Council be pressed to approach the Home Office with a view to 
a fixed scale of fees being laid down. 


Pees for First-aid Lectures 

Motion by Marylebone: That with reference to para. 85 o 
council s Report the attention of the British Red Cross Society 
me 8t John Ambulance Association, and the Home Office b 
ca e o . Iinute 89 passed at the A.R.M. at Cambridge regard 
ing tees tor first-aid lectures and examinations, etc. 

Reports to Insurance Companies 
Motion by Glteshead: That this meeting reaffirms th 

°‘ f hC A - R - M " I93 7> vvith regard to the payment fc 
reports to insurance companies furnished after the death c 
patients \vho have been accepted for insurance without medic; 
examination. 


Routine Medical Examination of Nurses 

Motion by Derby: That Council be instructed to press for 
the payment of fees to practitioners engaged in the routine 
medical examination of nurses. 

Midwives Act — Fees for Attendances and Post-natal 
Examinations 

Amendment by Derby: That the period during which claims 
for fees under the Midwives Act may be submitted be extended 
to six months. 


Institutional Maternity Services 

Motion by Norwich: That this meeting urges that steps be 
taken to ensure that local authorities may run institutional 
maternity services independently of the regional hospital boards, 
to which general practitioners shall have access. 

Position of the School Medical Officer 

Motion by Bristol: That a school medical officer shoulc 
send any child he considers to need hospital treatment to the 
family doctor ; he should not, except in case of urgency, send 
the child to any particular hospital or to any particular con- 
sultant, the choice of which is the proper province of the family 
doctor in conjunction with the parents. 

Medical Ethics 

Motion by Kensington and Hammersmith: That the 
pamphlet on Medical Ethics be issued not only to those newly 
qualified practitioners, but also to all overseas practitioners who 
have arrived into the country during the last ten years, and also 
be made available to all others who wish to apply for it. 

Organization 

Constitution of Central Council of the Association 
Amendment by Gloucestershire: That Section 124 of 
Council’s Annual Report and Section (viii) of Appendix IV 
to that Report be referred back to Council for further 
consideration. * 

Amendment by Bournemouth: That the proposals for the 
reconstitution of the Council be referred back for further 
consideration. 

Amendment by Bradford: That instead of 10 members of 
Council being elected by the Representative Body and 37 direct 
as proposed by the Council, 47 should be elected direct and 
none by the Representative Body. 

Amendment by Bournemouth : That the Representative Body 
approve the principle that the number of members of Council 
directly elected by members in the Branches and Divisions of 
the Association in Great Britain and Northern Ireland should 
be increased, provided that in so doing the number of members 
of Council elected by the Representative Body is not diminished. 

Amendment by Winchester: That the Representative Body 
approve the principle that the number of members of Council 
directly elected by members in the Branches and Divisions of \ 
the Association in Great Britain and Northern Ireland should be 
increased; that members should be elected by reconstituted 
Branches, and should be responsible to their Branch. 

Amendment by Winchester: That the number of members 
of Council elected by Branches in Great Britain and Northern 
Iieland should be increased from 37 to 53. 

Amendment by Bury: That the number of members of the 
Council elected by Branches should not be fewer than 42, and 
that these 42 or more be distributed among groups according 
to membership and strength. 

Grouping for Direct Election of 37 Members of Council I 

Amendment by East Yorkshire: That the Representative 
Body gives provisional approval to the plan submitted by the 
Council for the grouping for election of 37 members of Council, 
but refers the matter for further consideration by the Council, 
in order that anomalies in the grouping may be reviewed. 

Amendment by Bournemouth: TKat the Dorset and West 
Hants Branch be grouped with the Wiltshire, Somerset, and 
Gloucestershire Branches. 
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Election of Members of Council by Rcpresentatne Body 
Amendment by Winchester That the direct election of 
members by the Representative Bodv should be discontinued 
Instead, Council may co opt up to six members of the Assoc'a- 
tion who are of proved experience and knot ledge in the medico 
political field, and not representing any given area , and that 
the chairmen of the Scottish, Welsh and Northern Ireland 
Committees should be members of the c ouncil 
Amendment by Plymouth T tut only eight members or 
Council be elected bv the Represemativ Bodv as a whole 

Members Ex officio of the Council 
Motion : That the following Recommendation of the Council 
be adopted — That the following cease n be members, et 
officio of the Council (a) Immediate Past Chairman of Repre 
sentative Body , (6) Deputy Chairman of Representative Bodv 
and (c) Immediate Past-Treasurer 
Amendment by Wlnchester Tha the recommendation be 
adopted, subject to the addition ot the following words 
“President-Elect and the Immediate Past President 
Motion by Bury That the term ot membership of the 
ex-officio members ot Council be limited to three years 

Overseas Members of C uncil 
Amendment by Winchester That the number of members 
elected by Branches of the Association not in Great Britain or 
Northern Ireland should be reduced from eight to one — viz , 
the chairman of the Colonies and Dependencies Committee 

Service Members on the Council 
Amendment by Winchester That the present arrangement 
under which three members or the Council are elected to repre- 
sent respectively the Royal Naval Medical Service, the Army 
Medical Service, and the Royal Air Force Medical Service be 
discontinued, and that the chairman of the Armed Forces 
Committee be a member of the Council 

Representation of Public Health Service on the Council 
Amendment by Winchester That the existing arrangement 
under which two members of Council are elected by Public 
Health Service members be discontinued, and that the chair- 
man of the Public Health Committee be a member of the 
Council 

Representation of Women Members on the Council 
Amendment by Winchester That the present arrangement 
under which women members of the Association elect one 
member to the Council be discontinued 

The "Six-year Rule" 

Amendment by Derby That membership to the Council for 
those members elected by Group Branches or Divisions should 
be for a period of three years 

Agenda of Representative Meetings 
Motion by Marylebone That with reference to para 205 
of the Council’s report Representatives whose motions and 
amendments have been “ grouped ” or “ held covered ” shall 
be given at least 48 hours’ notice in writing, and on the day of 
the Representative Meeting shall be given the opportunity to 
meet for discussion in an adjacent room to decide on the 
proposer of motioD , who would be allowed to speak to 10 
minutes and reply for 10 minutes, other speakers being limited 
to 5 minutes No resoluUon “grouped” or “held covered" 
should be taken until one hour after the meeting starts 
Motion by Winchester That Divisions shall submit their 
resolutions initially to Branch Councils, who, whilst havmg no 
power of veto, shall discuss these, correlate them, and forward 
to an Agenda Committee of the Representative Body Not- 
withstanding this, a Division shall always retain the power of 
forwarding "a resoluUon direct to the RepresentaUve Body if 
dissatisfied with the acuon of the Branch Council 
Motion by Mid-Cheshire That the RepresentaUves of the 
ARM strongly urge the early instituuon of a steering com- 
mittee" for the agenda at Representative Meeuncs 


Regional Organization 

Motion by Winchester: That the primary duty of each 
Regional Secretary shall be to bis Region He shall pay regular 
visits to Divisions and be available, m liaison with Divisional 
Secretaries, for consultation with and visits to individual mem- 
bers , but he shall have access to all central committees 

Position of Autonomous Bodies 

Motion by Bournemouth That the Council be naked to 
appoint a special committee to consider and report on tne -itua- 
tion created by the formation of autonomous bodies within ihe 
Association and their relationship to the Representative Bodv 

Amendment by Bromley That so long as the General 
Medical Services Committee and the Central Consultants and 
Specialists Committee are autonomous, the RepresentaUve Body 
can no longer be considered to be the Body that tormulates the 
policy or the B M A 

That this situation strikes at the whole structure of the 
Association, and that steps should be taken to remedy it 

Organization of the Association in the Dominions, 
Colonies, and Dependencies 

Motion by Marylebone and Plymouth That a Special Com- 
mittee be appointed to constder the BMA. Overseas organiza- 
tion, including the Dominions, Colonies, and Dependencies, and 
to ascertain the feelings of aU secuons of their medical practi- 
tioners and others interested 

Quorum of Representative Meetings 

MoUon by Reading: That this meetmg considers that the 
quorum of the RepresentaUve Body should be reduced from 
one half to one quarter of the members elected to attend 

Duties of Representaliv es 

Motion by Lothians That this meeting, being aware of the 
confusion which exists as to the duties of a representauve, 
affirms its belief that representauves should be guided by Divi 
sional opinion, but at the same time should be free to make 
decisions in the light of debates, and requests the Council to 
make this clear in the Annual Handbook 

Expenses of Representatives Attending Representative Meetings 

Motion by Southampton That in the event of the Council s 
recommendation in para 116 of the Annual Report of Council 
being earned (re subscnption), the expenses of Repre enta- 
tives attending Representauve Meetings be defrayed by the 
Association 

Recognition of Outstanding Services 

MoUon by Greenwich and Deptford That this meeting 
recommends that the Council consider ways in which Division* 
could honour members who have rendered outstanding services 
on their behalf 

National Formulary 

Motion by Hendon. That the Representative Body is of 
opinion that, while a National Formulary is desirable, earlv 
steps should be taken to improve the contents and scope of 
the existing National Formulary so that it will prove to be of 
real value to those engaged in the science and art of medicine 
and to the public at large 

Amending Bill 

Mohon by Hendon That in the opinion of the Representa- 
uve Body the Minister of Health is primarily gudty of a breach 
of faith in failing to redeem his promise to provide Compulsorv 
Arbitrauon for the ultimate settlement of any dispute relating 
to the remuneraUon ot public pracutioners, and secondly of 
introducing an amending Bill without affording the representa- 
tives of the profession a prior opportunity to peru.e and 
comment on Us previsions 

Motion by Brighton That this meeting is of opinion that 
arbitrauon provided for in the amending Bill should he under 
Whitley Council, and not as set out m Section 12 of the Bill 
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Motion by Cleveland : Thatjhe profession insist on the right 
to arbitrate from the findings of the Whitfey Council. 

Motioa by Brighton: That this meeting registers its pro- 
found dissatisfaction at the Minister’s breach of faith in not 
honouring his undertaking to consult the medical profession 
before presenting the amending Bill to Parliament. 

Lay Control of Medicine 

Motion by Bishop Auckland: That this meeting views with 
great alarm the threatened lay control of Medicine and recom- 
mends that appropriate action be taken. 


Remuneration of General Practitioners 

Motion by Brighton: In view of the failure of the Minister 
to give a satisfactory reply to the profession’s reasoned case 
for an increase in remuneration, based upon the betterment 
factor, the Council be instructed to ask local medical com- 
mittees to invite general practitioners to place their resignations 
at the disposal of such committees, unless terms acceptable to 
the majority of the profession are received before Sept. 30, 1949. 

Motion by Camberwell : That subject to the receipt of extra 
grants from the Treasury, this Meeting agrees that the capita- 
tion fee for the first 1,000 patients should be raised. 

Motion by Wembley: That this Meeting considers that the 
amount of the capitation fee is not equitable throughout the 
country and should be made uniform irrespective of area and 
irrespective of other payments such as mileage and dispensing. 

Motion by Cleveland: That this meeting wishes strongly to 
support any action the Council should decide to take under 
para. 178 of the Report of Council. 

Temporary Residents 

Motion by Hexham : That the fee of 15s. for attending resi- 
dents is totally inadequate and compares unfavourably with the 
pre-1938 P.A.C. remuneration.^ As this especially affects 
doctors practising in seaside and holiday resorts where the 
patients only call in medical aid in cases of severe disability, 
it is considered that the fee for temporary residents should be 
not less than one guinea. 

Basic Salaries 

Motioa by Hendon : That the Council be instructed to repre- 
sent to the Ministry of Health that all basic salaries granted by 
executive councils should be a primary charge on the central 
pool. 

Vaccination and Immunization 

Motion by Hendon : That this meeting is definitely of opinion 
that immunization and vaccination should fall outside the scope 
of the contract for public practitioners and be made the subject 
of separate remuneration both for the services and the reports 
involved. 

Provision of Medicines and Appliances for Private 
Patients 

Motion by Hendon : That_disappointment and resentment be 
expressed by the Representative Body at the failure of the 
Minister to include in the amending Bill provision for the 
free supply of medicines and scheduled appliances to private 
patients. 

General Practitioners and Special Departments 
of Hospitals 

Motion by East Herts: That the maintenance of patho- 
logical and radiological facilities for general practitioners with- 
out the intervention of a consultant in a hospital out-patient 
department is essential. 


Medical Services Committee Procedure 
' Motion by Hendon: That the Council be urged to ma 
, representations to the Minister to have the rceulatio 
ammd S . i' 0 , lh i: P roce . dure of the medical services commute 
Northern I t mn i s lh L m ’ nt0 lij3e whh those applicable 
-Torc a n, , ^ ' '- hercby a defendant doctor appear! 

'--rvicA of' 1 ! SCrV ,‘ CC . COnlrniUCC may have - if he 50 desir 

-3 ot a paid advocate or solicitor. 


General Practitioners and Hospital Work 

Motion by Mid-Cheshire: That this meeting protest strongly 
against the steady exclusion of general practitioners from work 
in hospitals. 

Motion by East Herts: That the apparent policy of the 
regional boards to eliminate general practitioners from hospital 
work is to be deprecated. 

Decisions of Medical Practices Committee 

Motion by Liverpool: That wherever the decision of the 
medical practices committee differs from that of the local 
executive committee, the medical practices committee should 
furnish in writing to the said executive cpmmittee the reasons 
for its decision. 

Emergency Dispensing 

Motion by Wembley: That this meeting considers that the 
payment of 2s. 6 d. per ICO patients for emergency dispensing is 
ludicrous and quite inadequate ; that steps should be taken 
immediatefy in England and Wales to adopt the procedure 
E.C.10A as in Scotland. 

Medical Advisory Committees 

Motion by Newcastle-uponTyne : That as medical repre- 
sentation on boards and committees of the National Health 
Service is inadequate, the Association be instructed to press for 
either direct representation of appropriate sections of the pro- 
fession on these boards and committees or that medical 
practitioners be appointed to boards and committees after 
consultation and in agreement with such sections of ^the 
profession. 

A B.M.A. Car Badge 

Motion by Hendon: That the Representative Body compli- 
ments the Council on the design of a car badge prepared in 
response to the appropriate resolution last year and restates 
its view that the badge should be made available forthwith to 
members of the Association. 

Motion by City: That this meeting considers the sign 
“Doctor” on motoi-cars is now unnecessary and undesirable. 

Medical Officers of Approved Schools 

Motion by Newcastle-upon-Tyne : That this meeting con- 
siders that the rate of salary offered to medical officers of 
approved schools is totally inadequate considering the nature 
and amount of work entailed and that this present arrangement 
should not be accepted. 


Doctors' Cars 

Motion by Newcastle-upon-Tyne : That this meeting is not 
satisfied that the profession receives a .sufficient measure of 
priority in the delivery of new cars. 

Salaries in the Public Health Service 

Motion by Wembley: That this meeting considers that the 
attention of the profession as a whole should be drawn to the 
undesirability of medical practitioners accepting service with 
local authorities on a sessional basis which would tend to enable 
such authorities to carry out their public health work and thus 
ignore the British Medical Association’s conditions of service 
for whole-time public health officers. 

Membership Subscription 

Amendment by Cardiff: That the subscription of medical 
officers in the public health service who receive no income tax 
allowances in respect thereof should remain as at present. 

Motion by South Essex: That this meeting requests Council 
to introduce a scheme whereby a member can commute his 
annual subscription to a Jump sum life subscription. ■ 

-Entries in Telephone Directories 

Amendment by Cleveland: That this meeting does not agree 
with para. 119 of the report since the addition of the specialty 
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is the only method of distinction where names are similar, as 
occurs in this area. 

Medical Practitioners Handbook 

Motion by Hendon: That this meeting urges the Council to 
take steps for the preparation and early issue of a Newly 
Qualified Practitioners Handbook. 

Apathy of the Profession 

Motion by Brighton: That the Annual Representative Meet- 
ing views with profound regret the apparent apathy in the 
profession, and instructs the Council to use the editorials of 
the British Medical Journal as much as possible to rouse mem- 
bers of the profession to realize their responsibilities in the 
outcome of the present conflict. 

Member of U.S. Army Air Force Medical Corps 

Motion. by Metropolitan Counties Branch: That all members 
of the United States Army Air Force Medical Corps be elected 
honorary members of the Association for the term of their 
service in the United Kingdom. 

Payment of Mileage to Members attending Meetings 

Motion by Lanarkshire: That it be remitted to the Council 
to consider the question of introducing the payment of mileage 
at the usually accepted rates to members attending B.M.A. 
committees of Divisions and Branches and also certain central 
committees where the payment of a mileage grant could be 
regarded as both appropriate and equitable. 

Health Centres 

Motion by Hendon: That the Representative Body is of 
opinion that a doctor practising in and from a health centre 
should not be obliged to enter into partnership with any or all 
of his colleagues who may be similarly placed. 

Motion by City: That this meeting whilst approving in 
principle the idea of health centres views with alarm the atti- 
tude of local health authorities in attempting to obtain the 
acquiescence of local practitioners in the establishment of such 
centres without definite terms of service being previously laid 
down and calls upon the Council to open immediate discussions 
with the Minister of Health. 

Other Motions by Divisions and Branches 

Motion by Torquay: Believing that decisions backed by the 
Association as a whole must carry greater weight with tHe 
Minister and with the public than decisions of individual groups 
and with a view to maintaining the unity of the profession, an 
opportunity should be given to the Groups to correlate their 
views one with another and with the policy of the Association 
as a whole before any decisions on policy are made known to 
the Minister or the Press. 

Motion by Torquay: That, in order that the Association 
should become a potent instrument in obtaining satisfaction, the 
Council, should bend all their energies in the coming year to 
arming the Association with the necessary power to enforce 
their demands. 

Motion by Bradford: That in the opinion of this meeting the 
only organization which can protect the interests of the general 
pract’tioner is one holding the certificate of the Registrar of 
Friendly Societies. 

Motion by Bromley: That the meetings of the Representa- 
tive Body should be recorded verbatim as in Hansard, and 
should be available for reference. 

Motion by Lanarkshire: That in view of the introduction 
of the National Health Service and the possibility of war in 
the future, the interests of practitioners called for service with 
the Forces be safeguarded by the following measures: 

(a) Where service pay is less than the net income, earned under 

the National Health Service, the ditlerence to be made up from the 
total sum available for payment of practitioners under the National 
Health Service. i 

( b ) That on return from service, a practitioner's income be main- 
tained for a period of eighteen months at the gross rate earned prior 
to service. \ 


Correction 

In the form of contract for whole-time consultants or S.H.M.O.S 
(Supplement, June 11, p. 320) the Ministry mistakenly included an 
asterisk after the words ** their temporary absence," 


PRACTICE OF ORTHOPTICS 

The Council of the Faculty of Ophthalmologists has issued a 
memorandum on orthoptics. The report was orginally drafted 
by the Orthoptic Board and has been modified by the Council 
of the Faculty. It has been sent to the'Ministry of Health and 
the Brifish Optical Association. 

The memorandum, here slightly abridged, begins by distin- ' 
guishing two classes of people doing orthoptic work. 

(1) Orthoplists. who are medical auxiliaries and hold the 
Diploma of the Orthoptic Board (D.B.O.). Their training and 
work are under the direction of recognized medically qualified 
ophthalmologists. 

The course of training occupies two )ears (full-time) and is 
carried out in orthoptic schools recognized by the Orthoptic 
Board. Holders of the diploma are entitled to practise orthop- 
tics, but they must abide by the ethical rules of the British 
Orthoptic Board, which forbid those who hold the diploma to 
prescribe glasses or to treat cases other than those referred to 
them by recognized ophthalmologists. These orthoptists work 
in orthoptic departments of ophthalmic hospitals, in ophthalmic 
departments of general hospitals, at school ophthalmic clinics, or 
in private practice. They are mostly women. There are about 
241 orthoptists holding the D.B.O. practising in this country. 
The examination for the diploma was started in 1935. 

(2) Ophthalmic opticians who have special knowledge of 
orthoptics are for the most part those who hold the Diploma 
of Orthoptics (D.Orth.), which is granted by the British Optical 
Association (B.O.A.). Their training and work are not under 
the direction of the medical profession. 

The examination for the D.Orth. is open to members of the 
B.O.A. or to holders of any qualification in refraction or 
optometry approved by the Council of the B.O.A. There is 
no prescribed course for the D.Orth.. but nearly all those who 
take the examination study at either the Refraction “ Hospital " 
London or at the Manchester College of Technology. (They 
usually attend only once a week for a year.) These optician- 
orthoptists work for large firms of opticians, or on their own, 
in which case orthoptics is usually a sideline, their main work 
being refraction. There are about 250 ophthalmic opticians in 
this country who hold this diploma. The examination for the 
D.Orth. started in 1939. 

At present there is a shortage of orthoptists, partly because 
fewer were trained during the war. and partly because of the 
increased demand for orthoptic work. More students are now 
being trained. When the school ophthalmic clinics come under 
the Hospital Service more orthoptists will probably be required. 
It is estimated that some 600 orthoptists will soon be needed 
in the final Ophthalmic Service. The memorandum assumes 
that the staff of all National Health Ophthalmic Clinics will 
consist of one or more of the following: ophthalmic surgeon, 
refractionist, orthoptist, and dispensing optician. 

The limited practical training available for the candidates for 
the D.Orth. has been considered. The amount of properly 
selected clinical material available for teaching is negligible 
compared with what is available through the orthoptic schools 
attached to hospitals. Optician-orthoptists are handicapped in 
their work by lack of opportunity of association with ophthal- 
mic surgeons. The' authors of the memorandum consider that, 
since the ophthalmic surgeon is ultimately responsible for the 
patient, if holders of the D.Orth. are to be employed in the 
Health Service as orthoptists they should be so only after they 
have had the opportunity of working with ophthalmic surgeons 
and of undergoing a course of training in the recognized 
orthoptic school of a hospital. 


DOMICILIARY SPECIALIST SERVICES 

A woman confined in a private maternity home may be visited 
by an obstetrician or her baby by a paediatrician under the 
domiciliary specialist service in an emergency. The Minister 
has decided that such cases fall within the scope of the specialist 
domiciliary service when specialist attention is needed and when 
medical considerations make it impossible for the patient to be 
removed to hospital. 
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Correspondence 


Trainee Specialists 

Sir, — You have had a number of letters recently regarding 
the proposed terms of service for trainee specialists, but -We 
should like the views described below to be given some further 
publicity. 

We are concerned that in the proposed terms of service no 
allowance has been made for seniority lost due to service with 
H.M. Forces. We understand that the Spens Committ.ee was 
guided, among other piinciples, by the principle that placing 
on the scale should have regard to age. The committee’s report 
was accepted in principle by the Ministry of Health, but in the 
proposed terms of the Ministry of Health no allowance has 
been made for the ex-Service trainee specialist who, after one 
to six years in the Services and at a considerably older age, 
will receive a salary appropriate to a much younger person 
qualified for a short time — e.g., a Class II post holder will 
receive £700 on the Spens scale (£775 on the Ministry of Health 
scale). This is thought by the Spens Committee to be adequate 
for a person aged 26. This salary spells dire hardship for an 
ex-Service trainee of, say, the age of 30, for which age the 
Spens Committee regard £1,100 as being essential to avoid 
hardship. 

To avoid serious injustice we submit that in arriving at the 
appropriate salary on this scale for trainee specialists allow- 
ance should be made for the number of years served in H.M. 
Forces. This principle has already been conceded in the case 
of specialists, where the conditions are exactly comparable. The 
scales are fair to the newly qualified trainee, they are fair to 
the specialists, they must also be fair to the ex-Service trainee 
specialist. 

Since July 5, 1948, many ex-Service registrars have had their 
posts converted into a permanent hospital appointment. We 
submit that all holders of registrarships hejd under the further- 
education scheme should qualify for retrospective payment to 
July 5, 1948. 

We appreciate that it would be difficult for individual hos- 
pitals to meet all these requirements out of their present esti- 
mates. We submit, therefore, that central action on the part 
of the Ministry of Health should be taken in all these individual 
cases until the situation has rectified itself. — We are, etc., 

J. G. Howells. P. Sainsbury. 

J. T. Hutchinson. R. F. Hobson. 

D. V. Martin. E. J. Anthony. 

D. S. Macphail. 

Sir, — I have been waiting for some time for a protest to 
be made in your columns about the remuneration for trainee 
specialists which has been proposed by the Minister. I appear 
to have waited so far in vain. 

The salary proposed by the Spens Committee for a Grade III ~ 
trainee specialist was £600 p.a. (living out). Mr. Bevan pro- 
poses that this should now be £670 p.a. — an increase, even when 
the Government superannuation contribution has been added, 
of only about 20.5% to allpw for the betterment factor. At 
a time when Ministry of Labour figures show that the average 
wage-earner is getting 120% or more than he did in 1939 the 
young trainee specialist is to get 20.5% more than the Spens 
Report said he should have got in that year. In other words, 
the working-class betterment factor is to be 120 or more ; the 
betterment factor of a registrar is to be 20.5. This makes com- 
plete nonsense of the Spens Report. 

Furthermore, while it is bad enough for the overworked 
general practitioner to get only 34% gross, it is still worse for 
the registrar, often with a wife and family to support The 
Utter gets a betterment of only 20.5% net and is far nearer 
the subsistence level. Many of these people, whose only sin 
is that they love their work and wish to take a higher qualifica- 
tion in it, are living on the verge of bankruptcy, with an ever- 
tnereasmg overdraft to distract them from their work. 

So far. however, the British Medical Association has done 
absolutely nothing to remedy this state of affairs and to remove 
this grois injustice, or if action has been taken it has been done 
.'.-hind closed doors. Let us therefore demand with a united 


voice that the -strongest protest be made to the Ministry in 
order that this arrant piece of injustice may be removed at the 
earliest opportunity. It is high time that the Minister was told 
with no uncertain ,voice that “what is sauce for the gander is 
sauce for the goose.” — I am, etc., 

Poole, Dorset. • A. ARNAUD REID. 

Terms for Consultants 

Sir, — I believe the comments on the proposed terms of' 
service for hospital staffs ( Supplement , March 19, p. 147) are 
misleading in regard to superannuation. They suggest that the 
employer’s 8% contribution is to be deducted from a betterment 
factor of 20% — in other words, that it may be considered as ' 
a part of the employee’s remuneration, as it is a payment made 
on his behalf. This is not so. Also it is clear that super- 
annuation and betterment are separate problems : it is unfor- 
tunate that they have arisen simultaneously. 

The employer’s 8% superannuation contribution is not made 
on behalf of the employee : it is made by the employer, and 
he receives benefit from it. It gives him the right to retire 
an employee who, though he has given long and faithful service, 
has ceased to be useful through old age or infirmity. The 
pension avoids hard feelings and recriminations. Similarly the 
employer, by having paid superannuation contributions, can 
feel that he has honourably discharged his responsibilities to 
the widow and family of a deceased employee. Where there 
is no scheme to which he can contribute the employer himself 
has an obligation to provide a pension for his ex-employee. 

Of course the employee also has a duty to provide for his 
old age and for his family in event of infirmity or death. 
Responsibility in this matter of pension is divided between 
employer and employee. The fact is recognized and regular- 
ized in superannuation schemes. 

Your suggestion is tantamount to supposing that, if a man 
earning £1,080 p.a. entered a (similar) superannuation scheme, 
his salary would be reduced by £80 p.a. to cover the employer’s 
contribution. 

There are only two explanations of the proposed terms : 
either the remuneration is being reduced to meet the Govern- 
ment’s'superannuation contribution, or the Minister is offering 
us a betterment factor of 1 1 % . — I am, etc., 

Prcsion. J. A. Carr. 

Specialist Grading 

Sir, — T he main line of demarcation in the grading of 
specialists should be between (1) men whose income is solely 
derived from consultant practice, and (2) men whose income is 
partly derived from general practice, although also engaged 
in some specialty. The first group could be divided into two 
categories, giving the following classification : 

1. Staff Specialist . — Doing consultant work only; holding a post- 

graduate qualification ; having been in consultant practice at least 
five years. , 

2. Associate Specialist . — Doing consultant work only; holding a 
postgraduate qualification ; having been in consultant practice less 
than five years. Automatic promotion to staff specialist after 
completing five years of consultant practice. 

3. Senior Hospital Medical Officer . — Engaged in general practice 

but doing some specialist woik; postgraduate qualification not 
essential; promotion to associate specialist when he fulfils the 
necessary criteria. ' 

The remuneration of the first two groups should be at a 
considerably higher level than for the S.H.M.O. group, as the 
latter can rely chiefly or partly on income from general practice. 

Precise definitions such as the above should be agreed with 
the Ministry before appeals are due to be heard by the Appeals 
Committees. — I am, etc., 

B'ackpooi. . R. E. Horsfall. 

Sir, — M r. R. L. Newell (Proceedings of Council, Supplement, 
May 21, p. 283) stated that grading committees decided entirely 
on the basis of a man’s qualifications. My personal experience 
refutes his assertion and supports the views and warnings put 
forward by the Secretary ( Supplement , May 14, p.-269) with 
regard to the senior hospital medical officer grade. 

I am over 12 years qualified, and in January last I filled up a 
form sent to me for specialist grading. Having heard nothing 


i 
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meanwhile, I recently obtained a personal interview with my 
regional board and was then told that, o£ the people who by 
postgraduate degrees, experience, etc., were of specialist stan- 
dard, not more thair 50 7 o would be graded full specialist, and 
of the people of assistant specialist standard the majority would 
be graded as senior hospital officers. Furthermore, at this 
interview I was enlightened as to the reason for this policy . 
the object was to save money by down-grading as many people 
as, possible. 

When I tried to find out, at the interview and subsequently, 
who or what body had'the privilege of deciding my grading 
and future I was met by a smoke-screen The decisions are 
apparently being carried out in secrecy behind closed doors. 
The secrecy is not quite complete, because some people in a 
position to “ work behind the scenes ” or “ in the know " have 
already been told that they will be graded full specialists. — l 
am, etc., 

M.D., M.R.C.P 

Disparity in Incomes 

Sir, — I enclose a cutting from the Sunday Express of 
April 17 quoting figures for the West Ham area which, if 
correct, should be more forcibly brought to the notice of the 
public. Analysis reveals the following average incomes during 
the first nine months of the Health Service Doctors, £736 , 
dentists, £2,942 ; chemists, £2,413. 

Such figures show a sorry state of affairs the G.P. — the 
very hub of the Service — finds himself the poor man of the 
show. His more fortunate colleagues can “ shut shop ” and 
forget their patients and customers during their leisure hours, 
and feel satisfied that they receive payment for what they have 
actually done during working hours. 

Fundamentally, the medical practitioner should be the 
highest paid of the professions in the Service His training is 
longer and more exacting, and he carries by far the greatest 
responsibility. Unfortunately he has had no business experi- 
ence and now finds himself sadly lacking in the fight for 
financial existence, without which he cannot hope to maintain 
his professional dignity. — I am, etc , 

Wallasey, Chcshne. ThoS. H. H GrEEN. 

Allowances for Professional Witnesses 

Sir, — T here will be many of your readers who have been 
annoyed to find that they are not eligible for payment of a 
professional-witness allowance for attending the Criminal 
Courts to give professional evidence in accordance with the 
scales recently defined in the Witnesses Allowances Regulations, 
1948 (Statutory Instrument No. 1909 (L.23)), as published in the 
Supplement, Sept. 25, 1948 (p. 129). 

The reason for this refusal by the Courts to pay such witness 
fees is that the Home Office issued a circular on Aug. 26, 1948, 
to all Clerks of the Peace, Clerks of Assize, and Clerks to 
Justices, giving guidance in the implementation of the Witnesses 
Allowances Regulations which came into operation on Sept. 13, 
1948. This circular stated that professional witnesses' allow- 
ances should not be paid to salaried officers who did not lose 
remuneration by reason of attending court, with the result that 
professional-witness fees have been refused to many doctors 
working in whole-time salaried posts (in hospitals and other 
public health services, etc.), to their great indignation. 

My Society was concerned about this position and took 
Counsel’s opinion with regard to the validity of the Home Office 
circular, which, unlike the regulations, had not statutory force. 
Counsel advised that paragraphs 2 and 5 of the Home Office 
circular appeared to be conflicting. 

The Home Office appear to concede in paragraph 2 that a 
witness specifically called in, because of his expert and pro- 
fessional qualification, may be given an appropriate allowance. 
In paragraph 5 they exclude salaried officers without giving 
any indication that the court ought to take into consideration 
whether or not the giving of evidence may fairly be regarded 
as incidental to the officer’s ordinary duties, and whether 
trouble or loss of time has been occasioned. 

The Society made representation to the Home Office request- 
ing that the circular should be revised, but was informed that 
the Home Secretary would not be prepared to depart from the 
statement in his circular that professional-witness allowances 
should not be paid to salaried officers. It was accordingly 


decided to seek the ruling of a High Court judge on the proper 
construction of the “Costs in Criminal Cases Act, ISOe,” and 
the “ Witnesses Allowances Regulations, 1948,” on the follow- 
ing grounds. 

Subject to the regulations, there may be allowed such sums 
as appear to the court reasonably sufficient to compensate the 
witness for the expenses, trouble, or loss of tune properly 
incurred in or incidental to the giving of evidence, it is the 
duty of the Taxing Officer to “ascertain the amount” of costs 
which the court has directed to be paid out of public funds. 
In the ordinary way the Taxing Officer ascertains the amount 
without reference to the court, and he has been guided by the 
instructions contained in the Home Office circular. Accord- 
ingly, the refusal by a Taxing Officer of an appropriate 
allowance to a hospital doctor who was salaried and lost no 
remuneration by attending court, on the grounds that such an 
allowance conflicted with the directions in the Home Office 
circular, was recently challenged, and it was contended that the 
particular witness had not been compensated for trouble or 
loss of time which attendance at court necessarily involved. 

An application for the reconsiceration of the fees to be 
allowed in this case and for a ruling on the pnne pie to be 
applied was heard by Mr. Justice Devlin in Chambers. It 
was argued that paragrapn 5 of the Home Office Circular was 
too narrow, as, if the doctor had been an ordinary general 
practitioner, he would have incurred the expense of having to 
employ the services of another doctor to attend to his patients 
during the time he was absent at court, or, if he did not adopt 
this course, he would have to see his patients in time which he 
might Oiherwise have devoted to leisure 

Mr. Justice Devlin agreed with this contention and stated 
that he would direct the Clerk of Assize that the directions m 
paragraph 5 of the Home Office circular Ire professional-witness 
fees to salaried officers) were too narrow, and the mere fact 
that a practising doctor does not lose income is not sufficient 
to reduce him to the status of an ordinary witness. He further 
stated that it was for the Clerk of Assize to assess what amount 
should be paid for the trouble and loss of time. 

It is suggested, therefore, that salaried doctors who find them- 
selves in a similar position of having been refused a profes- 
sional-witness allowance in accordance with the scale described 
in the Witnesses Allowances Regulations, 1948, should argue 
tie pomt whenever it arises, and should appeal to. the judge 
or chairman of the court if the Taxing Officer refuses the 
appropriate allowance, making use of the opinion expressed 
by Mr. Justice Devlin as described above. 

This legal ruling will be brought to the notice of the Home 
Office, and it is hoped that the offending paragraph in the 
circular will be revised. — I am, etc, 

Alistvir French. 

Secretary, The Medical Proiccuoa Socicti 

Letter from a Division Chairman 

Sir, — The letter (Supplement, April 30, p. 253) deploring 
the poor attendances at B.M.A. meetings suggests : “The fourth 
explanation, and the most reasonable, was that a condition of 
complete and profound apathy pervaded the bulk of the 
doctors.” But it fails to consider the causes of the apathy. 
What are lliev 7 

In my opinion the 3pathy JS due to the belief that whatever 
resolutions may oe passed at the meeting, or in London, no 
appreciable alteration would be effected. And again » /i> ? To 
go back only a short period, it had been said that there were 
not enough doctors to work the health service, yet when about 
half voted in its favour the other half were officially advised 
to join. I(7iv ? Because those at Headquarters knew that, 
whatever a local practitioner had signed, few would hesitate 
to break their word if it were to their financial advantage to do 
so. One practitioner could not trust another local practitioner 
to keep his word and not to take advantage of h.m. 

Put shortly, there is a complete lack of confidence. We 
have been told that ballots were secret to avoid victimization, 
if a cause is worth while it is worth being made a victim in 
an endeavour to uphold it. Did the early Christian t martyrs 
complain there was no secret ballot? 

The lack of confidence is engendered by lack of truth and 
experience of the way the Protection of Practices Scheme was 
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not kept. Privately it was reported that one practitioner in 
Kent had acquired over 400 panel patients from an absentee 
practitioner ; yet he did not pay into the scheme a single shilling 
for private cases. Are we really going to believe he had none? 
But in the official report these facts were not published, nor 
was his name. Yet public morality is formed by public opinion. 
The number of unethical and immoral acts that are passed by 
is prodigious. 

Let us face it, there is no faith, for professional, like public, 
morality is at a low ebb. Until this is altered, there will be 
apathy. As Sir Stafford Cripps has said, this is more a moral 
than an economic crisis. — I am, etc., 

Petwwood, Kem C ■ C. MlLNER. 

Senior Hospital Medical Officer 

Sir, — The letter from “ Mens Sara ” (Supplement, April 30. 
p. 260) raises very important points to all young members of the 
profession on the specialist side — that is, the point of grading, 
status, and tenure of a post. In the past, when experience was 
adequate, one obtained an appointment, and if one's ability 
was worthy the post was permanent. Such is my own lot as 
radiologist to two hospitals, where I have handled the work 
with commendation, and salary increment, since appointment. 
Now the grade of senior hospital medical officer, which did 
not exist when one entered the Service, is brought forward as 
a blind alley with meagre salary increments and no visible 
chance of rapid upgrading. The alternative, non-acceptance, 
means unemployment— or country-wide “ touting ” with no 
settled domicile. 

At a recent meeting it was stated that nobody could be 
accepted as a specialist without two points: (a) Five years’ 
experience in the specialty, and (6) attaining the age of 32 — 
this despite provision for a specialist below 32 in the proposals. 
We were informed that these were basic grading tenets. 

In my own case I have nine months to wait. Whilst it would 
be aggravating, in view of a dentist’s age not being applicable 
but only ability being the arbiter, it is more than this owing 
to the strong likelihood that such grading may persist^ after 
one has officially ** qualified ” ; and the amount of responsi- 
bility demanded remain constant. Such grading may attach 
to the post and affect future holders. 

The B.M.A. should demand endorsement of a resolution 
passed at the meeting which I mentioned. It was to the effect 
that all gradings of senior hospital medical officer should be 
subject by legislation to yearly review, with a view to the earliest 
possible upgrading, and that the ranking should not be used 
as a means of employing cheap specialized labour. The point 
is vital. At present the seniors are not involved. Apart from 
to-day’s junior ranks being to-morrow’s seniors, once this is 
established its future revocation will be nearly impossible. The 
slogan should be, as with the T.U.C., “ The rate for the job ” — 
especially when one has no other consulting income. — I am, etc., 

Below Age. 

Sir, — I am gravely disturbed by the letter from Dr. Stephen 
Krauss ( Supplement . May 7, p. 266) on the above topic. His 
point of view is all the more alarming as “quite a number 
of colleagues . . . hold these views." In my submission the 
suggestion that senior hospital officers should be made i eligible 
for cistinction awards is completely defeatist in its approach, 
and is moreover foredoomed to failure. 

It appears clear that a considerable number of hospital 
medical officers who have in the past been regarded as 
specialists by their colleagues are in danger of being placed m 
this grading. Surely they should not fight for better remunera- 
tion within this grading, but for the right of a really effective 
aopeal against the decision of the Assessment Committee. — 
1 am, etc.. 

U rm nihini. F. A. BlEaDEN. 

Importance of the G.P. 

Sir.— I t is well that general practitioners should insist on 
adequate remuneration, for the labourer should be worthy of 
his hire — should be, although the present form of payment 
hardly encourages the development of the best kind of service. 

But there are other matters even more important than pay 
which demand consideration by the profession and the public. 


I refer to the dignity of and respect for the general practitioner, 
and for this reason I am distressed at the provision not permit- 
ting him to order an arch support, an abdominal belt, and 
some other simple things for his patients,- but must direct the 
patient to the hospital. 

There are other restrictions of the general practitioner’s 
activities which I think are not in the interests of doctor or 
patient. No facilities have been granted him to have simple 
pathological and x-ray examinations done at his request with- 
out the intervention of the hospital physician or surgeon. I am 
sure it is all wrong and an insult to a branch of the profession 
which in Germany produced Koch. and here gave us Sir James 
Mackenzie, to mention only two names. 

The importance of the general practitioner — the title of an 
article I wrote for the West London Medical Journal, a copy 
of which I sent to the Minister of Health — must be recognized 
if a really satisfactory medical service is our aim. The general 
practitioner, as I suggested in a memorandum submitted to the 
conference of universities and Royal Colleges met to consider 
alterations in . the students’ medical curriculum, must be 
trained to play his part. — I am, etc., 

Londan. SV.8 HAROLD H. SaNGUINETT!. 

Health Centres 

Sm, — There has been much discussion over the establishment 
of so-called health centres under the National Health scheme. 
I recall that, when the introduction of a National Health Ser- 
vice was advocated, much play was made with the advantages 
which would accrue from the pursuit and practice of preventive 
medicine. We were told that under such a scheme the general 
practitioner would be encouraged to spend much of his time in 
educating the people in the prevention of illness and in the 
attainment of positive [nc] health. In what directions have 
they been so encouraged, what new efforts in the prevention of 
disease have been initiated ? I have heard of none. 

On the contrary, local authorities are being enjoined — and 
some are planning — to erect polyclinics for the treatment of 
disease. In one of the larger Midland towns plans are afoot 
for the erection of so-called health centres which are designed 
to replace the surgeries now provided by the general practi- 
tioners. In other words, not health centres but centres for 
ill-health are being envisaged. The disadvantages of such 
centralization are too obvious to need elaboration. 

My own conception of a health centre — by no means original 
— is that it is a place devoted, among other things, to : 

(a) The education of the public in all matters relating to the health 
and well-being of a community — for example, food, housing 
(including lighting and ventilation), clothing, exercise, work and 
fatigue, mental and physical rehabilitation. 

0 b ) Child and mother welfare. 

(r) Mental health. 

(d) The prevention and treatment of endemic diseases, whether 
communicable or not — e.g., rheumatism, syphilis, tuberculosis, polio- 
myelitis, diphtheria, and the like. 

( e ) The prevention and control of epidemic disease. 

(/) Demography. 

(g) Research. 

For a large town only one such centre would be necessary. 
It should have a central location, be of first-class architectural 
design, and should exhibit the highest available standards of 
construction, hygiene, and aesthetics ; in fact, it should be a 
centre of which the community could be as proud as of the 
town hall, and might form part of a civic centre. 

But such a grand design has been allowed to give place to 
numerous little treatment centres which will afford the public 
no greater speed or efficiency of treatment except in one or two 
directions — e.g., x rays and minor surgery. It remains to be 
seen whether, indeed, general practitioners will avail themselves 
of these centres, as they will be free to employ them or not as 
the convenience of their practices directs. It is not unlikely 
that some of these buildings may come to be white elephants 
erected and run most uneconomically to the greater glory of 
no one, except perhaps of the nephelococcygeans who plan them. 

There is another consideration : is it expedient that a local or 
regional public body should acquire a vested interest in ill- 
health ? This will undoubtedly occur if working space in these 
treatment centres is rented to general practitioners, much in 
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the same way as landlords in Harley Street have 'come to 
demand increasingly exorbitant rentals of specialists. Caveat 
emplorl — I am, etc., 

Eitoo, Nous. V. L. Ferguson. 

To Stop Frivolous Calls 

Sir, — M ay I make a suggestion to cut down the cost of the 
N.H.S. ? My idea is that each patient should get free of 
charge from his local executive council a book of, say, 20 
tickets to last a certain period, say six months. Each ticket 
would represent a service from his doctor, and would be 
collected by the doctor at each visit or consultation. At the 
end of each month these tickets would be returned by the 
practitioner to the local executive council. If the patient 
exceeds his quota of tickets then he can purchase more at a 
nominal fee, say Is. each. By this means no doctor can be 
accused of making money out of the scheme and it will stop 
frivolous calls on the doctor's time. — I am. etc., 

Hove. Sussex. Paul E. R. KlRBY. 

Transfer of Specialists 

Sir, — O n so many occasions has the Minister of Health 
broken faith with the professions undertaking service under 
the Health Act that it is somewhat unusual to find him for 
once attempting to keep it. What is rather disturbing, however, 
is to find that in order to maintain this faith the Minister finds 
it necessary to break the law. 

The Ministry of Health has informed hospital boards (we 
are told) that the Minister has a moral obligation for seeing 
that displaced members of hospital staffs are given, as far as is 
practicable, the opportunity of undertaking similar duties else- 
where. Quite apart from the fact that it, being a moral obliga- 
tion, must be somewhat outside the Minister's usual line of 
country, a perusal of the regulations (which have alL the force 
of law) dealing with the making of hospital appointments 
reveals that no appointment of a specialist may be made except 
in 1 accordance with those regulations. Statutory Instrument 
No. 1416, 1948, sets out the manner by which all specialist 
appointments shall be made, and para. 8 thereof lays it down 
that in no other manner may such appointments be made. 

Now it would seem that the Minister, putting himself above 
the law which he himself has made by virtue of the powers 
vested in him under the Act, has informed hospital boards that 
they should make appointments in a manner other than that 
prescribed by the regulations — viz., merely by finding alterna- 
tive employment for those whose jobs ■ cease to exist for any 
reason. I suggest that he does not possess the authority to issue 
such a directive, the terms of which aim to override the provi- 
sions of the regulations already laid before Parliament, and I 
suggest further that' no hospital board has any power to act 
contrary to those regulations, no matter what its master may 
direct it to do. 

The regulations clearly state that they will apply “ on the 
occasion of each vacancy in an office, which for this purpose 
includes a new office which the board propose to fill." If a 
specialist’s services are dispensed with because the office which 
ho has formerly held ceases to exist he is indeed unfortunate, 
and it would appear that the Minister really wishes to prevent 
any such injustice or hardship from arising, but it is equally 
clear that no' hospital board possesses the authority to appoint 
that specialist to another office without going through the 
procedure laid down in the regulations cited above, which means 
advertising the vacancy and setting up the appointments advisory 
committee, etc. Any appointment made other than in the 
manner prescribed is liable to be declared invalid in the courts 
and set aside. 

At present every specialist appointment in the country exists 
under a certain title. The sudden imposition of common 
ownership of hospitals has not implied necessarily an inter- 
changeability or transferability of the incumbents of specific 
appointments. The physician in charge of cardiac department 
in Hospital X, engaged for that purpose and under that title, 
is not necessarily bound to render services in other hospitals 
under the same regional board, although there have been 
recently some appointments which have stipulated that the 
incumbent’s services may be required from u’me to time in other 
institutions under the board’s control. 


Even in the latter case the original appointment is made 
principally to one hospital, and visits from time to time to 
other institutions are of a nature subsidiary to the principal 
appointment. Should that principal appointment cease to exist, 
could the specialist concerned still be deemed to be in the 
enploy of the hospital board? And could he be transferred 
to another hospital in the service of the board ? It is my 
suggestion that he could not. It is my further suggestion that 
such subsidiary duties which arose by virtue of his holding the 
principal appointment would no longer be open to him, and 
that they would thereupon require to be carried out by some 
other specialist still in the employ of the board. Of course 
much would depend upon the exact nature' of the contract 
which the "displaced” specialist had entered into in the first 
place. 

Take as an example the post of surgeon to the (fictiu'ous) Town of 
Nod Hospital. That is the appointment which a particular man is 
assumed to hold. Incidental to this, and because he holds it, he also 
visits once a week a small cottage hospital near by. The board 
decides to close the Town of Nod Hospital and make it into "a 
purely orthopaedic centre, appointing to it an orthopaedic surgeon 
from somewhere else. The general surgeon finds his services are 
dispensed with, for there are no longer any general surgical beds 
there. 

Several points arise. First, what is his future position at the small 
cottage hospital near by ? He bad never actually been appointed to 
it as a surgeon, his single weekly session there being regarded merely 
as part of his duties at the main hospital, and being consequential 
upon his holding that appointment. That, however, is the least 
important point. 

Suppose that, in accordance with the Minister's recent directive to 
hospital boards, the board offers that specialist an appointment as 
surgeon at the City of Blanktown Hospital (also fictitious), would 
such an offer be intra vires the regional board, or would the board 
have to advertise a vacancy on the staff of the City of Blanktown 
Hospital and then hope that the surgeon in question would be 
selected to fill it ? Could the difficulty be got over by the board’s 
effecting a union between the two hospitals at Nod and Blanktown 
and regarding them thereafter as one hospital simply divided into 
two parts, one consisting of the “general” and the other of the 
“ orthopaedic ” part of the same hospital ? 

It might be argued that such a union would validate the transfer 
on the grounds that the specialist was merely changing the venue of 
his department within the same single administrative unit — the same 
hospital, now departmentally divided but still administratively a 
single hospital. But while such an argument might well validate 
the transfer in these circumstances it is extremely difficult to find 
grounds to validate the transfer of a specialist to an altogether 
different hospital simply in order that he should suffer no hardship 
because his former office had ceased to exist. The Minister’s desire to 
prevent_ hardship is one thing. Compliance with the law is another. 

To put a man on to the staff of a hospital of which staff he 
is not at present a member must surely be interpreted as “ filling 
a vacancy,” even if that vacancy is being specially created for 
the express purpose of being filled by that particular man. If 
this be accepted as a reasonable argument then the regulations 
cited above must apply in every such case, and it therefore 
become ultra vires any regional board to carry out the under- 
taking given by the Minister regarding the re-emplovment of 
displaced specialists. For the Minister's undertaking to be 
possible some amendment becomes necessary to the regulations 
concerned. Failing this amendment the suggestion is offered 
that any appointments made not in accordance with the terms 
of the regulations will be invalid, liable to be set aside by the 
courts: and, moreover, any remuneration paid out by way of 
salaries in respect of such appointments might even be regarded 
as the wrongful application of public money. 

It is indeed unfair that a specialist be dispensed with because 
of some matter of policy affecting the office which he holds and 
may have held for many years, but it is more important that a 
constant vigilance be maintained to see that both the Minister 
apd his stooges on regional boards and other committees carry 
out their duties under the Act and administer it strictly in 
accordance with its provisions and the provisions of the regula- 
tions and orders made under it. It may well be that I am in 
error in my interpretation of the regulations in question, but it 
appears to me that, before accepting the Minister's general offer 
of alternative appointment "wherever practicable,” the B.M.A. 
should take advice as to whether it is within the authority of 
regional boards to act on this Ministerial directive, and if my 
own suggestions are correct then the sooner an amendment to 
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; regulations to cover such cases is made the better it will be 
Lor all concerned I do not think the question is just academic 
— I am, etc, 

Penzance Cornwall ' GEOrFRCY MYERS 

POINTS FROM LETTERS 

Supply of Glasses 

Mr S Black, Duector, Information Bureau, AssociCBon of 
Optical Practitioners, writes I think Dr Coke Harvey’s letter 
{ Supplement , May 7, p 267) on the difficulty of Mr X m gedmg his 
spectacles repaired iequires some explanation The N H S regula- 
tions demand that a re-examination of the eyes is necessary before 
a repair can be carried out if more than two years have elapsed 
since the last test The reason for this regulation is to discourage 
patients from allowing too long to elapse between examinations and 
because it is cheaper in many cases to supply a new frame rather 
than to patch up an old frame after several years’ use Mr X 
had four alternative ways open to him to obtain an examirf at!0ri of 
his eyes Through the Health Service he could have consulted an 
ophthalmic medical practitioner, or an ophthalmic optician; ° r he 
could have had his eyes examined at an eye hospital, or lastly he 
could visit an ophVnn'nno'iognk pxxxaXeV} AppaxmVj ’Kit ■- 
the last course, and therefore he was not entitled to obtain fiee 
spectacles Health Service spectacles cannot be supplied to a private 
prescription If a patient brings a private ptescription and insists 
on having spectacles through the scheme, the optician has to inform 
him that his only way to do this is to have his eyes examined thiough 
the Health Service, when any necessary spectacles can be supphed 

Comparative Incomes 

ACE writes It is indeed surprising to see the apparent apathy 
of the profession to the cavahei treatment it is receiving f ro1 ? the 
Minister I am one of the “ haves ” with a gross income of over 
£3,000, but I really wonder how some of our colleagues are managing 
to pay overheads, let alone live I was very shocked recently to see 
our local executive council’s position for the first nine months of 
the N H S Translated into yearly averages it is as follows, 
figures of piyrpents Average gross payments per doctor £1,600 , 
per dentist, £4,550 , per optician, £3,200, per chemist, £3,000 My 
dental and optician friends tell me they feel the net income to be 
50% of gross income, making £2,275 and £1,600, respectively, while 
two chemists were unwilling to pass an opinion as they stud over- 
heads were covered by other lines Assuming a doctor’s overheads 
to be 33 V%, the average net income is just over £1,050 1 reatl 

in a daily paper of May 20 that “ Mr Bevan’s aim is to S*ve the 
average efficient dentist a net income of not less than £1.288 per 
annum, ’ so that surely in fairness the average efficient doctor should 
be worth at least £2,000 per annum net, and this should be tied to 
the average number of patients per doctor . Incidentally. in 
many areas the capitation fee was less than 17s last year, an d it is 
surely time we demanded, not asked for, 30s per head at l easr ‘ or 
the first 2,200 patients and 20s for any others up to a m axl mum 
of 3,500' 


Association Notices 


21 Tues 
21 Tues 

7 Thurs 
7 Thurs 


Diary of Central Meetings 

June 

Conference of Anaesthetists Group, 2pm 
World Medical Association — Ladies’ Committee, 
4 30 p m 

July 

Joini Committee on Association of the General 
Practitioner with Hospitals, 2pm 
Radiologists Group Committee, 2pm 


Branch and Division Meetings to be Held 
OxroRD Division — Wednesday, June 22, Visit to the Atomic 
■''•wajeh Establishment, Harwell 

ROCimut Division — At Rochdale Infirmary, Sunday, June 19, 
O pm, annual general meeting Consideration of Annual Repoit 
i'„,? u " ul , n\ c , Uon °, f officers for 1949-50, instruction of Represen- 
^ n M (Meeting adjourned from June 10) 
n Town Hall > Castlelield Road. Reigde. Wed- 

bi b- r 1 ■" n' f° ? m Annua! meeting Presidential address 
■V, J Barford “Towards a Better Understanding of 

, n' n ihn Vl \ ll i, lc !, ^edhill Aerodrome, Fuller’s Earth Union 
"ores. Redhill, and Mullard’s Radio Research Works, Redhdl 

Meetings of Branches and Divisions 

'nvw.xsv v>t Enwyxntd Hr inch 

, \:7 l Y ^ r ' c °* scientific meetings was held at the Royal 
Mitl '7 ln ' rm - r v. Newcastle-upon-Tyne, during February and 

1 L ’’.A,'-','":’ i :d n 0n J\b 24 was well attended and consisted 

— a r anon bv Dr C N Armstrong on Simmonds s disease 


Several cases were shown and the disease was discussed in detail ' 
Mr C Gordon frwin then delivered an entertaining and instructive 
lecture on his recent American tour. 

The second meeting, on March 10, consisted in a demonstration by 
Mr J D Rose of excellent lantern slides and cases dealing witn 
various forms of ulceration and gangrene This was followed by j 
lecture on “ Medical and Veterinary Science ’’ by Mr W Lyle 
Stewart, who dealt m some detail with the condmoii ot swayback in 
sheep and otliei dietary deficiencies, as well as some infective dis- 
order of common interest to the medical profession and veterinary 
sui geons 

The last meeting was held on M.nch 31, and over 200 doctors and 
students were present The whole euning was demoted to a dis- 
cussion of obstetrical problems and was arranged by Professor, 

E Farquhar Murray Mr Stabler gave an interesting and practical 
account of what lo do until the arrival of the flying squad Dr 
William Hunter showed a film in support of his description of the 
care of the perineum during labour, and Mr Linton Snaith dis- 
cussed threatened abortion and described the experiences in the past 
few years at (he Newcastle General Hospital Professor E Farquhar 
Murray discussed the present position of midwifery The meeting 
ended with a description by Mr Harvey Evers of the third stage of 
labour and its complications, and was made particularly interesiina 
by the many historical references 

CUELSE.V. VNQ FUU-UM. DtVL«QK 

A meeting of llie Chelsea and Fulham Division was held on 
May 20, with the Kensington and Hammersmith, Westminster and 
Holborn, and Wandsworth Divisions as guests The chairman. 
Dr R Kelson Ford, introduced Dr Ronald Gibson, Hon Secretary 
of Winchester Division 

Di Gibson said that Winchester felt strongly that now as never 
before there must Be a stiong B M A with every part of it closely 
knit lo the other After looking into the constitution of the B M A 
it was decided to draw up a memorandum for submission to other 
Divisions, and when suggestions and revisions were received on the 
memorandum their own views had been “ sunk ” to agree with those 
of the majority 

After the majority vi. vvs had been leceived a revised memorandum 
had been issued , from this a further revised memorandum had been 
made, and it was decn ed. lhat the subject was so important that a 
special representative meeting should be called The main points 
tor discussion were the Secretariat and Representative Body (the two 
units which link up the Council with the periphery), and the 
Constitution of Council 

The present Council, winch consisted of one-third of its members 
directly representing the Divisions and tivo-thirds not directly 
representing the Divisions, was not considered democratic It was 
ihouglit that tne correct proportiBn was at least two-thirds to be 
duectly represented and one-third not directly represented 

It was felt that the Secretariat were able and very hard-working 
men but were not sufficiently in contact with the periphery The 
Secretariat must go out to the periphery and not wait in Head- 
quarters for people to come up and contact them Winchester 
suggested that these Regional Secretaries should be free from as 
much committee work as possible so as to have time to meet 
individual members 

Something must be done to strengthen the Representative Body 
and make more effective the discussion of resolutions which came 
before it The Winchester scheme, which had had a reasonable 
amount of support, was that the Divisions should first of all put up 
their resolutions to Bianch Councils, and they should go from the 
Branch to an Agenda Committee Winchester suggested that the 
Divisions should submit their resolutions, and if not satisfied with 
the action of the Branch Council could retain the power to send 
them dn Let to the Representative Body, the object being to strengthen 
the B M A and bring each unit as near as possible 

Dr L Potter, Assistant Secretary, B M A , said that it had 
been for many years the policy of the Council to decentralize so far 
as possible, and a great deal of controversy had gone on as to 
whether a Secretary should be resident in a Region He was of the 
opinion that he would be of far moie use if he were m close contact 
with work at Headquarters All Secretaries had access to all Com- 
mittees, but even so it was difficult to keep abreast of the manifold 
ac’ivities Regional offices were being set up 

Dr Gorsky emphasized that he was in sympathy with the reorgan- 
ization of the whole organization, but that Dr Gibson's idea of 
strengthening the B M A was to revolutionize 1 the Representative 
Body 

Dr C Watney Roe asked the mee mg to bear in mind the instruc- 
tions given to their representatives on March 18 to pi ess for at least 
two-thirds direct representation on the Council and the cessation of 
elections by the R B Now that the Council were also Trustees of 
the British Medical Guild this was doubly important 

The chairman, Dr Ford, suggested that an age limit for 
membership might be imposed 

Dr Milligan, chairman of Westmn'ter Division, proposed a vote 
of thanks to Dr Gibson 

> , 

Wandsworth Division 

At the annual meeting of the Wandsworth Division, held on 
May 31, the following appointments were made for 'he vear 1949-50 
chairman Dr H Alexander vice-clrnrman. , Dr D W Izrt.wa.n. 
hon treasurer, Dr R J Saunders; hon secretary. Dr T J Lee, 
assistant hon secretaries. Dr C J Grosch and Dr G. R. Boyes 
representatives to ARM, Dr Alexander, Dr G R Boyes, Dr 
Grosch, and Dr T J Tee - renrcsenmiives nn TtraneK Cmmctl Dr 
Comick, Dr. Jackman Dr D Bdhg, Dr J G H McNabb and the 
non secretaries ex officio 
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* GEOFFREY JEFFERSON, ( 

Professor of Neurosurgery. 

]• Brain-Mind Relationship 

//No better example could be found of man’s characteristic 
! desire for knowledge beyond, and far beyond, the limits of 
"iy i-the authentic scientific discoveries of his own day than 
j his wish to understand in complete detail the relationship 
irl I 1 between brain and mind — the one so finite, the other so 
! amorphous and elusive. It is a subject which at present 
; awakes a renewed interest, because we are invaded by the 
■Jj i physicists and mathematicians — an invasion by no means 
>-■ unwelcome,- bringing as it does new suggestions for analogy 
;i i! and comparison. We feel perhaps that we are being pushed, 
gently not roughly pushed, to accept the great likeness 
between .the actions of electronic machines and those of 
% the nervous system. At the same time we may misunder- 
stand this invitation, and go beyond it to too ready an 
L ., !, affirmation that there is identity. We, should be wise to 
rJ examine the nature of this concept and to see how far the 
I . electro-physicists share with us a common road. Medicine 
“ is placed by these suggestions in a familiar predicamentr 
1, I refer to the dangers of our being unintentionally misled 
^ by pure science. Medical history furnishes many examples, 

-j. \ such as the planetary and chemical theories of disease that 
' were the outcome of the Scientific Renaissance. We are 
C . the same people as our ancestors and prone to their mis- 
a j* takes. We should reflect that if we go too far and too 
j f fast no one will deride us more unashamedly than the 
a ! I 'scientists who have tempted us. 

j j p ■ Discussion of mind-brain relations is, I know well, 

t : premature, but I suspect that it always will be premature, 

J ■ taking heart from a quotation that I shall make from 
i Hughlings Jackson — not one of his best-known passages 
; ■' , — because it may have been thought to be a sad lapse on 
his part. I believe it myself to be both true and useful, 

• [' and so I repeat it. 

j !' “ It is a favourite popular delusion that the scientific inquirer 

! • is under a sort of moral obligation to abstain from going 
; ; beyond the generalization ot, the observed facts, which is 
< . absurdly called ‘ Baconian induction.’ But anyone who is 
i • - practically acquainted with scientific work is aware that those 
I who refuse to go beyond fact rarely get as far as fact ; and 

r t .anyone who has studied the history of science knows that 

, almost every great step therein has been made by the ‘anticipa- 
ynon of Nature’ — that is, by the invention of hypotheses which, 
though not verifiable, often had very little foundation to start 
•with." 

He concludes by saying that even erroneous theories can 
do useful service temporarily. He was no doubt thinking 
of his own earl y clinical researches on local epilepsy, the 

•The Lister Oration delivered at the Roval Collece of Sureeons of 
England on June 9. 19-t9. 

I 


;.B.E., F.R.S., M.S., F.R.C.S. 

University of Manchester 

theory of which necessitated crisp localization of motor 
function, although when first he proposed it the physio- 
logical world could not as yet support him. Had he waited 
for certainty he would never have got near it as early as 
he did. 

So Jackson hinted, and Darwin in comparable words 
agreed with him. In more recent times K. J. W. Craik 
rightly drew attention to the real method of scientists, 
which is to see whether some idea can be substantiated 
by experiment. They begin without bothering their heads 
about rigid definitions of what they are doing. Robert 
Boyle was not interested in making a law but in finding 
out what happened when gases were compressed. The 
results happened to be generalizable in a formula. It is 
the philosophers who insist on logistic definitions which 
are the more perfect the more they leave out of the vast 
realms of human striving and usefulness. The so-called 
Laws of Science had generally no very tidy beginnings. 
They are no more than science recollected in tranquillity, 
and not the conscious aim of the eponymous makers of 
the crucial and revelatory experiments. It may be that the 
poet who tries to crystallize a moving experience into an 
immortal line is using his wits in a very similar manner. 
We must beware of making science too rigid, self-conscious, 
and pontifical. A. N. Whitehead confessed to me once 
that he found that he had escaped from the certainty and 
dogma of the ecclesiastics only in the end to find that the 
scientists, from whom he had expected an elastic and 
liberal outlook, were the same people in a different setting. 
I am encouraged, therefore, to proceed in the hope that, 
although we shall not arrive at certainty, we may discover 
some illumination on the way. 

Ancient Automata 

Before we glance at the new vistas of mechanization 
opening before us. let us spare a few moments to look at 
the past, where we shall find that the possibility of building 
automata has been one of man’s dreams since the days 
of the Trojan horse — a simile more metaphorical than 
strictly accurate. In the seventeenth century, that era of 
scientific awakening, there was great interest in possible 
replicas-of animals and men. Florent Schuyl. in 1664, gives 
several instances, such as the wooden pigeon of Archvtas 
of Tarentum which flew through the air, suspended by 
counterweights. There was a wooden eagle, that of 
Regiomontanus, that showed an Emperor the way to 
Nuremburg. and a flying fly by the same maker. There 
was an earthen head that spoke; but, above all, a mar- 
vellous iron statue that knelt before the Emperor of 

4616 
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Morocco and presented him with a request for a pardon 
for the man who had made him. There were even greater 
marvels, such as that incomparable statue the Venus of 
Daedalus, that had quicksilver in its veins and seemed to 
be alive, and “ an infinity of other similar automata, moving 
and even speaking machines which Coelius Rodiginus men- 
tions, in his book on antiquities, and Kircher and many 
others describe." ^afford, in 1629, had written of statues 
of men and women which moved and spoke and played 
musical instruments, birds that flew and sang, lions that 
leaped, and a thousand other marvels of the inventions 
of man which astonished the people 

That most of the foregoing examples were no more than- 
fables, or huge exaggerations of a grain of truth, we may 
be very sure. But there was some foundation for them in 
the many marvels which the traveller might see with his 
own eyes at that day, or soon after, such as the water 
gardens of Tivoli and Pratelino, at Saint Germain-en-Laye, 
at Fontainebleau, at Augsburg and Salzburg. Water- or 
wind-power and clockwork were the only sources of energy 
available, but they caused movement in some pretty toys, 
and although the figures moved clumsily, yet move they 
did. As the traveller approached a grotto, for instance, 
and as he stood admiring, he pressed unwittingly a lever 
hidden beneath a stone, causing Neptune to come forward 
with his trident raised to defend a water-nymph, whilst 
the bathing Diana withdrew among the reeds. 

If such wonders had already been constructed for the 
pleasure of noblemen and the entertainment of their guests, 
how much more perfectly might not the serious scientist 
contrive a cunning replica of a living thing. As only 
too often happens, to conceive it possible was as. good as 
its conversion into fact. It could be, therefore it was. I 
am sure that that is our own temptation. 

Descartes’s Postulation 

The first convincing postulation of mechanical perfection 
was of course that of Descartes, who believed that animais, 
though live things because their hearts were hot (Galen’s 
idea), were entirely reflex in their complicated actions, doing 
all that they did because their construction compelled them. 
They, had no souls, no minds, and therefore no free will. 
He expressed himself in a manner which could scarcely 
be bettered as a fair exposition, up to that moment, of 
the problem of automata. His views are .very apposite to 
the present day, which has become more Cartesian than it 
realizes. It should, he thought, be perfectly possible to 
construct an automaton that would behave not only like 
an animal but, in so far as he was an animal, like a man, 
because the organs of man and animal were in the main 
the same. There was an eventual difference: he saw plainly 
that it reposed in the highest qualities of man’s mind and 
soul. ' 

Descartes made the point, and a basic one it is, that 
a parrot repeated only what it had been taught and only 
a fragment of that ; it never used words to express its own 
thoughts. If, he goes on to say, on the one hand one had 
a machine that had the shape and appearance of a monkey 
or other animal without a reasoning soul (i.e., without a 
uman mind) there would be no means of knowing which 
was the counterfeit. On the other hand, if there was a 
mac mu that appeared to be a man, and imitated his 
actions so far as it would be possible to do so, we should 
always have two very certain means of recognizing the 
cceit. First, the machine could not use words as we do 
o declare our thoughts to others. Secondly, although 
Nc- some animals they might show more industry than 
we uo. and do some thincs better than we. vet they would 


act without knowledge of what they were about simp 
by the arrangement of their organs, their mechanisms, ea: 
particularly designed for each particular action (cp. Kan 
Capek’s Robots). Descartes concluded: “From which 
comes that it is morally impossible that there be enous 
diversity in a machine for it to be able to act in all th 
occurrences of life in the same way that our reason wou! 
cause us to act. By these means we can recognize tl 
difference between man and beasts.” He could even coi 
ceive a machine that might speak and, if touched in oi 
spot, might ask what one wanted — if touched in anoth 
that it would cry out that it hurt, and similar things. Bi 
he could not conceive of an automaton of sufficient dive 
sity to respond to the sense of all that could be said in i 
presence. It would fail because it had no mind. 

Apart from this difference — a vital one indeed — the boc 
seemed undeniably to be a sum of mechanisms. It w: 
so crystal-clear to Borelli and the new scientists that boi 
animal and human bodies were nothing more than a colle 
tion of pumps, reservoirs, bellows, fires, cooling and hea 
ing systems, tubes, conduits, kitchens, girders, levers, pulle 
and ropes, that there was little left to marvel at. Let tl 
vulgar gape, let the devout feel gratitude to God — it w 
all very plain to the scientist of that age. It was not 
plain as they thought. Time has shown that hidden in tl 
materials of which this body is composed are all kinds i 
biochemical ingenuities. It is a chemical engine such ; 
would have astonished the mechanics. Give a man, 
take the simplest of all examples, a beautifully efficie 
set of aluminium bones in place of his original skeletc 
and he will die of some unpleasant blood disease becau 
bones are living organs as well as props. 

There certainly are things to marvel at, and no snu 
wonders they are. One is the truly extraordinary efficient 
of the living organism as judged by weight, energy outpi 
and fuel consumption by comparison with any machii 
whatever ; another is its ability to carry on with its own 
feed-back controls for decades, without adjustment or repair. 
-In the long run, of course, scientific method made great 
use of the mechanical likenesses that so impressed the 
savants of the scientific Renaissance. A great service had 
been done by destroying mystery and by discrediting 
Platonic and Aristotelian essences and humours. Most of 
our advances have been made by use of technical methods 
common both to machines and to living things. But all 
our advances have depended on observation of the thing 
itself, accepting likeness to mechanism only as analogy and 't 
not as identity. 

I fancy that no one will disagree in summary of the fore- - 
going that, however like the various processes are to other 
things in physical nature, however amenable they are to 
examination as physico-chemical processes, they remain 
unmistakably themselves. We shall reach the same con- 
clusion about the brain — that, however its functions may 
be mimicked by machines, it remains itself and is unique 
in Nature. Descartes solved the difficulty by making mind 
supernatural, placing an immaterial mind independent of 
organism in the pineal. ^This was the age-old refuge of 
those faced with the inexplicable in Nature, as we still see 
in primitive peoples and in the superstitious. We may well 
doubt to-day whether a supernatural agency is the basis 
of mental process. But it was doubted in Lister’s time. In ^ 
1870 T. H. Huxley reluctantly concluded: “I can find no 
intelligible ground for refusing to say that the properties 
of protoplasm result from the nature and disposition of its 
molecules . . . and if so, it must be true, in the same sense 
and to the same extent, that the thoughts to which I am 
now giving utterance, and your .thoughts regarding them. 
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ire the expression of molecular changes in the matter of 
life which is the source of our other vital phenomena.” 

1 The passage of time which has led us to accept so much has 
done little to make this conclusion either less true or much 
more acceptable than it was to Huxley himself. To admit 
it seems to confess to a certain ordinariness about mind, an 
ordinariness to which the richness and plasticity of its 
powers seem to give the lie and in revenge to demand 
a stupendous physical explanation. And there is something 
more. Since no thinking man can be unaware of his fellows 
and of the political scene he will find that the concept 
of thinking like machines lends itself to certain political 
dogmas inimical to man's happiness. Furthermore, it 
erodes religious beliefs that have been mainstays of social 
conduct and have brought happiness and serenity of mind 
to many. These possibilities would have leaped to the 
forefront of Joseph Lister’s mind as they do to mine. But 
I hope to show that we can take courage. 

Modern Automata 

Ingenuity of invention at the present time confronts our 
more sophisticated eyes with models as seductive as were 
the cruder automata of old By means of electric motors, 
thermo-couples, photo-electric cells, radio tubes, sound 
receptors, and electrical resistances variable to moisture it 
should be possible to construct a simple animal such as a 
tortoise (as Grey Walter ingeniously proposed) that would 
show by its movements that it disliked bright lights, cold, and 
damp, and be apparently frightened by loud noises, moving 
towards or away from such stimuli as its receptors were 
capable of responding to. In a favourable situation the 
behaviour of such a toy could appear to be very lifelike — so 
much so that a good demonstrator might cause the credu- 
lous to exclaim “This is indeed a tortoise." I imagine, 
however, that another tortoise would quickly find it a 
puzzling companion and a disappointing mate. 

It is the infinite variety of the behaviour of the world of 
animals that confuses us. The stage is too vast, the cast 
too numerous, the qualities of their performances too 
varied. We should not show any hesitation in attributing 
conscious mental processes to animals to-day. Greatly 
though information has increased, the field study of animals 
in their natural state is with difficulty pursued over long 
periods, so that we have but short chapters from their lives, 
and some are too shy, too evasive, or too episodic in their 
sojourns to allow of continuous recording. We should find 
threat difficulty in grading animal minds. Such knowledge 
as we have is enough to teach us that even among creatures 
of the same genera there are great differences in the clever- 
ness of individuals. There are not only clever dogs and 
dull ones, but clever hens and stupid hens, attractive hens 
(to the cock) and plain ones, and, for all we know, clever 
and lovely (lies, clever elephants, clever snakes and fish, 
with dull-witted brothers and ugly sisters. Obstinacy, no 
doubt, varies in the mule. 

At what level in the animal scale something that can be 
called mind appears for the first time we do not know. 
J Z. Young’s experiments show that even an octopus can 
learn, be so puzzled by problems set it as to be made what 
we might be allowed to call neurotic. That this could 
happen to monkeys we already knew from ingenious experi- 
ment, and now the reproduction of bewilderment that 
paralyses action in such low forms of life is singularly 
interesting. The child, confused by its teachers and unable 
to grasp the logic of its lessons, is bat a more complex 
example of the puzzled octopus. It seems to me likely that 
the number of synapses in a nervous system is the key to 
the possible variations in its behaviour. Provided that the 


neurones are not too numerous and consequently the 
synaptic patterns of alternative routes for impulses not 
too varied, it is not difficult to imagine that some, though not 
all except the simplest, animal behaviour is the result of 
a pattern of reflexes, much more complicated, it is true, 
than the plain push-button-and-answer of some spinal 
reflexes. ^ 

But neither animals nor men can be explained by studying 
nervous mechanics in isolation, so complicated are they by 
endocrines, so coloured is thought by emotion. Sex hor- 
mones introduce peculiarities of behaviour often as inex- 
plicable as they are impressive (as in migratory fish). Wc 
should not have any real idea how to make a model elec- 
tronic salmon however simple relatively its nervous system 
is, whilst birds would be as far beyond us again. I can sec 
that, although a good deal of instruction might be got from 
varying the proportion of, say, photo-electric cells, thermo- 
couples, and sound-receivers perhaps above and below the 
range of human hearing to see how variations affected the 
antics of a model, it remains uncertain how far we should 
be truly enlightened on the obscurities of animal behaviour. 
Olfaction, which plays so large a part in some creatures, 
would be particularly difficult to mimic. So would the 
effects of satisfaction of appetites of all kinds and of 
fatigue — such important influences. 

When all is said — and much more could be said on both 
sides — we emerge with the conviction that, although much 
can be properly explained by conditioned reflexes and 
determinism (in which idea mechanism lurks in the back- 
ground), there is a fringe left over in which free will may 
act (i.e., choice not rigidly bound to individual precedent), 
a fringe that becomes larger and larger the more complex 
the nervous system. Both views are correct in their own. 
spheres; neither is wholly coneet for everything 1 accept 
here the emendation of Niels Bohr, who sees this as the 
counterpart of the impossibility of fully describing the 
electron either as a point or as a wave. It is either, accor- 
ding to bow it is examined or in what circumstances This 
paradox the mathematicians call the Law of Complemen- 
tarity, and are not afraid to regard the same thing as true 
in two different guises. We may do well to follow their 
example. 

The Nervous Impulse 

The electronic computing machine works as a logical 
system, making a choice between ” yes " and “ no " at a 
great number of points in a vast chain, with the speed of 
electricity. Because it uses wireless valves, wired circuits, 
mercury tubes, condensers, and all the paraphernalia of 
electricity it works thousands of times faster than can the 
human brain. Before we proceed further in considering 
machines we must see how far we can go in saying that 
our own nervous system is electrical. We shall see that it 
is not so, in the layman’s meaning of the term, but the 
electrical processes that accompany its actions afford prob- 
lems of absorbing interest. The fastest known nerve 
impulses in mammalian nerve or spinal cord travel at about 
140 metres per second, the slowest anything down to 
0.3 metre per second.. What their speed may be in the 
brain we do not know, but very likely perhaps it does not 
differ much from these figures. The passage of impulses 
through single synapses is known by the work of Lorente 
de No and others to cause a delay of 0.75 millisecond. 
Such delays, and there are sure to be many in the cortex, 
impose a certain additional slowness on nervous actions. 

The flashing speed of thought which so much impresses 
us is, it seems, a rather slow affair, but in view of the short 
distances that impulses have to travel in the brain the rale 
is fast enough to appear instantaneous to us. It is true 
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tfvax, although. the electrical current cannot itself be slowed 
down from its normal 1,000 ft. per microsecond, it is 
possible to slow down the arrival of an impulse by devices 
such as delay systems, and especially by the trigger systems, 
in which each' component excites the next, at a rate that 
can be made inferior to conduction in nerve. There is, it 
seems, no limit to the slowing which could be imposed, 
down even to 1 foot an hour. This would entail complex 
apparatus. For many years nothing recognizably the 
counterpart of such systems could be found in the structure 
of the nerve fibre, but there are those who believe now 
that the retardation is at the nodes of Ranvier, with high- 
speed leaps between each node (the “saltatory theory” of 
conduction). Significantly, nodes of Ranvier have been 
lound in the tracts of the spinal cord. 

It remains an anomaly that the speed of the nervous 
impulse is usually slower in the bare fibres of non- 
medullated than in medullated nerve, as if the nerve sheath 
increased the speed. To the surgeon the results of nerve 
injuries and the long delay in recovery seemed to negative 
completely the electrical nature of the impulse. It cer- 
tainly would be impossible if we thought of electrical cur- 
rents flowing along plain copper wires. But the delay in 
recovery is accounted for equally well in either view on 
the ground that the passage of the impulse requires a 
perfect conductory system, which, unlike copper wire, takes 
time to repair. Physiological conduction demands more 
than anatomical continuity, the axons must be a certain 
size and the sheath a certain thickness, as Young shows, 
and it is conceivable that the sheath needs to acquire cer- 
tain physical properties proper for polarization. Which- 
ever way one looks at it the speed of the nervous impulse 
presents us with a problem in electricity as a biological fact 
that is so special as to be unique. 

Lastly, although electronic methods permit of much more 
local, more indhidual questioning of elements in the ner- 
\ous svstem, we must not overlook the chemical agencies 
which transmission demands and from which nerve cells 
derive their energy. It seems very plain that if the 
nervous system is examined by electrical methods answers 
must be obtained in terms of electricity. But it it is 
examined in terms of chemistry, as Sir Henry Dale and 
G. L. Brown have done, the same thing now appears 
as a wonderfully implemented electro-chemical machine. 
There may be other methods of investigation still to be 
discovered. 

It would probably be wrong to say that electrical methods 
are more delicate than chemical, yet it is certainly much 
easier to render an account of nervous actions and to 
represent the results of understandable diagrams by the 
former than by the latter means. A one-sided view is 
only too easily acquired, but let the artificers remember 
chemistry, for metabolic disorders can block transmission 
—the “ invisible lesions ” of clinical neurology of which 
Sir Charles Symonds has written. The recollection that 
chemical agencies and enzyme actions are no doubt eventu- 
ally explicable in physical terms does not entirely remove 
the force of this reminder. 


made systems in these classes. Such systems happen to h 
a peculiarly rich development of our own times. But ns 
shall be quite wrong if we approach the subject on an. 
oiher terms except those of analogy. 

To be just, nothing more than analogy is claimed hi 
most of their constructors (some, like Professor Williams 
do not go so far even as that), but there is a grave danger 
that those not so well informed will go to great lengths 
of fantasy. If we see that some nervous tissues behau 
like some electronic circuits we must all the time remember 
that the resemblance is with fragments of the nervous 
system and not with the whole integrated nervous system 
of man. It is only right when we do so that we recollect 
something else, that we cannot be sure that the highest 
intellectual processes are still carried out in the same way. 
Something quite different, as yet undiscovered, may happen 
in those final processes of brain activity that results in 
what we call, for convenience, mind. , 

The' histological pattern of the human cortex leaves u< 
with a host of questions unanswered. We may be in the 
familiar position that I sketched in earlier passages ol 
stretching our knowledge to cover something to which il 
does not apply. Abstract thinking may not be a mattei 
of neurone mechanics as we know them at lower levels 
But let us proceed for the moment by supposing that the 
system remains the same throughout — and a large assump- 
tion it is — and that it is for the moment comparable with 
something of a different material composition but with a 
similar plan. The mechanisms of calculating machines are 
outside the province of neurologist or surgeon, and l have 
to rely upon and gratefully acknowledge the assistance ol 
Professor F. C. Williams, professor of electro-technics ir 
my own university, and the information gleaned froir 
Dr. Wiener, of Boston, in his entertaining book or 
the new science that he has christened “Cybernetics’ 
(1948). 

Computing machines use very many fewer “ neurones ’ 
than has the brain. One may compare the 10,000,000.001 
cells of Adrian’s estimate with the 20,000 valves of the firs 
big American machine ENIAC at Princeton, and the 1,0Q( 
of Professor Williams’s newer and more efficient experi- 
mental and most ingenious instrument in Manchester 
McCulloch, of Chicago, was reported as saying that a mode 
that contained valves and wiring anything approaching ir 
number the neurones in the human nervous system would 
require a building the size of the Empire State Building to 
house it and the complete electrical output of Niagara 
Falls to run it. Calculating machines certainly consume 
great quantities of electricity and generate considerabli 
heat. It is probable that McCulloch’s estimate is lavish 
because the brain almost certainly sends out and receive: 
the same message through several fibres and cells so tha 
we have more nervous tissue than we need and more 
certainly, than we use if the meagre effects of excisions froir 
some areas mean what we think they mean. 

Wherein do any analogies lie? They lie in certain like- 
nesses between wireless valves and nerve cells in this way, 
that the valves can be so wired as to store messages, tc 


~ show the Sherringtonian principles of “convergence” and 

Calculating Machines .. divergence,” can be inhibited from action, and may be 

me ttSC lnes ot bought, however elementary, seemed to arranged so as only to transmit a message (a symbol ir 

* a nC v SSary P ro *°Sue before we come to consider terms of electricity) if they are receiving impulses fron: 

b- • lcn have a purely electronic structure. We shall one or several other valves and not to transmit if othei 

the^ 5 . 1 U \ C ° nclu , din S that it does not greatly matter what excitations fail to come in. The likeness between such at 

, . 1ur% 0Ui impulse really is, except that, vastly multiplied, arrangement and that of the impulses arriving in a nerve 
informal °* ,. a co ‘' n m un i ca tion system, a self-controlled cell through its dendrites and the behaviour of neurone 
feed-ha -’-°f s - s * cm , , < if nlro ^ ed because of its integrating pools is so close as to convince us that in these actions some 
i -nsj, and could therefore be compared with man- nervous tissues with simple patterns behave extremely like 
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some electronic circuits.* It gives additional support to 
the belief that human tissues behave according to some 
physical laws discoverable elsewhere in Nature, without 
surrendering their own individuality. This is a belief old 
enough to be both useful and respectable. 

The fact that calculating machines can be made to store 
electrical charges representing numbers for long periods of 
time suggests that there is “memory" in the machine, 
which must in fact “ remember ” how far it has got with 
a calculation in order to be able to proceed, just as we do 
ourselves. It must also " remember " all the data and the 
procedure leading to solution, ft retains its “ memory 
until it is cleared of its charges. Using electronic instead 
of nervous-impulses it- can carry out calculations with such 
great rapidity that it will solve a simple calculation in milli- 
seconds, and in an hour one that would employ a mathe- 
matician several months. We are invited to consider that 
the memory that the machine has in the form of stored 
charges is perhaps the same as memory in man or in animal, 
as a “ charge " in a cell or a group of those millions of 
cells whose individual uses we do not know. 

All that one is entitled to say is that it could be some- 
thing of that kind, but that the electrical machine offers no 
proof that it is so. We might guess so much without a 
machine, nor does it tell us what the nature of the “ charge ” 
in a nerve cell is, except to assume that it is electrical (for 
which there is no present justification). Damage to large 
parts of the human brain, entailing vast cell losses, can 
occur without serious loss of memory, and that is not true of 
calculating machines so far, though so large a one might 
be imagined that parts of it might be rendered! inoperative 
without total loss of function. It can be urged, and it is 
cogent argument against the machine, that it can answer 
only problems given to it, and, furthermore, that the method 
it employs is one prearranged by its operator. The “ facili- 
ties ” are provided and can be arranged in any order by 
“programming " without rebuilding 

It may be objected that the second argument is equally 
true of man ; our difficulty is in his case that we have not 
seen the blue-print from which he was constructed, and that 
we have been baffled by our attempts to reconstruct it. 
The first objection can be met by the counter proposition 
that man himself answers only such propositions as are put 
to him by his environment, and takes us back indeed to 
Aristotle's “ Nihil est in mente quod non," etc.-, that our 
minds are built by education and experience data, pro- 
cessed by the machine, our brain. But the calculating 
machine which man makes himself throws no light on this 
problem ; it only appears to do so. 

There is another analogy of which Wiener has made 
interesting use. It is this: that computing machines with 
complicated circuits may develop spontaneous functional 
■faults in which the operation circles endlessly in a closed 
loop instead of proceeding in the way intended. This is a 
not uncommon “disease" of electronic computing machines. 
It can be cured by cutting off the current, by shaking the 
machine, or by putting into it a “ shock " charge. Wiener 
makes much of the likeness between this functional 
machine-illness and the methods employed in curing obses- 
sional diseases in man (sleep or narcosis, leucotomy or 
E.C.T.). The likeness stands or falls on the acceptance of 
Moniz’s suggestion, and it is no more, that an obsession 
is a chain reaeffon in neurone mechanisms by which a 
dominant idea blocks the normal functioning of mind and 
behaviour. It is a good analogy, but it neither proves nor 
disproves the theory that obsessions are in fact exactly of 


I am obliged to my colleague. Professor Schlapp, for deductions 
which ho drew chiefly from ihe Cambridge machine and for other 
wise comments. 


that kind. They are certainly vastly more complicated 
than the abnormal “ circulation disease ” in a calculating 
machine. I repeat that it is again only analogy, but 
it is one which the impulsive may much too easily 
accept as ambivalent proof of identity, simple and 
diagrammatic. 

Wiener made the suggestion that the searching process 
in automatic telephone exchanges, by which unoccupied 
circuits are looked for by the electrical equivalents of 
incoming number combinations, is very likely the counter- 
part of what happens in the nervous system. This may be 
true, but the alternative pathways in the cord and brain 
are so great that “ engaged ” signals will be rare. “ Previous 
engagement ” might, however, account for the failure of 
some messages to reach consciousness, or explain in dif- 
ferent language our inability to do several things at the 
same time. Comparisons with the scanning processes of 
television may yet prove instructive. Ideas such as these 
remind us that we do not need to accept exact similarity 
for us to look with renewed interest at old problems. -They 
remind us how far we have advanced since we could be 
satisfied by comparing the nervous system with a hand- 
operated telephone exchange. 

Thinking 

The activity of the nerve cells in the grey matter even of 
"■an isolated segment of the spinal cord can be demonstrated 
by electronic detectors. The activity is greater when the 
cord is in continuity with the brain and falls to a minimum 
when the roots are divided. Of the vast stream of sense 
data that pour into our nervous systems we are aware of 
few and we name still fewer. For it is the fact that even 
percepta are wordless. Only by necessity do we put a 
vocabulary to what we touch, see, taste, and smell, and to 
such sounds as we hear that are not themselves words. We 
look at a landscape, at the rich carving and majestic archi- 
tecture of a cathedral, listen to the development of har- 
monies in a symphony, or admire special skill in games and 
find ourselves woefully lacking in ability to describe our 
percepts. Words, as we very rightly say, fail us either to 
describe the plain facts of these experiences or to Impart 
to others our feelings. Gesture at times speaks more tell- 
ingly than tongues. 

From these plain truths has arisen the profession of the 
critic, who has himself to learn and to teach the public to 
accept a conventional paraphrasis, sometimes taking refuge 
in describing painting in terms of music and vice \ersa. 
The variety of the visual and general perceptual scene alone 
is too great for those frail instruments — words — and it is 
because of this that literature flourishes. But without using 
words, though richer in the variety of our experience and 
with words only just below the surface, our minds are not 
very dissimilar from those of animals, and it is not difficult 
to conjecture that a Trappist existence might, for a brief 
period, be not unpleasant. The development of this theme 
would take me too far, but it is necessary for us to bear it 
in mind in considering mechanism and thinking. Granted 
that much that goes on in our heads is wordless (for if it 
is not, then we must concede words, an internal vocabulary, 
to animals), we certainly require words for conceptual think- 
ing as well as for expression. It is here that there is the 
sudden and mysterious leap from the highest animal to 
man, and it is in the speech areas of the dominant 
hemisphere rather than in the pineal that Descartes should 
have put the soul, the highest intellectual faculties. 

It is almQst boring to repeat that it is because he has 
a vocabulary that man’s intellectual progress has been m3de 
possible — by the day-by-day record of how far he has gone 
in his pilgrimage towards finite knowledge, that journey 
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without an end. We remember more, that language is not 
static, but that neologisms continually mark our progress 
not only in general ideas but in science. We use to-day 
scores of scientific terms that men who lived as recently 
as Priestley, Lavoisier, and Darwin would not understand. 
It is not enough, therefore, to build a machine that could 
use words (if that were possible), it would have to be able 
to create concepts and to find for itself suitable words in 
which to express additions to knowledge that it brought 
about. Otherwise it would be no more than a cleverer 
parrot, an improvement on the typewriting monkeys which 
would accidentally in the course of centuries write Hamlet. 
A machine might solve problems in logic, since logic and 
mathematics are much the same thing. In fact' some 
measures to that end are on foot in my university's depart- 
ment of philosophy. If the machine typewrites its answers, 
the cry may rise that it has learned to write, when in fact 
it would be doing no more than telegraphic systems do 
already. 

Nor must we overlook the limitations of the machines. 
They need very intelligent staffs to feed them with the right 
problems, and they will attempt the insoluble and continue 
at it until the current is switched off. Their great advan- 
tage is their speed compared with a human mind, and I 
have given reasons for that. But, it may be asked, is that 
so very much more marvellous than the crane that can 
lift so much more than can a man or than an automobile 
that can move so much quicker ? 

The great difference in favour of the calculating machine 
as compared with the crane, and I willingly allow it, is 
that the means employed are basically so similar to some 
single nervous lay-outs. As I have said, the schism arises 
over the use of words and lies above all in the machines* 
lack of opinions, of creative thinking in verbal concepts. 

I shall be surprised, indeed, if that gap is bridged, for even 
supposing that electrical charges could be made to represent 
words, what then ? I cannot see that anything but jargon 
would result. Not until a machine can write a sonnet or 
compose a concerto because of thoughts and emotions felt, 
and not by the chance fall of symbols, could we agree 
that machine equals brain — that is, not only write it but 
know that it had written it. No mechanism could feel 
(and not merely artificially signal, an easy contrivance) 
pleasure at its successes, grief when its valves fuse, be 
warmed by flattery, be made miserable by its mistakes, be 
charmed by sex, be angry or depressed when it cannot get 
what it wants. 


Conclusion 

I conclude, therefore, that although electronic apparah 
can probably parallel some of the simpler activities ( 
nerve and spinal cord, for we can already see the parallelisi 
between mechanical feed-backs and Sherringtonian integr: 
tion. and may \et assist us in understanding better th 
transmission of the special senses, it still does not take i 
°'er the blank wall that confronts us when we come 1 
explore thinking, the ultimate in mind. Nor doT belier 
!t do so ' * am sure that the extreme variet 

‘I,.* * y ’ , and complexity of nervous mechanisms ai 
ere ^ tlma,cd by the physicists, who naturally ora 
i "rh" mS lln ^ avoura bJe to a point of view. What I fe; 

^ rCal man - y airy theories will arise in the attemi 
. • , us a S am st our better judgment. We have ha 

hum rn if, -‘ 0 dlssuade man from reading qualities i 
•hr ■ ,,, mJ ‘u t0 animals - 1 see a new and greater dang< 
Wh . n ff u that • ° f atUhr °Pomorphizing the machin 
uui 11 said that w ‘ reless valves think, u 

snin ,i w', r Z , lan ° ua S e - As well say that the cells in lY 
llm tliiS, a transferee lesion “think,” a heres 
Hall destrojed 100 years ago. I ventui 


to predict that the day will never dawn when the gracious 
premises of the Royal Society have to be turned into 
garages to house the new Fellows. 

I end by ranging myself with the humanist Shakespeare 
rather than the mechanists, recalling Hamlet’s lines: “ What 
a piece of work is a man ! How noble in reason 1 hotv 
infinite in faculty ; in form, in moving, how express and 
admirable ! in action, how like an angel ! in apprehension, 
how like a god ! the beauty of the world ! the paragon of 
animals ! " In that conclusion, if not always in m> 
approach to it, I feel confident that I should have won 
the approval of that bold experimenter and noble character 
in whose remembrance this oration was founded. 
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Frequent intramuscular injections of penicillin preparations 
to children often cause much pain and unhappiness. There 
have been many attempts to prolong the therapeutic action 
of a singie injection by using penicillin added to bases 
relatively insoluble in water. Such preparations are based 
on the premise that a single ‘injection will introduce into 
the body a depot of penicillin which will be released slowly, 
thus achieving a therapeutic concentration in the blood . 
over a prolonged period. t( | 

Procaine penicillin G, described by Salivar, Hedger, and 
Brown (1948) and Sullivan, Symmes, Miller, and Rhode- 
hamel (1948), is a relatively insoluble equimolecular com- 
bination of procaine together with the sodium or potassium 
salts of penicillin G. It is usually prepared as a suspension 
in a base of refined sesame or arachis oil. The clinical 
value of procaine penicillin has been described by Herrell, 
Nichols, and Heilman (1947) and Boger, Oritt, Israel, and 
Flippin (1948). In adults it is claimed that adequate blood 
levels can be demonstrated up to 24 hours after one injec- 
tion of 300,000 units. Similar levels were found after single 
daily injections in children by Carson, Gerstung, and Mazv.r 
(1949). That blood levels in children 24 hours after a single 
injection may be variable has been shown by Emery, ; 
Stewart, and Stone (1949). It is realized, however, that ' j 
procaine penicillin has considerable advantages over 
previous preparations. 

Backwater and Dickenson (1947) described a new vehicle 
for the intramuscular administration of penicillin, in which 
penicillin salts are suspended in peanut oil combined With 
aluminium stearate. It would seem ‘hat the aluminium ester 
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produces a unimolecular envelope to the penicillin part.cles, 
to some extent preventing solution of the pen.cillin. (This 
preparation is not to be confused with the aluminium salt 
of penicillin, the experimental activity of which was reported 
by Reid (1947).) 

Thomas, Lyons, Romansky, Rein, and Kitchen (1948) 
studied the effect of a single injection of various penicillin 
'alts in a peanut-oil medium together with 2% (w/v) of 
aluminium monostearate. They found that the absorption 
of penicillin from the peanut-oil preparation containing 
aluminium stearate was delayed' as compared with the 
absorption from the same salts in peanut oil alone or in 
peanut oil with wax. A single intramuscular injection of 
proca.ne penicillin in peanut off with aluminium mono- 
stearate resulted in blood concentrations being maintained 
over a longer period than after a single injection of similar 
preparations of sodium or aluminium penicillin. It was 
further observed that the smaller the size of the individual 
particles of the preparation the greater the prolongation. 
The greatest prolongation was when 95% of the particles 
were under 5 ji in diameter. ' 

Similar observations on the importance of particulate 
size have been made with respect to suspensions of pro- 
caine penicillin by Dowling et al. (1947) and Welch, Hirsh, 
Taggart, and Smith (1947). Clinical trials of procaine 
penicillin in an oil and aluminium monostearate gel have 
confirmed the production of prolonged blood levels. 
Robinson, Hirsh, Milloff, and Dowling (1948) found that 
the majority of their patients had assayable blood levels 
after 24 hours, while one-third had assayable levels after 
48 hours. 

This paper records an investigation of penicillin levels in 
the blood of children following the injection of a prepara- 
tion of procaine penicillin in arachis oil with 2% (w/v) 
aluminium stearate. 

Method 

Dosage was graded according to age. Children over the 
age of 5 were given the usual adult dose of 300,000 units, 
which is 1 ml. of the emulsion. Children from 1 to 4 years 
old were given 150,000 units (0.5 ml.). Under the age of 

I year, some were given 75,000 units and others 150,000 
units. Injections were made into the vastus lateralis. 

Penicillin serum levels were estimated by the capillary- 
tube method described by Fleming (1943), using whole 
blood inoculated with Richard’s strain of Streptococcus 
pyogenes. The serum used for assay was from capillary 
blood collected in Wright’s capsules. Control specimens 
were taken before the injection of penicillin. Daily speci- 
mens of blood were taken from all patients for 48 hours ; 
in some it was not possible to continue taking specimens 
beyond this time. In seven out-patients injections were 
repeated at the end of 48 hours, and in 11 ambulatory 
children injections were given dady for three days. In 

II in-patients the serum levels were obtained at one, three, 
and six hours after the first injection to assay the rapidity 
of absorption. 

The particulate size of the procaine penicillin in the 
suspension of each bottle used was estimated by direct 
measurement under the microscope. Over 95% of the 
particles of the preparation were below 5 p. in diameter, 
which agreed with the claim made by the makers (Imperial 
Chemical (Pharmaceuticals), Ltd., Manchester). 

Note on Technique of Injection. — The chief disadvantage 
of this preparation is the difficulty of drawing the suspen- 
sion into the sjringe. A wide serum needle can be used. A 
more economical method is to pump air into the bottle, 
using a No. 1 Record needle, thus causing the pressure in 
the battle to fill the sveinee If the infection 15 made at 


right-angles to the skin and muscle there is a tendency for 
the material to leak back along the needle track, particu- 
larly if the muscle is held tense. This back leak is almost 
entirely eliminated by making an oblique injection. 

Results 

The serum penicillin levels obtained in 11 patients one, 
three, six, and 24 hoars after the injection of procaine 
penicillin with 2% aluminium stearate are given in Table 1. 

Table 1 — Serum Penicillin Lei els in 11 Children in Bed During the 
24 Hours Follcmns the Injection of Procaine Penicillin m 2% 
Aluminium Stearate 
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Dose of penicillin: Q-I year, 75,000 units. 1-4 years, 150,000 units: 5-12 years, 
300,000 units. The figures give the number of patients showine the tabulated 
levels al the time intervals. 

In all patients the serum level was 0.5 u./ml. or higher at 
one hour and three hours. At six hours the concentration 
fell a little, but the minimum level was 0 25 u /ml., and at 
24 hours the minimum level was 0.12 u./ml. 

An analysis of the daily serum penicillin levels in 66 
children of varying ages, following the injection of the 
aluminium procaine penicillin, is given m Table II. All 


Table ll—Anahsis of the Serum Penicillin Lei eh in 66 Children 
after the iniection of Procaine Penicillin null 2% Aluminium 
Stearate 
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the children under 1 year old gave a serum level of 
0.06 u./ml. or over at the end of 48 hours after the injec- 
tion. Four of five receiving the smaller dose of 75,000 
units had a level of 0.06 u./ml. or over at 72 hours. 

All the 14 in-patients aged 1-4 who were given 150,000 
units had a level at least 0.12 u./ml. at 24 hours and 0 06 
u./ml. at 48 hours, and seven of these followed to the end 
of a fourth day showed levels of 0.06 u./mL Of 11 out- 
patients aged 1-4 given 150,000 units, all except one had 
levels of 0.06 u./ml. or over at 24 and 48 hours after injec- 
tion. One child aged 4‘ was given 300,000 units, and he still 
had a level of 0.06 u./mL at the end of four days, when he 
was discharged. 

Ail the 26 patients aged 5 to 13 given 300,000 units had 
levels of at least 0.06 u./ml. at 24 hours, as did all 20 
examined at 48 hours; 12 of 15 examined al the end of 
three days showed similar levels. Five of 12 patients 
of (his group showed a level of 0 0 6 u /ml after four 
d.ivs 

Eight p atisats given injections on alternate da vs main- 
tained levdc of at least pr*; u /m) 
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The blood penicillin levels of 1 1 children who received a 
daily injection of procaine penicillin with aluminium stea- 
iate are given in Table III. In'the great majority the levels 
were above 0.12 u /ml. throughout. 


Table III .— Serum Penicillin Levels in 11 Ambulant Children given 
Once-daily Injections of Piocaine Penicillin with 2% Aluminium 
Stearate 



Dose ol penicillin: 0—4 years, 1 *>0,000 units; 5-12 years, 300,000 units. 


No child showed a general reaction to the injection. One 
parent stated that her child had walked with a limp for 
’ 12 hours afterwards, but on examination we could find no 
localized swelling or tenderness. 

Discussion 

This investigation was concerned primarily with serum 
penicillin levels obtained after the injection of procaine 
penicillin with aluminium stearate, and no attempt has 
been made to assess accurately the therapeutic value 
of the preparation ; the clinical results, however, were 
satisfactory. 

The high serum penicillin levels obtained during the first 
three’ hours after injection suggest that there is more rapid 
absorption at this period than later. This is possibly due 
to absorption before the formation of an inflammatory 
barrier and to the immediate absorption of any free 
penicillin already present in the preparation. 

The results we have obtained with the preparation are 
considerably better than those obtained with procaine 
penicillin without aluminium stearate, and agree very well 
with the findings of Thomas et al. (1948) and Robinson 
et al. (1948) in adults. In the doses we have used a level 
of at least 0.06 u./ml. was obtained after 48 hours in all 
but one out-patient. Furthermore, a level of at least 
0.06 u./ml. was found in 20 of 22 patients whose blood 
was examined at the end of three days. 

From the results we have obtained it would seem theoreti- 
cally reasonable to give injections on alternate days, and 
in the eight children in which this was carried out a level 
of 0.06 u./ml. or over was maintained. Eleven children 
were, howevei, given daily injections to ascertain if there 
was a summation effect and if it was possible to maintain 
high levels of penicillin in the blood by this means. Daily 
injections were carried out for three days, as it was thought 
that from the persistence of levels in ambulant children 
for three days only a maximum level would be reached by 
the end of three days and no higher, levels could be reason- 
ably expected later. The results shown in Table III indicate 
that daily injections not only provide a satisfactory level 
but give a summation effect. It is clear that the blood 
penicillin levels are maintained in the great majority of 
cases above 0.1 u./ml., a level which is bacteriostatic for 
almost all pathogens other than those showing particular 
resistance, such as particular strains of staphylococci. 

\ disadvantage of the preparation is its oily nature, which 
nukes it rather more difficult to administer than aqueous 
preparations of penicillin. There is also the possibility of 
sensitization, and possibly a skin test with the preparation 


may have to precede treatment. *We have not seen any 
reaction, but we have not given tne preparation to any child 
continuously over a very long period. The possibility of 
the effects of absorbed procaine after conversion to para- 
aminobenzoic acid interfering with the action of sulphon- 
amides is largely theoretical and extremely difficult to prove, 
Carson, Gerstung, -and Mazur (1949) could obtain no con- 
elusive evidence on this point when using the earlier simple 
procaine penicillin, in which the rate of absorption is much 
greater than in this suspension with aluminium stearate. 

This preparation of penicillin seems to have advantages 
over all previous preparations that have been marketed. 
It gives an almost painless injection site, minimal local and 
no general reaction, and in our experience an almost stable 
concentration of penicillin in the blood for at least 48 
hours ; and one is confronted with the unusual prospect 
of deciding at what daily intervals injections should be 
given. 

Summary 

Blood penicillin levels have been followed in 66 children of 
varying ages given graded doses of procaine penicillin in arachis 
oil with 2% aluminium stearate in which over 95% of the 
particles were below 5 p in diameter. 

The doses given were 75,000 units (0.25 ml.) and 150,000 units 
(0.5 ml.) to children under 1 year, 150,000 units to children 
aged 1-4 years, and 300,000 units (1 ml.) to older children. 

There is a rapid initial absorption of penicillin, giving a level 
above 0.2 u./ml. by the end of the first hour, and this level is 
maintained for at least three hours. 

In all but one case a blood penicillin level of 0.06 u./ml. or 
more was maintained for at least 48 hours after injection. 

Children given daily and alternate daily injections maintain 
a- continual penicillin level in the blood, the daily injection 
producing higher levels than the alternate daily injection. 

We conclude that procaine penicillin in arachis oil with 
2% aluminium stearate is a suitable preparation for the daily 
injection of penicillin. 

We would like to thank Dr. T. Colver, whose patients were used 
in these estimations, our nursing and medical colleagues for their 
co-operation, and Miss Dorothy Lee for laboratory technical 
assistance. The penicillin preparation was kindly supplied by 
Imperial Chemical (Pharmaceuticals), Ltd., Manchester, 
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According to a report (B.LS.P.) the war in China has led to a great 
mcrease in the price of menthol. The stock of this substance in 
Hong Kong is said to be practically exhausted, and it is almost 
impossible to obtain mare from the interior of China under present 
conditions. During the war, when P'ar Eastern supplies were cut off, 
Brazil developed the production of menthol, which is derived' from 
peppermint oil, but this year's output is estimated to be less than 
100 tons, and the United States alone uses between 250 and 300 tons 
n y*ar. 


June 25, 1949 


INJURIES TO SUPERIOR LONGITUDINAL SINUS 


British 

Medical Journal 


1113 


INJURIES TO THE SUPERIOR 
LONGITUDINAL SINUS 

oy 

G. B. BARKER, M.B., B.Ch., D.P.M. 

Late Assistant, E.M.S. Neurosurgical Unit 

i 

^ During the six months following D Day, 1944, a consider- 
able number of cases of head injury were received at an 
E.M.S. neurosurgical unit. These presented every type of 
injury, with varied signs and symptoms, but among them 
were a number of injuries which had involved the superior 
longitudinal sinus (S.L.S.) to a varying degree. These 
were an interesting group, and 11 of the 26 cases 
seen were selected for study as presenting fairly clear-cut 
examples of the S.L.S. syndrome without the complicating 
^factors of other injuries. As a group these cases did very 
/ well, and this study is directed with special reference, to 
_ their follow-up over the last four years. 

Anatomy 

The S.L.S. begins in the anterior fossa of the skull, at 
the crista galli, where it communicates with the veins of 
the nasal cavity or with the angular veins. It runs longi- 
tudinally backwards over the convex surface of the cere- 
brum, as far back as the level of the internal occipital 
protuberance, and then curves laterally, usually to the right, 
to form the transverse sinus. Its anatomy has been investi- 
gated by Sargent (1910-11), who describes several features 
of importance. It receives the superior cerebral veins from 
the mesial surface and from the upper half of each cerebral 
cortex. The veins from the lower half drain into the 
Sylvian system and there is an inconstant but adequate 
anastomosis between the two systems, so that the occlusion 
, of one set of veins is not necessarily accompanied by 
blockage of the venous outflow from the area which it 
drains. The upper set of cortical veins group together 
to form four main channels — the frontal, pre-central, 
post-central, and occipital veins. 

The S.L.S. is accompanied on each side by three main 
venous channels or lacunae — the frontal receiving the 
frontal cortical veins, the parietal receiving the pre- and 
post-central veins, and the occipital receiving the occipital 
cortical veins. These lacunae vary in size, but Sargent 
, reports one case in which the parietal lacuna on each side 
T measured 15 cm. in length and 2.5 cm. in breadth at its 
widest part. 

- The cortical veins terminate in two main ways. Either 
they run beneath the Iaterariacunae and empty into them 
by means of openings in their floor, the blood then draining 
through a number of openings into the S.L.S., or they run 
completely beneath the floor of the lacunae and open direct 
’into the S.L.S. 

Injury 

Gordon Holmes and Sargent (1915) reported over 70 
cases of injury to the S.L.S. from wounds without infec- 
tion, and discussed the possible pathology of the symptoms 
in the light of this anatomical knowledge. The present 
paper deals with a far smaller group, but one which has 
^been followed up for a considerable period. The data have 
been accumulated from our own notes and from the field 
medical cards that accompanied the cases. Work was 
carried out under pressure and the notes are therefore not 
always as full as one might wish. 

Of the 11 patients five were wounded while under shell 
cu moitar fire, two suffered from bomb blast, one from a 
bullet wound, and one from some bridging equipment 


falling on his head. In two cases theJustory was unobtain- 
able. Four patients retained consciousness and were abl- 
to give good and coherent histories. Loss of consciousness 
in the others varied from ten minutes to four days, but with 
the exception of this last case and one other the period of 
unconsciousness was brief, and retrograde and post-trauma.ic 
amnesia was very short. 

The injury was described as a “ lacerated wound ” in six 
of the 11 cases, and these included three cases in which 
consciousness was retained. Two cases had protruding brain 
substance and two had penetrating wounds. 

Subsequent x-ray examination revealed the presence of 
a bony depression in the region of the S.L.S. in seven cases ; 
three others had severe bony injury with m-dnven bone 
fragments, and in only one case was there no evidence of 
bony injury. 

Gordon Holmes and Sargent described three main types 
of wound which correspond to those from which our own 
cases suffered: (1) superficial tangential laceration with no 
evidence of fracture ; (2) bony depression with compression 
of the S.L.S. or of the lacunae, without injury to its walls , 
and (3) penetrating or in-and-out wounds, with the entrance 
and exit wounds on opposite sides of the midline and close 
to it. 

Operation 

It is not necessary to give detailed reports of each opera- 
tion, but treatment varied from simple excision of the wound 
edges to a more elaborate operation involving removal of 
damaged bone, brain tissue, and foreign bodies. In all cases, 
except one in which a drain was left in situ for two days, 
the wounds were closed in two layers with closure of the 
dura. Full courses of penicillin and sulphathiazole were 
given as a routine. 

In the description of the operation specific mention al 
the S.L.S. was made in five cases. In each case the impres- 
sion gained was that the sinus remained patent, which cor- 
responds to the description given by Gordon Holmes and 
Sargent, whose series of cases was larger and who had the 
opportunity of performing post-mortem exammations n 
some cases. At necropsy they usually found a thrombus 
of the S.L.S., but in view of the presence of trabeculae 
within its walls they thought that probably the whole lumen 
was not obstructed. They also described a case in which 
injury lay to one side of the midline, with thrombosis 
limited to the lateral lacunae beneath it. 

The superficial cortical veins which enter the sinus in 
the region of the wound were found to be swollen and 
firm, and could not be emptied by pressure. The area of 
cortex drained by these veins was swollen and firm, with 
flattened convolutions. 

Examination 

Of the 11 cases five had signs involving both lower limbs 
only, four had involvement of both lower limbs and one 
upper limb, and two had involvement of all four limbs 

Motor Symptoms . — There was a loss of power in all 
cases, varying from a slight diminution to comp'ete paralysis 
The distribution of the weakness was constant in that .n 
the lower limbs the distal segments were affected to a 
greater degree than the proximal, and in the upper limbs 
the opposite was the case. A typical case was th3t in 
which there was no movement of either leg below the 
knee, although power at the hips was such that both legs 
could be raised from the bed. In another case there was 
a complete paralysis of both lower limbs, with paralysis 
of the right upper arm ; and in a third case mere was a 
paralysis of both legs, with reduction of power, complete 
in the left upper limb and affecting all the joints ol the 
right upper limb, particularly the shoulder. 
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All cases showed an increase in tone varying from a 
slight degree to a marked spasticity. This rigidity was 
typical again in that it appeared in each case almost immedi- 
ately, was maximal at the start, and then showed a 
progressive improvement pari passu with recovery of func- 
tion. As would be expected in this clinical picture of a 
spastic paresis, the reflexes in the affected limbs were 
increased, the plantar responses were extensor in seven 
cases, and there was ankle clonus in at least four. 

Sensory Symptoms . — Only two cases showed no sensory 
impairment ; the others showed, typically, impairment of 
postural sensibility and loss of tactile discrimination and 
localization. Subjective numbness and paraesthesia al^so 
occurred in two cases. There was loss of postural sensibility 
in eight cases ; in seven of these it was the toes that were 
affected, in three the fingers, and in one case all the joints 
of one arm. The duration of the symptoms depended on 
the degree of injury. 

In one case with a depression of the inner table just to 
the left of the midline for a distance of about 0.5 cm. 
symptoms consisted of impairment of joint sense in the toes 
of both feet and some diminution to light touch and pin-prick 
on the right side below the ankle and on the left on the outer 
border of the foot. At operation it was found that a small 
bone fragment had pierced the dura and was embedded in 
the top of the sensory cortex. It was removed, and eight 
days later there was gross diminution to light touch over 
both feet and loss of joint sense in the toes and fingers of 
both limbs. Joint sense at the knees appeared normal. 
Four days later sensory symptoms were normal except for 
slight diminution to light touch over the outer border of 
the left foot, and after a period of re-education in walking 
the patient appeared quite normal, with no physical signs. 
In more severe cases, however, loss of postural sensibility 
in the toes remained to add to the difficulty experienced in 
walking. 

Lumbar Puncture . — This was performed in six cases, but 
only as a post-operative measure. The pressure was raised 
to above normal limits in only two cases, and in these it fell 
to normal within three and 14 days. This latter case, in 
fact, had a penetrating wound in the right mid-parietal 
legion with in-driven bone fragments, and was the most 
severe case of cerebral injury in the series. 

Urinary Disturbance . — Only two cases had any urinary 
trouble ; one had a very mild degree of incontinence lasting 
a few days, and the other had a more prolonged period 
lasting several weeks. 

Epileptic Attacks . — One case had a single focal epileptic 
attack which lasted for about 15 minutes onjhe day after 
injury and consisted mainly of flexion movements limited 
to the right fingers and arm. None of the cases have had 
any epileptic attacks for the four years for which they have 
been followed up 

Follow-up 

len cases have been successfully followed up over the 
last four years. The only case lost sight of was one with 
-7 , rnl ' t ' O'mptoms following a simple scalp laceration, 
J ' Kl i)e was symptom-free six months after his injury. All 
t e others had bony injury of varying degrees, and only two 
ot these appear to be quite free from symptoms. One 
'•'•rote in May, 194S, that he was “very well and quite 
normal in e\er\ way." The other has spent some time in 
p>NOn tor petty lareeny and is considered physically fit by 
the authorities. 

Thus while only two patients can be considered quite fit, 
'•e'-en of the 1 1 arc able to earn their own living in some kind 
o: ".ors. One has a light job, five days a week, as a battery 
attendant He w quite active, but one foot requires a 


calliper splint and the other, he writes, “gets stuck occa- 
sionally.” He also suffers from headaches and is rather 
forgetful. He had a scalp laceration in the right parietal 
region running over the vertex and there was a small 
in-driven metal foreign body that was removed without 
trouble. His condition now appears to be stationary. 

Another man has his own small business as a book- 
seller. He had a severe injury with a midline laceration’ 
and a depressed comminuted fracture with penetration of 
the dura. His recovery was slow but steady ; he can now 
walk unaided, but finds it difficult to tackle inclines owing 
to some spasticity of his foot. He also complains that if 
he puts his left foot down suddenly he gets a sharp pain 
as if he had trodden on a spike. 

Another man has a sedentary job as an electrical- 
instrument maker, and yet another has a like job with 
the Ministry of Supply. The former stated in January, 
1947, that he could get about alone, but that he needed 
stick in wet or slippery weather. He could move his toes 
freely up and down, but had not got normal easy movement 
in his ankle or knee. 

Of the four who are still incapacitated two had penetra- 
ting wounds and two had severe depressed comminuted 
fractures. They differ from the others only in degree, their 
disability being due to an inability to walk unaided owing 
to weakness and spasticity of the lower limbs. One of these 
cases (Case 6) may here be summarized, as it well illustrates 
the march of events. 

Report of Typical Case 

Aug. 14, 1944. — Patient wounded by mortar bomb. Deep 
laceration of scalp, no obvious fracture. Comatose. 

Aug. 15. — Conscious , diphasic ; responds to name and to 
pin-prick. Right arm, complete spastic paralysis. Legs: com- 
plete spastic paralysis, left more spastic than right; ankle 
clonus ; extensor piantars. 

Aug- 15. — Conscious ; dyspbasic. Right arm, spastic para- 
lysis. Legs; complete spastic paralysis; extensor piantars. 
X-ray report: “An oval depressed fracture with much com- 
minution of the depressed portion lying up alongside the midline 
in the mid-parietal region on the left side. From the lower 
part of the 5-cm. depression a fissured fracture runs downward 
on, I think, the left side of the skull to terminate in the roof 
of the orbit. Not much separation of the edges." Opera- 
tion : — Removal of damaged bone together with fragments that 
had penetrated the dura and brain. Clot and necrotic brain 
sucked away and wound closed. 

Sept. 6. — Very mild nominal dysphasia. Gives a clear/ 
account of his injury. Right arm: tone flaccid, with some 
finger movements and rotation of the elbow only. Posture 
sense impaired in the fingers. Legs: power good on the left 
except for dorsiflexion of the foot, which cannot be performed ; 
on the right he can draw his leg up but cannot move the toes 
and cannot raise bis leg off the bed ; tone flaccid ; ankle clonus ; 
piantars equivocal. 

Sept. 23. — Alert. Movements of right fingers, elbow, and 
shoulder returning. Movement improved in right leg. 

Sept- 1, 1945. — Walking, but a tendency to fall. 

Feb. 12, J94S. — Right arm: floppier than left; full range of 
active and passive movements, but these are slower and weaker 
than normal. Gripping of right hand is slow, and opening of 
hand is associated with flexion of wrist. No discrete finger 
movements possible. Failing away of outstretched right fingers.-, 
and wrist. Legs: both legs “floppy,” right more than left; 
he cannot evert his right foot and weakness of eversion of 
the left. Piantars extensor. Bilateral knee and ankle clonus. 
Loss of position sense in toes and inner three fingers of right 
hand and diminution of tactile discrimination at the ulnar 
border of right hand and wrist. He is reported as being a 
• co-operative man who is learning to use his weak hand well 
and hopes to get placed eventually in a carpenter's shop. 
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In this case it was a full year before the patient was able 
to walk. The fact that he made such a good recovery 
was largely due to his own determination, reflected in his 
desire to perform work that required the use of his injured 
hand. 

Discussion 

A study of this series reveals that there is little to be 
added to the critical study of a series of similar cases made 
'/ by Gordon Holmes and Sargent after the 1914-18 war. 

The syndrome consists of a spastic paresis of characteristic 
distribution affecting one or more limbs and associated with 
cortical sensory loss in the same region. This clinical 
picture is the result of injuries in the region of the superior 
longitudinal sinus, and is remarkable particularly for the 
rapid, in fact, almost instantaneous, onset of the spasticity 
• which accompanies the paralysis. This is especially empha- 
sized in the present group of cases, for, owing to the 
| rapidity with which cases were evacuated in this war, they 
i were often in the hands of a neurosurgical team a few 
hours after injury. In addition, the injuries themselves 
~ were not of great severity in some cases, and consciousness 
was retained and a clear account of the injury and its 
effects could be obtained. 

One man, for example, stated that a mortar bomb fell five 
yards (4.57 metres) away from him on the other side of a wall 
and that he was struck by fragments. He fell to his knees 
and could not get up. He was flown to England and was in 
a neurosurgical unit within eight hours. On examination he 
showed a very typical picture with no movement of either leg 
below the knee, although he could raise both legs off the bed. 
There was hyperaesthesia to light touch and pin-prick on the 
left leg below the knee and on the dorsum of the right foot. 
Reflexes were brisk and equal and there was ankle clonus with 
- indefinite plantar responses. Loss of position sense occurred 
in the toes of both feet. X-ray examination revealed a metal 
foreign body situated just above the midline at the midpoint 
between the inion and nasion. Beneath there was a depression 
ot the inner table for a distance of about 3 cm., the most marked 
depression measuring about 4 mm. The depressed bone was 
rongeured away, leaving a bone defect down the centre of which 
was running the longitudinal sinus, which appeared patent. He 
made a good recovery from the operation, and twelve days 
later the first flicker of returning power in the right toes was 
noted. His progress was slow, but a month later he was able 
to walk with assistance. His right foot recovered by the end 
of set months, but his left foot made no progress and was 
eventually fitted with a calliper. Two years later he was work- 
ing and reported only occasional periods when his right toes 
“got stuck.” 

Another man sustained a tangential scalp wound while attack- 
ing a house. He fell down, but did not lose consciousness, and 
( was able to crawl to cover. His complaint at that time was 
" that his legs “felt heavy.” The fingers of his right hand were 
also affected, and he complained later of transient attacks of 
blindness. The scalp wound ran from the left post-parietal 
region across the vertex to the right parietal region with depres- 
sion of both tables extending across the mid-parietal region, the 
maximal depression being directly over the longitudinal sinus. 
This man made a steady recovery to full health. 

These two cases illustrate the following points: (1) a rela- 
tively mild injury with no loss of consciousness ; (2) the 
immediate onset of weakness and spasticity in the lower 
limbs ; (3) the presence of bony depression in the immediate 
region of the longitudinal sinus ; and (4) the slow and steady 
recovery over a long period, although in the second of these 
(jr cases the depressed fracture was not elevated. 

According to Gordon Holmes and Sargent the most 
striking pathological feature of these injuries is the firm 
swollen cortical veins which cannot be emptied by pressure, 
and the oedema of the area of cortex that they drain. 
Microscopically, there is oedema of the affected area, which 
is more prominent in the white than in the grey matter. 


Minute haemorrhages occur in the grey and white matter 
chiefly in proximity to the wound. The nerve cells in tho 
affected areas show pronounced changes and are greatly 
swollen and in advanced chromatolysis. , 

It is thought that this clinical picture results from the 
situation of the longitudinal sinus near the site of the injury. 
The sinus undergoes some degree of thrombosis which 
causes the oedema and produces the associated pathological 
changes in the cerebral cortex. 

Thrombosis is the natural response of a large vessel of 
this type to trauma in its vicinity, and it is possible that it 
occurs independently of changes in the cortex. For although 
the sinus was only specifically mentioned at operation in 
five of these cases, the impression gained was that it 
remained patent owing to the presence of trabeculae within 
its lumen. 

Lumbar puncture was not performed before operation, 
but the pressure was not consistently high when it was 
done post-operatively. Headache was not a common symp- 
tom, and in fact only one man complained of it specifically. 
Neither did any case show changes in the optic fundi com- 
patible with a persistently raised GS.F. pressure, although 
this would depend to some extent on the site of the 
thrombus within the sinus. 

Wounds of varying severity in this situation cause similar 
symptoms, differing from each other only in degree. For 
example. Case 1 sustained a scalp wound with no bony 
injury. Symptoms were limited to a slight loss of power 
and some subjective numbness in the left foot which passed 
off in five days. In the cases previously cited the symptoms 
persisted over years. 

None of these cases showed the initial period of flaccidity 
' which usually occurs in cases of cerebral damage, whether 
due to trauma or to vascular catastrophe, and which is 
thought to be due to shock. This persists normally in such 
cases for a period of about 10 days, and only then does 
spasticity begin to appear. Indeed, the very feature of these 
cases is the immediate appearance of spasticity. 

Case 11 is interesting in this respect. This man sustained a 
penetrating injury close to the midline in the left parietal region. 
He presented a rather mixed picture of right hemiplegia, with a 
spastic paresis of the lower limbs. He had a right focal epileptic 
attack on the day following injury confined to his hand and 
arm. Operation involved removal of damaged brain tissue and 
of in-driven bone fragments in the left parietal region- He 
made a good recovery from a severe operation, and two 
days afterwards showed the following signs: complete flaccid 
paralysis of the right arm, and a flaccid paralysis of both legs, 
complete on the right and almost complete on the left. He 
showed, in addition, loss of joint sense of the ankles and toes 
and an extensor plantar response. 

Eleven days after operation the following signs were 
observed: slight spasticity of the right upper limb with some 
movement now possible at the elbow and slight dorsiflexion 
and palmar flexion at the wrist. Grip good, but some difficulty 
in extension of the fourth and fifth fingers. In the lower limbs 
tone was increased on both sides, right slightly more than left. 
Power was improving in the left leg, which could be held off 
the bed and flexed at the knee.; dorsiflexion and plantar flexion 
were just present and he could move the toes slightly 'on this 
side. On the right, paralysis persisted except for slight move- 
ment at the hip. Ankle clonus was ill-sustained and the right 
plantar was extensor. Three years later he was able to get 
about with the aid of sticks in wet and slippery weather and 
was earning bis living. He considered that improvement was 
still continuing. 

This case showed a stage of flaccidity occurring after 
operation, but eleven days later the picture of spasticity had 
again become apparent. It does seem, therefore, that the 
site of the injury in close proximity to the superior longi- 
tudinal sinus is responsible for this clinical picture ; but 
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this does not explain why spasticity occurs at once, and 
indeed its occurrence is so immediate that it must be related 
directly to the injury rather than to the secondary patho- 
logical changes following a sinus thrombosis. In cases 
where operative procedure was necessarily severe a stage 
of shock and flaccid paresis did appear, but ten days or 
so after operation spasticity had again appeared, often 
together with the first signs of recovery. a 

Recovery begins early and continues for a considerable 
time— several years at least. Its degree depends upon the 
degree of injury, and if this is severe spasticity and weak- 
ness remain and recovery depends upon how much this can 
be overcome by re-education in walking and the use of 
appliances. The main difficulty that these patients experi- 
ence is the negotiation of uneven surfaces and inclines that 
icquire the presence of unimpaired postural sensibility in 
the toes and the ability to dorsiflex and plantar-flex 
the foot accurately. In the early stages of recovery the 
gait may be likened to that of a patient suffering from 
Little's disease, but most cases appear to progress enough 
to afford adequate movement at the hips and knees, and the 
residual disability is confined in these cases to the feet and 
ankles. 

Furthermore, although the series is small, the presence 
of other symptoms often associated with cranial injury do 
not seem to be of common occurrence — that is, such symp- 
toms as headache, dizziness, or epileptiform attacks. 


Summary 

t 

A series of cases of injury in the region of the superior 
longi'udinal sinus is presented. 

The clinical picture is described and the pathology briefly 
discussed. 

Particular attention has been paid to the clinical progress 
of the cases and their condition i p to four years after injury. 

The very early occurr nce of spasticity after the injury- is 
also emphasized. 

I should like to thank Mr. Wylie McKissock for permission to 
study .iml follow up these cases, and Dr. J. E. S. Lloyd for permission 
to publish this paper. I should also like to thank Miss Montgomery 
for hei help in contacting the cases. 
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Phaeochromocytomata are rare enough to warrant the 
recording of an additional case. 

. Case Report 

The patient, a married woman aged 40, was admitted in 
October, 1946, complaining of generalized throbbing headaches 
for the past ten years. These were present by day and by night, 
but had increased in severity during the past two years. Some- 
times after exertion or on stooping the headaches became very 
severe, spreading from the temporal and infraorbital regions to 
the vertex and occiput. These attacks lasted for two to three 
minutes, but the patient emphasized that she was never com- 
pletely free from headaches. On moderate exertion she soon 
became breathless and suffered from palpitations. Weakness 
and loss of weight had increased, particularly during the three 
weeks before her admission. Her past history had been 
uneventful. Her family history was very interesting. 

Her father died at 46 of Addison’s 'disease, though its cause 
(atrophy, tuberculous infection, chromaffinoma) is debatable. 
Of six other siblings, one brother died at 28 of diabetes, while 
one sister died at 29 of an obscure bone disease. She was 
apparently healthy up to the age of 14. when she started to 
“shrink.” At the time of her death her body was about the 
size of a child of 4. The condition was regarded as that of an 
“ achondroplastic dwarf.” 

Physical Examination. — The patient looked very much older 
than her age. Pigmentations were not present on skin or 
mucous membranes. There were visible arterial pulsations in 
the anterior cervical triangles and in the suprasternal notch, and 
the apex beat was forcible. The pulse was regular, but there 
was a tachycardia of 140. 'The blood pressure was raised to 
227/128. The blood urea was 65 mg. per 100 ml. Hyaline 
casts were constantly found in the urinary sediment, and a 
moderately large tumour which did not move with respiration 
could be felt in the right lower abdomen. Both fundi of the 
eyes showed sparse, scattered, superficial retinal haemorrhages 
of moderate size in the paracentral areas. One vein below the 
left optic disk appeared to be compressed by the overlying 
artery. 

X-ray Examination. — The ascending pyelogram showed that 
the right kidney corresponded to the tumour felt by abdominal 
palpation and was found to be rotated forward, outward, and 
displaced downwards. Both kidneys were secreting. The left 
kidney was normal in appearance 'and position. Above the right 
kidney there was a dense shadow, and a new growth of the right 
adrenal gland was thought to be most likely. 

A presumptive diagnosis of chromaffinoma of the right 
adrenal gland was made and operation was decided upon. 
Under N.O-ether anaesthesia the right lumbar region was 
explored and a large adrenal tumour removed. During the 
operation it was noted that both pupils became maximally 
dilated as soon as the tumour was handled. Post-operatively 
the patient was immediately treated for shock, adrenaline was 
given, but in spite of this she did not rally and death occurred 
within 24 hours. 

At necropsy the left adrenal gland appeared to be also grossly 
enlarged, weighing 40 g. In parts the usual shape of an adrenal 
gland was still recognizable, but a large round tumour mass 
occupied the central portion of the gland. On sectioning, 
normal yellow cortical tissue was only sporadically recognizable. 
For the greater pan the whole organ and round mass consisted 
of soft yellowish or dark brown jelly-like material. The right 
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adrenal gland, removed at operation, weighed 325 g and con- 
sisted of two distinct masses, held together by a fiat, broad 
pedicle The smaller of the two, still resembling in shape an 
adrenal gland, measured 6{ by 4 by 3f cm The larger mass 
was oval, measuring 10J cm across and 71 cm in width The 
tumour was surrounded by a thin fibrous capsule and was 
moderately firm On sectioning the cut surfaces were whitish 
or yellowish brown in colour, but there were many areas of 
haemorrhagic infiltration as well as areas of cystic degeneration 
Microscopically both tumours appeared to be composed of 
strands and masses of fairly large somewhat pleomorphic cells 
possessing an oval or round vesicular nucleus displaying a 
delicate chronv'tin network and exhibiting a distinct nucleolus 
surrounded by a fair rim of basophil cytoplasm, and often form- 
ing syncytium-like complexes They were supported by scantv 
stroma and often surrounded blood sinusoids At the periphery 
the tumour cells occasionally resembled normal adrenal medu! 
lary tissue They stained dark brown after fixation in potassium 
bichromate solution The diagnosis was chromaffinoma 

Discussion 

Phaeochromocytoma, or chromaffinoma, is a compara- 
tively rare tumour Up to 1946 about 176 had been 
recorded, of which only 47 showed hormonal activity 
(Calkins and Howard, 1947) Among these there were 16 
bilateral growths (Mackeith, 1944), so that the present case 
is probably the 17th* Every year several ne.v cases are 
recorded (Espersen and Dahl-lversen, 1946 , Washington 
et ill, 194 6, B'acklock el al , 1947; Brumchwig, 1947 , 
Goldenberg et al , 1947, Gutmann, 1947, Kipkte, 1947 
Mandl, 1947 , Schneider, 1947 , Spalding, 1947) The symp- 
toms, though essentially those of hypertension due to an 
excess of adrenaline production, may vary, and some 
authors distinguish four clinical groups (1) paroxysmal 
hypertension, (2) persistent hypertension, (3) asymptomacc, 
and (4) malignant A fifth and very rare manifestation is 
Addison’s disease due to compression of the adrenal cortex 
by the new growth In addition to the signs and symptoms 
of hypertension, including haemorrhages in the eyes and 
partial or complete compression of the retinal veins bv 
their corresponding arteries, anaemia, loss of weight, 
lassitude, insomnia, fibrillation, and hyperglycaemia and 
glycosuria have been observed 
Chromaffin tumours may arise from chromaffin tissue 
throughout the body, but do not appear to give rise to 
clinical symptoms unless situated in or in close proximity 
to the adrenal glands (Mackeith, 1944) 

Apart from the history and abdominal palpation, x-ray 
examination is of help in diagnosis Tomography revealed 
the presence of a growth in one case (Mandl, 1947) Peri- 
renal insufflation of air is recommended by several authors 
A nse of the serum potassium during hypertensive parox- 
ysms was described by Blacklock et al (1947), while others 
found an increased content of adrenaline during the attacks 
(Beer ei al . 1937 , Strombech and Hedberg, 1939) 
^Recently two new tests have been devised which may 
prove most helpful in diagnosing the condition Goldecberg 
et al (1947) postulated that in a case m which hypertension 
is due to an increased amount of adrenaline it will be 
abolished or significantly decreased by the intravenous 
administration of adrenolytic compounds But if hyper- 
tension is due to any other cause U will persist The two 
adrenolytic benzodioxanes they employed (933 F. piperidyi- 
methyl benzodioxane ; and 1 164 F 2,4-dimethyl-pipendyl- 
methyl benzodioxane) were injected in a dosage of 0 2-0 25 
mg per kg of body weight, and proved their assumpt on 
right The injections were followed by a fall m blood 

•A further case of bilateral chromaffinoma, occurring in a child 
demonstra cd O'. Dr H S B->ar at a meeting of the Association 
of Clinical Pathologists held a St Marys Hospital on Jan 23 and 
24, this 


pressure of about 50 mm , which effect lasted for about 
15 minutes — a reaction which proved to be specific for an 
increase of adrenaline in the circulation 
The second test was developed by Roth and Kvale (1945), 
based on experiments by Hvm„n and Mencner (1943), wro 
also claim that tneir test is spec fie for the condemn The 
mtra’ enous injection of 0 025-0 05 mg ot histamine in 
0 025-0 05 ml of saline into patients suffering trem a 
chromaffinoma was followed immediately by a rise in blood 
pressure of about 100 mm or more, accompanied oy the 
subjective sensations of a typ cal attack of hypertension 
Though one might be tempted to explain this phenomenon 
as the reaction of the body to a vasodilator, this is 
apparently not the mechanism, as dilatation of vessels as 
such does not produce a s mfiar reacton Hyman and 
Mencher’s theory is that the drug exerts an immediate 
action on the tumour cells, causmg them to shed their 
hormone into the blood stream 

Up to date no medical treatment of the condition is 
available, unless the observation by Espersen and Dahi- 
Iversen (1946) can be corroborated Tney treated one ot 
their cases pre-operatively with metbylthiouracfi, wh ch 
resulted in complete disappearance of the parow sma! 
attacks of hypertension 

The new growth has been attacked over 30 times, and 
in many cases successfully, by surgical intervention The 
most critical period is the first 24 hours after operation 
Manv substances have been advocated to combat the ensu- 
ing snock, of which adrenaline in large doses proved the 
most successful (Bishmd et al , 1941) 

Calkins and Howard (1947) described the first two cases 
of familial bilateral phaeochromocytomata, occurring m a 
woman and her niece They were of the op.nion that there 
is every likelihood that the mother of the latter also died 
of the same disease A remarkable incidence of goitre was 
shown to exist in this family In this connexion it may 
be stressed that the family of our patient also showed 
■evidence of endocrine imbalance, but none of its members 
suffered from thyrotoxicosis 

We gratefully acknowledge our indebtedness to our colleagues, 
Drs Hale, Hair, and Heath, for permission to make use of their 
case notes 

References 

Beer, E , King, F H , and Prinzmetal, M (1937) Aim Sur„ 106, 
85 

Biskind, G R, Meyer, M A, and Beadner, S A (1S41) J chn 
Endocrinol 1, 113 

Blacklock, J W S , Ferguson, J W , Mack W S , Scb-far, J , and 
Symington, T (1947) Bril J Surg 35, 5 79 
Brunschwjg, A (1947) J Amer tiled Ass 134, 253 
Calkins, E and Howard, J E (1947) J chit Endocrinol 7, 47y 
Espe-sen, T , and Dahl Itersen E (1946) Ac a chir scand 94 271 
Goldenberg, M, Snyder C H, and Aranow, H, jun (1947) J 
Amer med Ass 1 35, 971 
Gutmann, D f]947) British Medical Journal 1,563 
Hyman, A , and Mencher, W H (1943) J Urol 49, 755 
Kipluc G F (1947) Arch Path 44, 113 
Mackeith, R 11944) Bril Heart J 6, 1 
Mandl, F (1947) IVien klm Wschr 59,11 
Roth, G M , and Kvale, W F (1945) Amer J Set 210 6*4 
Schneider, H O (1947) Norlhw Med Seattle 46, 216 
Spaiding, J M K (1947) British Medical Journal 1, 564 
Sirombeck, J P , and Hedberg, T P (1939) Acta chtr scand 82 
177 

Washington, E L,CaFahan, W P , jun , and Edwards, F W (1946) 
J chn Endocrinol 6 638 


The Minister of Heath is considering the que non of the recruit 
mem and training of rrat ons and assistant matrons in homes for o'd 
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tions under the National Assistance Act, 1948 The Ministry 
announces that the National Old People’s Welfare Committee wall 
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ihe secretary. National Old People s Welfare Committee, 26 Bedford 
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SPONTANEOUS CIRCUMRENAL 
HAEMATOMA 

A REVIEW AND REPORT OF TWO CASES 

BY f 

K. WHITTLE MARTIN, F.R.C.S. 

Resident Surgical Officer and Surgical Registrar, Worthing 
Hospital 

The term " spontaneous circumrenal haematoma ” is self- 
explanatory and excludes, by definition, cases of traumatic 
origin. The condition is said to be a rare one, though I 
have had to deal with two cases in the past nine years. 
These two cases and a short review of the subject are 
thought to be worth publishing, as no mention is made of 
the condition in most of the standard surgical textbooks, 
and no description of it had appeared in any English 
journal until that of Heritage in 1934. The condition is 
referred to by Hamilton Bailey (1944) and in American 
papers under the title of spontaneous perirenal haematoma. 
At risk of seeming pedantic, however, the Graeco-Roman 
bastardy of the word “ perirenal ” should condemn it. The 
condition is probably not as rare as the literature would 
suggest ; it may possibly be the underlying lesion in such 
labels as “ retroperitoneal sarcoma ” and “ retroperitoneal 
haematoma of obscure aetiology.” 

Case 1 

A youth aged 18 was suddenly taken ill at sea with abdominal 
pain and vomiting on Nov. 14, 1945. There was no history 
of trauma. Next morning his condition was worse. He had 
a furred tongue and a weak thready .pulse of 130 ; his tem- 
perature was 103“ F. (39.4° C.). There was extreme tender- 
ness and rigidity in the right loin and right iliac fossa. Exami- 
nation of the urine, including certtrifugalization and microscopy, 
was negative 

A diagnosis of retrocaecal appendicitis with generalized 
peritonitis was made ; he was shipped ashore and admitted- 
to the Calvary Hospital, Hobart, Tasmania. He was seen by 
two surgeons, who agreed with the diagnosis, and immediate 
operation was undertaken. 

At operation the appendix was normal, but a large retro- 
peritoneal haematoma, which appeared to surround the kidney, 
was found in the right paracolic gutter. The incision was 
extended and the swelling was being explored further when 
the anaesthetist reported that the patient was in extremis and 
the abdomen had to be quickly closed. He was given a blood 
transfusion of 4 pints (2.2 litres) and his condition improved 
considerably. Ten hours after the first operation the wound 
was reopened. This approach, rather than a lumbar incision, 
was chosen to enable the presence of a left kidney and 
its condition to be ascertained. The ascending colon was 
mobilized, and after mopping out blood clot a transperitoneal 
nephrectomy was carried out. After this operation he made 
a rapid and uninterrupted recovery. 

Pathological Report. — “ The kidney is lobulated, resembling 
the foetal type, with dilated pelvis and calices. No visible 
inflammatory reaction in the pelvic cavity. A haemorrhagic 
area over the hilum shows only a layer of tissue between the 
pelvis and the exterior. Sections show widespread interstitial 
nephritis, with areas of small round-cell infiltration scattered 
through the renal tissue. At the site of haemorrhage there is 
complete replacement of the renal tissue by inflammatory scar 
tissue." 

Pyelograms. taken two and six months after operation, 
showed a large left kidney and large pelvis with good secretion. 
Now. three >e3rs after, the patient is perfectly fit and still 
serving as a regular officer in one of the armed Forces. 

Comment. — The points of interest are: (l) this was a case 
ot spontaneous circumrenal haemorrhage, probably secon- 
ds! > to a congenital hydronephrosis in a foetal-type kidney ; 


(2) it presented as an acute surgical emergency, and war 
diagnosed by three surgeons as acute appendicitis witl 
generalized peritonitis ; (3) the urine contained no red blooc 
cells ; and (4) uninterrupted recovery followed nephrectomy 

Case 2 

A man aged 35 was admitted to Worthing Hospital on 
June 21, 1948, complaining of abdominal pain and backache 
for 24 hours. The pain seemed to come from the right loin 
and was maximal in the right iliac fossa. There had been 
no vomiting and no central pain, but his abdomen felt dis- 
tended. Bowels and micturition were normal. He had had 
amoebic dysentery in 1942, with recurrences in March and 
September, 1943. There was no history of recent trauma. 

On examination he was obviously ill and in pain. His 
temperature was 100“ F. (37.8° C.), and pulse 92. The tongue 
was furred. Localized tenderness and guarding were present 
in the right iliac fossa, over McBurney’s point and extending 
up into the loin. There was guarding of the lumbar muscles, 
but no abdominal rigidity. Considerable meteorism was noted. 
The liver was not enlarged, and neither kidney was palpable. 
Peristaltic sounds were normal. Rectal examination revealed 
no tenderness. The heart sounds were normal. The blood 
pressure was 150/95. An occasional leucocyte and some 
ammonium urate crystals were found in the urine, the pH 
of which was 6. No red blood cells or casts were seen. There 
was no growth, on culture for 24 hours. A , blood count 
showed: haemoglobin, 80% ; red cells, 3,610,000 ; colour index, 
1.11; white cells. 14,800 (90% polymorphs); blood urea, 
46 mg. per 100 ml. Amoebae were not seen in one specimen 
of faeces. Two hours later his condition was worse and opera- 
tion was advised. The pre-operative diagnosis was retrocaecal 
appendicitis, ? amoebic perityphlitis. 

Operation. — Through a right paramedian incision 1 found 
that the caecum was ballooned and the small bowel distended 
with gas. The appendix was normal. A large retroperitoneal 
haematoma involved the posterior aspect of the caecum and 
ascending colon. It filled the right paracolic gutter, extended 
over the brim of the pelvis, and seemed to originate from the 
kidney, which was large but smooth. There was no evidence- 
of amoebic colitis. The abdomen- was closed. The anaes- 
thetist noted that the blood pressure was 180/100. This 
hypertension persisted post-operatively. 

Post-operative Course. — This was marked by progressive 
vomiting and abdominal distension. His blood pressure 
remained high. He developed a classical adynamic or neuro- 
genic ileus, which failed to respond to continuous gastric suc- 
tion and intravenous therapy. His condition slowly but inexor- 
ably deteriorated until death supervened on the eleventh 
post-operative day. 

Necropsy. — A large unorganized clot surrounded the right 
kidney and stripped up the peritoneum. Both kidneys and 
suprarenals appeared normal. There was no evidence of active 
amoebic disease, and the liver was normal. 

Microscopical Report (Dr. Standish). — “There is no micro- 
scopical evidence of haemorrhage in the suprarenals, and their 
vessels show no evidence of either endarteritis or polyarteritis 
nodosa. The surrounding blood clot shows a very early 
stage of organization, but no inflammatory change. There is 
no evidence of the cause of the haemorrhage either in the 
suprarenal or in the clot, itself.” 

Comment. — (1) The hypertension found at operation and 
afterwards was an interesting phenomenon and one which 
has not, so far as can be ascertained, been noted before 
in the literature. The patient’s general practitioner, Dr. 
Shepherd, told me that he had found the blood pressure 
normal at several previous examinations. The cause of thi'/ 
is presumably compression of . the renal parenchyma 
clot, and is analogous to the hypertension produced ex/ 
mentally by Page (1939) and Graef and Page (1940). T r Pe f 
workers were able to produce a sustained hyperten.'fa}-^ 
dogs from perinephric scarring by silk or from com4 re °'! k 
of the kidneys by wrapping “cellophane” rountjly ^ s '°n 
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(2) The cause of death was adynamic ileus, due again, pre- 
sumably, to irritation of the aortico-renal plexus by clot. 
I was satisfied at necropsy that there was no mechanical 
obstruction to the second part of the duodenum by the 
haematoma itself — an explanation which had been sug- 
gested. Some degree of meteorism is, of course, common 
after nephrectomy. It is my impression that a greater 
> degree of ileus is found after a right nephrectomy than 
v after a left ; but this is only an impression, and I am not 
aware that the matter has been investigated. 

Discussion 

Aetiology 

Polkey and Vynalek (1933), of Chicago, have written the 
fullest review of the literature up to 1933 and collected 
178 cases, mostly from Continental writers. They sug- 
gested that “ sudden renal congestion ” might explain some 
1 of the spontaneous cases in which no cause was discovered, 
rr In experiments on dogs they ligated the renal vein with silk 
^ thread and found subcapsular haemorrhage in 33%, extra- 
capsular haematoma in 42.8%, and some degree of paren- 
chymal haemorrhage in 100% 

I have found a further 13 cases reported in the literature 
in the last 15 years. The pre-operative or clinical diagnoses 
of these cases, together with those of my own two, and the 
stated causes and results of treatment, are shown in the 
accompanying Table. 

Spontaneous circumrenal haematoma must be regarded 
as a symptom-complex or complication and not as a disease 
entity. It follows that the lesions responsible for it are 
numerous. They fall into three main groups— renal, extra- 
renal, and the blood dyscrasias. 

Group I : 'Lesions of the Kidney and Suprarenal Gland.— 
A lesion of the kidney or suprarenal accounts for about 60% 
of cases. Nearly every lesion affecting these organs has been 
reported — renal and suprarenal cysts and tumours, chronic 
nephritis, hydronephrosis, aneurysm of ihe renal artery, lithi- 
sis, tuberculosis, and thrombosis of the renal vein. Usually 
he haemorrhage is the precipitating symptom, with no previous 
listory pointing to renal disease Thus in one of Heritage’s 
:ases it Was only with difficulty and after microscopical exami- 
lation that “ ghost cells ” of a haemorrhagic and necrosed 
leoplasm were found in the clot. 

Group 2 : Extrarenal Retroperitoneal Lesions. — Included in 
his group are such differing conditions as perinephritis, arterio- 
clerosis, aneurysm of the abdominal aorta, and hypertension. 
)ne case was associated with periarteritis nodosa. 

Group 3 : The Blood Dyscrasias. — Haemophilia, poly- 
ythaemia, leukaemia, scurvy, thrombocytopenic purpura, and 
dodgkin’s disease have all been reported 

Clinical Course 

Clinically one must distinguish between the acute and the 
ihronic form of the disease. The acute form is by far the 
nore common. The onset is sudden and dramatic and 
iresents as an acute surgical abdomen. There may be no 
listory suggesting renal disease. The classical findings 


are the triad of pain, a renal tumour, and signs of internal 
haemorrhage (Lenk, 1909), but these are seldom all present. 
The muscular rigidity usually precludes the palpation of a 
renal tumour in the acute form of the disease. Pyrexia is due 
to blood absorption, and pressure on the renal parenchyma 
may cause albuminuria or hypertension. Later, increasing 
abdominal distension, vomiting, and prostration confuse 
diagnosis and suggest the perforation of an abdominal 
viscus. In fact, the haematoma may perforate the peri- 
toneum and give a clinical picture very similar to that of 
a “ ruptured ectopic,” but in a male. 

A more insidious form of the disease occurs with a sense 
of fullness or discomfort in the affected loin. Here there 
is time for investigation. A renal tumour can as a rule 
be felt and the diagnosis is usually hydronephrosis or 
hypernephroma. Careful study of pyelograms, as Ekman 
(1946) has pointed out, will show displacement of the 
kidney: the direction of displacement may indicate the 
location of the source of the haemorrhage. 

The only reported cases in which correct pre-operative 
diagnoses were made are described by Cibert, Vachon, and 
Cavailher (1942). In all these cases a tender tumour in the 
loin was present. The cases were of the insidious or 
chronic form and they all presented a similar physical sign, 
not previously described in the literature. This consisted 
of a lumbar ecchymosis, which in time tracked down to 
the scrotum. This ‘ecchymosis, when present with a tumour 
m the loin and in the absence of trauma, is pathognomonic 
of spontaneous circumrenal haematoma. 

Treatment 

Where the condition is suspected emergency intravenous 
pyelography should be undertaken. It is essential to confirm 
the presence, and preferably the normality, of the opposite 
kidney. To quote the words of Cibert, Vachon, and Cavailher . 
“ La conclusion, exprimee par tous Ies auleurs, decoule de cette 
consultation : {’operation s’impose.” Non-operative treatment 
was uniformly fatal in every published case, except one. It 
must be accepted, however, that the diagnosis is usually made 
with certainty only at operation or post mortem. Nevertheless, 
operation should be advised as soon as the necessary resuscita- 
tion has been undertaken, for three reasons: (1) to arrest 
haemorrhage and save life ; (2) to prevent the side-effects of a 
large haematoma — meteorism, ileus, hypertension, sepsis, and 
possible rupture into the general peritoneal cavity ; and (3) 
to explore what may well prove to be a malignant condition 
of the kidney or suprarenal gland. 

In theory it might occasionally be possible, in the extra- 
renal type of haematoma, to clear out the clot and ligate the 
bleeding vessel. According to the literature this never seems 
to have been done. If the haematoma appears to have origin- 
ated from the kidney, nephrectomy should be carried out. If 
bilateral renal disease is suspected or proved it might be wiser 
to rest content with packing or drainage. If both kidneys 
Sappear normal and no cause is apparent the best results seem 
to follow nephrectomy. 

As the Table shows, seven out of 15 cases were subjected 
to nephrectomy without a death. 


Table showing Cases Reported in the Last IS Years 


Aulhor 

Polkey and Vynalck (1933) . . 
Heritage (1934) 

Carver (1939) .. j] 

Eimer and Wyngardcn (1939) 

Daro and Todd 0941) 

Cibert. Vachon and Cavailher (194; 


Ekman 0946) 
Maruo 


Sex and Age 


Clinical Diagnosis 


Cause 


Treatment 


39 

51 


Nl. 65 
Nl. 41 


F 

F 

M 

M 

M 

M 

M 

M 


Ovarian cyst 
P.D.U. 
p.d u 

Acute cholecystitis 
Hydronephrosis 

Hypernephroma 
Retroperitoneal cyst 
Circumrenal haematoma; 


Appendicitis 
Hypernephroma 
General pentonim 
Appendicitis 


Unknown 

Neoplasm 

Suprarenal neoplasm 

Unknown 

Hydronephrosis 

Hypertension 

Unknown 


Suprarenal cyst 

Chrome nephnus 

Unknown 

Hypernephroma 

Hydronephrosis 

Unknown 


Drainage 

Packing 

Laparotomy 

Drainage 

Nephrectomy 

Nil 

Nephrectomy 


Expectant 

Laparotomy 

Nephrectomy 

Laparotomy 


Result 

Recovery 

Death 

Recovery 

Death 

Recovery 


Death 
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Summary 

The condition ot spontaneous circumrenal haematoma is 
described, with two personal case histories. 

Though rare the condition is an important one to bear in 
mind, as it may enter into the differential diagnosis of the acute 
abdomen and if treated expectantly is nearly always fata). 

The aetiology and clinical course are discussed. An acute 
and a chronic form can be distinguished. 

Treatment should consist in surgical intervention and, in most 
cases, nephrectomy 
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APLASTIC ANAEMIA FOLLOWING 
NEOARSPHEN AMINE 

BY 

F. DUDLEY HART, M.D., M.R.C.P. 

Assistant Phvsician, IVestminster Hospital 
AND 

J. G. HUMBLE, M.R.C.S., L.R.C.P. 

Haetnatologist, IVestminster Hospital 


Aplasdc ..naemia is a well-recognized but rare complication 
of organic arsenical therapy. Wmlrobe (1946) states that 
lower than 100 cases have been reported in the literature, 
•Oso that less than one-half of the cases described showed 
complete apUsia of the marrow. Recovery after complete 
• pi isu has been recorded, however (Wintrobe, 1946). The 
case described below, which exhibited anaemia, leucopenia, 
thio.nbocytopenia, and a completely aplastic marrow on 
sternal puncture, seems to fall into this class and to be 
worthy of record 


Case Report 

The patient, a man aged 52, contracted primary syphilis am 
gonorrhoea abroad in June, 1946. He received 37 injection 
of ncoatsphenamine and 37 of bismuth during the next nim 
months. 

He noticed nothing abnormal until April, 1947, when he ha< 
a severe epistaxis lasting 16 hours. The red blood cell 
numbered less than one million. Injections were stopped, bu 
u month later further severe nose-bleeding occurred, with th 
appearance of petechiae and “ papules ” on the arms and legs 
i tl '‘J'" mo s!°bin was 30% ; colour index 1 ; red blood cells 
.500 000 per c.mm.; white blood cells, 3,000 per c.mm 

on T n “•• P - 21 ° 4 ’;, Plateiels ' 25.000 P e r c.cm. • coa = u!j 

ere ZV m 45, Utes \ Was < cnto ™ reaction and Kahn tes 

'ere negame. The spleen was never palpated. 

10 ml of nenrnnrt * f ° n ’ r> [ rcsfl b!o °d transfusion, am 
iu mi. of pentnucleotide every 12 hours. He received altocethe 

w . 6 P«n«s U.4 litres) of fresh blood Four davs later 
Wood count showed: red cells. 16700nn ^° Ur ° ayS , 3!e ‘ 
riohm 307.; colour index, 0.9; ble^^th ’’ 
«a ? uh t .on time. 6 minutes; Uuccc? te f Toon 1 
U_. 73 >. N. 2v. E p ^ >tes > 2 ' 000 P er c.mm 

He then returned to England, and durint, 
tl ' n 1 «s«L of “h.-pastab" daily. 45 er J th „ e v °> a S e wa 
’ raacium Citrate, and 5 m- of foli,- ic'/.i, . 8 ’> oE iron am 

‘ daily. On hi 

ry pi. but became gidd 


. . curate, and 5 mg. of folic acul'ihri/. a-i lr °ii a 

•‘• :n (ha ' H JU "*« M 


and tired on the least exertion. Up to this time he had had 
11 blood transfusions in all,- the last being on May 19. No 
further epistaxis had occurred, but he had noticed some oozing 
of blood from his gums and he found that he bruised easily 
and “came out in little red spots.” Previous illnesses and 
family history revealed nothing relevant. 

He was admitted to hospital under our care on May 31. He 
was a very co-operative man, very pale, and obviously grossly 
anaemic. His skin was sallow and sunburnt. There was pro- 
nounced foetor oris ; his teeth were in a bad condition, with 
much dental sepsis ; the gums were soft and spongy, with pus 
oozing from them. The tongue was furred but moist. No 
bismuth line was present. No glands were palpable and no 
petechiae or bruises were seen. Over his legs and feet the skin 
was scaly, pigmented, and- ulcerated. The blood pressure was 
120/60. A soft systolic niurmur was present over all areas in 
the praecordium. The capillary resistance test was strongly 
positive in three minutes at a pressure of 90 mm. Hg. Nothing 
abnormal was detected in the chest apart from an occasional 
rhonchus at the bases. The spleen was not palpable. 

The pupils reacted normally to light and to accommodation. 
Ophthalmoscopy showed normal optic disks. No exudates were 
seen, though multiple large haemorrhages were present in both 
retinae. The central nervous system was otherwise normal. 



4 - 1 pink of blood 
& - 1 pink of packed cells 
jj,"2pinks of packed cells 


iso 


200 


Chart showing haemoglobin findings 


The diagnosis of aplastic anaemia due to arsenical therapy 
was made. The haemoglobin findings are shown in the 
accompanying graph. Radiographs of lungs and tibiae were 
negative. The B.M.R. was 4%. 

The patient was kept in hospital until Sept. 16, when he was 
discharged home. During this time his haemoglobin rose from 
20% to 104%. A total of 2 pints (1,14 litres) of whole blood 
and 29 pints (16.5 litres) of packed reel cells was given over 
this period. He did not react adversely to any transfusion, and 
over the whole period made slow but steady improvement/ 
Penicillin was administered, 40,000 units four-hourly, for the 
first month, the dosage gradually being reduced over the follow- 
ing three months to 100,000 units twice daily. Liver extract 
was given by injection (hepalon) 2 ml. daily at the onset, being 
reduced to twice a week after two months. He also received 
pyridoxin 100 mg. daily, ferrous sulphate 10 gr. (0.65 g.) thrice 
daily, two multivitamin tablets thrice daily, and folic acid 
tablets (15 mg.) daily. 

On Oct. 2, 14, and 27 he was readmitted for the transfusion 
of 2 pints (1.14 litres) of packed cells on each occasion. The 
condition of the skin of the feet and legs greatly improved, and 
the capillary resistance test, still positive on Oct. 14, became 
negative after this time. 

Two further pints of packed cells were given on Nov. 20 and 
Dec. 18. It was apparent at this time that he was making steady „ 
ptogress, and that he was beginning to pick up on his own. He 
was last seen on May 31, 1948, when he was in excellent general 
condition. The Wassermann reaction and Kahn lest were nega- 
tive. Our last report, received from abroad in October, 1948, 
was that he was in perfect general health and had received no 
further treatment. 

Haemalological Findings . — On June 2, 1947, these were as 
follows: haemoglobin, 22% (3.03 g.%); red cells, 1,210,000 
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per cjnm. ; colour index, 09; white cells 900 per cmm 
lymphocytes 80°'s and neutrophil polymorphs 20°5, approxi- 
mately) No red cell abnormalities were noted On June 3 
the bleeding lime was longer than 10 minutes the dotting time 
(tenons blood) 11 minutes, the prothrombin time 11 seconds 
(normal, 8 seconds) ; blood platelets 3 400 per c mm , reticulo 
ettes were not found The blood was Group O (IV) Rhesus 
positive 


Table stunting Results of Sternal Punctures 


Date 

June ’ 19,7 

Aug *947 

May 21 *94s 

Total ruJc-ted count, 

1 tCG per c rrm 

10.200 n r mm 

25 CCO per c mm 


— 

or- 

1 2*4 

P'cnjclocytcs 

1 seen in i Elms 

0 6% 

0 A% 

Neut rvyclocyte 


6 S% 

9 2% 

Ne„i metamyelocytes 

— 

3~% 

b 6% 

Neutrophils, segmented 

Presen 

15 0% 

24 2% 

Eotkn nyelootes 



i - . 

0 2% 

EoL-icphtl* 



1 0% 

0 6% 

Basophil myelocytes 



— 

— 

Basophils 

Lymphocytes 

Presen' 

32 0* 

02% 

29-0% 

Maaocjtcs 


3 2 % 

2 0% 

Megakaryocytes . 

- 

0 2% 

Present — mature 
forms found 

tfasmocytobfasts 



I •»% 

0 2% 

Ncrrrobtasis basophil 

I s— *o m 1 Elms 

6 3% 

2 6% 

Normoblasts, palychromat 


2i o% 

19 S% 

Noiroblasts orthochromic 



6 

1 0% 

Myeloid erythroblast ratio 



1 1 6 

1 ST 1 

Mt cclianeotis cell* 


0 4% 

0 V 

Naked cnc 

A fatty fluid 

A fatty fluid Manrow panic!-* 



\eiy evid»nt 


The sternal juncture findirgs are presented in the accompany- 
ing Table They show a progressive return of cellulantv from 
a condition of almost complete aplasia 

Haematologtcal Progress — The neutropenia persisted until 
'lay 18, 1948, when for the first time the neutrophil poly 
morphs amounted to more than 2 000 per c mm Reticulocytes 
were no* found in any numbers until Feb 2, 1948, when thev 
totalled 5% of 3,800,000 red blood cells per c mm 090,000 per 
cmml The platelet count dc not rise to nornial figures until 
after Feb 24, 1948, when it was 40 000 per c mm On May 21 
1948, the platelet coun* was normal 

Discussion 

It is of interest to note that the last cell series to 
recover completely in the circulating blood was that of 
the neutrophil polymorphonuclears Neutropenia persisted 
from April 1947, to May, 1948 — a period of 13 months 
Reticulocytes did not appear until after nine months of 
reatment, and platelets returned to normal only after a 
lull 12 months The capillary resistance test remained 
positive for seven months It was felt that, of all the thera- 
peutic agents given, penicillin and blood transfusions were 
the most important The former totalled some 35 mega 
units, administered over a four-months period The con- 
dition of the mouth and legs gave cause for anxiety in the 
earlv months, but about the end of the sixth month of the 
disease a gradual improvement became apparent 


Summary 

A ca'e of aplastic anaemia following neoarsphenamine 
administration is described Depression was present in 3ll 
marrow elements — a condition of almost complete aplasia 
Recovery was complete after 13 months 

Reference 
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Tbe Ministry of Health siaics that hospi als may provide etching 
for those “ up " panenis unable to orovtde it tbemsehev and who 
are not ob aming it from other sources such as volun ary orgamza 
lions Thcv would normally be long Hay ambulant patients The 
patients ma, retain lhis clothing after discharge from hospital if the 
hospilal is satisfied that the panems need clothing and are unable to 
obtain i, from their own resources and without help 


HISTAMINE HEADACHE* 

BY 


M. ESZENYI-HALASY, M.D. 

(Prom the Neurological Department of Siem Isnan Hasp sal. 
Budapest ) 


Headache is the most frequent complaint encountered in 
medical practice It presents no diagnostic problem tne 
diagnosis is made by the sufferer But the doctor must 
know the cause if he is to treat the patient efficiently 
Table 1 classifies the forms of headache that I have 
treated The present paper is concerned mainly with the 
type of headache due to histamine, as described bv Horton 
in 194! 


Table 1 — Results of Treatment by Histamine 


Complete cure 1 

1 » 3 

2 | 

i 2 

, i i 

2 

-> 

-o _ 0 S 

Corsid-rable impro* errant 

H| I 


* 

1 

\ 


16 h.-- 

Some impro\em-nt | 

6 2 

2 

o 1 

1 0 

C 


hi i 4c i 

No change 

2| J | 

2 , 

0 

I ‘ 

0 

5 

f 13 K c . 

Toul | 

45 j S | 

L% 

3 

1 

3 I 


| &a j io 


Clinical Features and Aetiology 

Valiery-Radot in 1925, Bnckner-Riley m 1935, and 
Money in 1939 described cases of atypeal migraine which 
seem to be similar to the histamine headache described by 
Horton It was Horton, however, who first described the 
svndrome, made the aetiology clear, produced the same 
symptoms experimentally, and outlined the method of 
treatment 

Tne charac’eristic symptoms of histamine headache, the 
frequency of which is shown m Table II, are as follows 
it occurs in paroxysms, is unilateral, and is confined to a 
circumvcnoed area ; on the same side there is congestion 
of the nasal mucous membrane , attacks frequently come 
on at night, and the patient often rises in the morning 
with headache It is neither hereditary nor familial, has 
no connexion with menstruation or ocular disturbances, 
and is unassociated with vomiting The condition is resist- 
ant to all treatment In these patients headache produced 
by the injection of histamine is of the same tvpe as occurs 
spontaneously 

As to the aetiology, it mu=t be presumed that the accumu- 
lation of histamine produces an upset in cell metabo'ism 
This accumulation is tne result either of overproduct on of 
histamine or of the inhibition of the destructive factor 
it is also possible that individual hvpersensitivitv plavs a 
part in cases in which the production of histamine is 
normal According to Horton, in histamine headache tne 
symptoms are caused bv dilatation and constriction of 
the external and common, carotid arteries On the other 
hand, Wolff, Schumacher, Clark, Butler, Shuierland, and 
Pickering have proved, on the evidence of many cases, 
that the internal carotid is responsible for the qua! ty and the 
intensity of histamine headache, 3ttd that the oilataticn of 
the external carotid is of decisive importance in rr'gra'ne 
They demonstrated w.th photogr-phi, taken dur.ng ncid- 
ache produced bv the injection of histamine O) tne p 
tude of intracranial pulsation (which is increased) ; (2) t e 

• A paper read ai rbe International Congress of Medicine he'd at 
Budape i m Sepwnter 1943 
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Table II . — Typical Symptoms of Histamine Headache 


No of cases 
Ape 

Duration 

Unilateral 

Localised 

Generalized 

7 emporai 

Frontal 

Parietal 

Occipital 

Vertebra) 

Paroxsymat 

Nocturnal 

Diurnal 

Stationaiy 


\ ornttmi. 



Histamine 

Headache 

Migraine 

Psychical 

Headache 

“ Relaxa- 
tion ** 
Headache 

Alcoholic 

Headache 

Headache 
Associated with 
Hypertension 

Headache 
with Organic 
Basis 

Total 

Controls 

withoui 

Hexdache 


45 

8 

8 

3 

3 

3 

10 

80 

to 


16-60 

24-36 

20-32 

28-59 

30-45 

49-57 

24-37 




2 months- tO vrs 

2- 10 years 

1 monih-t year 

1-6 years 

1-2 years 

1-2 years 

3 monitw-t year 




26 

5 

2 

i 

i 

I 

3 




II 

3 

6 

2 

2 

2 

3 



.. 

8 






4 




8 

5 

2 

l 


1 

2 





12 

3 


2 

1 


4 




14 

7 

4 










!9 

8 





2 




16 










29 










10 


8 


2 

2 





12 









i njsai mucous membrane 

16 







1 


2 

5 




2 






attend! blood pi assure ; (3) the pressure of the cerebrospinal 
tli ltd , and (4) the degree of pulsation m the temporal artery. 

Increase in the intracranial pressure reduces the pain in 
histamine headache by providing counter-pressure to the 
dilated arteries, signifying that the dilatation of these 
arteries pla>s a part in the production of this" type of 
hi ulaclie In migraine, however, this procedure has no 
ii’fluente on the headache, a fact which implies that 
dilatttion ot the extracerebral arteries is the basis of 
the condition 

Horton noted that repeated administration of the same 
dose ol hot mime could ptoduce a progressively diminishing 
tiead tehe . that is to say, the tolerance of the patient for 
histamine had increased These observations led him to 
trv de'-ensitization The term “ desensitization ” is used 
here tn its widest sense The desensitization is non- 
specific because specific hypersensitivity is not the 
aetiological tactor and there are symptoms of neither 
h\persenstti\ilv nor of allergy. But the favourable effect 
ot a long com sc ot small doses demonstrates that the 
thei apeutic ctlect is in the nature of a desensitization. 

It is u-ccpicd that, although differing greatly from 
idteiuhiu md the choline derivatives in nature and 
oiizin his> mime will probably take its place with them 
miotig the most important hormones in animal life. Dale 
md de Hough have explained the role of histamine in 
s a pi II j i \ vasodilatation and the regulation of blood pres- 
sme 1 .iter. in 1947, Emmelin and Feldberg observed that 
hist 'mine was a physiological antagonist of adrenaline. 
So iar as we know, histamine is a breakdown product of 
’issue proteins, which produce an acid of which histamine 
t/i-iminazolvlethylamine) is the amine. The release of this 
amine occurs in shock due to anaphylaxis, trauma, and 
other causes The liberation of histamine may be local. 

\n interesting question confronts ust) Why should a 
svmmelncal system respond with pain which is asymmetri- 
cal . unilateral, and localized ? It must be presumed that 
some unknown mechanism makes this possible. The resist- 
ance ol the arteries to histamine may become less in a 
circumscribed region and the diiatant effect produced at 
this point, or some arterial lesion in tnis area may bring 
about a local liberation of histamine. 

Treatment 

In the neurological department of the Szent Istvan 
Hospital, under Professor Lehoczky. I have treated 90 
patients with histamine. They had headache of long 
duration — between two months and 30 years— which was 
resistant to all treatment and made them incapable of any 
■' or s 1 have followed up the cases for six months, either 
b'- personal contact or by correspondence. 


I first gave each patient a test dose of 0.3 mg. of hist- 
amine subcutaneously. The local reaction appeared in 
' the form of a red urticarial weal with a surrounding 
areola of vasodilatation. After several seconds flushing 
of the face, neck, and chest, and tachycardia occurred ; 
a few minutes later a localized headache began in the 
usual site. This reaction could be reproduced exactly in 
all cases of histamine headache. In atypical cases a 
stronger dose of histamine was necessary to produce the 
same reaction. In ten control cases not suffering from 
headache the injection caused a feeble reaction or no 
response at all, in two cases resulting in only „ mild 
headache, which disappeared in a few minutes. 

The symptoms generally continued for from ten minutes 
to three or four hours. The next day I began desensitiza- 
tion with an injection of 0.1 mg of histamine sub- 
cutaneously, and continued the treatment on the following 
day according to the reaction to the preceding dose. If 
the headache, tachycardia, and rise in b2ood pressure were 
too severe I reduced the dose. Tolerance increased after 
the first three or four injections, and I therefore progres- 
sively increased the daily dose to 0.2 mg. There are 
recorded in the literature intraderma! and intravenous treat- 
ments with various solutions of histamine in extremely high 
dosage for periods of two to three months, but with my 
method I obtained the same results in less time (Table 1). 

Case Reports 

The following cases illustrate the course of treatment. 

Case /. — A woman aged 48, suffering from headache for- 
thirty years, which was always confined to the frontal region oh 
the right side. She had had several courses of treatment with- 
out result. After x-ray examination the headache was attri- 
buted to osteitis of the frontal bone. The patient came to me 
in a state of depression and was unable to work because of the 
very severe headache. After the first four injections the head- 
ache ceased. She received ten further injections. Five months 
after the treatment was finished the headache had not returned. 

Case 2. — A woman of 24, suffering for six years from head- 
ache which was becoming more and more severe. It was - 
always situated in the right temporal region and on the crown. 
She had to get up five or six times during the night because of 
the headache. The attacks often occurred during the daytime, 
and were accompanied by nasal obstruction and watering of the 
eyes. At the site of the subcutaneous injection there was a 
local reaction. One or two minutes afterwards she experienced 
a headache corresponding exactly to her spontaneous attacks. 
After ten injections she could leave hospital. She has since 
informed me that she no longer suffers from headache. 

Case 3.— A woman aged 49 had had headache since the birth 
of her son, who is now 28. This was not precisely the type of 
headache associated with histamine. The pain was stationary 
and made her incapable of work. She tried several treatments 
in vain and was driven to ideas of suicide After the first five 
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injections she had no more headache. She received one injection 
a day during the next two weeks, and her previous complaints 
—loss of appetite, depression, fatigue and vertigo — all dis- 
appeared. She now does hard work on the land in extreme heat 
She receives one inj'ection a week and is free of symptoms. 

Case 4 . — A man aged 59 suffered for six years from head- 
ache in the frontal and occipital regions. The attacks began 
when he had finished his hard mental work and left for his 
week-end rest. This is headache of the relaxation" type, 
such a^is experienced by a priest on a Monday and by students 
after an examination. Haemoconcentration reduces the volume 
of blood, and the relaxed arterial walls are not able to resist 
the dilatant effect of histamine. After seven injections the 
patient was free of symptoms for six weeks He was taking 
small doses of ergotamine tartrate during this period. The 
headaches then recurred, but twenty further injections com- 
pletely cured him. 

Comment 

I have never observed any severe side-effects. The injec- 
tion of histamine influences the blood pressure and the 
pulse for only a few minutes. I have therefore used this 
therapy in heart disease, hypertension, and hypotension. 
Palpitations occurred in the first days of treatment, but 
diminished during the course at desensitization. Several 
patients experienced a metallic or acid taste tn the mouth 
shortly after injection, one patient had diarrhoea which 
lasted a week, and vomiting occurred after the first two 
injections administered to a patient with hyperchlorhydria. 
But, despite these disagreeable secondary effects, I have on 
more than one occasion heard the patient say, " I am a 
new man.” 

The important point of this therapy is that the patient 
is completely relieved of his pain at the end of treatment 
and requires no other remedies I have reached the con- 
clusion that treatment by histamine is worth while in all 
cases of frequent headaches of long duration. 

Summary 

The clinical features and possible pathogenesis of headache 
'due io histamine are discussed. A course of treatment by 
injections of histamine is described. Details are given of four 
Patients so treated. 
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Unusual Case of Coronary Thrombosis 

-There is both clinical and pathological evidence that 
thrombosis occurs at the site of a previous sclerotic or 
atheromatous area in a coronary vessel. The event that 
initiates the thrombosis is, however, very variable, and in 
many instances may not be apparent. The following case 
is interesting in view of the dramatic nature of the 
immediate cause of the infarction. 

Case Report 

A man aged 49 was seen at Professor Robert Platt's out- 
patient clinic and gave the following history. He had known 
for some years that he was abnormally sensitive to a wasp- 
siinc, as he had previously developed severe generalized angio- 
neurotic oedema immediately following a sting. Some months 
ago he had again been stung on the ankle and within ten 
- minutes felt extremely ill, vomited, and had a sudden attack 
of diarrhoea. He perspired profusely and had agonizing 
precordial pain, as though there were a tight band around the 
chest. Simultaneously he developed severe angioneurotic 
oedema of the face and had a rigor. The next day the 
symptoms had subsided except for the precordial pain, which 
lasted for a further two days before disappearing : there was 
some fever at this time and he complained of shortness of 
breath. Seven weeks later he had no complaints except slight 


residual dyspnoea. Physical examination revealed no abnor- 
malities ; the blood pressure was within normal limits. 

A clinical diagnosis of myocardial infarction was made. 
This was confirmed by electrocardiography, which showed 
sharp inversion of the T waves in the limb Lead I and in the 
unipolar precordial Leads V4 and V6, the changes being typical 
of anterior myocardial infarction. 


Comment 


■This would seem to be a case of coronary thrombosis 
which was precipitated by a severe immediate allergic 
reaction following a wasp-sting. Numerous cases have 
been reported previously in which thrombosis, followed 
conditions causing shock, and sudden fall of blood pressure. 
Betas (1942), in a review of immediate causes of cardiac 
infarction, mentions non-penetrating chest injuries, effort, 
emotion, allergy, cold, infectious disease, operation, and 
haemorrhage. Among cases classed as due to allergy, one 
occurred during serum sickness a week after an injection 
of tetanus antitoxin ; one occurred six hours after an intra- 
venous injection of typhoid vaccine ; and another developed 
symptoms of coronary insufficiency after prophylactic 
ppllen injections for hay-fever. Lockhart (1939) reports 
ancMvw ui tutuudt'j •iVnt/rri’otisvs, ■ptOTtd -at iwarepsy. 
which occurred three hours after an intravenous injection 
of typhoid vaccine, death taking place one hour later. 

Although no records are available of blood-pressure 
readings during the acute phase of the illness, it is well 
known that a severe anaphylactic reaction may cause a 
sudden fall in arterial blood pressure. Such a fall in blood 
pressure may have precipitated infarction in the case 


reported. 


M. D. Milne, M.B., M R.C.P., 

Chief Assistant, Medical Professorial 
Unit, Royal Infirmary, Manchester. 
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A Case of Curling’s Ulcer 

in 1842 Thomas Curling described an acute ulcer in the 
second part of the duodenum as a complication of extensive 
cutaneous bums or scalds. He stated that the ulcer was 
situated opposite the ampulla of Vater, and described it as 
small, clean-cut, and deep. Following this description cases 
of this condition were reported from many places in Britain, 
on the Continent, and in America. It was suggested mat 
toxins were excreted in the bile, apparently on the supposi- 
tion that the bile is secreted with such force as to impinge 
on the opposite wall of the duodenum and ignoring the fact 
that it is secreted only when food is in the duodenum A 
more reasonable hypothesis is an infected embolus from the 
burnt area, though why infarction should always occur in 
the same area is not explained. 

More recently cases have only rarely been reported. 
Some textbooks continue to give an adequate description 
of the condition, others make no mention of it. while some 
cast a varying degree of doubt over its very existence. Ross 
(J925), for example, states that “ its occurrence is practically 
unknown and grave doubt has been cast on the statement ” 
(uf the occurrence of this complication of bums). The fol- 
lowing case is reported to show that such an ulcer does 
occur, and that it is a complication of burns. It may be 
objected that the scalds were neither very extensive nor very 
severe, but an ulcer due to any other cause at the age of 
6 years and in the second part of the duodenum is more 
improbable 

Case Report 

On Aug. 26, 1947, a Chinese boy aged 6 years was admitted 
to the District Hospital, Ipoh, with second-degree scalds from 
hot water on the lower part of the back of the trunk, the 
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perineum, and the thighs. There was a moderate degree of 
shock on admission. His general condition improved with 
suitable measures, and the scalds were cleansed and then,dressed 
with sulphanilamide cream, and sulphanilamide tablets were 
given by mouth. During the next three days he had a tempera- 
ture ranging between 99° and 100° F. (37.2° and 37.8° "C.) 
and a pulse rate which on the evening of Aug. 27 suddenly 
rose from 90 per minute to 140. There was no vomiting or 
tenderness in the abdomen. The bpwels did not move. The 
next day the bowels moved, but no blood was noticed in 'the 
stool. The pulse still remained around 130, and it was noticed 
that the child was a little restless. On Aug. 30, in the fore- 
noon, he suddenly passed a very large amount of dark -coloured 
blood per rectum and a little later vomited a small amount of 
dark-coloured blood. His general condition deteriorated 
rapidly, and in spite of measures to replace fluid loss he died 
the same night. ' 

It is now evident that the haemorrhage must have started 
insidiously on the evening of Aug. 27, approximately 30 hours 
after the injury ; its insidious onset and progress passed 
unnoticed until the occurrence of the large melaena and 
haematemcsis, which only then drew attention to the fact that 
haemorrhage was occurring somewhere high up in the intestinal 
tract, probably in the duodenum. 

At necropsy the intestine was found to be full of blood clot, 
the organs were pale and exsanguinated, and an acute ulcer 
was present in the second part of the duodenum 2.5 cm. 
proximal to the ampulla of Vater on the postero-medial wall. 
The ulcer was circular, about 1.5 cm. in diameter, with shelving 
walls, and extended down to the muscular coat ; in the floor of 
the ulcer a small eroded artery was found from which apparently 
the haemorrhage had come. 

Curling’s ulcer is probably more common than is 
realized ; it is fair to assume that not all the cases diagnosed 
will be reported, and it will be diagnosed only in the event 
of haemorrhage, perforation, or necropsy, -and presumably 
these do not occur in every case. 

Our thanks are due to the Director, Medical Services. 
Federation of Malaya, and the Director, Institute for Medical 
Research, Kuala Lumpur, for permission to publish this case 

rCP ° rt ' • L. W. Jayesuria, L.M.S., 

Medical Officer, District Hospital. Ipoh. 

A. T. H. Marsden, M.D., 

Acting Pathologist, I.M.R. Branch Laboratory, Ipch. 
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A Case of Arteriovenous Aneurysm 

The following case of arteriovenous aneurysm between the 
ascending aorta and the superior vena cava is described 
because of the rarity of this condition. 

Case History 

A Chinese labourer aged 42 wife admitted to the General 
Hospital, Singapore, on Aug. 22. 19117. The history given was- 
that on the previous day at abou 1 7 a.m., while carrying a 
bucket of water, he felt a sudden vain over the front of the 
neck ; this was followed by swelling of the neck, duskiness of 
the face, and difficulty in breathing'. 

He looked very ill and presented a dramatic picture — silting 
up in bed, gasping for breath, hardly able to talk, dusky over 
\nc lace, neck, shoulders, and upper half of the thorax, with 
-ome swelling and induration of the soft tissues over these 
.ireas. A marked continuous thrill was felt immediately above 
.he inner third of the right clavicle. Percussion did not reveal 
any enlargement of the heart. The sounds were rapid and 
regular, with accentuation of the second aortic. A continuous 
ioud machinery murmur with systolic accentuation was heard 
1 * L’ ' and all oyer the chest anteriorly ; it was loudest 

c. -c area of the thrill in the right supraclavicular region, 
murmur ^appeared when Arm digital pressure Was applied 


ft: 


; S 

l. 


>nv 

t\ " ,.*;•&&! H/a 1 


! - - ■ * iE../ ; *av.-: 


over the area of the thrill. The blood pressure on the right 
side was 130/70, on the left side' 126/70. Examination of the 
lungs showed some diminution of breath sounds over the right 
side. The inguinal lymph nodes were enlarged. There were 
no genital scars. No abnormality was discovered in the 
abdomen or the nervous system. 

A diagnosis of arteriovenous aneurysm between the aorta 
and superior vena cava was made. Death ensued after three 
hours. As he was 
dying the _ dusky 
appearance of his 
face faded away. 

Necropsy . — T h e 
heart was normal 
in size, with post- 
mortem clots in all 
the chambers. The 
muscle was reddish 
brown in colour and 
firm. The valves 
were normal and 
competent. Pearly- 
white linear scars of 
syphilis were present 
at the root of the 
aorta and along the 
arch. At the junc- 
tion of the ascend- 
ing and transverse 
portions of the arch 
was an aneurysmal 
dilatation, the sac of 
which measured 8 
cm. in diameter, with 
an inlet 4 cm. in 
diameter (Fig. 1): it 
was adherent to the 
upper lobe of the 
right lung. The sac 
had ruptured into 
the upper portion of 
l h e superior vena 
cava (Fig. 2). AM 
the large, veins of the 
neck were greatly di- 
lated. Other organs 
showed congestion. 
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Pw. 1.— A, 


Aneurysmal sac. 
ventricle. 


Comment 
■ This is a typical 
case of spontane- 
ous arteriovenous 
aneurysm within 
the thorax. The 
perforation 
occurred suddenly 
during exertion 
and was followed 
soon after by evi- 
dence of obstruc- 
tion of the superior 
vena cava. The 
thrill and murmur 
were characteristic 
of an arteriovenous 
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Fio. 2.— -A, Opening into superior vena 
cava. B, Aneurysmal sac. C, Right 
auricle. 


communication. The heart showed no evidence of enlarge- 
ment, as the aneurysm did not involve the, aortic ring. The 
aetiological factor was syphilis. Out of the 23,00t 
necropsies performed during the last twenty years in the 
Department of Pathology, Singapore, this is the first case 
of a thoracic arteriovenous aneurysm. 

1 am indebted to Dr. T. Balasinghum for the necropsy report. 

F. J. Oanahaj, L.M.S 
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THE NATIONAL HEALTH SERVICE 

The National Health Seruce By Charles Hill, M-A , MD, 
DPH, and John Woodcock (Pp 432 16s) London 

Christopher Johnson 1949 

fhts is a most welcome and opportune book which could have 
teen produced only by people thoroughly immersed in all the 
romplexilies inherent in the new national service It is no 
nere catalogue of references to clauses in the Act and regula- 
ions In many instances the authors discuss objectively the 
mentions of the regulation under discussion, when these are 
tot too clear, and the way m which the regulation is likely 
o work They have also done their best under great difficul- 
:ies, to bring the book right up to date In the last two 
ihapters they discuss the Amending Bill (now on its way 
hrough Parliament) and give the latest proposals of the 
Minister on how he intends to apply the findings of the Special- 
sts' Spens Committee There are many valuable appendices 
irovtdmg full particulars of the various boards, councils, and 
mmmittees which are responsible for making the system work 
I think the best test of a book of this kind is whether its 
index is full and intelligible I have subjected tt to many 
Inals, from which it has emerged with credit To give just one 
txample, I have never been clear who is responsible for choos- 
ing the doctor for the children of a family The index referred 
me to page 33, where I found that this duty devolves on the 
mother if the children are under 16 
In spite of the speed at which much of the book has neces- 
sarily been written there are no signs of haste m its production 
It is a handsome volume, well bound, and the type is excellent 
All concerned with it can be heartily congratulated It is, 
indeed, as described on the cover, “a book which no one 
working in this vast field, whether as doctor or layman, can 
afford to be without." To these I would add people like me 
who are interested observers I prophesy many future editions 
of “ Hill and Woodcock ” A Cox 

RESPIRATORY FUNCTION TESTS 

L'Esploration de la Function Respiraloire By Jacques Amaud, 
Pierre Tulou, and Robert Mdngot Preface by E Risl (Pp 3 IS 
54 figures 425 francs ) Pans Masson et Cie 1947 
The authors first review the physiology of respiration and 
accepted tests of respiratory function, including broncho- 
spirometry, and then describe a method of investigation of the 
function of the two lungs separately which they use as an aid 
m the selection of cases for collapse therapy in pulmonary 
tuberculosis The 200 pages dealing with the review of physio- 
logy and accepted procedures present nothing new and are 
somewhat pedestrian 

The account of their own method is, however, of considerable 
interest The technique consists of the occlusion of the two 
mam bronchi m turn by an inflatable balloon on the end of a 
narrow catheter They introduce the catheter under local anaes- 
thesia through the nose, pass it blindly, if possible, through the 
larynx, and place Ibc balloon in the selected mam bronchus 
under fluoroscopic control The patient is then placed on a 
vouch, the anterior nares are occluded, and respirations are 
recorded with an ordinary Benedict-Roth recording spirometer 
A first tracing is taken giving the tidal air, the vital capacity, 
and the oxygen-consumption for both lungs together The 
balloon is then inflated to occlude one main bronchus, and 
the tidal air and vital capacity of the opposite lung are recorded 
The authors found that in subjects whose lungs were not grossly 
abnormal the sum of the vital capacities of the two lungs taken 
separately m this way did not differ greatly from the total 
vital capacity They usually included in their test a period of 
exercise with flic legSj In patients whose pulmonary, function 
was grossly impaired and in whom the worse lung was being 
examined extreme respiratory distress and asphyxia on inflating 
the balloon brought the lest to an immediate conclusion. In 
eases with less severe diminution of function of the lung under 
examination respiration proved possible at rest, but with the 
added oxygen requirement of exercise the bronchial occlusion 
had to be terminated In cases where dysfunction was less 


severe the authors assessed the relative functions of the two 
lungs by their vital capacities They claim that the investiga- 
tion is technically simpler than bronchospirometry, though they 
admit that bronchospirometry makes possible a measurement 
of the relative oxygen uptake and carbon dioxide output of the 
two lungs which cannot be done by their method They claim, 
moreover, that in the proper selection of cases of pulmonary 
tuberculosis for surgical treatment, unilateral bronchial occlu- 
sion mimics a state of affairs which may occur transitorily 
after a thoracoplasty — namely, complete loss of function of the 
lung on the side operated upon — ana that this consideration 
enhances the practical value of their test Their investigations 
of patients who have received collapse therapy confirm the 
bronchospirometnc finding that a pneumothorax which has 
been complicated by pleural effusion and subsequent pleural 
thickening results m extremely severe diminution of pulmonary 
function, usually more than that produced by a selective apical 
thoracoplasty 

This account of the author’s own work will be of interest to 
all who are concerned with methods of investigating the func- 
tion of the two lungs separately j q Scaoding 

TEACHING HEALTH 

Health Teaching in Schools By Ruth E Grout, M P H , Ph D 
(Pp 320 £1 ) Philadelphia and London W B Saunders 

Company 1948 

Positive health is the modern slogan This means that people 
must know how to keep well before they contract disease 
Obviously such knowledge cannot be acquired too young so 
health must be taught m the schools In the ‘ classical ” school- 
subjects teachers know how and when to impart knowledge, 
having regard to the understanding and learning capacity of the 
children under their charge, but it is doubtful if many know 
how to do this in respect of health Too often knowledge 
is imparted too early or too late In this book the teacher 
will find first the general principles of wbat should be taught 
and then how and when the material should be transmuted 
to the children at various ages Several illustrative aids which 
may be used are de scribed, and various agencies outside the 
school whose work can illustrate and reinforce the instruction 
are listed On the whole the presentation is well balanced 
sex being dealt with in its appropnate place, though it may be 
argued that more might be done in training a healthy mind as 
well as a healthy body It is true that certain social and 
individual adjustments are referred to. but children are capable 
of absorbing more than this 

Many people in this country may find this book too 
American, both in presentation and in matter but there is too 
htlie literature on this subject lo allow the teacher who i* reallv 
anxious to shoulder his responsibilities lo neglect the presen. 
volume, which is well set out, methodical, and not too long 

R G Gordon 

CLINICAL CHEMISTRY 

Clinical Chemistry in Practical Medicine By C P S ewart, 

M 5c(Dunhelm), PhD(Edro), and D M Dunlop, MD, 
FRCP Third edition (Pp 324 17s 6d ) Edinburgh 

E and S Livingstone 1S49 

The appearance of the third edition of this book since 193! 
indicates its value to those interested in medical biochemistry 
II provides a readable account of the principles underlying die 
biochemical tests in common use and a useful guide to the r 
interpretation. The section on renal function lesls is pariicu 
larly well done, ibose on basal metabolic rale carbohydrate 
metabolism, gastr.c and hepatic funcuon tests, and other lnvesti- 
ga ions follow conventional line, to give an adequate though 
brief account of these subjects The chapter labelled “ Mis- 
cellaneous” is perhaps too short to be of real value, it dis- 
mis-ea acid and alkaline phosphatases in one page and vitamin 
and nutritional deficiencies in five pages A few omiss on* were 
noted, such as the insul n test meal The preference for “ Van 
den Bergh units” rather than mg. b hrubm per 100 ml of 
serum is to be regretted, and the authors do not make dear 
lfceir opinion as lo the significance of lactic acid in gastric 
contents The appendix on technical methods is a! o somewhat 
- brief, at all events from the laboratory workers point of view 
A minor drawback to the book is ihe complete absence of 
references, an undesirable limitation in a graving subject of 



1126 June 25, 1949 


REVIEWS 


Bumjii 

Mtoical Journal 


this type. In fairness to the authors it should be noted that 
the work is intended for “ the practitioner, house-physician, and 
senior student,” but even those persons might occasionally fee! 
the need to refer to a larger volume or to original papers on 
some special subject. It is suggested that this point might be 
considered in future editions. jq. p_ maclagan. 

SLIT-LAMP MICROSCOPY 

Ocular Signs in Slit-lamp Microscopy. By James Hamilton 
Dogcart, M.A., M.D., F.R.C.S. (Pp. 112; 93 illustrations,' of 
which 85 are in colour. 21s.) London : Henry Kimpton. 1949. 

English ophthalmic literature has need of a small compact 
survey of the practical essentials of the slit-lamp biomicfoscopy 
of the eye. The early works of Harrison Butler and the English 
translation of Roby's work are quite out of date and now out 
of print. For the advanced worker larger treatises are avail- 
able. although none has originated in this country : tile five- 
volumcd Allas of the French Ophthalmological Society pub- 
lished before the war is admirable, Berliner's tvvo-volumed 
Atlas (New York) is good, and Vogt’s monumental work (three 
volumes) is superb. But the junior postgraduate student has 
had no guide within his compass until the book under review 
appeared. The subject-matter includes all the essential 
techniques and the appearances of the normal, deformed and 
diseased eye. It is simply expressed in very readable form, 
not over-laden with detail, and comprehensively and beautifully 
illustrated with many original pictures ; it contains a useful 
bibliography. The publishers have done their job well. 

Stewart Duke-Elder. 

OBSTETRICS FOR MIDWIVES 

A Textbook for Midwives. By Wilfred Shaw, M.D., F.R.C.S., 
l-.R.C.O.G. (Pp. 689; 223 illustrations. 12s. 6d.) London: 

J. and A. Churchill, Ltd. 1948. 

Wilfred Shaw has already set a high standard as a writer of 
textbooks and his reputation will certainly be enhanced by this 
new book for midwives. It is clear that in preparing the work 
he has had in mind what he himself calls “ the serious student,” 
and particularly the nurse who is preparing herself for the 
Teachers’ Diploma. Realizing, however, that the nurse may 
be deficient in her knowledge of basic sciences, he has included 
sections on certain aspects of physiology, chemistry, and 
physics ; he discusses, for example, osmotic pressure, dialysis, 
crystalloids and colloids, adsorption, and the mechanisms of 
cell division. He has thoughtfully added a glossary of the 
more difficult technical terms used throughout the book. 

In the main subject-matter there is little to criticize and much 
to praise. The teaching is similar to that presented in the 
author’s well-known textbook on obstetrics for medical 
students, though he has necessarily modified certain aspects to 
make it suitable from the point of view of the midwife. As 
with Shaw's other textbooks, this one contains numerous and 
carefully chosen illustrations, many of which are reproductions 
or redrawings of the illustrations in standard German textbooks. 

The concluding chapters take the form of short sections on 
cancer of the uterus and breast ; definitions and statistics ; a 
short history of the development of midwifery ; the Central 
Midwives’ Board and the local supervising authority; the 
midwife-doctor relationship and the future of midwifery. 

This book can be thoroughly recommended to the more 
advanced midwife. The style of writing- is simple and clear 
and a full explanation is given — when explanation is possible, 
— of the win s and wherefores' of obstetric practice. 

I. Chassar Mom. 


'line Ions in Ear, Nose, and Throat Work, by A. R. Friel, M.D., 
F.R.C.S.I. (pp. 60; 41 illustrations; 5s. 6d.; Bristol: John Wright 
•inJ Soru. 19481, is a smalt book that sets out in detail the methods 
of performing zir.e ionization as a curative treatment of chronic 
n:;dd;c-.-.ir suppuration, hay fever, avthma, and vasomotor rhinitis, 
la a preliminary chapter the author recites the history of die origin 
vt thiv treatment, instituted by Dr, Lcduc, and with the help of 
t tjr clear illustrations explains the electrical principles involved, 
electro’.vsts i, aNo advocated for destruction, of tksucS, includ- 
u\: Nr; and aura! jvivpi. The value of the thesis would be 
enhanced if it included recalls of the therapy. The dear illustrations 
* — vf great .tcip tt> these who intend to use this treatment. 
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A POPULATION POLICY 

There are few more complex problems than the future 
of the population of this country, and it is hardly a matter 
for surprise that in taking stock of it the Royal Commission 
on Population has spent five years and rather more than 
£200,000 — a very great part of which sum was the cost of 
special statistical surveys. The task of the Commission 
was “ to examine the facts relating to the present popula- 
tion trends in Great Britain, to investigate the causes of 
these trends and to consider their probable consequences ; 
to consider' what measures, if any, should be taken in the 
national interest to influence the future trend of population ; 
and to make recommendations." In its work it has been 
assisted by three scientific committees: statistics, presided 
over by Sir Alexander Carr-Saunders ; economics, presided 
over by Sir Hubert Henderson (the Chairman of the Com- 
mission after the resignation of Lord Simon ) ; and biologi- 
cal and 'medical, presided over by Professor A. W. M. 
Ellis. The many reports and papers that these committees 
have submitted to the Commission will themselves soon be 
published in a series of volumes, including the results of 
the sample family census taken in 1946. The Report of the 
Commission itself, 1 published this week, surveys these 
detailed studies from a broader standpoint, summarizing 
them in simple form or quoting the results it needs in the 
development of its arguments. It has thus produced a 
•readable as well as a highly important document. 

Historically we know little of the population of Great 
Britain before the eighteenth century, though there can be 
little doubt that it grew very slowly. The seven million 
estimated, with reasonable reliability, to be the total 
number in 1700, had increased to 10) million at the first 
census in 1801 and to 37 million a hundred years later 
(with close upon 50 million to-day). Such a rapid rate of 
growth had inevitably to come to an end, either through 
the Malthusian checks of famine and disease or by some 
other means. Already one of the most densely populated 
countries of the world, with some 600 persons to the square 
mile, we should have been faced with disaster by a con- 
tinuation on any such scale. As everyone knows, the cor- 
recting factor came with the fall in fertility that began 
about 1870. Taking the two ends of the time scale, the 
special questions included at the census of 1911 show that 
married women born in 1840-60 produced, on the average, 
a family of five to six children ; for women married in 
1925-9 the family census of 1946 gives only a fraction 
over two children for their completed families. Of the 
Victorian group 20% had families of two or less, 33% 
had families of eight or more ; the corresponding figures 
for women married in 1925 are 67% with no, one, or two 
children, 2.3% with eight or more. That phenomenon, 
coupled with greatly reduced rates of mortality at nearly 

1 Rcpur* ofRojj! Conimi'Mon on PopJ-Hioti. If.M.S.O- CmJ, 7f>95 p. 259. 


every age, is the salient fact in the modern history of our 
population. 

It has been argued by some that unnatural and unhealthy 
ways of living have reduced our reproductive capacity, 
though the improvement in standards of health to-day might 
well be expected to have quite the reverse effect. How- 
ever that may be, the Commission accepts the views of 
its medical committee that no physiological or biological 
factor would prevent married couples having larger families 
to-day if they wished. They do not wish ; or, in other 
words, deliberate birth control is the significant feature, 
and from this adjustment to modern life it is neither likely 
nor desirable that there should be any return. There has 
been, however, during the course of. the Commission's 
work, a particularly interesting check to the fall in the 
number of births, and, indeed, in the later years of the 
war and in the post-war years a very large increase. Some 
decline in these larger numbers has, however, been apparent 
recently, and it is likely that the increase is a temporary 
feature due to younger marriage and also to the fact that 
the average size of family has, at least for the time being, 
ceased to decline. For the past twenty years it has been 
comparatively stable at 2.2 children, and there is some evi- 
dence that the very small family is no longer as fashionable 
as it was in the early 1920‘s. This present number, however, 
is calculated to be about 6% below what is needed for the 
replacement of the population (a much less pessimistic figure 
than that based in pre-war years upon net reproduction 
rates). ’ * 

What then of the future ? We now enter to some extent 
upon the realm of uncertainty ; but it is well to realize that 
it is only to some extent, that apart from immigration the 
stage is in some respects already set. Thus inexorably from 
the present age distribution of the population it follows 
that, immigration apart, the number of young adults (15-39) 
must fall over the next fifteen years: in 1947, of every 
’100 persons 28 were aged 0-19 and 30 aged 20-39 ; and 
clearly 28 cannot fully replace 30. At the same time the 
number of old people (over 65) must grow steadily for the 
next thirty years even if no appreciable fall in mortality 
takes place, which with the present advances in medical 
knowledge is clearly most unlikely. In 1891, 7% of the 
population were of ages 60 and above ; in 1947 it was 15%. 
The final group upon which we can speak with some 
certainty is the population of working age, which will 
remain at about its present absolute size for at least me 
next thirty years though it will come to form a smaller 
proportion of the total. If we turn to the unknown, there 
is a possibility, as already suggested, that the one-child or 
two-children families may become less common. On 
the other hand, in completed families of to-day one 
in five have four or more children, so there is room for 
further shrinkage here. If, however, average family size 
remains as in the period of stability in the early 1930’s, 
the population will reach a maximum in about 1977 and 
thereafter begin a slow decline. If. on the other hand, 
there is a further reduction in family size — and not neces- 
sarily a very large one — then the decline of annual births 
will become rapid, and well before the end of the present 
century the numbers of children and young adults will ce 
falling rapidly. 
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but the reason why it could not happen illuminates the 
difference between the brain and a machine. Jefferson 
points out the inadequacy of words to express many of 
our experiences, especially our feelings. But these are the 
very stuff of which poetry is made. The poet, unlike the 
abstract thinker, uses words not for their definitive but for 
their associative power, to create in his hearer by means 
of images, ideas, and even rhythms the feelings he has 
himself experienced. He succeeds in so tar us he thus 
expresses the inexpressible. But what evidence is there 
that feelings can be identified, not merely correlated, with 
electrical rhythms which could be induced in a machine 7 

There is an undeniable danger in the facile acceptance 
of materialism', for the materialist finds values and ethics 
an insoluble problem. If the mind is ultimately mechani- 
cal, what is the source of its standards of right and wrong 7 
These can be only the result of individual and social con- 
ditioning and can have no more than personal validity. 
Individuals differ, States conflict with one another, and it 
is useless to appeal to the evolutionary process. That 
knows neither higher nor lower : it has produced the tape- 
worm as well as man, and issued impartially to each its 
approval-certificate of survival. If man prefers complexity 
and richness of experience, this is just human prejudice : 
the tapeworm is all for the simple life and adaptation to 
environment. It is illuminating to see how a machine may 
be expected to deal with an ethical problem. An elec- 
trical calculating machine can perform in a few hours a 
calculation which would take a mathematician many 
months. How, then, are the machine's results to be 
checked ? Wiener, to whose book Cybernetics Jefferson 
alludes, explains that this is done by setting three machines 
die same problem and, if they do not all agree on the 
answer, accepting the verdict of the majority. Inevitably in 
the world of machines ethics is decided by the majority. 
This generation, at least, knows where that doctrine leads 
— to tyranny, the concentration camp, the gas chamber, and 
the cremation oven. 

Whitehead, in Science and the Modern World , has 
pointed out that science arose in opposition to current 
mediaeval ideas, which were rationalistic. Science, with 
its emphasis on brute fact, “ has remained predominantly 
an anti-rationalistic movement based upon a naive faith.” 
The danger of rationalism lies in its systematizing ten- 
dency, which tidies up the loose ends of thought. But the 
main facts of a science may be equally consistent with 
several theories : it is often the details that are decisive. 

• t was a few minute discrepancies between the Newtonian 
tlieoiy and certain astronomical observations that led to 
its supersession by the theory of relativity. Theorizing 
about the body-nund relationship is premature. Many 
years of work lie ahead before the decisive details will be 
uncovered. This work needs to be done in the spirit of 
science and not of rationalism. When we think about the 
mind it is with the mind that we do this, and the mind 
must surely be greater than its own ideas about itself. If 
we fail to recognize this, we may suffer the fate of the 
inhabitants of Butler’s Erewhon and be enslaved by 
machines, not. however, because of their intrinsic force 
but because, like Narcissus, we have fallen into the power 
ot our own reflection. 


the most satisfactory of the many methods devised lor 
prolonging the action of penicillin with the object of 
reducing the discomfort of multiple injections. The dis- 
advantages of the oil and wax preparation described b) 
Romansky and Rittman 1 in 19-1-1 have now been overconn 
by the discovery by Salivar, Hedger, and Brown- of ar 
insoluble salt of procaine and penicillin which is slovvlj 
absorbed from the site of injection. Recent papers appear 
ing in this country confirm” the favourable results oblainei 
by workers in the U.S.A. Trials in adults of procaini 
penicillin suspended in arachis oil (300,000 units per milli- 
litre). reported by Jones and Shooter 3 and Young, Andrews 
and Montgomery, 1 have shown that in over half the case; 
therapeutic blood-penicillin levels wore present 24 hour; 
after a single injection of 300,000 units. When the oily 
suspension of procaine penicillin is combined with 
aluminium stearate, absorpjion is further prolonged, and 
24 hours after a dose of 300.000 units the blood penicillin 
is still at a therapeutic level.* 

'Hie value of these preparations in paediatric practice is 
due not only to their prolonged action but also to the 
complete absence of pain on injection. Experience of their 
use at the Sheffield Children's Hospital has confirmed the 
results obtained in adults. Using the oily suspension ot 
procaine penicillin in doses graded according to age, 
Emery, Stewart, and Stone, whose report was published 
in the Journal of May 14 (p. 845), found that blood levels 
were too variable for reliance to, be placed on once-daily 
injections — only 29 out of 50 cases having a blood-penicillin 
level of 0.03 units per ml. or over after 24 hours. Wilson, 
Farquhar, and Lewis' obtained similar results in older 
children, but found that .blood levels were higher in infants 
up to 15 days old. 

Elsewhere in this issue Drs. J. L. Emery and L. M. Rose, 
Miss S. M. Stewart, and Professor E. 1. Wayne report on 
the use in children of procaine penicillin in oil combined 
with aluminium stearate. They used a preparation in which 
over 95% of the particles were below 5 /x in diameter. 
Sixty-six children were given intramuscular injections in 
doses graded according to age: those under 1 year were 
given either 75,000 or 150,000 units, children aged 1 to 4 
received 150,000 units, while older children were given the 
full adult dose of 300,000 units. All except one had blood- 
penicillin levels of 0.06 units per ml. or over at 24 and 48 
hours. In eleven children daily injections maintained a high 
continuous level in the blood. Undesirable reactions were 
absent. These authors conclude that procaine penicillin 
in oil with aluminium stearate is a suitable preparation for 
once-daily injection. Owing to slow absorption it might 
be expected that the blood penicillin would not rise quickly, 
but in many cases surprisingly high initial levels have 
been recorded.' Young, Andrews, and Montgomery, 1 for 
example, state that four hours after an injection of 300,000 
units blood levels as high as 4 units per ml. may be found. 
In order to test the hypothesis that renal excretion of pro- 
caine penicillin was slower than that of sodium penicillin. 
Barnett and his co-workers 0 measured the renal clearance 
rate in infants and children of sodium and procaine penicil- 
lin,, but failed to demonstrate any significant difference. It 
thus appears that die action of these substances is due only 
to delayed absorption, These preliminary reports indicate 
that the addition of procaine penicillin to the preparations 
available is another step forward in penicillin therapy, and 
further reports of its use, especially in those cases needing 
prolong ed treat ment, will be awaited with interest. 

1 Science, 1944, 100. 196. 1 Lancet , UN9.T Sfi3 

-J. Airier, chem. So<\. 19-18. 70. 1287 = Ibid., 1949, 1, 866. 

* Rriti&h Medical Jaw nat 1948,2,033 ' i J\\ilalrlc\ 10 . 1 -} 3 4 1 0 
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PHAEOCHROMOCYTOMA 

Adrenaline-producing tumours of the adrenal medulla, the 
phaeochromocytomata, are a rare but often notable cause 
of hypertension. The literature contains accounts of nearly 
200 patients with such tumours, of whom 64 have been 
operated on with 12 deaths. Mr. T. M. Reid and Dr. R. 
Salm report a further case in this issue of the Journal. The 
commonly described symptoms are those referable to the 
sudden' outpouring of adrenaline into the blood stream in 
response to postural changes, exercise, pressure on the 
abdomen, straining at stool, or emotional disturbances such 
as anger or fear. This release of adrenaline causes a rapid 
rise in blood pressure to very high levels, usually accom- 
panied by severe headache. Other symptoms not unlike 
those associated with functional nervous disorders also com- 
monly occur, such as anxiety, weakness, dizziness, sweating, 
nausea, vomiting, and dilatation of the pupils. These 
attacks are typically of short duration, and when clear cut 
are sufficiently unusual to lead frequently to the right 
diagnosis. B t if attacks are long continued they may result 
in a more persistent hypertension, with renal damage, 
cardio-vascular disturbance, papilloedema, and other retinal 
changes, which way wake the diagnosis from malignant 
hypertension difficult — especially in the small proportion of 
cases in which a history suggesting paroxysmal hyperterfsion 
may be absent. 

Recently several functional tests have been introduced 
which aid considerably the recognition of hypertension due 
to over-production of adrenaline from such a tumour. 
Roth and Kvale 1 have shown that small doses of histamine 
(0.05 mg.) injected intravenously will stimulate a paroxysm 
of hypertension in cases of phaeochromocytoma, with a 
systolic pressure even as high as 300 mm. Hg. But less 
extreme rises'may occur which can be difficult to interpret, 
since histamine-sensitive individuals may react with a 
moderate rise. Believing the histamine test unreliable, 
Guameri and -Evans- suggested the use of “ mccholyl ” 
(acetyl-/?-methylcholine chloride), which they found in one 
case of phaeochromocytoma caused a short, sharp rise in 
blood pressure — the normal response being a slight fall. 
There has as yet been insufficient experience with this test 
Both tests have the definite disadvantage that the results 
of an unduly sharp hypertensive response may be serious. 
For this reason the use of the new anti-adrenaline com- 
pounds will probably be more satisfactory'- Goldenberg, 
Snyder, and Aranow’ have demonstrated that in cases of 
phaeochromocytoma intravenous benzodioxane in doses of 
0.25 mg. per kg. of body weight causes a drop in blood 
pressure lasting about 15 minutes. In one of their cases a 
tumour was removed, and subsequently a fall in blood 
pressure was still found after injection of benzodioxane. 
This was interpreted as evidence of the presence of further 
adrenaline-producing tissue, and at a second operation 
another phaeochromocytoma was removed. 

More recently Spear and Griswold 1 have used a different 
adrenolytic compound, dibenamine, for the same purpose. 
Given by slow intravenous injection in doses. of 7 mg. per 
kg. body weight, this also causes a pronounced fall in blood 
pressure to normal levels. Its action is much more pro- 
longed than that of benzodioxane, and for 24 hours after 
injection it will prevent further spontaneous attacks and will 
also prevent the rise of blood pressure ordinarily provoked 
by histamine. Because of this more prolonged action 
dibenamine is likely to be of great value not only in 
diagnosis but also in the pre-operative preparation of 
patients, for the main causes of the high o perative morta lity 

1 Amer. 1. rntd. Set., 1945. !I0. &S3. 

= Amrr. J. Med., 1948, 4 , 806. 

3 J. Amer. mcd. Ale., 1947, 135. 971. 

‘New End. J. Med.. 1948, 23J. 71s 


are the rapid outpouring of adrenaline during manipulation 
of the tumour and the subsequent shock resulting from 
sudden diminution of the supply of adrenaline after its 
removal. 


BENIGN PROSTATIC HYPERTROPHY 
Study of the aetiology of benign prostatic hypertrophy has 
been hampered by the fact that many of its characteristics 
are peculiar to man ; it occurs in only one other animal — 
the dog — and so far it has been impossible to produce 
hypertrophy experimentally. The common and reasonable 
view is that the hypertrophy results from some endocrine 
disturbance occurring in the fourth or fifth decade of life, 
which is perhaps comparable to the climacteric. In a 
review of the subject Huggins 1 concludes that in the 
dog the process of enlargement — a cystic hyperplasia — is 
governed by two factors — time and testicular secretion. 
In man the lesion is composed of multiple spheroidal 
nodules made up of epithelium, muscle, and fibroblasts. 
Histologically these nodules are benign tumours, an obser- 
vation which is supported by their type of respiration. 2 In 
the mouse, guinea-pig, and monkey -the prostate has two 
separately functioning parts. 3 1 From evidence based on 
embryological research 3 and the response of the prostate 
to oestrogen administration Huggins considers that the 
human prostate has two different functional areas. The 
spheroidal nodules are seen only in the medullary region. 
Since the prostate does not become enlarged in early life, 
presumably the stimulus to enlargement acts over a long 
period. The lesion does not occur in castrates, and it is 
therefore reasonable to suppose that the stimulus is testi- 
cular in origin. In dogs with an established hypertrophy 
castration causes a shrinkage but not complete disappear- 
ance of the lesion. Huggins studied the effects of orchid- 
ectomy in men suffering from benign prostatic hypertrophy 
and noted relief of the obstructive symptoms, with diminu- 
tion in the size of the gland but not disappearance of the 
spheroidal nodules. He also treated a series of cases with 
oestrogen in doses sufficient to cause breast growth. The 
changes produced were those of mild injury to the epithelial 
cells of the acini in the medullary portion of the gland : 
the cortical area was unaffected. These observations serve 
to confirm the importance of androgen in the aetiology of 
benign prostatic hypertrophy. 


AN “ EYE BANK ” ESTABLISHED 
That corneal-graft surgery now has many applications in 
the treatment of blindness due to injury or disease of the 
cornea was the opinion of ophthalmologists from many 
countries who were present at the recent Congress of the 
Ophthalmological Society of the United Kingdom. It was 
indicated that the fashion of the graft is changing and that 
the partial graft is returning to favour. This type of graft 
does not penetrate the entire thickness of the cornea, and 
there is, therefore, no risk of iris adhesion to the corneal 
section, with consequent formation of opacities in the graft. 
Many successful grafts have been performed in this country, 
but surgeons have had to contend with considerable difficul- 
ties. Living grafts are scarce and, like hospital beds, may 
not be available just when they are required. The infre- 
quency of the operations makes it difficult to arrange for 
postgraduate tuition at short notice. 

I BJI. N.r. Acad. Med.. 1947, 13, 696. 

~ Barron, E- S. G.» and Huggins, C-, J. Urol., 1944, 51. 630. 

3 Waller, G-, Bull. John Hopk. Hoxp.. 1910, 21. 182. 

* van Wagcaen. G-, Anat- Rec ., 1936, 66. 41 1. 

1 LouaIcy, O S.. Amrr. J. Araf., 1912. 13. 29*. 
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Donor grafts can now be preserved in oil or vapour in 
an eye bank, and arc suitable for use up to three days 

anfL v m ° V f • fr ° m tlle 1,v,n S or cadaver eye. Some 
authorities claim better results with preserved grafts. As 

he scope of the operation widens the demand for instruc- 
tion in technique from home and overseas increases, and 

nrJi^ U ^ C f SUPP - y ° f donor erarts for ‘raiment and post- 
graduate instruction has become essential. Not long ago 

a letter was published in the Journal (Dec. 4 1948, p. 999) 
trom an Australian doctor who deploicd the absence of 
an eye bank m this country. Now, 1o meet the need, the 
“ Metropolitan Regional Hospital Board has 
u* n ' >| C i* 1 corneo ‘Plastic unit and eye bankv in conjunc- 
tion wth the piastic centie at East Grinstead\ With the 
*"* !° n °[ ophthalmic surgeons in the re\sion, and 

wi r iStanCe fr0m 0thci b0urces . a supply Of dompr grafts 
vi 1 be preserved. This will provide increased on^ortuni- 

and ir ,mW an;l imPr ° Ved ,0 ' 

lim 1 -! 12 ! r ? S ° UrCeS £ ^ IS un ' ( ’ however, will not be entity 
limited to corneal-graft surgery; th^ will also be aVil- 

s P £clai cases which are the Joint problem I\of 
ophthalmologists and plastic surgeons. Such cases inch \,de 
eyere injuries of the lids and orbit, re £ “ 

mtL The s°u f U r, i0nS ° r paralyses of S e.x?ra oS 1 * - 
rh sur81caI treatment of the various forms * if 
ptosis, congenital abnormalities of the lids and ihK' 

a .mil which L d Sp °“” nns ll “-' formation of and ?“> 


PAIN IN PHANTOM LIMBS 

fie' j£r — : I 

age only 4% had minf i !f S 300 pat,cnts of mil pvii 

reported a hiaherinr-m/ pl ? antoms ’ th ough others l h 

of the age and other ^ J han thls > Possibly on \ccc 
were studying h'T ^ ° f patients I 

a. their detailed stu?y Of fhi 1 Smyth C0 ,V'™ udcd fi 

that various enini£ <he sym P tom ‘ ; U'liV phantom lii 
here wasa ^ n T eM may ,.^ A’ur ; in some pati 
mechanical stimulation se f nsatlon ’ 'i^vhich resulted from 
sisted of instant-menu ° neuro . ma /' beta in the stump and c 
referred to the perinher- S | s< T nsa P° n /objs of pins and nee 
' n a minority of cases onl^th^ of l ’ 0n of the divided ner 
distorted attitudes of the phJrj^h'r were complaints of - 
modic movements all n f P . u Is th Itom ’ and involuntary 
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. Many" 
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area s r o°f r th rhl20t ° my ’ ch °rdotci maC ne , uro ™ a « sympathec 
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° This view of the i 
not universally held, 
ft ws be of peripheral origi 
p o\ the pain have been 
mae neuroma, sympathect 
, */io«ny, 2 and even excisio 
n use . a preliminary ,r«port T 
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Ritchie Russell suggested a much simpler procedure than 
these operations ; it has been successful in seven cases, 
several of them of long standing. The method was intro- 
duced for three reasons : first, the observation that in the 
normal limb nerve endings in the skin arc rendered insensi- 
tive by occupations which entail repeated minor traumata ot 
prolonged firm pressure on the skin ; secondly, that conduc- 
tion ip a mixed nerve is easily interrupted by repeated 
pressure without the production of any spontaneous pain : 
and, thirdly, on the assumption that regenerating nerve fibres 
in an amputation stump are likely to be no less vulnerabk- 
to minor trauma or pressure than normal nerves and nerve 
endings. The practical application of this reasoning was to 
percuss the neuromata into a state of “ chronic concussion." 
As this can be a somewhat painful process at the onset, a 
local anaesthetic may be injected into the stump or a 
sphygmomanometer cuff may be applied to the stump and 
inflated to over 200 mm. Hg, which renders the tender scars 
and neuromata less sensitive after two to three minutes. 
Percussion is carried out by gentle hammering with a small 
wooden mallet or mechanical vibrator and continued with 
increasing vigour for about ten minutes. It is advisable 
to use a wooden applicator to transmit the blows of the 
mallet to the neuromata. At first treatment must be repeated 
at least twice a day, but in some cases once daily was 
sufficient ; ns Dr. Ritchie Russell puts it, " The patient soon 
learns to knock away his phantom pain whenever it becomes 
troublesome." 

This is a refreshingly simple method conceived on sound 
physiological principles if the major hypothesis is accepted 
that pain in phantom limbs is of peripheral origin. If the 
method should prove successful in a large number of cases 
it would serve as additional proof for this hypothesis, 
though it would still be difficult to explain the failure in 
some cases of division of sensory nerves and posterior roots 
to relieve the painful phantom. 


VISCOUNT ADDISON 

Viscount Addison attained his SOth birthday on June 19, 
and will have the good wishes of the profession in con- 
tinuing a career that has been fruitful in both medicine 
and politics. He was the first whole-time lecturer in 
anatomy at St. Bartholomew’s Hospital, and later held the 
chair in that subject at University College, Sheffield, 
subsequently serving as examiner for the Universities of 
Cambridge and , London. In 1910 he was elected to 
Parliament as the Labour member for the Hoxton division, 
and soon after the outbreak of the first world war he was 
transferred to the Ministry of Munitions, where he served 
under Mr. Lloyd George, and in 1916 succeeded him as 
Minister. In 1919 Dr. Addison, as he then was, became 
the first Minister of Health when the new Ministry was 
established. The only other medical man to have held 
that office is Mr. Walter Elliot. In 1929 he was returned 
as Labour member for Swindon, and was Minister of 
Agriculture in 1930-1. In 1937 he was raised to the 
peerage — the fifth medical man to be made a peer — and 
when the National Government was dissolved in 1945 he 
received a viscounty. He has been Leader of the Labour 
Party in the House of Lords since 1940. 


Dr, J. H. Sheldon, F.R.C.P., will deliver the F. E. 
Williams Lecture before the Royal College of Physicians 
of London, Pall Mall East, S.W., on Tuesday, July 12, at 
5 p.m. His subject is “ The Role of the Aged in Modern 
Society.” 
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A NOTE ON ELECTRIC AUTOMATIC 
COMPUTING MACHINES 

BY 

M. H. A. NEWMAN, FILS. 

Manchester University 

Although these devices are sometimes called “ electronic ” or 
mechanical brains,” they are designed for one specific pur- 
pose, the rapid performance of large pieces of numerical 
computation. To enable them to do this they are provided 
with a storage which holds numbers and instructions in a form 
suitable for triggering off various kinds of activities in the 
machine. The usual method is first to code the number or 
-instruction as a row of 0's and l’s (by using binary instead of 
decimal notation in the case of numbers). A large number of 
stations, say a quarter of a million, are provided in the machine, 
each of which can be in one or other of two states, called 
"0” and “1,” and a coded number or instruction is set up 
accordingly on a row of perhaps 40 of these stations. The 
earlier electronic machines, such as ENIAC, used a pair of 
radio valves for each station, but this led to a large expenditure 
of power in running the machine, and other methods have since 
been invented. The Manchester machine, referred to by Pro- 
fessor Jefferson in his Lister Oration, uses Professor Williams's 
storage, in which each station is a charged spot on the coating 
of a cathode-ray tube, large or small for 1 or 0. One tube holds 
about 2,500 spots. It is likely that all such machines will have 
a large magnetic storage as a secondary resource. This form of 
storage is very stable, and requires no power supply for its 
maintenance once the material is written in, but it is less 
accessible than electrical storage. 

The machine operates by carrying out the instructions one after 
another, each instruction having some such form as “multiply 
this row by that row ” or “ copy this row into that.” If it were 
necessary to put an instruction into the machine for each of 
the many millions of operations involved in a big computation 
it would obviously take as long to write in the instructions as 
to do the computations by hand. The feature that enables the 
machine, like a properly trained human computer, to work 
from a short table of instructions is its power of choosing 
which instruction to perform next, on the basis of the results 
of work already done, and hence to use the same instruction 
over and over again. 

The speed of the machine is of the order of 1 millisec. per 
elementary operation, a typical elementary operation being the 
addition or multiplication together of two numbers of 40 digits 
(in the scale of 2, =12 in the scale of 10). This is perhaps 
10,000 times the speed of a human computer working with a 
desk calculating machine, without allowing [or resting time. 


This takes no account of the time required to get the problem 
coded for the machine, but it appears that this is a less formid- 
able problem than was at first supposed, and may become very- 
rapid when standard small routines have been worked out which 
can be tied together to make large ones. This is a matter on 
which a rapid increase of information may be hoped for now 
that machines are actually beginning to come into operation. 

The variety of computing problems that can be handled by 
machines of this kind, by setting up a suitable table of instruc- 
tions on them, is very great, including the approximate solution 
of partial differential equations, problems involving large 
integers (e.g., searching for primes), and questions in more 
abstract parts of mathematics. Indeed, conyincing arguments 
have been given by Turing [or the view that these are 
“ universal ” computing machines, in the sense that any well- 
defined piece of computation whatever could be done on them 
from a single table of instructions, given sufficient time and a 
large enough storage for numbers and instructions. In this 
they differ from such a machine as the ENIAC, which, though 
very flexible, is limited to a certain (large) repertory’ of possible 
assignments. 

The expression “ piece of computation ” has a wider connota- 
tion than might at first be supposed, since many pieces of work 
which have at first sight nothing to do with arithmeuc can be 
“ coded ” so as to consist of arithmetic operations. For 
example, the playing of a legally correct game of bridge, poker, 
or chess can certainly be so coded, and in this sense the machine 
could play these games. (Whether it could be made to play 
a good game is a different question.) It is no doubt the possi- 
bility of such non-mathematical applications that has led to 
these machines being brought into discussions on the thinking 
potentialities of machines, and to the suggestion that the human 
brain is itself a network of units of this general type. There 
is evidently a danger here that extravagant powers will be 
credited to these devices, and conclusions drawn too rapidly 
about biological analogues ; but some caution is alio necessary 
in coming to final conclusions in the opposite direction, on the 
basis of our knowledge of the behaviour of a small pilot model 
of this very new kind of machine, designed for a sharply limited 
purpose, which has been in rather halting action for a few 
months. The first question that will have to be asked is not 
“Can all kinds of thought, logical poetical, reflective, be 
imitated by machines 7 ” but “ Can anything that can be called 
‘ thought ’ be so imitated and, if so, how much ? ” The most 
promising line here will be to work within mathematics itself, 
to see how far the woik of instruction-table making can be 
gradually transferred from the mathematician to the machine. 
The work of modem mathematical logicians gives us a good 
idea where the barrier is likely to be found, but this is too deep 
a question to pursue further in this note. 



The “ Mccnatucal ti.-alT ' T far secuon on mo lcti contains the conuol cucuu, in inc miuaie racx ot wmcn is*a issinoae-ray tune 
screen with (below) the control desk. The racks on the right-centre of the picture provide the “ memory ” section. Nearer the camera 
arc racks for calculating circuits.^ The m a chin e is 44 fed’* at the control desk and the answer is read on the cathode-ray tube screen. 
For this illustration we are indebted to the Electrical Engineering Laboratories, Manchester University. 
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CARE OF ELDERLY PATIENTS 
LONDON REGIONAL CONFERENCE 
The need for co-operative effort in dealing with infirmity in 
old age was discussed at a conference in London on June 1 
attended by over 200 representatives of local authorities in the 
Metropolitan area, the Ministry of Health, three regional 
hospital boards, and fourteen grouped hospital management 
committees, the King Edward’s Hospital Fund, and certain 
voluntary organizations. The convening body was the Regional 
Advisory Committee for Old People’s Welfare, under the 
auspices of the London Council of Social Service, The confer- 
ence was presided over by Mr. Fred Messer, M.P., and Miss 
D. Ramsey, respectively chairman and secretary of the National 
Old People’s Welfare Committee. 

Limitations and Achievements of a Geriatric Unit 

. Dr. T. H. Howell, who is in charge of the geriatric unit at 
St. John’s Hospital, Battersea, described the growth of geriatric 
clinics, and referred in particular to the clinic associated with 
University College Hospital. Another centre was in Liverpool, 
where a gloomy “ chronic ’’ hospital had been changed into a 
centre of cheerfulness and ” re-ablement." His own unit at 
Battersea arose out of a determination to treat by every possible 
means chronic arthritic conditions in the old. As a result a 
number of people who formerly were regarded as hopeless 
wrecks were relieved of pain and eventually made fit to leave 
hospital. The trouble was that in solving a medical problem 
a new medico-social problem had been disclosed, for it often 
happened that there was no home to which these old men and 
women could return. In one London hospital 17% of these 
patients were up and about, needing little or no treatment, but 
they could not be discharged because there was nowhere for 
them to go. 

At first he had been depressed by the growing waiting-list for 
admission to beds, but this was met in part by the setting up 
of an out-patient department combined with the follow-up of 
patients who had been discharged. This out-patient department 
had become so popular that a special session had to be set 
apart for people coming from a distance. The out-patients went 
through their exercises and their occupational therapy, and 
received their medicine, and a fair number of them who had 
been waiting for beds improved to such an extent that their 
names were taken off the waiting-list. 

. Some patients suffering from bronchitis were taken into 
hospital for a short time to enable them to get over the worst 
of the winter season, and then they resumed their out-patient 
attendances.- In this and other ways a turnover was obtained 
which had been undreamt-of previously in a “ chronic ” hospi- 
tal. There was nothing more heartbreaking for the genera! 
practitioner than the problem of the old person who needed 
more attention than the doctor could possibly secure for him. 
The geriatric unit had relieved that situation ; it had also wiped 
out the motto, “ Keep them in bed and keep them quiet," 
substituting, “ Get them up and keep them interested.” That 
was not enough, and the motto for the future must be, “ Catch 
them quick and treat them early.” The only reason why there 
were not more of these geriatric units was because there were 
not enough doctors and nurses to run them.' 

One great necessity, said Dr. Howell, was a half-way house 
for the accommodation of old people who were not well enough 
for an independent life in their own homes and not ill enough 
for hospital. Formerly many such patients would have had to 
enter public assistance institutions, of which, reasonably, they 
had a great dread. It was true that some public assistance 
institutions were like barracks, but others were comparable 
with old people’s homes ; he had seen some which he would 
not mind living in himself. It had been possible in some cases 
to humanize these institutions, and he saw no reason why this 
should not be done in all of them. 


Long-stay Annexes and Home Care 

Dr. E. B. Brooke, medical superintendent, St. Helier Hospital, 
Carshalton, reminded the conference of the ageing of the popu- 
lation. One person in seven was over 60, and in twenty years’ 
time it would be one person in five. .While he still believed 


whole-heartedly in the scheme set out by the British Medical 
Association for a co-ordinated service for old people, he was 
now pessimistic about the realization of the ideal in its entirety 
in the measurable future. The scheme proposed that after 
patients had received every possible ” rc-ablcmcnt," those who 
still required care and maintenance but not active medical treat- 
ment should be moved into long-stay annexes, which would be 
homely and comfortable for them, and would release hospital 
beds for other patients. These long-stay annexes, upon which 
the scheme hinged, he viewed with some misgiving. He doubted 
whether it would be possible to start enough of them, and he 
thought some workable alternative should be proposed. 

The alternative which he suggested was home care backed by 
every support the hospital could afford short of admission to 
its beds. The problem in a nutshell was, “Too many patients 
in search of too few staffed hospital beds.” The obvious solu- 
tion appeared to be more staffed beds, or, failing that, the use 
of the available beds to the best economic advantage by pro- 
viding a turnover of patients and long-stay annexes for cases 
that might otherwise silt up this steady flow. He mentioned 
the case of eight old men who had all been in hospital for just 
over three years until recently, when they were transferred to 
rather more homely accommodation. Their eight beds in that 
period could have been used by betvvecn 400 and 500 surgical 
cases. Out-patient facilities, with transport, could keep many 
patients out of hospital. 

At St. Helicr's, when the problem was first tackled, there were 
empty pavilion wards in a near-by hospital which might have 
been used as a long-stay annexe but it was not possible to staff 
them. He then realized that the only solution was by out- 
patient and home care so far as this could be provided. It must 
be remembered that the elderly patient, the geriatric patient, 
and the chronic patient were not synonymous terms. Old 
people, like others, included “ acutes ” and “ chronics.” In the 
later decades obviously a larger number were not able to return 
to full activity. There was an understandable apprehension 
lest the admission of old people to hospital should steadily 
worsen an already bad situation. The majority must be left at 
home, and there must be reproduced for them so far as possible 
the facilities available for the more fortunate few who had 
gained admission. 


Hospital Priorities 

Meanwhile, said Dr. Brooke, efforts must be concentrated 
on the individual cases which demanded admission to hospital 
most urgently on the grounds of medical and social necessity. 
The following were admitted to the short waiting-list for 
hospital beds: 

(a) Those with a reasonable chance of “ re-ablement ” which would 
not be available to them other than by in-patient treatment ; 

(£>) Elderly patients who needed the added comfort of hospital in 
the terminal stages of their illness when they would otherwise die 
under distressing conditions at home; 

(e) Old people whose admission was necessary for the benefit of 
the younger generation (a category which required careful scrutiny). 

Other priorities, though not necessarily on such a short-term 
basis, were: (1) patients who were entirely alone in the house 
at night ; (2) patients with double 1 incontinence ; and (3) old 
people vVho were restless and possibly confused in their senility. 

In hospital there were facilities for diagnosis and treatment, 
nursing care, medico-social advice and information, a bed with 
clean linen, and warmth and food. The assessment of elderly 
patients recommended fpr admission should be undertaken, as 
in the case of tuberculous patients, at a domiciliary consultation 
or by transporting the patient to the out-patient department. 
The family doctor would find that for the patient at home many 
amenities were available through the resources of statutory and 
voluntary bodies. 

The home help service had made immense strides recently. 
It had developed certain specialized types — the night home 
help, the male help, often useful in attending certain male cases, 
even the help who was colloquially called, the “ popper-in.” 
A domiciliary laundry service would be of great value. Per- 
haps^ the medical officer of health could obtain authority to 
provide laundry facilities for certain specified types of patients. 
He also looked forward to a combination of the school meals 
service and an old people’s meals service. He agreed with 
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Dr. Howell that the great need was for a half-way house for 
patients neither fully ambulant nor bedfast. 

During the past eight months at St. Helier’s they had dealt 
with 203 elderly patients (two women to every man) either by 
direct admission or by home care or some alternative arrange- 
ment. The main problem had been solved for all but 33 of 
these patients. These 33 were on the current list, but they were 
not merely a list, they were a “ phantom ward.” Officers of 
the hospital made a round among them, and the patients' rela- 
tives knew that they could communicate with the hospital at 
any time by telephone and that any call would have an 
immediate response. 

Home Helps 

In the general discussion that followed it was suggested that 
home helps or home nursing services in one form or another 
were saving the hospitals the care of many chronic cases and 
enabling them to direct their activities more economically, 
therefore a certain amount of money which at present went to 
the hospitals might well be transferred to these agencies. 
Mr. R. A. Stamp, chairman of the Health and Hospital Services 
Committee of the L.C.C., said that the home help service was 
comparatively new. Some borough councils were active in this 
respect, others were not. Home helps were doing a lot of the 
work that the National Health Service Act intended that the 
hospitals should do. If the four regional hospital boards which 
covered the metropolis, as well as the voluntary bodies with 
which his council had contractual arrangements, would be pre- 
pared to work out a scheme for dealing with the position, with 
the Minister of Health brought into the discussions, it might be 
of very great advantage. It seemed necessary to have some 
reallocation of financial assistance as well as a redefinition of 
responsibility. 

Mrs. E. Wigley, of the British Red Cross Society, described 
the home visiting work done by that organization. Mrs. A. V. 
Hill spoke of the great handicap under which those responsible 
for homes for old people laboured, in that while they started 
with the more or less able-bodied the inmates became progres- 
sively more infirm and feeble and unable to perform slight 
services for others or even to look after themselves. 

Mr. Fred Messer, M.P., in closing the conference, said that 
there seemed to be. a case for closer co-operation all round. 
It was remarkable that hostels were available for discharged 
prisoners but not in any number for old people, an indication 
that in society fear was a more powerful motive than duty or 
affection. 


INTERNATIONAL HOSPITAL FEDERATION 

FIRST POST-WAR CONGRESS 

The International Hospital Federation held its first cost-war 
Congress in Amsterdam and Groningen from May 30 to June 4. 
It was attended by 353 members and their friends from 
Australia, Belgium, Denmark, Egypt, France, Italy, Norway, 
Portugal, Sweden, Switzerland, and the United States. 

Dr. Rene Sand, of Belgium, the president, who opened the 
Congress, was supported by Jonkheer Roell, representing 
H.M. the Queen of Holland, Patroness of the Congress, 
Mr. A. M. Joekes, Minister of Social Service, Mr. d'Ailly, 
Burgomaster of Amsterdam, Dr. Van den Berg, Deputy-Director 
of WHO, and members of the Dutch Hospital Association. 

“ The Vocation, Aim, and Task of Hospitals ” was discussed 
by three speakers — Dr. E. Hoelen, medical director, Miss M. 
Stenvers, matron, and Mr. A. M. Spiering, chaplain — selected 
by the Dutch Hospital Association. There followed a paper on 
“The Influence of Economic and Social Changes on Hospital 
Administration ” by Professor F. Pulcher, of Genoa. Then 
came a paper on “ Modem Trends in Nursing Training and 
Nursing Practice” by Mrs. B. A. Bennett, chairman of the 
Nursing Service Committee of the International Council of 
Nurses. The discussion on this subject was opened by 
Dame Katherine Watt, chief nursing adviser of the Ministry 
of Health. 

The third day was devoted to the discussion of two papers: 
"The Training of Hospital Administrators," by Mr. George 
Bugbee, executive secretary of the American Hospital Associa- 
U'on, and “ Personnel Management in Relation to Hospital 


Service,” by Mr. H. N. Appelbe, personnel manager of 
SL Thomas’s Hospital. 

The second stage of the Congress, at Groningen, began with 
an outstanding address on “ Modern Tendencies in Hospital 
Design, Construction, and Equipment ” by Mr. Hugo van Huyck, 
technical counsellor of the Antwerp Public Assistance Board. 
Then Dr. Van der Leen, of Holland, gave a paper on “ Hospital 
Budgets and Budgetary Control,” and Mr. S. Clayton Fryers 
opened the discuss an on this theme. 

The final paper was by Dr. Charles T. Maitland, of the 
Ministry' of Healti , who spoke on “ The Regional Planning of 
Hospital and Health Facilities.” Here a full and interesting 
discussion was opened by Sir Emest Rock Carling and Dr. Vane 
Hoge, of the United States Public Health Service. ' 

Plans for the Future 

The success of the Congress was due in no small measure to 
the skill with which Dr. Rene Sand guided its deliberations. 
The numbers present and the high standard of most of the 
formal addresses showed how generally welcome was the idea 
of reviving in this form the pre-war meetings which the former 
International Hospital Association arranged biannually. They 
began at Atlanfic City’ in 1929 and continued at Vienna, Knocke- 
sur-mer, Rome, and Paris in 1937. The Toronto conference of 
1939 had to be abandoned, but the American Hospital Associa- 
tion has invited the Federation to hold its next congress in 
Atlantic City in 1951. For next year a study tour in 
Scandinavia is proposed. Although the generosity of the 
Americans in inviting the next congress to the birthplace of 
the old association was highly appreciated, the proposal pro- 
voked a good deal of misgiving in the General Assembly at 
Groningen in view of the difficulties of exchange which many 
European countries are experiencing. Members are to send 
their views to the Provisional Executive Committee before any 
irrevocable decision on the venue of the next congress is made. 

It was hoped to have agreed the constitution of the new 
Federation at Amsterdam, but this proved to be impossible, and 
the existing Executive Committee was left in charge. One of 
the stalwarts of the old International Hospital Association, 
Dr. O. Binswanger, president of the Swiss Hospital Association, 
was elected vice-president of the Federation. 

Some searching questions about the Federation’s financial 
prospects were put at the final Assembly. The modest £5,000 
a year needed ought not to be a major problem. Anyone 
interested in hospitals can become a member of the I.H.F. for 
30s. a year, and out of all the many thousands of hospiai 
workers in the world it ought not to be difficult to finance the 
Federation by individual subscriptions if Governments prove 
reluctant to contribute their share. Further information about 
the Federation can be obtained from Captain J. E. Stone. King 
Edward’s Hospital Fund for London, 10, Old Jewry, London, 
E.C.2. 


HARVEIAN SOCIETY DINNER 

THE ARCHBISHOP OF CANTERBURY ON DOCTORS 
The Buckston-Browne-Gray-Hill Dinner of the Harveian 
Society was held in the library of the Royal College of Surgeons 
on June 16 under the presidency of Dr. Desmond Macmanus. 
The health of the Society' was proposed by the Archbishop 
of Canterbury, who said that his study of the history of the 
Society (founded in 1831) was not really a stimulus to oratory. 
At the time it was founded he noticed they were preoccupied 
with the problems of renal dropsy, the automatic reflexes cf 
the spinal cord, and the discovery of the parasite of itch. 
They were also interested then in auscultation, and had only 
just succeeded in carrying the matter a stage further than 
Hippocrates did 2,0CO years before. But now the advice and 
knowledge that the medical profession could offer and had was 
one of the astonishing wonders of modern times. “ By your 
art,” be said, “you have increased the expectation of life.” 
Old people, it appeared, could go on living inordinately, and 
he wondered whether the medical profession in this respect 
had benefited mankind. “Are there,” be asked, “enough 
young people to carry the burden of the old ? ” He hoped, 
however, that nothing would ever persuade the medical 
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profession to desert its cause of saving human life and to yield 
to the persuasion of those in favour of euthanasia. Nature 
he said, was a most ingenious person, and as fast as one disease 
was overcome Nature seemed to be able to put up another, 

“ There is an active, intelligent adversary trying to defeat you." 
The advances in medicine made for increasing specialization. 
Every day the medical man tended to know more and more 
about less and less. To be an expert on a portion of a person 
made the specialist less capable of dealing with him as a human 
being. He was in favour of the old type of form master who 
taught the boy everything, and so, drawing this parallel, he 
was in favour of the general practitioner as someone who 
could treat the whole human being and refer to the expert 
only when he wanted an expert piece of knowledge or advice. 
Nowadays no science could live to itself. All sciences ran into 
each other. The atomic sciences were now becoming involved 
in ethics. Art, so he understood, could play an active part 
in healing. Religion also had a part to play in the healing 
of body and mind. Religion and medicine were beginning to 
understand they were necessary to each other, and he referred 
to the work already done by doctors and parsons together in 
(he sphere of spiritual healing. 

In response, Dr. Macmanus, the President of the Society, said 
that every third year it had a general practitioner in the chair. 
In the library in which they were dining there was on one 
side a bust of Harvey and on the other a bronze of Buckston 
Browne. Dr. Macmanus went on to draw an interesting 
picture of the conditions of travel in Harvey’s day, noting 
that then, when travel was by horseback, a man had time and 
leisure to think, to write, and to read. In proposing the toasts 
of the guests Dr. R. P. K. Coe said that a parson had described 
the Archbishop of Canterbury to him as “a human bloke." 
Responding for the guests in appropriate and witty speeches 
were Vice-Admiral Sir Thomas Troubridge and Mr. Russell 
Vick, K.C. Among the distinguished gathering present were 
Sir Henr^ Dale, O M , and Sir Alexander Fleming, F.R.S. 


Preparations and Appliances 


CONTINUOUS SUCTION: A NEW HYDRODYNAMIC 
METHOD 

Mr. J. A. Carr, F.R.C.S., of the Preston Royal Infirmary, 
writes : Continuous suction has an established position in the 
treatment of gastro-intestinal cases, especially during the post- 
operative perjod, and in cases of intestinal obstruction. The 




meter. 


method here described seems to have some advantages over 
older hydrodynamic methods. 

Principle . — A fluid of low surface tension runs from a reser- 
voir, at a rate controlled by a screw clip, to a dripper from 
which the drops enter a long tube, where the formation of a 
series of columns of fluid separated by air is assured by a loop. 
The weight of these columns causes them to descend and to 


draw the interspersing air with them. If the apparatus is closed 
to the exterior a progressive reduction in pressure occurs, and , 
this is used to aspirate the gastro-intestinal contents from the 
patient to a colleeting-botllc. A mercury manometer indicates 
the fall in pressure, and the amount of mercury is so adjusted 
that when the reduction in pressure is equal to about 4 cm. 
of mercury all the mercury has been brought into one side of 
tlte manometer and air bubbles through. A reduction in pres- 
sure of 4 cm. of mercury is adequate for aspiration ; a greater 4 
reduction produces an undesirable variation in the rate ot the 
drip. Although this apparatus bears a superficial resemblance 
to Sprenget’s pump it differs from it in that the pressure reduc- 
tion is determined by the combined length of the columns 
of fluid and not by the pressure of the supply. 

A pparattts . — An open-topped reservoir of 500-nil. capacity 
is used. The fluid is 25% spirit in water and is 
coloured with ink. The special drip chamber (Fig. 1) may be 
obtained from Messrs. Brady and Martin, Ltd., of Northum- 
berland Road, Newcastle-upon-Tyne, 1, or the equivalent ma> 
be assembled from drip connexions. Y tubes, etc. (Fig. 2). The ^ 
manometer, which is separate, has a bore of not less than 
4 mm., or bubbling will not occur, and has a cotton-wool plug 
at each end to make the buhbling quiescent and to prevent loss 
of mercury. The descending tube should 
have a bore of about 2 mm.— -translucent 
plastic tubing is better than rubber— and 
should be about 150 cm. long. There is 
no need for its end to be submerged. The 
coloured fluid is collected in a bottle and 
is used to refill the reservoir over and 
over again. The bottle to lake the fluid 
from the patient has a capacity of about 
500 ml. Care is taken to make all the 
bungs and connexions airtight, and to see 
that the cotton-wool plugs in the mano- 
meter are dry. 

Use . — When the apparatus has been set 
up (Fig. 3) the fluid is allowed to drip 
through quickly until air is bubbling 
through the mercury. The airtightness of 
the apparatus is then tested by occluding 
the tube to the patient and stopping the 
drip. Leakage is shown by a gradual fall 
in the mercury level, and should be traced 
and prevented. The flow is then adjusted 
to about 30 drops a minutes, and is main- 
tained at that rate. 

Comparison With Ollier Methods . — 

Wangensteen’s bottles and siphonage 
with an air trap have two particular 
disadvantages: first, the time at which 
they will require attention cannot be Fio. 3. — Assembled 
predicted ; secondly, this attention is apparatus, 

somewhat complicated. The new method 
works in the manner of a simple drip for infusion and needs 
the same attention. Satisfactory working in all cases depends 1 
on care in the original assembling of the apparatus. 

This apparatus has been in routine use in the wards of the 
Preston Royal Infirmary for the past six months, and has 
proved both satisfactory and popular. 

I would like to express my thanks io the numerous members of 
the staff of the fnfirmary who have co-operated with me in the 
construction and use of this apparatus. 



Owing to the difficulty of pricing the 170,000,000 prescriptions a 
year being issued under the National Health Service, the Ministry 
of Health has decided that from June onwards those with a net 'v 
ingredient cost of 5s. and over (including prescriptions carrying 
special fees and D.D.A. and urgent fees) will be priced in full, while 
of those with a net ingredient cost of under 5s., 20% will be priced 
in full each month, the chemist being paid for the other 80% at his 
own average cost for the 20% fully priced. At present prescriptions 
with a net ingredient cost of over 2s. 6d. are fully priced, and 25% - 
of those under 2s. 6d. The change has been made necessary because 
of lack of staff and accommodation, but the Minister is trying to 
increase the number of staff employed on this job. 
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Correspondence 


Ogilvie’s Syndrome 

Sir, — F ive cases of intestinal ileus due to sympathetic 
deprivation have now been described in the Journal. Both in 
Ogilvie’s 1 original case and in the later cases 2 2 the interfering 
lesion was malignant invasion of the posterior abdominal wall. 
Although “ Ogilvie’s syndrome ” has not been precisely defined, 
it is suggested that the essential feature is the production of 
intestinal ileus by sympathetic involvement rather than the 
malignant nature of the causative lesion. The following case 
is therefore suggested as an example of the condition, although 
the “ invasion ” of the posterior abdominal wall was due to a 
haemorrhagic, and not a neoplastic, process. 

The patient, a man of 60 years, was submitted to herniotomy for 
a right inguinal hernia of two years' duration. The operation was 
performed under spinal anaesthesia. An indirect sac was found and 
excised. Immediate post-operative progress was uneventful, but on 
the fifth day he commenced vomiting copiously, and this continued 
with rapid deterioration of his general condition until death occurred 
11 days after operation. During this time the patient was consti- 
pated, but passed much rectal flatus. Blood urea on the day 
preceding death was 364 mg. per 100 ml. 

. Post-mortem Findings.— The body was that of a very obese man, 
with a barrel-shaped chest and severe finger clubbing. The heart 
showed moderate left ventricular hypertrophy. The lungs showed 
terminal congestion and oedema superimposed on chronic bronchitis 
and emphysema. The pleural cavities were almost obliterated by old 
fibrous adhesions. A large extravasation of blood was present 
under the peritoneum throughout the lower half of the right anterior 
abdominal wall, spreading round into the posterior abdominal wall 
and also projecting downwards into the right side of the pelvis and 
, passing upwards to form a large retroperitoneal haematoma 6 in. by 
1.5 in. (15 by 3.75 cm.) in front of the right psoas sheath. The 
operation site appeared to be normal, there being no collection of 
blood in the subcutaneous, fascial, or muscular layers. The stomach 
showed slight congestion. The small intestine showed great dilata- 
tion of its entire length, with the exception of the terminal 6 in. 
(15 cm.) of ileum, which was involved in the extravasation into the 
posterior abdominal wall but which showed no organic obstruction. 
The colon showed moderate dilatation down to the lower sigmoid 
portion, the distension being gaseous, with only a small amount of 
faeces present. No twisting, bands, masses, stricture or faecal 
collections were present to account for organic obstruction. 

This case occurred in June, 1947, before Ogilvie’s syndrome 
was described. At this time the ileus was attributed to inter- 
ference with the nerve supply to the intestine, but it was not 
decided whether this was due to sympathetic involvement by 
the haematoma of the posterior abdominal wall or to local 
.interference with the nerves of the terminal part of the ileum 
which were directly involved in the extravasation. In view 
of the viability of the affected portion of gut and the absence 
of apparent interference with local blood supply it may be 
considered unlikely that the local nerves would have suffered 
selective mechanical damage, and it is now thought more prob- 
able that the “ invasion ” of the posterior abdominal wall by 
the haematoma might have been responsible for the ileus by a 
similar mechanism to that described by Ogilvie. Unfortunately 
no detailed dissection of the abdominal autonomic system was 
performed. — I am,' etc., 

Grimsby. L. M. GeRLIS. 

RXrtXCTiCES 

1 British Medical Journal , 1948, 2, 671. 

* Dunlop, J. A., ibid., 1949, 1, 890. 

a Handley, R. S., ibid., 1949, 1 , £91 . 


Research in Renal Disease 

Sir, — W riting as an obstetrician with a keen interest in renal 
problems, I wish to add to the support already given to Dr. 
Osman's major thesis (May 21, p. 910). Specializing in clinical 
nephrology is in general justified, (1) by the vastness of the 
subject and of its literature, and (2) by the wide prevalence 
and often serious character of renal disorder. 

In my own particular field I have long been concerned with 
the renal changes of pregnancy, but despite extensive reading 


and consultation with others I still lack final answers to many 
of my questions in the fields of renal anatomy, physiology, 
pathology, and so on. This experience, which I must share 
with many others, is in part due to the fact that there are few 
with sufficiently full time for the renal work, and in t part to 
the fact that many gaps still remain in our knowledge which 
are all too slowly being closed by research. 

An improvement can readily be made and maintained if 
knowledge is synthesized and further research encouraged in 
such a centre as, I imagine. Dr. Osman envisages. Then the 
lonely furrow which he himself has ploughed for so many 
years will be joined by several new ones, and the consequent 
harvest should be great. With all due deference I should like 
to suggest that the three Royal Colleges could find in the 
synthesis of knowledge about the kidney, and encouragement 
of research on the problems presented by it, a very worthy 
field for a joint effort. The synthesis of existing knowledge, as 
a beginning, could result in the production of a very much- 
needed book, in which the artificial separation of the three 
aspects of the subjects could be overcome in the ultimate 
interest of the patient. The encouragement of research would 
be a longer-term policy, but the initial consideration of it 
could be undertaken without much delay. — I am, etc., 

London. W.l. JOHN SOPHIAN, 

Death following Neostigmine 

Sir, — I n the cases described by Professor R. R. Macintosh 
(May 14, p. 852) and Dr. J. Clutton-Brock (June 4, p. 1007), 
though it was a mixture of neostigmine and atropine which 
was injected, death appears to have been attributed exclusively 
to the neostigmine. The atropine is presumably incorporated 
in such injections to diminish the cardiac and other untoward 
effects of the neostigmine. In fact, however, it is quite likely to 
do the reverse, and we feel that this should be pointed out. 

Though we have no experience of intravenous atropine there 
is no doubt from numerous controlled experiments on healthy 
people that the primary effect of a subcutaneous dose of atro- 
pine sulphate (0.5 mg. per 50 kg. b/w) is to slow the pulse, 
sometimes very markedly, by what we have always supposed to 
be medullary (cardiac vagus centre) stimulation. This effect 
is well known to pharmacologists. It appears quickly and is 
at its maximum about 10-15 minutes after the injection. The 
pulse rate then either returns to normal and remains there, 
or it may rise significantly above normal for a variable period. 
The rise above normal is, of course, due to the peripheral 
blocking effect of the drug on the muscarinic action of the 
acetylcholine liberated by the tonic activity of the cardiac 
vagus : this effect, with the dose used, is usually slight. 

Thus atropine administered subcutaneously first increases the 
effect of the cardiac vagus this action either ceases or, more 
likely, is masked by the subsequently established anti- 
acetylcholine effect of the drug. Though there is considerable 
individual variation in the degree of response in such experi- 
ments there can be no doubt about the sequence of events. 

It therefore seems likely that a similar primary vagus stimu- 
lation with secondary partial vagus blocking may occur when 
atropine is given intravenously and that the primary effect 
in these circumstances would begin almost at once. If such 
central stimulation does occur on intravenous injection of 
atropine, then, clearly, its effects will be markedly potentiated 
by neostigmine. This would also apply to any central action 
of atropine tending to increase the tone of bronchiolar muscle. 
Hence atropine, administered simultaneously with neostigmine, 
far from preventing the unwanted effects of the latter drug 
_ may, at first, anyhow, be more likely to increase them. This 
may have been ap important' factor in causing death in the 
two cases cited. 

Apart, however, from the possibility of such a potentiation 
of the effects of neostigmine arising from the central action 
of atropine, the peripheral anti-acetylcholine effects of thera- 
peutic doses of atropine take some twenty or thirty minutes 
to be fully established. It is, therefore, not to be expected 
that the unwanted cardiac and bronchial action of neostigmine 
would be prevented by giving the atropine along with it. The 
importance of this point is increased by the known liability 
of both tubocurarine and neostigmine to produce broncho- 
constriction by peripheral mechanisms. 


/ 
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The shvvwUmvmmis intravenous wdswinislr Alton of Atropine. and 
neostigmine would thus seem to be contraindicated on two 
grounds : first, that the atropine is likely by its central action to 
produce an immediate potentiation of the cardiac, and perhaps 
bronchiolar, effects of the neostigmine ; and, secondly, that even 
if the atropine does not do this it is unlikely to produce an 
immediate antagonism of the unwanted peripheral effects of the 
other drug. — We are, etc., 

W. A. Bain. 

La . ds . J. L. Broadblnt. 

Paediatrics and Family Practice 

Sir, — In the letter from Drs. S. D. M. Court and F. J. W. 
Miller (June 4, p. 1006) I note the sentence : “ We are now 
trying to discover the amount and kind of disease in children 
encountered by practitioners in different kinds of practice, and 
Dr. Naish could probably help us on this point straight assay.” 

I would like to assure them at once that if there is any informa- 
tion in my notes that svould be of use to them it is at their 
disposal. In addition, 1 am svondering sshat they mean by 
“ different kinds of practice.” 

It is obvious, easy, and therefore usual, to classify practices 
according to the patients or to the milieu— uneducated/educated, 
rural/urban, etc I grosv more and more convinced that it is 
just as important to classify practices according to the outlook 
of the doctor. Whether by training, by temperament, or by 
the influence of individual teachers, doctors are as a rule 
definitely orientated either tosvard the maintenance of health 
or toward the cure of disease , and in a very short time they 
impose something of their own outlook on the practice they 
run. The one extreme, where feckless parents call one in 
frantic alarm to see cases of late disease, is not merely an 
uneducated practice, but an “ uneducated-curative " practice. 
The other extreme, where responsible parents cope themselves 
with minor ailments and call one early when they are puzzled, 
is an “ educated-preventive ” practice. 

I am uncertain in what order to place the two mediate items 
in this classification. During the war, however, I had charge 
of some evacuees from the East End of London who were 
obliged to occupy condemned premises and to rear their babies 
in I he most unpromising circumstances. They did it extremely 
well, and produced some of the most careful and accurate 
records of home test-feeding I have ever seen. What “ kind of 
practice ” would Drs. Court and Miller consider these slum 
evacuees to constitute ? In my nomenclature they would be an 
“ uneducated-preventive ” practice ; and they lead me to think 
that possibly better results are to be expected from that than 
from an “ educated-curative " practice. 

To Dr. Rosefield's query in the same issue (June 4, p. 1006) 
about the regular attendance of children over one year, I 
would reply that possibly he is asking too much, I have 
only advised my mothers to bring the older children for examin- 
ation about once in six months, and so far I have found them 
on the whole willing and able to do that. I must admit, how- 
ever, that my experience of this problem is not nearly so long 
as his. — I am, etc., 

York F. Charlotte Naish. 


Diathermy Prong Forceps 

Sir, — M r. Wilson H. Hey (May 21, p. 911), during his long 
and distinguished career, has rendered surgery a great service. 

He has been an inspiration to many surgeons, who owe him 
much for the benefit they have derived from his stimulating 
ideas and the example of his surgical skill. My debt is greater 
than most, for he has been my teacher, colleague, and friend ; 
I shall never cease to be grateful for the privilege of my 
association with him. 

One of his most outstanding contributions to surgery has 
been his constant advocacy of diathermy for sealing vessels 
during operations. The diathermy haemostat has not been 
widely used because no person published its advantages until 
I did so in 1944. 1 Our American colleagues who were over 
here during the war were so intrigued by the instrument I used 
that they persuaded me to make the idea more widely known ; 
since when 1 have had requests from all over the world -for 
reprints of my paper. 


With regard to the specialty designed diathermy haemostat, 

1 have found in practice that it is neither jj> satisfactory nor as 
sound mechanically as the home-made instrument which I 
described. I base this conclusion on the following points : 

1. In the home-made instrument the lead lies neatly and unobtru- 
sively in the palm of the fund and there is no danger of its catching 
on the towels, etc., or hindering the movement of the fingers; it is 
completely under control. 

2. (a) In (he specially designed instrument the lead is connected to 
the periphery, where it acts as a constant obstruction to manipulation 
of the instrument and movement of the fingers, (b) On account of 
the protuberance of the attachment the patient is cxpo.cd to the 
danger of accidental burns, (c) The lead being attached at the 
extremity of the instrument it can exert a powerful leverage which 
tends to restrict mamiuvrability, usually at a moment when slick- 
ness is all-important. (</) The lead attachment screw sometimes 
works loose during slcrili/ation or whilst in use, and might con- 
ceivably get lost in the patient's abdominal cavity. 

With regard to the insulating tape used in the home-made 
instrument, this is only one layer deep and is not used to bind 
the junction to the haemostat but only to cover the bare wire 
to prevent damage to the surgeon's gloves. The insulating tape 
is prevenlcd from becoming unstuck by overwinding with a 
length of cord or silk (any material will cover the junction 
equally well). 

The question of sterility was raised by a colleague ot mine 
some time ago and we made the following tests. After boiling 
we had cultures made of washings taken from beneath the tape. 
We found that in no case were any organisms grown in spite of 
our having smeared the depths of the tape with cultures of 
staphylococci, streptococci, and the spore-bearing bacilli. 
Fifteen cultures in all were made. For me this is proof that 
boiling is a satisfactory method of sterilization. 

U is my earnest hope that this correspondence will enourage 
surgeons to test my diathermy instrument and those described 
by Mr. Wilson Hey (June 21, 1947, p. S97) and Mr. A. Wilfrid 
Adams (April 9, p. 631). When they have tried out the respec- 
tive instruments it would be interesting to have their views. 
Only in this way can the greatest advancements in surgery be 
achieved. — I am, etc., 

Sheffield, i David Aiken. 

Reference 

1 Lanccl, 1944. 2,212. 


Reliability of Laboratory' Tests 

Sir,- — I n your annotation on the reliability of laboratory 
tests (April 30, p. 766) you close with the statement, “If the 
results of any test are to be of value to the clinician, then the 
test must be able to detect differences smaller than those which 
are of clinical significance. It seems that not all laboratory 
tests meet this requirement, for some of them demand more 
skill than an average laboratory technician possesses.” A close 
perusal of your remarks and of the paper by Biggs and 
MacMillan fails to reveal any foundation for such a statement 
regarding medical laboratory technicians in this country. 

The systematic training received by medical laboratory techni- 
cians in this country and America was admirably compared 
and described by Whitehead ( Lancet , 1949, 1, 113), together 
with a summary of the requirements for the diploma of the 
Institute of Medical Laboratory Technology. Although these 
requirements are approved and recognized by the majority of 
pathologists and employing bodies as a means of ensuring a 
reasonable standard of competence, unfortunately a few patho- 
logists and official bodies appear to consider these requirements 
too ambitious. 

- In view of these facts, one feels that an explanation or some 
amplification of your concluding paragraph, quoted above, will 
remove any suspicions of an ill-conceived or biased review. — 
I am, etc., 

Stanmorc, Middlesex. R. J. BROMFIELD. 

%* No criticism of the work or training of laboratory 
technicians was , intended in the annotation from which 
Mr. Bromfield quotes the final sentence. The point we 
wished to emphasize was that the reliability of the results 
of laboratory tests could be ensured by the use of methods 
which give the best results in the hands of the average laboratory 
worker. — E d., BMJ. 
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Dried Plasma for Domiciliary Midwifery 
Sir,— I have read with interest Dr. C. T. H. Whiteside's 
letter (June 4, p. 1005) on the above, and I feel that I must 
strike a note of warning. I agree that facilities for resuscitation 
of patients suffering from post-partum haemorrhage are import- 
ant, but I feel very strongly that the use of dried plasma will 
do much more harm than good. 

1 For some years now I have avoided the use of plasma, 
primarily because I have so often seen it fail. Apart from the 
dangers of jaundice, which an increasing volume of literature 
has shown to be very real, the fact is that plasma fails to 
resuscitate these patients. The woman who has lost blood in 
the third stage of labour requires above everything oxygen 
to maintain the integrity of the vital centres in the medulla, 
and this plasma cannot give her. It will increase the blood 
volume and perhaps produce a temporary improvement in the 
circulation, but this is only temporary and rather spurious, 
and again and again I have seen a secondary collapse from 
which it has been impossible to rescue the patient. 

' At a recent meeting of the Edinburgh Obstetrical Society 
Professor Kellar said that the use of plasma had been given 
1 up entirely at the Simpson Memorial Hospital and that in 
several of the cases on which it had been used unsuccessfully 
post-mortem examination had revealed suprarenal haemor- 
rhages. Whilst a direct cause and effect association could not 
be substantiated, none the less, plasma had been entirely 
replaced by saline and whole blood. 

In almost all parts of the country to-day “ flying squads ” 
are available in one form or another, with the resources of 
blood banks behind them, so that in any case where it is 
necessary it should be possible to undertake transfusion of 
blood in a comparartively short time, and the patient’s condi- 
tion in the meantime can be maintained if necessary with 
intravenous saline injections. This, unlike plasma, carries a 
negligible risk of infection and, moreover, again unlike plasma, 
is rapidly cleared from the circulation to make way for subse- 
quent blood transfusion. The use of morphine also in these 
cases will help to delay the development of shock and tide 
the patient over until blood is available. 

May I suggest, therefore, that Dr. Whiteside will find that 
his results will be much better if instead of plasma in his 
special bag he will carry two pints of normal saline and will 
make use where necessary of the emergency services in his 
area. — I am, etc., 

, Inverness. J> A. CHALMERS. 

s Surgery at (he Front 

Sir, — I have read the obituary of Mr. Owen W. Richards 
(May 21, p. 915), and I think you will find in the records that 
the first abdominal and chest unit in the forward area was 
opened by the 26th Field Ambulance, 8 Division, at Bac St. 
Maur, north-west of Mervitle, in early September, 1915. 

■ In the winter of 1914-15 I suggested to our C.O., Lieut.-Col. 
A. Milne Thomson, C.M.G., that the abdominal cases were 
dying of haemorrhage, and that if operated upon in the forward 
area results would be better. He gave me permission to per- 
form necropsies, which demonstrated that haemorrhage from 
the small mesenteric vessels was the chief trouble, in many 
cases only a small part of the bowel being perforated. First 
it was suggested that the necessary sterile materials should be 
sen! forward in drums from No. 6 C.C.S., Merville, or the 
advanced depot of medical stores, as we had not space avail- 
able in a mobile unit to transport autoclaves, etc. In January, 
1915, by permission, I called at the War Office, and on explain- 
ing our difficulties was issued with various instruments. In 
early September, 1915, our unit was moved to a factory in 
Bac St. Maur, where, besides opening our usual dressing station, 
etc., Col. Skinner, D.D.M.S. 3rd Corps, ordered us to prepare 
. for an operating unit. 

The main weaving shed of the factory had central heating, 
electric light, and much machinery in it ; a portion sufficient 
for 30 beds was sectioned off by green hessian canvas. An 
operaung room was prepared in a corner of the next shed 
near a large window. Lieut. J.. Fraser, later Sir John Fraser, 
was attached to us as surgeon, and four nursing sisters also, 
one a regular. Shortly afterwards Lieut. Fraser was sent to 
another area and Lieut. Sampson (now a Birmingham surgeon) 
took his place. This factory was about 5,000 yards from the 


front trench, and I believe Col. Skinner had some difficulty 
in persuading higher authority to allow sisters so near the 
front. 

The abdominal and chest cases were admitted from the whole 
Corps area, and when fit to move were transported by barge 
(specially equipped) to St. Omer and the sea. In spite of 
absence of blood transfusion successful results were obtained 
at first in 27%, then up to 47%, of all cases operated upon. 
In February, 1916, the factory was heavily shelled — glass and 
debris flying in the operating room where an operation was 
being performed. Of the only three officers of the unit avail- 
able Lieut. Samson was operating, I (acting O.C.) was assisting, 
and Lieut. Henry was giving the anaesthetic, so it was fortunate 
that Col. Skinner was visiting at the time and could at once 
arrange for the urgent evacuation of the movable cases to a 
farm 300 yards away. Later, the whole unit moved with the 
8th Division to another area. Probably this experience resulted 
in the higher command not allowing nurses so far forward at 
a later date. Great praise and thanks were given to the unit 
for the way in which all ranks carried on the work of the 
special ward, and for the way in which the movable cases were 
evacuated, by the A.D.M.S., the D.D.M.S., and the D.M.S. 
1st Army. Lieut. Samson received the M.C., and the regular 
sister in charge of the ward and the operating theatre sister 
received the R.R.C. 

Among the interesting cases were the following : one fore- 
and-aft penetrating bullet wound of the abdomen, not injuring 
the bowel and with practically no bleeding ; the other a 10-in. 
(25-cm.) accidental bayonet wound of the abdominal wall, 
through and through but not entering the peritoneal cavity. — 
I am, etc., 1 

Mentone. France. F. ALDERSON. 

Women War Captives in Russia 

Sir, — With reference to the article entitled “Women War 
Captives in Russia” by Dr. R. F. A. Dean (April 23, p. 691) 
concerning the conditions of life of German women in labour 
camps in the U.S.S.R., I should like to add a few remarks'" from 
my own experience. 

As a member of the Polish underground army I was deported 
to Russia in April, 1945, and I stayed in various camps until 
November, 1947. I found myself among prisoners of war of 
many nationalities, as well as in camps with a majority of 
German civilians. I can fully support the evidence given by 
the said German women, but I should like to point out that no 
definite and general conclusions can be drawn from such evi- 
dence as to conditions prevailing in Russian camps. These 
conditions vary considerably, not only according to different 
geographical and local circumstaces, but, above all, they depend 
on the attitude' of the Soviet authorities towards the given group 
of prisoners at the given moment. The German women 
described in your article were lucky to find themselves in mild 
circumstances. They estimate the number of deaths in trans- 
port on their way to Russia as 2% to 24% only. This percent- 
age can be increased twenty-fold and stiff remain true : in the 
summer of 1945 I personally took part in a medical examina- 
tion of a group of about 1,000 Esthonians who came to 
Stalinogorsk Camp on their way from East Prussia to central 
Russia. They had walked about 800 miles, and the death rate 
among them was over 50%. — I am, etc,, 

Wembley. Middlesex. MlECZYSLAW PESZCZYNSKI. 

Threatened Abortion Simulating Ectopic Gestation 

Sir, — The following case is reported to illustrate how 
regurgitation of blood into the Fallopian tubes in threatened 
abortion may simulate ectopic gestation. 

A patient, aged 23, para 2, was admitted to hospital on April 20, 
1949, complaining of lower abdominal pain following seven weeks' 
amenorrhoea, the last menstrual period being on Feb. 22, 1949. The 
periods had previously been quite regular and of normal amount. 
On March 7 she had a slight show of dark blood lasting one day, and 
another show lasting three da>s immediately prior to admission. 
The lower abdominal pains, which were mainly in the left iliac fossa, 
had been present on and off for one month, and she described them 
as period pains which had now become severe. There had been no 
vomiting or dysuri3. • - 

Abdominal palpation showed generalized tenderness in the lower 
abdomen, with well-marked guarding in the left iliac fossa. Per 
vaginam some dark blood was visible, the cervical os was dosed, 


1140 June 25, 1949 


and movements of the cervix caused severe pain. Bimanual examina- 
tion of the uterus, which was difficult because of extreme tenderness, 
showed the uterus to be only slightly enlarged. The right fornix was 
normal, and on palpation of the left fornix the presence of a small 
mass was suggested ; this was too painful to be accurately defined. 
Her temperature was 98.4° F. (36.9° C.); pulse SO, blood pressure 
120/70. There were no abnormalities in the urine. In view of the 
history, her lower abdominal pain, and tire marked tenderness on 
vaginal examination, it was decided she was a case of left tubal gesta- 
tion, and laparotomy was performed on April 20. On opening the 
abdomen, the uterus appeared to be about 8-10 weeks pregnant; no 
ectopic pregnancy could be found, but about 2 oz. (57 ml.) of altered 
blood was noticed in the pouch of Douglas, Careful inspection of 
the left Fallopian tube showed it to be not enlarged, injected, or 
swollen, but of a beaded appearance and dark blue in colour due to 
the lumen being intermittently distended with blood. On milking the 
tube about 2-3 ml. of dark blood oozed from the abdominal ostium. 
The right tube appeared normal, but on milking it towards the 
abdominal ostium two or three drops of dark blood were also 
produced. The ovaries appeared normal. The pouch of Douglas 
was mopped out and a normal appendix removed before closing the 
abdomen. 

The patient had a slight loss of blood per vaginam the day 
following operation, but convalescence was otherwise uneventful. 
There has been no recurrence of her abdominal pain, and the 
pregnancy is continuing satisfactory to date. 

I consider this patient to be a case of threatened abortion 
with regurgitation of blood into the Fallopian tubes, causing 
distension of the lumen and hence producing symptoms and 
physical signs identical with an early ectopic gestation. — 1 
am, etc., 

Stoke-on-Trent. FI. D. FREETil. 

Breast-feeding 

Sir, — The modern decline in breast-feeding is commonly 
attributed either to the ignorance or to the apathy of the 
family doctor. Many of us, who frequently condone the action 
of the distraught or unwilling mother in “ putting the baby on 
the bottle,” feel that our argument for breast-feeding lacks con- 
viction, knowing the high incidence of breast infection. In 
recent years breast-feeding has undoubtedly carried with it a 
considerable hazard to health. In spite of penicillin and sulphon- 
amide therapy breast abscess still occurs too frequently, and 
we are certainly ignorant of how it does occur. 

It was with this problem in mind that I read Dr. F. Charlotte 
Naish’s admirable book, Breast Feeding. In discussing mastitis 
and its prevention. Dr. Naish (pp. 63 and 127) refers to the 
value to be derived from the study of dairying methods. It 
appears doubtful, however, whether Dr. Naish and her farmer’s 
wife are referring to the same disease process. The “ milk 
fever ” of the dairy farmer has no relation to mastitis, and, to 
the best of my knowledge, the blood-calcium depletion seen by 
the veterinary surgeon in “milk fever” has no, counterpart in 
medical practice. The validity of Dr. Naish’s deductions is 
therefore in question, however successful she has been empiric- 
ally. Dr. Naish has done a notable service in showing what can 
be done in general practice. It is admiration for her work that 
has prompted me to point out this flaw in its excellence. — I 
am, etc., 

Thormon, Fife. - JAMES B. FLEMING. 

“ Cord Round the Neck ” 

Sir, — Further to my letter in the Journal of May 4, 1946 
(p. 701), I have again observed this, abnormality in the same 
multipara with the history of two stillbirths. 

' The patient (7-para) \vas delivered on Nov. 4, 1944, by 
forceps under chloroform of a stillborn female, death being 
caused by torsion of the cord. On March 29, 1946, she 
delivered naturally a stillborn male ; again death was caused 
by the cord round the neck. On Sept. 21, 1947, she gave birth 
to a live-born male child without this abnormality. On June 3, 
1949, a stillborn female child was born naturally with the cord 
round the neck. Again the child had been strangulated. 

1 venture to suggest that delay in the second stage associated 
with foetal distress may be attributable to cord round the neck, 
and, where suspected, should be treated by early caesarean 
section to ensure a live child. 

My thanks are due to Dr. Archibald Neville McLellan for help 
with this patient. 

— I am, etc., 

Harltiill. Lanarkshire, H- P ■ McLaUCHLAN. 
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Fatal Myelitis after Antirabic Vaccine 

Sm, —Dr. I. Ansell (Aug. 14, 1948, p. 338). describing a fatal 
case of myelitis after antirabic vaccine, concludes that " anti- 
rabic treatment should be given only when the correct indica- 
tions are present. A healthy dog should be kept under 
observation for the usual ten days before treatment is begun, 
except possibly in cases of severe bites on the face.” 

As far as I am aware, it is still the practice in most centres 
responsible for treating persons bitten by dogs and other animals 
not to wait until the disease declares itself in the dog before 
commencing treatment, for the reason that, although the virus 
is believed to reach the brain via the nerves, the time it takes 
to do so varies over wide limits (days, weeks, or months). 
Consequently it seems to me that as this rate of travel of the 
virus can only be guessed at in the majority of cases the with- 
holding of treatment for some days may amount to jeopardizing 
the life of the patient, who has no chance of surviving once the 
disease does develop. 

Since the incidence of neuroparalytic accidents following 
antirabic vaccine is one in many thousands and the mortality 
from all types about 25%, 1 cannot help feeling that Dr. Ansell’s 
conclusion is likely to be misleading, and almost comparable 
to advising a patient not to undergo what might prove to be a 
life-saving operation merely because one person in many 
thousands dies unexpectedly during the induction of the 
anaesthetic. 

1 would welcome your opinion on this point, which I feel is 
important, because so few practitioners have a clear idea of 
what should best be done in bites from animals. Rabies is a 
disease in which one cannot afford to take a chance. — I am. etc., 

Hons Korn. E. F. Deck. 

Thiosemicarbazone 

Sir, — The letter from Dr. L. Fish (June 4, p. 1005), together 
with your note following it, is timely. Perhaps the readers 
would be interested to hear that a whole day was devoted to 
the, chemotherapy of tuberculosis at the recent Congress of 
Internal Medicine at Wiesbaden, which 1 attended. The treat- 
ment of pulmonary disease by thiosemicarbazone held an 
extremely prominent place in the papers and discussions, which 
were initiated by Professor Domagk from the pharmaco- 
logical aspect and Professor Hcilmeyer from the pathological 
aspect. 

Apart from the general work on this group of substances 
(which are directly derived from sulphonamides), the only 
reference I know to its use has been in a lecture given in New 
York in .June, 1948, by Dr. D’Arcy Hart. 

-The Germans place these drugs — mainly one which they 
call “ T.B. 1 ” — midway between streptomycin and para- 
aminosalicylic acid in their chemotherapeutic efficiency, and it 
would seem that very much work is needed to be done in this 
country on the subject if our armamentarium in the treatment 
of tuberculosis is to be completed. It is proposed shortly to 
do a small clinical trial with thiosemicarbazone if arrangements 
for its supply can be adequately made, and / this will -be the 
subject of a future communication. — I am, etc., 

London. S.E.12. M. M. NaGLEY. 

Routine Medical Examinations 

Sir, — With reference to Dr. R. Frank Guymer’s letter on 
routine medical examinations (June 4, p. 1007) and the applica- 
tion of Puiheems to industry, I am sure Dr. Guymer would be 
interested to know that we have been applying this system 
at Messrs. Taylor Woods, Ltd., Hosiery Factory, Enniskillen, 
for two years. In conjunction with the personnel department 
a series of profiles for the various jobs have been made. 

We find that the system is almost an essential, as some of the 
jobs are very highly skilled and long periods of training neces- 
sary. We believe it has helped to avoid labour turnover and 
absenteeism. Three hundred and fifty potential employees have 
been examined up to the present. This number we consider 
insufficient, but when the 500 is reached we hope to have some 
figures to substantiate our belief in this system as applied to. 
industry. — I am, etc., 

Enniskillen, Co. Fennanash. HAROLD K.' ARMSTRONG. 
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Marriage Guidance by Doctors 

Sir, — A t the Conference on Marriage Guidance held recently 
at Scarborough I urged the training of doctors in sex problems, 
and. as rather garbled versions of my remarks have appeared 
in the Press, may I restate the position, and suggest a possible 
solution ? 

A recent annotation in the Lancet' commented on the lack of 
sex education given to' medical students to-day. It is a fact 
that in most medical schools no teaching whatever is given 
on the technique of sex, on contraception, on abnormal psycho- 
logy, on pre-marital advice, or on marriage guidance. The 
student’s general training is based on disease of organs and 
not on dysfunction of the individual — still less so when it 
' affects two individuals composing the single entity of a 
marriage. 

Most doctors who have acquired any knowledge of sex by 
the time they graduate do so not by any organized instruction 
on the subject but by private enterprise. When patients seek 
advice on these subjects the doctor is in a dilemma, because 
not only is his knowledge inadequate, but, worse still, he may 
have inhibitions about the subject. As a result it is not sur- 
, prising that Stallworthy and Green-Armytage 1 can quote 4-5% 
of all cases attending sterility clinics as being virgo intacta — a 
figure which I can confirm from my own clinic. 

The following other examples are illustrative of inadequate 
or wrong advice : 

(1) A woman was referred for leucorrhoea. 1 removed a foul 
object, which proved to be an unrolled washable condom. She 
explained that she had been advised at another hospital not to have 
’ more children. The R.S.O. said her own doctor would advise, who 
in tum suggested that her husband go to the chemist and he would 
advise. The chemist merely handed over the sheath, and, not know- 
ing what to do with it, this pathetic couple decided that the vagina 
was the correct place in which to put it. 

■ (2) In two cases referred on account of sterility each patient had 
had curettage under anaesthesia elsewhere, without the gynaecologist 
realizing that she was virgo intacta and that he was the first to 
rupture the hymen. After suitable advice each became pregnant.^ 

(3) In several other cases girls requesting pre-marital examination 
had been told elsewhere to have excision of the hymen. Seeking a 
second opinion before risking an anaesthetic and operation, I was 
consulted and advised digital sell-dilatation, which in a period of 
about 10 days produced an adequate result. Such advice as these 
girls had previously received might be tragic — and yet it is a common 
happening to those who know of the ignorance and general reluc- 
tance of doctors to deal with these problems adequately. 


It is realized that not all doctors are temperamentally suited 
for this type of work. Nevertheless all medical students should 
be given sufficient basic training to enable them to recognize 
the nature of the problems which may confront them later, 
and know where to send such people, even though they them- 
selves may never wish to undertake treatment. The present 
overcrowding of surgeries deters even those few who are 
interested from dealing with such cases. 

> The answer to this problem must be provided in special 
centres at which such work could be undertaken by those fitted 
for. if, and training centres for doctors also established there 
in circumstances where the time available per case would be 
adequate. This would also overcome the ethical problem 
of a doctor who does marriage guidance work being accused 
of poaching on his colleagues’ patients if he sees them 
at his own surgery. It also leads to the conclusion that 
doctors in charge of such centres should have special training 
in marriage counselling, organized and approved by a body 
of established authority. Such a body would appear to be 
the National Marriage Guidance Council, which has already 
worked out a technique of training and has the experience in this 
field of work to appreciate the difficulties. Most emphatically 
the organization of training at and staffing of such centres is 
not a function for a hospital board, local authority, or govern- 
■. ment department ; it is highly delicate work, requiring special 
qualities in both the training and personality of the doctor. 

The problem is an urgent one, and I would urge the imme- 
diate calling together of a conference of interested parties, 
perhaps under the auspices of the National Marriage Guidance 
Council, to study the possible solutions. — I am, etc., 

Manchester. 8. Bernard SANDLER. 

Retcxences 


1 Unccr, 1949. 1.744. 


4 Staltwqrthy, J. (1943). 7. Obitel . Gyr-icc. Bril. Pn-.p , 55, 172- 


London Lock Hospital 

Stft, — We must all join with your correspondent. Dr. 
Raymond Oliver (June 4, p. 1004), in regretting the possible 
disappearance of the London Lock Hospital in its present 
form. Apart from his letter, the medical press has seen a 
number of letters and editorial articles to the same effect 
since the North-West Metro'politan Regional Hospital Board 
made public recently the recommendation that it has under 
consideration to transfer the buildings of the Lock Hospital 
to the West End Hospital for Diseases of the Nervous System. 

Such “change of user” of hospital premises will no doubt take 
place not infrequently throughout the country as the regional 
boards consolidate and co-ordinate their hospital services ; 
these changes are inevitable with the declining demand for 
some types of hospital and the maintained or even increasing 
demand for other types. It is a great social gain that modem 
therapy has made in-patient treatment in venereology less 
necessary than hitherto, though it is sad to see as a consequence 
the need for famous institutions in their old forms pass away ; 
we find this* sad just as our great-grandfathers found the 
inevitable disappearance cf the sailing ship and the stage coach 
equally sad and equally difficult to accept. 

Venereology is not the only branch of medicine to find to-day 
less need for beds ; there has been a similar sudden collapse 
in the demand for fever-hospital beds. Whilst the fever hos- 
pitals are now turning over a high percentage of their beds 
to other work, we may spare a pang of regret for the practi- 
tioners of this branch whose field of future work and interest 
has so suddenly contracted. 

In regretting the changes necessary in some institutions do 
not let us forget the pressing need of those for whom a demand 
continues and who may have less resources than before to meet 
it. That the needs of the West End Hospital for Diseases of 
the Nervous System have been under consideration by the 
North-West Metropolitan Regional Hospital Board has been 
made public. Little attention has been paid in the medical 
press to the serious position of this hospital and its work. 
Before the last war this hospital for organic diseases of the 
nervous system was working in central London to the limit of 
its capacity in neurology and neurosurgery, for the practice 
of which there are certainly not too many beds in London. 
The hospital was divided into two parts — out-patients in Wel- 
beck Street and in-patients in Regent’s Park — and its war risks 
may have been thought to have been minimized by such 
“dispersal.” However, in 1940 its out-patient premises received 
a direct hit, with severe damage, loss of life, and injuries 
to members of its staff. It has not been possible to repair 
this damage since, and only a small portion of the out-patient 
department is now working (still to capacity), Tbe in-patient 
department, standing isolated in Regent’s Park, was totally 
destroyed in 1944 by a flying bomb, with heavy loss of life 
among patients and staff, and it has not since been rebuilt. 
The demand for this hospital’s work has nevertheless continued 
unabated, and the work has had to be carried out under very 
difficult conditions — for example, in beds borrowed from other 
hospitals. 

Whilst we may shed a tear for the Lock Hospital, whose 
needs have lessened, what must our feelings be for the West 
End Hospital, whose tragic damage, in the opinion of a Ministry 
of Health architect, was relatively greater than that of any 
other hospital in London ? If the Lock Hospital buildings 
are used to meet such a necessity, then those with an affection 
for this hospital should be consoled by the realization that 
the buildings will be serving a purpose as high and as valuable 
as heretofore. — I am, etc.. 

Lcr-Onn. W.l. T. ROWLAND HlLL. 


POINTS FROM LETTERS 

Treatment of Varicose Veins 

Dr. J. W. Haughton (Truro) writes : I was very glad to see Dr. R, 
Simpson Harvey’s letter (June 4, p. 1005). I had a large numbet 
of cases (over 2C0) when I was surgeon at the Falmouth Military 
Hospital during the first war. I found, if J emptied the vein by 
elevating the limb, applied a light tourniquet at the upper end, 
injected a large amount of sclerosing fluid and gently forced It into 
the vein, that 1 got best results. 
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SIR JAMES PURVES-STEVVART, K.C.M.G., C.B., 
M.D., F.R.C.P. 

Sir James Purves-Stewart, the well-known neurologist, died 
at his home in London on June 14 at the age of 79. The 
son of Mr. John Stewart, J.P., of Edinburgh, he was edu- 
cated at the Royal High School of the city. He won many 
medals and prizes as a medical student at Edinburgh Uni- 
versity, and graduated M.B., C.M., with first-class honours, 
in 1894. After holding resident posts in the Royai Infir- 
mary his unusual ability led to his appointment as assistant, 
first to the professor of physiology and later to the professor 
of medicine. Stewart, as he was then, began at this early 

date to publish papers on 
various subjects, including 
one on the superficial 
anatomy of the nerves. A 
happily successful guess in 
1895 about the location of a 
cerebellar tumour encouraged 
him, so he recounted in the 
preface to one of his books, 
to launch into the great 
stream of neurology. After 
proceeding M.D. in 1897 he 
left Edinburgh for London, 
where he was for two years 
a resident house-physician at 
the National Hospital for 
Nervous Diseases. At Edin- 
burgh he had acquired a 
sound knowledge of physio- 
logy and medicine. At Queen Square he began to build 
on this foundation a specialized experience of neurology. 

As physician to the Imperial Yeomanry Field Hospital, 
Stewart was mentioned in dispatches for his services in 
the South African campaign of 1900-1. When this war 
was over he visited the medical schools at Jena and Frank- 
furt. Returning to London, he was appointed honorary 
assistant physician to the Westminster Hospital. There he 
resumed teaching, first in pharmacology and therapeutics, 
later as lecturer on his chosen specialty of diseases of the 
nervous system. Soon afterwards he became known beyond 
the bounds of the Westminster Hospital with the publication 
m 1906 of his book The Diagnosis of Nervous Diseases. 
In the preface to the first edition he wrote : “ It is seldom 
in medicine that we meet with diseases in their typical 
forms, at least as described in textbooks. More often 
we have to deal with patients who exhibit signs and symp- 
toms common to several diseases. The present volume 
approaches the subject of diagnosis of nervous diseases 
from the clinical standpoint. . . This book was made 
up chiefly of lectures given to students and graduates, 
with reprints of articles in various journals and many 
illustrations. It broke new ground and was so well received 
that a second edition was called for in 1909 and a third 
by 1911. Each edition was freshened with new material 
and illustrations. French, German, Spanish, and even 
Arabic translations were called for. During the recent 
war, while in the U.S.A., he persuaded the well-known 
Boston neurologist, Dr. H, R. Viets, to help him in revising 
the book. Together they worked on it throughout each day 
for three weeks. The result of this thorough revision was 
sent to England by ship and through an accident of war 
was unfortunately lost for ever in the Atlantic Ocean, 


During the 191*1-18 war Stewart scr\cd in Malta, Galli- 
poli, Salonika, and Egypt. He was consulting physician to 
the Forces in the Mediterranean and Near East theatres. 
He was three times mentioned in dispatches, and was 
awarded the C.B. in 1916 and created K.C.M.G. in 1918. 
In 1927 lie published a work on Intracranial Tumours. 
in which he recorded his experience of 253 cases, of which 
121 came to necropsy. He confined his notes entirely to 
his own observations, and gave no reference to the work 
of other clinicians. This particular book was later trans- 
lated into Russian, Sir James Purves-Stewart was also 
responsible for the neurological volume in the Oxford 
Medicine" series, and for twenty-six years he wrote the 
section on nervous diseases for the Medical Annual. Apart 
from his work at the Westminster Hospital he was honorary 
physician to the West End Hospital for Nervous Diseases, 
the Royal National Orthopaedic Hospital, the Central 
London Throat and Ear Hospital, and the King Edward VII 
Convalescent Home for Officers at Osborne. 

In 1930 Purves-Stewart was intimately concerned with'i 
the report of the discovery by Miss Kathleen Chevasmt 
of a virus in the. cerebrospinal fluid of cases of dis- 
seminated sclerosis. Purves-Stewart gave his own account 
of the investigations, which had been going on for two 
years in the Westminster Hospital laboratories. He claimed 
that the “virus,” Spherula imitlaris. was found in 176 of 
IS9 cases of disseminated sclerosis. He also stated that 
he had treated patients with a vaccine and that improve- 
ment had taken place in 40 out of 70 of these cases. He 
pointed out, however, the fact that patients with this dis- 
ease often had spontaneous remission. Later he published 
another paper, in collaboration with Braxton Hicks and 
Hocking, describing inoculation experiments on animals. 
These studies created much interest but were sharply criti- 
cized. So important would the discovery have been, if 
confirmed, that oilers were made by the Medical Research 
Council and the Halley Stewart Trust to defray the cost 
of repetition of the work in other laboratories. In 
February, 1931, Purves-Stewart dissociated himself from 
Miss Chevassut, because of her refusal in December, 1930, 
to repeat the original observations for the Medical Research 
Council. She did accept, however, premises and facilities 
offered by the Halley Stewart Trust, and 162 cases were 
treated there. The results in 69 of these cases were 
reviewed by Dr. F. M. R. Walshe, who concluded that 
patients so treated were worse off than if they had been 
left alone. By September, 1931, Miss Chevassut claimed 
that the specific organism could readily be maintained in 
subcultures on solid media. The Trustees, reasonably 
enough, wished to examine these cultures, but none were 
forthcoming. Finally in March, 1932, the Trustees had 
no alternative but to abandon the trial and close the small 
institute they had made available for this work. Sub- 
sequently Dr. B. Halley Stewart ( BMJ ., 1932, 2, 326) 
described how the organisms originally said to be present 
in 93% of cases of disseminated sclerosis were detected by 
their discoverer less and less often. Subcultures of tho 
specific . organism ” were also identified as pure cultures 
of the virus of bovine pleuropneumonia., Describing his 
uncongenial task. Dr. Hailey Stewart mentioned that in her 
original paper on the subject Miss Chevassut had described 
her virus as bearing a striking resemblance to that of bo virus 
pleuropneumonia. 

Sir James Purves-Stewart was elected a Fellow of tfw 
Royal College of Physicians of London in 1906 and acted 
as examiner in medicine in 1904-8 and 1922-6. At annual 
meetings of the B.M.A. he served as secretary in 1912 v 
vice-president in 1922, and president in 1931 of the Sec- 
NeuroI °sy- He was a member of several American 
and Continental Societies and the recipient of many scientific 
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honours. He was always proud of his honorary rank of 
colonel, and at the age of 72 he contrived to serve in the 
Home Guard in the recent W3r, writing at that time his 
book Over Military Age. He made his borne for many 
years of his retirement at the Belle Toute lighthouse on 
Beachy Head. Only last year he generously offered to 
present the lighthouse to the Eastbourne Corporation. 

Purves-Stewart was very much of an individualist, and 
not free from the weaknesses common to lesser and 
greater men than himself. Among those who followed 
the same specialty in this country he occupied rather an 
isolated position. His enduring monument is his well- 
known and much used textbook, unique in neurological 
literature and of high value to those trying to master the 
most difficult of all medical arts, the diagnosis of diseases 
of the nervous system, 

C. C. EASTERBROOK, M.D., F.R.C.P.Ed. 

Dr. C. C. Easterbrook, who died in Edinburgh on June 5 
at the age of 82, was for many years physician-superin- 
tendent of the Crichton Royal Institution, Dumfries. 

Charles Cromhall Easterbrook was educated at George 
Watson’s College, Edinburgh, and at Edinburgh Univer- 
sity, where he graduated M.A. in 1887 and M.B., Ch.B. 
with first-class honours in 1892. He was a house-surgeon 
at the Royal Maternity Hospital and at the Royal Infir- 
mary, house-physician at the Royal Infirmary and at the 
City Fever Hospital. He started his psychiatric career in 
1894 under the late Sir Thomas Clouston, and for more 
than seven years he was on the staff of the Royal Edinburgh 
Mental Hospital at Morningside. He proceeded M.D. with 
honours in 1900 and became a member of the Royal Col- 
lege of Physicians of Edinburgh in the same year. He was 
elected a Fellow in 1903, a year after he had been appointed 
medical superintendent of the Ayr District Asylum. At 
Ayr he was responsible for considerable extensions to the 
hospital, and these included a new reception hospital and 
' infirmary which he designed. 

Dr. Easterbrook was appointed physician-superintendent 
of the Crichton Royal, Dumfries, in 1908, and held this 
appointment for 29 years, until his retirement in 1937. 
Under his leadership the Crichton not only retained its 
position among the foremost of psychiatric institutions but 
enhanced its reputation. 

The Crichton had grown very considerably under his 
predecessor Dr. Rutherford, and one of Dr. Easterbrook's 
earliest tasks was to put before his board of directors a 
plan for the future development of the institution, aimed 
at making possible an ideal classification of the patients 
and, incidentally, nearly doubling the bed accommodation. 
The last building of the scheme he submitted as far back 
as 1909 was not completed until 1938. The directors did 
him the honour of naming this building after him, and 
Easterbrook Hall will remain a fitting memorial to his life- 
long devotion to the mental invalid. The operating theatre 
and x-ray room, departments for hydrotherapy, physio- 
therapy, and occupational , therapy, a swimming-pool, 
gymnasium, concert hall, cafe, library, and even a hair- 
dressing saloon all show the foresight of the man who 
planned all these things so many years ago. He was to a 
large extent his own architect, and in his buildings he incor- 
porated all that he had found best in the Continental mental 
hospitals and clinics. Dr. Easterbrook made many contri- 
butions to the literature, and in 1925 he delivered the 
Morison Lectures to the Royal College of Physicians of 
Edinburgh, choosing as his subject “ Mental Invalids." 
After his retirement in 1937, as a labour of love he com- 
piled the Chronicle of the Crichton Royal, a comprehen- 
sive review of the growth and activities of the hospital 
throughout the century from its inauguration in 1837. 


British 

.Medical Journal 


Dr. Easterbrook married in 1905 Ann Elliot Thomson, 
daughter of the late William Thomson, of Clovensford, 
Selkirkshire, and she survives him with a son and daughter. 

Professor R. J. A. Berry writes : The death, after a long 
crippling illness bravely borne to the end, of Dr. C- C. 
Easterbrook has deprived the mental service of Scotland 
of one of its great personalities. 

His memory will last, I take it, as long and even longer 
than the Easterbrook Hall at the Crichton Royal Institu- 
tion. But it is not for his work that I lament his passing. 
It is rather for those personal qualities which so endeared 
him to contemporaries who knew him as intimately as I did. 
On Jan. 19, 1900, there met together at 21, Heriot Row, 
Edinburgh, and for the first time, seven young Edinburgh 
medical graduates, who then and there formed themselves 
into a small literary club which they termed the Heptagon. 
Meeting at each others’ houses during the winter session, 
it was the duty of the host to provide the mental and 
physical pabulum for the evening, the whole bonded and 
cemented together by the best of friendships. Charlie’s 
death confronts the writer with the melancholy fact that 
of the original seven members he is now the only survivor. 
But there must surely be some who have .memories of 
Andrew Balfour, J. W. Dowden, C. C. Easterbrook, J. S. 
Fowler, C. B. Ker, and A. Logan Turner. It was Balfour, 
the Sir Andrew of a later day but then known to us as 
“ Beefy,” who read the first of the Heptagon papers on 
Graham’s The Social Life of Scotland in the Eighteenth 
Century. And now Charles Easterbrook, too, has gone. 


Dr. Isaac Fletcher died at his -home in Workington, 
Cumberland, on May 28, at the age of 85. He was bom at 
Seaton, close to the town of Workington where he practised. for 
sixty years. He graduated M.B., C.M. at Glasgow in 1890, 
took the D.P.H., and soon settled down to a long life in 
general practice. He always worked hard, but he crowded 
many other interests into what little spare time he had. He 
was essentially a family man, and was very happy to see his 
five sons carrying on the best traditions of the medical and 
dental professions, while his daughter formed the last link in 
a strongly united family circle. As would be expected, his 
hobbies were directly concerned with the welfare of others : 
he was an exceptionally keen worker in the SL John Ambulance 
Brigade, a Rotarian, ‘and a Freemason, and he reached the 
highest ranks in all these brotherhoods. He was, too, a life- 
long teetotaller and non-smoker, and never ceased to support 
the temperance cause. Dr. Isaac Fletcher had little time to 
* spend on games, but he was a keen Rugby Union footballer 
as a young man, and he ultimately became life president of the 
Cumberland Rughy League. He was not a big man physically 
but kept his trim figure all through his life. He was no 
motorist, and cycled his rounds practically up to the last. His 
capacity for life in all its aspects was immense — for. example, 
in the first world war be looked after three practices, acted 
as school medical officer, and sat on recruiting boards. He 
practised for many years in the days when the G.P. had to 
deal with everything which came his way ; major surgery, 
obstetric emergencies, and anaesthetics were all pan of his 
daily routine. He was an artist in the use of chloroform, 
and his records with that anaesthetic will stand comparison 
surprisingly well with those of its modern counterparts. An 
outstandingly able example of the old type of doctor giving 
devoted and excellent service to the community. Dr. Isaac 
Fletcher was a kindly man, and his colleagues never hesitated 
to rum to him for help. A wise man, too. his counsel on any 
problem was worth having, and the dividing line between right 
and wrong was clear as crystal to him. The crowded church 
and the hosts of mourners at the graveside showed how great 
was the affection and respect felt for a man who had long 
outlived his generation, and yet died in the midst of a com- 
munity which loved him and which will miss him as no other 
man in Workington could be missed. — A. G. A. 
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USE OF TITLE M.D. 

[From Our Medico-Legal Correspondent) 

Section 40 of the Medical Act, 1858, does not forbid practice 
by the unqualified, but attempts to enable the public to dis- 
tinguish between qualified and -unqualified practitioners. It 
prescribes penalties for the offence of wilfully and falsely 
using certain well-recognized titles, of which doctor of medicine 
is one, or any description implying that the user is registered 
under the Act. Doubt had always existed until recently 
whether a practitioner who has the degree of doctor of medi- 
cine of a reputable foreign university but is not on the British 
Medical Register commits an offence if he uses that title. When 
a recent prosecution brought the question before the High 
Court for decision, the Lord Chief Justice considered it so 
important .that he convened a full King's Bench Divisional Court 
of five judges to hear it argued. 

Dr. William Luftig was originally Austrian, and obtained the 
degree of M.D. of Berlin University in 1913. He said that he 
became a British subject by naturalization in 1938 and practised 
in London and Northampton and from 1944 in Brighton, where 
he specialized in ophthalmology. He originally used on his 
plate the description “ M.D. Berlin,” but after he had received 
threatening letters and had had swastikas painted on his house 
he adopted the abbreviation " BLN.” He had written four 
books in English on eye diseases, and in these he is described 
as “William Luftig, with the addition underneath in 

small lettering of the words “Graduate of the University of 
Berlin.” He was not on the British Register, although he 
could have applied for registration under the Defence (Generali 
Regulations, 1939. Mr. Thomas Stanley Younghusband, on 
behalf of the Medical Defence Union, preferred an information 
against him before the Brighton justices alleging that on 
May 25, 1948, and subsequently, he falsely used the title of 
doctor of medicine and the description M.D., thereby implying 
that he was registered under the Act of 1858. The justices 
held that no offence against Section 40 had been committed 
and that the use of the letters M.D. BLN did not imply that 
he was registered. The prosecutor appealed to the High Court. 

The case for the prosecution, argued by Mr. Cecil Havers, 
K C., was that Dr. Luftig was not a doctor of medicine within 
the meaning of the Act, and that, if that were so, he had 
contravened the section by wilfully and falsely using the letters 
M D. after his name ; that the use of those letters implied 
that he was registered under the Act of 1858 and that, as he 
was not, that use constituted a similar contravention of 
Section 40 ; that the initials BLN were unknown in this country 
as an abbreviation for Berlin and there was no evidence that 
they were so known elsewhere ; that BLN by itself was meaning- « 
less and implied that Dr. Luftig held a separate degree so 
described, and that M.D. stood alone and meant that he was 
an English doctor. of medicine registered under the Act. .Mr. 
Havers submitted that it was unlawful for anyone to use the 
letters M.D. unless he was a registered medical practitioner or 
possessed a qualification entitling him to be registered. It 
wouidnot have been sufficient to avoid an offence if Dr. Luftig 
had used the full word Berlin after the M.D. Alternatively, 
there would have been no offence in his description of himself 
had he not engaged in the practice of medicine. 

Mr. D. E. Evans, who appeared for Dr. Luftig, submitted 
that tire true construction of Section 40 was that it prohibited 
the use wilfully and falsely of any of the specified well-known 
descriptions by someone who had no right or title or claim to 
them. That was not so in this case, for Dr. Luftig held the 
qualification of a recognized foreign university. If a man had 
a genuine degree in medicine of a well-known university he 
committed no offence under the Act if he described himself 
as M.D., even if he did not add any indication such as “ Berlin ” 
or “ New York," for he had said nothing that was false. Dr. 
Luftig had used the letters BLN in order to avoid drawing 
unnecessary attention to his former nationality. His motive 
was not related to extending his practice or to defrauding the 
public in relation to his right to practise. 


Hie Court's Judgment ^ 

The court reserved its judgment for a week, and the Lo-'4 
Chief Justice, reading it. said that there vv.iv no doubt that the 
justices had considered that ihe diploma produced by Dr 
Luftig u as a diploma granted by a genuine university. the 
term "doctor” was now commonly used to mean any medical 
practitioner, but when it vi.^ used in conjunction with some 
parlicuhr branch of learning it meant one who in any faculty 
had attained to the highest degree conferred by a university. 
A person who described himself as a doctor of medicine repre- 
sented that he had had that degree conferred on hirn b- a 
university as the result of competent examination. The courts 
would know how to handle an imposture consisting of the use 
of the description doctor of medicine on the strength of a 
piece of parchment and a hood bought from some commercial 
concern. The Medical Act of 1886, providing for reciprocity 
with foreign universities, did not apply in the present case 
because it had never been applied by Order in Council to 
Germany. Much of the difficulty surrounding the present 
question came from the opening words of Section 40 : “Any 
person who shall wilfully and falsely pretend to be. . . . 
Other statutes concerning other professions, such as those of a 
solicitor or a dentist, did not contain the words " wilfully and 
falsely.” If Mr. Havers's contention that the title “doctor of 
medicine ” could only be used by a registered person was right, 
it would be an offence for the Regius Professor of Medicine 
at one of our great universities, who might not have taken 
steps to be registered because he had no intention of practising, 
to describe himself as a doctor of medicine. Counsel had also 
submitted alternatively that the Act at least prevented a man 
from using the title unless he was qualified to be registered ; 
but the Court could find no words in the Act to support that 
contention. A man could be registered only if he possessed 
certain qualifications ; but if he used a title which would imply 
that he was registered, he would commit an offence if he were 
not in fact registered, however qualified he might be. 

The full court had been convened particularly because the 
judgments in the earlier case of Jtitro/t v. Burrow (1939) con- 
tained some dicta which appeared to conflict, with earlier 
authorities which had not then been cited to the court. Jtilson’s 
case seemed to contain an absolute prohibition against the 
use of the description “ doctor of medicine " by an unregistered 
person who had a genuine doctorate ; but that case was dis- 
tinguishable from the present one, as that practitioner had been 
medically unqualified besides being unregistered. The earlier, 
cases before /arson v. Barrow represented an unbroken line of 
authority from 1S60 to 1899 to the effect that to commit an 
offence against Section 40 the defendant must have acted 
wilfully and falsely ; that it was for the justices to decide 
whether he had done so ; and, also, that he did not commit 
an offence if he honestly believed that he was within his rights 
in describing himself as he did. He must, of course, have a 
reasonable ground for his belief. The presence or absence of 
the “ guilty mind ” must be tested on ordinary principles and 
in the light of common 'sense. 

Dr. Luftig had a genuine degree of doctor of medicine con- 
ferred by a foreign university. There was therefore no reason , 
why he should not use that title, and the justices had been 
amply justified in finding that he did not use it wilfully and 
falsely. If Dr. Luftig described himself as “ M.D. Berlin,” 
then, clearly, on the authorities, he was entitled to do so and 
committed no offence ; he was describing himself as what he 
was, and the addition of the word “ Berlin ” showed that he 
vvas not claiming to be possessed of one of the degrees "men- 
tioned in the Act, and, therefore, did not represent that he 
was registered. The real difficulty in the case was his use 
of the abbreviation “ BLN.” The authorities, however obliged 
the court to hold that it was for the justices to decide whether, 
in so doing, he had acted falsely and wilfully, and they must 
be taken to have found that he did not so act. 

*1 he justices had further found that the description “ M.D,, 
BLN did not imply that Dr. Luftig was registered. They 
might have decided that point the other way, and the court 
hoped that Dr. Luftig would not in future use that abbreviation. 
As there was some evidence on which the justices could find 
that Dr. Luftig had not acted wilfully or falsely, it followed 
that the appeal must be dismissed. The cases were in a 
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Aureomycin Hydhochloriuc Lederle 
gives promise of being one of the 
most versatile antibiotics yet dis- 
covered. It is a potent antibiotic 
against many Gram - negative and 
Gram-positive organisms and against 
primary atypical pneumonia. 
AuREOirYCix has been found useful 
in the control of infections caused 
by penicillin-resistant Gram-positive 
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cocci (especially staphylococci), and 
infections caused by coli-terogenes 
bacteria. It is also highly specific 
against rickettsial infections. 
Aureomycin has been used successfully 
against infections that have become 
resistant to penicillin, streptomycin, 
or sulphonamides, and in patients 
rvho exhibit severe and uncontroll- 
able sensitivity to these latter drugs. 


ADVANTAGES 

Aureomycin exhibits che following advantages : — Essentially non-toxic 
(excepting allergy) . . . Unlikely to produce fastness In pathogenic 
organisms . . . Effective against many organisms previously in- 
susceptible to chemo- therapy . . . Available in oral . . . and 
topical ophthalmic dosage forms. 

CAPSULES: Vials of 16 capsules each containing 250 mg. 
OPHTHALMIC : Vials of 25 mg. with dropper assembly ; solution 
prepared by adding 5 cc of distilled water. 


LEDERLE LABORATORIES. DIVISION 


^^anaTTiu/ ffsiockicij 


BP.ETTENHAM HOUSE - LANCASTER PLACE ■ W.C.2. 




Advertisement 


BRITISH MEDICAL JOURNAL 


Jem 25. 19W 



The discovery of 'Nilodin* is an important advance in the 
field of tropical medicine. The ad vantages of this ne.v com- 
pound are such that it promises to become the drug of 
choice in the treatment of Schistosoma hxmatcbium infestation. 

• 90 per cent cure rate has been obtained * 

• Hxmaturla ceases within 48 hours 

• Course of treatment only 3 to 6 days 

• Hospitalisation unnecessary 

0 Patients rapidly rendered non-lnfectlve 


m 


€ 
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• Low toxicity 

• Mass treatment of communities possible for the prst time 

• Effective orally 


' Nilodin' is also effective to a lesser degree in the treatment 
ofS mansoni infestation. The compound is issued as 200 mgm. 
compressed, enteric-coated products, in bottles of 30 for 
individual treatment and 500 for mass treatment. 

* Lancet, 19-59, I, 34-5 
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AOTHISAF5 ’ CREAM 
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brand ' 

ANTI H1STAMI NIC The local application of ‘ Anthisan ' 
Cream in the palliative treatment of skin manifestations of allergic 
and sensitization reactions is justified by its ability to neutralize the 
local effects of histamine by reducing oedema and relieving pruritus. 
The outstanding value of * Anthisan ' administered systemically 
is clearly established and, in appropriate cases, combined local 
and systemic treatment would appear to be the most promising 
method of obtaining speedy relief of symptoms. 


ANTIPRURITIC The powerful local 
analgesic action of 'Anthisan' has suggested the local application of the 
Cream in various dermatoses characterized by intense pruritus, but 
not necessarily of allergic origin, and there is clinical confirmation of 


Its value in such cases. 


OUR MEDICAL INFORMATION DIVISION, 
WILL 8c PLEASED TO SUPPLY A COPY OF 
THE MEDICAL BOOKLET 'ANTHISAN' 

ON REQUEST 


•Anthisan 1 Cream (2 per cent, mepyramine 
maleate) is supplied in I oz. 
collapsible tubes and 
16 oz jars 



B.M.A. EXHIBITION 
HARROGATE;^* 

June 27 tii^- July*. 1 st 

see the M&B exhibit's^ 

on STAND No. . 66 $^ 




manufactured by 

■ MAY & BAKER LTD 

distributors PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD., DAGENHAM 
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complete fog, and their Lordships thought the time had come 
when the position might be clarified by further legislation 

Comment 

The most difficult element in this important case was, of 
course, the absence of a clear prohibition against practice by 
an unregistered person, and the presence in its place, in Sec- 
tion 40, of the prohibition against the use of titles suggesting 
registration, with the requirement of proof of a guilty intent 
The Court’s decision settles a question which has been per- 
plexing the profession and their legal advisers for the best 
part of a century, but it also legalizes the use of a variety 
of titles conferred by reputable foreign universities without 
specifying their source What, also, is the position if a practi 
tioner calls himself M D on the strength of a doctorate con- 
ferred by a Dominion university which is reputable enough 
but the medical qualifications of which the General Medical 
Council will not for the moment accept for registration, perhaps 
because the teaching or the examinations do not come up to 
the Council’s standards 1 Will a court be asked to say that 
use of the title M D conferred during the period of the 
Council s displeasure infringes the Act although one conferred 
at another time is registrable 1 

It is probably too much to hope that Parliament will find 
time for the legislation suggested by the Court or that if it 
did it would restrict the practice of medicine to registered 
persons , but much trouble would be saved if it would remove 
the requirement “wilfully and falsely” and make the use of 
an unregistered title unlawful irrespective of motive Regius 
professors of medicine, presumably, could safely be left to 
look after themselves 


Universities and Colleges 


UNIVERSITY OF OXFORD 

In a Congregation held on June 4 the following degrees were 
conferred 

D M, — P S Buckley, •£ H Brown 
BM-P S BucUey 

• In absence 


UNIVERSITY OF WALES 


The following candidates at the Welsh Nauonal School of Medicine 
have satisfied the examiners at the examination indicated 


Tuberculous Diseases Diploma — I L Brigs* A R Corrado K B Gere, 
•E H. Horton. S C I-aha. -D R Lewis AWE Xtoreira D R Nagpaul, 
K. Z Nowak, BEX Scallan, S D Shanna \1 H Shenf, N M Smha, ’J M 
Smith 

* With distinction 


UNIVERSITY OF LEEDS 

W K J Walls, MB, Ch B , has been appointed Lecturer in 
Anatomy in the University 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on June 9, with Lord 
Webb-Johnson, President, in the chair, the Honorary Medal of the 
College was presented to Mr Arthur Sims, Professor F Wood 
Jones, and Professor W E G>e 

A Certificate of Honourable Mention for his Jacksonian Essay 
was presented to Mr C G Rob 

The following were co-opted to the Council for the 'ear 1949—50, 
representing the branches of practice indicated in parentheses Dr 
H Guy Dam (General Practice), Mr J M Wyatt (Gynaecology and 
Obstetrics), Mr V. E Negus (Oto-laryngology), Mr A D Marston 
(Anaesthetics), Mr J H Doggart (Ophthalmology), Professor R V 
Bradlaw (Dental Surgery), Mr B W Wmdeyer (Radiology) 

Dr H D Ross was appointed as Lecturer m Pathology in the 


College 

Diplomas 

candidates 


of Fellowship were granted to the following successful 


C W F Bumctt.W H H J dsW deWytt.R D EAing,G W V Grcig,J M Mi 
Drew, P H Jaycs H H W Jackson, B D Stutter, E- N Owen, Mary Savory, 
J R. Hudson, G R Fisk, H M Jamison, J P Jackson, W H. W Jayne, E. P 
Kemnscy R T Hmde PAL, Roberts, M Hershmaa, H P Jones, M. Bates, 
R C. Bell D H C Harland, C C K Smith, J H Peacock, P H Wood, P B 
Counsell, D H Teas dale J Wilks, T L. Schofield, T O Candler, J H, L. 
Ferguson, T G Harvey, G C Lloyd Roberts, JL O Thomas, H Davis, M. P 
Pick H H assaJ I, T B Smith, C H Barnett, N G McGuire J L. Wakekn, 
R e’ Connor, M R \V illiams, R D de Verc, D H. V. oodhead, C H- de Boer, 


W.IL^.FWP Dixon, W Henchcl], VV G Schulze, D J WaUrsloc, 
7 T P„ Ke S y D J ^ P Sandtaiagnu J R. Fiyliiwk, K. C McKeown, A Y XlaW 
1 n P K Duraisw ami F B Korku. VV R. McKeclmie, J A- B Thcm^ 

J D Hallnsy, K. Harmon, J R. Xlagarey, D XL Mormsey, C J Rmtom^Y 
G R. Yarwood, VV R Carswell, B XI Hay, F L Herbert, J D Sidey, S CF, 
Stephenson, F R Zariik , H. K Bounu, H. L Branov, T C H. Davies, K N 
A,¥j lyap v’ A t 1 G C McKenzie, N S Rao, E A. Turner, a! G A 

Albers, A Glass, N C Newton, H L Rees, C R E Stephens, C Balaknshnan, 
S de C Barclay, G G Ferguson, J B Foster, N A Fouler. H W GowhSiZ 
VV ^ U H. Jones. H.H.XUrza,D VV H-Ruddick, 

W A, Wilson, G Y Akravn, VV Burnell, O O Coupe. I D Henderson, E R 
w J S Vie Ivin, A F Robinson. F Robinson, P J XI van XLctt 
D J Wutth, D Yassa, L F BarueU-Clarke, N K. Connolly, XI Freeman] 
1 j c Frew, N S Hooton, S Konar J \1 Lansham, D W XlcG Ponley 
J H. Saunders, Barbara F Smith, XI R Stanley, J K. Wall, A R Anscomte 
P F Boreham, R Breariey, J E Cntchley, R. B Lynn, S Sea 


Diplomas of Membership were granted to Eleanor H Barrington 
Thelma W Daffom, and S N Mathur 


Dr C W Freeman (U.S.A ), Colonel J L Bernier (USA), Dr. 
R Ahmed (Calcutta), Dr. N N Bery (Delhi), Dr V M De>ai 
(Bombay), and Dr H P Moolganonkar (Bombay) were eleuxl 
Fellows in Dental Surgery 

A Diploma in Tropical Medicine and Hygiene was granted jo.n.iy 
with the Royal College of Physicians of London to Y G Andelal 
Diplomas in Medical Radio-diagnosis, in Medical Radiotherapy 
and in Anaesthetics were granted jointly with the Royal College of 
Physicians of London as follows 


d V n C , ~vL.5z-LiA0-.1n1s —U h Konger p Cliff, J F Donerty. 

P K. D Edmunds, A. Giordam T Griffiths, P K Haidar. D L Hzmes B a 
Hamson, Hung-Chin Ho. G T Holroyd, G A MacDonald, J P XIacLauzbLn. 

F Mareb. T L C Pratt, S P Robson, F G XL Ross, J Rubin. Jean M* 
Sheach. J A. | biers G XI Sinclair, D S Singh, C C Smith. R. S Smuh, PHD 
Stone, Z L. Szur, R J S Walker, A. S Whitehead, F B Wnght 

Diploma ls Medical Radiothzhapv.— I G D Bell, W H Bond L F J 
Churchill Davidson, L Cohen, XV ; T - . ■ V Kona, r, r- J 

Gooldcn, G F Green, S Kramer, ' 

Marjone S MiLln, R F Parfitt, J ■ , 

Diploma is Anaesthetics. — D C Adamson, T D An Ivor 
D K. BalhnjsaU. D Beaton, F W Chippie. Condom' XlaL?«R’ 

Connolly Elizabeth S N Fenton E. N S Fry. K B Givnn. J J 
C B Holhad, C D T Jamei, R. D Levis, O L Lewis, S Lipton. W G G & Loyn! 
L H McDonnell, W G McEwen, B H McGuirk, E S Macbell H G Midd£ 

J°G W^£k?H Y Wisharf R “ d ’ M E Samrah ’ R ' G S >^' 1 E Tees, 

The following hospitals were recognized under paragraph 23 of the 
F R C S regulations Bromley Hospital (Senior and junior house- 
surgeon), Cirencester Memorial Hospital (Senior house-suigeoni 
(until June, 1950), Famborough Hospital (Registrar to ear, nose ana 
throat unit). Central Middlesex Hospital (Surgical registrar cto- 
rhino laryngology) 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 
The following have been admitted as Fellows of the College. Honor 
M Purser, J A O Sulhvan, S P Dundon, B G Alton, B Mayne 
The following have been admitted as Members of the College 
W L Burrowes, C P Dempsey, R S Garewal, J B Lyons M A 
Majekodunmi, B E Swam, J M Taylor, E L Wilson M B 
Conlon (in absentia) 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS , 

At a meeting of the Councd of the College held on May 23, w,ih the 
President, Sir William Gilbatt, in the chair, the folJow’ing were 
elected to Council to fill vacancies caused by retirement, statutory and 
otherwise As representatives of the Fellows Professor O Doncl 
Thomley D Browne (Dublin), Mr George Frederics Gibberd 
(London), Professor Hilda Nora Lloyd (Birmingham), Mr John 
Enc Stacey (Sheffield) As representauves of the Members Mr 
Gavin Boyd (Belfast), Leslie Boalnron Patrick (Sheffield) 

The following were admitted to Fellowship of the College DorD 
C Bates, R B Charlton, K M K Duff, M D A Evans JDS 
Flew, B Gilbert, J W Johnstone, W I C Moms, Margaret M 
Nolan, C K Vartan, W Waddell, R G Worcester 
The following were admitted to Membership of ihe College 
G McG Barr, A C Barthels, D W Bcntmck, B Bhatiacharya, 
D K Black, Kathleen M Bower, Muriel Brighton, C H Brown 
J M Buchanan, D P Cocks, H J A. Conte-Mendoza, E Cope] 
S E Craig, F A L da Cunha, F B Davidson, J Dei, F Denny, 
N. S Devi, C J Dewhurst, Kathleen A. Dru Drury, J G DumouLn 
J M Duncan, L T El Badn, B H Elhs, H R England, 1 B Farts. 
B J Frankenberg, J S Fraser, W K Frewen, H. G FurneU, L w’ 
Gall, G B Gibson, L S Glass, Cecilre Grerg, G T H Hams E I 
Holloway, C G Irwin, W H Larrd, R G Law, Silvia C Lewin, 
Ethna W Little, L E LoUmer, R L Lunt, J G McCarroll, H. A 
McCredie, J A McGhie, J F Mclnerney, R M McIntosh I D 
Manntyre, A A. McKtrdy, A. T McNeil. D S Mathews, G 
Mitchell, J E E. Morgan, N F Moms, N Noble, A. F Pearson, 
H E Petlew, H K Porter, D A Ranasmghe, B C M Reed, 
J S Reid, W. A. Robson, E S Rogers, J K Russell, H Saveed! 
C R. Slummg, D F Smith, R. B C Stevenson, A. S Snbra mam, 
J Sucbct, B M Sutherland, Eleanor Tennant, Mary E Tighe. Mary 
U Wilkin, E O. W illiams . E G 7irV< 
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INFECTIOUS DISEASES AND VITAL STATISTICS’ 

We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended June 4. 

Figures of Principal Notifiable Diseases for the week and those for the corrc« 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland (d) Eire, (c) Northern Ireland 
Figures of Births and Deaths, and of Deaths recorded under each Inft ctioas disease, 
are for : (a) The 126 great towns in England and Wales (including London), 
b) London (administrative county) (c) The 16 principal towns m Scotland, 
d) The 13 principal towns in Eire (e) The 10 principal towns in Northern Ireland 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return availabU. 



1949 1 

! 948 (Corresponding Week) 


(a) 

(b) 

(e) 

(0) 

M 

(a) 

(b) 

(C) 

(«1) 

(e) 

Cerebrospinal fever 

27 

1 

14 

3 



42 

6 

' 20 

T 

1 

Deaths 


1 

1 




1 

— 



Diphtheria 

93 

9 

40 

1 

4 

166 

17 

36 

13 

4 

Deaths 

3 

1 

— * 

— 


1 

— 

— - 

— 

— 

Dysentery 

99 

7 

48 

— 

1 

95 

18 

64 

. 



Deaths 




— 







— 

Encephalitis ’ethargica, 











acute 



~ 

— - 

— 

— 

. 

1 


— — 

Deaths 


— 





— 




Erysipelas 



27 

7 

2 



34 

11 

8 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 











year* 




34 





12 


Deuhs 

20 

3 

4 

— 

— 

33 

3 

8 

— 

— 

<«• 

9,773 

1083 

457 

236 

172 

10,824 

818 

195 

162 

74 

Oainst 



_ 

2 




— 

— 

— 

Oph» L 'jlf /a neonatorum 

28 

1 

7 

i 



58 

7 

5 





■da-ahs 











Pan phoid fever 

7 

1 

, 

2CB) 



2 



1(B) 

1(B) 



Deaih* 


~~ 

— 

— 

— 


— 



" 

Pneumonia influenzal . 

493 

23 

6 

5 

5 

479 

19 

3 

6 

2 

Deaths (from influ- 











ema)X 

15 



— 

— 

3 

— 

, — 

— 

— 

PaeumniTJ, primary . . 



180 

27 




180 

51 


Deaths 

140 

22 


4 

3 

175 

31 


12 

7 

- Polio encephalitis, acute 



. 




1 





Deatns 











oho nyehtis, acute 

13 

1 

5 

, 



21 

4 

1 

2 



O-ubsl 


— 





1 




Puerperal fever . 




7 




2 

14 


„ 

Deaths 









i 


Puerperal pyrexia!! 

85 

7 

2 

! — 



130 

7 

12 


, 

Deaths 


— 





~ 1 


| 


Relapsing fever 






. 

__ 

— 





Deaths 











Scarlet fever 

1,242 

90 

174 

72 

36 

1,547 

107 

257 

37 

36 

Deaths! 




— 







Smallpox 







, 

, , 

, 

— 

, 




Deaths 




~ 1 

— ; 




— 

“ 

Typhoid fever 

4 






J 

1 

— 

— 

4 

\ 

Deaths 

— 

- 

— 




— 

— 

— 


Typhus fever 









— 

, 



, 

Deaths 




— 

— 




— 

~ 

Whooping-cough* 

2,178 

! Ill 

129 

1 164 

73 

3,207 

243 

i 51 

96 

1 19 

Deaths 

( 

I 

1 

2 


4 

' 1 

. — 

l 

— 

Deaths (0-i year) 

254 

l 34 

f 33 

1 21 

9 

29S 

1 41 

f 49 

1 25 

i 17 

Infant mortality rate 











(per 1,000 live births) 











Deaths (excluding still- 











births) 

4,501 

> 671 

563 

! 15S 

1 101 

4,218 

1 683 

! 617 

174 

1 120 

Annual death rate (per 











1 ,000 persons living) 

j 


n : 

l 9 S 

) 



121 

1 IQS 

) 

Live births 

-j 

bv 

o 

7 1261 

i tool 

5 46- 

i 24: 

i 7,92- 

1 125: 

l 953 

! 45< 

» 293 

Annual rate per 1,000 











persons living 

1 


20 : 

2 28 ! 

J 



19: 

1 28 : 

5 

Stillbirths 

19 

0 2: 

5 31 

3 


is: 

7 1! 

? 3‘ 

1 


Rate per 1,000 total 











births (including 











stillborn) . . 



2' 

9 




3* 

t 



• Measles and whooping cough are not notifiable la Scotland, and the returns 
are therefore an approximation only 

f Deaths from measles and scarlet fever for England and Wales, London 
(administrative count) ), will no longer be published. 

X Includes pnmary form for England and Wales, London (administrative 
county), and Northern Ireland 

§The number of deaths from poliomyelitis and poho-cncephahtis for England 
and Wales. London (administrative county), are combined. 

\ Includes puerperal fever for Fngland and Wales, Eire, and Northern Ireland. 


EPIDEMIOLOGICAL NOTES 

Typhoid Fever at Fullum 

Five cases, of typhoid fever are now known to have occurred 
in Fulham M.B., in children between the ages of 4 and 14. The 
dates of onset were between May 2 9 and June 5. One patient, 
a girl aged 10, died. A few suspects admitted to hospital at 
about the same time have now proved to be free from infection. 
All five children were living close to each other in the south- 
east part of the borough and all have been shown to be infected 
with the same organism, Vi-phage Type DI. The usual inquiries 
have failed to bring to light a common aliment, although all arc 
known to have eaten ice-cream from itinerant vendors about the 
presumed date of infection. 

Discuvsioii of Table 

In England and Wales increases were reported in the notifica- 
tions of measles 190 and dysentery 14. Hierc was a decrease 
of 433 in the notifications of whooping-cough. 

The largest increases in the incidence of measles were London 
130 and Middlesex 98 ; the largest decreases were Kent 247, 
Yorkshire West Riding 116. and Derbyshire 92. The only 
notable change in the returns for scarlet fever was a decrease 
of 29 in Yorkshire West Riding. There was very little change 
in the notifications of diphtheria ; a decrease of 5 in London 
was the largest variation. The chief feature of the notifications 
of whooping-cough was a decrease of 94 in Warwickshire. 

Notifications of dysentery rose front 16 to 67 in Lancashire. 
The chief outbreaks in this county were Oldham C.B. 39, Liver- 
pool C.B. 11, and Chadderton U.D. 11. A large outbreak of 
food poisoning with 161 eases was notified in Yorkshire West 
Riding, Bradford C.B. 

In Scotland there were decreases in the notifications of 
measles 140, whooping-cough 34, and scarlet fever 15. There 
were increases in the incidence of diphtheria 17 and acute 
primary pneumonia 15. In the city of Glasgow the notifica- 
tions of diphtheria and dysentery respectively were 12 and 10 
above the totals for the preceding week. 

In Eire the notifications- of whooping-cough increased by 
50, and the notifications of diarrhoea and enteritis decreased 
by 9. The rise in the incidence of whooping-cough was due 
to small outbreaks in the rural districts, notably Dublin, Cill 
Droichid No. 2 R.D., 21. 

In Northern Ireland the largest variation in the returns of 
infectious diseases was a rise of U in the notifications of scarlet 
fever. 

Week Ending June 11 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,090, whooping-cough 
1,806, diphtheria 81, measles 9,249, acute pneumonia 416, 
cerebrospinal fever 28, acute poliomyelitis 17, dysentery 53, 
paratyphoid 24, and typhoid 9. 


Medical News 


Visitors to Colombia 

Mr. Ronald W. Raven and Dr. Laurence H. Morris have recently 
returned from Colombia, where they spent five weeks in the university 
teaching hospitals of Bogota, Medellin, and Cartagena. Mr. Raven 
delivered a course of lectures on the surgical treatment of cancer 
and performed operations for this disease. Dr. Morris gave lectures 
and demonstrations on anaesthesia. This is the first occasion on 
which a British surgical mission has visited Colombia ; the invitation 
was given by the National University. Mr Raven was elected 
honorary professor of the National University The honour was con- 
ferred at a special meeting of the Academic Council of the university 
at which the British Ambassador was present. The honorary 
professorship has been given on seven pievious occasions, but not 
before to a British subject 

Analysis of Public Health Nursing 

The Nuffield Provincial Hospitals Trust, which has been conducting 
a detailed job analysis of the work of hospital nurses, will conduct a 
similar investigation in the field of public health nursing. This 
includes health visitors, home nurses, school nurses, tuberculosis 
visitors and nurses, and clinic nurses. It does not include midwives 
A pilot survey will be carried out in six areas in England and Wales 
and two in Scotland (in Dundee and Lanarkshire) to test the method 
of analysis, after which the survey wall be extended to a large number 
of areas throughout the country 


June 25, 1949 


MEDICAL NEWS 


Bums 

Medical Joiulnax. 


1147 


New Journal for Industrial Nurses 
A new quarterly journal entitled Journal for Industrial Nurses 
comes from the Nuffield Department of Occupational Health at the 
University of Manchester It will help nurses working in factories 
and industrial areas to understand the hazards peculiar to industrial 
life The first number includes an article on “The Nurse in Her 
Treatment-room,” by Professor R E Lane, and an account of 
** Health Problems Incidental to Pottery Manufacture in North 
Staffordshire,” by Dr Andrew Meiklejohn Dr R S F Schilling 
discusses “ A University Department of Occupational Health " 

Medical Visitor from Greece 

Professor Charles Alexandndis, professor of clinical medicine in 
the University of Salomca, armed in London on June 14 under the 
auspices of the British Council to observe progress in general clinical 
medicine in Britain and meet Bniish specialists m tropical diseases 
and diseases of the heart and blood Professor Alexandndis is a past 
President of the Medical Society of Salonika and a Fellow of the 
Royal Society of Tropical Medicine and Hygiene 

Anti- measles Seram 

Doctors wanting to obtain anti measles serum should not presenbe 
it on Form E C 10 but should apply to the nearest public health 
laboratory The address of the laboratory if not known, can be 
obtained from the medical officer of health 

Holidays for Chemists 

The Minister of Health considers that, where a chemist wants to 
take a holiday but is unable to provide a deputy in his absence, he 
should be able to go for a week or two dunng the summer season 
if a rota can be arranged with neighbouring chemists 

Council of the R.G.V.S. 

The council of the Royal College of Veterinary Surgeons has 
been reconstituted in accordance with the Veterinary Surgeons Act, 
1948 Professor T Dalhng, Chief Veterinary Officer at the Ministry' 
of Agriculture, his been elected president of the College for 1949-50 
The Act provides that there shall be 20 elected members who are 
members of the Royal College and who are elected by thejr fellow 
members outside the Republic of Ireland It also provides for four 
people to be appointed by the Pnvy Council and two for each 
university' in the United Kingdom which has a registrable veterinary 
degree, one of these two from each university must be a member of 
the Royal College The Act also lays down transitional provisions 
pending the establishment of a registrable veterinary degree in the 
various universities 

Wills 

Sir Edmund Ivcns Spriggs, of Ruthin, Denbighshire, left £18,273 
Dr Andrew Messer, of Lemington, Northumberland, left £5,610, 
Dr Enc St George Gilmore, of Chorlton cum Hardy , Manchester, 
£3,082, Dr Robert Everard Whitting, formerly of Oxted, Surrey, 
£6^75 . and Dr Alfred Eugene Martin, of Boreham Wood, Herts, 
£27,223 

COMING EVENTS 

Alexander Srmpsoa-Smith Lecture 
The Alexander Simpson-Smith Lecture for 1949 will be delivered 
under the auspices of the Institute of Child Health of the University 
of London by Professor Gordon Murray, Associate Professor cf 
Surgery m the' University of Toronto, at the Hospital for Sick 
Children, Great Ormond Street, London. WC, on Monday, July If 
at 5 pm, with Lord Webb-Johnson, PRCS, m the chair His 
subject is “The Artificial Kidney" Admission is by ticket only 
obtainable from the Dean of the Institute of Child Health at the 
hospital ! 

Prosser White Oration 

The Prosser White Annual Oration of the St John’s Hospital 
Dermatological Society will be given at the Royal Society of Medicine 
(1 Wiropole Street, London, W ), on Wednesday, July 6, at 4 JO p m , 
by Professor Marion B Sulzberger, Professor of Dermatology and 
Syphilology of the New York Skin $nd Cancer Unit His subject is 
• Allergy A Dermatologist’s Reminiscence^ and Speculations ' 

Royal Institute of Public Health and Hvgienc 
The Harben Medal for " eminent services rendered to the public 
health " wall be presented to Lord Bovd Orr, F R S , and the Smith 
Award “ to one recognized as has mg done the most noteworthy work 
m the discharge of his official duties ” to Dr M T Morgan, medical 
officer of health, Port of London Health Authority, at a meeting at 
the Institute (28 Portland Place, London, W ) on Thursday, July 21, 

ill pm 


Urological Surgeons 

The British Association of Urological Surgeons will hold its 
fifth annual meeting on June 30-JuIy 3 

City and Hospitals Chanty Contest 
The City and Hospitals Chanty Athletic Contest for the Financial 
Times Challenge Shield will be held at the University of London * 
Sports Ground , iMotspur Park, Surrey, on July 9 The admission fee 
is Is 6d The proceeds will be devoted to chant es 

Clinical Pathologists 

The Association of Clinical Pathologists will hold it* 42nd Scientific 
Meeting at the Department of Pathology, University College, Cork, 
on July 22 and 23 

Birmingham Region Consultants 

A general meeting of all consultants and specialists in the 
Birmingham Region will take place on Saturday, June 25, at 
2 b pm at Nuffield House, Queen Elizabeth Hospital, Birmingham 

Commemoration Service 

A special service has been arranged by the Indian Church Aid 
Association to be held at St Margaret s, Westminster, on July 7 at 
II 30 a m as a solemn act of commemoration and thanksgiving for 
the lives and work of many generauons of British men and women 
who served m India uv the various Indian Services, in the British and 
Indian Armies, in the work of the Church and missions, and in the 
field of trade and industry Further information can be obtained 
from the secretary, Indian Church Aid Association, 5, Victoria 
Street, London, S W l 

N.A.P.T. Jubilee 

Jubilee celebrations to be held by the National Association for the 
Prevention of Tuberculosis will include a Commonwealth and Empire 
Health and Tuberculosis Conference at the Central Hall, Westminster, 
on Julv 5-8, 1949 


SOCIETIES AND LECTURES 

Tuesday 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 

London, W C — June 28, 5 p m , “ Background of Occupational 
Dermatoses ” by Dr R M B MacKenna 

Institute of Urology — At St Paul’s Hospital, Endell Street, 

London, W C , June 28, 11 am, " Granuloma Venereum and 
Lymphogranuloma Inguinale, ' by Dr W N Mascali 

Wednesday 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 

London, \V C — June 29, 5 pm, “ Systemic Mycological Infec 
t otis by Dr Clara Warren 

Institute of Urology — At St Paul’s Hospital, Endell Street 

London, WC, June 29, (1) 11 am, “ Reiters Syndrome " by 
Dr. A H Harkness, (2) 5 p ra , “ A Survey of (he Different 
Methods of Treatment available m Enlargement of the Prostate 
by Mr R Ogier Ward 

Thursday 

Clinical Society of the Royal Free Hospital, Gray s Inn Road 
London, W C — June 30, 5 15 p m , “ The Open Wound in Surgery 
and its Function ” by Mr Peter Essex Lopresti \isitors 
welcomed 

Institute of Dermatology, 5, LiAe Street , Leicester Square 
London, W C — June 30, 5 pm, " Acne by Dr H Corsi 

Institute of Urology — At St Pauls Hospital, Endell S’reU 
London, W C , June 30, (l) II am, 4 Condylotnata Acuminata 
by Dr A H Harkness. (2) 5 p m , Transvesical Operations on 
the Prostate,” by Mr W K Irwm 

London School of Hygiene and Tropical Medicine Keppel Street. 
WC — June 30, 3 pm Films “The African Schistosomiases” 
(for instruction of medical profession) and “ Still Waters ” (for 
public education) 

London University — At Institute of Neurolo*^, National Ho ntal 
Cuecn Square, London, \\ C Jure 30, 5 p m , “ RathKe’s Pouch 
Tumours ’ by Professor Geoffrey Jefferson, F R S 

Royal Society. Burlington House, Piccadilly, London. W — June 30 
4 30 p m , “ The Rhxthmic Action and Respiration of Verxe Cells 
Crooman Lecture by Profe^or D W Bronk, Ph D (Philadelphia) 

St Georges Hospital Medical School. Hvde Park Corner 
London , 5 W — June 30 • 4 30 pm, " Veil ro fog) ” lecture 
demonstration by Dr D J Williams 

Fnday 

North of E^glksd Society of Anaesthetists and Newcastle- 
upon-Tyne Obstetrical and Gynaecological Society— At Roval 
Victoria Infirmarv, Newcastle upon-Tyns, July 1, 7 30 pm 
A noises a for Obstetrics " by Dr Robert A Hmgson (Baltimore) 
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APPOINTMENTS 

Coyne, W. J„ M.D., F.R.C.P.I., D.P.H.. D.P.M., Governor, Central Criminal 
Asylum, Duadrum, Co. Dublin. 

Smith, J. Maclean, M.B., F.R.F.P.S., Fellow in the Department of Medicine, 
Johns Hopkins Hospital, Baltimore, 5, Maryland, U.S.A. 

Thomas, H. Orishejolomi, M.B., F.R.C.S., Lecturer, Department of Surgery, 
University College, Ibadan, Nigeria. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Acl.ncr.— On June II. 1949, at Bromley. Kent, to Jean (nie Marlcy), wife ot 
Dr. Brian Ackr.cr, a son 

Clynton Reed.— On May 29. 1949. at Military Families Hospital, Moascar. 
M.E.L.F , to Jean Neilson (tide Roy), wife of Lieutenant Colonel J, Clynton 
Reed, O B.E . R.A M C , a son 

Cox.— On June 9, 1949. at 29 British Military Hospital. Hanover, to Dr. Irene, 
wife of Captain John Cox. R.A.M C., a son— Jonathan Michael. 

Isnmy.— On June 3. 1949. in London, to Solanse (n£c do la Mode), wife of 
Dr D G Ismay, a daughter 

Lauruncc. — On June 9, 1949. at Weekley Rise. Kettering, to Audrey (ntfc 
Kiclncr), the wife of Dr. Bernard M Laurance. a son. 

Rainer. — On June 10. 1949, at Bristol, to Ins. wife of E. H. Rainer. F.R.C.S., 
a second daughter — Madeleine Dorothy 

Tallaek. — On June 4. 1949. at the Government Hospital. Welt, Pemba. 
Zanzibar, to Joyce, wife of Dr R J K Tallaek. Colonial Medical Service, 
a daughter 

MARRIAGES 

Mllo-Tumix — Burne. — On June 10, 1949. at St. Bartholomew’s Church. Penn, 
Gilbert Milo-Turncr. MB. ChB, DRCOG. Tamworth. Stalls, to Felicity 
Mary Burne, S R N , '* Wayford " Coalway Avenue, Wolverhampton. 

Richards — Tighe. — On June 4 1949 at Si Paul’s Church, Sketty, Swansea, 

Denis George Blackwood Richards M R C P . to Mary Elizabeth Tighe, 
M R C O G 

DEATHS 

Elliott.— On June 10, 1949 Charles Norton Gavin Elliott. L R C P AS Ed . 
LIU PS Glas , formerly of Old Portsmouth, and of Hilston, Denmead. 
Hams 

Johnston. — On June 4 1949. at Kendal. George Ainslic Johnston. M.D, 

F R C S I , of Old Home, Antblcstde, Westmorland 

Macaulay. — On June 6, 1949. at Hawthornbank, Selkirk. Scotland. Thomas 
Symington Macaulay. MD. FRFPS. DT MAH.. aged 67. 

MacDonald.— On June 5. 1949. at 20. Brislington Hill. Bristol, William Forbes 
MacDonald. M D . CM 

McGrath. — On June 2, 1949. at 230. Kingston Road, Staines, Middlesex. John 
Joseph McGrath. M D , OPH. formerly of Surbiton, Surrey. 

Nicholls. — On June 3. 1949, at Clairfaye. Seaton. Devon. Thomas Burtomhnw 
Nicholls. M B , Ch.B . Ltcutcnant>Co!onel, R.A.M.C. (ret.). 

Routh.— On June 6, 1949, at 141. Durlcigh Road, Bridgwater, Somerset. 
Randolph Henry Felix Routh, M R C S., L.R C P . aged 87. 
nikeld. — On June 7. 1949. at 36, Dean Park Road, Bournemouth, Charles 
Salkeld, MB. B S . aged 81. 

Sharp. — On June 6. 1949, suddenly, on Okchampton golf course, Christopher 
James Lewen Sharp. M.C., MB, B Ch 

Slattery. — On June 10, 1949, at “ The Shanty,” Totnes, Devon, James Beaty 
Slattery, MD 

Southey. — On May 30. 1949, William George Southey, M.B , B.S , D P.H., of 
44, WcIIowgate, Grimsby, Lines 


The need for the greatest possible economy in the running of the 
hospital services was emphasized by the Rt. Hon. Arthur Woodbum, 
M.P., Secretary of State for Scotland, when he met the chairmen 
of the five Scottish regional hospital boards and of the boards of 
management in the four Northern and Eastern Regions in St. 
Andrew’s House, Edinburgh, recently. Mr. Woodburn added, how- 
ever, that the Government had no intention of cutting down on 
essential services — such as the provision of beds and nurses. If a thing 
was absolutely necessary it should be provided. He had no doubt 
that hospitals were already being run economically and that charges 
of gross extravagance were unjustified. People who thought, perhaps 
naturally, that the cost of hospital service was enormous forgot that, 
apart from the recent necessary increase in salaries, the vast bulk of 
hospital expenditure was not new. It was not his intention to issue 
any specific instructions on how economies were to be effected. The 
boards of management, as the people on the spot, would know best 
what developments could be postponed and what services spared. 
But, especially in view of the recent' increases in nurses' salaries, he 
had to ask the boards to take a second look at their services and see 
if anything could be cut down. Real economies were more likely 
to come from small savings here and there throughout the Service 
than from any one spectacular cut. He thanked the boards for the 
excellent work they had done. It was, a measure of their success 
that, despite the natural tendency to criticize public bodies, the only 
point of serious criticism about the hospital service had been its 
popularity and hence its cost. In the course of general discussion 
it was said that while relationships were good there was not enough 
contact between regional hospital boards and boards of management. 
A plea for more round-the-table conferences was advanced. Various 
chairmen argued that everything possible was being done to secure 
economies, but a great deal of lee-way had to be made up, 
particularly in view of the neglect during the war years. 


Any Questions ? 


Correspondents should give their names and addresses (not lor 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which scent to he of general interest. 

Penicillin Enhancement Factor 

Q, — My clinical experience has been that the new cr.sti.liir.e 
pure penicillin is not so effective as the sodium salt i.hicit 
preceded it. Is this the general view and, if so. why .' 

A. — There arc several difTcrent penicillins with a common 
nucleus but with different side-chains. Up to 19-14 most of 
that produced commercially was in the form of penicillin G ; 
thereafter purer compounds appeared which contained a larger 
proportion of the less active penicillin K. The amorpho\is 
penicillin seems to contain impurities which enhance its effed^ 
in sitro and in animal experiments. These substances are heat- 
stable, and are together known as the “enhancement factor": 
they arc, of course, absent from crystalline penicillin G. Many 
clinicians have entertained suspicions similar to those of the 
questioner, but careful clinical trials have not shown that 
crystalline penicillin combined with enhancement factor is 
more effective than crystalline penicillin alone. 

Crcmor Sulphanilamidi ct Sulphathiazoli, N.W.F. 

Q. — The National [War] Formulary. 1947. contained a valu- 
able antiseptic cream — crcmor sulphanilamidi et sulphathiazoli. 
Is there any valid reason for its omission from the National 
Formulary, 1949? flow can sulphanilamide and sitlphathiazolc 
cicnm be prescribed in future unless the prescription is written 
in full ? Incidentally, what justification is there for the new 
crcmor proflavinac? There seems to be more than a suspicion 
that oily preparations of proflavine are useless as bacteriostatic 
preparations. 

A. — The National Formulary contains no sulphonamide 
cream because the balance of evidence is unfavourable to the 
local use of this group of drugs. There is, indeed, little satis- 
factory evidence that they are effective, but definite evidence 
that they may give rise to toxic' reactions. The current view in 
the U.S.A. is summarized in the statement in New and Non- 
official Remedies, 1948 : 

“ Experience gained in World War II seems to indicate that the 
use of crystalline sulphonamidcs and of sulphonamide ointments, 
creams, lotions, etc., as topical agents was not very successful in the 
management of wound infection or in treatment of infections of the 
skin or mucous membrane. The routine use of sulphonamides as 
topical applications in wounds, bums, and in superficial infections is 
therefore to be discouraged.” 

Sulphonamides locally applied may be harmful, since they 
may produce sensitization reactions in the skin if they are used 
for more than a few days. Once this has occurred it may prove 
impossible to give the same or even a different sulphonamide 
by mouth or locally without inducing a generalized eruption. 
Sulphathiazole is particularly liable to give rise to this form 
of sensitization. 

| The preparation cremor proflavinac replaces the emulsio acri- 
flavinae, B.P.C., which is popular mainly because it does not 
cause dressings to adhere to abraded surfaces. Garrod and 
Keynes ( British Medical Journal, 1937, 2, 1286) state of the 
i emulsio acriflavinae, ’R.P.C.,,that “ it jtas no demonstrable action 
whatever.” The cremor proflavinae, N.F., though it contains 
the less toxic substance proflavine, is nevertheless still an oil- 
in-water emulsion, and, as the question suggests, the active drug 
will tend to remain in solution in the oily phase where it cannot 
exert much antiseptic activity. Wood ( Pharm . J., 1939, 1, 327) 
has pointed out that emulsions of the water-in-oil type’ have 
far greater antiseptic activity in laboratory tests, and describes 
methods for making such preparations. The cremor amina- 
crinae, N.F., could be used as an application to wounds, ulcers 
and burns, though it is intended primarily as an obstetric cream 
for application to the hands. The aminacrine is non-staining 
and is presented in a glycerin-jelly base. 
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EX AME RJ-liver extract is standardised ' 

IN TERRIS OF THE ANTI-ANAEMIC FACTOR (vitamin B12) 



The isolation in Glaxo Laboratories of the pure crystalline 
anti-anaemic factor * has provided a standard by which the 
potency of liver extracts can be precisely expressed. Examen , in 
addition to receiving clinical trial on each batch, is now stan- 
dardised microbiologically. Its potency is — 



MICRO GRAMS OF ANTI-ANAEMIC FACTOR (B, 2 ) IN ONE CC. 



the amount ample to give optimum response during fourteen 
days in pernicious anaemia in relapse. 


lcc. ampoules (boxes of 3 & 6) 5cc- vial3 (boxes 1 & 5) 


•Italur* (1942) 162 , 141 


GLAXO 

❖ 

GLAXO LABORATORIES LTD., Greenford, Middlesex, England 



A New 

Curarising Agent 

The curarising action of decamethonium iodide 
(fifatrimethyiammoniura decane di-iodide or C 10) 
was reported in Nature , 1948, 162, 810. 

On the basis of tests on laboratory animalsJt was 
demonstrated that this compound has a powerful 
action in blocking transmission at neuromuscular 
junctions. This action spares the respiration and is 
not associated with a marked liberation of histamine. 

Preliminary reports of the action of this compound 
on human subjects, published in the Lancet, 1949, 1,22. 
indicated the clinical potentialities of this synthetic ‘ 
neuromuscular blocking agent for producing muscular 
relaxation during anaesthesia or convulsive therapy. 

This compound is now available under the name 
EUL1SSIN and is supplied in ampoules containing 
5 mg. in 2‘5 c.c. in boxes of 6, 12 and 100 ampoules, 

Eulivin is not antagonized by neostigmine but an antidote, 
when needed, is available in ANTILUMN (pemamethomum 
tojide or C 5). 

EULISSIN 

TBADE ILJlBK 

Sterile Solution of decamethonium iodide. 


Forth. r particulars availab’e on appLcsiion to. 



Stimulant action 
in emergency 

Anacardone (Injection of Nikethamide B.D.H.) 
should be at hand in the surgery and in the 
doctor’s bag ready for immediate use. 

Nikethamide B.D.H. exerts a rapid stimula- 
tory effect on the respiratory and vasomotor 
centres thus raising the depth and rate of 
respiration and improving the blood sjpply to 
the heart in acute collapse. 

Anacardone is available in ampoules as 
Injection of Nikethamide B.P. and as a 25 per 
cent, solution, flavoured, for oral administration. 

ANACARDONE 

r Trade Mark 

(INJECTION OF NIKETHAMIDE B.D.H.) 

Details of dotage and other relevant information on request 
MEDICAL DEPARTMENT 

THE BRITISH DRLG HOLSES LTD. LONDON N* ( 
Phone: ClerkenacU -000 Grams: Tetradome Telex London 

Ancd £.36 
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Varicose Ulcer of Long Duration 
Healed by Elastic 

Compression Therapy 

case HISTORY: E. S. Housewife aged 72 years. Varicose ulcer 
of 27 years duration upon antcro-lateral aspect of lower 1/3 left leg. 
(Fig. I.) 

treatment: June 21st 1948: Area of ulcer 56 sq. cms. Elasto- 
plasr applied as follows: — 

No dressing to ulcer. Stirrup from head of fibula along lateral side of 
leg, Under sole and up medial aspect of leg to level of tibial tubercle. 
Long strip from tibial tubercle along anterior surface to base of toes. 
Elastoplast applied as continuous circular turns from base of rocs to 
tibial tubercle enclosing heel, each rum overlapping the preceding 
one by 2/3 of its width. (Fig. 2). One and a half bandages were 
required and were applied as tightly as possible by hand. Patient 
instructed to perform normal household duties. 

progress : June 281/1, 1948 : Area 56 sq. cms. Ulcer base 
clean. Odour far less objectionable. Elastoplast reapplied as before. 
Patient seen at fortnightly intervals. Area of ulcer calculated at each 
visit, Elastoplast re-applied as before. 

July 21st, 1948 : Area 30 sq. cms. Odourless. 

September 1st, 1948 : Area 7 sq. cms. 

November 3rd, 1948 : Area i sq. cm. 

November 241/1, 1948 : Ulcer healed. Total duration of treatment 
22 weeks. (Fig. 3). 

further treatment : December, 1948 : Elastic stocking 
supplied. 

February , 1949 : Juxtafemoral ligation and retrograde injection of 
left internal saphenous vein. 

The details and illustrations above are of an actual case. T. J. 
Smith & Nephew Ltd., of Hull, manufacturers of Elastoplast, publish 
this instance — typical of many in which their products have been used 
with success. 
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The Steadying Hand of 

‘PROMINAL’ 

1 rude Mark 

In Epilepsy 

Of first importance to the epileptic is n drug 
which will enable the patient to live normally and 
usefully. 

Under * Prominal ’ therapy, fits are effectively 
suppressed, while the patient remains alert and 
able to carry on with his usual occupation. 
The dose varies between 14 and 9 grains daily, 
and is adjusted to the individual need. When 
‘Prominal’ is used to replace ‘Luminal,’ the 
change-over should be gradual:' 

Available in tablets of i, 1 arid 3 grains. 

Medical literature wifi. be gladly sent upon request 

PROMINAL may he obtained under the name 
of ‘ PROMITONE ’ overseas 

BAYER PRODUCTS LIMITED 

AFRICA HOUSE, KINCSWAY, W.C.2. HOL'8730 
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In justification of the admission of the cremor proflavinae to 
the National Formulary it should be pointed out that the objec- 
tions to it are based entirely on in vitro bacteriological studies. 
Many dermatologists are convinced of its activity as an anti- 
septic in clinical practice, and its inclusion in the Formulary 
was decided on only after approval by a committee of 
dermatologists. 

Diphtheria Immunization 

Q. — What boosting dose of diphtheria immunizing material 
-should be given to boys entering a boarding-school at the age 
of 12 to 14? Please discuss the following groups: fa) those 
immunized in infancy but not since: (b) those immunized in 
infancy and given a boosting dose at 5 years but none since : 
(c) those given only primary immunization at the age of S to 7 
years. What material is recommended ’ 

, A. — Boys of 12 to 14 entering a boarding-school with a 
variety of histories of previous artificial immunizations, to which 
must be added some degree of latent immunization, present a 
problem somewhat similar to that of student nurses entering 
hospital. '.It is necessary to find out what proportion of them 
are immune, irrespective of previous history, and this can best 
be done' by Schick-testing all new entrants. Those who are 
Schick-positive should be given one dose of diphtheria prophy- 
lactic — for example, 0.2 ml. A.P.T. — if they have been previ- 
ously immunized, and two doses of 0.3 ml. A.P.T. , at a month's 
interval, if they have not ; those who are Schick-negative may 
be left alone or given a single injection of 0.2 ml. T.A.F. 

Difficulty arises in the case of boys in whom a pseudo-reaction 
with the control material occurs. They will usually give a 
severe local and sometimes constitutional reaction to any diph- 
theria prophylactic, and the best course is to leave them alone 
and to carry out another Schick test three to six months later. 
Of the three groups mentioned in the question, most of the 
boys who were immunized in infancy and had a booster dose 
at 5 years should be Schick-negative, since the booster dose has 
a decidedly stimulating effect on antibody production. Some 
authorities will recommend a booster dose for all three groups, 
irrespective of the Schick reaction ; but, if this were done, some 
severe reactions, which would no doubt create a bad impres- 
sion among the other boys and the parents, may be expected. 
T.A.F. is probably the prophylactic of choice at present for a 
booster dose, and a small amount — for example, 0.2 ml. — will 
suffice. 

Senility and Testamentary' Capacity 

Q . — A man of 80 died of senility in a home for the aged, 
where he had been resident for a year. During this time he 
made a will, legally correct and duly witnessed by a solicitor 
and a male nurse, leaving the residue of his property to his 
son and only small legacies to his three daughters. The latter 
feel that : this was not their father's intention, and that they 
should contest the will on the grounds of the testators senility. 
What is their position 7 

A. — The will in this case could be successfully challenged 
only if the daughters can satisfy the court that their father, at 
the time he made the will, was unable, owing to senility, to 
understand what he was doing. The court would probably not 
accept the general proposition that senility is always progres- 
sive and does not admit of “ lucid intervals ” ; on the contrary, 
it is common knowledge that the mental powers of senile 
patients, at least in the early stages of the disorder, may fluctu- 
ate considerably. It is recorded of Sir William Blizard, F.R.S. 
(Brit. J. Surg., July, 1920, p. 4), that heidied at the age of 92 
of senile decay, but that he continued on the surgical staff of 
the London Hospital until the age of 91, and was actually 
engaged in his ordinary duties as an examiner at the Royal 
College of Surgeons only a week before his death. The court 
would presume that the testator had sound testamentary capa- 
city unless the contrary is proved by evidence. The daughters 
should seek such evidence, which might be provided by the 
doctor in charge of the home in which their father was living 
at the time he made the will. The particular points on which the 
doctor should express an opinion are: Whether the testator 
understood that all his children had a reasonable expectation 
of a fair share of the estate, and whether he had any reasonable 
grounds for leaving the bulk of it to the son to the exclusion of 
the daughters. ' 


It was held in Cartwright v. Cartwright (1793, 1 Phill. 90 ; 
quoted with commentary by Kitchin, Legal Problems in Medical 
Practice, 1936, p. 143) that where the making of a will appeared 
to be “ a rational act rationally done ” the will should be upheld, 
even though the testator had manifested undoubted signs of 
mental disorder before and after making it. Any evidence 
relating to the testator’s state of mind at the time he made the 
will should be considered, including that of the solicitor and 
the male nurse who witnessed the document ; inquiry should 
also be made about whether the testator suffered from any 
delusions relating to the daughters — for instance, whether, with- 
out reasonable cause, he thought them unfit to inherit ; or 
falsely believed them to be already properly provided for. 

Protein Shock Therapy 

Q. — What is the usual intravenous dose of T.A ,B. for protein 
shock therapy ? What is the usual period between doses and, 
regarding anaphylactic reaction, what is the longest period 
observed between widely separated doses when the phenomenon 
has little chance of developing ? For instance, if a patient 
received this form of T.A.B. a year ago, and now an intra- 
dermal skin test produces a marked reaction, does this contra- 
indicate a repetition of intravenous therapy ? 

A. — The usual dose of T.A.B. given intravenously is 25 million 
organisms initially, and subsequent doses are increased by 
50 million organisms up to a maximum of 500 million. The 
usual interval between doses is 4 to 7 days. The dosage is not 
absolute and is varied to suit the patient. If the initial dose 
does not cause a reaction, then the second dose is given on the 
following day ; while if the reaction is too severe, the same or 
a 'smaller dose is given subsequently. Anaphylactic reactions 
have not been recorded following this form of treatment. A 
positive skin reaction does not contraindicate further injections 
of T.A.B. Protein shock therapy with T.A.B. is, of course, not 
completely free from risk, and deaths have been recorded, but 
not from anaphylactic reaction. 

Eggs in Water-glass 

Q . — Is any detrimental effect attributable to the use of water- 
glass as a preservative for eggs when these are used in the 
treatment of duodenal ulcer ? Is there any reliable alternative 7_ 

A. — No detrimental effect is attributable to the preservation 
of eggs by water-glass for any person well or ill, and so far as 
is known the nutritive value of eggs so preserved is not signifi- 
cantly reduced. The water-glass fills the porous parts of the 
shell but does not penetrate the egg membrane. It makes the 
egg air-tight and thus prevents oxidation and deterioration. 
Water-glass is the best known egg preservative for domestic 
use. Other methods extensively used on a commercial scale 
are treatment with mineral oil and cold storage. 

Falling Hair 

Q. — Two years ago a young woman's hair became thin on 
the frontal half of the crown of the head. The condition has 
not altered since ; the scalp looks healthy with only a minimum 
amount of dandruff. Concurrently with the fall of hair she 
gained 2 stones (12.7 kg.) ; she now weighs 9} stones (603 kg), 
and her weight remains stationary. There is no other apparent 
glandular abnormality. Ultra-violet irradiation of the scalp has 
had no effect. Wliat other treatment do you suggest ? 

A. — Treatment in this case depends on the particular diag- 
nosis. It is presumed that the fall of hair was not associated 
with any acute inflammation of the skin (such as erysipelas) 
or wilhjiny acute illness at the onset;. that there is no present 
diseaserespecially about accessory nasal sinuses : and that the 
condition is not merely one of trichotillomania. The latter is 
a hysterical habit of pulling and breaking the hair and has an 
emotional basis. The probable cause in this case is endocrine, 
and further investigations along this line would seem to be 
indicated, especially in relation to the pituitary. The condition 
is certainly not a local disease of hair or scalp. 

If hirsuties were an additional feature, this case might be one 
of the adreno-genital syndrome, in which there is an excessive 
secretion of androgens, and" the woman loses the hair of the 
•head along the same lines as men normally do. while at the 
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same time there is an increased growth of hair on the face and 
body. Should hirsuties not be present the symptomatology 
does not fit into any well-defined endocrinopathy. However, 
a weight-reducing diet, together with thyroid and the inunction 
of oestrogens locally, might prove of benefit. (Sec also "Any 
Questions ? ’’ March 19, 1949, p. 510.) 

Refrigeration of Foodstulfc 

Q —What are the puhhc health regulations, if any, in regard 
to refligeration of foodstuffs ? Are there any types of 
refrigeration plant which are unsuitable for the cold storage 
of fresh meat ? 

A. — There are no public health regulations concerned with 
the refrigeration of foodstuffs. A local authority can, if it 
likes, provide cold storage if it sets up a municipal slaughter- 
house or market ; a laboratory which examines milk must also 
have suitable cold-storage accommodation for keeping certain 
samples. A food trader is at liberty to keep food in cold 
storage or not as he thinks fit. The temperatures employed 
and the type of plant — as, for example, those with through 
ventilation and those charged with carbon-dioxide gas — depend 
on the particular article of food dealt with and the purpose for 
which it is being frozen or stored. There arc no commercial 
types of plant which are unsuitable for the cold storage of fresh 
meat, though those with through ventilation may cause some 
shrinkage and loss of weight of the meat. 


gramineous plants which have caused epidemic dermatitis. 
Twenty-five members of seven families sulfereJ from erythema 
after having cut sorghum (Holler). The admixture of the dry 
dust of grasses with air may constitute an explosive hazard if 
exposed to a source of heat. 

NOTES AND COMMENTS 

Keloid. — Dr. H. P. PlCKUtn.L (Wellington, New Zealand) writes : 
In “Any Questions ? " (Feb. 26, p. 377) various forms of treatment 
for keloid are discussed. There should be, and is, only one form 
of satisfactory treatment for this condition — namely, excision and 
grafting. Excision alone is often unsatisfactory if there is any intro- 
duction of tension. Remnants of keloid remaining also seem to 
induce recurrence. It is necessary to excise widely and deeply, just 
as though a locally malignant tumour was being dealt with. Radia- 
u'on sometimes produces a reduction in the size of a keloid, but never 
its obliteration with an acceptable cosmetic and functional result. 
Radiation, moreover, leaves the tissues in a very unsatisfactory con- 
dition for subsequent plastic surgery. Very large keloids can be 
treated by excision and replacement by a whole thickness or thick 
split skin graft, care being taken that in the latter case due allowance 
is made for subsequent contraction. A post-operative period of 
immobilization in extreme flexion for extensor surfaces, followed by 
massage and passive movements, will practically always give good 
functional and cosmetic results. It would save patients much 
disappointment if plastic surgery were always considered first instead 
of as a last resort in the treatment of keloid. 


Necrobiosis Lipoidica 

Q. — A woman aged 24 has necrobiosis lipoidica — confirmed 
by biopsy — covering an area of about 2 square inches (12.9 cm.) 
over the middle third of the tibia. Is there any treatment 9 
A. — Necrobiosis lipoidica was originally thought to be 
limited to diabetics, but it has since been shown that this is 
true only in 90% of cases. It is, however, worth noting that 
this skin disease may precede the onset of diabetes mellitus by 
years or months. In the absence of evidence to the contrary, 
it is assumed that the patient in question is one of the 10% 
who are not diabetic. There is no specific treatment for necro- 
biosis lipoidica ; the condition often appears to be self-limited, 
..and the lesions commonly disappear leaving while scars. If 
’-'•ration or secondary infection takes place this complication 
T require conventional treatment. In diabetics careful control 
•i the metabolic disorder is essential. 

Dieting and Birth Weights 

Q . — Can dieting by an expectant mother have any effect on 
the weight of the baby at birth ? 

A. — Under normal conditions there is no correlation between 
the birth weight of the baby and the maternal diet, or between 
birth weight and the maternal gain in weight, in pregnancy. 
Since the foetus is parasitic, diet restriction within reason does 
not result in small babies, nor does overeating produce large 
babies. The only circumstance which will affect the baby is 
severe and prolonged maternal starvation, and even then the 
birth weight of the child is not always significantly reduced. 

Dry Grass Dust 

Q . — Is the dust which arises when grass is baled out of a 
grass-drying machine, if inhaled over a long period, likely to 
be detrimental to the health of the operator ? Could it affect 
the lungs or, cause dermatitis ? 

A. — The term “ grass ” embraces any plant of the order 
Gramineae. It must be assumed that the inquiry is concerned 
with dust evolved during the baling of ordinary meadow grass 
from British fields. No cases of respiratory or skin disease 
through the breathing or handling of the dust from British 
grasses have been traced in the literature. However, it is well 
known that some persons are allergic to pollen, which may be 
the cause of hay-fever. Some of the grasses which by their 
pollen cause hay-fever are Bermuda grass ( Cynodon dactylon), 
Johnson grass ( Sorghum halapense ), and Timothy grass ( Phleum 
pratense). The handling of gramineous plants has been known 
to cause skin irritation in susceptible persons — a papular 
exanthem with itching, often accompanied by fever, which 
lasts between six and twelve hours. Rosniti mentions several 


Via as Vector of Ascaris. — Professor R. T. Lbiper (Director of the 
Commonwealth Bureau of Agricultural Parasitology, St. Albanx) 
writes: In “ Any Questions ? " (April 23, p. 735) it is correctly stated 
that the pig strain of Ascaris lumbricoides docs not normally develop 
to maturity in nian. That embryonated eggs from pis faeces hatch 
in the human intestine and the larvae migrate through the lungs 
was demonstrated experimentally by Koino in 1922, although in the 
human intestine they failed to develop further. Similarly embryo- 
nated eggs of the human strain of Ascaris lumbricoides hatch in the 
intestine of the pig and migrate through the lungs. It cannot there- 
fore be maintained cither that the pig “ plays a part in the dissemina- 
tion of eggs of Ascaris lumbricoides which have been ingested 
previously with human faeces ” or that there is no risk from the use 
of manure from pigs naturally infested with Ascaris lumbricoides. 
The differential diagnosis of the bronchial irritation, spastic cough, 
and pulmomtis which accompany the migration of ascaris larvae of 
the human strain is v/ry difficult, depending as it does on Use 
arva J ii 


discovery of the Iarv 
even in countries whe 


in the sputum, and has seldom been made 
e massive infections occur. No one has yet 


claimed to have diagnfsed a case in this country. But it does not 


follow that bronchial d 
of embryonated eggs ol 


pulmonary symptoms due to the swallowing 
either pig or human strain do not occur here. 


Warning to Hospitals. — Dr. JOlius Burnford (London, W.l) 
writes: During the pas"i | < two or three months I have received case 
reports on a man by name Leonard Bradford, age 41, giving an 
address at Vauxhal! Bridge Road, or Vauxhall Road, Westminster, 
from live hospitals into which he got himself admitted, telling of a fit 
or attack of unconsciousness. He presents symptoms of diplopia; 
sluired speech; eccentric pupils; sometimes a spastic right limb, at 
others a coarse tremor. He says he was diagnosed as encephalitis at 
the West London Hospital two or three years ago, under me. After 
one, two, or three days when investigations are about to be made he 
discharges himself and reappears in another hospital with the same 
story. Reports have come to me from the Hammersmith Hospital; 
London Temperance Hospital; University College; Queen Mary's 
Hospital, Stratford ; and within one week of the latter from the 
General Infirmary, Macclesfield. I have sent these to Scotland Yard, 
and the local police advise) me that, on admission in future, the 
hospital concerned should inform the police and they could then deal 
with him. As I have not been active at the West London Hospital 
for ten years he can know nothing about me. 
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VISIT TO CANADA 

Dr. Dain and I have just paid a fl>mg visit to Canada to 
represent the Association at the first meeting of the Common- 
wealth Medical Conference held at Saskatoon, Saskatchewan. 
The conference was the outcome of a meeting held at B.M.A. 
House in September last at the suggestion of the Association. 
For many years there was a standing committee of the Asso- 
ciation called ’‘The Dominions. India. Colonies, and Depen- 
dencies Committee," although in recent years the committee 
dealt only with matters relating to the Colonies and Depen- 
dencies. At the Representative Body the committee was given 
a name more related to its actual work, “The Colonies and 
Dependencies Committee ' The main subject of last year’s 
conference was the consideration of the problem as to how 
best to establish a closer link between the medical associations 
of the Commonwealth, both those within the Association and 
those with which the Association is affiliated. Hitherto the 
link has consisted mainly of correspondence between secretaries, 
exchange of j’ournals, and representation at congresses. The 
representation to congresses has usually been by practitioners 
who happened to be going to the place of meeting. 

Among the suggestions made at last year's conference for 
closer liaison withia the Commonwealth were social contacts, 
exchange of lecturers, fuller exchange of information, ’more 
inter-Commonwealth opportunities for postgraduate education 
and reciprocity within the Commonwealth. _ Ev entually _ the 
conference drew up a list of proposals to submit to the various 
Commonwealth units, the more important of which were : 

(1) That it is desirable to develop closer personal and professional 
relations through their national medical associations or units between 
the nations linked in the Commonwealth. 

(2) Tha^ to this end an endeavour be made to hold a conference 
of representatives of the national medical associations or units once 
a year. 

(3) That the first conference be held in Saskatoon, Canada, 
immediately prior to the council meeting of the Canadian Medical 
Association. 

At the Saskatoon conference, which was pre,.ded over by 
the then President-Elect of the Canadian Medical Association, 
Dr. Jack Anderson, all parts of the Commonwealth were 
represented. Those attending were: Dr. William Magner, then 
President of the Canadian Medical Association ; Dr. Harris 
McPhedran, Chairman of the General Council of the Canadian 
Medical Association ; Dr. de Silva', President of the Ceylon 
Branch of the British Medical Association ; Dr. P. J. Delaney, 
Secretary of the Medical Association of Eire; Dr. S. C. 
Sen, Honorary Secretary of the Indian Medical Association ; 
Dr. Howard Drover, of Newfoundland ; Dr. J. O. Mercer, 
Chairman of the Council of the British Medical Association, 
New Zealand ; Dr. J. G. Hunter, General Secretary, Federal 
Council of the British Medical Association in Australia ; 
Dr. N. Ahmed, President of the Pakistan Medical Association ; 
Dr. A. H. Tonkin, Medical Secretary of the Medical Association 
of South Africa ; Dr. E. S. Dismorr. Honorary Secretary of the 
Mashonaland Branch of the British Medical Association ; Dr. 
Dain, and myself. 

The cost of the conference was borne by the various associa- 
tions or units represented, in proportion to their capacity to 
pay, this capacity being measured by their subscription income. 
This meant, of course, that the lion’s share was borne by the 
Association. 

Problems in the Commonwealth 

This was the first time that representatives of a Common- 
wealth association and units had met together, and for this 
reason it was an historic occasion. But more than that it 


was a remarkably successful and useful conference. The 
general plan at four of the six sessions was to begin with a a 
authoritative statement on the Canadian position or attitude 
on a particular problem, and then to proceed to exchange ideas 
and experiences on the subj’ect under discussion. Medical 
licensure, hospitalization services and problems, experimental 
health insurance schemes, medical care of veterans, health 
legislation, undergraduate and postgraduate medical education, 
the organization of a national medical association, and the 
future of medicine generally, were among the subj’ects discussed. 
We learnt a very great deal about the problems confronting 
the profession in the Commonwealth countries and their 
reaction to them, and we were able to dispel a great deal o£ 
misunderstanding about the position here. I propose to include 
in this column in the weeks ahead some summaries of the 
various contributions made to the conference. 

Organized Medical Services 

The Commonwealth Conference was immediately followed 
by the Annual Meeting of the Canadian Medical Association to 
which the Commonwealth representatives were invited. We 
were able to sit in during the meetings of the executive of the 
Canadian Medical Association, the equivalent of our Council, 
and to the two-day meeting of the General Council, which is 
the equivalent of our Representative Body. There were differ- 
ences in the procedure, of course, but, at the same time, there 
was a strange similarity between the speeches, and those who 
made them, and the speeches and speakers at our own meetings. 
The subj’ect which raised the most lively interest was the 
relationship between the profession and the State and the 
various ways of meeting what is clearly a growing public 
demand for organized health and medical services. The bulk 
of medical opinion in Canada would appear to be for what 
is called “ voluntary contributed medical care,” with the 
emphasis on the “ voluntary.” There is, however, a growing 
body of feeling in favour of accepting the compulsory insurance 
principle for those unable to make provision for themselves. 
There is general agreement that the costs of hospitalization, as 
it is^called, should be the first to be met by organized provi- 
sion, though a distinction is drawn between hospitalization 
which relates to accommodation only, and medical care which 
relates to the medical services rendered in hospital. In Saska- 
toon, for example, the Government contributes from taxation 
to the cost of hospitalization, the members of the hospital 
staff charging the patients direct for medical care. Canada is 
clearly anxious to learn from our own experiences, and the one 
lesson which they have drawn is that, whatever happens, the 
new order should come in by stages, with hospitalization as the 
first stage. _I gained the impression that the cost of the 
Service here would, of itself, discourage Commonwealth 
Governments from proceeding to establish a comprehensive 
health service in one move. 

I need hardly add that the hospitality of the Canadian 
Medical Association, the Government of Saskatoon, the Uni- 
versity of Saskatoon, and, by no means least, the practitioners 
of Saskatoon was terrific. No president and his lady could 
have done more than did Dr. and Mrs. Jack Anderson to 
make the Commonwealth representatives welcome. For my- 
self. I was dazzled by the signs of material wealth which are 
evident in Canada. Naturally there is a tendency to feci 
somewhat sorry for the old country, and it was part of the 
lask of the two representatives from this country to remind 
our colleagues that the old country has a future as well as a 
past. 
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PRIVATE HOSPITAL PATIENTS 

FORM OF UNDERTAKING 

The Central Consultant!, and Specialists Committee lias learnt 
of cases where patients who ha\e agreed to receive hospital 
treatment privately have later tried to evade payment for the 
professional services they have received Sometimes the 
specialist has been handicapped in pressing foi his fee because 
there was no written undertaking by the patient. 

The Association’s solicitors have therefore prepared a model 
form of undertaking suitable for patients in “ ceiling " and 
“ no ceiling ” beds 

The model form coveis professional fees and maintenance 
charges Where the hospital authority is unwilling to include 
an undertaking in respect of professional fees with the under- 
taking that it usually requues in respect of maintenance 
charges the form may be used by the specialist alone with the 
deletion of paragraph (n) 

To Di (Mi ) 

1 of , request 

you to make an mgements foi the treatment of 
at Hospital as a private patient 

The Sections of the National Health Service Act, 1946, referring to 
puvate patients, punted oveileaf, have been brought to my notice 
1 ngiee to pay 

t<i) the chaiges foi accommodation piovided at the hospital in 
accoi dance with the scale in force at the time of the stay in 
hospital, and 

(6)* the charges foi services rendered by you or any other medical 
piactmoncr rn accordance with the scale m foice at the time of the 
snv m hospital, 
on 

kl* the chaiges foi services rendcicd by you or any other medical 
piacunoner, which I agree shall not be confined to the scale laid 
down by die Minister of Health undei the National Health Service 
Act, 1946 

Witness Signed 

D ue 

"Strike out whichever is not lequired 

ADMISSION TO MEDICAL LIST 

APPEAL REJECTED 

The appeal of a doctor to the Secretary of State for Scotland 
against the refusal of the Scottish Medical Practices Committee 
to admit him to the medical list for Ross and Cromarty was 
recently rejected One of the questions at issue was whether a 
a doctor appointed to that list should be able to speak Gaelic 
Dr Donald Macaskill had served as a locumtenent at 
Borve Outer Hebrides, foi eighteen months, and applied to 
be appointed as medical officer in the district There were also 
a number of other applicants The appeal was presided over 
by Mr J G Leechman, K C Witnesses from the district in 
support of Dr Macaskill suggested that a Gaelic-speaking 
doctor was necessary there Others appearing for Dr. Hender- 
son held that Gaelic was unnecessary Sir William Marshall, 
representing the Scottish Medical Practices Committee, said' 
that the committee considered that in such a large and isolated 
area there should be an experienced practitioner, and the execu- 
tive council h id done right in appointing Dr Hector Henderson, 
of Fraserburgh, who was a practitioner with very wide experi- 
ence He emphasized" that there was no reflection whatsoever 
made on Dr Macaskill , but, he said, Dr Henderson was a 
more experienced man 

The Secretarv of State for Scotland rejected 1 2 3 Dr MacasktU’s 
appeal, and sustained the appointment of Dr Henderson 

1 Scotsman, April 23, 1949. 

2 Stornoway Gazette , May 6, 1949. 

3 Scotsman, June 1, 1949. 


GENERAL-PRACTITIONER SPECIALISTS 

Now that the deliberations of the region il review committee’ 
are becoming known, a large proportion ot general practitioners 
practising also as spcci lhsls arc finding themselves pi iced in 
the senior hospital medical olfleer grade It is as well to remind 
these practitioners therefore of the appeal procedure now 
granted by the Ministry, following represent itions by the 
Joint Committee. 

Appeals should be made before July 4, or, if the assessment 
of the review committee is not nobbed to the practitioner bv 
that date, within 14 days of the receipt of notification In the 
case of an appeal so made, any upward revision ot status will 
apply retrospectively to July 5, 1943 

Apart from the possibility of upgrading on appeal, senior 
hospital medical oiheers will be free to apply for future 
specialist appointments and thus to regain or obtain specialist 
status by selection for the appointment in open competition 
by an advisory appointments committee In addition, the 
Central Consultants and Specialists Committee has recom 
mended that there should be a periodic review of senior 
hospital medical officers with a view to upgrading in appro 
priate cases 

Inquiries have been received from “downgraded” members 
of hospital staffs whether, in view of the retrospective applica- 
tion of the permanent terms, they will have to refund any 
part ot the salary they have been receiving during the interim 
period. It is clear from the “Explanatory Memorandum 
( Supplement , June 11, p 321) issued by the Ministry that, where 
the interim salary exceeds the salary to which the officer will 
be entitled retrospectively, regional boards should not attempt 
to recover the excess 

In some instances general-prachtiorer specialists have been 
notified that the review committee has not been able to place 
them in any grade, and in these cases the practitioners naturally 
are anxious about the continuance of their hospital work It 
is likely, however, that in a substantial proportion of these 
cases the hospital authority will wish to retain the services 
of the practitioner, and indeed for the present may find it 
necessary to do so Practitioners in this position are therefore 
reminded of the provisions of the Terms of Service relating to 
the engagement of general practitioners as “ clinical assistants ” 
or in other capacities at the rate of remuneration of £175 
per half-day, and are advised to inquire of the board whether 
employment in this category will be offered 

HOSPITAL STAFF TERMS 

The Ministry of Health has issued some small revisions of the 
“Terms and Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales),” which appeared in the 
Supplement of June 11 (p 314) Among the more important 
are the following 

Section 12, para (6) “ Boards or hospital management com- 

mittees ” Delete “ or hospital management committees ” 
Section 16 In the last line of the first paragraph the word 
“ services ” should be “ appointment ” In the third line of the 
second paragraph “ part-time ” is deleted from before “ consultants 
services,” and the sentence should continue, “the board recognizes 
that it has a moral obligation to render the greatest possible assis'ance 
to the consultant with a view to his obtaining comparable work in 
another hospital ” 

Section 18, para (a) The word “ holiday " is deleted from the 
heading “ Annual Holiday Leave ” 

Section IS, para (e), sub-para (2) (c) " shall not exceed 

the officer’s normal monthly salary ” should be “ shall not exceed 
the officer's normal salary for the period ” 

Section 18, para (e), sub-para (2) (d) After the words "The 
benefits ” should be added “ compensa'ton payments and allowances ’ 
Section 18, para (e), sub-para (2) (/) The first clause should 
retd "For the purposes of calculation of allowance ” 

Section 18, para (e), sub-para (3) The words " the sum 
refunded should not be recorded for the purposes of this scheme ” 
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should be “ the sum refunded should not count against the officer’s 
sick lease entitlement.” 

Section IS, para, (e), sub-para. (3) (/i) The following clause should 
be deleted: . but without prejudice to the nght of an officer 

whose employment is terminated by reason of permanent ill-health 
or infirmity to receive the period of notice provided by his con- 
tract of service.” 

Section 19, para. (J) (i). The words ” Ordinary mileage allow- 
ance ” should be *" The appropriate mileage allowance under (c) 
abo\ e.” 


HEARD AT HEADQUARTERS 


The Private Bed 

The Dean of St. Paul's, who spoke the other day at St. Luke’s 
Hostel for Clergy, remarked that a year or two ago he had to 
spend a considerable time in hospital as a patient. He had a 
private room. "In those days,” said Dr Matthews, "I was 
able to afford the sum required to have some little privacy in 
my illness, but I am not so sure whether 1 could afford it now, 
because, as usually happens when nationalization comes on the 
scene, prices have gone up, and the cost of that private room 
has almost doubled.” He added that he did not know why this 
should be, and he- was anxious about the large number of people 
of moderate means to whom privacy in illness is a thing as 
much to be desired as medical and nursing attention itself 

Whither Medicine Bottles ? 

If Sir Stafford Cripps wants to save money on the Health 
Service he might start with medicine bottles. Some millions 
are handed over to patients every year and each one costs the 
taxpayer between about a id. and 3d. Few ever find their way 
back to the chemist, yet probably most could be recovered if 
the patient were charged the cost of the bottle when he collected 
it and that sum were refunded if he returned it. Their fate at 
present is a mystery. Perhaps some patients drain the precious 
liquor eagerly and in an ecstasy of rejuvenation dash the bottle 
to the floor. Others no doubt throw them furtively into the 
dustbin. The worried may gradually accumulate them under 
the stairs, in the attic, or in a kitchen cupboard and occasionally 
allow a favoured visitor to glance over them, as others display 
their library. We have heard that in rural districts they are 
often to be seen early in the year being used for feeding lambs. 
At any rate, most people would be only too glad to return them 
to the chemist if they felt that their action would save a little 
money and help to restore the dollar balance. 

Telling the Patient 

An educated lady of our acquaintance recently had occasion 
to consult her doctor, who found that she had high blood 
pressure. Being “ up ” on this subject, and knowing all about 
systolic and diastolic and so on, she asked him, to tell her 
exactly what the reading was. He hesitated, and at first refused, 
but eventually yielded and told her exactly what the sphygmo- 
manometer had recorded. She intimated that if he had not 
done so she would have refused to pay his fee. That might 
have opened up an interesting legal argument The practitioner 
could surely claim that he was called in to treat the patient 
and that it was in no way necessary to her treatment that she 
should be informed of diagnostic details, but whether that would 
avail in the county court is another question. 

Medical Ethics 

The Central Ethical Committee of the Association has carried 
out a useful task in bringing together ethical rules for doctors 
in extension and elaboration of those which form the subject 
of Warning Notices by the General Medical Council. Admit- 
tedly a practitioner's conduct cannot be regulated by formal 
rules ; it would be deplorable if it could. The rules are rather 
illustrations of the general principles of behaviour which the 
good doctor will intuitively observe. One of the rules states 
that “ the announcement of lectures to be given by a doctor 
should not in any way be hndatory of him.” No doubt this 


refers to the public advertisement of lectures ; if the doctor is 
to be in peril because of a chairman's fulsome introduction of 
him it is a forbidding prospect. 

Research Subsidies 

Medical research in the United States proceeds on a scale 
which makes British laboratories envious. When Dr. Earle 
Moore, of Baltimore, lectured the other day to the Medical 
Society for the Study of Venereal Diseases he was asked how 
they managed to secure the large sums necessary to pursue the 
investigations he had described. Dr. Earle Moore confessed 
that venereal diseases is not a subject which attracts philan- 
thropy. The philanthropist who subsidizes research into 
particular diseases generally chooses diseases from which he 
or his family are suffering or are liable to suffer. But the 
second world war made it apparent to the United States Govern- 
ment that venereal diseases affected the national economy, and 
now the Public Health Service is allocating about one million 
dollars a year for this research, appropriated through the Sub- 
committee on Venereal Diseases of the National Research 
Council and the Syphilis Study Section of the National Institute 
of Health. During the present -year about 400, COO dollars is 
being spent by the Syphilis Study Section. One real danger in 
these researches, not limited to venereal diseases, was pointed 
out by Dr. Earle Moore — the danger that prophylaxis or treat- 
ment (by penicillin in the case of venereal diseases) may be so 
simplified as to become a routine and to turn the doctor into a 
mechanic. As he put it. the patient’s needs are met only 10% 
by sticking a needle in his body ; S0 :v , of his need is for the 
physician's skill in dealing with the patient's problems and 
outlook. 


Questions Answered 


Superannuation 

Q.—l have employed as a part-time assistant a doctor who 
has a small practice of his own near-by. He u cs with me 
before July 5. 1948, and then carried on having joined the 
N.H.S. himself. I was permitted to continue employing him 
as it was agreed that a principal could also act as an assistant. 
Should the 8% superannuation contribution towards his pen- 
sion have been deducted from my remuneration cheque ? Since 
he is a principal in his own right, should not the Ministry pay 
his 8% ? The 6% contribution was also deducted from me. but 
this. I understand, is correct and can be claimed from the 
assistant. 

A. — There are two separate contracts here. As a principal 
your colleague is under contract with the executive cotmcil, 
which is the “employing authority” for superannuation pur- 
poses. As a part-time assistant his contract is with you, and, 
in respect of the services he renders to your patients, you are 
the employing authority and are responsible for (a) recovery of 
the 6°i of his remuneration for remission to the executive 
council, and (b) the employers’ contribution of ST. 

Superannuation for Assistant ’ 

Q. — My salary as an assistant in general practice is £15 15s.. 
less £3 3s. because I am required to "live in." Income-tax 
authorities tell me the £3 3s. is an allowable expense end tax is 
levied on £12 12s. per week. Do / pay superannuation on 
£12 12s. or £15 15s.? 

A. — Remuneration on which superannuation is payable is 
defined as “ all salary, wages, fees, and other payments paid or 
made to an officer as such for his own use, and includes the 
money value of any apartments, rations, or other allowances 
in kind appertaining to his employment.” Superacuation is 
therefore payable on £15 15s. 

Fees under Ro3d Traffic Act 

Q . — Has payment of medical fees under the Road Traffic 
Act been aQected by the National Health Service ? 

A. — Notwithstanding the introduction of the National Health 
Service, medical fees may still be claimed under the Road 
Traffic Act. 
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TSE GENERAL-PRACTITIONER CONSULTANT 

BY 

G. LOWE, M.B., F.R.C.S.Ed. 

Honorary Surgeon, Tiverton and District Hospital 

AND 

T. N. RUDD, M.D., M.R.C.P. 

, Honorary Physician, Tiverton and District Hospital 

Tile events of the last few months have focused the light of 
investigation upon the hospital service of the United Kingdom, 
the doctors who work in them, and the practitioners who send 
them cases. So far as the smaller hospitals are concerned the 
status and the manner of payment of the medical staffs are 
being carefully considered, while in the case of the larger non- 
teaching hospitals staffed by pure consultants the point at issue 
is whether it is undesirable to introduce gradually a system 
of full-time salaried consultants, with the probable end-result 
of the ultimate elimination of the part-time consultant, who is 
employed in the remainder of his time in private consulting 
practice. 

But while these important decisions are being made general 
practitioners throughout the country are viewing with some 
disquiet certain tendencies in hospital practice which seem to 
lead to the exclusion of the G.P. from the case he has referred 
to hospital. They feel that once they send a case to hospital 
they lose all contact with it, fail to obtain progress reports from 
hospital officers, and at the end learn nothing of the results 
except through the patient’s relatives, who, imagining that their 
doctor has been fully informed throughout, impute his ignor- 
ance to disinterest and blame him accordingly. Such doctors 
have found the hospital consultants inaccessible or not informed 
of the latest developments in acute cases, and report that house- 
men too often consider the inquiring G.P. a nuisance, so that 
the only source of information of their patient’s progress is the 
ward sister. An alteration in the consultant’s source of income 
may be partly to blame for this. When this was derived, as in 
the past, from private cases referred by G.P.s, consultants saw 
to it that the G.P. was kept in the picture. Now that the 
consultant is being paid largely by the State, the G.P. as a 
source of private work has fallen in importance. 

While there are many hospitals whose medical staffs have 
impeccable manners, it is probable that this failure to keep 
the G.P. in the picture is occurring on an increasing scale, and 
that the problem should receive the attention of all honorary 
staff committees. Its importance is obvious, for the ultimate 
result of the hospital’s work depends so much on the home 
doctor who has to carry out the after-care and treatment pre- 
scribed by the hospital consultant. The integration of medical 
practice, which should be the theme of the N.H.S., demands 
that hospital and family doctor shall work together, each giving 
the other his proper place in the national Service. 

There is, however, one old-established link between general 
practice and the hospital consultant service whose future has 
been jeopardized by modern administrative tendencies and 
whose elimination from the nation’s medical service could not 
fail to have far-reaching effects of an ill nature. This link is 
the general-practitioner specialist, whose position is still much 
misunderstood. There are about half as many of these as there 
are of full-time consultants. Much has been written of late 
for and against his retention. In a recent paper (Lowe and 
Rudd, 1948) it is stated: “However much or however little 
surgery any part-time surgeon may undertake, it will be readily 
agreed that the total volume of work undertaken by a specialist 
°f th '\type is very considerable.” We think this is indisput- 
able, that it applies to part-time G.P. specialists in all depart- 
ments, and that elimination of the G.P. specialist would have a 
considerable influence on the future of the smaller hospitals, 
almost entirely for the worse. This feeling will be shared by 
the general practitioners who sense already that many of the 
larger hospitals are “ cumbered with much serving ” and have 
.ost the personal interest which views the patient in his perma- 
< n ^ nt environment — i.e., his home and occupation. They view 
with some apprehension the possibility that the G.P. consultants 
will be displaced from their positions in favour of the resident 


hospital specialist with no local interests, or the visiting junior 

from the larger centre some miles distant. 

\ 

Source of G.P. Consultant 

Before the problem of staffing the smaller and rural hospitals 
is examined the source of tile G.P. consultant should be con- 
sidered. Too often it is assumed by doctors whose experience 
has been confined to larger towns that the G.P. consultant is 
primarily a G.P. with a special medical interest, who “learns 
as he earns," whose specialist training and experience is incon- 
siderable, and who, now that specialist hospital contracts are 
being offered, “ for their bellies’ sake creep and intrude and 
climb into the fold ” of consultant practice. It is vital that this 
point of view should be corrected. There are three means by 
which the G.P. consultant reaches his status : 

(1) The man with postgraduate qualifications and experience, of 
registrar status, who enters general practice (usually for economic 
reasons), and who practises his specialty on the staffs of a smaller 
or larger hospital continuously from his entry into general practice, 
and who by his standard of work gains the confidence of the no n- 
speciaiist G.P.s of the area. This method of practice has proved 
invaluable in absorbing the larger quantity of juniors of specialist 
status who have been unable to secure staff appointments to the 
larger hospitals. 

(2) The man with G.P. qualifications vvho gained considerable 
experience in his specialty during his war service. 

(3) The well-trained G.P. without postgraduate qualifications who 
has gained considerable skill in some specialty during his years as a. 
G.P. and hospital doctor and who has supplemented this by post- 
graduate courses or other special studies. These arc the ” Icam as 
you earn ’’ class, a small body of men, many of whom are highly 
accomplished but who by the nature of things are most unlikely 
to be replaced once they have died out. 

The bulk of G.P. consultants fall into Class (1) and fulfil the 
four generally acknowledged postulates for consultant status. 
To quote again from Lowe and Rudd (1948), these are : 

“ (1) Specialist experience in the department concerned. 

“(2) Postgraduate qualification of iccognized standard in the 
specialty. 

“ (3) Recognition by other practitioners as being a specialist." 
to which must now be added : 

(4) Sufficient time continuing to be spent in sessional work in 
hospital to maintain his efficiency. 

Between the cottage hospitals, with their open staffs of* local 
G.P.s and the larger hospitals with their staffs of pure con- 
sultants there are a number of hospitals of intermediate size, 
often many miles distant from the large towns, which are at 
present ' staffed by G.P. specialists who fall into one of the 
groups set out above. ' Three methods of staffing these hospitals 
are apparent: (1) By G.P. consultants or specialists, as at 
present ; ( 2 ) by full-time salaried specialists ; ( 3 ) by visiting 
specialists from the staff of the next largest hospital. The pros 
and cons of these alternatives are set out below. 

I. FULL-TIME SALARIED SPECIALIST STAFF 

For: Such a staff niay be more efficient than a G.P. consultant 
staff because there is no division of interests, the specialist or 
specialists being able to devote all their interests to hospital specialist 
duties. 

Against: (i) Such staffing is uneconomic, as at most smaller 
hospitals it would not be possible to employ a resident specialist 
in each major department 

(ii) Such a service would be much less “ personal ’’ than a staff 
of G.P. consultants living among their own patients and feeling 
responsible for them. This lack of a “ personal *’ service, so 
important in medicine, would be increased by the probable frequency 
of specialist staff changes leading to a lack of continuity. 

(iii) The medical profession has already expressed itself as opposed 
to a full-time salaried service, of which this would be a beginning. 

II. VISITING CONSULTANT STAFF 

Derived from next larger centre, the routine duties being carried 
out by house-surgeons and house-physicians or alternatively by 
local G.P.s. 

For: (i) Possible increased efficiency. 

-(ii) Improved liaison with the larger hospital centres. 

Against: (i) As senior consultants are already either fully occupied 
in their own hospitals, and in domiciliary consultant work, or already 
work the maximum number of specialist sessions allowed by the 
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regional hospital board, duties in the peripheral hospitals would 
probably fail on less experienced junior men, who might hare to 
be found and specially appointed for this work. 

(ii) Unless these men had considerable G.P. experience they would 
be more likely to handle their patients as "cases" rather than as 
persons, and treat the disease rather than the patient. They would 
thus be less acceptable to the public than the local G.P. consultant, 
»ho has to live among his patients. A hospital with an impersonal 
epproach soon loses its good reputation. AH G.P.s know how diffi- 
cult it is to induce patients to accept hospital treatment unless they 
hate full confidence in the hospital 

(iii) Such appointments to smaller hospitals are likely to be for 
short terms, so that frequent change of specialist personnel is to be 
expected. 

(iv) The suggested system does not solve the problem of surgical 
emergencies. To move the patient to the surgical team at a larger 
centre 15 or 20 miles distant is economic, but likely to be unpopular 
with patients who have the right to all reasonable medical or surgical 
treatment in their local hospitals. On the other hand, to bring the 
surgical team to the patient will often be difficult and may occasion 
considerable delay, to the patient's detriment 

HI, STAFFING BY THE GENERAL-PRACTITIONER 
CONSULTANT 

Against; (i) The principal argument against the G.P. consultant 
is the fact that he does not spend all his time working in his 
specialty, so, that he may not be quite so efficient as his colleague who 
works full-time therein. i 

(ii) The other arguments against him have been set out elsewhere 
(Lowe and Rudd, 1948), and include unevenness of standards, charges 
that he undertakes work beyond his capacity, and that, being over- 
burdened with duties of a nan-specialist nature, he is unable to keep 
abreast of advances in his department. 

The answers to these objections and the arguments in favour 
of the G.P. consultant on the staff of smaller hospitals are set 
out last," as it is hoped to show that this method of staffing is 
likely to be the most satisfactory alternative in rural areas and 
smaller country towns. 

For: (i) The G.P. consultant is relatively more responsible to his 
patients and is more readily blamed by them if something goes 
wrong. He has to live with his mistakes and therefore not take 
unnecessary risks involving adverse results or death, but he must 
maintain the confidence on which depends the reputation by which 
he earns his living. He must therefore '* pass on ” all doubtful 
cases or call in more skilled assistance. 

(ii) He has his own team on the spot for dealing with surgical 
emergencies at any time, day or night. 

(iii) He is more acceptable to local residents, who tend to trust 
him because they know him. 

(iv) He is almost bound to give more personal service than the 
young full-time specialist who has no roots in the place; he will 
usually stay longer— perhaps a lifetime— in the locality. 

(v) He inspires the standard of local general practice and thereby 
strengthens the foundation of the whole medical service. 

(vi) The ranks of the G.P. consultant provide a satisfying profes- 
sional life for the surplus practitioners with higher qualifications who 
are unable to obtain consultant appointments to the larger hospitals. 

(vii) The good G.P. consultant is popular with the local practi- 
tioners, for, being a G.P. himself, he understands their particular 
difficulties and is more approachable than the pure consultant, whom 
they feel disinclined to worry about problems which may, or may 
not, be trifling. 

(viii) If he is a junior with no great amount of experience of 
handling pauents the stem discipline of general practice, with all 
the personal responsibility it entails, will keep him on the right lines, 
so that as the years pass he will steadily become a better doctor, with 
a more mature opinion, instead of only being a better technician. 

In fine, it is suggested that competence and efficiency are not 
the sole possession of any one branch of the profession, and 
that the humanizing effect of living close to the patient may at 
least counterbalance any degree of technique that the G.P. 
consultant loses through not being wholly employed in his 
specialty. What he loses in technique he gains in being able 
to treat the patient as a whole person and not viewing him 
just as an example of a disease. These points taken together 
form a very considerable argument in favour of the staffing of 
hospitals of intermediate size, in selected areas,- by general- 
practifioner consultants. 

Certain limitations are, of course, inherent in such a plan. 
Clearly, the scope of the GP. consultant and the number of 
techniques he practises will be narrower than that of the pure 


consultant. But within his own field his standard of practice 
should reach the average of consulting work elsewhere. In all 
techniques beyond his competence he will co-operate with 
specialists at higher levels. His other duties must be so 
balanced that his specialist work does not suffer because of 
his G.P. commitments. For this reason an association of G.P. 
consultants in group medical practice would appear to be highly 
desirable. A report of such an association appeared under the 
title of " A Medical Group Practice ” in the Lancet (1948). It 
is felt that any narrowing of scope inherent in G.P. specializa-, 
lion is offset by the broadening of outlook produced by his 
G.P. interests. 

Surplus Specialists 

Apart from the arguments set out above there is the, at 
present unsolved, problem of using the surplus young doctors 
of high qualifications and considerable hospital experience who 
fail to secure appointments at the larger hospitals. There were, 
for example, 78 candidates for a recent appointment of assistant 
surgeon to a large non-teaching hospital, while the large entries 
for the Primary F.R.C.S. (there were 450 at a recent examina- 
tion) suggests that the supply of young surgeons is not falling 
off in spite of growing waiting-lists for in-patients and hospital 
out-patients. Further consultants cannot be appointed in 
numbers sufficient to deal with, these until all hospital depart- 
ments have expanded considerably, and this expansion cannot 
occur for 10 to 15 years. 

Meanwhile, senior consultants, with too few beds, are tending 
to appoint registrars as their first assistants, appointments which 
are bound to be “ blind-alley ” employments for the great 
majority of those who accept them, since each consultant may 
employ in his lifetime eight or ten registrars, only one of whom 
can succeed him. Examination results for the London M.R.C.P. 
and the English F.R.C.S. suggest that only 20% of the successful 
candidates are likely to obtain consultant appointments, while 
a period spent as a first assistant is unlikely to improve the 
prospects considerably. What is to be the fate of the 
unsuccessful 80% of Fellows and Members ? 

The present time is critical not only for the future of our 
smaller hospitals, on which depend so many lives in the country 
area, but also for the future of the highly qualified younger 
medical men, who would normally be ornaments of their pro- 
fession. If the economic situation is to deny them hospital 
employment in the larger centres, three courses only are open : 

(1) They can be appointed, to the small hospital over the heads 
of the present G.P. consultants, who far surpass them in experience 
of medicine and patients. 

(2) They can be encouraged to sacrifice their ambitions and become 
general practitioners without any abfiity to practise the specialty they 
have begun to study. 

(3) They can be encouraged to enter general practice as G.P. 
consultants, with recognized status, preferably to work in group 
practice round a hospital centre. 

The objections to the first two alternatives are very obvious 
and very real. A busy profession dealing daily with life and 
death has no need to be impeded by the bitterness which either 
of these would cause. The third is put forward as the ideal 
solution by a group of part-time consultants who have found 
a sense of achievement in this method of practice, who are very 
well aware of its difficulties and drawbacks, but who are con- 
vinced that these obstacles can be overcome, to the great advan- 
tage of the patient, whose welfare is the alpha and omega of 
the Hippocratic tradition. 

RZFXaXNCZ5 

Lancet, 1943, 2. 740. 

Lowe. G., and Rudd, T. N- (1943). Brithh Medical Journal, 2, 24. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 

Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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SIR JAMES ROSS’S LECTURES ON THE N.H.S. 

A series of three lectures on the National Health Service was 
delivered in May at the London School of Economics and 
Political Science by Sir James S, Ross, until lately Regional 
Officer for Health Services, Ministry of Health. The lectures 
were designed for students of public administration and social 
science. Professor T.- H. Marshall, C.M.G., presided at the 
opening lecture. , 

The Historical Background 

In his first lecture Sir James Ross began by speaking of his 
privilege in addressing a university audience in the school whose 
former director, now Lord Beveridge, in 1942 finally established 
the place of a comprehensive health service in the social frame- 
work of this country. He said that in giving these lectures he 
had two things in mind — a study in social welfare, and a study 
in planning and administrative method. He described the 
National Health Service as part of a thorough reconstruction 
of our social services and at the same time necessarily a new 
venture in public administration. Us roots were in the past, 
but it brought about far-reaching changes in general organiza- 
tion, in the scheme of authorities, and in the method of their 
appointment and procedure. He asked his audience to think 
of the Service as something which had a well-knit argument 
running through it — a service flexible in use and one that cotild 
be developed, admitting of alteration in the light of experience. 

The Act itself he described as the mandate and the general 
plan, needing to be supplemented on a large scale by regulation 
and administrative action. The more detail that was put into an 
Act of this pioneering character the more was the general discre- 
tion of administrators fettered and the greater the hindrance in 
adjustment to developing needs. 

The health provision for this country had fine traditions and 
a great record, but these were not enough. He quoted from 
one of the Hospital Surveys. 1941-5: “The evacuation of our 
cities and the findings of our medical recruiting boards have 
laid bare such a mass of preventable disability, under- 
nourishment, and poor development that we are ashamed." 
Statistics showed what the facts were and what could be done. 
The cost of ill-health in money and national resources was 
estimated. The inadequacy of the provision was made apparent. 

The four main pillars of social welfare, each of them essential 
to the stability of the others, were education, health, social 
security, and production. By health was meant not only the 
study and treatment of, for example, cancer but the planning 
for health as a positive policy. Notwithstanding the great 
work of our hospitals, nursing services, voluntary associations, - 
public health service, and general practitioner service, the 
inadequacy of health provision remained. The general practi- 
tioner service had not nearly met the needs of the people. The 
condition of their teeth was bad beyond words, and there was 
a wide range of other needs — for the eyes, for rheumatism, 
tuberculosis, cancer. 

Recent Reforms 

The Act, as Lord Beveridge had said, first removed com- 
pletely the economic barrier between sick persons and the best 
possible treatment for them, and it set up for the first time a 
true Ministry of Health, a national authority with the duty and 
power of attacking disease as a national enemy. The lecturer 
proceeded to a brief review of social history since the beginnings 
of the social revolution forty years ago, and mentioned the, 
coming of National Health insurance, local authority health 
services, the work of voluntary agencies of all kinds, including 
district nursing associations, the great progress in clinical medi- 
cine, the extensions of voluntary hospitals, the rise of the great 
municipal hospitals following the Local Government Act, 1929, 
the growth of hospital contributory schemes, and the shaping 
towards a national scheme of health service, as witnessed in the 
1 l ^ e Medical Association on “A General 

Medical Service for the Nation ” and the report of the Sankey 
Commission on voluntary hospitals. 

> reform quickened during the second world war. 

tn ty-tl the Beveridge Committee was set up to survey the whole 
range of social insurance and allied services. In 1942 came the 
Draft Interim Report of the Medical Planning Commission, set 
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up by the British Medical Association— u most valuable and 
reasoned study — and in the same year the Beveridge report, 
followed a few months later by the acceptance of the Beveridge 
plan in principle by the Government of the day, including its 
basic assumption of a comprehensive medical service for all. 
In February, 1944, the Coalition White Paper appeared, and 
the Bill was introduced in March, 1946, followed by lengthy 
debates in both Houses. 

Sir James Ross then proceeded, with the aid of an organiza- 
tion chart, to give an account of the structure of the Service. 
He said that the Minister now had high constitutional responsi- 
bility; he was answerable to Parliament for the efficiency of 
the Service and for the husbandry of its heavy expenditure. 
This had to be secured through hundreds of authorities, manned 
by some 13,000 voluntary members, to whom was given the 
fullest possible administrative discretion and initiative, particu- 
larly in the field of hospital administration. He explained the 
constitution and purpose of the Central Health Services Council 
and the standing advisory committees. He then dealt in outline 
with the three sets of regional and other local authorities and 
with the argument for the regional hospital boards and hospital 
management committees. Perhaps the most critical factor in the 
organization was the necessary interaction, in respect of policy, 
planning, and local practice, between the different sets of 
authorities. 

General Factors in Health Administration 

In his second lecture Sir James Ross, approaching the subject 
as a student of the Service from within, discussed the collective 
obligations of the authorities and the conditions under which 
they worked. He bade his audience think of the sheer magni- 
tude and complexity of the task before them. The happiness 
and welfare of some 45 millions, of human beings were involved. 
What were the resources available ? 

There were shortages of every kind — in buildings and 
personnel. Notwithstanding the splendid heritage of the past 
into which the Service had entered, there were professional 
shortages. New staffs had had to be found and tried out ; new 
procedures had to be created. All the elements concerned had 
to learn to work smoothly together, and over a wide range close 
interworking had to be established. There was an expectancy 
abroad. It was not only mothers who were “expectant,” but 
fathers and grandfathers. Democracy demanded as did no 
other form of society that the citizens should understand their 
institutions and their problems. A common misunderstanding 
about the Service was amusingly illustrated by the remark of a 
lady who told her doctor ten days before the appointed day, 
“ Make no mistake ; I am going into hospital on July 5. I know 
my rights.” 

It was not only the fact that tire cost of illness arising as a 
result of specialization was beyond the purse of the average 
person. The question was: Could the nation afford it ? How 
much could it afford ? Clinical advice was well ahead of their 
capacity to use it. Perhaps the biggest health factor the Govern- 
ment had -to face was the ageing of the population. In 1901 
there were in this country 857,000 people of 64 and upwards. 
In 1948 the number was 4,643,000, and by 1965 the total was 
expected to reach 5,400,000; 12% of the entire population 
would be over 64. This meant a greatly increased burden on 
the community, first because of the higher sickness rate attach- 
ing to the elderly, and secondly because of the need in some 
way to keep these old people fit to earn their living for a 
further period of years. Here the lecturer commended a small 
pamphlet, Matters of Life and Death, published by the General 
Register Office, 1948 (H.M. Stationery Office, 1948, 6d.), not 
only for its information but for its inspiration. 

Finally, medicine was working out new lines of strategy and 
tactics in treatment, not only in the closer interrelation of' 
physical and mental treatment, and on the new balance between 
individual and social medicine, but on some quite specific points, 
such, for example, as the development of out-patient depart- 
ments in the larger hospitals into primary means of diagnosis 
and treatment by specialists. Another outstanding change was 
in the hospital treatment of the aged and infirm — that is to say, 
the endeavour to make people who would otherwise remain' 
chronically ill for the rest of their lives walk again on their own 
good legs after a stay of a few weeks in hospital. Again, there 
was the question of a quicker turnover of patients. These 
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questions would in largo measure condition and determine tile 
pirns and practice prevailing in the future 
Sir' James Ross then went on to describe tbe hospital and 
specialist service, the working of the 1 J regional hospital boards 
each with 20 or 30 or perhaps 50 hospital management com 
mittees in its area. Alongside these uue ire teaching hospitals 
administered independently by boards i f governors of their 
can. All this was an original and courageous contribution to 
the health service of the future. He discussed the reasons which 
had made this revolutionary change of ownership and manage- 
ment necessary. 

He dealt also with the mental health services, the new mandate 
under which local health authorities were proceeding, the plans 
for health centres, and the place of the nursing profession in the 
National Health Service. 

Family 'Practitioner Services 

In his third and final lecture Sir James Ross discussed in 
particular family practitioner services. Describing first the 
executive councils, he said that such councils existed in each 
county or county borough (unless there was a link-up of 
adjoining areas). A council consisted of a chairman and 24 
members — 12 lay and 12 professional. Of the lay members, 8 
were appointed by the local authority and 4 by the Minister. 
The professional element consisted of 7 doctors, 3 dentists, and 
2 pharmacists. The widest consultations had been made regard- 
ing suitable chairmen to start with, and care was taken to avoid 
arbitrary action and to consult democratic opinion in setting 
up these important bodies. 

The executive councils were the heirs at law of the old 
insurance committees, but with wider duties and a larger pro- 
fessional element. Alongside them were the local professional 
bodies in each area, all recognized in the body of the Act itself. 
The actual working of these councils was through committees. 
There was no separate representation of interests. It was 
stressed at the beginning, “ Please forget where you come 
from.” The idea was that each member was there to contri- 
bute his experience to the solution of common problems. 

Finance of General Medical Services 
The provision of £102 million included £2 million for admini- 
stration, £40.5 million for the general medical practitioner 
service, and £19 million for pharmaceutical, £28.5 million for 
dental, and £12.5 million for ophthalmic services. Thus the 
doctors and their prescriptions cost not quite £60 million. The 
Service included now over 18,000 general practitioners (princi- 
pals),^ and more than 40 millions of the population were on 
their lists. The system rested upon free choice of doctor and 
of patient. All proper and necessary treatment was afforded 
short of treatment calling for the application of special skill or 
experience of a degree or kind which general practitioners as 
a class could not reasonably be expected to possess. The assur- 
ance was given that there would not be two qualities of service 
but one uniform quality throughout the country. It was true 
that since the Service started there had been many trivial calls 
on doctors, but there had been also many cases of illness 
hitherto undisclosed. The heavy strain on the doctors, with 
their crowded surgeries, was acknowledged. The public must 
learn forbearance and common sense. This was a real test of 
the quality of our people. 

Doctors were distributed unequally. In Richmond, for 
example, there was one doctor for every 1,400 people, and 
in South Shields one for every 4,000. For the better regula- 
tion of this a Medical Practices Committee had been constituted, 
six of whose eight members were doctors. There was an induce- 
ments fund amounting to £200,000 to encourage doctors to 
practise in less favourable areas. He described also the subsidy 
system obtaining in the Highlands and Islands, and the mileage 
payments. Another important central body was the tribunal to 
deal with such disciplinary matters as inevitably arose in the 
administration of the Service. Its chairman was appointed by 
the Lord Chancellor. 

The provisions of the amending Bill recently published were 
mentioned, and the way in which it met the fears of doctors 
with regard to the possible imposition of a State salaried service. 
The medical profession was still exercised about the financial 
aspect and was claiming a much higher betterment factor. 
Another matter for consideration was whether the capitation 


fee should be graded, with a higher rate' for -the first 1,000 
persons on the list. The important thing was to ensure a high 
standard of general medical practice. This was the keystone 
of the arch. 

The maternity medical service involved the provision of a 
special list of general-practitioner obstetricians. About 55% of 
doctors had their names on that list. The expectant mother 
might choose any doctor from that list, and a midwife would 
be engaged in the usual way. The essence of this service 
depended upon the two working together harmoniously. 

Nearly 900,000 old people were wearing glasses who had 
never had their eyes tested before, and about 2,000,0 00 had 
had no test for over five years. 

General Finance, Priorities, Standards 

Dealing with the finance of the Service, Sir James Ross said 
that the original estimate in 1946 was simply a shot in dim fight, 
lie gave the figures for 1949-50. The inevitability of the' rise 
ip estimates was generally admitted. What about economies in 
administration ? It had been truly said that we want a science 
of medical economics. There were some basic items of expendi- 
ture which were not in question. Beyond these essentials what 
were the priorities in the long view ? 

In some things nothing but the highest standards could be 
afforded. It was not possible, for example, to economize on 
ftie standards oi teaching hospitals, 'w’nat other services can 
manage on less costly standards and scope ? The immediate 
problems were not of supply but of allocation and use. “We 
have got to get the maximum healing power from the resources 
available. There is hardly any element in the health services 
ip respect of which we could not do with a great many more 
facilities than we have at hand.” 

In conclusion, he referred again to the new outlook on the 
question of the aged and infirm, and spoke in terms of high 
appreciation of the report of the Special Committee of the 
B-M.A., The Care and Treatment of the Elderly and Infirm 
(1947, 3d.),, only urging that instead of the ugly word 
“geriatrics” the beautiful Greek word “eugeria” be used. 

Two other typical problems for lay administrators were those 
of rheumatism, representing a loss to industry of something like 
£40 million a year, and tuberculosis. He emphasized the need 
for a continuance of voluntary service. Any person of good 
will could find immediate work to do in connexion with the 
health and welfare organization. The voluntary associations 
should get together in their own districts and ask the medical 
officer of health what part in the Service they could best play- 
on a voluntary basis. 


FACULTY OF OPHTHALMOLOGISTS. 

At the Faculty’s Council meeting on April 29 the following 
officers were elected for 1949-50. - President, Mr. Frank W 
Law ; Vice-President, Mr. J. J. Healy ; Honorary Secretary. 
\Ir. J. H. Doggart; Honorary Treasurer, Mr.*A. B. Nutt. 

It was learnt that the practice of referring patients from the . 
hospital clinics to the Supplementary Ophthalmic Service did 
not meet with the approval of the authorities. It was agreed 
10 write to the Ministry stating that the Faculty did not approve 
of this practice, but until more assistance, technically and finan- 
cially, was received towards the progress of the permanent 
service there did not appear to be any alternative. It was also 
decided to point out that the prescriptions of the patients seen 
in hospital must be made up in the hospital, otherwise there 
would be no saving financially. 

The draft handbook for ophthalmic medical practitioners 
and ophthalmic opticians, together with the comments of the 
Ophthalmic Group Committee, was considered. The Ophthal- 
mic Group Committee's comments were approved, but it was 
felt that it should be illegal for an optician to prescribe glasses 
for any case which had been referred back to the general 
practitioner. It was decided to recommend to the Ophthalmic 
Group Committee that representatives from the committee and 
tlie Faculty should discuss this point with the Ministry, and 
the chairman of the Group Committee and Mr. Law were 
nominated to act in this capacity. . 

At the suggestion of the Ministry of Health a Committee 
of Referees is to be set up to deal with matters arising from 
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certainly not be a “strike,” but meiely his unwillingness to 
buy from us something (services) on terms which everybody 
would concede are wholly reasonable from our point of view. 

It may be argued that we are going against the Government 
in demanding this. Such is not the case. Suppose we were a 
contracting firm approached to build a colossal undertaking for 
the Government. Would our contract state exactly what we 
were to be paid for the job, or would it leave to the Minister 
concerned the right to reduce our price at his will ? Would 
any business firm sign a contract on such terms ? Certainly 
not. Very well ; why should we be asked to ? And if asked 
to, why should we be such fools as to agree ? 

There is one further amendment which 1 urge all consultants 
and specialists to insert before signing, and to insist upon 
before taking up duties. It deals with the tenure of the appoint- 
ment, or, put in another form, the right of determination of the 
contract. According to the Minister’s proposals a consultant 
who considers that his appointment is being terminated unfairly 
by a board shall be entitled to appeal, but that appeal must be 
completed before the board's decision to terminate the appoint- 
ment is carried into effect. This gives to the boards an advantage 
which is quite unfair. 

If they were to give a specialist a month's notice he might 
have time to get his appeal dealt with in that time. If three 
months’ notice was given there should certainly be time. But 
suppose that in order to prevent the specialist from making his 
appeal the board summarily dismisses him, at the same time 
covering themselves from any action for wrongful dismissal 
by paying him a month's salary in lieu of notice, then he cannot 
appeal — at least so it would appear. 

For that reason I again most strongly urge every consultant 
and specialist in the country to refuse to enter into contract 
with the Minister until the contract is so worded as to secure 
(except perhaps in such cases as drunkenness, drug-addiction, 
and such-like) that due notice shall be given by either party 
of its intention to determine the contract, and 1 would', suggest 
three months as being a reasonable period for this purpose. It 
is significant that the explanatory memorandum which follows 
the Minister’s proposals in the Supplement of June 11 (p. 321) 
states that “ boards will be entitled to expect reasonable notice 
to be given them by any officer who wishes to resign his 
appointment.” It omits all reference to the equal entitlement 
on the part of the officer to expect reasonable notice of the 
board’s wish to terminate his appointment. Some wording in 
the exchange of letters is essential to secure the establishment 
of this right. 

Time probably does not permit any centrally directed action 
from Tavistock Square. Previous experience of the non- 
mil. fancy of the central hierarchy of the B.M.A. fails to reveal 
any spirit which would direct such action even if time did permit. 
It therefore rests with individual consultants to protect them- 
selves in the manner I have suggested, 'But individual action 
is weak. Only concerted action is strong. Let, therefore, every 
hospital stall throughout the country meet to ''discuss this. Let 
groups of staffs agree whether or not the points I have brought 
to light are worth insisting upon. If groups of hospitals cover- 
ing wide areas act together, and if sufficient such areas act in 
similar vein, then we must inevitably bring the Minister to 
realize that a contract is not only a bilateral thing,- but also 
that he is a buyer and we are the sellers, and we hold the 
market. 

We have the additional advantage that he is not the only 
buyer. We can sell either to him (and through him to the 
ultimate consumer — the patient), or we can sell to the consumer 
direct. If he wants to corner the market let him realize that 
he can do so only by buying on our terms. It is simple 
commerce. 

Lastly, let us not forget that we did not 'invite the Minister 
to assume the role of the medical middleman. It is a self- 
assumed role, and it is for him to succeed or fail on his own 
merits — not on ours. But if he is not the only buyer for our 
wares, we are most emphatically the only seller from whom 
he can seek that which he must have, which he must buy — viz., 
the professional skill, experience, and knowledge necessary for 
the operation of the hospital services of the National Health 
Service. The future of the specialists is therefore in their 
own hands. Are they going to throw it away ? — I am, etc., 

Penzance. CorawatL GEOFFREY MYERS. 


Supply of Cars 

Sir, — I have been instructed by the East Yorkshire Branch 
Council to write to you regarding the results obtained in East 
Yorkshire from an inquiry into the delivery of new cars to 
doctors. A questionary was sent to all members, and so far 
114 replies have been received, some half-dozen replies being 
in duplicate, covering assistants’ cars, so that, taking into con- 
sideration retired doctors and men not essentially requiring cars, 
there has been a response indicative of the interest in the matter. 
Briefly, the results arc as follows: 

(1) 76 doctors state that they possess post-war cars. Of 
these 76, no fevyer than 12 state quite unprompted that they 
have only recently received delivery after a wait of several 
years, while five doctors wish to comment favourably on their 
treatment by distributors. 

(2) 38 doctors possess unsuitable cars (with a few excep- 
tions pre-war models) and have had others on order for varying 
periods (three months to three years) without delivery. 

Of these 38, 17 have been supported by a B.M.A. letter of 
recommendation ; of these 17, all but two possess pre-war cars, 
with the lowest mileage 46,000 and the highest 250,000. Several 
are using borrowed cars. A similar state of affairs holds good 
for the remaining 21 who have not appealed for help, some of 
whom state that their cars are on their last legs. 

It is difficult to give an impression of the results without 
perusal of the replies, but there is obviously widespread dis- 
satisfaction with the state of affairs. I have received several 
bitter letters and more acid comments on the subject of 
“ priority.’’ There is, for instance, the case of a consulting 
surgeon here, on call in emergency to hospitals as far afield 
as Bridlington and Driffield (30 miles). He is running a 1936 
Ford 8 with completed mileage of over 60,000. He has had a 
car ordered since May, 1946, has had a B.M.A. priority recom- 
mendation for over a year, and has appealed to the distributors, 
and I think the makers, without the slightest effect. No comment 
is required here. 

It may be argued that in the past doctors have spoiled their 
own priority, but this can only apply to men not in the Forces 
during the war — and not to all of them surely — and that those 
demobilized after January, 1946, were left at the mercy of the 
second-hand market or in the hands of a sympathetic dealer — 
I am, etc., 

W. M. Gibson, 

Ewt York! Branch Council. 

Sir, — Dr. R. S. Nicholson’s letter ( Supplement , May 14, 
p. 272) prompts me to relate my own experience. 

My old car had done 83,000 miles in ten years and was fast 
wearing out in spite of heavy repair bills. My new car, ordered 
in December, 1946, was not even in sight. In November, 1948, 
I wrote to the B.M.A. giving all required particulars duly 
certified, and I was shortly informed by a motor firm that as 
my name was on the B.M.A. sponsored list they would do their 
best to expedite delivery. 

On April 8 I took delivery of the first of a certain type of 
car to be seen in the county ; the main agents had not even 
had one for demonstration. Naturally I was sincere in my 
thanks to the B.M.A. and to the firm for their help and 
consideration. — I am, etc., 

Wtllingdon, Sussex. E. VENN CLAYDON. 

Supplementary Ophthalmic Service 
Sir, — I was very pleased to read Dr. James H. Mellotte’s 
letter ( Supplement , March 26, p. 167). It is of considerable 
importance, for two definite factions are rapidly developing 
among ophthalmologists. There is the small but influential 
group who are entrenched in hospital appointments — often 
multiple — and who have long held monopolies over large popu- 
lations and seek to maintain them. They appear to regard 
the Supplementary Service as a menace to their private practices 
and are seeking to discredit it. Where they have centres they 
are able to create waiting-lists, some of the people on which 
may be expected to tire of waiting and to make private 
appointments. 

On the other hand, the younger men in practice, the general- 
practitioner - ophthalmologists as well as whole-time ophthalmo- 
logists who have nor got hospital appointments, welcomed 
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Fees for Vacciration and Imnuiiii/ Hion 

Sir, — I n view of the tonr dt lad u r " n the nego 
tuticns on pa) nient for t c ne su\ t ihe tavt that 

■’o fte> for them have btt i r e^eivcd sjik I j ** 19-+8 the 
Norfolk Local Medical (.on nt ec has r-v^mnendtd all 
douors in its area to cor i nuc tit'*- uv.es but to retain 
the record cards and not s<.nd * ^ in to the oca! hea»th 
authority until a satisfact r\ aen t-" a been reached 
The committee hopes that other local mecual committees will 
ake similar action in this m tier I am etc 

Jr hv S\ vvfli 
H n v —ctary 

NoflnlV 1 I Mf«l al C«mt«ucc 


Hospinl Req-xtrars 


Sir— T he grading of the hospital reuistrars with the con 
urrent modific itions in establishments is obviouslv necessarv 
I’d inevitable, but if it is to take effect all over the country 
■t a more or less synchronous date (as it appears it will) a 
trge-scale “ general post ” must occur, with considerable 
ransient unemployment 

As a whole the registrar group have but the smallest margin 
etween income and inescapable expenditure fa large proportion 
ung ex-Service, married, and with families) and even short 
ertods of unemployment prove very heavy 
The Association, in Us negotiations could greatly eise our 
osttion if it would arrange for the change over to be staggered 
i all hospitals throughout a region over a period ot several 
tonths The provocation of the ex Service training scheme. 
Inch in some areas is being very suddenly withdrawn would 
Iso form an invaluable buffer against a hardship which with 
louehtful and unhurried organization need not prove mevit 


ble — I am, etc 
Ips vtch 


Nicolas Malltsos 


Assislantehips 

Sir — ‘Half the world does not know how the other half 
ves * is true of the medical profession As one who has lately 
nished with the slavery of assistantship I can well under 
and the views and growing volume of protests almost 
mounting to revolutionarv agitation for emancipation from 
us under privileged class of our profession 

Assistant,’ "put Lux,’ etc, have done their utmost to 
irect the searchlight on lilts unhappy state Let the Big 
lerthas’ of the profession, whose roars alone over the years 
ave dominated the whole scene consider the working condi- 
ons of the assistants 

It seems to me that ABC ( Supplement , May 28, p. 300) 
,as in that very small class who served their assistantship 
inder practising Christian principals or close relations To 
tate that ‘ 1 know of no principal who pays less than £7e0 plus 
i house and often a car allowance ’ is proof of his ignorance 
>f how -other principals behave Please permit me. Sir, to state 
i few facts for his benefit 

Early in the last war my close friend qualified He answered 
•n advertisement for £350 all found and car provided After 
he interview the salary became £300 His circumstances forced 
nm to take n, bat he left after si\ months 

l qualified after him I was rejected for the Services It was 
a year before I obtained a post My prospective principal was 
a squadron leader He informed me that his practice was fairly 
large and included Post Office Public Assistance Labour 
Exchange, and National Fire Service appointments, along with 
part nf another doctor’s practice who was in the Service He 
asked what l wanted With the knowledge of my friends 
earlier experience and my own financii! position then f 


cautiously p'umped for £400 inclusive of everything He 
offered me tyOO all found, and C3r provided Coupled with this 
-re the most encouraging remarks to carry on the- practice 
1 would mine and not to overwork 

'dost reluctantly, and for personal reasons unconnected vvitn 
r relationship, which was good, ] had to leave My relation 
o vv.th his patients was very happy and he has since writ en 
t ank me again for mv services during the war We par eJ 
a the best of terms He offered me his services if ever I 
n^coed them for my advancement 

Next I obtained an aSsistantsbip on exactly the same terms 
Mv principal’s wife was a model of a hostess The whole 
v vironment in the home vas conducive to happine.s, and 1 
sciiied down happily Night work was one in four months 
Occasion arose when he started to violate the terms of our 
a reement I took two independent legal opinions on the 
matter before I called his attention to the fact For this 
impertinence I got the sack. 

Shortly afterwards I got another assistantship at very slightly 
higher pav I held ibis for over four years Here, although 
I had been used to hard work, I had to worl harder still 
There were numerous night calls, and visits averaged for the 
whole year around 20-25 a day, seven days a week, except my 
hohdavs Patients arrived at 7 30 am and 3 30 pm for 
9am and 5pm surgeries respectively Long and arduous 
hours were put in and it the end of the day one was menially 
and physically exhausted I had been there over two years 
when the increased capitation fee was made retrospective, and 
he netted £1,000 clear Not a penny was offered me 

After four years’ service, when the appointed day was loom- 
ing large on the horizon, he magnanimously proposed sale 'of 
partnership He was anxious to get things settled before July 
4 1948, and prevent anyone else coming into the area Thus 
it was merely business and not in recognition of service 
Ahhough I had one increment over those years, I never came 
up to the ideal of “ A B C ’ The practice was over 7,000 and 
the income was nearly £5,000 I declined the offer Fairly 
enough, he admitted the increase in practice since I went there 
fn fairness to him also I ought to mention that he worked very 
hard It must have been a shock to “ABC” to hear from 
their new partner the opinion of assistants of the principals 
The assistant's remedy as he proposed is not as clear as all that 
In the different industries the unions, especially since the 
war, have done so much for the protection of their members 
The sceptre of strike so oflen used is not available to tin- 
doctors May vve entertain the fervent hope that with these 
exposures those "haves ’ will henceforth behave decently to 
the “havenots” 7 It is not envy but clememarv justice that 
tv called for 

Concluding, Sir, may I plead with the B M A indirectly to 
protect the assistants and locums looking for work through 
the Bureau 7 By requesting principals to supply the certified 
number of patients on their lists the prospec'tve emplovee 
doctor will be able to judge for himself what he is in for — 
I am, etc , 

Ex Assist wr 


National Service Officers 

Sir, — I t was with cons derable interest that we read in the 
Supplementary Annual Report of the Council of the B M A 
{Supplement, May 28, p 293) that the Council -has taken up 
with the Ministry of Defence and Service Departments the fact 
that ihe increased marnage allowances paid to serving officers 
dees not apply to national service officers called up aher J_n 1. 
1947 We feel that this gross example of discrimination should 
be more widely known 

Surely the increased cost of living is fell bv all members of 
the community, perhaps most of all by the young newly wed 
and those with young children, who in many cases are having 
to live in accommodation grossly inadequate at what one can 
cnly call exploited rentals And yet these, v.e, are the people 
who are not to benefit 

It would be interesting to know just how many officers are 
affected by this refusal of the extra 6s a dax (taxab'e) or rather 
how much the Exchequer benefits by it . afio just v,hat number 
of married rational service officers over the age ■ ">s there 

are in corps other than the RAMC lie tm fN-v, 
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and while we appreciate the efforts of the Council on our 
'oeVitiu we deplore the apparent apathy on thrs matter amon?. 
our fellow officers of the corps. — I am, etc., 

Iohn H. H. Oliver. 

Lieut.. R.A.M.C. 

K. E. Jefferson, 

Cap!., R.A.M.C 


Association Notices 


ELECTION OF MEMBERS OF THE COUNCIL BY THE 
GROUPED AFRICAN BRANCHES 


Locally Recruited C.M.S. Officers 


Sir. — Dr. Oladele A. Ajose (Supplement, June 4, p. 310) 
suggests equal pay for officers of the Colonial Medical Service, 
whether patriate oi expatriate This 1 agree with, provided the 
salanes arc in relation to the economics of the Colony 
concerned 

Piesent basic salanes in most cases are as much as the 
individual Colonies will be able to afford when health and 
uelf.ne sei vices are fully developed. However, no European 
medical officers cou'd be recruited on the basic salary alone, 
and would require their salaries to be made up by expatriation 
allowances. But these allowances should be paid by the Colonial 
Office from United Kingdom funds undei the Colonial Develop- 
ment and Welfare Acts, and have nothing to do with the 
finances of the individual Colonies. This would avoid locally 
recruited officers complaining that Europeans are paid more 
by the Colonies than they are, and might help to unify the 
Colonial Medical Service. 

Incidentally, how many locally recruited medical officers 
belong to th? Colonial Medical Service ? Most of them. 1 
believe, are not liable to transfer outside the Colony in which 
they have been recruited, and therefore are not part of the 
. •‘•'•’'unified service.— 1 am, etc 


P. Q. 


B.M.A. LIBRARY 

The following books have been added to the Library: 

A.M.A Interns’ Manual. i948. 

Austin, R. G. : Aids to Physical Chemistry. Second edition. 1948. 

Bick, E. M. : Source Book of Orthopaedics. Second edition. 1948. 

Binkhorst, C. D. : Toxoplasmosis. 1948. 

Bowtey, A. H. : Natural Development of the Child. Third edition. 
1948. 

British Medical Association : Proceedings of the Annual Meeting, 
1948. 1949. 

Bunnell, S. : Surgery of the Hand. Second edition. 1948. 

Caldwell, N : General Elementary Science: for students of 
chiiopody. 1948. 

Chavasse, P H. : Advice to a Mother on the Management of Her 
Children. Eleventh edition revised by C. C. H. Chavasse 1948. 

Cholerton, M. : Some Aspects of Oculo-icfractive Technique. 1948. 

Clarke, H. T., Johnson, J. R., and Robinson, Sir R. (Editors): The 
Chemistry of Penicillin. 1949. 

Cooper, E. A., and Nicholas, S. D. : Aids to Biochemistry Fourth 
edition. 1948 

Cowie, A. T. : Pregnancy Diagnosis Tests: a review (Commonwealth 
Agricultural Bureaux Joint Publication No. 13). 1948. ••' 

Cuthbert, A. : Housewife Baby Book. 1948. 

DeGowin, E. L., Hardin, R. C., and Alsever, J. B. : Blood Trans- 
ition. 1949. 

Gates, O., and Warren, S. : Handbook for the Diagnosis of Cancer of 
the Uterus by the Use of Vaginal Smears. Second edition. 1948. 

Griffith, E F. : Morals in the Melting Pot. 1948. 

Johnson, B K.: Practical Optics. Second edition. 1947. 

Johnson, T. A (Editor): Management of Common Gastro-intestinal 
Diseases 1948 

Judd, A R. : Diseases of the Chest 1947 

Karsner, H T„ and Koletsky, S.: Calcific Disease of the Aortic 
Valve. 1947. 

Katz, D. : Psychological Atlas. 1948. 

Kleiner, S. • Human Biochemistry. Second edition. 1948. 

Knidu. R. and Knight, M.: Modern Introduction to Psychology. 

Konorski, J. : Conditioned Reflexes and Neuron Organization. 
Translated from the Polish MS. by S. Garry. 1948. 

Kopetzky, S. J. : Deafness, Tinnitus, and Vertigo. 1948. 

Leigh, M. D., and Belton, M. K. : Pediatric Anesthesia. 1948. 


ANNUAL MEETING POST OFFICE 

For the British Medical Association’s meeting at the Royal 
Hail. Harrogate. Yorkshires from June 24 to July 1, the G.P.O. 
has provided a temporary post office in the Royal Hall Annexe 
for the sale of stamps and postal orders, and acceptance of 
telegrams, registered letters, and parcels. Nine exchange lines 
fitted with multi-coin boxes have been installed for the 
delegates. 


The following is the result of the voting for the election of .i 
Member of Council by the Grouped African Branches for 
1949-52: 

L. R. Broster (London) 8(> votes 

P. C. C. Garnham (Farnham Common) 225 votes lElecleil) 
No. of voting papers issued .. .. .. .. 1.104 

No. returned 312 

Spoiled papers .. 1 . 

Cuvrlf.s Hill. 

Secretary 

Diary of Central Meetings 
July 

Radiologists Group Committee, 2 p.m. 

Venereologists Group Conference, 2.30 p.m. 
Pharmacopoeia Subcommittee, 2 p.m. 

Committee on the Postgraduate Education of Gcnei.it 
Practitioners, 2 p.m. 

Branch and Division Meetings to be Held 

Mid-Essex Division. — At Chelmsfoid and Essex Hospital, 
Sunday, July 3, 10 a.m. Mr. M. D. Sheppard : “ Urinary Obstruction 
and the Significance of HacniaUiria." 

Meetings of Branches and Divisions 
Mi TitopoLir.vN Counties Urvncii 

The 9 1st annual general mecling of the Metropolitan Counties 
Bianch was held at Association House, London, on June 7. Mr. 
A. M. A. Moore, the ictiring president, was in the chair during the 
first part of the meeting, and was followed by Dr. C. G. Martin. 

The icport of the Branch Council showed that the membership 
of the Branch was 7,396, an increase of 463 on the year. The 
report, with ’.he financial statement, and the report of the Branch 
icpreseniativcs on the Central Council were received and adopted. 

The following nominations were accepted for 1949-50: president- 
elect. Dr. Frank Gray; vice-presidents. Miss Bcatrice-Turner, Dr. 
A. E. French, Dr. A. Ricketts, and Dr. J. B. Mason, with- Dr. 
J. W. McCarthy and Dr. A. H. Weston as lion, secretaries, and Dr. 
D. F. Hutchinson as treasurer. 

Dr. C. G. Martin, president of tnc Branch, was then inducted and 
delivered an interesting address on the Port of London. He traced 
the history of the port from the earliest times, the great commercial 
development of the sixteenth and seventeenth centuries, the opening 
of the first docks (in the modern sense of the term) at the beginning 
of the nineteenth century, and the advent, 'in 1908, of the Port of 
London Authority. The present-day Port of London comprised the 
tidal Thames from Teddington to the Nore — 60 miles of busy 
waterway — an estate of more than 4,000 acres, and nearly 45 miles 
of deep-sea quays for berthing ocean-going vessels. The Port of 
London was the second passenger port of the United Kingdom. He 
a)so touched on the war story of the port and the formation of the 
river emergency service of motor launches and river hospital ships 
manned by volunteers, with a staff of doctors and nurses, to deal 
with riverside casualties. Finally, he remarked on the medical side 
of the port work, including the examination of employees and the 
tiaining of first-aid personnel. The health conditions on in-coming 
ships were watched by the Port of London Health Dcoartment — a 
department of the City Corporation. Vessels were boarded at 
Gravesend according to the reports which they telegraphed to this 
health authority before entering the river. In 1947. out, of 6,850 
vessels arriving from foreign ports, 1,503 were boarded; 183 cases of 
communicable diseases were reported on 125 of the vessels during 
the voyage, and of this number 96 were landed in the port. 

In order that vessels on foieign service might be boarded and 
inspected when necessary, the master of the vessel approaching the 
port must ascertain the health of all persons on board and fill in 
and sign a declaration of health, ff the vessel had come from Dorts 
in Asia or Central or South America or a number of other places 
the master must send a wireless message stating the time he would 
arrive off Gravesend, or, if he had no wireless, be must report to the 
North Foreland, and would then be boarded. 

Dr. Martin was warmly thanked for his address. He stated that 
if a suitable number of members of the Branch formed a narty the 
Port of London Auffiority would uloce their yacht St. Katherine at 
the party’s disposal for a tour of the Royal Docks as their guests. 


7 Thurs, 

8 Fri. 

19 Tues. 
27 Wed. 


Correction / 

In the map of N. Ireland (Supplement, June 18, p. 334) Co. 
Armagh was mistakenly labelled Co. Monaghan. 
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Calnan. c D (atvA 1 Kvjave.3 ' Nutsiuon&l sawo- 
cytic anaemia in temperate zones, 1079 (O) 
Calvert Wa ker Dystocia after amputation of 
cervix 58 1097 . correspondence, 157, 241, 501, 
823 — Ectop a vesicae, 282 

Cambray, P G (and G G. B Briggs) • Official 
History of the War Organization of the British 
Red Cross Society and the Order at St John of 
Jerusalem 945 , leading article, 947 
Cameron. Donald Hugh estate of, 1059 

H. C. : Joseph Lister The Friend of Man, 

313 

John, estate of, 120 

Norman : The Psychology of Behaviour 

Disorders. /I Blosocial Interpretation , 901 
Campbell, A M G Disseminated sclerosis, 1052 

Cancer 

Basal-ccil carcinoma (rodent ulcer), with special 
reference to les ons on neck, trunk, and l mbs 
(Sir Cecil Wakelcy and Peter Childs), 737 (O). 
747; correspondence, 865, 911, 955, 1001 
Blood test for cancer, 733 
Breast : Long-term research 632 — Carcinoma of 
male breast 196 

Cervix, carcinoma of 58, 156, 457, 501, 823, 
978. 996 1097 

Colon intussusception due to carcinoma of. 195 
— Endogenous gas gangrene complicating carci- 
noma of (A. L Wyman). 266 (O) , leading 
article. 276 

Gastric carcinoma Perforation as first manifesta- 
tion (Louis A Ives). 758 . correspondence, 868 
H 11 in malignant disease 95S 
Ileus, chronic, caused by malignant invasion of 
posterior abdominal wall (R S Handley), 891 
(O) 


Canclr {continued) : 

Imperial Cancer Research Fund . Annual report, 
771 

Intestines * Malignant tumour of small intestine 
(F J. C. Matthews), I3S , correspondence, 283, 
325 

Lung * Deep x rays for oat-ccll carcinoma, 643 
Morbidity (annotation). 535 
Pelvis, mal gnant deposit m 968 
Propagation of mouse tumours by means of dried 
tissue (W. C. Gye), 511 (O) ; leading aiucJc. 
531 : correspondence, 632 679, 1052 
Sent nuna testis, stilbocsiroi and. 690 
Sex hormones and cancer, I6S 
Stomach, rcscctab’c carcinoma of, 772, 1096 
Utertne cancer, parity and 789 

cervix, incdcnce of canct-r of (R. G 

Maliplnnt), 978 (O) ; annotation, 996 ; corre- 
spondence, 1095 

Cancrum oris Among African natives (Dona’d 
Mackay), 223 ; correspondence, 367— In an infant. 
1051 

Caplan, J P : Creeping eruption and intestinal 
strongyloidiasis 396 
Carbuncle of kidney 456 
Carcinoma. 'See Cancer 
Cardiac. See Heart 

Cardiovascular diseases * Contraindications to air 
travel 604 — Extrathoracic pain in (J. L Lovi- 
bond). 833 (O) 

Care and sk li (leading artie’e). 669 
Cabling Sir Ernest Rock (and J Paterson Ross) : 
British Surgical Practice vol 4, 313 ; \oi 5, 761 

Esther : Ttibcrculos s at the crossroads, 365 

Cvrlson. N. R : Ammomacal dermatits in infants, 
378 

Carr. J A • Grad ng of catlvt^s, 1104 — Con- 
tinuous suction . a new hydrodynamic method, 
1136 

Carrel, A • ft fan the Unknown 104 
Carroll. Denis (and J D W Pr*RCE) : A clinic 
under the N H S . 366 
Cars safety in (annotation), 719 \ 

Carter, A. Barham Prognosis of vcrtain hysterical 
symptoms. 1076 (O) 

Catalepsy. 4 

Cates, H A. ; Primary Anatomy, 811 
Catheters* Grad ng of, 879. 1 104 — Bronchial suc- 
tion (J, L. Griffin). 1 Q 0 Q— Sterilizing gura-clastic 
catheters 1103 

Cawadjas, A P : An unfortunate precedent. 910 
Cawston. Frederick Gordon, obituary no ice of. 871 
Central nervous system, senile deterioration of 
(Trevor H Howe’l). 56 (O) ; correspondence. 15* 
Cephahn-cholcstcro! flocculation test. 1104 
Cervix See Gynaecology 

Chadborn Charles Nugent, obituary notice of, 458 
Chakravarti, H (and R N. ChaUDHuri) : Intra- 
venous " paludrinc " (proguaml). 91 (O) : leading 
article 106 ; correspondence, 192. 324, 775. 956 
Chalmers. A. K (and others) : Diet haemoglobin 
values, and blood pressures of Olympic athletes, 
300 (O) (corrected, 378) 

J. A. * Purpura complicating pregnancy. 

197— Dried plasma for domiciliary midwifery, 
1139 

J D. (and others) : Antihistamine drug 

treatment of acute nephritis, f> (O) ; leading 
article, 21 ; correspondence, 194, 198. 237 
Chamqerlain, G B : Case of spontaneous rupture 
of uterus. 483 

Chandra, M. : Water-pitrcssin test tn epilepsy, 880 
Chapman, Edward Seymour, obituary nonce of, 415 
Chappell, Gweneth M. (and Audrey M. Hamil- 
ton • Effect wf svtessvMt. cc.wk.vwfc nRwwvvw C 
content of vegetables, 574 (O) ; annotation, 582 ; 
correspondence, 822, 958 

Charcot’s disease of cervical spine (Philip E. J 
Cutting). 311 

Ciurry. R * Chlrurgie Moderne de la Hanche, 60 
Chaudhuri, R N (and H. Chakravarti) : Intra- 
venous “paludrinc” (proguaml), 91 (O) : leading 
article, 106 ; correspondence, 192. 324, 775, 956 
Che roprmpholyx. 475 — T A B. in 82 — Vioiorm in 
treatment of, 841 — Hereditary, 913 1007 
Chemical factors in peptic ulcer. 608 
Chemist and Druggist Year Book, 1949, 353 
Chemistry, cltmca (book review), 1125 
Chemoprophylax s of experimental filanasis in cot- 
ton rat (W E. Kershaw and others), 130 (O) , 
annotation, 145 

Chemotherapy * In lupus vulgans (annotation), 316 
— Book review, 530 — Of acute ohtis media, 422, 
556 

Chesser. Eustace : Cogs in a machine. 325- 
Psychiatric indications for abortion, 727 — Grow 
Up and Live, 1085 

Chest wall, basal-ccil carcinoma (rodent ulcer) in, 
437 

Chhuttani, P. N. (and others) ; Mearration and 
blood levels : investigation of Indian soldiers In 
Persia and Iraq. 1944, 219 (O) * 

Children : 

Adoption. 725. 912. 1098 
Africa, child we fare in. 637 
Book reviews, 225, 667, 713 714 
Breath-hold ng attacks, 4 
Bronchopneumonia, tuberculous, in children 
streptomycin treatment of (R. McLaren Todd). 
741 (O) , leading article, 764 


Children (continued) : 

Development : Ch id development study. 26 
Diabetes mclluuv in chPdrcn and need for hostels 
(P Henderson), 478 (O) 

Ducdcnal ulcer, perforated, in a boy, 196 
Feeding diflku t cs in a small child, 783 
Health service for children (He cn Mack3y), 763 
Heart : Long-term card ac observation of children 
(It. Kcmbail Free). 515 (O) ; leading article, 
534 ; correspondence 632 
Hosp tals * Ch Idren In hospital, S63 
Hyoscinc hydrobromide for children. S32 
Kcionur a in a child with cirrhosis of liver 
(G. T. Ruthc'ioord), 430 (O) 

Memory . Ill ch Idren remember, 502 
Mjopic scluio -children, 602 

Nephr.tis acute : Antih \taminc drug treatment 
of (John Craig and others). 6 (O) ; leading 
article. 21 ; correspondence. 194. 198. 237 
Ovarian cysts, twisted, in children (G. Gordon 
Crowe). 102 

Penicillin : Use of procaine pen cilhn in children 
(J. L. Emery and others). 845 (O) ; corre- 
spondence. 1054— Wl.h.a.uro n um monostcaiate 
(J. L. Emery and others), 1110 tO>; ^notation. 
1130 

Problems of childhood, S62 
Schick test in >oung ch Idren. 206 
Temperature recording. 503. 547 — Taking child- 
ren’s temperatures. 2S4. 457, 547. 633 
Tetanus in a child (N. N. Iovciz-Tcrcshchcnko) 
58 

Tuberculosis in childhood : some practical pro- 
blems (F M B. Alien), 747 (O) 

Urethral obStfucLon, chronic (R. J. Last). 179 (O) 

Ch Iblains. vitamin K and, 464 
Childs. Peter (and Sir Cecil Wakeley) : Basal cell 
carcinoma (rodent ulcer), with spccal reference 
to lesions on neck, trunk, and limbs 737 (O). 
747 : correspondence. S65. 911. 955, 1001 
Chiropod sis, register of. 1014 
Chloramphenicol, s>nthctic (chlorom>ccun> (anno- 
tation). 672 — And cholera (annotation). 950 
Chloromycetin ; Typho d treated with (F. Mur* 
gatroid) 851 (O)— Treatment of a chronic typhoid 
carrier with (C. A. Rumba!! and L. G. Moore). 
943 ; annotation. 950 
— — sjnthcs.zcd, 599 

Cholccisntis, acute, differentiated from subacute 
pancreatitis. 563 

Cholera, chloramphenicol (ch'orom>ceun) and 
(annotation). 950 

Cholerton, M. : Some Aspects of Oculo-Refractiu t 
Technique, 39S 
Cho’estcatoma, 41. 464 
Christian. H. A. : Bright's Disease, 668 
Christie. R V, (and others) : An unfortunate 
precedent. 774 

Christopher, Frederick : Minor Surgery, 6th ed . 
714 

Chrome sick in mental hospitals. 1057 
Churchill, Stella ; Mart al difficulty. 540 
Cmchacainc, 283 
Circumcision, female, 250 

Cirrhosis : And colitis (annotation). 1S9 — Kctonuria 
in a child with (G. T. Rutherford). 480 (O) — 

portal, infective hepatitis and (K. Damedaran) 

1033 (O) ; leading article, 1042 ; correspondence. 
109a 

xanthomatous bfl ary. 734 

Civatte’s poikilodcrmia 690 

Clancy, \V. J. ; Rhesus-testing in pregnancy, 155 
Clark E Malcolm : Carcinoma of ccrvLT, 501 

F. le Gros . Food, health, and education, 

&€& 

N S. (and others) * Antihistamine drug 

treatment of acute nephritis, 6 (O) : leading 
article, 21 ; correspondence 194, 198, 237 

W. M : Topics ut Phy steal Chemistry , 530 

Clark-Kennedy, A. E : Medicine , vol. 2, 1085 
Clarke, L. T. ; Cmchocaine, 283 

T. A. ; Infective ear disease, 111, 366 

Class fication of disease *. Sixth revision of the 
International List. 771 

Claudication, intermittent, intravenous saline in, 
831 

Claustrophobia, 602 

Clayton Thomas Morrison, obituary notice of, 638 
Cleft hp, 253 
palate neglected. 122 

Clegg. H. W. (and others) : The relation of Staph, 
pyogenes to dental caries, 54 (O) 

Clifton, C. E (and others) (editors) : Annual 
Review of Microbiology, vol 2. 274 
Clinical records, value of. 548 
Clowes, Norton Burroughs, obituary notice of, 59s 
Clubbed fingers, s gnificanrc of (W. P. U. Jackson) 
216 (O) ; annotation 228 

Clutton-Brock, J. : Death following neostigmine. 
1007 

Cl welchu . See Bacteriology 
Clyne, D G Wilson. Spinal- anaesthesia for 
caesarean section. 283 — Classical caesarean 
section, 323 

Coagulasc production of staphylococci in the new- 
born and their resistance to pemcillm and strepto- 
mycin (G. Martyn), 710 (O) 

Cpatcs, Foster, obituary notice of, 7S3 
Codounis, A, D. : Syndrome of diaphragmatic 
hernia and anaemia 805 (O) : correspondence. 
1097 
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SfTO, Stephen : Curare-modified ECT., 1050 
toras, Sir Henry : Specialization. SS7 ; corre- 
spondence, 910 — Lipo.doses and xanthomatoses, 
774 

— Raymond C. : Cough fracture of nbs, 133 , 
annotation. 145: correspondence. 241. 6SI — (And 
M. C. Wilkinson) : Tuberculous infection of 
infants 322 

toKE. Harry : Treatment of rbcuma otd arthritis. 
1050. 

toLDXEY, Eric ; Treatment of s.trplc ganglion 32. 
239 

toe. Pcrc.val Parley, estate of. 204 
tolitis, cirrhosis and (annotation). 1S9 

— ulcerative, sulphonamides in. 6S9 

to ledge. Lionel, obituary notices of. 34. 117 
estate of. 1015 

tollcse t Royal of Obstetricians and Gynae- 
cologists : Honorary Fellows elected. 329 416 — 
Members : elected, 416. 6S5 ; admitted 1145 — ■ 
Diplomas awarded, 416. 7S4 — Repot on tnlcne 
as analges.c in labour (F. Neon Reynolds), 537 — 
Appointments, 635 — Fellows : elected. 635 , 
admitted. 1145 — Prize awarded. 635 — Members 
of Council elected. 1145 

— *— of Phys cians of Ed nburgh : Fellows 
elected, 873 — Diplcmas of membership conferred, 
S73 

— — — of Ireland : Members admitted. 

453, 1145 — Hon. Fellowship conferred. 731 — 
Licentiates admitted. 731 — The Oration, 731 — 
Fdiows admitted, 1145 

ollepe, Royal, op Physicians of London : 
Diplomas granted 249. 961 
Fellows elected, 961 

Licences to practise conferred, 249, 961 
Members elected. 243, 961 
Nomenclature of Disease (Joint Committee), 7th 
ed., 443 

Representatives elected, 248, 961 
Unfortunate precedent Grading article). 717 ; 
correspondence, 774, 819, £65, 910, 955. 1003. 
1052 

College, Royal, of Surgeons of Edinburgh : Fellows 
admitted, 78 — Fellows elected, 288 — Diplomas of 
membership conferred, 288 

in Ireland : Fellowships received. 

6S4 

College, Royal^of Surgeons of England : 
Appointments. 1145 

Begley Prize : Awarded, 784 — Presented, S61 
Bradshaw Lecturer. 784 

Council meeting. 37, 249, 372, 505, 961. 1145- 
Members co-opted. 1145 

Dip omas granted jo.ntly with R.C.P., 38, 249. 

505. 784, 961, 1145 
Emeritus professor elected. 505 
Examiners : Members of Court elected, 372. 784 
Faculty of Anaesthetists . First annual general 
meeting. 159— Fellows elected. 249 — Anrnver- 

— saxy D nncr. 552 

Fellowship : Diplomas granted, 37, 1145 — Fellows 
adm tied 961 

Honorary ; Fel'ows admitted, 249, 961 — 

Fellows elected 639. 784 

FelJowsh pj jn Dental Surgery : Diplomas granted. 
38, 961 

ad eundem, 372 

HaUett Prize, 372 

Honorary Medal awarded, 961 ~ 

Hosp.tafs recogn zed. 30, 37 2, 505, 784. 961, 1145 
Hunterian Dinner. 319 

Lecture: Occupational diseases of the lens 

and ret na (Joseph M mon). 392 (O) 

Oration : John Hunter the observer (H. S. 

Souttar). 379 (O) ; correspondence^ 493 

Professors c ected. 37 

Professorships awarded. 505 

Imperial Cancer Research Fund Lecture : Propa- 
gation of mouse tumours by means of dried 
tissue (W. E Gye), 511 (O) ; leading article. 
531 ; correspondence. 632. 679. 1052 
Jacksonian Prize : Awarded, 784 — Presented, 961 
— Certificate of Honourable Mention presented. 
1145 

Jenner Bicentenary Meeting : Jenner and h-s 
impact on medical sc cnee (Sir Edward 
Mcl’anby), 921 (O) . correspondence. 1001 
John Hunter Medal and Prize : Awarded, 784 — 
Presented. 961 

Leverhu me Scholarship awarded. 505. 961 
Lister Oration * The mird of mechanical man 
{Geoffrey Jefferson), 1105 (O); leading arve’e. 
1129 

Lumlc an Lectures : Cinical and social problems 
of epilepsy (F. J. Namaw). 1 (O) 43 lO); 
leading article. 61 ; correspondence. 197. 411 
Mackenzie Mackmnan Research Fellowships 
awarded, 37 

Membership t D plomas granted, 3S. 249, 372. 
961. 1145 

Representatives on oihcr bodies. 372. 505 
Residence, surgeons in. at Lmcom*s Inn Fields. 
903 

Colleges. Royal : Joint Board to consider post- 
graduate tned'eal education. 917. 952 
Coujns. D. H. : Pathologxal tests m rheumatic 
d.scasc SI 8 


Co mis. Edg^r L. Cotton-dust disease, 155 
Colonic obstruction, fa sc. Ogilvie’s syndrome cf: 
a case with post-mortem findmgs (J. A. Dunlop). 
890 (O) 

Co’or metric method, simple, for csLmaung sugar 
in ur ne or miik (Salah e!-Dc.vi). 899 (O) 

Colt, G. H. : Treatment of simple gangj.on. 1 12 
Comedo mastitis ." 71. 194 

Comcrford. John * Health the Unknown The 
htory of the Peckham Experiment, 20 
Ccmra.ssjoa. Royal on Capital Punishment * Mem- 
bership and terms of reference 828 
Cc remittee. Exchange Control Med .cal Advisory. 
551 

— on Rad cacu ve Substances Chairman and 
members 917 

Co'-ferencc. Interna' oaa.1 of Physaans* National 
trial of BCG. ( cading article) 624 
Congo. Belgian . Gammexane ” and mosquito 
control in. (G Davidson) 101 (O) 

Congress. International, on Population and World 
Resources Transactions, 194S, 1CS5 
Conjunctivitis, m n rgccoccal (J D A. Gray and 
R A Lambert). 17 (O) 

Conn H F. (editor) : Current Therapy. 1949, 
902 

Cental Andrew, ob tua^y nonce of 594 
Conner Jehn Richard Tarrant. obituary notice of. 
549. 633 , estate of. 966 

Comud K K Pain in childbath : statistical 
analysis. 333 (O) leading article, 356; corre- 
spondence, 497, 634 

Contraceptives chemical, effect of, 11 W 
Compulsions, 463. 920— Occurrence of convulsions 
during treatment with calciferol (Howard Bell), 
139 » 

Conway Narcy S : Tetany following removal 
of parathyroid decoma with bone disease 
finally alleviated with calciferol 14 (O) 
Conybeabe, Sir J (editor) : Textbook of Medicine, 
9th ed 1035 
Cook. D Ulcer , 104 

E F (and E W. MaRTZN) : Remington’s 

Practice of Pharmar/, 9th ed-, 20 

G T (and D. MunRO-Ashman) : Nasal 

earners ar d streptococcal tonsdlxus, 345 (O) ; 

leading article, 355 , 

James Pain in chfidbirfh. <81. 1053 

Cookson. Henry Anstey. obituary notice of. 1055 

M A (and J B. M. Coppock) : Mmeral 

oils tn bre«d, 73 

Coombs test for haemolytic disease of the newborn; 
124 

Coo? a. E A (and S. D. Nicholas) : Aids to 
Biochemistry, 4th ed., 530 _ ,, 

ERA Human Histology. A Guide 

for Medical Students, 2nd ed.. 902 

J F Clin.c under the N.JLS . 366 

Cope. R. W. : Sel administered tnlcne analgesia. 
454 

Zachary : Actinomycosis of rectum and colon. 

406 

Cop lm an, W. S C. : physiotherapy, 241— 
Aerology of erythema nodosum. 282 
Copper A C. An Introduction to Clinical 
Orbuonometry . 66 ? 

Coppock, J. B M (and M. A. Cookson) ; 

Mineral oils in bread, 73 
Corlette C. E. . A Surgeon's Guide to Local 
Anaesthesia, 104 
Corned beef, handling of. 822 
Corner. Beryl D. . Death at birth. 242 

G. W. (editor) : The Autobiography of 

Beniamin Rush. 443 

Corrections. 42. 82. 114. 161. 164 . 292. 332. 378. 
416. 464, 544. 54S. 602. 690, 786. 790. 876. 563 
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Abortion * Psychiatric md cations to, 5S0, 683, 
727 — " Death fol owing abortion.” 1G04 

threatened, simulating ectopic gestation. 

1139 

Abortus fever, treatment of, 194 
Achlorhydria fol ow ng gastro-cntemis. 196 
Adoption, of eh Idren. 725, 912. IC93 
Aged s ck. treating the. at home, 545 — Care of 
the elderly. 1093 

Air travel . Health regulations for, 632 — Mcd.cal 
fitness for. 1053 

APc'gy. rheumate fever, and nephritis. 237 
AmbJ ancc transport in rural areas. 1053 
Amcth-caine hydrochloride. 235. 367, 457 — 

Idosyncrasy to. 957 
Amnesia, pers stent. IG97 
Anacsthcs-a : In Ludwig's angina. 31. 153. 324 

sp nal * Fer cacsa can sect on. 153, 2S3. 323, 

409 — With cinchocatnc hydrochlor.de, 194 
Anaesthetic explosions. 244 

problems. 413 

Analgeva in chddb rth. 637 

bra^lual-plexus block, 626 

sp nal. and caesarean seci.cn. 114. 244 

tnlcne : Se.f- 3 dmirircrcd. 364. 454. 546 — 

In Oxford vapor zcr. 547 — la labour. 634 
Ana gesics. surface, ovc'dcse of. 197, 232. 454 
Anatomy, l.v'ng. 773. 957 
Anmal expe-tments, 369 
Anihsan po sora-g IC93 
Ant h s’am ne drugs ard crT^hroblastcs s. 154 
Anuna. 151. 282. 54S — Treatment cf, 226, 454 
Arab refugees. 590 
Vrsecical toxicity. 2S4 
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Arthr.us. rhcuma.c d : And ruptured tendons, 71 
— -Treatment by vasedilatajcn. £67 — Vaccine 
ircatmen: of, 867 — Treatment of. 1004, J050 
Aspayx.a, neonatal. 242 
' Atclcaaij. post-eperauve. IC49 
Barb turates. prescription cf. 325. 723 
BCG. 778. £63 — Vacamit.on m Finland. 636 
Belladonna Imam cm causing mydnasj. 194 
B'ood changes in Imnm-zeis, 546 
Bread, mineral ous in. 73 
Breast, cancer of. 632 
Breast-feeding. 72 154, 1140 
Bronchography and surface anzcsiies.a. 324. 454. 
725 

Canemm cris. 367 
Carbuncle of kidney, 456 

Carcinoma; Of cervix. 156. 457. 501. 1095—0 f 
colon : iniuiscepuon due to. 195 — Of male 
breast, 156 — Basal-cell, treatment cf. £65, 911. 
955, 1001 — Gastric, perforation of, £63 — Of 

stomach, resectable, lu56 
Cervical stenoss after forceps delivery, 242 
Cervix : Carcinoma of. 156, 457. 501. 1055 — 
Spontaneous amputation of. Ie7, 501 — Dystocia 
after amputation of, 241. 823. 1097 — Cancer 
of. 1095 

Chciropomphalyr. hereditary. 913, 1007 
Childbirth, natural, and sympa-heacotcma. 558 
Chi'dren : 1 1 children rememcer. 502 — Child wel- 
fare in Africa. 637 — Observation of children’s 
hearts. 632 — Adoption of. 725. 912 — Paediatrics 
and family pracucc, 10C6, 1138 
Cinchocame, 233 
Clinical records, value cf. 54S 
Cogs m a machine. 325. 457 
** Cohiorm.” use of term. S20 
" Comedo mzsuus,” 7L 
Corneal graft surgery. 457 
Coined beef, handling of, 822 
Cotton-dust disease. 155 
Curare in treatment of tetanus, 31 
Curare-modified E.C.T.. S69. 957. 10 03. 1050 
Deaf blind. 775 
Death at birth. 242 
Dental car.cs. 325 

Desoxyconcne. lethal danger of, 679 
Dubetic coma, 632, 724 
Diabetics, pensions (or, 151 
Diathermy prong forceps. 780. S70. 911, 1135 
D-sscm. cured sclerosis, diet in, 870 
Dracanuasis, 74 
Dysentery in South Persia. 731 
Ear disease, infective. III. 193. 237. 366 
Ear- rings, injury caused b 7 . 7SO 
Electrotherapy and stainless steel sutures, 456 
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Epi cpsy'and foetal beiuviour. 197. 411 
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Fish poisoning, 453. 775 
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Fractures : Cough fracture of r bs. 241 — Cough 
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Hacmztcmcs-s. 590 
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Frcuo, Anna ; Ch tdren in hospital, 863 
Pbhdsian, R. : The Story of Scabies, \cL 1 , 945 
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formation, vegetab’e fats and. 122 

Galpine, J, F. : Abortus infection treated with 
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tion. 633 

Betty (and T. N. A. Jeffcgate) : Further ex- 
periences with cih.o/1 cestrad.ol m suppression of 
lactation. 664 (O) 

Harker. Thomas Henry, estate of. 120 
Harlam>. J. C. (and F d' A brew) Lumbo-dorsal 

sympathectomy in severe hypertension, 1019 (O) 
Harnett, William George, obituary nouce of, 416 
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zosier 75— In a baby 821 1051— Vioform m 

treatment of, 839— Penile 968— Treatment with 
liver extract (H S Gaskell), 1037 (0>— And 
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in Industry — an epidemiolog cal study 926 (O) ; 
leading article, 946 , correspondence, 1049 

Mark : Cholesteatoma 464 

W Howard (and A Voureka) ; Frequency 

of penicillin-resistant staphylococci, 395 (O).; 
correspondence, 591, 725, 1002 
Humble, J G (and F Dudley Hart) ; Aplastic 
anaemia following neoarspbenarome, U20 (O) 
Hunt. Elizabeth : Lcucoplakia and kraurosis 
vulvae, 42. 422 

Thomas . Tribute to R^ H. Miller, 76 

Hunter, Alasiair (and others) : Repetitive auricular 
flutter, 718 

D (and others) : National Formulary, 452 

Donald (and others) : An unfortunate pre- 
cedent, 774 

Samuel Robert, estate of, 1059 


Huntcrnn Oration John Hunter the observer 
(H S Soul tar) 379 (O) ; correspondence. 498 
Husband's sulk;.. 504 

Hutchinson, Richard Cecil obituary notice of 117 
Hyde, H A : flhciology of British’ b3y-fcvcf 
plant* and it* ‘.temfunnee to allergists, 897 <Q) 

The late William : Memorial window 

dcdica cd, 599 

Hygiene behind the bar (annotation), 765 
Hynes, M : Normal iron reserves in man 408 

Martin (and Laurence Martin) : Clinical 

Endocrinology for Practitioners and Students, 
901 

Hyosclnc bydrobromldc for children, 832 
HypcridrosLS, 475 — Chemical sympathectomy for, 
1027 

Hypcrmsuhmsm due to Wet-cell adenoma : cure 
with xuciabo) t mu du.5 before and after opera- 
tion <W. G Duncan Murray), 521 (O) ; corre- 
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nfection ; Spread of. in fever hospitals 601 — 
Role of. In granulopenia (Kenneth Robertson) 
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Passmore, William Henry 246 

Pennefaiher Victor Damian. 637 

Phillips Evan William Monger Hubert 35, 117 

Purves-Stewart. Sir James, 1042 

Raw Stanley 158 247 

Rawlings Grahamc Rigby, 246 

Rcccf. Thomas 458 

Rees Thbmas Roger. 116 

Richards Hugh A . 287 

— - — Owen William 915, 960 

Riddell David 1008 

Riddoeh George Keith 594 

Roberts Harry Trist 35 

Robinson Arthur 77 

Rogerson. Cuthbert Harry, 3?0 

Rust, James. 158 

Schmiegejow Ernst 637 

Sewell Sir Sidney 824 

Shubik, Nancy Gwendolyn 35 

Simon. Frederick Ritchie 370 

Sorsby Maurice 730 

Spriggs Sir Edmund hens, 286 32b 

Steel Richmond 595 

Storey. Percy Arthur, 247 

Sullivan Harry Stack 199 

Susman Wtlltartt 76, 246 

Thambiah Saravanamuttu 783 

Thomas Frank Griffiih 782 

Tuigg Donald Sargensort 960 

Van Hoof Lucien Mane-Joseph Jean 34 fiS 

Vauchan-Sawyer Ethel, 503 595 

Visick Arthur Hedtey, 729 

Wachcr Harold 783 

Waddy Frederick Henry 235 

Wakefield Arthur W., 504 S49 

Watt John, 327 

Webb John Curtis 1099 

Wells Philip Hewer. 245 

West Watson. William Norman 914 

White Philip Bruce 594 

LVhitehcad Arthur Ernest 782 

Willans. Sir Frederic Jeunc 287 

Williams David Llewelyn. 959 

Wills James Robertson 1008 

Wilson. Loui'c Whitman, 247 

Robert Scott 1008 

Wynne. WaPer 684 
Young. William John, 246 
Zane Mavis Victoria. 327 

Obstetrics : 

Abdominal pregnancy. 422 1016 
Abortion, death following— verdict of mis- 

adventure (medico-legal). 825 ; correspondence 
1004 

threatened, simulating ectopic gestation, 

1139 

Ambulation early after confinement, 688 
Analgesia In childbirth, 636 642 685 — Caudal. 
233 — Self-admin stered tnlene. 364, 454 

in Childbirth Bill 459 549 

Book reviews. 529. 853 1126 
Caesarean section : Spinal anaesthesia and 114, 
153 . 244. 283 323 . 409 413— Classical opera- 
tion. 156. 242. 323. 409 414. 545 
Childbirth painless 727 
Cord round the neck. 1140 

Delivery * 5 000 consecutive deliveries without 
maternal death due to pregnancy (Norman 
Erablm) 260 (O) ; corrected, 602 : correspond- 
ence 637 

Discomforts of eh Idbirth (Grantly Dick Read) 
651 (O) , leading article, 669 : correspondence, 
869. 958. 1053 

Dystocia after amputation of cervix (Walter 
Calvert). 53 : correspondence. 157. 241. 823 
Forceps delivery, cervical stenosis after, 242 
Hypnosis and suggesuon in obstetrics (George* 
Newbold) 900 
Induction of labour. 690 
Ireland and Great Britain, obstetrics in, 633 
Lactation : Ethinyl ocstradiol in suppression of 
CT N. A. JcfTcoate and Betty Hargreaves). 
664 (O) ; correspondence, 736 — Concretion 
obstructing milk duct. 789 
Liver, rvornre of associated with parturition 
(Jean R C Burton-Brown acd John A 
Shepherd) 941 (O) 

Maternal obesity large babies, and {Latexes 
(J A. L Gilbert). 702 (O) 

Maternity packs and dressings 6S5 
Midwives, recruitment and training of 191 
Oxford vaponzer in hands of midwives (P. S A 
Heyworth). 441 

Pain in childbirth * Report of subcommiuee of 
Medical Women’s Federation. 333 (O) , leading 
article 356 : correspondence, 497. 634. 781 
958. 1053 

Placenta, retained, and post-paruira haemorrhage 
(H L Sheehan). S49 (O) 


Obstetrics (continued) : 

Plasma, dned. for domiciliary midwifery, 1005. 
1098, 1139 

Primitive midwifery, 498 

Syropatheticotoma, natural childbirth and, 958 
Tnlene as analgesic in labour. 634 — Report of 
RCOG. (F. Neon Reynolds). 537 
Tubal mole, 1048 
Twins, unusual case oF, 412 
Uterine acuon, incoordinate, in labour (T. N. A 
JcfTcoate), 544 

Uterus, spontaneous rupture of (G. B. Chamber- 
lain), 482 

Occupational therapy, review of book on, 397 
correspondence, 546, 548, 591 
Qdlum, Doris ; Mental hospital records, 539 
Oedema, sacral. 920 
Oesophageal stricture. 920 

Oesophagus . Spontaneous perforation ; surgical 
repair with recovery (John Scboleficld), 348 (O) 
—Treatment of perforations : report of 3 cases 
(Leslie J Temple), 935 (O) ; correspondence, 1095 
Oestradiol, ethinyl in suppression of lactation 
(T N. A. JcfTcoate and Betty Hargreaves), 664 
(O) ; correspondence, 736 
Oestrogen estimation, 81 

Ocstrogens ; Technique of administration and 
dosage 165— Effect on fibro-adenosis, 751 — At 
menopause, 1061 

Ogtlvie. Sir Hen cage * In praise of idleness, 645 
(O) — Set of nested retractors. 864 — (And 

\V A R. Thomson) (editors) : Early Recog 
nition of Disease , 902 

OgUvie’s syndrome of false colonic obstruction 
(J A. Dunlop), 890 (O) ; correspondence. 1137 
Oils, mineral, in bread. 73 

Old age ’ contraindication to air traxcl, 604 And 
see Geriatrics 

Oldfield. J. : T he Mystery of Birth , 530 
Oldnall. Joyce : Occupauonal therapy. 591 
Oliver. Raymond : Lock Hospi al, 1004 
Olives, V B. : OsteopcnostUis Tuberculosa y 
StfUittca. 60 

O’Malley Charles Donald (and John B. de C M 
Saunders) : Andreas Vesahus Bmxellensls The 
Bloodletting Letter of 1539. 494 

Ophthalmology : 

Amblyopia, home-cured tobacco and. 163. 254 
510 

Blindness Book on prevention of, 60— Award 
for prevention of, 687 
Book review. 760 

Choroid melanoma of (annotation), 766 
Clostridium vvelchu infection of eye (Jean Stuart) 
272 

Conjunctivitis, meningococcal (J. D A Gray and 
R. A Lambert). 17 (O) 

Corneal graft surgery, 457, 773 

’’Eye bank” established (annotation). 1131 

Filanasis. ocular. 500 

Glaucoma • Simplex. 81 — Acme, 773 

Haemorrhage, subconjuncuval in a bab>, 1104 

Iridocyclitis. 919 — Vitamin A for, 637 

Lenses, contact, for myopia and astigmatism, 689 

Mydnasts. belladonna Ummem causing. 194 

Myopic school-children. 602 

Occupational diseases of lens and retina (Joseph 
Minton). 392 (O) ; correspondence, 497, 545 
Refraction, 773 
Retinal pigmentation, 422 
Rcumus pigmentosa, 122 

Uveal pigment, hypersensitivity to (annotation) 
229 

Opium . Raw Opium Regulanons (1948). 374 
Order Venerable, of Hospital of Sl John of 
Jerusalem . Promotions acd appointments. 149 
419 

Oigasm. physiology of. 593. 868. 1052 
Orley, A. : Pressure cooking, 822 — Neuro 

radiology . 1126 N. 

Orpen. Lcandcr Joseph John, obituary notice of 
416 

Orr. H- W On the Contributions of Hugh Onen 
Thomas, Sir Robert Jones, and John Ridlon (o 
Modem Orthopaedic Surgery. 1126 
O Russia 1 O Mores I 33 

Orthopaedics ■ Bone grafts (annotation), 230 — 
Metatarsus Quintus valgus (Horace Davies), 664 
(O) — Regional orthopaedic and accident service 
(G R Girdlestonc). 72CF— Shoulder-harness. 779. 
913 

Osborn F. : Our Plundered Planet, 530 
Osier Club : 83rd meeting. 965 
Osman. A. A. : Treatment of anuria. 453 — 
Research m renal disease. 9 10 
Osieius fibrosa disseminata (D. I MacRae), 389 
(O) . correspondence. 500 
Osteoarthritis, treatment of. 967 
Osteoid osteoma (annotation). 403 
Ostcomjclitis in an infant. 1051 
Ostlere, Gordon : Anaesthetics and the Patients. 

853 — Anaesthetics for Medical Students. 992 
Otitis externa, vioform in treatment of. 841 

granulosa (Norman A Punt). 939 

media, acute, chemotherapy of. 422, 556 

Otology - Infecme ear disease. 111. 193, 237. 
366 — Tinnitus. 331 — Deafness and tinnitus. 378 
644 — Rehabilitation of deaf (S. R. Silverman), 
861 — Streptomycin and the labyrinth. 1043 
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Qverton, James : Topical use ot vjofonn ^ in 
dermatology 840 (G) , annotation, 858 , 

corrected, 963 _ 

Oxygen tents, ** perspex ** (G M Komrower) 
953 

Oxyuriasis, 793 


p 


P Agglutinin aml-P in presnanev (I Dunsford) 
15 CO) 

Paediatrics : Instruction of medical student m 
insight into family practice (W S Craig and 
others) 801 (O) ; correspondence, 1006, 1138 
Paoel* W Kayne Pagel, and O Shaughnessy s 
Pulmonajy Tuberculosis, 2nd cd , 811 
Pauxas, J -E (and J Bonnal) Lc s Plaics du 

Ceneau 854 

Pam extra thoracic in cardiovascular disease 
(J L Lovibond) 833 (O) 

sciatic persistent, 292, 725 

Painful amputation stumps and phantom limbs 
treatment by repeated percussion to stump neuro- 
mata (W. Ritchie Russell). 1024 (O) , annotation 
1132 

Palestine • Israel’s Beveridge plan 817 
Palmer Edgar Herpes zoster, 75 
Palsies contraindication to air travel 604 
Paludrinc See Proguaml 

Pancreatic tissue, hetcrotopic in ileum causing 
intussusception (A A MacKelvic) 528 
Pancreatitis subacute (Ian Macnab) 568 (O) 
Pancytopenia splenectomy in. 1068 
Paneth F A Tracer elements in biological 
research 359 

Pankhurst E Sylvia Princess Tsahai Memorial 
Hospital 957 

Pantothenic acid deficiency and porphyria 848 
Papanicolaou, George N (and others) The 
Evithelia of Woman s Reproduces e Organs 577 
Para aminosalicylic acid in tuberculosis (annotation) 
190 

Paraf 1 (editor) Etudes C/imdques shi In 
Tubercuiose, 60 

Paralysis, hysierical prognosis of. 1076 

Werdnig-Koffmann inheritance of 880 

Paraplegic, calculi m a 377, 644 
Paramore. R H Anuria, 282 548 
Parasitosis, delusion of 472 
Parathyroid Tetany following removal of para 
thyroid adenoma with bone disease • finally 
alleviated with calciferol (Nancy S Conway) 
14 tO) 

Parfitt G J . Aetiology of dental caries 232 

J B (and VV E Herbert) : Operatise 

Denial Surgery, 6th ed . 353 
Parker, F P (editor) . A Textbook of Clinical 
Pathology 3rd cd . 20 

Frcdcnc. Jun (and Henry Jackson, jun) 

Hodgkin s Disease and Allied Disorders, 713 
Parkinson Thomas * Eosinophilic xanthomatous 
granuloma with honeycomb lungs 1029 (O) 
Parkinsonism Use of diparcol in (R S Duff). 

613 (O) , correspondence 778 821 
Parkinson’s disease, 963 


Parliament Medical Notes in : 

Analgesia in childbirth Second reading of Bill, 

459 549 — Statistics 597 68 *> 

Antrycide 250 

Artificial limbs, 1012 

Bread vitamins in, 685 

Chelsea Hospital for Women 202 , 

Circumcision, female, in Sudan, 250 
Diphtheria immunization statistics 50^ 

* Dogger Bank itch/’ 598 

Exchange Control Medical Advisory Commntcc, 

460 551 

Flour agcmzcd 202 

Homosexual offenders psychiatric treatment, 
639 

Hospital beds not in use 826 

Industrial injuries . special hardship allowance. 


Insemination, artificial, 38— And legitimacy 55> 
— A I D as criminal offence. 550 
^*91 5*^ • Nigeria, 551 — To become notifiable 

Lifeboats, 328 

Medical officers of health, salaries of, 250 
~ profession : Irish qualifications, 875— Ahc 
doctors. 875 

superintendents. 328 

Mental hospitals : Overcrowding m, 1Q1' 1 - 
Chromc sick in. 1057 
Milk m Scotland, 875 v 
— — (SdcojI Dtsisnauons) Bill 288; Sscon 
readme, 417 — Rcpon Stage. 874 

S?-,',. A ? SUrlCC 'X' ' Handtcapped Person; 
vvelfarc Advisory Council 598 
- Health Insurance : last payment 250 


N vtiosal Health Serv.ce 
\dminjstrauve staff. 1012 
Amending Bill 33, 41S. 1010 
Basic salary, 199 
Beds for emergency cases, 685 
Capitation fee, 33 
Cardiff doctors. 33 
Clinical details confidential 7^ 


Parliament, Medical Notes in ( continued ) . 

National Health Slrvice ( continued) 

Consultants and Specialists Awards Committee. 
505 

remuneration 418 

Costs, 38. 250. 327. 372. 963 

Cottage hospitals, 201 

Debate on anonut c\ 199 

Dental estimates, 38 1012 

Doctors redistributed, 506 

Emergency demistn 202 

Eyes and cars, 915 1056 

Fees for sight-fcstlm\ 288 

Foreigners and temporary residents, 505, 731 

Homoeopathy, 875 

Hospital Endowments Commission, 785 
Household remedies 328 
Industrial health services 1056 
Limited lists 460 
Locums, 685 

Maternity packs and dressings, 685 

Private practice, 785 

Public and private prescribing, 38 

Reciprocity, 731 

Refresher courses 288 

Remuneration for temp rary residents 288 

of G P s. 96 1 

Shortage of way film, J'iO 
Single-handed doctor, 288 
Teaching hospital in Scotland, 250 
Too many paticn >, 32’’ 

National Service : RcgiHiitions for 1949, 202 — 
Examination of n en. 598 
Northern Ireland Hasp il accommodation 551 
— Health service* in, 9< 3 
Nurses Bill, 873, 9 2 
Nursing : staff sta sties, 259. 328, 685 
Parkinson’s disease 963 
Petrol for doctors 505 
Pott Health Regulations. 1057 
Radioactive effluent 288 
Rations, special, fc mval is 915 
Tropical diseases centre, 28, 826 
Universities, grants to, 46i 
Vaccination, 7S5 

Parsons Alfred R Temperature recording. 412 
—Resectable carcinoma of stomach, 1096 

Christopher Tlnckray, obituary no ice of, 872 

J. Herbert • Occupauo al diseases of lens and 

retina, 545 

• Leonard G Haemolytic disease of the new- 
born, 234 

Parsons-Smith, Gerald (and Dcrus Williams) : 
Cerebral embolism following contusion of heart, 
10 (O) , annotation 23 — (And others) : Repetitive 
auricular flutter 778 

ParTIPilo, A. V Surgical Technique, 1126 
PasK. E A (and others) * “ Myancsin ” in treat- 
ment of tetanus 616 (O) , correspondence, 868 
Passmore. William Henry obituary notice of, 246 
Paterson, D (and A Moncrieff) (editors) 
Diseases of Children, \ol 2, 4th cd , 1085 

Ralston : The Treatment of Malignant Dissase 

by Radium and X-rays 529 
Patey. David H . Two common non-malignant 
conditions of breast : clinical features of cystic 
disease and pain syndrome 94 (O) ; annotation, 
108 — Plasma cell mastitis, 545 
Pathogenesis of essential hypertension (F. H 
Smirk), 791 (O) , leading article, 813 
Pathology . Some observations on teaching of 
pathology in U S A. (K R Hill), 674 — Pathology 
for students (book review), 944 
Patient’s view review of book on, 60 
Paulley. J W (and others) : Cough fracture in 
late pregnancy 135 (O) annotation, 145 , 
correspondence 241, 681 

Payne, Reginald T. : An unfortunate precedent, 
955 

Pearce, E : Medical and Nursing Dictionary and 
Encyclopaedia, 9th ed , 811 

J D W (and Denis Carroll) : Clime under 

the N H S , 3 66 

Pearson, A C. (and others) : Cough fracture in 
late pregnancy 135 (O) ; annotation, 145 ; corre- 
spondence, 241 681 

Gerald H J. (and O Spurgeon English) : 

• Emotional Problems of Living, 59 

S. Vere : Whither tuberculosis 7 152, 412 

Pcckham Health Centre (book review), 20 
Pediculosis pubis. 920 

Peirson, T ; Spread of tuberculosis by books, 832 
Pelton. W. J (and J M. Wisan) (editors) : 

Dentistry in Public Health, 1126 
Pelvic allergy 689 

congestion, strong corsets and, 324 

Pemberton, John : Illness in medical practice, 306 
(O) : correspondence, 410 
Pemphigus vulgaris, vioform in treatment of, 839 

Penicillin : 

Children, use of procaine penicillin m (J L 
Emery and others) 845 (O) 

Dosage schedules, 30 
Enhancement factor, 1148 

Hands, infected treated with systemic penicillin 
A Barclay), 175 (O) ; leading arucle, 
187 , correspondence, 455, 499 
Impure penicillin, non-specific effects of (J 
Unear), 654 (O) 


Penicillin ( continued ) : 

Influenza, penicillin in, 499 
Inhalations 919 

Oral reactions to (W G Cross), 171 (O) , corre- 
spondence, 367, 4U, 498 
Phthalylsulphathiuzolc, penicillin-, antagonism, 
734 

Procaine penicillin. 75, 116 — Use of, m chldien, 
with aluminium monostcarate (John L Emery 
and others). 1110 (O) ; annotation, 1130 
Sensitivity, 414 

Snuff, pcnlcilhn-suiphathiazolc, 1103 
Staphylococci, pcniciIHn-rc«istant, frequency of 
(A Vourcka and W. Howard Hughes), 395 
(O) ; correspondence, 591, 725 1C02 

in the newborn : their coaguJasc production 

and rcs’stancc to penicillin and streptorajetn 
(G Martyn). 710 (O) 

Staph, pyogenes : Carriage of penicillin-resistant 
Staph pyogenes in healthy adults (T. D M 
Martin and J. E. M. Whitehead). 173 (O) 
Syringes for procaine penicillin, sterilizing, 789 
Typhoid * successful treatment of earner with 
penicillin and sulphamcrazine (C. A, Rumball 
and L G. Moore), 615 (O) 

Urticarial reaction to 1016 
Vacctn a virus, penicillin and. 41 

Penman, a. Clark • Idiosyncrasy to amcthocamc 
hydrochloride 957 

Pennefather, Victor Damian, obituary notice of, 
637 

Penny, \V Maxwell : Vaccine treatment of 
rheumatoid arthritis. S67 
Pension after husband’s suicide, 248 
Pepue ulcer. See Ulcers 
Perichondrium In vascular surgery, 72 
Perigal, A. F ‘ Tribute to W. G. Harnett 416 
Pcrtonychia. chronic, vioform in treatment of. 839 
Peritoneoscopy. 601 

Peritonitis, pre-pubcrtal gonococcal (Michael 
Solomons and J F. R. Wuhycombc), 990 
Perniosis. chemical sympathectomy for. 102S 
Persia, South, dysentery in (lan S. Stewart). 662 
(O) ; correspondence, 781 

Personality, pharmacological explorations of (Jean 
Delay), 542 

Pertussis See Whooping-cough 
Peszczynsm. Micczyslavv : Women war capuves m 
Russia, 1139 

Pother. G C. : Cog-wheels, 457 
Pethidine in labour 642 

Petit-Dutaillis (editor) : Les Entretlens de Bichat 
19J3 : Chlrurgle-Spedalltds, 274 
Petit mal 82 — Correct use of term, 2 
Petroleum products and skin, 734 
Phacochroraocytoma. bilateral (T. M Reid and 
R. Saint), U16 (O) ; annotation, U3t 
Phcnobarbitonc. toxicity of. 832 
Phenology of British hay-fever plants and H3 signifi- 
cance to allergists (H A. Hyde), 897 (Q) 
Phenytom. soluble, toxicity of, 75 
Philip, Peter W. : Perforated duodenal ulcer in a 
boy. 196 

T, V. R. : Whither tuberculosis ? 777 

Phillips, Evan William Monger Hubert, obituary 
notices of. 35, 117 

R. (editor) : The Belsen Trial. 530 

Physical training, adaptations to (annotation), 190 
Physiological basis of vagotomy (A. Davis Beattie), 
607 (O) ; correspondence. 726 
Physiology : Of orgasm 593, S6S, 1052 — Experi- 
ments on normal temperature regulation tn young 
men (Samson Wright) 610 (O) ; correspondence, 
823 — For students (book review), 621 
Physiotherapists, review of book on, 760 
Physiotherapy. 241 

Phyto-photo-dermatitis (H E. Bellringer), 984 (O) 
PiCKEN, R. M F ; Tribute to D. Llewelyn 
Williams, 959 

Pickerill H P. : Perichondrium in vascular sur- 
gery. 72 — Ligatton of mandibular (inferior dental) 
artery. 527— Keloid, 1150 

Piers, F. : Granuloma annulare, 920— Keloid, 965 
Pilocarpine and esertne. 331 
Pinch. Albert Edwin Hayward, estate of. 641 
P inches. Chapman : Mechanism of memory. 285 
Piney, A : An unfortunate precedent, S65 — Safe 
doses of acetylsalicyhc acid. 1104 
Pinson, K B. . Control of paradoxical respiration. 
1051 

Pttyrfttsis faciei simplex, vioform m treatment ot, 

841 , . . 

Plague m Calcutta (annotation). 1089 
Plasma : technique for estimating prothrombin 
content, 564 

Plasmocytoma, solitary, of bone (H Holden). 437 (O) 
Platt, Robert • Nephritis m textile workers 32 
Plesch, J. : Pharmacology of failing heart, 592 
Pleurisy : contraindication in air travel, 605 
Plewes, L W. (and others) . Streptomycin in 
finger infections, 1081 (O) 

Pneumonia : Present day pneumonia (annotation). 
108 — Contraindication for air travel, 605 

lobar, crisis in, 325 

pneumococcal, sulphonanudcs in. 689 

Pneumonitis, acute, in bcryliium-worker (G Riddell 
Royston), 1030 (O) 

Pneumothorax, effect of flying on, 605 643 

artificial : Self-adimnstered refills, 113- 

Place of. In treatment of pulmonary tuberculosis. 
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| Podophilha therapy. complications of, 7S0 
* POUL, W» : Dai Panaritium. 621 
J Potkdodcrraia, Civattc's. 690 
i Po-soning, anthisan, I09S 

i Arsenical loxicjiv (annotation), 25 : corrc- 

{ spQcuJcnce 284 

catholic, first aid for, 831 

coal-gas, blood transfusion m, 90S 

dcrns. 464 

fish (annotauon), 317 ; correspondence 498. 

775 

r Pc.sons List : Further amendments under Section 
23 of Pharmacy and Poisons Act. 297 
— — Rules. 1949 : consolidation of amendments, 
676 

Poliomyelitis : contraindications to air travel. 604 

i paralytic : early symp oms and effect of 

phisical activity on course of disease (W Ritchie 
I Russell), 465 (O) : leading article, 48S ; corre- 
spondence, 5S9 

Polonovski. M. (editor) : Expos/ s Annuels de 
Biochunlc M/dicale, 9,h senes, 621 
Polyncunus, acute infective (annotat-on), 950 
correspondence, 1049 

Ponder, E, : Hemolysis and Related Phenomena 
530 

Population policy (leading article on Report ol 
Royal Commission on Population), 1127 
Porphyria acute, and associated electrolyte changes 
(Dewi Davies). 846 (O) : corrected, 968 
Port health regulations, 1057 
Porter, R. R, m. j An unfortunate precedent, 819 
w Posture and circulation (annotauon) 859 

Pottengek, Francis Marion • Tuberculosis 483 
Potter, Lina M. : Tribute to Ethel Vaughan- 
t Sawyer, 595 

Powell. F. I. : “ Minor '* injury o£ terminal 
phalanx, 618 (O) 

Powtr, John Hals : Spinal analgcs.a for caesarean 
section, 244 

— — Thomas D, : Epilepsy and foetal behaviour, 
197 

Poykter, F. N L, (edi or) : The Selected Writings 
of William Clowes. 39R 


Pregnancy t 

Abdominal pregnancy. 422 1016 
Abortion : Psych atric lodicauons for (annota- 
uon), 469 ; correspondence, 590, 683. 727 — 
Death following. 1004 
threatened. 163, 292 

r Agglutinin anu-P m pregnancy . report on two 
eases (I. Dunsford). 15 (O) 

Air travel : limning factors and essential faculties, 
605 

Cough fracture in late pregnancy (I. W Paullcy 
and others), 135 (O) ; annotation, 145, corre- 
spondence, 241, 681 

Diabetes roellitus : Diabetic feiulity, maternal 
mortality, and foetal loss rate (J. A L. Gilbert 
and D. M Dunlop), 48 (O) , pregnancy com- 
plicated by (H. H. Fouracrc Barns and M. E 
'Morgans), 51 (O) ; leading article, 62 
Dieune and bmb weights. 1150 
Ectopic gestation : statistical and chmcal review 
► of 107 eases (J. S. MaeVine and D. H. Lees), 
263 (O) ; correspondence. 455 — And future 

pregnancy, 644 

Foetus, dead, absorption of, 292 

Gestation period, longest, 116 

Haemorrhage, spontaneous subpemoncal 403 

Heart disease, pregnancy and .(annotauon), 278 

Hernia, irreducible umbilical, in pregnancy, 728 

Inoculation in 919 

Jaundice in (annotauon), 278 

Konsuloff test, 509 

Malnutrition in. 543 

Piyalism in, 736 

Purpura complicating, 73, 197 

Rh factor and 42, 164, 464 

Rhesus-testing. 155. 

Sex hormones in, 167 

Stilboestro) therapy in (annotauon), 814 

Sullbirths, repeated, 206 

Tests; “Rapid" rat test, 121, 332 — Book on. 
760 

Thyroid gbnd and (annotation), 996 
Thyrotoxicosis and. 1018 
Tuberculosis and. 1047 
Typhoid and. 464 
Weight increase in, 831 

Prematurity : Testosterone as treatment for, 1S9 — 
Risk of, 357 

Preparations and Appliances : 

Anaesthesia : Apparatus for infants (D F Rees). 
Ill— Improved jack for Eoyle Davi* gag 
(Terence Banham), 360 — S mple portable 

apparatus (R. L Super), 405 — Portable 

rcsuvcitator (B G B Lucas). 541 
Bronchial suction catheter (J. L Griffin), 1000 
Dia hermy prong forceps (A, Wilfrid Adams). 
631 

Electrocardiography unipolar lead, switch and 
wiring circ-H for (A G Barritt), 770 
Endometrial biopsy curette (Ernst Friedmann). 
150 

Oral intubation, aid to (R R. Macintosh). 23 
Oro-tracheal introducer (J G Bourne). 5S6 
" Perspex " oxygen tents (GcorgCi M. Krom- 
rower), 953 


Preparations and Appliances (continued) ; 
Retractors, nested (Sir Hencage Ogiivie), £64 
Sucuon, continuous : new hydrodynamic method 
(J A. Can). 1136 

pump, new surgical (David Aiken). 1094 

Vaccine lymph expulsion from capillary tubes, 
818 

Vaginal dilators (W McKim H. McCullagb), 
723 

Price, R Kemball Long-term cardiac observation 
of children, 515 (O) ; Icad.ng arucle, 534 , corre- 
spondence, 682 

Primmer, J B Hints on prescribing Under the 
N HS. Act. 902 

Pringle. G L Kerr Robert the .Bruce and 
leprosy 457 
Proctalgia fugax. ”89 

Progestagens . technique of administration and 
dosage 165 

Proguaml . In malarial infecuons caused by 
W African strain of P fate parum (G Covell 
and others), S8 (O) , corrected. 292 . Intra- 
venous (R. N Cbaudbi n and H Chakravarti) 
91 (O) . leading article, 106 . correspondence 
192 324, 545 589. 7”5. 956— And blackwater 
fever, 324 — In prophylaxis and treatment of 
malaria ini' — 'n the Sudan, 413 
Proof-readers' disease. 33 
Propylene gjycol, inhalation of. 1103 
prostate, enlarged testos crone for. 121 
Prostatectomy, 4 third ureter ” tn (A Wilfrid 
Adams). S09 ; correspondence. 958. 1096 

punch (H. T Cox). 3S6 (O) ; correspondence, 

545 

Prostauc hypertrophy, ben gn (annotation) 1131 
Protein shock therapy, 1149 
Prothrombin * Estimation of 156 — Tcchmcffie (or 
content esumatons, 564 
Protozoan diseases, review of book on, 944 
Prowse, W. Barrington . What is normal ? 779 
Pruritus, psychogenic factor tn, 473 

am. vioform in treatment of. 839 

Psoriasis 475— And s ilboestrol, 644 — Vioform In 
treatment of, 839, 842 

Psychiatry M Naghten rules. 31, 115 — And 
broadcasting, 193 — Book reviews, 484, 577. 761. 
811 1006. 1085 — Psychiatric indications for 

abortion (annotauon), 489 , correspondence, 590 
683. 727— Pharmacological explorations of person- 
ality. 542— Homosexual offenders. 639 — Psychiatric 
pauents and Disabled Persons (Employment) Act 
(A Hams and Mary A. Lane). 982 (O) ; leading 
article. 994 
preventive, 406 

Psycho-analysis . Book reviews. 140, S10 — Duration 
of. 643 

Psychobiology, review of book on. 901 
Psychology * Book reviews. 59. 184. 620, 713. 714 
— Marriage neurosis. 635. 776, 822 
Psyeboneurosis and neuiosyphilis, 1017 
Psychopathology, review of cook on. 760 
Psychotherapy : Books on group therapy 312, 1039 
—Leading article on group therapy, 227 , corre- 
spondence, 548 

Psychrometers. sling and Assmann, nomograms for 
- (J B deV Weir), 527 (O) 

P.T A.P : present posiuon (L B. Holt and G 
Bousfieid). 695 (O) ; leading article, 715 ; 

corrected. 968 
Piyalism in pregnancy 736 

Public health : lmernaLonal sanitary conventions 
Bead ng arucle) 22 — Chadwick medals awarded 
40 — Town planning and health (annotauon), 188 
— Salaries (lcaJing article). 401 
Pulbeems : new system of medical classification 
(Roy T. Fletcher). S3 (O) , leading arucle, 105 ; 
correspondence. 244. 410 

Pullen. D. : Lympbcblasuc leukaemia treated with 
urethane, 137 (O) ; correspondence, 2S6 
Pulling Herbert lobn, estate of, 829 
Punishment : Home Office committee to renew 
cxisurg methods, 78 

Punt, Norman A * Onus ex'ema granulosa, 959 
Purcell, F M. : Specialization, 781 
Purpura compl eating pregnancy, 73. 197 
Purves-Stcw'art Sir James, obituary notice of, 1142 
Puxon, M. : Handbook of Midni/ery, 761 
Pyle. David : What is normal "* (sexual behaviour), 
6S2 

Pyuria, abacterial, producing fc.lateraJ urctcnc 
stenosis (N. N. Gupta). 1033 (O) 


Q 

Questions, Notes, and C mm-ntss 
Abdominal reflex ab>crcc of. 1017 
Abortion, ihrcatcncd 163 292 
Acctylsalicyl.e acid, safe dose of. 735, 1104 
Adiposity. 421 

Allergy : To fluo-escent I ght. 644 — Pelvic, 6S9 

Am no-acids, csscn. al. 639 

Angina : Pcaom. 421 — Of effort 879 

Ant body format on. 421 

Anticoagulant therapy. 463 

Anuna and suiphoram.des. 555 

Apnoca on tracheal intubation, 919 

Arcus sendis. 736 n 
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Questions, Notes, and Comments (ccnnnuedj : 
Argyna. 1018 

Animus, liver injecuons in, 42 
Arthroplasty, cup, 509 
Ascam, pig as vector of, 735. 1150 
Asthma : Sympathectomy fer 6&9— Treatment 
of. 736 

Athlete's foot, 164 
Ballet dancing, 463 

Barbiturates: Excretion of, 377 — "Benadryl* 
and. 464 
Bec-sungs. 1061 

Blastomycosis, North American. 879 
Blood-clot and haemostaMj, 878 
Blood- pressure readings at alu. ude,- 769 
Boeck’s sarcoidosis. 510 
Breast milk, quinine in. 206 
Brucella infection : Persistent symptoms alter 
254 — Treatment of chronic brucellas,*. 1104 
Buddleia. burning, 831 
Burns, superficial, treatment of. 643 
Calcium chloride and gluconate, intravenous. 735 
Calculi . In a paraplegic, 377, 644— Inheritance 
of renal. 1018 

Cancer : Deep x rays for oat-cell carcinoma of 
lung. 643 — Parity and uterine cancer. 789 — 
Malignant deposit in pelvis 968 
Carbolic po.son.ng. first aid for, 831 
Catheters : Grading of. 879, 1104- — Stenltzinx 
gum-elasuc catheters, 1103 
Cephahn-cbolestcrol fiocculauoa test. 1104 
Chciropompholyx, T A.B. in. 82 
Chilblains, vitamin K and. 464 
Chloroform : human touch, 422 
Cholesteatoma. 41, 464 
Cirrhosis, xanthomatous biliary, 734 
Civatte’s poikilodcrmia, 690 
Claudication, intermittent, intravenous saline in 
831 ' 

Claustrophobia, 602 
Cleft bp, 253 

palate, neglected. 122 

Cl welclui and gas embcl-sm. 292 
Colitis, ulcerauve, sulphonamides in. 689 
Contact lenses for myopm and astigmatism. 689 
Contraceptives, chemical, effects of, 1104 
Convruls.ons, 463. 920 

Corrections. 42. 82. 164, 292. 332. 378. 464. 602 
690, 790 . 968 
Cramps, spasmodic. 254 
Curare, death from. 421 
Deafness and unmtus. 378. 644 
Dermatitis, ammomacal. in infants, J64. 378 
Denis poisoning. 464 • 

Diabetes, nocturnal frequency In, 1017 
Diathermy, short-wave, 602 
Dicnocstxol, 510 

Diphtheria immunization, 253, 1149 
Disclaimer. 736 

Dreams, alarming in the aged. -555 

Dust, dry grass 1150 

Dyspareuma. 735. 1017 

Ears, ** bat," 788 

Eggs in water-glass, 1149 

Enteroptos^. 82 , 

Epilepsy * Hrrednary influence of, 291 — \kater- 
puressm test m, 291. S£0 
Epsom College Centenary Register, 464 
Esenne and p.locarpmc, 331 
Family Planning AsscaaLOn, 790 
Fancom’s syndrome, 81 

Fats : Vegetable fats and gall-stone Iormauon 
122 — Fat intolerance, 164, 378. 602 — Allergy 
to animal fat. 968 

Feeding difficulties in a small chid, 7S3 
Fluorides in preven ion of dental caries. 82 
Foetus, dead. ab^orpLon of. 292 
Food sensitivity, testing for. 463 
Fractures, nb. cause of, 832 
Gall-stone formation, vegetable fats and, 122 
Galvanism in hcmip’cg^. 122 
Ganglion, 690 

Gastrectomy post-gastrectomy diet. 96" 
Giddiness, trans cut 968 
Glaucoma simplex 81 
Gout, treatment of, 832 
Granuloma annulare. 464 920 

Graphite d-st. exposure to. 6S9 
Gums, bleeding 41. 206 

Haemorrhage, subconjimcx val. m a baby. 1 1 0-4 
Hair : Cold permanent waving. 206 — Faffing 
610, 1149 — Green staining of, 567 
Hallux valgus. 332 

Heart : Auricular fibnllauon m the elderly, 643 
1018— Vitamin E n heart disease, 6£S--Pain 
after coronary ih'cirbosis. 1017 — Bundle-branch 
block and hypertension 101 S— ExtrasystoJes 

1061 — Coronary ocdus.cn and local heat 
therapy, 1062 

Heel , Tender swellings of, 642 — Pa nful nodules 
on. 10IS 

Hcmiplega. galvanism m, J22 
Hemivertebra. 555 
Hepau is mfccLve. 331 

Heredity : Risk of inherited defects. 378 — And 
pulmonary tubercu'osis. 555 — Irfcerit3rce of 
fragilitas cks um. 602 — Of Werdnig-Hoffmann 
paralyse. £S0 — Of renal calculi, 1013 
Hernia, umfcil cal. 601 

Herpes s-mp’cx : Vaccination for recurrent. 332 
— Penile herpes cr vcrrucac 96S 
Hormone treatment in mferuLry, 82 
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Questions, Notes, and Comments (.continued) * 
Horse-riding for the infirm, 8S0 
Hyoscine hydrobromide for a child, 832 
Hypertension, high-frequency diathermy for. 331 
Infection, spread of, in fever hospitals, 601 
Infertility, 790 

Inoculation against typhoid and tetanus, 878 

Insulin sensitivity, 164 

Invalid tricycle association, 122 

Iridocyclitis 919 

Iron intravenous, 163 

Itch, dhobie, 331 

Keloid. 377 556, 968, 1150 

Lactation 736 

Left-handed, teaching writing to the, 831 
Leucoplakia and kraurosis vulvac, 42, 164, 422, 
790 

Leucorrhoea, 41 
Liver extracts, 205 

injections in arthritis, 42 

Lobeline and asphyxia, 254 
Lupus erythematosus. 1103 
Mandehc acid, effect of, 967 
Marriage of double first cousins, 556 
Measles notification of, 601 
Melanoma, 82 

Menstruation* Prc-mcnstrual tension state, 331 
— At age 56, 602, 736— Precipitating or delay- 
ing, 1061 

Mercury absorption of, 879. 1062 
Micturition . Frequent, 332 — Disturbed, in dis- 
seminated sclerosis, 832 
Milk duct concretton obstructing, 789 
Myopic school-children. 602 
Necrobiosis lipoidica, 1150 
Nematodes and pulmonary lesions, 253 
Neoarsphenamme, tonic effect of. 790 
Neuralgia, trigeminal 41 

Obstetrics * Repeated stillbirths, 206 — Pethidine, 
trilene. and chloroform in labour. 642 — Early 
ambulation after confinement, 688 — Induction 
of labour, 690 
Oesophageal stricture. 920 
Oestrogen estimation. 81 

therapy Of menorrhagia, 920 — At meno- 
pause 1061 

Osteoarthritis, treatment of, 967 

Otitis media acute, chemotherapy of. 422, 556 

Oxyuriasis, 790 

Pediculosis pubis, 920 

Penicillin And vaccinia virus, 41 — Penicillin- 
phthalylsulphathiazole antagonism. 734 — 
Sterilizing syringes for procaine penicillin. 789 — 
Inhalations 919 — Urticaria! reaction to. 1016 
Penicillin sulphathiazole snuff, 1103 — Enhance- 
ment factor, 1148 
Peritoneoscopy 601 

Pertussis prophylaxis and treatment, 509 
Pern mal 82 

Phenobarbitone toxicity of. 832 
Pilocarpine and eserine. 331 

Pneumonia pneumococcal, sulphonamides in, 
689 

Pneumothorax, effect of flying on, 642 
Pregnancy Rh factor and, 42 164, 4 64 — 

“ Rapid " rat test for. 121 332— Threatened 
abortion 163 — Abdominal, 422 1016 — Typhoid 
and, 464 — Konsuloff test, 509 — Ectopic gesta- 
tion and future pregnancy. 644 — Parity and 
uterine cancer 789— Weight increase in. 831 — 
Inoculation in 919 — Thyrotoxicosis and, 1018 — 
Dieting and birth weights. 1150 
Pressure cooker as sterilizer, 121, 254 
Proctalgia fugax, 789 
Propylene glycol inhalation of, 1103 
Prostate . testosterone for prostauc enlargement 
121 

Protein shock therapy, 1149 
Psycho-analysis duration ot. 643 
Pulmonary cysts, bilateral. 919 
Quinine m breast milk 206 
Rectal bleeding in an infant. 464 
Refrigeration of foodstuffs 1150 
Respiration at birth. 122. 880 
Respiratory infections, winter resorts for, 253 
Retina! pigmentation. 422 
Rcimms pigmentosa, 122 
Rh factor and pregnancy. 42, 164 
Russell viper venom, 122 
Sacral oedema 920 
Salmonella, carriers of, 1017 
Sat volatile and cau-dc-Cologne 1103 
Schick test in young children, 206 
Sciatic pain, persistent. 292 
Sctcrosis. disseminated : And vaccination, 644 
—Disturbed micturition in 832 
Senility and icstmamcntary capacity, 1149 
Skin ; Sterilization 81. 832 — Eruption associated 
with menstruation. 253— Mind and. 690 — 
Pen-oleum produces and. 734— Thickening of 
palmar skin. 735 — Vitamin D and 788 — • 

Resistant skin condition, 1062— Protection of 
from mineral oils 1103 
Spondilms. ankylosing 690 
Sutbocstrol : And testicular swelling. 254 — And 
dicnocstrol, 510 — For psoriasis 644 — And 
sermnoma test is. 690— Painful breasts due to. 

Subacute combined degeneration. 253 
Sabarachnoul haemorrhage. 510. 879 
Sulphonamides : sens dvhy to. 1062 — Crcmor 
d sulphaihiazoli, 1143 
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Questions, Notes, and Comments (continued) . 

Tea washing-soda m, 736 
Teeth . Fluorides in prevention of dental Larks 
82— 11 Dry socket/ 1 332— Reaction to dental 
analgesia, 690 

Tcrpencs as mdustn d hazards, 790 
Testes . sulbocstrol and testicular swelling. 254 
Testosterone : For prostn ic enlargement, 121 — 
In progressive muscular atrophy, 206— In 

gynaccomastia, 880 
Thoracoplasty, 87 8 
Threadworms, 967 
Thyroidectomy, indications for, 7S9 
Tinnitus, 331 — Deafness and, 378, 644 
Tobacco, home-cured, and ambliopia, 163, 254, 
510 

Toe-nail, softening. 463 

Transfusion : Of infected blood, 81 — In CO 
poisoning, 9G8 
Trichorrhexis nodosi, 41 

Tuberculosis : In cx-Scr\icc men, 421 — Spread 
by books. 601, 832. 1062 *. 

pulmonary : Ultra violet light and, 42 — 

Graduated exercises in 205 — Breathing exercises 
m. 205— Heredity and 555 
Ulcer, peptic, salt tntak • and, 1061 
Ultra-violet transparency 1061 
Undulant fever and milk regulations 509 
Urethritis, non-spcufic, 920 
Uterus : Innervation of 377-^Rctrovcrsion of, 
510 

Vaccine : Combined pertussis and diphtheria pro- 
phylactic. 163 — Vaccine* lymph, 1018, 1062 
Vaccinia virus, pcniciil n and, 4l 
Varicocele. 37 8 

Venereal diseases • Secondary syphilis. 82 — Risk 
of contracting 463— 1 D E. test (or, 643 — 
Psychoneurosis and ncurosyphihs, 1017 
Vitamins : K and chilblains. 464 — E in heart 
disease, 688 — D and the skin. 788 
Warmth : getting warm m bed, 690 
Warning to hospitals. 1150 
Whooping-cough No tficanon of. 601 — Sero- 
logical diagnosis of, Ml 

Quinine m breast milk 206 

Quiring D P Collateral Circulation, 902 


R 

Raasciiou, r Studies oi Chronic Pyelonephritis 
621 

Rabies : Surgical treatment of (\V. B. Roantrce) 
900 — Fatal myelitis after antirabic vaccine, 1140 
RADCLiFrE. Walter : Pam in chldbrth 497 
Radiation and lymphocytes (anno ation), 816 
Radioactive effluent. 2S8 

Radioactivity : Tracer elements m biological 
research (F. A dPancth). 359— Blood changes in 
Iuminizers using radioactive material (Ethel 
Browning), 428 (O) ; correspondence, 546 
Radiography, mass, screening aid for, 157 
Radiotherapy : Review of book on 529 — Leading 
article on, 906 

Raison. Cyril Alban, estate of 40 
Ramsay. Hugh * Whl her tuberculosis 7 152 
Rashevsky, N. : Mathematical Biophysics, 1126 
Rassfeld-Sternderg L, (and J. Zeissler) : 
Enteritis necroticans due to Clostridium n elchll 
type F, 267 (O) ; leading article, 276 ; corrected, 
332 

Raw Stanley, obituary notices of, 158. 247 
Rawlings, Grahamc Rigby, obituary notice of, 246 
Raymond, V. (and A. Vallaud) : Le Benzolisme . • 
578 

Read. Grantly Dick : Discomforts of childbirth, 
651 (O) ; leading article, 669/, correspondence, 
869, 958, 1053 

Rectum, perforation of (I. D. T. Jones), 933 (O) . 
correspondence 1095 

Red Cross ; Under revision, 768, 817 — Safety 
zones. 860 , 

Reddy D, V. S. : The Beginnings of Modern ' 
Medicine in Madras, 140— Medical books in 
India 244 

Reed, Thomas, obituary notice of, 458 

Rees, D F . Anaesthetic apparatus for infants. 111 

E Robert : Treatment of inferule marriage, 71 

G. 3 (and 3 H. Waxely) : Amethocauie 

hydrochloride. 367 

J R : Mental health, 628 

Thomas Roger. .obituary notice of, 116 

Reeson, G (and C. Bedeman) : Common Sense 
about Hair , 714 

Reflex, abdominal, absence of, 1017 
Regenbogen. E. : Diagnostische und Therapeutlsche 
Etngrlffe des lnternhten, 992 
Regoi, P ; lmmovihzacion, 1126 
Registrar-General : Statistical Review. 1943, 54 
Rehabilitation. 965 

Rehfuss M E. (and others) : A Course in 
Practical Therapeutics 714 
Reichwald, M. B. : Delayed admission to hospital, 
681 

Reid, T. M (and R Salm) : Bilateral phaeo- 
chromocytoma, 1116 (O) ; annotation. 1131 
Reproduction and survival (book; review) 991 : 
correspondence, 1098 
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Respiration : At birth, 122, 880 — lrrcspi able 

atmospheres (book review), 184 — Effect of hot 
bath on, 612 

ariihcial, and circulation (annotation), 533 

paradoxical, control of (annotation), 908. 

correspondence, 1051 

Respiratory diseases : contraindication to air travel, 
605 : corrected, 790 

function tests (book review), 1125 

RlM : In praise of idleness (Sir Hcncagc Qglvic) 
645 (O) 

Reviews of Books : 

Agonal Acidosis, Investigations oa (1. B 
Fabricius Hansen) — reviewed by N. F, 

Maclagan, 1039 

American Medical Research, Past and Present 
(Richard H. Shrjock) — reviewed by L. J. Witts, 
140 

Anaesthesia, Elementary (W. N. Kemp) — 
reviewed by C. Langton Hewer, 992 

for the Poor Risk and Other Essays 

(Wilham W. Mushln) — reviewed by C. Langton 
Hewer. 398. 945 

Anaesthetics and the Patient (Gordon Ostleie) — 
reviewed by C. Langton Hewer. 853 
Analytical Psychology, Studies in (Gerhard Adler) 
reviewed by L. A. Bcnnct. 714 
Anatomy. Ellis's (revised and edited by J A. 
Keen)— -reviewed by H A Hams, 667 

Living (R, D Lockhart) — reviewed by 

H. A. Hams. 577 

Association. British Medical : Proceedings of the" 
Annual Meeting, 1948— reviewed by R. Bodley 
Scott, 620 

Aviation : M£decme dc PAviation (J. Malmejac) 
— reviewed by E D. DaUcl Dickson, 1084 
Bacterial Diseases, The Acute (H. F, Dowling) — 
reviewed by T. Anderson, 1039 
Bacteriology, Determinative. Bcrgcy’s Manual of 
(Robert S. Breed and others) 6lh cd — reviewed 
by J. C. Cruickshank, 398 

Zinsser's Textbook of, 9th cd. (revised by 

David T. Smith and others) — reviewed by L. P. 
Garrod. 992 

Biochemistry, Annual Review of (edited by 

J. Murray Luck anJ others), vol. 17 — reviewed 
by F. J. Young. 483 

Forischntte dcr B ochemte, 1938-47 (F. 

Haurowitz) — reviewed by J. E Page, 1040 
Breast Feeding. A Guide to the Natural Feed- 
ing of Infants (F. Charlotte NatshV— reviewed 
by Charles McNeil, 59 

Breathing in lrrespirable Atmospheres, and. in 
Some Cases, also Under Water (Sir Robert H 
Davis) — reviewed by K. W Donald, 184 
Cardiography (William Evans) — reviewed by 
C. W C Bain. 529 

Cardiology. Recent Advances In (Terence East 
and " Cums Bain) 4th cd — reviewed by 

K. Shirley Smith, 1S4 

Changing Disciplines. Lectures on the History. 
Method, and Motives of Social Pathology 
(John A. Ryle) — reviewed by F. A. E. Crew, 
103 . . w 

Chemistry, Clinical, In Practical Medicine , 
(C. P. Stewart and D. M. Dunlop), 3rd cd — 
reviewed by N F. Maclagan, 1025 
Childhood and After. Some Essays and 
Clinical Studies (Susan Isaacs) — reviewed by 

R. G Gordon. 713 

Childless Marriage. Its Cause and Cure 
(Edward F. Griffith) — reviewed by T. N. A. 
Jeffcoate, 352 

Chiropody, The Textbook of (Mrs. Swanson), 
854 

Clinical Apprentice. A Guide for Students of 
Medicine (John M. Naish and John'Aplcy) — 
reviewed by (L. Bodley Scott, 141 

Therapeutics. Manual of (Windsor C 

Cutting), 2nd ed , 902 

Colon and Rectum, Surgery of (Sir Hush and 
John Devine) — reviewed by Norman C. Lake, 
19 * 

Ear, Nose, and Throat. Symptoms, Diagnosis, 
Treatment (George D. Wolf)— reviewed by 
W. M Molhson, 1084 

- Work. Zinc Ions in (A. R. Fnel), 

1126 

Eclampsia : Eclampsie et Eclampsisme (Henri 
Vnmes)— reviewed by Wilfred Shaw 853 
Emergencies in Medical Practice (edited by 
C Allan Bnch) — reviewed by R. Bodley Scon, 
224 

Emotional Problems of Living (O. Spurgeon 
English and Gerald H. J. Pearson) — reviewed 
by Emanuel Miller. 59 

Endocrinology, Clinical for Practitioners and 
Students (Laurence Martin and Martin Hynes) 
— reviewed by Cuthben Cope. 901 
General (C. Donnell Turner)— reviewed by 

S. Leonard Simpson. 901 * 

Lehrbuch der lnneren Sckretion (F 

VerzAr) — reviewed by P L Krohn, 224 

The Practice of (edited by Raymond 

Greene) — reviewed by Richard Asher 901 
Epilepsy. Psychiatric Aspects of Convulsive 
Disorders (Paul H Hoch and Robert P. 
Knight) Proceedings of the 36th Annual 
Meeting of the American Psychopa hological 
Association. May, 1946 — reviewed by Charles 
Symonds, 577 
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Reviews or Books (continued ) : 

Epilhelia of Woman's Reproductive Organs 
(George N. Papanicolaou and others) — reviewed 
by Josephine Barnes. 577' 

Fertility. Problems of, in General Practice 
(Margaret Hadley Jackson and others) — 
reviewed by T. N. A. JcfTcoatc. 272 
Fever and the Regulation of Body Temperature 
(E. F. Du Bots). 945 

Genetics. Dictionary of. Including Terms used 
in Cjtology. An mal Breeding and Evolution 
(compiled by R L. Knight) — reviewed by 
J. A. Fraser Roberts. 944 
Gcnito-Urinary Surgery. Textbook of (edited by 
H. P. Winsbury- White) — rev.ewcd by Kenneth 
Walker. 140 

Group Therapy The Practice of (edited by S R 
Slavson) — reviewed by J, D Sutherland. 312 
Gynaecological Histology (Josephine Barnes) — 
reviewed by Wil red Shaw. 902 
Gyncvology. Operative (Harry Sturgeon Crossen 
and Robert James Crossen). 6th ed — reviewed 
by Wilfred Shaw. 274 

Health Insurance Compulsory. Issue of (Georg'* 
W Bachman and Lewis Meriam) — reviewed by 
Alfred Cox, 313 

1 Teaching in Schools (Ruth E Grout) — 
reviewed by R. G Gordon, 1125 

the Unknown The S ory of the Pcckham 

Experiment (John Comerford) — reviewed by 

D. V. Hubble. 20 

Hernia, Abdominal, Surgery of (George B Mate) 
— reviewed by Zachary Cope. 992 
— Anatomy, Etiology, Symp oms, Diagnosis. 
DiflerenLal Diagnosis. Prognosis and Treat- 
ment (Leigh F. Wa'son) ; 3rd ed — reviewed 
by Lambert Rogers, 273 

Histology, Human Guide for Medical Students 
CE. R. A. Cooper) 2nd ed — reviewed by 
Geoffrey Hadfield, 902 

Hodgkin’s Disease and Allied Disorders (Henry 
Jackson, jun . and Frederic Parker, jun.)— 
reviewed by Doroihy S Russell 713 
Hormones and Behaviour A Survey of Inter- 
relationships between Endocrine Secretions and 
Pat erns of Overt Response (Frank A. Beach) 
— reviewed by Raymond Greene, 4S4 
Hospital Admimstrai on A Study of. Studies 
in Publ c Administration (Frank Hart and A. J 
Waldcgrave) — reviewed by Horace Joules. 667 
Hospi'als (S. S Goldwater) — reviewed by Andrew 
Toppmg, 811 

British (A. G. L Ives) — reviewed by 

E. Rock Carling. 60 
Year Book. 1948 14 1 

Housing and the Family CM- J Elsas)— reviewed 
by J. M, Mackintosh, 103 
Impulsive Disorders - Expenmentcllc Tricb- 
diagnosuk (L. Szondi) — reviewed by O. L 
ZangwiJl, 4 84 

Insects of Medical Importance, A Handbook for 
the Idem fica ion of (John Smart). 2nd ed — 
reviewed by R M. Gordon. 442 
Insurance : Transactions of the Association of 
Life Insurance Medical Directors of America 
(edited by Harry E. Ungcrlc dcr). 55ib annual 
meeting -vol. 30 — reviewed by William 
t Brockbank. 20 

Voluntary Medical Care, In the United 

States (Franz Goldmann) — reviewed by Alfred 
Cox. 810 

Leprosy. Manual of (Ernest Muz)— reviewed by 
Leonard Rogers, 810 

Lungs, Procedure in Examination of the. with 
Especial Reference to the Diagnosis of Tuber- 
culosis (Arthur F Kraetzer), 3rd ed. — reviewed 
by J. G Scadding. 224 

Malaria. With special Reference to the African 
Forms (W_ K. Blackie) — reviewed by S R. 
Christophers. 810 

Control by Coastal Swamp Drainage in 

West Africa (A B. Gilroy) — reviewed by S. R. 
Christophers, 810 

Filanasis, and Yellow Fever In Bnush 

Guiana (George Giglioh) — reviewed by S. R. 
Christophers, 484 

Malignant D scase. Treatment of, by Radium and 
X Rays (Ralston Paterson)— reviewed by Frank 
Ellis. 529 

Medical Annual. 1948 (edi ed by Sx Henry Tidy 
and A. Rcndlc Short) — reviewed by R. Bodlcy 
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Stephenson. M. : Bacterial Metabolism, 3rd ed-. 

— ; Incompatibility in Prescriptions, 5th cd 

Sterility: SpenuatoIys.s — a cause of male stcrJity 
(Cafer \ ild ran), 575 (O) ; correspondence. 957 


Sterilizing c Pressure-cooker as sterilizer. 1-1, 
254— j Of syringes (annota'ion). 317 

skin before injection. 832 

Stern. Edward S. : Plain words on dimms,ooa) 
lesions, 116 

Stevens, T. Russell : Electrotherapy and stainless 
steel sutures. 456 

Stevenson. C. J. (and N. R W. Sampson) - 
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